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Developing nations, Tanzania inclusive are witnessing a rapid 
rise in non communicable diseases (NCDs) with cardiovascular 
conditions topping up the list [1, 2]. Such impoverished nations 
which still harbors a disproportionate share of infectious diseases 
are currently facing overstretch of an already overstretched and 
exhausted health sector in this era of NCDs [3]. 

Complete heart block (CHB) affects about 0.04% of the 
global population and complicates approximately 10% of acute 
myocardial infarctions [4, 5].  This disorder is characterized by 
a complete absence of atrioventricular (AV) conduction (i.e. 
none of the supraventricular impulses are conducted to the 
ventricles). Whether congenital or acquired, CHB is multifactorial 
and patients are frequently hemodynamically unstable with 
variable presentations ranging from vertigo to sudden death. 
Diagnosis is usually reached based on history and distinctive 
electrocardiographic (ECG) features (i.e. P waves occur at a faster 
rate and lacks coordination with the QRS complexes). Permanent 
pacing is the desired intervention that normalizes the heart 
rhythm leading to symptom alleviation, lesser hospitalizations, 
better quality of life and improved survival prospects [6, 7].

Located in East Africa, Tanzania has a population of about 50 
million people that depend on a single specialized cardiovascular 
centre ( Jakaya Kikwete Cardiac Institute) with just a 100 bed 
capacity.  Over two-thirds of Tanzanians continue to live with less 
than $2/day while barely one-fifth of the population has health 
insurance [8, 9]. Despite of their generally poor health seeking 
behavior, it is estimated that between two-thirds and three-
quarters of Tanzanians seek traditional healers as their first option 
regarding health matters [10, 11].

On average, 35 patients out of over 200 cases/year of CHB 
(i.e. 17.5%) that reach our institution undergo permanent pacing. 
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A large majority of these patients are referred from district and 
regional hospitals all over the country majority of which lacks the 
availability of ECG facilities [12]. Furthermore, even in the few 
health facilities fortunate to have the ECG machines, the challenge 
remain the frequently out of stock of ECG papers. Moreover, 
ECG interpretation in Tanzania like it has been documented in 
other resource limited settings remain a challenge [13-16]. Among 
patients who manage to reach our institution, the major challenge 
remains funding of the pacing procedure. For instance, a single and 
dual chamber pace maker insertion procedure costs about $4250 
and $5250 respectively and over 99% of paced patients are covered 
by insurance which is possessed by the minority. Ultimately, over 
80% of CHB cases who require a pacemaker in Tanzania are 
denied pacing due to financial reasons. Additionally, even among 
those covered by insurance, pacing procedure is usually delayed 
between weeks to months because pacemakers remain unavailable 
locally and are always ordered on demand from overseas. 

To conclude, CHB is frequently encountered in the developing 
world however a myriad of diagnosis and management challenges 
exist thus leading to both its underdiagnosis and underreporting. 
Electrocardiogram though a basic investigation in the developed 
world remains a considerable obstacle in the developing world 
both in terms of its availability and interpretation. Furthermore, 
NCDs management (CHB inclusive) is costly and unaffordable to 
majority of persons living in resource poor settings who continue 
to battle with malnutrition and infectious diseases. In view of this, 
developing nations should strategize and prioritize to make health 
insurance an absolute right to its people while medical training 
should be tailored to empower trainees on the practical aspect 
of ECG interpretation. Moreover, the weak and bureaucratic 
procurement strategies that currently exist in health sectors among 
resource limited nations need major transformation to improve 
health care delivery and achieve better health outcomes.

References
1.	 Islam SM, Purnat TD, Phuong NTA (2014) Non‐

Received December 28, 2016; Accepted February 10, 2017; Published February 12, 2017

Copyright: © 2017 Pallangyo P, et al. 

Clinical Case Reports, Research & Trials 2:21-22 (2017)



22

Clin Cas Repo Rese & Trials 2: 21-22 (2017)

Communicable Diseases (NCDs) in developing countries: a 
symposium report. Global Health. 11: 10-81.

2.	 Naghavi M, Forouzanfar MH (2013) Burden of non-
communicable diseases in sub-Saharan Africa in 1990 and 
2010: Global Burden of Diseases, Injuries, and Risk Factors 
Study 2010. The Lancet. 381:S95.

3.	 Kirigia JM and Barry SP (2008) Health challenges in Africa 
and the way forward. Int Arch Med. 18: 1-27.

4.	 Kojic EM, Hardarson T, Sigfusson N, Sigvaldason H (1999) 
The prevalence and prognosis of third-degree atrioventricular 
conduction block: the Reykjavik study. J Intern Med. 246: 81-
86. 

5.	 Levis JT (2011) ECG Diagnosis: Complete Heart Block. 
Perm J. 15: 90.

6.	 Fleischmann KE,  Orav EJ,  Lamas GA (2006)   Pacemaker 
implantation and quality of life in the Mode Selection Trial 
(MOST). Heart Rhythm. 3: 653-659. 

7.	 McAlister FA, Ezekowitz J, Hooton N (2007) Cardiac 
Resynchronization Therapy for Patients With Left Ventricular 
Systolic Dysfunction: A Systematic Review.  JAMA.   297: 
2502-2514.

8.	 The World Bank. Tanzania Mainland Poverty Assessment: A 
New Picture of Growth for Tanzania Emerges. 

9.	 Ministry of Health and Social Welfare. Health Sector 
Performance Profile Report 2011 

10.	Birhan W, Giday M,  Teklehaymanot T (2011) The contribution 
of traditional healers’ clinics to public health care system in 
Addis Ababa, Ethiopia: a cross-sectional study.  Journal of 
Ethnobiology and Ethnomedicin. 7:39. 

11.	Stanifer JW, Patel UD, Karia F, Thielman N, Maro V, et al. 
(2015) The Determinants of Traditional Medicine Use in 
Northern Tanzania: A Mixed-Methods Study. PLoS ONE. 
10: e0122638.

12.	Pallangyo P, Mawenya I, Nicholaus P, Mayala H, Kalombola 
A et al. (2016) Isolated congenital complete heart block in a 
five-year-old seronegative girl born to a woman seropositive for 
human immunodeficiency virus: a case report. J Med Case Rep. 
10 : 288.

13.	Set T, Aktürk Z, Büyüklü M (2012) Improving electrocardiogram 
interpreting skills among primary care physicians in Turkey. 
Turk J Med Sci. 42: 1028-1032. 

14.	de Jager J,  Wallis L,   Maritz D (2010) ECG interpretation 
skills of South African Emergency Medicine residents. Int J 
Emerg Med. 3: 309–314.

15.	Salerno SM, Alguire PC, Waxman HS (2003) Competency in 
interpretation of 12-lead electrocardiograms: a summary and 
appraisal of published evidence. Ann Intern Med. 138: 751–
760.

16.	Hoyle RJ, Walker KJ, Thomson G, Bailey M (2007) Accuracy 
of electrocardiogram interpretation improves with emergency 
medicine training. Emerg Med Australas.  19: 143–150.

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4267750/
https://www.researchgate.net/journal/0140-6736_The_Lancet
https://www.ncbi.nlm.nih.gov/pubmed/?term=Kirigia JM%5BAuthor%5D&cauthor=true&cauthor_uid=19094201
https://www.ncbi.nlm.nih.gov/pubmed/?term=Barry SP%5BAuthor%5D&cauthor=true&cauthor_uid=19094201
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2615747/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3140757/
http://www.worldbank.org/en/country/tanzania/publication/tanzania-mainland-poverty-assessment-a-new-picture-of-growth-for-tanzania-emerges
http://www.worldbank.org/en/country/tanzania/publication/tanzania-mainland-poverty-assessment-a-new-picture-of-growth-for-tanzania-emerges
file:///D:/OA/Scient/Articles/JGDCM/Vol%202/JGDCM-2.1/JGDCM_AI/1.%09http:/www.tzdpg.or.tz/fileadmin/documents/dpg_internal/dpg_working_groups_clusters/cluster_2/health/Key_Sector_Documents/Monitoring___Evaluation/HSPPR_2011_2012_FINAL_June_3.pdf
file:///D:/OA/Scient/Articles/JGDCM/Vol%202/JGDCM-2.1/JGDCM_AI/1.%09http:/www.tzdpg.or.tz/fileadmin/documents/dpg_internal/dpg_working_groups_clusters/cluster_2/health/Key_Sector_Documents/Monitoring___Evaluation/HSPPR_2011_2012_FINAL_June_3.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5070073/
https://www.ncbi.nlm.nih.gov/pubmed/?term=de Jager J%5BAuthor%5D&cauthor=true&cauthor_uid=21373298
https://www.ncbi.nlm.nih.gov/pubmed/?term=Wallis L%5BAuthor%5D&cauthor=true&cauthor_uid=21373298
https://www.ncbi.nlm.nih.gov/pubmed/?term=Maritz D%5BAuthor%5D&cauthor=true&cauthor_uid=21373298
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3047864/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3047864/

	Title
	Corresponding Author
	References

