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Abstract
Background & Aims: Public health measures introduced to limit transmission of se-
vere acute respiratory syndrome coronavirus 2 (SARS-CoV-2), which causes corona-
virus disease 2019 (COVID-19), also disrupted various healthcare services in many 
regions worldwide, including British Columbia (BC), Canada. We assessed the impact 
of these measures, first introduced in BC in March 2020, on hepatitis C (HCV) testing 
and first-time HCV-positive diagnoses within the province.
Methods: De-identified HCV testing data for BC residents were obtained from the 
provincial Public Health Laboratory. Weekly changes in anti-HCV, HCV RNA and 
genotype testing episodes and first-time HCV-positive (anti-HCV/RNA/genotype) 
diagnoses from January 2018 to December 2020 were assessed and associations 
were determined using segmented regression models examining rates before vs after 
calendar week 12 of 2020, when measures were introduced.
Results: Average weekly HCV testing and first-time HCV-positive diagnosis rates fell 
immediately following the imposition of public health measures by 62.3 per 100 000 
population and 2.9 episodes per 1 000 000 population, respectively (P < .0001 for 
both), and recovered in subsequent weeks to near pre-March 2020 levels. Average 
weekly anti-HCV positivity rates decreased steadily pre-restrictions and this trend 
remained unchanged afterwards.
Conclusions: Reductions in HCV testing and first-time HCV-positive diagnosis rates, 
key drivers of progression along the HCV care cascade, occurred following the in-
troduction of COVID-19-related public health measures. Further assessment will be 
required to better understand the full impact of these service disruptions on the HCV 
care cascade and to inform strategies for the re-engagement of people who may have 
been lost to care because of these measures.
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1  | INTRODUC TION

In 2016, Canada, alongside other World Health Organization (WHO) 
member states, committed to eliminating the threat that hepatitis C 
virus (HCV) poses to public health worldwide by 2030.1 To that end, 
many member states have implemented policies and strategies to 
facilitate the attainment of the disease prevention, healthcare pro-
vision and mortality-reduction goals that form the cornerstone of 
this Global Health Sector Strategy.1-3 Canada is making significant 
progress towards meeting the 2030 elimination goals, with the pro-
vision of unrestricted access to publicly funded therapy for persons 
with chronic HCV infection and elimination efforts being initiated in 
many provinces, including British Columbia (BC).4-6 Testing is a key 
component of these efforts, and is the first step to engaging people 
living with HCV into care.7

The emergence of severe acute respiratory syndrome coronavi-
rus 2 (SARS-CoV-2) in late 2019 led to the implementation of broad 
public health measures to prevent and control transmission of the 
virus and to preserve healthcare resources in many countries across 
the world, including Canada.8-14 These measures have had sweeping 
economic, social and health-related impacts globally, including the 
disruption of healthcare services such as HCV prevention, testing, 
treatment and post-treatment follow-up.15-17 Many people living 
with HCV have concurrent substance use or mental health chal-
lenges, are socially and materially deprived, and living with HIV or 
HBV co-infection.18,19 Thus, given the syndemic nature of HCV infec-
tion, these service disruptions may have more profound short- and 
long-term impacts within these groups. Furthermore, HCV-related 
service disruptions could delay Canada's progression towards the 
achievement of the viral hepatitis elimination goals. In this study, the 
impact of COVID-19-related public health measures on HCV testing 
and first-time HCV-positive diagnoses within the province were as-
sessed using population-level laboratory data as a first step towards 
understanding the potential impact of healthcare service disruptions 
on BC’s HCV elimination efforts.

2  | METHODS

2.1 | COVID-19-related public health measures in 
BC

On March 17, 2020, the Provincial Health Officer of BC declared a 
public health emergency because of COVID-19, ushering in Phase 
1 of COVID-19-related public health measures within the prov-
ince (beginning on March 18, 2020).20,21 Measures imposed during 
Phase 1 included the banning of mass gatherings (>50 people) and 
the closing of establishments that provided non-essential services 
(e.g. hair salons and barbershops, dine-in services at restaurants and 

bars), as well as recommendations for physical distancing.22 Phase 
2 of restrictions, beginning on May 19, 2020 and Phase 3, start-
ing on June 24, 2020, saw the gradual loosening of restrictions on 
travel and gatherings and the reopening of non-essential services.22 
Following a resurgence of COVID-19 cases during Phase 3, all social 
gatherings and events province-wide were again suspended begin-
ning on November 19, 2020 and remained in place by the end of 
2020. Between Phase 1 and Phase 2 (April 1-May 28, 2020), the pro-
vincial Public Health Laboratory (PHL) located at the BC Centre for 
Disease Control (BCCDC) temporarily suspended non-urgent HCV 
testing to reallocate resources for COVID-19 testing.23,24 However, 
urgent HCV testing for hospitalized patients, emergency situations 
and organ donations continued during this period. This study exam-
ines changes in HCV testing patterns following the introduction of 
restrictions during Phase 1 in March 2020.

2.2 | Variable definitions

De-identified HCV testing data for BC residents were obtained 
from the BCCDC PHL, which performs over 95% of anti-HCV (an-
tibody) screening and all confirmatory anti-HCV, RNA testing and 
genotyping in BC. All positive, negative and indeterminate test-
ing episodes were included in this analysis, and testing outcomes 
were comprised of the integrated test results for each test type 
(i.e. Anti-HCV: screening/confirmatory; RNA: qualitative/quanti-
tative; genotyping). Testing episodes will be referred to as tests 
moving forward. First-time HCV-positive rate was defined as the 
first positive test result for HCV (anti-HCV, RNA, and/or geno-
type) on record at the BCCDC PHL per 1 000 000 BC population. 
First-time anti-HCV-positivity rate was defined as the proportion 
of anti-HCV tests that resulted in first-time anti-HCV-positive di-
agnoses. The proportion of HCV RNA tests that were negative for 
the first time following a HCV-positive test was used to assess 

K E Y W O R D S
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Lay Summary

Testing is essential for progression along the HCV care cas-
cade. In this interrupted time series analysis, the introduc-
tion of COVID-19-related public health measures in March 
2020 was associated with large declines in mean weekly 
HCV testing and diagnosis rates in British Columbia. 
Persons living with HCV who may have been lost to care 
after public health measures were introduced should be re-
engaged with care for improved health outcomes and to 
support progression towards HCV elimination within the 
province.
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progression towards clearing the virus, although differentiating 
between spontaneous clearance and sustained virologic response 
(SVR) was not possible, as we did not have access to treatment 
data. The study period began on January 1, 2018 and ended on 
December 31, 2020.

2.3 | Statistical analysis

An interrupted time series study design was adopted, using seg-
mented regression models25-27 to assess the weekly impact of BC’s 
COVID-19-related public health measures on HCV testing within the 
province, initiated during calendar week 12 of 2020 (week of March 
18, 2020). Thus, the pre-restriction period was defined as calendar 
week 1 of 2018 to calendar week 11 of 2020, and the post-restriction 
was defined as calendar week 13 of 2020 to calendar week 53 of 
2020. Outcomes assessed on a weekly basis were: (i) HCV testing 
(anti-HCV, RNA and genotyping), (ii) first-time HCV-positive test re-
sult, and (iii) first-time RNA-negative test result following a first-time 
HCV-positive test result. Autoregressive error segmented regression 

models were run to assess the change in mean weekly rates (slope) 
pre-restrictions, the change in level of mean weekly rates when 
restrictions were introduced, and the difference between slopes 
(change in mean weekly rates) post- vs pre-restrictions, correcting 
for autocorrelation.

The general model Equations25,26,28 was:

where Yt represents the outcome of interest (HCV testing, first-time 
HCV-positive and first-time HCV RNA-negative rates) in week t; β0, 
the baseline mean weekly outcome rate before public health measures 
(restrictions) were imposed; β1, the mean weekly change in outcome 
rates (slope) before public health measures were imposed; T, the time 
in calendar weeks beginning on January 1, 2018; β2, the change in the 
level of outcome rates once public health measures were imposed; X, 
the dummy variable marking the period before (0) and after (1) restric-
tions were imposed; β3, the difference in slope (change in mean weekly 
outcome rates) after vs before public health measures were imposed; 
Z, the time (in weeks) post-restrictions; and ν, random variability in 

Yt = β0 + β1Tt + β2Xt + β3Zt + νt,

F I G U R E  1   Weekly HCV testing rates in British Columbia, 2018-2020. A, All HCV tests, (B) anti-HCV tests, (C) HCV RNA tests, (D) HCV 
genotyping tests. HCV, hepatitis C virus; RNA, ribonucleic acid
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the model adjusted for autocorrelation with the maximum likelihood 
method. Estimated rate and estimated mean rate (trend) values from 
the autocorrelation-corrected regression models were also generated 
with the AUTOREG procedure in SAS 9.4.28,29 The final parameters 
for inclusion in the model were determined using a stepwise backward 
elimination approach.25,28 Autocorrelation was assessed with Durbin-
Watson tests. Data preparation and visualization was done using R 
statistical software (version 3.5.2),30 while data analysis was done with 
SAS (version 9.4).29 Statistical significance was defined as P < .05.

This study was performed under the public health surveillance 
mandate of the BCCDC and did not require approval from an ethical 
review board.

3  | RESULTS

3.1 | HCV testing rates

Estimated mean weekly HCV testing rates in BC were stable at ap-
proximately 124.6 HCV tests per 100 000 population per week prior 
to the introduction of COVID-19-related public health measures in 
calendar week 12 of 2020 (Figure  1A, Table  1). This overall trend 
was driven by anti-HCV testing, which formed the majority of HCV 
testing done in BC (Figure 1B). In contrast, estimated mean weekly 
HCV RNA testing and HCV genotyping rates fell steadily within this 
timeframe (P <  .0001 for both) (Figure 1C,D, Table 1). The overall 
mean weekly HCV testing rate fell by 62.3 tests per 100 000 popu-
lation (P < .0001) following the announcement of the public health 
measures during calendar week 12 of 2020. This statistically sig-
nificant decline in mean weekly testing rates with the introduction 
of COVID-19-related public health measures was observed across 
the test types (Anti-HCV: −58.7 tests per 100  000 population, 
P < .0001; RNA: −4.1 tests per 100 000 population, P < .0001; gen-
otyping: −2.7 tests per 1 000 000 population, P <  .01) (Figure 1B-
D, Table 1). Estimated mean weekly anti-HCV, RNA and genotyping 
testing rates increased in the weeks afterwards, recovering to near 
pre-restriction levels by the end of the year. The difference in rate of 
change in mean weekly anti-HCV, RNA and genotype testing rates 
(slope of the curve) post- vs pre-restrictions was also statistically sig-
nificant (anti-HCV: +1.35 tests per 100 000 population, P < .0001; 
RNA: +0.11 tests per 100  000 population, P  <  .001; genotyping: 
+0.09 tests per 1 000 000 population, P < .05) (Table 1). There was 
a slight shift in HCV testing towards females and persons aged 30 
to 39 years once COVID-19-related restrictions were implemented 
(Supplementary Table S1).

3.2 | First-time HCV-positive diagnosis rates

Estimated mean weekly first-time HCV-positive diagnosis rates 
per 1  000  000 population followed a pattern matching that of 
average weekly HCV RNA and genotype testing rates: declin-
ing gradually prior to 2020, falling rapidly after COVID-19 related TA
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public health measures were put in place and then recovering to 
near pre-restriction levels by the end of the year (Figure 2A). The 
majority of first-time HCV-positive diagnoses within the BCCDC 
PHL system were made with anti-HCV tests. As anti-HCV test-
ing rates were changing alongside first-time HCV-positive diagno-
ses, we also assessed the trend in proportion of weekly first-time 
anti-HCV-positive diagnoses per weekly anti-HCV tests (first-time 
anti-HCV positivity rate). Estimated mean weekly first-time anti-
HCV-positivity rates declined steadily between calendar week 1 of 
2018 and calendar week 11 of 2020 (P < .0001) and fell by 2.7 first-
time anti-HCV-positive tests per 10 000 anti-HCV tests in calendar 
week 12 of 2020 (P = .53) (Figure 2B, Table 2). The difference in rate 
of change in mean weekly first-time anti-HCV positivity rates (slope 
of the curve) post- vs pre-restrictions was not statistically significant 
(P = .78). No major changes were observed in the characteristics of 
individuals testing HCV-positive for the first time postrestrictions 
(Supplementary Table S2).

3.3 | First-time HCV RNA-negative testing rates 
following first-time HCV-positive diagnoses

To estimate trends in progression towards clearing the virus, either 
spontaneously or following treatment, we assessed the proportion 
of mean weekly first-time HCV RNA-negative tests following a first-
time HCV-positive diagnosis as a percentage of mean weekly HCV 
RNA tests. Prior to calendar week 12 of 2020, there was a gradual 
but statistically non-significant increase in the mean weekly per-
centage of first-time HCV RNA-negative tests following a first-time 
HCV-positive diagnosis (P =  .12) (Figure 3, Table 2). These average 
weekly testing rates dropped slightly as public health measures 
came into effect in calendar week 12 of 2020 (P = .68) and contin-
ued to decline steadily until the end of 2020. Despite the reversal 
in trend following week 12 of 2020, the difference in the rate of 

change in mean weekly percentage of first-time HCV RNA-negative 
tests (slope of the curve) post- vs pre-restrictions was not statisti-
cally significant (P = .21) (Figure 3, Table 2).

4  | DISCUSSION

In this study, we describe the impact of public health measures to 
control COVID-19 on HCV testing and first-time HCV-positive di-
agnoses in BC. First-time RNA-negative testing following the first 
HCV-positive test was assessed as a percentage of all RNA testing 
episodes as a measure of progression towards clearing the virus. 
Before COVID-19-related public health measures came into effect, 
mean weekly anti-HCV testing rates remained relatively stable, con-
trasting with mean weekly HCV RNA and genotype testing rates 
which declined steadily. Mean weekly HCV testing rates dropped 
rapidly across the test types with the implementation of COVID-19-
related measures, recovering at varying rates to near pre-restriction 
levels by the end of the year. Mean weekly first-time HCV-positive 
diagnosis rates followed an identical pattern, although the fall in HCV 
positivity rates observed with the imposition of COVID-19-related 
public health measures was not statistically significant. In contrast, 
the mean weekly percentage of first-time HCV RNA-negative tests, 
which were increasing steadily prior to the introduction of public 
health measures in calendar week 12 of 2020, fell slightly soon af-
terwards and then maintained a gradual downward trajectory until 
the end of the year.

Our findings support those of others showing large reductions in 
HCV testing as a result of measures put in place to control the spread 
of SARS-CoV-2 worldwide.15-17 In a survey conducted by the World 
Hepatitis Alliance (WHA), which included 132 respondents repre-
senting hepatitis service providers and civil society organizations 
from 32 countries across the globe, 64% of respondents reported 
disrupted access to viral hepatitis testing among HCV-positive 

F I G U R E  2   Weekly first-time HCV-positive rates in British Columbia, 2018-2020. A, First-time HCV-positive testing rates per 1 000 000 
population. This includes first-time HCV-positive diagnoses by anti-HCV, RNA and genotype testing. The majority of first-time HCV-positive 
diagnoses in BC public health laboratory system are made through anti-HCV testing. B, Anti-HCV positivity rates. This represents the 
proportion of anti-HCV tests that involved a first-time anti-HCV-positive diagnosis. HCV, hepatitis C virus
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patients during the COVID-19 pandemic.16 Major reasons for lack of 
testing included avoidance because of COVID-19-related concerns 
(65%) and testing facility closures (46%). At the Boston Medical 
Center in the United States, resource reallocation to accommodate 
COVID-19 patients resulted in a 50% decrease in HCV testing and a 
42% decline in new HCV diagnoses, with larger reductions in testing 
(−72%) and new diagnoses (−63%) at ambulatory clinics within the 
Center.15 In our population-based study, similar decreases in HCV 
testing and new HCV diagnosis rates were observed immediately 
following the introduction of province-wide public health measures 
in BC, although these rates rebounded to near pre-restriction levels 
by December 2020. This recovery in testing rates is encouraging as 
it suggests some re-engagement with healthcare despite ongoing 
restrictions on non-essential travel and gatherings. Interestingly, 
although first-time HCV-positive diagnoses declined substantially 
soon after the imposition of public health measures in BC, minimal 
impact on the trajectory of anti-HCV positivity rates was observed, 
suggesting that a similar pool of at-risk individuals was being tested 
post- vs pre-restrictions despite the decreased rate of anti-HCV 
testing beginning in calendar week 12 of 2020. Further evaluation is 
needed to understand the impact of these reductions in HCV testing 
and diagnosis rates on health outcomes within the province.

Some reports of restricted access to HCV therapies and delayed 
HCV treatment initiation because of COVID-19 were made by WHA 
survey respondents from various parts of the world.16 Although 
treatment initiation was not assessed in this study, the observed 
decline in HCV RNA testing could have affected HCV treatment ini-
tiation and SVR assessment within the province, as was observed in 
England.17 Thus, some HCV-positive individuals may have delayed 
treatment initiation and could potentially be lost to follow-up during 
this interval. Furthermore, the reversal of the steadily increasing 
trend in first-time RNA-negative testing episodes after the first re-
corded HCV-positive test, an indicator of spontaneous clearance or 
progression towards SVR, in the weeks following the introduction 
of COVID-19-related public health measures despite the rebound in 
RNA testing during this time period may be indicative of reduced 
detection of spontaneous clearance, decreased on-treatment RNA 
testing and/or decreased SVR rates, amongst others. Additional 
assessment is required to better characterize the affected steps of 
the care cascade and to better understand the implications for BC’s 
HCV elimination efforts.

The use of population-level testing data was a major strength 
of this study. This study was also strengthened by the adjustment 
for autocorrelation in this interrupted time series study design. 
However, we were unable to assess HCV treatment initiation, spon-
taneous clearance and SVR, which are key steps of the cascade of 
care. As treatment data becomes available, we will be able to con-
struct an HCV care cascade to better describe the scope of the im-
pact of COVID-19-related public health measures on HCV care in 
BC. Data on key at-risk groups, including people who inject drugs, 
people experiencing homelessness, and people with low socioeco-
nomic status, were not available for this study. Future studies should 
address the impact of service disruptions within these groups, TA
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given the broader implications for risk of HCV infection and/or 
re-infection.

Our findings depict major disruptions in HCV testing, new diag-
noses and first-time RNA-negative testing episodes within BC after 
restrictions on travel and mass gatherings came into effect in March, 
2020. The increased perception of personal risk of SARS-CoV-2 in-
fection among British Columbians, both among care providers and 
care seekers, coupled with the systemic barriers generated by these 
restrictions were among the likely causes of these large declines in 
testing and diagnosis.15,16 Without intervention, these service dis-
ruptions may serve to broaden existing gaps in the HCV care cas-
cade in the province and potentially increase the rates of advanced 
liver disease and liver-related mortality among persons living with 
HCV within the province in the long-term.31 It is therefore imper-
ative that persons lost to follow-up following restrictions, many of 
whom are likely marginalized individuals, are re-engaged into the 
healthcare system without compromising their safety. Leveraging 
the rapid advancements in healthcare that emerged as a result of the 
COVID-19 pandemic, such as the widespread adoption and accep-
tance of telemedicine, could provide avenues for linkage with HCV 
care as efforts to control the spread of SARS-CoV-2 continue.32 
Failure to do so may undermine the progress that has been made 
in HCV care provincially and prevent BC from eliminating HCV as a 
threat to public health by 2030.

E THIC S APPROVAL S TATEMENT
This study was performed under the public health surveillance man-
date of the BCCDC and did not require approval from an ethical re-
view board.

DISCL AIMER
All inferences, opinions and conclusions drawn in this publication are 
those of the authors, and do not necessarily reflect the opinions or 
policies of the Data Steward(s).

ACKNOWLEDG EMENTS
We gratefully acknowledge the residents of British Columbia who 
are represented in the BCCDC Public Health Laboratory database, 
and for whom this work is intended to benefit.

CONFLIC T OF INTERE S T
MK has received grant/research support from Roche, Merck, 
Siemens, Boeringer Ingelheim and Hologic, Inc. SB has spoken and 
consulted for Gilead Sciences Canada Inc and AbbVie Canada. The 
remaining authors have no conflicts of interest to declare.

DATA AVAIL ABILIT Y S TATEMENT
The data that support the findings are from the British Columbia 
provincial surveillance system and are not publicly available. Access 
to the data may be provided through the British Columbia Centre 
for Disease Control Institutional Data Access process to researchers 
who meet the criteria for accessing the confidential data.

ORCID
Mawuena Binka   https://orcid.org/0000-0002-9370-1708 
Sofia Bartlett   https://orcid.org/0000-0003-0699-2250 
Héctor A. Velásquez García   https://orcid.
org/0000-0002-0764-4664 

R E FE R E N C E S
	 1.	 World Health Organization. Global Health Sector Strategy on Viral 

Hepatitis 2016–2021. Switzerland; 2016. https://apps.who.int/iris/
bitst​ream/handl​e/10665/​24617​7/WHO-HIV-2016.06-eng.pd-
f?seque​nce=1&isAll​owed=y

	 2.	 Hutin YJF, Bulterys M, Hirnschall GO. How far are we from viral 
hepatitis elimination service coverage targets? J Int AIDS Soc. 
2018;21(S2):e25050.

	 3.	 Cox AL, El-Sayed MH, Kao J-H, et al. Progress towards elimi-
nation goals for viral hepatitis. Nat Rev Gastroenterol Hepatol. 
2020;17(9):533-542.

	 4.	 Binka M, Janjua NZ, Grebely J, et al. Assessment of treatment strat-
egies to achieve hepatitis C elimination in Canada using a validated 
model. JAMA Network Open. 2020;3(5):e204192.

	 5.	 Li J, Casey JL, Greenwald ZR, et al. The 9th Canadian symposium on 
hepatitis C virus: advances in HCV research and treatment towards 
elimination. Canadian Liver J. 2021;4:59-71. https://canli​vj.utpjo​ur-
nals.press/​doi/full/10.3138/canli​vj-2020-0026

	 6.	 Action Hepatitis Canada. Saskatchewan, Manitoba, Yukon, and 
NIHB Formularies All Lift Eligibility Restrictions for Hepatitis C 
Treatment. 2018. http://www.actio​nhepa​titis​canada.ca/news.
html. Accessed Sep 11, 2018.

	 7.	 Bartlett SR, Yu A, Chapinal N, et al. The population level care cas-
cade for hepatitis C in British Columbia, Canada as of 2018: impact 
of direct acting antivirals. Liver Int. 2019;39:2261-2272.

	 8.	 European Centre for Disease Prevention and Control. 
Considerations Relating to Social Distancing Measures in Response 
to COVID-19—Second Update. 2020. https://www.ecdc.europa.
eu/sites/​defau​lt/files/​docum​ents/covid​-19-socia​l-dista​ncing​
-measu​resg-guide​-secon​d-update.pdf. Accessed March 1, 2021.

	 9.	 Islam N, Sharp SJ, Chowell G, et al. Physical distancing interven-
tions and incidence of coronavirus disease 2019: natural experi-
ment in 149 countries. BMJ. 2020;370:m2743.

	10.	 Mackenzie JS, Smith DW. COVID-19—a novel zoonotic disease: a 
review of the disease, the virus, and public health measures. Asia 
Pac J Public Health. 2020;32(4):145-153.

F I G U R E  3   Weekly proportions of first-time HCV RNA-negative 
testing episodes following a first-time HCV-positive diagnosis in 
British Columbia, 2018-2020. This shows the proportion of HCV 
RNA tests that represented the first RNA-negative test result 
following a first-time HCV-positive diagnosis within the BC Public 
Health Laboratory system. HCV, hepatitis C virus; RNA, ribonucleic 
acid

https://orcid.org/0000-0002-9370-1708
https://orcid.org/0000-0002-9370-1708
https://orcid.org/0000-0003-0699-2250
https://orcid.org/0000-0003-0699-2250
https://orcid.org/0000-0002-0764-4664
https://orcid.org/0000-0002-0764-4664
https://orcid.org/0000-0002-0764-4664
https://apps.who.int/iris/bitstream/handle/10665/246177/WHO-HIV-2016.06-eng.pdf?sequence=1&isAllowed=y
https://apps.who.int/iris/bitstream/handle/10665/246177/WHO-HIV-2016.06-eng.pdf?sequence=1&isAllowed=y
https://apps.who.int/iris/bitstream/handle/10665/246177/WHO-HIV-2016.06-eng.pdf?sequence=1&isAllowed=y
https://canlivj.utpjournals.press/doi/full/10.3138/canlivj-2020-0026
https://canlivj.utpjournals.press/doi/full/10.3138/canlivj-2020-0026
http://www.actionhepatitiscanada.ca/news.html
http://www.actionhepatitiscanada.ca/news.html
https://www.ecdc.europa.eu/sites/default/files/documents/covid-19-social-distancing-measuresg-guide-second-update.pdf
https://www.ecdc.europa.eu/sites/default/files/documents/covid-19-social-distancing-measuresg-guide-second-update.pdf
https://www.ecdc.europa.eu/sites/default/files/documents/covid-19-social-distancing-measuresg-guide-second-update.pdf


2856  |     BINKA et al

	11.	 Cowling BJ, Aiello AE. Public health measures to slow com-
munity spread of coronavirus disease 2019. J Infect Dis. 
2020;221(11):1749-1751.

	12.	 Centers for Disease Control and Prevention. About COVID-19. 
2020. https://www.cdc.gov/coron​aviru​s/2019-ncov/cdcre​spons​
e/about​-COVID​-19.html#:~:text=On%20Feb​ruary​%2011%2C%20
202​0%2C%20the​,and%20'D'%20for​%20dis​ease. Accessed 
November 30, 2020.

	13.	 World Health Organization. Timeline of WHO's Response to 
COVID-19. 2020. https://www.who.int/news/item/29-06-2020-
covid​timeline. Accessed November 30, 2020.

	14.	 World Health Organization. WHO Director-General's Opening 
Remarks at the Media Briefing on-COVID-19—11 March 2020. 
2020. https://www.who.int/direc​tor-gener​al/speec​hes/detai​
l/who-direc​tor-gener​al-s-openi​ng-remar​ks-at-the-media​-brief​
ing-on-covid​-19---11-march​-2020#:~:text=We%20hav​e%20the​
refor​e%20mad​e%20the​,to%20unn​ecess​ary%20suf​ferin​g%20and​
%20death. Accessed November 30, 2020.

	15.	 Sperring H, Ruiz-Mercado G, Schechter-Perkins EM. Impact of the 
2020 COVID-19 pandemic on ambulatory hepatitis C testing. J Prim 
Care Community Health. 2020;11:2150132720969554.

	16.	 Wingrove C, Ferrier L, James C, Wang S. The impact of 
COVID-19 on hepatitis elimination. Lancet Gastroenterol Hepatol. 
2020;5(9):792-794.

	17.	 Public Health England. The Impact of the COVID-19 Pandemic on 
Prevention, Testing, Diagnosis and Care for Sexually Transmitted 
Infections, HIV and Viral Hepatitis in England: Provisional Data: 
January to September 2020. 2020.

	18.	 Hauser P, Kern S. Psychiatric and substance use disorders co-
morbidities and hepatitis C: Diagnostic and treatment implications. 
World J Hepatol. 2015;7(15):1921-1935.

	19.	 McKee G, Butt ZA, Wong S, et al. Syndemic characterization of 
HCV, HBV, and HIV co-infections in a large population based cohort 
study. EClinicalMedicine. 2018;4:99-108.

	20.	 British Columbia Ministry of Health Joint Statement on Province 
of B.C.'s COVID-19 Response, Latest Updates. 2020. https://news.
gov.bc.ca/relea​ses/2020H​LTH00​89-000505. Accessed November 
30, 2020.

	21.	 Government of British Columbia. COVID-19 Information and 
Resources. 2021. https://www.emerg​encyi​nfobc.gov.bc.ca/
covid19. Accessed May 4, 2021.

	22.	 Government of British Columbia. BC's Restart Plan. 2020. https://
www2.gov.bc.ca/gov/conte​nt/safet​y/emerg​ency-prepa​redne​ss-
respo​nse-recov​ery/covid​-19-provi​ncial​-suppo​rt/bc-resta​rt-plan. 
Accessed November 30, 2020.

	23.	 BCCDC Public Health Laboratory. Temporary Suspension of Non-
Urgent Hepatitis C (HCV) Testing. 2020. https://smart​sexre​source.

com/healt​h-provi​ders/blog/20200​4/tempo​rary-suspe​nsion​
-non-urgen​t-hepat​itis-c-hcv-testi​ng. Accessed August 7, 2020.

	24.	 BCCDC Public Health Laboratory. Non-Urgent Hepatitis C (HCV) 
Testing RE-STARTED. 2020. https://hepat​itise​ducat​ion.med.ubc.
ca/files/​2020/07/HCVTe​sting​Resta​rted-v2a.pdf. Accessed August 
7, 2020.

	25.	 Slavova S, Costich JF, Luu H, et al. Interrupted time series design to 
evaluate the effect of the ICD-9-CM to ICD-10-CM coding transi-
tion on injury hospitalization trends. Injury Epidemiol. 2018;5(1):36.

	26.	 Penfold RB, Zhang F. Use of interrupted time series analysis 
in evaluating health care quality improvements. Acad Pediat. 
2013;13(6):S38-S44.

	27.	 Wagner AK, Soumerai SB, Zhang F, Ross-Degnan D. Segmented re-
gression analysis of interrupted time series studies in medication 
use research. J Clin Pharm Ther. 2002;27(4):299-309.

	28.	 SAS Institute Inc. SAS/ETS® 13.2 User’s Guide: The AUTOREG 
Procedure. SAS Institute Inc; 2014. https://suppo​rt.sas.com/docum​
entat​ion/onlin​edoc/ets/132/autor​eg.pdf

	29.	 SAS Institute Inc. What is SAS? https://docum​entat​ion.sas.com/
doc/en/pgmsa​scdc/9.4_3.5/lrcon/​n0toa​1y5c8​wkpxn​1duru​2ltw8​
i52.htm. Accessed April 6, 2021.

	30.	 The R Foundation. R Core Team. R: A Language and Environment 
for Statistical Computing. https://www.r-proje​ct.org. Accessed 
April 6, 2021.

	31.	 Blach S, Kondili LA, Aghemo A, et al. Impact of COVID-19 on global 
HCV elimination efforts. J Hepatol. 2021;74(1):31-36.

	32.	 Tang B, Zhou LL. COVID-19: an accidental catalyst for change in 
the Canadian health care system. British Columbia Medical Journal. 
2020;62(7):242-246. https://bcmj.org/premi​se-covid​-19/covid​
-19-accid​ental​-catal​yst-chang​e-canad​ian-healt​h-care-system

SUPPORTING INFORMATION
Additional supporting information may be found in the online ver-
sion of the article at the publisher’s website.

How to cite this article: Binka M, Bartlett S, Velásquez García 
HA, et al. Impact of COVID-19-related public health 
measures on HCV testing in British Columbia, Canada: An 
interrupted time series analysis. Liver Int. 2021;41:2849–
2856. doi:10.1111/liv.15074

https://www.cdc.gov/coronavirus/2019-ncov/cdcresponse/about-COVID-19.html#:%7E:text=On February 11%2C 2020%2C the,and %27D%27 for disease
https://www.cdc.gov/coronavirus/2019-ncov/cdcresponse/about-COVID-19.html#:%7E:text=On February 11%2C 2020%2C the,and %27D%27 for disease
https://www.cdc.gov/coronavirus/2019-ncov/cdcresponse/about-COVID-19.html#:%7E:text=On February 11%2C 2020%2C the,and %27D%27 for disease
https://www.who.int/news/item/29-06-2020-covidtimeline
https://www.who.int/news/item/29-06-2020-covidtimeline
https://www.who.int/director-general/speeches/detail/who-director-general-s-opening-remarks-at-the-media-briefing-on-covid-19---11-march-2020#:%7E:text=We have therefore made the,to unnecessary suffering and death
https://www.who.int/director-general/speeches/detail/who-director-general-s-opening-remarks-at-the-media-briefing-on-covid-19---11-march-2020#:%7E:text=We have therefore made the,to unnecessary suffering and death
https://www.who.int/director-general/speeches/detail/who-director-general-s-opening-remarks-at-the-media-briefing-on-covid-19---11-march-2020#:%7E:text=We have therefore made the,to unnecessary suffering and death
https://www.who.int/director-general/speeches/detail/who-director-general-s-opening-remarks-at-the-media-briefing-on-covid-19---11-march-2020#:%7E:text=We have therefore made the,to unnecessary suffering and death
https://www.who.int/director-general/speeches/detail/who-director-general-s-opening-remarks-at-the-media-briefing-on-covid-19---11-march-2020#:%7E:text=We have therefore made the,to unnecessary suffering and death
https://news.gov.bc.ca/releases/2020HLTH0089 10000505.
https://news.gov.bc.ca/releases/2020HLTH0089 10000505.
https://www.emergencyinfobc.gov.bc.ca/covid19
https://www.emergencyinfobc.gov.bc.ca/covid19
https://www2.gov.bc.ca/gov/content/safety/emergency 10preparedness 10response 10recovery/covid 1019 10provincial 10support/bc 10restart 10plan.
https://www2.gov.bc.ca/gov/content/safety/emergency 10preparedness 10response 10recovery/covid 1019 10provincial 10support/bc 10restart 10plan.
https://www2.gov.bc.ca/gov/content/safety/emergency 10preparedness 10response 10recovery/covid 1019 10provincial 10support/bc 10restart 10plan.
https://smartsexresource.com/health 10providers/blog/202004/temporary 10suspension 10non 10urgent 10hepatitis 10c 10hcv 10testing.
https://smartsexresource.com/health 10providers/blog/202004/temporary 10suspension 10non 10urgent 10hepatitis 10c 10hcv 10testing.
https://smartsexresource.com/health 10providers/blog/202004/temporary 10suspension 10non 10urgent 10hepatitis 10c 10hcv 10testing.
https://hepatitiseducation.med.ubc.ca/files/2020/07/HCVTestingRestarted 10v2a.pdf.
https://hepatitiseducation.med.ubc.ca/files/2020/07/HCVTestingRestarted 10v2a.pdf.
https://support.sas.com/documentation/onlinedoc/ets/132/autoreg.pdf
https://support.sas.com/documentation/onlinedoc/ets/132/autoreg.pdf
https://documentation.sas.com/doc/en/pgmsascdc/9.4_3.5/lrcon/n0toa1y5c8wkpxn1duru2ltw8i52.htm
https://documentation.sas.com/doc/en/pgmsascdc/9.4_3.5/lrcon/n0toa1y5c8wkpxn1duru2ltw8i52.htm
https://documentation.sas.com/doc/en/pgmsascdc/9.4_3.5/lrcon/n0toa1y5c8wkpxn1duru2ltw8i52.htm
https://www.r-project.org
https://bcmj.org/premise-covid-19/covid-19-accidental-catalyst-change-canadian-health-care-system
https://bcmj.org/premise-covid-19/covid-19-accidental-catalyst-change-canadian-health-care-system
https://doi.org/10.1111/liv.15074

