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The 6th Francophone Confe-
rence for the Fight Against 
HIV organized by ARRAVIH 
was held in March 2012 
in Geneva, a city that is 
emblematic of internatio-
nal health policies. Solthis 
voiced its opinions, in par-
ticular on the crucial ques-
tions of Global Fund pro-

gram grants and on how difficult 
it may be to follow through with 
these projects when programmed 
funds are delayed, deferred or 
suspended, as they were in Mali, 
among other places.  Because the 
Solthis teams were blocked in Ba-
mako as a result of the severe po-
litical crisis in that country, Louis 
Pizarro, the Executive Director 
spoke as the Solthis representative 
to Michel Kazatchkine, the Ex-Exe-
cutive Director of the Global Fund 
who was present for his commit-
ments at that conference. This is-
sue highlights a new challenge for 
Solthis: ensuring continuous treat-
ment in the presence of political, fi-
nancial or institutional crises.  Once 
again, there is hope based on the 
commitment of citizens, communi-
ty associations and healthcare pro-
fessionals.  I would like to praise our 
teams for the courage and tenacity 
they have shown in handling this 
difficult mission. I would like to em-
phasize how important it is, more 
than ever, for  citizens to hold their 
governments accountable, in parti-
cular in relation to their use of pu-
blic funds and to living up to their 

commitment to make the necessa-
ry investments in healthcare. A pu-
rely free market approach must be 
refused, especially with the abusive 
implementation of TRIPS (Trade re-
lated intellectual property rights) 
which prevents access to generic 
drugs and favors? OK the develop-
ment of resistance to first line the-
rapies.  “Don’t touch our generics” 
was the theme of a symbolic march 
during the conference. We hope to 
see increased support of programs 
funded by the GF by Francophone 
experts thanks to the 
« Five-Percent Initiative », 
spearheaded by France 
at the end of 2011. This 
initiative must come up 
with truly innovative 
proposals to improve 
program efficacy. Finally 
I would like to congra-
tulate the creativity of 
those at Solthis who 
created the game of pe-
dagogical cards, which 
was so successfully pre-
sented in Geneva, and 
which makes it possible 
to understand and learn 
HIV management stra-
tegies: the only game 
of cards where you can 
only win if you don’t 
cheat…That’s typical of 
Solthis!   
n
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How did your background lead you to get 
this role of General Manager for the Global 
Fund?
My financial background, especially my expe-
rience managing change in complex financial 
institutions, has prepared me well for the chal-
lenge of transforming the Global Fund. I spent 
more than three decades in the financial ser-
vices industry and more than 20 years of that 
time as a chief executive.. I have successfully 
overseen major reorganizations and mergers 
of financial organizations in Brazil, the United 
States and Mexico.  After I retired from ban-
king in 2011, I decided that I wanted to put 
my experience to use in helping humanitarian 
organizations to perform their life-saving work 
even more effectively. This is something I feel 
passionately about. The Global Fund is an ex-
traordinary organization which has already 
saved millions of lives. Our goal is to make it 
even better and more effective at delivering on 
its mission.

By working on the ground, Solthis noticed 
some deadlocks, especially in Mali and in 
Niger. How the reform you are about to 
engage will fix these issues?
The main thrust of the transformation that I am 
leading at the Global Fund is to refocus our em-
phasis on our core business of grant manage-
ment. The ultimate goal of this reorganization 
is to have the greatest possible impact against 
HIV/AIDS, tuberculosis and malaria. Our grant 
management division has increased its num-
ber of staff positions by 39 per cent. This inter-
nal shift of staff gives more support for imple-
menters in precisely the areas where they most 
need it: grant management, procurement and 
finance. The new structure we have introduced 
is also improving the way we work together 
every day by introducing country teams for 
all countries. These changes will strengthen 
decision-making in the Global Fund Secreta-
riat in Geneva and will increase the speed with 
which our grant management division can 
answer questions and resolve challenges or 
bottlenecks. With respect to Mali and Niger, I 
am confident that the restructuring process 
will have a positive impact. In recognizing their 
specific support needs  we have allocated a full 
time Fund Portfolio Manager and Program Of-
ficer to each country.

One of the issues is the repercussion of the 
OIG investigation and the difficulties for 
LFA to meet their objectives. What is your 

strategy to make these two mechanisms 
evolve?
Since I came to the Global Fund in February this 
year I have a built a cooperative and produc-
tive relationship with Inspector General, who 
attends  our internal management committees 
as a guest. The OIG’s office serves as quality 
control for us. While it is fully independent, he 
can help us anticipate and solve problems. In 
addition, we are enhancing operational risk 
management with a stronger differentiation 
of processes and requirements for the Secre-
tariat and Local Fund Agents, based on risk le-
vels  and greater openness and accountability 
in decision-making. By being better informed 
and by more proactively addressing risks be-
fore they materialize, we can avoid emergen-
cies.One of the main recommendations from 
the report of the High Level, Independent 
Panel, of which I was a member, was the need 
to improve risk-management within our ope-
rations. Our Board approved.. Our overall goal 
is to embed risk management activities more 
strongly into grant management and eve-
ryday decision-making at the Secretariat and 
to strengthen oversight by implementers and 
other in-country partners. 

The Global Fund reputation suffered 
recently and some recipient countries lost 
confidence. What is your strategy to get 
this confidence back from recipient 
countries and donors?
We want to make it easier for recipient 
countries to work with us. With this mind, we 
are working to interact more effectively with 
our implementers in the field, and to facilitate 
our operations and interactions with our par-
tners while improving risk-management. By 
concentrating on the most important elements 
of overseeing grants, we can reduce the pape-
rwork traditionally associated with the Global 
Fund. We will strive to shrink the time from 
the submission of proposals to the signing of 
grants, all the while improving their quality. We 
will work closely with our implementers to ac-
complish these goals. 

As for donors,  our transformation is already 
generating a very positive response.Last mon-
th, G8 Foreign Ministers called on existing do-
nors to meet their pledges of support and for 
new donors to back our lifesaving work. Japan 
recently said it would make a contribution of 
$340 million in 2011, its largest in 10 years of 
support for the Global Fund. The UK has said it 

could significantly increase its annual contribu-
tion from 2013 to 2015, if it is satisfied that the 
reforms are successful.

We are seeking a re-commitment platform at 
which our traditional donors can reaffirm their 
dedication to fighting the three pandemics, 
perhaps around the UN General Assembly in 
New York in September. We will also work with 
emerging G20 countries to forego funding 
from existing grants and adjust their future fi-
nancing through increased co-investment.

Do you think the Global fund will be able to 
engage new grants before 2014? What will 
be the eligibility criteria?
The Board of the Global Fund agreed at a 
Board Meeting last week to direct more than 
$1.6 billion in available funding into effective 
programs that save lives and a large portion 
of that – up to $616 million – has already been 
earmarked to support expiring programs that 
need more funding to meet the demand for 
services. The funding will be put to work in the 
coming months once requests for grants are 
cleared by a technical review panel, and ap-
proved by the Board.  Global Fund staff, with 
guidance from Board committees, will start to 
put into practice a new continuous method of 
evaluating and deciding on grant proposals, 
in consultation with implementing countries, 
aligned with our 2012-2016 Strategy of ensu-
ring better targeted investment and maximum 
effectiveness. The Board agreed to consider 
new funding opportunities at its next meeting 
in September, 2012, thereby allowing funding 
decisions to be taken at a later date. n

News from the Global fund: interview 
of Mr. Gabriel Jaramillo, General 
Manager of the Global fund©
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You have been committed to the fight 
against AIDS for several years. How did 
your experience lead to you taking on the 
role of Ambassador for the fight against 
HIV-AIDS and infectious diseases?
Quite quickly after the Global Fund was crea-
ted, the Minister of Foreign and European Af-
fairs (Ministère des affaires étrangères et eu-
ropéennes (MAEE)) decided to create the role 
of Ambassador of the fight against the three 
pandemics. This was innovative and was a sign 
of the importance of this new funding tool in 
the fight against these three diseases. 

At the time I was Director of Development and 
Technical Cooperation (Directrice du Develop-
pement et de la Cooperation Technique), so 
that I was already familiar with these topics, in 
particular because I was one of a small group 
of experts in international development who 
had negotiated the Global Fund’s statutes. I 
had also had a professional career in public 
health before arriving at the Quai d’Orsay. So I 
said yes, without really knowing what it would 
involve.  

The priority back then was to lay a founda-
tion for the Fund, that is, to define its values 
and its modes of action. It was also necessary 
to convince everyone that the initiative to 
create a vertical fund had a future. Here I am 8 
years later, participating in this process again. 
I quickly understood that my role today is not 
the same as it was in the past. The Global Fund 
has been extraordinarily successful, but is in a 
state of crisis: a growth crisis, a structural crisis, 
a funding crisis and a governance crisis. This is 
an enormous paradox for an organization that 
has had such good results. We are at a crucial 
moment. If we do not overcome this crisis, the 
tool may break.

What is your analysis of the Fight against 
HIV/Aids in 2012 in an international context 
and the specific role of the Global Fund?  
The context has changed drastically and we 
have good reasons to be satisfied. Today, 
more than 6.6 million PLHIV in the developing 
countries are receiving “long-term” antiretrovi-
rals, and can live a nearly normal life. The price 
of these drugs has decreased incredibly, which 
makes first line treatment accessible. To give 
you an idea, the cost of annual treatment has 
gone from 8500 US$ to a mean 85 US$, thanks, 
in particular to generic drugs. Prevention of 
mother to child transmission is in the process 
of being successfully managed, and there is 

significant mobilization in this area. Civil so-
ciety and the communities in the developing 
countries increasingly participate as full-fle-
dged partners. 

However, we also have reasons to worry: first, 
if international efforts slacken, even a little, 
we could rapidly see our results regress and 
there is even a risk of seeing them disappear 
almost completely.  To put it simply, we have 
material problems and money problems. We 
must continue to obtain funding to continue 
treatment in those who are already receiving it, 
to ensure second line treatment and of course, 
to increase the number of people who are pro-
tected. 

The other reason for concern is that the inci-
dence of associated diseases, mostly tuber-
culosis, is also exploding. Viruses, all viruses, 
become resistant. One solution is research. 
Concrete research, if I can put it that way, ope-
rational research, vaccines, diagnostic tools 
etc… But like many others, I am bothered by 
the ultra-capitalistic and extremely hard-line 
stance of the negotiations on the protection of 
intellectual property for these drugs and tools.  

I think that humanity could do better and that 
there is enough space to satisfy several inte-
rests at once.

What are the main goals of the 5 Percent 
Initiative? 
As a second contributor to the Global Fund, we 
must ensure optimal 
efficiency and efficacy 
of programs receiving 
Global Fund grants. 
The goal of the Five 
Percent initiative is to 
help maximize the impact of health in these 
programs by solving the problems and obs-
tacles of program implementation. 

Although access to funding is fairly good in 
francophone countries, progress is still less 
than satisfactory. We would like to improve 
this by supporting the development and im-
plementation of Global Fund programs and 
measuring their impact. This initiative is also 
an opportunity to spotlight the quality of fran-
cophone expertise, which sometimes lacks vi-
sibility and recognition.

This measure, with an annual budget that 
could reach 18 million Euros a year, will have 
two aims:  first to respond to occasional needs 

for high level expertise, and second, program 
intervention, which will soon be launched by 
France Expertise Internationale, whose goal 
will be to finance projects on the priority topics 
of governance, procurement and supply ma-
nagement, capacity building in the healthcare 
systems and operational research. 

« Quality » is the key word of this initiative 
which began its first activities at the beginning 
of the year. 

Can you explain France’s position in 
relation to the ongoing reform of the 
Global Fund?
The so-called «reform» of the Global Fund, is 
in fact a response to the “crisis” at the Global 
Fund, and because the crisis is multiform, the 
reform is occurring on several “levels”.  

l  France approves and supports the reform 
on the first level, which is the reform of the 
Fund administration, which is called the “Se-
cretariat” (600 people in Geneva).  We deeply 
regret that a violent catharsis was necessary 
during a partially rigged Board of Directors 
meeting at Accra, forcing the Executive di-
rector Michel Kazatchkine to resign by pro-
cedures that are unseemly for this type of 
organization. But we cannot rewrite history. 
My predecessor participated in a reflection 
on this reform. In our opinion, it is necessary 
and we have not changed our mind.  

l  We are highly vigilant (an alert level of 3 
or 4 out of 5!) of the 
other levels These le-
vels include methods 
to develop and finance 
projects and programs: 
we would like to make 

sure that these programs and projects are 
based on real demands corresponding to 
real needs and are not prepackaged offers. 
The “top down” model is not good in the field 
of health. If we want long term commitment 
from populations and governments and for 
them to take over at a certain point, we must 
build a “bottom up” model. This is not an easy 
choice because we are well aware of, and do 
not underestimate, the barriers or unexpec-
ted repercussions that this approach can pro-
duce, but we feel that it is the best approach 
to take. Finally, there is the strategic level, 
which is the reform of overall Governance 
of the Global Fund. But we are not there yet. 
This is a huge challenge. 

Interview of Ms Mireille Guigaz, 
Ambassador for HIV/AIDS and 
transmissible diseases

Interviews
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What relationship do you plan to have with 
the other partners of the fight against HIV/
AIDS, in particular French Non-Government 
Organizations?  
Let me put it simply and directly. As Ambassa-
dor I am fully aware of the importance of civil 
society. Personally I am an elected director on 
the board of directors of a large humanitarian 
NGO. I am the vice president of another NGO 
that will be focusing on medical prevention for 
non-infectious diseases for example cancer or 
diabetes which represent, and will increasingly 
become, an impossible burden in the Sub-Sa-
haran countries and developing countries.

But I am not interested merely because a group 
has the title of “civil society”. It truly depends 
upon the quality of the participants, the mis-
sion and the collaborative proposals. To tell 
you the truth, I tend to be more supportive 
of civil societies in the developing countries, 
which find it so hard to obtain recognition, and 
which are too often lacking in everything.  My 
goal is truly not to be shocking, but I am too 
old to deal in platitudes. n

Interview on April 20th 2012

1. Can you explain the goal of France 
Expertise Internationale?
France Expertise Internationale (FEI) is a Public 
Utility Company whose mission is to promote 
French international technical assistance and 
expertise by organizing cooperative projects. 
FEI works in collaboration with French institu-
tions and other organizations and operators 
from the public and private sectors as well as 
with associations in France, Europe or recipient 
countries.

2. What is the role of the FEI in the 5% 
Initiative?
FEI is in charge of the operational manage-
ment and implementation of the 5% Initiative* 
under the administration of the Minister of 
European and Foreign Affairs. Thus, FEI defines 
the procedures to finance and mobilize ex-
perts, ensures the secretariat of the Initiative 
Steering Committee as well as communication 
activities for the Initiative in close collabora-
tion with the MAEE, the French diplomatic 
network, and the network of the members of 
the Steering Committee. 
For Canal 1 of the Initiative, FEI organizes short-
term projects either directly with experts or in 
collaboration with partners in associations and 
the public and private sectors. 
For Canal 2 of the Initiative, FEI supervises 
the selection process for projects and will 
work closely with project leaders (payment of 
grants, follow up and evaluation of projects…).
More generally the FEI is responsible for effec-
tive implementation of activities, communica-
tion and the results of activities for the MAEE, 
the Steering Committee and the recipients.

3. Who are the main actors targeted for this 
Initiative? 
In the eligible countries the main actors targe-
ted by the Initiative are those who implement 
and coordinate Global Fund programs at all 
levels: national coordination groups (CCM), 
primary and sub- recipients and national ac-
tors in the fight against the three pandemics, 

for example healthcare facilities or community 
partners. Anyone who is participating in the 
fight against HIV/AIDS, tuberculosis and mala-
ria with the support of the Global Fund as well 
as people living with these diseases. 
Indirectly, well known francophone experts 
in the fight against the 3 pandemics are also 
targeted: in particular public and private ope-
rators, NGOs and research institutes. These ac-
tors are at the center of this initiative to mobi-
lize experts. Their mobilization will be essential 
if the goals of the Initiative are to be reached.  

4. What is your assessment after the first 
three months of the 5% Initiative?
The results are very positive: after 5 months of 
activity, 29 expert missions have been appro-
ved by the Steering Committee for Canal 1 of 
the Initiative (some of these have already be-
gun) and representatives from more than 20 
countries have gathered to discuss the prio-
rities for financing Canal 2 of the Initiative. A 
pool of more than 400 francophone experts 
has been created in addition to the partner 
organizations, confirming the dynamism of 
francophone expertise for the fight against 
HIV/AIDS, tuberculosis and malaria.  These 
first three months have also clarified what the 
next priorities of the Initiative should be: de-
veloping communication activities in eligible 
countries, defining coordination mechanisms 
with bilateral and multilateral partners wor-
king in the countries to support the programs 
financed by the Global Fund and consolidating 
the channels to mobilize experts.  n

*   The form and information for filing requests are available 
on the FEI website:   
http://www.franceexpertiseinternationale.com/
fr/nos-projets/focus-sur/initiative-5.html

Four questions 
for Audrey Giret, 
Director of Project 
Management, France Expertise 
Internationale 

Interviews
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CROI 2012
After attending to the19th Conference on Retroviruses and 
Opportunistic Infections in Seattle, Solthis explores the 
main themes debated in march 2012 in Seattle.

What are the challenges motivating the scien-
tific community today in the fight against HIV/
AIDS?  At the opening of the conference Salim 
and Quarraisha Abdool Karim responded to 
this question, which could be summarized by 
a reading of the CROI program, by presenting 
the main areas of research at the Caprisa Insti-
tute. The goal of this agenda developed for the 
developing countries, is to fight against the 
epidemic in these countries by collaborating 
with the teams in the developed countries. Its 
four main areas of research are epidemiology 
to prioritize the issues, prevention, the mana-
gement of HIV/TB coinfection and vaccines.  
We will to take a look at these areas and review 
certain topics that were covered in Seattle last 
March 5 and 8.

Epidemiology

The pivotal epidemiological presentation at 
the conference was reported by Chris Murray 
in the plenary session. The Director of the Insti-
tute for Health Metrics and Evaluation presen-
ted an update on the evaluation of the Global 
Burden of Disease1. One of the most worrying 
messages of this update was certainly that the 
countries in Sub-Saharan Africa, which are the 
countries with the highest rate of HIV, are slow-
ly entering into an epidemiological transition 
in which they will be facing a « double burden 
of disease », including both HIV and non infec-
tious diseases.

Prevention

The Partners Prep2 Study generated a lot of 
discussion. The three arm study (TDF, TDF/
FTC and placebo) showed a 67% reduction in 
the incidence of HIV in the TDF arm and 75% 
in the FTC/TDF arm, with no long term side ef-
fects in patients or increase in at risk behaviors. 
Nevertheless, the results were not the same in 
the FEM-PrEP study presented during the same 

session3, with a FTC/TDF regimen.  Jared Bae-
ten, who presented Partners Prep, discussed 
this failure to reproduce results4. Although it 
cannot be excluded that biological factors may 
limit the efficacy of pre-exposure prophylaxis, 
Dr. Baeten showed that a critical point in the 
efficacy of prevention was adherence. To mea-
sure adherence, TDF dosing was performed in 
the patients in the Partners Prep study.  Results 
showed that protection was nearly 90% in 
patients who are truly adherent. In FEM-PrEP, 
dosing was also performed and TDF was only 
detected in less than 40% of the visits.

Taking this element into account, strategies 
to make large-scale pre-exposure prophylaxis 
feasible should evaluate the optimal frequency 
of prophylaxis.  Limited use during periods 
when the risks are the highest seem to be the 
best way to achieve a balance between tole-
rance to the regimen and therapeutic efficacy5. 
Finally a new generation of drugs that would 
play several roles (the demand for a combined 
contraceptive/PreP is high) as well as being 
more effective and in different forms could 
help facilitate adherence6.

Treatment

The question of treatment was inevitably intro-
duced by the many available HIV treatments. 
The fact that viremia is controlled in less than 
30% of the people infected with HIV in the Uni-
ted States today emphasizes the reality that 
managing HIV is a continuum described by Wa-
faa El-Sadr as extending from the HIV diagnos-
tic test to adherence to ARV, and including pre-
ARV management and ARV treatment7.

The question of diagnostic testing and its re-
lationship to treatment was discussed. The 
results of home testing seem to be good in a 
South African study, as 94% of the people who 

tested positive consulted within three months 
after receiving the test8.  At the same time, cer-
tain American university hospitals questioned 
the feasibility of large scale testing in emer-
gency units9, and suggested using algorithms 
for targeted testing10.

In the session on treatment in countries with 
limited resources, Nathan Clumeck presented 
the results of the Lubumbashi cohort in which 
first line treatment with LPV\r was compared 
to first line treatment with NVP11. The results 
were comparable in the two arms, with 63% of 
the patients with undetectable disease in the 
PI arm and 64% in the NNRTI arm. Nevertheless 
virological failures were significantly more fre-
quent in the NNRTI (13%) arm than in the PI 
(6%) arm. For Dr. Clumeck, these results should 
be evaluated in relation to the long-term cost-
effectiveness of treatment, as the higher gene-
tic barrier of PI could make this ratio especially 
favorable for PI.

The presentation of the pediatric cohort To-
roro provided evidence to support the use of 
PI in the developing countries12. This cohort 
also included an NNRTI and a PI arm, and 
showed a reduction in the incidence of mala-
ria in the PI arm of 41% compared to the NNRTI 
arm.  To further define this protective effect, 
the decrease in malaria was separated into a 
reduction in the incidence of cases of prima-
ry malaria in children, and a reduction in the 
episodes of recurrent malaria. Results showed 
that the reduction in the number of primary 
cases of malaria was not significant, while the 
reduction in the number of recurrent episodes 
was 59%.  These elements suggest that there 
is an interaction between PI and antimalarial 
drugs.  Ritonavir is known to inhibit the me-
tabolism of lumefantrine, which provides an 
important protective effect. This effect was 
confirmed by significantly higher concentra-

1.  Quelques éléments supplémentaires sur ce chantier peuvent être trouvés dans Solthis 
Newsletter n°11, p.13.

2.  Baeten et al., ARV PrEP for HIV-1 Prevention among Heterosexual Men and Women, Abstract #29.
3.  Van Damme et al., The FEM-PrEP Trial of Emtricitabine/Tenofovir Disoproxil Fumarate (Tru-

vada) among African Women, Abstract #32LB.
4.  Baeten, What Can the Twisted Tale of PrEP Results Teach Us?, Abstract #67.
5.  Buchbinder & Liu, Is Intermittent PrEP Less or More?, Abstract #68.
6.  Romano, PrEP 2: The Next Generation of Drugs and Technologies, Abstract #69.
7.  El-Sadr, ART for Prevention: The Science and the Art, Abstract #18.
8.  Van Rooyen et al., High Testing Uptake and Linkages to HIV Treatment through Home-based HIV 

Counseling and Testing and Facilitated Referral: KwaZulu-Natal, South Africa, Abstract #1135.
9.  McKellar et al., Widespread Routine HIV Screening in the Emergency Department: Is It Time 

to Move Back to Diagnostic Testing?, Abstract #1133.
10.  Haukoos et al., Enhanced Targeted HIV Screening Using the Denver HIV Risk Score Outper-

forms the Emergency Department Nontargeted Screening, Abstract #1132.
11.  Clumeck et al., First-line ART with Lopinavir/ritonavir vs Nevirapine with Tenofovir/Em-

tricitibine or Zidovudine/Lamivudine in a Developing Country: Week 96 of a Prospective 
Randomized Trial, Abstract #88LB.

12.  Achan et al., Significant Reduction in Risk of Malaria among HIV+ Children Receiving Lopinavir/ri-
tonavir-based ART Compared to NNRTI-based ART, a Randomized Open-label Trial, Abstract #26.

Conferences feedback

Grégoire Lurton
Health Information 

Systems Manager
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tions of lumefantrine in the blood in the PI 
than in the NNRTI arm.

Even though existing formulations are not 
sufficiently adapted to the pediatric public, 
Andrew Prendergast emphasized the role of PI 
in the pediatric management of HIV13. Howe-
ver, the heart of his presentation focused on 
the debate over interrupting ARV treatment 
in children who receive early treatment. The 
perspective of receiving ARV for life is indeed 
a problem, because of drug toxicities and the 
risk of developing resistances.  The CHER and 
OPH03 studies evaluated the possibility of in-
terrupting treatment temporarily in children 
after the first phase of early treatment. 

The CHER14 study in South Africa compared 
the follow up of children diagnosed at less than 
twelve weeks old and randomized into three 
arms: a first in which the initiation of treatment 
was deferred until clinical immunological crite-
ria had been reached, and two arms in which 
treatment was begun immediately and dis-
continued at 40 or 96 weeks, while continuous 
ARV treatment was begun again when clini-
cal-immunological criteria were reached. The 
better results in the two early treatment arms 
is known, and played a role in changing the 
WHO guidelines for the follow up of children. 
The next steps of the study which specifically 
addressed the consequences of interrupting 
treatment in the early treatment arms showed 
that the benefit of early treatment was not 
negatively affected by this interruption. After 
240 weeks of follow-up, the mortality in the 
two arms in which treatment was interrup-
ted was lower than that in the late treatment 
arm and the rate of progression to CDC stage 
B or C disease was lower. The mean amount of 
time treatment was interrupted varied from 33 
weeks in the arm that was interrupted at 40 
weeks and 70 weeks in the arm that was inter-
rupted at 96 weeks. The total amount of time 
under ARV treatment was less in the two arms 
that received early treatment than in the arm in 
which treatment initiation was deferred. 

These results were different from those in the 
OPH0315 study in 42 Kenyan children who re-
ceived early ARV (at a mean 5 months), and 
who had been followed for 24 months when 
the study was performed.  Treatment was inter-
rupted in half of these children who were ran-
domly chosen. However, treatment was begun 
again in 76% of these patients after 3 months 
of interruption based on progression of im-
munological criteria.  The conclusion of the 
speaker was that an interruption of 3 months 

of treatment did not provide sufficient benefit 
to justify a strategy of treatment interruption in 
the treatment of pediatric patients. 

Vaccine research 

Two presentations in the plenary session des-
cribed recent advances in the understanding 
of the structure of HIV, in particular its enve-
lope.  Joseph Sodroski16 showed how cryoelec-
tric microscopic techniques provided a better 
understanding of the complex structure of this 
envelope while in the opening session Dennis 
Burton17 explained how understanding the 
structure of this envelope was crucial for deter-
mining the mode of action of antibodies that 
could attack the virus.  Glycoproteins found on 
the surface of the virus are the privileged target 
of antibodies and have a complex and unstable 
structure which represents an important pro-
tection against the fixation of these antibodies. 
Nevertheless, in the last two years more and 
more antibodies, which are qualified as “lar-
gely neutralizing” have been identified which 
can act on certain specific weaknesses of these 
glycoproteins. The specific study of these anti-
bodies, and in particular, the way that they can 
attach onto the HIV envelope makes it possible 
to identify the weaknesses of the virus and to 
exploit this for vaccine research. n

13.  Prendergast, ART for the HIV+ Infant: Controversies and Consequences of Early Initiation, Abstract #113.
14.  Cotton et al., Early ART followed by Interruption Is Safe and Is Associated with Better Outcomes than Deferred ART in HIV+ 

Infants: Final Results from the 6-Year Randomized CHER Trial, South Africa, Abstract #28LB.
15.  Wamalwa et al., Treatment Interruption in Infants following 24 Months of Empiric ART: Kenya, Abstract #27.
16.  Sodroski et al., Structure and Function of the HIV-1 Env, Abstract #76.
17.  Burton, Defying the Structure and Variability of HIV with Broadly Neutralizing Antibodies, Abstract 

Back from the AFRAVIH conference
Researchers, clinicians, politicians and members of associations met at the 6th HIV/AIDS Francophone 
Conference organized by AFRAVIH on March 25-26 in Geneva. Although the funding crisis was the 
main focus of these debates, there were also constructive scientific discussions between actors 
for the Fight against Aids in the Developing and Developed Countries. 

Rémi Lefrançois
Medical Director

Insufficient diagnostic screening in 
France and in the developed countries

The conference in Geneva was an occasion 
for actors in the developing and developed 
countries to exchange useful scientific infor-
mation. Although HIV is more successfully 
managed in the developed countries, several 
presentations, in particular the report to the 
plenary session on March 26 by Pr D. Costa-
gliola, Director of INSERM U943 in Paris, Epi-
demiology, therapeutic strategies and clinical 
virology in HIV infection (Epidemiologie, straté-
gies thérapeutiques et virologie clinique dans 
l’infection à VIH) were a reminder of the signi-
ficant effort in diagnostic testing that must still 
be made everywhere if the pandemic is going 
to be controlled.   

For example in France only 64% of the 150,000 
people infected with HIV are being treated, 
and the viral load is controlled in 56% while 
between 24000 and 29000 patients or ap-
proximately 20% of all seropositive patients 
are completely unaware of their seropositive 
status. These undiagnosed patients truly repre-
sent and maintain a persistent hidden epide-
mic1 by contributing to 40% of the estimated 
5000 new infections annually. 

And yet, numerous opportunities for early 
diagnostic testing are “lost”.  An analysis of 
the history of patients who are diagnosed late 
in France shows that 99% of these cases have 
been in contact with the healthcare system 
in the three years prior to diagnosis2.  Several 
studies tend to confirm the key role that heal-
thcare providers play in the earlier diagnosis of 
these patients3,4. Although acceptance of the 
test is good, healthcare providers do not iden-
tify at risk patients, because they do not ask the 
appropriate questions or because certain col-
leagues are not convinced that the diagnostic 
testing strategy should be systematic.  To in-
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3.  Dépistage de routine du VIH par des tests rapides dans les services d’urgences de l’Assistance Publique-

Hôpitaux de Paris : résultats de l’étude ANRS URDEP. E. Casalino et coll.
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7. OMS/ONUSIDA ; Rapport de situation 2011.
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9.  Syndrome de reconstitution immunitaire associé à la tuberculose chez des patients co-infectés tubercu-

lose et VIH dans un essai thérapeutique au Mozambique-CARINEMO ANRS. M.Bonnet et coll.
10.  L’apport de la culture dans le diagnostique de la tuberculose chez les PVVIH. T.Ouassa et coll. Session 

de discussion de posters.
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crease earlier diagnostic testing, the solutions 
must focus on actions to improve targeting 
of high-risk populations, increase testing in 
primary care units, as well as improve training 
of healthcare providers to identify high-risk 
groups and early symptoms. 

Therapeutic update

In the plenary session Dr A. Calmy from the 
Department of Infectious Diseases at the Can-
tonal Hospital of the University of Geneva and 
Co-President of the conference, presented an 
update on the most recent news in HIV treat-
ments. It was noted that as the gap increases 
between the developing and developed 
countries certain therapeutic advances could 
benefit everyone. For example, extended re-
lease forms have been developed (nevirapine 
XR), and certain can be taken weekly (tenofovir 
prodrugs). Moreover, a new booster (cobicistat) 
could replace ritonavir in new combinations 
with tenofovir, emtricitabine and evitegravir 
(QUAD Trial5) while also being beneficial when 
administered in combination with rifampicine 
in patients with tuberculosis. Simplifying treat-
ment is also an issue: the MONOI6 trial confirms 
the benefits of monotherapy with darunavir/
ritonavir in patients with undetectable disease 
and whose disease has been stabilized with 
tritherapy. The advantage of this strategy is li-
miting toxicity and sparing the other classes of 
antiretrovirals including NNRTI. 

B+ Option for PMTCT 

At the beginning of the conference, Françoise 
Barré-Sinoussi reminded participants that the 
therapeutic options to limit mother to child 
transmission have been known for 15 years.  
Unfortunately, only 48% of women actually 
have access to this treatment in countries with 
low or middle incomes7. During the confe-
rence WHO presented its new guidelines8 (the 

so called «option B+»): antiretroviral tritherapy 
is prescribed to the mother as soon as she is 
diagnosed as HIV positive, whatever the CD4 
count, and it is continued until after childbirth. 
This measure helps simplify the guidelines 
even if the obstacles of access to consultation 
and treatment must still be overcome. It helps 
limit the risk of women becoming lost to fol-
low-up after pregnancy or the development of 
resistances to first line therapies. 

Opportunistic Infections: Tuberculosis

The conference in Geneva was an occasion for 
numerous discussions on the management 
and treatment of tuberculosis, the opportu-
nistic infection that is most often associated 
with HIV, as well as on improving diagnostic 
testing for this disease (13% of the cases of tu-
berculosis occur in patients infected with HIV). 
Although the optimal delay between antitu-
berculosis treatment and ARV treatment has 
been identified as approximately two weeks  
(CAMELIA/SAPIT/STRIDE trials), several studies 
emphasize the importance of closely monito-
ring episodes of IRIS, which are more frequent 
in case of a low CD4 count, malnutrition or an 
increased viral load, even if it usually resolves 
spontaneously9.  Izoniazide prophylaxis is still 
used too rarely even though it appears to be 
especially indicated in case of positive initial 
drug resistance (IDR).  Although the use of tra-
ditional microbiology techniques is increasing 
in the developing countries to confirm the dia-
gnosis of TB (microbiology culture in the Ivory 
Coast10, fluorescent microscopy in Niger11…) 
new, simple to use diagnostic tests may also 
have a role to play. For example the GenX-
pertMTB/RIF test has a sensitivity of 72% for 
the diagnosis of cases of gastrointestinal tuber-
culosis that are negative by direct testing (com-
pared to mycobacteriological culture) and im-
mediately identifies resistance to rifampicine, 

which is very useful when it is known that the 
risk of MDR TB is greater than 40% in patients 
with HIV12.   Another easy to use technique, the 
TB LAMAg Alere DetermineTM which detects 
the mycobacterial antigene lipoarabinoman-
nane in urine with a sensitivity that increases as 
the CD4 count decreases, could soon become 
available in the developing countries. There 
were very few presentations on the subject of 
opportunistic infections other than tubercu-
losis, emphasizing the difficulty of diagnosing 
and treating these “other” opportunistic infec-
tions in the developing countries.  n

Back from the AFRAVIH conference
Researchers, clinicians, politicians and members of associations met at the 6th HIV/AIDS Francophone 
Conference organized by AFRAVIH on March 25-26 in Geneva. Although the funding crisis was the 
main focus of these debates, there were also constructive scientific discussions between actors 
for the Fight against Aids in the Developing and Developed Countries. 

Conferences feedback
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The difficulties of managing 
opportunistic diseases when resources 
are limited

Except for tuberculosis (TB), which is the sub-
ject of a specific program, opportunistic di-
seases complicating HIV infection tend to be 
neglected diseases in low-resource sub Sa-
haran African countries. This does not reflect 
the burden of morbidity of these diseases as 
most HIV infections are diagnosed in advanced 
stages of immune deficiency when the patient 
frequently has one or more OI. Mortality is also 
high, but at this “pre-ARV” stage, the numbers 
remain in the shadow of national statistics, 
which focus upon the number of patients who 
are receiving antiretroviral treatment.  

There are numerous reasons for this situation.

The most obvious is a lack of « means»: 

l   poorly developed  technical platforms offe-
ring very limited access to microbiological 
diagnostic tests, imaging and histopatho-
logy; 

l   very limited availability of anti OI treatments 
(except for anti-tuberculosis drugs and cotri-
moxazole for prevention) showing the lack 
of interest of national authorities and inter-
national organizations in this subject. Even 
more important, in healthcare systems where 
the user must pay for treatment, poverty dra-
matically limits access to OI treatment if it is 
not part of a free package. And in most cases 
these packages  do not include these «cura-
tive» treatments. 

A less publicized cause, which is definitely 
more difficult to solve, is the low technical level 
of healthcare providers, making it impossible 
for them to meet these challenges:

l   Indeed, except for certain obvious situa-
tions  (shingles, kaposi…), the diagnosis of 
an opportunistic infection, in the midst of a 
polypathological clinical picture, with limited 
means, is often not easy, especially since the 
difficult environment tends to alter the quali-
ty of medical reasoning. Healthcare providers 
are supposed to have access to guidelines to 
help them in their practice. Unfortunately, 
there is a terrible shortage of references on 
this topic such as WHO guidelines, and other 
guidelines from the “developed” countries 
are not well adapted to the context of the 
developing countries: the means as well as 
the epidemiologies are different. The clinical, 
documented approach that is preferred in 

the developed countries should be reconsi-
dered in this context because although an 
empirical public health approach may not be 
perfect individually, it may be more effective 
for an entire population.  Nevertheless, this 
approach must be constructed based on a 
scientific foundation that is still fragile, be-
cause it has been largely neglected until now. 

l   Training programs for doctors who manage 
HIV/AIDS are usually too short and give a low 
priority to the management of OI. These pro-
grams cannot compensate for the deficits of 
basic medical training (interpreting a chest 
X-ray, knowledge of families of antibiotics…), 
which are handicaps for effectively mana-
ging OI. 

Finally, the heart of the problem is probably 
that, except for tuberculosis, the management 
of OI has a low priority on healthcare policy 
agendas. It is probably considered to be not 
cost-effective and even superfluous at a mo-
ment when cuts are necessary due to budget 
restrictions. The inconsistency is that because 
of these same policies, patients are not dia-
gnosed early, which would avoid the problem 
itself. Because of this late diagnosis and insuf-
ficient treatment, healthcare providers repea-
tedly find themselves powerless, which is cer-
tainly a factor of discouragement. And yet, the 
main existing OI are not difficult to treat.  

The distribution of numerous innovations 
and guidelines on the management of HIV/
TB infection in the past two years is a sign of 
hope, followed by the publication of the first 
WHO guidelines1 last December on the mana-
gement of another OI besides TB, in this case 
cryptococcal disease. The availability of a new 
rapid diagnostic test and research on new, 
more affordable therapeutic protocols when 
resources are limited preceded this last publi-
cation. Other guidelines should follow.

However, several urgent, practical measures 
can be taken immediately to escape from this 
dead end situation.  With lobbying and tech-
nical aid, the minimum means necessary for 
the diagnosis and treatment of the main OI, 
whose costs are relatively moderate, should be 
able to be included in proposals to internatio-
nal development agencies. Simplified disease 
management guidelines that take into account 
the realities in the field, which are sometimes 

quite different from theoretical realities, could 
be proposed, then improved later if neces-
sary. At the same time, practical task-shifting 
of healthcare providers should be planned. 
Finally, investment in operational research is 
necessary to validate the guidelines and eva-
luate their impact, which is completely lacking 
in this field.    

Solthis has decided to take this direction in the 
countries where it has programs.  Initial efforts 
have  especially focused on HIV-TB coinfection. 
In Niger, a study begun in 2010 evaluated the 
best strategy for the diagnosis of this disease. 
Before beginning ARV, TB should be suspected 
in most patients if the new WHO guidelines for 
clinical testing are applied. On the other hand 
because microscopic examination of sputum 
is rarely positive, great uncertainty remains.  
And diagnostic practices vary greatly. Draf-
ting guidelines for the management of OI that 
privilege a “syndrome” approach, more cost-
effective diagnostic strategies and training all 
doctors to manage both diseases, should help 
improve this situation. 

In Guinea, the management of neurological OI 
in hospitalized patients was evaluated in 2011. 
Severe neurological symptoms were very fre-
quent and were associated with a high morta-
lity. The diagnostic and therapeutic steps taken 
appear to be insufficient in relation to theoreti-
cally available means. In Sierra Leone, after in-
tense lobbying (OK?), the proposal to the Glo-
bal Fund now includes appropriate means for 
the management of the main OI at lower cost. 
The drafting of practical guidelines has begun 
and will be studied in operational research 
projects, the first on the management of tuber-
culosis, neurological OI and diarrhea. The road 
is long, but the stakes are high: besides better 
management of opportunistic diseases, there 
is the quality of care.  n

Franck Lamontagne, 
Medical Coordinator

Sierra Leone

1.  Rapid Advice. Management of cryptococcal disease in HIV-infected adults, adolescents 
and children. WHO, Dec 201
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When an information system is discussed, what 
generally comes to mind is a complex system 
at the leading edge of technology. Although 
the new information technologies are highly 
effective, this does not justify their use in and 
of themselves, and they are not necessarily es-
sential to creating an effective system of data 
collection and analysis.

In a project in Guinea including Solthis, the 
PNPCSP, the CNLS, the SNIS and UNAIDS, it was 
decided that the information system for the 
management of HIV would not be based on 
new technologies, but on improving existing 
paper tools. This choice was made for three 
reasons. First, installing even a simple digital 
information system would be too costly. Se-
cond, because of the conditions of use in the 
healthcare centers in Guinea, a digital informa-
tion system would be unreliable creating a risk 
of losing data and this can be controlled better 
if paper is used.  Finally, the planned improve-
ments are within a larger perspective of capa-
city building for the National Health Informa-
tion System (Système National d’Information 
Sanitaire (SNIS)), and it seemed important to 
suggest solutions that included the same type 
of tools as those used by the SNIS. This choice 
was implemented in three separate stages in 
2010 - 2011.

Adapting indicators

Before beginning to work on the tools for data 
collection and analysis, the follow-up/eva-
luation program indicators were revised and 
adapted to the choice of technical tools.  Indi-
cators requiring data or analyses that were too 
complex, were simplified, and their breakdown 
was unified.  Thus, the different elements ne-
cessary to calculate the indicators to be extrac-
ted from the data collection tool were evalua-
ted rather than the indicator itself. 

Once this step was complete, a document 
was drafted summarizing the indicators, their 
method of calculation, the data collection to-
ols and the transfer of corresponding data. The 
relationship between the different indicators 
and the method of calculation could be iden-
tified with this document to prevent multiple 
calculations, which can result in incoherent 
indicators.  

Adapting the tools

Data collection tools were revised to take into 
account chronic HIV. This revision also satisfied 

two requirements: simplifying the analysis and 
registration of information.  

Chronic disease 

In the presence of acute disease, the finite du-
ration of the disease makes it possible to use a 
simple form for data collection in which all the 
information to be collected during an episode 
is included. With chronic disease, the amount 
of information that will be collected during the 
disease is unknown, therefore two types of re-
gisters were created:

l   A general register which includes all the 
patients seen at the treatment center, and 
which represents the center’s memory bank.

l   A follow-up register, in which patient’s consul-
tations are noted. This register is renewed an-
nually for long-term patient follow-up.

Collection 

Every year patients will be re-registered in the 
follow-up register when they come to a consul-
tation. The patient’s place in the register is de-
fined by a registration number. The pages are 
numbered with the patient’s number, making 
it easy to find a patient in each of the registers, 
where s/he has the same place. If the pharmacy 
register is revised in the same way the patient 
can be easily followed up in all the registers.  

Analysis 

The annual update makes it possible to delete 
patients who no longer attend consultations 
because they will not be re-registered.  This 
mechanism simplifies analysis of the registers 

by facilitating the identification of lost-to fol-
low up patients. 

Installing the tools

To finalize the reform, special attention was 
paid to creating registers in the treatment cen-
ters. Besides training the different participants, 
this process included re-registering all the pa-
tients in the general register who had consul-
ted since the center began managing HIV 
treatment. This process involved several thou-
sand patients throughout the country. This was 
necessary so that registers could be analyzed 
as soon as they were installed to guarantee a 
coherent series of registration numbers for all 
patients which is essential if the registers are to 
be used. 

Tools had been installed by the end of 2011. Al-
though users stated that the system was easy 
to use, it was nevertheless necessary to pro-
vide support for appropriation of these new 
tools.  n

Collecting data on the management of 
HIV in Guinea: choosing paper

Grégoire Lurton
Health Information 

Systems Manager

Field Reality
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Continued vertical mother to child HIV 
transmission

More than 15 years ago the first studies were 
published showing the reduction of mother 
to child transmission of HIV with Zidovudine 
(AZT). However, 95% of these HIV infections  
are still linked to transmission during pre-
gnancy, delivery or post-partum by maternal 
breastfeeding. 
Despite the ambitious goal announced by 
UNAIDS to eliminate vertical transmission 
between now and 2012, the PMTCT programs 
in the developing countries encounter nume-
rous difficulties. Diagnostic testing for HIV in 
pregnant women is only performed in 35%  of 
these women and when results are positive, 
less than half receive ARV prophylaxis to pre-
vent transmission to the newborn. Insufficient 
access to treatment and PTMTC for pregnant 
women (especially in decentralized areas), 
shortages in diagnostic testing supplies and 
ARV, the practical difficulties of following pre-
gnant women with HIV and the absence of al-
ternatives to breast feeding are factors which 
make it difficult to scale up PMTCT programs. . 

The difficulties of diagnostic testing in 
children

The first cases involve testing newborns who 
are known to have been exposed to HIV. Ex-
posed children should be followed up for 12 
-18 months after birth, when maternal antibo-
dies disappear, so that HIV status can be eva-
luated. Although there are other ways to know 
the HIV status of exposed children before this, 
at 6 weeks with PCR for example, in particu-
lar thanks to the more operational technique 
of DBS ((Dried Blood Spot testing), access to 
these techniques is still very limited…Practi-
cally speaking, shortcomings in the healthcare 
systems (lack of a register to follow-up exposed 
children, no human resources allotted to this 
follow-up, referencing errors) are the cause of 
the significant number of lost to follow up in 
these newborns. 

The second cases involve diagnosing infected 
children born to mothers who were not trea-

ted for PMTCT, which is the most frequent case 
(65%).  The diagnosis must be made as early as 
possible because 50%  of them will die before 
they reach 18 months old if they are not trea-
ted rapidly. Diagnostic testing of symptoma-
tic hospitalized children is still not systematic 
enough. Moreover, WHO2 also recommends 
that healthcare providers propose a test to 
malnourished children or children with de-
layed growth. This approach has been shown 
to be effective in Niger for example where the 
prevalence of HIV was found to be 9% in chil-
dren hospitalized in intensive renutrition units 
in Niamey.  
Additional measures should be encouraged 
in particular family testing. In the presence of 
a general epidemic, more systematic diagnos-
tic testing should be proposed to all children 
who consult or are hospitalized for whatever 
reason, or to children who receive multiple 
blood transfusions such as those with sickle 
cell anemia (see the article by Roubanatou 
Maïga). However, it is important to adapt these 
diagnostic testing strategies to each specific 
national context.

The difficulties of HIV management 
and treatment. 

The problem of human resources is fundamen-
tal. David Masson develops this topic in detail 
in his interview in this issue. Healthcare provi-
ders face two major challenges: training and 
delegating tasks to paramedical personnel to 
compensate for the lack of human resources; 
and having a pluridisciplinary approach that 
combines medical, nutritional, and psycholo-
gical management. 

The « Test and Treat » strategy confirms the 
advantage of systematic antiretroviral treat-
ment in both children and adults as shown in 
the CHER3 (Children with HIV Early Antiretro-
viral Therapy) trial performed in South Africa 
in 2008. Mortality was reduced by 76% when 
treatment was prescribed immediately based 
on immunological or clinical criteria. This trial 
contributed to the revision of WHO guidelines 
in 2010, which recommend treating all chil-
dren under the age of two4. However, there 

are numerous pharmacological problems with 
these recommendations, which are discussed 
in the article by Etienne Guillard.

Moreover, resistance to antiretrovirals has be-
come a major issue in children. An oral presen-
tation5 at the AFRAVIH conference in Geneva in 
March 2012 reported virological failures in 56% 
of a cohort of 125 children who had received 
treatment for a mean 20 months, with 92% of 
resistances to NRTI or NNRTI.   The develop-
ment of resistance was mainly associated with 
problems of adherence. Although treatment 
depends upon the mother when the child is 
still dependent, the galenic forms of drugs or 
psychological support can also be decisive. Da-
vid Masson discusses this in detail. 

The management of pediatric HIV can be im-
proved by facing all of these difficulties and by 
not neglecting any of them, so that this pro-
blem can be eliminated as it has been in the 
developed countries. n

Rémi Lefrançois
Medical Director

The challenges of pediatric HIV in the developing countries 
In their most recent report WHO and UNAIDS estimated that in 20101 nearly 34 million people were infected with HIV throughout the world including 10% of children. This same report also estimated that there were new infec-
tions in 390 000 children each year, and only 456 000 were receiving treatment, representing treatment coverage in 23%, (less than half of that for adults). 

While pediatric HIV infection has nearly been eliminated in the developed countries, in this report Solthis wanted to review the many reasons why this pediatric pandemic is “neglected” in the developing countries.  
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Summary of ARV validated for use in newborns and children by age. (April 2012)
The table below presents a summary of ARV based on 2 criteria: 

l Validation of the use of ARV in children and at what age this is possible  
l The existence of galenic forms adapted to pediatric use

NUCLEOSIDE REVERSE 
TRANSCRIPTASE IN-

HIBITOR (NRTI) 

NON-NUCLEOSIDE 
REVERSE TRANSCRIPTASE 

INHIBITOR (NNRTI)
PROTEASE INHIBITOR (PI) FUSION INHIBITOR (FI) CCR5 ENTRY  INHIBI-

TOR (EI (ICCR5)) INTEGRASE INHIBITORS (II)

Molecule Drug w/ 
pediat form Molecule Drug w/ 

pediat form Molecule Drug w/ 
pediat form Molecule Drug w/ 

pediat form Molecule Drug w/ 
pediat form Molecule Drug w/ 

pediat form

Zidovudine 

 

Névirapine 

 

Ritonavir Enfuvirtide 

 

Maraviroc 

 

Raltégravir 

 AZT/ZDV NVP RTV T-20 / EFV MRV RLT 

Stavudine

 

Efavirenz 

 

Saquinavir 

 D4T EFV SQV 

Lamivudine 

 

Etravirine Indinavir 

 3TC ETV IDV 

Didanosine 

 

Rilpivirine

 

Nelfinavir 

 DDI RPV NFV 

Abacavir 

 

Lopinavir/r 

 ABC LPV/r 

Ténofovir 

  TDF APV 

Emtricitabine Atazanavir 

 FTC ATV 

Tipranavir 

 TPV 

Darunavir 

 DRV 

Use validated in new-
borns and children  

Adapted pediat galenic forms available (syrup, pills)

Use in children    
>2 or 3 years  

Few pediat galenic forms (syrup)

Use in children  >6 yearss
 

No  pediat galenic form 

Use children  > 12 years

Summary of pediatric fixed 
dose combinations 

Composition Dose

AZT+3TC+NVP 60/30/50 mg

AZT+3TC 60/30 mg

AZT+3TC+ABC 60/30/60 mg

ABC+3TC 60/30 mg

D4T+3TC+NVP 6/30/50 mg

D4T+3TC+NVP 12/60/100 mg

D4T+3TC 6/30 mg

This table completes the preceding informa-
tion by presenting the different fixed dosed 
combinations adapted for use in children. 
These combinations have all been prequalified 
by WHO or by a strict drug regulation authority.

Etienne Guillard, 
Pharmacy Manager

Pediatric Focus

1. Lallemant M, Chang S, Cohen R et Pecoul B. Pediatric HIV — A Neglected Disease? N Engl J Med, 2011 ; 365 : 581-583. Disponible sur http://www.nejm.org/doi/full/10.1056/NEJMp1107275 
2. Drugs for Neglected Diseases initiative. http://www.dndi.org/

Update on pediatric ARV
In August 2011, the New England Journal of 
Medicine published a pertinent article that 
presented pediatric HIV as a neglected disease  
. Although the situation is far from optimal, it 
has nevertheless significantly improved in the 
past few years and months as shown in the 
table above.
A strong policy of research and development is 
necessary to validate new indications or gale-

nic forms. However the field of pediatric HIV is 
especially neglected in the economic model of 
the pharmaceutical industry. It is therefore hi-
ghly important that initiatives such as those of 
the DNDi  but also those of the Indian pharma-
ceutical companies continue to be the innova-
tive force they have been. To improve the ma-
nagement of pediatric HIV in the developing 
countries, besides developing new forms and 

indications, these products must also be conti-
nuously available in these  countries. Ensuring 
regular supplies is a major challenge.   



Solthis Newsletter • n°13 • June 201212

Discussion with Dr. David Masson, 
coordinator of Grandir
Dr. David Masson is a trained pediatrician. After a doing his pediatric residency in Paris, with a specialization 
in nutrition and infectious diseases, he founded an association in Bolivia to develop community healthcare 

projects. After 6 years in South America, he worked with Spanish Medecins du Monde in Senegal for 2 years to develop a regional 
project for the fight against AIDS in particular for PMTCT diagnostic services. 

Upon returning to France in 2007, he joined the program Grandir (www.grandir.sidaction.org) in 2008, where he is a medical 
consultant today. At the same time, he developed a service for pediatric home hospitalization in Lyon, where he is the Director 
and main medical coordinator. Today he shares his time between these two activities.

What are the difficulties of managing 
pediatric HIV/AIDS in Africa?
There are several difficulties. In the area of Pu-
blic Health, there are very few trained human 
resources, very few pediatricians, and even 
fewer pediatricians trained in HIV as well as 
very few psychologists or dieticians. As a re-
sult Psychosocial Educational Counseling for 
children with HIV is performed by physicians 
or adult psychologists who have very little ex-
perience in managing children. Management 
of children is limited to a few larger hospitals 
or associations, and decentralization remains a 
difficulty because there are even fewer teams 
trained in the outlying areas. 

There are also difficulties with individual fol-
low-up. Besides drepanocytosis (sickle cell ane-
mia), HIV is one of the primary chronic diseases 
managed by African teams. Generally pedia-
tric diseases in Africa are acute diseases such 
as malaria, diarrhea or pulmonary infections 
where children either live or die. This is the first 
time that there have been children with a chro-
nic disease on this scale who must be followed 
from early infancy to adulthood. 

There are very few pluridisciplinary teams in 
Africa. The teams have a hard time coordina-
ting medical, psychological and nutritional 
management. In general, there are physicians 
on one side, psychologists on the other, while 
social workers are generally in charge of nu-
tritional support.  This is even more complex 
when it involves adolescents who refuse their 
disease and treatment.  

Among the other difficulties is the limited 
number of treatment options in children (in 
particular ARV) compared to adults in high-in-
come countries. The galenic formulations are 
not always adapted to this population and sy-
rup ARV as well as treatment for opportunistic 
infections or banal infections are more expen-
sive in soluble forms. 

What strategy does the Grandir program 
use to deal with these difficulties? 
Grandir was created in 2006 when the discus-
sion about the management of pediatric HIV in 
Africa had just begun. Although tritherapy was 

available for adults in 2004-2005 children were 
a population that was not part of this progress. 
Our program was developed by Sidaction, « 
Initiative Développement », and « Sol en SI » for 
a certain period with the support of the French 
cooperative development. The Grandir pro-
gram intervenes in three different ways: 

First by distributing documents with gene-
ral information to all healthcare providers or 
service providers working in Africa, either in 
PMTCT or the management of children with 
HIV.  This information is published in the form 
of a trimestrial electronic newsletter: Grandir 
infos.  Grandir Actu is another newsletter, with 
a circulation of 1500, whose goal is to keep 
abreast of studies and articles published on 
pediatric HIV. At the same time, we have de-
veloped practical guides to help provide di-
rections for reflection and work in the medical, 
psychological and nutritional fields for teams 
in Africa. After three years of our program, we 
have published guides on the management of 
HIV, and other brochures on different themes: 
how to take treatment correctly, for example.

The second area of activity is providing finan-
cial and technical support to 17 associations in 
Francophone Africa  (Burkina Faso, Mali, Ivory 
Coast, Benin, Togo, The Democratic Republic of 
Congo, Burundi, Cameroon, Congo-Brazzaville 
and Chad).  This financial support is approxi-
mately 35 000 Euros per year and is accom-
panied by technical support with visits in the 
field by pediatricians who are experienced in 
the management of children with HIV. 

Finally we also draft classroom training mo-
dules for the members of associations financed 
by Grandir. They cover feeding newborns, psy-
chological support and revealing the diagnosis 
of HIV. We have just created a new training mo-
dule on therapeutic nutritional management. 

While it is estimated that only 10 - 20% of 
children infected with HIV have access to ARV 
treatment in Africa, have you noticed progress 
in the quality of pediatric HIV management in 
the field in the past few years? 

Progress has been made. Access to basic me-
dical care and to first line ARV treatment is 

easier now, in particular in hospitals in large 
cities. Moreover, more children have access to 
pediatric ARV and to more adequate galenic 
formulations. In 2006, children were adminis-
tered adult formulations that were broken or 
crushed. Today, children have access to pills 
with combined first line therapies. 

Access to PCR for early diagnosis and treat-
ment follow-up is changing slowly. It is not yet 
accessible in all countries and it is not perma-
nently available because of reagent shortages 
or maintenance problems. Nevertheless, the 
possibility of performing PCR on DBS (Dried 
Blood Spot testing) is increasing.

From a medical point of view offers of diagnos-
tic testing in hospital pediatric units or renutri-
tion units are still far too limited. Access to 
biological tests must often be paid for, which 
limits both follow-up and beginning ARV. In a 
certain number of countries the Global Fund 
does not finance biological tests in patients 
who are not receiving ARV, so assessment for 
inclusion and management of infectious com-
plications must often be paid for. 

The associations supported by Grandir have 
made significant progress, even if they are still 
generally at the mercy of the overall problems 
of pediatric management. Nevertheless, they 
have the support of Grandir which finances hu-
man resources, drugs for OI, biological follow 
up and nutritional support.  

Why is it so important to pay specific 
attention to malnutrition in children 
infected with HIV?
HIV is a disease which is frequently associated 
with tuberculosis. Children with HIV are all at a 
greater risk of catching banal infections asso-
ciated with the risks of malnutrition. Malnutri-
tion usually develops in children in poor fami-
lies who often do not receive enough calories. 
These children have a high risk of developing 
chronic or acute malnutrition, and because 
management is often delayed, delayed weight 
gain, growth and sometimes psychomotor de-
velopment is observed. All of these are more 
difficult to recover from in the developing than 
in the developed countries.  From another 
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point of view, with anthropometric monito-
ring which includes regular measurement of 
weight, height, and skull circumference, ab-
normal curves can be detected early that may 
have medical causes. This therefore supports 
early management and rapid treatment with 
ARV or for TB. In the past when the child was 
not growing normally, the physician sent him/
her to the social worker without evaluating the 
causes of malnutrition. Thus we have trained 
physicians to determine the etiology of malnu-
trition and identify whether the cause is a lack 
of calories, which can be solved by nutritional 
support, or if there is a medical problem which 
is affecting the child’s growth. Today there is a 
real challenge to train medical or paramedical 
providers by developing algorithms for patient 
management. 

Revealing the diagnosis of HIV to the child/
adolescent is known to be a strategic step 
in adherence. What strategy does Grandir 
use for this important moment of patient 
management? 
Indeed, the moment when the diagnosis of HIV 
is revealed is central for the child’s future. It is 
difficult to imagine a child taking pills morning 
and night for years without understanding 
why. The pretext used by parents and certain 
teams is that s/he must take the treatment 
because s/he has a rash, a cough, is tired, but 
when the immune system is restored, the child 
does not understand why s/he should conti-
nue taking the drugs.  

If the child does not receive a logical explana-
tion s/he will no longer adhere to treatment, 
and the disease will recur. Time must be taken 
to give children an explanation, and the pa-
rents must participate in this process. We have 
begun holding joint physician-psychologist 
consultations, where the physician reveals the 
disease and the psychologist manages the fol-
low-up.

Revealing the diagnosis of HIV is a problem 
that emerged in the field fairly early on in 
2007-2008: the child was receiving treatment 
without knowing why and the parents couldn’t 
bring themselves to tell him/her. We realized 
that the child was being informed too late, 

and under poor conditions. We therefore de-
veloped a training program with psycholo-
gists from the developing countries and par-
ticipants from the developed countries based 
on a generally accepted model of cognitive 
development in children. Piaget’s theory says 
that as of 7-8 years old, a child has acquired a 
system of operational thought that allows him/
her to understand that s/he is infected with a 
chronic disease. We advise our teams to use 
notions that a child can understand, without 
necessarily speaking of HIV directly. We speak 
of a treatment to “put the germ to sleep”: if s/
he stops treatment, “the germ is going to wake 
up”. This process is relatively easy for the teams 
to apply and is acceptable for parents. Depen-
ding upon the questions a child asks, at best 
around 11-12 years old, s/he can be told that 
the germ is called HIV. This explanation is also 
associated with a regular dialogue with the 
child.   

On the other hand, when this information is 
not revealed early enough, either because the 
parents do not what the child to know what 
s/he is infected with, or because adolescents 
learn about their disease too late, the reactions 
are negative and threaten successful treatment 
and the child’s trust in adults.  . It is sometimes 
difficult to get the child to understand that s/
he can be successfully treated with ARV, es-
pecially if his/her parents died of AIDS. An ini-
tial training course was created in 2009 and a 
workshop to exchange experiences was crea-
ted a year and a half later. Work was also begun 
with parents or tutors to deconstruct their re-
presentations of the disease and so they would 
commit to the process. We have made these 
training modules available in several univer-
sities, in particular Ouagadougou where our 
team has been participating in the University 
Diploma (Diplôme Universitaire) since last year. 
We hope that these ideas will be appropriated.

What are the main challenges for the 
Grandir program in 2015?
This program has funding until 2013. After 
than we do not have any visibility on whether 
the program will continue. We are focusing on 

transferring our expertise, by training partners 
in the developing countries and by offering 
training programs to associations that are not 
part of our program.If we can continue our ac-
tivities, we would like give priority to investing 
in the following activities: first finalizing pluri-
disciplinary disease management focused on 
3 themes: medical, psychological, and nutritio-
nal. Then we would like to improve the mana-
gement of adolescents. Finally we would like to 
perform capacity building on virological follow 
up and second line treatment in the teams. n

Interview by Magali Mévellec 
and Rémi Lefrançois
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Removing the barriers to diagnostic testing and access to treatment 
in Mali: a few thoughts
According to WHO, more than 80% of the people living with HIV in low or medium resource countries do no know that they are infected.

Stéphanie Tchiombiano, 
Head of Mission, Mali

Drepanocytosis (sickle cell anemia) is a hereditary genetic disease affecting the hemoglo-
bin of red blood cells. 

Normal hemoglobin A is replaced by abnormal hemoglobin S (HbS) causing a red blood 
cell deformity in the shape of a “sickle” which gives the disease its other name: sickle cell 
anemia. Sickle cell anemia is due to the presence of this mutation in the gene of the he-
moglobin situated on chromosome XI. Its genetic transmission is autosomal recessive and 
heterozygote subjects are healthy carriers. However, when the two chromosomes carry the 
gene, the subject is a homozygote subject with sickle cell anemia disease. It is the most 
common genetic disease in the world affecting approximately 50 million people. Every year 
300 000 children are born with a major hemoglobin anomaly and according to WHO, more 
than 200 000 cases have been identified in Africa. In the countries in western Africa such as 
Ghana and Nigeria, the frequency can reach 15 -30%. 

Niger is one of the countries in the west of Africa where sickle cell anemia is a major public 
health problem.  Indeed a transversal study performed in the schools in 2009 in Niamey in 
516 children aged 3-16 years old showed that 24.2% of the children were sickle cell carriers 
and 3.1% were homozygote carriers.

Sickle cell anemia associates 3 large categories of clinical symptoms linked to chronic he-
molytic anemia, severe, painful episodes (vaso-occlusive crises) and a high risk of infection 
with a wide variability of clinical expression depending on the individuals. 

In case of a severe vaso-occlusive episode, blood transfusion is the generally accepted 
treatment. Multiple blood transfusions in patients with sickle cell anemia increase the risk 
of infections including HIV infection. 

However, very few studies have focused on the association of HIV and sickle cell anemia 
either in children or adults. 

Are subjects with sickle cell anemia at a greater risk of HIV infection?

Does HIV affect the frequency and intensity of episodes of sickle cell anemia?  

Does HIV infection progress differently in subjects with sickle cell anemia and HIV than in 
those with HIV without sickle cell anemia? 

Does ARV treatment influence sickle cell anemia?

All of these questions should be the subject of studies both by healthcare institutions ma-
naging children with HIV and in sickle cell anemia reference centers.

By Roubanatou Maïga-Mamanou

1.  BARDAKJIAN J., WAJCMAN H. Epidémiologie de la dré-
panocytose. La Revue du Praticien 2004 ; 54, 1531-3.

2.  GALACTEROS F.Drépanocytose.Encyclopédie Orpha-
net. Février 2000. http://www.orpha.net/data/patho/
FR/fr-drepanocy.pdf

3.  MONTALEMBERT M. et col.La drépanocytose en 
France.Arch Pédiatr, 2006, 13, 1191-4.

4.  ORGANISATION  MONDIALE DE LA SANTE (OMS) Epi-
démiologie mondiale des troubles de l’hémoglobine 
et indicateurs de service dérivés. Bulletin de l’Organi-
sation Mondiale de la Santé ; Vol 86, juin 2008, 417-496.

5.  SMITH L.A. et al Sickle cell disease: a question of equi-
ty and quality. Pediatrics, 2006, 117(5),1763-70.

Associated HIV and Drepanocytosis infection
In Mali, for example only 12.9%  of the general 
adult population had been tested in 20061.In 
addition to this very low rate, the large majo-
rity of patients receiving treatment are dia-
gnosed when they are at the AIDS stage of the 
disease.  Except for PMTCT, healthy individuals 
are rarely tested for HIV infection. 

Take the Ségou region in Mali, for example.  
Solthis is working in this region to improve 
access to antiretrovirals for PLHIV. More than 
eight years after beginning our activities in 
support of the existing healthcare sector, with 
approximately sixty trained and operational 
doctors there are 12 treatment centers prescri-
bing ARV distributed throughout all the circles 
in the region. We feel that management of the 
disease is relatively good, both in relation to 
decentralized access to treatment and the qua-
lity of management. And yet a certain num-
ber of observations must be made. First, even 
though the treatment centers are sufficiently 
well organized to receive more patients, co-
verage of ARV needs is relatively low (approxi-
mately 33% of the needs). Moreover, access to 
diagnostic testing is very weak in the region, as 
it is in the entire country, in fact.  Finally, the 
rate of retention in patients who have begun 
antiretroviral treatment is particularly low in 
the Ségou region (1 737 patients still being 
followed and treated/3 057 patients who re-
ceived initial treatment, or a rate of 56%, one 
of the lowest of all the regions in Mali).  How 
can this high rate of patients who are lost to 
the healthcare system be explained?  One of 
the factors suggested in the literature2 as a 
hypothesis for lost-to-follow up HIV positive 
patients is the importance of discrimination 
and stigmatization of PLHIV. Doesn’t it seem 
important to increase our activities in this area 
which has remained relatively undeveloped in 
the program in Mali for the moment as well as 
in other countries where Solthis is working? 

At this stage and with these issues in mind, 
existing diagnostic testing must be evaluated  
(behaviors, level of knowledge, social repre-
sentations and beliefs motivating behaviors, 
environmental factors influencing these be-
haviors etc) to be able to define realistic goals 
to change behaviours. How can we convince 
“healthy” members of the population to be tes-
ted? What are the existing elements  to help us 
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Removing the barriers to diagnostic testing and access to treatment 
in Mali: a few thoughts
According to WHO, more than 80% of the people living with HIV in low or medium resource countries do no know that they are infected.

Stéphanie Tchiombiano, 
Head of Mission, Mali

create information and education activities on 
health.  

Obviously, certain socio-demographic ele-
ments must also be taken into account, for 
example the young age of the population (ap-
proximately 50 % of the population is under 
15), the low level of education (57% of the men 
have gone to school versus 23% of the women) 
or even the linguistic diversity of Malians (six 
different languages with one predominant, 
Bambara).  

Our review of HIV health education activities in 
Mali, in particular in the Ségou region revealed 
several interesting elements: 

l  the difficulty of evaluating the real impact of 
activities implemented to date in the area of 
Communication to Change Behaviors (Com-
munication pour un Changement de Com-
portement (CCC)). 

l  the relatively mixed results of “pair-educa-
tion” approaches (using young people to 
educate other young people etc.) 

l  the importance of taking diverse approaches 
for a more reliable message  

l  the lack of communication/awareness about 
PMTCT 

l  the lack of concrete information about the 
location/types of diagnostic testing and ma-
nagement. 

l  very few initiatives against stigmatization, 
despite increased awareness of the impor-
tance of this topic in the past few years. 

l  lack of discussion/coordination of activities 
to raise awareness (political documents on 
communication exist but are not widely dis-
tributed or well known, and the actors rarely 
seem to work together to harmonize tools 
and approaches  etc.). 

Moreover and to further increase our unders-
tanding of the situation, we asked the Research 
Association Miseli to perform a socio-anthro-
pological study on the obstacles to diagnostic 
testing and treatment in the Ségou region. To 
put it simply, several main ideas emerged from 
this study. One was the total lack of distinction 
between HIV infection and AIDS, which are 
completely related in popular representations.  
The level of knowledge remains very low and 
representations have progressed very little: 
AIDS is still both a disease and a social issue 
imbedded in discourse and rumor. Moreover, 
although the infection is not seen as the grea-
test existing health risk (compared to malaria 
for example) it is clearly the most anxiety pro-
ducing disease. This anxiety results in two atti-
tudes: minimizing the risk and maximizing the 
danger, which is unacceptable and impossible 
to manage. Diagnostic testing is in fact, rarely 
totally voluntary (motivated by the desire to 
face reality), but more often due to external 
pressure (during campaigns for mobile testing, 
during a prenatal consultation at a PMTCT pro-
gram, or from a prescription by healthcare pro-
vider because of a suspected medical problem 
for example). 

The main obstacles to testing are the fear of 
social death which takes clear priority over 
the fear of physical death, mistrust of testing 
conditions and the feeling of being in control, 
which makes it possible to ignore occasional 
risk taking.  Although the population is ge-
nerally aware of the existence of this disease 
(denial is decreasing) and ARV treatment, this 
awareness is theoretical and abstract, with no 
relationship to disease management (where to 
be treated, how, by whom, the cost).  Moreover, 
there is a general mistrust of healthcare institu-
tions? and personnel, in particular in relation to 
confidentiality which is an additional obstacle 
for someone who might wish to take personal 
initiative to be tested. 

In conclusion four approaches could be taken 
to increase mobilization for a truly voluntary 
approach to HIV testing.  :

l  Clearly define HIV infection and create and 
circulate an image which is separate from the 
AIDS stage of disease.  

l  Reconfirm the risk of sexual contamination 
compared to blood borne transmission and 
raise awareness about occasional at-risk 
sexual practices 

l  Improve recognition of diagnostic testing, 
in particular by rectifying deficiencies in the 
public health system (work on improving the 
patient/healthcare provider relationship). 

l  Support the « respect of confidentiality» as 
an advantage and motivating factor for ob-
taining treatment. n

1. Demographic and Health Investigations in Mali IV-2006 (Sources Enquête de Démographie 
et de santé du Mali IV- 2006.) A new investigation will be performed in 2012 and should make 
it possible to update these figures. 

2. Adherence and retention in HIV Care in resource-limited settings, Hatip, issue 176, 12 avril 
2011.

Education for Health
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In 2006, in its report « Working together for 
health»1, WHO sounded a wake up call on the 
problem of health human resources (HHR), a 
key issue for healthcare systems if the Millen-
nium Development Goals are to be reached. 
This report revealed the acute shortage of hu-
man resources in the 57 developing countries, 
including 36 in sub-Saharan Africa and 6 in 
Southeast Asia. Six years later, what is the 
outcome of this WHO wake up call? Although 
there is now a consensus on the necessity of 
reinforcing HHR, it is clear that progress is not 
yet being made in the field.   

According to WHO, in 2006 the cumulated de-
ficit of healthcare personnel in the countries 
with acute shortages was 4.3 million people.  
This global shortage hides a certain number of 
flagrant inequalities: sub-Saharan Africa only 
has 3% of the world’s healthcare providers, but 
11% of the world’s population, while it sup-
ports 24% of the burden of global morbidity. 
This is a ratio of 18 physicians/100000 inhabi-
tants, while India has 60 physicians and France 
370 for the same number of inhabitants2. In ad-
dition to the quantitative shortage is the im-
balanced distribution of HR3 in these territo-
ries: rural and isolated areas are abandoned for 
urban areas, whose living and working condi-
tions are considered to be more attractive.  The 
causes of this situation are well known: 

l  insufficient training4. The developing 
countries do not train enough human re-
sources to compensate for losses due to attri-
tion, emigration or mortality. 

l  low capacity of absorption in the countries 
due to both structural adjustments to inter-
national financial institutions5 and a lack of 
political will power by leaders. Commitments 
have not been met in either the developing 
or in the developed countries: to allot 0.7% 
of the GNP to public development aid in the 
developed countries and 15% of the national 
budget to the field of health in the countries. 

Insufficient hiring and very low salaries result 
in a paradoxical situation in which numerous 

healthcare providers are unemployed despite 
the demand, or are obliged to seek alternative 
sources of revenue so that they are no longer 
available to public healthcare centers.  

l  migratory tendencies which result in the 
displacement of healthcare providers from 
disadvantaged to richer areas in concentric 
circles, first on a local and national level, 
then on a continental and finally internatio-
nal level6.

To respond to these problems several different 
directions should be explored: reliable data 
must be produced, the training of personnel 
should be increased and the distribution of 
personnel improved, migration should be limi-
ted, and the international community must be 
mobilized. 

Developing national strategies based 
on reliable data  

The first obstacle to implementing a strategic 
response to the HR crisis is the lack of reliable, 
up-to-date data on healthcare providers. To 
respond to this situation, WHO has supported 
the creation of an African Observatory for Hu-
man Resources in Health7, which will be wor-
king at the level of each country. The goal of 
these observatories is to collect exploitable in-
formation on health human resources in each 
country to support national strategies to meet 
existing needs. However, in 2011, less than 
half the countries with acute shortages had 
mechanisms to obtain information. Moreo-
ver, although 75% of the 57 countries with an 
HR crisis declared that they had programs to 
strengthen their HR, only 23% had a quantified 
national plan8, suggesting that the application 
of these plans is behind schedule.

Increase the training of personnel and 
optimize their use  

An investigation of 105 medical schools in sub-
Saharan Africa9 reported that in most schools 
the strategy of increasing the number of first 
year students was only begun 5 years ago. Cer-
tain trends can be seen such as an increase in 

the number of private schools, the creation of 
community curricula and the development of 
international partnerships. Nevertheless, nu-
merous challenges persist such as insufficient 
means, weak existing infrastructures and a 
low rate of regulation in this sector. Finally the 
lack of coordination between the education 
and health sectors is a major problem. In Mali 
despite the significant needs in the sector, the 
annual number of graduate doctors is greater 
than the number of new doctors that can be 
recruited in the country, emphasizing the low 
capacity of absorption in these countries, and 
the need to consider optimizing existing per-
sonnel as well.  

Because of this urgent situation one of the fa-
vorite short term solutions is to reorganize the 
skill mix10 in the healthcare teams by task-shif-
ting, which gives new responsibilities to less 
qualified providers whose lower time and trai-
ning costs make it possible to rapidly increase 
the size of the teams11. One of the pillars of 
the WHO UNAIDS «Treatment 2.0» initiative is 
to «adapt the offer of care»12, in particular by 
task shifting so that access to HIV treatment 
can be scaled up. Numerous studies have been 
performed13 to show that task shifting has si-
gnificant potential for improving access to care 
as well as being more cost-effective, although 
real scientific research studying the outcome 
of patients in these contexts are not yet avai-
lable. Although task shifting is a fact in nume-
rous countries, it has not yet been sufficiently 
formalized, in particular with systems of follow-
up and continuing education, which are neces-
sary to maintain the quality of care and the mo-
tivation of its agents.  In the face of resistance 
by certain professionals to this new approach, 
the question of how to integrate new health-
care managers who have been trained within 
the healthcare teams14  must also be solved.

Limit migration

To improve the retention of healthcare person-
nel on the local level and compensate for their 
imbalanced distribution, several types of finan-

 The crisis of human resources in healthcare: international update and the challenges in the field.  
Caroline Gallais

Grant development officer

Nathalie Dariès
Head of mission Sierra Leone
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mobiliser les communautés
13. B. Fulton et al. (2011), “Health workforce skill miw and task shifting in low income 
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cial incentives or not and measures to increase 
recognition of the work of health human re-
sources (HHR) have been suggested such as 
constructing training centers in rural areas or 
developing a system of protection for HHS. The 
main project in this area was the publication of 
WHO guidelines in 2010 to « increase access to 
healthcare personnel for rural or remote areas 
by improving retention»15.  Although 63% of 
the countries with acute shortages have decla-
red that they have taken measures to increase 
retention of their personnel16 the impact has 
not been evaluated and the lack of real strate-
gic planning is a problem.

On an international level WHO has developed 
and adopted an International Code of Good 
Practices for recruiting healthcare personnel. 
The goal of this code is to  « establish and pro-
mote voluntary principles and practices for the 
ethical international recruitment of healthcare 
personnel by taking into account the rights, 
obligations and expectations of destination 
countries and of migrant healthcare person-
nel». This measure encourages participating 
countries to adopt ethical principles of recruit-
ment and treatment of healthcare personnel 
and good practices in relation to migration, 
in particular the need to compensate for the 
negative effects created by the emigration of 
HHR in countries with acute shortages.  Howe-
ver, because the Code is not legally binding, 
there are no data on its application, which 
depends upon the good will of the member 
countries to document their progress in this 
area17.  Moreover, it should be noted that al-
though the brain drain is an important ethical 
issue because it creates even more tension in 
systems that are already moribund, it appears 
marginal compared to the size of the problem: 
doctors and nurses born in Africa and working 
in OECD countries only represent 12% of all the 
estimated shortages on the continent18.

Mobilize and coordinate the 
international community

The question of HHR has been on the politi-

cal agenda since 2006, in particular with the 
G8 summit in Tokyo in 2008 and the 1st Global 
Forum on HHR in Kampala supported by the 
Global Health Workforce Alliance  (GHWA) and 
resulting in the Kampala Declaration, which 
serves as a reference for developing strategies 
on a national and international scale. Never-
theless, the 2nd Global Forum organized in Ja-
nuary 2011 in Bangkok was forced to note that 
«despite the high level of commitment world-
wide, progress translating policies into action 
is slow»19.

It is true that the major international funding 
agencies in the health sector have placed the 
specific question of health system strengthe-
ning (HSS) on their agendas and that health 
personnel is one of the keys to this approach20: 
specific funding for HSS by GAVI (Global Al-
liance for Vaccines and Immunization) and the 
Global Fund, and a goal by PEPFAR (President’s 
Emergency Plan for AIDS Relief ) to train and 
retain 140 000 additional healthcare workers 
in the PEPFAR countries between now and 
2014. Nevertheless, the large majority of these 
grants are conditioned by their association 
with the main goals of each agency (mother-
child couple for GAVI, the three diseases HIV/
AIDS, tuberculosis and malaria for the Global 
Fund)21.  Moreover, most of the grants are used 
to finance continuing education, which repre-
sents a short-term view rather than investing in 
initial training in health personnel and global 
health system strengthening22. It can also be 
noted that most GAVI and Global Fund grants 
fund salary increases for certain personnel, 
with no information on the possible unfore-
seen repercussions to the system, or whether 
these practices are continued after the end of 
the grant.  

To improve the use of available funds, the main 
challenges are to actually apply the 2005 Decla-
ration of Paris whose goal is to align the com-
mitments of the international agencies with 
national priorities and to achieve effective coor-
dination among the different partners via plat-
forms such as the World Health Initiative  (IHP+).

Finally, although the question of the impor-
tance of HHR seems to have made an impres-
sion on the minds of national and internatio-
nal decision makers, there is still a long way 
between a declaration of intention and taking 
action, and more important having an impact. 
Because the world economic crisis is on the top 
of the international agenda, there is a risk that 
mobilization for HHR could run out of steam. 
And yet all of the challenges in the field remain, 
as shown by the example of Sierra Leone. 

Specific context of Sierra Leone

The situation in Sierra Leone is not exceptional.  
The deficit in health HR in Sierra Leone is sum-
marized in the table below: 

Type of 
personnel Number

Density 
per  10 000 
inhabitants

WHO norms

Doctors 95 0,2
23Nurses and 

midwives 991 1,7

Pharmacy 
personnel 192 0,3

Source : World Health Statistics 2011, WHO 

Two main factors explain the deficit in Sierra 
Leone:
l  The brain drain: during the war (1991 – 

2002), 70% of the graduates from medical 
school left the country, when half the heal-
thcare facilities were destroyed. Sierra Leone 
is one of 10 countries with the highest rate 
of expatriate doctors in the world; more than 
60% of the doctors trained in the country 
have emigrated23 and today there are more 
doctors from Sierra Leone living in Chicago 
than in Sierra Leone24. Today still, the attrac-
tion of higher salaries and better living and 
practicing conditions pushes doctors to leave 
the country. 

l  Not enough trained doctors: every year 
between 10 and 20 doctors graduate from 
the medical school in Freetown. Only one 
university with very limited means, very few 
professors and medical students with a low 
academic level are all causes of the shortage 
of graduates, which increases the shortage of 

countries : a review of recent evidence”, Human Resources for Health, 9:1
14. Callaghan et al. (2010), A systematic review of task-shifting for HIV treatment and care in 
Africa, Human Resources for Health, 8:8
15. http://www.who.int/hrh/retention/guidelines/fr/index.html
16. Rapport du 2ème Forum mondial sur les ressources humaines pour la santé, « Passer en 
revue les progrès accomplis, renouveler les engagements pris en faveur des agents de santé 
sur la voie des OMD et au-delà », 25-29 janvier 2011, Bangkok, Thaïlande (OMS, GWHA, JICA)
17. http://www.who.int/hrh/migration/code/code_nri/en/index.html
18. OECD (2007) “Immigrant health workers in OECD countries in the broader context of hi-
ghly skilled migration”, Part III of International Migration Outlook 2007
19. Rapport du 2ème Forum mondial sur les ressources humaines pour la santé, « Passer en 
revue les progrès accomplis, renouveler les engagements pris en faveur des agents de santé 

sur la voie des OMD et au-delà », 25-29 janvier 2011, Bangkok ; OMS, GWHA, JICA
20. M. Vuijicic et al. (2012), “An analysis of GAVI, the Global Fund and World Bank support for 
human resources for health in developing countries”, Health Policy Plan, first published online 
February 13
21. J. Sundewall et al. (2011), “Health-systems strenghtening : current and future activities”, 
The Lancet, vol.377, April 9 
22. B. Samb et al. (2009), “An assessment of interactions between global health initiatives and 
country health systems”, Lancet, 373(9681):2137-69
23. OECD (2007), “Immigrant health workers in OECD countries in the broader context of hi-
ghly skilled migration”, Part III of International Migration Outlook 2007
24.  “Sierra Leone: For Better Pay - Doctors Flee to Other Countries”, Africa News, April 2, 2003
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HR in the healthcare centers every year. Not 
to mention pharmacists (5/7 per year) or la-
boratory technicians  (whose training only 
started up again 7 years ago).

In addition the geographic distribution of HR 
is imbalanced. Eighty four percent of the doc-
tors and 100% of the midwives are based in the 
region of the capital Freetown. As a result, a 
considerable number of healthcare centers are 
served by nurses aides who have been trained 
to provide community obstetric care.  
Because of this situation the Minister of Health, 
with the assistance of its development par-
tners is trying to implement a strategy of deve-
lopment and retention of its HR.
In 2006, a national policy for the management 
of HHR was developed and associated with an 
operational action plan. The goal of this po-
licy is to provide each healthcare center with 
competent and motivated medical personnel 
and ensure the development and training of 
human resources that correspond to national 
needs.  

Strategy for the “quantitative » 
improvement of human resources” 

There are several actions to be taken in the 
strategy to quantitatively increase HHR:
l  Increase the number of graduates: a new 

more welcoming, more spacious university 
has been built outside the city with Chinese 
cooperative aid. The two years of the medi-
cal preparatory program as well as the first 2 
years of medicine are now taught in this new 
university. It is part of a new University Hos-
pital Center that will be completely operatio-
nal once physicians, equipment and patients 
have found their place within this establish-
ment.  

l  Retain HR by raising salaries in the public sec-
tor: in 2010, the government raised all sala-
ries for healthcare personnel. Doctors, in par-
ticular, received a substantial salary increase, 
from 200 - 800 dollars per month.

l  Complete local human resources with fo-
reign human resources: Cuban, Nigerian and 
Chinese doctors will be recruited alongside 
doctors from Sierra Leone.

Strategy for the «qualitative » 
optimization of human resources 

In addition the Minister of Health and Hygiene 
is also implementing various measures for the 
qualitative improvement of HR:
l  Improving the distribution of HR: Salary 

raises were associated with delocalization 
bonuses to encourage medical personnel to 
accept positions in the regions. 

l  Reorganizing the offer of healthcare by task 
shifting: this is particularly necessary in a 
country that only has 3 physicians/100000 in-
habitants. Task shifting has been implemen-
ted rapidly in Sierra Leone. Thus, for example 

each district hospital (a total of 13) has a team 
of nurses specialized in the management of 
HIV.

l  Increasing the focus on training provided 
by development partners, whether they 

are NGO or technical and financial partners, 
whose programs are shared with Directors in 
the Ministry. To review all proposals and draft 
a national training plan, all training has been 
suspended until June 2012.  

l  Practicing preventive medicine to reduce 
morbidity and thus the burden on the heal-
thcare system: the strategy of the Minister of 
Health is based on primary healthcare with 
specific attention paid to healthcare services 
and disease prevention. Thus provider-initia-
ted diagnostic testing, recommended by the 
national program, makes early diagnosis of 
patients possible but will also help increase 
user awareness and thus prevent the trans-
mission of HIV by giving HIV negative indivi-
duals the means to remain HIV negative.

Despite the determination of the Minister of 
Health (13.1% of the national GNP is dedica-
ted to health), the impact of this strategy is not 
evident in the field because of lack of funds to 
actually implement it.  Indeed although the 
effects of financial incentives to move to ru-
ral areas and the salary increases financed by 
the DFID and the Global Fund seem to be po-
sitive, there are still difficulties in the field. In 
response to this situation, Sierra Leone agreed 
to sign its Compact document in December 
2011. The goal of this document from the 
World Health Initiative  (IHP+) is to coordinate 
international aid so that the goals defined in 

the national strategic plan can be reached. The 
Initiative also performs an annual assessment 
of the progress made in the country. Never-
theless its application will depend upon tech-
nical and financial partners respecting their 
commitments. And it is urgent: as the number 
of initiatives increase on paper, the human re-
sources crisis remains.  n

Sierra Leone, 2012
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Solthis News

Solthis partner 
of the review 
Transcriptases 

During the ICASA 
conference, or-
ganized in Ad-
dis-Abeba from 
December 4- 8, 
2011, Solthis joi-
ned forces with 
Transcr iptases, 
the French re-
view of medical 

information on HIV. This special issue includes 
articles on the medical and socio-anthropolo-
gical aspects of the fight against HIV written by 
Heads of Mission, physicians and pharmacists 
from Solthis. The special issue was distributed 
to the 1500 participants at the francophone 
conference in Geneva. It is available on line on 
the website: www.vih.org and on the Solthis 
website.

Activity Report 
2011

Available in French 
on our website. 
Coming soon in 
English

Moving towards the 19th AIDS 
Meeting, July 22 -27 2012, in 
Washington DC

Solthis will join the 20,000 participants in 
Washington DC from July 22-27, 2012, for the 
19th AIDS conference.  This meeting of the 
actors of the fight against HIV/AIDS, which is 
organized every two years by the International 
Aids Society, is being held in the US for the first 
time, thanks to the removal of restrictions for 
entering the territory based on HIV status. This 
year the organizers would like to focus upon 
a collective action to stop the progression of 
HIV based on the theme «Turning the tide to-
gether*», Let’s reverse the trend together.

Some of the different themes developed in the 
15 plenary sessions include: 

l to end the epidemic: reverse the tendency;
l reversing the tendency on transmission;
l progression of the epidemic in the field;

Solthis will be present at the France stand 
coordinated by CRIPS France. The 20thmeeting 
will be held from June 30- July 3, 2013 in Kuala 
Lumpur in Malaysia.

The 2012 
Edition of the 
Manual on 
Pediatric AIDS in 
Africa 

The Manual on 
Pediatric AIDS in 
Africa is a practical 
tool published for 
the second year 
by the African 
Network for the 

care and support of children with AIDS (Réseau 
Africain pour les soins et le soutien aux enfants 
affectés par les SIDA (ANECCA)) and the West 
African Organization for Health (Organisation 
Ouest Africaine pour la Santé (OOAS)). 

This manual is a training tool for the manage-
ment of HIV/AIDS destined for francophones 
who are working on the prevention, treatment 
and support of pediatric HIV infection.   For the 
publication of the 2012 edition, the organizers 
decided to invite approximately 30 experts 
from West, East and Central Africa to meet, 
including Dr. Roubanatou  Abdoulaye-Mama-
dou, who manages the Solthis PMTCT program 
in Niger.  They met together from May 14-18 
in Saly, Senegal and validated the data in the 
manual. 

      

R a p p o r t 
d ’ a c t i v i t é 2011

L’ a c c è s  a u x  s o i n s  p o u r  t o u s 
p a r  l e  r e n f o r c e m e n t  d e s  c o m p é t e n c e s 

d e  c h a c u n

Mali

Mali : 
update on the 
situation  

After the coup d’etat on 
March 22 in Mali, and be-
cause of the situation in the 
three regions in the north 
of the country, Solthis de-
cided to evacuate part of 
its expatriate team from 

Mali. The main cities in these regions have been under the 
control of the MNLA (Mouvement National de Libération 
de l’Azawad) and several armed terrorist groups, in particu-
lar (Ançar Dine and AQMI) for several weeks. Moreover, our 
activities in the Mopti region have been temporarily sus-
pended. Our team has been relocated and restructured to 
be able to continue to work as efficiently as possible under 
these difficult conditions. 

Sierra Leone : signature of an 
agreement with the national partners  

Pr. Gilles Brucker, General Secretary of Solthis 
visited Freetown last February for the signa-
ture of the partnership agreement with the 
Public Health Minister.  Pr. Brucker met with 
the principle national partners in the fight 
against AIDS during this visit, in particular the 
National HIV/AIDS Secretariat (NAS), the na-
tional HIV/AIDS control program (NACP) and 
the medical school.  Solthis has been present 
in Sierra Leone since September 2011 and is 
now working in the region of Freetown by 
supporting the improvement of HIV manage-

ment in the hospitals of Connaught and Rokupa, the Military hospital, the Lumley 
hospital, the Chest clinic and the community health centers: George Brook and 
Murray Town.
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On the field: team members

Amina Abdoulaye, Alain Akondé, Hadiza Baoua, 
Moussa Ado Bagida, Kambanya Bah, Nana 
Aichatou Barke, Ousmane Cissé, Nathalie Daries, 
Ambroise Dembele, Charlotte Dézé, Bassirou 
Diallo, Ibrahim Diallo, Mouslihou Diallo, Sanata 
Diallo, Mamane Harouna, Hadizatou Ibrahim, 
Julie Hirschpieler, Mariame Kante, Aboubacar 
Keita, Dramane Keita, Aimé Kourouma, Hélène 
Labrousse, Franck Lamontagne, Grégoire Lurton, 
Roubanatou Maiga, Emmanuel Ouedraogo,  
David Pelletier, Mohamadou Souleymanou, 
Sophie Ouvrard, Mary Sissoko, Stéphanie 
Tchiombiano, Hannah Yous.

The headquarters

Pénélope Autret, Sophie Calmettes, Cécile Carrër, 
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The scientific group 
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Autran, Dr Elie Azria, Pr Olivier Bouchaud, Pr 
Elisabeth Bouvet, Dr Guillaume Breton, Pr Gilles 
Brücker, Pr Vincent Calvez, Dr Ana Canestri, Dr 
Guislaine Carcelain,   Pr Mohammed Cissé, Pr 
Dominique Costagliola, Pr Christian Courpotin, 
Pr Patrice Debré,   Pr Diane Descamps, Pr Marc 
Dommergues, Pr Serge Eholié, Dr Arnaud 
Fontanet, Pr Véronique Fournier, Dr David 
Germanaud, Pr Pierre-Marie Girard, Dr Florence 
Huber, Pr Jean-Marie Huraux, Pr Vincent Jarlier, 
Dr Bernard Jarrousse,   Pr Christine Katlama, 
Dr Delphine Le Mercier, Yoann Madec, Dr 
Almoustapha Maïga, Dr Anne Geneviève 
Marcellin, Dr Bernard Masquelier, Dr Vanina 
Meyssonnier, Dr Robert Murphy,   Dr Gilles 
Peytavin, Pr Christine Rouzioux, Dr Aliou Sylla, Dr 
Tuan Tran-Minh,   Dr Mariam Traoré, Dr Roland 
Tubiana, Dr Marc-Antoine Valantin, Charlotte 
Verger, Dr Jean-Paul Viard.
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Subscribe to Solthis e-news and receive our Newsletter by e-mail. 

The Solthis scientific day 2012  
Thursday, June 28
Hôpital de la Pitié-Salpêtrière

9 am:  Opening

9.15-10.30 am:  The challenges of pediatric HIV in developing countries

10.30-11 am:  Which medical care for hepatitis C in the South?

11.15-1 pm:  How to deal with the therapeutic failure in the South?

2-3 pm:  News from the Global Fund: how to get out of the crisis? 

3-4.45 pm:  Data quality at the heart of successful programs

5-5.30 pm:  General Assembly
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