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Background

Modelling suggests elimination of
hepatitis C (HCV) in people who
inject drugs (PWID) is possible
using treatment as prevention
(TasP).

With baseline chronic prevalence
of 30%, it is estimated that a 50%
reduction in prevalence within 10
years is achievable by treating 15
per 1000 PWID annually. However
there will be re-infections and
need for re-treatment, increasing
total treatment costs. A 90%
reduction in prevalence can be
achieved even with modest
treatment levels within 10 years by
combining HCV treatment of PWID
with high coverage needle and
syringe provision (NSP), opiate
substitution therapy (OST) and
effective testing programs. Higher
treatment levels will accelerate the
impact on prevalence and
incidence, achieving this in shorter
time frames.

Aim

This study illustrates the numbers
needed to treat to achieve 90%
reduction in HCV prevalence in
active PWID over a 2-year period
and reduce incidence to <1% in a
geographically defined region.

Hepatitis C elimination project?

What do you need to know?

o Region population

« Estimated size PWID population
o Chronic HCV prevalence

Tayside statistizs:
. o Sustained Viral Response rates

*Estimated Population 415, 470
*1600 active PWID

* Baseline chroniz Hoy Prevalence 299

With chronic HCV Without chronic HCV
Approx. 460 (29%) at baseline Approx. 1,140 (71%)

~_
HCvdiagnosed/re-diagnosed during intervention “~a HCV undiagnosed during intervention
Approx. 390 (85%)* Approx. 70 (15%)

Initiated on HCV therapy during intervention Not initiated on HCV therapy
Approx. 330 (85%) Approx. 60 (15%)
™

De I Ive ry |_____ Attained SVR and clear HCV infection during intervention ~ Did not attain SVR
Approx. 300 (90%) Approx. 30 (10%)

*Note, already high level of diagnosed infection among PWID in NHS Tayside based on data from Needle Exchange Surveillance Initiative during

- 2015-16,where 77% of HCV antibody positive PWID (surveyed at services providing injecting equipment) were aware of their infection.
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Conclusion

The numbers of treatments required to eliminate HCV are achievable in most
regions and settings.

Diagnosis and care pathways should be designed around individual needs and
delivered where people already access care and support.

Scaling up interventions over a two year period will require a larger, short-term

investment, however it will be more cost effective than a 10-year plan due to
fewer new infections and reduced re-infection rates.
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