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Introduction 
 

Viral hepatitis poses a significant 
public health challenge 
worldwide, with an estimated 
three (3) million new infections 
occurring annually. This infectious 
disease is caused by five different 
hepatitis viruses (A, B, C, D, and E) 
and can lead to acute or chronic 
liver inflammation, resulting in 
severe health complications. While 
hepatitis virus B and C are more 
responsible for chronic progression 
in liver diseases.[1] While efforts to 
combat hepatitis have been 
undertaken globally, substantial 
progress has been made in 
reducing its prevalence through 
massive immunization programs. 
Vaccination campaigns have 
played a pivotal role in curbing the 
spread of hepatitis, particularly for 
hepatitis B, which has witnessed a 
decline in new cases. 
Comprehensive vaccination 
strategies have contributed to the 
control of hepatitis, especially in 
regions with high disease 
burdens.[2] However, despite this 
achievement, the decline in 
prevalence has not been 
matched by a proportionate 
decrease in mortality rates, 
indicating that more targeted 
approaches are needed to 
address this persisting issue.[3] This 
situation has deviated far from the 
hepatitis eradication target set 
before.[4] 

One region significantly impacted 
by the burden of viral hepatitis is 
Southeast Asia (SEA), which reports 
an alarming 500 thousand new 
infections each year for both 
Hepatitis B and C.[5,6] This region's 
epidemiological situation calls for 
urgent attention, as the high 
infection rates can have severe 
consequences for public health 
and the region's. socio-economic 
development. 

Understanding the dynamics of 
hepatitis transmission and 
identifying specific risk factors are 
crucial steps in formulating 
effective prevention and control 
strategies. In response to the 
growing global challenge of viral 
hepatitis, the World Health 
Organization (WHO) has stepped 
up its efforts by issuing the Global 
Health Sector Strategies on HIV, 
viral hepatitis, and sexually 
transmitted infections for the 
period of 2022 to 2030.[7] This 
strategic initiative aims to reduce 
the number of new hepatitis 
infections and associated 
mortality, while also improving 
early diagnostics and vaccination 
access for vulnerable populations. 

 
However, the outbreak of the 
COVID-19 pandemic in recent 
times has raised concerns about 
its potential impact on viral 
hepatitis control and elimination 
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efforts. The interplay between 
these two public health crises 
creates a complex situation, with 
potential consequences that 
must be carefully examined. As 
healthcare systems grapple with 
the demands of managing 
COVID-19 cases, there are 
concerns about the short-term 
incidence of chronic hepatitis 
infections potentially rising. The 
disruptions in healthcare services 
and screening programs could 
lead to late detection of 
hepatocellular carcinoma, a 
common complication of chronic 
hepatitis infections, further 
compounding the burden of liver-
related diseases. Moreover, the 
transmission of viral hepatitis to 
future generations remains a 
significant risk, particularly if 
prevention and vaccination 
efforts are hampered during the 
pandemic.[8] 

 
0HWKRG 
In this focus report, we delve into 
viral hepatitis in the SEA region, 
focusing on case definitions, 
seroprevalence, disease burden, 
vaccine coverage, prevention, 
and treatment updates. Viral 
hepatitis encompasses illnesses 
caused by HAV, HBV, HCV, HDV, 
and HEV viruses. Our study 
encompasses publications from 

2017 to 2023 to ensure currency, 
employing established guidelines 
for systematic reviews. Various 
databases such as PubMed, 
Embase, and Scopus were 
searched using specific keywords 
and MeSH terms like 'viral hepatitis,' 
'epidemiology,' 'burden of 
disease,' 'country-level response,' 
'prevention,' and 'treatment.' 
Additionally, we used the Bluedot 
platform to gather real-time data 
from official reports and news 
articles on viral hepatitis cases in 
the SEA region, boosting the 
reliability of our findings. We 
incorporated studies detailing the 
prevalence, incidence, risk factors, 
and outcomes of viral hepatitis, 
alongside national/regional 
programs and policies for 
prevention and treatment. Data 
extraction included study 
characteristics, design, sample 
size, demographics, diagnostics, 
and key findings. The results, 
synthesized narratively, spotlight 
crucial trends, patterns, and gaps. 
Our comprehensive methodology 
aims to offer a robust overview of 
viral hepatitis in the SEA region, 
emphasizing epidemiology, 
burden, country-level response, 
and recent advances in 
prevention and treatment. 
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&DVH�'HILQLWLRQ 
 
Hepatitis A virus (HAV) is present in 
the feces of LQIHFWHG�SHUVRQV�DQG�LV�
PRVW� RIWHQ� WUDQVPLWWHG� WKURXJK�
FRQVXPSWLRQ� RI� FRQWDPLQDWHG�
ZDWHU�RU�IRRG��&HUWDLQ�VH[�SUDFWLFHV�
FDQ�DOVR�VSUHDG�+$9��,QIHFWLRQV�DUH�
LQ� PDQ\� FDVHV� PLOG�� ZLWK� PRVW�
SHRSOH�PDNLQJ�D� IXOO� UHFRYHU\�DQG�
UHPDLQLQJ�LPPXQH�IURP�IXUWKHU�+$9�
LQIHFWLRQV��+RZHYHU��+$9�LQIHFWLRQV�
FDQ� DOVR� EH� VHYHUH� DQG� OLIH��
WKUHDWHQLQJ��0RVW�SHRSOH�LQ�DUHDV�RI�
WKH�ZRUOG�ZLWK�SRRU�VDQLWDWLRQ�KDYH�
EHHQ� LQIHFWHG� ZLWK� WKLV� YLUXV� 6DIH 
DQG HIIHFWLYH YDFFLQHV DUH 
DYDLODEOH WR�SUHYHQW +$9� 
 

Hepatitis B virus (HBV) is transmitted 
through exposure to infective 
blood, semen, and other body 
fluids. HBV can be transmitted 
from infected mothers to infants at 
the time of birth or from family 
members to infants in early 
childhood. Transmission may also 
occur through transfusions of 
HBV-contaminated blood and 
blood products, contaminated 
injections during medical 
procedures, and through 
injection drug use. HBV also poses 
a risk to healthcare workers who 
sustain accidental needle stick 
injuries while caring for infected 
HBV patients. Safe and effective 
vaccines are available to prevent 
HBV. Several indicators are used to 
measure the stages of Hepatitis B 
infection: (1) HBsAg or HBV antigen 
that is detected in early acute 
phase infection, (2) total HBc 

antibody is total antibody to HBV 
core, (3) IgM anti-HBc or IgM 
antibody towards HBV core, and 
(4) Anti-HBs or antibody to HBV 
surface that signify ongoing 
process for chronic infection. 
 
Hepatitis C virus (HCV) is mostly 
transmitted through exposure to 
infective blood. This may happen 
through transfusions of HCV- 
contaminated blood and blood 
products, contaminated injections 
during medical procedures, and 
through injection drug use. Sexual 
transmission is also possible but is 
much less common. There is no 
vaccine for HCV. 
 
Hepatitis D virus (HDV) infections 
occur only in those who are 
infected with HBV. The dual 
infection of HDV and HBV can 
result in a more serious disease and 
worse outcome. Hepatitis B 
vaccines provide protection from 
HDV infection. 
 
Hepatitis E virus (HEV) is mostly 
transmitted through consumption 
of contaminated water or food. 
HEV is a common cause of 
hepatitis outbreaks in developing 
parts of the world and is 
increasingly recognized as an 
important cause of disease in 
developed countries. Safe and 
effective vaccines to prevent HEV 
infection have been developed 
but are not widely available. 
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)LJXUH���6HURSUHYDOHQFH�RI�9LUDO�+HSDWLWLV�7\SH�LQ�$6($1�5HJLRQ 

 
 

Seroprevalence surveys 
encompassed sample sizes 
ranging from 100 to 4,260 
individuals, with the endemicity 
level of HAV determined through 
serological surveys assessing HAV 
antibodies in the blood. These 
surveys offer reliable insights into 
disease burden within populations, 
as evidenced by the scores of the 
reviewed studies, ranking between 
low and medium risk. Most studies 
exhibited strong internal validity. 
 
From 1990 to 2019, seroprevalence 
rates for all age groups and those 
<5 years old displayed a decline. 
However, in 2019, HBV 
seroprevalence rates for all ages in 
Cambodia, Lao PDR, the 
Philippines, and Vietnam 

exceeded the global rate. 
Moreover, the 2019 HBV 
seroprevalence rates among <5 
years old in Lao PDR and the 
Philippines surpassed global 
prevalence rates. Notably, 
Thailand achieved the regional 
hepatitis B control target with a 
national HBsAg seroprevalence 
��� among FKLOGUHQ� DJHG� ���
years, as confirmed by the South-
East Asia Regional Expert Panel 
(SEA REP) in 2019. 
 
HCV prevalence in Asia ranged 
from 0.37% (Singapore) to 6.1% 
(Vietnam) based on a 2013 
systematic review. Although 
volunteer blood donors might not 
represent the general population, 
the most reliable estimates were 
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derived from a substantial 
seroepidemiological study of 
healthy individuals in Thailand and 
World Health Organization data for 
Vietnam. 

Information on HDV in the ASEAN 
region is limited, primarily stemming 
from 2010 data: 
x Indonesia: HDV prevalence was 

< 0.5% among HBsAg carriers in 
Surabaya (2003). 

x Malaysia: Various prevalence 
rates were recorded among 
different populations, including 
cases of acute hepatitis B, 
homosexual individuals, drug 
abusers positive for HBsAg, and 
jaundiced patients. 

x Thailand: Studies revealed 

varying HDV prevalence rates 
among HBsAg-positive 
individuals, chronic hepatitis 
patients, and cirrhotic patients 
in different years. 

x Philippines: In 1990, a study 
estimated a 1.6% HDV 
prevalence among acute viral 
hepatitis patients, with 40.6% 
having HBV. 

x Vietnam: In a 2007 cross-
sectional study in Thai Binh 
Province, 1.3% of HBsAg-positive 
samples were also positive for 
HDV. 

A 2023 meta-analysis by Raji et al. 
examined HEV seroprevalence in 
the SEA region. The study covered 
32 publications from 1995 to 
2019, 
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Hepatitis A 
 
Findings of a systematic review of literature published in 2021 on HAV 
incidence and seroprevalence in select countries in the SEA region over the 
last 20 years, point to a very low HAV endemicity profile in Thailand and 
Singapore and evidence of a shift towards low HAV endemicity in Indonesia, 
Lao People's Democratic Republic, Malaysia, the Philippines, and Vietnam. 
Only Singapore, Thailand, Malaysia, and the Philippines have existing HAV 
disease surveillance and have reported incidence rates below 1 per 100,000. 
Several outbreaks with varying magnitude documented in the region provide 
insights into the evolving epidemiology of HAV in the region.[9] 

 

Burden of Hepatitis A in the ASEAN Region 
Hepatitis A seroprevalence in the SEA region in 2005 was categorized as low. 
In 2010, the World Health Organization (WHO) modified this from low to 
low/medium endemicity, pointing out that these estimates were based on 
limited evidence. [10] Findings of a systematic review of the literature published 
in 2021 on HAV incidence and seroprevalence in select countries in the 
Southeast Asian region over the last 20 years, points to a very low HAV 
endemicity profile in Thailand and Singapore and evidence of a shift towards 
low HAV endemicity in Indonesia, Lao People's Democratic Republic, 
Malaysia, the Philippines, and Vietnam. Only Singapore, Thailand, Malaysia, 
and the Philippines have existing HAV disease surveillance and have reported 
incidence rates below 1 per 100,000. Several outbreaks with varying 
magnitude documented in the region provide insights into the evolving 
epidemiology of HAV in the region. [10] 
 

1. HAV Seroprevalence 
Seroprevalence surveys had sample sizes ranging between 100 and 4,260 
individuals. The endemicity level (i.e. circulation) of HAV within a given region 
or population is readily estimated through serological surveys (measurement 
of HAV antibodies in the blood) and are reliable estimate of the burden of 
disease in a population. Scores of all seroprevalence papers included in this 
review ranked between low and medium risk, highlighting the reliability of the 
results included in the analysis. Most of the studies performed well in the internal 
validity items. 
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7DEOH���+$9�6HURSUHYDOHQFH�LQ�WKH�$6($1�5HJLRQ�>��@ 

$6($1�
0HPEHU�
6WDWHV 

<HDU�DQG�6XUYH\� 
6WXG\�'HVFULSWLRQ 

+$9�(QGHPLFLW\ 

&DPERGLD 
����������VXUYH\�DPRQJ�
LPPLJUDQW�ZRPHQ�LQ�.RUHD�
�1 ��� 

100% HAV Seropositivity by 
20-29 years of age 

,QGRQHVLD 1993 survey in Yogyakarta, 
Indonesia 

50% at around 25 years of 
age 

/DR�3'5 
�����FURVV�VHFWLRQDO�VWXG\� 

- 

50% among individuals 20 
years of age 

3KLOLSSLQHV 

2009 WHO Report 57.1%-100% among 
individuals aged 20-39 years 

2011-2017 survey among 
immigrant women in Korea 
(N=58) 

78% by 20-29 years of age 
and 72% by 30-40 years of 
age 

6LQJDSRUH �����SRSXODWLRQ�EDVHG�
VXUYH\ ����E\����\HDUV�RI�DJH 

7KDLODQG 

3 surveys conducted: 
National 1999-2014; 
Bangkok 1998-2007, Across 
Different Provinces 2004 

< 20% in <2years of age to 
more than 90% in those >60 
years of age 50% at 42 years 
of age in 2014 compared to 
50% at 36 years of age in 
2004 

9LHWQDP 

1994 surveys (2) 
Almost complete 
seroconversion by 10 years 
of age 

����������VXUYH\�DPRQJ�
LPPLJUDQW�ZRPHQ�LQ�.RUHD�
�1 ��� 

60% by 20-29 years of age 
and 80% by 30-40 years of 
age 

 

 
2. Incidence of Hepatitis A 
Reports on the incidence of hepatitis A were found for four countries in the 
SEA including Malaysia, Singapore, Thailand, and the Philippines, where 
hepatitis A is a notifiable waterborne disease.[10] 
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7DEOH���,QFLGHQFH�RI�+HSDWLWLV�$�LQ�6HOHFWHG�$6($1�0HPEHU�6WDWHV>��@ 

$6($1�
0HPEHU�
6WDWHV�

�QRWLIDEOH�
'LVHDVH�VLQFH� 

,QFLGHQFH�RU�1XPEHU�RI�1HZ�&DVHV��<HDU� 

(VWLPDWHG�
&UXGH�
$QQXDO�

,QFLGHQFH 

0DOD\VLD�
������ 

��������� 

������ 

2.2/100,000 
(2004) 

0.14/100,000 
(2007) 

1/100,000 
(2018) 1/100,000 

3KLOLSSLQHV�
������ 

440 new 
cases (2010) 

563 new 
cases 
(2015) 

443 new 
cases 
(2016) 

462 new 
cases (2017) 0.4-0.6 

/100,000 

6LQJDSRUH�
������ 

146 new 
cases (2006) 

48 new 
cases 
(2016) 

75 new 
cases 
(2018) 

66 new 
cases (2019) 1/100,000 

7KDLODQG�
������ 

<1/100.000 
(2003) 

4/100,000 
(2005) 

3/100,000 
(2012) 

0.65/100,000 
(2019) 

0.65/ 
100,000 

 

 
3. Outbreaks in the ASEAN Region 
Several outbreaks with varying magnitude have been documented in the 
region and provide insights into the evolving epidemiology of HAV in the 
region. Outbreak information was reported for Indonesia, Malaysia, 
Singapore, and Thailand. No information on outbreaks occurring in the 
Philippines was published.[10] However, HAV subgenotypes IA and IIIA have 
been detected in environmental water in the Philippines in a study 
conducted in 2012-2013, posing a risk of HAV infection/ outbreak.[12] 

 
7DEOH���+$9�2XWEUHDNV�LQ�WKH�$6($1�5HJLRQ>��@ 

$6($1�
0HPEHU�
6WDWHV� 

<HDU 'HVFULSWLRQ 

,QGRQHVLD ���� Setting ² 2 junior High Schoold in urban Surabaya N=59 

0DOD\VLD 

2000 Source ² Mixed sources/ person to person spread N=334 

2002 Source ² Contamined rivers for recreational purposes 
and human sewage N=51 

2012 Source ² Contamined alcoholic beverage N=78 

6LQJDSRUH ���� 6RXUFH�²�5DZ�VKHOOILVK�1 ��� 

7KDLODQG 2019 Setting ² Prison N=61 
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Hepatitis B  
Hepatitis B may be a life-threatening liver disease. It is the most common blood-
borne infectious disease and continues to be a global public health concern. 
In 2017, there were an estimated 145 million new cases of AHB. According to 
WHO estimates, 3.5% of the world's population was living with chronic HBV 
infection in 2017. The prevalence of HBV infection is the highest in the Western 
Pacific and Africa regions, accounting for 6.2% and 6.1% of the adult 
population, respectively, compared to 0.7% in the American region. Although 
AHB resolves on its own, CHB may develop from AHB. AHB is prevalent in males; 
however, female patients tend to exhibit more severe cases of overt AHB. 
Further, HBV transmits via sexual contact, drug injection in medical institutions, 
contact with HBV-infected blood with shared needles, and mother-to-child 
transmissions.[13] 
 

Acute Hepatitis B in the ASEAN Region 
 
HBsAg Seroprevalence 
Seroprevalence rates, for all ages 
and <5 years decreased from 1990 
to 2019. However, the 2019 HBV 
seroprevalence rates, for all ages, 
of Cambodia, Lao PDR, the 
Philippines, and Vietnam were 
higher than the global 
seroprevalence rate, and the 2019 
HBV seroprevalence rate among < 
5 years old of Lao PDR and the 
Philippines higher than the global 
prevalence rates. (Table 4) [14] In 
addition, Thailand achieved the 
regional hepatitis B control target 
of a national HBsAg 
VHURSUHYDOHQFH� ���� DPRQJ�

FKLOGUHQ�DJHG����\HDUV� as verified 
by the South-East Asia Regional 
Expert Panel (SEA REP) in 2019.[15] 

 
HBV-Related Mortality 
HBV-related death rates varied 
widely across regions, with the 
highest all-age death rates in the 
Western Pacific region (10.7 per 
100,000), and SEA region (8.4 per 
100,000). (1) Except for Brunei and 
the Philippines, all other AMS have 
death rates higher than the global 
death rate of 7.2 per 100,000. 
Thailand reported the highest death 
rate at 18.9 per 100,000 in 2019. 
(Table 4) 
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7DEOH���+%V$J�VHURSUHYDOHQFH�DQG�+%9�GHDWKV�LQ�WKH�$6($1�5HJLRQ�E\�DJH
>��@ 

 

+EV$J�
6HURSUHYDOHQFH��DOO�

DJHV 

+EV$J�
6HURSUHYDOHQFH� 

����\HDUV 
'HDWK�FRXQWV��DOO�DJHV 

'HDWK�UDWH�SHU�
�������� 
DOO�DJHV 

1990 2005 2019 1990 2005 2019 1990 2005 2019 1990 2005 2019 

*OREDO 6.0 4.4 4.1 4.4 1.2 1.0 524,0
00 540,000 555,00

0 9.8 7.3 7.2 

:HVWHUQ�
3DFLILF 10.8 7.7 7.1 8.3 1.0 0.5 266,0

00 192,000 206,00
0 17.0 10.1 10.7 

6RXWKHDVW�
$VLD 4.0 3.2 3.1 2.4 0.6 0.5 110,0

00 172,000 169,00
0 8.5 8.9 8.4 

%UXQHL�
'DUXVVDODP 4.7 2.5 2.1 ��� ��� ��� ���� ���� ���� ��� ��� ��� 

&DPERGLD 9.7 7.4 6.6 6.2 0.7 0.5 1,870 2,300 2,450 18.0 14.7 14.7 

,QGRQHVLD 4.7 3.8 3.6 2.7 0.9 0.6 18,30
0 20,900 22,600 9.9 8.3 8.7 

/DR�3'5 11.7 9.4 8.7 9.0 2.5 2.1 526 519 519 12.7 7.6 7.3 

0DOD\VLD 2.0 1.4 1.3 0.4 0.1 0.09 1,260 2,670 3,000 7.2 8.9 9.6 

0\DQPDU 3.2 2.6 2.4 2.2 0.8 0.6 6,120 6,590 6,640 14.9 12.5 12.2 

3KLOLSSLQHV 14.1 9.6 8.2 8.8 4.3 1.2 4,960 5,700 6,060 7.8 5.4 5.4 

6LQJDSRUH 3.9 2.6 2.7 0.4 0.1 0.1 240 444 502 7.9 8.0 8.9 

7KDLODQG 6.8 5.0 4.8 3.0 0.4 0.4 6,980 12,000 13,200 12.3 17.2 18.9 

9LHWQDP 11.4 7.2 6.6 7.6 0.8 0.7 7,440 6,790 7,600 11.0 7.3 7.9 

 

HBV-Related DALYs 
1RWDEO\� ��� RI '$/<V DWWULEXWHG WR +%9 ZHUH FRQFHQWUDWHG LQ WHQ FRXQWULHV 
LQFOXGLQJ ,QGRQHVLD� 7KDLODQG� DQG�Myanmar.[14] 
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Hepatitis C 
 

HCV infection is a major and growing public health concern worldwide. There 
is no vaccine available for HCV to date. In 2015, 71 million people were living 
with HCV infection globally, accounting for 1% of the population. In 2017, an 
estimated 5 million new cases of AHC were reported. The current records show 
that the prevalence of HCV infection is the highest in the Eastern 
Mediterranean (2.3%) regions, whereas it is the lowest (0.5%) in the SEA region. 
In industrialized countries, the main route of HCV transmission is injection drug 
use, whereas it is iatrogenic, blood transfusions, and medical procedures in 
resource-limited countries. An increase in HCV infection is usually 
accompanied by a growing opioid epidemic and injection drug use. AHC 
rarely develops into fulminant hepatic failure.[15] 
 
Globally, an estimated 3% of the world's population equating to 170²180 
million persons are living with hepatitis C virus (HCV) infection. Approximately, 
70%²80% of acute HCV-infected individuals will develop chronic liver disease 
and, within 10²30 years, approximately 20% of them will experience cirrhosis 
and its complications, of which 1%²5% are HCC each year.[16] 

I. Acute Hepatitis C in the ASEAN Region HCV Prevalence 
From a systematic review of hepatitis C in Asia in 2013, HCV prevalence 
ranged from 0.37 (Singapore) to 6.1% (Vietnam). Volunteer blood donors, 
however, may not be representative of the general population. A large 
sero- epidemiological study of healthy individuals in Thailand and data 
compiled by the WHO in Vietnam presented the best estimates. (Table 5) 
[17]. 

II. Burden in Special Risk Groups 
Co-infections play an important role in increasing the burden of HBV and 
HCV in developing and resource-limited countries.[16] 
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7DEOH���3UHYDOHQFH�RI�+HSDWLWLV�&�LQ�WKH�6($�UHJLRQ>��@ 

$6($1�
0HPEHU�
6WDWHV 

3RSXODWLRQ 1 3UHYHODQFH 
��� 5HIHUHQFH <HDU 

&DPERGLD 
+HDOWK\�
DGXOW�

YROXQWHHUV 
����� ��� Akkarathamrongsin 2011 

,QGRQHVLD %ORRG�
GRQRUV 7,572 2.1 Sulaiman 1995 

/DR�3'5 %ORRG�
GRQRUV 13,897 1.1 Jutavijittum 2007 

0\DQPDU %ORRG�
GRQRUV 65,240 0.95 Myo-Khin 2010 

3KLOLSSLQHV %ORRG�
GRQRUV 74,180 0.47 Yanase 2007 

6LQJDSRUH %ORRG�
GRQRUV 65,208 0.37 :DQJ ���� 

7KDLODQG 

+HDOWK\�
DGXOW�
YROXQWH
HUV 

5,825 ��� Sunanchaikarn 2007 

9LHWQDP 0HWD�
DQDO\VLV N/A 34 WHO 2011 
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IIA. Acute Hepatitis C Among Men Who Have Sex with Men (MSM) 
 

A systematic review published in 2021 of HCV prevalence and incidence 
among the MSM population estimated the prevalence of HCV in MSM to 
be 5.9% (95% CI: 5.1²6.8), with substantial differences between countries 
and regions. HCV prevalence in HIV-positive MSM was substantially higher 
than in HIV-negative MSM (8.1 vs. 2.8%, p < 0.001).[18] Countries with the 
highest HCV burden among MSM included Malaysia (59.2%, 95% CI: 51.9²
66.3), Thailand (41.4%, 95% CI: 4.6²85.3), Indonesia (32.5%, 95% CI: 22.4²43.4). 
(Table 6) [18].  

 
7DEOH���(VWLPDWHV�RI�DQWL�+&9�SUHYDOHQFH�DQG�LQFLGHQFH�DPRQJ�060�LQ�WKH�$6($1�
UHJLRQ>��@ 

*HRJUDSKLF�
5HJLRQ�$06 

3UHYHODQFH ,QFLGHQFH 

3DUWLFLSDQWV 3RROHG�3UHYDOHQFH�
HVWLPDWHV������&,� 

Follow Up 
Person 
Year 

Pooled 
Incidence 

Estimates/1000 
py (95% CI) 

6RXWKHDVW�
$VLD ����� ��������������� 4,012 12.5 (9.2-18.1) 

,QGRQHVLD �� 32.5 (22.4-43.4)   

0DOD\VLD ��� 59.2 (51.9-55.3)   

0\DQPDU ��� 3.4 (1.1-6.7)   

6LQJDSRUH   4012 12.5 (9.2-16.1) 

7KDLODQG ��� ���������������   

9LHWQDP ���� 15.1 (0.3-44.5)   

 

Among HIV-positive, anti-HCV-positive MSM participants, the pooled 
prevalence of HCV was 8.1% (95% CI, 6.8²9.4) (I2 = 97%). Indonesia (100.0%, 95% 
CI: 30.3²100.0), and Vietnam (84.1%, 95% CI:77.7²89.7) had high prevalence 
rates. Among HIV- negative, anti-HCV-positive MSM participants, the 
pooled prevalence was 2.8% (95% CI: 1.9²4.0), lower than that of HIV-
positive patients (p<0.001). Indonesia (30.7%, 95% CI: 20.7²41.6), and Vietnam 
(19.9%, 95% CI: 17.9²22.1) still had high prevalence. (Table 7) [18] High rates of 
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drug use that strikingly increased the risk for HCV transmission have been 
reported among MSM from multiple Southeast Asian countries [18]. 

 
7DEOH���(VWLPDWHV�RI�DQWL�+&9�SUHYDOHQFH�E\�+,9�VWDWXV�LQ�WKH�$6($1�UHJLRQ>��@ 

*HRJUDSKLF�
5HJLRQ�$06 

+,9�����060 +,9�����060 

3DUWLFLSDQWV 3RROHG�3UHYDOHQFH�HVWLPDWHV������&,� 

Follow Up 
Person 
Year 

Pooled 
Incidence 

Estimates/1000 
py (95% CI) 

6RXWKHDVW�
$VLD ��� ��������������� 1.450 24.0 (14.4-35.1) 

,QGRQHVLD � 100 (30.3-100.0) 75 30.7 (20.7-41.6) 

0\DQPDU ��� 3.4 (1.1-6.7)   

7KDLODQG ��� ���������������   

9LHWQDP ���� 15.1 (0.3-44.5) 1375 19.9 (17.9-22.1) 
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IIB. Acute Hepatitis B and 
Hepatitis C Among People 
with HIV (PWH) 
 
In 2015, chronic HBV infection was 
estimated to be in 3.5% of the world 
population.[14] People with HIV 
(PWH) had a higher estimated 
prevalence rate of 7.4%. Similarly, 
the global hepatitis C prevalence 
in 2015 was 1.0%, while 6.2% was the 
reported HCV prevalence among 
PWH. However, there is a 
heterogeneity of risk HCV 
infection among PWH populations: 
82.4% of PWH who inject drugs, 
6.4% of MSM living with HIV, and only 
2.4% of PWH from the general 
population.[19] Around 5²10% of 
newly diagnosed PWH in Bangkok 
had hepatitis B viral infection after 
years of universal vaccination. 
Anti-HCV positivity was found in 4²
5% of PWH who were men who 
have sex with men (MSM) and 
transgender women (TGW). 
 

IIC. Acute Hepatitis B and 
Hepatitis C Among People 
Who Inject Drugs (IDU) 
 
The first global systematic review of 
HCV and HBV infection among 
people who inject drugs in 2011 
estimated that 10.0 million (range 
6.0²15.2M) IDUs might be anti-HCV 
positive and that 1.2 million (0.3²
2.7M) might be HBsAg positive 
worldwide. The largest HCV-
positive IDU populations were 
estimated to be living in Eastern 

Europe (2.3 million; range 1.2²3.9 
million) and East and South- East 
Asia (2.6 million; range 1.8² 3.6 
million). The largest HBsAg positive 
IDU populations by region were 
estimated to be East and SEA (0.3 
million; range 0.1² 0.7 million) and 
Eastern Europe (0.3 million; range 
0.1²0.5 million)[20]. 

 
III. Chronic Hepatitis B and 

Hepatitis C 
 
Globally in 2019, an estimated 316 
million people had chronic HBV 
infection. The global all-age 
chronic HBV prevalence was 4.1% in 
2019, a 31.3% decrease from 1990 
with the introduction of the HepB3 
vaccine. The chronic HBV all-age 
and among <5 years old 
prevalence rates decreased 
across countries from 1990 to 2019 
[14]. HBV-related diseases resulted 
in an estimated 555,000 deaths in 
2019, accounting for 48.8% of all 
hepatitis-related deaths. Hepatitis 
B was the leading etiology of liver 
cancer deaths (39.5%) and the 
third largest contributor to 
deaths from cirrhosis (22.5%). HBV-
related cirrhosis was responsible for 
331,000 global deaths, liver cancer 
was responsible for 192,000 global 
deaths, and acute hepatitis was 
responsible for 32,500 global 
deaths. The absolute number of 
HBV-related deaths in 2019 
increased by 5.9% from 1990 [14]. 
The burden of disease and the 
death rate associated with HCV is 
expected to double over the next 
2 decades as the large cohort of 
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HCV- positive patients progresses 
to cirrhosis, cancer, and liver 
failure. In resource-limited 
countries, HCV infection, chronic 
hepatitis, cirrhosis, and HCC have 
serious economic consequences 
that include the direct health-care 

expenditures in caring for the 
disease and indirect costs in terms 
of loss of productivity or absence 
from work because of chronic 
hepatitis C infection, cirrhosis, and 
HCC [16]. 
 

 

IIIA. Cirrhosis 
A systematic review including 520 publications from 86 countries or territories, 
representing 87% of the world population (and reporting on 1,376,503 
patients with cirrhosis) was published in 2022. Globally, among patients with 
cirrhosis, 42% had HBV infection and 21% had HCV infection. In the SEA region, 
HBV prevalence was 25% and HCV prevalence was 29% among patients 
with cirrhosis and the HBV/HCV ratio was 0.9. Table 8 shows HBV and HCV 
prevalence among patients with cirrhosis in the ASEAN Region.[21] 
 
7DEOH���+%9�DQG�+&9�3UHYDOHQFH�DPRQJ�3DWLHQWV�ZLWK�&LUUKRVLV�LQ�WKH�$6($1�UHJLRQ 

$6($1�
0HPEHU�
6WDWHV 

6WXG\�
<HDUV 

$JHV�
�PHDQ� 

0HQ 
��� 

1XPEHU�RI�
3DWLHQWV��Q� 

+%9�
3UHYDOHQFH�
�����&,� 

+&9�
3UHYDOHQFH�
�����&,� 

&DPERGLD ���������   53 45% (33-59) 34% (23-47) 

,QGRQHVLD ���� 53 62% 164 24% (17-31) 54% (47-62) 

0DOD\VLD ��������� 64 66% 75 25% (15-36) 20% (11-30) 

0\DQPDU ���������   81 27% (19-38) 41% (31-52) 

6LQJDSRUH ��������� 52 60% 663 35% (23-47) 18% (10-28) 

7KDLODQG ��������� 56 64% 617 29% (25-33) 28% (21-34) 

9LHWQDP ��������� 56 64% 250 35% (24-48) 24% (14-35) 
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IIIB. Hepatocellular Carcinoma (HCC) 
The lifetime risk of progression to HCC is 9.6% and 60.2% in HBV carriers with 
positive HBsAg and with double positivity of HBsAg and HBeAg, respectively. 
The risk of progression to HCC is estimated to be 2%²6% each year for HCV-
related cirrhosis patients [22]. Rosmawati (2004) presented available HBV-
related HCC incidence rates in some AMS. (Table 9) 
 
7DEOH���+%9�UHODWHG�+&&�,QFLGHQFH>��@ 

$6($1�
0HPEHU�
6WDWHV 

$JH�VWDUGDUGL]HG�+%9�5HODWHG�+&&�,QFLGHQFH�5DWH 

0DOD\VLD �����0DOD\����������&KLQHVH���������,QGLDQ��SHU���������KRVSLWDO�
DGPLVVLRQV��5DQMHHY�HW�DO������� 

3KLOLSSLQHV 
�����SHU���������SRSXODWLRQ�������PDOH������IHPDOH���$VLD�
3DFLILF�([SHUW�&RPPLWWHH�RQ�+HSDWLWLV�%�0DQDJHPHQW�

0HHWLQJ������ 

6LQJDSRUH ������PDOH��DQG������IHPDOH��SHU���������SHU�\HDU��&KLD�HW�DO�
����� 

7KDLODQG ������PDOH���������IHPDOH�SHU���������SRSXODWLRQ��'2+�9LUDO�
+HSDWLWLV�6XUYHLOODQFH�LQ�+.������ 

9LHWQDP �������������SRSXODWLRQ��$VLD�3DFLILF�([SHUW�&RPPLWWHH�RQ�
+HSDWLWLV�%�0DQDJHPHQW�0HHWLQJ������ 

 

HBV and HCV are still the leading risk factors of HCC with a slight decline in 
most Asian countries, which is mainly attributed to HBV vaccination of 
newborns, prevention of HCV horizontal transmission, and treatment of 
chronic hepatitis [22]. In 2019, the incidence of Liver Cancer owing to Hepatitis 
B was 3.81/100,000 and to Hepatitis C as 2.17/100,000.[24] Approximately 39.57% 
of liver cancer-related mortalities in both sexes were attributed to HBV and 
29.26% were attributed to HCV.[25] Table 10 shows the 2020 age-
standardized rate of incidence and mortality of liver cancer in Asia where 
proportions of HBV and HCV may be estimated. 

 

 

 

 

 

 



 

�3DJH_ �� 

7DEOH����$JH�VWDQGDUGL]HG�5DWH�RI�,QFLGHQFH�DQG�0RUWDOLW\�RI�/LYHU�&DQFHU�LQ�$VLD�EHWZHHQ������DQG�
�����EDVHG�RQ�*/2%2&$1��3UHVHQWHG�DV�LQFLGHQFH�DQG�PRUWDOLW\�SHU���������>��@ 

$6($1�0HPEHU�
6WDWHV 

,QFLGHQFH��$65��SHU��������� 0RUWDOLW\��$65��SHU��������� 
���� 2020 

%UXQHL�
'DUXVVDODP ���� 8.8 

&DPERGLD ���� 22.9 
,QGRQHVLD ��� 7.7 
/DR�3'5 ���� 22.9 
0DOD\VLD ��� 6.1 
0\DQPDU �� 9.7 
3KLOLSLLQHV ���� 10.8 
6LQJDSRUH ���� 10.8 
7KDLODQG ���� 21.9 
9LHWQDP ���� 21.9 
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Hepatitis D 
 
Hepatitis delta virus (also known as hepatitis D virus [HDV]) is a defective 
subvirus that requires HBV surface antigens (HBsAgs) to propagate. HDV has 
been largely neglected over the past decades since its discovery in the 70's 
[27]. Approximately 5% of individuals infected with hepatitis B virus (HBV) are 
coinfected with hepatitis D virus (HDV). Chronic HBV/HDV coinfection is 
associated with an unfavorable outcome, with many patients developing 
liver cirrhosis, liver failure, and eventually hepatocellular carcinoma within 5²
10 years. (2) At least 12 million individuals infected with the hepatitis B virus 
(HBV) are coinfected with the hepatitis D virus (HDV) and have a high risk of 
developing liver cirrhosis and hepatocellular carcinoma within a few years 
[28]. 

 
Hepatitis D in the ASEAN Region 
 
There is limited information from recent years on HDV in the ASEAN region. 
Available data from 2010 reported the following from the ASEAN region. 
 

$6($1�
0HPEHU�
6WDWHV 

+'9�&DVH�5HSRUWHG�VLQFH����� 

,QGRQHVLD In 2003, the HDV prevalence was found to be < 0.5% in the 
HBsAg carriers of Surabaya.[29] 

0DOD\VLD 

In Malaysia, hepatitis D was first described in 1986 in some 
population groups. The HDV prevalence was found to be 
12.5% in cases of acute hepatitis B, 6.7% in homosexual 
individuals, and 17.8% in drug abusers who were positive for 
HBsAg. In 1989, the HDV prevalence was found to be 4.9%. In 
1996, 0.9% of the 923 jaundiced patients were found to be 
positive for anti-HDV. In 1985, surveillance results for the 
detection of anti-HDV in IVDAs showed an absence of anti-
HDV. However, in 1986, a prevalence of 17.8% was observed 
in the same group. The prevalence increased to 20% in 1989 
and in 1994, 34% of the drug addicts tested positive for anti-
HDV.[29] 

3KLOLSSLQHV 

A study in 1990 estimated the prevalence of HDV among 64 
patients with acute viral hepatitis. 1.6% tested positive for HDV. 
HBV was present in 40.6% of the acute viral hepatitis 
patients.[29] 
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7KDLODQG 

A study conducted in 1988 tested 84 HBsAg- positive IVDAs, of 
which, 65.48% showed anti-HDV positivity. The HDV 
prevalence in 20 chronic hepatitis patients was 11.11% and 
8.33% in 12 cirrhotic patients. A study in 2002 tested 55 HBsAg-
positive sera of IVDAs, among which, 12 (21.8%) tested 
positive for anti-HDV. Among these anti-HDV positive sera, 
eight (66%) tested positive for HDV RNA, and all had genotype 
virus 1 virus. [29] 

9LHWQDP 

Vietnam is considered to be highly endemic for hepatitis B. A 
cross-sectional seroprevalence study to estimate the 
prevalence of HBV and HDV was conducted in Thai Binh 
Province in 2007. Nineteen percent of the samples were 
HBsAg- positive, out of which, 1.3% were positive for HDV. [29] 

 

Hepatitis E 
 
Acute hepatitis E (AHE) is found globally, and there are an estimated 19 to 20 
million HEV infections worldwide each year. Previously, HEV was thought to 
be limited to certain developing countries. On the contrary, HEV is endemic 
in most high-income countries, and it manifests as locally acquired zoonotic 
infections where the pig acts as the true primary host. Genotypes 1 and 2 of 
HEV are obligate pathogens that spread by the fecal-oral route via 
contaminated water, and they are often linked to large outbreaks and 
epidemics in developing countries. In comparison, HEV genotypes 3 and 4 
infect humans, pigs, and other animal species, and they are responsible for 
sporadic cases of the disease. AHE is a self- limiting disease that allows 
individuals to recover, and it is usually associated with a low mortality rate. 
However, for pregnant women infected by HEV, the mortality rate can 
increase by up to 15² 20%. In well-developed, economically advanced 
countries, HEV may be considered a cause of chronic, progressive liver 
disease in individuals with compromised immunity. In 2019, the age- 
standardized incidence rate was 271.2 (221.3²326.4) per 100,000 person-years for 
males, while it was 263.4 (215.2²316.8) per 100,000 person-years for females [15]. 

 
Viral Hepattis Outbreaks 
Viral hepatitis is a serious infection that affects the liver and can cause severe 
complications or death. According to our literature search, the first recorded 
outbreak of viral hepatitis occurred in 1976. Since then, there have been 
several other outbreaks in different parts of the world. In the ASEAN region, 
most of the viral hepatitis outbreaks are caused by either hepatitis virus A or E, 
which are transmitted through contaminated food or water. 
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Burden of Hepatitis E Infection 
 
In 2005, it was estimated that HEV genotypes 1 and 2 were responsible for 
about 20.1 millionincidents of HEV infections, 3.4 million symptomatic cases, 
70,000 fatalities, and 3000 stillbirths. In general, HEV causes a self-limiting 
infection and does not need specific treatment. The mortality rate is low. 
However, fulminant hepatitis may develop and a high mortality rate (as high 
as 20%²30%) is reported in the population of pregnant women after infection 
with genotype 1.[30] Pregnant women with HEV, particularly those in the 
second and third trimester, are at higher risk of poor maternofoetal 
outcomes.[31] Evidence of HEV infection endemicity in the SEA is not limited 
to seroprevalence studies alone. Reports on sporadic cases also exist to 
underscore the fact that hepatitis E is endemic in the region. [30] 
 
I. Seroprevalence of Hepatitis E in the ASEAN Region 
 
A meta-analysis on seroprevalence of hepatitis E in the SEA region was 
conducted and published by Raji et al in 2023. This included 32 publications 
from 1995 to 2019 and evaluated 29,944 individuals of which 6,806 were anti-
HEV antibody positive.[32] 
 
The overall HEV seroprevalence in the SEA region was 21% (95% confidence 
interval [CI]: 17²27) with high heterogeneity. The estimated seroprevalence in 
this study is higher than the global average of 12.5% and is similar to the 
average prevalence of 21.76% obtained in Africa. At the country level, Lao 
PDR has the highest prevalence estimate of 39% (CI: 16²69). Studies that 
combined urban and rural populations produced the highest prevalence. 
This phenomenon can also be explained by the increase in rural-urban 
migration and the possibility of sampling high-density urban areas. Data also 
revealed a pattern that suggests an association of anti-HEV antibody 
positivity with increasing age. Prevalence was lowest in the age group of 20²
25 years and peaked at 44²49 years age group. Evaluation based on the 
year of publication showed almost a two-fold increase in HEV 
seroprevalence rate in 2019 from the 1999 rate.[32] 
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7DEOH����+(9�3UHYDOHQFH�LQ�WKH�6($�5HJLRQ>��@ 

9DULDEOHV 1R��RI�
6WXGLHV 

3RROHG�3UHYDOHQFH +HWHURJHQHLW\ 3�VXEJURXS 
% (95% CI) Tau^2 (I^2) 2020 

$6($1�0HPEHU�6WDWHV 
&DPERGLD � 29 (15-49) 0.1588 97.9% 

0.0662 

,QGRQHVLD � 16 (9-26) 0.0966 98.8% 
/DR�3'5 � 39 (16-69) 0.2677 97.6% 
0DOD\VLD � 16 (6-35) 0.2005 85.8% 
6LQJDSRUH � 17 (6-4) 0.1060 91.3% 
7KDLODQG � 20 (12-33) 0.5620 98.9% 
9LHWQDP � 26 (15-42) 0.7971 98.4% 

Location 
8UEDQ �� 20 (14.3-27) 0.7456 98.4% 

0.0456 5XUDO � 23.7 (13.3-38.5) 0.8151 98.9% 
0L[HG � 29 (13.5-61.4) 0.0000 0.0 

Age 
����� � 18.2 (8.2-35.5) 0.5178 97.2% 

<0.0001 

����� � 21 (11.6-34.9) 0.8124 98.4% 
����� � 23 (9.7-45.5) 0.6748 99.0% 
����� � 18.5 (7.1-40.4) 0.4495 96.9% 
����� � 43.9 (36.8-51.2) 0.0267 81.4% 
!�� � 13.4 (6.6-25.3) 0.3539 95.4% 

Year of Publication 
����� � 15.2 (6.1-36.5) 1.0504 99.0% 

0.0198 
��������� � 17.2 (5.1-44.4) 0.6906 98.0% 
��������� � 15.5 (4.5-41.5) 06888 95.8% 
��������� � 16.4 (7.4-32.7) 0.5154 98.5% 
��������� �� 30.9 (24.6-38) 0.2581 97.5% 

 

II. Hepatitis E Outbreaks and Sporadic Infections 
 
HEV infection is a major cause of outbreaks and acute sporadic hepatitis 
worldwide. HEV infecting humans consists of four different genotypes 
(genotypes 1²4). HEV genotypes 1 and 2 are found mainly in developing 
countries. They are transmitted via fecal-oral route through a contaminated 
water source, exclusively infect humans, and are thus responsible for many 
water-borne outbreaks. In contrast, HEV genotypes 3 and 4 infect humans 
and animals. They are found mainly in developed countries andare 
responsible for sporadic cases seen in the Western world. Brunei, Laos, 
Myanmar, the Philippines, and Timor-Leste have unknown HEV genotypes 
(data not available). In Singapore HEV genotypes 1, 3, and 4 are present. 
Thailand and Vietnam both have HEV genotype 3. HEV genotype 4 is 



 

�3DJH_ �� 

prevalent in Indonesia and Malaysia. While Cambodia has both HEV 
genotypes 3 and 4 [33] HEV genotype 3 has been detected in the Philippines 
from river samples (5) and fecal samples from household-raised pigs in rural 
areas.[34] 
 
7DEOH����+(9�2XWEUHDNV�LQ�WKH�$6($1�5HJLRQ>��@ 

$6($1�
0HPEHU�
6WDWHV 

3HULRG 1R��RI�
2XWEUHDNV 

1R��RI�
&DVHV 5HIHUHQFHV 

,QGRQHVLD ��������� 4 >5,000 
World Health Organization, 

2005; Sedyaningsih -
Mamahit, 2002; Corwin 1995 

0\DQPDU ��������� 3 20,510 Gideon Informatics et 
al,2020 

9LHWQDP ���� 1  Corwin, 1996 

 
7DEOH����5HSRUWHG�6SRUDGLF�+(9�,QIHFWLRQV�LQ�WKH�$6($1�5HJLRQ>��@ 

$6($1�
0HPEHU�
6WDWHV 

<HDUV 3DWLHQW�
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6HURSRVL
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�����\HDUV�ROG��
8QH[SODLQHG�IHYHU�
DQG�HOHYDWHG�OLYHU�

HQ]\PHV 

825 9 1.1 Nouhan et al, 
2015 

,QGRQHVLD 

�����
���� 

1-70 yrs old Acute 
Hepatitis 182 160 88 

Sedyaningsih-
Mamahit et 

al., 2002 
�����
���� 

12-62 yrs old/ 
Acute Hepatitis 57 2 3.5 Wibawa et al., 

2007 

3KLOLSLLQHV ���� 
Mean age 31+ 

16.62/Viral 
Hepatitis 

65 4 6.15 
Gloriani-

Barzaga et al., 
1997 

6LQJDSRUH �����
���� 

0-65 yrs/Acute 
Hepatitis 5,080 503 10 Wong et al., 

2019 

7KDLODQG 

�����
���� 

16-33 yrs 
old/Acute Viral 

Hepatitis 
68 5 7.4 Poovorawan 

et al., 1996 

�����
������
���� 

1-90 yrs old/ Acute 
Hepatitis 614 26 4.2 Siripanyaphiny

o et al., 2014 

9LHWQDP �����
���� 

1-68 yrs old/Acute 
Hepatitis 188 60 3.2 Corwin et al., 

1996 
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III. HEV Infections in Pregnancy  
 
A systematic review by Bigna et al in 2020 which included 52 studies (11,663 
pregnant women), showed that the seroprevalence was 3.5% (95% 
confidence interval: 1.4²6.4) in asymptomatic women (most of whom were 
from high endemic areas). The prevalence in symptomatic women was 49.6% 
(42.6²56.7) with data only from HEV- high endemic countries. HEV infection 
was associated with maternal deaths (pooled OR 7.17; 3.32²15.47), low birth 
weight (OR: 3.23; 1.71²6.10), small for gestational age (OR: 3.63; 1.25²10.49), 
preterm < 32 weeks (OR: 4.18; 1.23²14.20), and preterm < 37 weeks (OR: 3.45; 2.32²
5.13), stillbirth (OR: 2.61; 1.64²4.14), intrauterine deaths (OR: 3.07; 2.13²4.43), and not 
with miscarriage (OR: 1.74; 0.77²3.90). Data from the same study showed that 
the prevalence odds ratio in the SEA region was 1.71 (95% CI 1.46²2.00) p< 
0.0001.[31] 
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Viral Hepatitis Prevention Strategies in The ASEAN Region 
6WUDWHJLHV %UXQHL�'DUXVVDODP>�@ &DPERGLD>�@ /DR�3'5�>�@ ,QGRQHVLD 

>���@ 0DOD\VLD�>�@ 

3UHYHQWLRQ 

5RXWLQH�
9DFFLQDWLRQ��
YDFFLQDWLRQ� IRU� DW�
ULVN� LQGLYLGXDOV� DQG�
+&:V 

5RXWLQH� 9DFFLQDWLRQ��
YDFFLQDWLRQ� IRU� DW�ULVN�
LQGLYLGXDOV�DQG�+&:V 

5RXWLQH�
9DFFLQDWLRQ��
YDFFLQDWLRQ� IRU�
DW�ULVN�
LQGLYLGXDOV� DQG�
+&:V 

,PSOHPHQWDWLRQ� RI� &OHDQ	+HDOWK\�
/LIHVW\OH� �3+%6��� 5RXWLQH� 9DFFLQDWLRQ��
YDFFLQDWLRQ� IRU� DW�ULVN� LQGLYLGXDOV� DQG�
+&:V 

5RXWLQH� 9DFFLQDWLRQ��
YDFFLQDWLRQ� IRU� DW�ULVN�
LQGLYLGXDOV�DQG�+&:V 

6FUHHQLQJ�DQG�
7HVWLQJ 

6FUHHQLQJ� RI� EORRG�
GRQRUV� KHOSV�
SUHYHQW�WUDQVIXVLRQ�
WUDQVPLWWHG�
KHSDWLWLV� %� DQG� &��
0DQGDWRU\� +HS%�
VFUHHQLQJ� LQ� DOO�
SUHJQDQW�ZRPHQ 

Screening of blood 
donors helps prevent 
transfusion-transmitted 
hepatitis B and C 

 

x HBV screening-testing in high-risk 
populations (pregnant women, 
general population with high risk 
factors) 

x HBV screening-testing in high-risk 
populations (PWID, hemodialysis 
patient, prisoners, PLHIV) 

x Active case finding in both 
community and health-facility-
based and their networks 

 
x Expanding access to viral load 

testing for the diagnosis of hepatitis 
B and C 

x Data recording-reporting and 
analysis 

Screening mainly 
executed at hospitals and 
at central and regional 
laboratories (except for 
the screening performed 
for blood donors and 
foreign workers) 

3XEOLF�
$ZDUHQHVV�

DQG�(GXFDWLRQ 

3XEOLF� $ZDUHQHVV�
&DPSDLJQV 

3XEOLF� $ZDUHQHVV�
&DPSDLJQV 

3XEOLF�
$ZDUHQHVV�
&DPSDLJQV 

3XEOLF� $ZDUHQHVV� &DPSDLJQV��
PXOWLVHFWRUDO�DSSURDFK 

3XEOLF� $ZDUHQHVV�
&DPSDLJQV 

&DSDFLW\�
%XLOGLQJ�DQG�

7UDLQLQJ 

+HDOWKFDUH�
ZRUNIRUFH� UHFHLYH�
WUDLQLQJ� DQG�
FDSDFLW\�EXLOGLQJ 

Departement of 
Hospital Services 
assumes responsibility 
for delivering training, 
as well as monitoring 
and evaluating IPC 
practices 

 

Development of Hepatitis control 
guidebook, National Medical Service 
Guidelines (PNPK) for Diagnosis and 
Treatment of Hepatitis B (in 
collaboration with professional 
associations), including training 
modules for early detection of 
Hepatitis B 

Efforts focused on 
improving the knowledge 
and skills of healthcare 
provides in the prevention 
and control as well as 
testing, treatment and 
care of viral hepatitis 

2WKHU�3ROLF\�
'HYHORSPHQW  

x Ministry of Health has 
officialyy endorsed 
the national 
guidelines for 
infection prevention 
and control (IPC), 
with health facilities 
taking the lead in their 
coordination and 
implementation 

 
x Standard operating 

procedure (SOP) for 
food-borne disease 
HQWLWOHG� ´,QWHUVHFWRUDO�
Outbreak 
Investigation and 
5HVSRQVHµ� ZDV�
developed 

Hepatitis B 
vaccination 
was included in 
the EPI in 2002. 
Hepatitis B 
vaccination for 
newborns was 
integrated into 
the EPI in 2004; 
this gradually 
expanded from 
central 
hospitals to 
rural areas. 

Nationwide HBV immunization has 
been integrated to National EPI since 
������ ´7KH�*XLGDQFH�RI� 7UHDWPHQW�RI�
&KURQLF� /LYHU� 'LVHDVHµ� ZDV� LVVXHG� E\�
the Indonesian Association for the 
Study of the Liver for treatments of viral 
hepatitis Ministry of Health launched a 
programme that focuses on the 
elimination of vertical transmission from 
mother to child 

Developed National 
Strategic Plan for Hepatitis 
B and C (NSPHBC), a 
comprehensive strategy 
and plan of action for the 
planning, 
implementation, 
monitoring and 
evaluation of viral 
hepatitis programmes 
and activities in the 
country 

 
1. Ministry of Health Brunei Darussalam, (2015). Management of Healthcare Workers with Occupational Exposure to HIV, Hepatitis B and C. 
2. Sreng, B., Sophal, C., Srun, S., Samnang, C.,& Huot, E. (2016). Viral Hepatitis in Cambodia: Past, Present, and Future. Euroasian journal of hepato-gastroenterology. 6(1), 45-48 

https:doi.org/10.5005/jp-journals-10018-1165 
3. .2PDGD��.��HW�DO���������¶6HURSUHYDOHQFH�RI�FKURQLF�KHSDWLWLV�%��DV�GHWHUPLQHG�IURP�GULHG�EORRG�VSRWV��DPRQJ�FKLOGUHQ�DQG�WKHLU�PRWKHUV�LQ�FHQWUDO�ODR�SHRSOH·V�GHPRFUDWLF�

UHSXEOLF��$�PXOWLVWDJH��6WUDWLILHG�&OXVWHU�6DPSOLQJ�6XUYH\·��,QWHUQDWLR�QDO�-RXUQDO�of Infectious Disease, 36, pp. 21-26. Dio:10.1016/j.ijid.2015.04.020 
4. 0XO\DQWR��������¶9LUDO�+HSDWLWLV�LQ�,QGRQHVLD��3DVW��SU�HVHQW��DQG�IXWXUH·��(XURDVLDQ�-RXUQDO�RI�+HSDWR�-Gastroenterology, 6(1), pp 65-69. Doi:10.5005/jp-journals-10018-1171. 
5. 0DFKPXG��3�%���0LNRODMF\]N��5��DQG�*RWWVFKLFN��&�������·�8QGHUVWDQGLQJ�KHSDWLWLV�%�YDFFLQDWLRQ�ZLOOLQJQHVV�LQ�WKH�DGXOW�SRSXOation in Indonesia: A survey among outpatient and 

KHDOWKFDUH�ZRUNHUV�LQ�&RPPXQLW\�+HDOWK�&HQWHUV·��-RXUQDO�RI�3XEOLF�+HDOWK�>3UHSULnt]. Doi:10.1007/s10389-022-01775-3 
6. Ministry of Health, M (2019) National strategic plan for hepatitis B and C 2019-2023. Available at 

https://www.moh.gov.my/moh/resources/Penerbitan/Pelan%20Strategik%20/NSP_Hep_BC_2019_2023.pdf (Accessed: 03 October 2023). 

 
  

https://www.moh.gov.my/moh/resources/Penerbitan/Pelan%20Strategik%20/NSP_Hep_BC_2019_2023.pdf
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6WUDWHJLHV 0\DQPDU�>�@ 3KLOLSSLQHV>�@ 6LQJDSRUH>�@ 7KDLODQG>�@ 9LHWQDP>�@ 

3UHYHQWLRQ 

5RXWLQH�
9DFFLQDWLRQ��
YDFFLQDWLRQ� IRU�DW�
ULVN� LQGLYLGXDOV� DQG�
+&:V 

5RXWLQH�
9DFFLQDWLRQ��
YDFFLQDWLRQ�IRU�DW�
ULVN�LQGLYLGXDOV�DQG�
+&:V 

5RXWLQH� 9DFFLQDWLRQ��
YDFFLQDWLRQ� IRU� DW�ULVN�
LQGLYLGXDOV�DQG�+&:V 

,PSOHPHQWDWLRQ� RI�
&OHDQ	+HDOWK\� /LIHVW\OH�
�3+%6��� 5RXWLQH�
9DFFLQDWLRQ��
YDFFLQDWLRQ� IRU� DW�ULVN�
LQGLYLGXDOV�DQG�+&:V 

5RXWLQH�
9DFFLQDWLRQ��
YDFFLQDWLRQ� IRU� DW�
ULVN� LQGLYLGXDOV� DQG�
+&:V 

6FUHHQLQJ�
DQG�7HVWLQJ 

+HSDWLWLV� %� DQG�
+HSDWLWLV� &�
VFUHHQLQJ�WHVWV�FDQ�
EH� GRQH� DW� ERWK�
1DWLRQDO�
/DERUDWRULHV� DQG�
VRPH� SULYDWH�
IDFLOLWLHV�� WKH\� DUH�
FRPSXOVRU\� DQG�
IUHH� IRU� EORRG�
GRQRUV�EXW�DUH�QRW�
IUHH� RI� FKDUJH� IRU�
HYHU\RQH 

Screening of 
blood donors 
helps prevent 
transfusion-
transmitted 
hepatitis B and C 

Mandatory HepB 
screening in all 
pregnant women; 
 
Screening of blood 
donors helps prevent 
transfusion-
transmitted hepatitis 
B and C 

Screening of blood 
donors helps prevent 
transfusion-transmitted 
hepatitis B and C 
Cost-effective 
screening at the poiny-
of-care (health center 
of village hospital) under 
the test and treat model 
is recommmended for 
adults over 30 years old 

Population-based 
HBV-HCV screening 
with the support of a 
non-profit 
organization 
Vietnam Viral 
Hepatitis Alliance 
(V-VHA) 

3XEOLF�
$ZDUHQHVV�

DQG�
(GXFDWLRQ 

3XEOLF� $ZDUHQHVV�
&DPSDLJQV 

3XEOLF� $ZDUHQHVV�
&DPSDLJQV 

3XEOLF� $ZDUHQHVV�
&DPSDLJQV 

3XEOLF� $ZDUHQHVV�
&DPSDLJQV� 

3XEOLF� $ZDUHQHVV�
&DPSDLJQV 

&DSDFLW\�
%XLOGLQJ�DQG�

7UDLQLQJ 

7UDLQLQJ� HIIRUWV�
WKURXJK� WKH� SUH�
VHUYLFH�
HGXFDWLRQDO�
FXUULFXOXP���RQ�WKH�
MRE� WUDLQLQJ��
SRVWJUDGXDWH�
WUDLQLQJ�� DQG�
FRQWLQXLQJ�
PHGLFDO�
HGXFDWLRQ�
DFWLYLWLHV 

 

Healthcare providers 
were educated on 
the proper screening 
of viral hepatitis, pre- 
and post- test 
counselling, and when 
to refer patients for 
specialist treatment 

Healthcare professionals 
are trained in 
developing disease 
management plan at 
point-of care or referral 

Clinician training for 
HBV and HCV 
screening, and 
linkage to care 
program 

2WKHU�3ROLF\�
'HYHORSPH

QW 

1DWLRQDO� 6WUDWHJLF�
3ODQ� �163�� IRU� YLUDO�
KHSDWLWLV� DQG�
LQWURGXFHG� WKH�
)LYH�<HDU� $FWLRQ�
3ODQ� RI� YLUDO�
KHSDWLWLV� ZDV�
GHYHORSHG�LQ����� 

The EPI was revised 
and expanded in 
2010 to cover 
mumps, rubella, 
Hepatitis B, and H. 
influenza type B, 
through Republic 
Act No. 10152- the 
´0DQGDWRU\�
infants and 
Children Health 
Immunization of 
����µ� 
 
National Viral 
Hepatitis Task 
Force (NVHTF) was 
organized, a 
public-private 
partnership, for 
vrial hepatitis 
prevention and 
control 

Singapore revised its 
National Childhood 
Immunization 
Schedule (NCIS) in 
2020 to incorporate 
two new 
combination 
vaccines: the 
hexavelant 
hepatitis, diphteria, 
acellular pertussis, 
tetanus (DTaP), 
hemophilus 
influenzae b (Hib), 
inactivated 
poliovirus (IPV) (6-in-
1), and the 
quadrivalent 
measles, mupms, 
rubella, and 
varicella (MMRV) 
vaccines 

A national policy led to 
a pilot project in 19888 
to reduce HBV infection 
by adding the HB  
vaccine to the 
Expanded Program on 
Immunization (EPI) 

Ministry of Health 
developed a 
national strategic 
plan for viral 
hepatitis and 
released guidelines 
for the diagnosis 
and treatment of 
chronic hepatitis B in 
2015 

 
1 Ministry of Health, M. (2016) Myanmar National Strategic Plan for Viral Hepatitis 2016-2020. Available at: https://www.mohs.gov.mm/ckfinder/connector? 
command«Proxy&lang=en&type=MainscurrentFolder=/Publications/Strategic+Plans/&hash=a6a1c319429b7abc0a8e21dc137ab33930842cf5&filename=National+Strategic+Plan+for-
Tuberculosis+(2016-2020).pdf (Accessed: 03 October 2023) 
2 Department of Health, P. (2013) Prevention and Control of Hepatitis B and Hepatitis C in the Philippines: A Call to Action. Available at: 
https://www.globalhep.org/sites/default/files/content/resource/files/2022-05/Final%20Hep%20NSP%202021-2025%20Aug%2027.pdf (Accessed: 03 October 2023).| 
3 Tan, N.C. Pang. J. and Koh, E. (2023) The impact of a revised national childhood immunization schedule on vaccination defaulters, Vaccines, 11(4) p. 859. do:10.3390/vaccines11040859. 
4 Posuwan, N. et al. (2020) Towards the elimination of viral hepatitis in Thailand by the year 2030, Journal of Virus Eradication, 6(3) p. 100003. doi:10.1016/jve 2020.100003. 
5 Vu Hai. V. et al. (2020) 'Assessment and simplification of treatment eligibility among patients with chronic hepatitis B infection in Vietnam', Clinical Infectious Diseases, 73(5) 
dol:10.1093/cid/ciaa1814. 



 

�3DJH_ �� 

 
)LJXUH���+HSDWLWLV�%�YLUXV�YDFFLQDWLRQ�FRYHUDJH�DPRQJ�FKLOGUHQ�EHORZ���\HDU�LQ�$6($1�

5HJLRQ 

 

Viral Hepatitis Vaccination Coverage in the ASEAN 
Region 

 

The WHO Global Observatory data 
on hepatitis B vaccine coverage 
among children below 1 year old 
in the ASEAN region reveals a 
range of coverage percentages 
spanning from 70% to 99%. This data 
sheds light on the immunization 
efforts within the ASEAN countries, 
showcasing the varying degrees of 
success in ensuring that the 
younger population is protected 
against Hepatitis B. 
Within this spectrum, Brunei 
Darussalam stands out as a leader, 
boasting the highest vaccine 
coverage rate of 99%. This 
remarkable accomplishment 
reflects the country's robust 
commitment to public health and 
immunization initiatives. On the 
other end of the spectrum, 
Myanmar struggles with a 

comparatively lower vaccine 
coverage rate of 71%, indicating 
potential challenges in reaching 
vulnerable populations with 
adequate healthcare services. 
The data also highlights the 
impressive immunization efforts of 
other countries in the ASEAN 
region. Thailand secures the 
second-highest position with an 
impressive coverage rate of 97%, 
closely followed by Malaysia and 
Singapore at 96% each. These 
countries showcase substantial 
achievements in extending 
healthcare access and promoting 
vaccination awareness. 
The mid-tier performers in this 
regard include Vietnam with a 
coverage rate of 91%, Indonesia at 
86%, Cambodia with 85%, and Lao 
PDR with 80%. While not achieving 
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the highest coverage rates, these 
countries demonstrate a 
commendable commitment to 
immunization, albeit with room for 
further improvement.  

The data reveals that the 
Philippines and Laos face 
significant challenges in 
achieving widespread vaccine 
coverage. The Philippines reports 
a coverage rate of 72%, 
indicating a potential need for 
enhanced strategies to reach 
more children with vital 
immunizations. Laos, with a 
coverage rate of 80%, showcases 
the efforts made while 
emphasizing room for further 
progress. 
However, the emergence of the 
COVID-19 pandemic has cast a 
shadow over these 
achievements. The pandemic's 
severe impact on National 
Immunization Programs across the 
ASEAN region has resulted in a 
potential plummet in coverage 
rates to below 50%. This alarming 
trend poses a serious threat to the 
prevention of viral hepatitis 
infections in the years to come. As 
vaccine delivery and outreach 
efforts have been disrupted by 
the pandemic, there is a 
heightened risk of decreased 
protection against preventable 
diseases like hepatitis B. 
In conclusion, the WHO Global 
Observatory data provides a 
comprehensive overview of 
hepatitis B vaccine coverage 
among children below 1 year old 

in the ASEAN region. The range of 
coverage percentages 
underscores the diverse successes 
and challenges faced by different 
countries. While some nations 
have excelled in their 
immunization efforts, others are 
grappling with achieving 
widespread coverage. The 
COVID-19 pandemic's impact on 
immunization programs adds an 
urgent dimension to this issue, 
emphasizing the need for 
collective efforts to maintain and 
enhance vaccine coverage to 
prevent future health threats. 
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