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A significant number of children in South Africa are living with HIV and AIDS…. Children
usually do not have sufficient access to AIDS treatment and care because available services
are mostly designed for adults. Serious challenges around the skills of health workers and
capacity to manage and treat children with AIDS remain [p34]. South Africa now has the
largest number of people enrolled on antiretroviral therapy in the world. There are however
many more people in need of this and other related interventions to reduce morbidity and
mortality from HIV and AIDS. In particular, more eligible adults than children have
accessed these services. There is a need to develop more innovative strategies to improve
access for children as well [p45].

Indicator
The proportion of newly infected children starting antiretroviral treatment
Definition
This indicator is calculated as the number of children under 15 years starting antiretroviral
treatment (ART) in a particular year, divided by the estimated number of new paediatric HIV
infections over the same year..
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Commentary
It is crucial for HIV-positive children to receive antiretroviral treatment (ART) early. Without
treatment, more than 30% of children who were infected at birth will die before their first
birthday.
Access to antiretroviral treatment for children has improved substantially over the past six
years, with the proportion of newly infected children starting antiretroviral treatment increasing
from 2.1% between mid- 2002 and mid-2003, to 36.9% between mid-2007 and mid-2008.
More than 21,000 children started treatment during the 2007/08 period, approximately 5000
more than in the previous year.
Antiretroviral coverage for children varies significantly between provinces, from 22.1 % in the
Free State to 96.9 % in the Western Cape over the 2007/8 period. The Western Cape,
Northern Cape and North West are the only provinces in which ART reached more than half
of children acquiring HIV.
The exceptionally high coverage in the Western Cape is not only the result of antiretroviral
roll-out to children, but also a reflection of the success of the prevention of mother-to-child
treatment programme, which has dramatically reduced the annual number of new HIV
infections in that province. Northern Cape has also performed well in treating newly infected
children (96.1% in 2007/08).
Although the indicators of antiretroviral coverage suggest that adults have greater access to
ART than children, the indicators for adults and children are not comparable because they
reflect different definitions of antiretroviral eligibility. Recent guidelines recommend that
antiretroviral treatment should be started in all HIV-infected children in the first year of life1,
and the number of children newly eligible for treatment in a particular year has therefore been
calculated as the number of new paediatric HIV infections. However, the Department of
Health guidelines that have been used up to now do not recommend immediate initiation of
ART in infancy.2 The calculations of antiretroviral coverage in adults are based on the
assumption that adults are eligible for treatment only when they progress to AIDS. This is a
relatively conservative assumption that is likely to lead to the over-estimation of adult
antiretroviral treatment coverage.
Technical notes
The numerator is the number of children under 15 years old starting antiretroviral treatment
between the middle of the stated year and the middle of the next year. This is derived from
estimates of the cumulative numbers of children enrolled on treatment in the public health
sector3 and estimates of the total number of individuals receiving treatment through disease
management and non-governmental programmes4.
The reason that only children under 15 years old are included in this indicator is because the
Department of Health data collection system defines children as 0 – 14 year olds. All people
over 15 are classified as adults. Adult data is only disaggregated in 5 year age-bands, which
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makes it impossible to report on children as defined in the South African constitution (under
the age of 18).
The denominator is calculated as the ASSA2003 estimate of the number of new HIV
infections in children over the same period. The ASSA2003 estimates have been updated to
take into account:
• Revised estimates of the proportion of pregnant women who receive HIV counselling and
testing (as presented in the section on access to prevention of mother-to-child
transmission);
• Revised estimates of the proportion of women testing positive who receive nevirapine
(this has been set at 75%);
• Allowance for the greater effectiveness of the combined AZT and nevirapine regimen that
has been introduced in the Western Cape since 2004; and
• Revised estimates of the proportion of women who practise exclusive formula feeding5.
It should be noted that not all the children starting antiretroviral treatment are doing so in their
first year of life; hence there is some inconsistency in the way in which the numerator and
denominator are calculated. Due to this inconsistency, it is theoretically possible that the rate
of roll-out in a particular period may exceed 100% if almost all the newly infected children in
the current year start treatment and if there is also a significant number of children infected in
previous years who start treatment.
Strengths and limitations of the data
The strength of this analysis is that it combines antiretroviral treatment data from the public,
private and NGO sectors.
However, the reliability of the reported numbers of children cumulatively enrolled on
antiretroviral treatment is questionable. For example, there has been an unexplained drop in
the numbers of children starting treatment in Gauteng province in the 2006/2007 period. It is
also concerning that the cumulative number of children on antiretroviral treatment in the
Northern Cape is reported to have decreased from July 2005 to August 2005. This is clearly
incorrect, as cumulative totals cannot decrease. These data problems and anomalies suggest
that the estimates of paediatric antiretroviral coverage need to be treated with caution.
It is also difficult to estimate reliably the number of new paediatric HIV infections occurring
every year. A major problem is that there is a lack of data on feeding practices in HIV-positive
women. The estimated numbers of new HIV infections in children have been based on HIVpositive women’s reports of their intended feeding practices, at the time they are discharged
from the maternity ward, in a relatively small sample of clinics.6 These data do not necessarily
reflect the actual feeding practices. In addition, the ASSA2003 model, which is used to
produce the estimates of the annual numbers of new paediatric HIV infections, tends to
under-estimate quite substantially the HIV prevalence that has been measured in surveys of
older children.7 This suggests that the annual numbers of new paediatric HIV infections could
be under-estimated.
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It is unfortunately not possible to analyse antiretroviral coverage at a district level, since
numbers of patients on antiretroviral treatment are not published at a district level, either for
the public sector or the private sector. In addition, the ASSA2003 model that is used in the
denominator of the antiretroviral coverage calculation has not been applied at a district level.
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