
Summary of recommended alternative regimens with treatment 
durations* 

* Treatment durations are adapted from 2015 AASLD and EASL guidelines. 
a If genotype 1a-infected patient is positive for Q80K variant, should not choose simeprevir/sofosbuvir regimen 
b For genotype 1a-infected patient, treat with ombitasvir/paritaprevir/ritonavir/dasabuvir and ribavirin; for genotype 1b-infected patient treat with ombitasvir/ paritaprevir/ritonavir/dasabuvir. 
Genotypes 1 and 4 regimens: strong recommendation, moderate quality of evidence 
Genotypes 2 and 3 regimens: strong recommendation, low quality of evidence 
Genotypes 5 and 6 regimens: conditional recommendation, very low quality of evidence 



PRIORITIZATION: Factors to be considered in prioritizing treatment 

 Increased risk of death: 

• advanced fibrosis and cirrhosis 

• post-liver transplantation 

 Risk of accelerated fibrosis: 

• coinfection with either HIV or hepatitis B virus (HBV) 

• metabolic syndrome 

 Extrahepatic manifestations and evidence of end-organ damage 

• debilitating fatigue 

• vasculitis and lymphoproliferative disorders 

• Significant psychosocial morbidity (due to stigma, discrimination, fear of transmission to others) 

 Maximizing reduction in incidence: 

• PWID 

• men who have sex with men (MSM) 

• prisoners 

• sex workers 

• women with childbearing potential 

• health-care workers 







Targets for reducing new cases and deaths from chronic viral 
hepatitis B and C infections 





HCV infections will decline by 70%, 

while HCV related morbidity and mortality will decrease by 45-55% 



90% reduction in total & new infections 



HCV infections will decline 90% by 2030 and 95% by 2035, 

while LRD will decline 55% by 2030 and 70% by 2035 



reasonable prices) 




