
Editorials

Hepatitis B immunisation in Britain: time to change?
The increasing prevalence of chronic infection, mainly due to immigration from endemic areas,
may warrant universal immunisation

The World Health Organization recommended that, by
1997, all countries should introduce a programme of
universal immunisation against hepatitis B at birth, in

infancy, or in adolescence, according to endemicity.1 By the end
of 2005, 168 countries worldwide and 44 of 52 countries in
WHO’s European region had implemented this. The United
Kingdom continues to implement a selective immunisation pro-
gramme for hepatitis B, targeting high risk groups and screening
all women attending antenatal clinics so that the babies of any
infected mothers can be immunised at birth. This approach has
come in for some criticism, not only internationally but also
within the UK.2 Should the UK now adopt universal immunisa-
tion against hepatitis B?

In contrast with other European countries, particularly in
southern Europe, the UK has one of the lowest incidences of
hepatitis B infection worldwide,3 but has about 180 000 people
with chronic hepatitis B infection.4 The Netherlands and the
Nordic countries, none of which have introduced universal
immunisation, also have low rates.5 Is the British selective
programme effective?

An important factor in recommending universal screening
of pregnant women in the UK was the finding that selective pro-
grammes failed to identify 50% of those with hepatitis B
infection.6 A recent analysis of laboratory reports by the Health
Protection Agency in England and Wales highlighted injecting
drug use as the most common route by which this infection is
acquired, followed by men having sex with men, and then by het-
erosexual transmission. More than 250 cases of new chronic
infections arise annually in England and Wales3 and are
potentially preventable by the UK’s current vaccination
programme aimed at high risk groups if they are reached before
exposure.

The Health Protection Agency estimated that only 44% of
infections are potentially preventable by the programme of
selective immunisation in England and Wales; preventive
measures should precede exposure to risk. Of particular impor-
tance is the average net immigration of about 6500 people with
chronic hepatitis B infection each year between 1996 and 2000.3

The total is cumulative, and therefore the pool is increasing.
These cases could not be prevented by vaccination programmes
within England and Wales, but people with chronic infection can
spread infection perinatally, horizontally, and sexually. During
the past two years one London hepatology clinic has reported
almost 2000 cases of hepatitis B infection, mostly among people
who were not born in the UK; cases occurred in newly referred
patients as well as those seen at annual follow up visits (H C Tho-
mas, personal communication). Medical percutaneous proce-
dures done overseas, particularly in the Indian subcontinent,
were also a risk factor. Holidays by sexually active young people
to southern European resorts may also increase the risk of this
infection.

Cultural mores may confine infection within immigrant
communities for a while. But horizontal transmission of hepatitis
B infection has been reported among Somali immigrants at an

early age,7 and infected children might spread infection beyond
their own communities—for example, in nurseries, day care cen-
tres, and at school. In Ireland the incidence of hepatitis B infec-
tion increased markedly between 1997 and 2003, in part
reflecting migration from countries with high rates of infection.
Consequently, Irish public health services are considering a uni-
versal immunisation programme (B Keogh, personal communi-
cation).

Hepatitis B vaccination is already recommended in the Neth-
erlands for children with at least one parent born in a country
where infection is endemic.5 Targeting vaccination at immigrants
could be seen as stigmatising and divisive, however, and reaching
their children might be difficult. As population movements
increase, control of infectious diseases must be supported by
regional and global strategies.

In several countries in western Europe the infant immunisa-
tion programme now uses a hexavalent vaccine that includes
hepatitis B vaccine. Accumulated data from several studies indi-
cate that hepatitis B vaccines given in infancy induce long term
protection: even though antibody levels may decline, immuno-
logical memory persists.8 Such vaccines may be costly but are
much easier to deliver than universal vaccine programmes run
separately for different infections.

One barrier to combined universal immunisation in infancy
would be the unfounded anxiety some people feel about giving
multiple antigens to babies. Furthermore, immune responses
and clinical protection against Haemophilus influenzae type b is
reduced in some combination vaccines, and British authorities
want to ensure that any combined vaccine would not jeopardise
control of other infections.9 A two dose (rather than three dose)
schedule of hepatitis B vaccine could be given in adolescence
instead. This schedule has been shown to be acceptable and
effective in a deprived area of Glasgow and in the United
States.10 11

Would universal vaccination against hepatitis B in the United
Kingdom be too costly? This topic was discussed recently at a
meeting of the Viral Hepatitis Prevention Board in Edinburgh.12

Health economics evaluations in countries with low endemicity
have produced variable results, but most were done before
vaccine prices were influenced by global markets. Vaccine costs,
together with the burden of infection, are the most influential
national measures in such economic evaluations.13 But the full
economic burden of hepatitis B still needs to be established,
including the direct costs of providing current and anticipated
antiviral treatments for infection and of managing chronic liver
disease and hepatocellular carcinoma, as well as the economic
and personal costs of early deaths among carriers. If direct costs
can be reduced by negotiated tendering, there can no longer be
a financial argument against adopting a universal immunisation
strategy against hepatitis B in the United Kingdom.
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