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BANGLADESH IN THE ROAD TO ELIMINATE VIRAL

HEPATITIS B
PERVIN M

The strategy of the World Health Organization

(WHO) for elimination of viral hepatitis B and C

was adopted in 2016. Bangladesh is a cosigner

of the elimination program of WHO and

preparing to eliminate the Hepatitis B virus

(HBV) related morbidity and mortality in near

future. The Global burden of chronic HBV is

approximately 257 million and in 2013 HBV

related death was about 686000 1. Bangladesh

has an estimated prevalence of 5.4% HBV

infection shown in a study carried out in 2008
2 and 7.5% HBsAg sero-prevalence in another

study and more than 10 million patients are

chronically infected with HBV and Hepatitis C

virus (HCV) 3. The morbidity and mortality from

viral hepatitis is mostly due to acute fulminate

hepatitis, cirrhosis and hepato-cellular

carcinoma (HCC) the 6th common cancer and

2nd important cause of cancer related death

globally3. More than 20,000 deaths occur

annually in Bangladesh is due to HCC and

different studies showed that 47- 61% cause of

HCC is due to HBV infection 3. The disease

burden is increasing in Bangladesh and a data

from the department of Virology Dhaka Medical

College from 2011 to 2015 showed the rate of

HBsAg positivity was always above 20%4.

Therefore the initiative of WHO was appropriate

and the response to this problem from

Bangladesh is very urgent and well timely.

Viral Hepatitis is systemic disease caused by

Hepatitis viruses (A,B,C,E and D) and spread

through parenteral route, sexual route and from

mother to child (B,C,D). Hepatitis A and E virus

spread through fecal-oral route. Infection with

HBV may produce acute hepatitis and chronic

liver disease but majority produces

asymptomatic infection and carrier state. The

spectrum of disease is diverse and variable

ranging from immuno-tolerance to carrier state

and more severe chronic active hepatitis,

cirrhosis and HCC5. It is mainly transmitted

through sharing the needle of injection syringe,

use of unsterile surgical, body piercing and

dental instruments, infected blood and blood

products, peri-natal transmission from mother

to child and sexual route 6. Its spread can be

prevented by safe injection practices, surgical

practices, treatment and vaccination of infected

mother and baby during per-inatal period and

practices of safe sex. In low endemic countries

like America where injecting drug use and high

risk sexual practice is the main route of

transmission and the young adults are the

predominant affected age group7. In Bangladesh

both the practices are increasing and studies

showed the predominant age group infected are

young adults4,8,9,10. This condition warrants

immediate action to prevent infection among

these high risk groups.

HBV has different genotypes which could

produce disease of different severity and

respond to treatment differently. In Bangladesh,

the infecting virus is mainly in the genotype C

and D which respond poor to treatment 11. It

was also found that among inactive carrier state

patients 26% had moderate necro-inflammatory

changes, 17 had severe hepatic fibrosis and 10

patients had both the changes12.  Another study

showed in spite of low viral load and Alanine

aminotransferase (ALT) level, a significant

number of patients had severe hepatic

fibrosis.13 Another study showed that HBeAg

negative patients had more severe micro

inflammation and fibrosis of liver 14. These facts

should be kept in mind while preparing

prevention strategy.

Correspondence : Dr. Monira Pervin, Associate Professor of Virology, Department of Virology, Dhaka Medical College

Received: 10 May 2017 Accepted:  01 September 2017

DOI: http://dx.doi.org/10.3329/jdmc.v26i2.38764



J Dhaka Med Coll. Vol. 26, No. 2. October, 2017

87

Treatment of HBV infection is available in

Bangladesh and patients are enjoying ant-virals

like Lamivudine, Adefovir, Entecavie and

Tenofovir11. However the response to treatment

is variable and sometimes relapses occur. It is

also a reality that treatment is still expensive

and is beyond the reach of many people of

Bangladesh.  On the other hand, HBV has

effective and safe vaccine available which can

prevent the transmission and ultimately the

adverse outcome of the disease such as cirrhosis

and HCC. Bangladesh is also producing vaccine

by its own manufacturer. Considering these

facts Bangladesh has started universal HBV

vaccination program for the children since 2004

and achieved more than 90% coverage of HBV

vaccine under 5 children 15. In addition, Safe

blood transfusion program and disposable needle

syringe program was introduced in decades ago

the result of which we have already found in

reduction of prevalence in recent time 16.

In recent years Bangladesh had expansion in

treatment facilities and in infrastructure.

Different Non Government Organizations

(NGOs), support groups like Association for

Study of Liver Diseases (ASLBD), Society of

Hepatology and Virology are participating in

diagnosis, treatment and awareness building

programs for prevention of HBV infection. These

combined effort had some impact in the

reduction of HBV prevalence in last few years

and the prevalence were reduced in general

population 16. This concerted effort of

Government and other groups will create the

basis of elimination of HBV infection by 2030.

To achieve the national target of elimination still

we have many difficulties which we need to

overcome. People are unaware about the

transmission routes, practicing unsafe surgery,

needle prick, and dental procedures which will

hamper the progress of elimination. Vaccination

is unavailable for adults from the Government

and people are also reluctant to receive vaccine

even if they are in the risk group. There is still

no designated program for control of viral

hepatitis like other infectious diseases.

Therefore, outside the cities there are no

activities related to awareness and prevention

of HBV. Bangladesh Government must consider

prevention programs for high risk people like

IDU and sex workers. To achieve the target, we

need parallel programs like Malaria, Diarrhea,

and Polio etc. to coordinate different support

group’s activities. So Government’s health

department should take multidisciplinary action

programs in awareness building and make a

national guideline for management and

prevention viral hepatitis.
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