
Organization ofCare in AD
Current Status of AD in Africa

G Toddwith apologies



ISAD Global 2019
Atopic dermatitis insub-Saharan Africa

In order to advance the involvement of the ISAD inAfrica, a meeting was organized in Geneva to identifyresearch and intervention priorities in Africa andinitiate African-led projects for AD (research and care)with the help of international health organizations asthe main objectives.
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90 responses from 23 countries (52 Francophone, 23 Anglophoneand 15 Lusophone); 85% response rate.•52 dermatologists (58%)•11 resident dermatologists (12%)•9 paediatricians•6 general practitioners (most with training in allergy)•2 allied health workers•1 patient serving as an ambulance paramedic (South Africa)



•The majority (69.7%) were seeing 1–10 AD patients/week in a regional/centralcentre.•Most were using emollients/moisturizers and topical corticosteroids.•Systemic therapies, oral antihistamines, oral antibiotics (secondary infections),systemiccorticosteroids and methotrexate.•Dermatology or allergy societies guidelines (South Africa, foreign countries)were used by roughly half of the practitioners.



Problems related to AD that wereconsidered common or very common in Africa
•lack of medication•limited access to medical care•lack of proper training of healthcare professionals•lack of information about AD amongst the local population•lack of information about AD amongst primary care workers

Lack of education materials and educationalprograms for patients with AD in most Africancountries.



Recommendations
Make specific pan African surveys

•Comparing recommended diagnostic and outcomecriteria and tool relevance to Africa•AD prevalence•Patient desires/needs•Education programmes for skin disease especiallyfor primary care workers•Emollients



Atopic eczema clinicalfeatures in Africa



Yew YW, Thyssen JP, Silverberg JI
J AM ACAD DERMATOL 2019, 80(2):391-401

101 studies, 28 countries, 7 Africa and AustraliaConsiderable heterogeneity of atopic dermatitis78 different signs and symptoms identifiedNotable differences by study region and age group.
The most prevalent AD features were pruritus, lichenification,and xerosis



A systematic reviewand meta-analysis ofthe regional and age-related differencesin atopic dermatitisclinical characteristicsYew YW, Thyssen JP, Silverberg JI.J Am Acad Dermatol2019;80:390-401
Studies from Africareported morepapular lichenoid lesions,palmar hyperlinearity,ichthyosis,and orbital darkening





Flex Ext Flex ExtKnee 18% 37% 47% 16%Wrist 17% 27% 11% 8%Elbow 40% 39% 57% 17%

Cohort of 1019 tertiary atopic eczema patients in NigeriaOverall 70% had extensor involvement





Flex ExtKnee 29% 31%Wrist 16% 22%Elbow 49% 33%

Cross-sectional survey in one village (Miembeni) in theKilimanjaro region, Tanzania. The general population was6953. There were 3427 children aged 0-15 years





Atopic eczemadiagnostic criteriaand scoring toolsrelevance in Africa



Validation of ISAAC and UK criteriafor atopic eczema in Ethiopian children

Validity of the ISAAC criteria
PPV 33% (95% CI 28.0-38.6)
NPV 91% (95% CI 88.4-93.8)

Prevalence 4.4% (ISAAC) 1.8% (UK criteria)
Validity of the UK criteria
PPV 56% (95% CI 10.4-28.9)
NPV 91% (95% CI 99.0-99.6)
Visible flexural eczema alone
PPV 57% (95% CI 48.2-65.9)
NPV 91% (95% CI 88.0-93.5)

Cross sectional screening survey, children 1-5 years, Ethiopia7915 interviewed, 506/590 cases, 438 controls



Prevalence 1.0% (dermatologist) 1.8% (VFE), 2.5% (UK)
Full UK criteria
Sensitivity 43.7% (95% CI 26.3-62.3)
Specificity 97.9% (97.3-98.4)
PPV 18.4% (95% CI 10.4-28.9)
NPV 99.4% (95% CI 99.0-99.6)
Visible flexural eczema alone
Sensitivity 81.2% (95% CI 63.5-92.7)
Specificity 99.0% (95% CI 98.6-99.3)
PPV 48.1% (95% CI 34.3-62.1)
NPV 99.8% (95% CI 99.5-99.9)

Validation of the U.K. diagnostic criteria for atopic eczema in aXhosa speaking South-African populationCharmers DA et al Brit J Dermatol 2007 Brit J Dermatol 2007



Benin, Burkina Faso, Cameroon, Ivory Coast, Gabon, Mali, Senegal

DOI:10.1111/jdv.15999JEADV 2019



What is atopic eczemaprevalence/incidencein Africa?



Atopic eczema in Tanzania – clinical features
3427 children, 3268 took part, participation rate 92.2%0 – 15 years, Female 94/171=55% Male 77/171=45%Children with AD 171/3268 = 5.2%Age 2 yrs. and below 106/171=62%Age 2-15 65/171=38%

Cross-sectional survey in one village(Miembeni) in the Kilimanjaro region,Tanzania. The general populationwas 6953. There were 3427children aged 0-15 years



Validation of ISAAC and UK criteriafor atopic eczema in Ethiopian children
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NPV 91% (95% CI 88.4-93.8)

Prevalence 4.4% (ISAAC) 1.8% (UK criteria)

Validity of the UK criteria
PPV 56% (95% CI 10.4-28.9)
NPV 91% (95% CI 99.0-99.6)
Visible flexural eczema alone
PPV 57% (95% CI 48.2-65.9)
NPV 91% (95% CI 88.0-93.5)

Cross sectional screening survey, children 1-5 years, Ethiopia7915 interviewed, 506/590 cases, 438 controls



Prevalence 1.0% (dermatologist) 1.8% (VFE), 2.5% (UK)
Full UK criteria
Sensitivity 43.7% (95% CI 26.3-62.3)
Specificity 97.9% (97.3-98.4)
PPV 18.4% (95% CI 10.4-28.9)
NPV 99.4% (95% CI 99.0-99.6)
Visible flexural eczema alone
Sensitivity 81.2% (95% CI 63.5-92.7)
Specificity 99.0% (95% CI 98.6-99.3)
PPV 48.1% (95% CI 34.3-62.1)
NPV 99.8% (95% CI 99.5-99.9)

Validation of the U.K. diagnostic criteria for atopic eczema in aXhosa speaking South-African populationCharmers DA et al Brit J Dermatol 2007 Brit J Dermatol 2007



Worldwide Variation of asthma, allergic rhinitisand atopic dermatitis
ISAAC Study I and III

ISAAC Study I ISAAC Study III
Ethiopia 11.4 (3.2-19.9) 19.0Kenya 10.4 (9.4-11.4) 15.2 (14.9-15.5)Nigeria (13-14yr)17.7 7.7Nigeria (6-7yr) 4.5 5.0South Africa 8.3 13.3Morocco 8.7 (5-12) 21.8 (20.5-23)Algeria 5.2 6.5Tunisia 8.0 9.4

AD is an emerging public health problem in AfricaLarge variations within countries and centres in same country
Non-allergic factors (EPAAC)Urban living



What are Africanatopic eczema triggersand risk factors?





Prospective study of12876 participants1996General population ofJimma (80 000)9844 urban, 3032 rural0 to 120 years
Prevalence 1.2%(ISSAC Questionnaire)urban 1.5%, rural 0.3%

Yemaneberhan H, Flohr C,Lewis SA, Bekele Z, ParryE, Williams HC, Britton J,Venn A.Prevalence andassociated factors ofatopic dermatitissymptoms in rural andurban Ethiopia.Clin Exp Allergy. 2004May;34(5):779-85. doi:10.1111/j.1365-2222.2004.1946.x. PMID:15144471.



Prospective study of 7915 childrenGeneral population of Jimma1-5 years, patients and controlsPrevalence 4.4% (ISAAC)
Parasites (Trichuris) (1.61, 95% CI 1.14-2.26)Access to piped drinking water cf. river waterFruit >1/week (2.29, 95% CI 1.40-3.77)Malaria history (2.18, 95% CI 1.53-3.10)
Vaccination (DPT, polio)
Family size, crowding, breast feeding, income,education, sensitization patterns, animals typeof dwelling etc

Haileamlak A, Dagoye D, Williams H, Venn AJ, Hubbard R, Britton J, Lewis SA.Early life risk factors for atopic dermatitis in Ethiopianchildren.J Allergy Clin Immunol. 2005 Feb;115(2):370-6. doi: 10.1016/j.jaci.2004.10.024. PMID: 15696097.



Prospective study. 12013 patients, teaching hospital, 1998 to 20001019 patients with AD (8.5% prevalence) and 726 controlsAge: 4 weeks to 57 yearsAD Onset: before 10 years 51.3%teens/early adulthood 25.6%after 21 years 24.5%
First degree family member with atopy 42% cf 13.3% controlsWeather (30.4%), heat intolerance, humidity, perspiration, grassintolerance, thick woolen clothing, drug reactions, stressFood intolerance, (egg, crayfish, artificial milk), 3.5%Parasites in stool (n=100) 2% cf. 3%HIV (n=67) 1.3%

Current epidemiology of atopic dermatitisin south-eastern Nigeria.Nnoruka EN.Int J Dermatol. 2004 Oct;43(10):739-44. doi: 10.1111/j.1365-4632.2004.02360.x. PMID: 15485531.



Atopic dermatitis in diverse racial and ethnic groups —Variations inepidemiology, genetics, clinical presentation and treatmentKaufman BP, Guttman-Yassky E, Alexis AFExperimental Dermatology. 2018;27:340–357



Nov2011The tight junction gene Claudin-1 isassociated with atopic dermatitis amongEthiopians
S. Asad, M.C.G. Winge, C.-F. Wahlgren, K.D. Bilcha, M.Nordenskj€old, F. Taylan, M. Bradley

JEADV 2016, 30, 1939–1941



Life-course of atopy and allergy-related disease events in tropicalsub-Saharan Africa: A birth cohortstudySwaib A. Luleet al.Pediatric Allergy and Immunology 28(2017) 377–383

2345 live-born children, 1214 (52%) were seen at 9 years.



SENSITIZATION PROFILE ON ALLERGENS OF ADULT PATIENTS
HAVING ATOPIC AND NON-ATOPIC DIATHESIS ATTENDING

KCMC, NORTHERN TANZANIA
JULIETH K. KABAGIRE



Allergen Prevalence % (n)
Cases
(N=76)

Controls
(N=148)

nDer p 1 79 (60) 7 (10)
nDer p 2 74 (56) 7 (10)
nDer f 1 78 (59) 7 (10)
rDer f 2 70 (53) 7 (10)
rEur m 2 62 (47) 4 (6)
rPhl p 1 43 (33) 4 (6)
nCyn d 1 43 (33) 5 (7)
nMus m 1 39 (30) 0 (0)
nPhl p 4 30 (23) 3 (4)
nGal d 1 26 (20) 0 (0)
nAra h 2 25 (19) 0 (0)
rPhl p 2 20 (15) 2 (3)
nPla a 2 20 (15) 2 (3)



Analysis of the sensitization profile towards allergens in central Africa.Westritschnig K, Sibanda E, Thomas W, Auer H, Aspöck H, Pittner G, et al.Clin Exp Allergy. 2003 Jan 1;33(1):22–7

Allergen profiles in Africans differed from Europeans
Sensitization profiles of 650 allergy patients



What about therapiesand their relevance toAfrican patients?



EDL - Skin conditions
amoxycillin ethyl chlorideaqueous cream 0.5% gentian violetbenzathine penicillin flucloxacillin6% benzoic acid 3% salicylic acid griseofulvin5% benzoyl peroxide 1% hydrocortisone25% benzyl benzoate 2% miconazolecalamine lotion monosulfiramchlorpheniramine nystatinclotrimazole 1% & 5% permethrindoxycycline polyvidone iodineemulsifying ointment selenium sulphideerythromycin zinc oxide





A thorough understanding of the unique genetic, clinical andmolecular features of AD across a broad range of racial/ethnic ADsubtypes is critical as we care for an increasingly multinationalpatient population.

Atopic dermatitis in diverse racial and ethnic groups —Variations in epidemiology, genetics, clinical presentationand treatmentKaufman BP, Guttman-Yassky E, Alexis AFExperimental Dermatology. 2018;27:340–357

• Under representation of some races in clinical trials as well as lack of subsetanalyses by race• Of AD clinical trials published between 2000 and 2009, only 59.5% of studiesincluded race and ethnicity as baseline demographic information• The majority of patients included were White (62.1%), followed by 18.0%Black, 6.9% Asian and 2.0% Hispanic.• Only 10.3% of studies commented on race or ethnicity in the interpretation ofresults, making it difficult to extrapolate the results to other ethnic groups• Crisaborole, pimecrolimus, topical steroids, phototherapy



African Journals Online (AJOL)
African Journals OnLine (AJOL) is the world’s largest onlinelibrary of peer-reviewed, African-published scholarly journals

•AJOL hosts 523 journals, including 253 open access journals.• The site has 13 633 Issues containing 163 024 Abstracts.• 32 African countries are represented

https://www.ajol.info/

Historically, scholarly information has flowed from North toSouth and from West to East. It has also been difficult forAfrican researchers to access the work of other Africanacademics. In partnership with hundreds of journals from all overthe continent, AJOL works to change this, so that African-originresearch output is available to Africans and to the rest of theworld.



What about educationand training in Africa?



Dermatology Training in Africa:Successes and Challenges.Mosam A, Todd G.
Dermatol Clin. 2021 Jan;39(1):57-71.doi: 10.1016/j.det.2020.08.006. PMID: 33228862.

• Africa: 55 independent nations, population 1.2 billion, 30.5 people/km2
• Prevalence of skin disease rangesRural Africa 26.9% (Tanzania) to 80.4% (Ethiopia).New consultations 6.9% (all levels of public health care, Mali) to 13% forprimary care in 83 villages in Cameroon (WHO report).• Dermatologists <1 per million population (except for North Africa).• Dermatology training programs 25/55 countries10 regional, 10 national, 5 university based.• Training programmes are of international standard. Graduates arecompetent clinicians, knowledgeable of local customs and needs.• Training programmes designed in the “global north” and transplanted intoAfrican universities emphasize practices, which are not available, cost-effective, or based on evidence from Africa. These programs oftenreflect colonial roots and need de-colonisation to make them relevant toAfrica.







What do Africanpatients and caregivers want?



119 (84%) black, 20 (14%) Indian and 3 (2%) mixed origins patients
QOL (DFI) factors significantly affected were emotional distress of thecaregiver (p<0.0001), tiredness of the caregiver (p<0.0001) and familyleisure activities (p<0.0001). Involvement in treatment (p=0.016), foodpreparation and feeding (p=0.003), the family’s sleep (p=0.001) and thecaregiver’s relationships (p=0.025) were moderately affected.
The unique sociodemographic and economic factors in countries globallywarrant an assessment of factors that particularly affect AD in eachsetting to offer patients more holistic care.

The quality of life of caregivers of children withatopic dermatitis in a South African setting
Singh B, Thandar Y, Balakrishna Y, Mosam A

S Afr J Child Health 2019;13(2):63-68. DOI:10.7196/SAJCH.2019.v13i2.1544



http://www.asdvafrica.org/



When “Europeans” first came to Africa, they considered the architecturevery disorganised and thus primitive even though it was done according tocareful rules of symmetry, proportionality and repetition now known asfractal design a form of mathematics that hadn’t been “discovered yet.”



Thankyou


