
INTRODUCTION
HCV infection is highly prevalent among people who inject drugs (PWID) and many injectors who were infected 
in years past are now becoming ill and require medical care and treatment. There are now more deaths in the US 
each year from HCV than HIV infection.1 In addition, outbreaks of HCV infection are emerging in young PWID, fueled 
by epidemic levels of prescription opioid misuse that have evolved into widespread injection drug use.2 The CDC 
reported a 75% increase in new HCV infections nationally 2010-2012.3 These recent developments, the discovery of 
safer and more effective treatments for HCV, and the fact that fewer than 5% of PWID receive HCV care or treatment, 
compel the development of policy actions to address this urgent and expanding public health problem. Lessons 
learned about how to control HIV infection in PWID, combined with new knowledge about HCV prevention and 
treatment, form the basis of the HCV recommendations contained in this CDUHR Research for Implementation Brief.

RECOMMENDATIONS
Syringe access programs and medication-assisted substance use 
treatment must be employed to prevent HCV in PWID

Both syringe access and opiate agonist substitution treatment have been shown to reduce 
HIV incidence.4 However, HCV is more easily transmitted than HIV and there are five to ten 
times as many infectious carriers of HCV among PWID.5 For these reasons, syringe access 
and opioid substitution treatment are effective HCV prevention measures especially when 
provided in combination and at high levels of coverage. Under these conditions, they may 
reduce new HCV infections by 75-80%.6 Scale-up of these interventions to prevent infections 
will also reduce more costly downstream medical care and treatment services.

Interventions to engage and retain HCV infected persons in the Care 
Continuum must be developed and supported in order for new, highly 
effective treatments for HCV infection to reduce morbidity and mortality 

New HCV treatment regimens can be completed in 8-24 weeks and have been shown 
to be effective even in patients with advanced disease and those who failed earlier 
treatments.7 New treatments have also been shown to be cost-effective, saving public 
healthexpenditures that would otherwise be needed to care for those who develop cirrhosis 
or liver cancer and other HCV-related conditions.8 Accruing these health benefits and 
savings will require expanded efforts to diagnose HCV in PWID, and to link those who are 
infected to care and treatment services.9 Lessons learned from the HIV Care Continuum for 
PWID provide useful insights into accomplishing this, including:

a.  Supportive services shown to increase retention among PWID in HIV care (e.g., patient
readiness, case management, and patient navigation) will be needed to ensure that
PWID are appropriately screened, diagnosed and linked and retained in HCV care.

b.  The integration of HCV Care Continuum services in settings where PWID currently
receive health care and other services will expand access. These include harm reduction
programs, substance use treatment programs, correctional facilities, emergency
departments, community settings, and primary care and specialty clinics.

c.  The number of trained health care providers who can manage and treat HCV infection
in PWID will need to be expanded.

d.  HCV may be cured in 12-24 weeks. Focusing public health resources on curing a
substantial number of HCV-infected patients in the short-term will reap substantial
public health benefits in the long-term.

e.  Payer systems and insurance coverage will also need to respond to the scope and
urgency of the problem.
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Combine HCV prevention and treatment at sufficient levels of coverage 
in the near-term in order to eradicate HCV infection in the US 

Current recommendations for HIV control center on combining highly effective prevention 
and treatment interventions to achieve synergistic results. For HIV, these include syringe 
access, opioid substitution treatment, engagement in HIV care and support for adherence to 
treatment. Access to these combined interventions has been shown to nearly eliminate HIV 
incidence in PWID. Similar combinations of prevention and treatment interventions for HCV 
may eventually eliminate all infectious carriers who serve as a source of new infections.10 
Investment of sufficient resources toward eradication will also reduce HCV morbidity and 
mortality and downstream medical care costs.
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Sites for further information on HCV: 

CDUHR cduhr.org 

CDC cdc.gov/hepatitis/c/

WHO who.int/mediacentre/factsheets/fs164/en/ 

DOH health.ny.gov/diseases/communicable/hepatitis/hepatitis_c/

CONCLUSION

The new generation of safer and effective treatments provides hope that implementation of both HCV prevention 
and treatment modalities will result in the eradication of HCV infection in PWID. Taking advantage of all that has 
been learned from decades of experience providing harm reduction and HIV care and treatment to PWID will help 
to achieve the goal of eliminating HCV in the US.

For further information on this brief contact CDUHR@nyu.edu. 
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