
MELEN: The buildings are decrepit, the lawns
unkempt, the patients left to shuffle alone and
unwatched among weeds-welcome to Gabon’s
sole psychiatric hospital. Built in 1982 on the out-
skirts of the capital Libreville, the facility was sup-
posed to serve as a model for a continent where
modern psychiatric treatment is in its infancy. Now
it seems more like a horror museum than a hospi-
tal. “National Centre for Mental Health in Melen
(CNSM)” reads a sign at the yawning gates of the
facility. Nobody watches over the premises or the
several dozen patients-24 of them veteran “resi-
dents”-who wander at will between their wards
and the shops and school of a largely abandoned
district. Patients at the dilapidated CNSM have
been left by families who could no longer cope or
were picked up on the streets in a country that has
just four qualified psychiatrists for a population of
some 1.8 million. 

They help in the public sector but earn their liv-
ing largely in private practice, like colleagues else-
where in Africa. The CNSM still boasts a handful of
administrative staff and three cooks are employed
to cater for patients-but they pass food from the
kitchen between solid iron bars. “Since they no
longer get their medication, we’re frightened of
being attacked,” a cook told AFP. Rubbish piles up
in filthy corridors and medical records lie where
they were dropped along with other paperwork in
buildings left to decay. “We’re treated like animals,”
said an unshaven man in rags before shuffling
back into a bedroom. 

‘People are left to rot’ 
Mental illness attracts stigma widely in Africa,

according to a 2013 report by Mary Amuyunzu-
Nyamongo, executive director of the African
Institute for Health and Development (AIHD)
based in Kenya. “A study conducted in Uganda
revealed that the term ‘depression’ is not culturally
acceptable amongst the population, while anoth-
er study conducted in Nigeria found that people
responded with fear, avoidance and anger to
those who were observed to have a mental illness,”
the report said. In much of Africa, particularly con-

flict zones where trauma symptoms are severe, the
authorities lock up the mentally disturbed, some-
times keeping them in chains for years, ostensibly
for their own safety. Beyond a door left ajar, a half-
naked old woman lay prone on an iron bed staring
wide-eyed at the wall. Her scalp was plastered
with sores and the floor covered with urine and
excrement in an appalling stench. Asked how she
felt, she moaned. “People are left to rot,” protested
Gael Koumba Ayoune, who heads the Rally of
Young Gabonese Patriots, a movement formed last
year to represent youth from poor districts ahead
of 2016 elections.

‘He died in front of us’ 
In April a patient died in agony on the floor

with nobody coming to his aid, although the psy-
chiatric facility is officially part of the region’s gen-
eral hospital, with a full complement of medical
services. “He died in front of us,” Ayoune said,
adding that he had filed a negligence suit against
the state. “The state no longer meets the most
basic needs of the population... Since he is pre-
sumed to be insane or elderly, a patient is no
longer considered to be a human being,” added
the activist, whose association is extending the
geriatric wing, opposite the psychiatric hospital.
The lack of resources is evident even in death.
“There’s no refrigerated morgue,” Ayoune said.
“When an elderly person dies, the body may lie for
24 hours in the dormitory with the others until the
undertakers come.”

‘Cash flow problems’ 
Such difficulties are nothing new at the CNSM,

whose staff have been on strike for more than two
years to press for better working conditions.
According to the UN World Health Organization,
less than one percent of Gabon’s national health
budget is allocated to mental care. Yet mental dis-
orders account for five percent of illness in sub-
Saharan Africa, WHO figures show. In a vicious cir-
cle, poverty renders those who could never hope
to consult a specialist vulnerable to mental illness,
while people already sick face further impoverish-
ment because of their inability to function normal-
ly. Serges Mikala, the secretary general of the
National Union of Health Personnel (SYNAPS), said
the Melen complex had been badly run and that
he suspected that money intended to fund it had
been “given over to other things”. — AFP 

H E A LT H  &  S C I E N C E
THURSDAY, JUNE 2, 2016

NEW DELHI: More than 2,000 Indians contracted HIV
over a 17-month period after receiving blood transfu-
sions, data from the national AIDS body showed yes-
terday. In response to a Right to Information request
filed by Mumbai-based activist Chetan Kothari, the
National AIDS Control Organization (NACO) said 2,234
people had been infected between October 2014 and
March 2016. The reply, which was shared with AFP yes-
terday, was sent to Kothari last month after he asked
for data for that particular time period. “I wanted to
know what is the government doing to ensure people
have access to safe blood,” Kothari told AFP. “The data
shows blood is not being screened for HIV despite so
much awareness.” 

Access to safe blood is limited, especially in rural
areas, because of a lack of proper screening devices,
according to NACO’s website.   The northern state of
Uttar Pradesh, India’s most populous, topped the list
with 361 patients found infected with HIV due to con-
taminated blood in hospitals, followed by western
states of Gujarat and Maharashtra with 292 and 276

respectively. A total of 264 cases were recorded in the
capital New Delhi. The government estimates that
about 2.5 million Indians are living with HIV/AIDS out
of a population of 1.25 billion. A NACO official
Yesterday said the data collected was “not scientific” as
it was based on subjective responses from patients
and reflected less than one percent of total HIV-posi-
tive cases. “There are several occasions when patients
do not declare the exact reason or means of transmis-
sion because of societal pressure or even lack of
awareness and sometimes ignorance,” the Times of
India newspaper quoted the unnamed official as say-
ing. “Therefore, the data cannot be considered 100
percent accurate.” 

In a posting on its website, NACO-which falls under
the health ministry said the government was in the
process of improving blood safety screenings and intro-
ducing technology to ensure zero HIV transmission.
Under Indian law, hospitals must screen donors and
their donated blood for any kind of infections including
HIV, Hepatitis B and C as well as malaria. — AFP NEW DELHI: An Indian medical assistant arranges packs of donated blood at a blood

transfusion clinic in New Delhi yesterday. — AFP

More than 2,000 Indians 
contract HIV after transfusions

BATON ROUGE, Louisiana: Bahnsen Miller
understands the challenges - and the damages
- of Louisiana’s budget woes firsthand. You
can’t ignore them if you’ve been in one of the
state’s doctor training programs, constantly at
risk of calamity. The 31-year-old internal medi-
cine doctor ran into questions about financial
stability and watched Louisiana lose top talent
to its neighbors as he recruited people to train
at Our Lady of the Lake Regional Medical
Center in the state’s capital. The general sur-
gery program lost applicants who went out of
state because of the uncertainty, he said.

Chronic shortages
‘Most residents stay in the state where

they train, so if we lose a student, say, to
Mississippi or Alabama for residency, there’s a
good chance they’re not going to come back
to Louisiana,’ said Miller, one of the hospital’s
chief residents last year. Louisiana’s deep, per-
sistent budget troubles are endangering the
future of medical training programs.
Proposed cuts to hospitals could damage the
stream of new doctors for a generation, in a
state that has chronic shortages of health
care workers and some of the worst health
care outcomes in the nation.

And just the chatter about the financial
threats is already having ripple effects, with
other states’ doctor-training programs cherry-
picking some of Louisiana’s top talent. ‘The
dean of the School of Medicine tells me almost
daily he’s getting calls from students saying, ‘Is
this really where I need to train? Should I stay
here or should I go someplace else?’ Larry
Hollier, chancellor of the LSU Health Sciences
Center in New Orleans, told state senators. At
Our Lady of the Lake, doctors-in-training make
rounds as usual, checking patients, diagnosing
ailments and selecting treatments. 

They ignore the question marks about their
future as much as they can, trying to disregard
the legislative haggling that threatens their
programs. ‘It does kind of make you think
about where you should go, whether staying is
worth it or not,’ said Kevin Francioni, 24, a third-
year LSU medical student training there. In the
final days of their regular legislative session,
Louisiana’s lawmakers are grappling with a
$600 million budget shortfall and trying to
determine where to levy the cuts. Not only are
the LSU health sciences centers in New Orleans
and Shreveport threatened with direct reduc-
tions, but perhaps more critically, the safety net

hospitals that care for Louisiana’s poor and
uninsured patients - and in which medical stu-
dents train - also are on the chopping block. 

Charity hospital system
At risk, according to Hollier, the New

Orleans health sciences center chancellor, is
nothing less than the decimation of health care
in the state. For new doctors who will spend
three to seven years training in residency pro-
grams, choosing Louisiana can be a gamble.
‘Some people are saying, ‘Are we going to
make it?’’ said Carine Nzodom, 31, in her sec-
ond year of a four-year psychiatry residence
program at Our Lady of the Lake. Only a few
years ago, LSU ran a statewide charity hospital
system that primarily took care of the poor and
uninsured patients around Louisiana.

That provided the bulk of training sites for
medical students. Former Government Bobby
Jindal began privatizing that system in 2013,
handing the facilities over to private managers,
shuttering some hospitals and moving safety
net services to other private hospitals. Our
Lady of the Lake took over most of those safety
net services in one such deal, and LSU’s charity
hospital in Baton Rouge shut down. Few dis-
pute the system has improved, with expanded
services, shorter wait times and a broader mix
of patients with which medical students train.
But that comes with rising costs. Amid budget
gaps, lawmakers question the spending.

Cancer, obesity and diabetes
Hospital managers say without enough mon-

ey, they could walk away from their contracts,
leaving not only patients but also the doctors
who train with them in the lurch. Gov John Bel
Edwards is trying to renegotiate the deals. If a
safety net hospital deal craters and some of the
training programs shut down, Louisiana could
feel effects for decades. ‘I think the legislative
body doesn’t have the appreciation of how close
we are to total dismantling of the educational
programs of future physicians,’ said Scott Wester,
CEO of Our Lady of the Lake, where 192 residents
train. If Louisiana has fewer residency slots, doc-
tors go elsewhere. Once a state loses the federal-
ly-allocated slots, other states scoop them up,
making it almost impossible to recapture them.
Health and Hospitals Secretary Rebekah Gee, a
medical doctor, outlined the risks to lawmakers:
If the state loses some of its 1,900-plus residency
positions, ‘we permanently lose capacity to train
doctors in the state.’ — AP

Already hurting for doctors, 
Louisiana could lose even moreGabon’s mentally ill 

‘treated like animals’
‘People are left to rot’ 

MELEN, Gabon: A woman patient tries to cover her chest as she sits on a bed in a rav-
aged room in Gabon’s sole psychiatric hospital, the National Centre for Mental Health
in Melen (CNSM). — AFP photos

MELEN, Gabon: Patients sit outside their room in Gabon’s sole psychiatric hospital,
the National Centre for Mental Health in Melen (CNSM).

BATON ROUGE, Louisiana: LSU medical student Felicia Venable, left, examines
a patient as fellow students and medical residents observe during daily rounds
at Our Lady of the Lake Regional Medical Center in Baton Rouge. — AP

WASHINGTON: Most people don’t shop for lower prescription
drug prices. They should, especially now that there are easier
ways to do so. More than a dozen websites and apps are vying
to help US consumers find the lowest prices for prescription
drugs by comparing prices and searching for deals, similar to
the way Expedia looks for cheap airfare or Bankrate.com looks
for low mortgage rates. “Patients want to see a pharmacy that
says ‘every-day low prices,’ but most pharmacies can’t achieve
that because the way prices are configured is pure mayhem”
said Professor Darius Lakdawalla, a health economist at the
University of Southern California. “That’s why consumers need
to know: ‘Where can I get my beta blocker for the best price?’”

Recent studies show that more than one in five prescriptions
in the US go unfilled, in part due to financial hardship. Yet only
17 percent of US consumers are willing to check multiple phar-
macies  for lower drug prices, according to a survey by
Consumer Reports.

Q: What do these services do?
Websites and apps like GoodRx and WeRx are doing two

basic things: searching local pharmacy prices and then apply-
ing various discounts and coupons available to customers.
The search results will show, for example, that a 30-day supply
of a common cholesterol drug is $11 at Wal-Mart and $13 at a
Kroger pharmacy. In both cases the price is linked to a coupon
which the app downloads so the customer can give it to the
pharmacist. The services are exploiting the complex, nearly-

constant negotiations between pharmacies, drugmakers and
pharmacy benefit managers that result in wide price dispari-
ties for commonly-used medications to find the best deals
available that day.

“We’re trying to give you a baseline of information so that
you can make the right decision,” says Doug Hirsch, founder
and CEO of GoodRx, the largest and oldest of the services.
GoodRx, founded in 2011, offers 25 million users access to dis-
counts from pharmacies, drugmakers and pharmacy benefit
managers. Newer services include BlinkHealth, which says it
negotiates lower drug prices by pooling its users with cus-
tomers of pharmacy benefit managers. Each of the companies
claims to have the lowest prices available, so consumers may
want to shop around.

Q: Who stands to benefit most from these services?
Patients who are taking several generic drugs and have no

insurance or high co-pays. Most of the largest savings to be
had are for generic drugs, where competition between multi-
ple manufacturers and pharmacies leads to a wide range of
prices. Discounts on newer, branded drugs are harder to find,
since they are typically produced by one company that
doesn’t have to cut prices to compete. Still, services like
GoodRx can link to drugmaker coupons that bring down the
price of even high-end drugs like Humira, an injectable treat-
ment for psoriasis. These coupons irk insurers because they
entice patients to opt for the branded drug by making the

out-of-pocket cost to the patient comparable to that of a
generic - but they don’t reduce the higher cost the insurer has
to pay for the medication. Still, it helps patients reduce the
amount of money leaving their wallets. Some of the priciest
drugs won’t appear on pharmacy apps at all. Specialty cancer
drugs like Avastin, for example, must be administered at a
doctor’s office and aren’t available at the pharmacy.

Q: How do these discounts work with my health insurance?
They don’t. The prices quoted by apps need to be paid by

the consumer and can’t be used to lower your co-pay. However,
the services’ cash prices are often less than patients’ co-pays,
especially for those in high-deductible health plans. For exam-
ple, it may be cheaper to fill a $4 prescription for a generic drug
at Wal-Mart or Target than to use your insurance and pay a $12
co-pay. In these cases, pharmacy apps simply direct customer
traffic to long-standing offers at big-box stores. In other cases,
the services provide a streamlined way of obtaining coupons
and discounts that consumers would otherwise have to juggle
on their own.

Q: So where do these discounts come from?
In some ways, pharmacy apps are just updating a decades-

old business. Many of the offers found on GoodRx and similar
services come from discount programs offered by prescription
benefit managers like MedImpact and OptumRx. Those compa-
nies are best known for negotiating lower drug prices on behalf
of large employers and insurers, but they also have separate
businesses offering discount pharmacy cards to consumers who
pay cash. The cards have been distributed through the mail,
newspapers and magazines for more than 20 years. Pharmacies
like the programs because they ensure a steady stream of cash-
paying customers. And the card programs pocket a small per-
cent of each transaction, a sort-of finder’s fee. This is also one of
the ways that the new services make money. — AP

Why aren’t you shopping for lower prescription drug prices?

EDMOND, Oklahoma: In this Aug 5, 2010, file photo, a
pharmacy tech poses for a picture with prescription
medication at a pharmacy in Edmond. — AP


