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Abstract
Background: In resource-limited countries, access to HIV viral load (VL) has
increased, providing information to the "third 90%". From a clinical point of
view, is VL prescribed and are VL results used by prescribers? We took
advantage of the OPP-ERA project, which enabled the implementation of VL
through open polyvalent platforms in 4 countries in West and Central Africa
(Burundi, Cameroon, Ivory Coast, Guinea) to study these issues.
Methods: Access to VL and the implementation of national recommendations
for monitoring virological failure were studied from the databases for the 13
OPP-ERA laboratories from 2014 to 2019.
Results: In total, nearly 230,000 VL measurements were performed between
2014 and 2019. The median number of VLs per patient was 1.3 (1.1-1.5
depending on the country) for the period 2016-2019. In the medical facilities
benefiting from the project, the proportion of patients who received at least
one viral load averaged 32% in 2018 (19-42% depending on the country) with
great variability between facilities. Overall 81% (78-89% depending on the
country) of patients were in virological success (VL<1000 cp/mL), this rate
remained stable over time.
Among the 26268 patients with a first VL≥1000 cp/mL between 2014 and
2018, a control VL was performed in 12% of patients within the recommended
timeframe of 3 to 6 months. The rate of switch in the 2nd line ART was
estimated at 3%.
Conclusion: Despite the availability of VL for a period of 6 years, the
prescription and use of VL appears to remain limited as evidenced by the low
number of VL measurements per patient, the virological failure management
cascade and the lack of impact on the virological success rate.
The reasons for the low use of VL and its results need to be further explored
in order to make access to VL more beneficial to patients.

Context
Since 2013, WHO recommends HIV viral load testing (VLT) as the preferred
marker to monitor efficacy of antiretroviral therapy (ART) [1]. In resource-
limited settings, access to HIV viral load (VL) has increased, allowing the
“third 90%”of the 90-90-90 UNAIDS goal to be reported. From a clinical point
of view, does access to VL really have an impact on the management of
PLHIV:, adherence counseling for patients with VL≥1000 cp/mL and 2nd line
regimen in case of confirmed failure? We took advantage of the OPP-ERA
project, which has enabled the implementation of VL at large scale in Burundi,
Cameroon, Côte d’Ivoire and Guinea, to study theses issues.
Funded by UNITAID, the OPP-ERA project aims at increasing access to low-
cost VL monitoring through access to Open Polyvalent Platforms (OPPs). The
OPP-ERA project, started in 2013, was implemented in 4 countries (Burundi,
Cameroon, Guinea and Côte d’Ivoire) by the consortium of actors of the fight
against HIV and AIDS: Solthis, Expertise France, Sidaction and ANRS.

Methods

Retrospective analyses of database of 13 laboratories located in Burundi,
Cameroon, Côte d’Ivoire and Guinea from 2014 to 2019.
Plasma viral loads were quantified using the Generic HIV-1 RT-PCR assay
(Biocentric, Bandol, France).
Each database includes repeated measures of viral load collected among
people living with HIV receiving ART followed in OPP-ERA laboratories. Other
information collected: date of sampling, age, gender, ART regimen (1st or 2nd
line), date of ART initiation.
Virological failure was defined by VL≥1000 cp/mL. National guideline
recommend that patients with VL≥1000 cp/mL should be retested after 3-6
months of adherence counselling support, and then either retained in first line
regimen if VL<1000 cp/mL or switched to 2nd line regimen if VL≥ 1000 cp/mL.
In addition to the analysis of laboratory databases, the clinical management of
virological failure was investigated through a retrospective analysis of all
available medical charts in patients a repeat VL≥1000 cp/mL in Guinea. For
this analysis the duration of VL control was extended from 3 to 9 months, to
take into account the often long delay for CV results to be available in health
centers.

A total of 230 000 viral load measure were performed on OPP from 2014 to 2019. The proportion of patients who received at least one
viral load averaged 32% in 2018 (figure 1), with great variability between facilities (figure 2). The median number of VL test
performed by patients was only 1.3 during the 2017-2019 period.
Overall, the proportion of patients with a VL <1000 cp/mL was 81% (78-89%) and has remained stable during the project (figure 3)
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Figure 2. Proportion of patients who access to VL measure in some health facilities supported by the OPP-ERA project in 
Burundi and Guinea in 2018 (data from Cameroun and Côte d’Ivoire not available)

AHCF: associative health care Facility, UH: Universitary Hospital, DH: districit hospital. In bracket: estimated number of patients receiving ART

Conclusion
Despite the methodological limitations due to the use of the laboratory database, our results, with more than 230,000 VL performed in 4 countries, allow us to share general trends.
The OPP-ERA project has made viral load available on a large scale in health care facilities in Burundi, Cameroon, Côte d'Ivoire and Guinea. Despite the availability of viral load for a period of 6 years, the proportion of people living with HIV, attending health care facilities
supported by the OPP-ERA project, who have benefited from viral load measurement still needs to be improved.
From a patient perspective, the benefit of viral load remains limited: one third of patients have had access to viral load testing, and in the event of virological failure, a minority of patients receive appropriate management, as evidenced by the cascade of virological failure
management and the relative stability of the virological success rate over time. Comparable results have already been observed in sub-Saharan Africa [2,3]. Barriers that limit viral load prescribing and use of results should be further investigated in order to develop appropriate
strategies so that efforts to scale up access to viral load lead to better clinical management of patients.
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Figure 3. HIV viral load cascade, OPP-ERA project 2014-2019, 26268 patients with a first 
VL>1000 cp/mL (based on laboratory database)
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Figure 1. Proportion of pts with VL<1000 cp/mL at the initiation and the end of the OPP-ERA project.

Figure 1. Proportion of patients who benefited for VL measure on OPP in the facilities supported by the OPP-ERA projet (2016-
2019)

In Guinea, among 4637 patients with a first VL ≥1000 cp/mL, 709 have a repeat VL within 3-9 months. Repeat VL was
<1000 cp/mL in 320 patients (45%) and ≥1000 cp/mL in 390 patients (55%). The management of these 390 patients
was retrospectively analyzed. Medical records were available for 119/390 patients, 19 patients (16%) were switched to
2nd line regimen.
Overall, it can be estimated that among patients with a first VL>1000 cp/mL, 8.2% have benefited from appropriate
management according to national guidelines: repeat VL within 3-9 months <1000 cp/mL (6.9%) and repeat VL within
3-9 months > 1000 cp/mL followed by switch to 2nd line regimen (1.3%)

Figure 4. Cascade of virological failure management in Guinea from 2014 to 2019, (estimation based on 
clinical data)
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Cascade of virological management was estimated from laboratory database. Among 26268 patients with a first VL
≥1000 cp/mL, 11.7% have a repeat VL within 3-6 months in accordance to national guideline. We hypothesis than 50%
(13134) have a repeat VL ≥1000 cp/mL (Burundi 47% and Guinea 55%, not available in Cameroon and Côte d’Ivoire).
Globally we estimate than 2.7 % of patient in virological failure have been switched to 2nd line regimen (figure 4).

4637

390
320

320
62

0

500

1000

1500

2000

2500

3000

3500

4000

4500

5000

VL>1000 cp/mL repeat VL (3-9 months) appropriate management of
virological failure

VL≥1000 cp/mL VL<1000 swtiched 2nd line

100%

15.3%
8.2%

29000

48024
45027

1310412258
8907

17520

5037

0

10000

20000

30000

40000

50000

60000

Burundi (42%) Cameroon (19%) Côte d'Ivoire (39%) Guinea (38%)

Patients attenting facilities supported by the project Patients with VL on OPP

1Solthis, France;  2Infectious Diseases, Pitié-Salpétrière, France; 3PNLH/IST Burundi, 4Solthis, Guinea, 5PNLSH, Guinea; 6PNLS Côte d’Ivoire; 7CNLS, Cameroon; 8Sidaction, France; 9Expertise 
France, 10Institut Pasteur, France 

PEE1588

Implemented in partnership with: Supported and funded by: 


	Diapositive numéro 1

