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Background: Burkina-Faso’s HIV/AIDS program is one of the most successful in

Africa, with a declining HIV prevalence and treatment outcomes that rival those of devel-

oped countries. Prevention of mother-to-child transmission (PMTCT) guidelines in Burkina-

Faso, initiated in the year 2000, were revised in 2004, 2006 and 2010. The guideline

document has since undergone several stages of improvement, largely based on recommen-

dations from WHO, with adaptations by local experts in the field. Option B+ adopted since

August 2014 in Burkina-Faso has enabled maintenance of mothers on longer treatment and

increasing their survival and that of their children. Through this review, we describe the

achievements and challenges of HIV PMTCT programs in Burkina-Faso.

Aims of study: This study had the following objectives: 1) describing the historical

perspective of PMTCT implementation in Burkina-Faso; 2) presenting the effectiveness of

interventions at improving PMTCT service delivery and promoting retention of mothers and

babies in care; and 3) determining the impact of male partner involvement on PMTCT in

Burkina-Faso.

Methodology: A literature search was conducted in PubMed and Google. Search terms

included the following keywords: “HIV testing”; “prevention”; “mother”; “child”; “male

partner”; “counseling”; “involvement”; “participation”; and the grouped terms “PMTCT and

partners”; “VCT”; “barriers and/or factors”; “Male involvement in PMTCT”; and “Burkina-

Faso”. Data collection took place from May to October 2015. The search was limited to

articles published between January 2002 and December 2015. UNICEF and UNAIDS web

sites were also used to find relevant abstracts and documents.

Results: Studies have revealed that with PMTCT, HIV transmission rate moved from 10.4%

in 2006 to 0% in 2015. The PMTCT program remains the best way to care for HIV-infected

pregnant women and their babies. The current PMTCT policy is based on evidence that male

partner involvement is associated with women’s completion of PMTCT.

Conclusion: This study shows that the reduction in mother to child transmission of HIV in

Burkina-Faso over the years is mainly due to the improvement of PMTCT programs. Efforts

still need to be made about the involvement of male partners.
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Introduction
Mother-to-child transmission of HIV (MTCT) is defined as the transmission of HIV

from a mother to her child during pregnancy, labor, delivery or during breastfeed-

ing. In the absence of any interventions, transmission rates range from 15% to 45%.

Without HAART, half of the children born with HIV die by the age of two years,
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and 80 percent die by the age of five years. Globally, 2.6

million children younger than 15 years of age are living

with HIV, yet only 32% are accessing HAART. Despite

significant efforts and achievements in prevention of

mother-to-child transmission (PMTCT) over the past dec-

ade, approximately 240,000 children worldwide became

newly infected with HIV in 2013.

The “90-90-90” targets aim to have 90% of all children

living with HIV diagnosed, 90% of those diagnosed HIV-

positive receiving treatment and 90% of those children

receiving treatment achieving viral suppression by 2020.

Sub-Saharan Africa accounts for almost 70% of the global

total of new HIV infections.1 The AIDS prevalence rate in

Burkina Faso, in the space of 30 years (between 1986 and

2016), decreased from 7% to 0.90%. In 2014, an estimated

95,000 people in Burkina-Faso were living with HIV, and

the number of women aged 15 years and over living with

HIV was 53,000.

The research projects implemented have led to feasible and

effective interventions to reduce the risk of mother-to-child

transmission of HIV. In Burkina-Faso, PMTCT programs

remain a priority in the national strategic frameworks.

Different experiments have shown the inadequacy of mono-

therapy with Nevirapine for the purpose of PMTCT. The

prevention of mother-to-child transmission of HIV has

involved the use of HAART which allows for the significant

reduction of MTCT. Improving access to care for the mother–

baby pair also requires interventions such as HIV testing,

therapeutic management and infant feeding policies. HIV

counseling and testing plays a major role in that care is

extended not only to the child but also to the partner of the

infected pregnant woman. Early detection by testing for viral

antigen in infants born to infected mothers as early as 6 weeks

of life significantly improves follow-up of infected children.2

Efforts are being made to facilitate the monitoring of

women and newborns during prenatal and postpartum

consultations. Achieving program targets requires

improvement and availability of services, and mobilization

of beneficiaries to use them.

Aim of study
This review therefore had the following objectives: 1)

Describing the historical perspective of PMTCT imple-

mentation in Burkina-Faso; 2) Presenting the effective-

ness of interventions at improving PMTCT service

delivery and promoting retention of mothers and

babies in care; 3) Determining the impact of male

partner involvement on PMTCT in Burkina-Faso.

Methods
Literature search was conducted in PubMed and google.

We systematically searched for articles written in both

English and French. The search was limited to articles

published between January 2002 and December 2015.

Data collection took place from May to December 2015.

Burkina-Faso developed and adopted the first PMTCT pro-

gram between 2001 and 2005, which was implemented in

2002. Effort was made to retrieve all published articles

related to PMTCT in Burkina-Faso within this period.

Search terms consisted of the following key words: “HIV

testing”; “prevention”; “mother”; “child”; “male partner”;

“counseling”; “involvement”; “participation”, and the

grouped terms “PMTCT and partners”; “VCT and accept-

ability in PMTCT”; “barriers and/or factors”; “Male involve-

ment in PMTCT”; and “Burkina-Faso”. Articles were then

manually selected. Other documents not indexed by PubMed

also served as references for this work: WHO, UNICEF,

UNAIDS reports, UNGASS Report and Burkinabe health

institutions (SEP/CNLS) internal reports. All search results

were subsequently downloaded by two of the authors into an

electronic register using Zotero.

Area of study
PMTCT programs were introduced in three major cities:

Ouagadougou, Bobo-Dioulasso and Ouahigouya in 2003

and just over a decade later, this program has

been rolled out over the 63 health districts in Burkina-

Faso.

Inclusion and exclusion criteria
Study participants
Studies conducted among women and children were eligi-

ble for inclusion.

Types of studies
All study designs were eligible for inclusion.

Type of outcomes
A range of outcomes were relevant including views,

experiences and attitudes of HIV testing, counseling or

treatment among mothers or children, the statement of

the effectiveness of the PMTCT program confirmed by

the availability of the proportion of infected children

under and/or out of this program. Studies that examined

broader experiences of PMTCT associated with partners

were also eligible for inclusion.
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Study selection
A group of authors chose articles, using keywords, based on

titles and abstracts. Two authors independently screened all

titles and abstracts retrieved from the database searches

according to the inclusion and exclusion criteria described.

Another group of authors reviewed the full text and summar-

ized the key result for final inclusion. Topics of relevance

were about: HIV infection, characteristics of the population

(eg, mother, child, male partners) and the topics such as

PMTCT, breastfeeding, HAART, Prophylaxis, HIV testing,

Counseling, prevention and acceptability of HIV testing.

Methods of analysis/synthesis
Studies typically examined the PMTCT experiences of

women (Mother–baby pair, HIV testing and Counseling,

HAART, prophylaxis, etc.). By examining the findings of

each included study, descriptive themes were indepen-

dently coded. Once all the included studies had been

examined and coded, the resulting themes and sub-themes

were discussed to examine their relationship to the

research questions. We synthesized the data by summariz-

ing the key results of each study. The qualitative synthesis

then proceeded by using these “descriptive themes” to

develop “analytical themes”, which were interpreted by

the review team of authors considering the overarching

research questions. We then listed all relevant targeted

topics of relevance identified in the individual studies as

well as relevant study information: WHO scheme, loca-

tion, biological analysis, mutation profile and year of pub-

lication. The effectiveness of PMTCT was described by

examining published data on the rate of mother-to-child

HIV transmission from 2002 to 2015.

Results
Results of study selection
A total of 208 references were identified from online

literature search. Based on title and abstract screening,

134 references were identified as potentially relevant. In

the last round of full-text screening, from the 60 relevant

papers, the focus was to identify studies that examined

perspectives on, or experiences of, PMTCT. There were

many articles excluded in this review: 74 duplicated stu-

dies identified as potentially relevant, 34 studies found as

unrelated articles, 10 articles on Burkina-Faso or articles

on women in Burkina-Faso. 19 studies found to be HIV

and 11 studies found to be PMTCT. The process of study

selection is summarized in Figure 1.

Search flow chart
Eighty-three publications were identified. After the first

and second rounds of screening of the 83 publications

based on the titles and abstracts, 40 studies were pre-

selected for the final screening using the full text. At the

end of assessment, this selection was enriched by 7 WHO,

UNAIDS or UNICEF reports. Details related to the search

workflow are represented in the flow diagram (Figure 1).

Rates of mother-to-child transmission of

HIV
Between May 2002 and January 2003, of the 2,464 women

receiving prenatal counseling, 22.2% (546 women) had

accepted pre-test counseling. On the other hand, almost

all the women who participated in counseling were deter-

mined to test and know the outcome. This efficacy could

be attributed to the use of rapid tests to perform pre- and

post-test at one sitting with results being available to the

women in 15–20 mins. Many studies showed that the rate

of vertical transmission of HIV-1 was 0.0% in children

whose HIV-infected mothers were receiving triple therapy

with a combination of Zidovudine, Lamivudine and

Nevirapine (AZT/3TC/NVP) or were on a prophylactic

AZT/3TC treatment.3–8 MTCT rate was found signifi-

cantly higher in mothers taking only Nevirapine (22/41)

compared to those taking HAART (2/172).10 In this study,

MTCT of HIV infection was strongly related to the treat-

ment status of the child. Similarly, the proportion of chil-

dren infected through breastfeeding and whose mothers

were not on HAART was significantly higher (23/23)

than those born to HAART experienced mothers (0/139).9

Initially, studies showed that when mothers had received

only the mono-prophylaxis of Nevirapine, residual transmis-

sion risk was 9.09%,10 10.4%7 (Table 1). For the triple

prophylaxis AZT +3TC + NVP HIV transmission was

rated at 4.55% and 1.75%,10,11 6.8%.4 The HAART protocol

showed a vertical transmission rate of 0.00%.4–6,8,11

Concerning HAART, Nucleosidic and Non Nucleosidic

Reverse transcriptase (RT) inhibitors (NRTI and NNRTI)

are commonly used in the context of PMTCT in Burkina-

Faso. NRTIs and NNRTIs efficacies are diminished by sub-

stitutions occurring at positions M184V and K103N,

respectively.11,12 Such mutations generally emerge from

exposure to first-line ART regimens used in the PMTCT

nationwide. It was shown that, in addition to resistance

mutations found in the reverse transcriptase [RT] (Y18CY),

protease-associated mutations such as V8IV can mitigate the
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efficacy of protease inhibitors (PI) in the same context.7

Altogether, we can consider that, in Burkina Faso, the rate

of mother-to-child transmission of HIV moved from 10.4%

in 2006 to 0.0% in 2015, thus reflecting the effectiveness of

the PMTCT. It is noteworthy that there have been many

changes in programs to reduce the risk of transmission.

Initiation of PMTCT of HIV program in

Burkina Faso
The PMTCT program began as a pilot project in Burkina-

Faso in 2002 carried out at the Saint Camille Medical

Center, an epidemiological surveillance site chosen to

initiate the experiment. Among the positive screened

women, the majority had accessed the different stages of

PMTCT (during pregnancy, childbirth, postpartum and

breastfeeding). The introduction of PMTCT activities in

Saint Camille then raised the possibility of extending the

experience of the Saint Camille Medical Center, hence its

reproducibility in other national sites.15

PMTCT guidelines, in Burkina-Faso, initiated in 2000

were revised in 2004, 2006 and 2010. The guideline has since

undergone several stages of improvement, largely based on

recommendations from the WHO, with adaptations by local

experts in the field. The results of the study of Ouedraogo et

al recommended for Burkina Faso, the abandonment of

Option A and the adoption of option B+.16 One study in

Burkina Faso focused on a model for specific counseling

that should provide mothers with general information, and

personalized support that they need in order to receive and

manage disclosure of their child’s HIV status.17

Regimens and policy
Numerous studies in Burkina-Faso have shown the effec-

tiveness of lifelong HAART regimens for the prevention

208 publications identified

10 publications excluded: found as related articles 
or directly from Burkina-Faso or/ and women

134 papers preselected and screened for titles

34 studies dropped: found as unrelated 
articles or directly from PMTCT

74 duplicates identified

53 full-text publications finally  

7 Abstracts included  

7 Reports (UNAIDS, WHO, UNICEF)  

Guidelines for the implementation of the national program for the prevention of mother-to-

child transmission of HIV, Burkina-Faso (November 2011)

Standards and protocols for the medical management of persons living with HIV in Burkina-

Faso. 4th edition, February 2014

60 studies 

90 studies potentially relevant

19 studies excluded: found to be HIV

11 studies excluded: found to be PMTCT 

Figure 1 Search flow diagram search.
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of mother-to-child HIV transmission.4,5,8,18 Regarding the

ARV prophylaxis for PMTCT, protocols adopted in

Burkina-Faso for 2001–2005 were based on Nevirapine

monotherapy.

The main treatment was the single-dose Nevirapine for

women during labor and a single dose of Nevirapine to

infants within 72 hrs after birth.19,20 After that, there was

the zidovudine (AZT) prophylactic scheme from the 36

weeks of gestation available.21

In 2012, Burkina-Faso implemented a new policy

(Option B+) to provide all HIV-infected pregnant and

breastfeeding women with lifelong antiretroviral therapy

(ART) regardless of CD4 count.22 Breast-feeding was also

initially discouraged as it was another route of postpartum

transmission of HIV. Option B+ was an important innova-

tion that could accelerate progress in Burkina-Faso and

other countries toward the goal of eliminating mother-to-

child transmission of HIV worldwide.22 Burkina-Faso has

then reached a point where almost complete eradication of

pediatric HIV is a reality with 0.0% of HIV transmission

from mother to child when mothers infected with HIV were

on HAARTwith regard to the sites studied.4–8,18 Practically,

HIV-positive women receive highly effective treatment as

soon as they enter the program at any clinic throughout the

country. “Protected” breast-feeding is now promoted as

infant feeding option and with support in prevention of

HIV transmission while babies will benefit from the

known nutritional and immunological properties of breast

milk.23 Additionally, counseling on safe infant feeding

practices is provided to all new mothers.7,24 At six weeks

of age, these children were monitored for HIV infection

status through blood sampling for HIV molecular testing.

So, there have been several improvements in the national

PMTCT protocol ever since according to the World Health

Organization (WHO) updated guidelines, but it will also be

necessary to survey the accessibility of PMTCT services by

women from areas that do not offer this service.25,26

Discussion
Elimination of mother to child

transmission: a reality in Burkina-Faso
The elimination of mother-to-child transmission of HIV is

now a reality in Burkina-Faso. PMTCT program was first

implemented in May 2002 at Saint Camille Medical

Center, a big mother-and-child health care facility in

Ouagadougou, visited by more than 7,000 babies each

year (Centre Médical Saint Camille, 2004). ManagementT
ab
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of mothers and children is improving in Burkina-Faso due

to better treatment guidelines and to the availability of

real-time PCR (rtPCR) for viral load quantification and

availability of CD4 T cells measurement.

Progress in preventing mother-to-child

transmission
The early management of pregnant women include the HIV

diagnosis in the first trimester of pregnancy and ARV treat-

ment of choice as soon as test is positive.27 It recommended

to repeat HIV testing in the third trimester of pregnancy

when the first test was negative to identify seroconversions

during pregnancy.28 There have been progressively efficient

interventions to prevent MTCT of HIV in sub-Saharan

Africa.29,30 Most Sub-Saharan African countries first used

a less efficient system consisting of single dose of

Nevirapine (NVP) for PMTCT,31–33 compared to western

countries, which have long used triple therapy.34–36 In

Burkina-Faso, likewise, there is also progress in effective

interventions to prevent MTCT of HIV.37–39 In this country,

many interventions were first based on single-dose ART

that was implemented to reduce the MTCT of HIV3,6,7 or

single-dose zidovudine.16,20,40 This HIV therapeutic

approach was used in clinical trial as well as in routine

care of HIV-infected pregnant women.33,41,42 In Burkina-

Faso, ART has been shown to impact MTCT by reducing

HIV maternal viral load,6,10 by providing effective pre-

exposure prophylaxis to babies and by functioning as

post-exposure prophylaxis for newborns.43–45

The Kesho Bora trial was conducted between 2005 and

2008 with over 800 women in Burkina-Faso, Kenya and

South Africa, to compare the efficacy of the different proto-

cols including combined Zidovudine, Lamivudine and

Lopinavir/ritonavir with that of prophylactic Zidovudine

during pregnancy, followed by a single dose of Nevirapine.

A combination of three antiretrovirals: Zidovudine,

Lamivudine and Lopinavir/ritonavir were administered to a

group of pregnant women between the 28th and the 36th

week and until the sixth month of breastfeeding. Only 5.4%

of children at age 12 months were infected, against 9.5% in

the group that followed a standard prophylaxis. This new

combination was revealed to be even more effective in

women whose viral load was high. The Kesho Bora trial

showed that the triple antiretroviral prophylaxis during preg-

nancy and breastfeeding is safe and reduces the risk of HIV

transmission to infants.39,46,47 A recent study conducted in

the framework of this project revealed that, even with mater-

nal triple-ARV prophylaxis during breastfeeding, early

weaning remains associated with lower HIV-free survival,

driven by increased mortality.48

Evolution of guidelines in Burkina-Faso

from 2002 to 2015
In 2006, Burkina-Faso revised its PMTCT guidelines and

introduced the use of the most effective ARV: ART was

available to eligible women according to their immunolo-

gical status and initiated exclusive breastfeeding for 3–6

months for HIV-positive women.49 The protocol provided

the use of prophylaxis in women not eligible for HAART.

Since 2006, Burkina-Faso introduced the use of

Zidovudine (AZT) 300 mg/lamivudine (3TC) 150 mg

twice daily from 32 weeks gestation, during labor by

single dose of Nevirapine (200 mg) at onset of labor.50

Women continued with Zidovudine (AZT) 300 mg/lami-

vudine (3TC) 150 mg twice daily for a week after birth50

and the baby received a single dose of Nevirapine within

72 hrs and Zidovudine twice a day for one week.21 A

study carried out in Burkina-Faso on a survey of the

knowledge of women about HIV and breastfeeding

showed that there was an association very significant

between acceptability of HIV screening and willingness

to breastfeed.51 Saker et al observed an overall acceptabil-

ity of HIV testing after voluntary individual counseling of

73% in the Nouna District in a rural area.52

With the guidelines implemented in 2010, the national

option was option A, this option will be used until 2013,

followed by the implementation of option B from 2014. The

WHO PMTCT Protocol in Option A has reduced the vertical

transmission of HIVand to preserve breast-feeding.53

In an ongoing PMTCT option B+ era, it would be

relevant to assess the performance of the PMTCT program

to shed light on what could potentially be the implementa-

tion challenges for new WHO PTMCT antiretroviral guide-

lines. The WHO 2013 guidelines recommend initiation of

ART for all pregnant and lactating women living with

HIV.54

Current protocol in use in Burkina-Faso
One of the reasons for implementing the new WHO guide-

lines for PMTCTwas to choose between option B or B+ as

a result of the difficulties encountered in the implementa-

tion of option A. The ART regimen for B+ option for HIV-

1+ pregnant women was: TDF/FTC/EFV or TDF/FTC +

EFV or TDF/3TC + EFV (with Lpv/rtv replacing EFV in

case of co-infection with HIV2 or HIV2 alone). The

choice of TDF, more expensive, instead of AZT is justified
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by the side effects of AZT (anemia, leucopenia) which are

relatively frequent and difficult to diagnose and manage at

the peripheral level, and, by the fact that TDF can be

administered once daily, like 3TC and EFV.55 The treat-

ment and prophylactic regimens in Burkina-Faso accord-

ing to the 2014 guidelines are shown in Tables 2 and 3.

The new protocol introduced in Burkina-Faso since

January 2014 is the recommended triple therapy from the

14th week of pregnancy with the preferred regimen: [AZT/

3TC+EFV] (Table 3). And if the pregnant women are

HIV-2 mono-infected or mixed-infected (HIV-1 and HIV-

2) they received: [AZT +3TC + ABC] (Table 3). The

newborn is treated with NVP or AZT for 6 weeks.56 No

data are available at national level to assess the effective-

ness of this new protocol. However, in the study by

Soubeiga et al (2015), for 160 HIV-positive pregnant

women followed on this protocol, no child was being

infected with HIV after six weeks of birth. This protocol

for PMTCT is proven effective and significantly reduced

the risk of transmission of HIV-1 from mother to child, but

there is still a need to have a large number of women for

confirmation.8,57

Resistance to ARV, subtypes of HIV-1 and

their transmission from mother to child
Recent studies investigating variations between HIV sub-

types and rates of mother-to-child transmission58,59 revealed

that certain HIV subtypes/CRFs are predominantly asso-

ciated with specific modes of transmission.60–62 Recently in

Burkina-Faso, Sagna et al observed that CRF06_CPX

(58.8%), CRF02_AG (35.3%) and subtype G (5.9%) were

predominantly present in HIV-positive mothers and these

subtypes could be detected in each child from mother–child

pairs (M44/E44: CRF06_CPX; M102/E102: CRF02_AG).11

Furthermore, several studies on mother-to-child pairs

reported low reversion rates of transmitted mutations.63,64

This brings to the fore the transmission of resistant strains

from mother to child and thus care should be taken when

choosing the treatment molecules for this child.5

Role of males’ partners in PMTCT
Many sub-Saharan countries adopted male partner involve-

ment in PMTCT program with the aim to increase the uptake

of PMTCT services.65–69 Over 15 countries participated in

the project Engender Health, including Burkina-Faso. This

project used an approach called “Men As Partners”, in order

to improve the health of the whole family.70 The involvement

of the partner to provide care during the pregnancy is also

encouraged as well as HIV testing for this partner.71,72

Among the achievements of this approach was the strength-

ening capacity of the centers to engage male partners in HIV

prevention services, including HIV testing and PMTCT

(71,72). Case studies in Uganda, Kenya, Zambia,

Zimbabwe and Ethiopia showed the low rate of male partner

participation in the PMTCT activities and in antenatal

Voluntary Counseling and Testing with their spouses.72,73

However, other studies have reported success with a “facili-

tated disclosure approach”.74,75 However, PMTCT programs

in Africa still find it difficult to reachmale partners of women

in antenatal care (ANC),65,69,76,77 as reported in the study

done in Burkina Faso.78

Partners with comprehensive knowledge on HIV/AIDS

were more likely to be involved in the PMTCT program than

those who do not have comprehensive knowledge on HIV/

AIDS.75 Sarker et al (2007) also attributed low uptake of

PMTCT and failure of women to return for their HIV results

in poor partners support.52 Studies in Burkina-Faso recom-

mended that women should engage in discussions about

testing with their partners.78,79 Dropout among those who

have discussed HIV testing with their partners was found to

be low in Burkina-Faso.52,80,81 In Malawi, a study revealed

that male partner involvement increases the uptake of some

PMTCT interventions by HIV-positive women.66 Male part-

ners need to be considered and treated as constitutive part of

reproductive health82 and can no longer be excluded from

any debate surrounding issues like pregnancy or HIV/

AIDS.83 Couple-oriented post-test HIV counseling delivered

to pregnant women is an innovative intervention,38,84–87

which shows that it is possible to bring men to prenatal

Table 2 Therapeutic regimens for seropositive pregnant women in need of ART and infants born to ART mothers, in Burkina Faso

For the Mother For beast-fed or non-breast-fed infants

1st intention: AZT+3TC+NVP

2nd intention: AZT+3TC+EFV or TDF+3TC (or FTC) +NVP or TDF+3TC (or FTC) +EFV

1st intention: NVP every day 4 mg/kg single dose

2nd intention: AZT every day 4 mg/kg x 2 times/day

Duration: from birth to 6 weeks

Abbreviations: 3TC, Lamivudine; AZT, Zidovudine; ART, Antiretroviral therapy; NVP, Nevirapine; EFV, Efavirenz; TDF, Tenofovir; FTC, Emtricitabine.
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HIV testing through the involvement of their pregnant

partner.38,84,85 Burkina-Faso PMTCT current policy is

based on evidence that male partner involvement is asso-

ciated with women’s completion of PMTCT in sub-Saharan

Africa.33,88–90

Challenges faced of PMTCT strategies in

Burkina-Faso
Challenges arise in achieving successful PMTCT in Burkina-

Faso.91 Two major challenges have emerged in previous

studies: adhesion of pregnant women during the voluntary

counseling; acceptability to screening tests for all pregnant

women and loss to follow-up among women.6,24,52,78 Sarker

et al have shown that the quality of pre-test counseling was

very poor as 42% did not understand the process. The

absence of doctors and mismanagement of time for post-

test counseling were the main reasons why women did not

receive test results.52 This challenge of adhesion also appears

during ART for HIV-positive pregnant women and for their

newborns.6 Another dilemma is that of autonomy for breast-

feeding.6 Finally, the risk of causing resistance to ARV in

children affected by their mothers is important.5 Studies have

shown antiretroviral resistance among HIV-positive mothers

and children.5,6,12

PMTCT programs are beneficial in Burkina Faso

because they can also serve as an example for other pre-

vention programs, especially since the government

announced in September 2018 a new therapeutic option

for all people infected with HIV for treatment regardless

of their clinical or viro-immunological level.

Recommendations
HAART significantly reduces vertical transmission of HIV-

1. However, the consequence of HAART is the appearance

of mutations that induce resistance of HIV to ART and thus

limits the available choice of best drug combination. It is

imperative to establish a permanent interaction between

researchers, physicians and pharmacists for better care of

mothers and their children. There should be strengthening

of a network of monitoring and surveillance of drug resis-

tance in Burkina-Faso. In order to maintain the reduction of

mother-to-child transmission of HIV in Burkina Faso, it is

of great importance that all HIV-positive pregnant women

follow the PMTCT protocol and that PMTCT programs

reach male partners of women in antenatal care. The cover-

age of the PMTCT protocol in Africa and more specifically

in Burkina-Faso should be increased.

Conclusions
PMTCT programs focus not only on pregnant women

well-being, but also on the protection of newborns against

HIV infection. This review demonstrates that effective

approaches and techniques are deployed for reducing the

HIV transmission risk in the mother–baby pair although

there is the need to improve PMTCT strategy perhaps by

promoting retention of mothers and babies in care, by

involving male partners.
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