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Abstract

Co-infection with Hepatitis C Virus (HCV) is rare in people living with Human Immunodeficiency 
Virus (HIV) but where it occurs, it causes treatment dilemma. Many people with HIV are unaware 
that they may also be infected with HCV; but due to shared routes of transmission it happens. Co-
infection with this virus complicates issues related to diagnosis, clinical disease progression, 
monitoring disease activity, treatment options and basic immunology. In view of the above and recent 
massive antiretroviral therapy program in Nigeria, it has become necessary to address issues of 
potential impact of co-infection  (HCV/HIV) as it affects clinical care of ante-natal women in Abuja, 
Nigeria.  Blood samples from one thousand two hundred (1,200) ante-natal women collected from 
January 2005 to May 2006 were tested for antibodies against HIV- 1 and HIV-2 using a rapid test kit 
Unigold and Genie 11 HIV-1/HIV-2. These samples were also tested for antibodies against HCV by 
rapid chromatographic immunoassay HCV kit. The positive samples to HCV antibodies were further 
subjected to western blot for confirmation.  Two hundred and three (203) samples were confirmed 
positive for HIV antibodies representing 16.9%.  Five (5) samples out of 203 HIV positive samples 
were positive for HCV antibodies, representing 2.5%. The results show that, 2.5% of HIV sero-
positive women may present with HCV co-infection because the route of transmission for both 
viruses have shown to be similar. There is therefore the need to fully integrate HCV screening as a 
routine test in the antenatal clinics. 
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Introduction
Hepatitis C virus (HCV) is a parenterally transmitted hepatotrophic virus that persists in the majority 
of those infected. Chronic infection with HCV may result in cirrhosis leading to end-stage liver 
disease and hepatocellular carcinoma many years after the initial infection [13].

Many patients infected with human immunodeficiency virus (HIV) are also co-infected with 
hepatitis C virus (HCV) due to shared modes of transmission through transfusion of blood products 
and intravenous drug use (IVDU). The prevalence of HIV/HCV co-infection ranges from 4 to 90% 
depending on the percentage of IVDUs in the population [6]. Central Africa is considered to be an 
area of high endemic HCV, with anti-HCV antibodies in 5-15% [8]. HCV has reached epidemic 
proportion world wide. More than one million new cases of infection are reported annually and it is 
believed to be more prevalent than hepatitis B virus (HBV) infection [5].
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A review by Madhava et al., (2002) reported that the estimated prevalence of HCV infection in 
Nigeria was 2.1% in general population; 3.6% in blood donors, and 5.1% in high-risk populations 
(those with liver disease or multiple exposures to blood and blood products).

Although, HCV has been reported in Nigeria by a number of scientists [1, 9,] no data or information 
on the prevalence of HIV/HCV co-infection among antenatal women in Abuja, Nigeria.  Barett and 
Grants, (2002) reported that co-infection of HIV/HCV has complicated issues relating to diagnosis, 
clinical disease progression, monitoring disease activity, treatment options and basic immunology. 
This study is designed to identify the prevalent rate of HIV/HCV co-infection in pregnant women 
attending antenatal in some selected public hospital in Abuja for better health care delivery.

Methods
The study was conducted on one thousand two hundred (1,200) pregnant women attending antenatal 
care from January 2005 through May 2006 in government approved hospitals in Abuja, Nigeria. The 
subjects were voluntarily counseled for the viruses and consent obtained. Five millilitres of blood 
were carefully drawn from the veins of the subjects into a well labeled EDTA blood sample container 
for plasma samples according to the standard protocol. The blood samples were centrifuged at 4,452 
g for 10minutes and about 2 ml of plasma recovered were aliquoted into well-labeled 2 ml cryovials. 
The tests were carried out immediately at National Institute for Pharmaceutical Research and 
Development (NIPRD), Idu, Abuja. 

HIV screening was done using a rapid test kit, Uni-Gold HIV kit (Trinity Biotech, Bray, Ireland) and 
further screened HIV antibodies using Genie 11 HIV-1/HIV-2 (Bio-Rad, 3 Boulevard Raymond 
Poincare 92430 Marnes LA Coquette- France). Those samples tested positive for HIV antibodies 
were tested for antibodies against HCV using rapid chromatographic immuno-assay HCV kit ACON 
(Acon Laboratories Inc). The positive HCV antibodies were further confirmed using Western blot 
(Trinity Biotech, Bray, Ireland) according to manufacturer's specifications. 

Results
The mean age of the one thousand two hundred (1,200) pregnant women that participated in this 
study was 27.5 years (range 15-40 years). Seventy five per cent of the pregnant women were between 
15-30 years and twenty five per cent were older than 30 years.

The one thousand two hundred (1,200) subjects screened for HIV antibodies, 203 samples were 
positive for HIV antibodies representing 16.9%. Five (5) of the samples were positive for HCV 
antibodies representing 2.46% of the total pregnant women population infected with HIV in the 
study (Fig 1).

Figure 1:  Prevalence of HCV among pregnant women living with HIV infections attending antenatal  clinics in Abuja

JOPAT 14, 2009; 45 - 48Ya’aba Y, et al

0

200

400

600

800

1000

1200

No. of Clients

15 -20 21-25 26-30 31-35 36 -40 >40 Total

Age Bracket

No. of Clients

No. of HIV positive

No. of HCV positive



| 47 |

Discussion and Conclusion
Estimating the long-term effects of HIV and HCV co-infection can only be done with certainty when 
the epidemiology of the disease is known. Although some studies show the economic cost of HIV 
infection in sub-Saharan Africa to be colossal [3, 4,] such data do not exist on HIV and HCV co-
infection.

A press release by WHO/AFRO in 2001 indicates that over 75% of blood units transfused in Africa 
are not tested for HIV antibodies, while more than 80% of the countries in the region do not test blood 
units for HCV before transfusion. Diagnosis of HIV and HCV co-infection in the region is still 
handicapped by several factors in the region. These include: ignorance, self-medication, cultural 
beliefs and traditional practices, finance, manpower, equipment and supplies. 

The study was conducted with multiple rapid test kits in the screening of HIV antibodies as 
recommended by WHO using two different testing strategies (algorithms) involving ELISA and/ or 
simple or rapid assays for surveillance [11].

The observed prevalence of HCV infection among HIV infected pregnant women in Abuja were 
somewhat lower (0.58%) than the 5.1% reported by Madhava et al., (2002) for the high risk 
population in Nigeria. This low prevalence could be due to socio-economic difference in the study 
population or geographical area or could indicate a general decrease in the prevalence of HCV 
infection.

This result strongly indicates a need for HCV screening in blood transfusion centres, routine 
antenatal care, HIV diagnosis and treatment centres. This is because patients who are co-infected 
with HIV and HCV are at increased risk of disease progression as reported by Sanchez Quijan et al., 
(1995).

Recommendations
1. Campaign need be intensified on the implication of HCV infection either alone or with 

HIV since they both share the same mode of transmission.
2. HCV screening should be included as part of routine test for diagnosis and treatment of 

HIV in the health facilities in Nigeria.
3. Protocols for HCV counseling and testing in the health facilities should be developed.
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