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Abstract 

Background Adolescents with HIV (AWH) frequently exhibit impaired growth, which manifests as stunting and wast-
ing. We studied trajectories in leg-length (appendicular), sitting (axial), and standing height among AWH on antiretro-
viral therapy (ART), determining peak height velocity (PHV) and age at PHV (aPHV).

Methods Analyses used VITALITY trial data from Zimbabwe and Zambia (PACTR20200989766029), which recruited 
AWH (11-19 years) established on ART to determine whether vitamin  D3/calcium supplementation improves bone 
health. The study enrolled participants between January and December 2021. Weight-for-age and height-for-age 
z-scores (WAZ/HAZ) were calculated from 12-weekly anthropometry over 96 weeks. Height trajectory analyses used 
SuperImposition by Translation And Rotation (SITAR) methods adjusting for height, tempo (aPHV) and velocity. Linear 
associations between vitamin D/calcium supplementation, HIV-specific factors, WAZ, HAZ, and SITAR parameters were 
determined.

Results Overall, 842 participants (53·2% female; median age 15·5 [IQR:13·2-17·9] years), were taking ART for median 
9·8(IQR:6·3–12·3) years. Mean(SD) HAZ was 1·21(1·05) in females, -1·68(1·05) in males. Overall, 251(29·8%) AWH were 
stunted (HAZ < -2) and 253(30%) wasted (WAZ < -2). Standing, appendicular and axial aPHVs were: Female 13·4, 
13·3, 13·9 years; Males 15·3, 15·0, 15·8 years. Unsuppressed viral-load(VL) and delayed ART initiation (age > 4-years) 
were associated with later aPHV and shorter axial height in females. In all, unsuppressed VL had a more negative 
effect on aPHV for axial (Females: β = 0·39 years [95%CI:0·12,0·65]; Males: β = 0·45 [95%CI:0·10,0·80]) than appendicu-
lar growth (Females: β = 0.31 [95%CI 0·08,0·53]; Males: β = 0·2 [95%CI:-0·17,0·56]). Conversely, delayed ART initiation 
was more negatively related to aPHV for appendicular (Females: β = 0·25 [95% CI:0·08,0·43]; Males: β = 0·63 [95%CI:0·32, 
0·93] than axial growth (Females: β = 0·13 [95%CI:-0·08,0·34]; Males: β = 0·56 [95%CI:0·28,0·86]. Lower HAZ and WAZ 
were associated with lower height, later aPHV and lower PHV. At 48-week vitamin-D3/calcium supplementation had 
no effect on the growth pattern.

Conclusion Unsuppressed viral load and delayed ART-initiation predicted later aPHV. Stunting and wasting were 
associated with attenuated growth velocity and later aPHV. Adolescents with HIV experience persistent linear growth 
impairments, potentially persisting into adulthood.
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Trial registration (PACTR20200989766029||http:// www. pactr. org/); First registered on 03/09/2020.
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Introduction
In 2024, 2.38 [1.83-2.97] million young people (from 
birth to 19  years of age) were living with HIV world-
wide, with 60% residing in east and southern Africa [1]. 
The availability of antiretroviral therapy (ART) has dra-
matically improved life expectancy [2], such that children 
diagnosed with HIV, who would otherwise have died in 
early childhood, are now reaching adolescence and adult-
hood [3]. Although immediate ART is recommended to 
all children perinatally-infected with HIV, the coverage of 
ART is suboptimal with only 57% of children with HIV 
aged 0-14 years accessing ART [4].

Adolescence is an important period for skeletal growth, 
marked by rapid height gains (the ‘growth spurt’) with 
bones lengthening, widening, and laying down mineral 
until epiphyseal growth plates fuse. During this period, 
an estimated 15% of final adult stature is accrued encom-
passing both axial (spinal) and appendicular (long bone) 
growth [5]. However, the low calcium and vitamin D 
intakes observed in sub-Saharan Africa (SSA) can com-
promise bone growth [6], contributing to stunting, which 
is common among children living with HIV in the region, 
despite ART [7]. In addition to malnutrition affect-
ing up to 57% of children and adolescents in east and 
southern Africa [8], HIV-induced chronic inflammation 
and delayed ART initiation can contribute to impaired 
growth [5, 9].

Adolescence represents a potential window of oppor-
tunity for interventions to correct growth deficits [9]. 
Despite the clinical benefits of ART in promoting health 
and survival, the impact of ART on growth patterns 
during adolescence has been inconsistently reported. 
Growth parameters include size (an individual’s height 
in centimetres), peak height velocity (the rate of linear 
growth each year), and tempo (the age at peak height 
velocity [10]. While some studies suggest that early ART 
initiation may facilitate ‘catch-up growth’ [11], the rela-
tionship between age at ART initiation and age at peak 
height velocity remains unclear [12]. Furthermore, incon-
sistent associations between HIV viral load and growth 
patterns in individuals receiving ART have been reported 
[11, 13]. As such, understanding these potentially modi-
fiable HIV-specific factors and their relationships with 
parameters of growth, might help inform strategies to 
reduce growth deficits and improve bone health later in 
life. This study aimed to understand growth characteris-
tics [size, age at peak height velocity (tempo), and peak 
growth velocity] in adolescents living with HIV (AWH), 

and determine the associations between HIV-specific 
factors as well as vitamin D/calcium supplementation, 
with these growth characteristics.

Methods
Study design and participants
A pre-planned secondary analysis was conducted using 
data from The vitamin D for adolescents with HIV to 
reduce musculoskeletal morbidity and immunopathology 
(VITALITY) trial; Pan African Clinical Trials Registry 
PACTR20200989766029 [14]. This was a Phase III, indi-
vidually randomized, double-blind, placebo-controlled 
trial of high-dose vitamin D₃ (20,000  IU per week) and 
calcium carbonate (500  mg daily) versus placebo. The 
trial enrolled 842 adolescents aged 11-19 years living with 
HIV recruited from HIV public sector outpatient clin-
ics in Harare, Zimbabwe and Lusaka, Zambia, between 
January and December 2021. Those included had been 
perinatally infected with HIV and taking ART for at least 
six months. Exclusion criteria included: being acutely 
unwell, taking tuberculosis treatment, being pregnant 
or breastfeeding, or having a history of either thyrotoxi-
cosis, chronic renal disease, hypercalcemia, a phosphate 
metabolism disorder, or osteomalacia. Participants were 
followed up for 96 weeks and this analysis used all pro-
spectively collected longitudinal data.

Procedures
At baseline, a researcher-administered questionnaire, 
pre-programmed using Open Data Kit (ODK) on to elec-
tronic tablets, was used to collect socio-demographic 
characteristics (age, sex, and household assets reflecting 
socioeconomic status [SES]) and clinical data includ-
ing HIV history [age at ART initiation and current ART 
regimen]. Dietary calcium and vitamin D intakes were 
assessed using a dietary diversity questionnaire based 
on that of the Food and Agriculture Organization of the 
United Nations (FAO) questionnaire adapted to Zimba-
bwe and Zambia, and focussing on foods rich in calcium 
and vitamin D (legumes, dairy, eggs, meat/poultry, and 
fish) [15]. Using the FAO food composition tables, die-
tary vitamin D and calcium intakes were estimated based 
on frequency of consumption and portion size (Supple-
mentary Table  1) [16]. In this age group, the Institutes 
of Medicine (U.S.) recommended daily dietary reference 
intake for adequate calcium and vitamin D is 1300  mg 
and 15  μg respectively, with values < 150  mg and < 4  μg 
indicating very low consumption [17]. Tanner pubertal 
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staging and anthropometry measurements were assessed 
(by trained nurses) in boys using testicular volume 
(orchidometer) and in girls using breast development and 
menarche age, with pubic hair development evaluated in 
both sexes to classify each participant into one of five lev-
els of pubertal development [18, 19].

Anthropometry assessments
Participants underwent measurement of height (in cen-
timetres) and weight (in kilogrammes) barefoot and in 
light clothing, at 12 weekly intervals over two years. A 
wall-mounted Seca 222 stadiometer was used to meas-
ure height (Seca Mechanical Floor Scales Class III, Seca 
Precision for health, Hamburg, Germany). For standing 
height, the participant stood with both heels together 
with buttocks, and scapulae touching the vertical back-
board of the stadiometer. To measure sitting (axial) 
height, the participant sat straight on a standardized 
measurement stool with their back and buttocks touch-
ing the backboard of the stadiometer. Axial height was 
calculated as total sitting height minus stool height. 
Appendicular height (leg-length) was calculated by sub-
tracting axial height from standing height. These three 
height assessments [standing, axial, and appendicu-
lar height] were performed at each time point in tripli-
cate, recorded to the nearest 0.1 cm, with the median of 
the three measured used for analyses. Anthropometry 
z-scores were calculated using UK reference data, due 
to lack of local reference data [20]. Stunting and wast-
ing were classified as standing height and weight for age 
z-scores < −2 respectively.

Blood tests
At baseline, blood samples (5 ml) were collected in EDTA 
tubes from which HIV viral load testing was performed 
using the Qiagen rotor gene Q in Zambia and the Roche 
COBAS Ampliprep/COBAS Taqman48 in Zimbabwe. 
HIV viral load suppression was defined as a viral load < 60 
copies/mL. Baseline concentration for vitamin D metab-
olite [25-hydroxyvitamin; 25(OH)D] was analysed at the 
Bioanalytical Facility, University of East Anglia (Norwich, 
UK) using Liquid chromatography Tandem Mass Spec-
trometry (LC-MS/MS) [21].

Data analysis
Data were cleaned, checked and analysed using RStudio 
[22]. All quantitative variables were summarised using 
mean ± standard deviation (SD) if normally distributed, 
or otherwise as median with an interquartile range (IQR). 
Categorical variables were summarised as frequencies 
with percentages. Quintiles of SES were derived from a 
principal component analysis of participant-reported 
household assets.

The Super Imposition by Translation and Rotation 
(SITAR) method was used to model linear growth, meas-
ured by appendicular, axial, and standing height [23]. 
SITAR is a longitudinal regression model which uses 
a natural cubic spline to model a mean growth curve, 
together with three non-linear random effects which 
summarise individual departures from this curve. The 
random effects are measures of size (in centimetres) 
(higher values indicating being taller); tempo (in years) 
(higher and lower values indicating having older or 
younger than average age at peak height velocity (aPHV) 
respectively) and velocity (in centimetres/year) (higher 
values indicating a greater growth velocity). The SITAR 
mean velocity curve represents the first derivative of the 
mean growth curve showing changes in growth intensity 
by age. In addition, the mean peak height velocity (PHV) 
and aPHV were determined from the velocity curve as a 
point of maxima. Separate models were fitted for appen-
dicular, axial, and standing height; all height models were 
stratified by sex. Evaluation of model fit was performed 
by looking at the Bayesian Information Criterion (BIC), 
the percentage variance in the crude height measurement 
explained by the SITAR mean curve, and the residual SDs 
[23].

Individual level parameters of growth were determined 
from the predicted SITAR random effects for size, tempo, 
and velocity. Firstly, descriptive Pearson linear correla-
tion coefficients (r) between the growth parameters were 
determined. Secondly, the variations (SDs) in the SITAR 
random effects (growth parameters) were generated to 
quantify heterogeneity in growth between participants. 
Thirdly, associations between a priori variables measured 
at baseline and the three random SITAR growth param-
eters were evaluated in linear regression models. The 
univariate analyses each generated unconditional regres-
sion coefficients with 95% confidence intervals which are 
free of ‘table two fallacy’. A priori defined independent 
variables included socioeconomic status (SES), dietary 
calcium and vitamin D intakes, malnutrition indicators 
[baseline height for age (HAZ), weight for age (WAZ), 
and BMI for age (BMIZ) z-score], and, HIV-specific fac-
tors (age at ART initiation, tenofovir disoproxil fumarate 
(TDF)-containing ART regimen, and HIV viral load). In 
addition, the associations between the trial intervention 
(vitamin  D3 [20000 IU weekly dose] and calcium carbon-
ate [500-mg daily dose] supplemented for 48 weeks) and 
growth parameters were estimated.

In sensitivity analyses, all linear regression analy-
ses between a priori independent variables and SITAR 
growth parameters for height, tempo and velocity, and 
similarly between trial arm and these growth parameters, 
were repeated, stratified by country. In addition, anthro-
pometry z-scores derived from WHO reference values 
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were used as exposures to SITAR growth parameters for 
height, tempo and velocity.

To further determine whether growth deficits in the 
cohort persisted to the cessation of linear development, 
sequential HAZ measurements performed at 12 weekly 
intervals over 96 weeks were fitted with a natural cubic 
spline model (with five degrees of freedom) stratified by 
sex to determine HAZ trajectories by age.

Comparison of age at PHV and PHV were performed 
against three published studies to have previously used 
SITAR methods in Africa, among HIV-negative adoles-
cents, to determine pubertal delay and the strength of 
growth velocity in our study population (Supplementary 
Table 2).

Role of the funding source
The funder of the study had no role in study design, data 
collection, data analysis, data interpretation, or writing 
of the report, or in the decision to submit the paper for 
publication.

Results
The study population
The analyses describe 842 participants enrolled and fol-
lowed up for 96 weeks, during which a median of 6 (IQR: 
4-8) height assessments per participant were recorded. 
Of those enrolled, 745 (88.5%) participants had the maxi-
mum nine data points, with 97 censored [died (n = 5), lost 
to follow up (n = 39), and withdrawn (n = 53)] (Supple-
mentary Fig. 1 and Supplementary Table 3).

At baseline, the median age was 15.5 (IQR: 13.2–17.9) 
years; 53.2% (n = 448) were female and mean (SD) stand-
ing heights were 154.4  cm (SD = 12.7) and 151.6  cm 
(SD = 9.6) for males and females respectively. Stunting 
and wasting were more commonly seen in males (stunt-
ing 42.4% and wasting 37.6%) compared to females 
(stunting 19.2% and wasting 23.4%). Most participants 
were in Tanner stages IV (n = 207; 24.6%) and V (n = 261; 
31.1%), with a higher proportion of females (n = 170; 
38%) compared to males (n = 91; 23.2%) in Tanner stage 
V. Two thirds (n = 560) of participants reported eating 
dairy products either once or twice (n = 284; 33.7%) or 
less than once (n = 276; 32.6%) per week. Most partici-
pants were estimated to be consuming between 4–6 μg of 
dietary vitamin D (n = 496; 58.9%) and less than 150 mg 
(n = 639; 75.9%) of calcium daily. Three quarters of the 
AWH had 25(OH)D < 75  nmol/L. On average, partici-
pants had been initiated on ART at a median age of 5.5 
[IQR: 3.9–9.2] years, spending a median 65.1% [IQR: 
39.6–81.6] of their life being spent on ART such that a 
quarter (n = 241; 24.9%) of AWH started ART when they 
were younger than 3.9 years (Table 1). The median dura-
tion of ART use was 9.8 (IQR: 6.3–12.3) years and 81.7% 

(n = 688) were taking a TDF-containing ART regimen. 
Overall, at baseline, 164/839 (19.5%) had an HIV viral 
load ≥ 60 copies/mL.

Modelling growth using SITAR 
For all height regions, mean SITAR growth curves pla-
teaued at greater heights in males compared to females 
(Fig. 1). For the three mean SITAR curves, at least 98.2% 
and 99.0% of the variance in the crude individual height 
curves were explained by the SITAR models for males 
and females respectively, indicating a good model fit.

Standing height
The mean age at which peak standing height velocity was 
reached was 13.4 (SD = 1.2) and 15.3 (SD = 1.4) years for 
females and males respectively, with a mean difference 
between sexes of 1.9 [95% CI: 1.7–2.1] years (Table 2). The 
corresponding peak standing height velocities were 5.5 
(SD = 0.43) and 7.6 (SD = 0.53) cm/year for females and 
males. The SITAR standing height parameters showed 
positive correlations between size and tempo, which were 
stronger in females (r = 0.34) than males (r = 0.22), sug-
gesting AWH who were older at PHV (increased tempo) 
were likely to be taller. Negative correlations between 
velocity and size [females: −0.56; males: −0.09] provide 
evidence that taller standing height was correlated with 
lower standing height velocity (taller AWH grew more 
slowly). Further negative correlations between tempo and 
velocity [females: −0.07; males: −0.21] provide evidence 
that older age at peak standing height velocity is associ-
ated with lower standing height velocity in both sexes 
(AWH with a later age at peak height velocity than the 
average grew more slowly).

Comparatively, SITAR derived estimates for peak 
standing height velocity (age at peak standing height 
velocity) from rural and urban South Africa ranged from 
11.4–12.4 years (6.7 −7.7 cm/year) and 13.5 −14.9 years 
(8.7—9.1  cm/year) for females and males respectively 
(Supplementary Table 2).

Appendicular height
SITAR adjusted mean growth and velocity curves for 
appendicular height determined age at peak appendicu-
lar velocity as 13.3 (SD = 1.1) and 15.0 (SD = 1.7) years in 
females and males respectively; mean between sex differ-
ence 1.7 [95% CI: 1.5–1.9] years. The peak appendicular 
height velocity was 4.1 (SD = 0.72) and 4.5 (SD = 0.33) 
cm/year in females and males respectively (Table  2). In 
both males and females, correlations showed older age 
at peak appendicular height (increased tempo) was asso-
ciated with lower appendicular height velocity [female: 
−0.53; male: −0.42]. Additionally, a taller appendicu-
lar height (size) was correlated with lower appendicular 



Page 5 of 12Madanhire et al. BMC Infectious Diseases          (2025) 25:269  

Table 1 Descriptives of baseline socio-demographic, growth and HIV characteristics stratified by sex

a Percentage life on ART reflects the number of years lived since ART initiation expressed as a percentage of current age, SD Standard deviation, IQR Interquartile 
range, μg micrograms, mg milligrams, 25(OH)D 25-hydroxyvitamin D, BMI Body mass index, ART  Antiretroviral therapy, TDF Tenofovir disoproxil fumarate

Total (n = 842) Male (n = 394) Female (n = 448)

Socio-demographic characteristics
 Age, median (IQR) 15.5 (13.2–17.9) 15.7 (13.3–17.9) 15.3 (13.1–17.7)

 Currently enrolled in school, n (%) 713 (84.7) 326 (82.7) 387 (86.4)

Socio-Economic Status quintiles, n (%)

  Q1 (low) 170 (20.2) 89 (22.6) 81 (18.1)

  Q2 167 (19.8) 76 (19.3) 91 (20.3)

  Q3 175 (20.8) 70 (17.8) 105 (23.4)

  Q4 162 (19.2) 82 (20.8) 80 (17.9)

  Q5 (high) 168 (19.9) 77 (19.5) 91 (20.3)

Dairy consumption, n (%)

 Never 100 (11.9) 51 (12.9) 49 (10.9)

 < 1/week 276 (32.8) 133 (33.8) 143 (31.9)

 1–2 times/week 284 (33.7) 136 (34.6) 148 (33.0)

 3–5 times/week 92 (10.9) 36 (9.1) 56 (12.5)

 Almost every day 90 (10.7) 38 (9.6) 52 (11.6)

Daily dietary vitamin D intake (μg), n (%)

 < 4 173 (20.6) 86 (21.8) 87 (19.4)

 4- < 6 496 (58.9) 228 (57.9) 268 (59.8)

 6- < 8 161 (19.1) 75 (19.0) 86 (19.2)

 8 + 12 (1.4) 5 (1.3) 7 (1.6)

Daily dietary calcium intake (mg), n (%)

 < 150 639 (75.9) 305 (77.4) 334 (74.6)

 150–299 129 (15.3) 57 (14.5) 72 (16.1)

 300 + 74 (8.8) 32 (8.1) 42 (9.4)

Tanner stage, n (%)

 I 77 (9.2) 34 (8.7) 43 (9.6)

 II 129 (15.4) 84 (21.4) 45 (10.1)

 III 166 (19.8) 90 (22.9) 76 (17.0)

 IV 207 (24.6) 94 (23.9) 113 (25.3)

 V 261 (31.1) 91 (23.2) 170 (38.0)

 25(OH)D < 75 nmol/L, n (%) 637 (75.6) 283 (71.8) 354 (79.0)

Growth characteristics
 Standing height (cm), mean (SD) 152.8 (11.2) 154.4 (12.7) 151.6 (9.6)

 Axial height (cm), mean (SD) 78.6 (5.7) 78.7 (6.4) 78.4 (5.0)

 Appendicular height (cm), mean (SD) 74.3 (6.4) 75.9 (7.1) 73.0 (5.4)

 Height for age z-score, mean (SD) −1.43 (1.08) −1.68 (1.05) −1.21 (1.05)

 Weight for age z-score, mean (SD) −1.42 (1.22) −1.90 (1.10) −1.01 (1.17)

 Height for age z-score < −2, n (%) 251 (29.8) 147 (37.3) 104 (23.2)

 Weight for age z-score < −2, n (%) 253 (30.0) 167 (42.4) 86 (19.2)

 BMI for age z-score < −2, n (%) 105/838 (12.5) 75/392 (19.1) 30/446 (6.7)

HIV clinical characteristics
 Age at ART initiation (years), median (IQR) 5.5 (4.9–9.2) 5.2 [4.8–8.5] 5.7 [4.9–9.6]

 Starting ART at age > 4 years (lower quartile), n (%) 210 (24.9) 101 (25.6) 109 (24.3)

 Percentage life on ART a, median (IQR) 65.1 (39.6–81.6) 66.9 (43.9–82.4) 63.3 (36.0–80.9)

 ART duration, median (IQR) 9.8 (6.3–12.3) 10.2 (6.6–12.5) 9.2 (5.7–12.0)

 Current TDF-containing ART regimen, n (%) 688 (81.7) 320 (81.2) 368 (82.1)

 Viral load (≥ 60 copies/ml), n (%) [n = 839] 165 (19.6) 84 (21.3) 81 (18.1)
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Fig. 1 Axial, appendicular and standing height SITAR growth curves by sex, fitted with the mean SITAR curve. Legend: Crude individual growth 
curves (in grey) for axial (top row), appendicular (middle row), and standing heights (bottom row) fitted with the mean SITAR growth curve (dashed 
black lines) for female (left) and males (right)



Page 7 of 12Madanhire et al. BMC Infectious Diseases          (2025) 25:269  

height velocity [females: −0.58; males: −0.46], and an 
older age at peak appendicular height [females: 0.52; 
males: 0.49].

Axial height
SITAR adjusted mean and velocity curves for axial height 
determined age at peak axial height was 13.9 (SD = 1.4) 
and 15.8 (SD = 1.6) years in females and males respec-
tively; mean difference: 1.9 [95% CI: 1.7–2.1] years 
(Fig.  2 and Table  2). Peak axial height velocity was 3.5 
(SD = 0.63) and 4.5 (SD = 0.32) cm/year in females and 
males respectively. In both sexes, correlations showed 
that being taller axially (size) was associated with (i) 
older age at peak axial height (increased tempo) [female 
0.50; male 0.33  years] and (ii) lower axial height veloc-
ity [female −0.44; male: −0.42 cm/year]. Among females, 
older age at peak axial height was associated with lower 
axial height velocity [correlation: -0.19] whilst the oppo-
site, albeit weakly was seen in males [correlation: 0.08].

Associations between anthropometry z-scores, 
socio-economic, diet and HIV characteristics and SITAR 
growth parameters
Size (centimetres)
In both female and male AWH, higher baseline HAZ and 
WAZ were each associated with greater standing, axial, 
and appendicular height (Fig.  3). Furthermore, greater 
baseline BMIZ was associated with: (i) increased axial 
height in both males [β: 0.66 cm, 95%CI: 0.29, 1.04] and 

females [β:1.18  cm, 95%CI: 0.80, 1.56], and (ii) standing 
height in females [β:1.21  cm, 95%CI: 0.58, 1.85]. Use of 
TDF at baseline was positively associated with standing 
height among females [β: 2.01 cm, 95%CI: 0.28, 3.73]; this 
association was also observed for standing, appendicu-
lar, and axial height in males. Greater dietary vitamin D 
intake showed a positive association with standing [β: 
1.41  cm, 95%CI: 0.42, 2.41] and appendicular height [β: 
0.94 cm, 95%CI: 0.23, 1.65] among females, and axial size 
[β: 0.78 cm, 95%CI: 0.23, 1.32] in males. Greater dietary 
calcium intake was weakly associated with greater stand-
ing height in females, but lower standing height in males.

Tempo (years): age at peak height velocity
Higher baseline HAZ and WAZ were associated with 
negative tempo (i.e., younger aPHV and earlier puber-
tal timing) for standing and axial height in both females 
and males (Fig.  3). For example, in males, greater HAZ 
was associated with an earlier axial tempo, −0.65 [95%CI: 
−0.77, −0.53], suggesting an SD increase in baseline HAZ 
results in peak axial velocity occurring 7.8  months ear-
lier than on average in AWH. Sex-based differences in 
the association between baseline HAZ and appendicu-
lar tempo were seen. In males, each SD increase in HAZ 
was associated with younger age at peak appendicular 
velocity, by on average 3.2 months earlier than the mean 
(−0.27 [95%CI: −0.41, −0.13]). By contrast in females, 
each SD increase in baseline HAZ was associated with 
older age at peak appendicular velocity, by on average 

Table 2 SITAR models summary statistics and random-effects correlations for axial, appendicular and standing height, stratified by sex

Percentage of variance explained in the SITAR adjusted curves for females and males, SD Standard deviation. Model residual SD reflects the standard deviation of the 
model prediction error terms (unexplained variance), such that a higher percentage of variance explained implies a lower model residual SD. Correlations between 
growth parameters were estimated using the Pearson correlation coefficient

Females Males

Axial height Appendicular 
height

Standing height Axial height Appendicular 
height

Standing height

Mean growth parameters
 Tempo, i.e., Age at peak height velocity (years) 13.9 13.3 13.4 15.8 15.0 15.3

 Velocity, i.e., Peak height velocity (cm/year) 3.5 4.1 5.5 4.5 4.5 7.6

SITAR model summary statistics
 SITAR curve degrees of freedom 3 3 4 3 3 4

 Percentage of variance explained (%) 99 99.6 99.5 98.2 99.5 99.3

 Model residuals SD (cm) 0.51 0.32 0.40 0.56 0.37 0.48

Correlations between growth parameters (r)
 Size-Tempo 0.50 0.52 0.34 0.33 0.49 0.22

 Size-Velocity −0.44 −0.58 −0.56 −0.42 −0.46 −0.09

 Tempo-Velocity −0.19 −0.53 −0.07 0.08 −0.42 −0.21

Variance
 Size SD (cm) 4.0 4.9 7.2 3.9 5.3 8.3

 Tempo SD (years) 1.4 1.1 1.2 1.6 1.7 1.4

 Velocity SD (proportion) 0.63 0.72 0.43 0.32 0.33 0.53
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2.3 months later than the mean (0.19 [95%CI: 0.12, 0.27]). 
Among males, greater baseline BMIZ was associated with 
earlier age at peak height velocity for standing (−0.42 
[95%CI: −0.53, −0.30], axial [−0.31 [95%CI: −0.45, −0.16] 
and appendicular height [−0.30 [95%CI: −0.45, −0.15]).

Participants who had delayed ART initiation until after 
four years of age were likely to have delayed tempo, par-
ticularly for appendicular height in both females [β: 0.25; 
95%CI: 0.08, 0.43] and males [β: 0.63, 95%CI 0.32, 0.93], 
translating to a delay in age at peak appendicular height 

velocity of three and seven months respectively. A simi-
lar pattern was observed in females with those who had 
spent < 67% of their life on ART (67% being the median 
in males and females) having axial and standing height 
tempo delayed by on average 2.6 [β: 0.22; 95%CI: 0.06, 
0.39] and 1.7 [β: 0.14; 95%CI: 0.02, 0.26] months respec-
tively. In addition, unsuppressed viral load was associated 
with delayed axial height tempo in both sexes [Females: 
0.39; 95%CI: 0.12, 0.65.; Males: 0.45; 95%CI: 0.10, 0.80], 
corresponding to a delayed tempo of 4.7 and 5.4 months 

Fig. 2 Mean and velocity curves for axial, appendicular and standing height for females and males. Legend: The top and bottom rows are showing 
mean and velocity curves respectively for standing (black), appendicular (purple) and axial (yellow) height
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in females and males respectively, relative to those virally 
suppressed.

Velocity (cm/year): peak height velocity (cm/year)
Higher baseline HAZ and WAZ were inversely asso-
ciated with velocity most notably for standing height, 
with a much stronger relationship in females than 
males. For example, in females, the univariable asso-
ciation between baseline HAZ and standing height 
velocity was −0.33 [95%CI: −0.37, −0.28], indicat-
ing a reduction in standing height velocity (i.e., slower 
growth) for each SD gain in baseline HAZ. Females 
who had been on ART for < 67% of their life were likely 
to have lower appendicular velocity [β: −0.17, 95%CI: 
−0.31, −0.03] compared to those above the median. 
In addition, unsuppressed viral load was associated 
with lower standing height velocity in both females 
[β: −0.18, 95%CI: −0.33, −0.02] and males [β: −0.18; 
95%CI: −0.32, −0.05]. Lower axial height velocity [β: 

−0.23, 95%CI: −0.39, −0.07] was also noted in females 
with unsuppressed viral loads when compared to those 
virally suppressed.

No association were observed between trial arm and 
any of the SITAR growth parameters (Supplementary 
Table  4). Furthermore, HAZ trajectories over 96  weeks, 
stratified by sex, showed persistent negative estimates 
with age, particularly after the age of 19 in both sexes 
(Supplementary Fig.  2). In addition, no association was 
observed between baseline vitamin D status [25(OH)
D < 75  nmol/L and SITAR growth parameters (Sup-
plementary Fig.  3). The sensitivity analyses showed no 
country differences in the associations between a pri-
ori exposures and SITAR growth parameters (data not 
shown). Moreso, use of WHO growth reference values 
showed consistent prevalence of stunting (n = 231; 27.4%) 
and wasting (n = 251; 30.2%), as well as consistent asso-
ciations between anthropometry z-scores and SITAR 
growth parameters (Supplementary Fig. 4).

Fig. 3 Univariable linear regression models [β (95% CI)] for the association between demographic and anthropometry z-scores and SITAR growth 
parameters [size, timing of puberty (tempo) and velocity] showing a beta [95% CI] effect size. Legend: A forest plot showing univariate linear 
associations between dietary intake, socioeconomic status, HIV factors and malnutrition indicators with SITAR growth parameters [size (left), tempo 
(middle) and velocity (right) for appendicular (green), axial (orange) and standing (purple) heights. SES: Socioeconomic status; TDF; Tenofovir 
disoproxil fumarate; ART: Antiretroviral therapy; BMI: Body mass index; SD: Standard deviation
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Discussion
This study is the first to use SITAR growth modelling 
to understand appendicular, axial, and standing heights 
in an African adolescent population living with HIV 
through to the cessation of linear growth. Our findings 
demonstrate prolonged growth periods and persistent 
growth impairments resulting in deficits that appear to 
carry through into adulthood. Age at peak height veloc-
ity occurred relatively late with lower velocity in appen-
dicular, axial, and standing heights among AWH. Our 
findings identify novel observations that adolescents with 
an unsuppressed viral load, those delayed when initiating 
ART, and those who spent a smaller proportion of life on 
ART (whilst living with HIV), were more likely to experi-
ence pubertal delay and slower growth (i.e., less intense 
peaks in velocity). The negative effect of an unsuppressed 
viral load was more pronounced on axial than appendic-
ular growth whereas, initiating ART at an older age and 
spending a smaller proportion of life on ART appeared 
more detrimental to appendicular growth. Whilst greater 
dietary vitamin D intake was associated with taller size/ 
stature, the randomised controlled trial showed that a 
single year of vitamin D and calcium supplementation 
during adolescence was insufficient to recover impair-
ments in linear growth.

Our novel findings show that adolescents followed 
up through to cessation of linear growth, who (i) start 
ART at a later age, and (ii) who have unsuppressed viral 
loads were more likely to have delayed aPHV and expe-
rience less intense growth. Consistent with other studies 
[4], we further identified delayed aPHV and lower PHV 
among AWH for all skeletal regions when compared to 
published reports in HIV negative adolescents [24]. The 
potential reasons for growth failure among AWH are 
multifactorial including chronic inflammation, oppor-
tunistic infections, gastrointestinal illness, and nutrient 
malabsorption. The Collaborative Initiative for Paediatric 
HIV Education and Research (CIPHER) cohort, which 
includes participants with a median age of eight years at 
baseline, also reported that lower HAZ and BMIZ were 
associated with delayed aPHV among females and less 
intense PHV [5]. Our findings extend these results, show-
ing that these relationships are sustained through from 
childhood and into adolescence. This means that AWH 
experience persistent growth impairments until cessation 
of linear growth resulting in deficits that will carry into 
adulthood and later life [25].

The current study further identified a positive asso-
ciation between dietary vitamin D intake and higher 
overall stature as reported in other studies [26]. How-
ever, the 48-week randomized controlled trial showed 
that a single year of supplementation during adoles-
cence is insufficient to recover impairments in linear 

growth. These paradoxical findings may be explained by 
the dietary vitamin D questionnaire inadvertently cap-
turing overall nutritional status, including protein-rich 
foods, with those who reported higher vitamin D intakes 
being healthier and less stunted/wasted. Furthermore, 
the observational analyses may have been confounded 
by social deprivation, closely linked to dietary patterns, 
whereas the trial was randomised [27]. In addition, the 
study observed sex dimorphism in the weak associations 
between calcium intake and height, as previously high-
lighted in other studies [28], partly explained by sex-spe-
cific changes in timing of puberty.

During growth, appendicular precedes axial develop-
ment [29]. Whilst unsuppressed viral load had a more 
pronounced negative effect on axial than appendicular 
height, later initiation of ART and more lifetime lived 
with HIV and not exposed to ART appeared more det-
rimental to appendicular growth. As such, it is possi-
ble that delay in ART initiation among children, with a 
reported median age at ART initiation of six years (com-
parable to estimates across sub-Saharan Africa) [4], con-
curs with the temporal sequencing of growth. Impaired 
appendicular growth, may be explained by hepatic resist-
ance to growth hormone or growth hormone deficiency, 
which is commonly seen in AWH [30], and to which the 
epiphyseal plates of the appendicular skeleton are sensi-
tive. Alternatively, the axial skeleton contains predomi-
nantly trabecular bone, which may be more vulnerable 
to viral replication and chronic inflammation increasing 
bone turnover and impairing growth [31].

Study strengths include a large sample size from two 
settings covering a wide age-range, with older par-
ticipants followed up until cessation of linear growth. 
Assessment of nutrition indicators and HIV specific fac-
tors allowed nuanced understanding of their effects on 
SITAR growth parameters. Nonetheless, lack of local 
anthropometric reference data meant the need to use UK 
data to determine undernutrition, [20] possibly resulting 
in misclassification. While dietary data were collected 
using a standardised tool, food portions and frequency 
food items are often poorly recalled leading to inaccu-
racies in determining dietary vitamin D intake. In addi-
tion, data were not captured on ART regimen changes, 
preventing assessment of effects on growth outcomes. 
Moreso, measurement of growth hormone and markers 
of inflammation, which were not collected in the trial, 
could have provided additional insights into mechanisms 
underlying growth patterns in AWH. The study lacked 
comparator data from HIV negative adolescents which 
could have allowed for local comparison of PHV and age 
at PHV.
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In conclusion, this is the first study to highlight, in 
adolescents resident in east and southern Africa, the 
intricate interplay between HIV and its treatment, 
anthropometric indicators, dietary factors and linear 
growth. We observed delayed ART initiation, spend-
ing a smaller proportion of life on ART and having an 
unsuppressed viral load were associated with delayed 
aPHV for appendicular, axial, and standing heights. The 
study further identified that HIV infection and its treat-
ment negatively affected the appendicular and axial 
regions differently. We confirmed low HAZ, WAZ, and 
BMIZ were associated with delayed puberty and lower 
peak growth velocity highlighting the importance of 
nutrition in growth of AWH. While in observational 
data higher dietary vitamin D intake was associated 
with increased stature, in trial data calcium and vita-
min D supplementation did change growth param-
eters, suggesting dietary vitamin D intake may reflect 
a proxy measure for overall nutrition, and/or a single 
year of supplementation during adolescence is insuf-
ficient to recover linear growth. Taken together these 
findings highlight the need for holistic care approaches 
to address ART initiation, viral suppression and nutri-
tional status to improve growth outcomes in AWH, to 
prevent growth deficits persisting into adulthood.

Abbreviations
25(OH)D  25-hydroxyvitamin-D
aPHV  Age at peak height velocity
ART   Antiretroviral therapy
AWH  Adolescence living with HIV
BMIZ  Body mass index z-score
BIC  Bayesian Information Criterion
DEQAS  Vitamin D external quality assessment
EDTA  Ethylenediaminetetraacetic acid
FAO  Food and Agriculture Organization of the United Nations
HAZ  Height for age z-score
HCHEC  Harare Central Hospital Ethics committee
HIV  Human immunodeficiency virus
IOM  Institute of Medicine
IQR  Interquartile range
LC-MS/MS  Liquid chromatography Tandem Mass Spectrometry
PHV  Peak height velocity
SD  Standard deviation
SITAR   SuperImposition by Translation And Rotation
SES  Socio economic status
TDF  Tenofovir disoproxil fumarate
VITALITY  Vitamin D for adolescents with HIV to reduce musculoskeletal 

morbidity and immunopathology
VL  Viral load
WAZ  Weight for age z-score

Supplementary Information
The online version contains supplementary material available at https:// doi. 
org/ 10. 1186/ s12879- 025- 10669-0.

Supplementary Material 1.

Supplementary Material 2.

Acknowledgements
We are thankful to the VITALITY study participants for their participation 
despite the COVID-19 induced travel restrictions.

Clinical trial
The VITALITY trial was first registered at The Pan African Clinical Trials Registry 
(PACTR20200989766029||http:// www. pactr. org/) on 3 September 2020. The 
VITALITY trial protocol is publicly available.

Authors’ contributions
The study was conceived by TM, CLG. Design: TM, HM, NVD, VS, LK, RAF, 
CLG. Data acquisition: TM, TB, VS, NVD, HBM, MC. Analysis: TM, AM, NIM, CLG. 
Interpretation: TM, AM, KAW, NIM, RAF, CLG. Manuscript drafting: TM, AM, CLG. 
Manuscript revision: TM, HM, NVD, RAF, CLG. All authors take responsibility 
for their contributions outlined above and have read and approved the final 
manuscript.

Funding
The VITALITY trial is funded by the European & Developing Countries Clinical 
Trials Partnership (RIA2018CO-2512). The research reported in this publication 
was supported by the Fogarty International Center of the National Institutes 
of Health under Award Number D43TW011326 to TM. The content is solely 
the responsibility of the authors and does not necessarily represent the official 
views of the National Institutes of Health. CLG is funded by the National 
Institute for Health and Care Research (NIHR302394). The views expressed are 
those of the authors and not necessarily those of the NIHR or the Department 
of Health and Social Care.

Data availability
De-identified datasets including individual participant data and a data 
dictionary used and/or analysed during the current study are available from 
the corresponding author on reasonable request through the London School 
of Hygiene and Tropical Medicine (LSHTM) DataCompass repository (DOI: 
10.17037/DATA.00003868).

Declarations

Ethics approval and consent to participate
All methods were carried out in line with the Declaration of Helsinki and writ-
ten informed consent was obtained from guardians with written assent from 
participants aged <18 years. Participants aged 18 years or older and emanci-
pated minors (those aged below 18 years who are married or have children) 
provided independent informed consent [32]. The study was approved by the 
Biomedical Research and Training Institute Institutional Review Board (refer-
ence AP158/2020), the Harare Central Hospital Ethics committee (reference 
HCHEC 030320/12), the Medical Research Council of Zimbabwe (reference 
A/2626), the University of Zambia Biomedical Research Ethics Committee (ref-
erence 1116-2020), and the London School of Hygiene and Tropical Medicine 
Ethics Committee (reference 22030).

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Author details
1 The Health Research Unit Zimbabwe, Biomedical Research and Training Insti-
tute, 10 Seagrave Road, Avondale, Harare, Zimbabwe. 2 Department of Infec-
tious Disease Epidemiology, Faculty of Epidemiology and Population Health, 
London School of Hygiene and Tropical Medicine, London, UK. 3 University 
Teaching Hospital, Lusaka, Zambia. 4 Department of Paediatrics, University 
of Zimbabwe, Harare, Zimbabwe. 5 MRC International Statistics and Epidemiol-
ogy Group, Faculty of Epidemiology and Population Health, London School 
of Hygiene and Tropical Medicine, London, UK. 6 MRC Lifecourse Epidemiology 
Centre, Human Development and Health, University of Southampton, South-
ampton, UK. 7 Clinical Research Department, Faculty of Infectious and Tropi-
cal Diseases, London School of Hygiene and Tropical Medicine, London, UK. 
8 Global Musculoskeletal Research Group, Musculoskeletal Research Unit, 
Bristol Medical School, University of Bristol, Bristol, UK. 

https://doi.org/10.1186/s12879-025-10669-0
https://doi.org/10.1186/s12879-025-10669-0
http://www.pactr.org/


Page 12 of 12Madanhire et al. BMC Infectious Diseases          (2025) 25:269 

Received: 16 December 2024   Accepted: 18 February 2025

References
 1. The urgency of now: AIDS at a crossroads. Geneva: Joint United Nations 

Programme on HIV/AIDS; 2024. Licence: CC BY-NC-SA 3.0 IGO.
 2. Lowenthal ED, Bakeera-Kitaka S, Marukutira T, Chapman J, Goldrath 

K, Ferrand RA. Perinatally acquired HIV infection in adolescents from 
sub-Saharan Africa: a review of emerging challenges. Lancet Infect Dis. 
2014;14(7):627–39.

 3. Dahourou DL, Gautier-Lafaye C, Teasdale CA, Renner L, Yotebieng M, 
Desmonde S, et al. Transition from paediatric to adult care of adolescents 
living with HIV in sub-Saharan Africa: challenges, youth-friendly models, 
and outcomes. J Int AIDS Soc. 2017;20(Suppl 3):21528.

 4. Collaboration TCI for PHE and R (CIPHER) GC, Slogrove AL, Schomaker M, 
Davies MA, Williams P, Balkan S, et al. The epidemiology of adolescents 
living with perinatally acquired HIV: a cross-region global cohort analysis. 
PLoS Med. 2018;15(3):e1002514.

 5. Collaborative Initiative for Paediatric HIV Education and Research (CIPHER) 
Global Cohort Collaboration. Global variations in pubertal growth spurts 
in adolescents living with perinatal HIV. AIDS. 2023;37(10):1603–15.

 6. Shlisky J, Mandlik R, Askari S, Abrams S, Belizan JM, Bourassa MW, et al. 
Calcium deficiency worldwide: prevalence of inadequate intakes and 
associated health outcomes. Ann N Y Acad Sci. 2022;1512(1):10–28.

 7. Nigussie J, Girma B, Molla A, Mareg M, Mihretu E. Under-nutrition and 
associated factors among children infected with human immunodefi-
ciency virus in sub-Saharan Africa: a systematic review and meta-analysis. 
Archives of Public Health. 2022;80(1):19.

 8. Menezes R, Deeney M, Wrottesley SV, Lelijveld N. Nutritional status of 
school-age children and adolescents in eastern and southern Africa: A 
scoping review. Nor Afr J Food Nutr Res. 2022;6(14):218–34.

 9. Prentice AM, Ward KA, Goldberg GR, Jarjou LM, Moore SE, Fulford AJ, et al. 
Critical windows for nutritional interventions against stunting. Am J Clin 
Nutr. 2013;97(5):911–8.

 10. Tanner JM. Growth of the human at the time of adolescence. Lect Sci 
Basis Med. 1953;1:308–63. PMID: 13184740.

 11. Almeida FJ, Kochi C, Sáfadi MAP. Influence of the antiretroviral therapy on 
the growth pattern of children and adolescents living with HIV/AIDS. J 
Pediatr. 2019;1(95):95–101.

 12. Simms V, McHugh G, Dauya E, Bandason T, Mujuru H, Nathoo K, et al. 
Growth improvement following antiretroviral therapy initiation in 
children with perinatally-acquired HIV diagnosed in older childhood in 
Zimbabwe: a prospective cohort study. BMC Pediatr. 2022;22(1):446.

 13. Schomaker M, Leroy V, Wolfs T, Technau KG, Renner L, Judd A, et al. Opti-
mal timing of antiretroviral treatment initiation in HIV-positive children 
and adolescents: a multiregional analysis from Southern Africa, West 
Africa and Europe. Int J Epidemiol. 2017;46(2):453–65.

 14. Dzavakwa NV, Chisenga M, McHugh G, Filteau S, Gregson CL, Kasonka L, 
et al. Vitamin D3 and calcium carbonate supplementation for adolescents 
with HIV to reduce musculoskeletal morbidity and immunopathology 
(VITALITY trial): study protocol for a randomised placebo-controlled trial. 
Trials. 2022;26(23):78.

 15. Kennedy G, Ballard T, Dop MC. Guidelines for measuring household and 
individual dietary diversity. Rome: Food and Agriculture Organization of 
the United Nations; 2011.

 16. CALCIUM - Calcium Calculator | International Osteoporosis Foundation. 
Available from: https:// www. osteo poros is. found ation/ educa tional- hub/ 
topic/ calci um- calcu lator. Cited 2024 Aug 13.

 17. Institute of Medicine. Dietary reference intakes for calcium and vitamin D. 
Washington, DC: The National Academies Press; 2011.

 18. Marshall WA, Tanner JM. Variations in the Pattern of Pubertal Changes in 
Boys. Arch Dis Child. 1970;45:13–23.

 19. Marshall WA, Tanner JM. Variations in pattern of pubertal changes in girls. 
Arch Dis Child. 1969;44:291–303.

 20. Cole TJ, Freeman JV, Preece MA. British 1990 growth reference centiles 
for weight, height, body mass index and head circumference fitted by 
maximum penalized likelihood. Stat Med. 1998;17(4):407–29.

 21. Tang JCY. Chapter 10 - Immunoaffinity extraction and DAPTAD derivatisa-
tion for LC-MS/MS quantification of serum 1,25-dihydroxyvitamin D. 

Methods for the Measurement of Vitamin D Metabolites and Studies on 
Their Relationships in Health and Disease. Doctoral thesis, University of 
East Anglia. 2019 Pg 145–162.

 22. Posit team. RStudio: Integrated Development Environment for R. Posit 
Software, PBC,Boston, MA. 2023. http:// www. posit. co/.

 23. Cole TJ, Donaldson MDC, Ben-Shlomo Y. SITAR—a useful instrument for 
growth curve analysis. Int J Epidemiol. 2010;39(6):1558–66.

 24. Nembidzane C, Lesaoana M, Monyeki KD, Boateng A, Makgae PJ. Using 
the SITAR method to estimate age at peak height velocity of children in 
rural South Africa: Ellisras longitudinal study. Children (Basel). 2020;7(3):17.

 25. Rukuni R, Rehman AM, Mukwasi-Kahari C, Madanhire T, Kowo-Nyakoko 
F, McHugh G, et al. Effect of HIV infection on growth and bone density in 
peripubertal children in the era of antiretroviral therapy: a cross-sectional 
study in Zimbabwe. Lancet Child Adolesc Health. 2021;5(8):569–81.

 26. Ganmaa D, Stuart JJ, Sumberzul N, Ninjin B, Giovannucci E, Kleinman 
K, et al. Vitamin D supplementation and growth in urban Mongol 
school children: results from two randomized clinical trials. PLoS One. 
2017;12(5):e0175237.

 27. Scully H, Laird E, Healy M, Crowley V, Walsh JB, McCarroll K. Low socioeco-
nomic status predicts vitamin D status in a cross-section of Irish children. 
J Nutr Sci. 2022;25(11):e61.

 28. Ward KA, Jarjou L, Prentice A. Long-term effects of maternal calcium 
supplementation on childhood growth differ between males and 
females in a population accustomed to a low calcium intake. Bone. 
2017;1(103):31–8.

 29. Bradney M, Karlsson MK, Duan Y, Stuckey S, Bass S, Seeman E. Hetero-
geneity in the growth of the axial and appendicular skeleton in boys: 
implications for the pathogenesis of bone fragility in men. J Bone Miner 
Res. 2000;15(10):1871–8.

 30. Rochira V, Guaraldi G. Growth hormone deficiency and human immuno-
deficiency virus. Best Pract Res Clin Endocrinol Metab. 2017;31(1):91–111.

 31. Epsley S, Tadros S, Farid A, Kargilis D, Mehta S, Rajapakse CS. The effect of 
inflammation on bone. Front Physiol. 2021;5(11):511799.

 32. Carlson RV, Boyd KM, Webb DJ. The revision of the Declaration of Helsinki: 
past, present and future. Br J Clin Pharmacol. 2004;57(6):695–713.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

https://www.osteoporosis.foundation/educational-hub/topic/calcium-calculator
https://www.osteoporosis.foundation/educational-hub/topic/calcium-calculator
http://www.posit.co/

	Patterns of linear growth among children and adolescents living with HIV on antiretroviral therapy in Zimbabwe and Zambia
	Abstract 
	Background 
	Methods 
	Results 
	Conclusion 
	Trial registration 

	Introduction
	Methods
	Study design and participants
	Procedures
	Anthropometry assessments
	Blood tests
	Data analysis
	Role of the funding source

	Results
	The study population
	Modelling growth using SITAR
	Standing height
	Appendicular height
	Axial height
	Associations between anthropometry z-scores, socio-economic, diet and HIV characteristics and SITAR growth parameters
	Size (centimetres)
	Tempo (years): age at peak height velocity
	Velocity (cmyear): peak height velocity (cmyear)


	Discussion
	Acknowledgements
	References


