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   IFN-free   DAA  combination  

PEG-IFN + RBV  

      PEG-IFN + RBV + DAA    Treatment complexity 

Hepatitis C:  why act now? 

Dore GJ. MJA 2012; Razavi H, Hepatol 2013 
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Transmission of HCV 

Hepatitis C: blood borne virus 

 

Transmission via blood to blood contacts 

 transfusion of blood products 

 medical procedures 

 sharing equipment for preparing injection  
 drugs 

 others:  tattoos, piercings, sniffed drugs, sexual 



TRANSMISSION 

EPIDEMIOLOGY 

PREVENTION 

TREATMENT 

BARRIERS 

CONCLUSION 

 



PWID are at the core of the HCV epidemic 

PEOPLE LIVING WITH HCV INFECTION 

Hajarizadeh B, et al. Nature Rev Gastroenterol Hepatol 2013. 
Grebely J and Dore GJ Antiviral Research 2014. 



PWID are at the core of the HCV epidemic 

Hajarizadeh B, et al. Nature Rev Gastroenterol Hepatol 2013. 
Grebely J and Dore GJ Antiviral Research 2014. 

80% OF NEW INFECTIONS OCCUR 
AMONG CURRENT PWID 
 

PEOPLE LIVING WITH HCV INFECTION 



PWID are at the core of the HCV epidemic 

60% OF EXISTING INFECTIONS ARE 
AMONG CURRENT & FORMER PWID 

PEOPLE LIVING WITH HCV INFECTION 

Hajarizadeh B, et al. Nature Rev Gastroenterol Hepatol 2013. 
Grebely J and Dore GJ Antiviral Research 2014. 



HCV is a major public health problem  
among PWID 

Nelson PK, et al. Lancet 2011  

 Global estimation: 10.0 million of current PWIDs in 2010 
were HCV antibody positive 

 Global prevalence:  67.0% 

Eastern Europe 2.3m 

East and  
Southeast  
Asia 2.6m 

North America  
1.7m 

Latin America  
1.7m 

Sub-saharan  
Africa 
0.8m 



Incidence 

 incidence of HCV infection among PWID ranges 

from 5% to 45% per annum  

 

HCV incidence is highest among new injectors:   

 32% HCV@ 1 year post IDU onset in developed countries 

  59% HCV @ 1 year post IDU in developing/transitional countries   

 

poor detection rates, insufficient surveillance 

  underreporting 

 Hagan et al, 2001, 2008; Page et al, CID 2013;  

Armstrong 2007; MMWR 2012;  



PWID: Liver-related mortality increases  

Deans  G et al, CMAJ Open. 2103 
Kieland  et al, J Hepat 2012 
Grebely  J et al,  Seminars in Liver Disease 2011  

 



The burden of HCV can be prevented through 
treatment 

Van der Meer JAMA 2012  



 

Projected HCV prevalence and costs: US 

Razavi et al, Hepatol 2013 
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 Higher prevalence of HCV infection (67% vs. 20%) 

 Higher risk of infection (3-5% for HCV vs 1-2% for HIV) 

Epidemiology: comparison with HIV 

Mehta SH, Journal of Infectious Diseases 2011. 



HCV prevention     =     HIV prevention 

 

 

 

 

HIV prevention     ≠      HCV prevention 

www.youtube.com/watch?v=H96_PMNC_eE 



Combination of OST, NSP and HCV treatment 

Martin NK, et al. Clinical Infectious Diseases 2013. 

(PegINF/RBV) (INF free DAA’s) 

relative reductions  

in prevalence (%)  
at 10 years 
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HCV treatment is effective in PWID –  
PEG-IFN/RBV 

Dimova R, et al CID 2013 



40% 
1998 

55% 
2002 

70% 
2012 

90% 
2018 
(projected) 

95% 
of infected people 
were not receiving 
treatment in 2012 

Potential of new INF free treatment 
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Thomas DL Nature Medicine 2013. Grebely J and Dore GJ Antiviral Research 2014.. 



HCV treatment among PWID: 
high willingness, low uptake 

80% OF PWID ARE WILLING TO  
RECEIVE HCV TREATMENT 

PWID LIVING WITH HCV 
INFECTION 

1-2% 
are treated 
each year 

Stein MD, DAD 2001. Walley AY, J  Subst Ab Treat 2005. Doab A, CID 2005. 
Fischer B, et al. Presse Med 2005. Strathdee S, et al CID 2005. Grebely J, et al. DAD 
2008. Alavi M, et al. CID 2013.  



HCV Care Cascade among PWID 

HCV  
TESTING 

ASSESS & 
MONITOR 

ENGAGE IN 
TREATMENT 

ENHANCE  
RESPONSE 

  

30% 12% 
1-2% <1% 

Hagan H, Public Health Rep 2006; Cullen B J Public Health  2012;  
Alavi M, Liv Int 2013; Iversen, JVH 2014 
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PATIENT PROVIDER SYSTEM 

Barriers to HCV care 



Barriers to HCV care 

 
        Testing 
 

Assessment 
Therapy 

System • insufficient testing strategies 
• low awareness 
• lack of need adpated care systems 

PWID 
• high cost/ no reimbursement 

•  lack of need adpated care 
systems for PWID 

• high cost/ no reimbursement 

Provider • low awareness 
• lack of knowledge on risk factors 
• lack of knowledge on adequate 

testing 

• lack of knowledge 
• insufficient specialist referral 

Patient • low awareness 
• no specific symptoms 
• no heatlth care engagement 

• fear of side effects 
• fear of liver biopsy 
• lack of knowledge 

Bruggmann, JvH 2012 



First global recommendations for HCV 
among PWID 

Robaeys G*, Grebely J*, et al. Clinical Infectious Diseases 2013 



Barriers to HCV care 

 
        Testing 
 

Assessment 
Therapy 

System 
• criminalization of drug use 
• strict drug law enforcement 
• restrictive drug policy 

Provider 
• addiction perceived as weakness instead of chronic medical disorder 
       stigmatization 
       discrimination 

Bruggmann P & Litwin A, CID 2013;  
Global Commission on Drug Policy, Hep C Report 2013.  



HCV is highly prevalent among PWID 

Awareness is low, particularly in the regions 
most affected  

public health threat is considerable and will 
manifest itself in the next five years 

test rates and treatment uptake are 
unacceptably low, despite the evidence that 
treatment is effective.  

Conclusion (1) 



 restrictive drug policy and law enforcement are key 
drivers of the epidemic, in even greater magnitude 
than of HIV 

 successful HCV prevention strategies combine high 
coverage of harm reduction measures with HCV 
treatment provision at the right scale  

 integration of needs-adapted HCV treatment services 
into harm reductions services like opioid substitution 
treatment enhance therapy uptake and cure rates.  

Novel, well-tolerated and efficacious HCV treatment 
regimens bring along the potential of HCV elimination 

Conclusion (2) 
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