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Abstract: Human immunodeficiency virus is a major pandemic in Nigeria and the growing prevalence of hepatitis of
Hepatitis B and C admix infection in on increasing measure. A survey on the prevalence of hepatitis B and C amongst
HIV infected patient was carried out between March and September 2011. A total of 720 whole blood samples were
collected and out of these, 206 were males and 514 females. The samples were serologically assayed for the presence of
antibodies to HBV (anti-HBsAg) and HCV using screening test strip. The overall prevalence of HBsAg, HCV and both
viral infection among HIV positive subject studied is 126(17.5%) and 138(6.4%) among HIV negative (control). The age
group, <1-20years had the highest prevalence of HBsAg (26.5%) and HCV (15.4%), followed by 41-60years; HBsSAg
(20.4%) and HCV (6.1%) and is statistically significant p.0.05. The gender related prevalence shows that males had a
higher prevalence of HBsAg, 26(12.6%), HCV, 15(7.3%) and both viral infection, 15(2.4%) than females 57(11.1%);
19(3.7%) and 04(0.8%) respectively (p<0.05). Human immunodeficiency positive patients should be screened for both
Hepatitis B and C on their initial visits to HIV —clinic, as this will help in antiretroviral therapy (ART) plan and

treatment.
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INTRODUCTION

Transmission of hepatitis B virus (HBV) is by direct
contact with the blood or body fluid such as semen,
vaginal discharge, breast milk and saliva of infected
person [1, 2]. Sexual activity is the major route for viral
transmission of hepatitis B. CDC (2003) [3] estimates
that 30-60% of new HBV infection may be sexually
transmitted and in addition, both HBV and HIV
infections share common modes of transmission,
predominantly blood transfusion and high risk of sexual
activity [4, 5]. The hepatitis B virus, hepatitis C virus
and Human Immunodeficiency virus (HIV) are
devastating viruses that share certain epidemiological
characteristics such as risk population and transmission
routes [6].The prevalence rate of HBsAg globally is 5%
[7]. As at 2004 350 people were infected with HBV.
National and regional prevalence ranges from 10% in
Asia to under 0.5% in the USA and Northern Europe
[8]. HBV has caused epidemics in parts of Asia, and it
is endemic in china [9]. About a third of world
population, more than two billion people has been
infected [1]. This includes 350 million chronic carriers
[10]. An estimated 1.5millions Americans are chronic
HBV carriers and some 150 thousand newly infected,
[11].Infection with HIV and HBV viruses often co-exist

in the same patients as the viruses share similar modes
of transmission. About 10% of HIV patients are
infected with HBV, [7, 12]. Worldwide 40million
people are infected with HIV and about 4million of then
are infected with HBV [13]. There seems to be a
considerable variation in the prevalence rate in HIV
subjects. Perhaps, reflecting geographical or ethnic
differences in transmission mode. A study by Poland et
al., reported a rate of 23.7% while another study has
shown evidence of HBV infection in as high as 80% of
those infected with HIV [14]. In Nigeria Umolu 2005
reported an HBs Ag of 5.8% among blood donors in
Benin City, Edo State with a highestnumber of HBsAg
positive cases (7.8%) among donors aged 18-25 year
[5]. Also, Mustapha and Jubril, 2004 reported a HBV
prevalence of 26.5% among HIV patients attending
HIV clinic in Federal Medical Centre, Gombe Nigeria
[30]. This was significantly higher (P<0.001) than the
10.4 % recorded among HIV infected individuals. Co-
infection rate in males 24.7% did not differ significantly
from the rate in females (28.2%). Co-infection was
highest in the 40-49 years age group (41.6%), while no
case of co-infection was recorded in < 19years. Among
the different occupational group, business men had the
highest co-infection rate with 44% followed by long
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distance drivers 39.5%. it is estimated that hepatitis has
infected nearly 200 million people worldwide and
infects 3-4 million people/year [15]. Annual death from
HCV in USA ranges from 10,000-20,000; expectations
are that this mortality rate will increase, as those with
who were infected by transfusion before testing become
apparent [15, 16]. Co-infection with HIV is common
and rates among HIV positive population are higher.
Approximately, 350,000 people (35% of patients) in the
USA Infected with HIV are co-infected with HBV,
mainly because both viruses are blood borne and are
present in similar population [18]. Sulkowaski et al;
2000 reported that approximately 1/3 of HIV infected
patient in United States have co infection with hepatitis
C virus [19]. Co-infection rate differs from sub-
population between 3-73%. Hepatitis C virus (HCV)
prevalence is higher in some countries in Africa and
Asia [16] with Egypt having the highest Sero-
prevalence of up to 20% [20, 21], Dakar, Senegal 1.6%
[22], Ghana and Guinea, 2.8-6.7% [23] and Nigeria
5.7% [24]. There infection present with organ damage
and complication thereby altering the enzymatic
functioning and equally deplete the immune status.

MATERIALS AND METHODS
Study Area and Population

This study was carried out at Orlu, Imo state,
Southern Eastern Nigeria with consent from the ethical
committee and patients. The study population
comprises of 732 HIV positive and 2,160 negative
control patients who attend two major hospital
counseling and testing (HCT) units in Orlu metropolis.
The survey was conducted between March and
September 2011. A total of 732 whole blood samples
were collected and 12 were rejected based on the

prevalence of blood clot and insufficient blood sample.
Informed consent was obtained from the patients
through a structured questionnaire, socio economic data
such as age, sex, marital status and occupation
recorded.

Data analysis was done using SPSS Version Il
(Chicago USA). The Chi-square test was used to
evaluate the significance of the difference among the
group. P value < 0.05 was considered significant.

Collection and Processing of Samples

5ml of whole blood samples were collected from
confirmed HIV-Positive patients using vacunter plain
containers. The plain containers were separated and
serum used in hepatitis B surface antigen, hepatitis C
virus. The population was confirmed positive for HIV
using the approved National serial Algorithm. In the
pattern, determine rapid Kit, Unigold rapid kit and Stat-
pak rapid kit for discordant results. HBsAg and HCV
were screened using CLINCOTECH and FICH TECH
screening test strips.

RESULT

The total number of 720 HIV patients was examined.
Out of these 126 (17.5%) were infected with HBsAg,
HCV or both viral infection, specifically 83(11.5%) had
HBs Ag, 34(4.7%) had HCV and 9(1.3%) had
concomitant viral infection. Also a total of 2160 HIV
negative patients were used as control. Of these
138(6.4%) were infected with any of the three viral
infections. Analysis of data using chi-square test
showed no significance difference between HIV
positive and HIV negative patients (P.0.05).

Table 1: The Prevalence of HBsAg and Hcv amongst HIV Positive Patients Based on Gender and Age

Respond. Sex No Age No HBV HCV HCV&HBV
examined examined | %infection
HIV M 206 1-20 26 5(19.2) 4(15.4) 1(3.8)
positive 21-40 69 6(8.7) 4(15.4) 1(1.4)
41-60 99 13(13.1) 6(6.1) 3(3.0)
61-80 12 2(16.7) 1(8.3) 0(0.0)
F 514 1-20 34 9(26.5) 5(14.7) 1(2.9)
21-40 377 27(20.4) 9(2.4) 2(0.5)
41-60 103 21(20.4) 5(4.9) 1(1.0)
61-80 0 0(0.0) 0(0.0) 0(0.0)
Total 720 720 83(11.5) 34(4.7) 9(1.3)

Table-1 shows age related distribution, age group <i-
20 years had the highest prevalence of HBs AG
(26.5%), HCV (15.4%) and concomitant hepatitis
infection (3.8%). This is followed by age group, 41-60,
having HBs Ag (20.4%) and concomitant hepatitis
infection (3.0%). The age group 61-780 had no
occurrence of concomitant hepatitis infection although
2(16.7% had HBs Ag while 1(8.3%) had HCV. The chi-
square analysis done by SPSS, shown no significant
relationships between age and infection (P>0.05) Table-
2 shown distribution among HIV- negative patients, the

age group, k1-20 had the highest prevalence of HBs Ag,
13(7.3%) while 61->80 had the highest prevalence of
HBs Ag, 1(4.8%).4.3 Gender related prevalence shown
and revealed that 206 HIV positive male and 514 HIV
positive females were examined. Of these, male had a
higher prevalence, 26(12.6%) had HBs AG, 1597.3%)
had HCV and 0.5 (2.4%) had concomitant infection. A
female shows a lower prevalence as follows, HBs Ag,
15(11.1%), HCV, 19(3.7%) and concomitant infection
04(0.8%). Analysis of data by chi-state square shows no
significant relationship among the different age group
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(P>0.05). However among HIV negative patients, 988
males and 1172 females were examined. Females had a
higher prevalence of HBs Ag 60(5.1%), HCV 25

Table 2: The prevalence of HBsAg and HCV among

92.1%) and both viral infection 02(0.2%). Also analysis
of data by chi-square test is insignificant at 1% level of
significance P<0.01.

st HIV negative patients based on gender and age

Respondent Sex No Age No HBV HCV HBV&HCV
examined examined | %lnfect.
HIV Negative | M 988 <1-20 124 3(2.4) 2(1.6) 0(0.0)
21-40 331 9(2.7) 3(0.9) 1(0.3)
41-60 475 18(3.8) 11(2.3) 1(0.2)
61-80 58 1(1.7) 0(0.0) 0(0.0)
F 1172 <1-20 177 13(7.3) 4(2.3) 1(0.6)
21-40 659 34(5.2) 13(2.0) 1(0.2)
41-60 315 12(3.8) 7(2.2) 2(0.6)
61-80 21 1(4.8) 1(4.8) 0(0.0)
Total 2160 2160 91(4.2) 4(1.9) 6(0.30

Total number of HIV negative patient infected with HBsAg & HCV or both =138(6.4%)

Table 3: Gender related prevalence of HBsAg and HCV amongst HIV positive and negative patients in Orlu,
South Eastern Nigeria

Resp. Sex No HBV HCV BOTH HBV HCV BOTH
examined | % %
infected uninfected

HIV Pos. M 206 26(12.6) 15(7.3) 5(2.4) 180(87.4) | 191(92.7) | 201(97.6)
F 514 57(11.1) 19(3.7) 4(0.8) 457(88.9) | 495(96.3) | 510(99.2)
Total 720 83(11.5) 34(4.7) 9(1.3) 637(88.5) | 686(95.3) | 711(98.8)

HIV Neg. | M 988 31(3.1) 16(1.6) 2(0.2) 957(96.7) | 972(98.4) | 986(99.8)
F 1172 60(5.1) 25(2.1) 4(0.3) 1112(94.9) | 1147(97.9) | 1168(99.7)
Total 2160 91(4.2) 41(1.9) 6(0.3) 2069(95.8) | 2119(98.1) | 2154(99.7)

Note: Total no. of HIV positive infected with HBsAg, HCV or both viral infections are 126(17.5%) while the total
number of HIV negative infected with these viral infection are 138(6.4%)

DISCUSSION

According to WHO estimates the global burden of
HIV, HCV and HBV is 33.2m, 170m and 400million
respectively [25]. Also hepatitis Band C and related
liver diseases are emerging significant health problems
in patient living with HIV. In this research study, the
total number of HIV positive patients infected with
HBsAg, HCV or both is 126917.5%). These patients
have a prevalence of 17.5% (HBsAQ), 4.7% (HCV) and
1.3% 9HBSAQ) and HCV concomitant infection. This
is relatively in line with the work of Adewole et al. [6];
who reported a prevalence of 11.5% (HBsAG), 2.3%
(HCV) and 1.5% for both infection among patients
attending adult HIV clinic at the National Hospital,
Abuja. Otegbayo et al. [26]; reported a prevalence of
11.9% (HBsAgQ), 4.8% (HCV) and 1% 9both infection)
among patients who presented at UCH Ibadan, Nigeria
while Denue et al. [28], report prevalence of 12.3%
(HBsAg), 0.5% (HCV) and 0% (both infection) among
HIV positive patients attending infection disease clinic,
General outpatient and those admitted at the medical
ward of university of Maiduguri teaching hospital
Bornu state, Nigeria. However Adewole et al. [6] had a
lower overall prevalence (15.4%) compared to the
17.5% recorded in this study. This may be due to the
fact that the researches selected only adults and their

study population excluding children 0-17 years, also, as
a control study in this research, HIV negative patients
were also tested and a total of 138(6.4%) were found to
be either infected with HBsAg, HCV, or both viral
infections. These HIV negative patients had a
prevalence of 91 (4.2%) for HBSAG, 41(1.9%) for
HCV and 06(0.3%) for both HBsAg and HCV
concomitant infection. This result is not significant
(P=0.439). This corresponds with the findings of Denue
et al., at the department of medicine, university of
Maiduguri teaching hospital Bornu state [28]. These
researches recorded a prevalence of 5.2% (HBsAQ),
1.4% (HCV) and 0% for both viral markers among HIV
negative respondents who donated blood or came for
routine premarital testing within a period of their study.
HBsAg and HCV or both viral markers are more
prevalent in HIV positive patients than HIV negative
patients although not significant (p>0.001). This may be
attributed to reduce immunity (immune suppression) of
HIV positive patients which make more vulnerable to
infectious disease. Also HIV, HBV, HCV share similar
routes of transmission with sexual , parental and
perinatal transmission being the most frequent mode of
acquiring the infection [25]. In line with this Bernard
(2002) suggested that sexual transmission is responsible
for an increasing proportion of HCV and HBV infection

759



Oboma Yl et al., Sch. J. App. Med. Sci., 2014; 2(2C):757-761

among people with HIV [27]. Also CDC (2008) and
health cares (2008) reported that HIV infected persons
are more at risks of acquiring HBV and HCV. In gender
related prevalence males had higher prevalence for HBs
Ag, HCV, and concomitant infections than females
although not significant (p=0.42). This agrees with the
work of Otegbayo et al. [26]; who reported that males
had higher HBsAg (15.4% vs. 10.1%) and con
concomitant infection (HBV and HCV) (2.2% vs. 0.4%)
than females (p.0.01) while anti HCV were detected in
similar proportion in both males and females. Denue et
al.; detected a similar proportion of HBsAg in both
males and females HIV positive patients [28]. Equally
Inyama et al.; reported a higher anti HCV prevalence in
males than females [24]. CDC (2010) reported that
males have more rapid disease progression than
females. This present study is in line with CDC (2003)

[3].

HBV and HCV are higher in guy males and people
with multiple sexual partners. However among the HIV
negative patients studied females recorded a higher
prevalence of HBsAg than males (5.1% vs. 3.1%);
HCV (2.1% vs. 1.6%) and both viral markers (0.3% vs.
0.2%) and there exists a significant relationship. This
corresponds with the findings of Denue et al. [28]; who
reported a higher prevalence of HBsAg in HIV negative
females than males. This incidence may be due to the
fact that that HIV negative females contacted the
infections  through other routes other sexual
transmission and this may include blood transfusion,
delivery and through the use of sharp objects in saloon.

Age related prevalence shows that the age group <1-
20 years had the highest prevalence for HBsAg, HCV
and concomitant infection among HIV positive patient
and is statistically significant (p.0.05) also the same age
group recorded the highest prevalence of HBs Ag
(7.3%) among HIV negative patients and this may be
due to the fact that this age range is sexually active and
due to ignorance may not indulge in safe sexual
practice. Also infants who contacted these infections
during pregnancy or delivery via mother to child
transmission are part of this study. The study age group
41-60years had a higher prevalence of HBsAg than the
age groups 21-40 and 60->80years among HIV positive
while among HIV negative patients age groups 60-
>B80years recoded the highest prevalence of HCV
(4.8%) and this may be because of the association of
increasing age with rapid progression of HCV.

CONCLUSION

The results shows that hepatitis B virus and hepatitis
C virus exist amongst HIV positive and negative
patients in Orlu southeastern Nigeria. Although more
prevalence was recorded among HIV positive patients
preferably due to compromise immune status, there is
need to create a public awareness on the prevalence of
HBV and HCV on the mode of transmission and
prevention. Finally since co infection with HBV and
HCV is higher in HIV positive patients; it should be

included as a routine screening check in the
management of HIV positive patients in Nigeria and
most especially in the initiation and choice of
chemotherapy.
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