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1. Introduction	
AFROCAB	meeting	was	in	Rwanda	hosted	by	various	Rwanda	community	groups	with	support	from	the	
Rwanda	 Biomedical	 Centre.	 	 	 The	meeting	was	 opened	 by	Mr.	 Andrea	Uwayezu	 the	 President	 of	 the	
Rwanda	network	of	people	living	with	HIV.		 	Dr	Sabin	Nsanzimana	welcomed	the	participants	from	the	
ten	countries.		He	reiterated	that	Rwanda	is	a	welcoming	country	and	happy	to	connect	with	the	rest	of	
Africa.		The	relationship	with	AFROCAB	has	been	strengthened	over	the	years	as	Dr	Sabin	and	AFROCAB	
Coordinator	Kenly	Sikwese	have	worked	together	in	various	global	processes	including	the	development	
of	HIV	treatment	and	prevention	guidelines	at	World	Health	Organization	(WHO).	

In	his	opening	 remarks,	Andrea	expressed	his	gratitude	at	AFROCAB’s	decision	 to	host	 the	meeting	 in	
Rwanda	and	allowing	many	local	community	groups	to	be	part	of	the	meeting.	This	was	the	first	time	for	
most	Rwandese	to	network	with	AFROCAB	member	countries.		Rwandese	would	be	happy	to	learn	new	
developments	 in	HIV,	ARV	 therapy	and	WHO	during	 the	meeting	and	updated	about	what	 took	place	
during	ICASA	2015.	 	He	said	this	would	help	 inform	community	advocacy	 led	by	Rwandese	community	
groups.	Rwanda	was	represented	by	seven	different	groups	of	PLWHIV.	

Andre	pointed	out	the	desire	of	Rwandese	to	be	active	members	of	AFRCAB	after	the	relocating	of	two	
previous	members.			

The	AFROCAB	Co-Chairs	Ms.	Caroline	Mubaira	and	Dr.	Bactrin	Killingo	welcomed	all	participants	in	their	
opening	 remarks.	 	 For	 the	 benefit	 of	 participants	 and	 AFROCAB	members	who	 did	 not	 attend	 ICASA	
2015	in	Harare,	Caroline	summarised	the	ICASA	conference	key	messages	and	said	AFROCAB	needed	to	
identify	relevant	messages	for	which	to	develop	appropriate	responses	and	advocacy	strategies.	The	key	
messages	were:-	

1. Models	to	reach	the	90-90-90	HIV	target	must	be	employed	especially	the	fisrt	testing	90		

-	(By	2020,	90%	of	all	people	living	with	HIV	know	their	HIV	status	

-	 By	 2020,	 90%	 of	 all	 people	with	 diagnosed	HIV	 infection	will	 receive	 sustained	antiretroviral	
therapy.		

-	 By	 2020,	 90%	 of	 all	 people	 receiving	 antiretroviral	 therapy	 will	 attain	 and	 maintain	 viral	
suppression)	

2. New	2015	 consolidated	ARV	guidelines	must	be	 implemented	by	all	 countries	–	Treat	all	people	
living	with	HIV,	 offer	 antiretroviral	 treatment	 for	HIV	 infected	 individuals’	 own	health	
and	as	additional	prevention	choice	for	people	at	"substantial"	risk	

3. Addressing	punitive	laws	to	respond	to	some	of	the	HIV	gaps		
4. Address	viral	hepatitis	epidemics	especially	in	African	countries	
5. The	new	approaches	on	dual	approach	for	elimination	of	mother-to-child	transmission	of	congenital	

syphilis	and	HIV	together	should	be	strengthened																	
6. Self-Testing	for	HIV	infection	being	developed	in	many	countries,	for	example	in	Zimbabwe	where	a	

targeted	self-testing	project	in	key	populations	has	started	
7. Key	populations	require	strategies	that	stop	HIV	spread	
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8. Good	Nutrition	is	the	key	to	healthy	individuals	
9. Low	risk	perception	is	still	prevalent	and	an	estimated	230	new	HIV	infections	are	occurring	each	day	

in	Zimbabwe	
10. Using	cell	and	gene	therapies	offer	the	promise	of	preventing	progressive	HIV	infection	by	interfering	

with	HIV	replication.	
11. 	Hepatitis	B	and	C	require	attention	as	infections	rise	across	the	African	continent	mostly	due	to	lack	

of	knowledge	and	infomration		
12. Stigma	and	discrimination	continue	to	hinder	progress	despite	the	many	years	of	the	spread	of	HIV		
13. Violence	 perpetuates	 spread	 of	 HIV	 so	 programmes	 to	 curb	 gender-based	 violence	 in	 particular	

should	be	implemented.	
14. Distribution	of	ARVs	by	lay	people	needs	to	be	explored	further.	

2. Basic	Science	of	AIDS	
Dr	Sabin	was	the	first	presenter	of	the	meeting	focusing	on	basic	science	and	HIV	drug	targets	for	the	
benefit	 of	 participants	 with	 low	 treatment	 literacy.	 This	 also	 provided	 context	 for	 treatment	
optimisation	

He	gave	an	introduction	to	HIV	and	highlighted	the	importance	of	studying	viruses.	Dr.	Sabin	explained	
how	 HIV	 destroys	 one’s	 immune	 system	 and	 how,	 even	 though	 the	 body’s	 capacity	 to	 defend	 itself	
against	 external	 pathogens,	 HIV	 continues	 to	 spread	 with	 no	 cure	 in	 sight.	 In	 his	 presentation,	 he	
explained	how	our	bodies’	are	‘fooled’	to	creates	an	open	door	for	harmful	pathogens	such	as	bacteria	
and	other	 parasites	 to	 enter	 the	 body.	Once	 infection	 occurs	 and	 a	 virus	 progresses	 in	 the	 body,	 the	
virus	 spreads	 there	 is	 loss	 immunity	and	 the	body	 is	attacked	by	different	organism.	 	While	 there	are	
several	 modes	 of	 HIV	 transmission	 route,	 the	 predominant	 route	 in	 Africa	 is	 sexual	 transmission.		
Replication	or	the	spread	of	HIV	in	the	body	occurs	very	silently	until	one	progresses	to	AIDS	when	an	
infected	 individual	without	treatment,	eventually	dies.	 	Dr	Sabin	chronicled	the	history	of	HIV	and	HIV	
treatment	from	identification	of	HIV,	the	first	monotherapy	medicines	used	to	treat	HIV	were	meant	for	
cancer	 treatment.	 Rwanda	 started	 accessing	 its	 first	 ARVs	 in	 1999,	 mostly	 brought	 in	 from	 Uganda.	
Public	health	access	and	rapid	scale-up	started	in	2002.			

“It	was	time	to	close	the	treatment	gap	and	end	AIDS	soon”.		Dr.	Sabin		

Dr.	Sabin	also	explained	how	viruses	grow	quickly	to	establish	authority	in	the	body	making	tens	billions	
copies	a	day	while	the	body,	at	the	beginning,	remains	unaware	and	many	immune	cells	are	killed.		The	
clinical	 latency	 that	 follows	 after	 infection	 can	 last	 up	 to	 seven	 years.	 	 Some	 of	 the	 opportunistic	
infections	that	can	manifest	up	to	7	years	 if	 latency	that	could	occur	 include	swelling	of	 lymph	nodes,	
gastro-intestinal	 disturbances	 among	 others	 can	 be	 present.	 As	 the	 HIV	 spreads,	 an	 infected	 person	
might	begin	to	feel	or	sense	that	there	is	something	wrong	and	not	feel	as	strong	they	did	before	as	the	
body	starts	to	fight	infection	and	a	gradual	drop	in	CD4	cell	drops	and	
viremia	rises.	Dr.	Sabin	noted	that	women	tend	to	resist	the	infection	
better	 than	 men	 partly	 due	 to	 their	 health	 seeking	 behavior	 citing	
that	 in	 Rwanda	 life	 expectancy	 for	women	 are	 67	 years	 and	 64	 for	

Some	 participants	 needed	 more	
information	like	the	progression	of	HIV	
and	 AIDS	 in	 women	 vs	men,	 whether	
men	 get	 affected	 because	 they	 work	
hard	 and	whether	menstruation	 plays	
a	 role	 in	HIV.	 	Such	questions	 indicate	
the	 need	 to	 capacitate	 members	 of	
AFROCAB.			
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men.		Dr.	Sabin	gave	some	of	the	common	serious	symptoms	of	AIDS	stage	as	toxoplasmosis	and	Kaposi	
sarcoma.			

The	 HIV	 virus	 takes	 up	 to	 72	 hours	 before	 breaking	 into	 the	 CD4	 cell	 and	 establishes	 reservoir	 cells.		
When	the	virus	envelope	touches	the	outer	CD4	cells,	attachment	is	made.	On	attachment,	the	HIV	virus	
uses	a	protein	to	‘trick’	the	CD4	cell	into	welcoming	the	invading	pathogen	as	a	‘friend’.		Cell	attachment	
is	the	first	point	at	which	the	virus	can	be	 interrupted	by	anti	HIV	drugs	called	fusion	 inhibitors.	 	They	
block	the	contact	by	denying	receptors	from	accepting	the	virus.			

CXCR4	and	CCR5	are	the	key	receptors	that	the	HIV	virus	uses	to	‘unlock’	and	enter	the	CD4	cell.	 	The	
HIV	 genetic	 material	 has	 a	 single	 strain	 Ribonucleic	 acid	 (RNA).	 	 	 The	 Human	 genetic	 material	 is	 a	
deoxyribonucleic acid (DNA).	 	 The	HIV	 takes	Amino	acids	 from	 the	Human	body,	and	builds	a	 ‘fake’	
DNA	which	joins	into	the	human	body	DNA.		The	HIV	transforms	and	makes	a	double	strain	of	RNA/DNA	
using	 the	human	cells	 through	a	process	called	Reverse	Transcription.	Many	current	 first	 line	anti-HIV	
drugs	work	here.	The	HIV	virus	two	strands	of	DNA/RNA	are	infused	into	the	CD4	cell	DNA.		This	is	called	
integrase	 reverse	 transcription.	 	Our	 body	 helps	 the	HIV	 to	mix	 the	 body	DNA	 and	 the	HIV	will	 ‘take	
command’,	and	after	taking	control	and	using	the	CD4	cell	to	make	many	other	millions	of	viruses	using	
an	enzyme	 called	Protease,	 the	new	HIV	 viruses	 exit	 the	 infected	 cell,	move	 to	 infect	other	CD4	 cells	
until	 it	takes	over	and	outnumbers	the	human	CD4	cells.	From	the	time	the	one	CD4	cell	 is	infected	to	
maturation,	 the	 whole	 process	 takes	 several	 years	 infecting	 other	 CD4	 cells	 and	 is	 repeated	 several	
times	over	until,	without	treatment,	an	individual	dies	with	AIDS.	

Thymidine	(AZT,	d4T)	are	similar	to	our	own	amino	acids	and	are	therefore	used	to	treat	HIV	in	first	line,	
though	d4T	has	been	phased	out	due	to	 intolerable	side	effects	 (toxicities).	 	The	virus	will	 take	a	drug	
such	 as	 AZT	 to	 build	 its	 nucleus	 but	 the	 chain	 will	 not	 continue.	 	 The	 virus	 dies.	 	 When	 the	 drug	
concentrations	are	good	across	the	body	and	in	the	blood,	the	virus	cannot	progress.		There	is	need	to	
maintain	optimal	drug	levels	to	continue	to	stop	the	chain.	The	protease	inhibitors	in	the	nucleus	disturb	
the	HIV	by	disturbing	assembling	of	proteins	and	not	allow	the	virus	to	mature.			

3. Goals	of	Antiretroviral	Therapy	(ART)	
• maximize	viral	suppression	
• minimize	risk	of	cross	resistance	
• minimize	long	term	toxicity	
• maximize	capacity	of	immune	reconstitution	
• optimize	overall	clinical	outcome	
• optimize	quality	of	life	
• minimize	overall	cost	of	care	
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Why	is	it	important	to	combine	three	drugs	(Combination	Therapy)?			
Dr	 Sabin	explained	 to	participants	 that	 the	 reason	we	use	 combination	 therapy	of	Highly	Active	Anti-
retroviral	Therapy	(HAART)	is	to	have	better	confidence	and	outcomes	that	any	virus	that	misses	a	stage	
will	 be	 eliminated	 at	 the	 next	 phase.	 Combinations	 are	 available	 from	 attachment	 to	 when	 HIV	
assembles	 proteins	 to	maturation	 (see	 diagram)	 when	 the	 virus	
exists	the	CD4	cell	at	the	end	of	the	replication	cycle.			

Drug	 combinations	 currently	 widely	 in	 use	 were	 discussed.	 	 Dr.	
Sabin	 noted	 the	 new	 class	 of	 drug	 called	 Integrase	 Inhibitors	
(INSTI),	 especially	 Dolutegravir	 which	 were	 potential	 treatment	
game	changers	and	were	in	many	ways	better	drugs	with	less	side	
effects	 and	 a	 high	 resistance	 barrier.	 	 Durunavir	 was	 also	
described	as	 important	and	good	 in	second	 line	therapy	but	was	
currently	expensive.			

Dr.	 Sabin	 said	 that	 resistance	 to	 anti-HIV	 drugs	 does	 occur	mainly	 due	 to	 lack	 of	 suppression	 of	 viral	
load.	Poor	treatment	adherence	can	leads	to	drug	resistance.			

Participants	were	also	warned	to	be	aware	of	counterfeit	drugs.		HIV	medicines	are	being	sold	on	black	
market	 and	 up	 to	 40%	 of	 ARV	 generics	 could	 be	 counterfeit.	 It	 is	 important	 to	 buy	 from	 certified	
manufacturers	 or	 distributors.	 	 As	 advocates,	 AFROCAB	members	 must	 ensure	 the	 generics	 are	 well	
checked.			

4. Terminology	
Dr	 Sabin	 went	 on	 to	 explain	 some	 different	 terms	 in	 ARV	
drug	supply	as	follows	

• Originator	 Companies	 are	 the	 owners	 of	 drug	
molecules.	 They	 are	 the	 ones	 who	 develop	 drugs	
from	 the	 start.	 They	 develop	 and	 own	 original	
formulations	used	in	combinations	

• Generics	are	licensees	of	the	originators	and	usually	
make	 medicines	 more	 cheaply	 and	 therefore	
accessible	 to	 poorer	 countries.	 	 Generics	 are	 the	
backbone	 of	 medicines	 in	 Africa.	 	 A	 complex	
regulatory	 process	 helps	 ensure	 that	 the	 medicines	 in	 use	 in	 poorer	 countries	 are	 safe	 and	
quality	assured.	

• Counterfeit	drugs	are	fake	drugs	which	have	not	usually	received	Food	and	Drug	Administration	
(FDA)	or	other	similar	regulatory	approval.	Their	quality	including	efficacy	is	questionable,	sub-
optimal	and	substandard.		The	risk	and	rise	of	counterfeit	drugs	is	especially	higher	with	greater	
use	 of	 resources	 at	 country	 level	 to	 procure	 drugs.	 With	 donor	 supported	 programmes,	
international	 partners	 ensure	 quality	 of	medicines.	 Some	 counterfeit	 drugs	 have	 substandard	
doses	 and	 some	 may	 also	 have	 toxic	 harmful	 substances.	 	 Some	 countries	 do	 not	 have	
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adequately	equipped	laboratories	to	test	for	counterfeits.	Antibiotics	remain	some	of	the	more	
common	 counterfeit	 drugs	 on	 the	 streets	 in	 Africa.	 Communities	 could	 play	 a	 major	 role	 in	
monitoring	 counterfeit	 drugs	 and	 educate	 the	 public	 not	 to	 buy	 or	 acquire	 drugs	 from	
questionable	sources.		
	

The	goal	of	 antiretroviral	 treatment	 is	 to	 attain	 and	maintain	 viral	 suppression.	 It	 is	 important	 as	 this	
minimizes	risk	of	cross	 infection,	 reduces	 long-term	toxicity	and	 improves	quality	of	 life.	 	This	 reduces	
costs	in	the	life	of	PLWHIV	as	they	remain	healthy	and	lead	normal	lives	without	the	risk	of	acquiring	an	

AIDS	defining	illness	such	as	tuberculosis	(TB).	 	 				
Last Updated 02/05/16

ARV Market and Pipeline Products Overview

AFROCAB
Kigali, Rwanda
16th February 2016 					

HIV	Basics	,	ART	status	in	Countries
AFROCAB	meeting	in	Kigali	16-18	

February	2016

Dr Sabin	NSANZIMANA
Head of HIV&AIDS, STIs Division
Institute of HIV Disease Prevention and Control
RWANDA BIOMEDICAL CENTER 	

5. Clinton	Access	Foundation	
Caroline	Middlecote	began	her	presentation	with	an	introduction	of	the	Clinton	Health	Access	Initiative	
(CHAI).	 She	 explained	 that	 CHAI’s	work	 on	 ART	 access	 focuses	 on	 both	 the	 demand	 and	 supply	 side.		
Supporting	 countries	 scaling	 up	 of	 treatment	 is	 the	 demand	 side	 of	 the	 CHAI	work.	 	 The	 supply	 side	
involves	working	with	manufacturers	of	drugs	on	production,	forecasts	and	pricing	of	HIV	commodities.		
CHAI	envisages	the	ARV	market	to	continue	to	grow.		The	90-90-90	Target	and	ending	AIDS	Goal	by	2030	
have	been	 set	by	UNAIDS.	 	37	million	people	will	become	eligible	 for	 treatment.	The	 target	based	on	
historical	data	gives	an	estimated	20	million	people	needing	treatment,	a	figure	far	lower	than	the	90-
90-90	 target	of	37	million.	 	Most	of	 the	PLHIV	will	 continue	to	be	on	 first	 line	ART	depending	on	viral	
load	 roll	 out.	 	Not	many	people	are	expected	 to	move	 to	 second	and	 third	 line	 treatment.	 	Currently	
about	500	000	are	on	second	line	treatment.	 	The	goal	 is	for	more	people	to	achieve	viral	suppression	
than	there	currently	are.		

Paedriatic	 ART	 is	 very	 low	partly	 because	of	 the	 challenge	 in	 finding	 the	 children	 and	 therefore	 early	
infant	 diagnosis	 is	 not	 happening.	 Children	 are	 being	 lost	 and	 dying	 from	AIDS.	 	 Parents	 are	 also	 not	
bringing	the	children	when	they	get	sick	due	to	stigma	and	other	competing	priorities.			

Generic	 access	 countries	 are	 countries	 that	 can	 buy	 generic	 drugs.	 	 First	 line	 treatment	 has	 gone	 up	
because	 more	 people	 are	 taking	 Tenofovir	 based	 combinations.	 	 Paediatric	 ART	 has	 gone	 up	 by	 $1.	
Lopinovir/Ritonivir	 based	 pellets	 are	 preferred	 formulations.	 	 There	 is	 an	 expected	 cost	 increase	 on	
pellets.	
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Some	countries	such	as	 like	South	Africa	and	Swaziland	now	have	third	 line	programmes.	 	Third	 line	 is	
difficult	to	access	due	to	costs.		If	we	can	get	a	strong	first	and	second	line	with	Dolutegravir	(DTG)	and	
Darunavir,	 there	 should	 be	 a	 decrease	 in	 the	 demand	 for	 third	 line.	 	 	 The	 change	 in	 the	 2015	WHO	
guideline	 is	 use	 of	 DTG	 as	 an	 alternative	 first	 line	 to	 replace	 Efaverence	 (EFV)	 600mg.	 	 The	 other	
alternative	is	a	dose	reduction	EFV	400	which	also	has	the	potential	to	reduce	some	side	effects.			

All	 speakers	agreed	 that	 the	 rgw	 integrase	 inhibitor	Dolutegravir	 (DTG)	 is	probably	 the	best	ARV	drug	
ever	made.		Trying	to	optimize	the	best	treatment	has	been	the	driver	that	makes	continued	change	of	
drug	combinations.	What	makes	DTG	best	suited	to	 first	 line	are	the	many	clinical	advantages	-	 fewer	
side	effects,	high	genetic	barrier	 to	 resistance,	 few	drug	 interactions,	achieved	virological	 suppression	
faster	(28	days	verses	84	days	for	EFV	400mg)	

How	are	we	to	decide	who	remains	on	first	line	treatment	and	those	who	go	to	the	alternative	first	line	
therapy?		Low	dose	EFV	400mg	if	approved	for	pregnant	and	TB	patients	would	be	safer	at	the	moment.	
We	have	more	experience	in	these	population	groups	at	a	higher	dose.	There	is	need	to	hear	women’s	
voices	and	hear	what	they	are	saying	about	the	new	proposed	guidelines.		Most	cases	PLWHIV	are	not	
given	a	say	but	are	told	what	to	take	as	 long	as	FDA	
and	WHO	have	approved	the	medicines.			

Mylan	 a	 generic	 manufacturer	 has	 announced	
agreement	to	swap	EFV		600	to	TLE	400	with	no	cost	
adjustment.			

When	clinical	trials	are	being	conducted,	researchers	
start	with	the	highest	dose	to	test	efficacy.	In	the	case	
of	EFV	600/400,	it	has	been	noted	that	with	less	dose,	
there	is	same	efficacy	and	potential	for	lesser	cost	

Ø Why	use	Darunavir	third	line	and	not	second.			
o You	need	to	change	two	drugs	and	one	need	to	be	different	class.		The	reason	for	using	

it	on	first	line	is	it’s	the	best	drug	currently	on	market.	
o 	Darunavir	is	recommended	for	second	line.		There	has	been	a	lot	of	advocacy	to	remove	

LPV/r.		Atazanavir	is	same	class	Protease	Inhibitor;	and	reasonable	in	price	with	less	side	
effects.		

o 	Doctors	 give	 Kaletra	 to	 patients.	 	 Kaletra	 makes	 Diabetes	
Mellitus	 worse,	 and	 makes	 you	 fat.	 	 80-90%	 of	 patients	 in	
Zimbabwe	are	on	Atazanavir	(ATV/r).	Darunavir	is	expensive	>	
$700	per	year.		It’s	available	for	third	line.	

Ø What	is	indication	of	taking	800	twice	daily?			
o This	was	for	naïve	patients	who	had	not	taken	a	PI	before	

Ø Active	Pharmaceutical	ingredients	(APIs)	with	reduction	of	APIs	will	the	drug	be	still	active?	
o If	we	can	get	DTG+TAF+XTC	to	first	line	treatment	we	achieve	
o If	people	fail	on	this	treatment	we	can	still	use	

In	summary	…	first	line	remains	
TDF/XTC/EFV600;	new	options	
DTG,	EFV400	and	DRV/r	as	

alternatives 
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o Out	transition	drug	has	to	be	Efavirenz	in	reduced	molecular	dose	of	400.	
o America	will	no	longer	use	Efavirenz	
o Intergrase	 inhibitors	 are	 our	 best	 and	 superior	 drugs	 that	 can	 suppress	 the	 virus,	

improve	quality	of	life.	
o At	level	of	policy	makers	we	need	to	identify	influential	implementers	like	PEPFAR.	

6. The	Key	elements	for	discussion	by	AfroCAB	
	

• Test	and	Treat	all,		implementation	challenges	and	benefits	
• How	communities	are	ready	to	support	the	new	WHO		guidelines		

• Ending	AIDS		by	2030,	a	dream	or	a	reality	
Clinton	Health	Access	Initiative	(CHAI)

at	AFROCAB

Carolyn	Amole
Nairobi,	Kenya	|	January	21,	2014 	

	
Inter	Agents	Treatment	(IATT)	list	came	up	with	classifications	that	can	be	used	for	paedriatic	formulas.		
Cost	should	not	be	deciding	factor.		If	aligned	to	the	list,	you	are	giving	best	option	for	your	paeds	and	
you	make	the	demand	available.		The	children	list	is	different	from	adults.		If	children	fail	on	treatment	
they	have	 to	move	 to	adult	doses.	 	Children	do	not	have	enough	drug	options.	 	Abacavir	 (ABC)	 is	 the	
preferred	drug	but	no	orders	from	any	country.		Incentives	for	developing	new	paediatrics	drugs	are	not	
worth	 it	when	one	 looks	at	business	model.	 	LPV/r	 is	preferred	first	 line	drug	for	children	under	three	
years.	 	 The	Oral	 Pellet	 can	 be	 sprinkled	 over	 food.	 	 Food	 has	 to	 eaten	 straight	 away.	 	 No	 cold	 chain	
required.	 	 Zimbabwe	 is	 considering	 piloting	 this	 product.	 	 Uganda	 is	 using	 it.	 	 Correct	 messaging	 is	
needed	as	instructions	seem	confusing.		Food	is	different	and	country	contextual.		Issues	like	what	to	do	
when	child	spits	or	vomits.		Nevirapine	remains	the	most	used	drug	for	paediatrics.	

7. Treatment	Optimisation	(TO)		
Kenly	led	the	discussion	on	Treatment	Optimisation	(TO).		He	told	the	meeting	that	a	working	definition	
given	 at	 the	Conference	 on	 Antiretroviral	 Drug	 Optimization	 (CADO),	 HIV	 treatment	 optimization	 is	 a	
process	 intended	 to	 enhance	 the	 long-term	efficacy,	 adherence,	 tolerability,	 safety,	 convenience,	 and	
affordability	of	combination	ART.		

• TO	 focuses	on	better	 therapies	 and	how	 to	make	 them	accessible	 to	 a	broader	population	of	
people	living	with	HIV.		

• Focuses	on	more	efficient	process	chemistry	for	antiretroviral	drugs,		
• Antiretroviral	dose	reduction	as	one	of	the	optimization	strategy,		
• Focuses	 on	 identifying	 highly	 effective	 and	 affordable	 nontoxic,	 once-daily	 fixed-dose	

combination	regimen	for	first-line	
• The	 broader	 view	 of	 TO	 includes	 cost	 effectiveness,	 drug	 optimisation,	 diagnostics	 	 delivery	

mechanisms	
The	 primary	 ultimate	 goal	 of	 Treatment	Optimisation	 is	 to	 expand	 access	 to	 a	well-tolerated	 and	
effective	 lifetime	 treatment	 to	 all	 those	 in	 need.	 	Optimize	 the	use	of	 current	 and	new	 tools	
emerging	from	the	drug	pipeline,	pursue	universal	health	coverage	and	social	protection	is	
an	important	step	in	access	to	treatment.		In	the	foreseeable	future	introduction	of	new	tools,	
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a	 vaccine,	 new	 drugs	 and	 treatment	 of	 active	 TB	 disease	 and	 latent	 TB	 infection,	 and	 a	 point	
Treatment	optimization	must	maintain	current	 interventions	focusing	on	achieving	the	Sustainable	
development	goals.		Strategies	will	include	addressing	flat	lining	of	funding	for	global	HIV	responses;	
in	 this	 case	 there	 is	 no	 real	 new	money.	 	 It	 is	 expected	 that	we	must	 do	more	with	 the	 current	
funding	dollars	without	compromising	quality	of	HIV	care.		This	calls	for	evidence	to	inform	policy	–	
“let	 the	 science	 speak”.	 	 HIV	 no	 longer	 a	 single	 target	 but	 part	 of	 health	 SDG	 goals.	 	 Rapid	
suppression	of	viremia	using	integrase	inhibitors	is	priority	with	superior	tolerability	and	fewer	side	
effects	and	toxicity	drugs.			

Efavirenz	(EFV)	400	mg	remains	the	drug	of	choice	for	pregnant	women	and	TB	co-infection;	while	
DTG	has	been	described	as	 the:	“game-changer”.	 	DTG	has	a	very	high	barrier	 to	 resistance,	good	
efficacy,	and	minimal	toxicity	and	can	be	co-formulated	with	other	regimens.	The	predicted	cost	is	
affordable,	about	US$30	per	patient	per	year	(PPPY)	to	manufacture.	

8. Some	strategies	for	moving	the	TO	agenda	forward	
	

Some	strategies	for	moving	the	TO	agenda	forward	for	AfroCAB	include	raise	awareness	about	TO	
To	PLHIV,		

- Better	quality	of	life	for	PLHIV	especially	the	ageing	PLHIV	
- Improve	treatment	outcomes	as	side	effects	and	toxicities	subside	
- Provides	improved	quality	of	drugs	
- Better	for	‘test	and	start’		

Caregivers		
- TO	can	simplify	treatment	
- Improve	the	care	cascade	–	less	defaulters,	LTFU	

To	policy	makers		
- Accelerate	treatment	access	expansion	efforts	towards	90-90-90	targets	
- Lead	to	reduced	prices	as	dose	optimisation	will	mean	less	API						

Treatment optimization

AFROCAB Treatment optimization 
meeting 

Hotel Chez Lando, Kigali Rwanda
16-18 February 2016

Kenly Sikwese

AFROCAB 	
	
Bactrin	Killingo	spoke	of	the	new	ARV	formulations	and	dose	reduction	trials	emphasizing	that	the	goal	
of	 the	 new	 formulations	 is	 to	 have	 superior,	 durable,	 tolerable,	 higher	 bioavailability,	 lower	 pill	
burden;	with	the	potential	for	lower	frequencies	of	adverse	events.		The	new	formulations	must	

be	affordable											
New	ARV	Formulations	

&	
Dose	Reduction	Trials	

Bactrin	Killingo	
AFROCAB	Co-Chair	 	

9. Diagnostics	Access	Initiative		
Tapiwanashe	Kujinga	presented	on	the	Diagnostics	Access	Initiative	focusing	on	the	the	role	of	
diagnostics	 in	 scaling	 up	 access,	 and	 in	monitoring	 treatment.	 	Diagnostics	 form	a	 significant	
component	 within	 the	 90:90:90	 targets	 and	 are	 present	 within	 each	 one	 of	 the	 three	
goals/pillars.	 	Early	 infant	diagnosis	 is	done	when	HIV	exposed	 infant	 is	 tested	about	 six	weeks	after	
delivery.	 	They	use	blotting	paper	with	drops	of	blood.	 	Men	are	hard	to	reach.	 	Need	to	use	targeted	
approach.	 	 Viral	 load	 tests	 are	 not	 being	 done	 in	most	 countries.	 	 Point	 of	 care	 CD4	machines	 is	 not	
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easily	accessible.		Point	of	care	is	a	small	machine	that	can	be	carried	by	hand,	portable,	easy	to	use	and	
can	be	available	at	Health	Centres.		Sometimes	if	you	are	failing	on	treatment	CD4	will	not	tell	you.		Viral	
load	will	tell	you	when	you	need	to	go	to	next	line	of	treatment.		A	person	was	saying	her	CD4	is	up	but	
always	sick.		The	CD4	count	does	not	indicate	the	condition	or	health	status.		CD4	is	a	poor	viral	marker.			
Virological	failure	is	same	as	treatment	failure.		Sometimes	you	have	induced	HIV.		The	only	way	is	to	do	
a	PCR	to	test	for	protein.		The	protein	is	a	marker	of	HIV	exposure.		Without	HIV	one	can	have	reduced	
immunity.	 	CD4	is	needed	for	baseline	but	 it	does	not	tell	you	how	ART	is	working.	 	Even	if	CD4	cell	 is	
high	and	get	some	infections	one	falls	sick.		Meaning	of	CD4	cell	is	immunity	is	low.		A	high	CD4	does	not	
mean	you	will	not	get	other	 infections.	 	Low	viral	 load	and	you	are	sick,	and	then	there	are	questions.		
This	 could	 be	 other	 concurrent	 infections.	 	 This	might	 be	 linked	 to	 other	 infections	 so	 clinicians	 can	
diagnose	the	problems.	

Treatment	requires	baseline	and	routine	monitoring	tests	such	as	CD4,	viral	load;	liver	function	
tests	 (ALT),	 creatinine	 clearance,	 bloods	 and	 others.	 	 Viral	 load	 suppression	 requires	 routine	
viral	load	tests.	Lay	testers	may	be	needed	to	increase	coverage	of	HIV	testing	coupled	with	the	
availability	of	 self-testing	 technologies.	 	However	 there	are	 some	concerns	on	 likely	errors	of	
misdiagnosis	which	need	to	be	closely	monitored.			

The	WHO	has	 developed	 guidelines	 on	 the	 use	 of	 CD4	 and	 viral	 load	 tests	 for	 initiation	 and	
monitoring	of	ART,	however	the	viral	load	assays	are	still	difficult	to	access	in	many	countries.		
Point-of-care	 CD4	 has	 expanded	 with	 very	 good	 output	 reducing	 the	 time	 of	 testing	 to	
treatment,	 but	 in	 they	 are	 still	 not	 in	 every	Health	 Facility	 especially	 in	 developing	 countries	
where	they	are	needed	most.		Viral	load	testing	is	the	preferred	mode	of	monitoring	treatment	
efficacy	as	CD4	is	a	poor	biomarker	of	treatment	failure,	however,	where	VL	monitoring	is	not	
available,	 CD4	 count	 and	 clinical	 monitoring	 can	 still	 be	 used.	 	 Of	 note	 is	 the	 early	 infant	
diagnosis	 (EID)	 that	 is	 still	 very	 limited,	 in	many	countries	 it	 is	below	60%	except	 for	Rwanda	
and	South	Africa	that	are	above	60%.	 	EID	has	potential	to	 identify	more	exposed	infants	and	
strengthen	linkages	to	care.		It	was	noted	that	many	CD4	devices	in	countries	are	actually	not	
being	used,	with	utilization	 rate	of	devices	averaging	about	10	%	 for	CD4,	with	big	variations	
between	countries.		In	view	of	resource	constraints,	advocacy	for	the	uptake	of	HIV	testing	and	

Viral	Load	testing	will	be	critical	to	reach	the	90/90/90	targets.			
REPORT ON THE 2015 WHO 
DIAGNOSTIC MANUFACTURERS 
AND STAKEHOLDERS MEETING

TAPIWANASHE KUJINGA

AFROCAB MEETING, KIGALI 

16 – 18 FEBRUARY 2016 	

Bactrin	started	the	session	to	assess	participants’	wish	list.		The	following	were	the	wishes:	

ü Wish	to	take	one	pill	per	day	orally	
ü I	wish	there	could	be	drugs	I	can	take	any-time	and	anywhere	
ü One	injection	once	a	year	on	the	bum	
ü I	 wish	 I	 could	 take	 a	 drug	 that	 would	 be	 effective	 in	 all	 cycles	 of	 the	 virus	 (multi-targeted	

molecule)	
ü A	drug	that	doesn’t	matter	what	time	you	take	
ü A	drug	that	has	no	side	effects	
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ü I	wish	I	could	decide	not	to	take	the	tablet	
ü I	wish	I	could	get	food	that	keep	me	healthy	enough	and	not	think	of	the	virus	
ü It	must	be	affordable	for	our	governments	and	me	
ü Must	have	choices	
ü A	birthday	pill	that	I	can	take	once	per	year	
ü Long	acting	slow-release	pill	or	drug	

	

10. Engaging	policy	Makers	
	

Caroline	Middlecote	 led	 a	 discussion	 on	 engaging	 policy	makers.	 	 	 Swaziland	 is	 only	 country	with	 no	
regulatory	authority	board.	 	Every	country	should	have.	 	Swaziland	 is	only	buying	products	 from	WHO	
approved	drugs.		Swaziland	has	a	rule	that	everything	should	be	WHO	pre-qualified.		There	are	limited	
choices	 though.	 Swaziland,	 Lesotho	 and	 Seychelles	 don’t	 have	 regulatory.	 	 All	 countries	 should	 have	
laboratories	for	monitoring	of	medicines	post	registration.	

There	is	also	a	challenge	on	how	you	convincingly	talk	about	optimization	of	a	certain	drug	yet	you	know	
there	is	another	drug	around	the	corner.		A	product	substitution	of	a	lower	dose	is	coming.		Look	at	the	
product	transition	and	advocate	to	government.	

Is	there	anything	that	can	be	done	to	have	tests	for	resistance	and	adherence?	

In	2011	Rwanda	carried	out	a	research	and	14%	had	very	high	viral	load.		Adherence	was	a	major	issue	in	
4	%.		By	monitoring	viral	load,	there	is	chance	to	identify	those	needing	to	be	switched	to	second	line.		
The	problem	 is	 switching	 from	second	 line	 to	 third	 line.	 	There	 is	definitely	need	 for	 resistant	 testing.		
We	are	treating	many	patients.		We	may	expect	resistance	based	on	behaviors.	

11. Questions	from	participants	
	

1. What	would	be	the	role	of	the	community	in	advocating	for	the	adoption	of	new	molecules?	
a. The	role	of	the	community	has	always	been	crucial	when	adopting	new	products.	When	

new	 guidelines	 are	 released,	 community	 representatives,	 civil	 society,	 different	
implementing	partners	and	advocate	groups	are	 invited	 to	participate	 to	 the	adoption	
process	and	are	also	consulted	in	later	phases	of	monitoring.	

2. What	phases	are	we	at	now	in	Rwanda	in	the	product	uptake	process	regarding	new	products	
and	adopting	the	new	2015	treatment	guidelines?	

a. Currently,	and	as	far	as	Dolutegravir	is	concerned,	few	meetings	to	discuss	test	and	treat	
were	held	and	these	are	in	line	with	the	new	guidelines.	For	new	products,	these	are	not	
effectively	available	as	of	today.	The	single	DTG	formulation	will	be	available	at	the	end	
of	this	year	and	the	fixed	dose	combination	might	be	available	towards	the	end	of	next	
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year.	So,	 in	 terms	of	product	adoption	especially	by	 the	ministry,	 it	 is	early	 to	confirm	
that	 this	 is	 really	happening,	but	 the	process	has	kicked	off,	with	different	discussions	
being	 held	 in	 various	 fora.	 Also,	 a	 forum	 like	 this	 is	 an	 appropriate	 place	 where	
discussion	can	help	moving	things	forward	in	terms	of	adopting	new	products	that	make	
life	more	enjoyable.	

b. Question	for	participants	
1. Can	you	name	one	new	product	that	is	expected	to	be	available	late	in	this	year	that	is	going	to	

be	considered	by	countries	in	their	guidelines	revision?	
c.a Sought	answer	is	Dolutegravir	

c. Feedback	from	Participants	
1. Too	much	 information	 (about	 basic	 science	 and	 drugs).	 	 Now	 I	 need	 to	 pick	 up	 specifics,	 by	

reading	
2. Been	useful.		Stuff	I	do	on	routine.		Timing	is	appropriate	for	adaptation	of	2015	guidelines	due	

in	12	months.		It’s	important	to	know	the	current	treatment	guidelines	so	that	when	we	engage	
we	know	why	we	have	to	push	for	particular	regimens	

3. Kenya:	 ready	to	go.	 	 Information	on	counterfeit	 issues	at	country	 level	 is	missing.	 	 If	we	could	
have	that	information	on	how	to	differentiate	counterfeit	and	generics	

4. Swaziland:	 have	 realized	 there	 are	 a	 lot	 of	 gaps.	 	 A	 lot	 of	 problems	 can	 be	 solved	 by	
optimization.	 	Now	 I	know	 lot	of	drugs	 that	are	going	 to	 improve	 the	 life	of	people.	 	 Some	of	
them	it’s	a	matter	of	reducing	milligrams	so	that	drugs	are	not	too	expensive.		But	cost	is	not	a	
barrier	to	DTG	

5. All	 information	 that	has	been	hidden	 from	me	 I	now	know.	 	 I	need	my	colleagues	 to	know	so	
that	we	move	 together.	 	 To	 know	 exact	 treatments	 available	 in	 our	 country	 and	 see	 how	 to	
move	on.,	Also	go	to	CIPLA	and	maybe	engage	them	so	that	they	reduce	the	dose	of	Efavirenz	

6. How	can	we	ensure	everyone	gets	the	best	treatment	whether	in	the	north	or	South?	
7. Rwanda:	 I	 should	 continue	 to	 emphasis	 on	 advocacy	 focusing	 on	 access	 to	 treatment.	 	 I	 am	

taking	 Lamivudine	 and	Efavirenz	600mg.	 	Now	 that	 there	 is	 a	 400mg	dose	 I	would	 like	 to	 get	
onto	to	the	reduced	dose.	

8. Advocate	 for	 less	 toxic	 drugs.	 	Now	 I	 can	do	 advocacy	 for	 others	 suffering	 from	 current	 toxic	
effects	

9. In	Democratic	Republic	of	Congo	(DRC):	there	are	 issues	and	a	big	population	and	an	unstable	
country.	 	 A	 big	 part	 of	DRC	 is	 not	 controlled	by	 government.	 	 Problem	 is	 how	 to	 reach	 these	
people.		Treatment	optimization,	there	are	systemic	contextual	challenges	in-country.		Coverage	
of	ARV	treatment	is	poor	in	DRC.		There’s	need	to	identify	who	needs	by	increasing	case	findings	
first.		In	DRC	testing	and	CD4	cell	is	not	free	($15-25),	while	people	live	on	less	than	a	dollar.	

10. I	 didn’t	 know	 there	 are	 new	 more	 effective	 drugs.	 I	 thought	 the	 better	 drugs	 were	 for	
Europeans.	 Now	 I	 realize	 they	 can	 be	 availed	 through	 advocacy	 to	 Rwandans.	 	 As	 the	
presentation	on	said,	I’m	glad	there	are	discussions	to	these	move	to	these	recommended	drug.	
But	we	need	more	advocacy	for	this	to	materialize.	
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11. Nigeria:	 Now	 I	 have	 deeper	 knowledge	 of	 treatment	 optimization.	 	 We	 need	 to	 move	 from	
access	 to	 optimization.	 	 Many	 activists	 are	 getting	 obsolete.	 	 There’s	 need	 to	 educate	many	
others.	 	 There	 also	 need	 to	 know	 about	 access	 in	 view	 of	 optimization.	 	 When	 I	 attend	
workshops	 I	 used	 to	 look	 like	 a	 stranger.	 	 There’s	 need	 to	 have	 deeper	 knowledge	 about	
counterfeit	drugs	for	example.		We	need	to	be	able	to	differentiate	between	sub-standard	and	
fake	drugs.		When	we	advocate	for	local	production	without	compromising	quality.	

12. Liberia:	 Now	 I	 have	 insight	 to	 take	 to	 Global	 Fund	 Country	 Coordinating	 Mechanism	 (CCM).		
Benefits	to	treat	all,	optimizing	treatment.		I	now	understand	the	benefits.		I	look	at	revision	of	
old	guidelines.		Put	in	new	faces	of	medication.		Those	on	CCM,	will	always	ask	how	we	will	treat	
the	people	due	 to	 financial	 constraints.	 	 I	will	 bring	evidence	 from	different	 studies,	 issues	of	
adherence,	co-infections.	

13. Malawi:	we	are	at	different	levels.		In	Malawi	there	is	need	for	National	level	advocacy.	Malawi	
now	bought	more	CD4	cell	machines	instead	of	viral	load.		Malawi	has	a	HIV	treatment	and	care	
plan	so	our	role	 is	to	advocate	 in	 line	with	the	plan.	Treatment	of	peadriatric	treatment	 is	still	
lagging.	 	 Malawi	 has	 adopted	 the	 90-90-90	 targets.	 	 What	 is	 needed	 is	 putting	 in	 place	 the	
strategies	 to	attain	 the	targets.	 I	am	on	treatment.	 	 I	am	asked,	did	you	miss,	and	did	you	fall	
sick?		This	cannot	determine	best	option	but	since	1994.		I	have	been	tested	whether	treatment	
is	working.		I	have	never	been	tested	for	viral	load.		The	machines	are	only	available	in	3	referral	
hospitals	 until	 recently.	 Awareness	 of	 available	 alternative	 superior	 treatment	 is	 needed	 in	
Malawi.	

14. Bactrin:	emphasis	of	routine	viral	 load	is	central	to	new	treatment	guidelines.		 ITPC	is	trying	to	
campaign	on	testing	for	viral	load.		In	this	mix	there	is	treatment	mix	and	diagnostics.	

15. Rwanda:	How	to	attract	Key	populations	in	the	treatment	options	and	adherence.	
16. Kenya:	 I	did	not	know	there	were	better	 treatment	options.	 	 I	only	knew	about	 the	paeditaric	

pellets.	 	What	 is	best	 for	us,	we	will	discuss	among	ourselves.	We	are	 looking	at	options	with	
best	 options.	 	 We	 should	 also	 be	 thinking	 of	 Pregnancy	 and	 TB	 co-infection.	 Through	 which	
forum,	who	will	help	us	are	questions	we	need	to	discuss?		Kenyans	catch	things	fast		

d. Questions	raised	by	participants	
	

3. What	would	be	the	role	of	the	community	in	advocating	for	the	adoption	of	new	molecules?	
a. The	role	of	the	community	has	always	been	crucial	when	adopting	new	products.	When	

new	 guidelines	 are	 released,	 community	 representatives,	 civil	 society,	 different	
implementing	partners	and	advocate	groups	are	 invited	 to	participate	 to	 the	adoption	
process	and	are	also	consulted	in	later	phases	of	monitoring.	

b. At	 what	 phase	 is	 Rwanda	 in	 product	 uptake	 process	 regarding	 new	 products	 and	
adopting	the	new	2015	treatment	guidelines?	

c. Currently,	 and	 as	 far	 as	 Dolutegravir	 is	 concerned,	 few	meetings	 to	 discuss	 ‘test	 and	
treat’	were	held	and	these	are	in	 line	with	the	2015	WHO	guidelines.	But	there	are	no	
new	ARV	products	in	the	current	discussions.	The	single	formulation	will	be	available	at	
the	end	of	this	year	and	the	fixed	dose	combination	might	be	available	towards	the	end	
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of	next	year.	So,	in	terms	of	product	adoption	especially	by	the	ministry,	it	is	too	early	to	
confirm	 that	 this	 is	 really	 happening,	 but	 the	 process	 has	 kicked	 off,	 with	 different	
discussions	 being	 held	 in	 various	 fora.	 Also,	 a	 forum	 like	 this	 is	 an	 appropriate	 place	
where	discussion	can	help	move	things	forward	in	terms	of	adopting	new	products	that	
make	life	more	enjoyable.	

17. Country	Group	Assignments	

a. Questions	to	work	on	
2. Identify	the	current	treatment	regimens	in	your	country	
3. How	do	they	compare	with	proposed	optimization	
4. Identify	your	advocacy	agenda	you	intend	to	work	on	in	2016	

a. Subjects	
b. Target	products	
c. Means	and	channels	of	advocacy	e.g.	KOL	engagement,	
d. Identifying	and	attendance	of	guidelines	committees/TWGs	
e. Allies	and	partnerships	needed	
f. Tools	needed	e.	g.	simplified	messaging	
g. Proposed	timelines	

b.					Country	Groups	
1. Rwanda	
2. DRC,	Liberia	and	Nigeria	
3. Malawi	and	Zambia	
4. Kenya	and	Uganda	
5. Swaziland	and	Zimbabwe	

Qns: Identify the current treatment regimens in your 
country(Rwanda) 

First line :
DTF ‘Tenofovire “ + 3 TC “Lamividine’ + EFV/NVP :Efavirenz + Niverapine .
ABC “Abacavir “ + 3 TC + EFV/NVP
AZT “Zidovidine “ + 3 TC +  EFV /NVP 

Deusieme Line :
AZT + 3 TC + ATV/r Ataanavir or LPV/r ; Kaletrant

AZT +3 TC + ATV+R or  LPV /r 
TDF/ABC +3 TC + ATV/r Ataanavir or LPV/r ; Kaletrant

	

UGANDA	AND	KENYA

EA		COMMUNITY

	
L I B E R I A | D R C | N I G E R I A
G R O U P  W O R K

Stephen K. McGill Vincent Cubaka Oba Tunde

	

Tapiwa	Kujinga	
Albertina	Nyatsi		and
Caroline	Mubaira	

GROUP:	Zimbabwe	and	Swaziland		

	

Zambia	 and	 Malawi	
Appendix	11	

	

	

18. Next	Steps	and	Support	
There	 are	 a	 lot	 of	 tools	 from	 partners	 such	 as	 HIV	 i-Base.	 Participants	 were	 to	 communicate	 with	
AFROCAB	Coordinator	for	any	further	support.	Everyone	will	be	pushing	the	same	agenda.			

There	is	a	small	budget	to	kick	off	country	advocacy	activities.		AFROCAB	Members	were	encouraged	to	
submit	2-3	page	proposals	with	budgets	as	the	available	money	must	be	used	by	May	2016.			Advocacy	
focus	will	be	how	to	get	the	best	available	treatment	in	each	of	our	countries.		AfroCAB	will	be	available	
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to	 support	members	 but	 participants	 were	 encouraged	 to	 collaborate	with	 organisations	working	 on	
treatment	optimization	to	ensure	solidarity	with	all	local	partners.			

The	next	meeting	treatment	optimisation	would	be	held	in	Cameroon	2nd	May,	2016	during	the	3-6	May	
INTEREST	 workshops.	 The	 meeting	 will	 be	 organized	 by	 HIV	 i-Base	 and	 supported	 by	 the	 ADVANCE	
Study.	The	ADVANCE	Study	will	be	part	of	 the	evidence	collection	process	 for	usng	DTG	 in	pregnancy	
and	TB	Co-nfection.		

AFROCAB	 has	 also	 partnered	 with	 African	 Society	 for	 Laboratory	 Medicine	 (ASLM)	 to	 develop	
community	mechanism	for	diagnostics,	especially	viral	load	point	of	care,	in	Africa.		Ideally,	We	want	this	
be	a	different	AFROCAB	expert	group.	There	will	be	possibility	for	a	cross	cutting	group	that	will	focus	on	
Paedriatics	and	adolescents	treatment	access	needs.	

19. Membership	of	AfroCAB	
We	have	a	vacancy	for	two	AfroCAB	members	in	Rwanda.		AfroCAB	is	based	on	individual	members	who	
are	 members	 of	 NETWORKS.	 	 We	 want	 members	 who	 have	 links	 to	 membership	 organisation	 and	
protect	everyone	involved.	

20. Other	Activities	for	Members	to	Consider:	
1. Assess	the	stage	of	adaption	process-	informal	meetings	
2. Engagement	with	MOH	
3. Efavirenz	dose	reduction	
4. Inclusion	of	DLG	
5. Influence	outcome	of	2015	guidelines	
6. Monitor	procurement	of	drugs	
7. Diagnostics	

21. Takeaways	thoughts	
1. What	would	patients	need	to	feel	empowered?	
2. What	can	community	groups	do?	
3. How	could	community	groups	contribute	to	advocacy	process?	
4. What	would	be	rates	to	influence	agenda?	
5. What	would	be	useful	to	help	you	take	back	some	of	the	messages	back	to	patients?	
6. 	How	can	we	attract	key	populations	in	adherence	to	treatment?	
7. Identify	and	monitor	the	current	treatment	regimens	in	your	country	
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22. Closing	Remarks	
The	 Co-chairs	 Bactrin	 Killingo	 and	 Caroline	 Mubaira	 thanked	 everyone	 for	 participating	 in	 the	
meeting	and	acknowledged	all	the	facilitators	for	a	great	job	done.	They	challenged	the	members	to	
‘walk	the	talk’	and	turn	plans	into	actions.		

	 Appendix	1	Participants	List	
	 Name	 Organisation	 Country	 Position	 Email	Address	 Telephone	Number	

1. 	 Salim	 Kibet	
Mustage	

Association	
of	Muslim	

Kenya	 Team	Leader	 Salim.kibet@yahoo.com	 +254700480780	

2. 	 Rose	
Uwabasing
a	

Rwanda	
Community	
of	
PLWHIV/ICW	
Rwanda	

Rwanda	 Chair	 uwabasinga@yahoo.fr	 +250788530468	
	

3. 	 George	
Kampango	

Malawi	
Network	 of	
PLHIV	

Malawi	 Program	
Officer	

Gkampango50@gmail.com	 +265999626515	

4. 	 Loice	
Mukenyang	

National	
Network	 of	
PLHIV	

Kenya	 Program	
Officer	

lmukenyang@yahoo.com	 +254718673939	

5. 	 Umuhoza	
Pacifigue	

Rwanda	
Community	
of	 WLHIV	
ICWEA	

Rwanda	 Representativ
e	 of	 youth	 in	
ICWESA	

umuhoza@yahoo.fr	 +250785070975	

6. 	 Namakila	
Proscovia	

Global	
Coalition	 of	
Women	
Against	 AIDS	
in	Uganda	

Uganda	 Program	
Manager	

pnamakula@hotmail.com	 +256752812402	

7. 	 Eunice	
Sinyemu	

Network	 of	
Zambian	
People	 Living	
with	HIV	

Zambia	 Executive	
Director	

esinyemu97@hotmail.com	 +260978128140	

8. 	 Bactrin	
Killingo	

AFROCAB	 Kenya	 Co-chair	 bkillingo@gmail.com	 +254702074998	

9. 	 Caroline	
Mubaira	

AFROCAB	 Zimbab
we	

Co-chair	 cam.mubaira@gmail.com	 +263772428036	

10. 	 Stephen	
McGill	

AFROCAB	 Liberia	 Member	 smcgill_sail@yahoo.com	 +231886966725	

11. 	 Albertina	
Nyati	

AFROCAB	 Swazilan
d	

Member	 albertina2001@hotmail.com	 +26876364366	

12. 	 Tapiwanash
e	kujinga	

	 	 	 tapiwanashek@gmail.com	 	

13. 	 Mukandaye
senga	
Madine	

Right	For	All	 Rwanda	 Director	 madinemadoxy@yahoo.fr	 +25078845920	

14. 	 Obatunde	
Oladapo	

Plan	
Foundation	

Nigeria	 Executive	
Director	

obatunde65@gmail.com	 +23480337190628	

15. 	 Sabin	 RBC	 Rwanda	 HIV	 Sabin.	 0758752425	
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Nsanziman
a	

Programme	
Head	

16. 	 Patrick	
Nganji	

CHAI	 Rwanda	 	 pnganji@clintonhealthaccess
.org	

+250788385418	

17. 	 Caroline	
Middlecote	

CHAI	 	 	 cmiddlecote@clintonhealtha
ccess.org	

	

18. 	 Kenly	
Sikwese	

AFROCAB	 Zambia	 Coordinator	 ksikwese@gmail.com	 	

19. 	 Uwiragiye	
Jean		Dieu	

AMAHORO	
HUMAN	
RESPECT	

RWAND
A	

Executive	
Director	

ujeandedieu@yahoo.fr	
amahorohumanrespect@gm
ail.com	

+250788845631	

20. 	 Sylvie	
Muneza	

RRP+	 Rwanda	 Communicati
on	Officer	

Muvie2015@gmail.com	 +250788460710	

21. 	 Uwayezu	
Andre	

RRP+	 Rwanda	 Chairperson	 andreuwa@yahoo.fr	 +250788791366	

22. 	 Cyelinyana	
Philomene	

FRSL	 +	 RW	
PAPWC	

Rwanda	 Legal	
representativ
e	

philoscyu@yahoo.fr	 	

23. 	 Aime	
Kayumba	

Kigali	 Hope	
ASS	

Rwanda	 Chairperson	 kigaliHope@gmail.com	 +250788826369	

24. 	 Francine	
Uwamahor
o	

Amahoro	
Respect	

Rwanda	 Secretary	
General	

aimemahoro91@gmail.com	 +250788693087	

25. 	 Cubaka	
Vincent	

IWEF	 DRC	
Congo	

Board	
Member	

cukalvin@icloud.com	 +250788304802	

26. 	 Mutamuliza	
Florida	

RRP+	 Rwanda	 Gender	 &	
Youth	advisor	

florida.mutamuliza@gmail.c
om	

+250788493988	

	
Appendix	11:	Malawi	and	Zambia	Current	treatment	regimes	

Malawi	Current	treatment	regimes	
Age	group	 Description	 Preferred	1st	Line	 Alternative	
Pediatric	formulation	 First	line	 ABC	 60mg	 +	 3TC	

30mg+	NVP50mg	
ABC+	3TC+EFV	

Adult	 	 TDF+3TC+	EFV	 TDF	 300mg	 +	 3TC	
300mg	+	EFV	600mg	

Zambia	current	treatment	regimens	
Population/age	
group	

Description	 Preferred	1st	line	 Alternative	

Pregnant	 and	 breast	
feeding	women	

First	line	 TDF + XTC + EFV	 TDF + XTC + 
NVP† or 
ABC + 3TC + EFV	

For those 
Previously 
exposed to NVP	

TDF + XTC + 
LPV-r 

TDF + XTC + 
ATV-r 

Children (6 weeks 
to 
<3 months old)	

First-line Maternal 
NVP  exposure; or 
Maternal NVP 

AZT + 3TC + 
LPV-r 

After 3 months 
substitute to 
preferred 1st line 
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mono-therapy 
exposure (NVP 
without 7 days of 
AZT + 3TC cover); 
or Mother unsure 
of tail coverage 

with ABC 

Children (3 
months 
to <5 years old) 

First line ABC + 3TC + 
LPV-r 

AZT + 3TC + LPV-
r 
After 5 years 
substitute to 
preferred 1st line 
with 
TDF + XTC + 
LPV-r 

HIV and TB co-
infected 

ABC + 3TC + AZT After completion of 
ATT, 
substitute to 
preferred 1st line 
with LPV-r 

Children (5 to <10 
years old) 

First-line (NO 
history of maternal 
sdNVP; maternal 
NVP 
monotherapy; 
mother unsure of 
tail coverage) 

TDF + XTC + EFV 
(weight-based 
dosing) 

TDF + XTC + 
NVP† 

(weight-based 
dosing) 
ABC + 3TC + EFV 

Adolescents (10 to 
<19 years old) 
weighing < 35 kg 

Adolescents (10 to 
<20 years old) 
weighing ≥	35 kg 

First-line 
A once-daily fixed-
dose 
combination is 
recommended 

TDF + XTC + EFV TDF + XTC + 
NVP† or 
ABC + 3TC + EFV 

Adults 
Zambia	is	transitioning	to	altazanavir	and	Malawi	is	using		already 

How	do	they	compare	with	proposed	optimization	
For	Zambia,	for	the	new	treatment	(Dolutagravir-	DTG),		advocacy	should	start	now	because	the	
treatment	will	be	available	as	a	single	pill	and	ready	for	ordering	by	June	2016	

	
5. Identify	your	advocacy	agenda	you	intend	to	work	on	in	2016	

a. Target	products	
Both	 Malawi	 and	 Zambia	 will	 advocate	 for	 the	 new	 treatments	 and	 POC	
machines.	

b. Means	and	channels	of	advocacy	e.g.	KOL	engagement,	
Zambia-	

• Identify	current	regimens	being	used	
• Develop	a	concept	note	
• Meetings	 to	 be	 arranged	 with	 KOL	 who	 have	 access	 to	 key	 decision	

makers	on	treatment	regimens.	
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ü UNAIDS,	CHAI,	PEPFAR,NAC,	MOH	,	PLHIV,	CSOs	
• For	Zambia	a	similar	meeting	will	take	place	from	7th	to	9th	March	2016	

with	attendance	from	MoH,	NAC,	CHAI,	FHI360,	Zambia	labs	,	PLHIV	etc	
• Develop	advocacy	messages	

Malawi	with	
• Same	as	above	
• Additional	parliamentarians	and	Baylor	project.	

c. Identifying	and	attendance	of	guidelines	committees/TWGs	
• In	Both	Malawi	and	Zambia,	TWGs	on	treatment	guidelines	exist.	
• These	will	be	used	as	channels	to	advocate	for	products	
• For	 Zambia	 TWGs	 will	 be	 identified	 and	 efforts	 to	 sit	 on	 these	

committees	will	be	sought	
d. Allies	and	partnerships	needed	

• UNAIDS,	CHAI,	PEPFAR,NAC,	MOH,	Networks	of	PLHIV,	CSOs	and	other	
NGO	

e. Tools	needed	e.	g.	simplified	messaging	
• Advocacy	messages,	
• Information	leaflets	on	new	treatments	
• Use	existing	structures	for	advocacy	

	
Proposed	timelines	
It	is	anticipated	that	
Malawi	will	conduct	these	activities	within	6	months	starting	March	2016	
Zambia		will	conduct	these	activities	within	6	months	starting	march	2016	
    

	


