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* This session is being recorded and your * Webinar is available in English and For Live Transcription (ENG),
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English will be available on the WHO event choose the language that you To close the caption, click “Hide
page for this webinar. would like to hear. Captions”
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Shaibu’s story: One Man’s Dream of a Hepatitis-free Tanzania
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Community perspective
on successful hepatitis
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Why a Person Centred Approach to Hepatitis B and C testing

A person centered Hepatitis B and C testing PRIORITIZES
INDIVIDUAL NEEDS, PREFERENCES AND BARRIERS TO TESTING,
ensuring equitable and effective care.

» Reduces Stigma: Many individuals avoid testing due to fear of stigma
or discrimination: this approach builds trust and ensures privacy

» Improves Access: focus on marginalized populations (PWID,
refugees, migrants and people with limited healthcare access.

» Enhances Engagement: Involves patients in decision-making:
respects cultural and personal values.

» Accessibility: offering diverse testing options: clinic-based,
community-based, self-testing

» Affordability: Provide free or subsidized testing

World
Hepatitis
Alliance

Sources: Dr Funmi Lesi: WHO Geneva WHA/Hep B United Webinar



Why a Person Centred Approach to Hepatitis B and C testing

 Cultural sensitivity: tailor hepatitis communication to diverse
linguistic adn cultural differences: Ensure community leaders are
engaged to address cultural barriers

» Comprehensive Support: Testing MUST combine Counseling,
Education and Linkage to Care

» Must support Patients through the treatment and follow-up process

» Person centered testing empowers individuals and leaves no one
behind

World
Hepatitis
Alliance

Sources: Dr Funmi Lesi: WHO Geneva WHA/Hep B United Webinar
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Overview

* Rationale
* About the guide
e The framework

* Key enablers in implementing
effective testing services

» Takeaway messages
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In 2022 viral hepatitis is the second leading cause of death among
communicable diseases

* Viral hepatitis is the only communicable disease for which mortality is increasing:
1.3 million people died from viral hepatitis in 2022, up from 1.1 million deaths in
2019.
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Global targets

Most people with chronic hepatitis B and C remain

% Elimination 90%
Gold 80% 70%

undiagnosed and untreated — far below targets

In 2022, 13% of the 254 million people with In 2022, 36% of the 50 million people with

hepatitis B have been diagnosed hepatitis C have been diagnosed
Fig. 2.5. Coverage of hepatitis B testing and treatment by WHO region, 2022 C\m Fig. 2.6. Coverage of hepatitis C testing and treatment by WHO region, 2022 C‘m
B (&)
30% St
60%
25%
50%
8
20% ]
§! 40%
a
15%
2
30% a
= g
10% o = =
= 20% ]
. g
5% g = =) 2
3 - u 1 £ o)
. 2 hac? o |
o L] I £ . S 5 | 8 £
Global African Region of South-East  European Eastern Western 0 Global Hepatitis
Region the Americas  Asia Region Region  Mediterranean  Pacific Global African Region of South-East  European Eastern Western Report 2024
Region Region Region the Americas  AsiaRegion  Region* Mediterranean  Pacific )
Region Region

M Hepatitis B diagnosis coverage to end of 2022
W Hepatitis C diagnosis coverage to end of 2022

[ Hepatitis B treatment coverage to end of 2022 (of all people with hepatitis B)
I Hepatitis C treatment coverage to end of 2022 (of all people with hepatitis C)

Hepatitits B treatment coverage to end of 2022 (of all people diagnosed with hepatitis B)

4’{’@@‘3 World Health
N v i 1
%“ = Organlzatlon Source: https.//www.who.int/publications/i/item/9789240091672




Testing is the first step
in accessing hepatitis B
and C prevention, care

and treatment services,

making it a critical
component of national
responses.
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About the operational guide: 5 reasons to use this guide

Provides a 5-step framework

Supports countries for planning person-centred Emphasizes integration,
operationalizing WHO hepatitis B and C testing community involvement
recommendations for approaches that consider and differentiated service

hepatitis B and C testing national priorities, contextual delivery models

factors and differentiated
service delivery

Country case examples @

from England, Georgia, Annexes of consolidated Priotiies i plspring
. person-centred hepatitis B
Morocco and Uganda recommendations and and C testing services
demonstrating key diagnostic products
enablers and good
practices
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WHO hepatitis B and C testing recommendations including:

Who, where, how and simplified service delivery strategies to enhance testing and
linkage to care and treatment

@ e @
Comienst e, Dfenied
BUIDELINES GUIDELINES FOR THE CARE . — i e e et e i simplified pre-exposure Guidelines forth prevention,
key populations praphiylaxis for HIV diagnosis, care and treatment
for people with chronic
hepatitis B infection

ON HEPATITIS B AND C TESTING AND TREATMENT OF PERSONS TRANSMISSION OF HEPATITIS B

DIAGNOSED WITH CHRONIC ELINES §
VIRUS: GUIDELINES DN ANTIVIRAL
HEPATITIS C VIRUS INFECTION PROPHYLAXIS IN PREGNANCY

JuLy 2018

CHILDREN WITH CHRONIC HCV INFECTION, "
AND HCV SIMPLIFIED SERVICE DELIVERY PIE(E I
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Table 2. Summary of WHO recommendations and guidance on “who to test” for hepatitis B and C infection

G " ekt
POF

testing in int diate or high p! I Hings (=2%)'

Birth-cohort testing for specific age groups known to have higher HCV prevalence
than the general population

In settings with a 22% HBsAg seroprevalence in the general population, it is
recommended that all adults and adelescents have routine access to and be
offered HBsAg serological testing.

In settings with a 2% HCV antibody (anti-HCV) seroprevalence in the general
P , itis ded that all adults and adolescents have routine access
to and be offered anti-HCV serological testing.

All adults in a specific identified birth-cohort of older persons (or above a certain
age) with higher HCV infection risk? than the overall general population may be
offered anti-HCV serological testing.

Pregnant women

Blood donors

Adults, adolescents and children with a clinical suspicion of chronic viral hepatitis

Health care workers

All pregnant women should be tested for HIV, syphilis and HBsAg at least once and
as early as possible during pregnancy.

In all settings screening of all bloed donors for HBsAg and HCV antibodies should be

While there is no specific recommendation for HCV testing in pregnant women,
it may be considered in settings of 22%' HCV antibody seroprevalence as part of
general population testing.®

y (10).

In all settings adults, adolescents and children with a clinical suspicion of chronic viral hepatitis (symptoms, signs, laboratory markers)* should be offered HBsAg and

anti-HCV serological testing.

In all settings it is recommended that HBsAg serological testing be offered and
hepatitis B vaccination given to all health care workers not previously vaccinated.

Focused testing among most affected populations Hepatitis B Hepatitis C

Key populations

s and close h hold

Sexual partners, children and other family
contacts of those with HBV infection

Certain mobile or migrant adult and adolescent populations from 22% HBV or HCV
seroprevalence countries '

Adults and adol ts from certain indig populati

Adults and adolescent living with HIV, other STls and TB

Persons exposed in health care settings (for example, patients with thalassaemia,
haemophilia, haemodialysis, history of multiple blood transfusions or recurrent
intensive care, surgical procedures or other health care exposure risks).

Persons exposed outside the health care system via invasive procedures with
ion risk via d (for le, unsafe tattooing, body
piercing, circumcision or other unsafe cultural practices such as scarification).

In all settings adults and from key

(men who have sex with men, sex workers, pecple who inject drugs, trans and gender-diverse people, people in

prison and other closed settings) should be offered HBsAg and anti-HCV serological testing.

Testing PrEP users for HBsAg once, at or within one to three months of PrEP initiation
(or later if not available around initiation), is strongly encouraged, particularly in
highly endemic countries (17).

In all settings it is recommended that HBsAg serological testing be offered to sexual
partners, children and other family members and to close household contacts of those
with HBV infection.®

Infants born to mothers with presence of HBsAg should be tested for HBsAg between &
and 12 months of age to screen for evidence of hepatitis B infection.®

In all settings adults and I from key pop

HCV antibody testing is strongly encouraged at or within one to three months of PrEP
initiation (or later if not available around initiation), and every 12 months thereafter,
where PrEP services are provided to populations at high risk of HCV infection (17).

People at ongoing risk and a history of treatment-induced or spontaneous clearance
of HCV infection may be offered 3-6 monthly testing for presence of HCV viraemia.

Children of mothers with chronic hepatitis C (especially if HIV-coinfected) may be
offered anti-HCV serological testing.”

(men who have sex with men, sex workers, people who inject drugs, trans and gender-diverse people, people in

prison and other closed settings) should be offered HBsAg and anti-HCV serological testing.

In all settings routine serological testing for HBsAg and/or anti-HCV should be offered to indigenous populations identified as having higher HBV or HCV seroprevalence than

general population.

In all settings adults and adolescents living with HIV, TB or STis should be offered HBsAg and HCV serclogical testing.

In all settings adults and adolescents with increased HBV or HCV risks and history of health care exposure should be offered HBsAg and anti-HCV serological festing.

In all settings adults and adolescents with increased HBV or HCV risks and history of exposure via invasive procedures outside of the health care system should be offered

HBsAg and anti-HCV serological testing.
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Annex 1

Consolidated WHO hepatitis B and D testing recommendations

Who to test
(testing approach)

Where to test
(service delivery
approaches)
How to test

Serological testing

Hepatitis D testing among
those HBsAg-positive

Measuring HBV DNA to
guide treatment eligibility
and monitor response

« General population testing (where HBV seroprevalence =2%) '

« Focused testing in most-affected populations 2

* Routine testing of pregnant women; bload donors; people with dinical signs of chronic viral hepatitis; 3 health care workers ¢
+ Among people testing HBsAg positive for hepatitis B.5

Facility-based and community-based testing

+ Integration of hepatitis testing, care and treatment with other services (such as HIV services and primary care) to increase the efficiency and reach of hepatitis services;

+ Task-sharing with trained non-spedialist doctors and nurses to expand access to diagnosis, care and treatment,
+ Decentralizing testing and treatment services at primary health faclities or HIV and ART clinics to promote access to are.

General note: All assays should meet minimum quality, safety and performance standards (regarding both analyticol and dlinical sensitivity and speaficity) ©
Choice of assay:

For the diagnosis of chronic HBV in adults, adolescents and children (>12 lnomhsofago)’. a serological assay (in either RDT
or laboratory-based immunoassay format) ® is recommended to detect HBsAg.

+ In settings where laboratory testing is already available and accessible, laboratory-based immunoassays are recommended as the preferred assay format.
* In settings where there is limited access to laboratory testing and/or in populations where access to rapid testing would facilitate linkage to care and
treatment, use of RDTs is recommended to improve access.

Serological testing strategies:

* In settings or populations with an HBsig seroprevalence of =0.4%,9 a single serological assay for detection of HBsAg is recommended.

* In settings or populations with a HBsAg seroprevalence of <0.4%,5 confirmation of HBsAg pasitivity on the same immunoassay with a neutralization step or a
second, different ROT assay for detection of HBsAg may be considered.

People with chronic hepatitis B (HBsAg positive) may be diagnosed with hepatitis D by using a serological assay to detect total anti-HDV, followed by an
NAT to detect HDV RNA and active (viraemic) infection among those who are anti-HDV-pasitive.'®

* Laboratory-based HBV DNA assays: Directly following a positive HBsAg serological test result, the use of HBV DNA nudleic acid testing (NAT) (quantitative or
qualitative) is recommended as the preferred strategy to assess viral load level for treatment efigibility and to monitor treatment response.

« Point-of-care HBV DNA assays: Point-of-care HBY DNA nudleic acid test (NAT) assays may be used as an altemative approach to laboratory-based HBY DNA
testing to assess HBV DNA level for treatment eligibility and to monitor treatment response.

Strategies promoting testing uptake and linkage to care

1. Use of DBS specimens for HBsAq serology testing may be considered in settings where:

+ there are no fadilities or expertise to take venous whole blood specimens; or

* RDTs are not available or their use is not feasible; or

+ there are persons with poor venous access (for example, in drug treatment programmes, prisons).

2. Clinician reminders to prompt provider-initiated, facility-based HBV serological testing in settings that have electronic records or analogous
reminder systems.

3. Peer and lay health worker support in community-based settings.

Reflex testing for anti-HDV antibody testing following a positive HBsAg test result, and also for HDV RNA testing (where available) following a
positive anti-HDV antibody test result, may be used as an additional strategy to promote diagnosis.

1. HBV DNA reflex testing: Where available, HBV DNA testing for those testing positive for HBsAg may be used as an additional strategy to
promote linkage to care and treatment.

This can be achieved either through laboratory-based reflex HBV DNA testing using a sample already held in the laboratory or through clinic-
based reflex testing in a health care facility with immediate sample collection following a positive HBsAg RDT.

2.The use of DBS specimens to test for HBV DNA for diagnosis of HBV viraemia may be considered in settings where:

« there is a lack of access to sites or nearby laboratory facilities for NAT or of timely delivery of specimens to a laboratory; or
+ there are persons with poor venous access (for example, in drug treatment programmes, prisons).



About the operational guide: 5 reasons to use this guide

Provides a 5-step framework

Supports countries for planning person-centred o _
operationalizing WHO hepatitis B and C testing Emphasizes integration,
recommendations for approaches that consider community involvement

hepatitis B and C testing national priorities, contextual and additional key

factors and differentiated enablers

service delivery

Country case examples @
from England, Georgia, Annexes of consolidated Priorities in planning
. person-cent_red hepz_mhs B
Morocco and Uganda recommendations and ARG teatihy sorvicen
demonstrating key diagnostic products
enablers and good
practices
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Framework for planning hepatitis B and C testing services

STEP 1
Conducta
situational
analysis

STEP 5 STEP 2
Monitor Define
and “who to test'”
evaluate for hepatitis
Band C
STEP 4 STEP 3

Build differentiated
service delivery
models for hepatitis
Band C testing

Prioritize and operationalize
a strategic mix of
testing approaches

For
linking

For For
mobilizing testing




The selection and mix of
hepatitis B and C testing
approaches with the greatest
public health impact must be
based on a situational analysis

Step 1: Conduct situational analysis

Analyze the HBV and
HCV epidemiology in
the general
population and
specific populations

Assess programmatic
response and gaps

Assess the health care
system structure and
capacity and identify
opportunities for
integration

\\’f@ World Health
W&®7 Organization
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Assess financial
resource availability




Step 2: Define "who to test” for hepatitis B and C

1. ROUTINE TESTING AMONG GENERAL POPULATION

General population testing in HBV or HCV seroprevalence 22% settings

Birth-cohort testing for specific age groups known to have high HCV
seroprevalence

2. ROUTINE TESTING AMONG SPECIFIC POPULATIONS

Pregnant women for HBV

Blood donors for HBV and HCV

Adults, adolescents, children with clinical suspicion of chronic viral hepatitis

Health care workers for HBV Hepatitis D

3. FOCUSED TESTING AMONG MOST AFFECTED POPULATIONS R s ivicualpVitip eI VeSS e
Key populations and people living with HIV, STl or TB * When universal anti-HDV testing not feasible, prioritize:

* people born in HDV-endemic countries, regions and areas;

.Sexua.l partners, children and household members of those with HBV «  people with advanced liver disease, those receiving HBV
ICnef:etcatilr(\)I:ndigenous migrants and displaced peoples from high prevalence treatment; and those with features suggesting HDV infection
setting ’ (such as low HBV DNA with high ALT levels);
Persons exposed in or outside healthcare settings * people considered to have increased risk of HDV infection
(haemodialysis recipients, people with HCV and/or HIV, PWID,
{ ég)}}, World Health SW, MSM
1 ganization



Step 3: Build differentiated service delivery models for hepatitis B
and C testing

Facility-
based %
Mass public broadcasting Facility-based Referral
Provider-initiated for facility ;
attendees : Accompanying
d ity-based P -
Network- Te sti n . Targeted group information in DEted Somiu Rt Peer-support
g Community communities - s
based . -based : Same-day provision of
testing services Index contact notification HIV self-testing* services (i.e., ART, PrEP)
Social network-based Friendly services
recruitment Index contact testing :
Concurrent offer of other In m’%mﬁ;’ virtyal
E—C testing/screening/health service " R
O 0 provision Saocial network-based
| i Ii ﬁ'l i] @ For benefits of prevention ieting

Self-testing
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Step 3: Build differentiated service delivery models for hepatitis B and C testing

When

Where

Who'is
providing
services

What

Mobilizing and creating demand

Frequency and timing

* continuous mobilization at testing sites

* intermittent: targeted time for campaigns

» focused: specific times to reach specific
populations (eg outreach)

Location of mobilization:

. online, print, radio media

. community and outreach

. health facilities (including prisons).

Who does the mobilizing?
. health care workers
. lay providers

. peer workers

. family members.

What package of services and demand

creation interventions?

. Information about where and why to test
and how to link to prevention and
treatment; hepatitis testing alone or with
other services.

Testing services

Frequency and timing:

2 frequency: routine testing, one-time test, mass
campaign

. timing: times when specific populations may be
reached for testing or re-testing

Location of testing:

* health-facilities (including prisons), pharmacies
* community and outreach

* self-test.

Who does the testing?

. health care workers
. lay providers

. peer workers

. self-testing.

Hepatitis testing alone or integrated with other

services? What interventions to promote testing?

. Integrated with HIV, TB, STI testing, NCD, cancer
and other age-specific screening campaigns,
where appropriate

. POC testing, dried blood spot (DBS), reflex
testing.

Timing of linkage activities and frequency of

follow-up:

. Immediate link to molecular testing/liver
disease assessment following positive serology

. Schedules test of cure for HCV, periodic HBV
monitoring

Location of linkage and treatment:
. via phone

. health facilities

. community/home visits

. reflex testing.

Who supports linkage to prevention or treatment
initiation?

* health care workers

* lay providers

* peer workers

* family members.

What linkage interventions? What interventions to

enhance linkage to care?

. Prevention: harm reduction services, HBV
vaccination, condoms, HIV and STl testing

© Treatment

. Patient navigation, reflex testing. -



Step 3: Build differentiated service delivery models for hepatitis B
and C testing

Box 4: WHO recommendations on strategies to promote testing and

diagnosis, and linkage to care and treatment for viral hepatitis

1. Decentralization, integration and task sharing: WHO recommends expanding HOV testing and treatment
services, ideally at the same site, at lower-level facilities through decentralization, integrating them with

W H O recommen d ations to primary care, harm reduction programmes, prison health services and HIV services (6). Task sharing is
encouraged, allowing trained non-specialist doctors, nurses, peer and lay providers to deliver HCV testing, care
p romote te St| N g u pta ke and treatment. These approaches can be adapted for HBV services (5).
o 2. POC testing: Using POC HBYV DMNA and HCV RMNA assays is recommended as an alternative to laboratory-based
an d I N ka ge tO care tests for diagnosing viraemic HBY and HCV infections, respectively, particularly in marginalized populations and

hard-to-reach communities with limited access to health care (4, 6.

3. Refiex testing: Reflex HEV DA testing for HBsAg-positive individuals and HCV RNA testing for anti-HCV-
positive individuals is recommended to promote linkage to care (4, 6). Reflex testing for anti-HDV antibody
following a positive HBsAg test result, and also reflex HDV RNA testing (where available) following a positive
anti-HOV antibody test result, can streamline the diagnostic process by eliminating the need for extra clinic
visits (4). Reflex testing can be |aboratory- or clinic-based.!

4. Dried blood spot sampling (DBS): DBS for serological and nucleic acid test (NAT) assays for HBV and HCV can
enhance testing access in settings with limited facilities, in persons with poor venous access, or when timely
delivery of specimens to laboratories is not feasible (3, 6).

5. Peerand lay health worker support: Utilize peer and lay health workers to support community-based/led
testing efforts (3, ).

6. Clinician reminders: Implement clinician reminders in electronic records or similar systems to prompt facility-

251N based HCV testing for patients in high-risk birth cohorts ar those wha report risk behaviours (3). This strategy
g@!@?j\%’/ WOI’Id Hea Ith can also apply to HBV testing.
W&®YY Organization
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Step 4: Prioritize and operationalize a strategic mix of testing
approaches

Building on:
* situational analysis
* applying the WHO recommendations on “who to test”

» differentiated service delivery models

Countries should develop an optimal mix of testing approaches
that are best adapted to their unique context.

A modular approach serves as a guide to support countries in designing an
optimal mix of testing approaches, based on priorities, stage of hepatitis
response and established targets

The modules are not mutually exclusive, and they can overlap at any time
during the hepatitis response and during any phase of the response.

P@“Q}, World Health
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Step 4: Prioritize and operationalize a strategic mix of testing

approaches

o

World Health

rganization

IN ALL SETTINGS: Routine testing of pregnant women, blood donors, health care workers and people with clinical suspicion of chronic viral hepatitis

Table 4. Examples of testing locations, demand creation and linkage to care for routine testing in all settings

m Where to test Mobilizing and demand creation Linkage to care

HBV testing of all pregnant women'

HBV and HCV testing of all blood
donors

HBV and HCV festing of all adults,
adolescents and children with clinical
susplcion of chronic viral hepatitis
{that is, signs, symptoms or laboratory
markers)

HBV testing of all health
care workers®

Routine testing for HBY, HIV and syphilis
at prenatal and antenatal clinics, family
planning clinics and community-bosed
outreach services.

Routine testing (preferably onsite) of all
blood donors at all facilifies and mobile
units offering blood donation.

Routine testing, based on clinical

signs for chronic viral hepatitis, at all
health facilities including hospitals
(inpatient ond outpatient departments,
emergency department (ED), etc.) and
primary care and community-based
sarvices.

Routine HBV tasting of health care
workers, ideally at their workplaces.

Facility-based education and awarensss-raising initiatives using culturally taflored
messaging during consultations and in pomphlets.

Community-based education and awarenass-raising through outreach by
community workers and threugh reproductive health community groups, community
events (for example, faith-based events and baby showers).

Pariner involvement and couples tesfing and counsalling, based on woman's consent
and choice and if safe to do so.

Targeted education and awareness-raising campaigns about the importance of
hepatifis testing as part of the blood donation process, sofety of the blood supply and
the impact of donations on community haalth.

Disfribute pamphlets af blood donation facilities explaining hapatifis, bloodborne
virus testing procedures and the importance of regular testing for all donors.

Tailored education and awareness-raising that oddress the link between hepatitis

infections and liver disease and highlight sympfoms of chronic hepatitis and fiver
cancer.

Training of physicians about signs of clinical suspicion of chronic viral hepatitis and
liver disease.

Collaboration between specialists and general practifioners in primary care to ensure
testing for hepatitis and fo infegrate with liver disease ond cancer management.

Onsite testing and education of all health care workers bafore they start employmenit.

Regular education and fraining, for example, seminars/grand rounds, as part of
prevention, infaction control and blood sofety training.

Linkage to further HBV tasting, dingnosis and treatment, ideally offerad ot the same
site; can include POC viral load tesfing or use of DBS and reflex festing.

Prevention sarvices, including antiviral for preventfion of mother-ta-child transmission
{PMTCT) of HBV and treatment for mother's own health; testing of sexual partnars,
children and household members {and HBV vaccination where required); infant HEV
vaccination, including fimely birth doss.

Linkage may be facilitated by community and lay health workers.
All relevant HIV and ST1 tesfing and prevention sarvices should be offered.

Support with coordinoted pathways to access both viral load testing and diagnostic
services and treatment and care.

HCV and HBV testing, diagnosis and freatment sarvices are ideally offered

at the same sita, ot hospitals and primary health care {PHC) clinics (through
decentralization and integration} and can include POC viral load testing. Other
options include use of DBS and reflex festing.

Community and lay health workers can be helpful to support linkage to care.

Hepatocallular carcinoma surveillance among people with confirmed chronic viral
hepatitis.

May consider relevant HIV ond STi testing services as well os assessment of other
co-morbidities.

Hepatitis B vaccinatien given to all health care workers whe are not immune and
have not been vaccinated previously.

If indicoted, linkage to HBV diognasis and traatment.
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Table 5. Examples of testing locations, demand creation and linkage to care for testing of most affected, priority populations

Key populations: (men who

Routine testing at hospitals and primary care fociliti

paigns using digital media, social media, radio/

el 1tt

have sex with men, sex work ond ity-based services serving key populati
people who inject drugs, trans (for antir | HIV (ART) clinics,
and gender-diverse people, pre-exposure prophylaxis (PrEP) prog , TB clinics,
people in prison and other STl clinics, drug treat t and harm reduction services,
closed settings) and people prisons, drop-in centres), as well as homeless centres,

living with HIV, people living
with TB, people with STls
diagnoses

Indigenous populations and
migrants and mobile people
from high prevalence countries

People exposed in health care
ings or via invasi dical
or traditional procedures
(for example, thalassaemia,
haemophilia and receiving
multiple transfusions,
haemaodialysis, in intensive
care, tattooing, cutting)

Sexual partners, children and
other family members, and
close household contacts of
those with HBY

other peer-led services and by outreach.

Additionally, HCV self-testing can be offered in all settings.
Secondary distribution of HCV self-tests to partners and
injecting network.

Clinician inders in electroni ds or similar systems
to prompt facility-based HBY and HCV testing.

Testing at health facilities and community-based services,
including indi led/ lled clinics and culturally
oppropriate services trusted by communities.

Testing may be i ted with health pi and
targeted screening initiatives for communicable diseases
and NCDs (for e, hypertension, dicbetes)

Additionally, HCV self-testing can be offered.

Clinician reminders in electronic records or similar systems
to prompt facility-based HBY and HCV testing.

Routine testing in all health care facilities providing these
services.

/print, dating opps addressing specific key pop (with, for
example, infographics, videos and Ias!imoniuls).

Mobile and outreach awareness-raising and testing in areas frequented by
members of key populations, such as nightlife districts, community centres,
drop-in centres.

Health awareness days (for example, World Hepatitis Day (28 July).

Peer-led ed and testing, including d with PrEP and with other
STI/HIV testing services.
Culturally appropri ducation and aising initiatives in local

languages, imagery and stories to convey the importance of hepatitis testing.
Dissemination can take plu:s on digital and social media, television, radio,
and at ¢ gatherings.

For both indig: and mig or mabile pop involve community
leaders in awareness-raising and testing initiatives (for example, workshops

and community gatherings to tackle stigma and discrimination).

Community-based and peer-led education and mobile testing services o
reach remote and underserved communities.

Tailored education via mass media or at health facilities: Use of television,
radio, print mediaq, digital platforms, social media to disseminate information
at clinics obout the importance of hepatitis testing for people with history of

Clinician reminders in electronic records or similar sy
to prompt facility-based HBY and HCV testing.

HBY testing and partner services at prenatal and antenatal
clinics, family planning clinics, primary care clinics and
community-based outreach services.

Clinician reminders in electronic records or similar systems
to prompt facility-based HBV testing of partners, children
and household contacts of those with HBV.

Health awareness days: Using health awareness days (for example, World
Thalassaemia Doy (8 May), World Hepatitis Day (28 July) to highlight festing
campaigns.

Community events: Using health fairs, workshops and local events at
community centres to provide information and offer on-site testing.

Education and through cor
networks of people living with HBV.

y support groups for fomilies and

Promote HBV testing during routine health care visits.

Community discussions to reduce stigma associated with HBV testing (for
example, normalize conversations about HBV in family settings).

Linkage to further HBV and HCV testing, diagnosis and treatment, ideally
offered at the same site; can include POC viral load testing. Other options
include use of DBS or reflex testing. Where this is not possible, strong linkage
between different levels of the health care system are required.

Peer workers support linkage to care.

Members of key populations who self-test need specific and well-coordinated
pathways to diagnosis services.

HIV and STl testing services including family pk ion services (for
example, condom and lubricant distribution, PrEP). Hapuhhs B vaccination;
link or continue harm reduction services for people who inject drugs.

Linkage to further HBY and HCV testing, diagnosis and treatment, ideally

at the same indigenous-led or culturally appropriate site for migrant and
mobile people. Can include POC viral load testing. Other options include use
of DBS or reflex testing.

Peer and community workers support and coordinate and link to care,
treatment and prevention.

HIV and STl testing services, including family planning, prevention services
(for ! dem and lubri distribution, PrEP);

P

hepatitis B vaccination.

Linkage to further HBY and HCV testing, diagnosis and treatment.

Linkage to all p 1 services,
indicated.

HBV ination where

Linkage to further HBV testing, diagnosis and treatment, ideally offered ot
the same site; can include POC viral load testing. Other options include use
of DBS or reflex testing.

Where this is not different levels of health

care system are required.

strong

Peer workers and community groups support linkoge to care.

All HBV prevention (including hepatitis B vaccination) services as
appropriate. All HIV and STl testing services as relevant to context.
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Priorities in general population testing
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Who
to test

General
populations

Prioritization
can be based
on specific birth
cohort and/or
geographical
area with higher
HBV or HCV
prevalence.

Routine HBV and HCV testing
by general practitioners

in primary-care facilities
during routine health visits
and in hospitals as part of
standard protocols, including
in outpatient communicable
and NCD clinics, liver or sexual
health clinics, inpatient wards
and emergency departments.

Integrated HBY and HCV
testing in age-specific
screening and prevention
programmes for NCDs, such
as hypertension; diabetes;
breast, cervical, prostate and
colorectal cancers. This may
include national or regional
health campaigns offering
mass testing in facilities and by
mobile outreach.

Mobilizing and

demand creation

Mass and social media

- for example, television,
radio, print and social
media - disseminate
information about the
importance of hepatitis
testing, success stories/
benefits of early detection
and instructions on how
and where to get tested.

Health awareness days
such as World Hepatitis
Day highlight age-based
testing campaigns.
Include HBV and HCV
testing in national or
regional health awareness
campaigns for other
diseases.

Integrate with and partner
in ity events

Outreach mobile testing
in community centres,
pharmacies.

HCV self-testing may be
offered additionally. Secondary
distribution to partners and
social networks may be
considered.

Clinician reminders in electronic
records or similar systems to
prompt HBV or HCV testing

for patients in high-risk birth
cohorts.

(for example, health
fairs, workshops, faith-
based events) to provide
information and on-site
mobile testing.

Train doctors, nurses,
pharmacists and other
health care professionals
to discuss the importance
of testing during

routine visits and to
provide personalized
recommendations.

Table 6. Examples of testing locations, demand creation and linkage to care
for testing of in general population

Linkage
to care

HCV and HBV testing,
diagnosis and treatment
services are ideally
offered at the same site,
at hospital or PHC level
(through decentralization
and integration). Services
can include POC viral load
testing as well as reflex
testing. Other options
include use of DBS.

Community and lay health
worker can support linkage

to care.

People who are self-testing
need specific and well-
coordinated pathways to
confirmatory testing and
diagnosis services.



Step 5: Monitor and evaluate

 Data and a robust evidence-

base should guide the
.. ,’ response, but lack of this
Ensuring that hepatitis testing programmes are reaching their information is not a reason
intended populations and identifying previously undiagnosed to stop or not initiate a
persons requires continuous monitoring and evaluation response

e Available data should be
used, and burden and
cascade of care data should
be strengthened.
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Framework for planning hepatitis B and C testing services

STEP 1
Conducta
situational
analysis

STEP 5 STEP 2
Monitor Define
and “who to test'”
evaluate for hepatitis
Band C
STEP 4 STEP 3

Build differentiated
service delivery
models for hepatitis
Band C testing

Prioritize and operationalize
a strategic mix of
testing approaches

For
linking

For For
mobilizing testing




About the operational guide: 5 reasons to use this guide

Provides a 5-step framework

Supports countries for planning person-centred Emphasizes integration,
operationalizing WHO hepatitis B and C testing community involvement
recommendations for approaches that consider and additional key

hepatitis B and C testing national priorities, contextual enablers

factors and differentiated
service delivery

Country case examples e

from England, Georgia, Annexes of consolidated Piforities in plnaning
. person-centred hepatitis B
Morocco and Uganda recommendations and and C testing services
demonstrating key diagnostic products (/‘ &
enablers and good w
practices
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Key enablers in implementing
viral hepatitis testing

e Political commitment

* Enabling policy, legal and regulatory
environment

* Data-driven decision-making

*  Community engagement and
awareness-raising

* Integrated workforce education
* Access to quality-assured products

* Establishment of quality
management systems at testing sites

* Hepatitis B and C testing services
integrated with existing services and
other disease programmes

772X\, World Health

W2 Organization
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Opportunities for integrating hepatitis testing services

* Facility-based services for KPs, ANC: e.g.
ART//harm reduction, outreach

* General populations: NCDs (hypertension,
diabetes, cancer screening), in PHC,
outpatient and emergency departments

Facility-

based

Integrate health promotion and %:

demonstration of self-test for HIV, HCV, HBV testing

Community-based onsite POC

HCV, HIV and syphilis

Integrate self-test distribution Network-
based

testing

Testing

Community

& network-based testing for -based
partner, family/household,

social network

services

C O

firsP

Self-testing

e 85

Integrate

"E MOBILIZING ‘

HIV, HC

- iy s

Lo hired .!l."| ared Trean " Carspa bgre for Hursan
Irrrennadoficherncy Vine Hepiekia W, and Mepuilie
A Spalrmursic Rediewr in Prostde Dedescs in Sappar
Wadd Beaih Orngestsalion Trsstmon | Goldding

For every HIV case
detected, integrated triple
HIV/HBV/HCV testing
could identify 5 HBV and 3
HCV additional cases

V, HBV rapid
testing in mobile PrEP clinics



Community engagement, awareness-raising and stigma elimination

Every person we diagnose
with hepatitis is not just
someone we need to treat;
they are also advocates and
partners in advancing our
hepatitis response

* Delivery of viral hepatitis services depends on
empowered individuals, families and communities
as advocates of policies that promote enhanced
and equitable access to testing and treatment

* Participatory approaches ensure the incorporation of Box 5: Reducing stigma and discrimination and creating an enabling

community experiences and promote ownership grvirpament

an d accounta bl I Ity Ti‘m ianlemematicn 9f testing must be accompanied by gﬁorts to avddressrthe stigma and
discrimination that discourage many people from accessing essential services (2):

« Community involvement should continue o o por o b v i

thro ug hout p lanni ng, imp lementation and +  Reform restrictive laws and policies to remove barriers to health services, particularly for vulnerable

populations, and foster supportive community and health care environments.

evaluation. *  Educate health care workers regularly to eliminate stigma and discrimination, ensuring that patients
receive respectful and compassionate care. Protect workers with safety programmes and vaccinations
to prevent hepatitis transmission.

In health campaigns integrate messages promoting a society free from stigma and discrimination.

& I' N\ *  Generate data on how stigma and discrimination impact the populations affected by viral hepatitis.
‘{/1 @g@ ;V/ WOI’ld Hea Ith Use these data to argue for law and policy reforms.
&% Organization 7



Figure 2. Planning selection and procurement of products

________ _. R e Viral hepatitis testing

’ N y .

| Includein | | Selectproducts to | 1 Plan | services should be included

y Esential | usewithintesting | procurement ! in national essential health

| Diagnosticlist | | strategies | | | :

N 4 .. s N y benefit packages, supported

by adequate financing and
coordinated actions to advance
universal health coverage and
integration in primary
health care
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" Conduct quality- assurance
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About the operational guide: 5 reasons to use this guide

Provides a 5-step framework

Supports countries for planning person-centred Emphasizes integration,
operationalizing WHO hepatitis B and C testing community involvement
recommendations for approaches that consider and additional key

hepatitis B and C testing national priorities, contextual enablers

factors and differentiated
service delivery

Country case examples @
from England, Georgia, Annexes of consolidated Priorities in planning
. person-cent_red hepz_mhs ]
Morocco and Uganda recommendations and and C testing services
demonstrating key diagnostic products (/.aw ()
enablers and good W -
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4. Country case examples

Headth prameders from the Ureon of Centers, Resdents’ Assooations of Helidpolis and Region {UNAS) faditate preventon activities of the “Hellopolis
Investing in Life™ project. aimed at promoting and disssménating information on HIV preventon and ather 5T1s in the Behdpaolis region én S3o0 Paolo, Bzl

Low HCV
seroprevalence (0.5%
in 2018) (30); country
population: 37.7 million
in2023 (31)

Mix of age-specific
and focused HCV
testing approaches

delivered through
decentralization
and integration

Adults =40 years of age
plus most-affected pricrity
populations (including key
populations and people
living with HIV)'

How to test and
linkage to care

HCV anfibody ROT, followed
by POC HCV ribonucleic
acid (RNA) confirmatory fest

EYWHD / Dan Agosting

Diverse focility-basad and
community-based settings:
primary health care cantres
(torgeting individuols ower
40), public hospitals (regional
and provincial), public and
private laboratories, prisons,
addiction centres; community/
NGO-led sorvicas, HIV clinics,
mobile clinics; anfenatal
clinics, hoamodialysis centres,
blood donor centres and
military centres

Key implementation enablers

1. Data-driven ded king: first national
viral hepatitis seroprevalence survey in 2019,
g ing reliable prevalence estimates to
guide viral hepatitis programme priorities.

2. Based on new prevalence estimates,
investment case developed and served as an
advocacy tool at ministerial level.

3. Integrated and decentralized service
delivery models: Leverage established
models for people living with HIV and key
populations by expanding HCV testing and
diagnostics in health facilities and through
outreach to vulnerable groups. Use existing
resources such as HIV testing workforces
and diagnostic platforms (for example, Xpert
for HCV RNA testing) in laboratories and
hospitals, Provincial hepatitis focal points
ensure monitoring and accountability,
focusing on a person-centred approach to
provide comprehensive services at the same
time and place.

Two nationwide, policy-led HCV testing
and awareness campaigns held on World
Hepatitis Day in 2022 and 2023.

5. Integrated national monitaring and
evaluation database using DHIS2.
Domestic financing of HCV testing and pan-
genotypic direct-acting antiretroviral (DAA)
treatment.

=

-

Situational analysis

In 2019 Morocco’s estimated seroprevalence

for HBV was 0.7% and for HCV was 0.5% (30).

The HCV epidemic affects primarily populations
with previous exposures fo unsafe health care
practices and procedures, particularly prior to
introduction of blood donation screening in 1995,
as well os invasive traditional practices (blood-
letting), and injection drug use (30). The national
serosurvey indicated that HCV prevalence was
over 1% among individuals ages 40 and older,
reflecting the impact of these past practices (30).
The survey estimates HCV seroprevalence is 5% to

20% among paople living with HIV (32), 63% among
people who inject drugs, 0.3% emong men who
have sex with men, and no cases were detected

in sex workers (Morocco Ministry of Health,
2022/2023 Integrated Biological and Behavioural
Surveillance assessments, unpublished dato,
2024). As of the ond of 2022, 24% (32 664/135

145) of people living with chronic hepatitis Cin
Morocco were diagnosed, and 31% of those were
treated between 2015 and 2022 (32).

Health and community system: Morocco’s

health system consists of a public sector serving
a considerable proportion of the population

ond a growing private sector (30). The public
health infrastructure comprises 12 regional
directorates, 82 health provinces and 986

health districts organized into primary care,
hospitals, emergency services and social

medical establishments, Human resources are
concentrated in urbon centres (30). The public
health system is undergoing reforms cimed at
achieving universal health coverage, enhancing
quality ond equity in service delivery and
integrating electronic haalth information systems.
Since December 2022, 22 millien Moroccans have
benefited from compulsory health insurance (30).

Testing approach and strategies

Target populations for testing include high-risk
groups and those ages 40 and older. Onsite
HCV antibody RDTs are used, with follow-up
RNA testing available in hospitals. Liver disease
is assessed using Fibroscan or FIB-4 scoring,
Treatment is avaoiloble free of charge. Measures
are in place to ensure adherence and minimize
loss to follow-up, including a full three-month
course of DAA therapy that can be renewad for
another three months where clinically indicated.
Al least 83 hospital centres provide treatment,
and local production of DAAs enhances access.
WhatsApp groups for clinicians and pharmacists
facilitate cose tracking from treatment initiation
through to sustained virologic response. Each
province has a designated Ministry of Health
hepatitis focal point for oversight and monitering
and evaluation along the de of care.

40



About the operational guide: 5 reasons to use this guide

Provides a 5-step framework

Supports countries for planning person-centred o _
operationalizing WHO hepatitis B and C testing Emphasizes integration,
recommendations for approaches that consider community involvement

hepatitis B and C testing national priorities, contextual and additional key

factors and differentiated enablers

service delivery

Country case examples
(@i

from England, Georgia, Tables of consolidated briortics in planning
Morocco and Uganda recommendations and st ot
demonstrating key diagnostic products
enablers and good
practices
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Annex 5

Overview of available hepatitis C IVDs as of October 2024

WHO guidelines (7-3)

Assay types listed in WHO Model List
of Essential In Vitro Diagnostics

Products with WHO
pre-qualification’

HCV self-test product with WHO
pre-qualification '

Benchmark prices

Products on the Global Fund list that are
not WHO prequalified®

Serological testing to screen for HCV antibodies
and to aid in diagnosing viraemic HCV infection

ROT

Laboratary-based immunoassay
Seli-testing

Confirming HCV viraemia to initiate treatment and monitor sustained
virological response at 12 weeks after the end of treatment

HBV viral load

Laberatory-based HOV AMA (qualitative or quantitative) NAT
Point-of-care HOW RNA NAT

HECV care antigen assays

Community settings and health facilities without laboratories

Anti-HOY RODT

Antl-HCV RDT

Anti-HOV immunoassay

Combined ant-HCVY and HOVcAg anti-HOV immunnassay

Conbined ant-HOV and HOVGAG immunodssay for use in biood screening.

Anti-HCV RDT

» Binline HOV {Abbort Diagnastics Korea Inc.)

» OraQuick HOW Rapid Antibody Test Kit (OraSure Technologles, Inc.)
» Rapid Anti-HIV Test {InTec Produtts, Inc)

» STANDARD Q HOV Al Test {50 Biosensor, Inc.)

= First Response B0V Card Test { Premier Medical Corporation Pet Lid)
= HOW Hepatitis € Virus Rapid Test Desice (ABON Biopharm).
Anti-HOV imminoassay

* INMNO-LIA KOV Seore (Fujirebio Europe NV)

» INNOTEST MOV Ab IV {Fujireblo Europe NV}

* Monalisa HOW Ag-Ab LILTRA V2 (Bio-Rad).

Oraluick HOV Rapid Antibody Test Kit for self-test (OraSure Technalogies, Tnc.)

HEV RO prices paid by countries: 1SS 0.71 to LS§ 2.42 pert test

Benchmark price: US3 0.50-1.10 per test ex works {Global Fund Pooled Proturement Mechanism),

Anti-HOV RDT
«  INSTIHOV Antibody Test (biolytical® Laboratories Inc. France)
«  DirSite HOV Ab Plus Comba Rapid Test (CTK Biatech Inc, USA)

Anti-HOV immunoassay

«  Murexant-HCV Version & (DizSorin, South Alrica)

«  BersysE Anti-HOV 1T (Rache Disgnostics GmbH)

*  Anti HOV Antibody to Hepatitis C Virus {Shenthen Mindray Bio-Medical Bectronics Co., Ltd, Chinia)

Clinical laboratories

KOVeAg Immunpassay
Cuakitative or quantitative HCV MAT.

HOW viral load NAT

+ Abbott ReafTime BCV (Abbott Molecalar Inc)

+ Allnity m HOV (Abbort Molecudar Inc.)

+ Cobas HOV {quantitathve NAT for use on Cobas S800/6500/8800 systems) (Roche Diagnostics Gmbk).

Point-of-care HOW RNA NAT

+ Xpert HCV Viral Load {Cepheid AB) + pert HOV VL Fingerstick (Cepheid AB) — the anly prequalified assay that can be used at or near
paint-of-care.

HCVcAg
+ ABCHITECT HOV g assay (Denka Sebken Co, Lid, agarmida Factory).

HOV viral boad test prices paid by countries: US$ 6,12 to 1153 56.40 per test
Benchmark price: Sevaral HOV viral load test suppliers otfer global actess pricing at US$ 815 per test.

HOV viral boad NAT

»  Genedrive BOV 1D Kit (Genedrive Diagnostics Ltd., United Kingdom)

«  Aptima HOW Quant Dx Assay Kit (Hologic, Inc. USA}

v ExiStation Universal Molecular Disgnostic System (Bioneer Corporation, Republic of Korea),



Key messages

In 2022, viral hepatitis wos one
of the leading causes of death
among communicable diseases
globally, with deaths rising from
1.1 million in 2019 to 1.3 milion.

Most people with hepatitis B

and C remain undiognosed and
untreated. By the end of 2022,
anly 13X of the estimated 254
million people living with hepatitis
B hod been diognosed, ond les:
than 3% hod received antiviral
treatment. Of the estimated 50
million people living with hepatitis
C, 36% had been diagnosed
between 2015 and 2022, ond 20%
haod received curative froatment.

Testing is the critical first
step in occessing hepatitis
B and C prevention, care
and treatmaent sarvices.

Countries should
develop policies that
define o strategic mix of
h B and C testing
approaches, based on
their unique country
situation and priorities.

Key enablers in implementing
hepatitis B and C testing services

political commitment

enabling policy, regulatory and legal environment
data-driven decision-making

community engagement and awareness raising

access fo quality-assured products and establishment of
quality management systems at testing sites
decentralization and integration of HBY and HCV testing
with existing services and other disease programmes
integrated education and training of the health workforce.

A five-step framework for planning person-centred

hepatitis B and C testing approaches

Conducting a situational analysis to
enable the development of testing

ing to @ country’s

Laba
response and gops, health system and
availabiity of resources.

Defining "who to test” based

on country’s epidemiology ond

priority populations and on WHO
recommandations on routine testing of
certain populations, g | populati
testing approaches and focused testing
of most-affected populations.

Building differentioted models for
hepatitis B and C testing based on
four building blocks ~ "when, where,
whao is providing services, and what”
- for implementing testing services,
mobilizing and creating demand, and
linkage to care

Prioritizing and operationalizing a
strategic mix of testing approaches
T S R T ="
ly g diff i models
of testing services and defining priority
populations.

Monitor and evaluate key indicat
Use existing data and strengthen
hepatitis B and C surveillance to
monitor testing approaches and results
and to adapt them over time.

a. In all setting: tinely test pregnant women and
health care workers for HBY and routinely fest
blood donors and those with clinical suspicion of
«chronic viral hepatitis for HBY and HCV.

. In all settings: Test most-affected lati
through focused testing as a priority (key
populations; sexual partners, children ond
household contacts of those with HBY infection;
certain indigenous populations and migrant and
mobile population groups from 22% HBV or HCV
prevalence countries; people living with HIV, TB or
$Tls; populations exposed to HBY or HCV in health
«care sattings or outside the health core system).
General population testing: i) Birth cohorts with
highar prevalence of HCY may be tested os a
priority. 8) Geographical areas with higher HBY
or HCV pi than the g | populatii
could be prioritized in all setfings, before
expanding fo other areas through a sfepwise
approach. iii) All adults and adolescents should
be offered HBV and/or HCV serologicol testing in
settings with 22X HBY and/or HCV seroprevalence.

Country case examples

From England (United Kingdom), Georgia, Morocco
and Uganda offer compelling exomples of how
testing approaches and strategies were developed
and implemented. These coses highlight the use
of various key enablers, a phased implementation
and integration to achieve scale-up and the
ongoing challenges that need to be addressed.
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Country examples showcasing strategic approaches to hepatitis B and C

testing services

Muhammad Shahid Jamil
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Morocco

Scaling up hepatitis C testing through a strategic mix of testing
approaches: integration and decentralization Priorities in planning

person-centred hepatitis B
and C testing services

Ibtissam Khoudri

Ministry of Health, Morocco

Operational guide
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Webinar: Lancement du nouveau guide opérationnel
de ’OMS sur les priorités en matiere de planification
des services de dépistage des hépatites B et C, le

Extension du dépistage de I'hépatite C grace a une combinaison
d'approches de dépistage au Maroc, intégration et décentralisation

jeudi 5 décembre 2024
Ibtissam KHOUDRI, MD, MPH, PhD
Responsable du programme national contre I'hépatite virale

Ministére de la Santé/Maroc




Prévalence de ’HVC au Maroc
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Strategie de dépistage de ’'HVC

MODALITES DE DEPISTAGE
Dépistage passif Dépistage actif

Méthode
(COMMENT ?)

Population générale consentante Groupes a haut risque (UDI,
Population cible présentant un comportement a hémodialysés, PS, HSH, migrants,

QU1 ?) risque pour le VHC et agée de plus détenus)
de 40 ans
*sections des ONG, CIDAG...etc
Lieu du dépistage *ESSP (extension, projet PMS) *centres d’hémodialyse
(OU%) *CHP/CHR/CHU *centres d’addictologie
*Centres référents VIH *Les établissements pénitentiaires
Outil de dépistage *TROD *TROD

(PAR QUOI ?) /



- *Groupes a haut risque :

Les PIDs ;

Les patients hémodialysés ;

Les professionnels du sexe ;

Les Hommes ayant des rapports sexuels avec les hommes (HSH) ;
Les personnes vivant avec le VIH (PVVIH);

Les migrants ;

Les détenus.

N SR RS AR

* Autres groupes a risque :

v

S N S N 8 S

<

Les sujets ayant eu des actes invasifs (endoscopie, intervention chirurgicale
sans transfusion, etc.) avant que soient rendues obligatoires les mesures de
désinfection universelle en 1996 ou dans des conditions d'asepsie douteuse
(soins dentaires, etc);

Les sujets ayant été exposés a des gestes traditionnels ou cosmétiques avec
effraction cutanée avec du matériel non a usage unique (tatouage ou piercing
ou mésothérapie ou acupuncture ou toute autre procédure de scarification);

Les sujets ayant utilisé au moins une fois dans leur vie des drogues par voie
intraveineuse ou intra-nasale, quelle que soit la date d'utilisation. De plus, les
toxicomanes qui restent actifs doivent étre dépistés régulierement;

Les sujets ayant été incarcérés ;

Les enfants nés de mére séropositive pour le VHC;

Les sujets découverts séropositifs pour le VHB;

Les partenaires sexuels des sujets contaminés par le VHC;

Les porteurs d'Infections Sexuellement Transmissibles (ISTs);

Les professionnels de santé exposés au risque d'accidents d’exposition au sang
(AES). Le dépistage de I'HVC doit se faire systématiquement en cas d’AES;

Les membres de |'entourage familial des patients contaminés, du fait du risque
d’exposition au VHC par le partage d'objets souillés de sang (objets de toilette
notamment);

Les personnes agées de 40 ans et plus.

GROUPES CIBLES DU

DEPISTAGE

Guide national
de prise en charge de

. I'hépatite virale C




Offre de depistage et de PEC de ’'HVC
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Offre de prise en charge VSN NY Prevention,
83 Centres de prise en charge - dépistage et
160 gastro-entérologues }/ confirmation
28 laboratoires (Genexperts, etc) N e
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avec le PNLS




PERSPECTIVES

* Maintenir les acquis et pérenniser le PNLHV

» Concrétiser la micro-élimination de 'HVC chez les hémodialysés et les PID
» Vaccination des populations clés pour le VHB

* Intensifier le dépistage (autotest pour 'HVC)

* Intégration de I'HVB dans le dispositif de dépistage et de prise en charge
(dans le cadre du nouveau PSN integré VIH/IST/HV 2024-2030)

 Lancer la triple élimination du VIH/HVB/Syphilis de la meére a I'enfant avec la
DP

 Implication du secteur privé dans la stratégie nationale d’élimination de
'HVB/HVC




England (United Kingdom of Great Britain and Northern Ireland)

Finding the missing cases: Opt-out testing for hepatitis B and C @
and HIV in emergency departments in England Priorities in planning
person-centred hepatitis B
and C testing services
lan Jackson

NHS England, United Kingdom

Operational guide
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Opt-out Blood Borne
Virus (BBV) testing in
Emergency Departments

WHO Webinar Launch of Operational Guidance
5t December 2024

lan Jackson, National Adviser, Opt-out testing,
NHS England.




Opt out HIV and BBV testing
iIn Emergency Departments

A short history...

2006 2014 2018-19 2021 2022/23
CDC recommends opt 'Going Viral': HIV/ HBV EJAF Social Impact Bond HIV Action Plan commits 33 EDs live with opt
out HIV testing in all HCV opt out testlng in9 £20 million to expand opt out BBV testing
healthcare settings HIV Commission out HIV testing in EDs

-

2000 2009 2016 2020 2021/22
Opt out HIV testing in Trusts pilot HIV testing NICE guidance on HIV BASHH/BHIVA/BIA HCV Elimination
antenatal and GUM in Emergency testing guidance on HIV testing funding committed
services Departments

55



The programme

* The government’s HIV Action Plan 2021 sets out a programme to achieve the government’s
commitment: by 2030 we will have achieved zero HIV transmissions in England. The
government have committed to a new HIV Action Plan by Summer 2025

* December 2021 NHSE announced £20m for all EDs in areas with very high HIV diagnosed
prevalence, to include a test for HIV, Hepatitis B (HBV) and Hepatitis C (HCV), when blood is
drawn, unless a patient opts out.

* In partnership with NHSE Hepatitis C Elimination team, project expanded to test HBV and
HCV

* 34 Type 1 EDs included: all 28 EDs in London, 4 in Manchester/Salford, Brighton and

Blackpool. TEStlng for HIV,
* Opt out testing confirmed to be effective both in identifying and linking to care those people hepat|t|s B and hepat|t|s C

living with HIV who were unaware of their diagnosis or previously diagnosed but not in care.

* Vulnerable people disproportionately attend EDs - opt out testing at scale in EDs is a key Everyone aged 16 and older AT
intervention to meet this need. who has their blood tested ina please visit the Fast
» December 2023 - programme expanded to EDs in high HIV prevalence areas, committing London Emergency Department L’:;:ig:“es tondon
£20m to a NIHR funded research project to examine impact of expansion of ED testing. (A&E)'n.ow has it tested for HIV,
hepatitis B and hepatitis C.

* 46 sites are in scope — 15 have now gone live, with a further 5 starting before Christmas.
It'simportant to get diagnosed
early as treatment is life-saving

 Significant political interest and support — mentioned by Prime Minister specifically 28t and free from the NHS.

November 2024

Your results are confidential.
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ED BBV testing: All Sites April 2022 — September 2023 (18 months)

Number of tests: New Previously Tests to find one Previously
HIV, HBV surface diagnoses diagnosed, | new orre-engaged | diagnosed,
antigen, HCV not in care person In care
antibody
HIV 1,401,866 569 345 1,534 7,656
Hepatitis B 730,137 2,206 388 281 1,574
Hepatitis C current
infection (RNA+) 960,328 867 186 912 265
Total 3,092,331 3,642 919 n/a 9,495

*Subject to ongoing UKHSA validation. New defined as new to clinic and not disclosing under care. Numbers are based on
attendances not individual patients, may lead to over reporting especially of those previously diagnosed not in care.
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Situational analysis of hepatitis in Uganda

* The national prevalence of Hepatitis B » Estimated national prevalence of 1% of the
infection among adults is ~4.1% (UPHIA,2016) population (modelled estimates, CDA

» Regional variation: The highest prevalence Foundation)
was reported in the mid-North region (4.6%) » Diagnosis is low- only about 7% of diagnosed
and the lowest in the South-Western region

(0.8%)  Annually <1% receive treatment

National Response

* Annual budget from the government since 2015 for public facilities
» Funding support from Global Fund and PEPFAR for hepatitis commodities among PLHA and Pregnant women

» Hepatitis B (HBV) Prevention & Control
v Pentavalent vaccine in 2002 as part of the EPI
v Hep B birth dose -in 2022 attaining 39% coverage (AHSPR, 2023)

» Progress to HCV prevention and control still lags, with limited focus on PWIDs



Testing approach and strategies

» Phased mass testing and vaccination campaign launched G ‘(L
in 2015. Commodities procured by GoU through NMS A e T e
 Testing with hepatitis B surface antigen test mim_mm 0N\ e ) p |
v All adolescents and adults born before 2002, Mass vaccination of "“";,'",‘,";'_""::";E:::.:‘;'“m-':"’ o q(:_ u“" o~ ,_,m
negatives and plans for linkage to care and treatment positive o P D mr-uw:'wm“:.:::_ e
v" All health workers to be vaccinated before assumption of duty -~ - . h_:‘:‘"::’::".:"..."'."‘;;
v’ Private facilities referred patients to public facilities :" "W‘“”.;_"'“w;;:;:‘;w
« HBV screening at: m‘"’”:ﬁiﬁi."”""‘““”;w:::«-mn o -
v’ healthcare facilities ::...:" TA:W B - iy ot
v' Community-based testing through outreach and during mass me wm::" -
gatherings MEEW :
v’ Private sector testing including in workplaces R o




Key actions for successful HBV testing

» Targeted number of adolescents and adults born before 2002= 17 million,
v'5 million (30%) tested; 326,000 (6%) positive and 4.9 million (94%) tested negative
v'Vaccination status of the negatives; 77% -1t dose, 51%- 2" dose, and 30%-3" dose

 Linkage to care; 132,000 (40%) of the total positives

« Community engagement: Active involvement of and strong advocacy by CBOs -raising

awareness and promoting testing

* Integration of hepatitis B and C data collection tools (including register of HBsAg positive

cases)- if utilised well can support linkage into care



Key challenges and ways forward

Gaps in linkage to care and treatment for patients
diagnosed with HBV

Total reliance on the Hub system HBV DNA viral
load sample transportation leading to long TAT)
Lack of capacity by health facilities to do chemistry
and FBC

Service delivery gaps for specific population groups,
including pregnant women, healthcare workers,
health students, individuals living with HIV or other
STIs, PWID, MSM, sex workers, prisoners, household
contacts of those with chronic hepatitis B, and
frequent recipients of blood or blood products.

Frequent stock-outs of TDF
Limited awareness

Develop pathways for linkage, leveraging on HIV
care approach

Enhance laboratory capacity to perform POC HBV
DNA viral load tests, liver function tests and FBC

Strengthen continuum of care for improved access
to services for pregnant women (Testing and
treatment at ANC) for the triple elimination of HIV,
HBV, and syphilis

More focus on other priority groups

Local manufacture, accurate estimation and
forecasting TDF
More sensitisation to increase demand



Georgia

HCV elimination through a nationwide general population

hepatitis C testing in Georgia: integration, decentralization Priorities in planning
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Background:

HCV Seroprevalence Survey, 2015 vs 2021
* Georgia is a country with the population of 3,7 million
* The initial serosurvey on Hepatitis C conducted in Georgia by NCDC with close partnership with the U.S. CDC in 2015 showed a prevalence
rate of HCV RNA in 5.4% of the adult population.
* In 2021, repeated nationwide serosurveys on hepatitis B and C demonstrated a prevalence of HCV RNA in 1.8% of population.

Prevalence of chronic HCV infection has decreased by 67%

Prevalence and Estimated Number of HCV RNA+

Individuals by Regions and Cities 2015 and 2021 National Serosurvey for Hepatitis B and C in Georgia
Characteristics Adults Adults Children
2015 2021 2021
Anti-HCV+ 7.7% 6.8% 0%
HCV RNA + 5.4% 1.8% 0%
ol Anti-HBc+ 25.9% 22.6% 0.7%
. b samschao 201 rsi0 HBsAg+ 29% | 2.7% 0.03%
. v 51.1%
HCV RNA+ §
I"%ﬂ";“ p 32.2%
<2.5%

[ 2.6% - 4.5% 5 .

] 4.6% - 5.5% > o 7.8% 4.6%

I 56 -65% ) % 13.1% i

B oo - 7.5% Adeiblit = 3.8% 5-3%2_2%

todss § 8 0 w0 § ] | -
()
& Transfusion IDU Prison Surgery

m 2015 m 2021



Key Actions for
Successful HCV Testing:
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Decentralization

Of testing and treatment services

Who to test:

Entire adult population 218 years old. People with advanced
liver disease prioritised before expanding to rest of population,
including focused testing among priority population and age-
specific testing. Initial phase began in the capital before
expanding to other regions.

How to test:

HCV antibody test (RDT or lab-based), followed by HCV RNA
(point-of-care and qualitative HCV RNA) or HCV core antigen
confirmatory testing.

Where to test:
Hospitals (inpatient, outpatients), HIV clinics, PHC, harm
reduction sites and community outreach

Objectives of the decentralization were to:
e Increase geographical accessibility
e Increase financial accessibility

Black Sea

HCV RNA+
Prevalence
[ J<25%
[ 2.6% - 4.5%
I 46%- 5.5%
B 55% - 6.5%
B 65 - 7.5%

r |:| No data

Russia

Abkhazia

Mtskheta-
Mtianeti -




Georgia Hepatitis C Elimination Program Care Cascade, 28 April 2015 — 30 June 2024

Positive Anti-HCV Test (Total)*
§ 95.2%

Positive Anti-HCV Test (Tx eligible)**

158,857
B 87.1%

Tested for HCV RNA or Core Antigen 140,148 -1 8,709

‘ 77.8%

Positive for Current HCV Infection

108,475

‘ 94.3%
‘ 85.5%

¥ 95.2%

32,647

Positive for Infection (Tx eligible)** lost to fO”OW-Up

101,732

Initiated HCV Treatment

yacyd | -13,938

Since 2015:
» over 6,8 million HCV screenings
» over 3 million persons tested
» About 167 152 anti-HCV positive cases identified
* 18 709 anti-HCV+ individuals to follow-up and link to care
99.0% » Over 87 794 patients started treatment
* Curerate — 99%
Cured*** 60,964

Completed 21 Round of Treatment 83,613

§ 73.8%

Tested for SVR

|

* Among persons with national ID number. An additional 18,586 screened anti-HCV+ using an anonymized 15-digit code. Thus, their representation in the cascade cannot be confirmed; ** Age 212
years with no mortality data prior to progressing in cascade

*** Per-protocol, includes retreatments. Among 61,931 persons tested after their 15t round of treatment, 60 058 (97.0%) achieved SVR

(Including 82.4% for SOF-based regimens, 98.2% for SOF/LED regimens, and 98.5% for SOF/VEL regimens). 2,482 persons were retreated with a 2" round of treatment, with 94.3%
(1,209/1,375) of those tested achieving SVR. Overall SVR by Intention-to-Treat analysis: 71.8%




Key Challenges and Next Steps:

Scale up testing:

Prioritize testing for high-risk populations, focusing on
men over 30, areas with higher HCV RNA prevalence,
and other vulnerable groups using a one-time testing
approach

Strengthen linkage to care:

Address care cascade gaps by diagnosing the
remaining 18,709 individuals and treating 13,938
others through enhanced outreach, awareness
campaigns, and the introduction of patient navigators.

Infection control and prevention:
Strengthen preventive measures for both the general
population and key risk groups.

Active reinfection surveillance:

Improve surveillance for reinfections and ensure patients
are linked to care. While the second HCV RNA test
remains out-of-pocket, treatment remains free.

Increase awareness:

Strengthen community awareness of HCV, treatment
options, and the national elimination program while
providing additional training for primary healthcare
workers

Validation of elimination pathway:
Prepare for validating hepatitis C elimination, with a
focus on measuring mortality rates.
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Civil society and community perspectives and experiences

Humberto Silva

Rotary Action Group for
Hepatitis Eradication
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| found out | had the virus...

Thanks to that | am alive today
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WORLD ERADICATION PROJECT

(.) Hepatitis Zero
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FAILURETOTEST IS AVIOLATION OF
HUMAN RIGHTS

Rotary <.> Hepatite Zero ABPH.
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Webinar: Launch of WHO operational guide gy
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and C testing services

Date: Thursday, 5 December 2024, Time: 10:00 - 11:30 AM (Central European Time)

The webinar will be held in English, with simultaneous interpretationin French.

Co-chairs

Funmi Lesi (Global HIV, Hepatitis and STis Programmes, WHO Headquarters)
Oriel Fernandes (Clinton Health Access Initiative)

MY Teilidiho

Community perspective on successful implementation of
differentiated hepatitis B and C testing approaches

Launch: Operational guide on priorities in planning person-centred
hepatitis B and C testing services

Scaling hepatitis C testing though a mix of testing approachesin

Morocco: integration and decentralisation

Finding the missing cases: Opt-out testing for hepatitis B, C and HIV
in emergency departments in England, United Kingdom
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lan Jackson
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