
TAP 
Accelerated Treatment Programme 
 

 
 
 
 

 
 
 

Fifth Meeting of the Regional Advisor Panel (RAP) 
 
 

Ouagadougou, Burkina Faso 
5-6 July 2007 

 
 
 
 
 
 
 
 
 
 

DRAFT REPORT 
 
 
 
 
 
 
 

TAP Secretariat 
ECONOMIC COMMISSION FOR AFRICA (ECA)



ii 

 
 

Table of contents 
Page 

 
SUMMARY: ......................................................................................................................... iii 
 
SESSION 1:     Progress made in terms of counseling and testing, and prevention  

   of mother-to-child transmission (emphasis on the number of 
   beneficiaries, coverage of targets, geographical coverage, 
   and intensification of the programme) ..........................................................   1 

 
SESSION II:    Progress made in ARV treatment (emphasis on national 

  coverage, coverage of targets and geographical coverage, 
  intensification of the programme)................................................................    3 

 
SESSION III:    Providing care to paediatric cases of HIV ...................................................    7  
 
SESSION IV:    Collaboration of TB and AIDS programmes in the three ATP countries 
   ....    (situation in the countries, care-and-treatment, the problem of 
   ....    resistance, challenges and prospects)...........................................................  12 
 
SESSION V:    Monitoring and Evaluation ..........................................................................  14 
 
Experiences of other countries...............................................................................................  17  
 
SESSION VI:    Sustainability of and financial prospects in the long term ...........................  24 
 
SESSION VII:  The ATP learning and documentation agenda .............................................  26 
 
SESSION VIII:  Extending ATP and the forthcoming phases ..............................................  28 
 
CONCLUSION AND RECOMMENDATION.....................................................................  29 
 
Annex A:... ......................................................................................................................... 
 
Annex B. ...List of Participants 
 
 
 
 
 
 
 
 



iii 

SUMMARY 
 
 The fifth Meeting of the Regional Consultative Group of the Accelerated Treatment 
Programme (ATP) was held in Ouagadougou, Burkina Faso, on 5 and 6 July 2007.  The 
opening ceremony was conferred upon the State Minister of Health of Burkina Faso.  
Representatives of the United Nations Economic Commission for Africa (ECA), the World 
Bank, the World Health Organization (WHO) and the African Union (AU) made statements.  
The discussions were fruitful, and enabled each of the partners to have a clear picture of the 
problems and to share experiences. 
 
 This fifth meeting provided a two-day forum for discussing the various dimensions of 
the HIV/AIDS accelerated Treatment Programme. 
 
 The first day was taken up by focusing on the progress made in terms of counseling 
and testing as well as prevention of mother-to-child transmission.  The various presentations 
underscored the number of beneficiaries, the coverage of targets, the geographical coverage, 
and intensification of the programme.  The second thematic area dealt with the progress made 
in the antiretroviral (ARV) treatment programmes.  The presenters emphasized national 
coverage, the number of beneficiaries, the biological monitoring, the results realized since the 
last Regional Multidisciplinary Consultative Panel, current challenges and the way forward. 
 
 The situation as regards paediatric approaches to HIV infection in the three ATP 
countries was discussed, and the meeting benefited from the experience of the expert from 
Ethiopia who made a presentation on his country’s policy in this area. 
 
 The presentations on tuberculosis/HIV co-infection highlighted to the participants the 
situation in various countries, the care and treatment interventions proffered, the resistance 
issue, and various challenges and prospects. 
 
 The second day of the Meeting was devoted to the follow-up and monitoring systems, 
the sustainability of ARV treatment programmes, financing prospects in the long term, results 
of studies and research carried out by, ECA, as well as the learning and documentation 
agenda. 
 
 It should be noted that the fifth meeting of the Regional Consultative Group was 
preceded by a joint mission of the World Bank, WHO and ECA.  This mission was able to 
visit three different regions of Burkina Faso to see for themselves various health centers, 
hospitals and associations that are beneficiaries of ATP financing.  Reporting back on these 
missions on the ground was done in the course of day 2.  
 
 Finally, given that the ATP project was scheduled to run up to the end of September 
2007, the fifth Meeting considered issues pertaining to extension and to the next stages of the 
ATP.



 
SESSION I:  Progress made in terms of counseling and testing, and prevention of  

mothe r-to-child transmission (emphasis on the number of beneficiaries, 
coverage of targets, geographical coverage, and intensification of the 
programme) 

 
 The three pilot countries (Burkina Faso, Ghana and Mozambique) made presentations 
on the progress made in terms of counseling and prevention of mother-to-child transmission.  
It is noteworthy that the results for Mozambique relate only to two of that country’s 
provinces, as the Ministry of Health was not able to attend the fifth ATP Meeting in 
Ouagadougou. 
 
Burkina Faso 
 

• Voluntary counseling and testing (VCT):  Burkina Faso reported that 
geographical coverage by district had reached 36 as of the third quarter of 2006 
and 44 as of the first quarter of 2007; the number of VCT centers rose from 114 as 
of the end of 2006 to 121 in the first quarter of 2007, which amounts to a 6 per 
cent increase.  The number of VCT beneficiaries increased from 105,908 in the 
third quarter of 2006 to 218,510 as at the end of the first quarter of 2007.  

 
• Prevention of mother-to-child transmission:  the number of centers devoted to 

prevention of mother-to-child transmission increased from 211 as at the third 
quarter of 2007.  The number of public -health districts covered stood at 45 in the 
third quarter of 2006 and 49 in the third quarte r of 2007, or 82 per cent of all the 
districts. 

 
• The number of expectant women tested during the third quarter of 2006 stood at 

44 960, and 11 762 during the first quarter of 2007. 
 
• The geographical coverage in terms of number of centers, was 221 as of the  third 

quarter of 2006 and 283 as of the first quarter of 2007. 
 
 These figures lead to the conclusion that the demand for VCT and prevention of 
mother-to-child transmission is constantly increasing in Burkina Faso.  This is a pointer to the 
availability and accessibility of services and probably also the quality of delivery provided by 
the ATP mechanisms. 
 
Ghana 
 

• VCT:  In Ghana, the number of VCT centers rose from 311 in July-September 
2006 to 368 in January – March 2007, which amounts to a progression.  The 
number of VCT beneficiaries increased from 21 292 in July -September 2006 to 31 
428 in the first quarter of 2007. 

 
• Prevention of mother-to-child transmission:  the number of expectant mothers 

tested during the period between the third quarter of 2006 up to the first quarter of 
2007 was 57 613 out of 60 000 pregnant women targeted.  The percentage of 
women coming forward to be tested after counseling is twice as high as that of 
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men.  The geographical coverage, in terms of prevention of mother-to-child 
transmission and testing centers, was total. 

 
• A new strategy on prevention of mother-to-child transmission is being developed 

in Ghana’s pre -natal consultation clinics.  It entails involving more counseling 
midwives than laboratory assistants in HIV testing for pregnant women during 
pre-natal consultations. 

 
Mozambique  
 
VCT:  The results for Mozambique are those realized by Health Alliance International, non-
governmental organization (NGO) that was a beneficiary of the ATP programme.  It covers 
only two provinces, namely Manica and Sofala. 
 
 There is an ongoing social mobilization effort on VCT in Mozambique.  The number 
of testing centers increased from 16 in 2004 to 59 in 2007, and this in only two of the 
country’s provinces.  In all, 61 000 people were tested in 2006, and 22 000 in the first quarter 
of 2007.  33 per cent tested positive.  The very high number of HIV/AIDS care-and-treatment 
services in the two provinces is noteworthy.  Over 150 health personnel have been trained in 
VCT.  A quarterly oversight mechanism is in place, as well as continuous training for all 
counseling staff in each of Mozambique’s provinces. 
 
Prevention of mother-to-child transmission:  The results are those realized by an NGO 
know as Dream Community of Sant’Egidio. 
 
 These results indicate that there are limitations in the prevention approaches as they 
pertain specifically to HIV/AIDS transmission from mother to child, owing to the high level 
of reservations, the low access rate to health centers, and a somewhat unsteady profile of 
breast feeding. 
 
Discussion 
 
 The discussion questions during this session dwelt chiefly on:- 
 

- The experience of Ghana in terms of prevention of mother-to-child transmission 
on-site testing and the male/female ratio in relation to VCT; 

 
- The question posed to Burkina Faso pertained to the availability of reagents for 

use in VCT; 
 

- Mozambique was called upon to reply to the question pertaining to the criteria on 
cessation of treatment instituted in regard to mother-to-child transmission. 

 
Overall, concerns in regard to all countries were expressed on: 

 
- The criteria for successful mother -to-child transmission prevention, given that in 

some countries, a 90 per cent participation rate has been reached in terms of 
women coming forward for testing, but with a none the less high infant mortality 
rate; 

 



3 

- The role of peers in prevention; 
 

- Coverage of SMI s and involvement of the community.  
 

The goal of each country in regard to prevention of mother-to-child prevention is the 
survival of the child. 
 
Recommendations  
 
 The main recommendations for prevention of mother-to-child transmission were: 
 

- Early testing of children; 
 
- Improve the supply of reagents; 

 
- Enhance the oversight of testing and mother-to-child transmission prevention 

centers; 
 

- Capacity-building of personnel for the mother-to-child transmission prevention 
centers in order to implement new strategies in this area; and  

 
- Strengthen the linkages between pre-natal consultation clinics, paediatric clinics 

and ARV treatment sites. 
 
Conclusion 
 
 In all ATP participating countries, hospitals, health centers and associations of persons 
living with HIV/AIDs have put in a great deal of effort in carrying out counseling and testing 
for all voluntary persons and for expectant mothers, in order to prevent HIV/AIDS 
transmission from mother to child. 
 
 Capacity-building of the various ATP beneficiaries is bringing about an improvement 
in backstopping the associations of people living with HIV/AIDS.  
 
 Collaboration between the associative structures and public-health structures is 
bearing fruit, and WHO is making a formidable contribution to the exercise of documenting 
this success. 
 
SESSION II:  Progress made in ARV treatment (emphasis on national coverage, 

coverage of targets and geographical coverage, intensification of the 
programme) 

 
 This session served to highlight the status of progress in the three countries (Burkina 
Faso, Ghana and Mozambique) in terms of ARV treatment. 
 
Burkina Faso 
 

• 150 000 people in Burkina Faso are living with HIV/AIDS, including 17 000 
children under age 14.  
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• The geographical coverage of medical services increased from 36 to 44 between 
the third quarter of 2006 to the first quarter of 2007.  The coverage of targets rose 
from 8,136 in 2005 to 11 650 in the third quarter of 2006 and was 13 388 in the 
third quarter of 2007. 

 
• Burkina Faso surpassed the ATP goal which was to have 7 000 people placed 

under ARV.  In terms of financing, the absorption rate of resources was 68.27 per 
cent. 

 
 The main attainments of the implementation process are: 
 

- Better medical care; 
 
- Involvement of NGOS and associations in accelerating access to treatment; 

 
- Enhanced collaboration between public- and private-sector entities; and 

 
- Greater demand for care by the population.  

 
Challenges 
 
 The challenges pertain to: 
 

- Putting in place an oversight mechanism for ARV treatment; 
 
- Intensification of medical care for HIV/AIDS positive children and adults; 

 
- Improving the management of data; and 

 
- Continuance of NGO/Associations’ intervention after the end of the ATP 

programme. 
 
Mozambique: 
 

• The country has 19 million inhabitants in all, with an HIV prevalence rate ranging 
between 8.5 per cent and 26 per cent; on average, 16.2 per cent of the general 
population are HIV-positive.  There are 1.5 million people living with HIV/AIDS. 

 
• The results are those of a project conducted in two high-prevalence provinces. 

 
• The number of centers increased from seven in 2005 to 26 in 2006 and had 

reached 37 by the end of May 2007.  The number of pations on ARV was 2 520 in 
2005, 6 942 in 2006 and 9 823 by the end of May 2007. 

 
• In terms of prevention of mother-to-child transmission, 88 per cent of expectant 

mothers coming forward for pre-natal care were tested in 53 health facilities since 
December 2004. 
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The challenges that were faced are: 
 
- Extending to impr oving the quality of services offered; 
 
- Inadequate skilled human resources; 

 
- The low capacity of laboratories; 

 
- Instances of discontinuing ARV treatment; 

 
- Inadequate medication for opportunistic infections; and 

 
- Difficulties in maintaining the supply of, and preserving, laboratory reagents. 

 
The prospects relate to: 
 

- Improving the number of VCT beneficiaries; 
 
- Training health personnel; 

 
- Extending the coverage of on-site testing; 

 
- Decentralizing ARV-care centers, and concomitantly improving the quality of 

service delivery; 
 

- Developing robust linkages between testing and treatment; 
 

- Better management and oversight to prevent discontinuations of ARV treatment;  
 

- Extension of laboratory activities; 
 

- Submit to contract some of the activities with NGOs; and 
 

- Strengthen institutional capacities. 
 
Ghana 
 

The country has a population of 20 million, with an HIV prevalence of 2.22 per cent; 
there are 312 030 people living with HIV, out of which 69 599 are in need of ARV treatment. 
 

• The geographical coverage of medical interventions rose from 34 public entities in 
2006 to 38 by March 2007, at which point there were 10 private-sector 
beneficiaries; ATP resources support 10 centres in all. 

 
• The number of patients on ARV treatment rose from 841 in 2006 to 1 268 as at the 

first quarter of 2007.  
 
Ghana’s achievements: 
 

- Increased access to ARV treatment; 
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- Broader distribution countrywide of care centers; 

 
- Extension to district hospitals; 

 
- Availability of simplified training materials; and 

 
- Establishment of monitoring of resista nce to ARV treatment. 

 
Challenges in terms of care interventions relate to: 
 

- Slow progress in the number of persons living with HIV who are actively pursuing 
treatment. 

 
- Slow pace of entry into actual activities after training; 

 
- Supply- and logistics-related difficulties; 

 
- Looking for patients who have gone “out of sight”; 

 
- Pediatric care; 

 
- Nutrition; and  

 
- Sustainability. 

 
The prospects 
 

- Monitoring the centers to support the introduction of ARV interventions and the 
improvement of enrolment into treatment and care regimes; 

 
- Strengthening patients’ referral and follow-up mechanisms; and 

 
- Obtaining sustainable financing, in order to carry on the extension to district 

hospitals. 
 
Discussion 
 
 Following this series of presentations, the discussion was focused on the following 
key points: 
 

- The strategies employed by Ghana to obtain such good results, the number of 
persons living with HIV who are in need of ARV treatment, concentration of care 
centers in the south and in the north while the central part of the country remains 
under-provided; 

 
- The possible role of practitioners in the search for “out-of-sight” patients to 

reintegrate them into treatment; 
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- Managing the utilization of immune-systems destroyed by the T-Cell HIV virus 
which are concentrated in certain sites; and 

 
- The often high cost of maintenance of laboratory equipment. 

 
The presenters advanced the following responses to these questions; 
 
- Concerning the results achieved by Ghana, despite the slow pace attributable to 

discontinuations, the driving forces culminating in this results were adherence to 
eligibility criteria, the contribution of associations of persons living with 
HIV/AIDS (the establishment of which has been encouraged); 

 
- In regard to Mozambique the presenter highlighted the slow pace of obtaining T-

Cell, which makes it necessary to embark on decentralization of this facility.  He 
also underscored the important role of peer educators, who are mostly persons 
living with HIV, paid by the programme, and who also serve as monitoring 
personnel. 

 
EXCHANGING EXPERIENCES 
 

1.  On support to ARV treatment observance 
 

The President of Appui, moral materiel et intellectuel à l’enfant (ÀMMIE, which is an 
association devoted to support to children and young persons), the Coordinator of the 
AIDSETI (AAS) Aids Empowerment and Treatment International network, and PAMAC, in 
turn, shared their experiences in regard to lending support to patients in the observance of 
ARV treatment.  In that connection, AMMIE and AAS had in place observance clubs, run by 
peers, with the use of various support methods such as television.  PAMAC, for its part, and 
as part of NGO/Associations coordination, has devised various tools on assistance to 
observance, and has trained and backstopped members of associations on the use of these 
tools. 

 
2.  Concerning monitoring of resistance to ARV treatment 

 
Mozambique has conducted a study which entailed gathering data at six-month 

intervals.  However, there would at the outset, the emergence of cross-cutting resistance. 
 

Conclusion 
 

 A great deal of progress had been made in all the countries in the area of ARV 
treatment, but a number of challenges remain to be addressed, including the provision of care 
to paediatric cases of HIV. 

 
SESSION III:   Providing care to paediatric cases of HIV 

 
 This session served to highlight the provision of care to paediatric cases of HIV, in 
Burkina Faso, Ghana and Mozambique.  The meeting also benefited from the experience of 
Ethiopia. 
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 It emerged from the presentation of Ms. Ye Diarra of the Charles de Gaulle Paediatrics 
University Hospital (CHUPCDG) that paediatric HIV treatment lagged far behind where it 
was for adults. 

 
 Indeed, according to Ms. Ye Diarra, this activity had begun in earnest in July 2003 and 
was conducted mostly in university hospitals.  According to WHO/UNAIDS statistics, 
Burkina Faso has around 17 000 children aged up to 14 years who are living with HIV and the 
goal envisaged is that the number of paediatric cases integrated into treatment and care should 
account for around 10 per cent of the total cases thus integrated.  However, out of 13 388 
reported cases on ARV, only 534 (i.e. 4 per cent) were paediatric cases. 

 
 At the Charles de Gaulle University Hospital, the pertinent activities are run by a 
multidisciplinary team comprising two committees –  the ESTHER Committee, and the 
Therapeutic Committee.  The hospital has a day-care unit where patients can receive day care 
and go home at the end of the day.  It also a laboratory services, a pharmacy where ARV 
drugs and anti—0I (anti-opportunistic infection) medication are available.  Also noteworthy is 
a psychology unit.  The staff have been trained in France as well as in various African 
countries. 

 
 The difficulties faced by the Charles de Gaulle University Hospital include: 
 

- Inadequate staff, particularly for the day hospital; 
 
- Inadequate equipment; 

 
- Problems pertaining to management of therapeutic failures and problems of 

observance (this has been put down to adolescent lassitude); 
 

- In regard to the laboratory administrative bottlenecks have been an impediment to 
the regular supply of molecular-biology reagents; 

 
- Maintenance problems, coupled with the fact that credit facilities given to the 

laboratory do not suffice to cover the needs in terms of reagents; 
 

- The pharmacy faces inadequacies in terms of anti-0I medication; and 
 

- In regard to the social service, lack of food support has been noted, as well as 
problems of financial standing (leading to unpaid-for examinations and 
medications, and transport problems for patients). 

 
In view of these factors, the hospital’s prospects are as follows: 
 
- Intensify the role of the day unit; 
 
- Advocate for reduction of the cost of testing and counselling and of early medical 

intervention; 
 

- Put in place a system of follow-up of children born to HIV-positive mothers on 
prevention of mother-to-child transmission regimes; 
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- Support the decentralization of paediatric-HIV treatment and care interventions; 
 

- Intensify research activities; and 
 

- Intensify laboratory activities through the diagnosis of other viral agents in real 
time (……..) as well as early diagnosis of children through (……….) and follow-
up of resistance to ARV treatment. 

 
In the social sphere, the Charles de Gaulle Hospital intends to advocate for free 

medical examinations across the board, step up collaboration with the associations, advocate 
for the establishment of a support fund for poor people, and find some motivation for peer 
educators. 

 
 In terms of equipment, the imperatives are to: 

 
- Build upon progress already made; 
 
- Acquire supplementary material and equipment, and embark on preventive and 

curative maintenance of the material; and 
 

- Strengthen capacities through training within the country and abroad. 
 
Recommendations  
 
 The number of paediatric HIV cases integrated into medical treatment and care needs 
to be increased, and specifically by: 
 

- Stepping up paediatric treatment and care; 
 
- Building up on the achievements; 

 
- Decentralization. 

 
- The cost of ARV treatment and care renders it inaccessible for the vast majority of 

patients, including “therapeutic failure” cases and hampers observance of 
treatment; and 

 
- Addressing the irregularity of follow-up of some of the patients (owing to 

transport problems, the cost of T-Cell ;for patients not on ARVs, and inadequacy 
of credit for anti-OI paediatric medication). 

 
In regard to medical services 
 

- The Charles de Gaulle University Hospital intends to step up the activities of the 
day unit, enhance its follow-up of children born to HIV positive mothers, and 
acquire second-generation ARVs; 

 
- Finally, the Hospital team considers that it should be possible to achieve a steady 

increase in the number of patients brought into care-and –treatment, and that it will 
be important to effect further decentralization of paediatric care-and-treatment. 
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Ghana presented the situation in statistical terms, estimating that 21 828 children aged 

up to four years were living with HIV, of which number 4 421 were in need of  ARV care and 
treatment.  As of March 2007, 303 children were on ARVs.  In terms of early diagnosis, ARV 
care- and – treatment, despite its importance is not routinely used but most often for research 
purposes and on patients who can afford the cost.  In order to improve upon early diagnosis of 
HIV, there are in prospect a set of approaches designed to utilize other technical 
methodologies and to integrate HIV into the management of child pathology programmes in 
Ghana.  In the planning for intensification of paediatric care-and-treatment, a great deal of 
importance is accorded to this dimension in training offered in paediatric hospitals, advocacy 
is under way to gain the concurrence of ARV care providers to take into account paediatric 
cases and training programmes that take in difficulties in identifying paediatric cases of HIV 
infection. 
 
 Among the challenges to be noted are the problem of early confirmation of HIV 
infection, diagnosis of TB, nutritional support, exclusive breast-feeding, and so on.  In regard 
to prospects, there is a need for better tools of early diagnosis of paediatric cases of HIV, 
enhancement of research, decentralization of care-and-treatment of paediatric cases, and 
advocacy for free care-and-treatment for children. 
 
 Mozambique presented the situation in two health districts located in the central part 
of the country, namely Manica and Sofala.  In all, the y have around 3 million inhabitants, 
with a prevalence rate, respectively, of 20 per cent and 26 per cent.  An estimated 42 300 
children are HIV-positive, of which number 12 690 (or 30 per cent) are in need of ARVs. 
 
 As regards the profile, paediatric care- and – treatment interventions began in 2003, 
when a centre was set in motion; in March 2007, the area under discussion had 29 paediatric 
care-and – treatment centres and some 590 children area on ARVs, while 5 359 children are 
on active care- and – treatment.  An expansion plan to 2008 envisages reaching a level of 63 
paediatric care- and – treatment centres and bringing in around 2000 children. 
 
 In terms of prospects for Mozambique, one may cite training for different categories 
of personnel, the fact that prevention of mother –  to –  child transmission centres are to be 
found in significant number, and the expansion of laboratory services to which people have 
access for tests. 
 
 The challenges include the cost of treatment, disseminating new therapeutic  
procedures, electricity shortages in some localities and the need for early care- and – 
treatment interventions. 
 
 In regard to Ethiopia, the presentation dwelt on the lessons learnt from Ethiopia’s 
programme on early HIV diagnosis and paediatric treatment. 
 
 According to the presenter, M. Eyesusawit, Ethiopia is a vast, poor country with HIV 
prevalence rate of 2.1 per cent.  The HIV 1, Stereotype C is preponderant.  Around 64 813 
children are living with HIV, out of which 15 716 are in need of ARV care- and – treatment. 
 
 The presenter tabled the result of a situation analysis on paediatric care- and – 
treatment, which evidences a sound policy approach, but also a lack of national coordination 
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and lack of advocacy, an absence of training curricula on paediatric care - and- treatment, 
absence of guidelines, and lack of a roadmap as well as of material resources. 
 
 In terms of HIV paediatric care- and – treatment, there is a patent paucity of trained 
practitioners in this area; and as regards diagnosis, there is a noteworthy absence of diagnostic 
mechanism for children specifically.  Some 551 children are on HIV are- and – treatment.  
The presenter highlighted the fact that the priorities of the programme comprises, inter alia, 
maximizing mother-to-child transmission prevention; boosting counselling to exposed 
children; early diagnosis and care - and – treatment for those infected; involving women and 
their families in complete early diagnosis and care- and – treatment; and boosting the 
availability of paediatric  HIV diagnosis, as well as the availability of paediatric ARV care- 
and – treatment.  The government has expended considerable effort, and within the 
framework of the millennium campaign against HIV/AIDs, this is encapsulated in the slogan: 
Speed + Volume + Quality. 
 
 There is in place of family enrolment system in care-and – treatment which entails 
testing for all the members of a family whenever a case is diagnosed.  
 
 The challenges that are noteworthy include: appropriation of the programmes at the 
level of the centres; motivating staff and fostering commitment; meeting the demand for 
training; and ensuring the quality of care- and – treatment.  In terms of prospects may be cited 
the expansion and strengthening of entry points to paediatric care and – treatment; extension 
of early diagnosis of HIV, harmonizing implementation efforts; and universal access to the 
year 2010, as for adults. 
 
Discussion  
 
 Issues pertaining to early diagnosis, systematized care-and-treatment, availability of 
pediatric ARVs, testing and T-cell availability, were raised. According to the representative of 
WHO, guidelines on early diagnosis was available on the WHO website. 
 
Recommendations  
 
 Notwithstanding the process made in terms of pediatric care-and-treatment in regard to 
HIV, the situation is deemed to call for steady upscaling of the number of cases on care -and-
treatment. The national planning on intensification of the programme will necessitate: 
 

- Policy coordination between the child-health milieu and decision-makers in the  
area of HIV as well as United Nations, bilateral and NGO partners; 

 
- An integrated-planning approach through maternal and child health programmes 

on the one hand, and adult ARV treatment programmes on the other; 
 

- Integration of HIV prevention, care and treatment services into existing maternal 
and child health services; 

 
- Supply systems that include reagents and pediatric ARVs; 

 
- Improved tools for early diagnostic; and  
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- Advocacy for free care-and-treatment for children.  
 
SESSION IV:  Collaboration of TB and AIDS programmes in the three ATP countries 
     (situation in the countries, care -and-treatment, the problem of resistance,  
     challenges and prospects) 
 
 The three ATP countries, in turn, presented the level of collaboration as between TB 
and AIDS programmes in their respective countries. Additionally, they each presented some 
epidemiological data, the activities under way, and the challenges and prospects. 
 
Presentation of Burkina Faso 
 
 Some epidemiological data on tuberculosis in Burkina Faso in 2006 were presented: 
 
 Number of positively-diagnosed cases: 2655 cases (i.e. 20 cases per 100 000 of 
population) 
 
 Total number of TB cases: 3417 (28 cases/100 000); 
 
 Estimates of the incidence of TB: 99 cases diagnosed positive per 100 000 of 
population and 223 per 100 000 of population (all TB cases). 
 
 Studies on co-infection in Burkina Faso (TB/HIV) yield the following rates of 
prevalence: 35 per cent in the Bobo-Dioulasso Anti-tuberculosis Centre in 1995, and 30 per 
cent in the Ouagadougou  National Anti-tuberculosis Centre in 2002.  
 
 Burkina Faso has formulated an integrated plan foe the enhanced care-and-treatment 
of patients co-infected by tuberculosis and AIDS (Plan concerté pour le renforcement de la 
prise en charge concertée des maladies coïnfectés par la Tuberculose et le VIH) for the period 
2007-2009, involving, in all, 1 438 190 dollars. A care-and-treatment manual for TB/HIV co-
infection gas also been formulated, with a follow -up and assessment plan containing specific 
indicators. A unit gas been put in place for the TB/AIDS programme and it operates in a 
regular basis towards ensuring collaboration between these two programmes. 
 
 The challenges repose, in the main, on the low -level of TB pathologies that are tested 
for HIV (just 25 per cent in 2006); stigma; discontinuation of the test kit; shortage of human 
resources for counseling-and-testing owing to the pancity of skilled staff; inadequate 
decentralization of TB and HIV diagnosis to the remote areas; the lack of human and financial 
resources for clinical management of TB/HIV patients—challenges which have been 
addressed a TB/AIDS programmes unit; formulation of a manual on TB and development of 
follow-up and assessment indicators. 
 
 Prospects pertain mainly to the training of staff on TB/HIV co-infection, at all levels; 
resource mobilization; extension of counseling and testing at the centres; and follow-up and 
management of multi-resistant TB strains. 
 
Presentation of Ghana   
 
 Epidemiological data show that HIV prevalence in Ghana, countrywide, was 2.22 per 
cent in 2006, and that the number of persons living with HIV was 312 030. 
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 The policy pertaining to TB/HIV activities has been finalized and disseminated. 
Guidelines on clinical management of TB/HIV are nearing completion. In March 2007, 377 
HIV-positive TB patients were treated for co-infection. A step forward has been noted in 
regard to the number of TB cases which were tested and counseled for HIV. This number 
increased from 1 200 to 2 316 patients. 
 
 HIV counseling-and-testing is offered to all suspected TB cases. A tool is in place for 
notifying TB cases at the level of ARV treatment centres. Many HIV-positive patients have 
been tested for TB. Anti-TB services staff have been trained in HIV counseling-and-testing at 
the centres. Additionally, a study gas been conducted on the resistance of anti-TB medication 
to bacilli; it indicates a 2.6 per cent rate of resistance to standard treatment as between TB and 
HIV. 
 
 The challenges for Ghana repose in intensification of the programme; collaboration 
between the TB and HIV programmes; implementations of interventions; and coordination of 
care-and-treatment as between TB and HIV. 
 
 In prospect, Ghana hopes to strengthen collaboration between the two programmes; 
finalize the TB/HIV guidelines; embark on clinical management of TB and HIV; and enhance 
the capacities for management of TB/HIV co-infection. 
 
Presentation of Mozambique 
 
 The HIV prevalence rate in Mozambique is 16.2 per cent, with around 1.6 million 
people living with HIV. Within the framework of the ATP which began in December 2004, 
two provinces, namely Manica and Sofala, are involved; both are centrally-located within the 
country. 
 
 The epidemiological data pertain to these two provinces. The cover around 3 million 
inhabitants, with an HIV prevalence as high as 34 per cent in Beira (which is within the zone 
under consideration). The zone as a whole has 400 000 people living with HIV; 60 000 of 
them need ARV treatment; while HIV mortality is 23 per cent. In terms of sex and age, 
infected adult women represent 57 per cent of the total; adult men, 37 per cent, and children 
aged up to 15 years, 6 per cent. In 2006, around 5 000 TB patients were tested for HIV, and 
71 per cent were found to be HIV-positive, among which 92 per cent were on cotrimoxazole 
prophylaxis and 12 per cent on ARV treatment. 
 
 During the first quarter of 2007, around 70 per cent of TB patients under the anti-TB 
programme were tested for HIV, of which percentage 65 per cent turned out to be IV-positive, 
95 per cent were on cotrimoxazole, and 25 per cent on ARVs. Training has been provided for 
all the anti-TB programme staff, on ARV treatment and opportunistic infections. 
 
 Within the framework of the TB/HIV programme, HIV testing is now conducted in 
most of the anti-TB centres and infected patients can gain access to ARV treatment under the 
TB programme. No guidelines gave been drawn up for TB/HIV prophylaxis and it is 
suggested that an HIV test should be made obligatory for TB cases. 
 
 In the light of the various presentations, questions were raised by participants on the 
following main points: 
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- Financing of programme activities; and particularly, Burkina Faso’s TB/HIV 

plan; 
 
- Precautions to be observed under a possible INH prophylaxis regime;  

 
- The need for HIV testing of TB cases; and 

 
- Optimization of microscopy.  

 
Appropriate responses were provided for all the questions raised. 

 
Mr. Ba Keita pointed out that INH prophylaxis was applied 10 years ago. It had since 

been discontinued. Treatment procedures on multi-resistance have not been completed, and 
countries will have to engage the assistance of WHO in the formulation of new strategies and 
procedures for their various programmes. 
 
 He said that, in sum, even though the presentations had shown that the three countries 
had realized achievements – such as the availability of epidemiological data, the existence of 
a mechanism of coordination, guidelines (complete in some cases, under construction in 
others), and the fact that care -and-treatment mechanisms were in place for the most part; there 
were also areas that still needed addressing, particularly those pertaining to the level of 
integration of TB/HIV care-and-treatment at the operational level, the issue of competencies, 
and oversight mechanisms. 
 
 The following recommendations emerged, on the need to: 
 

- Strengthen the coordination of TB and HIV programmes; 
 

- Strengthen human capacities, particularly at the operational district level; 
 

- Involve communities in the management of TB/HIV co-infection;  
 

- Developed tools for bacteria l follow -up at the anti-TB centres; and --- extend ATP. 
 
SESSION V:   Monitoring and Evaluation  
 

1. Reporting-back on the visits on the ground 
 
Group I report  
 
 The group visited the Upper Basin region, and more specifically, the day-care hospital 
in Bobo-Dioulasso, the Espoir et Vie association and the medical centre serving the Orodara 
public-health district. 
 
 The group comprised three persons. 
 
 In regard to some statistics of the presented, it is noteworthy that significant efforts 
have been deployed within the framework of care-and-treatment of persons living with HIV 
and prevention of mother-to-child transmissions. There is in place a very effective 
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community-based network for follow -up of patients, characterized by an excellent observance 
record and the absence of “out-of-sight” patients. 
 
The salient points emerging from this report are: 
 

- The use of electronic filing systems for the storage and management of patients’ 
files: there indeed, are two software packages devoted to this dimension.  

 
- The associations know where the people concerned live, as well as their identities; 

and 
 

- The laboratories are well-stocked in terms of reagents, and discontinuations 
seldom occurs. 

 
However, challenges do exist, and these relate to: 
 

- The lack of appropriate T-cell counting and laboratory apparatus (thus, 
inappropriate facilities);  

 
- Lack of second-generation treatment; 

 
- Staff is made up of non-permanent volunteers; 

 
- Very high dependence on external funding; and  

 
- Inadequate storage conditions for medication (temperatures above 25° C for 

example). 
 
Recommendations  
 
 The following recommendations were made: 
 

- Extend the life of ATP; 
 

- Boost the care-and-treatment staff; 
 

- Provide some measure of second-generation treatment; 
 

- Strengthen infrastructures and equipment, and in particular, CD4 dispensing 
apparatus; 

 
- Strengthen the capacities of the various actors involved in ARV care-and-

treatment for both children and adults; and 
 

- Improve the storage conditions for medication and consumables. 
 
Group II report 
 
 This group visited the northern and central parts of the country, and in particular the 
regional medical centre in Ouahigouya, the AMMIE association, the Yalgado University 
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Hospital in Ouagadougou, the St. Camille Medical Centre, the ASA, and the women’s anti-
AIDS associa tion (Associations des Femmes contre Le SIDA). In all, therefore, the group 
visited three public institutions, three associative entities and one faith-based entity.  
 
 In general terms, the testing, care-and-treatment (medical and psychosocial) and 
prevention of mother-to-child transmission interventions are well managed at the level of the 
three different structures; the associations do more VCT and hardly any mother-to-child 
prevention activities. Also noteworthy, though, is the availability of database managers for 
computerized patients’ information purposes. Additionally: 
 

- The number of people actively integrated into these programme is growing apace; 
 
- There is in place functional mechanisms for care-and-treatment as well as follow-

up of patients; 
 

- There are pharmacies run by the associations and these are equipped with 
medication and consumables; and 

 
- Community-level care-and-treatment experiences are variegated: there is 

assistance-on-observance support (by observance clubs), there is social and 
economic support, legal support, and so on. 

 
Attainments of the different centres visited include: 
 

- Increased frequency of visits to the different entities; 
 

- Availability of treatment (i.e. no discontinuations); 
 

- Social and vocational reintegration; 
 

- Work with pay for some of the patients; and  
 

- Continuous training of staff. 
 
A number of challenges remain, however, including: 
 

- Inadequacy or unavailability of personnel; 
 

- Inadequate infrastructure, equipment and maintenance; 
 

- Inadequate logistics; and 
 

- Inadequate stock of laboratory reagents. 
 
Group III report 
 
 Group 3 visited four health institutions within the Centre-East health district, namely 
the medical centres in Koupela and Ouargaye, and the regional and VCT centres at 
Tenkodogo. The last-mentioned is run by an association.  
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 The team comprised five persons. 
 
 The data presented indicate that a good deal of effort gas been deployed in regard to 
care-and-treatment of persons living with HIV and prevention of mother-to-child 
transmission. The staffs are highly devoted. The new mother-to-child transmission prevention 
programme is already being implemented in Tenkodogo, Koupela and Ouargaye and carries 
on from the training-of-trainers of which these districts were beneficiaries.  
 
 ATP’s interventions are focused on the following areas: training, free treatment of 
opportunistic infections, adequate supply of reagents and equipment, support to associations, 
and a token charge only (i.e. almost free) for ARVs within this region. 
 
Challenges remain, however, including : 
 

• Lack of data on pediatric care-and-treatment: this dimension is not yet effective at 
the level of the entities visited; and  
 

• Lack of financing for certain pathologies to cover treatment and follow-up 
interventions. 

 
Challenges to be addressed 
 

- Reduce to a minimum instances of discontinuation of the stock of reagents and 
medication for the treatment of opportunistic infections; and  

 
- Minimize the delays between sampling for tests and the point where the laboratory 

results are out;  
 

- Provide pediatric care (in this case the target year is 2008); and 
 

- Involve anti-HIV associations in the monitoring of patients. 
 
Recommendations  
 
 The recommendations are mainly as follows: 
 

- Strengthen capacities for pediatric care; 
 

- As regards VCT, minimize the time lapse for securing and divulging results; and 
 

- Securing resources for other public -health mechanisms in the region. 
 
EXPERIENCES OF OTHER COUNTRIES 
 
 Following the reports on visits on the ground as conducted in the central, east-central 
and Upper Basin (Hants Bassins) and northern regions, experiences in terms for follow-up 
and evaluation in Ghana and Mozambique were presented.  
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The experience of Mozambique 
 
 This pertains to only two provinces in which the NGO concerned was active. In terms 
of follow-up and evaluation, it should be noted that significant steps have been made in terms 
of data gathering, processing, analysis and dissemination. The care data are derived from the 
treatment centres, which have been on the increase since 2006. The management of these data 
is computerized. There is in place a software program that uses a number of parameters that 
are updated on a regular (i.e. weekly or monthly) basis. 
 
 The pharmacies, though, update the information on a weekly basis to avoid cases of 
stock running out. There is, concomitantly, a monthly follow -up mechanism for patients 
actively observing care-and-treatment through which their consultation and treatment 
schedules can be followed up. Additionally, each centre has a committee on observance which 
meets every two days to review cases of  “out-of-sight” patients at an early stage if possible, 
at a later stage if necessary, and looking for those who are “out-of-sight”. 
 
 A monthly report has been introduced to monitor a ser of indicators, whilst the staff 
committee meets every two months t review the progress made, the difficulties encountered 
during the month and to identify prospects for the ensuring three months. 
 
The challenges 
 
 In regard to records, it has been noted that some patients were recorded several tomes, 
either at the same treatment centre, or else at two or more centres. There is, additionally, the 
problem of incorrect addresses, which makes it difficult to find them when the need arises. 
 
The prospects 
 
 These relate to taking forward and enhancing the follow-up and the coordination 
mechanism established in collaboration with all stakeholders. Most of the indicators used in 
the other provinces will be included on their follow -up/evaluation chart; training persons 
involved in the follow-up/evaluation process; and involving local communities ‘ 
representatives in follow -up/evaluation. 
 
The experience of Ghana 
 
 In the case of Ghana, the process of data gathering, processing, analysis and 
dissemination adheres to the national health-information system. The data are derived from 
the country’s 10 health regions, and specifically, VCT-delivery centres, mother-to-child 
prevention units and care-and-treatment centres. 
 
 Standard data-gathering mechanisms have been formulated and are available to 
various VCT and care-and-treatment entities. 
 
 Base data are conveyed in the form of quarterly reports along the lines of the “health 
pyramid” to the district management centre and onward to regional coordinators, before 
moving on the national anti-HIV committee and finally to partners. 
 
 Vehicles (available thanks to funding by multilateral partners) have been assigned to 
all the regional teams to support oversight and follow -up/evaluation activities.  
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The challenges include: 
 

• Current delays in information-pooling at all levels: this dimension needs to be 
improved upon; 
 

• The volunteer nature of staff at these centres: this translates into a lack of 
motivation; and 

 
• Low moral credentials of some of the higher -level officials, which vitiates and 

efforts to motivate the staff (for example 5 million T-cells that were given out to 
motivate health workers did not reach the intend beneficiaries). 

 
Notwithstanding the efforts to boost the pay of health workers, this dimension still appears to 
be inadequate. The question of motivation of staff on the ground is therefore still very real. 
 
Discussion 

 
The reports by the various groups and the presentations on the experiences of Ghana 

and Mozambique led to very stimulating debate. The participants’ point focused essentially on 
the following dimensions. 
 
The question of “out-of-sight” cases and observance of treatment  
 
 At this level, the commendable progress noted at the level of the associative actors as 
compared to the public-sector entities is attributable to a number of factors. Three approaches, 
developed (with specific tools) at the level of the associations can reduce to a minimum the 
question of “out-of-sight” patients: 
 

- Home visits are not systematized; in contrast, recognizance of the domicile is 
systematized: home visit s are conducted with the clients’ concurrence; 

 
- Group activities (particularly, discussion groups, observance clubs, and so on) are 

conducted in accordance with monthly programmes. The clients know one 
another, so when a client is absent, the group knows why and where the client can 
be found; 

 
- Networking: “out-of-sight” situations do not amount to abandonment; at some 

point or another; these cases are reintegrated. Clients join different associations to 
benefit from different advantages, which occasions more than one notifications on 
one and the same person. There is therefore a need to gave in place a dedicated 
software program to avoid duplication. 

 
- These three approaches taken together, make easier to address the problem of “out-

of-sight” cases. However, other approaches such as psychological support and 
discussion groups can greatly minimize the problem;  

 
- Contrary to the thinking of many, the success of the associations in reducing the 

number of “out-of-sight” cases is not solely attributable to the adva ntages that the 
patients find with the associations. Two factors explain this state of affairs. 
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The first is the gathering by associations of detailed and accurate information on 

patients, which is not the case with the hospitals. In that connection, public-sector entities 
should collaborate with the associations monitoring follow -up of patients after they leave the 
hospital.  The associations operate on a “close-up” basis in their approaches, which benefits 
patients in a real way. Consequently, a patient who leaves a hospital can be referred to a local 
association for the purposes of monitoring and continuing support. 

 
The excellent observance levels noted with the Bobo-Dioulasso associations are 

attributable to the fact that this relates to associations of people living with HIV/AIDS, and 
who are therefore directly affected by the problem. Their members therefore do not see any 
gain in abandoning the treatment cycle. 

 
However, the notion of “out-of-sight” is not perceived in the same way by all the 

different actors. At the CTA centre for example, there is a continuous “compendium” of 
patients considered as “out-of-sight”. There is a need to harmonize perceptions on this 
question.  
 
Data capture and analysis 

 Upon whom does computerized-data capture repose? Who is charged with data 
analysis? What is the name of the software used? How is the information system between the 
two Mozambican provinces organized? To theses concerns, a number of contributions 
highlighted some clarifications. 
 
 In the particular case of Mozambique, all the information presented in the course of 
this session pertains to the two provinces of intervention of the NGO Health Alliance 
International, which works in close collaboration with the administrative units in other 
provinces across the country. The main problem pertains to the fact that each NGO has 
indicated its own follow -up indicators which means that comparisons have to be that much 
nuanced. The situation thus calls for harmonization of follow-up indicators. 
 
 In that connection, WHO has stressed that a situation where each stakeholder comes 
up with its own follow-up indicators should be avoided. Accordingly, it has embarked on an 
effort, in collaboration with the major international actors in this area, to formulate a 
harmonized set of indicators at the international level, which will be disseminated in the near 
future. 
 
 This means that an educative effort on these indicators will be necessary, so that 
everyone is speaking the same language in terms of VCT and mother-to-child trans mission 
prevention. This will facilitate the comparability of the results and performance by country.   
 
 A positive aspect is that indicators have been developed to monitor, with the support 
of psychologist, changes in sexual behaviour, preventive activities, participation in focus 
groups and announcement of test result to other members of the family. 
 
 With regard to data entry, it was noted that partners should follow the government’s 
information system and not create parallel system.  Monitoring and evaluation are 
multidisciplinary activities requiring the intervention of all the actors involved.  As for data 
collection, clinicians are responsible for the quality and validity of the data transmitted to data 
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entry.  It is also indispensable to verify the data entered before making any compilation or 
analyses.   
 
Motivating actors  
 
 With regard to motivation the Ghanaian experience is quite revealing.  The increase in 
the wages of health workers created another problem, because workers from other sectors also 
claimed similar wage increases. 
 
 It is therefore, important to examine other more effective alternatives for the (specific) 
motivation of workers involved in the programme.  General motivation measures have 
obvious limitation.   
 
Availability of second-line medication 
 
 The number of patients requiring second-line medication was not explored during field 
visits.  However, the real issue was one of insufficiency rather than the absence of second-line 
medication.  It is important for field workers to have  these medications, even if the stock is 
limited. 
 
Other presentations  
 
POSITION OF ECA ON THE MONITORING-EVALUATION OF ATP ACTIVITY IN 
MOZAMBIQUE 
 
 Following the discussions on monitoring and evaluation systems, ECA made a 
presentation on compliance with HIV/AIDS treatment and the extension of therapeutic 
coverage based on the Mozambique experience. 
 
 These ideas were developed following a mission conducted by ECA to Mozambique.  
The terms of reference of these missions were as follows: 
 

• To review the overall performance of the programme; 
 
• Verify its internal consistency; 

 
• Evaluate the quality of services established by the partners; 

 
• Review and evaluate the tools developed by ATP teams; 

 
• Review the outcomes of the monitoring-evaluation and their implications in the 

programme’s implementation; 
 

• Promote operational initiatives in the collection, analyses and dissemination 
(reporting) of data; 

 
• Propose ways and means of generating process and impact indicators. 
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Main outcomes 
 
  

The main outcomes in the spec ific case of Mozambique may be summarized as 
follows: 
 

• The Ministry of Health succeeded in strengthening the programme with regard to 
testing prevention of mother to child transmission using ARVs. 

 
• Patient compliance was high at inception of treatment but it was limited by 

constraints such as poverty and distance. 
 

• The activist system put in place was highly successful; it is the key to the high 
level of compliance noted. 

 
• The low level of compliance found (case of Burkina Faso and Ghana) was largely 

due to the absence of this system in public structures.  However, compliance 
improved significantly within associative structures in Burkina Faso and Ghana, 
precisely because they had activist. 

 
• The individual and group sessions preceding the start of treatment contributed a 

great deal to the success of the medical intervention. 
 

• The exchange of information between the various cities (example:  between 
Maputo and Beira) was very beneficial. 

 
• Health Alliance International (HAI) was congratulated and recognized as an 

example of successful partnership with government. 
 

• Pregnant women were used as a starting point for testing and treatment; however, 
their husbands were less involved which led to rejections. 

 
• Data collection and processing are being computerized.  Never the less much 

remain to be done in terms of their use to improve interventions. 
 

• The ATP experience in Mozambique was uniquely successful in public -private 
partnerships. 

 
• The Government has taken ownership of all these testing and treatment 

experiences. 
 

• It is therefore recommended that all partners work in close collaboration with the 
ministries of health.  

 
Prospects 
 

• Strengthening of the partnership;  
 
• Support and improvement of the appropriation of experiences by the Government; 



23 

 
• Strengthening work wit h partner, including activist groups, for a greater 

involvement of men; 
 
• Use of data for programme planning and policy-setting; 

 
• Standardization of indicators is extremely important. 
 

 
DISSEMINATION OF LESSONS LEARNT:  ATP PROPAGATION SINCE THE 
ACCRA MEETING 
 
The Accra commitments  
 
Where do we stand? 
 

• Establishing a robust HIV/AIDS peer educators team; 
 
• The new website is under construction and should be functional by July 2007, 

 
• A single list of contacts for the hundreds of HIV/AIDS policymakers across the  

continent; 
 

• E-forums for exchanges of views; and 
 

• Community involvement. 
 
Lessons learnt 
 

• A document on HIV/AIDS, lessons learnt devoted to the various ARV approaches’ 
used, and access to ARVs, has been put together and is to be published. 

 
• There is, in addition, a document on the community involvement strategy (mission 

to Mozambique) in care-and-treatment is under way.  It will throw some light on 
the whys and wherefores of the observed NGO and associations’ better 
performance in observance than the public entities as well as other successes that 
have been achieved through the grassroots approach; 

 
• It emerges from Ghana’s experience that there is a need to strengthen public –  

private sector linkages.  At the same time, it is suggested partner organizations in 
HIV/AIDS interventions, as well as the African Development Bank (ADB) and the 
World Bank should be involved. 

 
The stages over the three coming months  
 

• Joint programming with strategic partners on various HIV/AIDS - related policies; 
 
• Impact assessment; 
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• A follow-up/evaluation mission to Ghana, the outcome of which will be shared by 
all involved; 

 
• Extension of the peer educators group; and 

 
• Availability of French-language versions for the documentations. 

 
Following the two last presentations the discussion dwelt on the follow-up and 

evaluation mission, in respect of which the participants needed a clearer picture; for example, 
what are the linkages between the peer educators and the other stakeholders already active in 
the process? 
 
 The participants welc omed the efforts to document best practices in the, three pilot 
countries.  This encouraged the peer educators to carry on with the work that had begun in 
close collaboration with partners, in order to capitalize as much as possible on the ATP best 
practices. 
 
SESSION VI:  Sustainability of and financial prospects in the long term 
  

Two presentations were made, followed by country experiences. 
 
 The presentation of ECA included a track record on the different commitments made 
by member States, and especially the Abuja commitments, pertaining to the allocation of 15 
per cent of the budget of all the member States to HIV/AIDS, TB and malaria.  It is to be 
noted that only two countries have met this target. 
 
 Crucial points were enumerated and described, including commitments, systems, 
costs, resources and successes. 
 
Sustainability of treatment 
 
 In regard to the sustainability of ARV treatment in the country, there is a need for joint 
programming targeting priority areas.  It is also essential to strengthen the technical measures 
and give more attention to research and to lessons learnt. 
 
 The World Bank representative, Mr. Ber Voetberg, had expressed the desire for 
interactive discussion to take into account the number of patients, new categories of sufferers, 
first-and second-liner treatment, presentations on paediatric treatment, TB/AIDS coinfection, 
cost of ARVs per patient, cost of follow-up, operational costs and prophylactic aspects.  
Resource mobilization will therefore be a further imperative. 
 
 A number of concerns were highlighted by the different countries. 
 
 

• In the case of Ghana, this aspect of sustainability of treatment calls for a 
programme intensification plan that entails minimizing the rate of infection: 
65,000 persons will be in need of ARV and around $US 500 000 will be needed to 
make up the shortfall. 
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• The challenge for Mozambique relates to involving the State and the communities 
in sustainable ARV treatment. 

 
• In the case of Burkina Faso, other patients on ATP under other initiatives such as  

the Global Fund can be possibly reversed, but a shortfall will still remain, 
pertaining mostly to operational costs for the associative networks that are 
beneficiaries of ATP because these budget lines are not envisaged in the 
government budget. 

 
• Ms. Teguest Guerma of WHO (Geneva), for her part, saw the question of 

sustainability of ARV treatment as a case for various needs over several years, 
including financing needs which should be innovative and the collaboration of the 
government as well as the private sector. 

 
For Ms. Cassandra De Souza, there will be a need to ensure the sustainability of these 

actions and, taking the example of nutritional support, she posed the question as to the suture 
sustainability.  
 
 Mr. Sakho Mamadou, UNAIDS Coordinator felt that the key issues will be to boost 
advocacy, so that the commitments made are transformed into concrete actions.  He 
highlighted the complexity of the partners’ financing procedures which led to delays in 
disbursement.  He advocated for harmonized financing procedures.  The question of 
conditionalities set by donors is still a matter of concern.  

 
 

 For Mr. Jan Van Der Horst, health and HIV/AIDS Counsellor at the Netherlands 
Embassy, financing issues were still a responsibility for the Ministry.  
 
 Mr. Koumare Amadou underscored two concerns.  These relate to the operational 
costs that taking into account people living with HIV/AIDS will entail and the fear of a 
plethora of intervention synergies between donors for sustainability of ARV treatment will 
have to be strengthened.  
 
 Mr. Banse Alidou, Coordinator of Aids Empowerment and Treatment International, 
stated that a recent mission in Kigali, Rwanda, confirmed that the Bank would continue to be 
involved in the anti-AIDS agenda. 
 
 Ms. Ye Diarra of the Charles de Gaulle University Hospital called for fostering the 
supply of resources to mother-to-child transmission prevention programmes.  She concluded 
with a strong argument in favour of ATP extension, because, in her opinion, a transition 
period would be necessary in order to be able to prepare for sustainability of ARV treatment 
programmes. 
 
 For Mr. Albertus Voetberg, there were two areas of concern, namely the availability of 
funds for NGOs/Associations, and training at the regional level because resources were no 
longer adequate. 
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 Mr. Jean Gabriel Ouango, President-General of the Ministry of Health of Burkina 
Faso, closed the meeting by expressing the hope that the World Bank would take in a 
transition phase by extending the ATP. 
 
SESSION VII:   The ATP learning and documentation agenda 
 
 A number of presentations were made on the ATP learning and documentation 
agenda, by representatives of ECA, WHO and the World Bank.  
 
 ECA is an important pillar in the ATP orientation and support in its presentation on 
the sustainability of the learning agenda, suggests: 
 

- Enhancing the ECA HIV/AIDS learning groups; 
 
- Finalizing and disseminating the CHGA report; 

 
- Production and distribution of lessons learnt in the ATP; 

 
- Development of an operational-research programme deriving from CHGA’s main 

findings; 
 

- Development of a responsibilities index to keep track of the commitment towards 
free access and prevention, treatment and care.  This responsibility will need to be 
endorsed by Heads of States in the future; 

 
- Promotion of discussion on Africa’s long-term financing policies in the area of 

HIV/AIDS, by African Ministers of Finance, Planning and Economic 
Development; 

 
- Development and harmonization of donor programmes using HIV/AIDS as a point 

of departure. 
 
Conclusion 
 

- Public-private-partnership will have to be developed, and Joint programming and 
action plans should continue with emphasis on operational research.  

 
- WHO has, within the framework of documentation of good ATP practices in 

Burkina Faso, commissioned the study by an international expert.   
 

- The objectives of the study are to:  show how ATP has had a positive impact on 
the availability of services as well as their accessibility and quality, and describe 
the good policies promoted by ATP in the delivery of services, as well as 
synergies between the different ATP actors. 

 
 The study shows that: 
 

- The ATP programme results have not been very encouraging; 
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- In terms of programme intensification, a number of statistical objectives have 
either been achieved or on the way to being achieved, in terms of beneficiaries 
geographical coverage.  There is a much more abundance of quantitative than of 
qualitative data. 

 
The World Bank, which supports ATP, has, through its research wing, conducted a 

study on access to ARV. 
 
Testing and sexual behaviour:  lesions learnt from the experience of Burkina Faso and 
Ghana 
 

The objectives of this study are to address two concerns:- 
 

1.  Can access to ARVs accelerate prevention? 
 

To this question, we have two hypotheses.  Firstly, access to ARVs can encourage 
testing, and secondly people adopt less risky sexual behaviour, as soon as they are informed 
that they are HIV-negative. 

 
2.  Can access to ARV encourage risky behaviour. 

 
It appears that access to ARVs can change the way AIDS is perceived and that this 

change of perception can lead to a loosening of behaviour patterns. 
 
 Surveys were used to verify these hypotheses.  These included the QUIBB survey 
(2007) in Burkina Faso, the BSS survey in Ghana (2006) and econometric tools. 
 
 From the results of this study, one may deduce that there is a:- 
 

1.  Positive correlation between access to ARVs and demand for testing; 
 

2.  Positive correlation between testing and condom use; and 
 

3.  Negative correlation between testing and abstinence. 
 
The emerging message in terms of policies is the need to accompany access to 

treatment with prevention programmes. 
 
 It should be noted that these results are preliminary and do not portray the direction of 
casuality at this stage. 
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SESSION VIII:  Extending ATP and the forthcoming phases 
 
 
Extending ATP 

 
 

 Mr. Albertus Voetberg of the World Bank announced, to the great satisfaction of all 
participants that extension of ATP was looked on favourably and that beneficiary countries 
would be notified. 
 
 The World Bank representative requested, however, that each beneficiary should draw 
up a resources utilization plan for the period of the extension i.e. September 2007 to 
September 2008.  
 
 He also asked if the countries had an expenditure plan for the balance.  Around 40 per 
cent of funds appeared to be still available at the World Bank in Washington. 
 
 At the level of Burkina Faso, ATP funds are totally committed, and a supplementary 
reallocation will have to be made to cover the resources utilization plan for the period of the 
extension until 2008.  
 

1. WHO, within the framework of its support to the ATP programme in the 
beneficiary countries, will also draw up a work plan for the period of the ATP 
extension, according to Ms. Sidibe Christine of WHO, Geneva.  

 
The next phase 
 
 In regard to the coming phase, two RAPO meetings have been completed following 
exchanges between participants and organizers of the fifth RAP meeting. 
 

- The first meeting would be held on 6 and 7 December in Nairobi, Kenya, on the 
theme of partnerships; 

 
- The second and third RAP meeting is to be held in Brazzaville, Republic of 

Congo, at a date to be determined. 
 

All these propositions will of course require confirmation of the authority of the 
countries concerned. 
 

2. The meeting was closed following this meeting, following a number of statements 
by representatives of the World Bank, ECA and WTO, respectively. 

 
3. The fifth meeting of RAP was closed by Mr. Michel Sombie, representing the 

Burkina Faso, Mr. Sombie thanked the organizers of the fifth meeting of ATP and 
expressed, the wish that the countries should move quickly to submit their work 
plans and resources utilization plans to this extension of ATP; he wished the 
participants a safe journey to their respective countries. 

 
 
CONCLUSION AND RECOMMENDATIONS 
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 The fifth meeting of the Regional Advisory Panel highlighted the following salient 
points: 
 

- Extension of mother-to-child prevention; 
 
- Enhancing paediatric care; 

 
- Enhanced TB/HIV programme coordination; 

 
- Involvement of the community in the management of TB/HIV co-infection; 

 
- The need for standardization of follow-up/evaluation indicators so that all actors 

are “on the same page”; 
 

- The need for a single follow-up evaluation system at the country level; 
 

- Publish of papers on best practices and lessons learnt in ATP implementation; 
 

- Improve care-and-treatment and minimize the number of “out-of-sight” patients; 
 

- The need for synergy between the public and private sectors; and 
 

- Enhance research activities. 


