














































EAAOMS 







 

Walter A. Odhiambo1 and  Symon W. Guthua2 

Senior lecturer Department of Oral and Maxillofacial Surgery, University of Nairobi  

Professor of Oral and Maxillofacial surgery, University of Nairobi 

 
Introduction 

Africa is a continent made up of 54 countries and a population of over 1 billion people. Most of the countries are in the low income and a 

few in the middle income economic category. The continent has enormous resource reserves that remain unexploited including minerals, 

favourable climatic conditions and a youthful energetic population capable of propelling various 

sectors of economy.  

AFRICA 

Fig.1 Africa a vast continent with 54 states and 1 billion population. 

A fore mentioned notwithstanding, the continent is plagued with a myriad challenges that impact 

negatively on various aspects of socioeconomic development including healthcare delivery. 

Burden of disease and poverty 

Seventy five percent (25million) of people living with HIV/AIDS and TB Worldwide are in Africa and 

1.2million people died of AIDS in the continent in 2012 1  

Malaria is another disease that continue to ravage the continent; 60 -90% of malaria morbidity and mortality occur in Africa2  With regard 

to road traffic crashes; Africa has the highest fatality rate at 24.1 deaths /100,000 despite having a low vehicle per capita3. Civil war and 

conflicts continue to claim and maim thousands of lives in several countries like Nigeria, Uganda, Sudan, Somalia, Egypt and many others.  

Due to changing lifestyles, non-communicable diseases like cancers, diabetes and diseases of the cardiovascular system are on the rise. 

 According to the UN report, 239million people (30% of the population) were hungry or undernourished in sub-Saharan Africa in the year 

2010 with 47% of the population reported to be surviving on $1.25 or less a day4.  

Challenges of Craniofacial Surgery 

The challenges of craniomaxillofacial surgery in Africa do not exist in isolation but are an integral part of the challenges of providing  

optimum healthcare within the difficult circumstances described in the foregoing paragraphs. 

Craniomaxillofacial problems and Challenges 

Various factors contribute to the challenges ranging from those directly related to the disease conditions to those that are attributed to 

resource scarcity. Below are some of the disease conditions that pose challenges to craniomaxillofacial surgeons in Africa; 

(i).  Trauma which is mostly due to interpersonal violence, road traffic crashes, wars and terrorist attacks and attack by wild animals. Due to 

rudimentary violence and injury prevention measures and poor health infrastructure in the region, most of these injuries are very severe 

and characterised by heavy tissue loss (Figure 2) 

           

 Fig.2a. Road crash injury                        Fig.2b. Bomb blast injury                     Fig.2c. Wild animal attack injury 

http://www.library.northwestern.edu/africana/map/africa.map


In many instances these injuries disproportionately affect the craniomaxillofacial region, for example; more than fifty percent of those  

injured in the 1998 US embassy bomb attack in Nairobi, had injury in the maxillofacial region. 5 

(ii).  Patient knowledge and socio-economic status – Patients lack of awareness or inability to afford treatment may lead to patients delay in 

seeking treatment or opting for ineffective treatment alternatives including witchcraft.  Many patients with neoplastic conditions present 

late with very advanced lesions that make surgical procedures long, challenging and costly. Many require blood transfusion in an  

environment where HIV prevalence is high. (Figure 3) 

    

Fig3a. Ameloblastoma                           Fig3b.  Juvenile ossifying fibroma              Fig3c. Burkitt’s lymphoma 

(iii).  Clinician or healthcare provider factors – Unavailability of skilled personnel within reach may lead to wrong diagnosis, and improper 

treatment. Craniomaxillofacial Surgery is a highly  

specialised discipline and very few surgeons are qualified 

to offer these services in Africa (see the table below for 

surgeon/ population ratio in some countries in Africa.  

Table 1. Maxillofacial surgeon per population ratio in  

Eastern Africa Region6 

Some traditional healers lay false claims of ability to cure 

diseases especially chronic diseases that elude cure of 

modern medicine like the Loliondo case in Tanzania where 

thousands flocked at the home of a retired Cleric turned 

herbal healer hoping to be cured of their ailments.5 

(iv).  Policy and institutional factors – Due to the severity of these craniomaxillofacial lesions, majority require extensive surgical  

reconstruction to restore form, function and aesthetics. Post radiotherapy osteoradionecrosis, higher propensity to develop postoperative 

keloids and hypertrophic scars are other conditions that are very challenging even to highly skilled surgeons (Figure 4). 

  

Fig4a. Cervicofacial keloids                    Fig4b. Severe osteoradionecrosis of the mandible 

A significant number of operations with heavy tissue loss require restoration with flaps some of which involve micro-vascular anastomoses 

followed by specialized care by well-trained post-operative nursing staff. The need for a multi-disciplinary team and sophisticated  

equipment make these operations very costly and way above the economic reach of the majority who usually have no medical insurance 

cover.    



We can therefore broadly group the challenges into five main categories; 

Late presentation – About 50% of patients seen in public hospitals present with advanced lesions either due to lack of awareness, late  

diagnosis and inappropriate treatment or inability to afford treatment. 

Accurate diagnosis – Even where treatment can be provided the diagnostic tools and personel may be lacking e.g. imaging such as CT scan 

and histopathological studies. 

Economic resources – as already alluded to above, the level of poverty in Africa is high and majority are unable to afford reconstructive  

surgery especially where implants are required. Many patients are also unable to return to the hospital for postoperative follow up 

Management – The actual management of craniomaxillofacial surgery patients has challenges that require special personnel, like very 

skilled anesthesiologists to contend with difficult intubations as in cases of Ludwig’s angina, craniomandibular joint ankylosis and other 

large tumors that make airway access difficult. Equipment for fiber optic intubation are rare. 

 Facility and equipment – The health facilities are poorly equipped and usually very congested. Many patients are subjected to an operating 

theater waiting list that run from weeks to months. Some early stage tumors may become inoperable during the prolonged waiting period 

and even those lucky to be operated, but require post-operative radiotherapy may not have the treatment available at the appropriate 

time.  

Proposed Way Forward 

AWARENESS - Enhance public awareness at the primary healthcare delivery level I and involve the Ministries of Health to reduce late 

presentations and improve early recognition of the disease conditions. 

POLICY - CMF/OMFS Surgeons should be involved in policy formulation /health management committees in their respective countries to 

ensure that provision of proper diagnostic tools and patient management equipment are accorded due priority in health management  

planning. 

TRAINING - CMF/OMF Surgeons: CMES, Hands- on short-term training in their own environment, Fellowships such as those provided by 

IAOMS foundation should be encouraged, outreach programs to provide care in remote areas are important. E- Surgical collaboration is a 

promising tool for partnership in managing challenging conditions. There is also a need to standardize training of OMFS in Africa. 

RESEARCH AND CENTERS OF EXCELLENCE – Research and innovation to develop affordable materials and techniques that will make quality 

care accessible to the economically disadvantaged citizens. Highly specialized treatment can be offered in designated centers of excellence 

with state of the art equipment where skilled personnel are based. 

INSURANCE – Universal National health insurance cover should be encouraged to reduce the individual burden of treatment cost.  
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Despite Africa bearing close to a quarter of the global burden of disease, it has the smallest share of the world’s health workforce (WHO 

2014) a meagre 3%. A report on the state of the health workforce in sub-Saharan Africa estimates that the physician to population ratio is 

15.5 per 100,000 while the nurse to population ratio is 73.4 to 100,000. Industrialized countries have 20 times more physicians and 10 

times more nurses serving the same population size. (World Bank 2004). It is therefore no surprise that the surgeon to population ratio in 

sub-Saharan Africa is estimated at only one for every 250,000 people. This ratio is more dismal in the rural areas with only one surgeon 

for every 2.5 million (Kikande 2005). 

Due to the large burden of tropical infectious diseases such as malaria, tuberculosis and HIV/AIDS many diseases that need to be  

surgically addressed such as oro-facial diseases have been relegated to the bottom of the priority list by both government and donor 

agencies. There is an even greater shortage of trained personnel in specialty areas including Cranio-maxillofacial surgery. This has been 

attributed to fewer training centers and migration of trained personnel to developed countries.  

Reconstructive surgery is increasingly becoming an integral part of Public Health and health systems development worldwide, not just in 

the urban setting but also in the rural and remote areas. Unfortunately provision of these services remains inadequate and poses a great 

challenge. In order to address this need Help a Child Face Tomorrow (HCFT) was founded with the aim of increasing access to specialized 

reconstructive surgical procedures to resource limited settings in both urban and rural regions.  

HCFT is an indigenous non-profit medical relief organization that was established in 2006 and is playing a lead role in East and Central 

Africa in the delivery of free specialist outreach services for children and adults. Its main mission is to provide comprehensive primary 

healthcare services that include organized medical and dental outreach camps. HCFT also provides specialized surgical services covering a 

range of conditions that include congenital and/or acquired deformities (clefts), disabling burns, tumours, address nutritional needs and 

health education. The overall role of HCFT is to increase visiting specialist services in areas of identified need (rural and remote areas) and 

facilitate visiting specialist and local professional communication about ongoing patient care and needs.   

The organization provides high quality reconstructive surgery with a focus on great functional and aesthetic outcomes. The ultimate goal 

is to improve the quality of life of these patients. 

This organization advocates for the highest standard of services delivered to children and their families. We cover Kenya, Zambia, DRC 

Congo, Uganda, Rwanda, Somalia, Cameroon and Bangladesh. In all these places there has been a great need for training and continuity 

of needed surgical services. The Organization’s program is truly unique as it focuses on specific needs of the region, identifies the  

appropriate professionals, provides long term follow-up, and advice appropriate interventions. 

In the past 2 years  HCFT has successfully operated  over 3,000 patients in 21 hospitals in Kenya 5 hospitals DRC ,2 in  Uganda,  5 hospitals 

in Somalia (Puntland and Somaliland) 3 Cameroon  and 2 hospitals in Bangladesh. The reconstructive surgeries performed are largely  

elective. Majority of the patient deformities are secondary to congenital abnormalities while other causes include acquired infections, 

trauma and malignancies. Of the 3,000 surgeries noted above, 2,218 are cleft lip and cleft palate. Most of the acquired deformities are 

preventable is addressed early however majority of the patients present with advanced disease and or complications.  

Some of the barries to accessing the necessary surgical interventions include; tangible and intangible costs such as the cost of the  

reconstructive surgery, travel costs and opportunity costs. 

In optimal health care planning, reconstructive surgery should be provided in a timely fashion and at the same level of expected quality 

for both urban and rural settings. However, the reality we encounter in the rural facilities is lack of financial resources, overwhelmed  

systems, destitute, poorly equipped and lack of infrastructure. In addition these areas have a dire shortage of medical personnel including 

surgeons, anesthesiologists and nurses. Many of the areas we visit have dispersed and isolated populations therefore making  

communication and transportation a challenge not only for the patients but our mission team as well. Furthermore climatic conditions 

and political instability in some areas has been a barrier for the mission team.  Identifying committed volunteers and looking for financial 

support to support the team for their travel and accommodation , to buy the needed supplies and equipment is another challenge. 



The objectives of the outreach programmes through the HCFT model is to provide timely free quality reconstructive surgical care for those 

in need leading to an improved quality of life, restore health, confidence and self-esteem. Our experience provides invaluable insight to 

Ministries of Health to fund surgical programs which in turn directly impacts the provision of an integral component of health. Research and 

training opportunities are available but underutilized.  

HCFT plans to achieve its objectives through the execution of:  

Expanding the existing outreach services 

Create sustainability of HCFT services 

Enhancement of communication 

Enhancement of education provision 

Provision of ongoing quality and evaluation 
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