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CDC recommends a triple-panel 

screening (HBsAg, anti-HBc, and anti-HBs) 

for all high-risk individuals . 

Recent systematic review suggested that 

higher anti-HBs titers (>100 IU/L) may be 

protective against HBV reactivation, while 

low or negative titers may be associated 

with reverse seroconversion  
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Checkpoint Inhibitors, 
Tyrosine Kinase 

Inhibitors, and mTOR 
Inhibitors  

 anti-HBV prophylaxis may be recommended 

in patients with positive HBsAg, though it is 

unlikely to be necessary in patients with 

negative HBsAg and positive anti-HBc. 



solid-organ 
transplant 
recipients 

 Current AASLD guidelines recommend solid-organ 

transplant recipients with positive HBsAg receive 

lifelong anti-HBV therapy starting at the time of 

transplant surgery; though the evidence is less clear in 

patients with negative HBsAg and positive anti-HBc; a 

limited period of anti-HBV therapy is reasonable 



Liver Transplant 
Recipients 

 In liver transplantations involving recipients and/or donors 

who test positive for anti-HBc, providing lifelong HBV 

prophylaxis to recipients in conjunction with their 

immunosuppression is recommended. 

 TAF and ETV stand as the preferred HBV prophylactic agents, 

and their administration is recommended for patients at the 

time of transplantation 



Anti-TNF Agents 
(Infliximab, 

Adalimumab, 
Certolizumab, 

and Etanercept) 

 There is also a different risk of reactivation associated 

with higher-potency agents in patients with positive 

HBsAg (e.g., infliximab, 12–39%) compared to lower 

potency agents (e.g., etanercept, 1–5%)  

  Overall, most experts agree that prophylaxis is 

warranted in patients with positive HBsAg, whereas 

those with negative HBsAg and positive anti-HBc may 

be evaluated on a case-by-case basis. 



Antiviral 
Prophylaxis: 

Choice of Agent 
and Duration of 

Therapy 

 Current guidelines recommend the use of prophylactic first-

line nucleot(s)ide analogues (NAs), such as entecavir, tenofovir 

disoproxil fumarate (TDF), or tenofovir alafenamide (TAF), due 

to their high resistance barrier and potency  

 Pegylated interferon is not recommended. 

  In patients with chronic hepatitis B (HBsAg positive), most 

studies recommend the initiation of NAs 7 days before the 

initiation of immunosuppressive therapy and continuation for at 

least 6–12 months after the discontinuation of therapy .  

 A longer duration of therapy may be warranted in patients 

receiving anti-CD20 therapy, these patients often require a 

prolonged course of prophylaxis, though there is no consensus 

on the exact duration—the European Association for Study of 

the Liver (EASL) recommends 18 months of prophylaxis . 

whereas the American Society of Clinical Oncology (ASCO) 

and the American Gastroenterological Association (AGA) 

suggest a shorter course of 6–12 months. 



Prophylaxis 
and Suggested 

Monitoring 

 EASL also suggests monitoring HBsAg due to the high 

risks of acute hepatitis in patients who undergo HBsAg 

reverse seroconversion  

 Therefore, for patients in whom NA prophylaxis is not 

started (low or intermediate risk), HBV DNA, HBsAg, 

and ALT levels should be obtained every 1–3 months.  

 In the event of HBsAg reverse seroconversion, NA 

therapy should be started 



Thank you for your 

attention! 


