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Abstract 

Background: Since 1998, viral hepatitis C (HCV) 

infection has been a disease under notification in 

Thailand (Non A-B since 1982). By the end of 2006, the 

number of cases reported during the previous three  
years had doubled (number/year: 270/2003, 396/2004, 

407/2005, 734/2006). Majority of cases were diagnosed 

in Petchabun Province (26.7%). The Bureau of 

Epidemiology and local health authorities started 

outbreak investigations in the province aimed at 

identifying the risk of infection and implementing 

control measures.  
Methods: We reviewed HCV reports in the 

provincial health office and hospital records. 

Duplicated reports were deleted. A case-control study 

was conducted using a structured questionnaire. Case 

was defined as a resident aged 20-60 years and staying 

in Muang, Lomsak or Lomkao Districts in Petchabun 

Province during 2006, with laboratory confirmed HCV 

by RNA detection or ELISA on repeat testing. Controls 

were randomly selected residents, matched by village, 

with laboratory confirmed negative for HCV RNA by 

PCR and antibody by ELISA technique.  

Results: There were 13, 34 and 36 cases per year in 

Phetchabun during 2003-2005. Total 45 and 43 met 

case and control definitions respectively. Among 45 

cases, 87% were males and 57% were injection drug 

users (IDU). Cases were mostly (70%) asymptomatic. 

Two cases were found to be ELISA negative, but RNA 

positive. Univariate risk factors included being IDU, 

male gender, history of shaving by barber and using 

commercial sex services. Multiple logistic regression 

revealed that only IDU was associated with HCV 

infection, with adjusted OR = 12.9 (95% CI = 2.2-75.2). 

Factors that had dose-response relationship with HCV 

infection included shaving by barber (p<0.01), irregular 

condom use (p<0.01) and tattooing (p=0.02).  

Conclusion: Petchabun Province could be considered 

as an endemic area for HCV. IDU was the major risk 

factor for HCV infection in adults. Discordant 

laboratory results of two cases suggested the need to 
review the blood screening protocol. The blood bank 

was informed for the finding. Further study to 

determine the effects of interferon and antiviral, 

especially for the treatment of genotype 6 would be 

benefit to the patients.  
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Introduction 

 Viral hepatitis C infection is an insidiously 

progressive hepatic inflammation and necrosis disease. 

Fifty to seventy percents of chronic hepatitis C cases 

will be exacerbated by acute hepatitis (1). The chronic 

hepatitis C is asymptomatic, but the patient will 

develop cirrhosis by 20% and hepatocellular 

carcinoma (HCC) by 1-4% per year as the 

consequences (2). Hepatitis C virus (HCV) is a positive 

single-stranded RNA with enveloped and icosahedral 

capsid. There are 6 major genotypes (genotype 1 to 6) (1). 

Each genotype is found in specific country and varies in 

medical treatment (1). Major routes of transmission 

include receiving blood products before 1992, repeated 

hemodialysis and intravenous drug injection (3). Other 

risks are skin piercing/tattooing with non-sterile needles 

and equipments, sexual contact without protection and 

mother-to-child transmission (3,4).  

 The World Health Organization (WHO) 

estimated 170 millions of HCV carriers globally. The 

prevalence in USA and Western Europe were 4 and 5 

millions of HCV carriers respectively (2). The 

WHO/South-East Asian Region estimated 25 millions of 

HCV carriers in the region and 2.9% (5-5.6%) for 

Thailand (5).  

There were 3 categories of hepatitis, including 

hepatitis A, hepatitis B and non-A non-B hepatitis, for 

the disease under notification in Thailand since 1982. 

After 1998, hepatitis C, D, E were added into the 

reporting system. The number of hepatitis C reported 

in Thailand had been gradually increased since 2004. 

By the end of 2006, the number of case was doubled,  
with majority of cases reported in Phetchabun 

Province (26.7%). The unexpected high number of 

cases alerted the Bureau of Epidemiology, the 9th 

office for diseases control region and the local health 

authorities to start investigation, aiming to identify risk 

factors of infection and implement control measures. 

. 

Methods 

Recruitment of cases and control  

1.  The reported hepatitis C cases were 

reviewed and deleted the duplicated cases. The 

medical records from hospital were also reviewed to 

identify the patients who met the case definition. The 

case definition was defined as a person aged 20-60 

years who had laboratory confirmation of HCV either 

by ELISA or PCR and living in Lomsak, Lomkao or 

Muang Districts in Phetchabun Province during 2006. 

2. The health centers, with a case reported 

before, were asked to prepare the family folders of 

households in catchment areas for sampling of 

controls. A family folder was randomly selected and 

family members were reviewed to be enrolled as a 

control. A family member aged most close to the case 

was asked to collect blood for hepatitis C testing. If 

that person refused, the next family member was 

asked to be enrolled. If the sampled family had no 

member to be enrolled, the nearby family was 

selected to be tested.  

3.  A control was defined as a person who aged 

20-60 years old and lived in the same village of the 

case and laboratory PCR and ELISA tested negative for 

hepatitis C.  

4. If a person who was enrolled as a potential 

control was tested positive either by PCR or ELISA, 

then that person was classified as a case (Figure 2). 
Laboratory Investigation 

After obtaining oral consent from cases and 

controls, blood sample was drawn for 10 ml. The 

blood sample was centrifuged to separate the serum. 

The serum was kept below 4 degree Celsius during 

transportation. The specimens were sent to test for 

Hepatitis B Virus (HBV) and HCV infection at the Center 

of Excellence in Clinical Virology, Department of 

Pediatrics, Faculty of Medicine, Chulalongkorn University 

and Hospital, Bangkok.    
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The laboratory investigation included HCV RNA and 

HBV DNA detection by Reverse Transcriptase-

Polymerase Chain Reaction (RT-PCR) from serum. HCV 

antibody and HBsAg were evaluated by ELISA 

technique. Details of HBV DNA, HCV RNA detection and 

genotyping methods were reported elsewhere (6). 

Molecular epidemiological study on HBV in Thailand 

was based on analysis of pre-S and S genes (7). In order 

to manage the discordant of laboratory results, we 

collected a new specimen and repeated the whole 

process of the laboratory testing. 
Analytic Study 

 A structural four pages questionnaire was 

developed to interview the cases and potential 

controls. The questionnaire consisted of demographic 

data, clinical status and behavioral risks, including 

reasons for HCV testing. Case-Control ratio was 1:1, 

without matching for either age or gender. 

Statistical Analysis 

Univariate analysis was performed by Epi Info 

version 3.3.2 (CDC, Atlanta, USA). Chi-square for trend 

was evaluated by dose-response analysis. Multivariate 

analysis was conducted by including well known risk 

factors and significant risk factors into final model of 

analysis. 

Results 

Descriptive Results 

 There were 196 HCV reports from Phetchabun 

Province to the national surveillance system in 2006. 

Among these, 60 cases were duplicated reports in 2006 

and 10 cases were duplication of the previous years. 

Districts with the highest number of reports were 

Muang (62/126, 49.2%), Lomsak (45/126, 35.7%) and 

Lomkoa (17/126, 13.6%). Among these, 38 cases met 

the case definition. After enrollment of controls, 7 

controls were found to be cases. Therefore, there were 

total 45 laboratory confirmed cases for analysis.  

Among the cases, median age was 35 years, 

ranged from 20 to 56 years. Male to female ratio was  

6.5:1. Seventy percent had primary school education 

and 47% had agricultural occupation. The revenue 

income less than 60,000 THB annually was reported for 

62%. There were 75% reported history of migrating 

into other provinces. Seventy percent of HCV cases 

were smokers and 60% had current alcohol 

consumption (Table 1). The reported risk behaviors, 

including previous intravenous drug user (IDU) (58%), 

tattooing (31%), experienced using commercial sex 

service (51%) and history of facial shaving by barber 

(89%), with 47% experienced bleeding during shaving. 

The risk factors among cases were shown in the Table 

3. The reasons of HCV testing were screening during 

blood donation (48.9%), clinically suspected for 

hepatitis (28.9%) and abnormal liver function test 

during physical examination for work permission 

(13.3%). The clinical presentations at the time of 

laboratory testing were asymptomatic (55.5%), chronic 

hepatitis (17.8%), cirrhosis (8.9%) and HCC (2.2%). 

Hepatitis B and C Virus 

Among the 45 confirmed cases, 39 cases 

(92.9%) were tested positive by both PCR and ELISA. 

There were 2 cases confirmed by only PCR, without 

presenting of antibody, while four cases were 

confirmed by only ELISA. Forty one cases positive by 

PCR were subsequently tested for genotype. The 

genotype identified were genotype 6v (34.1%), 1a 

(24.4%), 3a (22.0%), 1b (12.2%) and 3b (7.3%) (Table 

2). We found active HBV infection with either HBV DNA 

and HBsAg in HCV infection was as high as 42.2% 

(19/45), and seven cases (43.8%) were currently dual 

active infections by presenting of both HBV DNA and 

HCV RNA viruses circulation in bloodstream of the 

same patient. Theses seven cases were classified as 

mostly asymptomatic (71.4%) and two cases were with 

cirrhosis. The clinical correlation in dual infections was 

presenting the same as a general case, including 73.7% 

asymptomatic, 15.8% chronic infection and 10.5% 

cirrhosis. 
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Source: Report 506, National Notifiable Disease Passive Surveillance, Bureau of Epidemiology, Department of Disease Control, Ministry of Public Health, Thailand 
 

Figure 1 HCV reported cases from National Notifiable Disease Passive Surveillance of nationwide  
and Petchabun Province, Thailand, 1998 – 2006 

 
 

 
 

Figure 2 Chi-square for trend of dose-response relationship analysis for risk factors of HCV infection 
in Phetchabun Province, 2007 
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Table 1  Demographic characteristic of HCV positive cases and population controls in Phetchabun Province, 2006 
 

Variable 
Positive HCV Case (%) 

N=45 
Population Control (%) 

N=43 
Age (yr)   
 20-29  6.7 20.9 
 30-39 68.9 69.8 
 40-49 22.2 9.3 
 50-59 2.2 0.0 
 Median age (min-max) 35 (20-56) 34 (20-47) 
Sex   
 Male 86.7 34.9 
 Female 13.3 65.1 
Marital status   
 Single 15.6 16.3 
 Married 80.0 81.4 
 Divorced 2.2 2.3 
 Separated/Widowed 2.2 0.0 
Education attainment   
 No attainment  2.2 0.0 
 Elementary school 68.9 72.1 
 Middle school 13.3 7.0 
 High school 6.7 11.6 
 Bachelor or higher degree 8.9 9.3 
Occupation 2.2 14.3 
 Vacancy 35.6 23.8 
 Daily Labor  46.7 47.6 
 Agriculture 4.4 0.0 
 Company officer 2.2 2.4 
 Govern officer 8.9 11.9 
 Freelance   
Annual Income 4.4 11.6 
 No  62.2 60.5 
 < 60,000 THB 26.7 25.6 
 60,000-120,000 THB 6.7 2.3 
 > 120,000 THB   
Alcohol consumption 44.5 51.2 
 Nondrinker 35.5 44.4 
 Some 20.0 4.4 
 Moderate/heavy   
Smoking habit 33.3 86.0 
 Nonsmoking 28.9 7.0 
 Some 37.7 7.0 
 Moderate/heavy   
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Table 2  Laboratory Results of HCV genotype among 

cases in Phetchabun province, 2006 
 

Genotype of HCV (N=41) Result (%) 

Genotype 1a 
Genotype 1b 
Genotype 3a 
Genotype 3b 
Genotype 6 

24.4 
12.2 
22.0 
7.3 
34.1 

 

Risk factors 

There were 45 cases and 43 controls analyzed to 

determine the association between risk factors and HCV 

infection (Figure 2). The risk factors found from univariate 

analysis included male gender (OR = 12.1, 95% CI = 4.2-

35.2), history of IDU (OR=18.2, 95% CI = 4.9-67.9), history 

of tattooing (OR = 3.4, 95% CI = 1.1-10.6), tattooed by 

friend (OR = 4.5, 95% CI = 1.4-15.2), history of facial 

shaving by barber (OR = 7.6, 95% CI = 2.5-23.1), history of 

using commercial sex service (OR = 4.5, 95% CI = 1.7-12.0) 

and pinna puncturing (OR = 0.3, 95% CI = 0.1-0.7) (Table 

3). The dose-response relationship was found for history 

of tattooing, facial shaving by barber and using 

commercial sex service (Figure 3). After adjusting all 

potential factors by multiple logistic regression, the only 

associated factor was history of IDU (adjusted OR=12.9, 

95% CI= 2.2-75.2) (Table 4). 

Discussions 

Hepatitis C patients in Phetchabun Province was 

detected incidentally by screening of blood donation, 

annual health examination or health examination for 

work permission.  

The finding of 16.3% (7/43) HCV infection among 

controls was unexpectedly high. Estimation of carriers in 

Thailand by the WHO was only 2.9%(5). Prevalence of 

HCV RNA among blood donors in northeastern part of 

Thailand was 4.5% and prevalence of HCV antibody was 

5.6%(8). In northern region, prevalence of HCV antibody 

among blood donors was 2.0% and found  to be higher    

among HIV seropositive blood donors (6.2%) (9). Thus, a 

study to assess and explore the reason for  the high 

prevalence in Phetchabun was needed.  

Genotype of HCV in the province was also 

interesting due to the highest prevalence of HCV 

genotype 6 (34.1%). Previous report of HCV genotypes in 

all regions of Thailand during 2004 revealed that 

genotype 6 was 8.9% and the most common genotype 

was 3a (51.1%)(6) while genotype 6 was commonly found 

in South-East Asian Countries (10,11,12). Genotype 6  was less 

well documented for treatment outcome than genotype 

1, 2 and 3. There were no association between genotypes 

and mode of transmission in this study.  
The history of using intravenous drug injection 

was strongly associated with HCV infection, which was 

consistent with the results of other studies (1,3,13,14,15). 

Only few cases were current IDU. The US Center for 

Disease Control and Prevention (CDC) stated that only 

IDU and recipients of clotting factors before 1987 were 

high risk of infection (16). Although sexual transmission of 

HCV was still controversial (17,18,19), there were studies 

demonstrated the sexual transmission as a risk factor 
(14,20,21). Thus, condom use was demonstrated for HCV 

prevention. In this study, there was dose-response 

relationship for non-condom use during using commercial 

sex services. Non-sterile equipment for facial shaving or 

tattooing was found to have dose-response effect. This 

result was consistent with a study in Pakistan (22).  

We found prevalence of HBV and HCV co-infection 

was 42.2%. The figure was unexpectedly high. The co-

infection was documented as the poor prognosis of 

treatment outcome(1,2). It implicated that clinicians should 

order testing HBV for HCV infected patients and vice 

versa. We observed that the clinical status of the dual 

infections was not severe which was probably because 

they were not in the end stage of disease yet.  

Viral hepatitis C infection must be considered as a 

public health issue because it leads to cirrhosis and 

hepatocellular carcinoma which is a leading cancer  
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among Thai males. Currently, there are antiviral and 

interferon for treatment. However, the outcomes were 

not well approved in some genogroups such as 

genotype 1 while for genotype 2 and 3, the outcome 

was better (1,2). The genogroup 6 was highly prevalence 

in South-East Asia(2) which was consistence to this 

study. The evaluation of treatment outcome by 

interferon alpha with antiviral therapy should be 

further conducted immediately. Interferon alpha was 

currently the only measure to reduce the risk of 

hepatocellular cancer and chronic liver diseases 

among acute HCV infection. The high prevalence of 

HCV RNA suggested that the infection was still active 

and was able to transmit to other people. This group 

of people should be advised to avoid blood donation 

and practice safe sexual activities.  
Even though this study was not able to 

demonstrate the risk of blood transfusion, the blood 

bank in this area and where there is high prevalence of 

HCV infection should review the screening protocol for 

HCV. This study found that 2 people had HCV RNA 

while the antibody for HCV was negative. This finding 

implies that the screening of HCV by ELISA is not 

sufficient to prevent infection through blood 

transfusion. The Thai Red Cross started screening HCV 

RNA by multiplex nucleic testing (NAT) in blood 

donors since June 2003. The US CDC guideline 

recommended to screen persons who ever injected 

illegal drugs, received a blood transfusion before 1992, 

received a clotting factor before 1992, received long-

term dialysis, children born to HCV positive mother, 

emergency medical workers after exposure to HCV 

positive person and persons with evidence of chronic 

liver disease.  

Our limitation included low sample size which 

might lead to over-estimation of association between 

interesting risks and outcome. But this effect was 

neutralized by including seven incidental infected 

controls in the community. Their exposure factor  

reduced the strength of association between risks and 
outcome. The information bias might be occurred 

during interview because most of cases were from 

hospital where the hospital staff surely had educated 

the patients according to knowledge and clinical 

practice. Furthermore, the recall bias might be 

affected because the exposure time was so far beyond 

their clinical appearance. 

Acknowledgment 

 We would like to thank all of the local staff at 

Phetchabun Provincial Health Office, Phetchabun 

General Hospital, Lomsak General Hospital and Lom 

Koa Crown Prince Hospital for their valuable support in 

various activities that led to accomplishment in our 

investigation. We also thank the laboratory supported 

by Center of Excellence in Clinical Virology, 

Department of Pediatrics, Faculty of Medicine, 

Chulalongkorn University and Hospital. 

References  

1. Kasper LD, Bruanwald E, Fauci SA, et al. Harrison’s 

principles of internal medicine: chronic hepatitis. 

16th ed Mc-Graw Hill: USA, 2005. 

2. Lauer MG, Walker DB. Hepatitis C Viral Infection. N 

Eng J Med 2001;345(1): 41-52. 

3. Sy T, Jamal MM. Epidemiology of Hepatitis C virus 

(HCV) infection. Int J Med Sci 2006;3(2):41-6. 

4. Ohto H, Terazawa S, Sasaki N, et al. Transmission of 

Hepatitis C Virus from Mothers to Infants. N Engl J 

Med 1994;330(11):744-50.  

5. World Health Organization Regional Office for 

South-East Asia. Overview of hepatitis C problem in 

countries of the South-East Asia Region. [cited 2007 

April 7]. Available from: http://www.searo.who.int/en/ 

Section10/Section17/Section58/Section220_217.htm. 

6. Sunanchaikarn S, Theamboonlers A, Chongsrisawat 

V, et al. Seroepidemiology and genotypes of hepatitis 

C virus in Thailand. Asian Pac J Allergy Immunol 2007; 

25(2-3):175-82.  



  
S54  h t t p : / /www .boe .moph . go . t h /  

Week l y  Ep i dem io l og i c a l  S u r v e i l l a n c e  Repo r t  Vo l .  44  Supp l emen t  :  Ma r c h  2013  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Suggested Citation for this Article 

Buathong R, Hanshaoworakul W, Sutdan D, 

Thonghong A, Wichit W, Sridurongtham P, 

Akkarathamrongsin S, Praisuwan P, O’Reilly M, 

Poovorawan Y. Risk Factors of viral Hepatitis C 

infection among adults in a northern province, 

Thailand, 2006. Weekly Epidemiological Surveillance 

Report 2013; 44: S47-56. 

7. Suwannakarn K, Tangkijvanich P, Thawornsuk N, et al. 

Molecular epidemiological study of hepatitis B virus in 

Thailand based on the analysis of pre-S and S genes. 

Hepatol Res 2008;38(3):244-51.  

8. Songsivilai S, Jinathongthai S, Wongchanan W, 

Tiangpitayakorn C, Dharakul T. High prevalence of 

hepatitis C infection among blood donors in 

Northeastern Thailand. Am J Trop Hyg 1997;57(1):66-9. 
9. Yousukh A, Toriyama K, Jutavijittum, et al. A high 

prevalence of hepatitis C virus infection among the 

human immunodeficiency virus seropositive blood 

donors in Chiang Mai, Thailand. Trop Med 1996; 

38(1):21-5.  
10. Mellor J, Walsh EA, Prescott LE, et al. Survey of type 6 

group variants of hepatitis C virus in Southeast Asia by 

using a core-based genotyping assay. J Clin Microbiol 

1996;34(2):417-23.  

11. Apichartpiyakul C, Apichartpiyakul N, Urwijitaroon Y, 

Gray J, Natpratan C, Katayama Y, Fuji M, Hotta H. 

Seroprevalence and subtype distribution of hepatitis 

C virus among blood donors and intravenous drug 

users in northern/northeastern Thailand. Am J Trop 

Med Hyg 1997;57:66-9. 

12. Huy TT, Abe K. Molecular epidemiology of hepatitis B 

and C virus infections in Asia. Pediatrics international 

2004;46:223-30. 

13. Roy E, Haley N, Leclerc P, et al. Risk factor for hepatitis 

C virus infection among street youths. JAMC 

2001;165(5):557-60. 

14. Murphy EL, Bryzman SM, Glynn SA, et al. Risk factors 

for hepatitis C virus infection in United State blood 

donors. Hepatology 2000;31:756-62. 

15. Jittiwutikarn J, Thongsawat S, Suriyanon V, et al. 

Hepatitis C infection among drug users in Northern 

Thailand. Am J Med Hyg 2006;74(6):1111-6.  

16. Center for Disease Control and Prevention, USA. 

Hepatitis C Fact Sheet. [cited 2007 April 7]. Available 

from: http://www.cdc.gov/hepatitis.  

17. Neumayr G, Propst A, Schwaighofer H, Judmaier G, 

Vogel W. Lack of evidence for the heterosexual 

transmission of hepatitis C. QJM 1999;92(9):505-8. 

18. Buffington J, Murray PJ, Schlanger K, et al. Low 

prevalence of hepatitis c virus antibody in men who 

have sex with men who do not inject drugs. Public 

Health Reports 2007;122:63-7. 
19. Vandelli C, Renzo F, Romano L, et al. Lack of evidence 

of sexual transmission of hepatitis C among 

monogamous couples: results of a 10-year 

prospective follow-up study. Am J Gastroenterol 

2004;99(5):855-9. 

20. Weisbord JS, Trepka MJ, Zhang G, Smith IP, Brewer T. 

Prevalence of and risk factors for hepatitis C virus 

infection among STD clinic clientele in Miami, Florida. 

Sex Transm Inf 2003;79:1-5. 

21. Alter MJ, Kruszon-Moran D, Nainan O, et al. Prevalence 

of hepatitis C virus infection in the United States, 1988 

through 1994. N Eng J Med 1999;341:556-62.  

22. Bari A, Akhtar S, Rahbar HM, Luby PS. Risk factors for 

hepatitis C virus infection in male adults in 

Rawalpindi-Islamabad, Pakistan. Trop Med Int Health 

2001;6(9):732-8. 
 



  
S55h t t p : / /www .boe .moph . go . t h /  

รายงานการ เฝ า ร ะวั งทางร ะบาดวิ ทยาประจําสั ปดาห  ปที่  44  ฉบับพิ เ ศษ  :   มีน าคม  2556  
 

Table 3 Univariate analysis for risk factor of HCV infection in Phetchabun Province, 2006 
 

Variables 
Case 

(n=45)  
Control 
(n=43)  

Odd Ratio (OR) 95%CI 

Gender; Male 39 15 12.1 4.2 – 35.2 

Change habitat 33 26 1.8 0.7 – 4.7 

Ever married 38 36 1.1 0.3 – 3.3 

Elementary education 32 31 1.0 0.4 – 2.4 

Agriculture 21 20 1.0 0.4 – 2.3 

Low income 30 31 0.8 0.3 – 1.9 

Non-alcoholic drinking 26 22 1.3 0.6 – 3.0 

Smoking  31 6 13.6 4.7 – 39.8 

Hx of IDU in lifetime 26 3 18.2 4.9 – 67.9 

Current IDU 2 0 Undefined Undefined

Hx of tattooing in lifetime 14 5 3.4 1.1 – 10.6 

Tattooed by friend 14 4 4.5 1.4 – 15.2 

Hx of pinna puncture 14 27 0.3 0.1 – 0.6 

Pinna punctured by friend 7 17 0.3 0.1 – 0.8 

Hx of foreign body purching 2 1 2.0 0.2 -22.9 

Hx of facial shaving by barber 40 22 7.6 2.5 – 23.1 

Hx of sexual contact with CSW in lifetime 23 8 4.6 1.7 – 12.0 
Hx of sexual contact with CSW in a previous 
year 

6 1 2.5 0.2 – 24.5 

Hx of blood received in lifetime 9 5 1.9 0.6 – 6.2 
Hx of illegal injected by non-health 
professional 

10 10 0.9 0.3 – 2.5 

 

* Hx = History, IDU = intravenous drug injection, CSW = commercial sex workers 
 
Table 4  Final model of multivariate analysis by multiple logistic regression of risk factor for HCV infection in 

Phetchabun Province, 2006 

Variables Crude OR (95%CI) Adjusted OR 95%CI 

Male gender 
Hx of IDU in lifetime 
Hx of tattooing in lifetime 
Hx of pinna puncture 
Hx of facial shaving by barber 
Hx of sexual contact with CSW in lifetime 

12.1 (4.2 – 35.2) 
18.2 (4.9 – 67.9) 

3.4 (1.1-10.6) 
0.3 (0.1 – 0.8) 
7.6 (2.5 – 23.1) 
4.6 (1.7 – 12.0) 

2.5 
9.9 
1.3 
0.6 
2.9 
0.6 

0.5 – 13.8 
2.1 – 46.5 
0.3 – 5.5 
0.2 – 2.2 
0.7 – 13.0 
0.1 – 2.4 

* Hx = History, IDU = intravenous drug injection, CSW = commercial sex workers 
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ปัจจัยเสี่ยงของการติดเชื้อไวรัสตับอักเสบ ซี ในผู้ใหญ่ จังหวัดเพชรบรูณ์ ปี พ.ศ. 2549 

บทคัดย่อ: 

ปลายปี พ.ศ. 2549 จังหวัดเพชรบูรณ์ได้รับรายงานผู้ป่วยติดเช้ือไวรัสตับอักเสบ ซี เพิ่มข้ึนสามเท่าเม่ือเทียบกับข้อมูลย้อนหลัง

สามปี นอกจากนั้นรายงานผู้ป่วยจากจังหวัดเพชรบูรณ์คิดเป็นสัดส่วนร้อยละ 26.7 ของจํานวนรายงานผู้ป่วยท้ังประเทศ ทีมสํานัก

ระบาดวิทยา สํานักงานควบคุมและป้องกันโรคท่ี 9 พิษณุโลก และสํานักงานสาธารณสุขจังหวัดเพชรบูรณ์รวมทั้งทีมจากโรงพยาบาล

เพชรบูรณ์ โรงพยาบาลยุพราชหล่มเก่า และโรงพยาบาลหล่มสัก ร่วมกันสอบสวนโรคเพ่ือยืนยันการระบาดและระบุปัจจัยเสี่ยงเพื่อ

ค้นหามาตรการป้องกันควบคุมโรค ทําการศึกษาระบาดวิทยาเชิงพรรณนา โดยการสัมภาษณ์ผู้ป่วยท่ีบ้านและทบทวนเวชระเบียนของ

ผู้ป่วยในสามโรงพยาบาล (ร้อยละ 98 ของท้ังจังหวัด) โดยมีนิยามผู้ป่วย คือ ผู้ท่ีมีอายุระหว่าง 20 – 60 ปี ท่ีมีภูมิลําเนาอยู่ในสาม

อําเภอ ได้แก่ อําเภอเมือง หล่มสัก และหล่มเก่า และมีผลปฏิบัติการยืนยันการติดเช้ือไวรัสตับอักเสบซีอย่างใดอย่างหนึ่งต่อไปน้ี 1) ให้

ผลบวกต่อภูมิคุ้มกันไวรัสตับอักเสบซี 2) พบจีโนมของไวรัสตับอักเสบซีโดยวิธี PCR ศึกษาระบาดวิทยาเชิงวิเคราะห์ เพื่อหาปัจจัยเสี่ยง

ด้วยวิธี case-control โดยมีนิยามผู้ไม่ป่วย คือ ผู้ท่ีมีอายุระหว่าง 20 – 60 ปี ท่ีอาศัยอยู่ในหมู่บ้านเดียวกับผู้ป่วยและให้ผลตรวจทาง

ห้องปฏิบัติการต่อการติดเช้ือไวรัสตับอักเสบซีท้ังสองอย่างต่อไปน้ี 1) ให้ผลลบต่อภูมิคุ้มกันไวรัสตับอักเสบซี (HCV antibody) และ 

2) ไม่พบจีโนมของไวรัสตับอักเสบซีโดยวิธี PCR วิเคราะห์ข้อมูลเพื่อหาความสัมพันธ์ของขนาดปัจจัยเสี่ยงโดยใช้ dose-response 

relationship และควบคุมตัวแปรกวนโดยวิธี multiple logistic regression ด้วยโปรแกรม Epi Info version 3.3.2 (CDC, 

Atlanta, USA). ผลการศึกษา พบผู้ป่วยไวรัสตับอักเสบซีในรายงาน 506 ของสํานักงานสาธารณสุขจังหวัดเพชรบูรณ์จํานวน 126 

ราย อัตราป่วย 12.3 ต่อประชากรแสนคน โดยพบในอําเภอเมือง (ร้อยละ 49.2) หล่มสัก (ร้อยละ 35.7) และหล่มเก่า (ร้อยละ 13.6) 

ในจํานวนนี้พบผู้ป่วย ท่ีเข้ากับนิยามผู้ป่วยจากการสัมภาษณ์ในชุมชนจํานวน 43 ราย อายุเฉลี่ยของผู้ป่วยเท่ากับ 35 ปี (20-56) 

ผู้ป่วยเพศชายต่อเพศหญิงเท่ากับ 6.5:1 ผู้ป่วยส่วนใหญ่มีการศึกษาระดับช้ันประถมศึกษา (ร้อยละ 70) อาชีพเกษตรกรรม (ร้อยละ 

47) อัตราส่วนปัจจัยเสี่ยงท่ีพบในกลุ่มผู้ป่วย ได้แก่ เคยใช้เข็มฉีดยาเข้าเส้นเลือดร้อยละ 58 เคยสักผิวหนังตั้งแต่อายุน้อยกว่า 20 ปี 

ร้อยละ 31 เคยมีเพศสัมพันธุ์กับผู้ให้บริการทางเพศ ร้อยละ 51 เคยโกนหนวดหรือเคราหลังจากร้านตัดผม ร้อยละ 89 และในจํานวนนี้ 

เคยได้รับเลือดก่อนปี พ.ศ. 2535 ร้อยละ 47 การวิเคราะห์ข้อมูลเปรียบเทียบ (case-control) ปัจจัยเสี่ยงท่ีพบมากท่ีสุด คือ การใช้

เข็มฉีดยาร่วมกัน รองลงมาเป็นการสักผิวหนัง การโกนหนวด หน้าและ/หรือเคราจากร้านตัดผม และการมีเพศสัมพันธุ์กับผู้ให้บริการ

ทางเพศ ภายหลังจากการวิเคราะห์เพื่อกําจัดตัวกวนโดยวิธี multiple logistic regression พบการใช้เข็มฉีดยาเท่านั้นที่เป็นปัจจัย

เสี่ยงอิสระ (adjusted OR=12.9; 95% CI = 2.2-75.2) ส่วนการใช้บริการทางเพศ การโกนหน้าหรือหนวดในร้านตัดผม รวมทั้งการ

สักพบความสัมพันธ์แบบ dose response relationship (Chi-square for trend <0.05) สรุปและวิจารณ์ การเพิ่มข้ึนของรายงาน

ผู้ติดเช้ือไวรัสตับอักเสบ ซี มีลักษณะผิดปกติ โดยมีสาเหตุจากการใช้เข็มฉีดยาร่วมกัน การใช้บริการทางเพศ รวมท้ังการโกนหนวด 

โกนหน้า สามารถคาดการณ์ว่าในอนาคตจะมีผู้ป่วยโรคมะเร็งตับในจังหวัดเพชรบูรณ์เพิ่มข้ึน การรักษาผู้ป่วยด้วยการรักษามาตรฐาน

อาจจะลดความเสี่ยงของการพัฒนาของโรคไปเป็นมะเร็งตับ อัตราการใช้เข็มฉีดยาเสพติดในปัจจุบันลดลงมาก แต่การค้นหาผู้ป่วยและ

การรายงานยังต่ํากว่าความเป็นจริง ทําให้มีความเสี่ยงจากการติดเช้ือโดยการได้รับเลือด จึงควรมีการศึกษาในจังหวัดเพชรบูรณ์ เพื่อ

พิจารณาเพิ่มศักยภาพการคัดกรองเลือดโดยใช้วิธีท่ีมีความไวสูง  

คําสําคัญ: ไวรัสตับอักเสบซี, เพชรบูรณ์, ปัจจัยเสี่ยง, ประเทศไทย, การระบาด 




