
Solthis

Newsletter
Excerpt of our Scientific Letter

N° 17 - Published in 2016
for the AfrAvih Conference

Everyone has the right to health care! Let’s act together!

Pre-exposure 
prophylaxis:  

when will we achieve 
equality for  

young women?

p. 2

Digital technologies 
applied to health in 

countries with  
limited resources

p. 6

Operational research 
in Guinea:  

Diavina and Tivina

p. 3

The Ebola crisis: 
the work by Solthis 

in Guinea and 
Sierra Leone

p. 8



2 3Excerpt of Solthis Newsletter July 2016 July 2016 Excerpt of Solthis Newsletter

Operational research in Guinea: 
Diavina and Tivina
Taking action for hiv-infected pregnant women and 
their newborns

Guillaume Breton
Scientific Director

In 2013, it was estimated that more than 90% 
of the 240,000 hiv-infected children in the 

world live in sub-Saharan Africa, where care 
and resources are the most limited. These 
infections are most often of maternal-foetal 
origin, a consequence of pregnant women 
having very little access to programmes re-
garding the prevention and transmission of 
hiv from mother to child. it is estimated that 
a third of pregnant women with hiv in the 
22 priority countries of the Global Plan did 
not receive Arv drugs to prevent mother-to-
child transmission (MTCT) in 20131. 

Moreover, access to virological diagno-
ses for exposed infants is still limited, 

since it requires a PCr test, which is not 
widely implemented. in 2013, only 56% 
(520,000) of exposed infants in low- and 
middle-income countries were able to 
benefit from access to PCr diagnoses1. 
furthermore, even though WhO recom-
mends performing a virological diagnosis 
at 6 weeks old, the delay between physical 
examinations, taking samples, transporting 
them to a suitably equipped laboratory, 
sending out results and then treating the 
infants adds up to almost seven months. 
half the babies who are confirmed for 
hiv are lost from sight before even start-
ing treatment2. Without treatment, infants 
who are infected during the perinatal pe-
riod (in the womb or during labour) have 
a high risk of death (50%) during their first 
year3. By comparison, the death rate for 
children who are not infected with hiv in 

sub-Saharan Africa is 8%. The peak mortal-
ity rate linked to hiv among infants occurs 
around 2-3 months old, leaving just a small 
margin for detection and treatment4. 

All these factors illustrate that many infect-
ed infants rapidly progress to an advanced 
stage of the disease before they have the 
opportunity to be treated. recent data on 
the ideal time to screen infants suggests 
there is a benefit to very early screen-
ing after birth to quickly identify infants 
infected in utero and thus prevent their 
early death by initiating Arv treatment 
very promptly5. in france, for example, 
screening for the virus in exposed infants 
is carried out at birth (0-3 days old) and 
at 1, 3 and 6 months. Strengthening the 
preventative MTCT treatment in infants is 
recommended if the mother did not re-

Pre-exposure prophylaxis: when 
will we achieve equality for young 
women?

Guillaume Breton
Scientific Director

Oral PrEP, based on the use of TDf only or 
combined with fTC, reduces the risk of 

hiv infection1. Large-scale implementation 
of PrEP is recommended by WhO, a strat-
egy which, combined with immediate Arv 
treatment for all hiv-infected patients, raises 
hopes that we can finally act on the progress 
of the epidemic.

however, in studies carried out with se-
rodiscordant couples, made up of het-
erosexual men and women in a highly 
endemic zone, pooled efficacy data for 
PrEP show a reduction in the risk of hiv 
infection that is generally higher among 
men (62%) than women (43%), men who 
have sex with men, transgender people 
and people who inject drugs1.

Observance is key to the efficacy 
of PrEP
Young women living in sub-Saharan Afri-
can countries with a high incidence of hiv 
are particularly affected by the epidemic, 
and represent a priority population for 
PrEP1. The efficacy results from four PrEP tri-
als including women in eastern and south-
ern Africa, however, are somewhat con-
tradictory. Two trials (Partners PrEP, which 
studied 4,747 serodiscordant couples and 
TDf2, which studied 1,219 people, includ-
ing 489 women) show an efficacy rate of 
between 49 and 75%, with no difference 
between men and women; the two other 
trials (fEM-PrEP and vOiCE), which stud-
ied 2,120 and 3,019 women respectively, 
showed no efficacy2-5. These differences 
are principally due to differences in obser-
vance: PrEP is only effective if people take it! 
The vOiCE trial shows that PrEP observance 
is correlated with an accurate estimate of 
the risk of hiv exposure, but also that the 
youngest women, who are the most at risk, 
are also those who estimate the risk less 

accurately5. PrEP is not a lifelong treatment 
in the way that treatment for hiv infection 
is, but an appropriate strategy at a period 
of life when the risk of hiv exposure is high. 
More specifically, improving observance 
means working on the perception of risk 
to help individuals make an accurate esti-
mate of their risk and evaluate it over time, 
so that they can adapt their observance 
accordingly6.

 PrEP is only effective if people 
take it! Observance is correlated 
with an accurate estimate of the 
risk of HIV exposure 
Other strategies that could simplify ob-
servance are being developed, such as 
long-acting injectable treatments (cabo-
tegravir and rilpivirine), subcutaneous Arv 
implants and local treatments (microbio-
cides, gels or Arv-impregnated vaginal 
rings). The ASPirE trial, which tested a vagi-
nal ring impregnated with dapivirine, was 
conducted in east Africa and studied 2,614 
women; the results were disappointing, at 
27% efficacy. Although efficacy increases 
to 61% among women over the age of 25, 
women under the age of 21, whose risk 
of hiv infection is twice as high, get no 
benefit from the strategy, again because 
of difficulties associated with observance7. 
This demonstrates the limits of biomedi-
cal solutions and suggests that improving 
observance remains a critical issue. 

 Increasing the perception of 
risk must be a priority 
Other strategies that could simplify ob-
servance are being developed, such as 
long-acting injectable treatments (cabo-
tegravir and rilpivirine), subcutaneous Arv 
implants and local treatments (microbio-
cides, gels or Arv-impregnated vaginal 
rings). The ASPirE trial, which tested a vagi-
nal ring impregnated with dapivirine, was 
conducted in east Africa and studied 2,614 
women; the results were disappointing, at 

27% efficacy. Although efficacy increases 
to 61% among women over the age of 25, 
women under the age of 21, whose risk 
of hiv infection is twice as high, get no 
benefit from the strategy, again because 
of difficulties associated with observance7. 
This demonstrates the limits of biomedi-
cal solutions and suggests that improving 
observance remains a critical issue.

Daily oral PrEP offers the possibility of limit-
ing new infections among women living 
in sub-Saharan Africa, but the youngest of 
them, who need it most, and who com-
bine the highest risks of hiv exposure and 
non-observance, are paradoxically those 
who benefit least from the strategy. As 
a consequence, increasing these young 
women’s perception of risk so that they 
can adjust their observance of PrEP must 
be a priority, so that they can benefit from 
it before it is too late. 

Notes
1 WHO,  Guideline on when to start antiretroviral 
therapy and on pre-exposure prophylaxis for hiv, 
Genève, World health Organization, 2015
2 PM Mumane, C Celum, N Mugo et al.  Efficacy of 
preexposure prophylaxis for hiv-1 prevention among 
high-risk heterosexuals: subgroup analyses from a 
randomized trial, AiDS 2013; 27:2155-2160.
3 MC Thigpen, PM Kebaabetswe, LA Paxton et 
al.  Antiretroviral preexposure prophylaxis for hetero-
sexual hiv transmission in Bostwana, N Engl J Med 
2012; 367:423-434.
4 L Van Damme, A Corneli, K Ahmed et al.  Preex-
posure prophylaxis for hiv infection among women, 
N Engl J Med 2012; 367:411-422.
5 JM Marrazzo, G Ramjee, BA Richardson et al.  
Tenofovir-based preexposure prophylaxis for hiv in-
fection among women. N Engl J Med 2015; 372:509-
518.
6 JE Haberer,  Current concepts for PrEP adherence 
in the PrEP revolution: from clinical trials to routine 
practice, Curr Opin hiv AiDS 2016; 11:10-17.
7 JM Baeten, T Palanee-Phillips, ER Brown et al.  
Use of a vaginal ring containing dapivirine for hiv-1 
prevention in Women, Lancet 2016
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hort study of hiv-infected infants through 
the TiviNA project (Traitement immédiat 
des nouveaux nés infectés par la vih à la 
Naissance, “immediate Treatment of New-
borns infected with hiv at Birth”), which 
will evaluate the impact of a strategy in-
volving very early antiretroviral therapy 
with the optimisation of preventive treat-
ments combining vaccinations, malaria 
and tuberculosis prevention, nutritional 
support and stronger adherence, on mor-
bidity and mortality and the hiv reservoir 
in newborns infected by hiv-1 during the 
perinatal period.

These two studies will come under the 
OPP-ErA project and use the laboratory 
facilities and staff trained in hiv viral load 
in Conakry. it is expected to include 300 
mother-child pairs and approximately 30 
hiv-infected newborn babies. hiv screen-
ing will be offered to pregnant woman 
who arrive to give birth in the maternity 
ward of ignace Deen hospital. if the di-
agnosis is positive and the women agree 
to participate in the study, their newborn 
baby will benefit from an hiv virological 

diagnosis at birth and, without waiting for 
the result, a prophylactic treatment rein-
forced by triple Arv therapy will be initi-
ated within the first few hours of life and 
continued for 12 weeks.

The suggested treatment regimen will be: 
zidovudine, lamivudine and nevirapine in 
cases of hiv-1 infection (nevirapine will 
be discontinued at the age of 10 weeks), 
and zidovudine, lamivudine, lopinavir and 
ritonvir in cases of hiv-2. This treatment 
will be discontinued at 12 weeks old if the 
first PCr carried out at birth is negative, 
regardless of the feeding method. if the 
test is positive, treatment will be modified 
(or resumed) with zidovudine, lamivudine, 
lopinavir and ritonavir at curative doses. 

 Evaluate the operability of a 
combined strategy, HIV diagnosis 
and stronger prophylaxis with 
triple antiretroviral therapy 
infants infected with hiv at birth or during 
the first 18 months of being monitored 
will benefit from pneumococcus and ro-

tavirus vaccinations, intra-familial hiv and 
tuberculosis screening along with preven-
tive treatment with isoniazid, support for 
adherence, nutritional support, the provi-
sion of insecticide-treated nets and a water 
filter for the infant and family.

This operational strategy combining hiv 
diagnosis from birth for exposed new-
borns with mothers who were not treated 
during pregnancy, with a very early initia-
tion of triple Arv therapy as a prophylaxis 
at the beginning and then as a cure if the 
diagnosis is confirmed, together with a re-
inforcement of preventive treatment for in-
fected children, should permit only a small 
hiv reservoir to form, thus also maintaining 
immune system development and reduc-
ing infant morbidity and mortality rates in 
the early years of life. 

Bibliographie
1 WHO,  Global UPDATE on the health Sector re-
sponse to hiv, 2014, World health Organization, 
Geneva, 2014.
2 CG Sutcliffe, JH van Dijk, F Hamangaba, F Ma-
yani, WJ Moss,  Turnaround time for early infant hiv 
diagnosis in rural Zambi: a chart review. Plos One: 
2014; e87028
3 R Becquet, M Marston, F Dabis, LH Moulton, 
G Gray, HM Coovadia et al.  Children who acquire 
hiv infection perinatally are at higher risk of early 
death than those acquiring infection through breast-
milk: a meta-analysis. PLos One 2012; 7:e28510.
4 DE Bourne, M Thompson, LL Brody, M Cotton, 
B Draper, R Laubscher et al.  Emergence of a peak 
in early infant mortality due to hiv/AiDS in South 
Africa. Aids 2009, 23:101–106.
5 RR Lilian, E Kalk, K Bhowan, L Berrie, S Carmona, 
K Technau et al.  Early diagnosis of in utero and in-
trapartum hiv infection in infants prior to 6 weeks of 
age. J Clin Microbiol 2012; 50:2373–7.
6 WHO,  Guideline on when to start antiretroviral 
therapy and on pre-exposure prohylaxis, 2015. World 
health Organization, Geneva, 2015.
7 MF Cotton, A Violari, South African infants :  re-
sults from the ChEr (Children with hiv early antiret-
roviral) randomized Trial. Lancet 2013; 382:1555-1563.
8 M Martínez-Bonet, MC Puertas, C Fortuny et al.  
Establishment and replenishment of the viral res-
ervoir in Perinatally hiv-1-infected Children initiat-
ing very Early Antiretroviral Therapy. Clin infect Dis. 
2015;61:1169-78.
9 P Frange, A Faye, V Avettand-Fenoël et al.  hiv-1 
virological remission lasting more than 12 years after 
interruption of early antiretroviral therapy in a perina-
tally infected teenager enrolled in the french ANrS 
EPf-CO10 paediatric cohort: a case report. Lancet 
hiv. 2016 Jan; 3: e49-54.
10 A Saez-Cirin, C Bacchus, L Hocqueloux et al.  
Post-treatment hiv-1 controllers with a long-term 
virological remission after the interruption of an early 
initiated antiretroviral therapy ANrS visconti study. 
Plos Pathogens 2013; 9:e1003211.

ceive Arv treatment during pregnancy. 
All this data therefore shows it is essential 
to screen for hiv infection very promptly 
after the baby is born to ensure a fast re-
turn of test results and start Arv treatment 
right from birth. for exposed newborns, 
only the detection of intracellular viruses 
or plasmatic viruses can diagnose if the 
infant is infected; since maternal anti-hiv 
antibodies can persist in the child until 18 
months old, serological tests cannot be 
used before this age.

Evolution of WHO 
recommendations: improved 
prophylactic treatment for 
newborns with a high risk of 
infection
in their latest international recommen-
dations in 2015, WhO proposed that all 
newborn babies of hiv-infected mothers 
should receive six weeks of nevirapine 
monotherapy as a prophylaxis. This could 
potentially be extended to 12 weeks and 
combined with AZT if the mother is discov-
ered to have hiv around the time of birth 
and therefore did not have Arv treatment 
during pregnancy6. WhO also recom-
mends performing an initial hiv virologi-
cal diagnosis by PCr when the infant is 4-6 
weeks old. Performing an hiv virological 
diagnosis at birth for exposed newborns 
is an option that WhO is currently contem-
plating, particularly if the mother did not 
receive Arv during pregnancy. however, 
this strategy still needs to be evaluated in 
countries with limited resources. research 
in different contexts is necessary, in the 
very short term, to evaluate if diagnosis 
at birth could improve the early start of 
treatment for newborns and retain them 
within the health system. Different experi-
ments with PMTCT programmes using cur-
rent guidelines showed variable results 
on early detection rates for infants and a 
significant rate of screened babies being 
lost to follow-up.

Interest in very early treatment for 
infants
The benefits of early treatment for infants 
infected at birth, independently of CD4 
percentage, are well established; such 
treatment is recommended by WhO6. in 
fact, ChEr study results show that early 
treatment (at 7.4 months) reduces mor-
tality and the occurrence of AiDS events 
compared with delayed treatment (at 20 

months)7. The improvement in survival 
rate with even earlier treatment, initiated 
during the first few hours of life, has not 
yet been assessed, but preliminary stud-
ies show it could potentially be beneficial.

 Very early treatment for 
newborns infected during the 
perinatal period before the 8th 
or 12th week at the time of the 
primary infection limits the 
formation of a latent HIV cell and 
tissue reservoir8. 
The reservoir is as low as the treatment is 
early8. very early reduction of the viral res-
ervoir could allow some patients to reach a 
state of “post-treatment control” (PTC) after 
the secondary stopping of the antiretro-
viral therapy. however, even though such 
a situation has already been described in 
several dozen patients infected in adult-
hood, only one case of a PTC teenager 
infected during the perinatal period has 
been reported to date9. All the other at-
tempts to stop Arv treatment in children/
teenagers have been followed by an im-
mediate or delayed virological rebound, 
even in cases where the viral reservoir was 
very low before the treatment was discon-
tinued. The importance of maintaining as 
low a reservoir as possible is supported by 
studies in adults. The reservoir of infected 
cells is correlated with the amount of total 
hiv-DNA in the peripheral blood mono-
nuclear cells (PBMC), which has a prog-
nostic value of immunological and clinical 
development regardless of the number 
of CD4 lymphocytes and the plasma hiv 
rNA viral load. in the ANrS visconti study, 
having a very low reservoir level was as-
sociated with long term control of virus 
replication after treatment was discontin-
ued in subjects treated early at the time of 
the primary infection, as had already been 
observed in patients with controlled hiv10. 
from an immunological perspective, early 
treatment in adults has a possible benefit 
with regards to maintaining the digestive 
mucosa and on the secondary inflam-
mation it generates. Given the important 
role of the digestive mucosa in the first 
few years of life to develop numerous im-
mune responses, the benefit for children 
could be significant. identifying adult 
patients in the primary infection stage re-
mains difficult in clinical practice due to 
its non-specific clinical presentation. The 

situation of maternal-foetal transmission 
has a separate place in this regard and al-
lows very early detection in newborns and 
infants. very early initiation of treatment 
therefore seems beneficial for improving 
the clinical outcome of children and could 
potentially improve responses to future 
remission strategies, such as neutralising 
antibodies or therapeutic vaccines.

Operational research project in 
West Africa 

in Guinea, with the ANrS 12344 DiAviNA 
(DiAgnostic virologique et initiation à la 
Naissance, “virological Diagnosis and ini-
tiation at Birth”) study supported by ANrS 
and the Paris City hall, we intend to evalu-
ate the operability of a combined strat-
egy, hiv diagnosis and stronger prophy-
laxis with triple antiretroviral therapy from 
birth among newborns with a high risk of 
infection whose mothers were not treated 
during the final month of pregnancy – 
since most often they were not screened 
for hiv before giving birth. Together with 
the DiAviNA study, we will carry out a co-
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Overviews of possible uses of ict in health in 
countries with limited resources

Stakeholders or level of use Uses 

Individual / patient / client Developing knowledge, the power to act and patient autonomy

  Communication and support for behavioural changes, both in prevention and care: 
counselling, therapeutic education, support to observance

  Quick access to information (all-night pharmacy, first aid…)

  Analysis and decision-making in complex situations

  Warning and sharing of information about a situation or emergency (Observatory or 
telemonitoring)

  Exchanges between patients: exchanges of opinions, support groups

Between patient and caregiver Developing the relationship of care

  Personalised monitoring and advice to the patient / client – “hotline”

  remote direct consultation with a specialist (telemedicine)

Caregiver / health professional Developing and improving the offering of health services

  Quick access to reference information: therapeutic recommendations and electronic 
guide for treatments 

  help with decision-making: digital checklists, electronic clinical algorithms. Artificial 
intelligence tools 

  Simplified diagnosis – Point of Care (POC) technologies: imaging, screening

  Access to the opinions of specialists about a clinical case or examination 
(telemedicine)

  Between caregivers: transfer of patient files (shared medical files), reference / counter 
reference, discussion forums

Developing and strengthening the skills and practices of human resources

  Training, remote tutoring: e-learning, m-learning, MOOC

  interactive, mixed and fun teaching approaches: virtual simulation tools, “serious 
games”; methods, discussion forums

  Supervision and evaluation of remote professional practices: quiz

Health information system (HIS) Optimising the monitoring of quality, the effectiveness and efficiency of health 
services by having and using health data more easily and quickly

  Both for routine information and for specific surveys or polls: electronic medical files, 
databases 

  Analysis of mobile data and “Big Data”: “Data mining”, use of data for epidemiological 
analyses, search for victims (for example, earthquakes )

Procurement and inventory 
management system 

Having and using logistical management data more easily and quickly to enable 
the better monitoring of stock and to avoid stock-outs (supply shortages) 

  inventory and order management

  Warnings about counterfeit goods or products 

Health financing Simplifying financial transactions in the health system

  Payment of consultations or treatments by patients

  remuneration of caregivers following the consultation or treatment, incentives, 
performance-based payment

Digital technologies applied to health 
in countries with limited resources
Opportunities for improving the health of individuals 
and strengthening the health systems

Etienne GUILLARD
Director of health Systems 
and Services Strengthening

What subject matter is being 
spoken about?

For more than 40 years, digital technologies 
have come back into our lives and are part 

of our daily lives. Some stakeholders put this 
exponential growth down to the concept of 
“digital disruption” . 

Used in health, they encompass numer-
ous terms: e-health, m-health, connected 
health, iCT in health, with various uses: 
telemedicine, e-learning, etc.

This big family of e-health technologies 
has undergone the same growth. At the 
heart of m-health, which refers to the 
use of the mobile telephony, it is rapidly 
expanding, notably using the features 
offered by smartphones: camera, GPS, 
sensors, localisation … There would 
therefore be between 100,000 and one 
million health smartphone applications, 
dedicated either to medical uses (chronic 
diseases, glycemia, database of drugs…) 
or to well-being (measuring the number of 
steps, tension, advice, …). These applica-
tions would already be used by more than 
500 million people. 

More recently, the connected objects have 
used information exchange technologies 
and advances in miniaturisation today al-
low having very small connected objects, 
which may for some be used as medical 
devices.

faced with this flurry of activity, we have 
wanted to make a first overview.

Stakes and challenges for the 
implementation of ict health 
projects in countries with limited 
resources
if the development of iCT in health can 
provide innovative solutions to health 
problems , it may also lead to failures. Thus, 

faced with the multiplication of aborted 
pilot projects, some recommendations 
have been developed in order to avoid 
reproducing these failures and underline 
the importance of including these tools 
in larger building projects and not as an 
end in itself.

furthermore, besides the technologi-
cal divide still experienced by countries 
with limited resources, few of them have 
national health strategies integrating iCT 
and they will have to strengthen in order 
to face this technological wave and the 
projects associated with it. for this, the 
mobilisation of new assessments will be 
essential, in a multi-disciplinary and con-
sequently intersectoral approach: health, 
telecommunication, education. This will 
also involve developing skills to accom-
pany the deployment of these solutions, 
maintain the equipment and develop a 
digital culture for health professionals in 
order to promote their adaptability, quick 
appropriation of tools and their training in 
their use and in the analysis of data. Lastly, 
the evaluation and regulation of these 
technologies, and associated projects, will 
be necessary for ensuring as much their 
relevance and quality as the protection of 
their users and beneficiaries or their effi-
ciency for the health systems. 

Anticipating future uses, preparing 
to adapt
it is likely that we are still only at the begin-
ning of this “digital disruption”. The tech-
nological solutions of tomorrow will cer-
tainly fade away the separations of today, 
notably with NBiCs: nanotechnologies, 
biotechnologies, information, cognitive.

Beyond technological evolution, our prac-
tices by health professionals will have to 
adapt, with sometimes profound changes 
to be expected, in particular with the emer-
gence of artificial intelligence solutions.

We will also have to adapt to patients who 
are more informed about their illnesses 

and treatments, patients who may also 
assess our practices (“like” on facebook) 
in real time. 

it seems essential for health professionals 
to be prepared to make the most of these 
changes.

What uses and places for these 
tools in the health systems?
The various solutions of iCT in health may 
be used for all health issues, both in terms 
of the promotion of health, care and moni-
toring. Sexual and reproductive health and 
maternal-infant health are currently the 
areas in which iCT projects are the most 
numerous. if they all participate more or 
less directly in improving the health of in-
dividuals, they will intervene at different 
levels. 

The table on the front page presents the 
main emerging uses. 

Notes
1 Digital disruption. See in particular Brian Solis,  
the wheel of digital disruption http://thenextweb.
com/entrepreneur/2014/04/16/digital-disruption-
changing-business-technology-isnt-answer/
2 For a detailed overview, see mHealth Com-
pendium Volume5:  https://www.msh.org/sites/
msh.org/files/2015_08_msh_mhealth_compen-
dium_volume5.pdf 
3 See in particular Greentree consensus -  
principes pour le développement numérique: 
http://digitalprinciples.org/ Et The M.A.P.S. Tool 
- mhealth Assessment and Planning for Scale: 
http://tinyurl.com/MAPS-Toolkit-Download
4 See in particular mHealth alliance & mHealth 
knowledge  http://mhealthknowledge.org/ et mhealth 
evidence https://www.mhealthevidence.org/

Find out more on the MOOCs
Fun - france Université Numérique 
https://www.fun-mooc.fr

Coursera https://www.coursera.org

Future Learn https://futurelearn.com

https://www.fun-mooc.fr
https://www.coursera.org
https://futurelearn.com
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this initial phase, also in Sierra Leone, we 
worked with UNiCEf and some support 
groups to look for hiv-positive children 
who had been lost to follow-up, the num-
ber of which had increased substantially.

The closure of national borders made 
transport logistics very complicated, but 
we were able to transport protective 
equipment to health centres that we 
had been supporting before the crisis in 
Guinea and Sierra Leone. We also provided 
initial training courses in hospital hygiene 
and the ways in which the Ebola virus is 
transmitted for these healthcare workers 
in Sierra Leone.

Lastly, Solthis joined with other organisa-
tions in supporting the move by the french 
authorities to set up a European medical 
evacuation system for all foreign nationals 
taking part in the response to Ebola in the 
three countries. At the same time, we also 
played an active role in making the case 
for high-quality Ebola treatment centres 

to be established in the countries in which 
we operate, for healthcare workers from 
those countries (including our colleagues 
from Guinea and Sierra Leone who were 
involved in the response as members of 
our teams).

 Ebola had a great impact on 
access to health for populations 
Solthis subsequently led two projects con-
cerned with continuity of hiv care in the 
context of Ebola, which included elements 
to reinforce infection prevention and con-
trol, and to adapt the hiv care offer (people 
lost to follow-up, management of interrup-
tions in treatment, intervals between ap-
pointments, etc.). These projects operated 
in 2015, with support from the Ministry of 
foreign Affairs and international Develop-
ment and from the 5% initiative led by Ex-
pertise france. They covered all healthcare 
facilities, not just hiv units, and involved 23 
sites across Guinea’s 8 prefectures, and 9 
sites in Sierra Leone, in freetown.

These two projects were developed and 
implemented with our partners in Guin-
ea (PNPCSP /CNLS/UNAiDS/the rEGAP+ 
and rEfiG organisations for PLhiv) and 
in Sierra Leone (NACP/NAS/NEThiPS). in 
both countries, our teams also worked in 
coordination with the WhO and with the 
frameworks for action defined by the na-
tional Ebola response coordination bodies 
for all the national and international actors.

Solthis has therefore supported its part-
ners in Guinea and Sierra Leone during this 
global health crisis, in which community 
mobilisation and the empowerment of 
healthcare service users were vital factors. 
from 2016 onwards, in parallel with its con-
tinued support for the healthcare offer at 
every level of the health pyramid, Solthis 
will launch several projects concerned 
with the demand for healthcare, and com-
munities and their visions of healthcare. 

Solthis and its partners’ scientific publications
Analysis of the impact of the Ebola out-
break on the continuity of care in Guinea 
and Sierra Leone

When Solthis’ projects in Guinea and Sierra 
Leone were launched, there was no numeri-
cal assessment of the impact of the Ebola 
outbreak on the continuity of care of people 
living with hiv.

in the framework of these projects and 
alongside with its partners in Guinea and 
Sierra Leone, Solthis realized a study on 
retention of people living with hiv Taking 
Antiretroviral Treatment during the 2014-
15 Ebola outbreak in the Conakry region 
of Guinea, and a study on the evaluation 
of access to care for PLhiv in the health 
districts affected by the 2014 epidemic in 
Sierra Leone.

  The correspondence “Prevention of hiv 
spread during the Ebola outbreak in Guin-
ea” has been published on The Lancet, 
issue of April 11th 20151,

  A poster on the results of the study done 
in Guinea has been presented at the CrOi 
20152, and a poster on the results in Sierra 
Leone has been presented at the CrOi 
20163.

An administrative and logistic contribu-
tion to the Jiki trial from Solthis’ team in 
Conakry has facilitated its implementa-
tion on the ground. Solthis is pleased that 
the results of this trial have been pub-
lished in “PLOS medicine” in March and 
congratulates all the project’s partners, in 
particular iNSErM.

Notes
1 JDA Ndawinz, M Cissé, MSK Diallo, CT Sidibé, 
E D’Ortenzio,  “Prevention of hiv spread during the 
Ebola outbreak in Guinea”, The Lancet, volume 385, 
issue 9976, 1393
2 M Cissé (Donka National Hospital, Guinée), 
MSK Diallo, C Kpamou, J Dimitri, (Solthis, Gui-
née) CT Sidibé, (Programme National de Prise 
en Charge Sanitaire et de Prévention des IST/
VIH/SIDA, Guinée), E D’Ortenzio, JDA Ndawinz 
(Solthis France),  “impact of the Ebola outbreak on 
the Quality of Care of People Living with hiv Taking 
Antiretroviral Treatment at Donka National hospital 
in Conakry, Guinea”, Poster CrOi 2015
3 J Ndawinz, E Guillard (Solthis France), KR Ka-
tumba (Solthis Sierra Leone), Victor Kamara, 
Wogba Kamara (National AIDS Secretary Sierra 
Leone), Lamine Bangura, Victoria Kamara, Umu 
N Nabieu (National AIDS/HIV Control Programme 
Sierra Leone),  “Access to hiv Care in health Districts 
Affected by Ebola Epidemic in Sierra Leone”, Poster 
CrOi 2016
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The Ebola crisis: the work by Solthis 
in Guinea and Sierra Leone
having fought Ebola for two years, Guinea, Sierra Leone 
and Liberia are now looking towards the post-Ebola period

Bertrand Vagnon
Programs Coordinator

The governments of these three countries, 
the healthcare personnel, the communi-
ties, and the national and international 
actors in the response continue to be 
mobilised in this decisive period.

Since December 2014, more than 28,600 
people have been infected and 11,301 
people have died. from the beginning 
of the epidemic, healthcare personnel in 
Guinea and Sierra Leone have been in the 
front line in caring for sufferers, showing 
great courage and a tremendous sense 
of public service. They have also been the 
main victims of the virus (more than 881 
healthcare workers have been infected, 
and 513 have died, a case fatality rate that 
is well above average).

Solthis has been present in Guinea since 
2008 and in Sierra Leone since 2011. We 
supported our long-standing national 
partners (governmental inter-sectoral 
coordination bodies, national hiv pro-
grammes, ministries of health, organisa-

tions of PLhiv) via our exemplary teams in 
the field. These teams assessed the threat 
posed by the virus to the people directly 
affected, their families, the healthcare sys-
tems as a whole, and the economic and so-
cial situation of the Mano river countries.

from the summer of 2014, when the epi-
demic was rapidly becoming widespread, 
Solthis, like many other actors, had to 
adapt. first of all, we had to understand 
the threat to our teams and reduce it by 
adopting new security measures at our 
intervention sites. Pre-departure training 
for our staff was increased and the partner-
ships developed with other NGOs enabled 
our teams to benefit from training courses 
provided by Médecins Sans frontières Bel-
gium, and by the Médecins du Monde/
Action Against hunger consortium and 
Première Urgence internationale.

The solidarity between different NGOs, 
particularly french NGOs, has been a major 
factor in this crisis and has led to the crea-
tion of some valuable discussion forums. 
We regularly exchange opinions during 
meetings of the Ebola Task force, which 
are organised by the french authorities.

Solthis very quickly voiced the view that 
the Ebola virus was not only a terrible 
deadly disease, but also a systemic threat. 
Access to healthcare and the continuity of 
treatment of other conditions were also 
seriously threatened because the crisis dis-
rupted health care services and had a seri-
ous impact on the conditions of access to 
treatment for the people concerned. Our 
teams in the field witnessed first-hand the 
catastrophic situation in some hospitals: 
PLhiv were afraid to go to health centres 
to see a doctor or to take their medication, 
courses of treatment were interrupted, and 
there was an increase in the number of 
people who left the treatment circuit and 
were lost to follow-up.

faced with the crisis, we were first of all 
involved in the emergency phase. in Sierra 
Leone, from September 2014, we therefore 
made our vehicles available to NEThiPS, a 
network of organisations of people living 
with hiv, which was involved in initiatives 
to look for and contact hiv-positive pa-
tients who had interrupted their follow-up 
care at hiv centres because of the preva-
lence of Ebola in the summer. During 

Hospital hygiene and protection of healthcare 
workers
in Guinea, for the iPC (infection preven-
tion and control) component of its pro-
gramme, Solthis developed a partnership 
with the GErES, which possesses recog-
nised expertise in hospital hygiene. 

from the beginning of the Ebola crisis, our 
teams were made aware of its impact on 
the work of healthcare staff when some 
doctors halted their hiv consultations 
because they did not have adequate 
supplies of basic protective equipment. 
Other doctors continued with their activi-

ties despite the absence or incomplete-
ness of protective equipment. Effective 
prevention of the transmission of the 
virus in a healthcare setting, and sup-
port for healthcare staff in continuing 
their routine activities, including activi-
ties outside the special Ebola treatment 
centres, were clearly essential in helping 
to contain the epidemic and to continue 
providing high-quality treatment for pa-
tients receiving regular follow-up for hiv 
and tuberculosis. 

in Guinea, a total of 170 healthcare staff 
were trained in infection prevention and 
control measures in a healthcare setting. 
Monitoring operations have been carried 
out in each prefecture, with the national 
and regional authorities. in the long term, 
the tools and protocols developed with 
healthcare staff during this project, con-
ducted in a time of crisis, will play a part in 
increasing the resilience of the healthcare 
system as a whole. 
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