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etiology was of viral origin, the patient had chicken 
pox. A Tzanck smear was done, which showed 
multiple multinucleated giant cells, and serum IgM 
was raised above normal. Strict monitoring of the 
patients� vitals was done daily. Sepsis screening was 
done at baseline and twice weekly. All the patients 
recovered. The average period of stay in hospital was 
19.4 days (range 7 � 41 days). All patients were kept 
in isolation. 

The principle of symptomatic treatment are the same 
as that for burns and include fluid replacement, 
nutritional support, and antimicrobial therapy.[3] Early 
reporting by our patients, within 1.9 days of appearance 
of lesions, and the early use of corticosteroids may 
have favored a better prognosis. Patterson[7] reported 
the effectiveness of early steroid administration in the 
Stevens-Johnson syndrome in 41 cases.

Lesser total body surface area involvement showed a 
better survival rate as seen in other studies.[8] Most of 
our patients, 75% (18 cases), had 30% or less than 30% 
of body surface area involvement. Younger patients 
had better prognosis as seen from other studies.[9-11] The 
majority of our patients were between 18 and 30 years. 
From our analysis we have seen that steroids, when 
given early, preferably within 72 hours, in younger 
patients, with lesser body surface area involvement, 
without any comorbidity, and under very strict 
supervision, preferably in well-equipped centers, 
prove beneficial to the patients with SJS / TEN.
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Prevalence of genital Chlamydia Prevalence of genital Chlamydia 
infection in females attending an infection in females attending an 
Obstetrics and Gynecology out Obstetrics and Gynecology out 
patient department in Orissapatient department in Orissa

Sir,
Chlamydia trachomatis, the most common sexually 
transmitted asymptomatic infection, when left untreated, 
leads to complications, like pelvic inflammatory disease 
(PID), ectopic pregnancy, and infertility in women. To 
prevent such sequelae the Center for Disease Control 
and Prevention (CDCP) recommends screening for 
Chlamydiae in women under the age of 24 years, once 
in a year, for early diagnosis and treatment.[1] However, 
in India, such a practice has not been adopted, probably 
due to lack of information on the magnitude of this 
problem. Available reports reveal a wide variation (0.2 
to 40%) on its prevalence.[2,3] There is no report on this 
infection from the state of Orissa. These cases remain 
undiagnosed because of lack of laboratory facility 
and skills. Hence a pilot study has been undertaken, 
to generate evidence on this infection in this region, 
using highly sensitive and specific molecular tests, 
that is, polymerase chain reaction (PCR) followed by 
southern hybridization. The study has been reviewed 
and approved by the Human Ethical Committee of the 
Center. 

One hundred and eight married women, with a mean 
age of 31.35 ± 7.3 years attending the Outpatient 
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Department of Obstetrics and Gynecology, of the 
SCB Medical College and Hospital, Cuttack, Orissa, 
were enrolled during May and June 2005. A standard 
validated questionnaire was used to record the social, 
medical, and treatment-seeking history of these 
women. They belonged to a conservative society with 
restrictions in premarital sex and customary sexual 
relationship with the only spouse after marriage; 
polygamy / polyandry being unusual. They had one 
of the following complaints; the most common was 
mucopurulent vaginal discharge (n = 95, 87.9%), pain 
in lower abdomen / back (n = 77, 71.2%), recurrent 
abortion, that is, ≥ 2 spontaneous abortions (n = 22, 
20.4%), and infertility (n = 14, 12.96%). Multiple 
symptoms were noted in 74 (68.5%) women, vaginal 
discharge and pain in the lower abdomen or back were 
the frequent combination. Mean duration of vaginal 
discharge and pain in lower abdomen / low backache 
was 42.8 and 27.3 months, respectively.

The gynecologist did per speculum pelvic 
examination, to record the clinical signs and to 
collect cervical specimens, using a sterile cotton swab 
(Himedia Laboratories Pvt. Ltd., Mumbai, India). 
Unhealthy cervix and adnexal signs suggestive of 
pelvic inflammatory disease (PID) were seen in 33.3 
and 35.2% of the women, respectively. History of 
seeking early treatment was recorded only in 22 
(20.4%) women, while 16 (14.8%) consulted allopathic 
practitioners, which suggested the development of PID 
in 35.2% women due to delayed treatment. 

The collected cervical swabs were transported in ice 
packs to the Institute�s (Regional Medical Research 
Center, Bhubaneswar) laboratory within three hours 
and stored at -140ºC until processed by PCR, following 
a standardized PCR protocol.[4] Each specimen, 
dissolved in 1 ml phosphate buffer saline (PBS), was 
checked for the presence of four-to-five epithelial cells 
per high power field as adequate for further processing. 
DNA was extracted using the extraction kit (Bangalore 
Genei Pvt. Ltd., India) and a 180 base pair DNA 
fragment, common to all serotypes of C. trachomatis 
was amplified (PCR reagents: Bangalore Genei Pvt. Ltd., 
India; Thermal cycler: Gene Amp PCR system 2400, 
Perkin Elmer) using a primer pair from the conserved 
region of the major outer membrane protein gene of C. 
trachomatis. [4] Each PCR product was then processed 
for southern hybridization using a C. trachomatis 
specific DIG-leveled probe (Roche Diagnostics GMBH, 
Germany). [4] Seven (6.4%) specimens were inadequate, 
thirty specimens had either insufficient DNA or were 

with inhibitors or were contaminated and were not 
processed. The test was successfully conducted on 
71 specimens for interpretation and analysis. Five 
(7.04%) were found positive for C. trachomatis. This 
7.04% prevalence rate was higher than reports from 
Mumbai (0.2%) [2] and the multicentric study of the 
Indian Council of Medical Research(1.6 � 3.3%),[5] 
but less than other reports(12.3 and 29%).[4,6] Eighty 
percent of the C. trachomatis positive women were 
above 35 years. All had a monogamous marriage and 
none revealed premarital sex. Post-marital promiscuity 
in the women or the partner remained a possibility of 
infection at this age. No unmarried girl reported with 
similar complaints for enrollment, might be due to 
nondisclosure of genital symptoms / disease or out of 
shyness or the stigma prevailing in the conservative 
society, indicating lack of awareness about genital 
infections that affect early treatment. 

In conclusion, this is the first report from this region 
showing 7.04% prevalence rate of C. trachomatis 
infection in symptomatic women from Orissa. This 
initial information may help the clinicians of the region 
in treating cases with similar symptoms. However, 
limitations of the present study are the inclusion of 
only symptomatic women and small sample size. 
Further studies in community settings are essential 
for assessment of the disease burden and planning for 
health awareness.
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Stability of human Stability of human 
immunodeÞ ciency virus antibodies immunodeÞ ciency virus antibodies 
in Þ lter paper-spotted serumin Þ lter paper-spotted serum

Sir,
Acquired immune deficiency syndrome (AIDS) 
resulting from human immunodeficiency virus 
(HIV) infection has become a major global health 
concern in the last few years, with the gravity of the 
problem being more serious in the developing and the 
underdeveloped countries. In addition to suffering and 
death, the disease perpetuates poverty through work 
loss, school drop-out, decreased financial investment 
and increased social instability.[1] Providing diagnostic 
support is essential for ensuring quality health care 
in the fight against the HIV/AIDS epidemic. Correct 
laboratory protocols are important not only in 
the diagnosis but also in the screening of donated 
blood, surveillance, prevention of mother-to-child 
transmission, voluntary counseling and testing and 
laboratory monitoring of HIV antiretroviral therapy. 
It is important to make use of established and tested 
protocols for collection and transport of the samples 
from the field conditions to the lab as it is not practical 
to have diagnostic facilities everywhere. Use of filter 
paper as a transport medium for blood and serum 
was suggested as early as 1966. [2] Subsequently, many 
researchers have tried filter papers for the transport 
of sera and whole blood. In 1987, it was reported that 
results of an enzyme-linked immunosorbent assay 
(ELISA) and the immunoblotting test for HIV antibodies 
from the eluates from sera-impregnated filter paper 
discs agreed with the results obtained by ordinary 
serum testing.[3] In another study, 1020 specimens were 
tested using five different commercial enzyme-linked 
immunoassay systems for the detection of HIV type 
1 antibody from filter paper discs impregnated with 
whole blood.[4] All five systems performed adequately, 
with specificities in excess of 99%. Some other studies 
have tried to simulate tropical field conditions for 
storage purpose for the filter-spotted samples.[5]
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Figure 1: Enzyme-linked immunosorbent assay results of the 
fresh sera and the eluate from the fi lter paper

With the objective of testing the stability of 
diagnostically important serum antibodies against HIV 
antigens (p24, gp160, gp120) on the filter paper using 
ELISA and Western Blot (WB), we tested 20 samples of 
HIV-positive subjects and 10 samples of HIV-negative 
subjects. To avoid any bias, the testing was carried out 
by a double blind method. Results from the fresh sera 
were used as baseline results for comparison with the 
results obtained from sera spotted on the filter paper 
(Whatman filter paper 3). We used small strips of the 
paper to spot 100 µl of serum, which was then dried 
and packed in separate polythene bags and stored 
at room temperature for 10 days. On the 11th day, the 
serum was eluted from the filter paper. The elution was 
carried out by incubation of the pieces of the strip in 
100 µl of elution buffer (phosphate-buffered saline pH 
7.4 with 0.05% Tween and 1% bovine serum albumin). 
The eluted sample was used for ELISA and WB.

It was observed that all the samples that were positive 
for ELISA in fresh sera were positive with the filter 
paper eluate obtained after a storage period of 10 days 
at room temperature. All the negative samples were 
negative, giving a 100% concordance as expected. 
Furthermore, we observed that the optical densities 
(ODs) of fresh sera matched well with the sera eluted 
from the filter paper [Figure 1]. The correlation 
coefficient between the OD values was 0.988. Also, it 
was observed that in WB all the HIV antigen-specific 
bands were present in the filter paper eluate sample. 
Intensities of the band for core antigen p24 and 
envelope antigens (gp120 and gp160) in the WB for the 
filter paper eluate (when measured as pixel densities 
using a gel documentation system) were similar to that 
obtained from fresh sera.
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