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 EDITORIAL

Time for
Renewed
Commitment
to Viral
Hepatitis
Prevention 

Over the last 2 decades, suc-
cessful public health interven-
tions have altered the epidemi-
ology of viral hepatitis in the
United States. Vaccination of
children and adolescents has re-
duced the incidence of hepatitis
A virus (HAV) and hepatitis B
virus (HBV) infections to his-
toric lows. American Indians/
Alaskan Natives, a population
whose HBV rate was once 5
times that of other racial/ethnic
populations, now has the lowest
(0.5 cases per 100 000).1–3

Since the adoption in 1991 of a
strategy to eliminate HBV trans-
mission, HBV vaccination of in-
fants, children, and adolescents
has largely contributed to an
81% decline in new cases of
HBV, and infant HBV vaccina-
tion is now on par with that of
other vaccines in the childhood
schedule. (1,2,4,5) With more than
90% of pregnant women
screened for HBV infection and
postexposure prophylaxis 85%
to 95% effective in preventing
mother-to-child HBV transmis-
sion at delivery, substantial
progress has been made in the
prevention of perinatal HBV
infections.4

In the absence of a vaccine to
prevent HCV, the advent of labo-
ratory testing in 1992 to protect
the nation’s blood supply and
prevention efforts to reduce risk
behaviors among injection drug
users (IDUs) have led to a 78%
decline in new HCV infec-
tions.1,2,6 Health care–related
transmission of HBV and HCV is
now rare thanks to widespread
vaccination of health care work-
ers and the adoption of universal
infection control procedures.7

Although these prevention suc-
cesses are remarkable, challenges
remain. Despite the existence of
risk-based vaccination recom-
mendations, HAV and HBV in-
fections remain common.3,5 In
2006, an estimated 32000 per-
sons were infected with HAV,
with risks highest among interna-
tional travelers, individuals in
close contact with infected per-
sons, men who have sex with
men, and IDUs; food-borne out-
breaks also continue to be re-
ported.2 Of an estimated 46000
new HBV infections in 2006,
more than 80% were attributable
to injection drug use and high-
risk sexual activity.2,5

Children continue to be in-
fected at birth. Of approximately
24000 infants born to HBV-
infected women annually, only
about one quarter complete case
management and are tested for
infection or susceptibility (CDC,
unpublished data, 2007). In
2006, a total of 86 perinatal
HBV cases were reported to the
CDC, but testing and reporting
are incomplete; thus, the true
number of perinatal HBV cases
per year is likely 10 to 20 times
higher.

Approximately half of persons
with chronic HBV in the United
States are Asian Americans
(CDC, unpublished data, 2006).
HBV-related liver cancer is a
leading cause of cancer deaths in
this population.8 Although the in-
cidence of HBV infection in the
United States is declining, the
prevalence of chronic HBV is
sustained by immigration from
HBV-endemic countries in Asia,
Africa, and Eastern Europe; each
year, an estimated 40000

persons with chronic HBV immi-
grate to the United States from
these countries.5

In 2006, approximately 
20000 persons were infected
with HCV.2 Injection drug use
was responsible for most of these
new cases, and at least one third
of IDUs are HCV infected.9

Despite the decline in the
number of new infections, the
number of persons with chronic
viral hepatitis is over 4 million,
including 3.2 million chronic
HCV infections and 800000 to
1.4 million chronic HBV infec-
tions (CDC, unpublished data,
2006).10 Chronic viral hepatitis is
a major cause of morbidity re-
sponsible for approximately two
thirds of chronic liver disease
and conservatively 9000 deaths
per year. 11,12 Mortality from HCV
is expected to rise as the HCV-
infected population ages, extend-
ing their years of living with the
infection and increasing their risk
of liver cirrhosis and cancer.13

Cofactors such as HIV infection
and alcohol use accelerate the
progression of HCV; approxi-
mately 25% of the 1 million per-
sons infected with HIV are co-
infected with HCV.6 Finally,
cases of health care–associated
HBV and HCV transmission con-
tinue to occur.

The changing epidemiology of
viral hepatitis reveals both gaps
in the delivery of proven inter-
ventions and new opportunities
to reduce the health conse-
quences of chronic disease. The
Centers for Disease Control and
Prevention (CDC) has identified
new priorities to improve current
programs and develop new pre-
vention goals.
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VACCINATE VULNERABLE
POPULATIONS FOR
HEPATITIS A AND B

The great majority of cases of
HAV and new cases of HBV
occur among at-risk adults, re-
flecting poor vaccination cover-
age among this vulnerable popu-
lation. CDC assessments of
strategies for adult viral hepatitis
vaccinations have established the
feasibility of integrating HIV,
sexually transmitted diseases
(STDs), and viral hepatitis pre-
vention services.14 However,
federal funding comparable to
that provided for childhood vac-
cinations is lacking for adults,
and lack of resources is a major
barrier to adult vaccination. To
promote adult HBV vaccination,
the CDC recommends universal
HBV vaccination in settings in
which a high proportion of
clients are at risk for the virus;
HAV vaccination is also recom-
mended for at-risk adults.3,5 To
help public health programs im-
plement its recommendations,
the CDC recently directed $20.5
million to 51 state and local
grantees for the purchase of
HBV or combination hepatitis A
and B vaccines and to expand
delivery of vaccination in STD
clinics, correctional facilities, re-
productive health centers, and
other public health settings serv-
ing at-risk adults. Sustaining sup-
port for this initiative in future
years is not assured but is essen-
tial to hastening elimination of
HBV transmission among adults.

Once infected with HBV,
newborns and infants tend to re-
main infected and at risk for
liver disease in later life. To pro-
tect newborns and infants, the
CDC recommends a birth dose
for all newborns before hospital
discharge; however, only 50%
of newborns are currently

vaccinated.4 To improve perina-
tal prevention and ensure that
all infants born to HBV-infected
mothers receive prophylaxis,
state and local perinatal preven-
tion programs require the re-
sources to provide prophylaxis
for all exposed infants and to
rigorously investigate all cases of
perinatal HBV transmission to
identify gaps in care and im-
prove program performance;
HBV-infected mothers must also
be referred for care.

SCREEN FOR CHRONIC
VIRAL HEPATITIS B AND C

The CDC recommends risk-
based screening to identify those
with chronic HCV, as well as
prevention services to decrease
transmission risks and to ensure
infected persons receive needed
referrals for evaluation and
care.6 HBV and HCV screening
is also recommended for persons
with HIV.

Despite these recommenda-
tions and the potential benefits of
prevention and care, many of the
3.2 million persons with chronic
HCV are unaware of their infec-
tion.15 Barriers to screening in-
clude the long asymptomatic pe-
riod (i.e., the silent epidemic), the
lack of recognition of risks by pa-
tients and providers, and the lim-
ited resources available for clini-
cal and public health settings to
provide comprehensive risk-
reduction counseling, screening,
and referral. 

Previous recommendations for
HBV testing focused on its role
in tissue and organ donation,
maternal screening, and avoiding
vaccination of previously ex-
posed persons.5 To improve the
identification and public health
management of persons with
chronic HBV infection, the CDC
is drafting new recommendations

for chronic HBV screening that
will define target populations for
screening and the prevention
and care services needed by
persons found to be infected
with HBV.

Full implementation of recom-
mendations for HBV and HCV
screening will require a commit-
ment of resources. The CDC cur-
rently supports coordinators for
state and local viral hepatitis pre-
vention activities in 49 states
and 6 local areas. State and local
prevention coordinators need re-
sources to grow HBV screening
and chronic HCV programs with
a special emphasis on integrating
viral hepatitis prevention in care
settings serving at-risk popula-
tions, and on building relation-
ships with communities to reduce
health disparities. Enhancements
of chronic HBV and HCV
screening will increase the de-
mand for vaccination and care
services, thus, increasing the
need to prepare additional public
health and medical systems to
manage and care for persons
with viral hepatitis.

BUILD SURVEILLANCE
CAPACITY TO GUIDE
PREVENTION SERVICES

Public health surveillance
data are needed at the national,
state, and local level to direct
and evaluate prevention ser-
vices. Current viral hepatitis sur-
veillance systems are inadequate
in their capacity to monitor
chronic infections and to mea-
sure the burden of viral hepatitis
morbidity and mortality. State
and local health departments
are challenged by the limited
data provided by electronic lab-
oratory reports of serologic test
results, often with incomplete
demographic information and
little or no epidemiological data

essential for making prevention
decisions. 

The sheer volume of laboratory-
based reports has strained the
limited resources of local health
departments, adversely affecting
the completeness and quality of
chronic viral hepatitis data. Al-
though chronic HBV and HCV
are nationally notifiable condi-
tions, only 39 and 36 states, re-
spectively, report cases to the
CDC. National surveys exclude
certain institutionalized at-risk
populations such as the incarcer-
ated and might underrepresent
certain racial/ethnic minorities,
particularly Asian Americans. All
states need representative and
robust surveillance systems with
the capacity to accurately track
acute and chronic infections,
monitor key prevention objec-
tives, detect new threats (e.g., an-
tiviral resistance), and link with
other disease surveillance (e.g.,
HIV and cancer) and vital record
systems. Surveillance data can
also be used by public health
agencies to build disease reg-
istries as a means of helping per-
sons receive prevention and care
services.

The epidemiology of viral hep-
atitis is changing and presents
new prevention challenges. A
successful public health response
will require partnerships among
governmental, academic, and
community-based organizations.
Joined in their renewed commit-
ment to viral hepatitis preven-
tion, the twin goals of preventing
infection and disease can be
achieved.
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