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ABSTRACT 
 

Introduction: Current trends in HIV/AIDS epidemic demand quality 
and sustainable programs to provide universal access to antiretroviral 
therapy (ART). The inherent disparities in population subgroups result in 
changing profiles of ART beneficiaries which are needed to account for 
with reference to regional findings. Present study aims to explore the 
socio demographic and clinical profile of the patients reporting at an 
ART central in central India. 

Methods: Facility based cross sectional study at an ART center in a terti-
ary care hospital in Ujjain district of central India. The study included all 
newly registered people living with HIV/AIDS (PLHA) over 18 years of 
age, during one year period.  

Results: The study reports findings of 297 participants. Majority of the 
patients belonged to poorer socioeconomic strata. The representation of 
women and people from rural areas was lesser than expected. One third 
PLHA came late in the course of disease (stage III and IV). The average 
haemoglobin level (9.6gm%) and weight (45.4Kg) of the PLHA indicated 
their poor nutritional status. 

Conclusion: Late reporting at the initiation of ART was reported in about 
one third of the patients which could adversely affect effectiveness of 
ART. Efforts to investigate lesser representation of women and rural 
people are indicated. The study raised concerns about the possible routes 
of transmission need more investigation.  

Key Words: People Living with HIV/AIDS (PLHA), clinical profile, 
Antiretroviral Therapy (ART). 

 

BACKGROUND 

In 2012 more than 9.7 million people living with HIV 
were receiving ART in the low and middle income 
countries1. The most important challenge in the con-
trol of HIV is that it cannot be cured but can only be 
suppressed with specific treatment called anti retrovi-
ral therapy (ART). In 2011, WHO Member States 
adopted a new Global health sector strategy on 
HIV/AIDS for 2011-2015 2. 

In India the ART programme was launched by the 
government on 1st April 20043. It has been reported 
that the utilization pattern of ART is strongly influ-
enced by the sociodemographic and clinical profile of 
the beneficiaries. The socio demographic and clinical 
profile of the people living with HIV/AIDS (PLHA) 
varies considerably across different geographic re-
gions and patient subgroups owing to the variations in 
the agent, cultural and social factors, exposure pat-

terns and the quality of health care services4,5. The 
clinical stage at which the disease is reported at the 
first time for the initiation of ART is an important de-
terminant of the effectiveness of ART. The initiation of 
ART also has significant impact on this variation lead-
ing to reduction in severity of symptoms on one hand 
but addition of side effects on the other5. Therefore 
constant supervision of the changing profiles of bene-
ficiaries is needed to ensure the success of ART. This is 
of particular importance at the time of initiation of 
ART to consolidate the compliance and follow up. 
Though studies reporting clinical/demographic pro-
file have been published from across India, no such 
study has been ever undertaken in the study settings 
till date. On this background the present study was 
carried out to present the socio-demographic characte-
ristics and clinical profile who have accessed care for 
the first time at an ART centre in, Ujjain district of 
Madhya Pradesh (MP), India.  
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METHODS 

Study was conducted at Anti retroviral therapy (ART) 
center, R.D. Gardi Medical College Ujjain MP, India as 
a facility based cross sectional study. R.D. Gardi Medi-
cal College is a rural, not for profit, private, tertiary 
care hospital located about 8 kilometers away from the 
Ujjain city which an urban area with population 0.5 
million and is the administrative headquarter of the 
district. 

The data was collected from 1st Feb 2012 to 31st March 
2012. The study included all newly registered PLHA at 
study setting with age ≥18 years of age. The data was 
collected using pre-tested semi structured question-
naire administered by trained investigator with the 
help of ART counsellor during face to face interviews 
of study participants. The socio demographic details 
included age, sex, marital status, HIV-related risk fac-
tors (history of multiple heterosexual partners, blood 
transfusion, MSM (men who have sex with men), in-
jecting drug use, unsafe injections and history of alco-
hol, smoking, education, occupation and 
socioeconomic status. B.G. Prasad’s classification was 
used to classify socioeconomic status of the subjects6,7. 
Clinical profile was recorded from the official record 
sheets of the patients. The study variables included 
bodyweight, CD4 count, hemoglobin, World Health 
Organization (WHO) clinical stage8 and WAB (work-
ing, ambulatory and bedridden) functional status of 
the study subjects9. The data was entered in epidata 
version 3 and analysed using Stata version 10. The 
association between the clinical profile and socio 
demographic factors was explored with univariate 
and multivariate analysis.  

 

Ethical considerations 

Permission was obtained from the respective authori-
ties for the study. Approval was taken from ethical 
committee of R.D. Gardi Medical College before start-
ing the study. Written informed consent obtained 
from the subjects after explaining the purpose, nature 
and procedure of the study in prescribed protocol as 
developed by NACO Delhi. The information was col-
lected in line with ethical principal of Belmont report 
197810. They were assured that confidentiality of their 
personal information. 

 

RESULTS 

Sociodemographic profile: A total of 297 subjects ful-
filled the selection criteria. The average age of the 
study population was 36.83 years (SD=10.08). Table 1 
shows the distribution of sociodemographic factors 
among the study subjects. Table 2 describes the use of 
alcohol and smoking among the participants. Table 3 
shows the distribution of study subjects according to 
risk behaviour. 

 

Table 1: Socio-demographic profile of study partici-
pants 

Socio-demographic  
Variables 

Frequency  
(N= 297) (%) 

Age (yr)  
18-30 93 (31.3) 
31-40 123 (41.4) 
41-50 50 (16.8) 
51-60 23 (07.7) 
>60 08 (02.7) 

Sex  
Male  186 (62.6) 
Female  111 (37.4) 

Address  
Urban 135 (45.5) 
Rural 162 (54.5) 

Marital status  
Married 237 (79.8) 
Divorce 09 (03.0) 
Widow 26 (08.8) 
Single 25 (08.4) 

Religion  
Hindu 280 (94.3) 
Muslim 16 (05.4) 
Christian 01 (0.3) 

Education  
Graduate or post graduate 22 (7.4) 
Intermediate 15 (5.1) 
High school certificate 21 (7.1) 
Middle school certificate 30 (10.1) 
Primary school certificate 90 (30.1) 
Illiterate 119 (40.1) 

Occupation  
Semi-Professional 5 (01.3) 
Clerical, Shop-owner,Farmer 20(06.7) 
Skilled worker 09 (3.0) 
Semi-skilled worker 29(09.8) 
Unskilled worker 47(15.8) 
 Unemployed 187 (63.0) 

Socioeconomic class (B.G.Prasad’s classification)
Class II 08 (02.7) 
Class III 30 (10.1) 
Class IV 79 (26.6) 
Class V 180 (60.6) 

 
Table 2: Distribution of personal habits among the 
study participants 

Personal habit Frequency (N= 297) (%)
Alcohol use  

Habitual  10 (03.4) 
Social  123(41.4) 
Never 164(35.2) 

Smoking  
Current smoker  23 (07.7) 
Past smoker  98 (33.0) 
Never 176(59.3) 

 
Clinical profile: Table 4 shows the clinical staging as 
per WHO classification and working status of the 
study participants. At the initiation of treatment, 
majority of the subjects were in stage I (36.7%) 
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followed by stage II (33.0%) of the and above 30 % of 
subjects were in stage III and stage IV. At the initiation 
of treatment most of subjects (69.4%) were in working 
group, followed by ambulatory (22.9 %) and bed 
ridden (7.7%). None of the clinical profile indecatoer 
were significantly associated with the studied 
sociodemographic varriables. The mean CD4 count of 
subjects at baseline (N= 290) was 151.86 cells/mm3 
with a wide standard deviation of 93.08.The median 
CD4 count of study subject was 145.5 cell/mm3 with a 
inter quartile range (IQR) of 68.5 to 227.5. The mean 
body weight of study subject (N=297) was 45.36 with 
standard deviation of 8.99. The mean hemoglobin of 
study subject (N=223) was 9.16 gm% with standard 
deviation of 1.65.  

 

Table 3 - Distribution of study subjects according to 
risk behavior 

Risk factor for HIV No. (N= 297) (%) 
Heterosexual  229 (77.1) 
Men having sex with Men (MSM)  01 (0.3) 
Injecting drug user  5 (1.7) 
Blood transfusion  20 (6.3) 
Unsafe injection  10 (34) 
Unknown (No response 
 /History not available) 

32 (10.77) 

 

Table 4: Distribution of Clinical stage and WAB 
functional status of the subjects 

Variables Frequency (N= 297) (%) 
WHO Clinical Stage  
Stage I 109 (36.7) 
Stage II 98 (33.0) 
Stage III 60 (20.2) 
Stage IV 30 (10.1) 
Functional status (WAB)  
Working 206 (69.4) 
Ambulatory 68 (22.9) 
Bedridden 23 (07.7) 
 
 

DISCUSSION 

Sociodemographic profile: In present study, the aver-
age age of the study population was 36.83 years. This 
is similar to other studies done in other part of India, 
11-12 where the average age of HIV infected population 
ranged from 35-37 years. The proportion of males 
(62.6%) was greater than females (37.3 %) in this 
study. This may be due to less reporting by females 
which is similar to other studies and reflects the HIV 
situation in India13. Though the proportion of patients 
from rural areas (54.5%) was higher than those in ur-
ban areas (45.5) it was lesser than the district level 
averages (61%). This may be because of proximity of 
the centre to the urban area though the possibility of 
poor reporting from rural areas cannot be ruled out. 
The educational status was poor with 40.1 % being 
illiterates which is similar to the other studies done in 

India and other developing countries12,14-16. Unem-
ployment was present in 63 % of study subjects. This 
may be due to low literacy levels, their HIV status and 
partly due to over reporting of unemployment to find 
out advantage of government scheme. Majority of the 
subjects belonged to the low socioeconomic group 
(Class IV and V). This may be because the study set-
ting having free availability of drugs and its location 
in rural setting. Similar finding was also observed in 
similar study settings11-12. 

Probable routes of transmission: Unsafe heterosexual 
behaviour was reported (77.1%) as the major risk fac-
tor in for the transmission of HIV. So was quoted by 
the other studies17-18. Transmission through blood 
transfusions, once a concern in many countries, has 
been nearly eliminated in developed countries by the 
routine screening of blood donations19. In India, also 
mandatory testing of blood for HIV helped in check-
ing transmission of HIV virus through blood transfu-
sion.20. Still, in present study 6.3% individuals gave the 
history of previous unscrupulous blood transfusion 
responsible for their HIV status. However, it is not 
easy to judge the route of infection retrospectively by 
clinical history only. 

Late reporting: The study presents the data of PLHA 
at the time of the initiation of treatment. The findings 
reveal that, around one third PLHA came late in the 
course of disease (stage III and IV) which could affect 
effectiveness of ART drugs and treatment outcome. 
Same applies on working status of registered PLHA as 
almost 1/3rd could not manage to register in working 
stage. CD4 count is one of most reliable investigation 
for clinical staging of PLHA and used to make deci-
sion on treatment initiation. In this study 50% patient 
was came to centre with CD4 count less than 145.5 
cell/mm3 which was quiet low according to national 
guideline. The study could not identify any significant 
correlations between the late presentation of clinical 
stages and studied sociodemographic determinants.  

Poor nutritional status: The average haemoglobin 
level and weight of the participants was lower than 
the recommended norms, which reflect low nutritional 
status of PLHAS. Adequate nutritional status supports 
immunity and physical performance21. Addressing 
poor nutritional status may, therefore, improve clinical 
outcomes22. 

 

CONCLUSIONS 

The clinical and socio-demogaphic profile of the bene-
ficiaries was similar to those of other reports. Late 
reporting at the initiation of ART was reported in 
about one third of the patients which could adversely 
affect effectiveness of ART. Efforts to investigate lesser 
representation of women and rural people are indi-
cated. The study raised concerns about the possible 
routes of transmission need more investigation.  

 

Limitations  
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As the present study was conducted in a non for profit 
private medical college hospital, the results observed 
are subject to bias arising from rate of reporting in 
hospital setting.  
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