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ABSTRACT
1
Background: U ntreated m atern al syphilis is strongly asso
ciated w ith adverse birth outcom es, esp ecially in women
w ith h igh titre syphilis. T he WHO recom m ends routine se
rological screening in pregnancy. Some workers have ad
vised a reap p raisal of this p ractice, h avin g dem onstrated
low sero-prevalence in their an tenatal population. In view1
of this, the aim of this study w as to determ ine the seroprevalence of syphilis in the an ten atal population present
in g at a m ajor hospital in south-w est N igeria.
M ethods: T h is w as a cross sectional study of healthy p reg
nant N igerian wom en atten din g Adeoyo M atern ity H ospi
tal in the cap ital of Oyo State. T he case record of every
pregnant w om an p resen tin g for th eir first antenatal clinic
visit over a 4-month period (Septem ber Is' to D ecem ber 31st
2006) w as reviewed.
Results: D uring the study period, two thousand six hun
dred and seventy-eight wom en sought an ten atal care. Three
hundred and sixty-nine w om en (369; 13.4%) had incom plete
records and were excluded from an alysis. T he records of
the 2,318(86.6%) w om en with adequate records w ere sub
sequently review ed. T he m ean age of the w om en w as 27.4
years (± 5.34) and the m ean g estatio n al ag e 26.4 w eeks
(±6.36). T he m odal p arity w as 0. O nly three patients were
found to be reactive for syphilis g iv in g a prevalence of 0.13%.
Conclusion:T h e sero- prevalence value in this study is quite
low and m ay justify the call to discontinue routine an ten a
tal syphilis screening. However, a m ore rigorous screen ing
program usin g diagnostic tests w ith higher sensitivity m aybe
n ecessary before jettiso n in g this traditio n al aspect of ante
natal care.

RS

Keywords- Pregnancy; syphilis; prevalence; serology; screening

UN
I

VE

IN T R O D U C T IO N
Syphilis, caused by infection with Treponema pallidum,
is a muco-cutaneous sexually transmitted infection (STI)
with high infectivity in the early stages. It may also be
passed transplacentally from the ninth week of gesta
tion onwards1. The basic pathology in all stages is vas
culitis2. Untreated maternal syphilis is strongly associ
ated with adverse birth outcomes, especially in women
with high titre syphilis (HTS) observed in earlier stages
of the infection. These adverse birdi outcomes include
an increased incidence of stillbirths, low birth weight
and premature live births compared with uninfected
women3. An increased incidence of spontaneous abor
tions after 20 weeks of gestation has also been re
ported4. Congenital syphilis infection results in fetal or
perinatal death in 40% o f affected pregnancies, as well

as disease complications in surviving newborns, in
cluding central nervous system abnormalities; deaf
ness; multiple skin, bone, and joint deformities; and
liaematological disorders3.
The World Health Organization (WHO) recommends
serological screening in pregnancy and treatment with
injectable penicillin, including the partner, as a routine
part of antenatal care6. Ideally, this screening should
be done during the first trimester'or at the first ante
natal visit of the woman and again early in the third
trimester, even in low- prevalence populations. There
is observational e vidence that suggests that the univer
sal screening of pregnant women decreases the pro
portion of infants with clinical manifestations of syphi-
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M A TE RIA LS AND M E T H O D S
This is a cross sectional study of apparently healthy
pregnant Nigerian women attending Adeoyo Mater
nity Hospital, a secondary health centre in Ibadan, the
capital of Oyo State in the South-West of Nigeria.
The case record of every pregnant woman presenting
for their first antenatal cHnic visit over a 4-month pe
riod (September 1st to December 31st 2006) was re
viewed. Data was collected by the means of a pre
pared proforma. These data included selected demo
graphic and obstetrics information. Information on
the result for screening for syphilis was also extracted.
Women with incomplete data were excluded from
the study. Ethical approval was obtained from the
University College Hospital/ University of Ibadan in
stitutional ethical review committee.

D ISC U SSIO N
The sero-positivitv on screening of 0.13% found in
this study is quite low. Other workers in Ibadan at
various times have reported progressively lower val
ues on screening. Oyelese et al, in 1990 reported 2.3%,
Adewole eta/, in 1997 reported 1.55% while Obisesan
et al, in 1999 reported 1.1%8!U0. In Enugu, south
eastern Nigeria screening values of 3.06%, 1.3% and
0.125% have been reported by successive workers11,1413.

LI

O bjectives
In view of these observations, the aim of this study
was to determine the sero-prevalence of syphihs in a
group of pregnant Nigerian women presenting at a
secondary health care institutio n in south-w est
Nigexia.

Hospital, Yemetu, Ibadan. Three hundred and sixtynine women (369; 13.4%) had incomplete records and
were excluded from further analysis. The records of
the 2,318 women with adequate records were subse
quently reviewed for the sero-prevalence of syphilis.
The mean age of the women was 27.4 years (± 5.34)
and they presented at a mean gestational age of 26.4
weeks (±6.36). Most of the patients were in the age
group 20 to 34 years. The modal parity was 0. Slightly
over half of the patients were in their second trimes
ter of pregnancy. Only three patients were found to
be reactive for syphilis giving a prevalence of 0.13%.
There was no record of confirmatory tests in the
patients’ records.
»

N

Ms infection and those with positive serologies5. In
deed, the benefits of screening all pregnant women
for syphilis infection substantially outweigh potential
harms5,7. Some workers have however advised a re
appraisal of the practice of universal antenatal screen
ing for syphilis having demonstrated low sero-prevalence in their antenatal population. They questioned
the cost-effectiveness of this practice given its low
yield8.
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L aboratory d iagn o sis of Syphilis
Venous blood (5ml) was collected from the antecubital vein of each woman into sterile tubes. The blood
was allowed to retract and then centrifuged, and the
serum was obtained and stored at —20°C until tested.
All serum samples, test antigens and control samples
were brought to room temperature (26°C) and tested
by the Venereal Disease Research Laboratory test us
ing a VDRL test kit (Cal-Tech Diagnostics Inc., Chino,
California, USA).
S tatistical A nalyses
Data were summarized as means ± standard devia
tion, percentages and mode and analysed by indepen
dent T-test. Data entry and analysis was done using
SPSS statistical package, version 15.0. P values less than
0.05 were considered significant.
RESU LTS
From September I s' to December 31“ 2006, 2678
two thousand six hundred and seventy- eight (2,678)
women sought antenatal care, at Adeoyo Maternity

Sero-prevalence during pregnancy is generally low in
developed countries: it ranges from 0.02% in Europe
to a nationwide incidence rate of 2.4 per 100,000 per
sons for primary and secondary cases of syphilis in
fection in the United States. These reports from Nige
ria suggest a gradual reduction in the prevalence of
syphilis in these obstetric populations. As a result of
these, Obisesan et aim 1999 suggested that screening
for sypliiMs was no longer cost effective and recom
mended that the practice be discouraged. However,
Taiwo et al also working in south —west Nigeria, more
recently reported a prevalence or 9.9% aixd strongly
advised that the practice continue1).' Watson-Jones et al
working in Tanzania also noted wide variations in the
values reported at various sites in that country and at
tributed these to basic misunderstandings about the
testing procedure among the health workers and a lack
of refresher training and quality assurance of program
activities3. It may thus be premature to chscourage the
practice of screening for syphilis wi thout conclusively
confirming these low rates in various obstetric popu
lations in the country, using tests with higher sensitivity.

Traditionally, screening for syphilis infection is a 2-step
process that involves an initial non-treponemal test e.g.
V enereal D isease R esearch Laboratory(V D R L)
followed by a confirmatory treponemal test e.g. T.
pallidum particle assay (TP-PA)\ There was no record
of the patients returning for confirmatory tests.
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is because of the serious nature o f the morbidities
associated with untreated maternal syphilis. In addi
tion, it is important to recognize that syphilis is ca
pable of re-emerging in populations extremely rap
idly when prevention efforts decline or collapse1''18.
This is another argument to support the antenatal prac
tice of screening for sypliilis. In conclusion, the seroprevalence in this obstetric population w7as quite low7
and there may be justification for the call to discon
tinue the routine antenatal screening. However, a more
rigorous screening program using diagnostic tests with
higher sensitivity maybe necessary before totally jetti
soning diis traditional aspect of antenatal care.

2.

Goh B.T. Syphilis in adults Sex Transm Infect
2005; 81:448-452

While the non-treponemal tests are useful for screen
ing infectious syphilis, they will fail to diagnose many
primary and late latent/late syphilis as the sensitivity is
44—76% ’. Prozone phenomenon in secondary syphi
lis may give false negative results using undiluted se
rum can occur15. These are possible factors that must
be considered before accepting the low values reported
in this study and/ or discarding the tradition of syphi
lis testing. This is important because VDRL/RPR is
still commonly used as a screening test in many of our
institutions, as this one where this survey was carried
out, because of cost and ease of performance. If a
single test is to be used, the TPPA/TPHA (T. pallidum
haemagglutination assay) or treponemal enzyme im
munoassay (ELA) is preferable to the RPR/VDRL as
it will diagnose almost all stages of syphilis except for
primary sypliilis. For screening, the sensitivities of ELA
and TPHA/TPPA are 82—100% and 85—100% with
specificity of 97—100% and 98—100%, respectively3.
Indeed, investing in these diagnostic tests may assist
care providers in identifying more cases of syphilis in
pregnancy. New screening tests currently being stud
ied for use in pregnant women and infants include:
IgM immunoblotting and Polymerase Chain Reaction
(PCR) assay of serum and cerebrospinal uid for cen
tral nervous system infection in infants, placenta histopathology, and umbilical cord blood testing5'1'’. These
may however be beyond the meager resources avail
able in most of our health institutions including that
where this study was done.

3.

W atson-Jones D., Oliff M., Terris-Prestholt F. et
aL, Antenatal syphilis screeping in sub-Saharan
Africa: lessons learned from Tanzania. Trop Med
Int Health 2005; 10: 934-943?'
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Obisesari and Ahmed, in their stud}7, had reported low
rates of repeat testing and no confirmatory tests be
ing carried out8. This buttresses the call for same day
on-site testing and treatment, as African women are
apt not to return for follow-up visits3. All positive
tests, whether cardiolipin or treponemal antigen based,
should preferably be confirm ed with a different
method from the initial test. Where confirmatory tests
are not easily available, treatment should be initiated
as delay in treatment is much more deleterious than
not getting confirmation of tests-. The health care pro
vider must also note that screening is not totally in
nocuous and potential harms of screening may in
clude opportunity costs to the clinician and patient
(time, resources, etc.) and false-positive results which
may lead to stress, labeling, and further workup’. False
positive results may result from pregnancy itself and
other conditions such as tuberculosis and malaria3,
many conditions quite common in the tropical envi
ronment where this study was performed
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M cD erm ott JS te k e te e R., Larsen S. and Wirima
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