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Abstract-Objective: This study aimed to determine the 

prevalence of HBsAg antigenaemia among patients in 

Abeokuta, Nigeria.Methods: Two hundred blood donors 

volunteered attendees of University Health Services Clinic at 

the University of Agriculture, Abeokuta, Ogun State, South 

Western Nigeria were recruited for this study. Samples of 

blood were collected, stored and processed using standard 

laboratory procedures. Additional information was obtained 

using a proforma specially designed for this purpose. All 

subjects were screened for HBsAg using a third generation 

enzyme linked immunosorbent assay method. Results: The 

results showed that the male:female ratio was 1:1. The age of 

subjects ranged from 15 to 60 years (mean age = 34.7 years). A 

total of 8 (4.0%) subjects were positive for HBsAg. Higher rate 

of HBsAg infection was observed in females 8.8% (n=6) than in 

their male counterparts, 3.1% (n=2). However, the 

seroprevalence of HBsAg was gender-dependent (P<0.05). 

HBsAg infections were only found in ages 15 to 29 years of age 

and none in ages 30 years and above. However, seroprevalence 

of HBsAg was also age-dependent (P<0.03). Although, males 

and females differ significantly in HBsAg seropositivity more 

infections were found in patients from single marital status, 

formal educational status, and student occupational group (p < 

0.05). The major routes of HBV transmission in this population 

were tribal marks/circumcision/tattoo/scarification and history 

of blood/blood products transfusions.Conclusion and 

application of findings: The study has revealed the presence of 

HBsAg in sexually active group (ages 15 to 29 years of age) 

among patients in Abeokuta Southwestern Nigeria and the 

4.1% infection rate of HBsAg can be considered as moderately 

high, thus emphasizes the importance of routine screening of 

blood for these viruses in order to prevent their transmission 

among general population. The need for intensive health 

education to encourage abstinence among sexually active group 

is emphasized. 
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I. INTRODUCTION 

epatitis B virus (HBV) has been described as major 
public health, occurring endemically, in all areas of the 

world (Maddrey et al., 2000). HBV account for a substantial 
portion of liver diseases worldwide and infected individuals 
can remain asymptomatic for decades. However, more than 
80% of them become chronic carriers which result in an 
increased risk of liver cirrhosis, liver cancer and liver failure 
20 - 30 years later (Volf et al., 2008). However, HCC might 
be prevented by early detection and therapy (Xuan et al., 
2007). Serological markers for HBV are screened in blood 
banks and antennal clinics routinely. These tests are 
obligatory for transfusion safety and may give an idea about 
the seropositivity rates of a specific region (Afsar et al., 
2010). The evaluation of the data of the prevalence of the 
HBsAg among patients gives an idea for the 
epidemiology of these infections in the community 
(Bhattacharya et al., 2007; Afsar et al., 2010). HBV are blood 
borne pathogens that can be transmitted through blood 
transfusion and could pose a huge problem in areas where 
mechanisms of ensuring blood safety are suspect (Umolu et 

al., 2005). HBV also shares similar routes of transmission 
with HIV (Willey et al., 2008), namely through blood and 
blood products, intravenous drug abuse, unsafe injections 
and sexual activity, shared needle, other body fluids such as 
semen, virginal fluid and breast milk; intravenous drug 
abuse, from mother to child, needle stick injury, ear 
piercing, tattooing and other tribal ceremonies 
(scarification), barbers razors etc. (Nacos et al., 
2000;Otegbayo et al., 2003; Umolu et al., 2005; Agbede et 
al., 2007; Cavalliero et al., 2008; Chen et al., 2009; Pennap 
et al., 2010). The viral hepatitides: HBV and HCV 
infections are known to occur in the general population, and 
due to their mode of transmission through blood and blood 
products, it has made the provision of safe blood difficult, 
and the screening of blood absolutely necessary (Olokoba et 

al., 2009). Infection may also spread by formites, sharing of 
tooth brush, abrasion, and sexual contact (hetero- or 
homosexual) with infected persons (Ugwuja and Ugwu, 2010). 
Detection of hepatitis B surface antigen (HBsAg) in blood is 
diagnostic for infection with HBV and in the blood banks 
screening for HBsAg is carried out routinely to detect HBV 
infection (Bhattacharya et al., 2007). HBV infection with its 
associated sequelae is a disease of major public health 
importance worldwide. Globally, it is estimated that about 
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320 – 350 million individuals are chronic carriers of HBV 
and about 1.5 million people die annually from HBV-related 
causes (Alao et al., 2009). About one half of acute HBV 
infections in adults are symptomatic. About 1% of cases 
result in acute liver failure and death (CDC, 2008). HBV is 
found in highest concentrations in the blood, and lower 
concentrations in saliva, semen, vaginal secretions, and 
wound exudates. HBV can remain viable for >7 days on 
environmental surfaces at room temperature (CDC, 2008). 
The average incubation period is 90 days from time of 
exposure to onset of symptoms, but may vary from 6 weeks 
to 6 months (Mast et al., 2005; CDC, 2006; ACOG, 2007; 
CDC, 2008). Sexual transmission accounts for most adult 
HBV infections in the United States (CDC, 2006). 
Approximately 25% of the regular sexual contacts of 
infected individuals will themselves become seropositive 
(ACOG, 2007). About 10-20% of women seropositive for 
HBsAg transmit the virus to their neonates in the absence of 
immunoprophylaxis (CDC, 2008). In women who are 
seropositive for both HBsAg and HBeAg vertical 
transmission is approximately 90% (ACOG, 2007). In 
Africa, hepatitis B virus infection is the most common cause 
of liver disease which is the third most common cause of 
death in medical wards with 15-60% seropositivity for 
HBsAg in normal population (Bojuwoye, 1997; Ugwuja and 
Ugwu, 2010). Nigeria is a holoendemic area for HBV with 
carrier rate of 15-37% (Bojuwoye, 1997) and an estimated 
12% of the total population being chronic carriers of HBsAg 
(Alao et al., 2009; Ugwuja and Ugwu, 2010). According to a 
recent study (Mustapha et al., 2007) HBV prevalence of 
67% was found among hepatocellular carcinoma patients in 
north eastern Nigeria (Ugwuja and Ugwu, 2010). HBV 
infection occurs frequently in Nigeria (Alao et al., 2009). 
Studies from difference parts of Nigeria have reported 
varying prevalence rates among selected groups (Imoru et 
al., 2003; Ejele and Ojule, 2004; Alao et al., 2009). Most 
people infected by these viruses have no symptoms and do 
not know that they carry the virus, but all who are infected 
can transmit the virus to others (Nelson et al., 2000). This is 
further compounded in cases of donors, in that after testing 
positive to the viruses, counselling is withheld as it is 
thought that it may frustrate donors and lower the blood 
pool. The effect of this action is that, those uncounselled 
seropositive donors are innocently infecting the society 
(Umolu et al., 2005). Indeed, HIV, HBV and HCV are 
devastating disease agents that share common modes of 
transmission, HIV positive individuals are also at risk of co-
infection with HBV and HCV infections (Olaniyan, 2010).  
The prevalence of HBV infection, according to the 
geographical area, may be high (8%), intermediate (2%-7%) 
or low (<2%) (Maddrey, 2000). In Abeokuta, Ogun State, 
Nigeria, there is dearth of literature on prevalence of HBsAg 
antigenaemia and associated risk factors to the best of our 
knowledge. The objectives of this study therefore were to 
determine the prevalence of HBsAg antigenaemia in blood 
of patients attending one of the most utilized health facilities 
in Abeokuta, the capital of Ogun State; and to study the 
association of some of the patients‘ variables with the 

prevalence of HBsAg in order to generate baseline 
information 

II. MATERIAL AND METHODS 

1) Study area: 
This study was carried out among patients attending the 
Department of Health Services, University of Agriculture, 
Abeokuta, South-western, Nigeria. 
The University of Agriculture, Abeokuta with the 
acronym UNAAB is one of the three Universities of 
Agriculture in Nigeria, the other being in Makurdi (Benue 
State) and Umudike (Abia State). It was established in 
January 1988. The University started at its mini-campus in 
Isale-Igbein right in the heart of Abeokuta, the Capital 
of Ogun State located in the forest zone of Southwestern 
Nigeria, which borders Lagos State to the South, 
Oyo and Osun states to the North, Ondo State to the east and 
the republic of Benin to the west. The University moved in 
December 1997 to its permanent site, a 10,000-hectare 
Campus which is located next to the Ogun-Oshun River 
Basin Development Authority on the Abeokuta-Ibadan road 
in the North Eastern end of the city, 15 km from Abeokuta 
City Centre.  

2) Study population: 
A total of two hundred blood donors (169 males and 31 
females) of different ages and socioeconomic status 
attending special treatment clinic at University College 
Hospital, Ibadan, were enrolled in this study. The study was 
conducted from April to July, 2010 by recruiting 
consecutive consenting patients presenting at STC, UCH, 
Ibadan, Oyo State, Southwestern Nigeria until a total of 200 
participants was attained. Other relevant information of all 
participants was obtained using a proforma specially 
designed for this purpose. The study was approved by the 
ethical review committee of the hospital. All work was 
performed according to the International Guidelines for 
Human Experimentation in Clinical Research. The study 
was conducted between April 2010 and July 2010. 
Following informed consent, the participating students; 
apparently healthy without jaundice were interviewed to 
obtain information on their socio-demographic data such as 
age, sex, history of blood or blood products transfusion, 
jaundice, injection from unqualified medical personnel and 
parents‘ living accommodation, educational level, and 
occupation etc. 

3) Screening for HBsAg antigenaemia: 
Venous blood (3.0 ml) was obtained from participants 
aseptically into plain bottles and allowed to clot and retract 
after which serum was isolated by centrifugation at 2000g 
for five minutes. Serum HBsAg were determined by using a 
third generation enzyme linked immunosorbent assay 
method. 

4) Data analysis: 
The data was subjected to statistical analysis (the χ2-test, 
with the level of significance set at p < 0.05) using 
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statistical package for social sciences (SPSS) to determine 
any significant relationship between infection rate, age and 
gender.  

III. RESULTS 

A total of 200 blood samples from asymptomatic subjects 
were collected between March, 2010 and July, 2010; of 
which 8 representing 4.0% were positive for HBsAg 
antigenaemia (Table 1). The ages of the subjects ranged 15-
60 years (mean = 15 ± 2.3 years). Table 1 shows the 
prevalence of asymptomatic subjects in relation to the risk 
factors. The age-specific infection rate showed that only 
subjects in ages 15 – 29 years were positive for HBsAg 
antigenaemia (5.0%) as shown in Table 1. None of the 
subjects in ages 30 years and above were positive for 
HBsAg antigenaemia. Statistical analysis by chi-square 
however showed significant difference in the distribution of 
infections with respect to age (P<0.05). There is significant 
association (P<0.05) between the age groups of the patients 
and HBsAg seropositivity (Table 1).The gender-specific 
infection rate showed that females had higher infection rate 

of 6 (5.8%) for HBsAg seropositivity than their male 
counterparts 2(2.0%) as shown in Table 1. Statistically, 
there was significant difference in the distribution of HBsAg 
seropositivity and gender (P<0.05). Thus, there is significant 
association (P<0.05) between gender of the patients and the 
HBsAg antigenaemia.Table 1 shows also prevalence in 
concordance with marital and educational and occupations. 
It shows that singles had higher prevalence of HBsAg 
infection (P<0.05). Hepatitis B surface antigen (HBsAg) 
was detected among students comprising 8(4.1%). Non 
formal educated subjects had less prevalence of HBV 
infection. This rate was highest among students as compared 
to other occupations (non-students). The rate of HBsAg 
infection was also highest in students (P<0.05). The major 
route of HBV transmission in this population were tribal 
marks/scarification/circumcision (8.0%) and blood 
transfusion (7.3%) as shown in Table 1. None of the 
subjects had HBV vaccination and informal education. No 
HBsAg was detected in subjects with married status and 
non-students‘ occupation (Table 1). The risk of infection in 
singles was significantly higher than in married cases.

Table 1: Risk factors for asymptomatic HBsAg antibodies among patients of Abeokuta, Southwestern Nigeria 

Risk factors No. Tested (%)  No. Positive 
for HBsAg (%) 

Age Group (years)   

15- 29 159 (79.5) 08 (05.0) 

30 and above 041 (20.5) 00 (00.0) 

Sex    

Males  98 (49.0) 02 (02.0) 

Females  104 (52.0) 06 (05.8) 

Marital status   

Single  145 (72.5) 08 (05.5) 

Married  55 (27.5) 00 (00.0) 

Education      

Formal   200 (100.0) 08 (04.0) 

Non formal  000 (000.0) 00 (00.0) 

Occupation    

Students  193 (96.5) 08 (04.1) 

Non Students  

(non-academic and academic staff) 

 007 (03.5) 00 (00.0) 

History of blood transfusion   

Yes 55 (27.5) 04 (07.3) 

No  145 (72.5) 04 (02.8) 

Tattoo/incision/tribal marks   

Yes  25 (12.5) 02 (08.0) 

No  175 (87.5) 06 (03.4) 

History of HBV vaccination    

Yes  000 (00.0) 00 (00.0) 

No  200 (100.0) 08 (04.0) 

Total 200(100.0) 08 (04.0) 
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IV. DISCUSSION 

In this study, two hundred consenting patients were 
recruited and examined for presence of markers of HBV 
infections. From this study, the age range of blood donors 
was 15 to 60 years with a mean of 22.7 years. The 
prevalence of HBV varies between 2% in developed 
countries where the prevalence is low to about 8% in 
developing countries where infection is endemic with sex, 
age and socio-economic status as important risk factors for 
infection (Odusanya et al., 2005; Alikor and Erhabor, 2007). 
Over the period under study, the seroprevalence rate of this 
viral infection among the subjects was 4.0% for HBsAg. 
This is contrary to previous results reported in different parts 
of Nigeria (Ejele and Ojule, 2004; Kagu et al., 2005; Muktar 
et al., 2005; Egah et al., 2007; Lawal et al., 2009; Fasola et 

al., 2009; Alao et al., 2009). Prevalence rates of HBsAg 
among different subjects in Nigeria differ significantly at 
inter-states level and with age. From this study, the 
prevalence of hepatitis B virus (HBV) infection among 
patients of Abeokuta, South Western Nigeria is 4.0%. This 
value is lower than 7.6% prevalent rate reported in Nnewi, 
Nigeria (Chukwuka et al., 2004) and 7.0% among Taiwan 
adolescents (Ni et al., 2001). HBV prevalence of 4.0% is 
also lower than 12.4% reported by Alikor and Erhabor 
(2007) in children attending tertiary health institution in 
Niger Delta of Nigeria. In contrast it was less than the 
21.3% recorded in Ibadan (Otegbayo et al., 2003); 23.9 and 
15.1% in two studies in Jos (Uneke et al., 2005; Egah et al., 
2007); and 17.1% among sex workers in Nasarawa state 
(Nneka, 2007). There was also a report of 18.2 and 7.3% 
among pregnant women in Zaria (Luka et al., 2008) and 
Kano (Dawaki and Kawo, 2006) respectively. 
This figure 4.0% reported for HBsAg in this study is also 
lower than the 20.0% found by Alao et al. (2009) in Otukpo, 
an urban area of Benue State; the 18.6% reported by Buseri 
et al. (2009) in Osogbo, Nigeria; the 14.5% overall HBsAg 
seroprevalence reported by Lawal et al. (2009) in Ibadan; 
the 13.6% reported by Opaneye et al. (2005) among truck 
drivers in Sagamu, Ogun State, Nigeria; the 13.5% reported 
by Opaleye et al. (2010) in Osogbo, Osun State, Nigeria; the 
13.2% found by Fasola et al (2009) in Ibadan, South-
western, Nigeria; the 13.2% reported for HBsAg by Pennap 
et al. (2010) in Keffi, Nassarawa State, Nigeria;  the 11.0% 
reported by Sule et al. (2010) in Anyigba, Kogi State; the 
10.6% by Esumeh et al (2003) in South-south, Nigeria; the 
9.5% reported by Mabayoje et al. (2010) in Osogbo, Osun 
State, Nigeria; the 9.7%; the 5.4% reported by Umolu et al. 
(2005) in Benin City, Nigeria; the 9.3% reported by 
Ezegbudo et al. (2004) in Awka, Anambra State; and the 
4.6% reported by Obi et al. (2006) among pregnant women 
in Nigeria. It is also higher than the 2.4% found Olokoba et 

al. (2009) in Yola, Nigeria; the 1.57% found by Ejele and 
Ojule (2004) in Port Harcourt; 1.2% found by Kagu et al 
(2005) in North-eastern, Nigeria; the 1.1% found by Ejele et 

al (2005) in the Niger Delta region of Nigeria; and the 0.0% 
seroprevalence rate reported by Sule et al. (2007) in another 
study in Anyigba, Kogi State. However, our figure reported 

for HBsAg in this study is comparable with the 4.2% found 
by Muktar et al. (2005) in Zaria, Northern Nigeria and the 
4.1% reported by Ugwuja and Ugwu (2010) in Abakaliki, 
South Eastern Nigeria. Our figure 4.0% reported for HBsAg 
is also comparable to what was reported elsewhere outside 
Nigeria. This figure 4.0% is lower than the 10.0% found by 
Elfaki et al (2008) in Sudanese blood donors; the 9.7% 
reported by Gholamreza et al. (2007) in North Eastern part 
of Iran; the 8.8% and 8.7% reported for HBsAg by Matee 
(2006) at MNH in Dar es Salaam; and the 8.3% by Muktar 
et al (2005) in Tanzanian donors. It is comparable to the 
4.0% reported by Abdalla et al (2005) in Kenya and higher 
than the 2.2% found by Bhatti el al (2007) in Pakistan; the 
1.96% reported by Chandra et al. (2009) in India; and the 
0.64% seroprevalence of HBV (HBsAg) reported in 
Kathmandu, Nepal (Shrestha et al., 2009). In the U.S., 
HBsAg positivity was reported in 5.8% of the Asians, 1.0% 
in non-Hispanic blacks, 0.6% of non-Hispanic whites and 
0.1% of Hispanics (Euler et al., 2003). HBsAg was found in 
1.7% of pregnant women in Brazil (Bertolini et al., 2006). In 
Africa, HBsAg was positive in 5.6% of pregnant women of 
Sudan (Elsheikh et al., 2007). In another study, the 
seroprevalence of HBsAg among the pregnant women in the 
countries of the Persian Gulf territory revealed a rate 7.1% 
in Oman, 1.0% in Qatar and 1.5% in UAE (Al Awaidy et al., 
2006). In France, HBsAg was positive in 0.29% of the 
pregnant women of French origin, 7.15% of Southeast Asian 
origin, and 6.52% for Sub Saharan African origin (Denis et 
al., 2004). In a study conducted in six regions of Italy, 
HBsAg was positive in 1.1% of pregnant women born in 
Italy, but it was 5.9% among immigrants (Stroffolini et al., 
2003). Other studies revealed an HBsAg seroprevalence rate 
of 3.87% for Greece (Panagopoulos et al., 2004). HBsAg 
was positive in 3.2%-4.33% of pregnant women in Ankara, 
Turkey (Yucel et al., 2001); in 3.5% in Mersin (Borekci  and 
Otag, 2004) from southern Turkey; in 12.3% in Diyarbakir, 
Turkey (Turhanoglu and Arikan, 2001) from Southeastern 
Anatolia, Turkey.In this study, an infection rate of 4.1% 
(n=8) was detected for HBsAg infection among students. 
The findings of this study which showed that the prevalence 
of HBsAg in this group of students is lower or somewhat 
similar to those carried out in similar populations in 
previous studies in Nigeria (Mabayoje et al., 2005). This 
differs greatly from the findings of this present study in 
which HBsAg was only detected in young adults aged 15-29 
years. The implication of high prevalence of asymptomatic 
HBV infection among these adolescents is that they may 
become chronic carriers of the virus, thus acting as 
reservoirs for subsequent transmission. Also the age of 
acquiring infection is the major determinant of the incidence 
and prevalence rates (Ezegbudo et al., 2004). Again 
serological evidence of previous HBV infections varies 
depending on age and socioeconomic class (Alikor and 
Erhabor, 2007). This study reported the prevalence rates of 
4.1% for that of HBsAg in the student population and in 
young adults aged 15-29 years. This is justified by reports 
from earlier researchers that among sexually transmitted and 
blood borne infections, high risk individuals have a higher 
probability of getting infected with HBV due to its low 
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infectious dose (Chang, 2007; Uneke et al., 2005) and this 
age group encompasses individuals at the age of greatest 
sexual activities thus supporting the role of sexual 
transmission of the virus (Dawaki and Kawo 2006). In all 
epidemiological studies, age has always proved to be the 
most important factor. The age of acquiring infection is the 
major determinant of the incidence and prevalence rates. In 
this study, the differences in prevalence of HBsAg in 
various age groups indicate that this factor plays an 
important role in the prevalence rates. This is because of the 
high sexual activity within these age brackets (15-29 years 
of age). This collaborates with previous studies by various 
authors. Ezegbudo et al. (2004) also reported that significant 
infection rates for HIV, HBV and HIV/HBV co-infection 
were associated with age groups (16-20 years and 21-30 
years), marital status and occupation of the subjects and 
inversely associated with increase in educational status. This 
is somewhat similar to the findings of our study. In line with 
the assertions of Mabayoje et al. (2010), this strongly 
suggests that the viral burden amongst this population of 
students is similar and that probably similar factors 
(demographic) are responsible for maintaining this level of 
viral load. Further studies would be needed to elucidate the 
reasons why this is the case. Also it would be necessary to 
reemphasize the methods of prevention of transmission of 
these viruses, and to ensure their implementation in order to 
reduce the viral levels and therefore avoid the long term 
sequalae (Mabayoje et al., 2010). The statistically 
significant difference in HBsAg seroprevalence between 
males and females in the present study suggests that they 
were not equally exposed to either HBV or HCV in 
disagreement with earlier findings (Agbede et al., 2007; 
Lawal et al., 2009; Fasola et al., 2009; Sule et al., 2010; 
Opaleye et al., 2010; Mabayoje et al., 2010) but however 
collaborates with the findings of other authors elsewhere 
(WHO, 1996; Odusanya et al., 2005). There was no obvious 
explanation for the difference in gender as a risk factor for 
this viral infection although Bwogi et al. (2009) reported a 
lower prevalence of HBV in men than in female and 
suggested the interplay of circumcision as protective. In line 
with Pennap et al. (2010), this was not the case in this study 
even though it was in an area that male circumcision is 
mandatory. However, the male volunteers were few than 
females. The centre for disease control reported that at least 
38% of women infected are through heterosexual contact 
with HIV positive partner (CDC, 2002). Since HBV has 
similar routes of transmission and risk factors as HIV, 
increased prevalence of HIV will translate to increase in 
HBV prevalence (Ezegbudo et al., 2004). Many of these 
females may have been involved in illicit and unprotected 
sex with men, who entice them with money. 
From the findings of this study, the major route of HBV 
transmission in this population were tribal 
marks/scarification/circumcision (8.0%) and blood 
transfusion (7.3%). This observation is consistent with 
previous studies. Considering the risk factors associated 
with HBV infection, tribal marks/circumcision/scarification 
(8.0%), and transfusion of blood/blood products (7.3%) 

were the major routes of HBV transmission in this 
population. This finding is in agreement with several 
epidemiological studies (Maddawa et al., 2002; Otegbayo et 
al., 2003; Agbede et al., 2007; Sahajian et al., 2007) which 
have consistently demonstrated that unsafe injection from 
unqualified medical personnel using HBV contaminated 
needle and syringe, transfusion of blood and blood products 
and socio-cultural practices such as tribal marks, 
circumcision and scarification were important routes of 
HBV transmission. Unlike reports by Pennap et al. (2010), 
this study was able to demonstrate the contribution of 
traditional practices like body/facial marks as a statistically 
significant risk factor in the transmission of these viruses. In 
our environment, patronage of chemist/medicine shops 
manned by unqualified medical personnel is common and 
re-use of HBV contaminated needles and syringes may have 
accounted for the higher transmission rate through this 
route. In relation to marital status, carriage rates for HBV 
were highest among the single group. This is consistent with 
a report from Jos, Plateau State, Nigeria (Sirisena et al., 
2002) and Awka, Anambra State (Ezegbudo et al., 2004). 
The high prevalence in these groups in comparison with the 
married may be due to the fact that they are single 
(unmarried/unattached) and thus free to indulge in more 
sexual activity. However, no HBsAg was detected in 
subjects with married status and non-students‘ occupation. 
Another important factor in the study was the level of 
education. The prevalence of HBV was directly associated 
with increased educational status. Thus, the more educated 
(formal educated) subjects had the highest prevalence rates 
faulting the influence of education and public 
enlightenment/awareness on the carrier rates of this 
infection. This deviate from what was reported by Ezegbudo 
et al. (2004). The main goal of determining those 
occupational groups at high risk is to take measures to 
prevent infections in these groups. The prevalence rate was 
highest among the student than non-students (academic and 
nonacademic staff). This collaborates the finding that, even 
though Nigerian students studied were knowledgeable about 
contraction routes for HIV/AIDS they were not deterred 
from engaging in unprotected sexual intercourse (Harding et 
al., 1999; Ezegbudo et al., 2004). This however, mandates 
for emphasis on education in this group. Furthermore, the 
risk of infection in singles, students and those with formal 
education status was significantly higher than in married and 
nonformal education cases. The major route of spread of 
HIV in Africa is believed by some workers to be through 
injections rather than through sexual activities (Gisselquist 
et al., 2003, 2004). The high prevalence of HBV infection in 
this population lends a strong support to the theory that an 
important route of transmission of hepatitis B virus and 
HCV is through injections, scarifications etc. rather than 
sexual only.In addition, we observed here that the other 
variables – marital status, occupation, educational status, 
history of vaccination also appeared not associated with 
prevalence of HBsAg among the studied group. However, it 
has been reported that immunization with hepatitis B 
immunoglobulin G (HBIG) and vaccine, starting at birth, 
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reduces the risk of transmission to less than 10% among 
infants who have HBsAg/HBeAg positive mothers (Tosun et 
al., 2002). HBIG has high levels of antibody to HBsAg; it is 
immediately effective, and seems to be protective for several 
months (Lee et al., 2006). Although there seems to be a 
decline in the practice of female genital cutting, as a result 
of the nationwide public enlightenment, there exist some 
socio-cultural practices such as tattooing, scarification and 
male circumcision which can expose individuals to HBV 
infection (Opaneye et al., 2005). Transfusion of blood/blood 
products is a very significant route of HBV transmission in 
the present study and calls for the strengthening of the 
national policy on blood transfusion with the view of 
curtailing transmission through this route (Opaneye et al., 
2005). The use of traditional medicines alone or in 
conjunction with western medicines for various diseases is 
widespread in Nigeria and this has been previously reported 
(Opaneye et al., 2005; Osinubi and Amaghionyeodiwe, 
2005). Some of these medicines involve body scarifications 
with razor blades and needles. Unfortunately, many of these 
instruments have been re-used without adequate sterilization 
procedures (Opaneye et al., 2005). These practices 
encourage the spread of blood borne viruses like HBV. 
Whatever the route of transmission, there is plenty of room 
for health education and health promotion. Health seeking 
behaviour is to be encouraged and practices injurious to 
health should be discouraged.Although much is known 
about the epidemiology of HBV in Nigeria, limited 
investigation has been carried out on HBV infection. Studies 
carried out by various authors have shown that HBV and 
HCV infections are highly prevalent among Nigerians 
(Jombo et al., 2006; Mabayoje et al., 2010). Thus the higher 
prevalence recorded in these earlier studies were not 
unexpected as it has been shown that HBV are contracted in 
early childhood. One shortcoming observed in this study is 
the somewhat smaller sample size; future study with larger 
sample size might reveal different observations. The 
differences in prevalence in these studies could be attributed 
to differences in patient selection. Also, the wide differences 
in the HBV infection rate among the general population in 
the different regions within Nigeria, and even outside 
Nigeria may be due to the differences in geographical 
locations, age range of patients, sample sizes, the period of 
time the studies were carried out, and the different socio-
cultural practices such as sexual behaviour, marriage 
practices, circumcision, scarification, tattooing etc which 
take place in these regions (Olokoba et al. 2009). Access to 
healthcare, immunization practices, and the laboratory test 
reagents used may also be contributory factors (Olokoba et 

al. 2009). This study also highlights that significant 
proportion of these patients has no identifiable mode of 
acquiring HBV. This suggests that they may have contracted 
the virus from their mother, family members or peer groups. 
It has been shown that children can acquire HBV during 
delivery or post-partum through breast feeding or from 
chronic carrier mothers (Agbede et al., 2007) and through 
contact among siblings or children of poorer and larger 
families (Toukan et al., 1990). Also, a history of contact 
with jaundiced person has been identified as independent 

risk factor for HBsAg seropositive status. Inability to 
identify risk factors for viral acquisition among higher 
proportion of HBsAg seropositive patients in the present 
study population may be partly attributable to lack of 
accurate reporting by the participants as majority may not 
have given accurate information of past contacts. In 
conclusion, the results of this study have highlighted the fact 
that HBsAg infection is common in Abeokuta, an urban area 
of Ogun State. These viruses remain the greatest public 
health problem as of today. The high rate of infection 
noticed in students and single patients may not be 
unconnected with lack of awareness, since most of the 
patients in this part of the world are actually those from low 
socio-economic class where the campaign against these 
dreaded diseases are limited. And it has earlier been 
reported that sex remains a major transmitter of both viruses 
in this part of the world (Umolu et al., 2005). Although 
blood transfusion is not thought as a significant mode of 
transmission, blood transfusion where mechanisms of 
ensuring blood surety are suspected, HBV is prevalent in the 
community, and where many transfusions are conducted 
(sometimes needlessly), the problem can be high. 
Asymptomatic HBV infection among young adults and most 
sexually active age groups (15-29 years of age) without 
proper identifiable risk factors or mode of acquisition calls 
for general surveillance, mass immunization, and public 
health education to curtail the spread of the virus and its 
sequalae (Ugwuja and Ugwu, 2010). This study showed that 
the prevalence of HBsAg is generally comparable to results 
obtained from similar studies carried out elsewhere. From 
this it can also be concluded that among this population, the 
viral burden is similar because there are probably similar 
factors operating demographically, assisting in the 
maintenance of this viral load. In accordance with the 
assertions of Ezegbudo et al. (2004), it is appropriate to 
recommend creation of HBV clinics in all government 
hospitals/health centers to serve for enlightenment of our 
communities as well as enhanced and intensive screening 
centers for these infections. Mass immunization program for 
HBV for the entire population is also very necessary, since it 
is cost-effective with respect to medical cost alone. It is very 
important, especially for health providers and policy makers, 
to recognize the risk factors of HBV infection and its co-
infection with HCV in this area and design effective 
preventive programs. 

V. REFERENCES 

1) Abdalla F, Mwanda OW, Rana F. 2005. 
Comparing walk-in and call-responsive donors 
in a national and a private hospital in Nairobi. 
East African Medical Journal, 82(10):532-536. 

2) Afsar I, Gungor S, Sener AG, Yurtsever SG. 
2010. The prevalence of HBV, HCV and HIV 
infections among blood donors in Izmir, 
Turkey. Indian Journal of Medical 

Microbiology 26(3): 288-289 
3) Agbede OO, Iseniyi JO, Kolawole MO and 

Ojuawo A. Risk factors and seroprevalence of 



P a g e  |46    Vol.10 Issue2 (Ver  1.0) October 2010  Global Journal of Medical  Research  

hepatitis B surface antigenaemia in mothers 
and their pre-school age children in Ilorin, 
Nigeria. Therapy 2007; 4(1): 67-72. 

4) Alao O, Okwori E, Egwu C, Audu F. 2009. 
Seroprevalence of Hepatitis B Surface Antigen 
Among Prospective Blood Donors In An Urb-
an Area Of Benue State. The Internet Journal 
of Hematology; 5(2) 

5) Al Awaidy S, Abu-Elyazeed R, Al Hosani H, 
et al. 2006. Sero-epidemiology of hepatitis B 
infection in pregnant women in Oman, Qatar 
and the United Arab Emirates. J Infection; 
52(3):202-206. 

6) Alikor EA and Erhabor ON. 2007. Seropreval-
ence of hepatitis B surface antigenaemia in chil-
dren in a tertiary health institution in the Niger 
delta of Nigeria. Niger J Med; 16(3): 250-251. 

7) American College of Obstetricians and Gyneco-
logists (ACOG). 2007. ACOG Practice Bullet-
in No. 86: Viral hepatitis in pregnancy. Obstet 
Gynecol., 110(4):941-56. 

8) Bertolini DA, Pinho JR, Saraceni CP, Moreira 
RC, Granato CF, Carrilho FJ. 2006. Preval-
ence of serological markers of hepatitis B virus 
in pregnant women from Parana State, Brazil. 
Braz J Med Biol Res.; 39(8):1083-1090. 

9) Bhattacharya P, Chandra PK, Data S, 
Banerjee A, Chakraborty S, Rajendran K, Basu 
SK, Bhattacharya SK, Chakravarty R. 2007. Sig-
nificant increase in HBV, HCV, HIV and syph-
ilis infections among blood donors in West 
Bengal, Eastern India 2004-2005:  Explorat-
ory screening reveals high frequency of occult 
HBV infection. World Journal of Gastroenter-

ology; 13(27):3730-3733 
10) Bhatti FA, Ullah Z, Salamat N, Ayub M, Ghani 

E. 2007. Anti-hepatitis B core antigen testing, 
viral markers, and occult hepatitis B virus in-
fection in Pakistani blood donors: implication 

for transfusion practice. 
Transfusion, 47(1):74-79. 

11) Bojuwoye BJ. The burden of viral hepatitis in 
Africa. West Afr J Med 1997; 16(4): 198-203. 

12) Borekci G, Otag F. 2004. The investigation of 
the seroprevalence of hepatitis B virus, 
hepatitis C virus and human immunodeficiency 
virus and related risk factors in healthy 
pregnant. Turk J Infect., 18(2):219-223.  

13) Bwogi J, Braka F, Makumbi I (2009). 
Hepatitis B infection is highly endemic in 
Uganda: Findings from a National serosurvey. 
Afr. Health Sci. 9: 98–108. 

14) Buseri FI, Muhibi MA, Jeremiah ZA. 2009. 
Sero-epidemiology of transfusion-
transmissible infectious diseases among blood 
donors in Osogbo, South-West Nigeria. Blood 

Transfusion 7(4): 293–299 

15) Center for Disease Control and Prevention 
(CDC), 2008. Hepatitis B Virus  (HBV). In: 
Infections During Pregnancy. 
http://www.cdc.gov/ncidod/diseases/hepatitis/b 
/Bserology.htm; Accessed March 1, 2010 

16) Centers for Disease Control and Prevention, 
Workowski KA, Berman SM. Sexually 
transmitted diseases treatment guidelines, 
2006. MMWR Recomm Rep. 2006 Aug 
4;55(RR-11):1-94. Erratum in: MMWR 
Recomm Rep. 2006 Sep 15;55(36):997.  

17) Center for disease control: Prevalence of 
selected maternal behaviors and experiences. 
Pregnancy risk assessment monitoring system 
(PRAMS). MMWR, 2002; 51(No.55-2):24.  

18) Chandra T, Kumar A, Gupta A. 2009. Prevalence 
of transfusion transmitted infections in blood 
donors: an Indian experience. Trop 
Doct.;39:152-154  

19) Chang MH (2007). Hepatitis B virus infection. 
Foetal, Neonatal Medicine 12: 160-167. 

20) Chen L, Liu F, Fan X, Gao J, Chen N, Wong 
T, Wu J, Wen SW (2009). Detection of 
hepatitis B surface antigen, hepatitis B core 
antigen and hepatitis B virus DNA in parotid 
tissues. Int. J. Infect. Dis. 13: 20-23. 

21) Chukwuka JO, Ezechukwu CC, Egbunonu I, 
Okoli CC. 2004. Prevalence of hepatitis B 
surface antigen in primary school children in 
Nnewi, Nigeria. Nig J Clin Pract; 7(1): 8-10. 

22) Dawaki SS, Kawo AH (2006). Seroprevalence 
of Hepatitis B surface antigen (HBsAg) in 
pregnant women attending an urban maternity 
hospital in Kano, Nigeria. Nig. J. Microbiol. 
20: 705-709. 

23) Denis F, Ranger-Rogez S, Alain S, et al. 2004. 
Screening of pregnant women for hepatitis B 
markers in a French Provincial University 
Hospital (Limoges) during 15 years. Eur J 
Epidemiol; 19(10):973-978 

24) Egah DZ, Banwat EB, Audu ES, Iya D, 
Mandong BM, Anele AA, Gomwalk NE. 
2007. Hepatitis B surface antigen, Hepatitis C 
and HIV antibodies in a low-risk blood donor 
group, Nigeria. East Medit Health J 13 
(4):961-6. 

25) Ejele OA, Erhabor O, Nwauche CA. 2005. The 
risk of transfusion-transmissible viral 
infections in the Niger-Delta area of Nigeria. 
Sahel Medical Journal, 8(1):16-19. 

26) Ejele OA, Ojule AC. 2004. The Prevalence of 
Hepatitis B Surface Antigen (HBsAg) among 
prospective blood donors and patients in Port 
Harcourt, Nigeria. Nigerian Journal of 

Medicine; 13:336-338 (s) 
27) Elfaki AM, Eldour AA, Elsheikh NM. 2008. 

Sero-prevalence of immunodeficiency virus, 
hepatitis B and C and syphilis among blood 



Global Journal of Medical Research Vol. 10  Issue 2(Ver 1.0) October 2010    P a g e  |47 

donors at ElObeid Teaching Hospital, West 
Sudan. Sudan Journal of Medical Sciences, 

3(4):333-338. 
28) Elsheikh RM, Daak AA, Elsheikh MA, 

Karsany MS, Adam I. 2007. Hepatitis B virus 
and hepatitis C virus in pregnant Sudanese 
women. Virology Journal;4:104.  

29) Esumeh FI, Ugbomoiko D, Isibor JO. 2003. 
Seroprevalence of HIV and Hepatitis B surface 
antigen (HBsAg) among blood donors in 
central hospital, Benin city, Nigeria. Journal of 

Medical Laboratory Science, 12(2):52-55. 
30) Euler GL, Wooten KG, Baughman AL, 

Williams WW. 2003. Hepatitis B surface 
antigen prevalence among pregnant women in 
urban areas: implications for testing, reporting, 
and preventing perinatal transmission. 
Pediatrics;111(5 Part 2):1192-1197. 

31) Ezegbudo CN, Agbonlahor DE, Nwobu GO, 
Igwe CU, Agba MI, Okpala HO, Ikaraoha CI. 
2004. The Seroprevalence of hepatitis B 
surface antigen and Human immunodeficiency 
virus among pregnant women in Anambra 
State, Nigeria. Shiraz E-medical Journal; 5(2): 
1-25. 

32) Fasola FA, Kotila TR, Akinyemi JO. 2009. 
Trends in transfusion-transmissible viral 
infections from 2001 to 2006 in Ibadan, 
Nigeria. Intervirology, 51(6):427-431. 

33) Gholamreza R, Shahryar S, Abbasali 
K, Hamidreza J, Abdolvahab M, Khodaberdi 
K, Danyal R, Nafiseh A. 2007. Seroprevalence 
of hepatitis B virus and its co-infection with 
hepatitis D virus and hepatitis C virus in 
Iranian adult population. Indian J Med 
Sci., 61(5):263-268. 

34) Gisselquist D, Potterat JJ, Brody S, Vachon F. 
2003. Let it be sexual: how health care 
transmission of AIDS in Africa was ignored. 
Int. J. STD AIDS; 14: 148-161. 

35) Gisselquist D, Potterat JJ. 2004. Review of 
evidence from risk factor analyses associating 
HIV infection in African adults with medical 
injections and multiple sexual partners. Int. J. 
STD AIDS; 15: 222-233. 

36) Harding AK, Anadu EC, Gray LA, Champeau 
DA: Nigerian university student‘s knowledge, 
perceptions, and behaviors about HIV/AIDS: 
are these students at risk?. J R Soc Health. 
1999; 119(1): 23-31. 

37) Imoru M, Eke C, Adegoke A. 2003. 
Prevalence of Hepatitis-B Surface Antigen 
(HbsAg), Hepatitis C Virus (HCV) and Human 
Immunodeficiency Virus (HIV) among Blood 
Donors in Kano State, Nigeria. Journal of 

Medical Laboratory Sciences, 12(1):59-63.  
38) Jombo GTA, Egah DZ, Banwat EB. 2006. 

Human immunodeficiency virus infection in a 
rural community of plateau state: effective 

control measures still a nightmare? Niger J 
Med.; 15 (1):49-51 

39) Kagu MB, Kawuwa MB, Ayilara AO, Ali BZ. 
2005. Seroprevalence of HIV and hepatitis 
viruses in directed blood donors: a preliminary 
report. Highland Medical Research Journal, 

3(2):76-80. 
40) Lawal OA, Bakarey AS, Uche LN, Udeze AO, 

Okonko IO. 2009. Hepatitis B Virus Infection 
among Prospective Human Immunodeficiency 
Virus Positive Blood Donors at Two Desig-
nated Blood Banks in Ibadan, Nigeria. World 

Applied Science Journal 7(10):1269-1274 

41) Lee C, Gong Y, Brok J, Boxall EH, Gluud C. 
2006. Effect of hepatitis B immunization in 
newborn infants of mothers positive for hep-
atitis B surface antigen: systematic review and 
meta-analysis. BMJ; 332(7537):328-336. 

42) Liu Z, Hou J (2006). Hepatitis B virus (HBV) 
and Hepatitis C virus (HCV) dual infection. 
Int. J. Med. Sci. 3: 57–62. 

43) Luka SA, Ibrahim MB, Iliya S (2008). Sero-
prevalence of Hepatitis B surface antigen among 
pregnant women attending antenatal clinic in 
Ahmadu Bello University Teaching Hospital 
Zaria. Nig. J. Paras. 29: 38- 41. 

44) Mabayoje VO, Fadiora SO, Akinwusi PO, Ad-
eyeba OA, Muhibi MA, Egbewale BE. 2005.  
Seroprevalence of hepatitis B and C among health 
care workers in a tertiary health institution in 
South West, Nigeria. Afr J. Clin Exp Biol; 7: 
65-69. 

45) Mabayoje VO, Akinwusi PO, Opaleye OO, 
Aboderin OA, Egbewale BE, Fagbami AH. 
2010. Prevalence of Hepatitis B Surface Anti-
gen, Hepatitis C and Human Immunodeficiency 
Virus Antibodies in a Population of Students 
of Tertiary Institution in Nigeria. Afr. J. Cln. 
Exper. Microbiol 11(2): 68-74 

46) Maddawa V, Burgess c and Drucker E. 
Epidemiology of chronic hepatitis C infection 
in sub-Saharan Africa. Lancet Infect Dis 2002; 
2:293-302. 

47) Maddrey WC. 2000. Hepatitis B: an important 
public health issue. J Med Virology; 61:362-366. 

48) Mast EE,et al. 2005. Advisory Committee on 
Immunization Practices (ACIP).comprehensive 
immunization  transmission 
of hepatitis B virus infection in the United 
States: recommendations of the Advisory 
Committee on Immunization Practices 
(ACIP) part 1: immunization of infants, 
children, and adolescents. MMWR Re-
comm Rep., 54(RR-16):1-31. 

49) Matee MI, Magesa PM, Lyamuya EF. 2006. 
Seroprevalence of human immunodeficiency 

strategy to eliminate



P a g e  |48    Vol.10 Issue2 (Ver  1.0) October 2010  Global Journal of Medical  Research  

 

 

virus, hepatitis B and C viruses and syphilis 
infections among blood donors at the 
Muhimbili National Hospital in Dar es Salaam, 
Tanzania. BMC Public Health; 6:21. 

50) Muktar HM, Suleiman AM, Jones M. 2005. 
Safety of blood transfusion: prevalence of 
Hepatitis B surface antigen in blood donors in 
Zaria, Northern Nigeria. Nigerian Journal of 

Surgical Research 7(3 – 4): 290-292   
51) Mustapha SK, Bolori MT, Ajayi NA, Aggada 

HA, Pindiga UH, Gashau W, Khalil MIA. 
2007. Hepatocellular carcinoma in north-
Eastern Nigeria: A prospective Clinical Study 
of 100 cases. The Internet Journal of 
Gastroenterology; 6(1). 

52) Nacos B, Dao B, Dahourou M et. al. 2000. 
HBs antigen carrier state in pregnant women in 
Bobo Dioulasso (Burkinafaso). Dakar 
Medicine; 42(2): 188-190. 

53) Nelson CG, Iler MA, Woods CW, Bartlett JA, 
Fowler VG Jr. 2000. Meningococcemia in a 
patient coinfected with hepatitis C virus and 
HIV. Emerging infectious Diseases; 6(6):646–
648. 

54) Ni YH, Chang MH, Huang LM, Chen HL, Hsu 
HY, Chiu TY, Tsai KS, Chen DS. 2001. 
Hepatitis B virus Infection in children and 
adolescents in a hyperendemic area: 15 years 
after mass hepatitis vaccination. Annals of 
Internal Medicine; 135(9): 796-800. 

55) Nneka O (2007). Seroprevalence of Hepatitis 
B virus infection in commercial sex workers in 
Keffi, Nigeria. B.Sc. Dissertation, Nasarawa 
State University pp. 1-18 

56) Obi SN, Onah HE, Ezugwu FO. 2006. Risk 
factors for hepatitis B infection during 
pregnancy in a Nigerian obstetric population. J 
Obstet Gynaecology, 26(8):770-772.  

57) Odusanya OO, Alufohai FE, Meurice FP, 
Wellens R, Weil J and Ahonkhai VI. 2005. 
Prevalence of hepatitis B surface antigen in 
vaccinated children and controls in rural 
Nigeria. International J Infect Dis., 9(3): 139-
143. 

58) Olaniyan MF. 2010. Characterization of 
Antibodies to Human Immunodeficiency Viral 
Proteins in the Sera of HIV Infected and Non 
HIV Infected HBsAg Seropositive Patients. 
Global Journal of Health Science, 2(1): 193-
197 

59) Olokoba AB, Salawu FK, Danburam A, 
Desalu OO, Olokoba LB, Wahab KW, Badung 
LH, Tidi SK, Midala J, Aderibigbe S, 
Abdulrahman MB, Babalola OM, Abdukkarim 
A. 2009. Viral Hepatitides in Voluntary Blood 
Donors in Yola, Nigeria. European Journal of 

Scientific Research 31(3):329-334 

60) Opaleye OO, Zakariyahu TO, Tijani BA, Bakarey 
AS. 2010. HBV, HCV co-infection among blood 
donors in Nigeria. Indian Journal of Pathology and 
Microbiology; 53:182-183 

61) Opaneye A, Oduwole MD, Jeminusi OA, Vicki 
Ashton, Dada OA. 2005. Seroprevalence of HIV 
and Hepatitis B virus markers among male 
motor park workers in Sagamu, south-west 
Nigeria. Sexual Health Matters. Published 
Quarterly by Express Print Works, Middlesbrough, 
UK,ISSN14697556;http://www.sexualhealthmatt
ers.com/v6iss4/article2.html 

62) Osinubi TS, Amaghionyeodiwe LA. 2005. 
Myths surrounding contraception in Ngeria. 
International Journal of STD and AIDS; 
16:84.  

63) Otegbayo JA, Fasola FA, Abja A. 2003. 
Prevalence of hepatitis B surface antigens, risk 
factors for viral acquisition and serum 
transaminase among blood donors in Ibadan, 
Nigeria. Tropical Gastroenterology; 24(4); 
196-197. 

64) Panagopoulos P, Economou A, Kasimi A, et 
al. 2004. Prevalence of hepatitis B and C in the 
maternity department of a Greek district 
hospital. J Matern Fetal Neonatal Med.; 
16(2):106-110.  

65) Pennap GR, Yakubu A, Oyige O, Forbi J. 
2010. Prevalence of hepatitis B and C virus 
infection among people of a local community 
in Keffi, Nigeria. African Journal of 
Microbiology Research 4 (4): 274-278. 

66) Shrestha AC, Ghimire P, Tiwari 
BR, Rajkarnikar M. 2009. Transfusion-
transmissible infections among blood donors 
in Kathmandu, Nepal. Journal of Infections in 

Developing Countries; 3(10):794-797. 
67) Sirisena ND, Njoku MO, Idoko JA, Isamade E, 

Barau C, Jelpe D, Zamani A, Otawa S. 2002. 
Carriage rate of HBsAg in an urban 
community in Jos, Plateau State Nigeria. Nig. 
Postgrad. Med. J. 9: 7–10. 

68) Stroffolini T, Bianco E, Szklo A, et al. 2003. 
Factors affecting the compliance of the 
antenatal hepatitis B screening programme in 
Italy. Vaccine; 21(11-12):1246-1249.  

69) Sule WF, Okonko IO, Ebute AJ, Donbraye E, 
Fadeyi A, Udeze AO, Abubakar MJ. 2010. 
Farming and Non-Farming Individuals 
Attending Grimard Catholic Hospital, 
Anyigba, Kogi State, Nigeria were 
Comparable in Hepatitis B Surface Antigen 
Seroprevalence. Current Research Journal of 

Biological Science 2(4): 278-282 

70) Sule, W.F., J. Abraham-Oyiguh, Y. 
Abdultalib, A. Taiga and M.A. Abba, 2007. 
Seroprevalence of hepatitis B surface antigen 
(HBsAg) among pregnant women in Anyigba, 



Global Journal of Medical Research Vol. 10  Issue 2(Ver 1.0) October 2010    P a g e  |49 

Kogi State, Nigeria. Journal of Applied and 

Environmental Sciences, 3(2):72-78.  
71) Szczepura, A., Gumber, A., Clay, D., Davies, 

R., Elias, P., Johnson, M., Walker, I., Owen, 
D. 2004. Review of the Occupational Health 
and Safety of Britain‘s Ethnic Minorities; 
Research Report 221, 1st Edn, Health & Safety 
Executive, Norwich. HMSO ISBN 0 7176 
2842 6, p 25.  

72) Tosun SY, Yücetürk M, Benzergil S. 2002. 
[HBsAg Pozitif Gebelerden Dogan Bebeklerin 
ImmuNizasyonu]. Ege J Medicine; 41(1):21-
23. 

73) Toukan AU, Sharaiha ZK, Abu-el-Rub OA, 
Hmoud MK, Dahbour SS, Hashem Abu-
Hassan, Yacoub SM, Hadler SC, Margolis HS, 
Coleman PJ and Maynard JE. The 
epidemiology of hepatitis B virus among 
family members in the Middle East. Am J 
Epidemiol 1990; 132(2): 220-32.  

74) Turhanoglu M, Arikan E. 2001. [Gebe 
Kadinlar Ve Yeni Doğan Bebeklerinde Hbv 
Serolojik Göstergelerinin Araştirilmasi Ve 
Perinatal Profilaksi İle İlgili Öneriler]. 
Pamukkale niv Tip Fak Dergisi.; 7(1):1-4. 

75) Ugwuja E, Ugwu N. 2010. Seroprevalence of 
Hepatitis B Surface Antigen and Liver 
Function Tests among Adolescents in 
Abakaliki, South Eastern Nigeria. The Internet 

Journal of Tropical Medicine, 6(2) 
76) Umolu PI, Okoror LE, Orhue P. 2005. Human 

immunodeficiency virus (HIV) seropositivity 
and hepatitis B surface antigenemia (HBsAg) 

among blood donors in Benin City, Edo state, 
Nigeria. African Health Sciences; 5(1): 55–58. 

77) Uneke CJ, Ogbu O, Iyama PU, Anyayu GJ, 
Njoku MO, Idoko JH (2005). Prevalence of 
HBsAg among blood donors and HIV-infected 
patients in Jos, Nigeria. Afr. Health Sci. 5: 58 -
59. 

78) van Regenmortel MHV, Fauquet CM, Bishop 
DHL, Carstens EB, Estes MK, Lemon SM, 
Maniloff J, Mayo MA, McGeoch DJ, Pringle 
CR, Wickner RB. 2000. Virus Taxonomy: the 
VIIth Report of the International Committee 
on Taxonomy of Viruses. Academic Press, San 
Diego, CA.  

79) Willey JM, Sherwood LM, Woolverton CJ 
(2008). Presscott, Harley and Kleins 
Microbiology (4th Edition). McGraw Hill 
Publishers, New York; pp. 936-972. 

80) World Health Organization (WHO). 1996. 
Fighting disease, fostering development. 
World Health Report. Switzerland: Geneva, 
World Health Organization. 

81) Yang HI, Lu SN, Liaw YF, You SL, Sun CA, 
Wang LY, Hsiao CK, Chen PJ, Chen DS, 
Chen CJ for The Taiwan Community-Based 
Cancer Screening Project Group. 2002. 
Hepatitis B antigen and the risk of 
hepatocellular carcinoma. N Eng J Med; 347: 
168-174. 

82 ) Yucel A, Bozdayi G, Turgut I. 2001. Serolo
gical profile of hepatitis b, hepatitis c and 
human immunodeficiency viruses among 
pregna


	Seroprevalence of Hbsag Antigenaemia amongPatients in Abeokuta, South Western Nigeria
	Authors
	Abstract
	I. INTRODUCTION
	II. MATERIAL AND METHODS
	1) Study area:
	2) Study population:
	3) Screening for HBsAg antigenaemia
	4) Data analysis:

	III. RESULTS
	IV. DISCUSSION
	V. REFERENCES

