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Chronic hepatitis C (CHC) is a major cause of liver cirrhosis and 

hepatocellular carcinoma.1 Frequent changes in the genetic se-

quences of hepatitis C virus (HCV) have led to failures in vaccine 

development,2 resulting in difficulties in controlling the disease in 

the public health sector. Hence, a thorough screening of donated 

blood using nucleic acid testing for HCV and taking precautions 

while using medical or health instruments have been considered 

the best ways to prevent viral transmission. Currently, ground-

breaking advancements in anti-HCV therapy have facilitated CHC 

treatment by lowering the drug adverse effects and improving the 

sustained virological response rates.3 Therefore, extensive screen-

ing, early diagnosis, and active treatment of HCV infection using 

newly developed direct-acting antiviral agents (DAAs) would re-

duce the prevalence of chronic liver diseases caused by HCV, and 

will decrease the HCV-related mortality.

In 2017, the World Health Organization (WHO) set the goal of 

hepatitis elimination and outlined strategies to achieve it by 

2030.4 In this report, hepatitis elimination is defined as a reduc-

tion in the incidence of hepatitis and hepatitis-related deaths by 

90% and 65%, respectively, compared to the values reported in 

2015 (baseline).4 The targets for primary interventions to eliminate 

HCV infection include achieving 100% blood safety, 0% unsafe 

needle injection, as well as 90% and 80% diagnosis and treat-

ment of HCV infection, respectively (Table 1),4 although one mod-

el suggests even higher targets.5 To approach these targets, ap-

propriate policies need to be established, led by the public health 

ministry of each country. Currently, Australia and New Zealand 

are obtaining a higher score for nationwide HCV policies as they 

have appropriate HCV-related data, such as an economic estimate 

of the burden of viral hepatitis using national epidemiological 

data as well as programs for disease control, including a publicly 

funded screening program, government-subsidized HCV treat-

ment, and harm-reduction programs.6 These countries are consid-

ered to be on the right track for HCV elimination. However, Cana-

da is not considered to be on the appropriate track for hepatitis 

elimination, despite having high scores for HCV policies.6 The rea-

sons include insufficient awareness of HCV, difficult-to-reach 

health care providers, and inadequate linkage-to-care rates.6 

Therefore, various aspects should be considered for successful 

elimination of HCV infection.

There are multiple barriers to the early diagnosis of HCV infec-
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tion and getting the patients into treatment, as most patients are 

asymptomatic. To overcome these limitations, screening subpopu-

lations with high incidence rates, such as injection drug users, 

prison inmates, or specific age groups, has been undertaken and 

microelimination has been performed in several countries.7,8 De-

spite the intervention, only a limited number of successful elimina-

tions have been reported at the population level so far. Hence, 

new attempts to enhance detection of HCV infection and improve 

linkage to care are required.

The study by Huang et al.9 published in the current issue dem-

onstrates a practical care cascade model that improves linkage to 

care. At a tertiary hospital in Taiwan, they applied in-hospital HCV 

RNA reflex testing using the same blood samples as those used 

for anti-HCV antibody test and showed a positive result. A posi-

tive HCV RNA test result rendered an automatic real-time ap-

pointment followed by a late call-back. In addition, they also con-

ducted HCV treatment in hepatology and non-hepatology 

departments to enhance the treatment uptake rate. The diagnosis 

and treatment rate of HCV infection between patients with and 

without the new strategy were then compared. The application of 

HCV reflex testing strategy significantly improved the HCV RNA 

testing rate compared to no application of HCV reflex testing 

strategy (100% vs. 84.8%, P<0.001), which was more pro-

nounced in the non-hepatology department than in the hepatolo-

gy department (100% vs. 23.3%, P<0.001). Furthermore, the in-

hospital automatic referral system enhanced the treatment rates, 

which were also more significant at the non-hepatology depart-

ment compared with the conventional process (73.9% vs. 27.8%, 

P=0.001). The care cascade was suggested to be an efficient 

model for improving the rates of CHC diagnosis and treatment 

uptake, thereby achieving in-hospital HCV microelimination.

HCV reflex testing was previously implemented in Spain, and it 

led to an improved diagnosis rate of CHC.10,11 In order to be on the 

right track for HCV elimination, successful strategies must be 

shared to other countries. The key obstacles of the program may 

be funding HCV RNA and genotype testing, as patients them-

selves may not want to receive HCV reflex testing if they are re-

quired to pay for it. Therefore, improvement in the awareness on 

HCV infection and sustainable health policies with financial sup-

port would be the prerequisites for the program. Another limita-

tion would be the insufficient experience of a non-hepatologist 

for CHC treatment. Although currently available DAAs are mostly 

pan-genotypic agents, a non-hepatologist may not be an optimal 

physician to treat newly diagnosed CHC patients. The status of 

underlying chronic liver disease should be evaluated in detail be-

fore initiating treatment with DAAs, and complications of ad-

vanced liver diseases need to be further managed. Hence, it 

would be reasonable to refer new patients to a hepatologist for 

better CHC management.

In conclusion, to achieve hepatitis C elimination, efforts must be 

made to establish an early diagnosis and proper treatment of 

hepatitis C. The model introduced in this issue is considered to 

play an important role in actual clinical situations.
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Table 1. Service coverage indicators for core interventions of the Global Health Sector Strategy on viral hepatitis: 2015 baseline and targets

Intervention Indicator 2015 (baseline)
Targets

2020 2030

Blood safety Donations screened with quality assurance 97% 95% 100%

Injection safety Proportion of unsafe injections 5% 0% 0%

Harm reduction Syringes and needles distributed/PWID/year 27 200 300

Testing services HCV-infected diagnosed 20% 30% 90%

Treatment Diagnosed with HCV started on treatment 7%* –† 80%‡

Modified from the global hepatitis report.4

PWID, person who injects drugs; HCV, hepatitis C virus.
*Less than 20% of people living with hepatitis B virus infection are eligible for treatment with antiviral therapy available today.
†Three million patients treated for hepatitis C virus infection (cumulative targets).
‡Of those eligible for treatment.
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