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Solthis will be present in 
Addis-Ababa for the 16th 
ICASA. This will be an occa-
sion to present our activi-
ties and emphasize the im-
portance of certain points: 

l Ensuring HIV testing in 
healthcare centers. The ef-
forts in Conakry are a good 
example: more than 50% of 

the patients tested in hospital units 
were positive! Healthcare providers 
must be convinced of and partici-
pate in these efforts, so that an op-
portunity for early testing is never 
missed, in particular in children. 
Our study in Mali emphasizes how 
frequent and dramatic these delays 
in diagnosis are: 80% of children 
are lost to follow-up, 75% are dia-
gnosed with AIDS!

l Ensuring diagnostic for associa-
ted infections such as neurological 
disorders for which neither lumbar 
puncture, the India ink test, nor the 
Cryptococcus antigen test is per-

formed, or the 

diagnosis of tuberculosis which is 
too often merely “presumed”. The 
problem is less a question of cost 
than of the necessity of rigorous 
management of these diseases. 

If we spend all our time focusing 
on government decisions, on the 
oracles of the G20, on the solici-
tude of donors, we risk letting po-
litics take control of the future and 
hope for patients. In our protective 
hands, health must remain an obli-
gation of result, and the strong fo-
cus of our advocacy.

Innovation should respond to the 
demand for equal access to biolo-
gical testing with “point-of-care” 
tests serving quality for all.  

The GDP cannot be the adjustment 
variable for the quality of care and 
middle-income countries must not 
become the new outcasts of the 
system, as emphasized by B. Coriat 
in relation to Medicines Patent Pool 
prospects. In this legal-economic 
battle, one principle is unchan-
geable: universal access to care 
and treatment. 

We must not let management pro-
cedures and commercial agree-
ments dictate our path. The urgent 

need for treatment, support and 
integration rules: that is 
undoubtedly the force 

of the key word of the 
Addis-Ababa Conference: 

appropriation. n

Pr Gilles Brücker
General Secretary
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L’accès aux soins pour tous 
par le renforcement des compétences de chacun

Universal access to treament 
by capacity building for all
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Doctor at the Yal-
gado Ouedraogo 
Hospital and pro-
fessor of Pathologi-
cal Anatomy at the 
Ouagadougou Uni-
versity in Burkina 
Faso. Prof. Soudre 
has been fighting 
Aids from the start 
and has attended 
ICASA conferences 

since their inception. His commitment is multi-le-
vel: In Burkina Faso, he heads the Country Coor-
dination Mechanism (CCM). Since 2010, he has 
presided the Society for Aids in Africa (SAA) and 
is also an expert on developing countries for the 
World Health Organization (WHO). 

As president of the SAA, which organizes 
the ICASA, you are a co-president of the 
Addis Ababa conference. Tell us more about 
the event.
This is the 16th installment. ICASA conferences 
are organized jointly by the SAA and the host 
country. Responsibilities are shared between 
two co-presidents, myself and le Dr Yigeremu 
Abebe, from the host country. We remain in 
contact thanks to the Steering Committee.

In Addis, we are preparing for between 8,000 
and 10,000 delegates. Participants mainly come 
from East Africa, Central Africa and southern 
Africa and are about 70% anglophone. There 
will be community representatives as well as 
scientists. As in the past, sessions will be orga-
nized into 3 programs: Scientific, Leadership 
and Community. There is a wide range in the 
3,000 abstracts submitted: Many are scientific 
contributions dealing with epidemiology and 
public health, and few focus on biology as re-
search on public health is better financed that 
biology research. And for the first time we’ve 
noticed fewer contributions in French.

Why is the ICASA conference such an 
important event in the fight against Aids in 
Africa?
These conferences are the only pan-African 
and bilingual platform where 8,000 delegates 
can exchange their experience. They allow us 

to encourage African leaders to improve their 
response and follow through on commitments 
already made. They create a forum for different 
actors to exchange information, make contact 
and establish priorities. 

Why choose the theme “Own, scale-uo & 
sustain”?
It echoes previous themes, most notably the 
one in Dakar, “Africa’s Response: Face the facts”. 
If the 2008 conference was about identifying 
strengths and weaknesses in the fight against 
AIDS in Africa, this year the goal is to build on 
our accomplishments and make them sustai-
nable. We already note progress. I’ll mention 
Burkina Faso, knowing it the best, where infec-
tion rates dropped to 2% from 7% in 2002.

What is your message?
First, regarding our means, we need to keep 
what exists and learn how to manage it. We 
have the world fund in mind and the conse-
quences of some disastrous managing. For 
patient admittance, the message is about ac-
cessibility, availability, and zero-cost for ARV 
treatments. There are still shortages and traf-
ficking.
In terms of prevention, the conference will in-
sist on the need for preventive treatment. 
For biological monitoring, the question of sus-
tainability is at the core of the debate: How to 
ensure a consistent program on a daily basis 
when problems of poor equipment, too many 
breakdowns, violation of the cold chain. There 
too, the supply question will be raised. 
In addition to community programs, a “com-
munity village” will bring groups together. 
Despite minority conflicts in certain countries, 
ICASA will encourage free discussion, but we 
don’t know how this will play out.

What is the Society for AIDS in Africa?
The SAA is the organizing structure of the 
ICASA. Its purpose is to encourage synergies 
between all actors fighting Aids by giving 
them visibility at the ICASA conference. 
The SAA is devoted to promoting research and 
advocacy against HIV, tuberculosis and malaria 
in Africa. Its objective today is an Africa without 
Aids. We bring our message to institutions like 
the African Union and to political leaders so 

that they are mobilized and keep to their word. 
These matters are raised at the conference. 
Our action is part of an overall strategy desig-
ned to strengthen the preparation and orga-
nization of ICASA conferences as well as less 
known scientific symposiums like the one held 
in Sudan in 2007 and training workshops for 
journalists and health professionals. We help 
organize the International Aids Society though 
we have no official link with the francophone 
conference.

Your thoughts on Solthis?
As I aid, Aids has several aspects. An ICASA 
conference cannot take place without NGO’s 
like Solthis that understand the realities on the 
ground and bring an added perspective. n

  For the first time, the conference will be held in Addis Ababa, Ethiopia with the theme “OWN, 
SCALE-UP & SUSTAIN”. The conference, usually held on a bi-annual basis, has come a long way since its 
European launch in 1986. Since, the conference has become essential for anyone fighting Aids and sexually 
transmitted infections in African countries. ICASA 2011 will host 10,000 participants from around the world 
offering not only science programs, but community and leadership programs as well.

Interview with the Conference co-president, Prof. Robert Soudré

l  Founded in 1990 at the 5th 
ICASA in Kinshasa

l  Non profit organization
l  Based in Accra, Ghana
l  Membership reflects all aspects in 

fight against HIV: doctors, resear-
chers, officials, charities, journalists

l  Main technical partners: 
AFRICASO, SWAA, IAS, WHO, UNAIDS
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After general me-
dicine studies in 
Niger and France, 
Dr. Djoudalbaye 

specialized in population, health and infectious 
diseases for a master in Montreal and Oua-
gadougou. After returning to Chad, his home 
country, he headed healthcare group Interna-
tional SOS. Then for three years he was Manager 
for the national Aids program at the Chadian 
Health Ministry. Dr Djoudalbaye was part of the 
first group of doctors trained by Solthis in Chad 
and served as a program coordinator for Solthis 
in Guinea from 2007 to 2009. In 2009, he joined 
the African Union as Senior Health Officer at the 
African Union (AU) Department of Social Affairs, 
in charge of HIV-Aids, tuberculosis, malaria and 
other infectious diseases.

Can you describe your role within the Afri-
can Union?
The African Union is an African institution that 
grew out of the Organization of African Unity 
(OAU) whose objective was Africa’s indepen-
dence. Once achieving this in the 1990’s, the 
OAU became the AU with the goal of imple-
menting development programs across Africa. 
It decides directives for the furthering of eco-
nomic and socio-cultural coordination. 

My role can be summed up in 3 points:
l Define health policy to implement across the 
continent and monitor follow-up.
l Fundraising
l Advocacy

My guidelines are as follows:
l  Abuja Call for Accelerated Action Towards 

Universal Access to HIV/AIDS, Tuberculosis, 
and Malaria services (2006)

l The African Health Strategy (2007-2015)

In terms of resource mobilization, the AU crea-
ted the world fund following the Abuja decla-
ration. There are other funds created for indivi-
dual states. Advocacy by the AU is above all for 
access at affordable prices, stopping transmis-
sion from mother to child, human rights pro-
tections, the elimination of financial barriers, 
the strengthening of healthcare systems, and 
vaccine research (African Aids Vaccine Par-
tnership based in Entebbe, Uganda).

Our vision of the epidemic allows us to appre-
ciate notable efforts (including a drop in infec-
tion rates and improved access) but disparities 
still exist between countries and between 
cities and rural areas. We urge that member 
states devote at least 15 percent of their natio-
nal budgets on healthcare.

What is your role in organizing the ICASA 
conference?
As a representative of the AU, I am part of the 
International Steering Committee. I am also 
part of the Leadership Committee. In that ca-
pacity, I am involved in choosing programs, 
moderators, presentations and abstracts.
The choice of Addis Ababa, “Africa’s capital”, 
is strategic. It will allow a high turnout from 
East Africa and other parts of Africa. There are 
a great number of institutions based in Addis 
Ababa as well.

What does the AU bring to the theme “Own, 
scale-up and sustain”?
Today we are challenged by the vertical nature 
of our HIV programs and their dependence 
on outside funding. Even if countries want to 
upscale and develop sustainability, they have 
to raise their own funds. However, there won’t 
be any official announcements. The ICASA 
remains a scientific event even if its political 
influence is growing. There must not be any 
message confusion. At the UN in June, African 
states promised measures to eradicate mo-
ther-child transmission and keep mothers alive 
and especially to adhere to the Abuja Call by 
intensifying efforts to wipe out HIV/Aids. We 
maintain this plea.

Your thoughts on Solthis?
Beyond purely scientific interest, the confe-
rence must bring Solthis visibility. Initiatives 
such as Solthis must be encouraged beyond 
the francophone world. Solthis must reach 
out to Anglo-Saxon actors and share its work 
with a wide audience. Solthis is an essential 
actor that engages every level of a country’s 
healthcare intervention. This expertise makes 
Solthis a key actor in reaching out to patients 
during an intervention. Solthis participation at 
the conference is indispensable. And I can only 
congratulate Solthis on the work it has already 
accomplished! n

l Assembly: Composed of heads of state 
and heads of government of AU states, the 
Assembly is currently the supreme gover-
ning body of the African Union. 

l Executive Council: Composed of mi-
nisters designated by the governments of 
member states and reports to the Assembly.

l African Union Authority: Headed by 
Jean Ping and a vice president, the secre-
tariat of the African Union is composed of 
eight commissioners and is tasked with 
designing policy and strategy across Afri-
ca and coordinating policies of member 
states.

Principes :
1. Health is a human right 
2.  Health is a developmental concern 

requiring a multi-sectoral response 
3.  Equity in health care is a foundation 

for all health systems 
4.  Effectiveness and efficiency is central 

to realising the maximum benefits 
5.  Evidence is the basis for sound 

public health policy and practice
6.  Solidarity is a means of facilitating 

access for the poor
7.  Respect for culture and overcoming 

barriers to accessing services
8.  Prevention is the most cost-effective 

way to reduce the burden of disease
9. Health is a productive sector
10. Diseases know no borders 

The vision is an integrated and prosperous 
Africa free of its heavy burden of disease, 
disability and premature death. 

The mission is to build an effective, African 
driven response to reduce the burden of di-
sease and disability, through strengthened 
health systems, scaled-up health interven-
tions, inter-sectoral action and empowered 
communities.

The African Health 
Strategy is underpinned 

by a set of principles:  
(2007-2015) 

African Union

Interview with Dr. Benjamin Djoudalbaye from the 
African Union

Interviews
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This simple statement may become less ob-
vious in case of treatment shortages. When 
it is impossible to treat every patient in need, 
the decision can be made to stop initiating 
treatment for new patients rather than inter-
rupting treatments of patients who are already 
followed, thus creating a seniority bonus. This 
decision is all the more controversial since sur-
vival of newly diagnosed patients is often an 
important issue.

Although the availability of durable funding 
may cause this type of situations, technical 
weaknesses in the implementation of HIV-AIDS 
programs also negatively impact continuous 
access to ARV. Over all, the difficulty HIV pro-
grams encounter while forecasting long-term 
supply needs remains a major obstacle. 

Yet, a program’s capacity to project itself into 
the future is essential for its eligibility to ma-
jor international funds dedicated to the fight 
against HIV-AIDS. For instance, to draft a propo-
sal to apply to Global Fund funding, a program 
must forecast its needs for 5 years. Because of 
the time necessary to finalize the drafting and 
negotiation phases, forecasting may even have 
to be made for a 7 years prospect. Paradoxical-
ly, the difficulty of forecasting program needs 
over a seven-year period is rarely mentioned. 
Nevertheless this process is anything but easy.

In the particular case of HIV, continuous ex-
pansion of access to treatment, rapid changes 
in therapeutic protocols as well as advances 
in epidemiological knowledge mean that fo-
recasts are based on constantly evolving data 
so that certain project managers might often 
have the impression, to paraphrase Paul Valéry, 
that “the future is not what it used to be.” 

Solthis, is regularly confronted with the dif-
ficulty of proposing a long-term prospective 
view based on extremely weak existing data. 
Therefore, solutions have to be imagined, to 
reconcile the uncertainty of available data with 
the inflexibility of the funding and procure-
ment and supply structures for which they are 
used.

In this article we attempt to clarify the specific 
issues encountered when forecasting health 

product needs, ranging from statistical ques-
tions to supply questions. We will then imagine 
some solutions, which will serve as a basis for 
discussion during a symposium organized on 
this subject at ICASA in Addis Abeba, on De-
cember 5, 2011.

The Challenges

Question of numbers – forecasts and their 
uncertainty

To forecast needs or to estimate expected re-
sults, reality is reconstructed using simplified 
models, which make it possible to evaluate 
how these needs may evolve in the future. 

For example, in order to determine the 
number of patients who will need to initate 
a treatment during a period of time, an ex-
tremely simple model could establish a rela-
tionship between the anticipated number of 
person who will get tested during this period, 
the expected prevalence of HIV in the tested 
population and the proportion of HIV po-
sitive patients who will need to be treated 
among those who are tested positive.

If 100 000 people are going to get tested, if 
the expected prevalence is 1%, and if we hy-
pothesize that 50% of newly tested people 
have to receive a treatment, our forecast is 
that 500 new patients will begin treatment. 

In this simple example, we can see that 3 types 
of data are involved:
l data from the program itself, and from its 
activities, such as the number of planned dia-
gnostic tests,
l specific epidemiological data from the tar-
get population, such as the prevalence of HIV, 
l generic epidemiological data, which can 
be determined from data from different situa-
tions, such as the proportion of new patients 
needing treatment.

As a result, there are different potential sources 
of error in the forecast:
l Error intrinsic to the modeling process. 
Because, by definition, models are a simplifi-
cation of reality, there is a high probability of 
obtaining results that are far from reality even 
with the best models and the best data. This 

does not mean that models should be comple-
tely rejected, but that the results of modeled 
forecasts should be applied with caution, and 
that an effort should be made to document the 
performance of different forecasting models1.
l Error from the data. This is most certainly 
the most common source of error today in 
the countries where Solthis works. Indeed, 
weak healthcare systems are characterized by 
sparse epidemiological and program data. For 
example, data on the prevalence of HIV in the 
general population are often obtained from 
Demographic and Health Surveys, which are 
performed, at best, every 5 years. Moreover, 
limited knowledge about the epidemiological 
characteristics of the target populations makes 
it difficult to compare this population with 
the data in the scientific literature. Finally the 
unreliability of program data makes analyses 
unreliable, and implies an embarrassing lack of 
foresight about future program results. 

Thus the preceding example could result in 
an estimated 75 000 - 100 000 diagnostic 
tests over the period, a prevalence ranging 
between 0.8% and 1.2% and the need for 
immediate ARV treatment in between 35% 
- 50%. Depending on the hypothesis, ARV 
needs could vary between 210 - 600 patients 
for the period in question.

Finally, even if high quality baseline data were 
available, the rate at which therapeutic recom-
mendations change and the evolution of the 
landscape of the actors of the fight against HIV 
are external variables that can create difficul-
ties for programs. Supply orders may become 
out-of-date before they are even delivered 
because of changes in international therapeu-
tic protocols. Certain countries must also deal 
with forecast shocks because of changing in-
tervention strategies by non-government par-
tners in their country. These shocks can be an-
ticipated, but are sometimes so significant that 
they destabilize all existing forecasts. 

Dealing with uncertainty - the challenge of
Etienne Guillard, 

Pharmacy Manager  
Grégoire Lurton, 

Health Information 
Systems Manager

The issue of providing universal access to antiretroviral treatment (ARV) is often seen from a geographic (everyone, wherever he is should have access to treatment), economic (everyone, whatever his income, should 
have access to treatment) or legal perspective (everyone, regardless of his identity, has an equal right to treatment). In the light of the recent actuality in HIV treatment programs in sub-Saharan Africa, a chronological approach 
could be added to these visions: patients in the future have the same right to treatment as today.
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long term projections in low data resources countries

The issue of providing universal access to antiretroviral treatment (ARV) is often seen from a geographic (everyone, wherever he is should have access to treatment), economic (everyone, whatever his income, should 
have access to treatment) or legal perspective (everyone, regardless of his identity, has an equal right to treatment). In the light of the recent actuality in HIV treatment programs in sub-Saharan Africa, a chronological approach 
could be added to these visions: patients in the future have the same right to treatment as today.

The question of supplies – the inflexibility 
of the funding and procurement and 
supply processes. 

Purchasing of health products is subject to two 
major constraints: the inflexibility of the time 
to delivery and the availability of resources.
The time line of the supply & procurement 
process, ranging from disbursement and admi-
nistrative validation to transfer and reception 
of products quite difficult to forecast. Depen-
ding upon the situation, this process can take 
between 4 and 12 months.
As a result it is very difficult to avoid a gap 
between funding and the effective availability 
of healthcare products in the health facilities. If 
funds are received on January 1 of given year, 
the products may not arrive in the pharmacies 
before January of the next year. This gap has 
a negative impact on the number of patients 
that can be treated during that period. Moreo-
ver, the inflexibility of this process makes it im-
possible to make quick readjustments to quan-
tities that have been ordered.

At present, there are no existing measures to 
prevent the inflation of these delays, and cer-
tain programs have found themselves with 
treatment supply shortages that were anti-
cipated months in advance, but could not be 
avoided simply because of the lengthy procu-
rement process. In these situations, everyone is 
a witness, but no one is responsible…

Finally, the funds available for programs are of 
course limited. In spite of the uncertainty of 
long-term forecasts, decisions have to be made 
on the amount of money that will be necessary 
for the fight against HIV. And in case of over- or 
under-estimation of needs, it is very difficult to 
readjust allocated funds. Once again the rigid 
process is not suited to a situation in which 
great uncertainty prevails. In turn, this results, 
in the best of cases, in wasting funds on costly 
drugs that expire in otherwise empty pharma-
cies. In the worst cases, the cost is counted in 
human lives. 

Based on the preceding example, let’s ima-
gine that the program decided to choose the 
median estimation of the number of patients 
as its quantifying hypothesis. In January of 
year 1, they order treatment for 400 patients, 
which they hope to receive in the last trimes-
ter of the year. This allows them to coordi-
nate new supplies with the existing stock 
in the country. However in June, because of 
a high testing activity and of a prevalence 

higher than expected, 
over 300 patients have 
already tested positive, 
corresponding to the 
high end hypothesis 
of 600 new patients, 
and a 50% increase in 
initial estimates. An 
excellent relationship 
with certain funding 
institutions makes 
it possible to obtain 
additional funding in 
September. Supplies 
are ordered in the 
middle of September, 
which arrive in March 
of year 2, leaving a 
gap of several months 
during which certain 

patients will not receive the treatment they 
need. Early in October, discussions begin to 
establish which patients will have to be de-
nied access to treatment. 

Currently available solutions

These different elements are not unknown, 
and several measures exist to manage them.
First, the existence of buffer stocks should 
theoretically respond to increased needs or 
delays in the replenishment process. Never-
theless, the unpredictability of forecasts makes 
it impossible to evaluate if this buffer stock is 
sufficient. The weakness of available data in 
the countries and the potentially significant 
variations in needs means that it is difficult to 
evaluate the optimal “thickness” of this buffer.
In addition the time periods for health product 
forecasts are no longer based on those in the 
initial provisional budget. Thus forecasts are 
shortened to obtain a closer estimation of real 
needs. As a result the documents that define 
health product needs (Procurement and Sup-
ply Management - PSM plans) are limited to 2 
years, and readjustments can be made during 
the period if they are sufficiently justified. 
Finally, if needs are greater than the initial fo-
recast, budget reallocations can be made from 
other budget lines, and certain activities are 
consequently canceled. These cancellations 
can then affect supply needs, and these va-
riations must be taken into account. However 
because requests for funding are based on 
an evaluation of needs as well as a political 
consensus of the different partners in the fight 
against HIV-AIDS, any reallocation is subject to 
negotiations, which delays the process.

Symposium

Date: Monday, December 5th – 17:30-19:00
Location: B2: Abiyata
Speakers:
l  Grégoire Lurton – Health Information 

Technical Specialist
l  Etienne Guillard – Pharmaceutical & 

Health Product Management Specialist
l  Mouslihou Diallo – Pharmaceutical & 

Biological Manager Guinea

Save the date

Supply Management Department – Niger, 2010
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Possible solutions

Early stage – take forecast uncertainty into 
account
The primary cause of the lack of foresight of 
programs for the fight against HIV-AIDS, is 
the weakness of data at their disposal to plan 
this fight. Improving data must be an absolute 
priority for international funding organiza-
tions. Although the Global Fund recommends 
that 5-10% of their funding be allocated to im-
proving Follow-up and Evaluation Systems this 
amount rarely exceeds 4%. 

Thus existing incentives to improve the quality 
of data by international funding organizations 
do not seem to be appropriate. Incentives fo-
cus upon producing contractual indicators at 
specific dates, but not upon the quality of ba-
seline data. As a result the resources invested 
in health information systems are directed to-
wards producing reports, not high quality data. 

The resources invested in obtaining high qua-
lity data need to be redirected. International 
funding organizations should pay much more 
attention to the qua-
lity of baseline data. For 
example it is not enough 
to produce only occasio-
nal estimates of indicators 
that are based on complex 
data. Encouraging the 
calculation of confidence 
intervals for indicators 
in less reliable programs 
does not in any way lower 
the quality of Monito-
ring & Evaluation. On the 
contrary, this is a way to 
require transparency on 
data quality. Determining 
data reliability encourages 
improvement over time 
and makes it possible to 
imagine all possible scenarios during the plan-
ning stage. 

One simple example is a program in which esti-
mates of the active cohort of patients receiving 
ARV differ significantly between those from 
the pharmacy and from medical files counts. 
When announcing the number of active pa-
tientsto funding organizations, the program 
has 3 solutions: use the pharmacy figure, the 
medical files figure, or an intermediate figure. 

All 3 solutions will probably result in an inexact 
figure. If a single estimate is used, then it be-
comes the figure of reference, which means 
that the information provided by the other 

data sources, which probably has a real cause, 
is ignored. Moreover, by ignoring significant 
differences in estimations in relation to their 
sources, leverage to promote improvement of 
the source data is lost. Finally, the choice of the 
reference figure for creates a precedent, upon 
which all other future figures will be evaluated. 
An error today can therefore have long-term 
repercussions.

Once the uncertainty of the data has been de-
termined, this must be included as a variable 
when drafting forecasts for program planning. 
When planning programs, making more than 
one forecast seems inevitable if the uncertain-
ty of data is to be reflected. Thus a 7-year fore-
cast for a specific indicator should reflect the 
range of different results that can be expected 
from the available data.

As part of its collaboration with the Guinean 
program for the fight against HIV-AIDS, Sol-
this helped draft a 5-year forecast of the active 
cohort of patients receiving ARV in Guinea. To 
take into account data uncertainty, 3 scenarios 

were defined based on more or less optimistic 
hypotheses of patient inclusion and survival. 
All of these hypotheses used national data and 
reflected plausible scenarios in relation to the 
information available in these data. The results 
of the estimated active patient cohort at 5 
years varied from simple to double.

When drafting funding proposals this uncer-
tainty must therefore be taken into account 
and associated mechanisms must be deve-
loped so that this element is included in the 
funding and procurement and supply process.

Late stage – make the procurement and 
supply process more flexible.

Once supplies have been ordered, drugs have 
arrived in the pharmacies and patients are star-
ting to receive treatment, we are in a standard 
situation of confronting supply (the quantity of 
treatment that was planned) and demand (the 
number of patients who receive these treat-
ments). 

This situation must be managed at 2 levels: 
first, the adequacy or the gap between fo-
recasts and real needs must be determined. 
Then, if necessary the supply must be adjusted 
to the demand using the means available to 
program managers.

Determination of the gap is just another step 
in the process that begins with needs fore-
casting. This essentially means determining if 
the actual situation is slightly, moderately or 
enormously different from forecasted figures. 
In case differences are found, the element that 
is the cause of this difference must be identi-
fied. Do we test more patients than anticipated 
? Have fewer patients switched to second line 
therapy than planned? By updating these hy-
potheses based on real data, needs can be re-
evaluated using the same model that was used 
for initial forecasts.

Once a difference has been identified, supply 
and demand for drugs must be adjusted in the 
program. The most critical situation in terms 
of patient management is when the supply 
cannot meet the demand. Indeed, because of 
the above-mentioned rigidities in the procu-
rement and supply process, the demand will 
initially have to be limited until the supply be-
comes available. Limiting the demand means 
refusing treatments to patients who need it 
and that decision, which is extremely difficult, 
should be a politically undertook. 

Following this, in order to make treatments 
quickly available, the process to obtain fun-
ding and supplies must be made more flexible.

Supply Management Department – Niger, 2010

Stock Reporting – Mali, 2009
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In the same way thate 
there is a cost fluctua-
tion buffer in the fun-
ding process to com-
pensate for variations 
in price and exchange 
rate, the creation of a 
data fluctuation buffer 
could be evaluated. 
If new data become 
available (new estima-
tions of prevalence or 
the revaluation of the 
number of patients 
receiving treatment) 
that increase the ap-
parent needs for treat-
ment, funding must 
also be increased. 
Correctly quantifying 
forecast uncertainty 
during drafting be-
comes central in this 
type of proposal. This 
analysis is in fact es-
sential for planning 
the size of the data 
fluctuation buffer in 
the forecast.

For purchases it would 
be appropriate to draft 
contracts with sup-
pliers that incorporate 
possible variations in 
needs as estimated by 
the programs. Thus, 
negotiations could be 
based on a minimum quantity and include a 
margin. The minimum quantity would then be 
purchased directly and if needed, the process 
for purchasing additional quantities could be 
set in motion. This type of stock option would 
give programs flexibility in purchasing pro-
ducts. Several types of leverage exist to make 
this type of flexibility attractive to manufactu-
rers, such as the possibility of paying a higher 
price for additional quantities. This higher price 
also seems to be a necessary device to pre-
vent programs from taking advantage of the 
easiness of “sliced supply” which can be extre-
mely costly from a logistic point of view.

Conclusion

As a conclusion, it is important to remember 
that the starting point of the discussion is the 
tension between the need for long-term fore-
casts in HIV-AIDS programs and the scarcity of 
high quality data. As we discussed, this tension 
can only be solved by working on the two as-
pects of the problem: first by improving the 

quality of data available to the programs and 
second by making the process of funding and 
procurement and supply more flexible to res-
pond to long-term forecasting. 
We would like to emphasize once again, that in 
the efforts to improve the baseline data used 
in these forecasts it 
is extremely impor-
tant not to hide data 
uncertainty but to 
input this variable 
into forecasts. In this 
respect, it is obvious 
that funding orga-
nizations play an 
important role, by 
changing incentives 
so that countries will 
reveal rather than 
hide the weakness 
of baseline data.

Following this, the 
funding and procu-

rement and supply processes should be made 
more flexible so that this significant uncertain-
ty is properly taken into account and integra-
ted into the functioning of these mechanisms 
to optimize their efficiency.

In 1947 the logician, Bertrand Russell wrote 
“Not to be absolutely certain is, I think, one of 
the essential things in rationality”. Lobbying for 
more rationality in the organization of the fight 
against HIV-AIDs, and for transparent and posi-
tive inclusion of the weakness of data used for 
the implementation of this fight is a task of the 
utmost importance. n

Symposium

1. In this respect, we can only regret the lack of documen-
tation on real results of currently used models such as the 
Spectrum model or the GOALS model.

Distribution In Niamey National Hospital – Niger, 2010

Markala Pharmacy – Mali, 2009
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Oral Communication 

”Know your virus, know your epidemic”:  
the role of molecular virology to improve the 
understanding of HIV epidemic in Madagascar

 Oral Communication

Session: Basic HIV Epidemiology 
Date: December, 5th 2011
Time: 14:00 - 15:30
Location: B2: Abiyata
N°: MOAC0702
Authors: F. Lamontagne, G. Lurton, S. Andriant-
simietry, M.L. Chaix, M. Randria, J. Nely, C.B. Ra-
mamonjisoa, J.S. Lalao, H. Rahasana, F. Huber, L. 
Pizarro, R.L. Razanakolona, C. Rouzioux

Despite numerous risk factors for HIV transmis-
sion, of which one of the highest prevalence 
of sexually transmitted infections (STI) in the 
world, the HIV prevalence in Madagascar is 
astonishingly low, estimated at approximately 
0.2%2.

But even in light of this low prevalence, the 
number of patients on antiretroviral therapy is 
low. Despite a nationwide introduction of ARV 
in 2005, and despite a strong screening policy, 
only 10% of the estimated HIV population had 
been identified in 2010, with a national cohort 
of 240 patients on ART. 

But the mysteries of the Madagascan epidemic 
do not end there. Even if the epidemic is sup-
posed to be concentrated, this has not been 
clearly established: except for men who have 
sex with men (MSM), no other high-risk group 
had been identified. 

Finally, and this is also surprising, previous viro-
logical studies have shown that numerous HIV-
1 variants were in circulation in the country. 

Very few patients but a lot of virus seems to be 
the equation of the Madagascan epidemic. As 
part of its support of Madagascan partners in 
the management of HIV-AIDs, Solthis has star-
ted to study this paradox in collaboration with 
the National HIV/STI Reference Laboratory of 
Madagascar (NRL) and the Laboratory of Viro-
logy of Necker hospital in Paris. Thanks to this 
collaboration a pilot program of viral load mo-
nitoring has been implemented in 2008, before 
it became available in the NRL in 2010.

Between 2008 and 2010, 160 blood samples 
corresponding to the third of all HIV patients 
followed in the country were collected in the 5 
main ART sites in the country. Viral genotyping 
confirmed the high viral diversity of the Mada-
gascan epidemic. Ten different subtypes were 
identified among the 118 virus that could be 
amplified. At the same time, this study showed 
another remarkable and unexpected result: 
a high rate of primary resistance to ARV. 22% 
of samples presented major drug resistance 
mutations, of which 23% in untreated patients 
(n=60), and 31% in patients treated for less 
than 6 months (n=36).

This rate of primary resistance is especially sur-
prising in a population with limited access to 
ARV and was associated with a highly specific 
pattern: 88% of resistant strain were of sub-
type B with a single 215D mutation or associa-
ted with a 210W mutation.

In a second step, the phylogenetic analysis 
showed that these different resistant viruses 
had a common origin. This strain accounted 
for 19% of sequencable viruses (n= 118), and 
was extremely frequent in the Northern region 
(42% of the 36 subjects studied), and in MSM 
(44% of the 25 subjects studied).

These results strongly suggest the presence of 
an AZT-D4T resistant virus cluster that is mainly 
circulating in 2 populations. Despite these re-
sults were based on a large proportion of the 
national cohort, they should be confirmed in a 
more representative population. Nevertheless, 
they still now have important implications for 
national ART recommendations, taking into ac-
count the fact that numerous patients eligible 
for ART would be resistant to the first-line the-
rapy recommended. 

The circulation of virus clusters associated with 
the high diversity of viruses, provides a clearer 
image of the Madagascan epidemic, or more 
precisely suggests the existence of several 
sub-epidemics in Madagascar. To confirm this 
hypothesis, patients’ virological profile (viral 
sub-type, transmitted resistance to ARV) was 
compared to their socio-behavioral profile (re-
gion of residence and behavioral risk factors). 

The relationship between these different data 
was analyzed by multiple correspondence ana-
lysis and hierarchical ascendant classification 
to identify clusters of patients and their main 
characteristics. 

These analyses showed that viral sub-type was 
the most pertinent variable to characterize ho-
mogenous groups of patients. Thus several ho-
mogenous sub-epidemics could be identified, 
and the most important are:

l a sub-type B epidemic associated with pri-
mary resistance to ARV 215D+/-210W, and af-
fecting mainly the Diana region and MSM. 

l a sub-type A1 epidemic affecting the general 
population of the Menabe region.

l other less clearly identified epidemics of sub-
type C and other sub-types. Existing data made 
possible to establish partial links between 
these viruses and behavioral risk factors. 

The identification of these sub-epidemics is es-
sential and can help to target the prevention 
strategy and to guide therapeutic manage-
ment. Furthermore, this type of study shows 
the potential interest of molecular biology as 
a decisional tool for national policies on HIV-
AIDS.  n

Multiple correspondence analysis of patients’ virological and socio-behavioral profile (only French version)
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Abstracts

 Poster MOPE026 – GUINEA 

Neurological diseases in hospitalized HIV infected patients in 
Conakry, Guinea: a neglected diagnosis despite a major impact on 
mortality

The frequency, the treatment and the prognosis of neurological disorders 
among HIV hospitalized patients were evaluated at Donka hospital (derma-
tology, infectious diseases and internal medicine wards) and Ignace Deen 
hospital (neurology ward), in Conakry, where a third of all HIV patients in 
Guinea are followed. The data were collected from medical charts. 

Results: 
The study included 176 PLWH hospitalized between September and De-
cember 2010.

l 54/176 patients (31%) had neurological symptoms
l  29 motor deficit (22 hemiplegia, 5 paraplegia, 1 tetra-

plegia, 1 monoplegia)
l 17 meningitis syndroms
l 4 isolated coma
l  4 peripheral nervous disorders (3 neuropathy, 1 chronic 

inflammatory demyelinating polyneuropathy)

l Other investigations included:
l  6 lumbar punctures with incomplete results and none 

ink tests
l 11 CD4 count
l Cryptococcocal antigen and CT scan were not available

l Specific treatment provided were:
l  For motor deficiency (excluding paraplegia): Cotrimoxazole for Toxo-

plasmosis suspicion in 50% of the cases (n=12)
l  For meningitidis syndrome : treatment for either a bacterial meningi-

tis or tuberculosis, or cryptococcosis, in 41% of cases (n=7)
l  No specific treatment in 54% of cases (n=29)

The mortality rate among patients with neurological disorders was 58% 
(against 30% for the others). Conversely, neurological symptoms were pre-
sent is 54% of reported deaths.

Conclusion
Neurological disorders are one of the main causes for hospitalization and 
the first cause of death HIV infected patients admitted in Guinea tertiary 
hospitals, before tuberculosis (37% of deaths). 
Too few paraclinical investigations have been done, , probably due to their 
cost, leading to a lack of definitive diagnosis.
Treatments were presumptive but also incomplete.
With the frequency and high mortality rate of neurological disorder cases, 
it is necessary to increase means for their care:
l  Access and increased gratuity of a minimum of diagnostic tools and treat-

ment of main neurological disorders
l  Training of healthcare providers taking into account the limited means 

available

Authors: G. Choaken, R. Vilain, F. Lamontagne, G. Lurton, M. Barry, A.A.S. 
Diallo, L. Laho, M.M. Camara, D. Mandiou, E. Papot, F. Huber, M. Cissé

 Poster TUPE112 – GUINEA 

Provider-Initiated Testing and Counseling: A public health 
emergency. The experience of two teaching hospitals in Conakry, 
Guinea 

Despite WHO recommendations since 2004, HIV testing for all patients at-
tending health facilities in the countries where HIV prevalence e is higher 
than 1%, such Guinea, have been poorly followed. Research was carried out 
in Conakry hospitals on testing initiated by healthcare providers as recom-
mended by the WHO.

To assess screening practices among hospitalized patients, we carried out a 
retrospective study of all patients admitted at the Donka hospital (derma-
tology, infectious diseases and internal medicine wards) and Ignace Deen 

hospital (Neurology ward) between September 
and December 2010. Data were collected from me-
dical charts and laboratories registers. A systema-
tic screening was recommended in dermatology, 
while a diagnostic screening was recommended in 
the other departments.

Results:
759 patients have been studied. 
At admission, 89% didn’t know their HIV status.
Among them:
l  27% had signs that could indicate HIV (according 

to WHO staging for HIV)
l 54% of those with signs where tested, while 14% if not

Testing results:
l  56% of tested patients were positive: 82% among whom with signs and 

19% among without.
l  1/4 of patients were HIV positive

Conclusion and recommendations:

The screening rate observed was much more lower than those expected, 
according to the hospital policy. This could be partially explained by shor-
tages of reagents. The extremely high rate of positive results among both 
symptomatic and asymptomatic patients strongly advocated for a better 
application of WHO recommendations. That would need sufficient tests 
and sufficient caregivers trained.

Authors: R. Vilain, G. Choaken, F. Lamontagne, G. Lurton, M. Barry, A.A.S. 
Diallo, L. Laho, D. Mandiou, E. Papot, F. Huber, M. Cissé

Burun di
Guiné e

 Presentation on Monday, December 5th

 Presentation on Tuesday, December 6th
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 Poster MOPE024 - NIGER

Heterogeneous practices and 
difficulties to diagnose tuberculosis 
among HIV patients in Niamey, Niger

A retrospective study was carried out in 
the 5 main care sites for HIV patients in Niamey, 
in order to evaluate tuberculosis (TB) screening 
practices and to guide new recommendations. HIV 
patients older than 15, with a CD4 count<350/mm3, 
without current TB diagnosis and already under ART, 
attending these facilities between November 2009 and 
March 2010 were included. .

Definite TB diagnosis was made with Ziehl–Neelsen smear examination, 
while final diagnosis was made by the provider.

Results:

l 205 patients included:
l  68% at 3 or 4 WHO clinical stage 
l  median CD4 count: 161/mm3

l Two groups were distinguished:
l  Clinical signs compatible with TB (76%): fever > one month (56%), 

weight loss >5% (57%), cough (19%), enlarged lymph nodes (4%) 
(night sweats were not mentioned in medical charts)

l  Absence of clinical signs compatible with TB n (24%)

l TB prevalence : 15% (30 cases) 
l  Practices: diagnosis was most often based on clinical arguments and 

imagery (73%), but quite rarely on microbiological data (27%) 
l Diagnosis practices largely varied according to the site of care:

Tests done Clinical Sign of TB TB 
diagnoses

Absence 
of clinical 

signs of TB

TB 
diagnoses

Smear exami-
nation ZN)

55% (26 à 
100%)* 8 24% 0

 Chest X-Ray 70% (13 à 
100%)* 16 64% 3

Abdominal 
Ultrasound 57% (0 à 98%)* 54% 0

Tuberculosis 
diagnoses 27 3

*according to centers

Conclusions: 

TB diagnoses were frequent but mainly presumptive. Definite diagnoses 
were marginal, a trend amplified by the lack of smear examination 
requested, and also a smaller-than-expected sensitivity of these tests.
The great variability of practices raises questions: that could be partially 
explained by difference in access and free tests policy.
With the goal of expanding diagnosis tools, the cost effectiveness ratios 
of different diagnosis methods should be more properly assessed in the 
Nigerien context.

Authors : R. Abba, F. Lamontagne, M. Souleymanou, O. Seybou, Y. Hanki, 
S. Diallo, F. Huber, G. Lurton, S. Mamadou

Poster n° A-403-0051-03103 – MALI

10-year review of pediatric care giving at Gabriel Touré hospital in 
Bamako  

Since 2001, the Gabriel Touré pediatric hospital in Bamako has admitted 
1,055 children infected with HIV. An analysis of patient data collected 
throughout the period is underway. These are the first results.

Results:

During the past ten years, the Gabriel 
Toure pediatric hospital has primarily 
admitted boys (59%). Their median age 
was 3 and ahalf years (IQR: 1.6 – 7.4). 49% 
of the children were orphans of at least 
one parent, 16% were orphaned of both.

Patients arrived in a degraded state with 
74% considered in WHO clinical stage 3 or 4 
at admittance. In their first visit, 41% of patients 
weighed less than 3 standard deviations of the 
WHO reference and 44% were in advanced stages 
of immunological deficiency. Median viral load was 
480,000 cp/ml.
11% of patients died during the first visit and 30% were defaulters after 
the visit.
Despite this difficult start, the health of children who maintained treat-
ment improved slightly. After 24 months of care, only 7% weighed les 
than 3 standard deviations of the WHO reference and 64% were in a nor-
mal immunological state.
According to Kaplan Meyer, after 24 months the mortality rate is 13% 
(IC95: 11-15%) and the default rate 37% (IC95: 34-40%), which demons-
trates a good follow-up for patients that returned after their first visit.

Conclusion:

These results show a weak rate of retention and a high fatality rate and 
make the case for screening and early treatment to improve follow-up. 
Further analysis will be necessary to determine the link between reten-
tion and the patient profile.

Authors: M. Sylla, H. Coulibaly, F. Dicko-Traoré,A. Akonde, G. Lurton, A. 
Diakité, A. Diallo, C. N’Diaye, M. Traoré, S. Touré, N. Koné, T. Sidibé

Niger

Mali

 Presentation on Tuesday, December 6th



11

This game will be presented at the 
Solthis booth n°113 at ICASA. 

  Poster TUPE224 – GUINEA 

Improve the prevention of mother to child transmission 
of HIV in Guinea based on a participative approach to 
change management 

To improve PMTCT operations in Guinea, national norms 
and protocols were revised to incorporate WHO guidelines 
and integrate the lessons learned on the continent.

To support the process of circulating guidelines in healthcare facilities, 
Solthis initiated a participative approach to change management, at 7 
PMTCT sites in the regions of Conakry and Boké.

Posters

 Presentation on Tuesday, December 6th

Burun di
Guiné e

l 16th ICASA 
l 8 000 to 10 000 deleguates 
l 1st edition in Ethiopia
l 4 conference days 
l 16 plenary sessions
l  3 000 communications 

submitted: 1149 accepted 
l  2 473 submitted - 977 accepted for 

African continent

Key Figures ICASA 

Results of the lessons learned

Immediately following training
The following commitments were made by 
midwives:
l  to perform diagnostic testing and counseling 

of women in the delivery room 

l  to respect good practices during delivery 
l  to improve follow-up of children of HIV posi-

tive mothers
l  to involve spouses in PMTCT

Step 1 Linked to making PMTCT operational
Aspects that are basic and indispensible for 
PMTCT

Step 2 Linked to improving quality
“The plus”to be brought to PMTCT by making 
“doable” actions
a priority for the moment

Goal:
Improve the knowledge of and practices in 
the therapeutic management of people li-
ving with HIV by promoting the good use of 
medicines in healthcare providers 

Creation and use
In 2008, Solthis developed a card game used 
with pharmacists during their training ses-
sions. Since then this game has been regular-
ly tested during training sessions with diffe-
rent healthcare professionals. Conceived for 
sequential, active and recreational learning, 
it should be used by people who are being 
trained in the management of HIV. 
Thanks to Sidaction, a boxed set of cards has 
been published and distributed to national 
pedagogical teams with whom Solthis orga-
nizes its training programs. 

The boxed set includes:
l  132 cards with 6 categories 
l  1 set of instructions 
l  1 booklet with tech-

nical information 

La prise en charge 
thérapeutique du VIH en jeu 

Guide à l’attention de l’animateur 

M o d e  d ’e m p l o i

Solthis est une association médicale internationale, 

dédiée aux patients vivant avec le VIH/sida dans les pays 

en développement. Solthis a pour objectif de renforcer le 

système de santé des pays où elle intervient, pour leur 

permettre d’o�rir une prise en charge médicale de 

qualité, accessible et pérenne, aux personnes touchées 

par le VIH/sida.Solthis a pour spéci�cité d’établir des programmes en 

s’appuyant sur l’expertise de médecins hospitaliers, 

spécialistes du VIH/sida et du développement.
Les équipes de Solthis interviennent directement sur le 

terrain tout en respectant le principe de non substitution. 

Elles ont pour mission d'appuyer les acteurs locaux, en 

renforçant leurs capacités a�n de contribuer à garantir un 

accès pérenne au traitement pour les populations.

DROITS DE REPRODUCTION Certains droits réservés

Ce jeu de cartes a été développé par l’ONG Solthis

Il fait l'objet d'une licence libre de Creative Commons : Paternité - Pas d'Utilisation 

Commerciale - Partage des Conditions Initiales à l'Identique 2.0 France 

(CC BY-NC-SA 2.0) http://creativecommons.org/licenses/by-nc-sa/2.0/fr/

L'utilisation et la copie sont libres dans la mesure où :  

•  Vous devez citer le nom de Solthis à chaque utilisation ou reproduction 

(Paternité),•  Vous n'avez pas le droit d'utiliser ce jeu de cartes à des fins commerciales (Pas 

d'Utilisation Commerciale),•  Si vous modifiez, transformez ou adaptez cette création, vous n'avez le droit de 

distribuer la création qui en résulte que sous un contrat identique à celui-ci 

(Partage des Conditions Initiales à l'Identique) 
Pour chaque utilisation, modi�cation, transformation ou adaptation, 

merci d'informer Solthis : contact@solthis.org.

Siège
58 A rue du Dessous des Berges

75 013 Paris, France Tél. : + 33(0)1 53 61 07 84 
Fax : + 33(0)1 53 61 07 48

contact@solthis.orgwww.solthis.org

Next steps
l  Follow the progress of results in each center and choose to adopt, adapt or abandon the tested 

activity(ies).  
l  Continue the additional training cycle (eg: introductory training in pediatrics for the follow-up 

of exposed children)
l  Prepare inter-center meetings to share experiences and choose new priority goals for each center. 

Authors: C. Deze, H. Yous, A. Keita, T.C. Sidibé, S. Calmettes, N. Barsacq, F. Lamontagne

For the approach to be effective, 2 major types of actions must be

Since the training
Concrete activities, identified by midwives 
have begun being tested in the centers.
l  presentation of a protocol for delivery of an 

HIV positive woman to other midwives in the 
center (Ratoma center)  

l  marking an inconspicuous sign in the file of 
an HIV positive woman. (Matoto center)

l  add a letter with guidelines in the pregnant 

 
woman’s medical file if she is referred to ano-
ther center  (Dibia center)

l  clarify the post-delivery protocol with the 
providers who participate in following-up the 
child (centres Minière and Coléah centers)

l  Send a letter of invitation to spouses to invite 
them to participate in the 1st CPN (Sabende 
and Kasopo centers)

A game to improve 
the therapeutic 
management of HIV

(only available in French)

(only available in French)
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Seventy participants (university hospital aca-
demics, members of associations, institutional 
partners (Clinton Foundation, WHO, UNICEF, 
representatives of the Ministers of Health, etc.) 
attended an international meeting organized 
by the Campaign for Access to Essential Me-
dicines (CAME) of Médecins sans Frontières 
(MSF), in collaboration with the GIP Esther and 
Solthis in Geneva on September 22 and 23. 
The invited experts were questioned about 
their priorities and the expected progress in 
the modes of follow-up and ARV treatment in 
adults and children infected with HIV. Recom-
mendations were drafted based on these dis-
cussions and the thematic round tables will be 
made public. 

Towards a simpler, better tolerated first line 
therapy 
As recently confirmed in London1, the experts 
agreed that the regimen of TDF+FDC/3TC+EFV 
should be the priority first line therapy. This 
treatment, which is available in combination 
form with one pill per day, is also active against 
hepatitis B virus (HBV) and can be administe-
red to patients being treated against tubercu-
losis. This is an enormous advantage compa-
red to the treatment regimens that are more 
commonly prescribed in countries with limited 
resources (including AZT, which is not active 
against HBV and NVP whose association with 
rifampicine- which is part of the antitubercu-
losis regimen- is contraindicated). Creatinemia 
should be monitored at least once a year. 

The greatest problem is for women of child-
bearing age: despite data which are globally 
reassuring2, there is still a doubt about the risk 
of birth defects when this drug is taken in the 
first trimester of pregnancy, and randomized 
studies do not seem to be technically feasible 
to dispel uncertainty. 

Generalization of routine virological 
monitoring
The poor performance of immunological crite-
ria to identify treatment failures and the very 
low proportion of patients receiving second 
line therapy (only 0.4% of patients in Malawi, 
despite a median of 48 months of treatment) 
suggest that viral load (VL) testing should be 
made in routine. It will allow rapid diagnosis of 

failure, while avoiding unnecessary switches 
and accumulation of resistance mutations 
which negatively affect the outcome of future 
therapy.

There was a consensus among the experts on 
this proposal, even if the optimal frequency of 
VL is unknown. Certain emphasized that initial 
VL testing should be performed after 3 to 6 
months of first line therapy to detect early pro-
blems with adherence. The market could be 
opened up to competition with the develop-
ment of open system VL platforms, thus lowe-
ring costs and combating the oligopolies of 
large firms that now share the market (Roche, 
Abbott, Biomérieux). The expected economies 
of scale from granting exclusive rights to the 
national market to one firm must be calculated, 
because this reinforces the oligopoly and the 
reduction in cost is much less than if it is left 
open to the competition. A strong correlation 
has been found between the cost of VL and the 
number of firms competing on the market. 

Moreover, open platform systems (Concept 
Open Polyvalent Platform – OPP) can be used 
for other diagnostic tests, such as PCR BK or 
HBV. The actual cost of HIV VL with an open 
platform would be approximately 15€ by Viral 
Load test. 

The process of validation of the new point-of-
care (POC) viral load technologies is well ad-
vanced. These platforms are light, easy to use 
and completely automatic, making it possible 
to hope that VL can rapidly be decentralized 
outside large urban centers. 

Thus the VL POC in Alere and the semi-quanti-
tative SAMBA technique (Simple Amplification 
Based Assay) seem promising. These devices 
should be commercialized in the near future 
at reasonable cost, but which still must be spe-
cified. SAMBA will cost between 18 to 22 $ by 
test, including quality control. 

SAMBA, developed at the University of Cam-
bridge, has a detection threshold of 1000 cp/
ml. The technique has already been evaluated 
in Africa, Asia and the United Kingdom. The test 
does not require complex handling, and was 
performed 1/3 of the time by a nurse, often in 
sites without air conditioning. Agreement with 
the Roche3 and Abbott devices was considered 
satisfactory. The SAMBA has the advantage of 

providing good detection of 0 sub-types and 
recombinants. A technician can perform up to 
30 tests by day with minimal training. In addi-
tion, reagents do not require a cold chain. An 
EID (Early Infant Diagnosis) SAMBA platform 
has also been developed for early diagnosis 
of HIV-exposed children (allowing detection 
of RNA and HIV DNA). However, it seems to be 
less sensitive if the sample is obtained by Wes-
tern blot techniques. 

The quantitative POC Alere VL is also easy to 
use and entirely automatic. It has the advan-
tage of detecting HIV2. Its detection threshold 
can descend beyond 100 cp/ml. The sample 
(plasma, full blood, even capillary blood) can 
be analyzed between 30 to 60 min after inser-
ting a disposable cartridge full of the sample 
into the device. 

The experts suggested that international 
agencies (in particular WHO) develop operatio-
nal recommendations and quality standards. 
Moreover, an official system of pre-qualifica-
tion headed by the United Nations would be 
useful to clarify the choices for the countries 
and the international funding organizations. 

Certain operational questions must still be ex-
plored: what is the optimal frequency for per-
forming VL? Is it pertinent to replace CD4 tests 
with VL tests to optimize costs? 

Towards a more pertinent second line 
therapy?
In a context in which routine access to genoty-
ping is improbable, at least in the near future, 
second line therapy should be robust. A treat-
ment regimen including a boosted protease 
inhibitor (PI) seems to be a good option. But, 
certain experts prefer boosted atazanavir to 
boosted LPV, because of the better resistance 
and tolerance profile, and especially when 
boosted coformulations of atazanavir will pro-
bably soon become available. 

For the booster, cobicistat could be an alterna-
tive to ritonavir, in particular in patients recei-
ving rifampicine. A raltegravir-based regimen 
(less robust than boosted IP) can also be consi-
dered in patients with tuberculosis.

The use of nucleoside reverse transcriptase 

Dr Florence Huber
ART Sequencing Workshop
Geneva, 22-23 september 2011
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Scientific News 

1. Short-term priorities for ART drug optimization, meeting report. WHO, 18-19 April 2011
2.  Nathan Ford et al. Safety of efavirenz in first-trimester of pregnancy: a systematic review and meta-analysis of outcomes from observational cohorts; AIDS 2011. Bussman H, et al. Pregnancy 

Rates and Birth Outcomes Among Women on Efavirenz-Containing Highly Active Antiretroviral Therapy in Botswana; JAIDS 2007
3. Approximately 98% agreement with Taqman Roche v2
4. Certain experts recommend r option B as a first choice: maternal tritherapy continued until breastfeeding has been completed, in case of maternal breastfeeding

inhibitors (NRTI) can be discussed to limit toxi-
city: this includes the concept of an induction-
maintenance strategy (as in the MONOI trial) 
with boosted darunavir prolonged as mono-
therapy, and with strict control of viral load. 

A second line regimen with etravirine, a well-
tolerated non-nucleoside reverse transcriptase 
inhibitor (NNRTI) is also possible. However 
genotyping should be performed before the 
switch because of a high risk of accumulated 
mutations after one or two years of first line 
therapy with EFV or NVP.

 

Treatment of HIV2 infections
After first line therapy with PI/r (generally lo-
pinavir, although darunavir and saquinavir are 
also effective, unlike atazanavir), 2NRTI+ ralte-
gravir can be offered.

Regimens including 3 NRTI should be avoided, 
because activity is mediocre. In case of resis-
tance to second line therapy, there are no satis-
factory options available at present. 

Children: a population which is still 
neglected
An estimated 2.5 million children are infected 
with HIV, most of them in sub-Saharan Africa. 
And yet, the quantitatively poor access to pe-
diatric treatment is deplorable: treatment ma-
nagement is concentrated in large urban cen-
ters, which are difficult to get to for the poorest 
families resulting in a very high lost to follow 
up and poor adherence. 

S. Crowley (UNICEF) presented eloquent data 
from South Africa: despite the improvement 
in early diagnostic testing by PCR (55% of ex-
posed children in 2010) and a reduction in 
vertical transmission (rate of infection before 2 
months was 4.3% in 2010 compared to 8.2% in 
2008), there is still a major delay in beginning 
treatment, both with cotrimoxazole and ARV (5 
- 35% of children with HIV, depending on the 
province). This confirms worldwide figures in 

which an estimated 6.8% of children with HIV 
are receiving ARV worldwide (Essajee, WHO). 
And yet, in the youngest patients, rapid treat-
ment is vital: at 18 months 1 out of 2 children 
has already died if left untreated; treatment re-
gimen with lopinavir/r is optimal especially if 
there was prior maternal exposure to a single 
dose of nevirapine.

 

The global market for pediatric treatment is 
small (an estimated 450 000 patients) and the 
demand is diluted by the necessity of having 
multiple formulations because doses vary with 
age. Thus as many as 45 pediatric formulations 
can be used in one national program with low 
volumes (thus there are limited/or no volume 
discounts) and longer delays for delivery be-
cause suppliers often group purchase orders 
together. Thus optimization of supply purcha-
sing mechanisms and the creation of regional 
mechanisms are urgent. Moreover, therapeutic 
progress must be made (there are very few 
options for the youngest patients) and deve-
loping “child-friendly” galenical formulations is 
a priority: 

l improving lopinavir/r (the existing form re-
quires refrigeration and its awful taste limits 
adherence),

l availability of 25mg thermostable ritonavir 
for « superboosting» PIs with rifampicine,

l pediatric tenofovir: developing divisible 
adult tablets for children may be a good option 

l pediatric formulations for etravirine, daruna-
vir, and efavirenz for children under 3 

l diffusion of new dispersible oral tablet 
combinations: : abacavir+3TC, AZT+3TC, 
AZT+3TC+NVP (already patented)

l validation of fixed dosed divisible combina-
tion galenical formulations which can be used 
for adults and children > 3 years old. 

Finally pediatric nevirapine is not available to 
respond to the needs in countries that have 

chosen option A of WHO 2010 guidelines4. 

Once again divisible adult tablets could be a 
good option. 

In the pipeline: upcoming and future 
innovations… 
l The XR formulation of nevirapine (extended 
release 400 mg/day), which has already been 
approved by the US FDA, can be taken once a 
day/ instead of twice. It should be distributed 
in countries with limited resources in the near 
future. 

l Atazanavir boosted with ritonavir should 
be integrated into a fixed dose thermostable 
combination (co-blister packaging will be de-
veloped until this is available). 

l With the development of nanotechnologies, 
certain treatments may be able to be taken 
weekly or even monthly: rilpivirine, dolutegra-
vir, and tenofovir prodrugs.

l Finally certain candidate drugs are being 
tested in clinical trials to validate dose reduc-
tions (boosted ATZ, , darunavir/r, efavirenz, 
lopinavir/r, tenofovir). A large multicentric stu-
dy is ongoing with efavirenz 400mg/day, ins-
tead of the 600 mg recommended at present.

 n
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Conference Feedback

Antiretroviral treatment  
now considered as sexual prevention tool
After attending the 6th IAS (International Aids Society) conference held in Rome July 17-20, 
Dr. Thilbaut Mutel explores “Treatment as Prevention”, one of the main themes of the confe-
rence.

Dr Thibaut Mutel

Triumph of early antiretro-
viral treatment as a preven-
tion tool
A team led by Professor 
Myron Cohen (University of 
North Carolina) confirmed 
the efficiency of the “Test 
and Treat” strategy: HPTN 

0521. This research showed a drop in transmis-
sion rates in couples after early antiretroviral 
treatment. The randomized test was on 1,763 
heterosexual, sexually active and serodifferent 
couples from nine countries (South Africa, 
Botswana, Kenya, Malawi, Zimbabwe, Thailand, 
India, United States, and Brazil). Treatment for 
half of the partners infected with HIV began as 
soon as the study began. These patients had 
CD4 counts of between 350 cells/cubic mm 
and 500 cells/mm3 and therefore ineligible for 
ARV treatment, according to WHO recommen-
dations. The other half received ARV treatment 
only when their partner had a CD4 rate lower 
than 200-250 cells/mm3, or if showing Aids 
symptoms.
After 18 months, of the 28 new HIV cases pro-
ved to be linked to an infected partner, only 
one came from the early treatment group, a 
96% fall in the risk of infection. The study also 
showed that treating HIV infected patients 
early reduced by 41% the risk of clinical conse-
quences linked to HIV/Aids like death, clinical 
pathologies, pulmonary tuberculosis or severe 
bacterial infection.

Benefits of a pre-exposure prophylaxis 

The concept of Treatment as Prevention was 
also explored by the TDF22 study carried out 

by a research team led by Dr. Michael Thigpen 
from the Center for Disease Control and Pre-
vention. This randomized test focused on the 
efficiency of administering a daily dose of TDF-
FTC ARV to HIV negative sexually active young 
adults at two sites in Botswana. In the study, 
the daily dose reduced the HIV attainment rate 
through heterosexual means by between 63% 
and 78%. 

Dr. Jared Baeten3 presented findings from 
another randomized test comparing the ad-
ministration of a daily dose of Tenofovir alone 
to combined dosage of TDF-FTC and to a pla-
cebo on HIV negative, heterosexual men and 
women in several African countries. The test 
showed little difference between the two pre-
ventive dosages: 62% for TDF and 73% for TDF-
FTC. 

Without forgetting other measures

The conference explored other bio-medical 
preventive measures. A recent study showed 
masculine circumcision as 57% efficient on 
the general population4 in the Orange Farm 
township in South Africa (ANRS Study 12126). 
A special session discussed the promotion of 
microbicide Tenofovir gel to HIV-negative Afri-
can women (CAPRISA study 004: HIV infection 
risk reduced by 39%).

From scientific proof to action 5

With sexual transmission the cause of 80% of 
new infections, political leaders have to think 
hard about how to combine existing measures 
so that populations can benefit not only on an 

individual level but in a public health context 
as well. It is with this in mind that UNAIDS and 
the WHO have engaged with partner countries 
to include preventive usage of ARV drugs. 
These measures could be included in the WHO 
recommendations for 2012.

Finally, it is worth noting that the creation of 
strategies to overcome social, legal, economic 
and operational barriers to access will be an 
important aspect to explore. Screening is also 
important. If access to universal treatment is 
the best road to stamping out the epidemic, 
then better and more screening will be key. n

1. Cohen MS, Chen YQ, McCauley M, et al ; HPTN 052 Study Team. Prevention of HIV-1 infection with early antiretroviral therapy. N Engl J Med. 2011 Aug 11;365(6):493-505. Epub 2011 Jul 18. 
PubMed PMID: 21767103.
2. Thigpen MC, Kebaabetswe PM, Smith DK, et al; TDF2 Study Group. Daily oral antiretroviral use for the prevention of HIV infection in heterosexually active young adults in Botswana: results from the 
TDF2 study. In: Program and abstracts of the 6th IAS Conference on HIV Pathogenesis, Treatment, and Prevention; July 17-20, 2011; Rome. Abstract WELBC01.
3. Baeten J. Antiretroviral pre-exposure prophylaxis for HIV-1 prevention among heterosexual African men and women: the Partners PrEP study. In: Program and abstracts of the 6th IAS Conference 
on HIV Pathogenesis, Treatment, and Prevention; July 17-20, 2011; Rome. Abstract MOAX0106.
4. Lissouba P, Taljaard D, Rech D, Dermaux-Msimang V, Legeai C, Lewis D, Singh B, Puren A, Auvert B. Adult male circumcision as an intervention against HIV: An operational study of uptake in a South 
African community (ANRS 12126). BMC Infect Dis. 2011 Sep 26;11(1):253.
5. Wafaa El-Sadr, ICAP-Columbia University. ART for Prevention: From Evidence to Action. In: Program and abstracts of the 6th IAS Conference on HIV Pathogenesis, Treatment, and Prevention; July 
17-20, 2011; Rome. Abstract TUSS0102.
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Biology news
News from the Points-of-Care
Several discussions are focus today on point-of-care methods that provide access through 
off-site biological equipment and methodology. Since it brings care closer to the patient, 
point-of-care is key to diagnostic and biological follow-up of seropositive patients in deve-
loping countries. Alexandra Ascorra selected some promising developments.

Alexandra Ascorra

HIV diagnosis for adults 
 
The Whitesides Research Group at Harvard 
University developed a new prototype for 
screening adults for HIV. Made with just a little 
strip of paper, this test will offer as well the 
possibility to diagnose other pathologies like 
malaria and syphilis at the same time, and for 
only a few cents.

Explanation: A 
drop of blood 
is absorbed on 
one side of the 
paper, and the 
result reveals it-

self on the other side as a “tree” form changing 
its color according to the patient’s illness1,2.
 
HIV screening for children

To diagnose a child born of an HIV mother, doc-
tors currently use the polymerase chain reac-
tion (PCR) test. The technology is expensive, 
requires considerable infrastructure (including 
constant electrical power) and adequate ex-
pertise. The blood sample is taken using the 
dried blood spot technique (DBS) then ana-
lyzed in a specialized laboratory. In the best 
cases, the result is given 36 hours later, but in 
reality this stretches to between 2 weeks and 
2 months. A study conducted in South Africa 
demonstrated that 85% of children exposed 
to HIV lost-to-follow-up in PMTCT programs 
unless there was a systematic diagnosis within 
6 weeks3.
 
Northwestern University developed a p24 
Antigen Rapid Test (using a capillary blood 
sample). It could be available by the end of 
2011. Early research in South Africa showed 
sensitivity determined at 95.8% and specificity 
at 99.4%4. The test would cost 5 $ per test ins-
tead of 30 for PCR tests.

Explanation: A special device with a filter se-
parates blood from plasma (80 µl) inserted in a 
heating machine (to increase the sensibility of 
the test). Then, it is placed on a test strip to be 
read 30 minutes later like a rapid diagnostic test.

Biological monitoring for adults: CD4 and 
viral load
 
The first point-of-care tests without reading 
machines for CD4 are emerging. The Zyomix 
lab, with the support of the Bill & Melinda 
Gates Foundation, conceived a device much 
like a thermometer that measures lympho-

cyte CD4 with a capillary blood 
sample5. Another solution is 
the technique developed by 
The Melbourne Burnet Institute 
using a test strip with a finger-
prick blood sample and the ad-
dition of a buffer solution6.

 
For now, these tests are at the prototype stage 
and require further testing over the next few 
years.
However, some POC for CD4 counting exists 
today like the Pima test, developed by Alere. 
The Pima test uses a closed cartridge system 
containing sealed reagents. The cartridge is 
filled with 25ul of whole blood and inserted 
into a portable analyzer that gives total CD4 

results in 20 minutes. 
Even if Pima is available, 
and that some evalua-
tions compares it with 
a “gold standard”, the 
CD4% is not available 

for the moment. A Pima platform for measu-
ring viral load is also in development7,8.
 
With the same characteristics as Pima but smal-
ler in size, Daktari Diagnostics is developing 
the Daktari CD49.
 

Big companies 
like Partec are 
beginning to 
build portable 
devices with 
the same cha-
racteristics of 
benchtop ma-
chines. The Cy-
flow miniPOC 

for example is a small flow cytometer capable 
to do up to 250 CD4/CD4% a day. But the mini-
POC is heavier than other options and requires 
more pipetting10.

 
POC technology is also 
under development 
for viral load11. The 
LIAT and the SAMBA 
are portable devices 
capable of detecting 
less than 200cp/ml in 
less than 2 hours per 
patient. Their com-
mercialization is ex-
pected in 2012/2013.

Conclusion

Many POC techniques for diagnostics and 
monitoring have seen considerable ad-
vances at low cost, it means more accessible 
to low-income countries, both in cities and in 
the countryside. The priority now for biolo-
gical monitoring is the quality control. To be 
continued. n

1. http://blogs.discovermagazine.com/80beats/2008/12/10/diagnostic-lab-made-of-paper-
and-tape-could-lead-to-a-2-cent-hiv-test/ 
2. http://vulgariz.com/actualite/un-laboratoire-sur-une-puce-de-papier/ 
3. Patton J et al. Evaluation of Dried Whole Blood Spots Obtained by Heel or Finger Stick as an 
Alternative to Venous Blood for Diagnosis of Human Immunodeficiency Virus Type 1 Infection 
in Vertically Exposed Infants in the Routine Diagnostics Laboratory. Clinical and Vaccine Im-
munology, February 2007, Vol. 14, No. 2.
4. Zaher A et col. p24 Antigen Rapid Test for Diagnosis of Acute Pediatric HIV Infection. J Ac-
quir Immune Defic Syndr _ Volume 55, Number 4, December 1, 2010

5. http://www3.imperial.ac.uk/cd4 
6. http://www.burnet.edu.au/home/general/newsroom/12875
7. http://pimatest.com/en/home.html
8. http://spectronet.de/portals/visqua/story_docs/intern_spectronet/vortraege/110420_10_
collab_vortraege/110420_17_albrecht_alere.pdf
9. http://www.daktaridx.com/
10. http://www.partec.com/cms/front_content.php?idcat=417
11. Rouzioux C. Etendre l’accès à la charge virale dans les pays à ressources limitées. Solthis News-
letter 10, December 2010.
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Patient education in African
What is the reality today, and what 

Etienne Guillard
Pharmacy Manager

Today everyone agrees that improving patient understanding and competence is essential for good adhe-
rence, even if other elements also come into play. To achieve this goal, patient education is the main ap-
proach and tool. Solthis has invested in this issue without having any specific strategy. Indeed, after several 
years of experience, results in the field where Solthis has participated, have mainly shown the difficulty of 
implementing this activity in public healthcare structures. 

The Solthis teams from Niger, Mali and Guinea, 
its Haitian partners and French participants in 
patient education (associations, physicians) 
met to exchange information on these difficul-
ties in a one-day work session on this theme. 
The aim here is to share the experiences in the 
field, and the ideas that that were generated by 
this exchange. 

The existing situation

l Referral to a patient education 
consultation
In certain programs patients are not regu-
larly referred to a patient education consul-
tation and criteria for referral are not always 
objective. Because of these problems, other 
programs suggest that the patient education 
consultation be obligatory. Our first question is 
whether the patient should be obliged to par-
ticipate in patient education or not. In any case, 
it seems preferable, like diagnostic testing, that 
this service be systematically offered. 
Moreover, the patient is sometimes referred to 
a consultation, even though s/he is not ready 
to hear what s/he is going to be told. This has 

already been established by the health belief 
model theory1 and in the process of disease ac-
ceptance2. It therefore seems necessary to make 
sure that a series of prerequisites are met before 
referral to patient education can be pertinent.

l patient education providers: 
identification of providers, defining roles. 
Two categories of providers exist: 
healthcare and non-healthcare. 
Because of their status and relationship with 
the patients, the role of healthcare providers 
includes providing support and information. 
However, this role cannot be considered the-
rapeutic education because the methods and 
contents differ and it does not allow the patient 
to reach the level of understanding that patient 
education aims for. Because of the central role 
it plays in treatment management, certain pro-
grams have included healthcare providers on 
the staff who have been trained and given the 
responsibility of therapeutic educators. Howe-
ver, the workload in the context of shortages 
of healthcare personnel, the lack of esteem 
healthcare workers have for this activity, the 
lack of motivation of the hierarchy or the lack 

of remuneration for 
these activities, has 
made it impossible 
the make this a 
permanent role for 
healthcare workers. 
These difficulties re-
sulted in involving 
other non-health-
care providers, in 
particular those 
from associations. 
This experience has 
encountered other 
problems: first, 
healthcare workers 
do not respect edu-
cators who are not 
healthcare profes-
sionals, do not refer 
patients to them, 
and do not commu-
nicate with them. 

On the other hand educators from associations 
are at the mercy of the availability of external 
funding which is not permanent. 
This central question of patient education pro-
viders is therefore still open and cannot be se-
parated from the other elements which were 
reflected upon and are presented below.

l patient education practices: approaches, tools
l The practice of patient education in countries 
where Solthis has programs is mainly structu-
red around individual consultations and based 
upon acquiring knowledge and developing 
skills (cognitive approach). This approach, 
which may be considered too academic, can 
also be questioned, as well as its adaptation 
within the African context3.  
l During patient education sessions, patients 
are supposed to reach pedagogical goals, 
which are too numerous, and thus only cove-
red superficially. Moreover, the goals are not 
chosen in relation to a patient’s needs and 
expectations, and the subject of prevention is 
often developed in more detail than that of the 
issues in relation to life-long treatment.
l Although the parameters of biological mo-
nitoring are explained to patients, they never 
receive the results of these tests. And yet, this 
would be an excellent way to motivate the pa-
tient to improve adherence. 
l As in all relationships between a healthcare 
provider and a patient, efforts must be made 
on the level of the relationship. Unfortunately 
this relationship is sometimes excessively pa-
ternalistic or may even take the form of severe 
control of adherence. 
l As with any activity, follow-up and evalua-
tion tools must be completed. This takes time 
and a certain bureaucratization of the activity 
sometimes develops rather than a relationship 
between educator and patient. A balance must 
be found between the two.

Moreover, it is important to consider new ap-
proaches, in particular in relation to the pa-
tient’s psychological needs, as well as other 
activities such as discussion groups or different 
support systems (audiovisual material, new 
technologies etc). 

Annonce du diagnostic

Incrédulité passagère

Processus d’intégration

Processus de distanciation

Révolte

Marchandage

Capacité dépressive
(Tristesse)

Acceptation
(Coping positif )

Angoisse

Déni / Refus
(Banalisation / Honte)

Résignation
(Dépression,

coping négatif )

Choc

(only available in French)
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Field reality 

questions does this raise? 
countries  

Nevertheless, a reflection on improving adhe-
rence cannot be limited to healthcare struc-
tures. Coordination between hospital and non-
hospital systems and should be considered. 
For example numerous informal patient sup-
port systems exist: Adherence support workers 
in Zambia4, the « Lay counselors » in Lesotho5, 
the MSF community groups in Mozambique6, 
support workers in the Partners In Health pro-
grams in Haiti7, psychosocial support groups 
(APS/CPS) in Niger, empowerment8 or the role 
of expert patients etc. 

l The organization of patient education 
and the patient treatment process 
It is difficult to ignore that patient 
education is rarely, or badly integrated into 
the patient treatment process. For certain 
patients it complicates an already complicated 
process. For healthcare providers, it is seen as 
an obligatory activity, because they are not 
consulted when it is established, and because 
it is managed by non-healthcare providers. 
Moreover, whatever the chosen system, 
coordination and communication among 
the patient’s treatment providers both in 
the healthcare structures and in associations 
is a key element for the success of a project. 

l Inclusion in the healthcare system and 
the question of funding
At present very few countries have an institu-
tional patient education framework and policy, 
although no lasting patient education pro-
gram is possible without these two elements. 
In the countries in which Solthis works, only 
Niger has included access to patient education 
activities in its national patient management 
protocol. At the same time, a balance must 
be found between the standardization of this 
activity and adapting to the specific environ-
ment. Thus, creating patient education teams 
as programs are being developed seems to be 
indispensible. The French experience is an in-
teresting example: each individual healthcare 
structure developed its own project in which 
they defined their own specific system for sup-
port of adherence. This was then validated by 
regional or national health institutions9. 
Developing PTE activities does not prevent the 
need for resolving the structural deficiencies of 
healthcare systems described as being a prima-
ry cause of poor adherence, in particular supply-
related problems10. Moreover, PTE activities are 
not a solution for a lack of empathy or the poor 
relationships between healthcare providers and 
patients, a situation which may arise as soon as 
the person is shown to be HIV positive. 
From an economic point of view, the question 
of making patient education a financial priority, 
and allocating human resources to this activity 
is a key in countries with extremely limited re-
sources. This investment must be assessed in 
relation to the effect of non-adherence and 
therapeutic failures. The financial aspects ob-
viously condition implementation of this acti-
vity. Nevertheless, the choice to obtain external 
funding should be evaluated in relation to pro-
gram continuity because several PTE programs 
were discontinued due to lack of funding. 

What are the prospects?
Based on our observations in the countries 
where we have programs, if there is no spe-
cific support activity for patient adherence, 
patients know nothing about the disease and 
treatment, and adherence is poorer. The ques-
tion for African healthcare systems now and in 
the future is to define how to reach the goals 
of patient education at the lowest cost. There is 
no one solution to this problem. 
Each country must define its own program 
and avoid trying to apply systems that are too 
ambitious or poorly adapted. If these activities 
are to have any meaning for patients and heal-
thcare providers, their opinions must be taken 
into account, especially those of the patients. 
Moreover in this context it may be necessary 
to move outside the limited framework of the-
rapeutic education, and speak of adherence 
support systems that include a whole range 
of activities, including psychological support. 
Understanding of the results obtained in stu-
dies on the «center-effect11»  and the factors 
which cause this, could help identify activities 
that can be applied in public healthcare insti-
tutions. To go further, at a moment when the 
improvement of healthcare systems is a central 
issue, a reflection on patient education cannot 
be limited to HIV-AIDs and should be defined 
as a transversal activity that is necessary to im-
prove management of other diseases as well. 
Finally, we must not forget that patient educa-
tion activities are recent and represent a signi-
ficant change for healthcare systems. There is 
no immediate answer. Time must be taken to 
let the question mature, as it did in European 
countries that have recently structured this 
activity. The role of Solthis is most certainly to 
continue to support countries in this general 
reflection, and to define the most appropriate 
approach to take to achieve its goals.   n

1.  Health Belief Model theory which states that for a patient to accept treatment s/he must: 1. Be convinced that s/he has the disease   2. Believe that the disease has serious consequences, 3. 
Believe that treatment is beneficial, 4. Believe that the benefits of treatment outweigh the disadvantages (side effects, constraints, costs Rosenstock IM., Strecher VJ., Becker MH. Social Lear-
ning Theory and the Health Belief Model. Health Educ Q., 1988, 15(2): 175-183

2.  Lacroix A., Assal JP., L’éducation thérapeutique des patients, nouvelles approches de la maladie chronique, 2ème éd. Paris : Maloine, 2003. 239 p.
3.  Ezembe F. Les thérapies africaines revisitées. Le journal des psychologues. May 1997 ; 147 : 46-48
4.  Torpey KE. et al. Adherence Support Workers: A Way to Address Human Resource Constraints in Antiretroviral Treatment Programs in the Public Health Setting in Zambia. PLoS ONE, 2008, 3(5): 

e2204. doi:10.1371/journal.pone.0002204
5.  Consortium of NGOs providing HIV and TB care and treatment in Lesotho. Recommendations to the MOHSW for a common policy framework and national “HIV/TB Lay Counsellor” programme 

in Lesotho. Working paper. May 2009. 20p
6.  Decroo T. et al. Distribution of antiretroviral treatment through self forming groups of patients in Tete Province, Mozambique. J Acquir Immune Defic Syndr., Feb 2011, Vol 56. Number 2.
7.  Koenig SP., Leandre F., Farmer PE. Scaling-up HIV treatment programs in resource-limited settings: the rural Haiti experience. AIDS, 2004; 18 (suppl): S21–25
8.  Mutchler MG. et al. Improving HIV/AIDS care through treatment advocacy: going beyond client education to empowerment by facilitating client - provider relationships, AIDS Care, 2011; 

23:1, 79-90
9.  Décret n°2010-904 du 2 août 2010 relatif aux conditions d’autorisation des programmes d’éducation thérapeutique du patient. (J.O. 4 août 2011)
10.  Boyer S  et al. Non-adherence to antiretroviral treatment and unplanned treatment interruption among people living with HIV/AIDS in Cameroon: Individual and healthcare supply-related 

factors. Soc Sci Med. 2011 Apr; 72(8) : 1383-92.
11.  Huber F. et al. « Center-effect » and continued inclusion of HIV patients in the treatment process : expérience in two West African countries. 5th HIV-AIDs Francophone Conference , March 

28-31 2010, Casablanca,  http://www.solthis.org/imgs/bibliotheque/100406102108_poster-effet-centre-bat3.pdf

Education consultation in Lamorde Hospital - Niger, 2010



Solthis Newsletter • n°12 • December 201118

The Medicine Patent Pool agreement / Gilead and the 
new strategies from pharmaceutical giants

Benjamin Coriat
Prof of Economy - ANRS

The outlook for access to triple therapy is be-
coming increasingly complex: need for pa-
tients to revert to second line treatment, new 
recommendations by the WHO that include pa-
tented molecules and therefore higher prices. 
What is the generic drug offer for developing 
countries?

The answer to this question is determined by 
the evolution of the legal framework over intel-
lectual property rights on drugs as decided by 
TRIPS  which makes patenting of molecules a 
requirement. News on this front is mixed.

Compulsory licences and their limits

First, the good news is that for the first time 
major national actors in the fight against Aids 
(Thailand and Brazil in this case) benefited from 
the flexibility of required licences as intended 
by the TRIPS1. Licenses issued for Tenofovir 
(TDF) and Lopinavir (LPV/r) in 2008 and 2009 
allowed those countries to have much cheaper 
access to crucial ARVs. But the results remained 
mixed2. First, the procedure for issuing com-
pulsory licenses is slow and complicated. They 
are also costly on a political level with tough 
talks required between countries issuing the 
licenses and government actors representing 
pharmaceutical companies. These negotiations 
cannot be constantly repeated, but new deals 
are required whenever a new molecule is intro-
duced into the treatment under license, which 
can happen frequently during pandemics. For 
all these reasons, the issuance of compulsory 
licenses can only become a long-term solution 
if the licenses are adapted to treatments in 
constant evolution3.

Voluntary licenses: the MPP/Gilead 
agreement

Faced with these difficulties, the search for vo-
luntary licenses as an option began. Hope came 
from the creation of UNITAID and the Medicines 

Patent Pool (MPP). The goal of MPP is to nego-
tiate deals with patent-holding pharmaceutical 
companies where they agree to cede discoun-
ted licenses to generic manufacturers so that 
the generics provide quality drugs at low prices 
to poorer countries4. After a slow start, MPP re-
cently announced a deal with pharmaceutical 
giant Gilead. In theory, the agreement benefits 
certain countries. But in practice, the new me-
chanism has its limits. The terms of the accord, 
though celebrated by observers, are not exactly 
clear.

The agreement involves 3 signature molecules. 
The first is TDF, a drug often used in the first or 
second wave of treatment. But TDF has already 
seen its price fall significantly in recent years . 
The 2 others, Elvitegravir (EVG) and Cobicis-
tats are drugs currently being approved in the 
United States. The deal also includes Quad -- a 

combination of elvitegravir, cobicistat, emtrici-
tabine and tenofovir disoproxil fumarate – and 
any combination of the drugs mentioned in the 
agreement at fixed dosage5. The good news is 
that now we can expect that the developing 
countries specifically named in the deal will 
benefit from cheaper TDF as well as the new 
molecules once they are approved. The bad 
news is that the agreement excludes interme-
diary countries as well as countries known as 
“middle low level”: this includes almost all of 
Latin America and much of Asia6.

Let’s add that another aspect of the Gilead deal 
is that the main active agents of the ARV will 
have to be purchased either from Gilead or a 
licensed subsidiary in India. Similarly, only In-
dian generic manufacturers are approved to 
benefit from licenses ceded to the patent pool, 
excluding Chinese manufacturers, who are by 

TRIPS: Trade related aspects of intellectual property rights

ACTA: Anti-counterfeiting Trade Agreement

Patent: a right granted to an inventor by the government that allows the inventor to prevent anyone else from making the invention for a set pe-
riod of time, typically 20 years. To obtain a patent, an invention must be shown to be new, inventive and useful. Patent holders for pharmaceuticals 
commonly include companies, researchers, universities and government agencies.

Compulsory licences: When a government allows someone else to produce the patented product or process without the consent of the patent 
owner. It is one of the flexibilities on patent protection included in the WTO’s agreement on intellectual property , the TRIPS Agreement. 
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In October, advocates and representatives of PLHIV and communities remain extremely worried about the content and process of the MPPF’s inaugural 
agreement with Gilead. They launch a petition letter to Denis Broun(Executive Director, UNITAID) and Ellen’t Hoen (Executive Director, Medicines Patent-
Pool). Selected points by Pauline Londeix. 

l The reliance on the original Gilead voluntary license (from 2006) as the template for the MPPF-Gilead 2011 agreement. The license agreement instead 
should have been based on standard terms and conditions for licenses developed in advance by the MPPF with community input. Ideally, these terms 
and conditions should be non-negotiable when the MPPF is brokering any agreement with a pharmaceutical company. There has to be a threshold of 
concessions that the MPPF simply will not cross in negotiations with multi-national pharmaceutical companies;

l The restricted geographical scope of the license for tenofovir (TDF) that excludes over 500,000 patients in more than 43 countries, and a greater number 
excluded for the pipeline medicines (e.g., Botswana and Namibia). The acceptance of restrictive terms and the lack of criticism of Gilead by the MPPF and 
UNITAID for these exclusions are of great concern. Furthermore, the claims made by MPPF of the benefits of the scope of the new license are exaggerated 
and not based on any empirical assessment. The benefit of the addition of 16 new countries in the TDF licensed territory is overstated. Those countries 
represent less than a one percent increase in patient coverage, whereas the addition of middle-income countries excluded from the agreement would 
have represented a 12 percent increase in access, significantly expanding the market;

l The undermining of the free and full use of TRIPS flexibilities by countries through restrictive provisions in the licences including:

l  circumventing the 2016 TRIPS deadline for least developing countries (LDCs) by allowing royalties on medicines supplied to them, even 
though these countries do not have to impose patents on essential medicines until 2016;

l  the imposition of restrictions on the use of compulsory licenses (CLs) by requiring the prior permission of Gilead, thus affecting both impor-
ting and exporting countries (and placing additional barriers on the use of the August 30 Decision);

l  blocking the ability of excluded countries to parallel import generic medicines, by allowing Gilead to directly intervene and cancel generic 
companies’ distribution agreements;

l  undermining patent opposition work by requiring royalties to be paid until all related patents, including undecided applications, go through 
the entire legal appeals process and are finally rejected, which often takes several years; and

l  the MPPF’s licensing of poor quality patents legitimizes and endorses weak patentability standards for medicines, which many agree requires 
reform acontradicts the flexibilities enshrined in the TRIPS agreement;

l Restrictions imposed through the licenses on generic production in any country except India, and through the control over the production and supply 
of active pharmaceutical ingredients (APIs). These provisions limit local generic production worldwide, which is essential to enhancing competitiveness 
and self-sufficiency and is one of the few options for countries excluded from the licensing agreement;

l The MPPF’s inexplicable championing of the “unbundling” provision of the licence, which allows generic companies to opt out of some drug licenses 
while keeping others. No explanation has been provided to date as to why the MPPF did not negotiate four separate licences;

l The public relations strategy of the MPPF around this agreement has confused and misled the public. On 12 July 2011, the MPPF-Gilead agreement was 
announced in London. Simultaneously, Gilead made a public announcement in India extending its partnership with four Indian generic pharmaceutical 
firms—Ranbaxy, Hetero, Matrix and Strides Arcolab—to produce and market two pipeline HIV drugs (elvitegravir and cobicistat) and a combination 
product known as the “Quad”. These separate agreements had no relationship to the MPPF and ensured these companies would remain outside the Pool. 
These separate agreements with the four Indian companies segmented the market for the drugs in the pipeline, and completely undermined the MPPF-
Gilead agreement. It is troubling that the MPPF representatives were aware of these “preferred partner” agreements, and yet did not publicly criticize 
Gilead for acting in bad faith or draw sufficient attention to the implications of the side deals.

In addition to all of these issues, one central question remains unanswered: why did the MPPF accept this flawed agreement? This is particularly puzzling 
because the MPPF specifically acknowledged in post-agreement statements and press releases that it is not happywith several aspects of the MPPF-
Gilead agreement (including many of the shortcomings we list above).

More informations: http://www.petitionbuzz.com/petitions/mppunitaid

Concerns about the process, principles  
of Medicines Patent Pool and the license
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far the most competitive producers of active 
ingredients7. These are important and will cer-
tainly have an effect on the price and quality of 
generics made under Gilead license. 

Other negotiations between the MPP and phar-
maceutical companies are underway and we 
will have to wait until the end of talks to have 
a clearer idea, but if middle income countries 
are excluded from agreements, countries with 
ambitious anti-Aids programs like Thailand and 
Brazil will be excluded from cheaper drugs put-
ting the overall benefit of the mechanism into 
doubt.

Towards the end of “preferential 
prices” for middle-income countries?

As talks continue, several pharmaceutical 
companies announced they were ending pre-
ferential price programs for middle-income 
countries, an initiative negotiated in the UN 
ACCESS program8.
Merck, for example, ended all price preferen-
tial treatments for countries considered lower 
middle and upper middle. Tibotec/Johnson & 
Johnson excluded all middle-income countries 
from cheaper ARV access. The VIIV consortium 
revealed that contrary to earlier reports, it ex-
cluded from preferential pricing all drugs cove-
red in full by the World Fund or U.S. President’s 
Emergency Plan for AIDS Relief (PEPFAR). This 
exclusion holds for all middle-income countries 
as well.
This makes the situation considerably worse for 
countries treating hundreds of thousands of 
patients. Excluded from MPP/Pharma accords, 
these countries are also being pushed out of 
price preferential lists leaving them with sky-
rocketing drug costs.

The double exclusion of middle-income 
countries  from license deals and preferential 
prices is potentially explosive. It means that pu-
blic money for fighting AIDS – as distributed by 
the Global Fund and PEPFAR especially – would 
end up in the coffers of pharmaceutical giants, 
especially in the middle-income countries now 
paying far higher prices. Will the benefits to 
lower income countries through the patent pool 
offset the negative effects of ending preferential 
prices? The question merits an answer. n

Why did the Pool agree to a licence that does not include certain middle-income 
countries?
The Pool acknowledges that the geographical scope of the licence is a critical area where it 
needs to be improved. The context the Pool operates in is important in understanding the Po-
ol’s decision to agree to a licence with this acknowledged shortcoming. 

The Pool is a voluntary mechanism that negotiates with the aim to create the largest possible 
benefits for the largest number of people. But it is not in a position to dictate terms and condi-
tions to licensors. In its exchanges with patent holders, the Pool regularly makes the case for 
removing restrictions from licences, for including all low- and middle-income countries, for en-
hanced transparency and for ensuring that public health considerations guide the formulation 
of terms and conditions of the licences.

The Pool has been able to make serious improvements, including a partial expansion of geo-
graphical scope (covering between 82.7 and 87.6% of people living with HIV in low and middle 
income countries; see below for breakdown by drug and income level), and other public health 
benefits.

What about API restrictions, and licensee restrictions?
Licensees must purchase API only from other licensees or directly from Gilead or Gilead dis-
tributers. Also, the licence restricts API manufacturers and licensees to Indian manufacturers. 
These restrictions are not ideal; however, it should be noted that India manufactures a vast 
majority of ARVs (~90%) currently used in HIV treatment programmes in developing countries.

The API sourcing and licensee restrictions are another area where the Pool believes the licences 
could be improved.

What will be the real impact of the Patent Pool In a point of view of the global fight 
against HIV?
Pool considers the licences to be a significant step forward in voluntary licensing and expect 
them to promote access to HIV medicines in the developing world. These beneficial provisions 
include: expansion of geographical scope with respect to existing licences, resulting in the 
broadest geographical coverage of any licence to-date; inclusion of new molecules in deve-
loping; expansion of the tenofovir part of the licence to benefit hepatitis B patients; provisions 
enabling licensees to supply any country issuing a compulsory licence; waiver of data exclusi-
vity provisions; special provisions for paediatric formulations (royalty free); reduction in royal-
ties from 5% to 3% for tenofovir; inclusion of unilateral termination provisions in case a generic 
no longer finds they need the licence; unbundling of the products in the licences (so generics 
can pick and choose the licences they need without being required to take licences they don’t 
need); and, full transparency of the licences through their publication to our website.

These already represent improvements that Pool expects to have a real impact on access to 
medicines around the world. Our first major generic sub-licensee, Aurobindo, has already cho-
sen to take advantage of the «unbundling» provision in the licences in order to be able to sell 
tenofovir to a larger number of countries and without paying royalties.

According to an legal analysis of the Gilead licences by law professor Brook Baker, these 
countries could include several significant middle-income countries, including Argentina, Bra-
zil, Chile, Colombia, Malaysia the Philippines, Ukraine and Uruguay.

www.medicinespatentpool.org

3 questions to the Medicines Patent pool 

1.  Coriat B. (ed, 2008) The Political Economy of HIV/AIDS in Developing Countries, TRIPS, Public Health Systems and Free Access, Edgar Edward Editor. 
2.  d’Almeida C, Hasenclever L., Krikorian G., Orsi F., Sweet C., and Coriat B.( 2008) « New Antiretroviral treatments and Post-2005 TRIPS constraints. First Moves towards IP Flexibilization in Deve-

loping Countries” in Coriat (ed, 2008)
3.  In this spirit, a call for action was called in the Lancet, signed by a group of scientific Aids researchers.
4.  For more information: www.medicinespatentpool.org
5.  With the arrival of generics and their subsequent success, TDF prices have fallen from 195 USD per person per year to 76 USD in 2011, according to Medecins Sans Frontieres report Untangling 

the Web of ARV Price Reductions.
6.  For list of countries excluded from MPP, go to www.medicinespatentpool.org
7.  This is a crucial element as the Chinese are by far the most competitive suppliers of active ingredients.
8.  ACCESS :.Large pharmaceutical firms promised to supply cheaper medicines to developing countries. Two price segments were created: intermediary countries and low income countries. 

The accord allows companies to establish the drugs chosen, the prices offered, and to categorize countries as they see fit. Chauveau J., Meiners C. M., Luchini S., Moatti J. P. (2008) “Evolution 
of prices and quantities for ARV drugs in African countries: from emerging to strategic markets, in Coriat (ed, 2008)
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European trade agreements:  
generic drugs and patients in danger

The future of generic drugs and cheap access 
to treatment for developing countries is under 
threat by the ACTA agreement on counterfeits 
currently being negotiated by the European 
Commission. This agreement breaks internatio-
nal law on intellectual property law. All patent 
owners have a right to exclusivity for twenty 
years. But the patent can be broken at any time 
by a sovereign country if a country resorts to 
the flexibility offered by ADPIC to import or 
manufacture generic versions of the same 
drug. In reality, this flexibility is rarely used due 
to pressure exerted by major pharmaceutical 
laboratories and their governments1.

The current negotiations are dangerous be-
cause they ask developing countries to accept 
an additional ten years of patent exclusivity 
and ten years of data exclusivity. Even if a pa-
tent expires, data exclusivity requires that a 
generic manufacturer carry out new tests to 
prove the bio-equivalence between the new 
drug and the original. Brussels is also propo-
sing policies, which would allow companies to 
file complaints against governments for viola-
tion of branding prerogatives2.  If implemen-
ted, drugs would be seized by border guards. 
Already drugs from India financed by UNITAID 
and destined for Nigeria were seized in the 
Netherlands. The drug fell under a European 
patent in the transit country, but not in the 
sender’s nor the recipient’s. ACTA is set to beef 
up border controls and allow customs agents 
to intervene even without an official complaint 
by the patent-holding company. European 
Union free trade agreements under negotia-
tion also carry these type of provisions. In fact, 
even though ACTA is not ratified, many of its 
provision are already included in bilateral trade 
agreements already in vigor. 
In the past, such policies have diminished 
health care access and pushed medical costs 
upward. Access to generic drugs is being limi-
ted as well.

But it is crucial to main-
tain access to generic 
drugs, especially from 
India, largely billed as 
the world’s pharmacy 
to the poor. Millions 
of patients benefit 
from Indian drugs. By 
breaking monopolies, 
in less than ten years 
competition from ge-
neric drugs has slashed 
prices for ARV’s by 99%, 
helping put about 6.6 
million patients on ARV 
programs. India became 
the world’s generic drug 
player by implementing 
the ADPIC agreement and most drugs financed 
today by the World Fund are generic. India is 
a huge producer of 1st line treatments and it 
is imperative that it manufactures 2nd and 
3rd line medication as well as diagnostic and 
follow-up tools and drugs to treat hepatitis, 
opportunistic infections, chronic illnesses, and 
cancer. Sadly, most of these molecules are pro-
tected by rich country multinationals.

Access to drugs in developing countries is the-
refore dependent on production of generics 
in India, under threat in these trade accords. 
The lack of funding to fight pandemics and 
the pressing need for new molecules should 
motivate leaders to encourage generics. World 
institutions (the World Fund, UNITAID, WHO, 
UNFPA, UNAIDS) are worried about these new 
trade deals and it is urgent that governments 
abandon these repeated attacks on low-cost 
medicine because they limit access to treat-
ment. And even worse, without a significant 
fall in prices of 2nd and 3rd line treatment, 
more and more patients will develop a tole-
rance to 1st line drugs and will die due to the 
lack of options. n

Pauline Londeix
Act Up Paris

1.  This refers to pressures exerted on Thailand when claiming an obligatory license on Kaletra, Efavirenz and Plavix. In 2006, Abbot threatened to pull out of the market. According to diplomatic 
cables revealed by Wikileaks, the US pressured Thailand to forego their international right.. In 2008, European trade commissioner Peter Mandelsohn threatened economic consequences if 
Thailand resorted to obligatory licenses. 

2.  For example, after a trade agreement between Switzerland and Uruguay, cigarette maker Philip Morris was able to sue the Uruguay government for covering cigarette packs with health 
warnings.

Act up © William Hamon



Solthis Newsletter • n°12 • December 201122

Global Health

Social welfare through health in developing countries
Efforts still needed in France’s commitments

Hannah Yous
Project Manager 

Guinea 

In countries with low revenue, 60% of heal-
thcare is privately run while 36% is private in 
high income countries (World Health Statistcs 
2011). For millions, having to pay for health-
care is an insurmountable barrier. To fight this, 
key players are looking to create universal so-
cial protection, much like a United Nations pro-
ject launched already.

Social welfare is an effort to anticipate life risks 
(illness, unemployment) through a prepay-
ment system. Regarding health, social pro-
tection seeks to reduce financial barriers and 
widen coverage while remaining financially 
sustainable. 

In practice, social protection exists in a wide 
array of methods that function together. With 
each answering a specific function, these 
mixed strategies are encouraged.

A new international paradigm

This new approach to financing health cove-
rage in developing countries complements 
trends that emerged in the last few decades:
l Universal free healthcare after independence1

l Direct payment by user at point of service
l Development of insurance model

After a resolution by the World Health Assem-
bly voted in 2005, new initiatives emerged. The 
“Providing for Health” initiative was launched 
in 2007 to encourage synergies between tech-
nical actors and donors2.
Generally, the tendency underscores an in-
creasing interest in a multi-faceted approach 
to health coverage, tied to reaching the Millen-
nium Development Goals.

Social welfare through health care, a 
French priority

France has made social welfare through heal-
thcare a priority. A study of spending since 
2000 shows that funding of welfare projects 
prioritizing health grew sharply from 8 million 
euros between 2000 and 2006 to 23 million 
euros between 2006 and 2011. However these 
sums are a small proportion (less than 0.5 per-
cent over the same period) of Public Develop-
ment Aid for health.
Least developed3 countries are the most tar-
geted through subsidies. Other actors like 
France’s Public Interest Group for Health and 
Social Protection in the International Arena, 
focus on emerging countries.
Operationally, we are seeing France support 

diverse strategies, going from financing insu-
rance schemes (2000-2006) to direct subsidy 
strategies since 2006.
The type of intervention is changing, too. 
France now will finance pilot programs as well 
as accompany countries in the development of 
financially sustainable health care systems.

Efforts are therefore still needed for sustainable 
and universal health care systems to emerge. 
In 2011, aid groups were mobilized to raise the 
issue at the G20 summit meeting in France.
 n

This survey leaded in the framework of the Commission Santé 
of Coordination Sud. It was presented during a meeting in front 
of the participation of Foreign Ministry, Agence Française pour 
le développement, and other associations members. Survey 
available on www.solthis.org

1.  M. Audibert, J. Mathonnat, E. De Roodenbeke, Le financement de la santé dans les pays d’Afrique et d’Asie à faible revenu, 
Editions Karthala, 2003.

2. http://www.internationalhealthpartnership.net/pdf/Providing_For_Health_05_May_2008.pdf 
3. Stratégie présentée sur le site de l’AFD : http://www.afd.fr/home/projets_afd/sante-health/pid/1321 
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l Health insurance: Enlisting volunteers to 
participate in insurance schemes to prepare 
for future needs.

l Exemption policies: Offering free cove-
rage to specific population segments or for 
certain treatments.

l Funds: Funds financed by national or in-
ternational donors to cover costs for most 
vulnerable populations.

l Vouchers: Voucher system to ease finan-
cial barrier to health coverage and encou-
rage health practice.

Mechanism examples

2006 - 2011 (1st quarter): Projects Assessment

From 2011 (2nd quarter) : Outlook

Budget: 23,375,665€

(only available in French)
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Solthis News
Head office: reorganization of the team

Dr Louis Pizarro has returned to his position of 
Executive Director of Solthis after turning over 
the reins to Sophie Calmettes, Director of Ope-
rations, during his one-year sabbatical. Caro-
line Gallais has joined the team at the Head Of-
fice in the new position of Grant development 
Officer, to respond to Solthis’ need to diversify 
its financial partners. 

Board of Directors Solthis: 5 new 
administrators 

During the Solthis General Assembly on July 
6, 2011, the members of Solthis elected 5 new 
administrators: 
l Dr Guillaume Breton. Department of Internal 
Medicine, Pitié-Salpêtrière Hospital, Paris.
l Benjamin Coriat. Professor of Economy, Uni-
versity of Paris 13. 
l Pr Christine Rouzioux. Laboratory of Virology; 
Necker Hospital, Paris.
l Dr Roland Tubiana. Department of Infectious 
Diseases, Pitié-Salpêtrière, Hospital Paris. 
l Philippe Villin. Director, Philippe Villin Conseil.

The Board of Directors already includes Profs. 
C. Katlama, B. Autran, G. J.F. Bergmann, Brücker, 
P.M. Girard as well as Mr. Boissière and Mr. Va-
lériola.

Sierra Leone: Solthis is preparing to 
begin a new project

A cooperation agreement is in the process of 
being signed between Solthis, The Minister of 
Health and the National HIV/AIDS Secretary 
(Ministère de la Santé et le National HIV/AIDS 
Secretariat (NAS)) in Sierra Leone. This agree-
ment will define the goals and activities of the 
Solthis project in this country. 

Nathalie Daries (Head of Mission), Dr Emma-
nuelle Papot and David Pelletier (Administra-
tive and Financial Manager) organized two ex-
ploratory missions in July and August 2011 to 
perform an initial assessment of the manage-
ment of HIV/AIDS and contact the main actors 
in the fight against HIV-AIDS in Sierra Leone. In 
this country, with a prevalence of 1.6% accor-
ding to UNAIDS, only 3 600 people living with 
HIV are receiving ARV treatment out of the 20 
000 who are in need of treatment (Data 2009).
A Solthis team has been in Freetown since 
October to prepare to begin the programme. 

Activities will begin as soon as the agreement 
has been signed, which is planned for the end 
of the year, and will initially be concentrated in 
the main treatment centers in Freetown. The 
topics of virological failure and management 
of HIV in mothers and children will receive par-
ticular attention in 2012. 

Guinea: Solthis, sub-recipient of Round 
10 of the Global Fund. 

In December 2010, the Global Fund accepted 
the funding proposal from Guinea for its fight 
against HIV/AIDS activities. After a process of 
clarifying the proposal, and evaluation of the 
organisms that could potentially receive the 
grant, the CNLS and GIZ were identified as the 
government and non-government Principle 
Recipients, respectively. Solthis, which has 
been working in Guinea since 2008, should 
participate in implementing this round by per-
forming studies and providing technical assis-
tance to improve patient follow-up (resistance, 
adherence, psychosocial management). 

Guinea: National workshop on supply 
procurement 

In October a brainstorming workshop on the 
procurement of HIV/AIDS health products was 
held in Conakry. Co-organized by national au-
thorities (PNPSCP, CNLS), Solthis and UNAIDS, 
numerous procurement and supply managers 
attended this workshop. 

The goal was to identify the bottlenecks and 
dysfunctions in the system. This workshop was 
organized following a crisis that occurred in 
Guinea in February 2011. At that time Solthis 
released 70 000€ in emergency funds inclu-
ding 20 000€ from the Fondation de France 
which prevented a break in treatment for near-
ly 17 000 patients.
On line report: www.solthis.org 

Niger: Solthis supports drafting of HIV 
Round 11

The grant for Niger from Round 7 of the Global 
Fund expires in 2013. To ensure continuity of 
care, the Country Coordination Mechanism in 
Niger has decided to file another grant proposal 
for Round 11. Solthis was consulted to help draft 
the proposal, in particular the sections on pro-
curement and supply and follow-up/evaluation. 

Because of the financing difficulties at the Glo-
bal Fund, the delay for submitting Round 11 
was extended to March 1, 2012.

Mali: Education for health in Segou region 

Solthis launched a reflection on methods of 
education for health in the Segou region. Its 
aim: provide capacity building for access to 
test and treatments thought compartmental 
changes. 

First, an assessment in whole Mali and in Segou 
region specially, was conducted. Identify com-
munication strategies, messages, tools usually 
used in the fight against HIV and discrimina-
tion. At the same time, Miseli research Asso-
ciation leaded a socio-anthropological survey 
to understand the brake to care. Understand 
the representations of HIV, the motivations to 
test, to stay under treatment and to maintain 
in care.

This two survey will served to identify our 2012 
activities. A real challenge for Solthis team, re-
cently invested in this subject. 

ICIUM: For the first time, 
Solthis participates 
in the International 
Conference on 
Improving Use of 
Medicines 

Two of Solthis’ studies were presented at the 3rd 
International Conference for Improving Use of 
Medicines, which was held in Antalya, Turkey 
between November 14 - 18. 
The following were the subject of the posters:
l assessment of the availability of ARV
l availability and use of pediatric demonstra-
tion kits provided in pharmacies in Niger
Available on line: www.solthis.org 

Next Solthis meeting: Francophone 
Conference, March 25-28, 2012

After Casablanca in 2010, the 6th Francophone 
Conference will be held from March 25-28, 
2012.Organized under the auspices of AFRA-
VIH, francophone actors in the fight against 
AIDS will meet in Geneva, a highly strategic 
setting for world health, where the headquar-
ters of WHO, UNAIDS, UNITAID and the Global 
Fund are located. 

Workshop with partners - Sierra Leone, october 2011

Supply procurement Workshop - Guinea, october 2011
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