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Abstract
Background: The high prevalence of human immunodeficiency virus (HIV) remains rampant in
sub-Saharan Africa with poor partner disclosure and a high risk for infections among serodiscordant
couples. Objective: To determine the prevalence, partner disclosure and HIV serology pattern
among HIV positive antenatal clinic attendees. Design: A descriptive (retrospective) study.
Setting: The antenatal clinic of a tertiary center in Ilorin, Nigeria. Subjects: HIV positive
women receiving antenatal care at the study site from September 1, 2010 to February 28, 2013.
Materials and Methods: The case files and the antenatal clinic records of all participants were
retrieved, relevant data were extracted and presented in tables and charts. Results: Of the 7,342
antenatal clinic attendees during the study period, 237 were HIV-positive (prevalence 4.9%). The modal
age group was 30–34 years (42.6%), adolescents were three (1.3%), 206 (86.9%) were educated,
192 (81%) were employed, 96 (40.5%) were diagnosed during index pregnancy while 141 (59.5%)
were diagnosed and commenced antiretroviral therapy prior to conception. The modal age for male
partners was 35–44 years (54%), 228 (96.2%) were aware of the woman’s HIV status, 211 (89%) of
these men were aware of their own HIV status while the 26 (11%) refused testing; the serodiscordance
rate was 56.7%. Conclusion: The high serodiscordance rate for HIV infection portends a significant
risk for transmission between partners; thus, higher awareness during and outside pregnancy should
be improved upon to educate on strategies for preventing partner and mother to child transmissions.
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INTRODUCTION

S

ince the first reported case of acquired immunodeficiency
syndrome (AIDS) in 1981, the number of people living
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with human immunodeficiency virus (PLWHIV) continues
to increase and AIDS-related illnesses are still one of the
leading causes of death worldwide.[1] The burden is highest in
sub-Saharan Africa where 63% of PLWHIV reside.[2] Central
to the control of human immunodeficiency virus (HIV)
is a diagnosis of infection, treatment of currently infected
individuals and prevention of new infections. Reports indicated
that up to one-third of individuals diagnosed with HIV
infection continue to have unprotected sex without informing
their sexual partners who may be of positive, negative or
unknown sero-status.[3] Partner disclosure may motivate partner
testing, encourage changes in sexual and social behavior and
ultimately decrease HIV transmission. It also affords the
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individual the opportunity for social support, improved access
to care including antiretroviral treatment and prevention
of mother-to-child transmission (PMTCT) interventions,
increases opportunities to discuss and implement HIV risk
reduction with partners and opportunities to plan for the
future.[4,5] Thus, disclosure of HIV status has been emphasized
by the WHO and Centre for Disease Control and Prevention
as an important prevention goal.[6,7] Potential disadvantages
of partner disclosure include unpredictable partner response
with possibilities of blame and accusations of infidelity, loss of
economic support, abandonment, abuse (physical/emotional)
and disruption of family relationships.[4,7] WHO estimated that
about 50% of HIV-positive individuals are in serodiscordant
relationships with significant new infections.[8] Where the
HIV status of both partners is known, measures can be taken
to prevent infection in the seronegative partner and treat the
affected one. Parental HIV serodiscordance hampers the care
of the HIV seropositive child with more frequent discharge
against medical advice, abandonment, poor follow-up, lack of
paternal responsibility during care and poor immunization.[9]
With the PMTCT programme, women are often the first
member of a stable relationship to know their HIV status and
can serve as a point of contact for couples’ HIV counseling
and test (CHCT). This may increase the uptake of HIV testing
within the community and reduce the HIV transmission rate.
This study was carried out to determine the partner disclosure
and serodiscordance rates in women attending the antenatal
clinic of a tertiary center in Ilorin and to determine the
associated bio-social variables.

MATERIALS AND METHODS
This was a retrospective descriptive study of all HIV positive
women who attended the antenatal clinic at a tertiary center
in Ilorin, Nigeria from September 1, 2010 to February 28,
2013. Records of all eligible patients were accessed from the
case files and PMTCT clinic records. The PMTCT unit is run
together with the general antenatal clinic every week days.
Activities conducted there include pre-test counseling, testing
and post-test counseling for women attending the antenatal
clinic, couple’s HIV counseling and testing, adherence
counseling for HIV positive pregnant women, distribution of
prescribed drugs and postnatal support for both the woman
and the child. The data collected included socio-demographic
characteristics of the women and their partners, time
of diagnosis of HIV in the women, use of highly active
antiretroviral therapy (HAART), partner disclosure, partner
serology status and the serodiscordance. During the study
patient confidentiality was ensured by use of codes instead of
patient names, records were kept away from non-members of
the research team and no means of individual identification
of participants were included in the study.
The data retrieved was analyzed and depicted using
percentages, proportions, tables and charts. There was no
conflict of interest in the conduct of the study.

RESULTS
During the study period (September 1, 2010 to February 28,
2013), 7342 clients booked for antenatal care, of these, 365
were HIV positive, giving a prevalence of 4.9%. Records of
237 of these patients were available giving a retrieval rate of
64.9%; these 237 were included in subsequent analysis. From
Table 1, participants were aged 17–42 years, with a mean
age of 30–34 years (42.6%), 13.1% had no formal education,
and 19.0% were unemployed. The male partners were older
than their wives with ages ranging from 21 to 60 years
with modal age 31–40 years while 19% of the women were
unemployed [Figure 1]. In Table 2, 96 (40.5%) women were
diagnosed during pregnancy, 141 (59.5%) were diagnosed
and had commenced HAART before index pregnancy with
duration ranging from 1 month to 8 years; 228 (96.2%) men
were aware of their female partner’s status among whom
203 (89%) had undergone HIV testing; 115 (48.5%) men were
HIV seronegative, 88 (37.1%) were seropositive and 34 (14.4%)
were of unknown status. Thus, the serodiscordance rate was
48.5% and seroconcordance 37.1%. Ten of the 88 (11.4%) HIV
positive partners were newly diagnosed during CHCT at the
clinic. In Table 3, nine (3.8%) women refused to disclose their
serology status to the male partner; of these, 5 (55.6%) were
diagnosed in index pregnancy and 4 (44.4%) before pregnancy
while six of them had tertiary education.

DISCUSSION
T h e p r eva l e n c e o f H I V a m o n g p r e g n a n t wo m e n
in this study was 4.97% similar to reports from Benin
City (5.2%)[10] and Abakaliki (5.4%);[11] lower than Jos (8.2%)[12]
and Anambra (8.6%)[13] but higher than Niger Delta (3.96–
4.1%).[14,15] This shows a wide variation of HIV prevalence
between different regions in Nigeria; this may be a reflection
of the differences in sexual practices and behavior, awareness
of HIV infection and testing, sociocultural practices and
accessibility to healthcare. Literate women had a higher
prevalence of HIV infection compared to their non-literate
counterpart similar to report from Benin city. [10] This
may be because literate women have a higher awareness
about HIV and a generally better health seeking behavior
necessitating presentation for screening; however, they are
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Figure 1: Employment status of participating women
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Table 1: Biosocial status of seropositive women and their
partners
Parameter
Maternal age
15-19
20-24
25-29
30-34
35-39
40-44
Level of education
None
Primary
Secondary
Tertiary
Employment status
Unemployed
Employed
Partner’s age
21-30
31-40
41-50
51-60

Frequency

Percentage

3
20
58
101
51
4

1.3
8.4
24.5
42.6
21.5
1.7

31
43
82
81

13.1
18.1
34.6
34.2

45
192

19.0
81.0

19
116
90
12

2.1
5.9
22.4
26.6

Table 2: Timing of the women’s testing, antiretroviral use,
partner disclosure and serology
Parameter
Woman’s time of diagnosis
Before pregnancy
During pregnancy
Duration of HAART use (years)
<1
1-3
>3
Partner disclosure
Yes
No
Male partner serology status
Unknown
Seropositive
Seronegative
Couple’s serology
Female positive, male unknown
Seroconcordance
Serodiscordance

Frequency

Percentage

141
96

59.5
40.5

17
65
59

12.1
46.1
41.8

228
9

96.2
3.8

34
88
115

14.4
37.1
48.5

34
88
115

14.4
37.1
48.5

women who did not disclose their HIV status to their partners
were literate (66.7% had tertiary education); this compares with
the report from Ethiopia that literate women were 60% less
likely to disclose their seropositive status to their sexual partner
than the non-literates.[7] Partner disclosure by HIV-positive
women makes the male partners about three times more likely
to undertake HIV testing than the partners of HIV-positive
women who did not disclose their status.[1] This may explain
the 89% testing rate and 11.4% newly diagnosed cases in this
study. There is wide variation in serodiscordance rates with
56.7% in this study, 78.8% in Benin City,[10] 48.4% in Jos,[5]
7.7% in Kano[18] all in Nigeria and 40.2% in Abidjan[1] and
38.7% in Uganda.[16] This may be a reflection of the cultural,
social and available support in each community.
This study concludes that since antenatal clinics may be a
woman’s first point of contact with the health care system, HIV
counseling and testing should be integrated in such clinics at all
levels of health care with repeated counseling and support for
partner disclosure and testing. The high serodiscordance rate for
HIV infection portends a significant risk for transmission between
partners; thus, higher awareness during and outside pregnancy
should be improved upon to educate on strategies for preventing
partner and mother to child transmissions. The retrospective
nature of this study limited the opportunity to determine the
exact time of disclosure and the partner’s response afterwards.
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