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A WINDOW OF OPPORTUNITY:

AIDS Exceptionalism and African Health Care


Has the focus on AIDS and antiretroviral treatment in sub-Saharan Africa- what some term “AIDS exceptionalism”- strengthened or weakened African health care systems? One of the great roadblocks to expanding health care in much of sub-Saharan is the profound lack of doctors and nurses. With the immediacy of the AIDS crisis, a tremendous influx of money, and now relatively cheap antiretrovirals, African health care systems have turned to novel strategies, such as “task shifting,” to rapidly scale-up AIDS treatment in the face of such human resource shortages. While the jury may be out on the degree of success, the impressive number of patients receiving treatment is hard to ignore. Paradoxically, an AIDS crisis that has had such devastating impact on human resources in Africa- through attrition and brain drain- may now offer a paradigm for health care delivery.

Background


The world needs 4 million more health care workers.1 The most dire shortages are in sub-Saharan Africa. In Malawi, there is 1 doctor per 100,000 population, as compared to the US, with a ratio of 256 doctors per 100,000.2 Underinvestment in human resources, brain drain, and HIV/AIDS have all played a part. 1 HIV has had a particularly pernicious role. The story of the human resource crisis in Africa is interwoven with the story of AIDS, from increasing workloads on an already strained system to direct attrition –death- of HIV positive health workers. In Botswana alone, 17% of the health care workforce died from AIDS between 1999 and 2005. 2


Yet despite this devastation from AIDS on already broken medical systems, a number of unique characteristics of the disease- and especially the world’s response to the pandemic- have created a wellspring of opportunity.  Once HAART (highly active antiretroviral therapy) became available in 1996, AIDS became a chronic infectious disease. The only other parallel for the developing world is tuberculosis.  The seminal work of Partners in Health in Haiti for the expansion of DOT (directly observed therapy) for tuberculosis to DOT-HAART demonstrated that not only could the model for tuberculosis therapy be expanded to the more chronic condition of AIDS in resource poor settings, but that a key strategy was the use of accompagnatuers, or community health care workers. 3 Some might argue that these non-physician providers are merely a stopgap measure. But their links to the community, availability, and understanding of the disease (especially given the high prevalence of HIV in the workers themselves) are strengths complimentary to the skills of doctors and nurses.


The story of AIDS is unique in the amount of money and the degree of attention it has focused on a health care crisis in the developing world.  Marginalized groups- first the gay community in the US, and then people living with HIV in Africa- mobilized in a way previously unknown in healthcare.  Organizations like ACT UP in the US confronted pharmaceutical companies to develop antiretrovirals, and later South Africa’s Treatment Action Campaign (TAC) demanded their availability in the developing world. 4 Along with effective therapy came an enormous influx of money. Funding for HIV/AIDS treatment and research increased twenty fold between 1998 and 2008- to nearly $10 billion dollars in 2007 alone. 5 Inextricably linked to this AIDS movement have been the concepts of health as a human right and the importance of community mobilization.4 These concepts have been part and parcel of empowering those living with HIV, which has led to peer education programs and health care systems with a ground-up approach using community health care workers.6 Again, lessons can be taken from the other great chronic infectious disease, tuberculosis, where the history of top-down sweeping health system reforms has sometimes led to negative treatment outcomes.7

The Zambian Case


The recent case of the rapid roll-out of AIDS treatment in Zambia- a process rooted in this history- highlights the potential for delivering health care with limited human resources in Africa. Zambia is particularly afflicted by the AIDS pandemic, with an HIV prevalence of 22% in the capital of Lusaka, and an estimated 330,000 still in need of antiretrovirals. 8,9 It also suffers from a dearth of health care providers, with staffing deficits at 70% for doctors, nurses and clinical officers.9 

Yet Zambia has been able to rapidly ramp-up AIDS treatment, primarily through collaboration between the research and treatment group CIDRZ (Centre for Infectious Disease Research in Zambia) and the Zambian Ministry of Health.  An initial report from 2006 described the enrollment of approximately 16,000 in an antiretroviral program by CIDRZ using public sector primary care clinics in the Lusaka Urban District, using primarily nonphysician clinicians with favorable outcomes.7 Since then nearly 100,000 patients have been put on antiretrovirals.10 A number of key points should be emphasized. First, through “task shifting” – whereby less specialized health care workers are trained to perform more specialized tasks (eg, antiretroviral adherence)- nonphysicans have provided the bulk of HIV care.8 Second, the system did not reinvent the wheel- only Ministry of Health public sector clinics were used. 8,9 Third, there was extensive funding, including PEPFAR (the President’s Emergency Plan for AIDS Relief) funding for the training of nonphysician providers.8 Lastly, a ground-up approach was emphasized, facilitated by a decentralized structure of the health sector, and a natural outcome of using empowered local community health care workers.10

Lessons Learned

The strengths of a system such as Zambia’s are manifold. Given the immediacy of the AIDS crisis, task shifting allows for a quick expansion of the human resource pool.2 Given that the skill sets are not transportable to other countries, brain drain is less of a concern. Other positives are the lower costs of nonphysician providers, freeing more specialized physicians from the crucial but time consuming tasks of adherence counseling and health education of HIV patients.9 Furthermore, a number of studies support the quality of healthcare delivery from nonphysician providers. In the US, measures of the quality of HIV care provided by nurse practitioners and physician assistants have been shown to be similar to physician HIV experts and actually better than physician non-HIV experts.11 Specifically in Zambia, quality assessment of task shifting using key indicators of clinical care has shown improvement despite the increased workload during the rapid-scale of antiretrovirals.9
There are potential negatives to the impact of task shifting and “AIDS exceptionalism” on Zambia, as well as the rest of Africa. One concern is that task shifting may serve to divert attention from needed investments in human resources, such as expanding the pool of doctors and nurses.12 “Top-ups”, which are overtime or extra payments for health care providers, may pull health care workers towards antiretroviral clinics and push them away from general health care, creating an internal brain drain.13 While such top-ups are common in HIV clinics, only 7% of non-HIV health workers in a study of three Zambian districts received such top-ups. 13 Another concern is the short one-year funding cycle of PEPFAR, one of the key players in Zambia and much of Africa; such a short cycle begs the question of sustainability. 13 On a broader, more philosophical scale, while the health as a human right approach to HIV/AIDS has empowered community health workers and those living with HIV in Africa, it may have hampered prevention and a broader public health approach of generalized testing. 14 

Fundamental challenges remain, such as expanding these largely urban programs to rural settings, the question of Zambia’s relevance to other resource poor settings, and continued quality assessment.8 Lastly, has AIDS exceptionalism focused attention on an expensive, difficult to treat disease at the expense of simple, low cost interventions, like bed nets to prevent childhood malaria?

Conclusion
The big question is whether the AIDS treatment network can be expanded to broader health care in Africa. Some studies suggest that expansion of community health worker responsibilities beyond a single disease may reduce quality outcomes.12 The model for AIDS treatment in Zambia - with its emphasis on task shifting- may not be a cure-all for general health care in Africa. But in a land of dashed hopes, rhetoric is finally being backed by impressive, empiric outcomes that offer important lessons about best practices and new models of health care delivery.  There now exist vast health networks where none existed before. A window of opportunity has opened- an opportunity no one can afford to miss. 
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