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1. Introduction

The present cross sectional study was conducted to assess the socio-demographic and clinical 

profile of HIV/AIDS patients at ART centre of a rural tertiary care hospital, situated in 

Marathawada region of Maharashtra state of India, from Nov 2008 to October 2010. 801 HIV 

positive patients coming to ART centre for treatment were included in the study. The NACO 

guidelines for diagnosis of HIV were followed. For these patients a preformed questionnaire 

was made to enquire about socio-demographic characteristics such as age, sex, literacy status, 

marital status, occupation, socioeconomic status & clinical presentation ensuring 

confidentiality at their homes after informed consent and guarantee of anonymity to the 

individuals. The data was analyzed using mean, standard deviation and Chi-Square test. The 

male patients (68.04%) outnumbered the female patients (31.96%). Maximum number of 

males (79.81%) as well as females (84.77%) was in the age group of 20-39 years. Age of the 

patients ranged between 20-70 years. The most common route of transmission was found to be 

heterosexual in 94.39% patients and 2.99% patients had given a history of blood transfusion. 

The distribution of patients according to HIV status of their spouse shows that spouses of 

62.94% were HIV positive and spouses of 17.29% were HIV negative whereas HIV status of 

19.77% spouses was unknown. Among the spouses of male patients 51.46% were HIV positive 

and among the spouses of female patients 85.94% were HIV positive. Majority of patients 

presented with fever (52.93%), loss of weight (48.81%) and cough (40.82%). Most of the 

affected population was from lower socioeconomic class & reproductive age group i.e. 15-44 

years which increases the economic burden & affects the overall development of the family, 

community and country. Marital life itself becomes a risk factor for those women who get 

infected by their HIV positive spouse.

The human immunodeficiency virus (HIV) infection is a global 

pandemic. HIV continues to be a burden globally and presents 

serious public health problems in the developing countries, 

especially in India. According to the UNAIDS and World Health 

Organization (WHO) reports of November 2010, there are 

approximately 33.3 million people living with HIV/Acquired 

immunodeficiency syndrome (AIDS) worldwide, with a global 

prevalence of 0 .8% [1]. It is now the leading cause of adult deaths 

in the world due to infectious diseases [2]. HIV has become the first 

truly international epidemic easily crossing the oceans & borders. 

Despite the improved access to antiretroviral therapy (ART) & care 

in many regions of the world AIDS has killed millions of people 

[3].The HIV cases in south and South- East Asia account for 4.1 

million people with HIV. It is estimated that 90% of the HIV 

infected persons live in the developing countries, with the 

estimated number of infected Indians being 2.31 million, with an 

adult prevalence of 0.3% [1]. HIV/AIDS is no longer just a public 

health issue in India but become one of the most serious 
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socioeconomic & developmental concerns, because nearly 89% of 

reported cases are occurring in sexually active & economically 

productive age group (15-44yrs). Deaths of young adults have an 

especially damaging impact on their families and communities, 

skills are lost, workforce shrinks & children's are orphaned [4].
Though, ART does not cure HIV/AIDS, but effective ART regimens 

inhibit the efficient replication of the HIV virus, and reduce viremia 

to undetectable levels. Successes achieved by ART in terms of 

delaying the onset of AIDS have transformed the common 

perception about HIV from being a “virtual death sentence” to a 

“chronic manageable illness”. The Government of India launched 

the free ART programme on 1 April 2004, since then more and 

more patients are put on ART treatment with rapid expansion of 

the programme [5]. However due to prevailing socioeconomic 

conditions, poor awareness & lack of facility for diagnosis in rural 

setup the incidence of HIV infection is highly underreported from 

the areas. Early diagnosis, ART, chemoprophylaxis and treatment 

of opportunistic infections are important for control of HIV 

replication, disease progression and ultimately containment of 

epidemic. The present study was conducted in a rural tertiary 

health care hospital with the objective to assess the socio-

demographic and clinical profile of HIV/AIDS patients.

This cross sectional study was conducted at ART centre of a 

rural tertiary care hospital, situated in Marathawada region of 

Maharashtra state of India, from Nov 2008 to October 2010. The 

permission from head of institution and clearance from Ethics 

Committee was obtained before starting the study. The HIV 

positive patients coming to ART centre for treatment were 

included in the study. Patients visiting to VCTC, PPTCT & admitted 

in various wards were excluded from the study due to ethical 

considerations. The NACO guidelines for diagnosis of HIV were 

followed. First HIV test was carried out with HIV-Coomb test. As 

per the NACO guidelines if the sample is reactive in first test, it is 

confirmed by second (HIV-Trio-LF) and third (SD-Bioline) test. 

Over a period of 2 years such 801 HIV positive patients were 

studied. For these patients a preformed questionnaire was made to 

enquire about socio-demographic characteristics such as age, sex, 

literacy status, marital status, occupation, socioeconomic status 

and clinical presentation ensuring confidentiality at their homes 

after informed consent and  guarantee of anonymity to the 

individuals .The data was analyzed using mean, standard deviation 

and Chi-Square test.

In the present study out of 801 patients, the male patients 545 

(68.04%) outnumbered the female patients 256 (31.96%). Male to 

female ratio was 2.13:1.

The distribution of patients according to the age showed that, 

the maximum number of males 435 (79.81%) as well as females 

217(84.77%) were in the age group of 20-39 years. Age of the 

patients ranged between 20-70 years. Majority of patients i.e. 721 

(90.01%) belonged to Hindu religion followed by Buddha 47 

(5.87%) and Muslim 31 (4.12%). Maximum patients i.e. 565

 (70.53%) were residing in rural area while 236 (29.47%) in urban 

area. In the present study out of 801 patients, 621(77.53%) were 

literate while 180(22.47%) were illiterate. Among literate 

maximum number of patients i.e. 325 (40.58%) were educated 

upto secondary school. Maximum numbers of females were 

illiterate 112 (43.74%) as compared to males 68(12.48%) [Table 

1].

The distribution of patients by occupation depicts that 

majority of patients, who harbored the HIV infection, were 

laborers 412(51.44%). It includes the agricultural as well as non-

agricultural labourers. Among males, farmers 143(26.24%), 

businessman 65(11.93%) and drivers 53(9.72%) constituted 

other occupations. Among females, nearly two third i.e. 167 

(65.23%) were labourer and one fourth i.e. 69 (26.95%) were 

house wives.

Among the patients studied 565 (70.53%) were married and 

living with their spouse followed by 136 (16.97%) widows, 32 

(4.00%) widower, 32 (4.00%) unmarried, 20 (2.5%) divorced and 

16(2%) separated. Most of the females i.e. 136 (53.12%) were 

widow. Socioeconomic status of the patients reveals that majority 

i.e. 285(35.58%) were from class IV socioeconomic status and 245 

(30.59%) patients belonged to class V socioeconomic status. Very 

few patients were from upper socioeconomic status [Table 1].

The most common route of transmission was found to be 

heterosexual in 756 (94.39%) patients and 24 (2.99%) patients 

had given a history of blood transfusion. 21 (2.62%) patients were 

unknown about their route of transmission [Table 2].

The distribution of patients according to HIV status of their 

spouse shows that, out of 801 patients, 769(96%) patients had 

spouse, excluding 32 (3.99%) male patients who were unmarried. 

Retrospective data was asked regarding HIV status of their spouse.
Out of 769 patients, spouses of 484(62.94%) were HIV positive 

and spouses of 133 (17.29%) were HIV negative whereas HIV 

status of 152 (19.77%) spouses was unknown. Among the spouses 

of male patients 264 (51.46%) were HIV positive and among the 

spouses of female patients 220(85.94%) were HIV positive [Table 

3].

Majority of patients presented with fever, loss of weight and 

cough i.e. 424 (52.93%), 391(48.81%), 327(40.82%) respectively 

followed by diarrhoea 113 (14.11%), weakness 87 (10.86%), 

itching 54 (6.74 %), and pain in abdomen 28 (3.5%). 153 (19.10%) 

patients had no complaints [Table 4].

2. Material and methods 

3. Results
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Table 1. Sociodemographic profile of HIV positive patients

A) Age group (years)

B) Religion

C) Setting 

D) Education

E) Occupation 

F) Marital status

G) Socioeconomic status 

20-29

 30-39

 40-49

 >49 

Hindu 

Buddha

 Muslim 

Rural

 Urban 

Illiterate 

Primary School

 Secondary School 

College & above 

Laborer 

Farmer 

Business 

Driver 

Services 

Housewives 

Unemployed

 Professional 

Married 

Widower/ Widow 

Divorced

 Separated 

Unmarried 

I

II

III

IV 

V 

93    (17.06)

 342  (62.7) 

60    (11.01)

 50    (09.18) 

501   (91.93)

 32     (05.87)

 12     (02.20) 

372(68.26)

 173(31.74) 

68(12.48) 

131(24.04) 

265(48.62) 

81(14.86) 

245(44.95) 

143(26.24) 

65(11.93) 

53(09.72) 

27(04.95) 

00(00.00)

 07(01.29)

 05(00.92) 

457(83.86)

32(05.87) 

13(02.38) 

11(02.02) 

32(05.87) 

15(02.75) 

25(04.59) 

164(30.09) 

192(35.23) 

149(27.34) 

88   (34.38) 

129 (50.3) 

17   (06.64)

 22   (08.59) 

220  (85.94)

 15    (05.85)

 21    (08.21) 

193(75.39)

 63(24.61) 

112(43.74) 

76(29.69)

 60(23.44)

 08(03.13) 

167(65.23) 

09(03.52) 

06(02.34) 

00(00.00) 

05(01.96) 

69(26.95)

 00(00.00) 

00(00.00) 

108(42.19) 

136(53.12)

 07(02.73) 

05(01.96)

 00(00.00) 

00(00.00) 

24(09.38) 

43(16.80) 

93(36.32) 

96(37.50) 

181  (22.60) 

471  (58.80)

 77    (09.61)

 72    (08.99) 

721    (90.01)

 47       (05.87)

 33  (04.12) 

565(70.53)

 236(29.47) 

180(22.47) 

207(25.84)

 325(40.58) 

89(11.11) 

412(51.44) 

152(18.98)

 71(08.86) 

53(06.62)

 32(04.00)

 69(08.61) 

07(00.87) 

05(00.62) 

565(70.53) 

168(20.97) 

20(02.50) 

16(02.00) 

32(04.00) 

15(01.87) 

49(06.12) 

207(25.84)

 285(35.58)

 245(30.59) 

Sociodemographic

 Factors

    Male

n =545 (%)

  Female

n =256 (%)

Total

n = 801 (%)

Table 2. Routes of transmission of HIV infection

Table 3.  HIV Status of Spouse

Table 4. Presenting complaints among patients

Heterosexual 

Blood transfusion

 Unknown 

Total 

Positive 

Negative 

Unknown 

Total 

Fever 

Loss  of weight 

Cough 

Diarrhea 

Weakness 

Itching 

Pain in abdomen

 No complaints 

2χ  =88.48, df =2, P < 0.001

4. Discussion 

517(94.86) 

07(01.28) 

21(03.86) 

545(100) 

264(51.46) 

121(23.58) 

128(24.96) 

513(100) 

249(45.69) 

229(42.02) 

186(34.13) 

90(16.51) 

51(09.36) 

37(06.79) 

15(2.75) 

111(20.37) 

239(93.36) 

17(06.64) 

00(00.00) 

256(100) 

220(85.94)

 12(04.69) 

24(09.37) 

256(100) 

175(68.36) 

162(63.28) 

141(55.08) 

23(08.98) 

36(14.06) 

17(06.64) 

13(05.08)

 42(16.40) 

756 (94.39) 

24(02.99) 

21(02.62) 

801(100) 

484(62.94) 

133(17.29) 

152(19.77)

 769(100) 

424(52.93) 

391(48.81) 

327(40.82)

 113(14.11) 

87(10.86) 

54(06.74) 

28(03.50) 

153(19.10) 

Routes 

Transmission

HIV Status 

Complaints

Male

Male 

Male 

n =545 ( % ) 

Female

Female 

Female 

n =256 ( % ) 

Total

Total 

Total 

n = 801( % ) 

This study demonstrates the importance of socio demographic 

and clinical features of HIV/AIDS patients who were attending an 

ART centre in rural tertiary care hospital. The overall male patients 

outnumbered the female patients (545/256) and male to female 

ratio was 2.13:1. Male predominance was also observed in study 

done by Z. Ahmad et al [6], Singh H R et al [7]. The male 

preponderance might have been due to the fact that in the existing 

social milieu, females do not seek medical care fearing ostracism, 

gender bias, social stigma and neglect attached with the disease 

which decreases the number of females attending the HIV clinic. So 

the low number of females may not be the true representation of 

the proportion of females.

Umesh S. Joge   et.al  / Int J Biol Med Res. 2012; 3(1):1568-1572
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their husbands. Large part of married women, who were divorced 

(2.73%), separated (1.96%) were due to their HIV status. Similar 

findings with regard to widow/widower, divorcee, separated HIV 

positive patients were quoted by Bahl R et al (widows 42.86%, 

widower 1.79%) [11], Amballi A. A. et al (separated 4.93%, 

divorcee 2.47%) [12]. 

The predominant mode of transmission was through 

unprotected heterosexual intercourse (94.39%). More or less 

similar findings were reported by Gupta V et al (97%) [13]. But 

findings were not in accordance with Singh H. R. et al [7] who 

reported intravenous drug abuse (53.71%) as the predominant 

mode of transmission.  As far as risk factors are concerned, 9 

female patients were Commercial sex worker (CSW), none of the 

patients had given history of men having sex with men (MSM) and 

homosexuality and the reason could be the social taboos 

associated with the practice of these risk factors. History of blood 

transfusion was more among females (6.64%) than in males 

(1.28%). Overall, number of patients acquiring disease due to 

blood transfusion was less. 21(2.62%) patients did not know 

about their routes of transmission. The study area being rural, 

people were reluctant to talk about their sexual life and 

preferences. Too much stress was not being given in obtaining the 

information on this issue so that patient does not feel harassed and 

we will miss information on other valuable aspects. Children were 

not included in the study therefore mother to child route was not 

observed. In the present study injectable drug abusers were not 

observed, this could be due to bulk of patients from lower socio-

economic class and rural area where affordability and availability 

of drugs is limited. 

Significantly more number of spouses of females (85.94%) 

were HIV positive than spouses of males (51.46%) (p<0.001). This 

indicates that more number of females get infected through their 

partners. The fact that significantly more number of HIV positive 

females had HIV positive husbands is documented by Jayrama S et 

al [10]. In their study it was found that 19.13% of spouses of males 

while 41.32% spouses of females were HIV positive.
In the present study fever, cough and weight loss were the 

predominant presenting symptoms and every symptomatic 

patient presented with one or more different symptoms.  An 

average symptom per patient was 2.19. Nearly 20% of patients had 

no complaints because these patients were on regular 

antiretroviral therapy and due to this symptom might have been 

subsided. More or less similar symptoms were reported in the 

studies conducted by [6, 9].

Most of the affected population was from lower socioeconomic 

class and reproductive age group i.e. 15-44 years which increases 

the economic burden and affects the overall development of the 

family, community and country. Labourer which was the most 

common occupation found to be affected acts as a link population 

Majority (81.40%) of patients were within the age group of 20-

39 years which is sexually active and productive age group. These 

findings are very much similar to the national level statistics in 

which NACO has reported that, 89% of the cases were in the age 

group of 15-44 years. This section of the population is more 

affected because they are economically productive, sexually more 

act ive and the social  structure is  patriarchal  [3] .

Nearly 71% patients were from rural areas The rural 

preponderance of HIV seropositive patients is believed to be an 

indication of spread of HIV from the urban to the vast rural areas. 

This type of distribution in the present study might be due to the 

rural location of ART centre, easier access by the rural people or it 

might indicate real increase in the HIV prevalence in the rural areas 

of the district. Similar findings were reported by Joardar G. K. et al 

[8].

With regard to the level of education, 77.53% patients were 

literate and 22.47% were illiterate these findings were more or 

less similar to study conducted by Joshi H. S. et al [9]. It may be 

inferred that higher educational levels offered some protection 

against HIV. Anybody who is illiterate and educated below the 

secondary education level may not have adequate knowledge for 

protecting himself or herself from STDs including HIV/AIDS.

In the present study maximum number of patients (51.44%) 

were labourers both among males (44.95%) and females 

(65.23%). The study area is a rural area. Most of the labourers were 

engaged in agriculture, agricultural related activities and/or 

sugarcane industries which also have migrant laborers.  These 

labourers stay away from their families for long duration and get 

involved in promiscuous behavior. This implies that the labourers 

are working as a link population and spreading the disease to 

general population. In females the second most affected group was 

housewives (26.95%) who are at mercy of their counterpart and 

are silent sufferers. They do not have the right to ask for 

contraception and suffer from deadly disease just because of their 

partners. In the present study drivers 53(6.62%) were less in 

number since the study area is far away from highways. The 

financially well off patients involved in the occupations like 

business, services constitute a totally different  group they have 

more money and get involved in high risk behavior when away 

from family. Therefore they act as a bridging population and 

spread the disease from urban to rural area. The variation in 

occupations between present study and Joardar G.K. et al [8] could 

be due different occupations in different geographical areas.

With regard to marital status majority of patients were 

married (70.53%), but widows (53.12%) outnumbered married 

(42.19%) in females. High number of married persons having 

HIV/AIDS was also reported by Jayrama S et al (70.3%) [10]. All 

widows gave history of death of their husbands due to HIV/AIDS. 

This clearly indicates that most of the females got infection from 

5. Conclusion 

Umesh S. Joge   et.al  / Int J Biol Med Res. 2012; 3(1):1568-1572
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between high risk groups to general population and between 

urban to rural areas. Marital life itself becomes a risk factor for 

those women who get infected by their HIV positive spouse. 
000 Ambareesha. Kondam   et.al  / Int J Biol Med Res. 2012; 3(1):000-000

their husbands. Large part of married women, who were divorced 

(2.73%), separated (1.96%) were due to their HIV status. Similar 

findings with regard to widow/widower, divorcee, separated HIV 

positive patients were quoted by Bahl R et al (widows 42.86%, 

widower 1.79%) [11], Amballi A. A. et al (separated 4.93%, 

d i v o r c e e  2 . 4 7 % )  [ 1 2 ] .  

The predominant mode of transmission was through 

unprotected heterosexual intercourse (94.39%). More or less 

similar findings were reported by Gupta V et al (97%) [13]. But 

findings were not in accordance with Singh H. R. et al [7] who 

reported intravenous drug abuse (53.71%) as the predominant 

mode of transmission.  As far as risk factors are concerned, 9 

female patients were Commercial sex worker (CSW), none of the 

patients had given history of men having sex with men (MSM) and 

homosexuality and the reason could be the social taboos 

associated with the practice of these risk factors. History of blood 

transfusion was more among females (6.64%) than in males 

(1.28%). Overall, number of patients acquiring disease due to 

blood transfusion was less. 21(2.62%) patients did not know 

about their routes of transmission. The study area being rural, 

people were reluctant to talk about their sexual life and 

preferences. Too much stress was not being given in obtaining the 

information on this issue so that patient does not feel harassed and 

we will miss information on other valuable aspects. Children were 

not included in the study therefore mother to child route was not 

observed. In the present study injectable drug abusers were not 

observed, this could be due to bulk of patients from lower socio-

economic class and rural area where affordability and availability 

of drugs is limited. 

Significantly more number of spouses of females (85.94%) 

were HIV positive than spouses of males (51.46%) (p<0.001). This 

indicates that more number of females get infected through their 

partners. The fact that significantly more number of HIV positive 

females had HIV positive husbands is documented by Jayrama S et 

al [10]. In their study it was found that 19.13% of spouses of males 

while 41.32% spouses of females were HIV positive.In the present study fever, cough and weight loss were the 

predominant presenting symptoms and every symptomatic 

patient presented with one or more different symptoms.  An 

average symptom per patient was 2.19. Nearly 20% of patients had 

no complaints because these patients were on regular 

antiretroviral therapy and due to this symptom might have been 

subsided. More or less similar symptoms were reported in the 

studies conducted by [6, 9].

Most of the affected population was from lower socioeconomic 

class and reproductive age group i.e. 15-44 years which increases 

the economic burden and affects the overall development of the 

family, community and country. Labourer which was the most 

common occupation found to be affected acts as a link population 

Majority (81.40%) of patients were within the age group of 20-

39 years which is sexually active and productive age group. These 

findings are very much similar to the national level statistics in 

which NACO has reported that, 89% of the cases were in the age 

group of 15-44 years. This section of the population is more 

affected because they are economically productive, sexually more 

act ive  and the social  structure is  patriarchal  [3] .

Nearly 71% patients were from rural areas The rural 

preponderance of HIV seropositive patients is believed to be an 

indication of spread of HIV from the urban to the vast rural areas. 

This type of distribution in the present study might be due to the 

rural location of ART centre, easier access by the rural people or it 

might indicate real increase in the HIV prevalence in the rural areas 

of the district. Similar findings were reported by Joardar G. K. et al 

[8].

With regard to the level of education, 77.53% patients were 

literate and 22.47% were illiterate these findings were more or 

less similar to study conducted by Joshi H. S. et al [9]. It may be 

inferred that higher educational levels offered some protection 

against HIV. Anybody who is illiterate and educated below the 

secondary education level may not have adequate knowledge for 

protecting himself or herself from STDs including HIV/AIDS.

In the present study maximum number of patients (51.44%) 

were labourers both among males (44.95%) and females 

(65.23%). The study area is a rural area. Most of the labourers were 

engaged in agriculture, agricultural related activities and/or 

sugarcane industries which also have migrant laborers.  These 

labourers stay away from their families for long duration and get 

involved in promiscuous behavior. This implies that the labourers 

are working as a link population and spreading the disease to 

general population. In females the second most affected group was 

housewives (26.95%) who are at mercy of their counterpart and 

are silent sufferers. They do not have the right to ask for 

contraception and suffer from deadly disease just because of their 

partners. In the present study drivers 53(6.62%) were less in 

number since the study area is far away from highways. The 

financially well off patients involved in the occupations like 

business, services constitute a totally different  group they have 

more money and get involved in high risk behavior when away 

from family. Therefore they act as a bridging population and 

spread the disease from urban to rural area. The variation in 

occupations between present study and Joardar G.K. et al [8] could 

be due different occupations in different geographical areas.

With regard to marital status majority of patients were 

married (70.53%), but widows (53.12%) outnumbered married 

(42.19%) in females. High number of married persons having 

HIV/AIDS was also reported by Jayrama S et al (70.3%) [10]. All 

widows gave history of death of their husbands due to HIV/AIDS. 

This clearly indicates that most of the females got infection from 

5. Conclusion 
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