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Abstract: Sub-Saharan Africa has one of the highest rates of hepatitis B virus (HBV) infection globally,
with an incidence of 1.5 million and 0.8 million yearly deaths, which drives synergistic efforts
towards its elimination. To assess the risk of mother-to-child transmission of HBV infection, a cross-
sectional study was conducted on 1012 pregnant women in Angola to investigate HBV serological
and molecular profiles. The prevalence of HBV was 8.7% (n = 88), with hepatitis B core IgM antibody
(anti-HBc IgM) positivity identified in 12.8%, hepatitis B “e” antigen (HBeAg) positivity in 30%,
and HBV DNA ≥ 200,000 IU/mL in 28.2%. Family tracking studied 44 children, of which 11 (25%)
received at least two doses of the hepatitis B vaccine. HBV was detected in 10/44 (22.7%) children,
with vaccination reported in one infected child. Further testing identified anti-HBc IgM positivity
in 3/10 (30%), HBeAg positivity in 55%, and both seromarkers in 20%. The results revealed the
importance of antenatal HBV screening, antiviral prophylaxis for mothers with high viral loads or
HBeAg positivity, and timely first-dose hepatitis B vaccines in newborns. Anti-HBc IgM positivity
among pregnant women and children highlights prophylactic measures worth considering, including
antenatal hepatitis B vaccination and catch-up vaccination to young children.

Keywords: hepatitis B virus; elimination; mother-to child transmission; prophylaxis; newborn vacci-
nation; pregnancy; vertical transmission; horizontal transmission; acute hepatitis B infection; Angola

1. Introduction

Sub-Saharan Africa (SSA) has one of the world’s highest prevalence of hepatitis B virus
(HBV) infection. This infection, in 2019, accounted for 1.5 million new cases and 0.8 million
deaths, which drives the need for synergistic efforts towards its prevention and treatment in
key populations [1]. National programs in many countries in this region have implemented
preventive measures to halt or decrease mother-to-child transmission (MTCT), with reports
showing considerable progress throughout the years but still remain far from the target
goals [2]. The shared characteristics of HBV and other transmission-related infections, such
as syphilis and human immunodeficiency virus (HIV), allow for an integrated approach
that facilitates the reduction of MTCT [3].

Since 2007, the World Health Organization (WHO) has recommended HIV and syphilis
screening during antenatal consultations [4] and, more recently, HBV screening [2,5]. A
growing number of countries have organized strategies for HBV testing along with syphilis
and HIV, to increase the efficacy of antenatal care [1]. High-income countries successfully
screen for these infections during pregnancy; however, limited access to antenatal care and
diagnostic testing in low-income countries poses a challenge [6]. As the African region
leads HIV testing and treatment, it wields the opportunity to extend this approach to HBV
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infection to reduce MTCT and the high burden of disease in the region [1]. Although many
countries regularly perform syphilis screening together with HIV, HBV screening is yet to
be incorporated as routine antenatal screening [6].

Angola elaborated an antenatal HBV screening policy that recommends testing dur-
ing consultations [7] (Maria Furtado, Personal Communication, 10 December 2021), and
antiviral prophylaxis with tenofovir disoproxil fumarate (TDF). The latter was included
following the 2020 WHO recommendation for pregnant HBV-infected women with high
concentrations of HBV DNA or positive surrogate seromarker for high viral replication,
HBeAg to receive TDF to prevent MTCT [8]. It is important to note that this policy is being
implemented nationwide. This study sought to identify the few remaining challenges in
Angola and other SSA countries preventing the successful elimination of MTCT of HBV.

2. Results
2.1. Population Profile

Between July and September 2007, 1012 pregnant women aged 13 to 46 years (average
24.5 ± 6.6), consented to participate in the study. The 20–29 age group accounted for
45.6% (462/1012) and 1.6% (17/1012) of participants did not know their age (Table 1). The
gestational age varied from 4 to 42 weeks (average 25.6 ± 8.1), with 50.45% being in the
third trimester of pregnancy. A total of 104 (10.2%) pregnant women were not registered
for antenatal care and were in-patients that had been admitted for delivery or were at risk
of a miscarriage.

Table 1. Demographic characteristics and frequency of risk factors in pregnant women at the Prenatal
and Obstetric Clinic/Hospital Geral do Bié, Kuito, Bié, Angola.

Characteristics N (%) HBsAg Prevalence OR 95% CI p Value

Total 1012 (100) 8.7 - - -

Age category (years)

13–19 273 (27.0) 9.5 1.01 0.35–2.86 0.981

20–29 462 (45.6) 9.3 1.05 0.12–8.55 0.962

30–39 250 (24.7) 6.8 0.72 0.08–6.04 0.770

≥40 11 (1.0) 9.1 1.0-

Not known 16 (1.5) 6.2 0.66 0.08–11.93 0.783

Gestational age (weeks)

1–12 84 (8.3) 10.7 1.32 0.61–2.82 0.471

13–24 412 (41.1) 8.9 1.04 0.82–1.31 0.722

25–42 505 (49.9) 8.3 1.0-

Unknown 11 (1.0) 0.0 - - -

Risk Factors

Antenatal care

Yes 908 (89.7) 8.7 1.0-

No 104 (10.3) 8.6 0.99 0.48–2.04 0.987

Alcohol intake

Drinker 113 (11.4) 8.8 1.01 0.50–2.06 0.963

Non-drinker 883 (88.6) 8.7 1.0-

Blood transfusion

Yes 29 (2.9) 13.7 1.69 0.57–4.97 0.955

No 972 (97.1) 8.6 1.0-
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Table 1. Cont.

Characteristics N (%) HBsAg Prevalence OR 95% CI p Value

Surgery

Yes 55 (5.5) 5.4 0.58 0.17–1.90 0.373

No 945 (94.5) 9.9 1.0-

Tattoo

Yes 30 (3.0) 16.6 2.14 0.79-5.74 0.130

No 972 (97.0) 8.5 1.0-

Body piercing

Yes 883 (88.1) 9.0 1.61 0.72–3.58 0.238

No 119 (11.9) 5.8 1.0-

Scarification

Yes 183 (18.3) 8.7 0.99 0.56–1.75 0.983

No 819 (81.7) 8.7 1.0-

Female genital circumcision

Yes 11 (1.1) 9.1 1.03 0.13–8.21 0.971

No 991 (99.9) 8.7 1.0-

Razor sharing

Yes 75 (7.5) 9.3 1.07 0.47–2.41 0.861

No 927 (92.5) 8.7 1.0-

Sharing of nail grooming appliances

Yes 458 (45.9) 8.0 0.84 0.54–1.31 0.449

No 540 54.1) 9.4 1.0-

Sharing of toothbrush

Yes 62 (6.2) 9.6 1.12 0.46–2.68 0.797

No 940 (93.8) 8.7 1.0-

Use of intravaginal astringent substances

Yes 500 (50.0) 8.0 0.81 0.52–1.27 0.372

No 500 (50.0) 9.6 1.0-

Anal sex

Yes 191 (19.1) 7.3 0.78 0.43–1.42 0.429

No 810 (80.9) 9.1 1.0-

Oral sex

Yes 147 (14.7) 8.1 0.90 0.48–1.71 0.771

No 854 (85.3) 8.8 1.0-

More than one sexual partner in the past 6 months

Yes 14 (1.4) 14.2 1.74 0.38–7.92 0.470

No 987 (98.6) 8.7 1.0-

Polygamous sexual partner

Yes 413 (54.0) 8.9 1.03 0.62–1.70 0.893

No 357 (46.0) 12.6 1.0-



Pathogens 2022, 11, 225 4 of 16

Table 1. Cont.

Characteristics N (%) HBsAg Prevalence OR 95% CI p Value

No or infrequent use of condoms

Yes 977 (97.7) 8.9 2.15 0.28–16.14 0.457

No 23 (2.3) 4.35 1.0-

Past history of STD

Yes 99 (9.9) 12.1 1.49 0.78–2.85 0.223

No 900 (90.1) 8.4

Syphilis

Yes 69 (7.1) 8.7 1.01 0.42–2.42 0.972

No 910 (92.9) 8.5 1.0-

HIV

Yes 10 (1.1) 10.0 1.16 0.14 -9.29 0.887

No 906 (98.9) 8.7 1.0-

N, number of pregnant women tested; HBsAg, hepatitis B surface antigen; STI, sexually transmitted infections.

2.2. Screening for HBV, Syphilis, and HIV

All 1012 pregnant women were screened for the main serological marker for HBV
infection, the hepatitis B surface antigen (HBsAg), of which 914/1012 (90%) were addition-
ally tested for syphilis and HIV. The remaining 98 pregnant women were tested as follows:
65 for both syphilis and HBsAg, 2 for HIV and HBsAg, and 31 for HBsAg alone. Among
the 1012 pregnant women tested for HBsAg, 88 (8.7%, 95% CI: 6.9–10.6) were positive, all of
whom were confirmed using a different commercial rapid test, HBsAg Determine®/Abbott.
Syphilis was detected in 69/979 (7.0%, 95% CI: 5.4–8.6); of these, 14 (20%) were retested
with the rapid plasma reagin test with 100% concordance. HIV testing using HIV Vikia®

yielded 12 positive results; 10/12 (83%) were concordant with HIV1/2 Determine® tests,
and 9/12 (75%) were concordant with HIV 1/2 Unigold®. For this study, we considered at
least two positive results; therefore, 10/916 patients (1.1%, 95% CI: 0.4–1.7) were considered
to be HIV-infected. Co-infections with HBsAg and syphilis were identified in 6/979 (0.61%,
95% CI: 0.23–1.3), HBsAg and HIV in 1/916 (0.11%, 95% CI: 0.00–0.61), and syphilis and
HIV in 3/914 (0.33%, 95% CI: 0.07–0.96).

2.3. Risk Factor Assessment

Seventeen participants lacked answers to the questionnaire, but were included for
seroprevalence purposes. The average age was 23.5 ± 6.3 for the HBsAg-positive pregnant
women and 24.7 ± 6.6 for all those that tested negative by all three tests (n = 769). Lack
of antenatal care was higher among HIV-positive women 2/10 (20%) than among HBV-
positive 9/88 (10.2%) or syphilis-positive 8/69 (11.6%) women, (χ2 = 0.86, N = 98, p = 0.35;
and χ2 = 0.55, N = 79, p = 0.45, respectively); however, differences were not statistically
significant. Demographic characteristics and risk factors for infected and non-infected
pregnant women are outlined in Table 1. No significant risk factor was associated with
HBV infection. The frequency of HBV infection was similar for age groups 13–19, 20–29,
and over 40 years of age, yet, age group 30–39 carried the lowest frequency (Table 2).
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Table 2. Hepatitis B serological and molecular markers.

Characteristics

HBsAg Anti-HBc IgM HBeAg HBV DNA

N Positive (%) N Positive (%) N Positive (%) Median Log10 IU/mL
(Average ± sd) N >200,000

IU/mL (%)

Age category (years)
13–19 273 26 (9.5) 17 3 (17.6) 17 7 (41.2) 2479 4.0 ± 2.9 23 8 (34.8)
2–29 462 43 (9.3) 36 3 (8.3) 36 10 (27.8) 228 3.4 ± 2.4 39 9 (23.1)
30–39 250 17 (6.8) 15 2 (13.3) 13 3 (23.1) 242 3.5 ± 2.9 14 4 (28.6)
≥40 11 1 (9.1) 1 0 (0) 1 0 (0) 36 1.5 * 1 0 (0)

Gestational age
1st trimester 84 9 (10.7) 6 1 (16.7) 6 1 (16.7) 102 2.9 ± 2.3 8 1 (12.5)
2nd trimester 412 37 (9.0) 32 4 (12.5) 30 6 (20.0) 235 3.2 ± 2.5 31 7 (22.6)
3rd trimester 505 42 (8.3) 32 4 (12.5) 32 14 (43.7) 1666 4.1 ± 2.9 39 14 (35.9)

Coinfection
Syphilis positive 69 6 (8.7) 5 1 (20.0) 5 3 (60.0) 3.59 × 107 5.2 ± 3.2 6 3 (50.0)

negative 910 78 (8.6) 62 7 (11.3) 60 18 (30.0) 235 3.5 ± 2.6 71 19 (26.8)
HIV positive 10 1 (8.7) 0 - - 0 - - 133 2.1 * 1 0 (0)

negative 906 79 (10.0) 66 8 (12.1) 64 20 (31.2) 235 3.5 ± 2.7 73 20 (27.4)

HBsAg, hepatitis B surface antigen; anti-HBc, hepatitis B core antibody; IgM immunoglobulin class M; HBeAg: hepatitis B “e” antigen; N, number of pregnant women tested; sd,
standard deviation; IU/mL, international units per millilitre; * only 1 registered case.



Pathogens 2022, 11, 225 6 of 16

2.4. Serological and Molecular Testing for HBV

Anti-HBc IgM testing was conducted in 70/88 (80%) HBsAg-positive samples, HBeAg
in 68/88 (77%) samples, and HBV DNA in 78/88 (89%) samples. Anti-HBc IgM and
HBeAg were reactive in 9/70 (12.8%) in 21/68 (30.8%) samples, respectively. Of the
68 samples tested for both anti-HBc IgM and HBeAg, 5/68 (7.3%) were positive. HBV
DNA was detected in 73/78 (93.5%) patients, with viral load varying from <10 IU/mL
to 460,285,763 IU/mL. Twenty-two (28.2%) pregnant women had HBV DNA viral loads
>200,000 IU/mL. There was no association between serological or molecular results ob-
tained and age, gestational age, or coinfection. Despite this lack of association, the highest
number of positive results for all serologies was seen in the age group 13–19 years (Table 2).
Women in their third trimester had the highest prevalence of HBeAg and elevated HBV
DNA viral load (Table 2 and Figure 1). Syphilis co-infection was common among patients
with positive serologies for anti-HBc IgM and HBeAg, and high HBV DNA viral load.
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2.5. Offspring Tracking for HBV

Offspring were tracked in 14 (15.9%) of the 88 HBV-positive women. Four of these
14 mothers reported foetal or postpartum infant death of the child they were expecting at
the time of recruitment in 2007. A total of 44 children from these 14 mothers were tested
for HBsAg, with ages varying from 3 months to 21 years (average 6.4 ± 5.1), of which
38/44 (86.3%) were under 12 years of age. The gender distribution was 14 (31.8%) males
and 30 (68.2%) females. Immunization status against hepatitis B was reported for 39/44
(88.6%) children, of which nine completed the three-dose scheme, two received two doses,
and 28 had not been vaccinated. All 11 children who received the hepatitis B vaccine
(three or two doses) were under two years of age. Ten (22.7%) of the 44 children tested
positive for HBsAg and belonged to six HBsAg-positive mothers. HBsAg was detected in
one child, who had completed the three-dose immunization scheme, whose mother was
positive for both HBeAg and anti-HBc IgM, and carried a high concentration of HBV DNA
(71,811,281 IU/mL). The remaining nine HBsAg-positive children had not been vaccinated
against hepatitis B and were between 4–12 years of age. All HBV-positive children were
further tested for anti-HBc IgM and HBeAg, except for one child that was not tested for
HBeAg. Positive results for anti-HBc IgM were identified in 3/10 (30%) and HBeAg in 5/9
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(55.5%). Dual positivity—anti-HBc IgM and HBeAg—was identified in 2/10 (20%) of the
children (Table 3).

Table 3. Laboratory and vaccine profile of the HBsAg-positive mothers and their offspring with at
least one HBsAg-positive child.

FAMILY Profile Age Gender HBsAg HBeAg Anti-HBc IgM HBV DNA (10 log) Vacine HBV

1 Mother 27 F Positive Positive Neg 1.21 No

Child 1 9 F Neg - - - No

Child 2 7 F Positive Positive Neg - No

Child 3 5 F Positive Neg Neg - No

Child 4 1 M Neg Neg Neg - Yes

2 Mother 34 F Positive Neg Neg - No

Child1 16 F Neg - - - No

Child 2 9 F Positive Positive Neg - No

Child 3 4 M Neg - - - No

Child 4 1 F Neg - - - Yes

6 Mother * 42 F Positive Neg Neg 1.55 No

Child 1 21 F Neg - - - No

Child 2 20 F Neg - - - No

Child 3 14 F Neg - - - No

Child 4 13 F Neg - - - No

Child 5 10 F Positive Neg Neg - No

Child 6 8 F Neg - - - No

7 Mother 27 F Neg Neg Neg 3.16 No

Child 1 10 M Neg - - - No

Child 2 8 F Neg - - - No

Child 3 7 F Neg - - - No

Child 4 4 F Neg - - - No

Child 5 1 F Neg - - - Yes

8 Mother 17 F Neg Neg Neg 2.10 No

Child 1 1 F Neg - - - Yes

9 Mother * 28 F Positive Neg Neg - No

Child 1 10 M Neg - - - No

Child 2 6 F Neg - - - No

Child 3 5 M Neg - - - No

Child 4 3 F Neg - - - No

Child 5 3m F Neg - - - incomplete

10 Mother 21 F Positive Positive Positive 7.86 No

Child 1 1 M Positive Positive Neg - Yes

11 Mother * 20 F Positive Neg Neg 2.62 No

Child 1 5 M Positive Positive Neg - No

Child 2 4 F Positive Positive Positive - No

Child 3 8m F Neg - - - Yes
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Table 3. Cont.

FAMILY Profile Age Gender HBsAg HBeAg Anti-HBc IgM HBV DNA (10 log) Vacine HBV

15 Mother 29 F Positive Neg Neg 1.0 No

Child 1 1 F Neg - - - Yes

16 Mother 17 F Positive Neg Neg - No

Child 1 1 M Neg - - - Yes

17 Mother * 23 F Positive Neg Neg 1.29 No

Child 1 5 F Neg - - - No

Child 2 3 M Neg - - - unknown

28 Mother 28 F Positive Neg Neg - No

Child 1 12 M Positive Neg Neg - No

Child 2 7 F Positive Neg Positive - No

Child 3 5 F Positive Positive Positive - No

Child 4 2 F Neg - - - unknown

31 Mother 37 F Positive Neg Neg - No

Child 1 14 F Neg - - - No

Child2 10 F Neg - - - No

Child3 8 M Neg - - - No

Child 4 4 F Neg - - - No

Child 5 2 M Neg - - - Yes

107 Mother 23 F Positive Neg Neg 3.33 No

Child 1 2 M Neg - - - unknown

Child 2 3m F Neg - - - Yes

*, miscarriage or child deceased shortly after birth; HBsAg, hepatitis B surface antigen; anti-HBc, hepatitis B core
antibody; IgM, immunoglobulin class M; HBeAg: hepatitis B “e” antigen; m, months; F, female; M, male; Neg,
negative; “-” not tested.

3. Discussion
3.1. Mother-to Infant (Vertical) Transmission
3.1.1. Antenatal Care

In this study, 90% of pregnant women enrolled received antenatal care, which is
higher than the 82% reported in Angola [9], and the 50% registered in other African
countries [10]. This unusually high percentage observed in the study was because of the
study recruitment location, the Hospital Geral do Bié’s antenatal care facility. Those lacking
antenatal coverage were in-patients of the obstetric ward. The WHO recommends eight
prenatal visits during pregnancy [11]; however, data from 20 countries in the sub-Saharan
region, including Angola, on antenatal coverage of four or more antenatal visits, shows
that no country in this region registered up to 80% coverage, and most countries had
less than 50% [3,10]. Antenatal HBV screening is a key step to expanding this diagnostic
investigation to the overall population and identifying women at risk for MTCT. However,
lack of antenatal care results in these pregnant women not screened for HBV. Furthermore,
the opportunity to administer timely preventive measures during pregnancy to avoid
MTCT is lost [8,12]. Therefore, improving accessibility to antenatal care is crucial to
achieving the goals recommended by the WHO to eliminate MTCT of HBV.

3.1.2. Screening for Triple Infections (HBV, Syphilis and HIV)

The SSA region is recognized as a leader in diagnostic testing for HIV [1], nonetheless
the same cannot be said for syphilis and HBV [6]. Antenatal screening for hepatitis B has
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gradually increased in this region. Among the 27 WHO Member States from the African
region that responded to the 2017 survey on Country Profile on Viral Hepatitis, 13 (48%)
confirmed HBV testing in pregnant women [13].

In Angola, during the 2007 study period, antenatal screening for HIV and syphilis
had already been implemented as a national policy, while HBV was recommended years
later, in 2018. However, none of the study participants reported syphilis testing during
antenatal consultations. This was most likely due to the irregularity in syphilis test supplies
in the region at the time. Despite the delayed start in Angola, HBV screening is now well
established in the capital and main cities, but is still insufficient throughout the country.
Therefore, HBV infection among pregnant women is still underdiagnosed in Angola and
other SSA countries [8,12].

The high prevalence (8.6%) of HBV detected in this study was similar to that detected
(7.5%) by Sebastião et al. in pregnant women in Luanda, Angola, in 2018, despite the 11-year
difference [14]. Other SSA countries have equally reported high HBV rates in pregnant
women: Ghana, where prevalence ranged from 2.4–16.7%; Cameroon, 9.7%; and Nigeria,
10.5% [15–17]. Intermediate prevalence, has been reported in Ethiopia varying from 3 to
7.8% [18] as well as in Uganda and Tanzania with 2.9% and 3%, respectively [19,20]. In sum-
mary, intermediate to high and prevalence has been reported in the African region, which
places the continent as one of the main regions with a high burden of HBV infection [19].

3.1.3. Acute Hepatitis B Infection and Elevated Concentrations of HBV DNA

An important finding in this study was anti-HBc IgM positivity, a classical serological
marker for acute HBV infection, identified among a few asymptomatic HBsAg-positive
(9/70, 12.8%) pregnant women. The acute phase of HBV infection is typically characterized
by an initial phase of elevated viremia [21], which poses a risk for intrauterine transmis-
sion [22,23]. In this study, among those anti-HBc IgM-positive who were tested for HBV
DNA, 65% had HBV DNA concentrations > 7 log10 IU/mL. Since the anti-HBc IgM is
detected 42 days after infection and can remain detectable up to six months, these pregnant
women probably acquired infection during pregnancy or close to conception [24]. Four
of the nine pregnant women with the acute condition at the time of the study were in
their third trimester, and of these three with HBV DNA > 7 log10 IU/mL. HBV perinatal
transmission during acute HBV infection occurs predominantly when the mother is infected
during late pregnancy or during the first few months after delivery in 60% of cases [25]. As
infant HBV immunization is less likely to prevent MTCT in these cases, a few countries
have implemented HBV vaccination in pregnant women to protect them from infection
during pregnancy. In Brazil, vaccination is recommended for all pregnant women who
deny previous immunization or received incomplete coverage [26].

Elevated viral concentrations are not exclusive to the acute phase of HBV infection
and are commonly found in chronic HBV infections, with or without the detection of the
seromarker for high viral replication, HBeAg. This serological marker is a surrogate of
elevated concentrations of HBV DNA, an important predictor for MTCT, especially when
HBV DNA is above 200,000 IU/mL (>5.3 log10) IU/mL [8,27]. In this study, all HBeAg-
negative pregnant women had viral concentrations below 200,000 IU/mL, and 18/20 (90%)
HBeAg-positive women had a viral concentration greater than 200,000 IU/mL. Almost
one-third (28.2%) of HBV-infected pregnant women had a viral load above 200,000 IU/mL.
This high-risk profile for MTCT accounts for approximately 367,250 cases of perinatal HBV
transmission per year in sub-Saharan Africa [28]. As an additional preventive measure,
reducing HBV DNA levels below the transmission threshold through TDF prophylaxis
at 28 weeks gestation has been a WHO recommendation since 2020 [8,29]. Keane et al.
in their systematic review observed similar MTCT risks from HBeAg-positive mothers
regardless of the child’s vaccination status, and at the time questioned the efficacy of timely
birth doses [28]. As most of the mothers most likely had elevated levels of HBV DNA,
intrauterine transmission may have occurred, and infant immunization was unable to
prevent this form of transmission.
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3.1.4. Timely Prophylaxis

Guidelines to prevent MTCT of HBV have established viral concentrations above
200,000 IU/mL or HBeAg-positivity as the standard to initiate prophylactic therapy [8,30–32]
at the 28th week of gestation. The question arises as to what are the recommendations for
health units that do not have access to these types of tests, as is quite common in the SSA
region. Guinea-Bissau, located in western Africa, according to Dr. Adelino Gomes [33]
(Personal Communication, 17 November 2021), ships HBV-positive samples to Portugal
for further testing. If pregnant women detect HBV late in their pregnancy, the time frame
for obtaining the test results may be cumbersome. Commercial rapid diagnostic tests for
HBeAg detection have been considered as an option in a few low-income countries where
laboratory settings are scarce; however, these tests have been shown to have low sensitivities
to detect HBV DNA > 200,000 IU/mL [34,35]. Therefore, they are not suitable for defining
prophylactic treatment eligibility during pregnancy. Brazil, like many African countries, has
remote areas that lack these specific assays and cannot always rely on prompt test results
from central public health laboratories. To overcome this problem, Brazil has recently
included the policy of antiviral prophylactic therapy for all HBV-positive pregnant women
without these specific tests, to be started between 28 and 32 weeks of gestation [36]. In this
study, 10 pregnant women were diagnosed with HBV late in their gestation (>28 weeks)
with HBV DNA concentrations >200,000 IU/mL, thus highlighting the importance of timely
screening and initiation of prophylactic treatment to help eliminate MTCT.

3.1.5. Neonatal Challenge

In addition to the one vaccinated HBV-infected child identified in this study, the
authors LLL-X and LBP during clinical investigation in 2010 in Cuito, Bié, Angola, identified
eight children HBsAg-positive who were under the age of two, whom had received partial
or full hepatitis B vaccine schemes. The first dose of hepatitis B vaccine was administered at
two months of age (unpublished data), since the HBV birth dose in Angola was introduced
in 2014. The first dose of hepatitis B vaccine delivered within 24 h is the bases for prevention
of vertical and horizontal transmission of HBV. Considering that this first dose should be
administered at birth, the number of births that occur in health facilities is directly related
to timely birth-dose coverage [3]. In the African region, an average of 42% of births occur
at a health facility [37], and no more than 10% of the newborns receive their first dose
of hepatitis B vaccine within 24 h [38]. During the 2015–2016 period, Angola reported
that 46% of births occurred at health facilities, and the average timely HBV birth dose
was delivered to 53.6% newborns, between 2016 and 2020 [9,39] (Alda Morais, Personal
Communication, 1 August 2021). With the overall lack of health professionals to perform
deliveries, midwives in this region have played an important role as skilled birth attendants
and an integrated part of the group of maternal and newborn health professionals. These
skilled birth attendants are most likely to assist in home deliveries and as such, are essential
in the implementation of newborn immunizations in domestic settings. Indonesia has
already implemented strategies where midwives store hepatitis B vaccines at home at room
temperature for 30 days, and are able to deliver vaccines to newborns after birth in their
homes [40]. This strategy should be considered in the African region to deliver timely
first-dose hepatitis B vaccines to newborns born outside health facilities [41,42].

3.2. Intrafamiliar Horizontal Transmission

Early childhood-acquired HBV infections induce a state of immunotolerance of vari-
able duration, with viral replication associated with a 15–25% risk of chronic liver disease-
related mortality [18,32]. In this study, more than half of the infected children possessed
the marker for high viral replication, HBeAg. These children, except for one, were not
immunized against hepatitis B, as they had been born before this vaccine was introduced
in Angola.

Despite the availability of hepatitis B vaccines since 1981 and the recommendations by
the WHO to implement immunization among infants since 1991, many countries with high
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prevalence have delayed the introduction of this vaccine as a nationwide policy. Angola, for
instance, included hepatitis B vaccine in their national immunization program for infants
in 2006 by using the pentavalent vaccine (diphtheria, pertussis, tetanus, hepatitis B, and
Haemophilus influenzae type b), with reports [43] showing 83% complete three-dose coverage
in their national infant immunization program. However, Angola, like many SSA countries
that deferred the birth dose, did not include the mono-dose of hepatitis B vaccine until 2014,
as recommended by the World Health Organization in highly endemic countries [44], and
used combination vaccines to minimize costs and logistic expenses. Catch-up vaccination
for unvaccinated children through national vaccine campaigns may decrease the number
of susceptible young individuals, and should be considered in countries that register low
vaccination coverage among infants.

Although strong efforts are being made to eliminate MTCT, domestic horizontal
transmission of HBV is said to be one of the principal routes of HBV transmission in
SSA [45,46]. Anti-HBc IgM, the seromarker of recent acute infection was identified in three
of the infected children, aged 4, 5 and 7, suggesting intrafamiliar horizontal transmission.
Additionally, the authors LLL-X and LBP during their clinical activity in 2010, were able
to identify 45 children HBsAg positive, seven being positive for anti-HBc IgM and whose
ages were four and 12 years (unpublished data). Furthermore, HBeAg was detected in 19
(90.4%) of the 21 children tested, suggesting high viral loads in these children.

HBV is stable and virulent in diverse environmental situations, and can maintain
its infectivity outside the body from seven days to more than eight months [47]. This
environmental stability together with high concentrations of virus are responsible for its
high rate of infectivity. Although the highest concentrations of virus are detected in the
blood, other body secretions such as saliva and wound exudates, etc., can also carry the
virus, thus favouring environmental contamination [47]. Intrafamilial transmission occurs
through contact between family members and a chronic carrier, frequently occurring in
regions of high HBV endemicity, and may occur through interpersonal contact by sharing
a toothbrush, sharp instruments, contact with exudates from dermatological lesions or
contact with surfaces contaminated with HBsAg. It is estimated that 45% of people living
with chronic carriers have a clear serology of past infection [48]. HBV has been found
on the surface of toys, baby bottles, and skin lesion infiltrates in an environment where
HBsAg-reactive individuals reside [49]. Intrafamilial transmission, especially from child
to child, is also important in the natural history of the disease due to the high risk of
chronicity in younger individuals. It is estimated that approximately 50% of infections
in children are attributed to intrafamilial transmission in many endemic regions before
vaccine introduction, where prevalence peaks in children aged 7–14 years [50].

3.3. Replicating Successful Programs to Eliminate MTCT

There are well-established government programs to control HIV infection, which is
responsible for 37.7 million cases and 680,000 yearly deaths globally [1]. HBV, on the other
hand, affects approximately 296 million individuals globally, corresponding to approxi-
mately 3.8% of the population, and accounts for approximately 820,000 deaths per year [2].
The HIV program´s vast experience in the logistics of testing and medication distribution
has been shown to be effective, and the results are evident in many countries. For example,
in Angola, hepatitis B vaccines and antiviral medication (TDF) are guaranteed through
central government management. HBsAg testing kits are purchased by each municipality
or province health department, thus putting the regularity of available screening tests at
risk. Bearing in mind that most HBV surveillance and control programs are linked to HIV,
the centralization of test and medication purchases and other supplies should follow the
HIV model to ensure high coverage in health facilities.

3.4. Study Limitations

Considering that cross-sectional studies lack a temporal relationship between exposure
and outcome, we were unable to confirm vertical or horizontal transmission among the
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offspring, as none were tested shortly after birth. Furthermore, laboratory testing was
performed using only one sample, and thus, lacked sequential laboratory data for accurate
diagnosis of acute HBV infection, since the detection of anti-HBc IgM is not exclusive to
acute infection and is occasionally identified in acute exacerbations or “flares” of chronic
infection. However, anti-HBc IgM values (cut-off ratios or titres) could help distinguish
these different phases, as high values are associated with the acute phase of infection [51].
We identified two pregnant women whose anti-HBc IgM values were higher than the
cut-off index value for acute HBV infection for the commercial assay used. Nonetheless,
this does not necessarily classify all other results as acute exacerbations of chronic infection,
since lower values can be found during the early anti-HBc IgM seroconversion period or
during the late phase when the values tend to drop.

4. Materials and Method
4.1. Study Population

The Bié province, located in the central region of Angola, was one of the regions most
affected by the civil war, and was partially destroyed and isolated between 1992 and 2002.
Their central hospital, Hospital Geral do Bié, is the reference for over 2.8 million inhabitants.
This cross-sectional study enrolled pregnant women from the Prenatal and Obstetrics Clinic
of the Hospital Geral do Bié, Kuito, Angola. Before recruitment, explanatory lectures on
hepatitis B, syphilis, and HIV were given in their local dialects, and informed consent
was obtained. A standardized questionnaire was used to query demographic information
and risk factors for parenteral (transfusion, surgery, use of unsterile needles in cultural
rituals, and sharing of sharp objects) and sexual (number of sexual partners, condom
use, previous history of sexually transmitted infections, and use of intravaginal astringent
substances) exposure. Pregnant HBsAg-positive women were contacted two years later
(2009) for follow-up of their children, and additional recruitment was carried out for
children who tested HBsAg-positive for further blood draws to investigate hepatitis B
serological markers.

4.2. Blood Specimens
4.2.1. Immediate Testing and Referral

Blood samples were collected for storage and immediate testing, and a team physician
provided the results on the same day. HBsAg was determined by a commercial rapid test
HBsAg Vikia® (bioMerieux/SA, bioMerieux®SA, Marcy l′Étoile, France), and all positive
samples were retested using a second commercial rapid test (HBsAg Determine®/Abbott
Japan Co.,Tokyo, Japan). All women who tested positive for HBsAg were referred to a local
physician for further evaluation and testing, and newborn vaccination was recommended.
Positivity to syphilis was determined by the rapid Syphilis Strip Test BioEasy® and, when
available, further confirmed by rapid plasma reagin (RPR) testing. Pregnant women with
syphilis were treated with intramuscular benzathine penicillin. The rapid anti-HIV Vikia®

test (bioMerieux/SA, France) was used to determine anti-HIV positivity. All positive results
were retested using two other commercial rapid tests, HIV1/2 Determine® (Abbott Japan
Co.,Ltda.,Tokyo, Japan) and Uni-Gold™HIV (Trinity Biotech Plc., Dublin, Ireland) and
identified as positive if reactive in at least two tests. All women who tested positive for
HIV were referred to local HIV counselling services for evaluation and treatment.

4.2.2. Serological and Molecular Testing for HBV

Samples collected in 2007 were centrifuged, serum aliquoted into two cryotubes, and
stored in a freezer at −30 ◦C at the Hospital Geral do Bié until they were sent to Brazil. The
samples were shipped on dry ice to the Viral Hepatitis Laboratory/Oswaldo Cruz Insti-
tute/Oswaldo Cruz Foundation/Brazil and immediately stored at −80 ◦C until thawed for
serological or molecular tests for HBV. HBsAg-positive samples were subjected to HBeAg
and anti-HBc IgM testing through a commercial enzyme immunoassay (AxSYM; Abbott
Diagnostics, Chicago, IL, USA) and the concentrations of HBV DNA were determined
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using a commercial quantitative PCR assay (Abbott RealTime HBV® Abbott Molecular Inc.,
Des Plaines, IL, USA). As specimen volume could be insufficient to perform all three tests,
priority was given to HBV DNA testing, followed by anti-HBc IgM and then HBeAg.

An identical procedure was carried out on blood drawn from the HBV-infected chil-
dren in 2009, except that testing was limited to serological investigation (anti-HBc IgM
and HBeAg).

4.3. Statistical Analysis

The basic characteristics of the dataset were summarized using descriptive statistics
for variables age categories, gestational age and co-infection, and prevalence for hepatitis B
serological (HBsAg, Anti-HBc IgM and HBeAg) and molecular markers (HBV DNA). The
χ2 test was used to determine the relationship between variables and HBV positivity. Anal-
yses were performed using RStudio 3.0.1 software (https://www.rstudio.com/products/
rstudio/download/ accessed on 13 November 2021).

5. Conclusions

Despite the high seroprevalence for HBV identified in pregnant women; gradual
improvements have been acknowledged in preventing MTCT in Angola. A few important
limitations remain that may hinder the elimination of MTCT of HBV unless they are
addressed accordingly: (1) the accessibility to antenatal care and HBsAg testing, (2) timely
birth doses in newborns born outside health facilities, (3) delivery of hepatitis B vaccines to
pregnant women, and (4) catch-up vaccination for young children.

Author Contributions: Conceptualisation, L.L.L.-X. and L.B.P.; methodology, L.L.L.-X.; software,
M.A.P.H.; validation, L.L.L.-X. and L.B.P.; formal analysis, L.L.L.-X. and M.A.P.H.; investigation,
L.L.L.-X. and L.B.P.; resources, L.L.L.-X.; data curation L.L.L.-X. and L.B.P.; writing—original draft
preparation, L.L.L.-X. and L.B.P.; writing—review and editing, L.L.L.-X.; visualisation, L.L.L.-X.;
supervision, L.L.L.-X.; project administration, L.L.L.-X.; funding acquisition, L.L.L.-X. and L.B.P. All
authors have read and agreed to the published version of the manuscript.

Funding: This study was partially funded by the National Council of Scientific and Technological
Development (CNPq), grant number 490451/2008-0. The author, L.B.P., was granted a scholarship by
the Brazilian Student Program-Postgraduate Agreement of the Coordination for the Improvement
of Higher Education Personnel, the Brazilian Ministry of External Affairs, and the CNPq (PEC-
PG/CAPES-CNPq), Notice 23/2016, award number CAPES 8888.131177/2016-01.

Institutional Review Board Statement: This study was carried out following the rules of the Dec-
laration of Helsinki of 1975, revised in 2013, and approved by the Brazilian Oswaldo Cruz Insti-
tute/FIOCRUZ Research Ethics Committee (CEP/Fiocruz 363-06, 20 June 2007) and by the Angolan
Ethics Committee (27 November 2007).

Informed Consent Statement: Written informed consent was obtained from all subjects to publish
this paper, withdraw blood and perform testing in Brazilian laboratory.

Data Availability Statement: Data reported in this study are available upon request.

Acknowledgments: We would like to acknowledge the staff, especially Natalia Catumbela, of the
Prenatal and Obstetrics Clinic of the Hospital Geral do Bié, Cuito, Bié, Angola, and Mopo Moboto
for his assistance with the blood draws; the Faculdade de Medicina da Universidade Agostinho
Neto, Luanda, Angola, and the Ministry of Health, Luanda, Angola, for financial support. In Brazil
we would like to acknowledge the staff of the Viral Hepatitis Laboratory of the Oswaldo Cruz
Institute/Fiocruz, Rio de Janeiro, Brazil, especially Paulo Sergio Fonseca de Sousa for handling and
organizing the samples, and the Hepatitis Division, Central Public Health Laboratory Noel Nutels, Rio
de Janeiro, Brazil, for performing serological tests for HBV; the General Coordination of Surveillance of
HIV/AIDS and Viral Hepatitis, Department of Chronic Diseases and Sexually Transmitted Infections,
Secretariat of Health Surveillance, Ministry of Health, Brasília, Brazil for providing the quantitative
HBV DNA assays and the Multiuser Laboratory Platform of the National Institute of Infectology
Evandro Chagas/Fiocruz, Rio de Janeiro for running the HBV DNA quantitative tests; and Miguel

https://www.rstudio.com/products/rstudio/download/
https://www.rstudio.com/products/rstudio/download/


Pathogens 2022, 11, 225 14 of 16

Nobrega for the graphic design. We would like to thank bioMerieux/SA, France for donating the
rapid diagnostic tests for HBsAg and HIV detection.

Conflicts of Interest: The authors declare no conflict of interest. The funders had no role in the design
of the study; in the collection, analyses, or interpretation of data; in the writing of the manuscript, or
in the decision to publish the results.

References
1. World Health Organization. Global Progress Report on HIV, Viral Hepatitis and Sexually Transmitted Infections, 2021. Accountability for

the Global Health Sector Strategies 2016–2021: Actions for Impact; World Health Organization: Geneva, Switzerland, 2021. Available
online: https://www.who.int/publications/i/item/9789240027077 (accessed on 15 September 2021).

2. World Health Organization. Global Guidance on Criteria and Processes for Validation: Elimination of Mother-to-Child Transmission of
HIV, Syphilis and Hepatitis B Virus; World Health Organization: Geneva, Switzerland, 2021; ISBN 978-92-4-003936-0. Available
online: https://www.who.int/publications/i/item/9789240039360 (accessed on 30 November 2021).

3. Cohn, J.; Owiredu, M.N.; Taylor, M.M.; Easterbrook, P.; Lesi, O.; Francoise, B.; Broyles, L.N.; Mushavi, A.; Van Holten, J.;
Ngugi, C.; et al. Eliminating mother-to-child transmission of human immunodeficiency virus, syphilis and hepatitis B in sub-
Saharan Africa. Bull. World Health Organ. 2021, 99, 287–295. [CrossRef] [PubMed]

4. World Health Organization. WHO Recommended Interventions for Improving Maternal and Newborn Health: Integrated Management of
Pregnancy and Childbirth; World Health Organization: Geneva, Switzerland, 2009. Available online: https://apps.who.int/iris/
handle/10665/69509 (accessed on 17 November 2021).

5. World Health Organization. Guidelines on Hepatitis B and C Testing; World Health Organization: Geneva, Switzerland, 2017.
Available online: https://apps.who.int/iris/handle/10665/251330 (accessed on 18 November 2021).

6. Dionne-Odom, J.; Mbah, R.; Rembert, N.J.; Tancho, S.; Halle-Ekane, G.E.; Enah, C.; Welty, T.K.; Tih, P.M.; Tita, A.T. Hepatitis
B, HIV, and Syphilis Seroprevalence in Pregnant Women and Blood Donors in Cameroon. Infect Dis. Obstet. Gynecol. 2016,
2016, 4359401. [CrossRef] [PubMed]

7. Furtado, M.; Directora Nacional do Instituto de Luta Contra o Sida, Luanda, Angola. Personal communication, 10 December 2021.
8. World Health Organization. Prevention of Mother-to-Child Transmission of Hepatitis B Virus: Guidelines on Antiviral Prophylaxis in

Pregnancy; World Health Organization: Geneva, Switzerland, 2020. Available online: https://www.who.int/publications-detail-
redirect/978-92-4-000270-8 (accessed on 8 September 2021).

9. Instituto Nacional de Estatística (INE); Ministério da Saúde (MINSA); Ministério do Planeamento e do Desenvolvimento Territorial
(MINPLAN); ICF. Inquérito de Indicadores Múltiplos e de Saúde em Angola 2015–2016; INE; MINSA; MINPLAN; ICF: Luanda, Angola,
2017. Available online: https://dhsprogram.com/pubs/pdf/fr327/fr327.pdf (accessed on 3 November 2021).

10. Tekelab, T.; Chojenta, C.; Smith, R.; Loxton, D. The impact of antenatal care on neonatal mortality in sub-Saharan Africa: A
systematic review and meta-analysis. PLoS ONE 2019, 14, e0222566. [CrossRef] [PubMed]

11. World Health Organization. WHO Recommendations on Antenatal Care for A Positive Pregnancy Experience; World Health Organiza-
tion: Geneva, Switzerland, 2016; ISBN 9789241549912. Available online: https://www.who.int/news/item/07-11-2016-new-
guidelines-on-antenatal-care-for-a-positive-pregnancy-experience (accessed on 11 November 2021).

12. Chotun, N.; Preiser, W.; van Rensburg, C.J.; Fernandez, P.; Theron, G.B.; Glebe, D.; Andersson, M.I. Point-of-care screening for
hepatitis B virus infection in pregnant women at an antenatal clinic: A South African experience. PLoS ONE 2017, 12, e0181267.
[CrossRef]

13. Smith, S.; Harmanci, H.; Hutin, Y.; Hess, S.; Bulterys, M.; Peck, R.; Rewari, B.; Mozalevskis, A.; Shibeshi, M.; Mumba, M.; et al.
Global progress on the elimination of viral hepatitis as a major public health threat: An analysis of WHO Member State responses
2017. JHEP Rep. 2019, 1, 81–89. [CrossRef]

14. Sebastião, C.S.; Neto, Z.; Jandondo, D.; Mirandela, M.; Morais, J.; Brito, M. HIV, hepatitis B virus, hepatitis C virus, and syphilis
among pregnant women attending antenatal care in Luanda, Angola: Seroprevalence and risk factors. J. Med. Virol. 2020, 92,
3265–3270. [CrossRef]

15. Abesig, J.; Chen, Y.; Wang, H.; Sompo, F.M.; Wu, I.X.Y. Prevalence of viral hepatitis B in Ghana between 2015 and 2019: A
systematic review and meta-analysis. PLoS ONE 2020, 15, e0234348. [CrossRef]

16. Eyong, E.M.; Yankam, B.M.; Seraphine, E.; Ngwa, C.H.; Nkfusai, N.C.; Anye, C.S.; Nfor, G.K.; Cumber, S.N. The prevalence of
HBsAg, knowledge and practice of hepatitis B prevention among pregnant women in the Limbe and Muyuka Health Districts of
the Southwest region of Cameroon: A three-year retrospective study. Pan. Afr. Med. J. 2019, 32, 122. [CrossRef]

17. Atilola, G.; Tomisin, O.; Randle, M.; Isaac, K.O.; Odutolu, G.; Olomu, J.; Adenuga, L. Epidemiology of HBV in Pregnant Women,
Southwest Nigeria. J Epidemiol Glob Health. 2018, 8, 115–123. [CrossRef]

18. Amsalu, A.; Ferede, G.; Eshetie, S.; Tadewos, A.; Assegu, D. Prevalence, Infectivity, and Associated Risk Factors of Hepatitis B
Virus among Pregnant Women in Yirgalem Hospital, Ethiopia: Implication of Screening to Control Mother-to-Child Transmission.
J. Pregnancy 2018, 2018, 8435910. [CrossRef]

19. Kayondo, S.P.; Byamugisha, J.K.; Ntuyo, P. Prevalence of hepatitis B virus infection and associated risk factors among pregnant
women attending antenatal clinic in Mulago Hospital, Uganda: A cross-sectional study. BMJ Open 2020, 10, e033043. [CrossRef]

https://www.who.int/publications/i/item/9789240027077
https://www.who.int/publications/i/item/9789240039360
http://doi.org/10.2471/BLT.20.272559
http://www.ncbi.nlm.nih.gov/pubmed/33953446
https://apps.who.int/iris/handle/10665/69509
https://apps.who.int/iris/handle/10665/69509
https://apps.who.int/iris/handle/10665/251330
http://doi.org/10.1155/2016/4359401
http://www.ncbi.nlm.nih.gov/pubmed/27578957
https://www.who.int/publications-detail-redirect/978-92-4-000270-8
https://www.who.int/publications-detail-redirect/978-92-4-000270-8
https://dhsprogram.com/pubs/pdf/fr327/fr327.pdf
http://doi.org/10.1371/journal.pone.0222566
http://www.ncbi.nlm.nih.gov/pubmed/31518365
https://www.who.int/news/item/07-11-2016-new-guidelines-on-antenatal-care-for-a-positive-pregnancy-experience
https://www.who.int/news/item/07-11-2016-new-guidelines-on-antenatal-care-for-a-positive-pregnancy-experience
http://doi.org/10.1371/journal.pone.0181267
http://doi.org/10.1016/j.jhepr.2019.04.002
http://doi.org/10.1002/jmv.26148
http://doi.org/10.1371/journal.pone.0234348
http://doi.org/10.11604/pamj.2019.32.122.16055
http://doi.org/10.1016/j.jegh.2018.09.002
http://doi.org/10.1155/2018/8435910
http://doi.org/10.1136/bmjopen-2019-033043


Pathogens 2022, 11, 225 15 of 16

20. Geffert, K.; Maponga, T.G.; Henerico, S.; Preiser, W.; Mongella, S.; Stich, A.; Kalluvya, S.; Mueller, A.; Kasang, C. Prevalence of
chronic HBV infection in pregnant woman attending antenatal care in a tertiary hospital in Mwanza, Tanzania: A cross-sectional
study. BMC Infect Dis. 2020, 20, 395. [CrossRef]

21. Webster, G.J.; Reignat, S.; Maini, M.K.; Whalley, S.A.; Ogg, G.S.; King, A.; Brown, D.; Amlot, P.L.; Williams, R.; Vergani, D.; et al.
Incubation phase of acute hepatitis B in man: Dynamic of cellular immune mechanisms. Hepatology 2000, 32, 1117–1124. [CrossRef]

22. Gambarin-Gelwan, M. Hepatitis B in Pregnancy. Clin. Liver Dis. 2007, 11, 945–963. [CrossRef]
23. Mavilia, M.G.; Wu, G.Y. Mechanisms and Prevention of Vertical Transmission in Chronic Viral Hepatitis. J. Clin. Transl. Hepatol.

2017, 5, 119–129. [CrossRef] [PubMed]
24. Pondé, R.A.D.A. The serological markers of acute infection with hepatitis A, B, C, D, E and G viruses revisited. Arch. Virol. 2017,

162, 3587–3602. [CrossRef] [PubMed]
25. Dunkelberg, J.; Berkley, E.M.F.; Thiel, K.W.; Leslie, K.K. Hepatitis B and C in pregnancy: A review and recommendations for care.

J. Perinatol. 2014, 34, 882–891. [CrossRef] [PubMed]
26. Ministério da Saúde; Secretaria de Vigilância em Saúde; Departamento de Doenças de Condições Crônicas e Infecções Sexualmente

Transmissíveis. Protocolo Clínico e Diretrizes Terapêuticas para Prevenção da Transmissão Vertical do HIV, Sífilis e Hepatites Virais;
Ministério da Saúde: Brasília, Brazil, 2019; 248p, ISBN 978-85-334-2630-6.

27. Pan, C.Q.; Duan, Z.; Dai, E.; Zhang, S.; Han, G.; Wang, Y.; Zhang, H.; Zou, H.; Zhu, B.; Zhao, W.; et al. Tenofovir to Prevent
Hepatitis B Transmission in Mothers with High Viral Load. N. Engl. J. Med. 2016, 374, 2324–2334. [CrossRef] [PubMed]

28. Keane, E.; Funk, A.L.; Shimakawa, Y. Systematic review with meta-analysis: The risk of mother-to-child transmission of hepatitis
B virus infection in sub-Saharan Africa. Aliment. Pharmacol. Ther. 2016, 44, 1005–1017. [CrossRef]

29. Veronese, P.; Dodi, I.; Esposito, S.; Indolfi, G. Prevention of vertical transmission of hepatitis B virus infection. World J. Gastroenterol.
2021, 27, 4182–4193. [CrossRef]

30. Terrault, N.A.; Lok, A.S.F.; McMahon, B.J.; Chang, K.-M.; Hwang, J.P.; Jonas, M.M.; Brown, R.S.B., Jr.; Bzowej, N.H.; Wong, J.B.
Update on prevention, diagnosis, and treatment of chronic hepatitis B: AASLD 2018 hepatitis B guidance. Hepatology 2018, 67,
1560–1599. [CrossRef] [PubMed]

31. European Association for the Study of the Liver. European Association for the Study of the Liver. EASL 2017 Clinical Practice
Guidelines on the management of hepatitis B virus infection. J. Hepatol. 2017, 67, 370–398. [CrossRef] [PubMed]

32. Sarin, S.K.; Kumar, M.P.; Lau, G.K.; Abbas, Z.; Chan, H.L.Y.; Chen, C.J.; Chen, D.-S.; Chen, H.L.; Chien, R.N.; Dokmeci, A.; et al.
Asian-Pacific clinical practice guidelines on the management of hepatitis B: A 2015 update. Hepatol. Int. 2016, 10, 1–98. [CrossRef]
[PubMed]

33. Adelino, G.; Ministry of Health of Guinea-Bissau, WHO consultant, Rio, Brazil. Personal Communication, 17 November 2021.
34. Seck, A.; Maylin, S.; Akbar, S.M.F.; Funk, A.L.; Bercion, R.; Mishiro, S.; Ndiaye, B.; Fontanet, A.; Vray, M.; Simon, F.; et al. Poor

Sensitivity of Commercial Rapid Diagnostic Tests for Hepatitis B e Antigen in Senegal, West Africa. Am. J. Trop. Med. Hyg. 2018,
99, 428–434. [CrossRef]

35. Stockdale, A.J.; Silungwe, N.M.; Shawa, I.T.; Kreuels, B.; Gordon, M.A.; Geretti, A.M. Diagnostic performance evaluation of
hepatitis B e antigen rapid diagnostic tests in Malawi. BMC Infect. Dis. 2021, 21, 487. [CrossRef] [PubMed]

36. Ministério da Saúde Secretaria de Ciência, Tecnologia, Inovação e Insumos Estratégicos em Saúde; Departamento de Gestão
e Incorporação de Tecnologias e Inovação em Saúde; Coordenação-Geral de Gestão de Tecnologias em Saúde; Coordenação
de Gestão de Protocolos Clínicos e Diretrizes Terapêuticas. Protocolo Clínico e Diretrizes Terapêuticas para Prevenção da
Transmissão Vertical do HIV, Sífilis e Hepatites Virais. CONITEC, Brasília—DF 2020. Available online: http://conitec.gov.br/
images/Consultas/Relatorios/2020/PCDT_PTV_HIV_CP_42_2020.pdf (accessed on 27 November 2021).

37. Bodo, B.; Malande, O. Delayed introduction of the birth dose of Hepatitis B vaccine in EPI programs in East Africa: A missed
opportunity for combating vertical transmission of Hepatitis B. Pan. Afr. Med. J. 2017, 27, 19. [CrossRef]

38. Lesi, O.A.; Ward, J.W. Paving the way towards hepatitis B virus-free generations in Africa. Lancet Glob. Health 2021, 9, e1491–e1492.
[CrossRef]

39. Morais, A.; Coordenadora do Programa Nacional de Vacinação, Luanda, Angola. Personal communication, 1 August 2021.
40. Nelson, C.M.; Wibisono, H.; Purwanto, H.; Mansyur, I.; Moniaga, V.; Widjaya, A. Hepatitis B vaccine freezing in the Indonesian

cold chain: Evidence and solutions. Bull. World Health Organ. 2004, 82, 99–105.
41. Wang, L.; Li, J.; Chen, H.; Li, F.; Armstrong, G.L.; Nelson, C.; Ze, W.; Shapiro, C.N. Hepatitis B vaccination of newborn infants

in rural China: Evaluation of a village-based, out-of-cold-chain delivery strategy. Bull. World Health Organ. 2007, 85, 688–694.
[CrossRef] [PubMed]

42. World Health Organization. Hepatitis B vaccines: WHO Position Paper—July 2017. Wkly. Epidemiol. Rec. 2017, 92, 369–392.
Available online: https://apps.who.int/iris/handle/10665/255873 (accessed on 10 November 2021).

43. United Nations Children’s Fund & World Health Organization. Angola: WHO and UNICEF Estimates of Immunization
Coverage: 2015 Revision, 5 July 2016. Available online: https://data.unicef.org/wp-content/uploads/country_profiles/Angola/
Immunization_ago.pdf (accessed on 4 February 2022).

44. World Health Organization. Worldwide Implementation of Hepatitis B Vaccination of Newborns, 2006. Wkly. Epidemiol. Rec.
2006, 83, 429–434. Available online: https://apps.who.int/iris/handle/10665/241243 (accessed on 10 December 2021).

45. Whittle, H.; Mclauchlan, K.; Bradley, A.; Ajdukiewicz, A.; Howard, C.; Zuckerman, A.; Mcgregor, I. Hepatitis B Virus Infection in
Two Gambian Villages. Lancet 1983, 321, 1203–1206. [CrossRef]

http://doi.org/10.1186/s12879-020-05096-2
http://doi.org/10.1053/jhep.2000.19324
http://doi.org/10.1016/j.cld.2007.08.004
http://doi.org/10.14218/JCTH.2016.00067
http://www.ncbi.nlm.nih.gov/pubmed/28660149
http://doi.org/10.1007/s00705-017-3538-3
http://www.ncbi.nlm.nih.gov/pubmed/28884240
http://doi.org/10.1038/jp.2014.167
http://www.ncbi.nlm.nih.gov/pubmed/25233195
http://doi.org/10.1056/NEJMoa1508660
http://www.ncbi.nlm.nih.gov/pubmed/27305192
http://doi.org/10.1111/apt.13795
http://doi.org/10.3748/wjg.v27.i26.4182
http://doi.org/10.1002/hep.29800
http://www.ncbi.nlm.nih.gov/pubmed/29405329
http://doi.org/10.1016/j.jhep.2017.03.021
http://www.ncbi.nlm.nih.gov/pubmed/28427875
http://doi.org/10.1007/s12072-015-9675-4
http://www.ncbi.nlm.nih.gov/pubmed/26563120
http://doi.org/10.4269/ajtmh.18-0116
http://doi.org/10.1186/s12879-021-06134-3
http://www.ncbi.nlm.nih.gov/pubmed/34044776
http://conitec.gov.br/images/Consultas/Relatorios/2020/PCDT_PTV_HIV_CP_42_2020.pdf
http://conitec.gov.br/images/Consultas/Relatorios/2020/PCDT_PTV_HIV_CP_42_2020.pdf
http://doi.org/10.11604/pamj.supp.2017.27.3.11544
http://doi.org/10.1016/S2214-109X(21)00415-0
http://doi.org/10.2471/BLT.06.037002
http://www.ncbi.nlm.nih.gov/pubmed/18026625
https://apps.who.int/iris/handle/10665/255873
https://data.unicef.org/wp-content/uploads/country_profiles/Angola/Immunization_ago.pdf
https://data.unicef.org/wp-content/uploads/country_profiles/Angola/Immunization_ago.pdf
https://apps.who.int/iris/handle/10665/241243
http://doi.org/10.1016/S0140-6736(83)92477-7


Pathogens 2022, 11, 225 16 of 16

46. Edmunds, W.J.; Medley, G.F.; Nokes, D.J.; O’Callaghan, C.J.; Whittle, H.C.; Hall, A.J. Epidemiological patterns of hepatitis B virus
(HBV) in highly endemic areasr. Epidemiology Infect. 1996, 117, 313–325. [CrossRef] [PubMed]

47. Thompson, S.; Boughton, C.R.; Dore, G.J. Blood-borne viruses and their survival in the environment: Is public concern about
community needlestick exposures justified? Aust. New Zealand J. Public Health 2003, 27, 602–607. [CrossRef] [PubMed]

48. Schillie, S.; Vellozzi, C.; Reingold, A.; Harris, A.; Haber, P.; Ward, J.W.; Nelson, N.P. Prevention of Hepatitis B Virus Infection in
the United States: Recommendations of the Advisory Committee on Immunization Practices. MMWR Recomm. Rep. 2018, 67,
1–31. [CrossRef] [PubMed]

49. Nelson, N.P.; Easterbrook, P.J.; McMahon, B.J. Epidemiology of Hepatitis B Virus Infection and Impact of Vaccination on Disease.
Clin. Liver Dis. 2016, 20, 607–628. [CrossRef]

50. World Health Organization. Guidelines for the Prevention, Care and Treatment of Persons with Chronic Hepatitis B Infection; World
Health Organization: Geneva, Switzerland, 2015. Available online: https://www.who.int/publications-detail-redirect/97892415
49059 (accessed on 11 October 2021).

51. Pondé, R.A. Acute hepatitis B virus infection or acute exacerbation of chronic hepatitis B infection: The differential serological
diagnosis. Eur. J. Clin. Microbiol. Infect. Dis. 2016, 35, 29–40. [CrossRef] [PubMed]

http://doi.org/10.1017/S0950268800001497
http://www.ncbi.nlm.nih.gov/pubmed/8870629
http://doi.org/10.1111/j.1467-842X.2003.tb00606.x
http://www.ncbi.nlm.nih.gov/pubmed/14723407
http://doi.org/10.15585/mmwr.rr6701a1
http://www.ncbi.nlm.nih.gov/pubmed/29939980
http://doi.org/10.1016/j.cld.2016.06.006
https://www.who.int/publications-detail-redirect/9789241549059
https://www.who.int/publications-detail-redirect/9789241549059
http://doi.org/10.1007/s10096-015-2522-7
http://www.ncbi.nlm.nih.gov/pubmed/26581426

	Introduction 
	Results 
	Population Profile 
	Screening for HBV, Syphilis, and HIV 
	Risk Factor Assessment 
	Serological and Molecular Testing for HBV 
	Offspring Tracking for HBV 

	Discussion 
	Mother-to Infant (Vertical) Transmission 
	Antenatal Care 
	Screening for Triple Infections (HBV, Syphilis and HIV) 
	Acute Hepatitis B Infection and Elevated Concentrations of HBV DNA 
	Timely Prophylaxis 
	Neonatal Challenge 

	Intrafamiliar Horizontal Transmission 
	Replicating Successful Programs to Eliminate MTCT 
	Study Limitations 

	Materials and Method 
	Study Population 
	Blood Specimens 
	Immediate Testing and Referral 
	Serological and Molecular Testing for HBV 

	Statistical Analysis 

	Conclusions 
	References

