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Former manager of Botswana's antiretroviral treatment programme
describes barriers to rapid scale-up and suggest possible solutions at
2nd South African AIDS Conference

By Theo Smart

"[To] reverse the tide of the HIV/AIDS epidemic, we must think differently. The scale of
the solution has to match the scale of the problem from the outset," Dr. Ernest Darkoh,
Chairman of BroadReach Healthcare, told the crowd attending the opening plenary
session of the 2nd South African Conference on HIV/AIDS on Tuesday evening in
Durban. Dr. Darkoh detailed several steps to "unlock" capacity based on real lessons
learned in the field.

Dr. Darkoh has a wealth of first hand experience. From 2001 through December 2004, he
was the Operations Manager for Botswana's flagship Masa programme- the first
comprehensive national HIV/AIDS programme in southern Africa to roll-out
antiretroviral therapy. He was responsible for guiding the overall implementation of the
ARV program that achieved countrywide rollout in 36 months. When he finally handed
over leadership of the program to a local counterpart, Masa was treating over 30,000
patients and there were an additional 7,000 patients in the private sector.

But Masa still has a long way to go to meet the overwhelming need for treatment in
Botswana. Dr. Darkoh's lecture provides some insight into the challenges he faced getting
the programme up and running, and the barriers that keep treatment programmes from
expanding more rapidly.

Supply-side challenges

"The demands that are being placed on our health care systems, greatly overwhelm our
capacity to supply," Dr. Darkoh began. He explained the key work streams with the
various steps involved in implementing a national antiretroviral treatment programme,
starting with the process of getting someone ready to be tested for HIV (testing
campaigns, pre-test counselling) with various steps involved through to treatment and
long-term follow-up.

He highlighted a few key areas "that are particularly troublesome, where we still do not
have good solutions: pre-test counselling, lab logistics (which in itself represents dozens
of steps), post-test processing (screening viral loads/CD4), monitoring of HIV positive



patients who are not yet eligible for treatment, follow up and adherence management as
well as management of long-term side effects."

The programme must be supported by a number of interrelated systems including
programme development, management and logistics; community mobilization; staff
recruitment and retention; training; data and financial management; referral; psychosocial
and wellness support, procurement of space and equipment; monitoring, evaluation
(M&E) and operational research; and enforcement of accountability - there must be a
someone accountable for each function, in order to fix things that aren't working.

"And if that wasn't challenging enough," said Dr. Darkoh, ART programmes are
confronted by a number of additional challenges. First, Dr. Darkoh noted, there is a
stubborn "adherence to healthcare delivery models which intrinsically lack ability to
scale." In most developing countries, health care systems are built around centrally
located tertiary and secondary referral hospitals.

"This is a model that was by definition set up to manage low prevalence conditions - not
public health emergencies where sometimes up to 40% of the population is infected. And
unfortunately, a lot of proposals still focus on building this capacity - as opposed to
developing community-based capacity" (such as a network of community-based facilities
that reach people where they live).

Plus, "when it comes to testing, we are trapped in the pre-HAART mindset," said Dr.
Darkoh. He believes that voluntary counselling and testing (VCT) which was devised to
protect privacy rights is now actually preventing people from accessing care and services
- "and," he said, "often promotes stigma by creating the sense that HIV is so different that
you have to go through this special process."

Programmes are also plagued with effort fragmentation, and too many vertical
programmes. Dr. Darkoh said: "As the operations manager in Botswana that became my
living nightmare. Dealing with a multitude of partners, all doing their own different
things - and yet knowing that in toto we had the capacity in our hands that we needed,
however it was fragmented. Vertical programmes are not necessarily bad - what makes
them bad is when there is poor integration and coordination between these programmes."

Demand-side challenges

On the demand side, Dr. Darkoh noted that the HIV/AIDS epidemic is "unprecedented in
[scale with] a massive burden of disease" that outstrips the capacity of national health
care systems to scale-up and effectively respond.

Public health systems simply aren't designed to deal with such large numbers. "If you had
this many people with sprained ankles, you would have a crisis. But when upwards of
35% of the adult population have a condition that must be addressed, the logistics of
addressing that condition alone - no matter how simple it is - are daunting. And HIV is
not simple."



In addition, he added: "the epidemic is mostly invisible. Yes we have queues and yes they
are long, but those queues are nowhere near as long as they need to be." The lack of
testing and long periods free of severe symptoms makes it difficult to recognise the scale
of the local problem until patients come in for care with serious disease.

As a result, the first patients that a new ART programme will serve are "devastatingly
resource intensive." For example, the early cohorts in Botswana were usually quite ill,
with an average CD4 cell count of around 50. "[These patients] required a lot of time and
resources at a time when those facilities are short-staffed and when the health care
workers are less experienced," said Dr. Darkoh.

"If you spend all your time and capacity on the very sick people, you can never get to
those who are not yet sick, and unfortunately, that sets up a loop of perpetually insatiable
demand."

Another impending challenge is that once on treatment, programmes will have to
continue to monitor potentially millions of "well" people requiring "lifetime" follow-up
in the community. Hospitals, Dr. Darkoh noted, have never been well equipped to do this.
"The demand is in the community - we are building our solution in hospitals."

Then there are environmental, social, cultural and economic challenges limiting access
and reach into rural areas. Dr. Darkoh focused on staffing: "In Botswana, I was [able to
write] a blank check to whomever I needed to recruit to support our programme. But it
does not work! Even when I did find a doctor willing to come to the country, [he or she]
wasn't willing to live in remote rural areas. These are areas where I would not live. So the
answer must be that we use already existing people who are living in these communities -
in new and creative ways."

Finally, some of the special risk groups that must be reached are challenging. These
include truck drivers, commercial sex workers and children. For example, commercial
sex work is illegal in many countries, which makes it difficult to identify and service this
population in need.

Dr. Darkoh focused on the difficulties reaching children. "You only have one shot at
finding a child and that is when they are born," he said. "If you do not have across the
board routine screening of pregnant women you are only going to find these children
when they are sick or dying. And a massive number of these children die by 18 months."

Reversing the tide - unlocking capacity

"We do have within ourselves and in our environment a lot of latent capacity to respond
to this epidemic - we just need to find effective ways of tapping into it," said Dr. Darkoh.
"We must prevent new infections. We must test those who do not already know their
status. We must treat millions of people already infected and we must support millions of
"well" people in the community."



He suggested several ways to accomplish this.

Increasing testing rates

It's possible to "dramatically increase testing rates and decrease "resource intensity" per
patient." He gave two examples of how this might be done. In Uganda, pilot studies have
had significant success with a household-by-household campaign.

But in Botswana, testing uptake improved from below 20% to above 90% with
introduction of a national policy of routine opt-out testing in health facilities.

Said Dr. Darkoh: "We have tried to routinise testing by making it a part of the regular
medical exam. We said to ourselves, that in a country where 40% of adults are HIV
positive, and 60% of the people in a health facility are HIV-positive, and 90% of the
patients in an in-patient ward are HIV-positive, if you let somebody walk out of a health
facility without strongly encouraging them to have a test and have done everything
possible - it is malpractice."

Leveraging rare expertise: remote decision support

It is also possible to spread the expertise of one specialist over numerous non-specialist
providers in the field with remote decision support. In South Africa, three private sector
companies have shown it is possible to spread the expertise of a few specialists over
thousands of generalist providers. From one remote location, which housed the specialist,
they support the providers in the field with clinical decisions. They also provided patient
support through call centres and education programmes.

"With these models they achieved ratios of 13,000 patients to one doctor," said Dr.
Darkoh. "That ratio is unprecedented."

Harnessing and utilising cross-sectoral skills and capacity

Botswana has shown that public private partnerships can help jump-start implementation.
These novel partnerships with businesses also increase the availability of skill sets to
which the public sector rarely has access including management and planning skills,
social marketing, financial skills, recruitment and human resources management, dealing
with actuarial risk assessments, computers and data management, telecommunications,
logistics and supply chain management, transportation and delivery services and
insurance and claims management.

Building community-based monitoring and support

It is also possible to create support and monitoring mechanisms for millions of "well"
people in the community. Dr. Darkoh believes that numerous functioning and under-
utilised organizations already exist through which targeted interventions can be



channelled and monitored. These include PLWHA support groups, workplaces, academic
institutions, faith-based groups and institutions, cooperatives and trade unions, state
institutions (e.g. military and police), traditional authority structures and families.

"The key thing," said Dr. Darkoh, "is to find ways of harnessing this so that we can
provides services at scale."

Community workers as ART providers

Dr. Darkoh suggests greater reliance of community health workers to provide non-
complex maintenance and adherence support for ART under supervision. For example,
experience in Haiti has shown success with supervised community health workers
providing direct observed therapy with antiretrovirals. This programme has adherence
rates over 90%, and has reduced patient visits (and lengths of stay) to the hospital.

In Khayelitsha, South Africa, MSF has pioneered community based programs that have
demonstrated better than 90% adherence rates, with more than 90% of patients with
optimal viral suppression at 6 months and a more than 70% reduction in opportunistic
infections.

Rapidly grow supply to exceed demand

"We can put together all of these elements into a big enough unit that we can effectively
deal with the demands put upon us by HIV," said Dr. Darkoh. "But we have to agree on a
certain set of principles:

­ "In resource limited settings we must agree to the principle that no job should be
done by a person if someone less qualified can do it (or be easily trained to do so).

­ "We must organise, and utilise all existing supply-side resources to create
required scope and reach.

­ "We must organise the demand-side and capacitate it to do as much as possible in
the community.

­ "We must centralise and leverage rare expertise as well as any backroom
functions that are not necessary to replicate.

­ "We must build systems that manage simple and complex cases (e.g. resistance
related issues).

­ And finally, we must pursue integrated approaches that strengthen overall health
systems to support other health needs as well - not just HIV."



Three remaining challenges

Even if a programme incorporating all these elements could be put in place, Dr. Darkoh
believes three key challenges will continue to limit rapid expansion of treatment capacity.

First, there is an urgent need for technological break-throughs in laboratory technology
(CD4, viral load, haematology, chemistry, resistance) to extend to community and home
level monitoring. "The current technologies are just too bulky, too expensive and require
too much expertise," said Dr. Darkoh. He'd like to see semi-quantitative tests which
provide instant results that are simple (can be operated by non-specialist staff), highly
portable, either solar or battery operated, easy to maintain and deployable in remote
community settings.

There is also a need for simplified "failure management" protocols that can work at
district and clinic level to monitor and manage resistance-related issues. He asked
researchers present to try to come up with protocols that are simple and practical,
operable on a population level, with minimal dependence on expensive technology, and
which are adaptable across a wide range of staff.

Finally, there is a need to make linkages between prevention and treatment truly
operational. Models have been proposed where individuals who are tested are either
entered into prevention services or into treatment and care programmes, but these have
not really been well explored in large-scale practice.

Conclusion

"The core of a successful ART programme is not physical infrastructure," said Dr.
Darkoh, in conclusion, "but it's systems and processes which allow people to take drugs
on a prescribed and consistent basis in the community over a lifetime. The emphasis must
be on early identification and maintaining wellness- this is a significant paradigm shift
from current health delivery models that we are used to.

"We must avoid re-inventing the wheel and use "winning" models, existing expertise and
multi-sectoral capacity. And finally, we must have the courage to cross boundaries and
join hands in the spirit of true jointly accountable partnerships where every stakeholder
down to the individual has a distinct, monitored and enforced role.


