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Technical Advisory Committee 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 
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SUMMARY 

 

The first meeting of the Strategic and Technical Advisory Committee (STAC) on viral hepatitis in the 
Western Pacific Region was convened by the World Health Organization (WHO) Regional Office for 
the Western Pacific in Manila, the Philippines, on 27 April 2015. 

The objectives of the meeting were to review the status of viral hepatitis burden in the Region, and to 
discuss proposed targets, milestones and implementation considerations for the first Regional Action 
Plan for Viral Hepatitis in the Western Pacific.  

Presentations and discussion focused on WHO's response planning and progress in viral hepatitis; the 
Global Health Sector Strategy for Viral Hepatitis and the draft Regional Action Plan for Viral 

Hepatitis in the Western Pacific, and their overlap; key indicators, targets and monitoring mechanisms 
in the draft regional action plan; and treatment challenges and opportunities. Recommendations were 
made in each of 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 

 
Recommendations from STAC to the Regional Director are listed in Section 3 of this document. 
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1. INTRODUCTION 

The first Strategic and Technical Advisory Committee (STAC) Meeting for Viral Hepatitis was held 
at the World Health Organization (WHO) Regional Office for the Western Pacific the in Manila, the 
Philippines, on 27 April 2015.  

1.1 OBJECTIVES 

1) To review the status of the viral hepatitis burden in the Region; and 
2) To discuss proposed targets, milestones and implementation considerations for the 

first Regional Action Plan for Viral Hepatitis in the Western Pacific. 

1.2 AGENDA AND PARTICIPANTS  

The consultation was attended by the Western Pacific Region hepatitis STAC and WHO staff as the 
secretariat. The meeting agenda is available at Annex 1 and the list of participants at Annex 2. 

1.3 OPENING SESSION 

Dr Shin Young-soo, the Regional Director for the Western Pacific, gave the opening remarks. He 
emphasized the importance of the hepatitis B and C agenda, and expressed a desire that his legacy to 
the Region be gains in hepatitis prevention and treatment, noting the very high morbidity and 
mortality carried by hepatitis, and the need to address continued stigma and discrimination. He 
welcomed all participants and thanked the ZeShan Foundation for its generosity in supporting the 
Regional Office in hepatitis. He noted recent developments in hepatitis B and C therapeutics and the 
high efficacy of new direct-acting antivirals for hepatitis C virus (HCV). Although hepatitis antivirals 
remain expensive, much more money is being spent on ineffective medications. He emphasized the 
need for immediate action and said he looked forward to reviewing the STAC recommendations. 

Dr Henry Lik Yuen Chan and Dr Rosmawati Mohamed were appointed co-chairs prior to the meeting. 

Dr Henry Chan welcomed participants, thanked the Regional Director for his welcome and invited all 
participants to introduce themselves. 

Dr Nick Walsh presented the meeting objectives, terms of reference for STAC and interests declared. 
Five participants had no declared interests. Five participants declared interests. The secretariat 
concluded that no STAC member had a serious conflict of interest, and all members could participate 
in discussion, but no contribution regarding treatment recommendations was to be made by those with 
declared interests.  

2. PROCEEDINGS 

2.1 WESTERN PACIFIC REGION UPDATE AND RESPONSE PLANNING 

2.1.1 Calling for consolidated action: The viral hepatitis response in the Western Pacific Region 

Dr Ying-Ru Lo presented a summary of hepatitis mortality in the Region, the successes of the 
immunization programme, and progress towards comprehensive action. Globally, there are 
1.45 million deaths from viral hepatitis each year, largely from hepatocellular carcinoma (HCC) and 
cirrhosis related to hepatitis B virus (HBV) and HCV. Almost 40% of global mortality due to hepatitis 
occurs in the Western Pacific Region, and two-thirds of these deaths are due to liver cancer (1). The 
Western Pacific Region was the first to establish a hepatitis B control milestone of less than 2% 
hepatitis B surface antigen (HbsAg) prevalence among children five years of age by 2012, and less 
than 1% by 2017. Birth dose and B3 rates have increased substantially and now 12 countries have 
been verified as achieving this regional goal.  

In developing a comprehensive response to hepatitis, the Regional Office is involved in high level 
advocacy, generating data, national planning, informing and disseminating global WHO guidelines, 
programme monitoring and supervision. Six countries in the Region have comprehensive hepatitis 
national action plans. A number of countries are working on guidelines. China is developing an 
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investment case and some countries have added hepatitis surveillance to HIV surveys. To better 
understand treatment needs, WHO Regional Office for the Western Pacific is undertaking several 
systematic reviews which will inform service delivery needs, as well as disease burden estimates and 
the investment case for hepatitis treatment. Initial steps have been taken in China, Fiji and Viet Nam 
towards integrated prevention of mother-to-child transmission (MTCT) of HIV, syphilis and HBV. 
The final draft Regional Action Plan for Viral Hepatitis in the Western Pacific will be considered for 
endorsement by the sixty-sixth session of the WHO Regional Committee for the Western Pacific in 
October 2015. There are opportunities to build on well-established HIV infrastructure and experience. 
Challenges include a need for better data, national action plans and coordination at the country level. 
There is an urgent need for funding to support initial country level action, and to explore ways to 
reduce the cost of diagnostics and antiviral medicines.  

2.1.2 Update from the Western Pacific Region Expert Resource Panel (ERP) on Hepatitis B 

Control through Immunization 

Dr Ben Cowie presented the recommendations of the third ERP meeting in January 2015 in the 
Republic of Korea. The ERP recognized the impressive gains in reaching the 1% hepatitis B control 
goal within the Region. The recommendations of the meeting focused on additional efforts needed to 
achieve the goal in all countries, and how to ensure effective coordination of hepatitis B control 
through immunization and broader control efforts. The ERP welcomed and supported the 
development of the Regional Action Plan for Viral Hepatitis and strongly endorsed broadening viral 
hepatitis control efforts in the Region and globally. The ERP recommended that WHO Regional 
Office for the Western Pacific compile a list of hepatitis B rapid diagnostic assays used in the Region, 
liaise with WHO headquarters on prequalification status, and that VIDRL and other regional partner 
laboratories assist with field testing to provide estimates of their sensitivity and specificity. The ERP 
also recommended overlapping its membership with the STAC, and that the work of both should be 
complementary and coordinated. Coordinating the hepatitis response will greatly enhance control 
efforts, particularly in areas of common interest and expertise, including diagnostics and testing 
approaches, prevention of MTCT and other approaches to prevention of transmission. A full list of 
ERP recommendations to the STAC are available in Annex 1. 

2.1.3 Discussion 

Participants discussed health-care worker vaccination. The ERP had recommended this be discussed 
at the next ERP meeting and raised in other forums. A recommendation to vaccinate health 
professionals was welcomed, but participants agreed this should be expanded to other high-risk 
groups, such as people who inject drugs (PWID) and people living with HIV. The recommendation 
for membership overlap between ERP and STAC was discussed. At this stage there is only one 
member in both groups; this will be addressed, in addition to VIDRL participating in both as the 
WHO Collaborating Centre. The group discussed the establishment of a diagnostics working group. A 
plethora of different manufacturers’ tests are being used, but very few are prequalified, so quality is 
largely unknown. It may be possible to use rapid assays in areas with poor laboratory capacity. It 
would also be useful to be able to recommend such assays if quality could be assured. WHO 
headquarters has a prequalification system in place, but currently only one enzyme linked immuno-
sorbent assay test is prequalified for hepatitis B and C. Tests kits are continually changing, and site 
visits are needed for prequalification; the process is slow. WHO headquarters will be evaluating 
different test strategies. Ultimately, it would be extremely valuable if WHO could provide reference 
reagents to regional reference laboratories. 

There was discussion around responding in a timely manner to adverse events following 
immunization (AEFI). There have only been a few cases of AEFIs but they have provoked significant 
fear and drops in immunization coverage. A recent example was given of an AEFI which later proved 
unrelated to HBV vaccine in Viet Nam, but which resulted in a large reduction in birth-dose coverage. 
There is poor understanding of AEFI in the general population, and a need to establish a rapid 
response mechanism at the regional or global level. It is important to minimize programme errors by 
addressing health system issues, which would also support the prevention of adverse events related to 
vaccination.  
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2.2 GLOBAL HEALTH SECTOR STRATEGY FOR VIRAL HEPATITIS AND REGIONAL 

ACTION PLAN FOR VIRAL HEPATITIS IN THE WESTERN PACIFIC 

2.2.1 Update on Global Hepatitis Programme (GHP) activities 

Dr Stefan Wiktor presented a summary of GHP activities. Advances in treatment have resulted in 
greater awareness of viral hepatitis and access issues, but there is limited funding for hepatitis, and 
varying levels of country engagement. Most low- and middle-income countries are estimated to have 
an HCV diagnosis rate of less than 20% (2). According to an informal global analysis by the GHP, 22 
Member States have national viral hepatitis plans. The past years have seen dramatic advances in 
hepatitis C treatments and many more developments are in the pipeline.  

The GHP was created in late 2011 and has been within the HIV Department since 2013, but it 
interacts with many different departments. In all regional offices there is now a hepatitis focal person 
within the HIV team, and dedicated hepatitis staff have been hired in the WHO regional offices for 
the Americas, Europe and the Western Pacific. WHO has been positioned as a leader in hepatitis 
response and is working hard to build partnerships. Leveraging internal and external partnerships will 
be crucial for an expanded response. Multiple stakeholders were engaged through the Global Partners’ 
Meeting on Hepatitis in April 2014, the WHO Consultation with Pharmaceutical and Diagnostics 
Companies, a civil society reference group, and a target-setting think tank. Normative work has 
included developing treatment guidelines (for hepatitis B and C) and outbreak response guidelines 
(for hepatitis E). Actions to enhance treatment access have included: the addition of key hepatitis 
antivirals to the Essential Medicines list; an expression of interest letter for the prequalification of 
generics; the provision of key data on medicines, including investigating the patent landscape; 
including hepatitis medicines and diagnostics in the Global Price Reporting Mechanism; and adapting 
antiretroviral toxicity monitoring systems to collect information on hepatitis medicines.  

The Global Health Sector Strategy for Viral Hepatitis will be completed in 2015. As most 
hepatitis-related mortality is due to HBV and HCV, the Global Health Sector Strategy for Viral 
Hepatitis focuses on these viruses. Normative work on treatment will continue, including an HCV 
treatment update to be launched by the end of 2015. WHO will work to enhance treatment access, 
focusing on strategic information and prevention and engaging with countries. WHO plans to issue 
viral hepatitis surveillance guidance for low- and middle-income countries, including testing and 
treatment indicators. 2015 will see the launch of the Global Injection Safety Policy, the HBV birth 
dose immunization manual and a review of HBV immunization recommendations. Testing guidelines 
are a key gap in normative information and will be developed in 2015. As countries work towards 
national plans, WHO wants to support this with a planning tool-kit. The Global Hepatitis Summit in 
June 2015 and the World Hepatitis Summit in September 2015 will provide an opportunity to link 
policy-makers with interest groups.  

2.2.2 WHO Regional Action Plan for Viral Hepatitis in the Western Pacific: Comprehensive 

action on viral hepatitis 

Dr Nick Walsh presented the draft Regional Action Plan for Viral Hepatitis in the Western Pacific, 
which has been developed in line with the Global Health Sector Strategy for Viral Hepatitis, 
attempting to bridge its high-level recommendations with actionable items for countries. Dr Walsh 
thanked those who had provided feedback on the draft Regional Action Plan for Viral Hepatitis, 
circulated prior to the meeting. The goal is to have this endorsed by Member States later this year, 
using lessons learnt from HIV to establish a public health approach for viral hepatitis.  

The five-year regional action plan aims to consolidate concrete, prioritized and actionable items for 
consideration by countries to address the national burden of viral hepatitis, with a focus on chronic 
hepatitis B and C. The five priority areas of the action plan are: 

1. Broad-based advocacy 
2. Evidence-informed policy guiding comprehensive hepatitis action 
3. Data supporting the hepatitis response 
4. Stopping transmission 
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5. An accessible and effective treatment cascade 

Key actions within each priority area were presented. Hepatitis literacy among the health workforce is 
limited in many areas. World Hepatitis Day was identified as an opportunity for advocacy activities. 
Currently, reliable disease burden estimates are not available in many countries to inform advocacy 
and response planning. Many countries do not include hepatitis in their communicable disease 
surveillance systems. There remains ongoing transmission of hepatitis in health-care settings in the 
Region, despite there being a variety of measures available to reduce this, including the use of sterile 
syringes and reducing injections for medical care. Harm-reduction interventions are important; the 
intensity of this intervention to prevent HCV transmission needs to be higher than for HIV. To 
support the treatment cascade, procurement of affordable diagnostics and medicines is paramount. 
Regulatory processes and barriers to medicines vary by country, and there is a need to explore joint 
mechanisms for procurement.  

Overlap between the Global Health Sector Strategy for Viral Hepatitis strategic direction and the 
regional action plan priority action areas was presented for discussion. Regional targets will be 
nearer-term, and will include policy milestones and targets, the development of country-specific 
hepatitis cascades, and global incidence and mortality reduction targets.  

2.2.3 Discussion: Global Health Sector Strategy for Viral Hepatitis and the Regional Action 

Plan for Viral Hepatitis content and structure overlap 

The issue of prevention of ongoing incident hepatitis infections was discussed. The importance of 
preventing MTCT, transmission in all health care settings including dental, and non-health care 
settings was emphasized by participants. In some countries, unqualified health-care professionals give 
a large number of unnecessary injections. Sexual transmission of HCV may also be a contributing 
factor in some settings. It was discussed that even if birth dose coverage was well over 90%, vertical 
transmission at the population level would continue. Elimination of MTCT will require antiviral 
therapy during late pregnancy, but recent WHO HBV treatment guidelines were unable to make a 
recommendation on antivirals in high-risk pregnant women, given that clinical trials are ongoing.  

The issue of stigma and discrimination was discussed, with participants agreeing this needed to be 
addressed in every level of response. It was recognized that this is a major issue in the Western 
Pacific. Participants suggested key affected populations should be involved in service delivery for 
HCV, given key populations such as PWID are disproportionately affected.  

Participants discussed the utility of guidelines. From HIV experience, global guidelines have been 
crucial, as most countries do not have the capacity to make their own guidelines. Those created by 
professional organizations make gold standard recommendations, which are unaffordable or 
unrealistic for low- and middle-income countries. It was noted that some countries are struggling to 
put together national action plans. It was suggested that a tool kit for national action plans be 
developed; this is currently occurring in the GHP and will be relevant to this Region.  

Participants concluded the session by agreeing there was sufficient overlap between the Regional 
Action Plan for Viral Hepatitis and Global Health Sector Strategy for Viral Hepatitis. Securing a 
commitment for resources from governments was discussed. World Health Assembly resolutions state 
the need to promote universal assessment of hepatitis B. Participants suggested that more guidance is 
needed on how to engage governments in discussions on hepatitis, and that it is impossible to move 
forward without support. Presenting the cost of hepatitis in terms of morbidity and the impact on 
workforce productivity was suggested. There should be emphasis on increasing urgency around the 
need for treatment in the Region. 
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2.3 REGIONAL ACTION PLAN FOR VIRAL HEPATITIS INDICATORS, TARGETS AND 

MONITORING MECHANISMS 

2.3.1 HBV immunization indicators and targets 

Indicators, milestones and targets for hepatitis B control through immunization in the Western Pacific 
were established through a process of expert consultation and Member State review and endorsement. 
The primary vaccination indicators are timely birth dose coverage (within 24 hours) and coverage 
with at least three doses in infancy. The targets for the two primary indicators are at least 95% 
coverage at the national level and 85% in all districts. These targets were endorsed by the Regional 
Committee in 2013.a Secondary indicators include any birth dose and health worker vaccination 
policy. Data sources for the primary indicators include administrative data and vaccination coverage 
surveys. The primary indicator for programme impact is HBsAg prevalence in 5-year-old children, 
while the goal is less than 1% HBsAg prevalence among 5-year-olds by 2017. The rationale for 
choosing this age is that by 5 years of age children have passed through the main infant/childhood 
transmission period. The main data sources for the prevalence indicator are nationally representative 
seroprevalence surveys. A secondary source is mathematical modelling. Data summaries are compiled 
in the hepatitis B country profiles document, which is available on the Internet.b Twelve countries 
have been verified as having under 1% seroprevalence in 5-year-olds, with another 10 having ongoing 
or planned serosurveys, and five awaiting verification.  

Effective prevention of vertical transmission is focused on timely birth dose. Every birth dose is 
tracked, as there is still some effect if it is given after 24 hours. An example of a provincial birth dose 
vaccination coverage map from Cambodia was shown, demonstrating the use of this information to 
assess areas where the birth dose coverage is particularly low, and target where interventions are 
needed. Recent serosurvey data from some countries in the Region were shown. A serosurvey in 
Papua New Guinea was powered to assess prevalence by region, and found marked differences 
between the islands and the Highlands. There were also marked differences between rural Cambodia 
and Phnom Penh. Serosurveys present an opportunity to reach out to other age groups. Modelling is 
useful to give a picture of disease burden when no serosurvey data are available, and can be used to 
predict the impact of vaccination.  

Health-care worker vaccination for HBV is not part of the current Regional goal. Only 50% of 
countries in the Region have a policy to vaccinate health-care workers, and data on the proportion of 
health-care workers vaccinated is not available at the regional level. 

2.3.2 WHO Global Hepatitis Strategy in the making 

Dr Stefan Wiktor presented a summary of the Global Health Sector Strategy for Viral Hepatitis 
milestones and targets to drive progress in hepatitis, and the strategy development consultation 
process. 

The Global Health Sector Strategy for Viral Hepatitis will be developed for consideration by the 
Sixty-ninth World Health Assembly in May 2016. It will cover the period 2016–2021 and guide 
actions to meet ambitious 2030 targets focused on elimination of hepatitis as a public health problem, 
with milestones for 2021. The unanimously adopted World Health Assembly Resolution 67.6 is a 
powerful tool for action. The inclusion of hepatitis in the Sustainable Development Goals (SDG 3.3) 
adds to momentum. The lessons learnt from HIV and tuberculosis include the importance of global 
targets that trigger action, a strong civil society movement, a straightforward public health approach 
with global strategies to guide the development of national action plans in all countries, and global 
accountability. 

The vision is “Towards a hepatitis-free generation by 2030”, aligning with the SDGs. The targets for 
2030 are a 90% reduction in chronic HBV and HCV incidence, zero new HBV and HCV infections in 

                                                      
a WPR/RC64.R5. 
b www.wpro.who.int/hepatitis 

http://www.wpro.who.int/hepatitis
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infants, 90% HBV vaccination coverage, and a 90-90-90c treatment cascade for HBV and HCV. The 
2021 milestones are a 75% reduction in medical exposure, and reaching 50% of PWID with 
harm-reduction services. The Global Health Sector Strategy for Viral Hepatitis is evolving. There are 
currently four strategic directions: 1) essential quality services and interventions; 2) achieving impact 
and equity; 3) innovation for acceleration; and 4) finance for sustainability. Achieving these targets 
will require immunization scale-up and approaches to eliminate MTCT, universal access to blood and 
injection safety, scale-up and innovations in treatment, strong links among hepatitis interventions and 
significant investment in surveillance. 

Modelling has served as the basis for targets. Initial modelled costing of the global targets, with major 
uncertainties due to the cost of antivirals, indicates the HBV package would cost (globally) at least 
US$ 7 billion by 2030, with an additional US$ 7-14 billion for HCV, depending on price negotiations. 
Costs will peak in 2025, but could significantly decline after initial investment. Meeting targets would 
result in a reduction in incidence, from 10 million cases to 1 million by 2030, and a reduction in 
mortality, from 1.3 million to less than 500 000. Hepatitis B deaths can be reduced quickly by 
implementing treatment.  

2.3.3 HBV and HCV treatment burden in the Western Pacific 

Julia Scott presented the preliminary results of a systematic review of English and Chinese literature 
to investigate the hepatitis B and C treatment burden in the Western Pacific Region according to 
WHO guidelines. Additional data was obtained from direct contact with national experts, 
nongovernmental organizations and authors of identified articles. There was insufficient data in the 
published literature identified to calculate hepatitis B or C treatment burden according to WHO 
criteria for low-income countries.d This was only possible from published data in two high-income 
countries for hepatitis C. Data from a private clinic in Mongolia enabled estimation of treatment 
burden for both hepatitis B and C, and unpublished data from Australia and New Zealand likewise 
provided an estimation for hepatitis C treatment burden. Estimations of hepatitis C treatment burden 
ranged from 17% to 34%. The only estimation of hepatitis B treatment burden from Mongolia was 
13% to 31% from unpublished data.  

Among the low-income countries of Asia, community-based studies employing probability sampling 
methods were available for hepatitis B in Cambodia, the Lao People's Democratic Republic, 
Mongolia, the Philippines and Viet Nam; and for hepatitis C in Cambodia, the Lao People's 
Democratic Republic, Mongolia and Viet Nam. Assessment of HCV-RNA in such studies was 
available from Mongolia and Viet Nam only. Other community-based samples of volunteers, 
including blood donors, were available for some countries. There were no community-based studies 
with probability sampling undertaken in the Pacific island countries and areas likely to be 
representative of the general population. For many Pacific island countries and areas there were no 
available data at all. Available data suggest high hepatitis B prevalence in Mongolia, the Philippines, 
Viet Nam and many Pacific island countries and areas, and high-intermediatee prevalence in 
Cambodia, Fiji and the Federated States of Micronesia. Available data on anti-HCV antibodies 
suggests high prevalence in Cambodia, Mongolia and possibly Papua New Guinea, and moderately 
high prevalence in the Lao People's Democratic Republic. 

2.3.4 Discussion: Regional Action Plan for Viral Hepatitis indicators and targets 

Participants discussed difficulties with obtaining disease and treatment burden data. Baseline data is 
needed to assess progress toward target achievements in 2030. Many countries do not have data on 
current mortality, infection and incidence estimates, and may need assistance to obtain it. It is difficult 
to assess hepatitis treatment burden from literature, particularly for hepatitis B. Most studies were 
conducted before WHO treatment guidelines were published, and predominantly cross-sectional data 

                                                      
c 90% of the estimated population living with hepatitis screened, 90% of those screened who are eligible for treatment 
treated, and 90% viral load suppression (HBV) or cure (HCV). 
d That is, the proportion of all infected individuals eligible for HBV or HCV treatment according to WHO guidelines (noting 
for HCV that all might be eligible, though in resource limited settings treating F3 or F4 first may be appropriate). 
e Definitions from Ott et al, 2012. Low lessthan 2%, low intermediate 2–4%, high intermediate 5–7%, high more than 8%. 
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is collected, making assessment of sustained alanine aminotransferase elevation impossible. The use 
of the aspartate aminotransferase-to-platelet ratio index (APRI) score was discussed, with participants 
noting it was currently not widely used. They asked whether there was value in adhering to the WHO 
criteria for treatment burden when constructing research questions on treatment burden. 
Targets and milestones for the Regional Action Plan for Viral Hepatitis were discussed. The primary 
target should be determination of the national screening care and treatment cascade. Testing and 
diagnosis is a critical bottleneck, and specific targets were suggested in this area. Populations to be 
screened should be defined and target percentages set. The establishment of systems required for 
surveillance, and the adoption of treatment guidelines could form other targets. Participants also 
thought there should be a specific harm-reduction target. Interim policy targets at the regional level 
were suggested, such as countries having a policy on vaccination of health-care workers, and an 
injection safety policy, which is enforced. It was suggested that national hepatitis plans should be 
staffed as well as costed and funded, noting that currently there are no designated hepatitis units in 
many ministries of health, and existing units are severely understaffed. It was agreed that all Member 
States should designate a focal person, and ideally there would be a national hepatitis taskforce. There 
was concern that a reduction in HCV incidence was difficult to detect, and it was suggested that 
instead of using percentages for global targets, milestones could be measured in numbers. This could 
also be helpful for areas where there is poor surveillance data and difficulty establishing denominator 
measurements. Using scaled targets could be helpful, for example doubling treatment uptake. 

Participants suggested that there should be a minimum set of activities for countries to undertake on 
World Hepatitis Day, with indicators for this, and that Member States should submit reports. Peak 
community organizations should be funded to be involved in the response. The role of stigma and 
discrimination in key populations accessing treatment was discussed. For example, current drug users 
are often discriminated against and barred from accessing treatment. It was suggested that other 
targets should be made for high-risk populations, such as education about liver care, and where and 
when to get tested. 

The group discussed whether global targets were too ambitious. The importance of setting targets was 
emphasized, as well as mobilizing resources and gaining political support. Examples of how HIV 
targets had transformed the response in many countries were given. Dr Walsh pointed out that targets 
dictated 90% of those infected must be tested, 90% of these must be assessed for treatment, then 90% 
of those eligible must be treated, which is a much smaller number than those affected overall. It was 
noted that WHO criteria are conservative compared to hepatitis treatment guidelines from other 
international associations. 

2.4 HEPATITIS TREATMENT IN THE WESTERN PACIFIC: CHALLENGES AND 

OPPORTUNITIES 

2.4.1 The role of an investment case in policy action – example from China 

Dr Wang Xiaochun presented the recent investment case undertaken in China, an ongoing country-led 
process which started in February 2015. 

There is a huge burden of viral hepatitis in China, largely HBV, with great social impact and 
economic cost. The China CDC estimates that there are 90 million people with chronic hepatitis B, 
28 million of whom need treatment, and 7 million of whom need urgent treatment. They estimate 
10 million people have chronic hepatitis C, of whom 2.5 million require urgent treatment. Current 
testing coverage is estimated to be only around 10% for HBV and HCV. China has 51% of the global 
burden of liver cancer and deaths, with 395 000 liver cancers and 385,000 deaths related to liver 
disease in 2012. Some 90% of liver cancer is HBV-related and 10% is HCV-related. A large amount 
of money is being spent today on hepatitis-related health costs; much of it is out-of-pocket expenses. 
Around 6.5 million people were on hepatitis B treatment in 2013. Two thirds of these people were on 
sub-standard treatment, at an annual total cost of US$ 26 billion.  

To date, the primary strategies for hepatitis control in China have been prevention and surveillance, 
though treatment is available in the private sector. The infant vaccination programme has been very 
successful, achieving more than 90% coverage. Discussions about treatment have been limited by the 
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expense of antivirals. With WHO support and collaboration with multiple stakeholders, China is now 
conducting an investment case for consideration of a comprehensive public health programme in 
hepatitis. This has three components: defining disease burden; defining a package of services 
including approaches, targets and drug prices; and policy discussion. The investment case will help 
provide evidence to decide where impact is needed and how to approach this.  

The economic evaluation needs to be tailored to the planning and programming perspective. This 
includes health gains and cost savings in the short-, mid- and longer-term. Economists were asked to 
look at a reasonable price range for negotiations, as the high price of HCV direct-acting antivirals are 
not feasible for the scale of need in China. Currently only about 100 000 people with HCV are 
receiving treatment per year in China. In Beijing this corresponds to less than 1% being treated. 
Compared to this situation of practically no treatment, the health gains of large scale treatment access 
over time are enormous, with some differences seen in five years’ time, becoming much greater over 
10 to 20 years in terms of reduction in HCC, cirrhosis and mortality.  

2.4.2 Hepatitis antiviral patent status and barriers to treatment access in the Western Pacific 

Dr Peter Beyer from Public Health, Innovation and Intellectual Property at WHO headquarters 
presented on current prices for a 12-week HCV treatment course of the antiviral sofosbuvir, including 
generic pricing. The initial price in the USA of US$ 84 000 has reduced since other manufacturers 
arrived on the market. In Egypt, the price for the public programme is fixed at US$ 900 per 12-week 
course. The same price has been offered to public programmes in Lao PDR, Mongolia and Pakistan. 
Licensing agreements with Indian generic companies enable 91 low- to middle-income countries to 
access generics. Generics have been offered to the public sector at US$ 570 per course and to the 
private sector at US$ 1050 per course. Many Indian generic companies are able to produce sofosbuvir, 
and countries could access these medications using TRIPS flexibilities. WHO has assessed the patent 
landscapes, focusing on the main patents for single drugs rather than combinations. Patents for HCV 
direct-acting antivirals will remain until the mid to late 2020s. Less developed countries, such as 
Cambodia, Kiribati, the Lao People's Democratic Republic, Samoa and some other Pacific Islands do 
not have to grant patents under TRIPS flexibilities. Many of these countries are also included in the 
license agreements.  

The hepatitis B situation is more straightforward. Patents for entecavir have expired or are about to 
expire in many countries; generic versions are available from Canadian, Indian and other generic 
companies. Nearly all developing countries should be able to buy generic versions of tenofovir for 
HBV, partly due to the Medicines Patent Pool license agreement that covers 112 countries and both 
HIV and HBV. 

Applications have been received to include a number of direct-acting antivirals on the WHO Essential 
Medicines List. An expanded UN/WHO prequalification programme is currently in place to make it 
easier for countries to buy good quality medications. Member States can request technical assistance 
from WHO to identify the best options to access new treatments.  

2.4.3 Addressing access to hepatitis screening, care and treatment – example from Brazil 

Dr Fabio Mesquita presented on the hepatitis programme in Brazil. In Brazil there is a 
disproportionate burden of hepatitis B in key affected populations: men who have sex with men, 
transgender people, sex workers, incarcerated people, PWID and indigenous populations in the 
Amazon. Rapid testing is used for hepatitis B in Brazil, with confirmatory laboratory testing for 
positives. Two million rapid tests were undertaken in Brazil in 2014, along with 4 800 000 
conventional tests. New prevention of MTCT guidelines include HIV, syphilis, and hepatitis B and C. 
Lack of data in Brazil is a major issue and mathematical modelling has been done to estimate chronic 
hepatitis B prevalence among different age groups in different areas. The vaccination programme has 
been extremely successful, 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 of Brazil in PWID. 
This is also due to nosocomial transmission, including receipt of blood products. Men who have sex 
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with men, 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 
done. A campaign has been undertaken designed to raise hepatitis awareness in older age groups. 

Mathematical modelling estimates that 1.4 to 1.7 million people are infected with HCV in Brazil. 
Liver fibrosis evaluation using biochemical algorithms is useful to identify advanced cirrhosis and 
fibrosis, and define treatment in the absence of preferred methods, such as biopsy or elastography. 
This has overcome what used to be a bottleneck in the treatment cascade, as serological testing is 
undertaken during routine follow-up anyway, incurring no extra cost. Priority is given to METAVIR 
stage 3–4 patients, and 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 Discussion: Hepatitis treatment access in the Western Pacific 

Participants discussed how WHO Regional Office for the Western Pacific could best contribute to 
increasing hepatitis antiviral treatment access in Western Pacific countries. The major obstacle is 
procurement of drugs at reasonable prices, and participants thought guidance and practical advice on 
this was crucial. Investment cases such as the one being done in China were seen as a valuable 
contribution. The initiation of a public health programme allows negotiation of lower prices, and 
smaller countries could be grouped for negotiation. Unilateral agreements with drug companies are 
resulting in disparate costs of treatment and inequitable access. The case in Brazil shows the 
importance of competition; Brazil negotiated with several companies to improve its position in 
negotiations. It was noted that if a confidentiality agreement between a country and company is 
signed, WHO is then unable to assist in negotiations.  

Participants thought the Regional Office's key roles were in providing programmatic advice and 
assistance in developing business cases in countries, and working with Member States on regulatory 
approval to improve access to quality affordable antivirals. Participants said they supported the 
Regional Action Plan for Viral Hepatitis and the Global Health Sector Strategy for Viral Hepatitis, 
and agreed with having aspirational targets.  

3. CONCLUSIONS AND RECOMMENDATIONS  

3.1 CONCLUSIONS 

The Western Pacific Region STAC for hepatitis takes note of: 

i. The World Health Assembly resolutions on viral hepatitis (WHA 63.18 in 2010 and 
WHA 67.6 in 2014) which call for Member States to develop and implement coordinated 
multisectoral national strategies for preventing, diagnosing and treating viral hepatitis based 
on the local epidemiological context. 

ii. The proposed Sustainable Development Goal 3.3: to end by 2030 the epidemics of AIDS, 
tuberculosis, malaria and neglected tropical diseases, and combat hepatitis, water-borne 
diseases and other communicable diseases. 

iii. The need to accelerate regional and national hepatitis responses and address the crisis of 
unmet demand for chronic hepatitis B and C antiviral treatment as a matter of urgency in the 
Western Pacific Region. 

STAC affirms to the Regional Director that: 

i. STAC unanimously endorses the Global Health Sector Strategy for Viral Hepatitis and its 
targets, and the draft Regional Action Plan for Viral Hepatitis for the Western Pacific, and 
proposes that the Regional Office develop regional targets consistent with proposed global 
targets, but with a nearer-term time horizon. STAC agrees there is sufficient overlap between 
the global strategy and the regional action plan. 



 
 

10 

3.2 RECOMMENDATIONS 

STAC recommends to the Regional Director for the Western Pacific: 

Broad-based advocacy and awareness 

1) Work with all Member States to ensure that action to eliminate stigma and discrimination 
forms a central part of all efforts to address viral hepatitis. 

2) Work with all Member States to ensure advocacy and awareness activities are not limited to 
World Hepatitis Day, and establish a minimum set of requirements for addressing advocacy 
and awareness needs. Noting the differing needs of countries and stakeholder groups across 
the Region, and recognizing the need for concerted advocacy and awareness action, STAC 
considers the draft regional action plan advocacy and awareness targets are not sufficiently 
ambitious or sustainable. STAC suggests there be indicators for Member States to submit a 
report on awareness and advocacy actions undertaken; this may take the form of a report card 
detailing minimum requirements annually. 

3) Work with all Member States to increase targeted advocacy in high-risk populations. 

National policy 

4) Work with Member States through the regional action plan, which may serve as the 
framework for implementation of the hepatitis response in countries. 

5) Work with Member States to develop and implement comprehensive costed and funded 
national hepatitis action plans, and establish a national hepatitis taskforce with an 
organizational structure including designated personnel within the ministry of health. 
Representation in the taskforce should include civil society, clinical care providers, 
researchers and policy-makers, among others. 

6) Support countries to develop country-specific action plans with prevention and treatment 
targets, including harm-reduction targets, noting the challenges in providing specific guidance 
for national hepatitis action plans, given inter-country variability. 

7) Establish core monitoring requirements in collaboration with WHO headquarters for countries 
to track their progress in hepatitis programme implementation. Work with Member States to 
support implementation, with progress reports on meeting targets to the Regional Office and 
the Regional Committee, should the regional action plan be endorsed at the sixty-sixth session 
of the Regional Committee in 2015. 

8) Assist Member States to develop a country-specific investment case for hepatitis, including 
antiviral treatment, based on national disease burden estimates. 

Data and surveillance 

9) Encourage Member States to collate available viral hepatitis-related data, including 
integration, expansion and links to programmes for other infectious diseases (HIV, 
tuberculosis) and services targeting PWID. 

10) Establish an initial milestone for Member States involving the calculation of the baseline 
status of patient retention in country-specific screening, care and treatment cascades at the 
population level to inform future treatment targets, noting the lack of hepatitis treatment 
cascade data. 

Prevention 

11) Ensure all efforts are made to prevent health sector transmission, noting the central 
importance of this action, and the challenging nature of measuring incident HCV infections 
attributable to this mode of transmission. 

12) Ensure all efforts are made to increase birth dose hepatitis B vaccine coverage, noting the 
crucial importance of timely birth dose administration in preventing hepatitis B transmission. 
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13) Ensure rapid response mechanisms exist to address "so-called" adverse events related to 
hepatitis B vaccination. 

14) Ensure that more prominence is given to harm-reduction measures. 

Screening, care and treatment 

15) Assist and support the implementation of viral hepatitis screening, care and treatment as a 
national public health programme to address hepatitis-related mortality at the population 
level. 

16) Set specific screening targets, as testing and diagnosis is a critical bottleneck in increasing 
antiviral treatment in the Region. 

17) Develop mechanisms to facilitate industry utilization of collaborative regulatory procedures, 
including the WHO prequalification system, noting the lack of quality assurance mechanisms 
for diagnostics and generic antivirals for hepatitis. 

18) Work with Member States to address challenges in regulatory approval and overcome price 
barriers to antiviral treatment access. STAC noted the lack of transparency in antiviral price 
negotiation, which impedes countries’ negotiating position, and recommends steps be taken to 
address this. This may depend on country-specific legislation. 

19) Compile an inventory of which countries have access to key antivirals, including tenofovir, 
and which do not.  
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ANNEX 1 

RECOMMENDATIONS FROM THE EXPERT RESOURCE PANEL (ERP) HBV  

TO WPR-STAC-HEP 

 

Recommendations of the 3rd Western Pacific Region Hepatitis B Expert Resource Panel Meeting,  
12-13 January 2015, Seoul, Republic of Korea 

In January 2015, the Western Pacific Region Hepatitis B ERP for hepatitis control through 
immunization met in Seoul, Republic of Korea. At the time, the WPR-STAC-HEP was being formed 
and had not yet met. 

The ERP took the opportunity to make several recommendations to the WPR-STAC-HEP in advance 
of its first meeting, scheduled for April 2015. These were shared with WPR-STAC-HEP members 
during the STAC meeting on 27 April 2015 and are: 

ERP coordination with comprehensive viral hepatitis work: 

The ERP welcomes and supports the development of the Regional Action Plan for Viral Hepatitis that 
will cover the four axes of the framework for global action for prevention and control of viral 
hepatitis. 

 

1. The ERP recommends that the viral hepatitis working group developing the Regional Action 
Plan for Viral Hepatitis be aware of the work of the ERP and that the work of the ERP be 
reflected in the Regional Action Plan for Viral Hepatitis. 
 

2. The ERP recommends that the viral hepatitis working group share the draft Regional Action 
Plan for Viral Hepatitis with ERP members for review and feedback as soon as possible. 
 

3. The ERP recommends that membership of the ERP and the STAC overlap, and that the work 
of both should be complementary and coordinated. Some of the areas of common interest 
include diagnostics, prevention, advocacy and sharing meeting reports. 
 

4. The ERP recommends that regular ERP and STAC meetings be held back-to-back, with one 
day of overlap to discuss common issues and ensure coordination of efforts. 
  

5. The ERP recommends that it write to the Regional Director and the global STAC-HEP to 
advocate for increased membership of hepatitis B advocates/specialists on the WHO Global 
Hepatitis Programme civil society reference group.  
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ANNEX 2 

LIST OF PARTICIPANTS 

 

1. TEMPORARY ADVISERS 

Dr Henry Lik Yuen Chan, Professor, Department of Medicine and Therapeutics, Head, Division of 
Gastroenterology and Hepatology, Director, Institute of Digestive Disease, Director, Center for Liver 
Health, Assistant Dean (External Affairs), Faculty of Medicine, The Chinese University of 
Hong Kong, Hong Kong. Tel: (852) 2632 3593, Fax: (852) 2647 3852, E-mail: hlychan@cuhk.edu.hk 
 
Dr Benjamin Cowie, Epidemiologist, Victorian Infectious Diseases Reference Laboratory, Doherty 
Institute, Melbourne, Victoria, Australia. Tel: (61) 9342 9600, E-mail: Benjamin.cowie@mh.org.au 
 
Dr Nicolas Durier, Hepatitis Treatment Specialist, TREAT Asia, Exchange Tower, 388 Sukhumvit 
Road, Suite 2104, Klongtoey, Bangkok 10110, Thailand. Tel: (662) 6637561, Fax: (662) 6637562, 
Email: Nicolas.Durier@treatasia.org 
 
Mr Charles Gore, President of the Executive Board, World Hepatitis Alliance, 7, Rue du Marche 
1204 Geneva, Switzerland. Tel: (41) 22 518 06 16, E-mail: Charles.gore@worldhepatitisalliance.org 
 
Dr Tatsuya Kanto, Chief, Division of Advanced Medical Technology for Hepatic Diseases, National 
Center for Global Health and Medicine, The Research Center for Hepatitis and Immunology,  
1-7-1 Kohnodai Ichikawa, Tokyo, Japan. Tel: (81) 47 372 3801, Fax: (81) 47 375 4766,  
E-mail: kantotatsuya@gmail.com 
 
Dr Stephen Locarnini, Head of Research and Molecular Development, Doherty Institute, Victorian 
Infectious Diseases Reference Laboratory, Level 2, 792 Elizabeth Street, Melbourne, Victoria 3000 
Australia. Tel: (613) 9342 9637, E-mail: Stephen.Locarnini@mh.org.au 
 
Dr Fabio Mesquita, Director, STI/AIDS and Viral Hepatitis Department, Department of Surveillance, 
Prevention and Control of STDs, AIDS and Viral Hepatitis, SAF Sul, Trecho 2, Bloco F, Torre 1, Ed. 
Premium, Auditório, Sala 5, Brasilia, DF 70070-600, Brazil. Tel: 55 (61) 3315-7610 
Email: fabio.mesquita@aids.gov.br 
 
Dr Rosmawati Mohamed, Consultant Hepatologist and Professor of Medicine, Department of 
Medicine, Faculty of Medicine, University of Malaya, 50603 Kuala Lumpur, Malaysia. 
Tel: (603) 79492867, Fax: (603) 79556936, Email: ros@ummc.edu.my 
 
Ms Eleanor Morrison, International Program Manager, ,Australian Injecting & Illicit Drug Users 
League, Level 2 Sydney Building, 112-116 Alinga Street, Canberra, ACT 2601, Australia. 
Tel: (61) 26279 1600, Email: elem@aivl.org.au 
 
Dr Janus P. Ong, Clinical Associate Professor, Hepatology Society of the Philippines, University of 
the Philippines, College of Medicine, Ermita, Manila, Philippines. Tel: (632) 964 3294 
E-mail: janus.ong@gmail.com; janong@mac.com 
 
Professor Samuel So, Professor, Stanford University School of Medicine, Asian Liver Center 
780 Welch Road, CJ 130, Palo Alto, California 94304, United States of America 
Tel: (1 650) 7368601, Fax: (1650) 736 8001, E-mail: samso@stanford.edu 
 
Professor Christian Trepo, Emeritus Professor, Medecin Attache, Adviser, Fondation Merieux 
Hospital de la Croix Rousee, 103 Grande Rue de la Croix-Rouse, 69000 Lyon, France. 
Tel: (33) 6 86280992; (33) 4 26732733, E-mail: ctrepo@hotmail.com 
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Dr Wang Xiaochun, Director, National Center for AIDS/STD, Prevention and Control, China Center 
for Disease Control and Prevention, Beijing 100050, China. Tel: (8610) 58900240,  
E-mail: excaids@hotmail.com 
 
Dr Wei Lai, Clinician, Peking University People's Hospital, Peking University Hepatology Institute 
11 Xizhimen South Street, Beijing 100044, China. Tel: (8610) 8832 5566 (86)13 60 128 1862 
E-mail: weilai@pkuph.edu.cn 
 
2. SECRETARIAT 

Dr Mark Jacobs, Director, Division of Combating Communicable Diseases, WHO Regional Office for 
the Western Pacific, P.O. Box 2932, 1000 Manila, Philippines. Tel: (632) 528 9701,  
Fax: (632) 521 1036, E-mail: jacobsma@wpro.who.int 
 
Dr Ying-Ru Lo, Coordinator, HIV, Hepatitis and STI, WHO Regional Office for the Western Pacific 
P.O. Box 2932, 1000 Manila, Philippines. Tel: (632) 528 9714, Fax: (632) 521 1036, 
E-mail: loy@wpro.who.int 
 
Dr Sergey Diorditsa, Coordinator, Expanded Programme on Immunization, WHO Regional Office for 
the Western Pacific, P.O. Box 2932, 1000 Manila, Philippines. Tel: (632) 528 9745,  
Fax: (632) 521 1036, E-mail: diorditsas@wpro.who.int 
 
Dr Rasul Baghirov, Coordinator, Health Systems Development, WHO Regional Office for the 
Western Pacific, P.O. Box 2932, 1000 Manila, Philippines. Tel: (632) 528 9806,  
Fax: (632) 521 1036, E-mail: baghirovr@wpro.who.int 
 
Dr Klara Tisocki, Coordinator, Essential Medicines and Health Technologies, WHO Regional Office 
for the Western Pacific, P.O. Box 2932, 1000 Manila, Philippines. Tel: (632) 528 9026,  
Fax: (632) 521 1036, E-mail: tisockik@wpro.who.int 
 
Dr Nick Walsh, Medical Officer (Viral Hepatitis), HIV, Hepatitis and STI, WHO Regional Office for 
the Western Pacific, P.O. Box 2932, 1000 Manila, Philippines. Tel: (632) 528 9750,  
Fax: (632) 521 1036, E-mail: walshn@wpro.who.int 
 
Dr Linh-Vi Le, Epidemiologist (Strategic Information), HIV, Hepatitis and STI, WHO Regional 
Office for the Western Pacific, P.O. Box 2932, 1000 Manila, Philippines. Tel: (632) 528 9711 
Fax: (632) 521 1036, E-mail: leli@wpro.who.int 
 
Dr Naoko Ishikawa, Scientist (Care and Treatment), HIV, Hepatitis and STI, WHO Regional Office 
for the Western Pacific, P.O. Box 2932, 1000 Manila, Philippines. Tel: (632) 528 9719, 
Fax: (632) 521 1036, E-mail: ishikawan@wpro.who.int 
 
Mr Eric Wiesen, Technical Officer, Expanded Programme on Immunization, WHO Regional Office 
for the Western Pacific, P.O. Box 2932, 1000 Manila, Philippines. Tel: (632) 528 9034,  
Fax: (632) 521 1036, E-mail: wiesene@wpro.who.int 
 
Dr Julia Scott, Consultant, University of Otago, Wellington, New Zealand. Tel: (64) 21646408 
E-mail: juliacscott@yahoo.co.nz 
 
Ms Tesia Shin, Intern, HIV, Hepatitis and STI, WHO Regional Office for the Western Pacific, 
P.O. Box 2932, 1000 Manila, Philippines. Tel: (632) 528 9450, Fax: (632) 521 1036, 
E-mail: shint@wpro.who.int 
 
Dr Natasha Evelyn Murray, Intern, Malaria, other Vectorborne and Parasitic Diseases, WHO 
Regional Office for the Western Pacific, P.O. Box 2932, 1000 Manila, Philippines. 
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Tel: (632) 5289754, Fax: (632) 521 1036, E-mail: murrayna@wpro.who.int 
 
Dr Po-Lin Chan, Technical Officer (HIV/AIDS), Office of the WHO Representative in the People's 
Republic of China, 401, Dongwai Diplomatic Office Building, 23, Dongzhimenwai Dajie, Chaoyang 
District, Beijing 1000600, China. Tel: (8610) 6532 7190, Fax: (8610) 6532 2359,  
E-mail: chanpo@wpro.who.int 
 
Dr Dominique Ricard, Medical Officer, HIV/AIDS and STI, Office of the WHO Representative in the 
Lao People's Democratic Republic, Ban Phonxay, 23 Singha Road, Vientiane, Lao People's 
Democratic Repubic. Tel: (856) 21 353 90204, Fax: (856) 21 353 905, E-mail: ricardd@wpro.who.int 
 
Dr Chintana Somkhane, Office of the WHO Representative in the Lao People's Democratic Republic, 
Ban Phonxay, 23 Singha Road, Vientiane, Lao People's Democratic Repubic.  
Tel: (856) 21 353 90204, Fax: (856) 21 353 905, E-mail: somkhanec@wpro.who.int 
 
Dr Narantuya Jadambaa, National Professional Officer, Office of the WHO Representative in 
Mongolia, Ministry of Health, Government Building No. 8, Ulaanbaatar, Mongolia. 
Tel: (976) 11 327870. Fax: (976) 11 324683. E-mail: jadambaan@wpro.who.int 
 
Ms Maricel Castro, Technical Officer, Office of the WHO Representative in the Philippines, Ground 
Floor, Building 3, Department of Health, San Lazaro Compound, Rizal Avenue, Sta.Cruz, Manila, 
Philippines. Tel: (632) 310 6370, Fax: (632) 310 6550, E-mail: castroma@wpro.who.int 
 
Dr Masaya Kato, Office of the WHO Representative in Viet Nam, 63 Tran Hung Dao Street, Hoan 
Kiem District, Hanoi. Viet Nam. Tel: (844) 3943 3846. Fax: (844) 3943 3740,  
E-mail: katom@wpro.who.int 
 
Dr Nguyen Thi Thuy Van, National Professional Officer, HIV Team, HIV Care and Treatment 
Office of the WHO Representative in Viet Nam, 63 Tran Hung Dao Street, Hoan Kiem District, 
Hanoi, Viet Nam. Tel: (844) 3943 3846, Fax: (844) 3943 3740. E-mail: nguyenva@wpro.who.int 
 
Dr Stefan Wiktor, Team Leader, Global Hepatitis Programme, Department of HIV, Avenue Appia 20 
1211 Geneva 27, Switzerland. Tel: (4122) 7913485, E-mail: wiktors@who.int 
 
Dr Peter Beyer, Senior Adviser, Public Health, Innovation and Intellectual Property, Department of 
Essential Medicines and Health Products, Avenue Appia 20, 1211 Geneva 27, Switzerland.  
Tel: (4122) 791 2507, E-mail: beyerp@who.int 
 
Dr Francisco Averhoff, Deputy Director, United States Center for Disease Control and Prevention, 
Division of Viral Hepatitis, Atlanta, Georgia, United States of America. Tel: (1404) 718-8501 
Fax: (1404) 718-8588, E-mail: fma0@cdc.gov 
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ANNEX 3 

MEETING PROGRAMME 

Monday 27 April 2015 

 

Time Topic Presenter 

08:00-08:30 Registration  

08:30-08:50 Opening remarks Dr Shin Young-soo, Regional 
Director, WHO Regional Office 
for the Western Pacific (WPRO) 

08:50-09:00 • Introduction  

• Chairs’ remarks 

• Introductions  

 
Co-chairs Lik Yuen Chan, 
Rosmawati Mohamed 

09:00-09:10 

 
• Declaration of interest 

• Meeting objectives 

Nick Walsh, HSI WPRO 

 

09:10-09:45 • WPRO update and response planning Ying-Ru Lo, HSI WPRO 

09:45-10:00 • Update from regional Expert Resource Panel 
for hepatitis B immunization 

Ben Cowie, ERP Member, WHO 
Collaborating Center for Viral 
Hepatitis Under Designation 

10:00-10:15 • Questions and discussion  

10:15-10:45 Coffee/tea break  

 Global Health Sector Strategy for Viral 

Hepatitis & Regional Action Plan for Viral 

Hepatitis in the Western Pacific 

 

10:45-11:00 • The Global Hepatitis Strategy and update on 
the Global Hepatitis Programme (GHP) 
activity 

Stefan Wiktor, Global Hepatitis 
Programme, WHO headquarters 

11:00-11:10 • Draft Regional Action Plan overview Nick Walsh, HSI, WPRO 

11:10-12:00 Discussion: Global Health Sector Strategy for 

Viral Hepatitis and the Regional Action Plan 

for Viral Hepatitis content and structure 

overlap 

Questions for STAC: 
1. Is there appropriate and sufficient 

overlap? 
2. Is there sufficient guidance for national 

hepatitis action plans? 

 

12:00-13:00 Lunch  

 Regional Action Plan for Viral Hepatitis 

indicators, targets and monitoring mechanisms 
 

13:00-13:10 • HBV immunization indicators and targets Eric Wiesen, EPI, WPRO 

13:10-13:25 

 
• Proposed Global Health Sector Strategy for 

Viral Hepatitis targets and rationale 

 

Stefan Wiktor, Global Hepatitis 
Programme, WHO headquarters 

 

13:25-13:50 

 
• HBV and HCV treatment burden in the 

Western Pacific 
 

Julia Scott, consultant, HSI, 
WPRO 

13:50-14:30 Discussion: Regional Action Plan for Viral 

Hepatitis indicators and targets 
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Questions for STAC: 
1. Should the Region propose regional 

targets? 
2. What should the key chronic hepatitis 

treatment targets be? 
3. What date sources should be utilized? 

 

14:30-15:00 Coffee/tea break  

 Hepatitis treatment in the Western Pacific: 

challenges and opportunities 
 

15:00-15:15 • The role of an investment case in policy 
action – Example from China 

Wang Xiaochun, China Center 
for Disease Control and 
Prevention 

15:15-15:30 • Hepatitis antiviral patent status and barriers 
to treatment access in the Western Pacific 

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

15:30-15:45 • Addressing access to hepatitis screening, 
care and treatment – Example from Brazil 

Fabio Mesquita, Ministry of 
Health, Brazil 

15:45-17:00 Discussion: Hepatitis treatment access in the 

Western Pacific 
 

 Question for STAC: 
1. How can WHO WPRO best contribute to 

increasing hepatitis antiviral treatment 
access in Western Pacific countries? 

 

17:00-17:45 WPR-STAC-HEP internal working session  
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