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Elimination of paediatric HIV in KwaZulu-Natal, South Africa:
large-scale assessment of interventions for the prevention of

mother-to-child transmission
Christiane Horwood,” Kerry Vermaak,® Lisa Butler Lyn Haskins,? Sifiso Phakathi® & Nigel Rollins?

Objective To report the rates of mother-to-child transmission (MTCT) of the human immunodeficiency virus (HIV), and the coverage of
interventions designed to prevent such transmission, in KwaZulu-Natal.

Methods Mothers with infants aged < 16 weeks and fathers or legal guardians with infants aged 4-8 weeks who, between May 2008
and April 2009, attended immunization clinics in six districts of KwaZulu-Natal were included. The mothers'uptake of interventions for the
prevention of MTCT was explored. Blood samples from infants aged 4-8 weeks were tested for anti-HIV antibodies and, if antibody-positive,
for HIV desoxyribonucleic acid (DNA).

Findings Of the 19494 mothers investigated, 89-9% reported having had an HIV test in their recent pregnancy. Of the 19138 mothers
who reported ever having had an HIV test, 34.4% reported that they had been found HIV-positive and, of these, 13.7% had started lifelong
antiretroviral treatment and 67.2% had received zidovudine and nevirapine. Overall, 40.4% of the 7981 infants tested were found positive
for anti-HIV antibodies, indicating HIV exposure. Just 7.1% of the infants checked for HIV DNA (equating to 2.8% of the infants tested for
anti-HIV antibodies) were found positive.

Conclusion The low levels of MTCT observed among the infants indicate the rapid, successful implementation of interventions for the
prevention of such transmission. Sampling atimmunization clinics appears to offer a robust method of estimating the impact of interventions
designed to reduce such transmission. Large-scale elimination of paediatric HIV infections appears feasible, although this goal has not yet
been fully achieved in KwaZulu-Natal.

Abstracts in S5 H13Z, Francais, Pycckuii and Espafiol at the end of each article.

Introduction

For the public health systems of countries with high preva-
lences of infection with the human immunodeficiency virus
(HIV), the identification of HIV-infected pregnant women
and their treatment with antiretroviral drugs are among the
greatest opportunities and challenges. Reliable and robust
methodologies for measuring and demonstrating the success
of such identification and treatment, especially when applied
on a large scale, are needed.’

When combinations of antiretroviral drugs are given
to HIV-positive women, either as lifelong treatment or as
prophylaxis to prevent mother-to-child transmission of HIV,
the rate of HIV transmission from mothers to non-breastfed
infants can be reduced to < 1%.>* In breastfeeding communi-
ties, the additional postnatal transmission can similarly be
reduced to <1% when viral load is effectively suppressed.”
The possibility of reducing the prevalences of HIV infection
among HIV-exposed infants to such exceptionally low levels
has inspired the belief that the elimination of HIV infection
in infants is attainable. Current goals are to reduce paediatric
infections by 90% and the rates of mother-to-child transmis-
sion in breastfeeding populations to <5% by 2015.°

Measurement of the effectiveness of interventions for
the prevention of mother-to-child transmission (PMTCT)
has several benefits: it encourages health workers to believe

that they can change, at least for children, the course of the
HIV epidemicg; it helps fundraising, by providing donors with
evidence that their investments are worthwhile; and it provides
feedback to health managers about whether challenges to
implementation have been effectively resolved.

HIV prevalence in the South African province of
KwaZulu-Natal is among the highest in the world. In 2008,
for example, HIV prevalence among women attending gov-
ernment-run antenatal clinics in the province was 38.7%.°
In April of the same year, KwaZulu-Natal’s Department of
Health bolstered its PMTCT programme to provide ante-
natal zidovudine from 28 weeks’ gestation to HIV-infected
pregnant women, in addition to the single-dose nevirapine
it was already providing to such women and their babies
at the time of delivery. At this time, the province’s Depart-
ment of Health also commissioned an impact assessment to
determine to what extent the programme’s goal, to reduce
HIV infection in infants, was being achieved. We report
the findings of a study, designed to determine the rates of
mother-to-child transmission of HIV in KwaZulu-Natal, in
which all infants attending immunization clinics for their
first immunizations served as a population proxy. Since
>95% of infants in KwaZulu-Natal attend such clinics
for their first immunization,” the sample included infants
whose mothers might not have participated in the province’s
PMTCT programme.
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Methods

Participants were enrolled in a cross-
sectional study conducted between May
2008 and April 2009. The study, which
was designed to assess the impact of
the provincial PMTCT programme in
KwaZulu-Natal, South Africa, included
all primary-health-care facilities in six
of the 11 districts of KwaZulu-Natal. All
fixed clinics providing immunizations in
the six study districts were included in
the sample; mobile clinics were exclud-
ed. The study districts were primarily
urban (three) or primarily rural (three)
and were purposively selected in collab-
oration with KwaZulu-Natal’s Depart-
ment of Health. At the time of the study,
the six study districts had a combined
population of 7.1 million, representing
about 69.5% of the population of Kwa-
Zulu-Natal.® All mothers with children
aged <6 years and all fathers and legal
guardians with infants aged 4-8 weeks
who attended the study immunization
clinics were invited to participate in the
parent study. Children attending with
other caregivers were excluded because
the other caregivers would be unable to
provide consent for blood sampling or,
it was felt, provide reliable information
about the HIV status of the mother and
child. Mothers were asked about their
histories of HIV testing and uptake of
other PMTCT services in their most re-
cent pregnancy. Consent was requested
from a parent or legal guardian of each
infant aged between 4 and 8 weeks (i.e.
28-62 days) to collect a heel-prick blood
sample from the infant for anonymous
HIV testing, regardless of the reported
HIV status of the infant’s mother or the
participation of the infant’s mother in
the provincial PMTCT programme. The
samples were stored as dried blood spots
before being tested.

Sampling

To permit detection of a point estimate
for a vertical transmission frequency
of 15-20% (+3% at a 95% confidence
level), or a 6% HIV prevalence among
all infants, it was estimated that at least
1200 dried blood spot samples should
be collected in each study district. The
number of weeks required to collect this
number of samples in each district was
estimated from the mean number of in-
fants who received first immunizations
in the same district during each week
from April to December 2007 (N. Mood-
ley, unpublished data, 2008), allowing
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for up to 20% non-participation. Al-
though the total number of weeks of
data collection varied between districts,
data were collected for the same number
of weeks in each study clinic in a given
district. In each study district, therefore,
each clinic contributed dried blood spot
samples in proportion to the total num-
ber of children presenting for immuni-
zation in that clinic, thereby producing
a self-weighted sample.’

HIV testing

Heel-prick blood samples were collected
from infants aged 4-8 weeks, using a
spring-loaded lancing device (ACCU-
CHEK Softclix, Roche Diagnostics,
Burgess Hill, United Kingdom), onto
filter paper and dried. Each resultant
dried blood spot sample was first tested
for anti-HIV antibodies using a com-
mercial kit (Vironostika HIV Uni-Form
IT plus O, bioMérieux Boxtel, Nether-
lands). If HIV-specific antibodies were
detected, the same dried blood spot
sample was then tested for HIV DNA
using a commercial PCR-based assay
(HIV-1 DNA Amplicor version 1.5,
Roche Diagnostics, Pleasanton, United
States of America).!’

HIV testing was anonymous: en-
rolled infants were each assigned a
unique study number at enrolment, no
identifying information was collected,
and HIV results were added to the
database after completion of the study.
Linked non-anonymous HIV counsel-
ling and testing were, however, provided
for the child of any caregiver who wished
to receive the results of his or her child’s
HIV test.

Statistical analysis

The present analyses were restricted to
mothers with children aged <16 weeks,
and all fathers and legal guardians with
infants aged 4-8 weeks. Uptake of drugs
for PMTCT in the last pregnancy was
assessed for mothers whose infants
were <16 weeks of age at the time of
interview; this age was chosen to reduce
recall bias and reflect the most cur-
rent status of PMTCT coverage. HIV
exposure and transmission rates were
estimated from the results of the HIV
testing of all infants aged 4-8 weeks,
irrespective of caregiver type. The
rates of mother-to-child transmission
were assessed according to complete
or incomplete PMTCT intervention as
self-reported by mothers. A PMTCT
intervention was considered complete
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if: (i) the mother had been on lifelong
antiretroviral treatment before delivery;
(ii) the mother had been on zidovudine
for at least 4 weeks and the baby, for at
least 7 days; or (iii) the mother had been
on zidovudine for <4 weeks and the
baby, for at least 28 days. Odds ratios
(ORs) and 95% confidence intervals
(ClIs) for associations between maternal
age and PMTCT regimen in pregnancy
and HIV transmission to infants were
calculated using generalized estima-
tion equations (GEE) and the procC
GENMOD procedure in SAS version 9.2
(SAS Institute, Cary, USA). This analysis
allowed consideration of the potential
correlation of outcomes measured in
the same clinic."!

Research ethics

The University of KwaZulu-Natal’s
Biomedical Ethics Review Committee
granted ethical approval for the study.

Results

Fig. 1 shows the study profile. Data
were collected from 348 (99%) of the
349 fixed immunization clinics in the
six study districts between May 2008
and April 2009; one fixed clinic was
excluded because of poor road access.
In total, 38866 eligible caregivers (i.e.
mothers, fathers or legal guardians) were
invited to participate in the parent study,
of who 766 (2.0%) refused consent. Of
the 38 100 caregivers who agreed to par-
ticipate in the parent study, 19 494 were
mothers attending the study clinics with
infants aged < 16 weeks, six were fathers
attending with infants aged 4-8 weeks,
and 24 were legal guardians attending
with infants aged 4-8 weeks. Character-
istics of the infants who participated in
the study are shown in Table 1.

Service coverage

Of the 19494 mothers participating in
the study, 15164 (77.8%) reported hav-
ing attended antenatal care at least four
times during their recent pregnancy and
19138 (98.2%) reported ever having had
an HIV test. Although 17521 (89.9%) of
the mothers reported having been tested
for HIV during their recent pregnancy,
12386 (70.7%) reported that they had
only been tested during the last tri-
mester. Among those mothers who had
been tested, 6586 (34.4%) said that they
had known or learned that they were
HIV-infected during their recent preg-
nancy, and, of these, 6337 (96.2%) had
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Fig. 1. Profile of study of interventions to prevent mother-to-child HIV transmission,
KwaZulu-Natal, South Africa, 2008-2009
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HIV Transmission
Tested for HIV DNA by PCR
(n=3192)
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DNA, desoxyribomucleic acid; ELISA, enzyme-linked immunosorbent assay; HIV, human
immunodeficiency virus; PCR, polymerase chain reaction.

received either antiretroviral drugs for
PMTCT or lifelong antiretroviral treat-
ment for their own health. Among the
6594 women who reported themselves
to be HIV-infected, 584 (8.9%) said
that they had known they were HIV-
infected before their recent pregnancy.
The self-reported distribution of the
various antiretroviral regimens taken is
presented in Table 2.

Prevalence and transmission

Of the 8999 infants aged 4-8 weeks who
were brought to the study clinics during
data collection, 8969 presented with
their mothers, six with their fathers, and
24 with their legal guardians. Although
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dried blood spot samples were collected
from 7998 (88.2%) of these infants, 17
samples were excluded because they
were considered inadequate. Anti-HIV
antibodies, indicating HIV exposure,
were detected in 3225 (40.4%) of the
7981 infants with evaluable dried blood
spot samples. Overall, 17.3%, 38.2%,
54.2%, 58.3% and 44.7% of the tested
infants of mothers aged <20, 20-24,
25-29,30-34 and > 34 years were found
seropositive for HIV antibodies, re-
spectively; infant seropositivity was
positively correlated with maternal age
(P<0.0001). Complete data regarding
feeding practices were available for
3143 (97.7%) of the 3217 infants who
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attended the study clinics with their
mothers and tested positive for anti-
HIV antibodies. Of these 3143, 1172
(37.3%) were exclusively breastfeeding,
1850 (58.9%) were receiving formula
milk only, and 121 (3.8%) were receiving
mixed feeds.

Of the 3225 dried blood spot sam-
ples found to be positive for HIV anti-
bodies, 3192 (99%) were tested in a PCR-
based assay for HIV desoxyribonucleic
acid (DNA) and 225 were found positive
for viral DNA. The frequency of peri-
partum HIV transmission, from the
HIV-positive mothers to their infants,
was 7.1% overall (95% CI: 6.2-8.0%),
although it varied according to the
reported PMTCT regimen taken by the
mother (Table 3).

The association between the fre-
quency of vertical transmission and the
duration of drug treatment/prophylaxis
for PMTCT taken by the mothers and
infants was assessed. (Infant nevirapine
was not included in this assessment be-
cause most mothers reported not know-
ing whether their infants had received
nevirapine.) The rate of mother-to-child
transmission was significantly reduced
in infants who, with their mothers, re-
ceived the full, reccommended PMTCT
regimen. It was 7.7% among the 480
mothers who reported taking an in-
complete regimen but 4.9% among the
1912 mothers who reported taking a
full regimen. Among the 527 mothers
for whom duration of zidovudine or
lifelong antiretroviral treatment could
not be reliably assessed, the frequency of
mother-to-child transmission was 9.9%.

Anti-HIV antibodies were detected
in the infants of 209 mothers who re-
ported themselves to be HIV-negative.
Twenty-four of these mothers reported
taking an antiretroviral regimen. Al-
though three dried blood spot samples
from infants of the remaining 185 moth-
ers were unsuitable for testing for HIV
DNA, such DNA was detected in the
dried blood spot samples from 30 infants
of the other 182 mothers, indicating a
rate of mother-to-child transmission of
16.5% (95% CI: 11.4-22.7%) .

Discussion

Our findings show that, in the province
with the highest HIV prevalences in
South Africa, low rates of mother-to-
child transmission at population level
were achieved within a short period of
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Table 1. Characteristics of mothers and children® who participated in study of
interventions to prevent mother-to-child HIV transmission, KwaZulu-Natal,

South Africa, 2008—-2009 (n=19524)

Characteristic No. (%)
Median age (IQR)
Child in months (n=19524) 2.3(1.5-3.0)

Mother in years (n=19487)

24.2 (20.4-29.3)

Presenting caregiver’s relationship to child (n=19524)

Mother

Father

Legal guardian

Population group (n=19455)
African

Indian

White

Father of child alive (1=19503)
Mother’s education (n=19447)
None

At least some primary

At least some secondary
Post-secondary

Father’s education (n=18401)
None

At least some primary

At least some secondary
Post-secondary

Mother is employed (n=19508)

Mother receives grant support (n1=19523)

Child-support grant
Disability grant

19494 (99.8)
6 (0.03)
24(0.12)

19018 (97.8)
375 (1.9)
62(0.32)

19288 (98.9)

Main construction material of house (n=19490)

Brick or cement block
Traditional material/mud
Informal/other (corrugated iron, zinc)

13464 (69.1)
5413 (27.8)
613(3.2)

Main source of drinking water for household (n=19494)

Piped — inside home
Piped — outside of home
River

Borehole or water tank

Household connected to electricity (n=19510)
Household has landline and/or cell phone (n=19514)

4684 (24.0)
12421 (63.7)
2011(10.3)
378 (1.9)
14065 (72.1)
17814 (91.3)

HIV, human immunodeficiency virus; IQR, interquartile range.

@ Aged 16 weeks or less.

® All except for median ages, which are expressed in years.

more effective ATCV regimens being
implemented. This major accomplish-
ment for the provincial health authori-
ties should be feasible elsewhere.

The present data point towards
three main reasons for this success. First,
almost all of the mothers investigated
had been tested for HIV and knew their
HIV status; almost 90% reported that
they had been tested for HIV during
their most recent pregnancy, and 9%
knew they were infected before their
most recent pregnancy began. Ensuring

that women know their HIV status is the
starting point for achieving low rates of
mother-to-child transmission."” Second,
health facilities in KwaZulu-Natal made
a rapid transition from providing only
nevirapine to successfully implement-
ing dual antiretroviral prophylaxis.
Although the policy was changed only
two months before the data collection
for the present study began, most of the
women who reported themselves to be
HIV-infected said that they had received
zidovudine. The overall frequency of
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mother-to-child transmission detected
(7.1%) and, particularly, the lower value
(4.9%) for the mothers who reported
that they and their infants had both
received prophylaxis, are consistent
with the widespread uptake of dual
antiretroviral prophylaxis.” The rate of
mother-to-child transmission in the
province is likely to decrease further
as delivery of these interventions con-
tinues to improve. Lastly, almost 14%
of the HIV-positive mothers detected
had started lifelong antiretroviral treat-
ment. HIV-infected mothers with a low
CD4+ T lymphocyte (CD4+ cell) count
and their infants incur the greatest risk
of illness and HIV transmission."” Ini-
tiating lifelong antiretroviral treatment
in such women will make the greatest
contribution to reducing HIV infections
in children and mortality in mothers. In
a study conducted in KwaZulu-Natal in
2005 (at a time when only nevirapine
was offered and lifelong antiretroviral
treatment was only just starting to
become available) in which similar
methods were used, 20.2% of infants of
HIV-positive women were HIV-infected
by 6 weeks of age.'* Compared with
these earlier data, the current results
indicate a 66% reduction in mother-
to-child transmission. While this is not
quite the 90% reduction defined by the
elimination agenda,’ it is an important
step in that direction.

The vertical transmission to the
infants who were found to have anti-
HIV antibodies, even though their
mothers reported themselves to be
HIV-negative, was 16.5%. These mothers
may have chosen not to disclose their
HIV-positive status, while others may
have tested negative antenatally and then
only recently been infected.”” Women
with incident infections are likely to
have much higher transmission rates'’;
if the infection occurs late in pregnancy,
however, the increased transmission risk
may only become evident when assess-
ing postnatal infections.

The present data reveal several
weak areas of the PMTCT programme
where improvement is needed. Most of
the women investigated had only been
tested for HIV in the last trimester of
their most recent pregnancy, possibly
because of their late initial attendance
at an antenatal clinic. Although ante-
natal clinic attendance is high in South
Africa, few women attend before 20
weeks’ gestation'” and many attend only
in the third trimester.”® Furthermore,
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Table 2. Self-reported coverage of interventions against mother-to-child transmission
of HIV among HIV-positive mothers, KwaZulu-Natal, South Africa, 2008—-2009

(n=19494)
Intervention No. (%)*
Antiretroviral prophylaxis in pregnancy by women
who self-report HIV positive (n=6586)
Unknown 3(0.05)
None 246 (3.7)
Nevirapine alone 868 (13.2)
Zidovudine alone 143 (2.2)
Nevirapine and zidovudine 4424 (67.2)
Lifelong antiretroviral treatment® 902 (13.7)
CD4+ cell count monitoring*
Had CD4+ cell count taken during recent pregnancy (n=6562) 5242 (79.9)
Obtained CD4+ cell count result (n=5242) 4379 (83.5)
Reported CD4+ cell count of < 200 cells per mm? (n=4379) 967 (22.1)
Among women reporting CD4+ cell counts of < 200 cells per mm?, on 670 (69.3)

lifelong antiretroviral treatment at time of interview (n =967)

CD4+ cell, CD4+T lymphocyte; HIV, human immunodeficiency virus.
2 The data refer to women who presented with an infant aged < 16 weeks and reported that they were

HIV-infected during their most recent pregnancy.

® May have been started before or during pregnancy.

¢ Reductions in denominators reflect either missing data or mothers who preferred not to provide a
response or who did not know the relevant information.

Table 3. Association between mother-to-child transmission of HIV and antiretroviral
regimens taken in pregnancy, KwaZulu-Natal, South Africa, 2008-2009

(n=2858)
Regimen® Infants with anti-HIV antibodies® OR 95% Cl P
No.tested  Found PCR-positive
by PCR for HIV DNA
No. %

No antiretroviral 68 11 16.2 - - -
prophylaxis©
Nevirapine alone 242 32 13.2 0.78 0.32-19 0.58
Zidovudine alone 63 2 32 0.17 0.04-0.78 0.02
Nevirapine and 2089 118 5.7 0.30 0.14-066  0.003
zidovudine
Lifelong ART 396 20 5.1 0.27 0.11-0.68  0.006

ART, antiretroviral treatment; Cl, confidence interval; DNA, desoxyribonucleic acid; HIV, human
immunodeficiency virus; OR, odds ratio; PCR, polymerase chain reaction.
¢ Mothers were allocated to regimen groups irrespective of the reported duration of each antiretroviral

intervention.
®The infants tested were aged 4-8 weeks.
¢ Reference category.

because they were tested for HIV late
in their pregnancies, many of the HIV-
infected women did not receive a CD4+
cell result during their pregnancies; one
third of the women reporting CD4+ cell
counts of <200 cells per mm?® had not
started lifelong antiretroviral treatment.
KwaZulu-Natal’s Department of Health
has already responded to these findings
in an effort to improve service delivery.
Maternal HIV prevalence remains
extremely high, a fact that underlines
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the continued importance of primary
prevention strategies.

Although the Global Fund to Fight
AIDS, Tuberculosis and Malaria imple-
ments performance-based financing,
there are, as yet, no simple approaches
for directly counting the number of in-
fant HIV infections and measuring the
impact of investments in PMTCT. The
method used to collect the present data
is simple and replicable and can be used
to monitor progress towards eliminat-
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ing paediatric HIV infection and reduc-
ing child mortality. There are, however,
several limitations to the methodology
as well. First, the approach does not
estimate postnatal HIV transmission
through breastfeeding; the value of
investments to promote breastfeeding
may not be fully recognized because
of the difficulty of estimating reliably
the HIV-free survival rates of infants at
12-18 months. Second, the frequency
of mother-to-child transmission may
be underestimated because infants
who die before they reach 6 weeks of
age are not sampled and these deaths
may result from HIV transmission in
utero. Third, the omission of mothers
and infants attending mobile clinics or
refusing to participate, among whom
transmission may be relatively com-
mon, can also contribute to the under-
estimation of the overall frequencies of
mother-to-child transmission. Fourth,
there may be recall bias when estimat-
ing PMTCT coverage, although in the
present study an attempt was made to
minimize such bias by only recording
data from women with very young chil-
dren (aged <16 weeks), who are likely
to remember important events in their
recent pregnancy. These limitations are
unlikely however to significantly distort
mother-to-child transmission rates and
trends. Although the method was de-
veloped for a setting with high rates of
infant immunization (83% of the chil-
dren in KwaZulu-Natal are fully immu-
nized at 1 year)," it may still be helpful
in settings with lower immunization
rates, especially when no information
about the frequency of mother-to-child
transmission is available.

In conclusion, the number of
HIV infections in young infants can
be greatly reduced on a large scale, al-
though major programmatic challenges
must still be overcome to achieve the
elimination of paediatric HIV infec-
tions. HIV testing early in pregnancy,
and ensuring that > 95% of the women
eligible for lifelong antiretroviral treat-
ment actually begin such treatment,
will be essential if no more than 2% of
the infants born to HIV-infected wom-
en are to be HIV-positive themselves
by the age of 6 weeks. Furthermore,
if the overall rate of mother-to-child
transmission is to be kept below the
2015 target of 5%, at least 90% of HIV-
infected women will need to receive the
antiretroviral interventions currently
recommended by the World Health

Bull World Health Organ 2012;90:168-175 | doi:10.2471/BLT.11.092056



Christiane Horwood et al.

Organization throughout breastfeed-
ing; more effective family planning,
HIV counselling and support, and
primary prevention of HIV will also
be required. We have shown that the
number of HIV infections in infants
can be directly measured in populations
through a simple and robust approach.
The current data, and the ability to
measure such data, will become even
more relevant as 2015 approaches and
the need to track progress towards
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the Millennium Development Goals
becomes even more critical. l
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Résumé

Elimination du VIH pédiatrique dans le KwaZulu-Natal, Afrique du Sud: évaluation a grande échelle des mesures de prévention

contre la transmission mere-enfant

Objectif Présenter les taux de transmission mere-enfant (TME) du virus
de limmunodéficience humaine (VIH), ainsi que la portée des mesures
congues pour prévenir cette transmission, dans le KwaZulu-Natal.
Méthodes Ont été incluses des méres de nourrissons d'un age < a
16 semaines et des peres ou des tuteurs légaux de nourrissons agés
de 4 a 8 semaines qui, entre mai 2008 et avril 2009, avaient fréquenté
des centres de vaccination dans six districts du KwaZulu-Natal. On a
étudié 'adhésion a ces mesures de prévention de la TME par les meres.
On a recherché les anticorps anti-VIH dans les échantillons de sang des
nourrissons agés de 4 a 8 semaines puis, en cas de présence de ces
anticorps, on a procédé a la recherche de I'acide désoxyribonucléique
(ADN) du VIH.

Résultats Parmi les 19 494 meres ayant participé a I'étude, 89,9%
ont signalé avoir fait réaliser un dépistage VIH lors de leur récente
grossesse. Parmi les 19 138 meres ayant signalé avoir eu un dépistage
VIH, 34,4% ont signalé que le résultat avait indiqué quelles étaient

séropositives et parmi celles-ci, 13,7% avaient commencé une thérapie
antirétrovirale a vie et 67,2% avaient recu de la zidovudine et de la
névirapine. Globalement, on a constaté la présence d'anticorps anti-VIH
chez 40,4% des 7 981 nourrissons ayant fait 'objet de cette recherche,
indiquant leur exposition au VIH. Seuls 7,1% des nourrissons ayant fait
lobjet du test dADN du VIH (équivalent a 2,8% des nourrissons chez
lesquels la présence d'anticorps VIH avait été détectée) présentaient
des échantillons positifs.

Conclusion Les faibles niveaux de TME observés chez ces nourrissons
indiquent la mise en place rapide et réussie des mesures de prévention
contre cette transmission. Le prélevement déchantillons dans les centres
de vaccination semble offrir une méthode solide d'estimation de limpact
des mesures destinées a réduire cette transmission. Lélimination a
grande échelle des infections a VIH chez I'enfant parait réalisable, en dépit
du fait quelle n‘ait pas été entierement atteinte dans le KwaZulu-Natal.

Pesiome

JNukeupauua neguatpuueckoro 3apaxeHusa BUY B Kea3yny-Hatanb, l0xHaa Appuka: wmpokomacwtabHas
OLleHKa MeponpuATUiA, NPoBefeHHbIX C LieNblo NpegynpexaeHnsa nepegayn BUpyca or matepu K pe6eHKy

Uenb [MpepocTaBntb OTYET O YacToTe nepefayun BUpyca
nMMyHodedbuumnta yenoseka (BMY) ot matepun k pebeHky u
npowu3BecT 0630p MeponpUATUIL, Pa3paboTaHHbIX Ans Lenei
NpeaoTBpaLLeHNA Takoro pofa nepeaayn Bupyca 8 Ksa3yny-Hatasb.
MeTogbl /IccnefoBaHve NPOBOAWIOCH Cpean MaTepelt C rpyAHbIMY
[eTbMK B BO3pacTe < 16 Heflesb 1 OTUOB UM 3aKOHHbIX OMeKyHOB
C MMageHLamy B Bo3pacTe 4-8 Heflenb, KOTOPble B Nepurof C MaA
2008 r. no anpenb 2009 1. nocewany KIMHUKA NMMYyHU3aLUN B
wecTn paroHax Kea3yny-Hatanb. bbino nccnenosaHo BanAHve
Ha MaTepen MeponpPUATIIA, HANPaBNEHHbIX Ha NPefynpexaeHve
nepefaun BUpyca ot matepu K pebeHky. [pobbl KpoBK rpyaHbIX
neTelt B Bo3pacTte 4-8 Hefenb ObiIv MCCefoBaHbl Ha npeameT
Hanuuma aHTuTen K BUY 1, B ciyyae Hanuuma aHT1Ten, Ha Hannuve
Lle30KcMprboHYyKNenHoBow Kucnotel BAY (AHK).

Pesynbratbl /13 19494 maTtepen, NpUHABWNX yyacTue B
nccnenoBannm, 89,9% coobLLMK, UTO OHM CAaBanu aHanms Ha BIAY
BO BpemdA CBoel nocnefHen bepemeHHoCTH. 13 19138 maTepen,
KOTOpble COOBLLIMAN O TOM, YTO OHW KOrfa-nnbo chasanv aHanms
Ha BWY, 34,4% noateepamnnu, Uto oHv 66l nHOMUMPOBaHbI BMY, 1

13,7% 113 HX HaYanm NOXM3HEHHOE aHTUPETPOBMPYCHOE NeYeHNe,
B TO Bpemd Kak 67,2% nonyyani 3ugosyamnH 1 HesmpanuH. B ntore
y 40,4% 13 7981 obcnefoBaHHbIX MnadeHLes Obiiv 0OHapyeHbl
aHTuTena K BIY, ykasblBatowme Ha puck nHerumposanmna BAY.
Tonbko 7,1% mMnafeHLeB, NpoBepeHHbIX Ha Hanuune HK BAY (uto
PaBHO 2,8% MnafieHLeB, MPOBEPEHHBIX Ha Hanuune aHTuTen K BAY)
ObINV NPY3HaHbBI UHOWLIMPOBAHHbBIMM.

BbiBoA Hyizkre ypoBHW nepefayyr BUpyca OT MaTepu K pebeHky,
HabmoaaemMble Ccpeu rpyAHbIX AeTel, YKa3biBaloT Ha ObicTpoe
M ycnewHoe BHeApeHne MeponpuATUA, HanpaBAeHHbIX Ha
npenynpexaeHue Takoro pofa nepesaqn supyca. Coop npob Kposu
B K/IMHMKaxX UMMYHM3aLMK, NO BCEW BUOMMOCTY, NpeLcTaBnAeT
cobolt 060CHOBAHHbIVI MeTO[] OLIEHKW BANAHUA MEPOMPUATUINA,
pa3paboTaHHbIX 414 CHUKEHWA KOAMYeCTBa CilydaeB nepepaun
BMpYCa Takum cnocobom. MpeacTtanaeTca LenecoobpasHbim
KpynHOMaCLWTabHasA MKBIAALIMA NeAATONUYECKOrO UHOULIMPOBAHNSA
BMY, XOTA gaHHaA Lienb ele He NONHOCTLIO AOCTUTHYTa B KBa3yiy-
HaTtanb.

Resumen

Eliminacion del VIH pediatrico en KwaZulu-Natal, Sudafrica: valoracion a gran escala de las intervenciones para prevenir la

transmision maternofilial

Objetivo Notificarlos indices de transmision maternofilial (TMT) del virus
de lainmunodeficienciahumana (VIH) yla cobertura delas intervenciones
disefadas para prevenir dicha transmisién en KwaZulu-Natal.
Métodos Se incluyeron las madres con hijos con edad igual o inferior
a 16 semanas vy los padres o tutores legales con nifios de edades
comprendidas entre 4y 8 semanas que hubieran asistido a los centros
de vacunacién de seis distritos de KwaZulu-Natal entre mayo de 2008
y abril de 2009. Se evalu¢ la aceptacion de las madres respecto a
las intervenciones para la prevencién de la transmisién del VIH de la
madre al nifio. Se analizaron las muestras de sangre de nifios de entre
4y 8 semanas para comprobar la presencia de anticuerpos anti-VIH y,
en el caso de obtener un resultado positivo para dichos anticuerpos,
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se comprobd la presencia del dcido desoxirribonucléico (ADN) del VIH.
Resultados EI 89,9% de las 19 494 madres que participaron en el
estudio afirmaron haberse realizado una prueba del VIH en su dltimo
embarazo. De las 19 138 madres que afirmaron haberse realizado
alguna vez una prueba del VIH, un 34,4% asegurd que la prueba para el
VIH resulté positiva en su casoy, de ese porcentaje, un 13,7% inicié un
tratamiento crénico con antirretrovirales y un 67,2% recibi6 zidovudina
ynevirapina. En total, el 40,4% de los 7981 nifios estudiados obtuvieron
un resultado positivo de anticuerpos anti-VIH, lo que indica su exposicién
al VIH. Solo el 7,1% de los nifios sometidos a las pruebas del ADN del
VIH (equivalente al 2,8% de los nifios a quienes se les realizé pruebas de
anticuerpos anti-VIH) obtuvieron un resultado positivo en dicha prueba.
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Conclusioén Los bajos niveles de TMT del VIH observados en los nifios
reflejan una puesta en préctica rapida y fructifera de las intervenciones
para la prevencion de dicha transmision. Las tomas de muestras en
los centros de vacunacién parecen constituir un método solido para
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calcular el impacto de las intervenciones disefiadas para reducir dicha
transmision. La eliminacién de las infecciones pediatricas del VIH a
gran escala parece viable, si bien este objetivo no esta completamente
conseguido en KwaZulu-Natal.
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