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ABSTRACT
Hepatitis B virus infects an estimated 254 million people worldwide and caused 1.1 million 
deaths in 2022. In the WHO African Region, about 65 million people live with chronic HBV 
(HBsAg prevalence 5.8%). In Cameroon, pooled HBsAg prevalence was 11.2% among pre- 
2005 cohorts, born before infant HBV vaccination, versus 0.7% in a hospital-based cohort of 
children recruited in 2009–2010 among post-2005 births (not nationally representative). 
Nonetheless, HepB birth-dose coverage was 0% in 2024; infection at birth leads to chronic 
HBV in 80–90% of cases, with roughly one in four dying prematurely. Completion of the 
infant series is 68%, with subnational gaps leaving many children unprotected. Cameroon’s 
selective policy restricts the timely birth-dose to infants of known HBsAg-positive mothers, 
further perpetuating inequities. In hard-to-reach areas, antenatal screening is limited and 
home deliveries are common; the same children who miss the infant series also miss the 
birth-dose. Leveraging high-coverage BCG platforms could help close this gap and protect 
newborns within 24 hours of birth. This commentary reviews global evidence for the birth- 
dose, analyzes Cameroon’s policy gaps, and proposes equity-focused actions for universal 
birth-dose adoption, strengthened delivery systems and supply chains, and data-driven 
governance to reach WHO’s 2030 elimination targets in Cameroon.
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Introduction

Hepatitis B virus (HBV) is a leading cause of chronic liver disease worldwide. The World Health 
Organization Global Hepatitis Report 2024 estimates that, in 2022, 254 million people were living with 
chronic HBV infection, about 1.2 million individuals became newly infected, and roughly 1.1 million died 
from HBV-related cirrhosis or hepatocellular carcinoma.1 The burden is far from evenly distributed. The 
WHO African Region carried about 64.7 million chronic infections in 2022 and accounted for 63% of all 
new HBV infections that year, approximately 771,000 cases. A further 22% of new infections, around 
266,000 cases, occurred in the South-East Asia Region.1 Although the Western Pacific Region has made 
substantial progress with childhood immunization, it still records the largest absolute number of HBV- 
related deaths. In Africa, the age-standardized prevalence of hepatitis B surface antigen (HBsAg) is 
roughly 5.8%.1

Cameroon reflects a high-burden profile. In a national meta-analysis, pooled HBsAg prevalence across 
studies was 11.2% (95% CI 9.7–12.8%), based largely on participants born before the 2005 introduction of 
infant HBV vaccination.2 In contrast, a hospital-based cohort of children recruited in 2009–2010, born after 
the introduction of the infant three-dose series (given at 6, 10 and 14 weeks), reported HBsAg prevalence of 
about 0.7% (95% CI 0.3–1.5).2 These child-cohort data are from a single study conducted at two pediatric 
hospitals in Yaounde, are not nationally representative, and should be interpreted with caution. A national 
seroprevalence survey also found HBsAg prevalence of 8.7% among health-care workers, with only 11.4% 
fully vaccinated,3 underscoring infection-prevention gaps in delivery settings and reinforcing the rationale 
for a universal birth-dose that protects every newborn regardless of maternal testing or place of delivery. 
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Although perinatal transmission from infected mothers is the primary pathway, early horizontal transmis
sion can occur in the first months of life through household or health-care exposures; a universal birth-dose 
provides protection against both, independent of maternal testing status.4 Nonetheless, three critical 
programmatic gaps threaten progress. First, timely Hepatitis B (HepB) birth-dose coverage remained 0% 
in 2024.5 Second, completion of the infant three-dose series (HepB3) is 68%, below the global average of 
83%5 and the WHO 2030 target of 90%.6 Third, persistent inequities remain: subnational coverage of the 
infant three-dose series lags behind the national average in hard-to-reach areas, leaving pockets of 
susceptible children.7,8 The current selective birth-dose approach, which limits eligibility to infants of 
known HBsAg-positive mothers, deepens these inequities because many pregnant women are not screened 
and out-of-facility births are common.7 As a result, the very children excluded from the infant series are also 
missed at birth. Closing these gaps is essential if Cameroon is to meet Immunization Agenda 2030 targets 
and contribute to the global goal of eliminating viral hepatitis as a public-health threat by 2030. Against this 
backdrop, Figure 1 provides an overview of Cameroon’s hepatitis B vaccine introduction and subsequent 
scale-up.

Evidence for the hepatitis B birth-dose

Infants infected at birth face an 80–90% risk of chronic HBV infection, compared with less than 5% in adults, 
and perinatal infection carries up to 25% lifetime mortality.9 A timely hepatitis B vaccine birth-dose, given 
within 24 hours of delivery, prevents about 95% of mother-to-child transmissions.4 Population data confirm 
the benefit. In Taiwan, childhood HBsAg prevalence fell from about 10% before the program to below 1% after 
universal introduction of the birth-dose.10 In The Gambia, chronic infection in children was roughly 10% 
without the birth-dose but dropped to under 1% when the dose was administered.11 The protection extends to 
liver cancer: after Taiwan began the birth-dose schedule, hepatocellular carcinoma incidence in children aged 
6–9 years fell by 75%.12 Long-term follow-up shows that this protection persists through adolescence and early 
adulthood.13 These findings provide strong evidence that prompt birth-dose vaccination is essential for 
reducing chronic infection, blocking vertical transmission, and preventing HBV-related childhood liver cancer.

Figure 1. Hepatitis B vaccine introduction and expansion in Cameroon.
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Policy implications in Cameroon

A timely hepatitis B birth-dose is both high-impact and cost-effective. Modeling indicates that reaching at least 
90% global coverage could avert about 84% of future hepatitis B-related deaths and save roughly 1.4 million 
lives between 2015 and 2030.14 The World Health Organization has recommended universal birth-dose 
vaccination since 2009.15 By contrast, Cameroon has only recently adopted a selective policy limited to infants 
of mothers known to be HBsAg-positive.16 This divergence matters because a selective approach restricts 
eligibility and risks perpetuating coverage gaps in populations already underserved. Yet in Cameroon the 
prevalence of HBsAg among pregnant women is high and varies by region: an estimated 11% at Yaounde 
University Teaching Hospital,17 and 5.7% and 7.5% in Limbe and Muyuka Health Districts of the South West 
region, respectively.18 Despite this substantial burden, national birth-dose coverage stood at 0% in 2024.5 

Although the vaccine was added to the routine schedule in February 2025, rapid nationwide implementation is 
now essential to block perinatal transmission, reduce chronic carriage, and prevent liver cancer.19

The risk-based directive issued on 20 February 202516 limits vaccination to newborns of mothers known to 
be hepatitis B positive, but several gaps undermine this approach. Most rural and conflict-affected facilities do 
not screen pregnant women, peripheral clinics lack rapid tests, cold-chain capacity, and trained staff, and 
about one-third of deliveries occur at home.7 The direct cost of antenatal testing, about USD 5–20, excludes 
many low‑income families even though the test is nominally part of a universal‑health‑coverage package that 
is not yet widely implemented and remains largely confined to certain urban centers. Engagement of mission 
and private facilities is inconsistent, and sustainable incentives for their participation remain undefined.

WHO therefore recommends a universal birth-dose for every newborn, regardless of maternal hepatitis 
B status.4 This blanket policy eliminates dependence on antenatal testing and ensures that every infant 
receives protection within 24 hours of delivery. Financially, global guidance and modeling support the 
birth-dose as a cost-effective intervention in high-burden settings like Cameroon.4,14 Regional expert 
recommendations also emphasize these strategies.20

Recommendations for hepatitis B birth-dose in Cameroon

(1) Adopt a universal birth-dose policy: Cameroon should align fully with WHO guidance by introducing 
the hepatitis B birth-dose for all newborns, not only those of known HBsAg-positive mothers. Local 
data indicate substantial declines in HBsAg prevalence among post-2005 birth cohorts that received the 
infant three-dose series, down to about 0.7% in a single hospital-based cohort study (not nationally 
representative), compared with 11.2% pooled prevalence in pre-2005 cohorts.2 Meanwhile, completion 
of the infant three-dose series remains 68%, below both the global average and the WHO 2030 target, 
with subnational gaps in hard-to-reach areas.5–8 A selective, risk-based birth-dose policy deepens these 
inequities by missing infants born outside facilities, those in rural hard-to-reach areas, and infants of 
unscreened mothers; these are the very children least likely to complete the series.

(2) Leverage the BCG platform: BCG coverage in Cameroon remains relatively high compared with 
DTP3. Integrating the hepatitis B birth-dose with BCG and OPV0 as a standard birth-immunization 
package would help reach the children most likely to miss pentavalent doses, including those in rural, 
poor, or conflict-affected settings, and provide protection at birth before exposure occurs.21 A timely 
birth-dose can prevent up to 95% of perinatal infections.4

(3) Strengthen delivery systems for timely administration: Pre-position single-dose HepB vials in all 
delivery units, authorize trained traditional birth attendants and community health workers to 
administer the dose at home deliveries, and equip them with cold chain carriers and simple reporting 
tools linked to nearby health facilities.22

(4) Integrate hepatitis B screening into maternal and newborn health services: Make rapid diagnostic 
testing freely available at point of care in antenatal clinics, supported by reliable supply chains and staff 
training. This will help identify positive mothers and allow proper management, including antiviral 
prophylaxis where indicated, while still ensuring that every infant receives the universal birth-dose.19,23

(5) Build supply chain and monitoring resilience: Deploy electronic logistics management information 
systems (eLMIS) for real-time monitoring of vaccine stocks and cold chain, secure buffer stocks with 
Gavi and UNICEF support, and establish district dashboards for tracking timely coverage.24,25
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(6) Launch a national awareness campaign: Use mass media, SMS messaging through MTN and Orange, 
and community health workers to promote the message “24 Hours Protects from Hepatitis B,” 
highlighting that the birth-dose given within 24 hours can prevent up to 95% of perinatal infections.

Key messages

A complete hepatitis B immunization schedule – timely birth-dose followed by the three-dose infant series – 
reduces an individual child’s risk of chronic HBV infection by about 95% and, at high population coverage, 
lowers chronic carriage and childhood liver-cancer incidence by more than 70%. Birth-dose coverage in 
Cameroon was still 0% in 2024. The 20 February 2025 communiqué confines vaccination to infants of 
known HBsAg-positive mothers and offers no guarantee of free screening or coverage of home deliveries, 
thereby perpetuating inequities in populations that are already missed by the DTP3 schedule. Most new
borns therefore remain unprotected. Achieving the WHO 2030 elimination targets will require four 
complementary actions: (i) universal administration of the birth-dose within 24 hours of birth; (ii) full 
completion of the infant three-dose schedule; (iii) strengthened systems to ensure equity in hard-to-reach 
settings; and (iv) real-time data systems that monitor coverage and impact nationwide.
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