
Difference in the distribution of e antigen among different
ethnic groups in a population of blood donors

Table I-Serum positivity fore and anti-e among carriers of hepatitis B surface antigen (HB,Ag)
and close contacts

No. (and %) of subjects and positivity/negativity

No. of eandanti-e
Group subjects e+ve anti-e+ve negative

HB,Ag carriers 368 23* (6.3) 313 (85.0) 32(8.7)
Contacts of carriers 310
HB,Ag+ve 24 0 20 (83.3) 4 (16.7)
HB,Ag -ye 286 0 2t (0.7) 284 (99.3)

*Positivity detectable only by counterimmunoelectrophoresis in 7 subjects.
tBoth also positive for anti-HB,.
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Table Il-Distribution of 368 HB,Ag carriers by ethnic group, e positivity and transaminase values

No. of subjects positive for:

Ethnic No. of e with high
group subjects e transaminase values

French 330 14 9
English 9 2 2
Italian 8 3 1
Asiatic* 10 4 0
Otherst 11 0
*2 born in China and 8 in Vietnam.
t2 born in Belgium, 2 in Tunisia and 1 each in Haiti, Greece, Russia, Lebanon, Morocco, Algeria
and Egypt.



High transaminase values were found
more frequently in the e-positive sub-
jects. This is in keeping with some
previous reports of association of e
antigen with high transaminase values"
or more direct evidence of liver dis-

4,7 8sease. We have reported previously'9
the results of biopsies done in 31 car-
riers among our population and in only
3 of them was the liver found to be
normal by the criteria used. Among
these 31 carriers in whom histologic
features of the liver were known, 3
were found to be e-positive: 1 of the
2 with chronic aggressive hepatitis and
2 of the 15 with the most minimal le-
sions of chronic persistent hepatitis.
There is thus no clear association with
the most severe involvement of the
liver and e-positivity in our population.
On the other hand, 4 of the 10 Asiatics
in our series were e-positive and none
of them ever had high transaminase
values. The group is admittedly small
but has to be interpreted with data
existing in the literature. Indeed, e anti-
gen was reported with abnormally high
frequency in asymptomatic HB.Ag car-
riers among the Eskimos (34%)" and
Japanese (43% )*12 The latter study, on
pregnant women, showed that e antigen
in the mother was associated with HBV
infection in the children, while the re-
verse was seen when anti-e was pres-
ent. It is well established that propor-
tions of HB5Ag carriers vary widely
among different populations.20 Within
our population, we have shown pre-
viously2' that the principal mode of
transmission appears to be horizontal,
since about half of the HB.Ag carriers
detected among blood donors were
orphans who had lived in institutions
as newborns or babies. In other popula-
tions like the Japanese, with very high
proportions of HB.Ag carriers who are
totally asymptomatic," the infection
might be mainly transmitted vertically
from the mother to her child with a
very high degree of immunologic tol-
erance and no sign of liver disease, as
opposed to mainly horizontal transmis-
sion in populations in which the
immunologic tolerance might be only
partial, with signs of more or less se-
vere liver involvement. It is possible
that this apparent prejudice for the in-
dividual might be counterbalanced on
epidemiologic grounds by the fact that
a more perfect degree of tolerance ap-
pears to increase e-positivity and in-
fectivity.

Conclusion

We conclude that markers for the
e system are always associated with
markers of past or present infection
with HBV. Among HB8Ag carriers,
there is a wide variation of distribution
of e antigen among ethnic groups and

this might be related to the mode of
transmission of HBV infection. It might
be hypothesized that, with increasing
sensitivity of the techniques, all HB.Ag
carriers could be classified as having
e or anti-e, and this might be of con-
siderable epidemiologic importance.22
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