Page 1 of 5

[image: image1.png]



The prevalence of HIV in sub-Saharan Africa is steadily increasing with an estimated 21.8 million infected people (December 2001). More than 4.7 million of these people are in South Africa, with some 1,700 new infections occurring daily.

What are the implications of this epidemic?

· A very large number of individuals are already infected with HIV and are mostly unaware of this.


· There is a lag between HIV infection and AIDS sickness, typically between 6 – 8 years. We are at a point in the epidemic where large numbers of HIV+ individuals are becoming AIDS sick.

· There will be a dramatic increase in morbidity and mortality among the economically active members of our society and their dependants.

In terms of the economy this translates into-

1. Increased absenteeism & loss of productivity, recruitment & training costs, group life & disability premiums, medical fund contributions/premiums.

2. Shrinking markets, less disposable income.

Prior to 1998 people living with HIV/AIDS could be excluded by medical funds, and risk-rating was permitted. Benefits were limited or non-existent and there was no confidentiality. Few doctors were familiar with HIV treatment and fraudulent/masked claims were common. Funds were unaware of how much HIV/AIDS was costing them and could not accurately budget for the future.

The current situation in South Africa is that there is increased regulation due to the Medical Schemes Act. Medical funds still vary in the benefits available for HIV and AIDS, but must offer prescribed minimum hospital benefits. A substantial number of medical schemes are now in a position to fund anti-retroviral therapy (ART) because of price reductions. In general, doctors are more familiar with the management of HIV/AIDS but there are still too few experts. Companies are beginning to feel the impact of the HIV epidemic and are looking for a solution, particularly for those employees not covered by medical funds. 

A major challenge facing private sector health care funders in Southern Africa is to move from the risk avoidance of the past to risk management, and to manage this risk as cost-effectively as possible.

In 1997 a costing model was developed by Pharmaceutical Benefit Management (PBM), which suggested that most AIDS-related expenditure was on hospitalisation for opportunistic infections and related conditions. Anti-retroviral therapy, although costly, was effective and reduced the need for hospitalisation. Making ART available with careful monitoring, plus education of patients and clinical support of doctors would therefore be cost-effective.
Why is a Disease Management programme (DMP) the best way of managing HIV/AIDS?

· Antiretroviral therapy is complex.

· Careful monitoring of CD4*, viral load* and drug toxicity is required.

· 95% adherence to therapy is required for ART to be effective.

· Education and support of patients is critical.

· Many doctors require clinical support in managing patients with HIV/AIDS

· A holistic approach to the disease is more successful

· A DMP allows for better financial and clinical risk management.

The Aid for AIDS Programme is available to all medical funds and companies with a negotiated management fee. The client provides a benefit sufficient to cover the costs of triple ART, related medication, pathology tests and consultations. Access to ongoing ART is in line with international recommendations, subject to criteria being met and includes prophylaxis to prevent mother-to-child transmission and rapid approval for post-exposure prophylaxis.

The Aid for AIDS product offers a total management solution and includes:
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Response to therapy and impact on hospitalisation costs have been reviewed. The data shows a significant and sustained reduction in expenditure related particularly to hospitalisation (Figure 1).  This is remarkable considering that the many of these patients have full-blown AIDS.  Subsequent analyses have confirmed that encouraging people to join the programme earlier can further reduce costs

Patient support is provided through adherence counsellors who will contact each patient to ensure that they understand the programme, the medication that has been prescribed and the need to return for regular follow up visits and tests. A nurseline is available for patients to discuss issues related to lifestyle, side-effects and the disease. Compliance monitoring is an essential component of the adherence counsellor’s function.

Clinical support of doctors is provided by a team of experienced, highly trained pharmacists together with a full-time specialist physician with access to a panel of HIV/AIDS clinical specialists. Clinical guidelines are regularly updated to reflect new developments in HIV/AIDS management and all providers receive a regular newsletter. 

Aid for AIDS has been operational for more than 4 years and has 35 contracted medical funds as well as several companies offering the programme in their private capacity. The internet model is in use in Botswana and Swaziland. There are currently 14 000 people registered on the AfA programme, two thirds of whom are receiving ART.

The average age of people joining is 34 years (range: 6 weeks to 82 years). Sixty two percent are females (18% pregnant). The ratio of females is higher than the national figure, and probably reflects increased HIV testing of pregnant women in the private sector.  Over a third of people join the programme when they already have AIDS.

Clinical outcomes (using CD4 counts and viral loads as markers) confirm the effectiveness of antiretroviral therapy (Figure 2). In a study published by Katzenstein et al in the New England Journal of Medicine it was shown that if a 1 log reduction in viral load was maintained for 1 year then clinical events could be reduced by approximately 90%. As HAART (highly active antiretroviral therapy) becomes more widely available, it is expected that reductions in viral load will be more impressive and sustained. Adherence to therapy, as well as the incidence of adverse effects and treatment failure are currently being investigated.


Figure 2. Reduction in viral load subsequent to commencement of antiretroviral therapy. 

Vertical transmission prophylaxis (VTP) has been shown to be a cost-effective way of reducing mother-to-child transmission of HIV infection. This could take the form of either short course AZT or full triple therapy depending on the mothers’ CD4 count. Caesarean section is encouraged, as is the use of milk substitutes in place of breast-feeding.  Current data shows a reduction in mother-to-child transmission to only 5.3%, instead of the expected 20 – 40%.

What have we learnt?

· Significant and sustained savings can be achieved mainly in respect of hospitalisation costs.

· Further reductions in treatment costs should be achievable if the cost of drugs and pathology tests can be reduced.

· Most primary care doctors have limited experience in managing HIV, and appreciate the clinical support.

· There is a high degree of patient acceptability, but adherence to therapy remains a huge challenge.


· DMP increase access and effective use of ART, but are labour-intensive and require sophisticated IT systems which we are able to provide.

· HIV/AIDS can be managed cost-effectively like any other chronic condition.


In addition the anticipated benefits to employers are substantial in terms of:

· Extended productive lives & improved work performance.

· Reduced sick leave, absenteeism and overtime.

· Reduced recruitment and retraining costs.

· Reduced loss of morale in colleagues.


· Reduced time spent by management in dealing with issues related to AIDS sickness.

· Reduced payouts from death benefit or life insurance.

· Sustained contributions to medical funds.

In conclusion, the Aid for AIDS programme allows contracted medical schemes and companies to improve the quality of care provided to members, employees and dependants living with HIV or AIDS, while still containing costs. It also allows them to accumulate data in order to plan and budget for future expenses, and provides a valuable opportunity for health care education.

While acknowledging the importance of prevention and the need for behaviour change, we believe HIV/AIDS should be regarded as a manageable chronic disease that can be treated cost-effectively. Experience with Aid for AIDS also confirms the critical importance of managing HIV/AIDS within the framework of a comprehensive disease management programme, which allows complex therapy to be used safely and effectively.

· CD4 count – the laboratory test most commonly used to estimate the level of immune deficiency. The normal CD4 is greater than 1000, while levels of less than 200 are usually associated with AIDS.

· Viral load – measures the amount of virus present in the blood
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Aid for AIDS Contact Information:





Postal Address:	Aid for AIDS Programme


	Private Bag X1003


	Claremont 


	7735


Email Address:	afa@pbm.co.za


Telephone number:	+27 21 658 6464


Fax number:	+27 21 658 6426





Rodney Cowlin�Chief Operating Officer, PBM�021-658 6408/6404��HYPERLINK "mailto: rcowlin@pbm.co.za"��rcowlin@pbm.co.za��
Colleen Pead


AfA Disease Management Co-ordinator


021-658 6452


� HYPERLINK "mailto:cpead@pbm.co.za" ��cpead@pbm.co.za� 


�
�
Dr Leon Regensberg	


Senior Medical Advisor


021-658 6437, lregensberg@pbm.co.za 


�
Stephen Laverack


AfA Consultant


011-510 2643


� HYPERLINK mailto:stephenl@medscheme.co.za ��stephenl@medscheme.co.za��
�
Lucy Brennan


Marketing Liaison Manager 


021-658 6499


lbrennan@pbm.co.za
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Epidemiological & demographic analysis





Prevalence assessment and modeling


Surveillance testing








Economical Reporting 





Financial impact studies on employee benefits, recruitment and training








Legal & Ethical guidance





Human Resources - reviewing current policies and procedures


Setting up policies and communication of the policy











Clinical Disease Management Programme





Living with HIV/AIDS assistance





KAP (Knowledge, Attitudes and Practices) surveys


Education and awareness programmes.














NB: The Internet system can be used both inside and outside South Africa.





Internet System





Conventional System





Intranet based system, available to AfA staff only.





Internet based system,


Secure & limited access to outside parties





Doctor completes application online





Doctor completes paper application & faxes/posts to AfA





Application downloaded onto AfA system





Manually registered and captured by AfA





AfA assesses application and intervenes via e-mail if necessary





AfA assesses application and intervenes telephonically if necessary





Automated e-mail informs doctors that file has been processed





Letter of confirmation sent to patient and doctor





Doctor prints treatment plan, which is given to the patient with a prescription





Doctor gives patient a prescription





Updates are entered onto the system





Updates submitted manually (script) or telephonically





TREATMENT PLAN AUTHORISED





CLINICAL MANAGEMENT PROGRAMME
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