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ABSTRACT 

Introduction 

South Africa has one of the fastest growing HIV epidemics in the world with 5.6 million 

people living with HIV/AIDS. As a consequence of the delayed implementation of the 

ARV rollout and failure to control the epidemic, the number of people living with 

HIV/AIDS who seek or need intensive care places a huge burden on precious, expensive 

and sparse intensive care unit facilities. Critical care specialists are faced with complex 

challenges when making decisions about the provision of such care.  

 

Aim: 

The aim of the study was to develop best practice criteria for admitting HIV-infected 

patients to intensive care. 

 

Methods: 

The study was done utilising: 

1. A comprehensive literature review of the legal and ethical framework governing such 

decisions in South Africa and compared with that in different countries, both developed 

and developing. Further, legal precedents and clinical best practice that could inform 

policy and practice in South Africa were applied to the decision making process. 

2. An audit of ICU beds in South Africa by first making a comprehensive and 

contemporary review of critical care facilities in South Africa, to place in context the 

ethical dilemmas faced by critical care specialists in the admission of HIV/AIDS 

infected patients to intensive care in a resource limited environment. 

3. Critical care practitioners’ response to a standardised questionnaire regarding ethical 

decisions and provision of intensive care to five hypothetical clinical case scenarios. 
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Results: The study showed that: 

 The ICU bed availability in South Africa is limited and the problem is worse in the 

public sector with widespread variations across the provinces. 

 The lack of skilled staff for ICU is insufficient for our needs in the public sector. 

 For people living with HIV/AIDS, specific variables influence their survival in 

intensive care. 

 The benefits of anti-retroviral treatment in intensive care are still being debated.  

 Clinical prediction tools should be considered as an aid to clinical judgment on 

decisions about whom to admit to intensive care. 

 Rational decision making should include central questions such as ‘ whether the 

patient too ill or too well for ICU care’ and whether there is a reasonable prospect 

of ‘reversibility of organ-dysfunction’? 

 Non-invasive ventilation using a continuous positive airway pressure (CPAP) 

ventilation mask is showing promise for patients with Pneumocystis jeroveci 

pneumonia (PJP), especially in a resource-constrained environment. Further studies 

need to validate this. 

 People living with HIV/AIDS are not discriminated against on  admissions to ICU 

and are not subjected to medical futility decisions. 

 

Discussion 

The shortage of ICU beds results in critical care specialists being under pressure to 

deliberate on resource allocation decisions for competing patients. Strong regulatory and 

ethical frameworks exist to protect the rights of people living with HIV/AIDS and access 

to intensive care. 
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The ‘Limitation Clause’ of the South African Constitution, as canvassed by the courts 

resulting in the refusal of renal dialysis in the case of Mr. Subramoney, a utilitarian 

judgment, would not be justiciable for people living with HIV/AIDS and access to 

intensive care. 

The National Health Insurance Plan envisages making more ICU beds available through a 

public-private sector partnership. There is a compelling need for regionalisation of 

intensive care services in the country.   

Respiratory failure in HIV/AIDS patients remains the commonest indication for intensive 

care unit admissions, and other diagnosis such as non-PCP pneumonia, sepsis, cardiac, 

gastrointestinal, and renal diseases, are becoming more common. 

 

The ART era has seen an improvement in ICU to ward survival rates of 70% (similar to 

that of the general medical population) as well as the three month and long-term survival 

outcomes post-ICU discharge. ICU prognostic systems should be regarded as an aid to 

clinical judgment.  Daniels ‘accountability for reasonableness’ provides a moral 

framework for ethical decision-making and priority setting.  In its determined efforts to 

control the pandemic of HIV/AIDS, some countries, notably Botswana and South Africa 

are accused of violating international treaties. 

 

Conclusion 

South Africa has made many legal provisions to protect the rights of its HIV infected 

patients. People living with HIV/AIDS are neither discriminated against in admission to 

intensive care units, nor being subjected to medical futility decisions. With the advent of 

HAART, people living with HIV/AIDS admitted to ICUs, have similar outcomes to that of 

the general population. Admission guidelines for ICU as  advised by the professional 



x 

 

bodies for use by the general population should be equally applicable to people living with 

HIV/AIDS, i.e. is the patient too ill or too well to warrant ICU admission, and is there a 

realistic prospective of ‘reversibility of organ dysfunction’? 
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CHAPTER I: INTRODUCTION 
 

 

1.1  INTRODUCTION 

HIV/AIDS is a major challenge facing South Africa (SA) today. It is estimated  that 

globally of the 34 million people living with the human immunodeficiency virus (HIV) in 

2010, more than 68% were in sub-Saharan Africa.
1
 In 2011, it is estimated that 5.38 

million people were living with HIV infection  in SA, with 16.6% of the adult population 

being infected.
1
   In 2010-2011 approximately 72% (1.8 million) of deaths due to HIV 

infection were in sub-Saharan Africa
2
, with at least 11% (194 000 ) in SA.

3
 

 

In 2010, the UNAIDS adopted the following motto: ‘Zero new HIV Infections; Zero 

Discrimination; Zero AIDS-Related Deaths.
4
  UNAIDS has identified many factors that 

impact on variable global responses in the control of HIV/AIDS and  outlines nine priority 

intervention areas, one of which includes access to treatment of  people living with HIV 

and AIDS (PLWHA).  This is encapsulated in their UNAIDS Outcome Framework 2009–

2011, which SA subscribes to and has based its care, treatment and support programs.
5
 

 

 

1.2 BACKGROUND 

Some of the factors that negatively impacted on South Africa’s response to controlling the 

spread of  HIV infection  were  the ‘dissident views’ that delayed the national roll-out of 

antiretroviral treatment (ART) in 1999-2002.
6
 Antiretroviral treatment was limited initially 

to certain research sites. In SA the national roll-out of ART only began in 2004, compared 

to Brazil (1996), India (2004) and Botswana (2002).
5
(Table 1) 
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TABLE 1  HIV PREVALENCE AND ART ROLLOUT-COUNTRIES STUDIED 

 

 

Despite its late national ART roll-out, SA has done well in terms of the number of people 

initiated on ART relative to these countries. (Figure 1) According to South Africa’s 

National Strategic Plan (NSP) 2012-2016.
8
  the country has made significant progress in 

terms of its NSP 2007-2011 targets,
9
 one of which being access to quality treatment.

8
 

 

FIGURE 1 NO OF PEOPLE WITH HIV/AIDS AND ART ROLLOUT COUNTRIES 

 

The Henry Kaiser Foundation audit of South Africa’s  health system for the period  2004-

2010
10

 identified several weaknesses in the provision of health services , which included  

persistently disproportionate  allocation of resources between public and  private sectors 

and inequitable spending patterns compared to health needs. The late roll-out of ART has 

meant that many patients with HIV infection develop severe complications due to 

opportunistic infections, like pneumocystis jiroveci pneumonia ( PJP), severe sepsis, 

 

South Africa Brazil India Botswana USA 

Estimated HIV prevalence 2011 
(No.  with HIV/AIDS)7 

17.3% 
(5,600,000) 

0.3% 
(490000) 

0.3% 
(2,300,000) 

23.4% 
(300000) 

0.7% 
(1,300,000) 

Year of ART rollout 5 2004 1996 2004 2002 1995 

No. of people initiated on ART 
20117 1,700,000 215,676 543,000 178,684 426, 590 
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neurological complications and multiple organ failure that would require admission to an 

ICU.
11

 Globally, ICU beds are a scarce resource. In a resource constrained environment 

such as SA with a high burden of disease, this limitation of access to an ICU bed is 

accentuated and results in individual value-laden decisions by critical care specialists, 

especially in relation to PLWHA and access to ICU. 

 

To illustrate the comparative lack of ICU facilities, there were 93 955 ICU beds serving a 

population of 313 million people  in the USA in 2005
12

, whereas  South Africa had 4168 

beds serving a population of approximately 49 million people at the same time.
13

  This 

makes a ratio of 1:4000 intensive care beds to population in the USA and 1:11 000 in 

South Africa. These numbers in South Africa include private-sector ICU beds. Taking the 

2008-2009 data from our study, if  private sector beds are excluded the picture is much 

bleaker giving a ratio of 1:35 000 intensive care beds for 80% (40 million) of the 

population.
14

 As a result, South Africa, as a resource-constrained country and with a high 

burden of disease, needs to use best available evidence of outcomes  for patients with HIV 

infection and ICU care, with due regard to applicable laws and ethical principles guiding 

the management of people with HIV infection  and the appropriate use of scarce 

resources.
15

 

 

In terms of prevailing law, ethical codes of conduct and scientific evidence, various 

questions arise, such as:  

 Can the medical profession discriminate against a patient on the basis of their HIV 

status, especially with regard to access to ICU?  

 Would a futility judgement for such patients be justified? 
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Most countries have legislative and professional bodies in place that regulate the medical 

professions conduct and practices, but these may vary between developed and developing 

nations as well as among those that are less well resourced. In all countries, their aim is to 

protect both the health professionals and the patients, in line with the international creed 

agreed to by virtue of taking the Hippocratic Oath. In all instances, their development is 

based on the ethical premise of that country, and their contents may therefore vary across 

the globe.   

 

The World Medical Association (WMA) Ethics Manual,
16

 the Code of Ethics for 

Emergency Physicians by the American College of Emergency Physicians (ACEP) in the 

USA
17

 and the  ethical guidelines of the Health Professions Council of South Africa 

(HPCSA) 
18

 give ethical guidance to the medical profession. Botswana, Brazil and India 

also have their Professional councils, which guide the profession on good ethical conduct. 

 

 

1.3  RESOURCE ALLOCATION AND INTENSIVE CARE 

ICUs  have  become a standard of care “because they house impressive innovations that 

could reverse physiological dysfunctions and sustain life”.
19

 Society holds much regard 

and praise for  the ICU, but this expensive form of technology being accessed by an 

increasingly older and chronically ill patient  have made policy makers re-think the 

continued financial sustainability of this level of care.
20

 In true utilitarian fashion, the 

question asked is ‘who bears burdens and enjoys benefits’? 

 

Triage tools for entry into ICU exist, but these decisions on access to ICU care may be 

subject to individual value-laden decisions by the attending critical care specialist (CCS). 



5 

 

According to Hadorn (1991), in reference to the Oregon Medicaid Plan,
21

  in the  ICU 

“physicians are driven by the ‘ rule to rescue’, the powerful human proclivity to rescue a 

single identified  endangered life, regardless of cost, at the expense of many nameless faces 

who will be denied health care”.  Kohn et al (2011)
22

 in their  ‘ICU cost analysis study’ 

concluded that: “This study suggests that many ICU clinicians feel compelled to provide 

salvage critical care for identifiable patients with grave prognoses even when doing so 

measurably contravenes society’s interests.” Levin and Sprung (2008)
23

 in their chapter on 

‘Critical and Intensive Care Ethics’ mention that  globally the definition of a successful 

ICU outcome has become blurred. They further state that while ICU survival is a measure 

of outcome, it is no longer considered as a marker for success, as survival to a state of ICU 

dependence or with marked physical or mental dependence is considered “to be a fate 

worse than death”. They emphasise quality of life years rather than quantity of years lived. 

Moreover, according to them, CCSs are faced with difficult, ethically challenging 

decisions on a daily basis in the ICU concerning the following:  

1. Whom to admit to the ICU in the face of limited resources 

2.  How to manage the patient who has not recovered despite entry into ICU  

 

Such decisions, which may make the difference between life and death for the patient, 

must be made on scientifically valid guidelines in the form of triage tools. Furthermore, 

these guidelines must take into account the applicable laws and ethical principles 

governing such decisions, as well as meet with societal approval. 

 

1.4  PROBLEM STATEMENT 

In South Africa, despite its progressive Constitution with regards to health-care reforms, 

PLWHA are subjected to value-laden decisions by the medical profession, as a 
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consequence of their illiteracy, and the lack of explicit guidelines regarding PLWHA and 

access to ICU.  Decisions on the effective triage of ICU admissions for PLWHA must take 

into consideration the clinical  case presentation, resources available, and  ethics 

principles.
24

 Resource-allocation decisions by the CCS must be based on objective 

guidelines such as a triage tool. However, for PLWHA, there are no existing objective 

criteria determining who will benefit from ICU admission, and no universally accepted 

exclusion criteria.
25

 

 

 

1.5  RATIONALE FOR STUDY 

The study has direct relevance for both South Africa and sub-Saharan Africa in the form of 

proposed best practice admission criteria for patients with HIV infection and admission to 

intensive care in a resource-constrained environment.  It will also assist in terms of 

planning at policy level, and in the development of a proposed cost-effective decision- 

making tree for patients with HIV infection requiring intensive care in a resource-

constrained environment, with a high burden of HIV infection.   It further   proposes that 

such admission criteria would take cognisance of provisions under law, prevailing ethical 

codes of conduct and the current best scientific evidence available.  

 

 

1.6  AIM AND OBJECTIVES 

The aim of the study was to develop best practice criteria for admitting HIV-infected 

patients to intensive care. 

 

The study had the following objectives: 
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1. To perform an assessment of the HIV epidemic and the health systems of  South 

Africa (an emerging, resource-constrained country with a high burden of disease) 

with the USA (a first world resource-rich country with a high burden of disease 

compared to the developed world).  This will include a desk-top based ‘National 

Audit of ICU/High-Care beds in SA.  

2. To perform an assessment of the regulatory and ethical framework in South Africa 

(an emerging, resource- constrained country with a high burden of disease) with 

that of the USA (a first-world resource rich country with a high burden of disease 

compared to the developed world) concerning patients with HIV infection and 

access to ICU care.  

To perform an assessment of the HIV epidemic and the health systems of Brazil, India and 

Botswana as comparative emerging economies to South Africa, all with universal health 

coverage and with a high burden of HIV infection. This would also include an assessment 

of the regulatory and ethical frameworks, concerning patients with HIV infection and 

access to ICU care.  

3. To perform  an attitudes and perceptions survey amongst CCSs in South Africa, 

who, in the normal scope of their work, are all involved in decisions regarding the 

provision of intensive care to patients with HIV infection.  

5.  To perform a systematic analysis of the global literature on HIV/AIDS and 

Intensive Unit Care to determine the predictors influencing mortality in Intensive 

care. This systematic analysis would help propose best practice admission criteria 

guidelines for patients with HIV infection requiring access to intensive care in 

South Africa from the data obtained. 
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There is currently no comprehensive relevant information from developing countries on 

the burden of disease and access to ICU for people with HIV/AIDS on which to base such 

guidelines.  
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CHAPTER 2: METHODS 
 

 

2.1  INTRODUCTION 

The aim of this project was to develop best practice criteria for admitting HIV-infected 

patients to intensive care. The effect of the HIV epidemic in several countries that are 

defined as resource poor and resource rich were compared to South Africa, a resource 

constrained country, with a high HIV burden. The United States of America (USA) was 

selected as the resource rich country that also happens to have a low  burden of HIV 

infection in relation to the comparator countries included in this study. The USA however 

has a high burden of HIV infection when compared to other developed countries such as 

the United Kingdom, Australia and New Zealand. Botswana, Brazil and India were 

selected as the comparator resource poor countries to ensure a more global representation.  

The demand for intensive care unit (ICU) beds exceeds its supply in diverse global 

settings. In South Africa, at the epicenter of the HIV epidemic, critical care specialists need 

to make ethically difficult decisions regarding the triaging of patients with advanced HIV 

infection to intensive care. None of the current severity criteria such as acute physiology 

and chronic health evaluation (APACHE) and simplified organ function assessment 

(SOFA) were designed to triage patients into ICU, presenting a fundamental void in the 

guidelines to intensive care provision. 

 

The specific objectives described in Chapter one were achieved as follows: 
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2.2  OBJECTIVE 1: TO PERFORM AN ASSESSMENT OF THE HIV 

EPIDEMIC AND THE HEALTH SYSTEMS OF SOUTH AFRICA (AN 

EMERGING, RESOURCE-CONSTRAINED COUNTRY WITH A HIGH BURDEN 

OF DISEASE) WITH THE USA (A FIRST-WORLD RESOURCE-RICH 

COUNTRY WITH A HIGH BURDEN OF DISEASE COMPARED TO THE 

DEVELOPED WORLD).  

  

A ‘National Audit of ICU beds in South Africa (2008-2009)’ was undertaken by desktop 

analysis.  The objective was to determine the national distribution of ICU beds in SA. The 

last “National audit of critical care resources in South Africa” was done by Bhagwanjee et 

al in 2005.
13

 An updated ICU bed audit was done as this would represent a more realistic 

picture of current resource constraints in SA.
14

 A desk-top audit of all public and private 

sector ICU units, including intensive care/ high care units (IC/HCU) in South Africa was 

undertaken for the period 2008-2009. For the purposes of this study, both categories were 

analysed and referred to as ICU beds, as they reflect the critical care component of the 

health service in South Africa.  

The ICUs analysed included general/medical/coronary/pulmonology, 

surgical/trauma/burns, neonatal/paediatric, and labour ward/maternity ICUs. Information 

from the proceedings of the  South African Parliamentary Portfolio Committee on Health
26

 

(accessed electronically), personal correspondence with the National Department of Health 

of SA, Gauteng Department of Health of SA  and statistics from the Health Annals – 

SA,2008
27

 were obtained. Population statistics were obtained from Stats SA-2012.
1 

  

  

 

2.3  OBJECTIVE 2: TO PERFORM AN ASSESSMENT OF THE 

REGULATORY AND ETHICAL FRAMEWORK IN SOUTH AFRICA (AN 
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EMERGING, RESOURCE- CONSTRAINED COUNTRY WITH A HIGH BURDEN 

OF DISEASE) COMPARED TO THE USA (A FIRST-WORLD RESOURCE RICH 

COUNTRY WITH A HIGH BURDEN OF DISEASE COMPARED TO THE 

DEVELOPED WORLD) CONCERNING PATIENTS WITH HIV INFECTION 

AND ACCESS TO ICU CARE.  

 

A descriptive analysis of the two countries, the USA and SA, regarding the HIV epidemic 

and the health system, in particular the availability of ICU beds was done to enable a 

comparison between the two countries.  Full-length, peer-reviewed journal publications 

were obtained by searching the electronic databases Pubmed, Medline, Ebscohost and 

Google Scholar using the Boolean-linked keywords “HIV and AIDS” and “health care” 

and “intensive care”  for the USA. A similar search was performed for SA. 

 

Various national and international regulatory frameworks were studied, with specific 

emphasis on its application to patients with HIV infection. These included:   

 The South African Constitution;  

 The American Constitution and the Bill of Rights
28

;  

 African Union (AU) and Southern African Development Co-operation Treaties 

(SADAC)
29

; 

  Convention on the Elimination of ALL Forms of Discrimination against Women 

(CEDAW)
30

   

 Convention on the Rights of the Child (CRC)
31

;   

 UNAIDS and Office of the United Nations High Commissioner for Human Rights 

(OHCHR)
32

;   

 International Covenant on Civil and Political Rights (ICCPR)
33

;  

 International Covenant on Economic, Social and Cultural Rights (ICESCR)
37
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 and  the Universal Declaration of Human Rights (UDHR)
34

. 

 

Professional guidelines by the World Medical Association (WMA), the American College 

of Emergency Care Physicians (ACEP), the American Thoracic Society (ATS), the Society 

of Critical Care Medicine in America (SCCM) and the Health Professions Council of 

South Africa (HPCSA) were interrogated in the context of PLWHA and access to ICU.   

 

Full-length, peer-reviewed journal publications were obtained by searching the electronic 

databases Pubmed, Medline and Ebscohost, using the Boolean-linked keywords: “Law and 

Ethics and HIV and AIDS” and “Law and Ethics and Intensive Care”. Additional searches 

were made of Google Scholar using the same search strategies.  

 

2.4  OBJECTIVE 3: TO PERFORM AN ASSESSMENT OF THE HIV 

EPIDEMIC AND THE HEALTH SYSTEMS OF BRAZIL, INDIA AND 

BOTSWANA AS COMPARATIVE EMERGING ECONOMIES TO SOUTH 

AFRICA, ALL WITH UNIVERSAL HEALTH COVERAGE AND WITH A HIGH 

BURDEN OF HIV INFECTION. THIS  INCLUDED AN ASSESSMENT OF  THE 

REGULATORY AND ETHICAL FRAMEWORKS GUIDING  CRITICAL CARE 

SPECIALISTS REGARDING HIV INFECTION AND ADMISSION TO  ICU IN 

THESE COUNTRIES. 

 

Full-length, peer-reviewed journal publications were obtained by searching the electronic 

databases Pubmed, Medline and Ebscohost, using the Boolean-linked keywords “Law and 

Ethics and ICU and HIV” in relation to Brazil, India, Botswana and South Africa. 

Additional searches were made of Google Scholar using the same search strategies and of 
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the web pages of the relevant Medical Associations and the Critical Care Societies of the 

countries studied.   

 

2.5  OBJECTIVE 4:  TO PERFORM  AN ATTITUDES AND PERCEPTIONS 

SURVEY AMONGST CRITICAL CARE SPECIALISTS IN SOUTH AFRICA, 

WHO, IN THE NORMAL SCOPE OF THEIR WORK, ARE ALL INVOLVED IN 

DECISIONS REGARDING THE PROVISION OF INTENSIVE CARE TO 

PATIENTS WITH HIV INFECTION. 

 

2.5.1 Attitude and Perception survey 

A cross-sectional, descriptive, quantitative and analytical attitudes and perception survey 

was conducted. A standardized questionnaire was used. The questionnaire was developed 

by the researcher based on comparative surveys performed in  Europe
35,36,37

, and personal 

observations. It was subject to a limited pre-test by specialists for content and clarity. In 

addition, the questionnaire was subject to scrutiny by an acclaimed bioethicist. (Annexure 

H) No modifications were required. 

 

2.5.2  The Questionnaire 

An anonymous self-completed questionnaire consisting of three parts was designed.  

It included demographic characteristics and professional profile and a survey of CCS 

perceptions of what influences their decision to admit patients to ICU. Fourteen potential 

determinants of admission to ICU were investigated using five hypothetical clinical 

vignettes. The determinants were drawn from the most commonly occurring factors based 

on personal observations. 
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2.5.3  The Survey 

The survey was administered at the Critical Care Society Annual Congress in 2011which  

presented a unique opportunity to conduct the survey as it was hosted in Durban, South 

Africa, and it is the premier annual event attended by critical care specialists from South 

Africa. 

 

2.5.4 Inclusion criteria 

For the purpose of this study, a critical care specialist is defined as any specialist 

medical/nurse practitioner who practices in the field of critical care and who is likely to be 

involved in the admission of patients with HIV infection to intensive care. This included 

specialists registered with the Critical Care Society of South Africa (CCSSA), South 

African Thoracic Society (SATS), and specialist Physicians, Surgeons, Paediatricians and 

residents/fellows registered with the relevant Colleges of Medicine/Emergency 

Medicine/Surgeons/Paediatricians /Anaesthetists of South Africa.  Critical Care 

Specialists, in both the private and public service in South Africa were sampled. 

 

2.5.5 Study Population 

A total of 450 questionnaires were handed out individually on registration to delegates, at 

the registration desk, meeting the inclusion criteria (from a total of 830 attendees) recorded 

in the attendance register at COPICON 2011. Delegates were requested to deposit the 

completed questionnaires in the sealed questionnaire deposit box at the registration desk, 

which was physically manned by the researcher at all times for the duration of the 

conference. Boxes that were filled to capacity were retrieved and sealed by the investigator 

and fresh deposit boxes were provided. Completed questionnaires were kept under lock 

and key in the researcher’s office at Howard College, University of KwaZulu-Natal. This 
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study was approved by the Biomedical Research Ethics Committee of the University of 

KwaZulu-Natal (BE 089/010) and permission obtained from the Organizing Committee of 

the Conference (Annexure H1)   

 

2.5.6   Study tools 

The English language questionnaire consisted of three parts (Annexure B), the first being 

the demographic characteristics of the critical care specialist participating in the 

questionnaire survey. The second part was a survey of critical care specialist’s perceptions 

regarding ICU admissions. It assessed the perceptions of critical care specialists to 12 

questions about various ethical scenarios regarding admission to ICU including, 

availability of ICU bed, patient quality of life, information given to patient, issues of 

informed consent and informed refusal, DNR orders, withdrawing and withholding 

therapy, ‘limited care’ versus withholding and withdrawing therapy and the need for an 

ethics committee to assist in ethical decision-making. 

 

The third part investigated the significance of potential determinants of admission to 

intensive care. For each of the five vignettes, respondents were asked to rate, on a Likert 

scale, the likelihood of admission to intensive care, with 1= strongly disagree to 5 = 

strongly agree.  Respondents were also asked to rate on a Likert scale 14 potential 

determinants of admission to intensive care drawn from the literature and from our own 

experience, with 1= most important and 5= least important.  These determinants included 

prognosis of acute disease; prognosis of  underlying disease; patients age; resources; 

human rights; patient preferences; family wishes; cultural considerations; financial 

implications for family(e.g. sole breadwinner); socioeconomic status; physician 
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experience; policy of intensive care unit; threat of litigation and bed used to the prejudice 

of another patient. 

 

2.5.7   Clinical vignettes 

The vignettes describe five hypothetical patients with medical emergencies commonly seen 

in the emergency room or intensive care unit in SA.  Fourteen potential determinants 

influencing this decision were assessed in all the scenarios using the Likert scale of 1= 

most important and 5= least important. All five scenarios were designed to rate the 

admission to intensive care of predominantly patients with HIV infection using a Likert 

scale of 1=strongly disagree with intensive care admission to 5= strongly agree with 

intensive care admission. The influence of the HIV positive status of the patient was 

matched in two scenarios with the HIV negative status of the patient (drug overdose and 

metastatic carcinoma).  Specific variables in the scenarios included the last ICU bed; 

benefit of urgent initiation of HAART; HIV disclosure; family wishes; withdrawing and 

withholding of care; HIV positive and possible multi-drug resistant (MDR) and extreme-

drug resistant (XDR) TB and non-compliance with medication.   

 

1. Vignette scenario 1- “Respiratory failure in clinically advanced AIDS, age-

70yrs, poor functional status, and pulmonary hypertension” tested the effect of 

HIV status, the stage of the disease and age.  

2. Vignette scenario 2- “Respiratory failure in clinically advanced AIDS, age 24 

yrs. Clinically Kaposi’s Sarcoma of the palate tested the effect of HIV status, 

the stage of the disease and age. It also tested HIV disclosure and influence of 

family wishes. 
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3. Vignette scenario 3- “Age 75yrs versus 18 yrs ; co-morbidity-AIDS, 

Respiratory Failure requiring ventilation versus Drug overdose with Respiratory 

Depression and Seizures requiring ventilation  This scenario concerned 

decisions regarding resource allocation and the ‘last ICU bed’ to an older 

patient with advanced HIV disease as opposed to a younger patient with drug 

overdose and not infected with HIV. It was designed to elicit admission to 

intensive care for the younger patient with drug overdose.   

4. Vignette scenario 4-tested the determinants to admission of a patient with 

advanced HIV infection and  PTB, having defaulted  highly active anti-

retroviral treatment (HAART) and TB treatment for many months and 

presenting in respiratory failure, PJP, CD4 count=1 and suspected of having 

MDR/XDR-TB. This scenario was designed to elicit a refusal to intensive care. 

5. Vignette scenario 5- tested the responses regarding priority setting and  

Issues influencing withholding and withdrawing of care and medical futility in the setting 

of a single ICU bed. The 2 patients are matched for age, with the one patient, HIV positive, 

post-acute following a head injury, and ventilator- dependent, on inotropic support, and 

remaining in a persistent vegetative state for four weeks with sepsis and organ failure 

requiring dialysis, and the competing patient for the single ICU bed having metastatic 

carcinoma and dementia, wheel-chair-bound, with acute MVA related head-injury 

requiring an ICU bed.  Three scenarios tested the influence of the ‘last ICU bed’ and two 

scenarios tested the influence of family wishes 

 

2.5.8  Data management 

Data from the paper based questionnaire were entered directly into Microsoft Excel. Data 

was then imported into Stata version 12.0 (StataCorp, 2011)
38

 for data cleaning, recoding 

and analysis. 
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2.5.8.1  STATISTICAL ANALYSIS 

 

Stata version 12.0 (StataCorp, 2011) was used to analyse the data. All categorical data are 

presented as frequency counts and percentages. Bivariate analysis was used to test for 

statistically significant associations between each dependent variable outcome and each of 

the risk factors. The Likert scale dependent variables were reclassified into dichotomous 

variables (i.e. strongly agree or agree code as 0, while strongly disagree or disagree coded 

as 1).  Pearson’s chi-squared test (or Fisher’s exact for small numbers i.e. <5 in a cell) were 

utilized to test for significant association between the dependent variables and the various 

determinants and perceptions.  

 

2.5.9  ETHICAL CONSIDERATIONS 

Ethical approval was obtained from the Biomedical Research Ethics Committee of the 

University of KwaZulu-Natal. Permission was sought from the Critical Care Society of 

South Africa (CCSSA) and the South African Thoracic Society (SATS) ( Annexure E and 

F). This was an anonymous attitude and perception survey, with participant’s 

confidentiality being maintained. Participation was purely voluntary. A ‘Yes’ tick box on 

the questionnaire would confirm consent for participation in the questionnaire survey. The 

format of the questionnaire did not request the names or addresses of the participating 

Critical Care Specialist. Clinical vignettes using hypothetical patients were used. Issues 

regarding patient informed consent and confidentiality therefore did not arise. 

2.6  OBJECTIVE 5: TO PERFORM A SYSTEMATIC ANALYSIS OF THE 

INTERNATIONAL LITERATURE ON HIV/AIDS AND INTENSIVE UNIT CARE 

TO DETERMINE POTENTIAL BEST PRACTICE AND  THE  PREDICTORS 

INFLUENCING MORTALITY IN ICU. THIS SYSTEMATIC ANALYSIS WOULD 

BE USED TO  FORMULATE BEST PRACTICE ADMISSION CRITERIA 
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GUIDELINES FOR PATIENTS WITH HIV INFECTION REQUIRING ACCESS 

TO INTENSIVE CARE IN SOUTH AFRICA FROM THE DATA GATHERED 

FROM THE ABOVE FOUR OBJECTIVES. IN OUR STUDY, THE USA IS THE 

MOST PUBLISHED IN TERMS OF ICU AND CLINICAL OUTCOMES, AND 

BOTSWANA AND SOUTH AFRICA THE LEAST.THEREFORE TO MEET 

OBJECTIVE 5 OF OUR STUDY, A GLOBAL SEARCH OF THE LITERATURE 

WAS PERFORMED.  

 

 

2.6.1  Methods 

We performed a systematic review using the search terms ‘HIV/AIDS’, ‘survival’, and 

‘intensive care’ in the MEDLINE, PUBMED and EBSCOHOST database for the periods 

1999 to 2012. This search strategy produced 401 prospective articles of which 22 met most 

study eligibility criteria. However, in two studies access to ART was not available to 

patients and excluded. Twenty articles met all study criteria and formed the basis of this 

meta-analysis (Figure 2).  

We performed an analyses of the eligible studies from the systematic review to identify 

which pooled predictors were associated with significant higher mortality risk for PLWHA 

admitted to ICU. 

One of the goals of this project was to propose a set of guidelines for admission to ICU that 

could be used by all CCSs to make ethically and legally acceptable decisions in South 

Africa with its high burden if HIV infection and resource constraints. These proposed 

guidelines could also be applicable to the rest of sub-Saharan Africa.   
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2.6.2  Eligibility criteria 

We limited our study to published data on HIV infected adult’s ≥ 18 years of age admitted 

to ICU, in retrospective cohort studies. These studies had to present both demographic and 

clinical data with mean and standard deviations. Patients had to have access to highly active 

antiretroviral therapy (HAART). 

 

2.6.3  Statistical Analysis 

This was done using a meta-analysis approach implemented in Stata 12.0 SE (‘metan’ 

procedure) to produce pooled measures of effect (in this case odds ratios) for each 

predictor and corresponding confidence intervals (CI).The pooled estimates were then also 

used to produce a relative excess probability of mortality (and associated 95% confidence 

interval) to allow for relative ordering of importance with regards to triage. 

Meta-analysis of the available odds ratio (OR) and corresponding confidence interval (CI) 

for the Forest Plots were performed using PRISMPAD
©

 (GraphPad Software, Inc.version 

5, California, USA). Two additional analyses were performed to determine the factors 

associated with survival for PLWHA admitted to ICU and to determine if treatment with 

HAART in ICU influenced survival. 

 

2.6.4  Ethics 

This study was approved by the Bio-Medical Research Ethics Committee of the University 

of KwaZulu-Natal (Ref: BE 089/010).  

 

Chapter 3 will discuss the HIV epidemic and the health systems of  South Africa and  the 

USA in terms of  health care and critical care resources and health policy reforms that are 
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currently being implemented in respect of PLWHA. This chapter will also  include a 

‘National Audit of ICU/HC Beds in South Africa-2008-2009’.
14
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CHAPTER 3: AN ASSESSMENT OF THE HIV EPIDEMIC AND THE 

HEALTH SYSTEMS OF  SOUTH AFRICA  WITH THE USA  
 

 

3.1  INTRODUCTION. HIV/AIDS: A GLOBAL PERSPECTIVE 

“Critical illness is complex, common, lethal, expensive, perplexing, under-recognised, 

underfunded (in some countries), and, without proper attention, will overwhelm developed 

nations ‘budgets and underdeveloped nations’ cemeteries.”
39

  HIV/AIDS continues to be a 

worldwide health priority.
4
 Globally in 2010, there were 34 million people living with 

HIV/AIDS, with an adult prevalence of 0.8%, 2.7 million new infections and 1.8 million 

people dying of AIDS. It has been projected that globally by 2030, the number of HIV 

related deaths will be 6.5 million people, assuming universal coverage with ART of 80%.
40

 

 

  

3.2  HIV/AIDS- AN ASSESSMENT OF THE EPIDEMIC IN THE USA 

In the USA for 2011, there was an estimated 1,3 million HIV infections of all ages, with an 

adult  prevalence of 0.7%, and 20 000 deaths due to AIDS.
7
(Table 1)Approximately two 

thirds of those infected are gay and bisexual men.
41

 The increasing prevalence among men 

who have sex with men in the USA is  well-documented.
4
 The USA bears evidence of this 

in that the number of  PLWHA  has increased from 2001 to 2011 (1.0 to1.3 million 

people).
7
 Deaths due to AIDS from 2001 to 2011 had remained constant at 20 000 people

7
, 

with regional differences being noted.
4
  The increasing prevalence of PLWHA is due to  

combined effects of  new HIV infections and the benefits of antiretroviral therapy(ART).
4
 

 

The United Nations Millenium Development Project (MDP), was adopted by most world 

leaders as the Millennium Development Goals (MDG).
42

 This heralded a new global 

partnership committed to eradicating poverty and meeting the goals of the MDG by 2015.
42
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The MDG Goal 6 pertains to combatting HIV/AIDS ,where it was noted that, “Sub-

Saharan Africa is the epicenter of the crisis, with continuing food insecurity, a rise of 

extreme poverty, stunningly high child and maternal mortality, and large numbers of 

people living in slums, and a widespread shortfall for most of the MDG’s”.
42

 

 

 

3.3  HIV/AID’S: AN ASSESSMENT OF THE EPIDEMIC IN AFRICA AND 

SUB-SAHARAN AFRICA 

In 2011, Africa had 23 million people of all ages with HIV/AIDS, with an adult prevalence 

of 4.6%  and deaths due to AIDS of 1.2 million people.
7
 Sub-Saharan Africa remains the 

region with the highest prevalence of HIV/AIDS.
1
 In 2010, sub-Saharan Africa accounted 

for 22.9 million of the global burden of HIV infections, and  1.9 million of new HIV 

infections among adults, resulting in a prevalence of 5% .
1
 In 2010, ART coverage was 

estimated at 49 %( CD4 eligibility of 250 cells/mm
3
).

1
  

 

 

3.4  HIV/AIDS - ASSESSMENT OF THE EPIDEMIC ON SOUTH AFRICA 

HIV/AIDS is one of the main challenges facing South Africa (SA) today.
43

  “South Africa  

has 0.7% of the world’s population, with 17% of the HIV infected people in the world, 

which equates to a prevalence of twenty three times the world average”.
43

 The TB 

infection rate is the amongst the highest in the world.
43

  In 2011 , with a total population of 

49.99 million people,
43

  the HIV prevalence for adults was 17.3%, with 5.6 million people 

with HIV/AIDS, and  1.7 million people on ART.
7
 (Table 1)  It is estimated that 7% 

(360 000 people) have  full-blown AIDS,
43

 with the number of AIDS-related deaths 

increasing from 2001 to 2011( 210 000 to 270 000).
7
 This was largely due to progression 

of the disease as a result of the late initiation of ART. 
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In SA the median time from HIV infection to death  is estimated at 10,5 years for men and 

11,5 years for women.
44

 The life expectancy at birth is estimated at 54.9 years for males 

and 59.1 years for females.
44

  In 2011, it is estimated that approximately 2.6 million people 

are in need of ART, at a CD4 count of < 250 cells/mm
3
.
44

  The total number of new HIV 

infections for 2011 is estimated at 314 000.
44

 The South African Dept. of Health has issues 

new ARV initiation guidelines for 2013 which would increase the number of people 

eligible for combination ART significantly. The 2013 guidelines include the initiation of 

combination ART for patients with a CD
4
 count of 350 cells/mm

3
 or WHO stage 3 or 4 

disease, all patients co-infected with drug sensitive or resistant TB irrespective of CD
4
 

count, all pregnant women with CD
4
 < 350 cells/mm

3
 to lifelong ART, and test all children 

below the age of 5 years  and treat all who test positive with ARVs.
45

 

 

 

3.5   A COMPARISON OF THE EPIDEMIC-SA AND THE USA 

The burden of disease in SA has been complicated by the ‘dissident views’ regarding HIV 

infection by the then SA government and hence the late roll-out of anti-retroviral drugs to 

treat people with HIV infection.
6
 Therefore the HIV disease burden in SA is 

disproportionately high as compared to the USA. Furthermore, ‘The South African 

Antiretroviral Treatment Guidelines 2013’
45

 would significantly increase the numbers of 

people eligible for combination ART. South Africa has a four-fold burden of PLWHA as 

compared to the USA, which gains significance as South Africa’s population is 6% 

compared to the USA. This equates to an HIV prevalence of 17.3% for SA compared 0.3% 

for the USA. As a result  South Africa, as a resource constrained country in terms of ICU 

bed availability ( 1:11000 in SA vs 1:4000 in the USA) and with a high burden of disease( 

5.6 million vs 1.3 million infected)  SA needs to use best available clinical evidence of 
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outcomes  for patients with HIV infection and ICU care, with due respect to applicable 

laws and ethical principles guiding the management of people with HIV infection  and the 

appropriate use of scarce resources.
15

 

 

 

A summary of USA health spending by major sources of funds in 2010
46

 are as follows: 

Medicare spending grew 5.0 percent in 2010 to $524.6 billion, while Medicaid spending 

grew 7.2% in 2010 to $401.4 billion. “Medicare is a health insurance program for people 

aged 65 years or older, people under 65 years with certain disabilities and people with end-

stage renal disease”.
47

 Medicaid is the largest source of Federal funding for PLWHA, 

provided that they meet the criteria of being ‘ low income’ and ‘ categorically eligible’ 

such as physical or mental disability etc.
47

  

 

In 2009, growth in total spending for private health insurance premiums slowed, from 

2.6% in 2009 to to 2.4% in 2010. In 2010, private spending on health care was 1.8%. The 

slowdown of growth for private health insurance could be attributed to the global 

economic recession. The economic recession has also impacted on the Global Fund with 

donor country pledges of $ 11.7 billion, which is a substantial shortfall from projections for 

2011-2013.
48

  In 2010, the federal government financed 29% of total health spending , 

state and local governments 16%, private businesses 21%, and private households 28%.
46

 

It must be noted that these are estimates of health spending by type of sponsor, i.e. 

government, private business or households. Federal spending on HIV/AIDS in 2006: 

Medicare- 51%( $56.3B); Medicaid- 26% ($6.3B); Ryan White-17%($2.1B); Other-

6%($7B).
49
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The Ryan White Comprehensive AIDS Resources Emergency Act (CARE) Act (often 

known simply as the Ryan White Care Act), is a health care  program for PLWHA and is   

the largest federally funded program in the USA for PLWHA.
50

 The Ryan White Care Act 

funds programs  for low-income, uninsured and under-insured PLWHA and their 

families.
50

 The Act has been re-authorised twice, the latest by President Obama in 2012. 

Ryan White Programs are the largest provider of services for people living with HIV/AIDS 

in the United States.
50

 

 

3.5.1  Health care reform: USA 

 

National expenditure on health care does not have a consistent relationship with the overall 

health of a population. Issues of availability, accessibility and quality of health care have 

become major debates in the USA.
51

  Taking cognisance of approximately 44 million 

American citizens having no access to basic health care, the Obama Government, under 

provisions of the Patient Protection and  Affordable Care Act 2010(ACA)
51

,  has 

committed America to universal health coverage , which already includes expanded 

Medicaid eligibility, protection for people with pre-existing conditions  such as HIV/AIDS 

etc. The benefit of the ACA is that it “will allow citizens  to access health insurance, and 

increased access to tax credits will greatly enhance access to HIV treatment and care when 

the changes come into force in 2014”.
52

  This healthcare reform has translated into the 

National HIV/AIDS Strategy for the United States 2010
53

 with its vision being: 

 

“The United States will become a place where new HIV infections are rare and 

when they do occur, every person, regardless of age, gender, race/ethnicity, 

sexual orientation, gender identity or socio-economic  circumstance, will have 
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unfettered access to high quality, life-extending care, free from stigma and 

discrimination”. 

 

These reforms will be discussed in greater detail under the chapter on legislative 

frameworks and HIV/AIDs. 

 

3.5.2  South Africa 

In comparison to the USA, South Africa spends 8.3% of its GDP on health care 

expenditure.
54

  This 8.3% health spend of the GDP  translates to a 4.2%  private health 

spend for  16.2% of the population (8.2 million people) with per capita annual health  

expenditure of R11 150 and  who are largely on private medical insurance.
54

  The 

remaining 4.1% is spent on 84% of the population (42 million people) with per capita 

annual health expenditure of  R2766, and  who are largely dependent on an over-burdened 

public health service.
54

  As  Health Minister Aaron Motsoaledi said “This is not an 

efficient way of financing healthcare”
54

, and hence the governments strong motivation for 

the implementation of a National Health Insurance (NHI) as a ‘social responsibility, 

solidarity and equity’ priority, to access the majority of the population to quality health 

services, and in so doing, to address the imbalances of the past.
54

 

 

SA’s health expenditure exceeds  the WHO’s recommendation of countries spending at 

least 5% of their GDP on health.
54

  In 2012, the health budget allocated is R25.7 billion, of 

which R9.59 billion was allocated to HIV/AIDS programs,
55

 with an additional R968 

million to increase ART coverage to those patients at the CD4 of 350 mm
3 
threshold.

56
  A 

further R26.9 billion  for HIV/AIDS is allocated along a medium-term expenditure 

framework 2011-2013 as a conditional grant to increase ART coverage to 2.6 million 
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PLWHA.
56

  Despite this high expenditure, the health outcomes remain poor when 

compared to similar middle to low -income countries,
54

 notably Brazil and Botswana(Table 

1), which will be discussed in subsequent chapters. 

 

3.5.2.1  HEALTH CARE REFORM-SOUTH AFRICA: THE CHARTER OF THE PUBLIC AND 

PRIVATE HEALTH OF THE REPUBLIC OF SOUTH AFRICA 

 

This Charter
57

 is the preamble to the National Health Insurance and exercises Governments 

mandate in terms of  section7(2) of the Constitution of South Africa
58

 i.e. to respect, 

protect, promote and fulfill the rights in the Bill of Rights. In terms of the Constitution, 

Government needs to “take reasonable legislative and other measures, within its available 

resources, to achieve the progressive realisation of the rights of access to health care 

services, including reproductive health care, sufficient food and water, and social security, 

including appropriate social assistance where people are unable to support themselves and 

their dependents.” The foundational principles of the Charter are access ,equity and quality 

in health services.
57

  Pilot projects, in preparation for the full  implementation of the NHI 

in 2014-2015, have already begun, with the Finance Minister allocating a special budget of 

R1 billion for  refurbishments of existing hospitals, and additional funding for  the 

construction of new hospitals in the 2012 financial year.
54 55

 

 

3.5.2.2  NATIONAL HEALTH INSURANCE 

 

It  is widely believed that Government’s poor performance regarding its health outcomes, 

particularly with regard to its HIV/AIDS programmes, could be attributed directly  to the 

inequities in health spend between the private and public health sectors.
54

  To re-iterate,  of 

the 8.3% of the GDP on health, 4.2%  is spent in the private sector and 4.1% in the public 

sector.
54

  The 4.2% spent on health in the private sector covers 16.2% of the population 

(8.2 million ) who are largely on private medical schemes.
54

  The remaining 4.1% is spent 

on 84% (41.7 million) of the population accessing the over-burdened public health sector.
54
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In South Africa, almost five times as much is spent on each person on medical aid than on 

an uninsured person using the public sector.
10

 The private sector, catering for the insured 

and fee-for service patients, is well resourced and staffed compared to the public sector. 

Therefore the move in SA towards a National Health Insurance promises  access to 

equitable, affordable, appropriate and efficient quality health care, including for PLWHA  

regardless of their socioeconomic  or health status.
54

 However good the macro- policy is, 

practical realities of deteriorating public health facilities, failure to maintain critical 

equipment to the extent that operating theatres have to be closed down, such as in 

Addington Hospital, Durban, and the fast attrition of medically qualified staff to the private 

sector or abroad, poses a challenge to its successful implementation. 

 

3.5.2.3  THE NATIONAL STRATEGIC PLAN FOR HIV AND AIDS, STI AND TB - 2012-2016 

 

The National Strategic Plan for HIV and AIDS, STI and TB (NSP)-2012-2016 is expected 

to be the guiding document in optimising and monitoring governments response to the 

HIV/AIDs programs in terms of “ universal testing for HIV and screening for TB; 

promoting health and wellness; ensuring access to quality treatment, care and support 

services for those with HIV and/or TB ; to develop programs to focus on wellness, safety 

and dignity  with the primary objective being addressing issues of stigma, unfair 

discrimination, human rights, and gender inequality; changing social norms and values 

with the primary objective being to address societal behaviors that are fuelling the twin 

epidemics of HIV and TB”.
8
 

 

According to Johnson (2012)
59

,  in her article on ‘Access to Antiretroviral Treatment in 

South Africa, 2004-2011’, SA has made substantial progress in the ART rollout 
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programme in the public sector since its start in 2004 (47 500 people on ART) to 2011 

(1.793 million people on ART) and has exceeded the ART targets in its  

2007-2011 NSP
9
 .This equates to adult ART coverage by mid-2011 to approximately 80%, 

using the ART initiation criterion at the time of CD4 <200. Using the new adult ART 

initiation criteria of CD4 < 350, ART coverage drops to 52%. 

 

The new NSP for 2012-2016
8
, proposes more stringent targets than those in the previous 

NSP
9
: the ART enrollment target in 2016 is expected to be 80% of the new ART need in 

that year and must also account for 80% of the unmet need from previous years. 

Prevention, treatment, care and support programmes must be expanded to reach these 

targets.  The NSP 2012-2016 proposes several measures to strengthen the monitoring and 

evaluation of SA's ART programme,” including the introduction of a single patient 

identifier in the health sector and a single registry at the primary care level”.
8
  It is hoped 

that these measures will optimise monitoring of ART coverage in future, as well as 

identifying barriers of access to care, treatment and support for PLWHA.  Barriers of 

access to care, treatment and support would include access to ICU care for PLWHA. 

 

3.6 GLOBAL HEALTH INITIATIVES AND FUNDING 

Global health initiatives (GHI) represent the  combined effort by many affluent countries 

to finance the delivery of specific types of health services for priority health problems that 

exist or arise in many low-income countries, e.g. vaccines, ARVs for HIV/AIDS , TB 

drugs etc.
60

 South Africa, Botswana, and many other resource-constrained countries in sub-

Saharan Africa, and Brazil and India, have been major benefactors of this funding. Some 

of these GHIs  in resource-constrained countries include the Global Fund to Fight AIDS, 

Tuberculosis and Malaria (Global Fund), the Global Alliance for Vaccines and 
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Immunisation (GAVI), the US President’s Emergency Plan for AIDS Relief (PEPFAR), 

and the World Bank Multi-Country AIDS Program (MAP).
60

(Table 2) 

 

TABLE 2 GLOBAL HEALTH INITIATIVES (GHI) AND FUNDING FOR THE 

TREATMENT, CARE AND SUPPORT OF PEOPLE LIVING WITH HIV/AIDS 

Funders Botswana Brazil India South 
Africa 

Global Fund to Fight AIDS, Tuberculosis and Malaria X X X X 

Global Alliance for Vaccines and Immunisation X X X X 

US President’s Emergency Plan for AIDS Relief X X X X 

World Bank Multi-Country AIDS Program X X X X 

Bill and Melinda Gates Foundation X - - - 

MERC Company Foundation X - - - 

US Center for Disease Control (CDC) X - - - 

Harvard School of Public Health X - - - 

 

The GHI’s have been an integral part of many resource-limited countries AIDS 

programmes, and in 2007, this amounted to US$2.16 billion (Global Fund and GAVI) and 

US$5.4 billion (PEPFAR). For 2011-2013, the Global Fund is US$11.7 billion for 

deserving countries, which represents a shortfall from the projected US$20 billion,
48

 with a 

disappointing commitment from China and Russia.
48

 This shortfall threatens to reverse the 

considerable gains made in the fight against HIV/AIDS in recipient countries such as 

Brazil, India, Botswana and South Africa. 

 

 

3.7  IMPACT ON CRITICAL CARE MEDICINE 

The American College of Emergency Physicians (ACEP) currently defines a critical illness 

or injury as “one that acutely impairs one or more vital organ systems such that there is a 

high probability of imminent or life threatening deterioration in the patient's condition”.
61

  

“Critical care services are defined as a physician's direct delivery of medical care for a 

critically ill or critically injured patient.  It involves decision making of high complexity to 
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assess, manipulate, and support vital organ system failure and/or to prevent further life 

threatening deterioration of the patient's condition”.
61

 

 

Any organs could be involved and the reasons could be complex and multiple, highlighting 

the higher degree of skills and competence required of the critical care team comprising the 

physician and the critical care nurse, amongst others.
39

   Critical care services are mainly 

rendered in critical care units, also called intensive care units (ICU) or high care units 

(HC). The ICU provides life-support and monitoring for patients with severe physiological 

instability. According to the American College of Critical Care Medicine, the level of care 

in an ICU is greater than that available in the HC unit or general ward.
62

   

 

According to Lanken et al (1997), “Intensive care is distinguished from non-intensive care 

by several major characteristics: 

 1.  Caring for patients with a high severity of illness that acutely or potentially 

threatens their life, bodily integrity, or other vital functions;  

2.   The presence of a multidisciplinary health care team to respond to that threat in a 

well-organised and sustained manner; and;  

3.  Providing this care in a geographically defined location, the ICU, equipped with 

expensive hi-tech life monitoring and life-support systems.”
20

 

 

Despite the importance of the intensive care unit , critical care medicine(CCM) is still not 

commonly defined as a specialty in its own right.
39

 In the USA, CCM is a subspecialty of 

Internal Medicine, Obstetrics and Gynaecology, Paediatrics, Surgery, and 

Anaesthesiology.
39

  Nurse practitioners could also register as critical care nurses, having 

the necessary board accredited training. In the USA the American College of Emergency 
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Care Physicians oversees this accreditation process. In South Africa, the statutory 

accreditation authorities are the Health Professions Council of South Africa (HPCSA) and 

South African Nursing Council (SANC). Brilli et al(2001), in their ‘ Critical care delivery 

in the intensive care unit: Defining clinical roles and the best practice model’ support the 

recommendation  for an intensivist ( supported by a critical care trained physician available 

on a 24 hour basis and with no other ‘competing clinical responsibilities’, ICU nurse, 

respiratory care practitioner and pharmacist as a closed-unit team, to optimize efficiency 

and improve ICU outcomes.
63

 

 

Continuous technological refinement of organ-support devices represents the most obvious 

advance in CCM.
39 64

 However, it is being increasingly noted that the injudicious use of 

aggressive treatments in the ICU can do more harm than good,
39 64

 e.g. nosocomial 

infections, severe sepsis, adverse effects of medication, pneumothoracis etc. As the 

population ages, there is an expectation in affluent countries that critical care will be 

available to all who need it on demand.
39 64

  This paradigm brings with it issues of  costs, 

cost-effectiveness, availability and ethical issues of rationing of scarce resources and 

decisions regarding medical futility.
39

  End-of-life issues and communication between 

colleagues and families is paramount in this regard.
39

  Good triage protocols need to exist, 

which must be informed by existing legal frameworks, ethical principles and evidence-

based medicine.
39

  All these afore-mentioned issues relate directly to the critical care 

treatment of patients infected with HIV/AIDS needing access to this level of care, which is 

the primary objective of this study. 

 

3.7.1  Critical care resources  

In recent years, there have been growing concerns over the inefficiencies of ICU  
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utilisation 
65

,  lack of guidelines and protocols, discordant use of ICU beds at the end of 

life
66 67

, and the high costs of ICU care
12 68 69

. In the USA and SA, there is a shortage of 

CCSs, including critical care nurses.
70-72

  Edbrooke et al (2011) in their  European Union 

study ‘Implications of ICU triage decisions on patient mortality: a cost-effectiveness 

analysis’ 
73

 conducted a retrospective observational cohort study which included 7659 

patients referred to ICU to assess triage decisions on patient mortality and cost-

effectiveness. Their study showed that “admission to ICU produced a relative reduction in 

mortality risk, expressed as odds ratio, of 0.70 (0.52 to 0.94) at 28 days”.
73

   

When stratified by the Simplified Acute Physiology Score 11(SAPS) predicted mortality, 

“the odds ratio was 1.49, 0.7 and 0.55 for <5%, 5% to 40% and >40% predicted mortality 

respectively.”
73

 “ Average cost per life saved for all patients was $103,771 and cost per 

life-year saved was $7,065.
73

  These figures decreased substantially for patients with 

predicted mortality higher than 40%, $60,046 and $4,088, respectively.
73

 They state that 

not only does ICU care produce an improvement in survival, but the cost per life saved 

falls for patients with greater severity of illness as patients with a SAPS II predictive 

mortality of > 40% were generally not accepted for ICU care in their study cohort.
73

 They 

conclude by stating that ICU care is similarly cost-effective to other therapies that are 

generally regarded as essential, using their ICU triage exclusion criteria of predicted 

mortality of higher than 40%.”
73

 

 

According to Wunsch et al (2008) in their study ‘Variation in critical care services across 

North America and Western Europe’
74

 state that there is no ‘gold standard’ for ICU bed 

availability in their study and that they found a wide variation across countries in terms of 

numbers of ICU beds and the numbers of admissions. They further mention that the ICU 

beds per capita was strongly linked to mortality.
74
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TABLE 3 NUMBER OF ICU BEDS PER COUNTRY 

Country Number of ICUs 
Number of ICU beds per 100 000 
population 

Canada 319 13.5 

USA 5980 20 

Belgium 135 21.9 

France 550 9.3 

Germany - 24.6 

Netherlands 115 8.4 

Sweden 89 8.7 

Spain 258 8.2 

UK 268 3.5 

South Africa 308 8.9 

Australia 160 8 

 

 

FIGURE 2  GLOBAL NUMBER OF ICU BEDS PER 100 000 POPULATION 

 

3.7.1.1  CRITICAL CARE RESOURCES IN THE USA 

 

The total number of U.S. hospitals with critical care medicine (CCM) beds is 5980, 

ranking it among the highest ICU bed per capita globally.
74 75

(Table 3, Figure 2)  This 

equates to 62 800 CCM beds or 9% of all hospital beds.  

Courtesy Adhikari N, Fowler RA, Bhagwanjee S, Rubenfeld GD. Lancet 2010 
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TABLE 4 ICU BEDS USA -ALASKA, IDAHO, MONTANA, WASHINGTON, 

WYOMING 

 

  

In Washington DC, with a population of 5.894 million people, there are 7572 hospital 

beds, with 784 ICU beds.
76

  This equates to a population/total bed ratio of 1:778 and 

population/ICU bed ratio (P/ICU) of 1:7517, i.e. at any one time, theoretically 7517 

potential patients are competing for one ICU bed.  In Montana, the P/ICU ratio is 1:2836, 

Wyoming-1:1507, Idaho-1:3726 and Alaska-1:4118.
76

(Table 4) 

 

The majority (90%) of critical care medicine beds were classified as intensive care, 

premature/neonatal, and coronary care unit beds. “From 2000 to 2005, critical care 

medicine costs per day increased by 30.4% (from $2698 to $3518).”
77

  Although annual 

critical care medicine costs increased by 44.2% (from $56.6 to $81.7 billion), or 1% of 

GDP
12 78

,  the proportion of hospital costs and national health expenditures allocated to 

critical care medicine decreased by 1.6% and 1.8%, respectively.
77

  “In 2005, critical care 

medicine costs represented 13.4% of hospital costs, 4.1% of national health expenditures, 

and 0.66% of the GDP.”
77

 

 

 Zilderberg et al (2008),
79

 in their year 2020 prediction model on  cost and bed 

implications of prolonged acute mechanical ventilation in the USA,  demonstrated that 
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ICU  bed utilisation between years 2000 and 2020 will grow from 1.5 to 3.6 million beds,  

for mechanical ventilation from 2.3 to 5.5 million beds, and from 4.3 to 10.3 million 

annualised hospital days for the population requiring prolonged acute mechanical 

ventilation. They also state that  the expected annual inflation-adjusted ICU costs may be 

over $64 billion and  their projections put into perspective the fact that efficiency 

improvements for ICU care can no longer be viewed as an option, but as a clinical and 

policy imperative. 

 

 

3.7.2  Critical care resources in South Africa 

 
3.7.2.1  A CRITICAL ANALYSIS OF ICU/HC BEDS IN SOUTH AFRICA 2008-2009 

 

According to Bhagwanjee et al , in their 2005 ‘National audit of critical care resources in 

South Africa – unit and bed distribution’ within the public sector, 23% of the hospitals had 

ICU’s (92/396) compared with 84% in the private sector (216/256).
13

  The data in our 

study ‘Critical analysis of ICU/HC beds in South Africa: 2008-2009’
14

  is presented 

(Tables 5, 6, 7 ), indicating the total population per province, the number of public sector 

ICU beds, the number of private sector beds, the total number of ICU beds as a 

combination of the private and public sectors, and the bed to population ratio. (Figures 3, 

4, 5) 
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TABLE 5  ICU/HC BEDS IN SOUTH AFRICA: 2008-2009 

 

 Population   Public  Private  

Province No. (million) % No. of beds % of Total No. of beds % of Total 

EC 6.648 13.5 90 6.92 162 4.58 

FS 2.902 5.9 103 7.92 293 8.2 

GT 10.531 21.4 397 33.47 1914 54.17 

KZN 10.449 21.2 224 17.24 448 12.68 

LP 5.227 10.6 35 2.69 31 0.87 

MP 3.606 7.3 40 3.07 101 2.85 

NC 1.147 2.3 21 1.61 26 0.73 

NW 3.450 7 32 2.46 83 2.34 

WC 5.356 10.9 244 18.78 475 13.4 

TOTAL 49 320 100% 1186 25% 3533 75% 

 

EC-Eastern Cape; FS-Free State; GT-Gauteng; KZN-KwaZulu-Natal; LP-Limpopo Province;  MP-

Mpumalanga Province; NC-Northern Cape; NW-North West Province; WC-Western Cape. 

 

In 2008-2009, there were 4 719 ICU/HC beds in the private and public sectors in South 

Africa, with 75% (3 539) in the former and 25% (1 179) in the latter.  The majority of ICU 

beds in the sectors were located in three provinces, Gauteng (49%, 2 312 beds), KwaZulu-

Natal (14%, 660 beds) and the Western Cape (15%, 707 beds), representing 80% of ICU 

beds (3 775/4 719) and catering for 54% of the country’s population. The Eastern Cape had 

less than 300 beds, the North West province and Mpumalanga Province had less than 150 

beds, and the Limpopo and Northern Cape Provinces had 66 and 47 beds respectively. 
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TABLE 6  PUBLIC AND PRIVATE ICU BEDS AS A PERCENTAGE OF THE 

TOTAL PER PROVINCE 
 

Province  Public  Private  Beds per Province 

No. of beds % of Total Beds No. of beds % of Total Beds Total beds % Beds 

EC 90 1.91 162 3.43 252 5.34 

FS 103 2.18 293 6.21 396 8.39 

GT 397 8.41 1914 40.56 2311 48.97 

KZN 224 4.75 448 9.49 672 14.24 

LP 35 0.74 31 0.66 66 1.40 

MP 40 0.85 101 2.14 141 2.99 

NC 21 0.45 26 0.55 47 1.00 

NW 32 0.68 83 1.76 115 2.44 

WC 244 5.17 475 10.07 719 15.24 

TOTAL 1186 25.13 3533 74.87 4719 100 

EC-Eastern Cape; FS-Free State; GT-Gauteng; KZN-KwaZulu-Natal; LP-Limpopo Province; MP-

Mpumalanga Province; NC-Northern Cape; NW-North West Province; WC-Western Cape. 

 

 

 

 

 

 

FIGURE 3   TOTAL PRIVATE AND PUBLIC ICU/HC BEDS IN SOUTH AFRICA 

2008-2009 
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FIGURE 4  PERCENTAGE OF TOTAL PRIVATE AND PUBLIC ICU/HC BEDS 

IN SOUTH AFRICA - 2008-2009 

 

The population distribution significantly affected the bed: population ratio. The public 

sector bed: population ratio in the Western Cape was approximately 1:20 000 and in 

Gauteng, the most populous province at 1:25 000, and the Free State, 1:30 000.  KwaZulu-

Natal, which comprises 21% of the population and carries the highest burden of 

HIV/AIDS, has a bed: population ration of 1:45 000. The ratio for the rest of the provinces 

ranges from 1:50 000 to 1:150 000. (Table 7, Figure 5)  

TABLE 7 PUBLIC SECTOR ICU BED: POPULATION RATIO IN SOUTH 

AFRICA: 2008-2009 

 

Province  Population               
No. (million) 

Public Sector           
No. of beds 

Public sector ICU           
bed: population ratio 

Eastern Cape 6.648 90 1:75 000 

Free State 2,902 103 1:30 000 

Gauteng 10.531 397 1:25 000 

KwaZulu-Natal 10.449 224 1:45 000 

Limpopo  5.227 35 1:150 000 

Mpumalanga 3.606 40 1:90 000 

Northern Cape 1.147 21 1:55 000 

North West 3.450 32 1:110 000 

Western Cape 5.356 244 1:20 000 

TOTAL 49 320 1186 
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FIGURE 5 PUBLIC SECTOR ICU BED: POPULATION RATIO IN SOUTH 

AFRICA: 2008-2009 

 

3.7.2.2 DISCUSSION 

 

Within the public sector, 23% of the hospitals have ICU’s (92/396) compared with 84% in 

the private sector (216/256).
13

   It is important to note that with the proposed NHI
54

, the 

total ICU bed availability would be 4719, which would translate to a bed: population ratio 

of approximately 1:10 000. As a result of historical inequities, the NHI would not solve the 

huge discrepancies of access to ICU beds across the provinces.  Bhagwanjee et al, in their 

2005 ‘National Audit’ concluded that  in view of huge discrepancies of the availability of 

ICU beds  in the country, there is a compelling need for regionalisation of ICU services in 

SA.
13

 The data presented in our  ‘2008-2009  national audit’ would strongly support their 

statement.
14

 

 

It would appear that in South Africa, the impact of resource-constraints together with the 

burden of HIV infection and its associated complications imposes a greater burden on 

already limited resources i.e. the ICU bed, whereas in the USA, it would appear that ad-

hoc admissions to ICU as a result of a lack of effective implementation of triage policies 
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have contributed to unnecessary ICU admissions. Kohn et al (2011), in their questionnaire 

to CCSs, concluded:
22

 “this study suggests that many ICU clinicians feel compelled to 

provide salvage critical care for identifiable patients with grave prognoses even when 

doing so measurably contravenes society’s interests”.  

 

3.7.2.3 HUMAN RESOURCES 

 

In the 2007 ‘National Audit of Critical Care Services’, commissioned by the Critical Care 

Society of Southern Africa, it was noted that there was a shortage of approximately 291 

CCSs  in South Africa,  which at current rates of production would take 30 years to 

produce.
71

 Notably, provinces such as Limpopo, Mpumalanga, Northern Cape and North 

West Provinces have no CCSs.
80

  In KZN, overall, 19% of ICU’s are staffed by CCSs.
80

    

South Africa has a total of 4719 ICU beds. Approximately 764 000 (14%) of those infected 

with HIV  have AIDS.
81

 If 5% of these patients with AIDS require an ICU bed, this would 

require 38 000 ICU beds, which does not exist, even to the exclusion of all other categories 

of patients who may require ICU care e.g. trauma, surgical or obstetric emergencies etc. 

Given these statistics, the proposed National Health Insurance scheme envisioned for 

South Africa would not make available adequate numbers of ICU beds for treating patients 

with HIV infection who may require this level of care. 

 

Innovative changes such as the “implementation of fast-track anaesthesia and enhanced 

post-anaesthesia care unit capabilities,
82-84

 the development of sub- intensive, intermediate 

and step-down units,
85 86

 and the increased use of non-invasive ventilation in regular wards, 

rather than only in ICU’s,”
87

 would decrease the need for ICU beds, which are always in 

demand and in short supply. These innovative changes would have the desired effect of 

decreasing the need for CCSs  in favour of  expansion of hospitalists/generalists  in number 
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and scope of practice.
88

  This would have the effect of decreasing the need for ICU care, 

and decrease hospital length of stay and costs.
12

 The four bedded  high-care unit with one 

ventilator bed at Wentworth  District Hospital in KZN, SA, staffed and managed by 

generalists, is an  example of such an innovative change, which takes the pressure off  

limited ICU resources.  Triage tools, based on scientifically validated guidelines and 

protocols, including the use of admission and discharge criteria are required to enable 

optimal utilisation of intensive care services. In the context of HIV/AIDS, such triage tools 

currently do not exist. 

 

3.8  IMPACT OF HIV/AIDS ON THE EMERGENCY ROOM-AN OVERVIEW 

 
3.8.1  Triage in the emergency room 

A medical emergency “ has been interpreted as a sudden situation or event which is of 

passing nature in terms of time and not a chronic terminal illness such as kidney disease 

requiring dialysis”.
89

  The South African Medical Schemes Act
90

 gives the following 

definition of a medical emergency: “the sudden and, at the time unexpected onset of a 

health condition that requires immediate medical or surgical treatment, where failure to 

provide medical or surgical treatment would result in serious impairment to bodily 

functions or serious dysfunction of a bodily organ or part, or would place the person’s life 

in serious jeopardy”. Many of these emergencies, apart from resuscitation in the 

emergency room, would require ongoing life-support in the ICU.   

 

South African government hospitals are poorly resourced, overcrowded, understaffed and 

underfunded, contributing to the pressure under which emergency departments (EDs) 

operate.
91

  The trauma case load is reported to be among the highest in the world.
92

 In 

South Africa, the emergency room is inundated with the ‘quadruple burden of diseases’
93

, 
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i.e. communicable diseases, non-communicable chronic diseases, trauma-related injuries 

and HIV/AIDS and TB (listed as a separate category because of its overwhelming burden 

on workload in the emergency room). Entry into the health care services for a medical 

emergency begins at the emergency room (ER).  Access to emergency health care is 

protected by law
28 52 94-97

 and by health professional’s statutory codes of conduct.
16 98 99

 

100
This is where patients, including PLWHA, are received, assessed, resuscitated and 

stabilised, and triaged either for discharge, general ward admission or admission into 

ICU.
62

 This is when triage tools and eligibility criteria for admission into ICU gain 

significance.
62 101

  Triage tools such as the Western Cape triage score, adopted in 2006 and 

later revised as the South African Triage Score (SAts)  in 2007
102

, have been helpful in its 

design as it was a validated rapid assessment tool , simple, comprehensive, needed minimal 

training and could be used by nurse practitioners.
103

 

 

3.8.1.1   A BRIEF DESCRIPTION OF THE SOUTH AFRICAN TRIAGE SCORE  

  

On a patient’s arrival in the emergency room (ER), according to the generic flowchart for 

the  South African Triage Score (SAts), trained medical or nursing staff take a brief history 

and record the main complaint and vital signs (pulse rate, blood pressure, temperature), 

assess their mobility and level of consciousness according to the AVPU scale (A = alert, V 

= responds to voice, P = responds to pain, U = unresponsive), thereby calculating a Trauma 

Early Warning Score (TEWS). The TEWS score is then matched to the Sats discriminator 

list and an appropriate triage score allocated. This score places the patient as red 

(emergency), orange (treat within 10 minutes), yellow and green codes (non-emergency). 

 

According to Rosedale et al, in their 2011 audit of the SAts tool in rural KZN,
91

 they found 

it to be useful in triaging the real emergencies, i.e. the red and orange codes, thus 

preventing avoidable deaths in the ER. In their study, approximately 48% of the ER 
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presentations were medical, with a large proportion being chronically ill due to 

HIV/AID’s.
91

  This would reflect the reality of most ER’s in South Africa. These 

chronically ill patients presented in stretchers or wheel-chairs due to weakness or loss of 

energy.
91

  Therefore patients, chronically ill with the inability to walk unassisted or 

presenting on a wheelchair or stretcher would add one or two points on the  score, and 

could erroneously be triaged   as an emergency according to the SAts tool. They make the 

statement that ‘Adding the mobility score to medical patients who were otherwise 

relatively stable resulted in their over-triage and inappropriate resource allocation’.
91

  The 

medical over-triage in their study was 18% , compared to 4% for surgical over-triage and 

1% for trauma over-triage.
91

  This ‘inappropriate resource allocation’ could result in 

inappropriate admissions to ICU.  Their study also reported reluctance by nurse 

practitioners to use the tool, unless supervised by a senior ER physician.
91

 

 

The ER, in addition to being a complex medical environment for health professionals, 

presents complex legal and ethical challenges as well. It receives patients with life-

threatening emergencies, for whom timeous medical intervention would make the 

difference between life and death.  In this context, the patient and their wishes are often 

unknown, there is minimal time to establish a therapeutic doctor-patient relationship, and 

often there is ethical conflict regarding issues of informed consent, confidentiality and 

professional standards of care. Legal documents such as do-not-resuscitate orders (DNR) 

and living wills may not be known at this time.  Furthermore, patients presenting to the ER 

may have an actual or ‘perceived’ medical emergency.
104

  Through a process of triage,
101

 

the patient is classified as emergency or not, and would be managed accordingly. 
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It is commonly in the ER that patients do not choose their health professional and there 

may be no prior doctor –patient relationship of trust, which add to the ethical dilemma in 

the emergency intervention, e.g. the existence of a valid do-not-resuscitate-order (DNR), 

living wills, a mandated decision-maker in terms of emergency consent or issues of organ-

donor preference.  Patients presenting to the ER with an altered mental status creates an 

ethical dilemma regarding issues of informed consent as it is not known at this stage if the 

incapacity is temporary, as in head injury, drug and alcohol intoxication or a psychiatric 

condition, or permanent as in irreversible brain injury or severe dementia.
104

 

 

The complexity of the ER is heightened by the presence of concerned and often hysterical 

family members, members of the emergency medical response service (EMRS) and the 

presence of law enforcement officers, all of which leads to ethical issues of maintaining 

patient confidentiality. In this situation, there is often conflict between obligations to 

patients and responsibilities to society
104

 e.g. an inebriated driver from a motor vehicle 

accident  brought in for acute trauma ,  where the law enforcement officer demands a 

sample of blood for alcohol and drug testing as their priority and this creates an ethical 

conflict in terms of the medical emergency at hand i.e. the head injury or ruptured spleen 

requiring emergency intervention.   It is commonly in the ER that triage decisions are 

made, in consultation with the CCS, regarding admission to ICU. If no beds are available 

in the resident ICU, then the ER physician has a duty to phone reciprocal hospitals to 

secure an ICU bed. 
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3.9  THE ‘RULE OF RESCUE’ 

In the ICU,  physicians are driven by the “ rule to rescue, the powerful human proclivity to 

rescue a single identified  endangered life, regardless of cost, at the expense of many 

nameless faces who will be denied health care.’’
21,22

   

“As a result of the severe shortages of ICU beds, especially in the public sector, CCSs  had 

to draw up strict admission/exclusion criteria to their units in order to be able to offer this 

form of expensive therapy to patients who are most likely to benefit from it.  Examples of 

exclusion criteria include AIDS.”
25

   Ethico-legally, could a patient with AIDS be denied 

access to scarce life-saving resources? In the USA, CCSs admit patients  on an  ad-hoc 

basis for ‘ salvage therapy’  with the ‘rule of rescue’ ethos as described by Hadorn
21

. In 

SA, as a result of the overwhelming disease burden and lack of triage criteria for PLWHA 

and access to ICU, HIV/AIDS has been used as an ‘ exclusion criterion’ to ICU 

admission.
25

 Concerning patients with AIDS requiring ICU, the questions that arise are: 

1. Could patients with AIDS, in the era of ART, be considered to be in the terminal 

stages of a chronic incurable illness? 

2. If so, would ICU intervention be regarded a waste of hi-tech, expensive and scarce 

resources in a patient who is in the terminal stage of a chronic incurable illness?  

3. Would the Law allow such a decision of medical futility, such as in the 

Soobramoney case
105

?  

 

Ethically, in the context of patients with AIDS  requiring ICU care, could the CCS 

deliberate on a medical futility decision based on the principle of utilitariasm i.e. fair 

allocation of limited resources?  Such  decisions will require evaluation of at least two 

instruments:
15

 

1.  The Law and Public Health Policy 
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2.  Ethics 
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CHAPTER 4: THE LAW, PUBLIC HEALTH POLICY AND ETHICS: 

SOUTH AFRICA AND THE UNITED STATES OF AMERICA 
 

4.1  INTRODUCTION 

Three issues are reviewed: 

i. the international human rights treaties and their influence on the South African and 

American health systems in the context of people living with HIV/AIDS.   

ii. the regulatory frameworks and policies, as well as the guiding ethical principles 

that impact on ICU admission in the USA and    

iii. a similar review for South Africa. 

 

South African judge and HIV activist, Edwin Cameron, noted that the role of the law in a 

public health crisis should be ‘to contain the epidemic and to mitigate its impact’.
106

  He 

states that the law ‘should aim to save the uninfected from infection and to protect the 

infected from the unjust consequences of public panic’.
106

   He also states that the law ‘is to 

instruct and protect and to guide, rather than condemn.’
106

  Various International and 

National legal instruments address the human rights obligations of the health sector, 

including health professionals.
107

  These instruments give protection to patients accessing 

the health care system for various health related problems, including PLWHA. 

 

4.2  INTERNATIONAL LEGAL INSTRUMENTS THAT PROTECT THE 

RIGHTS OF PEOPLE LIVING WITH HIV/AIDS 

A number of international legal instruments exist to which many countries have become 

signatories, thereby binding them to the conditions enshrined in the documents.  Six policy 

documents will be reviewed and their implications for patients with HIV infection and 

access to ICU will be discussed. (Table 8) 
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TABLE 8 INTERNATIONAL LEGAL INSTRUMENTS THAT PROTECT THE 

RIGHTS OF PEOPLE LIVING WITH HIV/AIDS 

 

X = signatory 

 

A treaty is a written agreement between nation states or sovereigns governed by 

international law. A treaty is legally binding e.g North Atlantic Treaty Organisation 

(NATO).
108

 A covenant is an agreement, contract, or written promise between countries 

that constitutes a pledge to do or refrain from doing something e.g. to make war, and is 

legally binding to ratifying states.
108

 A convention is an international agreement, such as 

the Geneva Convention   and may apply before an official treaty. It is legally binding on 

parties who ratify it. A declaration is the  body of law governing legal relations between or 

among states or nations, and is not legally binding.
108

 

 

4.2.1  International Covenant on Economic, Social and Cultural Rights 

The International Covenant on Economic, Social and Cultural Rights (ICESCR)
109

 is a 

legally binding agreement ratified by 61 countries, including America, but not ratified by 

SA. Hence SA is not legally bound by provisions under the covenant.  Article 12(1) 

entitles everyone to “the enjoyment of the highest attainable standard of physical and 

International Treaties Botswana Brazil India South 

Africa 

USA 

International Covenant on Economic, Social 

and Cultural Rights (ICESCR) 

X X X X 

Not ratified 

X 

Universal Declaration of Human Rights X X X X X 

International Covenant on Civil and Political 

Rights 

X X - X X 

Convention on the Elimination of All Forms of 

Discrimination against Women and Convention 

on the Rights of the Child 

X X - X X 

United Nation’s International Guidelines on 

HIV/AIDS and Human Rights 

- - - X X 

African Union and Southern African 

Development Co-operation Treaty 

X - - X  

http://legal-dictionary.thefreedictionary.com/International+Law
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mental health.”   Article 12(2c) talks about:’ the prevention, treatment and control of 

epidemic, endemic, occupational and other diseases;’ This would arguably include people 

with HIV infection. The ICESCR is legally binding for ratifying states. The Siracusa 

principles
110

 adopted by the ICESCR spells out five criteria  concerning human rights and 

restrictions to public health based on resource limitations.
111

  The burden of proof still falls 

on those who want to restrict rights, and concrete scientific and public health evidence is 

needed, specifically with response to Siracusa Principle 5 which states that “ it cannot be 

unreasonable or discriminatory in its application”.
111

  This Convention would arguably 

include people with HIV infection with regard to their being entitled to enjoying the same 

rights to access ICU care as people not infected. 

Although South Africa is a signatory and has not ratified the ICESCR “international 

human rights treaties, including the right to health, are directly enforceable through 

domestic courts in the absence of contradictory domestic law or by virtue of their 

incorporation into domestic statutory law.”
112

  “Section 27 of South Africa’s Constitution
34

 

addresses the right of access to health care, food, water, and social security. The legislature 

grouped these rights together and recognised that such rights are linked and all contribute 

to the overall wellbeing of an individual. All rights in the South African constitution are 

enforceable and binding to the state.”
112

                                     

 

4.2.2  Universal Declaration of Human Rights 

The Universal Declaration of Human Rights
34

 (UDHR) was ratified by 61 countries, 

including SA and the USA.  Although not “legally binding on signatory states, but 

arguably morally binding, this declaration signaled a culture of respect for human rights 

and a commitment to human development” globally.
112

  It provides for the rights of the 

individual and gives protection to vulnerable groups, for people not to be discriminated 

against because of their health status (Articles1 and 7), and not to be denied access to 
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treatment (Article 3).  Article 12 imposes an ethical and legal responsibility on health 

professionals to maintain confidentiality regarding their patients’ health status, and to 

prevent further discrimination and stigmatisation on the basis of their health status, 

including informed consent and counseling.  Article 21 enshrines the right to a “standard of 

living adequate for the health and well-being of himself and his family, including food, 

clothing, housing and medical care and necessary social services…”  Its principles 

enshrine the right of all persons, including PLWHA, to have access to health care, 

including ICU care.   

 

4.2.3  International Covenant on Civil and Political Rights  

The International Covenant on Civil and Political Rights (ICCPR)
33

 was ratified by 61 

countries, including SA and the USA.  It   provides for the protection of many civil and 

political rights of the individual.  Article 2(1) of the ICCPR seeks: “to respect and to 

ensure…the rights recognized in the present Covenant, without distinction of any kind, 

such as race, color, sex, language, religion, political or other opinion, national or social 

origin, property, birth or other status.” ‘Other status’ could   include PLWHA and has 

implications for their rights with respect to accessing ICU care.
113

  

 

4.2.4  The Joint United Nations Programme on HIV/ AIDS and Office of the United Nations High 

Commissioner for Human Rights 

The Joint United Nations  Programme on HIV/AIDS (UNAIDS)
5
 and Office of the United 

Nations High Commissioner for Human Rights (OHCHR)
114

  monitors and ensures “that  

States have a core minimum obligation to ensure the satisfaction of minimum essential 

levels of each of the rights under the Covenant”. These rights to health not only include 

medical care, but also address the socio-economic determinants of health such as food, 
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housing, sanitation etc. These rights also extend to vulnerable populations such as women, 

children, migrants and PLWHA.  

 

The resulting ‘International guidelines on HIV/AIDS and human rights, 2006’
32

 imposes a 

duty on states to create a rights-based approach with regard to HIV/AIDS consistent with 

international human-rights obligations. The guidelines comprise 12 imperatives which 

include amongst others, community participation in the field of ethics, law and human-

rights, thereby giving protection to vulnerable persons, including prisoners; access to 

health care including access to safe, affordable and effective medication; and the provision 

of anti-discrimination laws to protect  PLWHA, including legal remedies by statutory 

bodies of the state e.g. ministries of justice or ombudspersons.
32

  As this relates specifically 

to PLWHA, it speaks directly to their rights in accessing ICU care. In SA, the significant 

advocacy role of the Treatment Action Campaign, a non-govermental community driven 

organization, has resulted in many landmark case precedents in the protection of the rights 

of PLWHA.  

 

4.2.5  Convention on the Elimination of All Forms of Discrimination against Women and 

Convention on the Rights of the Child  

The Convention on the Elimination of ALL Forms of Discrimination against Women 

(CEDAW)
30

 and  Convention on the Rights of the Child (CRC)
31

 were both ratified by SA 

in 1999, while the USA ratified the former but not the latter in 1999.
140

  Both these human-

rights treaties are legally binding for those countries that have ratified them and gives 

protection to women and children, as vulnerable populations. In its concluding 

observations on South Africa’s report on the implementation of CEDAW, adopted in 1999, 

the CEDAW Committee did not discuss issues around  HIV or AIDS.
115

   The concluding 

remarks of the CRC to SA’s 2007 HIV/AIDS report was:
116

  “Particular emphasis should 
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be placed on changing public attitudes toward HIV/AIDS and identifying strategies to 

address the continued discrimination experienced by children and adolescents infected with 

HIV.” Discrimination in this wide context can be interpreted as preventing women and 

children with HIV/AIDS from being admitted to ICU care.   

 

4.2.6 African Union and Southern African Development Co-operation Treaties  

These treaties include the African Charter on Human and Peoples’ Rights (ACHPR); 

African Charter on the Rights and Welfare of the Child, Protocol to the African Charter on 

Human and Peoples’ Rights on the Rights of Women in Africa, Treaty of the Southern 

African Development Community (SADAC), SADAC Protocol on Health, all of which SA 

is a signatory to.
29

  However, the benefit of these treaties in the African context is 

questionable as a result of many signatory countries being in a state of endemic civil war 

so as to relegate these treaties low priority.  SA is bound by these international agreements 

and section 23.1 of the South African Constitution regulates the signing, ratification and 

the transformation of treaties into domestic law, “unless it is in inconsistent with the 

Constitution or an Act of Parliament”.
94

  Given their intentions, they provide for the rights 

of all people to have access to ICU care without any discrimination, including PLWHA. 

 

 

4.3  THE LAW AND PUBLIC HEALTH POLICY IN THE UNITED STATES OF AMERICA 

Four pieces of American legislation speak directly to HIV positive persons rights to access 

ICU care: the American Constitution and Bill of Rights, the Federal Emergency Medical 

Treatment and Active Labor Act, the American Health Securities Act 2009 and the Patient 

Protection and Affordable Care Act of 2010. 
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4.3.1 The American Constitution and the Bill of Rights 

The American Constitution and the Bill of Rights
28

 AMENDMENT XIV (s1) confers a 

right to life for citizens of the USA and a right to equal protection under the Bill of Rights. 

In the early 20
th

 century, the ‘No Duty-to-Treat Principle’ in the case of Hurley v 

Eddingfield
117

 and later the Cambell v Mincey
118

 court ruling that spared hospitals in 

Mississippi from any legal duty to admit and treat emergency patients led to social pressure 

in the USA for health care reform.  In the Matter of Baby K
119

, the courts affirmed the 

duty-to-treat regardless of the patients underlying condition.  The most notable advance in 

social justice in American health care regarding access to emergency care occurred with 

the passage of the Emergency Medical Treatment and Active Labor Act (EMTALA)
96

 and 

the Patient Protection and Affordable Care Act of 2010.
52

  This has relevance for HIV 

patients being admitted for any emergency, including ICU admission, irrespective of the 

patients’ ability to pay. 

 

4.3.2 Federal Emergency Medical Treatment and Active Labor Act  

The Emergency Medical Treatment and Active Labor Act (EMTALA)
118

 , enacted in 1986, 

as part of the Consolidated Omnibus Budget Reconciliation Act of 1985,  mandates the US 

Government to provide emergency services to any person accessing the emergency service 

regardless of the diagnosis (e.g. labor, AIDS).
100

 This would clearly include emergency 

access to ICU for patient’s requiring such level of care, irrespective of their ability to pay.  

The emergency care worker may not deny services to this category of patient.
100

  The 

EMTALA was enacted “in response to concerns that some emergency rooms across the 

country had denied access to indigent, uninsured patients or inappropriately transferred 

them  to other hospitals, a practice known as ‘ patient dumping’.
97

  EMTALA requires 

hospitals that participate in Medicare to provide a medical screening of any patient who 

presents to the ER as a medical emergency”.  
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If the patient presents as a true emergency, validated by triage after screening, the hospital 

is compelled by law to provide the appropriate care to the patient, including ICU care, “and 

if such facilities is not available at the institution, it remains the responsibility of the 

hospital to secure such services from another hospital, having the necessary facilities.” 

Under EMTALA, “it is an offence for a reciprocal hospital not to accept such a patient if it 

has the facilities to treat”. The source hospital cannot refuse the transfer of a patient from 

another hospital, if it has the facilities to treat such a patient. The patient’s ability to pay or 

any delay to treat as a result of payment is an offence under EMTALA.
120

  In terms of 

EMTALA, a pregnant women who is having contractions is considered to be in an 

‘emergency medical condition’ and the emergency department she presents to, is legally 

compelled to give her the necessary care. 

 

Any alleged violations under EMTALA are investigated by the Dept. of Health and Human 

Services Centers for Medicare and Medicaid Services (CMS) and referred to the Office of 

the Inspector General for financial penalty.
97

  Therefore, under provisions of EMTALA a 

patient presenting with a medical emergency has a legal right of access to emergency care 

including ICU care. This would clearly include PLWHA requiring emergency admission to 

ICU. EMTALA has withstood legal muster as evidenced by case law and precedent as  

In St Anthony Hospital v United States Department of Health and Human Services 

(Judgement date: 28 August2002)120
 

4.3.2.1  IN ST ANTHONY HOSPITAL V UNITED STATES DEPARTMENT OF HEALTH AND 

HUMAN SERVICES (JUDGEMENT DATE: 28 AUGUST2002) 

 

In this case, the courts upheld the provisions of EMTALA by issuing a fine to the hospital 

for violation of provisions under EMTALA by “reverse-dumping” i.e. “refusal to accept an 

appropriate transfer of a patient or to treat a patient who does not have medical insurance’.  
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In this case, a patient was involved in a motor vehicle accident and sustained a life-

threatening injury to his abdominal aorta, which his attending hospital was not equipped to 

manage. However, St Anthony’s Hospital, a specialised unit equipped to handle such an 

emergency, refused to accept the patient. On enquiry, the hospital was not busy on that 

night and none of its theatres were in use. 

 

4.3.2.2  EMTALA AND S 27(3) OF THE CONSTITUTION OF SOUTH AFRICA- THE RIGHT TO 

EMERGENCY TREATMENT 

 

EMTALA
96

 defines an “emergency medical condition as ‘a medical condition manifesting 

itself with acute symptoms of sufficient severity, such that the absence of immediate 

attention could reasonably be expected to result  in  placing  the life of the individual, the 

pregnant woman or her unborn child in serious jeopardy; cause serious impairment to 

bodily functions; serious dysfunction of any bodily organ or part; and emergency care to a 

pregnant woman with contractions, where there is not enough time to effect safe transfer to 

another hospital for safe delivery”.  

 

In contrast,  the SA Constitution
94

 and the National Health Act
95

 do not define ‘emergency 

medical treatment’ which, unlike EMTALA, is explicit in its requirements from health care 

providers.  However, the Soobramoney case
105

 gave legal definition to the concept of 

medical emergency and which will be discussed in the subsequent paragraphs.  The 

emergency provisions under EMTALA, apply to hospitals that participate in Medicare, and 

unlike SA’s Constitution, does not impose a legal duty on private health institutions to 

respond to an emergency for the uninsured or indigent patient. However, the provisions 

under the American Health Securities Act of 2009
97

  and the Patient Protection and 

Affordable Care Act of 2010
52

 imposes a legal duty on all  health-care practitioners and 

institutions, to respond to an emergency, irrespective of the ability to pay.   
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EMTALA recognizes the rights of the unborn child, in its definition of an emergency as 

regards ‘placing her unborn child in jeopardy’. In SA law, the unborn child does not enjoy 

rights under  provisions of the Constitution, as it is not an autonomous independently 

functioning organism , but dependent on life-giving sustenance from the mother via the 

umbilical cord. 

 

4.3.3 American Health Securities Act 2009 (s308 1a)  

The American Health Securities Act 2009 (s308 1a)
97

 further entrenches the right to health  

in the US and  states that  medical services will be provided to patients ‘without 

discrimination on the grounds of race…..disability or illness’. This clearly would include 

PLWHA and access to ICU care. 

 

4.3.4 Patient Protection and Affordable Care Act of 2010 

The Patient  Protection and Affordable Care Act (s1302, p45) 
52

  states that ‘Emergency 

Care is a New Entitlement for All American Citizens’. This would be a new federally 

funded entitlement program, which grants all U.S. citizens access to emergency services 

without a direct financial cost to the patient. “At minimum, this codifies access to 

emergency services as a new entitlement granted to U.S. citizens without a direct financial 

cost to the patient.”
52

 This clearly would include ICU care for patients with HIV infection. 

This is in line with the WHO’s vision for universal health coverage.
121

  This health-care 

reform by the Obama Government brings approximately 45 million American citizens into 

the health care system, which was previously unaffordable, and thus inaccessible to them. 

This has major implications for PLWHA who now have free access to basic medical care, 

including treatment, care and support services and free access to ICU care. 
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Further health-care reforms by the Obama Government, specifically for PLWHA, involved 

renewing funding for the  Ryan White Comprehensive AIDS Resources Emergency 

(CARE) Act 
50

 and the  commissioning of a presidential oversight committee on 

HIV/AIDS.
53

  This has implications for PLWHA accessing ICU care as emergency care 

has to be made accessible to everyone. 

 
4.3.5  The law and informed consent-legal precedents  

The doctrine of informed consent is enshrined in law and affords protection to patients 

accessing medical care, including ICU care. 

 

4.3.5.1  THE LAW AND INFORMED CONSENT-LEGAL PRECEDENTS IN THE USA 

 

Most countries require informed consent from the patient for any medical intervention. If 

the patient lacks capacity to consent, as with patients presenting in coma or inebriated by 

alcohol or drugs, then proxy consent from a designated family member would be obtained. 

This is a legal pre-requisite in the USA and SA and espouses the ethical principle of 

autonomy and respect for the individual. In a medical emergency where consent cannot be 

obtained, the ‘defense of necessity’ would prevail, including emergency admission to 

ICU.
122

  In both the USA and SA, legal precedents have been set regarding informed 

consent, refusal of consent and issues around emergency consent. This has direct relevance 

to patients admitted to ICU who may refuse such treatment.  A do-not-resuscitate (DNR) 

order or living will may be presented to the CCS, which is a legal instruction to the CCS. 

In an emergency, the CCS may obtain consent from a mandated surrogate decision-maker 

for patients who lack capacity to consent. (Table 9) 
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TABLE 9 THE LAW AND INFORMED CONSENT-LEGAL PRECEDENTS 

 

South Africa USA 

Castell v de Greef (1994) 

C v Minister of Correctional services(1996) 

Schloendorff v. Society of New York Hospitals(1914) 

Salgo v. Leland Stanford University  

Board of Trustees(1957) 

Cobbs v. Grant(1972) 

 

Several landmark decisions in the United States established the legal obligation of 

clinicians to obtain consent before treating patients. The ‘doctrine of informed consent’ is a 

legal pre-requisite in the USA, as evidenced by the following case law. In the first case, 

Schloendorff v. Society of New York Hospitals,
123

 the Court of Appeals of New York in 

1914 determined that ‘‘Every being of adult years and sound mind has the right to 

determine what shall be done with his own body.’’ In the second case, Salgo v. Leland 

Stanford University Board of Trustees,
124

  which was heard in 1957, the Court of Appeals 

of California stated that clinicians must disclose to a patient ‘all the facts which mutually 

affect his rights and interests’  in obtaining consent.  In the third case, Cobbs v. Grant,
125

  

the Supreme Court of California in 1972 established that “The scope of the physician’s 

communication to the patient, then, must be measured by the patient’s need, and that need 

is whatever information is material to the decision.” 

 

 

4.4  THE LAW AND PUBLIC HEALTH POLICY IN SOUTH AFRICA 

Seven  legal frameworks will be addressed with respect to the right of PLWHA accessing 

ICU care, namely: the South African Constitution and the constitutional right of access to 

health care services and emergency care
94

, The Promotion of Equality and Prevention of 

Unfair Discrimination Act, The National Health Act, The Medical Schemes Act, The Law 

and Informed Consent-Legal Precedents in South Africa, HIV Testing in ICU-the Defense 

of Necessity and HIV/AIDS -A Human Rights Issue. 
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4.4.1  The South African Constitution 

In terms of the Constitution
94

, the State is prohibited under s9(3) from unfairly 

discriminating “directly or indirectly against anyone on one or more grounds, including 

race, gender, sex, pregnancy, marital status, ethnic or social origin, colour, sexual 

orientation, age, disability, religion, conscience, belief, culture, language and birth”.  The 

Constitution specifically makes provision by the State for access to health care services 

within its available resources (s27).  In addition, nobody may be refused emergency 

treatment (s27).  The human rights norms enshrined in the Constitution are justiciable.  The 

Bill of Rights guarantees civil and political as well as economic, social and cultural rights. 

Numerous provisions in the Bill of Rights impact directly and indirectly on PLWHA, 

including: s9 on Equality, s10 on Human Dignity, s11 on the right to  Life, s12 on Freedom 

and security of the person, s14 on the right  to Privacy, s24 on the right to a healthy and 

safe environment, s27 on the right to  health-care, food, water and social security.
94

 

Section 27(1) of the Constitution provides that everyone has the right to have  access to 

health care services, and there is an obligation on the State to take reasonable legislative 

and other measures within  its available resources to achieve the progressive realisation of 

each of these rights.
126

   This is the formula that the Constitution uses in respect of the 

cluster of socio-economic rights that are protected in it.  

 

As the jurisprudence has developed, the key issue is how the courts enforce socio-

economic rights within its available resources, such as the right of access to health care, 

without unconstitutionally trespassing on the policy-making and implementation 

responsibilities of the executive.  The test as far as justiciability of socio-economic rights is 

concerned, is one of reasonableness.
126

 The advantage of this test is that it requires a clear 

exposition and justification by government for its policy choices, without being unduly 
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rigid and prescriptive. However, given that SA is a resource constrained country with 

limited resources for health care and other services, the issue of admitting PLWHA to ICU 

must be discussed within the availability of the provision of this limited-resource. The 

constitutional test for the standard of ‘reasonableness’ has withstood legal muster in the 

following case law and precedents. 

 

4.4.1.1 GOVERNMENT OF RSA AND OTHERS V GROOTBOOM AND OTHERS(JUDGMENT 

DATE: 4 OCTOBER 2000)
127

 

 

In this case Irene Grootboom challenged the High Court, and later the  Constitutional 

Court (CC) in terms of section 26, “which gave citizens the right of access to adequate 

housing, and section 28(1)(c), which gave children the right to shelter”. Irene Grootboom 

lived in poor conditions in Wallacedene informal settlement. The High Court had found 

that the children and, through them, their parents were entitled to shelter under section 

28(1)(c). Justice Yacoob, noted “that the Constitution had an obligation to help people 

living in poor conditions in terms of housing, healthcare, food and water, and social 

security. The Court stressed that human dignity, freedom and equality were denied to those 

without food, clothing or shelter.” The CC acknowledged that these rights could not be 

realized immediately, but progressively depending on the available resources of the State. 

The programme in force in the area at the time “fell short of this obligation and the CC 

ordered the State to provide relief for those disadvantaged people who had not been catered 

for.” 

 

The Constitutional Court (CC) in Grootboom, indicated that in determining whether 

governmental action is reasonable in terms of section 26(2) of the Constitution, a court will 

not enquire into whether different and more favourable measures could have been adopted. 

The reasonableness enquiry recognises that a wide range of options may be adopted by the 
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State to meet its objectives.
126

  One of the recurring themes in the judgments of the CC is 

that if governmental measures are to be deemed reasonable, they must cater for those most 

in need and whose rights are most in peril.
128

  There must be a demonstration that the most 

marginalised and vulnerable in the society are being assisted by the government measure. 

A comprehensive housing policy was therefore held to be unreasonable in Grootboom, 

because no provision was made to alleviate the plight and conditions of those in great need 

and who were on waiting lists for formal housing. They were simply left to their own 

devices, with no assistance from the State, and this was untenable. Similarly, in the 

Treatment Action Campaign case,
129

 the court held that the government policy of 

restricting the use of nevirapine to prevent mother-to-child transmission to certain test sites 

was unreasonable. 
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4.4.1.2 MINISTER OF HEALTH AND OTHERS V TREATMENT ACTION CAMPAIGN AND          

OTHERS (JUDGMENT DATE: 5 JULY 2002)
130

 

 

The Treatment Action Campaign (TAC) and two other parties challenged the 

Government’s policy on the prevention of mother-to-child transmission of HIV by the use 

of nevirapine. The drug was made available to the South African Government free of 

charge for two years, but irrespectively, Government restricted its use to a limited number 

of pilot sites. The Courts ruled in the applicants favour as “the policy seriously affected a 

significant group of HIV-positive mothers and children who did not have access to the 

research sites and were effectively denied access to a potentially life-saving medical 

intervention.” 

 

The net effect of the policy was that those who were entirely dependent on the State for 

health care were being denied access to the drug that could potentially prevent mother-to-

child transmission if they attended public hospitals outside the test sites. The drug was 

being offered free of charge to the State for a certain period, and the court concluded that 

the reasons for not making the drug available in all State hospitals when its use was 

sanctioned by the attending physician was unreasonable. Once again, the most 

marginalised and disempowered in society were worst affected by the policy. The State 

was ordered to change its policy and bring it into line with the Constitution. 

 

In both Grootboom and the TAC cases, the court set aside the policies, and taking 

cognisance of the separation of powers allowed government to reformulate the policies in a 

manner that complied with its constitutional obligations. Finally, the CC in Mazibuko
131

 

provided further guidance on how to evaluate the reasonableness or otherwise of measures 

adopted by government. The court declined to grant an order obliging government to 

provide a minimum of 50 litres of free water per person per day in the Phiri area of 
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Soweto. Such an order would, in the opinion of the court, have been unduly prescriptive 

and may have had the effect of hampering government in the proper and systematic 

realisation of all socio-economic rights. The CC
132

 held that government policies would be 

unreasonable if they made no provision for those desperately in need, if government 

adopted a policy with unreasonable limitations and exclusions, and if government did not 

continually review its policy to ensure that the achievement of rights was being 

progressively realised. In this case, the court held that the policy of providing 25 litres of 

free water, together with various other options including installing prepaid water meters, 

was not unreasonable. A factor that weighed heavily with the court was that indigent 

persons could apply for a further and additional supply of free water. Importantly, 

government provided a full and comprehensive explanation for its policy choices. 

 

As a consequence of the jurisprudence on the socio-economic rights, government is 

required to progressively realise the right of access to health care. In terms of section 4(3) 

of the National Health Care Act 2003, the State, clinics and community health centers 

funded by the state must provide free health care services to pregnant and lactating women 

and children below the age of 6 years, who are not members or beneficiaries of medical aid 

schemes. Further free primary health care must be provided to all persons, and women 

access to free termination subject to the Choice on Termination of Pregnancy Act, No 92 

of 1996 and free post-exposure prophylaxis to the victims of sexual assault. Beneficiaries 

of medical insurance schemes and persons receiving occupational health compensation 

were excluded from these free benefits.  
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4.4.1.3 THE APPLICATION OF THE LIMITATION CLAUSE - SOOBRAMONEY V 

MINISTER OF HEALTH (KWAZULU-NATAL) CASE CCT 32/97 (DECIDED ON 27 

NOVEMBER 1997) 

 

In South Africa, the constitutionally sound basis for rationing has been canvassed in the 

case of Soobramoney.
105 

In a case involving the right to access dialysis treatment, the 

Constitutional Court held “that the right to emergency medical treatment was restricted to a 

person who suffers a sudden catastrophe which calls for immediate medical attention. The 

Court held that the right to emergency treatment could not mean that the treatment of 

terminal illnesses had to be prioritised over other forms of medical care, such as 

preventative health care. It also held that the right to emergency medical treatment was 

independent from the right to life and had to be interpreted in the context of the availability 

of health services generally.” The court found that Addington Hospital’s dialysis treatment 

access policy was reasonable and rational, and that the hospital’s denial of treatment to 

Soobramoney was fair. The court’s decision is significant as it endorsed the reasoning that 

limited resources should be prioritized to the most deserving patients meeting scientifically 

validated triage/eligibility criteria. 

 

If the right to emergency health care provisions of the Act is challenged, as in 

Soobramoney
105

, “the focus no doubt will be on whether the infringement of the rights of 

the applicant  is reasonable and justifiable in accordance with section 36 of the 

Constitution. Section 36 of the Constitution provides for the limitation of rights in the Bill 

of Rights, therefore no right is absolute.”   

 

The Siracusa principles
110

 adopted by the ICESCR spells out five criteria  concerning 

human rights and restrictions to public health based on resource limitations.
111

 The burden 

of proof still falls on those who want to restrict rights, and concrete scientific and public 

health evidence is needed, specifically with response to Siracusa Principle 5 which states 
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that “ it cannot be unreasonable or discriminatory in its application”.
111

  The question, 

therefore, is whether the purpose the law seeks to achieve, justifies the infringement of the 

right, for example, not to be denied access to life-preserving renal dialysis, as in 

Soobramoney.
105

 

 

In respect of scarce resources, such as access to ICU beds and access to dialysis, policy 

makers are within the law in equitably prioritising such resources to those patients who 

will most benefit from it.  Therefore, in respect of the limitation clause in the Bill of 

Rights, as in Soobramoney,
105

 can a patient with AIDS with multiple co-morbidities, such 

as severe sepsis and organ failure, be considered to be in the end-stage of a chronic illness, 

for which there is no cure, and thus be denied ICU care?  The answer would be in the 

affirmative, using the  same arguments and precedent decided in the Soobramoney case.
105

 

 

4.4.2 International Guidelines on HIV/AIDS and Human Rights 

In line with provisions under the Constitution,  the South African Human Rights 

Commission (SAHRC) approved the United Nation’s ‘International Guidelines on 

HIV/AIDS and Human Rights’.
133

 The SAHRC called on the government to implement 

them and has been vigilant in protecting the rights of PLWHA, including, inter alia, the 

lack of provisioning of ART in some government hospitals
134

 and the issue of the South 

African Blood Transfusion Services banning gay men from donating blood.
135

 The 

SAHRC is vigilant in protecting the rights of its citizens, including PLWHA, with specific 

focus on discrimination, access to care, treatment and support, which may be unfairly 

denied to them. 
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4.4.3  The Promotion of Equality and Prevention of Unfair Discrimination Act  

The Promotion of Equality and Prevention of Unfair Discrimination Act (PEPUDA)
136

  

seeks to ‘advance equality in public and private life’ in line with the ideals enshrined in the 

Constitution. It provides legal redress against ‘unfair discrimination, hate speech and 

harassment’. It prohibits unfair discrimination on any grounds, including the 16 explicitly 

listed in the Bill of Rights. PEPUDA further gives protection against unfair discrimination 

for PLWHA, in its wider interpretation of  “other status”.
136

 

 

4.4.4  The National Health Act 

The National Health Act (NHA)
95

 s3 (1) tasks the Minister of Health, within the limits of 

available resources, to equitably prioritise the health services that the state can provide. 

The “rights of users are dealt with in terms of emergency treatment; participation in 

decision-making; providing informed consent; consent in respect of incompetent persons 

and in emergency situations; confidentiality; protection of health records and access to 

information; and the right to complain”. Section 2(5) of the NHA “specifically mentions 

the right not to be refused emergency medical treatment”. This is in line with the 

Constitution (s27.3). Patients with HIV/AIDS, irrespective of the stage of the disease, are 

protected by Constitution and NHA when decisions need to be made regarding their 

admission to ICU.  

 

4.4.5  Medical Schemes Act 

The Medical Schemes Act of 1998 was enacted to compel medical aids to provide a 

minimum package of essential services to its membership.
90

  The Act refers to 26 

conditions listed under ‘Annexure A-Prescribed Minimum Benefits’  which provide access 

to emergency medical care including treatment of respiratory failure and chronic renal 

failure using therapeutic algorithms agreed upon by the Minister of Health. 
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4.5  THE LAW AND INFORMED CONSENT-LEGAL PRECEDENTS IN 

SOUTH AFRICA 

The legality of informed consent by treating clinicians was established by several landmark 

decisions in South Africa. Judgment in Castell v de Greef
137

 in 1994  (Table 9) introduced 

the ‘doctrine of informed consent’ into South African medical law. The facts in this case 

centered around the defendant, a plastic surgeon, who was sued for damages by the 

plaintiff  on account of an unsuccessful subcutaneous mastectomy.
138

  Ackerman J held 

that the plaintiff was not warned of all the material risks of the operation by the surgeon, 

which constituted a fundamental requirement of informed consent, as the plaintiff was not 

aware that gangrene of her breast could be a complication of this type of operation.   

 

In C v Minister of Correctional services
139

 in 1996, the Court upheld the patients right to 

informed consent including knowledge of all material risks of the proposed treatment. In 

this case, the Minister had ordered HIV testing of all prisoners in his correctional facility, 

without the patient’s informed consent, without pre- or post-test counseling, and without 

access to treatment for those who tested HIV positive.  Both cases resulted in all patients 

being required to sign informed consent forms for all hospital procedures, which include 

PLWHA, who would need to consent to ICU care.  

 

4.5.1  HIV testing in ICU-the defence of necessity 

In the USA, approximately 40% of patients admitted to ICU with HIV infection are 

unaware of their status at the time of their ICU admission.
140-143

  All states in the USA have 

specific legislation regarding informed consent and HIV testing.
144

  For emergency consent 

and HIV testing, the hospitals ethics committee or legal representative would  be 

consulted.
144

 Using surrogate HIV markers, such as HIV RNA (ribonucleic acid) assays or 
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CD4 counts may be a violation of legal statutes in some states.
144

  It should be noted that a 

low CD4 count, although characteristic of advanced HIV disease, could be due to other 

non-HIV related  causes in critically ill patients.
145 146

  Similarly, with post-exposure HIV 

testing, some states explicitly permit HIV testing without consent , whilst other states 

explicitly prohibit HIV testing without consent.
144

  In the USA, with the exception of  

legally-designated decision makers, disclosure of a patient’s HIV status to family or 

friends is prohibited.
147

 

In patients admitted to ICU who lack consent making capacity due to their medical 

condition, a definitive diagnosis of HIV/AIDS by using surrogate HIV markers, may lead 

to earlier diagnosis and treatment of the life-threatening condition. The principle of 

beneficience and the defense of necessity would prevail. 

 

The WHO guiding document on ‘ HIV-counseling and testing in health institutions’
148

 

advise client-initiated HIV counseling and testing (HCT). With regard to ‘provider-

initiated’ HIV testing, the WHO and UNAIDS categorically do not support the mandatory 

or compulsory testing of individuals on public health grounds.
148

  Hence South Africa’s ‘ 

Compulsory HIV testing of alleged rapists’ Act
149

 and Botswana’s  Law
150 151

  regarding 

‘Harmful HIV-related Behavior Act’ and  ‘ Compulsory  HIV testing of alleged rapists’ 

Act,  would be in direct contravention of the  guidelines in the WHO document
148

 

regarding ‘mandatory or compulsory HIV testing’. 

 

For patients who are seriously ill, including patients in ICU, issues of informed consent 

and confidentiality must be adhered to for  patients having such consent-making 

capacity.
148

  For patients lacking consent-making ability, such as coma, the WHO advises 

proxy consent ‘from the patient’s next-of-kin, guardian, or other care-giver’. In the absence 
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of such surrogate decision-maker, the physician should act in the best interests of the 

patient.
148

   In a situation where the HIV status would influence the acute care management 

of the patient , there is a moral and ethical obligation on the physician to act ‘ in the best 

interests of the patient’.
152

  In an emergency, the ‘defense of necessity’ would prevail.
122

 

 

Would the ‘defense of necessity’ doctrine withstand legal muster with regard to the urgent 

initiation of ART in ICU, for a patient who lacks consent-making capacity?  This ethical 

dilemma would be further explored in the chapter on the initiation of ART in ICU.  The 

WHO makes mention of ‘ethical partner notification’,
148

 but  for a patient who lacks 

consent-making capacity in ICU , such disclosure would create an ethical conflict and 

‘awkward interactions’ between the ICU staff  and relationships with family members.
147

  

In the USA, the Centers for Disease Control (CDC) 2009 revised guidelines advocates the 

policy of  routine ‘opt-out screening’ i.e. ‘performing HIV screening after notifying the 

patient that  the test will be performed and that the patient may elect to decline or defer 

testing. Assent is inferred unless the patient declines testing’.
153

 Since 2010, South Africa 

has also adopted the routine ‘opt-out screening’ for HIV testing, which is viewed as 

progressive, as previously HIV testing was only performed at the request of the patient.
4
 

 

In SA, the National Health Act (Ch. 6) further protects the right to informed consent. On 

the issue of informed consent, patients with HIV infection often present in stupor or coma, 

and lack capacity to give consent. In an emergency, surrogate decision-making could be 

employed if a family member of the patient is present.
95

  Often, no family is present.  

Strauss (1991) advises  that:
122

 

“Emergency medical treatment without consent is justified where there is a 

serious possibility of death or deterioration of the health of the patient. The 
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treatment must be in the best interests of the patient. The treatment must not be 

against the will of the patient e.g.  any advanced directive. This is justified on 

the basis of necessity.” 

 

 

4.6  MEDICAL ETHICS 

According to Singh et al, moral agents, in our context, critical care specialists, need to 

make morally challenging decisions “which is not a precise art but a learned skill”.
24

 

They further state that ethical decision making over “difficult choices” would always be 

debatable and the decision-maker would have to rely on “various ethical principles and 

ethical theories devised”
24 

 

They further state that in making ethical decisions, three important factors need to be 

considered.
24

 

1.   the choices from which they can deliberate towards an ethically acceptable 

decision  

2.  the consequences of these decisions have to be taken into account.  

3.  the clinical context of the health care dilemma will affect the decision to be made. 

 

4.6.1  Medical ethics at the bed-side-how do critical care specialist’s decide what is ethical? 

Medical ethics does not consist simply in following the recommendations of the WMA, 

HPCSA or American College of Emergency Physicians (ACEP). Their recommendations 

are usually general and open-ended in nature, and must be individualised by the CCS to the 

specific situation at hand.  There are different approaches to ethical issues i.e. non-rational 

and rational approaches.
16
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4.6.2  Non-rational approaches 

There are five non-rational approaches which can be used in deciding whether a patient 

should be admitted to ICU but they are subjective, and justifying their use would be 

problematic as opinions between CCSs may vary.   

1.  Obedience: By just following rules of authority, whether or not one agrees with 

them. 

2.  Imitation: Here a subordinate imitates the example of a role model. The common 

example is junior doctors imitating the behavior of their consultants. 

3.  Feeling or desire: relies on a subjective feeling of what feels right or wrong. 

4.  Intuition: is an immediate response of the right way to act in a situation which 

may be influenced by past experience. 

5.  Habit: is an efficient method of moral decision-making but there may be good 

habits (truth-telling) and bad habits (lying). 

 

4.6.3  Rational approaches 

The WMA handbook 
16

 states that the best way to make ethical decisions is to consider all 

four rational approaches of consequentialism, deontology, virtue ethics and principlism.  

 

4.6.3.1  CONSEQUENTIAL OR UTILITARIAN ETHICS 

 

In true consequentialist fashion, one has to ask the question’ Do the ends justify the 

means?’ Consequential or utilitarian ethics emphasise the ‘greatest good for the greatest 

number of people’.
24 154 155

  It focuses on what one seeks to accomplish with an action and 

our ‘ moral worth ‘ being the relative happiness or pain caused.
156

 An action is right if, and 

only if, it promotes the best consequences, and the best consequences are those in which 

happiness is maximised. Utilitarianism, the best known consequentialist theory, states that 

the right action is the one that produces the greatest happiness for the greatest number of 

people. Hence, utilitarian theory would support the physician in making important 
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decisions regarding scarce resource allocations, particularly in our context of advanced 

HIV infection. Consequentialist theory would influence the doctor to use the scarce utility 

to produce the best outcomes for the greatest number of people. This theory supports the 

principlism theory of distributive justice i.e. ‘ who bears burdens and enjoys benefits’.
157

  

These ethical theories would support the CCS in making triage or rationing decisions in 

ICU, a scarce and expensive utility. Utilaritariasm has been criticized as “ the greater 

balance of happiness over unhappiness” does not relate to the value of justice or issues of 

human rights for the individual patient.
156

 

 

4.6.3.2  DEONTOLOGICAL ETHICS 

 

Deontology or ‘rule morality‘ethics conforms to a morally acceptable principle that an 

action is right if, and only if, it is in accord with a moral rule or principle, irrespective of 

the consequences.
156

 It relates to our “rational capacity as human beings to distinguish 

between right and wrong” and our moral motivation as an “ inalienable sense of duty and 

respect”.
156

  It asks the question ‘What is right?’ and ‘What is the right thing to do?’
24 154 

155
  Immanuel Kant,

154 155
  in his ‘categorical imperatives’ speaks of ‘perfect and imperfect 

duties’. His perfect duties are ones that have to be met and one is blameworthy if one does 

not meet them. His ‘imperfect duties’ are praiseworthy and circumstantial. 

 

In our clinical context of a patient with advanced HIV infection, this moral obligation 

would imply that the physician must always have the intention, duty or obligation to do the 

right thing, i.e. to ‘treat all patients to the best of your ability’ or ‘stop treating a patient 

when burdens substantially outweigh benefits’. Deontology is criticized as it remains 

abstract and difficult to implement practically as consequences are always important in 

assessing our moral actions.
156

 The practical implementation of this theory in terms of 
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allocation of scarce resources, i.e the single ICU bed for two competing patients, would not 

factor in triage criteria as it would be morally problematic to make such a value judgement 

on two lives. 

 
4.6.3.3  VIRTUE ETHICS 

 

Virtue ethics concentrates on the character traits or virtues of the individual that inspire 

him to do good. 
24 154 155

   The theory further states that to do good one has to be good.  

Hence the good physician must possess virtues such as compassion, integrity, discernment 

and trustworthiness. Virtue theory is criticised in that having the good motive and intention 

to do good does not necessarily mean that a good decision will be reached on every 

occasion.  

  

4.6.3.4  PRINCIPLISM 

 

Beauchamp and Childress
157

  have suggested four basic components of principlism ethics 

that are particularly relevant to health care ethics: autonomy, beneficence, non-maleficence 

and justice. 

1.  Autonomy. The principle of autonomy involves respect for the person and the 

recognition of the patient as an autonomous agent empowered with choices to 

make decisions. The patient is empowered to make an informed consent or 

informed refusal of treatment options, but only after demonstrating knowledge, 

and understanding the implications of such decision.  

  In the clinical context of a patient with HIV infection requiring resuscitation, 

clearly a DNR order from the patient would have to be respected. However in 

practice, such DNR orders are rarely seen, partly due to physicians not sharing 

such information with their patients and also due to the low literacy levels of 

patients presenting to public health institutions.
158-160

 Do not attempt resuscitation 

orders( DNAR) may be pronounced by the attending physician if the underlying 
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medical condition would render resuscitation medically futile, e.g terminal 

cancer.
161

 The principle of autonomy also requires the physician to protect those 

who have diminished autonomy as is the case with a patient with AIDS presenting 

in delirium or coma.  Here the three principles of beneficence, non-maleficence 

and justice become more important. 

2.  Beneficence: This principle requires the physician to treat the patient in a manner 

that will benefit the patient and protect them from harm. The Hippocratic Oath 

requires physicians to benefit patients “according to their best judgment”. In our 

clinical context of a patient with advanced HIV infection, “best judgment” will 

include prevention of continued pain and suffering and the provision of palliative 

care. This would also preclude the administering of medically futile interventions, 

such as active resuscitation and treatment on mechanical ventilator support in 

ICU.  The American Medical Association (AMA)-Code of Ethics (Opinion 2.037) 

states: “When further intervention to prolong the life of a patient becomes futile, 

physicians have an obligation to shift the intent of care toward comfort and 

closure”.
98

 The Health Professions Council of South Africa (HPCSA) recognises 

this by stating:
162

 

 

“…life has a natural end and the existence of such techniques of life 

support…for whom there is little hope for recovery. The quality of life 

which may follow some treatments might raise questions as to whether it 

is in the best interests of the patient to start or continue treatment”. 

 

3.  Non-maleficence: This principle requires the physician not to deliberately harm 

the patient. In our clinical context, the decision not to actively resuscitate the 
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patient but rather palliative care balances our obligations to do no harm and 

maximise possible benefit. There is an overall net benefit to the patient. 

4. Justice: The principle of justice  in health  is about “ fairness in health 

treatment”.
156

 This principle encompasses legal justice, as when a patient wishes to 

litigate against a health practitioner, rights justice, as the right of access to health 

care, and importantly, in resource constrained environments, the principle of 

distributive justice. Beauchamp and Childress state that distributive justice is “ 

[f]air, equitable and appropriate distribution in society determined by justified 

norms that structure the terms of social co-operation”. 
157

 This is of particular 

importance in SA, a resource constrained environment with a high burden of 

disease i.e. HIV/AIDS. Furthermore ethically challenging resource allocation 

decisions need to be made on a daily basis by CCS on whom to admit to ICU. 

 

Utilitarianism is a justice theory that asks: ‘Who ought to receive benefits and bear 

burdens?’ Beauchamp and Childress state that this is a question of distributive 

justice in the sense of ‘fairness in distribution, or ‘what is deserved’.  

Libertarianism is another justice theory and is based on the affordability of the 

patient to pay for services. This theory would support the private health care sector. 

Communitarianism is dictated by societal needs. The Texas Advanced Directive 

Act (TADA) is a good example of this principle  as it determines, legally, when 

further medical treatment may be inappropriate under strictly prescribed conditions, 

and meets with societal approval.
163

 Egalitarianism is a justice theory which 

upholds that resources are distributed according to equality and not according to 

need. 
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4.7  DISCUSSION 

In the light of these  rational approaches to decision-making, principlism is probably the 

most practically effective tool that could be used by CCS as a framework for moral 

reasoning “ as it draws on the idea of a common morality”.
156

 It also emphasizes that when 

the four principles are in tension each other , “ one must weigh the principles until some 

equilibrium is found and their relative weights come to rest”, drawing on  Rawls’ idea of “ 

reflective equilibrium”. 
156

 In the ethical dilemma of access to scarce resources by a patient 

with poor prognosis i.e. AIDS, and access to ICU, the principles of autonomy, beneficence 

and non-maleficence, will be in tension with the utilitarian principle of distributive justice.  

In this instance, one principle must be judged as having priority over the others in terms of 

priority setting. This is where evidence based medicine is of paramount importance in 

terms of developing triage criteria for PLWHA and admission to ICU.  These criteria must 

be based on current best scientific practice. 

 

Admitting a patient with AIDS, severe sepsis and multi-organ failure to ICU for life 

support would not be an optimal use of a scarce and expensive resource, i.e. the ICU bed as 

current scientific evidence associates these co-morbidities with a high mortality, and may 

have the added effect of denying another patient with a better prognosis the chance of life.  

The CCS has to be mindful of the prognosis of the patient and of the resource constraints 

with regards to access to scarce resources i.e. an ICU bed. This thinking would be 

influenced by the principle of distributive justice. For PLWHA, there are currently no 

triage criteria to determine who will benefit from ICU care. Herein lies the ethical 

dilemmas encountered by CCS on a daily basis on whom to admit to ICU in a resource 

constrained environment. 
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Difficult  personal decisions still need to be made by the CCS working in HIV endemic 

regions on the effective triage of ICU admissions of patients with  advanced HIV infection 

based on individual case presentations, availability of resources, and applicable ethical 

principles.
15

  Physicians using HIV infection as an exclusion criterion for admission to ICU 

is common practice.
25 164

  In the context of patients with HIV infection requiring ICU care, 

the  ethical dilemmas regarding  ICU admissions remain:
24 

 Whom to admit to the ICU in the face of limited resources? 

 How to manage the patient who has not recovered despite ICU care? 

 

All these issues are difficult to resolve as there are no existing objective admission criteria 

for ICU for patients with HIV infection.
165,104 ,23 

The efficient use of ICU resources is 

influenced by triage tools, organizational structures ( open versus closed units) and cost 

effective treatment protocols.
166

  Utilitarian tools used include Quality Adjusted Life 

Years(QALYs), Disability Adjusted Life Years (DALYs), Cost Effectiveness 

Analysis(CEA) and Cost Benefit Analysis (CBA).
167

 These approaches still pose the same 

question: “Do the ends justify the means?” 

 

Patient or surrogate proxy preferences are unlikely to effectively ration ICU care.
168

 Danis 

et al (1988),
169

  in their study ‘Patients' and Families' Preferences for Medical Intensive 

Care” state that 70% of the patients and families were willing to undergo ICU care again 

even for one month of survival. They further state that 8% of patients were unwilling to 

undergo ICU care to achieve any prolongation of survival and that their preferences were 

poorly correlated with functional status, or quality of life and prognosis. Therefore, in their 

study, patients chose survival over quality of life.
169
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4.7.1  Withdrawal of life-support: legal issues 

Withdrawal of life support becomes the focus of attention when a patient has an 

‘irreversible condition’ and continued ‘life-sustaining treatment’ becomes medically 

futile.
163

 These legal prescripts will be discussed in detail in the section on medical futility. 

There is a close connection between health and human dignity. The capacity for enjoyment 

of the rights to life and human dignity is obviously significantly diminished by poor health. 

 

Regarding the withdrawal of life support, the first and most important  case precedent was 

In re Quinlan,
170

  Karen Ann Quinlin, a 22 year old woman, had taken a drug  overdose 

which left her in a persistent vegetative state. She was on mechanical ventilation in ICU. 

The  Supreme Court of New Jersey (1976) In re Quinlan,  was of the opinion:
170

 

 

“that, if Ms. Quinlan were to become miraculously lucid and perceptive of her 

irreversible condition, she would decide against further mechanical ventilation, 

which it considered her constitutionally-guaranteed right of privacy.” 

 

However, as Ms. Quinlan could not exercise this right on her own, it could be asserted by 

her father acting as her guardian.”  The court was faced with the decisions of weighing 

Quinlans right to privacy and the states intent to preserve human life and the medical 

professions to practice medicine according to their best judgement.
170

 Quinlan was in a 

persistent vegetative state with no chance of recovery and hence could not make this 

decision. Quinlans father had applied to the court to be appointed Quinlan’s legal guardian 

and to have the respirator removed. The court agreed and concluded that Quinlan’s father 

should act in ‘ in accordance of her best interests’.
170

 This landmark decision recognized 
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the ‘ right to die’ and freed the medical profession from criminal prosecutions and civil 

liability.
170

 

 

In the case of Clarke v Hurst NO23
171

,  Dr. Fred Clarke was in a persistent vegetative state 

for four years and ‘there was no prospect of any improvement in his condition and no 

possibility of recovery’. His wife applied for a court order to appoint her curatrix so that 

she could authorise the withdrawal of his treatment and an order to say that such 

withdrawal would not constitute murder. The order was granted by the courts for 

withdrawal of his treatment, including withdrawal of  naso-gastric feeding .
172

  Thirion J 

observed in the case of Clarke v Hurst NO23:
171 

 

“As it was put in 58 US Law Week 4936: ‘Medical advances have altered the 

physiological conditions of death in ways that may be alarming: highly 

invasive treatment may perpetuate human existence through a merger of body 

and machine that some might reasonably regard as an insult to life rather than 

its continuation.” 

 

In the language of health care, dignity usually equates to quality of life .
138

 In a situation in 

which a person no longer has quality of life, his or her dignity is usually significantly 

impaired.  In re Cruzan,
173

 Nancy Cruzen was in a persistent vegetative state as a result of 

a motor vehicle accident. She was kept alive by a gastrostomy tube being inserted in her 

stomach, to give her life-sustaining calories and hydration. Cruzans parents requested the 

attending doctors to terminate life support, i.e. gastrostonomy feeding, which they were 

hesitant  to do without a court order. The Missouri Supreme Court, acknowledged a 

patients right to refuse medical treatment under the ‘ Due process clause’, i.e under the 
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doctrine of informed consent, but was hesitant to extend this right to family members 

making this proxy decision for their loved ones, as the court held that it could not 

guarantee that the family was acting in the best interests of their loved ones.
173

 In re 

Cruzan, court upheld the constitutional right to life. 

 

In the wake of In re Cruzan,
173

 the US Congress in 1990 passed the Patient Self-

Determination Act
174

  to help patients avoid unwanted medical interventions. This took the 

practical form of do-not-resuscitate orders (DNR) and living wills. The Texas Advance 

Directives Act 1999 (TADA)
163

 was endorsed by the AMA and was adopted as policy by 

many hospitals in America. Its intent was to ethically resolve disputes regarding medical 

futility. TADA will be discussed in depth in the chapter on medical futility. 

The Oregon ‘ Death with Dignity Act(1997)’ allows terminally ill patients the  right to 

euthanasia by the ‘ voluntary self-administration of lethal medications expressly prescribed 

by a physician for that purpose’.
175

 

 

In SA, DNR  orders and living wills are regarded as legal instruments.
172

  

‘Do not resuscitate’ (DNR) orders, referred to by the HPCSA as ‘Do not attempt 

resuscitation (DNAR)
162

 orders’ may be initiated in three defined situations: 
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1. by the patient in the form of an advanced directive( e.g. a ‘living will’) or informed 

refusal for CPR,  

2. a clinical judgement by the physician where any attempts at resuscitation would be 

deemed to be futile as there is no realistic prospect of ‘ reversibility of organ 

dysfunction’,  

3. a decision by the patient and/or his family that the benefits of CPR are outweighed 

by the burdens and risks involved. 

 

Do not resuscitate orders are a form of passive euthanasia and only applies to the 

withholding and withdrawing of CPR, and does not affect decisions on palliative and other 

medical  care for the patient.
176

  DNR orders allows for the terminal condition to take its 

natural cause and thus prevent prolonging the patient’s death. A living will is an advance 

directive made by the patient while mentally competent. This  advance directive instructs 

the treating physician to withhold or withdraw  life-sustaining treatment in the event of 

terminal illness or fatal injury and to allow natural death to take its cause. Due to the low 

literacy levels in the patient population generally in South Africa, advanced directives such 

as a  ‘ living-will’ is rarely seen by physicians. An advance directive such as a ‘living will’ 

would remove many of the ethical dilemmas encountered by physicians in the emergency 

room with regards to patients with advanced terminal illness, including people with 

advanced HIV disease, and fatal injuries. The withholding and withdrawing of care allows 

the underlying fatal condition to cause the patient’s death.
176

 In the continuum of care for 

people living with HIV/AIDS, physicians should share knowledge of advance directives 

(living-will) with patients and their families, when the disease has progressed to advanced 

stage. 
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In the clinical  context of  PLWHA  commonly presenting  with PJP and  respiratory 

failure, the patients Constitutional right 
94

 to life (s11) and the right not to be refused 

emergency treatment (s27) would compel  the CCS to resuscitate the patient. This right is 

further entrenched in the National Health Act 61 of 2003.
95

 

 

 In the USA, the patient has a Constitutional right to life and right to emergency care.
28

  

This right is further entrenched by the American Health Securities Act 2009
97

, Federal 

Emtala Law
100

, and the newly enacted Patient Protection and Affordable Care Act of 

2010
51

.  Whether practicing in the USA or SA, the CCS is compelled by law to resuscitate 

the patient i.e. to render emergency treatment. However, the level of care that the patient 

subsequently receives will depend on the institutional policies, standard treatment 

guidelines and availability of resources. 

The presence of a DNR or living will would have to be respected in such emergencies. 

 

 

4.7.2  Legal and ethical right of patients to access an ICU bed 

 
4.7.2.1  LEGAL PRESCRIPTS 

 

The Constitution of America does not contain a ‘limitation clause’. As a result, courts in 

the USA have been obliged “to find limits to constitutional rights through a narrow 

interpretation of the rights themselves”.
138

  The Oregon Health Plan was an explicit 

managed  health care plan for the State of Oregon, in an attempt to give universal access to 

basic health care to its citizens, control costs and to curb expenditure  on novel treatments 

with no proven scientific benefit.
175

 The Plan was a consultative process with government, 

health care providers and civil society input to provide to prioritized list of 

conditions/treatments that would be funded. The underlying principle was that of rationing 
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of certain services, in a transparent manner. The Oregon Health Services Commission , 

comprising Physicians, a nurse, social worker and consumers or purchasers  of health care 

services to develop a list of conditions that were financially viable in terms of its state  

budget, that would save costs and hence would expand health coverage to more of its 

people. Part of the cost-containment involved curtailing funding for organ transplant 

programs.
177

 The Oregon Health Plan was shown not to have contained costs and 

expanding health coverage as envisaged, and is described by some critics as a “ Bold 

Experiment” that failed.
177

 

 

The Patient Protection and Affordable Care Act of 2010,
52

 expected to be fully 

implemented by 2014, talks of rationed health care in terms of appropriate, cost-effective, 

quality health care which will be strictly monitored by federal government.
52

 Thus, affluent 

countries also need to control runaway medical inflation, by legislative means. The ACA 

contains nine titles that address, amongst others,” the entitlement of quality health for all 

Americans, the role of public health programs, improving the quality and efficiency of 

health care and prevention of chronic disease and improving public health”. The right to 

emergency care, irrespective of affordability is enshrined in the ACA. Section 1302, (page 

45)  of the ACA  states that “Emergency Care Is a New Entitlement for All American 

Citizens.”
52

  

 

In South Africa, the legally accepted basis for rationing have been canvassed in the 

previous discussion of Soobramoney
105

, in terms of  the limitation clause contained in s36 

of the Bill of Rights.
94

 In  SA, rationing of scarce resources, such as access to ICU and 

access to dialysis, is justiciable provided  its application  is reasonable and justifiable, in an 

open and democratic society ,with due respect to human dignity, equality and freedom and 
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taking into account , among other provisions,  the nature of the right to be restricted and 

that less restrictive means do not exist to achieve the purpose.
94

 

 
4.7.2.2  ETHICAL PRESCRIPTS 

 

The World Medical Association states that a physician can determine that a treatment is 

‘medically futile or non-beneficial because it offers no reasonable hope of recovery or 

improvement or because the patient is permanently unable to experience any benefit’. 
16

 

The WMA further states that  a physician is under no obligation to provide ‘futile or non-

beneficial treatment’.
16

  The American Medical Association has also deliberated on this 

issue and has stated that:
98

 

‘'In a situation where the resources of a health care facility are overwhelmed  

by  epidemic illness…..,the prudent emergency physician must make important 

triage decisions to benefit the greatest number of potential survivors.” 

 

The American Medical Association (AMA)-Code of Ethics (Opinion 2.037) states: “When 

further intervention to prolong the life of a patient becomes futile, physicians have an 

obligation to shift the intent of care toward comfort and closure”.
98

  The Health Professions 

Council of South Africa (HPCSA) also states that it is permissible to withhold treatment 

“even if it is not in the best interest of the patient”
162

 e.g. in critical care units and chronic 

dialysis units for end stage kidney failure.  The HPCSA contends that ‘ a health care 

institution has the right to limit life-sustaining interventions without the consent of a 

patient or surrogate by restricting admission to these units’.  The right to life has been 

characterized as the most fundamental of all human rights.
138

  At the same time, the right to 

life does not mean life “as mere organic matter…but the right to human life, the right to 

live as a human being, to be part of a broader community, to share in the experience of 

humanity”.
138
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4.7.3  Intensive care triage: rationing in the ICU 

“However, if a disease exists that can be treated, this does not mean that it should be 

treated, or that it should be treated with the most effective treatment available. Given the 

scarcity of resources, the opportunity cost of treating one over another must be 

considered.”(Mooney, 2003)
178

 This statement by Mooney succinctly puts into perspective 

the importance of triage and rationing policies for ICU in the face of scarce resources.  

Triage, from the French word “trier”, literally means: “to sort”. It is utilitarian in nature 

and the  aim is to bring “the greatest good to the greatest number of people”
154

 – this is 

achieved through prioritising limited resources to achieve the greatest possible benefit. 

Patients are sorted with a scientific triage tool in order of urgency - the end result is that the 

patient with the greatest need is helped first.
102

 Triage policies are principlistic in nature in 

terms of  fair allocation of limited resources.  According to the Wallis et al , in their ‘Cape 

Town Triage Score’, “the aim of an efficient triage system is :
102

  

1.  To expedite the delivery of time-critical treatment for patients with life-

threatening conditions, 

2.  To ensure that all people requiring emergency care are appropriately categorised 

according to their clinical condition, 

3.  To improve patient flow 

4.  To improve patient satisfaction 

5.  To decrease the patient’s overall length of stay 

6.  To facilitate streaming of less urgent patients 

7.  To be user-friendly for all levels of health care professionals.” 

 

In relation to ICU, such a triage process is an ethical and clinical imperative. ICU beds are 

a scarce resource and its use is a high-cost driver in terms of the health budget, both in the 
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USA and SA. Critical care services account for more than1% of GDP in the USA and 

comprise an increasing proportion of hospital costs, up from 8% in 1980 to 20% 

currently.
179 180

 It has been estimated that critical care medicine costs had increased 190% 

between 1985 and 2000.
181 182

  The CCS is at the front-line of such decision-making 

processes, and is under pressure to contain costs.
183

  Ward et al, in their 2008 ‘Perception 

of cost-constraints, resource limitations, and rationing in United States intensive care units-

results of a National survey’ interviewed  physician and nurse ICU directors’
184

  in 447 

USA hospitals and  concluded that: 

 

“Our study shows that a substantial minority of critical care nurse and 

physician directors perceive some cost constraints, resource limitation, and 

rationing of some therapies to occur in ICUs. A larger proportion of 

respondents perceive rationing to occur “rarely” (defined in this survey as 

<25% of the time) or ‘never’.”
184

 

 

Some of these decisions may have fatal consequences, such as decisions to limit life-

support, decisions not to admit a patient to ICU or not to provide a therapy that might  be 

effective.
185

 Such decisions must be in accordance with the law, and  must be ethical, 

equitable, free of individual bias, and transparent,
185

 and must meet societal approval. 

Many patients and families believe that they are entitled to the full range of critical care 

services.
186

  As stated, even in the face of poor prognosis,70% of patients or their families 

are willing to undergo intensive care to achieve even one month of survival.
187

 

 

Many CCSs feel that it is unethical to withhold any treatment from a patient that may 

benefit the patient.
188 189

  The reality is that no health care system can provide all patients 
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with all treatments available, especially if marginal benefit is to be gained. To do so would 

impact on other worthy societal goals such as education or social welfare services etc.
190

  

Truog et al (2006) believes that while public health policy and regulatory structures 

provide guidelines for rationing of ICU beds, the bed-side clinician still has to use their 

clinical judgment to make an informed, individual decision based on the specific case 

presentation.
190

  The Task Force on Values, Ethics, and Rationing in Critical Care 

(VERIC) commissioned by the ATS, has defined rationing as “the allocation of healthcare 

resources in the face of limited availability, which necessarily means that beneficial 

interventions are withheld from some individuals.”
190

  This is utilitarianism in its true 

sense:’ do the ends justify the means?’
154

  and relates to the fair allocation of resources.  

 

Truog et al divide rationing decisions into three groups, the first being decisions based on 

external limitations, e.g. non- availability of an ICU bed. Secondly he mentions decisions 

based on clinical guidelines, e.g. standard treatment guidelines, essential drugs lists, 

treatment algorithms. Lastly he mentions  decisions based on clinical judgment, e.g. 

personal knowledge and experience regarding outcomes based on multiple chronic co-

morbidities and age-based rationing .
191

  Although rationing by clinical judgment can be 

ethical, it can be viewed as unethical when issues of subjectivity and bias come into play, 

which largely remains unrecognised by the individual CCS
190

 as it may be a sub-conscious 

decision, eg. admitting a patient with advanced age or malignancies does not automatically 

confer a poor prognosis
192 193

 By virtue of CCSs deciding how much time to spend on 

rounds in the ICU, and allocating more time to the sicker patient needing greater 

intervention, intrinsic rationing decisions are taken by CCSs every day.
190
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With regard to bed-side rationing , Levin et al (2006), suggest that this form of rationing 

involves decisions on  ‘diagnostic tests to be performed, therapies to be administered, and 

decisions about whom to admit and discharge in ICU’.
185

  ICU beds are a limited resource 

and difficult value-laden decisions need to made on whom to admit and whom not to 

admit.
194 195

  The dictum of ‘first-come, first-served’ could be used to justify the allocation 

of the only available ICU bed to equally competing patients who would otherwise have an 

equal claim to the bed.
190

  Triage would justify decisions on fair allocation ‘when resources 

are diverted to those with the greatest expected benefit’.
190

 

 

Other factors identified in influencing triage decisions are bed status, mode of professional 

communication, time of day or night and seniority of the attending doctor. When beds are 

limited, fewer and sicker patients are admitted to the ICU
196 197

; patients discussed by 

phone are less likely to be admitted to ICU than those examined by the ICU physician
198

 ; 

at night more patients are refused ICU care (probably because of junior staff on duty)
198

; a 

senior physicians recommendation is more likely to secure an ICU bed  than a junior 

colleague.
198

 According to Levin et al, these criteria fall into an ‘ethical grey zone’.
23

  They 

further state that improving the triage process with scientifically validated data will 

improve equity and efficiency in the ‘ fair allocation of resources’
23

 and would be a  move 

away from “triaging patients in cold blood”
199

.  The legal provisions governing these 

decisions have been discussed in the chapters on law and ethics. 

 

4.7.3.1  ENSURING A FAIR PROCESS 

 

Daniels (2004) in his ‘ accountability for reasonableness’ for  priority setting  states that 

the “central requirements of a fair process are:
200

  



91 

 

1.  Publicity: the process must be transparent and involve publicly available 

rationales for the priorities that are set. This has the added benefit of encouraging 

good governance. 

2.  Relevance: stakeholders who are affected by the decisions should agree that they 

rest on reasons, principles and evidence that they view as relevant to making fair 

decisions about priorities. This has the added benefit of assuring stakeholders that 

their voice has been heard. 

3.  Revisability and appeals: decisions can be revisited and revised in light of new 

evidence and arguments. This appeals process provides protection to those who 

have legitimate reasons for being an exception to adopted policies. 

4.  Enforcement or regulation: a mechanism is in place to ensure that the previous 

three conditions are met.” 

 

As Cleary et al (2011), mention in their paper on ‘Claims on health care: a decision-

making framework for equity, with application to treatment for HIV/AIDS in South 

Africa’,
201

 issues around fair allocation must encompasses rational thinking on issues such 

as ‘ the notion of a claim’ and ‘communitarian claims’
202

.  These theories focus on the fact 

that an individual is a member of a community or society, and the individual is viewed as 

having a claim on health care, and society has a reciprocal obligation to provide the care.  

However, Cleary et al mention that claims are not absolute with respect to their being met, 

and when not all can be met, society needs to allocate resources to those individuals with 

relatively stronger claims.
201

  Interestingly, strong legal provisions and legal precedents 

support these theories, as discussed in the chapter on law with regard to the Patient 

Protection and Affordable Care Act
52

 and  ’The application of the limitation clause in the 

Bill of Rights-South Africa’,
94

 as canvassed in Soobramoney. 
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4.8  CRITICAL CARE ETHICS AND HIV/AIDS 

Critical care ethics concerns the moral issues related to, amongst other things, triage and 

rationing of beds in ICU, ethical concerns regarding withholding and withdrawing of care 

in ICU, issues concerning medical futility decisions, HIV testing, informed consent and 

confidentiality. Critical care ethics also includes decisions regarding  ventilator support for 

patients in respiratory distress e.g. PJP as a result of HIV infection, major surgery 

performed to an increasingly older and sicker population, and severe poly-trauma related to 

motor vehicle accidents.
23

 

 

4.8.1  The World Medical Association and ethics 

The World Medical Association Ethics Manual
16

 is the result of a globally representative, 

comprehensive and consultative process guided and coordinated by the WMA Ethics Unit. 

It is meant to be a guiding document to practicing physicians, but not be regarded as a 

policy document.  The WMA Declaration of Geneva  ethically commits physicians not to 

“discriminate on their patients on the grounds of age, disease or disability, social standing 

etc”.
16

  This has particular relevance to PLWHA in terms of  discrimination and 

stigmatisation  practices by the profession  regarding medical  care and especially access to  

emergency care where futility diagnosis on the basis of HIV/AIDS are made.
25 164

 

 

The Declaration of Geneva requires of the physician that ‘The health of my patient will be 

my first consideration’. The International Code of Medical Ethics states ‘ A physician shall 

owe his patients complete loyalty and all the resources of his science’.
16

  With resource 

limitations due to budgetary constraints and other competing priority spend such as 

education, social welfare etc. allocation of scarce resources have become a major dilemma, 
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especially in the context of the overwhelming burden of disease such as HIV/AIDS and 

access to ICU.  The WMA has acknowledged this with the following guiding statements: 

espousing the justice principle by stating
16

 ‘It entails a more social approach to the 

distribution of resources, one that considers the needs of other patients. In circumstances 

where a choice must be made between potential patients for a particular treatment which is 

in limited supply, all such patients should be entitled to a fair selection procedure for that 

treatment.  That choice must be made on medical criteria and made without 

discrimination.’ This statement holds special importance for PLWHA and access to scarce 

resources, the ICU bed. 

 

 

Ward et al, in their 2008 survey of resource limitation and rationing in ICU’s in the USA, 

concluded: ‘for while the commonly held ethical principal of distributive justice dictates 

we use our limited resources to give the most effective care to the most people, the 

common interpretation of “beneficience” and the ‘rule of rescue’ often lead our healthcare 

system to give help to all who ask for it regardless of prognosis.’
203

   

  

4.8.2    Professional regulations 

The Code of Ethics for Emergency Physicians in the USA
17

 and the Health Professions 

Council of South Africa
18

 guidelines on the management of patients with HIV infection or 

AIDS imposes an ethical duty on a physician not to discriminate against a patient on the 

basis of their HIV status. Both professional  bodies including the WMA further state that a 

physician is under no obligation to provide ‘futile or non-beneficial treatment’.
16

   It is thus 

evident that the grave decision on medical futility rests with the individual attending CCS. 

What guides the CCS in such a decision? 
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The case precedents mentioned established that patients, or their surrogates, have the right 

to refuse treatment. Outside of these case precedents, CCSs need to be guided by scientific 

evidence on such decision-making. Some of the potential determinants are thought to be 

prognosis of the acute  disease, prognosis of  the underlying disease, patients age, 

resources, human rights, societal contribution, patient preferences, family wishes, cultural 

considerations, financial implications for family (e.g. sole breadwinner), socioeconomic 

status, physician experience, policy of intensive care unit and  threat of litigation.
35

 These 

potential determinants will be further critically evaluated and analysed in the chapter on 

the attitudes and perception survey- ‘To investigate the attitudes and perceptions among 

Critical Care Specialists in South Africa pertaining to the provision of intensive care 

services to patients with HIV infection’. 

 

4.8.3  The concept of medical futility 

In one of the ancient Hippocratic treatises, The Art, physicians and patients are 

admonished: “Whenever a man [sic] suffers from an illness, which is too strong for the 

means at the disposal of medicine, he surely must not expect that it can be overcome by 

medicine.” The ancient Greek healers suggested that among the three goals of medicine 

were cure, relief of suffering, and the refusal to treat those “overmastered by their 

illness”.
204

  The text reminded physicians that to attempt a futile treatment was to display 

an ignorance that is “allied to madness.” These same ancient healers and philosophers went 

on to note that “dreadful diseases demand dreadful remedies”.
205

 

 

According to Robert Fine (2000), in his article on ‘Medical Futility and the Texas Advance 

Directive Act’, he states that “one generations futile treatment, becomes the next 

generations bold experiment which may go on to become efficacious therapy”.
206

  Such is 

the advance of medical science, that previously common fatal conditions, like scurvy, TB, 
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and syphilis, are amenable to prevention and treatment. Even for HIV/AIDS, the advent of 

ART with newer and more potent combination regimens have turned a fatal condition into 

a chronic manageable condition, like hypertension or diabetes, requiring lifestyle changes 

and a commitment to life-long treatment. The development of insulin for diabetes and 

penicillin for sepsis has saved the lives of countless numbers of people, who would 

otherwise have died. The advent of successful cardio-pulmonary resuscitation in the 

1960’s,
207

 organ transplantation and techniques of  physiological life support , like dialysis 

and mechanical ventilation, have given the profession ‘mastery ‘ over the functioning of  

the human body  and have challenged and mystified the boundaries of medical futility.
206

  

Some of the science was ‘ill-gotten’ gains and   was unethical, such as the Nazi world war 

experiments and Tuskegee Syphilis study. The ethics of these experiments are outside the 

scope of this study. 

 

The Karen Quinlin
170

, Nancy Cruzen
173

 and the Fred Clarke
171

 case precedents have firmly 

established that patients, or their surrogates, have the right to refuse life-sustaining 

treatments, by the courts regulating the process of refusal.  In the case of Gilgunn v. 

Massachusetts General Hospital (1995)
208

, the court upheld the physician’s request  to  

deny  cardiopulmonary resuscitation (CPR) to a patient dying of multiple organ failure. 

The court’s ruling also extended to refusal of the family’s request for CPR. 

 

4.8.3.1 ETHICS AND MEDICAL FUTILITY 

 

These and other likewise legal rulings described in the preceeding paragraph had resulted 

in active debates around the concept of medical futility in the medical profession. Some of 

the definitions and guidelines suggested at the time were ‘physiological, qualitative and 

quantitative futility’.
209 210

  Others argued that the concept of medical futility was too 
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value-laden and was “fraught with confusion, inconsistency, and controversy”
211

  and that 

the medical profession should not be the sole decision-makers in these decisions, referring 

to the judiciaries oversight role in helping with futility decisions. The American Medical 

Association (AMA) then  issued a policy document outlining its policy on medical 

futility.
212

  The policy recommended a process-based approach, with consultation and 

deliberation by the ethics committee, and if there was no resolution, an attempt be made to 

transfer the patient to another institution. If that failed, the council noted that by ethical 

standards, a futility decision could be made.
212

  AMA did note that “the legal ramifications 

of this course of action are uncertain.”
212

 

 

 1.  The Texas Advance Directives Act 

 This process was incorporated into the Texas Advance Directives Act in 1999 

(TADA).
213

 TADA recognizes the autonomy of a mentally competent patient to 

accept or refuse life-prolonging treatment in the context of terminal or irreversible 

illness. A surrogate could make such decision acting on behalf of an incompetent 

patient. If there is a request for treatment that the treatment team feels is medically 

futile, an ethics consultation may be requested. The ethics committee may agree 

that further treatment is futile, and would advise that if no other facility would 

accept the patient, then treatment , may be withheld or withdrawn’. 

TADA creates a ‘legal safe harbor’ in that the courts are involved in disputes and 

a ‘moral safe harbor’ as all the relevant parties, attending physicians, members of 

the ethics committee and concerned family members are involved.
206

 

 

 The Texas Advance Directive Act
163

 gives legal definition to an ‘irreversible 

condition’ as a ‘condition, injury, or illness that may be treated but is never cured 
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or eliminated; that leaves a person unable to care for or make decisions for the 

person’s own self ; and that, without life-sustaining treatment provided in 

accordance with the prevailing standard of medical care, is fatal’.
163

 

 

 Here again, TADA has given legal definition as to what constitutes life-sustaining 

treatment.  According to its definition, it means ‘ treatment that, based on 

reasonable medical judgement, sustains the life of a patient and without which the 

patient will die.’
163

  The term includes “artificial life support like mechanical 

ventilation, kidney dialysis and artificial nutrition and hydration”.
163

  The term 

does not include palliative care such as pain management  and comfort care.
163

 

 

2.  The American Medical Association and American Thoracic Society 

Furthermore, the AMA
212

 and the  American Thoracic Society (ATS)
20

 advise that 

interventions to limit or withdraw care that  physicians consider’ futile or 

inappropriate be made through an extra-judicial conflict-resolution process 

involving both physicians and patients and their families.’ Societal approval was 

also a pre-requisite.
20

 

 

 

In both in the USA and SA, the law and the professional bodies governing the 

ethical conduct of health care professionals, would support triage and rationing 

decisions of scarce resources e.g. access to ICU care and dialysis.  Futility, by its 

very nature is a value-laden concept, and needs judicial and ethics committee 

enquiry, as in TADA. The Codes of Ethical Conduct for the profession by the 

World Medical Association, American College of Emergency Physicians and the 
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Health Professions Council of South Africa regarding admissions or medical 

futility decisions to intensive care services for patients with HIV infection are 

open-ended and place the responsibility of the decision on the individual 

physician.  Opinion 2.035 on futile care by AMA states that “physicians are not 

ethically obliged to deliver care that in their best professional judgment will not 

have a reasonable chance of benefitting their patients’.
212 214

  AMA further advises 

that such denial of treatment be scientifically and ethically justified, as defined in 

Opinion 2.03-‘Allocation of Limited Medical Resources’.
215

 

 

To avoid abuse of this ill-defined concept, the  Society of Critical Care Medicine 

(SCCM),
216

 states that ‘‘Treatments should be defined as futile only when they 

will not accomplish their intended (physiologic) goal. Treatments that are 

extremely unlikely to be beneficial, are extremely costly, or are of uncertain 

benefit may be considered inappropriate and hence inadvisable, but should not be 

labeled futile.’’ Hence, critical care specialists using the ‘cloak’ of futility to make 

implicit resource allocation decisions are thus cautioned.  Further-more, the 

AMA
212

 and  ATS
20

 advise that interventions to limit or withdraw care that  

physicians consider futile or inappropriate be made through a consultative process 

involving both physicians and patients and their families. Societal approval was 

also a pre-requisite.
20

 

 

The guidelines by the American Medical Association (AMA), American College 

of Emergency  Physicians (ACEP), The Society for Critical Care Medicine 

(SCCM), The American Thoracic Society (ATS) and the Health Professions 

Council of South Africa (HPCSA) highlight the very essence of this study i.e. 
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“The Ethical Dilemmas of Critical Care Specialists Encountered in the Admission 

of Patients with HIV Infection to Intensive Care.” 

 

“Given our limited ICU resources, the introduction of new potentially life-

saving technologies, patient demand for them, and the ageing of our 

population, such challenges will become more commonplace in the future, 

as will conflicts among ethical principles in the ICU.”
19
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CHAPTER 5:  BOTSWANA, BRAZIL AND INDIA 
 

 

5.1  INTRODUCTION 

This chapter identifies and evaluates the regulatory and ethical frameworks, as well as 

current best practices by Critical Care Specialists regarding HIV infection and admission to 

ICU in Botswana, Brazil and India as comparative emerging economies to South Africa, 

all with universal health coverage and with a high burden of HIV infection.  Resource 

constraints and other issues relevant to developing countries may require the formulation 

of guidelines that do not necessarily conform with those of the developed world.  

 

This chapter therefore provides an overview of the HIV burden of Botswana, Brazil and 

India as well as their relevant laws and guiding ethical codes of conduct.  A brief country 

comparison will be performed between Botswana, Brazil, India and South Africa regarding 

the impact of HIV/AIDS, their regulatory, ethical and clinical practice regarding 

HIV/AIDS and admission to intensive care. 

 

 

5.2  BRIEF OVERVIEW OF BOTSWANA, BRAZIL, INDIA AND SOUTH     

AFRICA 

Botswana, Brazil, India and South Africa are considered to be at similar stages in their 

economic development, all being previous colonies and as emerging economies, are having 

to reinvent themselves following their independence.  All four countries provide universal 

health coverage through public health care systems and have dealt with the HIV pandemic 

with varying levels of success.  Resource constraints and other issues relevant to 

developing countries may require ICU admission guidelines that do not necessarily 

conform to those of the developed world.    



101 

 

 

5.3  HIV PREVALENCE 

HIV statistics of the four countries indicate their differing resources and levels of political 

will. (Table 10)  Their populations vary considerably in size, and although Botswana has 

the highest HIV prevalence of 24.8%, it has achieved universal coverage with ART and 

has the fewest people living with the disease. India has the largest population of over 1 

billion people, its estimated HIV prevalence is 0.3% (2.3 million people) while  South 

Africa has the highest number of people with the disease (5.3 million) and  the largest ART 

roll-out programme in the world (1.4 million).
1
  

 
5.3.1 Botswana 

 

Botswana’s response to  HIV/AIDS is considered to be one of Africa’s most 

comprehensive programmes of HIV/AIDS prevention, treatment and care.
217

 In 2012, the 

total population of Botswana was estimated to be 2 million.  The number of PLWHA for 

2011 was 300 000, giving a prevalence of 23.4% and 178 684 people on ART, giving an 

ART coverage of greater than 95%.
7
 (Table 10) PMTCT coverage was greater than 95%. 

The AIDS mortality co-efficient-per 100 000 inhabitants was 291 or 4200 deaths for 2011, 

a sharp fall from 18 000 deaths in 2001 due to AIDS.
7
 This could be attributed to 

Botswana’s vigorous treatment and care programs, and the result of its ART programs 

which began in 2002 which would be discussed in the subsequent sections. 

 

With the introduction of a comprehensive prevention, treatment and care programme, the 

life expectancy increased from 40 years for the 2000-2005 period, to 53 years in 2011.
218

 

This was possibly the result of the expanding access to ART for PLWHA.
219 220

  The ratio 

of annual AIDS-related deaths decreased by approximately 50%, from 15 500 (2003) to 

7400 (2007), while the estimated number of new AIDS orphans fell by 40%.
221

 The ratio 
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of ante-natal attendees aged 20-24 years with HIV infection decreased from 38.7% (2001) 

to 27.9% (2007).
222

 The highest number of HIV screening tests in Africa was reported to 

be in Botswana, with 210 tests per 1000 population.
5
 

 

5.3.2 Brazil 

 

Brazil and SA are similar in that they are nations with ‘great disparities of wealth, a long 

history of social discrimination based on skin colour, and oppressive gender relationships’, 

all of which continue to negatively impact on the health of their citizens.
223

At the 

beginning of the 1990s, The epidemics in Brazil and South Africa at the beginning of the 

1990s were at a similar stage with a prevalence of HIV infection of approximately 1.5 % 

among adults of reproductive age.
224

  However  by 1995, the HIV epidemic in South 

Africa had begun to ‘explode’, with a prevalence already greater than 10%, whereas the 

infection rate in Brazil at that time had declined by half due to the initiation of ART.
224

   

In 2011, the HIV prevalence in Brazil is reported to be 0.3%, with 490 000 PLWHA, 215 

679 being on combination ART giving an ART coverage of 71% at an entry criterion of  

CD
4
 count of <350 cells/mm

3
.
7
 For 2011, the number of AIDS deaths was reported to be 

15 000 people.
7
 A large part of Brazil’s success is its effective treatment care and support 

programs and the initiation of combination ART in 2006.  

 

5.3.3  India  

 

India initiated ART rollout in 2004 and in 2011, a total of  543 000 PLWHA were initiated 

on ART, representing approximately 39-54% of those needing treatment.
1 7

 In 2033, 

HIV/AIDS in India is “projected to account for 17% of all deaths and 40% of all infectious 

diseases deaths”.
225

  Their AIDS mortality co-efficient is 14.7 per 100 000.   The UNAIDS 

2010 report estimated that India has 2.3 million PLWHA,  HIV prevalence of 0.3%, ART 
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coverage of 45.3% (15-49 years), with 425 000 people on ART.
226

 The PMTCT coverage 

is not known.  The average life expectancy for males is 65 years and females 67 years, and 

the AIDS mortality co-efficient-per 100 000 inhabitants is 14.7.  According to UNAIDS  

2010 report, India accounts for the third largest number of  PLWHA, after SA and Nigeria. 

The data on India masks distinct regional differences across 31 states and 503 districts, in 

which 72% of the population is rural.
227

 

 

In a country with a population of 1 billion people, a 0.1% increase equates to 

approximately 500 000 people.   In 2010, a total of 425 000 PLWHA are on first-line ART 

and  970  are on second-line drugs as a result of exorbitant costs of second and third line 

ARTs.
226

  Ironically, this was a direct result of India becoming  a signatory to the Trade-

Related aspects of Intellectual Property Rights (TRIPS) agreement from 2005.
228

   This had  

resulted in these previously locally  manufactured ‘Indian’  ARTs  now costing 

approximately ten times more due to purchasing from Indian-based, but  now foreign-

owned  drug companies.
228

  The TRIPS agreement was India’s’ trade-off in trying to 

comply with anti -piracy laws of western patented products, and its desire to  access 

international markets  for its soft-ware industry.
228

 However, this was at the expense of its 

pharmaceutical industry, with its consequent spiralling cost of essential drugs such as 

second and third  line ARTs.
228

 AIDS accounted for 3% of all deaths and 9% of all 

infectious diseases deaths in India.
225

 In 2006, according to UNAIDS, approximately 270 

000 to 680 000 AIDS deaths occurred in India.
229

    

 

Teja et al,
230

 in their retrospective study of  patterns of mortality in HIV infected patients 

admitted to a tertiary institution, observed that 88.2% of deaths relating  to HIV/AIDS  

occurred in patients who were never tested for HIV. Their study also showed that in the 
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ART era, a 9.7% increase in AIDS-related deaths occurred as compared to 2.9% in the pre-

HAART era.  It is postulated that this could be due to the late initiation of ART, treatment 

failure on first-line regimens, or ART-related toxicities. Devi et al, in their 2010 HIV sero-

prevalence study on patients presenting to the ER, found that 65.2% of the patients did not 

know their HIV status on presentation and that 35% of the admissions were for 

opportunistic infections related to HIV/AIDS.
231

  Both these studies advocate routine 

provider-initiated  opt-out HIV testing as a public health priority, and both emphasise the 

importance of effective HIV prevention programs, which appears disparate and 

fragmented.
232

  In 2033, it is projected that HIV/AIDS  will account for 17% of all deaths 

in India.
225 233

 

 

“The health care system  in India is also very disparate and fragmented.”
232

  “There is an 

imbalance in resource allocation, inadequate physical access to high-quality health services 

and human resources for health, high out-of-pocket health expenditures, inflation in health 

spending, and behavioural factors that affect the demand for appropriate health care.”
232

  

The administrative responsibilities for health are shared between the central (federal) and 

state governments.
234

  The National AIDS Control Programme is the responsibility of the 

Central Ministry of Health which lacks a formal public health department for this purpose. 

This has resulted in India not succeeding in controlling many infectious diseases.
234

  In 

2009, India had 2 million new cases of TB, many of which  were co-infected with 

HIV/AIDS, the highest for any country in the world.
234

 

 

India’s total expenditure on health was estimated to be 3.9% of the gross domestic product 

(GDP) in 2011
235

, of which the public expenditure on health was estimated to be 1.1%.
236

  

Private expenditures on health have remained high during the previous decade. In 2004-
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2005, India had  one of the highest proportions of household out-of-pocket health 

expenditures in the world of 71.1%.
237

  Public spending on health  increased from 1-3% of 

GDP,
238

 with the Ministry of Health being  allocated an increased budget for its National 

AIDS Control Programme for 2007-2012 of  US$2.5 billion.
238

  HIV prevention 

programmes have been allocated 67% of total funds, with 17% for curative care.
238

  The 

best performing state  is Tamil Nadu, with an ART coverage of 40%, which is thought to 

be due to the  commissioning of a dedicated Department of Public Health in the Health 

Ministry to oversee the National AIDS Control Programme.
234

  “In 2008, an estimated 11 

289 government hospitals had 494 510 beds, with regional variation ranging from 533 

people: bed ratio in a government hospital in Arunachal Pradesh to 5494 in Jharkhand.”
239

  

However, health disparities continue to grow in India, exacerbated by unequal economic 

growth, growing commercialisation of health-care (catering for health-tourism), and poor 

regulation of costs and quality of care.
238

 

 

“India is in dire need of a universal health-care system to cater for the large rural 

communities, estimated at 72% of its population, who have no access to health care, as 

most government and private hospitals are located in the urban areas.”
232

  “Furthermore, 

the  poor quality of health services in the government services are forcing poor people to 

access expensive private facilities  for health care, and in so doing, forcing themselves into 

a lifetime in debt.”
232

 

5.3.3.1 INDIA’S REGULATORY FRAMEWORK  

 

India  is not a signatory to  the ICCPR, CEDAW, and CRC.
240 

  The Constitution of  India 

does not specifically address the status of international and human rights treaties. “The 

incorporation into domestic laws of international instruments recognizing the right to 

health can significantly strengthen the scope and effectiveness of remedial measures. It 
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enables courts to adjudicate violations of the right to health by direct reference to the 

International Covenant on Economic, Social and Cultural Rights.”
113

   Two specific legal 

frameworks will be reviewed with respect to patient’s rights in accessing ICU care namely, 

the Constitution of India and the National Health Bill. 

5.3.3.2  CONSTITUTION OF INDIA 

 

Article 21 of the Constitution of India enshrines ‘the right to life’.
241

  As previously 

discussed, the ‘right to health’ is enshrined in many international human rights instruments, 

including article 12 of the ICESCR.
109

   Specific obligations are set out in General 

Comment 14, under which countries are bound to respect, protect and fulfil the right to 

health, and make goods available, accessible and acceptable.
109

  Access to affordable drugs 

has been interpreted as being part of  the right to health.
228

   “The Constitution of India, 

Part IV, Article 47, articulates a duty of the State to raise the level of nutrition and the 

standard of living and to improve public health:The State shall regard the raising of the 

level of nutrition and the standard of living of its people and the improvement of public 

health as among its primary duties…”
114

 

 

In 2009, the Government of India drafted a National Health Bill to further legally enshrine 

the right to health and the right to health care.
232

  However, this Bill has not been enacted 

into law as yet.  The Law Commission of India had enacted law, making it a legal duty  for 

private hospitals and practitioners to render emergency care to victims of accidents, 

medical emergencies and women in labour.
242

   Whether this commitment to rendering 

emergency care  is legally and ethically enforced in the private hospitals is a point for 

debate.
243

  Article 21 of the Constitution provides for the right to life,
241

 but concepts such 

as autonomy and death with dignity are not recognised in Indian Law and have not stood 

legal muster.
244

  According to Kapadia et al, in terms of The Transplantation of Human 
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Organ Act of 1994, brain death is an acceptable diagnosis only in the context of organ 

donation.
244

  Outside this exception, the legal validity of making a diagnosis of brain death 

due to medical conditions, or where the family do not provide consent for organ donation, 

is questionable.
244

 

 

In P Rathnam v Union of India,
245

 the court ruled that “ attempts to hasten death may be 

viewed as  part of a natural process. A person cannot enjoy the right to life to his detriment, 

disadvantage or dislike”. However this progressive judgement was overturned two years 

later  in  Gain Kaur v State of Punjab,
246

  wherein the judge ruled that “permitting 

termination of life in the dying or vegetative state is not compatible with Article 21”. As a 

result, many brain dead patients would be kept ‘alive’ on mechanical ventilation, until 

cardiac arrest, thus impacting on the availability of a scarce resource i.e. an ICU bed.
244

 It 

is interesting to note that only 1.6% of ICU deaths had do- not- resuscitate (DNR) 

orders.
247

 

 

5.3.3.3 INDIA’S ETHICAL FRAMEWORK 

 

The conduct of medical and allied health professionals in India is under the statutory 

authority of the Indian Medical Council,
248

 very  similar in its scope of  statutory 

responsibilities as the HPCSA and the Federal Council of Medicine’s ‘Code of Medical 

Ethics” in Brazil.  “The Code of Medical Ethics by the Medical Council of India (MCI) 

was amended in 2002. It is now called Indian Medical Council (professional conduct, 

etiquette, ethics) Regulation, 2002. It has two important features that have a direct bearing 

on HIV-infected patients in medical practice. One is consent and the other is 

confidentiality.”
249

 In terms of the amended code, no mention is made regarding informed 

consent before taking a blood test for HIV.  Unlike other common-law countries such as 
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Brazil, SA and the US, where a patient's consent is required for HIV testing,” no such legal 

principle is recognised in India”. “Accordingly, any challenge to compulsory HIV testing 

would probably need to rely upon the extension of constitutional rights to privacy.
249

  The 

prevailing view of health professionals in India is mandatory HIV testing for patients as it 

is desirable for the protection of health professionals and other patients.”
249

 

 

Regarding confidentiality and HIV-infected patients, the amended Code of Ethics of the 

Medical Council of India states that,  

"Confidential information entrusted by patients to a physician should never be 

revealed unless their revelation is required by the laws of the state. However to 

protect a healthy person against a communicable disease to which he is about 

to be exposed the physician should act as he would wish another to act towards 

one of his own family members in similar circumstances."  

 

Legal remedies to disclosure would be by court order, if there is a serious risk to a 

reciprocal concerned third party, such as the spouse, and if the condition constitutes a 

notifiable disease in terms of public health policy.
249

  In India, HIV/AIDS is a notifiable 

condition. 

 

The Indian Society of Critical Care Medicine has issued a position statement on limiting 

life-prolonging interventions and providing palliative care in end-of-life issues.
250

  With 

regard to this position statement, there are considerable variations in its application, 

particularly in the private sector, where the profit motive is the over-riding factor in 

decision-making.
244

  Jayaram et al  state that ‘the common man perceives that miracles 

regularly happen in ICU and lacks a realistic expectation of critical care outcomes.’
251
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There is, however, no comprehensive legislation in India addressing HIV/AIDS.  The draft 

bill on HIV/AIDS-2006 was approved by the Health Ministry, but not by the Ministry of 

Law, which stalled its enactment into law in 2007, and has deleted two chapters, one on 

treatment of HIV/AIDS, and the other on risk reduction.  The draft makes provision for 

PLWHA to access treatment as a right.  Furthermore, “the chapter on risk reduction, which 

sought to grant immunity to various targeted intervention programs by providing condoms 

to sex workers and homosexuals, and clean syringes for intravenous drug users (IDU) to 

prevent the spread of the disease, are in conflict with the Indian Law. Under current law, 

all these are seen as abetting the crimes of prostitution, homosexuality, and drug abuse.”  

Hence the delay in its implementation.
249

  A major step towards achieving universal access 

for key populations was taken in July 2009 with the Delhi High Court decision to read 

down section 377 of the Indian Penal Code and in effect decriminalise male to male sex 

behavior.
4
 

 

5.3.3.4  HUMAN RIGHTS IN INDIA 

 

Despite India being the world’s largest democracy and one of the fastest growing 

economies, successive governments have been slow to fulfil the right to health.
112

  Article 

21 of the Constitution of India enshrines ‘the right to life’.
241

  Chapter IV of the 

Constitution provides Directive Principles of State Policy that are in the form of 

instructions/guidelines to government.
241

  They talk about economic and social welfare of 

the population and how health rights should be fulfilled, but nowhere is there direct 

reference to the right to health.
112

  Although these principles are non-justiciable, they are 

fundamental in the governance of the country, and are  the directives for the future 

governments to incorporate in the decisions and policies to be formulated.
241

 

Article 42 of the Directive principles refers to the humane conditions of work and 

maternity relief. Article 47 further states that the duties of the state includes raising the 
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level of nutrition and standard of living of its people and improving public health, and to 

bring about the prohibition of alcohol consumption and drugs injurious to health.  

In a case precedent in 1980 regarding deaths due to accumulation of soot in the lungs of 

young workers in state-run pencil factories, the court ordered the government to implement 

safety measures.
252

  A year later, the Indian Supreme court reinforced its intention to link 

the right to life to the right to health and make it justiciable. It ruled that the right to life 

includes: 

“the right to live with human dignity and all that goes along with it, namely, 

the bare necessities of life such as adequate nutrition, clothing, and shelter and 

facilities for reading, writing, and expressing oneself in diverse forms, freely 

moving about and mixing and co-mingling with fellow human beings. Every 

act which offends against or impairs human dignity would constitute 

deprivation pro tanto of this right to live and it would have to be in accordance 

with reasonable, fair, and just procedure established by law which stands the 

test of other fundamental rights. The magnitude and components of this right 

would depend upon the extent of economic deprivation of the country, but 

must, in any view of the matter, include the bare necessities of life and also the  

right to carry on such functions and activities as constitute the bare minimum 

expression of the human self.”
253

 

 

In a 1995 case, the court considered the plight of workers in the asbestos industry and  

ruled that “social security, just and humane conditions of work and leisure to workmen are 

a part of meaningful right to life”.
254

  Such judicial precedents have resulted in health-care 

reforms in terms of access to emergency health care  from accidental injuries, medical 
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emergencies and maternal labour, thus compelling private health care institutions to treat 

irrespective of the ability to pay.
242

 

 

Government hospitals are also obliged to render emergency health care after the judicial 

ruling in the Paschim Baga Khet Mansoor Samiti vs State of West Bengal where the court 

ruled that the non-availability of beds  in  government hospitals to treat the medical 

emergency was a violation of Article 12.
255

  The court ruled that the right to emergency 

care was a core component of the right to life.  “India’s range of judicial precedents show 

that although India does not have an explicit and binding right to health in its Constitution, 

its judiciary is using creative reasoning to force the government to fulfill this right.”
112

  In 

the context of PLWHA and ICU care, it would be interesting to see how decisions 

regarding scarce resource allocations are made as there are as yet no admission and 

discharge criteria for ICU’s in India.
256

  Balarajan et al(2011), in their ‘Health care and 

equity in India’ mention “Physical access is a major barrier to preventive and curative 

health services for India’s (>70%) rural population”. 
232

 

 

5.3.3.5  CRITICAL CARE IN INDIA 

 

In 1993, the Indian Society of Critical Care Medicine was formed, with 2 000 members.
256 

257
  Most of the government ICU beds are found in large teaching hospitals and comprise 

5-8% of the hospital beds.
256

  That equates to four beds in a 500 bed teaching hospital. At a  

best case scenario of 8% ICU beds in the stated 11 289 government hospitals (494 510 

beds), this would equate to approximately 40 000 ICU beds for a population of 1 billion 

people, including 2.27 million PLWHA.  Jayaram et al, in their ‘ICU in India cost 

analysis’,
251

 estimated that there are 70 000 ICU beds between the private and public 

sectors, which cater for 5 million patients annually.
251

  The number of ICU beds available 
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is disproportionately low, both in private as well as public hospitals, and there is also 

considerable variations in the allocation and distribution of critical care services.
251

 As a 

result, obtaining a bed in ICU is often difficult for critically ill patients. 

 

Owing to the  shortage of ICU beds, only the ‘most critical of the deserving patients’ are 

provided ICU care that could contribute to high mortality in ICU as well as in the wards.
256

 

“Overall, there are few critical care units in the country that are well equipped and have the 

expertise to use modern, sophisticated technology to the patient's advantage.”
256

  Many 

PLWHA, particularly those requiring ICU care would find this level of care largely 

inaccessible or unavailable in the rural areas and largely inaccessible in the government 

sector in urban areas, and too expensive to access in the private sector. In the absence of 

comprehensive health care insurance, approximately 80% of patients will access this level 

of care in the private-for-profit sector, where it is estimated that one episode of 

hospitalisation is enough to account for 58% of per capita expenditure, pushing 2.2% of the 

population below the poverty line annually.
251

 

   



113 

 

TABLE 10 HIV PREVALENCE AND ART ROLLOUT-BOTSWANA, BRAZIL, 

INDIA, SOUTH AFRICA 

 

  Botswana Brazil India South Africa 

Total population (2012) 2 million 199 million 1.2 billion 50 million 

Estimated HIV prevalence  (2011) 

(No. with HIV/AIDS)7 

23.4%        

 (300 000) 

0.3%           

(490 000) 

0.3%            

(2 300 000) 

17.3%                 

(5 600 000) 

CD 4 count at ART initiation 350 350 250 250 

Year of ART rollout 5 2002 1996 2004 2004 

No. of people initiated on ART1 (2011) 

and ART coverage(2011)7  

178 684 

(95%) 

215 676 

(71%) 

543 000 

(30-38%) 

1 700 000 

(66%) 

AIDS Mortality co-efficient per  100 000 

inhabitants 

291 5.8 14.7 816 

 

The differences in their HIV prevalence (2011) are highlighted (Table 10) with Botswana 

being of particular concern given that it has a population of less than 2 million people.  

Table 10 also presents the disparity in HIV prevalence and ART rollout, and gives an 

indication of the challenges that lie ahead to provide universal ART coverage in the four 

countries.   

 

5.4  GLOBAL HEALTH INITIATIVES AND HIV/AIDS 

In an effort to combat the HIV pandemic, the Global Health Initiatives (GHI) are the  

efforts of a number of affluent countries and international institutions to finance the 

delivery of specific types of services for priority health problems in low-income countries, 

e.g. ART’s for HIV/AIDS, TB drugs,
60

 from which South Africa, Botswana, Brazil and 

India have all benefited.
7
(Table 11)  This funding has contributed to the roll-out of services 

in South Africa in particular,
60

 with  over 1.4 million people being initiated on ART by 

2011. The GHIs have been an integral part of many resource-limited countries AIDS 

programmes, and in 2007, this amounted to US$2.16 billion from the Global Fund to Fight 

AIDS, Tuberculosis and Malaria and the Global Alliance for Vaccines and Immunisation 
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(GAVI), and US$5.4 billion from the US President’s Emergency Plan for AIDS Relief 

(PEPFAR).  

 

The Bill and Melinda Gates Foundation and MERC Company Foundation also financially 

support Botswana’s HIV programme with MERC donating expensive third-line ARV’s to 

Botswana.
258

 The CDC has also collaborated with the Botswana Government (BOTUSA) 

to work on HIV/AIDS and TB research programmes. The Harvard School of Public Health 

is also involved with HIV related health research in Botswana and training the future 

generation of researchers (KITSO Training Programme) in Botswana as well as increasing 

and improving research facilities and monitoring programmes.
259

 

 

 According to the 2012 UNAIDS Global Aids Report, the BRICS countries – Brazil, 

Russia, India, China and South Africa – increased domestic public spending on HIV by 

more than 120% between 2006 and 2011. These countries currently fund, on average, more 

than 75% of their domestic AIDS responses and have dealt with the HIV pandemic with 

varying levels of success.
260

 

TABLE 11  GLOBAL HEALTH INITIATIVES FOR THE PEOPLE LIVING WITH 

HIV/AIDS 

 

Funders Botswana Brazil India South Africa 

Global Fund to Fight AIDS, Tuberculosis and Malaria X X X X 

Global Alliance for Vaccines and Immunisation X X X X 

US President’s Emergency Plan for AIDS Relief X X X X 

World Bank Multi-Country AIDS Program X X X X 

Bill and Melinda Gates Foundation X - - - 

MERC Company Foundation X - - - 

US Center for Disease Control (CDC) X - - - 

Harvard School of Public Health X - - - 
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5.4.1  International treaties in Botswana, Brazil, India and South Africa that give protection to 

people living with HIV/AIDS, including access to Intensive Care 

Botswana, Brazil, India and South Africa are signatories to a number of international 

treaties that give protection to PLWHA. These international treaties are enshrined in each 

country’s Constitution and Public Health Acts. (Table 12) While South Africa is a 

signatory on all six treaties that specifically provide for their protection, and the only one 

for the United National International Guidelines on HIV/AIDS and Human Rights, India 

has only signed two of the relevant five treaties.  

 

 

TABLE 12  INTERNATIONAL TREATIES THAT PROTECT THE RIGHTS OF 

PEOPLE LIVING WITH  HIV/AIDS 

 

International Treaties Botswana Brazil India South 

Africa 

International Covenant on Economic, Social and Cultural Rights 

(ICESCR) 

X X X X 

UNESCO Universal Declaration of Bioethics and Human Rights X X X X 

International Covenant on Civil and Political Rights X X - X 

Convention on the Elimination of All Forms of Discrimination 

against Women and Convention on the Rights of the Child 

X X - X 

United Nation’s International Guidelines on HIV/AIDS and Human 

Rights 

- - - X 

African Union and Southern African Development Co-operation 

Treaty 

X - - X 

 

Once signed, the contents of these international treaties are provided for in various pieces 

of legislation, including the Constitution and Public Health Acts. (Table 13)  

“The incorporation into domestic laws of international instruments recognizing the right to 

health can significantly strengthen the scope and effectiveness of remedial measures. It 

enables courts to adjudicate violations of the right to health by direct reference to the 

International Covenant on Economic, Social and Cultural Rights.”
113

 “SA is bound by 

these international agreements and section 23.1 of the South African Constitution regulates 
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the signing, ratification and the transformation of treaties into domestic law, ‘unless it is in 

inconsistent with the Constitution or an Act of Parliament’.
94

” 

Each of the four countries Constitutions does provide for the protection of PLWHA, but 

only Botswana, Brazil and South Africa have HIV and AIDS strategic plans and 

programmes.  This indicates a potential gap in service delivery in India, and could account 

for the low number (30-39%) of HIV infected persons initiated on ART.
1
 

Each of the four country Constitutions ensures a patients right to health care and not to be 

refused access to emergency healthcare.  

TABLE 13 LAWS AND REGULATORY FRAMEWORK RELEVANT TO 

HIV/AIDS 

 

Country  Laws  

Botswana Constitution, Bill of Rights 

Public Health Act 

National AIDS Council (AIDS/Sexually Transmitted Disease (STD) Unit) 

The National AIDS Co-ordinating Agency 

Brazil Article 196 of the Constitution of Brazil of 1988 

Datasus;Sistema de Monitoramento de Indicadores do Programa Nacional de DST/Aids -SUS 

(Unified Health System) 

National STD and AIDS Programme 

Code of Consumer Protection (Law no. 8078, 1990). 

Article 14 of the Civil Code 

Resolutions of the Federal Council of Medicine (No. 1.081/82, 1.358/92 and 1.890/09), the National 

Health Council (no. 196/96) and also the  new Code of Medical Ethics 2010 

India Article 21 of the Constitution of India 

National Health Bill 2009 

Draft Bill on HIV/AIDS-2006 

Directive Principles of State Policy Ch IV 

South Africa Constitution of South Africa and Bill of Rights-1996 

National Health Act 2006 

The Promotion of Equality and Prevention of Unfair Discrimination Act 

Medical Schemes Act 1998 

National Health Insurance2011 

The National Strategic Plan for HIV and AIDS, STI and TB- (NSP)-2012-2016 
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Table 14 Case precedents regarding the right to health and access to emergency care 

 

Country  Case Precedents 

India  

Paschim Baga Khet Mansoor Samiti v State of West Bengal 

South Africa Government of RSA and others v Grootboom and others (Judgment date: 4 October 2000) 

Minister of Health and others v Treatment Action Campaign and others (Judgment date: 5 July 2002) 

Soobramoney v Minister of Health (KwaZulu-Natal)116  Case CCT 32/97 (Decided on 27 November 

1997) 

 

Legal precedents to this effect exist in India and South Africa, where access to treatment 

has been tested in a court of law. (Table 14)  In Paschim Baga Khet Mansoor Samiti v 

State of West Bengal , the claimant was refused emergency care at eight public health 

institutions and had to seek help in a private health facility at great personal expense. The 

Court ruled that the the right to emergency care was a key to the right to life, in terms of 

article21 of the Constitution.
255

  These case precedents have given legal muster to the 

Constitutional provisions of the right to health care and not to be refused access to 

emergency healthcare, which equally apply to PLWHA. 

 

5.4.2  HIV/AIDS: A human rights issue 

Providing health care to PLWHA has become more than a service delivery issue, and has 

entered the arena of human rights as a result of some governments’ denialist policies and 

lack of commitment, issues of stigmatisation and discrimination and blatant constitutional 

violations regarding issues of respect and confidentiality. In the late 1980’s, Jonathan 

Mann directed the Global Program on AIDS at the WHO.
261

  His human rights ethos 

upheld the  provisions under the ‘United Nations Commission on Human Rights’ and  

‘Protection of Human Rights in the Context of HIV and AIDS’, 
262

 thereby placing human 

rights as an international imperative, which governments and intergovernmental agencies 
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were made publicly accountable for through their public-health and human-rights 

actions.
261

 

 

The UNESCO Universal Declaration on Bioethics and Human Rights
263

 emphasises that 

“progress  in science and technology should benefit the well-being of individuals and 

humanity, by improving access to good quality health care and essential medicines and 

providing adequate nutrition and water, and that the interests of the individual should have 

priority over the sole interest of science or society”.
264

  While this is a noble ideal, 

particularly on prevention and care programmes for PLWHA regarding its utility value and 

ensuring access to scarce resources, such as an ICU bed , it creates an ethical and human 

rights dilemma in terms of allocating scarce resources and priority-setting.  Led by civil 

society, human rights movements have compelled governments to provide treatments for 

PLWHA.  Brazil is an internationally recognised ‘gold-standard’ of civil society 

compelling its government to prioritise its HIV/AIDS response, their actions forcing the 

implementation of plans and programmes that resulted in a reversal of their HIV/AIDS 

pandemic to an estimated HIV prevalence of 0.6%.
265 266

 

 

India and South Africa are notable for their human rights approaches to health.
112

 Singh et 

al (2007) in their article ‘Do human rights matter to health?’ state that although Indian law 

does not have a codified right to health, their courts have consistently enforced human 

rights in relation to health judgements.
112

 They further add that although South Africa has 

an explicit codified right to health, which has resulted in a strong human rights impetus in 

terms of its Constitution and National Health Act (NHA), this occurs despite its failure to 

ratify the ICESCR.
112
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In South Africa, all rights are enforceable in terms on the Constitution, which has resulted 

in many new policies, including free primary health care for all senior citizens, free health 

care for children under the age of 6 years, pregnant women, and people with mental or 

physical disabilities.  It has also resulted in drug policy amendments to reduce the price of 

essential drugs, provide emergency access to health care services, including private health-

care services, a patient’s rights charter, free housing for homeless people and free basic 

water etc.  The Soobramonry
105

, Grootboom
127

 and the South African Treatment Action 

Campaign
27

cases highlight the progressive nature of the Constitution of SA with regard to 

the Constitutional Courts  ground-breaking judgements  using a rights-based approach. 

 

The South African Treatment Action Campaign (TAC) used the courts to compel the 

government to provide nevaripine for the Prevention of Mother To Child  (PMTCT) 

programmes, particularly as the drug was made freely available to the government by the 

manufacturers.
129

   The routine  ‘opt-out’ policy  already been adopted by the Centres for 

Disease Control in America
153

, a Brazil
267

, Botswana 
268

 and South Africa 
269

 has 

contributed to the successes of the HIV programmes in these countries. (Table 15) 

TABLE 15 COUNTRY POLICIES ON HIV TESTING 

 

Country  Clinical Guidelines 

Botswana provider-initiated HIV testing with an ‘opt-out’ option 

Brazil provider-initiated HIV testing with an ‘opt-out’ option 

India Mandatory HIV testing 

South Africa Provider-initiated  HIV counselling and testing with an ‘opt-out’ option 

 

While these four countries have laws that ensure that the human rights of PLWHA are 

respected,  in their  determined efforts to control the pandemic of HIV/AIDS, some 

countries are accused of  violating international treaties in terms of enacting laws that 

criminalise certain behavior of PLWHA. (Table 16)  These governments have enacted laws 
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with the contention that the rights of all citizens need to be protected, and that alleged 

rapists in particular need to be tested to protect the rights of their victims. These 

contentious laws violate the human rights of an alleged rapist in terms of the ‘presumed 

innocent’ clause contained in most countries constitutions.
149

 

 

TABLE 16 CONTENTIOUS LAWS AND HUMAN RIGHTS 

 

Country  Contentious laws 

Botswana Compulsory HIV testing of alleged rapists’ Act 

Harmful HIV-related Behavior Act 

Attorney-General Reference: in Re The State v Marapo 

India Mandatory HIV testing 

South Africa Compulsory HIV testing of alleged rapists’ Act 

 

5.5  PROFESSIONAL ETHICAL GUIDELINES 

Botswana, Brazil, India and South Africa subscribe to the World Medical Associations 

(WMA) Declaration of Geneva’s international creed that provides a framework for the 

appropriate conduct of the medical profession globally, with each country having a 

professional association that guides and regulates its professionals on good ethical conduct, 

particularly with regard to PLWHA.(Table 17)  These guidelines  protect PLWHA against 

stigmatisation and discrimination by health professionals, particularly with regard to  

access to health care, treatment and support programmes.  Similarly, the Siracusa 

principles
110

 adopted by the ICESCR spells out five criteria  concerning human rights and 

restrictions to public health based on resource limitations.
111

  The burden of proof still falls 

on those who want to restrict rights, and concrete scientific and public health evidence is 

needed, specifically with response to Siracusa Principle 5 which states that “ it cannot be 

unreasonable or discriminatory in its application”.
111

 

 



121 

 

TABLE 17 PROFESSIONAL NATIONAL GUIDELINES 

 

Country  Guidelines 

International  Domestic 

Botswana World Medical Association 

(WMA) Declaration of 

Geneva  

 

Siracusa principles 

 

Botswana Medical Council (Professional Conduct) Regulations 

Strategic Framework for HIV/AIDS, 2010-2016 

Brazil Federal Council of Medicine Code of Medical Ethics  

Brazilian Society of Intensive Care, under Resolution No. RDC -7 of   

2010 

India Indian Medical Council Regulation, 2002 

Indian Society of Critical Care Medicine 

South Africa Health Professions Council of South Africa 

Critical Care Society of South Africa 

South African Thoracic Society 

 

The regulatory and ethical frameworks of Botswana, Brazil and India provide a useful 

indication of the challenges faced by developing nations and how they are accessing 

PLWHA to appropriate and affordable health care, particularly ICU care.  The lessons to 

be learnt from these three countries will also be reviewed. A more detailed descriptive 

analysis of each country regarding their regulatory, ethical and clinical practice regarding 

HIV/AIDS and admission to intensive care will follow.  

 

5.5.1  HIV/AIDS in Botswana 

 

5.5.1.1 BOTSWANA’S REGULATORY FRAMEWORK 

 

Botswana is a signatory to the International Covenant on Civil and Political Rights 

(ICCPR),Convention on the Elimination of ALL Forms of Discrimination against Women 

(CEDAW), and Convention on the Rights of the Child (CRC).
270

 The Constitution of 

Botswana
271

 does not specifically address the status of international and human rights 

treaties but international human rights treaties are directly enforceable through domestic 

courts.
272

 Three specific legal frameworks will be reviewed with respect to patient’s rights 
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to accessing health care namely, the Constitution and the Bill of Rights, the Public Health 

Act and the Strategic framework for HIV/AIDS, 2010-2016. 

 

5.5.1.2  CONSTITUTION, BILL OF RIGHTS AND PUBLIC HEALTH ACT 

 

Chapter II (sections 3 to 19) of the Constitution of Botswana guarantees the promotion and 

protection of human rights.
271

  The human rights inferences in the Constitution are 

justiciable.
272

  Section 15 mentions the right to non-discrimination and prohibits 

discrimination on the basis of race, tribe, place of origin, political opinions, colour or 

creed.
271

 Section 15 does not mention health status explicitly.
272

  The Constitution does not 

expressly provide for the right to health 
271

 but s4 guarantees the right to life. This can be 

interpreted as measures that the state must take to ‘increase life expectancy’ and 

‘elimination of malnutrition and epidemics’, as observed by the Human Rights Committee 

in relation to Article 6 of the ICCPR.
272

  The Public Health Act also does not expressly 

provide for the right of access to health care but makes provision for a host of activities to 

promote good health.
273

 

 

5.5.1.3 STRATEGIC FRAMEWORK FOR HIV/AIDS, 2010-2016 

 

The Botswana Ministry of Health has prioritised the national HIV/AIDS programme  by 

creating a  National AIDS Council (AIDS/Sexually Transmitted Disease (STD) Unit) , 

chaired by the President of Botswana and co-chaired by the Minister of Health.
272

  The 

National AIDS Co-ordinating Agency (NACA), created in 1999, is responsible for 

programme implementation, monitoring and evaluation functions,
272

 which are  monitored 

by District Multi-Sector AIDS co-ordinators.
268

  This agency developed the Strategic 

Framework for HIV/AIDS, 2010-2016, which currently guides Botswana’s response to 

HIV/AIDS.
268
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In terms of the Strategic Framework, the four priority areas identified for the period 2010-

2016 include: Preventing New Infections, Systems Strengthening, Strategic Information 

Management, and Scaling Up Treatment, Care and Support.
268

  The Framework mentions 

that although health systems need to be improved and strengthened in an increasingly 

financially constrained environment, innovative collaborations need to be forged with the 

private health sector in particular.
268

  Ninety five percent of the population live within an 8 

km radius of a public health facility, which is the major provider of health services to 80% 

of the population.
268

  The Framework states that several factors affect access and quality of 

care, such as availability, skills, motivation of health workers and  drug procurement etc.
268

 

 

5.5.2  Botswana’s ethical guidelines 

The Botswana Medical Council (Professional Conduct) Regulations provides general 

ethical guidelines for medical doctors and dentists.
274

  Very much like the  Health 

Professions Council of South Africa,  Article 21 deals with issues of informed consent and 

confidentiality, equally applicable to HIV patients, which must be respected and may be 

disclosed to third parties under very specific circumstances, a medical colleague involved 

in the bona-fide care of the patient, a carer of the patient who is chronically ill, so as to 

protect the carer, and by court order.
272

 The Botswana Medical Council (Professional 

Conduct)  guidelines contained in Article 21 does not specifically providing guidelines on 

issues of discrimination for PLWHA, but a wider interpretation of its general ethical 

guidelines would give protection to PLWHA against discrimination.   In terms of the 

Public Health Act
273

, HIV is not  notifiable, but new cases need to be reported to the public 

health specialist in the District Health Team, who in turn notifies the AIDS/STD Unit for 

planning purposes.
275
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5.5.3  Human Rights in Botswana 

 

There are no national human rights institutions in Botswana,
272

 but civil advocacy groups 

have been vigilant in monitoring human rights issues including HIV/AIDS.
276

  These 

include the Botswana Business Coalition against AIDS, the Botswana Network of  People 

Living with AIDS, and the  Botswana Network on Ethics, Law and Human Rights 

(BONELA).
268

  Section 15 of the Constitution 
271

 guarantees protection from 

discrimination on the grounds of race, tribe, place of origin, political opinions, colour or 

creed, but does not mention protection from discrimination for PLWHA, people with  

disabilities etc.   

 

In Makuto v The State,
277

 the Court of Appeal set a precedent “that HIV status could be 

implicitly understood as being on the list of protected ground from discrimination, despite 

no specific mention in the Constitution”.  In Attorney-General Reference: in Re The State v 

Marapo, the Court of Appeal held that mandatory denial of bail to persons accused of rape 

was unconstitutional.  The court rejected the states argument that the statutory denial of 

bail was in support of the fight against HIV.  However, this judgement is contradictory to 

later enactments of the Harmful HIV-related Behaviour Act under provisions of  s209 of 

the Penal Code,
278

 and  later  the Compulsory HIV Testing of Rape Suspects Acts under 

provisions of the Penal Code (Amendment) Act 5 of 1998
278

, where the intention of these 

acts was the protection of the public against a fatal infection i.e. HIV/AIDS.
275

 

Section 11 of the Public Health Act
273

 makes provision for dealing with deliberate attempts 

to infect others with any communicable disease in public places or streets etc. It is unlikely 

this Act would involve activities involving HIV transmission, as these are mainly by sexual 

transmission, which by its very nature is private.
272

  However, Botswana has punitive laws 
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regarding Harmful HIV related activities including compulsory HIV testing of alleged rape 

suspects.
275

   

 

5.5.4 Critical care in Botswana 

No mention is made with regards to access to specialised services, such as ICU’s or the 

availability of critical care skills, if any, in Botswana. The country has three public referral 

hospitals, and emergency care in hospitals and clinics is provided largely by medical 

officers and nurses with little or no specific emergency medicine training.
279

  Over 90% of 

the doctors are expatriates, mainly from other African countries.
279

  The University of 

Botswana opened its first medical school in 2009 and its first graduates of 36 are expected 

to qualify in 2013.  Plans are in place to establish an academic Department of Emergency 

Medicine with the provision of a four year post-graduate MMED (emergency Med) 

speciality programme, based on the South African MMED (Emergency Medicine) 

programme. Botswana is currently awaiting accreditation for its academic programme 

from the College of Medicine in South Africa.
279

 The clinical preceptorship programme 

has resulted in medical professionals with HIV specialist skills being deployed to 

Botswana, with doctors from the USA and Europe spending 3 month periods, training 

Botswana health-care professionals.   

 

Recognising the co-existence and co-morbidities of TB, STI, sexual reproductive health 

(SRH) and HIV/AIDS, the  Strategic Framework for HIV/AIDS, 2010-2016   integrates all 

these services into one programme.
268

 Approximately 97% of pregnant women have access 

to the PMTCT programme in Botswana.
268

  In 2004, the country implemented a routine, 

but non-compulsory (opt-out) HIV testing policy
272

, which contributed to the overall 

success of Botswana’s HIV programme, this being in contrast to  other countries in Africa.  

The Constitutions provision for the right to privacy has been respected by the National 
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Policy on HIV/AIDS with respect to routine testing and issues of human rights, privacy 

and self-determination for PLWHA.
272

  There is an opt-out relief, and pre and post-test 

counselling is routinely given, irrespective of the choice made.  

 

 

5.6  HIV IN BRAZIL 

In  2011  the HIV prevalence in Brazil is 0.3%, with 490 000 PLWHA, 215 676 on ART 

and with ART coverage of 71% at a CD
4
 of 350 cells/mm

3
.
7
  PMTCT coverage is 72%, 

and the average life expectancy at birth is 68 years for males and 76 years for females. The 

AIDS mortality co-efficient-per 100 000 inhabitants is 5.8.In 1996,  Brazil made a 

pioneering decision to offer free combination ART to all eligible PLWHA.
224

  “What 

Brazil did in the early '90s was to really head this epidemic off at the pass,” said Chris 

Beyrer, an associate professor of epidemiology at the Johns Hopkins Bloomberg School of 

Public Health in Baltimore.
280

 

 

In 2001, Ministers from a number of countries attending a World Trade Organization 

(WTO) meeting in Doha, Qatar, signed a declaration stating “that the Trade-Related 

aspects of Intellectual Property Rights (TRIPS) agreement, which provides patent 

protection for internationally marketed pharmaceuticals, should be respected by member 

countries in a manner supportive of WTO members' right to protect public health, and in 

particular, to promote access to medicines for all.” Brazil is not a signatory to the ‘TRIPS’ 

agreement. 

The government’s political will to respond to the HIV/AIDS epidemic was thus effected by 

bypassing international drug patency agreements (TRIPS) through its issue of a 

‘compulsory license’, thus enabling the  parallel import of cheaper generic drugs and its 
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own manufacture of ARTs.
224 281

  The compelling urgency for the Government of Brazil  to 

take such extreme measures was that  HIV/AIDS was viewed as a human rights issue.
282

A 

big contributor to the success of Brazil’s response to the HIV/AIDS epidemic is not only 

Government and civil society commitment, but also the strength of its public health 

system. In their study, Melchior et al 
283

 reported that at least one infectious disease 

specialist was available in  74% of all outpatient care units, and that 76% of health teams 

consisted of a social-worker, nurse practitioner, a psychologist and a pharmacist.  

 

5.6.1  Brazil’s regulatory frameworks 

Brazil’s obligations to PLWHA are governed by the UDHR, the ICCPR, and the ICSCR. 

Brazil is a signatory to both the ICCPR and the ICSCR.
284

 The Constitution of Brazil of 

1988
285

   does not specifically address the status of international and human rights treaties.  

“The incorporation into domestic laws of international instruments recognizing the right to 

health can significantly strengthen the scope and effectiveness of remedial measures. It 

enables courts to adjudicate violations of the right to health by direct reference to the 

International Covenant on Economic, Social and Cultural Rights.”
113

 Two specific legal 

frameworks will be reviewed with respect to patient’s rights to accessing ICU care namely, 

the Constitution and the National STD and AIDs Programme.  

 

5.6.1.1  ARTICLE 196 OF THE CONSTITUTION OF BRAZIL OF 1988 

 

Under provisions of Article 196 of the  Constitution of Brazil  of 1988
285 

,
 
Brazil’s publicly 

funded health care system, SUS (Unified Health System) was created, which provided for  

health care being the "right of all and an obligation of the State".
266 285 286

  The Constitution 

grants all citizens , in a public-private partnership, the right to free health care from public 

and  private health care providers reimbursed by the government.
266

   Prior to the SUS, 
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citizens contributing to social security were able to receive free health care.  Hence, prior 

to 1988, Brazil had a disparate and fragmented health care system similar to SA.  

 

The creation of SUS enables more than 80% (160 million ) of the Brazilian population 

access to free health care with  18.5% of the population paying for private insurance.
224

  

This public-private mix is similar to SA, with the exception that private-public partnerships 

in Brazil are a free service, and extend to specialist and ICU care, if necessary. 

Brazil has 6384 hospitals, the majority of which are in private facilities (60.1%) designated 

for government-funded health care.
287

  However, this publicly funded, privately provided 

health system continues to intensify its focus on high-cost curative care, driving up  

hospital costs.
287

  The Brazilian government is increasingly attempting to bring private 

health care into the ambit of federal control, in order for it to contain costs and increase 

accessibility for patients, much like SA’s envisioned NHI.
54

  

 

5.6.1.2  NATIONAL STD AND AIDS PROGRAMME  

 

A major contributor to Brazil being hailed as a global success  regarding its declining HIV 

prevalence to 0.3% 
267

 was its aggressive implementation of its National STD and AIDS 

Programme (NAP)  which comprehensively encompassed  HIV/AIDS public education 

programmes, including its VCT programmes, combating  stigmatisation and 

discrimination, and the early commencement of free combination ART in 1996.
224 288

  The 

NAP has been internationally recognized as a leading example of an integrated rights 

based approach to the epidemic in the setting of a middle-income country with significant 

levels of social inequality. 

 

The Brazilian Health System first provided drugs for opportunistic infection treatment in 

1988, with zidovudine becoming available in 1991.
289

  In 1996, the government took an 
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important step and pioneered passing a law (NAP) effectively giving the State the capacity 

to provide free ART for eligible PLWHA.
287

 In the 1990’s, “when the annual cost of drugs 

for AIDS treatment often exceeded US$10,000 per patient, the World Bank and other 

development agencies discouraged developing countries from implementing combination 

ART treatment programs, favouring cost-effective prevention over costly treatment”.
281

 

Brazil defied the World Bank and  decided to provided free universal access to ART for all 

people living with HIV/AIDS from 1996.
281

  

 

In 2004, SUS spent BRL27 million (US$15 million) on the treatment of HIV/AIDS on 

hospital care, including ICU care, equating to an average hospital admission cost of 

BRL700 (US$388).
290

 This resulted in a universal coverage of ART for PLWHA of greater 

than 80% or 190 000 people.
224 288

   However, in terms of the NAP, Brazil had the foresight 

to commence ART at a CD4 count of <350 cells/mm
3
.
224 288

 In 1996, when international 

studies showed that “three-drug antiretroviral therapy improved survival and quality of life, 

Brazil's Congress enacted the law providing free triple ART to eligible PLWHA”. 

 

Between 1997 and 2005, the government spent a total of BRL3.5 billion (US$1.5billion) in 

response to HIV and AIDS, including BRL2 billion (US$ 891million) for ART.  The 

money for drug treatment had come from internal funds; approximately 11% of the total 

HIV/AIDS expenditure  came from World Bank loans, spent chiefly for prevention 

programs and to establish a national laboratory network for clinical monitoring of patients 

and tracking the epidemic.
224

  “While implementation of this program required the 

commitment of significant resources, it is estimated that in 2001, an investment of 

(BRL520 million)US $232 million resulted in a total saving of (BRL2.5 billion)US $1.1 

billion.”
291

   By the end of 2009,  it was estimated that between 460 000 to 810 000 
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Brazilian people were living with HIV infection.
267

 The AIDS mortality rate has remained 

at an average of 11 000 deaths per year.  Brazil’s commitment to universal access to 

treatment has meant that, by 2010, nearly all HIV/AIDS patients that required treatment 

were receiving it.
267

  This approach has proved to be very cost effective; savings of  

BRLUS$2 billion in medical costs were made between 1996 and 2004.
224

 Between 1996 

and 2005, there was a reduction of almost 40% in mortality specifically relating to AIDS, 

and the median survival rate of PLWHA increased from 58 months in 1995-1996 to 108 

months in 1998-1999 (Ministry of Health, Brazil).
267

AIDS-related hospitalisations fell by 

80 percent.
292 293

 

 

According to the Brazilian Health Ministry statistics (Datasus) for 2004, the common 

HIV–related admissions were TB (11.9%), other bacterial infections (8.8%), PJP (6.8%), 

’other’ opportunistic infections (8.7%), neurological disease(7.6%) and ‘unspecified’ HIV 

disease (25.4%), according to ICD 10 classification.
290

  It is postulated that unspecified 

HIV disease could be due to sepsis and organ failure, or possibly related to ART toxicities. 

 

5.6.2  Brazil’s ethical framework 

In Brazil, the medical profession is regulated by the Federal Council of Medicine which 

has a Code of Medical Ethics mandatory for all physicians. Issues regarding  informed 

consent and confidentiality are enshrined under the Constitution of 1988 and Code of 

Consumer Protection (Law no. 8078, 1990).
294

  These provide  protection for  patients 

regarding requirements for informed consent such as capacity and voluntariness, informed 

refusal of treatment, ages of consent (18yrs for medical and surgical treatment) consent for 

patients lacking capacity (e.g. as a result of mental illness or drug intoxication), provisions 

for surrogate decision-making(article 59), consent in emergencies and the right to 

confidentiality. Article 14 of the Civil Code
294

 further entrenches the right to informed 
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consent for medical and surgical procedures, and Article 15 states that nobody can be 

compelled to undergo life-threatening medical treatment or surgical procedures.  The 

ethical code  of informed consent and confidentiality is further enshrined in the 

Resolutions of the Federal Council of Medicine (No. 1.081/82, 1.358/92 and 1.890/09), the 

National Health Council (no. 196/96) and also the Code of Medical Ethics.
294

 

 

The new Code of Medical Ethics (CEM) for 2010 focuses on three themes: information 

sharing of diagnostic and therapeutic options by doctors to their patients, the respect by 

physicians of the patients autonomy to accept or refuse treatment, and futility of care 

decision-making for patients with irreversible and terminal medical conditions, and the 

provision of palliative care to patients.
295

  The Brazilian Society of Intensive Care, under 

Resolution No. RDC -7 of 2010 provides for the minimum requirements for the operation 

of Intensive Care Units and other measures including organisation, physical infrastructure, 

human resources, and work processes. The resolution provides for the staffing of ICUs by 

trained medical and nurse specialists in intensive care, practicing in a multi-disciplinary 

support environment, with physiotherapist, nutritionist, pharmacist etc.   

 

Article 26 speaks of issues of informed consent, the need for comprehensive medical 

records, humanising the ICU’s by improving communication with patients and their 

families, and establishing admission and discharge criteria for the ICU in keeping with the 

‘ existing laws and institutional rules’. Failure to comply with the provisions under the 

resolution will be subject to ‘civil liability, administrative and criminal sanctions’. 
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5.6.2.1  HUMAN RIGHTS AND HIV IN BRAZIL 

 

Following a repressive regime change in 1988, Brazilian citizens  began “asserting their 

rights in the new constitution of 1988, and were demanding that the city, state, and national 

administrations enter into a dialog with civil society about the future of the country”.
296 297

 

This re-democratisation movement “built political parties, trade unions, and non-

governmental organizations (NGOs) throughout the country which demanded a public 

health system responsive to and controlled by the public, and which defended the right to 

health as a fundamental human right to be guaranteed by the Constitution”.
296

 

 

The initial free  HIV testing programs and provisioning of ART  in Brazil was brought 

about by court action against the Government by AIDS advocacy groups which in effect 

operationalised the constitutional right to health.
298 299

   The Brazilian response to 

HIV/AIDS thus emerged from the bottom up. What seems to distinguish the Brazilian 

situation from that of many other countries is that the Brazilian government acted in a 

timely and appropriate manner to implement the court rulings.
265

  Another strength of the 

Brazilian Health System is the existence of public health councils with elected community 

representatives at all levels of the SUS: municipal, state, and federal,
265

 thus ensuring 

social control, relevance and representation by civil society on SUS. 

 

“Laws also prohibit HIV-related discrimination in the workplace, in health care and in 

access to public facilities, and forbids medical personnel from revealing confidential 

medical information about HIV-positive people.”
300

  Brazil’s remarkable and world-

renowned success in controlling its HIV/AIDS programs is indicated by a HIV prevalence 

to below 0.3%, universal ART coverage and a free supply of  combination ARVs in the 

public and private sectors (thus removing the profit factor).
301
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With a strong public health system coupled with a government-funded free access to 

private health-care, PLWHA requiring admission to ICU would have easier access to this 

level of care in Brazil, where tertiatry services are provided by contracted private hospital 

providers ( paid for by SUS) and public teaching hospitals.
287

 The positive impact of a 

comprehensive health care program to those living with HIV/AIDS in Brazil is 

acknowledged by the WHO and other world health authorities. Among developing 

countries, Brazil is the “only example we have where there's universal access” to 

antiretroviral drugs, said Jim Yong Kim, former director of the World Health 

Organization's Department of HIV/AIDS and an associate professor of medicine and 

medical anthropology at Harvard Medical School in Boston. “I think what they did was to 

say, `We're going to scale up treatment, but we're going to scale up prevention along with 

it, because it doesn't make sense to do one without the other.'” 
224

 

 

Studies in Brazil have reported significantly improved survival rates of those living with 

HIV/AIDS. Hospital admission rates for HIV/AIDS related diagnosis have decreased as  a 

direct result of Brazil’s effective  NAP policy which implemented early diagnosis and the 

commencement of ART at a CD4 count of 350 cells/mm
3 

and  which further  improved the 

general health condition of these patients.
302 303

   The Brazilian experience demonstrates 

the capability of a developing country to treat people with equity, independently of race, 

gender or economic power.
304

 

 

5.6.3 Access to intensive care in Brazil 

In 1997, the Brazilian Society of Intensive Care (Associacao Medicina Intensiva 

Brasileira-AMIB) performed an audit of Brazilian ICUs,
305

 and 81.5% of the ICUs(1909) 

had five to 14 beds. The ICU’s are categorised as either adult or paediatric (including 



134 

 

neonatal). The audit showed that 83.1% of the ICU’s had up to 60 admissions per month 

and 71% had occupancy rates greater than 60%.
305

  The majority of the admissions were 

due to cardiovascular and respiratory conditions.
305

  The audit makes no specific mention 

of admissions due to HIV/AIDS or any reference to admission criteria for ICU.  In 2011, 

there are 2 342 ICU’s in Brazil with 25 367 ICU beds .
306

 Similar to world-wide trends, the 

demand for ICU beds for eligible patients exceeds supply,
307 308

 with this form of 

expensive technology needing to be prioritised to those patients with a real likelihood of 

recovery.
62 309-311

 

 

 

The regulatory and ethical frameworks of Botswana, Brazil and India provides a useful 

indication of the challenges faced by other developing nations and how they are managing  

to  provide their citizens with appropriate and affordable health care, particularly ICU 

access.  South Africa faces many similar challenges, specifically with respect to available 

resources, and needs to find creative and workable solutions for its high number of 

HIV/AIDS patients who need ICU care.    

 

5.7  DISCUSSION 

Having reviewed the international and national legal and regulatory frameworks for 

providing HIV care in the four countries, the ethical dilemmas faced by critical care 

specialist admitting PLWHA to ICU will be explored.  The four countries face similar 

problems regarding resource constraints   and the numbers of available intensive care unit 

beds. (Table 18) Botswana and India are notable in that this high level of care is very 

limited, inaccessible or unaffordable. 
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TABLE 18 POPULATION TO ICU BED RATIO 

 Botswana Brazil India South Africa 

Total population (2012) 2  million 199 million 1.2 billion 49 million 

Number of ICU beds Not known 25367 70 000 4719 

Population/ICU bed ratio - 1: 8000 1:14 000 1: 10 000 

 

While all three countries have legal frameworks in place to provide their citizens with 

health care, they differ in their provision of ICU care, and for HIV infected people in 

particular.  In Botswana, the field of emergency care is in evolution, with specialised ICU 

services not currently being available in public health facilities, and specialist care being 

provided in high care beds by generalists.
279

  In Brazil, some of the ICU’s  have no 

admission criteria, and this decision vested solely on the ‘availability, and the knowledge 

and the experience’ of the most experienced ICU specialist at the institution.
312

 

India has few regulatory mechanisms in place to ensure ICU care for critically ill patients 

in general, and HIV infected persons in particular.   

 

There is a large variation in the availability of  hospital beds, which is twice the number 

between the urban and rural hospitals.
232

 Furthermore, there is a growth of private ‘fee for 

service’ hospitals predominantly in the urban areas.
232

 This must be seen in the context that 

most patients requiring this level of care are predominantly rural, amd estimated at greater 

than 70% of India’s population.
232

 The shortage of ICU beds in the large urban areas not 

only makes it difficult for patients  to have access to this level of care, but when they are 

available, no measures are in place to ensure that patients, including PLWHA,  

have equal access to this level of care.  
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5.8  CONCLUSION 

The medical associations of India, Brazil and South Africa subscribe to the international 

guidelines of the World Medical Association’s Declaration of Geneva, which provide a 

framework for the appropriate conduct of the medical profession globally.
16

 Each country 

has a professional association that guides and regulates ethical conduct, particularly with 

regard to PLWHA. These guidelines protect PLWHA against stigmatisation and 

discrimination by health professionals, particularly with regard to access to healthcare, 

treatment and support programmes. Similarly, the Siracusa Principles
111

 spell out five 

criteria concerning human rights and restrictions to public health based on resource 

limitations. The burden of proof still falls on those who want to restrict rights, and concrete 

scientific and public health evidence is needed, specifically with response to Siracusa 

Principle 5 which states that ‘the restriction of the right of access to public health cannot be 

unreasonable or discriminatory in its application’.
111

  

 

The regulatory and ethical frameworks of Brazil and India provide a useful indication of 

the varied challenges faced by developing nations regarding PLWHA and their access to 

ICU care. An important contributor to the success of Brazil’s response to the HIV/ AIDS 

epidemic is its National Health Insurance Scheme, which has strengthened its public health 

system, including ICU bed availability. In Brazil, health services are provided by private-

public partnerships, funded by the government and freely accessible to the patient, and 

extending to specialist and ICU care.
290

 It is therefore evident that an HIV-infected patient 

in Brazil who requires admission to ICU would have easy access to such level of care. The 

Brazilian Society of Intensive Care
313

 speaks of issues of informed consent, the need for 

comprehensive medical records, humanising the ICUs by improving communication with 

patients and their families, and establishing ICU admission and discharge criteria in 



137 

 

keeping with the ‘existing laws and institutional rules’. As such, failure to comply with the 

provisions under the resolution will be subject to ‘civil liability, and administrative and 

criminal sanctions’. 

 

There is no comprehensive legislation in India addressing HIV/AIDS and criteria for ICU 

admission. The number of ICU beds available is disproportionately low, in the private and 

public hospitals, and there is also considerable variation in the allocation and distribution 

of critical care services across the country, given that 70% of the country is rural.
251 256

  

Notwithstanding explicit ICU admission policy at a macro level in South Africa, 

widespread anecdotal evidence seems to suggest that HIV status may be commonly used as 

an ICU exclusion criterion. This practice results in arbitrary decision-making and has no 

prognostic evidentiary basis, rendering such decision-making irrational. Furthermore, it is 

contrary to SA’s legal and human rights policy frameworks.  Given the current state of 

affairs, policy-makers and clinicians in SA and further afield should devise explicit policy 

frameworks to govern ICU admissions in the context of HIV status. 
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CHAPTER 6: ATTITUDE AND PERCEPTION SURVEY 
 

 

6.1  INTRODUCTION 

This chapter presents the methods, results and discussion of the paper-based attitude and 

perception questionnaire survey conducted among Critical Care Specialists (CCSs) in 

South Africa. 

This anonymous questionnaire pertained  to the provision of intensive care services to 

patients with HIV infection.It is clear that the success of a health care service is dependent 

on the knowledge, attitudes and perceptions of health care providers. In this study, the 

attitudes and perceptions of CCSs were established in the context of the prevailing 

regulatory and ethical guidelines. The influence of CCS personal preferences, patient and 

family wishes, institutional unit policies and resource allocation, withholding and 

withdrawing care, were explored in the context of people with HIV infection and access to 

intensive care. 

 

The chapter is divided into five sections, the first presenting the methodology and sampling 

strategy, the second demographic and health facility and work experience of the 

respondents, the third presenting responses to twelve structured ethics questions regarding 

ICU admissions, the fourth detailing responses to each of the five clinical vignettes 

involving hypothetical patients, and the fifth section concluding with a discussion of the 

results. 
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6.2  MATERIALS AND METHODS 

 

6.2.1  Study design 

A cross-sectional, attitudes-and-perception anonymous questionnaire survey of critical care 

specialists (CCSs) was conducted using convenience sampling. The study was conducted 

in 2011, when the prevalence of HIV was 17.8% (5.6 million people)
 
and antiretroviral 

treatment (ART) coverage of 55% (1.3 million people).
1
 

 

6.2.2  Sampling strategy 

For the purpose of this study, a CCS was defined as any specialist medical/critical care 

nurse practitioner who practices in the field of critical care and who is likely to be involved 

in decisions on the admission of patients with HIV infection to intensive care. This 

definition included specialist members of the Critical Care Society of Southern Africa 

(CCSSA), South African Thoracic Society (SATS), and other specialists attending a 

combined national conference of the CCSSA and SATS. A total of 450 questionnaires 

were handed out individually upon registration to delegates meeting the inclusion criteria 

(from a total of 830 attendees recorded in the attendance register), with   90 individuals 

responding with valid and complete questionnaires (i.e. response rate of 20%). The study 

was approved by the Biomedical Research Ethics Committee of the University of 

KwaZulu-Natal (BE 089/010). 

 

6.2.3  The questionnaire 

An anonymous questionnaire was used. It was subjected to a limited pre-test by specialists 

for content and clarity and accepted in its original format. The questionnaire was in three 

parts (ANNEXURE A).   
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A. The demographic characteristics of CCS participating in questionnaire was assessed.  

B. The questionnaire of CCS’s perceptions regarding ICU admissions to specific 

questions was also assessed. Twelve questions were formatted to elicit responses to 

various ethical scenarios regarding admission to ICU including availability of ICU 

bed, patient quality of life, information given to patient, issues of  informed consent 

and informed refusal, DNR orders, withdrawing and withholding  therapy, ‘limited 

care’ versus withholding and withdrawing therapy and the need for an ethics 

committee to assist in  ethical decision-making . 

C. We assessed the importance of potential determinants of admission to intensive care. 

For each of the five vignettes, respondents were asked to rate, on a Likert scale, the 

likelihood of admission to intensive care, with 1= strongly disagree to 5 = strongly 

agree.   Respondents were also asked to rate on a Likert scale, 14 potential 

determinants of admission to intensive care drawn from the literature and from our 

own experience, with 1=most important and 5= least important . These determinants 

included prognosis of acute disease,  prognosis of  underlying disease, patients age, 

resources, human rights, patient preferences, family wishes, cultural considerations, 

financial implications for family (e.g. sole breadwinner), socioeconomic status, 

physician experience, policy of intensive care unit, threat of litigation and bed used 

to the prejudice of another patient. Specific variables in the scenarios included the 

last ICU bed available, HIV disclosure, family wishes, withdrawing and 

withholding of therapy, HIV positive and possible MDR/XDR TB, and non-

compliance with medication. These variables were drawn from the most commonly 

occurring factors based on personal observations. 

 



141 

 

6.2.4   Data management 

Data from the questionnaire were entered directly into Microsoft Excel. Data was  

imported into Stata version 12.0 (StataCorp, 2011) for data cleaning, recoding and 

analysis. 

 

6.2.5   Statistical analysis 

Stata version 12.0 (StataCorp, 2011)
314

 was used to analyse the data. All categorical data 

are presented as frequency counts and percentages. Bivariate analysis was used to test for 

statistically significant associations between each dependent variable outcome and each of 

the risk factors. The Likert scale dependent variables were reclassified into dichotomous 

variables (i.e. strongly agree or agree code as 0, while strongly disagree or disagree coded 

as 1).  Pearson’s chi-squared test (or Fisher’s exact for small numbers i.e. <5 in a cell) was 

utilized to test for significant association between the dependent variables and the various 

determinants and perceptions. Bivariate unconditional logistic regressions were also used 

to estimate odds ratios for the above-mentioned associations. A p-value <0.05 was 

considered as statistically significant.    

 

6.3  RESULTS 

 

6.3.1  Demographic, health facility and professional data 

In this questionniare, the majority of the CCSs were men (49/90, 54.4%) and the majority 

of the respondents were 40 years or older (58/90, 64%). (Table 19)Most of the CCSs work 

in the public sector, and approximately half of them work in a tertiary public health 

institution. (Table 20) The questionnaire thus represents the opinions of a senior cadre of 

intensive care staff, including critical care nurse specialists, with regard to clinical and 
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ethical decision-making in ICU, including the decisions to admit the patient to ICU. The 

results of this survey also reliably reflect decision-making in the public sector intensive 

care units. 

 

TABLE 19 DEMOGRAPHIC CHARACTERISTICS OF THE 90 CRITICAL CARE 

SPECIALISTS 

 

1.Gender No.  (%) 3. Province of Practice: No.  (%) 

Men 

Women 

Total 

49 (54.4) 

41 (45.6) 

90 

KwaZulu-Natal 

Gauteng 

Western Cape 

Eastern Cape 

North West 

Free State 

Limpopo 

Northern Cape                                        

Mpumalanga 

33 (36.7) 

27 (30) 

17 (18.9) 

4 (4.4) 

3 (3.3) 

3 (3.3) 

1 (1.1) 

1 (1.1) 

1 (1.1) 

2. Age (years) No.  (%) 

Below 40 

40-49 

50 or more 

32 (35.55) 

32 (35.55) 

26 (28.9) 

 

TABLE 20 THE HOSPITAL AND ICU CHARACTERISTICS 

 

1. Type of Hospital Facility: No. (%) 3. No. of Beds in Hospital: No. (%) 

Public Regional                                      

Public Tertiary  

Private Hospital                                                                                                                         

16 (17.8) 

45 (50) 

29 (32.3) 

Less than 500 

500-749 

750 or more 

37 (41.6) 

21 (23.6) 

31 (34.8) 

2. Type of ICU bed: No. (%) 4. No. of ICU beds: No. (%) 

General                                            

Surgical                                             

Medical                                             

Paediatric                                         

Coronary Care        

58 (64.4) 

8 (8.9) 

12 (13.3) 

10 (11.1) 

2 (2.2) 

Less than 7 

7-12 

13-18 

18 or more 

 

37 (15.6) 

29 (32.2) 

15 (16.7) 

32 (35.6) 

 

 

The nature of their specialty is presented in Table 21, with 12(13.3%) being critical care 

nurses.  Fifty percent had 10 years’ experience and more, 54(60%) were senior staff, and 

51 (57%) spent over 50% of their time on ICU patients.  
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TABLE 21 PROFESSIONAL CHARACTERISTICS OF CRITICAL CARE 

SPECIALISTS 

 

1. Primary Speciality: No.  % 3. Role in ICU: No.  % 

Anaesthesiology 

Pulmonology  

Internal medicine/Cardiology 

Surgery 

Paediatrics 

Critical  Care Nurse 

19 (21.2) 

22 (24.4) 

18 (20) 

9 (10) 

10 (11.1) 

12 (13.3) 

Director                                            

Senior staff                                       

Fellow/resident                                 

Visiting consultant                            

No formal role                                   

14 (15.6) 

54 (60) 

13 (14.4) 

5 (5.6) 

4 (4.4) 

2. Intensive care experience  No.  % 4. Proportion of ICU time No.  % 

Less than 5 years                                                  

5-10 years                                                        

10 years or more      

27 (30) 

18 (20) 

45 (50) 

Less than 25%                                             

25-50%                                                        

50-75%                                                        

More than 75%                                           

15 (16.7) 

24 (26.7) 

15 (16.7) 

36 (40) 

 

 

6.4  CRITICAL CARE SPECIALISTS PERCEPTIONS REGARDING ICU 

ADMISSIONS 

Sixty three (71.6%) of the respondents cited availability of an ICU bed as influencing the 

decision to admit. Seventy (84.3%) would admit patients to ICU who may live for several 

years but whose quality of life was very poor, according to the doctor’s opinion’s. (Table 

22) 

 

Regarding HIV counseling and testing, 59(66.3%) would obtain written consent and 

26(29.2%) would obtain oral consent. Eighty six (97.7%)   of the respondents would obtain 

written consent for an elective surgery, 49(56.3%) oral consent for dialysis, 21(24%) 

written consent for dialysis and 41(46.1%) written consent for a blood transfusion. Eighty 

four (96.6%) would respect patient autonomy as regards an informed refusal for treatment. 

Fifty eight (65.9%) would comply with a written DNR order and 21(23.9%) would respect 

a verbal DNR order by the patient.  In patients with no real chance of recovering a 
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meaningful life, 71(81.6%) of respondents would withhold sophisticated therapy (i.e. not 

start mechanical ventilation or dialysis etc.) and 63(75.9%) would withdraw sophisticated 

therapy (i.e. discontinue mechanical ventilation, dialysis etc.). 

 

TABLE 22 CRITICAL CARE SPECIALISTS PERCEPTIONS REGARDING ICU 

ADMISSIONS 

 

 Criteria Yes/no n(%) 

1 availability of an ICU bed influencing decision to admit Yes 63(71) 

2 Admit patients to who may live for several years but with very poor quality of life 
according to the doctors opinion. 

Yes 70(84.3) 

3 The medical information given to the patient would depend on the type of disease, 
severity of prognosis, type of patient ( personality, perceived wishes, suicidal, 
depressed etc.) 

Yes 30(35.3) 

3 would obtain written consent for intubation and ventilation Yes 12(13.5) 

5 Written consent for elective surgery Yes 86(97.7) 

6 written consent for a blood transfusion Yes 41(46.1) 

7 Respect for informed refusal for treatment Yes 58(65.9) 

8 Comply with written DNR order Yes 58(65.9) 

9 withhold sophisticated therapy when no real chance of recovering a meaningful life Yes 71(81.6) 

10 withdraw sophisticated therapy when no real chance of recovering a meaningful life Yes 63(75.9) 

11 decision about terminal care should involve the ICU staff, the patient and family Yes 58(65.2) 

12 ethics consultant/committee can help in decisions regarding ICU admission’s Yes 67(79) 

13 continuing medical education programmes should include medical ethics Yes 82(91.1) 

 

Fifty eight (65.2%) respondents felt that the decision about terminal care should involve 

the ICU staff (including the critical care nurse) and the patient and family. Sixty seven 

(79%) of respondents’ felt that an ethics consultant/committee can help in decisions 

regarding ICU admission’s where a family insists that ‘everything must be done’, and 

where a family insists on ‘withholding or withdrawing care’. Eighty two (91.1%) agreed 

that continuing medical education programmes should include medical ethics. 

Thirty (35.3%)  respondents would consider as important ‘The medical information given 

to the patient would depend on the type of disease, severity of prognosis, type of patient ( 

personality, perceived wishes, suicidal, depressed etc.)(Table 22) 
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6.5  DETERMINANTS OF ADMISSION TO INTENSIVE CARE 

Five hypothetical scenarios were presented to determine what factors the CCS would use 

in specific scenarios. 

Scenario 1: Respiratory failure in 70 year old clinically advanced AIDS with poor     

functional status 

Scenario 2.  Respiratory failure in 24 year old clinically advanced AIDS 

Scenario 3. Priority setting - one ICU bed available 

Scenario 4. Respiratory Failure, PJP, AIDS-CD
4
 count-1 cells/mm

3
 defaulted ART 

and TB treatment for many months 

Scenario 5. Resource limitations and priority setting 

 

6.5.1  Scenario 1. Respiratory failure in clinically advanced AIDS-older age and 

poor functional status.   

A 70 year old man (A) presents with acute hypoxemic respiratory failure requiring 

immediate intubation. The patient has advanced HIV disease complicated by AIDS 

wasting syndrome, disseminated candidiasis, and pulmonary hypertension, all of which 

have contributed to his poor functional status at baseline. You are the physician on duty at 

the ICU and you are requested to admit the patient to ICU for mechanical ventilation. 

(Table 23)   

TABLE 23 SCENARIO 1, ADMISSION TO ICU - % (N=89 RESPONSES) 

   

Strongly Disagree Disagree Uncertain Agree Strongly Agree 

47.2(n=42) 28.1(n=25) 7.9(n=7) 13.5(n=12) 3.4(n=3) 
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6.5.1.1  PURPOSE OF SCENARIO 1 

 

This scenario tested the effect of HIV status, the stage of the disease and age so was 

designed as to elicit a refusal rate close to 100% i.e. withholding of ICU care.   

 

6.5.1.2  RESULTS OF SCENARIO 1 

 

Seventy five percent (n=67) of respondents disagreed with admission to ICU for this 

patient, 8% (n=7) were uncertain, and 17% (n=15) agreed to ICU admission. (Table 23)  

Using the bivariate logistic regression, the most important reasons given for refusal of ICU 

admission  were ‘ prognosis of the underlying disease (OR 7.50, 95% CI: 1.56-36.05, 

p=0.019), ‘patients age’ (OR =11.00, 95% CI: 1.34-90.27, p< 0.010)and ‘resources’ 

(OR=5.11,95% CI: 1.37-19.10, p=0.018).(Table 6.6) CCSs did not attach importance to the 

‘physician experience’, ‘policy of intensive care unit’, ‘ threat of litigation’ and bed used to 

the prejudice of another patient’. (Table 24) 

Rating to ICU variables were reclassified as follows (1=strongly disagree or disagree and 0 

= strongly agree or agree): There was a significant difference in frequency’s (p<0.001, 

Fishers Exact test) between those who disagreed versus agreed for patient 1 to be admitted 

when cross tabulated against withholding therapy. Those who disagreed generally 

(n=42/67 or 62.7%) suggested that “whenever possible withholding therapy is preferable,  

while among those who agreed to admission, a larger proportion deemed that the patient 

should be given maximal treatment (n=7/15 or 46.7%) or that the ICU physician should 

preserve life at all cost (n=6/15 or 40.0%).( Table 24) 
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TABLE 24 DETERMINANTS OF CRITICAL CARE SPECIALISTS’ 

DISAGREEMENT (1) VERSUS AGREEMENT (0) FOR RESPIRATORY 

FAILURE IN CLINICALLY ADVANCED AIDS-OLDER AGE AND POOR 

FUNCTIONAL STATUS (SCENARIO 1) USING BIVARIATE LOGISTIC 

REGRESSION 

 

Determinant 

Disagreed to 

admission 

yes/N (%) 

Agreed to 

admission 

yes/N (%) 

Odds ratio (95% CI) p-value 
i
 

A. Prognosis of acute disease 57/64 (89.1) 9/12 (75) 2.71 (0.59-12.46) 0.189 

B. Prognosis of underlying disease 60/64 (93.8) 8/12 (66.7) 7.50 (1.56-36.05) 0.019 

C. Patients age 32/64 (50.0) 1/12 (8.3) 11.00 (1.34-90.27) 0.010 

D. Resources 46/64 (71.9) 4/12 (33.3) 5.11 (1.37-19.10) 0.018 

E. Human rights 6/64 (9.4) 8/12 (66.7) 0.05 (0.01-0.22) <0.001 

F. Patient preferences 6/64 (9.4) 3/12 (25.0) 0.31 (0.07-1.47) 0.146 

G. Family wishes 7/64 (10.9) 3/12 (25.0) 0.37 (0.08-1.69) 0.189 

H. Cultural considerations 4/64 (6.3) 0/12 (0.0) ---
ii
 0.495 

I. Financial implications for family 4/64 (6.3) 1/12 (8.3) 0.73 (0.07-7.20) 0.790 

J. Socio-economic status 2/64 (3.1) 0/12 (0.0) ---
ii
 0.707 

K. Physician experience 19/64 (29.7) 3/12 (25.0) 1.27 (0.31-5.20) 0.743 

L. Policy of intensive care unit 25/64 (39.1) 6/12 (50.0) 0.64 (0.19-2.21) 0.533 

M. Threat of litigation 5/64 (7.8) 5/12 (41.7) 0.12 (0.03-0.51) 0.007 

N. Bed used to the prejudice of another patient 36/64 (56.3) 5/12 (41.7) 1.94 (0.57-6.60) 0.461 

i: Fishers exact p-value presented when cell in cross tabulation contains <5 observations 

ii: cannot be calculated given a zero containing cell in cross tabulation 

 

 

This is confirmed by a logistic regression which shows (when using “whenever possible 

withholding therapy is preferable” as the reference category) that those who disagreed to 

admission had significantly lower odds of listing the subsequent two categories regarding 

withholding therapy (namely “maximal treatment should be provided” and “preserve life at 

all costs”). 

 

Critical care specialists who disagreed to admission were significantly (p=0.019) more 

likely to select “B. Prognosis of underlying disease” as one of the top 5 most important 

determinants with regards to their decision (n=60/64 or 93.8%) versus (n=8/12 or 66.7%) 

among those who agreed to admission. (Table 24) Critical care specialists who disagreed to 

admission were also significantly more likely to list “C. Patients age” and “D. Resources” 
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among their top 5 important determinants (n=32/64 versus 1/12, p=0.010 and n=46/64 

versus 4/12, p=0.015 respectively).  

 

There was no significant difference in the proportion (n= 37/64 or 57.8% versus 5/12 or 

41.7% i.e. slightly higher among disagreeing CCSs) who listed “N. Bed used to the 

prejudice of another patient” among their top 5 important determinants (p=0.354). 

Conversely those who agree to admission were significantly (p<0.001) more likely to list 

“E. Human rights” among their top 5 important determinants (n=8/12 or 66.7% versus 6/64 

or 9.4%) as opposed to  those who disagree to admission. CCSs who agree to admission 

were significantly (p=0.007) more likely to list “M. Threat of litigation” among their top 5 

important determinants (n=5/12 or 41.2% versus 5/64 or 7.8%) as opposed to those those 

who disagree to admission.  ( Table 24)   

 

There was no significant difference in the proportion (n=3/12 or 25.0% versus 6/64 or 

9.4%) who listed “F. Patient preferences” among their top 5 important determinants (p= 

0.146). There was no significant difference in the proportion (n=3/12 or 25.0% versus 7/64 

or 10.9%) who listed “G. Family wishes” among their top 5 important determinants 

(p=0.189). There was no significant difference in the proportion (n=0/12 or 0% versus 4/64 

or 6.3%) who listed “H. Cultural considerations” among their top 5 important 

determinants. There was no significant difference in the proportion (n=1/12 or 8.3% versus 

4/64 or 6.3%) who listed “I. Financial implications for family (e.g. sole breadwinner)” 

among their top 5 important determinants. Similarly, no significant difference was found 

for “J. Socio-economic status”. There was no significant difference in the proportion 

(n=3/12 or 25.0% versus 19/64 or 29.7%) who listed “K. Physician experience” among 

their top 5 important determinants. Similarly no significant difference was found for “L. 
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Policy of intensive care unit”. The logistic regressions for all the above associations are 

also presented following the cross tabulation below. For example CCSs who disagreed to 

admission  had a 7.5 higher odds (95% CI for odds ratio: 1.56, 36.05) to select 

 “B. Prognosis of underlying disease” as one of the top 5 most important determinant with 

regards to their decision as opposed to  those who agreed to admission.   

 

With regards to factors influencing their decision to give access to this patient  to ICU care, 

no significant difference in frequency was observed for “according to doctors opinion” or 

“patients opinion” (p=0.912 and p=0.631 respectively). (Table 25) However, significantly 

more CCSs who disagreed to admission indicated that the patient having limited chances 

of survival (p=0.007) influenced their decision compared to those who agreed to admission 

(OR = 15.0, 95% CI: 2.08, 108.23). This difference was significant (p=0.014, Fishers 

Exact test), with a higher proportion of CCSs who disagreed to admission, when the 

influencing factor was no hope of survival for more than a few weeks (OR = 9.5, 95% CI: 

1.75, 51.78). Cross tabulations showing numbers and Fishers exact p-values follow on 

from the bivariate logistic regressions. 

 

The majority of CCSs who disagreed to admission of this patient did not think that urgent 

initiation of HAART would influence their outcome (n=45/65 or 69.2%) compared to the 

20% (n=3/15) who agreed to admission (p=0.001, Fishers exact). In other words, CCSs 

who agreed to admission of this patient were 9 times more likely  to think that urgent 

initiation of HAART would influence the patient  outcome compared to those who 

disagreed (OR=9.0, 95% CI: 2.29-35.4). CCSs also attached importance to ‘patients with 

very limited chances of survival (or poor prognostic index if calculated)’ (OR=15, 95% CI: 
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2.08-108.23, p=0.013) and ‘patients with no hope of survival for more than a few weeks’ 

(OR=9.52, 95% CI: 1.75-51.77, p= 0.014).(Table 25) 

 

TABLE 25 WHAT FACTORS LISTED BELOW WOULD INFLUENCE YOUR 

DECISION REGARDING ACCESS TO ICU CARE FOR THIS PATIENT? 

 

Determinant 

Disagreed to 

admission 

yes/N (%) 

Agreed to 

admission 

yes/N (%) 

Odds ratio (95% CI) p-value 
i
 

Patients who may live for several years but 

whose quality of life is very poor according to 

the doctor’s opinion 

34/52 (65.4) 7/11 (63.6) 1.08 (0.28-4.18) 0.921 

Patients who may live for several years but 

whose quality of life is very poor according to 

the patient’s opinion 

32/50 (64.0) 5/9 (55.6) 1.42 (0.34-5.98) 0.715 

Patients with very limited chances of survival (or 

poor prognostic index if calculated) 
60/62 (96.8) 6/9 (66.7) 15.00 (2.08-108.23) 0.013 

Patients with no hope of survival for more than 

a few weeks 
50/53 (94.3) 7/11 (63.6) 9.52 (1.75-51.77) 0.014 

i: Fishers exact p-value presented when cell in cross tabulation contains <5 observations 

ii: cannot be calculated given a zero containing cell in cross tabulation 

 

6.5.1.3  DISCUSSION OF SCENARIO 1 

 

In this scenario, the majority of CCSs disagreed to ICU admission citing as most important 

‘prognosis of the underlying disease’, ‘patient’s age’ and ‘resources’. They also attached 

importance to ‘patients with limited or no hope of survival’ for this patient. CCSs did not 

attach importance to ‘physicians experience’, ‘policy of intensive care unit’, ‘threat of 

litigation’ and ‘bed used to the prejudice of another patient’. Those who disagreed to admit 

this patient to ICU  chose to’ withhold therapy’ citing ‘ whenever possible withholding 

therapy is preferable’. Those who disagreed  to admission were more likely to list ‘ patients 

age’ and ‘ resources’ among their top 5 determinants. Between those agreeing or 

disagreeing with admission no significance was attached to ‘ patient preferences’, ‘family 

wishes’ ‘ cultural considerations’, financial implications for family’ socioeconomic status’, 

‘ physician experience’, or ‘ policy of ICU’. 
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6.5.2 Scenario 2- Respiratory failure in 24 year old clinically advanced AIDS 

A 24 year old woman is brought to the A/E by her concerned husband. She is known to 

your hospital and her hospital records are made available to you. She is HIV positive and 

awaiting her CD 4 count. She is also awaiting a biopsy of a suspicious lesion on her palate, 

clinically thought to be Kaposi’s sarcoma. She is wasted and now presents with 

haemoptysis for 2 weeks duration.  She is in severe respiratory distress and is restless. Her 

respiratory rate is 36br /min, HR 108, BP 90/45, T 38, 6 °C and O2 saturation is 45%. On 

auscultation, her chest is clear. A blood gas analysis shows the patient to be in Type 1 

respiratory failure. A chest X-Ray shows mediastinal widening with hilar 

lymphadenopathy and left mid-zone consolidation. You are requested to admit the patient 

to ICU for mechanical ventilation. Her husband wants to know details from you as to what 

is exactly wrong with his wife regarding her deterioration in health, and pleads with you to 

do everything to save her life. 

TABLE 26 ADMISSION TO ICU % (N=87 RESPONSES) 

 

Strongly disagree Disagree Uncertain Agree Strongly agree 

12.6(n=11) 10.3(n=9) 14.9(n=13) 46.0(n=40) 16.1(n=14) 
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TABLE 27 DETERMINANTS OF CRITICAL CARE SPECIALISTS 

DISAGREEMENT (1) VERSUS AGREEMENT (0) FOR RESPIRATORY 

FAILURE IN 24 YEAR OLD CLINICALLY ADVANCED AIDS USING 

BIVARIATE LOGISTIC REGRESSION 

 

Determinant 

Disagreed to 

admission 

yes/N (%) 

Agreed to 

admission 

yes/N (%) 

Odds ratio (95% CI) p-value 
i
 

A. Prognosis of acute disease 16/19 (84.2) 50/54 (92.6) 0.43 (0.09-2.11) 0.367 

B. Prognosis of underlying disease 18/19 (94.7) 45/54 (83.3) 3.6 (0.42-30.51) 0.437 

C. Patients age 4/19 (21.1) 44/54 (81.5) 0.06 (0.02-0.22) <0.001 

D. Resources 14/19 (73.7) 23/54 (42.6) 3.77 (1.19-11.98) 0.032 

E. Human rights 4/19 (21.1) 14/54 (25.9) 0.76 (0.22-2.69) 0.766 

F. Patient preferences 4/19 (21.1) 11/54 (20.4) 1.04 (0.29-3.77) 0.950 

G. Family wishes 3/19 (15.8) 15/54 (27.8) 0.49 (0.12-1.92) 0.368 

H. Cultural considerations 0/19 (0.0) 0/54 (0.0) ---
ii
 --- 

I. Financial implications for family 1/19 (5.3) 3/54 (5.6) 0.94 (0.09-9.67) 0.962 

J. Socio-economic status 1/19 (5.3) 0/54 (0.0) ---
ii
 0.260 

K. Physician experience 8/19 (42.1) 24/54 (44.4) 0.91 (0.32-2.62) 0.860 

L. Policy of intensive care unit 7/19 (36.8) 16/54 (29.6) 1.39 (0.46-4.16) 0.577 

M. Threat of litigation 2/19 (10.5) 7/54 (13.0) 0.79 (0.15-4.18) 0.782 

N. Bed used to the prejudice of another patient 8/19 (42.1) 11/54 (20.4) 2.84 (0.92-8.77) 0.076 

i: Fishers exact p-value presented when cell in cross tabulation contains <5 observations 

ii: cannot be calculated given a zero containing cell in cross tabulation 

 

TABLE 28 WHAT FACTORS LISTED BELOW WOULD INFLUENCE YOUR 

DECISION REGARDING ACCESS TO ICU CARE FOR THIS PATIENT? 

 

Determinant 

Disagreed to 

admission 

yes/N (%) 

Agreed to 

admission 

yes/N (%) 

Odds ratio (95% CI) p-value 
i
 

Patients who may live for several years but 

whose quality of life is very poor according to 

the doctor’s opinion 

12/19 (63.2) 27/46 (58.7) 1.21 (0.40-3.63) 0.739 

Patients who may live for several years but 

whose quality of life is very poor according to 

the patient’s opinion 

7/16 (43.8) 25/39 (64.1) 0.44 (0.13-1.42) 0.231 

Patients with very limited chances of survival (or 

poor prognostic index if calculated) 

 

14/16 (87.5 31/42 (73.8) 2.48 (0.48-12.72) 0.318 

 

Patients with no hope of survival for more than 

a few weeks 

14/16 (87.5) 28/42 (66.7) 3.5 (0.70-17.59) 0.188 

i: Fishers exact p-value presented when cell in cross tabulation contains <5 observations 

ii: cannot be calculated given a zero containing cell in cross tabulation 
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6.5.2.1   PURPOSE OF SCENARIO 2  

 

This scenario tested the effect of HIV status, the stage of the disease and age, so was 

designed  to elicit an acceptance rate close to 100%. It also tested HIV disclosure and 

influence of family wishes.  

 

6.5.2.2  RESULTS OF SCENARIO 2 

 

 

Fifty four (62%) of the respondents agreed with ICU admission, with 13(14.9%) uncertain 

and 20(22.9%) disagreeing with ICU admission. (Table 26)  The most important 

determinants to admission were ‘patients age’ (OR 0.06, 95% CI: 0.02-0.22, p<0.001) and 

‘ resources’ (OR 3.77 95% CI: 1.19-11.98, p= 0.032).  CCSs attached least importance to ‘ 

physician experience’, ‘ policy of intensive care unit’, ‘ threat of litigation’ and bed used to 

the prejudice of another patient’. (Table 27) Regarding HIV status disclosure to the spouse, 

55.5% (n=50) would not make disclosure. This decision is informed by ‘knowledge of the 

law’ 80 % (n=68). The majority, 73.9% (n=65), would urgently initiate HAART. Those 

who disagreed to admission were marginally less likely to disclose the wife’s HIV status to 

the husband (OR=0.33, 95%CI: 0.11-1.05, p=0.060) compared to those who agreed to 

admission. This translates into a proportion who would disclose among those who 

disagreed of 25% (n=5/20) compared to 50.0% (n=27/54) among those who agreed to 

admission. 

 

CCSs who disagreed to admission of this patient were not significantly more likely to say 

that “Knowledge of law” influenced their decision (OR=1.18, 95%CI: 0.27-5.18, p=0.828). 

CCSs who disagreed to admission of this patient were not significantly more likely to say 

that “Ethical code of conduct-HPCSA” influenced their decision (OR=1.38, 95%CI: 0.32-

5.91, p=0.665). CCSs who disagreed to admission of this patient were not significantly less 
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likely to say that “Personal duty-based decision” influenced their decision (OR=0.37, 

95%CI: 0.07- 1.88, p=0.230). 

 

CCSs who would disclose the wife’s HIV status to the husband were also significantly 

more likely to consider urgent initiation of HAART beneficial for the patient if admitted to 

ICU (OR=3.19, 95% CI: 1.04-9.83, p=0.043) compared to those who would not disclose. 

This corresponds to 86.5% (32/37) versus 67.4% (31/46). 

 

CCSs who would disagree to admit this patient to ICU were significantly less likely to 

consider urgent initial of HAART beneficial for the patient (OR=0.16, 95% CI: 0.05-0.54, 

p=0.003) compared to those who would choose to admit. This corresponds to 50.0% (9/18) 

versus 86.3% (44/51). 

 

CCSs who would disagree to admit this patient to ICU were not significantly less likely to 

list “A. Prognosis of acute disease” as a potential determinant of admission (OR=0.43, 

95% CI: 0.09-2.11, p=0.297) compared to those who would chose to admit. This 

corresponds to 84.2% (16/19) versus 92.6% (50/54). 

 

CCSs who would disagree to admit this patient to ICU were not significantly more likely 

to list “B. Prognosis of underlying disease” as a potential determinant of admission 

(OR=3.6, 95% CI: 0.42-30.5, p=0.240) compared to those who would choose to admit. 

This corresponds to 94.72% (18/19) versus 83.3% (45/54). 

CCSs who would disagree to admit this patient to ICU were significantly less likely to list 

“C. Patients age” as a potential determinant of admission (OR=0.06, 95% CI: 0.02-0.22, 
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p<0.001) compared to those who would chose to admit. This corresponds to 21.1% (4/19) 

versus 81.5% (44/54). 

 

CCSs who would disagree to admit this patient to ICU were significantly more likely to list 

“D. Resources” as a potential determinant of admission (OR=3.78, 95% CI: 1.19-11.98, 

p=0.024) compared to those who would choose to admit. This corresponds to 73.7% 

(14/19) versus 42.6% (23/54). No significant association observed between 

disagreement/agreement to admit and “E. Human rights” as a determinant. 

No significant association was observed between disagreement/agreement to admit and “F. 

Patient preferences” as a determinant. No significant association observed between 

disagreement/agreement to admit and “G. Family wishes” as a determinant. 

“H. Cultural considerations” was not selected as a determinant in the top 5. No significant 

association was observed between disagreement/agreement to admit and “I. Financial 

implications for family (e.g. sole breadwinner)” as a determinant No significant association 

was observed between disagreement/agreement to admit and “J. Socio-economic status” as 

a determinant. No significant association was observed between disagreement/agreement 

to admit and “K. Physician experience” as a determinant. No significant association was 

observed between disagreement/agreement to admit and “L. Policy of intensive care unit” 

as a determinant. No significant association observed between disagreement/agreement to 

admit and “M. Threat of litigation” as a determinant. CCSs who would disagree to admit 

this patient to ICU were marginally significantly more likely to list “N. Bed used to the 

prejudice of another patient” as a potential determinant of admission (OR=2.84, 95% CI: 

0.92-8.77, p=0.069) compared to those who would chose to admit. This corresponds to 

42.1% (8/19) versus 20.4% (11/54). 
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There was a significant difference in frequency’s (p=0.005, Fishers Exact test) between 

those who disagreed versus agreed for this patient to be admitted when cross tabulated 

against withholding therapy. Those who disagreed generally (n=11/19, 57.9%) suggested 

that “whenever possible withholding therapy is preferable,  while among those who agreed 

to admission, a larger proportion deemed that the patient should be given maximal 

treatment  69.2%(n=36/52). With regards to factors influencing their decision to give 

access to this patient to ICU care, no significant difference in frequency was observed for 

any of the categories.(Table 28) 

 

6.5.2.3  DISCUSSION OF SCENARIO 2  

 

The majority of CCSs would agree to ICU admission, with the most important 

determinants being ‘patients’ age’ and ‘resources’. CCSs who chose to admit the patient 

deemed that maximal treatment should be given. Those who chose not to admit cited ‘ bed 

used to the prejudice of another patient’ and ‘ whenever possible withholding therapy is 

preferable’. They attached least importance to ‘physicians experience’, ‘policy of ICU’, 

‘threat of litigation’, and ‘bed used to the prejudice of another patient’. The majority would 

not make HIV disclosure to the spouse citing ‘knowledge of the law’. The majority of 

CCSs would initiate HAART for this patient. CCSs who would disclose HIV status to the 

spouse were significantly more likely to initiate HAART if admitted to ICU. CCSs who 

would disagree to admit this patient to ICU were significantly influenced by ‘resources’ 

and ‘prognosis of the underlying disease’ rather than ‘patients’ age’.  CCSs did not attach 

importance to ‘family wishes’ or cultural considerations’, or ‘financial implications’, 

‘policy of ICU’ or ‘threat of litigation’. 
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TABLE 29 SCENARIO 1 VERSUS 2 ON  DISAGREEMENT TO ADMIT 

 

Scenario 1 versus scenario 2  Proportion (95% CI) 

Scenario 1- disagree to admission to ICU 

respiratory failure in 70 year old  clinically 

advanced AIDS  

81.7% (71.6-89.4%) 

Scenario 2- disagree to admission to ICU 

respiratory failure in 24 year old clinically 

advanced AIDS 

27% (17.4-38.8%) 

 

6.5.2.4  DISCUSSION- SCENARIO 1 VERSUS SCENARIO 2  

 

A larger proportion of CCSs disagreed that the patient in Scenario 1 should be admitted to 

ICU (81.7%, 95% CI: 71.6-89.4%). (Table 29) This is in contrast to their decision for the 

patient in Scenario 2 where a smaller proportion  disagreed that the patient should be 

admitted (27.0%, 95% CI:  17.4-38.6%). A significant discordancy between their decisions 

in scenario 1 versus scenario 2 can also be observed (p<0.001, McNemar's exact test). 

Therefore approximately 73% (not counting uncertain [neutral] responses) of CCSs agreed 

that the patient in scenario 2 should be admitted compared to only approximately18% for 

scenario 1. 

 

6.5.3  Scenario 3. Priority setting - one ICU bed available 

A 75 year old patient (a) presents to the A/E Department at the regional hospital in type 1 

respiratory failure. He is wasted and has oral candidiasis. Chest examination is clinically 

clear, with the C-X-ray showing ground glass shadowing consistent with PJP. The patient 

requires ventilation. His CD4 count is 1 and has defaulted his HAART for many months. 

At the same time, you are also presented with an 18 year old patient (b) with drug overdose 
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(suicide attempt) and in severe respiratory depression with uncontrollable seizures 

requiring ICU care for ventilation, you have only 1 ventilator bed available. The CCS had 

to decide on fair allocation of resources  between Patient A- 75 yrs. AIDS, PJP, Resp. 

Failure, CD4-1, defaulted HAART for many months, and Patient B-18 yrs. Drug o/d, 

severe respiratory depression, uncontrollable seizures (Table 30) 

TABLE 30 ADMISSION TO ICU FOR PATIENT A VERSUS PATIENT B 

 

ADMISSION TO ICU?   n=85responses) (%) 

Patient A 8(9.4) 

Patient B 77(90.6) 

 

6.5.3.1  PURPOSE OF SCENARIO 3 

 

This scenario concerned decisions regarding resource allocation and the ‘last ICU bed’ to 

an older patient with advanced HIV disease as opposed to a younger patient with drug 

overdose and not infected with HIV. It was designed to elicit a 100% acceptance rate to 

intensive care for the younger patient with drug overdose.  The scenarios were so designed 

as to elicit a refusal rate close to 100% for patient A and an acceptance rate of close to 

100% for patient B.  

 

6.5.3.2  RESULTS OF SCENARIO 3 

 

A larger proportion of respondents thought that patient B should be admitted to ICU 

(90.6%, 95% CI:  82.3-95.8%) over patient A. In this dichotomous scenario, 79(87.7 %) of 

CCSs prioritised Patient B for ICU admission over Patient A 9(10%). (Table 31) If patient 

A was already on ventilation in ICU, respondents would not withdraw ICU care in favour 

of patient B, as ‘The ICU Physician should preserve life at all costs. Sixty nine (76.6 %) 

would rather move Patient B to a high-care unit. (Table 31) However, in response to the 

question on ‘What factors listed below would influence your decision to withdraw further 

ICU care to Patient A’, respondents rated as important ‘patients with a limited chance of 



159 

 

survival (or poor prognostic index if calculated) 69(88.5 %) and ‘patients with no hope of 

survival for more than a few weeks’ 69(88.2 %).(Table 31) 

 

Thirty one (36 %) considered age as important. (Fig 6.3)  With regard to Patient A, 78(86.6 

%) of respondents rated  ‘withholding/withdrawing of ICU care’ because of a ‘limited 

chance of survival’. (Table 32)    

 

TABLE 31 PRIORITY SETTING - ONE ICU BED AVAILABLE 

 

Scenario 3 

Patient A − 75 years, HIV, PJP 

Priority setting − one ICU bed available 

n agree(%) 

Withholding/withdrawing ventilator care to patient A − limited chance of 

survival 
78/90(86.6) 

Admit to ICU 9/90(10%) 

Patient B − 24 years, drug overdose, respiratory depression and seizures 
 

Admit to ICU 79/90(87.7) 

No ICU beds; maintain ICU care for patient A, admit patient B to high-care unit 
69/90(76.6) 

 

 

 

TABLE 32 WHAT FACTORS LISTED BELOW WOULD INFLUENCE YOUR 

DECISION REGARDING ACCESS TO ICU CARE FOR THE PATIENT B ? 

 

 

Factors  
YES 

N (%) 

NO 

N (%) 

Patients who may live for several years but whose quality of life is very poor according to 

the doctor’s opinion 
36(50) 36(50) 

Patients who may live for several years but whose quality of life is very poor according to 

the patient’s opinion 
37(53.6) 32(46.4) 

Patients with very limited chances of survival (or poor prognostic index if calculated) 67(88.5) 9(11.5) 

Patients with no hope of survival for more than a few weeks 67(88.2) 9(11.8) 
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The most important determinants to ICU care in this scenario are ‘prognosis of acute 

disease’ 51(58.6 %) and prognosis of underlying disease 40(40.6 %). (Fig 6)    The least 

important determinants for ICU admission were ‘bed used to the prejudice of another 

patient’ 20(23.8 %) and ‘resources’ 22 (25.3%). (Fig 6) Fifty six (83.6%) would not 

perform an HIV test, citing the principle of non-maleficence. They considered the patient 

to be high suicide risk and would defer the test in favour of counseling. Half (n=53, 68.8%) 

would perform the HIV testing post-sexual assault, citing the principle of beneficence.  
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FIGURE 6  DETERMINANTS OF ADMISSION TO INTENSIVE CARE- 

PRIORITY SETTING - ONE ICU BED AVAILABLE 

 

 

With regards to factors influencing their decision to give access to the patient B relative to 

Patient A to ICU care, no significant difference in frequency was observed for all 

categories (from “Doctors option” to “no hope of survival…”). With regards to 

withdrawing patient A from ventilation, no significant difference (p=0.725, Fishers exact 

test) could be identified between those who selected patient A for admission versus patient 

B for admission (question 3.1). Amongst those who selected patient A or patient B 

(question 3.1), the most frequently selected category was “Neither can be accepted. The 

ICU physician should preserve life at all costs. Rather move patient B to a high-care unit”. 
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No statistical significance was observed when cross tabulating question 3.1 against 

question 3.5 (factors influencing decision to withdraw further ICU care to patient A). 

In response to the request by patient B for an HIV test 46/87 or 47.1% opted not to perform 

the test. The confidence interval for the proportion however overlaps with 50% so majority 

cannot be inferred. 

6.5.3.3  DISCUSSION OF SCENARIO 3  

 

In this dichotomous scenario, the majority of CCSs would admit Patient B (90.6%). In 

response to refusal of admission for Patient A, the majority of CCSs rated ‘withholding 

/withdrawing of care because of a ‘limited chance of survival’. However, if patient A was 

already in ICU on ventilation, they would maintain patient A in ICU citing ‘The ICU 

physician should preserve life at all costs’. CCSs would rather move Patient B to a high-

care unit in that case.  

In response to what factors would influence their decision to withdraw further ICU care for 

Patient A, they state ‘limited chance of survival’ and ‘patients with no hope of survival for 

more than a few weeks. There is therefore a discrepancy between CCSs decision to refuse 

Patient B admission to ICU on the basis of ‘withholding /withdrawing of care because of a 

‘limited chance of survival’. But if Patient A was already in ICU, CCSs would refuse 

Patient B admission stating that “Neither can be accepted. The ICU physician should 

preserve life at all costs. Rather move patient B to a high-care unit”. 

 

CCSs would also attach importance to prognosis of the acute disease and underlying 

disease which makes their decision above incongruent. The decision to defer the HIV 

testing for the patient ( 47.1%) is questionable as the urgent initiation of HAART would 



162 

 

benefit the patient and protect her  against a potentially incurable disease, especially since 

the patient is in the protective environment of the hospital. 

 

6.5.4    Scenario 4 - Respiratory failure, PJP, AIDS-CD4 count-1- defaulted ART 

and TB treatment for many months, suspected of MDR/XDR TB 

 A 55 year old patient (a) presents to the A/E at the regional hospital in Type 1 respiratory 

failure. He is wasted and has oral candidiasis. Chest examination is clinically clear. C-X-

ray shows ground-glass shadowing consistent with PJP. The patient requires ventilation. 

His CD4 count is 1 and he has defaulted his HAART for many months. 

 

6.5.4.1  PURPOSE OF SCENARIO 4 

 

This scenario was designed to elicit a 100% refusal to intensive care in view of the 

advanced disease, possible MDR/XDR TB, poor commitment to treatment and threat of 

infection to ICU staff and other patients. 

 

6.5.4.2  RESULTS OF SCENARIO 4 

 

The majority of respondents disagreed that the patient (50/66) should be admitted to ICU 

(75.8%, 95% CI:  63.6-85.5%), which is also significantly different to 50% - suggesting 

majority. (Table 33) 

  

TABLE 33 ADMISSION TO ICU - % (N=84 RESPONSES) 

 

STRONGLY 

DISAGREE 

DISAGREE UNCERTAIN AGREE STRONGLY 

AGREE 

42.9(n=36) 16.7(n=14) 21.4(n=18) 19(n=10) 7.1(n=6) 
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FIGURE 7  DETERMINANTS OF ADMISSION TO INTENSIVE CARE- 

RESPIRATORY FAILURE, PJP, AIDS-CD4 COUNT-1 

 

CCSs who would disagree to admit this patient to ICU were significantly more likely to list 

“D. Resources” as a potential determinant of admission (OR=6.83, 95% CI: 1.86-25.12, 

p=0.004) compared to those who would choose to admit. This corresponds to 83.7% 

(41/49) versus 42.9% (6/14).( Table 34) 

 

TABLE 34 DETERMINANTS OF  CCSS DISAGREEMENT (1) VERSUS AGREEMENT (0) FOR  

RESPIRATORY FAILURE, PJP, AIDS-CD4 COUNT-1- DEFAULTED ART AND TB TREATMENT 

FOR MANY MONTHS, SUSPECTED MDR/XDR TB (SCENARIO 4) USING BIVARIATE 

LOGISTIC REGRESSION. 

Determinant 

Disagreed to 

admission 

yes/N (%) 

Agreed to 

admission 

yes/N (%) 

Odds ratio (95% 

CI) 

p-value 
i
 

A. Prognosis of acute disease 46/49 (93.9) 12/14 (85.7) 2.56 (0.38-17.06) 0.307 

B. Prognosis of underlying 

disease 46/48 (95.8) 

12/14 (85.7) 3.83 (0.49-30.09) 0.217 

C. Patients age 16/49 (32.7) 6/14 (42.9) 0.65 (0.19-2.18) 0.534 

D. Resources 41/49 (83.7) 6/14 (42.9) 6.83 (1.86-25.11) 0.004 

E. Human rights 8/49 (42.9) 6/14 (42.9) 0.26 (0.07-0.96) 0.043 

F. Patient preferences 4/49 (8.2) 1/14 (7.1) 1.16 (0.12-11.26) 0.901 

G. Family wishes 1/49 (2.0) 1/14 (7.1) 0.27 (0.02-4.63) 0.398 

H. Cultural considerations 0/49 (0.0) 0/14 (0.0) ---
ii
 --- 

I. Financial implications for 

family 1/49 (2.0) 

3/14 (21.4) 0.08 (0.01-0.81) 0.032 

J. Socio-economic status 1/49 (2.0) 1/14 (7.1) 0.27 (0.02-4.63) 0.398 

K. Physician experience 22/49 (44.9) 4/14 (28.6) 2.04 (0.56-7.39) 0.362 

L. Policy of intensive care 

unit 21/49 (42.86) 

6/14 (42.9) 1.00 (0.30-3.32) 0.617 

M. Threat of litigation 1/49 (2.0) 3/14 (21.4) 0.08 (0.01-0.81) 0.032 

N. Bed used to the prejudice 

of another patient 35/49 (71.4) 

3/14 (21.4) 9.2 (2.22-37.89) 0.001 

i: Fishers exact p-value presented when cell in cross tabulation contains <5 observations 
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ii: cannot be calculated given a zero containing cell in cross tabulation 

 

There were significant differences in the justification of their decision in question 4.2 ‘ 

You would justify to admit as follows” against their choice in question 4.1 ‘Please rate 

your admission to ICU” when comparing those who disagreed to those who agreed 

(p<0.001). Among those CCSs who disagreed to admitting this patient, the majority 

(n=38/50 or 76%) justified their choice with “patient should not be admitted to ICU as he 

has several co-morbid conditions”. Among those CCSs who agreed to admitting this 

patient, the majority (n=8/14 or 57.1%) justified their choice with “the ICU physician 

should preserve life at all costs”. The logistic regression using the first justification choice 

as the reference group further demonstrates the odds differences in terms of justification 

choice i.e. lower odds of disagreeing CCSs being in category 2 (“preserve life at all costs”) 

and conversely higher odds of disagreeing CCSs being in category 3 (“patient should not 

be admitted to ICU has he has several co-morbid conditions…”).  

 

TABLE 35 WHAT FACTORS LISTED BELOW WOULD INFLUENCE YOUR 

DECISION REGARDING ACCESS TO ICU CARE FOR THIS PATIENT? 

 

Determinant 

Disagreed 

to 

admission 

yes/N (%) 

Agreed to 

admission 

yes/N (%) 

Odds ratio (95% 

CI) 

p-value 
i
 

Patients who may live for several years but 

whose quality of life is very poor according 

to the doctor’s opinion 

21/40 (52.5) 7/9 (77.8) 0.32 (0.06-1.71) 0.267 

Patients who may live for several years but 

whose quality of life is very poor according 

to the patient’s opinion 

15/37 (40.5) 3/7 (42.9) 0.91 (0.18-4.66) 0.909 

Patients with very limited chances of 

survival (or poor prognostic index if 

calculated) 

 

38/42 (90.5) 11/11 (100.0) ---
ii
 0.569 

 

Patients with no hope of survival for more 

than a few weeks 

32/40 (80.0) 8/9 (88.9) 0.50 (0.05-4.60) 0.540 

i: Fishers exact p-value presented when cell in cross tabulation contains <5 observations 

ii: cannot be calculated given a zero containing cell in cross tabulation 
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Regarding admission to ICU, respondents  also rated as important ‘several co-morbid 

conditions, shown poor commitment to treatment and his MDR/XDR TB poses a health 

risk to the ICU team and patients and public in general.(Table 35) Most CCSs said ‘He 

should be referred to an isolation facility for palliative care’ 62.9 % (n=56). Neither  those 

disagreeing or agreeing to the admission of this patient selected “H. Cultural 

considerations” as one of the top 5 important determinants. CCSs who would disagree to 

admit this patient to ICU were significantly less likely to list “I. Financial implications for 

the family (e.g. sole breadwinner)” as a potential determinant of admission (OR=0.08, 95% 

CI: 0.01-0.81, p=0.032) compared to those who would choose to admit. This corresponds 

to 2.0% (1/49) versus 21.4% (3/14). 

 

CCSs who would disagree to admit this patient to ICU were significantly less likely to list 

“M. Threat of litigation” as a potential determinant of admission (OR=0.08, 95% CI: 0.01-

0.81, p=0.032) compared to those who would choose to admit. This corresponds to 2.0% 

(1/49) versus 21.4% (3/14). CCSs who would disagree to admit this patient to ICU were 

significantly more likely to list “N. Bed used to the prejudice of another patient” as a 

potential determinant of admission (OR=9.17, 95% CI: 2.22-37.89, p=0.002) compared to 

those who would chose to admit.(Table 34) This corresponds to 71.4% (35/49) versus 

21.4% (3/14). 

 

6.5.4.3  DISCUSSION OF SCENARIO 4 

 

The majority of CCSs would not admit this patient to ICU citing ‘resources’ as important 

and justified their choice by stating ‘ several co-morbid conditions, poor commitment to 

treatment and his MDR/XDR TB poses a health risk to the ICU team and patients and 

public’. They also attached importance to ‘bed used to the prejudice of another patient’. 
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They contend that he should be referred to an isolation facility for palliative care. Those 

choosing not to admit him were significantly less likely to be influenced by ‘financial 

implications for the family (e.g. sole breadwinner) or ‘threat of litigation. Those that chose 

to admit the patient stated that the CCS should ‘preserve life at all costs’ 

 

 

6.5.5    Scenario 5- Resource limitations and priority setting 

A 40 year–old male patient (patient a) is admitted to the ICU following a motor vehicle 

accident in which he suffered severe head and abdominal injuries. He is known to be HIV 

positive with his CD4 count pending. After four weeks in the ICU, the patient’s 

neurological condition has stabilized with minimal function (the patient does not 

communicate but withdraws all four limbs to painful stimuli). Following numerous bouts of 

sepsis, the patient is developing renal failure. He is anuric, hyperkalaemic, and acidotic. He 

is also ventilator dependant and on high doses of inotropes. The patient’s family states that 

in their culture, life continues until the heart stops beating. The family requests that all 

resuscitative efforts be continued, including dialysis. In parallel, a second patient (patient b) 

with similar injuries, but with metastatic prostate cancer, is admitted to the A/E and 

requires an ICU bed. In addition to his acute head injury, he is wheel-chair bound as a 

result of dementia. No ICU beds are currently available.23 Scenario 5 consisted of: 

 Patient A - 40 years old, had trauma injury, HIV +ve, persistent vegetative state, 

organ failure and inotropic support and ventilator dependent. 

Patient B – 40 years old, metastatic carcinoma, wheel-chair-bound, dementia and acute 

head injury  
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6.5.5.1  PURPOSE OF THE SCENARIO 5 

This scenario tested the responses regarding priority setting and issues influencing 

emergency care, withholding and withdrawing of care and medical futility in the 

setting of a single ICU bed. The two patients are matched for age, with the one 

patient, HIV positive, post-acute following a head injury, and ventilator- dependent, 

on inotropic support, and remaining in a persistent vegetative state for four weeks 

with sepsis and organ failure requiring dialysis, and the competing patient for the 

single ICU bed having metastatic carcinoma and dementia, wheel-chair-bound, and 

acute head-injury.   

This scenario tested the influence of the ‘last ICU bed’ in the context of a medical 

emergency, the influence of co-morbidities in admission decisions and the 

influence of family and cultural wishes. 

 

6.5.5.2  RESULTS OF SCENARIO 5 

 

Only 14 (n=18.4%) of the CCSs would have admitted patient B. The 95% confidence 

interval for selecting patient B was 10.5-29.0%, suggesting significant minority.  
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TABLE 36 RESOURCE LIMITATIONS AND PRIORITY SETTING 

 

Determinant 

Admit patient A 

yes/N (%) 

Admit patient 

B 

yes/N (%) 

Odds ratio 

(95% CI) 

p-value 
i
 

A. Prognosis of acute disease 14/14 (100.0) 43/59 (72.9) ---
ii
 0.030 

B. Prognosis of underlying disease 13/14 (92.9) 49/59 (83.1) 2.65 (0.31-22.65) 0.679 

C. Patients age 3/14 (21.4) 25/59 (42.4) 0.37 (0.09-1.47) 0.223 

D. Resources 12/14 (85.7) 35/49 (59.3) 4.11 (0.84-20.06) 0.118 

E. Human rights 7/14 (50.0) 20/59 (33.9) 1.95 (0.60-6.33) 0.357 

F. Patient preferences 1/14 (7.1) 2/59 (3.4) 2.19 (0.18-26.05) 0.477 

G. Family wishes 5/14 (35.7) 24/59 (40.7) 0.81 (0.24-2.72) 0.733 

H. Cultural considerations 0/14 (0.0) 13/59 (22.0) ---
ii
 0.061 

I. Financial implications for family 1/14 (7.1) 6/59 (10.2) 0.68 (0.08-6.15) 0.731 

J. Socio-economic status 1/14 (7.1) 3/59 (5.1) 1.44 (0.14-14.94) 0.762 

K. Physician experience 5/14 (35.7) 20/59 (33.9) 1.08 (0.32-3.67) 0.898 

L. Policy of intensive care unit 2/14 (14.3) 20/59 (33.9) 0.33 (0.07-1.60) 0.204 

M. Threat of litigation 1/14 (7.1) 11/59 (18.6) 0.34 (0.04-2.84) 0.440 

N. Bed used to the prejudice of 

another patient 4/14 (28.6) 

21/59 (35.6) 0.72 (0.20-2.59) 0.759 

i: Fishers exact p-value presented when cell in cross tabulation contains <5 observations 

ii: cannot be calculated given a zero containing cell in cross tabulation 

 

 

 

 

 

 

TABLE 37 WHAT FACTORS LISTED BELOW WOULD INFLUENCE YOUR 

DECISION REGARDING ACCESS TO ICU   CARE FOR PATIENT A AND B? 

 

Determinant 
Admit patient A 

yes/N (%) 

Admit patient B 

yes/N (%) 

p-value 
i
 

Patients who may live for several years but 

whose quality of life is very poor according to 

the doctor’s opinion 

41/51 (80.4) 13/14 (92.9) 0.432 

Patients who may live for several years but 

whose quality of life is very poor according to 

the patient’s opinion 

16/41 (39.0) 9/12 (75.0) 0.047 

Patients with very limited chances of survival (or 

poor prognostic index if calculated) 

 

42/51 (82.4) 10/12 (83.3) 0.684 

Patients with no hope of survival for more than 

a few weeks 
36/44 (81.8) 10/12 (83.3) 0.637 

i: Fishers exact p-value presented when cell in cross tabulation contains <5 observations 

ii: cannot be calculated given a zero containing cell in cross tabulation 
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Those who selected patient B for admission were significantly more likely to list “A. 

Prognosis of acute disease” among the top 5 most important determinants influencing their 

decision (p=0.030). (Table 36) Those who selected patient B for admission were 

marginally significantly more likely to list “D. Resources” among the top 5 most important 

determinants influencing their decision. (OR = 4.11, 95% CI: 0.84-20.06, p=0.080). (Table 

36) CCSs who selected patient B for admission where significantly less likely to access 

patient A to dialysis for “Positive HIV status” (0% versus 34%, p=0.025, Fishers Exact 

test). 

 

CCS would prioritise patient A for the continued use of the ICU bed 81.3 % (n=61) over 

patient B 18.7 % (n=14). (Table 36)  Respondents rated as most important the prognosis of 

underlying disease 39.8 % (n=33) and ‘prognosis of acute disease’ 36.1% (n=30) as 

important.  The least important determinant was ‘bed used to the prejudice of another 

patient’ 14.5% (n=11).    In response to the withdrawal of care for patient A, in preference 

for patient B, respondents rated ‘principle of first come-first served’ (32.9% (n=28)) and 

‘withholding therapy is preferable as continued therapy is medically futile’ (30.6% 

(n=26)). 

CCSs would admit patient B and not patient A for ICU admission when asked ‘Patients 

who may live for several years but whose quality of life is very poor according to the 

patient’s opinion’ ( 75 %( 9/12) (p=0.047). (Table 37) 

 
6.5.5.3  DISCUSSION OF SCENARIO 5  

 

The majority of CCSs would prioritise Patient A for the continued use of the ICU bed, 

stating prognosis of acute disease’ and ‘ prognosis of underlying disease’ as most 

important, and least important ‘ bed used to the prejudice of another patient’. This decision 

by CCSs would be incongruent as patient A is in a persistent vegetative state with multiple 
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organ failure making his prognosis poor. Further treatment should be withdrawn, including 

ICU care.  Patient B, irrespective of his co-morbidities, has an acute head injury requiring 

ICU care. This would be regarded as a medical emergency. However, a minority of CCSs 

would admit this patient to ICU, stating ‘prognosis of the acute disease’ as an important 

determinant that would influence their decision. CCSs that chose to admit Patient B to ICU 

stated ‘ resources’ among the top 5 most important determinants influencing their decision. 

CCSs who selected Patient B for admission were less likely to admit  patient A for dialysis 

for “Positive HIV status’. 

 

 

6.6  DISCUSSION OF RESULTS OF QUESTIONNAIRE 

Specific factors influence the CCS in decisions to admit patients to intensive care. In 

keeping with published guidelines, doctors considered the prognosis of the acute disease 

and of the underlying disease as most important.
20 195 315 316

 Regarding determinants of 

admission to intensive care for patients with HIV infection, most CCSs rated as important 

or very important the prognosis of the acute disease and of the underlying disease.  These 

two factors comprise the basic guiding principles of triage, and other studies have shown 

that they are associated with admission to intensive care.
20 35 195 315 316

   Most respondents 

rated as probably important or least important ‘resources’ availability, ‘bed used to the 

prejudice of another patient’, and ‘policy of the intensive care unit’.   

 

6.6.1  Twelve criteria to assess admission to intensive care  

Most CCSs cited the availability of an ICU bed as influencing the decision to admit. 

Surprisingly, a large number would admit to ICU ‘patients who may live for several years 

but whose quality of life is very poor according to the doctor’s opinion. These problems 

explain the “relatively liberal attitude” regarding the ICU admission of patients with poor 



171 

 

prognosis.
36

  Unfair allocation of resources may result, as in denying the acute head injury 

patient with metastatic carcinoma in preference to the patient with persistent vegetative 

state and organ failure with sepsis; withdrawing of ICU care for the 75 year old, HIV 

positive patient, defaulted treatment, PJP, respiratory failure on ventilation , when no ICU 

beds are available and denying admission of the young patient with drug overdose to ICU, 

who has a better chance of survival to discharge. Such decisions by the CCS is non- 

utilitarian, and could be explained by the overwhelming need by the CCS to act in terms of 

beneficence to the patient, and would be  in keeping with the professional  guideline of  

‘first-come, first served’,  a fair allocation decision endorsed by the American Thoracic 

Society.
317

 (Table 38, 39) 

 



172 

 

 

TABLE 38 MOST IMPORTANT DETERMINANTS FOR ALL FIVE SCENARIOS 

IN INCREASING ORDER OF OCCURRENCE 

 

 Determinant Most Important 

1 Prognosis of Acute Disease 182 

2 Prognosis of Underlying Disease 126 

3 Patient Age 27 

4 Human Rights 25 

5 Bed used to the prejudice of another Patient 11 

6 Family Wishes 10 

7 Physician Experience 10 

8 Policy of ICU 8 

9 Resources 8 

10 Patient Preferences 7 

11 Threat of Litigation 2 

12 Financial Implications for the Family 1 

13 Cultural consider 0 

14 Socio-economic Status 0 

 

 

TABLE39 LEAST IMPORTANT DETERMINANTS FOR ALL FIVE SCENARIOS 

IN   DECREASING ORDER OF OCCURRENCE  

 

 Determinants Least Important 

1 Resources 69 

2 Policy of ICU 56 

3 Bed used to the prejudice of another Patient 55 

4 Physician Experience 40 

5 Patient Age 28 

6 Family Wishes 28 

7 Prognosis of Underlying Disease 24 

8 Human Rights 20 

9 Prognosis of Acute Disease 17 

10 Threat of Litigation 17 

11 Patient Preferences 15 

12 Financial Implications for the Family 15 

13 Cultural consider 9 

14 Socio-economic Status 9 
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Kohn et al, in their questionnaire to CCSs, concluded:
22

 “ This study suggests that many 

ICU clinicians feel compelled to provide salvage critical care for identifiable patients with 

grave prognoses even when doing so measurably contravenes society’s interests”. The 

scenarios presented in their survey involved allocation decisions for the single ICU bed 

and the two competing patients  included a 61 year patient with anoxic brain damage, who 

had an organ  donor card, awaiting harvesting of organs. The competing patient for the 

single ICU bed was also 61 years old, but with metastatic carcinoma, septic shock and 

multi-organ failure.  The CCSs overwhelmingly showed an obligation to the identifiable 

living patient i.e. metastatic carcinoma despite his compounded poor prognosis of septic 

shock and multi-organ failure.
22

 

 

The allocation of scarce resources, such as an ICU bed,  requires difficult personal 

decisions by the CCS, especially in HIV endemic regions, on the effective triage of ICU 

admissions of patients with  HIV infection based on individual case presentations, 

availability of resources, and applicable ethical principles.
15

  In an Italian survey by 

Giannini and Consinno,
37

 inappropriate admissions were acknowledged by 86% of 

respondents.  The reasons given were clinical doubt (33%); limited decision time (32%) 

and assessment error (25%). In the context of patients with HIV infection requiring ICU 

care, the ethical dilemmas regarding ICU admissions remain.
  
Whom to admit to the ICU in 

the face of limited resources and how to manage the patient who has not recovered despite 

ICU care? 

 

In the context of HIV/AIDS, the question of survival in ICU is currently the subject of 

intense debate.
64

 Survival only to complete ventilator dependency, survival only to the 

high-care ward and survival to home with a poor quality of life as compared to pre-morbid 
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functioning, raises many ethical questions as to whether this level of intervention was 

appropriate in the first instance.  In our study, younger age preference as a criterion for 

admission to ICU is evidenced by the inferential statistical analysis of scenarios 1 and 2. A 

larger proportion of respondents disagreed that the patient in scenario 1 should be admitted 

to ICU (81.7%, 95% CI:  71.6-89.4%) which is also significantly different to 50% - 

suggesting majority. This is in contrast to their decision for the patient in scenario 2 where 

a significant proportion agreed that the patient should be admitted (27.0%, 95% CI:  17.4-

38.6%) again significantly different from 50% - suggesting minority. The significant 

discordancy between their decisions can also be observed (p<0.001, McNemar's exact 

test). Both patients in scenarios 1 and  2 were matched for disease status (AIDS requiring 

mechanical ventilation) and CCSs would strongly agree on ICU care for patient B on age 

criterion and would also urgently initiate HAART in this patient. 

 

In the dichotomatous scenario 3, the CCS would strongly agree to admit the young patient 

with drug overdose (HIV status unknown) in preference to the older patient with AIDS 

requiring ICU care. The patient’s younger age and HIV negative status possibly influenced 

the CCSs to prioritise her for ICU admission. However if patient A was already admitted to 

ICU , CCSs would not withdraw ICU care for patient A, but rather move patient B to a 

high-care unit. 

In scenario 5, the CCS chose to keep the HIV positive patient in ICU, despite him having 

multiple organ failure and brain injury making survival to discharge unrealistic, and 

denying patient B, with acute trauma injuries, dementia and wheel-chair bound the ‘chance 

at life’ as he was a real emergency with head injury and deserving of the only ICU bed (i.e. 

ICU care should have been withdrawn for patient A.) 
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It would appear that in this study, CCS were not influenced by the HIV status of the 

patient, but were influenced by age (scenario 1 and 2), and the principle of ‘first come- first 

served, provided there is an expected minimal benefit to intensive care’ (scenario 3 and 5) 

in terms of ‘fair allocation of resources’, a principle advocated by the American Thoracic 

Society.  In scenario 2 the denial of the young patient with overdose, requiring ventilation ( 

patient B), in preference over the75 year old HIV positive patient with PJP and who has 

defaulted treatment  and occupying the ICU bed (patient A) suggests that respondents do 

not discriminate on the basis of their HIV status.  

 

Furthermore, in Scenario 5  the patient with HIV/AIDS, persistent vegetative state, sepsis 

and organ failure and on inotropic support and ventilator dependence for four weeks is 

further evidence of this subjectivity in decision-making in ICU, as evidenced by Ward et al 

in their study.
203

 is at an advanced stage and the ‘reversibility of organ dysfunction’ is 

unrealistic. According to Levin and Sprung
23

, the withdrawing of care means “ the 

cessation of therapy to prolong life”. This would be applicable to scenario 3, if Patient A 

was already admitted and Patient B with the overdose needed the only ICU bed available, 

and to scenario 5, with Patient A in a persistent vegetative state with multi-organ failure. 

Levin and Sprung
23

, also state that the withholding of further care is not to commence 

therapy that may be required to prolong the patient’s life ( Scenario 1and patient A in 

Scenario 3, Scenario 4). In these patients the disease is at an advanced stage and the 

prospect of reversibility of organ dysfunction is poor. 

Regarding HIV counseling and testing, elective surgery, and blood transfusion, the 

majority of CCSs would obtain written consent. A large number would accept oral consent 

for dialysis. The purpose of informed consent is to involve the patient in the decision-
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making process in terms of respecting the autonomy of the patient. However in the 

intensive care setting the application of this principle has limitations.
36

   

 

The patient may not wish to know the complete details of their disease or the prognosis. In 

our questionnaire, more than a third of CCSs would consider the type of disease and 

severity of the prognosis as well as psycho-social issues of patient (personality, perceived 

wishes, suicidal, depressed etc.) before disclosure of medical information. The freedom 

and competency of the critically ill patient who becomes highly dependent on his 

environment (ICU) has been questioned.
318

  Appelbaum and Grisso also mention, “ to 

begin with the presumption of competence but in life-threatening circumstances to lower 

the threshold at which the determination of probable incompetence is made”.
318

   However, 

the law allows for proxy-consent by a surrogate decision-maker.
319

 In an emergency, where 

timeous medical intervention is paramount, the ‘defense of necessity’ would prevail,
122

 and 

the CCS must proceed with the emergency intervention. Ethically the CCS is guided by the 

life-preserving goal of medicine, unless advanced directives, such as a DNR or living will 

is presented. 

 

The WHO makes mention of ‘ethical partner notification’,
148

 but  for a patient who lacks 

consent-making capacity in ICU, such disclosure would create an ethical conflict and 

‘awkward interactions’ between the ICU staff  and relationships with family members.
147

  

The majority of CCSs indicated that they would respect patient autonomy as regards an 

informed refusal for treatment as well as complying with a written DNR order, with some 

accepting a verbal DNR order. 
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In the context on disclosure of medical information,  South African law allows for such 

disclosure under four strict conditions  namely, patients consent, by court order, an Act of 

Parliament (Mental Health Act, Children’s Act , Sexual Offences Act etc.) and disclosure 

to reciprocal concerned third parties such as the spouse or known life partner.
172

 Outside 

these exceptions, such disclosure would attract criminal charges (violation of provisions 

under the NHA), civil claims, and charges of professional misconduct by the HPCSA.
172

 

 

In the two scenarios regarding ‘family wishes’, respondents considered the request least 

important in scenario 5 (patient in persistent vegetative state with sepsis and organ failure’, 

and did not consider the request at all in the scenario 2 (24 yrs. old with AIDS, PJP in T1 

resp. failure and KS of palate). Although this questionniare assessed ‘family wishes’, it did 

not assess the quality nor the frequency of the communication with families, which has 

been described in other studies as problematic. 

 

In the clinical context of a patient with HIV infection requiring resuscitation, clearly a 

DNR order from the patient would have to be respected.  However in practice, such DNR 

orders are rarely seen, partly due to physicians not sharing such information with their 

patients and also due to the low literacy levels of patients presenting to public health 

institutions in SA. 
158-160

  ‘Do not resuscitate’ (DNR) orders may be at the instruction of the 

patient with a ‘living will’ or the patient may verbally refuse treatment.
176

 Furthermore, the 

physician may make a medical futility judgment as there is no realistic prospect of 

reversibility of organ dysfunction, or the patient and/or the family may refuse further care 

on the grounds of advanced disease making the prospect of resuscitation and subsequent 

recovery unrealistic.
176
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However, these decisions do not preclude the patient access to palliative care and “allows 

the terminal condition to take its natural cause and thus prevent prolonging the patient’s 

death”.
176

 A living will is an instruction by the patient, while competent, to the treating 

physicians instructing them “to withhold or withdraw life-sustaining treatment in the event 

of terminal illness or fatal injury and to allow natural death to take its cause”.
176

 In the 

continuum of care for people living with HIV/AIDS, physicians should share knowledge of 

advance directives (living-will) with patients and their families, when the disease has 

progressed to an advanced stage. This would remove many of the ethical dilemmas on 

emergency intervention when patients present at an advanced stage of disease. 

 

The majority of the CCSs chose to admit the patient, the 18 yr. old, drug O/D scenario so 

designed as to elicit an acceptance rate close to 100%.  In another scenario  designed to 

elicit a 100% refusal to ICU admission, (HIV, CD4 count of 1, PJP, MDR/XDR TB, 

defaulted HAART and TB treatment for many months), approximately 60% refused 

admission with approximately 20% agreeing to ICU admission. Patient or surrogate proxy 

preferences are unlikely to effectively ration ICU care.
168

  According to Danis et al (1988) 

in their study ‘Patients' and Families' Preferences for Medical Intensive Care’ 
169

,70% of 

the patients and families were willing to undergo ICU care again even for one month of 

survival. In the same study, 8% of patients were unwilling to undergo ICU care to achieve 

any prolonging of survival. Preferences were poorly correlated with functional status, or 

quality of life and prognosis. Therefore, in this study, patients chose survival over quality 

of life.
169

 

 

In the two clinical vignettes designed to elicit a response regarding the urgent initiation of 

HAART in ICU, 58.6% of critical care physicians indicated that the urgent initiation of 
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HAART was not beneficial for the 70 yr. old patient with advanced HIV infection with T1 

respiratory failure as opposed to73.9% agreeing with the urgent initiation of HAART in the 

24 year old patient with advanced HIV infection, PJP with type1 respiratory failure and 

possible KS of the palate.  The possible effects of age and other age-associated co-

morbidities possibly influenced the CCSs on not to initiate HAART in the older patient.   

No consensus guidelines exist regarding the use of ARV’s in ICU.
320 321

    

 

In Scenario 5 the majority of CCSss would keep the patient who is ventilator-dependent, 

with sepsis, organ failure and in a persistent vegetative state in ICU. This decision suggests 

that PLWHA are not discriminated against by CCSs in access to ICU care. Many patients 

and families believe that they are entitled to the full range of critical care services.
186

  In 

scenario 5 ‘withdrawal of life support’ becomes the focus of attention when a patient has 

an ‘irreversible condition’ and continued ‘life-sustaining treatment’ becomes medically 

futile.
163

  In response to the question on ‘factors influencing decisions regarding Patient A 

or Patient B for ICU care’, respondents rated ‘patients with very limited chances of 

survival (or poor prognostic index, if calculated) as important.  However, this did not 

translate into decisions regarding prioritising the single ICU bed.  In response to the 

withdrawal of care for the single ICU bed occupied by ventilator-dependent patient, in 

preference for patient with head injury, respondents rated ‘principle of first come-first 

served’ and ‘withholding therapy is preferable as continued therapy is medically futile’.  

The point regarding the patient with head injury is that it was a true emergency. 

 

6.6.2  Conclusion 

A combination of factors was identified as influencing the decision to admit patients to 

intensive care. Prognosis and disease status were identified as the main factors influencing 
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admission. This study was not able to demonstrate significant discrimination towards 

PLWHA with regards to ICU admission.  Unrestricted access to ICU, as demonstrated in 

this questionnaire, would pose major challenges to future healthcare provision for patients 

with HIV infection in countries with a high HIV burden, such as SA. The data may be 

helpful for health policymakers and ICU directors, and serve as a benchmark for future 

studies on ethical decision-making in the context of HIV/AIDS and ICU care in a resource-

limited environment. 

 

6.6.3 Limitations of study 

The response rate of 20%, while low, is the norm for questionnaire-based surveys. This 

allowed for a 9.2% error rate and a 95% confidence level in reporting results. The 

questionnaire did not explore CCS factors such as religious beliefs or whether state versus 

private sector influenced responses to the clinical vignettes. A qualitative component 

would be included in a further study. Although this questionnaire assessed ‘family wishes’, 

it did not assess the quality nor the frequency of the communication with families, which 

has been described in other studies as problematic. 

 

This study was not able to demonstrate significant discrimination towards PLWHA with 

regards to ICU admission. This may be a real finding however caution must be taken when 

interpreting the findings given the relatively small sample size for two group comparison. 

The final sample size in this study is only powered in theory to detect a minimum 

difference of 30% for comparison of proportions across two groups with 80% power based 

on the final samples size of 90. 

 

Any bias in decision-making by CCSs in accessing PLWHA to ICU were not validated by 

the inferential statistics, although decision-making (frequency counts) in scenarios 3 and 5 
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in the sero-discordant patients  would seem to suggest that PLWHA are not subject to 

discrimination in decisions to admit to ICU. The discrepancies between the CCSs decisions 

in practice and their answers to vignettes with hypothetical patients cannot be assessed in 

this study.   According to Vincent (1989) in his questionnaire ‘ European attitudes towards 

ethical problems in intensive care medicine: results of an ethical questionnaire ‘ concluded 

that “Data computerisation does not allow full expression of complex feelings and 

opinions.”
36

  Notwithstanding these limitations, our findings provide a unique insight into 

the ethical dilemmas that face CCSs in South Africa when dealing with HIV-infected 

patients who seek or require ICU care. 
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CHAPTER 7: TO PROPOSE BEST PRACTICE ADMISSION 

CRITERIA GUIDELINES FOR PATIENTS WITH HIV INFECTION 

REQUIRING ACCESS TO INTENSIVE CARE IN SOUTH AFRICA  
7.1  INTRODUCTION 

This chapter seeks to propose best practice admission criteria for patients with HIV 

infection requiring access to intensive care in South Africa.  A comprehensive review of 

the literature was performed, which focused on the chronological changes that occurred 

since the beginning of the HIV/AIDS pandemic, including the impact of HAART to put 

into perspective current progress and new challenges in the management of PLWHA that 

would influence admission to ICU. 

 

A comprehensive review of the literature was also  performed to include new and evolving 

evidence associated with HIV/AIDS that may influence ICU outcomes i.e. pulmonary 

disease, cardiac disease, liver disease, renal disease, issues of HIV/AIDS and organ 

transplantation, HIV/AIDS and non-infectious complications i.e.  lung cancer, chronic 

obstructive pulmonary disease, pulmonary arterial hypertension and  immune 

reconstitution inflammatory syndrome (IRIS). The chapter concludes with a systematic 

review and meta-analysis of HIV/AIDS and predictors of the survival of critically-ill HIV-

infected patients admitted to ICU. This review includes relevant data, where available, 

from developed and developing countries. A paucity of published data on HIV/AIDS and 

ICU outcomes were available from the search strategies used for Botswana, India and 

South Africa when compared to the USA and Brazil. The search strategy was thus 

expanded to a global search for HIV/AIDS and predictors of survival in ICU. 

 

We performed analyses of the eligible studies from the systematic review to identify which 

pooled predictors were associated with significant higher mortality risk for PLWHA 

admitted to ICU.  
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Eight specific clinical variables were identified in the literature as predicting mortality in 

ICU. The relevant data from the literature was analysed and presented as prediction tables 

and figures. This data helped propose best practice admission criteria for patients with HIV 

infection requiring access to intensive care in South Africa.  This study will be the first to 

address these issues in the developing world. Hence the data from this study will also be of 

practical benefit to countries in the developing world in terms of formulating best practice 

admission criteria for patients with HIV infection requiring access to intensive care. 

 

7.2  PNEUMOCYSTIS JIROVECI PNEUMONIA 

Respiratory failure due to pneumocystis jiroveci pneumonia (PJP) was the most frequent  

complication of  HIV infection, often requiring admission to ICU for MV.
,322   

The use of 

ICU resources for HIV-infected patients with PJP has been strongly debated since the first 

reported cases, raising ethical concerns regarding availability and cost-effectiveness of 

such level of care. Over-time, the admission for PJP was also influenced by the availability 

of newer therapies, notably the advent of ART.  A historical perspective on PJP and access 

to ICU will now be discussed, followed by a discussion on the impact of HAART, 

including its impact in ICU.   
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7.2.1 PJP and ICU-a historical perspective 

Historically, the implementation of ART comprises five distinct eras, namely era 1(pre-

ART), era 2 (addition of adjunctive corticosteroids), era 3 (period of increased mortality), 

era 4 (period of decreased mortality), and era 5 (advent of HAART).  A more detailed 

discussion follows. 

 

7.2.1.1.  ERA 1 (1981-1985) - PRE-ART 

 

The report of PJP in men who have sex with men heralded the presence of HIV/AIDS.
323

 

In the mid-1980’s, physicians in the USA believed that MV was a poor indication  for 

PLWHA presenting with respiratory failure due to PJP, as it was associated with a 86-

100% mortality despite MV.
324 325

  Consequently, there was a dramatic decline in PLWHA 

admitted to ICU for MV due to respiratory failure.
324 326

  One of the reasons for this decline 

was cited as the physician’s reluctance to provide it.
324

   Wachter et al (2005) have 

estimated that it costs US$200,000 to save a year of life through the use of the ICU for 

PJP.
327

  He further states that ICU care for PJP is a ‘cost-ineffective intervention’ as the 

survival rate had fallen in recent years  to less than 10%, especially in  patients with CD
4
 

counts of less than 50 cells/mm
3
, patients who develop pneumothoraces while intubated 

and patients spending more than two weeks in ICU on a ventilator.
327

 

 

 Bedos et al (1999) in their ‘Pneumocystis carinii pneumonia requiring intensive care’ 

study also identified that patients with HIV infection and PJP on MV had a poor 

prognosis.
328

  They further identified that delayed ventilation after three days, duration of 

ventilation of more than five days, nosocomial infections and pneumothorax were 

predictive of death within three months of ICU admission.
328

 Torres et al (1995) in their 

‘Aetiology and prognostic factors of patients with AIDS presenting life-threatening acute 

respiratory failure’ study mention that the median survival time for PJP patients after 
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discharge from ICU was 49 days, and was not influenced on whether the patients was on 

MV (median survival 112 days) as compared to those not requiring mechanical ventilation 

(median survival 154 days).
329

  They further comment that as a result of poor outcomes 

after ICU discharge, a reassessment of ICU admission criteria for PJP patients is 

required.
329

 

 

Wachter et al (1995) also mention in their study that ‘the cost-effectiveness of intensive 

care for patients with PJP….is now below that of many accepted medical interventions”.
327

  

It  is evident that  ICU care is expensive and it’s use to prolong the life of  a patient with a 

poor prognosis, as evidenced by these studies,  may entail an opportunity cost for saving 

the life of someone else who stands a better chance of survival.
330

 

 

7.2.1.2.  ERA 2 (1986-1988)- ADJUNCTIVE CORTICOSTEROIDS 

 

Wachter et al , in their ‘Pneumocystis carinii Pneumonia and Respiratory Failure in AIDS: 

Improved Outcomes and Increased Use of Intensive Care Units’ retrospective cohort study, 

mention that in their study comprising a cohort of 35 patients (matched for age and PCP 

therapy) admitted to ICU for PJP, reported that a 40% survival in ICU was recorded (1986-

1988)  as compared to the earlier cohort (1981-1985). 
331

They had attributed this to the 

standard use  of corticosteroids in this clinical setting,  The mortality rates for patients with 

PJP decreased with the introduction of adjunctive corticosteroids and led to more patients 

with AIDS, PJP and respiratory failure being admitted to ICU for MV.
324 332

 Their study 

also identified a higher serum albumin level at the time of ICU admission to be associated 

with improved survival.
331

 

 

Additionally, improved cost-effectiveness due to improved survival rates and shorter 

length of ICU stay was recorded in this era.
333

 In 1986, antiretroviral therapy began with 
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the first clinical trial of zidovudine. According to Karim, in his book ‘ HIV/AIDS in South 

Africa”, the ARV treatment era started in 1987, with zidovudine(AZT) being used in a 

placebo-controlled trial that showed short term benefits to patients with AIDS.
334

 He also 

states that monotherapy did not have sustainable survival benefits when initiated at earlier 

stages of the disease.
334

 

 

7.2.1.3. ERA 3 (1989-1991)-INCREASED MORTALITY 

 

Mortality rates for HIV infected patients increased, possibly as a result of increased 

admissions to ICU due to renewed optimism.
335-339

 New nucleosides were introduced and 

dual therapy was well established, but these early therapies were regarded as unsuccessful. 

Karim et al mention that monotherapies such AZT and other non-nucleoside reverse 

transcriptor inhibitors did not demonstrate improved survival  benefits, especially when 

initiated at earlier stages of the disease.
334

  Wacther et al mention that in this era, the cost-

effectiveness of ICU care for patients with AIDS complicated by PJP had decreased, and 

survival was strongly associated with the CD
4
 count on hospital admission and the 

development  of pneumothorax on MV.
333

  

 

7.2.1.4. ERA 4 (1992-1995) – DECREASED MORTALITY 

 

Rates of ICU admission remained stable, with an improvement in overall mortality of 

37%.
340-345

 Nickas et al(2000), in their paper ‘ Outcomes of Intensive Care for Patients 

With Human Immunodeficiency Virus Infection’ conducted a retrospective chart review 

for the period 1992-1995, and included all HIV patients needing ICU admission.
346

 Only 

52% of their cohort  were on ARV treatment prior to ICU admission. They identified that 

respiratory failure (47%), sepsis ( 12%) and neurologic disease(11%)  were the most 

common ICU admission diagnosis.
346

 In their study 63% of patients survived to discharge, 

but survival rates at 1,2,3 and 4 years were disappointing at 27 %,18%, 13% and 11% 
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respectively.
346

 Their study also identified independent predictors of hospital mortality as 

low serum albumin, APACHE score, mechanical ventilation, and a diagnosis of PJP.
346

 

The authors acknowledge the limitation of their study being  undertaken prior to the 

widespread use of ART.
346

 

 

7.2.1.5. ERA 5 (1996 TO PRESENT) - ADVENT OF HAART 

 

The 11
th

 International Conference on AIDS in Vancouver, British Columbia, heralded in 

the ‘ decade of HAART’.
347

 It was at this conference where researchers announced to the 

international scientific community ‘ viral dynamics data ’ that a person infected with the 

virus produced 10 billion virions/day, validated that this was a viral infection and required 

antiviral treatment.
347

 Data at the conference also highlighted the inverse correlation 

between viral load and CD4 count, and the threshold of detection of HIV viral load at 15-

25 copies/mL.
347

 Six landmark studies have been regarded as advancing the field of 

HAART: 

1. 1999- DuPont 006
348

 - identified the role of efavirenz(NNRTI) as the third drug in 

combination with 2 NRTIs. 

2. 2002- M98-863
349

 - identified the important role of a protease inhibitor (PI)- based 

regimen i.e. ritonavir-boosted lopinavir. 

3. 2003: ACTG 384
350

 emphasised the importance of distinguishing between 

nucleoside pairings, as prior to 2003, the standard recommendation was two NRTIs 

(any two) plus a third agent. 

4. 2004: Gilead 903
351

 - established the role of tenofovir. 

5. 2004: 2NN
352

 - comparison of potency and side effects of efavirenz and nevirapine, 

and establishing that efavarenz was superior  to nevirapine. 
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6. 2004: ACTG 5059
353

 - established that  efavirenz- based HAART was superior to 

the popular triple nucleoside regimen (zidovudine/lamivudine/abacavir). 

 

In the era of combination HAART, mortality and ICU admission rates have changed 

significantly.
147 340 344 345 354

 The mortality rate as well as incidence of opportunistic 

infections have decreased significantly for PLWHA.
140

 With the advent of HAART, 

survival in ICU has improved, compared to patients not on HAART. Morris et al(2002)  

have postulated that this may be the result  of improved baseline characteristics such as 

CD4, serum albumin and ‘a changing spectrum of admission diagnosis”.
140

 According to 

Morris et al (2002) predictors of mortality are associated with serum albumin levels, 

APACHE11 score, need for intubation and the diagnosis of PJP.
140

 

 

7.3  HIV/AIDS AND INTENSIVE CARE- THE IMPACT OF HAART 

The era of ART significantly improved the prognosis of PLWHA, and converted an 

aggressive terminal illness to a chronic manageable condition, adding many more years of 

productive life to PLWHA.  However, the effect of ART on the decisions by the CCS 

regarding access to ICU for patients with HIV infection is unknown.  The impact of ART 

on ICU survival is varied and ranges from improved outcomes,
355 356

  to no difference in 

outcomes, 
357-360

  to decreased survival with ART.
361

 Given that ART is now widely 

available for PLWHA, its influence on decisions by the CCS on admission to ICU for 

critically ill patients is being debated.   

ICU’s see four very distinct populations of patients  with HIV /AIDS presenting for critical 

care
11

 (Figure 8) 

1. Patients with AIDS-defining opportunistic infections, according to the WHO 

criteria e.g. PJP, bacterial pneumonia, cerebral toxoplasmosis and cryptococcal 
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meningitis . This category would include AIDS-defining malignancies presenting 

to the ICU. Their HIV status may be unknown at presentation to ICU. In those 

patients with known HIV positive status, some may either not have  accessed care 

or have treatment failure.   If their HIV status is  unknown, then these patients 

would be deemed  the ‘late-testers’ which comprises approximately 35% of total 

new diagnosis annually in the USA, but this estimate varies.
362

 In Washington 

DC, these ‘late-testers’  comprise 65% of new ICU diagnoses.
119

 With an 

estimated 55 000 new HIV infections in the USA each year,
5
 this proportion of 

‘late-testers’ will increasingly impact on ICU resources. 

2. PLWHA accessing ICU services for medical or surgical conditions unrelated to 

HIV/AIDS, e.g. trauma, elective surgery, pancreatitis, gastro-intestinal bleeding. 

These patients have the same prognosis as the general population provided their 

CD4 counts are in the normal range.
363

 

3. The third group of PLWHA presenting to ICU are complications associated with 

long-term ARV’s as a causal link. These include accelerated atherosclerosis and 

coronary artery disease, dyslipidaemias, diabetes mellitus, pulmonary arterial 

hypertension, emphysema or strokes.
119 364-368

  Further studies need to be 

undertaken concerning the short-term and long-term prognosis of these patients 

who are on ART.
11

 

4.   The fourth group would comprise patients presenting with acute life-threatening 

toxicities of HAART i.e. acute renal failure, pancreatitis, Stevens Johnson 

Syndrome hepatic necrosis, lactic acidosis, rhabdomyolysis etc. 
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FIGURE 8  HIV PATIENTS REQUIRING ICU ADMISSION 

 

Rates of ICU admission  and ICU-related mortality for PLWHA has run a fluctuant course 

during the AIDS epidemic, depending on the changing demographics of the HIV epidemic, 

the time of  initiation and uninterrupted access to ARVs and patients and physicians 

attitudes towards ICU care.
320

  The University College of London and San Francisco 

Hospital have tracked trends in ICU epidemiology and outcomes over the course of the 

AIDS epidemic.
324 357 369

  Risk factors such as intravenous drug use, and heterosexual 

contact now comprise an increasing number of ICU admissions.
140 357

 

 

Approximately 40% of patients admitted to ICU are unaware of their HIV status.
140-142 370

 

Although respiratory failure remains the most common indication for ICU admission, 

while other diagnosis such as non-PCP pneumonia, sepsis, cardiac, gastrointestinal, and 

renal diseases that are often not directly related to underlying HIV disease are becoming 

more common.
147 320 340 341 354

  This is thought to be due to improved immune-reconstitution 

of CD
4
, decreasing viral load to below 30 000 copies/mm

3
 with combination HAART, 

resulting in the increasing likelihood of non-AIDS associated admission diagnosis.
320 340 341 

354
  In the ART era, ICU to ward survival rates of 70% have been recorded, which is 

similar to that for patients not infected with HIV matched for illness severity.
147 357 371 372

  

HIV PATIENT 
REQUIRING ICU 

ADMISSION 

Medical or surgical 
conditions 
unrelated to 
HIV/AIDS 

Patients with AIDS-
defining 
opportunistic 
infections 

Complications 
associated with 
long-term ARV’s 

Acute life-
threatening 
toxicities of HAART 
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A low haemoglobin, high APACHE score, and need for MV continue to be predictors of 

higher mortality.
147 357

 

 

In the San Francisco study, a causal link was made with ICU survival for patients admitted 

for PCP who received ART in ICU. Their mortality was recorded as 25% as compared to 

63% for those patents who did not receive ART.
373

  However the London group found a 

low mortality for severe PCP patients in ICU who did not receive ART, despite ART being 

available, suggesting that the San Francisco study may not indicate causality. Improved 

clinical care in ICU accompanied by lower tidal volume positive pressure ventilation may 

be contributory
320

 and constitute independent predictors of survival in ICU for PLWHA.  

 

7.3.1 HIV infection and intensive Care –the complexities of administering 

HAART 

The impact of HAART on ICU survival is varied and ranges from improved 

outcomes
355,356   

to no difference in outcomes.
357,358,374 ,360

   ART use in ICU presents  

challenges related to drug delivery, doses, drug interactions, and ARV-associated toxic 

effects.
147

 

7.3.2  Drug delivery 

All of the approved ARV medications are available as non-pill formulations i.e. liquid or 

parenteral, of particular significance in ICU where the patient may be intubated and/or on 

nasogastric feeding.
375

  

 

7.3.3  Drug absorption 

Critical illnesses may complicate the absorption of ARVs with regard to decreased gastric 

motility
376 377

, continuous feeding, nasogastric suctioning,
378

 and gastric alkalinisation for 
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stress-ulcer prophylaxis. Any renal or hepatic insufficiency will require ARV dose 

adjustments, especially NRTI’s and protease inhibitors.
375 379

 

 

7.3.4  Drug-drug interactions 

ARVs, especially NRTI’s and ritonavir-boosted regimens of protease inhibitors, have 

several important interactions with other ARVs and common ICU medications e.g. 

midozalam, triazolam, proton- pump inhibitors, amiodarone etc.  Their drug levels on 

patients on MV will be boosted by certain ARVs to dangerously high levels and thus close 

monitoring is required.
379 380

 

 

7.3.5  ARVs and potentially life-threatening toxic effects 

These include hypersensitivity reactions, the Stevens-Johnson syndrome, hepatic necrosis, 

pancreatitis, and lactic acidosis.
375

 The CCS has to be especially vigilant in early 

interventions should such toxic effects occur, as these morbidities carry a high fatality rate, 

if its detection and appropriate treatment is delayed.
375

 

 

7.3.6  Treatment strategies in intensive care 

The benefits of ARVs are unquestionable as it has  changed HIV/AIDS from an acute 

terminal illness, which has already claimed 25 million lives globally,
5
  to a chronic 

manageable illness.
320

  In the ART era, ICU to ward survival rates of 70% have been 

recorded, which is similar to that for patients not infected with HIV matched for illness 

severity.
371 372 375

  From the preceding discussion, it is evident that ART need to be used 

with caution in ICU. Its benefits in ICU are still being debated. Potential toxicities, many 

of which are life-threatening especially in the context of hepatic and renal impairment, 

need to be vigilantly monitored. Complexities regarding the use of ART in ICU, regarding 
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its absorption, pharmacokinetics and drug-drug interactions have been described.  Ethical 

issues regarding consent for HIV testing and disclosure become increasingly important. 

These ethical issues have been discussed in the chapter on law and ethics.   

 

7.3.6.1  REGARDING COMMENCEMENT OF ARV’S IN ICU, DO THE RISKS OUTWEIGH THE 

POTENTIAL BENEFITS? 

 

Many CCSs argue against the use of ARVs in ICU.
321 360 366 381

   No consensus 

guidelines exist regarding the use of ARVs in ICU.
320 321

   Huang et al
147

 advise:  

 “Initiation of ARV’s should be deferred among patients admitted to the ICU 

with a condition not related to AIDS. ARV’s should be commenced if the CD4 

cell count is below 200 cells per cubic millimeter, and there is a prolonged 

course in ICU.  Patients receiving ARV’s before admission to ICU with 

evidence of viral suppression (plasma HIV RNA below level of detection), 

before admission to ICU, should continue their ARV’s. Patients admitted to 

ICU for an AIDS-defining condition should be considered for ARV’s.”  

 

 The decreased toxicities of the newer ARVs and combinations strengthen the argument for 

their use in ICU.
320

 Antiretroviral therapy has increased the life expectancy of patients who 

are infected with HIV and has reduced the incidence of illnesses associated with AIDS.
5
  

Although the availability of ARVs  has increased the life expectancy of PLWHA and 

reduced the incidence of opportunistic infections associated with AIDS, thus turning HIV 

into a chronic illness, however, the frequency of pulmonary, cardiac, gastrointestinal 

(GIT), and renal diseases not directly related to underlying HIV disease has increased.
147 

320 340 341 354
 

Continued research would result in validated triage policies regarding admission of 

PLWHA to ICU and the guidelines addressing the complexities of HAART in ICU. 
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7.4. HIV/AIDS AND THE CHANGING PATTERNS OF ADMISSION 

PATHOLOGIES 

The following five conditions were reviewed: pulmonary, cardiac, liver and renal diseases, 

as well as non-infectious complications such as lung cancer, chronic obstructive pulmonary 

disease, pulmonary arterial hypertension and immune reconstitution inflammatory 

syndrome. 

 

7.4.1  HIV and pulmonary disease 

The improved survival in ICU for patients with PJP is attributed to low tidal volume MV 

and not the initiation of HAART.
320

 Predictors of mortality are associated with the 

diagnosis of PJP ( Table 41, figure10)), APACHE II score (Table 42, figure 11)) and serum 

albumin levels(Table 48, figure 17)).
140

Pseudomonas aeruginosa  and Staphylococcus 

aureus are reported to be common nosocomial bacterial infections in PLWHA.
382 383

 Other 

factors associated with increased risk of mortality for patients admitted to ICU with PJP 

included age, poor oxygenation at hospital admission, raised serum lactate dehydrogenase 

enzyme levels, low haemoglobin, low serum albumin, the presence of co-pathogens 

(cytomegalovirus infection, bacterial pneumonias), high APACHE 11 score, delay of 

greater than five days in ICU admission, and the development of pneumothorax during 

mechanical ventilation. (Table 41, figure 10)
  
 

 

Other common causes of respiratory failure, in the context of HIV/AIDS are  bacterial 

pneumonia and TB requiring ICU admission.
384

  These are especially prevalent in low and 

middle income countries where there is a late or inconsistent roll-out of ARVs.
385

  In 2009, 

India had  the highest global figure of  two  million new cases of TB, many of which were  
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co-infected with HIV/AIDS.
234

  In SA, the TB-HIV co-infection rate is estimated to be 

70% which is further complicated by the emergence of  multi drug resistant (MDR) and 

extremely drug resistant ( XDR) TB.
8 386

  In the USA, the early introduction of ARVs  has 

resulted in decreasing numbers of PJP and TB ,which in the pre-ART era were major 

causes of mortality and morbidity for PLWHA.
387

  The incidence of invasive pneumoccal 

disease has also decreased in PLWHA as a result of the widespread  use of the 

pneumococcal vaccine.
388

  However methicillin-resistant Staphylococcus aureus (MRSA) 

is a nosocomial pneumonia and is considered an independent risk factor for death in 

PLWHA.
383

 It is advised that initial empiric antibiotic regimens must include this 

possibility.
147

  

  

7.4.2  HIV and cardiac disease 

ARVs are atherogenic and cause a host of metabolic complications such as dyslipidaemias, 

insulin resistance, and diabetes.
389

  In addition to traditional risk factors, patients on ARVs 

have an increased susceptibility to coronary artery disease and acute coronary syndromes, 

the management of which would be according to established standard treatment guidelines. 

However, there is a greater incidence of restenosis of stents on coronary re-perfusion 

procedures in HIV patients.
390

  Research suggests the use of the newer, drug-eluting stents, 

which are associated with a reduced incidence of restenosis.
390

 

 

7.4.3  HIV and liver disease 

Viral hepatitis causing end-stage liver disease  is associated with a high mortality and 

morbidity in PLWHA and requires informed  decisions regarding ARVs and hepatitis 

therapy.
391 392

 Chronic liver disease may be due to chronic alcohol abuse.  Lamivudine, 

emtricitabine and tenofovir are effective  against hepatitis B virus (HBV) and is useful in 
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reducing  the chances of resistance to HBV.
393

 These drugs, together with  pegylated  

interferon or ribavirin can be used concurrently in ICU for hepatitis C virus infection.
393

  

However, the potential side-effects of the pegylated interferon or ribavirin  i.e. severe 

neutropenia, thrombocytopenia, and dose-related anaemia, may preclude treatment in 

critically ill patients with liver failure associated with hepatitis C infection.
393

  Patients 

with end-stage liver failure and HIV infection  may be considered as candidates for a liver 

transplant.
394

 In a resource limited environment, as canvassed in Soobramoney
105

  the CCS 

may be faced  with an ethical dilemma  concerning the fair allocation of resources, a 

utilitarian decision. Furthermore, Coquet et al (2010) in their study ‘Survival trends in 

critically ill HIV-infected patients in the highly active antiretroviral therapy era’ mention 

that the presence of cirrhosis was associated with poor survival in ICU.
395

(Table 45, figure 

14)    

 

7.4.4   HIV and renal disease 

End-stage renal disease may be the result of HIV-associated nephropathy (HIVAN), 

hepatitis B or C co-infection, diabetes or hypertension or ARV induced. Tenofovir , a 

nucleotide reverse transcriptase inhibitor( NtRTI), is nephrotoxic and contraindicated in 

any patient with a creatinine clearance <50ml/min.  The standard of treatment would be 

dialysis or renal transplant in appropriate patients, 
394

  but in  a resource-limited setting, as 

canvassed in the Soobramoney case,
105

 the CCS may be faced  with ethical dilemmas 

regarding access to dialysis facilities and eligibility criteria for dialysis, in the context of 

PLWHA. Acute renal failure, according to Coquet et al is a predictor of poor survival in 

ICU.
395

(Table 45, Figure 13)    
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7.4.5  HIV/AIDS and organ transplantation 

PLWHA on HAART live longer, estimated for a 20 year old on HAART at approximately 

two thirds the number of years compared to the general population.
396

 In Europe and North 

America, epidemiological studies have reported an increasing number of PLWHA 

developing chronic renal and liver disease requiring transplantation.
397-399

 Some of the 

causes have been discussed in the preceding paragraphs. Ragni et al, in a multicenter 

study, reported that the survival rates from liver transplantation between HIV-infected and 

HIV negative patients were similar (72.8% at 24 and 36 months and 81.6% and 77.9% at 

24 and 36 months respectively).
400

 This study has identified predictors of poorer survival to 

transplant as HCV infection (p=0.023), post-transplant ARV intolerance (p= 0.044), post-

transplant CD4 count <200cells/mm
3
 (p=0.005) and post-transplant viral load ≥ 400 

copies/mL.
400

 

 

Other studies have also shown  better outcomes for HIV-HBV co-infected liver transplant 

patients when compared to HIV- negative/HBV virus co-infected recipients of liver 

transplants.
401

 HIV-HCV co-infected recipients have poor outcomes as a result of a 

recurrence of HCV infection and graft survival rates are poor.
401

 Recent studies have 

shown that the success of liver and kidney transplants in HIV-infected patients is 

dependent on undetectable viral load on HAART, CD4 count ≥100 cells/mm
3
 or ≥200 

cell/mm
3 

if history of previous opportunistic infection and no active opportunistic 

infections.
402 403

 In a Canadian survey, barriers to liver transplant for HIV patients  centre 

around the availability of organs for transplant, the high mortality with HCV co-infection 

and ‘ surgical team willingness’.
404

 In resource limited countries, such as SA, similar 

barriers are  present, and the ethical dilemma of fair allocation of resources is of paramount 

importance. 
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7.4.6 HIV and non-infectious complications 

 

7.4.6.1  LUNG CANCER 

 

HIV-infected patients have an increased rate of non-small cell lung cancer. This causal link 

is supported by studies that suggest  HIV/AIDS may be an independent risk factor for lung 

cancer, adjusting for estimates of smoking prevalence.
405 406

  Whether HIV plays an 

oncogenic role in lung cancer is not known.
320

 

 

7.4.6.2  CHRONIC OBSTRUCTIVE PULMONARY DISEASE  

 

An increased prevalence of chronic obstructive pulmonary disease (COPD) has been 

associated with HIV/AIDS.
320

  This risk is independent of other risk factors for COPD 

such as smoking, illicit drug use and previous pulmonary opportunistic infections. Chest 

computed tomography evidence of  increased prevalence of emphysema in the pre-ART 

era,
407

  and prevalence studies in HIV infected veterans with  chronic obstructive 

pulmonary disease (COPD)  in the ART era, have demonstrated this causal link of HIV 

infection and COPD.
408

  

 

7.4.6.3  PULMONARY ARTERIAL HYPERTENSION 

 

An increased frequency of  pulmonary arterial hypertension (PAH) is observed in HIV 

infected patients.
409 410

  In one study, 35% of HIV infected patients had asymptomatic PAH 

on screening echocardiography.
411

  PAH symptoms are of right heart failure and HIV 

infected patients with PAH are more likely to die of progressive heart failure rather than 

from other AIDS-related causes.
412

  The pathogenesis of PAH in HIV is not fully 

understood.
320
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7.4.6.4  IMMUNE RECONSTITUTION INFLAMMATORY SYNDROME  

 

Immune reconstitution inflammatory syndrome (IRIS)  is the paradoxical worsening of 

clinical status related to recovery of the immune system after immune-suppression in HIV 

infected patients.
413

  This can occur after initiation of ART which leads to host 

inflammatory responses to previously recognised or subclinical infections, such as TB, 

Cryptococcus, PJP, CMV infections etc.
413

  IRIS may also result from inflammatory or 

immune response to cancer or self-antigens as evidenced by worsening tumours or auto-

immune disease.
414 415

 

 

Initiation of ART in  the presence of un-treated or cryptogenic opportunistic infections, or 

early initiation of ART soon after treatment of an opportunistic infection are more likely to 

cause IRIS,
416 417

 especially in ARV naïve patients
418

 with a low CD4 count.
419-421

  The 

majority of cases occur within one to three months of ARV initiation although cases may 

present months later.
421

  Symptoms consist of fever and lymphadenopathy, CXR may show 

worsening pulmonary infiltrates, nodules or masses, intra-thoracic lymphadenopathy and 

pleural effusion.
413

  The diagnosis of IRIS is one of the exclusions of the other causes.
413

 

The pathology of IRIS is incompletely understood.
320

  Most cases of IRIS are mild in 

severity and the outcomes are good with supportive therapy. The use of steroids may be 

useful in an excessive inflammatory response.
422

 

 

The initiation  of ART  in patients with opportunistic infections remains controversial.
422

  

Patients already on ART should be continued with ART.
320

 However, the initiation of 

HAART in critically ill patients has not been adequately studied. In this particular subset 

of patients, toxicities from ART and inflammatory reactions could potentially cause 

significant harm.
320

  More research is needed in this regard.
320

  As HIV positive patients 
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live longer as a result of the efficacy of newer and more effective ART regimens and 

vigilant treatment of opportunistic infections, the paradoxical increase in the prevalence of 

HIV/AIDS is expected.  In the absence of the universal provision of ART, admissions to 

ICU for HIV/AIDS related conditions will continue, including  admissions as a 

consequence of  the long-term use and toxicities of ARTs, some of which are potentially 

fatal.  Furthermore, as PLWHA live longer, the diseases of the ageing process, such as 

hypertension, diabetes and coronary artery disease gain increasing importance.  However, 

causal links with PAH, COPD and lung cancers need further investigation. 

 

 

7.5 HIV/AIDS AND PREDICTORS OF THE SURVIVAL OF THE 

CRITICALLY-ILL HIV-INFECTED PATIENTS REPORTED IN THE 

LITERATURE 

Intensive care support has advanced dramatically in step with modern technology. 

Advanced life support is possible even in instances of extreme or advanced illness. 

However, survival has not improved in parallel with this technology posing a challenge to 

providers of intensive care to determine when such care is futile. The medical literature 

abounds with social, moral, ethical and economic debate on this issue, as discussed in the 

preceding chapters.  The debate is vexed by the fundamental concept of equity and justice.   

 

Resource limited settings also have access to modern intensive care albeit, more restricted. 

These latter settings bear a disproportionate burden of disease which is aggravated by a 

lack of early intervention leading to more patients needing access to very limited intensive 

care resources. HIV/AIDS is no exception. South Africa is the epicenter of the HIV/AIDS 

epidemic and continues to witness an increasing number of patients progressing to 
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advanced disease warranting critical care. As the numbers of patients receiving 

antiretroviral treatment increases in South Africa, intensive care will be complicated by the 

effects of these medications. Patients with HIV/AIDS requiring intensive care will compete 

with non-HIV infected patients for limited ICU facilities, especially in State funded health 

care facilities. Utilitarian decisions need to be made on the fair allocation of limited 

resources, and clinical  decisions is thought to be influenced by factors such as the CD4 

count, APACHE II score, and the initiation of mechanic ventilation.
357

  

 

7.5.1  Prognostic factors for ICU survival 

7.5.1.1 META- ANALYSIS FOR PREDICTORS OF MORTALITY AMONG HIV POSITIVE PATIENTS 

ADMITTED TO ICU 

 

We performed an analysis of the eligible studies from the systematic review to identify 

which pooled predictors were associated with significantly  higher mortality risk for 

PLWHA admitted to ICU. This was done using a meta-analysis approach implemented in 

Stata 12.0 SE (‘metan’ procedure) to produce pooled measures of effect (in this case odds 

ratios) for each predictor and corresponding confidence intervals (CI).The pooled estimates 

were then also used to produce a relative excess probability of mortality (and associated 

95% confidence interval) to allow for relative ordering of importance. 

TABLE 40POOLED MEASURES OF EFFECT (OR) FOR EACH PREDICTOR, 

AND RELATIVE EXCESS PROBABILITY OF MORTALITY TO ALLOW FOR 

RELATIVE ORDERING OF IMPORTANCE 

Predictor Studies 
Pooled effect size 
(95 % CI) 

Relative excess probability 
mortality  
(95% CI) 
1/(1+odds)-0.5 

MV 13 4.54 (1.95, 7.13) 0.319 (0.161,0.377) 

Sepsis 4 3.37 (1.81, 4.93) 0.271 (0.144,0.331) 

Low CD4 5 2.42 (1.65, 3.18) 0.207 (0.122,0.261) 

Lower serum Albumin 7 2.32 (1.35, 3.29) 0.199 (0.074,0.267) 

Higher Apache score 8 1.14 (1.06, 1.21) 0.032 (0.014,0.048) 

Delayed admission 5 1.11 (1.01, 1.21) 0.025 (0.002,0.047) 

Lower PaO2 2 1.10 (1.03, 1.17) 0.024 (0.007,0.039) 

Δ PCP 2 2.00 (0.56, 3.44) 0.166 (-0.143,0.275)* 
* Not significant at 5% level 
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Based on the meta-analyses for each indicator: MV, sepsis, low CD4, low serum albumin, 

higher Apache score, lower Pa02 and delayed admission were significant predictors of 

higher mortality risk based on pooled estimates (Table 40, figure 9). The descending 

magnitude of the pooled odds ratio is displayed (Table 40) along with the associated excess 

mortality probability for a given indicator. For example requiring MV increases the 

probability of mortality by ~32% (95% CI: 16.1, 37.7). 
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FIGURE 9 POOLED EFFECT SIZE (95 % CI) FOR EACH PREDICTOR 

 

7.5.1.2  PJP DATA AS A PREDICTOR OF INCREASED MORTALITY 

 

Fei et al (2009) in their study ‘Severity and outcomes of Pneumocystis pneumonia in 

patients newly diagnosed with HIV infection: An observational cohort study’ identified 

age, recent injection use, total bilirubin and serum albumin with poor outcomes in ICU 

patients admitted for PJP.
423

 (Table 41, Figure 10) Wang et al (2011) in their study 

‘Mortality predictors of Pneumocystis jirovecii pneumonia in human immunodeficiency 

virus-infected patients at presentation: Experience in a tertiary care hospital of northern 

Taiwan’  identified systolic blood pressure, PaO2 and decreased lymphocyte count  with 

poor outcomes in ICU for patients with PJP.
424

 (Table 41, Figure 10) 
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Radhi et al ( 2008) in their study ‘Outcome of HIV-associated Pneumocystis pneumonia in 

hospitalized patients from 2000 through 2003.’ identified mechanical ventilation, the 

complication of pneumothorax on MV and PaO2 with poor outcomes in ICU for patients 

with PJP.
425

 (Table 41, Figure 10) Other studies have identified delay in admission to ICU 

for PJP and the diagnosis of PJP as independent predictors of poor outcomes in ICU.   

Our meta-analysis did not reflect the increased mortality associated with the diagnosis of 

PJP due to the heterogeneity of co-morbid factors associated with survival in ICU.(Table 

41, Figure 10) 
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TABLE 41PJP DATA AS A PREDICTOR OF INCREASED MORTALITY 

Summary Author Indicator Ref summary 

(AOR)1.69 (1.08 to 
2.65) Fei 4232009 ↑Age  

age - (AOR) per 10-year increase-↑mortality 

AOR 2.86 (1.28 to 
6.42) Fei 4232009 recent IDU 

recent injection drug use-↑mortality 

AOR 2.59 (1.19 to 
5.62) Fei 4232009 ↑bilirubin 

total bilirubin >0.6 mg/d-↑mortality 

AOR 3.63 (1.72–
7.66) Fei 4232009 ↓albumin 

serum albumin <3 g/dl-↑mortality 

(AOR) 3.88 (1.17-
12.83) Wang424 2011 ↓SBP 

systolic blood pressure </=110 mmHg-↑mortality 

AOR 4.97 (1.34-
18.23) Wang424 2011 ↓PaO2 

PaO(2) at room air </=60 mmHg-↑mortality 

AOR 8.19 (1.48-
45.36) 

Wang424 2011 ↓Lymphs lymphocytes </=10% Mortality Prediction-(1=14% 
mortality; 2=47%;3=75%) 

1.99 (1.02-3.90) Khouli426 2005 Δ-PCP  PJP-predictor of outcome-↑mortality 

26.7 (3.67-194) Palacios3742006 Δ-PCP  PJP diagnosis predictor of outcome-↑mortality 

9.6 (3.8-24.7) Radhi425 2008 MV ↑Mortality 

10.2 (3.5-29.7) Radhi425 2008 MV  Pneumothorax-↑mortality 

1.10 (1.03-1.17) Radhi425 2008 ↑mortality PAo2(per 1 mm Hg ↑ )-↑mortality 

9.7 (2.2-42.1) Wachter3451992 ↑mortality ICU admission after fifth hospital day-↑mortality 

Abbreviations: AOR-adjusted odds ratio; IDU-injection drug use; PaO2- partial pressure of  arterial oxygen; PJP-

pneumocystis jeroveci pneumonia; MV-mechanical ventilation; ICU-intensive care unit 
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FIGURE 10 PJP DATA-PREDICTORS OF SURVIVAL 
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7.5.1.3 APACHE II SCORE AS A PREDICTOR OF INCREASED MORTALITY 

 

An increased APACHE II score (range 11-20) on admission to ICU was associated with 

increased mortality in ICU. (Table 42, Figure 11) Adlakha et al(2011), in their 10 year 

retrospective chart audit on  ‘Survival of HIV-infected patients admitted to the intensive 

care unit in the era of highly active antiretroviral therapy’  identified increasing age (OR 

0.74:95% CI 0.53-1.02) per 10 year increase, low serum albumin (OR 1.05: 95% CI 1.00-

1.09) per 1g/dl increase( Table 48, Figure 17), a high APACHE 11 score ( OR 0.55 95%CI 

0.35-0.87) per 10 unit increase (Table 42, Figure 11),  receipt of HAART (OR 2.44:95%CI 

1.01-4.94) and the need for MV(OR 0.14: 95% CI 0.06-0.36)(Table 44,Figure 13) as 

predictive of  improved  ICU outcome.
429

 They further recorded a  survival to ICU 

discharge of 78% and hospital discharge of 70% which in their study was comparable to 

non-HIV-infected patients discharged from ICU and hospital ( 75% and 68% 

respectively).
429

 Additional ICU studies have identified  a high APACHE11 score, low 

CD4 count, low serum albumin, the presence of organ failure, SIRS, and sepsis to be 

important negative predictors to survival in ICU.
430

  

  

TABLE 42 APACHE II DATA-PREDICTORS OF INCREASED MORTALITY 

 

Abbreviation: APACHE- acute physiology and chronic health evaluation 

  
 

Summary Author Indicator Ref summary 

2.81 (1.57-5.04) Croda355-2009 Apach>19 Apache II >19 associated with increased mortality. 

1.12 (1.02-1.23) Greenberg427-
2011 

↑Apache11 In a multivariable logistic regression model,  
APACHE II score ↑ mortality 

6.04 (1.25-
29.22) 

van lelyveld372-
2011 

Apach>20 APACHE II score > 20 

1.06 ( 1.01-1.11) Agarwal428-2006 ↑Apache11 Mortality associated with Apache 11 score 

1.11 (1.05-1.16) Morris140-2002 ↑Apache11 Mortality associated with Apache 11 

1.2 (1.1-1.2) Khouli426-2005 ↑Apache11 APACHE II score per 1 point increase associated 
with increased mortality. 

2.2 (1.3-4.0) 
Vargas-Infante368-
2007 ↑Apache>=13 

>/=13 higher mortality in ICU 

1.82 (1.15-2.86) Adlakha4292011 ↑Apache Per 10 unit ↓ 
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FIGURE 11 APACHE DATA-PREDICTORS OF INCREASED MORTALITY 

 

In our meta-analysis, a mortality of approximately 3.2 % was associated with a high 

APACHE II score in ICU (95% CI: 1.14, 4.8). (Table 40, figure 9) 

 
7.5.1.4  CD4 COUNT AS A PREDICTOR OF MORTALITY 

 

Studies have shown an increased mortality in ICU for PLWHA with a low CD4 count ( 

<50- < 200 cell/mm
3
). (Table 43, Figure 12) Chiang et al(2011), in their 10 year 

retrospective study on ‘Admissions to intensive care unit of HIV-infected patients in the 

era of highly active antiretroviral therapy: etiology and prognostic factors’ found a low 

CD4 count, sepsis, low serum albumin and a 24 hour hospital to ICU admission delay to be 

negative predictors of ICU survival.
431

   They also observed that survival in ICU did not 

depend on prior initiation of ART, ART continued in ICU or ART initiated in ICU.
431

 

Corona et al(2009) in their study on ‘Caring for HIV-infected patients in the ICU in the 

highly active antiretroviral therapy era’ concluded that the initiation of ART in ICU was 

beneficial, but this decision has to be weighed against potential ART toxicities, drug-drug 

interactions, hypersensitivity reactions and the difficulties of administering ART in ICU.
355

  

In our meta-analysis, a mortality of approximately 21 % was associated with a low CD4 

count in ICU (95% CI: 12.2, 26.1). (Table 40, figure 9)    
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TABLE 43 CD4 COUNT DATA AS A PREDICTOR OF INCREASED 

MORTALITY 

 

Summary Author Indicator Ref summary 

2.24 (1.16-4.31), Khouli426-2005 ↓CD4<200 ↑mortality 

2.10 (1.17-3.76) Croda355-2009 ↓CD4<50 independently ↑ICU mortality, 

1.036 (1.003-
1.069) 

Chiang431-2011 ↓CD4  CD4 (per 10-cells/mm3 decrease) independently ↑ICU 
mortality, 

AOR 5.28 (2.99-
9.31) Agaba432-2011 ↓CD4<200 

↑ICU mortality 

3.22 (1.65-6.27) 
Palacios374-
2006 ↓CD4<50 

CD4+ absolute count <50 cells<109/l-↑ICU mortality 
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C h ia n g 2 0 1 1  -   C D 4  

A g a b a 2 0 1 1  -   C D 4 < 2 0 0

P a la c io s 2 0 0 6  -   C D 4 < 5 0

 

FIGURE 12  CD4 DATA-PREDICTORS OF INCREASED MORTALITY 

 

7.5.1.5 MECHANICAL VENTILATION AS A PREDICTOR OF INCREASED MORTALITY 

 

The need for MV, commonly for PJP, is associated with a high mortality in ICU as a result 

of sepsis due to endotracheal intubation and consequent nosocomial infections. A high 

mortality was also associated with barotrauma to the lungs and bilateral pneumothoracec. 

(Tables 40, 41, 44. figures 9, 10, 13 ) 
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TABLE 44 MECHANICAL VENTILATION DATA AS A PREDICTOR OF 

INCREASED MORTALITY 

 
Abbreviation: MV- mechanical ventilation; ICU- intensive care unit; E/T-endotracheal 
 

 

Increase mortality was also associated with any delay in the initiation of MV or any 

prolonged MV. (Table 44, Figure 13) In our meta-analysis, a mortality of approximately 

32% was calculated for PLWHA and MV (95% CI: 16.1, 37.7). (Table 40, figure 9) 

 

M e c h a n ic a l V e n tila t io n  D a ta  -  P re d ic to r s  o f  in c re a s e d  m o r ta lity

O d d s  R a tio
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o
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r
c

e

0
.1 1

1
0

1
0
0

1
0
0
0

Va n L e lyve ld 2 0 1 1  -  M V w ith in 1 yr

Ag a rw a l2 0 0 6  -  E /T  in tu b a tn

Va rg a s - In fa n te 2 0 0 7  -  M V

B e d o s 1 9 9 9  -  M V> = 3 d a ys

B e d o s 1 9 9 9  -  M V> = 5 d a ys

R a d h i2 0 0 8  -  P n e u m o th o ra x

R a d h i2 0 0 8  -  M V

B a n a re k 2 0 0 1  -  M V

W a c h te r1 9 9 2  -  M V

P a la c io s 2 0 0 6  -  M V

K h o u l i2 0 0 5  -  M V

Ad la k h a 2 0 1 1   M V

 
FIGURE 13 MECHANICAL VENTILATION DATA-PREDICTORS OF 

INCREASED MORTALITY 

 

Summary Author Indicator Ref summary 

40.01(3.01-532.65) van Lelyveld372-2011 MV MV associated with ↑ mortality within 1 year 

5.07 (1.24-20.65) Agarwal428-2006 E/T intubation endotracheal intubation- ↑mortality 

3.2 (1.0-10.2)  Vargas-Infante368-

2007 MV  

MV associated  with  ↑ICU mortality 

6.7 (1.9-23.9) Bedos328-1999 MV>3days Delayed mechanical ventilation after 3 days 

2.8 (1.1-6.9) Bedos328-1999 MV>=5days Duration of mechanical ventilation of > or = 5 days- 

↑mortality 

15.7 (4.4-56.4) Radhi425-2008 MV Pneumothorax-↑mortality 

14.8 (5.7–38.9) Radhi425-2008 MV ↑Predictor of in-hospital mortality for HIV-infected 

patients with Pneumocystis pneumonia 

0.22 (0.11-0.44) Banarek344-2001 MV ↑ mortality 

20.9 (1.9-227.2) Wachter345-1992 MV ↑mortality 

6.5 (2.8-14.9) Palacios374-2006 MV ↑ mortality 

6.11 (2.73-13.7) Khouli426-2005 MV ↑mortality 

7.14 ( 2.78-16.67) Adlakha4292011 MV ↑mortality 
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7. 5.1.6  ORGAN FAILURE AS A PREDICTOR OF INCREASED MORTALITY 

 

Coquet et al(2010), in their retrospective study on ‘Survival trends in critically ill HIV-

infected patients in the highly active antiretroviral therapy era’  have  identified delayed 

admission to ICU, presence of acute renal failure, cirrhosis, severe sepsis, and ICU 

admission for coma to be negative predictors for ICU survival.
395

  (Table 45, Figure 14) 

 

TABLE 45 ORGAN FAILURE DATA AS A PREDICTOR OF INCREASED 

MORTALITY 
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FIGURE 14 ORGAN FAILURE DATA-PREDICTORS OF INCREASED 

MORTALITY 

 

7.5.1.7.  HOSPITAL TO ICU INTERVAL AS A PREDICTOR OF INCREASED MORTALITY 

 

Several studies have identified any delay in ICU admission to be predictive of increased 

mortality (Table 46, Figure 14) In our meta-analysis, a mortality of approximately 2.5 % 

was associated with any delay in ICU admission (95% CI: 0.2-, 4.7). (Table 40, figure 9) 

 

Summary Author Indicator Ref summary 

2.73 (1.16 to 6.46) Coquet395 -2010 Coma ICU admission for Coma-↑mortality 

4.21 ( 1.63 to 10.92) Coquet395 -2010 
Acute renal 
failure 

↑mortality 

3.78 (1.21 to 11.84) Coquet395 -2010 Cirrhosis ↑mortality 
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TABLE 46 HOSPITAL TO ICU INTERVAL DATA-PREDICTORS OF 

INCREASED MORTALITY 

 

 

 

 

 

 

 

 

FIGURE 15 HOSPITAL TO ICU INTERVAL DATA- PREDICTORS OF 

INCREASED MORTALITY 

 

7.5.1.8  SEPSIS AS A PREDICTOR OF INCREASED MORTALITY 

 

Further studies of  prognostic factors for in-ICU mortality and six months mortality in  

HIV critically ill  patients,  have identified sepsis( Table 47, Figure 16), the initiation of 

MV within 24 hours, APACHE 11 greater than 19, CD4 count less than 50 cells/mm
3
 as 

predictors of mortality in ICU and at 6 months.
355 368

 The initiation of ART in ICU was a 

positive predictor in many studies.
78 355 368 393 427 434

  Japiassu et al(2010) in their study on 

‘Sepsis is a major determinant of outcome in critically ill HIV/AIDS patients’ identified 

severe sepsis, CD4 of 75cells/mm
3
 and a  delay of transfer from general ward to ICU to be 

negative predictors of survival.
434

 In our meta-analysis, a mortality of approximately 27 % 

was associated with sepsis in ICU (95% CI: 14.4, 33.1). (Table 40, figure9) 

 

Summary Author Ref summary 

2.91(1.11-7.62) Chiang4312011 24 hr delay in admission 

3.04(1.29-7.17) Coquet3952010 Delayed ICU admission Independently increased ICU mortality 

2.72(1.23-6.01) Chiang4312011 Hospital-to-ICU interval > 24 hours univariably increased hospital mortality, 

2.72 (1.23- 6.01), but not significantly in multivariable analysis 

1.10(1.00-1.02) Cardoso4332011 Each hour of waiting was independently associated with a 1.5% increased 

risk of ICU death 

 

 

the fraction of mortality risk attributable to ICU delay was 30% 
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C h ia n g 2 0 1 1  -  H o s p  t o  IC U  a d m s n

C a r d o s o 2 0 1 1  -  w i t h  e a c h  H R



211 

 

TABLE 47 SEPSIS DATA AS A PREDICTOR OF INCREASED MORTALITY 

 

 

S e p s i s  D a t a  -  P r e d i c t o r s  o f  i n c r e a s e d  m o r t a l i t y

O d d s  R a t i o

S
o

u
r

c
e

0
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1
0

C r o d a 2 0 0 9

C h ia n g 2 0 1 1

C o q u e t 2 0 1 0

B e d o s 1 9 9 9

 

FIGURE 16 SEPSIS DATA-PREDICTORS OF INCREASED MORTALITY 

 

7.5.1.9  SERUM ALBUMIN AS A PREDICTOR OF INCREASED MORTALITY 

 

 Fei et al (2009) in their study ‘Predicting mortality from HIV-associated Pneumocystis 

pneumonia at illness presentation: an observational cohort study’ identified age (AOR 

recent intra-venous illicit drug use  (AOR 2.86; 95% CI 1.28 to 6.42; p = 0.01), total 

bilirubin of > 0.6 mg/dl (AOR 2.59; 95% CI 1.19 to 5.62; p = 0.02), serum albumin < 3g/dl  

(AOR 3.63; 95% CI 1.72–7.66; p = 0.001) ( Table 48, Figure 17), and alveolar–arterial 

oxygen gradient ⩾50 mm Hg (AOR 3.02; 95% CI 1.41 to 6.47, p = 0.004) as negative 

predictors to ICU survival.
423

  Using these five variables, they proposed a ‘PCP-Mortality 

Prediction Score: score 0–1, 4% risk of mortality; score 2–3, 12%; score 4–5, 48%.
423

  

They further state that the PCP mortality prediction rule stratifies patients by mortality risk 

at the time of illness presentation and should be validated as a clinical tool.”
423

 

 

Wang et al(2011) in their study ‘Mortality predictors of Pneumocystis jirovecii pneumonia 

in human immunodeficiency-infected patients at presentation: Experience in a tertiary care 

Summary Author Indicator Ref summary 

3.16 (1.65-6.06) Croda355-2009 ↑mortality Sepsis independently ↑ICU mortality, 

2.91 (1.11-7.62) Chiang431-2011 ↑mortality Sepsis independently ↑hospital mortality 

3.67 (1.53-8.80) Coquet395-2010 ↑mortality Sepsis independently ↑ hospital mortality 

5.2 (2.1-12.9) Bedos328-1999 ↑mortality 
Sepsis / nosocomial infection independently ↑hospital mortality 
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hospital of northern Taiwan’ proposed a prognostic indicator for HIV patients with PJP 

who are admitted to ICU.
424

  The prognostic indicators are; systolic blood pressure </=110 

mmHg (adjusted odds ratio (AOR) 3.88; 95% confidence interval (CI) 1.17-12.83, p = 

0.03), PaO2 at room air </=60 mmHg (AOR 4.97; 95% CI 1.34-18.23; p = 0.01), and 

lymphocytes </=10% (AOR 8.19; 95% CI 1.48-45.36; p = 0.02).
424

  With these predictors, 

he has stratified patients into three groups with increasing risks for mortality, i.e. </=one 

predictor -mortality rate 14%, any two predictors  47%, and three predictors 75%.
424

 Wang 

et al suggest that this predictive score will enable CCSs to efficiently triage and manage 

such patients should ICU care be required.
424

  However, this tool needs to be scientifically 

validated. 

In our meta-analysis, a mortality of approximately 20 % was associated with a low serum 

albumin in ICU (95% CI: 7.4, 26.7). (Table 40, figure 9) 

TABLE 48 SERUM ALBUMIN DATA AS A PREDICTOR OF INCREASED 

MORTALITY 

 

Summary Author Indicator Ref summary 

0.27 (0.12–0.61),  Radhi425 -2008 ↓sAlbumin  Serum albumin (per 0.1 g/dl decrease)-↑ mortality 

3.5 (1.8-6.6) Morris140 -2002 ↓sAlbumin Serum albumin < 2.6 independently ↑hospital mortality,  

1.69 (1.04-2.74 Chaing431-2011 ↓sAlbumin Lower serum albumin (per 1-g/dl decrease) univariably 

↑hospital mortality, 

3.5 (1.8-6.6) 

Bonarek344 -

2001 ↓sAlbumin Hypoalbuminaemia-↑mortality 

AOR 3.63 (1.72–

.66) Fei-2009423 ↓sAlbumin serum albumin <3 g/dl-↑mortality 

1.05(1.00-1.09) Adlakha429 2011 ↓sAlbumin Per 1g/dl ↓ 
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FIGURE 17 SERUM ALBUMIN DATA-PREDICTORS OF INCREASED 

MORTALITY 

 

Croda et al,
355

 in their ICU study on prognostic indicators for patients with HIV infection 

on ART found that sepsis, MV in the first 24 hours, APACHE 11 score  >19 and CD4< 50 

were poor predictors of ICU survival.  Caldeira et al, in their admission criteria to ICU 

study found that age, prognostic scores and organ dysfunction were related to refusal of 

ICU admission for priority 3 and 4 patients.
312

  Using the SCCM criteria,
62

 priority 

1(34.6%) comprised critically ill patients who were unstable and needing intensive 

treatment and monitoring, with significant likelihood of recovery; priority 2 ( 52.4%) 

contained stable patients who required intensive monitoring because of the possibility of 

decompensation; patients in priority 3 were unstable, but had a low likelihood of recovery 

because of the severity of acute disease or comorbidities; patients in priority 4(14%) had 

little or no anticipated benefit from ICU admission. Priority 4 patients would be patients 

‘too well or too ill’ to benefit from ICU care.  In their study, the median time from hospital 

to ICU admission was a median 12 (5-26) days. According to Caldeira et al, the ICU in the 

tertiary hospital used for the purposes of this study did not have admission or discharge 

criteria for  ICU, and this decision vested solely on the ‘availability, and the knowledge 

and the experience’ of the most experienced ICU specialist at the institution.
312

 

 

 

7.5.2  Discussion 

In the context of PLWHA and ICU admission, current literature has identified eight 

predictors associated with poor survival in ICU. These are the diagnosis of PJP, high 

APACHE II score, low serum albumin levels, low CD4 count, initiation of mechanical 

ventilation, sepsis, organ failure and any delay in hospital to ICU admission interval.  
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Based on our meta-analyses for each indicator: MV, sepsis, low CD4, low serum albumin, 

higher Apache II score, lower Pa02 and delayed admission to ICU were significant 

predictors of higher mortality risk based on pooled estimates (Table 40,figure 9). 

 In all the literature reviewed, these predictors are not stand-alone but rather a constellation 

of factors related to the survival of PLWHA in ICU.   

 

The benefits of ARVs are unquestionable as they have transformed HIV/AIDS from an 

acute terminal illness, to a chronic manageable illness.
320

  

The initiation of ART in ICU was a positive predictor in many studies.
78 355 368 393 427 434

  

The decreased toxicities of the newer ARVs and combinations strengthen the argument for 

their use in ICU.
320

 

Potential toxicities, many of which are life-threatening especially in the context of hepatic 

and renal impairment, need to be vigilantly monitored and managed.  Complexities 

regarding the use of ART in ICU, regarding its absorption, pharmacokinetics and drug-

drug interactions have been described.  Continued research is needed to validate policies  

on the initiation of HAART in ICU. 

 

This is validated by improved survival of PLWHA in ICU who have been on HAART. In 

the ART era, ICU to ward survival rates of 70% have been recorded in HIV-infected 

patients, which is similar to that of the general medical population.
147 357

The use of low 

tidal volume ventilation has been associated with improved survival as it minimises the 

risk of pneumothorax. Non-invasive ventilation using a continuous positive airway 

pressure (CPAP) ventilation is showing promise for patients with PJP, especially in a 

resource-constrained environment, as it  inexpensive, does not require ICU care or 

specialised staff, and could be used in any health facility with an oxygen source as it 
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delivers low tidal volume pressures and negates the two biggest predictors of mortality 

associated with mechanical ventilation for PJP, i.e. nosocomial infection with consequent 

sepsis and organ failure  and pneumothoracec.
435

 Further randomised studies need to 

validate these preliminary studies.
435

 

 

Kramer et al(2010),
436

 in their study ‘A predictive model for the early identification of 

patients at risk for a prolonged intensive care unit length of stay’ mention that” studies 

have repeatedly shown that a small percentage (7% to 11%) of lengthy ICU admissions 

account for a large proportion (40% to 50%) of resources use.
437 438

   As patients with a 

prolonged ICU stay consume a disproportionate amount of resources, their early 

identification can assist in improving unit efficiency. Identifying these patients early can 

improve patient throughput by signaling a need for discharge planning or exploration of 

care alternatives.  These alternatives might include palliative care consultation
439

, early 

mobility therapy
440 441

, transfer to an in-hospital chronic ventilator unit
442

, or discharge to a 

long-term acute care facility.”
443 444

 

 

7.5.3  Conclusion 

CCSs, in the light of the data presented, still need to make ethically challenging decisions 

regarding PLWHA and whom to admit to ICU. None of the physiological severity criteria 

such as APACHE, SOFA etc were designed to triage patients into ICU
445 446

 and this 

presents a fundamental void in the guidelines to intensive care provision. We propose that 

general guidelines to the CCS i.e. is the patient ‘too well or too ill’ for ICU care and 

whether there is a ‘realistic prospect of reversibility of organ dysfunction’ should apply 

equally to PLWHA requiring ICU care.These data may be helpful for health policy makers 
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and ICU directors and serve as a benchmark for future studies on decision-making in the 

context of HIV/AIDS and intensive care in a resource limited environment. 
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CHAPTER 8: DISCUSSION, CONCLUSIONS AND 

RECOMMENDATIONS 

 

 

8.1  INTRODUCTION 

 

This is the first comprehensive  project to investigate the ethical dilemmas that Critical 

Care Specialists encountered in the admission of patients with HIV infection to intensive 

care in South Africa. The study found: 

 

1.  The ICU bed availability in South Africa is way below that of the USA, used as 

the international norm, and the problem in SA is worse in the public sector as 

compared to the private sector, and there are widespread variations across the 

provinces regarding ICU bed and CCS availability. 

 

2.  Strong regulatory and ethical frameworks exist to protect the rights of PLWHA 

and access to ICU, and in terms of rationing of scarce resources, the Soobramoney 

case precedent would not be justifiable for PLWHA and access to intensive care 

as it would not pass the central requirements of ‘suitability, necessity and 

proportionality’ and would therefore be unreasonable in its application.  

 

4. South Africa, despite its late-rollout of ART, has made significant gains in its 

HIV/AIDS treatment, care and support programmes and is walking the same path 

as Brazil of having a strong human rights impetus as evidenced by court actions by 

the TAC, government declaring HIV/AIDS a national emergency, thus granting it 

access to manufacture and parallel import generic ARVs, and access to triple 
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therapy at a CD4 count of 350cells/mm
3
.  However, in its determined efforts to 

control the pandemic of HIV/AIDS, some countries, notably Botswana and South 

Africa are accused of violating international treaties. 

 

4.  This study indicates that PLWHA are not discriminated against with regard to 

admission to intensive care, and they are not subjected to unfair value-laden 

judgments, such as medical futility decisions. 

 

5. The literature indicated that, in respect of PLWHA, specific variables influence 

their survival in ICU. Clinical prediction tools should be considered as an aid to 

clinical judgment on decisions on whom to admit to ICU, and rational decision 

making should include central questions such as ‘Is the patient too ill or too well 

for ICU care?’ and is there a reasonable prospect of ‘reversibility of organ-

dysfunction’?   Non-invasive ventilation using a continuous positive airway 

pressure (CPAP) ventilation mask is showing promise for patients with PJP, 

especially in a resource-constrained environment. 

 

8.2 DISCUSSION 

This study found that the ICU bed availability in South Africa is well below that of the 

USA, used as the international norm.  This discrepancy is worse in the public sector 

compared to the private sector.  The problem is exacerbated by the fact that South Africa 

has a disproportionately large  burden of people living with HIV/AIDS as compared to the 

USA.  In the USA, the total ICU bed availability is 93 555 and the ICU bed to population 

ratio is 1: 3356. In contrast, the total ICU bed availability in South Africa is 4719 beds, 

with 25% (1186 beds) in the public sector catering for 80% (40.5 million) of the 
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population.  The private sector has 75% (3533 beds) catering for largely medically insured 

and fee-for service patients (10 million) of the population.  Furthermore, there are wide 

discrepancies across the provinces, with the Western Cape having a public bed: population 

ratio of 1:30 000 and Limpopo province having 1:150 000 bed: population ratio.  Apart 

from the widespread variations across the provinces, provinces such as Limpopo have no  

CCSs to render this level of care. 

 

It is important to note that with the  National Health Insurance plan envisaged for South 

Africa, the total intensive care unit bed availability would be 4719, which would translate 

to a bed: population ratio of 1:10 000.  The NHI would not solve the huge discrepancies of 

access to intensive care across the provinces. Bhagwanjee et al , in their 2005 ‘National 

Audit of Critical Services’ concluded that in view of the huge discrepancies of intensive 

care unit bed availability in the country, there is a compelling need for regionalisation of 

intensive care services in the country.  The discrepancy with intensive care unit bed 

availability in the country, when viewed in the context of HIV/AIDS adds an additional 

level of complexity. In South Africa, approximately 7% of people living with HIV/AIDS  

(360 000) are in stage 4 disease, many requiring intensive care unit admissions for 

opportunistic infections and sepsis, organ failure, complications related to ART toxicities, 

or for complications unrelated to HIV infection. Although respiratory failure remains the 

commonest indication for ICU admission, other diagnosis such as non-PCP pneumonia, 

sepsis, cardiac, gastrointestinal, and renal diseases that are often not directly related to 

underlying HIV disease are becoming more common.    Furthermore, these patients will 

need to compete for an intensive care unit bed with members of the general population not 

infected with HIV who require this level of care. 
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The shortage of ICU beds in South Africa results in CCSs being under pressure to 

deliberate on resource allocation decisions for competing patients. However their decisions 

must respect provisions under law regarding rationing of  health care services and not to be 

refused emergency care.  Prescribed ethical codes of conduct and existing professional 

guidelines must also be taken into consideration.  The lack of explicit guidelines and 

admission policies for PLWHA and ICU care could result in CCSs excluding patients from 

ICU on the basis of their HIV status. This action would be unconstitutional (s27) and 

indeed criminal as it would constitute a statutory violation of the National Health Act in 

terms of access to emergency care.  It would also be ethically unacceptable as ‘The Code 

of Ethics for Emergency Physicians’ in the USA and the Health Professions Council of 

South Africa   ‘Guidelines on the management of patients with HIV/AIDS’ imposes an 

ethical duty on a physician not to discriminate against a patient on the basis of their HIV 

status. 

 

The attitude and perception survey conducted as part of this study showed that CCSs 

decisions to admit patients living with HIV/AIDS were consistent with these ethical and 

professional guidelines.  An important finding was the absence of discrimination against 

PLWHA and access to intensive care. In keeping with published guidelines, doctors 

considered the prognosis of the acute disease and of the underlying disease as most 

important.  Most of the CCSs cited availability of an ICU bed as influencing the decision 

to admit. Surprisingly, a large number would admit to ICU ‘patients who may live for 

several years but whose quality of life is very poor according to the doctor’s opinion’.  
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Our survey further demonstrated that PLWHA are not subject to medical futility decisions. 

In South Africa, the patients Constitutional right to life (s11) and the right not to be refused 

emergency care (s27) would compel the CCS to resuscitate the patient, irrespective of their 

HIV status.  This right is further entrenched in the National Health Act 61 of 2003.  In the 

USA, the patient has a Constitutional right to life and right to emergency care. This right is 

further entrenched by the American Health Securities Act 2009, Federal Emtala Law, and 

the newly enacted Patient Protection and Affordable Care Act of 2010.   

 

In South Africa, the constitutionally sound basis for rationing has been canvassed in the 

case of Soobramoney. The court found that Addington Hospital’s eligibility policy for 

renal dialysis was transparent and not discriminatory, as it prioritised its limited resources 

(dialysis machines) to those patients suitable for  renal transplant with expected improved 

quality of life and not dependent on expensive dialysis. The court’s decision to deny Mr 

Soobramoney renal dialysis is significant as it endorsed the reasoning that limited 

resources should not be wasted on futile care but prioritised to the most deserving patients 

meeting scientifically validated triage/eligibility criteria where cure was a reasonable 

outcome. 

 

In terms of s27 (right not to be refused emergency care) and s 36 (‘Limitation clause’ 

contained in the Bill of Rights), conventional wisdom would dictate that, like in 

Soobramoney, PLWHA should be denied access to intensive care, a scarce resource, as 

they a have a chronic terminal illness for which there is no cure, and that ARV care, 

treatment and support programmes arguably are in the realms of palliative care. 

 

However, with the advent of HAART, PLWHA admitted to intensive care, have similar 

outcomes as for the general population accessing intensive care. In the ART era, ICU to 
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ward survival rates of 70% have been recorded, which is similar to that of the general 

medical population.  The three month and long-term outcomes of HIV/AIDS patients 

admitted to the ICU improved dramatically. Similar results were found in Switzerland and 

the USA.  The benefits of ARVs are unquestionable as it has  changed HIV/AIDS from an 

acute terminal illness, which has already claimed 25 million lives globally,  to a chronic 

manageable illness.  Brazil’s remarkable and world-renowned success in controlling its 

HIV/AIDS programs has resulted in a decrease in 80% of HIV-related hospital admissions. 

 

 

In a study in the Western Cape, South Africa, the initiation of ART had the effect of 

reducing the 6 month mortality from 12.7% to 6.6%, i.e. approximately 50% for the study 

period 2001-2005.  In another South African study in KwaZulu-Natal, South Africa, from 

2002-2003 and 2004-2006, the effect of ARV initiation had reduced the mortality for 

PLWHA for women by 22% and men by 29%.   

 

In both the USA and SA, legal precedents have been set regarding informed consent, 

refusal of consent and issues around emergency consent. This has direct relevance to 

patients admitted to ICU, where patients may refuse ICU admission, a do-not-resuscitate 

(DNR) order or living will may be presented to the CCS, and surrogate decision-making 

for patients who lack consent-making capacity as a result of severe illness. These 

precedents apply equally to people living with HIV/AIDS, and in SA, with increasing 

literacy of the population and advocacy by the profession, such issues would become more 

prevalent. Patients, in their state of wellness should be counseled on issues of organ-donor 

preferences and advanced directives concerning life-support in intensive care, which would 

remove many of the ethical dilemmas currently faced by CCSs. 
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Intensive care unit shortages are a global problem in public health ICUs, but particularly so 

in developing countries, including South Africa, where ICU beds are in short supply and 

only account for 1-2% of all acute care beds.   Therefore, CCSs need some moral 

framework on triage decisions and priority setting to help with such value-laden decisions.  

Rational approaches to ethical-decision making such as consequentialism would support 

the CCS in making triage or rationing decisions in ICU, a scarce and expensive utility.  

Despite these rational approaches to decision-making, difficult  personal decisions still 

need to be made by the individual CCS working in HIV endemic regions on the effective 

triage of ICU admissions of PLWHA based on individual case presentations, availability of 

resources, and applicable ethical principles.  The central questions should be ‘is the patient 

too ill or too well for ICU care?’ and is there a reasonable prospect of ‘reversibility of 

organ-dysfunction’? 

 

Daniels ‘accountability for reasonableness’ provides a moral framework for ethical 

decision-making and priority setting with the central requirements being relevance, 

publicity, revision, and enforcement.  The central tenets of this framework are theoretically 

grounded in justice theories emphasising democratic decision-making.  It is based on what 

‘fair-minded’ people can agree are relevant; rationales for such decisions must be publicly 

accessible; when justifiably challenged, it must be revised;  and that institutional managers 

must ensure its fair application.  Interestingly, Daniels ‘accountability for reasonableness’ 

conforms to administrative law principles of procedural fairness and administrative justice, 

as canvassed in the Grootboom and TAC decisions. 
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As Cleary et al (2011), mention in their paper on ‘Claims on health care: a decision-

making framework for equity, with application to treatment for HIV/AIDS in South 

Africa’, issues around fair allocation must encompasses rational thinking on issues such as 

‘the notion of a claim’ and ‘communitarian claims’.  These theories focus on the fact that 

an individual is a member of a community or society, and the individual is viewed as 

having a claim on health care, and society has a reciprocal obligation to provide the care. 

However, Cleary et al also mention that “claims are not absolute with respect to their being 

met, and when not all can be met, society needs to allocate resources to those individuals 

with relatively stronger claims”.  The revised Oregon Medicaid Plan is one such example 

that restricts access for certain medical interventions that are marginally beneficial relative 

to their costs as judged by a public body with community input.  It is important to mention 

that in the Oregon Medicaid Plan, PLWHA have equal access to medical care, including 

access to intensive care. 

 

Professional associations have developed criteria for admission to ICU for the general 

population.  These criteria should be equally applicable to PLWHA, as their outcomes in 

ICU, in the era of HAART, is similar to that of the general population matched for risk. 

The Society of Critical Care Medicine (SCCM)-USA ,  has issued  four criteria for 

admission to ICU,  i.e. priority 1 to priority 4 categories.  Priority 3 patients were unstable 

patients, but had a low likelihood of recovery because of the severity of acute disease or 

because of comorbidities and multi-organ failure; patients in priority 4 had little or no 

anticipated benefit from ICU admission.  Priority 4 patients would be patients too well or 

too ill to benefit from ICU care.  Priority 3 and 4 patients would often include PLWHA 

with sepsis and multi-organ failure, where there is no reasonable prospect of ‘reversibility 

of organ dysfunction’.  In this circumstance, survival to ICU discharge would be unlikely. 
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The American Thoracic Society (ATS) has also deliberated on this issue and its Bioethics 

Task Force had issued a policy document on the ‘Fair Allocation of Intensive Care 

Resources’.  which includes a  patients ‘sufficient medical need;  a certain degree of 

potential benefit (excludes patients who are permanently unconscious or severe irreversible 

lack of cognitive function’;  and regarding the ‘single ICU bed’ to admit patients  meeting 

the thresholds of medical need and benefit, on a first-come, first-served basis.  The ATS 

criteria does not make specific mention of HIV/AIDS as their criteria of ‘sufficient medical 

need’ and ‘ a certain degree of potential benefit’ is equally applicable to PLWHA as it is 

for the general population not infected with HIV/AIDS.  Therefore, in terms of eligibility 

criteria for PLWHA and admission to ICU, general guidelines advised by the professional 

bodies for use by the general population not infected with HIV/AIDS  should be equally 

applicable to PLWHA, i.e. is the patient ‘too ill or too well to warrant ICU admission?’, 

and is there a realistic prospective of ‘reversibility of organ dysfunction’? 

 

In all the literature reviewed, several factors predict mortality in HIV infected patients in 

ICU.  Regarding PJP as a predictor of survival in intensive care a low haemoglobin, high 

APACHE 11 score, and the need for MV continue to be predictors of higher mortality.  

Increasing age, low serum albumin, low CD4 count, sepsis and organ failure are poor 

predictors of survival in ICU.   A 24 delay from ward to ICU admission also carries a 

negative predictive outcome.  However, these predictors should not be viewed in isolation 

but rather a constellation of factors which may involve all eight predictors influencing the 

survival of a patient with HIV/AIDS in ICU.  Therefore it would be misleading to discuss 

each as a stand-alone predictor, but rather as a complex constellation of factors. 
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On the use of ICU prognostic systems in deciding between competing patients, the ATS 

states that these predictive tools are only of value to the patient already receiving ICU care. 

Furthermore, these tools are limited by their accuracy due to the statistical nature of their 

deviation and the heterogeneity of the reference populations.  Marti et al (2012) in their  

‘ Prediction of severe community-acquired pneumonia: a systematic review and meta-

analysis’ study conclude that clinical prediction rules, because of their varying specificity, 

sensitivity and heterogeneity across different clinical environments should be regarded as  

an aid to clinical judgment.  Organ dysfunction scores such as Sequential Organ 

Dysfunction Assessment (SOFA) may have a predictive value and may influence decisions 

to withhold ICU care. 

 

In the context of critical care for PLWHA, antiretroviral therapy and unresolved questions 

regarding its use in the ICU add an additional level of complexity to already complicated 

legal and ethical issues. These include  HIV testing and disclosure, the administration of 

antiretroviral medications, important potential drug interactions with medications 

commonly used in the ICU, and controversies surrounding the use of  ART in the ICU.  

The professional bodies also give the CCS the autonomy to limit life-saving interventions 

when the prospect of meaningful recovery is unlikely. These professional guidelines are 

subject to individual interpretation and are not explicit in terms of guiding the profession 

on issues of ‘medical futility’ as there is no gold standard definition of medical futility, and 

its definition varies across the professional bodies. 

 

Comparative studies of Botswana, Brazil, India and South Africa indicate their differing 

resources and levels of political will.  Brazil’s treatment, care and support programmes 

commenced with a strong human rights ethos. The government had issued a ‘ compulsory 
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licence’ to manufacture its own ARVs, thus bypassing international patency laws, and 

making ARVs available to its people.  Furthermore, the government was pro-active in 

establishing a national health programme, thus incorporating the resource-rich private 

sector onto its treatment, care and support programmes, including access to intensive care 

for PLWHA.  This was as a result of an agreed upon capitation fee programme in the light 

of a national health crisis.  Further-more, every public health facility in Brazil has an 

infectious disease specialist employed for complicated case presentations. Brazil also had 

the foresight to commence triple therapy in 1996 at a CD4 count of 350 cells/mm
3
.  South 

Africa, despite its late-rollout of ART, is walking the same path as Brazil of having a 

strong human rights impetus as evidenced by court actions by the TAC, government 

declaring HIV/AIDS a national emergency, thus granting it access to manufacture and 

parallel import generic ARV’s, and access to triple therapy at a CD4 count of 350 

cells/mm
3
.  The proposed national insurance plan, based on Brazil’s model, has been 

adopted by government, with R1 billion allocated this financial year for its revitilisation 

programmes of public health facilities in preparation for full implementation by 2016. 

  

Botswana is regarded as a success story in Africa regarding its ART coverage of 93% and 

effective treatment, care and support programmes.  However, in its determined efforts to 

control the pandemic of HIV/AIDS, some countries, notably Botswana and South Africa 

are accused of violating international treaties in terms of enacting laws that criminalise 

certain behaviour of PLWHA.  Their governments have passed these laws with the 

contention that the rights of all citizens need to be protected, and that alleged rapists in 

particular need to be compulsorily tested for HIV infection to protect the rights of their 

victims.  These contentious laws violate the human rights of an alleged rapist in terms of 
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the ‘presumed innocent’ clause contained in most countries constitutions.  India’s  

‘mandatory HIV testing policies’ is also a violation of the ethical principle of autonomy, 

 

India is yet to sign its National Aids Programme into public health policy, as some of its 

provisions legally acknowledge, directly and indirectly, prostitution, illicit intravenous 

drug use and lesbian relationships, which are presently unlawful in India. Unlike India, SA 

has made concerted legal efforts towards non-discriminatory criteria for PLWHA.  Global 

Health Initiatives have supported HIV care, treatment and support programmes in many 

emerging countries, but this source of funding is presently under treat as a result of the 

global economic recession. This threatens to reverse many of the successes attained thus 

far by countries such as South Africa, Brazil, Botswana and India whose programmes are 

heavily reliant on these sources of funding.  The SA health system is structured to meet the 

basic demands of patients needing medical care.  Human rights issues, such as voluntary 

HIV counselling and testing and issues of patient confidentiality are in line with 

international treaties. Access to triple HAART is free to deserving patients in public health 

facilities meeting the  new ARV initiation guidelines which  include the initiation of 

combination ART for patients with a CD
4
 count of 350 cells/mm

3
 or WHO stage 3 or 4 

disease, all patients co-infected with drug sensitive or resistant TB irrespective of CD
4
 

count, all pregnant women with CD
4
 < 350 cells/mm

3
 to lifelong ART, and test all children 

below the age of 5 years  and treat all who test positive with ARVs.
45     
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8.3  CONCLUSIONS 

This study indicates that South Africa has made many legal provisions to protect the rights 

of its HIV infected citizens, and that PLWHA are not discriminated against with regard to 

admission to intensive care, nor are they subjected to unfair value-laden judgments, such as 

medical futility decisions.  ICU admission policies must exist, which must be fair, 

equitable, transparent and must meet with societal approval, and when justifiably 

challenged, must be subject to revision. This would minimise subjectivity by CCSs 

concerning admissions to ICU, especially in our context of PLWHA.  With the advent of 

ART, the prognosis of PLWHA has improved to that of the general population, and 

existing institutional triage guidelines for admission to ICU should be used for PLWHA.  

However, individual value laden decisions still need to be made by the CCS on admission 

to ICU for all patients, including PLWHA, on the basis of a number of factors including 

co-morbid conditions and the ‘reversibility of organ dysfunction’. In terms of these 

guidelines, patients that are ‘too well or too ill’ would be deemed not eligible for ICU 

admission.  These decisions, made many times on a daily basis by the CCS, are at the 

interface of law, ethics and medicine. In Soobramoney v Minister of Health, KwaZulu-

Natal Sachs J observed that: 

“In all the open and democratic societies based upon dignity, freedom and 

equality with which I am familiar, the rationing of access to life-prolonging 

resources is regarded as integral to, rather than incompatible with human rights 

approach to health care.” 

  

However, such decisions by the profession must fair in its application and must stand the 

‘test of reasonableness’ legally and ethically.  The Siracusa principles adopted by the 

ICESCR spells out five criteria  concerning human rights and restrictions to public health 
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based on resource limitations.   The burden of proof still falls on those who want to restrict 

rights, and concrete scientific and public health evidence is needed, specifically with 

response to Siracusa Principle 5 which states that “ it cannot be unreasonable or 

discriminatory in its application”.  Daniels ‘Accountability for reasonableness’ provides a 

moral-framework for such ethical decision-making. 

 

 

8.4 RECOMMENDATIONS AND BEST PRACTICE IMPLEMENTATION 

In South Africa, the following recommendations are made and current health policy 

implementations are acknowledged as a result of this study:  

1.  The National Department of Health has  implemented routine ‘provider-initiated 

HIV testing with opt-out’ for all patients presenting to any public health facility as 

of 2010. This would have the effect of de-stigmatising HIV/AIDS and bring it in 

line with management strategies of other chronic diseases such as hypertension 

and diabetes, which carries no stigma or discrimination with it. This would also 

remove much of the ethical dilemmas surrounding HIV/AIDS such as issues of 

breaches of confidentiality, HIV testing in ICU for patients lacking capacity to 

consent, legal and ethical issues regarding occupational blood-splash and needle-

stick injuries etc.  

 

2. HIV/AIDS should be a notifiable disease as this would lead to its destigmatisation.  

It would also have the effect of collating national and regional demographic 

statistics more accurately and would inform public health policy for priority 

programmes for high-risk population at greatest risk e.g. trucking corridors, those 

populations affected by high teenage pregnancies and high illicit and recreational 

substance abuse etc. 
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3.  Contact tracing of HIV and TB treatment defaulters would be easier by creating 

an electronic national database across the provinces, including for patients with 

Tuberculosis, as defaulters to treatment pose a major challenge and threat to 

public health as regards drug resistant HIV and TB. 

 

4.  Critical care specialists should have a clear plan of triage for admission to ICU 

using the same institutional guidelines used to admit other categories of patients to 

intensive care, as the era of ART has changed their outcomes significantly to that 

of the general population accessing ICU. Their three and six monthly survival 

post-ICU discharge has also improved significantly in the era of HAART.  The 

huge discrepancy of ICU beds in SA across the provinces makes a compelling 

argument for the regionalisation of ICU beds. 

 

 

 

5.  The National Health Insurance Plan envisaged for South Africa would make 

available more ICU beds (1:10 000) for the population. However a public-private 

partnership needs to occur, as in Brazil and Botswana, to optimise care, treatment 

and support programmes for PLWHA, including access to ICU. 

 

6.  Critical care nurses need to be an integral part of the decision-making process 

regarding medical futility decisions, including the family and the patient 

concerned. 
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7.  An Ethics Committee or an ethics consultant placed at each institution with ICU 

facilities would help with ethically challenging decisions, especially on 

withholding or withdrawing of intensive care. 

 

8. Clinical prediction tools should be considered an aid to clinical judgment on 

decisions on whom to admit to ICU, including for PLWHA. 

 

9.   The use of low tidal volume ventilation has been associated with improved 

survival. Non-invasive ventilation using a continuous positive airway pressure 

(CPAP) ventilation mask is showing promise for patients with PJP, especially in a 

resource-constrained environment, as it  inexpensive, does not require ICU care or 

specialised staff, and could be used in any health facility with an oxygen source as 

it delivers low tidal volume pressures and negates the two biggest predictors of 

mortality associated with mechanical ventilation for PJP, i.e. nosocomial infection 

with consequent sepsis and organ failure  and pneumothoracec.  Further 

randomised studies need to validate these preliminary studies. 

 

10.  Ongoing continuing medical education programmes should be an important 

component of skills development, especially with regards to making ethically 

challenging decisions on withholding or withdrawing ICU care, as well as for 

issues of consent, confidentiality, advanced directives and DNR orders. 

 

11.  Innovative changes, such as the implementation of fast-track anaesthesia and 

enhanced post-anaesthesia care unit capabilities, the development of sub-

intensive, intermediate and step-down units, and the increased use of non-invasive 
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ventilation in regular wards, rather than only in ICUs, would decrease the need for 

ICU beds.  These changes would have the desired effect of decreasing the need for 

CCS in favour of   increasing the number and scope of practice of 

hospitalists/generalists.  This would also decrease the need for ICU care, and 

decrease hospital length of stay and costs.
12

 

 

 

8.5  LIMITATIONS 

There are several limitations to this study that need to be considered when interpreting 

each component.   There was no way for the investigators to determine the extent to which 

the critical care specialists responses to the case vignettes did not reflect their real life 

practice decision. Since anonymity was ensured in the informed consent process one may 

assume that this was minimal. The response rate of 20% to the questionnaire survey, while 

low, is quite compatible with postal, self -completed questionnaires.  This 20% response 

allowed for a 9.2% error rate and a 95% confidence level in reporting results.  There was 

an under-representation of three provinces in South Africa, namely Mpumalanga, Limpopo 

and Northern Cape, but there is no reason based on the survey of ICU facilities in South 

Africa to assume that the responses would be any different to that in the other six 

provinces.  

 

The nature of the survey did not permit acquisition and analysis of qualitative information 

about critical care specialist’s insights and factors that pattern their responses to the 

hypothetical case based scenarios.  Application of statutory regulations that may govern 

decisions regarding access to ICU care for the hypothetical case scenarios is based on the 

interpretation of the investigators.  Some of these are backed up by case precedents such as 
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the Soobramoney v Minister of Health (KwaZulu-Natal) case in South Africa. Unless 

legally challenged it is generally impossible to predict how the courts may argue in the 

setting of legal challenges.  We attempted to present as balanced a view as possible, and 

our conclusions must be considered in this context.  Notwithstanding these limitations, the 

findings in this project provide a unique insight into the ethical dilemmas that face critical 

care specialists in South Africa when dealing with HIV infected patients who seek or 

require intensive care. Several case precedents suggest that our interpretation is valid. 
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ANNEXURE  B   KAP SURVEY- “THE ETHICAL DILEMMAS OF 

CRITICAL CARE SPECIALISTS ENCOUNTERED IN THE 

ADMISSION OF PATIENTS WITH HIV INFECTION TO INTENSIVE 

CARE. 
 

INFORMATION DOCUMENT FOR CRITICAL CARE SPECIALIST 

Dear Colleague 

 

My name is Dr K Naidoo. I am conducting a study as part of my PhD degree entitled:   

“CRITICAL CARE SPECIALISTS’ ATTITUDES AND PERCEPTIONS CONCERNING 

ICU ADMISSIONS FOR PATIENTS WITH HIV INFECTION” under the supervision of 

Professor Umesh Lalloo and Professor Jerome Singh. This study has received ethics approval from 

the Research Ethics Committee of the University of KwaZulu-Natal Approval No. BE 089/010 

(For the purposes of participation in this study a Critical care Specialist will be defined as a 

specialist registered with the Critical Care Society of South Africa (CCSSA), South African 

Thoracic Society (SATS), and specialist Physicians, Surgeons, Paediatricians and 

residents/fellows registered with the relevant Colleges of Medicine/Emergency 

Medicine/Surgeons/Paediatricians/Anaesthetists of South Africa.)  

 

In the event of any problems or concerns/questions you may contact the researcher: 

 

Dr Kantharuben (Ruben) Naidoo 

Principal Specialist/Lecturer 

Department of Family Medicine 

Master of Laws(Medical Law) 

Nelson R Mandela School of Medicine/ KZN Department of Health 

Tel: 031 2604485 ; 031 4605000 

Cell: 084 444 8466 

Fax :031 4689654 

e-mail: naidook@ukzn.ac.za 

 

or 

 

The UKZN Biomedical Research Ethics Committee, contact details as follows:  

BIOMEDICAL RESEARCH ETHICS ADMINISTRATION 

Research Office, Westville Campus 

Govan Mbeki Building 

Private Bag X 54001  

Durban  

4000 
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KwaZulu-Natal, SOUTH AFRICA 

Tel: 27 31 2604769 - Fax: 27 31 2604609 

Email: BREC@ukzn.ac.za 

 

Short overview of the study 

 

HIV/AIDS is one of the main challenges facing South Africa today. It is estimated that of the 33.4 

million people worldwide living with the human immunodeficiency virus in 2008, more than 67% 

were from sub-Saharan Africa. As a result South Africa, as a resource constrained country with a 

high burden of disease, needs to use best available evidence of outcomes for patients with HIV 

infection and ICU care, with respect to applicable laws, ethical principles and clinical guidelines to 

enable appropriate use of scarce resources. 

The purpose of this study is to develop best practice admission criteria for patients with HIV 

infection requiring intensive care in South Africa.  

 

The study would be in two parts. 

 

1. The first part would be by search of the literature to study the health impact of HIV/AIDS and 

the regulatory and ethical framework in South Africa (a resource constrained country) compared 

with the USA (a resource rich country) concerning patients with HIV infection and access to 

intensive care services. A search of the literature would also be undertaken to establish current best 

practices by Critical Care Specialists regarding HIV infection and admission to intensive care in 

Brazil, India and Botswana as comparative emerging economies to South Africa, all with universal 

health coverage and with a high burden of HIV infection  

 

2. The second part of the study would be to conduct a descriptive, non-experimental, anonymous 

attitudes and perception survey amongst Critical Care Specialists in South Africa  and who, in the 

normal scope of their work, are all involved in decisions regarding the provision of intensive care 

to patients with HIV infection.  

It is hoped this study will yield guidance to critical care specialists in South Africa in the form of 

proposed best-practice admission criteria for patients with HIV infection requiring intensive care. 

I would appreciate your participation in the survey component of my research. Your participation 

is purely voluntary. 

The study will be conducted as an anonymous structured self-administered questionnaire. Your 

identity will remain anonymous and your response will remain confidential to the extent permitted 

by law.  

mailto:ngwenyap@ukzn.ac.za
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There are no risks attached as the study is by anonymous questionnaire and the scenarios are 

hypothetical. Your completed questionnaire will be analysed electronically by Mr Stephan Van de 

Linde-Biostatician-UKZN. 

There is no compensation for participating in the survey. 

You have the right to refuse participation in the study and you may withdraw from the study at any 

point, without fear of prejudice. 

 

The Questionnaire is in THREE  parts: 

A. DEMOGRAPHIC CHARACTERISTICS OF CRITICAL CARE SPECIALIST 

PARTICIPATING IN QUESTIONNAIRE SURVEY. 

B. SURVEY OF CRITICAL CARE SPECIALISTS’ PERCEPTIONS REGARDING 

ICU ADMISSIONS. 

      C.   POTENTIAL DETERMINANTS OF ADMISSION TO ICU.  

 

Clinical vignettes using hypothetical patients are used.  Ethical issues regarding patient informed 

consent and confidentiality do not arise. 

A ‘Yes’ tick box on the questionnaire would confirm your consent for participation in the 

questionnaire survey. The format of the questionnaire does not request the names or addresses of 

the participating Critical Care Specialist nor the name of the Institution/ICU you are practicing in. 

For the purpose of this study, a self-administered questionnaire is submitted for your completion. 

Please tick in the box below to indicate your consent to participation in the anonymous 

questionnaire survey.  

YES  

NO    

 

 

A. DEMOGRAPHIC CHARACTERISTICS OF CRITICAL CARE  

SPECIALIST  PARTICIPATING  IN QUESTIONNAIRE  SURVEY. 

1. Gender 

Male  

Female  

 

2. Age  

Below 40  
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40-49  

50 or more  

  

3. Primary specialty 

Anaesthesiology  

Pulmonology  

Internal Medicine/Cardiology  

Surgery  

Paediatrics  

Other  

 

4. Intensive care experience 

4 years or less  

5 to 10 years  

10 years or more  

 

5. Proportion of total professional responsibilities devoted to intensi care 

Less than 25%  

25-50%  

50-75%  

More than 75%  

 

 

6. Province of Practice 

KwaZulu-Natal  

Western Cape  

Eastern Cape  

Gauteng  
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North West  

Limpopo  

Northern Cape  

Free State  

Mpumalanga  

 

  

7. Type of Hospital Facility 

Public Regional  

Tertiary  

Private  

 

8. No. of beds in Hospital 

Less than 500  

500-749  

750 or more  

 

9. No of ICU beds 

6 or less  

7-12  

13-18  

18 or more  

 

 

 

 

10. Type 

General  



X 

 

Surgical  

Medical  

Paediatric  

Coronary  

 

11. Role in ICU 

Director  

Senior staff  

Fellow/resident  

Visiting consultant  

No formal role  

 

 

B. SURVEY OF CRITICAL CARE SPECIALISTS’ 

PERCEPTIONS REGARDING ICU ADMISSIONS 

 

FOR THE FOLLOWING 15 QUESTIONS PLEASE TICK THE MOST APPROPRIATE 

ANSWER IN THE  BOX PROVIDED. 

 

1. IS THE ICU ADMISSION LIMITED BY THE NUMBER OF AVAILABLE BEDS? – 

CHOOSE ONE 

Generally  

Often, commonly  

Sometimes, uncommonly  

(almost) never  

 

 

 

2. DO YOU SOMETIMES ADMIT TO ICU? 

 YES NO 
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PATIENTS WHO MAY LIVE FOR SEVERAL YEARS BUT WHOSE 

QUALITY OF LIFE IS VERY POOR ACCORDING TO THE DOCTOR’S 

OPINION 

  

PATIENTS WHO MAY LIVE FOR SEVERAL YEARS BUT WHOSE 

QUALITY OF LIFE IS VERY POOR ACCORDING TO THE PATIENT’S 

OPINION 

  

PATIENTS WITH VERY LIMITED CHANCES OF SURVIVAL (OR POOR 

PROGNOSTIC INDEX IF CALCULATED) 

  

PATIENTS WITH NO HOPE OF SURVIVAL FOR MORE THAN A FEW 

WEEKS 

  

 

 

3. THE MEDICAL INFORMATION -THE DIAGNOSIS, TREATMENT, PROGNOSIS 

GIVEN TO THE PATIENT IS:  -CHOOSE ONE 

A. Always complete, without exception  

B. Depends on the type of disease and the severity of the prognosis  

C. Depends on the type of patient (personality, perceived wishes, suicidal, 

depressed etc.) 
 

D. b&c  

 

4. BEFORE PERFORMING THE FOLLOWING ELECTIVE PROCEDURES, THE 

INFORMED CONSENT OF A CONSCIOUS PATIENT IS REQUIRED: 

 
Yes-written 

consent 
Yes-oral consent No consent required 

HIV COUNSELLING 

AND TESTING 
   

INTUBATION AND 

VENTILATION 
   

SURGERY    

DIALYSIS    

BLOOD TRANSFUSION    

 

5. IF A COMPETENT PATIENT REFUSES THE INTERVENTIONS THAT YOU 

CONSIDER NECESSARY AND VITAL-CHOOSE ONE 
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You try to convince the patient, but if insistent, accept his decision  

You proceed with treatment, contrary to the patients wishes  

You advise the patient that you will no longer take care of him  

 

 

6. DO YOU CURRENTLY COMPLY WITH DNR (DO NOT RESUSCITATE) ORDERS 

IN THE EVENT OF CARDIAC ARREST? – CHOOSE ONE 

YES, WRITTEN DNR ORDERS  

YES, VERBAL DNR ORDERS  

NO. THESE ORDERS WOULD LIMIT THE CARE TO THESE PATIENTS.  

NO. ONE SHOULD ATTEMPT TO RESUSCITATE EVERY PATIENT IN THE 

ICU. 
 

 

7. IF DNR ORDERS ARE USED, ARE THEY, AS A GENERAL RULE: 

DISCUSSED WITH THE PATIENT? 
YES  

NO  

DISCUSSED WITH THE FAMILY? 
YES  

NO  

 

8. IN PATIENTS WITH NO REAL CHANCE OF RECOVERING A MEANINGFUL 

LIFE, DO YOU SOMETIMES: 

 YES NO 

WITHHOLD SOPHISTICATED THERAPY (I.E. NOT START 

MECHANICAL VENTILATION, DIALYSIS ETC.) 
  

WITHDRAW SOPHISTICATED THERAPY (I.E. DISCONTINUE 

MECHANICAL VENTILATIUON, DIALYSIS ETC.) 
  

 

 

 



XIII 

 

 

9. “LIMITED CARE” (WITHHOLDING THERAPY) VERSUS WITHDRAWING 

THERAPY: - CHOOSE ONE 

THESE HAVE BECOME UNAVOIDABLE IN SOME PATIENTS. WHENEVER 

POSSIBLE WITHHOLDING THERAPY IS PREFERABLE. 
 

THESE HAVE BECOME UNAVOIDABLE IN SOME PATIENTS.”LIMITED CARE” IS 

GENERALLY VERY DIFFICULT AND SOMETIMES HAZARDOUS. MAXIMAL 

TREATMENT SHOULD BE PROVIDED AND WITHDRAWN IF THE SITUATION 

BECOMES HOPELESS. 

 

NETHER CAN BE ACCEPTED. THE ICU PHYSICIAN SHOULD PRESERVE LIFE AT 

ALL COSTS. 
 

 

10. THE DECISION ABOUT TERMINAL CARE DOES INVOLVE: - CHOOSE ONE 

A.THE MEDICAL STAFF  

B. THE ICU STAFF(INCLUDING NURSES)  

C. THE PATIENT AND/OR FAMILY  

D. A&C  

E. B&C  

 

11. CAN AN ETHICS CONSULTANT/COMMITTEE HELP IN THESE DECISIONS 

REGARDING ICU ADMISSION? 

 

 
YES NO 

PATIENT HAS NO FAMILY   

FAMILY INSISTS WITHHOLD OR WITHDRAW CARE   

FAMILY INSISTS EVERYTHING TO BE DONE   

 

12. SHOULD MEDICAL EDUCATION PROGRAMMES (CME) INCLUDE MORE 

DISCUSSIONS ON ETHICAL ISSUES? 

 

 

 

YES  

NO  
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C. POTENTIAL DETERMINANTS OF ADMISSION TO ICU 

 

1. A 70 year old man (A) presents with acute hypoxemic respiratory failure 

requiring immediate intubation. The patient has advanced HIV disease 

complicated by AIDS wasting syndrome, disseminated candidiasis, and 

pulmonary hypertension, all of which have contributed to his poor functional 

status at baseline. You are the physician on duty at the ICU and you are 

requested to admit the patient to ICU for mechanical ventilation. 

 

PLEASE RATE YOUR ADMISSION TO ICU RANGING FROM 1(STRONGLY 

DISAGREE WITH ICU ADMISSION) TO 5 (STRONGLY AGREE WITH ICU 

ADMISSION). 

STRONGLY 

DISAGREE 

DISAGREE UNCERTAIN AGREE STRONGLY 

AGREE 

1 2 3 4 5 

 

 

1.1  WITH REFERENCE TO YOUR DECISIONABOVE PLEASE SELECT THE FIVE (5)  

MOST IMPORTANT DETERMINANTS THAT HAVE INFLUENCED YOUR DECISION 

FROM THE LIST  PROVIDED BELOW AND RANK THEM IN ORDER OF IMPORTANCE 

FROM 1-5 WITH 1 BEING THE MOST IMPORTANT AND 5 THE LEAST IMPORTANT 

IN THE BOX ON THE NEXT PAGE 

 

POTENTIAL DETERMINANTS 

A. PROGNOSIS OF ACUTE  DISEASE 

B. PROGNOSIS OF UNDERLYING DISEASE 

C. PATIENTS AGE  

D. RESOURCES 

E. HUMAN RIGHTS 

F. PATIENT PREFERENCES  

G. FAMILY WISHES 

H. CULTURAL CONSIDERATIONS 

I. FINANCIAL IMPLICATIONS FOR FAMILY(E.G. SOLE BREADWINNER) 

J. SOCIOECONOMIC STATUS 

K. PHYSICIAN EXPERIENCE 
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L. POLICY OF INTENSIVE CARE UNIT 

M. THREAT OF LITIGATION 

N. BED USED TO THE PREJUDICE OF ANOTHER PATIENT 

 

MOST 

IMPORTANT 

VERY 

IMPORTANT 

IMPORTANT PROBABLY 

IMPORTANT 

LEAST 

IMPORTANT 

1 2 3 4 5 

     

 

 

1.2 REGARDING WITHHOLDING THERAPY (WITH REFERENCE TO THE ABOVE 

SCENARIO) – CHOOSE ONE 

THESE HAVE BECOME UNAVOIDABLE IN SOME PATIENTS. WHENEVER 

POSSIBLE WITHHOLDING THERAPY IS PREFERABLE. 

 

THESE HAVE BECOME UNAVOIDABLE IN SOME PATIENTS.”LIMITED CARE” IS 

GENERALLY VERY DIFFICULT AND SOMETIMES HAZARDOUS. MAXIMAL 

TREATMENT SHOULD BE PROVIDED AND WITHDRAWN IF THE SITUATION 

BECOMES HOPELESS. 

 

NETHER CAN BE ACCEPTED. THE ICU PHYSICIAN SHOULD PRESERVE LIFE AT 

ALL COSTS. 

 

 

 

1.3 WHAT FACTORS LISTED BELOW WOULD INFLUENCE YOUR DECISION 

REGARDING ACCESS TO ICU CARE FOR THIS PATIENT? 

 

 YES NO 

PATIENTS WHO MAY LIVE FOR SEVERAL YEARS BUT WHOSE 

QUALITY OF LIFE IS VERY POOR ACCORDING TO THE DOCTOR’S 

OPINION 

  

PATIENTS WHO MAY LIVE FOR SEVERAL YEARS BUT WHOSE 

QUALITY OF LIFE IS VERY POOR ACCORDING TO THE PATIENT’S 

OPINION 

  

PATIENTS WITH VERY LIMITED CHANCES OF SURVIVAL (OR POOR 

PROGNOSTIC INDEX IF CALCULATED) 
  

PATIENTS WITH NO HOPE OF SURVIVAL FOR MORE THAN A FEW 

WEEKS 
  



XVI 

 

1.4 DO YOU BELIEVE THAT THE URGENT INITIATION OF HAART IN THIS 

PATIENT WOULD INFLUENCE HIS ICU OUTCOMES AND IMPROVE HIS GENERAL 

PROGNOSIS? 

 

YES  

NO  

 

 

2. A 24 year old woman is brought to the A/E by her concerned husband. She is known 

to your hospital and her hospital records are made available to you. She is HIV 

positive and awaiting her CD 4 count. She is also awaiting a biopsy of a suspicious 

lesion on her palate, clinically thought to be Kaposi’s sarcoma. 

She is wasted and now presents with haemoptysis for 2 weeks duration.  

She is in severe respiratory distress and is restless. Her respiratory rate is 36br /min, HR 108, 

BP 90/45, T 38, 6 °C and O2 saturation is 45%. 

On auscultation, her chest is clear. A blood gas analysis shows the patient to be in Type 1 

respiratory failure. A chest X-Ray shows mediastinal widening with hilar lymphadenopathy 

and left mid-zone consolidation. You are requested to admit the patient to ICU for 

mechanical ventilation. 

Her husband wants to know details from you as to what is exactly wrong with his wife 

regarding her deterioration in health. 

Her husband further pleads with you to do everything to save her life. 

 

 

2.0WOULD YOU DISCLOSE THE WIFE’S HIV STATUS TO THE HUSBAND? 

 

YES  

NO  

 

2.1 WHAT INFORMS YOUR DECISION ABOVE? 

 

 YES NO 

KNOWLEDGE OF LAW   

ETHICAL CODE OF CONDUCT-HPCSA   

PERSONAL DUTY-BASED DECISION.   
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2.2WOULD YOU CONSIDER THE URGENT INITIATION OF HAART BENEFICIAL 

FOR THIS PATIENT IF ADMITTED TO ICU? 

 

YES  

NO  

 

2.3 PLEASE RATE YOUR ADMISSION TO ICU RANGING FROM 1(STRONGLY 

DISAGREE WITH ICU ADMISSION) TO 5 (STRONGLY AGREE WITH ICU 

ADMISSION). 

STRONGLY 

DISAGREE 

DISAGREE UNCERTAIN AGREE STRONGLY 

AGREE 

1 2 3 4 5 

     

 

2.4 WITH REFERENCE TO YOUR DECISION ABOVE PLEASE SELECT THE FIVE (5)  

MOST IMPORTANT DETERMINANTS THAT HAS INFLUENCED YOUR DECISION 

FROM THE LIST PROVIDED BELOW AND RANK THEM IN ORDER OF 

IMPORTANCE FROM 1-5 WITH 1 BEING THE MOST IMPORTANT AND 5 THE 

LEAST IMPORTANT IN THE BOX PROVIDED 

 

POTENTIAL DETERMINANTS 

A. PROGNOSIS OF ACUTE  DISEASE 

B. PROGNOSIS OF  UNDERLYING DISEASE 

C. PATIENTS AGE  

D. RESOURCES 

E. HUMAN RIGHTS 

F. PATIENT PREFERENCES  

G. FAMILY WISHES 

H. CULTURAL CONSIDERATIONS 

I. FINANCIAL IMPLICATIONS FOR FAMILY(E.G. SOLE BREADWINNER) 

J. SOCIOECONOMIC STATUS 

K. PHYSICIAN EXPERIENCE 

L. POLICY OF INTENSIVE CARE UNIT 

M. THREAT OF LITIGATION 
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N. BED USED TO THE PREJUDICE OF ANOTHER PATIENT 

 

 

MOST 

IMPORTANT 

VERY 

IMPORTANT 

IMPORTANT PROBABLY 

IMPORTANT 

LEAST 

IMPORTANT 

1 2 3 4 5 

     

 

2.5 REGARDING WITHHOLDING THERAPY (WITH REFERENCE TO THE ABOVE 

SCENARIO) –CHOOSE ONE 

 

THESE HAVE BECOME UNAVOIDABLE IN SOME PATIENTS. WHENEVER 

POSSIBLE WITHHOLDING THERAPY IS PREFERABLE. 

 

THESE HAVE BECOME UNAVOIDABLE IN SOME PATIENTS.”LIMITED CARE” IS 

GENERALLY VERY DIFFICULT AND SOMETIMES HAZARDOUS. MAXIMAL 

TREATMENT SHOULD BE PROVIDED AND WITHDRAWN IF THE SITUATION 

BECOMES HOPELESS. 

 

NETHER CAN BE ACCEPTED. THE ICU PHYSICIAN SHOULD PRESERVE LIFE AT 

ALL COSTS. 

 

 

2.6 WHAT FACTORS LISTED BELOW WOULD INFLUENCE YOUR DECISION 

REGARDING ACCESS TO ICU CARE FOR THIS PATIENT? 

 

 YES NO 

PATIENTS WHO MAY LIVE FOR SEVERAL YEARS BUT WHOSE 

QUALITY OF LIFE IS VERY POOR ACCORDING TO THE DOCTOR’S 

OPINION 

  

PATIENTS WHO MAY LIVE FOR SEVERAL YEARS BUT WHOSE 

QUALITY OF LIFE IS VERY POOR ACCORDING TO THE PATIENT’S 

OPINION 

  

PATIENTS WITH VERY LIMITED CHANCES OF SURVIVAL (OR POOR 

PROGNOSTIC INDEX IF CALCULATED) 

  

PATIENTS WITH NO HOPE OF SURVIVAL FOR MORE THAN A FEW 

WEEKS 
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3. A 75 YEAR OLD PATIENT (A) PRESENTS TO THE A/E AT THE REGIONAL 

HOSPITAL IN T1 RESPIRATORY FAILURE. HE IS WASTED AND HAS ORAL 

CANDIDIASIS. CHEST EXAMINATION IS CLINICALLY CLEAR. C-XRAY 

SHOWS GROUND GLASS SHADOWING CONSISTENT WITH PJP. THE 

PATIENT REQUIRES VENTILATION. HIS CD4 COUNT IS 1 AND HAS 

DEFAULTED HIS HAART FOR MANY MONTHS.  

 

IN PARALLEL ,YOU ARE ALSO PRESENTED WITH AN 18 YEAR OLD PATIENT (B) 

FOR DRUG OVERDOSE (SUICIDE ATTEMPT)  AND IN SEVERE RESPIRATORY 

DEPRESSION WITH UNCONTROLLABLE SEIZURES REQUIRING ICU CARE FOR 

VENTILATION.YOU HAVE ONLY 1 VENTILATOR BED AVAILABLE.  

 

3.1 WHICH PATIENT WOULD YOU IMMEDIATELY PRIORITIZE FOR THE 1 

AVAILABLE VENTILATOR BED? 

 

PATIENT A  

PATIENT B  

 

3.2 WITH RESPECT TO YOUR DECISION ABOVE, PLEASE SELECT THE FIVE (5) 

MOST IMPORTANT DETERMINANTS THAT INFLUENCED YOUR DECISION FOR 

ICU ADMISSION FROM THE LIST PROVIDED BELOW AND RANK THEM IN ORDER 

OF IMPORTANCE FROM 1-5 WITH 1 BEING THE MOST IMPORTANT AND 5 THE 

LEAST IMPORTANT IN THE BOX PROVIDED BELOW 

 

POTENTIAL DETERMINANTS 

A. PROGNOSIS OF ACUTE  DISEASE 

B. PROGNOSIS OF  UNDERLYING DISEASE 

C. PATIENTS AGE  

D. RESOURCES 

E. HUMAN RIGHTS 

F. PATIENT PREFERENCES  

G. FAMILY WISHES 

H. CULTURAL CONSIDERATIONS 

I. FINANCIAL IMPLICATIONS FOR FAMILY(E.G. SOLE BREADWINNER) 

J. SOCIOECONOMIC STATUS 

K. PHYSICIAN EXPERIENCE 
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L. POLICY OF INTENSIVE CARE UNIT 

M. THREAT OF LITIGATION 

N. BED USED TO THE PREJUDICE OF ANOTHER PATIENT 

 

3.3WHAT FACTORS LISTED BELOW WOULD INFLUENCE YOUR DECISION 

REGARDING ACCESS TO ICU CARE IN PATIENT A? 

 YES NO 

PATIENTS WHO MAY LIVE FOR SEVERAL YEARS BUT WHOSE 

QUALITY OF LIFE IS VERY POOR ACCORDING TO THE DOCTOR’S 

OPINION 

  

PATIENTS WHO MAY LIVE FOR SEVERAL YEARS BUT WHOSE 

QUALITY OF LIFE IS VERY POOR ACCORDING TO THE PATIENT’S 

OPINION 

  

PATIENTS WITH VERY LIMITED CHANCES OF SURVIVAL (OR POOR 

PROGNOSTIC INDEX IF CALCULATED) 

  

PATIENTS WITH NO HOPE OF SURVIVAL FOR MORE THAN A FEW 

WEEKS 

  

 

3.4.  SHOULD THERE BE NO ICU BEDS AVAILABLE AT YOUR HOSPITAL WITH 

PATIENT A BEING ONE OF THE PATIENTS ALREADY ON VENTILATION, AND 

PATIENT B PRESENTS AS AN EMERGENCY REQUIRING AN ICU BED FOR 

VENTILATION,  WOULD YOU JUSTIFY WITHDRAWING PATIENT A FROM 

VENTILATION ON THE GROUNDS OF: - CHOOSE ONE  

THESE HAVE BECOME UNAVOIDABLE IN SOME PATIENTS. WHENEVER 

POSSIBLE WITHHOLDING THERAPY IS PREFERABLE. 

 

THESE HAVE BECOME UNAVOIDABLE IN SOME PATIENTS.”LIMITED 

CARE” IS GENERALLY VERY DIFFICULT AND SOMETIMES HAZARDOUS. 

MAXIMAL TREATMENT SHOULD BE PROVIDED AND WITHDRAWN IF THE 

SITUATION BECOMES HOPELESS. 

 

NETHER CAN BE ACCEPTED. THE ICU PHYSICIAN SHOULD PRESERVE LIFE 

AT ALL COSTS. 

RATHER MOVE PATIENT B TO A HIGH -CARE UNIT 

 

 

 

MOST 

IMPORTANT 

VERY 

IMPORTANT 

IMPORTANT PROBABLY 

IMPORTANT 

LEAST 

IMPORTANT 

1 2 3 4 5 
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3.5. WHAT FACTORS LISTED BELOW WOULD INFLUENCE YOUR DECISION TO 

WITHDRAW FURTHER ICU CARE TO PATIENT A? 

 YES NO 

PATIENTS WHO MAY LIVE FOR SEVERAL YEARS BUT WHOSE 

QUALITY OF LIFE IS VERY POOR ACCORDING TO THE DOCTOR’S 

OPINION 

  

PATIENTS WHO MAY LIVE FOR SEVERAL YEARS BUT WHOSE 

QUALITY OF LIFE IS VERY POOR ACCORDING TO THE PATIENT’S 

OPINION 

  

PATIENTS WITH VERY LIMITED CHANCES OF SURVIVAL (OR POOR 

PROGNOSTIC INDEX IF CALCULATED) 

  

PATIENTS WITH NO HOPE OF SURVIVAL FOR MORE THAN A FEW 

WEEKS 

  

 

3.6 ON RECOVERY IN ICU PATIENT B REQUESTS AN HIV TEST AS SHE WAS 

SEXUALLY ASSAULTED 2 WEEKS AGO.SHE STILL APPEARS DEPRESSED. 

YOU WOULD RESPOND ACCORDINGLY: 

 

4.  A 55 YEAR OLD PATIENT (A) PRESENTS TO THE A/E AT THE REGIONAL 

HOSPITAL IN T1 RESPIRATORY FAILURE. HE IS WASTED AND HAS ORAL 

CANDIDIASIS. CHEST EXAMINATION IS CLINICALLY CLEAR. C-XRAY SHOWS 

GROUND-GLASS SHADOWING CONSISTENT WITH PJP. THE PATIENT REQUIRES 

VENTILATION. HIS CD4 COUNT IS 1 AND HE HAS DEFAULTED HIS HAART FOR 

MANY MONTHS. IN ADDITION HE HAS DEFAULTED HIS TB TREATMENT 

SEVERAL TIMES AND IS AWAITING AFB CULTURE AS IT IS SUSPECTED THAT HE 

MAY HAVE MDR/XDR TB. 

 

 

 

 

 YES NO 

PERFORM THE TEST-PRINCIPLE OF BENEFICIENCE,AUTONOMY   

DO NOT PERFORM THE TEST-NON-MALEFICIENCE; PROCESS OF 

COUNSELLING FIRST. 

  



XXII 

 

4.1. PLEASE RATE YOUR ADMISSION TO ICU RANGING FROM 1(STRONGLY 

DISAGREE WITH ICU ADMISSION) TO 5 (STRONGLY AGREE WITH ICU 

ADMISSION). 

STRONGLY 

DISAGREE 

DISAGREE UNCERTAIN AGREE STRONGLY 

AGREE 

1 2 3 4 5 

     

 

4.2. YOU WOULD JUSTIFY YOUR DECISION AS FOLLOWS : -CHOOSE ONE 

THESE HAVE BECOME UNAVOIDABLE IN SOME PATIENTS. WHENEVER 

POSSIBLE WITHHOLDING ICU CARE IS PREFERABLE. 

 

 THE ICU PHYSICIAN SHOULD PRESERVE LIFE AT ALL COSTS.  

PATIENT SHOULD NOT BE ADMITTED TO ICU AS HE HAS SEVERAL CO-

MORBID CONDITIONS, SHOWN POOR COMMITTMENT TO TREATMENT 

AND HIS MDR/XDR TB POSES A HEALTH RISK TO THE ICU TEAM AND 

PATIENTS AND PUBLIC IN GENERAL.HE SHOULD BE REFERRED TO AN 

ISOLATION FACILITY FOR PALLIATIVE CARE. 

 

 

 

4.3 WHAT FACTORS LISTED BELOW WOULD INFLUENCE YOUR DECISION 

REGARDING ACCESS TO ICU CARE FOR THIS PATIENT? 

 YES NO 

PATIENTS WHO MAY LIVE FOR SEVERAL YEARS BUT WHOSE 

QUALITY OF LIFE IS VERY POOR ACCORDING TO THE DOCTOR’S 

OPINION 

  

PATIENTS WHO MAY LIVE FOR SEVERAL YEARS BUT WHOSE 

QUALITY OF LIFE IS VERY POOR ACCORDING TO THE PATIENT’S 

OPINION 

  

PATIENTS WITH VERY LIMITED CHANCES OF SURVIVAL (OR POOR 

PROGNOSTIC INDEX IF CALCULATED) 

  

PATIENTS WITH NO HOPE OF SURVIVAL FOR MORE THAN A FEW 

WEEKS 
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4.4. WITH RESPECT TO YOUR DECISION, PLEASES SELECT THE FIVE (5) MOST 

IMPORTANT DETERMINANTS THAT INFLUENCED YOUR DECISION REGARDING  

ICU CARE FROM THE LIST PROVIDED BELOW AND RANK THEM IN ORDER OF 

IMPORTANCE FROM 1-5 WITH 1 BEING THE MOST IMPORTANT AND 5 THE 

LEAST IMPORTANT IN THE BOX PROVIDED BELOW 

 

POTENTIAL DETERMINANTS 

A. PROGNOSIS OF ACUTE  DISEASE 

B. PROGNOSIS OF  UNDERLYING DISEASE 

C. PATIENTS AGE  

D. RESOURCES 

E. HUMAN RIGHTS 

F. PATIENT PREFERENCES  

G. FAMILY WISHES 

H. CULTURAL CONSIDERATIONS 

I. FINANCIAL IMPLICATIONS FOR FAMILY(E.G. SOLE BREADWINNER) 

J. SOCIOECONOMIC STATUS 

K. PHYSICIAN EXPERIENCE 

L. POLICY OF INTENSIVE CARE UNIT 

M. THREAT OF LITIGATION 

N. BED USED TO THE PREJUDICE OF ANOTHER PATIENT 

 

MOST 

IMPORTANT 

VERY 

IMPORTANT 

IMPORTANT PROBABLY 

IMPORTANT 

LEAST 

IMPORTANT 

1 2 3 4 5 

     

 

5. A 40 YEAR –OLD MALE PATIENT (PATIENT A) IS ADMITTED TO THE ICU 

FOLLOWING A MVA IN WHICH HE SUFFERED SEVERE HEAD AND 

ABDOMINAL INJURIES. HE IS KNOWN TO BE HIV POSITIVE WITH HIS CD4 

COUNT PENDING. AFTER FOUR WEEKS IN THE ICU, THE PATIENT’S 

NEUROLOGICAL CONDITION HAS STABILIZED WITH MINIMAL FUNCTION 

(THE PATIENT DOES NOT COMMUNICATE BUT WITHDRAWS ALL FOUR 

LIMBS TO PAINFUL STIMULI). FOLLOWING NUMEROUS BOUTS OF SEPSIS, 

THE PATIENT IS DEVELOPING RENAL FAILURE. HE IS ANURIC, 

HYPERKALAEMIC, AND ACIDOTIC.HE IS ALSO VENTILATOR DEPENDANT 

AND ON HIGH DOSES OF INOTROPES.THE PATIENTS FAMILY STATES THAT 
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IN THEIR CULTURE, LIFE CONTINUES UNTIL THE HEART STOPS BEATING. 

THE FAMILY REQUESTS THAT ALL RESUSCITATIVE EFFORTS BE 

CONTINUED, INCLUDING DIALYSIS. 

 

IN PARALLEL, A SECOND PATIENT (PATIENT B) WITH SIMILAR INJURIES, BUT 

WITH METASTATIC PROSTATE CANCER, IS ADMITTED TO THE A/E AND 

REQUIRES AN ICU BED. IN ADDITION TO HIS TRAUMATIC INJURIES, HOWEVER, 

HE IS WHEEL-CHAIR BOUND AS A RESULT OF DEMENTIA. NO ICU BEDS ARE 

CURRENTLY AVAILABLE. 
23

 

 

5.1 WHICH PATIENT, A OR B, WOULD YOU PRIORITIZE THE USE OF AN ICU BED? 

 

 

 

 

5.2 WITH RESPECT TO YOUR DECISION, PLEASES SELECT THE FIVE (5) MOST 

IMPORTANT DETERMINANTS THAT INFLUENCED YOUR DECISION FOR ICU 

CARE FROM THE LIST PROVIDED BELOW AND RANK THEM IN ORDER OF 

IMPORTANCE FROM 1-5 WITH 1 BEING THE MOST IMPORTANT AND 5 THE 

LEAST IMPORTANT IN THE BOX PROVIDED BELOW 

 

POTENTIAL DETERMINANTS 

A. PROGNOSIS OF ACUTE  DISEASE 

B. PROGNOSIS OF  UNDERLYING DISEASE 

C. PATIENTS AGE  

D. RESOURCES 

E. HUMAN RIGHTS 

F. PATIENT PREFERENCES  

G. FAMILY WISHES 

H CULTURAL CONSIDERATIONS 

 I. FINANCIAL IMPLICATIONS FOR FAMILY (E.G. SOLE BREADWINNER) 

J. SOCIOECONOMIC STATUS 

K. PHYSICIAN EXPERIENCE 

L. POLICY OF INTENSIVE CARE UNIT 

M.THREAT OF LITIGATION 

N. BED USED TO THE PREJUDICE OF ANOTHER PATIENT 

 

PATIENT A  

PATIENT B  
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5.3WHAT FACTORS LISTED BELOW WOULD INFLUENCE YOUR DECISION 

REGARDING PATIENT A? 

 YES NO 

PATIENTS WHO MAY LIVE FOR SEVERAL YEARS BUT WHOSE 

QUALITY OF LIFE IS VERY POOR ACCORDING TO THE DOCTOR’S 

OPINION 

  

PATIENTS WHO MAY LIVE FOR SEVERAL YEARS BUT WHOSE 

QUALITY OF LIFE IS VERY POOR ACCORDING TO THE PATIENT’S 

OPINION 

  

PATIENTS WITH VERY LIMITED CHANCES OF SURVIVAL (OR POOR 

PROGNOSTIC INDEX IF CALCULATED) 

  

PATIENTS WITH NO HOPE OF SURVIVAL FOR MORE THAN A FEW 

WEEKS 

  

 

5.4. WHAT FACTORS LISTED BELOW WOULD INFLUENCE YOUR DECISION IN 

PATIENT B? 

 YES NO 

PATIENTS WHO MAY LIVE FOR SEVERAL YEARS BUT WHOSE 

QUALITY OF LIFE IS VERY POOR ACCORDING TO THE DOCTOR’S 

OPINION 

  

PATIENTS WHO MAY LIVE FOR SEVERAL YEARS BUT WHOSE 

QUALITY OF LIFE IS VERY POOR ACCORDING TO THE PATIENT’S 

OPINION 

  

PATIENTS WITH VERY LIMITED CHANCES OF SURVIVAL (OR POOR 

PROGNOSTIC INDEX IF CALCULATED) 

  

PATIENTS WITH NO HOPE OF SURVIVAL FOR MORE THAN A FEW 

WEEKS 

  

 

 

 

 

MOST 

IMPORTANT 

VERY 

IMPORTANT 

IMPORTANT PROBABLY 

IMPORTANT 

LEAST 

IMPORTANT 

1 2 3 4 5 
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5.5  SHOULD THERE BE NO ICU BEDS AVAILABLE AT YOUR HOSPITAL WITH 

PATIENT A BEING ONE OF THE PATIENTS ON VENTILATION, AND PATIENT B 

PRESENTS AS AN EMERGENCY REQUIRING AN ICU BED FOR VENTILATION, YOU 

WOULD JUSTIFY WITHDRAWING   PATIENT A FROM VENTILATION ON THE 

GROUNDS OF(CHOOSE ONE):  

 

5.6. WOULD YOU ACCESS PATIENT A TO DIALYSIS FOR THE FOLLOWING 

REASONS? 

 YES NO 

DEONTOLOGIC DUTY   

FAMILY WISHES   

MEDICALLY FUTILE   

MINIMAL NEUROLOGICAL FUNCTION   

POSITIVE HIV STATUS(POSSIBLE HIVAN)   

EXISTING UNIT POLICY FOR HIV POSITIVE PATIENTS REQUIRING 

DIALYSIS 

  

 

 

 

 

 

 

 

 

THESE HAVE BECOME UNAVOIDABLE IN SOME PATIENTS. WHENEVER 

POSSIBLE WITHHOLDING THERAPY IS PREFERABLE AS CONTINUED 

THERAPY IS MEDICALLY FUTILE 

 

THESE HAVE BECOME UNAVOIDABLE IN SOME PATIENTS.”LIMITED CARE” 

IS GENERALLY VERY DIFFICULT AND SOMETIMES HAZARDOUS. 

MAXIMAL TREATMENT SHOULD BE PROVIDED AND WITHDRAWN IF THE 

SITUATION BECOMES HOPELESS. 

 

NETHER CAN BE ACCEPTED. THE ICU PHYSICIAN SHOULD PRESERVE LIFE 

AT ALL COSTS. 

 

PRINCIPLE OF FIRST-COME-FIRST-SERVED BASIS  
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5.7. WHAT FACTORS LISTED BELOW WOULD INFLUENCE YOUR DECISION 

REGARDING ACCESS TO ICU CARE FOR BOTH PATIENTS A AND B IF ICU BEDS 

ARE AVAILABLE? 

 YES NO 

PATIENTS WHO MAY LIVE FOR SEVERAL YEARS BUT WHOSE QUALITY OF 

LIFE IS VERY POOR ACCORDING TO THE DOCTOR’S OPINION 

  

PATIENTS WHO MAY LIVE FOR SEVERAL YEARS BUT WHOSE QUALITY OF 

LIFE IS VERY POOR ACCORDING TO THE PATIENT’S AND FAMILIES 

OPINION 

  

PATIENTS WITH VERY LIMITED CHANCES OF SURVIVAL (OR POOR 

PROGNOSTIC INDEX IF CALCULATED) 

  

PATIENTS WITH NO HOPE OF SURVIVAL FOR MORE THAN A FEW WEEKS   

DEONTOLOGICAL DUTY TO CARE IRRESPECTIVE OF UNDERLYING 

MEDICAL CONDITION. 
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ANNEXURE C   PREDICTORS OF THE ICU OUTCOME OF THE 

CRITICALLY ILL HIV-INFECTED PATIENT REPORTED IN THE 

LITERATURE 
  Predictors of ICU OUTCOME in HIV  

  Main predictors of critically ill HIV-infected patient ICU outcomes present in the literature 

No Variables odds ratio (CI 

95%) 

p values Refere

nce# 
comments 

*1 

Haart-pre-

admission   

 

  

      0.009 
447

 No association 

    

0.14 (0.02-

0.84) 0.03 

333 345
 predicted non-ICU admission 

Low CD4 and pneumothorax on MV 

*2 Not on HAART 1.8(1.02-3.2)  
140

 No prior HAARTunivariably 

increased 

hospital mortality, 1.8(1.02-3.2), but 

notsignificantly inmultivariable 

analysis 

    

448
 

426
 

395
 

434
 

431
 

Powell No association 

Khouli No association 

Coquet No association 

Japiassu No association 

Chiang No association 

    

355
 Croda "No priorHAART 

Independentlyincreased ICU 

mortality," 

3 HAART initiated in 

ICU 

2.00 

(1.41-2.86) 

 
355

 No ART use inICUindependently 

increased 6-monthmortality, 

    (0.31-0.98)  
355

 ICU initiation of HAART better 

prognosis 

4 Non-AIDS-

associated 

admission 
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diagnosis 

5 ICU admission 

after fifth hospital 

day 

     

6 Inotropic support 4.48 0.03 
449

 Independent predictor of mortality-

vasopressor use 

      <0.001 

449
 Vasoactive drugs -P1-46.2% 

mortality 

      <0.001 
449

 P2-16.7% 

      <0.001 
449

 P3-42.3% 

      <0.001 
449

 P4-35.3% 

    

3.82 (1.81-

8.07) 0.0007 

374
 Poor predictor of outcome 

7 Respiratory 

Failure(%) 

Admission to ICU 

in HAART ERA   

 

  

    

140
 

448
 

426
 

395
 

368
 

355
 

434
 

431
 

 

Morris 40.7% 

Powell 42.3% 

Khouli 30% 

Coquet 58.8% 

Vargas -Infante 51% 

Croda 33.1% 

Japiassu 29% 

Chiang 44.4% 

 

      0.01 

431
 PaO2<60 mm Hg at admission was a 

predictor of ICU admission 

8 PJP (%) Admission 

in HAART era   

  

 

140
 

448
 

395
 

431
 

355
 

 

Morris 10.7% 

Powell 13.8% 

Coquet 18.7% 

Chiang 8.1% 

Croda 23.2% 

    

(AOR)1.69(1.

08 to 2.65)  0.02 

423
 Fei PCP Mortality prediction Rule 

age - (AOR) per 10-year increase 
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AOR 

2.86(1.28 to 

6.42) 0.01 

423
 recent injection drug use 

    

AOR 

2.59(1.19 to 

5.62) 0.02 

423
 total bilirubin >0.6 mg/d 

    

AOR 

3.63(1.72–

7.66) 0.001 

423
 serum albumin <3 g/dl 

    

AOR 

3.02(1.41 to 

6.47) 0.004 

423
 alveolar–arterial oxygen gradient 

⩾50 mm Hg 

    

320
 Morris Improved survival of PCP 

NOT dt HAART but better ICU care 

and low tidal pressure ventilation. 

Incl. in PAH,COPD and LUNG 

cancers 

     (AOR) 

3.88(1.17-

12.83) 

0.03 

424
 3 independent predictors of PJP 

mortality in ICU 

Wang -systolic blood pressure 

</=110 mmHg 

    

AOR 

4.97(1.34-

18.23) 0.01 

424
 PaO(2) at room air </=60 mmHg 

    

AOR 

8.19(1.48-

45.36) 0.02 

424
 lymphocytes </=10% 

1=14% mortality;2=47%;3=75% 

    

0.30(0.11-

0.82) 0.001 

140
 PCP-predictor of survival in 

multivariate analysis 

    

0.30 (0.11-

0.82) 0.02 

344
 PJP diagnosis predictor of outcome 

    

1.99 (1.02-

3.90) 0.044 

426
 PJP diagnosis predictor of outcome 

    

26.7 (3.67-

194) 0.002 

374
 PJP diagnosis predictor of outcome 

9 PJP associated with   

 

345
 Low CD4 and pneumothorax on MV 
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pneumothorax 

10 APACHE II score   

 

 Chiang 19 -ve predictor(15-25) 

    

2.81(1.57-

5.04) 2.18 

355
  

    

1.12 

(1.02-1.23) 

 

427
 In a multivariable logistic regression 

model, only the APACHE II 

scorewas significantly associated 

with hospital mortality 

    

6.04(1.25-

29.22) 

 

372
 APACHE II score > 20 

    

1.06(1.01-

1.11) 

 

428
 Mortality assoc with Apache 11 

score 

      <0.001 
312

 Caldeira SCCM-P1-127.3±8.6 

      <0.001 
312

 P2-20.8±7.4 

      <0.001 
312

 P3-34.9±10.5 

      <0.001 
312

 P4-23.5±0.7 

    

1.11 (1.05-

1.16) 0.0001 

140
 Mortality assoc with Apache 11 

    1.2 (1.1-1.2) <0.001 

426
 APACHE II score per 1 point 

increase 

11 APACHE II score 

< 13 

(1.3-4.0)  
368

 >/=13 higher mortality in ICU 

    6.1 (3.0-12.4) 0.001 
344

 APACHE II score < 13 

12 SAPS II   P<10(-3) 
344

 1.5 for 10 points higher -predictive of 

mortality 

    6.1(3.0-12.4) 0.001 
140

 APACHE II score < 13 

    1.05 (1.03-

1.07) 

<0.0001 
374

 predictive of mortality 

*13 Normal serum 

albumin 

 [AOR], 

2.08(1.41 to 

3.06) 

0.002 
448

 Higher serum Albumin assoced wit 

Inc survival 

    0.27 (0.12–0.61),  0.002 
425

 Serum albumin (per 0.1 g/dl 

increase)-inc mortality 

*14 Serum albumin < 

2.6 g/dl 

3.5 (1.8-6.6)  
140

 Serum albumin < 2.6 

Independentlyincreased hospital 

mortality, 
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    1.69 (1.04-

2.74 

 
431

 Lower serum albumin (per 1-g/dl 

decrease) univariably increased 

hospital mortality,1.69 (1.04-2.74), 

but not 

significantly in multivariable analysis 

    3.5(1.8-6.6) 0.001 
140

 Albumin > 2.6g/dl-inc survival 

    3.5 (1.8-6.6) 0.001 
344

 hypoalbuminaemia 

    

0.47 (0.33-

0.68) <0.001 

426
 Albumin, per 1 gr/dl, increase 

15 

Normal CD4 + 

absolute count /ml   

 

  

    2.24 (1.16- 

4.31), 

 

426
 CD4 < 200 univariably 

increased hospital 

mortality, 2.24 (1.16- 

4.31), but not 

significantly in 

multivariable analysis 

    AOR 

3.63(1.72–

7.66) 0.001 

423
 serum albumin <3 g/dl 

      

 

 Japiassu-No association 

*16 CD4 + absolute 

count < 50 cells/ml 

2.10 

(1.17-3.76) 

 

355
 CD4 < 50 

Independentlyincreased ICU 

mortality, 

    1.036 (1.003-

1.069) 

 

431
 CD4 (per 10-cells/mm3 

decrease) independently 

increased hospital mortality, 

    AOR 

5.28(2.99-

9.31) 

 

432
 CD4 < 200 

    3.22 (1.65-

6.27) 0.0006 

374
 CD4+ absolute count <50 cells<10-

power9/l 

17 Mechanical 

ventilation 

AOR, 

6.11(2.73 to 

13.72) 0.001 

448
 absence of MV assoced with incr 

survival 

    3.92(2.20- 2.25 
355

 MV within 24 hrs-positive predictor 
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6.96) 

    

40.01(3.01-

532.65) 

 

372
 MV assoced with incr mortality 

within 1 yr 

    

5.07(1.24-

20.65) 

 

428
 endotracheal intubation-inc mortality 

    (1.0-10.2)  

 

368
 MV assoc with incr ICU mortality 

    (61-92%) 

 

447
 MV-80% mortality 

  

    < 0.001 
447

 PaO(2) <60 mm Hg atICU admission 

during the 1st week were predictors 

of mortality 

  

  8.48 <0.0001 
449

 Factors independently associated 

with mortality were mechanical 

ventilation 

  

  6.7(1.9-23.9)   
328

 delayed mechanical ventilation after 

3 days 

  

  2.8(1.1-6.9)   
328

 duration of mechanical ventilation of 

> or = 5 days 

  

  14.8 (5.7–38.9),  < 0.001 
425

 Predictors of in-hospital mortality for 

HIV-infected patients with 

Pneumocystis pneumonia 

  

    <0.001 
312

 Mechanical ventilation invasive %-

P1-66.7% 

      <0.001 
312

 P2-29.1% 

      <0.001 
312

 P3-76.9% 

  

  0.22 (0.11-

0.44) 

0.001 
344

 MV assoced with incr mortality 

      0.0003 
450

 PJP associated with pneumothorax 

  

  20.9 (1.9-

227.2) 

0.01 
345

 MV assoced with incr mortality 

    6.5 (2.8-14.9) <0.0001 
374

 MV assoced with incr mortality 

  

  6.11 (2.73-

13.7) 

<0.0001 
426

 MV assoced with incr mortality 

      <0.001 
312

 P4-64.7% 

18 Delayed intubation 

> 48 hrs 

     

19 Pneumothorax 5(1.7-14.7)  
328

 pneumothorax -predictive of death in 
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3 months 

        

    15.7 (4.4–56.4), < 0.001 
425

 Pneumothorax   

      0.033 
450

 PJP assoc with Pneumothorax   

    3.05 (1.42-6.56) 0.004 
426

 Pneumothorax 

20 Kaposi's sarcoma      

21 Origin of 

admission(T/F  vs 

direct to ICU 

admission) 

      

*22 Sepsis(%)     
140

 

448
 

395
 

 

Morris 11.9% 

Powell 20.3% 

Khouli 13% 

Coquet 23.9% 

Varga -Infante 26% 

  

       Powell "No significant 

difference between outcomes 

with sepsis and 

respiratory failure" 

  

  3.16 

(1.65-6.06) 

  
355

 Sepsisindependently 

increased ICUmortality, 

  

  2.91 (1.11-

7.62) 

  
431

 Sepsis independently 

increased hospital mortality 

  

  3.67 

(1.53-8.80) 

  
395

 Sepsis independently 

increased hospital mortality 

    5.2(2.1-12.9) 

 

328
 Sepsis /nosocomial infection 

independently 

increased hospital mortality 

      0.01 
312

 Septic Shock%-P1-6.4% mortality 

      0.01 
312

 P2-0% 

      0.01 
312

 P3-25.9% 

      0.01 
312

 P4-21.2% 

23 Neurological 

problem (%) 

  

 

  

   

 

 Chiang 33.3% 

Morris 12.4% 
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Powell 16.3% 

Khouli 18% 

Coquet 32% 

Varga -Infante 15% 

Croda 19.4% 

Japiassu 22.7% 

Chiang 11.9% 

      <0.001 
312

 Coma %-P1-25.4% mortality 

      <0.001 
312

 P2-3.5% 

      <0.001 
312

 P3-30.8% 

      <0.001 
312

 P4-35.3% 

24 Organ Failure 2.73(1.16 to 

6.46)   

395
 ICU adm for Coma-poor prognosis 

    4.21( 1.63 to 

10.92) 

 

395
 ARF 

    3.78(1.21 to 

11.84) 

 

395
 Cirrhosis 

    AOR 

2.59(1.19 to 

5.62) 

 

423
 total bilirubin >0.6 mg/d 

      0.002 
312

 Dialysis%-P1-14.3% mortality 

      0.002 
312

 P2-2.9% 

      0.002 
312

 P3-11.5% 

      0.002 
312

 P4-11.5% 

25 HAART toxicity   

 

  

*26 ICU admission 

after third hospital 

day 

  0.002 
433

 significant increase in ICU mortality 

rates with a delay in ICU admission 

    (11.2 to 44.8)  
433

 the fraction of mortality risk 

attributable to ICU delay was 30% 

    (1.006 to 

1.023) 

0.001 
433

 Each hour of waiting was 

independently associated with a 1.5% 

increased risk of ICU death 

    9.7 (2.2-42.1) 0.002 
345

 ICU admission after fifth hospital 

day 

27 Lymphoma      
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28 Age (AOR)1.69(1.

08 to 2.65) 

 0.02 
423

 age - (AOR) per 10-year increase 

    1.16(1.06-

1.27) 

 
372

 Independent predictor of 1 yr 

mortality 

      0.014 
312

 SCCM Priority1-63.6±13.9 

      0.014 
312

 Priority2-61.3±16.1 

      0.014 
312

 Priority 3-69.0±13.3 

      0.014 
312

 P4-11.5 

29 Admission-others 

(%) 

  

 

 Morris 35% 

Powell 21.1% 

Khouli 39% 

Varga -Infante 21% 

Croda 16.2% 

Japiassu 27.3% 

Chiang 13.3% 

    [AOR]for 

survival, 

2.9(1.5- 5.8) <0.002 

341
 Non-AIDS associated admission 

diagnosis-better survival 

    AOR 

2.86(1.28 to 

6.42) 0.01 

423
 recent injection drug use 

    AOR 

3.02(1.41 to 

6.47) 0.004 

423
 alveolar–arterial oxygen gradient 

⩾50 mm Hg 

    2.9 (1.5-5.8) 

0.002 

344
 Non-AIDS-associated admission 

diagnosis 

    2.9(1.5-5.8) 

0.002 

140
 Non-AIDS-associated admission 

diagnosis 

   

 

 Lewden  

ARV toxicities-!% 

Hep B 2%/HepC 9% 

Bact Ie-6% 

AIDS-related  

deaths-47%(era of HAART) 

Non-Hodgkins Lymphoma-23% 

CVS 7% 
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Cancer not related to AIDS-20% 

30 Median CD4 

count (cells/ 

mm3) 

  

  

 Morris 64 

Powell 109 

Khouli 85 

Croda 39 

Japiassu75 

Chiang 30 

31 Hospital to ICU 

interval 

AOR, 

2.91(1.11 to 

7.62)   

431
 24 hr delay in admitn 

    3.04(1.29 to 

7.17) 

 
395

 Delayed ICU admission 

Independently increased ICU 

mortality 

    1.05 0.01 
449

 time from hospital admission to ICU 

admission 

    2.72 (1.23- 

6.01), 

 
431

 Hospital-to-ICU interval > 24 hours 

univariably increased hospital 

mortality, 2.72 (1.23-6.01), but not 

significantly in multivariable analysis 

32 Serum LDH (per 

100 U/l increase) 

1.3 (1.09–1.65),  0.005 
425

 Predictors of in-hospital mortality for 

HIV-infected patients with 

Pneumocystis pneumonia 

33 ICU stay*   <0.001 
312

 SCCM P1-7.6±10.8 days 

      <0.001 
312

 P2-4.4±7.6 

      <0.001 
312

 P3-6.7±4.2 

      <0.001 
312

 P4- 21.2±30.0 

34 Hospital stay 

before ICU 

admission* 

  

0.817 

  

      0.817   

      0.817   

      0.817   

35 Multivariate 

analysis of ICU 

places refused 
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SCCM P1 0.292(0.096-

0.891) 

0.031 _EN

REF

_305

312
 

 

  P3 2.616(0.700-

9.780) 

0.153   

  P4 1.007(0.234-

4.337) 

0.993   

  AGE 1.010(0.993-

1.029) 

0.25   

  Referred   0.131   

  

Clinical 1.365(0.522-

3.568) 

0.526   
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ANNEXURE D CORRESPONDENCE WITH WORLD FEDERATION 

OF SOCIETIES IN  CRITICAL CARE MEDICINE 
22/02/2012 

Dear Mr Turner 

 

I am a registered PhD student at the Univ.. of KwaZulu-Natal working on a study entitled-"Ethical Dilemmas 

Encountered by Critical Care Specialists in the Admission of HIV infected patients to Intensive care", which 

has University and Ethics approval. 

I have included the USA (resource-rich country), as well as South Africa,Brazil,India and Botswana as 

comparative emerging economies ,all with universal health coverage and with a high burden of disease. 

I am examining Law,Ethics and clinical guidelines in these respective countries. 

The end-objective, would be to develop a decision-making tree (triage document) regarding ICU admissions 

for people with HIV infection, particularly PCP respiratory infection, in a resource-limited environment for 

use in SA and possibly for Sub-Saharan Africa. 

Could you help me in quantifying the numbers of ICU beds  and whether in private or public sector in the 

USA, for the purposes of this study. 

Your help and information would be duly acknowledged in this study. 

Yours sincerely 

Ruben Naidoo 

  

Dr K Naidoo (RUBEN) 

Principal Specialist 

Dept. of Family Medicine 

Master of Laws (Medical Law) 

Nelson R Mandela School of Medicine 

University of Kwa-Zulu Natal 

Tel. No.  031 - 2604485 

Fax No.   031 - 2604465 

Cell No.  084 444 8466 

email: naidook@ukzn.ac.za 

 

Hello Dr Naidoo 

 

Thank you for contacting the World Federation via our website and for your enquiry regarding the number of 

ICU beds in Brazil. 

 

Based on data submitted to us by the Associacao de Medicina Intensiva Brasileira (AMIB) in 2011, there are 

25367 ICU beds in Brazil contained in 2342 Intensive Care Units. 

 

I hope this information answers your enquiry. 

Phil 

 

Phil Taylor 

mailto:naidook@ukzn.ac.za
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Executive Director - WFSICCM 
Tel: +44 (0) 1189 701204 Direct Line 

Mobile: +44 (0) 7702 285271 

Email: phil@ininhs.com 

Mail: 2 Lordswood, Silchester, Reading, Berkshire. RG7 2PZ.UK 

Web: www.ininhs.com 

Web: www.world-critical-care.org 

 

 

 

Hello Ruben 

I’m afraid the World Federation does not hold data on the number of ICU beds in the USA, South Africa, 

India or Botswana. To briefly explain: 

We request data on the number of ICU beds from our member Societies each year. However this depends on 

whether the national Society actually collects this data. There can sometimes be an issue in certain countries 

about the criteria which define an “Intensive Care Unit” and therefore what constitutes an ICU bed. The 

Brazilian Society have always maintained good records of bed numbers in their country but the others have 

not provided any data. I’m sorry to write in such disappointing terms. 

Have you contacted the Societies directly? If not, you can find all their contact details on our website. 

All the best, 

Phil 

Phil Taylor 

Executive Director - WFSICCM 
Tel: +44 (0) 1189 701204 Direct Line 

Mobile: +44 (0) 7702 285271 

Email: phil@ininhs.com 

Mail: 2 Lordswood, Silchester, Reading, Berkshire. RG7 2PZ.UK 

Web: www.ininhs.com 

Web: www.world-critical-care.org 

 

 

 

 

 

mailto:phil@ininhs.com
http://www.ininhs.com/
http://www.world-critical-care.org/
mailto:phil@ininhs.com
http://www.ininhs.com/
http://www.world-critical-care.org/
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ANNEXURE E   CORRESPONDENCE  WITH CRITICAL CARE 

SPECIALISTS- USA AND CANADA- LETTERS OF PERMISSION TO 

USE DATA 
 
E1 PROF ROBERT A FOWLER-DEPARTMENTS OF MEDICINE, SUNNYBROOK HEALTH 

SCIENCES CENTRE, 2075 BAYVIEW AVENUE, ROOM D478, TORONTO, ON, CANADA  

 
From: Kantharuben Naidoo <Naidook@ukzn.ac.za> 
Date: Sunday, 8 September, 2013 3:15 AM 
To: RAFMacbook <rob.fowler@sunnybrook.ca>, "Adhikari, Dr. Neill" 
<Neill.Adhikari@sunnybrook.ca>, "satsb@uw.edu" <satsb@uw.edu> 
Subject: RE: Permission requested 

 
Hi Rob,  
Thank you for your words of encouragement. Could you please afford me the privilege of a full 
copy of your paper in WORD format. 
I would probably extrapolate data, and reference the source. 
I thank you for your help. 
Sincere regards 
Ruben 
  
From: Fowler, Rob Dr. (Medicine) [mailto:Rob.Fowler@sunnybrook.ca]  
Sent: Saturday, September 07, 2013 10:23 PM 

To: Kantharuben Naidoo; Adhikari, Dr. Neill; satsb@uw.edu 
Subject: Re: Permission requested 
  
Hi there. 
We are collectively flattered! 
I'm sure all of us would love to have you use the slide. 
Alas, the Lancet is the group that grants permission or not for full figure reproduction. You could use 
the data and generate your own figure and quote the data from that paper and it'd maybe be simpler; 
however, Lancet is probably pretty good about reproductions. Are you ok to contact them? 
Rob 
  
From: Kantharuben Naidoo <Naidook@ukzn.ac.za> 
Date: Saturday, 7 September, 2013 3:22 PM 
To: "Adhikari, Dr. Neill" <Neill.Adhikari@sunnybrook.ca>, RAFMacbook 
<rob.fowler@sunnybrook.ca>, "satsb@uw.edu" <satsb@uw.edu> 
Subject: Permission requested 
  
Dear Neill, Rob and Sats, 
It was great meeting you at the WFCCM in Durban. 
I write to you to request you kind permission for  the use of your PPT slide as attached. 
I am working on revisions to my PhD- Ethical Dilemmas Encountered in the Admission of HIV 
infected patients to Intensive Care and your slide would add value in my HIV/AIDS/ICU- health 
impact chapter. 
I would surely acknowledge you as the source and reference accordingly. 
Sincere regards 
Ruben 

 
E2 PROF NEIL ADHIKARI-DEPARTMENT OF CRITICAL CARE MEDICINE, 

SUNNYBROOKHEALTH SCIENCES CENTRE AND INTERDEPARTMENTAL DIVISION OF 

mailto:Naidook@ukzn.ac.za
mailto:rob.fowler@sunnybrook.ca
mailto:Neill.Adhikari@sunnybrook.ca
mailto:satsb@uw.edu
mailto:satsb@uw.edu
mailto:Rob.Fowler@sunnybrook.ca
mailto:satsb@uw.edu
mailto:Naidook@ukzn.ac.za
mailto:Neill.Adhikari@sunnybrook.ca
mailto:rob.fowler@sunnybrook.ca
mailto:satsb@uw.edu
mailto:satsb@uw.edu
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CRITICAL CARE, UNIVERSITY OF TORONTO AND TRAUMA, EMERGENCY, AND CRITICAL 

CARE PROGRAM, SUNNYBROOK 

HEALTH SCIENCES CENTRE, TORONTO, ONTARIO, CANADA 

 

From: <Adhikari>, "Dr. Neill" <Neill.Adhikari@sunnybrook.ca> 
Date: Sunday, 13 October, 2013 2:07 PM 
To: Kantharuben Naidoo <Naidook@ukzn.ac.za>, "satsb@uw.edu" <satsb@uw.edu>, 
RAFMacbook <rob.fowler@sunnybrook.ca> 
Cc: "Satish Bhagwanjee (satsb007@yahoo.com)" <satsb007@yahoo.com> 
Subject: RE: Request for Help 
 
Hi Ruben,  

 
Looks like the WWAMI program is a medical education collaboration among 5 

states: http://www.uwmedicine.org/education/wwami/Pages/default.aspx 

 
The ICU data in each of the 5 states state may have come from a US federal database via Jeremy 

Kahn: kahnjm@upmc.edu 
 

neill 

 
E3   PROF  JEREMY M KAHN-ASSOCIATE PROFESSOR OF CRITICAL CARE, MEDICINE AND 

HEALTH POLICY & MANAGEMENT-UNIVERSITY OF PITTSBURGH SCHOOL OF MEDICINE 

AND GRADUATE SCHOOL OF PUBLIC HEALTH 

 
Hello Ruben. Sorry I did not respond to your previous e-mail. It somehow got lost in the shuffle. 
 
i’m not exactly sure what data you are interested in. These slides look like ICU beds and hospital 
beds for 5 regions in the Northwest United States. I got this information from a publically 
available data source, so you are happy to use them. 
 
We’ve published using these data: 
 
http://jama.jamanetwork.com/article.aspx?articleid=185666 
 
You are of course welcome to use the data in these slides. If you are interested in more granular 
data about ICU bed supply in the United States, I can point you to the same publically available 
data source that I used. Unfortunately, none of my research is specific to HIV. Anecdotally, in the 
1980’s a large proportion of ICU patients in many urban ICUs had HIV. However, in the era of 
HAART, which is widely available in the US, it is rare that we ever see an HIV patient. 
 
best, 
 
jk 
 
 
 
Jeremy M. Kahn, MD MS 
Associate Professor of Critical Care, Medicine and Health Policy & Management 
University of Pittsburgh School of Medicine and Graduate School of Public Health 
phone: 412.683.7601 
e-mail: kahnjm@upmc.edu 

 
 

mailto:Neill.Adhikari@sunnybrook.ca
mailto:Naidook@ukzn.ac.za
mailto:satsb@uw.edu
mailto:satsb@uw.edu
mailto:rob.fowler@sunnybrook.ca
mailto:satsb007@yahoo.com
mailto:satsb007@yahoo.com
http://www.uwmedicine.org/education/wwami/Pages/default.aspx
mailto:kahnjm@upmc.edu
http://jama.jamanetwork.com/article.aspx?articleid=185666
mailto:kahnjm@upmc.edu
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From: Kantharuben Naidoo [mailto:Naidook@ukzn.ac.za]  
Sent: Wednesday, October 23, 2013 9:57 AM 

To: Kahn, Jeremy 
Subject: Permission to use data from  

 
Dear Prof Kahn, 
I am working on my PhD on  ‘Ethical dilemmas of critical care specialists encountered in the 
admission of patients with HIV/AIDS to intensive care’ under the supervision of Profs U G Lalloo 
and Jerome Singh. The USA has been used as a re-rich country wrt. ICU beds and Botswana, Brazil 
and Brazil have been used as comparator countries to South Africa, with a high burden of disease 
and universal health coverage. 
The study has received full approval by the Univ. of KwaZulu-Natal and the Research Ethics 
Committee of UKZN. 
I was very interested in the presentation by Prof Bhagwanjee, a class mate and colleague who 
hails from UKZN,Durban, who presented at the Critical care conference in Durban in 2011. 
I was very interested in two ppt. slides in particular(as attached) , and wish to request your 
permission to use/reference your data as presented with reference to the primary source . I 
would be grateful for any further data you may have on HIV/AIDS and impact on ICUs in the USA. 
I thank you for your kind consideration, and would be very interested in any updated ICU data you 
may have for the USA. 
Sincere regards and gratitude 
Ruben Naidoo 

 

  

 
 

 

 

 

 

 

 

 

 

 

 

 

 

mailto:Naidook@ukzn.ac.za
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ANNEXURE F CORRESPONDENCE WITH CRITICAL CARE 

SOCIETY FOR SOUTHERN AFRICA 
 
F1 CCSSA- 1 AUGUST 2011 

Dear Dr Naidoo, I did forward your mail to Prof Mer.  

I have not seen him since we have come back from congress. 

 
From: Kantharuben Naidoo [mailto:naidook@ukzn.ac.za]  
Sent: 01 August 2011 10:15 PM 

To: critcare@tiscali.co.za; mervyn.mer@wits.ac.za 
Cc: Rudo.mathivha@wits.ac.za 

Subject: Dr K Naidoo-PhD 

 
Dear Lorraine, 
As discussed at the COPICON 2011,my previous mail to Prof Mer did not meet with any response. 

I am currently registered for a Phd study at the Univ. of KwaZulu-Natal on a topic entitled:THE 
ETHICAL DILEMMAS OF CRITICAL CARE SPECIALISTS ENCOUNTERED IN THE 
ADMISSION OF PATIENTS WITH HIV INFECTION TO INTENSIVE CARE under the 
supervision of Prof UG Lalloo and Prof Jerome Singh.This study has received higher 
degrees and ethics approval from UKZN. 
Part of my study involves an anonymous questionnaire survey to ALL critical care 
Specialists on the CCSSSA database: entitled: “CRITICAL CARE SPECIALISTS’ 
ATTITUDES AND PERCEPTIONS CONCERNING ICU ADMISSIONS FOR PATIENTS 
WITH HIV INFECTION”  
My request to you is for a copy of the database with e-mail addresses of Critical Care 
Specialists to conduct this anonymous questionnaire study. 
The study,when completed,hopefully will yield a triage tool/decision-tree regarding 
patients with Hiv infection and ICU care in a resource-limited environment.Issues of 
confidentiality will be in strict adherence to the ethical rules of conduct governing this 
study and  as enunciated in the UKZN Biomedical Research Ethics Committee rules of 
conduct.(Copy of Annexure attached) 
I trust that my request will be favourably consudered. 
Thanking you in anticipation 

Yours sincerely 

Ruben Naidoo 
 
F2 CCSSA 21 AUGUST 2011 

He is on sabbatical at present but I will print it off and give it to him when I meet with him. 

Regards Lorraine 

 

From: Kantharuben Naidoo [mailto:naidook@ukzn.ac.za]  

Sent: 21 August 2011 10:07 PM 

To: critcare@tiscali.co.za; mervyn.mer@wits.ac.za 
Cc: Rudo.mathivha@wits.ac.za 

Subject: Dr K Naidoo-PhD 

 

mailto:naidook@ukzn.ac.za
mailto:critcare@tiscali.co.za
mailto:mervyn.mer@wits.ac.za
mailto:Rudo.mathivha@wits.ac.za
mailto:naidook@ukzn.ac.za
mailto:critcare@tiscali.co.za
mailto:mervyn.mer@wits.ac.za
mailto:Rudo.mathivha@wits.ac.za
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Dear Lorraine, 
As discussed at the COPICON 2011,my previous mail to Prof Mer did not meet with any response. 

I am currently registered for a Phd study at the Univ. of KwaZulu-Natal on a topic entitled:THE 
ETHICAL DILEMMAS OF CRITICAL CARE SPECIALISTS ENCOUNTERED IN THE 
ADMISSION OF PATIENTS WITH HIV INFECTION TO INTENSIVE CARE under the 
supervision of Prof UG Lalloo and Prof Jerome Singh.This study has received higher 
degrees and ethics approval from UKZN. 
Part of my study involves an anonymous questionnaire survey to ALL critical care 
Specialists on the CCSA database: entitled: “CRITICAL CARE SPECIALISTS’ 
ATTITUDES AND PERCEPTIONS CONCERNING ICU ADMISSIONS FOR PATIENTS 
WITH HIV INFECTION”  
My request to you is for a copy of the database with e-mail addresses of Critical Care 
Specialists to conduct this anonymous questionnaire study. 
The study,when completed,hopefully will yield a triage tool/decision-tree regarding 
patients with Hiv infection and ICU care in a resource-limited environment.Issues of 
confidentiality will be in strict adherence to the ethical rules of conduct governing this 
study and  as enunciated in the UKZN Biomedical Research Ethics Committee rules of 
conduct.(Copy of Annexure attached) 
I trust that my request will be favourably consudered. 
Thanking you in anticipation 

Yours sincerely 

Ruben Naidoo 

 
F3 CCSSA 2 JUNE 2012 

 
Dear Dr Naidoo, Prof Mer is on sabbatical until end November.  
Regards Lorraine 
 
2 June 2012 

Dear Prof Mer, 

I have corresponded with you previously in this regard (31/08/2011) whereby I was informed by Lorraine that you were on leave. 

My request to you is for a copy of the database with e-mail addresses of Critical Care Specialists on the CCSSA database  to conduct this 

anonymous questionnaire study.This information would be be treated with confidence and for the sole purpose of conducting this PhD 

study. 

Alternatively, could you provide me with the  absolute numbers of Critical and Intensive care Specialists on your database. 

I am currently registered for a Phd study at the Univ. of KwaZulu-Natal on a topic entitled:THE ETHICAL DILEMMAS OF CRITICAL 

CARE SPECIALISTS ENCOUNTERED IN THE ADMISSION OF PATIENTS WITH HIV INFECTION TO INTENSIVE CARE 

under the supervision of Prof UG Lalloo and Prof Jerome Singh.This study has received higher degrees and ethics approval from UKZN. 

 

Part of my study involves an anonymous questionnaire survey to ALL critical care Specialist entitled: “CRITICAL CARE 

SPECIALISTS’ ATTITUDES AND PERCEPTIONS CONCERNING ICU ADMISSIONS FOR PATIENTS WITH HIV INFECTION” 

 

The study,when completed,hopefully will yield a triage tool/decision-tree regarding patients with Hiv infection and ICU care in a 

resource-limited environment.Issues of confidentiality will be in strict adherence to the ethical rules of conduct governing this study and  

as enunciated in the UKZN Biomedical Research Ethics Committee rules of conduct. 

 

I trust that my request will be favourably considered. 

 

Thanking you in anticipation 

Yours sincerely 

Ruben Naidoo 
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ANNEXURE G   CORRESPONDENCE WITH SOUTH AFRICAN 

THORACIC SOCIETY 

 

2 June 2012 

 

Dear Amelia, 

I trust that you are well. 

I am currently working on my PhD and doing a data analysis of my KAP survey which includes Critical Care Specialists and Thoracic 

and Pulmonary Care specialists. 

Could you help me by providing the number of Thoracic and Pulmonology Specialists on your database? This number would be treated 

as confidential and would only be used for the purposes of my study. 

I thank you for all your help and support in my study. 

Best regards 

Ruben 

 

 

Dr Kantharuben(Ruben) Naidoo 

Principal Specialist/Lecturer 

Department of Family Medicine 
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ANNEXURE H CORRESPONDENCE WITH PROF K MOODLEY-

HEAD OF BIOETHCS UNIT  - STELLENBOSCH UNIVERSITY 
 
From: Kantharuben Naidoo [mailto:naidook@ukzn.ac.za]  

Sent: 19 March 2010 09:35 
To: bioethics@sun.ac.za; Moodley, K, Prof <km@sun.ac.za> 

Subject: Dr Ruben Naidoo -PHD Protocol  

 

Dear Keymanthri, 
I hope you are well and that your book publication is proceeding as planned. I look forward to 

reading it. 

Thank you very much for agreeing to give input on my draft proposal " To Explore Ethical 
Dilemmas by Physicians in the provision of critical care to patients with HIV infection ."  

  
With kind regards 

Ruben 

 
Dear Rubin 
  

At last I have had a chance to look at your proposal. 
I think it is well done and a very worthwhile topic. 

You have researched the topic well and your planned survey sounds very interesting. 

The only thing missing is a discussion of the limitation clause of the Constitution and the Siracusa 
Principles. 

Will chat further later. 
  

Regards 

Keymanthri 

 

mailto:naidook@ukzn.ac.za
mailto:bioethics@sun.ac.za
mailto:km@sun.ac.za
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ANNEXURE I   CORRESPONDENCE WITH DEPARTMENT OF 

HEALTH- SOUTH AFRICA 
 

I 1 

 
Dear Anban, 

I have taken note of Camille's mail, and have henceforth attached the required documents of motivation  to 

you and letters of approval for this study from UKZN Higher degrees  Committee and Ethics  Committee 

approval. 

I hope this would suffice in obtaining the required information for the purposes of this study. 

Sincere regards 

Ruben 

  

Dr K Naidoo (RUBEN) 

Principal Specialist 

Dept. of Family Medicine 

 

 

>>> "Camille Shamburg" <ShambC@health.gov.za> 3/16/2012 11:51 AM >>> 

Dear Dr Naidoo 

  

I followed up with Ms Wolmarans on the research requested.  She has indicated that unfortunately the 

information is not available at hand. It will therefore take quite some time for her to gather the information. 

  

She has also indicated that a formal letter of agreement ( addressed to her Supervisor: Mr Thulani 

Masilela) is required,indicating what the information will be used for ,before they can release any 

information. 

  

I have copied Dr Pillay in this e-mail so that he may guide us as to the way forward. 

  

Apologies for any inconvenience caused. 

  

  

Kind regards 

Camille 

  

Camille Shamburg 

Financial Planning & Health Economics 

Tel: +27 12 395 8171 

Fax: +27 12 395 9238 



XLIX 

 

Fax 2 E-mail:0866329712 

E-mail: Shambc@health.gov.za 

 

>>> "Kantharuben Naidoo" <naidook@ukzn.ac.za> 3/16/2012 10:51 AM >>> 

Dear Cameel, 

 

with reference to my e-mail to Dr A Pillay in Feb 2012, and my telephonic conversation with him yesterday, 

1/03/2012, he has advised that he had requested you to help with the necessary data as per my previous mail 

to him.I look forward to your help in this very important study. 

  

"Dear Anban. 

Thank you for an excellent Health Summit which was well organised and presented.I thank you and Olive 

and the rest of the team for putting together an excellent programme which was thought-provoking and 

inspiring.At the end of the summit, there was no doubt that NHI is the way to go as a health policy priority. 

  

As mentioned to you at the Summit, I am presently engaged with my PhD study entitled: 

THE ETHICAL DILEMMAS OF CRITICAL CARE SPECIALISTS ENCOUNTERED IN THE 

ADMISSION OF PATIENTS WITH HIV INFECTION TO INTENSIVE CARE under the supervision of 

Prof Lalloo and Prof Jerome Singh. 

 

I aim to examine the regulatory(legal) frameworks,ethical frameworks and the current scientific evidence in 

the USA (as a first world,resource rich country) to determine possible best practices. 

I also intend to compare SA in terms of the above frameworks to comparative emerging countries with a high 

burden of disease i.e.HIV/AIDS ,such as Brazil,India and Botswana to determine possible best practice. 

The objective of the study is to develop a best-practice decision tree/triage tool for HIV/AIDS patients with 

regard to access to ICU in a resource constrained environment (SA/Sub-Saharan Africa) in terms of the 

applicable legal framework,ethical constraints and the best available scientific evidence . 

The study has received Higher degrees and BREC approval by UKZN. 

 

I have already commenced data collection at the COPICON 2011 in terms of an anonymous (tick-sheet) 

Attitudes and Perception Survey- “CRITICAL CARE SPECIALISTS’ ATTITUDES AND PERCEPTIONS 

CONCERNING ICU ADMISSIONS FOR PATIENTS WITH HIV INFECTION” . 

Anban, could you provide me with any information that you may have on this subject, which will duly be 

acknowledged in this study?Could you provide me with the numbers of  ICU beds across the country,by type 

and whether private or public sector?Any triage protocols for HIV/AIDS and access to healt-care and ICU 

including dialysis would be most appreciated and would be acknowledged. 

I look forward to your response and thank you once again for the good work and stewardship in this difficult 

time of health transformation.Your advocacy strength clearly came out in your policy amendments and 

eventual legislative changes to the pharmacy-cost structures. 

mailto:Shambc@health.gov.za
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With sincere regards 

Ruben Naidoo 

   

Dr K Naidoo (RUBEN) 

Principal Specialist 

Dept. of Family Medicine 
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16 March 2012 

 

Dear Dr Naidoo 

  

I followed up with Ms Wolmarans on the research requested.  She has indicated that unfortunately the 

information is not available at hand. It will therefore take quite some time for her to gather the information. 

  

She has also indicated that a formal letter of agreement ( addressed to her Supervisor: Mr Thulani 

Masilela) is required,indicating what the information will be used for ,before they can release any 

information. 

  

I have copied Dr Pillay in this e-mail so that he may guide us as to the way forward. 

 Apologies for any inconvenience caused. 

  

 Kind regards 

Camille 

   

Camille Shamburg 

Financial Planning & Health Economics 

Tel: +27 12 395 8171 

Fax: +27 12 395 9238 

Fax 2 E-mail:0866329712 

E-mail: Shambc@health.gov.za 

>>> "Kantharuben Naidoo" <naidook@ukzn.ac.za> 3/16/2012 10:51 AM >>> 

Dear Cameel, 

with reference to my e-mail to Dr A Pillay in Feb 2012, and my telephonic conversation with him yesterday, 

1/03/2012, he has advised that he had requested you to help with the necessary data as per my previous mail 

to him. 

I look forward to your help in this very important study. 

  



LI 

 

"Dear Anban. 

Thank you for an excellent Health Summit which was well organised and presented.I thank you and Olive 

and the rest of the team for putting together an excellent programme which was thought-provoking and 

inspiring.At the end of the summit, there was no doubt that NHI is the way to go as a health policy priority. 

  

As mentioned to you at the Summit, I am presently engaged with my PhD study entitled: 

THE ETHICAL DILEMMAS OF CRITICAL CARE SPECIALISTS ENCOUNTERED IN THE 

ADMISSION OF PATIENTS WITH HIV INFECTION TO INTENSIVE CARE under the supervision of 

Prof Lalloo and Prof Jerome Singh. 

 

I aim to examine the regulatory(legal) frameworks,ethical frameworks and the current scientific evidence in 

the USA (as a first world,resource rich country) to determine possible best practices. 

I also intend to compare SA in terms of the above frameworks to comparative emerging countries with a high 

burden of disease i.e.HIV/AIDS ,such as Brazil,India and Botswana to determine possible best practice. 

The objective of the study is to develop a best-practice decision tree/triage tool for HIV/AIDS patients with 

regard to access to ICU in a resource constrained environment (SA/Sub-Saharan Africa) in terms of the 

applicable legal framework,ethical constraints and the best available scientific evidence . 

The study has received Higher degrees and BREC approval by UKZN. 

I have already commenced data collection at the COPICON 2011 in terms of an anonymous (tick-sheet) 

Attitudes and Perception Survey- “CRITICAL CARE SPECIALISTS’ ATTITUDES AND PERCEPTIONS 

CONCERNING ICU ADMISSIONS FOR PATIENTS WITH HIV INFECTION” . 

 

Anban, could you provide me with any information that you may have on this subject, which will duly be 

acknowledged in this study?Could you provide me with the numbers of  ICU beds across the country,by type 

and whether private or public sector?Any triage protocols for HIV/AIDS and access to healt-care and ICU 

including dialysis would be most appreciated and would be acknowledged. 

I look forward to your response and thank you once again for the good work and stewardship in this difficult 

time of health transformation.Your advocacy strength clearly came out in your policy amendments and 

eventual legislative changes to the pharmacy-cost structures. 

 

With sincere regards 

Ruben Naidoo 

  

  

Dr K Naidoo (RUBEN) 

Principal Specialist 

Dept. of Family Medicine 
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I 3 

UID09duf63i2bd 

Dear Dr Naidoo, 

Thank you for your enquiry. 

In order to get approval from the Gauteng Department of Health, you will have to submit the documents as 

follows: 

1) full research protocol/proposal 

2) ethics certificate from any South African accredited institution  

Our review team includes Dr Likibi and Dr Ikalafeng, but all the documents have to come through myself 

(Siyabonga) before approval is obtained. 

Kind Regards, 

Ms Siyabonga Twala 

Tel: 011 355 3477 

 

 

 
 

 

 

Dear Dr Naidoo, 

 

My apologies for the delayed response. I was offline. 

Kindly receive attached spreadsheet as requested. 

 

Regards, 

Ms Siyabonga Twala 

  

 

From: Buthelezi,Thandeka 

Sent: Wednesday, March 14, 2012 10:38 AM 

To: Twala, Siyabonga (gphealth) 

Subject: HOSPITAL BEDS.xls 

 

Morning Siyabonga 

 

Receive the attached information as per request 
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Regards 

Thandeka 
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ANNEXURE J   CORRESPONDENCE WITH CONFERENCE 

CONVENORS-COPICON-2011 
 

J 1 

 

Hi. I have discussed your request with my co-chairperson Prof Muckart and he has agreed you can go ahead.  

Regards 

Kennedy  

Sent via my BlackBerry from Vodacom - let your email find you! 

 

From: "Kantharuben Naidoo" <naidook@ukzn.ac.za> 

Date: Mon, 25 Jul 2011 19:50:39 +0200 

To: Kennedy Nyamande<Nyamandek1@ukzn.ac.za> 

Cc: Umesh Lalloo<lalloo@ukzn.ac.za> 

Subject: Fwd: Ruben Naidoo-PhD 

 

Dera Kennedy, 

I thank you for meeting with me on Wednesday,20th at IALCH and for accommodating my request for my 

PHd questionnaire to be conducted at the Congress. 

I have attached my correspondence to Umesh for your reference.Umesh was concerned if you had already 

 informed the Convenors of the Congress of my intention for the abstract presentation and questionnaire 

survey. 

With kind regards 

Ruben Naidoo 

 

Dr Kantharuben(Ruben) Naidoo 

Principal Specialist/Lecturer 

Department of Family Medicine 
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J 2 

 

13 September 2011 

Dear Dr Naidoo 

 

Our apologies for forwarding this to you so late, attached please find a copy of the delegate 

list as requested. 

 

We regret we were unable to retain a copy of Professor Bhagwanjee’s presentation given at 

Congress. 

 

Kind regards 

Jan 

 

Jan Candlish 

Sue McGuinness Communications & Event Management 

T: 011 447 3876 

F: 011 442 8094 

jan.suemc@tiscali.co.za 

 

 

 

 

 

 

mailto:jan.suemc@tiscali.co.za
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ANNEXURE K   CORRESPONDENCE WITH ACADEMIC 

COLLEAGUES- SOUTH AFRICA 
 
K 1   PROF ERIC BATEMAN- DIRECTOR:  UNIVERSITY OF CAPETOWN LUNG INSTITUTE (PTY) 

LTD 

 
Dear Ruben 

Thanks for the note. It was good to meet you again. Good luck with the survey and research. I am sure the 

answers will be interesting and informative. 

Regards 

Eric 

  

Eric D Bateman 

Professor of Respiratory Medicine 

Director:  University of CapeTown Lung Institute (Pty) Ltd 

George Street 

Mowbray.  7700 

Cape Town.  South Africa 

  

Tel:  +27 21 406-6901 

Fax: +27 21 406 6902 

  

Email:  Eric.Bateman@uct.ac.za 

Web:  www.lunginstitute.co.za( http://www.lunginstitute.co.za/ ) 

  

K 2   PROF KENNEDY NYAMANDE-DEPUTY HEAD –DEPT. OF PULMONOLOGY AND CRITICAL 

CARE- UKZN AND COPICON 2011 CONVENOR 

 
Ok Reuben. It was a pleasure assisting you and will always do so in future. 

You will have my talk. 

Cheers 

Kennedy  

Sent via my BlackBerry from Vodacom - let your email find you! 

 

From: "Kantharuben Naidoo" <naidook@ukzn.ac.za> 

Date: 31 Jul 2011 21:50:40 +0200 

To: Kennedy Nyamande<Nyamandek1@ukzn.ac.za> 

Cc: <lallo@ukzn.ac.za> 

Subject: Ruben Naidoo-PhD 

 

mailto:Eric.Bateman@uct.ac.za
http://www.lunginstitute.co.za/
http://www.lunginstitute.co.za/
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Dear Kennedy, 

I would like to express my sincere gratitude to you for facilitating and supporting my KAP survey at the 

COPICON 2011. 

I thank you for completing the survey which now amounts to 75 respondents. 

I was particularly impressed with your talk on 'Practicalities of manageing adult HIV in ICU". 

Could I please request a copy of your presentation and I will be sure to acknowledge you as the source of any 

information used for the purposes of my study. 

  

I thank you once again and look forward to furthet collaboration with your Dept. 

With sincere regards 

Ruben Naidoo 

 

Dr Kantharuben (Ruben) Naidoo 

 

 

K 3   PROF KEERTAN DHEDA- ASSOCIATE PROFESSOR OF RESPIRATORY MEDICINE, LUNG 

INFECTION AND IMMUNITY UNIT, DIVISION OF PULMONOLOGY & CLINICAL IMMUNOLOGY, 

DEPARTMENT OF MEDICINE, UCT 

 

Dear Ruben  

     

Thanks for your email.  

  Good luck with your studies and with all good wishes  

  Keertan  

 

Best wishes 

 

Keertan Dheda,  MBBCh, FCP(SA), FCCP, PhD (Lond), FRCP (Lond) 

Associate Professor of Respiratory Medicine, Lung Infection and Immunity Unit, Division of Pulmonology 

& Clinical Immunology, Department of Medicine, UCT  

Address: Department of Medicine. J flr.Old Main Bldg. Groote Schuur Hospital. 

Observatory, Cape Town, South Africa, 7925. 

Tel: +27 21 4066509 , Fax: +27 21 4047651, mobile: (0)845577754  

email: keertan.dheda@uct.ac.za or keertandheda@yahoo.co.uk 

Website: http://www.lunginstitute.co.za/content/lung_infection.html 

 

http://www.lunginstitute.co.za/content/lung_infection.html
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K 4   PROF P JEENA-HEAD OF PULMONOLOGY-DEPT. OF PAEDIATRICS-UKZN 

 
Dear Ruben 

  

Sorry for the delay in responding to your mail. Please find enclosed a copy of my presentation at the copicon 

congress 

  

Best Wishes  

  

Prakash 

 

>>> Kantharuben Naidoo 7/31/2011 10:14 PM >>> 

Dear Prakash, 

I thank you for an excellent ,insightful and thought-provoking talk on "Practicalities in managing paediatric 

HIV in ICU" 

I have drawn and continue to draw inspiration from your work and publications. 

Could I please have ac copy of your presentation,purely for study purposes,and I would surely acknowledge 

you as the source of any information so used. 

Prakash,could I request of you to electronically cascade my questionnaire to members of your Critical Care 

Team for electronic completion and return? 

Thanking you in anticipation 

With kind regards 

Ruben 

 

K 5   PROFESSOR ANTHONY LINEGAR 

 

From: A. Linegar [mailto:al@thoracicsurgery.co.za]  

Sent: 05 August 2011 05:42 PM 

To: 'SA Thoracic Society' 

Subject: RE: Ruben Naidoo-PhD 

 

Hi Ruben,  

 

Good for you. Good study with good potential for impacting clinical decision making.  

 

Regards, Tony  

 

 

Professor Anthony Linegar  

MBChB., FC(Cardio)SA., Ph.D.  
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Cardiothoracic Surgeon 

Suite 210, N1 City Hospital, Goodwood, Cape Town.  

University Free State, Faculty Health Sciences. 

Research Consultant COHSASA (Council for Health Serivcesi Accreditation SA)  

Phone:  021-5953360 

Fax:       021-5953362 

 
K 6 PROF KARTHY GOVENDER-PROF. OF LAW-UKZN 

 

Correspondence and permission from co-author: 

Prof Karthy Govender- Professor of Law- UKZN 

Hi Ruben I am happy to consent. 

Sent from my BlackBerry® wireless device 

 
From: Kantharuben Naidoo <Naidook@ukzn.ac.za> 

Date: Sun, 16 Sep 2012 17:53:42 +0200 

To: Karthy Govender<KGovender@ukzn.ac.za> 

Subject: Ruben-Request for Permission to Quote/reference Articly-'Compulsory HIV 

Testing' 

 
Dear Karthy, 
I hope that you and your family  are well. 
I am working on my PhD Draft on “Ethical Dilemmas Encountered by Critical Care Specialists in 
the Admission of Patients with HIV Infection to Intensive care” under the supervision of Prof 
Umesh Lalloo-Critical Care Specialist and Prof Jerome Singh. 

I need your permission to quote our article “  Naidoo K, Govender K. Compulsory HIV 
testing of alleged sexual offenders –a human rights violation. South African Journal of 
Bioethics and the Law 2011;4(2):95-101.”  with regard to our  paragraph on the 
Limitation Clause as canvassed in Soobramoney  and also  to cite the article with 
regard to a tangential observation that Botswana had enacted the same Law before 
South Africa, in addition to its ‘Harmful HIV-related Behavior Act’. 
I trust that the above request would meet with your approval. 
I look forward to publishing again with you. 
Sincere regards 

Ruben 

 
K7 DR DEAN GOPALAN- HEAD OF DEPT. OF ANAESTHETICS AND CRITICAL CARE- UNIV. 

OF KWAZULU-NATAL 

 
Hi Ruben 
 
Thanks for that. 
 
CCSSA do not have formal guidelines for admission to ICU. 
I have attached the SASA guidelines which talk about ICU in general without specifying guidelines. 
(Part 6) 
 
 

Kind regards 
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Dean Gopalan 

  

Head of Discipline: Anaesthesiology & Critical Care 
Nelson R Mandela School of Medicine, UKZN 

Durban, South Africa 
  
Tel: +27 (0)31 260 4328 
Fax: +27 (0)31 260 4615 
Physical Address: Room 420, 4th Floor, 719 Umbilo Road, Durban 

 
K8 DR S PERSADH- CHIEF SPECIALIST- INTENSIVE CARE- INKOSI ALBERT CENTRAL 

HOSPITAL, DURBAN. 

 
Hello 
 
Please find our policy. 
 
Regards 
Santosh 
Hello 
 
Physiological state of the patient together with our organ support capabilities usually guides our 
decision. APACHE, SOFA and MODS scores are ICU scores and cannot be used in the pre-icu 
area as these scores have not been validated in these areas. 
 
Santosh 
 

 
From: Kantharuben Naidoo [mailto:Naidook@ukzn.ac.za]  
Sent: 17 October 2013 12:52 

To: Santosh Pershad 
Subject: RE: Request for help! 
 
Dear Santosh, 
Thank you for profusely  your help. Do you use physiological indicators ( APACHE,SOFA,MODS etc) 
in triage decisions for admission to ICU? 
Sincere regards and gratitude 
Ruben 

 
 

K9  DR A ANBARAM- HEAD OF CLINICAL UNIT- PULMONOLOGY AND CRITICAL CARE- 

INKOSI ALBERT CENTRAL HOSPITAL, DURBAN. 

 

From: Dr Anish Ambaram [mailto:aambaram@gmail.com]  
Sent: 17 October 2013 10:43 

To: Kantharuben Naidoo 
Cc: Santosh Pershad 

Subject: Re: Request for help! 
 

Dear Ruben 

  

Thank you for  you email 

  

We do not currently have a specific written document on our admission criteria i.r.o 

medical ICU but rather subscribe to the  general ICU admission criteria for IALCH so  I 

mailto:Naidook@ukzn.ac.za
mailto:aambaram@gmail.com
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have discussed this with  Santosh Pershad ( Chief Specialist - Critical Care) and he has 

requested that I direct this query to him. I have copied him on this email 

  

Best regards 

Anish 

 

Dr Anish Ambaram 

MBBCh(Wits), DipPEC(SA), FCP(SA), Cert in Pulm (SA), FCCP 
 

Specialist Physician/Pulmonologist 

 

On Thu, Oct 17, 2013 at 8:06 AM, Kantharuben Naidoo <Naidook@ukzn.ac.za> wrote: 

Dear Anish, 

I trust that you are well. 

I need your help in sourcing the medical ICU admission guidelines for IALCH. I am 

testing the hypothesis that patients with HIV/AIDS need additional criteria included in the 

guidelines for admission to ICU. 

I would be grateful for your help. 

Sincere regards 

Ruben 

mailto:Naidook@ukzn.ac.za
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ANNEXURE L    LETTER TO PARLIAMENTARY MONITORING 

SERVICE- SOUTH AFRICA 

3/09/2012 
 

Letter to Parliamentary Monitoring Services-South Africa 

 

Dear Sir/Madam, 

In reference to the above reply, I note that the Intensive Care Unit statistics for Gauteng Province 

are missing. Is it available, as I would like to have a copy for my study purposes (attached)? 

 

Yours sincerely 

Dr K Naidoo 

Dept of Family Medicine 
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ANNEXURE M  ACADEMIC CORRESPONDENCE- 

INTERNATIONAL 

M 1 PROF JEAN-LOUIS VINCENT-DEPT. OF INTENSIVE CARE, 

UNIV. OF BRUSSELS 
 

De: Kantharuben Naidoo [mailto:naidook@ukzn.ac.za] 

Date: dim. 31/07/2011 22:54 

À: Jean-Louis Vincent 

Objet : Ruben Naidoo-PhD Study-THE ETHICAL DILEMMAS OF CRITICAL CARE 

SPECIALISTS ENCOUNTERED IN THE ADMISSION OF PATIENTS WITH HIV 

INFECTION TO INTENSIVE CARE 
 

Dear Prof Vincent, 

Thank you for a very insightful and thought-provoking talk on "Clinical Trials in Intensive Care-:Many 

Disillusions".In your busy schedule,I unfortunately did not have the priviledge of introducing myself to 

you.Regarding my Phd study,I was influenced by numerous articles that you have published on the rational 

and cost-effective use of scarce/limited resources viz. the ICU. 

In the context of the pandemic of HIV/AIDS in Sub-Saharan Africa,Critical care specialists need to make 

pragmatic decisions of entry into the ICU based on applicable laws,ethical principals and the best available 

scientific evidence. 

 

I have successfulley submitted a proposal to the Univ. of KwaZulu-Natal-Nelson R Mandela School of 

Medicine Higher degrees Commottee and Ethics committee to conduct this study. 

Towards this end I have conducted an anonymous  "Attitudes and Perception Survey amongst Critical Care 

Specialists encountered in the admission of HIV/AIDS patients to the ICU".In drawing up the survey tool,I 

was influenced by your" European Survey" which I have acknowledged in the document. 

  

 With sincere regards 

Ruben Naidoo  

 

sorry that I missed your email which arrived in my junkmailbox ! 

Congratulations on an excellent work! 

  

 Prof. Jean-Louis Vincent 

Head Dept of Intensive Care 

Erasme Hospital (Free University of Brussels)-Route de Lennik 808-B-1070 Brussels (tel 32.2.555.3380-fax 32.2.555.4555) 
Assistant: Marie-Rose André (secrjlv@ulb.ac.be ) 

International Symposium and other Meetings: http://www.intensive.org   
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ANNEXURE N   CORRESPONDENCE WITH INDIAN SOCIETY OF 

CRITICAL CARE MEDICINE 
 
N 1- DR CHAWLA- INDIAN SOCIETY OF CRITICAL CARE MEDICINE 

 

22 February 2012 

Dear Dr Chawla, 

RE: Dr K Naidoo-PhD Study-“ Ethical Dilemmas Encountered by Critical Care Specialists in the 

Admission of HIV infected patients to ICU”. 

 

I am a registered PhD student at the Univ. of KwaZulu-Natal working on a study entitled-"Ethical Dilemmas 

Encountered by Critical Care Specialists in the Admission of HIV infected patients to Intensive care", which 

has the Nelsob R Mandela School of Medicine- University of KwaZulu-Natal Higher Degrees and  Ethics 

Approval Number: BE 089/010.  

 

The end-objective would be to develop a decision-making tree (triage document) regarding ICU admissions 

for people with HIV infection, in a resource-limited environment for use in SA and possibly for Sub-Saharan 

Africa.The study includes possible ICU best practices in USA,Brazil,India and Botswana. 

Could you help me in quantifying the numbers of ICU beds in India, for the purposes of this study? 

 

(a) How many intensive care units (ICU) are there in each Central and Regional hospital in India by 

state/Province? Ptivate vs Public? 

(b) Type of ICU-medical/surgical/paeds/burns etc? 

(c) How many beds does each unit accommodate? 

(d) Number of nurses working at each unit? 

e) Number of nurses working in the ICU with formal ICU training? 

Do you have any triage-Admission criteria in ICU, especially for patients with HIV infection? 

Your help and information would remain confidential for the purposes of this study and would be duly 

acknowledged in the thesis. 

 

I was particularly interested in the Article-"ICU Challenges "by Prof ME Yeolakar,  in the 2008 issue of your 

Journal, but I could not get his mail address 

  

Should you have any concerns in this regard please contact: 

The UKZN Biomedical Research Ethics Committee, contact details as follows:  

BIOMEDICAL RESEARCH ETHICS ADMINISTRATION 

Research Office, Westville Campus 

Govan Mbeki Building 

Private Bag X 54001  

Durban  

4000 
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KwaZulu-Natal, SOUTH AFRICA 

Tel: 27 31 2604769 - Fax: 27 31 2604609 

Email: BREC@ukzn.ac.za 

I would be grateful for any help from ISCCM and look forward tou your reply. 

Yours sincerely 

Ruben Naidoo 

 

M 2- DR SHAH- INDIAN SOCIETY OF CRITICAL CARE MEDICINE 

22 FEBRUARY 2012 

 

Dear Dr Shah, 

RE: Dr K Naidoo-PhD Study-“ Ethical Dilemmas Encountered by Critical Care Specialists in the 

Admission of HIV infected patients to ICU”. 

 

I am a registered PhD student at the Univ. of KwaZulu-Natal working on a study entitled-"Ethical Dilemmas 

Encountered by Critical Care Specialists in the Admission of HIV infected patients to Intensive care", which 

has the Nelsob R Mandela School of Medicine- University of KwaZulu-Natal Higher Degrees and  Ethics 

Approval Number: BE 089/010.  

 

The end-objective would be to develop a decision-making tree (triage document) regarding ICU admissions 

for people with HIV infection, in a resource-limited environment for use in SA and possibly for Sub-Saharan 

Africa.The study includes possible ICU best practices in USA,Brazil,India and Botswana. 

Could you help me in quantifying the numbers of ICU beds in India, for the purposes of this study? 

 

(a) How many intensive care units (ICU) are there in each Central and Regional hospital in India by 

state/Province? Ptivate vs Public? 

(b) Type of ICU-medical/surgical/paeds/burns etc? 

(c) How many beds does each unit accommodate? 

(d) Number of nurses working at each unit? 

(e) Number of nurses working in the ICU with formal ICU training? 

Do you have any triage-Admission criteria in ICU, especially for patients with HIV infection? 

Your help and information would remain confidential for the purposes of this study and would be duly 

acknowledged in the thesis. 

 

I was particularly interested in the Article-"ICU Challenges "by Prof ME Yeolakar, the 2008 issue of your 

Journal, but I could not get his mail address 

  

Should you have any concerns in this regard please contact: 

The UKZN Biomedical Research Ethics Committee, contact details as follows:  

 

 

BIOMEDICAL RESEARCH ETHICS ADMINISTRATION 

Research Office, Westville Campus 

Govan Mbeki Building 

Private Bag X 54001  

Durban  

4000 

KwaZulu-Natal, SOUTH AFRICA 

Tel: 27 31 2604769 - Fax: 27 31 2604609 

Email: BREC@ukzn.ac.za 

mailto:ngwenyap@ukzn.ac.za
mailto:ngwenyap@ukzn.ac.za
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Yours sincerely 
Ruben Naidoo 
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ANNEXURE O    CORRESPONDENCE WITH BOTSWANA 

MINISTRY OF HEALTH 
 
O 1- DR NGAIRE CARUSO- CRITICAL CARE SPECIALIST- EMERGENCY MEDICINE,  UNIV. OF 

BOTSWANA 

 
22/02/2012 

Dear  Dr Ngaire Caruso , 

I congratulate you and your team on your efforts to improve emergency services in Botswana, and 

particularly, the formation of your Emergency/Critical Care Society. 

I am a registered PhD student at the Univ.. of KwaZulu-Natal working on a study entitled-"Ethical Dilemmas 

Encountered by Critical Care Specialists in the Admission of HIV infected patients to Intensive care", which 

has University and Ethics approval. 

I have included the USA (resource-rich?), as well as South Africa,Brazil,India and Botswana as comparative 

emerging economies ,all with universal health coverage and with a high burden of disease. 

I am interrogating Law,Ethics and clinical guidelines in these respective countries. 

The end-objective, would be to develop a decision-making tree (triage document) regarding ICU admissions 

for people with HIV infection, particularly PCP respiratory infection, in a resource-limited environment for 

use in SA and possibly for Sub-Saharan Africa. 

Ngaire, could you help me in quantifying the numbers of ICU beds and whether in private or public sector in 

Botswana, for the purposes of this study. 

Your help and information would be duly acknowledged in this study. 

Yours sincerely 

Ruben Naidoo 

  

  

Dr K Naidoo (RUBEN) 
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O 2- MS SUSAN THOBEGA- BIOSTATISTICS UNIT, BOTSWANA MINISTRY OF HEALTH 

22/02/2012 

 

Dear Ms Susan Thobega, 

I am a registered PhD student at the Univ.. of KwaZulu-Natal working on a study entitled-"Ethical 

Dilemmas Encountered by Critical Care Specialists in the Admission of HIV infected patients to 

Intensive care", which has University and Ethics approval. 

I have included the USA (resource-rich?), as well as South Africa,Brazil,India and Botswana as 

comparative emerging economies ,all with universal health coverage and with a high burden of 

disease. 

I am interrogating Law,Ethics and clinical guidelines in these respective countries. 

The end-objective, would be to develop a decision-making tree (triage document) regarding ICU 

admissions for people with HIN infection, particularly PCP respiratory infection, in a resource-

limited environment for use in SA and possibly for Sub-Saharan Africa. 

Susan,  could you help me in quantifying the numbers of ICU beds and whether in private or public 

sector in Botswana, for the purposes of this study. 

Your help and information would be duly acknowledged in this study. 

 

Yours sincerely 

Ruben Naidoo 
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O 3 MS DIMPO- PUBLIC HEALTH AND BIOETHICS- BOTSWANA MINISTRY OF HEALTH 

 

5Feb 2012 

Dear Dimpho, 

It was a pleasure meeting you at the SARETI workshop at PMB in 2011. As mentioned to you then, I need your help in getting 

information regarding HIV/AIDS in Botswana,the current disease burden. 

A short preamble of my strudy is as follows: 

As mentioned to you at the Summit, I am presently engaged with my PhD study entitled: 

THE ETHICAL DILEMMAS OF CRITICAL CARE SPECIALISTS ENCOUNTERED IN THE ADMISSION OF PATIENTS WITH 

HIV INFECTION TO INTENSIVE CARE under the supervision of Prof Lalloo and Prof Jerome Singh. 

I aim to examine the regulatory(legal) frameworks,ethical frameworks and the current scientific evidence in the USA (as a first 

world,resource rich country) to determine possible best practices. 

I also intend to compare SA in terms of the above frameworks to comparative emerging countries with a high burden of disease 

i.e.HIV/AIDS ,such as Brazil,India and Botswana to determine possible best practice. 

The objective of the study is to develop a best-practice decision tree/triage tool for HIV/AIDS patients with regard to access to ICU in a 

resource constrained environment (SA/Sub-Saharan Africa) in terms of the applicable legal framework,ethical constraints and the best 

available scientific evidence . 

The study has received Higher degrees and BREC approval by UKZN. 

I have already commenced data collection at the COPICON 2011 in terms of an anonymous (tick-sheet) Attitudes and Perception 

Survey- “CRITICAL CARE SPECIALISTS’ ATTITUDES AND PERCEPTIONS CONCERNING ICU ADMISSIONS FOR 

PATIENTS WITH HIV INFECTION” . 

Dimpho,could you provide me with any information that you may have on this subject  from Botswana, which will duly be 

acknowledged in this study?Could you provide me with the numbers of  ICU beds across the country,by type and whether private or 

public sector?Any triage protocols for HIV/AIDS and access to healt-care and ICU including dialysis would be most appreciated and 

would be acknowledged. 

Kind regards 

Ruben Naidoo 
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ANNEXURE P – CORRESPONDENCE WITH PROF SARASPATHY  

MEDONCA – FEDERAL TECHNOLOGICAL UNIV. OF  PARANA, 

BRAZIL-  HELPED WITH LANGUAGE TRANSLATION OF  12 

SCIENTIFIC ARTICLES-PORTUGUESE TO ENGLISH 

 

 Hi Shirley, 

Regarding the article, I have sourced the full text in Portuguese, as attached. 

Could you get a translated copy in English for me? 

Best wishes 

Ruben 

 

Dr Kantharuben(Ruben) Naidoo 

 

Hi Ruben, 

  

I got the article you wanted in English.  

  

Best regards. 

 Shirley 

   

--- Em ter, 1/5/12, Kantharuben Naidoo <naidook@ukzn.ac.za> escreveu: 

 

De: Kantharuben Naidoo <naidook@ukzn.ac.za> 

Assunto: Re: BEST WISHES-FROM SHIRLEY 

Para: "Saraspathy" <saraspathy@yahoo.com.br> 

Data: Terça-feira, 1 de Maio de 2012, 18:52 

 

Hi Shirley, 

I trust that you and your family are well? 

I am on sabbatical leave and making headway with my PhD.I have pended the 'Rape' article for a 

short while, but will work on it soon.  Shirley, I need your help on sourcing articles in English 

concerning the 'Code of Ethics' of the Medical Association of Brazil. 

I have attached an article , with the abstract in English, and would be grateful if you could source 

the full text in English for me. 

Love and best wishes to you and the family. 

Sincere regards 

Ruben 


