2022 Table 360-8 Pre-exposure Hepatitis B Vaccination Schedules
Target Group

No. of
Doses

RECOMBIVAX-HB (Merck)
Infants, children
3
(<1–10 years)
3 or 4
Adolescents
(11–19 years)
Or
2

Dose

Schedule, months

5 μg (0.5 mL)

0, 1–2, 4–6

5 μg (0.5 mL)

0–2, 1–4, 4–6 or 0,
12, 24 or 0, 1, 2, 12

10 μg (1 mL)
10 μg (1 mL)

0, 4–6 (age 11–15)
0–2, 1–4, 4–6

5 μg (0.5 mL)
40 μg (4 mL)

0, 1, 6
0, 1, 6

10 μg (0.5 mL)

0, 1–2, 4–6 or 0,
1, 2, 12

10 μg (0.5 mL)

0, 1–2, 4–6 or 0,
12, 24 or 0, 1, 2, 12
0–2, 1–4, 4–6 or 0,
1, 2, 12

a
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3
Adults (≥20 years)
Hemodialysis
patientsb
<20 years
3
3
≥20 years
ENGERIX-B (GlaxoSmithKline)c
Infants, children
3 or 4
(<1–10 years)
Adolescents (10–19 3 or 4
years)
Adults (≥20 years)
3 or 4
Hemodialysis
patientsb
4
<20 years

Disorders of the Gastrointestinal System

≥20 years

4

20 μg (1 mL)

10 μg (0.5 mL)

0, 1, 2, 6

40 μg (2 mL)

0, 1, 2, 6

This manufacturer produces a licensed combination of hepatitis B vaccine and vaccines
against Haemophilus influenzae type b and Neisseria meningitides, Comvax, for use in
infants and young children. Please consult product insert for dose and schedule. bThis
group also includes other immunocompromised persons. cThis manufacturer produces
two licensed combination hepatitis B vaccines: (1) Twinrix, recombinant hepatitis B vaccine plus inactivated hepatitis A vaccine, is licensed for simultaneous protection against
both of these viruses among adults (age ≥18 years). Each 1-mL dose contains 720 ELU of
hepatitis A vaccine and 20 μg of hepatitis B vaccine. These doses are recommended at
months 0, 1, and 6. (2) Pediatrix, recombinant hepatitis B vaccine plus diphtheria and tetanus toxoid, pertussis, and inactivated poliovirus, is licensed for use in infants and young
children. Please consult product insert for doses and schedules.
a

achievement of high-titer circulating anti-HBs) and hepatitis B vaccine (for achievement of long-lasting immunity as well as its apparent
efficacy in attenuating clinical illness after exposure) is recommended.
For perinatal exposure of infants born to HBsAg-positive mothers, a
single dose of HBIG, 0.5 mL, should be administered IM in the thigh
immediately after birth, followed by a complete course of three injections of recombinant hepatitis B vaccine (see doses above) to be started
within the first 12 h of life. For those experiencing a direct percutaneous inoculation or transmucosal exposure to HBsAg-positive blood or
body fluids (e.g., accidental needle stick, other mucosal penetration,
or ingestion), a single IM dose of HBIG, 0.06 mL/kg, administered as
soon after exposure as possible, is followed by a complete course of
hepatitis B vaccine to begin within the first week. For those exposed
by sexual contact to a patient with acute hepatitis B, a single IM dose
of HBIG, 0.06 mL/kg, should be given within 14 days of exposure, to
be followed by a complete course of hepatitis B vaccine. When both
HBIG and hepatitis B vaccine are recommended, they may be given
at the same time but at separate sites. Testing adults for anti-HBs
after a course of vaccine is advisable to document the acquisition of
immunity, but, because hepatitis B vaccine immunogenicity is nearly
universal in infants, postvaccination anti-HBs testing of children is not
recommended.
The precise duration of protection afforded by hepatitis B vaccine
is unknown; however, ~80–90% of immunocompetent adult vaccinees
retain protective levels of anti-HBs for at least 5 years, and 60–80%
for 10 years, and protective antibody has been documented to last
for at least two decades after vaccination in infancy. Thereafter and
even after anti-HBs becomes undetectable, protection persists against
clinical hepatitis B, hepatitis B surface antigenemia, and chronic
HBV infection. Currently, booster immunizations are not recommended routinely, except in immunosuppressed persons who have lost
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detectable anti-HBs or immunocompetent persons who sustain percutaneous HBsAg-positive inoculations after losing detectable antibody.
Specifically, for hemodialysis patients, annual anti-HBs testing is recommended after vaccination; booster doses are recommended when
anti-HBs levels fall to <10 mIU/mL. As noted above, for persons at risk
of both hepatitis A and B, a combined vaccine is available containing
720 enzyme-linked immunoassay units (ELUs) of inactivated HAV
and 20 μg of recombinant HBsAg (at 0, 1, and 6 months).
Hepatitis D Infection with hepatitis D can be prevented by vaccinating
susceptible persons with hepatitis B vaccine. No product is available for
immunoprophylaxis to prevent HDV superinfection in HBsAg carriers;
for them, avoidance of percutaneous exposures and limitation of intimate contact with persons who have HDV infection are recommended.
Hepatitis C IG is ineffective in preventing hepatitis C and is no longer
recommended for postexposure prophylaxis in cases of perinatal, needle stick, or sexual exposure. Although prototype vaccines that induce
antibodies to HCV envelope proteins have been developed, currently,
hepatitis C vaccination is not feasible practically. Genotype and quasispecies viral heterogeneity as well as rapid evasion of neutralizing
antibodies by this rapidly mutating virus, conspire to render HCV a
difficult target for immunoprophylaxis with a vaccine. Prevention of
transfusion-associated hepatitis C has been accomplished by the following successively introduced measures: exclusion of commercial
blood donors and reliance on a volunteer blood supply; screening
donor blood with surrogate markers such as ALT (no longer recommended) and anti-HBc, markers that identify segments of the blood
donor population with an increased risk of bloodborne infections;
exclusion of blood donors in high-risk groups for AIDS and the
introduction of anti-HIV screening tests; and progressively sensitive
serologic and virologic screening tests for HCV infection.
In the absence of active or passive immunization, prevention of
hepatitis C includes behavior changes and precautions to limit exposures to infected persons. Recommendations designed to identify
patients with clinically inapparent hepatitis as candidates for medical
management have as a secondary benefit the identification of persons
whose contacts could be at risk of becoming infected. A so-called
look-back program has been recommended to identify persons who
were transfused before 1992 with blood from a donor found subsequently to have hepatitis C. In addition, anti-HCV testing is
recommended for persons born between 1945 and 1965, anyone
who received a blood transfusion or a transplanted organ before the
introduction of second-generation screening tests in 1992, those who
ever used injection drugs (or took other illicit drugs by noninjection
routes), chronically hemodialyzed patients, persons with clotting disorders who received clotting factors made before 1987 from pooled
blood products, persons with elevated aminotransferase levels, health
workers exposed to HCV-positive blood or contaminated needles,
recipients of blood or organs from a donor found to be positive for
hepatitis C, persons with HIV infection, health care and public safety
personnel following a needle stick or other nonpercutaneous exposure
to HCV-infected material, sexual partners of persons with hepatitis C,
and children born to HCV-positive mothers (Table 360-4).
For stable, monogamous sexual partners, sexual transmission of
hepatitis C is unlikely, and sexual barrier precautions are not recommended. For persons with multiple sexual partners or with sexually
transmitted diseases, the risk of sexual transmission of hepatitis C
is increased, and barrier precautions (latex condoms) are recommended. A person with hepatitis C should avoid sharing such items
as razors, toothbrushes, and nail clippers with sexual partners and
family members. No special precautions are recommended for babies
born to mothers with hepatitis C, and breast-feeding does not have to
be restricted.
Hepatitis E Whether IG prevents hepatitis E remains undetermined.
Safe and effective recombinant genotype 1 vaccines, which protect
against other genotypes as well, have been developed and are available
in endemic areas but not in the United States.
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