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Background

Abstract

Post-transfusion hepatitis occurs even with stringent donor selection criteria and screening for hepatitis B surface antigen (HBsAg). The objective of
this study was to determine the prevalence of antibody to hepatitis B core antigen (anti-HBc) in HBsAg-negative blood donors.

Methods

This was a cross-sectional study in which 200 HBsAg-negative blood donors were recruited. Screening for viral markers was done using both a rapid test
kit and enzyme-linked immunosorbent assay (ELISA) for anti-HBc IgM. Quantitative and qualitative analysis of anti-HBc IgM was done by “capture”
enzyme immunoassay using DIA.PRO HBc IgM test kits. The other viral markers were investigated using one step cassette style HBV tests. SPSS
version 16 was used for data analysis. A P-value of 0.05 or less was considered significant.

Results

There were 190 male (95%) and 10 female (5%) blood donors, with a mean age of 31.7 ± 7.9 years. The prevalence of anti-HBc IgM was 4%. The other
viral markers (HBeAg, anti-HBeAg, anti-HBs and total anti-HBc) had a prevalence of 1.5%, 23%, 2.5%, and 32.5%, respectively.

Conclusions

The prevalence of anti-HBc IgM in this study was high, and this supports the fact that screening blood donors for HBsAg alone is not sufficient to
prevent transmission of HBV.

Introduction
Transfusion-associated hepatitis B virus infection (TAHBV)
continues to be a major problem in developing countries,
even after the adoption of mandatory screening for
hepatitis B surface antigen (HBsAg) by the enzyme-linked
immunosorbent assay (ELISA).1 The burden of Hepatitis B
virus (HBV) infection is heavy in most developing countries,
particularly in rural areas; this burden is compounded by
the high cost of prevention, management, and treatment.2
Transmission of this virus is common through blood
transfusion. Other modes of transmission include sexual
contact, close interpersonal contact through blood and
body fluids, mother-to-child (vertical), intravenous drug use
(IVDU), and unsafe traditional practices including tattoos,
ear piercing, circumcision, and traditional uvulectomy.
Detection of HBsAg in the blood is a diagnostic marker for
infection with HBV. In blood banks, screening for HBsAg
is carried out routinely to detect current or previous HBV
infection. Occult HBV infection is defined as the presence
of HBV DNA in blood or liver tissues in patients negative
for HBsAg but who may or may not be positive for HBV
antibodies.3 Thus, the absence of HBsAg in the blood of
apparently healthy individuals may not indicate the absence
of circulating HBV, and blood containing antibody to
hepatitis B core antigen (anti-HBc) without detectable
HBsAg might be infectious.1 A window period exists, which
represents a carrier state of the disease, and this poses a risk
of TAHBV. During this window period, detection of antiHBc serves as a useful serological marker for hepatitis B
infection. The IgM class of anti-HBc is the first to appear
and indicates a recent infection, while IgG anti-HBc appears
http://dx.doi.org/10.4314/mmj.v29i1.7

later during the infection and points to a past HBV infection.4
The use of HBsAg and anti-HBc screening tests has been
the basis of HBV screening in many countries, and this has
significantly reduced but not eliminated TAHBV.5 Anti-HBc
has been found to be an excellent indicator of occult HBV
infection during the window period after the disappearance
of HBsAg.6-8 It has been observed that a negative screening
test for HBsAg does not rule out the transmission of HBV
in donors, as they might be in the window period and the
detection of the IgM-type anti-HBc serves as a useful
serological marker during this period.9
HBV infection, with its associated sequelae, is a disease of
major public health importance, being the tenth leading cause
of death globally and accounting for 500,000 to 1.2 million
deaths each year.10-12 Approximately 15% to 40% of infected
patients will develop cirrhosis, liver failure, or hepatocellular
carcinoma.13,14 Nigeria, the most populous nation in Africa,
is considered hyperendemic for HBV infection, with a
prevalence of HBsAg in the adult population ranging
between 5% and 25%.15-21 Nigeria, being a developing
country with high level of poverty, cannot afford DNA
testing of all collected units of blood, despite DNA testing
serving as the only possibility of achieving a near-zero risk
of TAHBV.6
The objective of this study was to help elucidate the
seroprevalence of anti-HBc (IgM) among blood donors
negative for HBsAg in Ilorin, north-central Nigeria,
which is a possible basis for advocating for compulsory
implementation of screening for anti-HBc as part of routine
blood donor screening.
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Methods

This was a descriptive cross-sectional study carried out
among blood donors at the University of Ilorin Teaching
Hospital (UITH), Ilorin, between May and November 2013.
The minimum sample size for this study was determined
using Fisher’s formula22 for estimating sample size to
determine the prevalence or proportion of a factor where
the population is greater than 10,000.28,32
A sample size of 174 was calculated as the the minimum to
estimate prevalence with 95% confidence that the result is
within 5% of the true prevalence. However, a final total of
200 respondents were sampled during the study.
Inclusion criteria were age between 17 and 65 years;
haemoglobin concentration (Hb) greater than 13.5 g/dL
in males and greater than 12.5 g/dL in females; no blood
donation in the previous 3 months for males and 4 months
for females; and negative screening for HBsAg, hepatitis
C virus (HCV), syphilis, and human immunoficiency virus
(HIV) using rapid test kits.
Ethical clearance was obtained from the UITH Ethical
Research Committee. Written informed consent was obtained
from all participants. Questionnaires were administered
and samples collected from those who met the inclusion
criteria. Sociodemographic data, such as age, gender, marital
status, religion, occupation, and level of education were
noted. History of jaundice, surgeries, transfusion, sexually
transmitted infection, tattooing, and IVDU, as well as general
physical examination findings, were recorded.
Under aseptic technique, 5 mL of venous blood was collected
into a plain vacuum blood collection tube (Micropoint
Diagnostics, Santa Clara, CA, USA). The blood was allowed
to clot and retract at room temperature. Sera were separated
by centrifugation at 3000 rpm for 5 minutes. The supernatant
sera were aspirated into vials and preserved at −200°C
until analysed. ELISA for anti-HBc IgM quantitative and
qualitative determination was done with DIA.PRO HBc IgM
test kits (Diagnostics Bioprobes, Milan, Italy), following the
manufacturer’s instructions. According to the manufacturer’s
data sheet, the sensitivity and specificity for this test method
were 98% and 99%, respectively.
The test for the other viral markers (anti-HBs, HBeAg, antiHBe, and anti-HBc total) were done using one step cassette
style HBV tests (Atlas Link, Manassas, VA, USA). The one
step cassette style HBV test is a rapid test based on the
principle of immunoassay combined with conjugated colloid
gold technology. According to the manufacturer’s data sheet,
sensitivity is up to 1 ng/mL, while specificity is 99.8%.
Data were analysed using SPSS version 16 (SPSS Inc.,
Chicago, IL, USA). Continuous variables were expressed as
mean ± standard deviation (SD). Comparison of categorical
data was done using the chi-square and Fisher’s exact tests. A
P-value of 0.05 or less was considered statistically significant.

Results

Two hundred HBsAg-negative blood donors at the blood
donor unit of UITH were recruited for this study. The
mean age of the participants was 31.7 ± 7.9 years. Nearly
half (46.5%) of the donors were in the 26- to 34-year-old
age group. Five percent of donors were female, with a male
to female ratio of 19:1. The majority (97.5%) were family
replacement donors, of which most (88%) were first-time
donors.
Table 1 shows that out of the 200 HBsAg-negative blood
donors recruited into this study, only 5 (2.5%) were positive
for anti-HBs, of which 4 (80%) were in the 17- to 34-year
age group. Of the 5 anti-HBs-positives, four were as a result
of immunity from natural infection, while the remaining one
was from vaccination.
http://dx.doi.org/10.4314/mmj.v29i1.7
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Table
1: Overall
prevalence
of hepatitis
B virus
markers
Table
1: Overall
prevalence
of hepatitis
B virus
markers
among
blood
donors
among
blood donors

Frequency
(N = 200)

Percentage
(%)

Positive

5

2.5

Negative

195

97.5

Positive

3

1.5

Negative

197

98.5

Positive

46

23.0

Negative

154

77.0

Positive

65

32.5

Negative

135

67.5

Positive

1

0.5

Negative

199

99.5

Positive

8

4.0

Negative

192

96.0

Viral marker
Anti-HBs

HBeAg

Anti-HBe

Anti-HBc total

Anti-HBc (ELISA IgM)Ql

Anti-HBc (ELISA IgM)Qn

Ql = qualitative assay; Qn = quantitative assay

Sixty-five participants (32.5%) were positive for total antiHBc, indicating a past exposure to HBV. Positivity in firsttime donors was not significant (P > 0.05). There was also no
significant association between total anti-HBc-positivity and
the frequency of donation, gender, and marital status.
The quantitative analysis for HBc IgM revealed that 5
donors had antibody levels greater than 10.00 Paul Ehrlich
International units per mL (PEI U/mL); these were
considered positive. However, 15 donors in the grey area
were traced and retested. Upon retesting, 12 had levels less
than 5 PEI U/mL and were considered negative. Three still
remained within the 5- to 10-PEI U/mL grey area after
retesting and were therefore considered positive according
to the manufacturer’s instructions. The remaining 180
donors had HBc IgM levels less than 5.00 PEI U/mL and
were considered negative. Overall, 8 (4.0%) of the donors
were found to be positive for anti-HBc IgM alone (Table
2) and all were replacement blood donors. Only one female
donor showed positivity for anti-HBc IgM. Ninety-three
(46.5%) of the donors were positive for at least one of the
viral markers.
There was no significant relationship between the viral
marker positivity and the type of blood donors (voluntary
vs family replacement); similarly, there was no significant
relationship between viral marker positivity and frequency
of donation, as shown in Table 4.
MMJ VOL 29 (1): March 2017
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Table 2:
2: Type
Typeof
ofdonor
donorand
andviral
viralmarkers
markers
Type of donor
Variable

Family replacement Odds ratio
Voluntary (%)
(%)

95% Confidence
P-value*
interval

HBeAg
Positive

0 (0.0)

3 (100.0)

Negative

5 (2.5)

192 (97.5)

Positive

0 (0.0)

5 (100.0)

Negative

5 (2.6)

190 (74.4)

Positive

0 (0.0)

46 (100.0)

Negative

5 (3.2)

149 (96.8)

Positive

3 (4.6)

62 (95.4)

Negative

2 (1.5)

133 (98.5)

0.00

0.00 to 119.95

1.00

0.00

0.00 to 60.90

1.00

0.00

0.00 to 3.94

0.591

3.22

0.42 to 28.33

0.331

Anti-HBs

Anti-HBe

Total anti-HBc

*Fisher’s exact test was used to determine P-values

Table3:3:Total
Relationship
between
total anti-HBc
status
and
donor types
Table
anti-HBc status
in relation
to donor type
and
experience
Variable

Anti-HBc total
Positive (%)

Negative (%)

Voluntary

3 (60.0)

2 (40.0)

Family
replacement

5 (2.5)

192 (97.5)

First donation

58 (32.3)

118 (67.0)

Repeat donor

7 (29.2)

17 (70.8)

Odds ratio

95% Confidence
interval

P-value

3.22

0.42 to 28.33

0.33*

1.19

0.43 to 3.38

0.71

Type of donor

Donor
experience

*Fisher’s exact test was used to determine P-value

Table 4: Prevalence
Prevalence of
ofhepatitis
hepatitisBBviral
viralmarkers
markersbybyage
agegroup
group
HBeAg (%)

Age
(years)

Positive

Negative

17 to 25

2 (4.3)

45 (95.7)

26 to 34

1 (1.1)

35 to 43

P-value

Anti-HBe (%)

Negative

11 (23.4) 36 (76.6)

2 (4.3)

92 (98.9)

20 (21.5) 73 (78.5)

0 (0.0)

44 (100.0)

13 (29.5)

44 to 52

0 (0.0)

13 (100.0)

≥ 53

0 (0.0)

3 (100.0)

Total

3 (1.5)

197 (98.5)

http://dx.doi.org/10.4314/mmj.v29i1.7

Negative

Anti-HBs (%)
Positive

0.87

Positive

P-value

P-value

Total anti-HBc (%)
Positive

Negative

45 (95.7)

14 (7.0)

33 (16.5)

2 (2.2)

91 (97.8)

29
(14.5)

64 (32)

31 (70.5)

1 (2.3)

43 (97.7)

16 (36.4)

28 (63.6)

2 (15.4)

11 (84.6)

0 (0.0)

13 (100.0)

4 (30.8)

9 (69.2)

0 (0.0)

3 (100.0)

0 (0.0)

3 (100.0)

2 (66.7)

1 (33.3)

46 (23)

154 (77)

5 (2.5)

195 (97.5)

0.64

0.90

65 (32.5) 135 (67.5)

P-value

0.71
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Discussion
The safety of blood products is one of the major concerns
in transfusion medicine. Although the incidence of
transfusion-transmitted HBV has steadily reduced over
the last four decades, HBV still remains the most frequent
transfusion-transmitted viral infection.23-26 HBsAg detection
is presently the only diagnostic screening test for HBV
infection identification in blood transfusion centres in
Nigeria. Following infection by HBV, the first serological
marker in the blood is HBV DNA, followed by HBsAg,
DNA polymerase, and then hepatitis B e antigen (HBeAg).
Thereafter, the anti-HBc antibody, anti-HBe antibody, and
anti-HBs antibody appear.
From this study, 97.5% of the blood donors were family
replacement donors, which is similar to the 93.2% found in
the study by Gulia et al. in Andhra Pradesh, India.27 This is
in contrast to the study by Lavanya et al., where replacement
donors made up only 14% the donor population.28 This
observed difference could be a result of differences in
awareness levels regarding voluntary blood donation.
The transmission of HBV infection following transfusion
of HBsAg-negative blood containing anti-HBc was first
described in the Western world. Cases have also been
reported of some blood derivates negative for HBsAg but
positive for anti-HBc, which were transmitted to recipients
both after transfusion and after transplantation of organs.29,30
In a study carried out by Sodhi et al., 6% of cancer patients
were shown to develop post-transfusion hepatitis and their
corresponding blood donors, on retesting their stored
samples, were positive for anti-HBc and HBV DNA.31
In a study by Salawu et al. in Ile Ife, Nigeria, a prevalence
of 4.4% was reported for anti-HBc.32 Ramezani et al.33 and
Sofian et al.34 both reported prevalence rates of 2.1%, but
without detection of HBV DNA. A serological pattern of
anti-HBc as a sole marker is not infrequent. In another study
among 545 Iranian blood donors, 8% of donors were found
to be positive for isolated anti-HBc.35 However, despite
non-detection of HBV DNA in the serum, there have been
reports of post-transfusion HBV infection in recipients of
blood positive for anti-HBc alone.36
The overall prevalence of anti-HBc in this study was found
to be 32.5% for total anti-HBc. This is higher than the 10.5%
reported by Lavanya et al.28 in India, and the 16.6% reported
by Said et al.37 These differences could be the result of the
endemicity of HBV infection in Nigeria.17 This, however, is
in contrast to the reports on total anti-HBc in Europe and
North America, with prevalence rates of 0.07% and 1.5%,
respectively.38 There is low endemicity in these regions and
the stringent donor selection criteria, high literacy rates,
greater availability of voluntary donors, and differences in
sociocultural practices could account for this.
In Nigeria, the seroprevalence of anti-HBc antibody is
quite high when compared to Western countries, and hence
screening of donor blood for total anti-HBc may not be
practically important and cannot be a criterion to discard
blood units. In this study, just 4 (6.1%) of the donors who
tested positive for total anti-HBc had evidence of immunity
from natural infection with HBV, thus giving a prevalence
of 6.1% of anti-HBs in donors positive for total anti-HBc.
http://dx.doi.org/10.4314/mmj.v29i1.7
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This study shows that 4.6% of the blood donors had positive
anti-HBc and anti-HBs. This is, however, lower than the 6.3%
found in a study by Ashshi in Saudi Arabia.39 In that study,
donors were further tested for HBV DNA and 3.2% were
found to be positive. Lavanya et al.28 found a prevalence of
3.0% anti-HBs in total anti-HBc-positive donors. This was
in contrast with a study conducted in Iran (which showed a
higher prevalence rate of 37.5% for both anti-HBc and antiHBs) and the 40.3% prevalence found in a study by Said et
al.30 These higher rates could be the result of past infections
or carrier states. Anti-HBc IgG may remain positive for
life in an affected individual, although the individual has a
protective level of anti-HBs, and therefore positivity of antiHBc IgG does not necessarily mean that the blood of such
donors is infectious.
In the present study, the prevalence of anti-HBc IgM alone
was found to be 4.0%. This was similar to findings of 4.3%
and 4.8% in Ecuador and Brazil among potential blood
donors,9 but slightly lower than the findings of Japhet et
al.8 and Lavanya et al.,28 who found prevalence rates of
5.4% and 5.5%, respectively. Furthermore, our finding of
4.0% is lower than the 18.1% that was reported for isolated
anti-HBc IgM by Jeremiah et al.40 in the semi-arid region of
Nigeria. A Lebanese study also demonstrated that 22.0% of
blood donors screened for HBV markers were positive for
anti-HBc alone.41 This marked difference could be a result
of geographical location, different sociocultural practices,
marital practices, and the sensitivity of the test kits used.
The finding of anti-HBc IgM alone may be a result of
the presence of anti-HBc IgM during the window period
following acute HBV infection, infection with HBV without
persistent viraemia, remote infection with persistent occult
infection, or the presence of a vaccine escape mutant not
detected by most of the currently available HBsAg detection
tests. Considering the above factors, blood from such donors
might be infectious. Previous studies have also demonstrated
the presence of HBV DNA in blood postive for only antiHBc among the other viral markers. It has been observed
that the screening tests for detection of HBsAg do not rule
out the possibility of HBV transmission, as the donor might
be in the window period, and detection of anti-HBc would
serve as a useful serologic marker during this period.
The major limitation to this study is the lack of facilities for
HBV DNA testing to confirm the presence of occult HBV
infection in those blood donors who were positive for antiHBc IgM alone. This is due to the high cost and the expertise
required to carry out this test. Additionally, anti-HBs titre
quantification was not carried out to detect if those who
developed the antibody from natural infection were indeed
immune.

Conclusions
There is potentially a substantial risk of HBV transmission
despite HBsAg testing, and this is an important message
for clinicians deciding to transfuse blood. The usefulness
of screening for anti-HBc as an additional screening test
to improve the safety of the blood supply in Nigeria needs
further studies. Though there is a paucity of similar studies
in the country, a nationwide multicentre study should
determine whether screening for anti-HBc in addition to
HBsAg detection, and introduction of PCR, are necessary.
MMJ VOL 29 (1): March 2017

Malawi Medical Journal 29 (1): March 2017

Acknowledgements
We want to appreciate the efforts of Dr R.O. Olaosebikan,
Dr K.W. Wahab, and Mr Temim, all of UITH, Ilorin, towards
the successful completion of this work.

Financial support

This research was supported by the University of Ilorin
Teaching Hospital, Ilorin.

Competing interests
The authors declare that they have no conflicts of interest.

References

1. Shastry S, Bhat SS. Prevention of post-transfusion hepatitis by screening
of antibody to hepatitis B core antigen in healthy blood donors. Mediterr
J Hematol Infect Dis. 2011;3(1): 1-5.
2. Rosa Z, Adriana B., Caterina S., Loredana A., Luigi E.A, Evangelista S, et
al. Hepatitis B virus burden in developing countries. World J Gastroenterol
2015; 21(42): 11941- 11953.
3. Douglas DD, Taswell HF, Rakela J, Rabe D. Absence of hepatitis B
DNA detected by polymerase chain reaction in blood donors who are
hepatitis B surface antigen negative and antibody to hepatitis B core
antigen positive from a United States population with a low prevalence of
hepatitis B serologic markers. Transfus 1993;33:212-216.
4. Kumar CH, Gupta PK, Jaiprakash BM. The role of anti-HBc IgM in
screening of
blood donors. MJAFI 2007;63:350-352.
5. Muhlbacher A, Zdunek D, Melchior W, Michl U. Is infective blood
donation missed out without screening for antibody to hepatitis B core
antigen and/or hepatitis B virus DNA. Vox Sang 2001;81:139-145.
6. Japhet OM, Adesina OA, Donbraye E, Adewumi MO. Hepatitis B core
IgM antibody (anti-HBcIgM) among hepatitis B surface antigen(HBsAg)
negative blood donors in Nigeria. Virol J 2011;8:513
7. Allain JP. Occult Hepatitis B infection. Transfus Clin Microbiol.
2004;11:18-25
8. Olokoba AB, Salawu FK, Danburam A, Desalu OO, Olokoba LB,
Wahab KW, et al. Viral hepatitides in voluntary blood donors in Yola,
Nigeria. European J Sci Res 2009; 31(3): 329- 334.
9. Celina MT, Marilia DT, Francisco JD, Amadeo SA, Ana Lucia SS, Z. F.
Anti-HBc
testing for blood donations in areas with intermediate hepatitis B
endemicity. Rev
Panam Salud Publica/Pan Am J Public Health 1999;6(1):69-73.
10. Lavanchy D. Hepatitis B virus epidemiology, disease burden,
treatment and current emerging prevention and control measures. J Viral
Hepatol.2004; 11: 97-107.
11. Ekpo M, Sasegbon H, Oyewole F. HIV and HBV serostatus of non
intravenous drug users in Lagos, Nigeria. Nig Med J 1995;29:35-36.
12. Mahoney FJ. Update on diagnosis, management and prevention of
hepatitis B virus. Clin Microbiol Rev. 1999;12(2):351-366
13. Lok AS, Mcmahon BJ. Chronic hepatitis B. Hepatology 2001; 34:
1225-1241
14. Hadziyannis SJ, Vassilopoulos D. Hepatitis B e antigen negative
chronic hepatitis B. Hepatology 2001; 34: 617-624.
15. Kagu MB, Kawuwa AO, Ayilara BZ. Seroprevalence of HIV and
hepatitis viruses in directed blood donors: a preliminary report. Highland
Med Res J.2005; 3(2): 76-80.
16. Muktar HM, Suleiman AM, Jones M. Safety of blood transfusion:
prevalence of hepatitis B surface antigen in blood donors in Zaria,
Northern Nigeria. Nig J Surg Res 2005; 7(3&4): 290- 292.
17. Umolu PI, Okoro LE, Orhue P. HIV seropositivity and Hepatitis
B surface antigenaemia among blood donors in Benin city, Edo state,
Nigeria. Afr Health Sci. 2005; 5(1): 55- 58.
18. Tribedi EB. Australian antigen in blood donors in Zaria. Nig Med J
1974;4: 127- 131.
19. Fakunle YM, Abdurahman MB, Whittle H. Hepatitis B virus infection
in children and adults in northern Nigeria: a preliminary survey. Trans Roy
Soc Trop Med Hyg. 1981; 75: 626- 629.
20. Ukaeje CJ, Ogbu O, Inyama PU, Anyanwu GI, Njoku MO. Prevalence
of hepatitis B surface antigen among blood donors and human
immunodeficiency virus infected patients in Jos, Nigeria. Mom do Inst
Oswaldo Cruz. 2005;100:13-16.
http://dx.doi.org/10.4314/mmj.v29i1.7

Prevalence of anti-HBc among HBsAg-negative donors 36

21. Ayoola EA, Adelaja AB. Sub- determinants and incidence of Hepatitis
B antigen in carriers of HBsAg. Nig Med Pract. 1986; 11(5/6): 133-136.
22. Araoye MA. Research Methodology with statistics for health and social
sciences.
Nathadex 2003:115-129
23. Liu Y, Li P, Li C, Zhou J, Wu C, Zhou YH.. Detection of hepatitis
B virus DNA among accepted blood donors in Nanjing, China. Virol J.
2010; 7:193.
24. Niederhauser C, Mansouri B, Graziani M, Stolz M, Tinguely C. Blood
donor
screening: how to decrease the risk of transfusion- transmitted hepatitis B
virus. Swiss Med Wkly 2008; 138- 141.
25. Calderon GM, Gonzalez-Velazquez.F, Gonzalez-Bonilla.CR, NoveloGarza.B, Terrazas. JJ, Martinez-Rodriguez ML, et al. Prevalence and risk
factors of hepatitis C virus, hepatitis B virus and human immunodeficiency
in multiply transfused recipients in Mexico. Transfusion 2009; 49:22002207.
26. Kafi –abad SA, Rezvan H, Abolghasemi H, Talebian A. Prevalence and
trends of human immunodeficiency virus, hepatitis B virus and hepatitis
C virus among blood donors in Iran 2004 through 2007. Transfusion
2009; 49:2214-2220.
27. Gulia S, Panda S, Sitaramam E, Reddy K. Seroprevalence of hepatitis
B virus infection among blood donors in local population. Int J Pathol
2010;12(1).
28. Lavanya V, Viswanathan T, Arul Sheeba Malar S, Malarvizhi A, Moorthy
K.. Prevalence of hepatitis B virus infection among blood donors with
antibodies to hepatitis B core antigen. Int J.Med. Med Sci.2012;4(6): 128137.
29. Hoofnagle JH, Seef LB, Bales ZB, Zimmerman HJ. Type B hepatitis
after transfusion with blood containing antibody to hepatitis B core
antigen. N Engl J Med.1978;298:1379-1383.
30. Uemoto S, Sugiyama K, Marusawa H, Inomata Y, Asonuma K, Egawa
H, et al.. Transmission of hepatitis B virus from hepatitis B core antibody
positive donors in living related transplants. Transplantation 1998;65:494499.
31. Sodhi JS, Wani N, Jeelani S, Geelani S, Akhtar F, Javid G, et al. Occult
hepatitis B virus infection as a cause of posttransfusion hepatitis in
patients with cancers. Indian J Gastroenterol 2013;32(5):291-296.
32. Salawu L, Adegoke AO, Aboderin AO, et al. Hepatitis B viral markers
in surface antigen negative blood donors: The need to look beyond
antibody negativity. West Afr J Med 2011;30(4): 292- 295.
33. Ramezani A, Banifazi M, Eslamifar A, Aghakhani A. Serological
pattern of anti-HBc alone infers occult hepatitis B virus infection in high
risk individuals in Iran. J Infect Dev Ctries Hepatol 2010;4(10):658-661.
34. Sofian M, Aghakhani A, Izadi N, Banifazl M, Kalantar E, Eslamifar A,
et al. Lack of occult hepatitis B virus infection among blood donors with
isolated hepatitis B core antibody living in an HBV low prevalence region
of Iran. Int J Infect Dis 2010;14(4):e308-e310.
35. El-Zaatari M, Kazma H, Naboulsi-Majzoub M, Haidar M, Ramlawi
F, Mahfoud Z, et al. Hepatitis B virus DNA in serum of ‘anti-HBc
only’ positive healthy Lebanese blood donors: significance and possible
implications. J Hosp Infect 2007;66(3):278-282.
36. Bernvil SS, Andrews V, Kuhns MC, McNamara AL. Hepatitis B
core antigen antibody as an indicator of a low grade carrier state for
hepatitis B virus in a Saudi Arabian blood donor population. Transfus Sci
1997;18(1):49-53.
37. Said ZN, El Sayed MH, Salama II, Aboel Magd EK, M ahmoud MH
et al. Occult Hepatitis B virus infection among Egyptian donors. World J
of Hepatol 3013;5(2): 64- 73
38. Dhawan HK, Marwaha N, Sharma RR, Chawla Y, Thakral B, Saluja
K, et al. Anti- HBc screening in Indian blood donors: Still an unresolved
issue. World J Gastroenterol 2008;14(34):5327-5330.
39. Ashshi AM. Detection of occult hepatitis B virus in anti-HBc
positive/anti-HBs positive blood donors in Saudi-Arabia. Res J Med Sci
2012;(6):61-65
40. Jeremiah ZA, Ajayi BB, Ezimah AC, et al. Isolated IgM anti-HBc
antibody and current estimates of some infectious disease markers
among blood donors in the semi-arid region of Nigeria. African Sanguine
2011;14(2): 17-21.
41. Ramia S, Ramlawi F, Kanaan M, Klayme S, Naman R. Frequency and
significance of antibodies against hepatitis B core antigen as the only
serological marker for hepatitis B infection in Lebanese blood donors.
Epidemiol Infect 2005; 133:695-699.
MMJ VOL 29 (1): March 2017

