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Abbreviations: HIV, human immunodeficiency virus; AIDS, 
acquired immune deficiency syndrome; PMTCT, prevention 
of mother to child transmission; PLWHA, people living with HIV/
AIDS

Background
Nigeria has one-third of African total population and the human 

immunodeficiency virus (HIV) prevalence of 4.1%.1 The official 
HIV prevalence in Nigeria is 3.2%.2 The spread of HIV among 
neonates and infant largely depends on their mother’s status during 
pregnancy and lactation.3 According to United Nations Programme 
on HIV/AIDS (UNAIDS) report of 2012, women and children are 
the most affected by the scourge of HIV/acquired immune deficiency 
syndrome (AIDS). About 49.1 % of the globally infected population 
were women; 71.7 % of these infected women population died. This 
has worsened the trend of poverty, illiteracy via school dropout and 
suicide via discrimination.4 

Before now, lack of sufficient information has been reported as 
the predisposing factor responsible adduced for the dissemination 
of HIV/AIDS in developing countries.5 With high commitment to 
information dissemination by government and non-governmental 
organizations, there has indeed been reduction in the infection rate. 
The reduction, meanwhile, has been affected by factors including 
poverty, unemployment, prevailing value systems in the area and, to 
some extent, civilization.6–8 Parkhurst7 closely linked HIV with the 
value system in an area. Attitude to premarital sex, fidelity in marriage 
and drug abuse are closely connected to the spread of HIV in an area. 

Various risk factors including risk behaviours and practices have 
been associated with the spread of HIV/AIDS. Some of these factors 
have been listed by Etukumana, et al.9 and they include smoking, 
extramarital sex, multiple sexual partners etc. Smoking of cigarette 
predispose women in the rural settings to several risky behaviour 
leading HIV/AIDS.9–11 This was presumed to be a facilitator to other 
risky behaviour leading to HIV transmission.9 In terms of marital 
infidelity, the high risk of HIV in these categories of people might 
therefore be a repertoire of loss in African value systems, morals and 
sanctity of marriage.12,13 

In 2012, seroprevalence of 3.4% in Nigeria was reported.14 There 
was a report of 25-40% spread of infection from the mothers to 
children. This spread has long accounted for 90% of all paediatric 
cases.15 The study hospital is a referral centre for several hundreds 
of thousands within the hospital catchment. Unlike the developed 
nations, where prevention of mother to child transmission (PMTCT) 
of HIV strategy is being effectively practised, reducing or eliminating 
transmission from pregnant women or nursing mothers to their 
children, PMTCT has not been effectively implemented to achieve 
the expected success in many areas in Nigeria.16 The study objectives 
were to screen for the HIV seroprevalence among the pregnant women 
in ante-natal clinics as well as the sociological indices that predicate 
the trend in Uyo metropolis, Nigeria. 

Methods
Study area and population

This study based on pregnant women from Uyo and its suburbs 
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Abstract

Background: Foetus can be infected by HIV-positive pregnant women. A research to assess 
the seroprevalence and socio-demographic parameters of antenatal pregnant women in a 
pre-tertiary health facility, Uyo was carried out

Methods: Standard serological and statistical methods were employed. 

Results: As we previously presented in a conference: “A total of 184 pregnant women were 
screened and thirty-seven (20.1%) of them were HIV-positive. The ages of all the women 
ranged from 17-44 years, out of which the age group 35-39 years had the highest prevalence 
(41.2%) of HIV-positive women, followed by 25-29years (24.4%) while <20 years and 
≥40years had none. Married pregnant women had the highest overall prevalence of 14.1% 
while individual who registered in the hospital as divorcees had highest prevalence (70%) 
within group. Working pregnant women were more affected (21.9%) than unemployed 
counterparts (17.8%), just as the educated were more affected (23.9%) than the uneducated 
(17.9%). None of the pregnant women was undergoing prevention of mother to child 
transmission (PMTCT) programs. Unmarried youth, underage and those who registered as 
divorcee were more than the pregnant women”. 

Conclusions: There is need to further emphasize HIV screening among pregnant women in 
developing countries to commence PMTCT promptly. As we also concluded in a conference 
presentation, “the urgent need for PMTCT programme in this study area becomes obvious 
due adverse maternal and foetal outcome associated with HIV positive participants.”
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who attend ante-natal clinic in a secondary health facility in Uyo. 
Uyo: “the capital city of Akwa Ibom State in South-Southern (S/S) 
part of Nigeria”. Demographic and other social information about 
each person screened was obtained. The information of interest were 
age, marital status and level of education. The study received ethical 
approval from the University of Uyo where the final analysis was 
carried out. Confidentiality was appropriately embraced in handling 
the data.

Sampling procedure

All the pregnant women that consented to be involved within 
the study period were considered. The pregnant women who did not 
consent were excluded from the study. Five millilitre of peripheral 
blood samples were drawn (by the laboratory scientists) through 
venous puncture with the aid of syringe and needles from July-
November, 2014 using the methods of Akinjogunla and Adegoke.17 
Blood flow was temporarily restricted by tourniquet-tie and the vein 
position on the skin surface was disinfected. Sample per patient were 
collected with separate needle and syringe before being transferred 
into sterile transport tubes containing acid citrate dextrose (ACD). 
These samples were maintained at room temperature (20–25°C) till 
arrival in the laboratory for instant processing. Following appropriate 
spinning of blood specimens (3000rpm; for 10 min), serum was 
extracted and inoculated into the sample window of the kits while 
the buffer was also applied. The results were read as instructed by the 
manufacturer. Samples whose processing was delayed for ≤12h after 
collection were stored frozen at -20oC.

Some of the demographic/social pieces of information were culled 
from the patients’ file, while few more intimate pieces of information 
were obtained through interaction with the patients by one of the 
hospital staff. Those described as educated were at least Secondary 
School Leavers while those that dropped out along were classified 
uneducated. Also, those without any job at all were defined as 
unemployed while those with at least small-scale jobs were classified 
as employed.

Detection of virus

For the detection of the presence of HIV 1 and/or HIV 2 antibodies 
in the blood samples collected, a World Health Organization (WHO) 
approved kit called Determine’ which is an ELISA based kit was used. 
This ELISA based kit is both sensitive and specific (99 - 100%) and 
was used according to the manufacturer’s instructions. 

Maintenance of patients privacy

The information was disclosed to the participants in person 
(privately) on their subsequent clinic visit. The document was sealed 
and handed over to each of them in private. This was followed by 
further personal counselling as well as education on PMTCT. 

Statistical analysis

The prevalence of HIV/AIDS was determined from the proportion 
of positive individuals to the total number of individuals under 
consideration, and it is expressed as a percentage. One-way analysis 
of variance (ANOVA) was used to test for significance in difference 
(p<0.01) with regards to age, occupation and marital status.

Results
The overall HIV prevalence of women included in the study 

was 20.1% (N=184). With respect to age group in years, there were 
highest seroprevalence (ratio of HIV positive to HIV negative) 
among the pregnant women within the age group 35-39 years, with 

the seroprevalence of 4.2% (n=17), but this group had lower sero-
prevalence (3.8%) when estimated with respect to (wrt) total number 
of the pregnant women. The youngest age group 15-19 years and 
the oldest age group 40-44 years had no HIV positive patients. The 
25-29years had the highest seroprevalence (6.5%) wrt the total 
number of pregnant women. When the estimation was narrowed down 
to proportion within the HIV positive patients only, the age group 25-
29 years had 32.5% (n=49) in all, making this age group the most 
affected (Table 1).

The seroprevalence also varied with relationship status of the 
women. 1.6% (n=184) of them were underage and had not reached the 
legal marriageable age (18 years), 15.2% (n=184) were single. 70.1 % 
(n=184) were married legally. Information on records and observations 
showed that 5.5% (n=184) were divorcees and some of them were 
aware through previous tests in National Agency for the Control of 
AIDS (NACA) centre already and are awaiting PMTCT. Highest 
numbers of HIV seropositive pregnant married women (14.1%) 
were observed among the pregnant women, but this constituted low 
prevalence (20.2) wrt total number of the married pregnant women in 
the study. However, seven out of the 10 who registered for ante-natal 
as divorcees (70%) were HIV seropositive. Overall, married pregnant 
women showed the highest prevalence of seropositive individuals. 
The detail is in Table 2. In all the categories, marriage and HIV in this 
study shows no significant positive correlation (p<0.01)

In terms of education and employment, working women had 
higher prevalence (21.9%) than unemployed women (17.8%) while 
educated pregnant women had higher seroprevalence (23.9%) than 
the uneducated (17.9%) as depicted in Figure 1 and Figure 2. 

Figure 1 Employment status of the patients docx.

Figure 2 Educational status of patients.
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Table 1 Age distribution among the positive and negative patient

Age group 
(Years)

Total # of 
pregnant women

Total HIV I and 
II positive #

% HIV I and II 
positive wrt age 
group

% HIV I and II positive 
wrt other positive 
patients

% HIV I and II 
positive wrt overall 
total # tested

15-19 9 0 0 0 0
20-24 49 11 24.4 29.7 6
25-29 49 12 24.5 32.5 6.5
30-34 46 7 15.2 18.9 3.8
35-39 17 7 41.2 18.9 3.8
40-44 14 0 0 0 0
Total 184 37  100 20.1

Table 2 Marital status of the pregnant women and their HIV status

Status Total no (%)sampled No of HIV positive % of HIV positive wrt status Overall % of HIV positive 
Single/underaged 3(1.6) 0 0 0
Single/marriageable 28(15.2) 3 10.7 1.6
Married 129(70.1) 26 20.2 14.1
Divorcee 10(5.5) 7 70 3.9
Unknown 14(7.6) 1 7.1 0.5
TOTAL 184 37  20.1

Discussion 

As observed in this research, notable serological prevalence of 
HIV amongst pregnant women in the South-south part of Nigeria. 
Uneka et al.18 remarked “women of reproductive age make up 57% 
of adults living with HIV in South-southern Nigeria”. In our study, a 
total seroprevalence of 20.1% was observed while the age group 25-29 
years and 20-24 years formed 32.5% and 29.7% of the HIV positive 
patients and had prevalence of 24.5% and 24.4% respectively. This 
was higher than what was reported by Lawoyin19 from his research 
conducted in 2005, reported 13.5% in patients of age range 15-29. 
The figure was a departure from a national figure of 4.6% from some 
pregnant women in year 2008 by Federal Ministry of Health, Nigeria.20

Lack of HIV knowledge and/or carefree attitude reportedly 
fuel dangerous heterosexual behaviour resulting in elevated HIV 
incidence among the youth in the sub- Saharan Africa.21 This might be 
linked properly with premarital sex done without adequate protection, 
leading to pregnancy or sometimes HIV. The report of Joint United 
Nations Programmes on HIV/AIDS21,22 tallies with this study. An 
observation of 10.7% (n=8) of the young women (underage) were HIV 
positive. Teenage pregnancies are related to poverty and lack of good 
education.23 These two factors are among the factors propagating HIV 
infection24. This might also be a factor in this study area as 63.6% of 
the pregnant women were uneducated. This report is in tandem with 
the remarks of Imoh et al. 25 

If this trend continues in this study area, the HIV/AIDS among 
seropositive women or women with seropositive sexual partners may 
acquire drug resistant HIV. Though marriage here was not statistically 
significant with HIV infection (p<0.01) in this study, but the status of 
partners remains a factor anywhere.26 Foetus may acquire the infection 
from the mother.27 Pietro et al.28 confirmed that some opportunistic 
viral infections are prevalent in pregnant women. The effect of these 
opportunistic infections has forced some women to easily yield to 
medical advice to be tested. Obi et al.29 observed high prevalent of 
such opportunistic infection among pregnant women in Nigeria due 
to the effect of HIV and pregnancy on immune system.

High prevalence of HIV infection among the married and 
gainfully employed pregnant women in this study area might be a 
result of civilization and growing trend of promiscuity among the 
working-class city women globally.6,30,31 Higher prevalence of HIV 

has generally been reported among young married women than young 
unmarried women.30,32,33 This is in tandem with the report of Munsch34 
that women in some developed countries who work for long hours 
can surreptitiously harness the opportunities for infidelity, since their 
spouse would believe they are at work. Some researchers35,36 also 
noted that breadwinning working wives, sometimes, become less 
intimate to their spouse due to their financial contributions, which 
may include the choice of extra-marital relationships. It might also 
be infidelity on the part of the husband when the breadwinning wife 
is away. As observed in our study, HIV increase in these categories of 
people might therefore be a repertoire of loss in African value systems 
in marriage.30

No other known risk factor could be ascertained for the 
observed level of HIV acquisition in the study areas as the barbing 
and hairdressing salons are adhering to proper practice of tools’ 
disinfection.37,38

Conclusion
The observed 20.1% HIV positive status among the pregnant 

women assessed in this study showed that HIV prevalence is still high 
in the study area. Pregnancy among the minors/ underage and the 
women who registered themselves as divorcees showed prevention or 
contraceptives are either not used at all, or not effectively used. The 
trends in the study area also showed the educated and the gainfully 
employed women were unexpectedly more affected.

Recommendations

Adequate care, counselling and management of those already 
infected i.e. people living with HIV/AIDS (PLWHA) and PMTCT 
should be readily accessible by the PLWHA during pregnancy. 
Finally, the government at all levels should intensify enlightenment 
among youth to reduce teenage pregnancies and the spread of HIV.
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