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As president of the 7th AFRAVIH 
conference, can you say a few words to 
describe the key elements, and your 
expectations for this year’s programme?
AFRAVIH represents a significant meeting-
point for the French-speaking world, in both 
the Global North and the Global South. This 
year, three new elements will be introduced, 
all of which aspire to pluridisciplinarity, from 
fundamental to applied research:
l  new perspectives on hepatitis ; 
l  the ANRS’ choice to hold their annual funda-

mental research seminar during our forum;
l  and, lastly, alongside the important role 

usually accorded to associations, the role of 
vulnerable groups through specific sessions 
dedicated to MSM in the currently difficult 
political context.

Access to treatment and therapeutic strate-
gies, particularly with regards to prevention, 
are also central to the conference, with several 
sessions dedicated to these issues, as well as 
sessions on biological monitoring and on the 
emergence of resistant strains in the Global 
South.

This year, the HIV world has taken on the 
issue of hepatitis. What can you tell us 
about this confluence? What joint issues 
should we expect to face in the future?
Indeed, four sessions will be dedicated to 
hepatitis, with some (but not all) addressing 
coinfection with HIV. The arrival of new mo-
lecular compounds have finally allowed for 
effective and well-tolerated treatments for 
hepatitis C. But while the possibility of being 
cured of hepatitis C may be a medical reality, it 
does not yet constitute a public health reality. 
Treatment is expensive and effective in the 
North, but endemic conditions in the South 
persist for patients who do not have access to 
treatment due to their cost.

With HIV and hepatitis alike, there is both 
urgency and convergence in terms of public 
health. The stakes are both political and clini-
cal with regards to both infections.

Political stakes, because the cost of treatment 
for hepatitis remains an obstacle which must 
be removed through lobbying actions similar 
to those which took place fifteen years ago 
with regards to HIV/AIDS. Isabelle Andrieux-
Meyer (Doctors Without Borders) will address 
this issue of access to treatments for hepatitis 
during the opening ceremony.

Shared clinical stakes as well, because a coin-
fection with hepatitis has a detrimental effect 
in resistance to HIV – and the same is true 
reciprocally. In Cameroon for example, 10% of 
patients infected with HIV are coinfected by 
the hepatitis C virus. Treatment of such coin-
fections, within the framework of treatment 
for HIV, is therefore urgent. We cannot allow 
10% to die of hepatitis C, so we must be able 
to treat both infections simultaneously. 

The Focus topic in this issue of the Solthis 
Newsletter is dedicated to key 
populations. It is also a subject that 
occupies an important place in the 
programme of the 7th conference. Could 
you explain why this is? 
Here again, the stakes are twofold, both poli-
tically and in terms of public health. These 
vulnerable, stigmatised, populations have 
even more difficulty in accessing treatment 
and prevention. In a certain number of fran-
cophone countries facing a generalised 
epidemic, conditions have shifted toward a 
localised epidemic within certain population 
groups. In order to control infection, it is cru-
cial to take actions which target these groups. 
Homosexuality in the South is a good example 
of this compound issue: it is political when 
considering discrimination and human rights, 
and concerns public health with regards to 
the specificity of reaching and treating this 
key group.

The question of access to prevention and 
healthcare for these vulnerable groups (MSM, 
sex workers, intravenous drug-users etc.) is a 
true public health concern. This is why seve-
ral specific sessions, intentionally distinct 
from general presentations, will be dedicated 
to MSM, to drug addiction or to drug use in 
prison, not only in relation to HIV but also to 
hepatitis, because it is vital to treat both infec-
tions simultaneously within these key popula-
tions as well.

The city of Montpellier and your 
laboratory have decided to host the 
AFRAVIH conference. Can you explain this 
choice? Do you consider the IRD’s 
engagement to be particularly 
“francophone”?
This choice is the result of a kind of double le-
gitimacy, both scientific and historical. Mont-
pellier University is in fact the 2nd hub for 
HIV research in France, after Paris, and is also 

the oldest medical school, functioning since 
its creation in the XIIIth century. Montpellier 
is a city known for its openness to new ideas 
and occupies an important place in both the 
French and the international landscape.

The IRD is a state institution of the same stan-
ding as the INSERM or the CNRS, which spe-
cialises in the Global South in the HIV field. For 
more than 20 years, the IRD has, in partnership 
with countries in the South (and particularly 
with francophone countries), undertaken fun-
damental research projects - such as those on 
the discovery of the origin of the AIDS virus by 
Eitel Mpoudi-Nole and Martine Peeters - and 
interventional research projects: for instance, 
the first-ever validation of the usage of gene-
ric ARVs in Cameroon, or the support given to 
the first initiative for access to ARVs in Africa, 
in 1998 in Senegal, with Ibra Ndoye and Ber-
nard Taverne, even before the ACCESS pro-
grammes. The IRD, and particularly my unit, 
have always striven to be ahead of the curve 
for access to healthcare in the Global South, 
even at a time when many international or-
ganisms gave priority to prevention above 
access to care.  n

Prof. Eric Delaporte, President of the 7th International 
Francophone Conference dedicated to HIV and Hepatitis
Eric Delaporte is a professor of Infectious Diseases at the University Hospital of 
Montpellier, where he directs the International Joint Research Unit on HIV (UMI 233), a 
collaboration between the Institut de recherche pour le développement (IRD) and the 
Universities of Montpellier, Yaoundé and Dakar. He is also a co-founder of l’AFRAVIH.

Interview
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Editorial

Find the interview with 
the co-President of the 7th 

International Francophone 
Conference on page 4.

The 7 th International Francophone 
Conference Against HIV, organised by 
AFRAVIH is being held in Montpellier 
from April 27 th to 30 th and, this year, will 
include the fight against hepatitis.
Solthis, engaged in the fight against HIV in the Glo-
bal South, supports this important gathering of the 
francophone world and, in this special AFRAVIH 2014 
edition of the Newsletter, has given the floor to Pro-
fessor Eric Delaporte, president of this 7th Conference, 
and to his co-president Professor Myriam Sylla, who 
leads a remarkable paediatric treatment and care pro-
gramme in Mali.

We are also pleased to present, in this edition, some 
of Solthis’s research, of which eighteen projects were 
chosen by the scientific committee of the conference 
to be presented as posters or oral presentations. Their 
themes highlight Solthis’ multidisciplinary and global 
approach: family screening, high-quality monitoring 
of children, opportunistic neurological infections, the-
rapeutic patient education and adherence, prevention 
of stock-outs, and last but not least the key issue of 
funding.

However, none of the initiatives, none of these innova-
tions are capable of subduing the HIV infection if they 
cannot reach, first and foremost, the key populations. 
This is the featured focus topic of this edition.

More than ever, discriminatory measures against cer-
tain groups in the population due to their gender, 
their sexual orientation, or their identity must be de-

nounced as unacceptable attacks on the dignity and 
rights of human beings.

The recent measures and declarations made in Russia, 
in Uganda, in Arizona in the United States and in many 
other countries against homosexuals are an affront on 
all of humanity.

These exclusions, these punishments, these forms of 
marginalisation destroy public health policy and the 
ability to control the HIV infection for the good of one 
and all.

Consider, for instance, how much the recognition of 
addiction as a part of a harm-reduction policy, brin-
ging drug users into contact with healthcare facilities 
– instead of  incarcerating them as is the case in Eas-
tern Europe and in Asia – has caused an observable 
reduction in the role of syringes in the epidemiology 
of HIV.

The freedom to see, to hear and to love is our driving 
force in life, our strength and our wealth, and a funda-
mental expression of the intelligence of mankind.

Dr. Louis Pizarro Prof. Gilles  Brücker
CEO   Professor of Public Health
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You are an ambassador of paediatric care 
and treatment. What role does this aspect 
play in this 7th conference dedicated to HIV 
and hepatitis? What specific issues 
surrounding paediatrics will be included in 
this year’s programme?
This year’s programme dedicates two sessions 
to paediatrics, whereas previous editions 
included only one. It’s a sign of the develop-
ment of this theme. Cross-cutting sessions 
on biological monitoring, as well as sessions 
on PMTCT (prevention of mother-to-child 
transmission) will also address paediatric 
HIV. I believe that studies and efforts on this 
theme in the Global South are going to proli-
ferate, given the decentralisation of care and 
treatment in those countries. The challenges 
of paediatric treatment are many, and among 
them the screening of children and access to 
ARVs remain, for me, the main priorities.

You are co-president of the 2014 AFRAVIH 
conference, a space for scientific sharing 
and collaboration within a community 
which shares a common language and 
common values. In your opinion what do 
African practitioners think of this 
“francophone dimension”, and more 
specifically of AFRAVIH?
Francophone Africa seems to me to be the tor-
ch-bearer of today’s French-speaking world. 
The AFRAVIH conference is the only space 
dedicated to practitioners from French-spea-
king Africa. Whereas French is not typically the 
chosen language of communication in inter-
national conferences, AFRAVIH offers French-
speaking practitioners the opportunity to 
share the results of their work without being 
penalised by a language barrier, and valorises 
the French language. It’s an important event 
for French-speakers, as the increasing number 
of submitted abstracts shows.

Two years ago, during the 6th AFRAVIH 
conference, Mali was in the clutches by 
religious violence and the Malian teams 
were unable to make it to Geneva. What is 
your perspective on how the situation has 
evolved? What messages will the Malian 
teams bring with them to Montpellier this 
year?
The 6th conference coincided with the coup 
d’état and the closing of national borders. The 

violence, under a religious pretext, came after. 
No religion condones such violence and hate. 
The occupation of two-thirds of the country 
by “islamists” was an extremely trying time 
for the entire Malian population. The majority 
of the health infrastructures in the occupied 
zones were pillaged and destroyed. Today, the 
situation in the northern part of the country 
has improved, administrative and health ser-
vices are functional, and a reconstruction plan 
has been elaborated for the destroyed zones. 
All of the treatment sites in Timbuktu have 
resumed their activities, as have certain sites 
in Gao region. We must now commit ourselves 
to the reconciliation process, allowing to heal 
wounds and to calm tensions, as the only solu-
tion for sustainable peace.

You were present at Solthis’s 10-Year 
Anniversary Forum in Paris last 
September. What main lessons did you 
come away with? What struck you the most 
during the Forum?
I was struck by the engagement and the ac-
tion that Solthis has undertaken in the field 
over the last 10 years. Solthis has shown actors 
in the Global South that treatment and care is 
possible on all levels of the healthcare pyra-
mid, and does not always require huge invest-
ments. Solthis started its activities in 2003 in 
Mali, and was the first partner of the National 
Programme for the Fight Against AIDS in im-
plementing decentralisation. 
The Forum allowed me to better understand 
Solthis’s history and its actions over the last 
10 years, and to stay informed on different 
aspects of the HIV epidemic such as progress 
in research, advances and challenges in treat-
ment of the infection and the place HIV will 
occupy in the post-2015 agenda.
The 10th anniversary of Solthis also coincided 
with 10 years of decentralisation of treatment 
and care in Africa: encouraging results have 
been obtained in terms of ARV treatment 
and retention within cohorts, but serious 
challenges remain, especially concerning the 
continuity of funding.
Advances in research as well as the possible 
remission/cure of the infection have given 
a glimmer of hope for exceptional cases of 
very early treatment. HIV in the framework of 
the Millenium Development Goals post-2015 
has caught my attention. Will the end of the 

“exceptional” nature of HIV have a negative 
impact on the fight? We must indeed reorga-
nise and reinforce health systems, but we must 
also develop innovative strategies and special 
funding to the fight against HIV/AIDS.  n

Prof. Mariam Sylla, co-President of the 7th International 
Francophone Conference dedicated to HIV and Hepatitis

Professor Mariam Sylla is the Head Officer of the Emergency Neonatology Unit of the 
Paediatrics Department at the Gabriel Touré University Hospital in Bamako (Mali). She is 
also a member of the Solthis scientific working-group, comprised of international HIV/
AIDS, public health, and development experts.

Interview
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Scientific News 

In the absence of antiretroviral treatment 
(ART), the rate of HIV transmission from mo-
ther to child is between 15-45%. Approxima-
tely 10-20% occurs in utero, 35-40% during 
labour and childbirth, and 35-40% during 
breastfeeding (figure 1) [1]. However, trans-
mission can be largely controlled through 
preventative maternal and infantile ART. Un-
fortunately, in resource-limited settings (RLS), 
many pregnant women escape prevention of 
mother-to-child transmission (PMTCT) pro-
grammes and are identified during labor at 
best, or after delivery. Children born to infec-
ted women who did not receive ART during 
pregnancy are considered to be at high risk of 
infection.

The WHO currently recommends prophylaxis 
by nevirapine only, for 6 to 12 weeks, for new-
borns exposed to HIV during pregnancy when 
the mother was diagnosed with HIV only du-
ring labour or immediately postpartum and 
intends to breastfeed [2]. This recommenda-
tion also calls for initiating maternal trithe-
rapy. Reinforcement of prophylaxis is not indi-
cated for the newborn.

However, recent data from a randomised stu-
dy have confirmed the benefits of reinforcing 
preventative treatment comprised of at least 
two antiretrovirals (ARVs) for the newborn 
when the mother had not received treatment 
during pregnancy [3]. The transmission rate 
was significantly lower as compared to a mo-
notherapy of zidovudine, when the newborn 
had had the prophylaxis by zidovudine rein-
forced by three doses of nevirapine or by zido-
vudine combined with lamivudine and nelfi-
navir. In France, where maternal breastfeeding 
is not recommended for exposed children, a 
reinforcement of MTCT preventative treat-
ment for the child (zidovudine + lamivudine 
during four weeks + nevirapine during two 
weeks) is recommended if the mother did 
not receive treatment during pregnancy or if 
treatment did not succeed in controlling the 
viral load in late pregnancy. Prophylaxis rein-
forcement is also considered in the presence 
of risk factors associated with certain delivery 
conditions such as the prolonged rupture of 
membranes, chorioamnionitis, haemorrhage, 
or injury to the newborn during extraction. 
Prophylaxis reinforcement is also recom-
mended in the United States. 

Furthermore, the case of the « Mississippi 
baby » suggests that ARV treatment, when 
started very early due to diagnosis performed 

at birth, could lead to remission and limit viral 
reservoirs [4]. In France, the Visconti cohort 
demonstrated the determinant role of early 
therapeutic intervention for controlling HIV 
infection: 14 adult patients controlled their 
HIV infection more than seven years after 
stopping treatment [5].

Unfortunately, in RLS, the logistics necessary 
for carrying out virological tests such as the 
Polymerase Chain Reaction (PCR), DNA or RNA 
of HIV, the long delay for receiving results and 
prolonged maternal breastfeeding create a 
very different situation than that found in 
Europe or in the USA. Administering multi-
therapy to a newborn is complex in a difficult 
social, cultural and psychological context, and 
even more so due to limited access to health 
facilities and medication and a persistent tra-
dition of home-birth. All of these difficulties 
are at the root of persistent vertical transmis-
sion of HIV and of a very high rate of newborns 
lost to follow-up [6].

In order to reduce HIV transmission when the 
mother has not received ART during pregnan-
cy, a strategy which combines virological dia-
gnosis (ideally by a point-of-care test) imme-
diately following birth for exposed newborns 
with a reinforced prophylaxis combining three 
ARVs until his/her HIV status is known (or until 
weaning for HIV-negative newborns) could be 
a more effective approach. In its 2014 supple-
ment to the 2013 recommendations, the WHO 
suggests that virological diagnosis of HIV at 
birth could improve the diagnosis and privile-
ge earlier treatment, but with supplementary 
costs and an uncertain impact on the results 
of PMTCT programmes  [7]. The major chal-
lenges to this strategy will doubtless entail 
problems of accessibility and the cost of PCR 

DNA or RNA of HIV techniques, the perfor-
mance of diagnostics at birth, as well as the 
need to provide test results quickly to caregi-
vers and to mothers. n

1. Kourtis AP, Lee FK, Abrams EJ, Jamieson DJ, Bulterys M. Mother-
to-child transmission of HIV-1: timing and implications for 
prevention. Lancet Infect Dis 2006; 6:726–32.

2. WHO. Consolidated guidelines on the use of antiretroviral drugs 
for treating and preventing HIV infection. Recommendations for a 
public health approach. Geneva World Heal Organ 2013 2013.

3. Nielsen-Saines K, Watts DH, Veloso VG, Bryson YJ, Joao EC, Pilotto 
JH, et al. Three postpartum antiretroviral regimens to prevent 
intrapartum HIV infection. N Engl J Med 2012; 366:2368–79.

4. Persaud D, Gay H, Ziemniak C, Chen YH, Piatak M, Chun T-W, et al. 
Absence of detectable HIV-1 viremia after treatment cessation in 
an infant. N Engl J Med 2013; 369:1828–35.

5. Sáez-Cirión A, Bacchus C, Hocqueloux L, Avettand-Fenoel V, 
Girault I, Lecuroux C, et al. Post-treatment HIV-1 controllers with 
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2013; 9:e1003211.

6. Sibanda EL, Weller IVD, Hakim JG, Cowan FM. The magnitude of 
loss to follow-up of HIV-exposed infants along the prevention of 
mother-to-child HIV transmission continuum of care: a systematic 
review and meta-analysis. AIDS 2013; 27:2787–97.

7. WHO. March 2014 Supplement to The Consolidated guidelines 
on the use of antiretroviral drugs for treating and preventing HIV 
infection. Recommendations for a public health approach. Geneva 
World Heal Organ 2014 2014. 

Thank you to Dr Vanessa Wolfman (Pediatric Care Manager, Solthis 
Sierra Leone) for her critical review.
Translation from the French version: A.Cressy
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fonctionnelle	   et	   limiter	   le	   développement	   des	   réservoirs	   viraux	   [4].	   En	   France,	   la	   cohorte	  
Visconti	   a	   démontré	   le	   rôle	   déterminant	   d’une	   intervention	   thérapeutique	   précoce	   pour	  
induire	  un	  contrôle	  de	  l’infection	  VIH,	  14	  patients	  adultes	  contrôlant	  leur	  infection	  VIH	  plus	  
de	  sept	  ans	  après	  l’arrêt	  de	  leur	  traitement	  [5].	  

Malheureusement,	   dans	   les	   PRL,	   la	   logistique	   nécessaire	   pour	   la	   réalisation	   des	   tests	  
virologiques	  tels	  que	  la	  Polymerase	  Chain	  Reaction	  (PCR)	  ADN	  ou	  ARN	  du	  VIH,	  le	  long	  délai	  
pour	  la	  disponibilité	  des	  résultats	  et	  l'allaitement	  maternel	  prolongé	  crée	  une	  situation	  très	  
différente	  de	  celle	  des	  pays	  du	  Nord.	  La	  mise	  en	  place	  d’une	  multi-‐thérapie	  chez	  le	  nouveau-‐
né	   est	   complexe,	   dans	   un	   contexte	   social,	   culturel	   et	   psychologique	   difficile	   mais	   aussi	   à	  
cause	   d’un	   accès	   aux	   structures	   de	   santé	   et	   aux	   médicaments	   limité	   et	   d’une	   tradition	  
persistante	  d’accouchement	  à	  domicile.	  Toutes	  ces	  difficultés	  sont	  à	  l’origine	  d’un	  taux	  élevé	  
persistant	  de	   transmission	  verticale	  du	  VIH	  et	  d’un	   taux	  de	  perdus	  de	  vue	  des	  nourrissons	  
très	  important	  [6].	  

Pour	   réduire	   la	   transmission	   du	   VIH	   lorsque	   la	   mère	   n’a	   pas	   reçu	   de	   TAR	   pendant	   la	  
grossesse,	  une	  stratégie	  associant	  un	  diagnostic	  virologique	  (par	  un	  test	  point-‐of-‐care	  dans	  
l’idéal)	  dès	  la	  naissance	  chez	  les	  nourrissons	  exposés	  et	  une	  prophylaxie	  renforcée	  associant	  
3	  ARV	   jusqu'à	  ce	  que	   le	  statut	  VIH	  soit	  connu,	  voire	   jusqu’à	   la	   fin	  de	   l’allaitement	  pour	   les	  
séronégatifs,	   pourrait	   être	   une	   approche	   plus	   efficace.	   Dans	   son	   supplément	   2014	   aux	  
recommandations	  2013,	   l’OMS	  suggère	  que	   le	  diagnostic	  virologique	  du	  VIH	  à	   la	  naissance	  
pourrait	   améliorer	   le	   diagnostic	   et	   favoriser	   un	   traitement	   plus	   précoce,	  mais	   à	   des	   coûts	  
élevés	  et	  avec	  un	  impact	  incertain	  sur	  les	  résultats	  des	  programmes	  de	  PTME	  [7].	  Les	  défis	  
majeurs	   pour	   cette	   stratégie	   seront	   certainement	   l’accessibilité	   et	   le	   coût	   de	   la	   technique	  
PCR	  ADN	  ou	  ARN	  du	  VIH,	  la	  performance	  du	  diagnostic	  à	  la	  naissance,	  ainsi	  que	  le	  respect	  de	  
délais	  courts	  pour	  le	  rendu	  des	  résultats	  aux	  soignants	  et	  aux	  mères.	  

	  

Figure	  1	  :	  La	  transmission	  verticale	  du	  VIH	  peut	  survenir	  in	  utéro,	  intrapartum	  ou	  postpartum	  
avec	  des	  taux	  variables	  dépendant	  de	  la	  date	  de	  l’infection	  et	  de	  la	  disponibilité	  des	  services	  
de	  PTME	  

	  

	  
	  
Source	  :	  OMS,	   “March	  2014	   supplement	   to	   the	  2013	   consolidated	  guidelines	  on	   the	  use	  of	  
antiretroviral	  drugs	  for	  the	  treating	  and	  preventing	  HIV	  infection”.	  

Figure 1: Vertical transmission of HIV can occur in utero, intrapartum, 
and postpartum with varying rates, depending on the date of infection 
and the availability of PMTCT services.

OMS, “March 2014 supplement to the 2013 consolidated guidelines on the use of antiretroviral drugs for the treating and preventing HIV infection”.

Dr. Eric D’Ortenzio,
Medical Director, Solthis
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                Key Populations and HIV testing in West Africa
In recent years, international awareness has grown around the vital role of testing and access to healthcare for key populations in order to reduce HIV transmission. In West Africa, although HIV pre-
valence is high within these groups, they are rarely targeted by public programmes and remain the object of powerful discrimination and stigmatisation. In this special feature, Solthis focuses on the 
epidemiological situation of HIV within key populations in West Africa, the obstacles faced, and the challenges of implementing a targeted intervention. 

Context
With nearly one adult out of 20 living with 
HIV, sub-Saharan Africa is the region the most 
effected by the HIV epidemic. Almost 70% of 
people living with HIV (PLHIV) in the world 
are concentrated there. In West Africa, many 
countries are confronted with HIV epidemics 
which are concentrated within certain popu-
lations. The “key” populations, vulnerable and 
exposed to a high risk of HIV infection, still 
lack regular access to a complete sequence of 
interventions against HIV and, for this reason, 
HIV transmission persists.

Defining key populations and types of 
epidemics
The notion of « key populations » refers to 
people who are the most susceptible to 
being exposed to or transmitting HIV. It is 
important to recognise that key population 
groups must be defined as a function of the 
epidemiological and social context of a given 
country.

The WHO definition of key populations
In its definition of key populations, the World 
Health Organization (WHO) distinguishes 
between [1]:
l  most-at-risk populations, including men 

who have sex with men (MSM), sex workers 
(SWs), people who inject drugs (PWIDs) and 
transgender people; and

l  vulnerable populations, such as adoles-
cents, orphans, street children, people in 
closed settings (such as prisons), people 
with disabilities and migrant and mobile 
workers.

A generalised epidemic versus a concen-
trated epidemic 
According to the WHO, an epidemic is said 
to be generalised when HIV is solidly entren-
ched in the general population and when HIV 
prevalence among pregnant women is above 
1%. If, however, HIV prevalence is below 1% 
among pregnant women in urban zones but 
surpasses 5% within “key” sub-populations 
the situation is considered to be one of a 
concentrated epidemic1. The term hyperen-
demic epidemic or massive epidemic is also 
used to describe epidemics in Southern Afri-
ca where prevalence surpasses 15%. In sub-

Saharan Africa, particularly in West Africa, 
HIV transmission has been presented, not 
incorrectly, as mainly heterosexual or mater-
nal-foetal, but this has had the unintended 
consequence of obscuring the concentrated 
epidemics within certain sub-populations2.

The epidemiological situation in West 
Africa
In West and Central Africa, HIV prevalence is 
low but often highly concentrated among 
SWs (34.9%), their clients (7.3%), and MSM 
(17.7%)3. According to studies on the modes 
of transmission of HIV, members of key popu-
lations and their sexual partners represent 
a considerable proportion of new HIV infec-
tions. In West Africa, 10 – 32% of new HIV in-
fections occurred among these populations4. 
If a reduction in the number of new infec-
tions within a population is likely to have an 
significant impact on the local evolution of 
the epidemic, the population could be consi-
dered a key population5. 
Homosexuals and other MSM, PWIDs, SWs 
and transgender people are socially margina-
lised throughout the world. In every country 
which collects reliable data and submits mo-
nitoring reports, it appears that these popu-
lations are more exposed to the risk of HIV 
infection, to mortality and to morbidity than 
the general population. Furthermore, they 
have considerably reduced access to appro-
priate services and use them much less than 
other groups.
Table 1 summarises HIV prevalence rates wit-
hin different key population groups in Mali, 
Niger, Guinea and Sierra Leone, countries 
where Solthis carries out its interventions.

An unknown: Injection drug users 
In Africa, an increase in the use of heroin and 
other injection drugs, particularly in Kenya, 
Libya, Mauritius, Tanzania and the Seychelles 
has become increasingly apparent. In sub-
Saharan Africa an estimated 1.78 million 
[534,000 – 3,022,500] drug users are injection 
drug users, and 221,000 injection drug users 
[26,000 – 572,000] are HIV-positive6. In West 
Africa, few prevalence studies have been car-
ried out within this population7. In Senegal, 
one of the few countries with available data, 

HIV prevalence is at 9.4% among drug users 
who have used injection, versus 2.5% among 
non-injectors8. A study conducted among se-
condary schools students and street children 
in Liberia and Sierra Leone shows that these 
groups consume cocaine more than heroin. 
Children and youth surveyed in Sierra Leone 
also consumed benzodiazepines such as 
diazepam, chlorpromazine and various inha-
lable substances, and 3.7% of them injected 
drugs6.

Criminalisation and discrimination against 
key populations
Punitive laws targeting the key populations 
most vulnerable to HIV continue to be wides-
pread the world over. Out of 193 countries, 
76 punish homosexual relations, and some 
go as far as authorising the death penalty. 
Most countries have laws punishing certain 
aspects of sex work, and SWs are frequently 
confronted with harassment and mistreat-
ment by police. In its report "Treatment 
2015", UNAIDS holds that : "HIV testing and 
treatment programmes often fail to reach 
SWs, MSM, PWIDs and other marginalized 
groups. According to surveys through the 
People Living with HIV Stigma Index, many 
members of key populations who are dia-
gnosed with HIV experience hostility, service 
denial or other forms of discrimination when 
they seek to access treatment services. In the 
quest to bring HIV treatment to everyone 
who needs it, no one should be left behind."9.

The challenge of offering sufficiently-
adapted testing
Pilot projects conducted in regions where the 
epidemic is concentrated and generalised 
show that home-testing is highly pertinent, 
as it functions as a complement rather than 
a replacement of testing and counselling ser-
vices provided by healthcare providers and 
structures, and protects the confidentiality 
of patients9. In addition to counselling and 
testing based on the initiative of healthcare 
providers, the WHO recommends, no matter 
the type of epidemic, conducting communi-
ty-based counselling and testing among key 
populations accompanied by establishing 
ties with prevention, care and treatment ser-

The HIV epidemic within Key Populations in West 
Africa: A Neglected Epidemic

Dr. Eric D’Ortenzio,
Medical Director, Solthis
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Focus

                Key Populations and HIV testing in West Africa
In recent years, international awareness has grown around the vital role of testing and access to healthcare for key populations in order to reduce HIV transmission. In West Africa, although HIV pre-
valence is high within these groups, they are rarely targeted by public programmes and remain the object of powerful discrimination and stigmatisation. In this special feature, Solthis focuses on the 
epidemiological situation of HIV within key populations in West Africa, the obstacles faced, and the challenges of implementing a targeted intervention. 

vices (a strong recommendation but which 
lacks quality data)1. Targeted HIV testing 
sensitisation initiatives on the community 
level may help reach high-risk, marginalised 
populations. An example of a pilot project 
conducted by Solthis within key populations 
in Ségou, Mali is summarised in the box on 
page 9. Another innovative strategy which 
has received little experimentation is the use 
of self-tests for HIV testing. The viewpoint 
on page 8 reflects on this testing strategy 
and describes challenges and perspectives 
concerning its use within risk-groups such as 
MSM and SWs in West Africa. 

Conclusion
National programmes for the fight against 
HIV must take these populations into consi-
deration and dedicate specific prevention, 
testing and treatment programmes to them. 
Investments meant to reach these key popu-
lations have dwindled, especially those tar-
geting HIV prevention for MSM10. Likewise, 
and despite the disproportionate risk of 
contracting HIV which sex professionals face, 
prevention programmes intended for them 
receive only a meagre proportion of funding 

dedicated to HIV prevention10. The involve-
ment of key populations is equally indispen-
sable for the success and effectiveness of the 
response to HIV. The availability of effective 
treatments in Africa and more recently their 
effects on reducing transmissibility are consi-
derable advances. However, the decline of 
the HIV epidemic will not be realistically pos-
sible unless the most-at-risk populations are 
fully included in the provision of prevention, 
testing and treatment. n

1. WHO. Consolidated guidelines on the use of antiretroviral drugs 
for treating and preventing HIV infection. Recommendations for a 
public health approach. Geneva: World Health Organization; 2013. 

2. Beyrer C, Baral SD, Weir BW, Curran JW, Chaisson RE, Sullivan PS. 
A call to action for concentrated HIV epidemics. Curr Opin HIV AIDS 
2014; 9:95–100.

3. Papworth E, Ceesay N, An L, Thiam-niangoin M, Ky-zerbo O, 
Holland C, et al. Epidemiology of HIV among female sex workers, 
their clients, men who have sex with men and people who inject 
drugs in West and Central Africa. J Int AIDS Soc 2013; 16:1–11.

4. Gouws E, Cuchi P. Focusing the HIV response through estimating 
the major modes of HIV transmission: a multi-country analysis. Sex 
Transm Infect 2012; 88 Suppl 2:i76–85.

5. UNAIDS. Global AIDS response progress reporting 2013. UNAIDS; 
2013 

6. UNDOC. World Drug Report. New York: United Nations Office on 
Drugs and Crime ; 2012.. 

7. Raguin G, Lepretre A, Ba I, Ndoye I, Toufik A, Brucker G, et al. Drug 
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d’infection à VIH, VHB et VHC chez les usagers de drogues dans la 
région de Dakar (Sénégal). 2014.http://www.crcf.sn/wp-content/
uploads/2014/03/Rapport-final-e%CC%81tude-ANRS-12243_
Fev2014.pdf (accessed 26 Mar2014).

9. UNAIDS. Treatment 2015. Geneva.UNAIDS 2014; 

10. UNAIDS. Ahead of World AIDS Day 2013 UNAIDS reports 
sustained progress in the AIDS response. Geneva; 2013.  
http://www.unaids.org/en/media/unaids/contentassets/
documents/pressrelease/2013/11/20131120_PR_Location_en.pdf 

Translation from the French version: A.Cressy

HIV Prevalenc Mali (%) Niger (%) Guinea  (%) Sierra Leone (%)

General Population
(Adult 15-49 y.o.)

0,9 [0,7 - 1,2]
(UNAIDS, 2012)

0,5 [0,4 - 0,6]
(UNAIDS, 2012)

1,7 [1,4 - 2,0]
(UNAIDS, 2012)

1,5 [1,0 - 2,1]
(UNAIDS, 2012)

MSM 56,6
(Escomb, 2012)

7,5
(MOTS, NAS rapid study, 

2010)

SWs 24,2
(UNGASS, 2009)

17,3
(SGS report 2011, CISLS)

16,7
(Escomb, 2012)

8,5
(MOTS, 2005)

PWIDs 4
(Bosu et al., 2009)

Prisoners 2,65
(SGS report 2011, CISLS)

9,4
(Escomb, 2012)

Migrants 1,1
(SGS report 2011, CISLS)

2,2
(MOTS, 2005)

Truck Drivers 2,7
(UNGASS, 2009)

0,4
(SGS report 2011, CISLS)

5,4
(Escomb, 2012)

1,7
(UNICEF, 2002)

Men in Uniform 8,4
(Diallo et al, 2008)

5,6
(Escomb, 2012)

3,3
(MOTS)

Miners 0,36
(SGS report 2011, CISLS)

5,9
(Escomb, 2012)

1,1
(NAS, 2007)

Fishermen 5,3
(Escomb, 2012)

3,8
(MOT, NAS rapid study, 2010)

Street Vendors 
(women)

3,7
(UNGASS, 2009)

1,7
(UNICEF, 2002)

Table 1: HIV prevalence within key populations in Mali, Niger, Guinea 
and Sierra Leone.
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HIV self-testing as a potential strategy for sex 
workers and men who have sex with men in West 
Africa: challenges and perspectives

Johnson, C.1, Curran, K.1, Napierala Mavedzenge S.2, D’Ortenzio, E. 3, Baggaley, R.1
1. World Health Organization, HIV Department, Geneva Switzerland

2. Research Triangle Institute, San Francisco, California   3. Solthis, Paris, France

Introduction 
Across West and Central Africa, HIV prevalence 
is low, but is highly concentrated among fe-
male sex workers (FSW) (34.9%), their clients 
(7.3%), and men who have sex with men 
(MSM) (17.7%)1. In West Africa, 10-32% of new 
HIV infections are among these key popula-
tions2. Despite this high burden, these key 
populations tend to be underserved, stigma-
tized and often criminalized for their behavior.  

Ending the HIV epidemic will not be possible 
without increased efforts to diagnose people 
living with HIV earlier, expand treatment co-
verage and prevent new infections. Only 25% 
of African adults were tested for HIV in 2012. 
Fewer than half of Africans with HIV know 
their status3; FSW and MSM are even less li-
kely to access testing, despite being at greater 
risk of infection. There is a need to draw upon 
innovative strategies to reach key populations 
at high risk who are not accessing services.

Self-testing for HIV (HIVST), an emerging ap-
proach to increasing uptake of HIV testing, has 
potential to be high impact, low cost, and em-
powering for those who may not otherwise 

test, notably key populations. The OraQuick® 
In-Home HIV Test is the only test kit approved 
for self-testing by the United States Food and 
Drug Administration. It is available for USD40. 
The same OraQuick® oral fluid-based HIV test, 
not packaged for self-testing, as well as other 

HIV test kits, are increasingly available and 
used for HIVST in Africa with few or no regula-
tions and at lower cost—e.g. in Namibia unre-
gulated HIV test  kits are used for HIVST and 
cost USD4-124. There is potential for signifi-
cant price reductions if demand increases.

HIVST policies are advancing rapidly. Regula-
ted HIVST has been introduced in Kenya, the 
USA and the United Kingdom. France, Austra-
lia and Brazil have announced plans to intro-
duce HIVST, South Africa is discussing legali-
zing the sale of HIVST kits in pharmacies, and 
many other countries are considering intro-
duction of HIVST. In 2013, WHO, UNAIDS and 
Liverpool School of Tropical Medicine hosted 
the first global consult on HIVST and outli-
ned a research agenda, including possible 
approaches with different levels of support, 
access and distribution models (see figure 1). 
Experts at the meeting highlighted its poten-
tial to increase access to and uptake of HIV 
testing, particularly for underserved popula-
tions5.

Potential Role for HIVST in West Africa
The provision of HIV prevention services for 
key populations continues to be controversial 
and under-funded throughout West Africa. 
While key populations represented 15-22% of 
new infections in Burkina Faso, Côte d'Ivoire 
and Ghana, key population programmes com-
prise only 0.24-1.7% of prevention expendi-
tures6. Many countries have policies which 
likely deter key populations from accessing 
HIV testing services, for example, nine West 
African countries have policies where people 
in same-sex relationships can be criminally 
prosecuted7. HIVST offers the possibility of 
increased access to HIV testing for key popu-
lations in West Africa by allowing them to test 
in private, but challenges still remain in linking 
key populations to HIV prevention, care and 
treatment services.

Perspectives and Challenges
Overall acceptability of HIVST is high (74-
96%)8. There is limited evidence on accepta-
bility of HIVST among key populations.  There 
is, however, evidence that acceptability is high 
among MSM in the USA, Australia, China and 
France9. Based on preliminary results from 

a study among FSW in Zimbabwe, 62.9% of 
HIV-negative women reported being very 
interested in HIVST, and 67.6% of HIV-positive 
women would have preferred to test them-
selves rather than be tested by a health care 
worker if a simple-to-use home HIV test had 
been available to them10.

There is good accuracy—primarily with super-
vised HIVST with oral fluid tests (≥ 91.7% sen-
sitivity, ≥ 97.9% specificity)8—yet user error, as 
with all testing, can occur9. No serious adverse 
events, e.g. suicide or inter-partner violence, 
following HIVST have been reported, but mo-
nitoring and reporting systems are limited 5, 9. 

A number of knowledge gaps need to be 
addressed before HIVST can be scaled-up. In 
addition, countries considering implementa-
tion should develop: 

l  Clear standards on instructions-for-use; 
l  Regulatory and policy frameworks; 
l  Post-market surveillance systems that guard 

against potential risks — e.g. coercive tes-
ting; 

l  Linkage to support services, including 
confirmatory testing, prevention, care and 
treatment 5, 9.

Conclusions and Next Steps 
Innovative HIV testing strategies are urgently 
needed to reach people with HIV who do not 
know their status. HIVST is a potential ave-
nue to increase uptake of HIV testing for key 
populations who are not accessing existing 
HIV testing services, especially where there is 
a high level of stigma, discrimination and pro-
secution. Despite its potential, data are limited 
on HIVST in West Africa, and among key popu-
lations in resource-limited settings in general. 
There is a need to develop policy and pro-
gramming to support and monitor safe and 
accurate HIVST and linkage to onward HIV ser-
vices, in order to increase early HIV diagnosis, 
expand treatment coverage and prevent new 
infections. n

The authors of this article claim there is no conflict of interest.

HIVST is a process whereby 
an individual who wants 
to know his/her HIV status 
collects a specimen, performs 
a test and interprets the 
result in private. HIVST does 
not provide a diagnosis 
and must be confirmed 
according to national testing 
algorithms.
Source(s): WHO 5, 9.

Point of view
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Semi-Restricted Open Access Clinically-Restricted 

Unsupervised	  HIV	  self-‐tes3ng	  

Supervised	  HIV	  self-‐tes3ng	  	  

•  Over-the-counter, e.g. 
pharmacies,  grocery 
stores. 

 
•  Kiosks or vending 

machines 

•  Clinic distribution 
without supervision 

•  Community health 
worker distribution 
without supervision 

•  Supervised by health 
worker in facility 

•  Community health 
worker supervision 

Continuum of Approaches to HIV self-testing  

Pilot project conducted by Solthis on mobile prevention and testing for HIV and STIs 
among most-at-risk persons, in the Ségou region of Mali.

In Mali the HIV prevalence rate within the general population (15-49 year olds) is estimated at 0.9%. Among sex workers (SWs) and men who 
have sex with men (MSM) it is estimated at 25% and 17%, respectively. The stigmatisation and discrimination which these populations face, 
especially in the rural environment of Ségou are obstacles to prevention, testing and treatment – and has been made worse by the recent 
conflict in Mali. The objective of this pilot project, launched in December 2012, was to reinforce access to information about HIV and STIs and 
make testing and treatment accessible. 

The first, critical step was to gather baseline information about these at-risk populations and the places where they live and socialise in Ségou. 
Next, with the help of local NGOs, leaders within at-risk groups were identified. Between December 2012 and December 2013, 30 leaders 
were trained on HIV and mobilisation techniques in order to facilitate the organisation of interventions for their peers. The leaders were iden-
tified by an approach to the “snowball effect” method . 20 targeted interventions were conducted in bars, garrisons, seasonal workers’ sites, 
areas surrounding hotels and places for informal encounters between MSM. This targeted intervention strategy allowed for informing and 
sensitising members of these at-risk groups who are generally difficult 
to reach in Ségou. In total, 948 people were sensitised. 260 of them 
(27.4%) volunteered to be tested, and 7 people (3%) were found to be 
HIV-positive, including 4 sex workers, 1 MSM, 1 seasonal worker and 
one teacher. 22 people presented clinical signs of STIs. All were referred 
to health centres for treatment. Tables 1 and 2, below, present these re-
sults. A second phase of this pilot project is programmed for launching 
in 2014, and will notably allow for systematising HIV and STI testing 
during sensitisation sessions.

Key populations Number of 
interventions 

Number of people sensitised

M W Total

MSM 2 68 0 68

SWs 4 0 88 88

Clients of SWs 39 0 39

Persons in uniform 2 395 55 450

Tour guides 2 55 0 55

Seasonal workers 10 171 77 248

Total 20 728 220 948

Repartition of interventions targeting key 
populations in Ségou, Mali, 2013 

1. Method which consists in starting with a certain number of people in the target population and 
recruiting new subjects through their social networks, friendships, relationships etc., who will then 
in turn designate others.

Focus

1. Papworth E, et al. Epidemiology of HIV among female sex 
workers, their clients, men who have sex with men and people who 
inject drugs in West and Central Africa. Journal of International 
AIDS Society, 2013, 16(4 Supplement 3):18751.
2. Gouws C, et al. Focusing on the HIV response through estimating 
the major modes of HIV transmission: a multi-country analysis. 
Sexually Transmitted Diseases, 2012, 88:i76-i85.
3.  Staveteig S. Demographic patterns of HIV testing uptake in sub-
Saharan Africa. Calverton, MD, ICF International, 2013.
4. Nersesian P, et al. Assessment of over-the-counter HIV rapid test 

kits in Namibia. Arlington, VA, USAID’s AIDS Support and Technical 
Assistance Resources, AIDSTAR-One, Task Order 1, 2013. 
5. Report on the first international symposium on self-testing for 
HIV: the legal, ethical, gender, human rights and public health 
implications of self-testing scale-up. Geneva, World Health 
Organization, 2013.
6. The World Bank new HIV infections by mode of transmission in 
West Africa: a multi-country analysis. Dakar, Senegal, 2010.
7. Global report: UNAIDS report on the global AIDS epidemic. 
Geneva, Joint United Nations Programme on HIV/AIDS, 2013.

8. Pant Pai N, et al. Supervised and unsupervised self-testing for 
HIV in high- and low-risk populations: a systematic review. PloS 
Medicine, 2013, 10(4):e1001414.
9. March 2014 supplement to the consolidated guidelines on 
the use of antiretroviral drugs for treating and preventing HIV 
infection, recommendations for a public health approach, 2013. 
World Health Organization, 2014, pp. 12-17.
10. Personal communication with Napierala Mavedzenge, S. 14th, 
February 2014.

Figure 1: Continuum of Approaches to HIVST
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at the 7th INTERNATIONAL FRANCOPHONE CONFERENCE HIV/HEPATITIS AFRAVIH 2014

Key moments for Solthis
at the 7th International Conference Dedicated to HIV and Hepatitis

Symposium program:
l  Introduction: Origins of the CASSIS project

l  Lessons from the field:  
The Cassis project in Guinea

l  An expert partnership with UNAIDS

l  DHIS-2: Powerful software for integrating 
data into the national health information 
system – University of Oslo

l  Summary and conclusion 

The CASSIS Symposium
Monday, April 28 from 12:15 to 1:30, Rondelet room

CASSIS: Succeeding in integrating HIV data into the national health information system
The CASSIS project, developed and implemented in Niger and Guinea since 2013, aims to improve access to heal-
thcare and the health information system (HIS) within HIV/AIDS programmes funded by The Global Fund. Consi-
dering that HIV intake and care data collected on-site were often incomplete or irregularly transmitted to regional 
and national health authorities, one of the objectives of CASSIS is to build the capacity of actors within the HIV 
data-collection and analysis circuit through skills, procedures and tools. Indeed, complete, precise, harmonised 
data make it possible to obtain reliable indicators for measuring national performance in treatment and care of 
HIV patients, and to put in place a strategic HIV programme. It is also a question of integrating these data into the 
national health information system in order to reinforce the integration of vertical HIV programmes within the 
health system and to allow for a more comprehensive and global perspective on current health policies.

For more information  
Find the booklet about CASSIS  
on our stand and during our symposium

The CASSIS project: key points 
A consortium of partners is implementing the 
project and Solthis is the leading partner in two 
countries:

l  Guinea: The Executive Secretariat of the National 
Committee of the Fight Against AIDS (SE/CNLS), the 
National Program of Health Management and the 
Prevention of STD/HIV/AIDS (PNPCSP) and UNAIDS 
Guinea.

l  Niger : The Intersectorial Fight against AIDS (CISLS), 
the Unit of the Sectorial Fight Against AIDS (ULSS) 
and UNAIDS Niger

Project of a duration of 3 years from February 2013 to Fe-
bruary 2016 and a budget of 2.2 million euros including 
1.5 million euros from the 5% Initiative and 700,000€ 
from the Bettencourt Schueller Foundation.
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www.vih2014.org
Solthis at AFRAVIH 

l  Epidemiology
A New Method for Estimating 
HIV Incidence in Low-Income 
Countries using Data on Initia-
tion of Antiretroviral therapy : 
A Back-Calculation Approach. 
Presented by Jacques Ndawinz

Monday, April 28 at 11:30 – 
Session S6 – Joffre 2/3 Room

l  Tuberculosis and 
opportunistic infections

Performance and Cost-Effecti-
veness Diagnosis Algorithms of 
Pulmonary Tuberculosis among 
People Living with HIV in Niamey. 
Presented by Dr. Eric d’Ortenzio

Monday, April 28 at 15:20 – 
Session S8– Joffre 1 Room 

l  From PMTCT to eMTCT – Sierra 
Leone

A Successful Initiative of quality 
improvement in the management 
of Children exposed to HIV: The 
Experience of the Ola During 
Children’s Hospital (ODCH), a 
Paediatric Hospital in Freetown. 
Presented by Sophie Calmettes

Tuesday, April 29 at 16:30 
– Session S20 Paediatrics 
1 – Pasteur Room

l  Funding for long-term 
treatment and care

HIV: Who Pays for What in Africa? 
– Mini Lecture by Louis Pizarro

Tuesday, April 28 at 15:00  – 
Session S23 – Barthez Room

l  From PMTCT to eMTCT
❯ The implementation of new 
PMTCT data collection tools in 
Guinea Conakry: support from 
the NGO Solthis  
PO M2.32

❯ Care and treatment of pregnant 
women infected with HIV and fol-
low-up of their exposed children 
by midwives in Niger 
PO L19.1

l  Testing
❯ Family HIV testing: an effective 
community experience in Niger 
PO M3.6

l  HIV comorbidities
❯ Opportunistic neurological 
infections among patients 
infected by HIV: improving the 
diagnosis and reducing mortality 
at the University Hospital of 
Freetown, Sierra Leone
PO L6.15

❯ An example model for 
integrating joint tuberculosis (TB) 
– HIV activities at the National 
Tuberculosis Centre (CNAT) in 
Niamey, Niger
PO L6.47

l Paediatric HIV infection
❯ A national collective for 
paediatric screening, treatment 
and care of children infected with 
HIV in Niger: results from the first 
year
PO M7.14

l Adherence and lost to 
follow-up
❯ Improving retention rates 
among newly screened, HIV-
positive adults in secondary 
public hospitals, Freetown, Sierra 
Leone
PO L12.21

❯ Evaluation of dispensing 
practices and their results effects 
on patient knowledge, treatment 
adherence, and the experience of 
care received. Results from 2 
hospitals in Freetown, Sierra 
Leone
PO M12.22

❯ Retention following the 
initiation of antiretroviral 
treatment among PLHIV in Niger: 
a survival analysis using the 
national database
PO L12.23

l Training and task shifting
❯ Implementation of 
psychological care for PLHIV in a 
context with limited humanitarian 
resources in Niger
PO M21.14

❯ Improving professional 
pharmaceutical practices through 
mentoring. Effects on retention of 
people living with HIV (PLHIV) 
from four HIV treatment sites in 
Guinea
PO M21.2

❯ Steps for improving quality 
applied to 9 health structures in 
Conakry and Boké, Guinea
PO L21.7

l Funding for treatment and 
care programmes
❯ Early action against ARV 
stock-outs: Development of an 
early warning tool for stock-outs 
in Guinea
PO M17.10

❯ Coordination and monitoring of 
supply-chain and stocks for 
ensuring the availability of HIV 
programmes’ health supplies. A 
study in 5 West African countries
POM 17.4

APRIL 27 TO 30 AT THE MONTPELLIER CORUM

at the 7th International Conference Dedicated to HIV and Hepatitis

We look forward to seeing you at the Solthis stand (N°20)!

Our four oral presentations

Our 14 posters
All of the posters are displayed by category in the Antigone Rooms (1 &2). The author or a co-author from the Solthis delegation will be present according to 
the attributed number: PO L on Monday between 13:45 and 14:45 and PO M on Tuesday between 13:45 and 14:45.
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                 A New Method for Estimating HIV Incidence in Low-Income Countries Using Data on Initiation  
                                                                     of Antiretroviral therapy: A Back-Calculation Approach
Context
In low-income countries, and particular in sub-
Saharan Africa, national HIV surveillance sys-
tems were traditionally intended to measure 
HIV prevalence. However, the prevalence of 
HIV is not an effective indicator for evaluating 
the transmission dynamic of HIV as it does not 
allow for differentiating between long-term 
infections and new infections in a given popu-
lation. In order to improve HIV prevention po-
licies, it is recommended to include a measure 
of incidence (the number of new infections) in 
national HIV surveillance systems1.

Until recently, statistical methods developed 
in high-income countries, based essentially 
on reported cases of HIV/AIDS, were rarely 
used to estimate HIV incidence in low-in-
come countries due to the incompleteness or 
nonexistence of monitoring systems required 
for this kind of method 2-4. Estimating HIV inci-
dence in low-income countries relies on ma-
thematical methods which use HIV prevalence 
data5, 6. Such models are based on the idea 
that, under certain hypotheses, the number 
of new infections can be estimated by using 
serial cross-sectional prevalence studies.

In most sub-Saharan African countries, natio-
nal HIV incidence estimates are obtained using 
only the EPP/Spectrum software developed 
by UNAIDS. EPP/Spectrum software relies on a 
mathematical model allowing to estimate HIV 
incidence from HIV prevalence data of antena-
tal clinics and, more recently, national popula-
tion-based surveys [7-10]. However, it is highly 
useful to develop new methods to estimate 
HIV incidence, based on different data sources 
and assumptions. In this context, a new back-
calculation model allowing to estimate HIV in-
cidence from data on people newly initiating 
antiretroviral therapy (ART) was developed for 
countries which collect such data. This study 
will be presented on April 28, 2014 at the 7th 
AFRAVIH conference. The present article revi-
sits the key points of the study.

A new back-calculation approach: 
Application from Camerooneese 
data
l Methodology
The new back-calculation model links the 
(observed) numbers of people newly initia-
ting ART to the (unobserved) numbers of new 

infections using knowledge of the density 
probability of the time from HIV infection to 
ART initiation and mortality rate. 

To applying the method from Camerooneese 
data, the numbers of people newly initiating 
ART on the period 2007-2011 were recorded 
and corrected from a survey conducted in a 
nationally representative sample of HIV facili-
ties. The density probability of the time from 
HIV infection to ART initiation was estimated 
using the distribution of CD4 count at ART ini-
tiation collected from the survey cited above. 
Mortality data were collected from literature 
data.

l Results
We estimated that, in Cameroon, HIV inci-
dence among adult population (15+ years of 
age) fell from 63,900 (confidence interval (CI): 
60,200-67,400) in 1997 to 58,500 (CI: 57,400-
59,600) in 2000, then stabilised between 2000 
and 2007, reaching 57,700 (CI: 48,400-67,100) 
in 2007 (see Figure 1). During the 1997-2007 
period, between 32,000 and 44,000 new infec-
tions occurred among women each year, as 
well as between 20,000 and 25,000 among 

 2 

Nouvelle approche par rétrocalcul : application aux données camerounaises 

• Méthodologie 

Le modèle de rétrocalcul qui a été développé repose sur l’idée que les nombres de nouvelles personnes 

vivant avec le VIH ayant initié un TARV sont le reflet des infections à VIH survenues dans le passé. Ainsi, à 

partir de ces  nombres, corrigés, on peut estimer l’incidence du VIH, si l’on connaît la distribution des délais 

entre l’infection et l’initiation du TARV et l’on prend en compte la mortalité avant l’initiation du TARV. 

Cette méthode a été appliquée aux données camerounaises. Les nombres de nouvelles personnes ayant initié 

un TARV ont été obtenus à partir du système de surveillance et corrigés à partir d’une enquête réalisée sur 

un échantillon de sites de prise en charge des patients VIH. La distribution des délais entre l’infection et 

l’initiation du TARV a été estimée à partir de données sur les taux de CD4 d’un échantillon de personnes 

ayant initié un TARV, tandis que les données sur la mortalité proviennent de la littérature. 

 

• Résultats 

En appliquant cette nouvelle méthode aux données camerounaises, il a été estimé qu’au Cameroun, 

l’incidence de l’infection à VIH dans la population adulte (15 ans et +) a baissé de 63900 (intervalle de 

confiance bootstrap (IC) à 95%: 60200-67400) à 58500 (IC à 95% : 57400-59600) entre 1997 et 2000, puis 

s’est stabilisée au cours de la période 2000-2007, pour atteindre 57700 (IC à 95% : 48400-67100) en 2007 

(voir figure 1). Au cours de la période 1997-2007, entre 32000 et 44000 nouvelles infections sont survenues 

chaque année chez les femmes et entre 20000 et 25000 chez les hommes. En 2007, le taux d’incidence était 

de 8 pour 1000 personnes chez les femmes et 4 pour 1000 personnes chez les hommes. 

Figure 1 : Estimation du nombre annuel de nouvelles infections par le VIH survenues dans la  population 
adulte (15 ans et +) au Cameroun au cours de la période 1997-2007. Les traits discontinus 
représentent les limites inférieures et supérieures des intervalles de confiance bootstrap à 95%. 

 

 

 

Figure 1 : Annual number of new HIV infection among adults (15+ years of age) in 
Cameroon during the period 1997-2007. The dotted lines represent the lower and 
upper limits of the 95% confidence intervals.
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men. In 2007, the incidence rate was 8 per 
1000 among women and 4 per 1000 among 
men.

Outlook for application
Over the past several years, the efforts which 
low-income countries have made in terms 
of treating and follow-up infected persons 
(scaling-up HIV treatment and care) have 
improved their health information systems 
regarding HIV patients undergoing ART. HIV 
facilities are thus collected data on new HIV 
patients undergoing ART. These data offer the 
opportunity to implement this new method 
for estimating HIV incidence in the majority 
of low-income countries, and to have multiple 
methods at their disposal. For example, in Ca-
meroon, applying this new method allowed 
to reconstruct the HIV incidence curve for the 
period 1997-2007. We found that the num-
ber of new HIV infections did not decrease in 
Cameroon, and that two-thirds of new infec-
tions occurred among women. With this new 
back-calculation method, it is also possible to 
predict the number of people who will initiate 
ART in the near future. These projections are 

useful in quantifying future needs for antire-
trovirals. n
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General context

Ensuring that a population has access to qua-
lity, secure, effective medication – and that 
such medications are correctly used – is a 
major challenge for national pharmaceutical 
policies. The implementation of well-structu-
red, coordinated and efficient national procu-
rement and supply systems is one of the pil-
lars of such policies.

Unfortunately, we are often confronted by 
duplication and fragmentation of activities 
at every level of these national systems1. The 
lack of confidence of international partners 
in these systems leads to a compounding of 
sources and systems of funding, creating dif-
ficulties for Governments to fulfil their role as 
the overarching coordinator of the system.

Therefore, historically vertically-implemented 
programmes, such as those for HIV/AIDS, of-
ten rely on their own procurement and distri-
bution systems for health products (antiretro-
virals, opportunistic infections drugs, test kits, 
reagents for biological monitoring, condoms 

etc.). This is precisely the case in Sierra Leone 
where, at the moment, the National AIDS 
Secretariat (NAS), principal recipient of the 
Global Fund’s 9 HIV Grant, is responsible for 
procurement, storage and delivery of all HIV/
AIDS-related health products for the whole 
country.

Current functioning of the 
national pharmaceutical system 
and creation of a national 
procurement unit

Presently, the system in Sierra Leone operates 
from a Central Medical Store which is res-
ponsible for supplying the districts with es-
sential drugs, including those free of charge. 
The district health authorities, supported by 
UNICEF through the free healthcare2 initia-
tive, are then responsible for supplying the 
peripheral health units of their districts. 
Over the past few years, the government of 
Sierra Leone has decided to expand the capa-
city of the Central Medical Store through the 
creation of a new, autonomous national public 

structure for procurement and distribution of 
all health products in the country: the Natio-
nal Pharmaceutical Procurement Unit (NPPU). 
This project, which should be operational by 
mid-2014, is being implemented through col-
laboration between various donors, such as 
UNICEF, and technical support from Crown 
Agents, an international development com-
pany.

Integrating the management 
of HIV commodities into the 
national pharmaceutical system:

Considering this context, the possibility of 
introducing the management of HIV-related 
commodities into the national pharmaceuti-
cal system is currently under consideration.

Preliminary stages: 
Transferring procurement, as well as inventory 
management, storage, ordering and distribu-
tion activities of the HIV programme to a cur-
rently evolving national system, requires the 
implementation of key preliminary steps in 

Mainstreaming the management of HIV commodities into the National Pharmaceutical System:  
        a process in progress  

The example of Sierra Leone
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order to establish the foundation for a multi-
tiered integration. These include:

l In hospitals and peripheral health units 
(PHU)
Until recently, pharmacists in these health 
structures were not involved in stock mana-
gement or in dispensing HIV treatments, 
which had been exclusively managed by HIV 
nurse-counsellors from HIV-specific units. The 
nurse-counsellors collaborated directly with 
the NAS, which was responsible for directly 
supplying these HIV units.
In moving towards improved integration of 
service-delivery within a human resource-li-
mited setting, it was decided to maintain the 
responsibility for dispensing with HIV nurse-
counsellors, but to transfer responsibility for 
all activities related to stock management to 
pharmacists. From now on, these pharmacists 
are responsible for supplying HIV units, as 
they would for any other service within the 
hospital 

l In health districts (local health authori-
ties) 
In the same way, pharmacists were only 
recently involved in the monitoring and dis-
tribution of HIV commodities. They are now 
responsible for supplying all peripheral health 
units in their district, as well as for monitoring 
and supervising all activities related to the 
management of these products.

To ensure that this ambitious objective is rea-
lised, meetings between the NAS and the dis-
trict pharmacists are held every trimester.

Solthis’s role
As a part of its objectives for strengthening 
the capacity of national health systems, Sol-
this promotes the creation of such nationally 
coordinated systems. Therefore, Solthis has 
provided support during this preliminary 
phase, prior to the formal integration of the 
HIV commodities into the national system by:
l training pharmacists on the management of 
all products related to HIV/AIDS
l providing technical support to pharmacists 
in several hospitals supported by Solthis in 
Freetown
l supporting the harmonisation of data col-
lection registers and LMIS. This critical step 
aims to optimise the integration of HIV com-
modities management with other health pro-
ducts.

Challenges encountered in practice:
Despite the allocation of dedicated funds, par-
ticularly from the Global Fund, implementing 
these preliminary steps is complex. The opera-
tionalisation of this project has faced multiple 
challenges which have created impediments 
to the implementation of such an ambitious 
programme.

l Within hospitals, there is persistent confu-
sion surrounding the role of HIV nurse-coun-
sellors, who have retained responsibility for 
dispensing treatments, and that of pharma-
cists, who are now responsible for ensuring 
the supply of HIV-related products. The lack of 
a clearly defined task-shifting policy, has led 
to poor coordination between these actors, 
contributing to delays in sending reports or 
requests to NAS, and thereby causing further 
delays in processing and delivering orders to 
facilities. 

l On the district level, although budgets are 
typically managed by the DMO (District Me-
dical Officers), the NAS and the Global Fund 
have assigned the responsibility for managing 
HIV-related budgets, distribution and supervi-
sion activities to pharmacists. Separating the 
budgetary management of HIV-related activi-
ties has compounded obstacles faced within 
districts, which has had direct repercussions 
on critical activities, such as planning for deli-
veries and supportive supervision of periphe-
ral health units.

These difficulties are mainly due to short-
comings in the collaboration framework 
between the NAS and the Ministry of Health 
and Sanitation (MoHS). An improved fra-
mework would provide a better structure 
to the different components required in the 
move towards full integration, a clearer defi-
nition of the roles and responsibilities of each 
actor at all levels of the healthcare pyramid, 
and a specific implementation plan desig-
ned to address the steps required to achieve 
a fully-operational and coordinated national 
system.

Positioning of donors
From this point on, donors, like the Global 
Fund, are urged to use the NPPU for purcha-
sing and distributing the products which they 
finance. Working within the framework of the 
current Global Fund HIV Grant (January 2013 
– December 2015), the NAS faces several dif-
ficulties in fulfilling the Global Fund’s require-
ments for management and implementation 

of the supply chain plan for health products. 
Although the Voluntary Pooled Procurement 
(VPP – a supply system in which orders are 
managed directly by the Global Fund) is gene-
rally proposed by the Global Fund as a solu-
tion in these cases, the NPPU is an alternative 
which must be supported as a feasible alter-
native. The investment of different donors in 
the NPPU would allow for improvements in 
the coherence and effectiveness of this natio-
nal structure while mutualising costs.
However, developing the NPPU has been met 
with delays, creating obstacles to engaging in 
discussions with potential donors. The NPPU 
has yet to prove its effectiveness, a essential 
element before the Global Fund and NAS will 
consider the transfer of procurement, storage 
or distribution activities to the NPPU, In order 
to assess the feasibility of such a shift, the Glo-
bal Fund has commissioned an audit of the 
NPPU in the coming weeks.
Integrating the procurement management of 
a programme which has functioned entirely in 
parallel to a national system requires time and 
cooperation of national actors, as well as that 
of both technical and funding partners. These 
stakeholders must demonstrate commitment 
in the long-term towards developing the 
system. Although the way forward towards 
measured success in Sierra Leone remains 
substantial, work has begun and Solthis will 
continue to provide support to this process, 
particularly by improving the collaborative 
framework and the communication between 
institutions, technical partners and donors 
involved in this ambitious challenge. To be fol-
lowed! n

1. EPSM-cycle: selection, quantification, purchase, storage and 
inventory management, distribution, dispensing, quality assurance 
system, logistics management and information system (LMIS) and 
monitoring and evaluation.
2. Within the framework of UNICEF programmes for mothers and 
children under 5 years old.

Translation from the French version: A.Cressy
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CROI 2014 as seen by Solthis 
The 21st annual Conference on Retroviruses and Opportunistic Infections (CROI) was held from March 3 to 
March 6, 2014 in Boston. Since its creation in 1993, the CROI has become one of the most important annual 
conferences dedicated to HIV and opportunistic infections. Here, Solthis reviews some of the most pro-
minent points of this year’s conference.

This year, more than 4,000 participants in-
volved in HIV/AIDS research, of which over 
half were from outside of the United States, 
came together from 85 countries to share 
and discuss both present and future issues 
which confront research on retroviruses – 
and particularly HIV.
The different presentations dealt primarily 
with: i) fundamental research on HIV, ii) pro-
gress and results from clinical trials on anti-
retroviral treatments (ARTs) and hepatitis 
C, and iii) the analysis of current epidemio-
logical data on HIV prevention and therapy, 
and the implications of this data for public 
health and programme development.

Hepatitis C 
With over one hundred presentations addres-
sing the issue, hepatitis C was clearly one of 
the primary themes of the CROI. TasP and 
hepatitis B, however, were the object of very 
few presentations.

Recent studies on the effectiveness of a new 
generation of direct-acting antivirals (DAA) 
for treating hepatitis C as a mono-infection or 
as a co-infection with HIV particularly caught 
our attention. Indeed, the phase 2 SYNERGY 
trial1, has shown that bitherapy (Sofosbu-
vir and Ledipasvir) combined with DAA (the 
HCV non-nucleoside polymerase inhibitor or 
protease inhibitor) administered to difficult-
to-treat patients lead to an undetectable viral 
load after 6 weeks of treatment among 95% 
of patients. The PEARL III study2 was shown to 
be remedial among 99% of treatment-naive 
patients after 12 weeks of direct-acting trithe-
rapy (ABT-450/r/267+ABT–333±RBV). Beyond 
these new combination therapies against 
HCV, another study conducted by Everson 
showed that oral administration of certain 
combined compounds (Daclatasvir+Asunap
revir+BMS-791325) lead to an undetectable 
viral load after 12 weeks of treatment in 92% 
of treatment-naïve patients3. 

Prevention
The intermediate results of the PARTNER study 
show the effectiveness of treatment as a tool 
for prevention4. In this study, an HIV transmis-
sion rate of zero was observed among 894 se-
rodiscordant couples (of which 1/3 were gay) 
who practiced unprotected sex and for whom 
the HIV-positive partner had an undetectable 
viral load. Also concerning prevention, two 
studies by Andrews on macaque monkeys 
showed that pre-exposure prophylaxis by 

(single-dose) injection is possible, and offers 
long-term protection 5, 6. 

Access to treatment for people 
living with HIV (PLHIV) in sub-
Saharan African countries
Through his presentation, Mark F. Saeed Ah-
med examined the advantages and risks of 
implementing option B+7. He showed that, in 
Malawi, passing from option A or B to option 
B+ lead to substantial improvements in access 
to PMTCT services. Nonetheless, concerns 
remain regarding exposing foetuses and new-
borns to ART and the use of ART by pregnant 
and breastfeeding women.

A prospective study by Choko involving 16,660 
people residing in a single geographical zone 
allowed for evaluating a new screening stra-
tegy – the self-test8. The results show that 76% 
of residents used the self-test, of which 67% 
were men. The highest frequency of use was 
observed among youth under 19 years old. 
9% of residents stated that their test was posi-
tive, out of which 25% were already under-
going ART. These findings show the feasibility 
of this screening strategy, with a high rate of 
acceptance (for more information on the self-
test screening strategy, see the focus feature 
of this Newsletter, “Key Populations and Scree-
ning in West Africa”).

Studies on use of the ART cascade to evaluate 
or improve the treatment and care of patients 
were also presented. William Reidy showed 
how over-estimating patients lost to follow-
up induces errors when evaluating retention 
or mortality of HIV patients enrolled in rou-
tine follow-up in hospitals9. The results of a 
new population-based survey model for HIV 
seroprevalence, integrating measurements of 
CD4 counts, viral load and ARV blood-concen-
tration among people diagnosed as HIV-posi-
tive, were presented by Huerga10. This study 
allowed for evaluating the ART cascade on 
the community level and identifying target 
groups. The results showed, among other 
things, that young men are rarely undergoing 
ART when they fulfil conditions of eligibility. 
Lastly, in is presentation, McNairy compared 
two types of HIV care cascades: the classic 
cascade which allows for calculating ART re-
tention using data from patients undergoing 
ARV, and an alternative cascade which allows 
for measuring retention in medical care by 
combining data from pre-ART patients and 
those currently on ART11. Through this study, 

the author shows that the alternative cascade 
is effective for thoroughly evaluating the per-
formance of HIV programmes.

Statistics on the communications 
included in the 21st CROI
Out of a total of 2,137 abstracts submitted for 
this year’s conference, 953 were accepted: 111 
for oral presentations and 842 as posters. In 
looking at the affiliated country of the prima-
ry or last author of accepted abstracts, 106 of 
the accepted abstracts (15 oral presentations 
and 91 posters) came from sub-Saharan Afri-
can countries, or 11% of the total number of 
accepted interventions. The predominance of 
anglophone African countries was notewor-
thy (99 abstracts out of 106), with a particu-
larly strong presence of South Africa (37 abs-
tracts), Uganda (19 abstracts) and Kenya (16 
abstracts). Only 7 abstracts with a primary 
or last author coming from a francophone 
African country were enrolled. Well done to 
our francophone African colleagues whose 
abstracts were accepted: 4 from Cameroon, 2 
from Côte d’Ivoire and 1 from Senegal.

The 2014 CROI showed the importance of re-
search dedicated to hepatitis C. It also proved 
that the mobilisation and synergy between 
researchers on new concepts regarding the 
HIV epidemic and other infectious diseases 
has not faltered.  Although a true cure for HIV 
may still seem far away, new results on pre-
ventative treatment give hope for being able 
to control the virus' transmissibility.   n
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Conference review

Outcomes of the 4th Global Fund 
Replenishment Conference
Held in December 2013, this conference saw 
the largest amount ever pledged to the fight 
against AIDS, tuberculosis, and malaria. Leaders 
from twenty-five countries as well as the Euro-
pean Commission, foundations, businesses 
and faith-based organisations committed to 
contributing up to a total initial amount of 12 
billion US dollars for the 2014/2016 period. 
While this sum represents a 30% increase com-
pared to the last replenishment conference (for 
the 2011/2013 period), it remains lower than 
the objective of 15 billion US Dollars fixed by 
the Global Fund’s director.

For the record, nearly 18 million people are still 
waiting for ARV treatment, and today attaining 
the goal of universal access in 2015 seems 
doubtful.

Conclusions from the Board 
Meeting in Jakarta

n  Approval of the New Funding Model. 
The official approval of the New Funding Model 
took place during the Board Meeting in Jakar-
ta on March 6th and 7th. It aims to invest the 
funds collected at the Replenishment Confe-
rence in Washington in the most strategic and 
effective way possible. Below are the key fea-
tures of the new model:

l  Reinforce the impact of the GF’s actions by fo-
cusing available resources on countries with 
highest disease burden and lowest ability to 
pay.

l  Ensure better predictability, by providing pre-
determined allocations for the 3 diseases for 
each country.

l  Reward ambition by putting in place a com-
petitive incentive programme and allocating 
additional funds for projects with a particu-
larly convincing impact.

l  A more flexible calendar, without a fixed ap-
plication date, allowing countries to request 
funding according to their own national sche-
dules for the 2014/2016 period.

l  Shorten the average duration of processing 
to 10 months, as opposed to the previous 
2-year process. In addition, this new pro-
cess is intended to include dialogue with 
countries and involve the active participation 
of all stakeholders, as well as active support 
from GF teams while countries prepare their 
request for funding.

n  Approval for separating countries into 4 
“Country Bands”.
Each “Country Band” is a category which cor-
responds to a level of resource-need, calcula-
ted using a formula which takes into account 
the income level of the country and its disease 
burden. The 4 countries in which Solthis is 
active (Guinea, Mali, Niger and Sierra Leone) 
all belong to Band 1, corresponding to low-in-
come countries with high disease burden, and 
will therefore be a priority for funds allocation.

n  Funding for « special initiatives »
The Board decided to set certain resources 
aside in order to dedicate them to funding « 
special initiatives », targeting:

l  reinforcing national data systems,

l  technical assistance for developing concept 
notes and PR grant-writing capacity building, 

l  technical assistance on community, rights, 
and gender,

l  enhancing value-for-money efficiency and 
financial viability of programmes supported 
by the Global Fund.

n  Increased flexibility in grants’ 
implementation periods
Lastly, in view of the time needed for writing 
concept notes, the implementation period for 
grants will be flexible, to be determined on 
a country-country basis (with an average of 
three years for the vast majority, which may 
be reduced or extended upon request by the 
country) in order to encourage maximum im-
pact. n

Translation from the French version: A.Cressy

Focus on the Global Fund’s  
31st Board Meeting
On March 6th and 7th, 2014 the Global FundTo Fight AIDS, Tuberculosis and Malaria (GF) held its Board 
Meeting. In attendance was Hélène Roger, the new Global Fund Advocacy officer at Solthis, as a part of the 
French delegation. The Meeting was an important opportunity to delve into the ongoing reforms and other 
changes within the GF.

Launching the Global 
Fund Advocacy project 

In late January 2014, Hélène Roger, former 
Head of International Programmes at 
Solidarité Sida, joined the Solthis team. 
She is responsible for a new project 
(funded by the Charity Aid Foundation) 
which aims to improve the efficiency of 
GF grants through advocacy. This will be 
done via a three-pronged approach:
l  bringing concrete field data to 

light in order to illustrate the chal-
lenges of managing grants

l  targeted advocacy
l  development and communication 

of specific recommendations.

Hélène Roger
Global Fund Advocacy 

Officer, Solthis
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l 3rd World Congress on Viral Hepatitis – 
May, 1-3, 2014 in Berlin (Germany)

l ISHEID: International Symposium HIV & 
Emerging Infectious Diseases – May, 21-23 
May, 2014 in Marseille (France)

l IAPAC: 9th International Conference on 
HIV Treatment and Prevention Adherence 
– June,  8-10, 2014 in Miami (USA)

l JNI: Infectiology National Days – June, 11 
-13, 2014 in Bordeaux (France)

l Solthis: Scientific Day June, 27, 
2014 in Paris (France)

l AIDS: 20th International Conference – 
July, 20-25, 2014 in Melbourne (Australia)

l 3rd World Symposium on Health Systems 
Research – from September 30 to  October 4 
2014, in Cape Town (South Africa)

l 2nd International Conference on HIV/
AIDS, STDs and STIs, OMICSGroup – Octo-
ber, 27-29, 2014 in Las-Vegas (USA)

l HIV Drug Therapy – November, 2-6, 2014 
in Glasgow (UK)

l  A Pediatric Care Manager 
in Sierra Leone

Under the supervision of Solthis Head of 
Mission, the Pediatric Care Manager will be 
assigned to provide capacity building to 
health care workers (HCW) and authorities 
involved in pediatric HIV  for counseling, 
testing, diagnosis, prophylaxis, treatment 

and care in order to improve their ability to 
care, treat and follow up HIV exposed and 
infected children. In addition, he/she will 
continue to support the implementation of 
Prevention of Mother to Child Transmission 
(PMTCT), with the aim of strengthening 
maternal and child HIV/AIDS health services 
within hospital and clinic settings.

Starting date: 31st August 2014
Complete offer on www.solthis.org

–––   Feedback from the field –––

–––   Agenda 2014 –––

–––   We are hiring  –––

Celebrating 10 years of Solthis on 
the field
After the Solthis HIV forum, held on Septem-
ber 19 and 20, “AIDS: New Challenges in Afri-
ca”, our teams on the field celebrated Solthis’ 
10th birthday. They gathered to organize se-
veral scientific conferences open to all; Niger 
in December, Guinea in February. For the oc-
casion, the photo exhibition “Solthis: 10 years 
of commitment” displayed during the Solthis 
HIV forum in Paris, has been enjoyed by more 
than 200 participants in Guinea.

You can still see the Solthis photo exhibition online !    www.10ans-solthis.org

You can also find all the presentations of our 10th birthday Forum on our website:  
www.solthis.org/fr/nos-actions/solthis-hiv-forum.html

Meet our Human Resource Manager and some of 
our teams on the field at the Solthis Stand (n°20)

AFRAVIH
ALLIANCE FRANCOPHONE  

DES ACTEURS DE SANTÉ CONTRE LE VIH

Field team Solthis Guinea during the Scientific Day in February 2014
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Tributes

Tribute to Hélène Labrousse
Hélène worked for Solthis as the Head of Mission in Guinea from March 2011 to July 2013. For many of us, 
she was also a friend. She has greatly contributed to the development of our program in Guinea, carrying the 
vision of Solthis with intelligence, enthusiasm and conviction.
After fighting with courage, she passed away from cancer in late October. Generous, available and committed, 
she had the capacity to rise herself against injustice, thinking with calm and acting decisively.
The former and current teams of Solthis have heard with the deepest sadness about her passing. We miss her 
and in this time of grieving, our sympathy is with her family and relatives.

Tribute to Souleymanou Mohamadou
Our friend and colleague Souleymanou, Medical Coordinator for Solthis Niger, passed away with his wife in 
a car accident on the 12th   of January 2014 in Cameroun, his home-country. Souleymanou has always been 
greatly rigorous and he has shown a whole-hearted commitment for the cause Solthis defends. He deeply 
contributed to providing medical care against HIV in Niger thanks to his action for the medical workers and 
patients. Joyful, he shared with everyone his bright face. It is with deep sorrow that we heard about his loss. 
We will be profoundly missing him. Our thoughts and sympathy go to his three children, his family and his 
relatives.
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Field Teams

Guinea - Alise Abadie, Abdoulaye 
Bah, Kambanya Bah, Fanette Blaizeau, 
Mamadou Oury Cisse, Mouslihou 
Diallo, Saliou Diallo, Thierno Diallo, Aly 
Fancinadouno, Gwénaëlle Jung, Dimitri 
Justeau, Cécé Kolie, Aimé Kourouma, 
Cécé Kpamou, Pierre-Etienne Martineau, 
Abdoulaye II Toure, Hugues Traoré. 
Mali - Alain Akondé, Hélène Chambon, 
Mariame Kante, Dramane Kéïta, Famory 
Samassa, Mary Sisssoko, Hamidou 
Traore, Alban Vanuxem. Niger - Amina 
Abdoulaye, Moussa Ado Bagida, Ibrahim 
Diallo, Sanata Diallo, Mamane Harouna, 
Hadizatou Ibrahim, Roubanatou Maiga, 
Emmanuel Ouedraogo, Nathanaël 
Yahannon. Sierra Leone - Wole 
Ameyan, Laure Gigout, Yuan Huang, 
Memuna Jalloh,  Salim Kamara, Kenneth 
Katumba, David Pelletier, Sandie Robin, 
Vanessa Wolfman.

Head Office

Rebecca Benhamou, Sophie Calmettes, 
Rachel Demol-Domenach, Eric 
D’Ortenzio, Caroline Gallais, Etienne 
Guillard, Isabelle Loureiro, Vanessa 
Montroussier, Jacques Ndawinz, Louis 
Pizarro, Sophie Ouvrard, Hélène Roger

Scientific Working Group

Dr Eric Adehossi, Françoise 
Aeberhard, Pr Brigitte 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, Charlotte Deze, 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 Rémi Lefrançois, Dr 
Delphine Le Mercier, Yoann Madec,  
Pr Almoustapha Maïga, Dr Anne 
Geneviève Marcellin, Dr Vanina 
Meyssonnier, Dr Robert Murphy, 
Pr Gilles Peytavin, Pr Christine 
Rouzioux, Dr Aliou Sylla, Stéphanie 
Tchiombiano, Dr Tuan Tran-Minh, Dr 
Mariam Traoré, Dr Roland Tubiana,  
Dr Marc-Antoine Valantin, Charlotte 
Verger, Dr Jean-Paul Viard.

Solthis Team

Subscribe to Solthis e-news and receive our Newsletter by e-mail. 



Solthis invites you to join in:

Solthis Scientific Day
Friday June 27 2014
Adicare Auditorium - Pitié Salpêtrière Hospital 

Every year, Solthis organizes an annual Scientific Conference in pres-
ence of its field teams and medical, associative, academic, institutional 
and financial partners. This is the occasion to present the results of its 
programs and to foster mutual enrichment of knowledge on the fight 
against HIV/AIDS. You can find the program and the presentations on 
our website.
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Head office
58 A rue du Dessous des Berges
75 013 Paris, France

Tel. : + 33(0)1 53 61 07 84 
Fax : + 33(0)1 53 61 07 48

contact@solthis.org
www.solthis.org

Let’s work together!
Contact us: 


