
Table 2: Incremental cost per diagnosis of implementing HCVST 
(base case analysis)

Introduction
In 2019, there were approximately 58 million people with chronic 
hepatitis C virus (HCV) globally, of which only 21% had been 
diagnosed (1). Reaching individuals not yet tested and aware of 
their HCV status, including those who are hesitant or unable to 
access facility-based services, is critical for achieving elimination. 

Self-testing is a process by which an individual collects his or her 
own specimen, performs a rapid diagnostic test, and interprets the 
result.

Aim

Methods

We compared cost per HCV diagnosis or cure for HCV self-testing 
versus facility-based HCV testing to evaluate if self-testing can be a 
cost-effective addition to available testing approaches for HCV.

We used a decision analysis model (Figure 1, time horizon one year) to examine drivers of cost/viremic diagnosis or cure of HCVST in China (men 
who have sex with men), Georgia (men 40-49 years), Viet Nam (people who inject drugs, PWID), and Kenya (PWID) (Table 1). HCV antibody 
(HCVAb) prevalence ranged from 1%-60%. Parameters were informed by HCV testing and treatment programs, HIV self-testing programs, and 
expert opinion. We assume reactive HCVST is followed by facility-based rapid diagnostic test (fRDT) and then nucleic acid testing (NAT). We 
assumed HCVST costs of $5.63/unit ($0.87-$21.43 for fRDT), 62% increase in testing, 65% linkage to care, and 10% replacement of fRDT with 
HCVST, and varied these assumptions in sensitivity analysis. 

We report on the incremental cost per diagnosis of viraemic infection and cost per cure, in 2019 USD ($), of HCVST compared to standard facility-
based HCV testing pathways alone, and do not model long term outcomes such as infections or disability adjusted life years averted. Parameter 
estimates were gathered from real-world examples using literature on HCV testing and treatment programmes and HIV self-testing programmes 
in each setting, expert opinion, and manufacturers (self-test unit costs). We incorporated data on HCVST usage from recent HCVST feasibility and 
acceptability trials in the study settings (2).

Conclusions
HCVST increased the number of people tested, diagnosed, 
and cured, at higher cost. Introducing HCVST is more cost-
effective in populations with high prevalence.
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Results4

HCVST increases the number of individuals diagnosed and 
cured (Figure 2) at increased cost in all settings (Table 2). 

Cost/HCV diagnosis without HCVST ranged from $35 (Viet 
Nam) to $361 (Kenya). Incremental cost/person diagnosed 
was $104 in Viet Nam, $163 in Georgia, $587 in Kenya, and 
$2,647 in China (Table 2). Differences were driven by HCVAb
prevalence, with cheaper costs in the settings with higher 
prevalence. 

The incremental cost/cure was lowest in Georgia ($1,418), 
with similar outcomes in Viet Nam ($2,033), and Kenya 
($2,566), and the highest cost in China ($4,956), driven by 
differences in DAA treatment costs.

In sensitivity analyses, reducing the cost of HCVST, increasing 
uptake of HCVST and linkage rate to facility-based care and 
NAT testing, or proceeding directly to NAT testing following a 
positive HCVST, reduced the overall cost per person 
diagnosed (Figure 3). Sensitivity analysis results were similar 
for cost per cure.

HCV self-testing is likely to be cost-effective, especially in populations with high prevalence, 
and could increase testing uptake to help reach elimination goals

Cost and cost-effectiveness of Hepatitis C Virus 
self-testing in four settings

Figure 1: Flow chart representing scenarios analysed for 
the introduction of self-testing. The dashed lines 
represent two possible self-testing scenarios leading to 
either repeat serologic testing (base case) or direct to 
NAT (in sensitivity analysis). Abbreviations: HCV = 
Hepatitis C virus; HCVAb = HCV antibody; NAT = nucleic 
acid test.
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Figure 2:  Cascade of care of patients tested, antibody 
positive, diagnosed viraemic, treated, and cured in each 
setting for the standard of care with no HCVST compared 
to the introduction of HCVST (Base case analysis). Values 
above each bar show the percent of previous step in 
cascade of care within standard of care or base case 
cascades (eg. percent antibody positive out of all tested, 
percent diagnosed viraemic out of antibody positive).
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Table 1: Key parameters used in each study setting

Parameter Kenya 
PWID

Georgia Men 
40-49

Vietnam 
PWID

China MSM

Initial population 13,450 234,360 5,000 17,000

Unknown HCV status 
%

71% 76% 70% 80%

HCV Ab prevalence 12.9% 22.7% 66.0% 1.0%

Standard Ab test 
cost

$21.43 $2.79 $2.22 $0.87

NAT test cost $103.56 $27.82 $26.00 $20.26

Treatment cost $1,501.49 $784.37 $1,542.60 $1,414.64

Self-test distribution 
cost

$15.46 $3.00 $10.00 $2.52

% starting treatment 84% 90% 85% 81%

Setting Scenario Total cost Total 
diagnosed

Incremental 
cost

Incremental 
diagnosed

Incremental cost 
per diagnosis 
(ICER)

Kenya No HCVST $162,685 451 - - -
Base case HCVST $254,194 607 $91,509 156 $587

Georgia No HCVST $171,037 3,123 - - -
Base case HCVST $349,430 4,216 $178,393 1,093 $163

Viet Nam No HCVST $32,413 922 - - -
Base case HCVST $61,566 1,203 $29,152 282 $104

China No HCVST $1,416 9 - - -
Base case HCVST $9,393 12 $7,977 3.0 $2,647
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Figure 3: Tornado plot showing sensitivity analyses of how 
changes in parameter assumptions effects the incremental cost 
per diagnosis for each country. Note that the x-axis scale is 
different for each country, but order of y-axis is the same. 
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