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BACKGROUND:  

WHO/SEARO along with WPRO and UNAIDS convened a workshop on “Improving strategic information 

(SI) for HIV and Hepatitis Elimination, focusing on the HIV and hepatitis response for key populations”,1 

on 26 - 28 March 2019 in New Delhi.  The meeting engaged delegations from 16 countries 2  and 

representatives from partners:  Joint United Nations Programme on HIV/AIDS (UNAIDS), the Global Fund 

for AIDS, TB, and Malaria and US Centers for Disease Control and Prevention (CDC).   

This meeting built on recommendations developed as part of the Key Population “Think Tank meeting on 

key populations” held by WHO SEARO in February 2018,3 which identified keys issues on reinvigorating 

key population response and related Strategic Information (SI) as core to the effectiveness of the region’s 

response to HIV.  Specific strategic information recommendations which emerged from the Think Tank  

 

meeting included shifting focus on using data for reporting purposes to being used for programme 

improvement.  Toward this goal, countries in the region were encouraged to focus on local level analysis, 

making better use of routine data, and developing data systems which are flexible and provide “real-time” 

monitoring of service delivery.   

The meeting sought to orient countries in the region to the WHO Strategic Information Framework (See 

Annexure 3), including a number of tools and guidelines recently released by WHO including the 2015 

Tool to Set and Monitor Targets for HIV prevention, Diagnosis, Treatment and Care for Key Populations, 

the 2016 WHO Consolidated Guidelines for Key Populations, and the 2017 Person centered HIV patient 

monitoring and case surveillance guidelines.  Given the integration and strategic linkages between 

hepatitis and HIV, SI for hepatitis was also integrated to the workshop’s agenda. This gave countries 

                                                                 
1 Key population groups included:  sex workers (SW), men who have sex with men (MSM), transgender persons 
(TG), people who inject drugs (PWID), and prisoners.  
2 Participating delegations include: Bangladesh, Bhutan, DPR Korea, India, Indonesia, Maldives, Myanmar, Nepal, 
Sri Lanka, Thailand, Timor-Leste, Cambodia, Lao PDR, Malaysia, Philippines, and Vietnam. 
3 Are Key Populations really the KEY to ending AIDS in Asia? Putting Asia’s HIV response back on track. New Delhi: 
World Health Organization, Regional Office for South-East Asia; 2018. License: CC BY-NC-SA 3.0 IGO.  
 

84% of new HIV infections in Asia and the Pacific are 

concentrated among key populations and their 

sexual partners

Distribution of new HIV infections by population, 2017

Source: Prepared by www.aidsdatahub.org based on UNAIDS (2018). Miles To Go: Closing Gaps, Breaking Barriers, Righting Injustices
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opportunities to review tools in the 2018 WHO Monitoring and Evaluation Framework for Hepatitis B 

and C and support the development of their action plans for prevention and control of hepatitis.  

WORKSHOP OBJECTIVES:  

The workshop objectives were: 

• To enhance the knowledge about and hands-on experience using the updated WHO Guidelines on 

Person-Centered HIV Patient Monitoring and Case Surveillance;  

• To orient participants on 2017 integrated Bio-Behavioral Surveillance (IBBS) Guidelines, and new Key 

Populations Monitoring and Evaluation (M&E) component of the updated (2019) Consolidated SI 

guidelines (under development);  

• To orient participants on the WHO Monitoring and Evaluation for Viral Hepatitis B and C: 

Recommended indicators and framework (including 10 core indicators) and the new consolidated SI 

guidelines;  

• To share country experiences using these SI tools and applying the results, and 

• To promote further integration of global guidance into national programmes’ efforts to strengthen 

country SI systems.  

A copy of agenda and list of participants are enclosed at Annexure 1 and 2 respectively. 

OPENING SESSION: 

Dr Pem Namgyal, Director, Programme 

Management (DPM), WHO SEARO 

inaugurated the workshop and read 

remarks by the Regional Director of the 

WHO SEARO, Dr Poonam Khetrapal 

Singh, citing both the significant 

progress in the region in the fight 

against HIV, and the importance of not 

being complacent as Asia-Pacific strives 

toward ending the AIDS epidemic as a 

public health threat by 2030.   The 

region faces two challenges: Detecting 

cases through the adoption of newer 

testing approaches; and Reducing new infections by effectively reaching out to key populations. The 

region’s efforts must promote a people-centered approach, grounded in the principles of human rights, 

equity and the quest to leave no one behind, geographically, economically, or socially, under the umbrella 

of Universal Health Coverage (UHC).   

Furthermore, the burden of hepatitis in the region require concerted efforts to find the missing millions 

suffering from the disease; and reduce the cost of drugs for treating hepatitis.  

Representatives from various development partners and community based organizations shared their 

perspectives on the workshop objectives: Strategic information about key populations is needed to drive 
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an effective programmatic  response (Tim Holtz, US CDC, India Program Director );  A lesson learned from 

HIV, is the need to strengthen strategic information for hepatitis, especially due to the challenges in 

detection, which stymies efforts to establish reliable estimates that drive programme investments (Dr 

Henk Bekedam, WHO Representative, India).   Effective use and interpretation of strategic information 

requires patient perspectives and community engagement (Daxa Patel, President, PLHIV Association – 

India.  Strong integration and collaboration are key to an effective and efficient use of strategic 

information (Bilali Camara, UNAIDS Country Director – India). 

The HIV epidemic in South-East Asia Region shows decline in new infections by 27% between 2010 and 

2017.  However, this pace is not fast enough to achieve the Fast Track Targets by 2020. The Fast Track 

treatment targets are also ambitious and require an increase from 1.77 million to 3.1 million on treatment 

by 2020.  

 

          

 

The regional priorities for HIV include: 

• Focus on KP to scale up newer prevention tools, such as Pre-Exposure Prophylaxis (PrEP) and HIV 

self-testing; 

• Scale up viral load testing using Cartridge-based Nucleic Acid Amplification Tests (CBNAAT); 

• Strengthen HIV-TB coordination and addressing latent TB among PLHIV 

• Continued advocacy with governments to keep HIV in focus and integrate the response with TB 

and hepatitis 

• Bridging the funding gap for full interventions 

With respect to hepatitis, the region’s burden is high with 39 million people infected with hepatitis B 

and 10 million with hepatitis C.  Trends from 2015-2020 declining incidence in hepatitis but less 

progress against hepatitis related mortality.    
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Key regional priorities for hepatitis control and prevention include:  

• Obtaining better estimates of the burden of disease for planning and advocacy  

• Early diagnosis in the face of asymptomatic infection  

• Establishing a multi-sectoral response – to address Immunization, blood safety, stigma etc. 

• Addressing hepatitis among KPs; including assessing the burden in groups other than PWID  

• Improving access to rapid diagnostic tests, laboratory capacity, cheap drugs   

• Bridging the large gap in meeting financial resource needs 

Increasing coverage of hepatitis prevention efforts: vaccination, injection safety, and Prevention of 

Mother to Child Transmission (PMTCT) of hepatitis  

Within the Western Pacific Region, estimated new infections have increased by 7% from 2010-2017.  This 

trend underscores a critical prevention gap in service delivery for key populations in the region, especially 

among MSM.  

       

Critical regional priorities for the HIV epidemic include: 

• Increasing access to PrEP with STI services 

• Normalizing HIV testing services through community-based testing and self-testing programs 

WHO South-East Asia Region

Hepatitis B
HBsAg Prevalence

0.9% (0.5% - 1.6%)

Estimated Carriers

39 million (29 – 18 million)
Source: Global Hepatitis Report 2017

Hepatitis C
HCV Prevalence

0.5 % (0.4% - 0.9%)

Estimated Carriers

10 million (8.0– 18 million)
Source: Global Hepatitis Report 2017
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Occurs in outbreaks
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SEA region

GLOBAL

275 million living with chronic hepatitis B

71 million living with chronic hepatitis C

1.34 million die of hepatitis every year

410 000 deaths due to viral hepatitis 

each year in the SEA region

81% are attributed to chronic 

complications of hepatitis B and C

DEATHS

Current situation of Viral Hepatitis in the SE Asia region

7% increase in new HIV infections between 2010 

and 2017 in Western Pacific – lagging behind 

global and regional trends

Source: Prepared by www.aidsdatahub.org for Asia Pacifc based on UNAIDS 2018 HIV Estimates
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• Rolling out new and robust Antiretroviral (ARV) drugs (e.g. Dolutegravir) 

• Strengthening TB/HIV collaboration 

• Developing an operational guide for elimination through active case finding, partner notification, 

etc.   

The burden of hepatitis B and C is disproportionately high with the Western Pacific Region comprising 

40% of global infections.  A key challenge in hepatitis elimination in the Region is the large gap in 

testing and treatment cascade for both hepatitis B and C. 

 

 

Priority actions to address hepatitis elimination in the Region include: 

• Developing the next 5-year Regional Action plan to address policy and set targets for testing 

and treatment 

• Expanding and decentralizing testing and treatment services in the public sector.  

Joint actions in HIV and hepatitis programming include implementation of a regional framework for triple 

elimination of mother to child transmission of HIV, hepatitis B, and syphilis; transitioning to sustainable 

financing mechanisms; revitalizing condom and sexual health promotion; and strengthening surveillance 

and programme monitoring.   

WORKSHOP DOMAINS: 

The workshop addressed six domains of strategic information: Case-based surveillance and patient 

monitoring; Cascade analysis; Key population survey-based surveillance; Key population size estimates; 

using data to improve programming, including triangulation; and Estimating Pre-Exposure Prophylaxis 

(PrEP) needs among key populations. As the approach for HIV and hepatitis was mostly identical (e.g., key 

population size estimates), the agenda did not make a difference between these two topics. When they 

differed (e.g., estimating incidence), precise differences on the specific approaches for hepatitis were 

added. 
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For each session, technical resource persons provided overview of available guidance and tools for 

strengthening SI systems.  The country representatives presented their experience with implementing SI 

systems and using results for programming during each session.  Participants also engaged in groupwork 

to discuss challenges, share good practices, and begin to apply available tools. Due to the focus on key 

populations, community representatives also provided important insights into how the collection and 

analysis of strategic information can be used to better engage key population communities, ensure the 

confidentially of individuals and communities, and ultimately strengthen the effectiveness of services for 

key populations.   

SESSION 1. CASE SURVEILLANCE AND PATIENT MONITORING 

In 2017, WHO published consolidated 

guidelines for person-centered HIV patient 

monitoring and case surveillance.  These 

guidelines build on case reporting systems 

long established in many countries used in 

first generation HIV surveillance systems to 

assess the characteristics of new diagnoses 

with basic analysis of person, place, and 

time.  By expanding its scope to identifying 

and tracking six sentinel events (diagnosis, 

1st CD4 test, initiation on ART, 1st VL test, VL 

suppression, and death in the course of care 

for people living with HIV and AIDS, case 

surveillance allows national programmes to 

assess the effectiveness of patient care and 

overall progress toward reducing AIDS-

related mortality.  Hepatitis programmes 

employ a similar approach of tracking 

sentinel events as recommended in the recently published SI guidelines section on cascade monitoring.4    

Effective analysis of case surveillance data benefits from individual level patient data being entered into 

electronic data systems and the use of patient unique identification codes (UIC) to enable tracking of 

patients over time, across geographic areas within a country, and through a cascade of services from 

prevention to testing, diagnosis, and treatment.  Countries must balance the resource intensity required 

by individual data entry and the difficulties of implementing a UIC system. Many countries have been 

unable to implement an effective and feasible UICs for HIV programmes due to the stigma and 

discrimination faced by people who are identified as infected leading to reluctance to link other forms of 

nationally recognized identification numbers to HIV status.   

Session 1 included presentations by countries sharing their experience in implementing case surveillance 

for both HIV and hepatitis. Sri Lanka described its efforts to develop a robust UIC for monitoring key 

population patients that maintains patient confidentiality. Thailand presented its national patient 

                                                                 
4 CASCADE DATA USE MANUAL TO IDENTIFY GAPS IN HIV AND HEALTH SERVICES FOR PROGRAMME 
IMPROVEMENT JUNE 2018 



7 | P a g e  
 

monitoring system which employs and links multiple ids across programme areas (e.g. testing to 

treatment).  A community-based organization working with PLHIV and key populations from Nepal shared 

success in patient monitoring through a one-stop shopping service delivery model for treatment.  Based 

on their experience, the lack of a robust UIC or individual level patient data results in poor data analysis 

that misinforms programming.  Experiences implementing components of case surveillance in Myanmar 

were shared. Myanmar has recently begun using a system of individual databases for monitoring the 

hepatitis cascade and has considered a tiered approach to entering some data elements at individual level 

and some data in aggregate in their Health Management Information System (HMIS) to balance workload 

and utility of the data for different purposes. The use of DHIS2 as the platform for entering both individual 

level and aggregate data allows the integration of these data for analysis and interpretation.   

 

Key points from the session on Case Surveillance and Patient Monitoring:  

 

• Countries have HIV case reporting but use a variety of ID codes/numbers to track individuals across 

the six sentinel events.  A Unique Identifier Code (UIC) needs to be implemented across continuous 

of care. 

• One country described their functioning national health Identification (NHID) system, others reported 

that such a system is in progress.  

• Community perspectives shared during the session indicate concerns with implementing UIC as it 

could identify individuals with stigmatized labels. Nevertheless, community representatives are 

interested engaging with planning and designing systems which respect individuals’ privacy and offer 

security of data. 

• Another challenge faced by countries adopting a NHID is the lack of coherent vision across the health 

sector of how this type of ID should function and how to establish safeguards for privacy, etc.   

• Implementing these types of systems requires investment and consistent medium-term effort which 

is hindered by high turnover of staff and lack of funding/capacity.  

SESSION 2. KEY POPULATION SURVEILLANCE 

Surveys are critical to provide measures of HIV and hepatitis prevalence, behavioral data and service 

coverage in key populations.  Since the most recent WHO/UNAIDS guidelines for conducting second 

generation surveillance guidelines were published in 2013, countries in Asia have used a variety of surveys 

methods to measure seroprevalence, key risk behaviors, and programme coverage, including treatment 

cascade measures.  The choice of methods varies due to availability of resources and technical capacity.  

For example, many countries adapted an HIV sentinel surveillance (HSS) model for sampling KP at KP 

service sites, and some have added a limited behavioral survey component, creating an HSS+ protocol.  

The development of probability-based sampling of key populations led to wider adoption of behavioral 

surveillance surveys (BSS) that eventually evolved into Integrated Bio-behavioral surveys (IBBS).  To 

support best practices in conducting IBBS, WHO and its partners, US CDC, UNAIDS, and FHI360 published 

Biobehavioral survey guidelines: For population at risk for HIV in 2018. The high resource intensity of 
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conducting probability-based surveys, including IBBS, have led countries to experiment with rapid 

behavioral surveys and IBBS-lite protocols.  

 

Trends and Periodicities of HIV surveillance surveys in SEARO and WPRO 

 

 

To the extent that specific key population groups have different hepatitis prevalence compared to the 

general population, the addition of hepatitis biomarkers into planned IBBS is recommended as a cost-

effective method for obtaining hepatitis prevalence measures. This is very relevant for key populations in 

which the prevalence of hepatitis is higher than the general population (e.g., HCV / prisoners and PWIDs). 

However, in groups where there is no difference (e.g., SW and HCV), monitoring prevalence on a regular 

basis may not be the best use of resources.  (See Annexure 4 & 5 for overviews of KP and hepatitis 

surveillance systems)  
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Country presentations in this session included India’s efforts to lighten the structure of its IBBS activities 

by limiting the number of simultaneous surveys conducted and reducing the behavioral questionnaire 

from nearly 1 hour in length to 10 minutes.  Together these protocol changes have created a more 

manageable cycle of surveys to implement.  

A panel of stakeholders representing Ministry of Health, community-based organizations, and 

development partners discussed the future of key population surveillance methods.   

Key points from the Session on Key Population Surveillance: 

• Using the data from KP surveillance requires the inputs of community and understanding the impact 

of the results on how services are delivered, for example focusing on those who are at greatest risk 

rather than trying to achieve broad coverage.  

• Surveillance data must be interpreted with those who implement the programme (which is the 

purpose for collecting surveillance data) and to turn this feedback to the global community who 

develop guidelines.  

• Triangulating many sources of data is important to have a full picture of the epidemic and impact of 

services; however strong communication is needed to explain the take home message from multiple 

sources of data. 

• While attention must be paid to data quality and using standardized methods, stakeholders 

recognized that there are no “bad data” just “bad analysis” and poor interpretation.   

SESSION 3. CASCADE ANALYSIS 

Cascade analysis forms the core of HIV programme monitoring recommended by WHO and its 

development partners. The primary testing-treatment cascade focuses on the proportion of PLHIV who 

are diagnosed, linked to treatment, and achieve viral load suppression.  However, the specific form of the 

cascade, including the choice of denominators, the spectrum of services included, and the sub-population 

represented varies depending on the programmatic purpose for which the cascade is used.  Increasingly, 

countries are interested in measuring the “prevention cascade” for those people who are HIV negative.  

For prevention, the concept of a cascade is most useful in emphasizing coverage of services. The use of 

cascade analysis is also core to hepatitis programme monitoring and follows a similar flow from 

prevention, testing, diagnosis, and treatment, specifically, HBV uses a care cascade, like HIV; while HCV 

uses a cure cascade, like tuberculosis.  (See Annexure 6) 

In session 3, countries shared experiences with using cascade analysis to improve services.  In the context 

of a declining epidemic, Cambodia shared the routine cascade analysis conducted in country, including 

the analysis focused on KPs. For sex workers, men who have sex with men and transgender people, a 

cascade starting with prevention coverage, testing, and treatment enrollment can be constructed. The 

country also shared efforts to examine co-morbidity of hepatitis among ART patients as part of new 

national guidelines for management of HIV-HCV co-morbidity.  Cascade analysis showing measures of HCV 

screening through to Sustained Virological Response at 12 weeks (SVR12) were shared. Vietnam shared 

their experience implementing a comprehensive hepatitis strategic information system that includes: case 

reporting, hospital-based sentinel surveillance, household seroprevalence surveys for HBV and HCV, and 
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cascade analysis for both HBV and HCV.  These strategic information efforts are perceived as critical for 

achieving hepatitis elimination in the country.  Finally, the FHI 360 Sunrise project demonstrated their 

efforts to use KP specific cascades in the context of a programme which focuses on people who inject 

drugs. This presentation focused on the triangulation of data sources needed to construct KP cascades 

and the challenges for tracking individuals’ service experience across prevention to testing and treatment 

for both HIV and HBV/HCV.  A key observation from this experience was that efforts to improve individual 

tracking has mutual benefits for both programme monitoring and patient management.   

Through small group discussions, participants explored the feasibility and utility of doing more extensive 

cascade analysis.  On the issue of prevention cascades, participants perceived that the data needed to 

construct prevention cascades were available but would require routine efforts to triangulate these data.   

For KP-specific testing-treatment cascades, the group shared that for programme monitoring purposes 

cascades for KP-specific services were most useful.  And to assess equity in service experience among KP 

seeking treatment in general population facilities, different methods looking at characteristics of drop 

outs, rather than specific cascade analysis would be effective.  Efforts to construct nationally 

representative KP cascades could use a data triangulation approach rather than depend only on routine 

facility data.  The use of cascade analysis for hepatitis programme monitoring was also discussed and 

participants saw the advantages in learning from the HIV experience with cascade analysis and keeping 

these efforts as simple and streamlined, especially since the burden of collecting and reporting cascade 

data at the facility level is often done by non-specialized health care providers. As a first step, use of 

aggregated data seems to be a more efficient use of resources.     

Key points from the Session on Cascade Analysis: 

 

• Cascade analysis beyond the 90-90-90 treatment cascade is particularly relevant for key populations 

and can be extended to understand access and uptake of prevention services. 

 

• There are data sources available to construct cascades for key populations, but in some settings, these 

may be limited due to the lack of disaggregated data. Data triangulation will often be required to 

construct cascades. 

 

SESSION 4. KEY POPULATION SIZE ESTIMATES 

Key population size estimates inform effective geographic prioritization, programme planning, and 

assessing effectiveness.  Numerous methods for obtaining size estimates have been developed to address 

key challenges in obtaining reliable estimates.  These challenges include highly mobile populations, a wide 

spectrum and changing pattern of risk behavior practiced by individuals, and the stigma and 

discrimination faced by key populations which disincentivize people from openly identifying as KP in both 

social and service settings. (See Annexure 7)  

Country presentations in this session sought to demonstrate efforts to apply adjustments to the results 

of direct size estimate methods to transform the figures to represent the risk population of interest 

(Nepal); efforts to estimate the size of key populations who are reachable only in the virtual space, i.e. 

online (Linkages Project); the triangulation of data sources to obtain more reliable estimates (Malaysia); 

the use of regression models to extrapolate direct size estimates in selected districts to a large number of 
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areas without direct size data (Indonesia); and an example of how mapping and routine updating of 

Population Size Estimation (PSE) can be integrated into programme implementation scopes of services 

(India).   

Participants engaged in group work to examine the overlap between the key populations who are 

accessible at physical venues, those who are most at risk, and those represented by current population 

size estimates used in country.  Understanding these gaps are essential for countries to apply appropriate 

adjustments to their PSE results depending on the intended programmatic use.   

 

A presentation was also shared by Fellow Statistics, Inc.: a group offering epidemiologic tools online, 

including those for key population size estimates. These tools are produced using Shiny web app tools.5  

The ‘Shiny Applications for Epidemiology’ website currently offers a consensus building app to reconcile 

results from multiple PSE methods in the same location; a statistical tool to build a hierarchical model for 

extrapolation of PSE results to areas without data; an analytical tool for multi-source capture-recapture; 

and a tool for developing incidence estimates from cross-sectional surveys using testing history 

information.6 This site is maintained by Fellows Statistics Inc, and is a collaboration between multiple 

agencies and statistical researchers.   

Key points from the Session on Key Population Size Estimates: 

• Participants recognized the importance of consistently describing data with appropriate labels, i.e. 

definitions of populations represented by the data cited.   

• To make the best use of KP size estimate data available, the use case must be well articulated so the 

operational definition of the population of interest is clear and matches to the group whom the size 

estimates method captures.  

                                                                 
5 https://shiny.rstudio.com 
6http://epiapps.com .   
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SESSION 5. USING DATA TO IMPROVE PROGRAMMING  

Given the orientation to collect and analyze strategic information primarily for the purposes of 

programme improvement, this session provided tools and examples of countries applying their data to 

improve programme outcomes.  In the area of analyzing and using routine health facility data, WHO has 

developed module-based curricula for analyzing routine health data for a broad array of programme 

areas, including HIV.  These tools focus on a minimum set of data elements available in most facility HMIS 

and provide recommended dashboards for the interpretation and use of these data.   

Accompanying these guidelines are training exercises.  Due to the increasing number of countries which 

are adopting DHIS2 as the national HMIS platform, additional DHIS2 specific resources (e.g. HIV App, Data 

Quality App),7 and instructions for navigating the recommended HIV dashboards in DHIS2 have been 

developed.   A similar effort to develop standardized dashboards and analytics for hepatitis have also been 

developed in DHIS2 and is available for adaptation through WHO.  Although these dashboards and training 

materials are intended for general population use, they can also be used in facilities which provide KP-

specific services.  In most facility registers for ART or testing, KP identity is not included due to concerns 

about privacy and breaches in data security. This prevents KP-specific cascades from being generated for 

data from facilities serving general populations. (See Annexure 8) 

Data triangulation is an important method for making better use of data for programme improvement.  

Due to the limitations of any data source, combining data from complementary sources extends the utility 

of any one piece of strategic information. Routinizing mechanisms to conduct data triangulation and 

building local capacity to engage in this activity routinely requires investment. India shared efforts to 

improve capacity for data triangulation at district level, showcasing the technical resources available at 

national and state level to enable this to take place.   

Key points from the Session on Using Data to Improve Programming:  

• Routine analysis of programme data can be facilitated through automating production of dashboards 

using core programme indicators and developing tools for users to review data easily. 

• Building capacity at the local level to use and interpret data is a critical step in improving programming 

locally and empowering managers.   

 

SESSION 6. MOVING AHEAD ON PRE-EXPOSURE PROPHYLAXIS (PREP)  

While the first WHO recommendations on use of pre-exposure prophylaxis (PrEP) was made in 2012, 

implementation of PrEP has only gained momentum in the region relatively recently. WHO recommends 

PrEP for all people at substantial HIV risk. (See Annexure 9) 

To support country-level implementation of PrEP, WHO has released a monitoring and evaluation module 

of the PrEP Implementation Tool, specifying core indicators and considerations for strategic information. 

                                                                 
7 The DHIS2 HIV App is available at: https://www.who.int/healthinfo/tools_data_analysis_routine_facility/en/ .  
The DHIS2 Data Quality App is available at: https://play.dhis2.org/appstore/app/rFDeB5LLQmi 

https://www.who.int/healthinfo/tools_data_analysis_routine_facility/en/
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Four indicators have been identified as a minimum set for the routine monitoring of PrEP programs to 

assess uptake, continuation and safety. 

 

 

A key component of the strategic information recommendations has to do with target setting and 

procurement planning.  Targets for PrEP help to strategize the direction of a PrEP program and budgets. 

An essential first step in target setting is to estimate the size of the population at substantial risk of HIV 

who would benefit from PrEP. Data can be derived from a variety of sources and should be assessed for 

strengths and weaknesses. Estimates and targets should be updated over time as factors change. This 

type of estimate is a starting point for further analyses, such as program targets and cost-effectiveness 

analyses, and decision-making.  Program targets for example, could take into consideration the number 

of people who could be reached by a PrEP program and would use PrEP, service capacity and other factors. 

A guidance document and tools on PrEP target setting have been developed to assist countries in 

determining which segments of the population, including sub-groups of key populations should be the 

target of PrEP roll out, with respect to engaging in high risk behavior.   

Groupwork in this session involved a simplified 

exercise to estimate the population at substantial 

risk of HIV infection. Countries used a tool with 

their actual data (where available) and engaged in 

discussion about the data requirements and 

decision points for determining the population at 

‘substantial HIV risk’.  The exercise sparked robust 

discussion. Challenges for estimating the 

population at substantial risk included definitions 

of risk, combining risk groups, lack of accessible 

data for some steps, and reconciling data from 

different geographical areas.   

 

Number of People Who Used PrEP at Least Once

5

Note: Preliminary analysis, 2019
Sources: USA: Sullivan et al., 2018; WHO Regional & Country Offices; Ministries of Health. 
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Key points from the session on Pre-Exposure Prophylaxis (PrEP): 

• Estimating needs for PrEP benefits from discussion on specific criteria to define who is at most risk for 

acquiring HIV/who can benefit most from PrEP by a wide range of stakeholders, including community 

representatives. 

• PrEP planning requires an understanding of who is at risk, who can be reached, and what are the likely 

use cases by potential beneficiaries (e.g. daily use vs. event driven use, etc.)  

COUNTRY SELF-ASSESSMENT OF SI STATUS 

At the end of the workshop, country delegations conducted a brief self-assessment of the status of their 

strategic information systems for HIV and hepatitis, answering four questions: 

• An area of strength 

• An area of learning from the workshop 

• A way to do things differently upon return 

• An area requiring assistance 

 

Areas of strength identified: 

• Scaling up comprehensive HIV programmes in the public sector in progress (Bangladesh) 

• Developing treatment guidelines, action plan for prevention, and conducting surveillance for 

hepatitis B & C (Bhutan) 

• Success in progress toward HIV elimination (Cambodia) 

• Systems to support data triangulation & integrating mapping into targeted interventions for KP 

(India) 

• Approach to applying adjustments to PSE at multiple levels (Indonesia) 

• Completing recent PSE exercise (Lao PDR) 

• Complete and confidential case management (Maldives) 

• Cascade analysis for hepatitis C (Myanmar) 

• Scale up of DHIS2 use at district level (Nepal) 

• Availability of UIC to identify KP patients (Sri Lanka) 

• Use of Real-time cohort monitoring (Thailand) 

 

Areas of learning:  

• Focus on data for decision making (Bangladesh) 

• Similarities and differences in surveillance system for HIV and hepatitis among key populations 

(Bhutan, Nepal) 

• Optimizing the data available through adjustment and data triangulation (Cambodia, India, Nepal, 

Sri Lanka)  

• Country’s experience using the WHO hepatitis patient card at facility level (Indonesia) 

• Cascade analysis for hepatitis (Lao PDR, Thailand) 

• Multiple uses of cascade analysis beyond HIV care and treatment (Maldives) 

• Innovative approaches for KP prevention, treatment, and care cascades (Myanmar) 
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Doing things differently: 

• Improving the analysis and interpretation of surveillance data (Bangladesh) 

• Using DHIS2 to monitor the treatment cascade for hepatitis (Bhutan, Myanmar) 

• Strengthening treatment cascades for KP (Cambodia, India) 

• Integrating HIV and hepatitis sentinel surveillance (Indonesia) 

• Establishing a reporting system for hepatitis in DHIS2 (Lao PDR) 

• Availability of less resource intensive sero-prevalence survey methods (Maldives) 

• Applying virtual mapping and data triangulation for PSE (Nepal)  

• Planning district level surveys to complement national level data (Sri Lanka) 

• Streamline data systems to minimize duplication of effort (Thailand) 

 

Areas requiring assistance: 

• Developing strategic and action plans for hepatitis programming (Bangladesh, Indonesia, Lao PDR) 

• Support to set up hepatitis treatment cascade and establishing sequelae surveillance with DHIS2 

(Bhutan, Myanmar, Thailand) 

• Support on applying adjustments to PSE and developing virtual mapping methods (Cambodia) 

• Person-centered monitoring and case surveillance (India) 

• Peer-review expertise for 2019 PSE extrapolation exercise (Indonesia) 

• Establishing hepatitis B surveillance systems (Maldives) 

• Developing capacity in data triangulation (Sri Lanka) 

CROSS-CUTTING THEMES 

Other than the topics discussed during thematic sessions at the workshop, the following cross-cutting 

themes also emerged: 

• Strong interest in strengthening hepatitis SI systems – Several countries in the regions shared their 

progress in implementing hepatitis surveillance, and cascade monitoring using case-based or 

individual data.  Many countries expressed eagerness to make use of the tools provided in the 

hepatitis strategic information guidelines to ease the process of introducing new SI activities in 

country (e.g. patient card, sample DHIS2 app).  There was general recognition that depending on 

where hepatitis programming sits in the public health system, hepatitis SI activities may need to be 

compatible with integrated communicable disease surveillance and reporting systems, rather than be 

designed as a stand-alone system such as HIV.  Participants also discussed the importance of 

monitoring access to hepatitis treatment for some key populations while recognizing the need to work 

with a broader population for prevention coverage and addressing their country’s treatment needs.  

• The design of SI system must be responsive to country needs and KP communities – The emphasis 

placed on using SI for strengthening KP programmes rather than for reporting purposes means that 

methodologies, operational definitions, and data collection and analysis tools should be customized 

to meet national and sub-national contexts.  This includes building SI systems which are flexible 

enough to adjust to changes in the epidemic (which KPs and sub-groups of KPs are most affected), 

resource envelope, programme strategy (including modes of service delivery appropriate for different 

KP groups), available technology, and socio-economic-political context (e.g. sensitive to the impact of 
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stigma and discrimination on the hidden nature of some KP sub-groups).  Standardization plays a role 

in improving quality and allows assessment against established benchmarks.  But standardization 

must be balanced with collecting data useful for local programme managers to best serve the KP 

communities in their areas. 

• Key population data collection should be integrated across diseases and funding sources – 

Participants identified different opportunities for integration of KP SI systems to improve cost 

efficiency, ease the burden of data collection or management, and to provide a more comprehensive 

view of epidemic impact on key populations.  Examples of integration discussed include:  integrating 

HIV data systems into national HMIS systems; including Hepatitis prevalence measures into key 

population or general population surveys; integrated analysis HIV, Hepatitis, and STI surveillance data 

for key populations.   

• Strengthening use of SI for KP programming by recognizing the complementarity of data sources – 

Many methods used to collect SI for key populations have limitations.  This is partly due to the 

complexity of key population movement and the social factors which influence health seeking 

behavior.  However, rather than perceiving data as being imperfect and unusable; identifying the 

complementarity of different data sources can extend the utility of the data collected and provide 

more reliable answers to key programmatic questions.  Key examples explored during the workshop 

were how to construct KP testing-treatment cascades using a combination of routine facility data and 

survey data; and how to apply adjustments to direct size estimate data from surveys and other sources 

to develop more robust estimates of PrEP need. Countries were encouraged to use a parallel approach 

of making strategic plans to collect new data as well as optimize the use of existing sources of data 

through more intensive analysis and triangulation.  

NEXT STEPS 

Participants identified a number of next steps for regional and global level support to countries to 

strengthen their SI systems, especially for key populations. These recommendations are summarized 

below: 

• Promote regular sharing of best practices, tools and templates, and foster cross-learning: 

Participants appreciated WHO HQ and Regional office efforts to support best practices and 

requested continued publication and dissemination of practical tools for countries to adapt KP SI 

good practices easily, quickly, and at lower cost.  Examples of such tools include templates for a 

hepatitis patient card that includes recommended essential information consistent with patient 

monitoring and strategic information guidelines; standard operating procedures (SOPs) included 

as annexes in the hepatis SI guidelines; and population size estimation and extrapolation tools 

available through http://epiapps.com.  Requests for new tools include mechanisms for sharing 

country protocols for IBBS-lite or HSS+ for key populations to provide starting points for other 

countries to adopt for their own contexts and sharing examples of SI dashboards for reviewing KP 

programme data.  Platforms for sharing work in progress may also help countries to be aware of 

new developments and consider these for their own use and foster inter-country collaboration 

and learning.    

http://epiapps.com/
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• Adopt ‘lighter’ and sustainable methodologies for Strategic Information: As resources for 

strategic information decline, countries request technical support from WHO, UNAIDS, and their 

partners to develop and disseminate “lighter” (i.e. less resource intensive) methodologies for the 

recommended KP SI components.  Lighter methodologies may improve the feasibility, quality, 

frequency, and timeliness of use of these data.  Examples of these include KP-specific HSS+ 

protocols to replace the need for frequent high cost IBBS, limited sets of recommended core 

indicators, approaches to a tiered approach to collecting individual level and aggregate level data 

for KP programmes and Hepatitis case-based surveillance. The group recognized that lower 

resource methodologies may have additional limitations for use and interpretation (e.g. less 

generalizability) but if accompanied by strong guidance may provide value added and more 

sustainable options to countries.  

• Encourage better use of existing data; Strengthen capacities for data analysis and triangulation: 

Doing more with existing data remains an area with great potential for using data to improve 

programming.  Many countries are interested in building capacity at sub national levels for data 

analysis and triangulation.  Tapping into local expertise to better interpret and use data is an 

important aspect for better utilization of strategic information.  At the same time KP data are 

complex and are not easily analyzed in a simple formulaic manner.  Capacity building in this area 

requires development of conceptual skills and critical thinking.  Technical partners can invest in 

developing case studies to demonstrate how data need to be transformed in order to be used for 

different purposes. For example, calibrating HSS+ with IBBS results to use for epidemic modeling 

vs. tracking trends in specific areas; interpreting cascade analysis in KP-specific sites as a proxy for 

KP’s experience in treatment, in lieu of investing heavily in comprehensive national KP-specific 

cascade analysis; target setting based on adjusted local PSE results that match operational 

definitions of beneficiaries reachable through existing service delivery modes and points of 

service.   By selecting important applications and useful scenarios for these case studies, WHO 

and its partners can facilitate cross-country learning and develop materials that can be adapted 

for training and self-learning.   
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ANNEXURE 1 - LIST OF PARTICIPANTS 

 

Bangladesh 
 
1. Dr Md Belal Hossain 

Deputy Director & Programme Manager 
(AIDS/STD) 
Directorate General of Health Services 
(DGHS) 
Ministry of Health and Family Welfare 
Government of the People’s Republic of 
Bangladesh 
Mohakhali, Dhaka, Bangladesh 
Email: drbelalhossain4963@gmail.com    

stdaids2008@gmail.com  
 

2. Dr SM Golam Kaisar 
Deputy Programme Manager (ARC) 
Directorate General of Health Services 
(DGHS) 
Ministry of Health and Family Welfare 
Government of the People’s Republic of 
Bangladesh 
Mohakhali, Dhaka, Bangladesh 
Email: drgolamkaisar@gmail.com  
 

Bhutan 
 
3. Mr Lekey Khandu 

Program Manager 
National AIDS Control Program 
Ministry of Health 
Royal Government of Bhutan 
Mobile: +975-17425548 
Email: lkhandu@health.gov.bt  
 

4. Dr Sonam Zangmo 
Medical Specialist 
Central Regional Referral Hospital 
Thimpu, BhutanEmail: 
sonaam_z@hotail.com  
   

DPR Korea 
 
5. Dr So Kwang Hyok 

Senior Officer 
Department of Tuberculosis and  
    Hepatitis Control 
Ministry of Public Health 
DPR Korea 

 
India  
6. Dr Bhawani Singh Kushwaha 

Deputy Director – Targeted Intervention 
National AIDS Control Organization 
Ministry of Health & Family Welfare 
Chanderlok Building, Janpath 
New Delhi, India 
Email: bhawani@naco.gov.in  
 

7. Ms Mariyam  
Programme Officer, M&E 
National AIDS Control Organization 
Ministry of Health & Family Welfare 
Chanderlok Building, Janpath 
New Delhi, India 
Email: mariyamzanab@gmail.com  
 

8. Dr Preeti Madan 
Deputy Director 
National Centre for Disease Control 
22, Sham Nath Marg, Civil Lines 
New Delhi 110054, India 
Mobile: +91 9999800270 
Email: preetimadan07@gmail.com  
 

9. Dr Hema Gogia 
Deputy Assistant Director  
National Centre for Disease Control 
22, Sham Nath Marg, Civil Lines 
New Delhi 110054, India 
Mobile: +91 8860258928 
Email:  hema_gogia@yahoo.com  
 

Indonesia 
 
10. Dr Indri Oktaria Sukmaputri 

Head, Section of Hepatitis 
Directorate of Communicable Diseases 
Prevention and Control 
Ministry of Health 
Jakarta, Indonesia 
Mobile: +62 811 1671080 
Email: indrisukmaputri@yahoo.com  
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11. Dr Sugeng Wiyana 

Staff, Section of HIV AIDS 
Directorate of Communicable Diseases 

Prevention  and  Control 
Ministry of Health 
Jakarta, Indonesia 
Mobile: +62 813 41124507 
Email: sugeng.wiyana@yahoo.co.id  

 
Maldives 
 
12. Dr Fathimath Nazla Rafeeq 

Medical Officer 
Health Protection Agency  
Ministry of Health  
Republic of Maldives 
Male 
Tel; +9607594427 
nazla@health.gov.mv 
 

Myanmar 
 
13. Dr Htun Nyunt Oo  

Program Manager 
National AIDS Programme  
Department of Public Health 
Ministry of Health and Sports, Naypyitaw 
Republic of the Union of Myanmar 
Email: tunnyuntoo@mohs.gov.mm 
htunnyuntoo@napjfr.org  
 

14. Dr Khin Sanda Aung 
Deputy Director (Disaster) 
National Hepatitis Control Programme 
Department of Public Health 
Naypyitaw 
Republic of the Union of Myanmar 
Email: khinsanda26@gmail.com  
 

15. Dr Nan Khawn Pan 
Medical Officer (AIDS/STD) 
National AIDS Programme  
Department of Public Health 
Naypyitaw 
Republic of the Union of Myanmar 
Mobile: 09978056521 
Email: hkawnpanlabang@gmail.com  
 
 

 
Nepal  
 
16. Dr Tara Nath Pokhrel 

Director 
National Centre for AIDS and STD Control  
Department of Health Services 
Ministry of Health 
Kathmandu, Nepal 
Email: pokhrelt1@gmail.com 
 

17. Dr Surya Bahadur Khadka 
Statistical Officer 
Policy, Planning and Monitoring Division  
Government of Nepal 
Ministry of Health and Population  
Kathmandu, Nepal 
Email: sukha62@gmail.com 
 

18. Dr Mohammed Anamul Haque 
Officiating Medical Superintendent 
Narayani Sub Regional Hospital 
Birgunj, Nepal 
Email: anamul@gmail.com 
 

Sri Lanka 
 
19. Dr Rasanjalee Hettiarachachi 

Director  
Nutrition Division 
Ministry of Health 
Colombo, Sri Lanka 
Tel : +94718147182 
Email : hrasanjalee@yahoo.com 
 

Thailand  
 
20. Dr Walairat Chaifoo 

Medical Officer, Expert Level 
Bureau of AIDS, TB and STIs 
Department of Disease Control 
Ministry of Public Health 
Bangkok, Thailand 
Mobile : (66 8) 18318537 
Email: walaich@yahoo.com 
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21. Dr Pornsak Yoocharoen 
Medical Officer, Expert Level 
Bureau of AIDS, TB and STIs 
Department of Disease Control 
Ministry of Public Health 
Bangkok, Thailand 
Mobile: (66 8) 1427 6276 
Email: yoocharoen@hotmail.com  
 

22. Mrs Niramon Punsuwan 
Public Health Technical Officer 
Professional Level 
Bureau of Epidemiology 
Department of Disease Control 
Ministry of Public Health 
Bangkok, Thailand 
Mobile : (66 8) 1432 9886 
Email: niramon.ratta@gmail.com  

 
Timor-Leste 
23. Dr Sheena Jevatiene Dias Viegas 

Program Manager for HIV-SIDA and STIs 
Ministry of Health, Democratic 
Republic of Timor-Leste 
Email: sheenajdv@gmail.com 

 
Cambodia 
 
24. Dr Lan  Vanseng 

Deputy Director 
National Center for Dermatology 
Venerology and HIV, Control 
Ministry of Health 
Cambodia 
Email: lanvanseng@nchads.org 
Mobile: (+855) 12 847846 
 

25. Dr Tek Bunchhoeung 
Vice Chief of Quarantine Bureau 
Department of Communicable Disease 
Control Ministry of Health 
Cambodia 
Mobile: (+855) 78990 566 
Email: bunchhoeung@yahoo.com  
 
 
 
 
 
 

Lao PDR 
 
26. Dr Sayabounthavong Khanthanouvieng 

Deputy Director 
Centre from HIV/AIDS and STI 
Ministry of Health 
Lao 
Mobile: (+856) 20 55515518 
Email: gfachas.nou@gmail.com  
 

27. Dr Bounsavath Phongsavang 
Technical staff 
Centre from HIV/AIDS and STI 
Ministry of Health 
Lao 
Mobile: (+856) 21 31401415 
Email: phongsavang@gmail.com  

 
Malaysia 

  
28. Fazidah Binti Yuswan 

HIV/STI/Hep C Sector 
Disease Control Division 
Ministry of Health 
Level 4 Block E10 Parcel E 
Federal Government Administration Center 
62590 Putrajaya, Malaysia 
Mobile: 603 8883 4270; 6019 2817401 
Email: dr.fazidah@moh.gov.my 

 
29. Dr ABD Ghani Janizah 
 Senior Principal Assistant Director 
 HIV/STI/Hep C 
 Penang State Health Department 
 KOMTAR 10590 Georgegown 
 Penang, Malaysia 
 Mobile: 604-2625533; 6017-4981381 

Email: dr_janizah@yahoo.com.my 
 

Philippines  
 
30. Dr Evelyn Magsayo 

Medical Specialist IV 
Department of Health 
Center for Health Development 
Northern Mindanao 
Serena St., Carmen 
Cagayan de Oro City, Philippines 
Mobile: 088-8587123 
Email: ebmagsayo@yahoo.com  
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31. Dr Maria Eloisa Vidar 

Medical Officer IV 
Central Luzon Center for Health 
Development 
Department of Health Regional Office 3 
Maalaga St. Diosdado Macapgal 
Government Center, Maimpis 
San Fernando City, Pampanga, Philippines 
Mobile: 0908 8671263 
Email: mecvidar2018@gmail.com  

 
32. Ms Ma Justina Zapanta  

Nurse III 
Epidemiology Bureau 
Department of Health 
2/F Building 19, San Lazaro Compound 
Sta Cruz, Manila 1003 
Philippines 
Mobile: (63 2) 651 7800 local 2952 
Email: jajazapanta23@gmail.com 

 
Vietnam 
 
33. Dr Bui Hoang Duc 

Officer 
Vietnam Administration of HIV/AIDS Control 
8 Ton That Thuyet Street, My Dinh 
Nam Tu Liem, Ha Noi 
Viet Nam 
Mobile: 84-0913041116 
Email: duccan76@gmail.com  
 

34. Mr Vuvan Chieu 
Specialist in HIV treatment 
Vietnam Administration of HIV/AIDS Control 
8 Ton That Thuyet Street, My Dinh 
Nam Tu Liem, Ha Noi 
Viet Nam 
Mobile: 84-09-09984134 
Email: vvchieu@yahoo.com  
 

35. Mr Tran Dai Quang 
Government Officer 
General Department of Preventive 
Medicine 
Room 606 Lane 135/1 Nui Truc St, Ba Dinh, 
Hanoi, Viet Nam 
Mobile: 84-0932299677 
Email: trandaiquang1984@gmail.com  

 
Special Invitees  

 
36. Ms Daxa Patel 

President 
Gujarat State Network of People Living with 

HIV/AIDS (GSNP+)  
Above Tapi medical store 
Modi moholla, Near Gaushala 
A.K. Road, Surat, Gujrat 
Mobile: +91 9925044967 
Email: daxancpi@gmail.com 
 

37. Dr Yujwal Raj Pinnamaneni 
Consultant 
Epidemiologist and Public Health  
     Management Specialist  
H.No. 4-7-226/40/M, Maruthi Nagar Colony 
Vikarabad, Ranga Reddy District 
Telangana- 501101, India 
Email: yujwalraj@gmail.com 
 

38. Prof. Arvind Pandey 
Advisor 
National Institute of Medical Statistics 
ICMR, New Delhi  
Tel. Res. +91-120-457 1985 
Mobile: +91-98 1825 3969 
Email: arvindp.nims@gmail.com 
 

39. Dr Raman R. Gangakhedkar 
 Director 

 Communicable Diseases 
 Indian Council of Medical Research (ICMR) 
 V. Ramalingaswami Bhawan 
 Ansari Nagar, New Delhi - 110029 
 Email: rgangakhedkar@nariindia.org; 

 rgangakhedkar.hq@icmr.gov.in 
 

40. Dr Sheela Godbole 
Scientist ‘F’ & Head 
Division of Epidemiology & Biostatistics 
ICMR-National Aids Research Institution        
(ICMR-NARI) 
Pune, India 
Mobile: +91 9422087972 
Email: sheela.godbole@gmail.com  
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ANNEXURE 2 - AGENDA 

 

 

Tuesday, 26 March  

Duration Session/Activity  

 Session 1: Opening session 

0830 - 0900 Registration 
 

0900 - 1000 Welcome remarks 

 

Regional Director’s Address 

 

 

Address by WR India 

Address by CDC 

Community representative’s perspective 

Address by UNAIDS 

Objectives of the workshop 

Introduction of participants 

Tjandra Aditama,WHO 
SEARO 
Poonam Khetrapal Singh, 
WHO SEAR (read by Pem 
Namgyal, DPM) 
 
Henk Bekedam 
 

Timothy Holtz, FHI 360 
 

Daxa Patel, NCPI 

Bilali Camara 

Mukta Sharma, WHO SEARO 

All participants 

1000 - 1030 Healthy break and Group photo 

 Introductory Session – setting the stage 

Chairs:   Md Belal Hossain (Bangladesh) and Tran Dai Quang (Vietnam) 

Moderator:  Nicole Seguy   

1030 - 1100 Regional updates on strategic information for HIV and 

hepatitis 
 

Summary of recommendations related to Strategic 

Information from Think Tank meeting 

Mukta Sharma - SEARO & 

Linh-Vi Le -  WPRO 
 

B B Rewari 

1100 - 1145 Introduction to WHO HIV strategic information 

Frameworks 
 

Approach to viral hepatitis strategic information and its 

application to Key Populations 
 

 A critical look on strategic information among Key 

Populations (KP) in Asia and Pacific 
 

Plenary discussion  

Virginia Macdonald, WHO HQ 

 
 

Yvan Hutin, WHO HQ  

 

Taoufik Bakkali, UNAIDS RST 
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Thematic Session 1:  Person centered patient monitoring and case-based surveillance  

Chair:     Htun Nyunt Oo (Myanmar) and Lekey Khandu (Bhutan)  

Moderator:  Txema Calleja Garcia 

1145 - 1300 Guidelines on person centered HIV patient monitoring 
including case-based surveillance (CBS) and unique 
identifier codes(UIC) 
 

Measures for strengthening CBS and concrete examples 
on application of UIC  
 

Case study from Myanmar: Hepatitis patients’ databases 
within a broader integrated system monitoring the 
cascade with aggregated data 
 

Community perspectives on unique identifier codes 
 

Plenary Discussion 

Txema Calleja, Global Fund 

 
 
Walairat Chaifoo & Rasanjalee 
Hettiarachachi   
 
Yvan Hutin 
 
 
Prawchan, Nepal 

1300 – 1345 Lunch 

 Thematic Session 2: Strengthening surveillance for Key Populations in Asia Pacific region 

Chair:  Arvind Pandey and Tara Nath Pokhrel (Nepal) 

Moderator:  Taoufik Bakkali  

1345 - 1500 HIV and Hepatitis surveillance in Key Populations:  

• Guidelines and new developments on HIV 

surveillance for KPs: IBBS, HSS, HSS+ … 

• The Specificities of incidence, prevalence (IBBS) 

and mortality measurement for hepatitis 

• Update on the HIV surveillance in the AP region 

• India BBS lite: an overview 

• Incidence estimation using testing history data – 

Shiny app and consensus mapping tool 
 

Plenary Discussion  

 

Keith Sabin  

 

 
 

Yvan Hutin 

 

Khin Cho Win Htin 
 
Mariyam 
 
Ian Fellows (video) 

 

All  

1500 - 1530                                                             Healthy break 

1530 - 1645 Panel discussion on way forward for strengthening KP 

surveillance in the region  

- Key issues to consider (main questions) 

- Capacity strengthening 

- Resource needs 

- Integrating surveillance in programme implementation 

 

• Arvind Pandey  

• Tara Nath Pokhrel 

• Martin Choo 

• Keith Sabin 

• Yujwal Raj 

• Vietnam  

• Philippines 

• Sheela Godbole 

• Suman Jain 

1645 – 1700                                                      Wrap up  
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Wednesday, 27 March  

Duration Session/Activity Facilitators 

0830 - 0845 Recap of Day 1 B B Rewari 

 Thematic Session 3: Strengthening KP Prevention-testing-treatment cascades 

Chair:   Raman R Gangakhedkar and Sheena Dias Viegas (Timor Leste) 

Moderator:   Virginia Macdonald 

0845- 0900 More than just 90-90-90: a brief introduction to hepatitis 

and prevention cascades 
 

Virginia Macdonald 

 0900 - 0930 Examples of innovative approaches for KP Prevention-

testing-treatment cascades at local level: applicability, 

challenges and innovative approaches. 

Country 1: Vietnam 

Country 2: Cambodia  

FHI 360: Sunrise project 
 

 

       Country representatives 

 0930 – 1045 Group work: Using existing data to construct different 

cascades (90-90-90, hepatitis and prevention) 
 

Identifying challenges and solutions 

Country teams  

1045 - 1115  Healthy break 

1115 - 1230 Group work feed back 

Summary discussion 
 

Facilitators 

1230 - 1330  Lunch break  

 Thematic Session 4: Key Populations Size Estimates 

Chair:  Yujwal Raj and S Khanthanouvieng (Lao PDR) 

Moderator:  Virginia loo  

1330 - 1415 KP size estimates overview of definitions and methods:  

Key considerations  
 

Perspective of a community representative on size 

estimates 

Taoufik Bakkali  

 
 

Arif Iryawan, Indonesia 

 

 1415 - 1515 Sharing country examples: 
- Nepal: KP mapping exercise 
- Virtual mapping of KPs under LINKAGES 
- Indonesia:  Population Size Estimates 
- Malaysia: integrating updated mapping of KP as part 

of Programme implementation 
- India:  Programmatic initiatives in PSE  

Country Representatives 

1515 - 1545 Healthy break 

 1545 - 1645 Group work:  Identifying gaps and issues in KP size 

estimates in country. Discuss necessary adjustment 

for different uses. 

 

1645 - 1730 Group feedback and plenary  
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Thursday, 28 March  

Duration Session/Activity Facilitators 

0830 - 0845 Recap of Day 2 Mukta Sharma 

0845 - 0900 Admin announcement Linh Vi Le 

 Thematic Session 5: Using Programme and Surveillance data for decision making  

Chair:  Yvan Hutin and Indri Oktaria Sukmaputri (Indonesia) 

Moderator:  Linh Vi Le     

0900 - 0915 Data triangulation for district categorization - India 
 Mariyam Zainab 

0915 - 0930 Tools for Strengthening Routine Facility Analysis 
Virginia Loo  

0930 - 0945 use of DHIS2 and other mechanisms to monitor the 

cascade using aggregated data. 
Yvan Hutin 

 Thematic Session 6: Moving ahead on Pre-Exposure Prophylaxis (PrEP)  

Chair:  Fabio de Mesquita and Walairat Chaifoo (Thailand) 

Moderator:  Heather Marie    

0945 - 1015 Strategic information for PrEP: WHO guidance, indicators, 

monitoring tools  

 

Shona Dalal  

1015 - 1045 Overview of PrEP target setting, data required, limitations, 

and synergies with other approaches  

 

Heather-Marie Schmidt  

1045 - 1100 Health Break 
 

 1100 - 1230 Practical exercise: 

Estimating key population needs for PrEP 

 

Country teams and facilitators  

1230 - 1300 Group work feedback 
 

1300 - 1400 Lunch Break 

1400 - 1500      Clinics/Market place  

1500 - 1530   Health break 

 

  1530 - 1600 Feedback from postcards 
Yvan Hutin 

  1600 - 1630 Summary and close 
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ANNEXURE 3 – PRESENTATION: WHO STRATEGIC INFORMATION –  A CONSOLIDATED FRAMEWORK 
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ANNEXURE 4 – PRESENTATION: HEALTH-RELATED SURVEILLANCE OF KEY POPULATIONS 
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ANNEXURE 5 – PRESENTATION: SOME SPECIFICITIES OF VIRAL HEPATITIS SURVEILLANCE 
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ANNEXURE 6 – PRESENTATION: STRENGTHENING KP CASCADES FOR HIV AND HEPATITIS 
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ANNEXURE 7 – PRESENTATION: CONSIDERATIONS ON KP MAPPING AND SIZE ESTIMATES 
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ANNEXURE 8 – PRESENTATION: ROUTINE ANALYSIS AND USE OF FACILITY HIV DATA  
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ANNEXURE 9 – PRESENTATION: STRATEGIC INFORMATION FOR PREP 
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