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Sentinel surveys of the antenatal popu-
lation of South Africa show varying
rates of infection in the 9 provinces,
(range 12.4 - 36.5%).1 In general, it
appears that there is a levelling-off of
the epidemic. The two most important
issues to address in pregnant women
infected with the virus are reduction of
mother-to-child transmission, and the
preservation of maternal health.
Considerable advances have been
made in both these areas in the past
few years, with the use of antiretrovi-
ral (ARV) agents forming the corner-
stone of management. There is clear
evidence that maintaining maternal
health not only benefits the mother, but
also reduces the chance of vertical
transmission and improves long-term
child survival.2

Mother-to-child transmission
Without intervention, about a third of
babies born to infected mothers in
developing countries will also be
infected with the HI virus.3 The majori-
ty of infections are thought to occur
during the intrapartum period, while
postpartum infections can be complete-
ly abolished by avoidance of breast-
feeding. The main determinant of
mother-to-child transmission is the viral
load, which is a reflection of maternal
health. The risk of vertical transmission
can further be reduced by a combina-
tion of medications and  modified
obstetric practices, which include
avoidance of invasive procedures,

screening and prompt treatment of sex-
ually transmitted infections during the
antenatal period. Where possible,
delivery should be by a planned cae-
sarean section, performed before rup-
ture of membranes, bearing in mind
that HIV-infected women are at
increased risk of postpartum infective
morbidity. Caesarean section has been
shown to reduce the risk of vertical
transmission,3 even in the presence of
ARV use. In most instances, HIV-infect-
ed mothers will undergo normal deliv-
ery, and attempts should be made to
make it as safe as possible. This
involves delaying the duration of artifi-
cial rupture of membranes, vaginal
cleansing as well as avoidance of rou-
tine episiotomies and instrumental
deliveries. The risk associated with
breast-feeding is quite substantial, and
depends on the duration of nursing, as
well as the general condition of the
mother, and that of the nipples.
Mothers must be counselled about this,
and the alternatives, including the risks
for increased infant mortality from
diarrhoeal diseases and childhood
infections in those babies who are not
breast-fed.

The use of medication for the reduc-
tion of mother-to-child transmission is
one of the first success stories of the
use of ARV therapy. Where possible,
zidovudine (AZT) as monotherapy
should be used for this purpose, fol-
lowing the PACTG 076 protocol,
which was shown to reduce the
chances of transmission by 67%.4

Because of its complexity and demand
on advanced infrastructure, it is not
possible to implement this protocol in
poor countries, where the magnitude
of the problem of HIV infection in
pregnancy  is often more than 10-fold
that of the Western world. Other modi-
fied regimens have been implemented
in some parts of the world, including
Africa, with slightly reduced efficacy,

which is compromised by 
breast-feeding. In South Africa, nevi-
rapine, a non-nucleoside reverse tran-
scriptase inhibitor, has been chosen
for its ease of administration, rapid
onset of action, and long half-life. A
single dose of 200 mg is taken by
mothers in labour, and the infant is
given a single dose of 2 mg/kg body
weight within 24 - 72 hours of birth. It
has been shown to reduce the risk
related to intrapartum transmission by
47%.5 This, together with alternative
infant feeding by means of formula,
can go a long way in reducing the
cases of paediatric HIV.

Maternal health
Despite the majority of HIV-infected
mothers being ‘apparently well’ during
pregnancy, AIDS has emerged as the
leading cause of maternal deaths in
South Africa over the past 5 - 6
years.6 Every HIV-infected mother
should be assessed clinically, and
offered evaluation of her immune
reserves by means of a CD4 count at
least once during the pregnancy. This
will guide management in terms of
screening for and preventing oppor-
tunistic infections and, where possible,
offering access to highly active anti-
retroviral therapy (HAART).
Micronutrient supplementation by
means of iron, folic acid and multivita-
mins should be offered, in order to
improve the general health of the
mother, as well as improving perinatal
outcome. Most mothers experience
deterioration in health around the peri-
partum period, mainly due to infec-
tious complications, and measures to
prevent this should to taken, such as
use of prophylactic antibiotics.

In conclusion, pregnancy in HIV-infect-
ed women should be planned for the
time when the mother’s health is opti-
mal, bearing in mind that with all the
best available interventions, vertical
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transmission cannot be completely pre-
vented. Therefore, routine care of
women in the reproductive age group
should include contraception to pre-
vent unplanned pregnancies, as well
as voluntary counselling and testing
before planning a pregnancy. 
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Aetiology and epidemiology
Syphilis, a chronic systemic infection,
is predominantly sexually transmitted
and caused by the spirochaete
Treponema pallidum.1 Prevalence
rates in women exceed 10% in parts
of sub-Saharan Africa.2 Locally, an
incidence of 20% in antenatal patients
attending Pelonomi Hospital,
Bloemfontein, was found.3

A study of antenatal patients at King
Edward VIII Hospital, Durban, showed
a prevalence of active syphilis of
7.4%.4 T. pallidum is morphologically
and serologically indistinguishable
from other human pathogenic tre-
ponemes, T. pertenue, T. endemicum
and T. caratuem, the causative agents,
respectively, of yaws, bejel and pinta.2

Pregnancy is a critical time to detect
and treat syphilis, not only to protect
the mother and her partner from its
complications, but to prevent the
extensive pathological changes that
characterise congenital syphilis, and
the high perinatal mortality associated
with it. Fortunately, of the many con-
genital infections, syphilis is not only
the most readily prevented, it is also
the most susceptible to therapy.5

Clinical features in the
mother
Clinical features of primary syphilis
are infrequently seen in pregnancy
because the primary chancre, the
majority of which occur on the geni-

talia, may be small and undetectable,
modified by treatment or occur on the
cervix. Rarely, the lesion is a florid
destructive ulcer of the vulva.6 While
the classic description is that of a sin-
gle, painless, well-defined ulcer that
exudes clear serum, multiple lesions
may occur and appear as ‘kissing
chancres’ on contiguous surfaces.2 The
lesions may become painful as a result
of secondary bacterial infection or co-
infection with herpes or chancroid.
Inguinal lymphadenopathy, usually dis-
crete, painless and rubbery, may be
associated with lesions on the external
genitalia and lower third of the vagi-
na. The primary chancre occurs from
9 - 90 days (average 2 - 4 weeks)
after the initial contact with the infect-
ed person. The primary lesion heals
spontaneously in 2 - 6 weeks, leaving
a thin atrophic scar or no scar at all.
A latent phase lasting for 2 weeks to
6 months may follow.2

The lesions seen most commonly in
secondary syphilis in pregnancy are
condylomata lata which usually occur
in the vulval and perianal region and
inner thighs. Constitutional symptoms
like headache, mild pyrexia, malaise
and loss of appetite are usually slight
and often unrecognised. Lesions in the
throat and larynx may give rise to a
sore throat or hoarseness, respectively.
Other signs of secondary syphilis are
variable and include polymorphous
skin eruptions, generalised lym-
phadenopathy and mouth ulceration.6

Early latent syphilis is the stage imme-
diately after spontaneous resolution of
the secondary lesions.

Late latent and tertiary syphilis is non-
contagious and not associated with a
spirochaetaemia, so is unlikely to
affect the fetus. However, if serologi-
cal tests are positive, then the patient
must be treated, whatever the stage.6

Fetal effects
The fetus may suffer from several com-
plications, viz. abortion, intrauterine
death, intrauterine growth retardation
or congenital infection. Babies born to
mothers with the active stage of dis-
ease are at much higher risk of devel-
oping the disease. An infant born
alive with congenital infection may
present with the following features:

jaundice, anaemia, hepatospleno-
megaly, growth retardation and nasal
discharge. A variety of skin lesions
(e.g. bullous eruptions) may occur and
are particularly located around the
mouth, nose and anus. Pseudo-
paralysis may also appear at birth.
The syphilitic placenta appears pale
and boggy with a pale yellow mater-
nal surface and friable, greasy cotyle-
dons.6

Diagnosis
Screening for syphilis in pregnancy
should be a routine antenatal investi-
gation and it is recommended that a
repeat investigation be done at 36
weeks of gestation.7 Serological tests
fall into 2 groups — nonspecific and
specific tests.

Nonspecific tests
These react to cardiolipins contained
in the Treponema. They become posi-
tive after 10 - 30 days of the initial
infection and usually become negative
after successful treatment. Common
tests include:
• Wassermann reaction (WR)
• Venereal Disease Research

Laboratory (VDRL) slide test
• rapid plasma reagin card test.

False positives may be seen with aller-
gies, malaria, tuberculosis, glandular
fever, systemic lupus erythematosus,
cirrhosis, etc.

Specific tests

These depend on the detection of spe-
cific antibodies to pathogenic
Treponema. The most commonly used
are:
• Treponema pallidum haemagglutina

tion test (TPHA)
• fluorescent treponemal antibody test 

(FTA).

These two tests are specific for T. pal-
lidum and become positive some 2
weeks after the initial infection. They
remain positive once the patient has
had the disease.8

Treatment
It has been suggested that all women
with a positive rapid plasma reagin
test be treated.7 Penicillin is the treat-
ment of choice. Cronjé3 gives a
detailed treatment regimen. (Cronjé
HS. Obstetrics in Southern Africa.
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