y4eTOM HEOOXOJUMOCTH NMPOHMKHOBEHHs depe3 remarosHuedanuyeckuii 6apoep. ExxenHeBHO
COCTOSIHME TTALIMEHTKH YIIy4IIaloCh, YTO MOATBEPKIAATHN JaHHBIE KIMHUYECKUX, Ta00paTOPHBIX U
Jy4eBbIX METOJI0B oOcienoBaHus B AuHaMuke. Ha 12-e CyTkM BBIIIOJHEHO HAJOKEHUE BTOPHY-
HBIX IIBOB Ha 3ayIllIHYI0 oOyiacTh. Bhimucana nmanueHTtka Oblna Ha 21-e CyTKM OT MOMEHTa IIO-
CTYIUICHHUS B CTAllMOHAP B CBS3U C KYNMPOBAHMEM BOCIAJIUTENIBHBIX SIBICHUHA CO CTOPOHBI MOJIO-
CTEH CPENHEro yxa M CTPYKTyp I'OJIOBHOI'O MO3ra B COMaTHYECKH yIOBIETBOPUTEIBHOM COCTOSI-
aun. [P npu Beimucke 6 / 6 M cripaBa u cieBa.

Buigoowt

1. B reHe3e u CKOpOCTH Pa3BUTHSI BHYTPHUEPETTHBIX OCIIOKHEHUM BaKHYIO POJIb UTPAET HE TOJIb-
KO XapakTep U 00beM NEPBUYHOIO BOCIAVIMTENILHOIO 04ara, HO M PEaKTUBHOCTh OPTaHM3Ma B LIEJIOM.

2. B MOJHMEHOCHOM pa3BUTHM OIMCAHHOTO Cilydyas BTOPUYHOIO MEHMHIUTA BO3MOXKHO
UMEJI0 3HA4E€HUE KOMOPOUIHOE COCTOSIHUE — THUPEOUAIKTOMMS B aHAMHE3€ C Pa3BUBILUMCS
KIIMHUYECKUM TUIIOTHPEO30M.

3. BupyneHTHOCTh MH(EKIMU TaKKe UMEeT KIMHUYECKOE 3HAYEHWE B BOSHUKHOBEHUM BTOPHUY-
HBIX BHYTPHYEPEIHBIX OCJIOKHEHUH. B TaHHOM KIIMHIYECKOM citydae ObLT BbLIENICH Enterococcus spp.

4. HeoO6X0oauMO MOMHHUTh O HAJMYUU BTOPUYHBIX (OTOT€HHBIX U PHUHOTE€HHBIX) BHYTpHYE-
pPENHBIX OCJIOKHEHUH, U Ha3HauaTh KoHcynbTauuto JIOP Bpaua manueHTaM c ipu3HaKaMu THOW-
HOT'O MEHHHTHTA.

5. BHyTpu4epenHble OCII0KHEHHUS SBIISAIOTCA YTPOKAIOLIUM JUisi )KU3HU cocTossHueM. CBoe-
BPEMCHHAsI IMAarHOCTUKA M OKa3aHHE HEOTJIOXKHOM MOMOUIM — SKCTPEHHO BBINOJIHEHHAS CAHU-
pyrolas oneparys IepBUYHOI0 o4yara B IOJIHOM 00beMe, II03BOJISIET COXPAHUTD KHU3Hb MMAI[EHTa
U YCTPAHUTb ONACHBIE MOCIENCTBUS 3a00I€BaHHUS.
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Introduction

Rheumatic heart disease is a chronic valvular disease caused by an episode or several episodes of
rheumatic fever. Rheumatic fever may occur after a group A streptococcal infection. This disease af-
fects mostly children and young adults. Rheumatic heart disease is said to be a disease of poverty as it
affects the poorest regions of the world and could be attributed to poor living conditions. In the recent
years, the amount of publications has decreased about rheumatic fever and rheumatic heart disease.
This reduction in amount of publications about rheumatic heart disease could be a reflection of de-
crease burden of disease in developed countries. There is a poor documentation of the incidence and
prevalence of acute rheumatic fever and rheumatic heart disease in African countries [1]. However,
rheumatic heart disease still remains a threat to the lives of many children and young adults in Africa.

Purpose

To investigate the situation of rheumatic fever and rheumatic heart disease in African coun-
tries and actions towards control of this disease.
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Materials and methods

An extensive literature search for recent publications on rheumatic fever and rheumatic heart
disease was performed using search tools such as PubMed. Articles on the incidence of acute
rheumatic fever and burden and control measures of disease in African countries were reviewed.

Study results

Magnitude of disease. Around 33 million people around the world are affected by rheumat-
ic heart disease and is estimated to be the leading cause of cardiovascular death during the first
five decades of life. Worldwide, 320,000 lives are claimed annually by rheumatic heart disease
and more than 9 million disability adjusted life years lost [2]. Majority of these deaths attributable
to rheumatic heart disease occur in the developing countries most especially African countries
and among indigenous part of the world. It is the third most important cause of heart failure in
African adults and leading cause of acquired heart disease in African children [3]. Due to the ex-
istence of subclinical valve disease that may go unnoticed in remote areas where there is lack of
access to diagnostic facilities such as electrocardiography coupled with unreported cases of
rheumatic fever and rheumatic heart disease in certain regions, the prevalence of rheumatic heart
disease is thought to be underestimated.

Measures towards control of RHD. Creating awareness is a great move towards the control
of rheumatic heart disease in Africa. Acute rheumatic fever and rheumatic heart disease are dis-
eases occurring in the poorest regions of the world and resource-limited areas. The importance of
awareness in African countries cannot be overemphasized. Majority of the people affected in the-
se areas are unaware of the disease [4]. Improving awareness of the masses has been demonstrat-
ed by several organizations introducing campaigns and awareness-raising visits to schools and
other target groups into their programs.

Primordial prevention: over the years, there has been a dramatic decrease in the prevalence
of rheumatic heart disease in high-income countries with improved socio-economic conditions
and access to quality health facilities playing a major role in this. Primordial prevention of rheu-
matic heart disease in African countries endemic for rheumatic heart disease would go a long way
in the control of rheumatic heart disease. Primordial prevention aims at inhibiting the emergence
of risk factors which is prevention of group A streptococcus infection that may lead to acute
rheumatic fever through improved environmental, social and behavioural conditions which are
factors that could increase risk of infection.

Primary prevention: this involves identification of group A streptococcal pharyngitis in pa-
tients that are in the group of high risk for acute rheumatic fever (which are mostly the children
and young adults). These individuals are treated with a single dose of long acting benzathine pen-
icillin which is given intramuscularly [2]. In cases where the patient has an allergy to penicillin,
alternative oral antibiotics can be given (phenoxymethylpenicillin, erythromycin). Adequate ad-
ministration of antibiotics coupled with proper diagnosis of group A streptococcal infection re-
duces the incidence of acute rheumatic fever after the occurrence of group A streptococcal infec-
tion in most cases [5]. Primary prophylaxis of acute rheumatic fever should be one of the focuses
of rheumatic heart disease control programs.

Secondary prophylaxis: this aims at prevention of recurrent acute rheumatic fever in individ-
uals who have had an initial attack of rheumatic fever. This is ensured by continuous administra-
tion of an antibiotic. Benzathine benzylpenicillin given intramuscularly is considered to be effec-
tive. The duration of secondary prophylaxis is based on individual patients depending on risk of
recurrence of rtheumatic fever. Registration of patients with acute rheumatic fever and rheumatic
heart disease is important to ensure follow-up. Education of patients on importance of this
prophylaxis is also necessary.

Tertiary prophylaxis: this aims at prevention of further complications and reduction of mor-
bidity and mortality of the established disease. Rheumatic heart disease could lead to serious
complications such as heart failure, stroke, arrhythmia, endocarditis, heart failure being the major
cause of death and disability. Prophylactic measures include treatment of heart failure, surgeries
to repair damaged valves, anticoagulation to prevent stroke and management of arrhythmia.
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Global action towards the control of rheumatic heart disease in African countries. In 2014,
the 2" All Africa Workshop on Rheumatic Fever and Rheumatic Heart Disease was held. The
primary objective of the meeting was to develop strategies to reduce the burden of acute rheumat-
ic fever and rheumatic heart disease in Africa. The attached Mosi-o-Tunya Call to Action ad-
dressing Rheumatic Fever and Rheumatic Heart Disease was issued. Subsequent meetings have
been held including the 4™ All Africa Workshop on Rheumatic Fever and Rheumatic Heart Dis-
ease that was held in 2016. This meeting was hosted by the Pan-African Society of Cardiology
(PASCAR) and the African Union Commission (AUC). Challenges and progress towards eradi-
cation of Rheumatic Heart Disease in Africa were discussed.

The World Heart Federation has set a goal which aims at a 25 % reduction of death from
Rheumatic Fever and Rheumatic Heart Disease in individuals < 25 years of age by 2025.

Conclusion

Rheumatic Heart Disease is a preventable disease yet still of a great burden in Africa. Most cas-
es have gone unnoticed and unreported in remote areas. Public awareness and education are vital
components of control of Rheumatic heart disease. More effort and time needs to be put in towards
eradication of Rheumatic heart disease. Rheumatic heart disease should become a priority in Africa.
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Introduction

Non-alcoholic fatty liver disease (NAFLD) is the most common cause of chronic liver dis-
ease in the world, yet the complex pathogenesis remains to be fully elucidated.

NAFLD is one of the types of fatty liver which occurs when fat is deposited (steatosis) in
the liver due to causes other than excessive alcohol use. NAFLD exists as a spectrum of disease
from steatosis < steatohepatitis < fibrosis < cirrhosis and is a commonest cause of asymptomat-
ic abnormal liver function. Risk factors disease are insulin resistance, obesity, metabolic syn-
drome, jejunoileal bypass surgery, age (adults 40—60 years old and children < 10 years), ethnic-
ity (higher in Hispanics and Asians and lower in African Americans), drugs and toxins (amio-
darone, corticosteroids, synthetic estrogens, methotrexate, antiviral drugs). Associated condi-
tions includes hyperlipidemia, metabolic syndrome, type 2 diabetes, hepatitis C, rapid weight
loss, total parenteral nutrition, Wilsons disease, Weber-Christian disease, polycystic ovarian
syndrome, abetalipoproteinamia.

The disease increases liver-related morbidity and mortality, and often increases the risk for
other comorbidities, such as type 2 diabetes and cardiovascular disease. Insulin resistance related
to metabolic syndrome is the main pathogenic trigger that, in association with adverse genetic,
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