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Hepatitis B virus infection 
among pregnant mothers 
and children after the introduction 
of the universal vaccination 
program in Central Vietnam
Masami Miyakawa1, Lay‑Myint Yoshida2,3*, Hien‑Anh Thi Nguyen4, Kensuke Takahashi5, 
Tho Huu Le6, Michio Yasunami5, Koya Ariyoshi5, Duc‑Anh Dang4 & Hiroyuki Moriuchi1,3

A birth cohort study was conducted in Khan Hoa Province, central Vietnam between 2009 and 2012 
to determine the seroprevalence of hepatitis B virus (HBV) in pregnant women and their children, 
and associated risk factors. We enrolled 1987 pregnant women with their babies at the birth phase, 
and 12.6% (95% confidence interval [CI]: 11.1–14.0) of mothers were hepatitis B surface antigen 
(HBsAg)+. At 2‑year follow‑up phase, 1339 (67.4%) children were enrolled of whom 76.6% completed 
hepatitis B vaccines (HepB) and 1.9% (95% CI: 1.2–2.7) were HBsAg+. When mothers were hepatitis B 
e antigen (HBeAg)+, 28.3% of children have got infected even with complete HepB. HBV infection in 
mothers, hepatitis B surface antibody (anti‑HBs antibody) below the seroprotective level in children, 
and mothers with pre‑pregnancy low body mass index were associated with HBV infection in children. 
Meanwhile, HBV infection in children, older maternal age, no or incomplete doses of HepB, and boys 
were associated with anti‑HBs antibody below the seroprotective level in children. Our birth cohort 
study determined a low rate of congenital HBV infection and associated risk factors in Vietnam, 
however further studies are needed to advance prevention including anti‑viral therapy in pregnant 
women at high risk.

Hepatitis B virus (HBV) remains a major public health challenge in Asia. Most of the HBV disease burden results 
from infections acquired perinatally (80–90%) or during early childhood (30–50%)1,2.

Hepatitis B surface antigen (HBsAg)+, in particular, hepatitis B e antigen (HBeAg)+mother or mothers 
with high viral load of HBV are at a higher risk of mother-to-child transmission: 70–100% of children born to 
HBeAg+mothers and 5–30% of those born to HBeAg- mothers in  Asia1.

A primary 3-dose hepatitis B vaccine (HepB3) immunization would induce the protective immunity to 
HBV in > 95% of healthy infants and children, and birth dose (HepB-BD) administered within 24 h of birth 
could reduce chronic infection  rate1. The use of this cost-effective HepB vaccination in infants has considerably 
reduced the incidence of new chronic HBV infections among children under 5 years of age globally from 4.7% 
in the pre-vaccination era to 1.3% in  20153.

Hepatitis B surface antibody (anti-HBs antibody) concentrations would rapidly decline within the first year 
and gradually  thereafter4, while long-term immunologic memory and persistence of protection against HBV 
may last for years despite waning anti-HBs antibody  levels1,4–8.

Vietnam is one of the highly HBV-endemic  countries1 with 8.8–19.0% of HBsAg prevalence in adult 
 population9–13 including 9.5% in pregnant  women10. 16.4–38.2% of HBsAg+adults were HBeAg+12–14.

Vietnam introduced a nationwide HepB vaccination program in 2002. It was initially scheduled as HepB-BD 
plus 2 doses of monovalent HepB, which was revised into HepB-BD plus 3 doses of pentavalent DPT-Hib-HepB 
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vaccine at 2, 3, and 4 months of age in 2010. With 67–94% coverage of HepB3 containing vaccine and 27–40% 
coverage of HepB-BD between 2007 and  200915, the prevalence of HBsAg+children born in 2007–2008 fell to 
1.6%16 from 12.5% among infants in pre-vaccine  era14. Hepatitis B immune globulin (HBIG) at birth is not 
routinely recommended under the current strategy in Vietnam.

Risk factors associated with HBV infection among Vietnamese children were ethnicity other than Kinh, birth 
at home, older age group, no HepB, and missing HepB-BD16, while infants born to HBeAg+mothers with high 
HBV DNA titers, infants born to younger mothers, HBV DNA detectable in cord blood, inadequate or delayed 
HepB-BD, missing HBIG, and vaccine escape mutations of the HBV surface gene were reported as associated 
factors with immunoprophylactic failure in China and Lao  PDR17–20.

Several cross-sectional surveys but few prospective studies have been conducted to identify the effectiveness 
of the current preventive measures against HBV infection of Vietnamese children so far. Thus, we conducted a 
prospective birth cohort study recruiting mothers and followed up their children at 2-year of age in central Viet-
nam, to determine the seroprevalence of hepatitis B virus in pregnant women and their children, and associated 
risk factors with HBV infection and anti-HBs antibody below the seroprotective level.

Results
Enrollment of subjects in the birth phase and their profiles. During the birth phase period (2009 
May to 2010 May), a total of 3173 facility-based deliveries by mothers living in 16 communes of Nha Trang 
occurred at Government health facilities; Khanh Hoa General Hospital (KHGH), all commune health centers 
and polyclinics, based on delivery records in each facility, while births at home were considered to be negligi-
ble and no private facilities dealt with deliveries in Nha Trang during the study period. Of them, 2787 (87.8%) 
occurred at the hospital and 1987 (62.6%) mothers who fitted the recruitment criteria were enrolled at the birth 
phase of this study. The study algorithm on enrollment of the subjects is illustrated in Fig. 1.

The mean age of enrolled mothers was 27.9 years ranging from 17 to 45 years with a normal distribution. All 
mothers belonged to the Kinh ethnic group. 15.4% (305/1987) of mothers received antenatal care (ANC) less 
than 4 times, and 25.8% (512/1987) showed a low body mass index (BMI) in pre-pregnancy. 41.8% (831/1987) of 
deliveries were by Cesarean Section (CS), and the majority (92.4%, 768/831) of them were recorded as emergency 
CS being considered to be at a higher risk of mother-to-child transmission of HBV at birth in general. 48.4% 
(962/1987) of newborns were female, and 3.4% (68/1987) were preterm births (Table 1).

Serological status of mothers. Maternal HBsAg+rate was 12.6% (250/1987 [95% confidence interval 
(CI): 11.1–14.0], and 42.1% (98/233 [35.7–48.4]) out of 233 HBsAg+mothers were HBeAg+. No statistical dif-
ference in characteristics was detected between HBeAg+ and HBeAg− mothers. 56.9% (1130/1987 [54.7–59.0]) 
of mothers were either HBsAg-seroprotective or anti-HBs antibody at the seroprotective level. 122 mothers were 
randomly selected from the 233 HBsAg+mothers, and HBV DNA copy numbers were measured among them. 
The HBV DNA load ranged 4–9 Log IU/mL and the mean copy number was 5.5 Log IU/mL (95%CI: 5.1–5.8). 
Among HBsAg+mothers, mean HBV DNA copy numbers of 58 HBeAg+mothers were statistically higher than 
those of 57 HBeAg- mothers (6.7 (95%CI: 6.3–7.2) Log IU/mL, and 4.1 (95%CI: 4.0–4.3) Log IU/mL respec-
tively; p value < 0.01).

Factors associated with HBsAg positivity in mothers. Mothers with anti-HBs antibody below the 
seroprotective level (adjusted odds ratio [aOR] 0.1 [0.04–0.1] in those immune to HBV, compared to those 
with the protective level of antibody), mothers aged 25–34 years (aOR 1.5 [1.1–2.1], compared to those aged 
17–24 years) and lower maternal education levels, i.e. none-junior high school (aOR 1.5 [1.1–2.0], compared to 
high school or higher level) were associated with HBV infection in mothers by logistic regression in multivariate 
analysis (Table 1). Prematurity was not associated with maternal HBV infection.

Enrollment of subjects in the 2‑year follow‑up phase and their profiles. Among 1987 newborns 
enrolled in the birth phase, 1339 (67.4%) children were enrolled in the 2-year follow-up phase. The main reasons 
for lost to follow-up included failure to track (move-out) and lack of consent for blood sampling. The profiles of 
mothers in this group were similar to those in the birth phase (Table 3).

Immunization and serological status of mothers and children in the follow‑up phase. Among 
1339 enrolled mothers, 166 were HBsAg+. 92.1% (1233/1339) of children received HepB3, and 82.5% 
(1104/1339) had HepB-BD within 24 h of birth. Those who received HepB3 including HepB-BD, i.e. complete 
HepB accounted for 76.5% (1024/1339), while 3 children did not receive any HepB. Among 166 children born 
to HBV-infected mothers, only 3 children received HBIG at birth.

The proportion of HBsAg-positivity in 2-year-old children was 1.9% (26/1339, 95%CI: 1.2–2.7). Twenty-five 
infected children were born to HBV-infected mothers and only one to a non-infected mother. 15.1% (25/166 
[9.6–20.6] of children born to HBsAg+mothers got infected. Among children born to HBsAg+mothers, 33.8% 
(23/68) versus 0 (0/87) of children born to HBeAg+or HBeAg- mothers were infected (p < 0.001). Maternal 
HBeAg test results were obtained in 23 out of 26 infected children and all of them were HBeAg+. In contrast, 
the proportion of anti-HBs antibody below the seroprotective level in 2-year-old children was 15.2% (203/1338, 
95%CI: 13.2–17.1). Among even at high-risk children as born to HBV-infected mothers, two-thirds (22/33) of 
children with anti-HBs antibody below the seroprotective level escaped HBV infection.

Of 166 children born to HBV-infected mothers, 122 received complete HepB doses and 44 received incomplete 
HepB doses. 13.1% (16/122 [7.0–19.2]) of those who received complete HepB doses and 20.5% (9/44 [8.0–32.9]) 
of those with incomplete HepB doses got infected. Furthermore, among children born to HBeAg+mothers, 28.3% 
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(15/53 [15.8–40.8]) versus 53.3% (8/15 [24.7–81.9]) of children who received complete or incomplete HepB 
doses got infected. 14.3% (176/1232) of children showed anti-HBs antibody below the protective level despite 
receiving HepB3. Children born to mothers with higher HBV DNA copies in maternal blood at birth were more 
likely to get infected with HBV. Children born to mothers with 6–9 Log IU/mL of HBV DNA copy number were 
more likely to get infected compared to those born to mothers with 4 Log IU/mL defined as a reference, and the 
higher HBV DNA copy number mothers presented, the higher OR of HBV-infected children (Table 2). Mean 
HBV DNA copy number in mothers was statistically higher in HBV-infected children (OR 7.6 [7.1–8.1]) than 
in non-infected children (OR 4.9 [4.6–5.2]).

Among 3 children who received HBIG at birth, 2 children born to HBeAg+mothers had 7–8 Log IU/mL of 
HBV DNA titer: one with complete HepB doses escaped from infection and the other with incomplete HepB 
doses got infected. The third child was born to an HBeAg- mother and did not get infected despite incomplete 
HepB doses.

Factors associated with HBV infection and anti‑HBs antibody below the seroprotective level 
in children. Maternal HBV infection (aOR 217.4 [28.6–1651.5]), low BMI in pre-pregnancy (aOR 4.9 [1.9–
12.6], compared to normal-high BMI), and anti-HBs antibody below the seroprotective level in children (aOR 
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Figure 1.  Study algorithm on enrollment of the subjects, Nha Trang, Vietnam, 2009–2012. This figure 
represents the study algorithm on enrollment of the subjects. I. During the birth phase period in May, 2009–
May, 2010, a total of 3,173 mothers living in 16 target communes in Nha Trang delivered at either the Khanh 
Hoa General Hospital and commune health centers. Of them, 2,787 (87.8%) delivered at the hospital and 
1,987 (62.6%) mothers and their 1,987 newborn babies were enrolled under the criteria. II. During the 2-year 
follow-up phase period in May, 2011–May, 2012, among these 1,987 neonates enrolled in the birth phase, 1,339 
(67.4%) children who reached 2 years of age were enrolled under the criteria.
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0.2 [0.1–0.7] at 10–99 mIU/mL and aOR 0.1 [0.04–0.4] at 100 mIU/mL or higher, compared to < 10 mIU/mL) 
were associated with HBV infection of children by logistic regression in multivariate analysis (Table 3).

For those born to HBV-infected mothers, irrespective of immunization status, there was no statistical dif-
ference in HBV infection in children between those born by CS and vaginal delivery, or between emergency 
and elective CS.

Meanwhile, HBV infection in children (aOR 5.5 [2.4–12.2], compared to non-infection in children), maternal 
age of 35–44 years (aOR 1.9 [1.2–3.1], compared to 17–24 years), boys (aOR 1.5 [1.1–2.0], compared to girls), 
and no or incomplete doses of HepB (aOR 0.7 [0.5–0.9] incomplete HepB doses, compared to no or incomplete 
doses of HepB) were associated with anti-HBs antibody below the seroprotective level in children by logistic 
regression in multivariate analysis (Table 4).

Table 1.  Demographic characteristics and factors associated with HBV infection in mothers in the birth 
phase, Nha Trang, Vietnam, 2009–2010 (N = 1989). Logistic regression was used for projecting odds ratios 
(OR) in univariate analysis and adjusted odds ratios (aOR) in multivariate analysis. Variables with statistical 
significance were underlined when 95%CI of aOR did not include 1. HBsAg: hepatitis B surface antigen; HBV: 
hepatitis B virus; N: number; OR: odds ratio; CI: confidence interval; aOR: adjusted odds ratio; anti-HBs 
antibody: anti-hepatitis B surface antibody; HBeAg: hepatitis B e antigen; BMI: body mass index; and Ref.: 
reference.

Factors

Total N (%) HBV infection in mothers n (% n/N)

OR (95% CI) aOR (95% CI)N = 1989 n = 250 (12.6%)

【Mothers】

HBsAg

Negative 1737 (87.4) - - -

Positive 250 (12.6) - - -

Anti-HBs antibody (mIU/ml)

 < 10 1033 (53.5) 226 (21.9) Ref Ref

 ≥ 10 898 (46.5) 18 (2.0) 0.1 (0.04, 0.1) 0.1 (0.04, 0.1)

Age (years old)

17–24 572 (28.8) 61 (10.7) Ref Ref

25–34 1164 (58.6) 158 (13.6) 1.3 (0.96, 1.8) 1.5 (1.1, 2.1)

35–44 250 (12.6) 31 (12.4) 1.2 (0.7, 1.9) 1.5 (0.9, 2.6)

Maternal Education

High school or higher 1060 (53.5) 110 (10.4) Ref Ref

None-Junior high school 920 (46.5) 139 (15.1) 1.5 (1.2–2.0) 1.5 (1.1, 2.0)

Residential Area

Urban 1395 (70.2) 176 (12.6) Ref -

Suburban 592 (29.8) 74 (12.5) 1.0 (0.7, 1.3) -

Para

Multi 992 (49.9) 125 (12.6) Ref -

Primi 995 (50.1) 125 (12.6) 1.0 (0.8, 1.3) -

Antenatal care

 ≥ 4times 1682 (84.7) 201 (12.0) Ref Ref

 < 4 times 305 (15.4) 49 (16.1) 1.4 (1.0, 2.0) 1.4 (0.96, 2.1)

BMI in prepregnancy

Normal-High 1475 (74.2) 183 (12.4) Ref -

Low 512 (25.8) 67 (13.1) 1.1 (0.8, 1.4) -

Anemia

Negative 1478 (74.4) 191 (12.9) Ref -

Positive 509 (25.6) 59 (11.6) 0.9 (0.6, 1.2) -

Mode of delivery

Vaginal 1156 (58.2) 137 (11.9) Ref -

Caesarian Section 831 (41.8) 113 (13.6) 1.2 (0.9, 1.5) -

Term of delivery

Term-Postterm 1919 (96.6) 244 (12.7) Ref -

Preterm 68 (3.4) 6 (8.8) 0.7 (0.3, 1.6) -
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Discussion
This hospital-based prospective cohort study demonstrated the seroepidemiological features, risk factors asso-
ciated with HBV infection, and immunity to it in children, providing implications for the current preventive 
strategy.

This study demonstrated that 12.6% [11.1–14.0] of mothers were HBsAg+, and 42.1% of HBsAg+mothers 
were HBeAg-. These rates were slightly higher than the previous findings in Vietnam; 9.5% of pregnant women 
were HBsAg+10, and 16.4–38.2% of adult carriers were HBeAg+12–14.

In this study, anti-HBs antibody below the seroprotective level, older ages, and lower educational levels in 
mothers were associated with current HBV infection of mothers which was in good agreement with the previ-
ous  studies12,13.

Despite the high maternal HBV carrier rate (12.6%), the overall proportion of HBV infection among 2-year-
old children was found to be as relatively low as 1.9% [1.2–2.7] with over 90% of children receiving HepB3 
and more than three quarters having complete HepB doses. This prevalence corresponds to the one from a 
previous cross-sectional study reporting HBsAg-positivity rate to be 1.6% among children born in 2007–2008 
in  Vietnam16. Such a level of risk reduction was expected by the previous study projecting 84.8–89.7% of risk 
reduction in children in reference to 12.5–18.4% in the pre-vaccination  era14. This was similar to the one in Lao 
PDR (1.7%) but higher than in Cambodia (0.6%), China (0.3%), and Thailand (0.3%), and lower than in Myan-
mar (3.8%) in 2012–201721,22. Thus, a successful universal HepB vaccination program could significantly avert 
perinatal and infantile HBV infection in central Vietnam despite a high-risk condition of vertical and horizontal 
HBV infection from adult carriers born in the pre-vaccine era.

Our study indicated that 15.2% of children at 2 years of age had anti-HBs antibody below the seroprotective 
level, which was consistent with other studies suggesting it to be 12.5–20%23,24. Such status may mainly include 
either primary vaccine failure with complete or incomplete HepB, or waning anti-HBs antibody below the pro-
tective level by the age. Two-thirds (22/33) of children born to HBsAg+mothers with anti-HBs antibody below 
the seroprotective level escaped HBV infection possibly due to memory immune to HBV.

HBV infection in mothers, anti-HBs antibody below the seroprotective level in children, and mothers with 
low BMI in pre-pregnancy were associated with HBsAg-positivity in children. Children born to mothers with 
higher HBV DNA copy number were more likely to get infected with HBV as previously  observed17–20. Obesity 
may decrease response to  HepB25,26, no study has found an association of low BMI in prepregnancy with HBV 
infection in their children. This may be linked to lower socioeconomic disadvantage and health-seeking behav-
ior including immunization. Association between chronic HBV infection and preterm birth were controversial 
in previous  studies27,28 and our study revealed no association between them. There is insufficient evidence that 
CS reduce the risk of mother-to-child transmission of HBV after  immunoprophylaxis29,30. and our study was in 
agreement with it. Unlike the previous  study16, immunization status was not indicated to be statistically associ-
ated with HBV infection in children in this study, partly due to the small sample size.

Our study revealed that as much as 28.3% of children born to HBeAg+mothers have got infected even with 
complete HepB. To prevent mother-to-child transmission of HBV from high-risk mothers further, HBIG at birth 
would be an option, which is rarely offered only in the private sector mostly in big cities at a high cost. However, 
some have reported its insufficient efficacy in very high-risk cases. Since only 3 children received it in this study, 
its efficacy was unable to be evaluated. Instead, anti-viral therapy in pregnant women at high risk has indicated 
promising evidence on its efficacy and  safety31 as recommended by international liver diseases associations and 
World Health Organization (WHO)32–34.

HBV infection in children, older maternal age, no or incomplete doses of HepB, and boys were associated 
with anti-HBs antibody below the seroprotective level in children in this study. We found that older maternal age 
was associated with anti-HBs antibody below the seroprotective level in children which was contradictory to a 
previous  finding20. High seroprevalence of HBV among women of childbearing age with a slow introduction of 
the nationwide HepB program may have influenced it. Males responded less to HepB in this study as reported 

Table 2.  Association of HBV infection in children with HBV DNA copy number in mothers in the 2-year 
follow-up phase, Nha Trang, Vietnam, 2011–2012 (N = 122). Logistic regression was used for projecting odds 
ratios (OR) in univariate analysis. Variables with statistical significance were underlined when 95%CI of OR 
did not include 1. *Omitted due to lack of samples for analysis. HBV: hepatitis B virus; DNA: deoxyribonucleic 
acid; HBsAg: hepatitis B surface antigen; N: number; OR: odds ratio; CI: confidence interval; and Ref.: 
reference.

HBV-DNA 
Copy number
(Log IU/mL)

Total N (%) HBV infection in children n (% n/N)

OR (95%CI)N = 122 n = 26

4 71 (58.2) 1 (1.4) Ref

5 2 (1.6) 0 (0) *

6 7 (5.7) 3 (42.9) 52.5 (4.4–625.2)

7 15 (12.3) 7 (46.7) 61.3 (6.7–563.6)

8 18 (14.8) 9 (50.0) 70 (7.9–618.9)

9 9 (7.4) 6 (66.7) 140 (12.6–1561.7)

Total 122 (100) 26 (21.3) -
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 previously35–37. Moreover, no or incomplete doses of HepB was associated with anti-HBs antibody below the 
seroprotective level in children, while an association of delayed HepB-BD with immunoprophylactic failure as 
reported  previously18 was not observed in this study.

This study has some limitations. Firstly, approximately 10% of mothers who delivered at either health centers 
or home and their babies, were not enrolled which could bring some selection bias. Such group of people with 
restricted medical resources and limited health consciousness are more likely to miss the opportunity of receiv-
ing appropriate perinatal and infantile practices including HepB. Thus, the prevalence overall of HBV infection 
among children could be underestimated, therefore we should be cautious in generalizing the findings. Secondly, 
due to the logistic and feasibilities issues we were only able to conduct a follow-up survey at 2 years of age, 
although one to three months after the last dose of HepB would be more appropriate timing for the evaluation. 
This would have increased the rate of failure to follow-up and the probability of horizontal infection from family 
or others. We also did not collect the information on possible risk factors linked to horizontal infection such as 
family history of HBV. These conditions would have made interpretation of the findings difficult. Finally, the 
immune status induced by HepB might be underestimated since the anti-HBs antibody was measured at 2 years 

Table 3.  Demographic characteristics and factors associated with HBV infection in the 2-year follow-up 
phase, Nha Trang, Vietnam, 2011–2012 (N = 1339). Logistic regression was used for projecting odds ratios 
(OR) in univariate analysis and adjusted odds ratios (aOR) in multivariate analysis. Variables with statistical 
significance were underlined where 95%CI of aOR did not include 1. HBsAg: hepatitis B surface antigen; 
HBV: hepatitis B virus; anti-HBs antibody: anti-hepatitis B surface antibody; N: number; OR: odds ratio; CI: 
confidence interval; aOR: adjusted odds ratio; HepB: hepatitis B vaccine; HepB-BD: birth dose of HepB; incl.; 
including; w/o: without; HBIG: hepatitis B immune globulin; BMI: body mass index; and Ref.: reference. 
*Dropped since no HBsAg-positive cases existed in the category.

Factors

Total N (%) HBV infection in children n (% n/N)

OR (95%CI) aOR (95%CI)N = 1339 n = 26 (1.9%)

[Children]

HBsAg

Negative 1313 (98.1)

Positive 26 (1.9)

Anti-HBs antibody (mIU/ml)

 < 10 203 (15.2) 12 (5.9) Ref Ref

10–99 615 (46.0) 9 (1.5) 0.2 (0.1, 0.6) 0.2 (0.1, 0.7)

 ≥ 100 520 (38.9) 5 (1.0) 0.2 (0.1, 0.4) 0.1 (0.04, 0.4)

Sex

Female 639 (47.7) 15 (2.4) Ref -

Male 700 (52.3) 11 (1.6) 1.5 (0.7, 3.3) -

Immunization status of HepB

No or Incomplete 315 (23.5) 10 (3.2) Ref

Complete 1024 (76.5) 16 (1.6) 0.5 (0.2–1.1) -

Timing of HepB-BD

No 229 (17.1) 6 (2.6) Ref -

Day 0–1 1104 (82.5) 20 (1.8) 0.7 (0.3, 1.7) -

Day 2–7 6 (0.5) 0 (0) * -

HBIG at birth

No 1333 (99.8) 25 (1.9) Ref Ref

Yes 3 (0.2) 1 (33.3) 26.2 (2.3, 298.0) 10.3 (0.8, 133.9)

[Mothers]

HBsAg

Negative 1173 (87.6) 1 (0.1) Ref Ref

Positive 166 (12.4) 25 (15.1) 207.8 (27.9, 1545.3) 217.4 (28.6, 1651.5)

Age (years old)

17–24 385 (28.9) 11 (2.9) Ref -

25–34 769 (57.8) 14 (1.8) 0.6 (0.3, 1.4) -

35–44 177 (13.3) 1 (0.6) 0.2 (0.02, 1.5) -

BMI in prepregnancy

Normal-High 997 (74.5) 12 (1.2) Ref Ref

Low 342 (25.5) 14 (4.1) 3.5 (1.6, 7.7) 4.9 (1.9, 12.6)

Mode of delivery

Vaginal 766 (57.2) 18 (2.4) Ref -

Caesarian Section 573 (42.8) 8 (1.4) 0.6 (0.3, 1.4) -
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of age when the titers may have waned. Nonetheless, some seroprotective effect was projected among children 
due to memory immune to HBV even with anti-HBs antibody below the seroprotective level as shown previously.

Conclusions
Our birth cohort study determined a low rate of congenital HBV infection and associated risk factors in Vietnam. 
Further studies are needed to advance prevention including anti-viral therapy in pregnant women at high risk.

Methods
Study design, period, and location. A hospital-based birth cohort study was conducted at KHGH in 
Nha Trang with a population of approximately 390,000 that is the capital city of Khanh Hoa Province, central 
Vietnam from May 2009 to May 2010 as the birth phase and from May 2011 to May 2012 as the 2-year follow-up 
phase. KHGH is a provincial hospital with 900 beds which provides comprehensive medical services including 
approximately 6000 deliveries annually. The detail of this hospital was described  previously38.

HepB vaccination schedule under the national immunization program. The national immuni-
zation program for HepB vaccination was revised in 2010 from monovalent HepB-BD followed by 2 times of 
monovalent HepB at 2 and 4 months of age to monovalent HepB-BD followed by 3 times of pentavalent DPT-

Table 4.  Demographic characteristics and factors associated with anti-HBs antibody below the seroprotective 
level in children in the 2-year follow-up phase, Nha Trang, Vietnam, 2011–2012 (N = 1338). Logistic regression 
was used for projecting odds ratios (OR) in univariate analysis and adjusted odds ratios (aOR) in multivariate 
analysis. Variables with statistical significance were underlined where 95%CI of aOR did not include 1. HepB: 
hepatitis B vaccine; HBsAg: hepatitis B surface antigen; N: number; OR: odds ratio; CI: confidence interval; 
aOR: adjusted odds ratio; HepB-BD: birth dose of HepB; HBIG: hepatitis B immune globulin; HLA: human 
leukocyte antigen; BMI: body mass index; and Ref.: reference. *Dropped since no HBsAg positive cases existed 
in the category.

Factors

Total N (%)
Anti-HBs antibody below the seroprotective level
n (% n/N)

OR (95%CI) aOR (95%CI)N = 1338 n = 203 (15.2%)

[Children]

HBsAg

Negative 1313 (98.1) 191 (14.6) Ref Ref

Positive 26 (1.9) 12 (46.2) 5.0 (2.3, 11.0) 5.5 (2.4, 12.2)

Sex

Female 639 (47.7) 81 (12.7) Ref Ref

Male 700 (52.3) 122 (17.5) 1.5 (1.1, 2.0) 1.5(1.1, 2.0)

Immunization status of HepB

No or Incomplete 315 (23.5) 62 (19.7) Ref Ref

Complete 1024 (76.5) 141 (13.8) 0.7 (0.5–0.9) 0.7 (0.5–0.9)

Timing of HepB-BD

No 229 (17.1) 39 (17.0) Ref -

Day 0–1 1104 (82.5) 163 (14.8) 0.8 (0.6, 1.2) -

Day 2–7 6 (0.5) 1 (16.7) 1.0 (0.1, 8.6) -

HBIG at birth

No 1333 (99.8) 202 (15.2) Ref -

Yes 3 (0.2) 0 (0) * -

[Mothers]

HBsAg

Negative 1173 (87.6) 170 (14.5) Ref -

Positive 166 (12.4) 33 (19.9) 1.5 (0.97, 2.2) -

Age (years old)

17–24 385 (28.9) 50 (13.0) Ref Ref

25–34 769 (57.8) 115 (15.0) 1.2 (0.8, 1.7) 1.2 (0.9, 1.8)

35–44 177 (13.3) 37 (21.0) 1.8 (1.1, 2.9) 1.9 (1.2, 3.1)

BMI in prepregnancy

Normal-High 997 (74.5) 150 (15.1) Ref -

Low 342 (25.5) 53 (15.5) 1.0 (0.7, 1.5) -

Mode of delivery

Vaginal 766 (57.2) 124 (16.2) Ref -

Caesarian Section 573 (42.8) 79 (13.8) 0.8 (0.6, 1.1) -
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Hib-HepB at 2, 3, and 4 months of age. The revised program was introduced in June 2010 to KHGH. During the 
study period, Gene-HBvax (Vabiotech company, Vietnam) was used as a monovalent HepB for HepB-BD, and 
Quinvaxem (Berna Biotech company, Korea) was used as pentavalent HepB for further HepB doses at KHGH, 
while vaccines used in health facilities outside the hospital were unknown.

Subjects and recruitment process. The study targeted residents in 16 out of 27 communes/wards in 
Nha Trang. Nha Trang is a tourist city, and 16 residential communes/wards were selected as the target area for 
this study while the remaining 11 communes/wards where big blocks of government administrative buildings, 
hotels, and restaurants were mostly located were excluded.

In the birth phase, we recruited mothers aged 17 years or older residing in the above areas in Nha Trang who 
delivered a single child at the hospital on weekdays during this study period without severe maternal complica-
tions together with their newborn babies. After we obtained written informed consent from mothers, we collected 
demographic, clinical, and epidemiological information including self-reported pre-pregnancy body weight 
through interviews using a structured questionnaire before births as well as from medical charts or maternal 
health cards. Maternal blood was also collected before deliveries. Clinical status on newborns was examined and 
recorded after birth. The whole process for collecting information and samples was performed by two trained 
research nurses under the supervision of a research pediatrician.

In the 2-year follow-up phase, we requested the children recruited in the birth phase to visit their local com-
mune health centers on a designated day within 2 weeks before or after their 2-year birthday. We enrolled those 
whose caregivers agreed on the condition for further survey including blood sampling. After informed consents 
were obtained, epidemiological information including the history of immunization was collected through inter-
view using a structured questionnaire and from immunization card. Clinical examination and blood sampling 
were then conducted and recorded. Health staffs in 16 commune health centers in this study area were carefully 
trained to perform the prescribed procedures every two weeks, and two trained research staff from Khanh Hoa 
Provincial Health Service Department supervised them in each center throughout the study period. Vaccination 
histories were validated through records at commune health centers concurrently.

Sample collection and testing. In the birth phase, plasma samples were separated from maternal blood 
by centrifugation and kept at −  80 ℃ freezers at the hospital. The samples were then transported to Naga-
saki, Japan, where HBsAg and anti-HBs antibody for all, and HBeAg only for HBsAg+cases were examined by 
chemiluminescent immunoassay (CLIA) (ARCHITECT HBsAg-QT, AUSAB, and HBeAg, Abbott Japan, Tokyo, 
Japan, respectively). The cut-off values of HBsAg, anti-HBs antibody, and HBeAg were 0.05 International Unit 
(IU)/mL, 10.0 mIU/mL, and 1.00 S/CO (sample mean chemiluminescent signals [RLUs] /cut-off RLUs), respec-
tively, following the manufacturer’s guidelines. HBV DNA titers in mothers were detected by transcription-
mediated amplification (TMA) methods in 3.7–8.7 logarithm genome equivalent (LGE)/ml (DNA probe [FR]-
HBV, Fujirebio, Tokyo, Japan).

In the 2-year follow-up phase, blood samples from children were processed similarly as above at Pasteur 
Institute in Nha Trang and then transported to Nagasaki University, Japan where HBsAg was tested by CLIA 
(ARCHITECT HBsAg-QT, Abbott Japan, Tokyo, Japan) with 0.05 IU/mL of the cut-off value. Anti-HBs antibody 
was measured by an assay developed by Green Peptide Co. Ltd., Kurume, Japan using MAGPIX Bead Array 
System (Luminex, Austin, Texas, USA) with 10 mIU/mL of the cut-off value.

Characteristic definition and categorization. Maternal age was grouped into 17–24, 25–34, or 
35–44 years old. Maternal educational level was grouped into low i.e. none or up to junior high school (0–9 years 
of schooling) and high i.e. high school or higher (10 years of schooling or more). Maternal residential areas were 
grouped into suburban and urban, defined by a municipal document according to the communes. The numbers 
of mothers who received ANC 4 times or more, as recommended by  WHO39, and those less than 4 times were 
calculated. BMI was defined as the weight in kilograms divided by the square of the height in meters (kg/m2), 
and underweight was defined as BMI less than 18.50 according to the  WHO40. Anemia for pregnant women 
was defined as less than 11 g/dl of  haemoglobin41, and the preterm is determined as neonates born alive before 
37 weeks of gestation according to the  WHO42.

The protective concentration of anti-HBs antibody was determined as ≥ 10 mIU/mL as indicated by  WHO1. 
Anti-HBs antibody levels were categorized into less than 10 mIU/mL (negative or nonimmune to HBV), 10–99 
mIU/mL (positive or immune to HBV), or 100 mIU/mL or higher (highly positive or immune to HBV) in this 
study. HepB-BD was defined as a birth dose of monovalent HepB received within 7 days after birth for this 
study, and categorized by the timing of receipt into either within 24 h or 2–7 days of life. HepB3 was defined 
as immunization of a total of 3 or more doses of either monovalent or pentavalent HepB. Immunization status 
was categorized into complete HepB doses (defined as HepB3 including HepB-BD) or incomplete HepB doses 
(defined as HepB3 without HepB-BD, or less than 3 doses of HepB with or without HepB-BD). Nonresponse to 
HepB3 was defined as negative or nonimmune to HBV despite HepB3 given.

Data management and statistical analysis. All the collected information was managed confidentially 
throughout the process. The data were double-entered and cleaned, and statistical analysis was conducted with 
STATA 11.1. The study algorithm on enrollment of the subjects was illustrated.

An association of HBV DNA copy number in mothers with HBV infection in their children was analyzed 
using logistic regression, and tabulated in numbers, proportions, and OR with 95%CI. Here, we used the low-
est copy number 4 Log IU/ml as a reference to calculate the OR of HBV infection in subjects with higher copy 
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numbers. Mean HBV DNA copy numbers among mothers with HBV-infected and -non-infected children were 
compared and analyzed using t-test, and ORs with 95%CI were described.

Main factors in demographic profiles, clinical-epidemiological factors including seroprevalence, and immu-
nization status were tabulated in numbers and proportions. HBV infection in children was profiled and figured 
by maternal serological features, and the immunization status of HepB in children, while mean maternal HBV 
DNA titer was analyzed by HBV infection and immunization status of HepB in children. HBV-infection status 
with immunization status of HepB in children who received HBIG was described.

Factors associated with HBV infection in mothers, HBV infection in children, or non-response to HepB3 in 
children were analyzed by univariate analysis respectively using logistic regression. Exposure variables for moth-
ers included HBsAg-positivity, at the seroprotective level of anti-HBs antibody, HBeAg-positivity, age group, 
ethnicity, educational level, marital status, residential area, previous pregnancy (gravida) and delivery (parity), 
ANC visit, BMI in prepregnancy, anemia, mode and term of delivery for mothers. Exposure variables for children 
included HBsAg-positivity, anti-HBs antibody level, sex, low birth weight, small-for-gestational-age, the tim-
ing of HepB-BD, immunization status of HepB, and receipt of HBIG at birth. Of these, the main findings were 
tabulated with OR and their 95%CI. Factors were defined to be associated with HBV infection in children with 
statistical significance when the 95%CI of OR did not include 1.0. Associated factors were included as exposure 
variables for further multivariate analysis using logistic regression, being represented with aOR and their 95%CI.

Ethics declarations. This study was approved by the Ethical Committees of Nagasaki University, Japan (# 
approval no.160908158), and the National Institute of Hygiene and Epidemiology, Vietnam. Written informed 
consent was obtained from all participants, and all data were kept confidentially and anonymously throughout 
the process. All methods were carried out in accordance with relevant guidelines and regulations. The informed 
consent from a parent and/or legal guardian of the participants as minors (mothers who are under 18) are 
involved in the study.

Data availability
The datasets generated during and/or analyzed during the current study are available from the corresponding 
author on reasonable request.

Received: 8 November 2020; Accepted: 23 March 2021

References
 1. WHO | Hepatitis B position paper. World Health Organization. http:// www. who. int/ immun izati on/ policy/ posit ion_ papers/ hepat 

itis_b/ en/ (2017).
 2. WHO | Key facts _ Hepatitis B. World Health Organization. https:// www. who. int/ news- room/ fact- sheets/ detail/ hepat itis-b (2020).
 3. WHO | Global hepatitis report, 2017. World Health Organization. http:// www. who. int/ hepat itis/ publi catio ns/ global- hepat itis- 

repor t2017/ en/ (2017).
 4. Van Damme, P. Long-term protection after Hepatitis B vaccine. J. Infect. Dis. 214, 1–3 (2016).
 5. Leuridan, E. & Van Damme, P. Hepatitis B and the need for a booster dose. Clin. Infect. Dis. 53, 68–75 (2011).
 6. Bruce, M. G. et al. Antibody levels and protection after Hepatitis B vaccine: results of a 30-year follow-up study and response to a 

booster dose. J. Infect. Dis. 214, 16–22 (2016).
 7. Behre, U. et al. Long-term anti-HBs antibody persistence and immune memory in children and adolescents who received routine 

childhood Hepatitis B vaccination. Hum. Vaccines Immunother. 8, 813–818 (2012).
 8. Van Der Meeren, O., Behre, U. & Crasta, P. Immunity to Hepatitis B persists in adolescents 15–16 years of age vaccinated in infancy 

with three doses of Hepatitis B vaccine. Vaccine 34, 2745–2749 (2016).
 9. Do, S. H. et al. High prevalences of Hepatitis B and C virus infections among adults living in Binh Thuan province, Vietnam. 

Hepatol. Res. Off. J. Jpn. Soc. Hepatol. 45, 259–268 (2015).
 10. Dunford, L. et al. A multicentre molecular analysis of hepatitis B and blood-borne virus coinfections in Viet Nam. PLoS ONE 7, 

e39027 (2012).
 11. Viet, L. et al. Prevalence of Hepatitis B & Hepatitis C virus infections in potential blood donors in rural Vietnam. Indian J. Med. 

Res. 136, 74–81 (2012).
 12. Duong, T. H., Nguyen, P. H., Henley, K. & Peters, M. Risk factors for Hepatitis B infection in rural Vietnam. Asian Pac. J. Cancer 

Prev. APJCP 10, 97–102 (2009).
 13. Nguyen, V.T.-T., McLaws, M.-L. & Dore, G. J. Highly endemic Hepatitis B infection in rural Vietnam. J. Gastroenterol. Hepatol. 

22, 2093–2100 (2007).
 14. Hipgrave, D. B. et al. Hepatitis B infection in rural Vietnam and the implications for a national program of infant immunization. 

Am. J. Trop. Med. Hyg. 69, 288–294 (2003).
 15. WHO | Immunization Country Profile Viet Nam. World Health Organization. https:// apps. who. int/ immun izati on_ monit oring/ 

globa lsumm ary/ estim ates?c= VNM (2020).
 16. Nguyen, T. H. et al. A reduction in chronic hepatitis B virus infection prevalence among children in Vietnam demonstrates the 

importance of vaccination. Vaccine 32, 217–222 (2014).
 17. Lin, X. et al. Immunoprophylaxis failure against vertical transmission of Hepatitis B Virus in the Chinese population: a hospital-

based study and a meta-analysis. Pediatr. Infect. Dis. J. 33, 897–903 (2014).
 18. Wang, C. et al. Protective effect of an improved immunization practice of mother-to-infant transmission of Hepatitis B virus and 

risk factors associated with immunoprophylaxis failure. Medicine (Baltimore) 95, e4390 (2016).
 19. Latthaphasavang, V. et al. Perinatal hepatitis B virus transmission in Lao PDR: a prospective cohort study. PLoS ONE 14, e0215011 

(2019).
 20. Zhang, L. et al. A study of immunoprophylaxis failure and risk factors of Hepatitis B virus mother-to-infant transmission. Eur. J. 

Pediatr. 173, 1161–1168 (2014).
 21. Woodring, J. Progress toward Hepatitis B control and elimination of mother-to-child transmission of Hepatitis B virus—Western 

Pacific Region, 2005–2017. MMWR Morb. Mortal. Wkly. Rep. 68, 195 (2019).
 22. Childs, L., Roesel, S. & Tohme, R. A. Status and progress of Hepatitis B control through vaccination in the South-East Asia Region, 

1992–2015. Vaccine 36, 6–14 (2018).

http://www.who.int/immunization/policy/position_papers/hepatitis_b/en/
http://www.who.int/immunization/policy/position_papers/hepatitis_b/en/
https://www.who.int/news-room/fact-sheets/detail/hepatitis-b
http://www.who.int/hepatitis/publications/global-hepatitis-report2017/en/
http://www.who.int/hepatitis/publications/global-hepatitis-report2017/en/
https://apps.who.int/immunization_monitoring/globalsummary/estimates?c=VNM
https://apps.who.int/immunization_monitoring/globalsummary/estimates?c=VNM


10

Vol:.(1234567890)

Scientific Reports |         (2021) 11:8676  | https://doi.org/10.1038/s41598-021-87860-1

www.nature.com/scientificreports/

 23. Lee, K. H. et al. Changes in Hepatitis B virus antibody titers over time among children: a single center study from 2012 to 2015 in 
an urban of South Korea. BMC Pediatr. 17, 1–18 (2017).

 24. Qawasmi, M., Samuh, M., Glebe, D., Gerlich, W. H. & Azzeh, M. Age-dependent decrease of anti-HBs titers and effect of booster 
doses using 2 different vaccines in Palestinian children vaccinated in early childhood. Hum. Vaccines Immunother. 11, 1717–1724 
(2015).

 25. Liu, F., Guo, Z. & Dong, C. Influences of obesity on the immunogenicity of Hepatitis B vaccine. Hum. Vaccines Immunother. 13, 
1014–1017 (2017).

 26. Fan, W., Chen, X.-F., Shen, C., Guo, Z.-R. & Dong, C. Hepatitis B vaccine response in obesity: a meta-analysis. Vaccine 34, 
4835–4841 (2016).

 27. Huang, Q. et al. Chronic Hepatitis B infection and risk of preterm labor: a meta-analysis of observational studies. J. Clin. Virol. 
61, 3–8 (2014).

 28. Liu, J. et al. Maternal pre-pregnancy infection with hepatitis B virus and the risk of preterm birth: a population-based cohort study. 
Lancet Glob. Health 5, e624–e632 (2017).

 29. Chen, H.-L., Cai, J.-Y., Song, Y.-P., Zha, M.-L. & Qin, G. Vaginal delivery and HBV mother to child transmission risk after immu-
noprophylaxis: a systematic review and a meta-analysis. Midwifery 74, 116–125 (2019).

 30. Hu, Y. et al. Effect of elective cesarean section on the risk of mother-to-child transmission of Hepatitis B virus. BMC Pregnancy 
Childbirth 13, 119 (2013).

 31. Funk, A. L. et al. Efficacy and safety of antiviral prophylaxis during pregnancy to prevent mother-to-child transmission of Hepatitis 
B virus: a systematic review and meta-analysis. Lancet Infect. Dis. 21, 70–84 (2021).

 32. Lampertico, P. et al. EASL 2017 Clinical Practice Guidelines on the management of Hepatitis B virus infection. J. Hepatol. 67, 
370–398 (2017).

 33. Terrault, N. et al. Update on prevention, diagnosis, and treatment and of chronic Hepatitis B: AASLD 2018 Hepatitis B guidance. 
Hepatol. Baltim. Md 67, 1560–1599 (2018).

 34. World Health Organization & Global Hepatitis Programme. Prevention of mother-to-child transmission of Hepatitis B virus: 
guidelines on antiviral prophylaxis in pregnancy. BMJ Open 10(9), e038123 (2020).

 35. Yang, S. et al. Factors influencing immunologic response to Hepatitis B vaccine in adults. Sci. Rep. 6, 1–12 (2016).
 36. Vermeiren, A. P. A., Hoebe, C. J. P. A. & Dukers-Muijrers, N. H. T. M. High non-responsiveness of males and the elderly to standard 

hepatitis B vaccination among a large cohort of healthy employees. J. Clin. Virol. 58, 262–264 (2013).
 37. Koc, Ö. M. et al. Ethnicity and response to primary three-dose Hepatitis B vaccination in employees in the Netherlands, 1983 

through 2017. J. Med. Virol. 92, 309–316 (2020).
 38. Miyakawa, M. et al. Seroprevalence of rubella in the cord blood of pregnant women and congenital rubella incidence in Nha Trang, 

Vietnam. Vaccine 32, 1192–1198 (2014).
 39. WHO | Pregnancy, childbirth, postpartum and newborn care. World Health Organization. http:// www. who. int/ mater nal_ child_ 

adole scent/ docum ents/ imca- essen tial- pract ice- guide/ en/ (2015).
 40. WHO | Global Database on Body Mass Index. World Health Organization. http:// www. asses sment psych ology. com/ icbmi. htm 

(2006).
 41. WHO | Haemoglobin concentrations for the diagnosis of anaemia and assessment of severity. World Health Organization. http:// 

www. who. int/ vmnis/ indic ators/ haemo globin/ en/ (2011).
 42. WHO | Preterm birth. World Health Organization. https:// www. who. int/ news- room/ fact- sheets/ detail/ prete rm- birth (2020).

Acknowledgements
This study was a collaborated research among Nagasaki University (Japan), NIHE (Vietnam), and Khanh Hoa 
Provincial Health Service Department (Vietnam). We would like to express our gratitude to all participants, the 
staff of Khanh Hoa Health service Department, Pasteur Institute in Nha Trang, Dr.Hiroshi Yoshino, and those 
who cooperated with this study in both Vietnam and Japan.

Author contributions
M.M. analyzed and interpreted the results, L.M.Y. conceived and managed operation of the study, and advised 
interpretation of the results, N.T.H.A. and L.H.T. assisted implementation of the study, M.Y. experimented anti-
HBs, K.A. conceived and supervised the study, D.D.A. supervised and supported the operation of this study, H.M. 
conceived the study and advised interpretation of the results. All authors reviewed the manuscript.

Funding
Funding was provided by Japan Agency for Medical Research and Development [JP20wm0125006 (Japan Initia-
tive for Global Research Network on Infectious Diseases (J-GRID))], Japan Society for the Promotion of Science 
[Grants-in-Aid for Scientific Research (Grant No. 21406028)].

Competing interests 
The authors declare no competing interests.

Additional information
Correspondence and requests for materials should be addressed to L.-M.Y.

Reprints and permissions information is available at www.nature.com/reprints.

Publisher’s note Springer Nature remains neutral with regard to jurisdictional claims in published maps and 
institutional affiliations.

http://www.who.int/maternal_child_adolescent/documents/imca-essential-practice-guide/en/
http://www.who.int/maternal_child_adolescent/documents/imca-essential-practice-guide/en/
http://www.assessmentpsychology.com/icbmi.htm
http://www.who.int/vmnis/indicators/haemoglobin/en/
http://www.who.int/vmnis/indicators/haemoglobin/en/
https://www.who.int/news-room/fact-sheets/detail/preterm-birth
www.nature.com/reprints


11

Vol.:(0123456789)

Scientific Reports |         (2021) 11:8676  | https://doi.org/10.1038/s41598-021-87860-1

www.nature.com/scientificreports/

Open Access  This article is licensed under a Creative Commons Attribution 4.0 International 
License, which permits use, sharing, adaptation, distribution and reproduction in any medium or 

format, as long as you give appropriate credit to the original author(s) and the source, provide a link to the 
Creative Commons licence, and indicate if changes were made. The images or other third party material in this 
article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line to the 
material. If material is not included in the article’s Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will need to obtain permission directly from 
the copyright holder. To view a copy of this licence, visit http:// creat iveco mmons. org/ licen ses/ by/4. 0/.

© The Author(s) 2021

http://creativecommons.org/licenses/by/4.0/

	Hepatitis B virus infection among pregnant mothers and children after the introduction of the universal vaccination program in Central Vietnam
	Results
	Enrollment of subjects in the birth phase and their profiles. 
	Serological status of mothers. 
	Factors associated with HBsAg positivity in mothers. 
	Enrollment of subjects in the 2-year follow-up phase and their profiles. 
	Immunization and serological status of mothers and children in the follow-up phase. 
	Factors associated with HBV infection and anti-HBs antibody below the seroprotective level in children. 

	Discussion
	Conclusions
	Methods
	Study design, period, and location. 
	HepB vaccination schedule under the national immunization program. 
	Subjects and recruitment process. 
	Sample collection and testing. 
	Characteristic definition and categorization. 
	Data management and statistical analysis. 
	Ethics declarations. 

	References
	Acknowledgements


