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Abstract 

 

Background: HBV infection is a problem of public health, and a major cause of mortality and morbidity in our 

country since it lies within the areas of intermediate to high (2-7%) carrier rate.  

Objective: To study certain demographic factors of the patients affected by the HBV, the possible sources of 

infection, the behavior of the disease and the response to the available treatment.  

Patients and Methods: This was a cross-sectional study carried out in Baghdad city, the capital of Iraqi, during 

a period of 11 months investiating 110 child patients who were testing positive for HBs Ag and attending our 

hospital. Data were collected using a pre-constructed data collection sheet which used to gather data regarding 

the following; child's age, sex, residence, medical history, surgical history, blood transfusion history, vaccination 

status and family history. A thorough clinical examination was performed for all patients by specialist 

pediatricians. Laboratory and other necessary investigations were performed accordingly. 

Results: Findings showed that most of the patients were older than 5 yrs. (80.7%). Males constituted (61.81%). 

Most patients came from Baghdad and Anbar being (42.73%) and (32.73%), respectively. Horizontal 

transmission was responsible for 76.37% of the cases. Most patients (87.24%) were asymptomatic and having 

high viral loads (74.44%). Unvaccinated patients constituted (47.27%) of the sample and (72.22%) of them had 

viral loads >100000 copies/ml. HBV and HCV coinfection was present in (12.73%) of the patients. SVR with 

undetected viral DNA was achieved in (18.18%) of the cases whom they completed 52 wks. of INF therapy, and 

(10%) of the cases completed 52 wks. of lamivudine therapy. HBeAg seroconversion was achieved in (18.18%) 

of the cases whom they completed 52 wks. of INF therapy and (11.11%) of the cases whom they completed 52 

wks. course of combined INF and lamivudine. Cirrhosis was found in (4.55%) of the cases. 

Conclusion: Blood born infection and vertical transmission were common routes of transmission in our pediatric 

society and treatment response was close to the international figures.  

Keywords: Hepatitis B Virus Infection, Epidemiology, Transmission, Children. 

  

  

 

 

 

Received : June, 2023, Published: September, 2023

Citation: Al-Shalachi A.I.A, Mohammed M.A, Farhaan S.H Hepatitis B Virus Infection in a Group of Iraqi Children in Baghdad. JMSP 

2023; 9(3): 132-46

Hepatitis B Virus Infection in a Group of Iraqi Children in Baghdad

Ahmed Imad Ahmed Al-Shalchi1*, Mohammed Abdulsattar Mohammed2,

Saif Hamed Farhaan3

1, 2 & 3 Pediatrician-Fellow of the Arab Board of Health Specializations, Child Central Teaching Hospital. Baghdad Iraq

* Corresponding Author dr_ahmedimad@hotmail.com Original Article



Al-Shalachi A.I.A, Mohammed M.A and Farhaan S.H, JMSP, Vol.9, issue 3, 2023 

 

133 
 

1. INTRODUCTION 

Hepatitis B is one of the most common viral infections worldwide. Hundreds millions of 

individuals are chronic carriers and mainly responsible for the spread of the disease. There has 

been a safe and effective vaccine against hepatitis B virus (HBV) since the early 1980s and in 

1992 the WHO recommended integrating the vaccine into immunization programs, which has 

led to a reduction in the burden of the disease, in the percentage of carriers and morbidity and 

mortality. However, factors such as vertical transmission, immigration and adoption maintain 

the circulation of the hepatitis B virus in the pediatric setting (1). Hepatitis B (HBV)  is not 

uncommon among children. Neonatal hepatitis or congenital hepatitis is a term used to indicate 

hepatitis that accompany the child from birth. Babies born to mothers with hepatitis are at risk 

of contracting hepatitis. In most cases, this happens when the mother is unaware of her hepatitis 

disease and the baby is delivered by cesarean section. So that  doing testing for hepatitis before 

pregnancy and during pregnancy is very important and  can help the doctors on how the mother 

should give birth (2,3).  

Hepatitis B virus belongs to the Hepadnaviridae family. It is a small DNA virus exhibits 

distinctive characteristics similar to retroviruses. It replicates via an RNA intermediate and has 

the capability to integrate into the genome of the host organism. The distinctive characteristics 

of the HBV replication cycle confer upon a specific capacity to persist within the infected cells. 

Virological and serological assays have been developed to facilitate the detection of different 

manifestations of HBV-associated illness and to aid in the management of chronic hepatitis B 

infection. The infection caused by the hepatitis B virus (HBV) results in a diverse range of liver 

diseases, such as acute conditions (invoving fulminant hepatic failure), as well as chronic 

hepatitis, cirrhosis, and hepatocellular cancer (4).  

Eight genotypes of HBV have been described, and its mechanism of action and liver damage is 

given by two mechanisms, cytopathic and immune-mediated. Viral clearance is associated with 

a specific polyclonal response of TCD4 and TCD8 cells to the epitopes of all HBV proteins (5).  

Transmission of HBV can be vertical or horizontal; vertical transmission is through the placenta 

during pregnancy, at the time of delivery or in the postnatal period (intimate contact with 

maternal secretions) (6). The most frequent form of transmission is that which occurs during 

childbirth. Horizontal transmission occurs by intimate contact with the carrier; sexual, parenteral 
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route and secretions. Despite vaccination and gamma globulin, the risk of vertical transmission 

varies depending on the maternal viral load: Mother in immunoactive phase (positive HBsAg 

and HBeAg and high viral load): 1-5%. Chronic carrier mother (positive HBsAg and anti-HBe 

Ab with low viral load): < 1%. Perinatal infection in 90% of cases become chronic.  In children 

contracted infection at their one to five years of age, 20-50% became. Conversely, only 5% of 

HBV infection became chronic among adults (6). Children at high risk of HBV infection include 

those who are born to mothers with hepatitis B, children who need frequent blood transfusion, 

who underwent surgical procedures and those with renal failure and managed by dialysis (7). 

Acute HBV infection  characterized by the presence of hepatitis B surface antigen (HBsAg) in 

the blood. This antigen usually becomes positive between weeks one and ten after contact (in 

transplacental transmission it can be positive at birth while in transmission during childbirth it 

will be positive after a few weeks of life). The clinical characteristics of acute infection  is divided 

into three phases; after an incubation period of 14 to 180 days, initial  pre-icteric or Prodromal 

phase  characterized by flu-like symptoms or digestive symptoms and sometimes  Characteristic 

rashes called Gianotti-Crosti. Icteric phase where a progressive decrease in prodromal symptoms 

(although asthenia usually persists) and presence of dark color urine, yellow eyes, and light 

colored stool, in this phase prodromal symptoms improved and it is last from few days to < 6 

weeks. The convalescence phase where there is a gradual improvement and recovery. The 

interpretation of serological tests results varies according to the age of child and the antibody or 

antigen that found in the sera of the child. Chronic infection It is defined by the persistence of 

HBsAg in serum for six months or more. There are four successive and well-differentiated 

phases: Immune tolerance phase, Immune active phase, Immune control phase and Immune 

clearance (cure) phase. In children who are infected through perinatal transmission the sequence 

of these phases is typically seen (8–10). Clinical manifestations are varied according to the 

disease status;  Most children with hepatitis B do not have specific symptoms, but the most 

common symptoms of hepatitis B in children are: vomiting, fatigue, fever, decreased appetite, 

yellow skin and sclera. The  acute hepatitis B is characterized by: fatigue, reduced appetite, 

nausea, vomiting, abdominal pain, pain in the right hypochondrium, subfebrile body 

temperature, jaundice, dark urine, light-colored stools, arthralgia and headache(8–10). 
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Prodromal phase  characterized by flu-like symptoms or digestive symptoms and 

sometimes  characteristic rashes called Gianotti-Crosti (11) 

Chronic HBV characterized by: mostly asymptomatic course or fatigue, emotional lability, 

feeling of discomfort in the right hypochondrium, epistaxis, possible arthralgias. Fatigue, 

jaundice, nausea, telangiectasias (stellar hemangiomas), edema, ascites, peripheral edema, sleep 

disturbances, gastrointestinal bleeding may be noted in patients with a severe course or in 

patients with liver cirrhosis(12). Extra-hepatic manifestations such as nodular periarteritis, 

nephropathy and cryoglobulinemia (13) 

Diagnosis of HBV in children based on the physical examination that may shows hepato- and 

splenomegaly, telangiectasia, palmar erythema, ascites, and other signs. Diagnostic measures are 

aimed at establishing and confirming the diagnosis of HBV, differential diagnosis of it with other 

diseases  and assessment of the risk of severe complications. Diagnostic approaches include 

blood tests; serological tests, liver enzymes, liver function, complete blood cell count (CBC). 

Coagulation tests,  antibodies polymerase chain reaction. Imaging are also required to confirm 

the diagnosis and monitor the sequel of the disease. X- Ray, sonography, computed tomography 

(CT) scan, Magnetic resonance imaging can show detailed images and very effective  in liver 

examination and make the diagnosis easier and earlier. In some cases liver biopsy may 

performed. The possible complications of hepatitis in children include liver failure, hepatic 

cancers and death, The ultimate goal of treatment is to prevent progression to cirrhosis and 

hepatocellular carcinoma and is achieved through seroconversion of HBeAg to HBeAc, serum 

clearance of HBV DNA and normalization of ALT, as well as abscence of HBsAg (cure) (14–

17).  

Although hepatitis B vaccine has reduced HBV carriers worldwide. Managing persistent HBV 

infection in children is still a challenge. The main goal of antiviral therapy in pediatric hepatitis 

B patients is HBeAg seroconversion, which reduces HBV replication. Children with prolonged 

HBV infection may spontaneously seroconverted to HBeAg. When decompensated cirrhosis is 

absent, interferon-alpha is the first antiviral drug. Lamivudine, adefovir, entecavir, and tenofovir 

are nucleos(t)ide analogues (NUCs) all are available for pediatric patients, however age 

restrictions regarding the use of these therapies are differ. Nucleoside analogues (NAs) are the 

preferred antiviral treatment for decompensated cirrhosis. However, the optimal duration of 
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treatment and the potential side effects of some medications in children are still unclear. From 

other point of view, the therapeutic effects and the clinical impact of antiviral medications in 

pediatric HBV patients still need further clarification (18–20). Hence we aimed to study certain 

demographic factors of the patients affected by the HBV, the possible sources of infection, the 

behavior of the disease and the response to the available treatment. 

2. PATIENTS and METHODS 

This was a cross-sectional study carried out in Baghdad city, the capital of Iraqi, during a period 

of 11 months investiating 110 child patients who were testing positive for HBs Ag and attending 

our hospital. Data were collected using a pre-constructed data collection sheet which used to 

gather data regarding the demographic characteristics of the patients and the clinical findings 

laboratory  findings and other investigations including the following: 

• Chil's age at diagnosis ,  

• Chil's sex, 

• Residency, 

• History of acute hepatitis /jaundice, 

• Medical history, 

• Surgical history,  

• History of blood transfusion, 

• Vaccination status, 

• Family history of hepatitis B.,  

• Clinical findings on examination,  

• Labarotary findings and other investigations  

 

Study Protocol and Method:  

 A thorugh physical examination was done for all patients by specialist pediatricians (the 

Researchers) looking for signs of acute hepatitis or those of chronic liver disease. 

 In all patients, laboratory investigations were performed accordingly including complete 

blood count (CBC), liver function tests, PCR assessment for the viral load (which was 

available for 90 patients), and lately it was possible to study the antibody profile of the 
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virus done at the Central Health Laboratory. Other laboratory investigations were 

performed when required.   

 Ultrasound/Doppler examination was done for the assessment of liver texture, ascites & 

state of portal circulation,  

 Follow up: Sixty one Patients had normal transaminases and were assigned as 

immunotolerant & kept on every 3 month follow up of liver function & other features of 

inflammation with annual follow up of PCR viral load assessment. 

 Detecting signs of active hepatitis was taken as an indication of treatment, Interferon 

3megaunit/m2 surface area or pegylated interferon PEGASYS 100microgram/m2 

surface area. 

 Those with increased transaminases were considered to be immunoreactive and given 

treatment, they were 49 patients. 

 PCR was repeated 3 months after treatment to document responsiveness, another reading 

at the end of INF therapy (one year), if undetected virus another reading done 6 months 

after completing therapy to document either sustained viral response or relapse.  

 Response to treatment was considered by seroconversion of HBeAg positive to positive 

antibody to HBeAg and negative HBeAg.(69). Resistance is defined by increased viral 

load during treatment. (failed to reduce viral load by >102 after 3 mos. starting therapy). 

Patients unresponsive to INF were shifted to Lamivudine 3 mg/kg; some were already on 

Lamivudine during their cytotoxic therapy.Some patients who were resistant or intolerant 

to therapy, who were older than 15yrs & could manage the drug were put on entecavir. 

 Liver cirrhosis was considered when an abdominal ultrasound showing fibrosis. 

Statistical analysis: 

Data were analyzed with the aid of statistical package for social sciences (SPSS) version 24, 

Microsoft Excel program and Epicalc-2000 software ®. Descriptive statistics and cross 

tabulation were performed according to the type of variables.  
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3. RESULTS 

The demographic characteristics of the studied group are shown in (Table 1). It had been found 

that 80% of the 110 patients aged 5 years or older. Males contributted for 61.8%. Large 

proportion of patients were resident of Baghdad, (42.7%), followed by Anbar (32.7%), all other 

provinces contributted for 24.5%. Vertical transmission reported in a total of 24 patients (21.8%) 

of them 59.1% aged below 5 years, 19.6% aged 5-10 years and only 4.8% aged > 10 years. 

Malignacy reported in 41 patients; 38/41 had blood transfusion and the remaining 3 had not. 

Most malignat cases were aged 5 years and older. Surgery, family contact, and others were 

reported in 6.4%, 14.5% and 1.8%, respectively. Unknown mode of transmission or source of 

infection reported in 20 /110 patients (18.2%). All these findings are shown in (Table 2). Only 

5 (12.7%) of cases had history of jaundice/acute hepatitis. Viral load (PCR) was available for 90 

of the total 110 patients. Most patients had  high viral  load category (>100000 copies/ml), (Table 

3). Regarding the vaccination status , 48 patients were vaccinated and 62 were unvaccinated. 

Viral load (PCR) was available for only 20 /48 vaccinated and 52/62 unvaccinated patients.  Most 

of the unvaccinated patients had high viral load range, (Table 4). We found 14 combined HBV 

and HCV infection of them 11 (78.6%) had high viral load of > 100000 copies/ml, (Figure 1). 

Regarding the treatment, 30 patients received INF, 10 patients received Lamivudine and 9 

patients received combination of both treatments. Among the  30 patients who received INF 

treatment, 11 completed the 1 yr. course of therapy. 2 patients showed SVR and another 2 have 

been seroconverted (positive antibody to HBeAg and negative HBeAg). However, more detailed 

outcomes of treatment are summarized in (Table 5) 

Table 1. Demographic characteristics of the studied group (N=110) 

 Variable No. % 

Age (year) <5   22 20.0 

  5 - 10. 46 41.8 

  >10  42 38.2 

Sex Male 68 61.8 

  Female 42 38.2 

Residence Baghdad 47 42.7 

  Al-Anbar 36 32.7 

  Other provinces 27 24.5 
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Table 2. Distribution of mode of transmission according to child's  Age  

Mode of Transmission 

Age (year) 
Total 

<5  5 - 10 >10  

No. % No. % No. % No. % 

Vertical 13 59.1 9 19.6 2 4.8 24 21.8 

Horizontal                 

Malignancy 

 

Had blood transfusion 2 9.1 13 28.3 23 54.8 38 34.5 

No blood transfusion 0 0.0 2 4.3 1 2.4 3 2.7 

Surgery 2 9.1 2 4.3 3 7.1 7 6.4 

Family contact 1 4.5 9 19.6 6 14.3 16 14.5 

Others 0 0.0 0 0.0 2 4.8 2 1.8 

Unknown 4 18.2 11 23.9 5 11.9 20 18.2 

Total 22 100.0 46 41.8 42 100.0 110 100.0 

 

 

 

Table 3. Distribution of history of Jaundice/acute hepatitis and viral load according to child's Age. 

 Variable 
<5 yrs. 5-10 yrs. >10 yrs. Total 

No. % No. % No. % No. % 

 History of 

Jaundice/acute hepatitis  

Yes 5 4.5 4 3.6 5 4.5 14 12.7 

No 17 15.5 42 38.2 37 33.6 96 87.3 

Total 22 20.0 46 41.8 42 38.2 110 100.0 

Viral Load (copies/ml) 

(N=90) 

<10000 3 3.3 4 4.4 7 7.8 14 15.6 

10000-100000 1 1.1 2 2.2 6 6.7 9 10.0 

>100000 15 16.7 30 33.3 22 24.4 67 74.4 

Total 19 21.1 36 40.0 35 38.9 90 100.0 
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Table 4. Distribution of viral load according to the status of vaccination of studied group 

Status of vaccination  

Viral Load (copies/ml) 
Total 

<10000 10000-100000 >100000 

No. % No. % No. % No. % 

Primary 3 4.2 1 1.4 4 5.6 8 11.1 

Delayed Vaccination 1 1.4 1 1.4 8 11.1 10 13.9 

Primary and Booster 0 0.0 1 1.4 1 1.4 2 2.8 

Unvaccinated 9 12.5 3 4.2 40 55.6 52 72.2 

Total 13 18.1 6 8.3 53 73.6 72 100.0 

 

 

 

 

Figure 1. Distribution of the reported 14 Combined Hepatitis B and C infection according to 

viral load (copies/ml)  
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Table 5. Response to the type of therapy received by children 

Variable 

INF  

(n=30) 

Lamivudine 

(n=10) 

Combined INF & 

Lamivudine (n=9) 

No. % No. % No. % 

Responsive 6 20.0 2 20.0 2 22.2 

SVR 2 6.7 1 10.0 7 77.8 

Relapse 0 0.0 1 10.0  -  - 

Resistant 6 20.0 3 30.0  -  - 

Non Adherent  8 26.7 3 30.0 4 44.4 

Non Compliance 4 13.3  -  - 3 33.3 

BM Suppression 4 13.3  -  - 1 11.1 

BM: Bone Marrow  

 

4. DISCUSSION 

Hepatitis B virus infection is a signifciant public health problem worldwide represents a major 

cause of mortality and morbidity, particularly in developing countries. Most countries in the 

Middle East region including Iraq are still considered at intermediate to high carrier rate of (2-

7%) (21,22). In our studied group, males were dominant and contributted for 61.81%, this finding 

agreed that reported by Zubair et al. (23) who found 54% males and 46% females among HBV 

cases. Also Nwokediuko found higher rate of 79.2% in males (24). In Turkey, Dikici et al. found 

no difference between both genders (25). However, the studied Iraqi sample, represented cases 

referred to tertiary care center, most of them had been treated for other illnesses that put them at 

risk of acquiring the infection, so it doesn't represent the actual prevalence in the community. 

Among our cohort. (21.8%) acquired the infection vertically which is less than the rate reported 

by El-Raziky from Egypt (26) where vertical transmission reported in 50% of cases and 

concluded that vertical transmission is an important risk factor for acquisition of HBV among 

children born after the era of mass vaccination in Egypt. Worldwide; the risk of perinatal 

infection is 5–20% in infants born to HBsAg-positive mothers and 70–90% if the mother is 

HBeAg positive  In Asia and most of Africa, chronic HBV infection is common and usually 

acquired perinatally or in childhood  (27).  High risk of infection reported in infants born to 

mothers who are positive for both HBsAg and HBeAg (2,3). HBeAg status for the mother was 
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not available in our study and the Egyptian study and could be responsible for the discrepancies. 

An increased  prevalence among  children  older than 5 years implying the big role of horizontal 

transmission in acquiring the infection added to that is the increased number of malignancy cases 

in this age group which affect humoral response to hepatitis B vaccination (28). Regarding the 

residence of cases, most came from Baghdad and Al-Anbar, this was not unexpected becaue the 

location of our hospital , however, about quarter of cases came from other provinces due to more 

facilities in our hospital. An earlier Iraqi study put Baghdad in the 1 – 1.99% region and Anbar 

in the 2-2.99% region were as Al-Qādisiyya, Maysn, Wāsit and Dhī Qār in addition to Kurdistan 

governorates were areas of lowest endemicity in Iraq with a prevalence of 0-0.99% (29). Nearly 

75% of the studied sample had high viral loads which expected since viral loads tend to be very 

high in children (30). In our study, only 48 patients were vaccinated and greatly increasing the 

risk of acquiring infection in endemic country  (31). Most of our malignancy patients in the study 

(38/41) had multiple transfusions of blood/blood product adding to the risk of malignancy for 

acquiring the disease as documented in a Pakistani study (32). In our study, 14 patients (12.7%) 

had co-infection with hepatitis C virus which is comparable to previous studies (33). Treatment 

with INF was started as a monotherapy for 30 of our studied sample, of those 11 finished one 

year treatment course and achieved an SVR in 2  patients and  another  2 responded by 

serocoversion to HBeAg negative. These results were approximate to the results obtained in 

earlier clinical trials(34). A different results was obtained in Italy where much less than what we 

obtained regarding seroconversion (35). The discrepancies in the results of the different studies 

might be due, in part, to the different therapeutic regimens and varying populations of patients 

included in these trials. A certain number of factors are predictive of poor response to IFN; one 

of them is infection with HBV at birth or early in life . Relapse by detecting the viral DNA 6 

months after stopping INF monotherapy was not noticed in our study which could be attributed 

to the shorter time of our study. However, an earlier study involving large cohort of patients 

treated with INF and had been followed for an average of 4 years after treatment revealed a 

sustained virologic response (defined as 20,000 copies/mL of serum HBV DNA at the 6-month 

post-treatment interval) occurred in 43% of patients . However, this response was durable in only 

25% up to slightly more than half of the initial responders at the 4-year interval (36). A Chinese 

study published confirmed chronic hepatitis B patients including 403 HBeAg-positive and 120 
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HBeAg-negative patients, who were treated with INF for 6-25 months and had been followed up 

every 3-6 months after stopping treatment (37). Adherence to INF therapy had some limitations 

in our study including frequent interruptions because of unavailability of the drug, 

noncompliance of the patient/family and development of side effects of which bone marrow 

depression involving leukopenia, thrombocytopenia or both which was noticed. These results 

are comparable to that obtained by other researchers while disagreed others (37–39) The 

discrepancies can be attributed to the differences in the sample sizes. Lamivudine monotherapy 

was well tolerated by our study sample with one limitation which is frequent unavailability of 

the drug. Our patients responded by decreased viral load in (20%) of patients after 3 months of 

treatment, and (10%) of patient has undetected viral DNA over the last 3 years. One (10%) 

patient had relapsed. These results differ from studies published regarding lamivudine 

monotherapy (40,41) . However, the trial of these treatment is out of the scope of our study and 

it needs to be investigated in separated clinical trials for longer time  

However, we observed that  combined INF and lamivudine in the regimen used is not superior 

to monotherapy, which is comparable to other studies (42)  

5. CONCLUSIONS 

Hepatitis B is a prevalent problem in our pediatric society with preponderance of male. Most 

cases were residents in Baghdad and got their infection via male preponderance. Vertical 

transmission was the main cause of infection in children less than 5 years while transverse 

transmission was the commonest in older children. A high rate of unvaccinated children was 

noticed. Blood born infection was the probable source of transmission in high proportion of 

patients. Hepatitis B and C coinfection was prevalent in the studied group. Response rate to the 

available drugs for the pediatric cases was somewhat near to the international figures, with >60% 

of the pediatric cases being unresponsive. Cirrhosis was found in 4.55% of the studied cases. 

Therefore we recommend enhancement of universal vaccination dealing with mothers as 

possible carriers, if their serological status is unknown. Screening of all pregnant women, 

vaccination of previously unvaccinated children, adolescents and adults and also we recommend 

the strict application of all preventive measures 

 

 



Al-Shalachi A.I.A, Mohammed M.A and Farhaan S.H, JMSP, Vol.9, issue 3, 2023 

 

144 
 

Ethical Clearance: 

Ethical issues were taken from the research ethics committee. Informed consent was obtained 

from parents or care-giver of all participated children.  Data collection was in accordance with 

the World Medical Association (WMA) declaration of Helsinki for the Ethical Principles for 

Medical Research Involving Human Subjects, 2013 and all information  and privacy of 

participants were kept confidentially. 

Conflict of interest: Authors declared none 

Funding: None, self-funded by the authors 

 

 

 

6. REFERENCES 
 
6. REFERENCES 

1.Meireles LC, Marinho RT, Van Damme P. Three decades of hepatitis B control with vaccination. World J Hepatol. 

2015;7(18):2127.  

2.Borgia G, Carleo MA, Gaeta GB, Gentile I. Hepatitis B in pregnancy. World J Gastroenterol WJG. 

2012;18(34):4677.  

3.Op de Coul ELM, Hahné S, van Weert YWM, Oomen P, Smit C, van der Ploeg KPB, et al. Antenatal screening 

for HIV, hepatitis B and syphilis in the Netherlands is effective. BMC Infect Dis. 2011;11:1–7.  

4.Liang TJ. Hepatitis B: the virus and disease. Hepatology. 2009 May;49(5 Suppl):S13-21.  

5.Chisari F V, Isogawa M, Wieland SF. Pathogenesis of hepatitis B virus infection. Pathol Biol (Paris). 2010 

Aug;58(4):258–66.  

6.Ma L, Alla NR, Li X, Mynbaev OA, Shi Z. Mother‐to‐child transmission of HBV: review of current clinical 

management and prevention strategies. Rev Med Virol. 2014;24(6):396–406.  

7.Rukunuzzaman M, Afroza A. Risk factors of hepatitis B virus infection in children. Mymensingh Med J MMJ. 

2011;20(4):700–8.  

8.Elgouhari HM, Abu-Rajab Tamimi TI, Carey WD. Hepatitis B virus infection: understanding its epidemiology, 

course, and diagnosis. Cleve Clin J Med. 2008;75(12):881–9.  

9.Vyas AK, Jindal A, Hissar S, Ramakrishna G, Trehanpati N. Immune balance in hepatitis B infection: present and 

future therapies. Scand J Immunol. 2017;86(1):4–14.  

10.Tillmann HL, Patel K. Therapy of acute and fulminant hepatitis B. Intervirology. 2014;57(3–4):181–8.  

11.Cozzani E, Herzum A, Burlando M, Parodi A. Cutaneous manifestations of HAV, HBV, HCV. Ital J dermatology 

Venereol. 2021 Feb;156(1):5–12.  

12.Paganelli M, Stephenne X, Sokal EM. Chronic hepatitis B in children and adolescents. J Hepatol. 

2012;57(4):885–96.  



Al-Shalachi A.I.A, Mohammed M.A and Farhaan S.H, JMSP, Vol.9, issue 3, 2023 

 

145 
 

13.Baig S, Alamgir M. The extrahepatic manifestations of hepatitis B virus. J Coll Physicians Surg Pak. 

2008;18(7):451–7.  

14.Indolfi G, Easterbrook P, Dusheiko G, Siberry G, Chang MH, Thorne C, et al. Hepatitis B virus infection in 

children and adolescents. Lancet Gastroenterol Hepatol. 2019;4(6):466–76.  

15.Allain JP, Opare-Sem O. Screening and diagnosis of HBV in low-income and middle-income countries. Nat Rev 

Gastroenterol Hepatol. 2016;13(11):643–53.  

16.McMahon BJ. Two key components to address chronic hepatitis B in children: detection and prevention. J 

Pediatr. 2015;167(6):1186–7.  

17.Pardee M. Diagnosis and Management of Hepatitis B and C. Nurs Clin. 2019;54(2):277–84.  

18.Jonas MM, Block JM, Haber BA, Karpen SJ, London WT, Murray KF, et al. Treatment of children with chronic 

hepatitis B virus infection in the United States: patient selection and therapeutic options. Wiley Online Library; 

2010.  

19.Hierro L, Fischler B. Treatment of pediatric chronic viral hepatitis B and C. Clin Res Hepatol Gastroenterol. 

2014;38(4):415–8.  

20.Stinco M, Rubino C, Trapani S, Indolfi G. Treatment of hepatitis B virus infection in children and adolescents. 

World J Gastroenterol. 2021 Sep;27(36):6053–63.  

21.Zampino R, Boemio A, Sagnelli C, Alessio L, Adinolfi LE, Sagnelli E, et al. Hepatitis B virus burden in developing 

countries. World J Gastroenterol. 2015 Nov;21(42):11941–53.  

22.Gasim GI. Hepatitis B virus in the Arab world: Where do we stand? Arab J Gastroenterol [Internet]. 

2013;14(2):35–43. Available from: https://www.sciencedirect.com/science/article/pii/S168719791300083X 

23.Zubair M, Anjum ZM, Zafar S, Shamaoon M, Balouch GR. Frequency of Hepatitis B virus infection among 

children with chronic liver disease. Ann Punjab Med Coll. 2010;4(1):49–52.  

24.Nwokediuko S. Risk Factors For Hepatitis B Virus Transmission In Nigerians: A Case-Control Study. Internet J 

Gastroenterol. 2012;10(1):1–5.  

25.Dikici B, Uzun H, Gözü A, Fidan M. Prevalence of hepatitis B infection among schoolchildren in southeast 

turkey. Turkish J Med Sci. 2009;39(2):289–93.  

26.El-Raziky MS, El-Hawary MA, Salama KM, El-Hennawy AM, Helmy HM, Fahmy ME, et al. Patterns of hepatitis 

B infection in Egyptian children in the era of obligatory  hepatitis B vaccination. Arab J Gastroenterol  Off Publ 

Pan-Arab  Assoc Gastroenterol. 2012 Mar;13(1):1–3.  

27.Lavanchy D. Hepatitis B virus epidemiology, disease burden, treatment, and current and  emerging prevention 

and control measures. J Viral Hepat. 2004 Mar;11(2):97–107.  

28.El-Sayed M, Said Z, Ebeid F, Mahmoud O, El-sharif A, Ashour M, et al. Humoral Immune Response to HBV 

Vaccination Post-Chemotherapy in Pediatric Oncology Patients. Clin Lymphoma, Myeloma Leuk. 

2019;19:S178.  

29.Tarky AM, Akram WA, Al-Naaimi AS, Omer AR. Epidemiology of viral hepatitis B and C in Iraq: a national 

survey 2005-2006. Zanco J Med Sci (Zanco J Med Sci). 2013;17(1):370_380-370_380.  



Al-Shalachi A.I.A, Mohammed M.A and Farhaan S.H, JMSP, Vol.9, issue 3, 2023 

 

146 
 

30.Harkisoen S, Arends JE, van Erpecum KJ, van den Hoek A, Hoepelman AIM. Hepatitis B viral load and risk of 

HBV-related liver disease: From East to West? Ann Hepatol. 2012;11(2):164–71.  

31.Cobelens FGJ, van Schothorst HJ, Wertheim-Van Dillen PME, Ligthelm RJ, Paul-Steenstra IS, van Thiel PPAM. 

Epidemiology of hepatitis B infection among expatriates in Nigeria. Clin Infect Dis an Off Publ Infect Dis  Soc 

Am. 2004 Feb;38(3):370–6.  

32.Rehman A, Mazhar A, Sheikh MA, Naeem MM, Bhatti IA. Hepatitis B surface antigen carrier rate in 

unvaccinated and vaccinated children  with thalassaemia major at Bahawal Victoria Hospital, Bahawalpur, 

Pakistan. East Mediterr Heal J = La Rev sante la Mediterr Orient = al-Majallah al-sihhiyah li-sharq al-

mutawassit. 2012 Apr;18(4):378–81.  

33.Chu CJ, Lee SD. Hepatitis B virus/hepatitis C virus coinfection: epidemiology, clinical features, viral 

interactions and treatment. J Gastroenterol Hepatol. 2008 Apr;23(4):512–20.  

34.Sokal EM, Conjeevaram HS, Roberts EA, Alvarez F, Bern EM, Goyens P, et al. Interferon alfa therapy for 

chronic hepatitis B in children: a multinational randomized controlled trial. Gastroenterology. 1998 

May;114(5):988–95.  

35.Torre D, Tambini R. Interferon-alpha therapy for chronic hepatitis B in children: a meta-analysis. Clin Infect 

Dis an Off Publ Infect Dis  Soc Am. 1996 Jul;23(1):131–7.  

36.Bonino F, Marcellin P, Lau GKK, Hadziyannis S, Jin R, Piratvisuth T, et al. Predicting response to peginterferon 

alpha-2a, lamivudine and the two combined for HBeAg-negative chronic hepatitis B. Gut. 2007 May;56(5):699–

705.  

37.Liu DL, Luo KX, Feng XR, Fu QX, Hou JL. Factors related to chronic hepatitis B relapse after interferon-alpha 

treatment: a follow-up study. Nan Fang Yi Ke Da Xue Xue Bao. 2007 Aug;27(8):1264-1266,1270.  

38.Liver EAFTSOT. EASL clinical practice guidelines: management of chronic hepatitis B virus infection. J 

Hepatol. 2012;57(1):167–85.  

39.Ertem D, Acar Y, Kotiloglu-Karaa E, Pehlivanoglu E. High-dose interferon results in high HBsAg seroclearance 

in children with chronic hepatitis B infection. Turk J Pediatr. 2003;45(2):123–8.  

40.Hagmann S, Chung M, Rochford G, Jani M, Trinh-Shevrin C, Sitnitskaya Y, et al. Response to lamivudine 

treatment in children with chronic hepatitis B virus infection. Clin Infect Dis. 2003;37(11):1434–40.  

41.Jonas MM, Kelley DA, Mizerski J, Badia IB, Areias JA, Schwarz KB, et al. Clinical trial of lamivudine in children 

with chronic hepatitis B. N Engl J Med. 2002;346(22):1706–13.  

42.Rudin D, Shah SM FAU - Kiss A, Kiss A FAU - Wetz R V, Wetz RV FAU - Sottile VM, VM S. Interferon and 

lamivudine vs. interferon for hepatitis B e antigen-positive  hepatitis B treatment: meta-analysis of randomized 

controlled trials. PG  - 1185-93.  

 

 


