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Abstract

The World Health Organization (WHO) has set the goal of 
eliminating hepatitis as a threat to public health by 2030. 
Blocking mother-to-child transmission (MTCT) of hepatitis B 
virus (HBV) is not only the key to eliminating viral hepatitis, 
but also a hot issue in the field of hepatitis B prevention and 
treatment. To standardize the clinical management of pre-
venting MTCT of HBV and achieve zero HBV infection among 
infants, the Chinese Foundation for Hepatitis Prevention 
and Control organized experts to compile a management 
algorithm for prevention of MTCT of HBV based on the lat-
est research progress and guidelines, including 10 steps of 
pregnancy management and postpartum follow-up, among 

which screening, antiviral treatment, and infant immuniza-
tion are its core components.
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Introduction

On May 2016, the World Health Assembly endorsed a Global 
Health Sector Viral Hepatitis Strategy (2016–2021), which 
put forth a goal of eliminating the public health threat of 
viral hepatitis by 2030, including reducing the new infec-
tion rate of viral hepatitis by 90% and the mortality rate by 
65% in 2030 based on the 2015 data.1 Also, reducing the 
hepatitis B virus (HBV) infection rate of 5-year-old children 
to 0.1% was required. Mother-to-child transmission (MTCT) 
is a major route of transmitting HBV. Preventing MTCT of 
HBV is the key to eliminating HBV and strengthening stand-
ardized management of pregnant women with chronic HBV 
infections and their babies is an effective measure in elimi-
nating MTCT of HBV. In recent years, strategies to elimi-
nate viral hepatitis implemented in China and abroad have 
provided a favorable opportunity to eliminate MTCT of HBV. 
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In order to further standardize clinical management for pre-
venting MTCT of HBV in China, the Chinese Foundation for 
Hepatitis Prevention and Control organized experts to com-
pile and publish a management algorithm for prevention of 
MTCT of HBV in 2017,2,3 which has been widely used in clini-
cal practice and has had a positive role in preventing MTCT 
of HBV. Blocking MTCT of HBV has become a hot topic in 
the field of public health and remarkable progress has been 
made in related research. Based on consensus guidelines 
and latest published research results of preventing MTCT of 
HBV in China and abroad,4–15 we updated the first edition of 
the management algorithm for prevention of MTCT of HBV 
in order to help clinicians provide standard clinical manage-
ment for preventing MTCT of HBV.

Management algorithm

Screening of pregnant women with HBV infection

As a medium-high endemic area of HBV, the prevalence of 
hepatitis B surface antigen (HBsAg) in general population 
is approximately 6.1%,16 and is 6.3% in pregnant women 
in China.17 The general screening of serological markers of 
HBV infection in pregnant women is the first step in prevent-
ing MTCT of HBV. In China, a national integrated prevention 
of MTCT of human immunodeficiency virus (HIV), syphi-
lis, and hepatitis B (iPMTCT) program was started in 2011 
and expanded to all counties nationwide by 2015.18 All the 
healthcare facilities providing midwifery and antenatal care 
services were required to participated in the program, which 
requires that all pregnant women in their first trimester be 
screened for HIV, syphilis, and HBV. HBsAg was required to 
be tested in pregnant women during antenatal care follow-
ing standardized national procedures. The program provid-
ed an essential prerequisite for preventing MTCT. To screen 
HBV infection, and HBV serological markers, at least HBsAg, 
should be tested. If the pregnant woman is HBsAg negative, 
it usually indicates that there is no HBV infection, and regu-
lar pregnancy care services should be provided. Addition-
ally, serological markers of HBV infections of their husbands 
should be tested. If the pregnant woman is HBsAg positive, 
it indicates the presence of HBV infection; therefore, her 
detailed medical and family history should be collected, af-
ter which the situation related to HBV infection needs to be 
evaluated following the management algorithm. Because of 
the family clustering of hepatitis B, it is recommended that 
family members be screened for hepatitis B.

Assessment of HBV infection

HBsAg-positive pregnant women need to be tested for hep-
atitis B e antigen (HBeAg), anti-HBe, HBV DNA level, and 
biochemical markers of liver function, and then evaluated 
by upper abdominal ultrasound to determine whether they 
have hepatitis activity and to stage fibrosis. Special atten-
tion should be paid to the presence of cirrhosis.
1. When pregnant women have been diagnosed as HBV 

DNA-positive and have significant hepatic activity, ala-
nine aminotransferase (ALT) levels ≥ 5 times the upper 
limit of normal (ULN), excluding other factors leading to 
ALT elevation, such as drug induced liver injury, fatty 
liver, and others, or found to have liver cirrhosis or ad-
vanced fibrosis, an evaluation by a specialist in infectious 
disease or hepatology should be authorized. Noninvasive 
tests, such as the aspartate aminotransferase to platelet 
ratio index (APRI),19 fibrosis 4 score (FIB-4),19 or up-
per abdominal ultrasonic examination could be used to 

diagnose advanced fibrosis or liver cirrhosis. Thereafter, 
an antiviral treatment with tenofovir disoproxil fumarate 
(TDF) is often a primary recommendation; TDF should be 
administered after an informed consent by the patient. 
However, if ALT flare resolves spontaneously overtime, 
there is no need to initiate antiviral therapy immediately 
and antiviral therapy could be discontinued after birth.

2. In pregnant women who are HBV DNA-positive, ALT lev-
els fluctuate between ≥1 and ≤5× the ULN, and total 
bilirubin (TBIL) is <2× the ULN, antiviral treatment can 
be delayed. If ALT levels increase to ≥5× the ULN or if 
TBIL is ≥2× the ULN, then treatment will be the same as 
in (1) above. If ALT levels decrease to <1× the ULN, then 
treatment will be the same as (3) below. If ALT levels re-
main within the range of ≥1 to ≤ 5× ULN at 24 weeks of 
gestation, TDF should be given as antiviral therapy with 
informed consent of the patient.

3. In pregnant women who are HBV DNA-positive with nor-
mal ALT levels and no manifestation of liver cirrhosis, an-
tiviral therapy can be postponed and follow-up of liver 
functions should be continued. During the follow-up pe-
riod, if there is a persistent elevation of ALT ≥1× the ULN, 
treatment decisions should follow (1) or (2) depending 
on the ALT level. In addition, TBIL and PTA should be 
tested to evaluate the severity of liver injury.

4. In pregnant women with HBV DNA levels below the lower 
limit of detection, indicating that the patient may be in 
an inactive stage, it is recommended to retest HBV DNA 
at 24 weeks of gestation. If they are still below the de-
tection limit, no intervention is required. For pregnant 
women who have hepatitis activity and need antiviral 
treatment, TDF is the first choice. However, tenofovir 
alafenamide fumarate (TAF) can be used if patients have 
osteoporosis, kidney damage, or have other risk factors 
of kidney damage.

Antiviral prophylaxis for MTCT of HBV

For pregnant women with high HBV loads, antiviral therapy 
in the third trimester combined with neonatal hepatitis B vac-
cine and hepatitis B immunoglobulin (HBIG) vaccination can 
further reduce the incidence of MTCT of HBV without increas-
ing adverse pregnancy outcomes of the fetus.9–11 Therefore, 
antiviral therapy during pregnancy to block MTCT of HBV has 
been widely accepted and applied in clinical practice and has 
played a positive role in eliminating MTCT of HBV.15 In preg-
nant women who have normal liver functions and do not take 
antiviral drugs, HBV DNA levels should be tested with highly 
sensitive reagents in the second trimester (12–24 weeks). 
HBV DNA levels should be used to determine whether antivi-
ral treatment is needed to prevent MTCT of HBV. When quan-
titative HBV DNA testing is unavailable, HBeAg can be used 
as an alternative marker, and those who are HBeAg positive 
should be given antiviral therapy.6

1. If HBV DNA is >2×105 IU/mL, TDF should be adminis-
tered after informed consent of the patient at 28 weeks 
of gestation. TAF or telbivudine could be used as an op-
tion for pregnant women who have osteoporosis, kidney 
damage, or high-risk factors leading to kidney damage or 
severe gastrointestinal symptoms. TAF has a better renal 
and bone safety profile than TDF, similar antiviral effi-
cacy in a phase III study,20 and has been used in China 
to prevent MTCT (see below). HBV DNA tests should be 
repeated before delivery to evaluate the effects of anti-
viral treatment and risks of MTCT of HBV. After TAF was 
approved for marketing in China, it was initially used in 
clinical research and clinical practice for preventing MTCT. 
Existing data13,14 showed that TAF was effective and safe 
for preventing MTCT of HBV during pregnancy and ex-
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pected to be administered as a new option.
2. If HBV DNA levels are <2×105 IU/mL, the risk of MTCT of 

HBV is quite low and can be prevented by HBV vaccina-
tion plus HBIG immunization in pregnant women’s new-
borns and antiviral therapy is not recommended.

3. For pregnant women who first visit clinics after 28 weeks 
of gestation with HBV DNA ≥2×105 IU/mL, it is recom-
mended to give antiviral treatment as soon as possible.

Delivery and newborn care

Mode of delivery: Regarding the relationship between 
mode of delivery and MTCT of HBV, existing research re-
sults are inconsistent. Although studies have shown that 
cesarean sections can reduce the incidence of HBV infection 
in babies born to women with high viral loads,21,22 a meta-
analysis23 found that there was no significant relationship 
between the type of delivery and risk of MTCT of HBV, and 
cesarean sections did not reduce incidences of MTCT of HBV. 
Therefore, it is not recommended to choose a method of 
delivery according to HBV DNA level or HBeAg status. That 
should be determined by the obstetric indications.

Care of the newborn: Move the newborn to the resusci-
tation station immediately after birth and leave the environ-
ment contaminated by maternal blood. Completely remove 
the blood, mucus, and amniotic fluid from body’s surface. 
Before disposing of umbilical cord, blood, and other con-
taminants on the surface of the umbilical cord should be 
cleansed and wiped again; the umbilical cord should be cut 
off safely according to operating procedures.

Discontinuation of antivirals

The appropriate time to discontinue antivirals for mothers 
taking antiviral drugs during pregnancy depends on the pur-
pose of antiviral treatment during pregnancy. (1) Pregnant 
women who take antiviral drugs to prevent MTCT of HBV 
should be quantitatively tested for HBsAg and HBeAg after 
delivery. If HBsAg and/or HBeAg levels are significantly re-
duced, then the antiviral treatment was effective and can 
be continued. If the decrease in HBsAg and/or HBeAg levels 
was not significant, then discontinue the drug immediately 
after delivery.

For the purpose of treating mother’s hepatitis B, antiviral 
drugs should not be discontinued after delivery. Long-term 
antiviral treatment is necessary for mothers with hepatitis.

Neonatal immunoprophylaxis

Neonatal immunization is the most important measure to 
prevent MTCT of HBV. For newborns whose mothers test 
HBsAg positive, timing of the first dose of hepatitis B vac-
cine and HBIG is very critical and the combined immuniza-
tion of hepatitis B vaccine and HBIG should be completed 
as soon as possible within 12 hours after birth.2,24 The first 
dose of hepatitis B vaccine should be administered as soon 
as possible within the 12 h after birth for newborns whose 
mothers are HBsAg negative. The risk of MTCT was signifi-
cantly reduced by up to 95% by timely neonatal HBV vac-
cination and the administration of HBIG after birth in infants 
born to HBV-infected mothers in China.25

Routine vaccination: Administer a recombinant yeast 
hepatitis B vaccine (10 µg/0.5 mL) into the anterior lateral 
muscle of the thigh or the deltoid muscle of the upper arm. 
Then inject 100 IU of HBIG into the corresponding muscle 
on the contralateral side. In the 0-1-6 schedule, the second 
and third injections of hepatitis B vaccine, with the same 

dose, are given at 1 month and 6 months of age.
Immunization of normal newborns: For newborns of 

HBsAg-positive mothers, recombinant yeast hepatitis B vac-
cine 10 µg/0.5 mL + HBIG 100 IU should be administered 
within 12 h of birth, and two additional 10µg/0.5 mL doses 
of recombinant yeast hepatitis B vaccine are given 1 and 
6 months of age. Newborns, whose mother’s HBsAg status 
is unknown should be treated as HBsAg positive, receiving 
recombinant yeast hepatitis B vaccine 10 µg/0.5 mL + HBIG 
100 IU within 12 h of birth. HBsAg should be tested as soon 
as possible to determine the mother’s HBsAg status, and 
hepatitis B vaccine should be administered to infants in a 
timely manner following the guidelines. For newborns of HB-
sAg-negative mothers, recombinant yeast hepatitis B vaccine 
10 µg/0.5 mL should be given within 12 h of birth, with an 
additional two doses of recombinant yeast hepatitis B vaccine 
10 µg/0.5 mL at 1 and 6 months of age.

Immunization of low birth weight infants weighing <2,000 
g or premature infants <37 weeks of gestation should be 
completed as soon as possible within 12 h of birth. Recombi-
nant yeast hepatitis B vaccine 10 µg/0.5 mL + HBIG 100 IU, 
and the additional three doses of hepatitis B vaccine should 
be given at 1, 2, and 7 months of age. For low birth weight 
infants or premature infants with HBsAg-unknown mothers, 
combined immunization of recombinant yeast hepatitis B 
vaccine 10 µg/0.5 mL + HBIG 100 IU should be completed 
as soon as possible within 12 h after birth. The mother’s HB-
sAg should be ascertained as soon as possible. On confirma-
tion of mother’s HBsAg status, infants should be given the 
hepatitis B vaccine at the times specified in the guidelines. 
For low birth weight infants or premature infants of HBsAg-
negative mothers, it is better to administer the first dose of 
recombinant yeast hepatitis B vaccine 10 µg/0.5 mL within 
12 h after birth and an additional three doses of recombinant 
yeast hepatitis B vaccine 10 µg/0.5 mL at 1, 2, and 7 months 
of age. The recombinant yeast hepatitis B vaccine can also 
be given at discharge or at 1 month of age, and an additional 
two doses given at 2 and 7 months of age.

Immunization of newborns with critical conditions: 
Infants with very low birth weights (<1,500 g), severe birth 
defects, severe asphyxia, respiratory distress syndrome, 
etc., should be vaccinated as soon as possible after their 
vital signs are stable (see the immunization recommenda-
tions for low birth weight infants of <2,000 g) or premature 
infants of <37 weeks of gestation.

Treatment of delayed vaccination: To ensure the ef-
fectiveness of infant hepatitis B immunization, it is recom-
mended to strictly follow the 0-1-6 immunization schedule, 
especially for newborns of HBsAg-positive mothers, and as 
much as possible to not postpone or delay the vaccinations. 
If the baby has special circumstances and cannot receive 
the second dose of hepatitis B vaccine as scheduled, the 
second dose of hepatitis B vaccine can be delayed; however, 
the maximum delay should not be more than 3 months, 
after which the third dose of vaccine can still be given at 6 
months of age.

Breastfeeding

Breastfeeding does not increase the rate of HBV infection in 
infants,26,27 and mothers infected with HBV can breastfeed 
after delivery. It is not necessary to assay HBsAg or HBV 
DNA in breast milk. As breastfeeding does not increase the 
incidence of MTCT of HBV, newborns whose mothers are not 
taking antiviral drugs can breastfeed after receiving stand-
ardized combined immunization.2–8 If the mother has hepa-
titis activity during breastfeeding, antiviral treatment can be 
given according to treatment indications for chronic hepatitis 
B (CHB) patients in the 2019 edition of the Guidelines for Pre-
vention and Treatment of CHB.4 Breastfeeding is appropriate 
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for mothers treated with TDF. Antiviral drugs should be dis-
continued after delivery if pregnant women received antiviral 
drugs for the purpose of preventing MTCT of HBV and their 
infants can be breastfed after the combined immunizations. 
Pregnant women who take antiviral drugs for the purpose of 
treating hepatitis B should continue antiviral treatment after 
delivery. If TDF is taken, breastfeeding is not contraindicated 
because the content of TDF in the milk is infinitesimal.28

Follow-up of mothers after delivery

ALT elevation may occur in mothers with HBV infections 
postpartum. Studies have shown that approximately 28% of 
mothers with HBV infections have abnormal liver functions 
within 24 weeks postpartum, and a high load of HBV DNA 
in pregnant women is a risk factor for abnormal liver func-
tion.29 Those who continue antiviral treatment after child-
birth should be followed up according to follow-up schedules 
for CHB patients. Liver functions and HBV DNA should be 
tested every 3 months within 1 year after delivery, and hep-
atitis B serological markers, alpha-fetoprotein, upper ab-
dominal ultrasound, and liver transient elastography should 
be repeated every 6 months. For those who stop antiviral 
treatments after delivery and those who did not take anti-
viral drugs, biochemical parameters of liver functions and 
HBV DNA should be checked 6 to 8 weeks postpartum. If 
liver function is normal, liver function and HBV DNA should 
be checked every 3 months after delivery. If liver function is 
abnormal and meets the indications of antiviral treatment, 
antiviral treatment should be initiated.

Post-vaccination serological testing of infants

For infants of HBsAg-positive mothers, 1 to 2 months after 
completing the full course of hepatitis B immunization, ve-
nous blood should be drawn to detect HBV serological mark-
ers, including at least HBsAg and anti-HBs. Quantitative de-
tection methods are recommended. If HBsAg is positive, 
further testing of HBV DNA levels and biochemical parame-
ters of liver functions are required, and the biochemical and 
virological parameters should be retested every 6 months 
afterward.

Evaluating efficacy of infant’s hepatitis B immuniza-
tion

Successful immunization: Post-vaccination serologic test-
ing (PVST) should be performed 1 to 2 months after com-
pletion of hepatitis B vaccination. If HBsAg is negative and 
anti-HBs is positive (anti-HBs ≥10 mIU/mL), it indicates that 
the immunization was successful and no additional treatment 
is required. If anti-HBs is <100 mIU/mL, it is a low response, 
and if anti-HBs is ≥100 mIU/mL, it is a medium-strong re-
sponse. Regardless of a low or moderate response, there is 
no need to revaccinate.

Nonresponse to immunization: If the serological test 
results show that HBsAg is negative and anti-HBs is <10 
mIU/mL after the completion of the whole course of hepa-
titis B immunization, regardless of whether anti-HBe and 
anti-HBc are positive, repeated immunization is required 
following the 0-1-6 schedule, and the recombinant yeast 
hepatitis B vaccine (10 µg/0.5 mL) should be used. One 
month after completion of repeated vaccination, testing of 
HBsAg and anti-HBs is required to evaluate the immune re-
sponse and HBV infection.

Immunization failure and MTCT of HBV: If 1–2 

months after infant completes the full course of immuniza-
tion with hepatitis B vaccine, PVST shows that HBsAg is pos-
itive, with or without HBeAg positivity, infants with MTCT of 
HBV should be tested for HBV DNA and liver functions, and 
followed up as general patients with chronic HBV infection. 
If hepatitis activity occurs, antiviral treatment should be 
carried out in the appropriate time. Interferon alpha, ente-
cavir, or TDF can be used to treat children with hepatitis B.

The main points of the above 10 steps are summarized 
as a management flowchart in Figure 1, which is convenient 
for reference in clinical practice.

Problems to be solved

Whether TAF, an anti-HBV drug, can be used to pre-
vent MTCT of HBV

China approved TAF for the treatment of CHB in 2018. TAF 
is an upgraded version of TDF, with a reduced incidence of 
adverse events such as renal function impairment and bone 
mineral density reduction. Currently, TAF is recommended 
as the first-line anti-HBV drug in the hepatitis B guidelines 
of the American Association for the study Liver Diseases 
(AASLD), European Association for the study of the Liver 
(EASL), Chinese Medical Association (CMA). As TAF is safer 
than TDF, can it be used to block MTCT of HBV during preg-
nancy? Preliminary results of clinical research indicate that 
TAF is effective and safe in preventing MTCT of HBV and 
is expected to become a new option for blocking MTCT of 
HBV.13,14 In the future, additional rigorous randomized con-
trolled studies are needed to provide higher-grade evidence 
for TAF to prevent MTCT of HBV.

MTCT prevention regimen without HBIG

Inoculation of hepatitis B vaccine and HBIG within 12 h after 
birth for newborns of mothers with HBV infection is a stand-
ard procedure to prevent MTCT of HBV. It has been widely 
used worldwide and is highly effective for preventing MTCT. 
However, in developing countries and regions, accessibility 
of HBIG is limited. In the absence of HBIG, how effective is 
the antiviral intervention during pregnancy combined with 
the infant hepatitis B vaccination? This is a new scientific 
question with practical significance. Multicenter clinical tri-
als have been carried out in China to study this problem.

Safety of antiviral treatment during pregnancy

Published studies have shown that antiviral treatment dur-
ing pregnancy has no adverse effects on the growth and 
development of the fetus,11,12,30,31 does not increase the 
incidence of birth defects, and has no significant effect on 
bone metabolism, growth, and development of the baby af-
ter birth. However, for preventing MTCT of HBV, antiviral 
treatment is initiated in the third trimester; therefore, cur-
rent safety data are mostly obtained from situational anti-
viral treatment in the third trimester. There are few data on 
the safety of antiviral treatment before 24 weeks of preg-
nancy, and especially before 12 weeks. and there is a lack 
of comparative studies on the safety of antiviral therapy at 
different stages of pregnancy.

The antiretroviral pregnancy registry (APR) was estab-
lished in the USA in 1989 to detect infant abnormalities as-
sociated with exposure to antiretroviral drugs during preg-
nancy. The APR is an international, voluntary, prospective 
cohort study with data from 24, 258 pregnant women who 
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had been exposed to antiviral drugs during pregnancy.30 
The HBV infection rate among pregnant women in China is 
about 6.3%17 and there are about 1 million pregnant wom-
en infected with HBV every year. The number of pregnant 
women taking antiviral drugs during pregnancy is increas-
ing. Therefore, it is necessary to establish a registration 
system for pregnant women with antiviral therapy during 
pregnancy in China. This will provide the foundation for 
researching the safety of antiviral drugs during pregnancy 
based on big data.

Hepatitis flare during pregnancy and postpartum

Pregnant women are considered to be a unique population 
in terms of immunological state. During pregnancy, a series 
of changes in hormones and components of the immune 
system occur, due to tolerance of fetal semi-allogeneic anti-
gens and fetus development.32 The immune status of preg-

nant women is dynamic, with enhanced immune tolerance 
during pregnancy and Th1 predominance postpartum.33 In 
the special period of pregnancy, the dynamic immunity of 
mothers may have influence on HBV infection. However, the 
effects of changes in immunological state during pregnancy 
on HBV infection of mothers are still unknown. On the other 
hand, chronic HBV infection may have effect on pregnancy 
outcomes. A large population-based cohort study showed 
that maternal prepregnancy HBV infection was indepen-
dently associated with higher risk of preterm birth and early 
preterm birth.34 In addition, another study35 showed that 
HBV-infected pregnant women with higher HBV DNA level 
tended to have higher rates of adverse perinatal/neonatal 
outcomes, such as preterm birth, fetal growth restriction, 
oligohydramnios, etc. Based on the finding, it is interest-
ing to know whether antiviral therapy could reduce adverse 
perinatal/neonatal outcomes by decreasing HBV DNA level 
in pregnant women with HBV infection. Published consen-
sus guidelines related to MTCT prevention recommend that 

Fig. 1.  Management algorithm for preventing mother-to-child transmission of hepatitis B virus. HBsAg, hepatitis B surface antigen; ALT, alanine aminotrans-
ferase; ULN, the upper limit of normal; TDF, tenofovir disoproxil fumarate; HBV, hepatitis B virus; anti-HBs, hepatitis B surface antibody.
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mothers who take antiviral drugs to prevent the MTCT of 
HBV can stop antiviral treatment after delivery. However, 
it has been found in clinical practice that the HBV DNA of 
some mothers who started antiviral therapy in their third 
trimesters was lower than the detection limit after postpar-
tum reexamination, and HBsAg and/or HBeAg levels were 
significantly decreased, suggesting that they may not be 
immunotolerant at that stage of HBV infection. Therefore, 
continued antiviral treatment is expected to achieve a fa-
vorable outcome. At present, there is a lack of research on 
long-term follow-up after delivery and withdrawal of HBV-
infected mothers. Establishing a follow-up cohort of mothers 
with postpartum drug withdrawals, and observing changes 
in virological, serological, and biochemical parameters can 
provide a basis for optimizing postpartum management.

The status quo of MTCT of HBV

Neonatal immunization is the cornerstone for interrupting 
MTCT of HBV, reducing up to 95% of perinatal transmissions 
in China.25 National seroprevalence surveys in China indi-
cated that the prevalence of HBsAg among children under 5 
years of age declined from 9.7% in 1992 to 0.32% in 2014.36 
Eliminating MTCT of HBV is one of the core tasks to achieve 
elimination of viral hepatitis as public threat by 2030. The 
World Health Organization (WHO) suggested 2% as the tar-
get for eliminating MTCT of HBV. However, recent studies on 
MTCT of HBV in China showed that a lower MTCT incidence 
can be expected. A prospective, multicenter, large sample 
size study showed that after a standard immunization sched-
ule, only 13 of the 955 infants (1.4%) were positive for HB-
sAg at 12 months.37 In addition, in Shield Project stage 1,15 
a real-world study was carried out to investigate MTCT of 
HBV after comprehensive management including immuno-
prophylaxis of infants and antiviral prophylaxis of mothers 
was adopted. We observed that the overall rate of MTCT was 
0.9% (8 of 924 infants enrolled). In Shield Project stage 2 
and 3(data not published), with more HBV-infected mothers 
taking antiviral drugs during pregnancy, the rate of MTCT was 
below 0.3%, much lower than WHO target for elimination of 
MTCT. Therefore, based on updated evidence, the 2030 WHO 
target for elimination of MTCT might be adjusted to below 
0.3%, in the context of comprehensive preventive strategy 
for MTCT has been implemented in China and worldwide.
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