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Abstract 

Objective:  We evaluated post-vaccination immunity status and describe potential risk factors associated with the 
lack of response among healthcare workers (HCWs) at a tertiary care hospital in Kigali, Rwanda.

Results:  Of 373 HCWs, 291 (78.2%) were female and 81 (21.8%) were male. The mean age of the study partici-
pants was 40.2 years (standard deviation [SD], 7.7 years), within a range of 24–41 years. Participants’ mean BMI was 
25.4 ± 6.6 kg/m2, with more than half of patients (60.3%) being overweight. 96% received all three doses of vaccina-
tion. A total of 36 participants (9.6%) were considered non responders as they did not develop a sufficient anti-HBs 
response post vaccination. The anti-HBs response was significantly higher in females when compared to males 
(p = 0.02). Interestingly, there was no significant association between decline in antibody levels with age (p = 0.242) 
and BMI (p = 0.516) of the participants. The anti-HBs titers were similar in the group of participants who had received 
two doses and those who had received three doses of the HBV vaccination. Overall the findings of our study provide a 
basis for testing for anti-HBs in all HCWs post vaccination in Rwanda.
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Introduction
Hepatitis B virus (HBV) infection is a major public health 
problem associated with high morbidity and mortality 
associated with many long-term complications includ-
ing chronic liver disease, cirrhosis and hepatocellular 
carcinoma. Approximately 350 million patients around 
the world are chronically infected with HBV and about 
500,000 patients die every year from end stage complica-
tions of persistent infection. Those with chronic infec-
tion constitute the primary reservoir of HBV infection 
that can be transmitted through blood and body fluids 
[1]. Studies conducted in Taiwan and India suggest that 
a non-vaccinated individual faces a risk ranging from 

6 to 30% of acquiring HBV infection after only a single 
exposure to HBV infected blood or body fluids [2, 3]. 
Although there has been much progress on antiviral ther-
apy, only a minority of chronic hepatitis B patients have 
a sustained cure response. Thus primary prevention by 
vaccination remains the only effective protective measure 
in reducing the incidence of HBV infection and chronic 
liver disease and diminishing the pool of chronic carri-
ers, thus limiting transmission of infection to non-vacci-
nated contacts. Health care workers (HCWs) are at high 
risk of HBV infection due to frequent occupational expo-
sure to blood and potentially infectious body fluids [4]. 
Previous reports have shown up to a fourfold increase 
in the risk of acquiring HBV infection in HCWs as com-
pared to the general population. Thus, some countries 
have established HBV vaccination policies for HCWs 
[5, 6]. In Rwanda, researchers revealed a prevalence of 
2.9% of acute and chronic HBV infection among medical 
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staff at tertiary and teaching hospitals [5]. In response 
to those findings, the Rwanda Ministry of Health issued 
a recommendation to vaccinate all HCWs and medical 
students who were born after the year 2002 when hepa-
titis B vaccine was introduced in the expanded program 
of immunization (EPI). From 2013 HBV vaccines were 
administered to all medical staff and also provided to 
any new employee in Rwandan healthcare facilities. The 
HBV vaccination is scheduled in three intramuscularly 
injections following recommendations from the EPI. 
Generally, there is no need for booster doses for fully 
vaccinated immunocompetent individuals but a propor-
tion of individuals do not respond to the standard three 
doses of HBV vaccine [7]. Therefore, individuals at higher 
risk, such as HCWs, represent a group in which post vac-
cination evaluation and regular monitoring of antibodies 
development is recommended [8]. As recommended by 
World Health Organization (WHO), post-vaccination 
antibody level is generally measured 6–8  weeks follow-
ing completion of 3 vaccine doses to detect the immune 
response. The measured level of anti-HBs ≥ 10  mIU/mL 
is generally considered as protective. Several studies in 
Rwanda reported an absence or lowered response rates in 
12%–22% HCWs in response to HB vaccinations [9, 10]. 
However, in Rwanda, there are no strict post-vaccination 
policies to confirm and monitor the development of 
immunity from the vaccine of HBV, nor have any assess-
ments of post-vaccination seroconversion among high 
risk groups, especially HCWs been carried out. Results 
from antibody surveillance could allow the identification 
of medical staff at risk of acquiring HBV and in need of 
revaccination. This study aimed to evaluate post-vacci-
nation immunity status and characterize potential risk 
factors that may be associated with the lack of response 
among HCWs.

Main text
Materials and methods
Study design and settings
A collaboration team including members from the Infec-
tion and Prevention and Control Committee and labo-
ratory staff conducted an analytical and observational 
cross-sectional study at Centre Hopstalo-Universitaire 
de Kigali (CHUK) with HCWs who have completed the 
hepatitis B vaccination schedule. Participants included 
HCWs who had received the three compulsory doses of 
HBV vaccine series between 2013 and 2015.

Sample collection and sampling strategies
After written informed consent, a structured question-
naire was administered to all participants to obtain 
demographic information, socioeconomic status and 

other relevant information on risk factors for low anti-
body level of HBV vaccine. We collected 3–4 mL of blood 
specimens from HCWs at CHUK. Serological assay was 
carried out to assess the level of antibodies in response 
to hepatitis B vaccine. The samples were analyzed in 
CHUK’s microbiology department. We performed sero-
logical testing for HBV status using commercially avail-
able enzyme linked immunosorbent assays (ELISA) on 
serum samples prepared from venous blood, for anti-HBs 
to assess the level of protection. HCWs with non-sero-
protective levels of anti-HBs titre (< 10 IU/L) were to be 
revaccinated with a three doses series. Documentation 
of primary HB vaccination series record was confirmed 
by checking the date and dose intervals of HB vaccine in 
their personnel files.

The target study enrolment consisted of HCWs ran-
domly selected and who were vaccinated from 2013, the 
year in which the hepatitis B vaccine was introduced into 
these settings. The participants were adults aged 18 years 
and above who had completed the course of vaccination 
with doses of ENGERIX B (1  mL each) administered 
intramuscularly and given on an 1-, 3- and 6-month 
schedule. We collected a total of 373 serum samples from 
HCWs who were vaccinated during the period of 2013 
until 2016. In this study, antibody levels below protec-
tive level (10 mIU/mL) were considered non-responders. 
CHUK Ethics and Research Committee approved the 
study.

Statistical analysis
We performed all statistical analyses using the Statistical 
Package for the Social Sciences (SPSS), version 17.0 for 
Windows (SPSS, Inc. Chicago, IL). First, we used descrip-
tive statistics, including count and percentage, to describe 
the demographic characteristics of the participants. We 
computed the mean and standard deviation for quanti-
tative data variables while we compared qualitative data 
using proportions. We performed univariate analysis for 
associations between identified potential risk factors and 
their potential association with lack of response among 
HCWs using Chi square tests for discrete variables, with 
p < 0.05 considered statistically significant.

Result
Socio demographic characteristics of HCWs
Socio demographic characteristics of the participants 
enrolled in this study are described in Table  1. 291 
(78.2%) participants were female and 81 (21.8%) were 
male. Out of 369 participants with complete informa-
tion on age, 69.4% were in the age group of 30–44 years, 
23% were over 45 years, and 7.6% below 30 years. The 
mean age of the study participants was 40.2  years 
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(standard deviation [SD], 7.7  years), within a range of 
24–41 years. Participants’ mean BMI was 25.4 ± 6.6 kg/
m2, with more than half of patients (60.3%) considered 
overweight. 18.9% of participants reported alcohol 
consumption while only two participants were active 
smokers. Over half the participants (56.8%) were nurses 
and 23.9% of participants were from the department of 
internal medicine.

Immune response to HBV vaccine and its relation to some 
socio demographic factors
Participants’ adherence to the vaccination schedule and 
the immune response to HBV vaccine as measured by 
anti-HBs titers are illustrated in Tables  1 and 2 respec-
tively. Of the total participants, 358 (96%) had received all 
three doses of vaccination and the rest (4%) had received 
two doses only. Overall, the majority of those vaccinated 
(70%) had a high level of immune response (i.e. anti-
HBs > 100 mIU/mL) 20.4% were hyporesponders (i.e. 
anti-HBs titer between 10 and 100 mIU/mL) and 9.6% 
were classified as nonresponders because they did not 
develop a sufficient anti-HBs response (Table 2).

Risk factors for non‑response to HBV vaccine
Bivariate analysis of risk factors for non-response to HBV 
vaccine is described in Table  3. The anti-HBs response 
was significantly higher in females when compared to 
males (p = 0.02). There were no significant associations 
between decline in antibody levels with age (p = 0.242) 
and BMI (p = 0.516) of the subjects. The anti-HBs 
titers were similar in the group of participants who had 

Table 1  Demographic characteristic of study participants

a  ICU/anesthesiology, pharmacy, physiotherapy, radiology, ophthalmology

Frequency Percentage (%)

Age, years (n = 369)

 Age mean (SD) = 40.2 (7.7)
 Age median (IQR) = 39 (41)

 < 30 28 7.6

 30–44 256 69.4

 ≥ 45 85 23

Gender (n = 372)

 Male 81 21.8

 Female 291 78.2

BMI, kg/m2 (n = 310)

BMI, kg/m2 mean (SD) = 25.4 (6.6)

 < 25 123 39.7

 25 to < 30 120 38.7

 ≥ 30 67 21.6

Alcohol (n = 369)

 Yes 44 18.9

 No 325 88.1

Smoking (n = 371)

 Yes 2 0.6

 No 369 99.4

Occupation (n = 373)

 Physician 10 2.7

 Resident 34 9.1

 Nurse 212 56.8

 Midwife 43 11.5

 Laboratory technician 19 5.1

 Othera 55 14.8

Department of work (n = 373)

 Emergency 34 9.1

 Internal medicine 89 23.9

 Surgery 54 14.5

 Gynecology 53 14.2

 Pediatrics 40 10.7

 Pathology 24 6.4

 Othera 79 21.2

Number of doses (n = 373)

 One dose 0 0

 Two dose 15 4

 All three dose 358 96

Table 2  Distribution of responder type based on anti-HBs 
titres

a  Non-responsive, < 10 mIU/mL); hypo-responsive, between 10 and 100 mIU/mL; 
hyper-responsive, ≥ 100 m IU/mL

 Type of response (n = 373)a Frequency Percentage (%)

Non-responsive 36 9.6

Hypo-responsive 76 20.4

Hyper-responsive 261 70

Table 3  Bivariate analysis of risk factors for non-response 
to HBV vaccine

Variables Non-
responsive, 
N (%)

Hypo/hyper-
responsive, 
N (%)

OR (95% CI) p value

Age, years

 < 40 18 (9.6) 169 (90.4) 1

 ≥ 40 18 (9.9) 164 (90.1) 1 (0.5–1.9) 0.932

Gender

 Female 23 (7.9) 268 (92.1) 1

 Male 13 (16) 68 (84) 1.8 (1.1–2.9) 0.02

BMI, kg/m2

 < 25 13 (10.6) 110 (89.4) 1

 ≥ 25 20 (9.7) 186 (90.3) 1.1 (0.5–2.3) 0.802

Number of dose

 2 doses 1 (2.9) 33 (97.1)

 All three dose 5 (1.6) 316 (98.4) 1 (0.9–1.1) 0.5
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received two doses and those who had received three 
doses of the HBV vaccination.

Discussion
The Government of Rwanda implemented an immuniza-
tion plan for HCWs and medical students in 2013 to pro-
tect them from occupational exposures and transmission. 
However, a proportion of individuals do not respond to 
the recommended standard three dose HBV vaccination 
and remain susceptible to the infection. This is the first 
study from Rwanda that provides local epidemiological 
data assessing the immune response and predictors of 
non-response to HBV vaccine in HCWs since its imple-
mentation. In our study, 9.6% of HCW did not develop 
a protective level (< 10 mIU/mL) of anti- HBs, a propor-
tion which is comparable to the global level for a poor 
immune response to HBV immunization of 5–10% [10]. 
Our findings that about 9.6% of the population were non-
responders is also in agreement with a report by Cha-
thuranga et al. in Sri Lanka where 9.9% of HCWs did not 
develop a protective level of anti-HBs [11].

The majority of our sample were in the age range of 
30–44 years with a mean age of 40.2 years which is simi-
lar to study by Chathuranga et  al. but differ from that 
of Sahana et al. where majority were in the age range of 
18–24 years [12]. 78.2% of HCWs were females which is 
similar to study by Rao et al. whereas two other studies 
showed male predominance [13–15]. Of the total par-
ticipants, 96% had received all three doses of vaccination 
and the rest (4%) had received two doses only. The results 
from our study was found to be higher when compared 
to other studies done elsewhere [16–18]. This high adher-
ence to the dosing schedule is likely due to the policy 
issued by the MOH in 2013 to vaccinate all HCWs.

Another important objective in this study was to 
analyze gender, age, BMI and vaccine status in the 
study sample in relation to the pattern of HBV vaccine 
response. The percentage of male non-responders (16%) 
was higher than female (7.9%) and similar findings have 
been reported in previous studies [11, 19]. Smoking and 
alcohol have been proposed as probable reasons for a 
poor immune response to HBV immunization in men; 
however, these were not evaluated in our study due to the 
low proportion of non-responders to the vaccine found 
in the present study. Our literature review has revealed 
that seroconversion to anti-HBs is higher when age at 
vaccination is > 40 years compared to when age at vacci-
nation is above 40 years [19, 20]. However, our results did 
not show an association between age at vaccination and 
the rate of seroconversion to anti-HBs; perhaps because 
the majority of our study population was younger than 

40 years of age. Similarly, BMI in our study was not sig-
nificantly different between vaccine responders and 
non-responders as observed in a study by Hussein et al. 
in Egypt. Furthermore, in our study, the anti-HBs titers 
were similar in the groups of participants who had 
received two and three doses and of HBV vaccination. 
This is of particular importance and reassurance for pro-
tection in settings that have reported low HBV vaccina-
tion rate in HCWs.

In conclusion, the immune response after comple-
tion of scheduled of a standard HBsAg immunization in 
HCWs (90.4%) was similar to that observed in HCWs 
in other parts of the world, with gender being the only 
factor associated with poor response. Although protec-
tion was obtained in HCWs who received three and two 
HBV vaccine doses, the findings of our study provide 
a basis for testing for anti-HBs in all HCWs in Rwanda 
6–8  weeks post vaccination. Confirmatory testing of 
immune response will not only ensure safety of HCWs 
but also reduce rate of transmission resulting in a cost-
effective strategy for individuals as well as at the national 
level.

Limitations
Although the study successfully demonstrated that 
immune response after HBV vaccination is similar to 
that observed in other parts of the world, it has certain 
limitations in terms of predictors of non-response to 
the vaccine. In the current study, we were unable to ana-
lyze variables such as genetic factors know to impact the 
response to vaccination.

Abbreviations
BMI: Body Mass Index; CHUK: Centre Hospitalo-Universitaire de Kigali; ELISA: 
Enzyme-Linked Immunosorbent Assay; EPI: Expended Program of Immuniza-
tion; HBV: hepatitis B virus; HCW: healthcare worker; IQR: interquartile range; 
SD: standard deviation; SPSS: Statistical Package for the Social Sciences; WHO: 
World Health Organization.

Authors’ contributions
CMM was responsible for designing the study, supervising the data collection, 
performing analysis and interpretation of data, and writing the first draft of 
manuscript. JDDH, ORS, ACA, ER, FM, OM, MN, TH were actively involved in 
supervision of the data collection, data analysis, and preparation of this manu-
script. All authors read and approved the final manuscript.

Author details
1 Department of Clinical Biology, School of Medicine and Pharmacy, College 
of Medicine and Health Sciences, University of Rwanda, Kigali, Rwanda. 
2 Department of Biomedical Laboratory Science, School of Health Science, 
College of Medicine and Health Sciences, University of Rwanda, Kigali, 
Rwanda. 3 Department of Internal Medicine, School of Medicine and Phar-
macy, College of Medicine and Health Sciences, University of Rwanda, Kigali, 
Rwanda. 4 Kigali University Teaching Hospital, Kigali, Rwanda. 



Page 5 of 5Muvunyi et al. BMC Res Notes          (2018) 11:886 

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your research ?  Choose BMC and benefit from: 

Acknowledgements
The authors would like to thank the management and staff of the hospital for 
their assistance in facilitating data collection. We also thank Jennifer Ilo Van 
Nuil, Ph.D. for her careful English editing of the manuscript.

Competing interests
The authors declare that they have no competing interests.

Availability of data and materials
The datasets analyzed during the current study are available on request from 
the corresponding author.

Consent for publication
Not applicable.

Ethics approval and consent to participate
The study was approved by the Kigali University Teaching Hospital Ethics com-
mittee. Written informed consent was obtained from the participants.

Funding
This study was financially supported by a Seed Grant from Kigali University 
Teaching Hospital. The funder had no part in the design of the study, the col-
lection, analysis, and interpretation of data, or in writing the manuscript.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

Received: 8 October 2018   Accepted: 8 December 2018

References
	1.	 Kwon SY, Lee CH. Epidemiology and prevention of hepatitis B virus infec-

tion. Korean J Hepatol. 2011;17(2):87.
	2.	 Shepard CW, Simard EP, Finelli L, Fiore AE, Bell BP. Hepatitis B virus infec-

tion: epidemiology and vaccination. Epidemiol Rev. 2006;28(1):112–25.
	3.	 Joshi SC, Joshi G, Singh Y, Khalil M, Joshi A, Jha SK. Hepatitis B vaccina-

tion status among healthcare workers in a tertiary care hospital in 
Haldwani City of Nainital, Uttarakhand, India. Trop Med Public Health. 
2014;7(2):96–9.

	4.	 Markovic-Denic L, Brankovic M, Maksimovic N, Jovanovic B, Petrovic 
I, Simic M, et al. Occupational exposures to blood and body fluids 
among health care workers at university hospitals. Srp Arh Celok Lek. 
2013;141(11–12):789–93.

	5.	 Kateera F, Walker TD, Mutesa L, Mutabazi V, Musabeyesu E, Mukabatsinda 
C, et al. Hepatitis B and C seroprevalence among health care workers in a 
tertiary hospital in Rwanda. Trans R Soc Trop Med Hyg. 2014;109(3):203–8.

	6.	 Maltezou HC, Wicker S, Borg M, Heininger U, Puro V, Theodoridou MPG. 
Vaccination policies for health-care workers in acute health-care facilities 
in Europe. Elsevier. 2011;29(51):9557–62.

	7.	 Joukar F, Mansour-Ghanaei F, Naghipour M-R, Asgharnezhad M. Immune 
responses to single-dose versus double-dose hepatitis B vaccines in 
healthcare workers not responding to the primary vaccine series: a rand-
omized clinical Trial. Hepat Mon. 2016;16:2.

	8.	 Haviari S, Bénet T, Saadatian-Elahi M, André P, Loulergue P, Vanhems P. 
Vaccination of healthcare workers: a review. Hum Vaccin Immunother. 
2015;11(11):2522–37.

	9.	 Zuckerman JN, Sabin C, Craig FM, Williams A, Zuckerman AJ. Vaccine : 
Randomised Double Blind Dose-Response Study. 1997;329–48.

	10.	 Szmuness W, Stevens CE, Zang EA, Harley EJ, Kellner A. A controlled 
clinical trial of the efficacy of the hepatitis B vaccine (heptavax B): a final 
report. Hepatology. 1981;1(5):377–85.

	11.	 Chathuranga LS, Noordeen F, Abeykoon AMSB. Immune response to 
hepatitis B vaccine in a group of health care workers in Sri Lanka. Int J 
Infect Dis. 2013;17(11):1078–9.

	12.	 Sahana HV, Sarala N, Prasad SR. Decrease in anti-HBs antibodies over time 
in medical students and healthcare workers after hepatitis B vaccination. 
Biomed Res Int. 2017;2017:1327492. https​://doi.org/10.1155/2017/13274​
92.

	13.	 Rao TV, Suseela IJ. Estimation of antibodies to HBsAg in vaccinated health 
care workers. Indian J Med Microbiol. 2008;26(1):93–4.

	14.	 Mahawal BS. Estimation of anti Hbs antibody titer in adults during 
5–10 years nperiod following three doses of vaccine. IOSR J Pharm Biol 
Sci. 2013;7(1):20–3.

	15.	 Batra V, Goswami A, Dadhich S, Kothari D, Bhargava N. Hepatitis B immu-
nization in healthcare workers. Ann Gastroenterol. 2015;28(2):276–80.

	16.	 Chaudhari CN, Bhagat MR, Ashturkar A, Misra RN. Hepatitis B immunisa-
tion in health care workers. Med J Armed Forces India. 2009;65(1):13–7. 
https​://doi.org/10.1016/S0377​-1237(09)80046​-4.

	17.	 Amaha G, Gelaw A, Moges F, Dagnew M. Seroprevalence of hepatitis B 
virus infections among health care workers at the Bulle Hora Woreda 
Governmental. J Environ Occup Sci. 2013;2(1):9–14.

	18.	 Mesfin YM, Kibret KT. Assessment of knowledge and practice towards 
hepatitis B among medical and health science students in Haramaya 
University, Ethiopia. PLoS One. 2013;8(11):1–6.

	19.	 Wood RC, Macdonald KL, White KE, Hedberg CW, Hanson M, Osterholm 
MT. Risk factors for lack of detectable antibody following hepatitis 
B vaccination of Minnesota Health Care Workers. J Am Med Assoc. 
1993;270(24):2935–9.

	20.	 Zeeshan M, Jabeen K, Ali ANA, Ali AW, Farooqui SZ, Mehraj V, et al. Evalu-
ation of immune response to Hepatitis B vaccine in health care workers 
at a tertiary care hospital in Pakistan: an observational prospective study. 
BMC Infect Dis. 2007;7(1):120.

https://doi.org/10.1155/2017/1327492
https://doi.org/10.1155/2017/1327492
https://doi.org/10.1016/S0377-1237(09)80046-4

	Hepatitis B vaccination coverage among healthcare workers at a tertiary hospital in Rwanda
	Abstract 
	Objective: 
	Results: 

	Introduction
	Main text
	Materials and methods
	Study design and settings
	Sample collection and sampling strategies
	Statistical analysis

	Result
	Socio demographic characteristics of HCWs
	Immune response to HBV vaccine and its relation to some socio demographic factors
	Risk factors for non-response to HBV vaccine

	Discussion

	Limitations
	Authors’ contributions
	References




