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present. The countries of origin of the two patients are those with the
highest number of immigrants to Italy from North African or subSaharan areas – Morocco and Senegal.
We wish to report our observation on two patients among the ~500
index cases, collected by the centres caring for HHT in northern Italy,
in Pavia and Crema. The HHT diagnosis was arrived at according to
Curaçao criteria. The first case is a patient born in Morocco (regular
immigrants: ~501 600) with a ‘possible’ diagnosis of HHT (2/4
Curaçao criteria). The second patient was born in Senegal (regular
immigrants: ~81 000) with a ‘definite’ diagnosis of HHT (3/4 Curaçao
criteria).
Molecular analysis of ENG and ACVRL1, according to Olivieri et
al.,[10] disclosed a mutation in intron 2 of ENG (c.220-1G>C, splice
defect) and a mutation in exon 8 of ACVRL1 (c.1232G>A, p.R411Q),
respectively. Analysis of exon 3 of ENG, including intron-exon
boundaries, covers 20% of the mutations identified in this gene
in our lab. The mutation observed is yet unpublished. Analysis
of splice sites with SpliceAid (http://www.introni.it/) (Fig. 1) and
Human Splicing Finder (http://www.umd.be/HSF/), bioinformatics
tools useful for predicting the effect of splicing mutations, shows
the replacement of an exonic splicing silencer (ESS) with an exonic
splicing enhancer (ESE). Overall, bioinformatics tests suggest
that the mutation is pathogenetic. Exon 8 of the ACVRL1 gene
carries 24% of the mutations identified in this gene in our lab. We
observed the same mutation in 5/38 index cases from unrelated
families and it has also been reported several times in the HHT
mutation database (http://arup.utah.edu/database/hht/) in patients
from different ethnic origins.
Overall, these data support the observation by Westermann et al.[9]
regarding the rarity of HHT in patients from Africa. We are aware of
the limitations associated with reporting single cases, but we feel a
short report of this observation is relevant as data are totally lacking
regarding the incidence and prevalence of HHT, and the relative
involvement of ENG or ACVRL1 in the African population.
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Physician, heal thyself: Creative writing
as a tool for self-care and enhancing
care of others
I was afraid that … conforming to the modes of behaviour expected
of a doctor would distort my sense of self and my passion for art.
– AS (second-year medical student)
To the Editor: In his recent article in the SAMJ,[1] Prof. Steve Reid
questions whether inclusion of art and humanities in the medical
curriculum can improve the flexibility and skill of a graduate.
As a writer and a general practitioner, I have struggled with the
split between my artistic life and that of working with the ill, the
injured and the emotionally hurt. As a student, I developed a chronic
condition; although medication helped limit morbidity, it was my
practise of taking emotional difficulty to the page that helped me
manage stressors that adversely impacted on my health.
Wishing to pass on tools that helped me look after myself, I run
workshops in memoir writing, and wrote a book titled Eloquent
Body.[2] Recently, I was invited to mentor four medical students in a
writing project.
Since 2011, Prof. Reid has offered groups of second-year University
of Cape Town medical students the option to research the relationship
between art and medicine during a one-month special studies
module (SSM). An accomplished musician, Prof. Reid knows the
life-enhancing benefits of artistic practice, and was concerned that
medicine excluded this valuable component of health.
The four components of the ‘writing and health’ SSM were: selfexploration through writing; noticing how language and the patient’s
narrative are controlled in medical settings; a literature search on
creative writing and its effects on health; and a visit to hospitalised
patients, comparing strengths and weaknesses of medical historytaking with an open-ended conversation where patients used their
own language to frame their experience.
Scientists use objective measurement to determine what constitutes
illness, and which interventions are effective. Most artists work
intuitively from a subjective space, distilling the essence of experience
that reflects on the human condition.
The students wrote:
AS: ‘I thought I would be told what to do, as in the rest of medical
studies. I didn’t realise that I would have to find my own way,
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following my interests, and that it would be about me. Finding
out about myself is going to make me a better doctor.’
PN: ‘Since becoming a medical student, I don’t have time to write,
and it is starting to make me feel ill. … We are taught to put
our own thoughts and emotions aside as if there is no place
for them. As a result I lost sight of the human aspect within
medicine.’
Is there evidence supporting art as a serious component in medical
education? Many disciplines jostle for more time on the academic
calendar.
To deliver appropriate care, we need to develop skills such as
empathy that are difficult to teach. My medical education was filled
with incidents where patients received quality treatment but were
badly treated.
ZW: ‘Reflective writing requires retreating into the subconscious,
allowing for self-awareness,[3] thus facilitating the inspection
of beliefs and values, internal conflicts and dealing with
strong emotions.[4] … Writing slows down the whirlwind of
medical education and allows students to make sense of their
experience on their own terms.’
Writing a memoir is a form of debriefing and reflection. Taking
circumstances that are troubling, whether an interaction with an
infuriating colleague or patient, a personal loss or an illness, and
giving the feelings a shape through words or other art forms has many
tangential and unexpected benefits for both self-care and relationships.
I recommend The Artist’s Way[5] to depressed patients; a colleague
sends her stressed patients off to art or dance classes. Art is a way
back to ourselves, a way of paying attention to what is going on below
the radar of the mind, and a way of managing anxiety and stress.
PN: 
‘[Creative writing] may not be part of my assessments,
but it increases the quality of my life. It helps me to cope
with my experiences in order to prevent the cynicism and
disillusionment found to plague medical students.’[6]
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The neglected triple disease burden
and interaction of helminths, HIV
and tuberculosis: An opportunity for
integrated action in South Africa

To the Editor: The convergent distribution of HIV/AIDS and
neglected tropical diseases (NTDs), particularly helminthiasis, in subSaharan Africa has been described and associated with accelerated
HIV/AIDS and tuberculosis (TB) epidemics in the region.[1]
South Africa (SA) suffers from the highest burden of HIV/AIDS
and TB, especially in poor communities where helminth infection is
endemic. The international NTD community is calling for integration

258

of helminth control programmes into HIV/AIDS, TB and malaria
control activities in developing countries.[2] SA has integrated TB and
HIV/AIDS services and plans to initiate a national helminth control
programme,[3] though how this might be integrated into HIV/AIDS
and TB services is not clear.
In SA, the most common NTDs include infection with the
soil-transmitted helminths – Ascaris lumbricoides, Trichuris
trichiura, Necator americanus, Enterobius vermicularis – and the
less prevalent but common Strongyloides and Taenia spp. and
Schistosoma haematobium and S. mansoni. These pathogens, owing
to the undramatic symptoms they typically cause, have largely been
neglected globally and in SA, despite their detrimental impact on
nutritional status, child development, pregnancy outcome and
worker productivity. Under conditions of poverty, overcrowding
and limited access to water and sanitation, children and adults
are commonly infested by helminths, as shown in Limpopo[4] and
KwaZulu-Natal provinces,[5,6] and in Cape Town.[7]
When the association of helminth infections with AIDS and TB
became recognised from the 1990s onwards,[1] a greater interest was
shown in the triple disease burden borne by the 36.4% of the SA
population living below the poverty line.[8]
Epidemiological and immunological studies have provided
plausible evidence to suggest that the transmission of HIV and
accelerated progression to full-blown AIDS are driven in part by
the endemic presence of NTDs, especially in developing countries.[1]
Similarly, chronic infection with NTDs results in impaired immune
responses to TB, compromised BCG vaccination[1] and a poor clinical
response to TB therapy.[9] While studies of helminth co-infection with
HIV/TB and their deleterious effects are lacking in SA, elsewhere on
the African continent there is accumulating evidence that prevention
of helminthiasis might be part of the solution to the pandemics of
HIV/AIDS and TB.[1]
Great strides have been taken in SA to control the dual epidemic
of HIV/TB by integrating HIV and TB services with the ‘onestop shop under one roof for two diseases, one patient and one
folder’ approach.[10] A recent evaluation of this service integration
reported success in both rural and urban settings.[11] Deworming and
preventive chemotherapy can be incorporated into these integrated
HIV/TB services to achieve a sustainable reduction of worm burden
and control of co-morbidities.
Screening for, and treatment of, helminth infections is relatively
simple and inexpensive, and treatment of helminth infections alongside
treatment of HIV/AIDS can be implemented at various levels of the SA
healthcare system including: HIV counselling and testing programmes,
targeting the general population; HIV prevention of mother-to-child
transmission, targeting pregnant women; medical male circumcision
campaigns at primary healthcare level, targeting youth and young
adults; school health programmes, targeting learners; and TB and
HIV healthcare facilities, targeting these patient populations. Such
an integrated intervention package could also include appropriate
education of communities on the modes of transmission of helminths
and the importance of effective sanitation, a supply of clean water, and
general hygiene as preventive measures.
Alternatively, mass treatment of all high-risk populations in regions
of the country with a high prevalence of helminth infection, using
the preventive chemotherapy approach recommended by the World
Health Organization,[12] could be adopted. All vulnerable individuals
in the general adult population, and particularly pregnant women,
children, youth and young adults, could be targeted. Depending on
the group being targeted, some helminth control programmes might
be school-based and others community-based.
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