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ABSTRACT:

This study was carried out in order to check the efficacy of the silver solution (ASAP) on hepatitis B virus infected patients (artisans and civil servants) who attended our hospital situated in Lugbe Abuja, Nigeria. This is a two stage research design; First stage involved subject’s informed consents through randomed oral interview administration, followed by HbsAg screening assay; sixty (60) people( 40 men and 20 women) were involved in the study; these subjects were highly reactive to the HbsAg serology test at their baselines. They were also presenting with clinical signs and symptoms of hepatitis infection. Each of them was evaluated on various appointment days after silver solution (ASAP) 5mls per day was administered on them. In the second stage, Roche‘s Real Time PCR Machine was used to check for the complete absence or presence of Hepatitis B RNA or simply to quantify the viral load where applicable. Significant decline in reactivity to HbsAg serology test (P<0.05) were observed. Their clinical signs and symptoms also disappeared after average of 10 to 16 weeks on treatment and remained so several weeks after.  This showed that silver solution (ASAP) could be a good supplement to be utilized in cases of Patients  acutely or chronically infected with HbsAg and HB eAg respectively especially amongst the poor and those who could not wait to be observed for the immunity to take its course in the former case.
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1Background
The earliest record of an epidemic caused by hepatitis B virus was made by Lurman in 1885. An outbreak of smallpox occurred in Bremen in 1883 and 1,289 shipyard employees were vaccinated with lymph from other people. After several weeks, and up to eight months later, 191 of the vaccinated workers became ill with jaundice and were diagnosed as suffering from serum hepatitis. [1] Other employees who had been inoculated with different batches of lymph remained healthy.[1] Lurman's paper, now regarded as a classical example of an epidemiological study, proved that contaminated lymph was the source of the outbreak.[2] .   Later, numerous similar outbreaks were reported following the introduction, in 1909, of hypodermic needles that were used, and more importantly reused, for administering Salvasan for the treatment of syphilis. [2]   The virus was not discovered until 1965 when Baruch Blumberg, then working at the National Institute of Health (NIH), discovered the Australian antigen (later known to be hepatitis B surface antigen, or HBsAg) in the blood of Australian aboriginal people. [3]   Although a virus had been suspected since the research published by MacCallum in 1947 D.S. Dane and others discovered the virus particle in 1970 by electron microscopy. By the early 1980s the genome of the virus had been sequenced, and the first vaccines were tested. [1, 2, 3] Acute hepatitis B infection does not usually require treatment because most adults clear the infection spontaneously. Early antiviral treatment may only be required in less than 1% of patients, whose infection takes a very aggressive course (fulminant hepatitis) or who are immunocompromised. On the other hand, treatment of chronic infection may be necessary to reduce the risk of cirrhosis and liver cancer. Chronically infected individuals with persistently elevated serum alanine aminotransferase, a marker of liver damage, and HBV DNA levels are candidates for therapy. [19] Although none of the available drugs can clear the infection, they can stop the virus from replicating, thus minimizing liver damage. Currently, there are seven medications licensed for treatment of hepatitis B infection in the United States. These include antiviral drugs lamivudine (Epivir), adefovir(Hepsera), tenofovir(Viread),telbivudine (Tyzeka) and entecavir (Baraclude) and the two immune system modulators interferon alpha 2a andPEGylated interferon alpha 2a (Pegasys). [19, 20]
 The use of interferon, which requires injections daily or thrice weekly, has been supplanted by long-acting PEGylated interferon, which is injected only once weekly. However, some individuals are much more likely to respond than others and this might be because of the genotype of the infecting virus or the patient's heredity. The treatment reduces viral replication in the liver, thereby reducing the viral loads (the amount of virus particles as measured in the blood). [19, 20]  Infants born to mothers known to carry hepatitis B can be treated with antibodies to the hepatitis B virus (HBIg). When given the vaccine within twelve hours of birth, the risk of acquiring hepatitis B is reduced by 90%. [21]
Response to treatment differs between the genotypes. Interferon treatment may produce an e antigen seroconversion rate of 37% in genotype A but only a 6% seroconversion in type D. Genotype B has similar seroconversion rates to type A while type C seroconverts only in 15% of cases. Sustained e antigen loss after treatment is ~45% in types A and B but only 25–30% in types C and D. [22] In July 2005; researchers identified an association between a host-derived DNA-binding protein and the amount of HBV replication in the liver. Controlling the level of production of this protein could be used to treat hepatitis B. Treatment lasts from 6 months to a year, depending on medication and genotype. [21, 22]
Hepatitis B virus DNA persists in the body after infection and in some people the disease recurs. Although rare, reactivation is seen most often in people with impaired immunity. HBV goes through cycles of replication and non-replication. Approximately 50% of patients experience acute reactivation. Male patients with baseline ALT of 200 UL/L are three times more likely to develop a reactivation than patients with lower levels. Patients who undergo chemotherapy are at risk for HBV reactivation. The current view is that immunosuppressive drugs favor increased HBV replication while inhibiting cytotoxic T cells function in the liver. [23, 24] 

The ASAP Solution is an engineered silver nano-particle mineral supplement. It includes 10 parts per million (ppm) silver utilizing American Biotech Labs unique patented silver technology. It is an immune system support, meaning that it is designed to help boost a healthy immune system, to act as a first line of defense. It has been proven safe for daily usage when used as suggested. Hundreds of tests have been completed on the ASAP Solution at independent government certified laboratories, both domestic and international, as well as numerous universities and government sponsored laboratories [25]. Through years of bacteria and pathogenic studies, American Biotech Laboratories researchers extensively analyzed some of the deadliest bacteria and viruses known to man. Their research was crucial in the development of the ASAP Silver Solution. They realized basic elements of bacteria  and viruses had to be unraveled in order to develop a silver based supplement that could kill the deadliest pathogens known to mankind. There are hundreds of types of silver products in the market today,[26]  most are ionic or colloidal preparations; few have been Environmental  Protection Agency(EPA) or Food and Drug Agency(FDA) approved.
.

2 Study  Design  and  Methods
This study is a two stage prospective study conducted on the attendees of our clinic with various signs and symptoms that are reminiscent of Hepatitis and other chronic infections. At the first stage of the study, the research was conducted using oral questionnaire and with informed consent of the patients on the days of their appointments. We ensured strict adherence by the subjects, to a dosage of five, (5) mls, of the Silver solution (ASAP) twice daily.  For those with persistent signs and symptoms, the dosage regimen were increased to thrice daily and shorter appointment of one(1) week was giving to them. Those with improved symptoms and signs were asked to continue the present dosage of twice daily while those with no signs and symptoms were asked to reduce to once daily. The treatment regimen was pegged at between twelve and sixteen weeks for each of the selected candidates depending on the result. The results were analyzed by the numbers of months or weeks each candidate used the silver solution before their signs and symptoms disappeared. They were also subdivided into sex, age and occupation (civil servant, self employed and unemployed). They were tested for HbsAg on each visit and were recorded as either REACTIVE or NON REACTIVE. Other tests included Full blood count and LFTs (Liver Function Tests) as the case may be.  Any negative screening to HbsAg serology was also tested for LFTs.  Further screening for other infections was also done.  Groups with reactivity to HbsAg serology test were placed on the SILVER SOLUTION (ASAP). The negative group was placed on Placebo and served as control.  Each group was asked to return in 2 weeks for evaluation of their signs and symptoms. Basic signs and symptoms evaluated were:  General well being, fever, weakness of the body, nausea and vomiting, headache, joint pains, yellowness of urine, itching, abdominal pains and stool color change. The signs included anaemia, jaundice, right hypochondrial pain, abdominal swelling and ascites. Each patient was evaluated based on his or her earlier signs and symptoms. The patients were observed for further two weeks to ascertain the persistence of their reactivity to HbsAg serology before they were placed on the new silver solution (ASAP). Each patient’s situation were recorded and tabulated accordingly   .
           In the second stage, Roche‘s Real Time PCR Machine was used to check for the complete absence or presence of Hepatitis B RNA or simply to quantify the viral load where applicable. The outcomes  of the second stage would be published in another edition of this work.
                         Table 1.    
Age range                        Male                  Female    

	<15---- 25>
	   3
	  2
	

	<26----36>
	 20
	 10
	

	<37----47>
	   8
	   2
	

	<48----58>
	   5
	   5
	

	<59----69>
	   4
	   1
	

	 TOTAL
	 40
	 20
	

	
	
	
	


Vital statistics(Number of the participants) in each age bracket are as stated above:

                              Table,  2

Occupation:                   Male           Female       

	Civil servant
	 10
	 5

	Self-Employed
	 20
	 5

	Unemployed
	 10
	 10

	TOTAL
	 40
	 20


Unemployed includes housewives and other unskilled labourers like water sellers, truck pushers and laundry people.

Self employed are the organized private employers like mechanics, vulcanizes, radio and television repairers.

Civil servants are those employed by the Federal, state and local government employees.

	                                                                 Table 3
	

	AGE RANGE
	0 - 28(days)
	0 - 56(days)
	0 - 84(days)

	0 – 112

(days)


	< 15 – 25 >
	3/3 (100%)
	2/3 (66.6%)
	1/3 (33.3%)
	0/3 (0%)



	< 26 – 36 >
	16/20 (80%)
	12/20 (60%)
	9/20 (45%)
	2/20 (10%)



	< 37 – 47 >
	6/8 (75%)
	4/8 (50%)
	2/8  (25%)
	1/8 (12.5%)



	< 48 – 58>
	5/5 (100%)
	3/5 (60%)
	1/5 (20%)
	0/5 (0%)



	< 59 – 69>
	4/4 (100%)
	3/4 (75%)
	2/4 (50%)
	¼  (25%)




Days of Test (percentage of patient reactive to HbsAg serology test %)

                                                                   Table 4a
	Days of ASAP ADMIN
	0 - 28
	0 - 56
	0 - 84
	0 – 112



	% of Reactive HB Ag Test
	  %
	   %
	   %
	   %



	Age Range
	
	
	
	

	< 15 – 25 >
	100
	66.6
	33.3
	0



	< 26 – 36>
	80
	60
	45
	10



	< 37 – 47>
	75
	50
	25
	12.5



	< 48 – 58>
	100
	60
	20
	0



	< 59 – 69>
	100
	75
	50
	25



	
	
	
	
	


Table of male HBS Ag Reaction Test After ASAP Administration from Day 0 to Day 112

2.1 Hypothesis Testing
Ho –At different age groups and periods from day O of  drugs administration to the last day 112 of administration of ASAP, there is no significant reduction in the percentage of patients who are reactive to HBs Ag serology testing.

Ha – Significant reduction seen in the percentage of patient reacting to HBs Ag serology testing from day 0 – 112 of administration of ASAP.

                                                              Table  4b
	Square of Variance
	df
	Sum of Squares b/w
	Mean sum of Squares


	F  =  Mean Sum of Squares

        Mean of squares within

	B/w   Reactives


	 3 (4 – 1)
	18533.8 
	18533.8                                 

     3                              = 6177.9
	6177.9

127.7

	Error Sum of square within
	(19 – 3) = 16
	2,043.9
	2043.9

    16

= 127.74
	48.37



	
	
	
	
	


Tabulated value at P < 0.05 = 3.24 on F distribution table.

Calculated value at P < 0.05 = 48.37

Ha retained, i.e , there is significant reduction in the percentage of patients reactive to HBs Ag Serology Test, on ASAP administration for 112 days. 

                                    Table 5
	                    
	                                                    Days of Test



	Female
  ‘Age’
	0 - 28
	0 - 56
	0 - 84
	0 – 112



	< 15 – 25 >
	1/2 (50%)
	1/2 (50%)
	0/2 (0%)
	0/2 (0%)



	< 26 – 36 >
	8/10 (80%)
	6/10 (60%)
	3/10 (30%)
	2/10 (20%)



	< 37 – 47 >
	2/2 (100%)
	1/2 (50%)
	0/2  (0%)
	0/2 (0%)



	< 48 – 58>
	5/5 (100%)
	4/5 (80%)
	2/5 (40%)
	1/5 (20%)




Table of female Hbs Ag  reactive test after ASAP administration from day 0 to day 112
                                                                       Table 6a
	Days of ASAP Admin
	0 - 28
	0 - 56
	0 - 84
	0 – 112



	% of Reactive HB Ag Test
	%
	%
	%
	%

	Age of Female Patients
	
	
	
	

	< 15 – 25 >
	50
	50
	0
	0

	< 26 – 36>
	80
	60
	30
	20

	< 37 – 47>
	100
	50
	0
	0

	< 48 – 58>
	100
	80
	40
	20

	< 59 – 69>
	100
	100
	100
	0

	TOTAL
	430
	340
	170
	40

	X(mean)
	86
	68
	34
	8


Table of female Hbs Ag  reactive test after ASAP administration from day 0 to day 112 
2.2  Hypothesis Testing
Ho –At different age groups and periods from day O of  ASAP administration to the last day 112 of administration, there is no significant reduction in the percentage of patients who are reactive to HBs Ag serology testing.

Ha – Significant reduction seen in the percentage of patient reactive to HBs Ag serology testing after administration of ASAP.

                                                 Table6 b  One Way ANOVA
	Square of Variance
	df
	Sum of Squares
	Mean sum of Squares


	F ratio

	B/w  HBs Ag  Serology Rate test


	4 – 1 = 3
	18,180
	6060
	6060

687.5



	Error
	19 – 3 = 16
	11,000
	687.5
	= 8.81



	Total
	20 -  1 = 19
	21780
	
	


Tabulated value = 3.24

Calculated value = 8.81

Therefore Ha retained,

i.e.  significant reduction in the percentage  of patients reactive to HBs Ag serology test after administration of ASAP. 

                                                                    Table 7

	Age Range
	0 - 28
	0 - 56
	0 - 84
	0 – 112



	< 15 – 25 >
	0/3
	0/3
	0/3
	0/3



	< 26 – 36 >
	0/20
	0/20
	1/20
	0/20



	< 37 – 47 >
	2/8
	1/8
	0/8
	0/8



	< 48 – 58 >
	1/5
	0/5
	0/5
	0/5



	< 59 – 69 >
	1/4
	0/4
	0/4
	0/4




Control ( Male ) ; showing the age range of the control and the reactivity to HbsAg serology test at various days of follow up.
                                                            Table 8
	Age Range
	0 – 28
	0 - 56
	0 - 84
	0 – 112


	< 15 – 25 >
	½
	0/2
	0/2
	0/2



	< 26 – 36 >
	2/10
	1/10
	0/10
	0/10



	< 37 – 47 >
	0/2
	0/2
	0/2
	0/2



	< 48 – 58 >
	1/5
	1/5
	0/5
	0/5



	< 59 – 69 >
	0/1
	0/1
	0/1
	0/1




Controls ( Female) ; showing the age range of the controls amongst the females and the reactivity to HbsAg serology test on follow up days.
Under the age group < 15 – 25 > , at  the beginning of the studies, there were 3 qualified candidates for the administration of ASAP (Silver Solution).  All three of them were reactive for Serology (HbsAg) testing from day zero to day 28.

From day 28 to day 56, (66.6%) of them were reactive and by the end of day 84, only one of the 3 (33.3%) was reactive while on ASAP. By the day 112, none of them (0%) was reactive to the HbsAg Serology testing. Under age group < 26 – 36 > ,  there were 20 of them that were placed on ASAP.  At the end of the 28 days, only 16 (80%) out of 20 were reactive. By the end of 56 day, they were only 12 (60%) reactive.  At day 84, only   9 (45%) were reactive.  By the 112 day, only 2 (10%) were reactive. There were 8 candidates under age group < 37 – 47 > who were reactive to Hbs Ag Serology test.  By the end of day 28, 6 (75%) were reactive while at the end of 56 days only 4 (50%) were reactive.  Day 84 showed further reduction of reactive subject to only 2 (25%) and only 1 (12.5%) was reactive as at end of day 112. The age group < 48 – 58 >, showed that all the 5 candidates in this group were still reactive at the end of 28 days on New silver solution ( ASAP) administration. However, at the end of 56 days, 3 of the 5 were reactive to the test. On day 84, only 1 of the 5 was reactive to the test and none by the end of day 112. The oldest age group of 59 – 69 was only 4 candidates.  At the end of day 28, all of them (100%) were still reactive to the Serology testing while on ASAP. 3 (75%) were reactive by day 56, while one of them (25%) still remain reactive on day 112.

In the female table, there were 2 patients from the beginning of day zero in age groups 15 – 25.  At the end of day 56, only 1 (50%) was reactive to the Hbs Ag Serology test, while on ASAP (Silver Solution). By the end of day 84, none was reactive. In age group 26 – 36, there were 10 patients placed on ASAP who were reactive to the serology test. At the end of day 28, only 8 (80%) were reactive, while at the end of day 56, they were 6 (60%). On day 84, while still on ASAP administration, there were only 3 (30%) out of the 10 reactive to the test. By day 112, only 2 were still reactive to the Abs Ag Serology test. In age group 37 – 47, as at day 28, all the 2 of them were still reactive. However, by day 56, 1 of them was reactive while by day 84, none was reactive. Under the age 48 – 58, they were 5 patients placed on silver solution ( ASAP), by day 28 all were still reactive to the Serology test. On day 56 however only 4 (80%) of them were reactive, by day 84, only 2 (40%) were reactive. At the last day of testing (Day 112) only 1 (20%) was still reactive to the Hbs Ag Serology test. In age group 59 – 69, there was only one patient in the study group.  After administering the New silver solution (ASAP) from day zero, she was still reactive up till day 84.  On day 112, none was reactive. 

Control data  of (Tables 7 and 8) showed that controls who were recruited with same signs and symptoms but are not reactive for serology test for Hbs Ag. They were placed on other medications other that Silver Solution (ASAP) and monitored along those with reactive serology test. Even though few of them were still reactive amongst the age group 37 -47, 48 – 58 and 59 – 69 from the beginning of the study; the same people suddenly become non-reactive within the zero and 56 days. This may be ascribed to the state of their immune response in those of them who are normally in the group that usually have spontaneous remission. Same goes for the female controls; they all become non-reactive within 56 days; on the other treatment for their signs and symptoms. They were given anti-malarias, analgesic and Vitamin B complex and ascorbic acid.  None of them was placed on New Silver Solution. Result of this test shows that there is a significant decrease to the reactivity to the Hbs Ag serology test on both male and female subject on New Silver Solution ( ASAP). The reduction in their reactivity shows that the ASAP administration has had some positive effects on the patients.

The sign and symptoms were disappearing with each passing week on the silver solution. However, some of them who did not have remission to the serological testing may be those who have other clinical conditions that make the serology test remain reactive. 

3  Discussions
Silver Solution (ASAP) has been known as a broad spectrum antibacterial, antiviral, anti fungal and even against some rare and unclassified organism.  It has been in use since early 19th century but in its crude forms. The crude forms in compounds of various nitrate or sulphate were been used to take care of conjunctivitis in both adults and children. However, this form has been associated with undesirable side effects ranging from gastro enteritis to liver and bone staining. Studies on the new Silver Solution (Pure Form) made from Nano-technology has proven to be more reliable and effective devoid of side effect associated with the compounded silver. Work done on new Silver Solution in various places has had rare and extensive review by eminent doctors, scientist in various fields.  The work done by Prof. R. Leavitt of Molecular Biology and microbiology in Brigham Young University USA on New Silver Solution; found that ‘To date, there are no potentially pathogenic bacteria tested that this product has not killed’. Silver Solution has been known to work against several clinical situation ranging from bacterial pneumonia to viral and Candida infections.  Specific work on Hepatitis B virus was done by Dr.  R.A. Deshmukh of  Haffkine Institute.  Viricidal activity of ASAP on Hepatitis B virus found it effective against both DNA and reverse transcriptase inhibition. Going through this prospective study, we found to our chagrin, the rate at which signs and symptoms of the patients employed got ameliorated on ASAP administration. New Silver solution (ASAP), works with Nano-encapsulated and super charged particles of the silver.

Each ion’s shell missing two outer electrons, the super charged silver rips elections from the thin-walled cell membranes of harmful bacteria.   The ruptured cells lead to the death of bacteria.  It also has unique resonance which disrupts and kills viruses, bacteria and yeasts. The third is the super charged magnetic attraction which binds and incapacitates the abnormal DNA of viruses on both direct and indirect contact of the new silver solution particles.  (Dr Robert O. Beckers, Syracuse medical university, 1970. In view of these well-researched methods of eliminating different germs, this project decided to find out of what effect the silver solution will have on black hepatitis reactive patients. Works done by Jessica Pates of Brigham Young University in 2004, others like Jason Henrie of University of California in 1999 and others support this work on the activity of silver solution.

It has been proven in several studies about the efficacy of silver solution on different organism; for example efficacy of SS on Pseudomonas Aerugenosa, staphylococcus Aureus and even on SARS by US National Institute of health.

Others are Utah State University work on Avian Influenza (April 2006).

Taking with consideration, the efficacy of SS on these vagaries of organism, the need to make use of SS on Hepatitis B virus infection should be encouraged.  This can be effectively done making it more available in the country. When we consider that the group of drugs presently in use against Hepatitis B virus infection has side effects ranging from hair loss to mental problem. The relapses after the treatment make the use in Africa to be quite frustrating to the patients who would have used all their savings on the treatment.

4 Conclusions:

The treatment with Silver Solution has been shown to be effective on Hepatitis B virus; without those horrible side effects on the patients. It also gives long lasting positive effects to the patients, as they remain healthy and strong for several months after their HbsAg serology test became negative. This makes it a more desirable treatment for the patients in the tropical regions of the world. This will only be possible with its availability and easy access to this solution in the tropical region where it is most useful.
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