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SUMMARY. With the arrival of simple, efficient and safe

interferon-free treatment regimens, hepatitis C virus (HCV)

therapy will have the potential to be successfully used for

the majority of infected patients and prevent the associated

morbidity and mortality. With the current treatment

uptake rates, only a very small proportion of HCV-infected

patients are reached. Paradoxically, treatment rates are

lowest in the most affected at-risk group – people who

inject drugs (PWID) – which is the major driving force

behind the spread of HCV infection. To conquer the

increasing problem of HCV-related liver disease, many

existing but modifiable obstacles, which prevent detection,

assessment and treatment uptake, have to be overcome in

this population. This review article summarizes the exist-

ing literature on the most relevant barriers preventing

HCV care and describes measures to overcome these

obstacles.

Keywords: barriers, drug user, hepatitis C virus, injecting
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INTRODUCTION

During the next decade, tolerability and efficacy of hepatitis

C virus (HCV) therapy will improve remarkably [1,2]. With

the expected interferon-free regimens, high treatment suc-

cess rates for all genotypes will become available. Many bar-

riers to treatment imposed by the side effects of interferon

will disappear. However, one major barrier will remain, irre-

spective of increased efficacy and tolerability of future HCV

treatment regimens: limited access to tests and therapy.

In the western world, the main driving force behind

HCV infections is injecting drug use (IDU). Worldwide,

about 10 million people who inject drugs (PWID) are HCV

antibody positive. The mid-point HCV antibody prevalence

in t\his at-risk group is 67.5% [3].

People who inject drugs are affected by several comor-

bidities, such as alcohol dependence, HIV infections and

mental diseases with concomitant chronic psychopharma-

cological medication. All of them compromise liver

function and increase liver-related morbidity and mortality

[4–6]. HCV, however, can be cured. The burden of

advanced HCV-related liver disease among PWID is

growing [5,6], when it could in fact be reduced with

higher treatment uptake rates [7,8]. Furthermore, mathe-

matical models predict reduced transmission rates resulting

from increased therapy rates [9–11]. Despite this, treat-

ment uptake rates remain low in general [12] and in the

drug-using population in particular [13–17]. With the cur-

rent treatment uptake rates in the United States, antiviral

treatments between 2002 and 2030 will prevent only 14%

of liver-related deaths caused by HCV [18]. Hence, PWID

as the major at-risk group and a virus reservoir are not

yet reached well enough with HCV care. Besides develop-

ing highly efficient and well-tolerated HCV compounds, the

main effort in global HCV care should focus on overcoming

barriers to HCV testing, assessment and therapy. As PWID

will be responsible for the main future burden of HCV-

induced disease, improved access to this population should

be the main goal.

To access patients, such as PWID, who are difficult to

reach means breaking down barriers at healthcare system

level, provider level, but also, indirectly, at individual

patient level. Even if a person who uses drugs is ready for

therapy, the provider (e.g. general practitioner (GP) or spe-

cialist) and/or the healthcare system are often not [19].

This review article gives an overview on modifiable factors

preventing HCV care and describes different approaches

and patient management settings to overcome these obsta-

cles in the underserved population of PWID.

TESTING: THE FIRST STEP TO THERAPY

Improving access to therapy means first and foremost

improving access to testing. Literature on HCV testing
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rates in PWID is scarce. Existing literature shows poor

testing rates [20–24]. Half of the infected Americans are

unaware of their infection [18,20]. In the canton of

Zurich, 50% of all patients in opioid substitution therapies

(OST) are inadequately tested for hepatitis C [23]. In their

qualitative study, Swan et al. [25] assessed individual

patient barriers to access HCV care. Most often mentioned

obstacles were perceptions of HCV as a harmless disease,

the fact that patients are not (yet) feeling unwell and a

fear of intrusive tests. Due to the lack of symptoms, HCV

patients without any other medical problems may not seek

medical attention. According to a US investigation from

2009, patients lacking basic medical care (e.g. a GP) were

19 times more likely to be unaware of their diagnosis

[18].

Two studies carried out in the United States showed a

lack of knowledge about risk factors and testing for hepati-

tis C among primary care physicians [26,27]. Rein et al.

[28] presume that difficulties in implementing risk-based

screenings are due to the limited time these primary care

physicians have with patients and a reluctance to discuss

behavioural risks. Another major barrier is the lack of

specific medical care in substance abuse treatment

programmes [29]. Furthermore, not having health insur-

ance is associated with being unaware of one’s HCV status

[18], and poorer geographical access to care is also associ-

ated with lower HCV detection rates [30,31].

BARRIERS TO HCV ASSESSMENT

Once tested for hepatitis C, only about 50% of patients are

further assessed for treatment indication [19,32], even less

(about 20%) in PWID [13,33]. Once having tested positive

for hepatitis C antibodies, only 77% of GPs performed a

viral load determination [34].

Assessment barriers at patient level

At patient level, barriers for assessment were the fear of a

liver biopsy and treatment side effects as well as of the

stigma associated with HCV [25,35]. Becoming symptom-

atic, learning that a HCV infection can cause serious liver

disease and the desire to rid oneself of a virus associated

with drug use were identified as assessment facilitators

[25].

Assessment barriers at provider level

One of the main reasons for GPs in Switzerland to with-

hold referral for therapy is normal liver enzymes [34],

despite long-established evidence that such patients can

still develop progressive liver disease [36,37].

Having seen a general practitioner specifically about

HCV is associated with a higher chance of a specialist

assessment [19,33,38].

Assessment barriers at system level

An Australian study showed that the younger the people,

the higher the level of formal education on HCV assess-

ments [39]. Being in OST and having low social support

were associated with no specialist HCV assessment [19,40].

OBSTACLES TO TREATMENT UPTAKE

Although HCV therapy is proven to be safe and efficient

for PWID [41,42], treatment uptake is generally low in

this population and lower than in other at-risk groups

[13–15,17,33]. In PWID cohorts, treatment uptake levels

vary between 1% and 6% [13,15,33]. Volk et al. [18] inden-

tified lack of diagnosis as the primary barrier to treatment.

Treatment barriers at patient level

Willingness to start treatment for HCV among PWID lies

between 53% and 86% [16,43–45]. Yet, several modifiable

barriers at individual patient level remain, such as lack of

knowledge, low priority, lack of financial resources and

fear of side effects. Most of them correspond with those

mentioned as barriers to testing and assessment

[25,35,45]. In their recent qualitative study carried out on

patients receiving opioid agonist therapy who were offered

HCV therapy, Zickmund et al. [46] described antiviral ther-

apies, poor relations with health providers and the lack of

access to health care as the remaining critical barriers

despite intense educational efforts. Patients’ negative per-

ceptions of HCV therapy are mainly influenced by their

peer networks [25]. Depression amplifies perceived barriers

at patient level [35], an important finding for a patient

group with high prevalence of mood disorders [47–49].

The knowledge of the potential consequences of HCV,

knowing somebody who has died from HCV and being told

by a doctor to start treatment are all factors that facilitate

treatment uptake [19].

Treatment barriers at provider level

Many physicians are reluctant to treat PWID driven by

concerns of adherence, medical comorbidities and the risk

of re-infection [34,50–52]. Only 20% of HCV specialists

would consider therapy for PWID [53]. Not more than 9%

of addiction specialists in an US study provided HCV treat-

ment and only 30% were motivated to do so with the

appropriate training and resources [51]. The doctor–

patient relationship plays a decisive role for patients

whether or not they discuss HCV treatment with their GP

[25,39].

Receiving opioid substitution therapy and recent IDU

were associated with not getting treated in a cross-

sectional study carried out in New South Wales, Australia

[19]. Furthermore, PWID face an increased risk of being
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stigmatized by healthcare professionals without specific

training in addiction medicine [54,55].

Treatment barriers at system level

People who inject drugs are often not able to adhere to the

highly structured secondary or tertiary care settings, where

HCV assessment and treatment is usually provided. The

setting of HCV clinics is normally not adapted to the spe-

cial, mainly psychosocial needs of the polymorbid popula-

tion of PWID [56]. PWID face an increased risk of getting

lost when transferred from primary to secondary or ter-

tiary care [56]. Limited infrastructure for HCV therapies

and long waiting lists for treatment have been indentified

as further system level barriers [52].

In some countries, health insurance can be a relevant

system barrier to HCV treatment for underprivileged

patients. In the United States, only one-third of patients

with hepatitis C treatment indication had private medical

insurance [57]. In this study, HCV infection was indepen-

dently linked with being uninsured. Limited access to medi-

cal care and a lack of health insurance are associated with

low treatment uptake rates according to the study of Volk

et al. [18]. In many regions, HCV treatment is not avail-

able at all due to the high cost of the medication.

GENERALLY IMPROVING ACCESS TO CARE

The impact of new hepatitis C compounds will remain neg-

ligible as long as access to therapy cannot be expanded

worldwide [18,58]. Scaling up access to therapy means

improving detection rates, assessment of those tested posi-

tive and referral to therapy. From a global point of view,

one of the most important measures is to provide HCV

medication and testing kits at affordable prices to countries

with low-income levels in analogy with the HIV field. At

patient level, identification, assessment and treatment

should be offered for free for underprivileged populations.

The following measures have been studied to access

underserved populations like PWID.

IMPROVING ACCESS TO TESTING

Measures at provider level

General practitioners and addiction specialists play a key

role in screening PWID and referring them for assessment

[19]. GPs often have low caseloads of HCV patients with

an average of four patients per practice [34]. Addiction

specialists often miss the opportunity to test their patients

for hepatitis C and educate them accordingly as they focus

their attention on drug-related and mental health issues.

Specific training and education about HCV testing and

diagnostic criteria should focus on these healthcare

professionals [19].

Measures at system level

Hepatitis C virus screening rates could be significantly

enhanced with birth cohort testing and a risk-based strat-

egy [59]. Rein et al. [60] promote primary care-based birth

cohort screenings for those born between 1945 and 1965

as a cost-effective solution. Better access to testing and

screening for PWID could be achieved with specific, nurse-

led HCV education and counselling for people at risk [25].

According to Volk et al. [18], scaling up diagnosis rates

requires education of the public and physicians alike, as

well as attention to the worsening problem of the unin-

sured. Patients without health insurance and low literacy

may be more likely to seek care in emergency rooms than

in clinics or GP practices – a finding with implications for

programmes aimed at improving diagnosis among PWID

[57].

IMPROVING ACCESS TO ASSESSMENT AND
THERAPY

Measures at patient level

Many studies show how important knowledge of and readi-

ness for HCV assessment and treatment is for HCV

patients. Training for PWID should focus on the potential

health implications of HCV [25]. But the education of

patients is only one of several actions to be taken and has

its limits [46]. Dealing with pronounced ambivalence – a

common phenomenon in addicts – by using motivational

interventions (cognitive behavioural therapy, motivational

interviewing) can have positive effects on patients’ readi-

ness in the long run [61].

As peers who have completed a HCV therapy have the

potential to facilitate treatment willingness, peer involve-

ment could be an important measure to enhance positive

attitudes towards HCV assessment and therapy among

PWID. Patients attending peer support groups showed high

rates of HCV care engagement, assessment and treatment

uptake [62,63]. Peer involvement can also improve the

patients’ knowledge [62].

Hepatitis C patients should systematically be screened for

depression, as it influences perceived barriers at individual

patient level and inhibits pro-active help-seeking behaviour.

Feelings of guilt, shame and social stigma are amplified by

depression [35]. Untreated HCV patients of a younger age

with a history of IDU, a population often not regularly

attending healthcare services, should also be within the

scope of a continuous education regarding treatment possi-

bilities and the risks of untreated hepatitis C [64].

Measures at provider level

Hepatitis C virus providers’ treatment considerations for

PWID are often driven by criteria that are lacking in
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evidence. Treating PWID has been proven safe with sus-

tained virological response rates comparable to non-drug

users [41,65], adherence rates among PWID are similar to

non-drug users [66,67], most of the comorbidities of PWID

are no contraindication per se for HCV treatment [68], and

re-infection has never been proven to be a relevant risk

among PWID [69]. Evidence-based guidelines could help

overcome the myths and misconceptions about HCV

assessment and treatment among PWID.

The training of hepatitis specialists, which focuses on

insights into addiction medicine, could address morally

based misconceptions and stigmatization towards PWID.

Provider education should focus on HCV in undergraduate

and postgraduate medical education already [2].

Two studies indicate a high acceptance among PWID of

transient elastography to assess liver fibrosis [70,71]. Offer-

ing this technology may facilitate assessment and help

clear the hurdle of fear of a liver biopsy [25].

Implementing state-of-the-art telehealth technology to

provide training and specialist support to general practitio-

ners in rural areas for the management of so far under-

served HCV patients has shown to be effective [72].

Patients have been treated by GPs who receive telehealth

support with similar rates of treatment success as patients

treated at tertiary care level. The authors of this telehealth

study discuss several factors that potentially contribute to

the success of this model: local community providers are

more patient-centred, which improves the provider–patient

relationship as well as patient education. Furthermore,

they are able to offer more personal contact with the

patient, hence enhancing adherence and side effect man-

agement [72].

Measures at system level

To extend HCV treatment to marginalized groups of PWID,

implementation of integrated community-based treatment

settings is needed. Reimer describes major principles for

successful primary care community-based models such as

rapid access to services, high ratio of community-based to

office-based appointments, assertive engagement and

shared care approach [56]. Because addiction treatment

programmes offer an important point of contact, not only

testing but the full range of hepatitis care, including coun-

selling, testing, treatment and follow ups, could ideally be

offered within this setting [29].

Integrated primary care community-based treatment set-

tings have the potential to overcome several barriers to

HCV treatment for PWID, allowing successful HCV therapy

in patients who would not be eligible for therapy in sec-

ondary or tertiary care-based settings [73,74]. Patients

commonly excluded from therapy, such as the homeless or

people with ongoing alcohol and/or injecting drug use, can

be successfully treated within an integrated community-

based setting [73]. Such settings simultaneously address

drug dependence, social support, mental health care and

infectious disease assessment and therapy under one roof

[17,63,75–77]. Offering everything under one roof over-

comes one of the major barriers to hepatitis C care for

PWID: patients not attending appointments when referred

to a specialist.

Integrating professional counselling and case manage-

ment by a psychologist into hepatology units can increase

eligibility for HCV treatment of PWID who initially would

have been deferred from therapy due to mental health and

substance abuse-related comorbidities [78].

The involvement of a clinical specialist psychiatric nurse

in an integrated mental health and medical care setting

can raise the rate of HCV assessments [61]. The duty of

the specialist nurse in the setting as described by Knott

et al. was to administer specific psychotherapies including

cognitive behavioural and motivational therapies as well

as prescribing psychopharmacological medication in collab-

oration with a psychiatrist.

Integration of specially trained nurses in rural health

clinics in Canada providing counselling and interdisciplin-

ary assessments together with the local physicians and

addiction specialists enhanced the efficiency of HCV assess-

ments as well as treatment uptake [79].

A more widespread use of transient elastography would

require licensing of this relatively new technology and the

reimbursement by health insurances, two preconditions

not yet met in many countries.

People who inject drugs have high rates of imprison-

ment. There are several successful models of HCV therapy

for PWID in a prison setting [80–83]. HCV treatment in

prisons is another possibility to receive HCV care for

PWID.

CONCLUSION

There is not just one way to reach the goal of enhanced

HCV detection, assessment and treatment uptake for people

who use drugs. Many studies about possible measures to

improve HCV management among PWID have been pub-

lished and are described in this review. Accessing this HCV

population that is difficult to reach needs an approach tai-

lored to regional conditions and needs.

The approach of bringing HCV care to the patients

instead of sending patients to secondary or tertiary care

units is a very promising way of accessing PWID with the

potential to overcome many current barriers. Evidence-

based guidelines for HCV management for PWID are

desperately needed to address myths about assumed

contraindications and the supposed inefficiency of HCV

treatment in this population. HCV education needs to be

aimed at GPs and addiction medicine specialists and

patients. The education of HCV specialists should focus on

addiction and managing patients who are affected by

addiction and its comorbidities.
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To coordinate these efforts, they will have to be adapted

to the needs of each individual country and applied nation-

wide. National coordination of action is needed. This action

must start today in order to be ready in a few years when

simple, well-tolerated and highly efficient HCV therapy

regimens will become available.
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