
A Qualitative Study Exploring Barriers and Facilitators to Implementing A Rapid-Start
Direct-Acting Antivirals (DAA) Model for Hepatitis C Treatment among People Who Use

Drugs in Malaysia

Methods 
Study designs:

Qualitative study using two semi-structured Focus Group Discussions
(FGDs).
Conducted between August and December 2024.
Location: Klang Valley, Malaysia.

Participants characteristics:
Group 1: HCV Service Providers (n = 10)

Roles: family medicine specialists, clinical pathologists, medical officers,
medical assistants, laboratory technologists, pharmacists, and community
health workers.

Group 2: HCV Policy Experts (n = 5)
Roles: public health medicine specialists, a family medicine specialist in
addiction medicine, a consultant hepatologist, and a community-based
organisation programme manager.

Sampling: Purposive sampling based on involvement in HCV care or policy.
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Intervention Characteristics

On-site pre-treatment assessments may be
constrained by lack of access to clinic
systems and facilities.
Difficulty integrating remote registration into
existing systems.
Occasional DAA supply issues (stock
centrally held at tertiary hospitals)

Quote: “If patients aren’t registered in the system
because they’re not physically present, their
samples can’t be registered either, and risk
getting lost.” (Service provider)
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Background
Globally, 58 million live with Hepatitis C virus (HCV), with 1.5 million new
infections annually. Malaysia has a moderate burden, with a prevalence of
0.4–1.9%. Despite compulsory licensing of DAAs since 2017, uptake
remains low among people who use drugs (PWUD).
Drop-offs after screening, delays in RNA testing, and fragmented care
pathways persist in the HCV care cascade.
Rapid-Start DAA (RS-DAA) aims to reduce delays via community-based
testing and blood draws, on-site pre-treatment assessment, telemedicine
for treatment initiation and patient navigation led by community health
workers (CHWs).

Results 
Consolidated Framework for Implementation Research (CFIR)

Conclusion 
RS-DAA has strong potential in Malaysia. Needs include: clearer workflows,
improved lab coordination, and enhanced CHW training. Findings guide future
implementation strategies for scaling HCV elimination efforts in Malaysia.

Objectives
Explore stakeholders’ perspectives on barriers and facilitators to
implementing a Rapid-Start DAA (RS-DAA) model.
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Data collections:
Sessions were audio-recorded
and transcribed.

Data analysis:
Thematic analysis guided by the
CFIR (Consolidated Framework
for Implementation Research).
Coding done by multiple
researchers to ensure reliability.
Themes organised under CFIR
domains.

Outer Setting

Transport costs and long travel distances.
Rigid clinic schedules (e.g., early cut-off times
for sample collection, designated days).
Patient drop-off due to repeated clinic visits.

Quote: “Some clients can’t afford repeated trips
just to get one test done.” (Policy expert)

Characteristics of Individuals

Limited counselling time during outreach.
Gaps in CHW staff knowledge.
Stigma about adherence among drug-
using clients.

Quote: “Clients leave without fully
understanding Hep C if the worker does not
have the time to explain it clearly.” (Policy
expert)

Inner Setting

Limited availability of confirmatory
RNA testing at primary care clinics.
Delays in processing and reporting
from tertiary hospitals.
Fragmented workflow: difficulty tracing
results and limited appointment slots.

Quote: “We spend time calling the lab or
chasing results, which takes us away from
patient care.” (Service provider)

Implementation Process

Lack of standardised protocols for
telemedicine initiation.
Concerns about CHW capacity to act
as navigators.
Medico-legal worries when initiating
treatment remotely.

Quote: “Telemedicine is helpful, but
providers need clear guidance on how to
use it safely.” (Policy expert)

Facilitators

Enabling remote client and sample registration during outreach.
Service-level agreements for timely RNA reporting and coordination.
Closer service delivery and better coordination between clinics and CHWs.
Simple educational materials and pharmacist-led tele-counselling.
SOPs and flowcharts for telemedicine initiation.
Formal training for CHWs and support from clinicians during outreach.
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