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Background

 To achieve the World Health Organization (WHO) goal for the elimination
of Chronic Hepatitis C Virus (HCV), efficient strategies are necessary.

 HCYV infection can be cured by direct acting antivirals (DAAs) regimens,
but many individuals remain undiagnosed’~.

Methods

* A systematic review of articles was performed in eleven databases
(Web Of Science, MEDLINE, EMBASE, ProQuest, Premier-EBSCOQO,
Springer Link, Google Scholar, Science Direct, Cochrane, Scopus and
Open Access), plus manual search of abstracts of 2018 EASL

Conference.

* The key words used for the systematic search were "HCV OR Hepatitis
C” AND “screening” AND “Cost Analysis”

Results

* From 843 references
comparing HCV general population screening to other screening

identified, nine met

strategies (Figure 1).

e Studies were from USA (3), Spain (2), Canada (1), France (1),

India (1) and Korea (1).

 AIl analysis used Markov models and adopted a healthcare

Inclusion criteria

Objective

Review the evidence on economic evaluations to identify HCV
screening plus oral DAAs therapies looking at studies focus on
general population.

* Inclusion criteria were economic evaluations published in English language
during 2015-2018 that included incremental cost-effectiveness ratio (ICER)
in terms of cost per life year gained or quality-adjusted life year (QALY).

« CHEERS checklist was used for selected articles quality assessment4.

payer's perspective (including direct medical costs), except for
one that used societal perspective (direct and indirect medical
costs). Discount rate varies from none to 5%, and time horizon
from 5 years to lifetime.

General population ages showed variability between studies.
General population HCV screening plus DAAs was associated
with an increase In total costs in a short-time period, but showed
to be cost-effective in a lifetime horizon, increasing QALY and
reducing future related-disease costs.

The ICERSs ranged from cost-saving to around C$50,000 showing
to be below of accepted willingness-to-pay (WTP) thresholds in
each setting (Table 1).

In addition, five studies reported the effects of HCV screening
plus DAAs on the decrease of liver-related complications
(decompensated cirrhosis, hepatocellular carcinoma and liver-
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Studies included
(n=9)

Studies excluded (n=49):

- No general population screening (n=7)
Epidemiological /clinical studies (n=22)
No DAAs regimens (n=4)
Partial EE (n=4)
Testing EE (n=8)
Other therapies EE (n=1)
EE reviews (n=3)

related deaths).

DAAs, direct acting antivirals; EE, economic evaluations

Table 1. Summary of Cost-Effectiveness Results

Figure 1. Flow diagram of included studies

Study Population Model Perspective Horizon & Discount = ICER (per patient) WTP
Deuffi(cI;rBaunrcl:oea)rsw, 2016 GP (18-80 yr) vs current-screening acrlch’jA"l\/lDaeriﬁi/or:\gdeeﬁ Third-Party Payer Litetime, 4% €27,600 — 46,300 n/a
Linth(ifJuSr2562016 GP (born before 1992) vs current-screening CUA, Markov model Societal 20 years, 3% -$6,747 n/a
Cha(illlnodr;;)27017 GP vs non-screening CUA, Markov model Heathcare Provider Lifetime, 3% 51,471 -2,942 $1,580
Rat(tSyS/,AZ)g)ﬂ GP vs current-screening CUA, Decision tree Societal Lifetime, 3% $10,351 $100,000
V\(/g:féjg)? GP (15-79 yr) vs non-screening CUA, Stzra];czc’;ree;nsition Third-Party Payer Lifetime, 5% CS$31,468 — 50,490 C$50,000 — 120,000
T e SRS mwerowe | wamess | ssme-oso | soms
B(lSJg;\ii(;lllg GP (20-;59P\fr2)0\;z ?h»;r)h\i/;hl_(lezt ?)rrlgvalence ggdA ’I\/IDaerCI:)i\(/) rr;gdesl National Health System Litetime, 3% £226-8,914 £22,000 = 30,000
Cua(i?;(r:,) 122018 GP (20-74 yr) vs standard CEA El\rjli;jrekrg\i/orl:ciceall and Third-Party Payer Lifetime, n/a -€336 — 3,904 n/a
Kir(T(grA;’aigls GP vs non-screening CUA, Markov model Healthcare System Lifetime, 5% $7,218 - 7,787 527,205

CUA, Cost-utility analysis; CEA, Cost-effectiviness analysis; n/a, not available at the paper/poster; GP, General Population; BC, Birth Cohort Population; HR, High Risk Population; ICER, incremental cost-effectiveness ratio; WTP, willingness to pay; yr, years

Conclusion

An universal HCV screening plus C

objectives for HCV elimination by 2030.

AAs therapies has shown to be cost-effective and it should be the recommended strategy to achieve the WHO
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