
HIV and viral hepatitis in the WHO European Region: 
challenges and the way forward

Antons Mozalevskis

WHO Regional Office for Europe

“Screening and prevention for viral hepatitis and HIV in CEE. 

Common challenges, joint solutions”, Sofia 28-29 June 2018



Source: ECDC/WHO. HIV/AIDS Surveillance in Europe 2017 – 2016 data. Stockholm: ECDC 2017 

160 000 people diagnosed with HIV in Europe in 2016 –
highest number ever



Rate of new HIV diagnoses, WHO European Region, 2007-2016

3 Source: ECDC/WHO (2017). HIV/AIDS Surveillance in Europe 2017– 2016 data

Data for Russia were obtained through the Russian Federal Scientific and Methodological Center for Prevention and Control of AIDS; Sprakva; 2017 

West

Centre

WHO European 
Region 

East



• Late diagnosis varies by select 

demographic variables

• More late presenters among: 
– People who inject drugs 

– Heterosexuals 

– People in older age groups
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Proportion of persons diagnosed late* 
WHO European Region, 2016

*Diagnosed late=CD4<350 cells/mm3 at diagnosis

Source: ECDC/WHO (2017). HIV/AIDS Surveillance in Europe 2017– 2016 data



Hepatitis B and C in the WHO European Region 

HBV

• Prevalance: 1.6% (1.2–2.6)

• Persons living with HBV: 15 million (2015)

• Estimated number of deaths: 56,000 (2015)

HCV

• Prevalance: 1.5% (1.2–1.5)

• Persons living with HCV: 14 million (2015)

• Estimated number of deaths: 112,500 (2015)

Source: WHO Global Hepatitis Report, 2017 
Over 60% of those affected live in eastern Europe and central Asia



Regional “essential” targets by 2020 on the way to 
elimination of hepatitis

Target 200 syringes /person 
who inject drugs /year
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*Source: WHO Global Hepatitis Report, 2017

*Measuring the progress on vertical transmission prevention is limited by data on pregnant women screening coverage

** Measuring the progress on HBV treatment is now limited by the absence of data on the proportion of persons eligible 
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Access to HCV treatment has increased but a large gap persists

• 1.76 million persons started 

HCV treatment in 2016 (1.1 

million in 2015)

• The proportion of persons 

starting a new treatment 

increased from 7% in 2015 to 

13% in 2016

• Many infected persons remain 

undiagnosed
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Cascade of care for 
HCV infection, 
by WHO region, 2016 



Who to test for HBV and HCV?

Testing
Approaches

Recommendations

FOCUSED TESTING FOR
MOST AFFECTED 
POPULATIONS

▪ In all epidemic settings, offer HBsAg or HCV Ab testing to adults and adolescents:

- From populations most affected by HBV or HCV infection (i.e. populations 
with high seroprevalence or history of risk exposure and/or behaviour);

- With a clinical suspicion of chronic viral hepatitis (i.e. symptoms, signs, 
laboratory markers)

- HBV: Sexual partners, children and other family members, and close 
household contacts of those with HBV infection;

- Health-care workers: in all settings, and offer HBV vaccination not vaccinated 
previously. 



Who to test for HBV and HCV?

Testing
Approaches

Recommendations

GENERAL POPULATION
TESTING

• In settings with intermediate (>2%)/high (>5%) prevalence, offer all 
adults routine access to testing, with linkage to care and prevention 
services.

BIRTH COHORT
TESTING (HCV)

• Consider where specific identified birth cohorts of older persons at 
higher risk of HCV infection

ROUTINE ANTENATAL
CLINIC TESTING
(HBV)

• In settings with intermediate (>2%)/high (>5%) HBsAg prevalence, 
offer routine HBsAg testing to all pregnant women in antenatal 
clinic, with linkage to care and prevention services.



What assays to use: RDTs vs. EIAs?

▪ HBV: For diagnosis of hepatitis B infection in adults and children (>12 months of age), a single 
serological assay (EIA or RDT) that meets minimum performance standards is recommended.

- EIAs are recommended as the preferred assayin settings where existing laboratory testing 
is available.

- RDTs are recommended 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.  

▪ HCV: To test for exposure to hepatitis C infection in adults and children (>18 months of age), a 
single serological assay (antibody or antibody/antigen combination) (either RDTs or EIAs) that 
meets minimum performance standards* is recommended. 

- RDTs are recommended 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.  



Confirmation of HCV infection

• Directly following a positive HCV antibody serological test, the use of a 
nucleic acid testing (NAT) (either quantitative or qualitative RNA) is 
recommended as the preferred strategy to diagnose viraemic HCV infection.

• A core HCV antigen assay, that has comparable clinical sensitivity, is an 
alternative to NAT to diagnose viraemic infection



Viral hepatitis – remaining challenges

• Lack of global donors and commitment in many countries 

• Data is patchy and monitoring systems are nascent  

• Most of the people living with hepatitis still undiagnosed

• Treatment access limited by regulatory barriers and high 

prices

• Addressing vulnerable / key populations can be a political 

issue



Eliminate hepatitis – way forward

• Promoting UHC principles and people-centered approach

• A public health approach: simplification, integration, 

decentralization, equitable access

• Partnerships: governments, civil society and private sector

• Concrete and tailored action in countries, guided by national plans 

• Lessons learned from HIV: avoid parallel systems, separate 

delivery and financing arrangements

• Bottom line: integration = sustainability



• Test early, adopt efficient testing policies, reaching 
key populations through diversified testing strategies 
(incl. HIV self-testing), and ensure counselling and 
prompt linkage to care 

• Treat all, regardless of stage of infection 

• Implement evidence-based combination prevention  
interventions

• Ensure sustainability of HIV response

Towards ending AIDS in Europe
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Contact: 

• mozalevskisa@who.int

• eurohep@who.int

http://www.euro.who.int/hepatitis
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