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Abstract
Introduction Rheumatologists practising in the UK National Health Service (NHS) are likely to treat migrant patients from sub-
Saharan Africa. This study aimed to conduct a literature review about rheumatoid arthritis prevalence in Africa and understand
the experiences of patients with rheumatological conditions, about their past healthcare in sub-Saharan Africa and their transition
of care to the United Kingdom (UK).
Methods A systematic search and a pilot study using semi-structured interviews to gain the views of migrants from sub-Saharan
Africa with rheumatological conditions was conducted.
Results Thirty-two studies reported on the prevalence of rheumatoid arthritis in Africa. Studies were small and out-of-date, and
there was significant heterogeneity in prevalence rates. For the qualitative study, seven participants were recruited. Four themes
were highlighted: (i) the physical and emotional impact of rheumatological conditions on participants; (ii) limited rheumatology
care in sub-Saharan Africa with high costs, limited access to specialists, lack of investigations and treatments, the use of
traditional medicines and poor communication by clinicians; (iii) barriers to rheumatology care in the UK such as migrants’
poor understanding of rheumatological conditions and NHS entitlements; (iv) and ways to improve access to care such as patient,
public and general practitioner education.
Conclusion This study has highlighted the paucity of rheumatoid arthritis prevalence data in Africa and described, for the first
time, the migrant’s perspective of rheumatology care in sub-Saharan Africa and the transition of care to the UK. This description
begins to allow healthcare providers in the UK to tailor management for this migrant population.

Key Points
• Rheumatological conditions are common in Africa, but there is a paucity of epidemiological data regarding the prevalence of specific conditions such

as rheumatoid arthritis.
• UK clinicians need to be mindful when treating migrants that access to rheumatologists and specialist investigations and treatment is limited in

sub-Saharan Africa and that there is often limited public and patient understanding of rheumatological conditions.
•Migrants continue to lack understanding of their NHS entitlements and fear data sharing with immigration services which can be a barrier to seeking

care.
• This study has exposed the lack of understanding about rheumatological conditions by the public and some general practitioners which needs to be

addressed with effective education and awareness campaigns.
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Introduction

Rheumatological conditions are a leading cause ofmorbidity and
disability worldwide [1]. With over 150 rheumatological dis-
eases they present with a broad symptomatic spectrum including
non-inflammatory musculoskeletal disorders and systemic in-
flammatory conditions such as rheumatoid arthritis, ankylosing
spondylitis and systemic lupus erythematosus. Sub-Saharan
Africa (SSA) comprises all countries which lie south of the
Sahara Desert. Rheumatological diseases are common in SSA,
and as a result, the burden of musculoskeletal conditions is 2.5
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times higher than in Europe [1]. Non-inflammatory musculo-
skeletal diagnoses rates are high, with osteoarthritis affecting
up to 82.7% of over 65 s in South Africa [2] and an average
62% lifetime prevalence of lower back pain in Africa [3].
However, a paucity of data means the prevalence of inflamma-
tory arthritis such as rheumatoid arthritis (RA) is less clear [4].

Healthcare for rheumatological conditions is limited in SSA.
Diagnosing rheumatological diseases can be difficult and relies
mostly on clinical expertise. This is problematic as less than 150
rheumatologists currently serve 1 billion people in SSA [5] and
most countries have no formal rheumatology training program
[6]. Treatment such as immune-modulating biologic therapy is
extremely expensive. Many countries in SSA are low and mid-
dle-income with gross domestic products (GDPs) ranging from
US$936 per capita in Tanzania to US$6951 in South Africa,
compared with US$39,720 in the United Kingdom (UK) [7].
Some treatments come with significant risks, side effects and
blood test monitoring requirements which are not always prac-
tical in a lower resource setting [8]. As a result of poor access to
appropriate healthcare, patients with rheumatological symptoms
are often diagnosed late, undertreated and develop high levels of
disability and comorbidities [9].

There are currently 1.2 million people in the UK who have
migrated from SSA [10]. In the UK, healthcare is provided by
the publicly funded “National Health Service” (NHS). The
literature suggests there are significant barriers to these mi-
grants receiving healthcare in the UK [11], including lan-
guage, culture and faith differences, lack of awareness, lack
of advocacy and fear of cost and eligibility of healthcare
services.

Rheumatologists practising in the UK National Health
Service (NHS) are likely to be exposed to these patients.
This study aims to gain a better understanding of the provision
of rheumatology healthcare in SSA and the transition of this
care to the UK in order to help UK healthcare providers to
tailor management to the migrant patient. A literature review
about RA prevalence in Africa and a pilot study using semi-
structured interviews to gain the views of migrants from SSA
with rheumatological conditions was conducted.

Methods

Literature review of rheumatoid arthritis prevalence
in Africa

There is substantial evidence that rates of non-inflammatory
musculoskeletal diagnoses such as osteoarthritis are high in
Africa [2]. There is less data available about the prevalence of
systemic inflammatory rheumatological conditions. As the
most common systemic inflammatory rheumatological condi-
tion, RA was chosen as the subject of the literature review to

provide an insight into the prevalence of inflammatory arthri-
tis in Africa.

The limited data available suggests that the prevalence of
RA in Africa is higher than previously thought [4, 12]. In
2012, Dowman et al. published a meta-analysis of 21 studies
which estimated RA prevalence in Africa as 0.42%, affecting
4.3 million people [12]. There were, however, substantial lim-
itations to the meta-analysis because the studies were small,
out-of-date (most from the 1970s and 1980s) and concentrated
in South Africa, Nigeria and Uganda. One further systematic
reviewwas published in 2015 but the prevalence rates were so
heterogenous they could not be included in meta-analyses [4].
For example, RA prevalence per country ranged from 0.6
(95% CI 0.4–0.8) in the Democratic Republic of Congo
(DRC) to 2.54% (95% CI − 0.43–5.52) in South Africa [4].

Lack of good quality epidemiological data on rheumato-
logical conditions in Africa has a range of reasons [13].
Firstly, research in this area has been grossly under-resourced.
As a result, any studies have been small and often poorly
planned with problems in study design and the use of different
classification criteria preventing direct comparisons [2, 14].
Secondly, the clinical care settings in which research is under-
taken are often disparate so comparison is difficult. For exam-
ple, some hospitals in South Africa are resourced with special-
ist-trained clinicians who have access to tests and treatments,
whilst many patients in remote areas of other African coun-
tries will have no access to even general physicians or basic
blood tests [15]. Finally, Africa covers a large geographical
area and includes patients from awide range of cultural, ethnic
and financial backgrounds, making results difficult to
generalise.

In an attempt to standardise epidemiological methodology,
the World Health Organisation (WHO) and the International
League of Associations for Rheumatology (ILAR) instigated
a Community Oriented Programme for Control of Rheumatic
Disease (COPCORD) in 1981 [16, 17]. Although this meth-
odology has been adopted in other low- and middle-income
countries, only a few centres in Africa have been able to in-
stigate COPCORD [18–20].

Given the poor understanding about the prevalence of RA
in Africa and the significant time since the last thorough re-
view, a systematic search was performed on 31/07/2019.
Search criteria, methodology and PRISMA flow chart show-
ing the search results are included in Appendix 1.

Qualitative pilot study using semi-structured
interviews to gain the views of migrants
from sub-Saharan Africa with long-term
rheumatological conditions

Full ethical approval was obtained from North West-
Liverpool East Research Ethics Committee on 24/05/2019
(REC Reference: 19/NW/0271, HRA approval 29/05/2019).
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Participant recruitment

Over an 8-month period, potential participants were identi-
fied by the direct care team, comprising clinicians from two
rheumatology outpatient departments in London.
Participants were included if they were (i) aged 18 or older,
(ii) migrant from SSA in the last 10 years, (iii) had a con-
firmed rheumatological condition by a rheumatologist in the
UK (including RA, psoriatic arthritis, ankylosing spondyli-
tis, systemic lupus erythematosus, osteoarthritis) and(iv)
their symptoms started in their country of origin. The exclu-
sion criteria were as follows: (i) unable to communicate in
English or (ii) experienced a flare of their rheumatological
condition around the time of the interview. When patients
expressed an interest to take part in the study, they received
a Participant Information Sheet (PIS) with a copy of the
consent form. At least 24 h following receipt of the PIS,
potential interviewees were contacted by telephone by the
first author (Z RL) to arrange an appropriate time and place
to conduct the interviews.

Semi-structured interviews

Initially, a draft interview topic guide, based on a literature
review [5, 21–25] and including informal discussions with
patients was trialled with one patient who confirmed the ques-
tions were relevant and appropriate, and the length of the
interview was reasonable. The data from this first interview
was included in the main study.

The interviews took place in the respective rheumatology
outpatient clinics and over the telephone. Following fully in-
formed, written consent each participant provided socio-de-
mographic information. Then the audio-recorded 1:1 inter-
views were conducted (Appendix 2: Interview topic guide)
and took between 25 and 55 min.

Data review and analysis

Thematic inductive analysis was applied to the tran-
scribed interviews (Table 1). The data is not guided
by any pre-existing theoretical framework, providing
rich and detailed accounts that generate unanticipated
insights [26].

Results

Literature search

The results of the literature search are presented in Table 2.

Qualitative study

Recruitment was terminated after 8 months. Thirty-three pa-
tients were approached, and 26 did not meet the inclusion and
exclusion criteria. No patients declined to take part in the
study. Three were interviewed in the clinic, and four by tele-
phone. Two participants were recruited from clinic 1, and five
from clinic 2.

Demographics

Participant demographics are shown in Table 3.

Themes

Thematic analysis identified four main themes each with a
number of sub-themes, shown in Table 4.

The number (n=) of participants who reported a particular
subtheme is included in the text, called single counting [27].
Accounts from the interview transcripts are included in italic
to illustrate and provide a direct explanation of the subtheme
(Appendix 3). Under each account, the allocated number for
each patient and gender is shown.

Theme 1: Impact of the condition on the participant

Physical impact Pain was described using emotive language
like ‘suffer’, ‘unbearable’ and ‘horrendous’ (n = 6) (Appendix
3, Table 1, Account 1 and 2). This rheumatic pain led to
functional disability (n = 5) (Appendix 3, Table 1, Account 3
and 4) and dependence on others (n = 2) (Appendix 3, Table 1,
Account 5).

Table 1 Qualitative data analysis

The qualitative data analysis involved the following steps [26];
1. Familiarising with the data: Data was transcribed by ZR-L, the

transcribed data was checked against the tapes for accuracy, read and
re-read and initial ideas were noted down.

2. Initial codes were generated from the data itself in a systematic fashion
across the entire data set, collating data relevant to each code.

3. Codes were collated into potential themes, gathering all relevant data to
the appropriate theme.

4. Themes were reviewed and checked that they worked in relation to the
coded extracts and the entire data set, generating a thematic ‘map’ of
the analysis.

5. Specifics of each theme and the overall story the analysis tells were
refined, generating clear definitions and names for each theme.

6. Extract examples were selected and a final analysis performed that
resulted in a final report.

7. Researcher reflexivity was maintained with diaries. Validity checks
included peer review, trailing of draft interview guide on one
participant, cross-checking of initial codes by co-author and single
counting is applied in the Results section [27]. This study has been
assessed against the COREQ guidelines.
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Emotional impact The accounts revealed a detailed emotional
impact of their condition (n = 6). Four experienced low mood
(Appendix 3, Table 1, Account 6). Lack of understanding of
their condition by doctors and the public led to frustration and
anger (n = 2) (Appendix 3, Table 1, Account 7) and embar-
rassment (n = 3). As a coping mechanism one changed her
physical appearance in order to ‘re-define’ her self-identity

(Appendix 3, Table 1, Account 8). Limited psychological
and social support was reported in their country of origin
(Appendix 3, Table 1, Account 9 and 10).

Financial impact The need to seek private care had a negative
effect on their finances (n = 4) (Appendix 3, Table 1, Account
11) and resulted in inability to access medications (n = 1)

Table 2 Prevalence of rheumatoid arthritis in Africa

First author Year Country Urban/
rural

Hospital/
population

Case definition
(if applicable)

No
participants

Prevalence
(95% CI)

Shaper [28] 1958 Uganda U H – 2845 0.18 (0.02–0.34)

Greenwood [29] 1968 Nigeria U H – 98,454 0.04 (0.03–0.05)

Greenwood [30] 1969 Nigeria U H ARA 1961 165,831 0.05 (0.04–0.06)

Anderson [31] 1970 Bantu U H 66,900 0.03 (0.02–0.04)

Muller [32] 1972 Nigeria and
Liberia

R P ARA 1961 607 2.47 (1.24–3.7)

Eddington [12] 1972 South Africa R H – 533 0.56 (−0.07–1.19)
Solomon [33] 1975 South Africa R P M ROME 801 0.87 (0.23–1.51)

Solomon [34] 1975 South Africa U P M ROME 551 3.27 (1.78–4.76)

Meyers [12] 1977 South Africa R P M ROME 433 2.31 (0.88–3.64)

Tsenga [12] 1980 Ethiopia U H – 7966 0.24 (0.13–0.35)

Meyers [2] 1982 South Africa R P NY 127 0.79 (−0.75–2.33)
Meyers [2] 1982 South Africa U P – 35 5.71 (−1.98–13.4)
Moolenburgh [35] 1984 Lesotho U H M ROME 15,834 0.20 (0.13–0.27)

Moolenburgh [36] 1986 Lesotho R P NY and M ROME 1070 1.78(0.99–2.57)

Brighton [37] 1988 South Africa R P M ROME 543 0 .00

Brighton [37] 1988 South Africa R H M ROME 520,000 0.00

Bwanahali [38] 1991 DRC U H – 2701 0.41 (0.17–0.65)

Silman [39] 1993 Nigeria R P ACR 1987 2000 0.05 (−0.05–0.15)
Bileckot [40] 1998 Congo U H ACR 1987 3518 1.00 (0.65–1.29)

Abdel-Nasser [41] 2004 Egypt R P ACR 1987 5120 0.35 (0.19–0.51)

Malemba [12] 2007 DRC U H – 19,587 0.42 (0.33–0.51)

Singwe-Ngandeu
[42]

2007 Cameroon U H ACR 1987 12,494 0.10 (0.04–0.16)

Malemba [43] 2012 DRC U P ACR 1987 3193 0.94 (0.61–1.27)

Halland [44] 2012 South Africa R H – 1005 1.79 (0.97–2.61)

Trollip [14] 2013 Zambia U H – 552 23.91
(20.35–27.47)

Slimani [45] 2014 Algeria U P ACR 1987 52,504 0.13 (0.10–0.16)

Ouedraogo [46] 2014 Burkina Faso U H ACR 1987 4084 2.84 (2.33–3.35)

Nzambi [47] 2017 DRC R P International 1500 1.40 (0.81–1.99)

Courage [19] 2017 Nigeria U P ACR 1987 2454 0.12 (−0.02–0.26)
Dahou [48] 2018 Algeria U P ACR 1987 or 2010

ACR/EULAR
157,991 0.15 (0.13–0.17)

Olivier [49] 2018 South Africa U P ICD 10 838,618 0.52 (0.50–0.54)

Teclessou [50] 2018 Togo U H – 121,021 0.04 (0.03–0.05)

The search identified 32 studies reporting on the prevalence of rheumatoid arthritis in Africa. Nineteen of these were published before 1999, only 3
between 2000 and 2010. Ten had been published in the last 10 years, suggesting an increasing interest in this area. A majority were from South Africa,
Democratic Republic of Congo or Nigeria and there were few large population studies. Substantial heterogeneity was present with prevalence rates
ranging from 0% to 23.9%. U, urban population; R, rural population; P, population study; H, hospital-based study; ARA, American Rheumatism
Association criteria; ACR, American College Rheumatology criteria; M ROME, Modified Rome Criteria; NY, New York Criteria; ICD 10,
International Statistical Classification of Diseases and Related Health Problems; CI, confidence intervals; DRC, Democratic Republic of Congo
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(Appendix 3, Table 1, Account 12) and the need to move the
country (n = 3) (Appendix 3, Table 1, Account 14).

Social impact A majority of interviewees (n = 6) described
how their families had been supportive (Appendix 3,
Table 1, Account14) and took on the ‘primary carer role’
(n = 4). Participants felt frustration at being a burden to their
families(n = 2) (Appendix 3, Table 1, Account15). Their con-
dition resulted in social isolation (n = 1) (Appendix 3, Table 1,
Account 16) and breakdown of a marriage (n = 1) (Appendix
3, Table 1, Account17).

Theme 2: Limited rheumatology care in sub-Saharan Africa
compared with that in the UK

Healthcare service provision structure Healthcare was either
paid for at point of care (n = 5) or a medical aid insurance
system was in place (n = 2) in interviewees’ country of
origin. The private system had benefits with low waiting
times for a doctor’s review (n = 4) (Appendix 3, Table 2,
Account 1 and 2) and investigations (n = 4) (Appendix 3,
Table 2, Account 3).

Difficulty to access specialists was highlighted by the in-
terviewees (n = 6), either because there were no rheumatolo-
gists (n = 4) (Appendix 3, Table 2, Account 4 and 5) or be-
cause it was difficult to access those in the country (n = 2)
(Appendix 3, Table 2, Account 6).

Specialist medications were often unavailable in partici-
pants’ country of origin (n = 3) (Appendix 3, Table 2,
Account 7 and 8), and one interviewee was told a specialist
immunological test she needed was unattainable.

The lack of appropriate medication resulted in one patient
receiving long term steroids and developing severe osteopo-
rosis (Appendix 3, Table 2, Account 9).

Traditional medicines Traditional medicine emerged as an im-
portant aspect of participants’ beliefs and care (n = 5). One
estimated that over 90% of people use traditional medicine,
even if they also seek conventional medical attention. The
majority took herbal remedies (n = 4) made up by family
members (n = 2) or bought from traditional medicine sellers
(n = 2).

People took these medications due to belief in their efficacy
(n = 4) (Appendix 3, Table 2, Account 10 and 11), low cost

Table 4 Summary of themes and
sub-themes Theme Subtheme

Theme 1: Impact of the condition on the participant Physical impact

Emotional impact

Financial impact

Social impact

Theme 2: Limited rheumatology care in sub-Saharan
Africa compared with that in the UK

Healthcare service provision structure

Traditional medicine

Understanding by doctors

Doctor–patient communication

Theme 3: Barriers to accessing rheumatology care
in the UK

Public understanding of rheumatological conditions

Processes to access NHS care

Theme 4: Ways to improve the transition of care
for migrants from sub-Saharan Africa

Early referral and investigation of symptoms

Education

Table 3 Demographics of study participants

Gender First language Educational level Diagnosis Country of origin Time in UK (years)

001 Female French Postgraduate Rheumatoid arthritis Cameroon 8

002 Female English Postgraduate Undifferentiated IA South Africa 1

003 Female English Postgraduate Rheumatoid arthritis Sierra Leone 6

004 Female French Postgraduate Rheumatoid arthritis Cameroon 6

005 Female French Postgraduate Rheumatoid arthritis Cameroon 7

006 Female English Postgraduate Rheumatoid arthritis South Africa 6

007 Male English Postgraduate Ankylosing spondylitis Kenya 0.5

IA, inflammatory arthritis
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(n = 2) (Appendix 3, Table 2, Account 12), easy accessibility
(n = 1) (Appendix 3, Table 2, Account 13) and in desperation
due to their suffering, lack of understanding of their condition
and inability to find effective treatments (n = 2) (Appendix 3,
Table 2, Account 14).

Understanding by doctors All those who saw a rheumatolo-
gist in their country of origin (n = 3) felt they were proficient
(Appendix 3, Table 2, Account 15 and 16).

However, limited rheumatological knowledge by general
physicians was identified (n = 6), due to limited understanding
that there are different types of arthritis (n = 4) (Appendix 3,
Table 2, Account 17 and 18). Participants reported this limited
knowledge was because doctors had no experience with rheu-
matological cases and typically managed acute infectious dis-
eases (Appendix 3, Table 2, Account 19, 20, 21 and 22).

This meant participants often sought advice from multiple
doctors and care was fragmented (n = 4) (Appendix 3, Table 2,
Account 23) leading to confusion and frustration (n = 2)
(Appendix 3, Table 2, Account 24).

In the UK, rheumatologists were observed to have good
rheumatological knowledge (n = 7) (Appendix 3, Table 2,
Account 25 and 26), but general practitioners (GP) did not
(n = 2) (Appendix 3, Table 2, Account 27).

Doctor–patient communication Although the importance of
patient education was highlighted (n = 3) (Appendix 3,
Table 2, Account 28), it seemed there was limited information
in their country of origin (n = 3) (Appendix 3, Table 2,
Account 29).

In contrast, in the UK, most reported they had received
good explanations (n = 5) (Appendix 3, Table 2, Account 30
and 31) and commented on UK doctors’ kindness (n = 4),
using words like ‘compassion’, ‘sincerity’, ‘openness’, ‘com-
mitment’, ‘interest’, ‘concern’ and ‘empathy (Appendix 3,
Table 2, Account 32 and 33).

Theme 3: Barriers to accessing rheumatology care in the UK

Public understanding of rheumatological conditions There
was a stated lack of understanding by the public about differ-
ent types of arthritis (n = 4) (Appendix 3, Table 3, Account 1
and 2) and by the patients of what RA is (n = 3) (Appendix 3,
Table 3, Account 3). Participants explained that this lack of
understanding may in part be due to their own limited educa-
tion and the fact that rheumatological conditions, such as RA,
are relatively rare (n = 3).

Processes to access NHS care Interviewees mentioned they did
not understand how the NHS referral processes work (n = 3)
(Appendix 3, Table 3, Account 4), and what NHS care they
were entitled to (n = 2). Furthermore, some NHS workers also
seemed unclear what care migrants are entitled to (n = 2)

(Appendix 3, Table 3, Account 5 and 6). Two interviewees
reported fear of data sharing with immigration services
(Appendix 3, Table 3, Account 7).

Theme 4: Ways to improve the transition of care for migrants
from sub-Saharan Africa

Early referral and investigation of symptoms Two participants
suggested that care could be improved by expediting investi-
gations and reported a longwait for their investigations, which
led to increased anxiety (Appendix 3, Table 4, Account 1).
They described that GP referral to specialist rheumatology
services was too slow occasionally (n = 3) (Appendix 3,
Table 4, Account 2 and 3) or the NHS waiting time was too
long (n = 2) (Appendix 3, Table 4, Account 4).

Education Participants emphasised that education both to pa-
tients and the public was extremely important and suggested
this as a way to improve care (n = 4) (Appendix 3, Table 4,
Account 5 and 6). Available educational materials in the UK
were easy to access and clear (n = 2) (Appendix 3, Table 4,
Account 7). One participant who had attended support groups
found the advice provided helpful. Three explained that they
could not relate culturally to other patients (n = 2) (Appendix
3, Table 4, Account 8 and 9) or due to a ‘negative’ atmosphere
(n = 1) (Appendix 3, Table 4, Account 10).

Discussion

The literature review has highlighted the paucity of good qual-
ity epidemiological data reporting on RA prevalence in
Africa. Thirty-two studies were identified which were small
and out of date. Although there was significant heterogeneity
in prevalence rates, they were similar to the UK [51]. The
most recent meta-analysis estimated that RA affects 0.42%
of the African population [5]. If we assume that RA affects
0.42% of the 1.2 million migrants from SSA living in the UK
[11], we can estimate that about 5000 migrants from SSA in
the UK suffer fromRA. It is therefore important for UK health
providers to have an insight into rheumatology care in Africa
and understand barriers to accessing care in the UK. The qual-
itative study has described, for the first time, the significant
impact rheumatological conditions have on these patients in
their country of origin, the limited care they receive in SSA
and some of the barriers they face when accessing NHS care.

The significant physical and psychological impact of rheu-
matological conditions identified on this study is in keeping
with the literature. Clinical depression has been diagnosed in
up to 39% of patients with RA [52], and the participants were
often living with high disease activity which exacerbates low
mood [53]. The emotional impact of RA is particularly rele-
vant in SSA where access to social and psychological support

3434 Clin Rheumatol (2021) 40:3429–3438



is limited [54]. Consequently, when treating migrants from
SSA, NHS rheumatologists need to be particularly aware of
the psychological impact these long-term rheumatological
conditions have and provide appropriate support, as patient
support groups were not felt to be helpful for a majority of
interviewees.

In most African countries healthcare is paid for at point of
use so affordability is likely to be an issue for a substantial
proportion of the population. Given that there are less than 150
rheumatologists in SSA [13] (Fig. 1), and most work in major
cities, it is unsurprising that participants in this study were
unable to consult with specialists reliably in their country of
origin. General physicians were felt to have limited under-
standing about the different types of arthritis and lacked expe-
rience in managing chronic rheumatological conditions which
was a primary driving factor for interviewees to seek care from
other countries. This lack of understanding is likely to be due
to limited rheumatology training. In a recent survey of 69
primary care physicians in Kenya, 67% had received less than
2 weeks of rheumatology training [6]; and in Nigeria in 2017,
only 10 of 30 medical schools included rheumatology on their

curriculum [58]. Specific tests andmedications were not avail-
able to some interviewees because medications for rheumatic
disease are not on the national ‘formulary’ of most sub-
Saharan African countries [58]. Biologic treatment is expen-
sive and adequate monitoring is not possible as patients have
to travel long distances for routine monitoring of blood tests
[25]. As a result, biologic therapy use is low and out of 60 RA
patients in a rheumatology unit in Kenya none had been initi-
ated on biologic therapy and only 12% were in disease remis-
sion [62]. These findings suggest that the majority of patients
are undertreated [63] and is indicative of treatment throughout
SSA [5, 14, 15, 64–66] where patients with RA live with high
levels of disability and comorbidities [9].

The importance of traditional medicines was highlighted.
In many countries in SSA, illness is believed to be natural,
cultural or social in origin and so treatment is aimed at not
just the physical aspects but also spiritual, moral and social
aspects of being well [67]. Traditional medicine use was
driven in part by lack of understanding about their rheuma-
tological condition and inability to find effective convention-
al treatments. Such remedies are also both cheaper and more

Fig. 1 Number of rheumatologists per 100,000 people in certain sub-
Saharan African countries. This figure shows that the number of rheuma-
tologists per 100,000 people in all countries is grossly below the WHO
recommended ratio of one rheumatologist per 100,000 people. Most
rheumatologists are in South Africa where there are 85 rheumatologists,
providing paediatric and adult services for nearly 56 million people [8].
Zambia, with a population of 13 million people, has two rheumatologists
working (part-time), one a paediatrician, and the other a physician [55].
Namibia has 1 rheumatologist for 2.5 million people [56]. InWest Africa,

Senegal has 4 rheumatologists serving 16 million people [57], Cameroon
has 13 rheumatologists serving 23 million people [58] and Nigeria has 30
rheumatologists but they serve 170 million people [58]. In East Africa,
Sudan has 4 rheumatologists [5], all working in the capital city and serv-
ingmore than 40million people (10). Uganda has 1 rheumatologist for 43
million people [59]. In Ethiopia two rheumatologists are currently in
training to provide services for 105 million people [60]. In Kenya there
are 6 rheumatologists as a result of an international training drive but they
still serve 50 million people [61].
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easily accessible than conventional medicine. As an exam-
ple, the ratio of traditional healers to the population is 1: 500
compared with that of 1:40000 medical doctors in SSA [68].
The literature suggests migrants continue to use traditional
medicines when they have left their country of origin [69].
Many patients do not disclose their traditional medicine use
to healthcare professionals [67], so UK clinicians are ad-
vised to directly ask migrants during consultations about
traditional medicine use because belief in the efficacy of
alternative therapies can delay patients seeking care and af-
fect medication compliance.

Migrants access to healthcare relies on their knowledge
about their entitlements to care and trust in the healthcare
system [70]. In the UK, migrants are eligible for free
emergency treatment but are required to pay for non-ur-
gent specialist care [71]. The interviewees in this study
did not report any financial burden during the interviews.
In contrast the literature suggests that financial constraints
limit healthcare access by many migrants [72]. Lack of
understanding about entitlements both by the public and
NHS staff was identified as a barrier to care. Many mi-
grants do not realise that primary care is free and so delay
seeking advice [72]. When migrants are aware of their
eligibility, they can be asked by NHS staff to produce
documents which are not required [70]. Previous studies
have identified confusion about entitlements, language
barriers and financial fears that lead to delays in treatment
and create a sense of helplessness [11, 72, 73]. Sharing of
non-clinical data by NHS England with immigration au-
thorities was implemented as a tool to identify those
breaching immigration law but is believed to create fear
among migrants accessing NHS care [70]. This study
strengthens the case that more needs to be done to provide
relevant advice to migrants about their entitlements and
specifically what information will be shared with immi-
gration services.

Participants stated that some GPs in the UK lacked clinical
rheumatology expertise and investigations took a long time,
resulting in delayed diagnosis and treatment. This has been
highlighted in The British Society of Rheumatology National
Early Inflammatory Arthritis Audit (BSR NEIAA) report, that
primary care referral is frequently delayed, with only 41%
meeting the target to refer possible inflammatory arthritis
within 3 days [74]. The recommendations suggest the promo-
tion of GP education that may help to improve access to rheu-
matology services for all patients, including migrants [74].

Education was identified as a potential solution to improve
accessibility to care in the UK. Participants explained they had
little understanding about their condition prior to arrival in the
UK and that high quality and detailed information was posi-
tive for their psychological wellbeing. Patient education is
accepted as a vital aspect of rheumatology care in the UK
[74], and this study highlights the importance of ensuring

migrants have access to up-to-date information even if they
have been living with the condition for a long time.

Study limitations

Most participants were from Cameroon or South Africa and
all had postgraduate degrees and had the funds to move to the
UK, so they may not represent fully the migrant population.
Migrants who are unable to speak English and those who do
not access healthcare were not included. This pilot interview
study may be replicated with non-English-speaking migrants
in other settings, such as in the community and may result in
the identification of new themes.

Conclusion

This study has highlighted the paucity of good quality epide-
miological data on RA prevalence in Africa and has described,
for the first time, the patient’s perspective of rheumatology
health care in SSA and the transition of care to the UK.
These findings contribute to the understanding of rheumatol-
ogy care in Africa and begin to allow healthcare providers in
the UK to tailor management for this migrant population. A
larger main study across different centres would be welcomed
in order to extend the knowledge obtained by this pilot study.
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