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Abstract

Chronic hepatitis B remains the primary cause of liver-relat-
ed events in China. The World Health Organization set a goal 
to eliminate viral hepatitis as a public health threat by 2030. 
However, achieving this goal appears challenging due to the 
current low rates of diagnosis and treatment. The “Treat-all” 
strategy, which proposes treating all patients with detectable 
hepatitis B virus (HBV) DNA or even all patients with positive 
HBsAg, has been suggested to simplify anti-HBV treatment. 
In 2022, the Chinese Society of Hepatology and the Chinese 
Society of Infectious Diseases updated the guidelines for the 
prevention and treatment of chronic hepatitis B in China, ex-
panding antiviral indications and simplifying the treatment 
algorithm. According to this latest guideline, nearly 95% of 
patients with detectable HBV DNA are eligible for antiviral 
treatment. This review aimed to provide a detailed interpre-
tation of the treatment indications outlined in the Chinese 
Guidelines for the Prevention and Treatment of Chronic Hep-
atitis B (version 2022) and to identify gaps in achieving the 
“Treat-all” strategy in China.
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Introduction
The burden of hepatitis B virus (HBV) infection remains high 
despite advances in vaccination and antiviral therapy. It is 
estimated that HBV infection results in 1.16 million annual 
deaths globally and 453 thousand deaths in China in 2022.1 
The World Health Organization (WHO) set a goal in 2016 to 
eliminate viral hepatitis as a threat to public health by 2030. 
To achieve this goal, WHO proposed specific targets, such as 
identifying 90% of chronic HBV infections, treating 80% of 

eligible individuals, and reducing viral hepatitis-related mor-
tality by 65%.2 However, the targets are out of reach due to 
low diagnosis and treatment rates. According to a modeling 
study from the Polaris Observatory Collaborators, in 2022, 
the diagnosed rates were 13% globally and 22% in China. 
The corresponding treatment rates were 36% and 43%. The 
number of HBV-related deaths, incident cases of hepatocel-
lular carcinoma (HCC), and incident cases of decompensated 
cirrhosis are projected to increase by 2030 if current levels of 
HBV diagnosis and treatment remain constant.3

The “treat-all” strategy was proposed for patients with 
chronic HBV infection based on several key considerations: 
Early treatment can reduce the disease burden of hepatitis 
B, accelerate HBV elimination, prevent disease progression, 
eliminate stigma and discrimination, improve quality of life, 
and decrease infectivity via blood. Additionally, emerging 
comorbidity factors for patients with HBV infection, such as 
metabolic dysfunction-associated fatty liver disease and alco-
hol intake, increase the risk of developing liver-related events. 
The increasing use of immunosuppressive therapy may also 
lead to hepatitis due to HBV reactivation.4 This strategy has 
two possible scenarios: Treating all patients with detectable 
HBV DNA or even treating all patients with positive HBsAg. The 
latter has higher treatment coverage and is more proactive.

In 2022, the Chinese Society of Hepatology and the Chi-
nese Society of Infectious Diseases updated the guidelines 
for the prevention and treatment of chronic hepatitis B (CHB) 
in China (hereinafter referred to as the Chinese CHB guide-
line (version 2022)).5 This latest Chinese CHB guideline 
(version 2022) expands treatment indications and simplifies 
treatment algorithms, which are more proactive compared to 
the major international guidelines for preventing and treating 
CHB.6–8 This article provides a detailed interpretation of the 
treatment indications in this guideline and identifies the gap 
in achieving the “treat-all” strategy.

How far are we from treating all patients with de-
tectable HBV DNA?
Current major international and national guidelines have 
gradually expanded antiviral treatment indications. The Chi-
nese CHB guideline (version 2022) reduced the thresholds of 
HBV DNA and alanine transaminase (ALT) for initiating treat-
ment to increase the eligible population. The new guidelines 
also recommend actively managing patients at high risk for 
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disease progression, including those older than 30 years, 
with family histories of HBV-related cirrhosis or HCC, with 
significant fibrosis or inflammation by liver biopsy or non-in-
vasive assessments, and those with HBV-related extrahepat-
ic manifestations. Based on the China Registry of Hepatitis 
B (CR-HepB), a hospital-based registry involving more than 
400,000 CHB patients from 55 centers in China, up to 95% 
of patients with detectable HBV DNA are eligible for antivi-
ral treatment according to the latest Chinese CHB guideline 
(version 2022) (Fig. 1).

Antiviral treatment is recommended for HBV DNA-
positive patients over 30 years old
According to the Chinese CHB guideline (version 2022), pa-
tients who are over 30 years old with detectable HBV DNA are 
recommended to receive antiviral treatment. The potential 
risk of liver disease progression is an essential reason for this 
recommendation. A Chinese cross-sectional study involving 
4,759 untreated patients with chronic HBV infection found 
that the proportion of patients with HBeAg-positive chron-
ic HBV infection (formerly known as the immune tolerance 
phase) decreased from 10–15% to 5% after age 30.9 A study 
on long-term trends of HCC incidence and mortality in China 
suggested that patients aged over 30 years had a higher risk 
of HCC and HCC-related death.10 As shown in Figure 1, ap-
proximately 70% of CHB patients with detectable HBV DNA 
are covered when treating patients over 30 years old.11 Con-
sidering the average age of patients with chronic HBV infec-
tion rises due to a decline in new cases, which results from 
effective prevention efforts, the proportion of individuals over 
30 years who need treatment will keep increasing.

Antiviral treatment is recommended for HBV DNA-
positive patients under 7 years old
Pediatric patients are recommended to undergo active treat-
ment due to their considerably high functional cure rate.12 It 
was reported that a certain proportion of children clinically di-
agnosed with HBeAg-positive chronic HBV infection present-
ed significant pathological liver injury.13 A pilot open-label 
randomized controlled study from China indicated that anti-
viral treatment resulted in a high rate of virological response, 
HBeAg seroconversion rate, and HBsAg clearance in children 
aged 1–16 years, with positive HBeAg, HBV DNA over 107 
IU/mL, and ALT lower than 60 U/L at baseline.14 Another 
study from China that treated with sequential combined in-
terferon and lamivudine therapy in children diagnosed as the 
HBeAg-positive chronic HBV infection phase showed that HB-
sAg clearance rates were 36.4% for ages 1–7 versus 8.3% 
for ages 7–16 years.15 It was recently reported that younger 

age is a favorable factor in achieving a high functional cure 
rate after antiviral treatment.10 Based on these findings, the 
Chinese CHB guideline (version 2022) recommends that chil-
dren aged 1–7 years receive active antiviral treatment after 
comprehensive counseling with their guardians, regardless of 
whether liver biopsies are performed.

Antiviral treatment is recommended for at-risk HBV 
DNA-positive adult patients
For patients with evidence of liver injury or at a high risk of 
disease progression, early antiviral treatment should be con-
sidered. These patients are defined as those with elevated 
ALT [≥upper limits of normal (ULN)], cirrhosis, significant 
fibrosis (F≥2), HBV-related extrahepatic manifestations, or 
family histories of HCC or cirrhosis. Non-invasive examina-
tions for liver fibrosis are recommended to detect significant 
fibrosis and identify at-risk patients in a timely manner. Ac-
cording to the CR-HepB, approximately 85% of adult patients 
under 30 years with detectable HBV DNA are eligible for an-
tiviral treatment.

The estimated annual spontaneous HBeAg seroconversion 
rate was lower than 2–15% in treatment-naive CHB patients 
younger than 30 years.16 Therefore, the current antiviral 
treatment indications cover most HBeAg-negative patients 
with detectable HBV DNA, including those in the HBeAg-neg-
ative CHB and HBeAg-negative “indeterminate phase.” The 
HBeAg-negative “indeterminate phase” is characterized as 
having negative HBeAg, normal ALT levels (≤upper limits of 
normal), and detectable HBV DNA. Studies from China based 
on liver biopsies have shown that about 41–48% of these 
patients had histological evidence of significant necroinflam-
mation.17,18 In a recent Chinese study, continuous antiviral 
treatment with good adherence was satisfactory in lowering 
the risk of liver cirrhosis in HBeAg-negative CHB patients with 
normal ALT.19 However, the benefit to these patients from 
early initiation of antiviral therapy still needs more evidence.

Early initiating treatment of patients with HBeAg-
positive chronic HBV infection remains controversial
The patient with HBeAg-positive chronic HBV infection is 
an essential part of those ineligible for antiviral treatment. 
Based on the CR-HepB, approximately 24% of patients un-
der 30 are in the clinically diagnosed HBeAg-positive chronic 
HBV infection phase, defined as positive HBeAg, normal ALT, 
and a high HBV DNA load (>2×107 IU/mL). Recently, there 
has been a heated debate regarding whether patients with 
HBeAg-positive chronic HBV infection should receive treat-
ment. Reasons supporting the initiation of antiviral treatment 
are as follows:

Fig. 1.  The treatment coverage of adult patients with positive HBsAg and positive HBV DNA according to the Chinese CHB guideline (2022 version). 
HBV, hepatitis B virus; CHB, chronic hepatitis B; ALT, alanine transaminase; HBsAg, hepatitis B surface antigen; HBeAg, hepatitis B e-antigen.
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Firstly, adult patients with clinical features of the HBeAg-
positive chronic HBV infection phase may exhibit significant 
histological damage. A recent meta-analysis showed that the 
estimated prevalence of significant fibrosis and advanced fi-
brosis was 16.9% and 5.4%, respectively, although none had 
cirrhosis.20 The risk of significant histological necroinflamma-
tion or fibrosis was reported to increase in patients with older 
age and high-normal ALT levels.21–23

Secondly, there is still a risk of developing HCC in the phase 
of HBeAg-positive chronic HBV infection. HBV integration and 
clonal hepatocyte expansion may contribute to carcinogen-
esis.24,25 The REVEAL cohort found a biological gradient in 
HCC development based on HBV DNA levels in clinical studies. 
The risk of developing HCC increases with a higher level of 
HBV DNA.26 A Korean study reported significantly higher HCC 
incidence and accumulated mortality rates in patients with 
HBeAg-positive chronic HBV infection than in those treated 
patients with HBeAg-positive CHB.27 However, a cut-off val-
ue of HBV DNA>20,000 IU/mL was used for diagnosing the 
HBeAg-positive chronic HBV infection phase, which was rela-
tively low. Furthermore, the patients in this study were much 
older than previously reported, with a mean age of 38. Both 
of these factors raise concern about the appropriateness of 
diagnosing the HBeAg-positive chronic HBV infection phase. 
In another systematic analysis, the pooled 5-year and 10-year 
incidence rates of HCC in HBeAg-positive chronic HBV infec-
tion patients were 1.1% and 2.7%, comparable with those in 
treated HBeAg-positive CHB patients.28 This result indicates 
that although the occurrence of HCC in HBeAg-positive chronic 
HBV infection patients might have been overestimated previ-
ously, a certain number of these patients still develop HCC.

Thirdly, it has been reported that initiating treatment dur-
ing the HBeAg-positive chronic HBV infection phase is more 
cost-effective than delaying treatment until the active hepa-
titis phase, based on the Markov model.29 Lastly, although 
the HBeAg-positive chronic HBV infection phase was formerly 
called the “immune tolerance” phase, it is not a non-response 
state to HBV. A study proposed that adolescent patients with 
chronic HBV infection showed quantitatively and functionally 
superior HBV-specific T cells compared to adult patients in 
the “immune active” phase.30–32 HBV-specific T cells were 
the key to the HBV-specific immune response in chronic HBV 
infection. Therefore, the term “immune tolerance” phase was 
challenged and updated to “HBeAg-positive chronic HBV in-
fection” phase in guidelines published by the European Asso-
ciation for the Study of the Liver in 2017 and in the Chinese 
CHB guideline (version 2022).

The benefits of early treatment initiation for adult patients 
in the HBeAg-positive chronic HBV infection phase remain un-
clear. A meta-analysis supports antiviral therapy for patients 
in the HBeAg-positive chronic HBV infection phase, as it pro-
motes HBsAg loss and HBV DNA clearance and reduces the 
risk for HCC and cirrhosis.33 However, some studies mostly 
included children, so their findings may not be generalizable 
to adults. More multi-center prospective studies with larger 
sample sizes and excellent conduction quality are needed to 
confirm this conclusion. Patients in the HBeAg-positive chron-
ic HBV infection phase with a high risk of disease progression 
can be selected for treatment by lowering the threshold of 
ALT for initiating antiviral treatment. A retrospective study 
showed that the prevalence of significant fibrosis was signifi-
cantly higher in the high normal ALT (26–40 IU/L) group.23 
Therefore, reducing the threshold of ALT for initiating treat-
ment can help identify the “true” HBeAg-positive chronic HBV 
infection patients, which has been recommended in a consen-
sus published in 2022.34 Based on the data extracted from 
the CR-HepB, it was evaluated that lowering the ALT thresh-

old for initiating treatment to 30 IU/L for males and 19 IU/L 
for females can increase the treatment rate by 8%.35

How far are we from treating all patients with posi-
tive HBsAg

Treating individuals with positive HBsAg has been 
recommended for special populations
The current strategy of treating all individuals with positive 
HBsAg, regardless of the HBV DNA level, is only implemented 
in highly selected patients. Typically, these populations in-
clude patients with liver failure, HBV-related HCC, or cirrhosis 
(either compensated or decompensated), patients co-infect-
ed with hepatitis C virus infection and requiring treatment of 
direct-acting agents, or patients undergoing chemotherapy, 
targeted therapy, or immunosuppressant therapy.5

Antiviral therapy is recommended for patients with 
compensated cirrhosis regardless of HBV DNA levels
The Chinese CHB guideline (version 2022) recommends 
treating all positive HBsAg patients with cirrhosis regardless 
of the HBV DNA. Several studies suggest that even with unde-
tectable HBV DNA, patients with compensated cirrhosis have 
a remarkable risk of developing HCC. A Korean retrospective 
study found that the 5-year cumulative incidences of HCC 
were approximately 8% and 2.2% in compensated cirrhotic 
patients with low-level viremia (HBV DNA ranging from 12 
to 2,000 IU/mL) and undetectable HBV DNA (HBV DNA<12 
IU/mL).36 In another retrospective study of HBeAg-negative 
patients, the 7-year cumulative incidence of HCC reached 
15.2% in patients with cirrhosis.37 It has been reported that 
antiviral therapy can decrease the likelihood of developing 
HCC. In a single-center American retrospective study of CHB 
patients with compensated cirrhosis, those untreated with 
undetectable HBV DNA had higher rates of HCC than those 
with suppressed HBV DNA by antiviral therapy.38 However, 
the lower limit of the linear range of HBV DNA quantification 
varied from 10 to 200 IU/mL, which may cause an overesti-
mation of HCC incidence in patients with low HBV DNA levels.

The strategy of treating all HBsAg-positive patients has 
been gradually expanded to include patients with compen-
sated cirrhosis. The indications for treating HBV-related cir-
rhosis according to the published international guidelines are 
concluded in Table 1. The 2015 Asian Pacific Association for 
the Study of the Liver guidelines suggest initiating antiviral 
therapy in compensated cirrhosis patients with an HBV DNA 
level greater than 2,000 IU/mL.8 The American Association 
for the Study of Liver Disease 2018 Guidelines for the Treat-
ment of Hepatocellular Carcinoma and European Association 
for the Study of the Liver 2017 Clinical Practice Guidelines on 
the management of hepatitis B virus infection only require 
HBV DNA to be detectable.6,7 The Guidelines for the Preven-
tion, Care and Treatment of Persons with Chronic Hepatitis B 
Infection released by WHO in 2015 recommends treatment 
initiation regardless of HBV DNA level, considering the in-
feasibility of the test in some regions and the high risk of 
developing life-threatening complications of liver disease.39 
Meanwhile, expert algorithms in America provided a fresh 
overview of treatment goals and indications for CHB in 2022. 
They proposed treating all patients with cirrhosis, regardless 
of the level of HBV DNA or ALT.40

Treating all HBsAg-positive patients helped reduce 
HBV-related mortality and showed good cost-effec-
tiveness
Treating all HBsAg-positive patients could help decrease liv-
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er-related events, the costs of diagnosis, and expenditure 
on future consequences of disease progression from untreat-
ed CHB. A Chinese study developed a decision-tree Markov 
state-transition model to analyze the health outcomes and 
cost-effectiveness of expanding anti-HBV treatment by simu-
lating different ALT treatment initiation thresholds, popula-
tion age groups, and treatment coverages. Treating all HB-
sAg-positive patients with 80% coverage for ages 18–80 is 
deemed optimal. Expanded antiviral treatment with the ALT 
threshold of 30 IU/L for males and 19 IU/L for females can 
also contribute to achieving the global target of a 65% reduc-
tion in HBV-related mortality and save costs.41 A recent re-
view conducted by the Asian Pacific Association for the Study 
of the Liver Viral Elimination Task Force recommends that 
all HBsAg-positive patients with ALT≥30 IU/L for males and 
ALT≥19 IU/L for females should receive antiviral treatment, 
regardless of detectable HBV DNA.42

The “Treat-all” strategy is still widely debated
Currently, antiviral treatment indications encompass most 
HBV DNA-positive patients. For those with negative HBV 
DNA, antiviral treatment was considered only in specific pop-
ulations. Despite the global expansion of antiviral therapy, 
the “Treat-all” strategy remains controversial. The considera-
tions are as follows: Firstly, the therapeutic benefit has not 
been confirmed in patients without evidence of liver injury, 
potentially leading to overtreatment. Secondly, considering 
that oral antiviral therapy is virtually lifelong in most instanc-
es, ensuring long-term adherence in asymptomatic individu-
als is particularly challenging. Indeed, the estimated 5-year 
adherence to oral antiviral therapy is around 75%.43 The 
withdrawal of antiviral therapy carries risks of viral or clinical 
relapses, which may progress to decompensation and liver 
failure.44 Thirdly, while side effects of long-term use of oral 
antiviral agents are rare, they can be challenging, particularly 
in patients with comorbidities such as metabolic disorders.45

Conclusion
In conclusion, expanding treatment criteria and simplifying 
the treatment algorithm can help prevent further disease 
progression and reduce HBV-related liver events. The “Treat-
all” strategy might be critical to eliminating hepatitis B by 
2030. According to the latest Chinese CHB guideline (version 
2022), it is speculated that 95% of patients with detectable 
HBV DNA are eligible for antiviral therapy. This may prevent 
patients with HBV infection from progressing to HCC or cir-
rhosis. It is still debated whether antiviral therapy benefits 
patients in the HBeAg-positive chronic HBV infection phase, 
which could represent the final step in treating all patients 
with detectable HBV DNA. Antiviral therapy is recommended 

for patients with positive HBsAg and undetectable HBV DNA 
in some specific conditions. However, the expansion of treat-
ment still requires more evidence.

Acknowledgments
We thank the Chinese Foundation for Hepatitis Prevention 
and Control and the Chinese Society of Hepatology, for their 
administrative coordination of the CR-HepB.

Funding
This research was supported by the National Key Re-
search and Development Program (2023YFC2306900), and 
the Beijing Municipal Science & Technology Commission 
(Z221100007422115).

Conflict of interest
JJ has been an Executive Associate Editor of Journal of Clini-
cal and Translational Hepatology since 2013, HY has been 
an Editorial Board Member of Journal of Clinical and Trans-
lational Hepatology since 2021. The other authors have no 
conflict of interests related to this publication.

Author contributions
Writing the manuscript (MZ), developing the idea and revis-
ing (HY, YS, JJ), and material support (YK, XX). The authors 
approved the final version of the manuscript.

References
[1]	 Polar Observatory Collaborators. HBV progress towards coverage targets. 

Available from: http://cdafound.org/polaris-countries-dashboard/.
[2]	 WHO. Global health sector strategies on, respectively, HIV, viral hepatitis 

and sexually transmitted infections for the period 2022–2030. Geneva, 
Switzerland: World Health Organization; 2022.

[3]	 Polaris Observatory Collaborators. Global prevalence, cascade of care, 
and prophylaxis coverage of hepatitis B in 2022: a modelling study. Lan-
cet Gastroenterol Hepatol 2023;8(10):879–907. doi:10.1016/S2468-
1253(23)00197-8, PMID:37517414.

[4]	 Wong RJ, Kaufman HW, Niles JK, Kapoor H, Gish RG. Simplifying Treatment 
Criteria in Chronic Hepatitis B: Reducing Barriers to Elimination. Clin Infect 
Dis 2023;76(3):e791–e800. doi:10.1093/cid/ciac385, PMID:35594550.

[5]	 You H, Wang F, Li T, Xu X, Sun Y, Nan Y, et al. Guidelines for the Pre-
vention and Treatment of Chronic Hepatitis B (version 2022). J Clin 
Transl Hepatol 2023;11(6):1425–1442. doi:10.14218/JCTH.2023.00320, 
PMID:37719965.

[6]	 Terrault NA, Lok ASF, McMahon BJ, Chang KM, Hwang JP, Jonas MM, et 
al. Update on prevention, diagnosis, and treatment of chronic hepatitis 
B: AASLD 2018 hepatitis B guidance. Hepatology 2018;67(4):1560–1599. 
doi:10.1002/hep.29800, PMID:29405329.

[7]	 European Association for the Study of the Liver. EASL 2017 Clinical Practice 
Guidelines on the management of hepatitis B virus infection. J Hepatol 
2017;67(2):370–398. doi:10.1016/j.jhep.2017.03.021, PMID:28427875.

[8]	 Sarin SK, Kumar M, Lau GK, Abbas Z, Chan HL, Chen CJ, et al. Asian-Pa-
cific clinical practice guidelines on the management of hepatitis B: a 2015 
update. Hepatol Int 2016;10(1):1–98. doi:10.1007/s12072-015-9675-4, 

Table 1.  Comparison of indications for treating HBV-related cirrhosis

Compensated cirrhosis Decompensated cirrhosis

2015 WHO HBsAg+ HBsAg+

2015 APASL HBVDNA>2000 IU/mL HBVDNA+

2017 EASL HBVDNA+ HBsAg+

2018 AASLD HBVDNA+ HBsAg+

2022 CSH/CMID HBsAg+ HBsAg+

WHO, World Health Organization; APASL, Asian Pacific Association for Study of the Liver; EASL, European Association for Study of the Liver; AASLD, American Associa-
tion for the Study of Liver Disease; CSH/CMID, the Chinese Society of Hepatology and Chinese Society of Infectious Diseases. HBV, hepatitis B virus; HBsAg, hepatitis 
B surface antigen.

http://cdafound.org/polaris-countries-dashboard/
https://doi.org/10.1016/S2468-1253(23)00197-8
https://doi.org/10.1016/S2468-1253(23)00197-8
http://www.ncbi.nlm.nih.gov/pubmed/37517414
https://doi.org/10.1093/cid/ciac385
http://www.ncbi.nlm.nih.gov/pubmed/35594550
https://doi.org/10.14218/JCTH.2023.00320
http://www.ncbi.nlm.nih.gov/pubmed/37719965
https://doi.org/10.1002/hep.29800
http://www.ncbi.nlm.nih.gov/pubmed/29405329
https://doi.org/10.1016/j.jhep.2017.03.021
http://www.ncbi.nlm.nih.gov/pubmed/28427875
https://doi.org/10.1007/s12072-015-9675-4


Journal of Clinical and Translational Hepatology 2024 vol. 12(6)  |  589–593 593

Zhang M. et al: Treating all chronic HBV infection in China

PMID:26563120.
[9]	 Yao K, Liu J, Wang J, Yan X, Xia J, Yang Y, et al. Distribution and clinical 

characteristics of patients with chronic hepatitis B virus infection in the 
grey zone. J Viral Hepat 2021;28(7):1025–1033. doi:10.1111/jvh.13511, 
PMID:33797145.

[10]	Wang F, Mubarik S, Zhang Y, Wang L, Wang Y, Yu C, et al. Long-Term 
Trends of Liver Cancer Incidence and Mortality in China 1990-2017: A 
Joinpoint and Age-Period-Cohort Analysis. Int J Environ Res Public Health 
2019;16(16):2878. doi:10.3390/ijerph16162878, PMID:31408961.

[11]	Xu X, Wang H, Shan S, Sun Y, Xu X, You H, et al. The Impact of the Defini-
tions of Clinical Phases on the Profiles of Grey-Zone Patients with Chron-
ic Hepatitis B Virus Infection. Viruses 2023;15(5):1212. doi:10.3390/
v15051212, PMID:37243297.

[12]	Wang FS, Li J, Zhang C. Why is the functional cure rate of young chil-
dren with chronic hepatitis B receiving antiviral therapy considerably high? 
Hepatol Int 2024;18(1):296–298. doi:10.1007/s12072-023-10597-8, 
PMID:37907721.

[13]	Zhu SS, Dong Y, Xu ZQ, Wang LM, Chen DW, Gan Y, et al. A retrospec-
tive study on HBsAg clearance rate after antiviral therapy in children 
with HBeAg-positive chronic hepatitis B aged 1-7 years. Zhong Hua 
Gan Zang Bing Za Zhi 2016;24(10):738–743. doi:10.3760/cma.j.issn. 
1007-3418.2016.10.005, PMID:30704229.

[14]	Zhu S, Zhang H, Dong Y, Wang L, Xu Z, Liu W, et al. Antiviral therapy in 
hepatitis B virus-infected children with immune-tolerant characteristics: 
A pilot open-label randomized study. J Hepatol 2018;68(6):1123–1128. 
doi:10.1016/j.jhep.2018.01.037, PMID:29452204.

[15]	Zhu SS, Dong Y, Zhang HF, Wang LM, Xu ZQ, Zhang M, et al. A rand-
omized controlled study on factors influencing the curative effect of se-
quential combined interferon and lamivudine therapy in children with im-
mune-tolerant phase chronic hepatitis B. Zhonghua Gan Zang Bing Za Zhi 
2019;27(8):604–609. doi:10.3760/cma.j.issn.1007-3418.2019.08.004, 
PMID:31594077.

[16]	Jeng WJ, Papatheodoridis GV, Lok ASF. Hepatitis B. Lancet 2023; 
401(10381):1039–1052. doi:10.1016/S0140-6736(22)01468-4, PMID: 
36774930.

[17]	Jiang SW, Lian X, Hu AR, Lu JL, He ZY, Shi XJ, et al. Liver histopathologi-
cal lesions is severe in patients with normal alanine transaminase and 
low to moderate hepatitis B virus DNA replication. World J Gastroenterol 
2023;29(16):2479–2494. doi:10.3748/wjg.v29.i16.2479, PMID:37179582.

[18]	Zhao XA, Wang J, Wei J, Liu J, Chen G, Wang L, et al. Gamma-gluta-
myl Transpeptidase to Platelet Ratio Predicts Liver Injury in Hepatitis B e 
Antigen-negative Chronic Hepatitis B Patients With Normal Alanine Ami-
notransferase. J Clin Transl Hepatol 2022;10(2):247–253. doi:10.14218/
JCTH.2021.00151, PMID:35528978.

[19]	Zhou J, Wang FD, Li LQ, Li YJ, Wang SY, Chen EQ. Antiviral Therapy Fa-
vors a Lower Risk of Liver Cirrhosis in HBeAg-negative Chronic Hepati-
tis B with Normal Alanine Transaminase and HBV DNA Positivity. J Clin 
Transl Hepatol 2023;11(7):1465–1475. doi:10.14218/JCTH.2023.00272, 
PMID:38161505.

[20]	Lin MH, Li HQ, Zhu L, Su HY, Peng LS, Wang CY, et al. Liver Fibrosis in the 
Natural Course of Chronic Hepatitis B Viral Infection: A Systematic Re-
view with Meta-Analysis. Dig Dis Sci 2022;67(6):2608–2626. doi:10.1007/
s10620-021-07009-y, PMID:34008117.

[21]	Nguyen MH, Garcia RT, Trinh HN, Lam KD, Weiss G, Nguyen HA, et al. Histo-
logical disease in Asian-Americans with chronic hepatitis B, high hepatitis B 
virus DNA, and normal alanine aminotransferase levels. Am J Gastroenterol 
2009;104(9):2206–2213. doi:10.1038/ajg.2009.248, PMID:19491836.

[22]	Lai M, Hyatt BJ, Nasser I, Curry M, Afdhal NH. The clinical significance 
of persistently normal ALT in chronic hepatitis B infection. J Hepatol 
2007;47(6):760–767. doi:10.1016/j.jhep.2007.07.022, PMID:17928090.

[23]	Duan M, Chi X, Xiao H, Liu X, Zhuang H. High-normal alanine aminotrans-
ferase is an indicator for liver histopathology in HBeAg-negative chronic 
hepatitis B. Hepatol Int 2021;15(2):318–327. doi:10.1007/s12072-021-
10153-2, PMID:33638049.

[24]	Mason WS, Gill US, Litwin S, Zhou Y, Peri S, Pop O, et al. HBV DNA Inte-
gration and Clonal Hepatocyte Expansion in Chronic Hepatitis B Patients 
Considered Immune Tolerant. Gastroenterology 2016;151(5):986–998.e4. 
doi:10.1053/j.gastro.2016.07.012, PMID:27453547.

[25]	Levrero M, Zucman-Rossi J. Mechanisms of HBV-induced hepatocellu-
lar carcinoma. J Hepatol 2016;64(1 Suppl):S84–S101. doi:10.1016/j.
jhep.2016.02.021, PMID:27084040.

[26]	Chen CJ, Yang HI, Su J, Jen CL, You SL, Lu SN, et al. Risk of hepatocellular 

carcinoma across a biological gradient of serum hepatitis B virus DNA level. 
JAMA 2006;295(1):65–73. doi:10.1001/jama.295.1.65, PMID:16391218.

[27]	Kim GA, Lim YS, Han S, Choi J, Shim JH, Kim KM, et al. High risk of 
hepatocellular carcinoma and death in patients with immune-tolerant-
phase chronic hepatitis B. Gut 2018;67(5):945–952. doi:10.1136/
gutjnl-2017-314904, PMID:29055908.

[28]	Lee HA, Kim SU, Seo YS, Ahn SH, Rim CH. Comparable outcomes be-
tween immune-tolerant and active phases in noncirrhotic chronic hepati-
tis B: a meta-analysis. Hepatol Commun 2023;7(2):e0011. doi:10.1097/
HC9.0000000000000011, PMID:36691962.

[29]	Kim HL, Kim GA, Park JA, Kang HR, Lee EK, Lim YS. Cost-effectiveness of an-
tiviral treatment in adult patients with immune-tolerant phase chronic hep-
atitis B. Gut 2021;70(11):2172–2182. doi:10.1136/gutjnl-2020-321309, 
PMID:33239344.

[30]	Kennedy PTF, Sandalova E, Jo J, Gill U, Ushiro-Lumb I, Tan AT, et al. 
Preserved T-cell function in children and young adults with immune-
tolerant chronic hepatitis B. Gastroenterology 2012;143(3):637–645. 
doi:10.1053/j.gastro.2012.06.009, PMID:22710188.

[31]	Milich DR. The Concept of Immune Tolerance in Chronic Hepatitis B Vi-
rus Infection Is Alive and Well. Gastroenterology 2016;151(5):801–804. 
doi:10.1053/j.gastro.2016.09.037, PMID:27702559.

[32]	Boni C, Rossi M, Montali I, Tiezzi C, Vecchi A, Penna A, et al. What Is 
the Current Status of Hepatitis B Virus Viro-Immunology? Clin Liver Dis 
2023;27(4):819–836. doi:10.1016/j.cld.2023.05.001, PMID:37778772.

[33]	Huang J, Liu Y, Liu Y. Antiviral therapy in hepatitis B virus-infected with im-
mune-tolerant: A meta-analysis. Gastroenterol Hepatol 2023;46(4):309–
318. doi:10.1016/j.gastrohep.2022.05.014, PMID:35700836.

[34]	Chinese Society of Hepatology, Chinese Medical Association. Expert 
opinion on expanding anti-HBV treatment for chronic hepatitis B. Zhon-
ghua Gan Zang Bing Za Zhi 2022;30(2):131–136. doi:10.3760/cma.j.
cn501113-20220209-00060, PMID:35359064.

[35]	Wang H, Shan S, You H, Xu XY, Wei L, Hou JL, et al. Effect of the change 
in antiviral therapy indication in increasing the treatment rate of chronic 
hepatitis B. Lin Chuang Gan Dan Bing Za Zhi 2022;38(6):1269–1274. 
doi:10.3969/j.issn.1001-5256.2022.06.011.

[36]	Sinn DH, Lee J, Goo J, Kim K, Gwak GY, Paik YH, et al. Hepatocellular car-
cinoma risk in chronic hepatitis B virus-infected compensated cirrhosis pa-
tients with low viral load. Hepatology 2015;62(3):694–701. doi:10.1002/
hep.27889, PMID:25963803.

[37]	Sinn DH, Kim SE, Kim BK, Kim JH, Choi MS. The risk of hepatocellular car-
cinoma among chronic hepatitis B virus-infected patients outside current 
treatment criteria. J Viral Hepat 2019;26(12):1465–1472. doi:10.1111/
jvh.13185, PMID:31332935.

[38]	Alshuwaykh O, Daugherty T, Cheung A, Goel A, Dhanasekaran R, Ghaziani 
TT, et al. Incidence of hepatocellular carcinoma in chronic hepatitis B virus 
infection in those not meeting criteria for antiviral therapy. Hepatol Com-
mun 2022;6(11):3052–3061. doi:10.1002/hep4.2064, PMID:36004713.

[39]	WHO. Guidelines for the Prevention Care and Treatment of Persons with 
Chronic Hepatitis B Infection. Geneva, Switzerland: World Health Organi-
zation; 2015. PMID:26225396.

[40]	Choi HSJ, Tonthat A, Janssen HLA, Terrault NA. Aiming for Functional Cure 
With Established and Novel Therapies for Chronic Hepatitis B. Hepatol 
Commun 2022;6(5):935–949. doi:10.1002/hep4.1875, PMID:34894108.

[41]	Zhang S, Wang C, Liu B, Lu QB, Shang J, Zhou Y, et al. Cost-effectiveness of 
expanded antiviral treatment for chronic hepatitis B virus infection in Chi-
na: an economic evaluation. Lancet Reg Health West Pac 2023;35:100738. 
doi:10.1016/j.lanwpc.2023.100738, PMID:37424693.

[42]	Chen J, Lau G. HBV “Viral Elimination” in the Asia-Pacific region: Cur-
rent status and challenges. Clin Liver Dis (Hoboken) 2024;23(1):e0132. 
doi:10.1097/CLD.0000000000000132, PMID:38455235.

[43]	Ford N, Scourse R, Lemoine M, Hutin Y, Bulterys M, Shubber Z, et al. 
Adherence to Nucleos(t)ide Analogue Therapies for Chronic Hepatitis B 
Infection: A Systematic Review and Meta-Analysis. Hepatol Commun 
2018;2(10):1160–1167. doi:10.1002/hep4.1247, PMID:30288470.

[44]	Hsu YC, Wu JL, Tseng CH, Nguyen MH, Lin CW, Hung CL. Severe Acute 
Exacerbation After Cessation of Nucleos(t)ide Analog for Chronic Hepatitis 
B: A Real-World Study of Routine Practice. Clin Gastroenterol Hepatol 2022; 
20(6):1413–1415.e3. doi:10.1016/j.cgh.2021.08.037, PMID:34464721.

[45]	Hwang EG, Jung EA, Yoo JJ, Kim SG, Kim YS. Risk of dyslipidemia in chronic 
hepatitis B patients taking tenofovir alafenamide: a systematic review and 
meta-analysis. Hepatol Int 2023;17(4):860–869. doi:10.1007/s12072-
023-10528-7, PMID:37099248.

http://www.ncbi.nlm.nih.gov/pubmed/26563120
https://doi.org/10.1111/jvh.13511
http://www.ncbi.nlm.nih.gov/pubmed/33797145
https://doi.org/10.3390/ijerph16162878
http://www.ncbi.nlm.nih.gov/pubmed/31408961
https://doi.org/10.3390/v15051212
https://doi.org/10.3390/v15051212
http://www.ncbi.nlm.nih.gov/pubmed/37243297
https://doi.org/10.1007/s12072-023-10597-8
http://www.ncbi.nlm.nih.gov/pubmed/37907721
https://doi.org/10.3760/cma.j.issn.1007-3418.2016.10.005
https://doi.org/10.3760/cma.j.issn.1007-3418.2016.10.005
http://www.ncbi.nlm.nih.gov/pubmed/30704229
https://doi.org/10.1016/j.jhep.2018.01.037
http://www.ncbi.nlm.nih.gov/pubmed/29452204
https://doi.org/10.3760/cma.j.issn.1007-3418.2019.08.004
http://www.ncbi.nlm.nih.gov/pubmed/31594077
https://doi.org/10.1016/S0140-6736(22)01468-4
http://www.ncbi.nlm.nih.gov/pubmed/36774930
https://doi.org/10.3748/wjg.v29.i16.2479
http://www.ncbi.nlm.nih.gov/pubmed/37179582
https://doi.org/10.14218/JCTH.2021.00151
https://doi.org/10.14218/JCTH.2021.00151
http://www.ncbi.nlm.nih.gov/pubmed/35528978
https://doi.org/10.14218/JCTH.2023.00272
http://www.ncbi.nlm.nih.gov/pubmed/38161505
https://doi.org/10.1007/s10620-021-07009-y
https://doi.org/10.1007/s10620-021-07009-y
http://www.ncbi.nlm.nih.gov/pubmed/34008117
https://doi.org/10.1038/ajg.2009.248
http://www.ncbi.nlm.nih.gov/pubmed/19491836
https://doi.org/10.1016/j.jhep.2007.07.022
http://www.ncbi.nlm.nih.gov/pubmed/17928090
https://doi.org/10.1007/s12072-021-10153-2
https://doi.org/10.1007/s12072-021-10153-2
http://www.ncbi.nlm.nih.gov/pubmed/33638049
https://doi.org/10.1053/j.gastro.2016.07.012
http://www.ncbi.nlm.nih.gov/pubmed/27453547
https://doi.org/10.1016/j.jhep.2016.02.021
https://doi.org/10.1016/j.jhep.2016.02.021
http://www.ncbi.nlm.nih.gov/pubmed/27084040
https://doi.org/10.1001/jama.295.1.65
http://www.ncbi.nlm.nih.gov/pubmed/16391218
https://doi.org/10.1136/gutjnl-2017-314904
https://doi.org/10.1136/gutjnl-2017-314904
http://www.ncbi.nlm.nih.gov/pubmed/29055908
https://doi.org/10.1097/HC9.0000000000000011
https://doi.org/10.1097/HC9.0000000000000011
http://www.ncbi.nlm.nih.gov/pubmed/36691962
https://doi.org/10.1136/gutjnl-2020-321309
http://www.ncbi.nlm.nih.gov/pubmed/33239344
https://doi.org/10.1053/j.gastro.2012.06.009
http://www.ncbi.nlm.nih.gov/pubmed/22710188
https://doi.org/10.1053/j.gastro.2016.09.037
http://www.ncbi.nlm.nih.gov/pubmed/27702559
https://doi.org/10.1016/j.cld.2023.05.001
http://www.ncbi.nlm.nih.gov/pubmed/37778772
https://doi.org/10.1016/j.gastrohep.2022.05.014
http://www.ncbi.nlm.nih.gov/pubmed/35700836
https://doi.org/10.3760/cma.j.cn501113-20220209-00060
https://doi.org/10.3760/cma.j.cn501113-20220209-00060
http://www.ncbi.nlm.nih.gov/pubmed/35359064
https://doi.org/10.3969/j.issn.1001-5256.2022.06.011
https://doi.org/10.1002/hep.27889
https://doi.org/10.1002/hep.27889
http://www.ncbi.nlm.nih.gov/pubmed/25963803
https://doi.org/10.1111/jvh.13185
https://doi.org/10.1111/jvh.13185
http://www.ncbi.nlm.nih.gov/pubmed/31332935
https://doi.org/10.1002/hep4.2064
http://www.ncbi.nlm.nih.gov/pubmed/36004713
http://www.ncbi.nlm.nih.gov/pubmed/26225396
https://doi.org/10.1002/hep4.1875
http://www.ncbi.nlm.nih.gov/pubmed/34894108
https://doi.org/10.1016/j.lanwpc.2023.100738
http://www.ncbi.nlm.nih.gov/pubmed/37424693
https://doi.org/10.1097/CLD.0000000000000132
http://www.ncbi.nlm.nih.gov/pubmed/38455235
https://doi.org/10.1002/hep4.1247
http://www.ncbi.nlm.nih.gov/pubmed/30288470
https://doi.org/10.1016/j.cgh.2021.08.037
http://www.ncbi.nlm.nih.gov/pubmed/34464721
https://doi.org/10.1007/s12072-023-10528-7
https://doi.org/10.1007/s12072-023-10528-7
http://www.ncbi.nlm.nih.gov/pubmed/37099248

	﻿﻿Abstract﻿

	﻿﻿﻿﻿Introduction﻿

	﻿﻿﻿How far are we from treating all patients with detectable HBV DNA?﻿

	﻿﻿﻿Antiviral treatment is recommended for HBV DNA-positive patients over 30 years old﻿

	﻿﻿﻿Antiviral treatment is recommended for HBV DNA-positive patients under 7 years old﻿

	﻿﻿﻿Antiviral treatment is recommended for at-risk HBV DNA-positive adult patients﻿

	﻿﻿﻿Early initiating treatment of patients with HBeAg-positive chronic HBV infection remains controversial﻿


	﻿﻿﻿﻿How far are we from treating all patients with positive HBsAg﻿

	﻿﻿Treating individuals with positive HBsAg has been recommended for special populations﻿

	﻿﻿﻿Antiviral therapy is recommended for patients with compensated cirrhosis regardless of HBV DNA levels﻿

	﻿﻿﻿﻿Treating all HBsAg-positive patients helped reduce HBV-related mortality and showed good cost-effectiveness﻿


	﻿﻿﻿﻿The “Treat-all” strategy is still widely debated﻿

	﻿﻿﻿Conclusion﻿

	﻿﻿﻿﻿﻿Acknowledgments﻿

	﻿﻿﻿Funding﻿

	﻿﻿﻿Conflict of interest﻿

	﻿﻿﻿Author contributions﻿

	﻿﻿﻿References﻿


