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Introduction
The National Health Laboratory Service (NHLS) is the largest pathology service in South 
Africa, responsible for providing diagnostic services to the national and provincial health 
departments.1 This is achieved through a network of laboratories that provide access to over 
80% of the population.1

There are 7.7 million people living with HIV (PLHIV) in South Africa, of whom 77% were on 
antiretroviral therapy (ART) in 2023.2 Despite the scale-up of ART, local reports indicate that 
the proportion of patients presenting with advanced HIV disease (AHD), defined as a CD4 
count ≤ 200 cells/μL or the clinical manifestation of stage III/IV HIV disease, remains 
consistently high, representing a large and avoidable burden of morbidity.3,4,5 Ford et al. 
reported that a substantial proportion of patients are still at risk of death because of 
progressing to AHD, which has remained constant despite ongoing improvements in access 
to ART.6 A local study reported that between 2005 to 2011, the proportion of patients entering 
care with AHD declined from 46.8% to 35.6%.3 In comparison, between 2011 and 2016, the 
proportion of patients entering ART with AHD has remained relatively unchanged.3 A Western 
Cape study analysed CD4 distributions in adults 16 years and older from a derived province-
wide HIV cohort between 2008 and 2017.7 By 2017, 22.8% of patients reported a CD4 count 
< 200 cells/μL.7 

Background: Reflexed cryptococcal antigenaemia (CrAg) testing has been offered on remnant 
CD4 specimens with a count < 100 cells/μL from 2017 in South Africa. The Western Cape is 
the only province to introduce CrAg testing for counts of 100 cells/μL to 200 cells/μL.

Objectives: The objective of this study was to assess the reflexed CrAg detection rate in the 
Western Cape.

Method: The retrospective analysis of laboratory data for reflexed CrAg testing was conducted 
between September 2022 and May 2024. The CrAg detection rate was reported for the following 
CD4 categories at the provincial, district, and sub-district levels: (1) < 100 cells/μL, (2) 
≥ 100 cells/μL – ≤ 200 cells/μL, and (3) ≤ 200 cells/μL.

Results: Data are reported for 80 809 specimens, with a CrAg detection rate of 4.0% for a CD4 
≤ 200 cells/μL compared to 6.2% for a count < 100 cells/μL. For a count of ≥ 100 cells/μL – 
≤ 200 cells/μL, a CrAg detection rate of 2.1% was reported. The district CrAg detection rate for 
counts ≤ 200 cells/μL ranged from 1.4% (Central Karoo) to 5.9% (Cape Winelands). Excluding 
subdistricts without CrAg-positive specimens, the detection rate ranged from 1.3% (Beaufort 
West) to 8.3% (Swartland).

Conclusion: The study findings of a CrAg detection rate of 4.0% in the Western Cape province 
justifies their decision to extend reflexed screening to a threshold of 200 cells/μL. However, 
most CrAg-positive specimens were identified for a count < 100 cells/μL. Intensified 
approaches to find CrAg-positive patients with a count ≤ 200 cells/μL are required. 
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What this study adds: This study provides insights into reflexed cryptococcal antigenaemia 
(CrAg) detection rates in the Western Cape province, where testing was extended to counts 
≤ 200 cells/μL. The CrAg detection was higher with a count < 100 cells/μL, but the threshold 
of < 200 cells/uL should be considered if resources are available. 

Note: Additional supporting information may be found in the online version of this article as Online Appendix 1.
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The World Health Organization (WHO) recommended a 
package of interventions for PLHIV presenting with AHD 
that include screening, treatment and/or prophylaxis for major 
opportunistic infections, rapid ART initiation, and intensified 
adherence support interventions.8 The leading causes of 
mortality among adults with AHD globally include tuberculosis 
(TB), severe bacterial infections, cryptococcal meningitis 
(CM), toxoplasmosis and Pneumocystis jirovecii pneumonia.8 

In South Africa, the national reflexed cryptococcal 
antigenaemia (CrAg) testing programme has been in place 
since 2017 for PLHIV with a CD4 count < 100 cells/μL.9,10,11 
The current local HIV guidelines recommend that a reflexed 
CrAg test should be done automatically for all CD4 counts 
< 100 cells/μL.4 Patients with a CrAg-positive test in the 
absence of symptoms of meningitis and a negative lumbar 
puncture for CM can be initiated on ART.4 Those with 
confirmed CM should defer ART for 4 to 6 weeks until 
antifungal treatment has been completed.4 For patients that 
are not diagnosed with reflexed screening, the healthcare 
worker can still request a CrAg test for patients with a clinical 
suspicion of meningitis, which includes symptoms such as 
headache, confusion, fever, neck stiffness or visual 
disturbances (provider-initiated).4,10,11 

The Southern African HIV Clinicians Society (SAHCS) 
guidelines recommended that reflexed CrAg testing should 
be extended to include specimens with a CD4 count between 
100 cells/μL and 200 cells/μL.9 Several studies reported that 
CrAg screening for PLHIV with a CD4 < 100 cells/μL would 
miss cases of CM in patients with a count between 100 cells/
μL and 200 cells/μL.6,9,12 Furthermore, it was reported that 
extending reflexed CrAg screening to a CD4 threshold 
of 200 cells/μL would provide an important mortality 
benefit.9 The 2022 WHO guidelines recommended CrAg 
screening for a CD4 cell count < 100 cells/μL,13 and 
offer a recommendation that CrAg screening should be 
considered at a higher CD4 threshold of 200 cells/μL.13 

Local guidelines recommend an induction regimen for CM 
which consists of 1 week of amphotericin B deoxycholate 
and flucytosine followed by 1 week of fluconazole.9 

Similarly, public sector guidelines indicate that patients 
with a lumbar puncture cerebrospinal fluid (CSF) CrAg-
positive should receive amphotericin B and fluconazole.4,14,15 

Cost-effectiveness studies conducted in Cambodia, South 
Africa, Uganda, and Vietnam for reflexed CrAg testing 
with a count of < 100 cells/μL have reported that this 
approach is extremely cost-effective, even using a low-
range prevalence estimate of 2%.16,17,18,19,20 However, Meya 
et al. reported that above a prevalence of approximately 
3%, the cost of amphotericin deoxycholate treatment of 
people unmasking ART-associated CM ($245 per person) 
is greater than the costs of screening and treating with pre-
emptive fluconazole (excluding hospitalisation costs).19 In 
contrast, a Botswana study reported that CrAg screening 
for individuals with CD4 101–200 cells/μL was estimated 
to have a modest impact, involve additional costs and be 

less cost-effective than screening populations with CD4 
counts ≤ 100 cells/μL.21 There appears to be limited data 
showing the cost-effectiveness and detection rates of 
extending CrAg screening to a CD4 threshold of 200 cells/
μL in a sub-Saharan African context.22 

The Western Cape province implemented the amended 
criteria for reflexed testing for CrAg at all CD4 laboratories 
from 15 August 2022.9,13,23 The circular recommended that 
all CD4 specimens from public health facilities from 
patients of all ages should receive a reflexed CrAg for a 
CD4 ≤ 200 cells/μL.23 The lack of prevalence data to 
support extending CrAg testing to a CD4 threshold of 
200 cells/μL in a country such as South Africa, that 
continues to have a high HIV burden, is a challenge.2 The 
availability of specimen-level data for the Western Cape 
province provides an opportunity to assess the CrAg 
detection rates at various CD4 categories.

Objectives
The objectives of this study were to assess the reflexed 
CrAg detection rate in the Western Cape province in 
South Africa, where testing was extended to a CD4 
threshold of 200 cells/μL at the provincial, district and 
sub-district levels.

Research methods and design
Context
Data were reported for reflexed CrAg testing performed 
in the Western Cape province by CD4 laboratories within 
the NHLS.1 These laboratories use a national laboratory 
information system (LIS) rule-based algorithm to identify 
specimens that require reflexed CrAg testing.

Study design
The retrospective analysis of laboratory data for reflexed 
CrAg testing was conducted between September 2022 
and May 2024 for a CD4 threshold of 200 cells/μL.

Data preparation
The data extract was provided by the NHLS laboratory 
data repository and included the following variables: 
(1) episode number; (2) result authorisation date; (3) 
age (in years); (4) gender; (5) province; (6) health district; 
(7) sub-district; (8) health facility; (9) testing laboratory; 
(10) absolute CD4 count; and (11) CrAg result. The year 
and month were extracted from the result authorisation 
date. The absolute CD4 count was categorised as follows: 
(1) < 100 cells/μL; (2) ≥ 100 cells/μL – ≤ 125 cells/μL; 
(3) > 125 cells/μL – ≤ 150 cells/μL; (4) > 150 cells/μL – 
≤ 175 cells/μL; and (5) > 175 cells/μL – ≤ 200 cells/μL. 
In addition, the CD4 count was also categorised as 
< 100 cells/μL, ≥ 100 cells/μL – ≤ 200 cells/μL, and 
≤ 200 cells/μL. The CrAg result was reported as either 
‘Negative’ or ‘Positive’. The data sets were prepared and 
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analysed using SAS 9.4 (SAS Institute, Cary, North 
Carolina, United States). Choropleth maps were created 
using ArcGIS (Environmental Systems Research Institute 
[ESRI], Redlands, California, United States). Shapefiles 
were obtained from the Municipal Demarcation Board.24

Statistical analysis
The overall CrAg detection rate was determined by CD4 
category, with specimen volumes and the number of positive 
CrAg specimens indicated. The 95% confidence interval (CI) 
for the CrAg detection rate was also reported. The overall 
CrAg detection rate was assessed at the health district and 
sub-district levels. The list of sub-districts is described in 
Online Appendix 1. The sub-district CrAg detection rates were 
reported as choropleth maps with data categorised into the 
following bins: (1) 0% – 2.9%; (2) 3.0% – 5.7%; (3) 5.8% – 8.7%; and 
(4) 8.8% – 11.4%. The bins were assigned a colour ramp from 
green (lowest detection rate) to red (highest detection rate).

Ethical considerations
Ethical clearance to conduct this study was obtained from 
the University of Witwatersrand, Human Research Ethics 
Committee (HREC)(Medical) (reference no.: M220163). 
Anonymised secondary laboratory data were used. Patient 
consent was not required.

Results
Data are reported for 80 809 specimens that received reflexed 
CrAg testing.

Overall cryptococcal antigen detection rate
Overall, there were 38 388 (47.5%) specimens with a count 
of < 100 cells/μL and 42 419 (52.5%) with a count of 
≥ 100 cells/μL – ≤ 200 cells/μL (Table 1). A CD4 count 
of ≥ 100 cells/μL – ≤ 125 cells/μL was reported for 13.1% 
of the specimens, > 125 cells/μL – ≤ 150 cells/μL for 
13.0%, > 150 cells/μL – ≤ 175 cells/μL for 13.4%, and 
> 175 cells/μL – ≤ 200 cells/μL for 13.0% of the specimens. 
Most specimens with a positive CrAg result were for 
a count < 100 cells/μL (72.7%). For a CD4 count of 
≥ 100 cells/μL – ≤ 200 cells/μL, a CrAg detection rate 
of 2.1% (95%CI: 2.0–2.2) was reported. An overall 
CrAg detection rate of 4.0% (95%CI: 3.9–4.2) was reported 
for an overall CD4 count ≤ 200 cells/μL. This increased 
to 6.2% (95%CI: 5.9–6.4) for a CD4 < 100 cells/μL. A 
CrAg detection rate of 3.0% was reported for a count of 
≥ 100 cells/μL – ≤ 125 cells/μL, 2.2% for > 125 cells/μL – 
≤ 150 cells/μL, 1.8% for > 150 cells/μL – ≤ 175 cells/μL, 
and 1.4% for > 175 cells/μL – ≤ 200 cells/μL.

Health district cryptococcal antigen detection 
rate
For a count < 100 cells/μL, the CrAg detection rate 
ranged from 2.5% (95%CI: 1.3–4.4) in the Central Karoo to 
9.2% (95%CI: 8.4–10.0) for the Cape Winelands. 
Three districts reported a CrAg detection rate above 
the provincial rate for a count < 100 cells/μL, namely 
Cape Winelands (9.2%), West Coast (8.3%) and Garden 
Route (6.4%). The CrAg detection rate ranged from 
0.4% (95%CI: 0.0–1.5) for the Central Karoo to 2.9% 
(95%CI: 2.5–3.4) for the Cape Winelands for a CD4 
of ≥ 100 cells/μL – ≤ 200 cells/μL (Table 2). Only two 
districts reported a CrAg detection rate for a count 
of ≥ 100 cells/μL – ≤ 200 cells/μL above the provincial 
value (Cape Winelands and West Coast). For a count 
< 100 cells/μL, only the Central Karoo district reported 
a CrAg detection rate below 3%. In comparison, for a 
count of ≥ 100 cells/μL – ≤ 200 cells/μL, no districts 
exceeded 3%. For a count ≤ 200 cells/μL, the CrAg 
detection rate ranged from 1.4% (95%CI: 0.7–2.4) 
for the Central Karoo to 5.9% (95%CI: 5.5–6.4) in 
the Cape Winelands. All except the Central Karoo 
reported a CrAg detection rate of ≥ 3% for a count of 
≤ 200 cells/μL.

TABLE 1: Reflexed cryptococcal antigenaemia (CrAg) detection rate for various 
CD4 categories for a count of ≤ 200 cells/µL in the Western Cape between 
September 2022 and May 2024.
CD4 category
(cells/µL)

Specimens CrAg-positive 
specimens 

CrAg detection rate 

n % n % 95%CI

< 100 38 388 47.5 2368 6.2 5.9–6.4
≥ 100 – ≤ 125 10 575 13.1 316 3.0 2.7–3.3
> 125 – ≤ 150 10 519 13.0 232 2.2 1.9–2.5
> 150 – ≤ 175 10 856 13.4 191 1.8 1.5–2.0
> 175 – ≤ 200 10 469 13.0 149 1.4 1.2–1.7
≥ 100 – ≤ 200 42 419 52.5 888 2.1 2.0–2.2
Overall 80 807 100.0 3256 4.0 3.9–4.2

Note: The 95% confidence interval (CI) for the CrAg detection rate is indicated.
CrAg, cryptococcal antigenaemia; CI, confidence interval.

TABLE 2: Reflexed cryptococcal antigenaemia (CrAg) detection rate at the health district level for various CD4 categories for a count < 100 cells/µL, ≥ 100 cells/µL – 
≤ 200 cells/µL, and ≤ 200 cells/µL in the Western Cape between September 2022 and May 2024.
Health district < 100 cells/µL ≥ 100 cells/µL – ≤ 200 cells/µL ≤ 200 cells/µL

Specimens CrAg+ CrAg detection rate Specimens CrAg+ CrAg detection rate Specimens CrAg+ CrAg detection rate 
n % n % 95%CI n % n % 95%CI n % n % 95%CI

Cape Winelands 5015 13.1 460 9.2 8.4–10.0 5576 13.1 164 2.9 2.5–3.4 10 591 13.1 624 5.9 5.5–6.4
Central Karoo 438 1.1 11 2.5 1.3–4.4 494 1.2 2 0.4 0.0–1.5 932 1.2 13 1.4 0.7–2.4
City of Cape Town 24 551 64.0 1323 5.4 5.1–5.7 27 327 64.4 532 1.9 1.8–2.1 51 878 64.2 1855 3.6 3.4–3.7
Garden Route 4156 10.8 266 6.4 5.7–7.2 4601 10.8 87 1.9 1.5–2.3 8757 10.8 353 4.0 3.5–4.5
Overberg 1896 4.9 114 6.0 5.0–7.2 2088 4.9 37 1.8 1.3–2.4 3984 4.9 151 3.8 3.2–4.4
West Coast 2332 6.1 194 8.3 7.2–9.5 2333 5.5 66 2.8 2.2–3.6 4665 5.6 260 5.6 4.6–6.3
Overall 38 388 1000 2368 6.2 5.9–6.4 42 419 100.0 888 2.1 2.0–2.2 80 807 100.0 3256 4.0 3.9–4.2

Note: Bold formatting was used to identify CrAg detection rates ≥ 3%.
CrAg, cryptococcal antigenaemia; CI, confidence interval; CrAg+, CrAg-positive specimens.
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Health sub-district cryptococcal antigen 
detection rate
At the sub-district level, only the Laingsburg local 
municipality did not report a single CrAg-positive result, 
with 33 specimens tested with a CD4 category of < 100 cells/
μL, and 44 with CD4 ≥ 100 cells/μL – ≤ 200 cells/μL (refer to 
Online Appendix 1). All the findings reported are for the 
remaining sub-districts.

For a count < 100 cells/μL, the CrAg detection rate ranged 
from 2.2% (Beaufort West) to 11.4% (Swartland). A CrAg 
detection rate ≥ 8.8% was reported for eight sub-districts for 
a CD4 count of < 100 cells/μL (Figure 1a). By comparison, 
for a count of ≥ 100 cells/μL – ≤ 200 cells/μL, the Prince 
Albert local municipality also reported no CrAg-positive 
results and was excluded, with findings reported for the 
remaining sub-districts. The CrAg detection rate ranged 
from 0.5% (Beaufort West) to 5.1% (Swartland). There are 
only four sub-districts where the CrAg detection rate for a 
count of ≥ 100 cells/μL – ≤ 200 cells/μL was 3.0% or higher 
(Figure 1b). For a count ≤ 200 cells/μL, except for Laingsberg, 
the sub-district CrAg detection rate ranged from 1.3% 
(Beaufort West) to 8.3% (Swartland). Only six sub-districts 
reported a CrAg detection rate in the 0.0% – 2.9% bucket 
(Beaufort West, Knysna, Laingsberg, Overstrand, Prince 
Albert, Saldanha Bay) (Figure 1c). A CrAg detection rate 
between 5.8% and 8.7% was reported for five sub-districts 
(Drakenstein, Hessequa, Matzikama, Stellenbosch and 
Swartland).

Discussion
We found that the CrAg detection rate was 4.0% for extending 
reflexed screening to a CD4 threshold of 200 cells/μL in the 
Western Cape province, which is above the cost-effectiveness 
prevalence threshold of 3% reported by Meya et al.19 This 
suggests that the recommendations by the SAHCS and WHO 
are justified in this setting, given the reported CrAg detection  
rates.9,13 However, most CrAg-positive specimens were still 
identified with a CD4 count < 100 cells/μL. Overall, an 

increase in the CD4 count to a threshold of 200 cells/μL was 
accompanied by a decreasing CrAg detection rate.

A local study reported that the cost to find one CrAg case 
ranged from $589.74 to $73.72 for a detection rate of 1% to 8%.22 

These findings suggest that the cost to find one CrAg-positive 
patient at a detection rate of 4.0% in the Western Cape would be 
$147.43 at a CD4 threshold of 200 cells/μL compared to $98.29 
for a count < 100 cells/μL.22 This reveals that extending reflexed 
CrAg screening to a CD4 < 200 cells/μL incurred an incremental 
cost of $49.14 to find one CrAg-positive patient compared to 
the standard of care. Extending reflexed CrAg screening to a 
CD4 threshold of 200 cells/μL at the national level would 
double specimen volumes and costs as an additional 10.8% of 
total CD4 specimens have a count < 200 cells/μL, versus 9.8% 
< 100 cells/μL. Additional funding would have to be requested 
to increase the budget for laboratory expenditure, which is 
estimated to be $1 772 890 for 2019.22

Furthermore, when the Western Cape data were analysed by 
district, only the Central Karoo reported a CrAg detection 
rate below 3%. It is also, therefore, not surprising that very 
few CrAg-positive specimens were identified in the sub-
districts within Central Karoo, namely Laingsburg, Prince 
Albert, and Beaufort West. In contrast, much higher CrAg 
detection rates were reported for the Cape Winelands and 
West Coast sub-districts. This emphasises that decisions to 
extend reflexed testing for a count of 100 cells/μL – 200 cells/
μL in other settings may require a more targeted approach 
that is informed by prevalence data where the CrAg detection 
rate exceeds 3%.19 For the prevalence study, we could leverage 
remnant plasma for current CD4 testing to assess the CrAg 
detection rate across South Africa for a count of 100 cells/μL – 
200 cells/μL. Providing these prevalence data make it 
possible to determine whether to extend reflexed CrAg 
screening based on a detection rate ≥ 3% for targeted 
implementation at the district level. Once identified, the LIS 
rules could be amended to extend reflexed CrAg screening, 
as was the case for the Western Cape. Such a targeted 
approach may result in some patients not receiving a reflexed 

CrAg, cryptococcal antigenaemia.

FIGURE 1: Reflexed cryptococcal antigenaemia (CrAg) detection rate by sub-district for a CD4 count (a) < 100 cells/µL, (b) ≥ 100 cells/µL – ≤ 200 cells/µL, and (c) 
≤ 200 cells/µL in the Western Cape between September 2022 and May 2024.

a b cLocal municipalities CrAg detection rate
(CD4 < 100 cells/μL)

0.0% – 2.9%
3.0% – 5.7%

5.8% – 8.7%
8.8% – 11.4%

Local municipalities CrAg detection rate
(CD4 ≥ 100 cells/μL – ≤ 200 cells/μL)

0.0% – 2.9% 3.0% – 5.1%

Local municipalities CrAg detection rate
(CD4 ≤ 200 cells/μL)

0.0% – 2.9%
3.0% – 5.7%

5.8%– 8.7%
8.8% – 11.4%
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CrAg test. However, the healthcare worker can still request a 
non-reflexed CrAg test for patients presenting with 
symptoms of CM.4,9,13 Using this mechanism, any patients 
who may be missed through the reflexed option could still 
be diagnosed using provider-initiated testing.

It would be imperative in areas such as the Western Cape, 
where the health data centre has been created to link 
laboratory and clinical data, to answer some important 
questions such as the number of CrAg-positive cases that are 
ART naïve.25 It has been locally reported that for patients in 
the Western Cape with CD4 counts < 50 cells/μL in 2016, 
51.8% were ART experienced.7 It is worrying to note that 
these patients had previously started ART and are re-
presenting with AHD.7 Furthermore, CrAg cases can be 
investigated to determine the proportion that received a 
lumbar puncture and went on to receive antifungal treatment.

Limitations
A limitation of this study is that it only reported specimen-
level data for reflexed CrAg testing using the laboratory data 
repository. Furthermore, data this research is not part of a 
thesis only reported for reflexed CrAg testing, which is in 
line with local guidelines.26 

Conclusion
The study findings of a CrAg detection rate of 4.0% in the 
Western Cape province justifies the decision to extend 
reflexed screening to a CD4 threshold of 200 cells/μL. 
However, most CrAg-positive specimens were still identified 
with a CD4 count < 100 cells/μL. Overall, an increase in the 
CD4 count up to a threshold of 200 cells/μL was accompanied 
by a decreasing CrAg detection rate. This emphasises that 
decisions to extend reflexed testing for a count of 100 cells/
μL – 200 cells/μL in other settings may require a more 
targeted approach that is informed by prevalence data where 
the CrAg detection rate exceeds 3%. Furthermore, intensified 
approaches are required to find PLHIV with AHD and 
investigate the potential barriers to healthcare seeking or 
presentation.

Acknowledgements
The authors would like to thank all CD4 laboratory staff for 
providing CrAg testing.

Competing interests
The authors declare that they have no financial or personal 
relationships that may have inappropriately influenced them 
in writing this article.

Authors’ contributions
L.-M.C. supervised the study. N.C. developed the 
methodology, analysed data, and prepared the first draft of 
the article. L.-M.C. and M.P.d.S. provided editorial comments 

and technical input. N.C., M.P.d.S., and L.-M.C. contributed 
to the finalisation of the article.

Funding information
The author reported that they received funding from Wits 
Diagnostic Innovation Hub (DIH) which may be affected 
by the research reported in the enclosed publication. The 
author has disclosed those interests fully and has 
implemented an approved plan for managing any 
potential conflicts arising from their involvement. The 
terms of these funding arrangements have been reviewed 
and approved by the affiliated university in accordance 
with its policy on objectivity in research.

Data availability
The authors do not have permission to share the 
laboratory data.

Disclaimer
The views and opinions expressed in this article are those 
of the authors and are the product of professional 
research. The article does not necessarily reflect the 
official policy or position of the University of the 
Witwatersrand, the National Health Laboratory Service 
or any other affiliated institution, funder, agency, or that 
of the publisher. The authors are responsible for this 
article’s results, findings, and content.

References
1. National Health Laboratory Service (NHLS). Annual report 2019/20 [homepage 

on the Internet]. Johannesburg: National Health Laboratory Service (NHLS); 
2020 [cited 2022 Feb 15]. Available from: https://www.nhls.ac.za/wp-content/
uploads/2021/03/NHLS_AR_2020_25_Nov.pdf

2. The Joint United Nations Programme on HIV/AIDS (UNAIDS). Country factsheets: 
South Africa [homepage on the Internet]. 2023 [cited 2024 Aug 29]. Available 
from: https://www.unaids.org/en/regionscountries/countries/southafrica

3. Carmona S, Bor J, Nattey C, et al. Persistent high burden of advanced HIV disease 
among patients seeking care in South Africa’s national HIV program: Data from 
a nationwide laboratory cohort. Clin Infect Dis. 2018;66(suppl_2):S111–S117. 
https://doi.org.10.1093/cid/ciy045

4. National Department of Health (NDOH). ART clinical guidelines for the 
management of HIV in adults, pregnancy and breastfeeding, adolescents, 
children, infants and neonates [homepage on the Internet]. Pretoria: National 
Department of Health (NDOH); 2023 [cited 2024 Jan 18]. Available from: 
https://knowledgehub.health.gov.za/system/files/elibdownloads/2023-07/
National%20ART%20Clinical%20Guideline%20AR%204.5%2020230713%20
Version%204%20WEB.pdf

5. World Health Organization (WHO). Consolidated HIV guidelines for 
prevention, treatment, service delivery & monitoring: Recommendations for 
a public health approach [homepage on the Internet]. 2021 [cited 2022 
Aug 17]. Available from: https://apps.who.int/iris/rest/bitstreams/1357089/
retrieve

6. Ford N, Shubber Z, Jarvis JN, et al. CD4 cell count threshold for cryptococcal 
antigen screening of HIV-infected individuals: A systematic review and meta-
analysis. Clin Infect Dis. 2018;66(suppl_2):S152–S159. https://doi.org.10.1093/
cid/cix1143

7. Osler M, Hilderbrand K, Goemaere E, et al. The continuing burden of advanced 
HIV disease over 10 years of increasing antiretroviral therapy coverage in South 
Africa. Clin Infect Dis. 2018;66(suppl_2):S118–S1125. https://doi.org.10.1093/
cid/cix1140

8. World Health Organization (WHO). Guidelines for managing advanced HIV 
disease and rapid initiation of antiretroviral therapy [homepage on the 
Internet]. 2017 [cited 2024 Aug 29]. Available from: https://iris.who.int/
bitstream/handle/10665/255884/9789241550062-eng.pdf?sequence=1

9. Govender NP, Meintjes G, Mangena P, et al. Southern African HIV Clinicians 
Society guideline for the prevention, diagnosis and management of 
cryptococcal disease among HIV-infected persons: 2019 update. S Afr J HIV 
Med. 2019;20(1):1030. https://doi.org.10.4102/sajhivmed.v20i1.1030

http://www.sajhivmed.org.za�
https://www.nhls.ac.za/wp-content/uploads/2021/03/NHLS_AR_2020_25_Nov.pdf�
https://www.nhls.ac.za/wp-content/uploads/2021/03/NHLS_AR_2020_25_Nov.pdf�
https://www.unaids.org/en/regionscountries/countries/southafrica�
https://doi.org.10.1093/cid/ciy045�
https://knowledgehub.health.gov.za/system/files/elibdownloads/2023-07/National%20ART%20Clinical%20Guideline%20AR%204.5%2020230713%20Version%204%20WEB.pdf�
https://knowledgehub.health.gov.za/system/files/elibdownloads/2023-07/National%20ART%20Clinical%20Guideline%20AR%204.5%2020230713%20Version%204%20WEB.pdf�
https://knowledgehub.health.gov.za/system/files/elibdownloads/2023-07/National%20ART%20Clinical%20Guideline%20AR%204.5%2020230713%20Version%204%20WEB.pdf�
https://apps.who.int/iris/rest/bitstreams/1357089/retrieve�
https://apps.who.int/iris/rest/bitstreams/1357089/retrieve�
https://doi.org.10.1093/cid/cix1143�
https://doi.org.10.1093/cid/cix1143�
https://doi.org.10.1093/cid/cix1140�
https://doi.org.10.1093/cid/cix1140�
https://iris.who.int/bitstream/handle/10665/255884/9789241550062-eng.pdf?sequence=1�
https://iris.who.int/bitstream/handle/10665/255884/9789241550062-eng.pdf?sequence=1�
https://doi.org.10.4102/sajhivmed.v20i1.1030�


Page 6 of 6 Original Research

http://www.sajhivmed.org.za Open Access

10. Larson BA, Rockers PC, Bonawitz R, et al. Screening HIV-infected patients 
with low CD4 counts for cryptococcal antigenemia prior to initiation of 
antiretroviral therapy: Cost effectiveness of alternative screening strategies 
in South Africa. PLoS One. 2016;11(7):e0158986. https://doi.org.10.1371/
journal.pone.0158986

11. Vallabhaneni S, Longley N, Smith M, et al. Implementation and operational 
research: Evaluation of a public-sector, provider-initiated cryptococcal antigen 
screening and treatment program, Western Cape, South Africa. J Acquir Immune 
Defic Syndr. 2016;72(2):e37–e42. https://doi.org.10.1097/qai.0000000000000976

12. Mfinanga S, Chanda D, Kivuyo SL, et al. Cryptococcal meningitis screening and 
community-based early adherence support in people with advanced HIV infection 
starting antiretroviral therapy in Tanzania and Zambia: An open-label, randomised 
controlled trial. Lancet. 2015;385(9983):2173–2182. https://doi.org.10.1016/
s0140-6736(15)60164-7

13. World Health Organization (WHO). Guidelines for diagnosing, preventing and 
managing cryptococcal diseaseamong adults, adolescents and children living with 
HIV [homepage on the Internet]. 2022 [cited 2023 Aug 12]. Available from: 
https://iris.who.int/bitstream/handle/10665/357088/9789240052178-eng.
pdf?sequence=1

14. National Department of Health (NDOH). Standard treatment guidelines 
and essential medicines list for South Africa: Primary healthcare level 2020 edition 
[homepage on the Internet]. 2020 [cited 2024 Aug 12]. Available from: https://
www.kznhealth.gov.za/pharmacy/PHC-STG-2020.pdf

15. National Department of Health (NDOH). Standard treatment guidelines and 
essential medicines list for South Africa: Hospital level, adults 2019 edition 
[homepage on the Internet]. 2019 [cited 2024 Aug 12]. Available from: https://
knowledgehub.health.gov.za/system/files/elibdownloads/2023-04/Hospital%252
0Level%2520%2528Adult%2529%25202019_v2.0.pdf

16. Meya D, Rajasingham R, Nalintya E, Tenforde M, Jarvis JN. Preventing 
cryptococcosis – Shifting the paradigm in the era of highly active antiretroviral 
therapy. Curr Trop Med Rep. 2015;2(2):81–89. https://doi.org.10.1007/s40475-
015-0045-z

17. Jarvis JN, Harrison TS, Lawn SD, Meintjes G, Wood R, Cleary S. Cost effectiveness 
of cryptococcal antigen screening as a strategy to prevent HIV-associated 
cryptococcal meningitis in South Africa. PLoS One. 2013;8(7):e69288. https://doi.
org.10.1371/journal.pone.0069288

18. Micol R, Tajahmady A, Lortholary O, et al. Cost-effectiveness of primary 
prophylaxis of AIDS associated cryptococcosis in Cambodia. PLoS One. 
2010;5(11):e13856. https://doi.org.10.1371/journal.pone.0013856

19. Meya DB, Manabe YC, Castelnuovo B, et al. Cost-effectiveness of serum 
cryptococcal antigen screening to prevent deaths among HIV-infected 
persons with a CD4+ cell count≤ 100 cells/μ L who start HIV therapy in 
resource-limited settings. Clin Infect Dis. 2010;51(4):448–455. https://doi.
org.10.1086/655143

20. Smith RM, Nguyen TA, Ha HTT, et al. Prevalence of cryptococcal antigenemia and 
cost-effectiveness of a cryptococcal antigen screening program–Vietnam. PLoS 
one. 2013;8(4):e62213. https://doi.org.10.1371/journal.pone.0062213

21. Tenforde MW, Muthoga C, Ponatshego P, et al. Cost-effectiveness of cryptococcal 
antigen screening at CD4 counts of 101–200 cells/µL in Botswana. Wellcome 
Open Res. 2021;6:55. https://doi.org.10.12688/wellcomeopenres.16624.2

22. Cassim N, Coetzee L-M, Da Silva MP, Glencross DK, Stevens WS. Economic impact 
of extending reflexed cryptococcal antigenaemia CD4 threshold in South Africa. 
South Afr J HIV Med. 2024;25(1):1621. https://doi.org.10.4102/sajhivmed.
v25i1.1621

23. Western Cape Government. Circular H112/2022: Amended threshold for reflex 
laboratory-based cryptococcal antigen screening for HIV positive patients from 
CD4 <100 cells/µl to CD4 ≤200 cells/µl [homepage on the Internet]. Cape Town: 
Western Cape Government; 2022 [cited 2024 Aug 27] Available from: https://
www.westerncape.gov.za/assets/departments/health/COVID-19/wcgh_circular_
h112_of_2022_-_amended_criteria_for_reflex_crag_in_hiv_ve_patients.pdf

24. Municipal Demarcation Board (MDB). MDB local municipal boundary 2018 
[homepage on the Internet]. 2018 [cited 2023 Aug 28]. Available from: https://
dataportal-mdb-sa.opendata.arcgis.com/maps/27bbdd5b041b4ba6b5707dfed5
aa3923

25. Boulle A, Heekes A, Tiffin N, et al. Data centre profile: The Provincial Health Data 
Centre of the Western Cape Province, South Africa. Int J Popul Data Sci. 
2019;4(2):1143. https://doi.org.10.23889/ijpds.v4i2.1143

26. National Department of Health (NDOH). ART clinical guidelines for the 
management of HIV in adults, pregnancy, adolescents, children, infants 
and neonates [homepage on the Internet]. 2019 [cited 2022 Feb 15]. 
Available from: https://www.knowledgehub.org.za/system/files/elibdownloads/ 
2020-05/2019%20ART%20Guideline%2028042020%20pdf.pdf

http://www.sajhivmed.org.za�
https://doi.org.10.1371/journal.pone.0158986�
https://doi.org.10.1371/journal.pone.0158986�
https://doi.org.10.1097/qai.0000000000000976�
https://doi.org.10.1016/s0140-6736(15)60164-7�
https://doi.org.10.1016/s0140-6736(15)60164-7�
https://iris.who.int/bitstream/handle/10665/357088/9789240052178-eng.pdf?sequence=1�
https://iris.who.int/bitstream/handle/10665/357088/9789240052178-eng.pdf?sequence=1�
https://www.kznhealth.gov.za/pharmacy/PHC-STG-2020.pdf�
https://www.kznhealth.gov.za/pharmacy/PHC-STG-2020.pdf�
https://knowledgehub.health.gov.za/system/files/elibdownloads/2023-04/Hospital%2520Level%2520%2528Adult%2529%25202019_v2.0.pdf�
https://knowledgehub.health.gov.za/system/files/elibdownloads/2023-04/Hospital%2520Level%2520%2528Adult%2529%25202019_v2.0.pdf�
https://knowledgehub.health.gov.za/system/files/elibdownloads/2023-04/Hospital%2520Level%2520%2528Adult%2529%25202019_v2.0.pdf�
https://doi.org.10.1007/s40475-015-0045-z�
https://doi.org.10.1007/s40475-015-0045-z�
https://doi.org.10.1371/journal.pone.0069288�
https://doi.org.10.1371/journal.pone.0069288�
https://doi.org.10.1371/journal.pone.0013856�
https://doi.org.10.1086/655143�
https://doi.org.10.1086/655143�
https://doi.org.10.1371/journal.pone.0062213�
https://doi.org.10.12688/wellcomeopenres.16624.2�
https://doi.org.10.4102/sajhivmed.v25i1.1621�
https://doi.org.10.4102/sajhivmed.v25i1.1621�
https://www.westerncape.gov.za/assets/departments/health/COVID-19/wcgh_circular_h112_of_2022_-_amended_criteria_for_reflex_crag_in_hiv_ve_patients.pdf�
https://www.westerncape.gov.za/assets/departments/health/COVID-19/wcgh_circular_h112_of_2022_-_amended_criteria_for_reflex_crag_in_hiv_ve_patients.pdf�
https://www.westerncape.gov.za/assets/departments/health/COVID-19/wcgh_circular_h112_of_2022_-_amended_criteria_for_reflex_crag_in_hiv_ve_patients.pdf�
https://dataportal-mdb-sa.opendata.arcgis.com/maps/27bbdd5b041b4ba6b5707dfed5aa3923�
https://dataportal-mdb-sa.opendata.arcgis.com/maps/27bbdd5b041b4ba6b5707dfed5aa3923�
https://dataportal-mdb-sa.opendata.arcgis.com/maps/27bbdd5b041b4ba6b5707dfed5aa3923�
https://doi.org.10.23889/ijpds.v4i2.1143�
https://www.knowledgehub.org.za/system/files/elibdownloads/2020-05/2019%20ART%20Guideline%2028042020%20pdf.pdf�
https://www.knowledgehub.org.za/system/files/elibdownloads/2020-05/2019%20ART%20Guideline%2028042020%20pdf.pdf�

	Reflexed cryptococcal antigenaemia detection rates in the Western Cape, South Africa
	Introduction
	Objectives

	Research methods and design
	Context
	Study design
	Data preparation
	Statistical analysis
	Ethical considerations

	Results
	Overall cryptococcal antigen detection rate
	Health district cryptococcal antigen detection rate
	Health sub-district cryptococcal antigen detection rate

	Discussion
	Limitations

	Conclusion
	Acknowledgements
	Competing interests
	Authors’ contributions
	Funding information
	Data availability
	Disclaimer

	References
	Figure
	FIGURE 1: Reflexed cryptococcal antigenaemia (CrAg) detection rate by sub-district for a CD4 count (a) < 100  cells/μL, (b) ≥ 100  cells/μL – ≤ 200  cells/μL, and (c) ≤ 200  cells/μL in the Western Cape between September 2022 and May 2024.

	Tables
	TABLE 1: Reflexed cryptococcal antigenaemia (CrAg) detection rate for various CD4 categories for a count of ≤ 200 cells/µL in the Western Cape between September 2022 and May 2024.
	TABLE 2: Reflexed cryptococcal antigenaemia (CrAg) detection rate at the health district level for various CD4 categories for a count < 100  cells/μL, ≥ 100  cells/μL – ≤ 200  cells/μL, and ≤ 200  cells/μL in the Western Cape between September 2022 and May 2024.



