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Abstract: Hepatitis B Surface antigen (HBsAg) and hepatitis C infection are major global health problem and causes 

inflammation or infection of the liver disease and puts people at high risk of death from cirrhosis and liver cancer. 

This study aimed at assessing the prevalence of hepatitis B and C infections in two major hospitals located in 

Makurdi, Benue State Nigeria. A cross-sectional study was adopted. Blood specimens were collected from individuals 

who came to the laboratory for tests and experiencing symptoms of the disease. The study population was made up 

of four hundred and ninety-six patients (496), (two hundred and forty-eight (248) patients from BMMC and FMC 

respectively). Samples of blood (about 5ml) were obtained intravenously with the assistance of hospital phlebotomist. 

Data collected were tabulated and carefully double entered and analyzed using computer statistical package SPSS 

20.0. Result on the prevalence of HBsAg was 3.5% in patients who used borehole water, while 7.1% of borehole 

users tested positive for HCV. 7.3% of the low-income earners tested positive for HBsAg while 93.1% were negative. 

The difference in the prevalence of HCV by income level in FMC, Makurdi was statistically significant (p < 0.05; 

p=0.003). Prevalence of HBsAg and HCV was high in Benue State as compared to WHO criteria for HBV endemicity. 

Level of awareness of the prevalence, risk factors and treatment options for HBsAg and HCV among the population 

be increased by both governmental and non-governmental organizations. 

Keywords: Hepatitis B and C infection, Makurdi, Medical Centre, Nigeria, and Prevalence. 

1.   INTRODUCTION 

Hepatitis B Surface antigen (HBsAg) infection is a major global health problem and causes inflammation or infection of 

the liver disease and puts people at high risk of death from cirrhosis and liver cancer [1]. Globally, WHO estimates that, 

more than 2 billion people are living with HBsAg infection and over 350 million people are believed to be at risk of 

developing complications of chronic hepatitis such as cirrhosis and primary hepatocellular carcinoma [1], [2]. Although 

global prevalence rates vary, the tropical region of the world has the highest infection rates [3]. 

In Africa, mortality risk associated with HBSAg is about (25%), with a chronic infection prevalence of over 50 million 

people [4]. Hyper endemic infection rates have been reported in the Western part of Africa, indicating over 8% of the 

population chronically infected with HBV [5]. In Nigeria, a national survey carried out in 2016, reported HBsAg prevalence 

rate to be (12.2%) [6].Transmission routes of HBsAg included body fluids, contaminated sharp needles and razors, 
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transmission from mother to child during childbirth, sexual contact, and most commonly, blood transfusion. Blood 

transfusion is one of the major risk factors for HBV transmission, due to occult HBsAg infection among blood donors [5]. 

Hepatitis C virus (HCV) infection is a public health concern too and affect more than 170 million people worldwide [7], 

[8], [9]. Globally, about 130–150 million people are living with chronic HCV infection [10] with about 350,000–500,000 

lives lost every year [11]. Infection begins as acute and usually asymptomatic during early stages [12], [13]. In most 

untreated cases, the infection progresses into chronic infections and gradually develops liver fibrosis which then leads to 

cirrhosis, liver damage, and hepatocellular carcinoma (HCC) [14]. In Africa, the prevalence of HCV is between (0.1%) and 

(17.5%). There are many risk factors of acquiring HCV infection. In Sub-Saharan Africa, practices such as dental surgery, 

therapeutic injection, intravenous drug, and age have been reported as major risk factors associated with HCV infection 

[15], [16], [17]. This study was therefore aimed to determine the prevalence of hepatitis A and C co-infection in patients 

attending two selected medical centres in Makurdi, Nigeria. 

2.   MATERIALS AND METHODS 

2.1 Study Area 

The hospitals are located in Makurdi Benue State which is in the mid-belt region of Nigeria with a population of about 

4,253,641 in 2006 census [18]. Makurdi lies within the lower river Benue through in the middle belt region of Nigeria which 

lies at Longitude 70 47’ and 100 0’ East and Latitude 60 25’ and 80 8’ North. The wet season which runs from April to 

October, has well distributed rainfall with a monthly mean of 155.53 mm, an annual mean of 1 244.30 mm, and a peak in 

July/August and the dry season which runs from November to March with very little rainfall. Mean monthly relative 

humidity at 12.00 GMT range from 66%-68% in the rainy season and 15%-40% in the dry season, with an annual mean 

value of 60% [18]. Mean daily temperature varies from 15.6oC in December/January to 38oC in February/March with an 

annual mean value of 27.5oC [19].  

2.2 Ethical Clearance 

Ethical clearance was sought and obtained from BMMC and FMC, Makurdi respectively. Consenting individuals were 

recruited for the study during the daily clinic. Semi-structured questionnaires were administered after explaining the details 

of the study and procedure. 

2.3 Inclusion/ Exclusion Criteria 

Consented individuals with febrile illness were used for the study and they included patients who were sent to the laboratory 

for test. Those included are patients who do not have any symptoms of febrile illness.  

2.4 Sample Size 

Sample size was determined using this formula; n=Z
2 

P q/d
2

 

Where n=desired sample size 

Z=standard and normal deviation usually set at 1.96 or approximately 2.0 which correspond to 95% (0.05) confidence level. 

P=proportion in the target population estimated to have the particular characteristics. 

q=1.0-p 

d =degree of accuracy usually set at 0.05 (source: Research Methodology, Prof. (Mrs). Araoye) 

The sample size was determined in view of the prevalence rate of 25.5% for malaria and hepatitis from previous studies 

carried out in Kano, Nigeria [20]. Number of subjects who were studied in each group was calculated to be 200. An attrition 

rate of 10% was added to the number to arrive at the sample size. 

The calculation was based on fisher’s sample size formula [21]. 

  

N = minimum sample size,  
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Z = (1.96) constant mean deviate, 

1= constant 

P= local prevalence of similar previous study = 25.5% [19]. 

d = Degree of precision adopted for the study = 0.05 

N = (1.96)2 X 0.25 X 0.83/(005)2      = 0.535 

N= 0.535/0.0025 

N= 224 

Using attrition rate of 10%, we have 224/0.9 = 248  

2.5 Sample Collection 

Blood specimens were collected from individuals who came to the laboratory for tests and experiencing symptoms of the 

disease. The study population was made up of four hundred and ninety-six patients (496), (two hundred and forty-eight 

(248) patients from BMMC and FMC respectively). These included patients who were at the laboratory for test, (male, 

female, adult and children). Four hundred and ninety-six questionnaires were administered to adults who came to the 

laboratory for tests. The aim was to determine the prevalence rates of the disease, the associated risk factors of the diseases 

and the socio-demographic information of the patients. 

2.6 Laboratory Procedures for Hepatitis B 

Two drops of blood were added to the “specimen pad” of the hepatitis B surface antigen and HCV rapid test strips (Abon 

Biopharm [Hangzhou] Co. Ltd., P. R., China). Then, a drop of buffer solution was added. The result was read at 15 min 

according to the manufacturer's instructions. A strip with two distinct coloured lines was read as positive while with a 

single-coloured line appearing at the control region was read as negative. The test was invalid if the Control band did not 

appear. The rapid test strips have sensitivity of 99.0% (98.1%–99.6%) and specificity of 99.1% (98.5%–99.5%).  

2.7 Laboratory Procedures for Hepatitis C 

The strip from the sealed foil punch was removed and sample number was written on the strip. Two (2) drops of whole 

blood was added into the “sample pad’’ of the test strip and 1 drop of buffer was added thereafter. The result was read after 

10 minutes when the red line appeared. The presence of two colour band (One band in the control and another band in the 

test indicated a positive result). The presence of only one band in the control area indicated a negative result. 

The test was invalid if the Control band did not appear. 

2.8 Data Collection via Questionnaires 

Semi structured questionnaire which contained demographic information like age, sex, address, family size, marital status, 

ethnic group, source of water, educational status and occupation were administered to all the subjects. Other medical 

information contained in the questionnaire includes prophylaxis, use of insecticides, tribal mark/tattoo, drug abuse, alcohol 

consumption blood transfusion, previous hospitalization, previous surgery, clinical details and if any  prophylaxis is given. 

2.9 Data Analysis 

Data collected were tabulated and carefully double entered and analyzed using computer statistical package SPSS 20.0. Chi 

square test was used to determine associations between variables; correlation coefficients were used to determine 

relationships between variables. Descriptive statistics (frequency and percentages) were used in data analyses. In all the 

analyses the confidence level was held at 95% and significance was held at 0.05 level. 

3.   RESULTS 

Table 1 shows the prevalence of HBsAg and HCV according to source of water. It showed that prevalence of HBsAg was 

3.5% in patients who used borehole water, 1.9% in patients who used water from hawkers and 11.5% in patients who used 

well water. The difference in prevalence rate was not statistically significant (p>0.05; p=0.106). Result for HCV, showed 

that 7.1% of borehole users tested positive for HCV, water hawkers had 1.9% and well water had none (0.0%). The 

difference in prevalence rate was not statistically significant (p>0.05; p=0.156). 
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Table 1: Prevalence of HBsAg and HCV in relation to Source of Water in BMMC, Makurdi 

  HBsAg HCV 

Source of water Number 

examined (%) 

Number 

positive (%) 

Number 

negative (%) 

Number 

positive (%) 

Number 

negative (%) 

Borehole  170 (100) 6 (3.5) 164 (96.5) 12 (7.1) 158 (92.9) 

Water hawkers 52 (100) 1 (1.9) 51 (98.1) 1 (1.9) 51 (98.1) 

Well water 26 (100) 3 (11.5) 23 (88.5) 0 (0.0) 26 (100) 

Total 248 (100) 10 (4.0) 238 (96.0) 13 (5.2) 235 (94.8) 

  X2 = 4.495, df=2; p>0.05 

(p=0.106) 

X2 = 3.721, df=2; p>0.05 

(p=0.156) 

Table 2 shows the prevalence of HBsAg and HCV according to income level, 7.3% of the low-income earners tested positive 

for HBsAg while 93.1% were negative. None (0.0) of the middle-income earners tested positive for HBsAg while 5.6% 

were negative. The difference in the prevalence of HBsAg by income level at FMC, Makurdi was not statistically significant 

(p>0.05; p=0.296). It was equally showed that 3.8% of the low-income earners were positive for HCV while 96.2% tested 

negative for HCV, as high as 21.4% of the middle-income earners were positive for HCV while 78.6% were negative for 

the virus. The difference in the prevalence of HCV by income level in FMC, Makurdi was statistically significant (p < 0.05; 

p=0.003) as shown in (Table 3). 

Table 2: Prevalence of HBsAg and HCV in relation to marital status in Federal Medical Centre, Makurdi 

                               HBsAg HCV 

Marital 

status 

Number 

examined (%) 

Number 

positive (%) 

Number 

negative (%) 

Number 

positive (%) 

Number negative (%) 

Single 121 (100) 9 (7.4) 112 (92.6) 4 (3.3) 117 (96.7) 

Married 127 (100) 8 (6.3) 119 (93.7) 8 (6.3) 119 (93.7) 

Total 248 (100) 17 (6.9) 231 (93.1) 12 (4.8) 236 (95.2) 

 Chi square X2=0.126, df=1; p>0.05 

(p=0.723) 

X2=1.206, df=1; p>0.05(p=0.272) 

 

Table 3: Prevalence of HBsAg and HCV by Income Level in Federal Medical Centre, Makurdi 

                                         HBsAg HCV 

Income 

level 

Number 

examined (%) 

Number positive 

(%) 

Number 

negative (%) 

Number positive 

(%) 

Number negative 

(%) 

Low  234 (100) 17 (7.3) 217 (93.1) 9 (3.8) 225 (96.2) 

Middle 14 (100) 0 (0.0) 14 (5.6) 3 (21.4) 11 (78.6) 

High 0 (0) 0 (0.0) 0 (0.0) 0 (0.0) 0 (0.0) 

Total 248 (100) 17 (52.4) 231 (47.6) 12 (4.8)  236 (95.2) 

Chi square  X2=1.092,df=2;p>0.05 (p=0.296) X2=8.869,df=2;p>0.05 (p=0.003) 

Table 4 below shows the prevalence of HBsAg according to Medical Records in BMMC, Makurdi. Prevalence of HBsAg 

was 5.0% among patients on prophylaxis. The difference in prevalence among patients on prophylaxis was not statistically 

significant (X2=2.350, df=1; p>0.05, p=0.125)-Table 18. Prevalence of HBsAg was 5.9% among patients with tattoo or 

tribal marks. The difference in prevalence among patients with tattoo was not statistically significant. (X2=0.053, df=1; 

p>0.05, p=0.818). Prevalence of HBsAg was 5.6% among patients who were transfused with blood. The difference in 

prevalence among patients who were transfused with blood and those no transfused was not statistically significant 

(X2=0.004, df=1; p>0.05, p=0.95). Prevalence of HBsAg was 4.8% among those who were previously hospitalized. The 

difference in prevalence among patients who were previously hospitalized were not statistically significant (X2=0.039, df=1; 

p>0.05, p=0.843). As high as 13.3% prevalence of HBsAg was observed in patients who had surgery. The difference in 

prevalence among patients who had surgery was not statistically significant (X2=2.104, df=1; p>0.05, p=0.147). Prevalence 

was 0.0% in patients who consume alcohol and 0.0% in patients who abuse drugs. The difference in prevalence among 

them was not statistically significant (X2=1.676, df=1; p>0.05, p=0.195) and (X2=0.168, df=1; p>0.05, p=0.682). 
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Table 4: Prevalence of HBsAg according to Medical Records in BMMC, Makurdi 

Medical information Number 

examined (%) 

Number positive 

(%) 

Number 

negative (%) 

Chi square value 

Prophylaxis     

Yes  140 (100) 7 (5.0) 133 (95.0)  

No  108 (100) 6 (5.6) 102 (94.1)  

Total  248 (100) 13 (5.2) 232 (94.8) X2=0.038, df=1; p>0.05 

(p=0.846) 

Tattoo/Tribal Marks     

Yes 51 (100) 3 (5.9) 48 (94.1)  

No 197 (100) 10 (5.1) 187 (94.9)  

Total 248 (100) 13 (5.2) 232 (94.8) X2=0.053, df=1; p>0.05 

(p=0.818) 

Blood Transfusion     

Yes  18 (100) 1 (5.6) 17 (94.4)  

No 230 (100) 12 (5.2) 218 (94.8)  

Total 248 (100) 13 (5.2) 235 (94.8) X2=0.004, df=1; p>0.05 

(p=0.95) 

Previous Hospitalization     

Yes 63 (100) 3 (4.8) 60 (95.2)  

No  185 (100) 10 (5.4) 175 (94.6)  

Total  248 (100) 13 (5.2) 235 (94.8)  

    X2=0.039, df=1; p>0.05 

(p=0.843) 

Previous surgery      

Yes 15 (100) 2 (13.3) 13 (86.7)  

No 233 (100) 11 (4.7) 222 (95.3)  

Total 248 (100) 13 (5.3) 235 (94.8) X2=2.104, df=1; p>0.05 

(p=0.147) 

Drug abuse      

Yes  3 (100) 0 (0.0) 3 (100)  

No 245 (100) 13 (5.3) 232 (98.7)  

Total  248 (100) 13 (5.2) 235 (94.8) X2=0.168, df=1; p>0.05 

(p=0.682) 

Alcohol consumption     

Yes 27 (100) 0 (0.0) 27 (100)  

No 221 (100) 13 (5.9) 208 (94.1)  

Total 248 (100) 13 (5.2) 235 (94.1) X2=1.676, df=1; p>0.05 

(p=0.195) 

In (Table 5), exactly 5.7% of patients on prophylaxis tested positive for HCV while patients who were not on prophylaxis 

had 1.9% positive. The difference in prevalence was not statistically significant (X2=2.350, df=1; p>0.05 (p=0.125). Only 

2.0% of those who had tattoo or tribal marks tested positive for HCV while those without tattoo or tribal marks were 4.6%. 

This difference in prevalence was not statistically significant (X2=0.712, df=1; p>0.05, p=0.399). Only 5.6% of the patients 

who had been transfused tested positive for HCV while 3.9% of those who had not been transfused tested positive. The 

differences in prevalence were not statistically significant (X2=1.16, df=1; p>0.05, p=0.733). Patients who had been 

hospitalized had only 3.2% prevalence of HCV while those who had never been hospitalized had 4.3% prevalence. The 

differences in prevalence were not statistically significant (X2=0.161, df=1; p>0.05, p=0.689). Those who had undergone 

surgery had 6.7% while 3.9% of those who had never had surgery tested positive for HCV. The differences in prevalence 

were not statistically significant (X2=0.128, df=1; p>0.05, p=0.593). For those who indulge in drug abuse, none (0.0%) 

tested positive for HCV while as high as 29.8% of those who don’t indulge in drug abuse were positive. (X2=0.128, df=1; 
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p>0.05, p=0.721). The differences in prevalence were not statistically significant. Those who consume alcohol had 18.5% 

while those who do not drink alcohol had 30.8% prevalence of HCV. The difference in prevalence was not statistically 

significant (X2=0.008 df=1; p>0.05, p=0.927). 

Table 5: Prevalence of HCV according to Medical Records/History in BMMC, Makurdi 

Medical information Number 

examined (%) 

Number positive 

(%) 

Number 

negative (%) 

Chi square value 

Prophylaxis     

Yes  140 (100) 8 (5.7) 132 (94.3)  

No  108 (100) 2 (1.9) 106 (98.1)  

Total  248 (100) 10 (4.0) 238 (96.0) X2=2.350, df=1; p>0.05 

(p=0.125) 

Tattoo/Tribal Marks     

Yes 51 (100) 1 (2.0) 50 (98.0)  

No 197 (100) 9 (4.6) 188 (95.4)  

Total 248 (100) 10 (4.0) 238 (96.0) X2=0.712, df=1; p>0.05 

(p=0.399) 

Blood Transfusion     

Yes  18 (100) 1 (5.6) 17 (94.4)  

No 230 (100) 9 (3.9) 221 (96.1)  

Total 248 (100) 10 (4.0) 238 (96.0) X2=1.16, df=1; p>0.05 

(p=0.733) 

Previous Hospitalization     

Yes 63 (100) 2 (3.2) 61 (96.8)  

No  185 (100) 8 (4.3) 177 (95.7)  

Total  248 (100) 10 (4.0) 238 (96.0)  

    X2=0.161, df=1; p>0.05 

(p=0.689) 

Previous surgery      

Yes 15 (100) 1 (6.7) 14 (93.3)  

No 233 (100) 9 (3.9) 224 (96.1)  

Total 248 (100) 10 (4.0) 238 (96.0) X2=0.128, df=1; p>0.05 

(p=0.593) 

Drug abuse      

Yes  3 (100) 0 (0.0) 3 (100)  

No 245 (100) 10 (4.1) 235 (95.9)  

Total  248 (100) 10 (4.0) 238 (96.0) X2=0.128, df=1; p>0.05 

(p=0.721) 

Alcohol consumption     

Yes 27 (100) 1 (3.7) 26 (96.3)  

No 221 (100) 9 (4.1) 212 (95.9)  

Total 248 (100) 10 (4.0) 238 (96.0) X2=0.008 df=1; p>0.05 

(p=0.927) 

4.   DISCUSSION 

Chronic hepatitis B infection encompasses a spectrum of diseases that is defined as persistent HBV infection in the presence 

of detectable hepatitis B surface antigen (HBsAg) in the blood or serum for longer than six months, with or without 

associated active viral replication and evidence of hepatocellular injury and inflammation. This study determined the 

prevalence rate of Hepatitis B, Hepatitis C and Malaria in patients attending Bishop Murray Medical Centre (BMMC), and 

Federal Medical Centre (FMC), Makurdi. High prevalence of HBsAg was observed in this study BMMC (5.2%) and FMC 

(6.9%), other studies had reported higher prevalence of HBsAg (12.2%) [6]. Similarly, Foulifack et al. [22] and Nuobiap et 
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al. [23] had also reported high prevalence rates of (10.1%) and (12%) among blood donors in Cameroon. In contrast, Kam 

et al. [24] reported a low prevalence of (4.3%) from Port Harcourt while Agbede et al. (2007) reported a prevalence of 

(5.7%) from Ilorin.  

Prevalence of HBsAg in Bishop Murray Medical Centre, Makurdi was (5.2%) in males and (5.4%) in females. Prevalence 

of HBsAg in Federal Medical Centre, Makurdi was (5.7%) in males and (8.0%) in females. This finding supported reports 

from other studies in Nigeria, where (11.6%) HBsAg prevalence was reported from Maiduguri among pregnant women 

[25]. Frambo et al. [26] had previously reported higher prevalence rate of (9.7%) among pregnant women in Beau. Work 

done by Forbi et al. [27] had also reported very high prevalence rate of (17.1%) from female sex workers in Nassarawa 

State. In contrast, others studies had reported prevalence of HBsAg to be higher in males than females, studies from Uganda 

and other sub-Saharan African countries, reported chronic HBV infections to be more common in males [28]. This might 

be that male subjects were more exposed to the risk factor that predisposed them to this infection or the females clear it 

easily. 

These reports showed a high prevalence of HCV in Benue State. Prevalence of HCV in Bishop Murray Medical Centre, 

Makurdi was (4.0%), prevalence in males was 3.0% and females (4.7%). Prevalence of HCV in Federal medical Centre, 

Makurdi was (4.8%), prevalence in males was 4.9% while the females had 4.8%.  Similarly, high prevalence of between 

(3.4%) to (8.4%) had been reported by Lanini et al. [29] in Nigeria. Apata et al. [16] had reported prevalence of HCV to be 

between (0.1%) and (17.5%). He stressed that intravenous drug use and surgery are major risks factors. Countries with high 

prevalence of HCV are Mongolia (9.6%) to (10.8%), Georgia (6.7%), Gabon (4.9%) to (11.2%), and Cameroon (4.9%) to 

(13.8%) and Nigeria had a prevalence of (3.1%) to (8.4%) [29]. This agrees with the reports of this study. In Africa, the 

prevalence of HCV is between (0.1%) and (17.5%). In Rwanda, prevalence of HCV infection has been reported in specific 

groups of the populations such as in pregnant women and patients infected with tuberculosis and HIV [30, 31, 32]. A 

prevalence of (4.9%) was estimated in a 2011 study (Lavanchy, 2011), but a recent review by Karoney and Siiki indicates 

that this figure could be an underestimation [33]. Prevalence of HCV seems to be increasing over the years, this is because 

of challenges such as barriers to screening, cost-related factors, and inadequate knowledge and awareness of hepatitis C 

[34]. 

Prevalence of HBsAg and HCV was also observed to be higher among the singles than the married (HBsAg -singles (6.5%), 

married 4.5% and HCV-singles (4.3%), married (3.8%) in BMMC, Makurdi while (HBsAg -singles (7.4%), married (6.3%) 

and HCV-singles (3.3%), married (6.3%) in FMC, Makurdi. There are many risk factors of acquiring HCV infection [35]. 

Prevalence of malaria was (46.8%) in patients who use insecticide treated net and 70.7% in patients who did not. The 

difference in the prevalence rate between them was statistically significant (p<0.05; p=0.01). Insecticide treated nets are a 

form of personal protection from mosquito bite and it has been shown to reduce malaria [36]. In several African settings, 

insecticide treated nets were shown to reduce the death of children under 5 years from malaria by about 20% [37].  

It was observed in this study that (4.7%) of the low-income earners tested positive for HBsAg, (12.2%) of middle-income 

earners. Prevalence of HCV was (3.9%) in low income-level and 6.3% in middle-income level. Of particular interest from 

our findings is the difference in the prevalence of HBsAg among the low-income earners and the middle-income earners. It 

was observed that HBsAg is most prevalent among the middle-income earners, and may have been intensified by the lack 

of awareness about the implications of HBV infection, under-developed shared care pathways for HBV management, and 

high-risk lifestyles, inability to receive treatment due to inadequate funds among others [36]. To reduce HBV prevalence in 

Nigeria, a dedicated focus on socio-economic, cultural and population health factors are required, for example, equity of 

access of health care across rural and urban regions. 

Prevalence of HCV was (2.0%) in those with tattoo or tribal marks, (5.6%) in the patients who had blood transfusion. 

Patients who had been hospitalized had only (3.2%) prevalence of HCV, those who had undergone surgery had (6.7%), 

those who indulged in drug abuse, had none (0.0%), while those who consume alcohol had (18.5%) prevalence of HCV. 

Studies has reported that in Sub-Saharan Africa, practices such as dental surgery, therapeutic injection, intravenous drug, 

and age have been reported as major risk factors associated with HCV infection [16, 17]. The high prevalence rate of HCV 

infection in this study could be as a result of high risk behavior or life style common among patients such as intravenous 

drug use, being single or divorced, practicing risky sexual behavior, and having reduced awareness about the potential 

modes of transmission of infectious diseases or youthfulness which is associated with adventure and quest for recreation 
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which manifest in substance abuse and greatest sexual activities thus supporting the role of sexual transmission of the virus 

[38]. 

HCV and drug abuse were highly positively correlated. High prevalence rate of HCV infection in this study could be as a 

result of high-risk behaviors or life style such as intravenous drug use and blood transfusion and also having reduced 

awareness about the potential modes of transmission of HCV [38]. An HBV/HCV co-infection rate of 0.0% was obtained 

in this study. The no co-infection rate could be due to the presence of occult HBV infection which this study did not 

determine or as a result of suppression of HBV DNA multiplication by HCV (Chi-Jen and Chou-Dong 2008) leading to 

reduction in serum HBsAg titre. The no co-infection rate could also be due to global infant childhood vaccination, post 

exposure prophylaxis and antiviral therapy to HBV. The rate however disagrees with the (8.8%) prevalence found by 

Pourhassan et al. [39] among people of a local community Keffi, Nassarawa State. 

5.   CONCLUSION 

Prevalence of HBsAg and HCV was high in Benue State. The World Health Organizations’ criteria for HBV endemicity 

was (≥ 8%; high, 2–7%; moderate and < 2%; low). Prevalence was higher in females than in the males. It was equally higher 

in the singles than the married and also higher among the age group 26 – 40 years. Factors such hospitalization, blood 

transfusion and drug abuse were strongly associated with HCV. Factors such as source of water, hospitalization and surgery, 

were implicated in the prevalence of HBsAg. Findings from this study provide a critical data to assess the impact of current 

prevention and control strategies in Nigeria, and serve as a reference for designing and implementing effective public health 

management programmes towards the 2030 elimination goal of the diseases. The study therefore, recommends that, the 

level of awareness of the prevalence, risk factors and treatment options for HBsAg and HCV among the population be 

increased by both governmental and non-governmental organizations 
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