
28-29 April 2015
Manila, Philippines

Meeting Report

Initial Member State Consultation on the Draft  
Regional Action Plan for Viral Hepatitis 

in the Western Pacific



RS/2015/GE/04(PHL)�

WORLD HEALTH ORGANIZATION 

REGIONAL OFFICE FOR THE WESTERN PACIFIC 

MEETING REPORT 

INITIAL MEMBER STATE CONSULTATION ON THE DRAFT REGIONAL ACTION 
PLAN FOR VIRAL HEPATITIS IN THE WESTERN PACIFIC 

Convened by: 

WORLD HEALTH ORGANIZATION 
REGIONAL OFFICE FOR THE WESTERN PACIFIC 

Manila, Philippines 

28–29 April 2015 

Not for sale 

Printed and distributed by: 

World Health Organization 
Regional Office for the Western Pacific 

Manila, Philippines 

  



NOTE 

The views expressed in this report are those of the participants of the Initial Member State 
Consultation on the Draft Regional Action Plan For Viral Hepatitis in the Western Pacific and do not 
necessarily reflect the policies of the conveners. 

This report has been prepared by the World Health Organization Regional Office for the Western 
Pacific for Member States in the Region and for those who participated in the Initial Member State 
Consultation on the Draft Regional Action Plan For Viral Hepatitis in the Western Pacific in Manila, 
the Philippines from 28 to 29 April 2015.
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SUMMARY 

The World Health Organization (WHO) Regional Office for the Western Pacific convened the first 
Member State Consultation on the Draft Regional Action Plan for Viral Hepatitis in the Western 
Pacific Region in Manila, the Philippines from 28 to 29 April 2015. The consultation was attended by 
70 participants including representatives from Australia, China, Japan, Kiribati, the Lao People's 
Democratic Republic, Malaysia, Mongolia, the Philippines, the Republic of Korea and Viet Nam. 
Fourteen temporary advisors, observers and members of the WHO Secretariat also participated.  

The objectives of the meeting were to discuss the status of comprehensive regional action on viral 
hepatitis, review and agree on the first Regional Action Plan for Viral Hepatitis in the Western 
Pacific, and discuss implementation issues including funding, which impacts the regional action plan. 

The Western Pacific Region has a high burden of viral hepatitis and related liver disease. The  Region
carries one third of the global burden of viral hepatitis, and is where most deaths from hepatitis occur. 
Major progress has been made with immunization but measures to improve awareness, surveillance, 
prevention and management are needed. To address the enormous burden of morbidity and mortality 
from viral hepatitis, the Regional Office for the Western Pacific developed the Regional Action Plan 
for Viral Hepatitis in line with the Global Health Sector Strategy for Viral Hepatitis, which is 
currently under consultation.  

The regional consultation consisted of eight sessions. The first six sessions involved presentations and 
discussion related to the global strategy and regional action plan, national action plans, hepatitis 
screening, care and treatment, data systems and stopping transmission. In the seventh session, 
participants were divided into smaller groups to discuss the targets and milestones of the regional 
action plan, while recommendations developed from the consultation were presented, discussed and 
agreed upon in the eighth session. 

Recommendations were made to the WHO Regional Office for the Western Pacific and to Member 
States. Recommendations to Member States were made in the five priority action areas of the draft 
regional action plan: 

1) Broad-based advocacy and awareness 
2) National policy 
3) Data and surveillance 
4) Prevention 
5) Screening, care and treatment 

The draft Regional Action Plan for Viral Hepatitis in the Western Pacific 2016–2020 was revised and 
updated in accordance with the consultation discussion and recommendations. It will be disseminated 
to all Member States for virtual consultation in 2015 in the lead up to consideration for endorsement 
by the sixty-sixth session of the Regional Committee for the Western Pacific in October 2015. 





1. INTRODUCTION 

The Western Pacific Region carries one third of the global burden of chronic viral hepatitis. Progress 
has been made in preventing transmission of hepatitis B and protection of new birth cohorts through 
immunization. However, vaccination coverage in some Member States remains suboptimal and there 
is ongoing transmission of both hepatitis B and C. Therefore, a high burden of liver disease remains. 
Safe, cost-effective antiviral treatments are now available, but delivery mechanisms that ensure 
equitable access need to be established.  

The World Health Assembly endorsed two resolutions regarding viral hepatitis: WHA63.18 in 2010, 
and WHA67.6 in 2014. These call for Member States to develop and implement multisectoral national 
strategies for preventing, diagnosing and treating viral hepatitis based on the local epidemiological 
context, and for WHO to support these efforts. The Global Health Sector Strategy for Viral Hepatitis 

2016–2021 positions the viral hepatitis response in the post-2015 health and development agenda 
within the three dimensions of universal health coverage. The draft Regional Action Plan for Viral 
Hepatitis in the Western Pacific was developed in line with the Global Health Sector Strategy for 
Viral Hepatitis following consultation and feedback from regional experts and affected communities.  

The Initial Member State Consultation on the Draft Regional Action Plan for Viral Hepatitis in the 
Western Pacific was held in Manila, the Philippines from 28 to 29 April 2015. The agenda for the 
two-day meeting is available at Annex 1, and the list of participants is available at Annex 2. The 
consultation consisted of eight sessions. The first six sessions involved presentations and discussion 
related to the global strategy and regional action plan, in addition to national action plans and hepatitis 
screening, care and treatment. In the seventh session, participants were divided into smaller groups to 
discuss targets and milestones of the regional action plan, while recommendations developed from the 
consultation were presented, discussed and agreed upon in the eighth session. 

1.1 Objectives 

1) to review the status of comprehensive regional action on viral hepatitis; 
2) to review and agree on the first Regional Action Plan for Viral Hepatitis in the Western 

Pacific Region; and 
3) to discuss implementation issues including funding which impacts the regional action plan. 

1.2 Organization 

Seventy participants attended the meeting: 17 senior clinicians and public health professionals from 
countries around the Region, 14 temporary advisors, 16 observers, 12 staff from the WHO Regional 
Office for the Western Pacific, seven staff from WHO country offices, two staff from WHO 
headquarters and one from the United States Centers for Disease Control and Prevention (US CDC). 

1.3 Opening remarks 

Dr Ying-Ru Lo, the Team Leader for the HIV, Hepatitis and Sexually Transmitted Infection Unit of 
the WHO Regional Office for the Western Pacific delivered the opening remarks. Dr Lo was also the 
responsible officer for the meeting. She welcomed participants, introduced the meeting objectives and 
invited participants to introduce themselves. 

2. PROCEEDINGS 

2.1 Session 1: introduction 

2.1.1 Update on the Global Hepatitis Programme: where are we today? 

Dr Stefan Wiktor provided a review of the global disease burden of chronic viral hepatitis and the 
Global Health Sector Strategy for Viral Hepatitis. Annual deaths from viral hepatitis outnumber those 
from other major diseases. The Global Health Sector Strategy for Viral Hepatitis focuses on hepatitis 
B and C infections, as the majority of  deaths occur due to hepatocellular carcinoma and cirrhosis 
related to chronic hepatitis B and C (1). More deaths occur in the Western Pacific than any other 
region. 



2 

The tools required to prevent and treat hepatitis B and C are available, but many are underutilized. 
More than 90% of children in the Region receive three doses of the hepatitis B virus (HBV) vaccine, 
however birth dose coverage is limited (2). Safe blood is widely available, but there are still 39 
countries without universal testing of blood. There are insufficient infection control and harm 
reduction practices in some countries and very low treatment coverage in most (3). Safe and effective 
treatment is available, but prices remain a great challenge. National hepatitis action plans provide a
mechanism to mobilize support and funding. Globally, 22 Member States have national hepatitis 
action plans. WHO is acting to improve access to therapy at each step of the treatment cascade. This 
includes: increasing awareness through promoting World Hepatitis Day; supporting countries to 
improve data; reducing testing barriers through prequalification of diagnostics and testing guidelines, 
treatment guidelines and prequalification of generic medicines; and advocacy and technical assistance 
for improved treatment access.  

The global strategy is being developed for consideration by the Sixty-ninth World Health Assembly in 
May 2016. It will guide actions to meet ambitious global 2030 targets based on a vision of 
elimination. The 2030 elimination targets for consultation were presented. They are: (1) 90% 
reduction in hepatitis B and 70% reduction in hepatitis C incidence; (2) 60% reduction in mortality 
due to hepatitis B and C; (3) more than 90% HBV infant vaccination coverage, 80% birth dose 
vaccination coverage and a 90-90-90 treatment cascade for HBV; and (4) 75% reduction in risk of 
medical exposure to the hepatitis C virus (HCV), 50% harm reduction access and 90-90-90 HCV 
treatment cascade. Achieving these targets will require scaling up immunization and other approaches 
to eliminate mother-to-child transmission, universal access to safe blood, injection and other harm 
reduction practices, significant investment in surveillance, and scaling up of treatment and 
innovations. An overall health-systems approach to addressing viral hepatitis requires the 
establishment of strong links between hepatitis intervention and other diseases. The four strategic 
directions of the global strategy are: 

1. Essential quality services and interventions 
2. Achieving impact and equity: populations and locations 
3. Innovation for acceleration 
4. Finance for sustainability 

Dr Wiktor invited participants to review and comment on the global strategy at the WHO website and 
to attend the World Hepatitis Summit 2015 in Glasgow in September 2015.  

2.1.2 WHO’s regional role in hepatitis in the Western Pacific: an update 

Dr Ying-Ru Lo presented a summary of the regional burden of hepatitis and actions in the Region to 
date. The majority of viral hepatitis-related deaths in the Region are due to liver cancer and cirrhosis. 
The Region was the first to establish a hepatitis B control goal of less than 1% HBV among children 
under 5 years by 2017. More than 20 countries have already reached this goal, 12 of which have been 
verified. There remains, however, an urgent need to further build on this success. Many people were 
chronically infected before immunization and children continue to acquire infection. Nosocomial 
transmission continues while key populations and health-care workers remain unimmunized in many 
areas. In addition, screening, diagnosis and treatment of hepatitis are not being addressed. The 
Regional Office for the Western Pacific has a key role to play in developing a comprehensive 
response. Actions undertaken in the Region so far include stakeholder consultations, disease burden 
estimates, an investment case in China, and surveillance surveys. Two systematic reviews are 
currently underway investigating the optimization of the screening, care and treatment cascade, and 
the chronic hepatitis treatment burden in the Region. Initial steps have been taken toward integrated 
prevention of mother-to-child transmission of HIV, syphilis and hepatitis B in China, Fiji and Viet 
Nam.  

Key regional activities planned over the next three years include the development of the regional 
action plan, a national action plan for China, and country demonstration projects for Mongolia and 
Viet Nam. Key challenges include the mismatch between funding for hepatitis and its disease burden 
and deaths. Other issues include the absence of national coordinating bodies for comprehensive 
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action, the lack of quality data, the specialized nature of services and the high cost of drugs and 
diagnostics. WHO aims to take a public health approach to prevent liver cirrhosis and cancer through 
prevention and treatment of hepatitis B and C, while building on the success of hepatitis B vaccination 
and lessons learnt from HIV. Achievement of this goal will require costed and resourced action plans 
with definitive focal persons or mechanisms for national coordination. External seed funding to 
support initial action at country level and a fiscal space for viral hepatitis prevention and treatment 
beyond immunization would also facilitate such success. 

2.1.3 The place of hepatitis in universal health coverage frameworks 

Dr Rasul Baghirov presented an overview of health system concerns in disease-specific programmes, 
considering the place for prevention and management of viral hepatitis in universal health coverage. A 
health-systems approach to hepatitis emphasizes that guidelines and protocols for safe and effective 
care should be updated and followed by all service providers, and should include sufficient attention 
to prevention. Individuals, families and communities should be engaged in hepatitis service planning 
and delivery, and hepatitis programmes should be integrated into mainstream health service delivery.  

The three main dimensions for universal health coverage are: access to good quality services; 
financial protection; and equity. The draft Regional Action Plan for Viral Hepatitis in the Western 

Pacific 2016–2020 is strong on universal health coverage in several areas. The two most prominent 
ones being: priority area 1.1 – empowering communities and providers by decreasing ignorance about 
viral hepatitis, and priority area 2.1 – linking the national action plan programmatically to other key 
strategies and disease action plans, including HIV. Two areas identified for further attention are: 
potential gains through better efficiency, particularly by using existing resources more efficiently; and 
the concept of "people-centred care". This idea could be expressed as a need to reorient health care, 
from being disease-focused to being holistic, safe and respectful. Further emphasis on programme 
resilience and sustainability was also recommended.  

2.1.4 Discussion 

Participants discussed the importance of a coordinated and integrated approach to viral hepatitis. The 
global strategy was developed in collaboration with the health system team using a universal health 
coverage approach. This was to emphasize that viral hepatitis would not be a vertical programme, but 
would be placed within a system that ensures maximum integration. Some participants felt there was 
not enough emphasis on integration in the regional action plan. Integration is considered essential in a 
global environment, particularly given financial constraints. The importance of staying focused on 
viral hepatitis upon integration with existing programmes was also highlighted. 

Improving links between prevention and treatment of viral hepatitis and liver cancer was suggested. 
The participants recognized that liver cancer is widely understood to be a major cause of mortality in 
many countries, and the nexus between cancer control and viral hepatitis policies could be explored in 
a variety of settings to drive hepatitis policies further. Recommendations for hepatitis prevention and 
treatment could be framed in terms of prevention of hepatocellular carcinoma.  

2.2 Session 2: Regional Action Plan for Viral Hepatitis 

2.2.1 Country action plan example: Mongolia 

Dr Narangerel Dorj presented an overview of the burden of viral hepatitis in Mongolia and 
achievements towards a comprehensive national programme on viral hepatitis. All types of hepatitis 
are endemic in Mongolia and mortality due to liver cancer is very high. Hepatitis B surface antigen 
(HBsAg) prevalence was 10.6% in 2013 and 11.8% in 2008, while hepatitis C antibody prevalence 
was 11% in 2013 and 15.6% in 2008. Hepatitis D is highly endemic among individuals with chronic 
HBV infection. Of an estimated 200 000 people living with chronic hepatitis B, an estimated 56 614 
are indicated for treatment according to WHO guidelines, and of 200 000 living with chronic 
hepatitis C, an estimated 52 500 are indicated for treatment. HBV vaccination coverage is more than 
95% for newborns, and in 2010 HBsAg seroprevalence was 0.53% among children aged 4–6 years, 
reaching the regional goal for hepatitis B immunization. In 2013, there was reportedly 80% coverage 
of a two-dose HBV vaccination in health-care workers.  
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The National Strategy on Viral Hepatitis 2010–2015 has been successfully implemented. In 
September 2014 and January 2015, the WHO Regional Office for the Western Pacific, in 
collaboration with the US CDC conducted an assessment of the situation of viral hepatitis in 
Mongolia. A prelimary draft of the National Strategy on Viral Hepatitis Prevention and Control 

2016–2020 was discussed. An expert group was convened to develop and cost a national programme 
on hepatitis prevention, diagnosis and treatment. The new national programme will be discussed and 
approved by the Prime Minister’s cabinet. Challenges in this process include frequent changes at 
technical and decision-making levels of government and fiscal constraints. 

2.2.2 Country action plan example: Japan 

Dr Noriko Oza presented an overview of chronic viral hepatitis and hepatitis programmes in Japan. 
Most viral hepatitis in Japan is caused by hepatitis B and C. It is estimated that 1.1–1.2 million people 
are living with hepatitis B and 1.0–1.5 million people are living with hepatitis C.1 To tackle this 
situation, in 2009 Japan created a policy to combat viral hepatitis. Based on this policy, the Ministry 
of Health, Labour and Welfare has been promoting comprehensive control measures along five key 
strategies: 1) provide subsidies for hepatitis treatments; 2) facilitate hepatitis testing; 3) develop a 
treatment and consultation system for hepatitis; 4) prepare and disseminate accurate information to the 
public; and 5) ensure further hepatitis-related research. A budget of US$ 140 million has been 
allocated to comprehensive control measures for hepatitis in 2017. 

The goal of subsidies for hepatitis treatments is for the public medical insurance system to cover most 
of the expense, with central and local governments each contributing a portion. This will leave a 
maximum residual out-of-pocket payment to patients of US$ 84 or US$ 168 in higher income groups. 
Hepatitis testing will be the responsibility of prefectures and municipalities, with funding from both 
national and local governments. Testing activities will take place at a number of local health centres 
and contracted medical institutions, with no out-of-pocket expenses involved. Consultations and 
treatments are provided at regional core centres in each prefecture, with expert services provided at 
specialized institutions. A central hepatitis information centre conducts training workshops and assists 
regional and specialized centres. Preparation and dissemination of accurate information about 
hepatitis to schools, offices and communities across Japan aims to increase testing and prevent new 
infections. Japan Hepatitis Day is held on 28 July, with celebrities supporting related campaigns. Part 
of the budget is allocated to promoting and facilitating practical and policy research. It is recognized 
that each method alone is not sufficient and a coordinated health-systems approach is required to 
address hepatitis.  

2.2.3 Country action plan example: Australia 

Professor Stephen Locarnini presented Australia’s hepatitis national action plan. Dr Ben Cowie spoke 
about indicators and targets. In Australia, there is a high rate of successful diagnosis of hepatitis, but a 
low treatment access rate. Some 207 000 people are estimated to be infected with hepatitis B and 
230 000 with hepatitis C. People born overseas and Indigenous Australians are at particular risk of 
hepatitis B. Hepatitis C infections continue almost solely through injecting drug use. There have been 
increased liver cancer deaths in Australia, 22% of which are related to hepatitis C.  

Several states in Australia have had hepatitis C strategies since 1996 and in 1999 the first national 
hepatitis C strategy was developed. In 2010, the first National Hepatitis B Strategy was launched, 
with a further strategy developed for 2014–2017. The goals of the strategies are to reduce the 
transmission of hepatitis, lessen the associated morbidity and mortality, and minimize its personal and 
social impact. The principles of partnerships, human rights, access and equity have guided the 
process. Prevention efforts have involved needle, syringe and vaccination programmes, and a national 
testing policy. Efforts have been made to improve access to treatment, and to provide health-
promoting information and emotional support to people living with hepatitis. A critical difference in 
the most recent action plans is the introduction of targets and indicators. Currently, 55% of people 

                                                      
1 Estimate based on the report from the ‘Urgent project of hepatitis’ supported by a Grant-in-Aid for Scientific Research from the Ministry 
of Health, Labour and Welfare (J. Tanaka group) in 2014. 
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with hepatitis B are diagnosed, and treatment uptake is around 5%. Targets include reaching 80% 
diagnosed over the next two years and tripling treatment uptake to 15%. Other targets are a reduction 
in hepatitis C incidence by 50%, and a 50% increase in the number of people receiving antiviral 
treatment each year. Specific indicators include the development of hepatitis B and C registries, the 
proportion of people prescribed antiviral therapy, and per capita distribution of needle and syringe 
programmes as a measure of harm reduction. Goals can be achieved by working in effective 
partnerships.  

2.2.4 Implementing national action on hepatitis: examples from Egypt and Georgia 

Dr Francisco Averhoff presented the development of national action plans for hepatitis in Egypt and 
Georgia. Egypt has one of  the highest prevalence rates of HCV globally. Some 10% of the general 
population are estimated to be HCV viraemic, with approximately 6 million people living with HCV 
in 2008. The prevalence of HBV is 2–4%. The high HCV prevalence is associated with a parenteral 
antischistomal treatment programme from the 1960s to 1980s. Awareness of hepatitis among the 
general population and the Government is high. It has been said that, “hepatitis is [Egypt’s] AIDS 
epidemic”. In 2007, sanctioned by prominent professors, the National Committee for Control of Viral 
Hepatitis (NCCVH) was established by the Ministry of Health, and a National Control Strategy 
(2008–2012) was developed. This focused on access to treatment, with 30% of the Ministry of Health 
curative sector budget (US$ 100 million per year) allocated to hepatitis treatment. Some 200 000 
people were treated over this time resulting in 100 000 cures, but there were also 600 000 new HCV 
infections (4). A programme review organized by WHO with an international technical advisory 
group in 2012 found that prevention had been inadequately funded and that the preventive sector had 
not been engaged. Recommendations were made to develop a comprehensive and coordinated action 
plan with a focus on prevention. The Plan of Action was launched in 2014 with strong leadership 
from the Minister of Health, as well as the NCCVH and its established task forces. It has been 
characterized as a multi-sector engagement with international support and government funding. The 
Plan of Action for 2018 includes a surveillance, prevention and communication strategy, expanded 
treatment access for 100 000 to 300 000 people per year, and the lowest global price secured for a 
new generation of antivirals (US$ 900 per course of sofosbuvir, with minimal cost to patients). A 
demonstration project is being undertaken in Aswan Governorate, prior to full implementation of the 
Plan of Action.  

The HCV prevalence rate among the general population of Georgia was found to be 6.7%, according 
to a Tbilisi population-based survey in 2000–2002. The prevalence among certain risk groups was 
much higher. Georgia was targeted for HCV elimination as it is a small country with a population less 
than five million, and it has a large HCV burden. There was high public demand and advocacy for 
action, as many families were affected. The Government was also highly motivated and engaged in 
negotiations for price reductions for antivirals. There was support from the Global Fund to Fight 
AIDS, Tuberculosis and Malaria (Global Fund) for treatment of those coinfected with HIV and HCV, 
and capacity to provide and scale-up treatment. In 2014, a country review with national stakeholders 
and academic partners took place with discussion on disease burden and epidemiology, treatment 
capacity and access, and feasibility of elimination. An elimination plan is now in place in Georgia, in 
its first phase. Phase one involves reducing morbidity and mortality by treating people with severe 
HCV-associated liver disease at no cost to patients, while building a knowledge base for an expanded 
treatment programme and developing a broader elimination plan. Phase two will involve HCV 
elimination, with interventions to prevent new infections, surveillance, and expansion of access to 
treatment for all HCV-infected people at no cost to patients. 

The success of actions in Egypt and Georgia relied on several key features:  

1) A significant and recognized burden of disease, with community demand for action from 
government 

2) A motivated government, with high-level involvement and investment in the programme 
3) Access to treatment. The existence of a treatment programme allows for negotiation 
4) Partnerships across sectors, with input from community and advocacy groups, academia and 

industry 
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5) Support from WHO and CDC 

2.2.5 Discussion: how to move from data to policy and programming 

Discussion focused on challenges, particularly political challenges, faced in Mongolia in the 
implementation of the hepatitis programme. Some issues, common to many countries, included the 
government changing every four years, government budget constraints and competing issues. Almost 
every family in Mongolia is affected by hepatitis and there is intense media coverage and public 
interest surrounding  the issue. The genesis of the collaboration between Mongolia, WHO and 
US CDC was discussed as countries need technical assistance in their attempts to construct action 
plans. Given the importance of hepatitis as a major public health issue in Mongolia, the Ministry of 
Health requested assistance from WHO. Following the Mongolian strategy 2010–2015, a new strategy 
needs to be developed – WHO and US CDC were asked to assist with this task. Other countries are 
invited to request WHO assistance to develop their action plans.  

The presence of a motivated government that can request assistance from US CDC and WHO, a civil 
society action group, and support from a pharmaceutical company are all crucial elements highlighted 
among countries which have been successful in setting up hepatitis programmes. The involvement of 
the community in action plans was also discussed. In Georgia, the affected community was heavily 
involved in advocacy. In Egypt hepatitis is a pan-societal issue, with a high level of general 
community support for interventions. Stigma and discrimination in the context of achieving 
government support was also discussed. These two factors impact the willingness of politicians to act,
as well as the efficacy of a programme in reaching affected populations. If stigma and discrimination 
is not addressed, it is likely that barriers to screening, testing and treatment will remain.  

2.3 Session 3: national action plans and hepatitis programming 

2.3.1 Regional Director remarks 

Dr Shin Young-soo, Regional Director of the WHO Regional Office for the Western Pacific thanked 
the ZeShan Foundation for its support, and welcomed participants. Dr Young-soo told Member States 
that this was an amazing moment. He said the Region had implemented successful vaccination 
programmes over the last 10 years, but 8–10% of the adult population remained chronically infected 
with hepatitis in some areas. Dr Young-soo told Member States that WHO would work hard on their 
behalf towards eliminating hepatitis C and reducing the great burden of hepatitis B.  

2.3.2 Planning national action in China 

Dr Wang Xiaochun presented the investment case for a national action plan in China. In China, 
90 million people have chronic hepatitis B (CHB), 28 million of whom are estimated to need 
treatment. A further 10 million have chronic hepatitis (CHC), 2.5 million of whom meet criteria for 
priority treatment. In 2013, 85% of reported hepatitis cases were HBV and 10% HCV. Liver cancer is 
among the top causes of cancer morbidity and death (5). There is already a significant amount of 
money being spent in China, with a large amount of spending on suboptimal treatment regimens and 
on hepatic cancer treatment. The total cost per year is estimated at US$ 26 billion by a recent analysis 
of hepatitis treatment in China (unpublished). 

The current strategy largely involves prevention through safe blood, universal precautions, safe 
medical and non-medical injecting practices, and HBV vaccination with coverage of more than 90% 
of infants. A country-led investment case for prevention and treatment is currently underway and will 
involve a modelling process. Although optimizing prevention through high infant and birth dose, 
vaccine coverage is important, It is recognized that only treatment can reduce deaths in the short term. 
To move towards HCV elimination, a combination of harm reduction for people who inject drugs 
(PWID) and treatment for all patients is needed. Economic evaluation to support policy action has 
involved a cost-effectiveness analysis, a costing analysis and a budget impact analysis. The cost-
effectiveness analysis predicts a significant reduction in numbers of people with cirrhosis by 2020, 
and a significant reduction in hepatocellular carcinoma (HCC) and mortality related to liver disease 
by 2035 with new direct acting antivirals. The way forward will involve defining standardized 
packages of care, developing clear guidance and protocols to deliver care, with a phased approach to 



7 

meet targets, and working with price negotiations and regulatory authorities to access drugs. Targets 
are yet to be defined, but if current expenditure is used rationally, 2.5 million people with hepatitis C 
could be cured and 7 million people with HBV could be properly treated. 

2.3.3 Strengthening national action for viral hepatitis in Viet Nam 

Dr Vu Ngoc Long presented on the viral hepatitis epidemic in Viet Nam, the national response and 
the National Action Plan on Viral Hepatitis 2015–2019. Viral hepatitis, largely caused by HBV and 
HCV, is the third leading cause of death in Viet Nam (1). There is a high prevalence of HBV:  6–25% 
in the general population (7). HCV is concentrated among PWID and is estimated to affect 54% of 
this group (8). An estimated 8 million people will suffer from chronic HBV infection by 2020. 

The national response on viral hepatitis has involved surveillance and prevention through HBV 
immunization, harm reduction measures and compulsory blood screening for HBV and HCV. Fewer 
than 2% of children aged 5 years were HBsAg positive in 2011 and progress is being made towards 
less than 1%. There are challenges in increasing uptake, particularly for the birth dose. Some 95% of 
PWID reported sterilized needle use at last injection and 25 233 people were receiving methadone 
maintenance in 2014. Treatment coverage has, however, been very limited, with HBV and HCV 
treatment available in large cities, but there are issues with affordability, access and diagnosis. The 
first national treatment guidelines were produced for HCV in 2013 and HBV in 2014. Health 
insurance currently reimburses HBV treatment at a standard rate (80%), but application varies 
depending on area. Reimbursement for HCV treatment is being piloted at one national hospital. More 
efforts are needed to formally develop health insurance benefit packages for hepatitis diagnosis and 
treatment. 

The final submission to the Ministry of Health for approval for the National Action Plan on Viral 

Hepatitis 2015–2019 was made in March 2015. Its general objective is to reduce transmission of viral 
hepatitis and increase access to prevention and treatment services. The five key solutions for the 
national action plan are: 1) professional and technical solutions, 2) investment solutions, 3) human 
resource development, 4) scientific research, and 5) policy development and social mobilization. 
Challenges include limited investment in the viral hepatitis response, both from external and domestic 
funding sources. There is low awareness among both health staff and patients. Expanding diagnosis 
and treatment is expensive, and there is a need for systematic surveillance, laboratory quality control 
and better coordination between the many stakeholders. The way forward will involve disseminating  
the national action plan, mobilizing funds to implement activities, generating evidence to call for 
investment and developing human resources. Progress on implementation of the national action plan 
will be monitored and shared with other countries. 

2.3.4 WHO Western Pacific Regional Action Plan for Viral Hepatitis: Comprehensive action on 

viral hepatitis 

Dr Nick Walsh presented the draft  Regional Action Plan for Viral Hepatitis in the Western Pacific 

2016–2020. The Regional Office for the Western Pacific aims to have the Regional Action Plan for 
Viral Hepatitis endorsed by Member States. The overarching approach of the regional action plan  is 
to use lessons learned in HIV to develop a public health approach to viral hepatitis. The five-year plan 
seeks to provide concrete, prioritized and actionable items for consideration by countries in 
addressing the national burden of viral hepatitis. The  focus of the plan is on chronic hepatitis B 
and C, which account for most of the mortality burden in the Region. The five priority areas of the 
regional action plan are: 1) broad-based advocacy and awareness, empowering communities by 
decreasing ignorance about viral hepatitis; 2) evidence-informed policy guiding comprehensive 
hepatitis action, with development of a national action plan; 3) data supporting the hepatitis response, 
including development of national estimates of disease and treatment burden to support the 
development of country-specific investment cases; 4) stopping transmission through immunization, a 
safe blood supply, infection control in health care settings and full harm reduction interventions for 
PWID; and 5) an accessible and effective treatment cascade. 

The overlap between the global strategy and regional action plan was also discussed. Dr Walsh 
emphasized that the  regional action plan could have near- and long-term targets and milestones. 
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Targets should include policy, incidence, mortality reduction and monitoring. Determination of 
national hepatitis screening care and treatment cascades is required for baseline assessments. 
Suggested milestones and targets for each of the five priority areas were presented. Participants’ 
attention was drawn to the suggested 12 core indicators in Annex 2 of the regional action plan, 
adapted from the proposed global hepatitis indicators. Suggested indicators for morbidity were the 
prevalence of hepatitis B infection in 5-year-old children as a proxy for incidence, and prevalence of 
viral hepatitis B and C infection in adults and children. The suggested indicator for mortality was the 
mortality rate by HCC and liver diseases, while the indicator for policy would be the development of 
a national hepatitis action plan.  

2.3.5 Recommendations of the Western Pacific Region Strategic and Technical Advisory 

Committee for Viral Hepatitis (STAC-HEP) on the Regional Action Plan for Viral Hepatitis in 

the Western Pacific 

Professor Henry Ly Chan presented recommendations from the first Western Pacific Region STAC on 
viral hepatitis on behalf of the STAC.  

2.3.6 Discussion 

Country programmes were discussed and surveillance was noted as a key aspect of national plans. 
Currently in Viet Nam, cases and deaths are reported, but classification of HBV, HCV and other 
hepatitis types is not required. There are ongoing  discussions taking place about revising the 
reporting system to include case-based reporting, as well as requests for hospitals to report lab results 
to facilitate monitoring of HBV and HCV specifically. The investment case in China was discussed. 
The work done has focused on China as a whole, but the intention is to first select provinces to work 
with in more detail. Initially, the focus is on hepatitis B, particularly among those with more severe 
disease for treatment. The process for direct acting antivirals was discussed—all new drugs must 
undergo clinical trials in China regardless of whether or not they have gone through the process 
elsewhere. Under the current system, the evaluation of new drugs by the Centre for Drug Evaluation 
takes 12 to 18 months. 

Participants inquired about the consultation process for the Regional Action Plan for Viral Hepatitis. 
The plan was shared within WHO and with key experts in the Region prior to the current consultation. 
Continued virtual consultation will take place over the next few months. Recognizing that hepatitis B 
is a social and educational issue, participants suggested extending the consultation to other sectors, 
with involvement of the International Labour Organization and national education ministries. It was 
noted that prevention of mother-to-child transmission was not in the draft regional action plan or 
global strategy. Concern was voiced that this could slow progress in integrating prevention of mother-
to-child transmission into plans; it will be important to respond rapidly to emerging evidence. There is 
currently a lack of evidence, but trials are ongoing and likely to be available in the near future. The 
target for elimination of transmission does encompass this, and there is flexibility in the Regional 
Action Plan for Viral Hepatitis to develop this area. The next Expert Resource Panel could discuss 
this further, and it could become the next step for countries where the birth dose is more than 90% to 
progress towards zero transmission.  

Member States were asked for their views on the ambitious global targets. There were differing views 
on their feasibility. Some suggested 90% was an unrealistic target for countries such as Papua New 
Guinea, with fewer resources, no hepatologists and very low birth dose. It was noted that despite 
access to treatment in Australia, only 5% of people are currently on treatment. It was also pointed out 
that not all people with hepatitis require treatment, so the target of 90% is only for those eligible for 
treatment. For example, in Mongolia 11% of the population is HBsAg positive, but only 50 000 meet 
criteria for treatment prioritization. Participants thought ambitious targets would attract stakeholder 
attention and serve as a message to countries that action is urgently required. Therefore, this was also 
seen as a tool  to promote action. Examples that were given included: the HIV response was 
transformed with the HIV goals, and hepatitis B immunization targets have seen countries progress 
with immunization. Difficulties in percentage targets were discussed along with the possibility of 
looking at numbers rather than percentages. At country level, the 90-90-90 target would be translated 
into numbers, with each country deciding on its own cascade. It was recommended that Member 
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States engage governments in discussion and provide feedback to WHO. At this time people living 
with hepatitis were unwilling to access testing and treatment due to stigma and discrimination, and if 
this was not addressed there was no way that targets would be reached.  

2.4 Session 4: Screening, care and treatment 

2.4.1 Update on WHO Treatment Guidelines 

Dr Stefan Wiktor presented the considerations in developing treatment guidelines including: a lack of 
awareness of treatment needs; that most people are not diagnosed; the complexity of the diagnosis and 
assessment cascade; and the often long periods of time between diagnosis and treatment. The rapidly 
changing therapeutic landscape, and the high cost and limited access to medications contribute to the 
challenge. There are significant health system requirements for a scale-up of hepatitis treatment. 
Guidelines provide recommendations along the continuum of care, from awareness and testing to 
referral, disease stage assessment, treatment and monitoring. Testing is a critical gap. Questions about 
who should undergo testing, and what screening approaches and assays should be used, are often 
unclear as WHO guidelines are aimed at national programme managers rather than treating clinicians. 
In low- and middle-income countries where there is poor access to liver biopsy and HBV DNA 
testing, this issue is particularly problematic. An evidence-based grade approach was used in 
developing the guidelines. It considered resource constraints, equity and feasibility, with an 
underlying public health approach rather than individualized treatment.  

A summary of HCV (9) and HBV (10) guideline recommendations was presented. Many new HCV 
treatments are likely to become available over the next two years, and there is a planned update to the 
HCV treatment recommendations in 2015. This change will likely include new medicines and 
combinations. The 2015 hepatitis B and C testing guidelines consist of recommendations on who to 
screen based on impact modelling, cost and cost effectiveness of different testing strategies in the 
general population and risk groups, and how to screen based on a systematic review.  

2.4.2 Hepatitis B screening, care and treatment in China 

Professor Jia Jidong presented on hepatitis B in China. Thanks to the successful universal vaccination 
programme, the prevalence of HBsAg has declined significantly in China, from 9.75% to 7.18% (11). 
However, the HBV-related disease burden is still high. There is no specific national programme for 
hepatitis B. The facilities and reagents for measuring serological markers and HBV DNA, staging 
fibrosis, identifying and monitoring cirrhosis and HCC are not available or affordable in rural areas or 
economically under-privileged western areas of China. There is limited availability of fibroscan, and 
HBV DNA assay is currently available in less than one third of secondary hospitals in China. 
Antiviral drugs for HBV can be partially reimbursed by basic social medical insurance for employees 
and urban residents, but there is little insurance coverage for rural residents. There is significant 
inconsistency in training for health providers who treat hepatitis, and a residency programme has 
recently been established. The treatment rate of CHB is increasing but still low (less than 30%) and 
the preferred optimal therapies are used by less than half of patients eligible for treatment – according 
to the chronic hepatitis database managed by Dr Jidong at Beijing Friendship Hospital – mainly due to 
the cost and limited reimbursement. Long-term follow-up and monitoring for cirrhosis and HCC is not 
regularly implemented. The mission is to scale up HBV treatment with optimal drugs, using a 
simplified standard approach at affordable prices for universal health coverage in China.  

2.4.3 Action on hepatitis treatment in Brazil 

Dr Fabio Mesquita presented Brazil’s progress with hepatitis treatment. There is a disproportionate 
burden of hepatitis B in key affected populations: men who have sex with men (MSM), transgender 
people, sex workers, incarcerated people, PWID and indigenous populations in the Amazon. Rapid 
testing is used for hepatitis B, with confirmatory laboratory testing for positives. Two million rapid 
tests were done in 2014, along with 4 800 000 conventional tests. New prevention of mother-to-child 
transmission guidelines include HIV, syphilis, hepatitis B and C. Tenofovir, entecavir and pegylated 
interferon are the main treatments currently in use. Lack of data in Brazil is a major issue and 
mathematical modelling has been undertaken to estimate chronic hepatitis B prevalence among 
different age groups in different areas. The vaccination programme has been extremely successful 
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with a very low prevalence in children aged under 10 years, however there remains a large burden of 
disease among older people.  

There is a disproportionate burden of hepatitis C in south and southeast regions, particularly among 
PWID, and those who contracted hepatitis C due to healthcare associated transmission from blood 
products. MSM, transgender people and PWID are at increased risk across the country. Rapid testing 
is also carried out for hepatitis C, with 1 500 000 rapid tests done in 2014 and 2 600 000 conventional 
tests. A campaign has been undertaken to raise awareness in older age groups. Some 1.4 to 1.7 million 
people are estimated to be infected with HCV using mathematical modeling, while 86% of notified 
cases are in the south and southeast of the country. Liver fibrosis evaluation using serological testing 
is useful to identify advanced cirrhosis and fibrosis, and to define treatment in the absence of 
preferred methods, such as biopsy or elastography. What used to be a bottleneck has been overcome, 
as serological testing is done during routine follow up at no extra cost. Priority is given to metavir 
stage 3–4 patients, with immediate treatment to those with HCV/HIV coinfection and complications 
of HCV infection. A 12-week course of sofosbuvir, daclastavir or simeprevir will be used from July 
2015. The goal is to treat 60 000 people over the next two years.  

2.4.4 New hepatitis antivirals: update on intellectual property challenges and mechanisms to 

achieve lower prices for medicines 

Dr Peter Beyer presented current data on prices, license agreements and the patent status of 
sofosbuvir, ledipasvir and daclatasvir in the countries of the Western Pacific Region. This was based 
on an analysis of the patent situation of seven of the new antiviral treatments carried out by WHO 
(12). Based on the analysis, Procurement options available to individual countries in the Region to 
access the new treatments were shared. Under the current World Trade Organization legal framework, 
least-developed countries have no obligation to grant patents and should be able to procure treatments 
from all available sources. The patent situation with respect to tenofovir and entecavir to treat HBV 
was reviewed. The main patent for entecavir, filed in 1991, expired in most countries in 2011 (12). It 
is still enforced in some European countries that grant patent term extensions, but most countries in 
the Region should be able to procure generic entecavir. Generic alternatives are available from 
producers in Israel, India and other countries at prices starting from US$ 427 per patient per year (13). 
On tenofovir (TDF), primary patents have not been filed or granted in Viet Nam, the Philippines, 
Malaysia or Mongolia. In China, patents are still enforced and are expected to expire in 2017-2018 
(12). There are 112 other countries included in the Medicines Patent Pool license agreement that 
allows for the procurement of generic TDF. According to data from the WHO Global Price Reporting 
Mechanism, in 2013 countries in East Asia and the Pacific region procured TDF (300mg) at a median 
cost of US$ 43 per year (14). 

The WHO Essential Medicines Committee considered applications for the inclusion of all new direct 
acting antivirals currently on the market, as well as TDF for HBV. WHO has expanded the UN/WHO 
Prequalification Programme to include HCV and HBV treatments, and works with a number of 
companies on prequalification of sofosbuvir. WHO, on request, provides technical assistance to 
Member States to identify best options to access new treatments.  

2.4.5 Direct acting antivirals: Market dynamics 

Dr Karin Timmermans presented recent changes in the market for direct acting antivirals. In October 
2013, only two were on the market (boceprevir and telaprevir), though many compounds were in the 
pipeline. Since then, nine new direct acting antivirals have been launched globally; this includes 
products in three new classes of HCV medicines. The cure rates of these new medicines are better. 
Sales of the first two of these new medicines, simeprevir and sofosbuvir, are staggering: US$ 1.99 
billion and US$ 8.55 billion respectively in the first nine months of 2014. During that time, UNITAID 
estimates that globally around 161 000 patients were treated with these medicines – all in high-income 
countries (the products were not yet registered in any low- and middle-income countries).  

Production of generic sofosbuvir is starting, but many challenges need to be addressed to ensure a 
healthy market. These range from better epidemiological information, better diagnostics and 
prequalification of generic medicines, to increased awareness and the readiness of health systems. 
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UNITAID, and very recently also the Global Fund, has a mandate for HIV/HCV coinfection only; yet 
in some cases this can have wider benefits, for example UNITAID’s funding for WHO 
prequalification of HCV medicines. 

2.4.6 Discussion  

Participants discussed the WHO hepatitis B treatment guidelines. The role of the aspartate 
aminotransferase-to-platelet ratio index (APRI) score in the HBV guidelines was questioned. 
Participants also pointed out that according to these guidelines, hepatitis B e antigen (HBeAg) 
negative patients, with HBV 2000–20 000 and elevated alanine aminotransferase, currently would not 
be treated. However, it was clear in the REVEAL-HBV study that they were at substantially increased 
risk. Current guidelines from the European Association for the Study of the Liver (EASL) and the 
Asian Pacific Association for the Study of the Liver (APASL) suggest these patients be treated. It was 
noted that WHO recognizes APRI is an imperfect staging tool. It is validated for cirrhosis, but is also 
used to assess fibrosis, to provide guidance to countries where fibroscan is not available. The WHO 
HBV guidelines are useful for developing countries to start treating patients. The main difference 
between the WHO guidelines and others for hepatitis B is the serologic assessment of fibrosis. The 
treatment part of the hepatitis C guidelines are the standard antiviral regimens, which also apply to the 
guidelines for hepatitis B. Peginterferon was left out of the hepatitis B guidelines as it was thought to 
increase the complexity of regimens for little benefit.  

The impact of tenofovir remaining under patent in China was discussed as an example of how an 
unethical marketing agreement can impact on human survival. It is up to national governments rather 
than WHO to combat such agreements, as they can take action via national patent laws in line with 
TRIPS. There is inequitable access to effective medications in rural areas of China, a multifactorial 
problem. In rural areas, insurance coverage is poor, and access is also limited by a long history of 
stigma—people do not want to know their diagnosis, or seek treatment. Participants emphasized that 
this situation must be improved so that patients feel comfortable seeking treatment. National public 
health treatment campaigns should be rolled out, with parallel media campaigns to eliminate 
discrimination and inform patients that they can access treatment.

The availability of financing was discussed. When financing is available at the donor or national level, 
industry interest is likely to increase, as seen in Egypt. Significant progress was made in HIV when 
middle-income countries started to procure antivirals with government funds. Investment cases are not 
only useful for governments, but also for assessing potential funding from other sources. The Global 
Fund requires an investment case to consider funding for coinfections. Generic companies have raised 
concerns that unless there was a global buyer, they would not be able to produce antivirals in the 
volume needed to drive prices down. In the absence of a global buyer, participants discussed other 
possible options, such as countries forming a cooperative to negotiate, similar to what occurred with 
multi-drug-resistant tuberculosis. The use of the Unión de Naciones Suramericanas (UNASUR - 
Union of South American Nations) for pooled procurement in Latin America was discussed, and 
whether ASEAN could operate in the same way in the Western Pacific. The advantage of negotiating 
with pharmaceutical companies as a collective was discussed.

The rapidity of changes in treatment regimens presents a potential challenge for global procurement 
and price negotiation. It was noted that in Brazil the initial negotiation was for two years only. Pooled 
procurement would be challenging as countries working together would need to follow the same 
treatment protocols and combinations, and would likely need to have similar income levels. A 
pharmaceutical company may not offer the same price to a high-income country as it would to a low-
income country. It was suggested that a pooled funding mechanism is needed rather than pooled 
procurement, similar to the Global Fund. A suggestion was made to start negotiations and planning 
with hepatitis B, as generic antivirals are available in relatively straight forward regimens. This could 
be more interesting for generic producers, while access to generic tenofovir for less than US$ 50 per 
year could be attractive to ministries of health.  



12 

2.5 Session 5: Effective data systems 

2.5.1 WHO’s Global Hepatitis Programme: Focus on strategic information 

Dr Stefan Wiktor presented on strategic information priorities. WHO is currently working on 
surveillance guidelines for low and middle income countries. Surveillance of hepatitis is challenging 
and different surveillance methods are needed for different aspects of disease monitoring, including 
detecting outbreaks. It is necessary to monitor incidence of disease outcomes and evaluate the impact 
of prevention, care and treatment programmes in different countries with different epidemics. Timely 
case reporting and detection is important, but will not be reliable in isolation due to the asymptomatic 
nature of infections. Seroprevalence surveys, although expensive and challenging, are the most 
reliable way to assess prevalence of chronic infection. Such studies can change a country’s response 
to hepatitis, as was seen in Egypt when a national household survey showing a high prevalence of 
chronic hepatitis C led to a national programme.  

Currently, hepatitis surveillance systems are fragmented, with low coverage, very little disease 
outcome surveillance and a lack of national prevalence estimates for many countries. Many Member 
States do not have routine surveillance, with 54.4% reporting national surveillance systems for CHB 
and 50.5% for CHC in the 2013 WHO Global Policy Report (15). Cirrhosis surveillance does not 
exist, and at this stage there is no clear definition upon which to base reporting. Many countries have 
a cancer registry but do not distinguish to which types of hepatitis cancer incidences are related. It is 
not known how many people are receiving treatment for hepatitis, or how many need treatment, as the 
proportion of those with F3 or F4 fibrosis is not reported in surveys. Many countries do not know 
what their HCV viraemic prevalence is and many estimates of global HCV prevalence have been 
made. The most recent prevalence estimate for people HCV antibody positive is 110 million (16), 
significantly lower than previous estimates which have ranged from 130–180 million. A convincing 
case for investment is difficult to make when there is a clear lack of data on global prevalence. An 
estimate of 26–30 million people with F3-F4 fibrosis was given worldwide, based on 130–150 million 
people with chronic HCV infection.  

Dr Wiktor presented WHO approaches to improving hepatitis data. These are based around two goals: 
improving methods and global estimates, and improving country-level data collection and analysis. 
Approaches include: assessment of HBV vaccination impact; estimation of disease burden and 
development of models; formulation of health economics models; and a monitoring framework to 
assess the status of country-level implementation of hepatitis treatment. A systematic review of 
hepatitis B has recently been completed, while other literature reviews are ongoing. Technical 
guidance on surveillance is being developed, along with regional adaptation workshops. Methods for 
measuring the impact of the Global Health Sector Strategy for Viral Hepatitis targets were presented. 
HBV incidence will be measured with HBsAg prevalence surveys in children, HCV incidence by 
mathematical models, and HBV and HCV mortality with death registries, cancer registry data and 
mathematical models. Globocan will give estimated global liver cancer incidence. Measuring service 
coverage of hepatitis control efforts is likely to include immunization programme service data surveys 
for hepatitis B vaccination and birth dose administration, special surveys to assess access to sterile 
injection equipment, harm reduction programme data, and national reporting on treatment scale up.  

2.5.2 Viral hepatitis testing and surveillance in Australia 

Dr Ben Cowie presented on the situation regarding hepatitis surveillance in Australia. Priority 
populations for HBV and HCV in Australia are PWID and people born overseas in endemic areas. 
Aboriginal and Torres Strait Islander people are priority populations for HBV. National HBV and 
HCV testing policies have been developed detailing who should be targeted for routine testing, 
appropriate testing pathways and interpretation guidelines, information regarding pre- and post-test 
counselling, and culturally sensitive and supportive delivery. Currently, there are low levels of 
opportunistic testing for HBV, and although a relatively high proportion with HCV are diagnosed 
(80%), there are poor links to care. Significant proportions of patients attending services for 
prolonged periods remain undiagnosed, and there is a lack of public health response to notifications. 
Notification by laboratories, and in some areas clinicians, is a legal requirement. Limited information 
has been collected for chronic cases, however risk factor and demographic information has been 
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collected for newly acquired cases. Some 41% of newly acquired hepatitis B between 2006 and 2010 
was related to intravenous drug use, 17% was related to sexual transmission, and 27% was 
undetermined or not reported (17) There has been a lack of awareness among GPs about the 
availability of funded vaccination for contacts of patients with CHB, and a lack of information given 
to people with CHB on how to prevent transmission to contacts, with less than 30% of susceptible 
adults fully vaccinated.  

Data on HBV and HCV viral load and HCV genotyping are collected through the national health 
insurance scheme, allowing testing and monitoring to be tracked over time. According to guidelines, 
patients with chronic hepatitis should have one viral load test per year, which can be used as a marker 
for adequacy of care. In 2012, of an estimated 218,500 people living with chronic hepatitis B 
infection, 122,500 (56%) were diagnosed, 28,500 (13%) were receiving yearly HBV DNA or 
treatment (guideline-based care), and 11,000 (5%) were on treatment (18). The cascade of care varies 
between states. Overall in Australia, 87% of people with CHB are not in care.  

Local CHB indicators from a range of different sources, including disease and HCC notifications and 
serosurveys, have been used in Melbourne to develop a map of prevalence. Local estimates from all 
over Australia were used to develop a ‘heat map’, which enables visualization of where CHB is 
under-diagnosed. This is done in order to compile a statement of need which is then taken to policy 
makers to focus efforts on the issue (19). A viral hepatitis surveillance pilot project will be undertaken 
in Victoria from July 2015. All doctors diagnosing HBV or HCV in Victoria will be contacted and 
provided with prefilled notification forms and vaccine order forms. A future extension is likely to 
include ongoing health record links to quantify outcomes of infection and impact of treatment at a 
population level. National Strategy targets and objectives are driving improvements in surveillance.  

2.5.3 Hepatitis information systems in the Republic of Korea 

Dr Tae Un Yang presented on the epidemiology, major policies and information systems for viral 
hepatitis in the Republic of Korea. There has been a steady decline in HBsAg prevalence in the 
Republic of Korea since the introduction of the national immunization programme, to 0.1% in 
children and 2.9% in adults. The Republic of Korea was the first country to achieve the hepatitis B 
control goal in the Western Pacific Region, with 0.2% HBsAg seroprevalence in 4- to 6-year-olds in 
2007, and 94.5% vaccination coverage achieved by 2005. The seroprevalence of antibody to hepatitis 
C virus (anti-HCVAb) was 0.6% in 2013, and was relatively stable from 2009 to 2014, according to 
the sentinel surveillance system. Major measures for viral hepatitis control in the Republic of Korea 
include vaccines, screening for HBV and HCV in the national health check for those aged 40 and 
over, a guideline for diagnosis and treatment, guidelines for the safe use of blood, and a national 
cancer registry. There is no hepatitis registry yet—research is underway to fill gaps in knowledge, 
including HBV and HCV cohort studies and a study of antiviral therapy in antenates. There is a 
comprehensive system to ensure a safe supply of donated blood, including a web-based blood 
information management system.  

The hepatitis information system includes case surveillance, epidemiological investigation and the 
national immunization registry. Surveillance for hepatitis B includes acute hepatitis B and chronic 
viral hepatitis B for pregnant women and their babies only. Hepatitis A, B and C are notifiable 
diseases. Hospitals and physicians notify local public health centres, which report to departments of 
health, which in turn report to the Korea Centers for Disease Control and Prevention (KCDC). 
Notifications and reporting are web-based, and feedback is provided at each step. Information is also 
collected from the integrated immunization registry system which communicates with a database 
server within the KCDC. A list of unvaccinated people can be created and targeted with messages 
generated through the web information system. Almost all pregnant women in the Republic of Korea 
are tested for HBsAg and antibody to hepatitis B surface antigen. This is covered by national health 
insurance. Laboratory test results are submitted to participating medical institutions and vaccination, 
hepatitis B immune globulin and lab testing is provided. Although significantly decreased, perinatal 
HBV transmission still occurs in 3% of at-risk babies. There is a need to look at antenatal antiviral 
treatment. In the near future, it is hoped that a viral hepatitis registry and management system will be 
available, in addition to a laboratory network. These should be linked with the national cancer 
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registry, alongside blood safety monitoring and the national health insurance system. Little is 
currently being done at national level to raise awareness. October 20 is Liver Day and there is public 
information and education around this time. Much has been achieved, but to eliminate viral hepatitis 
the independently operated systems in the country need to be integrated and coordinated. 

2.5.4 Viral hepatitis testing and early warning and response (EWAR) in Mongolia 

Dr Narangerel Dorj presented on national early warning and response (EWAR) in Mongolia. EWAR 
was established in Mongolia in 2009. The country is divided into EWAR surveillance reporting units. 
Events are reported as early as possible by phone or internet, with weekly indicator-based 
surveillance. Standard case definitions were developed for syndromic surveillance. An event-based 
surveillance system was introduced nationwide in 2008 and a priority list and scope of events to be 
covered was also identified.  

Liver cancer is the number-one cause of cancer death for women and men in Mongolia, with 90–95% 
of cases caused by hepatitis B and C. An HCC screening algorithm has been defined and will form the 
basis of a screening strategy. Separate national guidelines for hepatitis B and C are in the process of 
being developed. Viral hepatitis testing implemented since January 2015 involves 40- to 65-year-olds 
being tested using rapid tests for HBsAg and anti-HCV at the primary health care level. Those with 
positive tests will be referred to secondary level care. This process began in January and all data will 
be compiled by the national cancer centre. Testing is also done in some target populations, such as 
pregnant women and health-care workers. Testing is not currently funded by the Government, 
therefore, low-income pregnant women are often not tested. Regarding health-care workers, testing 
depends on employers. Given that everyone has a unique national ID, tracking could be established. 
Public-private partnerships are important, as much of the testing is done at private clinics. Excluding 
the private sector would result in suboptimal care.

2.5.5 Discussion 

Countries with limited resources were encouraged to assess what systems were currently in place in 
their countries. One of the most cost-effective ways of transforming a surveillance system is to use 
what is already available, and attempt to integrate these systems. It was noted that there was a lot of 
technical expertise in the Region which could assist with integrating existing data for countries, as 
well as providing an opportunity to learn from other programmes. Hepatitis testing could be integrated 
into existing HIV surveillance survey efforts. Using blood bank and antenatal screening data could be 
helpful. WHO is looking to develop a standardized approach for countries to estimate prevalence 
based on whatever data is available. One of the key issues in all countries is the definition of acute 
and chronic cases. The availability of surveillance guidelines and case definitions would be an 
important step. 

How strategic information plans can assist to identify "hidden patients" was discussed. One of the 
most effective ways to see trends in incidence and prevalence is to have a system where all viral 
hepatitis notifications are reported. Ideally this should also include negative test results. Frequency of 
serosurveys would depend on the underlying epidemiology in the community, and focal testing in 
high-risk groups could also be used. Incorporating surveillance of treatment markers into viral 
hepatitis surveillance systems would be helpful, and is possible, but one would need to be able to link 
individuals and treatment details with viral load. The US CDC has established a contract with 
laboratories, and is going to attempt to track sustained virologic response (SVR) rates and testing 
uptake. This work depends on high quality laboratory testing, which is likely to present challenges in 
the Region. 

Lessons learned in diagnosing hepatitis B and reaching people for treatment were discussed. It was 
noted that for both hepatitis B and C, responses at the government level lagged behind other 
conditions, such as HIV. Awareness among priority affected communities is limited. It is necessary to 
engage affected communities in an ethical and proactive way to increase demand for response. 
Engagement with relevant stakeholders in an affected community is key to developing an appropriate 
communication strategy. Communities are heterogeneous and no single programme will engage all. 
Participants also noted that although awareness in key populations is important, there is a lack of 
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awareness in the general population and among doctors. Many people present at some point to a 
primary care provider; this could provide a valuable opportunity for raising awareness. There is 
therefore a need for much more extensive coverage of the issue generally.  

2.6 Session 6: Stopping transmission 

2.6.1 Hepatitis B control through immunization: Regional update 

Mr Eric Wiesen shared that the Western Pacific Region bears a disproportionately high burden of 
hepatitis B infections and deaths. As a result, the vaccine was introduced into the Region early, with 
the majority of countries having introduced it by 1995. Three Regional Committee resolutions on 
hepatitis B since 2003 demonstrate strong political commitment to hepatitis B control in the Region. 
Vaccination coverage is high for the Region as a whole, but several countries still have low hepatitis 
B birth dose coverage (20). Around half of the countries in the Region have a policy of vaccinating 
health workers against hepatitis B. The Regional Office for the Western Pacific has published several 
documents providing guidance and data on hepatitis B control, including a new regional reference 
guide, country profiles, birth dose field guide and certification guidelines. There needs to be a 
hepatitis B laboratory network to ensure quality of hepatitis B testing, however, due to a funding gap 
this has not yet been implemented. Several projects are underway to improve birth dose coverage in 
priority countries. The six countries with low birth dose coverage met in March 2015 to develop 
country action plans to increase birth dose coverage. Serological surveys are either completed or 
underway in 27 countries in the Region. The plan is for all countries to complete at least one 
serological survey by 2017. Currently, 12 countries have been verified as having achieved the 2017 
goal of less than 1% hepatitis B chronic infection prevalence among 5-year-old children. Great 
progress has been made in preventing the transmission of hepatitis B and protecting new birth cohorts 
through immunization, but this agenda is unfinished. 

2.6.2 Prevention of health-care associated hepatitis transmission 

Dr Nick Walsh shared that unnecessary injections and unsafe practices account for a substantial 
burden of infections worldwide. Health-care associated transmission is the primary mode of HCV 
transmission, and may also have a role in hepatitis D virus transmission. While much of the 
transmission through unsafe injections occurred before the discovery of HCV and HIV, it continues in 
many low- and middle-income countries and has been responsible for outbreaks. The use of non-
sterile injection equipment needs to be eliminated. Between 2000 and 2010 the proportion of injection 
devices reused dropped from 39.8% to 5.55% (21). Peak incidence of hepatitis C viraemia in many 
countries is likely to be related to health care-associated transmission (22). The cluster of HIV cases 
in Roka, Cambodia, in late 2014 was presented (23). An informal practitioner was suspected of being 
the source of HIV infection in a 74-year-old man. From 8 December to 16 January, 2045 of the Roka 
Commune’s 8893 inhabitants were tested, with 223 people testing positive – 2.5% of the commune’s 
residents. In 102 HIV-positive cases, 72 (70.6%) were HCV positive and eight (7.6%) were HBsAg 
positive. A case-control study was undertaken, and receipt of injections or infusions was 4–5 times 
greater in cases compared to controls. Laboratory studies are ongoing.  

WHO has produced a toolkit for best practice for injections and related procedures (24). The draft 
Regional Action Plan for Viral Hepatitis in the Western Pacific 2016–2020 contains guidance on 
health-care transmission. Recommendations include policies for safe injection and sterilization 
practices, and regulatory oversight of infection prevention and control in health settings. The proposed 
policy target is the establishment of a safe injection policy. Indicators are facility-level injection safety 
and sterilization procedures, and the percentage of health care facilities where all therapeutic 
injections are given with new, disposable, single-use injection equipment, or that have at least one 
updated time, steam and temperature (TST) spot register or analogous register if sterilization is in use. 

2.6.3 Harm reduction and viral hepatitis 

Ms Ele Morrison presented. Asia has high numbers of PWID, and extremely high prevalence, often 
more than 50%, of hepatitis C among PWID. Globally, of 12.7 million PWID, 45.2–55.3% are 
estimated to be living with Hepatitis C. In recent years, awareness about the issue of hepatitis C has 
rapidly grown to become one of the major priorities for PWID and their health-care providers. Many 
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Asian countries now provide harm reduction services, such as needle and syringe programmes (NSP) 
and methadone maintenance treatment aimed at preventing the transmission of HIV. However, these 
services are still small in scale, with many areas having few or no harm reduction services.  

Harm reduction, particularly NSP, is a cost effective and effective way to prevent injecting-related 
hepatitis C, as well as HIV transmissions. Harm reduction measures in Australia are estimated to have 
resulted in the aversion of 32 050 HIV transmissions and 96,667 HCV transmissions, and for every 
one dollar spent, four dollars were saved in health costs. In order to be effective, NSPs need to 
provide the right types of injecting equipment, in the amounts needed, and in enough areas to meet the 
needs of the PWID community. Policies must also support the programmes and people who use them, 
alongside advocacy to reduce stigma and discrimination. Genuine commitment to increase access to 
harm reduction services is needed to reduce the impact of the hepatitis C epidemic among PWID in 
Asia. 

2.6.4 Discussion 

Discussion focused on vaccination and prevention of transmission in health care settings and among 
PWID. Participants stated that, although health-care worker vaccination is important, other priority 
groups need to be considered. Issues around injection safety in health care facilities were discussed, 
recognizing the need to address government health facilities as well as private practitioners. Some 
participants felt that post-exposure prophylaxis for hepatitis B should be addressed. There are 
numerous studies around the Region showing that the hepatitis B vaccine is heat stable for 30 days, 
but in most areas it is not possible to use vaccines outside the cold chain. Policies on the use of the 
hepatitis B vaccine outside the cold chain should be explored to increase birth dose coverage. 
Creating demand for safe injection devices, such as single use syringes, would reduce prices. Hepatitis 
C treatment in PWID should not be at the expense of NSP and opioid substitution therapy, and 
analysis from a public health point of view is needed on cost effectiveness.  

Improving data was further discussed. It is difficult to undertake serosurveys in some areas. The 
possibility of using hospital data was raised. If serosurveys are not possible, it is worthwhile doing 
whatever is possible, however, hospital data is not fully representative of the population. In some 
countries, hepatitis B and hepatitis C planning are undertaken by different teams or organizations. The 
suggestion was made to combine hepatitis C with hepatitis B planning, including serosurveys 
wherever possible. If a population survey is done it is worthwhile maximizing resources and testing 
for both.  

2.7 Session 7: Group work on milestones, targets and implementation challenges 

Participants were divided into groups to discuss and propose modifications to milestones and targets 
for the draft regional action plan. They were asked to consider whether the draft milestones and 
targets were appropriate and useful. They were also asked to consider specific challenges to 
implementation and how these could be addressed and reflected in the draft regional action plan. Key 
ideas were captured on slides using a template, and were reported back in a five-minute presentation, 
followed by discussion. Groups and group members can be found in Annex 3. Each group reported 
back. Below are the participants’ final conclusions after presentations and discussions.

2.7.1 Group 1: policy, advocacy and finance 

Suggested milestones 

1) Recognize World Hepatitis Day. 
2) A national disease burden and investment case estimate. 

Suggested targets 

1) Carry out activities on World Hepatitis Day. 
2) Form a national taskforce with a designated focal point within the Ministry of Health and 

affected community representatives. 
3) Develop a costed and funded national hepatitis plan with clear targets. 
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These targets are useful and achievable, but funding is a challenge, so it is suggested that eligible 
countries apply to the Global Fund to treat coinfection. 

Challenges for implementation 

1) Convincing decision makers to prioritize viral hepatitis despite other pressing issues. 
2) The high treatment costs for HBV and HCV. This can be partially reduced by negotiating 

with manufacturers on reducing the price of drugs at global and regional levels. 

Discussion 

1) Most Member States already carry out activities on World Hepatitis Day. Specific targets, for 
example, a percentage of countries implementing programmes related to World Hepatitis 
Day, were suggested. 

2) There is a need to go beyond recognizing World Hepatitis Day to increase awareness on viral 
hepatitis. 

3) Developing and costing the National Action Plan should have a short time frame (e.g. one 
year). 

4) Opinion was divided on whether disease burden estimates or a costed action plan should 
come first. 

5) There was a common feeling that mobilizing resources would be a critical element in 
achieving plans and there were a number of suggestions on how to mobilize resources for 
viral hepatitis. These included integrating services into HIV/AIDS services, which would 
minimize additional costs. Approaches to mobilizing resources will necessarily differ from 
country to country depending the financial situation. For example, not all countries can apply 
for Global Fund funding. 

2.7.2 Group 2: data and surveillance 

Suggested targets 

1) Current target: 
a. All Member States to have a national hepatitis infection and disease surveillance 

programme included in a coordinated national communicable disease system 

2) Proposed change: 
a. All Member States to have a national hepatitis infection and disease surveillance 

programme that could inform disease burden estimates 

Suggested milestones 

1) WHO case definitions for viral hepatitis adopted or adapted. These should be subject to 
consultation by Member States. 

2) WHO viral hepatitis surveillance guidelines adapted to local context. 
3) Reporting mechanisms in place. 
4) National reference laboratory established.  
5) Standardized national testing algorithm adopted. 
6) Regional laboratory network established. 
7) WHO external quality assessment programme established. 
8) Hepatitis surveillance linked to liver cancer registry, treatment registry, immunization data 

and vital statistics registry (if these exist). 

Challenges for implementation 

1) Lack of funding 
a. Existing systems still require funding to link and manage data  
b. Investment cases need to include surveillance activities. 

2) Resistance to integration into existing programmes, such as HIV. 
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3) Lack of clarity on case definitions, for example, whether reporting should be laboratory based 
or clinic based. 

4) Most countries do not have cancer registries or functional vital statistics registries with which 
to triangulate data. 

5) Identifying support for research which focuses on overcoming gaps. 

Discussion 

1) There is a need to clearly define chronic hepatitis (active or not). 
2) There is a need for social research to identify barriers to treatment, services and monitoring 

which could come under data and surveillance, however it could also go under other topics. 
This may require an additional milestone. This may also require a patient needs assessment. 

3) Determining the burden of disease is critical for assessing the effectiveness of interventions. 
The general feeling was that too many programmes are introduced without considering how 
to monitor them. There is a need to establish a surveillance system, but also to have a good 
quality system to inform actions and decisions. There was a feeling that the current target was 
too narrow. 

2.7.3 Group 3: prevention 

Suggested immunization targets: children 

1) Less than 1% prevalence of hepatitis B among children under 5 by 2017. 
2) In countries that have achieved less than 1% prevalence in children under 5 years, achieve 

antenatal hepatitis B testing over 90%. 
3) 100% of babies born to HBsAg-positive women receive birthdose within 24 hours (and HBIG 

if available). More than 80% of those babies receive post vaccination serological testing.  
4) Minimum birthdose and HB3 vaccination coverage – 95% at the national level. 
5) Minimum birthdose and HB3 vaccination coverage – 85% in all districts. 

Suggested immunization targets: adults 

1) More than 80% countries have a national policy of vaccinating health-care workers (including 
dental). 

2) More than 80% health-care workers (including dental) and medical/health students vaccinated 
for HBV. 

3) Hepatitis B vaccinations integrated into HIV, harm reduction and STI services. 
4) Hepatitis B immunization for people with chronic liver disease and renal failure. 

Suggested non-vaccination prevention strategies 

1) Countries with populations of PWID have policies supporting harm reduction programmes 
including NSP and OST. 

2) Countries with harm reduction programmes access 60% of PWID with comprehensive 
package of harm reduction services, and 50% of people dependent on drugs with substitution 
treatment by 2020. 

Suggested targets for prevention of hepatitis transmission in the health sector 

1) Safe injection policies for prevention of health sector hepatitis B and C transmissions 
established in all countries. 

2) Reduction in injections with non-AD syringes. 
3) Reduction in needle stick injuries. 
4) Reduction in reuse of syringes. 
5) Education programmes for health-care workers. 
6) Guidelines for reporting outbreaks. 
7) Follow universal precautions. 

Discussion 
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1) Access to harm reduction remains an issue, but harm reduction is necessary for 
comprehensive prevention packages. 

2) Access to infant hepatitis B vaccination remains an issue in areas of poor coverage. There are 
challenges to improving this.  

3) Recommending universal antenatal hepatitis B testing should form part of advocating (as a 
first step) for effective elimination of mother-to-child transmission. 

4) Antenatal testing for hepatitis B immunization should be listed separately to testing for 
treatment, and only in countries that have already reached the 2017 target. 

5) Specific numbers/policies for prevention of transmission in the health sector should be 
included. For example a ‘curriculum developed for training health-care workers (including 
dental) on blood-borne infections’.  

6) There is a need for guidelines to investigate outbreaks in health-care settings, that is, for 
reporting and response (including how to determine the cause of an outbreak). 

7) Health-care associated hepatitis transmission baseline assessments are needed. 
8) Blood safety was not discussed in full, but is currently in the Action Plan. 
9) Injection safety – the global injection safety policy and global target of transitioning 

governments to safe devices should be integrated. 

2.7.4 Group 4: screening, care and treatment 

Suggested milestones and targets (aligned with the global strategy) 

It was agreed that each country should set up country-specific milestones�

2016/2017 2020 2030

Screened Baseline 30% 90%

Tested/diagnosed Baseline 30% 90%

Eligible treatment Baseline 50% 90%

Suppression Baseline 90% 90%

Challenges for implementation 

1) No baseline data (suggest this is established in 2016/2017). 
2) Lack of resources generally (human, financial, other). 
3) Inadequate awareness in the community and among providers and policy-makers. 
4) High cost of diagnostics and drugs across the Region. 
5) Stigma and discrimination continues in many countries. 

Discussion 

1) There was general discussion on how to address these challenges. 
2) Barriers to screening and treatment must be identified. 
3) Promotion of screening campaigns to drive engagement in the cascade. 

2.8 Session 8: Supporting global action and discussion of recommendations 

2.8.1 Supporting global action 

Mr Charles Gore presented. In 2006, hepatitis awareness was extremely low, as was community 
cohesion on the issue. Hepatitis was not a global priority and there was no world leadership. The cycle 
of inaction was broken by a meeting of patient group representatives who decided to hold World 
Hepatitis Day as a community initiative, and the World Hepatitis Alliance was created to run this. The 
Alliance worked with Member States individually as well as through WHO to put hepatitis on the 
agenda, lobbying for a comprehensive resolution. In 2010, the World Health Assembly adopted 
resolution WHA 63.18, declaring 28 July World Hepatitis Day. The Global Hepatitis Programme was 
then created at WHO. It has produced subsequent frameworks and guidelines. Progress at the country 
level has been slow. A side meeting was held at the Sixty-sixth World Health Assembly in 2013, 
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organized by the Alliance and co-chaired by Brazil and Indonesia, with five countries speaking. Brazil 
agreed to draft a new resolution and Egypt agreed to put hepatitis on the 2014 agenda.  

Forty-nine Member States spoke to support World Health Assembly resolution 67.6. The Alliance has 
since cooperated closely with WHO on global strategy, targets and guidelines, and provided 
consultation through STAC and civil society groups. It is now working on financing, as well as 
having hepatitis included in the Sustainable Development Goals. The first World Hepatitis Summit in 
Glasgow in September 2015 will be a joint WHO/World Health Assembly event, hosted by the United 
Kingdom (Scotland). The Alliance provides an opportunity to bring civil society and policy-makers 
together, synergizing advocacy and launching a global advocacy platform. The Regional Office for 
the Western Pacific could support global action through internal advocacy for prioritization and 
resources, as well as by providing strong support for the global dtrategy and targets and a prominent 
resolution at the sixy-sixth session of the Regional Committee for the Western Pacific in 2015 
supporting the draft regional action plan. The Region could also provide leadership, supporting 
ambitious targets and the development and implementation of comprehensive national plans.  

2.8.2 Discussion of recommendations 

Rapporteur Dr Alice Lee presented the recommendations for discussion. There were reservations 
about recommending affordable treatments and the danger that this could suggest using low cost 
suboptimal regimes. Concerns were raised about favouring hepatitis B treatment programmes over 
hepatitis C and a recommendation which could have been seen to suggest this was removed. There 
was discussion about integrated demonstration projects, and whether these might delay scale up. 
Participants discussed what was meant by a demonstration project; it is integration of what already 
exists, rather than a new pilot project. Participants suggested putting the recommendations into 
categories. There was discussion around screening compared to diagnosis, and the need to identify 
screening separately. The importance of legislating for the use of birth dose vaccines outside the cold 
chain was emphasized.  

2.9 Closing remarks 

In his concluding comments, Dr Mark Jacobs, Director of the Division of Communicable Diseases at 
WHO Regional Office for the Western Pacific, said there was no single answer to viral hepatitis – a 
coordinated multisectoral effort was required with high level endorsement to drive action. Dr Jacobs 
thanked all participants for their contribution and emphasized that the Regional Office for the Western 
Pacific looked forward to the further support and input from Member States at the sixty-sixth session 
of the Regional Committee for the Western Pacific in 2015. 

3.  RECOMMENDATIONS 

1) A coordinated approach to viral hepatitis is needed rather than addressing individual parts 
(immunization, injection safety, etc.) as each element alone will not be successful in addressing 
hepatitis. The prominence of hepatitis is not lost during this integration process.  

2) WHO could support Member States to strengthen links between viral hepatitis programmes and 
cancer programmes. Consideration should be made about framing actions for hepatitis B and C 
prevention and treatment in terms of the prevention of hepatocellular carcinoma and related 
mortality. 

3) Advocacy from community groups and civil society, and access to affordable medication, are 
essential to multisectoral partnerships, which include government. These are key to developing 
effective action plans.  

4) WHO could continue to support countries on the invitation of ministries of health to assist in 
developing national action plans.  

5) WHO could support the development of appropriate, standardized indicators for reporting the 
progress of national action plans. 

6) Stigma and discrimination might be specifically addressed in regional and national action plans, 
in order to remove barriers to reaching affected populations for hepatitis screening, testing and 
treatment. 
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7) Elevate the hepatitis response to a higher level, independent of political processes in multiple 
partners, through an independent national committee. The Regional Committee mechanism may 
support this. 

8) Member States are urged to explore procurement mechanisms to reduce antiviral prices, including 
pooled procurement where possible. WHO could provide technical assistance to explore these 
mechanisms. 

9) There is an urgent need to build capacity in molecular diagnostics, especially HBV DNA testing 
capacity. 

10) A phased approach for implementation could include integrated hepatitis demonstration projects.  
11) Given the availability of tenofovir and entecavir for HBV treatment and the substantial burden of 

hepatitis B in countries of the Region, action on access to hepatitis B treatment is the primary 
issue of importance in the Western Pacific. 
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ANNEX 2 – MEETING PROGRAMME 

Day 1 – Tuesday, 28 April 2015 – Conference Hall WHO Regional Office for the Western Pacific

Time Topic Presenter 

08:00-08:30 Registration

08:30–09:00 Welcome and Introduction  
Objectives, expected outcomes  
Introduction of participants

Ying Ru Lo, HSI
2
, WPRO 

09:00-09:15 Update on the Global Hepatitis Programme: Where are we 
today 

Stefan Wiktor, Global Hepatitis 
Programme, WHO HQ

09:15-09:30 WHO’s Regional role in hepatitis in the Western Pacific: 
an update.

Ying-Ru Lo, HSI1, WPRO 

09:30 -09:45 Feedback from the first Western Pacific Regional Strategic 
Advisory Committee for Viral Hepatitis meeting 

Hepatitis Strategic and Technical 
Advisory Group Co chair 
Henry Lik Yuen Chan, Chinese 
University of Hong Kong 
Chair: Eternity Labio

09:45-10:00 Questions, comments

10:00-10:30 Coffee/tea break

Regional Action Plan for Viral Hepatitis 

10:30-10:45 The Place of Hepatitis in Universal Health Coverage 
Frameworks 

Rasul Baghirov, DHS
3
 WPRO  

10:45-10:55 Country Action Plan example: Mongolia Narangerel Dorj, Ministry of Health, 
Mongolia 

10:55-11:05 Country Action Plan example: Japan Noriko Oza, Ministry of Health, Labour 
and Welfare, Japan 

11:05-11:15 Country Action Plan example: Australia Stephen Locarnini, Victoria Infectious 
Disease Reference Laboratory, Doherty 
Institute 

11:15-11:45 Discussion: The utility of Action Plans in addressing 

hepatitis in the Western Pacific

Moderator: Eternity Labio 

11:45-13:15 Lunch Al Fresco cafeteria 

13:15-13:30 Group photograph 

13:30-13:45 Regional Director remarks Dr Shin Young-soo, Regional Director, 
WHO Regional Office for the Western 

Pacific

13:45-14:00 National Action Plans and hepatitis programming 
The draft Western Pacific Regional Action Plan for Viral 
Hepatitis 

Nick Walsh, HSI, WPRO 

14:00-14:15 Implementing National Action on hepatitis. Examples 
from Egypt and Georgia 

Francisco Averhoff, US Centers for 
Disease Control and Prevention 

14:15-14:30 Planning National Action in China Wang Xiaochun, China Center for 
Disease Control and Prevention 

14:30-14:45 Developing National Action for Hepatitis in Viet Nam Vu Ngoc Long, Ministry of Health,  
Viet Nam 

                                                      
2 HSI is HIV hepatitis and STI unit, Division of Communicable Diseases 
3 DHS is Division of Health Systems 
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Time Topic Presenter 

14:45-15:30 Discussion: How to move from data to policy to 

programming 

Moderator: Samuel So

15:30-15:45 Coffee/tea break

Screening, Care, and Treatment

15:45-16:00 • WHO HBV and HCV treatment guidance update Stefan Wiktor, Global Hepatitis 
Programme, WHO HQ 

16:00-16:15 • HBV screening, care and treatment in China Jia Jidong, Beijing Friendship Hospital, 
Capital Medical University 

16:15-16:30 • Action on hepatitis C treatment in Brazil Fabio Mesquita, Ministry of Health, 
Brazil 

16:30-16:45 New hepatitis antivirals: an update on intellectual property 
challenges and mechanisms to achieve lower prices for 
medicines 

Peter Beyer, Public Health, 
Innovation,and Intellectual Property, 
WHO HQ 

16:45-17:00 Hepatitis antiviral market dynamics Karin Timmermans, UNITAID

17:00-17:50 Discussion: Phased treatment roll out in the Western 

Pacific  

Moderator: Samuel So

18:00 Welcome reception Al Fresco cafeteria 
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Day 2 – Wednesday, 29 April 2015 

Time Topic Presenter 

Effective data systems

08:00-08:15 WHO global surveillance guidance  Stefan Wiktor, Global Hepatitis 
Programme, WHO HQ

08:15-08:30 Hepatitis testing and surveillance in Australia  Ben Cowie, Expert Resource Panel 
Member, WHO Collaborating Centre
for Viral Hepatitis Under 
Designation 

08:30-08:45 Hepatitis information systems in the Republic of 
Korea  

Tae Un Yang, Korean Centers for 
Disease Control and Prevention 

08:45-09:00 

09:00-10:00 

Viral hepatitis testing and EWAR in Mongolia 

Discussion: Data collection and viral hepatitis 

surveillance

Narangerel Dorj, Ministry of Health, 
Mongolia 
Moderator: Youngmee Jee, Korean 
Centers for Disease Control and 
Prevention 

10:00-10:30 Coffee/tea break  

Stopping transmission 

10:30-10:45 Hepatitis B control through vaccination – update 
and new initiatives in the Western Pacific  

Eric Wiesen, EPI, WPRO 

10:45-11:00 Health-care associated hepatitis transmission Nick Walsh, HSI, WPRO 

11:00-11:15 Harm reduction for stopping hepatitis transmission Ele Morrison, Australian Injecting & 
Illicit Drug Users League, Australia

11:15-11:45 Discussion: Priorities for prevention activities – 

focusing on health-care associated transmission 

Moderator: Youngmee Jee, Korean 
Centers for Disease Control and 
Prevention 

11:45-13:15 Lunch break  

TBA Hepatitis Brown Bag – HBV prevention, 

care and treatment guidelines and other 

hepatitis initiatives regional and country 

dissemination  

Stefan Wiktor, Jia Jidong, Janus 

Ong, Nick Walsh 

13:15-14:30 Group work  

• Policy  

• Finance 

• Data 

• Prevention  

• Screening, care and treatment 

14:30-15:00 Coffee/tea break  

15:00-16:00 Discussion: Presentation of key themes  

16:30-16:45 Supporting global action Charles Gore, World Hepatitis 
Alliance

16:45-17:05 Overview of key themes Rapporteur Alice Lee, Julia Scott 

17:05-17:15 Closing remarks Mark Jacobs, Director 
Communicable Diseases, WPRO 
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ANNEX 3 – GROUPS AND MEMBERS 

Group One: Policy, advocacy and finance  
WHO coordinators – Narantuya Jadambaa 

and Marion Sison 

Group Members 
• Dr Lin Wai Chi 
• Dr Noriko Oza 
• Dr Bounnack Saysanasongkham 
• Dr A’Aisah Senin 
• Dr Narangerel Dorj 
• Dr Vu Ngoc Long 
• Mr Charles Gore 
• Dr Fabio Mesquita 
• Mr Benjamin Kamarck 
• Mr Jack Wallace 
• Dr Lara Stabinski 
• Dr Catherina Maria Timmermans 
• Mr Christopher Munoz 
• Mr G.H. Ambat 
• Dr Wangsheng Li 

Group Two: Data and surveillance  
WHO coordinators – Linh Le and 

Dominique Ricard 

Group Members 
• Dr Youngmee Jee 
• Dr Benjamin Cowie 
• Dr Stephen Locarnini 
• Dr Koji Wada 
• Dr Eva Maria C. Cutiongco-Dela Paz 
• Dr Mari Rose A. De Los Reyes 
• Dr Wang Xiaochun 
• Professor Junko Tanaka 
• Dr Janus P. Ong 

Group Three: Prevention
WHO coordinator – Eric Wiesen 

Group Members 

• Dr Zhang Goumin 
• Dr Tae Un Yang 
• Dr Rosario Abrenica 
• Ms Eleanor Morrison 
• Professor Samuel So 
• Dr Olivier Lermet 
• Dr Rachael Marie B. Rosario 
• Dr Hiroshi Yotsuyanagi 
• Dr Alice Lee 
• Dr Ieita Atanrerei 
• Dr Jocelyn V. Maala 

Group Four: Screening, care and treatment  
WHO coordinators – Nick Walsh and 

Natasha Murray 
• Dr Jia Jidong 
• Dr Sung Won Lee 
• Dr Baatarkhuu Oidov 
• Dr Eternity Labio 
• Dr Henry Lik Yuen Chan 
• Dr Tatsuya Kanto 
• Dr Nicolas Durier 
• Dr Rosmawati Mohamed 
• Professor Christian Trepo 
• Dr Wei Lai 
• Dr Gonzague Jourdain 
• Dr Ma. Encarnita B. Limpin 
• Dr Diana Alcantara-Payawal 

  





References 

1. GBD. Global, regional, and national age-sex specific all-cause and cause-specific mortality 
for 240 causes of death, 1990-2013: a systematic analysis for the Global Burden of Disease 
Study 2013. Lancet, 2015, 385(9963):117-171. 

2. WHO, UNICEF. WHO/UNICEF coverage estimates for 194 WHO Member States 2013 

revision. July 2014. Geneva, Immunization Vaccines and Biologicals, World Health 
Organization., 2014. 

3. Dore GJ, Ward J, Thursz M. Hepatitis C disease burden and strategies to manage the burden 
(Guest Editors Mark Thursz, Gregory Dore and John Ward). J Viral Hepat, 2014, 21 Suppl 
1:1-4. 

4. Centers for Disease C, Prevention. Progress toward prevention and control of hepatitis C virus 
infection--Egypt, 2001-2012. MMWR Morb Mortal Wkly Rep, 2012, 61(29):545-549. 

5. Ferlay J., Soerjomataram I., Ervik M., Dikshit R., Eser S., Mathers C. et al. GLOBOCAN 
2012 v1.0, Cancer Incidence and Mortality Worldwide: IARC CancerBase No. 11 [Internet]. 
Estimated age-standardized incidence and mortality rates for China. Lyon, France: 
International Agency for Research on Cancer; 2013. Available from: http://globocan.iarc.fr, 
accessed on 2 February 2015., 2012. 

6. Ferlay J., Soerjomataram I., Ervik M., Dikshit R., Eser S., Mathers C. et al. GLOBOCAN 
2012 v1.0, Cancer Incidence and Mortality Worldwide: IARC CancerBase No. 11 [Internet]. 
Lyon, France: International Agency for Research on Cancer; 2013. Available from: 
http://globocan.iarc.fr, accessed on 10 October 2014., 2012. 

7. Nguyen VT. Hepatitis B infection in Vietnam: current issues and future challenges. Asia Pac 

J Public Health, 2012, 24(2):361-373. 
8. Nadol P, O'Connor S, Duong H, Le LV, Thang PH, Tram TH et al. Findings from integrated 

behavioral and biologic survey among males who inject drugs (MWID) - Vietnam, 2009-
2010: evidence of the need for an integrated response to HIV, hepatitis B virus, and hepatitis 
C virus. PLoS One, 2015, 10(2):e0118304. 

9. WHO. WHO Guidelines for the Screening, Care and Treatment of Persons with Hepatitis C 

Infection. Geneva, Global Hepatitis Program, Division of HIV, World Health Organization, 
2014. http://www.who.int/hiv/pub/hepatitis/hepatitis-c-guidelines/en/. 

10. WHO. WHO Guidelines for the Prevention, Care and Treatment for Person with Chronic 

Hepatitis B. Geneva, Global Hepatitis Program, Division of HIV, World Health Organization, 
2015. http://www.who.int/hepatitis/publications/hepatitis-b-guidelines/en/. 

11. Liang X, Bi S, Yang W, Wang L, Cui G, Cui F et al. Epidemiological serosurvey of hepatitis 
B in China--declining HBV prevalence due to hepatitis B vaccination. Vaccine, 2009, 
27(47):6550-6557. 

12. WHO. Public health, innovation, intellectual property and trade. WHO updates patent 

information on sofosbuvir and ledipasvir for the treatment of Hepatitic C Virus. 2015 
http://www.who.int/phi/implementation/ip_trade/ip_patent_landscapes/en/. (25 April). 

13. Hill A, Gotham D, Cooke G, Bhagani S, Andrieux-Meyer I, Cohn J et al. Analysis of 
minimum target prices for production of entecavir to treat hepatitis B in high- and low-
income countries. Journal of Virus Eradication, 2015, 1:103-110. 

14. WHO. Global Price Reporting Mechanism for HIV, tuberculosis and malaria. 2015 
http://www.who.int/hiv/amds/gprm/en/. (15 April). 

15. WHO. Global Hepatitis Programme Global Policy Survey Geneva, World Health 
Organization, 2013. 

16. Gower E, Estes C, Blach S, Razavi-Shearer K, Razavi H. Global epidemiology and genotype 
distribution of the hepatitis C virus infection. J Hepatol, 2014, 61(1 Suppl):S45-57. 

17. Kirby Institute. HIV/AIDS, viral hepatitis and sexually transmissible infections in Australia. 

Annual Surveillance Report. The Kirby Institute, the University of New South Wales, 
Sydney, NSW 2052, 2013. 

18. Allard NL, MacLachlan JH, Cowie BC. The cascade of care for Australians living with 
chronic hepatitis B: measuring access to diagnosis, management and treatment. Aust N Z J 

Public Health, 2015, 39(3):255-259. 



19. MacLachlan J, Cowie B. Hepatitis B Mapping Project: Estimates of chronic hepatitis B 

diagnosis, monitoring and treatment by Medicare Local. National Report 2012/13. Sydney, 
Australasian Society of HIV Medicine & Victorian Infectious Diseases Reference Laboratory 
at the Doherty Institute, 2013. 

20. WHO, UNICEF. WHO/UNICEF Joint Reporting Form (JRF) for Immunization. Geveva2015 
http://www.who.int/immunization/monitoring_surveillance/routine/reporting/en/. (1 
February). 

21. Pepin J, Abou Chakra CN, Pepin E, Nault V, Valiquette L. Evolution of the global burden of 
viral infections from unsafe medical injections, 2000-2010. PLoS One, 2014, 9(6):e99677. 

22. Saraswat V, Norris S, de Knegt RJ, Sanchez Avila JF, Sonderup M, Zuckerman E et al. 
Historical epidemiology of hepatitis C virus (HCV) in select countries - volume 2. J Viral 

Hepat, 2015, 22 Suppl 1:6-25. 
23. MoH, WHO, UNAIDS. Update on the cluster of HIV cases, Roka Commune, Sang Ker 

District, Battambang Province. Phnom Penh, Joint press release of the Ministry of Health, 
Kingdom of Cambodia, World Health Organization and the Joint United Nations Program on 
HIV/AIDS (UNAIDS), 2015. 
http://www.wpro.who.int/mediacentre/releases/2015/20150113/en/. 

24. WHO. WHO best practices for injections and related procedures toolkit. Geneva, World 
Health Organization, 2010. 



www.wpro.who.int




