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CAN SCALING UP COVERAGE OF
OST & NSP ACHIEVE FURTHER
SUBSTANTIAL REDUCTIONS IN
HCV AMONG PWID
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Modeling transitions between OST and
NSP & transmission of HCV

ing
Y
Recruitedon  Recr

to0STa to
Rate of !nfemo',q leading Rate of infection leading to
to chronic infection A(1-p)
Leavi . spontaneous clearance Ap
eaving Leavin, g
NSP & 0sTy
Recruited on Recruited on
toNSP B toOSTa Rate of
OnOST Chronic cessation
and NSP o, infected with ) =%
HCVY

Not on OST
or NS Rate of entry Rate of
. H(X+Y) Susceptible cessation p
eav Leaving — —
0sT NSP & to HCV X
uited on
NSP B

¢

E% University of Vickerman et al Addiction 2012

BRI 5 T'OL doi:10.1111/j.1360-0443.2012.03932.x



Impact of changing coverage of OST and
NSP from 50%: 0% 60% 70% 80%
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MODELLING HCV
TREATMENT AS
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Need Dynamic Model to Assess
Intervention Impact on HCV Prevalence
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Martin NK, Vickerman P, Foster GR, Hutchinson SJ,
Goldberg DJ, and Hickman M. J Hep 2011; 54:1137-44
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MODELLING HCV TREATMENT AS PREVENTION

HCV RELATIVE PREVALENCE REDUCTIONS AT 10 YEARS WITH PEGIFN+RBV
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COMBINATION PREVENTION SCALE-UP (OST/NSP/DAAS):
10 YEAR RELATIVE PREVALENCE REDUCTIONS WITH NO BASELINE
COVERAGE OF OST/NSP AND USING DAAs

40% chronic prevalence

» Dark red: modest (<20%)
impact, high HCV

60+ Orange: ~50% impact
\y\%&; . White: >80% impact

\n:

3

Annual treatments per 1000 PWID
=1

20 o ° >40% reduction requires

10 o HCV treatment

0 m - - e T OST&NSP increases
Coverage of OST and HC_NSP (%) benefit of HCV treatment

Vickerman P. C. Clinical Infectious Diseases 2013
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NECESSARY DAA TREATMENT RATES TO HALVE CHRONIC
PREVALENCE IN 10 YRS WITH HARM REDUCTION
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TREATMENT PRIORITISATION -
WHO SHOULD GET NEW DAA
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EASL Recommendations
on Treatment of Hepatitis C
2014

Recommendations

. All restmenl-nuive snd sxpenenced satents with
compansated disasse due 1o HCY should be considered
for thesopy (Recommendation A1)

. Treatment shouk! Ds pronted for palients wih
sigradcant Sbrows (ME TAVIR soore FJ ta F4)
(Recommendation A1)

. Troatment s justifiod i poatsents with moderatle Styoss
(METAVIR scote F2) (Recommendation A2)

. I patiants with no or mild dsease (METAVIR score
FO-F1), Ihe lodication or and iming of thesapy can be
indrcdunhzad {(Recommendation B1)

+  Patients with decompansated crmosts who ara on the
tansplord int should be considered for IFN dron deally
nhoirn-fres therapy (Recommandation A1)

E% University of

B BRISTOL

"~ TREATMENT OF HEPATITIS C

2015

+  Treatment should be pricrilized regardless of the
fibrosis stage for individuals 2t nsk of transmifing
HCV, including aciive njection drug users, men who
have sex with men with high-risk sexual prachces,
women of chilibeaning age who wish fo get pregnant.
(B1)

Grade B1

Evidence Quality: Moderate “Further
research is likely to have an important
impact on our confidence in the
estimate of effect”

Recommendation: Strong

Projected incidence of ESLD or HCC under
current treatment rates or targeted scale up

Incident ESLDVHCC
1000
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T T

2020 2025 2030
Year

Curren! buastmant
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population. 2. DAA for cirrhosis + 5,000 persons with moderate stage’ peiyear

1. DAAto 3,500 persons with cirrhosis per year, up to 70% of the untreaiéel
E“‘ University of

B}{l\]( )l from 2016. 3. DAAs all stages + 5,000 persons with mild stage per yearifem

2016.

Harris et al. JVH 2016



HCV TREATMENT PRIORITIZATION: 1s
TREATING PWID WITH MILD DISEASE COST-EFFECTIVE?

¢ Perspective: UK Health Care Provider

e Settings: PWID chronic HCV prevalence at 20, 40, 60%

e DAA treatment: 12 weeks at £3300/wk; SVR 95%

* Discount health utilities (QALYs) and costs (GBP£) 3.5%/year
e Time horizon: 50 years

e Rank prioritization group by net monetary benefit

e NMB= mean incremental QALYs * WTP— mean inc. costs

e £20,000 willingness to pay threshold (WTP)

Negative NMB means better to delay treatment
H% University of

(treatment at that stage not cost-effective)
Martin et al. J Hepatology 2016
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IN 20%/40% CHRONIC PREVALENCE SETTING,
CONSIDER PRIORITIZING BY RISK STATUS

70000 9 & PWID, moderate

60000 - u PWID, mild

50000 - ® Ex-non PWID moderate
40000 ® Ex-non PWID mild

Net monetary benefit per
early treatment (£)

20% chronic prev
among PWID

*£20,000 willingness to pay. . £1=USD$1.60=AUD$2.1 §&
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IN 20%/40% CHRONIC PREVALENCE SETTING,
CONSIDER PRIORITIZING BY RISK STATUS
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among PWID

*£20,000 willingness to pay. . £1=USD$1.60=AUD$2.1
Martin NK et al. J Hepatology 2016

IN 60% CHRONIC PREVALENCE SETTING, PRIORITIZE

BY LIVER DISEASE STAGE
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*£20,000 willingness to pay. . £1=USD$1.60=AUD$2.1
Martin NK et al. J Hepatology 2016
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IN 20%/40% CHRONIC PREVALENCE SETTING,
CONSIDER PRIORITIZING BY RISK STATUS

early treatment (£)

Net monetary benefit per

40% chronic prev 60% chronic prev
among PWID among PWID
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ARE CURRENT HCV
TREATMENT RATES
SUFFICIENT TO ACHIEVE A
MEASURABLE CHANGE IN
HCV TRANSMISSION?
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Implications — mixture of evidence

« Empirical evidence that OST/NSP reduces HCV
transmission

* NSP & OST highly cost-effective

* Models suggest that: OST/NSP avert HCV
transmission & increase impact of HCV treatment as
prevention

« Empirical evidence that new HCV DAA treatments
achieve high SVR & that people with SVR reduce risk of
ESLD/ liver cancer

» Treatment priority is to reduce/reverse trends in liver
disease
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Implications — mixture of evidence
Dynamic and Economic Models show that:

* HCV treatment scale-up critical for HCV prevention in PWID
* Increasing HCV case-finding in PWID cost-effective

* Early treatment of PWID cost-effective

No observed evidence (yet) of HCV TasP

* Models suggest current treatment rates with switch to DAA
may lead to observable change in HCV transmission

* Uncertainty in measuring PWID prevalence & HCV
incidence and prevalence in community surveys

Promote HCV TasP experiments to generate empirical
evidence
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