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Abstract

Background: Hepatitis B and C virus remain leading causes ofbid@y and mortality. Unfortunately, once inflicte
these infections show poor response to the availmbhtment modalities. So the focus remains ovepitéeve strategies,
to avoid spread of infection. There is lack of meatserological screening prior to surgery whiclome of the factors
responsible for increased disease transmisdibaterial and Methods: The present study involved retrospective
analysis of 9272 routine blood samples from allsagad both sexes who were attending and admittedifferent
surgical departments. These patients were scrdgneapid immunochromatographic assay for qualieatietection of
anti- HCV antibodies and HBsAg to know their carrétatus prior to any surgical interventidResults: Out of 9272
samples tested, 155 (3.6%) tested positive for &V antibodies and 162 (3.26%) for HBsAg. Sereptence of
HCV was 3.77 %( 96) and 3.36% (59) in male and femespectively, with preponderance among age godfufl-60
(43.87%) and 21- 40 years (39.35%). HBsAg deteatemealed seropositivity of 3.89 %( 93) in maleg72%( 69) in
females, with predominance in young adults of 234883%) followed by 41-60 (24.07%) years. Maximoumber of
seropositive cases for both HCV and HBV were froen&al surgery department as 63.23% & 53.09% ré&sphc
Conclusion: The study estimated high prevalence of HBV and HB\foutine screening of patients reporting to aasi
surgical departments. Healthcare providers hauaifgigntly high risk of infectivity along with fulter transmission of
the disease if pre-operative screening and stargtarhutions are not followed strictly.
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Introduction HBV is a major public health challenge due to its

worldwide distribution, chronic persistence and
complications. Its endemicity ranges from higi8%)

to moderate (2-7%) and low (%) [1]. The carrier rate

is higher in the tropical than in the temperatdaeg In
South East Asia, roughly 14-16 million people are
infected with hepatitis B virus every year. Prenake of
hepatitis B varies from country to country and defse
upon a complex interplay of behavioral, environraént
and host factors. In general, it is lowest in coestor
area with high standards of living like Australidgrth

Hepatitis B virus (HBV) and Hepatitis C virus (HCV)
are common causes of liver disease globally. tmdac
with HBV and HCV is primarily blood borne or
parenterally transmitted. Routes of parenteral
transmission include contaminated blood and blood
products, needle sharing, reuse of contaminatesrsaz
by barbers, tattooing devices, haemo-dialysis,
acupuncture needles and contaminated medical device
Other modes of transmission include sexual prontiscu
and vertical transmission in the early childhoddhe

Manuscript received: 24Nov 2015
Reviewed: I Dec 2015

Author Corrected: 14Dec 2015
Accepted for Publication: 28Dec 2015

International Journal of Medical Research and Review

America, North Europe and highest in countries or
areas where socio economic level is lower like &hin
South East Asia, South Americd2]. HBsAg
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seroprevalence in India is approximately 5 percand

the major modes of HBV transmission are perinatal,
child-related/ horizontal, and health-care-related,
particularly unsafe injections [3]. Therefore HB¥ an
attractive candidate for public health measuresrgm

at prevention, early diagnosis and treatment. lis th
context, not only information on the general popala

but also on selected segment of populations with a
potentially higher risk is important [4HCV represents

a major health problem with approximately 3% of the
world population, that is, more than 170 millioropée
infected. While only 20-30% of individuals expoded
HCV recover spontaneously, the remaining 70-80%
develops chronic HCV infection. Since the discovefy
HCV more than 20 years ago, epidemiological studies
have described complex patterns of infection
concerning not only the worldwide prevalence ofthi
virus but also its clinical presentation and itsrépeutic
response [5]. Although HCV is endemic worldwide;
there is a large degree of geographic variabilityit$
distribution. Countries with the highest reported
prevalence rates are located in Africa and Asiaasr
with lower prevalence include the industrialized
nations. Because there is no vaccine and no post-
exposure prophylaxis for HCV, the focus of primary
prevention efforts should be safer blood supplyhe
developing world, safe injection practices in healare
and other settings, and decreasing the numberagige
who initiate injection drug use. In these ways HCV
prevention may form valuable alliances with HIV and
HBV prevention programmes. Screening and testing of
blood donors and virus inactivation of plasma-dediv
products have been shown to be extremely succeaasful
preventing new infections, and resources need to be
identified to expand these practices to poorer t@m

[6]. Data pertaining to burden of HCV and HBV
infection comes primarily from studies on
seroprevalence of HCV antibodies and HBsAg. There i
vast variability amongst these studies because of
difference in selected group of patients like blood
donors, antenatal cases, general population etc.,
ethnicity, methodology of assays for detection wofi-a
HCV antibodies and HBsAg and geographical
distribution of study groups. The present study was
undertaken to estimate the burden of HCV and HBV
infection in both genders and all age groups ofepig
reporting to various surgical departments of aiagyt
care institute catering to a wide rural populatibime
results of the present study can serve as guideiime
formulating health care strategies to keep a chatk

Results

International Journal of Medical Research and Review

Research Article

steady rise in the incidence of HCV and HBV infeati
related complications in the coming decades.

Material and Methods

Study design and settings: The present study involved
retrospective analysis of 9272 routine blood sample
(4303 patients for anti HCV antibodies testing 4069
patients for HBsAg detection) sent to the Departnoén
Microbiology, BPS GMC for Women, Khanpur Kalan,
Haryana, from all ages and both sexes who were
attending and admitted in different surgical deperits
from January 2013 to December 2013. These patients
were screened by rapid immunochromatographic assay
for qualitative detection of anti- HCV antibodieada
HBsAg to find out their carrier status prior to any
surgical intervention.

Microbiological procedures. As per the standard
operating guidelines, blood sample (2-3ml) of each
patient was collected and transported to the lab fo
testing. In case delay was inevitable, serum sampke
separated & stored in refrigerator at 2-8°C tilitifier
testing. Blood was allowed to clot & after
centrifugation, clean clear serum samples were
separated in clean test tubes.

Test for detection of anti- HCV antibodies: The sera
were analyzed by "4 generation HCV TRI-DOT
(Diagnostic Enterprises, H.P, India) that utilizas
uniqgue combination of modified HCV antigens from
putative core, NS3, NS4 & NS5 regions of virus to
selectively identify all subtypes of Hepatitis Gus in
human serum/ plasma with a high degree of sertsitivi
and specificity. All the sera which were positiver f
antibodies to HCV were retested second time using
same kit and method .Samples which were repeatedly
reactive were considered to be positive.

Test for detection of HBSAg : The sera were analyzed
by an immunoassay based on the antigen capture or
sandwich principle by using one step HBsAg Rapid
Card Test , Hepacard ( J Mitra & Co. Pvt. Ltd.) for
qualitative detection of HBsSAg as per the
manufacturer’s instructions. The kit has sensiti\of
99.8% & specificity >99%.The samples which were
positive for HBsAg were further re-tested secomdeti
using same kit & method. Samples which were
repeatedly reactive for HBsSAg were considered
positive.

Available online at: www.ijmrr.in 28 | Page



January, 2016/ Vol 4/Issue 1

ISSN-2321-127X

Research Article

A total of 9272 individuals were tested for thegmece of anti HCV antibodies and HBsAg (4303 padiéor anti-HCV
antibodies testing and 4969 patients for deteatfddBsAg respectively), out of which 155 (3.6%) weseropositive for
anti- HCV antibodies and 162 (3.26%) tested posifor HBSAg. The seropositivity rate for HCV infemt was highest
in patients reporting to general surgery (63.238tpfved by otorhinolaryngology (16.13%). Seropagtsamples for
HBV infection were predominant from general surggBB8.09%) followed by gynecology/obstetrics (25.31%
department [Table-1]. Gender distribution depidieat out of 155 positive cases for anti- HCV antiiles, 96 (3.77%)
were males and 59 (3.36%) females. HBsAg detectuealed that out of 162 samples which tested igesi3 (3.89%)
were males and 69 (2.67%) females respectively IEFah As regards distribution of seropositive eaof HCV
infection among various age groups, preponderangge seen in age group of 41-60 (43.87%) and 21lyetls
(39.35%). In case of HBV infection, seropositivsesiremained highest in age group of 21-40 (43.88H6)ved by 41-

60 (24.07%) [Table-3].

Table 1: Seropositive cases of HCV and HBV in surgical departments

Department

Seropositive for HCV
(n=155)

Seropositive for HBV
(n=162)

General surgery

98(63.23%)

86 (53.09%)

Orthopedics 14(9.03%) 15(9.26%)
Gynecology/obstetrics 17(10.97%) 41(25.31%)
Ophthalmology 01(0.65%) 01(0.62%)
Otorhinolaryngology 25(16.13%) 18(11.11%)
Total 155 (100%) 162 (100%)

Table 2: Gender distribution of anti HCV antibodies and Hepatitis B surface antigenemia among hospital based

population

Gender Total patientstested | HBsSAg positive Total patientstested Seropositive for HCV
Male 2391 93 (3.89%) 2548 96 (3.77%)
Female 2588 69 (2.67%) 1755 59 (3.36%)

Table 3: Age-wisedistribution of HCV and HBV seropositive patientsin surgical departments

Age (years) Seropositive cases of HCV Ser opositive cases of HBV
0-20 7 (4.52%) 20 (12.35%)

21-40 61 (39.35%) 71 (43.83%)

41-60 68 (43.87%) 39 (24.07%)

61-80 19 (12.26%) 32 (19.75%)

Total 155 (100%) 162 (100%)
Discussion

Most descriptions of HBV and HCV epidemiology rely
mainly upon HBsAg and HCV sero-prevalence studies.
These studies are typically cross-sectional ingfreand
are done in selected populations e.g. haemo-dilysi
patients, blood donors or patients with chronicetiv
disease which are not representative of the whole
community in which they reside. Population-based
studies representative of an entire community are f
more informative, but this kind of study is not $éde

in most parts of the world [6]The present study
estimated the overall prevalence of HCV and HBV
among patients reporting to various surgical
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departments as 3.6% and 3.26% respectively. The
results reflected moderate prevalence of HBsAg
(3.26%) which is comparable with other studies by
Osman et al., and Elsheikh et al., who reported
seroprevalence of 4.91% and 5.6% for HBsSAg in Sudan
[1,7] whereas seroprevalence of HBsAg was 7.0% in a
study done in Nigeria by Okonko 10 et al. [g]he
studies conducteth India by Bhatta CP et al., and
Sayed A. Quadri et al., have noted prevalence of
HBsAg as 2.5% and 1.63% in hospital based populatio
respectively [9,1Q]The higher prevalence of HBSAg in
current study as compared to other studies camubdal
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the reason that our tertiary care institute is riageto
economically underprivileged rural subjects whoklac
awareness of HBV risk factors. The present study
estimated high number of HBsAg seropositive cases
from general surgery 86(53.09%) and
gynecology/obstetrics 41(25.31%) departments.
Surgery and dental care may be a source of infectio
transfusion-related infections have currently beeom
very rare in developed countries thanks to the awgd
serology and advances in molecular blood scredmimg
can be an important source of infection in the pebr
countries. The prevalence of the infection in HC\A/s,
high risk group for acquiring infection with blodrne
pathogens due to occupational contact with infected
body fluids, depends upon HBV prevalence in the
general population. In India, an intermediate ernidem
zone where the estimated prevalence rate of HBian
healthy general population is around 4.7%, a recent
study showed 5% HBsAg positivity in HCWSs, but a
highest seropositivity of around 40% among labasato
technicians [11].HBV is a major cause of chronic
hepatitis, cirrhosis, and hepatocellular carcinoma
(HCC). Approximately 5.0% of the world's population
was reportedly seropositive for hepatitis B surface
antigen (HBsAg). The latter is one of HBV antigens
found in blood of infected humans; which servesaas
veritable marker of HBV infection. Using this marke
studies have estimated that approximately 2 billion
people had HBVinfection [12]. The prevalence of
HBsAg in current study is higher in males 93 (3.89%
as compared to females 69 (2.67%).The observafion o
present study is in concordance with Dutta S et al.
(males 35.3%; females 19.3%) and Sood S et al,
(males 1.04% ; females 0.58%) who also showed male
dominance [13,14]This may be because of a high
immune response in females which helps to clear HBV
more rapidly and efficiently as compared to mals.|
Mehmet et al., reported higher prevalence rate of
HBsAg in males than females in both rural and urban
areas with observation that male sex was an impbrta
risk factor for HBsAg positivityf16]. The reason for the
high infection rate among the males may be due to
habits such as multiple sexual partnership and
polygamy which may be higher among the males
I The present study reports high seropositivity of
HBsAg in young adults of 21-40 (43.83%) followeg b
41-60 years (24.07%) which is in agreement withdgt

of Easow JM et al, and Chander et al.who
documented highest seropositivifgr HBsAg in age
group of 21-30 years and 15 -45 years respectively
[18,19] Routine screening of blood samples received
from patients of various surgical departments’ disal
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seropositivity of 3.6% (155) for anti-HCV antibodie
The results of current study are in concordancédn wit
Kaur et al.who recordedhe seropositivity of IgM anti
HCV in 306 patients with acute viral hepatitis a3%8

[29 The prevalence of anti-HCV antibodies remained
higher in our study in comparison to that of Bevhet

al., who estimated the overall prevalence of 2.31% for
HCV antibodies in hospital based population [21].
Seroprevalence remained lower in current study as
compared to another study conducted in Delhi by
Rajani M et al.who documented seroprevalence rate of
HCV as 5.5% [22]Most of the HCV seropositive cases
were from General surgery (63.23%),
Otorhinolaryngology (16.13%) and
gynecology/obstetrics (10.97%).Health care workees

at a higher risk for acquiring hepatitis C infeatias
they come in contact with potentially infected pats.
Prevalence of hepatitis C have been found to range
from 0- 4% in this population .Certain professitawe
been noted to have a greater risk for HCV infection
[23]. The variations in prevalence rates of antE\H
antibodies could be due to regional differences,
socioeconomic status, difference in study groups,
burden of migrant population, different genomeshaf
virus and access to health information and quality
health care. The prevalence was high for HCV indect

in 41-60 year age group (43.87%) followed by 21-40
(39.35%) yearsSimilar results have been reported by
otherworkers [24,25]. The high prevalence rate seen in
young adults (15-40 years) is due to cumulativk of
exposure in these age groups. HCV is one of themaj
etiological agents of parenterally acquired hejsasihd

is responsible for most cases of transfusion assati
hepatitis. HCV is usually transmitted by sharing
infected needles, unsafe transfusion practices and
accidental exposures. Some people acquire infection
through sexual transmission. All blood donations ar
still not compulsorily screened for HCV in India.
Adults are at higher exposure risk due to unsafe
practices. Tattooing could be an added risk faf2af.
Most of the cases of acute hepatitis C are asynmggiom
with patients unaware of the underlying infection.
Symptomatic acute hepatitis with jaundice is seen i
only 25% of patients. The worrying aspect of acute
hepatitis C infection is that spontaneous virahdece

is unusual with nearly 54%-86% of the infected
individuals  progressing to chronic hepatitis.
Approximately a fifth of the patients with chronic
hepatitis C progress to cirrhosis over a time spann
nearly a decade [23]

Conclusion
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The prevalence of HCV and HBsAg in study population
remained towards higher end as detected on routine
screening before any surgical intervention. Hospita
based seroprevalence studies can serve as useful to
when community based studies are difficult to candu
Screening and testing of patients reporting to isatg
departments prior to any surgical intervention tan
extremely successful in preventing new infectioris o
HBVY and HCV by testing undiagnosed cases and
reducing concerns of occupational transmission
.Moreover people with known HBV and HCV infection
should be counseled regarding ways to minimize the
risk of transmission to others .As a part of seeond
prevention against these hepatitis viruses, HBV and
HCV infected people should be referred for further
medical  evaluation and antiviral treatment
considerations.
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