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and if untreated, the infection will progress resulting in serious sequels
such as intracranial calci cations, chorioretinits, hearing impairment
and developmental delay.

Passively transferred maternal IgG antibodies may require
months-to-a-year to disappear from the infant’serum. Speci ¢ IgM
in congenitally infected infants will decrease between 6 months and 1
year. In infants less than 1 year of age, acquired toxoplasmosis is rare
and nearly all infections are congenital [4-6]. e detection of a positive
T. gondii IgG titre and a positive IgM Indirect Fluorescent Antibody
(IFA) or ELISA titre must be presumed to indicate recently acquired
infection with T. gondii
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blood specimens were screened using an ELISA assay for T. gondii IgM
and IgG antibodies.

Serological test

e evaluation of speci ¢ T. gondii IgM & IgG antibodies were
carried out with commercial kits (Biochem; Germany). e results
were calculated qualitatively and interpreted as suggested by the
Manufacture.

Statistical analsis

e Student’s t test was used to determine signi cant di erencesin
means for all continuous variables. Chi square values (CI 95%, p<0.05)
were calculated for all categorical variables. All analyses were conducted
using SPSS11.5s0 ware.

Results

e age range of cases (missing = 4) was 1 -12 months, Mean = 4.7
+ 3.7 months. 47.2% of patients were male; 52.8% female. e age range
of the controls was 1 -12 months, Mean = 5.3 + 3.1 months.

Acute T. gondii infection (IgM) detected in 10% (5/51); previous
immunity (IgG) in 18% (9/50) of cases. None (0/30) of controls had
acute T. gondii infection (IgM); 60% (18/30) of controls had previous
immunity (1gG) against T. gondii. Acute T. gondii infection was higher
in cases but not signi cant (P value = 0.09) but previous immunity
(1gG) was signi cantly higher in controls (P value = 0.000). Serologic
results in controls detected acute infection (IgM) in none (0/30) of
them ,previous immunity (IgG) in 60% (18/30 ) of them (Table 1).

Although the rate of acute infection was higher in cases but not
signi cant (P value = 0.09). Previous immunity (IgG) was signi cantly
higher in the control healthy group (P value = 0.000). Acute infection
was higher in the trol i(e )-130I(e )27(a)5(g1.2% )27(0)e trots-nd90enslvalue =
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Some studied cases with negative IgM & 1gG (previous immunity)
might have infected (intra uterine) without serologic responses.PCR
studies are required for con rmation of infection in negative cases.

In infants less than 1 year of age, acquired toxoplasmosis is rare and
nearly all infections are congenital .Usually infants (= < 1 years) with a
positive 1gG titre and a positive IgM or ELISA titre must be presumed
to have a recently acquired infection with T. gondii [2,4,11].

So 10% of studied cases had active T. gondii infection before 5
month. Speci ¢ T. gondii IgM in congenitally infected infants will
decrease between 6 months and 1 year. Probably a er 5 month it
disappeared and replaced by 1gG. In the other hand, 85% of congenital
toxoplasmosis in the rst few days of life is detectable by ELISA test.
25% of the studied infants, with T. gondii infection may didn’t have
detectable IgM at the birth.  eoriticaly, some studied cases might had
high but insidiously decreasing titre of IgM in tie(a)18(ys )-92(0)12(f )-92(lif)9(e )-92(i)3(s ) (h. )easing th6(a)3(7(gRmv)11(h)3(ad )]TEMC /Span)MC /7(
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