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ABSTRACT
Introduction: Prevention of Mother-to-Child Transmission (PMTCT) of HIV is the best strategy for fighting pediatric

HIV in developing countries. This study’s main objective was to describe the outcome of children born to HIV

positive mothers, attended and followed up through the PMTCT program in the Borgou/Alibori Regional University

Teaching Hospital (CHUD-Borgou/Alibori) from 2005 to 2015. Secondly, it aimed to identify factors associated with

mother-to-child transmission of HIV at 18 months of age.

Patients and Methods: This research work is a cross-sectional, retrospective, descriptive and analytical study of a

cohort of children born to HIV-infected mothers and followed up in the pediatric ward of the Borgou/Alibori

Regional University Teaching Hospital. It was conducted from May to December 2016 on the basis of data retrieval

from medical records and registers.

Results: Total of 1234 children was included in the study. Exclusive breastfeeding was the main source of nutrition

for 91.6% of children. Antiretroviral prophylaxis was received by 82.7% of children at birth. 49.4% of the 1234

children (610/1234) were followed up till 18 months of age; 36.5% were lost to follow-up and 4.1% died. Overall rate

of mother-to-child HIV transmission was 5.6% (34/610), of which 1.8% (9/509) was among children who received

antiretroviral prophylaxis at birth. Two predictive factors for mother-to-child transmission of HIV were found:

absence of clean and safe childbirth and lack of antiretroviral prophylaxis in children at birth.

Conclusion: Improved antenatal care quality and efficient childbirth management with early mothers’ adherence to

pediatric follow-up may help reduce vertical HIV transmission in this study environment.
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INTRODUCTION

Human immunodeficiency virus (HIV) infection is still globally
a major public health problem. Africa bears the heaviest burden
in the world since it hosts 23.5 million people living with HIV
(PLHIV) [1]. In 2015, 6.5 million PLHIV were recorded in West
and Central Africa, including nearly 60% of women. Among
children, 66,000 out of 150,000 new pediatric HIV infections
across the world occurred in these areas during the same year [2].
Therefore, children are not spared from the AIDS pandemics
since most of them are encountered in developing countries

[3,4]. In response to that situation of great concern, many
strategies such as Prevention of Mother-to-Child Transmission of
HIV have been developed over the years in order to reduce the
risk of mother-to-child transmission of HIV [5]. Since 2005, the
Pediatric Unit of CHUD-Borgou/Alibori has become a site
providing care for HIV infected and exposed children. What is
the outcome or result of that follow-up? The main objective of
this study was to describe the outcome of children born to HIV-
positive mothers followed up in the Borgou/Alibori Regional
University Teaching Hospital (CHUD-B/A) from 2005 to 2015.
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Secondly, it consisted in identifying the factors associated with
mother-to-child transmission of HIV at 18 months of age.

PATIENTS AND METHODS

This was a descriptive and analytical retrospective cross-sectional
study that took place at CHUD-Borgou / Alibori in Parakou
from 1 May to 31 December 2016. Data collection involved all
the cases registered from January 1, 2005, to December 31, 2015
i.e. during an 11-year period. The study population consisted of
all children born to HIV-positive mothers and followed-up in
the Pediatric Unit of CHUD-Borgou/Alibori during the 11
years. It was a comprehensive census systematically including all
children born to HIV-positive mothers who had been seen at
least once in PMTCT. On each medical consultation, the
nutritional status of followed-up children was systematically
assessed on the basis of weight-for-height z-score and mid-upper-
arm circumference (MUAC). The PMTCT Guidelines followed
has undergone a continuous evolution in accordance with the
WHO guidelines and was updated by The National AIDS
Control Program (PNLS) between 2005 and 2013. For instance,
during the first Guidelines, all the parturients who gave birth in
public maternity received Single-dose Nevirapine (because
Single-dose Nevirapine was the only Guidelines available) and
were provided particular care intended for HIV-positive woman
in the delivery room in accordance with the WHO
recommendations (clean and safe birth). After that period in
which Single-dose Nevirapine was administered, another period
followed the first one during which two Guidelines coexisted
depending on childbirth setting. Nevirapine Guidelines were
administered in peripheral maternities. It consists of Single-dose
Nevirapine given to the pregnant woman at the beginning of
labor, and Single-dose Nevirapine given to the newborn within
the 72 h following birth. When childbirth happens in the
maternity of CHUD-Borgou/Alibori, the Guidelines used was
Triple antiretroviral prophylaxis based on combination of
Zidovudine (AZT), Lamivudine (3TC) and Nevirapine (NVP)
from the 28th week of amenorrhea up to the end of exclusive
breastfeeding i.e. 6 months for mothers who chose to exclusively
breastfeed their children. As regards those who chose artificial
feeding, triple prophylaxis stopped for each mother at childbirth
if she was not eligible for antiretroviral drugs program (absence
of immunosuppression, CD4 cell count>500/mm3).
Concerning the newborn whose mother chose exclusive
breastfeeding, triple prophylaxis included administration of
Single-dose Nevirapine at birth, combined with administration
of Zidovudine and Lamivudine for 21 days. From 2012, the
PMTCT Guidelines applied is one of option B+; it consists in
giving three antiretroviral drugs as soon as HIV-positive status is
confirmed in a pregnant woman. In addition, it also consists of
continuing throughout life triple antiretroviral drugs therapy in
the HIV-positive pregnant woman and antiretroviral prophylaxis
made of Nevirapine or Zidovudine in child during the first six
weeks of life, and safe breastfeeding [6]. The first-line regimen
adopted was: Tenofovir (TDF)+3TC+EFV in case of HIV1
infection. In case of TDF shortage and absence of anemia, TDF
is replaced by Zidovudine. From 2010, Polymerase Chain
Reaction (PCR) in the child was introduced in PMTCT
monitoring. For instance, 6 weeks after birth, child blood was

collected into blotting paper for PCR1. Another blood sample
was collected for PCR2 six to eight weeks after early weaning
occurred at 6 months of age. HIV serology was performed at 18
months of age.

The tools used for data collection were medical consultation
registers, individual health records of identified children,
PMTCT registers, serology registers, and PCR registers. The
dependent variable was virology status and/or HIV serological
status at 18 months. The independent variables investigated
were socio-demographic, clinical, biological, therapeutic,
outcome and variables related to children’s feeding pattern. The
software Epi-Info 7.2 was used to enter data. The measures of
central tendency of quantitative variables were described
through the computation of mean values and their standard
deviation. As regards qualitative variables, proportions were
determined. Proportions and ratios were compared using Khi2
test, and difference was considered as significant if p-value <
0.05. The predictive factors for transmission of HIV infection
were identified through multivariate analysis. Binary logistic
regression was the model used.

RESULTS

Chronological progression of cases of children born to
HIV-positive mothers followed up in the Pediatric unit
from 2005 to 2015

During the study period, 56,963 children were attended for
medical consultation, including 1234 children born to HIV-
positive mothers, i.e. a hospital admission rate of 2.2%. Figure 1
shows the chronological progression of admissions of children
born to HIV-positive mothers followed-up in the Pediatric unit
of CHUD-Borgou/Alibori from 2005 to 2015.

Figure 1: Chronological progression of admissions of children born to
HIV-positive mothers followed up in the Pediatric unit of CHUD-
Borgou/Alibori from 2005 to 2015 (N=1234).

Socio-demographic, clinical, biological, therapeutic
features and dietary patterns of children followed-up

Among the 1234 children followed-up, 53.2% (656/1234) were
male and 46.8% female i.e. a sex ratio of 1.1. The mean age for
mothers was 28.27 ± 5.2 years and 80.5% of them were less than
35 years. They belonged to disadvantaged socio-professional
categories in 81.1% (1001/1234) of cases. Spouses were
informed of the serological status of their consorts in 40.5% of
cases (500/1234). Concerning parents’ vital status, 3.8% of
children followed-up were orphans who lost at least one parent.
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The time limit for first medical visit after children’s birth was
less than 3 days in 26.1% of cases (322/1224), between 3 and 7
days in 22.5% (278/1234), between 8 and 30 days in 18.6%
(230/1234), and more than 30 days in 32.7% (404/1234).
During the study period, 1020 children had benefitted from
antiretroviral prophylaxis i.e. 82.7% and 1077 (87.3%) had
benefitted from cotrimoxazole prophylaxis. During the
monitoring, the most common diseases were acute respiratory
infections in 46.8% (283/605) of cases, then digestive
infections in 23.8% (144/605) of cases and finally malaria in
15.4% (93/605) of cases. Among those children, 782 benefitted
from PCR; 37 of them proved to be positive (5.5%) and 633
were negative (94.5%). Among the 285 children who were
administered PCR2, 11 were positive (3.9%). Among the latter 6
had been previously positive (54.5%). Among the 1005 children
who were at least 18 months at the time of the study, 610
(60.7%) performed HIV serology. Among these 610 children, 34
were HIV-positive (5.6%).,Among those 34 HIV-positive
children, as regards PCR1, 14 had previously been positive, 4
had been tested negative and 16 had not previously benefitted
from PCR1. Concerning dietary pattern, 1130 (93.5%) were on
exclusive breastfeeding, 52 (04.3%) on artificial feeding and 26
(02.2%) on mixed feeding. The weaning period was specified in
940 of them, including 175 at 4 months of age (18.6%), 363 at 6
months (38.6%) and 402 between 6 and 12 months (42.8%).
The assessment of nutritional status at 18 months showed that
4.7% of children followed-up suffered from severe acute

malnutrition, 12.8% suffered from moderate acute malnutrition
and 82.5% enjoyed a good nutritional status.

Outcome of children followed-up until 18 months

Among the 1234 children included in the study, 49.4%
(610/1234) were followed-up till 18 months of age, 36.5%
(451/1234) were lost to follow-up, 8.3% (102/1234) were being
followed up, 4.1% (51/1234) died and 1.6% (20/1234) was
referred to other health centers. Among the 610 children who
benefitted from HIV serology at 18 months, 576 (94.4%) were
HIV-negative. The overall rate of mother-to-child HIV
transmission was 5.6% (34/610), including 1.8% (9/509) in
children who benefitted from antiretroviral prophylaxis at birth.

Relationship between socio-demographic features,
characteristics related to follow-up of children born to
HIV-positive mothers and transmission of HIV infection

In this study, maternal orphan status, absence of antiretroviral
prophylaxis at birth, lack of safe breastfeeding and delay in the
start of co-trimoxazole (CTX) prophylaxis were statistically
associated with the transmission of HIV infection, respectively
with p=0.0400; p=0.0010; p=0.0010; p=0.0440. Table 1 shows
the relationship existing between socio-demographic features,
characteristics related to the monitoring of children born to
HIV-positive mothers and transmission of HIV infection.

Table 1: Relationship between socio-demographic features, characteristics related to the monitoring of children born to HIV-positive mothers and
transmission of HIV infection in CHUD-Borgou/Alibori from 2005 to 2015.

Transmission of HIV infection

Yes No

Total n % n % OR 95% CI p

Sex of the child (N=610) 0.2453

Male 328 15 4.6 313 95.4 1

Female 282 19 6.7 263 93.3 1.5 [0.7-3,0]

Maternal orphan status (N=610) 0.0400

Yes 604 32 5.3 572 94.7 8.9 [1.6-50.6]

No 6 2 33.3 4 66.7 1

Antiretroviral prophylaxis at birth (N=596) 0.001

Yes 543 19 3.5 524 96.5 1

No 53 14 26.4 39 73.6 9.9 [4.6-21.2]

Clean and safe childbirth (N=571) 0.0001

Yes 491 479 97.6 12 2.4 1
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No 80 61 76.3 19 23.8 12.4 [5.8-26.9]

Feeding pattern (N=610) 0.119

EBF 572 32 5.6 540 94.4 1

Milk substitutes 25 0 0 25 100 - ---

Mixed feeding 13 2 15.4 11 84.6 3.1 [0.6-14.4]

Safe breastfeeding (N=565) 0.0001

Yes 516 19 3.7 497 96.3 1

No 49 13 26.5 36 73.5 9.4 [4.3-20.6]

Delay in the start of co-trimoxazole prophylaxis
(N=598) 0.0440

Yes 26 22 84.6 4 15.4 3.5 [1.1-10.9]

No 572 544 95.1 28 4.9 1

Predictive factors for transmission of HIV infection
during the study

In this study, the absence of clean and safe birth and lack of
antiretroviral prophylaxis at birth were the predictive factors for
transmission of HIV infection after multivariate analysis. Table
2 outlines the predictive factors for mother-to-child transmission
of HIV infection.

Table 2: Predictive factors for vertical HIV transmission in CHUD-
Borgou/Alibori from 2005 to 2015.

p RP 95% IC

Maternal orphan status 0.287 0.51 [0.15-1.76]

Lack of Antiretroviral prophylaxis at birth 0.0001 24.6 [10.2-59.3]

Absence of clean and safe childbirth 0.0001 12.4 [5.7-29.6]

Absence of safe breastfeeding 0.107 1.24 [0.85-3.14]

Delay in the start of co-trimoxazole
prophylaxis

0.066 1.55 [0.35-8.27]

DISCUSSION

Chronological progression of cases of children born to
HIV-positive mothers followed-up in the Pediatric unit
from 2005 to 2015

The trend illustrated in Figure 1 shows a growing increase in the
number of children born to HIV-positive mothers followed in
the pediatric unit, rising from 12 cases in 2005 to 115 cases in
2008 and then from 164 cases in 2012 and ultimately to 178
cases in 2015. This increasing progression of cases of children

followed-up within the framework of PMTCT may be due to the
availability of the staff dedicated to that activity in the unit. It
may particularly be due to the networking of public and private
maternities of the district of Parakou and its suburban areas
between 2007 and 2012. Despite the decentralization of
PMTCT activities towards peripheral maternities from 2013, the
pediatric unit continues to attend a significant number of cases
of children born to HIV-positive mothers.

Socio-demographic, clinical, biological, therapeutic
characteristics and dietary pattern of children followed-
up

Forty-seven children were orphans of one parent i.e. a rate of
3.8% (47/1234). This state of things raises the issue of child
custody as well as child follow-up and survival. In this study,
children whose mother was dead were more at risk for vertical
transmission than those who did not have that orphan status.
The risk of being infected with a child whose mother is alive is
multiplied by 8.8 than in a maternal orphan. This observation
may be associated with clinical stage III or IV of the mother
during or at the end of pregnancy.

Concerning age at first medical follow-up visit, only 26.1% of
children were attended in first medical consultation before 72 h
of life, which is the prescribed time limit in accordance with
PMTCT standards applicable in Benin [6]. This low rate of
children brought to first medical consultation represents a
bottleneck in the implementation of PMTCT-related standards
in Benin. In the local sociocultural context, parturient is always
accompanied when she is admitted to give birth in health-care
facilities. This tradition may not enable parturients to get to the
pediatric unit on time, particularly because HIV/AIDS infection
is and continues to be a taboo topic in our environment. There
is an urgent need to institutionalize newborn systematic
examination at all levels of the health pyramid of Benin during
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the first week of life as usually done in developed countries. So,
infants born to HIV-positive mothers would benefit from early
care in compliance with applicable standards. Concerning the
first pediatric consultation within the framework of follow-up of
children born to HIV-positive mothers, the risk of vertical HIV
transmission is significantly associated with delay in the
implementation of first follow-up consultation. This risk
increases depending on age upon admission. For instance, the
risk of being infected is multiplied by 1.1 in children who
benefitted from medical consultation within 3 to 7 days, by 2.1
in those attended for follow-up consultation between 8 and 30
days, and by 10.8 in children examined after 30 days. This
remark may be due to the fact that first consultation is a vital
step in care provision for children born to an HIV-positive
mother. This consultation is an opportunity for the child to
benefit from antiretroviral prophylaxis if it was not done at the
maternity before the 72nd hour of life. In principle, in
accordance with the applicable guidelines, the choice of
newborn feeding pattern is made before birth. And the mother
is reminded of choice during the first follow-up consultation.

As regards morbid appearances encountered during the follow-
up of HIV-exposed children during this study, the most
common diseases were acute respiratory infections (46.8%),
digestive infections (23.8%) and malaria (15.4%). A study
conducted in Togo in 2011 by Azoumah et al. on HIV-exposed
children had noted 38.5% of cases of acute respiratory
infections, 36.9% of malaria and 12.4% cases of oral thrush [7].

As regards biological monitoring, PCR1 was performed in only
51.2% of cases and 5.5% tested positive. This low PCR1 rate
was due on the one hand to the start of this activity only from
2010; on the other hand, it was due to various shortages of
reagents, and also to dysfunctions of the automaton dedicated
to that activity. That PCR1 positive status rate found out in this
study i.e. 5.5% is comparable to the one reported in 2010 by
Adédémy et al. [8] in the same hospital unit i.e. 6.4%. The
overall positive status rates found in two other studies, one in
Benin in 2010 and another in Mali in 2013, were respectively
9.7% and 7.3% [9,10]. In In in Johannesburg (South Africa),
lower rates were obtained: 2.7% in 2010 and 1.1% in 2011,
while 3.3% between 2007 and 2010 in Lusaka (Zambia) and
4.6% between 2009 and 2011 in Lilongwe (Malawi) [11,12]. The
positive status of PCR1 performed at six weeks of life reflects
early contamination of the child, either in utero or during
childbirth.

In this study, 87.3% of children had received prophylactic
treatment based on co-trimoxazole. This ratio of children on co-
trimoxazole prophylaxis is lower than the one found out by
Azoumah et al. in Togo in 2010 i.e. 95.7% and higher than the
one found by Gbogbo in the National University Teaching
Hospital (CNHU) of Cotonou in 2010 (79.8%) [7,13]. In
accordance with the applicable PMTCT guidelines, all children
born to HIV-positive mothers should receive co-trimoxazole
prophylaxis from six weeks of life until the time of certainty of
non-contamination of the child [6]. Delay in the start-up of co-
trimoxazole prophylaxis among children was significantly
associated with child contamination at 18 months (p<0.001).
The risk of being contaminated is multiplied by 8 in children

when co-trimoxazole prophylaxis has not started on time.
Concerning the effectiveness of antiretroviral prophylaxis in
children, more than eight out of ten children (82.7%) had
benefitted from antiretroviral prophylaxis at birth. This rate is
close to those found out by Ahoua et al. in Uganda in 2009
(85.8%), Gbogbo et al. in 2011 in Cotonou (92.7%) and
Ouédraogo et al. in 2015 in Burkina Faso (90.4%) [13-15]. The
absence of antiretroviral prophylaxis at birth is significantly
associated with child contamination (p=0.001). For instance, the
risk of being infected is multiplied by 18 in children who did
not receive antiretroviral prophylaxis at birth compared to those
who received it. This study’s findings confirmed those found out
by two authors which demonstrate all the benefits of
antiretroviral prophylaxis at birth in HIV-exposed children
[14,16]. These findings suggest that any pregnant woman must
get tested systematically so that her child may be provided
antiretroviral prophylaxis at birth.

It is admitted that the dietary pattern of children born to HIV-
positive mothers may facilitate mother to child transmission of
virus up to potentially more than 15%. Actually, avoidance of
breastfeeding in newborns and infants born to HIV-positive
mothers in developed countries has helped reduce significantly
mother-to-child HIV transmission rate. However, in the local
context of country with limited resources characterized by poor
drinking water supply and more than 80% of illiterate mothers,
the use of milk substitutes may represent a hazard for the
survival of those children. Exclusive breastfeeding secured by
ARV until six months of age facilitates the maintenance of
gastro-intestinal barrier integrity in the child. Therefore, it is a
beneficial alternative for exposed children in such a context.
Besides, American authors have demonstrated the presence of
neutralizing protein (Tenascin-C) in breast milk; such a protein
is likely to reduce HIV activity [17]. In this study, exclusive
breastfeeding until six months was the main feeding pattern of
exposed children in 91.6% of cases included in our cohort,
versus 4.2% of children fed with milk substitutes. This high rate
of exclusive breastfeeding pointed out in the study may be due
to the fact that in the local sociocultural context, breastfeeding is
the usual feeding pattern of newborns and infants. This type of
feeding combined with antiretroviral therapy (ART) in the
mother is recommended by the National AIDS Control
Program in Benin (Option B+ or safe breastfeeding). Other
authors had even reported in a study conducted in West Africa
in 2007 that more than half of the mothers had chosen
breastfeeding despite the fact that milk substitutes are put at
their disposal free of charge [18]. The issue of artificial feeding
in the African context remains a dilemma for many non-
breastfeeding women; they are exposed to the risk of being
rejected or stigmatized as shown by Oladokun et al. in their
study [19]. The high proportion of breastfed children in this
study is contrary to the one found in the research work of
Sangho et al. in Mali in 2013 in which 93.2% were fed with
milk substitutes. During their study, the use of milk substitutes
was motivated by the fact that they are provided free of charge,
and by appropriate advices given to the mothers of those
children concerning the hygienic conditions to be complied
with during their restoration [9]. The infants put on breast milk
substitutes did not experience contamination in this study.
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However, 5.6% of exclusively breastfed infants were
contaminated versus 15.4% of those in whom mixed
breastfeeding was applied although this difference was not
statistically significant (p=0.119). Indeed, there is evidence that
mixed feeding, compared to exclusive breastfeeding and feeding
with milk substitutes, may be associated with increased risk of
HIV transmission [20]. As far as exclusive breastfeeding is
concerned in this study, breastfeeding patterns influenced
children’s serological status at 18 months (p=0.001). Exclusive
breastfeeding which is not secured by ARV multiplied by 9.5 the
risk of vertical HIV transmission. The adoption of option B+ in
Benin since June 2013 and its extension in 2014 to all PMTCT
sites will certainly play an important role in the elimination of
HIV infection transmission among children in Benin.

Concerning children’s nutritional status in this study, it was
noted that overall acute malnutrition was observed in
proportions ranging from 17.5% to 26.6% between the 6th and
18th months of life. These relatively high proportions of overall
acute malnutrition among the children mentioned above are not
surprising. They are not surprising since a study on the
anthropometric profile of children aged 0 to 59 months
hospitalized in the same unit in 2010, had found an overall
acute malnutrition rate of 25.3% [21]. Hence, nutritional
recovery should be implemented for the benefit of those
children, particularly during the post-weaning period. Actually,
it is what is done during the follow-up of those children by using
local products as well as ready-to-use therapeutic foods/RUTF
(Plumpy Nut R) and sometimes therapeutic milk (F75, F100).

As regards the effectiveness of clean and safe birth, it was noted
that 23.8% of children who did not benefit from a clean and
safe birth were contaminated versus 2.4% of those who
benefitted from that strategy during birth with a significant
difference (p˂0.001). The risk of vertical HIV transmission is
12.4 times higher in children who did not benefit from clean
and safe birth compared to their counterparts in whom clean
and safe birth was performed.

The provision of maternal and childcare with ARV may also
influence children’s serological status at 18 months. In fact, we
noted that the risk of vertical HIV transmission was 34.1 times
higher in children from mother-child pairs who did not receive
an ARV therapy compared to their counterparts who were
administered that therapy (p<0.001). This result confirms the
efficacy of antiretroviral therapies in the elimination of mother-
to-child HIV transmission.

At the end of this study, a multivariate analysis points out that
clean and safe birth and Antiretroviral prophylaxis in children at
birth were the two predictive factors for risk of child
contamination (p=0.001). For a child who did not benefit from
clean and safe birth, the risk of being contaminated is
multiplied by 5.83 compared to the one who benefitted from it.
In the same vein, as regards a child who did not receive
antiretroviral prophylaxis at birth, the risk of being infected is
multiplied by 15.3 compared to the one who received it.

Outcome of followed-up children

The results of this study point out that among 610 children who
benefitted from serology at 18 months of age, 5.6% proved to be
HIV-positive, including 41.2% of them who had previously a
positive PCR1 and 11.8% previously negative at PCR1. These
results suggest that 2.3% (14/610) of children followed-up until
18 months of life were infected either during pregnancy or
during birth and that 0.6% (4/610) of children got infected
during the breastfeeding period. PCR1 remains a method for
early diagnosis of HIV in exposed children. It enables a quick
initiation of treatment that may delay clinical signs and reduce
HIV-induced mortality [22]. The overall PMTCT failure rate
estimated at 5.6% in this study is higher than the 3.6% rate
reported by Ouédraogo et al. in a study conducted from January
1, 2012 to December 31, 2013 and focused on 238 HIV-positive
pregnant women and their children in Burkina Faso [15]. This
rate is higher than the 4.8% reported by Anoje et al. in a study
carried out in the south of Nigeria between November 2007 and
July 2009 and focused on 702 children born to HIV-positive
mothers [23]. Much lower transmission rates ranging from 1.3%
to 1.2% were reported respectively by Warszawski et al. [24] in
the French perinatal survey in 2008 and by Wang et al. [25] in a
prospective study conducted in eight regions of China in 2011.
Agossou et al. [26] had reported in 2010 in the same hospital
unit a failure rate for PMTCT estimated at 5.5% (3/54) which is
similar to the one found out in this study. This 5.6%
transmission rate is identical to the one reported by Lawson-Evi
et al. [27] in Togo in 2010 i.e. 5.6% and less elevated than the
one reported by Gbogbo [13] in Cotonou in 2011 i.e. 6.1%.
Other studies conducted in Africa and in the United States of
America have highlighted transmission rates more elevated than
ours. Moreover, Horwood et al. [28] in South Africa and Ngwej
et al. [29] in the Democratic Republic of Congo, Del Blanco et
al. [30] in Texas, reported rates respectively estimated at 7.1%,
12.7% and 6% concerning vertical HIV transmission after 18
months of follow-up.

Concerning the children lost to follow-up in this study, more
than one-third of them (36.5%) were lost to follow-up. In the
same hospital unit, since 2010 and in 2013, Agossou et al. [26]
reported respective rates of lost to follow-up of 43.2% and
44.5%. These results suggest an improvement in the follow-up of
children born to HIV-positive mothers through the
implementation of strategies aimed at active search for cases. In
Togo, Lawson-Evi et al. [27] reported a drop-out rate of 52.2%.
In contrast, lower rates of lost to follow-up had been reported by
two authors, namely Sangho et al. [9] in Mali, Azoumah et al. [7]
in Togo i.e. respectively 18% and 8.7%.

Among the 1234 children included in this study, 51 cases of
death were registered i.e. a mortality rate of 4.1%. This mortality
rate is above the one reported by Gbogbo [13] in Cotonou in
2010 and estimated at 2.0%. However, it is lower than the one
reported by Sangho et al. [9] in Mali i.e. 9.3%.

CONCLUSION

This study points out that more than one out of twenty infants
born to an HIV-infected mother and followed-up in the Pediatric
unit of CHUD-B/A had been infected with HIV. This research
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work also suggests that approximately four infants out of ten
were lost to follow-up. The main factors associated with HIV
transmission were absence of practice of clean and safe
childbirth as well as lack of antiretroviral prophylaxis in
followed-up infants. In response to these results, there is an
urgent need to strengthen mechanisms to achieve early
screening and ARV administration for pregnant women, as well
as clean and safe childbirth. A mechanism should also be put in
place to reduce the number of lost to follow-up, ensure
antiretroviral prophylaxis from birth of exposed children and
antiretroviral therapy for mothers. Finally, investigation of
maternal viral load during pregnancy and breastfeeding may
help identify other factors that influence vertical HIV
transmission.
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