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F
or decades, it has been a leading cause of liver disease
and frustration. But recent advances in diagnosis and
treatment—even a cure—have dramatically im-
proved the outlook for veterans and anyone else with
hepatitis C.

In 2009 simply asking for a test could expose veterans
to stigma, such as the presumption that they were intra-
venous drug users. For those who tested positive, even
though drug treatments were available to avoid severe—
and potentially fatal—liver damage, those treatments
were long and difficult, and came with extremely harsh
side effects.

Since service-related causes such as pre-1992 or emer-
gency blood transfusions, battle-related infections, and
airgun injections had only begun to be recognized, those
who hoped for medical help from the Department of Vet-
erans Affairs faced still another battle. Some veterans
wondered whether it was better not even to get tested.

Today, only six years later, that picture has changed
for the better.

Government guidelines are more inclusive; the VA has
adopted a sweeping policy of offering and recommend-
ing hep C tests to all Vietnam-era veterans and all Baby
Boomers (those born 1946-1964), in addition to those
with other risk factors. The testing process is now more
accurate, including a confirmatory test after initial screen-
ing, to avoid treating the 15 percent or so who already
have cleared the virus on their own. 

While there is still progress to be made—and even
though the VA and private health insurers are finding it
hard to swallow the cost of curing hep C—the treatment
itself is more tolerable than ever before. New regimens
are taken orally, and treatment duration has been reduced
from a year to as few as twelve weeks. Side effects, when
they occur, are mild. The cure rate has jumped from
around 35 percent with the old drugs to more than 80 per-
cent with the new ones.

With all the progress since 2009, there is no reason to
postpone testing for hep C. There are also important rea-
sons not to wait.

For this update, The VVA Veteran spoke with two
physicians who had been interviewed for the 2009 article
“Hepatitis C: A Race Against Time” to get their views on
the progress, the forecast, and what dangers may face
those who postpone testing and treatment.

Doris B. Strader, M.D., is a gastroenterologist and pro-
fessor of medicine at the University of Vermont College
of Medicine, runs a liver clinic at the University of Ver-
mont Health Medical Center, and is a member of the
FDA Antiviral Drugs Advisory Committee.

David Ross, M.D., Ph.D., is the director of the HIV,
Hepatitis, and Public Health Pathogens Programs in the
VA’s Office of Public Health. He also serves as a staff
physician in the Infectious Diseases section of the Wash-
ington, D.C., VA. 

As Dr. Ross described it in 2009, “Hepatitis C causes
ongoing damage to liver cells. Liver cells die and get re-

placed by scar tissue—cirrhosis—or they grow back after
some are destroyed, and sometimes the attempts to grow
back lead to cancer. Both [cancer and cirrhosis] have a high
risk of killing the patient. The risks of those things occur-
ring increase the longer the person has been carrying the
hepatitis C virus that has been multiplying in the liver. So,
it’s in people who were infected thirty or more years ago
that we’re starting to see more and more complications.”

Of the approximately 220,000 veterans who were ex-
posed to hep C, the number later diagnosed with liver
cancer jumped from about 1,100 to over 2,000 between
2004 and 2007. As Dr. Ross said, “Besides causing liver
failure, liver cancer often will spread in the blood, through
the portal vein, to other organs.”

Curing hepatitis C, Dr. Ross noted recently, “does not
eliminate the possibility of liver cancer, but it greatly re-
duces the risk.” Since most people have not been treated,
however, “there seem to be escalating numbers of liver
cancer among hep C patients, as well as diagnoses of cir-
rhosis.”

Dr. Strader pointed out that although the new treatment
can cure hepatitis C, “it does not make patients immune to
hepatitis C virus. They can become re-infected. And it does
not necessarily melt away any damage that has already
been done to the liver.” So all patients cured of the disease
must take precautions against re-infection, and those who
have cirrhosis still must be monitored for cancer.

The last-resort option for a damaged liver—trans-
plantation—has always been problematic, mostly due to
a shortage of available organs. In 2008, of 6,300 liver
transplants in this country, the VA performed about 110.
In 2009 there were about 16,000 people on the waiting list
for livers. And any treatment for hep C after a transplant
can be tricky because the patient must take immunosup-
pressive drugs to avoid rejection of the new liver.

PROGRESS IN TREATMENT

T
he VA adopted the Centers for Disease Control’s rec-
ommendations early in 2014, and now has standard-
ized testing policies and procedures. At this point,
the VA has tested about two-thirds of those in the VA
system who were born between 1945 and 1965. The

national rate is about 50 percent.
About 75-85 percent of people infected with HCV get

chronic disease, so having a positive antibody test does
not tell the whole story. “In the VA, over 90 percent of
the positive tests are followed by a confirmatory test,” Dr.
Ross said. “Nationally, outside the VA, it’s probably about
50 percent.”

He emphasized the value of accurate diagnostic test-
ing and the recommendations from the CDC and the U.S.
Preventive Service Task Force. However, he said, not
everybody who is at risk is a Baby Boomer. “Someone
who got a blood transfusion, let’s say, in 1988, when he
was five years old, also would be potentially at risk.”

Even if someone does not fall into any of the CDC’s
official risk groups, said Dr. Ross, “Anybody who wants
to know should get tested—and certainly, that’s true for

veterans from the Vietnam Era. If the physician or
provider doesn’t ask, the veteran absolutely should ask.”

In 2009 the best treatments for hep C included a com-
bination of long-acting interferon and ribavirin in a year-
long treatment that could be highly effective at clearing
the virus, but caused side effects that some patients found
intolerable. Other treatments such as Telaprevir and
newer treatments for cirrhosis also showed promise at the
time. But a cure was out of reach.

Probably the most groundbreaking advance has been
the development, approval, and availability of drugs that
can be used without interferon. The fact that these are
more effective and less toxic “has completely transformed
the disease,” said Dr. Ross. “We have gone from low cure
rates and high side-effect rates, to the opposite.”

Since 2011, when the first protease inhibitors were
identified, “treatment has been efficacious in probably 80
percent of those with genotype 1 (the most common
strain of hep C virus), compared with about 50 percent in
the past,” Dr. Strader said. “And now, with the newer
drugs, the response rates are greater than 90 percent in
many cases.” Meanwhile, with use of the oral, non-inter-
feron treatments, “we expect better patient compliance
and fewer side effects.”

There are three known strains of hepatitis C virus:
genotypes 1, 2, and 3. Using the older drugs, the VA—
and the U.S. population as a whole—had a cure rate of
about 35 percent among patients treated for genotype 1.
With the newer drugs, Dr. Ross said, “We are looking at
cure rates of probably around 85 percent. These are based
on relatively small numbers—a couple of thousand pa-
tients—but the rates are obviously much higher than what
we were seeing before.”

In addition, it can be determined much sooner whether
a patient is cured. “The definition of ‘cure’ used to be re-
maining free of virus six months after treatment,” said Dr.
Ross. “It’s now three months after treatment; it’s called a
sustained viral response at twelve weeks.”

Asked about the possibility of relapse, Dr. Ross said
the chances are extremely low—probably less than one in
10,000—although people sometimes do get re-infected.

The new drugs work by preventing replication of the
virus. Harvoni (ledispasvir/sofosbuvir), the first of two
major non-interferon treatments, is the easiest for patients
to use, with a dosage of one tablet per day for twelve
weeks. The other is Viekira Pak (ombitasvir/paritapre-
vir/ritonavir/dasabuvir), with four tablets per day for
twelve to twenty-four weeks. Choice and duration of
treatment have a lot to do with drug interaction and
whether a patient has cirrhosis or other conditions.

For the less-common genotypes 2 and 3, and to treat
hep C patients who have advanced liver disease, different
regimens are prescribed. One is sofosbuvir (one of the
two components of Harvoni), taken in combination with
ribavirin (which was part of the earlier drug regimen). In
addition, Dr. Strader said, “a new treatment regimen for
genotype 3 has just been approved.”
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SIDE EFFECTS

B
ack in 2009 many hep C patients sought nontradi-
tional or herbal treatments—some of which physi-
cians consider dangerous—because the traditional
treatments were so awful. But today, Dr. Strader said,

“I think since word has gotten out about a cure for hepa-
titis C, most patients are coming into their doctors’ offices
for treatment rather than relying on alternative therapies.”

Side effects of the new drugs have been very mild.
They include rash, headache, GI upset, and malaise.
“There have been none of the changes in blood tests or
worsening of psychiatric disease that we sometimes saw
with previous treatments,” Dr. Strader said. “And none of
the side effects are long-term, as far as I’m aware.”

According to Dr. Ross, “We’ve had actually very few
serious side effects with Harvoni or Viekira Pak. By se-
rious, I mean something where someone dies or has to
be hospitalized. Probably more than 80 percent of pa-
tients who start on treatment finish it, with relatively few
stopping because of side effects.”

There is, however, the risk of developing drug re-
sistance.

“A key issue with these new drugs,” Dr. Ross said, “is
that they have to be taken religiously.” Noncompliance
must be resolved before a patient can be treated. Incon-
sistent treatment will not only fail to bring about a cure,
but may lead to drug resistance for that patient’s virus.

However, Dr. Ross emphasized, the idea is “not to wag
a finger at them and say, ‘Come back when you’ve
stopped drinking,’ but to say, ‘Drinking makes people less
likely to adhere to meds. What can we do to help you with
that issue?’ ”

There is also a danger that some new medications,
even when used properly, can cause drug-induced liver
injury. Although this is unusual, Dr. Ross said, “with so-
fosbuvir [Sovaldi], there have been patients who devel-
oped liver injury after taking the drug. But these are
patients who already had advanced liver disease.”

Having advanced or severe liver disease does not, by
itself, rule out treatment for hep C. “There is evidence
that treatment of hep C in those patients can actually re-
verse the damage,” Dr. Ross said. However, such patients
must be followed by a practitioner very experienced with
liver disease.

Some things, meanwhile, have stayed the same. Those
who are diagnosed with hepatitis C still must make
lifestyle changes that include cutting down or eliminating
alcohol consumption. For the most part, patients need to
adhere to good nutrition and health. 

During treatment, patients also must get in touch with
their physicians if they have any problems whatsoever.
Providers monitor patients, typically every four weeks,
to check for side effects and draw blood to detect any ef-
fects on the liver or kidneys, and—most importantly—to
see if the drug is working. 

“If somebody’s been taking it religiously for four
weeks and it doesn’t affect their virus,” Dr. Ross said,
“then, for whatever reason, it’s not going to work and
there’s no point in continuing on that drug. It could be
that the virus has become resistant.” Among patients he
has seen, resistance has been relatively low—under 5 per-
cent—but this issue needs careful attention because re-
sistance mutations are sometimes difficult to detect.

Other possible causes for the drug not to work include
drug interactions. If given with the HCV drugs, some
drug treatments can cause serious side effects.

PATIENTS WHO CAN’T BE TREATED

S
ome patients are not candidates for current hep C
treatments. These, according to Dr. Ross, fall into
three categories:

• Patients whose virus is resistant to these new drugs,
although “we’re anticipating that in the next three to
four years, there will be new drugs introduced that will
get through that.”

• Patients who can’t or won’t take the drugs consistently.
Heavy drinking or other substance abuse can be a
marker for noncompliance. But not always. On the
other hand, “If someone only shows up occasionally
for clinic even though they’ve got scheduled appoint-
ments, then that’s somebody you don’t want to expose
to this drug now, as they might develop resistance,” Dr.
Ross said.

• Individuals who are terminally ill. “If they’ve got two
months left to live, you’re not doing these patients any
favors by treating them,” he said.

THE VA’S ROLE

“One thing that a lot of people don’t realize,” Dr.
Ross said, “is that we have, in the VA, a substan-

tial fraction of the entire treatment capacity for hep C for
the whole country.”

Aside from its standardized guidelines and dedicated,
well-trained providers, Dr. Ross listed the HCV Clinical
Case Registry among the VA’s strengths. Using this clin-
ical database, which electronically tracks every patient
diagnosed with hep C, the data can be used to discover
which patients are sickest and need treatment most ur-
gently, as well as to spot problems and identify any dif-
ference in cure rates between different facilities. On
occasion, the system has detected an incorrectly written
prescription before it could cause harm, and guarded
against prescribing a drug for the wrong genotype.

Among the VA’s challenges, Dr. Ross included “a pa-
tient population that typically is sicker and older than the
non-VA population.” The average age in the VA of a hep
C patient, he said, is close to sixty. “Frequently, they have
the type of problems I’ve described, as well as other med-
ical problems,” making it complicated to treat them for
hep C. In addition, the VA has a fixed budget, “so paying
for these drugs—and this is true across the country—re-
mains a challenge.”

“If I have anything to say about it, the VA is not going
to compromise,” Dr. Ross added. “I believe that in the
next five years we can offer treatment to everybody who
is a good treatment candidate.”

THE ISSUE OF COST

T
he VA, along with Medicare and Medicaid, faces a
dilemma due to the billions of dollars they have spent
on curing hepatitis C since the new drugs were ap-
proved in 2013. This has been the subject of debates

in Congress and negotiations for discounts with pharma-
ceutical corporations.

Treatment at the VA “is based on what’s best for the
patient, not on their finances,” Dr. Ross said. “The copay
is the same regardless of which drug is prescribed. The
decision for the clinician is: What is the best drug for this
patient?”

When possible, he said, “using the most cost-effective
drug lets us treat the most patients.” But this applies only
if there is “no compelling reason to say this drug or this
regimen is better for the patient than the other. Money is
not the driver. We want to treat—and we will treat every-

body—although we’re not going to be able to do it im-
mediately.”

In the private sector, much depends on insurers. The
costs of Harvoni and Viekira are “probably within a cou-
ple of thousand dollars of one another,” Dr. Strader said.
“We get prior authorization from the insurance company,
and then proceed with treatment if approved. Both treat-
ments have a cost of between $70-85,000.”

If treatment is not approved by an insurance provider
on initial request, she said, “What we try to do is wait and
go back to the insurance company three to six months
later. I suspect that all HCV treatments will be covered by
insurance. The issue is who gets treated when. Many in-
surance companies are triaging patients; they have de-
cided that the sickest patients get treated first, followed
by patients without cirrhosis or symptoms.”

Asked whether the wait time has caused problems, Dr.
Strader said: “It’s difficult to say. Although my priority is
treating patients, I realize we are in a situation where there
are huge costs. Insurance companies have to decide for
themselves their triage criteria. The good news is that the
treatments are short-duration, so new patients can be cycled
into treatment over a period of months rather than years.”

WHAT’S ON THE HORIZON?

T
o achieve higher and higher cure rates, including
among people who failed treatment before, the VA
has established a lab at its Palo Alto facility that can
perform state-of-the-art resistance testing. “We’ve

asked any VA provider who has had a patient fail treat-
ment to send a sample there to see why,” Dr. Ross said.

The VA also has a postdoctoral fellowship program to
train psychologists in dealing with hep C-related prob-
lems, including situations that may disrupt treatment. This
program was developed at one VA facility, and now is in
eleven facilities.

Dr. Strader sees the goal as finding “a once-a-day, pan-
genotypic, oral pill that can be given for a short duration
and has greater than 95 percent cure rate. We are not there
yet. We have some very good drugs, but we use different
ones for different genotypes.”

“I still monitor my patients very carefully,” she added.
“We still watch to see if there are any relapses. There may
at some point be patients whose virus exhibits resistance
to the drug. We hope these medications will live up to the
good reputation that they have so far.”

“It is a good time to be in this field,” she said, “al-
though it’s also a tough time, because patients want to be
treated now, and due to the cost, we have to delay treat-
ment in some for a while.”

All in all, said Dr. Strader, “It’s quite remarkable that
in less than thirty years, we’ve gone from being able to
identify hep C in the blood to developing a cure. This is
a very exciting time to be treating patients with HCV. As
advancements continue, we may be able to make HCV a
disease of the past, like polio.”Ω

Good News on Hepatitis C
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FOR MORE INFORMATION
AASLD/IDSA recommendations: 
www.hcvguidelines.org

CDC testing recommendations for hepatitis C:
www.cdc.gov/hepatitis/hcv/guidelinesc.htm

USPSTF:
www.uspreventiveservicestaskforce.org/
Page/Document/UpdateSummaryFinal/hepatitis-
c-screening
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