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prevalence and burden for viral hepatitis?
AWhat is current status of national surveillance programmes?
Awnat are consequences of poor data?

AWhat are we aiming for?
AHow can we learn from surveillance and estimation
approaches used in HIV, TB and malaria?

Awhat do we currently know or not know? (Hev, HBV
and HIV co-infection prevalence and burden)

AEvolution of WHO and other estimates
AData Limitations and Challenges

AHQW do we get to where we want to be?
ANext steps for WHO and countries

Why do we need global and national estimates
of prevalence and burden of viral hepatitis ?
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A For use by country programme managers in strategic
planning and allocation of resources

A To evaluate impact of prevention and control measures
including vaccination and treatment scale-up

A Global advocacy for action i to inform and empower
advocates and policymakers to accelerate progress

A For global reporting

A To inform modelling and assessment of the current and
future disease burden and impact of treatment
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Analyse trends over time Estimate impact

Estimated no of AIDS related deaths
over time with/without ART in LMICs
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Measure population-level coverage Produce what-if scenarios

% of eligible people and pregnant Estimated number of new child HIV infections,
women Teceiving ART in LMICs

different scenarios, 25 high burden countries
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Current status of national hepatitis
surveillance programmes

A Aim: To assess WHO ;
Member States' response Consequences of weak
to hepatitis i “Isurveillance systems..

il

A Response rate: 125 of

A Poor quality country-level
194 (64%)M B :
94 (64%)Member States data on burden of infection

A Low levels of hepatitis

and disease outcomes
surveillance in LMICs

i _ A Lack of data is a barrier to
A Different case definitions R
country-level dialogue and

Number of Member States reporting national surveilance financial engagement
systems for chronic viral hepatitis

% - monitor implementation of

W%} A Lack of reporting system to

treatment scale-up

What are we aiming for?

How can we learn from surveillance and
estimation approaches used in HIV, TB
and malaria?
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Twelve key lessons from ART scale-up 9-7'"”i"°"

_ |. Global funding initiatives

Il.  Reduction in drug costs through generic competition

Ill. Simplified drug regimens

IV. Innovative, simplified diagnostics

V. Simplified models of service delivery and testing

VI. Treatment guidelines

VI.LGui ding principles ofo-+edtubl
equityo

VII.L.The Al eaky t r e@ptimsing adheceacs ¢ a d
and retention

IX. Models for programme planning

X. Surveillance systems and monitoring tools

XI. Key role of community and engagement of PLHIV
XII. Research and trial networks in LMICs

Learning from approaches used to estimate
disease burden in HIV, TB and malaria?

Data:

A Disease burden, incidence, deaths
(adults/children)

WORLD
® ) ) )
«— A Trends in scale-up of interventions
and impact on disease burden
A HIV: no eligible/receiving ART/PMTCT
A TB: no HIV tested, given IPT
i TB: 18" since 1997 A Malaria: access to LLINs, RDTs, ACTs

i Malaria: 5™ since 2008 .
A Progress towards global targets

A Annual reports
i HIV: 13" since 2002

A Based on data from 197 . ) . )
countries or 59 countries A Drug (and insecticide) resistance

(malaria) A International/domestic financing

We haheavie: accoomenv.a | o
18 WHO global TB control reports (1997i- 2013)

2002 Add
finance, strategy
(22HBCs only)

1997
Epidemiology
and

sueriIIance

t 2009 Collectdata
2003 Financing, online, publish
strategy (all countries| same year
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History and process of developing HIV
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estimates
A Late 1990s regional and global
estimates of people living with Total mumber of adults and children lving with HIVIADS. 40 miion
HIV calculated in Geneva == s
A Ssince 2003 estimates developed Fo i
through country-led process Citbm | el

s s 0 s s

i Country-led process:
UNAIDS and partners

HIV Estimates Workshop Schedule: March-May 2013
support workshops every 2 A inly
years attended by country 13-15 & 18-20 March (Johannesburg, South Africa)
teams to train on software 10-12 & 15-17 May (Dakar, Senegal) [French]

Asia

22-26 April & 29 April-3 May (Bangkok, Thailand)

i Country teams use country Middle East and North Africa
: 13-15 May (Egypt)

data to produce national Eastern Europe & Central Asia
estimates 20-23 May (Tashkent, Uzbekistan) [Russian]

South & Central America

15-17 & 22-24 May (Panama City, Panama) [Spanish]

i Consensus on inputs by Caribbean
national programme 21- 23 May (Port of Spain, Trinidad & Tobago)
managers and on results by
stakeholders

Process of deriving HIV estimates at

workshops sx——=

Demographic Data et
Demagraphic and
e calulalions;
b Number HIV+
Program Statstcs - Mother-fo-chid New Infections
ransmission model AIDS deaths
-Chid model Need for ART
~Adult model Need for PMTCT
Epidermic Paterns Orphans
Surveilance and Prevalence /
SuveyData " incidence frend

To agcess data: hitp:/www.unaid o/
or www.aidsinfoonline.org

Models and estimates have
improved over time

A Improved surveillance by countries

1 Increasing no. of nationally-representative household surveys
(Calibrates HIV prevalence from antenatal clinics)

A Improved assumptions based on evolving research
A Improved curve fitting models

1 From 4 parameter model to model that allows variation in force of

infection over time

A Changes made based on recommendations of UNAIDS
Reference Group on Estimates, Modelling and Projections

T Methods published in peer-reviewed journals
1 Incorporated into software on a regular basis



http://www.unaids.org/en/dataanalysis/datatools/aidsinfo/
http://www.aidsinfoonline.org/
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What do we know now (and not know)?
(HBV, HCV and co-infection prevalence
and burden)

- Evolution of WHO and other estimates
- Data Limitations and other challenges

WHO sponsored systematic reviews and
hepatitis prevalence and burden estimates

HBsAg HCV Ab
‘ [

Limitation
Did not capture heterogeneity
_| across and within countries, and
sub-populations

/f\ Age- sex and region-specific prevalence A Age standardised prevalence HCV Ab

A 1990 and 2005, 21 GBD regions A 1990 and 2005, 21 GBD regions

A 396 studies A 232 studies

A (3.7%) 240 million HBsAg pos in 2005 A (2.8%; Ul 2.6-3.1) > 185 million HCV Ab
A Significant decrease in prevalence in 2005

temporally related to HBV immunization || A Significant increase in prevalence from
2.3%t0 2.8%

Seroprevalence of HCV and estimated
numbers of persons infected

[ ] s 0| st i i |
Asia Pacific 14 >2.4 million
Central Asia 38 >2.9 million
East Asia 37 50 million
South Asia 34 >50 million
South-East Asia 20 >11 million
Australasia 27 >0.6 million
Caribbean 2.1 0.7 millian
Central Europe 24 >2.9 million
Eastern Europe 29 >6.2 million
Western Europe 24 >10 million
‘Source: Hannafiah et al. Hepatology 2013 Hi g h p revalence does not always

equate to high burden




Prevalence of HCV among PWID in 77
countries (82% of global PWID pop)
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- A
HCV Ab pos: 67% n=10 million (Ul 6.0-15.2)
HBsAg pos: 8.4% n=1.2 million (Ul 346,500-2.7)

HCV prevalence in PWID >50% in most
countries; between 60-80% in 25 countries
and >80% in 12 countries
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Nelson et al. Global epidemiology of hepatitis B and hepatitis C in people who inject drugs: results of systematic
reviews. Lancet, 378 (9791), 2011

Other WHO hepatitis related estimates

Blood safety Injection safety

Hepatitis C virus prevalence/reactivity in

blood donations as reported in the WHO o B e o st e FPLOS =

Global Database on Blood Safety 2008 Evolution of the Global Use of Unsafe Medical Injections,
2000-2010

[ ——

ntJ STDAIDS. 2004 Jan;15(1):7-16.
The global burden of disease attributable to
injections given in health care settings.

Immunization Injecting dinuguise,
Number of countries having introduced HepB UN@mRﬁﬂﬂ)ﬂolﬂl

vaccine* and global infant HepB3 coverage,
1989-2012

i Nos of PWID;

| Prevalence of HIV,
HBsAg and HCV in
PWID by country and
- region

Couniry-specific mocdslling of HCV epidemic

and impact of treatrnent in 16 countries

A Aim to develop consensus estimates
on size of HCV population based on:
i Systematic review of best
available published and
unpublished data
Face to face meetings with input
from expert panel.

A Focus on high income countries
(exception of Egypt, Brazil and Turkey)
i convenience sample
i If no country data available use of
data from countries with similar
health care practice and risk
factors

A Used modeling to estimate the number
of infections in 2013 and disease
burden in the future.




