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Abstract 

Background: 

Hepatitis B is a viral infection that affects the liver and causes both acute and chronic diseases. It spreads 

through contact with the blood or other body fluids of an infected person. The best way to prevent hepatitis 

B is to get vaccinated. Treatment options for chronic hepatitis B include antiviral medications and liver 

transplantation. Hepatitis B virus can easily pass from a pregnant woman with hepatitis B to her baby at 

birth. In the Forcibly Displaced Myanmar National’s camp, Hepatitis B is affecting more and more 

mothers and children day by day at an alarming rate. 
 

Objective: 

This study aimed to find out the prevalence of Hepatitis B among the pregnant women of Forcibly 

Displaced Myanmar National people. 
 

Methodology: 

This was a cross-sectional study conducted on pregnant women who have visited OPD of Maternal and 

Child Health Care Centre by Human Aid Bangladesh in Balukhali camp 9, Ukhiya, Cox’s Bazar. A total 

of 465 subjects were included in the study. The respondents were interviewed and information was 

recorded in the questionnaire. The laboratory investigation was done and collected from the patient on 

spot from the facility. Ethical issues were maintained and the results were obtained to complete the data 

sheet analyzed by SPSS, Z test, t-test, Chi-Square test. 
 

Results: 

A total of 465 respondents were interviewed and tested for hepatitis B infection by HbsAg strip test by 

ICT method. In the study  53(11.40%) of the respondents were found positive for hepatitis B infection. 

Most of the respondents were illiterate 153(32.90%). The maximum respondents were in the age range of 

16-20 years(61.94%). Very few respondents were known for hepatitis B infection. 24(5.1%) . Among the 

respondents, 21(4.52%) had a positive partner or family member. Most of the respondents 368(79.14)were 

not vaccinated. 

Conclusion: 

The prevalence of Hepatitis B Infection among Pregnant women of Forcibly Displaced Myanmar National 

is quite high. Lack of knowledge, poverty, lack of vaccination, and violence contributed behind the high 

rate of Hepatitis B Infection among them. 
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Introduction: 

Hepatitis B affects approximately 296 million people, 

including over 6 million children under the age of 5. 
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Hepatitis B contributes to an estimated 820,000 deaths 

every year. 25% of chronic hepatitis B infections progress 

to liver cancer.1 The prevalence of HBV infection in the 

general population of Bangladesh was 4% (95% CI 3.0–

5.1), which is considered as a low intermediate 

prevalence rate and indicated a higher prevalence rate in 

Bangladesh than the global prevalence rate (3.5%).2 

Among the pregnant women the rate is 0.4%.3 On 25  
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August 2017, the world witnessed a massive 

humanitarian crisis unfold in Rakhine State, Myanmar. 

Hundreds of thousands of terrorised Rohingya fled from 

Rakhine as they came under violent attack and villages 

were razed. This triggered an unprecedented exodus 

across the border to neighbouring Bangladesh. Within a 

few weeks, half a million people entered Bangladesh 

seeking safety and shelter.There are now 860,000 

Rohingya living in refugee camps in Cox’s Bazar, over 

half of whom are children.4 

The Rohingya refugee crisis has made Rohingya women 

more vulnerable. Currently, Rohingya women make up 

approximately 67% of the refugee population and are 

victims of sexual violence and exploitation. Of the 

335,670 female refugees in the population, 70,000 (20%) 

are estimated to be pregnant or new mothers. This 

pregnancy rate is much higher than that of their native 

Myanmar where only 4.7% of women are pregnant or 

new mothers.Many experts believe that the increase in 

pregnancy rate is a result of illiteracy,child marriage, 

multiple marriage and  sexual violence against displaced 

Rohingya women.5 

 

Hepatitis B is a growing infection among those pregnant 

women. Which is a major health risk for the entire 

FDMN community specially the children. Hepatitis B 

can be easily passed from mother to children during 

birth.This can happen during a vaginal delivary or a C-

section.6 

 

Hepatitis B infection can easily be diagonsed by HbsAg 

strip test. Hepatitis B surface antigen (HBsAg) is a 

distinctive serological marker of acute or chronic 

hepatitis B infection. HBsAg is the first antigen to appear 

following infection with HBV and is generally detected 

1-10 weeks after the onset of clinical symptoms. HBsAg 

assays are routinely used to diagnose suspected HBV 

infection and monitor the status of infected individuals to 

determine whether the infection has resolved or the 

patient has become a chronic carrier of the virus. In 

patients that recover from HBV infection, HBsAg is 

undetectable 3-5 months after the onset of infection. In 

patients with chronic HBV infection, HBsAg remains 

detectable for life. Prenatal HBsAg screening has been 

recommended so that newborns from HBV carrier 

mothers may obtain prophylactic treatment. Persistence 

of HBsAg, without anti-HBs, with combinations of 

positivity of anti-HBc, HBeAg, or anti-HBe indicates 

infectivity and need for investigation for chronic 

persistent or chronic aggressive hepatitis.6 

 

A recent study on the prevalence of Hepatitis B and C 

virus among the Rohingya refugees in Cox's Bazar has 

found that more than one in five Rohingya adults have 

hepatitis C virus (HCV) infection. The study was 

conducted by the National Liver Foundation of 

Bangladesh (NLFB). According to the study, hepatitis C 

was found in 26 percent females and 18 percent males, 

while eight percent of pregnant female refugees were 

found to be HCV positive. It also mentioned that HCV  

is18 times higher among the Rohingya refugees than 

Bangladeshis. NLFB conducted two studies on the 

prevalence of hepatitis B (HBV) and hepatitis C (HCV) 

among the Rohingya refugees. Apart from hepatitis C 

virus, hepatitis B was found in nine percent male, five 

percent female, and three percent pregnant female 

refugees. Among all age groups, HCV was found in 11 

percent of refugees, while the percentage of HBV was 

four percent. HBV affected pregnant women 

unknowingly transmit the virus to their newborns, the 

most common mode of HBV transmission.7 There is an 

immediate need for well-organised studies to assess the 

causes and risk for viral transmission and the capacity of 

health systems in the camps to deliver preventive care and 

treatment services. 

Methodology: 

The study was a descriptive type of cross sectional study. 

Study place was Balukhali Rohingya camp, Camp number 

9, Ukhiya, Cox'sBazar. The duration of the study was 12 

months, from Ist January 2022 to 31th December 2022. 

Study population were Pregnant Rohingya refugee 

women of reproductive age in Camp 9. Number of 

respondents were 465 . Pregnant women coming to the 

health centre from FDMN camp no 9 were selected 

according to inclusion and exclusion criteria. In each case, 

information about the patient was obtained after getting 

the consent of subject. A well-designed questionnaire was 

developed and used for the study. The following 

informations about socio-economic condition and the 

information about hepatitis B were taken and included in 

questionnaire form. Then HbAg strip test was done by 

ICT method and result was included in form and advices 

were given to the subject according to the result . Data 

were analyzed by using the statistical software namely 

SPSS (Statistical Package for Social Sciences)-version 29 

and then data were presented using a frequency table, 

graph and chart. 
 

Results: 

Table-I: Distribution of the respondent by occupation 

and hepatitis B Infection status.   (n=465) 

Occupation              HbsAg status  Total  P- value  

 Positive   Negative    

 

 

 

0.03 

No (%) No (%) No (%) 

Housewife 49(10.54) 354(76.13) 403(86.67) 

Worker 2(0.43) 19(4.10) 21(4.53) 

Shopkeeper 0(0.00) 5(1.08) 5(1.08) 

Tailor 1(0.22) 7(1.51) 8(1.73) 

Day labour 0(0.00) 2(0.43) 2(0.43) 

Hawkers 0(0.00) 6(1.29) 6(1.29) 

Others 1(0.22) 3(0.65) 4(0.87) 
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Table-I: shows that most of the respondents were 

housewife 403(86.67%). And then 21(4.53%) were 

workers, 8 (1.73%) were tailors, 6 (1.29%) were 

hawkers, 5 (1.08%) were shopkeepers, 2(0.43%) were 

day labor and 4 (0.87%) were in other occupation. 

Among all of them HbsAg positive was 53. Among 

which 49 (10.54%) were housewife , 2 (0.43%) were 

worker, 1 (0.22%) were tailor and another 1 (0.22%) 

were in other profession. The difference was statistically 

significant (p<.05). 

Table-II: Distribution of the respondents by age and 

HbsAg status. (n=465) 
 

Age in 

years  

            HbsAg status  Total  P- value  

 Positive   Negative    

 

 

 

0.1 

 No (%) No (%) No (%) 

11-15 7(1.51) 46(9.89) 53(11.78) 

16-20 24(5.16) 264(56.77) 288(61.94) 

21-25 13(2.80) 56(12.04) 69(14.84) 

26-30 6(1.29) 36(7.74) 42(9.03) 

31-35 3(0.65) 8(1.72) 11(2.37) 

36-40 0(0.00) 2(0.43) 2(0.43) 
 

Table-II shows the distribution of respondents by age 

and HbsAg test status. It shows that most of the 

respondents were at the age of 16-20 years (61.94%). 

Total number of positive HbsAg cases were also in the 

age range of 16-20 years of age, 24(5.16%) of total 

respondents. Next positive cases is in 21-25 years of age 

range 13(2.80%). Next is 11-15 (1.51%), 26-30(1.29%) 

and 31-35(0.65%). The difference was statistically 

insignificant (p>0.5).  

 

Figure- I: Distribution of Hepatitis B infection status 

in relation with educational qualification of the 

subjects.  (n=465) 

Figure-I: shows that most of the respondents were 

illiterate, around 66.24%.Then 32.90% of respondents 

went to primary school and only 0.86% of the 

respondents went to high school. HbsAg positive status 

was also high among the illiterate respondent, which was 

about 7.31% of the total respondents. Among upto 

primary going respondents it was 4.09% and among upto  

secondary school going respondents, no respondents were 

found positive. The difference was statistically 

significant(p<.05). 

 
 

Figure-II: Distribution of respondents according to 

their pregnancy trimester. n=465 
 

Figure-II shows that most of the respondents were in 

second trimster, about  67.31% and 26.24% of respondents 

were in the first trimester. In third trimester were 6.45% of 

respondents. 
 

Table-III: Distribution of respondents by HbsAg test status 

and positive hepatitis B family member.  n(465) 
 

Hepatitis B 

Positive  partner 

or Family 

member 

            HbsAg status  Total  P -value  

 Positive   Negative    

 

0.01 
No (%) No (%) No (%) 

Positive  19(4.09) 2(0.43) 21(4.52) 

Negative 34(7.31) 410(88.17) 444(95.48) 
 

Table-III shows that 21(4.52%) of respondents had 

positive hepatitis B partners or family members. Among 

them, 19(4.09%) respondents were positive for HbsAg 

test. Another 444(95.48%) had a negative hepatitis B 

partner. Most of them had actually not been tested before. 

Among those 444 respondents, 34(7.31%) were positive. 

So having a positive family member or partner make 

90.48% cases positive. The difference was statistically 

significant (p<.05) 

Table-IV: Distribution of the respondents by Hepatitis 

B Vaccination status and HbsAg status.  (n=465) 
 

Hepatitis B 

Vaccination 

status 

            HbsAg status  Total  P 

value  

 Positive  

No (%) 

 Negative 

No (%)  

  

 
 

0.01 
Vaccinated 0(0.00) 43(9.25) 43(9.25) 

Non 

Vaccinated 

52(11.18) 316(67.96) 368(79.14) 

Partially 

vaccinated 

1(0.22) 53(11.40) 54(11.62) 

Table-IV shows that 368(79.14%) were non-vaccinated 

and 54(11.62%) were partially vaccinated. Only 

43(9.25%) were fully vaccinated against hepatitis B, and 

all of them were negative in HbsAg test. The resources for 

the vaccination FDMN people is very low. 

34 
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So the vaccination percentage is very less. The difference 

was statistically significant as p<0.5. 

Discussion: 

It has been observed that among the FDMN pregnant 

women, the rate of hepatitis B is very high. About 

53(11.40%) from 465 respondents were positive for the 

HbsAg ICT strip test. The rate is very high than the 

neighboring countries and Bangladesh. In Bangladesh, 

the rate is 4% for the general population and 0.4% for the 

pregnant women.8 For Myanmar  nationals the rate is 

3.8% for the general population and for pregnant women 

it is 3.2%.9 

Among the respondents most of the subjects were in the 

age range of 16-20(61.94%) followed by 21-25(14.84%), 

11-15(11.78%), 26-30(9.03%), 32-35(2.37%) and 36-

40(0.43%) . It was evident that in the FDMN community 

becoming pregnant for a female in a very early age is very 

common.The total number of positive HbsAg cases was 

also in the age range of 16-20 years of age, which is about 

5.16% of total respondents. The next positive cases 

among 21-25 years of age range, about 2.80% of total 

respondents. next is 11-15 (1.51%), 26-30(1.29%), and 

31-35(0.65%). Early marriage and early pregnancy rate is 

very high among the FDMN girls.10 It was shown in the 

study that around 66.24% respondents were illiterate. 

Around 32.90% of respondents went to primary school 

and only 0.86% of the respondents went to high school.  

HbsAg positive status were also high among the illiterate 

respondent , which is about 7.31% of the total 

respondents. among upto primary going it was 4.09% and 

among upto secondary school going respondents no 

respondents were found positive. The illiteracy rate in 

FDMN people especially among girls is around 75% and 

for Bangladeshi host population it is around 40%.11 The 

study shows that most of the respondents were 

housewives 403(86.67%). Then 21(4.53%)were workers, 

8(1.73%) were tailor, 6(1.29%) were hawkers, 5(1.08%) 

were shopkeepers, 2(0.43%) were day labour and 4 

(0.87%) were in other occupation. Among all of them, 

HbsAg positive was 53. Among those 49(10.54%) were 

housewife, 2(0.43%) were worker, 1(0.22%) were tailor 

and another 1(0.22%) were in other profession. For 

Bangladeshi the occupation for the pregnant female is 

mostly housewives but the rate is less than the FDMN 

mothers. 12 Most of the respondents have 2 children about 

39.78%. Then 33.12% of respondents have 1 child 

21.72% have 3 ,3.44% have 4 and 1.94% have 5 children. 

Hepatitis B is positive among those who have 2 or 3 

children, which is 3.87% of total respondents.2.80% of  

total respondents were positive with one child, with 4 it 

was 0.66% and with 5 children it was 0.22% of total 

respondents. In Bangladesh fertility rate is also mostly 2 

according to a 2020 study.13 The respondent's family 

income was around 5001 BDT  to 10000 BDT  

306(67.81%). Then (0-5000) BDT income were in 

124(26.67%) family and  10001-15000 BDT income 

were in 32(6.88%) family. Lastly 15001-20000 BDT 

income were in 3(0.65%) respondents family. FDMN 

people actually have a very little income source. They 

maily depends on relief by different international and 

local organizations. Among the 5001-10000 BDT 

incomed family HbsAg positive rate were more, around 

35(7.53%) of total respondents. Then 14(3.01%) 

respondents were positive for HbsAg and were in 0-5000 

BDT incomed family and 4(0.86%) were in 10001-15000 

BDT range. Among Bangladeshi average family income 

is 26000 in 2023 which is quite more than FDMN 

people.14 Among the respondents, 24(5.16%) were 

previously known cases of hepatitis B . They all became 

positive on HbsAg test. Among the others 441(94.84%) 

respondents, 29(6.24%) respondents were positive. So it 

can be told that most of the cases were unknown before. 

Most of the respondents were not hospitalized before 

414(89.03%) , only 51(10.96%)  were hospitalized 

before. In the study among the participants hospitalized 

15(3.22%) were positive for hepatitis B, and 38(9.18%) 

of non hospitalized person were positive. Percentage of 

Hepatitis B infection among hospitalized people is more 

than the non-hospitalized. The study shows that among 

the respondents 36(7.74%) had major operations before. 

Among them 8 were positive for hepatitis. which is 

1.72% of total respondents. In the study 429(92.26%) 

respondents had not any major operation before, among 

them 45(9.68%) were positive for HbsAg. So it can be 

said that those who had an operation before have more 

positive rate of hepatitis B Than who haven’t. Globally 

only 1.4 per 10000 cases become positive for hepatitis B 

after operation.15 Among the respondents most of the 

respondents haven’t taken any blood or blood product 

.which is 423(90.97%) . Among them 7(1.51%) were 

positive for hepatitis B. It is 10.40% of  respondents who 

haven’t taken any blood product. And 42(9.04%) 

respondents took a blood or blood product before. Among 

them 7(1.51% of total respondents ) were positive, which 

is 16.67% of those  who took blood or blood product 

before.The global rate of hepatitis B after getting a blood 

transfusion is 0.29% only.16 Among the respondents 

21(4.52%) have positive hepatitis B  partner or family 

members. Among them 19 respondents were positive for  
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HbsAg test, which is 4.09% of total population and 

90.48% of those who have positive family member or 

partner. Simultaneously 444(95.48%) had negative 

hepatitis B partner.Most of them actually not been tested 

before. Among those 444 respondents, 34(7.31% of total 

) were positive. Which is 7.66% of those respondents who 

had not any positive family member. So having positive 

family member or partner make 90.48% of cases 

positive.The global rate for women affected by hepatitis 

B exposure by family member or partner is 32.7%.17 The 

study shows that 368(79.14%) were non vaccinated and 

54(11.62%) were partially vaccinated. And 43(9.25%) 

were fully vaccinated against hepatitis B , And all of them 

were negative in HbsAg test. The resources for 

vaccination FDMN peop[le is very low . So vaccination 

percentage is very less compare to Bangladesh. The 

Bangladeshi rate is 66.63%.18  In Bangladesh, Hepatitis B 

Is 4.00%19  and among the pregnant mother, it is 0.4% and 

in Myanmar  it is 3.8% and 1.3% accordingly.20 

Compared to Bangladesh and Myanmar  Hepatitis B 

prevalence 11.40% among the FDMN pregnant women is 

very alarming and needs immediate action. 

Conclusion: 

Data from the present study shows that the prevalence of 

Hepatitis B infection among FDMN pregnant women is 

very high. Early marriage, unsafe blood transfusion, 

having a partner or family member hepatitis B positive, 

illiteracy, poor economic condition, and poor vaccination 

status are the main reason behind this high prevalence. 

This high prevalence of Hepatitis B among the pregnant 

mothers of  FDMN community should be taken as an 

utmost public health concern for both FDMN community 

and host population. Necessary steps should be taken to 

resolve the situation.  Vaccination against Hepatitis B 

should be given priority for FDMN community. Health 

education and education about hepatitis and other 

communicable diseases should be given to FDMN 

people. Further study with a large number of subjects and 

more time should be conducted. The study should be 

conducted all the areas of  Rohingya camps to find out the 

whole population status properly.  
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