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VIEWPOINT

Rheumatology in the Third World

A 0 Adebajo

With communicable diseases as the major
medical problem in many parts of the Third
World, it is pertinent to ask whether rheuma-
tology is a relevant discipline in these countries.
Should inadequate health budgets, reduced
even further by crippling debt crises, be spent
on research, teaching, and the provision of
health services in rheumatology or is rheuma-
tology simply a luxury specialty for Third
World countries?
My submission is that rheumatology research

needs to be nurtured and encouraged in the
Third World. Not only will this be of benefit to
such countries but it will also contribute to the
growth and advance of rheumatology world
wide.

Department of Medicine,
University College
Hospital, Ibadan, Nigeria
A 0 Ad,ebajo
Correspondence to:
Dr A 0 Adebajo,
Rheumatology Research Unit,
Unit E6, Addenbrooke's
Hospital, Hills Road,
Cambridge CB2 2QQ

Accepted for publication
25 January 1990

Health service provision
Reports from various parts of the Third World
indicate that the burden of illness from rheu-
matic diseases is greater than previously pre-
sumed. Furthermore, there are suggestions that
this burden may be increasing.

Significant morbidity from rheumatic diseases
has been reported from China,' India,2 Puerto
Rico,3 Jamaica,4 Iraq,' Saudi Arabia,6 Latin
America,7 Polynesia and the Philippines,8 New
Guinea,9 Zimbabwe,'0 Kenya," and Malawi. 12
In the first year of a newly established rheuma-
tology clinic in an urban West African teaching
hospital, we were surprised by the response. At
least 210 cases of chronic arthropathy were seen
in addition to patients with acute arthritis and
arthralgia. Although the morbidity of rheumatic
diseases in the Third World does not yet
approach that in developed countries, there are
sufficient patients with musculoskeletal symp-
toms to warrant provision of rheumatological
health care services. In view of the inadequate
ratio of doctors to patients, particularly in the
rural areas, emphasis must be placed on partici-
pation by community health workers in the
development of rheumatic disease prevention
and control. To develop such preventive and
rehabilitation strategies we need to assess the
degree of disability from rheumatic diseases in
the Third World in order to establish health
priorities as well as to monitor the effectiveness
of interventions in these diseases. Mortality
statistics and disease prevalence studies on their
own are inadequate in determining accurately
the burden of rheumatic diseases in individuals
and communities. Functional disability has to
be assessed in relation to the prevailing environ-
ment and sociocultural lifestyle. Measures of
disability used in developed countries are not
always applicable in developing countries and

often require modification and regional varia-
tion.

If urbanisation influences rheumatic diseases,
as has been suggested for rheumatoid
arthritis,'3 14 continuing population migration
from rural to urban areas will result in an
increase in rheumatic complaints. This may also
occur owing to improved life expectancy, which
leads to larger elderly populations. It has been
suggested that tropical infections may protect
against the development of autoimmune
diseases.'5 16 If this is true then continuing
control and eradication of infective diseases may
lead to an increase in diseases like rheumatoid
arthritis (RA) and systemic lupus erythematosus
(SLE) in some Third World areas.

Therapeutic problems in the Third World are
not only due to inadequate funds but also
occasionally to the unethical intrigues of the
pharmaceutical companies. Certain anti-
rheumatic drugs also pose peculiar problems,
including the use of antimalarial drugs for RA
and SLE in regions with endemic malaria, as
well as the use of sulphasalazine in areas where
glucose 6-phosphate dehydrogenase deficiency
is common.

Continuing assessment of rheumatological
services is essential to ensure their effectiveness
and efficiency in the community. 7 The Chinese
experience may prove useful in this regard.'8

Research
Epidemiological research can provide clues to
the causes of rheumatology. A study of the
variations in disease pattern between populations
is useful in determining the effects of factors
such as climate, diet, cultural patterns, and
race. Such studies may prove useful in identify-
ing risk factors for certain rheumatic diseases.
This knowledge can be used to improve rheu-
matology services in developing countries while
at the same time leading to a better understand-
ing of rheumatic diseases in general. The search
for remediable causes of arthritis must continue.
New therapeutic interventions must be shown
to be effective under field conditions with a
consideration of the sociocultural acceptability
of and compliance with such interventions
before final implementation. Funds and man-
power will otherwise be wasted.

Various disease patterns for rheumatic dis-
orders have emerged. Osteoarthritis (OA) has a
worldwide distribution, but polyarticular disease
is uncommon in many parts of the Third
World.'2' Heberden's nodes are similarly
uncommon in Africans and Jamaicans. 22-23
Osteoarthritis of the hip joint is uncommon in
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contrast with OA of the knee among the
Chinese,24 25 Africans,26 27 Indians,28 and in
theMiddle East.6 Various sociocultural activities,
including squatting and kneeling either in
prayer or as a form of greeting, have been
suggested to influence this distribution of joint
OA. These postulates remain unproved.
Developmental knee abnormalities from rickets,
trauma, or parasitic infections and a low pre-
valence of congenital hip abnormalities in
certain areas may also determine OA joint
distribution. The habit of carrying loads on the
head by some populations does not seem to
predispose to cervical spondylosis.

Ankylosing spondylitis (AS) is uncommon in
Africans29 and in the Middle East,6 in keeping
with the low prevalence of HLA-B27 in these
areas. Ankylosing spondylitis is less common in
the Chinese than in white populations,' but its
prevalence may be higher in rural parts of
China.30

Reiter's syndrome occurs predominantly
after venereal disease in Africa and in New
Guinea.9 31 32 This has also been our experience
in West Africa. The cases of Reiter's syndrome
after enteric disease in North Africa seem to be
due mainly to European migrants.33 Other sero-
negative arthropathies have been rarely
reported from the Third World.

Brucellosis occurs throughout the Third
World, particularly among Somali nomads.34
Viral arthropathies, including chikungunya and
dengue arthropathies, are well established
rheumatic problems, especially in Africa.3s 36
Lyme arthritis has not yet been reported from
the Third World, but the isolation of the
causative spirochaete from the mosquito in
addition to the tick is of interest.37

Connective tissue disorders such as SLE are
uncommon in Africa,10-12 38 but common in
China,' Malaysia,39 India,' Puerto Rico,3
Iraq,5 and the West Indies.4' In Malaysia those
of Chinese ethnic origin seem to be more
vulnerable to SLE than Malays or those of
Indian origin.3 42 Tropical infections such as
malaria may protect Africans.'5 16

Studies indicate that hypermobility is more
prevalent in Indians than Africans.43 The latter,
however, have greater spinal mobility than
white subjects,," as was the case with an Arab
population.45 Hyperuricaemia and gout are
common in some Polynesian islands,46 but
controversy exists as to whether gout in Africans
is related to socioeconomic status.47"9
Rheumatoid arthritis is the most widely

studied rheumatic disorder in the Third World.
In India RA is mild with systemic manifestations
and subcutaneous nodules occurring rarely.2 In
Jamaica there is a high prevalence of RA, but it
is mainly mild and rheumatoid factor sero-
negative. 50 In East Africa and among urban but
not rural South African blacks RA has a similar
pattern to that of white populations.'3 14 51 52
In West Africa, however, the disease is un-
common and mild.53 A similar pattern of mild
RA is found in China.' 30 54 In Malaysia rheu-
matoid nodules and other extra-articular features
are uncommon,55 whereas in Iraq the pattern is
similar to that in white populations.56

It is clear that there is not a common problem

throughout the Third World, and more infor-
mation needs to be collected on rheumatic
diseases in different regions. Such information
is essential in order to plan rheumatological
services and enable a judicial use of limited
funds. Research yields a variety of messages. It
has established that diseases prevalent in
developed countries also exist in the developing
world, but usually depend on the establishment
of special clinics or community surveys for their
recognition. Some diseases such as OA and RA,
which are common to both developing and
developed countries, vary in presentation and
severity. In addition, there are some arthro-
pathies which are peculiar to the developing
world-for example, Mseleni's disease in South
Africa57 and acute tropical polyarthritis
throughout the tropics.58 Tropical infections-
for example, the parasitic infections oncho-
cerciasis and dracunculiasis may themselves
be associated with rheumatic problems.
Tuberculous arthritis and rheumatic fever still
commonly occur in the Third World, as does
septic arthritis, particularly in those with sickle
cell disease. Rickets is a considerable problem
in children.

Diagnostic criteria developed for rheumatic
disorders in the Third World must entail
simple, effective, and inexpensive means of
arriving at a diagnosis. The American Rheuma-
tism Association criteria for RA and SLE may
not be strictly applicable universally.5'0 5
Evaluation of various diagnostic tests is also
important. Rheumatoid factor tests, for
example, have hitherto been of little value in
our West African rheumatoid patients. Similarly,
the stability of reagents and variability of test
results in the tropics and subtropics require
analysis.

Useful information on possible pathogenetic
mechanisms of rheumatic disease-for example,
the role of immune complexes in meningococcal
arthritis,60 can be obtained by research in the
Third World. We do not yet know why certain
rheumatic disorders, such as soft tissue lesions,
are uncommon in many parts of the Third
World. Considerable input from developed
countries is important in achieving more infor-
mation about these and other problems. As long
ago as 1974 the World Health Organisation
(WHO), after a conference in London,61
suggested a possible blueprint for collaborative
epidemiological studies.
Community surveys in the developing world

are fraught with constraints and are undoubtedly
difficult to undertake owing to a shortage of
manpower and of financial resources. It is not
surprising that most Third World studies are
hospital based. These studies, though useful,
are limited in their applicability to the population
as a whole. We must consequently put more
emphasis on cross-sectional and longitudinal
community studies. Bodies such as the WHO,
the International League Against Rheumatism
(ILAR), and the Independent International
Commission on Health Research for Develop-
ment are already committed to assisting such
work in developing countries. The WHO/ILAR
COPCORD study8 is an example of how impor-
tant epidemiological information can be obtained

814



Rheumatology in the Third World

from the Third World. In addition to assisting
Third World countries in planning rheumato-
logical services, this information will increase
our understanding of both Western and Third
World disease.

Medical education
There is a dearth of rheumatologists in the
Third World-some countries do not have one
rheumatologist. More attention to rheumatology
is required in Third World medical schools and
to postgraduate medical training in particular.
At present rheumatology is often neglected and
dismissed as a specialty for the developed
nations. In addition to the training of rheumato-
logists, those in allied health care professions,
such as physiotherapists, occupational thera-
pists, and primary health care workers, should
be encouraged to take an interest in rheuma-
tological care. Rheumatological education is
needed for health workers from the community
right through to the specialist services.
How can developing countries assist in this

process? Provision of opportunities for continu-
ing education and exchange of knowledge is
important. Collaborative studies and the ex-
change of visits between rheumatologists in
developed and developing countries also have a
useful role. The Arthritis and Rheumatism
Council and ILAR are committed to improving
the medical education of rheumatologists in
the Third World. In 1982, at a conference in
California on the 'Epidemiology of rheumatic
diseases and specific needs of developing and
developed countries', it was decided that con-
tinuing interaction between nations was impor-
tant. It was further suggested that bodies such
as ILAR and WHO should continue to play a
pivotal part in such interactions.
More such forums for Third World rheuma-

tologists and allied health professionals to meet
and exchange ideas on rheumatic problems are
needed. A few years ago representatives from
ILAR met with some African doctors and
encouraged them to set up national leagues
against rheumatism. It was suggested that these
national bodies should encompass health care
professionals with a rheumatological interest
and also serve as a prelude to an African
regional rheumatology grouping, which has
now been formed.
Two decades after, the declaration of Alma

Ata, 'Health for all by the year 2000' is still some
way away, particularly in the Third World. To
achieve this goal, however, advance in the
health care of non-infectious diseases must
parallel that of communicable disease control
and eradication.
The Third World needs rheumatology and

rheumatology needs the Third World.
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