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Abstract

Background: Jaundice is the commonest presenting features of hepatitis and it is a
common clinical condition in Bangladesh. As a country of the Asia Pacific region
Bangladesh is considered to be a high risk country for developing hepatitis by differ-
ent hepatotropic viruses. This study represents the patterns and types of viruses
among the patients admitted in a tertiary care hospitals in Bangladesh who were
presented with jaundice.

Materials and methods: Present cross sectional observational study done during a
one year study period from July 2022 to June 2023 in a tertiary care hospital,
Chattogram, Bangladesh among 114 patients. All patients who had clinical jaundice
or having serum bilirubin > 2 mg/dl were recruited in the study. Clinical data were
collected from all of them and viral serology were also done by ICT or ELISA.
Informed written consent were taken from all patients and permission for the study
were taken from ERB of the medical college.

Results: Among 114 study subjects, male were 73(64%) and female were 41(36%)
and male to female ratio was 1: 0.56. Among all, maximum were in the age range
of <20 years and 21- 30 years which were 46(40.4%) and 44(38.6%) respectively.
Regarding clinical features, 109(95.6%) had jaundice and 89(78.1%) had fever and
74(64.9%) had nausea and these were three dominant clinical features found. Viral
serology study revealed frequency of HAV, HBV, HCV and HEV infection were
43(37.7%), 9(7.9%), 1(0.9%) and 26(22.8%) respectively. There were viral
coinfections with (HAV+HEV), (HAV+HBV) and (HBV + HEV) and it were 8(7.0%),
4(3.5%) and 3(2.6%) respectively. Among all 20(17.5%) cases were tested negative
for hepatotropic viruses. Again 6(5.3%) had Anti HBc Positivity and 2(1.8%) cases
were found coinfected with HIV.

Conclusions: In a year round, HAV and HEV are two common viral infection causing
jaundice among the locality. HBV had a significant level of infection with low level
HCV causing jaundice. Two HIV coinfection is an alarming condition found among
the jaundice patients which need further exploration and risk factor evaluations.
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INTRODUCTION

Viral hepatitis are common infectious disease in Bangladesh.! Hepatotropic viruses
like A, B, C and E are the common viruses responsible for it. But other uncommon
viruses also may cause jaundice but these viruses mostly remain undiagnosed. Viral
hepatitis constitutes huge burden to the health care delivery system and it has an
economic impact in Bangladesh.'

Among the different hepatotropic viruses hepatitis E virus is the leading cause of
acute hepatitis in this country.2 For chronic liver disease, hepatitis B virus is one of
the main cause and its prevalenceis 5-6% in our country and next to it is hepatitis C
and its prevalence is 1%.>
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Hepatitis A also prevailing in our country and its frequency
increases during rainy season. Epidemic and sporadic outbreaks
of acute hepatitis in low-income countries, such as Bangladesh,
are commonly caused by HAV and HEV, which are
predominantly transmitted via the fecal-oral route.* The
clinical manifestations of HAV infection vary from
asymptomatic infection to Acute Liver Failure (ALF) but do
not lead to chronic hepatitis. Hepatitis A causes mild-to-severe
manifestations, including fever, malaise, loss of appetite,
diarrhea, nausea, abdominal discomfort, dark-colored urine and
jaundice. Clinical manifestations of HAV depend on the age of
the patients, mild symptoms are observed in children and
severe infections in adults.’

These four main types of hepatitis viruses are of greatest
concern because of the burden of illness and death they cause
and the potential for outbreaks andepidemic spread Bangladesh.
In particular, types B and C lead to chronic disease in hundreds
of millions of people and, together, are the most common cause
of liver cirrhosis and cancer.® Little data are available on
hepatitis prevalence in Bangladesh specially in the context of
Chattogram, southern part of Bangladesh.” So, present study is
aimed to observe the frequency of different hepatotropic
viruses causing hepatitis in our context.

MATERIALS AND METHODS

Present cross sectional observational study was conducted in a
tertiary care hospital of Chattogram during a one year study
periods from July 2022 to June 2023 among 114 patients.
Patients with clinical jaundice or serum bilirubin <2 mg/dl with
clinical diagnosis of hepatitis were the study subjects. After
explanation of the study procedure, informed written consent
was taken from all patients to be included in the study. After
getting the clinical data on a case record form, 5 ml of venous
blood was collected to test the presence of hepatotropic viral
markers like HAV, HBV, HCV and HEV. Testing was done by
Immunochromatographic (ICT) methods or Enzyme Linked
Immunosorbent Assay (ELISA) for using standard testing kits
available in the testing labs, Chattagram Maa-O-Shishu
Hospital Medical College (CMOSHMC). Patients those were
positive for HBV were undergone HIV testing also by ICT. All
testing were done in clinical pathology and microbiology
Department of Chattagram Maa-O-Shishu Hospital and data
were included in the Microsoft Excel for further analysis.
Ethical clearance was obtained from the ERB of CMOSHMC
to conduct the study. Funding of the study was provided by the
CMOSHMC research fund from the yearly allocation to move
research further forward.

RESULTS
Table I Age distribution of the respondents

Age Group

O <20 years| 4601 40.4
0 21-30 years! | 441] 38.6
0 31-40 years! | 140 12.3
0 41-50 years! | 401 35
0 51- 60 years! | 30 2.6
0 >60 years| 30 2.6
[ Totall | 1140 100.0
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Table I showing gender and age distributions of study patients
where male were 73(64%) and female were 41(36%), male to
female ratio was 1: 0.56. Maximum were in the age range of <20
years and 21- 30 years which were 46(40.4%) and 44(38.6%)
respectively. Age group >60 years were 3(2.6%) only.

Table II Clinical features of the respondents

Clinical features [ Number[ Percent
Feverl] 891] 78.1
Nauseal] 7411 64.9
Vomiting[] 70 6.1
Jaundice[ 1090 95.6
Abdominal pain [ 6601 57.9
Headachel ! 41 3.5
Anorexial | 300 24 .4
Diarrhoeal’l 100J 8.8
Fatiguel] 2007 17.5
H/O liver disease [ 80 7.0

Table II showing different clinical features of study patients
where 109(95.6%) had jaundice and 89(78.1%) had fever and
74(64.9%) had nausea and these were three dominant clinical
features. Regarding other features vomiting 7(6.1%),
abdominal pain 66(57.9%), headache 4(3.5%), anorexia
30(24.4%) diarrhea 10(8.8%), fatigue 20(17.5%) and H/O liver
disease were 8(7.0%)

Table III Virologic patterns of hepatitis (n-114)

Types of viruses[] Frequency Percent (%)
HAV[] 4311 37.7
HBVII 9] 7.9
HCVT 10 9
HEV1] 261 22.8
Unknown[] 200 17.5
HAV + HEVI[] 81 7.0
HAV + HBV[ 47] 3.5
HBV + HEVIJ 30 2.6
Anti HBc Positivity ! 601 53
HIV coinfection(] 20 1.8

Table III showing frequency of HAV, HBV, HCV and HEV
infection were 43(37.7%) 9(7.9%) 1(0.9%) and 26(22.8%)
respectively. There were viral coinfections with (HAV+HEV)
(HAV+HBV) and (HBV + HEV) and those were 8(7.0%)
4(3.5%) and 3(2.6%) respectively. Among all, 20(17.5%) cases
were tested negative for hepatotropic viruses. Again 6(5.3%)
had Anti HBcpositivity and 2(1.8%) cases were found
coinfected with HIV.

DISCUSSION

In the present study, among 114 hepatitis cases analyzed,
frequency of HAV, HBV, HCV and HEV infection were
43(37.7%) 9(7.9%) 1(0.9%) and 26(22.8%) respectively.
Limited data are available on hepatitis prevalence in
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Bangladesh specially from southern part of Chattogram.” But
according to WHO, Bangladesh is one of the countries or areas
with moderate to high risk of hepatitis A and hepatitis B.”
Bangladesh is considered to be a country where hepatitis A
infection is hyperendemic with 100% of children <6 years of
age exposed and immune to HAV.® As a South East Asian
country Bangladesh is considered endemic for Hepatitis B
Virus (HBV) infection.” It was found that HEV carries alow
mortality of 0.5-4% among the general populations but this
figure approaches >75% in developing countries, such as
Bangladesh, in the second/third trimester of pregnancy and in
patients with fulminant hepaticFailure.'® In Bangladesh,
information about prevalence of HBV infection is scarce and
there is no available data on HDVinfection.!' In a study done
among the HCWs, HBsAg positivity was found to be 8% in
Bangladesh.® A study conducted in Dhaka, Bangladesh by
Ashraf et al.'? found that the HBsAg prevalence of 6.5%
among the common population 3%among healthy adults and
children and 3.5% amongpregnant women, however, a much
lower rate (0.8%) was observed among school children.
Among the HBV positive patients, two cases were also
positive for HIV. Since both the hepatitis B virus and the HIV
virus share similar transmission routes, it isnot surprising that
there is a high frequency of coinfection.!*> HBV infection is
itself a dynamic disease and coinfection with HIV considerably
complicates its diagnosis and management because the more
rapid development of circulated HBV virus in the body. But co-
infection with HBV is a preventable cause of chronic liver
disease among HIV-infected patients.'®!'> There were viral
coinfections found in our study where (HAV+HEV)
(HAV+HBYV) and (HBV + HEV) and it were 8(7.0%) 4(3.5%)
and 3(2.6%) respectively. HAV and HEV shares common
routes of transmission but coinfection with HBV with those
may be incidental findings as routes of HBV transmission is
not as same as the HAV or HEV.! It needs further study in
future.

Gender distributions revealed, male were 73(64%) and female
were 41(36%), male to female ratio was 1: 0.56. More hepatitis
patients were in the age range of <20 years and 21- 30 years
which were 46(40.4%) and 44(38.6%) respectively. In an
carlier study regarding age range found more hepatitis were
aggregated in younger age groups.'®

Pattern of Viruses among the Jaundiced Patients Admitted

Evaluations of different clinical features of study patients,
109(95.6%) had jaundice and 89(78.1%) had fever and
74(64.9%) had nausea and these were three dominant clinical
features. Regarding others features vomiting 7(6.1%)
abdominal pain 66(57.9%) headache 4(3.5%) anorexia
30(24.4%) diarrhea 10(8.8%) fatigue 20(17.5%) and H/O liver
disease were 8(7.0%). In a study done by Battaet al. found the
sign and symptoms developed by the hepatitis affected patients
were classical sign and symptoms.'” Theyfound Jaundice
(28.57%) and weight loss (28.57%) were mostcommon with
loss of appetite (10.71%). It was an interesting observation that
5.71 % of patients reported to have itchy skin. Itchiness is
developed in particularly hepatitis A patients as aresult of
cholestasis. So in the present study setting these are some
common history and examination findings among the patients
of hepatitis and these are as expected.' A significant number of
patients of hepatitis were found virologically negative. So
possibilities of other non hepatotropic viruses or different
causes of hepatitis may be related with this findings and it
needs further exploration and it may be an interesting topic of
future research.

CONCLUSION

HAYV and HEV infections are the most common causes of acute
hepatitis in Bangladesh as also found in our study. However,
the real magnitude of HAV and HEV infections and HAV and
HEV related acute hepatitis is under-recognized in Bangladesh,
requiring further attention. HBV and HCV are two further
threats for chronic hepatitis though former one is highly
prevailing then the later in our country and Chattogram.
Coinfection with HBV and HIV needs further attention.
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