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Abstract

Abstract: Few studies have compared hospitalizations before and after antiretroviral therapy (ART) initiation in the same patients. We analyzed the cost of hospitalizations among 3906 adult patients in 2 South African hospitals, 30% of whom initiated ART. Hospitalizations were 50% and 40% more frequent and 1.5 and 2.6 times more costly at a CD4 cell count <100 cells/mm3 when compared with 200–350 cells/mm3 in the pre-ART and ART period, respectively. Mean inpatient cost per patient year was USD 117 (95% confidence interval, 85 to 158) for patients on ART and USD 72 (95% confidence interval, 56 to 89) for pre-ART patients. Raising ART eligibility thresholds could avoid the high cost of hospitalization before and immediately after ART initiation.
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INTRODUCTION

Worldwide, the introduction of antiretroviral therapy (ART) has resulted in a large decrease in hospital admissions amongst HIV-positive patients. Analyses from 7 North American and European countries showed a decrease in frequency, average length of hospital stay, and cost per stay of between 32% and 77% in patients on ART compared with those not on ART.1–9 The reduction in cost because of decreased need for inpatient care has been used to make the economic case for public-sector provision of ART in many high-income countries.10–18 However, initiating ART at low CD4 cell counts has been strongly associated with high inpatient costs.3,4 Data from low- and middle-income countries show that a significant number of HIV-infected patients on ART still require hospitalization, especially those initiating at low CD4 counts.19–23

Few studies have measured rates of hospitalization in a single cohort both before and after ART initiation to evaluate the effect of treatment on hospital admissions.10,17,22,24,25 South Africa, a middle-income country, started its public-sector ART program in 2004. Although several studies have examined the program’s cost and cost-effectiveness,19,20,22–30 only a handful have included a description of inpatient cost in patients on and off ART in the public sector.20,24,26,27 None of these studies controlled for patients’ CD4 count, making it hard to compare studies across cohorts with different levels of disease severity.

To establish whether ART reduces hospitalizations while controlling for the patients’ CD4 counts, we compared hospitalization rates and costs in a South African cohort of HIV-positive patients before and after ART initiation stratified by patients’ current CD4 count.
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METHODS

We analyzed data from an adult HIV cohort study31–33 conducted from July 2003 to October 2010 at Chris Hani Baragwanath Hospital, a large, urban, tertiary hospital in Soweto in Gauteng Province, and Tintswalo Hospital, a rural hospital in Mpumalanga Province. Patients were recruited after testing HIV positive in the same hospital and were provided with pre-ART HIV care (regular clinic visits for CD4 count monitoring and nurse-led care for opportunistic infections) and initiated on ART once diagnosed with WHO stage 4 disease or a CD4 count <200 cells/mm3.34,35 Recruiting at HIV testing allowed us to include a sizable group of patients who were followed up until they became ART eligible and then were started on ART and continued to be followed up. Eligible patients for this analysis were ≥ 18 years old with at least 1 follow-up visit and 1 CD4 count after enrollment into the study. Participants were interviewed about their demographic and socioeconomic characteristics and medical history at baseline and about admission and discharge dates of hospitalizations and reasons for admission both at baseline and at follow-up visits 4 to 7 months apart. CD4 counts were collected at enrollment and up to 6 monthly thereafter.

Patient baseline characteristics were summarized using descriptive statistics. Hospital admissions occurring during pre-ART and ART periods were stratified by most recent CD4 count in the same 6-month time period as the admission. For this, we divided person-time for each subject into 6-month periods, starting at enrollment into the study for pre-ART person-time and the date of treatment initiation for person-time on ART. For each 6-month period, a patient contributed 1 observation indicating whether hospitalization occurred in this period, and a current CD4 cell count, which was the first CD4 cell count within that period of observation. For missing CD4 count data (30.2%), we created 25 randomly imputed datasets each for the pre-ART and the ART populations, with missing values modeled on existing data (hospitalization, site, square root of available CD4 counts, and time from either enrollment or ART initiation) and took the mean of the imputed CD4 counts for each missing observation.36 We estimated incident rate ratios (IRR) of hospitalization stratified by CD4 counts in the same 6-month period.

We estimated the cost of hospitalizations from the healthcare provider perspective using cohort data on length of stay (LOS) and the 2008 cost per patient-day equivalent (PDE) of the hospitals’ districts.37 The cost per PDE is a proxy of cost per inpatient day and is collected by all public-sector hospitals in South Africa, dividing total hospital expenditure during a financial year by the total number of hospital visits.38 The cost per PDE for Baragwanath Hospital was USD 164.19, and the cost per PDE for Tintswalo Hospital was USD 176.29. All costs are presented in 2009 USD using the 2009 average currency conversion rate of 1 USD = 7.11 ZAR.

Ethical approval was granted by review boards of the University of the Witwatersrand and Boston University.
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RESULTS

Patient Characteristics

Of 3906 patients in our analysis, 140 (3.6%) initiated ART before the enrollment into the study and 913 (23.4%) initiated ART after being enrolled. Overall, patients were predominately women (76.6%) with a median age of 33 years [interquartile range (IQR), 28–39]. Pre-ART patients had a median CD4 count of 269 cells/mm3 (IQR, 136–442) at study enrollment, whereas ART patients had a median CD4 count of 154 cells/mm3 (IQR, 91–239) at study enrollment, which declined to a median CD4 count of 117 cells/mm3 (IQR, 57–183) at treatment initiation. Median time in pre-ART care before the initiation onto ART was 7.0 months (IQR, 1.5–15.9). Patients on treatment were predominately (71%) treated with stavudine, lamivudine, and efavirenz, the most common first-line regimen in South Africa until 2010.
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Frequency of Hospitalizations

Among the 3906 patients, 534 hospitalizations occurred during a median follow-up of 13.1 months (IQR, 6.3–28.2); 344 (64%) hospitalizations were in pre-ART patients, whereas 190 (36%) occurred after ART initiation (Table 1). Most patients had a single admission; however, 28 patients in the pre-ART period and 19 patients in the ART period had more than 1 admission, with a maximum of 5 and 4 admissions per patient in the pre-ART and ART period, respectively. The leading reasons for admission in patients not on ART were pulmonary tuberculosis (TB) (15.1%), Pneumocystis jirovecii pneumonia (6.4%), and trauma (5.5%); in patients on ART, there were cases of pulmonary TB (15.2%), P. jirovecii pneumonia (7.9%), and headache of any kind (6.8%). The incidence of hospitalizations related to pulmonary TB was 0.74 and 1.0 per 100 patient years in the pre-ART and ART period, respectively; the incidence of admissions for extrapulmonary TB was 0.13 and 0.3 per 100 patient years, respectively. During the first 6 months on ART, the incidence of admissions for pulmonary TB was, at 2.8 per 100 patient years, almost 3 times as high, pointing at the possibility of immune constitution syndrome.

[image: Table 1]TABLE 1 Hospitalization Rates and Cost by Current CD4 Cell Count and Site (Urban Versus Rural) in Patients Before and After ART Initiation in a Prospective Cohort Study in 2 Sites in South Africa



As current CD4 count increased, the rate of hospitalization decreased. Hospitalization rates were highest for patients with CD4 counts ≤ 100 cells/mm3. Patients with a CD4 count > 350 cells/mm3 had a reduction in the rate of hospitalization compared with patients with a CD4 count < 100 cells/mm3 of 70% pre-ART and of 80% under ART [pre-ART IRR, 0.3; 95% confidence interval (CI): 0.2 to 0.5; ART IRR, 0.2; 95% CI: 0.1 to 0.3]. Hospitalization rates were higher for ART patients than pre-ART patients in all CD4 strata, with most of this difference being driven by the rural cohort, a much smaller population. When removing events unlikely to be HIV related (trauma and accidents; 43 events in the pre-ART period and 6 in the ART period), events in patients initiating ART with a CD4 cell count above 200 cells/mm3, and all events in the first 3 months after ART initiation, the average rates of hospitalization in the pre-ART and ART cohorts did not change, and the effect was still significant (Tables 2–4).

[image: Table 2]TABLE 2 Hospitalization Rates and Cost by Current CD4 Cell Count With Non-HIV Related Events Removed



[image: Table 3]TABLE 3 Hospitalization Rates and Cost by Current CD4 Cell Count in Patients Before and After ART Initiation After Removing Events in Patients Initiating ART at CD4 Cell Counts >200 mm3



[image: Table 4]TABLE 4 Hospitalization Rates and Cost by Current CD4 Cell Count in Patients Before and After ART Initiation After Removing Events During the First 3 Months After ART Initiation
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Cost of Hospitalizations

Mean LOS per hospitalization was 8.7 days (95% CI: 7.5 to 9.9) for pre-ART patients and 10.1 days (8.4–11.8) for ART patients and decreased with increasing CD4 count in both populations (Table 1). Mean LOS was slightly higher amongst ART vs. pre-ART patients in all CD4 strata except at >350 cells/mm3 and was higher in the rural clinic, regardless of ART status. As a result, the inpatient cost per patient year was higher for ART patients in every stratum and higher in the rural than in the urban site in almost all strata, partly because of the higher rural cost per PDE. The resulting mean inpatient cost per patient year for ART patients was 63% higher than for pre-ART patients (USD, 117 vs. 72). Regardless of treatment status, hospital stays were longest and most costly in patients with a CD4 count < 100 cells/mm3, with mean inpatient cost per patient year being 4 times higher at <100 cells/mm3 than at >350 cells/mm3 in the pre-ART period and 9 times higher in the ART period. Figure 1 shows inpatient cost as a function of CD4 count over the lifetime of a representative patient, extrapolated from the mean inpatient cost per CD4 cell count stratum found in our analysis.

[image: Figure 1]FIGURE 1. Schematic of development of CD4 cell count and inpatient cost per patient year before and after ART initiation. CD4 cell count development is modeled for a hypothetical individual, based on a summary of South African cohort studies39; inpatient cost is based on the mean inpatient cost per patient year by CD4 cell count stratum in this study. ART, antiretroviral therapy; USD, US dollars.
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Impact on the Average Inpatient Cost Per Patient in the National Treatment Program

We parameterized a previously published model of the cost of the South African national ART program40,41 with the results of this analysis. Between financial years 2012/2013 and 2016/2017, the total inpatient cost of patients on ART is projected to increase from USD 85 million per year to USD 121 million (5% of total program cost) as a result of a planned increase in patient numbers from the current 1.7 million to 3.6 million in 2017. However, the mean inpatient cost per patient year on ART will decrease by 9% from USD 37 to USD 34 as a result of a maturation of the cohort on ART and redistribution into higher CD4 counts. From 2010/2011 onward, the average annual inpatient cost of patients on ART is lower than that of patients not on ART (Fig. 2).

[image: Figure 2]FIGURE 2. Mean inpatient cost per patient year pre-ART and on ART in the national ART program. ART, antiretroviral therapy; USD, US dollars.
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DISCUSSION

Our study shows that, as in high-income countries,3,4 hospitalizations in HIV-infected adults in South Africa are more frequent, longer, and more costly at lower CD4 counts. We found this to be true regardless of ART status. Patients on ART were hospitalized more often and for longer durations than pre-ART patients. This difference can be explained partly by a higher risk of immune constitution syndrome in patients initiating ART at lower CD4 counts, especially in a population with high TB coinfection rates.21,42 The incidence of hospitalizations related to pulmonary and extrapulmonary TB, the opportunistic infections most frequently associated with immune constitution syndrome in South Africa,21,42 was higher in the ART than in the pre-ART cohort and highest in the 6 months immediately after ART initiation. Similarly, the difference in hospitalization frequency and cost between the pre-ART and ART populations was driven by the rural population and could at least partly because of a bias of physicians toward patients on ART who they have already invested in and whose prognosis is far better.

Similar to our analysis, 3 of 4 studies of the cost of inpatient care for public-sector patients on ART in South Africa showed an increase in inpatient care cost for patients on ART, with a median inpatient cost per stay in 2009 USD of USD 1769 (range, 1319–2080).19,20,27 Our mean cost per stay of patients on ART of USD 1642 is comparable. A study of a private South African medical aid program showed a dramatically increased inpatient cost in the 6 months around ART initiation, when CD4 cell counts are at their lowest.22 When comparing our mean annual per patient inpatient cost of USD 110 to the median cost of outpatient care in 2009 USD for patients on ART in South Africa from a number of published studies, USD 1233 (range, 1078–1287),23,28–30 inpatient care adds about 10% to the total annual per patient cost of a patient on ART. Thus, it accounts for a small but not trivial share of the total cost of caring for HIV/AIDS patients in South Africa.

A potential limitation of our study is the assumption that the published cost per PDE is a good proxy for the inpatient costs of HIV-positive patients, which could lead to an over- or underestimation of real inpatient cost. However, a recent in-depth study of the inpatient cost of patients on ART in a different hospital in Johannesburg has shown that cost per PDE is very similar to total per day cost as evaluated in a bottom-up cost analysis using the detailed review of inpatient files.19 Second, since our study cohort had a higher median CD4 count at ART initiation than most public-sector clinics in South Africa, the cost of inpatient care for patients on ART was lower than is likely in routine care. Finally, while diagnoses were available for all admissions included in this study, their accuracy was somewhat limited by the experience and expertise of the attending healthcare workers and their access to diagnostic modalities, especially in the rural cohort.
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CONCLUSION

Our findings provide evidence to support earlier initiation of ART in low- and middle-income countries. We saw a decrease in hospital admission rates by 50%, and of cost by 250%, when comparing CD4 200–350 to ≤100 in the pre-ART period. Currently, allowing patients’ CD4 counts to drop to very low levels before initiating them on ART burdens the health system 3-fold: first, through the high cost of inpatient care immediately before and after ART initiation, then with the cost of life-long ART, and finally with the high cost of end-of-life care once limited treatment options are exhausted. One of the benefits of initiating patients on ART at higher CD4 counts could be avoiding the first of these costs. In the absence of sufficient drug options to avoid the third, terminal cost, and in a situation of decreasing international funding for ART programs in low- and middle-income countries, avoiding the depletion of patients’ CD4 cells and the associated high likelihood of expensive inpatient care is one of the few options available to national ART programs to reduce the costs of HIV care.
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Hospitalization
Rate Per 100

Crude IRR* of
Hospitalization

Mean Inpatient
Cost Per Patient
Mean Length Mean Cost Per Stay Year in Cohort

CD4 Cell Count Total Patient No. Patient Years by CD4 Count  of Stay (Days) (2009 USD) (2009 USD)
Stratum Years (%) Hospitalizations  (95% CI) (95% CIyt (95% CI) (95% CI) (95% CI)
Both sites
Pre-ARTE
=100 cells/mm? 602.8 (8.6) 60 10.0 (7.6 to 12.8) 1.0 10.4 (7.4 to 13.4) 1759 (1254 to 2263) 176 (95 to 290)
101-200 cells/mm?  1233.9 (17.6) 78 63(5.0107.9)  0.6(041009) 8.6 (59t 11.2) 1453 (988 to 1919) 92 (49 to 152)
201-350 cells/mm® 2275.6 (32.5) 109 48(39t058) 0.5(031t00.7) 8.7 (6.7to 10.6) 1452 (1126 to 1778) 70 (44 to 103)
>350 cells/mm? 2889.5 (41.3) 97 34 (27t04.1) 0.3(021t00.5) 7.8 (5.6to 10.0) 1290 (934 to 1645) 44 (25 to 67)
All pre-ART patients 7001.7 344 49 (441t054) — 8.7 (7.5t09.9) 1460 (1267 to 1657) 72 (56 to 89)
On ART
=100 cells/mm? 134.8 (5.3) 27 20.0 (13.2 to 29.1) 1.0 12.1 (6.6 to 17.5) 2043 (1128 to 2957) 409 (149 to 860)
101-200 cells/mm?®  456.9 (17.4) 44 9.6 (7.0t0 12.9)  0.5(0.3t0 0.8) 13.4 (8.0 to 18.7) 2241 (1345 to 3137) 216 (94 to 405)
201-350 cells/mm?® 1024.8 (35.2) 75 73(58109.2) 0.4 (02t00.6) 9.3 (74 to 11.2) 1559 (1241 to 1876) 114 (72 to 173)
>350 cells/mm? 1123.7 (42.1) 44 39(2.81t05.3) 02(0.1t00.3) 6.9 (4.8t 9.0) 1158 (805to 1511) 45 (23 to 80)
All ART patients 2740.2 190 6.9 (6.0 to 8.0) 10.1 (8.4 to 11.8) 1693 (1409 to 1976) 117 (85 to 158)
Urban clinic
Pre-ART
=100 cells/mm? 357.2 (6.9) 40 11.2 (8.0 to 15.2) 1.0 8.9 (4.9 to 13.0) 1465 (801 to 2129) 164 (64 to 324)
101-200 cells/mm?®  827.1 (16.0) 57 6.9 (5.2 t0 8.9) 0.6 (0410 0.9) 6.4 (52t07.5) 1049 (861 to 1236) 72 (45 to 110)
201-350 cells/mm? 1695.6 (32.6) 88 52 (4210 64) 05(03t0.7) 7.6(5.81t09.5) 1256 (950 to 1562) 65 (40 to 100)
>350 cells/mm?® 2314.6 (44.6) 90 393.1t07.8) 03(0.3t00.5) 7.6(53109.9) 1253 (876to 1631) 49 (27 to 127)
All pre-ART patients 51945 275 53(47105.9) — 7.6 (6.4 to 8.7) 1242 (1057 to 1428) 66 (50 to 84)
On ART
=100 cells/mm?® 96.1 (4.4) 16 16.6 (9.5 to 27.0) 1.0 12.0 (3.6 to 20.4) 1970 (595 to 3345) 328 (57 to 903)
101-200 cells/mm?  355.0 (16.1) 34 9.6 (6.6 to 13.4) 0.6 (0.3 to 1.0) 12.3 (6.1 to 18.4) 2014 (1001 to 3027) 193 (66 to 406)
201-350 cells/mm®  833.7 (37.8) 53 64 (481083) 040210 0.7) 9.3 (6.8to 11.8) 1524 (1110 to 1938) 97 (53 to 161)
>350 cells/mm? 918.5 (41.7) 34 37(261t05.2) 02(0.1t004) 6.4(3.91t089) 1053 (648 to 1457) 39 (17 to 76)
All ART patients 22033 137 6.2 (5210 7.4) = 9.6 (7.5 to 11.7) 1581 (1239 to 1923) 98 (64 to 142)
Rural clinic
Pre-ART
=100 cells/mm? 245.6 (13.6) 20 8.1 (5.0 to 12.6) 1.0 13.3 (9.1 to 17.5) 2345 (1608 to 3081) 191 (80 to 388)
101-200 cells/mm?®  406.7 (22.5) 21 52321079 0.6 (0.3 to 1.4) 14.5 (5.1 to 23.9) 2552 (894 to 4210) 132 (29 to 333)
201-350 cells/mm®  580.0 (32.1) 21 3.6 (221055 040210 0.9) 12.9 (6.6 to 19.2) 2275 (1171 to 3379) 82 (26 to 186)
>350 cells/mm? 574.9 31.8) 7 1.2 (0.5 to 2.5) 0.1 (0.06 to 0.4) 10.0 (4.4 to 15.6) 1763 (776 to 2750) 21 (4 to 69)
All pre-ART patients 1807.1 69 3.8 (3.0 to 4.8) 13.2 (9.7 to 16.7) 2328 (1716 to 2939) 89 (51 to 141)
On ART
=100 cells/mm?® 387 (7.2) 11 28.4 (14.2 to 50.9) 1.0 12.2 (4.7 to 19.7) 2148 (826 to 3469) 611 (117 to 1766)
101-200 cells/mm?  101.9 (19.0) 10 9.8 (4710 18.0) 0.3 (0.1t00.9) 17.1 (4.4 to 19.8) 3015 (783 to 5246) 296 (37 to 944)
201-350 cells/mm?®  191.1 (35.6) 22 11.5(72t0 174) 04 (0210 0.9) 9.3 (6.7 to 12.0) 1643 (1174 to 2111) 189 (85 to 367)
>350 cells/mm? 205.2 (38.2) 10 49 (23 109.0) 0.2 (0.06 to 0.4) 8.6 (3.9 to 13.2) 1516 (692 to 2340) 74 (16 to 211)
All ART patients 536.9 53 9.9 (7.4 to 12.9) — 11.2 (8.4 to 14.1) 1982 (1473 to 2492) 196 (109 to 321)

*Incident rate ratios.
fConfidence interval.
fAntiretroviral therapy.
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CD4 Cell Count Total Patient No. Rate Per 100 of Stay (Ddays), Stay (2009 USD) Year in Cohort
Stratum Years (%) Hospitalizations Patient Years (95% CI) (95% CI) (2009 USD)
Both sites
Pre-ART*
=100 cells/mm? 591.9 (8.6) 59 9.9 (7.6 to 12.9) 9.8 (6.6 to 13.0) 1749 (1236 to 2263) 138 (94 to 292)
101-200 cells/mm? 1216.6 (17.8) 76 62(491078) 8.1 (5310 10.9) 1485 (1009 to 1961) 113 (49 to 153)
201-350 cells/mm? 22152 (32.3) 99 4.5(3.6t05.4) 7.8 (5.7 t0 9.9) 1443 (1090 to 1795) 58 (39 to 97)
>350 cells/mm?® 2825.4 (41.3) 92 32261049 6.4 (4.3 to 8.4) 1207 (869 to 1544) 39 (23 to 76)
All pre-ART patients 6849.1 326 4.7 (43105.3) 7.8 (6.6 to 9.0) 1442 (1240 to 1643) 68 (53 to 87)
On ART
=100 cells/mm?® 133.9 (5.0) 26 19.4 (12.7 to 28.5) 123 (6.7 to 18.0) 2089 (1143 to 3036) 406 (145 to 865)
101-200 cells/mm? 452.4 (16.8) 44 9.7 (7.1 to 13.1) 13.4 (8.0 to 18.7) 2241 (1345 to 3137) 218 (95 to 411)
201-350 cells/mm?® 1001.3 (37.3) 70 7.0 (5.4 to 8.8) 9.5 (74 to 11.5) 1586 (1249 to 1923) 111 (67 to 169)
>350 cells/mm? 1097.6 (40.9) 42 38(2.8t05.2) 7.0 (4.8109.2) 1173 (804 to 1542) 45 (23 to 80)
All ART patients 2685.2 182 6.8 (5.8 to 7.8) 10.2 (8.5 to 12.0) 1721 (1426 t0 2016) 117 (83 to 157)

*Antiretroviral therapy.






