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New Global Health Sector Strategy for HIV, VH and STls

Table 5.1. Impact and coverage indicators, targets and milestones for viral hepatitis by 2030

Baseline - Targets — Targets -
2020* 2025 2030

Impact Hepatitis B surface antigen (HBsAg) 0.94% 0.5% 0.1%
prevalence among children younger
than 5 years old®
NMumber of new hepatitis B infections | 1.5 million 850 000 new | 170 000 new
per year new cases cases cases
20 per 1 per 2 per
100 000 100 000 100 000
Mumber of new hepatitis C infections | 1.575 million | 1 million new | 350 000
per year new cases cases new cases
20 per 100 13 per 5 per
000 100 000 100 000
Number of new hepatitis C infections | 8 per 100 3 per 100 2 per 100
per year among people who Inject
drugs per year
Mumber of people dying from hepatitis | 820 000 530 000 310 000
B per year deaths deaths deaths
10 per 7 per 4 per
100 000 100 000 100 000
Number of people dying from hepatitis | 290 000 240000 140 000
C per year deaths deaths deaths
5 per 100 3 per 2 per
000 100 000 100 000
Coverage Hepatitis B - percentage of peaple 30%/30% 60%/50% 80%/80%
living with hepatitis B diagnosed /
and treated
Hepatitis C = percentage of people 30%/30% B0%/50% 80%/80%

living with hepatitis C diagnosed /
and cured

* |atestdata for end 2020. Some targets use data from 2018 because of COVID-19 related service disruptions in the data reported for 2020, COVID-19
|5 not currently expected to affect the targets for 2025. All dats will be diseggregated by age, sex and when relevant the focus populations specific

to the disease.

" Plesze note thet the targets in this table are global targets and should be sdapted to set targets for countries In relation to the natlonal context.
For exsmple, in some countries a target for hepatitis 8 surface entigen prevelence among children younger than five years may be less then 01% or
0.2%, although the overall global target should be 0.1%.
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Global HBV related Mortality

People dying from hepatitis B each year
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« 1.1 million people died from chronic HBV

in 2022 Global hepatitis

report 2024

Action for access in low- and middle-income countries

- Viral hepatitis is the only communicable
disease for which mortality is increasing.
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Updated epidemiology

SEARCHES

TIiTLE/ABSTRACT SCREENING

FULLTEXT SCREENING

Databases: Pubmed, EMBASE, Scopus, SCIELO, AJOL; EASL, AASLD, APASL & ALEH 2023

Date of search: 7th January 2024
Restrictions: Start date 1st January 1998
Language restriction: none

2702 studies identified

Updated provisional PAF estimates:

Y

1062 duplicates excluded

Abstract screening:
1640 unique articles
or conference abstracts

1286 studies excluded:

357 review/ editorial / errata

342 no HDV epidemiological data
216 basic science

155 clinical trial/ treatment evaluation
59 cohort of HDV

45 case report

27 diagnostic evaluation study
26 transplant recipients

18 non-systematic testing

13 acute hepatitis

11 mathematical modelling

9 migrants

5 HBsAg negative participants

3 guidelines

>
Y
Full text review:
354 articles
»
A4

228 studies excluded:
61 non-systematic sampling method
57 duplicate/overlapping data
49 no eligible HDV epidemiological data
21 laboratory or passive surveillance data
16 no sampling framework
7 review or editorial
3 HBsAg negative/unknown participants
3IgM or HD Ag only
3 case control study or case report
3 acute hepatitis
2 migrants
2 diagnostic test evaluation
1 transplant recipients

401 included studies
126 from updated searches
275 from previous review

unpublished / with courtesy from A.
Stockdale

« Population attributable fraction (PAF)

for cirrhosis from HDV among
HBsAg-positive people was
estimated using random effects
models.
» 46 studies, 25,330 patients
* 19.5% (95% CI: 13.1 — 28.9)

* Population attributable fraction (PAF)
for HCC from HDV among HBsAg-
positive people

19 studies, 10,480 patients
* 15.5% (95% Cl 6.4 — 24.5)
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RECOMMENDATIONS AND RATIONALE - HDV testing -

Universal testing approach
Serological testing for anti-HDV antibodies may be

performed for all individuals who are HBsAg positive,

as the preferred approach to scale up access to HDV
diagnosis and linkage to care

(conditional recommendation, very-low-certainty evidence)

No studies directly evaluated impact and cost-
effectiveness of different anti-HDV testing
approaches.

Observational studies from high income settings

show poor testing uptake and case-finding
based on risk-based approach, and marked

increase with laboratory-based universal anti-HDV

testing
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Priority population testing approach

In settings in which a universal anti-HDV antibody
testing approach is not feasible because laboratory
capacity or other resources are limited, testing for anti-
HDV may be given priority in specific populations of
HBsAg-positive individuals:

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

* people with advanced liver disease, those receiving
hepB treatment; and those with features suggesting
HDV infection (such as low HBV DNA with high ALT
levels); and

« people considered to have increased risk of HDV
infection (haemodialysis recipients,
people living with HCV or HIV, people who inject
drugs, sex workers and gay men and
other men who have sex with men).

(conditional recommendation, very-low-certainty evidence)

https://iris.who.int/bitstream/handle/10665/376353/9789240090903-eng.pdf?sequence=1
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RECOMMENDATIONS - HDV testing
How to test? (@) Yond Heath

Total anti-HDV (total antibodies to HDV) testing!

People with CHB (HBsAg positive) may be diagnosed
with hepatitis D by using a serological assay to detect

ASSESSMENT

g
g
3
3
g
:

total anti-HDV followed by an NAT to detect HDV RNA i peste i
and active (viraemic) infection among those who are l No serologic evidence of HDV infection
anti-HDV posmve. z HDV RNA testing? * Available commercial anti-
Tat i 2 HDV and molecular PCR
Assays should meet minimum quality, safety and s, [ 1 assays have good diagnostic
performance standards. 2 T LDV RNA accuracy and correlate well
gﬁ positive negative with one another.
(conditional recommendation, low-certainty evidence) 3¢ y ! . Key limitation is lack of
g Bl (oo ot acties established gold standard
Inrection viraemic Intection assays and of an RDT for
Reflex testing anti-HDV antibody.

Reflex testing for anti-HDV antibody testing following
a positive HBsAg test result and also for HDV RNA

. , ) " ) Systematic review of reflex testing
testing (where available) following a positive anti-HDV

* 11 studies of reflex anti-HDV Ab testing (3 had non-reflex

antibOdy teSt reSUIt, may be used as an additional Comparator arm) in those HBsAg positive

strategy to promote diagnosis_ * Increased uptake of serology testing (97% (95% CI: 92—
. ) ) ) 100%) vs. 45% (95% CI: 0.3—-98%) with non-reflex testing

(conditional recommendation, low-certainty evidence) e Very high uptake of reflex HDV RNA in those anti-HDV

positive - 98% (95% CI: 77-100%) in 8 studies.
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Research gaps

1. High-quality, well-
defined and
representative HDV
epidemiological
studies with quality
assured diagnostics

4. Cost-effectiveness
modelling and
feasibility studies of
universal testing
approaches in LMIC
with different
epidemiological
scenarios

https://iris.who.int/bitstream/handle/10665/376353/9789240090903-eng.pdf?sequence=1

2. Give priority to
developing anti-
HDV RDTs to
facilitate
decentralisation
in LMIC

5. Impact, cost-
effectiveness and
feasibility studies
of anti-HDV reflex
testing in different
epidemiological
scenarios

3. Developing a
fully-automated
NATs that enable
more accurate and
reliable
quantification of
HDV RNA for all
genotypes
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Summary

- Viral Hepatitis B/D is a significant public
health problem with high yearly mortality

- HDV is increasingly highlighted by WHO
and we have formal recommendations for
HDYV testing and diagnosis

- Stakeholders and countries are

highlighting the need for additional
recommendations for HDV treatment

- Need for developing diagnostics and
treatment that are affordable and can be
implemented in LMICs
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