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Abstract
Occult hepatitis B infection (OBI) is manifested by presence of very low levels (<200IU/mL)

of Hepatitis B viral DNA (HBV DNA) in the blood and the liver while exhibiting undetectable

HBV surface antigen (HBsAg). The molecular mechanisms underlying this occurrence are

still not completely understood. This study investigated the prevalence of OBI in a high-risk

Australian population and compared the HBV S gene sequences of our cohort with refer-

ence sequences. Serum from HBV DNA positive, HBsAg negative, and hepatitis B core an-

tibody (anti-HBc) positive patients (study cohort) were obtained from samples tested at

SEALS Serology Laboratory using the Abbott Architect, as part of screening and diagnostic

testing. From a total of 228,108 samples reviewed, 1,451 patients were tested for all three

OBI markers. Only 10 patients (0.69%) out of the 1,451 patients were found to fit the selec-

tion criteria for OBI. Sequence analysis of the HBV S gene from 5 suspected OBI infected

patients showed increased sequence variability in the ‘a’ epitope of the major hydrophilic re-

gion compared to reference sequences. In addition, a total of eight consistent nucleotide

substitutions resulting in seven amino acid changes were observed, and three patients had

truncated S gene sequence. These mutations appeared to be stable and may result in alter-

ations in HBsAg conformation. These may negatively impact the affinity of hepatitis B sur-

face antibody (anti-HBs) and may explain the false negative results in serological HBV

diagnosis. These changes may also enable the virus to persist in the liver by evading im-

mune surveillance. Further studies on a bigger cohort are required to determine whether

these amino acid variations have been acquired in the process of immune escape and

serve as markers of OBI.

Introduction
Hepatitis B virus (HBV) is the most common transplant and transfusion-transmitted disease
and the leading cause of liver cirrhosis and hepatocellular carcinoma globally. Despite the
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availability of an effective vaccine, the virus still infects over 350 million people worldwide, and
is endemic in countries such as China. Currently both diagnosis and antiviral therapy for HBV
infection primarily targets the hepatitis B surface antigen (HBsAg). The “a” epitope within the
major hydrophilic region (MHR) has been identified as the dominant target of neutralising an-
tibody. Mutations in this region can cause reduced binding of anti-HBs antibody, leading to
immune escape of the virus, and continuing replication [1].

Occult Hepatitis B infection (OBI) is defined by the absence of HBsAg despite the presence
of HBV DNA in the liver, blood serum, or peripheral blood mononuclear cells (PBMCs), irre-
spective of the presence of other hepatitis B viral antibodies and antigens[2]. OBI poses a signif-
icant risk to those receiving blood transfusions or tissue transplants because conventional
donor screening with HBsAg and anti-HBc may yield serologically negative results despite the
presence of HBV DNA[3]. It has been shown that 20% of OBI infections are negative for all
HBV serological markers while HBV DNA is present[4] although the HBV viral load is often
low[2]. This means detection of OBI can be challenging due to the extremely low levels of viral
DNA (<200IU/mL) in infected individuals without detectable HBsAg[5]. At times, anti-HBc
can be used as a less than ideal surrogate marker for identifying potential seropositive OBI[5].

Despite numerous studies of OBI, its prevalence is unclear. This is due to the varying preva-
lence of OBI in cohort studies, small sample sizes, a lack of appropriate controls, and varying
assay sensitivities used in detection across testing centres[6–8]. Although there have been stud-
ies aiming to identify OBI prevalence in some populations, to date, there has been no study
characterising the prevalence of OBI cases in Australia. The underlying immunological and
molecular mechanisms of OBI are not completely understood. The failure of assays to detect
HBsAg in OBI infection is attributable to mutations of the S and pre-S1/2 genes which may
cause modifications to hepatitis B surface antigenicity[9,10]. Mutations of the S gene may be
responsible for negative results in individuals tested with standard assays[11,12]. The exact
mechanism by which HBsAg remains undetected is poorly understood, due partly to difficul-
ties of full-length DNA sequencing with low levels of viral DNA typical in the sera of OBI
infected individuals.

This study aimed to detect the prevalence of OBI in a high-risk cohort and investigate the
mutations of HBV DNA among these OBI infected patients.

Materials and Methods

Sample selection
The project was approved by the Human Research Ethics Committee at NSWHealth, South
Eastern Sydney Local Health District, submission code AU/61177915. The samples were de-
identified by a person independent of the study using a coding system blinded to the main op-
erator. We accessed the SEALS database for serum samples that were tested for HBV markers
from 2007 until 2014. Serum sample volumes ranged from 0.5–1.5mL. The ethics committee
approved the consent procedure and the study was deemed to be of low/negligible risk and
compliant with the Human Tissue Act, 2007. The HREC approved the right to waive procure-
ment of consent from patients whose samples were used for this study. From the pool of HBV
related tests, samples that were HBV DNA positive, anti-HBc positive, and HBsAg negative
were selected for the study cohort. Testing for HBsAg and anti-HBc was performed using the
Abbott Architect HBsAg Qualitative II and Abbott Architect Anti-HBc kits respectively (Ab-
bott Diagnostics), whilst preliminary testing of HBV DNA was performed using the COBAS
Ampliprep/COBAS TaqMan HBV Test v.2 (Roche Diagnostics) (LOD = 9 IU/mL). Patient
consents were obtained by the physicians requesting testing for HBV, there was no access to
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patient records apart from HBV related tests, and these were undertaken as part of a quality ex-
ercise in the laboratory.

HBV DNA extraction and nested polymerase chain reaction (PCR)
All samples were further tested for HBV DNA. Serum samples were concentrated using a high-
speed centrifuge at 24,000g for 57 minutes at 4°C and DNA was extracted from 200μL of con-
centrated serum using QIAamp DNAMini Kit (Venlo, Limburg, Netherlands) with a final elu-
tion volume of 50μL.

A nested PCR protocol[13] was modified in this study and used in PCR with a final ampli-
con size of ~1Kb that covers the HBsAg region as well as domains A to E of the overlapping po-
lymerase region. dH2O was used as negative control to avoid false positives. In the first round
PCR, master mix consisted of: 1x PCR Buffer (Bioline, London, UK), 2.5mMMgCl2 (Bioline,
London, UK), 0.2mM dNTPs (Promega, Madison, WI, USA), 0.2μM forward primer 5’-AGC
CCT CAG GCT CAG GGC ATA-3’ (Sigma-Aldrich, St. Louis, MO, USA), 0.2μM reverse
primer 5’-CGT TGC CKD GCA ACS GGG TAA AGG-3’, 0.1μL Taq Polymerase per 25μL
total volume (Bioline, London, UK), and dH2O. Amplification was performed using the follow-
ing conditions: 95°C for 5 mins; 34 cycles of 94°C for 30 secs, 52°C for 30 secs, 72°C for 1 min;
and final incubation at 72°C for 2 mins.

Master mix in the second round PCR consisted of: 1x PCR Buffer, 1.5mMMgCl2, 0.2mM
dNTPs, 0.2μM forward primer 5’-TCA TCC TCA GGC CAT GCA GT-3’, 0.2μM reverse prim-
er 5’-GAC ACA CTT TCC AAT CAA TNG G-3’, 0.2μL Taq Polymerase per 50μL total vol-
ume, and dH2O. PCR was carried out using the following conditions: 95°C for 5 mins; 34
cycles of 94°C for 30 secs, 50°C for 30 secs, 72°C for 1 min; and final incubation at 72°C for 7
mins. The amplicons were subjected to electrophoresis and confirmed by comparison to refer-
ence bands on a 1000bp EasyLadder II (Bioline, London, UK).

PCR purification and sequencing
Purification of second round PCR amplicons was performed using Wizard SV Gel and PCR
Clean-Up System (Promega, Madison, WI, USA) and polyethylene glycol (PEG) precipitation
method. Purified amplicons were then used in sequencing reactions with forward primers 5’-
TCA TCC TCA GGC CAT GCA GT-3’ and 5’-ACT GAG CCA GGA GAA AGC GAC TGA
GGC-3’, and reverse primers 5’-GAC ACA CTT TCC AAT CAA TNG G-3’ and 5’-TAT CAA
GGA ATT CTG CCC GTT TGT CCT-3’ respectively. The sequencing PCR was performed for
25 cycles at 96°C for 10 secs, 50°C for 5 secs, and 60°C for 4 mins. The sequencing products
were then sent to the Ramaciotti Centre (BABS, UNSW, Sydney, Australia) for DNA
Sanger sequencing.

Phylogenetic Analysis
Four local non-occult samples sourced from SEALS at POWH dating from January 2007 until
March 2013 were sequenced and used as local references. These local references had a serologi-
cal profile of HBsAg positive, anti-HBc positive and HBV DNA positive. Furthermore, HBV
genotype C sequences were retrieved from GenBank as references and a consensus sequence
was made from seven GenBank references. All sequences were aligned using ClustalW2. Phylo-
genetic and molecular evolutionary analyses were conducted using MEGA version 5.2. Genetic
distances were estimated using the Kimura two-parameter method, and standard errors of dis-
tances were computed using a bootstrap method (1,000 replicates). A phylogenetic tree was
constructed with the neighbour-joining method, and its statistical significance was tested by
the bootstrap method (1,000 replicates).
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Results
Samples used in the current study were sourced from an archive of all tests relating to HBV in-
fection in the period 2007 to 2013. In the given time frame, SEALS at POWH conducted a total
of 228,108 serological and molecular tests that were related to HBV infection. Of the 105,694
samples tested for HBsAg, 81,709 tested negative and 21,985 were positive. Additionally, of the
78,089 samples tested for anti-HBc, 64,699 were negative while 13,390 samples were positive
for the antibody. For molecular testing, HBV DNA detection was conducted in 33,202 samples
resulting in 4,303 HBV DNA positive samples. Results of other serological markers tested are
presented in Fig. 1. In some cases multiple samples from the same patient were tested at
different times.

A total of 1,451 patients were tested for our three OBI markers. Twenty three patients out of
1,451 (1.59%) had concurrent HBsAg negativity, anti-HBc positivity and HBV DNA positivity.
However, in 11/23 patients, we were unable to confirm persistent (>6 months) low levels of
HBV DNA (<150 IU/mL) and HBsAg negativity. A further two patients had insufficient and
inconsistent serological data and were therefore disqualified from the study cohort. After strin-
gent identification of sample data and availability that fit the selection criteria, a total of 10 out
of 1,451 (0.69%) possible OBI cases comprised the study cohort.

A nested PCR protocol obtained from Health Protection Agency[13] was employed to de-
tect the presence of HBV viral DNA in serum. Modification of the protocol achieved a limit of
detection of 6.25 IU/mL (1.25 IU/reaction) (Fig. 2). Serum from patients was subjected to viral
DNA extraction and PCR. Of the 10 possible OBI cases, five showed the presence of HBV
DNA in serum. The clinical and serological data are described in Table 1. Two of the five pa-
tients were female, the patient age ranged from 47–76 years, and there were 2–9 samples from
each patient. Samples that showed a distinct band at 1000bp were considered HBV PCR posi-
tive and are shown in Table 1. Consequently, samples that did not show a band as a mark of
successful amplification were marked HBV PCR negative.

The amplified 1000bp fragment encompassing the S gene was purified and sequenced. Ini-
tial comparison with reference sequences from GenBank revealed that all five patients in our
cohort carried sequences resembling the HBV genotype C (data not shown).

Fig. 3 illustrates three primary groupings of the OBIs and references. All the local non-OBI
and GenBank HBV genotype C reference sequences were grouped together with a bootstrap
value of 100%. Samples 1A, 1C, 2C, 3A, 5A and 5B formed another group with a 100% boot-
strap value, whilst 2B and 4A clustered together in a third group with a bootstrap value of 99%.

In order to establish the reason for this tight clustering, nucleotide and amino acid sequence
alignment of the most recent samples of OBIs, non-OBI local references and GenBank consen-
sus sequence was performed. Higher sequence variability was observed in this region in our co-
hort compared to reference sequences (Fig. 4). Amino acid variations at positions 110, 113,
114, 122, 126, 131, 134, 143, and 158–161 are known genotype- or subtype-related. To our
knowledge however, the variations at positions 116, 118, 120, 121, 123, 127, 129, 142 and 145
may be rare mutations. Furthermore, amino acid sequences from samples 2B, 3A, and 4A car-
ried stop codons at positions 199, 161 and 143 (within and outside the MHR) respectively, and
may result in truncated S proteins (Fig. 4).

Closer examination of the nucleotide alignment of the full 681-nucleotide S gene revealed a
total of eight nucleotide changes which translated into seven amino acid changes consistent in
our cohort samples, as compared to reference sequences (Table 2, Fig. 4). Two of the substitu-
tions were concurrent nucleotides, resulting in an amino acid change. Due to the overlapping
nature of the S and polymerase ORFs, we were determined to investigate whether these substi-
tutions also affect amino acid sequences in the polymerase. The first nucleotide of a polymerase
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codon corresponds to the third nucleotide of an S codon. Of the eight-nucleotide substitutions,
only four were sense mutations and led to three amino acid changes in the polymerase ORF
(Table 2).

Fig 1. HBV infection related tests conducted by SEALS from the January 1st 2007 –March 15th 2013. From January 2007 until March 2013, SEALS at
POWH conducted 228, 108 tests that were related to HBV infection. Of the 105, 694 samples tested of HBsAg, 81,709 were negative while 21,985 tested
positive. There were 5,568 HBeAg samples tested. Nine hundred seventy-five samples were HBeAg positive while 4,593 were HBeAg negative. Additionally,
out of the 5,555 anti-HBe tests, 2,447 samples were positive and 3,108 were negative. Of the 78,089 samples tested for anti-HBc, 64,699 were negative
while 13,390 samples were positive. Lastly, 4,303 out of 33,202 samples tested for HBV DNA were positive. From these tests, 23 patients were possible OBI.
However, only 10 patients were in compliance with the study criteria (HBsAg negativity, HBV DNA and anti-HBc positivity) that comprised out study cohort.

doi:10.1371/journal.pone.0117275.g001

Occult Hepatitis B Infection in a High-Risk Population

PLOS ONE | DOI:10.1371/journal.pone.0117275 March 12, 2015 5 / 13



To further study these substitution mutations in our cohort, we performed alignment of nu-
cleotide sequences from patient samples collected at different time points. A summary of nu-
cleotides at the corresponding positions is shown in Table 3.

The earliest time-point for Patient 1, 1D (nominated 0 day), carried the wild-type nucleotide
in all eight substitution sites. Serology data of this sample demonstrated HBsAg positivity
(Table 1). Interestingly, the next sample collected 468 days after, 1C (nominated 468 days), had
substitutions in at least six sites (we were unable to determine the nucleotides at positions 11
and 620 for this sample due to sequence quality). At a later time-point, sample 1A (nominated
1809 days) carried all eight substitutions and was also HBsAg negative.

In Patient 3 at the earliest time-point, 3C (nominated 0 day), seven of eight substitutions
were observed. Nucleotide position 133 remained the same as wild-type whilst the cytosine at
nucleotide position 140 was substituted by a guanine. This sample tested positive for HBsAg.
In the following sample collected, 3B (nominated 495 days), the wild-type guanine in nucleo-
tide position 133 and the guanine in nucleotide position 140 were substituted by a thymine in
both positions. HBsAg testing returned negative result. The third sample collected, 3A (nomi-
nated 712 days), had substitutions in all eight sites and was HBsAg negative as well.

Subsequently, alignment of amino acid sequences obtained from GenBank was performed.
When we compared GenBank OBI (n = 40) to other HBV Genotype C (n = 40), we found a sig-
nificant number of amino acid substitution at position 47 (22.5% vs. 0% respectively; data not
shown). There were no significant changes in all other positions.

Discussion
Global studies of OBI show the prevalence is variable depending on the population studied, de-
mography, and assay sensitivities used[6]. OBI infection is commonly observed in patients co-
infected with non-occult HCV[14], HIV[15,16], and associated with hepatocellular carcinoma
(HCC) development[17]. In Korea, HBV DNA was detected in 31/195 (15.9%) healthy Korean
subjects without detectable HBsAg, anti-HCV and anti-HIV[18]. Also, a Chinese study ob-
served HBV DNA in 15/254 (5.91%) subjects without detectable HBsAg[19]. Additionally, OBI
was more prevalent in male participants (23%) as compared with female participants (8%)[18].

Fig 2. Limit of detection of designed PCR in amplifying the S gene of HBV DNA. The PCR was performed on serially diluted World Health Organization
International Standard for Hepatitis B virus DNA with an initial viral concentration of 1x106 IU/mL. Lane 1: 1000bp ladder; lane 2: DNA from HBV infected
sample (positive control); lane 3: 20,000IU/mL, lane 4: 2,000IU/mL; lane 5: 200IU/mL, lane 6: 100IU/mL; lane 7: 50IU/mL; lane 8: 25IU/mL; lane 9: 12.5IU/mL;
lane 10: 6.25 IU/mL; lane 11: 3.125IU/mL; lane 12: 1.5625IU/mL; lane 13: dH2O (negative control).

doi:10.1371/journal.pone.0117275.g002
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Although numerous studies have been conducted, the exact prevalence of OBI is still not well
defined, with no study of OBI published from Australia.

Difficulties associated with the commercial HBsAg assays’ ability to detect HBsAg linked to
mutations in the “a” epitope are well documented[20,21] In this study, HBsAg was tested by
SEALS using Abbott Architect HBsAg Qualitative II with a sensitivity of 0.019–0.02 IU/mL.
This is comparable to 17 European commercial assays with lower limits of detection 0.018 to
0.1 IU/mL using the WHO HBsAg standard[22]. Using these assays, we established that out of
the 1,451 patients tested for HBsAg, anti-HBc and HBV DNA, only 0.69% (10 patients) had
OBI according to the established criteria.

One of the difficulties of studying OBI is the low level of HBV DNA in serum. Using a sensi-
tive RT-PCR protocol we were able to amplify and sequence the HBV S gene from five patients.
When compared with GenBank reference sequences our cohort clustered with HBV genotype
C. This genotype is common in East Asian countries and has been linked with advanced hepat-
ic disease[23,24]. The risk of HCC for patients with genotype C was reported to be 5-fold
higher than patients with genotypes A or B[25]. Genotype C is also known to be more prone to
mutations in the HBV genome[26]. Previous studies have suggested mutations in the major hy-
drophilic region of the S gene, particularly within and surrounding the “a” epitope, are crucial
for the occurrence of OBI[10,27,28]. The “a” epitope is on the MHR of the small S protein
found between amino acids 124 and 147. Overall, 4/5 patients in our cohort carried mutations

Fig 3. Cluster sequence of OBIs, non-OBI local references and GenBank sequences. An unrooted
phylogenetic tree of HBV DNA S gene was constructed using the neighbour-joining method using eight OBI
sequences, four local non-OBI reference sequences and seven genotype C sequences retrieved from
GenBank labelled with their accession number. The OBI sample names on the tree correspond to the
samples presented in Table 1. The vertical bar or 0.01 indicates the number of nucleotide substitutions per
site. There is 100% reliability that Local References 1 to 4 and GenBank references will be grouped together.
Similarly, 1A, 1C, 2C, 3A, 5A, and 5B have 100% reliability while 4A and 2B have a 99% bootstrap value.

doi:10.1371/journal.pone.0117275.g003
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in the MHR that have not been associated with genotype variability. Among mutations related
to immune escape, the G145R mutation has been most frequently encountered worldwide
[29,30]. This mutation was absent in our cohort. However, two of our patients carried a

Fig 4. Amino acid sequence alignment of the HBV small S protein. The numbers on the right indicate the amino acid position. The common substitutions
identified in this study are shown in closed boxes. The “a” epitope is shown in dashed box. Asterisks indicate known genotype- or subtype-related variability.
‘-’ Indicates stop codon. Local references were samples obtained from SEALS at POWH dating from January 2007 until March 2013 with a serological profile
of HBsAg positive, anti-HBc positive and HBV DNA positive.

doi:10.1371/journal.pone.0117275.g004
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mutation in the position adjacent to G145 (D144V/A), whilst one had a mutation at position
142 (P142I). Both have been associated with the decrease in HBsAg secretion[31]. Further
amino acid residues from positions 120 to 123 were considered to be essential for the antigenic-
ity of HBsAg[32]. One of our patients carried the C121F and T123K mutations. We also dis-
covered premature stop codons in 3 patients, which may lead to truncated HBsAg. A previous
study showed that 39% of occult samples had early S ORF termination[33]. HBsAg protein
truncation may alter antigenicity leading to undetected serum HBsAg. These changes may en-
able the virus to persist in the liver by evading immune surveillance.

To our knowledge, previous studies have not identified any single mutation or mutations
that act as markers for the occurrence of OBI. The majority of mutations reported only present

Table 3. Nucleotide substitutions over time in the HBV S gene of Patients 1 and 3.

Nucleotide Position Wild-Type Nucleotide Patient 1

Day 0 Day 468 Day 1809

11 C C N/A T

133 G G T T

139 A A G G

140 C C T T

146 C C T T

337 A A T T

479 G G A A

620 A A N/A G

Patient 3

Day 0 Day 495 Day 712

11 C T T T

133 G G T T

139 A G G G

140 C G T T

146 C T T T

337 A T T T

479 G A A A

620 A G G G

N/A Not Available

doi:10.1371/journal.pone.0117275.t003

Table 2. Nucleotide substitutions in the HBV S gene of OBI cohort with corresponding amino acid
changes in the small S protein and polymerase.

Nucleotide
Substitution

Amino Acid Substitution (Small S
Protein)

Amino Acid Substitution
(Polymerase)

C11T T4I non-sense

G133T/A A45S/T rtS53N/I/V

A139G and C140T/G T47V/G rtH55R

C146T P49L non-sense

A337T T113S rtN121I

G479A R160K non-sense

A620G N207S non-sense

doi:10.1371/journal.pone.0117275.t002
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in unique strains. We identified a total of seven amino acid changes outside the MHR region in
the small S protein which distinguished our cohort from local and GenBank HBV reference se-
quences. Two of these amino acid changes, T113S and R160K, have been reported previously
to be genotype/subtype-related amino acid variations. When considered in the context of the
overlapping polymerase ORF, only three amino acid changes were observed, thus minimising
the possibility of reduced enzymatic efficiency. Our data also suggested that these substitutions
occur over time and are stable in our group of patients. This may be a consequence of reduced
environmental pressures (i.e. anti-viral drugs and immune response) resulting from immune
evasion. When we compared our cohort with a larger OBI cohort study performed in Korea
[33], only amino acid position 47 showed significant change (22.5%). It should be noted that
none of the GenBank genotype C reference sequences carried this amino acid change.

We established a prevalence of 0.69% OBI in the selected Australian cohort. In addition, we
identified eight nucleotide changes which translated into seven amino acid changes in the
small S protein and polymerase genes that may cause altered antigenicity and low viral replica-
tion. This may then lead to undetectable HBsAg and extremely low levels of HBV DNA in the
serum. These changes may also enable the virus to persist in the liver by evading immune sur-
veillance. Further studies of a larger cohort are required to determine whether these amino acid
variations have been acquired in the process of immune escape and serve as markers of certain
types of OBI.

Acknowledgments
This work would have not been possible without the contributions of SEALS and Virology Di-
vision Laboratory at POWH.

Author Contributions
Conceived and designed the experiments: MCM CCK CB PRWDR. Performed the experi-
ments: MCM CCK. Analyzed the data: MCM CCK CB PRWDR. Contributed reagents/materi-
als/analysis tools: MCM CCK CB PRWDR. Wrote the paper: MCM CCK CB PRWDR.

References
1. Locarnini SA, Yuen L (2010) Molecular genesis of drug-resistant and vaccine-escape HBVmutants.

Antivir Ther 15: 451–461. doi: 10.3851/IMP1499 PMID: 20516565

2. Candotti D, Allain JP (2009) Transfusion-transmitted hepatitis B virus infection. J Hepatol 51: 798–809.
doi: 10.1016/j.jhep.2009.05.020 PMID: 19615780

3. Liu CJ, Chen DS, Chen PJ (2006) Epidemiology of HBV infection in Asian blood donors: emphasis on
occult HBV infection and the role of NAT. J Clin Virol 36 Suppl 1: S33–44. PMID: 16831692

4. Torbenson M, Thomas DL (2002) Occult hepatitis B. Lancet Infect Dis 2: 479–486. PMID: 12150847

5. Raimondo G, Allain JP, Brunetto MR, Buendia MA, Chen DS, et al. (2008) Statements from the Taor-
mina expert meeting on occult hepatitis B virus infection. J Hepatol 49: 652–657. doi: 10.1016/j.jhep.
2008.07.014 PMID: 18715666

6. Chemin I, Trepo C (2005) Clinical impact of occult HBV infections. J Clin Virol 34 Suppl 1: S15–21.
PMID: 16461218

7. Schmeltzer P, Sherman KE (2010) Occult hepatitis B: clinical implications and treatment decisions. Dig
Dis Sci 55: 3328–3335. doi: 10.1007/s10620-010-1413-0 PMID: 20927592

8. Wang JT, Lee CZ, Chen PJ, Wang TH, Chen DS (2002) Transfusion-transmitted HBV infection in an
endemic area: the necessity of more sensitive screening for HBV carriers. Transfusion 42: 1592–1597.
PMID: 12473140

9. Fang Y, Teng X, XuWZ, Li D, Zhao HW, et al. (2009) Molecular characterization and functional analysis
of occult hepatitis B virus infection in Chinese patients infected with genotype C. J Med Virol 81: 826–
835. doi: 10.1002/jmv.21463 PMID: 19319940

Occult Hepatitis B Infection in a High-Risk Population

PLOS ONE | DOI:10.1371/journal.pone.0117275 March 12, 2015 11 / 13

http://dx.doi.org/10.3851/IMP1499
http://www.ncbi.nlm.nih.gov/pubmed/20516565
http://dx.doi.org/10.1016/j.jhep.2009.05.020
http://www.ncbi.nlm.nih.gov/pubmed/19615780
http://www.ncbi.nlm.nih.gov/pubmed/16831692
http://www.ncbi.nlm.nih.gov/pubmed/12150847
http://dx.doi.org/10.1016/j.jhep.2008.07.014
http://dx.doi.org/10.1016/j.jhep.2008.07.014
http://www.ncbi.nlm.nih.gov/pubmed/18715666
http://www.ncbi.nlm.nih.gov/pubmed/16461218
http://dx.doi.org/10.1007/s10620-010-1413-0
http://www.ncbi.nlm.nih.gov/pubmed/20927592
http://www.ncbi.nlm.nih.gov/pubmed/12473140
http://dx.doi.org/10.1002/jmv.21463
http://www.ncbi.nlm.nih.gov/pubmed/19319940


10. Yuan Q, Ou SH, Chen CR, Ge SX, Pei B, et al. (2010) Molecular characteristics of occult hepatitis B
virus from blood donors in southeast China. J Clin Microbiol 48: 357–362. doi: 10.1128/JCM.01781-09
PMID: 19940057

11. Katsoulidou A, Paraskevis D, Magiorkinis E, Moschidis Z, Haida C, et al. (2009) Molecular characteriza-
tion of occult hepatitis B cases in Greek blood donors. J Med Virol 81: 815–825. doi: 10.1002/jmv.
21499 PMID: 19319945

12. Squadrito G, Spinella R, Raimondo G (2014) The clinical significance of occult HBV infection. Ann Gas-
troenterol 27: 15–19. PMID: 24714731

13. Health Protection Agency (30 October 2007). Recommended protocol for HBV genotyping and for anti-
viral resistance analysis. Public Health England. Available: http://www.hpa.org.uk/webc/HPAwebFile/
HPAweb_C/1194947340684. Accessed 5 March 2013.

14. Morsica G, Ancarani F, Bagaglio S, Maracci M, Cicconi P, et al. (2009) Occult hepatitis B virus infection
in a cohort of HIV-positive patients: correlation with hepatitis C virus coinfection, virological and immu-
nological features. Infection 37: 445–449. doi: 10.1007/s15010-008-8194-9 PMID: 19669092

15. Hofer M, Joller-Jemelka HI, Grob PJ, Luthy R, Opravil M (1998) Frequent chronic hepatitis B virus infec-
tion in HIV-infected patients positive for antibody to hepatitis B core antigen only. Swiss HIV Cohort
Study. Eur J Clin Microbiol Infect Dis 17: 6–13. PMID: 9512175

16. Firnhaber C, Viana R, Reyneke A, Schultze D, Malope B, et al. (2009) Occult hepatitis B virus infection
in patients with isolated core antibody and HIV co-infection in an urban clinic in Johannesburg, South
Africa. Int J Infect Dis 13: 488–492. doi: 10.1016/j.ijid.2008.08.018 PMID: 19081280

17. Pollicino T, Cacciola I, Saffioti F, Raimondo G (2014) Hepatitis B virus PreS/S gene variants: pathobiol-
ogy and clinical implications. J Hepatol 61: 408–417. doi: 10.1016/j.jhep.2014.04.041 PMID:
24801416

18. Kim SM, Lee KS, Park CJ, Lee JY, Kim KH, et al. (2007) Prevalence of occult HBV infection among
subjects with normal serum ALT levels in Korea. J Infect 54: 185–191. PMID: 16564573

19. Huang X, Qin Y, Li W, Shi Q, Xue Y, et al. (2013) Molecular analysis of the hepatitis B virus presurface
and surface gene in patients from eastern China with occult hepatitis B. J Med Virol 85: 979–986. doi:
10.1002/jmv.23556 PMID: 23588723

20. Weinberger KM, Bauer T, Bohm S, Jilg W (2000) High genetic variability of the group-specific a-deter-
minant of hepatitis B virus surface antigen (HBsAg) and the corresponding fragment of the viral poly-
merase in chronic virus carriers lacking detectable HBsAg in serum. J Gen Virol 81: 1165–1174. PMID:
10769057

21. Huang CH, Yuan Q, Chen PJ, Zhang YL, Chen CR, et al. (2012) Influence of mutations in hepatitis B
virus surface protein on viral antigenicity and phenotype in occult HBV strains from blood donors. J
Hepatol 57: 720–729. doi: 10.1016/j.jhep.2012.05.009 PMID: 22634131

22. Scheiblauer H, Soboll H, Nick S (2006) Evaluation of 17 CE-marked HBsAg assays with respect to clini-
cal sensitivity, analytical sensitivity, and hepatitis B virus mutant detection. J Med Virol 78 Suppl 1:
S66–70. PMID: 16622881

23. Chan HL, Hui AY, Wong ML, Tse AM, Hung LC, et al. (2004) Genotype C hepatitis B virus infection is
associated with an increased risk of hepatocellular carcinoma. Gut 53: 1494–1498. PMID: 15361502

24. Kao JH, Chen PJ, Lai MY, Chen DS (2000) Hepatitis B genotypes correlate with clinical outcomes in
patients with chronic hepatitis B. Gastroenterology 118: 554–559. PMID: 10702206

25. Pujol FH, Navas MC, Hainaut P, Chemin I (2009) Worldwide genetic diversity of HBV genotypes and
risk of hepatocellular carcinoma. Cancer Lett 286: 80–88. doi: 10.1016/j.canlet.2009.07.013 PMID:
19683385

26. Orito E, Mizokami M, Sakugawa H, Michitaka K, Ishikawa K, et al. (2001) A case-control study for clini-
cal and molecular biological differences between hepatitis B viruses of genotypes B and C. Japan HBV
Genotype Research Group. Hepatology 33: 218–223. PMID: 11124839

27. Candotti D, Lin CK, Belkhiri D, Sakuldamrongpanich T, Biswas S, et al. (2012) Occult hepatitis B infec-
tion in blood donors from South East Asia: molecular characterisation and potential mechanisms of oc-
currence. Gut 61: 1744–1753. doi: 10.1136/gutjnl-2011-301281 PMID: 22267593

28. Hou J, Wang Z, Cheng J, Lin Y, Lau GK, et al. (2001) Prevalence of naturally occurring surface gene
variants of hepatitis B virus in nonimmunized surface antigen-negative Chinese carriers. Hepatology
34: 1027–1034. PMID: 11679975

29. Coleman PF, Chen YC, Mushahwar IK (1999) Immunoassay detection of hepatitis B surface antigen
mutants. J Med Virol 59: 19–24. PMID: 10440803

30. Moerman B, Moons V, Sommer H, Schmitt Y, Stetter M (2004) Evaluation of sensitivity for wild type and
mutant forms of hepatitis B surface antigen by four commercial HBsAg assays. Clin Lab 50: 159–162.
PMID: 15074469

Occult Hepatitis B Infection in a High-Risk Population

PLOS ONE | DOI:10.1371/journal.pone.0117275 March 12, 2015 12 / 13

http://dx.doi.org/10.1128/JCM.01781-09
http://www.ncbi.nlm.nih.gov/pubmed/19940057
http://dx.doi.org/10.1002/jmv.21499
http://dx.doi.org/10.1002/jmv.21499
http://www.ncbi.nlm.nih.gov/pubmed/19319945
http://www.ncbi.nlm.nih.gov/pubmed/24714731
http://www.hpa.org.uk/webc/HPAwebFile/HPAweb_C/1194947340684
http://www.hpa.org.uk/webc/HPAwebFile/HPAweb_C/1194947340684
http://dx.doi.org/10.1007/s15010-008-8194-9
http://www.ncbi.nlm.nih.gov/pubmed/19669092
http://www.ncbi.nlm.nih.gov/pubmed/9512175
http://dx.doi.org/10.1016/j.ijid.2008.08.018
http://www.ncbi.nlm.nih.gov/pubmed/19081280
http://dx.doi.org/10.1016/j.jhep.2014.04.041
http://www.ncbi.nlm.nih.gov/pubmed/24801416
http://www.ncbi.nlm.nih.gov/pubmed/16564573
http://dx.doi.org/10.1002/jmv.23556
http://www.ncbi.nlm.nih.gov/pubmed/23588723
http://www.ncbi.nlm.nih.gov/pubmed/10769057
http://dx.doi.org/10.1016/j.jhep.2012.05.009
http://www.ncbi.nlm.nih.gov/pubmed/22634131
http://www.ncbi.nlm.nih.gov/pubmed/16622881
http://www.ncbi.nlm.nih.gov/pubmed/15361502
http://www.ncbi.nlm.nih.gov/pubmed/10702206
http://dx.doi.org/10.1016/j.canlet.2009.07.013
http://www.ncbi.nlm.nih.gov/pubmed/19683385
http://www.ncbi.nlm.nih.gov/pubmed/11124839
http://dx.doi.org/10.1136/gutjnl-2011-301281
http://www.ncbi.nlm.nih.gov/pubmed/22267593
http://www.ncbi.nlm.nih.gov/pubmed/11679975
http://www.ncbi.nlm.nih.gov/pubmed/10440803
http://www.ncbi.nlm.nih.gov/pubmed/15074469


31. Schories M, Peters T, Rasenack J (2000) Isolation, characterization and biological significance of hepa-
titis B virus mutants from serum of a patient with immunologically negative HBV infection. J Hepatol 33:
799–811. PMID: 11097490

32. Tian Y, Xu Y, Zhang Z, Meng Z, Qin L, et al. (2007) The amino Acid residues at positions 120 to 123 are
crucial for the antigenicity of hepatitis B surface antigen. J Clin Microbiol 45: 2971–2978. PMID:
17609325

33. Kim H, Lee SA, Kim DW, Lee SH, Kim BJ (2013) Naturally occurring mutations in large surface genes
related to occult infection of hepatitis B virus genotype C. PLoS One 8: e54486. doi: 10.1371/journal.
pone.0054486 PMID: 23349904

Occult Hepatitis B Infection in a High-Risk Population

PLOS ONE | DOI:10.1371/journal.pone.0117275 March 12, 2015 13 / 13

http://www.ncbi.nlm.nih.gov/pubmed/11097490
http://www.ncbi.nlm.nih.gov/pubmed/17609325
http://dx.doi.org/10.1371/journal.pone.0054486
http://dx.doi.org/10.1371/journal.pone.0054486
http://www.ncbi.nlm.nih.gov/pubmed/23349904


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /CMYK
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV (Za stvaranje Adobe PDF dokumenata najpogodnijih za visokokvalitetni ispis prije tiskanja koristite ove postavke.  Stvoreni PDF dokumenti mogu se otvoriti Acrobat i Adobe Reader 5.0 i kasnijim verzijama.)
    /HUN <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


