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Abstract

Introduction

Toxoplasmosis is a parasitary disease that presents high rates of gestational and congenital

infection worldwide being therefore considered a public health problem and a neglected

disease.

Objective

To determine the prevalence of toxoplasmosis amongst pregnant women and vertical trans-

mission of Toxoplasma gondii in their newborns attended in the Basic Units of Health (BUH)

from the city of Gurupi, state of Tocantins, Brazil.

Methods

A prevalence study was performed, including 487 pregnant women and their newborns

attended in the BUH of the urban zone of the city of Gurupi, state of Tocantins, Brazil, during

the period from February 2012 to February 2014. The selection of the pregnant women

occurred by convenience. In the antenatal admission they were invited to participate in this

study. Three samples of peripheral blood were collected for the detection of specific anti-

T. gondii IgG, IgM and IgA through ELISA, for the polimerase chain reaction (PCR) and IgG

avidity during pregnancy. When IgM antibodies were detected the fetal and newborn infec-

tion investigation took place. The newborn was investigated right after birth and after one

year of age through serology and PCR to confirm/exclude the vertical transmission. The

analyses were performed in the Studies of the Host-Parasite Relationship Laboratory

(LAERPH, IPTSP-UFG), Goiania, state of Goias, Brazil. The results were inserted in a data

bank in Epi-Info 3.3.2 statistic software in which the analysis was performed with p�5%.
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Results

The toxoplasmosis infection was detected in 68.37% (333/487, CI95%: 64.62–72.86). The

toxoplasmosis chronic infection prevalence was of 63.03% (307/487, CI95%: 58.74–67.32).

The prevalence of maternal acute infection was of 5.33% (26/487; CI95%: 3.3–7.3) sus-

pected by IgM antibodies detection in the peripheral blood. The prevalence of confirmed

vertical transmission was of 28% (7/25; CI95%: 10.4–45.6).

Conclusions

These results show an elevated prevalence of toxoplasmosis in pregnant women and verti-

cal transmission of T. gondii in the city of Gurupi, state of Tocantins, Brazil.

Introduction
Toxoplasmosis is a worldwide zoonosis caused by the protozoan Toxoplasma gondii (T. gondii)
[1,2]. Toxoplasmosis is an important cause of miscarriage or adverse fetal effects such as neuro-
logical and ocular diseases and may also lead to late sequelae in the life of the infected newborn
[3]. Toxoplasmosis prevalence varies among adult individuals depending on the studied popu-
lation and on the age of the individuals [4]. These variations occur due to the difference of
exposure to the main sources of infection which are: soil, water or food contaminated with
feces from infected cats that contain T. gondii oocysts; or raw or uncooked meat that contain
bradyzoit cysts [5]

The ubiquity of the infection source and the differential exposure of the individuals to it,
due to cultural and hygienic habits, may explain why the prevalence of toxoplasmosis is
extremely variable between countries and even within different regions of the same country
[6–10]. One of the major causes of foodborne death in the United States is toxoplasmosis. It
also represents an annual cost of illness around $3 billion in the same country [11]. The large
variability of the toxoplasmosis prevalence described by the literature from studies performed
in different regions characterizes the great regional variability of the incidence of this disease
and also the specific characteristics of each studied population [6,12–14].

In spite of both maternal and congenital infections are frequently asymptomatic, the T. gon-
dii infection is particularly severe when the primo infection occurs during pregnancy [15]. For
instance, in developed countries such as USA, only in 10% of the infected pregnant women the
disease is symptomatic with unspecific signs [16]. On the other hand, in developing countries
such as Brazil, the prevalence of toxoplasmosis among pregnant women varies from 50 to 80%
throughout the whole territory of this vast country [17].

The diagnosis of the gestational infection is based on serological tests that search for specific
antibodies such as anti-T. gondii IgG, IgM and IgA. Usually these tests are used to confirm the
infection due to their high sensitivity and specificity. It is important to highlight that serological
tests for IgMmay present persistently positive results for long periods; hence the IgG avidity
test performed during the first trimester of pregnancy would help to determine whether it is a
recent infection [18]. Therefore a positive IgM test result in a pregnant woman requires caution
and further confirmation of acute infection. In fetuses and newborns the diagnosis of toxoplas-
mic infection is complex and performed through the union of serological and parasitological
analysis. In newborns, anti-T. gondii IgM and IgA in any titer, anti-T. gondii IgG ascending
titers or the detection of the parasitary DNA in the blood of the patient confirm the infection
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[3,18]. For the fetuses infection confirmation it is also recommended the amniocentesis to
identify the parasite in the amniotic fluid by PCR or inoculation in mice if the maternal pri-
mary infection is diagnosed, if serologic testing cannot confirm nor exclude acute infection, or
in the presence of abnormal ultrasound findings such as intracranial calcifications, microceph-
aly, hydrocephalus, ascites, hepatosplenomegaly, or severe intrauterine growth restriction [19].
This confirmation is essential for the prevention of a possible vertical transmission of T. gondii
or the adequate treatment that may minimize the fetal sequelae [11]. For the newborn infection
confirmation besides the serological tests from newborn and mother sera it is recommended to
perform PCR on the cord blood, placenta and amniotic fluid collected at birth [20].

Most studies performed in Brazil aiming the determination of the toxoplasmosis prevalence
were performed in Southeast, South and Mid-West regions [3,5–7,10,15,21,22] which present
cultural and environmental differences when compared to North and Northeast ones [12,23].
Therefore the aim of this study was to determine the prevalence of gestational and congenital
toxoplasmosis in pregnant women and their newborns attended in the Basic Units of Health
from the urban zone of the city of Gurupi, state of Tocantins, North Region of Brazil.

Materials and Methods

Type of study, ethical aspects and population assessment
A cohort study was performed including 487 pregnant women attended at the 11 Basic Units
of Health (BUH) from the urban and rural zone of the city of Gurupi, state of Tocantins, Brazil,
during the period of February 2012 to February 2014. This study was approved by the Ethics in
Research Committee from the University Center UNIRG, protocol number 394846.

The selection and inclusion of the pregnant women occurred during their admission at one
of the BUH by convenience. The antenatal care for pregnant women occur in pre-established
week days, therefore the researcher was present at the moment when the pregnant women
were waiting for consultation. All pregnant women who freely presented themselves for the
antenatal care consultation during the studied period and dwelled in the city of Gurupi were
informed about the objective of this study and invited to participate. Aiming the non-distur-
bance of the routine of the medical service, the obtaining of the signed consent was performed
after the antenatal care consultation in an appropriate room. All participants that accepted
being part of this study provided a written consent to participate. When the pregnant women
were underage the written consent was signed by their legal guardian.

The gestational age of first antenatal visit, number of antenatal visits and treatment follow
up, when necessary, were extracted from the medical chart of the pregnant women after birth.
The epidemiological data and risk factors associated to gestational toxoplasmosis in this stud-
ied group are appropriately explored by [24].

Inclusion/exclusion criteria
The inclusion criteria were pregnancy confirmed by the clinician and by laboratory analysis
with gestational age determined by the last period date and in accordance with the ultrasound
analysis or determined by the ultrasound analysis performed before 20 weeks of gestational
age. The ultrasound examination at pregnancy suspicion or confirmation is mandatory accord-
ing to recommendations of the Health Ministry of Brazil [25]. The exclusion criteria were the
non-consent to participate in the study, the uncertain gestational age, women who did not
dwell in the city of Gurupi.

The criteria for the following of the toxoplasmosis in pregnant women and vertical trans-
mission of T. gondii were positive results for IgM anti-T. gondii test, both IgM/IgG positive
results or who presented seroconversion during pregnancy.
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Sample size
The parameters to estimate the sample size were: 50% of prevalence, reliability level (type I
error) of 5% and precision level of 5%. A 5% of sample loss was estimated [26]. The 50% of
prevalence was estimated based on the literature reports of population toxoplasmosis preva-
lence in Brazil [5]. A probabilistic sample of 487 pregnant women was selected.

Laboratory techniques
As to preserve the internal validity of this study the same serological kit (same manufacturer)
was used for the analysis of the blood sample from all pregnant women and their newborn.
Also these analyses were always performed in the same laboratory by the same technician
avoiding bias. The analyses were processed in the Studies of the Host-Parasite Relationship
Laboratory (LAERPH) located at the Tropical Pathology and Public Health Institute of the
Federal University of Goias, city of Goiania, state of Goias, Brazil. After the blood collection
the samples were frozen and sent in sealed Styrofoam boxes to LAERPH. The maximal time
interval for samples transportation was of 10 hours from the city of Gurupi to LAERPH in the
city of Goiania.

One sample of 5 mL of peripheral blood was collected from each pregnant women at first,
second and third gestational trimesters and at birth for the serological detection of IgA, IgM
and IgG. The ELISA test for IgM and IgG antibodies detection was performed using the Imu-
notoxo Kit, Bioclin-Quibasa S/A1 from Brazil. The IgA antibodies were detected through
Toxoplasma IgA ELISA kit, Immuno-biological Laboratories, Inc. (IBL-AMERICA, USA). To
confirm the IgM positive results, a second blood sample (5mL) was immediately collected and
the ELISA test was performed again accompanied by complementary tests such as specific
anti-T. gondii IgG avidity and PCR to T. gondii detection.

Furthermore the blood samples from the newborns collected at birth were submitted to
serological analysis to the identification of specific anti-T. gondii IgM, IgA, IgG antibodies, IgG
avidity and PCR for T. gondii detection. One year after birth the children were submitted to
another battery of the same tests to confirm the vertical transmission of T. gondii or to identify
the transmission in the cases that it has not been identified previously. The vertical transmis-
sion was confirmed when there were positive results for IgM, IgA, low IgG avidity and/or per-
sistence or increase in IgG antibody titers and also positive PCR results. The children with
confirmed vertical transmission are being followed by a responsible clinician. Their clinical
data and evolution are not described in this study.

The pregnant women that presented negative results to the serological analysis were fol-
lowed aiming the vigilance of seroconversion during the three gestational trimesters. The preg-
nant women that presented an identification of acute infection were submitted to the same
complementary tests.

At any moment when the detection of IgM antibodies occurred the pregnant women
received treatment with spiramycin (500 mg/3 times a day) per 60 days prescribed by the phy-
sicians responsible for them. Also, during pregnancy, the congenital transmission was moni-
tored by the medical team with ultrasound examinations. Amniocentesis is not available in
BUH in Gurupi, therefore it was not performed in the pregnant women within this study. The
responsible pediatrician did not prescribe treatment for any of the infected newborn during the
period of this.

For the in house IgG avidity (Imunotoxo Kit, Bioclin-Quibasa S/A1 from Brazil) quantifi-
cation two simultaneous plates were performed, A and B. The serum samples were diluted 1/
200 and distributed into the two plates (100μL/cavity). After incubation during 30 minutes at
37°C, plate A was washed 5 times with the kit buffer and plate B was washed 3 times with a
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buffer supplemented with urea 6 M. Afterwards the two plates received the IgG conjugate as
recommended by the manufacturer and incubated for 30 minutes at 37°C. After incubation
and washing the chromogenic substrate was added and incubated for 10 minutes when the
stop solution was added. The absorbance reading was performed by an automatic ELISA reader
at 520nm (BIOTEC, LX800, Winooski, Vermont, EUA). The avidity index (AI) in percentage
was calculated as the result of the absorbance reading from the plate washed with urea-buffer
(U+) [Abs (U+)], divided by the absorbance reading from the plate washed with buffer (U-)
[ABS (U-)], and multiplied by 100, as indicated by the formula: AI = Abs (U+)/ABS (U-) × 100
[27]. The results were expressed in avidity percentage and the parameters were as follows: low
avidity–lower or equal to 30%; intermediary avidity–between 31 to 60%; high avidity–greater
than 60% [28].

From the IgM positive blood samples (5mL) the PCR was performed as follows: the T. gondii
DNA extraction from the total blood from the pregnant women and their newborn was per-
formed using commercial kits for DNA extraction, BIOPUR from BIOMETRIX1. The reaction
was performed in a total volume of 25μL containing 10mM TRIS HCl (pH 9.0), 3.5mMMgCl2,
0.2U Taq DNA Polymerase (Invitrogen), 0.5mM of each deoxynucleotide (dATP/ dTTP/ dGTP/
dCTP, Sigma Chemical Co., USA), 50 pmols of each reaction trigger (Invitrogen) and 2μL of
DNAmold, to the reaction mix was added 40μL of mineral oil (Sigma Chemical Co. USA). The
reactions were performed in a thermocycler Master Cycler Personal. The amplification program
was constituted of an initial denaturation at 94°C (5min), 35 cycles of denaturation at 94°C (1
min), annealing at 62°C (1min) and extension at 72°C (1min) followed by the final extension at
72°C (10 min). A 126 pb fragment of the T. gondii B1 gene was targeted through the following
pairs of primers: Toxo-B5 (5’-TGAAGA GAGGAA ACA GGT GGT CG-3’), Toxo-B6 (5’-CCG
CCT CCT TCG TCC GTC GTA-3’). The sensitivity was of 92.9% and specificity of 100% [29].
Positive and negative previously tested samples were used as positive and negative controls. The
products amplified by PCR with 100pb size were visualized by electrophoresis in 6% polyacryl-
amide gels revealed with silver stain [30].

Statistical analysis
The obtained results were inserted in a specific data bank generated by the statistical software
Epi-Info 3.3.2 which was used in the statistical analysis. Initially, frequency distribution tables
were built for the categorical variables which allowed the calculation of tendency and disper-
sion measures. Afterwards contingency tables were prepared for the determination of associa-
tion between independent variables and the serology results (dependent variable). The
determination of the IgG avidity effect and the vertical transmission of T. gondii were per-
formed through the multivariate logistic model which estimates the odds ratio (OR) with confi-
dence interval of 95% between the formed subgroups and each variable. The significance level
of 5% was adopted.

Results
From February 2012 to February 2014, 550 pregnant women were invited to participate in this
study. There were 49 refusals. 501 blood samples were collected but 14 (2.87%) were not pro-
cessed due to the abandonment of this study from the pregnant women or due to the samples
being considered unsuited for analysis. This occurred due to loss of the seal during transporta-
tion. However these losses did not compromise the intended sample size estimate. Blood sam-
ples from 487 pregnant women were considered fit for analysis which attended to the
probabilistic statistical calculation of sample size.
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All pregnant women participating in this study attended to at least one antenatal care con-
sultation and 53% of them attended to six or more consultations as recommended by the Bra-
zilian Health Ministry [31,32].

Regarding the beginning of the antenatal care, 195/487 (40.04%) of the pregnant women
attended to the first consultation during the first trimester of gestational age, 290/487 (59.55%)
during the second trimester and 2 (0.41%) during the third trimester as in Brazil the antenatal
care is dependent of spontaneous seeking by the pregnant women. All 487 pregnant women
were submitted to antenatal triage for toxoplasmosis through ELISA for the detection of IgG
and IgM antibodies. The mean date of the first serology test was 18 weeks of gestational age.

There were 155 pregnant women with IgG and IgM negative serology. These women had
their blood collected at the second and third trimesters of gestational age. All of them were sub-
mitted to three serological analyses. One case of seroconversion was detected which occurred
during the second trimester of gestational age, therefore the number of toxoplasmosis negative
pregnant women decreased to 154 (31.62%).

The toxoplasmosis infection was detected in 68.37% (333/487, CI95%: 64.62–72.86) consid-
ering all IgG and IgM positive results. Hence at the end of the study the prevalence of maternal
chronic infection was of 63.03% (307/487) (CI95%: 58.74–67.32). The maternal acute infection
was suspected in 24 cases during the first trimester of gestational age through IgM antibodies
detection. All IgM positive antibodies were detected during the first trimester (24/26) with 2
IgA positive results. Also there was the exception of two pregnant women who presented IgM
positive results at the second trimester of gestational age (2/26), form which one was confirmed
by additional IgA antibodies detection and the other one through seroconversion (IgM) during
the second trimester of gestational age. At the end there were 26 cases of possible acute infec-
tion diagnosed through the detection of IgM antibodies in a total of 5.33% (26/487, CI95%:
3.3%-7.3%) of the samples (Table 1).

The 26 blood samples from the acutely infected pregnant women were tested for IgG avidity
antibodies. Low IgG avidity was found in five from seven pregnant women in which vertical
transmission was confirmed. When evaluating the risk of vertical transmission related to the
low IgG avidity an odds ratio of 42.5 (CI95%: 3.16–571.8) was found (Table 2). There was one
miscarriage resulting in 25 mother/newborn pairs.

It was possible to identify seven children with vertical transmission and one miscarriage.
Paired blood samples were collected at birth, one from the mother and another from the new-
born. Another paired blood sample collection was performed one year after birth. One new-
born was not considered infected because the child did not receive medication during the
studied period and presented a remarkable decrease in IgG titers after 12 months of age, high
IgG avidity at birth and negative PCR results (patient 11, Table 3). The vertical transmission

Table 1. Specific anti-Toxoplasma gondii IgG, IgM and IgA antibodies prevalence in 487 pregnant
women attended at Basic Units of Health in the city of Gurupi, state of Tocantins, Brazil, from February
2012 to February 2014.

Antibodies n. Prevalence CI 95%

IgG (+); IgM (-); IgA (-) 307 63.04% 63.6%-72.2%

IgG (+); IgM (+); IgA (-) 22 4.51% 2.67%-6.36%

IgG (+); IgM (+); IgA (+) 4 0.82% 0.01%-1.62%

IgG (-); IgM (-); IgA (-) 154 31.62% 27.6%-36.0%

Total 487 100%

(+) positive; (-) negative

doi:10.1371/journal.pone.0141700.t001
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was confirmed in seven newborns (patients 1, 3, 4, 6, 18, 21, 26, Table 3), as follows: six new-
borns presented high titers of IgG antibodies (titers equal or superiors to the ones found in
blood samples from the mother) at birth and that maintained high or increasing titers after 12
months of age (patients 1, 3, 4, 6, 18, 26, Table 3), and one newborn presented IgA antibodies
detected from the blood sample collected at birth (patient 21, Table 3).

In one of the newborns the confirmation occurred due to the increase in IgG antibodies
titers and the detection of IgM antibodies after one year of age (patient 4, Table 3). There was
another case in which the newborn had IgG antibodies titers higher than the ones from the
mother both at birth and one year after (patient 1, Table 3). In this case it was possible to detect
the parasitary DNA through PCR from peripheral blood at one year of age (Table 3). The PCR
technique allowed the detection of T. gondii DNA in 19.23% (5/26, CI95%: 4.08–34.38) of the
pregnant women. One of them was detected during the first trimester of gestational age, one at
the second and three at the third trimester. One newborn (4%, 1/25, CI95%: -3.68–11.68) had
T. gondii DNA detected from a blood sample collected at one year of age.

All 26 pregnant women that presented positive results for IgM antibodies received spiramy-
cin treatment since the detection of the positive serology for a period of 60 days or until the
IgM antibodies detection resulted negative. One of these women interrupted the treatment on
her own account due to inconvenient side effects.

Discussion
This is the first study aiming the identification of toxoplasmosis serology in pregnant women
attended at BUH from the city of Gurupi and also in the state of Tocantins, North Region of
Brazil. The importance of toxoplasmosis prevalence among pregnant women determination is
due not only to define the adequate primary attention measures towards the susceptible
women but also to establish the correct therapy aiming the reduction of the fetal sequelae
[12,33–35]. The strikingly high prevalence of vertical transmission found in this study is related
to risk factors described previously for this same population by Silva et al. [24] which are age,
raw meat and in naturamilk intake, schooling, work and poor hygienic habits during the meal
preparation.

Women health care, especially during pregnancy, is of utmost importance in public health
policies. The antenatal care provides the adequate moment to the implementation of prophy-
lactic measures against maternal-fetal transmission of several diseases, including toxoplasmosis
which presents high prevalence [36]. The first consultation of antenatal care should occur as
precociously as possible [37], which is in discordance of the data found in this study in which
the average first consultation period was of 18 weeks of gestational age.

Similarly to the results found in our study, other authors found low seroprevalence of anti-
T. gondii antibodies ranging from 10 to 30% in other regions such as North America, South of
Asia and North of Europe [4,24,38–41]. Moderate seroprevalence (30 to 50%) were found in
other regions from Central and South Europe and high seroprevalence (>50%) were found in
Latin America (Venezuela, Argentina and Equator) and in countries from Africa [4,33,40]. The

Table 2. Vertical transmission risk evaluation through the IgG avidity antibodies test in the 26 pregnant women detected with Specific anti-Toxo-
plasma gondii IgM during pregnancy in Basic Units of Health in the city of Gurupi, state of Tocantins, Brazil.

With vertical transmission Without vertical transmission OR (CI 95%) p

Low avidity 5/25 1/25 42.5 (3.16–571.8) 0.003

Intermediary avidity and High avidity 2/25 17/25

doi:10.1371/journal.pone.0141700.t002
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Table 3. Diagnostic evaluation in the 26 pregnant women detected with Specific anti-Toxoplasma gondii IgM during pregnancy attended in Basic
Units of Health in the city of Gurupi, state of Tocantins, Brazil, from February 2012 to February 2014.

N. ELISA SEROLOGY (5 BLOOD SAMPLES) PCR (5 BLOOD
SAMPLES)

Newborn prognosis

1st 2nd 3rd 4th 5th

IgG IgM IgG IgM IgG IgM IgG IgM IgG IgM IgA AV 1 2 3 4 5

1 M P P PI N PI P P P P N N L N N P N N

NB P N PI N N L N P Infected

2 M P P PI N P N P N PD N N H N N N N N

NB P N N N N H N N Non Infected

3 M P P PI N P P P P P N N L N N P N N

NB P N P N N H N N Infected

4 M P P PI N P P P P P N N H N N P P P

NB P N PI P N L N N Infected

5 M P P PD N PI N P N P N N H N N N N N

NB N N N N N H N N Non Infected

6 M P P P P P P P P P N N L N N N N N

NB P N P N N L N N Infected

7 M P P PI N P N P N P N N H N N N N N

NB P N N N N H N N Non Infected

8 M P N PI P P N P N P N P I N N N N N

NB P N N N N H N N Non Infected

9 M P P PI N P N P N P N N I N N N N N

NB P N N N N H N N Non Infected

10 M P P PI N PI N P N P N N L N N N N N

NB N N N N N H N N Non Infected

11 M P P PI P P P P P PD N N I N P N N N

NB P N PD N N H N N Non Infected

12 M P P N I N Misscarriage 1st trimester

NB

13 M P P P N PD N P N PD N N L N N N N N

NB P N N N N H N N Non Infected

14 M P P P N P N P N PD N N I N N N N N

NB P N N N N H N N Non Infected

15 M P P PD N PD N P N PD N P H N N N N N

NB P N N N N H N N Non Infected

16 M P P P N P N P N P N N I N N N N N

NB P N N N N H N N Non Infected

17 M P P PI N PI N P N PD N N I N N N N N

NB P N N N N H N N Non Infected

18 M N N P P PI N PI N PD N N I N N N N N

NB P N P N N H N N Infected

19 M P P PI N PI N P N P N P I N N N N N

NB P N N N H N N Non Infected

20 M P P PI N PI N P N P N N H N N N N N

NB P N N N N H N N Non Infected

21 M P P PI N PI N P N P N P L N N N N N

NB P N P N P L N N Infected

22 M P P PI N PD N P N P N N I N N N N N

(Continued)
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IgG antibodies prevalence found in this study was of 63.03% (307/487) and considered elevated
confirming the high prevalence described in Latin America and Africa [36,42–45].

In Brazil, the IgG antibodies prevalence among pregnant women is highly variable. Fig-
ueiro-Filho in the year 2005 [46] in the state of Mato Grosso do Sul found a prevalence of
91.6%, Avelino with 2004 [5] in the city of Goiania, state of Goiás, found 65% of prevalence,
Reis with 2006 [47] in the city of Porto Alegre, state of Rio Grande do Sul, found 61.1% of prev-
alence, Areal and Miranda with 2008[48] in the city of Vitória, state of Espírito Santo, found
73.5% of prevalence and Porto in the year 2008 [49] in the city of Recife, state of Pernambuco,
found 74.7% of prevalence.

The results of our study are similar to several epidemiological studies performed within
pregnant women performed in the Brazilian territory. This fact may be explained to the low
socioeconomic conditions of the general population that seek medical consultation in the pub-
lic health system (SUS) in Brazil. Also due to the exposure to bradizoyt cysts found in raw or
undercooked meat and in in naturamilk and to oocysts that contaminate water, food and soil
[50,51].

In our study the prevalence of IgM antibodies in pregnant women was of 5.3%. This data is
quite superior as the ones reported in other studies in Brazil as described by Bittencourt [15] in
the year 2012 in the cities of Palotina and Jesuitas, state of Parana, which found a prevalence of
1.1%. Porto [49] with 2005 in the city of Recife, state of Pernambuco, found a prevalence of
2.8%. On the other hand some studies reported IgM antibodies prevalence in accordance with
our results such as Moura [6] in the year 2013 in the city of Niteroi, state of Rio de Janeiro,
found a rate of 4.2% of prevalence and Avelino [52] in the year 2009 which reported a preva-
lence of 8.6% in the city of Goiania, state of Goias.

The high seroprevalence of specific anti-T. gondii antibodies may be related to low socioeco-
nomic conditions and the low rates of schooling of the local population [53]. Some authors
report that the risk of maternal-fetal transmission depends on three simultaneous factors: rate

Table 3. (Continued)

N. ELISA SEROLOGY (5 BLOOD SAMPLES) PCR (5 BLOOD
SAMPLES)

Newborn prognosis

1st 2nd 3rd 4th 5th

IgG IgM IgG IgM IgG IgM IgG IgM IgG IgM IgA AV 1 2 3 4 5

NB P N N N N H N N Non Infected

23 M P P PI N PD N P N P N N H N N N N N

NB P N N N N H N N Non Infected

24 M P P PI N PD N P N P N N H N N N N N

NB P N N N N H N N Non Infected

25 M P P PI N PD N P N P N N I P N N N N

NB P N N N N H N N Non Infected

26 M P P PI N PI N P N P N N L N N N N N

NB P N PI N N H N N Infected

N. patient identification number, M = mother, NB = newborn, AV = IgGavidity; P = Positive, N = Negative, PI = increase in titers, PD = decrease in

titers, L = low avidity titers, I = intermediary avidity titers, H = high avidity titers. 1st–first collection of blood at first trimester of gestational age; 2nd–second

blood collection at second trimester of gestational age; 3rd–third collection of blood samples at third trimester of gestational age; 4th–fourth collection of

blood collection at birth from mother and newborn; 5th–fifth collection of blood samples one year after birth from mother and child. The IgG avidity was

performed in the first blood sample collection from the mother and at birth from the newborn.

doi:10.1371/journal.pone.0141700.t003
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of tachyzoites parasitemia in maternal blood, placenta maturing index and competence of the
immunological response against T. gondii from the mother which is classified as complete,
deficient or absent [4]. This may be observed in our study due to the fact the tachyzoites parasi-
temia are indicative of acute infection in the pregnant woman which was confirmed by positive
IgM and low IgG avidity which was observed in 5 cases of vertical transmission, one of them
presented high IgG avidity and the other undetermined. The competence of the maternal
immune system was followed by the decreasing of antibodies titers, this fact was observed in all
the 19 pregnant women who did not transmit the parasite into their newborns. In those
women was possible to observe a decrease and negativation of IgM titers.

Regarding the vertical transmission there were seven newborns infected among 487 preg-
nancies from infected mothers attended at BUH of the Gurupi city. These index represents a
total of 14.37 cases in 1,000 live births (14.37/1,000) which is an index superior to most of the
published studies from Brazil and worldwide [4]. One case of miscarriage occurred probably
due to the intra-uterus toxoplasmic infection which could not be confirmed because the
embryonary material was discarded. According to Torgerson and Mastroiacovo (2013) the esti-
mated global incidence of congenital toxoplasmosis is of 190,100 annual cases (95% IC:
179,300–206,300), this corresponds to an incidence rate of approximately 1.5 cases in 1,000
live births [4]. The prevalence of congenital toxoplasmosis in Africa ranges from 2.0 to 2.4
cases in 1,000 live births, in North America the prevalence is 0.6/1,000, in Central America it is
1.8/1,000, in South America it is 3.4/1,000, in Europe it ranges from 0.5 to 1.6/1,000, in Asia it
ranges from 0.8 to 1.3/1,000 and in Oceania it ranges from 0.6 to 1.1/1,000 live births [4,54].

There are some localities that present a high prevalence of congenital toxoplasmosis such as
the vertical transmission found in this study. For instance, in Guatemala the prevalence of con-
genital toxoplasmosis is of 11 cases in 1,000 live births [55] and in Mexico the prevalence is of
18/1,000 live births [56].

In Brazil the reported prevalence range from 0.3 cases in 1000 live births to 34/1000 live
births [57] (Table 4).

In Brazil there are great difficulties in the adoption of prophylactic strategies through gov-
ernmental programs due to local problems in the implementation of adequate measures
[63,64]. This may happen in several levels such as: lack of health professionals who are com-
mitted to reality change; maneuvering of funding released by the Health Ministry to other pro-
grams of primary health attention; low quality of health education in public schools; low
socioeconomic level of the general population attended in the public health services; and
greater exposure to sources of contamination with T. gondii [58,65]. The risk factors to gesta-
tional toxoplasmosis infection are: intimate contact with pets such as cats and dogs; flee,

Table 4. Prevalence of congenital toxoplasmosis in different regions of Brazil.

City/ State/ Region Prevalence Sample size Author

Goiânia /Goiás / Mid-West Region 34/1,000 live births 522 Avelino et al. 2009 [52]

Goiânia / Goiás/ Mid-West Region 6.0/1,000 live births 1,514 Rodrigues et al. 2014 [3]

Porto Alegre/ Rio Grande do Sul / South Region 0.9/1,000 live births 41,112 Varella et al. 2009 [58]

Porto Alegre/ Rio Grande do Sul / South Region 6/10,000 10,000 Lago et al. 2007 [21]

Porto Alegre/ Rio Grande do Sul / South Region 19.19/10,000 364,130 Camargo-Neto et al. 2004 [59]

Ribeirão Preto/ São Paulo / Southeast Region 3.3/10,000 15,182 Carvalheiro et al. 2005 [60]

Minas Gerais/ Southeast Region 12.99/10,000 146,307 Vasconcelos-Santos et al. 2009 [61]

Sergipe/ Northeast region 4/10,000 15,204 Inagaki et al. 2012 [62]

Belém/ Pará/North Region 1.0/1,000 live births 6,000 Bichara et al. 2012 [63]

doi:10.1371/journal.pone.0141700.t004

Prevalence of Gestational and Congenital Toxoplasmosis FromGurupi

PLOS ONE | DOI:10.1371/journal.pone.0141700 November 11, 2015 10 / 15



cockroaches and rats infested environments; inadequate food storage; low educational level;
and poor hygienic life conditions [22,33,36,60].

In our study all the 26 pregnant women who had an acute infection detected had their
blood samples submitted to PCR analysis which resulted in the detection of the parasite in four
samples. This may occur due to the fact that during pregnancy the parasite is circulating
through the maternal organism for a prolonged period [64].

Another important finding in our study is that four newborns from the seven ones that pre-
sented vertical transmission also presented low IgG avidity antibodies. This fact has been
reported as a risk of gestational toxoplasmosis [65, 66]. It is believed that this result might have
happened due to the mixture of antibodies originated from the mother and the newborn in the
blood collected at birth. Therefore this analysis may act as a strong indicative of fetal infection
and may help in the diagnosis of vertical transmission.

Another peculiarity of this study was the protocol used to treat the acutely infected pregnant
women. From the 26 pregnant women with acute gestational toxoplasmosis detected 24 were
treated with spiramycin for a period of 60 days (500 mg/3 times a day). One pregnant woman
interrupted the treatment due to a miscarriage during the first trimester of gestational age and
another pregnant woman interrupted the treatment on her own account against medical advice
due to side effects and, fortunately, her newborn did not present sequelae at birth. None of the
pregnant women were treated for a period longer than 60 days. This procedure was adopted
due to personal conviction of the physicians who were attending these women in the BUH in
the city of Gurupi, state of Tocantins, Brazil.

In spite of the treatment it was possible to observe congenital infection in seven cases, one of
the factors that may have contributed to this rate is the efficacy of the gestational treatment or
the lack of treatment, when the pregnant woman does not comply with it. The acute toxoplas-
mosis treatment during pregnancy as a prophylactic measure to prevent vertical transmission
is controversial. Nevertheless, the provided treatment was in disagreement with the recom-
mended by the Health Ministry of Brazil which is treatment after laboratory confirmation of
the infection with spiramycin until the 13th week of gestational age followed by an alternation
every three weeks with the triple scheme composed by sulphadiazine, folinic acid and pyri-
methamine between the 14th and 34th weeks of gestational age followed by spiramycin until
birth [23,25,66]. Overall the research concerning the therapeutic prevention of toxoplasmosis
congenital infection is lacking and few studies approach the efficacy of drugs in this matter.
Therefore more studies should be performed which would enable better prevention measures
to be taken [67].

Probably the epidemiological profile of the pregnant women from Gurupi city is similar to
the ones from the city of Goiania, which are geographically near to one another (600km),
which has a reported high rate of congenital toxoplasmosis [52]. Also the treatment provided
for the IgM positive pregnant women was not efficient in preventing the sequelae found in
their newborn. Furthermore, Silva et al. (2014) reported the risk factors associated to toxoplas-
mosis seropositivity in pregnant women from Gurupi city, which are cultural habits such as
ingestion of undercooked or raw meat and habit of eating in restaurants were the vegetables
are not properly washed may contribute to the acute infection during pregnancy and therefore
a high risk of congenital transmission [24]. To determine the factors that influence the high
prevalence of vertical transmission of T. gondii in this population studies of the molecular epi-
demiology of the circulating strain of the parasite are necessary. These studies will improve the
understanding of the complex host-parasite relationship in this region.

One of the limitations of this study was the convenience sampling of the pregnant women,
which were invited to participate when they freely presented themselves at public units of
health. All pregnant women from the Gurupi city that did not seek antenatal care in public
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units or that did not seek antenatal care at all did not have the chance to participate in this
study. Also one of the BUH of this study is a reference center for risk pregnancies which could
result in a bias of sampling in this study.

As a general recommendation we believe that independently of the type of implemented
control program (antenatal or neonatal) it is of fundamental importance the standardization of
antenatal health care for the prevention of vertical transmission of T. gondii.

Conclusions
The prevalence of T. gondii infection in the studied population was considered elevated as well
as the number of vertical transmission with laboratory confirmation. These data highlight the
importance of the knowledge regarding the health of the population as to enable the implemen-
tation of specialized health care programs. Such programs should be directed to the local needs
as to promote a decrease in the vertical transmission of toxoplasmosis.

Supporting Information
S1 Fig. Organization Chart.
(TIF)

S1 Table. Spreadsheet with global data.
(XLSX)

S1 Text. Cover Letter.
(DOCX)

Author Contributions
Conceived and designed the experiments: MGS AMC. Performed the experiments: MGS
AMC. Analyzed the data: MGS MCV. Contributed reagents/materials/analysis tools: AMC.
Wrote the paper: MGS MCV AMC.

References
1. Splendore A. A new protozoan parasite of rabbit found in histological lesions similar to human Kala-

Azar. Mem Inst Oswaldo Cruz. 2009; 104: 1–2.

2. Nicolle C, Manceaux L. On a new protozoan in gundis (ToxoplasmaN. Gen). Mem Inst Oswaldo Cruz.
2009; 104:1–3.

3. Rodrigues IMX, Costa TL, Avelar JB, Amaral WN, Castro AM, Avelino MM. Assessment of laboratory
methods used in the diagnosis of congenital toxoplasmosis after maternal treatment with spiramycin in
pregnancy. BMC Infectious Diseases. 2014; 14:349. doi: 10.1186/1471-2334-14-349 PMID: 24961630

4. Torgerson PR, Mastroiacovo P. The global burden of congenital toxoplasmosis: a systematic review.
Bull World Health Organ. 2013; 91: 501–508. doi: 10.2471/BLT.12.111732 PMID: 23825877

5. Avelino MM, Campos D Jr, Parada JB, Castro AM. Risk factors for Toxoplasma gondii infection in
women of childbearing age. Braz J Infect Dis. 2004; 8:164–174. http://dx.doi.org/10.1590/S1413-
86702004000200007 PMID: 15361995

6. Moura FL De, Amendoeira MRR, Bastos OMP, Mattos DPBG de, Fonseca ABM, Nicolau JL, et al.
Prevalence and risk factors for Toxoplasma gondii infection among pregnant and postpartum women
attended at public healthcare facilities in the City of Niterói, State of Rio de Janeiro, Brazil. Rev. Soc.
Bras. Med. Trop. 46:200–207. http://dx.doi.org/10.1590/0037-8682-1613-2013 PMID: 23559345

7. Figueiredo HR de, Favero S, Amendoeira MRR, Cardozo C. Inquérito soroepidemiológico para toxo-
plasmose e avaliação dos condicionantes para sua transmissão em universitários de Campo Grande,
Mato Grosso do Sul. Sci Med. 2010; 20: 71–75.

8. Elmore SA, Jones JL, Conrad PA, Patton S, Lindsay DS, Dubey JP. Toxoplasma gondii: epidemiology,
feline clinical aspects, and prevention. Trends Parasitol. 2010; 26:190–196. doi: 10.1016/j.pt.2010.01.
009 PMID: 20202907

Prevalence of Gestational and Congenital Toxoplasmosis FromGurupi

PLOS ONE | DOI:10.1371/journal.pone.0141700 November 11, 2015 12 / 15

http://www.plosone.org/article/fetchSingleRepresentation.action?uri=info:doi/10.1371/journal.pone.0141700.s001
http://www.plosone.org/article/fetchSingleRepresentation.action?uri=info:doi/10.1371/journal.pone.0141700.s002
http://www.plosone.org/article/fetchSingleRepresentation.action?uri=info:doi/10.1371/journal.pone.0141700.s003
http://dx.doi.org/10.1186/1471-2334-14-349
http://www.ncbi.nlm.nih.gov/pubmed/24961630
http://dx.doi.org/10.2471/BLT.12.111732
http://www.ncbi.nlm.nih.gov/pubmed/23825877
http://dx.doi.org/10.1590/S1413-86702004000200007
http://dx.doi.org/10.1590/S1413-86702004000200007
http://www.ncbi.nlm.nih.gov/pubmed/15361995
http://dx.doi.org/10.1590/0037-8682-1613-2013
http://www.ncbi.nlm.nih.gov/pubmed/23559345
http://dx.doi.org/10.1016/j.pt.2010.01.009
http://dx.doi.org/10.1016/j.pt.2010.01.009
http://www.ncbi.nlm.nih.gov/pubmed/20202907


9. Jones JL, Dargelas V, Roberts J, Press C, Remington JS, Montoya JG. Risk factors for Toxoplasma
gondii infection in the United States. Clin Infect Dis. 2009; 49:878–884. doi: 10.1086/605433 PMID:
19663709

10. Fialho CG, Teixeira MC, Araujo FAP. (2009) Toxoplasmose animal no Brasil. Acta Sci Vet. 2009;
37:1–23.

11. Oz HS. Maternal and congenital toxoplasmosis, currently available and novel therapies in horizon.
Front Microbiol. 2014; 5:385. doi: 10.3389/fmicb.2014.00385 PMID: 25104952

12. Dantas SBA, Fernandes ARF, Neto OLS, Mota RA, Alves CJ, Azevedo SS. Occurrence and risk factors
associated with Toxoplasma gondii andNeospora caninum infections in dogs in the county of Natal,
Rio Grande do Norte state, Northeastern Brazil. Cienc Rural. 2013; 43: 2042–2048. http://dx.doi.org/
10.1590/S0103-84782013001100020

13. Costa CSC, Vila VSC, Rodrigues FM, Martins CA, Pinho LMO. C Characteristics of prenatal care in the
Basic Health Care Network. Rev Eletr Enf. 2013; 15: 516–522. doi: 10.5216/ree.v15i2.15635

14. Sartori AL, Minamisava R, Avelino MM, Martins CA. Prenatal screening for toxoplasmosis and factors
associated with seropositivity of pregnant women in Goiânia, Goiás. Rev Bras Ginecol Obstet. 2011;
33: 93–98. http://dx.doi.org/10.1590/S0100-72032011000200007 PMID: 21779652

15. Bittencourt LHFB, Lopes-Mori FMR, Mitsuka-Breganó R, Valentim-Zabott M, Freire RL, Pinto SB
(2012) Seroepidemiology of toxoplasmosis in pregnant women since the implementation of the Surveil-
lance Program of Toxoplasmosis Acquired in Pregnancy and Congenital in the western region of
Paraná, Brazil. Rev Bras Ginecol Obstet. 2012; 34:63–68. http://dx.doi.org/10.1590/S0100-
72032012000200004.

16. Montoya J, Lisenfeld O. Toxoplasmosis. Lancet. 2004; 363:1965–1976. doi: 10.1016/S0140-6736(04)
16412-X PMID: 15194258

17. Campos FA, Andrade GMQ, Lanna APS, Lage BF, Assumpção MVM, Pinto JA. Incidende of congenital
toxoplasmosis among infants born to HIV-coinfected mothers: case series and literature review. Braz J
Infec Dis. 2014; 18:609–617. doi: 10.1016/j.bjid.2014.05.008

18. Silva MG, Avelino MM, Amaral WN, Castro AM (2013) Optimizing the parasitological diagnosis of con-
genital toxoplasmosis. Univ Ci Saúde. 2013; 11: 1–8. doi: 10.5102/ucs.v11i2.2564

19. Paquet C, Yudin M, Society of Obstetricians and Gynaecologists of Canada. Toxoplasmosis in Preg-
nancy: Prevention, Screening, and Treatment. J Obstet Gynaecol Can. 2013; 35: 78–81. PMID:
23343802

20. De Jong EP, Vossen AC, Walther FJ, Lopriore E. How to use. . . neonatal TORCH testing. Arch Dis
Child Educ Pract Ed. 2013; 98:93–98. doi: 10.1136/archdischild-2012-303327 PMID: 23470252

21. Lago EG, Neto EC, Melamed J, Rucks AP, Presotto C, Coelho JC, et al. Congenital toxoplasmosis: late
pregnancy infections detected by neonatal screening and maternal serological testing at delivery. Pae-
diatr Perinat Epidemiol. 2007; 21:525–531. doi: 10.1111/j.1365-3016.2007.00869.x PMID: 17937738

22. Carellos EV, Andrade GM, Vasconcelos-Santos DV, Januário JN, Romanelli RM, Abreu MN, et al.
Adverse socioeconomic conditions and oocyst-related factors are associated with congenital toxoplas-
mosis in a population-based study in Minas Gerais, Brazil. PLOS One. 2014; 9: e88588. doi: 10.1371/
journal.pone.0088588 PMID: 24523920

23. Elsheikha HM. Congenital toxoplasmosis: priorities for further health promotion action. Public Health.
2008; 122:335–353. doi: 10.1016/j.puhe.2007.08.009

24. Silva MG, Câmara JT, Vinaud MC, Castro AM. Epidemiological factors associated with seropositivity
for toxoplasmosis in pregnant women from Gurupi, State of Tocantins, Brazil. Rev Soc Bras Med Trop.
2014; 47: 469–475. http://dx.doi.org/10.1590/0037-8682-0127-2014 PMID: 25229288

25. Brasil. Ministério da Saúde Secretaria de Atenção à Saúde Departamento de Ações Programáticas
Estratégicas. Gestação de Alto Risco Manual Técnico. Manual Técnico. 5. Edição. 2010.

26. Andrade ALSS. Métodos de Investigação Epidemiológica em Doenças Transmissíveis. 2nd edition.
Goiânia. 1998.

27. Rahbari AH, Keshavarz H, Shojaee S, Mohebali M, Rezaeian M. IgG avidity ELISA test for diagnosis of
acute toxoplasmosis in humans. Korean J Parasitol. 2012; 50: 99–102. doi: 10.3347/kjp.2012.50.2.99

28. Ali-Heydari S, Keshavarz H, Shojaee S, Mohebali M. Diagnosis of antigenic markers of acute toxoplas-
mosis by IgG avidity immunoblotting. Parasite. 2013; 20:18. doi: 10.1051/parasite/2013017 PMID:
23688778

29. Spalding SM, Amendoeira MRR, Coelho JMC, Angel SO. Optimization of Toxoplasma gondii detection
by PCR in pregnants blood and placenta. J Bras Patol Med Lab. 2002; 38:105–110. http://dx.doi.org/
10.1590/S1676-24442002000200006

Prevalence of Gestational and Congenital Toxoplasmosis FromGurupi

PLOS ONE | DOI:10.1371/journal.pone.0141700 November 11, 2015 13 / 15

http://dx.doi.org/10.1086/605433
http://www.ncbi.nlm.nih.gov/pubmed/19663709
http://dx.doi.org/10.3389/fmicb.2014.00385
http://www.ncbi.nlm.nih.gov/pubmed/25104952
http://dx.doi.org/10.1590/S0103-84782013001100020
http://dx.doi.org/10.1590/S0103-84782013001100020
http://dx.doi.org/10.5216/ree.v15i2.15635
http://dx.doi.org/10.1590/S0100-72032011000200007
http://www.ncbi.nlm.nih.gov/pubmed/21779652
http://dx.doi.org/10.1590/S0100-72032012000200004
http://dx.doi.org/10.1590/S0100-72032012000200004
http://dx.doi.org/10.1016/S0140-6736(04)16412-X
http://dx.doi.org/10.1016/S0140-6736(04)16412-X
http://www.ncbi.nlm.nih.gov/pubmed/15194258
http://dx.doi.org/10.1016/j.bjid.2014.05.008
http://dx.doi.org/10.5102/ucs.v11i2.2564
http://www.ncbi.nlm.nih.gov/pubmed/23343802
http://dx.doi.org/10.1136/archdischild-2012-303327
http://www.ncbi.nlm.nih.gov/pubmed/23470252
http://dx.doi.org/10.1111/j.1365-3016.2007.00869.x
http://www.ncbi.nlm.nih.gov/pubmed/17937738
http://dx.doi.org/10.1371/journal.pone.0088588
http://dx.doi.org/10.1371/journal.pone.0088588
http://www.ncbi.nlm.nih.gov/pubmed/24523920
http://dx.doi.org/10.1016/j.puhe.2007.08.009
http://dx.doi.org/10.1590/0037-8682-0127-2014
http://www.ncbi.nlm.nih.gov/pubmed/25229288
http://dx.doi.org/10.3347/kjp.2012.50.2.99
http://dx.doi.org/10.1051/parasite/2013017
http://www.ncbi.nlm.nih.gov/pubmed/23688778
http://dx.doi.org/10.1590/S1676-24442002000200006
http://dx.doi.org/10.1590/S1676-24442002000200006


30. Kompalic-Cristo A, Nogueira SA, Guedes AL, Frota C, González LF, Brandão A, et al. Lack of technical
specificity in the molecular diagnosis of toxoplasmosis. Trans R Soc Trop Med Hyg. 2004; 98: 92–95.
doi: 10.1016/S0035-9203(03)00012-9 PMID: 14964808

31. Brasil. Ministério da Saúde. Secretaria de Atenção à Saúde. Departamento de Atenção Básica. Aten-
ção ao pré-natal de baixo risco / Ministério da Saúde. Secretaria de Atenção à Saúde. Departamento
de Atenção Básica.–Brasília: Editora do Ministério da Saúde, 2012

32. Andreucci CB, Cecati JG. Evaluation of the Program for Humanization of Prenatal and Childbirth Care
in Brazil: a systematic review. Cad Saude Publica. 2011; 27:1053–1064. http://dx.doi.org/10.1590/
S0102-311X2011000600003 PMID: 21710003

33. Bollani L, Stronati M. II neonato con toxoplasmosi congenita: clinica, terapia e follow-up. JPNIM. 2014;
3:e030104. doi: 10.7363/030104

34. Lago EG, Oliveira AP, Bender AL. Presence and duration of anti-Toxoplasma gondii immunoglobulin M
in infants with congenital toxoplasmosis. J Pediatr (RioJ). 2014; 90:363–369. doi: 10.1016/j.jped.2013.
12.006

35. FoulonW, Naessens A, Ho-Yen D. Prevention of congenital toxoplasmosis. J Perinat Med. 2000; 28:
333–345. doi: 10.1515/JPM.2000.043

36. De-Paschale M, Ceriani C, Cerulli T, Cagnin D, Cavallari S, Cianflone A, et al. Antenatal screening for
Toxoplasma gondii, Cytomegalovirus, rubella and Treponema pallidum infections in northern Benin.
Trop Med Int Health.2014; 19:743–746. doi: 10.1111/tmi.12296 PMID: 24612218

37. Brasil. Ministério da Saúde. Secretaria de Atenção à Saxde. Departamento de Ações Programáticas
Estratégicas. Gestação de alto risco: manual técnico / Ministério da Saúde, Secretaria de Atenção à
Saúde, Departamento de Ações Programáticas Estratégicas.– 5. ed.– Brasília: Editora do Ministério da
Saúde, 2012.

38. Lopes AP, Dubey JP, Dardé ML, Cardoso L. Epidemiological review of Toxoplasma gondii infection in
humans and animals in Portugal. Parasitology. 2014; 141:1699–1708. doi: 10.1017/
S0031182014001413 PMID: 25215422

39. Mohamed K, Kodym P, Maly M, Rayah IEL. Detection of acute toxoplasmosis in rural women in Sudan
using different diagnostic tests. Afr J Microbiol Res. 2013; 7: 5227–5233. doi: 10.5897/AJMR12.701

40. Robert-Gangneux F, Dardé ML. Epidemiology of and diagnostic strategies for toxoplasmosis. Clin
Microbiol Rev. 2012; 25:264–296. doi: 10.1128/CMR.05013-11 PMID: 22491772

41. Uttah E, Ogban E, Okonofua C. Toxoplasmosis: A global infection, so widespread, so neglected.
IJSRP. 2013; 3:1–6.

42. Diaz-Suárez O, Estevez J. Seroepidemiology of toxoplasmosis in women of childbearing age from a
marginal community of Maracaibo, Venezuela. Rev Inst Med Trop Sao Paulo. 2009; 51:13–17. Avail-
able: http://dx.doi.org/10.1590/S0036-46652009000100003 PMID: 19229385

43. Monsalve-Castillo FM, Costa-León LA, Castellano ME, Suárez A, Atencio RJ. Prevalence of infectious
agents in indigenous women of childbearing age in Venezuela. Biomedica. 2012; 32:519–26. doi: 10.
1590/S0120-41572012000400007 PMID: 23715227

44. Maggi P, Volpe A, Carito V, Schinaia N, Bino S, Basho M, et al. Surveillance of toxoplasmosis in preg-
nant women in Albania. NewMicrobiol. 2009; 32:82–89.

45. Carral L, Kaufer F, Durlach R, Freuler C, Olejnik P, Nadal M, et al. Multicenter study on the prevention
of congenital toxoplasmosis in Buenos Aires. Medicina (B Aires). 2008; 68(6):417–422.

46. Figueiro-Filho EA, Lopes AHA, Senefonte FRA, Souza Junior VG, Botelho CA, Figueiredo MS, et al.
Acute toxoplasmosis: study of the frequency, vertical tansmission rate and the relationship between
maternal-fetal diagnostic tests during pregnancy in a Central-Western state of Brazil. Rev Bras Ginecol
Obstet. 2005; 27: 442–449. Available: http://dx.doi.org/10.1590/S0100-72032005000800002

47. Reis MM, Tessaro MM, D’Azevedo PA. Serologic profile of toxoplasmosis in pregnant women from a
public hospital in Porto Alegre. Rev Bras Ginecol Obstet. 2006; 28:158–164. Available: http://dx.doi.
org/10.1590/S0100-72032006000300004

48. Areal K, Miranda A. Soroprevalência de Toxoplasmose em gestantes atendidas na rede básica de
saúde de Vitória, ES. Newslab. 2008; 87: 122–129.

49. Porto A, Amorim M, Coelho I, Santos L. Serologic profile of toxoplasmosis in pregnant women attended
at a teaching-hospital in Recife. Rev Assoc Med Bras. 2008; 54: 242–248. Available: http://dx.doi.org/
10.1590/S0104-42302008000300018. PMID: 18604403

50. Carellos EVM, Andrade GMQ, Aguiar RALP. Evaluation of prenatal screening for toxoplasmosis in
Belo Horizonte, Minas Gerais State, Brazil: a cross-sectional study of postpartum women in two mater-
nity hospitals. Cad. Saúde Pública. 2008; 24:391–401. Available: http://dx.doi.org/10.1590/S0102-
311X2008000200018 PMID: 18278286

Prevalence of Gestational and Congenital Toxoplasmosis FromGurupi

PLOS ONE | DOI:10.1371/journal.pone.0141700 November 11, 2015 14 / 15

http://dx.doi.org/10.1016/S0035-9203(03)00012-9
http://www.ncbi.nlm.nih.gov/pubmed/14964808
http://dx.doi.org/10.1590/S0102-311X2011000600003
http://dx.doi.org/10.1590/S0102-311X2011000600003
http://www.ncbi.nlm.nih.gov/pubmed/21710003
http://dx.doi.org/10.7363/030104
http://dx.doi.org/10.1016/j.jped.2013.12.006
http://dx.doi.org/10.1016/j.jped.2013.12.006
http://dx.doi.org/10.1515/JPM.2000.043
http://dx.doi.org/10.1111/tmi.12296
http://www.ncbi.nlm.nih.gov/pubmed/24612218
http://dx.doi.org/10.1017/S0031182014001413
http://dx.doi.org/10.1017/S0031182014001413
http://www.ncbi.nlm.nih.gov/pubmed/25215422
http://dx.doi.org/10.5897/AJMR12.701
http://dx.doi.org/10.1128/CMR.05013-11
http://www.ncbi.nlm.nih.gov/pubmed/22491772
http://dx.doi.org/10.1590/S0036-46652009000100003
http://www.ncbi.nlm.nih.gov/pubmed/19229385
http://dx.doi.org/10.1590/S0120-41572012000400007
http://dx.doi.org/10.1590/S0120-41572012000400007
http://www.ncbi.nlm.nih.gov/pubmed/23715227
http://dx.doi.org/10.1590/S0100-72032005000800002
http://dx.doi.org/10.1590/S0100-72032006000300004
http://dx.doi.org/10.1590/S0100-72032006000300004
http://dx.doi.org/10.1590/S0104-42302008000300018
http://dx.doi.org/10.1590/S0104-42302008000300018
http://www.ncbi.nlm.nih.gov/pubmed/18604403
http://dx.doi.org/10.1590/S0102-311X2008000200018
http://dx.doi.org/10.1590/S0102-311X2008000200018
http://www.ncbi.nlm.nih.gov/pubmed/18278286


51. Vaz RS, Rauli P, Mello RG, Cardoso MA. Congenital Toxoplasmosis: A Neglected Disease?–Current
Brazilian public health policy. FACTS Reports. 2011; 3: 1–8.

52. Avelino MM, Parada JCB, Castro AM, Alves MFC, Campos D Jr. Toxoplasma gondii primary infection
in pregnant women in Goiânia: a seroconversion study. R Ci Méd Biol. 2009; 3: 325–333.

53. Araújo AFV, Dallabrida JRR, Santos PF, Souza RC, Barroso AC, Santos AJ, et al. Boletim de Conjun-
tura do Tocantins. 2012. Available: http://www.fieto.com.br/DownloadArquivo.aspx?c=3c2ef574-eab3-
47ce-a7a5-83f26827a810.

54. Stein C, Kuchenmüller T, Hendrickx S, Prüss-Ustün A, Wolfson L, Engels D, et al. The Global Burden
of Disease assessments-WHO is responsible? PLoS neglected tropical diseases. 2007; 1(3):e161.
doi: 10.1371/journal.pntd.0000161 PMID: 18160984

55. Remington J, Macleod R, Desmonts G. Toxoplasmosis. In: Remington J, Klein J, editors. Infectious dis-
eases of the fetus and newborn infant. Philadelphia: WB Saund Comp. 1995.

56. Sinibaldi J, De Ramirez J. Incidence of congenital toxoplasmosis in live Guatemalan newborns. Eur J
Epidemiol.1992; 8:516–520. PMID: 1397218

57. Mussi-Pinhata M, Yamamoto A. Infecõess congxnitas e perinatais. J Pediatr (Rio J). 1999; 75:15–30.

58. Varella IS, Canti IC, Santos BR, Coppini AZ, Argondizzo LC, Tonin C, et al. Prevalence of acute toxo-
plasmosis infection among 41,112 pregnant women and the mother-to-child transmission rate in a pub-
lic hospital in South Brazil. Mem Inst Oswaldo Cruz.2009; 104:383–388. Available: http://dx.doi.org/10.
1590/S0074-02762009000200037 PMID: 19430669

59. Camargo-Neto E, Rubin R, Schulte J, Giugliani R. Newborn screening for congenital infectious dis-
eases. Emerg Infect Dis. 2004; 10: 1068–1073. doi: 10.3201/eid1006.030830 PMID: 15207059

60. Carvalheiro CG, Mussi-Pinhata MM, Yamamoto AY, De Souza CB, Maciel LM. Incidence of congenital
toxoplasmosis estimated by neonatal screening: relevance of diagnostic confirmation in asymptomatic
newborn infants. Epidemiol Infect. 2005; 133:485–491. PMID: 15962555

61. Vasconcelos-Santos DV, Machado Azevedo DO, CamposWR, Oréfice F, Queiroz-Andrade GM, Car-
ellos EV, et al. Congenital toxoplasmosis in southeastern Brazil: results of early ophthalmologic exami-
nation of a large cohort of neonates. Ophthalmology. 2009; 116:2199–2205.e1. doi: 10.1016/j.ophtha.
2009.04.042 PMID: 19744724

62. Inagaki ADM, Carvalheiro CG, Cipolotti R, Gurgel RQ, Rocha DA, Pinheiro KS, et al. Birth prevalence
and characteristics of congenital toxoplasmosis in Sergipe, North-east Brazil. Trop Med Int Health.
2012; 17(11):1349–1355. doi: 10.1111/j.1365-3156.2012.03079.x PMID: 22974376

63. Bichara C. Incidence of congenital toxoplasmosis in the city of Belém, state of Pará, northern Brazil,
determined by a neonatal screening program. Rev Soc Bras Med Trop. 2012; 45:122–124. Available:
http://dx.doi.org/10.1590/S0037-86822012000100024 PMID: 22370842

64. Avelino MM, Amaral WN, Rodrigues IM, Rassi AR, GomesMB, Costa TL, et al. Congenital toxoplasmo-
sis and prenatal care state programs. BMC Infect Dis. 2014; 14:33. doi: 10.1186/1471-2334-14-33
PMID: 24438336

65. Barbosa IR, Holanda CMCX, Andrade-Neto VF. Toxoplasmosis screening and risk factors amongst
pregnant females in Natal, northeastern Brazil. Trans R Soc Trop Med Hyg. 2009; 103: 377–382. doi:
10.1016/j.trstmh.2008.11.025 PMID: 19211119

66. Margonato FB, Silva AMR, Soares DA, Amaral DA, Petris AJ. Toxoplasmose na gestação: diagnóstico,
tratamento e importância de protocolo clínico. Rev Bras Saúde Matern Infant. 2007; 7: 381–386.

67. Kaye A. Toxoplasmosis: Diagnosis, Treatment, and Prevention in Congenitally Exposed Infants. J
Pediatr Health Care. 2011; 25:355–364. doi: 10.1016/j.pedhc.2010.04.008 PMID: 22018426

Prevalence of Gestational and Congenital Toxoplasmosis FromGurupi

PLOS ONE | DOI:10.1371/journal.pone.0141700 November 11, 2015 15 / 15

http://www.fieto.com.br/DownloadArquivo.aspx?c=3c2ef574-eab3-47ce-a7a5-83f26827a810
http://www.fieto.com.br/DownloadArquivo.aspx?c=3c2ef574-eab3-47ce-a7a5-83f26827a810
http://dx.doi.org/10.1371/journal.pntd.0000161
http://www.ncbi.nlm.nih.gov/pubmed/18160984
http://www.ncbi.nlm.nih.gov/pubmed/1397218
http://dx.doi.org/10.1590/S0074-02762009000200037
http://dx.doi.org/10.1590/S0074-02762009000200037
http://www.ncbi.nlm.nih.gov/pubmed/19430669
http://dx.doi.org/10.3201/eid1006.030830
http://www.ncbi.nlm.nih.gov/pubmed/15207059
http://www.ncbi.nlm.nih.gov/pubmed/15962555
http://dx.doi.org/10.1016/j.ophtha.2009.04.042
http://dx.doi.org/10.1016/j.ophtha.2009.04.042
http://www.ncbi.nlm.nih.gov/pubmed/19744724
http://dx.doi.org/10.1111/j.1365-3156.2012.03079.x
http://www.ncbi.nlm.nih.gov/pubmed/22974376
http://dx.doi.org/10.1590/S0037-86822012000100024
http://www.ncbi.nlm.nih.gov/pubmed/22370842
http://dx.doi.org/10.1186/1471-2334-14-33
http://www.ncbi.nlm.nih.gov/pubmed/24438336
http://dx.doi.org/10.1016/j.trstmh.2008.11.025
http://www.ncbi.nlm.nih.gov/pubmed/19211119
http://dx.doi.org/10.1016/j.pedhc.2010.04.008
http://www.ncbi.nlm.nih.gov/pubmed/22018426

