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Paediatricians View



Status of Adolescent Guidelines
WHO Consolidated Guidelines - 2013 



Status of Adolescent Guidelines
South Africa 2013

• Short version – ART Guidelines 2013 - In between adult 
and paediatric guidelines - inconsistencies / regimens 
poorly defined

• Full version of the guideline – not released – included 
into the STG – EDL – Paediatric Hospital Edition 2013

• Plan for a consolidated guideline for 2015 – including 
management of paed/adolescent/adults and pregnant 
patient in one guideline.



Definitions

• Children (Law) - below the age of 18 years, 
unless, under the law applicable to the child, 
majority is attained earlier.

• Adolescents - aged 10–19 years.
– Early Adolescents – ≥ 10 – < 14 years

– Late Adolescents – ≥ 15 – 19 years

• Young people - aged 10–24 years.



• Legal Issues
– Age of consent for HIV testing
– Age of consent for medical treatment

– Age of consent for medical proceedures
/operations

– Age of sexual consent

• Health Care systems issues
– Most Paediatric services – cut-off is 12 yrs
– Most centers have no dedicated Adolescent wards

12 years

16 years

18 years 



When to start ART
WHO 2013 SA Guideline 2013

CD4 count ≤ 500 cell/mm3 
As a priority start individuals with severe 
disease (WHO stage 3 and 4 or CD4 ≤ 350 
cell/mm3

CD4 count ≤ 350 cell/mm3* irrespective of 
clinical staging

Initiate regardless:
Active TB disease
HBV Co-infection with severe chronic liver 
disease
Pregnant and breastfeeding women with 
HIV
HIV-positive individual in sero-discordant 
partnership

Initiate regardless:
All types of TB
WHO stage 3 or 4 disease irrespective of 
CD4 count

*To change to ≤ 500 cells/mm3 from 1 
january 2013



Paediatric or Adult WHO Staging 
Criteria

• Paediatric WHO staging - <15yrs

• Adult WHO staging - > 15yrs





What to start
WHO Guidelines 2013



What to start – SA Guidelines

Age Regimen

NON-PREGNANT ≥ 15 yrs and ≥ 40 kg TDF / FTC / EFV (FDCtee)

< 15 yrs or < 40 kg ABC / 3TC / EFV

PREGNANT ≥ 12 yrs and ≥ 40 kgs TDF / FTC / EFV (FDCtee)

< 12 yrs or < 40 kgs ABC / 3TC / EFV



Available TDF Formulations in SA

Viread Package insert



Estimating Glomerular Filtration rate in 
adolescent patients

De Souza VC, Rabilloud M, Cochat P, Selistre L, et al. (2012) Schwartz Formula: Is One k-Coefficient Adequate for All Children?. PLoS ONE 7(12): 
e53439. doi:10.1371/journal.pone.0053439
http://www.plosone.org/article/info:doi/10.1371/journal.pone.0053439

http://www.plosone.org/article/info:doi/10.1371/journal.pone.0053439


Counahan-Barrat Formula

(Height (cm) x 40) / Serum Creatinine (umol/L)

Slightly over cautious - < 80 – refer for 
assessment



Issues of Bone Mineral Density

• As yet true effect remains unresolved – adolescence is 
associated with rapid bone deposition.

• Viread Study 352 (2yrs-12yrs) Total body BMD gain was 
less in the TDF arm compared to the AZT or D4T group.

• Viread Study 321 (12yrs-18yrs) Mean rate of BMD gain 
was less at 48wks in TDF arm compared to placebo 
arm.

• In both trials – skeletal growth unaffected but markers 
of bone turnover  .

• Effects were more prominent in pre-pubescent 
adolescents (tanner stage 1-2)





Tanner stage and HIV infected Children

• Children with HIV infection have delays both in 
the age of onset of puberty and in their 
progression through the pubertal stages.

• The median delay in pubertal onset is 2 years for 
girls and 1 year for boys. 

• Entry into the late pubertal stages is delayed by 
about 2.5 years in girls and 1.5 years in boys.

• Children with increased immune system 
dysfunction tend to have the most substantial 
delays in pubertal development. 



EFV Dosage 

• Appropriate dose for patient

• >40kg – 600mg

• < 40kg 

Weight range Dosage

32.5 – 40 kg 400mg

25 – 32.5 kg 350mg

20 – 25 kg 300 mg



When to simplify 



Transition from Paediatric ART regimens to 
Adolescent/Adult Regimens

Adolescents with an undetectable Viral load (< 
50 copies/ml) and no side-effects on ABC + 3TC 
+ EFV, can remain on the same regimen until the 
patient becomes eligible for the Fixed Drug 
Combination (FDC) – (TDF + FTC + EFV) at 15 
years and > 40kg. 



Adolescent 15 
years and >40kg

Viral Load 
undetectable 

(within 8 weeks)

Do Cr CL and 
urine dipstix

Cr Cl >80 and No 
Proteinuria

Start FDC



What doses to use?

• > 40kg – FDC(TEE) 1 tablet daily

• < 40 kg 



Paediatric or Adult treatment formulas



• > 25 kg – 40 kg

• ABC/3TC (600mg/300mg) 1 tablet daily

• EFV – 400mg daily (2 x 200mg tablets)



When to switch



When to Transition to Adult Services

• Transition should be based on the maturity, 
developmental readiness and responsibility of the 
young person rather than chronological age.   

• The aims of transition include increasing resilience and 
reducing risk taking behaviour including non-
adherence, substance abuse and risky sexual behavior 
for young people, whilst offering an opportunity to 
increase autonomy, knowledge and life skills, linkages 
within the community and promote retention in 
treatment and care.



Summary of Treatment Guidelines

• Managed Transition from Paediatric –
Adolescent – Adult treatment service.

• Becoming simpler with harmonizing of the 
treatment guidelines across the age ranges.

• Not to forget that adolescents have unique 
needs related to maintaining adherence, 
mental health and SRH needs 



Key Populations – Are we doing 
enough?

• 4 Technical Brief for key populations:

– HIV and young transgendered people

– HIV and young men who have sex with men

– HIV and young people who sex sex

– HIV and young people who inject drugs

http://www.who.int/hiv/pub/guidelines/briefs_ykp_
2014.pdf


