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Cost Effectiveness of Early Treatment with Direct-Acting Antiviral Therapy
in Adolescent Patients with Hepatitis C Virus Infection

Joehl Nguyen, MPH1, A. Sidney Barritt IV, MD, MSCR2, and Ravi Jhaveri, MD3,*

Objective To evaluate the cost effectiveness of early treatment with direct-acting antiviral therapy in adolescent
patients with chronic hepatitis C virus (HCV) infection compared with treatment deferral.
Study designWe constructed a Markov model to assess the cost effectiveness of treating a hypothetical cohort
of 30 000 adolescent patients with chronic HCV at age 12 years compared with deferring treatment until adulthood
from a societal perspective. Model inputs for transition probabilities, HCV treatment and medical care costs, and
quality-adjusted life-year (QALY) utilities were derived from the literature and wholesale acquisition estimates.
Deterministic sensitivity analyses varied parameters for non-HCV medical care and treatment cost, reinfection
rates, treatment uptake, disease progression, liver transplant survival, and treatment with recently approved pan-
genotypic direct-acting antiviral agents. Discounted costs and total QALYs per person were quantified after
30 years. Cost effectiveness was evaluated as the incremental change in total medical costs per QALY gained.
Results The incremental cost effectiveness of early treatment initiation compared with deferred treatment was
approximately $27 000 per QALY gained after 30 years and considered cost effective. In a scenario analysis, hypo-
thetical treatment initiation with currently available pangenotypic agents would be evenmore cost effective, ranging
from $10 000 to $21 000 per QALY gained. Cost-effectiveness estimates were sensitive to variations in decompen-
sated cirrhosis progression in adolescence, adult reinfection, and treatment uptake in adults.
Conclusions Early treatment in adolescent patients with chronic HCV infection with currently available direct-
acting antivirals seems to be cost effective compared with deferred treatment. Future efforts to control the HCV
epidemic should include increasing the number of children treated. (J Pediatr 2019;207:90-6).
C
hronic hepatitis C virus (HCV) infection continues to be a global public health concern and is responsible for serious
health complications including fibrosis, cirrhosis, and liver cancer.1-3 In recent years, HCV has received significant
attention owing to increases in cases attributed to injection drug use and the availability of highly curative direct-

acting antiviral (DAA) therapy.4 Adolescent patients represent a subset of the population affected by HCV, with 30 000-
50 000 cases estimated in the US.5,6 Most incident cases of pediatric HCV are attributed to vertical or perinatal
transmission, although the number of adolescent HCV cases associated with substance abuse is increasing.5-8 Although disease
progression seems to be mild in childhood, without appropriate treatment, patients remain at risk for chronic liver disease,
extrahepatic complications, and lower quality of life over time.3,9-11

The US Food andDrug Administration (FDA) has approvedmany newDAA therapies in recent years that are highly effective
for curing HCV.12 These medications have provided a real public health opportunity to eradicate the disease globally. However,
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adolescent patients with HCV were not routinely considered for therapy and are
typically deferred treatment until adulthood based on previous guidelines.6,13

The American Association for the Study of Liver Disease and Infectious Disease
Society of America have recently updated guidelines for treating adolescents aged
12-17 years. Currently, only sofosbuvir/ledipasvir (SOF/LDV) and SOF/ribavirin
(RBV) regimens are FDA approved for treatment of infected children ages 12-
17 years old12,14,15 Clinical trials with adult-approved pangenotypic combination
DAAs, glecaprevir/pibrentasvir (GLE/PIB) and SOF/velpatasvir (VEL) are
currently in progress with likely approval in the near future (www.
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clinicaltrials.gov: NCT03067129; NCT03022981). Treatment
strategies with DAAs have previously been shown to be cost
effective in various adult populations.16-18 However, cost-
effectiveness analyses of treatment for HCV in the pediatric
population to date are limited and have focused on outdated
guidelines with interferon-based therapies.13 Subsequently,
the cost effectiveness of treating HCV in childhood with
generally costly DAAs when symptoms and progression are
milder is unknown.

The goal of this study was to evaluate the cost effectiveness
of early treatment initiation with approved DAA therapy in
patients aged 12 years with chronic HCV infection compared
with the previous standard of care of deferring treatment un-
til adulthood.

Methods

Table I summarizes the hypothetical cohort characteristics,
input variables, and assumptions used in our estimations.
We evaluated treatment strategies for a hypothetical cohort
of 30 000 patients aged 12 years with chronic HCV
infection to reflect the known epidemiology and current
treatment guidelines for HCV in children.3,6,12 Given
differences in genotype-specific treatment, efficacy, and
costs, we estimated the genotype distribution to be 80% for
genotypes 1, 4, 5, and 6, 10% for genotype 2, and 10% for
genotype 3. We estimated this breakdown based on
observed distributions in the pediatric population in real-
world settings.9

Patients were assumed to be newly diagnosed and treat-
ment-na€ıve before entering the Markov cycle. We examined
2 treatment strategies assuming that patients would receive
treatment with SOF/RBV (genotypes 2 and 3) or SOF/LDV
(genotypes 1, 4-6). In early treatment, all patients are treated
beginning at age 12 years. In deferred treatment, patients
enter the Markov cycle at age 12 years, but do not initiate
DAA treatment until age 18 years. To provide a best case sce-
nario estimate of the cost effectiveness of early compared
with deferred treatment, we assumed full uptake in both stra-
tegies from a societal perspective. In general, cost-effective
analyses of healthcare interventions using a societal perspec-
tive incorporate direct, indirect, and future costs, in addition
to total effects of interventions, regardless of payers or inter-
vention recipients.19

Markov Model
We constructed a Markov model in Microsoft
Excel (Microsoft, Redmond, Washington) to quantify and
evaluate the number of patients transitioning through HCV
health states over a 30-year time horizon. This 30-year time
horizon accounts for the natural history of HCV given that
more progressive complications will occur over this time in
adolescent patients.3,9 Figure 1 illustrates how patients in
this Markov model move through different HCV health
states. In this model, patients occupy different health states
representing either HCV, compensated cirrhosis,
decompensated cirrhosis, hepatocellular carcinoma (HCC),
liver transplantation, or death in a given year.
All patients in our analysis entered the Markov cycle in the

chronic HCV state, identified at age 12 years. The number of
patients in each HCV state at the beginning of each Markov
cycle or calendar year was quantified using annual transition
probabilities reported from published cost-effectiveness
models in the HCV population. Where available, we favored
annual transition probabilities reported in studies describing
children and adolescents to represent progression in the early
treatment strategy. In the deferred treatment strategy, we
used transition probabilities reported by studies in the young
adult population or general adult population, given the
paucity of literature reporting reliable progression rates in
the pediatric population over time. In both strategies, pa-
tients who are treated receive up to 1 course of DAA therapy
per patient per year. Without treatment during adolescence,
patients remain at risk of transitioning through to progres-
sive disease states during adolescence.
In the early and the deferred treatment strategies, patients

who are treated in chronic HCV or compensated cirrhosis
states can achieve a sustained virologic response (SVR), rep-
resenting viral clearance or essentially a transition to a
healthy state.14,15 We further accounted for susceptibility to
reinfection post SVR to reflect the fact that most new cases
of HCV in the US have recently been attributed to the
increasing prevalence of risk behaviors for HCV infection,
namely injection drug use in young adults.8,16,20 Patients
who are reinfected with HCV then reenter the Markov
HCV progression cycle to the chronic HCV state. In this
simulation, we assumed that the HCV reinfection rate after
SVR would remain uniform at 5% per year in adults based
on the previous literature.20 Patients who are reinfected
with chronic HCV after treatment then have the potential
to be retreated up to the end of the 30th Markov cycle.
With respect to mortality, we assumed that the probability

of dying for patients in the SVR, chronic HCV, and compen-
sated cirrhosis states were reflective of the general US popu-
lation, based on age-adjusted life expectancy derived from
the 2014 National Vital Statistics Report.21 We used state-
specific estimates from the literature to estimate annual mor-
tality rates for patients in the decompensated cirrhosis, HCC,
and liver transplantation states.13,17,18
Costs, Outcomes, and Cost Effectiveness
At the end of each Markov cycle, patients accrue costs asso-
ciated with treatment and other medical expenses. Unit costs
for DAA therapy were attained from the University of Wash-
ington Hepatitis C Online resource, namely, the wholesale
acquisition cost (WAC) estimates.22 We calculated the cost
for one course of DAA therapy based on theseWAC estimates
and approved DAA-specific treatment duration. For SOF/
RBV therapy, we used the University ofWashington reported
range to estimate an average cost of RBV for a 12- and
24-week treatment course, where appropriate. Other
HCV-related medical expenses were derived from the
91
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Table I. Baseline model input variables for Markov model assessment

Cohort characteristics References

Cohort size 30 000 6

Starting condition Chronic HCV
Starting age 12 years 12

Cycle length 30 Markov cycles 3,9

Genotype distribution 9

1, 4, 5, 6 80%

2 10%

3 10%

Annual discount 3%
Treatment uptake, ages 12-17 100% Assumption
Probability of SVR 97%-99% 14,15

Base case Lower bound Upper bound References

Treatment uptake ages $18* 100% 10% 50% Assumption
Post-SVR reinfection in adults* 0.05 0.019 0.267 16,20

Transition probabilities

Base case

Age 12-17 Age ‡18 Lower bound Upper bound References

Chronic HCV to

Compensated cirrhosis 0.0018 0.10975 0-0.075 0.10975-0.133 9,17

Decompensated cirrhosis* 0.0018 0.10975 0-0.075 0.10975-0.133 9,17

HCC* 0.001 0.001 0.0005 0.002 13

Compensated cirrhosis to

Decompensated cirrhosis 0.039 0.04 0.03-0.035 0.043-0.05 13,18

HCC 0.015 0.025 0.01-0.022 0.028-0.03 13,18

Decompensated cirrhosis to

HCC 0.03 0.068 0.015-0.03 0.05-0.083 13,18

Liver transplantation 0.03 0.031 0.01-0.029 0.1-0.033 13,18

Death 0.1 0.182 0.05-0.065 0.15-0.19 13,18

HCC to

Liver transplantation 0.03 0.031 0.029 0.033 18

Death 0.409 0.409 0.368 0.450 18

Liver transplantation*

Death after transplantation, first year 0.14 0.14 0.126 0.154 18

Death after, transplantation second year and beyond 0.025 0.025 0.023 0.027 18

Costs in 2017 US dollars References

Treatment costs per recommended course

SOF + LDV—12 weeks (genotypes 1, 4-6) $94 500 16,22

SOF + RBV—12 weeks (genotype 2) $84 700 18,22

SOF + RBV—24 weeks (genotype 3) $169 400 18,22

SOF + VEL—12 weeks (pangenotypic) $74 760 22

GLE + PIB—8 weeks (pangenotypic) $26 400 22

Base case Lower bound Upper bound References

Annual costs of HCV-related medical care 18

Chronic HCV $795 $615 $1026

Compensated cirrhosis $1513 $1171 $1953

Decompensated cirrhosis $20 390 $1217 $35 316

HCC $42 921 $24 780 $74 341

Liver transplantation $200 869 $115 973 $347 913

Liver transplantation monitoring $36 278 $20 945 $62 834

Annual costs of non-HCV medical care* 17

Ages 12-14 $2177 $1776 $2639

Ages 15-19 $2122 $1907 $2352

Ages 20-24 $1911 $1618 $2240

Ages 25-29 $2644 $2193 $3158

Ages 30-34 $3463 $2963 $4024

Ages 35-39 $3442 $3000 $3930

Ages 40-44 $4007 $3465 $4608

Utilities (QALY) 18

Markov Health State
SVR 1.0 – –

Chronic HCV 0.85 0.78 0.94

Compensated cirrhosis 0.81 0.67 0.90

Decompensated cirrhosis 0.70 0.55 0.80

HCC 0.67 0.55 0.79

Liver transplantation 0.50 0.72 0.84

Liver transplantation monitoring 0.78 0.72 0.84

*Input variable modified in 1-way sensitivity analysis. Ranges in reported lower and upper bound estimates reflect differences between probabilities of transition between HCV progression in adoles-
cence (12-17) and adulthood ($18). Costs were inflated to 2017 USD using Consumer Price Indices reported for medical care in 2017; costs and utilities were discounted at 3% annually.
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Figure 1. Markov model of chronic HCV infection and liver disease progression with DAA therapy. Patients aged 12 years with
HCV infection begin in the chronic HCV state and progress to compensated cirrhosis, decompensated cirrhosis, HCC, liver
transplantation, or death states, regardless of treatment strategy, and accrue costs and utilities at the end of each Markov cycle.
Patients who initiate early treatment are treated at age 12 years; patients who defer treatment are treated at age 18 years. Pa-
tients with chronic HCV or compensated cirrhosis who are treated with DAA therapy (dashed transition arrows) can achieve SVR.
Bidirectional arrows between chronic HCV and SVR states reflect potential for reinfection after treatment. Circular arrows
indicate retention within respective HCV states or no transition. Death was modeled as an absorbing state.
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literature to account for direct medical costs of HCV and
future costs of untreated HCV outcomes.16,18 To capture in-
direct costs, we included non-HCV-related medical costs
based on previously reported, age-adjusted costs in the gen-
eral population. This number represents costs accrued by
healthy patients who achieve SVR after successful treat-
ment.17

Annual costs were adjusted for inflation to 2017 US dollars
using the ratio of the US Consumer Price Index for prescrip-
tion drugs and medical care reported in December 2017 to
that of the originally reported year in the reference publica-
tion.23 We estimated the total costs associated with HCV
treatment, HCV-related medical care, and non-HCV-
related medical care by multiplying the number of patients
in each HCV state at the end of each Markov cycle with the
annual costs of treatment, state-specific HCV medical care,
and non-HCV-related medical care, where appropriate. De-
pending on their HCV disease state during a given Markov
cycle, patients also accrue differential quality-adjusted life
year (QALYs) utility values. We estimated the utility for
each HCV state using previously published literature and
quantified annual QALYs based on the number of patients
in each HCV state in a given year. Total costs and QALYs
accrued were quantified after 30 years for both strategies
and discounted at an annual rate of three percent to account
for time preferences. The total cost and QALYs per person
were then calculated by dividing the estimates by the cohort
size.

We estimated the cost effectiveness of early vs deferred
treatment using an incremental cost-effectiveness ratio
(ICER) that represents the difference in costs per person rela-
Cost Effectiveness of Early Treatment with Direct-Acting Antiviral
Infection
tive to the difference in QALYs per person. To be considered
cost effective, we assessed ICER estimates for early compared
with deferred treatment against the commonly cited conser-
vative willingness-to-pay (WTP) threshold of $50 000 per
QALY under differential scenario and sensitivity analyses.24

Sensitivity and Scenario Analyses
To assess the model’s sensitivity to uncertainty of certain
input parameters in estimating the cost effectiveness, we con-
ducted 1-way sensitivity analyses. The reported lower and
upper bound estimates were varied for the annual cost of
non-HCV care, reinfection rates, childhood progression to
decompensated cirrhosis and HCC, and survival after liver
transplantation. Additionally, treatment uptake for adults
was varied at 10% and 50% per year in a scenario analysis
to evaluate the effect of assumed treatment uptake in real-
world settings on estimates in our model. We also estimated
the cost effectiveness of treatment in the adolescent popula-
tion with recently approved pangenotypic DAA to account
for a possible shift in future HCV treatment owing to recent
decreases in treatment costs for GLE/PIB.22 In these scenario
analyses, we assumed that all patients would be treated with
either SOF/VEL or GLE/PIB, with an average SVR of 95% to
reflect differences among patients with genotype 3 and 4
observed in clinical trials.25-28

Results

Table II summarizes the results of our base case estimations
comparing the costs and outcomes associated with early and
deferred treatment initiation with SOF/LDV and SOF/RBV
Therapy in Adolescent Patients with Hepatitis C Virus 93
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treatments in adolescent patients with chronic HCV
infection. We found that early treatment results in an
estimated 1.05 additional QALYs per person after 30 years
compared with deferred treatment. The total cost per
person after 30 years in the early treatment strategy was
approximately $216 000 compared with around $188 000 in
the deferred treatment strategy. Under a $50 000 per QALY
gained WTP, early treatment was considered cost effective,
yielding an ICER value of approximately $27 000 per QALY
gained.

Figure 2 illustrates the results of our sensitivity analysis.
Cost-effectiveness estimates in our model were most
sensitive to model adjustments for reinfection rates in
adults, childhood decompensated cirrhosis progression,
treatment uptake in adults, and treatment with
pangenotypic DAAs. Our model estimations were least
sensitive to modifications in incident and overall liver
transplant mortality, yielding minimal ICER changes from
our reference case analysis. Variations to childhood HCC
progression and costs of non-HCV-related medical care
resulted in ICER estimates below our WTP threshold,
ranging from $25 000 to $28 000 per QALY gained.

In our scenario analysis varying treatment uptake in
adults, we found that estimated ICER values ranged from
$31 500 to $42 800 per QALY gained when varying treatment
uptake from 50% and 10% of the total infected population
per year, respectively. We also found that cost effectiveness
was retained in our hypothetical cohort when patients were
treated with GLE/PIB and SOF/VEL. When compared with
deferred treatment, ICER estimates were approximately
$10 000 per QALY gained for early treatment with GLE/PIB
and $21 000 per QALY gained for early treatment with
SOF/VEL.

Discussion

We aimed to estimate whether treatment for chronic HCV
infection in early adolescence would be cost effective from a
Table II. Discounted costs, outcomes, and cost-
effectiveness of early vs deferred treatment initiation in
adolescent patients with chronic HCV infection

Treatment
strategies by DAA

Total QALYs/
person

Total cost/
person

ICER - D$/
DQALYs

Base case analysis: treatment with DAAs currently FDA approved for children
SOF/LDV or SOF/RBV
Early treatment (12-17) 19.34 $216 390 $26 802
Deferred treatment ($18) 18.29 $188 135

Scenario analysis: treatment with pangenotypic DAAs
GLE/PIB
Early treatment (12-17) 19.32 $98 343 $10 088
Deferred treatment ($18) 18.24 $87 107

SOF/VEL
Early treatment (12-17) 19.32 $177 697 $20 604
Deferred treatment ($18) 18.21 $154 748

Treatment strategy considered cost-effective if ICER estimates fall below WTP threshold of
$50 000 USD/QALY. Costs and QALYs quantified after 30 Markov cycles. Per person costs
calculated as total costs divided by cohort size (n = 30 000). Costs are inflated to 2017
USD; costs and outcomes are discounted at 3% annually.
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societal perspective by using a Markov model to estimate
HCV progression. In our base scenario, we found that early
treatment at age 12 years resulted in an additional 1.05 QA-
LYs per person and was cost effective at $27 000 per QALY
gained. The higher per person total cost of an early
treatment strategy in this simulation is expected because
treatment is initiated in all patients at age 12 years. In the
deferred treatment strategy, fewer patients in the hypothet-
ical cohort accrue the upfront costs of DAA initiation at age
18 years because they remain at risk of transitioning to
other HCV Markov states or death without treatment be-
tween ages 12 and 17 years. However, under a conservative
WTP threshold of $50 000 per QALY gained, these results
suggest that increasing the number of treated patients
with HCV in earlier disease stages is cost effective in the
long term from a societal perspective when accounting for
additional QALYs gained from earlier treatment. Although
progression in childhood is generally slower, the increasing
incidence of HCV among adolescents and young adults in
recent years needs to be appropriately addressed.
In both treatment strategies, our base case model assumes

that treatment uptake would be 100%, that is, all patients
with chronic HCV and compensated cirrhosis would be
eligible and receive treatment in a given year. This scenario
is likely to be more reflective of treatment in the adolescent
population, where patients are more likely to be considered
a “captive audience” owing to parental insurance access,
for example. However, full treatment uptake is unlikely in
adult populations, particularly in settings with limited re-
sources or higher proportions of historically underserved pa-
tients. In our scenario analysis, a conservative estimate of
10% treatment uptake per year among eligible adult patients
resulted in an ICER estimate of $43 000 per QALY gained.
This estimate is greater than our original analysis but still un-
der our WTP threshold of $50 000 per QALY gained,
assuming that uptake among adolescent patients remains at
100%. As the incidence of new HCV increases among young
adults and the prevalence of disease matches that of the baby
boomers, efforts to increase treatment uptake will be critical
to curb the epidemic as well as retain treatment benefits from
a societal perspective.29

In our sensitivity analyses, ICER estimates from our model
were sensitive to variations in reinfection rates in adults. In-
puts for upper and lower bound estimates for reinfection re-
sulted in ICERs ranging from $23 000 to $48 000 per QALY
gained, respectively. These results are reasonable observa-
tions, given that a lower estimated reinfection in adults
would likely decrease the likelihood of HCV progression at
a population level while increasing the cost per additional
QALY in earlier treatment. In contrast, these results also sug-
gest that earlier treatment for HCV may be also be a cost-
effective strategy at decreasing reinfection rates owing to ris-
ing incidence of injection drug observed in recent years.8

Treatment costs for HCV have been debated given the very
high initial price point after the approval of curative second-
generation DAAs. Our base case model assumes treatment
costs associated with SOF/LDV and SOF/RBV therapies
Nguyen, Barritt IV, and Jhaveri



Figure 2. Deterministic sensitivity and scenario analyses of ICER estimates of early vs deferred treatment for chronic HCV in
adolescence. Deterministic sensitivity analyses varied variables using estimated lower and upper bounds for model inputs.
Hypothetical treatment with pangenotypic DAAs evaluated using a 95% average SVR under treatment with GLE/PIB or SOF/VEL
therapies. Data presented depicts ICER values under each variable variation. Cost effectiveness evaluated using a $50000 per
QALY gained willingness to pay threshold. Data are presented relative to deviations from base case ICER value ($26 800 per
QALY gained). DCC, decompensated cirrhosis.
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based on current guidelines that are aligned with current
FDA approvals. In the short term, we expect that total treat-
ment costs for HCV will vary across institutions depending
on differential payer reimbursement. The treatment land-
scape for HCV is also very likely to change in the near future.
Based on recently obtained WAC estimates, our scenario
analysis found that early treatment with SOF/VEL or GLE/
PIB was even more cost effective. Although pangenotypic
DAAs are not yet approved for treating pediatric patients,
the lower prices should provide additional opportunities to
address the HCV epidemic by increasing access for young
adult patients.

The field has also long debated the timing of treating HCV-
infected children. We chose 12 years old as a threshold
because as this is the youngest age included within the cur-
rent FDA approval in 2018. DAA regimens are being studied
for use in children as young as 3 years of age, and it is likely
that FDA approval will be gained for children of this age.
There are tangible benefits to treating before the risk-taking
behavior of adolescence begins, when transmission is most
likely to occur. Although the DAA dosing strategy for
younger children will require lower doses, it is unclear
whether this will lead to a lower price for pediatric formula-
tion. We suspect that this will not be the case, given the short
duration of administration and high likelihood of cure.

Our study has several limitations that warrant careful
consideration. We used a Markov model to quantify patients
transitioning between HCV health states per year. As with all
economic models, uncertainty is inevitable, and we account
for uncertainty with our sensitivity and scenario analyses.
Cost Effectiveness of Early Treatment with Direct-Acting Antiviral
Infection
This model was adapted from other previously published
models, which reflects a simplification of disease progression
and treatment decisions that may not be precisely observed in
real-world settings. Although estimates for transition proba-
bilities in HCV progression were generally limited in
describing progression in children, we found in our sensi-
tivity analyses that the model was least sensitive to estimates
for HCC progression in describing cost effectiveness. Future
studies depicting more age-specific transition probabilities of
chronic HCV progression to more severe disease states will
help improve generalizability and utility of similar cost-
effectiveness models.
Although we modeled treatment for patients aged 12 years

in this study, it is likely that DAA therapy will be approved for
even younger populations in the future. Treatment uptake in
our model was optimistic at 100%. As this is currently un-
likely to be the case, additional resources will be needed to
provide the clinical infrastructure and training necessary to
scale up pediatric providers’ ability to treat HCV in the pedi-
atric population. We also used WAC estimates for treatment
costs, which appropriately aligns with the societal perspective
of our analysis, but is unlikely to reflect the variable cost of
treatment to individual patients depending on which payers
are involved. In addition, we allowed retreatment among
those reinfected with HCV after attaining an SVR in our
model. This assumption is unlikely to hold in resource-
capped settings. We show in our analysis that cost effective-
ness is retained in a best case scenario where SVR is
maximized on a population level. Thus, the rationale for
treatment in adolescents relies on the long-term benefits
Therapy in Adolescent Patients with Hepatitis C Virus 95
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against occurrence of disease progression over time, which is
reflected in our estimations.

Early treatment initiation in adolescent patients with
chronic HCV infection with currently available DAAs seems
to be cost effective compared with deferred treatment. Future
efforts to control the HCV epidemic include strategies that
include adolescent populations as a part of routine treatment.
In addition, increased substance abuse linked to increased
HCV infections present opportunities and challenges for
identifying new populations with associated risk factors.
Eradicating HCV will subsequently require more effective
case identification for proper care linkage and treatment
that includes the pediatric and young adult population. n
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