Republic of the Philippines
Department of Health
OFFICE OF THE SECRETARY

November 29,2019

DEPARTMENT MEMORANDUM
No. 2019- O#(5

FOR g UNDERSECRETARY AND ASSISTANT SECRETARIES OF FIELD
IMPLEMENTATION & COORDINATION TEAM; DIRECTORS OF
CENTERS FOR HEALTH DEVELOPMENT; CHIEFS OF DOH
MEDICAL CENTERS, HOSPITALS, SANITARIA, TREATMENT AND
REHABILITATION CENTERS (TRCs) AND DOH-DESIGNATED HIV
TREATMENT HUBS AND PRIMARY HIV CARE FACILITIES; AND
OTHERS CONCERNED

SUBJECT : Expansion of the Hepatitis B Demonstration Project in DOH Medical
Centers, Hospitals, Sanitaria, Treatment and Rehabilitation Centers and
HIV Treatment Hubs with Priority Screening for DOH Personnel

I. BACKGROUND

According to the World Health Organization (2017), approximately 325 million or 44% of
the global population were living with chronic hepatitis infection in 2015. In the Philippines, about
9.6% of the adult Filipino population are said to be chronically infected with Viral Hepatitis B.

[n 2017, the Department of Health issued the Policy on the Prevention and Control of Viral
Hepatitis. One of its priority components is to guarantee access to effective treatment for patients
with viral hepatitis. Through a demonstration project, the program provided interim guidelines in the
treatment of patients diagnosed with chronic Hepatitis B. Furthermore, it set guidelines for the
integration of Chronic Hepatitis B (CHB) management in selected health facilities in the National
Capital Region (NCR) and Central Luzon. Initial evaluation of the implementation in demonstration
sites suggests a need to maximize enrollment in the Viral Hepatitis Program.

II. DETAILS
1. All DOH Medical Centers, Hospitals, Sanitaria, TRCs and DOH-Designated HIV Treatment Hubs
are hereby directed to expand their treatment services to include management of Hepatitis B. They:
a. Shall screen all DOH Personnel including job orders, and contractual workers with priority
given to personnel with a high risk of contracting Hepatitis B.
b. Shall recall patients who were previously screened reactive for HBsAg for further laboratory
tests and/or examinations;
c. Shall provide free laboratory tests for AST, ALT, and Platelet Count to all HBsAg positive
patients;
d. Shall provide free antiviral therapy to all treatment-eligible patients;

2. All DOH Primary HIV Care Facilities (listed in DM 2019-0380) are hereby directed to expand
their treatment services to include management of Hepatitis B. Specifically, HIV Treatment Hubs:
a. Shall encourage their clients to get tested for Hepatitis B in the nearest DOH Hospitals.
b. Shall refer known HBsAg positive clients not on Tenofovir regimen to DOH Hospitals for
further laboratory test and/or examinations.
c. Shall appropriately manage patients with Hepatitis B-HIV coinfection.

Building 1, San Lazaro Compound, Rizal Avenue, Sla. Cruz, 1003 Manila e Trunk [4[1(3'65‘1'—‘?800‘ local'l T3 08 H35
Direct Line: 711-9502; 711-9503 Fax: 743-182%e URL: http',/f'wwx-v.doh.gov.'ph‘j;e{r‘r‘mil:l@l(ud@d{ih.ﬁ'iiv_.m':! O




3. CHD employees including job orders and contractual workers shall be offered the same screening
and treatment services by the DOH Regional Hospital.
4. The management of Hepatitis B shall be in accordance with the interim guidelines set in DOH
Department Memorandum No. 2019-0062. (Annex A)

IT1. Monitoring

I. All DOH Hospitals and DOH-Designated HIV Treatment Hubs shall provide monthly reports to
the RESU on the following indicators (Annex B and Annex C)

®m o aoe o

For compliance.

Number of persons screened for HBsAg

Number of persons positive for HBsAg

Number of treatment eligible CHB paticnts

Number of treatment eligible CHB patients who were started on treatment

Number of CHB patients who are still on treatment six months after initiation

Number of HBV suppressed (DNA<2,000 copies) patients after 1-year of treatment
Number of CHB patients who developed Hepatocellular carcinoma after 1-year treatment.

By Authority of the Secretary of Health

MYRNA C. CABOTA
Undersecretary of [Healgh
Public Health SerWces [leam

I, MD, MPH, CESO III
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Republic of the Philippines
Department of Health
OFFICE OF THE SECRETARY

Interim Guidelines on Chronic Hepatitis B Testing and Treatment

I. RATIONALE

The Hepatitis B Virus (HBV) is a partially double-siranded DNA virus belonging (o the
Hepadnaviridae family. HBV infection has a long incubation period, varying belween 1 (o §
months. In 95% of persons infected in adulthood, the infection resolves spontaneously and
will not lead to chronic infection. In countries with high Hepatitis B prevalence like the
Philippines, the most common mode of transmission is through mother to child at birth
(vertical transmission) and transmission via contact with infected body fluids through broken
skin in early childhood. Hepatitis B is a vaceine-preventable infection. Hepatitis B vaccination
is ideally done by giving a “birth dose” {within 24 hours of birth), followed by the standard 3-
dose vaccine regimen. Birth dose followed by at least two doses can effectively prevent
vertical transmission of Hepatitis B in around 90% of cases, while a full 3-dose series of
regular Hepatitis B vaceine can give 98% to 100% protection in >95% of healthy infants,
children and young adults.

Viral hepatitis has a high economic burden. The cost for management and medication of both
Hepatitis B and C are not only very expensive, but also very hard to access especially in ruraf
areas. On top of these, patients with viral hepatitis can also fose economic potential due to
termination fiom work, denial of employment for new Job applicants, or loss of productivity
due (o cirrhosis and/ or liver cancer,

An estimated 10% of all adult Filipino pepulation are chronically infected with the Hepatitis
B virus (HBV). In the Philippines, chronic Hepatitis B infection (CHB) is the leading cayse
of cirrhosis and hepatocellular carcinoma (HCC), which develop in up to 30% of palients with
CHB, Liver cancer is the filth most common cancer and (he second most frequent cause of
cancer-related death globally, with HCC accounting for about 90% of all primary iiver
cancers,

In 2014, the World Health Assem bly (WHA) underscored the need to eliminate Viral Hlepatitis
(including Hepatitis B) as a public health threat, Also, combating hepatitis hag been included
in the ratified Sustainable Development Goals, specifically under SDG 3.3, Moreover, the
World Health Organization (WHO) defined the elimination of Viral Flepatitis as achieving a
90% decrease in new chronic infections and 65% reduction in deaths, For guidance, the WHOQ
has released the Global Health Seclor Strategy on Viral Hepatitis for 2016-2021. This strategy
targets Lo increase diagnosis of those infected by Hepatitis B to 30 percent by 2020, and to
give antiviral therapy to 80% of eligible hepatitis B patients by 2030, Antiviral therapy,
together with efforts in screening, diagnosis and prevention, should lead to a 65% reduction
in mortality from CHB by 2030,

This guideline is developed to ensure the safe and elfective use of antiviral therapy in patients
with CHB. This is also proafl of the Philippine Government’s commitment 1o the WHA
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declaration of eliminating Viral Hepatitis as a public health threat. It is mainly adapted from
the WHO Prevention, Care and Tveatment of Persons with Chronic Hepatitis B Infection
(2015) and the Hepatology Society of the Philippines’ Consensus Statements on the
Management of Chronic Hepaiitis B (2014), and existing liver expert society guidelines (
Astan Pacifie Association for the Study of the Liver (2015), American Association for the Study
of Liver Diseases (20135), and the European Association for the Study of the Liver (2017). The
creation of this treatment guideline was made possible through the collaboration of the
Department of Health, the Hepatology Society of the Philippines and the WHO-Western
Pacific Region and Country Office. These guidelines shall be updated as new information and
data become available.

This copy shall serve as an interim guideline 1o be used for the Hepatitis B Treatment
Demonstration Project in selected sites in Regions 11T and NCR, and in other future additional
sites, if applicable. This shall also serve as an interhn reference for the clinical management
of Chronic Hepatitis B in the Philippine setting while waiting for the final treatment guideline
to be published by the Department of Health.

It OBJECTIVES

General

This guideline aims to provide ail physicians with evidence-based recommendations on the
management of patients with CHB in the Philippines.

Specific
1. To provide guidance on the management of patients with CHB.
2. To define the roles and responsibilities of the different stakeholders in the

implementation of this guideline.
I, SCOPE AND COVERAGE
This Administrative Order (AQ) covers government and private health facilities managing

patients with CHB. It sets the minimum requirements for the initiation of and monitoring
during antiviral therapy.

L DEFINITION OF TERMS

1, Natural History of HBY Infection

1. Chronic Hepatitis B Persistence of Hepalitis B surfage antigen (FBsAg) for six
infection months or more after acute infection with HBV,

For the purpose of this guideline, in the absence of a recent
history of possible exposure in the past 6 months to Hepatitis
B, a single positive serological assay for detection of HBsAg
warrants the consideration of Chronic Hepatitis B infection,

2. HBeAg Loss of HBeAg and development of anti-HBe
seroconversion




. HBsAg

Loss of HBsAg and development of anti-HBs

seroconversion
. Cirrhosis An advanced stage of liver disease characterized by extensive
hepatic fibrosis, nodularity of the liver, alteration of fiver
architecture and disrupted hepatic circulation
. Decompensated Clinical complications of cirrhosis become manifest, including
cirrhosis

jaundice, ascites, spontaneous baoterial peritonitis, esophageal
varices and bleeding, hepatic encephalopathy, sepsis and renal
failure

. Hepatocellular
carcinoma (HCC)

Primary cancer of the liver arising in hepatocytes

2. Serological Markers for HBV

. Hepatitis B surface
antigen (HBsAg)

HBYV envelope protein and excess coat particles detectable in
the blood in acute and chronic hepatitis B infection

. HBsAg loss

Two (2) consecutive HBsAg levels <0.05TU/MmL at least |
year apart

. Hepatitis B e-antigen
(HBeAp)

Viral protein found in the high replicative phase of hepatitis
B; marker of high levels of replication with wild-type virus.
It appears early in the course of Hepatitis B infection.

. Hepatitis B surface
antibody (anti-HBs)

Antibody to HBsAg; develops in response lo HBY
vaccination and during recovery from acute Hepatitis B,
denoting past infection and immunity

. Anti-HBe

Antibody to HBeAg. Detected in persons with fower levels
of HBV replication but also in HBeAg-negative disease (i.e.
HBY that does not express HBeAg),

3, Tests for the Assessment and Monitoring of Hepatitis B Infectlon

. Alanine aminotransferase
(ALT) and aspartate
aminptransferase (AST)

Intracellular enzymes which, as they are released after cell
injury or death, reflect liver cell injury

. HBV deoxyribonucleic
acid (DNA)

HBYV viral genomes that can be detecled and quantified in
serum, HBV DNA correlates with levels of circulating viral
particles, FIBY DNA is measured as IU/mL or copies/mL (1
IJ/mL ~ 5 copies/mL; values given as copies/ml can be
converted to TU/mL by dividing by a factor of 5, i.e. 10000
copies/mL = 2000 TU/mL)

. AFP {alpha-fetoprotein)

A host cellular protein. High levels can oceur in persons with
hepatocellular carcinoma (HCC).

. Persistently abnormal
ALT level

In adults: Two ALT determinations above the upper limit of
notrmal at least 3 months apart. '




Tn children: Three ALT determinations greater than twice the
upper limit of normal (to be monitored every 3 months for at

least 6 months)

4, Assessment of Liver Fib

rosis by Non-Invasive Tests (NIT)

1.

Aspartate
aminotransferase (AST)-
to-platelet ratio index
{APRI score)

Simple index for estimating hepatic fibrosis based on a
formula derived from AST and platefet concenirations.

AST Level /lULN*
Platelet Count (10%/L)

APRI Score = ( ) X 100

APRI Score can also be derived through the following
electronic tools:
1) Online calculator:
hitpi/fwww. hepatitise.uw.edu/page/clinical-
caloulators/apri (see Figure 2 for the QR Code)
2) Mobile App: Calculate by QxMD, downloadable via
iTunes App Store and Google Play Store (see Figure
3 for the QR Code)

*ULN-Upper Limil of Normal

2,

Commercial biomarker
test (LiverFast®)

Panel of tests that uses the results of six blood markers to
estimate hepatic fibrosis

3.

Transient elastography

A technique to measure liver stiffness (as a surrogate for
fibrosis) and is based on the propagation of a shear wave
through the liver

IV!

11,

GENERAL GUIDELINES

1, All Hepatitis B infected persons should be properly assessed for treatment eligibility.

Where resources are limited, less costly but reliable alternative diagnostic tests/indices

may be utilized to guide the clinician in the decision to initiate treatment, and in
monitoring response to treatment and disease progression.

persons to ensure early

Healthcare providers in primary care must be trained to manage Hepatitis B infected

assessment and timely initiation of treatment, especially in

resource-limited settings. Opportunities for collaboration with specialists involved in
the care of Chronic Hepatitis B patients should be made available.

safe antiviral therapy.

Treatment-eligible chronic Hepatitis B patients should have access to effective and

Chronic Hepatitis B patients started on treatment shall be closely monitored for
adherence, response to treatment, adverse effects, drug reststance, treatment failure,
and liver disease progression.

SPECIFIC GUIDELIN

ES

I, Guidelines for Hepatitis B Testing:




A, Target Population
1. In concurrence to the WHO recommendation, all adult Filipinos should have

3

1,

routine access to and be offered testing services, if linkage to prevention, care

and {reatment services are both available and accessibie to the patients.

In all settings, regardless of whether delivered through facility- or community-

based testing, HBsAg serological testing and linkage to care and treatment

services must be considered a priority to the following individuals:

a. Adults and adolescents from populations most affected by HBV infection
(i.e. who are either part of a population with high HBV seroprevalence or
who have a history of exposure and/or high-risk behaviors for HBV
infection):

i, Men who have sex with men (MSM}
ii.  People who inject drugs (PWIDs)
iil.  People in prisons and other closed settings
iv.  Sex workers
v.  People with HIV
vi,  Overseas Filipino Workers (OFWs)

b, Adults, adolescents and children with a clinical suspicion of chronic viral
Hepatitis B

¢, Sexual pariners, children and other family members, and close household
contacts of those with HBV infection

d. Health-care workers: in all settings, it is recommended that HBsAg
serological testing be offered and hepatitis B vaccination given to all
health-care workers who have not been vaccinated previously (note: to be
matched with the guideline from the Occupational Health Office)

e. Pregnant women: HBsAg serological testing should be routinely offered to
all pregnant women in antenatal clinics as part of the prenatal screening,
with linkage to prevention, care and ftreatment services. Couples and
partners in antenatal care seitings should be offered HBYV testling services
as well,

In all settings, screening of blood donors should be mandatory with linkage to

care, counselling and treatment for those who test positive,

Mode of Testing

For the diagnosis of chronic HBY infection in adults, adolescents and children
>12 months of age, a serological assay that meets minimum quality, safety and
performance is recommended to detect hepatitis B surface antigen (HBsAg).
Laboratory-based immunoassays are preferred in settings where laboratory
testing is already available and accessible.

Rapid Diagnostic Tests (RIDTs) are preferred 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. Examples of this include Rural
Health Units (RHUs), City Health Centers and Antenatal/ Lying in clinics.

A single serological assay for detection of HBsAg is recommended, prior to
further evaluation for HBY DINA and staging of liver disease. Confirmation of
HBsAg positivity on the same immunoassay with a neutralization step or a
second different RDT assay for detection of HBsAg is not required but can be
performed whenever there is doubt on the accuracy of the previous test.



C. Quantitative HBV DNA levels and HBeAg status, when available, should be taken
at baseline to guide decisions on initiating treatment,

D. Whenever available, HBeAg testing shall be performed following a positive
HBsAg serologic test. Afterwards, a quantitative or qualitative Nucleic Acid Test
(NAT) for detection of HBY DNA shall be done irrespective of the HBeAg result.
This will serve as the preferred system of guidance on who to treat (or not to treat)
for Chronic Hepatitis B infection.

E. Whenever HBeAg is not available or accessible, directly following a positive
HBsAg serological test, the use of quantitative or qualitative nuclele acid testing
(NAT) for detection of HBY DNA can provide guidance on who to treat or not
treat,

. QGeneral Treatment Guidelines

A. Diagnosis and Initial Evaluation of Chronic Hepatitis B

1. In those above 12 years of age, Hepatitis B infection shall be diagnosed using
a serologic assay for the Hepatitis B Surface Antigen (FTBsAg) either through
a Rapid Diagnostic Test, or in the form of a laboratory-based immunoassay
(see Section VI-2, Guidelines for Hepatitls B Testing).

2. In the absence of recent history of possible exposure in the past 6 months to
Hepatitls B, a single positive serological assay for detection of HBsAg,
warrants the consideration of Chronic Hepatitis B.

3, Comprehensive patient education and counselling should be provided to all
patients who are diagnosed with hepatitis B infection (Table {}.

4, Tollowing a positive HBsAg test result, the presence of cirrhosis must be
assessed based on clinical parameters (i.e., physical exam and laboratory tests)
or when available, based on liver blopsy findings or non-invasive testing for
fibrosis (NIT).

5. In resource-limited settings, the aspartate aminotransferase/platelet ratio index
(APRI) is the preferred NIT to assess for the presence of cirrhosis (APRI score
»2 in adults). Other proprietary NITs may be used where they are available,
and cost is not a major constraint, Table 2 shows the cut-off values of these
non-invasive tests,

6. Quantitative HBV DNA levels and HBeAg status, when available, should be
taken at baseline to guide decisions on initiating treatment,

7. For those with risk factors, testing for Hepatitis C Virus (HCV) (Table 3) and
Human Immunodeficiency Virus (HIV) (Table 4) is encouraged at baseline,
HCV and HIV screening are required for all patients who are to start Hepalitis
B antiviral therapy.

8. For those with risk factors for hepatocellular carcinoma (HCC) (Table 5),
sereening and surveillance for HCC (e.g. AFP and ultrasound) should be done
every 6 months.

B. Criteria for initiation of antiviral therapy in patients with CHB (Figure 1)

1. Patients diagnosed with Chronic Hepatitis B shall be evaluated for cirrhosis at
baseline entry. Cirrhosis can be diagnosed through the presence of any the
following:

a. On history or physical exam: presence of jaundice, coagulopathy, ascites,
variceal  hemorrhage, thepatic  encephalopathy,  hepatomegaly,
splenomegaly, pruritus, fatigue, spider angiomata, and palmar erythema,
or

b. APRI score of > 2 or other proprietary non-invasive tests for fibrosis (see
Table 2 and Definition of Terms), or;



¢. Imaging tests indicating cirrhosis (ultrasound, CT or MRJ), when available,
or

d. Liver biopsy showing cirrhosis, when available,

Adults, adolescents and children with CHB and clinical evidence of
compensated or decompensated cirrhesis shall be prioritized and given
antiviral therapy, regardless of ALT levels, HBeAg status or HBV DNA levels.
Adults with CHB who are not cirrhotic, but have persistently abnormal ALT
levels, together with evidence of significant HBV replication, should be treated
with antiviral therapy, The following are the recommended cut-offs lor
significant HBV replication based on HBeAg status:

Table 1. Cut-off Values for Significant HBV Replication Based on HBeAg
Status :

HBeAg Status HBYV DNA Value
~ Positive 2 20,000 1U/mL,
Negative > 2,000 T8)/mL

When HBeAg testing is not available; treatment may be consideted for those
with persistenily abnormal ALT levels and HBYV DNA > 20,000 [U/mL,
When HBV DNA testing is not available: Treatment may be considered
based on persistently abnormal ALT levels alone, regardless of HBeAg status,
but other commeon causes of consistently raised ALT such as nonalcoholic fatty
liver disease (NAFLD), chronic alcohol abuse, Hepatitis C infection must be
excluded first. Specialist referral is recommended in patients starting
antiviral therapy based on this indication,

Continued monitoring is necessary in all persons with CHB. Special attention
should be given to those who do not currently meet (he recommended
criteria for treatment currently bul may require antiviral therapy in the
future to prevent progressive liver disease,

Initiating Treatment for Treatment eligible patieats

1.

In all adults, pregnant women, adolescents and children aged 12 years or older
in whom antiviral therapy is indicated, the nuclecs(t)ide analogues (NAs)
which have a high barrier to drug resistance are recommended: tenofovir
disoproxil fumarate (TDF), tenofovir alafenamide (TAF), or entecavir (ETV)).
For patients who have been treated with NAs in the past, the recommended NA
is TDF or TAF.

The dose of antiviral therapy for both adults and chitdren and the dose
adjustment for adult patients with renal impairment, are outlined in Tables 6,
7 and 8. Children who require antiviral treatment should be comanaged with a
pediatric gastroenterologist or hepatologist,

Aveidance of TDF and use of ETV or TAT instead, or dose reduction of TDF
(guided by Table 8) is advised in those at risk of renal and bone disease (Table
9.
The use of TAF is not recommended in children (<19 years).

Nucleos(t)ide analogues with a fow barrier to resistance (famivudine, adefovir
tetbivudine or clevudine) are associated with high rates of drug resistance and
should not be used,



6. Recommended duration of antiviral therapy and criteria for discontinuaticn of

NAs,

a. Persons with compensated or decompensated cirrhosis-should NOT
discontinue treatment and need nucleos(t)ide analogues (NAs) lifelong.

b. In all other patients, lifelong therapy is likewise recommended because of
the high rates of virologic breakthrough after discontinuation

¢. Discontinuation of antiviral therapy may be considered exceptionally
ONLY in those who satisfy ALL of the following criteria:

i, No clinical or diagnostic evidence of cirrhosis and,

ii.  Persistently normal ALT leve! and persistently undetectable HBV
DNA level (when testing is feasible). Persistently normal ALT Jevel
and persistently undetectable DNA level is defined as normal ALT
levels and undetectable DDNA levels respectively at 3
determinations taken at 6-month intervals over 2 years and,

iii,  Can be followed up carefully long term for reactivation and,

iv. In persons initially HBeAg-positive, HBeAg loss and
seroconversion to anti-HBe and after completion of at least one
additional year of treatment after seroconversion,

d. Discontinuation of antiviral therapy may also be considered in cases where
the patient becomes HBsAg negative, following either antiHBs
seroconversion or at least an additional 12 months of treatment following
HBsAg loss.

e. Monitoring in those who discontinue antiviral ther apy.

i.  Discontinuation of antiviral therapy will require close monitoring
for reactivation and should be done under the supervision of a
specialist (gastroenterologist/hepatologist for adults and pediatric
gastroenterologist/hepatologist for children),

ii,  ALT and HBV DNA (when HBY DNA testing is available) should
be monitored monthly for the fitst 3 months then every 3 months
for 1 year, then every 6 months thereafter.

f. Resumption of prior antiviral therapy should be considered if there are
signs of reactivation which include any of the following;

i, HBsAg or HBeAg becomes positive from negative

ii.  Increasing ALT levels

i,  HBY DNA becomes detectable again (when HBY DNA testing is
available)

D. Monitoring of patients diagnosed with Chronic Hepatitis B

1. Monitoring during antiviral therapy
a. Persons initiated on antiviral therapy should be seen every 3 months,
Adherence and signs of treatment failure should be strictly monitored
regularly and at each visit. More frequent monitoring, and specialist
referral shall be done for patients with decompensated cirrhosis.
b. In persons on antiviral therapy the following should be monitored at least
annually

i, AST, ALT, and platelet count

il APRI score (caleulated from AST and platelet count)

iii. HBsAg

lv.  HBeAg, anti-HBe and HBY DNA levels (when available)

v.  Signs of treatment failure (l.e, rising ALT or AST levels, rising
HBV DNA levels (when available), or development of clinical
signs and symptoms of decompensation (i.e., jaundice, ascites,
encephalopathy, weight loss)



¢. Renal function should be monitored arinually. It should be monitored every
6 months in patients at high risk of renal toxicity, including those with
CrCL < 50 ml/min., Monitoring of renal function may be through the
following:
i.  Serum creatinine and estimated GFR trend (preferred)
ii.  Monitoring for proteinuria and glucosuria (urine dipstick)
iii.  Serum Phosphate
d. Growth monitoring, as well as specialist follow-up by a pediatric

gastroenterologist or a pediatrician in children {above 12 years of age) on
tenofovir disoproxil fumarate,

E. Monitoring of those not currently on antiviral therapy

a. In persons who do not yet meet the criteria for antiviral therapy, the
following should be monitored at least annually:
i, ALT, AST and platelet count
ii,  APRI score (calculated from AST and platelet count)
iii. HBsAg

iv., HBeAg, anti-HBe and HBY DNA levels (when available)

v.  Noninvasive tests for fibrosis (eg Liver Elastography or proprietary
blood tests for fibrosis) to assess for cirrhosis, in those without
cirrhosis at baseline (when available),

b. More frequent monitoring shall be done every 6 months in;
i.  Persons who have intermittently abnormal ALT levels

ii. HBeAg positive persons who have fluctuating HBV DNA levels
between 2000 TU/mL and 20,000 1U/mL. (when HBV DNA testing
is available)

ifi.  HIV and HCV co-infected persons
c. Screening for Hepatocellular Cancer in high risk HBsAg positive
individuals using Liver ultrasound and AFP testing every 6 months for
those who have risk factor(s) for HCC (Table 5),

3. Treatment Guidelines for Special Populations
A, HIV-HBYV Coinfection

1

2.

All HIV-HBV coinfected individuals must be started on appropriate ART
regimens regardless of CD4 count.

HIV-HBV-coinfected persons should be simultancously treated for both HIV
and HBYV infection, and receive antiretroviral therapy (ART) that is active
against both viruses to reduce the risk of resistance. A tenofovir-based regimen
is the recommended therapy, which should include tenofovir/lamivudine, or
tenofovir/ emtricitabine (provided there is no contraindication to tenofovir),
together with a third drug efavirenz, to prevent the selection of HIV-resistant
mutants,

B. Pregnant women

1,
2.

3.

All pregnant women should be screened for Hepatitis B at the first prenatal
visit,

Indications to treat Chronic Hepatitis B in adults as already outlined above also
apply to preghant women.

To prevent mother-to-child HBYV transmission, the first dose of hepatitis B
vacoine should be given to the infant within the first 12-24 hours of life
followed by 2-3 doses of the vaccine as prescribed by the DOH EPI schedule.
When it is available, for babies born to HBsAg+ mothers, Hepatitis B
Immunoglobulin 0.5 mi should be administered IM as soon as possible after



10,

11.

12.

birth (within 12-24 hours) at the same time but at a different site as the birth
dose of the Hepatitis B vaccine,

Tenofovir disoproxil fumarate (TDF)is the preferred antiviral if treatment is
deemed necessary during pregnancy. -
Pregnant women considered for antiviral treatment should be co-managed with

specialists (hepatologist - or. gastroenterologist or- OB-Infectious - Disease.

specialists). : S

For mothers who do not satisfy criteria for antiviral therapy as outlined in
Section V1. B, antivirals may be indicated to decrease the risk of neonatal
transmission of Hepatitis B when maternal HBY DNA > 200,000 TU/mL.
Short-term treatment with antivirals starting from 28 to 32 weeks of gestation
is recommended using TDF for decreasing transmission.

For mothers who start TDF in the third trimester, NAs can be stopped at birth,
when breastfeeding starts, or 1-3 months after delivery, if there is no
contraindication to stopping NAs . Due to the uncertainty in long-term safety
for the infants, the risk and benefits of breast-feeding and possible infant
exposure to tenofovir must be discussed by the health provider with the mother.
Maternal liver disease status may be an indication to continue antivirals after
delivery.

Pregnant women with Chronic Hepatitis B who remain untreated or
discontinue antiviral treatment during pregnancy or early after delivery for any
reason, need to be monitored closely for viral flares especially after delivery.
Breastfeeding is not contraindicated in mothers who are Hepatitis B positive,
TDF may be minimally excreted in breastmilk and are unlikely to cause
significant toxicity, The unknown long-term risk of infant exposure to
tenofovir must be made known to mothers, If the option of stopping antivirals
after birth is taken, close monitoring for flares through ALT monitoring every
1-3 months must be done,

Post-vaccination testing with HBsAg and antiHBs of infants of HBsAg
positive mothers is recommended 1-2 months after the last dose of the Hepatitis
B Vaccine,

. Patients who are being enrolled in PReP Program

L.
2.

3,

All persons starting PReP should be screened for Hepatitls B with HBsAg and

anti-HBs,

If they are negative for HBsAg and anti-HBs, vaccination for HBV is

recommended.

Indications to treat Chronic Hepatitis B in adults as already outlined in Section

VI.B. also apply to CHB patients starting PReP,

If CHB patients starting PReP satisfy criteria for antiviral therapy as outtined

in Section V1.B,, they should be given antiviral therapy containing TDF and

undergo monitoring as outlined in Section VLD.1,

For CHB patients who do not satisfy criteria for antiviral therapy as outlined

in Section VI.B. and are started on PReP. A regimen containing TDF must be

used for PReP. These patients should be closely foilowed for adherence.

If a CHB patient on PReP decides to stop PReP, the foilowing should be

considered:

a. If they had an indication for antiviral therapy for CHB as outlined in
Section VLB, they need to continue antiviral therapy for CHB with TDF
and undergo monitoring as outlined in Section VI.D.1,

b. 1fthey did not have an indication for antiviral therapy as outlined in Section
V1B, they need to be monitored closely for viral flares especially after
discontinuation of PReP, This is done through ALT monitoring every 1-3
months,



7, CHB Patient who are already on antiviral therapy.

a.
b.

c.

These patients should be evaluated according to Section VLA,

HBV DNA testing within 6 months of clinic visit is mandatory In these
patients.

If HBY DNA is not detectable, the patient can be continued on TDF or
switched to TAF if they were already of TDF or switched to TDF or TAF
if they wete on a NA other than TDF or TAF.

These patients should then undergo monitoring as outlined in Section
V1D.1,

If HBY DNA is detectable, referral to a specialist is recommended for co-
management,

8. Patients with decompensated cirrhosis

a.
b.

Specialist (Hepatologist or Gastroenterologist) referral should be done.
For patients with signs of hepatic decompensation (encephalopathy,
jaundice, coagulopathy), treatment should be initiated promptly with
entecavir or TDF.

9, Patients at risk for or with renal impairment

a.

b.

For patients at risk for kidney disease, TAF or ETV are the preferred
antivirals, (See Appendix Tables 8 and 9)

All NAs require dose adjustment and should be used with caution in
persons with renal impairment or in renal transplant patients, They should
be co-managed with a specialist in Hepatitis B and in kidney discases
Unexpected deterioration of renal function during antiviral therapy may
necessitate a change of treatment or further dose adjustment,

All HBsAg-positive persons undergoing renal iransplantation should
receive prophylactic NA therapy to prevent HBV reactivation.

10. Children

a.
b

e

CHB is generally benign and asymptomatic in children (<19 years old) as
they are generally in the immune tolerant phase of the infection.

For children with hepatitis B who are assessed to require {reatment, refer
for specialist consult

Antiviral therapy generally require long-term treatment and there are
concerns regarding long- term safety and drug resistance, Hence, a
conservative approach is generally indicated unless the child presents with
cirrhosis or evidence of severe ongoing liver inflammation on liver biopsy.
Criteria for the initiation of antiviral therapy for HBV in childhood follow
the criteria used for adults (Refer to Section VL. B.)

i, HBeAg positive children with ALT 1-2 times of the upper limit of
the normal value (ULN) with HBV DNA> 20,000 1U/ml AND
HBeAg negative children with ALT 1-2x of the ULN with HBY
DNA > 2,000 TU/mL should have other liver diseases ruled out and
preferably have liver biopsy to document mederate to severe
necroinflammation prior to starting antivirals.

i, Non-invasive tests for fibrosis (i.e., APRI score, commercial
biomarker tests, transient elastography) are not recommended for
use in children. Currently, the utility of NIT’s in the pediatric
population, while promising, remain largely investigational.

4, Guidelines on When to Seek Specialist Care



Specialist care is warranted for CHB patients with the following conditions:

A, Decompensated cirthosis

Uncertain progression of disease or with signs of treatment failure

Indications for treatment are uncertain

. Family history of hepatocellular carcinoma

HIV or HCV co-infection

Renal impairment, on dialysis, or renal transplant patient

Current antiviral therapy for CHB with detectable HBY DNA

Pregnancy

Pediatric patients

Patients who will receive chemotherapy or immunosuppressive therapy including

steroids

K. Hepatitis B-infected health care workers who need evaluation and clearance prior
to performing Exposure Prone Procedures,

MFnOTMmUOmE

Attached in this circular is the algorithm for the demonstration project, from screening to end-
referral level,



Table 1, Initial evaluation and counselling of patients with Hepatitis B should include the
foilowing:

» History: medical, family history of liver cancer or cirrhosis, liver-related symptoms (i.¢.,
jaundice, abdominal distention, gastrointestinal bleeding, encephalopathy)

¢ Complete physical examination - jaundice, ascites, hepatomegaly and splenomegaly,
encephalopathy, asterixis

» Standard required laboratory tests: ALT, AST, CBC, including platetet count and white cell
count;

¢ Additional tests to assess liver disease: serum albumin and prothrombin time or international
normalized ratio (INR), Tofal bilirubin

v  Quantification of setum HBY DNA, HBeAg and anti-HBe, when available

o Non-Invasive Tests for fibrosis — APRI score and/or Transient Elastography (when
avallable) or Liver Fast'™™ {when available)

+ Ultrasonography and alpha-fetoprotein (AFP} for HCC screening

¢ Baseline renal function®: Creatinine, Creatinine clearance (CrCl)/estimated glomerular
filtration rate (eGFR) using the Cockeroft-Gault (CG)

o Assessment of baseline risk for renal dysfunction®

» Presence of comorbidities including coinfections: HIV, HCV or HDYV, impaired glucose
tolerance, dyslipidemia, nonalcoholic fatty liver disease, alccholic liver disease, jron
overtoad and drug/toxin-induced injury

» Assessment of alcohol consumption, counselling regarding abstinence

e Test for anti-HAV 1gG. [T negative, vaccination is recommended.

¢ Advise regarding screening of household and family members with HBsAg, and advise
regarding contact and {ransmission precautions

sAn online saleulator is avallable al hup:/nephron,com/cgi-bl/CGSLegl. For ehildren, the Sehwartz or similar formula can
be used: htpuinephron.com/bedsidepedsnic.eai.

TG formuln: eGIFR = { 140 — nge) x (wt in kg) x 0.85 (ir female) / {72xCr in mg%) Eslimalion of GFR based on these formulas
may underestimate the degree of renal dysfunstlon if muscle mass is lower than the uge und sex standards, as is frequently
the case in FIV-infocted individuals,

PRyctors nssocinled with a higher risk of renal dysfunction include: decompensated chrhosls, Cril <50 ml/min, older age,
bady mass index (BMI) <I8.5 keg/m2 (or body weighl <30 kg), peorty controtled hyperlension, prolginuriz, wncontrolied
diabales, active glomerulonephritis, concomitant use of nephrotoxic drupgs o & boosted protease inhibilor (B1) Tor KTV, and
solid organ transplantation,

Tahe 2. Cut-ofl values of non-invasive tasts for the detection of cirrhosis,

APRI (high cut-off) | Commercial Transient Elastography
Biomarker  Test
(Liverlast®)
Cirrhosis >2.0 =0.75 >12.5 kilopascal (kPa)
(METAVIR F4)




Table 3. Persons at risk for acquitlng hepatitis C virus (HCV) infection

History of transfusion of blood and/or blood products, and organ transplantation prior to 1995
End stage renal disease patient on maintenance hemodialysis

History of intranasal use or injection of iilicit drugs

History of acquiring a tattoo and body piercing in an uncontrolled environment
Incarceration

Unprotected sex with an HCV-infected partner

Unsafe sexual practices

Being born to an HCV-infected mother

Close household contacts of HCV-infected patients

Persistently elevated levels of alanine aminotransferase

History of needle-stick and other sharps injury, or mucosal exposure

Table 4. Risk factors for HIY infection

Multiple sexual partners

Unprotected sex with a person who has multiple sexual partners
History or recent diagnosis with sexually transmitted infections
Men who have sex with men

History of intravenous drup use for recreation purposes
Unprotected sex with an HiV-infected person

Children born to HIV positive mothers

Table 5. Chronic hepatitis B subgroups at risk for hepatocetlular carcinoma (HCC}) who
require surveillance

Asian male Hepatitis B carriers over age 40

Asian female Hepatitis B carriers over age 50

Hepatitis B carrier with a family history of HCC

Cirrhotic hepatitis BB carriers, regardless of age and other risk factors
HCV co-infection

Persistent HBV DNA 2,000 IU/mL

Table 6. Recommended first-line antiviral therapy for CHB in adults

Medication Dose
Tenofovir disoproxil fumarate (TDF) 300 mg once daily
Tenofovir alafenamide fumarate (TAF) 23 mg once daily

Entecavir (ETY) (adult with compensated liver | 0.5 mg once daily
disease and lamivudine naive)

Entecavir (ETV) (adult with decompensated liver | 1 mg once daily
disease)




Table 7, Recommended drugs for the treatment of CHB and their doses in children

Drug

Dose

Tenofovir Disoproxil Fumarate (TDF) (in
children 12 years of age and older, and
weighing af least 35 kg)

300 mg once daily

Entecavir (in children 2 years of age or
older and weighing at least 10 kg)

Recommended once-daily dose (in paper tab) in mg

Body weight (kg) Treatment-naive persons
10to!1 0.15
>t 14 0.20
>l4t0 17 0.25
>17 10 20 0.30
>20 to 23 0,35
>23 t0 26 0.40
>26 10 30 0.45
>30 0.50




Table 8. Recommended dosage in adults with renal impairment

Recommended dose reduction or dosing interval
Drug Creatinine clearance, CrCl (mL/min)
250 3049 10-29 <10, Haemodialysis or Continuous
Ambulatory  Peritoneal  Dialysis
(CAPD)
Tenofovir One 300|One 300 |One 300! One 300 mg tablet every 7 days,
disoproxil mg tablet | mg tablet | mg tablet
fumarate (TDF) gvery 24| every evety If administered on a dialysis day,
hours 48 hours | 72-96 administer after the dialysis session
hours
Tenofovir Mild, moderate or severe renal impairment: no dosage adjustment
alafenamide
fumarate (TAF) CrCl <13: use not recommended
Entecavir 0.5 mg| 0.5 mg | 0.3 mg | 0.5 mg every 7 days
once daily {every 48 every 72
hours hours If administered on a dialysis day,
administer after the dialysis session
Entecavir 1 mg once: 0.5 mg | 1 mgevery | | mg every 7 days
(decompensated daily once daily | 72 hours
liver disease) OR If administered on a dialysis day,
| mg every administer afier the dialysis session
48 hours




Table 9. Indication for selecting Entecavir* or TAF (Tencfovir alafenamide fumarate) over
TDF (Tenofovir disoproxil fumarate)t

a.  Age> 60 years
b. Bone Disease
a, Chronic Steroid use or use of medications that may worsen bone density
b. History of fragility fracture
¢. Known osteoporosis
¢. Renal Deficiency
a. eGFR <60 min/ml/1.73m2
b. Albuminuria > 30 mg or moderate dipstick proteinutia
¢. Low Phosphate (< 2.5 mg/dl)
d. Hemodialysis

Source: European Association for the Study of Liver (EASL) 2017 Guidelines

*Entecaviy needs 1o be dose adjusted {f CrClis <50 mi/min. No dose adjusiment is needed for TAF (aged 212
years of age and with body welght 235 kg) for CrClziSmiimin or in patients with CrCls 15 miimin receiving
hemodialysis,

YTAF may be preferred over Entacavir in patlents with previous exposure to nucleoside analogues



Figure 1, Algorithm on the Management of Chronic Hepafitis B3 infection

HBsAg Positive

Cirrhosis?

1) Clinieal Criteria (PE and labs) or,

2) NITs (APRI >2 in Adults, see Table 2) or,
3)Imaging (Ultrasound/CT /MRI) or,
dLiver Biopsy

N v
Yes No
|
v v
ALT Elevated and )
persistently abnormal ALT persistently normal
v N W
‘ . HBeAg Positi HBeAg Status
HBeAg Negative cAg Positive Not Avaifable
!
v N4 \!7 v \ V
HBY DNA’ HBY DNA’ HBY DNA’ HBY DNA’ HBY DNA’
> 2,000 [Um] <2000 [Uml <20,060 [Um! 220,000 TUml, <20,000 1Uml
vy h § ¥
> TREAT and .3 TREAT and .
> Monitor Monitor Monitor Monitor

Y See definition of terms (Section 4, page 2)

 WWhen HBV DNA testing Is not avallable: Treatment may be constdered based on persistemily abnormal ALT
levels alone, regardiess of HBeAg statis, but other common cawses of consistently ralsed ALT suel as
nonaicofrolic fatty Hver disease (NAFLD), ehranic alcohol abuse, HCV infectton must be excluded first,

lonltor for ; IHCC every 6 months ( especially in those with Clrritosis and Family hisiory, 2) Moundtor for
liver disease progression and ireatment response In all ;3) Toxielty monitoring In persons with treatment;

4)Sigrs of treatment foilure for those on antiviral treaiment - see definition of terms




Figure 2. APRI Score Online Calculator QR Code

Figure 3. Caleulaic by QxMD Medical Caleulator Mobile App QR Code




List of Abbreviations

AFP
ALP
ALT
AO
APRI
ART
AST
anti-HBe
anti-HBs
CHB
CG
CrCl
DOH
EPI
ETV
HBeAg
HBsAg
HBY
HCC
HCY
HIV
NA
NIT
TAF
TDF
WHO
WPRO

alpha-fetoprotein

alkaline phosphatase

alanine aminotransferase
administrative order

aspartate aminotransferase-to-platelet ratio index
antiretroviral therapy

aspartate aminotransferase

antibody to Hepatitis B e antigen
antibody to Hepatitis B surface antigen
Chronic Hepatitis B
Cockeroft-Gault

creatinine clearance

Departiment of Health

Expanded Program on Immunization
Entecavir

Hepatitis B e-antigen

Hepatitis B surface antigen

Hepatitis B virus

hepatoceliular carcinoma

Hepatitis C virus

Human Immunodeficiency Virus
Nucleos(t)ide Analogue
non-invasive test

Tenofovir alafenamide fumarate
Tenofovir disoproxil fumarate
World Health Organization

Western Pacific Regional Office



ANNEX B

VIRAL HEPATITIS B CARE FORM

As cited in the Department Memorandum No, 2019-0062, physicians and health care providers of the demonstration
project facilites shall provide and report data to the Epidemiclogy Bureau, Department. of Health,
Please write in CAPITAL LETTERS and CHECK the appropriate boxes,

I VISIT INFORMATION (If Case Report Form was accomplished, please proceed to Clinical Assessment section,)
Patie t code. [ | I |

Consult date: (mrn/ddlyyyy) / /

LLL)-LLL

I-acihty name.
Fa(:I ilty address.

Facility contact info!
I, DEMOGRAPHIC DATA
I’atient H fu!l name'

Bi rthdate' (mm/dd! yyyy) / /

LD
|

LT | l T

Umque Iden'ﬂflar Code [UIC]

CIient contact #'

Client type' O Walk-in - [ Referral O In-patient [ Others

Philhealth #.

Height {in cm)

Age in yearb' Weight: {in kg.)

[ Male O Female i No

$ex at birth: If femnale, is she currently pregnant? [ Yes
lIl. CLINICAL ASSESSEMENT
Signs and symptoms Result Laboratory tests Date Done Result
.Jaundice T Yes LI No HBsAg ! / {J Positive  I] Negative
Asdtes O Yes O No HBeAg ' / / I7 Positive  I71 Negative
- Fat]gue  DOVYes ONe AnclMBs /7 OPositive O .Négati\.f.e-
Pruntus o OYes  DONo CantiHBe /7 OPositive [ Negative
Palar Ery{ﬂc?(na  OYes  DOW ClghAntHBe 4 7 OPositive [ Negative
' I-Iepatomegaly ) "GYes | oONo lrgrﬁ AntiHBe /7 O Positive O Nepauve
 splenomegaly ‘DOYes  oOWN  asTeeeny ¢/ wa
Hepatic Encephalopathy  DiYes  ONe  armeeon /4 7w
Coagulopathy OYes  CONo v Plalelet Count o ________ io*fl_
Vanceal Hemorrage 7 Yes [] No  Croatinine o L / 3 __ Hme/L
 Spider. Angmmata [ Yes I No eGFR o /- ' o .mi_lmin.!1.73m2
“(.Dath flbf(;SlSm - (i YES V ‘D ':IO AI P V ) / j _____________- ng,ml- o
Asterixls 0 Yes I No HBY DNA S P i,
Mon-invasive tests for detection of cirrhosis Date done Result
Ammotransferase!r’latelet Ratlo lndex Score / ! (] 1 Z Cl=2
Translent Elaslography / / D s 1)_ 4 kPa 0z 12 5 kPa
imagi ng (UTZf(.T/MRI) R 7 ' 7 - / ." .
Does the client have liver r.irrhu-sn:ﬂ . - ‘ Il Yes 7 VIZl Nar

If Lhe client has llver c1rrhos1s, please mdu:ate whelher if it is:

E] Decompensated

IZ] Lompensated

D1d the cl1ent develcped hepatocellular carcinoma followmg l:reatment7

] No
m] H!V

Please ldentlfy if client has any of the followmg co-infectjon;
IV, TREATMENT .
Is the client eligible for treatment? (For assessment of efigibility, you may refer to the Physcian’s Checkifst)
0 Yes, the client will initiate treatment in this facility 00 No, the client does not meet the criteria for treatment
O Yes, but the client refused treatment and was advised te return for monitoring on:
1 Yes, for initlatien of treatment, the client will be referrad to: (mmidd/yvyyy) / !
{please specify) O Awailing for laboratory results

[1 Hepatitis C

M Enroelling this visit 0O Other; (please specify)

Regimen: L[ Tenofovir (TDF)
Expacted date of refill

|3 Continuing/refill Date # pills missed # of pills on # of pills
O Not on treatment fmmiddiyyyy) fpast 30 days) hand dispensed (mm ddfyyyy)
Reason if net on treatment: / / / /

E ' ' / !

if the patient's treatment was dlscontinued , please completely fill out this section.
Date discontinued: / / Reason: (0/C coda)
Risceniinuation codes (D/C):  I-Trealment Fallure 2-Clinkcal progression 3-Futient DecistoniRequest 4-Compllance difficulles 3-Drug Interactlon 6-adverse Event (Speclfy) 7-Others {Speclfy) 8-Death

¥. CLINIC PERSONNEL PROVIDING INFORMATION
Clinic personnel and signature:

{For code 6 & 7, please specify)

Physician name and signature;
Telephone / cellphone number: Telephone / cellphone number:

Email address: Email address:

Please send this accomplished form to n._atlstis_uweillanc@gmaﬂ.com or to Fpidemiclogy Bureau - Department of Health , 2/F Rm, 209, Buildinyég
San Lazaro Compound, Rizal Avenue, Sta. Cruz, 1003 Manila. Contact Nos: (02} 495-0513 & (07) 651-7800 loc,



ANNEX G VIRAL HEPATITIS B CASE REPORT FORM

As cited in the Department Memorandum No. 2019-0062, physicians and health care providers of the demonstration : :
project facilites shall provide and report dlata to the Epidemiclogy Bureau, Department of Health.
Please write in CAPITAL LETTERS and CHECK the appropriate boxes,
1. VISIT INFORMATION

Consultation date; (mm/dd/yyyy} / / Patient code. LI L -l L {-LL0 -1 1]
Tosting facility name: o phihealthne:
Facility address' S Client contact #- .

-Bate of baseline HBsAgmtest' o / - ; - Client type: I:I Walk in _El Referrailm El In patlent D Otherb -
T First two letters of motor's name First two fetters of fatber's name. Birth order o dte vy

Unique Identifier Code [UIC]: 1] 1] [T] (TTTTTTT
Il. DPEMOGRAPHIC DATA

First name' Suffix: (Jr.,Sr.,.'l.', eic.}
M,dd|e nam@ ceen teem s it e e s+ e e e e e e lAge i yours e et
Last name: o 7- - I -Nationalii.y. - l I Fllipmo _ O Cther: ~
hSex at birth ' D Male v EJ r'remale' o o lf female, is she pregnant? O Yes . 1 Ne -
Self identity. lIJ Male o El Female ---E]‘dther Number of chlldren. [:Ij . (] Notrapplicable 7
Current address. City/MumcrpallLy - Provmce. - Regiom -
I, HISTORY OF EXPOSURE
ls the clients birth parent/s'lblmg(s) pos1twe for Hepatitis B? O Yes O Na O Unknown or N/A
Is the clients spouse/partner positive for Hepatitis B? O Yes w"EulNomu— EIUnknown orN/A
Does the cllent have history of sharing needle and syringe with others? . O Yes [1 No o l:lUnknown or N!A
Does the::_lwluent havemh-istory of mjectlng drug w/o physician's -a;jw;;?'“mu Yesm ""DNO - EI Unknown or N/A
“Haswthe cllent been accidentally prlcked by needles/sharps? o C] Yes - lZi llo D Unknown or N/A
Dld the cllent re::eive atattoo? i o D IZ] Yes - l:l No o IZ] Unknown o N/A
Was there a hlstory of sex W1th a male with no“c.bndom? . .III Yes o IZ! No o l:J Unknown ar N.’A
Was there a hlstory of sex Wlth a female with no condom? o o “D Yes- II] No o E] Unknown or N/A
Does theiclient pay (in cash or in klnd) for 5ex7 - vl:] Yes.- - D No - l:l Unknown or N/A
Does the cl ent accept paymentr. (in cash or in kmd) in exc_hange for sex? o -LJ Yes ‘EI No o O Unknown or N/A
Was there a hlstory of employment abroad in the past 5 years! [l Yes 1 No | a o
IV, MEDICAL HISTORY
Is there a family history of Hepatoceilular Carcmoma (HCC) / primary liver cancer? I:l Yes El No
Does the clent have hepatocellular carcinoma prior to treatment nitiatln? _ DYes  ONo
Does the client have hlsto;f‘oi reeeiirimn.gml;lgonti./blood products? ) O Yes o I:'JI:lo .
Does Lhe client have history of undergomg hen’it)nai;l;(sts? . 1_3 Yes [ZI No o
-Iinthen‘client was tested for HIV, what was the result? O Positive O Negative Indetermmate;l;n;bleiﬁtoléet the result

If on antirotrowral Lherapy (ART), please :,pec:ify

If the client was tested for Hepatits C, what was the result" [1 Positive O Negative [l Unable to get the result

If on antmral Lreatmenl, please spccufy

Was i.he clrent vaccmated far Hepatitis B? R . - IZI Yes - EINO
If yes, please specify: First Dose O Yes O No 0 Unknown
Second Dose a Yes O No 0 Unknown
Third Dose 1 Yes O Ne [ Unknown

(Continue with clinical assessment for treatment eligibility using the Patfent Care Form. )

Please send this accompiished form to natlstisurveillance@email.com or o Epidemiology Bureau - Department of Health , 2/F Rm, 209, Building T i
San Lazaro Compound, Rizal Avenue, Sta, Cruz, 1003 Manila, Contact Nes; (02) 495-0513 & (02) 651-7800 loc, 29




ANNEX [
VIRAL HEPATITIS B REFERRAL FORM

REFERRAL FORM

(Kindly notify the Referring Unit using the return slip os soon as the patient has been evalvated! enrolled to treatment using the information below.)

Date of referral; {(mim/dd/vyyy)

Name of the Receiving Unit:

Telephone/Celiphone Numbar: Email address:
Facility Address:

Name of Patient (Full name):

| |

First Name Middle Name ast Name uitTx [Jr., T, etc
Birthdate: (mm/idd/vyyy) Age: Sex at birth; O Male O Female Weight: (in kg.}
Current Address;  City/Municipality: . Pravince:
Nationality: O Filipino O Other:
Is the client currently pregnant? (if female only) O Yes [ No
Date of first positive HBsAg test: / !
(mm/{dd!yywyi
Reason/s for Referral: (check all that apply)
T3 With HIV co-infection [1 With renal impafrment: It Persistent HBY DNA »2,000 I)/ml. 0O Fer lab test (HSeAg, HBY DNA, etc.)
3 With Hepatitis C co-infection [ Pregnant [0 With decompensatated cirrhosis O Other:
0 With risk for HCC O Pediatric patient CJ For initiation of treatment

Roferral Notes;

Name of the Referring Unit:

Name of the referring staff: Designation: Signature: Telephone/cellphone number:

Please attach a copy of: 1. Viral Hepatitis B Case Report and Care Form(s), 2. Laboratory resuits (HBsAg result, ALT/AST, Bleod Count, etc. if avallubie)

RETURN SLIP

(To be accomplished by the receiving unit, Plegse return to the referring unit via mail or e-mail once gccomplisned.}

Date when the patfent was recefved: (mm/dd/yyvy)

Name of the Referring Unit:

Telephone/Cellphone Number: Email address:
Facility Address:

Action Taken
O The patient was assessed in our facility
[ The patient was evaluated and enrolled for treatment in our facility
[0 Our facility is not capable of providing assessment/treatment to the patient and was referred to:
Name of the facility:

Name of the physician: Contact number:
1 The patient deferred for treatment and was requested to return on (mm/dd/yyyy} due Lo the following reasen;
{please specify)

Nates:

Name of the Receiving Unit:

Name of the receiving staff: Desfgnation: Signature: Telephone/cellphone number:




