Hepatitis B and C
surveillance in Europe

2012

www.ecdc.europa.eu






Hepatitis B and C
surveillance in Europe

2012



Hepatitis B and C surveillance in Europe 2012

SURVEILLANCE REPORT

This report of the European Centre for Disease Prevention and
Control (ECDC) was produced by Erika Duffell and Andrew |
Amato-Gauci.

Acknowledgements

We would like to thank all the hepatitis B and C network members
and national surveillance focal points for their dedication and
contribution with respect to reporting national hepatitis data and
reviewing this report. We would also like to thank Denis Coulombier,
Johan Giesecke and Phillip Zucs for their valuable comments on
drafts of this report.

Erratum:

The following changes were made to Figure 1 on 23 September 2014.

e Cyprus, Italy and Luxembourg were added to the list of countries in
the notes of Figure 1 to reflect their inclusion on the map.

e The top value of the legend was corrected to 1.5-4.4.

The following changes was made on 2 October 2014: The omission of

Croatia was corrected in Table A3.

On 30 October 2014, Table A6 was corrected. The rows were not

properly aligned to the correct countries in the previous version.

Suggested citation: European Centre for Disease Prevention and
Control. Hepatitis B and C surveillance in Europe. 2012. Stockholm:
ECDC; 2014.

Cover picture © Dr Linda Stannard, UCT/Science Photo Library
ISBN 978-92-9193-582-6

ISSN 2363-1589

DOl 10.2900/31062

TQ-AU-14-001-EN-N

© European Centre for Disease Prevention and Control, 2014

Reproduction is authorised, provided the source is acknowledged.



SURVEILLANCE REPORT Hepatitis B and C surveillance in Europe 2012

Contents

Abbreviations ... v
SUMMANY 1
1 ANtrodUCioN 5
2. Data collection, validation and presentation. ... . 9
2.1. Implementation of EU case definitions ... 11
2.2, Data ColleCtion ..o o 11
2.3. Quality and completeness of reporting ... ... 11
2.4. Data @nalySis ... oo 12
3. Hepatitis B 13
3.0 KBY TS ULES 15
3.2, S0UICe Of data . . ... 15
3.3. Epidemiological data 2012 ... 15
3.4, TreNAS 2006 =2012. ... ... 19
3.5, DS CUS ST ON 21
g.Hepatitis C.....

4.1, Ky TESUIES o

4.2. Source of data

4.3. Epidemiological data 2012 25
L.4. TrENAS 2006 =2002. . 29
4.5, DISCUSSION Lo 29
5. General discussion and conclusions. ... 31
RO OIS . 35
A KOS 37
Annex 1. Case definitions for hepatitis Band C ... 38
Annex 2. Implementation of case definitions with the StageHEP variable ... 39
Annex 3. Enhanced set of variables for hepatitis B and C surveillance.......................................... 40
Annex 4. Completeness of repOrting ... 41
ANNEX 5. TablS 42

Tables and figures

Table 1: Number of cases reported for hepatitis B and C and the percentage of case-based data in 2006-2012, 2006 and 2012 ................... 11
Table 2: Hepatitis B: data source, type of surveillance data and the surveillance period ...................... . 14
Table 3: Number of reported hepatitis B cases per 100000 population by stage of infection, gender and year, EU/EEA, 2006-2012 ............. 20
Table 4: Hepatitis C: data source, type of surveillance data and the surveillance period ................... 24
Table 5: Transmission route of hepatitis C cases by disease status in EU/EEA cOUNtries, 2012 . ... 27
Table 6: Summary of key statistics of hepatitis B.and Cin EU/EEA COUNtIiES, 2012 ... .. ..o 32
Table A1: Numbers of reported hepatitis B cases in EU and EEA countries, 2006—2012 ...... ... ... 42
Table A2: Numbers of reported hepatitis C cases in EU and EEA countries, 2006 =2012 .......... ..ot 43
Table A3: Number of reported hepatitis B cases per 100000 in EU and EEA countries, 2006—-2012....................ooiiiiiiiiii i 44
Table A4: Number of reported hepatitis C cases per 100000 in EU and EEA countries, 2006—2012 ...................ooiiiiiiiiii i 45
Table As: Proportion (%) of cases of hepatitis B by disease status and transmission category in EU and EEA countriesin2012................... 46
Table A6: Proportion (%) of cases of hepatitis C by disease status and transmission category in EU and EEA countries in2012................... 48



Hepatitis B and C surveillance in Europe 2012 SURVEILLANCE REPORT

Table A7: Proportion (%) of cases of hepatitis B by transmission category in EU and EEA countries between 2006 and 2012 ...................... 50
Table A8: Proportion (%) of cases of hepatitis C by transmission category in EU and EEA countries between 2006 and 2012 ...................... 50
Table A10: Number and proportion of cases of hepatitis C cases classified as ‘imported’ in EU and EEA countriesin2012.......................... 51

Table Ag: Number and proportion of cases of hepatitis B cases classified as ‘imported’ by disease status in EU and EEA countries in 2012 ..... 51

Table A11: Differences between reporting country and the country of birth or nationality of hepatitis B cases, in EU/EEA countries, 2012 ....... 52
Table A12: Differences between reporting country and the country of birth or nationality of hepatitis C cases, in EU/EEA countries, 2012....... 52
Table A13: Number of deaths of hepatitis B cases in EU and EEA countries in 2011...... ... ... 53
Table A15: Number of reported hepatitis C cases per 100000 population by disease status and gender in EU/EEA countries, 2006-2011........53
Table A14: Number of deaths of hepatitis C cases in EU and EEA countries in 2011, ..... ... 53
Figure 1: Number of reported acute hepatitis B cases per 100000 population in EU/EEA countries, 2012. ... 16
Figure 2: Number of reported chronic hepatitis B cases per 100000 population in EU/EEA countries, 2012 ..o, 16
Figure 3: Male-to-female ratio in acute and chronic hepatitis B cases, by country, EU/EEA, 2012 (N=16999). .. .............oooiiiiiiiiiiiiiiiiii, 17
Figure 4: Number of reported hepatitis B cases (acute, chronic and unknown) per 100000 population by age group and gender, EU/EEA,

2012 (MZ17000) .o 18
Figure 5: Number of reported hepatitis B cases per 100000, by age and disease status, EU and EEA countries, 2012 (n=15320)................... 18
Figure 6: Transmission category of hepatitis B cases by acute and chronic disease status, EU/EEA, 2012 (N1=2953)................oooiiiiiiiiiii. 18
Figure 7: Number of acute and chronic hepatitis B cases per 100000 population in nine selected EU/EEA countries, by year, 2006-2012

(@arithmetic and Logarithmic SCALES). ... ... ... i 20
Figure 8: Number of reported hepatitis C cases per 100000 population in selected EU/EEA countries, 2012........................oooi . 26
Figure 9: Male-to-female ratio in acute and chronic hepatitis B cases, by country, EU/EEA, 2012 (N=16999) ..o 26

Figure 10: Number of reported hepatitis C cases (acute, chronic and unknown) per 100000 by age group and gender, EU and EEA, 2012
(n=28126)

Figure 11: Number of acute hepatitis C cases per 100000 population in five selected EU/EEA countries, by year, 2006-2012 ..................... 28

Figure 12: Number of chronic hepatitis C cases per 100000 population in five selected EU/EEA countries, by year, 2006-2012................... 28



SURVEILLANCE REPORT

Hepatitis B and C surveillance in Europe 2012

Abbreviations

EEA
EU
HBV
HCV
HIV
MSM
TESSy

European Economic Area
European Union

Hepatitis B virus

Hepatitis C virus

Human immunodeficiency virus
Men who have sex with men

The European Surveillance System






SURVEILLANCE REPORT Hepatitis B and C surveillance in Europe 2012

Summary







SURVEILLANCE REPORT

Hepatitis B and C surveillance in Europe 2012

Summary

This is the second report from the European Centre for
Disease Prevention and Control (ECDC) on the enhanced
surveillance of hepatitis B and C viral infections. It aims
to describe basic epidemiological features and trends of
both diseases across countries in the European Union
and European Economic Area (EU/EEA) for 2012. The data
collected, using the updated EU 2012 case definition for
hepatitis B and C', include both acute and chronic infec-
tions. The previous EU case definitions for hepatitis B
defined only acute cases, and as a consequence some
countries still only collect acute viral hepatitis case data
on a national level.

In 2012, 17329 cases of hepatitis B were reported in 29
EU/EEA Member States, resulting in an overall crude rate
of 3.5 per 100000 population. Of these cases, 2798 (16.1%)
were reported as acute, 12306 (71.0%) as chronic and 1865
(10.8%) as unknown, and 360 cases (2.1%) could not be
classified as data were provided in an incompatible format.
The rates of reported acute infections were considerably
lower than those for chronic infections and varied between
countries. The overall rates of reported acute cases continue
to decline, which has been observed in several European
countries and attributed to the widespread implementa-
tion of vaccination programmes. For chronic cases, there
has been an on-goingincrease in the overall numbers and
rates of reported cases over time, which probably reflects
increased testing. Rates of reported chronic cases showed
great variation between countries and these differences
are likely to be related to differential levels of screening
and diagnostic testing, as well as differences in migration
patterns. Hepatitis Bwas more commonly reported among
men than women, with an overall rate of 4.2 cases per
100000 for men and 2.8 for women. The most affected age
group were those between 25 and 34 years old, accounting
for 33.3% of cases.

The reported modes of transmission differed between
acute and chronic hepatitis B cases. For acute infection,
heterosexual transmission and nosocomial transmission
were the most commonly reported routes of transmis-
sion. For chronic infections, mother-to-child transmission
continues to be the most common reported transmission
route and this is probably related to a high proportion of
imported cases. Although the data provided for variables
relating to migration are incomplete, data from countries
with relatively good reporting indicate that many of the
chronic cases are classified as imported and infection was
acquired through mother-to-child transmission.

Hepatitis Ciis reported to cause a greater disease burden
in terms of numbers of reported cases than hepatitis B.
In 2012, 30607 cases of hepatitis C were reported in 27

1 Decision No 2012/506/EC: Commission Implementing Decision of
8 August 2012 amending Decision 2002/253/EC laying down case
definitions for reporting communicable diseases to the Community
network.

EU/EEA Member States, representing an overall notifica-
tion rate of 7.8 cases per 100000 population. Of these
cases, 509 (1.7%) were reported as acute, 3905 (12.8%)
as chronic and 23712 (77.5%) as unknown, and 2 481 cases
(8.1%) could not be classified due to the format of the data
provided. Although five countries were only able to report
acute cases, the majority of all reported cases were clas-
sified as chronic or unknown. In countries able to report
acute and chronic cases, most of these unknown cases
are likely to be chronic cases, as acute cases are difficult
to diagnose clinically or serologically. There is variation
between countries in the rates of reported infections,
especially for chronic cases and this variation is most
likely to be related to differences in local testing practices.

Hepatitis C is also more commonly reported among men
than women, with an overall rate ratio of 2:1. Just over
half (54.0%) of all hepatitis C cases reported were aged
between 25 and 44 years, and 9.5% of cases were aged
under 25 years. The notification rate was highest for both
males and females in the 25 to 34 age group, at 22.3 per
100000 in males and 13.3 per 100 oo in females.

Injecting drug use was the most commonly reported route of
transmission accounting for 76.7% of all hepatitis C cases
with complete information. There has been a continued
risein the proportion of acute cases among men who have
sex with men (MSM), from 0.8% in 2006 t0 14.6% in 2012.

Data provided on the outcome of these infections were
incomplete but available information from the published
literature suggests that the disease-related burden of
cirrhosis and hepatocellular carcinoma is considerable,
and associated with high levels of mortality across the EU.
Further work to collate available information on hepatitis-
associated morbidity and mortality at the European level
would help augment the notification data.

Data completeness varied considerably across variables
and countries, and a small proportion of countries were
not able to provide data as defined by the new EU 2012
case definitions. Heterogeneity in surveillance systems
and reporting practices in EU/EEA Member States remain
a problem, and findings in both hepatitis B and C must be
interpreted with caution.

The enhanced surveillance of hepatitis B and C has high-
lighted a significant burden of disease across Europe and
differences in their distribution across countries. Enhanced
surveillance of hepatitis B and C in Europe is important
to provide information to help monitor the distribution of
these diseases and evaluate the public health response
to control the transmission of infections. To achieve this
goal, further work is necessary to improve the quality of
the surveillance data and to understand further the differ-
ences between countries, and the discrepancy between
surveillance and sero-prevalence surveys.






SURVEILLANCE REPORT Hepatitis B and C surveillance in Europe 2012

1. Introduction







SURVEILLANCE REPORT Hepatitis B and C surveillance in Europe 2012

1. Introduction

Enhanced surveillance of hepatitis B and C across Europe
is coordinated by ECDC and was started in 2011 with the
collection of data dating back to 2006. The Centre strives
to attain a high quality of standardised surveillance data
from the 31 countries of the European Union (EU) and the
European Economic Area (EEA). Surveillance at the EU level
is facilitated by the European Surveillance System (TESSy),
aweb-based platform designed to provide Member States
with a single entry point for data submission and retrieval
for the communicable diseases under EU surveillance.
Member States are legally obliged to submit data, if avail-
able and relevant, as stipulated by Decision 1082/2013/EU
of the European Parliament and of the Council.

The collection of data through TESSy helps tackle the heter-
ogeneity in surveillance systems across Member States by
making surveillance data as comparable as possible. This
standardisation is especially important for the surveillance
of hepatitis B and C as a previous survey undertaken by
ECDC highlighted differences between countries in terms
of what data are collected and how this is undertaken [1].
A previous review of the published literature also found
variation across countries in case definitions as well as
difficulties in distinguishing between acute and chronic
infections for both hepatitis B virus (HBV) and hepatitis C
virus (HCV) [2].

Enhanced surveillance of hepatitis B and C aims to improve
the epidemiological understanding of these infections.
National reporting to the EU level is based on EU case
definitions revised in 2012 (see Annex 1). For hepatitis B,
this case definition relies on laboratory criteria only, and
now includes both acute and chronic cases. For hepatitis C,
the case definition is also based on laboratory criteria
including the new serological test for hepatitis C antigen
(HCV core) and excludes resolved cases. The revised case
definitions were developed to provide greater flexibility
and sensitivity in capturing cases. Differentiation between
acute and chronic infections is important in gaining a fuller
understanding of the epidemiology and has been imple-
mented through the ‘StageHEP’ variable (see Annex 2).

This ECDC surveillance report on hepatitis B and C focuses
on 2012 data and aims to describe basic epidemiological
features and trends of these two diseases. The data are
presented in two disease-specific chapters.
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2. Data collection, validation and presentation

In the EU/EEA countries, nominated national operational
contact points for hepatitis B and C surveillance collect the
relevant data at national level and upload them to TESSy. A
set of automated validation rules verifies the data during
upload to TESSy to improve data quality. Two types of data
can be submitted for both hepatitis B and C: case-based
and aggregated data. ECDC encourages the receipt of case-
based reports for each disease, but aggregated data will
also be accepted until all Member States are in a position
to comply with the EU standard of case-based reporting.

The hepatitis B and C datasets consist of common vari-
ables applicable to all diseases and enhanced variables
specific to hepatitis B and C. The two enhanced datasets
differ slightly from each other, with 32 variables recom-
mended for the reporting of hepatitis B and 30 variables
for hepatitis C (Annex 3).

2.1. Implementation of EU case
definitions

Countries are formally requested to follow the new EU
case definitions for hepatitis B and C for reporting to the
European level®. These case definitions are provided in
Annex 1.

It is recognised, however, that the case definitions for
hepatitis B and C as currently applied in a number of
countries when reporting to the European level differ from
these EU case definitions. Data reported under different
case definitions will still be accepted in the system until
countries are in a position to conform to the new EU case
definitions. It is requested that all case definitions used
by countries are specified in the data source properties
when uploading data into TESSy.

2.2, Data collection

The data collection organised in 2013 was the third time
enhanced hepatitis B and C surveillance data were reported
by Member States to ECDC. The deadline for uploading 2012

2 2012/506/EC: Commission Implementing Decision of 8 August 2012
amending Decision 2002/253/EC laying down case definitions
for reporting communicable diseases to the Community network
under Decision No 2119/98/EC of the European Parliament and of
the Council (notified under document C(2012) 5538) Text with EEA
relevance).

data was 15 September 2013. The data presented in this
report were retrieved from the database on 5 November
2013.

To specify the national surveillance system from which
the reported data originate, the compulsory variable ‘data
source’ is included. The source of data is described in
each disease-specific chapterand provides an overview of
the heterogeneity in reporting systems across countries.

2.3. Quality and completeness
of reporting

Liechtenstein did not provide any data on hepatitis B
and C and has been omitted from all tables presenting
data by country. France was unable to provide any data
on hepatitis C and has been omitted from all the tables
presenting hepatitis C data.

Case classification (confirmed/other)

A few countries have submitted cases with ‘unknown’ or
probable case classification. The revised EU case defini-
tions do notinclude the classification of cases as probable.
In the enhanced data collection, only confirmed cases or
cases classified as unknown were accepted. However, some
countries uploaded data using previous case definitions
which included probable cases. All cases were included
in the analyses.

Case-based and aggregate reports

Countries have been requested to provide data in case-
based format, where possible, although aggregate data
were also accepted, if case-based data were not available.
Data completeness is affected by the choice of data format,
as only limited information is provided in the aggregate
format (gender, age). The proportion of cases in case-
based format differs between the two diseases and over
time (Table 1). In 2006, five countries uploaded data for
hepatitis B using the aggregate format, but in 2012, all but
two countries uploaded case-based data. For hepatitis C,
five countries used the aggregate format in 2006, but
only three used this format in 2012. As a new EU country,
Croatia provided data for the first time in 2012 and they
were in aggregate format.

Table 1: Number of cases reported for hepatitis B and C and the percentage of case-based data in 2006-2012, 2006 and

| 2006202 | 206 | 0 202 |

Total number of|  Case- based(% Total number of|  Case-based (% u’ﬂ:terz:: Total number of |  Case-based (% N;'H:frri:sf
cases total) cases total) . cases total) 5
reporting reporting

29

2012
2006-2012
Hepatitis B 110 018 96.3% 12642
Hepatitis C 206333 90.5% 27354

85.4% 20 17329 98.2%
85.2% 19 30607 91.9%

11



Hepatitis B and C surveillance in Europe 2012

SURVEILLANCE REPORT

Completeness of data

The completeness of reporting is an important attribute
for both the quality and the interpretation of the data. In
Annex 4, the completeness of data reporting is presented
forthe total database, for2006-2012 and for 2006 and 2012
separately. This table shows the completeness by variable
with the number of countries reporting and the minimum
and maximum values for country-specific completeness.

For both diseases, there was a general increase in the
number of countries reporting across most variables from
2006 t0 2012. In 2012, the overall completeness of reporting
for both diseases was highest for the ‘age’ and ‘gender’
variables at over 98%. In 2012, the completeness of the
‘StageHEP’ variable, which defines the disease status, was
90.5% for hepatitis B and 16.1% for hepatitis C. Although the
completeness of this variable has improved, this was greater
for hepatitis B than for hepatitis C. For hepatitis C, the
minimum reporting completeness for a country increased
from 0.3% in 2006 to 8.6% in 2012.

‘HIV status’, ‘complications’, ‘sex worker’ and ‘genotype’
had the lowest overall completeness across the period
for both infections. In 2012 the variables with the lowest
completeness were ‘genotype’ for hepatitis B at 0.3% and
‘sex worker’ for hepatitis C at 1.4%. In 2012, only three
countries provided genotype information for hepatitis B,
and only six countries did so for hepatitis C.

2.4. Data analysis

An analysis of the ‘Data source’ variable and completeness
of data provides an overview by country of the origin and
availability of data. This information is needed to help
interpret the actual data reported. Several countries made
changes to their surveillance systems during the reporting
period which should be taken into account. In some cases,
historical data were not included as they would not have
been comparable with the subsequent enhanced data.

Hepatitis B and C data are presented by ‘Date of Diagnosis’
and, if not available, by ‘Date used for Statistics’. When
comparing the different dates across the database,
there were only minor differences between them in a few
countries.

Annual rates are calculated per 100000 population for
countries that have comprehensive surveillance systems.
Country population denominators used to calculate rates
are based on data from the Eurostat database (http://epp.
eurostat.ec.europa.eu).

For hepatitis B infections in the UK, population data from
the Office for National Statistics (ONS) were used in order
to exclude the country of Scotland which was unable to
provide any hepatitis B data. Mid-2008 adjusted ONS
population estimates were used across all years for the
calculation of rates.

For aggregate reporting, the age groups requested were:

<15, 15-19, 20-24, 25-34, 35-44, 45-54, 55-64 and 265
years. If data on age were unavailable or provided in an

12

incompatible format, the specific country was excluded
from age-specific analyses.

Italy reported using two data sources. One of these sources
has national coverage, butincludes only a limited number
of variables and was used for the calculation of national
rates and for breakdown of the data by age and gender. The
other data source in Italy is a sentinel system covering an
estimated 76% of the population and includes epidemio-
logical data on arange of variables. The sampled population
in this sentinel data source is considered representative of
the wider population, and after scaling the data up from
76% to 100%, this source was used for epidemiological
analyses including the route of transmission, vaccination
status and outcome of infection.
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Table 2: Hepatitis B: data source, type of surveillance data and the surveillance period

Austna AT-Epidemiegesetz 2006-2012 EU 2008
Belgium BE-FLA_FRA A No 2006-2009 National
Bulgaria BG-NATIONAL_SURVEILLANCE A No 2007-2012 EU 2002
BG-MOH A No 2006 EU 2002
Croatia HR-CNIPH A No 2012 EU 2012
Cyprus CY-NOTIFIED_DISEASES C No 2007-2012 EU 2008
Czech Republic CZ-EPIDAT C Yes 2007-2012 EU 2012
Denmark DK-MIS C Yes 2006-2012 National
EE-HBV/GIARDIASIS® C Yes 2007-2012 EU 2012
Estonia EE-HEP_CHRONIC A No 2006-2009 EU 2012
EE-HBV/GIARDIASIS A No 2006 EU 2012
Finland FI-NIDR C Yes 2006-2012 EU 2012
France FR-MANDATORY_INFECTIOUS_DISEASES C Yes 2006-2012 EU 2012
Germany DE-SURVNET@RKI-7.1/6 C Yes (all years) 2006-2011 National
Greece GR-NOTIFIABLE_DISEASES C Yes 2006-2012 EU 2008
Hungary HU-EFRIR C Yes 2006-2012 EU 2012
Iceland 1S-SUBJECT_TO_REGISTRATION C Yes (2010-2012) 2007-2012 EU 2012
Ireland IE-CIDR C Yes 2006-2012 EU 2012
Italy IT-SEIEVA® C Yes 2006-2012 EU 2012
T-NRS C No 2007-2012 National
Latvia LV-BSN C Yes 2006-2012 EU 2012
Lithuania LT-COMMUNICABLE_DISEASES A No 2006-2009 EU 2012
LT-COMMUNICABLE_DISEASES C Yes 2010-2012 EU 2012
Luxembourg LU-SYSTEM1 C No 2007-2012 National
Malta MT-DISEASE_SURVEILLANCE C Yes 2007-2012 EU 2012
Netherlands NL-OSIRIS C Yes 2007-2012 EU 2012
Norway NO-MSIS_A C Yes 2006-2012 EU 2012
Poland PL-NATIONAL_SURVEILLANCE C Yes 2010-2012 EU 2008
PL-NATIONAL_SURVEILLANCE A No 2006-2009 EU 2008
Portugal PT-HEPATITISB C Yes (2010-2012) 2007-2012 I\éﬁnzoglazl 83%33329))
Romania RO-RNSSy C Yes 2006-2012 EU 2012
Slovakia SK-EPIS C Yes 2006-2012 EU 2012
Slovenia SI-SURVIVAL C Yes 2006-2012 béfjt'zoonle ggggjg?g
Spain ES-STATUTORY_DISEASES C No 2007-2012 EU 2008
Sweden SE-SMINET C Yes 2006-2012 EU 2012
United Kingdom UK-HEPATITISB C Yes 2006-2012 EU 2012

2 Legend: type: aggregated (A); case-based (C).
b Acute data only 2007-2009; acute and chronic data 2010-2012.
¢ IT-SEIEVA data source used for epidemiological variables only.
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3. Hepatitis B

3.1. Key results

® In 2012, 17329 cases of hepatitis B were reported in
29 EU/EEA Member States (no data from Belgium or
Liechtenstein) resulting in an overall crude rate of 3.5
per 100000 population. Of these cases, 2798 (16.1%)
were reported as acute, 12306 (71.0%) as chronic and
1865 (10.8%) as unknown.

e The rates of reported chronic infections were consider-
ably higher than those for acute infections and showed
large variations between countries.

e Hepatitis B was more often reported in men than women
(male-to-female ratio: 1.5), with a rate of 4.2 cases per
100000 for men and 2.8 for women. The most affected
age group were those between 25 and 34 years old,
accounting for 33.3% of cases with rates of 9.2 cases
per100000in males and 8.1in females. Of these cases
15.8% were aged under 25 years.

® |n 2012, data on transmission were complete for only
17.2% of all cases. Heterosexual transmission (31.2%),
nosocomial transmission (20.6%), transmission among
MSM (11.1%) and injecting drug use (8.7%) were most
commonly reported for acute infections. Mother-to-child
transmission was the most common route (67.0%) for
chronic cases.

e Trends over time are difficult to interpret due to changes
in reporting practices in several countries between 2006
and 2012. However, for acute cases, the data indicate
a continued downward trend in rates over time which
probably reflects the impact of the widespread imple-
mentation of national vaccination programmes. For
chronic cases, there has been anincrease in the number
and rates of cases over time which is likely to be due to
increased access and uptake of testing by risk groups.

3.2. Source of data

The data for 2012 include confirmed cases from 29 EU/EEA
Member States. All countries providing data had national
coverage with the exception of the United Kingdom which
was unable to submit data for Scotland. Table 1 specifies
the source of the data, the type of data (aggregate or
case-based), the availability of enhanced data, the case
definitions used and the surveillance period. This table
shows the heterogeneity in surveillance systems between
countries and within countries over time.

Most countries submitted case-based data. Of the six
countries that submitted aggregate data over the course of
the reporting period, three were able to submit case-based
data for 2012 whereas Belgium was unable to submit any
data for 2012. Over the reporting period, 27 countries were
able to provide enhanced data, although several were only
able to do so for the latter part of the reporting period.

Nineteen countries were able to provide national data in
2012 applying the current EU case definition (EU 20123),
four of these countries (France, Hungary, Lithuania and
Portugal) submitted data on acute cases only. So did six
countries using previous EU case definitions (EU 2008*
and EU 2002°%) and three countries (Germany, Italy and
Luxembourg) using a national case definition. Denmark,
that also applied a national case definition, reported acute
and chronic cases. For a few countries, the case definitions
changed between 2006 and 2012 as countries adapted to
using the new case definition.

3.3. Epidemiological data 2012

In 2012, 17329 cases of hepatitis B were reported in 29 coun-
tries (no data from Belgium and Liechtenstein), resulting
in an overall crude rate of 3.5 per 100000 population.
There was very little difference between the crude and
age-standardised rates across countries and the overall
age-standardised rate was 3.6 per 100000 population.

Of all cases reported in 2012, 2798 cases (16.1%) were
reported as acute, 12306 (71.0%) as chronic and 1865
(10.8%) as unknown. Three hundred sixty cases (2.1%)
could not be classified as acute, chronic or unknown using
the StageHEP criteria as data were provided in an incom-
patible format.

In 2012, 22 countries were able to provide data on acute
infections, defined using the StageHEP criteria. The number
of cases ranged from three in Iceland to 561 in Germany
(Table A1). The rate of reported acute cases in 2012 ranged
from 0.1 per100000 in Portugal to 3.7 in Latvia (Table A3).
The notification rate for acute cases of hepatitis B was
lower than the rates for chronic cases.

The following map shows the rates of acute hepatitis B
across EU/EEA countries in 2012. Countries were included
if they were able to present data by disease status or used
a case definition that included only acute cases (e.g. EU
2002/2008). Countries were not included if they uploaded
data using a national case definition and were unable to
define the cases as acute or chronic.

Thirteen countries were able to provide data on chronic
infections in 2012. The numbers and rates were generally
higher and showed considerably greater variation than

3 2012/206/EC: Commission Decision of 8 August 2012 amending
Decision 2002/253/EC laying down case definitions for reporting
communicable diseases to the Community network under Decision No
2119/98/EC of the European Parliament and of the Council

4 2008/426/EC: Commission Decision of 28 April 2008 amending
Decision 2002/253/EC laying down case definitions for reporting
communicable diseases to the Community network under Decision No
2119/98/EC of the European Parliament and of the Council.

5 2002/253/EC: Commission Decision of 19 March 2002 laying down
case definitions for reporting communicable diseases to the
Community network under Decision No 2119/98/EC of the European
Parliament and of the Council

15
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Figure 1: Number of reported acute hepatitis B cases per 100 000 population in EU/EEA countries, 2012
U

1<0.8
[ 0.8-1.4
B 1.5-4.4
[ No data
[ Excluded

[ Liechtenstein
I Luxembourg
[ Malta N

Source, country reports: Austria, Bulgaria, Cyprus, Denmark, Estonia, Finland, France*, Germany, Greece, Hungary, Iceland, Ireland, Italy, Latvia, Lithuania,
Luxembourg, Netherlands, Norway, Poland, Portugal, Romania, Slovakia, Slovenia, Spain, Sweden, United Kingdom (excluding Scotland).
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Figure 2: Number of reported chronic hepatitis B cases per 100000 population in EU/EEA countries, 2012
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Scotland).
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those foracute cases. The number of reported chronic cases
ranged from 26 in Slovenia to 7368 in the UK (Table A1).
Rates of newly diagnosed chronic infections ranged from
0.1case per100000 in Romania to 14.9 per 100000 popu-
lation in Sweden. (Figure 2 and Table A2).

In 2012, data on gender were provided for 98.1% cases and
of these cases 9983 cases were in males (4.2 per 100000)
and 7017 cases in females (2.8 per 100 000) with a male-to-
female ratio of 1.5. There was variation in this ratio across
countries but in most countries, the male-to-female ratio
was higher among acute cases than in chronic cases and
ranged from o.5 to 5.2 for acute cases and from 0.6 to 2.3
for chronic cases (figure 3).

In 2012, data on age were complete for 100% reported
hepatitis B cases, 33.3% of cases reported were in the
25 to 34 age group. The highest rates in both males and
females were in this age group at 9.2 per 100000 in males
and 8.1in females (Figure 4). Across all age groups, except
the 20 to 24 age group, rates were higher among males
than females. Of all cases reported in 2012, 15.8% were
aged under 25 years.

In 2012, for both acute and chronic cases, the rates were
highest in the 25 to 34 age group, at 1.2 and 29.7 cases
per100000 respectively. The age distributions of reported
cases of acute and chronic infections were similar, with

14.8% of acute cases and 16.9% of chronic aged under 25
years (Figure 5).

Although the number of countries reporting information
on transmission category increased between 2006 and
2012, data on transmission were only available for 17.2%
of cases in 2012 (Tables A5 and A7). Countries seemed to
differin the reported routes of transmission, but due to data
incompleteness, these differences could not be analysed.

Amongst acute cases, heterosexual transmission was
reported as the most common route of transmission (31.2%),
followed by nosocomial transmission (20.6%), transmis-
sion among MSM (11.1%), non-occupational injuries (9.3%)
and injecting drug use (8.7%) (Figure 6). In chronic cases,
mother-to-child transmission remained the most common
route (67.0%), followed by ‘other’ routes (9.0%) and hetero-
sexual transmission (6.8%).

There were differences in reported transmission category
by gender in all disease categories. Among acute cases,
heterosexual transmission was more commonly reported
in females (35.4%) than among males (29.5%). Household
transmission was also more commonly reported among
female acute cases (10.7%) than male cases (2.7%). Injecting
drug use was more commonly reported among male acute
cases (10.3%) than female acute cases (5.4%) For chronic
cases, mother-to-child transmission was more commonly
reported in females (73.4%) than among males (62.1%).

Figure 3: Male-to-female ratio in acute and chronic hepatitis B cases?, by country®, EU/EEA, 2012¢ (n=16 999)
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Figure 4: Number of reported hepatitis B cases (acute, chronic and unknown) per 100 0oo population by age group and
gender, EU/EEA, 2012 (n=17009)
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Source, country reports: Austria, Cyprus, Czech Republic, Denmark, Estonia, Finland, France, Germany, Greece, Hungary, Iceland, Ireland, Italy, Latvia, Lithuania,
Luxembourg, Latvia, Malta, Netherlands, Norway, Poland, Portugal, Romania, Slovakia, Slovenia, Spain, Sweden, United Kingdom (excluding Scotland).

Figure 5: Number of reported hepatitis B cases per 100000, by age and disease status, EU and EEA countries, 2012
(n=15320)

30 B Acute
25 W Chronic
20 s Unknown

15

Rate per 100 000

10

<5 5-14  15-19 20-24 25-34 35-44 45-54 55-64 265

Age group

Source: Country reports: Austria, Cyprus, Czech Republic, Denmark, Estonia, Finland, France, Germany, Greece, Hungary, Iceland, Ireland, Italy, Latvia, Lithuania,
Luxembourg, Latvia, Malta, Netherlands, Norway, Poland, Portugal, Romania, Slovakia, Slovenia, Spain, Sweden, United Kingdom (excluding Scotland).

Figure 6: Transmission category of hepatitis B cases by acute and chronic disease status, EU/EEA, 2012 (n=2953)
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Norway, Poland, Portugal, Romania, Slovakia, Sweden, United Kingdom (excluding Scotland).
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There was also variation in the reported transmission cate-
gory by age. Among acute cases aged under 30, injecting
drug use was more commonly reported (21.2%) than among
cases aged 30 years or over where it accounted for only
5.4% of the cases. Transmission among MSM and nosoco-
mial transmission were more common among acute cases
aged 30 years and over (12.9% and 23.6%, respectively)
than among those aged under 30 years (6.6% and 10.4%,
respectively). In chronic cases, mother-to-child transmis-
sion dominated across the age groups but was slightly
more common among those aged under 30 years (70.1%)
than among those aged 30 or over (65.2%).

Information on the type of clinical service or testing facility
where patients were tested for hepatitis was poorly reported
with information available for only 2988 cases (17.2%) from
12 countries. Of these cases, the most common reported
place of testing was the family practice (general practice)
clinic (26.9%) followed by the infectious disease clinic
(25.1%). There was some variation in the reported testing
facility by disease status with a greater proportion of
chronic cases reported to be tested at antenatal clinics
(9.4%) and via general practice (35.6%) than acute cases
(1.5% and 5.9%, respectively). A higher proportion of
acute cases were reported to have been tested at infec-
tious disease clinics (31.8%) than chronic cases (20.0%).

Information on healthcare worker status was completed
for only 2733 cases (15.8%) from 17 countries. Of these
cases, 37 (1.4%) were reported to be healthcare workers
(17 acute, 19 chronic and 1 unknown).

Information on hepatitis B vaccination status was provided
by 21 countries for 3939 cases (22.7%). Of these cases, the
majority (96.9%) were reported as not being vaccinated
with only 82 cases (2.1%) being reported as fully vaccinated
and 39 (1.0%) as partly vaccinated.

Nineteen countries provided information on importation
status of 6 045 cases (34.9%) (Table A9g), 3585 (59.3%)
of which were reported as being imported. There was
considerable variation in the proportion of imported cases
between acute and chronic infections. 9.8% of acute cases
with available information were classified as imported
compared with 84.1% of chronic cases. Among acute cases,
the proportion of imported cases ranged from 0% (Estonia,
Hungary, Lithuania and Slovakia) to 66.7% in Portugal.
Among chronic cases, this proportion ranged from 0% in
Estonia to 95.7% in Norway. Some of this variation between
countries is likely to be related to differences in data
completeness and fluctuations caused by low numbers.

The reported transmission route varied according to whether
the case was classified as imported. In particular, of 1548
cases classified as imported with complete information
on transmission, 1122 (72.5%) were recorded as mother-
to-child transmission. Of these, 1113 cases (99.2%) were
reported as chronic. Among the 938 cases classified as not
being imported, most cases were reported to have been
infected through either heterosexual transmission 261
(27.8%), nosocomial transmission 154 (16.4%) or injecting
drug use 138 (14.7%).

Data on the probable country of infection was provided by
21 countries for a total of 3743 cases (21.6%). For these
cases, 145 different countries were reported. For 3387
cases (90.5%), the probable country of infection reported
was different from the country reporting the case.

Country of birth and country of nationality were compared
with the reporting country as a crude analysis to help
understand where people may have been infected. However,
both country of birth and country of nationality were poorly
completed by many countries. In 2012, the proportion of
cases where the reporting country was different from the
country of birth or nationality (2768 cases (16.3%)) was
greater than the proportion of cases where the reporting
country was the same (1447 cases (8.5%)) (Table A11). In
5.2% of acute cases, the reporting country was different
from the country of birth or nationality, and for 34.0% of
cases, it was the same. In 20.9% of chronic cases with
complete information, the reporting country was different
from the reported country of birth or country of nationality,
and for 2.9% of cases, it was the same.

Data on the outcome of hepatitis B infection was reported
for 4811 cases (27.8%) from 23 countries in 2012 (Table A13).
Of these cases, 43 (0.9%) were reported to have died.

3.4. Trends 2006-2012

Between 2006 and 2012, 110 018 cases of hepatitis B were
reported in 30 countries, with varying degrees of complete-
ness over time. The annual number of reported cases
increased from 12642 in 2006 to 17329 in 2012. Over the
period, the number of reported acute cases declined from
3642 in 2006 to 2798 in 2012. In contrast, the number of
chronic cases has shown an increase from 4802 in 2006
to 12306 in 2012. The overall rate over the period has
remained fairly stable fluctuating around 3.5 cases per
100000. Rates of reported acute case have declined from
1.3 per 100000 in 2006 to 0.8 in 2012, whilst the rates of
reported chronic cases have increased over the period from
4.3 per100000 to 8.6. The numbers and rates of reported
unknown infections have remained fairly stable over time.

A comparison of data across countries over time is best
undertaken through considering countries with stable
reporting over the reporting period. Nine countries provided
continuous data consistently on both acute and chronic
cases, indicating a decline in the rates of acute infections
over time, and a steady rise in the rates of newly identified
chronic infections (Figure 7). The chronic-to-acute rate ratio
across these nine countries over this period increased from
4.3in 2006 to 13.9 in 2012.

The logarithmic scale allows for a comparison of trends over
time regardless of the starting point. It reveals that the rise
in the rate of chronic infections and the concomitant fallin
the rate of acute infections were of very similar magnitude.

Among the nine countries that provided consistent data
on both acute and chronic infections, trends in rates of
acute cases of hepatitis B differed. Five countries reported
a small decline which was most marked in Estonia and
Norway. The four countries with the lowest rates of acute
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Figure 7: Number of acute and chronic hepatitis B cases per 100000 population in nine selected EU/EEA countries, by
year, 2006-2012 (arithmetic and logarithmic scales)
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Source: Data from countries with consistent reporting of both acute and chronic infections between 2006 and 2012 (Denmark, Estonia, Finland, Ireland, Norway,
Slovakia, Slovenia, Sweden and the United Kingdom (excluding Scotland)).

Table 3: Number of reported hepatitis B cases per 100 000 population by stage of infection, gender and year, EU/EEA,

2006-2012

Year

2006
2007
2008
2009
2010
2010
2011

4.0
41
4.1

4.2
43
43
41

2.9
2.5
2.6
2.7
2.7
2.7
2.7

17
1.5
1.4
1.2
13
13
13

0.9
0.8
0.7
0.6
0.6
0.6
0.6

5.3
7.0
71
9.1
10.7
10.7
13.7

Female| _____ Male] _____Female]
47 13 12
5.7 22 16
5.7 22 16
67 26 17
8.0 21 13
8.0 21 13

10.6 19 11

| Mlcases |  Awtecases [  Chromiccases |  Unknown |
L Male] ____Femalel ______Malel ____Female]l _____Male]

Source, country reports: Austria, Bulgaria Cyprus, Czech Republic, Denmark, Estonia, Finland, France*, Germany, Greece, Hungary, Iceland, Ireland, Italy, Latvia,
Lithuania, Luxembourg, Malta, Netherlands, Norway, Portugal, Poland, Romania, Slovakia, Slovenia, Spain, Sweden, United Kingdom (excluding Scotland).
* Under-reporting was estimated to be 85% for acute hepatitis B cases in France in 2010.
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infections in 2006 (Denmark, Finland, Slovenia and the
United Kingdom) show no obvious trend across this period
with rates fluctuating between 0.3 to 1.2 cases per 100000
population.

The rates of chronic cases of hepatitis B in these nine coun-
tries across the period also showed a mixed picture. There
isanincreasing trend in some countries (Estonia, Norway,
Slovakia, Slovenia, Sweden and UK) and a declining trend
in others (Denmark, Finland and Ireland).

Throughout the period, the number of male cases was
greater than the number of female cases regardless of
disease stage, but this difference was greater among
acute cases than chronic cases. The numbers of cases
per 100000 population were also higher in males than
females and highest among chronic cases (Table 3). Whilst
notification rates of acute cases showed a downward trend
over time in both males and females, rates among chronic
cases increased in both genders.

There were no major changes in the distribution of cases
by age over time, aside from a decline in the percentage
of cases aged under 25 years from 22.3% in 2006, to
15.8% in 2012.

Between 2006 and 2012, there were some changes in the
reported route of transmission across disease categories
(Table A7). The percentage of acute cases reported as being
due to nosocomial transmission rose from 12.8% in 2006 to
20.6% in 2012. The percentage of cases reported as being
due to injecting drug use fell from 17.7% in 2006, to 8.7%
in 2012 among acute cases, and from 13.1% t0 3.9% among
chronic cases. The proportion of chronic cases reported
as being due to mother-to-child transmission increased
from 41.2% in 2006 to 67.0% in 2012.

3.5. Discussion

The 2012 data collection highlights high numbers of
reported cases of hepatitis B across Europe and consid-
erable variation in the distribution of reported cases of
acute and chronic hepatitis B between countries. Overall,
among those countries able to report both acute and chronic
cases, considerably more chronic cases than acute cases
are reported. There continues to be a downward trend in the
notification rate for acute cases which is consistent with
reports from several European countries in the published
literature and is generally attributed to the successful
implementation of national vaccination programmes [3].
The number and rate of chronic cases has risen over time,
although trends over time are difficult to interpret due to
the many changes in reporting practice across the period.
This increase in chronic cases is most likely to be related
to increasing levels of testing in several countries as a
result of better screening and testing programmes among
key populations.

The number and rate of acute infections show great variation
between countries. Some of this variation may be explained
by differences in the surveillance case definitions used,
and under-reporting which is a problem in many countries,
with France estimating this to be as high as 85% in 2010 [4].

Acute and chronic hepatitis B are difficult to distinguish from
each other using anti-HBc IgM, and it has been estimated
that acute exacerbations or ‘flare ups’ of chronic hepatitis
where the IgM may be raised, constitute between 15% and
50% of cases diagnosed as acute infections depending on
the underlying endemicity in the country [5, 6]. Indeed,
although anti-HBc IgM is commonly used for the diagnosis
of acute hepatitis B infection, it may also be present in
individuals with chronic infection. Some of the variation
may also be explained by the underlying epidemiology of
hepatitis B. Rates of acute hepatitis B infections reported
through surveillance provide a proxy for the incidence of
new infections, but due to under-reporting and the issue
that many acute infections are asymptomatic, it is likely
that these rates under-estimate the true incidence. The
rates of reported acute hepatitis B infections correlate
fairly closely with what may be expected based on the
results from prevalence surveys, with the highest rates
among the eastern European countries [7].

The rates of reported chronic hepatitis B cases were highest
inthe north western European countries and lowest in the
south eastern European countries. This trend is the inverse
of what may be expected based on the results of prevalence
surveys reported in the published literature [7]. This is very
likely to be a reflection of the differences in organised
testing and screening practices between countries, as
the number of reported cases are strongly influenced by
the amount of testing. Another contributory factor behind
the high rates in several countries is the inward migration
of chronic cases from countries with a high prevalence of
hepatitis B [8]. Indeed, fairly complete data on the imported
status for chronic cases in the Netherlands, Norway and
Sweden indicate that a high proportion of chronic cases
have been imported.

Across all cases, hepatitis B is more common among males
than females and among the younger age groups. There
were gender differences between acute and chronic cases
with relatively more male cases among acute cases than
chronic cases. This variation may be partly explained by the
antenatal screening programmes in many countries which
identify more cases of chronic infection among women. In
addition, sexual modes of transmission and injecting drug
use were more common among males and acute cases.
There has been a further decline in the proportion of cases
aged under 25, which is most likely to be related to the
on-going impact of vaccination programmes.

Heterosexual transmission, nosocomial transmission,
non-occupational injury, transmission among MSM and
injecting drug use were the most commonly reported
transmission routes for acute cases. There has been arise
in the proportion of acute cases reported as being due to
nosocomial transmission and a fall in cases attributed to
injecting drug use. Whilst these changes may be related
to changes in data completeness over time, they warrant
careful future review. Although nosocomial transmission
is a commonly reported route of transmission in some
countries, for most of the countries who reported data, it
accounted for only a small proportion of cases. Mother-
to-child transmission was the most common transmission

21



Hepatitis B and C surveillance in Europe 2012

SURVEILLANCE REPORT

route for chronic cases, and the data suggest that most of
these infections were acquired in a country different from
the reporting country.

The interpretation of the data remains impaired by their
incompleteness and variations in reporting between coun-
tries. Although data completeness has improved over time,
it remains problematic and restricts data analysis for several
of the epidemiological variables included in the dataset.
Although many countries were able to provide data using
the EU 2012 case definition, there is still variation in the
case definitions used. The revised EU case definition differs
considerably from the previous EU case definitions which
only capture data on acute cases. In addition, some of the
countries able to define their data using the new case
definitions were still only reporting acute cases, as only
acute hepatitis is notifiable by national law. These differ-
ences provide challenges to the interpretation of the data,
especially when considering the trends in the number of
cases over time, the differences between countries, and
impact upon the conclusions that can be drawn for many
of the epidemiological variables.
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Table 4: Hepatitis C: data source, type of surveillance data and the surveillance period

Enhanced data Case definition(s) used Type of data provided

Austna AT Epidemiegesetz Yes (all years) 2006-2012 EU 2008 Acute and chronic - differentiated
Belgium BE-FLA_FRA A No 2006-2009 National No data
Bulgaria BG-national_surveillance A No 2007-2011 EU 2008 Acute and chronic - Undifferentiated
BG-MOH A No 2006 EU 2008 -
Croatia HR-CNIPH A No 2012 EU 2012 Acute and chronic - Undifferentiated
Cyprus CY-NOTIFIED_DISEASES C No 2007-2012 EU 2008 Acute and chronic - undifferentiated
Czech Republic  CZ-EPIDAT C Yes 2007-2012 EU 2008 Acute and chronic - undifferentiated
Denmark DK-MIS C Yes 2006-2012 National Acute and chronic - differentiated
EE-HCV/CHLAMYDIA® C Yes 2007-2012 EU 2012 Acute and chronic - differentiated
Estonia EE-HEP_CHRONIC A No 2006-2009 EU 2012 -
EE-HCV/CHLAMYDIA A No 2006 EU 2012 -
Finland FI-NIDR C Yes 2006-2012 EU 2012 Acute and chronic - undifferentiated
France - - No - - No data
Germany DE-SURVNET@RKI-7.1/6 C Yes (all years) 2006-2011 EU 2012 Acute and chronic - Undifferentiated
Greece GR-NOTIFIABLE_DISEASES C Yes 2006-2012 EU 2008 Acute and chronic - differentiated
Hungary HU-EFRIR C Yes 2006-2012 EU 2012 Acute only
Iceland IS-subject_to_registration C Yes (2010 - 2012) 2007-2012 EU 2012 Acute and chronic - undifferentiated
Ireland IE-CIDR C Yes 2006-2012 EU 2012 Acute and chronic - differentiated
Italy IT-SEIEVA® C Yes 2006-2012 EU 2012 = ) )
IT-NRS C No 2007-2012 National Acute and chronic - undifferentiated
Latvia LV-BSN C Yes 2006-2012 EU 2012 Acute and chronic - undifferentiated
Lithuania LT-communicable_diseases A No 2006-2009 EU 2012 -
LT-communicable_diseases C Yes 2006-2012 EU 2012 Acute only
Luxembourg LU-SYSTEM1 C No 2007-2012 National Acute and chronic - undifferentiated
Malta MT-DISEASE_SURVEILLANCE C Yes (2009-2012) 2007-2012 Elfj 2;%22 ggg;:;g?f)) Acute and chronic - undifferentiated
Netherlands NL-OSIRIS C Yes (2010-2012) 2007-2012 EU 2008 Acute only
Norway NO-MSIS_A C Yes 2006-2012 EU 2012 Acute and chronic - undifferentiated
Poland PL-NATIONAL_SURVEILLANCE A No 2006-2012 EU 2008 Acute and chronic - undifferentiated
Portugal PT-HEPATITISC C Yes (2010-2012) 2007-2012 National Acute only
Romania RO-RNSSy C Yes 2006-2012 EU 2012 Acute and chronic - undifferentiated
Slovakia SK-EPIS C Yes 2006-2012 EU 2012 Acute and chronic - differentiated
Slovenia SI-SURVIVAL C Yes 2006-2012 'éﬁ"zog'gl gggg:;gfz)) Acute and chronic - differentiated
Spain ES-STATUTORY_DISEASES C No 2007-2008 EU 2008 No data
Sweden SE-SMINET C Yes 2006-2012 EU 2012 Acute and chronic - undifferentiated
United Kingdom  UK-HEPATITISC C Yes 2006-2012 EU 2012 Acute and chronic - differentiated

@ Legend: type: aggregated (A); case-based (C).
> Acute data only 2007-2009; acute and chronic data 2010-2011.
¢ IT-SEIEVA data source used for epidemiological variables only.
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4. Hepatitis C

4.1. Key results

® In 2012, 30607 cases of hepatitis C were reported in 27
EU/EEA Member States, representing an overall notifica-
tion rate of 7.8 cases per 100000 population.

e Only 13 countries were able to classify cases as acute
or chronic, with complete data available for only 16.1%
of cases overall. Of cases reported in 2012, 509 (1.7%)
were reported as acute, 3905 (12.8%) as chronic and
23712 (77.5%) as ‘unknown’.

e The male-to-female ratio in 2012 was 2. Just over a half
(54.0%) of all the hepatitis C cases reported were aged
between 25 and 44 and 9.5% of cases were aged under
25 years. The notification rate was highest for both
males and females in the 25 to 34 age group at 22.3 per
100000 in males and 13.3 in females.

e |n 2012, data on transmission were complete for only
25.2% of all cases. The most common route of transmis-
sion reported across all disease categories was injecting
drug use, accounting for 76.5% of all cases with complete
information.

e There has been a continued rise in the proportion of
acute cases among MSM from 0.8% in 2006 t0 14.6%
in 2012.

e Trends over time are difficult to interpret due to changes
in reporting practices over the period.

4.2. Source of data

Between 2006 and 2012, hepatitis C data were available
from all countries except Liechtenstein and France. Not
all 29 countries were able to provide data for every year.
The reporting improved over the period with 27 coun-
tries reporting data in 2012 compared with 19 in 2006. All
cases reported from countries for 2012 were classified as
confirmed except for 115 cases of unknown classification
reported from Latvia. Data prior to 2012 included cases
classified as ‘probable’ which may reflect some difficulties
in providing data according to the new case definitions.

Of the 29 countries reporting data, all had national
coverage. Table 4 specifies the source of the data, the
type of data (aggregate or case-based), the availability of
enhanced data, the case definitions used and the surveil-
lance period. This table highlights the significant hetero-
geneity in surveillance systems between countries and
within countries over time.

For 2012, 24 countries submitted case-based data. Six
countries submitted aggregate data at some point over
the five year reporting period, but three of these countries
were able to submit case-based data for 2012. Twenty-four
countries were able to provide enhanced data, although for

eight of these countries, enhanced data were only available
for the latter part of the reporting period.

Sixteen countries were able to provide data for 2012 using
the revised case definition (EU 2012). Two of these coun-
tries (Hungary and Lithuania) just submitted data on acute
cases as only acute hepatitis C is notifiable on a national
basis. Seven countries provided data according to the
previous EU case definition (EU 2008) for hepatitis C which
is similar to the EU 2012 case definition, as it also captures
data on both acute and chronic infections. Denmark, Italy,
Luxembourg and Portugal provided data defined according
to national case definitions with Portugal providing data
on acute cases only.

Two countries changed their case definitions between
2007 and 2012 (Malta and Slovenia).

4.3. Epidemiological data 2012

In 2012, 30607 cases of hepatitis C were reported in 27
countries (no data from Belgium, France, Liechtenstein
and Spain). The overall notification rate was 7.8 cases
per 100000 population. The number of cases reported by
countries ranged from 24 cases (5.7 cases per 100000)
in Malta to 13474 (21.8 cases per 100000) in the United
Kingdom.

In 2012, 509 cases (1.7%) were reported as acute, 3905
(12.8%) as chronic, 23712 (77.5%) as unknown, and 2481
cases (8.1%) could not be classified due to the format of
the data provided. Twelve countries provided differentiated
data on acute cases of hepatitis Cin 2012. The number of
acute cases ranged from nine in Slovenia (0.4 cases per
100000) to 139 in Austria (1.6 cases per 100000). Ten
countries reported chronic cases in 2012. The numbers
showed great variation across countries from 40 cases
in Greece (0.3 cases per 100000) to 1 230 cases in Latvia
(60.2 cases per100000). Fifteen countries provided data
on unknown cases with the number of unknown ranging
from two cases in Denmark (<0.1 cases per 100000) to
12127 cases in the United Kingdom (19.6 cases per 100000).

The incompleteness of the data as defined by disease
status limits the possibilities and appropriateness of
presenting the data and the identification of geographical
trends among acute and chronic cases. The following map
shows the overall notification rates of hepatitis C cases
across EU/EEA countries. Countries were included if their
surveillance system was known to capture data on both
acute and chronic cases, even if a sizeable proportion of
cases were classified as ‘unknown’. As acute hepatitis C
is usually asymptomatic or mild and difficult to diagnose
clinically or serologically, most reported cases in countries,
where all types of viral hepatitis are notifiable, are more
likely to be chronic. Whilst there are limitations to this
approach, it provides more complete data for comparison
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Figure 8: Number of reported hepatitis C cases per 100000 population in selected EU/EEA countries, 2012
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Source: country reports - Austria, Bulgaria, Croatia, Cyprus, Czech Republic, Denmark, Estonia, Finland, Germany, Greece, Iceland, Ireland, Italy, Latvia,
Luxembourg, Norway, Poland, Romania, Slovakia, Slovenia, Spain, United Kingdom.

Figure 9: Male-to-female ratio in acute and chronic hepatitis B cases?, by country®, EU/EEA, 2012°¢ (h=16 999)
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across countries. Figure 8 shows high overall rates of
hepatitis C notifications in the north European countries
and lower rates in southern and east European countries.

In2012,19396 of all reported cases for whom gender was
reported (n=30170) were male (10.8 cases per 100000)
and 10774 cases were female (5.5 cases per 100000). This
represents a male-to-female ratio of 2. It varied considerably
between countries in 2012 ranging from 0.6 in Romania to
17.7 in the Netherlands (Figure 9).

The number of males was greater than the number of
females for acute, chronic and unknown cases for all coun-
tries. Notification rates were higher in males than females
across all disease types (Table A15). Just over a half (54.0%
of cases) of all the hepatitis C cases reported were aged
between 25 and 44, and 9.5% of cases were aged under
25 years. The notification rate was highest for both males
and females in the 25 to 34 age group at 22.3 per 100000
in males and 13.3 in females (Figure 10).

The age distribution by disease status shows that reported
cases of acute infection are slightly younger than reported
cases of chronic infection, with 17.2% of acute cases aged
under 25 years compared to 7.8% of chronic cases.

The completeness of data provided regarding transmission
of hepatitis C was low with information complete for only
25.2% of cases in 2012 (Annex 4). There are differences
between countries in the reported routes of transmis-
sion (Table A6), but it is difficult to identify any trends as
reporting in most countries was incomplete.

Overall, the most commonly reported route of transmission
in 2012 was injecting drug use accounting for 76.5% of all
cases where transmission route was known (Table 4). The
next most commonly reported transmission routes were
transmission through blood and blood products (4.3%),
sexual transmission (not specified) (4.3%) and nosocomial
transmission (4.0%). Of cases reported as being transmitted
through blood and blood products, 99.3% were classified
as chronic or unknown.

Figure 10: Number of reported hepatitis C cases (acute, chronic and unknown) per 100000 by age group and gender, EU

and EEA, 2012 (n=28126)
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Source: Country reports: Austria, Cyprus, Czech Republic, Denmark, Estonia, Finland, Germany, Greece, Hungary, Iceland, Ireland, Italy, Latvia, Lithuania,
Luxembourg, Malta, the Netherlands, Norway, Portugal, Romania, Slovakia, Slovenia, Sweden, United Kingdom.

Table 5: Transmission route of hepatitis C cases by disease status in EU/EEA countries?, 2012

Acute (%) Chronic (%) Unknown (%) Total (%)

Injecting drug use

Nosocomial (includes hospital, nursing home, etc.)
Men who have sex with men

Heterosexual transmission

Sexual transmission (not specified)
Non-occupational injuries (needle stick, bites, tattoos, piercings)
Other

Household

Haemodialysis

Blood and blood products

Mother-to-child transmission

Needle-stick and other occupational exposure
Organ and tissues

Total

29.9 58.6 86.0 76.5
26.5 9.5 0.5 4.0
14.6 0.1 2.0 2.2
10.3 3.3 17 2.5
5.6 4.9 3.0 43
5.3 8.2 0.8 2.0
4.0 4.2 0.9 1.8
15 0.8 0.1 0.3
0.8 0.5 0.8 0.7
0.6 7.4 3.5 43
0.5 1.4 0.7 0.9
0.3 1.2 0.1 0.4
0.0 0.0 0.0 0.0
100.0 100.0 100.0 100.0

Source, country reports: Austria, Czech Republic, Denmark, Estonia, Finland, Germany, Hungary, Ireland, Italy, Latvia, Lithuania, Luxembourg, Malta, Netherlands,

Norway, Portugal, Romania, Slovakia, Sweden and United Kingdom.
2 Included only cases where transmission category was specified.
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The percentage of injecting drug use was lower among
acute cases (29.9%) than among those classified as chronic
(58.6%) or unknown (86.0%). Among acute cases, the
other main routes of transmission included nosocomial
transmission (26.5%) and men who have sex with men
(14.6%). However, the number of acute cases with complete
information on transmission was low so these figures may
be less robust.

The type of clinical service or testing facility where patients
were tested for hepatitis was poorly reported with infor-
mation available for 6 003 cases from eleven countries
(Austria, Estonia, Hungary, Ireland, Latvia, Luxembourg,
Malta, Portugal, Romania, Sweden, United Kingdom). For
these cases, the most common reported place of testing
was infectious disease clinics (25.5%) followed by other
(28.2%) and general practice clinics (20.8%).

Sixteen countries reported data for the imported variable
for 11587 cases (Table A10). Of the 1013 cases in 2012
reported by countries as being imported, 35 (3.5%) were

acute cases, 160 (15.8%) were chronic cases and 818
(80.8%) had unknown disease status.

Country of birth and country of nationality were compared
to the reporting country as a crude indication of whether
cases may have been infected outside the reporting country.
However, both country of birth and country of nationality
were poorly completed across most countries. In 2012, the
percentage of cases in which the reporting country differed
from the country of birth or nationality (806 cases (2.9%))
was less than the percentage of cases in which the reporting
country was the same (3749 cases (13.3%)) (Table A12).

Outcome of hepatitis C infection was reported for 10935
cases from 14 countries in 2012 (Table A14). Of these cases,
134 (1.2%) were reported to have died.

Five countries reported chronic cases consistently across
the six year period (Figure 12). These five countries show
relatively stable trends apart from Estonia and Denmark.
Estonia had increasing rates of chronic case notifications
from 10.7 cases per 100000 population in 2006 to 16.0in

Figure 11: Number of acute hepatitis C cases per 100 000 population in five selected EU/EEA countries, by year,
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Source: Country reports from countries with consistent reporting of acute hepatitis C infections between 2006 and 2012 (Denmark, Estonia, Hungary, Slovakia,
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Figure 12: Number of chronic hepatitis C cases per 100 000 population in five selected EU/EEA countries, by year,
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2012, and Denmark had falling rates of notifications over
the period from 7.3 to 4.4 cases per 100000.

4.4. Trends 2006—2012

Between 2006 and 2012, 206333 cases of hepatitis C
were reported in 29 countries with varying degrees of
completeness over time. The number of reported cases
increased from 27354 cases in 2006 to 30607 cases in
2012, whereas the notification rate fell from 9.3 cases per
100000 in 2006 to 6.8 in 2007 and has remained fairly
stable at just over 7 cases per 100000 since.

Only five countries provided consistent data on acute
cases over the six year reporting period (Figure 11). Estonia
shows a striking declining trend over this period from
4.2 Cases per 100000 in 2006 to 1.7 cases per 100000
in 2012. The other four countries show low level stable
trends over the period.

Five countries reported chronic cases consistently across
the six year period (Figure 12). These five countries show
relatively stable trends apart from Estonia and Denmark.
Estonia had increasing rates of chronic case notifications
from 10.7 cases per 100000 population in 2006 to 16.0 in
2012, and Denmark had falling rates of notifications over
the period from 7.3 to 4.4 cases per 100000.

Eight countries reported unknown cases (not defined as
acute or chronic) consistently across the seven year period.
Of these countries most had fairly stable rates apart from
Ireland and Austria. In Ireland there was a steady fall in
rates of unknown cases from 35.9 cases per 100000 in
2007 to 20.3 in 2012. In Austria there was a fall between
2009 and 2010 from 3.3 cases per 100000 to 0.1.

The male-to-female ratio remained stable over the reporting
period.

The notification rates by age category showed little change
over time, but there was a small decline in the proportion
of cases aged under 25 years from 12.4% in 2006 t0 9.7%
in 2012.

Between 2006 and 2012, the distribution of reported
transmission categories changed (Table A8). There was a
fallin the proportion of cases assigned as injecting drug
use among both acute and chronic cases from 40.4% and
81.5% in 2006 t0 29.9% and 58.6% in 2012. Among acute
cases the proportion of cases among MSM rose from
0.8% in 2006 to 14.6% in 2012. The proportion of acute
and chronic cases reported as due to unspecified sexual
transmission increased over the period from 1.9% of acute
cases and 0.1% of chronic cases to 5.3% and 8.2% of cases
respectively.

4.5. Discussion

The 2012 surveillance data for hepatitis C indicate high
numbers of hepatitis C cases reported from countries across
Europe with considerable variation between countries.
Countries continue to have problems in using the StageHEP
criteria to classify cases as acute or chronic and the majority

of reported cases are classified as unknown. Acute hepa-
titis Cis not easy to diagnose clinically or serologically, so
itis likely that most of these ‘unknown’ cases are chronic
cases. Countries able to define cases as acute or chronic
continue to report considerably more chronic cases than
acute cases. The distribution of acute, chronic and unknown
cases varies between countries. Apart from the ability to
distinguish acute and chronic cases, the variation is likely
to be mainly related to considerable differences between
countries in the amount of diagnostic testing.

All countries report more cases in males than in females
and most cases occur in those aged between 25 and 44
years. Hepatitis C predominantly affects young adult males
and this reflects the demographic profile of the key risk
groups. The male-to-female distribution varies between
countries and this is most likely to be related to the small
numbers of cases in some countries. Acute cases tend
to be younger than chronic cases, most likely due to the
age differences between risk groups. Individuals infected
with hepatitis C through MSM transmission, which is more
commonly reported among acute cases, tend to be younger
than those infected through injecting drug use.

The main route of transmission continues to be injecting
drug use. Whilst this route of transmission dominates across
all disease categories, it has shown a decline over time in
both acute and chronic cases and is less frequently reported
among acute cases than chronic cases. In contrast with this
decline, there has been a steadily increasing proportion of
cases among MSM. There have been reports of an increase
in acute hepatitis C infections among HIV-infected MSM
in several European countries [9] and routine screening
of HIV-positive MSM is undertaken in these countries.
Although this screening may have artificially elevated the
number of acute cases reported as occurring among MSM,
the higherincidence of acute HCV among HIV-positive MSM
compared with HIV-negative MSM has also been attributed
to differences in sexual and drug taking behaviour among
HIV-positive versus HIV-negative MSM. The immunodefi-
ciency induced by HIV infection may also increase both
infectiousness and susceptibility to HCV in individuals
affected with HIV [10,11]. Nosocomial transmission is a
commonly reported route of transmission for several coun-
tries, however, for the majority of countries it accounts for
only a small proportion of cases.

Theinterpretation of the data continues to be hampered by
dataincompleteness and differences in reporting between
countries. Whilst most countries provided data according
to either the EU 2008 or the EU 2012 case definitions
which include acute and chronic cases, several countries
could only provide data on acute cases as only acute viral
hepatitis is notifiable on a national level.
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Table 6: Summary of key statistics of hepatitis B and C in EU/EEA countries, 2012

Hepatiis B Hepatits C

Number of countries reporting data in 2011:

Overall 29 27

Using EU 2012 case definition 19 16
Completeness of ‘stageHEP’ variable 90.5% 16.1%

Rates per 100000 population:

Acute 0.8 0.6

Chronic 8.6 3.2

Unknown 0.7 8.3

Total 3.5 7.8
Male-to-female rate ratio 1.5 2

% cases among 25 to 34 year olds 33.3% 27.9%

% cases aged under 25 15.8% 9.5%

Most common transmission category:

Acute Heterosexual transmission 31.2% Injecting drug use 29.9%
Chronic Mother-to-child 67.09% Injecting drug use 58.6%
All cases Mother-to-child 41.1% Injecting drug use 76.5%

Source, country reports: Czech Republic, Denmark, Estonia, Finland, Germany, Hungary, Ireland, Italy, Latvia, Lithuania, Luxembourg, Malta, Netherlands, Norway,
Portugal, Slovakia, Sweden and United Kingdom.
*Analyses undertaken by disease status category for all cases where transmission category is not classified as unknown.
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5. General discussion and conclusions

Although the surveillance data for both infections have
continued to improve in terms of completeness since 2006
for many variables, the high proportion of incomplete data
remains a major challenge and impacts upon the interpre-
tation of results. Surveillance systems for both infections
across countries are still quite diverse and the heterogeneity
in reporting makes the interpretation of the distribution
and trends of hepatitis B and C very challenging. These
differences underline the importance of having a good
understanding of national surveillance systems.

The overall comparison between hepatitis B and C with
respect to numbers, rates, number of countries reporting,
male-to-female ratio, age distribution and reported trans-
mission route are shown in the table below.

In 2012, the majority of reporting countries provided
enhanced case-based data for both hepatitis B and C.
Around two thirds of the countries who reported 2012 data
used the EU 2012 case definitions for both diseases. The
classification of cases by disease status, however, remains
problematic for many countries for hepatitis C, with a large
proportion of the reported cases classified as ‘unknown’.
This problem is a reflection of the problems in defining
hepatitis C as acute or chronic, and the definition of acute
hepatitis C cases in particular is widely discussed in the
published medical literature [12,13,14,15].

Although most countries provided data defined according
to the EU 2012 case definitions, some countries still used
different case definitions and many countries were unable
to provide data on chronic infections. This heterogeneity
in the data reported remains a key challenge to the inter-
pretation of data across countries.

The numbers and notification rates of hepatitis C cases are
roughly twice the numbers and rates of hepatitis B cases.
In most countries, the overall figures for both infections are
most strongly influenced by the large numbers of chronic
and ‘unknown’ cases.

For hepatitis B, the number of reported acute cases has
continued to decline and there has been a concomitant
yearly increase in newly reported chronic infections. The
decline in acute infections is likely to be related to the
impact of widespread vaccination programmes [16]. Indeed,
many countries in central Europe as well as several other
regions have noted a decline in the prevalence of HBsAg
which has been attributed to the effectiveness of these
vaccination programmes .

As chronic hepatitis B is largely asymptomatic until a late
stage, the rise in chronic cases may be due to increased
diagnostic testing of key risk groups. Differences in migra-
tion patterns between countries may also account for
some of the variation, and the impact of migration upon
the epidemiology of hepatitis B warrants further research.

Whilst the decrease of acute cases is reassuring, the large
and increasing numbers of diagnosed chronic hepatitis B
cases in many countries leaves no room for complacency
in national prevention and control programmes.

For hepatitis C, the number of reported cases across all
disease categories since 2006 remains at a high level. The
number of cases has increased over time but rates have
remained relatively stable as the number of countries
reporting has also increased. As both acute and chronic
infections are mostly asymptomatic, the reported numbers
of cases are likely to be strongly related to screening
programmes and diagnostic testing in countries. There is
variation in the reported figures between countries and
further epidemiological work is required to understand
these differences, taking into consideration the popula-
tion tested denominator as well as differences in local
surveillance systems.

Chronic infection with hepatitis B or C may progress to
cirrhosis or liver cancer. Data on the precise burden of
disease caused by these infections is lacking in most coun-
tries [17], The data provided by countries on the outcome
of these infections was incomplete but available infor-
mation from the published literature suggests that the
disease-related burden of cirrhosis and hepatocellular
carcinoma is considerable and associated with high levels
of mortality across Europe [18, 19, 20]. The large numbers
of newly diagnosed infections therefore present a major
public health issue for European countries on account of
the associated healthcare costs for the prevention and
treatment of these complications. Chronic and acute infec-
tions also have wider societal implications in terms of the
prevention of onwards transmission of infection. Further
work to collate available information on hepatitis associ-
ated morbidity and mortality at the European level would
help augment the notification data and provide countries
with more complete information to assist in the planning
of prevention and control programmes.

Data provided on many of the enhanced epidemiological
variables for both infections remain poorly reported.
Although data completeness improved over the reporting
period, further work with countries is required to improve
the utility of these data.

Several ‘migration’ variables are included in the dataset
and whilst no single variable provides a full picture of where
the infection was acquired, the data provide interesting
results which aid the understanding of the epidemiology.
The results suggest that imported cases may play a key
role for hepatitis B, and for chronic cases in particular.

Data provided on the most likely transmission routes were
incomplete for both hepatitis B and C. Among cases with
complete information, the reported transmission routes
for hepatitis B differ from those reported for hepatitis C,
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and for hepatitis B, transmission routes vary by disease
status. Indeed, for chronic hepatitis B cases, mother-
to-child transmission was more commonly reported as
compared to acute cases, and the data suggest that a
large proportion of these cases are imported. The current
transmission of hepatitis B within countries is reflected
in the transmission routes of the reported acute cases,
and the data indicate that across Europe this includes
heterosexual transmission, male-to-male transmission,
injecting drug use, and nosocomial transmission. For
hepatitis C, the most common route of transmission across
all stages of disease was injecting drug use. There has
been a continued rise in acute hepatitis C cases where the
reported transmission route was among MSM. Outbreaks
of acute hepatitis C among HIV-positive MSM have been
reported from countries in Europe and this has led to
targeted screening. This rise highlights that there is no
room for complacency for countries in their prevention
programmes targeted at key risk groups.

In conclusion, the enhanced surveillance data for hepa-
titis B and C across Europe highlight a significant burden
for both diseases. The data suggest that acute hepatitis B
infections are declining in most countries. The challenges
in classifying hepatitis C cases by disease status limit
any conclusions that can be drawn regarding acute cases.
For both hepatitis B and C, the number of chronic cases
reported from countries able to provide this information
indicates a very high burden of disease. This burden of
chronic infections is considerably greater for hepatitis C
than for hepatitis B.

Aclearinterpretation of the data across countries in Europe
is impaired by the differences in surveillance systems
between countries. The use of different case definitions and
the problem of defining hepatitis C cases by disease status
are the main difficulties leading to differences between
countries. Even when such differences are accounted for,
countries still vary substantially in their reported cases
and these differences are greater for chronic cases than
acute cases. As chronic infections are largely asympto-
matic until the very late stages of disease, it is likely that
much of the variation is due to different testing practices
between countries. Under-reporting is also likely to be a
factor and further research is necessary to explore the
variation between countries.

Enhanced surveillance of hepatitis B and C across Europe
provides information that is helpful for monitoring the
distribution of disease and for evaluating the public health
response to prevent and control the transmission of infec-
tions. In order to achieve this aim, ECDC must work together
with countries across Europe to strive for high-quality,
standardised surveillance data.
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Annex 1. Case definitions for hepatitis B and C°

Hepatitis B (hepatitis B virus)

Clinical criteria
Not relevant for surveillance purposes

Laboratory criteria
Positive results of at least one or more of the following
tests or combination of tests:

¢ IgM hepatitis B core antibody (anti-HBc IgM)
¢ Hepatitis B surface antigen (HBsAg)

¢ Hepatitis B e antigen (HBeAg)

e Hepatitis B nucleic acid (HBV-DNA)

Epidemiological criteria
Not relevant for surveillance purposes

Case classification

A. Possible case

NA

B. Probable case

NA

C. Confirmed case

Any person meeting the laboratory criteria

Comments/notes
NOTE: The following combination of laboratory tests shall
not be included or reported:

e Resolved hepatitis — Hepatitis B total core antibody
(anti-HBc) positive and hepatitis B surface antibody
(anti-HBs) positive

e Immunity following vaccination — Hepatitis B total core
antibody (anti-HBc) negative and hepatitis B surface
antibody (anti-HBs) positive

e Anti-HBc IgG positivity only

NOTE: Elevated levels of IgM in some chronic cases may
result in misclassification which could overestimate the
number of acute cases

Hepatitis C (hepatitis C virus)

Clinical criteria
Not relevant for surveillance purposes

Laboratory criteria
At least one of the following three:

e Detection of hepatitis C virus nucleic acid (HCV RNA)

e Detection of hepatitis C virus specific antigen (HCVcore)

e Hepatitis C virus specific antibody (anti-HCV) response
confirmed by a confirmatory (e.g. immunoblot) antibody
test in persons older than 18 months without evidence
of resolved infection

Epidemiological criteria
Not relevant for surveillance purposes

Case classification

A. Possible case

NA

B. Probable case

NA

C. Confirmed case

Any person meeting the laboratory criteria

Comments/notes
NOTE: The following combination of lab tests shall not be
included or reported:

e Resolved infection: Detection of hepatitis C virus antibody
and no detection of hepatitis C virus nucleic acid (HCV
RNA negative result) or hepatitis C virus core antigen
(HCV-core negative result) in serum/plasma.

2 Source: 2012/506/EC: Commission Implementing Decision of 8 August 2012 amending Decision 2002/253/EC laying down case definitions for reporting

communicable diseases to the Community network.
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Annex 2. Implementation of case definitions
with the StageHEP variable

Diseaseand code _|[Descripion |

Hepatitis B

Acute

Chronic

Unknown
Hepatitis C

Acute

Chronic
Unknown

Detection of IgM antigen specific antibody (anti-HBc IgM)
or
Detection of hepatitis surface antigen (HBsAg) and previous negative HBV markers less than 6 months ago
or
Detection of hepatitis B nucleic acid (HBV-DNA) and previous negative HBV markers less than six months ago
Any of the above with or without symptoms and signs (e.g. jaundice, elevated serum aminotransferase levels, fatigue, abdominal pain, loss of appetite,
intermittent nausea, vomiting, fever)
Detection of HBsAg or HBeAg or HBV-DNA
and
No detection of anti-HBc IgM (negative result)
or
Detection of HBsAg or HBeAg or HBV-DNA on two occasions that are six months apart?®
Any newly diagnosed case which cannot be classified according the above description of acute or chronic infection

Recent HCV seroconversion (prior negative test for hepatitis C in last 12 months)
or

Detection of hepatitis C virus nucleic acid (HCV RNA) or hepatitis C virus core antigen (HCV-core) in serum/plasma and no detection of hepatitis C virus
antibody (negative result)

Detection of hepatitis C virus nucleic acid (HCV RNA) or hepatitis C core antigen (HCV-core) in serum/plasma in two samples taken at least 12 months apart*
Any newly diagnosed case which cannot be classified according the above description of acute or chronic infection

2 In the event that the case was not notified the first time
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Annex 3. Enhanced set of variables for
hepatitis B and C surveillance

Core set

Recordld Yes v v
RecordType Yes v v
RecordTypeVersion No v v
Subject Yes v v
DataSource Yes v v
ReportingCountry Yes v v
DateUsedForStatistics Yes v v
Status No v v
DateOfNotification No v v
DateOfDiagnosis Yes v v
PlaceOfResidence No v v
PlaceOfNotification No v v
Age (years) Yes v v
Gender Yes v v
DateOfOnset No v v
Outcome No v v
Classification Yes v v
Disease-specific

StageHEP Yes v v
ResultHBeAg No v NA
TestingLocation No v v
CountryOfBirth No v v
CountryOfNationality No v v
Imported No v v
ProbableCountryOfinfection No v v
Transmission Yes v v
SexWorker No v v
HealthCareWorker No v v
HIVStatus No v v
HBVStatus No NA v
HCVStatus No v NA
VaccStatus No v NA
Complications No v v
Genotype No v v

NA: not applicable
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Annex 4. Completeness of reporting

Hepatitis B

Age

Complications
Country of birth
Country of nationality
Gender

Genotype

HBeAg Status

HCV status
Healthcare worker
HIV status

Imported

Outcome

Probable country of infection
Sex worker
‘StageHEP’

Testing location
Transmission
Vaccination status
Hepatitis C

Age

Complications
Country of birth
Country of nationality
Gender

Genotype

HBV status
Healthcare worker
HIV status

Imported

Outcome

Probable country of infection
Sex worker
‘StageHEP’

Testing Location
Transmission

Proportion

complete - all
years (%)

99.5
41
16.6
71
97.2
0.1
123
5.7
15.2
4.7
38.7
29.7
231
6.0
79.9
7.7
17.8
22.5

99.8
5.9
15.3
6.1
98.6
2.3
4.8
8.2
5.6
44.8
39.2
ns
13
1.0
20.9
29.6

Proportion
complete -
2006 - 2011
(%)

99.4
3.9
15.7
6.8
97.0
0.0
12.4
5.8
15.0
4.5
39.4
30.4
233
5.1
71.8
17.7
17.9
22.5

99.0
5.9
14.6
5.9
97.8
2.4
4.2
7.5
5.0
45.4
40.5
13.3
13
9.8
20.0
30.1

Proportion
complete -
2012 (%)

100.0
5.2
213
8.7
98.1
0.3
1.6
5.4
15.8
6.0
34.9
27.8
21.6
10.6
90.5
17.2
17.2
22.7

99.8

14.5
7.2
98.4
1.9
5.5
8.6
6.2
37.9
35.7
3.5
1.4
16.1
19.6
25.2

Number of
countries

=
B W oo o N

— — = = .
N RN RGN, SV v rFEw

N
[SEN-EE i

Maximum
level of
completeness
at the country
level (%)

100.0
87.8
733

100.0

100.0

0.9
73.3
84.6

100.0

100.0

100.0

100.0

100.0

100.0

100.0
89.5
73.6
92.6

100.0
100.0
93.0
100.0
100.0
7.5
83.0
100.0
100.0
100.0
100.0
100.0
100.0
100.0
85.5
86.8

Minimum
level of
completeness
at the country
level (%)

30.2
30.2
2.0
2.6
30.2
0.9
29.0
0.2
0.1
2.3
11
1.8
0.7
121
67.2
1.8
3.7
5.1

10.5
0.5
4.2
3.7

10.5
0.9
0.8
0.2

3.7
1.0
0.8
2.0

99.6
0.3

10.4
3.9

Number of
countries

Maximum
level of
completeness
at the country
level (%)

100.0
100.0
100.0
100.0
100.0

10.7
100.0
100.0
100.0
100.0
100.0
100.0
100.0
100.0
100.0
100.0

94.0
100.0

100.0
100.0
100.0
100.0
100.0

25.6
100.0
100.0
100.0
100.0
100.0

90.7
100.0
100.0
100.0

89.3

Minimum
level of
completeness
at the country
level (%) (%)

77.8
10.7
0.7
0.7
92.4
0.5
0.7
1.2
0.1
2.0
0.1
0.2
0.1
19.6
15.0
13
0.2
3.7

96.1

2.1
19.5
2.4
97.2
0.1
0.9
0.1
21
1.6
0.1
0.2
4.8
8.6
6.3
4.9
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Table As: Proportion?® (%) of cases of hepatitis B by disease status and transmission category in EU and EEA countries®
in 2012

> = . E 15| g
—_— x @ [}
g S| & |32 = 2 | = szl 3 | 5
Countries 3 = S E) = Z a 3 wEl|ug g
@ = s 3.8 a = B = 522|283 w =y
& | & |88 | % e g g 85z |28 | &
5 2| & |s5 | 2 z = 5 =2~ |825| B
Acute 0.0 0.0 0.0 1.6 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 98.4
Austria Chronic 0.0 0.0 0.0 0.3 0.3 0.3 0.3 0.0 0.0 0.0 0.3 0.0 0.0 98.3
Unknown 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 100.0
Acute
Cyprus Chronic
Unknown 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0  100.0
Acute
Czech Republic Chronic
Unknown 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 100.0
Acute 0.0 0.0 36.0 0.0 20.0 12.0 4.0 4.0 0.0 8.0 0.0 0.0 0.0 16.0
Denmark Chronic 0.0 0.0 71 0.7 1.9 0.4 83.6 0.0 1.9 0.4 0.0 0.0 0.0 41
Unknown 0.0 0.0 0.0 0.0 0.0 0.0 25.0 0.0 0.0 0.0 0.0 0.0 0.0 75.0
Acute 0.0 0.0 11 0.0 11 0.0 0.0 0.0 11 0.0 11 0.0 0.0 55.6
Estonia Chronic 0.0 0.0 9.5 0.0 16.7 0.0 2.4 0.0 0.0 0.0 0.0 0.0 0.0 7.4
Unknown
Acute 0.0 0.0 0.0 0.0 2.9 5.9 2.9 0.0 0.0 0.0 0.0 20.6 0.0 67.6
Finland Chronic 1.8 0.0 0.0 0.0 1.4 0.0 41 0.0 0.0 0.0 0.0 3.2 0.0 89.4
Unknown
Acute 0.0 0.0 8.9 0.0 0.0 13.9 0.0 1.0 4.0 17.8 1.0 2.0 0.0 51.5
France® Chronic
Unknown
Acute 0.0 0.7 3.0 23 1.6 21 0.2 0.0 0.0 0.0 0.0 0.0 0.0 90.0
Germany Chronic
Unknown 0.0 0.0 1.8 4.5 1.8 0.9 0.0 0.0 0.0 0.0 0.0 0.0 0.0 91.0
Acute 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 100.0
Greece Chronic
Unknown
Acute 0.0 0.0 1.9 5.6 13.0 7.4 0.0 0.0 1.9 0.0 0.0 3.7 0.0 66.7
Hungary Chronic
Unknown
Acute 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 100.0
Iceland Chronic
Unknown 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 100.0
Acute 0.0 0.0 371 0.0 0.0 20.0 0.0 2.9 0.0 5.7 0.0 174 0.0 174
Ireland Chronic 0.4 0.0 1.4 0.4 1.0 2.9 23 1.4 1.6 30.3 0.2 4.3 0.0 53.8
Unknown 0.0 0.0 0.0 0.0 0.0 5.6 0.0 0.0 0.0 11 0.0 5.6 0.0 77.8
Acute 0.3 0.0 14.8 5.8 0.8 5.6 0.0 15.6 18.1 9.2 0.0 1.7 0.0 28.1
Italy Chronic
Unknown
Acute 2.7 0.0 0.0 2.7 33.3 53 13 2.7 13.3 0.0 13 22.7 0.0 14.7
Latvia Chronic 0.0 1.5 0.0 16.2 4.4 0.0 4.4 2.9 0.0 0.0 0.0 4.4 0.0 66.2
Unknown 2.5 0.0 0.0 25 13 0.0 0.0 3.2 0.0 0.0 0.0 7.0 0.0 83.5
Acute 0.0 0.0 34.8 0.0 8.7 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 56.5
Lithuania Chronic
Unknown
Acute
Luxembourg Chronic
Unknown 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 100.0
Acute
Malta Chronic
Unknown 0.0 0.0 5.6 0.0 0.0 0.0 0.0 0.0 0.0 0.0 5.6 0.0 0.0 88.9
Acute 0.0 0.0 37.8 0.0 0.0 23.8 0.0 0.0 0.0 0.0 0.6 0.6 0.0 371
Netherlands Chronic 0.0 0.0 2.9 0.0 0.6 1.8 61.0 0.0 0.0 0.0 0.0 0.0 0.0 33.9
Unknown 0.0 0.0 231 0.0 3.9 15.4 7.7 0.0 0.0 0.0 0.0 0.0 0.0 50.0
Acute 0.0 0.0 63.0 0.0 15.2 8.7 0.0 0.0 0.0 0.0 0.0 8.7 0.0 43
Norway Chronic 1.5 0.0 0.3 0.0 2.6 0.0 4.8 0.8 0.0 0.0 0.0 4.4 0.0 85.6
Unknown
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Countries
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Table A6: Proportion® (%) of cases of hepatitis C by disease status and transmission category in EU and EEA countries®
in 2012

= x % =3 % 5 0%
Countries @ -8 e ) 3 ] 2 2 - 3
& E= == EX & = H = 588|285 =
£ |Eg| & (g | £ | & g | 5 252|575 | 2
5 G2 = Ss = 2 s s S 2
Acute 0 0 0 0 3.6 0 0 0.7 0.7 0 0 0.7 0 94.2
Austria Chronic 0.7 0 0 0 3.7 0 0 0 0 0.2 0 0 0 95.4
Unknown 0 0 0 0 2.8 0 0 0 0 0.9 0 0.9 0 95.3
Acute
Cyprus Chronic
Unknown 0 0 0 0 0 0 0 0 0 0 0 0 0 100
Acute
Czech Republic Chronic
Unknown 0 0 0 0 0 0 0 0 0 0 0 0 0 100
Acute 0 0 0 0 4.7 4.7 0 0 0 0 8.3 0 0 8.3
Denmark Chronic 0 0 4.5 0 70 0.8 2.4 0 8.5 0.8 0.4 0 0 12.6
Unknown 0 0 0 0 0 0 0 0 0 0 0 0 0 100
Acute 0 0 13 0 217 0 43 43 0 0 0 0 0 56.5
Estonia Chronic 0.5 0 8.4 0 37.2 0 0.5 2.8 0 0 0 0 0 50.7
Unknown
Acute
Finland Chronic
Unknown 0.6 0 0 0 54.9 0 0.7 0 0 0 0 6 0 37.8
Acute
Germany Chronic
Unknown 0.8 0.8 0 0 24.2 1.7 0.1 0 0 0 0 0 0 72.4
Acute 0 0 0 0 0 0 0 0 0 0 0 0 0 100
Greece Chronic 0 0 0 0 0 0 0 0 0 0 0 0 0 100
Unknown
Acute 2.5 0 0 2.5 47.5 0 0 2.5 0 0 0 0 0 45
Hungary Chronic
Unknown
Acute
Iceland Chronic
Unknown 0 0 0 0 0 0 0 0 0 0 0 0 0 100
Acute 0 0 0 0 30.8 0 7.7 0 15.4 0 231 0 231
Ireland Chronic 0 0 0 42.7 0 2.7 5.3 0 20 i3 14.7 0 6.7
Unknown 0 0 0 48 0 1 0.4 0 3.1 0 3.1 0 423
Acute 0 0 1.9 311 2.9 0 7.8 27.2 8.7 0 1.9 0 17.5
Italy Chronic
Unknown
Acute 0 0 29.2 2.1 0 8.3 22.9 0 0 25 0 12.5
Latvia Chronic 7.8 0.2 0 0.9 1.8 0 11 4.5 9.1 0 15 10.4 0 52.6
Unknown
Acute 0 0 375 0 17.5 0 0 0 0 0 0 0 0 45
Lithuania Chronic
Unknown
Acute
Luxembourg Chronic
Unknown 0 0 0 0 76.1 0 0 0 0 0 0 0 0 23.9
Acute
Malta Chronic
Unknown 0 0 4.2 0 58.3 4.2 0 0 0 0 0 0 0 33.3
Acute 0 0 3.5 0 5.3 77.2 1.8 0 0 0 0 0 0 12.3
Netherlands Chronic
Unknown
Acute
Norway Chronic
Unknown 11 0 0.1 0 31.3 0 0.5 0.9 0 0 0 3 0 63.2
Acute
Portugal Chronic
Unknown 0 0 0 0 33.3 0 0 0 0 0 2.4 71 0 57.1
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= - —E' =3 % 5 Gl%
=4 S a = = = [
Countries 2 ] 2 z § : o g £ g g2 (3 §.m =
g g 2 g8 | & & 2 g | § 255 (328 8
& 2| & |85 | & 2 g = 5 55~ |885| 3
Acute 0 21 18.8 1 1 0 0 0 50 0 0 0 0 271
Romania Chronic 33 33 66.7 33 33 0 0 0 0 0 0 0 0 20
Unknown 0 0 0 0 0 0 0 0 0 0 0 0 0 100
Acute 0 5 0 5 25 0 0 10 5 5 0 5 0 40
Slovakia Chronic 8.4 2 3.4 0.5 36 0 0 9.4 13.8 2.5 0 0 0 241
Unknown
Acute 0 0 0 0 0 0 0 0 0 0 0 0 0 100
Slovenia Chronic 0 0 0 0 0 0 0 0 0 0 0 0 0 100
Unknown
Acute
Sweden Chronic
Unknown 4.7 0 4.2 0.2 473 0.9 0.3 1 1.2 0 0.2 0.1 0 39.9
Acute
United Kingdom Chronic 0.2 0 0 0 35.3 0 0 0 0 3.6 0 0 0 61
Unknown 0 0 0 0 5 0 0 0 0 0.1 0 0 0 94.9

Source: Country reports (Countries included if able to provide data on transmission)

2 Calculated as % of total number of cases not recorded as unknown.

® Due to the significant differences in surveillance systems between countries and over time, comparisons between individual Member States and over time should
be interpreted with caution.

49



SURVEILLANCE REPORT

Hepatitis B and C surveillance in Europe 2012

“UMOUUN SB PapJ02al JOU SISBI JO JIdqUNU |B10] JO % SB pajendje) .
*(wopSuly pajiun ‘Uspams ‘eijeAolS
‘eluewoy ‘|eSnyiod ‘puejod ‘AemioN ‘spuepiaylan ‘ejey ‘eiuenyl] ‘einleq ‘Ajey| ‘puejal) ‘pue)ad| ‘AreSuny ‘Auewsag ‘puejul4 ‘ejuolsy Sewusq onqnday y2sz) :$3113unod SuIMO])04 dY) Woiy papnjdul ejeq) syiodas A1juno) :921n0s

0°00L  0°00L 0°00L 0°00L 0°00L 0°00L 0°00L 0°00L 0°00L 0°00L 0°00L 0°00L 0°00L 0°00L 0°00L 0°00L 0°00L 0°00L 0°00} 0°00L 000} 1ej0L
00 00 00 00 00 00 00 1’0 00 00 00 00 00 00 00 00 00 00 00 00 00 S3Nssi) pue uesiQ
0 8 €9 S €l €t 9'€ o 00 (4 1'0 A (% 00 8 8'¢ (4 9'€ 4 10 6l (paij1dads jou) uossiwisues} |enxag

(saunfur ya13s 3)paau pue

1o al € € v 00 o 7Ok € 00 00 €0 L0 [ 90 1o 60 €0 10 ST suaiom 31By}|e3Y SAPNJIUI) 2INS0dxa |euoredndd0 JaYH0 pue }I1Is-3)paaN
60 (4 0 60 6'C 1'c 0l oLl €r rl 8'al 69 90 €0r 'S 0l € TS (4] oL €8 _Y10
S0 5’6 $9t 8l S'S L6l €¢ 9l Let L't 4 6'9C 8T 7't €9 LT 7'e 9ee L 6T (414 (suonnysur dre1ydAsd ‘dwoy Suisinu ‘|e3idsoy sapnjaur) |eIW0d0SoN
80 6 99 cl 9T 7'9 Sl 60 [ Cl 7'0 S Ul 90 €oL 20 S0 8L 7'0 Il 1'6 uofyednado-uoy
L0 7l S0 A} €0 00 60 70 00 9'0 70 00 L0 €0 00 L0 9'0 S0 80 [40] 00 uoissiwsuesl piiya-03-iaylow
0T 1'0 9ImL il 00 e Tl 1'0 0l 60 0 '8 0l 1'0 e L0 €0 vl L0 50 80 9]BU |BNX3S( 10 |ENXASOUIOY /UBLL U}IM XS BARY OUM UBIY
098 98¢ 6'6C 8T8 608 WTE €8 [T8 TLE  €€8 W6L 80E 918 9EL TEE  8€8  0LL GSE 988  SI8  ¥O¥ 1asn 8nup Buiaaful
1'0 8'0 Sl 1'0 7'0 89 1'0 1'0 0'S (4] 00 7'6 1'0 1'0 L'6 €0 1'0 9'G (4] 00 6'¢ pioyasnoy
L'l €e €oL 9l 7't 89 Ll 'l 7't Sl ol €9 L 80 8'¢ €l 0l 4 9l 'l 6L uolssiusues} |enxasoldlay
80 S0 80 80 00 0l 60 00 00 9'0 00 80 90 00 00 60 00 00 €l 00 00 sisAjeipowaey
[y 'L 9'0 6'¢ e 70 L't 7l €l e 7l 00 8'g 6l 00 7'e gl 4 €T L'l 00 spnpoid poojq pue poojg

2
=
=
=

(=)

uoissiwsues)

Lz | woe ] ooz ] 6ooz ] ooz | looz

ZT0Z puR 900Z UIIM}I(] S3IJUN0I Y33 pue n3 ul A10Sajed uoissiwsuel) Aq ) siyeday jo sased jo (%) .uoniodoid :gy ajqel

“UMOUUN SB PapJ0Jal J0U S3SBD JO Jaqunu |B10] JO % Se pajendie) .
*((pue)103s Suipnjoxa) wopSuly pajiun ‘Uspams ‘eneAOS ‘BluBWOY ‘|eSNn1iod ‘pue|od
‘AemioN ‘spuejiayiaN ‘eljew ‘Sinoquaxni ‘eluenyii ‘eiaje] ‘Ajey| ‘puejas) ‘puejad) ‘AieSuny ‘Auewssn ‘,@dueld ‘pueuld ‘BlU0]ST DjJewuaQ dljqnday Yyiaz) :$a13unod Suimo]|o) 3yl woij papnjoul ejeq) syiodal A1juno) :82inog

0°00L 0°00L 0°00L 0°00L 0°00L 0°00L 0°00L 0°00L 0°00} 0°00L 0°00L 0°00} 0°00L 0°00L 0°00} 0°00L 0°00L 0°00L 0°00L 0°00L 0°00L 1ej0L
00 00 00 00 00 00 00 1'0 00 00 1'0 00 00 00 00 00 00 00 00 00 00 sanssi) pue uesiQ
6Tt ¢t Ly vee 6 68 6 8¢ L't € 69 Sy L'ee e 6'¢ St 8l LA 65t  6¢ (%4 (paiy1ads Jou) uojssiwisues) |enxag

(saun(ur Ya13s 3)paau pue

vLoog0 yo 95 €0 €0 90 €0 70 90 yo €0 07 Ll vo Lo gE v0 8L €6 90 ey iomareayyeay sapnpul) aansodya jeuoednado Jay1o pue yis-apaaN
6T 0'6 59 L' 76 1’9 Cl 0T 96 90 v €6 7oL 0 €6 §'9 e 0L 7't L'l 69 R_YI0
00 (4 90t 61 6'C 6tc €9l 8l 69L L9l L'y %% rel vy il 80T 7Y gL 6T 0°¢ 8Tl njsut oeryaAsd ‘dwoy Suisanu ‘jeidsoy sapnjur) e1woI0soN
9'8 0l €6 L't Il 8/ '8 90 L 't 80 8oL €7 Ll 8'6 6¢ €0 0oL ¥t 60 68 uoijednado-uoy
sk 029 L0 €6 9 €0 6T ey 10 8l 66 0 0c € €0 'l sre L0 59 cly 60 uoissiwsues} piys-03-1ayjoW
98 ST kwkw €T 00 S¢ ST Ta 0e ST €w 0L 9L 98 v0 0T 6L wT 1T €8 3]BUI [BNXS] 40 |BNX3SOLIOY /UBWI Y}IM X3S ARY OYM U
VL 6¢ '8 'L §e veL €T 9 96 T 19 0L 6L €0l LTt 80T 60L  6lT LA Iel L' 1asn Snip Suafu|
e Ll 0°9 6l L0 99 9L 9l 6'S 59 9T 7L 02 9T 09 87 6T ¥ €9 9y L'l ployasnoy
6T 89 T Y8 T9  Ter US L9 v 8L 66 9T 0 0L Wi ¢ L8 €9 'Y 66  L0¢g UoISS|wisuBI} |BNX3S0I3}3H
00 1’0 50 00 00 80 00 1’0 €0 00 1’0 70 0 00 A €y 00 70 8l 00 0 sishjelpowaey

LS €T Il 6l 7't 90 4] 7't [4 9'¢ Sy 50 0€ 1'0 'l [ €0 Ll 0y s12npo.d poojg pue poojg

Sy
=
=
=
=
=
(=)

uoissjwsues)

e o s 800z ooz ]

ZTOZ pue 900z U33aM}a] S3113unod Y33 pue N3 ul A10Sajed uoissiwsuelt) Aq g siyeday Jo sased jo (%) .uoniodoid :/y a)qey

50



SURVEILLANCE REPORT Hepatitis B and C surveillance in Europe 2012

Table Ag: Number and proportion of cases of hepatitis B cases classified as ‘imported’ by disease status in EU and EEA
countries in 2012

e of Tobtal imberof Tobtal Tobtal

Country I o | Numbero number o | Number o number % number o%
imported | P ivvaga | moorted | PSS! Mivaa| Imorted withegig| mported

information information information

Austria 4 36 11 22 180 12.2 4 54 7.4 30 270 11

Cyprus

Czech Republic

Denmark 6 23 261 238 263 90.5 4 4 100 248 290 85.5

Estonia 0 9 0 0 42 0 0 51 0

Finland 13 21 61.9 12 19 94.1 125 140 89.3

France® 17 67 25.4 17 67 25.4

Germany 1 561 2 0 m 0 1 672 1.6

Greece

Hungary 0 54 0 0 54 0

Iceland

Ireland 9 28 321 139 154 90.3 4 4 100 152 186 81.7

Italy

Latvia 4 75 5.3 1 68 1.5 1 158 0.6 6 301 2

Lithuania 0 6 0 0 6 0

Luxembourg

Malta 4 18 22.2 4 18 22.2

Netherlands 26 164 15.9 1020 1166 87.5 5 17 29.4 1051 1347 781

Norway 16 46 34.8 626 654 95.7 642 700 9.7

Poland 2 61 33 2 61 33

Portugal 2 3 66.7 0 1 0 2 4 50

Romania 23 332 6.9 3 29 10.3 26 361 7.2

Slovakia 0 73 0 20 82 24.4 20 155 12.9

Slovenia

Spain

Sweden 26 77 33.8 1195 1257 95.1 20 20 100 1241 1354 91.7

United Kingdom® 1 1 100 7 7 100 8 8 100

Totalf 160 1637 9.8 3383 4021 84.1 42 387 10.9 3585 6045 59.3

@ Under-reporting was estimated to be 85% in France for acute hepatitis B cases in 2010.
> Excluding Scotland.

Table A1o0: Number and proportion of cases of hepatitis C cases classified as ‘imported’ in EU and EEA countries in 2012

e ot Tobtal bt of Tobtal Tobtal

Country lumber o number o, | Number o number o number o

impore| Mot | oss|npong| M| e e B

information information information

Austria 14 86 16.3 21 300 7 13 90 14.4 48 476 10.1
Cyprus
Czech Republic
Denmark 3 " 27.3 42 231 18.2 1 1 100 46 243 18.9
Estonia 1 23 4.3 0 215 0 1 238 0.4
Finland 73 687 10.6 73 687 10.6
Germany 32 4880 0.7 32 4880 0.7
Greece
Hungary 1 40 2.5 1 40 2.5
Iceland
Ireland 5 12 0n.7 51 63 81 40 69 58 96 144 66.7
Italy
Latvia 4 47 8.5 16 1226 13 20 1273 1.6
Lithuania 0 12 0 0 12 0
Luxembourg
Malta 1 24 4.2 1 24 4.2
Netherlands 4 46 8.7 4 46 8.7
Norway 232 1459 15.9 232 1459 15.9
Poland
Portugal
Romania 3 95 3.2 2 27 7.4 5 122 41
Slovakia 0 20 0 10 203 4.9 10 223 4.5
Slovenia
Spain
Sweden 422 1503 281 422 1503 28.1
United Kingdom 18 151 1.9 4 66 6.1 22 217 10.1
Total 35 392 8.9 160 2416 6.6 818 87719 9.3 1013 11587 8.7
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Table A11: Differences between reporting country and the country of birth or nationality of hepatitis B cases, in EU/EEA
countries, 2012

Proportion of cases Proportion of cases Proportion of cases Proportion of cases Proportion of cases Proportion of cases
Country where reporting country | where reporting country | where reporting country | where reporting country | where reporting country | where reporting country

# Country of birth/ = Country of birth/ # Country of birth/ = Country of birth/ # Country of birth/ = Country of birth/
nationality (%) nationality (%) nationality (%) nationality (%) nationality (%) nationality (%)
Austria 0.0 0.0 0.0 0.0 0.0 0.0
Cyprus 84.6 15.4
Czech Republic 0.0 0.0
Germany 16.0 84.0 87.0 123 50.0 50.0
Denmark 0.0 100.0 0.0 100.0
Estonia 50.0 474 75.1 9.2
Finland 7.9 21.8
France?® 0.0 0.0 0.0 0.0
Greece 0.0 0.0
Hungary 1.9 98.1
Ireland 0.0 0.0 0.0 0.0
Iceland 3.4 54.3 39.5 3.3 333 0.0
Italy 20.6 78.0
Lithuania 0.0 0.0 0.0 0.0 0.0 0.0
Latvia 0.0 100.0
Luxembourg 100.0 0.0
Malta 38.9 27.8
Netherlands 1.7 86.1 86.9 131 38.9 611
Norway 0.0 91.3 0.0 3.6
Poland 13 98.7
Portugal 0.0 125 0.0 0.0
Romania 0.0 971 6.9 931
Slovenia 0.0 0.0
Slovakia 0.0 0.0 0.0 0.0
Spain 0.0 0.0 0.0 0.0
Sweden 23.8 43.8 58.9 2.1 24.3 2.7
United Kingdom® 0.0 1.4 0.7 0.0 0.0 0.0
Total 5.2 34.0 20.9 29 3.3 13

Source: Country reports. Cases were excluded from the analysis if information on country of birth or country of nationality were missing.
2 Under-reporting was estimated to be 85% in France for acute hepatitis B cases in 2010.
b Data excludes Scotland

Table A12: Differences between reporting country and the country of birth or nationality of hepatitis C cases, in EU/EEA
countries, 2012

Proportion of cases Proportion of cases Proportion of cases Proportion of cases Proportion of cases Proportion of cases
Country where reporting country | where reporting country | where reporting country | where reporting country | where reporting country | where reporting country
# Country of birth/ = Country of birth/ # Country of birth/ = Country of birth/ # Country of birth/ = Country of birth/
nationality (%) nationality (%) nationality (%) nationality (%) nationality (%) nationality (%)
Austria
Cyprus 78.3 19.6
Czech Republic 0.0 0.0
Germany 25.0 75.0 223 777 100.0 0.0
Denmark 0.0 100.0 0.0 100.0
Estonia 13.8 841
Finland 0.0 0.0
Greece 0.0 0.0 0.0 0.0
Hungary 0.0 100.0
Ireland 0.0 0.0
Iceland 46.2 46.2 56.0 34.7 71 5.7
Italy 9.7 87.4
Lithuania 0.0 100.0
Latvia 0.0 0.0 0.0 0.0
Luxembourg 73.9 23.9
Malta 16.7 75.0
Netherlands 211 66.7
Norway 0.0 2.4
Poland
Portugal 0.0 100.0 0.0 100.0 0.0 0.0
Romania 0.0 0.0 0.0 0.0
Slovenia 0.0 0.0 0.0 0.0
Slovakia 19.4 37.5
Spain 0.0 0.0 0.0 0.0
Sweden 5.1 56.0 25 1.9 2.9 12.5
United Kingdom 0.0 0.0 0.0 0.0
Total 10.5 45.9 12.1 141 26.4 12.5

Source: Country reports. Cases were excluded from the analysis if information on country of birth or country of nationality were missing.
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Table A13: Number of deaths of hepatitis B cases in EU
and EEA countries in 2011?

Number of cases with valid

Austria 428 0
Cyprus 13 0
Czech Republic 154 1
Denmark 29 0
Estonia 51 0
Finland 251 0
France® 101 0
Germany 667 6
Greece 47 2
Hungary 54 2
Iceland 0 0
Ireland 2 0
Italy 468 7
Latvia 301 3
Lithuania 8 0
Luxembourg 0 0
Malta 18 0
Netherlands 1497 8
Norway 27 0
Poland 78 4
Portugal 28 0
Romania 371 6
Slovakia 155 1
Slovenia I 0
Spain 0 0
Sweden 3 3
United Kingdom® 0 0
Total 4811 43

Bulgaria and Poland excluded as data submitted in aggregate format
which was not suitable for analysis

Under-reporting was estimated to be 85% in France for acute hepatitis B
cases in 2010.

Data excludes Scotland

Table A14: Number of deaths of hepatitis C cases in EU
and EEA countries in 2011?

Number of cases with valid

Austria 0 0
Cyprus 0 0
Czech Republic 0 0
Denmark 4 2
Estonia 234 0
Finland 0 0
Germany 7299 7
Greece 31 0
Hungary 29 0
Iceland 0 0
Ireland 9 1
Italy 178 0
Latvia 1278 5
Lithuania 0 0
Luxembourg 0 0
Malta 24 0
Netherlands 57 0
Norway 3 0
Portugal 0 0
Romania 133 1
Slovakia 278 1
Slovenia 130 0
Sweden 0 0
United Kingdom 1248 17
Total 10935 134

2 Bulgaria and Poland excluded as data submitted in aggregate format
which was not suitable for analysis

Table A15: Number of reported hepatitis C cases per 100000 population by disease status and gender in EU/EEA

countries, 2006-2011

2011 10.4 5.4 227)

1.2 4.9 2.3 1.2

-—mm_mm_
Year
| Malel ___Female] ____ Malel ____femalel _____ Malel ____Female|l _____ Male] ___Female]
2006 n7s 6.5 0.9 0.5 3.6 17 12.2 6.6
2007 10.1 5.6 0.8 0.7 3.8 1.8 10.8 5.7
2008 10.9 5.9 0.7 0.4 3.6 17 12.2 6.6
2009 9.9 5.2 0.8 0.4 4.0 1.8 10.9 5.6
2010 9.3 4.8 21 13 4 17 10.0 5.0
5.7
5.8

2012 10.8 5.5 2.8

15 6.0 3.4 15

Source: Country reports: Austria, Czech Republic, Denmark, Estonia, Finland, Germany, Greece, Hungary, Iceland, Ireland, Italy, Latvia, Lithuania, Luxembourg, the

Netherlands, Norway, Romania, Slovakia, Slovenia, Sweden, United Kingdom.
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