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Summary

Acute hepatitis is common in Nigeria and hepatitis B
virus (HBV) infection has been a major aetiological factor.
However, the role of Hepatitis C Virus (HCV) infection is yet
undetermined. Forty-five consecutive Nigerian patients with
Acute Icteric hepatitis (AIH) attending the Medical Clinie of
the University College Hospital, Ibadan, Nigeria and 45
healthy adult Nigerians (controls) were studied for evidence
of infection with both viruses. Questionnaire on risk proce-
dures which predispose to acquisition of both HBV and HCV
infections were administered to the patients. Blood samples
were collected from all the subjects and tested for antibody to
HCV (Anti-HCV) and Hepatitis B surface Antigen (HBsAg)
using the second generation Enzyme Linked Immunoassay
(Monolisa —R, Sansofi, Pasteur; France). Anti-HCV was
detected in 21(47%) and 17(38%) of the patients and controls
respectively. The corresponding prevalences of HBsAg were
38(84%) and 11(24%), p<0.001. Hepatitis B virus infection
was found to occur more than HCV infection in the patients
with AIH but similar among the controls. Combined HBV
and HCV infection occurred more frequently among the
patients (42.1%) than in the control (11%) (;<0.001). Although
there was no significant difference in the HCV infection
between the two groups, isolated HCV infection is commoner
in the control than in the patients with ATH, (p<0.001).
Similarly, single HCV infection is commoner than lone HBV
infection among the control, p<0.05. In summary, this study
shows that while both HBV and HCV infections are common
in Nigeria, ATH may be more associated with HBV than HCV
in the country.
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Résumé

La fréquence de 'hépatite aigue est notée au Nigéria, et I’ infection
du virus Hépatite B(VBH) reste toujous menagant comme la trait
étiologique principal. Cependant, on n’arrive pas 4 délimiter le
role que joue Pinfection du virus Hépatite C (VCH).

Quarante cinq malades consecutives Nigérians avec leteric Hépatite
aigue (AIH) se sont présentés a la Clinique Médicale de Collége
Hospitaliér Universitaire d’badan au nigéria, d’autre part, on avait
étudié 45 adultes nigérians bien portant, (comme cas de témoins)
comme signe de 'infection des deux virus. Questionnaire sur les
dispositions des risques qui précédes I’attaque d’infections des
deux VBH et VCH était donné aux malades. On avait passer par la
prise de sang de tous les malades et examiné afin de signaler les
anticorps par rapport au VCH (Anti-VCH) et le Hépatite B surface
Antigen (Hbs Ag) avec la méthode de la deuzieme génération. On
avait pu dépister la enzyme hé.

Immunoassay (monolisa — R sansofi, Pasteur, France). Anti-VCH
dans 21 soit 47% et 17 soit 38% chez les malades et les cas de
témoins respectivement. Les fréquences cotrespondentes de Hbs
Ag étaient 38, soit 84% et 11 soit 24%, P<0,001. On avait remarqué
la fréquence de Pinfection de Virus B Hépatite était plus élevée
que I’infection VCH chez des malades avec AIH mais similair chez
les cas de témoins. '

La fréquence de la combinaison des deux infections VEH et VCH
était €levée chez les malades 42,1% plus que chez le cas e témoins
(11%) (P<0,001) Quoi qu’l n’y ait pas de différence re marquable
dans I’infection VCH de deux groupes, on avait rem irqué que
quelques traits de I"infection VHS existaient normaleme 1t chez les
cas de témoins plus que chez les malades avec AIH, P<(,001). De
plus I'infection VHC est plus fréquente plus que ‘infection VBH
chez les cas de témoins, P<0,05.

En conclusion, a travers cette étude, on peut dégager que quoique
les deux infections VBH et VCH soient fréquentes au Nigéria, le
AIH peut- étre bien lier avec le VBH plus qu” avec le VCH dans ce

pays.

Introduction

Viral hepatitis is common in the tropics especially in a country
like Nigeria where it accounts for a major cause of both acute and
chronic liver diseases'?. Acute hepatitis is the commoriest cause
of acute liver diseases in Nigeria where viral aetiology scems to be
predominating among other causes®. Hepatitis B virus (HBV)
infection has been documented to be the commonest cause of
hepatotrophic viral agents of acute hepatitis'>*¢. However, some
patients were discovered to have hepatitis due to non A non B
viral agents. Among these latter groups is the Hepatiti; C Virus
(HCV)***, The HCV has been detected in both healthy adults!®!
and patients with chronic liver diseases, 1+ 16 as wel as acute
hepatitis > but its role in acute hepatitis has not been eluzidated in
Nigerians. Hence our study on the association of HCV 1nd HBV
in Nigerian adults patients with acute icteric hepatitis ar d healthy
adult at the University College Hospital, Ibaden, Nigeri:.

Materials and method

Forty-five consecutive adult Nigerian patients with Al'{ (Group
I) attending the University College Hospital, Tbadan, wer : studied.
In the selection of the patients, features such as hepatitis lasting
more than 6 months, jaundice with ongoing fever, ing estion of
icterogenic drugs within the preceding 6 months, presence of
intrahepatic space occupying lesion and dilated biliary tree de-
tected by hepatic ultrasonography and presence of mucoid bloody
diarrhoea suggestive of amoebic disease were used as «xclusion
criteria.

Forty-five age- and sex- matched healthy Nigerian adi lts with-
out a past history suggestive of hepatitis or chronic live- discase
and drawn from relations of the patients were included in the
study as control (Group II).

After informed consent were obtained from the subjex ts, ques-
tionnaires were administered to obtain information on possible
routes of acquisition of HBV and HCV infections apart rom the
exclusion and inclusion clinical features.

The study protocol was approved by the Joint University
College Hospital/University of Ibadan Ethical Committe:.

About 10ml of blood was collected from each subject and the
serum from each sample was separated after centrifuga ion and
stored at — 20°C until analysis was carried out.

Markers of HBV (HBsAg) and HCV (Anti-HCV) were 1nalysed
by Enzyme Linked Immunosorbent Assay (ELISA) using
Monolisa®, HBsAg and Anti-HCV second generation ELI3A Kits,
Sanofi, Pasteur; France.
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The data were analysed using students-t-test, Fisher’s Z-test
as well as computer analysis (EPI-Info) at a significant p-value <
0.05.

Results

Two groups of subjects were studied consisting of 45 Nigerian
patients with AIH (group I), 45 healthy adult Nigerians as control
(group II) aged 26 + 9 years (Mean #* Standard Deviation) each.
The groups were matched for age, sex, residence, tribe and
occupation (Table 1). As shown in Table 2, HBV infection was
detected in 38(84%) and 11(24%) of the patients with AIH and
control respectively, p<0.001. Single HBV infection occurred in
19(42%) and 6(13%) of groups I and 1l respectively, p<0.001.
The seroprevalences of anti-HCV in groups I and II were 21(47%)
and 17(38%) respectively while single HCV infection was present
in 2(5%) and 12(27%) of the respective groups I and I, p<0.001.
Although there was no difference in the seroprevalences of HCV
between the two groups, isolated HCV infection was commoner in
the control than in the patients (p<0.001). Single HBV was more
frequent than single HCV infection among the patients (p<0.001),
with the converse:for the control (p<0.05). Combined HCV and
HBYV infections were detected in 19(42%) and 5(11%) of groups
T and I respectively (p<0.001).

Table 1 Biodata of all subjects studied

Parameter Subjects

Acute Icteric hepatitis Control

n = 45 n=45

Male/Female 24/21 24/21
Age(meantSD) years 26+9 26+9
14-20 12 11
21-40 29 29
41-60 4 5
State of residence
Oyo 30 29
Others 15 16
Tribe
Yoruba 37 36
Hausa 5 5
Igbo 3 4
Occupation .
Student 24 18
Civil Servant 21 27

SD = Standard Deviation

Table 2 Prevalence of HBV and HCV in patients with AIH and
controls
HBV HCV
AIH Controls
+ve -ve Total +ve -ve Total
+ve 19(42) 19(42) 38(84) 5(11) 6(13) 11 (29

-ve 2(5) 5Q11) 7(16) 12(27) 22(49) 34 (76)
Total 21(47) 24(53) 45(100) 17(38) 28(62) 45(100)
Parenthesis = Per g HCV = Hepatitis C Virus

HBV = Hepatitis B Virus +ve = Positive

AIH= Acute Icteric Hepatitis -ve = Negative

Table 3 Risk for AIH related to hepatitis B and C virus
infections

Parameter AIH Control 0dd ratio
n=45 n=45§

HBV

Yes 38 11 16.7

No 7 34

HCV

Yes 21 17 1.44

No 24 28

AIH - Acute icteric hepatitis HBYV - Hepatitis B Virus
HCV - Hepatitis C Virus

WAJM VOL.21 NO 3, JULY-SEPTEMBER, 2002

Table 4 Probable risk factors for HBV and HCV infection in
. it icteric I oo

Route n HBV'® HCV "~ HBV " HBV-ve
+ +ve + -ve
HCV "HCV

Parenteral

Scarifications 14 4 1 8 1

Surgery 10 2 1 6 1

Needle injeciton 7 3 - 3 1

Blood Transfusion 3 3 - - -

Contact with

jaundiced patients 6 2 - 4 -

History of Jaundice 3 2 - 1 ~

HBV = Hepatitis B Virus _ve = Negative

KV = Hepatitis C Virus +ve = Positive

Single HBV and combined HCV and HBV infections occurred more
in patients with AIH than the control (p<0.001 each). There was
no difference in the mean age of the patients and control with either
HBYV or HCV infection. Similarly, the infections were not related
to occupation, sex, tribe and residence of the subjects. Table 3
shows that AIH was more causally related to HBV than HCV.
Scarification, surgery, needle injury, blood transfusion, contact with
jaundiced patients and past history of jaundice were factors
associated with acquisition of HBV, HCV and both infections in
the patients with AIH. These factors favour acquisition of HBV
more readily than that of HCV (p<0.0005, Table 4).

Discussion

Acute hepatitis is common worldwide. A previous study
showed that it accounted for 30% of all hepato-biliary diseases in
Nigerian®. Among the various actiological agents, HBV has ac-
counted for 50-70% of acute viral hepatitides in Africa’. The
finding of 84.4% among our patients with AIH is relatively higher
than previous works done in Africans*7 but similar to previous
report among American solders®. Similarly, the presence of HBV
in 24% of our control subjects compared to 7-20% from previous
reports shows a rising trend in the prevalence of the HBV infection
among Nigerians. This further supports the fact that Nigeria is an
endemic zone for HBV infection. However, some of our patients
were seronegative for HBV infection which indicates the need for
detection of other viruses or other causes of AIH.

The seroprevalence of HCV found in 47% of our patients with
AlH is greater than the reports of 10%, 8% and 12% in Vietnam,
Tunisia and Central Asia by Corwin et al'’, Coursaget et al'® and
Bajsakow et al'®. The anti-HCV seroprevalence of 38% found
among the control subjects in this study is also higher than previous
reports in healthy populations world wide'®. Inspite of the
small size of the subjects used for this study, it shows that HCV
infection is very common among Nigerians.

Coinfection of HCV and HBV infections has been reported and
the interaction of the viruses may determine the pattern of the
clinical presentation of the patients. The presence of high rate of
combined HBV and HCV infections in our patients compared to
the controls and the higher rate of single HCV infection in latter
group might be a reflection of the natural history of HCV infection
which is often mild and asymptomatic in the acute form and indo-
lent in the course to chronicity. The HBV unlike the HCV is able
to generate a higher degree of immune response in the host by its
polyvalent antigens and even integrate in the host DNA2?, This
makes HBYV infection to present symptomatically in a milieu of
immuno-competence. Hence the higher prevalence of single HBV
infection in ATH than the healthy subjects found in this study is
not unexpected. This is further reflected by the results of this
study which shows that AIH is causally related to HBV rather
than HCV.

Inspite of the higher prevalence of HBV infection than that of
HCV in our study, the occurrence of the peak age group of either

216




Serum Hepatitis C virus and hepatitis B surface antigenaemia in Nigerian patients with acute Icteric hepatitis - S. O. Oa et al

infection among the young adults follows previous reports and
this could be secondary to high reproductive activities including
sex that are associated with the age group®.

This study has further re-affirmed that both HCV and HBV
are efficiently transmitted by the parenteral route with HBV being
more readily transmitted than HCV. This route is a sine qua non of
the high sexual activities that characterise the peak age group of
our study populations. Also, the similarity in the route of trans-
mission of these viruses could justify the absence of any signifi-
cant difference in the occupation, sex and residence of the subjects
with either infection. The transmission of the infections could be
secondary to the higher infectivity of blood, serum or body fluids
associated with the route?.

It is pertinent to note that both HCV and HBV infections era
absent in 11% of our patients with AIF. This calls for detection
of other viral agents (Hepatitis Non B non C viruses) which could
possibly be the yet unknown or the other yet undetermined
aetiological factors of ATH.

In conclusion, our study has shown that both HCV and HBV
are common causes of AIH in Nigerians but HBV may be more.
Infection with HBV seems to be more symptomatic than that of
HCV. Both infections are parenteral in transmission though HBV
is more readily transmitted. Efforts should be made at preventing
these infections by active immunisation against HBV infection,
ensuring safe medical care, early diagnosis and treatment of in-
fected persons.
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