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HBeAg positive HBeAg negative

Chronic infection Chronic hepatitis Chronic infection Chronic hepatitis
HBsAg High High/intermediate Low Intermediate
HBeAg Positive Positive Negative Negative
HBV DNA >107 IU/ml 104107 IU/ml <2,000 IU/ml*® >2,000 1U/ml
ALT Normal Elevated Normal Elevated*
Liver disease None/minimal Moderate/severe None Moderate/severe
Old terminology Immune tolerant Immune reactive HBeAg positive Inactive carrier HBeAg negative chronic hepatitis

Fig. 1. Natural history and assessment of patients with chronic HBV infection based upon HBV and liver disease markers. “Persistently or intermittently. “HBV DNA
levels can be between 2,000 and 20,000 IU/ml in some patients without sings of chronic hepatitis.

All patients with HBeAg-positive or -negative chronic
hepatitis B, defined by HBV DNA =>2,000 IU/ml, ALT
=>ULN and/or at least moderate liver necroinflammation
or fibrosis, should be treated (Evidence level I, grade of
recommendation 1).

EASL 2017 guidelines

Patients with compensated or decompensated cirrhosis
need treatment, with any detectable HBV DNA level
and regardless of ALT levels (Evidence level |, grade of
recommendation 1).

Patients with HBV DNA >20,000 IU/ml and ALT >2xULN
should start treatment regardless of the degree of fibro-
sis (Evidence level 11-2, grade of recommendation 1).

Patients with HBeAg-positive chronic HBV infection,
defined by persistently normal ALT and high HBV DNA
levels, may be treated if they are older than 30 years
regardless of the severity of liver histological lesions
(Evidence level 11, grade of recommendation 2).

Who should we NOT

treat?

Patients with HBeAg-positive or HBeAg-negative
chronic HBV infection and family history of HCC or
cirrhosis and extrahepatic manifestations can be
treated even if typical treatment indications are not
fulfilled (Evidence level 111, grade of recommendation 2).




8/23/2018

Some requirements

school of health research

What we have....... What we need.......

v" Access to a vaccine > Acure

v" Access to testing » To continue to fill

v Access to effective knowledge gaps around the
treatments importance of genotypes

v’ Access to up to date » Point of care diagnostics
guidelines » Equitable access to what

v" A national Strategy with we have for everyone
targets to aim for » BUT we can also make

v Access to education for optimise the impact of what
S100 prescribers we have.........

Some-.numbers

Figure 1: Heat map of CHB prevalence, diagnosis, treatment, and care uptake by Primary
Health Network, 2016 (green = lowest; red = highest)

PREVALENCE DIAGNOSIS TREATMENT CARE
Proportion Proportion of Proportion
of the CHB people with of people
population notification CHB who receiving CHB
living with rate per received treatment or
CHB 100,000 treatment monitoring
2007-2011 Owerall Indigenous MNon-Indigenous
inclusive M=35,633 n=14,025 n=21,608
[29%) [61%)
Median age in years at | 32.4 308 332
sample date (IOR) {245-43.7) (21.5-43 3) (26.3-44.0)
Sex 57.8 537 605

MacLachlan J Cowie B. Hepatitis B Mapping Project: Australian Society for HIV, Viral
Hepatitis and Sexual Health Medicine (ASHM); 2016.
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Dhuwali rerri Hep B marr'yun
ga dhiyal NT-ny

NT dhuwali rern Hep &3 ga marr'yun ga, balanya nhakun 10 yolnu mala,

Dhiyal
@ nunllll mnumur wurmmynhn nhe dhu yolnuny maliy maram urikimirs rerrimin
Hep B arrwamirr marr |urrkun family -nur nhe dhu maln'maram yan

anwaint e Hlp B, yurr mirithirmydja maranu nayi dhu rermi dhuwali ga
maram furiniyi yolnu -yulnuy, nunhi walal badak yan dhungarra yolami mala.

HEP B PAST — NT NHMRC Partnership
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Goal - Elimination of Chronic Hepatitis B from

Indigénous Australians in the Northern Territory m

ol of health

» Systematic approach
» Sustainable approach - partnerships

» Simplified approach*

» “shared understandings’

»* not dumbed down provides the full story

BUT not confusing

BACKGROUND

Chronic hepatitis B virus infection (CHB) is endemic in the Indigenous Communities of the
Northern Territory (NT) with a prevalence of 3-12%, meaning the NT has the highest CHB
prevalence in Australia at 1.77% (including non-indigenous people). Of those living with CHB
25% will die from d d cirrhosis or h llular carcinoma (HCC). Liver disease is
the third most important contributor to the gap in life expectancy between Indigenous and
non-Indigenous Australians.

GOAL - Elimination of CHB from Indigenous Australians in the NT

We have the necessary tools in place to achieve elimination of CHB: an effective vaccine,
effective antivirals, and long-term relationships between project partners and Indigenous
communities. Our aim is that with significant investment over the next 5 years we can

of care for individuals living with CHB

AIM 2 - Improve the

in the NT

(CHB care will be transitioned into the primary care setting in the remote NT context using the
chronic disease model. Central coordination through an NT HBV clinical register and an
allocated core clinical care team will improve the cascade of care for CHB.

% Clinical register  Individuals will be allocated a hepatitis B sero-status .

) 5100 prescriber course — We will enable and m: in a competent cohort of primary
healthcare professionals to proved gold standard CHB care and prescribe HBV antivirals.

b Implement and evaluate the transition of gold standard care for CHB into primary care
using a hub and spoke model.

improve ity health literacy, d i tatus of >80% of Indi
individuals, and by shifting CHB to a chronic disease care model have >80% of individuals with
(CHB engaged in guideline based management with 15% receiving and remaining on treatment.

AIM 1 - To improve health literacy about HBV amongst indigenous
communities, people living with HBV and primary healthcare
providers.

We will enable people living with CHB and their communities to have access to culturally
appropriate effective education tools in their first language. We will evaluate and translate the
existing “Hep B Story” educational app into a further 10 languages which will cover >70% of the
NT Indigenous population.

Language No.ofSpeakers  Region
Kriol 20,000 Kstherine
Yolgu Matha 6506 East Amhem
Arrerte 5475 Alice Springs
Murrinh-Patha 3100 Wadeye
Pitjantjatiara 3000 Wester Desert
‘Warlpirt 2509 central

Tt 2102 Trwi istands
Kunwinjku 2000 West Amhem
Anindiiyakwa 1600 Groote Eylandt
Burarra 1000 Maningrida
Gurind)l 900 Katherine West

Foundation step - crestion of clinical register

Core clinical care growp in place
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allccaed care plan
clracal recalls in placs
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Education

p Language Number Region Consultation

of
speakers
Kriol 20,000 ine region i
Yolnu matha 6806 EastAmhem complete Hm B

Arrarnta 5475 Alice SErinés commenced St

Murrinh-Patha 3100 Wadeye

Pitjantjatj; 3000 Westermn desert | planned
your status! Wal:|ElrI 2509 C.en.tral planned ® English
B results in serious health complications Tiwi 2102 Tiwilslands |planned |

school of health research

© Kunwinjku 2000 West Arnhem commenced Yolgu
: iti i [Anindilyakwa roote sland | plamnes | ®©

3 Hepatltls B Educatlon Anindilyakwa 1600 Groo.te I?Iand lannad matha
=] Burarra 1000 Maningrida plannad

In Swahili, Tagalong, Bahasa and Arabic languages ~ "

@z

Information in plain English

chool of health re

Systematic

- TEC TEW, KI\‘ TOTAL %
IATSI population (06/04/2018) 5337 2403 3769 1303 12812
Hep B: Fully Vaccinated 3744 (70%) 1506 (63%) 2409 (64%) 685 (53%) 8344  65%
Hep B: Immune by Exposure 923 (17%)  436(18%) 620(16%) 156 (12%) 2135 17%
Hep B Infected ON Treatment 19 (0.4%) 6(0.2%) 12 (0.3%) 1(0.1%) 38 0.3%
Hep B Infected NOT on Treatment 105 (2%) 26(1%)  85(2.3%)  33(2.5%) 249 2%
Hep B; Non-immune 219 (4%) 116 (5%) 140 (4%) 109 (8%) 584 6%
No data 327 (6.1%) 313 (13%) 503 (13%) 319 (24%) 1462 11%
[TOTAL (with serocode): 5010 (94%) 2090 (87%)| 3266 (87%) 984 (76%) 11350  89%
[TOTAL population who require follow up 546(10%)  429(18%) 643 (17%) 428(33%) 2046  17%
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Sustainable

school of health research

Foundation step - creation of clinical register

Core clinical care group jn place
Stepl

allocated care plan 1

clinical recalls in place | Step 2

active CQI in progress | PLUS

allocated core care group
active central co-ordination
of missed events - delivery
agreed upon through
participatory methodology
with service

Education in first
language in place
————
Step 3

PLUS

dedicated education session
in first/preferred language
delivery agreed upon
through participatory
methodology with service

teams and processes

Participatory mteractions between hubs and
spokes— interdependence — development of

Simplify

Need:s to see a specialist Definitely treat

Patients with:
* Persistently normal ALT

Patients with:
* High ALT (2 x ULN for more

Patients:
* with cirrhosis or evidence of

* No evidence of
accumulated liver damage
(e.g. fibrosis, or moderate
to severe inflammation)

* No evidence of cirrhosis

Either .
* eAb positive and HBV DNA <
20001U/ml .
or .
* eAg positive with any level
of HBV DNA .

These patients are likely to be in
the immune tolerance or immune
control phase and require yearly
monitoring only as per CARPA
p384

advanced liver damage (e.g.
fibrosis, or moderate to
severe inflammation)
concern about another cause
for liver disease

with ALT 1-2 ULN (but less
than 2 x)

who are pregnant

with possible HCC found on
surveillance

with HIV or HCV co-infection
undergoing immune
suppression

You want to get an opinion

than six months without an

alternative cause)

Plus

* If e Antigen (eAg) positive
and HBV DNA > 20,000

1U/mL
Or

* If e Antigen (eAg) negative
and HBV DNA > 2,000 IU/mL

ALT ULN Men >30 IU/L and Women >19 IU/L for females

ashm Supporting the HIV, Viral Hepatitis and Sexual Health Workforce © ASHM 2017
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Individual perspective

“a virus that affects the liver”
OR
“a liver disease that happens to be caused by a
virus”

What is the viral load?
What is the ALT?
Does this person have cirrhosis?

Does this person need liver cancer screening?
Should | offer this person antiviral treatment?
OR
Is there a reason NOT to offer this person
antiviral treatment?

How often do | need to review them?

The three S’s

» Systematic approach — know the status of
your population

» Sustainable approach — partnerships,
appropriate education

» Simplified approach
» “shared understandings”
» Know what the virus is doing and what the liver is
doing
» Treat, don’t treat or phone a friend
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