
Indian J Med Sci, Vol. 59, No. 9, September 2005 Indian J Med Sci, Vol. 59, No. 9, September 2005

ABSTRACT

BACKGROUND: Human Immunodeficiency Virus (HIV) /Acquired Immunodeficiency

Syndrome (AIDS) is increasing at an alarming rate globally. It has now become a major

challenge & threat to public health. HIV infection in women occur primarily during

their reproductive years, hence pregnancy provides a unique opportunity for

implementing prevention strategies against HIV infection. If we estimate seroprevalence

in pregnancy, the effective & timely intervention will reduce the transmission of

infection to newborns. AIMS: To study the seroprevalence of HIV infection in pregnancy

in a tertiary care hospital. SETTING: Antenatal Care Clinic of a Tertiary Care Hospital.

DESIGN: A cross-sectional study. MATERIAL AND METHODS: Blood samples of all the

pregnant women with written consent were collected and tested for HIV antibodies

as per National AIDS Control Organization (NACO) guidelines over a period from

September 2002 to August 2004. However only those who were HIV seroreactive were

included in this study. Spouses of seroreactive pregnant women were also counselled

and tested. Statistical analysis was done using Chi-square test. RESULTS: Out of the

total 10683 blood samples from pregnant women tested, 147 (1.38%) were found to

be HIV seroreactive. Seroreactive cases when compiled year-wise, showed increase

in the seroprevalence from 1.24% in September 2002 - August 2003 to 1.45% in

September 2003 - August 2004. Majority 69 (46.94%) seroreactive pregnant women

were in the age group of 19-24 years followed by 25-29 years age group (31.29%).

Out of 88 spouses of HIV seroreactive pregnant women, 85 (96.59%) were found to

be HIV seroreactive. CONCLUSION: In the present study, seroprevalence of HIV

infection was found to be1.38% amongst pregnant women.

KEY WORDS : Seroprevalence., Human Immunodeficiency Virus (HIV) antibodies,

Pregnant Women.
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INTRODUCTION

Since the Human immunodeficiency virus
(HIV) / Acquired immunodeficiency syndrome
(AIDS) epidemic began, almost 58 million
people throughout the world have been
infected with HIV and almost 22 million people
have died due to the disease.[1] AIDS has
shifted its epicenter from Africa to Asia and is
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no longer a predominantly male epidemic.[2] In
India, the estimated number of adults and
children living with HIV/AIDS at the end of
2003 is 5.1 million and cumulative AIDS cases
in female are 23978.[3] Heterosexual
transmission is by far the most common route
for contracting HIV infection in India.[4,5] HIV
infection among female commercial sex
workers in certain areas is rising.[2] But
prevalence in this group does not reflect the
prevalence of general population. Prevalence
of HIV in pregnancy would indicate the HIV
prevalence in female population and to some
extent in general population. Mother to child
transmission is by far the most significant route
of transmission of HIV infection in children
below the age of 15 years.[6] The transmission
may occur late in pregnancy, during labour and
delivery [7] and through breast milk.[8] Definite
cure for HIV is still far from reach but
prevention of further spread of disease is in our
hands. As HIV infection in women occur
primarily during their reproductive years,
pregnancy provides a unique opportunity for
implementing HIV infection prevention
strategies in women.[9] If we estimate
seroprevalence in pregnancy, the effective &
timely intervention will reduce the transmission
of infection to newborn babies.

Hence, the study was planned to determine
the seroprevalence of HIV infection in pregnant
women attending Antenatal Care (ANC) Clinic
of a Tertiary Care Hospital.

MATERIAL AND METHODS

All pregnant women attending ANC Clinic of a
Tertiary Care Hospital for obstetric consultation
and those coming directly to the labour ward

for delivery were counselled for HIV testing.
Informed and written consent was obtained.
Blood samples from all the pregnant women
were collected for HIV testing over a period
from September 2002 to August 2004.
Samples were processed for HIV antibodies in
dept. of Microbiology, as per NACO
guidelines.[10] First test was performed using
COMBAIDS test, (Span-Diagnostics Ltd.,
Surat, India). Samples found positive by
COMBAIDS were tested by NEVAELISA test,
(Cadila Pharmaceuticals, Gujarat, India) and
SDBIOLINE test, (Standard Diagnostic Inc.
Korea).[11]

Only the cases found reactive with above three
tests were included in this study (WHO
STRATEGY III). The women were asked about
their age, awareness regarding AIDS, personal
habits, safer sex methods, blood transfusion,
drug abuse etc. Spouses of seroreactive
pregnant women were also counselled and
tested for HIV antibodies as above after
obtaining written consent. Reports were issued
only after post-test counselling. Strict
confidentiality was maintained. Statistical
analysis was done using Chi-square test.

RESULTS

A total of 10683 pregnant women attending
antenatal clinic were enlisted and tested for
HIV antibodies. Of which, 147 (1.38%) were
found to be HIV seroreactive. During a period
of first year, from September 2002 to August
2003, 3640 blood samples were tested, out of
which, 45(1.24%) were found to be HIV
seroreactive. During the period of second year,
from September 2003 to August 2004, 7043
blood samples were tested, of which,

102(1.45%) were HIV seroreactive. (Table-1).
Statistical analysis was done using Chi-square
test; p value was more than 0.05, which was
nonsignificant.

69 (46.94%) i.e. majority of seroreactive
women were in the age group of 19-24 years
followed by 25-29 years age group 46
(31.29%). In the age group of 30-34 years,
27(18.37%) women were found to be HIV
seroreactive and in 35-39 & more than 39
years age group 5 (3.40%) were seroreactive.
All the HIV seroreactive women were married
and living with their spouses. Out of 88
spouses of HIV seroreactive pregnant women,
85 (96.59%) were found to be HIV
seroreactive. 143 (97.28%) women were

having monogamous relationship while 4
(2.72%) women had given a history of
premarital or extramarital sexual contact.

Of these 147 seroreactive women, 3 (2.04%)
had given a history of sexually transmitted
diseases (STDs). Two of them were found to
be VDRL seroreactive. One (0.68%) woman
had given a history of blood transfusion in the
past. One (0.68%) woman was health care
worker who had an accidental exposure to
needle prick injury with HIV infected patient.

None of the women or their spouses was
intravenous drug user. None of the women had
clinical features of AIDS. All the seroreactive
women were labelled as ‘nevirapine barrier’ for
subsequent prophylaxis and management. Up
to August 2004, 71 (48.3%) deliveries took
place in our hospital. All the pregnant women
and their babies had received nevirapine. 56
(78.87%) delivered full term normal baby
vaginally and 15 (21.13%) women required a
lower segment caesarean section (LSCS). The
babies will be subjected to HIV testing at the
age of 18 months.

DISCUSSION

HIV infection unknown in South East Asian
region even 15 years ago has now become a
major challenge to public health. Transmission
of HIV infection from mother to child is a major
concern for developed as well as developing
countries.[12]

In our study, HIV seroprevalence rate was
found to be 1.38% in pregnant women. In
India, it ranges from less than 1 % to 5.9%.
[2,13,14,15,16] Slightly higher prevalence rate is

Table 1: Month wise distribution of pregnant women
and spouses found seroreactive

Month & year No. of No. of No. of
Pregnant Women Seroreactive Serorective

Tested For HIV Pregnant Women Spouses
Antibodies Undergone 3 Tests Undergone 3 Test

September 2002 117 02 02
October 2002 299 05 05
November 2002 262 03 02
December 2002 230 02 01
January 2003 391 07 04
February 2003 336 07 00
March 2003 384 09 09
April 2003 200 00 04
May 2003 —* — —
June 2003 444 00 00
July 2003 553 05 03
August 2003 424 05 00
Subtotal 3640 45(1.24%) 30

September 2003 630 09 07
October 2003 453 07 07
November 2003 —* — —
December 2003 330 05 01
January 2004 832 07 07
February 2004 460 03 02
March 2004 581 07 03
April 2004 798 11 04
May 2004 681 09 09
June 2004 838 19 03
July 2004 864 17 04
August 2004 576 08 08
Subtotal 7043 102 (1.45%) 55
Total 10683 147 (1.38%) 85

*Test was not carried out due to non-availability of test kits.
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reported in other South East Asian Countries
like Thailand (8%) and Myanmar (7%).[2] This
high prevalence amongst pregnant women
reveals the vulnerability of this low risk group
to HIV infection.

The seroprevalence of HIV infection showed
a rise from 1.24% during September 2002 -
August 2003 to 1.45% during September 2003
- August 2004. Though this difference is
statistically not significant, HIV seroprevalence
of more than 1% in pregnancy is alarming for
the health authorities, which indicates that
more stress should be given on preventive
measures.

The efficiency of transmission of HIV from an
infected mother to infant ranges from 15% to
25% in developed countries and 25% to 45%
in developing countries.[6] Two third of the
transmission occurs late in pregnancy or
during labour and delivery.[7] The risk of
acquiring infection through breast milk is also
documented. [8] Rise of HIV infection in women
may give rise to increase in pediatric AIDS
cases, which may become a major public
health problem in coming years. Hence
effective interventions are needed which can
interrupt such vertical transmission.

In our study HIV infection was highest in the
age group 19-24 years (46.94%) followed by
the 25-29 years age group (31.29%). It may
be because of the fact that this is the most
sexually active group. High prevalence in this
group can be considered as forecasting of
financial burden as well as loss of youth for the
nation.

The most common route of transmission of HIV

infection in India is heterosexual.[4,5,6,17,18] In this
study majority of seroreactive women had
acquired HIV infection from their spouses.
96.59% spouses were found to be HIV
seroreactive. It was not possible to counsell all
the spouses of HIV seroreactive pregnant
women because many spouses were
labourers, Rickshaw pullers belonging to low
socio economic status and because of their
loss of daily wages they couldn’t attend our
clinic. Few spouses were not suffering from
any symptom or sign as per the history given
by their wives. Therefore they didn’t realize the
importance of attending the clinic for HIV
testing. Some pregnant women came directly
to labour ward for delivery whose spouses did
not attend our clinic.

All HIV seroreactive husbands had given a
history of sexual contact with multiple partners
and many had a history of relationship with
commercial sex workers (CSW).

Several studies have established the
association of STDs and HIV infection.[15,17,19]

Both ulcerative and nonulcerative STDs are
known to enhance HIV transmission. We found
3 women with a history of presence of STDs.
Two of them were VDRL seroreactive.

Various workers[20]  have documented HIV
transmission through blood and its products as
well as through accidental needle prick injury
in health care workers, which is consistent with
our study. In this study, one pregnant woman
had received blood transfusions in the past.
She might have been accidentally infected as
history of other routes of transmission was
ruled out.
Nevirapine prophylaxis can definitely reduce

the perinatal transmission of HIV.[21,22] For this
routine screening of HIV in all women
registered in ANC Clinic is advocated. Up to
August 2004, only 48.3% of mothers and
babies received Nevirapine. This is because
some women returned to their parent’s home
in spite of all the efforts of our staff, as it is a
custom in many communities of this region,
some delivered at home and in private
hospitals. Some women have not completed
their term, they were in first and second
trimester of pregnancy when detected
seroreactive.

Women are sexually, economically and
biologically more vulnerable to acquire the HIV
infection as well as they bear a great
responsibility in providing care to HIV infected
family members. As prevalence of HIV
infection in pregnant women is high and in the
absence of protective vaccine, it is important
to educate & aware them about HIV infection
in order to safeguard our future generations.
Timely detection and effective counselling can
prevent further pregnancies and consequent
transmission of HIV infection to the offspring.

CONCLUSIONS

� In this study seroprevalence of HIV
infection was found to be 1.38% amongst
pregnant women.

� The age group of 19-29 years was found
to be the most affected age group.

� Heterosexuality was the most predominant
route of HIV transmission.
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ABSTRACT

CONTEXT : Endemic area and iodine supplementation may affect the pathogenesis of

the nodule which commonly occurs in endemic thyroid enlargement due to iodine

deficiency. AIMS : To establish pathological changes in solitary solid and larger nodule

of the thyroid in endemic area. SETTING AND DESIGN: Retrospective study in Surgical

Department of University Hospital. METHODS AND MATERIAL : We determined 44

surgically treated patients with solitary solid nodule in endemic goiter area in which

the population routinely receives iodinated salt. The thyroid nodule was preoperatively

evaluated with blood chemistry, ultrasound, nuclear scanning and FNAC. The results

of preoperative evaluation, surgical interventions, and histopathological examination

were analyzed. STATISTICAL ANALYSIS : Student t test and Fisher’s exact test. RESULTS:

Twenty (45%;20/44) patients with hot (autonomous) nodule have received the diagnosis

of toxic adenoma. Twenty four patients had solitary solid and cold nodule. Total

thyroidectomy was performed on two patients with papillary cancer (PTC) diagnosed

by FNAC from cold nodules. Forty two patients have been treated with total excision

of the lobe including hyper or hypoactive solitary solid nodule. Pathological examination

has reported two more cases of PTC and one case of insular cancer arising from cold

nodules. Completion thyroidectomy was performed on these 3 patients. CONCLUSIONS

: Solitary solid and large nodule is a common indication for thyroid surgery in endemic

goiter area. High incidence of hyperthyroidism due to single autonomous nodule, and

high rate of malignant change (mainly papillary cancer) in solitary hypoactive nodule

arises from this series in endemic thyroid enlargement.

KEY WORDS : Endemic goiter, solitary solid nodule, hyperthyroidism, papillary cancer,

toxic adenoma, thyroidectomy.
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INTRODUCTION

Our institution is located in an endemic goiter
area due to iodine deficiency. Alimentary
iodine supplementation is a worldwide method
to resolve this health problem as routinely did
in our region in the last 15 years. Hypertrophy

of the thyroid and nodular formation in the
gland is a common occurrence in endemic
region. It has been reported that exogenous
iodine intake affects the pathogenesis of
thyroid nodules.[1-7]. Palpable thyroid nodule(s)
of which great majority are asymptomatic
occurs in 5% of the population. [8-10]
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