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Original Article 
 

Hepatitis B and C: An alarming 
situation in Southern part of 
Khyber Pakhtunkhwa, Pakistan 
 
Objective: HBV and HCV are common health problems throughout the world especially in 
developing countries including Pakistan. Both the viruses have almost the same mode of 
transmission. The objective of this study was to determine the frequency of HBV & HCV and 
its Risk factors in indoor patients of DHQTH Bannu. 
Place & Duration: This study was conducted in medical units of DHQTH Bannu from 
January, 2004 till December, 2008. 
Study Design: Cross sectional Descriptive Study. 
Sampling Technique: Purposive sampling  
Materials and Methods: A total of 25944 patients comprising both the sexes and above 
the age of 15 years, who were admitted in medical units, were screened for HBV & HCV by 
rapid method and confirmed by ELISA technique. 
Results: Out of total 25944 patients, male (13953) corresponds to 53.7 % and female 
(11991) makes 46.3 %, were tested for HCV & HBV. Out of which, 1352 patients were found 
positive (5.2 %) either for HBV or HCV but none was positive for both. HBV was present in 
502 patients (1.93 %) and HCV in 850 patients (3.27 %). Out of 1352 patients, 905 (67.0 %) 
were male and 447, (33.0 %) were female. Average age ranged between 35-55 years. The 
main risk factors included were usage of unsterilized syringes, drips at villages, shaving in 
barber shops at villages/rural commodities and dental procedures. Of 1352 positive cases, 
44.5 % of the cases were farmers, 26.2 % were house wives, 7.9% were drivers, 14.5 % were 
government servants and 6.7 % constituted miscellaneous group.  72% of positive cases  
have no proper knowledge about HBV and HCV. 
Conclusion: HCV is more prevalent than HBV in our setup and needs to be properly 
addressed. The usage of unsterilized needles/ shaving at barber shops, dental procedures 
and surgery by unsterilized instruments were the major risk factors. All the possible 
measures should be explored to prevent the transmission and sequele of these two 
common viral infections. 
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Introduction 
Hepatitis B & C were first identified in 1963 & 

1988 respectively.1, 2 Both the viruses are causing 
important public health problems throughout the world 
especially in developing countries including Pakistan.3  
Both the viruses are major causative agent of Chronic 
Liver Diseases (CLD), Cirrhosis liver and Hepato-
cellular carcinoma (HCC). It has been reported that 
approximately 350 millions people are infected with 
HBV and 170 million with HCV worldwide. 2, 4, 5    

The prevalence of HBV and HCV are variable 
in various parts of Pakistan and abroad. In central 
Punjab, especially in district Faisalabad, a prevalence 

of HBV of 7.3 % was recorded.6 Similarly in central   
Sindh, a prevalence of HBV of 7.3 % was found at 
CMH, Hyderabad.7 In Mardan   NWFP, at the Punjab 
regiment center of army, a frequency of HBV was 3.2 
%.8  In Peru, prevalence of HBV in healthy military 
personnel was 0.33 %.9  Similarly prevalence rate of 
HCV was 4.57 % reported in district Buner NWFP 10, 
in Abbottabad, the prevalence of HCV was 3.12 %.11   
In Khyber College of dentistry, Peshawar the 
prevalence rate of HCV was 1.26 %.12  In Europe the 
prevalence rate of HCV was reported to be 1-6 %. 13  

Both HCV and HBV share same mode of 
transmission, especially transfusion of unscreened 
blood and blood products, use of non-disposable 
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syringes, needles, dental and general surgical 
procedures and operation with unsterilized 
equipments, shaving by barbers with used razors, 
ear/nose piercing and tattooing with unsterilized 
needles, I.V drug abuse and unsafe sexual practices, 
etc. 3,11,13 

About 10 % of the patients with HBV will 
develop CLD, 20 % of which develop cirrhosis of liver 
and 80 % remains as HBsAg carrier and the risk of 
developing HCC is 25-40%. About 70-85 % of patients 
with HCV develop C.L.D, 15-30 % develops cirrhosis 
liver and the risk of HCC is 20-25 %. On the basis of 
prevalence of chronic HBV infection, the world can be 
divided into three zones. These are high, intermediate 
and low, when prevalence rates are >8%, 2-8% and 
<2% respectively.14 Keeping all these in mind, the 
present was aimed to determine the seroprevalence 
of HBV and HCV in the admitted patients of medical 
units in DHQTH Bannu and to compare the results 
with those studies which are done in Pakistan or 
abroad. 

Materials and Methods 

This study was conducted in medical units of 
DHQTH Bannu from January, 2004 till December, 
2008. This hospital is 250 bedded and is affiliated with 
BMC Bannu. It provides health care facilities to the 
patients from a huge catchments area surrounding the 
district Bannu, District Lakki Marwat, FR Bannu, FR 
Lakki Marwat, District karak and NWA. 

A detailed proforma consisting of, name, age, 
sex, address, marital status, self shaving or barber 
shaving, history of jaundice in the past or family, 
Blood transfusions, previous surgery, tattooing, 
ear/nose piercing, vaccination status and relevant 
examinations and investigation was prepared and 
completed from each patient. 
Inclusion Criteria: Patients of both sexes and above 
the age of 15 years who were admitted to the medical 
units of DHQTH Bannu, either from casualty, OPD or 
shifted from other wards and Hospitals in Bannu were 
included in the study. Patients with CLD/cirrhosis liver 
or those already suffering from HBV or HCV were 
excluded from the study. 

A total of 25944 patients comprising both the 
sexes and above the age of 15 years, who were 
admitted in medical units, were screened for HBV & 
HCV by rapid method and confirmed by ELISA 
technique. 
ELISA basic principal methodology: HCV: The 
Human anti-HCV ELISA,  a 3rd generation indirect 
ELISA methodology was used, detecting anti-HCV 
IgG antibodies, which utilizes specific HCV 
recombinant antigens coated on microtitre wells. In 
the first step of methodology, the specimen antibodies 
if present or controls bind to the HCV antigen at the 

solid phase. In the 2nd step, after the incubation, 
unbound specimen components are removed by 
washing. Then, for the second incubation step, anti-
human 1gG HRP conjugate is added, which bind 
specifically to the immobilized human anti-HCV 1gG 
antibodies, and form a sandwich immunocomplex. In 
the 3rd step, after a second washing step to remove 
excess conjugate, TMB/substrate is added. A blue 
color will develops; changing to yellow, after stopping 
the reaction, the intensity of the color is directly 
proportional to the HCV-1gG-antibodies concentration 
in the specimen. The absorbance of control and 
specimen was then determined by using ELISA micro 
plate readers or automated ELISA system. Results for 
patient sample are obtained by comparison with the 
cut-off value. 
COV= (0.25 x Mean Positive Control) + Mean 
Negative Control  
HBSAg: The HBsAg test is based on a direct 
sandwich assay comprising micro wells coated with a 
monoclonal antibody against HBsAg. Test sample 
reacts simultaneously with the immobilized 
monoclonal antibodies and with a polyclonal anti-HBs 
antibody (guinea pig) conjugated with horseradish 
peroxidase. If HBsAg is present in the sample .the 
peroxidase-containing complex is captured on the 
micro well surface. After incubation unbound enzyme 
conjugate is removed by washing .substrate solution 
is added and during further incubation a blue color will 
develop. The intensity of this color, which changes to 
yellow after stopping the reaction with acidic solution, 
is proportional to the amount of HBsAg in the 
specimen. Within certain limits, the optical density at 
450 nm (OD 450) reflects the amount of HBV surface 
antigen in the test specimen. An OD 450 reading less 
than cut-off is considered negative for HBsAg. An 
OD450 reading equal to or greater than the cut-off 
value is considered reactive for HBsAg test. 

The presence or absence of HBsAg was 
determined by comparing the absorbance value of the 
specimen with cut-off value. The cut-off value was 
calculated from the negative control. 
COV = MNC +0.025 

Results 

Out of total number 25944 admitted in medical 
units of DHQTH Bannu, 13953(53.7 %) were males 
and 11991 (46.2 %) were female. Out of total 25944 
patients, screened for HBV & HCV, 1352 were found 
positive either for HBV or HCV, but none of them were 
found positive for both. Out of 1352 positive (+ve) 
patients, 905 (66.93%) were males and 447 (33.07%) 
were female. HBV was present in 502 (1.93%) 
patients, where as HCV was present in 850 (3.27%) 
patients. Maximum age range of the positive cases 
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was 40-55 years. The age and sex wise distribution of 
positive cases is shown in table I.  
 The most important risk factors in our study 
were usage of nonsterilized syringes/injections/IV 
drips at villages, (21.8%). Barber’s assisted shaving at  

villages/bazaars (17.9%), and dental/surgical 
procedures (13.9%) and etc. Frequency of the risk 
factors for HBV and HCV in 1352 positive patients is 
shown in table II.  

Table III shows that 44.5 % of the positive 
cases were farmers, 26.2 % were house wives, 7.9% 
were drivers, 14.5 % were government servants and 
6.7 % constituted miscellaneous group, while figure I 
of our study shows the knowledge/awareness about 
HCV/HBV in the study population.  
  

 
Figure I: Knowledge/ Awareness about HBV & 
HCV 

Discussion 
 
HBV and HCV are highly endemic in Pakistan 

and most of the studies have shown that prevalence 

of HBV and HCV in Pakistan is 4-25 %.15 Ali SA et 
al16, has reported prevalence rate of HBV in the range 
of 2.4 %, and HCV as 3.0 %. This is in contrast with 
the low prevalence in Europe where Rantala M et al 13 
has reported prevalence rate of 0.1-8.0 % for HBV 

and 0.1-6.0% for HCV respectively. 
 In our study the prevalence rate of HBV was 
1.93 %, where as the prevalence rate for HCV was 
3.27 %, which is comparable to other studies.11, 17, 18   
In our study HCV was more prevalent than HBV which 
is also evident from various studies [19-23].  Tariq et al 19 
has reported a very high prevalence rate of HCV in 
Rawalpindi (25.7%), Bhopal et al 20 has reported a 
prevalence of (16.3%) for HCV in surgical patients in 
Lahore, Abbas Hussain SM et al 21 has reported 16.24 
% of prevalence rate of HCV in surgical patients in 
Karachi. Mohammad N 10 has reported prevalence of  

Table I: Age/Sex wise distribution of patients. 
Age-wise 
groups(yrs) 

Male Female Total 
HBV HCV HBV HCV 

15-25 7 11 4 5 27 (0.1%) 
26-35 50 63 24 28       155 (0.5%) 
36-45 88 150 35 73 346 (1.3%) 
46-55 120 203 47 105 475 (1.8%) 
56-65 81 130 39 81 331 (1.2%) 
More than 65 5 7 2 4 18 (0.07%) 
Total 351 (69.9%) 554 (65.1%) 151 (30.1%) 296 (34.9%) 1352 (5.2%) 

Table II: Frequency of risk factors for HBV/HCV in 
1352 positive patients 
S.No Risk factors 

involved 
Number of 
patients 

Percentage 

1 Use of 
unsterilized 
injections 

295 21.8 % 

2 Shaving assisted 
by barbers 

243 17.9% 

3 Dental/Surgical 
procedures 

189 13.9% 

4 Ear/nose piercing 
female only 

158 11.8% 

5 Previous surgery 142 10.6% 

6 Previous blood 
transfusion 

115 8.5% 

7 H/O of visit 
abroad 

40 3.0% 

8 Tattooing 34 2.5% 

9 Miscellaneous 
group 

136 10.0% 

Total 1352 100.0 

Table: III Literacy/ occupation wise 
distribution of 1352 pts 
S.No Occupation/ 

Education 
Number of 
patients 

Percentage 

5 Farmers 602 44.53% 

6 House Wife 355 26.26 % 

7 Government 
Servant 

197 14.57% 

8 Drivers 107 7.91% 

9 Miscellaneous 91 6.73% 

Total 1352 100.0 
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HCV as 4.57% in district Buner NWFP, Larsen C et al 
22 has reported HCV prevalence rate of 17% in HIV 
infected population of France. Loebestein R et al 23 
has reported HCV prevalence rate of 35.7 % in IV 
drug abusers in Israel.  
 There was male (66.93%) preponderance in 
our study, the same has been supported by Nasir 
Khokher et al 24 who have reported prevalence rate of 
HBV & HCV as 94 % males and 6% females in 47538 
patients in Islamabad. Chacaltana et al 9 has reported 
prevalence of HCV in 93.2% of males and 6.8 % of 
females in 3343 military personnel in Peru.  In our 
study HBV and HCV was more common in the age of 
40 - 55 years which is also an agreement of the study 
of Nasir Khokher et al 24 who has reported that HBV 
was more prevalent at the age of 40.5 years and HCV 
was more prevalent at 44 years.  loebstein et al 23   
has also reported that HBV and HCV was more 
common in their patients at the age of above 40 
years.  

The major risk factors identified in our patients 
were usage of non disposable syringes/needles, IV 
drips by untrained people at villages (21.8%), shaving 
by barbers at villages and bazaars (17.9%), dental 
procedures/surgery (13.9%), ear/nose piercing in 
females with non sterilized needles (11.7%), previous 
surgery(10.5%) and blood transfusion(8.5%). Our 
results are supported by other studies.13, 15, 26, 27 In 
about 10% of our patients (miscellaneous group), no 
risk factors could be identified which may be due to 
sexual transmission or visit abroad, which they were 
hiding from us. Other studies 24, 28, 29 have shown high 
prevalence rates of HBV and HCV in these groups. 
 Regarding the lack of knowledge in our 
patients about HBV and HCV, we can say that our 
patients were mostly from villages belonging to low 
socioeconomic group with high rate of illiteracy (72%) 
and have no proper knowledge about HBV and HCV. 
Most of the patients said that HBV is “Black Jaundice” 
HCV is “White Jaundice” where as all other types of 
hepatitis/Jaundice are “Yellow Jaundice”, but they 
didn’t had any proper idea of what HBV or HCV is.  

 Our patients were exposed to all sorts of risk 
factors for HBV and HCV. Barbers at villages are 
using non sterilized razors repeatedly for shaving and 
non sterilized scissors for circumcision. Dispensers, 
Nurses, Dai and even teachers are injecting patients 
with un-sterilized syringes and needles. Deliveries/ 
abortions/D & C etc are conducted by untrained dais 
at villages. Dental procedures, extractions and even 
minor surgery are performed by untrained people with 
nonsterilized instruments. Ear/nose piercing and 
tattooing are done with nonsterilized needles   and the 
same needles are used for so many people 
repeatedly. Even in the bazaars of our set up, the 
barbers do not care for use of disposable razors or 

scissors. Dental procedures/extraction and even 
general surgical operations are performed by 
untrained health staff in spite of the availability of 
specialist surgeons at bazaars. 

Keeping in view the high endemicity of HBV 
and HCV in Pakistan, the golden principle of 
“prevention is better than cure`` should be followed. 
The most important goal to be achieved in our 
backward set up is to increase the literacy rate so that 
awareness of people about HBV and HCV can be 
enhanced. Both print and electronic media and even 
Imam Masjid of the villages can play a vital role in the 
awareness of the people. 

Conclusion 
HCV is more prevalent than HBV in our setup 

and needs to be properly addressed. The usage of 
unsterilized needles/ shaving at barber shops, dental 
procedures and surgery by unsterilized instruments 
were the major risk factors. Since both HBV and HCV 
are very common health problems so all the possible 
measures should be explored to prevent the 
transmission and sequele of these two common viral 
infections. 
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