
1

Update on viral hepatitis B and C – diagnostics 
and treatment

Philippa Easterbrook, Global Hepatitis Programme,
Global HIV, Hepatitis, STI Programmes
WHO HQ, Geneva

Joint Meeting        27 November – 1 December 2023 



Cascade of care - major gaps in testing and treatment 
uptake on path towards public health elimination (2019 
Global Progress Report)

2Joint Meeting        27 November – 1 December 2023 



3Joint Meeting        27 November – 1 December 2023 



The VISION: Reaching elimination 
of viral hepatitis B & C by 2030 by 
implementing the 5 Strategic 
Directions of the HIV, VH, STI GHSS 
(2022-2030)



2022 updated WHO hepatitis C guidelines:
Expanded treatment to children and adolescents, 

simplified diagnostic pathways and service delivery



Continued Evolution of WHO HCV Guidelines Towards
simplified Treatments + Simplified HCV Service Delivery

Five key steps

sofosbuvir/daclatasvir: SOF/DAC
sofosbuvir/velpatasvir: SOF/VEL
glecaprevir/pibrentesvir: G/P



Recommendations to promote treatment for HCV 
infected adolescents and children

** Inclusion of Case-finding, testing, care 
and treatment of children and adolescents 
in national plans and guidelines

Reconciling DAA regimens across 
adults, adolescents and children

– Estimated 3.26 million children and 
adolescents living with HCV

– 20 countries account for 80% of cases 
– esp Pakistan, China, India, Nigeria 
and Egypt



Evolution in Hepatitis C testing and 
diagnostic recommendations

Topic Recommendation in 2017 testing 
recommendation

Who to test? • Focused testing for most affected populations*, those 
with a clinical suspicion of chronic viral hepatitis, family
members/children, and sexual partners (HBV), healthcare 
workers.

• General population testing: In settings with ≥2% or ≥5% 
(intermediate/high) HBsAg or HCV Ab prevalence. 

How to test? • A single serological assay (EIA or RDT) that meets 
minimum performance standards with prompt NAT testing 
+ linkage to care

Confirmation 
of HCV 
viraemia

• Lab-based Nucleic acid testing (NAT) (quantitative or 
qualitative RNA) or core HCV antigen assay, with 
comparable clinical sensitivity

Promoting 
uptake and 
linkage

• Use of DBS specimens for virology ± serology 
• On-site or immediate RDT testing + same day results
• Trained peer and lay health workers
• Clinician reminders to prompt provider initiated, facility-

based testing 
• Testing as part of integrated services at a single facility

How to test - serologic
• 2021 HCV self-testing 

guideline 

Use of POC HCV RNA NAT
• For detection of viraemia
• For test of cure

Linkage to care 
• Dried blood spots (HCV 

serology and virology) 
manafacturers
protocols

• Reflex viral load

2021 and 2022 Updates

https://www.who.int/publications/i/item/9789241549981

https://www.who.int/publications/i/item/9789241549981


2022 recommendations
Decentralization, Integration and Task-shifting
Moving treatment and care out of speciality clinics

Decentralization:
We recommend delivery of HCV testing and treatment at peripheral health or community-based facilities, and ideally 
at the same site, to increase access to diagnosis, care and treatment. 
These facilities may include primary care, harm reduction sites, prisons and HIV/ART clinics as well as 
community-based organizations and outreach services. 

Integration: 
We recommend integration of HCV testing and treatment with existing care services at peripheral health facilities. 
These services may include primary care, harm reduction (needle and syringe programme (NSP)/opioid agonist 
maintenance therapy (OAMT) sites), prison and HIV/ART services.

Strong recommendation/ moderate certainty of evidence (PWID/prisoner) low (general population, PLHIV) 

Task-sharing: We recommend delivery of HCV testing, care and treatment by trained non-specialist doctors and 
nurses to expand access to diagnosis, care and treatment. 

Strong recommendation/ moderate certainty of evidence

https://cdn.who.int/media/docs/default-source/hq-hiv-hepatitis-and-stis-library/hcv-guidelines-2022-presentations_25-7-2022.pdf?sfvrsn=733703ef_3



New directions for WHO hepatitis B guidelines:
Expanded treatment criteria, simplified diagnostic 

pathways and service delivery



HBV Guideline Recommendations (2015) 
and PMTCT update (2020)

HBV DNA not available: 
Persistently abnormal ALT levels 
alone, regardless of HBeAg status



Why the need for updated WHO HBV guidelines?
Addressing regional differences, especially 
for sub-Saharan Africa
In sub-Saharan Africa
– Significant rate of ongoing new chronic 

infections, mainly due to vertical mother-to 
child transmission (MTCT)

– Low uptake of HBV birth dose 
vaccination (12/47 countries and 
administered <24 hours in only 10%). 

– Regional Demographics and epidemiology: 
– High birth rate and high proportion of 

population <20 years
– 25% of all HBsAg+ve in Africa are in 

those <20 years vs. few % in China
– Liver cancers at younger age
– 75% of HBsAg+ve have HBV DNA 

<2000 IU/mL vs. 50% in Asia
– Access challenges: Limited access to 

HBV DNA
– Limited data available from SSA in 2015: 

Now HEPSANET

Major gaps in HBV vaccination interventions in regions of greatest prevalence

HBsAg 
prevalence in 

children <5
Incident cases 

(2019)

Coverage of 
childhood 

vaccination
2019

Coverage of 
childhood 

vaccination
2021

HBBD

2021

Births 
attended by 

skilled HCW
(2015-2021)

AFRO 2.3 4,301,454 71 74 17* 65%

EMRO 0.8 722,130 81 82 33 75%

EURO 0.3 147,137 82 91 43 98%

PAHO 0.07 51,446 88 80 59 96%

SEARO 0.38 644,862 89 82 51 87%

WPRO 0.3 363,745 93 90 78 98%

Global 0.9% 6,387,336 84 80 42% 83.6%



New Directions – Updating WHO hepatitis B 
guidelines 2023

Who to treat? 
– Expanding criteria for treatment (lower APRI score 

>0.5 and HBV DNA threshold >2000 IU/ml)
– Expanding treatment for adolescents

First-line treatment
– TAF and dual therapy (TDF/XTC) vs. TDF

PMTCT
– Expanding criteria for use of antiviral prophylaxis to 

all HBsAg positive pregnant women
Simplifying diagnosis 

– Use of PoC HBV DNA viral load and reflex viral 
load testing

– Delta virus testing – Who to test and how to test 
and reflex testing

Simplifying service delivery
– Good practice principles for promoting adherence 

and retention in care
– Decentralisation, integration and task-sharing



Key messages
Who to treat? Expanding treatment eligibility

– Recommendations now focus only on who to treat
– Inclusion of all age groups (adults and adolescents, including 

women of reproductive age (pregnant and non-pregnant)
– Allows a common entry point for treatment, simplifying 

guidelines and implementation
– Will mean many more pregnant and non-pregnant women 

will be on treatment for their own health. 

– Four and/or options for meeting treatment eligibility
– Will capture high proportion (≈ 50%) of all HBsAg. 
– Applicable to all settings – where there is ready or limited 

or no access to HBV DNA assays. 
– Many HBsAg positive will meet criteria for treatment 

without need for HBV DNA assay. 
– Use of non-invasive tests (APRI/Fibroscan) (≥F2): greatest 

individuals benefit in reducing liver cancer, cirrhosis and 
liver related mortality 

Proportion eligible according to 
different hypothetical treatment 
eligibility criteria



Cascade of care for general population shows low level of 
DNA suppression and retention in care, and importance 
of support for adherence and retention in care

Hospital/ specialist care models Primary/mixed models



Implementation priorities for expansion of 
hepatitis B and C testing and treatment

Online trainings and workshops Tele-mentoring: ECHO platform

1. Scale-up of testing and case-finding
2. Widespread education and awareness 

raising campaigns among community and 
healthcare workers

3. Promote wide access to training and 
capacity building of healthcare workers to 
provide adherence support and retention



Triple Elimination of HIV, syphilis and Hepatitis B
Opportunity to advance the HBV EMTCT agenda 
 A global community commitment to the elimination of mother-to-child 

transmission (EMTCT) OR vertical transmission of HIV, syphilis and hepatitis 
B virus (HBV) as a public health priority. 

• Encourages countries to simultaneously commit to EMTCT of HIV, syphilis 
and HBV, further pushing the agenda for integrated service delivery.

• Focuses on a harmonized approach to improving health outcomes for 
mothers and children.

 Triple elimination of HIV, syphilis and HBV in PAHO and WPRO and now 
globally

 Multiple countries developing triple elimination framework and guidelines 
(WPRO/SEARO and PAHO regions)

 Validation criteria for elimination of viral hepatitis including Path to 
Elimination (June 2021 and Sept 2023)

 Update to the “Orange book” - Global guidance on criteria and processes for 
validation of elimination of mother-to-child transmission of HIV and syphilis, 
to include hepatitis B



• Responding to an outbreak
• Specimen collection
• Direct and indirect tests for 

HEV
• Water supplies and 

treatment
• Infection control and 

prevention
• Outbreak communication
• Outbreak investigation 

report
• Decision making steps on 

vaccine use

Existing WHO tools on HEV response and clinical 
management

• Diagnosis and case 
definition/Differential diagnosis

• Assessment/triage for 
hospitalisation

• Management of ALF in hospital
• Outpatient management and 

monitoring
• Specific management issues in 

pregnant women



World Hepatitis Summit 19

Hepatitis E vaccine
• Currently only one product available, 

licensed in China in 2012;
• 30µg HEV239 protein, arising from 

genotype 1;
• Schedule: 0, 1 and 6 months;
• For use in individuals aged 16 years and 

over;
• Limited data, in particular in pregnant 

women;
• To date, no WHO prequalification; 
• Vaccine has not been used 

programmatically outside of China.

“WHO recognizes the importance of hepatitis E as a public 
health problem in many developing countries, particularly among 
special populations such as pregnant women and individuals 
living in camps for displaced persons and in outbreak situations.”
“…WHO does not make a recommendation on the introduction 
of the vaccine for routine use in national programmes in 
populations where epidemic and sporadic hepatitis E disease is 
common. However, national authorities may decide to use the 
vaccine based on the local epidemiology.”
“Special groups and outbreak situations: There may be special 
situations such as outbreaks where the risk of hepatitis E or of its 
complications or mortality is particularly high. The current WHO 
position concerning routine programmes should not preclude the 
use of the vaccine in these specific situations. In particular, the 
use of the vaccine to mitigate or prevent outbreaks of hepatitis E 
should be considered as well as the use of the vaccine to 
mitigate consequences in high risk groups such as pregnant 
women.”


	Slide Number 1
	Cascade of care - major gaps in testing and treatment uptake on path towards public health elimination (2019 Global Progress Report)
	Slide Number 3
	Slide Number 4
	Slide Number 5
	Slide Number 6
	Recommendations to promote treatment for HCV infected adolescents and children
	Evolution in Hepatitis C testing and �diagnostic recommendations
	2022 recommendations �Decentralization, Integration and Task-shifting�Moving treatment and care out of speciality clinics
	Slide Number 10
	HBV Guideline Recommendations (2015) �and PMTCT update (2020)
	Why the need for updated WHO HBV guidelines?
	New Directions – Updating WHO hepatitis B guidelines 2023
	Key messages�Who to treat? Expanding treatment eligibility
	Cascade of care for general population shows low level of DNA suppression and retention in care, and importance of support for adherence and retention in care
	Implementation priorities for expansion of hepatitis B and C testing and treatment
	Triple Elimination of HIV, syphilis and Hepatitis B�Opportunity to advance the HBV EMTCT agenda �
	Existing WHO tools on HEV response and clinical management
	Hepatitis E vaccine�

