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Abstract: Hepatitis C Virus (HCV) infection is a leading etiology of liver cirrhosis and its associated
complications, namely, decompensated cirrhosis. As such, hepatitis C potentially necessitates liver
transplantation and may result in death. Recently, HCV treatment has evolved. Current HCV
treatment is effective in curing HCV; some of the agents are pan-genotypic. Numerous countries have
adopted an initiative to eliminate HCV. Achieving elimination poses many challenges; it requires
improved availability and accessibility of pan-genotypic therapy. Barriers exist at the level of the
collective healthcare system and at the level of the individual healthcare providers and patients.
Therefore, organized national and local efforts are needed. Surmounting these barriers calls for
interventions concerning screening, linkage to care, and treatment delivery. Pertinent barriers include
inadequate availability of screening, ill-equipped laboratory testing before treatment, and insufficient
access to treatment. Interventions should seek to decentralize laboratory testing and treatment
provision, increase funding for resources and personnel, and spread awareness. Special consideration
should be allocated to at-risk populations, such as intravenous drug users, refugees, and prisoners.
Computerized medical filing and telemedicine have the potential to refine HCV management by
enhancing detection, availability, accessibility, and cost-effectiveness.
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1. Introduction

Hepatitis C virus (HCV) persists as a serious health problem in many regions of the
world. The prevalence of HCV has fallen dramatically since oral direct-acting antivirals
(DAA) were introduced. However, according to the World Health Organization (WHO),
the global prevalence of chronic HCV infection remains as high as 58 million, including
3.2 million cases in adolescents and children [1]. In addition, there are approximately
1.5 million new infections per year [1]. WHO estimated that in 2019, 290,000 people
died of hepatitis C. Mortality was mostly a result of complication of the chronic disease
with cirrhosis and hepatocellular carcinoma (HCC) [1]. Hepatitis C ranges in severity
from a mild, acute illness to a long-term, chronic condition that can lead to serious liver
complications, such as cirrhosis and liver cancer. Many people with hepatitis C do not
have noticeable symptoms, especially in the early stages. Therefore, it is difficult to detect
the infection without testing. During the last decade, diagnosis and treatment have been
simplified. The old process included a lot of laboratory testing during the treatment,
treatment with significant side effects, and a low rate of sustained virologic response
(SVR) [1–4].

Direct-acting antiviral medications cure the infection in most cases, and the treatment
with oral DAAs is highly effective with minimal adverse effects [2–4]. Chronic HCV
infection involves a long-term inflammatory process. The inflammation leads to fibrosis,
cirrhosis, and other complications. Treatment decreases the virus’s inflammatory process,
which, in turn, diminishes the severity of fibrosis and the rate of complications. Various
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studies demonstrate improving the fibrosis grade following treatment with DAA. Among
patients with a fibrosis grade of F3 (using transient elastography values between 9.6 and
14.6 kPa), fibrosis regressed in 58% of the patients, remained stable in 30% of the patients,
and progressed in 12.5% of patients treated with DAA [5]. Mild fibrosis regressed shortly
after treatment; however, regression was delayed in patients with advanced fibrosis at
baseline [6]. Fibrosis regression decreases complications, such as cirrhosis development,
HCC, and the need for transplantation. Several studies reported a reduction in the rate of
HCC following DAA treatment [5,7–10]. The goal of the present review is to highlight and
provide an update regarding opportunities and challenges in the elimination of hepatitis C.
The challenges should be managed by the countries, Health Maintenance Organizations
(HMO), and health policymakers. The barriers and interventions relate to three different
levels: the health system level, the provider level, and the patient level. In the present
review, the barriers were highlighted. These barriers and interventions are discussed based
on published experiences from different centers, countries, and HMOs. Issues related to
models for the healthcare of HCV, the cascade of care, and the cost-effectiveness of HCV
screening and treatment were mentioned as well.

2. World Health Organization (WHO) Initiative

The WHO has initiated several global efforts to address the public health burden of
hepatitis C. The WHO’s initiative to eliminate HCV was proposed in 2016. The strategy
sets targets for reducing new hepatitis infections, increasing access to testing and treatment,
and improving surveillance and monitoring. It focuses on promoting equity, engaging
communities, and integrating hepatitis services into existing health systems. The stated
objective includes reducing the incidence and mortality. The target is a 90% reduction in
chronic HCV incidence and a 65% reduction in HCV mortality by 2030 [11]. Many countries
adopted this goal, and established HCV elimination programs. However, the SARS-CoV-2
pandemic’s detrimental impact on the health system slowed or even suspended HCV
elimination programs. HCV testing and treatment fell, which increased morbidity and
mortality [12–15].

3. Access and Barriers

While there have been significant advances in the treatment of hepatitis C, many
people still do not have access to treatment. Lack of access is due to various barriers, such
as high costs, limited healthcare resources, and lack of awareness. Barriers exist at multiple
levels, from the provider and patient to the overarching system. The various barriers to
HCV elimination at different levels of healthcare provision are detailed in the following
sections and summarized in Figure 1.
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Figure 1. Barriers and Challenges for HCV elimination.

4. Actions Required

The rate of new infections, morbidity, and mortality of chronic HCV infections rep-
resent a significant burden for health systems. First, intervention is needed to prevent
hepatitis C. Effective prevention strategies can be implemented through harm reduction
measures, and safe injection practices reduce the transmission of hepatitis C among high-
risk populations, such as people who inject drugs (PWIDs). With the advent of highly
effective antiviral medications, interventions are needed to screen at-risk patients and treat
diagnosed cases of HCV. Intervention should emphasize the accessibility and availability
of screening, linkage to care, treatment, and follow-up. Interventions for HCV elimination
at the different levels of the healthcare system are summarized in Table 1 and discussed
in detail.
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Table 1. The interventions needed at the system, provider, and patient level.

System-Level Provider Level Patients Level

Sc
re

en
in

g

Screening high-risk patients
(PWID, prisoners, and others)

Proactive action: patient
invitation for screening

Stopping substance
abuse

Modeling high-risk patient screening
according to medical files

Being aware with cultural and
linguistic barriers Keeping appointments

Universal screening in
countries with high HCV
prevalence

Adherence to screening

Li
nk

ag
e

to
ca

re

Improving HCV antibody
and viral load testing
accessibility and availability

Preparing patients for treatment
(laboratory test
including antibody and HCV viral
load)

Compliance with
preparation before
treatment, and laboratory
testing

Availability of the
point-of-care/self-testing according
to the local needs

Case and resource
management at the local level Insurance coverage

Availability of testing for
non-invasive liver disease
severity assessment (FIB-4,
APRI, Fibrotest, FibroScan)

Using doctor-to-doctor virtual
consultation if available

Decentralization of the
patient’s investigation/
patient’s preparation for
treatment

Tr
ea

tm
en

t

Universal access to treatment Be convinced treatment is possible,
easy, and simple Paying medical expenses

Shortening wait time for
specialist consultation

Appropriate education for
HCV treatment initiation, in
regions where providers are
authorized to do so

Adherence to treatment

Using telemedicine throughout all
phases

Decentralization of treatment
approval and prescriptions

Adding prescribers
(internist, family doctors, or
pharmacists) according to the local
needs

Clear healthcare
policy/national program/protocols

Special consideration for
people who inject drugs,
refugees, and prisoners

O
th

er
el

em
en

ts

Education and training of the
providers

Increasing knowledge,
education
Staff familiarity with the
process of screening,
investigation and treatment

Continuing follow-up

Increasing awareness among
the population regarding the
importance of the screening
and treatment

Using telemedicine when
possible

Other manpower
Nurse navigator
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5. System-Level Barriers

Health systems need to overcome barriers in the preparation and the initiation of
HCV treatment. The system-level barriers are summarized in Figure 1. The health system
structure varies by country. In most countries, the health ministry regulates the health
system. Meanwhile, in other countries, the health ministry provides health services. Pro-
grams should be suited to the form of the healthcare organization which they are intended
to function within. The primary barrier is access to HCV screening to identify undiag-
nosed, infected people. HCV antibody testing should be available according to the regional
prevalence of high-risk people or the general population. The following at-risk popu-
lations should be invited for HCV antibody testing: intravenous drug users, pre-1992
blood transfusion recipients, pre-1992 organ transplant recipients, pre-1987 clotting factor
concentrate recipients, infants born to HCV viremic mothers, hemodialysis patients, HIV-
positive cases, men who have sex with men, and migrants from a country with high HCV
prevalence [16–18]. Special considerations are necessary for PWIDs and prisoners [2,16–18].

A high rate of hepatitis C in a country is defined as a ≥2% or ≥5% HCV antibody
seroprevalence in the general population [19]. In such a case, universal population screening
is necessary. New point-of-care oral anti-HCV testing [20–23] is a viable option for universal
screening in regions with high rates of HCV. The advantages of point-of-care oral anti-HCV
testing are simple administration, swift turnaround, and coherent results. Another barrier
is the lack of computerized medical files. Computerized health systems should be utilized
to locate people with risk factors. Health systems that do not computerize data should offer
opportunistic testing at visits to general practitioners.

Lack of health system funds for non-invasive fibrosis assessment modalities, such as
laboratory-based assessment, AST to Platelet Ration Index (APRI), FIB-4 score (calculation
of age, AST, ALT, and platelets), Fibrotest (calculation of α2-macroglobulin, haptoglobin,
apolipoprotein A1, and bilirubin) and gamma-glutamyl transpeptidase (GGT), or FibroScan
(liver elastography and liver stiffness measurement) tests to detect liver disease severity,
in addition to long wait times and large geographic distances to see HCV specialists, are
complex barriers to treatment initiation [24–26].

Overall, health systems should adopt strategies to increase testing with community-
based hepatitis testing services and provide access to treatment for all grades of fibrosis.
In some countries, including Russia, access to treatment is restricted to advanced fibrosis
stages [26]. Lack of a healthcare policy regarding HCV treatment, deficient funding, and
poor access to treatment are substantial barriers that must be conquered to reach the elimi-
nation of HCV. Another barrier is initiating HCV treatment through a decentralized process
in order to minimize bureaucracy and paperwork. A previous case study demonstrated
the effectiveness and feasibility of decentralized HCV testing and treatment for high-risk
patients in primary healthcare settings [27]. Authorization of prescribers is critical. In most
countries, a prescription for HCV treatment must be given by a specialist (hepatologist,
gastroenterologist or infection disease specialist). In contrast, there are countries in which
HCV treatment may be prescribed by a primary healthcare provider or pharmacist [27–29].

A health system intervention should address all three levels of HCV healthcare cascade:
screening, linkage to treatment, and treatment (Table 1). National programs should be
planned and executed according to the quantity and quality of national resources available.
It is the health system’s responsibility to outline policies and regulations that support
hepatitis C elimination efforts, specifically, increased funding for hepatitis C programs.

6. Provider-Level Barriers

The role of direct health service providers is of the utmost importance as the provider
is the first to meet the HCV patients. The practitioner plays a crucial role in starting and
following the entire process. The process starts with screening, continues to diagnosis
and treatment, and proceeds with follow-up. Family doctors may prescribe DAA to treat
HCV patients with a low fibrosis grade [2] and forego unnecessary consultations with
gastroenterologists or hepatologists, thus expediting the time from diagnosis to treatment.
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Nevertheless, there are several barriers at the level of family doctors. These barriers
are summarized in Figure 1. For instance, most family doctors are overbooked with
symptomatic patients and other assignments. Moreover, low adherence to treatment,
substance abuse, and lack of treatment for substance abusers impede the diagnosis and
treatment of HCV patients [30,31].

Perhaps some family doctors do not believe that the treatment of hepatitis is their
responsibility. During the period of interferon treatment, a significant minority of addiction
medicine physicians were providing HCV antiviral treatment [32]. Unfamiliarity with DAA
treatment for HCV patients may affect confidence in initiating treatment. Local clinics lack
support for HCV treatment, which requires staff for blood draws, case managers or links
to care coordinators, and an authoritative protocol for HCV testing [24]. Medical workers
and resources for contacting patients to begin HCV testing and treatment are needed. In
health systems with good quality family medicine, the family doctor and the local clinic’s
staff should be a part of the screening and treatment of HCV. In health systems where
other models are used for hepatitis C diagnosis and treatment, such as mobile clinics or
multidisciplinary centers, other facilities, or treatment in the outpatient’s clinic of hospitals,
the family doctor does not play a major role in the process.

7. Patient-Level Barriers

The principal barrier at the patient level is awareness. Specifically, a lack of awareness
about the importance of screening and the consequences of untreated chronic HCV infection
hinders treatment initiation. The barriers at the patient level are presented in Figure 1.
HCV awareness campaigns at local and national levels can address the issue of awareness.
Campaigns must be culturally and linguistically adapted to each country, particularly for
minorities with high rates of HCV infection. Psychosocial barriers persist as well, such as
failure to keep appointments and obtain testing, loss of follow-up, and substance abuse [33].
Widespread stigmas, mistrust of healthcare, lack of a symptomatic condition, fear of
diagnostic testing, and fear of adverse effects deter patients [24]. The stigma associated
with hepatitis C due to its association with drug injection or other high-risk behaviors
deters individuals from getting screened. Fear of discrimination, social isolation, or negative
judgment prevent people from using hepatitis C screening services. Furthermore, access to
screening and healthcare services are limited by geographic location—transportation and
financial constraints—and insurance coverage [24,28–33].

In addition, certain patients are difficult to contact. Most notably, impoverished
minorities, PWIDs, and the homeless population are not easy to reach. Medical expenses
are a significant barrier. Expenses include direct and indirect costs, payments for medication
and payments for secondary items such as travel costs. In situations where resources are
scarce, HCV treatment should be rationed. Patients with dire prognoses may not qualify
as candidates for treatment. For example, patients with short life expectancies, advanced
malignancy, and other severe diseases without advanced liver fibrosis [33]. Language and
cultural barriers prevent individuals from seeking hepatitis C screening [24]. Language
barriers can impede communication between patients and healthcare providers. Difficulties
navigating through mistrust of the healthcare system are additional barriers [24]. Cultural
beliefs, practices, and misconceptions about hepatitis C affect individuals’ perceptions
and decisions about screening [33]. Interventions are necessary at the patient level to
overcome the aforementioned obstacles. Interventions must be designed and carried out
by the health ministry, health organizations, and third-sector organizations. Intervention
should be performed at local (such as clinics) high, and national levels. Public awareness
campaigns, educational programs, and community outreach efforts regarding hepatitis C
and its risks encourage screening and treatment. Multidisciplinary centers are an excellent
option. In multidisciplinary centers, patients can receive specialized care to address all of
their medical and extra-medical needs. It is important to note that adherence to screening
and treatment is a key part of the process. Low adherence results in process interruption
and failure to reach SVR [33]. Interventions at the patient level are summarized in Table 1.
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8. Telemedicine

Telemedicine using phone calls, video conferencing, remote monitoring, and mo-
bile apps allows healthcare providers to consult, diagnose, and treat patients remotely.
Telemedicine has become increasingly popular as a result of technological advances, the
need to improve access to healthcare, and the SARS-CoV-2 pandemic. Telemedicine
emerged as an essential component of healthcare during the SARS-CoV-2 pandemic and
was adopted by many countries [34–36]. Telemedicine is used for different medical ser-
vices, such as chronic disease management, mental health counselling, and urgent care
consultations [34–36]. Telemedicine is beneficial for chronic HCV patients because HCV
requires laboratory testing and fibrosis assessment before treatment begins. The prereq-
uisite assessment can be conducted via telemedicine remotely. Subsequently, according
to the severity of the disease, patients could be invited for in-person visits to the clinic
or treated without face-to-face meetings. Telemedicine allows patients to receive timely
medical care by bypassing in-person visits. As such, telemedicine reduces wait times for
treatment initiation, reduces healthcare costs, and improves patient outcomes. To be sure,
telemedicine is not suitable for all patients and medical conditions. Only appropriate
patients should be selected.

In sum, there are several uses of telemedicine among HCV patients: remote consul-
tations from specialists or nurse navigators for diagnosis and preparing the patient for
treatment (laboratory testing and fibrosis severity assessment). In a virtual meeting, a
treatment decision can be made. However, patients suffering from advanced liver disease
at primary assessment should visit a specialist in person. Telemedicine saves time and
other costs, and HCV patients are generally highly satisfied with telemedicine experiences.
Satisfaction was found to be equivalent to in-person encounters [37]. In certain settings,
such as prison, telemedicine consultations among HCV patients is more efficient than
typical clinical practice. It saves money while preserving effectiveness and satisfaction [38].

In telemedical practice, the case manager and other staff should be organized with clearly
defined roles. In institutions where family doctors are the case managers, telemedicine could
be used for physicians to communicate with HCV patients. Virtual specialist consultation and
computerized medical files help in patients’ assessment prior to treatment. Telemedicine is
not feasible in certain settings. Elderly people may have difficulty using new technology [39].
Issues regarding regulatory and legal factors and reimbursements hinder telemedicine im-
plementation [40]. Telemedicine is very limited in a health system without digital medical
records. Paper charting makes it difficult to uncover information regarding comorbidity and
medications. In some regions, cultural and linguistic barriers make telemedicine difficult to
use. Cultural sensitivity and translations are viable solutions to these problems.

9. Models for HCV Healthcare

Different models of healthcare exist for intervention, screening, investigation, and the
treatment of patients with HCV. Generally, the objective of the models is to increase uptake
of and adherence to HCV treatment. Models are developed according to the characteristics
of the population served and their health system. Several models have also been suggested
based on local experience. National versus local and general population versus high-risk
population questions are priority issues. The next step is enrolling people in the intervention
program for laboratory testing, treatment of the viremic patients, and follow-up [41].

In specific settings, integrating the treatment of HCV into existing centers, such as
those serving PWIDs, is an effective strategy. In these centers, a relationship and trust have
been previously cultivated. However, in most countries, a novel public health approach is
needed. Establishing specialized multidisciplinary centers is recommended for countries
with high HCV prevalence. Public health programs conducted by the health ministries and
HOMs suffice as well. The indispensable parts of any initiative are screening and linkage to
treatment. A mobile, community-based, adequately funded program is suitable for remote
regions [42]. Regardless of the model chosen for screening and linkage to care, it will entail
additional manpower, facilities, and resources.



Viruses 2023, 15, 1413 8 of 12

10. Cascade of Care

The cascade of care for HCV diagnosis and treatment process is an important frame-
work for evaluating services, access, and program effectiveness at the population level. It
can track the WHO’s goal of eliminating hepatitis C by the year 2030. Reaching this goal
requires real-time evaluation and improvement of the process in time.

The cascade of care for HCV was investigated in several studies. The cascade of care
is subdivided into different stages: HCV antibody testing, HCV RNA testing, genotype
testing, treatment initiation, and achieving SVR [43]. In this study, data were collected
between the years 1999 and 2018. It is important to mention that nowadays, in the era of
pan-genotypic treatment, the genotype testing stage is irrelevant. Mendlowitz et al. showed
that among 4962 patients, 83% of those with positive HCV antibodies were tested for HCV
RNA and 60% of them were positive and 1002 (40%) initiated treatment. In another study
from Ontario, less than half of patients with positive RNA test results initiated treatment;
people in older age groups were more likely to perform HCV RNA testing and initiate
treatment. Other studies also showed different rates of HCV RNA. A study from a mass
screening and treatment campaign in Rwanda between 2017 and 2019 showed 57% positive
RNA among people with positive HCV antibodies, 52% initiated treatment, and 72%
completed treatment [42], while another study from Korea showed a low performance
of RNA testing of 36.2%, with 72.9% RNA positivity, and a treatment initiation rate of
57.6% [44], and SVR (89.7%, 88%) [42,44]. The significant discrepancy in the RNA positivity
of participants in the studies mentioned above most probably lies in the different settings.
One study included participants in mass screening of the general population, while the
other study was performed in a single tertiary hospital with positive HCV antibodies.

Defining and evaluating the gaps and barriers in real time in the care cascade is
imperative for effective interventions. Improving adherence among positive HCV RNA
patients, increasing the treatment initiation rates, and overcoming barriers to the prioritiza-
tion of HCV elimination demands constant monitoring to ensure that programs at local
and national levels allocate the resources and efforts to screening and linkage to care for
chronic hepatitis C patients. In addition, quality measurement indicators should be defined.
These indicators should include data that could be followed and compared in different
time periods; these quality measurement indicators could include, but are not limited to,
the number of new patients screened, the rate of HCV RNA testing after a positive HCV
antibodies result, the rate of treatment initiation, and the rate of SVR. In addition, indicators
could be defined for people diagnosed with HCV but still not treated.

11. Cost Effectiveness of HCV Screening and Elimination

An analysis of HCV screening’s cost effectiveness was performed in different countries.
The models were tested in diverse setting and in countries with varying prevalence of HCV.
Numerous strategies were tried. Analysis showed significant benefits of screening in terms
of its impact on morbidity or mortality in the local settings of different countries. Detec-
tion and treatment of HCV patients diminished the HCV burden [45–49]. The economic
benefit from a long-term perspective encourages policymakers to implement screening
and treatment programs for HCV patients. An elimination strategy needs to be tailored to
each country. Tactics vary depending on local prevalence and population characteristics,
ensuring cost effectiveness for the target population with either general or high-risk screen-
ing. In each country, according to the local data, the cost-effectiveness analysis should be
calculated according to the local strategy. Local data should determine the local strategy,
varying from screening an entire population to screening specific high-risk patients, such
as PWIDs, specific age groups, minorities, refugees, prisoners, or others.

12. Discussion

In the era of highly effective DAA treatment, active interventions have the potential to
eliminate HCV as stated by the WHO’s initiative (90% reduction in chronic HCV incidence
and 65% reduction in HCV mortality by 2030). The goal can be achieved by reducing
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transmission, morbidity, and mortality. Screening for early detection and treatment of
HCV is essential to reach elimination. The action and interventions should be carried out
at multiple levels: health systems, providers, and patients. Most barriers to achieving
elimination are related to the health system. Interventions to overcome these barriers
will improve the availability and accessibility of screening, assessment before treatment,
and treatment of chronic HCV. National programs should be planned in countries with
high rates of HCV while accounting for the available human and systemic resources. The
interventions should target all HCV population groups by modeling data to predict people
with increased risk for HCV and screening them. Increasing awareness regarding the
importance of HCV screening and treatment of HCV through education encourages people
to use the intervention once it is offered. Training healthcare providers and increasing
availability and accessibility of testing and treatment contribute substantially to elimination.
The implementation of appropriate models for screening and treatment reduces chronic
HCV infection and increases the number of people screened and treated. Egypt is exem-
plary, with a high prevalence of HCV, 10% seroprevalence, and a 7% viremic rate among
the population aged 15–59 years [50]. An effective model for screening and treatment was
implemented. The Egyptian National Committee for Control of Viral Hepatitis provided
free DAA HCV treatment. The infrastructure of the national program was an important
aspect of its success. It included a wide network of specialized centers [51]. These special-
ized centers provided integrated care for HCV patients. The offered comprehensive care:
screening, evaluation, treatment, and follow-up. The care was provided by a well-trained
multidisciplinary team [52]. These centers numbered 64 in 2018, with <50 km between
each center around the country [51]. More than two million patients were treated by 2018
(about 40% of all patients with HCV), with an SVR in more than 90% of those treated as
a consequence of Egypt’s organized national program. It achieved high accessibility and
availability of screening, evaluation, and treatment of HCV [53]. Another outstanding
accomplishment of Egypt’s national program was its participation rate. About 49.6 million
(79.4%) people from the 62.5 million target population participated in screening between
1 October 2018, and 30 April 2019 [53]. On the other hand, South Korea, which has a low
prevalence of HCV, has yet to implement a national hepatitis C elimination program. A
recent study from Korea showed an RNA testing rate of 36.2% among 3253 people with
positive HCV antibodies [44].

Overall, many factors interact to determine the success of an elimination program.
These factors include national policy plan, availability of epidemiological data, awareness of
HCV among the general population and high-risk groups, screening programs, prevention
programs, treatment guidelines, publicly funded diagnostic testing for HCV, and treatment
for all patients. Additionally, electronic medical records and telemedicine are critical
aspects affecting programs for HCV elimination. Telemedicine makes specialty consultation
available and expedites patient preparation for treatment. However, telemedicine and the
infrastructure for telemedicine are available only in some health care systems; telemedicine
will not be an option for HCV treatment in less-developed health systems. The health
system should prioritize at-risk populations, such as refugees, PWIDs, and prisoners.
Eradicating HCV will decrease cirrhosis, HCC, and the need for liver transplantation,
making intervention cost effective despite the high cost of DAA [54–56]. Focusing on
prisoners, prison custody officers (PCOs) are additional players that have a potential role in
promoting the treatment of hepatitis C, safeguarding, stigma, confidentiality, and education
are important issues related to the PCOs that help in service delivery and treatment in
prisons [57].

Lastly, promoting international collaboration and coordination among countries, or-
ganizations, and stakeholders to share best practices, resources, and expertise in hepatitis
C elimination efforts is pivotal. This involves partnerships with global health organiza-
tions, governments, civil society, and other stakeholders to leverage collective efforts. It is
important to note that the strategies and actions needed for hepatitis C elimination vary
depending on the local epidemiology, health system capacity, and socio-economic status
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of each country or region. A comprehensive approach that addresses prevention, testing,
treatment, health systems strengthening, advocacy, community engagement, surveillance,
and global collaboration is crucial to eliminate hepatitis C as a public health threat [58].
Additionally, the hepatitis fund accelerates viral hepatitis elimination; an international
hepatitis fund was established for hepatitis elimination support. This fund aims to help
resource-limited countries afford program funding and technical assistance, and particu-
larly non-governmental organizations, research organizations, or clinics, which can develop
an effective intervention for hepatitis elimination [58].

13. Conclusions

The elimination of chronic HCV is urgent and important. To reach this goal, clever
interventions by health systems to overcome barriers are needed. Resources, training,
and awareness are important factors for success. Despite the challenges entailed, effort
to eliminate hepatitis C is essential to reduce morbidity and mortality. Overall, countries
that performed mass screening and treatment campaigns for HCV as a part of national
programs had extraordinary success, while countries that did not carry out any national
program remain with a heavy HCV burden.
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