
Scaling Up Routine Viral Load in Resource 
Limited Settings 

MSF experience in 
Zimbabwe 



Outline 

1.  Why do we need VL  
2.  What are the barriers to roll out 
3.  MSF experience 
4.  Summary 

samumsf.org 



1. Why do we need VL? 
•  VL is the gold standard to monitor patients on 

Treatment (WHO) 
•  A high VL (> 1000 copies/ ml) is due to: 

– Bad adherence to treatment 
– Drug resistance 

•  Monitoring patients can be done using: 
– Target approach = after clinical/ immunological 

signs  
– Routine approach = yearly all patients on 

treatment  
samumsf.org 



Target VL is needed 

 To Prevent unnecessary switches to 2nd 
line  



Experience/data show …. 
•  Experience from MSF in Buhera ( IAS 2013 Van de 

Brouke et al)-  67% of patient - taken a VL to 
confirm suspicion of failure based on clinical / 
immunological signs - were NOT virologically 
failing 

•  From literature: 
•  Kantor et al., (2009) found that 58% of patients were 

misclassified as experiencing treatment failure according to 
a >25% decrease in CD4 count, and 43% misclassified on 
the basis of a >50% CD4 decrease 

•  Sigaloff et al., 2011 47% of patients switched to second-
line ART inappropriately when no VL testing was available  
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What are benefits of Routine VL? 
WHO 2013 recommendation 

1.  Only routine VL allows to identify patients 
that need  switch to 2nd line Rx   

2.  It allows for early detection  of poor 
response to treatment due to poor 
adherence - which can be reversed:  

–  maintain people on first line longer 
(cheaper – better) 

–  prevent development of resistance 
3.  Aiming undetectable VL = preventing 

further transmission (ex mother to child or 
horizontal)  



VL is…. 

4. Earliest indicator that something is wrong 
– routine VL helped us move to less 
frequent clinical visits (reducing workload 
for nurses & travel cost for patients) 

5. In our ever growing cohorts it helps us to 
identify "people living with HIV healthy" 
and those needing more support. 
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•  Laboratory 
–  Sample (type & transport) 
–  Capacity (platform, HR, space) 

•  Clinical: 
–  Need to prepare clinicians; and especially 

the counsellors (enhanced adherence 
counselling). 

•  Financial: 
– Cost of test & equipment 

 Can we overcome those????  

2. Main barriers to roll out 



a. Laboratory 

•  VL samples can be 
prepared on Dried Blood 
Spots (DBS) – using 
venous or finger prick  
blood. As such 
•  NO need for same day 

transport to laboratory 
•  NO need for cold chain 

•  Can be done by nurses at 
clinics. 

•  Samples transported by 
motorbikes 
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Among the Commercially Available VL 
Technologies 

BioMérieux 

Cadivi 

Real-time 
 RT-PCR 

ELISA 

NASBA 

NAT 

Non- 
NAT 

Roche 

Abbott 

Siemens 

Biocentric 

DBS 



b. Clinical staff 

VL toolkit to train 
on 

•  Sample preparation 
•  Completion of VL 

request form 
•  VL Algorithm 
•  Managing patients 

with High VL  
•  ….. 
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Tools 

Educating patient 

EAC  

Patient follow up 
(EAC register) 



c. Cost of lab-based VL tests 
Reagents and consumables  

Manufacturing 
cost1 

Supplier quoted 
price (incoterm)2 

Lowest CHAI 
negotiated in-
country price3 

Price survey 
across 6 
countries4 

$1.61 - $6.77 $11 (CPT) - $25 
(Exworks/CPT) 

$10.50 (Kenya, 
CIF) 

$18.62 - $36.38 

1Estimated by Cambridge Consultants (MSF commissioned study); reagents only (consumables adds only a 
small amount) 
2Putting HIV Treatment to the Test (http://msfaccess.org/content/putting-hiv-treatment-test); lowest quoted price 
3ASLM meeting 2013: “Consultation on Viral Load Monitoring for African HIV Treatment Programmes” 
4All costs for point of use from national programmes (Kenya, Thailand) or MSF sites (Lesotho, Malawi, 
Swaziland, Zimbabwe) 

Account for 
some profit 
and 
distribution 
costs 

Account for 
some 
distribution 
costs 

Account for 
some 
distribution 
and other 
costs e.g. 
tax 



VL Pooling to Reduce Costs 

•  Malawi: 
•  Minipool method using fingerprick or EDTA  DBS 

samples resulted in  
–  25.5% [95% CI: 19.8 – 31.7] fewer tests with a 

threshold 1000 cps/ml 
–  50.5% [95% CI: 43.7 – 57.2] fewer tests with a 

threshold of 5000 cps/ml 
–  For 1000 patients using 1000 copies/ml threshold 

costs reduce from $ 23,000 to $17250 (25% 
reduction) 



3. Viral load Scale Up Zimbabwe  

We achieved after  24 mths -DBS: access to VL for 83% of 
our patients  
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Since July 2013 samples are no 
longer send to SA 

NucliSENS – NMRL 



2nd line ART initiations by year 
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High VL – children & 
adolescents  
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Advocacy on reducing cost – 
NEEDED 
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MÉDECINS SANS FRONTIÈRES ACCESS CAMPAIGN  

HOW LOW CAN WE GO?
PRICING FOR HIV VIRAL LOAD TESTING  
IN LOW- AND MIDDLE-INCOME COUNTRIES

MSF Access Campaign
Médecins Sans Frontières, Rue de Lausanne 78, CP 116, CH-1211 Geneva 21, Switzerland
Tel:  + 41 (0) 22 849 84 05    Fax:  + 41 (0) 22 849 84 04    Email:  access@msf.org 

www.msfaccess.org      facebook.com/MSFaccess      twitter.com/MSF_access

Médecins Sans Frontières (MSF) 
is actively involved in addressing 
barriers to viral load scale up in 
its projects. Through a grant  
from UNITAID, MSF is facilitating 
viral load scale up in seven 
countries, and is currently 
undertaking a project to 
determine the optimal use of 
various viral load technologies in 
HIV projects in these countries. 
In July 2013, the MSF report 
Putting HIV Treatment to the 
Test 4 included instrument and 
consumable prices for viral load 
and CD4 point–of-care tests. 

However, the information in Putting HIV 
Treatment to the Test only tells part of the 
story of the cost of viral load monitoring. 
This briefing paper will provide additional 
important information, including: 

    Data on the costs of implementing 
viral load to the point of delivery, 
highlighting data from six countries

    Results from a study revealing the 
estimated cost of manufacturing 
for reagents (including production 
overheads) for viral load tests

    An analysis of the major drivers of 
viral load costs and where prices can 
come down, using expert opinion and 
quantitative analysis 

The data in this briefer is preliminary, 
and explores only the most salient 
points and findings, with full results 
to be published in 2014. The findings 
reveal that, while prices are coming 
down for viral load testing, given the 
relatively low cost of manufacture (of 
laboratory-based tests especially), and 
opportunities to achieve economies 
of scale, there is still considerable 
room for price decreases through 
negotiations with large volumes  
(based on reliable forecasting), and  
by optimising throughput (efficiency) 
of each instrument, to reduce the  
per test costs. 

Viral load testing is the gold standard in HIV treatment monitoring 
and is recommended by the World Health Organization (WHO).1 
Routine in wealthy countries, its cost and complexity have, until now, 
formed a barrier to its scale up in developing countries. However, 
price reductions, strategies of specimen collection (such as dried 
blood spots), the decision to pool samples, as well as new point-of-
care technologies that are coming to market, are making it possible 
to implement viral load monitoring in resource-limited settings.2,3 

While prices for viral load testing 
are coming down, there is still 
considerable room for price 
decreases given the relatively 
low cost of manufacture, 
and opportunities to achieve 
economies of scale, through 
negotiations with large volumes, 
and by optimising throughput of 
each instrument to reduce the  
per test costs.

People wait to be examined at Thyolo District Hospital, Malawi.
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4. Summary 

–  Routine VL monitoring is an essential 
component in the treatment response 
to HIV 

– It is feasible  

– With mentoring & continuous 
supervision we can achieve results 

– Cost are still high but can be reduced  
seen actual manufacturing costs 



Thanks to : 

Ministry of Health 

MSF Field teams  

MSF Colleagues in 
SAMU and Access 

Campaign 

UNITAID 


