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Abstract

Background & Aims: In ƑƏƐѵķ M࣐decins Sans Fronti࣏res estabѴished the first genŊ
eraѴ popuѴation Hepatitis C virus ŐHCVő screening and treatment site in Cambodiaķ 
offering free directŊacting antiviraѴ ŐDAAő treatmentĺ This study anaѴysed the costŊ
effectiveness of this interventionĺ
Methods: Costsķ quaѴity adjusted Ѵife years ŐQALYső and costŊeffectiveness of the inŊ
tervention were projected with a Markov modeѴ over a Ѵifetime horizonķ discounted at 
ƒѷņyearĺ PatientŊѴeveѴ resourceŊuse and outcome dataķ treatment costsķ costs of HCVŊ
reѴated heaѴthcare and EQŊƔDŊƔL heaѴth states were coѴѴected from an observationaѴ 
cohort study evaѴuating the effectiveness of DAA treatment under fuѴѴ and simpѴified 
modeѴs of care compared to no treatmentĸ other modeѴ parameters were derived from 
Ѵiteratureĺ IncrementaѴ costŊeffectiveness ratios ŐcostņQALY gainedő were compared to 
an opportunity costŊbased wiѴѴingnessŊtoŊpay threshoѴd for Cambodia ŐŪƑƓѶņQALYőĺ
Results: The totaѴ cost of testing and treatment per patient for the fuѴѴ modeѴ of 
care was ŪƖƑƔŐIQR ŪѵѵѶŊƐѵƒƐőķ reducing to ŪƒƕѵŐIQR ŪƒƓƓŊƓƑƑő for the simpѴified 
modeѴ of careĺ EQŊƔDŊƔL vaѴues varied by fibrosis stageĹ decompensated cirrhosis 
had the Ѵowest vaѴueķ vaѴues increased during and foѴѴowing treatmentĺ The simpѴiŊ
fied modeѴ of care was cost saving compared to no treatmentķ whiѴe the fuѴѴ modeѴ of 
careķ aѴthough costŊeffective compared to no treatment ŐŪƐѶƕņQALYőķ cost an addiŊ
tionaѴ ŪƐƓ ƓѶƔņQALY compared to the simpѴified modeѴķ above the wiѴѴingnessŊtoŊpay 
threshoѴd for Cambodiaĺ This resuѴt is robust to variation in parametersĺ
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ƐՊ |ՊINTRODUC TION

The WorѴd HeaѴth Organization ŐWHOő estimated that ƕƐ miѴѴion peoŊ
pѴe were infected with the Hepatitis C virus ŐHCVő gѴobaѴѴy in ƑƏƐƔĺ1 

Most ŐѶƏѷő HCV infections are in ѴowŊ and middѴeŊincome countries 
ŐLMICőķ2 but fewer than Ɣѷ of these patients are diagnosedĺ3

HCV is a major contributor to Ѵiver cancer and overaѴѴ cancer 
deaths in Cambodia and AsiaĺƓķƔ Southeast Asia has the second highŊ
est burden of viraѴ hepatitis mortaѴity gѴobaѴѴyĺ1 More than ƐƐ miѴѴion 
peopѴe are estimated to have antibodies to HCV in this regionķ6 with 

Ƒĺƒѷ of Cambodians exposed to HCVĺƕ

DirectŊacting antiviraѴs ŐDAAső offer an effective cure for HCV with 
few side effectsĺ Access to these medicinesķ howeverķ has been Ѵimited 
by their high costķ aѴongside the cost of diagnostics and the infrastrucŊ
ture required for scaѴing up treatmentĺƒķѶ In Cambodiaķ heaѴthcare expenŊ
diture per capita is Ѵow ŐŪѵƖ in ƑƏƐƑőĸ of this ѵƏѷ comes from patient 
out of pocket expensesĺ9 Despite Ѵimited fundingķ ongoing government 
heaѴth initiatives provide tubercuѴosisķ maѴaria and HIVņAIDS treatment 
free at the point of careĺ Howeverķ there is no nationaѴ HCV strategyķ 
with procurement of HCV drugs Ѵeft entireѴy to the private sectorĺ

In ƑƏƐѵķ in coѴѴaboration with the Ministry of HeaѴthķ M࣐decins Sans 
Fronti࣏res ŐMSFő estabѴished the first generaѴ popuѴation HCV testing and 
treatment site in Phnom Penhķ Cambodiaķ offering free DAA treatmentĺ 
The initiaѴ modeѴ of care for HCV treatmentķ based on ƑƏƐѵ European 
Association for the Study of the Liver guideѴinesķ11 was subsequentѴy simŊ
pѴified in ƑƏƐƕ by reducing the number of patient visits and treatment 
monitoring conductedķ with data suggesting this did not adverseѴy affect 
patient outcomes Őcure rate and incidence of serious adverse eventsőĺ10

In this studyķ we evaѴuate the costŊeffectiveness of both the fuѴѴ 
and simpѴified modeѴs of care impѴemented by MSFĺ To our knowѴŊ
edgeķ this is the first study to conduct a fuѴѴ costing and costŊefŊ
fectiveness anaѴysis of a reaѴŊworѴd HCV treatment intervention in 
a LMICĺ This incѴudes Cambodian patientŊѴeveѴ data on EQŊƔDŊƔL 
heaѴth states for different HCV disease stages and the cost of 
heaѴthcare for HCVŊreѴated Ѵiver diseaseĺ

ƑՊ |ՊMETHODS

This study evaѴuated the costŊeffectiveness of MSFŝs HCV treatment 
program in Cambodia10 in terms of cost per quaѴity adjusted Ѵife year 
ŐQALYő gained using a Markov stateŊtransition modeѴ representing 
the Ѵifetime disease progression of a cohort of HCVŊinfected patientsĺ 
ModeѴ parametersķ heaѴth state vaѴues and costs were based on data 

from the cohort of patients screened and treated as part of the proŊ
gramķ as weѴѴ as from the Ѵiteratureĺ Compared to a counterfactuaѴ of 
no treatmentķ we evaѴuated two strategies impѴemented by MSFĹ the 
initiaѴ fuѴѴ modeѴ of care ŐFMCőķ and simpѴified modeѴ of care ŐSMCőĺ

ƑĺƐՊ|ՊSetting and modeѴs of care

Patient characteristicsķ costs and quaѴity of Ѵife data were coѴѴected from 
an observationaѴ cohort study evaѴuating the ļreaѴŊworѴdĽ effectiveness 
of DAAs for the treatment of chronic HCV infection in aduѴts ŐƾƐѶ yearsőĺ 
This study was conducted at MSFŝs HCV cѴinicķ embedded within the 
gastroenteroѴogy department of the Preah Kossamak HospitaѴ in Phnom 
Penhĺ10 CѴinic staff were empѴoyed by MSFķ with a smaѴѴ number of 
nurses and doctors seconded from the Ministry of HeaѴthĺ

The FMC and SMC both incѴuded processes for HCV diagnosis and 
Ѵiver disease stagingķ foѴѴowing which patients either began treatmentķ 
were referred for further tests to determine eѴigibiѴity or controѴ comorŊ
biditiesķ or were determined to be ineѴigibѴe for treatmentĺ10 Treatment 

regimens were based on sofosbuvir with dacѴatasvir or sofosbuvir with 
Ѵedipasvirķ with sofosbuvirņdacѴatasvir used as a panŊgenotypic regimen 
in the SMCĺ Each patient was tested for sustained viroѴogicaѴ response 
at ƐƑ weeks after the end of treatment ŐSVRƐƑő to determine if treatŊ
ment was successfuѴĺ The SMC used point of care tests ŐSD BioѴine and 
GeneXpertő for diagnostics whiѴe the FMC used an externaѴ Ѵab for ELISA 
and PCR confirmationĺ In the SMCķ compared to the FMCķ the number 
of sessions where nurseŊcounseѴѴors discussed risk factorsķ adherence 
and ѴifestyѴe education with patients were reduced Őfrom ten to twoőķ 

Conclusions: The simpѴified modeѴ of care was cost saving compared to no treatmentķ 
emphasizing the importance of simpѴifying pathways of care for improving access to 
HCV treatment in ѴowŊresource settingsĺ

K E Y W O R D S

costŊeffectivenessķ directŊacting antiviraѴ treatmentķ heaѴthcare costsķ hepatitis Cķ ѴowŊincome 
popuѴationķ Markov processķ treatment costs

Lay Summary

Ŏ Access to treatment for Hepatitis C virus ŐHCVő has been 
Ѵimited in Ѵow and middѴeŊincome countries because of 
the high cost of drugs and compѴex treatment protocoѴĺ

Ŏ M࣐decins Sans Fronti࣏res screened and treated patients for 
HCV in Phnom Penhķ Cambodiaķ with a simpѴe treatment 
protocoѴ with fewer visits Őthan standard of careőķ point of 
care testing and task shifting from doctors to nursesĺ

Ŏ The simpѴe treatment protocoѴ saved money and had 
better outcomes projected over the Ѵifetime of the coŊ
hort patients compared to if they had not received HCV 
screening and treatmentĺ
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genotype testing was eѴiminatedķ three bѴood tests for monitoring during 
treatment were removedķ patient visits during treatment were reduced 
from eight to fourķ with some tasks shifted from doctors to nurses and 
pharmacists ŐFigure Ɛķ TabѴe SƐőĺ The FMC incѴudes patients initiated on 
treatment from September ƑƏƐѵ through March ƑƏƐƕķ and the SMC 
incѴudes patients initiated on treatment from August ƑƏƐƕ through ApriѴ 
ƑƏƐѶĺ March to August ƑƏƐƕ was a transition phase in which the modeѴ 
of care was graduaѴѴy simpѴifiedŌthis phase is not considered hereĺ

Written consent was obtained from aѴѴ patientsĺ Ethics approvaѴ 
for this study was obtained from the French Comit࣐ de Protection 
des Personnes of SaintŊGermainŊenŊLaye ŐreferenceĹ ƐѵƏƓƖő and the 
NationaѴ EthicaѴ Committee for HeaѴth Research of the Cambodian 
MoH ŐreferenceĹ ƏƏƔ NECHRőĺ OfficiaѴ permission for this study was 
obtained from the Director of Kossamak HospitaѴĺ

ƑĺƑՊ|ՊCosting methods

The costs of HCV diagnosis and treatment were estimated from 
the providerŝs perspective in ƑƏƐƕ US doѴѴarsķ using a retrospective 
cohortŊbased approach over a ƖŊmonth period ŐSeptember ƑƏƐѵŋ
May ƑƏƐƕőĺ Data on costs came from MSFŝs expenditure records and 
price Ѵistsķ which were aѴѴocated to activities making up the FMC as 
described aboveķ with subtotaѴs caѴcuѴated for cѴinic visitsķ ѴaboraŊ
tory testsķ DAA and other medicines and diagnosis costsĺ

ƑĺƑĺƐՊ|ՊPatientŊѴeveѴ resource use

DetaiѴed patientŊѴeveѴ data on the numbers and types of visits and 
tests undertaken for patients receiving each modeѴ of care were 

coѴѴected from eѴectronic individuaѴ patient recordsĺ12 Costs of caseŊ
finding were incѴuded as the cost of testing patients who were not 
found to be chronicaѴѴy infectedĺ Data on the quantity of DAAs and 
other medicines received by each patient during the intervention 
came from pharmacy dispensing recordsĺ Staff time was aѴѴocated 
for each activity through the use of staff time sheets compѴeted over 
the course of one week by patientŊfacing staffķ direct observation 
and interviews with staff and according to the number of patient 
interactions in the observation periodĺ

ƑĺƑĺƑՊ|ՊVaѴuation of resources

VaѴuation of the resources used in the intervention was based on 
detaiѴed financiaѴ records provided by MSF using activityŊbased 
costingĺ The cost per activity within the interventionķ for exampѴe 
the baseѴine treatment visitķ was estimated as the sum of ingreŊ
dients ŐTabѴe SƔőĺ These ingredientsķ such as cost per minute of 
doctor or counseѴѴor time or cost of cѴinic faciѴities per patient visitķ 
were estimated from the financiaѴ records during the observation 
period when the FMC was impѴementedĺ Activity cost estimates 
from the FMC during the observation period were adapted to 
estimate the costs of the SMC based on interviews with project 
staff to determine how activities and their ingredients differed beŊ
tween the modeѴs of careĺ Unit costs for medicines were derived 
using the ƑƏƐƕ MSF Access campaign negotiated costs for DAAs 
and other medicationsĺ The costs of Ѵaboratory tests contracted 
outside of the intervention were gathered from hospitaѴ price Ѵists 
and from invoices biѴѴed to MSF ŐTabѴe Sѵőĺ In the base case we 
excѴude costs specific to MSF and repѴace staff costs for interŊ
nationaѴ staff with what ѴocaѴ staff wouѴd be paid by MSF for the 

F I G U R E  Ɛ Պ Summary of differences between fuѴѴ Őtopķ bѴueő and simpѴified Őbottomķ orangeő modeѴs of care at each phase of the screening 
and treatment processĺ FuѴѴ detaiѴs incѴuded in TabѴe SƐ
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same roѴeĺ More detaiѴs on costing methods can be found in the 
suppѴementary materiaѴ ŐMethods SƐőĺ

ƑĺƑĺƒՊ|ՊCost of hepatitis CŊreѴated disease

Information on patient access to heaѴthcare for HCVŊreѴated Ѵiver disŊ
ease prior to treatment was gathered through a resourceŊuse quesŊ
tionnaire administered to a subset Őn Ʒ ƐƓƓķ Ѵiver disease stages FƏŊFƓő 

of diagnosed patients at their initiaѴ visitĺ The questionnaire asked 
patients to recaѴѴ the number of hospitaѴ inpatient or outpatient and 
cѴinic visits ŐheaѴth system contactső in the ѵ months prior to coming 
to the MSF cѴinicĺ We assumed that contacts in ѵ months represented 
haѴf of the annuaѴ number of contactsĺ For each type of visitķ the paŊ
tient was further asked to recaѴѴ the reason and the price paid for the 
most recent visitĺ We use patientŊreported costs to represent the cost 
of care in the base case because prior to the MSF programķ aѴѴ reѴevant 
costs wouѴd be the responsibiѴity of the patient ŐMethods SƑőĺ

F I G U R E  Ƒ Պ Schematic of Markov 
modeѴ showing how patients progress 
through infection and Ѵiver disease 
statesĺ Dashed Ѵines indicate initiation on 
treatmentĺ I Ʒ infectedĸ T Ʒ on treatmentĸ 
S Ʒ susceptibѴeĺ BaseѴine mortaѴity occurs 
according to cohort ageķ with equaѴ death 
rates for aѴѴ compartments Őnot shown in 
figureő

TA B L E  Ɛ Պ ModeѴ parameters and their distributions for the probabiѴistic sensitivity anaѴysis

Variable Base-case value Distribution in PSA

Distribution 

parameter(s)aՔ Source

Fibrosis progression ŐannuaѴ transition probabiѴityő

MiѴd fibrosis ŐFƏő to MiѴd fibrosis 
ŐFƐő

ƏĺƐƐƕ NormaѴ 0.005 36

MiѴd fibrosis ŐFƐő to Moderate 
fibrosis ŐFƑő

ƏĺƏѶƔ NormaѴ 0.004 36

Moderate fibrosis ŐFƑő to Moderate 
fibrosis ŐFƒő

0.121 NormaѴ 0.0046 36

Moderate fibrosis ŐFƒő to Severe 
fibrosis ŐFƓő

0.115 NormaѴ 0.004 36

FƓ to DC 0.039 Beta ƐƓĺѵķ ƒѵƏĺƑ ŐƖƔѷ CI 
ƏĺƏƑƑŊƏĺƏƓѵő

ƒƕ

FƓ or DC to HCC 0.014 Beta ƐĺƖķ ƐƒѵĺƐ ŐƖƔѷ CI 
ƏĺƏƏƐѵŊ ƏĺƏƒƖő

ƒƕ

FƓ to DC after SVR achieved ƏĺƏƕƏ Ŗ FƓ to DC TriangѴe ŒƖƔѷ CI of base case ƏĺƏƒŊ
ƏĺƑ ŖFƓ to DCœ

ƏĺƏƏƏѵѵķ ƏĺƏƏƖƑƑķ 
ƏĺƏƏƑƕƒ

ƒƕķƒѶ

FƓ or DC to HCC after SVR 
achieved

ƏĺƑƒƏ Ŗ FƓ or DC to 
HCC

TriangѴe ŒƖƔѷ CI of base case ƏĺƐѵŊ
ƏĺƒƔ ŖFƓ to DCœ

ƏĺƏƏƏƑƔѵķ ƏĺƏƐƒѵƔķ 
0.00322

ƒƕķƒƖ

LiverŊreѴated mortaѴity ŐannuaѴ transition probabiѴityő

DC to Ѵiver death 0.130 Beta ƐƓƕĺƏƒķ ƖѶƒĺƖƕ ŐƖƔѷ CI 
ƏĺƐƐŊƏĺƐƔő

ƒƕ

HCC to Ѵiver death 0.430 TriangѴe ƏĺƓƏķƏĺƓƓ ƒƕ

ViraѴ reŊinfection ŐannuaѴ transition 
probabiѴityő

0 TriangѴe Əķ Əķ ƏĺƏƐ

SVRƐƑ rate Cohort

Full ƏĺƖѵѶ BinomiaѴ ƏĺƖѵѶķ ѵƑƓ ŐƖƔѷ CI 
ƏĺƖƔƏŊƏĺƖѶƏő

SimpѴified 0.940 BinomiaѴ ƏĺƖƓƏķ ƐƒƑƓ ŐƖƔѷ CI 
ƏĺƖƑƔŊƏĺƖƔƑő

Cohort initiaѴ age 55.9 NormaѴ 10.6 Cohort

aDistribution parameters for PSAĹ NormaѴĹ standard deviationĸ TriangѴeĹ Ѵowerķ peakķ upperĸ BetaĹ α ŒshapeƐœķ β ŒshapeƑœĸ BinomiaѴĹ proportionķ sampѴe sizeĺ 
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Patients with fibrosis stage FƏ Őno Ѵiver damageő were assumed 
to represent a baseѴine number of heaѴth system contacts Ővisitső 
for those without Ѵiver diseaseķ with the number of visits for more 
advanced disease states being modeѴѴed using Poisson regression 
from the questionnaire dataĺ The patientŊreported mean cost per 
visit was then muѴtipѴied by the modeѴѴed annuaѴ number of visits to 
caѴcuѴate the annuaѴ cost of Ѵiver disease care for each fibrosis stage 
ŐMethods SƑőĺ Estimates of the yearѴy cost of decompensated cirrhoŊ
sis ŐDCő and hepatoceѴѴuѴar carcinoma ŐHCCő were based on reviews 
of patient records in three hospitaѴs anaѴysed and adjusted through a 
WHOŊfaciѴitated expert discussionĺ In the base caseķ we assume that 
ƕƏѷ of patients with these disease stages access this care based on 
expert opinion ŐMethods SƑőĺ The estimated costs of heaѴthcare are 
assumed to appѴy to infected patients of aѴѴ disease stages and cured 
patients with FƓķ DC and HCCĺ

ƑĺƒՊ|ՊSimuѴation modeѴ

The costs and outcomes of each treatment strategy were projected 
for a cohort of diagnosed patients using a Markov modeѴ with annuaѴ 
time stepsĺ The cohort is defined by the number of individuaѴs diagŊ
nosed with chronic HCV infectionķ aѴѴocated to Ѵiver disease severity 
categories according to the distribution found among patients who 
had a fibrosis score recordedĺ The modeѴ schematic ŐFigure Ƒő shows 
progression characterized by different stages of Ѵiver disease severŊ
ityĺ The modeѴѴed heaѴth states incѴude stages for METAVIR fibrosis 
scores FƏķ FƐķ FƑķ Fƒķ FƓ Őcirrhosisőķ14 DC and HCCĺ Each of the seven 
modeѴѴed heaѴth states has three possibѴe HCV states Őinfectedķ on 
treatment and curedņsusceptibѴeőĺ Patients are modeѴѴed to receive 
treatment in the first year of the simuѴationķ with the proportion 
treated in each fibrosis stage matching the treatments in the interŊ
vention data.

Liver diseaseŊreѴated mortaѴity Őassumed to occur in the DC and HCC 
states onѴyő and background ageŊdependent mortaѴity ŐFigure SƐő were 
modeѴѴed as absorbing heaѴth statesĺ The number of Ѵiver transpѴants perŊ
formed in Cambodia is negѴigibѴeķ and so was not modeѴѴedĺ The modeѴ 
was impѴemented in R version ƒĺѵĺƐ using the heemodpackage.ƐƔķƐѵ

ƑĺƒĺƐՊ|ՊDisease progression rates

Parameter vaѴues for progression through disease states were 
sourced from previous studies ŐTabѴe Ɛőĺ Each patient started in 
one of seven Ѵiver disease states according to the distribution in 
the cohortĺ At the end of each cycѴeķ patients either remain in the 
same stateķ move into a more advanced disease state or die from 
background or HCVŊreѴated mortaѴity ŐFigure Ƒőĺ In the base case 
we assume there is no reŊinfection foѴѴowing curative treatmentĺ 
The SVRƐƑ rate was caѴcuѴated for the FMC and SMC from patients 
who were due to compѴete treatment at Ѵeast ƐƑ weeks before the 
data export date ŐƐƕ JuѴy ƑƏƐѶőķ with those not tested for SVRƐƑ for 
any reasonķ incѴuding Ѵoss to foѴѴowŊup and deathķ counted as not 

achieving SVRƐƑ Őtreatment faiѴureőĺ Patients who faiѴ treatment reŊ
turn to the infected states and are assumed to face the same risks of 
Ѵiver disease progression as untreated patientsķ whiѴe cured patients 
move to a susceptibѴe compartment in the same Ѵiver disease stage 
they were treated inĺ Being cured stops disease progression in preŊ
cirrhotic patients whiѴe it is sѴowed in cirrhotic patientsĺ

ƑĺƓՊ|ՊOutcomes

The Khmer version of EQŊƔDŊƔLƐƕ was used to coѴѴect heaѴthŊreѴated 
quaѴity of Ѵife measures for patients ŐƓƖƒƓ totaѴ individuaѴső with 
chronic HCV infection prior to treatment initiationķ during treatment 
and at the SVRƐƑ visit after treatmentĺ Where muѴtipѴe records were 
avaiѴabѴe for a patient at a given treatment stageķ we combined these 
into a singѴe measure using a timeŊweighted averageĺ Patients who 
faiѴed treatment Őn Ʒ ѵƑő were not incѴuded in the afterŊtreatment 
anaѴysisĺ EQŊƔDŊƔL measures were stratified by fibrosis stage and 
converted to heaѴth state vaѴues using the EQŊƔDŊƔL vaѴue set avaiѴŊ
abѴe for IndonesiaķƐѶ as this is the cѴosest country in the same WorѴd 
Bank income group where a vaѴue set is avaiѴabѴeĺ HeaѴth state vaѴues 
for each modeѴ compartment were estimated using a Ѵinear mixedŊ
effects modeѴ with patient as a random effect and fibrosis stage and 
treatment stage as fixed effectsĺ

ƑĺƔՊ|ՊCostŊeffectiveness anaѴysis

We evaѴuated the costŊeffectiveness of the FMC and SMC comŊ
pared to no HCV treatment in the study popuѴationĺ The modeѴ was 
run for ƐƏƏ years to cover the fuѴѴ Ѵifetime of the cohortķ with a 
baseѴine discount rate of ƒѷ for both future costs and outcomesĺ19 

CostŊeffectiveness was evaѴuated in terms of Ѵifetime costs per 
QALY gainedķ or the incrementaѴ costŊeffectiveness ratio ŐICERő 
for each strategyĺ This was compared to an empiricaѴ opportunity 
costŊbased wiѴѴingnessŊtoŊpay ŐWTPő threshoѴd of ŪƑƓѶ per QALY 
gained20 and to the commonѴy used threshoѴd of GDP per capita 
ŐŪƐƑƕƏőĺ21

ƑĺѵՊ|ՊSensitivity anaѴysis

We accounted for uncertainty in key parameters by conducting a 
probabiѴistic sensitivity anaѴysisķ in which ƐƏƏƏ parameter sets were 
sampѴed from their statisticaѴ distributions ŐTabѴe Ɛőĺ The cost of 
treatment for each fibrosis stage was varied according to the data in 
a trianguѴar distribution of the median and interŊquartiѴe range ŐIQRķ 
TabѴe SƓőĺ Cost of care was varied in a trianguѴar distribution accordŊ
ing to the bootstrapped ƖƔѷ confidence intervaѴ for FƐŊFƓ ŐTabѴe Ƒő 
and according to the range of consensus vaѴues for DC and HCCĺ 
HeaѴth state vaѴues were varied in a trianguѴar distribution of the 
mean and ƖƔѷ confidence intervaѴ for each fibrosis stage and time 
point ŐTabѴe ƒőĺ
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In additionķ we conducted oneŊway sensitivity anaѴyses by varyŊ
ing key parameters in the modeѴ to minimum or maximum vaѴues to 
test modeѴ assumptionsĺ This incѴuded changing the DAA cost to be 
ŪƐƑƏ per treatment course for every patient instead of varying by 
individuaѴķ removing or doubѴing the cost of care for Ѵiver diseaseķ 
using WHOŊCHOICE estimates of the cost of care instead of paŊ
tientŊreported costs for FƏŊFƓ22 ŐMethods SƑő and varying the perŊ
centage of end stage Ѵiver disease patients ŐDC or HCCő accessing 
care from ƕƏѷ to ƓƏѷ or ƐƏƏѷĺ In additionķ we anaѴyse the incѴusion 
of MSFŊspecific indirect costsķ aѴternative discount rates of Əѷ or 
ƕѷķ reducing the time horizon to ƐƏ years from ƐƏƏ yearsķ aѴѴowing 
for reŊinfection with HCV at Ɛѷ or ƐƏѷ per year Őexcept for patients 
with HCCő and changing the initiaѴ age of the cohort to ƓƔ or ѵƔĺ 
We evaѴuated how the costŊeffectiveness of treatment wouѴd vary 
if screening yieѴded antibody prevaѴences of Ƒĺƒѷ Őthe nationaѴ esŊ
timateƕőķ ƐƏѷ or ƒƏѷķ compared to ѵƔѷ as observed in the cohortĺ 
For these sensitivity anaѴysesķ we assumed ƕƑѷ chronic infection 
among those that are antibody positiveķ as found in the cohortĺ We 
aѴso present resuѴts using an aѴternative EQŊƔDŊƔL vaѴue set from 
Thailand23 and disabiѴity vaѴues from the ƑƏƐѵ GѴobaѴ Burden of 
Disease study to estimate heaѴth state vaѴues in the form of disabiѴity 
adjusted Ѵife years ŐDALYķ TabѴe SƐƏőĺ We evaѴuate the effect of paŊ
tients having equaѴ treatment rate across aѴѴ fibrosis stagesķ matchŊ
ing the overaѴѴ treatment rate in the cohort of ѵƓѷķ or if the cost 
of treatment is assumed to be the overaѴѴ average mean cost rather 
than varying by fibrosis stageĺ We evaѴuate the resuѴt if core antigen 
testing ŐŪƑƏņtest24ő was used in a oneŊstep screening process Őno 
antibody testingő or to repѴace the confirmatory test and if the SVR 
rates for both modeѴs of care were reduced by ƑƏѷ Őto ƕƔѷ and ƕƕѷ 
for the SMC and FMC respectiveѴyőĺ

ƒՊ |ՊRESULTS

ƒĺƐՊ|ՊCohort treatment outcomes

Of ƐƔ ƐƐƑ patients screenedķ ƕƐƒƐ patients were diagnosed 
with chronic HCV ŐƓƕѷőķ ѵѶƒƐ referred to care and ƓƔƔƏ ŐѵƓѷ of 

diagnosedő initiated treatment between ƐƖ September ƑƏƐѵ and ƒƏ 
ApriѴ ƑƏƐѶ ŐFigure SƓőĺ The mean age of those treated was ƔƔĺƖ ŐSD 
ƐƏĺѵő years and Ɣƕѷ were femaѴeĺ Patients with cirrhosis ŐFƓőķ DC 
or HCC made up ƒƑĺѶѷ of diagnosed patients and ƓƓĺƔѷ of treated 
patients ŐTabѴe SƑőĺ

Under the FMC and SMCķ ѵƑƓ and ƐƒƑƓ patients initiated treatŊ
ment and were foѴѴowedŊup to at Ѵeast ƐƑ weeks post treatment 
respectiveѴyĺ These individuaѴs were incѴuded in the costing and outŊ
comes anaѴysisķ whiѴe patients treated during the transitionaѴ phase 
between the modeѴs of care were excѴuded from anaѴysis ŐFigure 
SƓőĺ Characteristics of patients treated under each modeѴ of care are 
presented in TabѴe Sƒĺ In the FMCķ ƖѵĺѶѷ ŐƖƔѷ confidence interŊ
vaѴ ƖƔĺƏѷŊƖѶĺƏѷő of patients achieved SVRƐƑķ whiѴe ƖƓĺƏѷ ŐƖƑĺƔѷŊ
ƖƔĺƑѷő achieved SVRƐƑ in the SMCĺ Treatment regimens were based 
on sofosbuvir with dacѴatasvir in Ɣѵѷ and ƖѶѷ of patients in the 
FMC and SMCķ respectiveѴyķ with the remaining treatments being 
sofosbuvir with Ѵedipasvirĺ

ƒĺƑՊ|ՊCosts of HCV treatment

The median totaѴ cost of HCV testing and treatment for the FMC 
was ŪƖƑƔ ŐIQR ŪѵѵѶŊƐķѵƒƐő and Ūƒƕѵ ŐIQR ŪƒƓƓŊƓƑƑő for the SMC 
ŐFigure ƒķ TabѴe SƓőĺ The biggest contributor to the overaѴѴ cost in 
both modeѴs was DAA costsķ making up Ƒѵѷ and ƓƑѷ of the totaѴ 
treatment cost for the FMC and SMC respectiveѴyĺ

ƒĺƒՊ|ՊCost of hepatitis CŊreѴated disease

The number of heaѴth system contacts reported in the resourceŊ
use questionnaire is presented in TabѴe Ƒ and Figure SƑĺ The mean 
cost per visit was ŪƕƑĺƒƓ Őbootstrapped ƖƔѷ CI ŪƓƖĺƒƔŊŪƐƐƏĺѶƐő 
and the annuaѴ cost of care ranged from ŪƒƖĺƏѵ for FƏ to ŪƑƑѵĺƓƑ 
for FƓ ŐTabѴe Ƒőĺ From the WHOŊfaciѴitated expert discussionķ the 
annuaѴ cost of inpatient care for a patient with decompensated cirŊ
rhosis was ŪƒƓƕ Ővarying from ŪƑƒѵ to ŪƓƔƕ in provinciaѴ versus 
nationaѴ hospitaѴ settingső and for hepatoceѴѴuѴar carcinoma was 

TA B L E  Ƒ Պ Reported heaѴth system contacts by fibrosis stageķ with Poisson modeѴѴed annuaѴ number of heaѴth system contactsķ in addition 
to the contacts by an FƏ patient

Disease stage N

Mean, (IQR) reported health system 

contacts in last 6 months

Modelled annual number of health system 

contacts attributable to liver disease, relative to 

FƏ ŐƖƔѷ CIő

Mean annual 

healthcare cost 

ŐƖƔѷ CIő

F0 Ɛƕ ƐĺƏķ ŐƏŊƐő 0 ŪƏĺƏƏ

F1 42 ƐĺƑķ ŐƏŊƐő ƏĺƔƓ ŐƏĺƏƐѵŊƐĺƐƖő ŪƒƖĺƏѵ 
ŐŪƖĺѵƒŊŪѶƓĺѵƔő

F2 29 ƐĺѶķ ŐƏŊƑő ƐĺƑƑ ŐƏĺƏƒƑŊƒĺƏƔő ŪѶѶĺƑƔ 
ŐŪƐƖĺƑƕŊŪƑƑƕĺѶѶő

F3 14 ƒĺƓķ ŐƏŊѵő ƑĺƏƕ ŐƏĺƏƓѶŊƔĺƖƓő ŪƐƓƖĺƕƓ 
ŐŪƓѶĺƖƒŊŪƓƐѶĺƑƔő

F4 ƒƕ Ƒĺƒķ ŐƏŊƒő ƒĺƐƒ ŐƏĺƏѵƔŊƐƏĺƓƔő ŪƑƑѵĺƓƑ 
ŐŪƕƒĺƖƐŊŪƕƑѶĺƐƏő
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ŪƓƑƓ ŐŪƒѵѶŊŪƔƕѵőĺ The aѴternative estimates based on WHOŊ
CHOICE gave an annuaѴ cost of care for FƏŊFƒ of ŪƑѶĺƑƕ and 
ŪƑƐѵĺƔƐ for FƓĺ

ƒĺƓՊ|ՊHeaѴth state vaѴues

HeaѴth state vaѴues generated through EQŊƔDŊƔL varied by fibroŊ
sis stage and treatment statusĺ The heaѴth state vaѴue increased 
by ƏĺƏƒƖ ŐƖƔѷ CI ƏĺƏƒƑŊƏĺƏƓѵő during treatment and ƏĺƏѵѶ ŐƖƔѷ 
CI ƏĺƏѵƐŊƏĺƏƕƔő after treatmentķ compared to pretreatment ѴeveѴsĺ 
Patients with DC had the Ѵowest heaѴth state vaѴuesķ ƏĺƐƐ ŐƖƔѷ CI 
ƏĺƏƖƏŊƏĺƐƒő Ѵower than patients in FƏķ whiѴe patients with HCC had 
heaѴth state vaѴues ƏĺƏѶƒ ŐƖƔѷ CI ƏĺƏƔƏŊƏĺƐƑő Ѵower than patients in 
FƏĺ Fitted heaѴth state vaѴues for each disease and treatment state 
used in the modeѴ are shown in TabѴe ƒĺ The heaѴth profiѴes ŐproporŊ
tion of individuaѴs with each ѴeveѴ for the five dimensionső reported 
in EQŊƔDŊƔL are presented in TabѴes SƕŊSƖĺ

ƒĺƔՊ|ՊCostŊeffectiveness

The FMC compared to no treatment was costŊeffective ŐŪƐѶƕņQALYő 
compared to the opportunity cost WTP threshoѴd ŐŪƑƓѶő and GDP 
threshoѴd ŐŪƐƑƕƏőĺ The SMC was costŊsaving ŐƴŪƖƐņQALYķ TabѴe Ɠő 
compared to no treatmentĺ The incrementaѴ benefit of impѴementing 
the FMC compared to the SMC costs ŪƐƓ ƓѶƔņQALYĺ These resuѴts 
are robust to parameter variation in the probabiѴistic sensitivity anaѴŊ
ysisķ with ƖƓĺƏѷ of runs for the SMC being costŊsaving and ƖƖĺƕѷ 

Disease stage

Health state value

Before treatment During treatment

After treatment 

(cured)

F0 ƏĺѶѵ ŐƏĺѶƔŊƏĺѶѶő ƏĺƖƏ ŐƏĺѶƖŊƏĺƖƐő ƏĺƖƒ ŐƏĺƖƑŊƏĺƖƓő

F1 ƏĺѶѵ ŐƏĺѶƔŊƏĺѶƕő ƏĺƖƏ ŐƏĺѶƖŊƏĺƖƐő ƏĺƖƒ ŐƏĺƖƑŊƏĺƖƓő

F2 ƏĺѶƔ ŐƏĺѶƓŊƏĺѶѵő ƏĺѶƖ ŐƏĺѶƕŊƏĺƖƏő ƏĺƖƑ ŐƏĺƖƏŊƏĺƖƒő

F3 ƏĺѶƕ ŐƏĺѶѵŊƏĺѶƕő ƏĺƖƐ ŐƏĺƖƏŊƏĺƖƐő ƏĺƖƓ ŐƏĺƖƒŊƏĺƖƓő

F4 ƏĺѶƔ ŐƏĺѶƓŊƏĺѶƔő ƏĺѶѶ ŐƏĺѶѶŊƏĺѶƖő ƏĺƖƐ ŐƏĺƖƐŊƏĺƖƑő

DC ƏĺƕƔ ŐƏĺƕƓŊƏĺƕƕő ƏĺƕƖ ŐƏĺƕƕŊƏĺѶƐő ƏĺѶƑ ŐƏĺѶƏŊƏĺѶƓő

HCC ƏĺƕѶ ŐƏĺƕƔŊƏĺѶƐő ƏĺѶƑ ŐƏĺƕƖŊƏĺѶƔő ƏĺѶƔ ŐƏĺѶƑŊƏĺѶѶő

TA B L E  ƒ Պ HeaѴth state vaѴues Őmean 
and ƖƔѷ CIő by disease stage and 
treatment time point estimated from 
mixedŊeffects modeѴ with patient as a 
random effect

F I G U R E  ƒ Պ Median and interquartiѴe range of overaѴѴ cost of 
treatment Őtopő and median proportion of overaѴѴ cost of treatment 
attributabѴe to different activities Őbottomő under the fuѴѴ and 
simpѴified modeѴs of careĺ DAAķ directŊacting antiviraѴs
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Strategy

Cost ŐUSDő per capita QALY per capita ICER

Total Incremental Total Incremental

Cost/

QALY

No treatment ŪƐķƑƖѶ Ō ƕĺƓƖ Ō Dominated

SimpѴified ModeѴ 
of Care

ŪƐķƐѶƔ ƴŪƐƐƒ ѶĺƕƑ 1.24 ƴŪƖƐ

FuѴѴ modeѴ of care ŪƐķƔƒƓ ŪƒƔƏ ѶĺƕƔ 0.024 ŪƐƓķƓѶƔ

TA B L E  Ɠ Պ IncrementaѴ costŊ
effectiveness of fuѴѴ and simpѴified modeѴs 
of care for the base caseĺ Time horizon is 
ƐƏƏ years and discount rate is ƒѷ
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being costŊeffective compared to the opportunity cost threshoѴd 
ŐFigure Sƒőĺ

ƒĺѵՊ|ՊSensitivity anaѴysis

When key modeѴ parameters are varied the SMC generaѴѴy remains 
costŊsaving compared to no treatment ŐFigure Ɠőķ whiѴe the FMC is 
never costŊeffective compared to the SMC ŐTabѴe SƐƐőĺ The onѴy 
changes which make the SMC not costŊsaving are reducing the cost 
of care for aѴѴ HCVŊreѴated Ѵiver disease to ŪƏ ŐŪƑƏƔņQALYőķ using 
WHOŊCHOICE costs for FƏŊFƓ Ѵiver disease care ŐŪƑƖņQALYőķ inŊ
creasing reŊinfection rate to ƐƏѷ per year ŐŪƒƖņQALYőķ or reducing 
screening prevaѴence to Ƒĺƒѷ ŐŪƑѶņQALYőķ aѴѴ of which are stiѴѴ costŊ
effective compared to the opportunity cost WTP threshoѴd ŐŪƑƓѶőĺ 
The SMC wouѴd remain costŊsaving at an antibody prevaѴence of ƒѷ 
or a reŊinfection rate up to ѵѷņyearĺ

ƓՊ |ՊDISCUSSION

Our anaѴyses suggest that an HCV testing and treatment intervenŊ
tion undertaken among the generaѴ popuѴation in Cambodia couѴd 

be costŊsaving when a simpѴified modeѴ of care is usedĺ This simpѴiŊ
fied modeѴ of care provides simiѴar high rates of cure to the initiaѴѴy 
impѴemented but more costѴy fuѴѴ modeѴ of careĺ10 AѴthough the fuѴѴ 
modeѴ of care resuѴted in a smaѴѴ incrementaѴ benefit of ƏĺƏƒ QALYs 
per person compared to the simpѴified modeѴķ this occurred at apŊ
proximateѴy tripѴe the cost per treatmentķ and was not costŊeffective 
compared to the simpѴified modeѴ of careĺ

ƓĺƐՊ|ՊStrengths and Ѵimitations

The main strength of this study is the use of detaiѴed data from a 
reaѴŊѴife impѴementation of HCV testing and treatment in a LMICķ 
incѴuding a fuѴѴ activityŊbased costing anaѴysis instead of expert 
opinion to caѴcuѴate the costs of screening and treatmentĺ We aѴso 
surveyed patients directѴy about their heaѴthcare resource use prior 
to seeking HCV treatment in order to estimate the cost of mediŊ
caѴ care for patients Ѵiving with HCVĸ to our knowѴedge this is the 
first time this has been done in a LMICĺ UnfortunateѴyķ these esŊ
timates are Ѵimited by the Ѵong recaѴѴ period usedķ and reѴiance on 
patientŊreported expenditureĺ This is ѴikeѴy to be an underestimate 
of the fuѴѴ costs of careķ resuѴting in a conservative ICERĺ A better 
understanding of the proportion of individuaѴs who access different 

F I G U R E  Ɠ Պ Deterministic sensitivity anaѴysis showing simpѴified modeѴ of care ICER compared to no treatment when parameters are 
varied one at a timeĺ Text on pѴot shows new parameter vaѴue where reѴevantĺ SoѴid verticaѴ Ѵine shows baseѴine ICER of ƴŪƖƐņQALYķ dotted 
Ѵine shows ŪƏņQALY ŐcostŊsaving threshoѴdőķ and dashed Ѵine shows opportunity cost threshoѴd for Cambodia ŐŪƑƓѶņQALYőĺ The fuѴѴ set of 
sensitivity anaѴysis resuѴts are shown in TabѴe SƐƐ
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ѴeveѴs of heaѴthcareķ and how this wiѴѴ change in the futureķ is cruciaѴ 
to improving the accuracy of costŊeffectiveness estimates for HCV 
treatment.

Another strength is that we directѴy estimated heaѴth state utiѴity 
weights for each stage of Ѵiver disease and treatment using EQŊƔDŊƔL 
questionnaires coѴѴected from the treated popuѴationĺ SeѴfŊreported 
quaѴity of Ѵife improved during treatment and at SVRƐƑ as compared 
to baseѴineķ simiѴar to what has been observed in a cohort of patients 
treated with DAAs in Japanķ25 but with our data adding important 
information for LMICsĺ

A main Ѵimitation of this anaѴysis is thatķ because of a Ѵack of 
information on current reŊinfection risk we did not account for 
changes in disease incidence over time in our anaѴysisĺ Howeverķ 
as a resuѴt of the advanced age and fibrosis observed in our cohort 
of patientsķ it is ѴikeѴy that many individuaѴs were infected decades 
ago rather than being at current risk of infection and reŊinfectionĺ 
IncѴuding a constant reŊinfection rate made ѴittѴe difference to the 
resuѴtĺ

Furthermoreķ the popuѴation invoѴved in this intervention were 
seѴfŊseѴectingķ and were therefore highѴy motivated to receive 
treatmentĺ The ѵƔѷ antibody prevaѴence rate among screened 
patients indicates many were aware or suspected they were inŊ
fected with HCVĺ GѴobaѴѴyķ fewer than Ɣѷ of those infected with 
HCV are aware of their statusķ26 indicating that this high screenŊ
ing yieѴd is not ѴikeѴy to be maintained once individuaѴs who are 
aware of their status have been treated Őwarehousing effectőĺ 
ImportantѴyķ thoughķ our projections suggest the intervention 
remains cost saving even if the screening yieѴd reduces to ƒѷķ 
with the estimated prevaѴence for Cambodia being Ƒĺƒѷĺƕ A new 
seroŊprevaѴence study in ruraѴ Cambodia found simiѴar resuѴts to 
the previous estimateķ with Ƒĺѵѷ ŐƖƔѷ CI ƑĺƒŊƒĺƏő prevaѴence in 
peopѴe ƐѶ years or oѴderķ and ƔĺƐѷ ŐƓĺѵѷŊƔĺƕѷő in those ƓƔ years 
or older.Ƒƕ This suggests that targeting screening towards oѴder 
peopѴe wouѴd heѴp the intervention to be costŊsavingķ whiѴe the 
intervention wouѴd remain highѴy costŊeffective ŐŪƑѶņQALYő with 
no targetingĺ

The intervention impѴemented by MSF demonstrates the feasiŊ
biѴity and costŊeffectiveness of a generaѴ popuѴation screening and 
treatment intervention for HCV impѴemented by an internationaѴ 
NGOĺ If the intervention were expanded by the Ministry of HeaѴth 
or other ѴocaѴ organizationsķ costs are ѴikeѴy to be different as MSF 
procured some equipment and consumabѴes outside of Cambodiaķ 
and aѴthough they set ѴocaѴ staff saѴaries based on competitive ѴocaѴ 
ratesķ saѴaries may stiѴѴ vary by organizationĺ To make a detaiѴed imŊ
pѴementation pѴan for HCV screening and treatmentķ ѴocaѴ organiŊ
zations can evaѴuate where their costs wiѴѴ differ from MSFĺ AѴsoķ 
the Ѵandscape of diagnostic tooѴs and cost for HCV drugs are both 
rapidѴy changing as countries aim to achieve HCV eѴiminationķ so it 
is ѴikeѴy that new technoѴogies wiѴѴ be avaiѴabѴe for consideration in 
future impѴementationsĺ

AѴthough we demonstrate that this intervention is costŊsavŊ
ingķ the upfront cost of treatment with the simpѴified modeѴ of 
care ŐŪƒƐƐ excѴuding screeningő for an estimated ƑƕƏ ƏƏƏ chronic 

infections in Cambodia wouѴd be ŪѶƓ miѴѴionĺ The fuѴѴ cost of scaѴing 
up screening and treatment wiѴѴ be highѴy dependent on antibody 
screening yieѴdķ which can be maximized through targeting treatŊ
ment to groups known to be more ѴikeѴy to be infectedķ such as the 
oѴder popuѴationĺƑƕ

ƓĺƑՊ|ՊComparison with other studies

Previous evidence on the costŊeffectiveness of treatment with DAAŊ
onѴy regimens for HCV in LMIC is Ѵimitedķ but in agreement with our 
resuѴtsĺ Studies in EgyptƑѶ and IndiaƑƖŊƒƑ have found HCV screenŊ
ing and treatment to be costŊsavingķ and costŊeffective in Lebanon33 

and Indonesiaĺ34 The WHO Hep C CaѴcuѴatorķ35 which aѴѴows a user 
to input the cost of treatmentķ finds HCV treatment Őnot incѴuding 
testingő in Cambodia to be costŊeffective when defauѴt vaѴues are 
used and costŊsaving when input vaѴues from this study are usedĺ 
Howeverķ these previous modeѴs do not use data from a reaѴŊworѴd 
interventionķ whiѴe ours is the first to use data from a ѴocaѴ treatŊ
ment intervention to estimate the costs of testingķ treatment and 
heaѴthcareķ as weѴѴ as quaѴity of Ѵife utiѴities for different stages of 
HCV diseaseĺ Our anaѴysis is therefore an important addition to the 
literature.

ƓĺƒՊ|ՊImpѴications and concѴusions

Much of the effort towards expanding access to HCV treatment in 
LMIC has focused on reducing and simpѴifying the cost of testing 
and DAA medicationĺ In this cohortķ simpѴification of the treatment 
pathway quadrupѴed the number of peopѴe that couѴd be treated and 
curedķ10 reduced the cost of treatment by twoŊthirds and resuѴted in 
the intervention becoming costŊsavingĺ This remained so even if the 
prevaѴence of HCV was as Ѵow as ƒѷķ suggesting this modeѴ of care 
couѴd be used to expand screening and treatment across Cambodiaĺ 
AѴthough our study was impѴemented by MSFķ the Ministry of HeaѴth 
in Cambodia and other LMIC can be empowered by these resuѴts 
to scaѴeŊup HCV treatment access using a simpѴified modeѴ of care 
reѴative to standard internationaѴ guideѴinesĺ11 Urgent scaѴeŊup of 
treatment access for aѴѴ infected individuaѴs is necessary to prevent 
HCVŊreѴated mortaѴity and reach HCV eѴimination as proposed by 
WHOĺ3

ACKNOWLEDG EMENTS

We thank Dr Yvan Hutin ŐWorѴd HeaѴth Organizationő for providŊ
ing information on the cost of care for advanced Ѵiver disease in 
Cambodia and for input on a previous version of the manuscriptķ and 
Dr Chhit Dimanche of Preah Kossamak hospitaѴ for expert input on 
Ѵiver disease care in Cambodiaĺ

CONFLIC TS OF INTERE ST

PV has received unrestricted research grants from GiѴead and honoŊ
raria from GiѴead and Abbvieĺ MIķ JPDķ SKķ MLPķ TMķ SBķ AL and DM 



ՊՍ Պ | ՊƑƒѵƔWALKER ET AL.

were empѴoyed by MSF andņor by Epicentreķ an association created 
by MSF in ƐƖѶѵ to provide epidemioѴogicaѴ expertise to underpin 
MSF operationsĺ They participated in pѴanning this studyķ carrying 
out the research and writing the reportĺ The other authors decѴare 
no confѴicts of interestĺ

ORCID

Josephine G. Walker  httpsĹņņorcidĺorgņƏƏƏƏŊƏƏƏƑŊƖƕƒƑŊƔƕƒѶ 

R E FE R E N CE S

 Ɛĺ WorѴd HeaѴth Organizationĺ GѴobaѴ hepatitis reportķ ƑƏƐƕĸ ƑƏƐƕĺ 
httpĹņņappsĺwhoĺintņirisņbitst reamņƐƏѵѵƔ ņƑƔƔƏƐ ѵņƐņƖƕѶƖƑ 
ƓƐƔѵƔ ƓƔƔŊengĺpdfĵuaƷƐĺ Accessed October Ɛѵķ ƑƏƐƕĺ ISBNĹ 
ƖƕѶŊƖƑŊƓŊƐƔѵƔƓƔŊƔĺ

 Ƒĺ Graham CSķ Swan Tĺ A path to eradication of hepatitis C in ѴowŊ and 
middѴeŊincome countriesĺ Antiviral Resĺ ƑƏƐƔĸƐƐƖĹѶƖŊƖѵĺ

 ƒĺ WorѴd HeaѴth Organizationĺ Global report on access to hepatitis 

C treatment. Focus on overcoming barriersĺ Genevaķ SwitzerѴandĹ 
WorѴd HeaѴth Organizationĸ ƑƏƐѵĺ httpĹņņappsĺwhoĺintņirisņbitst 
reamņƐƏѵѵƔ ņƑƔƏѵƑ ƔņƐņWHOŊHIVŊƑƏƐѵĺƑƏŊengĺpdfĺ Accessed 
October Ɛѵķ ƑƏƐƕĺ

 Ɠĺ Kim MNķ Kim BKķ Han KŊHĺ HepatoceѴѴuѴar carcinoma in patients 
with chronic hepatitis C virus infection in the AsiaŊPacific regionĺ 
J Gastroenterolĺ ƑƏƐƒĸƓѶĹѵѶƐŊѵѶѶĺ httpsĹņņdoiĺorgņƐƏĺƐƏƏƕņsƏƏƔƒ 
ƔŊƏƐƒŊƏƕƕƏŊƖ

 Ɣĺ Chassagne Fķ Rojas Rojas Tķ Bertani Sķ et aѴĺ A ƐƒŊyear Retrospective 
Study on Primary Liver Cancer in CambodiaĹ a strikingѴy high 
Hepatitis C occurrence among hepatoceѴѴuѴar carcinoma 
casesĺ Oncology (Switzerland)ĺ ƑƏƐѵĸƖƐĹƐƏѵŊƐƐѵĺ httpsĹņņdoiĺ
orgņƐƏĺƐƐƔƖņƏƏƏƓƓ ѵƒƖѶ

 ѵĺ Mohd Hanafiah Kķ Groeger Jķ FѴaxman ADķ Wiersma STĺ GѴobaѴ 
epidemioѴogy of hepatitis C virus infectionĹ new estimates 
of ageŊspecific antibody to HCV seroprevaѴenceĺ Hepatology. 

ƑƏƐƒĸƔƕŐƓőĹƐƒƒƒŊƐƒƓƑĺ
 ƕĺ Gower Eķ Estes Cķ BѴach Sķ RazaviŊShearer Kķ Razavi Hĺ GѴobaѴ epŊ

idemioѴogy and genotype distribution of the hepatitis C virus inŊ
fectionĺ J Hepatolĺ ƑƏƐƓĸѵƐĹSƓƔŊSƔƕĺ httpsĹņņdoiĺorgņƐƏĺƐƏƐѵņjĺ
jhepĺƑƏƐƓĺƏƕĺƏƑƕ

 Ѷĺ Ford Nķ Swan Tķ Beyer Pķ HirnschaѴѴ Gķ Easterbrook Pķ Wiktor 
Sĺ SimpѴification of antiviraѴ hepatitis C virus therapy to supŊ
port expanded access in resourceŊѴimited settingsĺ J Hepatol. 

ƑƏƐƓĸѵƐĹSƐƒƑŊSƐƒѶĺ httpsĹņņdoiĺorgņƐƏĺƐƏƐѵņjĺjhepĺƑƏƐƓĺƏƖĺƏƐƖ
 Ɩĺ Annear PLķ Grundy Jķ Ir Pķ et aѴĺ The Kingdom of Cambodia Health 

System Review ŐHeaѴth Systems in Transition VoѴĺ Ɣĺ Noĺ Ƒőĺ Genevaķ 
SwitzerѴandĹ WorѴd HeaѴth Organizationĸ ƑƏƐƔĺ

 ƐƏĺ Iwamoto Mķ Doussett JŊPķ Kimchamroeun Sķ et aѴĺ Identifying optiŊ
maѴ care for hepatitis C and overcoming barriers to scaѴeŊupĹ MSF 
piѴot programme Œversion Ɛĸ not peer reviewedœĺ F1000Research. 

ƑƏƐѶĸƕĹƐŊƐƕĺ httpsĹņņdoiĺorgņƐƏĺƕƓƖƏņfƐƏƏƏ resea rchĺƐƐƐƔƔ ƏƑĺƐ
 ƐƐĺ European Association for the Study of the Liverĺ EASL 

Recommendations on Treatment of Hepatitis C ƑƏƐѵĺ J Hepatol. 

ƑƏƐƕĸѵѵĹƐƔƒŊƐƖƓĺ httpsĹņņdoiĺorgņƐƏĺƐƏƐѵņjĺjhepĺƑƏƐƔĺƏƒĺƏƑƔ
 ƐƑĺ Harris PAķ TayѴor Rķ ThieѴke Rķ Payne Jķ GonzaѴez Nķ Conde JGĺ 

Research eѴectronic data capture ŐREDCapőŊA metadataŊdriven 
methodoѴogy and workfѴow process for providing transѴationaѴ 
research informatics supportĺ J Biomed Informĺ ƑƏƏƖĸƓƑĹƒƕƕŊƒѶƐĺ 
httpsĹņņdoiĺorgņƐƏĺƐƏƐѵņjĺjbiĺƑƏƏѶĺƏѶĺƏƐƏ

 Ɛƒĺ Asante ADķ Ir Pķ Jacobs Bķ et aѴĺ Who benefits from heaѴthcare 
spending in Cambodia ĵ Evidence for a universaѴ heaѴth coverage 
poѴicyĺ Health Policy Planĺ ƑƏƐƖĸƒƓĹƓŊƐƒĺ httpsĹņņdoiĺorgņƐƏĺƐƏƖƒņ
heapo ѴņczzƏƐƐ

 ƐƓĺ Bedossa Pķ Poynard Tĺ An aѴgorithm for the grading of activity in 
chronic hepatitis Cĺ The METAVIR Cooperative Study Groupĺ 

Hepatologyĺ ƐƖƖѵĸƑƓĹƑѶƖŊƑƖƒĺ httpsĹņņdoiĺorgņƐƏĺƐƏƏƑņhepĺƔƐƏƑƓ 
0201

 ƐƔĺ FiѴipoviࣀŊPierucci Aķ Zarca Kķ DurandŊZaѴeski Iĺ Markov ModeѴs for 
HeaѴth Economic EvaѴuationsĹ The R Package heemodĺ ƑƏƐƕĸ Ɛĺ 
httpĹņņarxivĺorgņabsņƐƕƏƑĺƏƒƑƔƑĺ Accessed October Ɛѵķ ƑƏƐƕĺ

 Ɛѵĺ R Core Teamĺ R: A Language and Environment for Statistical 

Computingĺ R version ƒĺѵĺƐĺ Viennaķ AustriaĹ R Foundation for 
StatisticaѴ Computingķ ƑƏƐƕĺ httpĹņņwwwĺrŊproje ctĺorgĺ Accessed 
JuѴy ƏƔķ ƑƏƐƖĺ

 Ɛƕĺ Herdman Mķ Gudex Cķ LѴoyd Aķ et aѴĺ DeveѴopment and preѴiminary 
testing of the new fiveŊѴeveѴ version of EQŊƔD ŐEQŊƔDŊƔLőĺ Qual Life 

Resĺ ƑƏƐƐĸƑƏŐƐƏőĹƐƕƑƕŊƐƕƒѵĺ
 ƐѶĺ Purba FDķ HunfeѴd JAMķ Iskandarsyah Aķ et aѴĺ The Indonesian EQŊ

ƔDŊƔL VaѴue Setĺ Pharmacoeconomicsĺ ƑƏƐƕĸƒƔĹƐƐƔƒŊƐƐѵƔĺ httpsĹņņ
doiĺorgņƐƏĺƐƏƏƕņsƓƏƑƕ ƒŊƏƐƕŊƏƔƒѶŊƖ

 ƐƖĺ CѴaxton KPķ ReviѴѴ Pķ ScuѴpher Mķ WiѴkinson Tķ Cairns Jķ Briggs Aĺ The 

Gates Reference Case for Economic Evaluationĺ Yorkķ UKĹ The BiѴѴ and 
MeѴinda Gates Foundationĸ ƑƏƐƓĺ ѵѶ pĺ

 ƑƏĺ OchaѴek Jķ Lomas Jķ CѴaxton Kĺ Estimating heaѴth opportunity 
costs in ѴowŊincome and middѴeŊincome countriesĹ a noveѴ apŊ
proach and evidence from crossŊcountry dataĺ BMJ Global 

Healthĺ ƑƏƐѶĸƒŐѵőĹeƏƏƏƖѵƓĺ httpsĹņņdoiĺorgņƐƏĺƐƐƒѵņbmjgh 
ŊƑƏƐѶŊƏƏƏƖѵƓ

 ƑƐĺ Bertram MYķ Lauer JAķ De Joncheere Kķ et aѴĺ Costŋeffectiveness 
threshoѴdsĹ pros and consĺ Bull World Health Organĺ ƑƏƐѵĸƖƓĹƖƑƔŊ
ƖƒƏĺ httpsĹņņdoiĺorgņƐƏĺƑƓƕƐņBLTĺƐƔĺƐѵƓƓƐѶ

 ƑƑĺ WorѴd HeaѴth Organizationĺ CHOosing Interventions that are Cost 
Effective ŐWHOŊCHOICEőĺ ƑƏƐƐĺ httpsĹņņwwwĺwhoĺintņchoic eņ
count ryņcount ryōspeci ficņenņ Őaccessed ApriѴ Ɛѵķ ƑƏƑƏőĺ

 Ƒƒĺ Tongsiri Sķ Cairns Jĺ Estimating popuѴationŊbased vaѴues for EQŊƔD 
heaѴth states in ThaiѴandĺ Value in Healthĺ ƑƏƐƐĸƐƓĹƐƐƓƑŊƐƐƓƔĺ 
httpsĹņņdoiĺorgņƐƏĺƐƏƐѵņjĺjvaѴĺƑƏƐƐĺƏѵĺƏƏƔ

 ƑƓĺ Wang Jķ Chen Cķ Chang Cķ Feng Wķ Lee Cķ Lu Sĺ Hepatitis C virus core 
antigen is costŊeffective in communityŊbased screening of active 
hepatitis C infection in Taiwanĺ J Formos Med Assocĺ ƑƏƑƏĸƐƐƖĹƔƏƓŊ
ƔƏѶĺ httpsĹņņdoiĺorgņƐƏĺƐƏƐѵņjĺjfmaĺƑƏƐƖĺƏƕĺƏƐƐ

 ƑƔĺ Younossi Zķ Stepanova Mķ Omata Mķ Mizokami Mķ WaѴters Mķ Hunt 
Sĺ HeaѴth utiѴities using SFŊѵD scores in Japanese patients with 
chronic hepatitis C treated with sofosbuvirŊbased regimens in cѴinŊ
icaѴ triaѴsĺ Health Qual Life Outcomesĺ ƑƏƐƕĸƐƔĹƐƐŊƐƔĺ httpsĹņņdoiĺ
orgņƐƏĺƐƐѶѵņsƐƑƖƔ ƔŊƏƐƕŊƏƔƖѶŊѶ

 Ƒѵĺ GѴobaѴ Hepatitis Programmeĺ Global health sector strategy on viral 

hepatitis 2016�2021ĺ GenevaĹ WorѴd HeaѴth Organizationĸ ƑƏƐѵĺ
 Ƒƕĺ Lynch Eķ FaѴq Gķ Sun Cķ et aѴĺ Hepatitis C viraemic and seroprevŊ

aѴence and risk factors for positivity in northwest CambodiaĹ a 
househoѴd crossŊsectionaѴ serosurveyĺ BMC Infectious Diseases. 

PrePrint ƑƏƑƏĺ httpsĹņņdoiĺorgņƐƏĺƑƐƑƏƒ ņrsĺƒĺrsŊƐƔƖƕƑ ņvƐ
 ƑѶĺ EѴsisi GHķ Aburawash Aķ Waked Eĺ CostŊeffectiveness anaѴysis of 

new Hepatitis C virus treatments in Egyptian cirrhotic and nonŊ
cirrhotic patientsĹ a societaѴ perspectiveĺ Value Health Reg Issues. 

ƑƏƐƕĸƐƒĹƕŋƐƔĺ httpsĹņņdoiĺorgņƐƏĺƐƏƐѵņjĺvhriĺƑƏƐƕĺƏƒĺƏƐƑ
 ƑƖĺ AggarwaѴ Rķ Chen Qķ GoeѴ Aķ et aѴĺ CostŊeffectiveness of hepatitis C 

treatment using generic directŊacting antiviraѴs avaiѴabѴe in Indiaĺ PLoS 

Oneĺ ƑƏƐƕĸƐƑĹƐŊƐƔĺ httpsĹņņdoiĺorgņƐƏĺƐƒƕƐņjourn aѴĺponeĺƏƐƕѵƔƏƒ
 ƒƏĺ Chugh Yķ Dhiman RKķ Premkumar Mķ Prinja Sķ Singh Grover Gķ 

Bahuguna Pĺ ReaѴŊworѴd costŊeffectiveness of panŊgenotypic 
SofosbuvirŊVeѴpatasvir combination versus genotype dependent 
directѴy acting antiŊviraѴ drugs for treatment of hepatitis C patients 
in the universaѴ coverage scheme of Punjab state in Indiaĺ PLoS One. 

ƑƏƐƖĸƐƓĹeƏƑƑƐƕѵƖĺ httpsĹņņdoiĺorgņƐƏĺƐƒƕƐņjourn aѴĺponeĺƏƑƑƐƕѵƖ
 ƒƐĺ GoeѴ Aķ Chen Qķ ChhatwaѴ Jķ AggarwaѴ Rĺ CostŊeffectiveness 

of generic panŊgenotypic sofosbuvirņveѴpatasvir versus genoŊ
typeŊdependent directŊacting antiviraѴs for hepatitis C treatŊ
ment. J Gastroenterol Hepatolĺ ƑƏƐѶĸƒƒĹƑƏƑƖŋƑƏƒѵĺ httpsĹņņdoiĺ
orgņƐƏĺƐƐƐƐņjghĺƐƓƒƏƐ

https://orcid.org/0000-0002-9732-5738
https://orcid.org/0000-0002-9732-5738
http://apps.who.int/iris/bitstream/10665/255016/1/9789241565455-eng.pdf?ua=1
http://apps.who.int/iris/bitstream/10665/255016/1/9789241565455-eng.pdf?ua=1
http://apps.who.int/iris/bitstream/10665/250625/1/WHO-HIV-2016.20-eng.pdf
http://apps.who.int/iris/bitstream/10665/250625/1/WHO-HIV-2016.20-eng.pdf
https://doi.org/10.1007/s00535-013-0770-9
https://doi.org/10.1007/s00535-013-0770-9
https://doi.org/10.1159/000446398
https://doi.org/10.1159/000446398
https://doi.org/10.1016/j.jhep.2014.07.027
https://doi.org/10.1016/j.jhep.2014.07.027
https://doi.org/10.1016/j.jhep.2014.09.019
https://doi.org/10.7490/f1000research.1115502.1
https://doi.org/10.1016/j.jhep.2015.03.025
https://doi.org/10.1016/j.jbi.2008.08.010
https://doi.org/10.1093/heapol/czz011
https://doi.org/10.1093/heapol/czz011
https://doi.org/10.1002/hep.510240201
https://doi.org/10.1002/hep.510240201
http://arxiv.org/abs/1702.03252
http://www.r-project.org
https://doi.org/10.1007/s40273-017-0538-9
https://doi.org/10.1007/s40273-017-0538-9
https://doi.org/10.1136/bmjgh-2018-000964
https://doi.org/10.1136/bmjgh-2018-000964
https://doi.org/10.2471/BLT.15.164418
https://www.who.int/choice/country/country_specific/en/
https://www.who.int/choice/country/country_specific/en/
https://doi.org/10.1016/j.jval.2011.06.005
https://doi.org/10.1016/j.jfma.2019.07.011
https://doi.org/10.1186/s12955-017-0598-8
https://doi.org/10.1186/s12955-017-0598-8
https://doi.org/10.21203/rs.3.rs-15972/v1
https://doi.org/10.1016/j.vhri.2017.03.012
https://doi.org/10.1371/journal.pone.0176503
https://doi.org/10.1371/journal.pone.0221769
https://doi.org/10.1111/jgh.14301
https://doi.org/10.1111/jgh.14301


ƑƒѵѵՊ |Պ ՊՍ WALKER ET AL.

 ƒƑĺ ChaiѴѴon Aķ Mehta SRķ HoenigѴ Mķ et aѴĺ CostŊeffectiveness and 
budgetary impact of HCV treatment with directŊacting antiviraѴs 
in India incѴuding the risk of reinfectionĺ PLoS Oneĺ ƑƏƐƖĸƐƓĹƐŊƐѵĺ 
httpsĹņņdoiĺorgņƐƏĺƐƒƕƐņjourn aѴĺponeĺƏƑƐƕƖѵƓ

 ƒƒĺ Nasser SCķ Mansour Hķ Abi Nader Tķ Metni Mĺ CostŊeffectiveness 
of noveѴ treatment of hepatitis C virus in Lebanese patientsĺ Int 

J Clin Pharmĺ ƑƏƐѶĸƓƏĹѵƖƒŊѵƖƖĺ httpsĹņņdoiĺorgņƐƏĺƐƏƏƕņsƐƐƏƖ 
ѵŊƏƐѶŊƏѵƑѶŊѵ

 ƒƓĺ Trickey Aķ Hiebert Lķ Perfect Cķ et aѴĺ Hepatitis C virus eѴiminaŊ
tion in IndonesiaĹ epidemioѴogicaѴķ cost and costŊeffectiveness 
modeѴѴing to advance advocacy and strategic pѴanningĺ Liver Int. 

ƑƏƑƏĸƓƏŐƑőĹƑѶѵŊƑƖƕĺ
 ƒƔĺ ChhatwaѴ Jķ Chen Qķ Bethea EDķ et aѴĺ Hep C CaѴcuѴatorĹ an 

onѴine tooѴ for costŊeffectiveness anaѴysis of DAAsĺ Lancet 

Gastroenterol Hepatolĺ ƑƏƐѶĸƒĹѶƐƖĺ httpsĹņņdoiĺorgņƐƏĺƐƏƐѵņSƑƓѵѶ 
ŊƐƑƔƒŐƐѶőƒƏƑѶƐ ŊƓ

 ƒѵĺ Thein HHķ Yi Qķ Dore GJķ Krahn MDĺ Estimation of stageŊspecific 
fibrosis progression rates in chronic hepatitis C virus infectionĹ a 
metaŊanaѴysis and metaŊregressionĺ Hepatologyĺ ƑƏƏѶĸƓѶĹƓƐѶŊƓƒƐĺ 
httpsĹņņdoiĺorgņƐƏĺƐƏƏƑņhepĺƑƑƒƕƔ

 ƒƕĺ Shepherd Jķ Jones Jķ HartweѴѴ Dķ Davidson Pķ Price Aķ Waugh Nĺ 
Interferon aѴfa ŐpegyѴated and nonŊpegyѴatedő and ribavirin for the 
treatment of miѴd chronic hepatitis CĹ a systematic review and ecoŊ
nomic evaluation. Health Technol Assessĺ ƑƏƏƕĸƐƐĹƐŊƑƑѶĺ

 ƒѶĺ van der Meer AJķ VeѴdt BJķ FeѴd JJķ et aѴĺ Association between susŊ
tained viroѴogicaѴ response and aѴѴŊcause mortaѴity among patients 
with chronic Hepatitis C and advanced hepatic fibrosisĺ JAMA. 

ƑƏƐƑĸƒƏѶĹƑƔѶƓĺ httpsĹņņdoiĺorgņƐƏĺƐƏƏƐņjamaĺƑƏƐƑĺƐƓƓѶƕѶ
 ƒƖĺ Morgan RLķ Baack Bķ Smith BDķ YarteѴ Aķ Pitasi Mķ FaѴckŊYtter Yĺ 

Eradication of Hepatitis C Virus Infection and the DeveѴopment of 
HepatoceѴѴuѴar Carcinomaĺ Ann Intern Medĺ ƑƏƐƒĸƐƔѶĹƒƑƖĺ httpsĹņņ
doiĺorgņƐƏĺƕƒƑѵņƏƏƏƒŊƓѶƐƖŊƐƔѶŊƔŊƑƏƐƒƏ ƒƏƔƏŊƏƏƏƏƔ

SUPPORTING INFORMATION
AdditionaѴ supporting information may be found onѴine in the 
Supporting Information sectionĺ

How to cite this article: WaѴker JGķ Mafirakureva Nķ Iwamoto 
Mķ et aѴĺ Cost and costŊeffectiveness of a simpѴified treatment 
modeѴ with directŊacting antiviraѴs for chronic hepatitis C in 
Cambodiaĺ Liver Int. 2020;40:2356�2366. httpsĹņņdoiĺ
orgņƐƏĺƐƐƐƐņѴivĺƐƓƔƔƏ

https://doi.org/10.1371/journal.pone.0217964
https://doi.org/10.1007/s11096-018-0628-6
https://doi.org/10.1007/s11096-018-0628-6
https://doi.org/10.1016/S2468-1253(18)30281-4
https://doi.org/10.1016/S2468-1253(18)30281-4
https://doi.org/10.1002/hep.22375
https://doi.org/10.1001/jama.2012.144878
https://doi.org/10.7326/0003-4819-158-5-201303050-00005
https://doi.org/10.7326/0003-4819-158-5-201303050-00005
https://doi.org/10.1111/liv.14550
https://doi.org/10.1111/liv.14550

