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A survey on hepatitis B vaccination policies in
genitourinary medicine in UK and Ireland
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Abstract

Objective—To determine the policies
applied in genitourinary medicine
(GUM) departments in the United
Kingdom (UK) and Ireland with regard to
hepatitis B vaccination.

Design—All genitourinary medicine con-
sultants were sent a questionnaire
requesting information concerning their
selection criteria and the management of
patients offered Hepatitis B vaccine. If no
response was obtained a second question-
naire was sent. The survey was carried
out in 1993.

Setting—All genitourinary medicine
departments in UK and Ireland.
Participants—234 consultants were sent
the questionnaire. 153 consultants res-
ponded.

Results—Overall, there was a 654%
response rate to the questionnaire.
Almost all genitourinary physicians
would offer the vaccine to male homosex-
uals and up to 74% offer it to all male
homosexuals, intravenous drug users
(IVDU) and prostitutes. Of the genitouri-
nary physicians, 96% agreed that hepatitis
B virus (HBV) serological markers should
be checked prior to or simultaneously
with vaccination, yet there was no agree-
ment as to which marker should be per-
formed. Up to 79% of consultants recalled
the patients to check their response to
vaccination but only 61% offered long
term follow up after vaccination.
Conclusion—HBV vaccine is offered to
all male homosexuals, IVDU and prosti-
tutes in GUM departments. Currently,
the vaccine is not generally offered to
patients who present with sexually trans-
mitted diseases. Almost all genitourinary
physicians (96%) agree that HBV serolog-
ical markers should be checked prior to
or simultaneously with the start of the
vaccination course and 80% would
request hepatitis B surface antibody
levels after vaccination to identify inade-
quate responders and non-responders.
From this survey, there appears to be a
need for uniform post-vaccination HBV
screening and timing and frequency of
booster doses.

(Genitourin Med 1995;71:251-253)
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Introduction

Hepatitis B infection is usually a self-limited
disease, yet chronic carriage of hepatitis B
virus (HBV) follows acute infection in a vari-
able proportion of cases. In adults, the risk of
chronicity following acute infection is less
than 5% and the infection is acquired through
sexual or parenteral exposure.! Prevention
and control of HBV infection is now attain-
able through the use of hepatitis B vaccine. In
the UK, this is directed towards high risk
groups. This survey was designed to assess the
policies amongst genitourinary physicians in
UK and Ireland with regard to offering HBV
vaccination in GUM departments.

Methods

A questionnaire was sent to all consultants in
GUM in the UK and Ireland. If no response
was obtained, a second questionnaire was
sent. Information regarding the risk groups of
patients who were offered the HBV vaccine,
hepatitis B serological tests carried out rou-
tinely and follow-up after vaccination was
gathered. Also, procedures when patients
failed to complete or suboptimally responded
to the vaccine were collected. Finally, whether
or not GUM Departments had a written policy
on HBYV screening and vaccination.

Results

Overall, there was a 654% (153/234)
response rate to the questionnaire. Six ques-
tionnaires were excluded from the analysis.
Three did not offer the vaccine and three were
duplicate questionnaires. Of the genitourinary
physicians the 54% (75/147) who responded
had a formal policy for HBV screening and
vaccination within their unit.

Of genitourinary physicians who responded
99-3% (146/147) offered the vaccine to all
male homosexuals, 96% (141/147) offered it
to intravenous drug users (IVDU) whilst 75%
(110/147) would offer it to prostitutes. The
vaccine was offered to all three risk groups by
74% (109/147) of the responders. Only 6%
(9/147) of genitourinary physicians offered
the vaccine to heterosexual patients attending
with sexually transmitted diseases (STDs).
This questionnaire did not address other risk
factors in heterosexual patients such as multi-
ple sexual partners or ethnic origin.

Most genitourinary physicians (86%)
would offer the vaccine after HBV serological
screening, while 10% would start the vacci-
nation course at the same visit when HBV
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Table 1 Frequency of use
of hepatitis B markers (%)

Table 2 Combination of HBV markers requested by
consultants

HBS Ag 89 131
Ant-HBc 52 77
Anti-HBs 54 79

Anti HBc Anti HBs HBs Ag
45 45 45
— 23 23
27 — 27
— — 36
3 — i
2 2 —
— 9 —

Two consultants did not answer the question regarding HBV
markers.

serology is performed. Only 6/147 (4%)
would vaccinate patients without prior HBV
screening. Routine HBV serological markers
included one or a combination of hepatitis B
surface antigen (HBsAg), hepatitis B core
antibody (anti-HBc) and hepatitis B surface
antibody (anti-HBs). HBsAg was the com-
monest marker requested followed by anti-
HBs then anti-HBc (tables 1, 2).

Following vaccination, 79% of consultants
recalled their patients within one to three
months to check their response to vaccina-
tion. 80% of consultants considered an anti-
HBs titre of more than 100 miuw/ml to be an
optimal response to vaccination. Long term
follow up after optimal response to vaccina-
tion was offered by 61% but only 54% specifi-
cally recommended to their patients that
surface antibody titres should be repeated
after three to five years. Patients with subopti-
mal response to vaccination were offered a
single booster dose and subsequent measure-
ment of their anti-HBs titre by 62% of consul-
tants whilst 29% of consultants would offer
up to three booster doses of the vaccine and a
repeat anti-HBs when necessary. If patients
failed to complete the vaccination course 80%
of consultants would make efforts to contact
them.

Discussion
Who should be offered the vaccine?
The Department of Health (DOH) recom-
mended that immunisation be offered to indi-
viduals who are at increased risk of hepatitis B
because of their lifestyle.? Homosexual males,
IVDU and prostitutes are amongst those
groups. There is also no specific recommen-
dation to immunise patients presenting with
sexually  transmitted  disease (STD).
Seroprevalence studies in heterosexual
patients attending two genitourinary clinics in
the West Midlands showed that the preva-
lence of HBV markers is low (1:9%),? thus
not justifying extending the vaccination policy
in those clinics to cover all heterosexual
patients who frequently change partners or
those who present with STD. This is in con-
trast with parts of Europe and the United
States where such patients are offered the
HBYV vaccine. However, the reported preva-
lence of HBV markers in similar populations
in Europe and the United States ranged from
8-30%.+°

According to the DOH, prostitutes should
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be vaccinated. Knowing that this group of
patients are reluctant to approach health care
workers openly, it should be a policy to make
HBYV vaccine readily available to prostitutes in
the clinics and outreach posts.

Which HBYV serological marker and when?
Prevaccination hepatitis B screening should
be routinely carried out for male homosexu-
als, IVDU and prostitutes as the prevalence of
HBYV infection is high in those groups.” a.
Hepanitis B surface anngen (HBsAg) is
regarded as a primary marker of hepatitis B
infection. It is tested for when clinical or sub-
clinical hepatitis B infection is suspected or
when screening populations for carrier status.?
It is also worth noting that in acute delta
hepatitis infection, HBsAg may become sup-
pressed or even undetectable.’ b. Hepatitis B
core antibody (Anti-HBc) is the best marker for
epidemiological monitoring of at risk popula-
tions and of past infection, it appears in the
blood shortly after HBsAg, following natural
infection and remains detectable for many
years and often for life.® c. Hepatitis B surface
antibody (Anti-HBs) is the antibody of immu-
nity produced in response to vaccination.
However, following natural infection with
hepatitis B, anti-HBs is frequently transient.?
It may be missed if the patient is tested too
early or too late.

There is lack of agreement as to which
HBYV marker should be included in a prevac-
cination screen. This should include anti-HBc
which should pick up, ideally, patients who
have not been exposed to HBV and should be
vaccinated. Those who are anti-HBc positive
should be further tested for HBsAg to identify
HBV carriers and offer them appropriate
medical attention.

Posrvaccination HBV screen and booster doses

WHO stated® that quantitative evaluation of
the immune response after vaccination is
desirable in order to identify inadequate
responders and non-responders. Anti-HBs
should ideally be measured one to three
months after completion of the basic course of
immunisations. 80% of the genitourinary
physicians followed these recommendations
and considered anti-HBs titre > 100 miu/ml
to be an optimal response to vaccination. An
individual with a peak of anti-HBs below 10
miwml after the basic course of vaccination
probably lacks protection against HBV infec-
tion.® Approximately 5% of healthy individu-
als under the age of 40 years and up to 50% of
individuals with chronic renal failure,!° alco-
holic liver disease,!' HIV positive patients!'?
and the elderly'? will fail to mount a sufficient
anti-body response. Individuals with peak
anti-HBs levels of 10-100 miu/ml (subopti-
mal response) generally lack detectable anti-
HBs within one year. Suboptimal responders
(anti-HBs 10-100 miu/ml) and non-respon-
ders (anti-HBs < 10 miw/ml) should be con-
sidered for a booster dose or, possibly, for a
repeat course of vaccine. After a good
response (> 100 miw/ml) to a vaccination
course, the length of protection remains
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unknown. Partial immunity apparently per-
sists also after anti-HBs has declined to unde-
tectable levels.!* HBV infections have been
reported in several adults who have responded
to HBV-vaccine, generally after antibody lev-
els had become very low or undetectable,'
but seldom lead to clinical disease or a
chronic carrier state. Strategies for booster
doses need to be formulated. Options include:
(1) no booster and reliance or immunological
memory, (2) give booster doses to all vacci-
nated individuals at three to five year intervals
or (3) test anti-HBs levels and give booster
doses when antibody levels fall below 10 (IU).
At present, only options (2) and (3) are justifi-
able and the third option may be the ideal but
is also the most expensive.

Conclusion

HBYV vaccine is offered to male homosexuals,
IVDU and prostitutes in GUM departments.
Currently, the vaccine is not generally offered
to heterosexual patients who present with sex-
ually transmitted diseases. This questionnaire
did not enquire about subgroups of heterosex-
uals who may be at risk, for example ethnic
groupings, multiple partners. Almost all geni-
tourinary physicians (96%) agree that HBV
serological markers should be checked prior
to or simultaneously with the start of the vac-
cination course and 80% would request anti-
HBs to identify inadequate responders and
non-responders. From this survey there
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appears to be a need for uniform guidelines to
cover areas as pre-vaccination serological test-
ing, post vaccination HBV screening and tim-
ing and frequency of booster doses.
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