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ABSTRACT
Objective: Toevaluate the practice patterns of gastroenterologists in the diagnosis and management
of chronic hepatitis B infection at St. Luke's Medical Center (SLMC)using the American Association
for the Study of Liver Diseases Practice Guidelines.
Methods: A written survey was distributed among active gastroenterologists from the Institute of
Digestive Diseases, SLMC.The survey contained 22 items and addressed the following points: the
number of hepatitis B surface antigen (HBsAg) positive patients seen every month; hepatitis Brisk
factors and screening blood tests; management of hepatitis B, including counseling; the use of
antivirals; follow-up of patients; and screening for hepatocellular carcinoma.
Results: A total of 21 (58%) gastroenterologists responded and returned the completed test questions
out of the 36 sent out. Majority of the respondents (62%) encounter six to 10 patients with hepatitis B
monthly. All of them indicated they offer blood testing for hepatitis B in patients with known risk
factors. The most common blood test used to screen patients for hepatitis Bwas HBsAg (100%), total
antibody to hepatitis Bcore antigen (86%) and antibody to HBsAg (71%). All of the respondents would
request for alanine aminotransferase (ALT),hepatitis B e antigen, and liver ultrasound as part of the
initial evaluation among HBsAg positive patients. After a diagnosis of hepatitis B is made, 95% of the
respondents would counsel their patients to receive hepatitis A vaccination. Ninety-five percent of the
respondents would routinely screen patients with chronic HBVinfection for hepatocellular carcinoma
using alpha fetoprotein and liver ultrasound regardless of the ALTlevel. The therapy of choice in 100%
of the respondents for HBeAgpositive patients with elevated ALTwas pegylated interferon, while 81%
of the respondents would choose Lamivudine. For HBeAg negative patients with elevated ALT,the
therapy of choice was pegylated interferon (71%), Lamivudine (62%) and Adefovir (62%).
Conclusion: Majority of the gastroenterologists of SLMC followed an acceptable approach to the
diagnosis and management of patients with chronic hepatitis B infection but substantial practice
variation still exists.

INTRODUCTION
Chronic hepatitis B is a common disease

worldwide, with an estimated number of over
350 million carriers." In the United States,
approximately 1 to 1.23 million people are
chronically infected with- the hepatitis B virus
(HBV),as indicated by hepatitis Bsurface antigen
(HBsAg) positivity.' The prevalence of HBV
infection differs in different parts of the world.
In the Far East that includes the Philippines, the
Middle East, Africa and parts of South America,

the prevalence ishigh with HBsAgpositivity rates
ranging from 8% to 15%.3

Carriers of HBV are at increased risk of
developing cirrhosis, hepatic decompensation
and hepatocellular carcinoma.' Although most
carriers will not develop hepatic complications
from chronic hepatitis B, 15% to 40% will
develop serious sequelae during their lifetime."
Since the natural history of chronic HBVinfection
is variable, individuals infected with this disease
need lifelong monitoring to determine if and
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when intervention with antiviral agents is needed
and to monitor for the development of serious
complications. It is therefore appropriate that the
current state of practice for this condition be
assessed.

The American Association for the Study of
Liver Diseases (AASLD) developed practice
guidelines to assist physicians and other health
care providers in the recognition, diagnosis and
management of patients chronically infected with
HBV. Data used to support the recommendations
made were based on the following: (1) formal
review and analysis of published literature on the
topic; (2)American College of Physicians Manual
for Assessing Health Practices and Designing
Practice Guidelines; (3) guideline policies,
including the AASLD Policy on the Development
and Use of Practice Guidelines and the American
Gastroenterology Association Policy Statement on
Guidelines; and (4) the experience of the authors
in hepatitis B.6 The proceedings of a recent
National Institute of Health workshop on the
"Management of Hepatitis B" were also
considered in the development of these
guidelines.?

This paper evaluated the practice patterns of
gastroenterologists in the diagnosis and
management of chronic hepatitis B infection at
the St. Luke's Medical Center (SLMC) using the
AASLD Practice Guidelines.
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METHODS
Thirty-six active gastroenterologists from the

Institute of Digestive Diseases of SLMC were
asked to answer a written survey. The survey
contained 22 items and addressed the following
areas: the number of HBsAg positive patients
seen every month; hepatitis B risk factors and
screening blood tests; management of hepatitis
B including counseling; the use of antivirals;
follow-up of patients; and screening for
hepatocellular carcinoma. Descriptive statistics of
frequency counts and percentages were
reported.

RESULTS
Out of the 36 surveys distributed, a total of

21 (58%) surveys were completed and returned.
Estimated Number of HBsAg Positive

Patients Seen Every Month. Sixty-two percent
of the respondents reported six to 10 HBsAg
positive patients seen monthly, while 28%
encountered 11 to 15 patients every month. The
rest of the respondents have less than five hepatitis
B patients seen monthly.

Risk Factors. All respondents indicated they
offer blood testing for hepatitis B in patients with
known risk factors that, as listed in Table 1, were
identified, including dialysis patients, injecting
drug users, family members, household
members, and sexual contact of HBV-infected
persons, pregnant women, blood-transfused
individuals, men who have sex with men, and
patients infected with the human
immunodeficiency virus.

Risk Factors

Table 1. Risk Factors that Would Prompt Hepatitis B Testing

PercentNumber

Dialysis patients
Injecting drug users
Family members, household members

and sexual contact of HBV-infected persons
Pregnant women
Blood-transfused individual
Men who have sex with men
HIV-infected individuals
Others: Nursing students

21
19

100
90

19
17
17
15
13
2

90
81
81
71
62
10
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Hepatitis B Screening Blood Tests. The
most common blood test used to screen patients
for hepatitis Bwas HBsAg (100%),total antibody
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to hepatitis B core antigen (86%), and antibody
to HBsAg (71%). (See Table 2)

Table 2. Hepatitis B Screening Blood Tests

Blood Tests Number Percent

HBsAg
Total anti-HBc
Anti-HBs
Anti-HBe
HBeAg
Others: SGPT

Initial Evaluation of HBsAg Positive
Patients. All of the respondents would request
for alanine aminotransferase (ALT),hepatitis B e
antigen (HBeAg), and liver ultrasound as part of
the initial evaluation of patients with HBsAg.
About 62%of the respondents would request for

21
18
15
3
2
2

100
86
71
14
10
10

complete blood count and antibody to HBeAg
(anti-HBe). None requested for anti-hepatitis D
virus, computerized tomographic scan of the liver
or liver biopsy, which were part of the choices
(Table 3).

Table 3. Initial Evaluation of HBsAg Positive Patients

Blood Tests/Diagnostics Number Percent

ALT 21 100
HBeAg 21 100
Liver ultrasound 21 100
Anti-HBe 13 62
Complete blood count 13 62
TPAG 11 52
Prothrombin time 10 48
AFP 8 38
Anti-HCV 8 38
HBVDNAPCR 8 38
AST 6 28
Bilirubin 6 28
IgGanti-HAV 6 28
Anti-HDV 0 0
CT scan of the liver 0 0
Liver biopsy 0 0
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Counseling. Nearly all respondents (95%)
would counsel their patients to receive hepatitis
A vaccination after a diagnosis of hepatitis B is
made.

Follow-up of Patients Who Are Inactive
HBsAg Carriers. About 52% of the respondents
would request for complete liver function tests
and HBV deoxyribonucleic acid (DNA)
polymerase chain reaction (PCR), 29% would
request for ALT plus HBV DNA PCR, and 19%
would request for a complete liver function test
only. Majority of them would do the laboratory
tests every six to 12months. Sixgastroenterologists
specified ultrasound of the liver (not part of the
choices) as part of the follow-up.

Follow-up of HBeAg Positive Patients with
HBV DNA >105 copies/mL but Normal ALT.
Twenty-eight percent of the respondents would
request for ALTonly,while majority (72%)would
request for a complete liver function test. Most
of the respondents would do the laboratory
work-up every three to six months. Fifty-two
percent would not request for a liver biopsy
among these patients.
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Follow-up of HBeAg Positive Patients with
HBV DNA >105copies/mL and Elevated ALT.
Almost half (48%)of the respondents would start
treatment right away, while 38% would observe
for four to six months for spontaneous
seroconversion from HBeAg to anti-HBe prior to
initiation of treatment. Fifty-two percent would
request for a liver biopsy among these patients.

Hepatocellular Carcinoma Screening.
Ninety-five percent of the respondents would
routinely screen patients with chronic HBV
infection for hepatocellular carcinoma regardless
of the ALTlevel,using alpha fetoprotein and liver
ultrasound.

Treatment of HBeAg Positive Patients with
HBV DNA >105copies/mL and Elevated ALT.
The therapy of choice in 100%of the respondents
was pegylated interferon. Eighty-one percent
would choose Lamivudine, while 67% would
choose Adefovir. Majority of the respondents
would give interferon for four to sixmonths, and
one year or more for Lamivudine and Adefovir.
More than half of the respondents (52%)would
treat this group of patients even if the ALT is
normal. (See Table 4)

Treatment

Table 4. Treatment of HBeAg Positive Patients with Elevated ALT

Pegylated interferon
Lamivudine
Adefovir
Entecavir
Thymosin alpha
Combination: Pegylated interferon sequential

with antiviral
Conventional interferon

Treatment of HBeAg Negative Patients
with HBV DNA >105copies/mL and Elevated
ALT. In 71% of the respondents, the therapy of
choice was pegylated interferon, of whom 67%
would give interferon for only sixmonths. Sixty-

Number Percent

21 100
17 81
14 67
10 48
1 5

1 5
0 0

two percent of the respondents would give
Lamivudine or Adefovir for at least a year.
Majority (71%) would not treat this group of
patients if the ALT is normal. (SeeTable 5)
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Treatment

Table 5. Treatment of HBeAg Negative Patients with Elevated ALT

PercentNumber

Pegylated interferon
Lamivudine
Adefovir
Entecavir
Conventional interferon
Thymosin alpha

End-point in the Treatment of HBeAg
Positive Chronic Hepatitis B Infection. Ninety
percent would use seroconversion to anti-HBe,
normalization of ALT,and suppression of viral
load as end-points of treatment. Five percent
would use normalization ofALTand suppression
of viral load, while the other 5% would use
seroconversion to anti-HBe only as an end point
in the treatment of HBeAg positive chronic
hepatitis B infection.

End-point in the Treatment of HBeAg
Negative Chronic Hepatitis B Infection. Ninety
percent would use normalization of ALT and
suppression of viral load as end points of
treatment. Five percent would use normalization
of ALT, while the other 5% would use
suppression of viral load.

Follow-up of ALT While on Treatment.
Forty-eight percent would request for ALTevery
month while on treatment, 38% would request
for it every three months, while the remaining
14%would request for ALTevery two months.

Follow-up of HBV DNA PCR While on
Treatment. Fifty-sevenpercent would request for
HEV DNA PCR every three months, 28%every
six months, and 10% every two months. One
gastroenterologist would request for it after three
months and post-treatment.

DISCUSSION
Clinical practice guidelines are one of the

currently used strategies in the diagnosis and
management of common diseases. The goal is to
have a common ground in disease knowledge
and understanding from evidence-based studies.
The AASLDPractice Guidelines emphasized the
evaluation of patients with chronic HBV

15
13
13
11
o
o

71
62
62
52
o
o

infection, prevention of HBV infection, role of
hepatocellular carcinoma surveillance and
treatment of chronic hepatitis B.6

The results of the study showed that majority
of the gastroenterologists followed established
management patterns, but there were still a
number who did not. In this study, we found
that most would test for hepatitis B when risk
factors are identified with the use of acceptable
screening tools. Recommended diagnostic work-
ups in the initial evaluation of patients with
chronic HBV infection and hepatocellular
carcinoma screening were followed by a large
percentage of respondents.

TheAASLDPractice Guidelines was updated
last September 2003and at present recommends
three therapeutic agents for the treatment of
chronic hepatitis B,namely pegylated interferon,
lamivudine and adefovir." Currently, there are
fiveUSFood and Drug Administration-approved
therapies available for hepatitis B, including
standard interferon alfa-2b,lamivudine, adefovir,
peginterferon alfa-2a and entecavir, with several
compounds at various stages of development."
More than 50% of the respondents would use
pegylated interferon, lamivudine, adefovir or
entecavir for the treatment of both HBeAg
positive and negative patients with elevated ALT.
These findings suggest that physicians do not
confine themselves to current treatment
guidelines but adopt new treatment modalities
in the management of hepatitis B.

In terms of other knowledge areas, although
the findings in this study show that
gastroenterologists generally provide good care
for persons with hepatitis B, the survey results
also highlight opportunities for improvement.
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For example, a small number of respondents
(10%) still report using liver function tests to
screen for hepatitis B. In addition to this, one
respondent would not routinely counsel hepatitis
B patients to get hepatitis A vaccination. As a
means of follow-up for patients who are inactive
HbsAg carriers and HbeAg positive with normal
ALT,a large number of respondents would use
complete liver function tests instead ofALTonly,
which is the recommendation of the guidelines.
Most respondents would start treatment on
HbeAg positive patients with elevated ALTlevel
rather than wait for three to six months for
spontaneous seroconversion from HbeAg to anti-
Hbe prior to initiation of treatment.

The understanding of hepatitis B continues
to evolve, resulting not only in a shift in the
treatment paradigm but also in our basic
understanding of the viral-host relationship. As
the appropriate course of treatment will vary in
the light of relevant facts and circumstances
surrounding each individual patient with chronic
hepatitis B, guidelines are not intended to serve
as a standard of medical care. Standards of
medical care are determined on the basis of all
clinical data available for an individual case.

CONCLUSION
Majority of the gastroenterologists of St.

Luke's Medical Center followed an acceptable
approach to the diagnosis and management of
patients with chronic hepatitis B infection but
substantial practice variations still exist.
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