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Introduction
In recent years, policymakers have focused considerable attention on the
challenge of the retirement of the baby boomer generation. But a related and
important public policy issue has not yet gotten significant attention. There
is the very real prospect that many members of this generation are on the verge
of developing serious and life-threatening liver disease resulting from
undiagnosed Hepatitis C virus (HCV) infection.
Millions of Americans are infected with HCV and do not know it. HCV typically has a significant period
with no noticeable symptoms. Unfortunately as time goes by, the virus causes increasing damage
to the liver. Eventually, many will experience advanced liver disease or liver cancer, both of which are
usually fatal.
For a variety of cultural and public health reasons, those infected are heavily concentrated in the generation
born in the quarter century following the conclusion of World War II. Current approaches to screening
and treatment have been ineffective for a significant percentage of the HCV population. If current practices
for screening for HCV remains in place, there will be quite predictable and damaging public health
consequences. Tens of thousands of aging baby boomers will die prematurely from the disease, and
many hundreds of thousands more will become very sick from impaired functioning of their livers.
This rapidly approaching public health crisis is far from a foregone conclusion. There is still time to take
action and prevent the worst-case scenario. The balance of this paper describes the public health
challenge HCV poses and the narrow window of opportunity that is available to take action and improve
the health of hundreds of thousands of Americans.
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The Unusual Nature
of the Public
Health Challenge
There are nearly 4 million Americans who are infected with HCV, making it the most
common blood-borne viral infection in the United States.1 And yet, despite its
prevalence, the disease has not been the focus of a great deal of public health
attention. That’s almost certainly due to the fact that most infected persons do not
experience serious adverse symptoms for many years after first becoming infected.
The population infected with HCV is heavily concentrated in the baby boomer generation due to a
confluence of cultural and public health factors. The virus is primarily transmitted by contact with infected
blood, something that occurred with much more frequency several decades ago due to the higher
participation in certain high risk activities at that time (most particularly, intravenous use of illicit drugs)
and a blood supply that was not screened for HCV.
In more recent years, as cultural attitudes toward drug use have shifted and the blood supply has been
better protected against contamination, new HCV infections have fallen precipitously.
The result is an unusual pattern of prevalence, with essentially one generation of Americans much more
heavily exposed to HCV than either the generation before or after it. And it is this generation that was
most heavily exposed to HCV that is now aging into the years during which HCV will cause serious
adverse health events.
As shown in Figure 1, more than 80 percent of all HCV-infected Americans come from those born from
1940 to 1970, even though Americans born in those years represent a little more than one-third of the
entire U.S. population. Only about 6 percent of all HCV-infected persons were born before 1940, and just
11 percent were born after 1970.

FIGURE 1:

HCV-Infected U.S. Population by Birth Year
Pre 1940, 167,379, 6%
Post 1970, 310,677, 11%

1940 to 1970, 2,461,586, 83%

Source: Concsequences
of a Hepatitis C Virus (HCV).
Millman, May 2009.
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Pyenson, B., Fitch,K., Iwasaki, K. Consequences of Hepatitis C Virus (HCV): Costs of a Baby Boomer Epidemic of Liver Disease, 		
Milliman, Inc., May 2009. Commissioned by Vertex Pharmaceuticals.
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The Natural History of HCV
The public health challenge posed by chronic HCV infection is compounded significantly by the frequent
long period between initial infection and debilitating symptoms. Most Americans with HCV don’t realize
they have it because they are asymptomatic. It often takes many years for the virus to progress to the stage
that damage to the liver produces adverse health consequences for the infected person. Eventually, a sizeable
subpopulation will experience advanced liver disease or liver cancer, both of which are ultimately fatal.
We are now at a point where large numbers of Americans born from 1945 to 1970 will be entering the
years in which they are at high risk of HCV-related complications. Today there are relatively small numbers
of HCV patients in this age group who currently have compensated or decompensated cirrhosis of the
liver,2 or who suffer from liver cancer as a result of HCV. As shown in Figure 2, in the coming years the
numbers of patients experiencing liver problems will rise very rapidly as the generation with large numbers
of HCV-infected members ages and the damage from HCV accumulates, assuming today’s approach
to screening and diagnosing the disease (called “risk-based screening”) remains in place. By 2026, the
number of Americans from this birth cohort experiencing serious liver problems or death from liver
disease will approach a million people.
FIGURE 2:

Onset of Serious Liver Disease Will Rise Rapidly
In Coming Years with Risk-Based Screening*
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*Patients could have more than one of these conditions, thus the
graph represents the high end of estimated cases.
Source: “Economic Model of a Birth Cohort Screening Program for
Hepatitis C Virus,” McGarry, Pawar, Parekh, Rubin, Davis, Younossi, Capretta,
O’Grady, and Weinstein, (Hepatology, 12/2/2011).

This coming surge of HCV-induced liver disease makes it clear that there is now a very limited window
of opportunity to head off this public health crisis. The number of Americans experiencing serious liver
disease can be reduced significantly with effective treatments. But that can only come about if more of
those infected with HCV are aware of their condition and enroll in treatment programs. There is still time
for that to occur, but not much time. By the end of this decade, it will be too late for several hundred
thousand Americans to avoid the damage that untreated HCV will cause to their health.

2

Compensated cirrhosis means that the liver is still managing to function despite partial scarring. Some people may experience no
symptoms at this stage, while others may experience: fatigue or loss of energy, weight loss or loss of appetite, nausea, abdominal pain,
spider angiomas (a red spot on the skin with tiny blood vessels radiating from it). As the scarring of the liver increases, symptoms of
decompensated cirrhosis appear: jaundice—the yellowing of the skin and whites of the eye, fluid buildup causing swelling in the legs
(edema) or abdomen (ascites), itching (caused by the excessive bile products), red, blotchy palms. In addition, for men, the disease
can cause growth of breast tissue and shrinkage of the testicles, easy bruising, excessive bleeding, and increased risk of infection.
http://www.georgetownuniversityhospital.org/body_dept.cfm?id=557735.
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State of Screening
and Treatment
State of HCV Screening
Before there can be any treatment for Hepatitis C, there has to be a diagnosis. Recent data suggest that up
to three-quarters of the prevalent HCV population remain unaware of their condition. Researchers have
found several possible reasons for this situation.3
First, lack of health insurance poses an obvious barrier to testing. In 2001, 30% of patients with HCV
were uninsured,4 and this number has likely increased since that time. Second, because HCV is usually
asymptomatic, patients without any other medical problems may not seek medical attention. Data from
the CDC’s National Health and Nutrition Examination Survey (NHANES) shows respondents lacking a usual
source of medical care were 19 times more likely to be unaware of their diagnosis. Finally, identification
of risk factors and testing for HCV may be a low priority for primary care physicians. It has been estimated
that provision of all recommended preventative care would consume 7.4 hours of each primary doctor’s
day, leaving no time for other tasks.5 Moreover, some of the questions that must be asked by a physician
to determine risk of HCV infection can be uncomfortable for both the physicians and patients, and
therefore tend to be avoided altogether.

State of HCV Treatment
There are six major strains (genotypes) of HCV. A patient may be infected with more than one genotype
at a time. Genotype 1 is the most common strain in the United States. Genotypes 1, 2, and 3 are found
worldwide. Genotype 4 is found throughout northern Africa. Genotype 5 commonly is found in South Africa.
Genotype 6 is common in Southeast Asia. Different genotypes respond differently to different treatments.
The current standard of care for treating chronic HCV is a combination of pegylated interferon and
ribavirin (IFN/RBV).6 Unfortunately, this treatment option is not highly effective and causes multiple
unwanted side effects. Only approximately 56 percent of treated patients experience suppression of the
virus to undetectable levels or a sustained virologic response (SVR) which, effectively, means they are
cured. Among the genotype 1 strain—the most common strain in the U.S.—only 46 percent of patients
experience suppression of the virus to undetectable levels.7
Moreover, interferon causes flu symptoms, cytopenia, depression, and headache, while ribavirin causes
severe anemia.8,9 A substantial fraction of patients require treatment interruption, fail treatment, or have
viral load rebound.
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Colvin HM, Mitchell AE. Hepatitis and liver cancer: A national strategy for prevention and control of hepatitis B and C. Washington,
D.C.: Committee on the prevention and control of viral hepatitis infections; Institute of Medicine; 2010. McHutchison JG, Bacon BR.
Chronic hepatitis C: an age wave of disease burden. Am J Manag Care. 2005;11:S286–95; quiz S307-11. Pyenson BS, Ficth K, Iwasaki K.
Consequences of hepatitis C virus (HCV): Costs of a baby boomer epidemic of liver disease. Milliman Report. New York, NY; May 2009.
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In May 2011, two new drugs were approved by the Food and Drug Administration (FDA) which should
significantly change the standard of care for HCV.10 The two drugs are the first new treatments for
Hepatitis C virus in 20 years. Both are members of a new class of drugs called protease inhibitors that
block replication of an enzyme that is crucial to the replication of the virus. Both drugs are meant to
be used only in conjunction with the standard therapy of peginterferon-alfa and ribavirin for genotype 1
patients. The clinical benefits from the new treatments are promising.
All projections used in this analysis assume that treatment with these new regimens will become the
standard of care. Estimates of health outcomes and treatment costs reflect the expected shift toward this
new standard of care.

The Role of the United States Preventive Services Task Force (USPSTF)
The United States Preventive Services Task Force (USPSTF) is a panel of nongovernmental public health
experts selected by the U.S. Department of Health and Human Services to review the peer-reviewed
scientific literature and produce recommendations for the use of clinical preventive services. The task
force members are chosen for their expertise and experience in the evaluation of clinical evidence and its
application to the care of patients.
The USPSTF’s role grew out of the public health need for expert advice on issues regarding disease prevention.
USPSTF recommendations are an important factor in determining which diseases are routinely screened with
testing in public and private insurance programs, and under what conditions such screening occurs.
In 2004, the USPSTF concluded that it did not have sufficient evidence to make a recommendation regarding
the screening of patients at high risk of HCV infection.11 The result is that screening today is largely left
to physician discretion, based on questioning of the patient by the physician to determine if an HCV test
should be conducted. In reality, most physicians find it difficult to raise with patients the kind of questions
necessary to assess risk for HCV infection (such as a prior history of intravenous drug use), as the conduct
that might constitute high risk could have occurred three or four decades earlier. Consequently, a riskbased screening approach is not likely to successfully identify the vast majority of HCV-infected individuals.
USPSTF has not yet endorsed moving toward a different type of screening approach, such as a one-time
effort to screen everyone of a certain age for HCV (called “age-based screening” or “birth-cohort screening”
in this study). The task force did not see sufficient success rates in treatment to justify the expense of
testing large numbers of Americans.12 However, that finding was based on earlier studies that did not
reflect the improved targeting of birth-cohort based screening or the recent introduction of significant
new treatment tools.13
USPSTF recommendations are important among physicians, and this is particularly so in the case of HCV
given that some physicians may not have previously considered screening and diagnosis of HCV a high
priority and there is some evidence indicating limited knowledge among primary care physicians of the
disease, its prevalence, and consequences.14,15
As mentioned, private insurers use the USPSTF recommendations to help make insurance coverage
decisions. Public insurers, such as Medicare and Medicaid, have done the same, especially in the area
of vaccines, but also in a range of other preventive services.
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Telaprevir is manufactured by Vertex Pharmaceuticals, the sponsor of this research. Boceprevir is manufactured by Merck and Co.
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The current clinical guidelines for the screening of HCV are published by the Centers for Disease Control and Prevention (CDC).
They state that people should be screened if they have behaviors or characteristics that put them at high risk for HCV infection, such
as injection drug users (current or past), recipients of a blood transfusion or organ transplant before July 1992 or clotting factor
concentrates produced before 1987, long-term dialysis patients, children born to HCV-positive women, and healthcare, emergency
medical, and public safety workers exposed to HCV. Centers for Disease Control and Prevention. See: A comprehensive strategy for the
prevention and control of hepatitis C virus infection and its consequences, Centers for Disease Control and Prevention, Summer 2001.
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Modeling Alternative
Future Paths
Two new studies, released in recent months, examine the clinical and cost
consequences of moving to an age-based screening protocol for HCV.16 The studies
were produced independently of each other, by separate research teams with
different funding sources.
These two studies came to the same conclusion—that screening for Hepatitis C based on age as
well as risk factors, will yield better clinical outcomes than maintenance of risk-based screening only,
and those improved clinical outcomes will be delivered with costs that are well within standard
cost-effectiveness parameters.
This new protocol would specifically target the baby boomer population, which is the segment of the
population most likely to be carrying the virus.
The two studies, referred to here as the McGarry et al. and Rein et al. studies, produced remarkably similar
estimates and thus came to broadly similar conclusions.
As shown in Figure 3, McGarry estimates that the current risk based screening approach captures only
33.6 percent of undiagnosed HCV cases. Rein’s model estimates that the current risk based protocol is
even less efficient, capturing only 21.0 percent of undiagnosed HCV cases. The Rein study estimates that
moving to age based screening would capture 85.9 percent of the targeted population, more than four
times those captured with risk-based screening.17 The McGarry study did not specifically try to estimate
the effectiveness of age-based screening but instead assumed universal participation for purposes of
establishing a baseline for other key clinical and cost measures.

FIGURE 3:

Percentage of HCV Cases Diagnosed Risk Based Screening
Versus Age Based Screening Results From Two Independent Studies
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Source: “Economic Model of a Birth Cohort Screening Program for Hepatitis C Virus,” McGarry, Pawar, Parekh, Rubin,
Davis, Younossi, Capretta, O’Grady, and Weinstein, (Hepatology, 12/2/2011).
“The Cost-Eﬀectiveness of Birth-Cohort Screening for Hepatitis C Antibody in U.S. Primary Care Settings,” Rein, Smith,
Wittenborn, Lesesne, Wagner, Roblin, Patel, Ward, and Weinbaum, Annals of Internal Medicine, published online 11/4/11.
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As with any progressive disease and especially with serious chronic disease, the earlier it is detected and
treatment begins, the greater the prevention of the serious and life threatening complications associated
with the disease. This is certainly the case with HCV.
Figure 4 compares the results of these two new studies. Both studies estimated significant clinical
improvements using this newer, more effective screening protocol, including:
•

166,000 to 203,000 fewer cases of compensated cirrhosis18 of the liver,

•

73,700 to 83,500 fewer cases of decompensated cirrhosis19 of the liver,

•

46,000 to 47,000 fewer cases of liver cancer,

•

9,600 to 15,000 fewer liver transplants, and

•

77,500 to 120,900 fewer deaths from Hepatitis C.

FIGURE 4:

Reductions in HCV-Related Disease Burden from
Implementing Birth-Cohort Based Screening
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*Cumulative clinical impact over the duration of the model.
Source: “Economic Model of a Birth Cohort Screening Program for Hepatitis C Virus,” McGarry, Pawar, Parekh, Rubin,
Davis, Younossi, Capretta, O’Grady, and Weinstein, (Hepatology, 12/2/2011).
“The Cost-Eﬀectiveness of Birth-Cohort Screening for Hepatitis C Antibody in U.S. Primary Care Settings,” Rein, Smith,
Wittenborn, Lesesne, Wagner, Roblin, Patel, Ward, and Weinbaum, Annals of Internal Medicine, published online 11/4/11.
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(1) “Economic Model for a Birth Cohort Screening Program for Hepatitis C Virus,” McGarry, Pawar, Parekh, Rubin, Davis, Younossi,
Capretta, O’Grady, and Weinstein, Hepatology, 12/2/2011.
(2) “The Cost-Effectiveness of Birth-Cohort Screening for Hepatitis C Antibody in U.S. Primary Care Settings Rein, Smith, Wittenborn,
Lesesne, Wagner, Roblin, Patel, Ward, and Weinbaum, Annals of Internal Medicine, published online 11/4/11. http://www.annals.org/
content/early/2011/11/03/0003-4819-156-4-201202210-00378.full
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McGarry, et al. assumed 100% screening over 5 years under birth cohort screening (BCS), so the 3.6 percent undiagnosed are only
those that die or progress to ALD before they have a chance to be screened.

18

Compensated cirrhosis of the liver refers to early liver damage in which the body functions well despite the damaged liver tissue.
Often times, patients with compensated cirrhosis show no symptoms of disease.

19

Decompensated cirrhosis means that the liver is extensively scarred and unable to function properly.
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As expected, an increase in detection and treatment will result in increased spending. However, the
reductions in HCV complications displayed in Figure 5 have the ability to offset a significant portion
of this new spending.
Figure 5 displays the incremental costs associated with moving toward a birth-cohort screening protocol
for HCV. Rein et al. did not report incremental costs in a manner consistent with McGarry et al., so only
the McGarry results are shown below. However, Rein et al. presented results that can be found in their
original article.20 The results reflect higher screening, diagnosis and treatment costs, as well as decreased
costs associated with less spending on patients with costly HCV complications.
Under birth-cohort screening, testing and diagnosis for HCV will increase health care costs by $3.8 billion
over the lifetimes of these patients (these figures are presented as “present values.”).21 Treatment costs will
show the biggest increase—$28.0 billion over the cohort’s lifetime—as nearly three times as many cases
will be treated with birth-cohort screening compared to risk-based screening. HCV management costs
will increase by $3.6 billion.22

FIGURE 5:

Changes in Lifetime Spending – Birth-Cohort Screening
Versus Risk-Based Screening*
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*Cumulative spending over the lifetime of the cohort (2011-2070).
Source: “Economic Model of a Birth Cohort Screening Program for Hepatitis C Virus,” McGarry, Pawar, Parekh, Rubin,
Davis, Younossi, Capretta, O’Grady, and Weinstein, (Hepatology, 12/2/2011).

20
“The Cost-Effectiveness of Birth-Cohort Screening for Hepatitis C Antibody in U.S. Primary Care Settings“, Rein, Smith, Wittenborn,
Lesesne, Wagner, Roblin, Patel, Ward, and Weinbaum, Annals of Internal Medicine, published online 11/4/11 – (see pages 37-38).
21

Present value calculations account for the time value of money. Payments that won’t be paid until next year are of less value that
the same payment if it were made today. The calculations here discount future payments and costs by 3 percent per year, the most
common discount percentage in cost effectiveness analyses.
22

If patient get treated and cured, their management cost (hospitalizations, lab tests, physician visits etc.) will be 0. If they do
not get treated or get treated but not cured, they will be still consuming health care resources, and that is what’s been captured
in “HCV management costs”.
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Offsetting a portion of these added costs are reductions in spending on major HCV complications.
With fewer cases of decompensated cirrhosis and liver cancer, as well as fewer patients in need of liver
transplants, health care spending associated with addressing these complications of advanced HCV would
fall by a combined $8.6 billion.
The overall net effect of moving toward systematic screening and treatment of HCV would be higher
health care spending, which is not surprising. The most relevant question is whether the improved clinical
outcomes are worth the expense.

Cost Effectiveness and Quality Adjusted Life Years
To assess whether or not such a cost is justified, economic analyses of medical interventions have
typically used a measure of “cost-effectiveness” known as “dollars per quality-adjusted life years (QALYs)
gained.” QALYs are a measure of benefit that takes into account clinical improvements for patients by
combining both improvements in the patient’s quality of life and improvements in survival. The costs
include any additional medical expense (in this case, of diagnosing and treating additional HCV patients)
less reductions in future spending associated with the patients’ clinical improvement. Thus a $/QALY
measure provides an indication of the relative clinical benefits on a dollar basis, that potentially can be
compared across populations, diseases and medical interventions.
Both studies used dollars per quality-adjusted life-year as their measure of cost effectiveness. Both teams
found that moving toward birth-cohort screening would be a very cost-effective intervention. As shown
in Figure 6, the present-value of future additional health spending from birth-cohort screening for HCV
would be between $19.0 and $26.7 billion over the next several decades. These patients would gain
between 532,300 and 707,896 additional quality-adjusted years of life. Spending for every additional
life-year gained, as estimated by these two research teams, is therefore between $35,700 and $37,720
(quality-adjusted), well below the thresholds used in most of Europe and the United States to determine
whether an intervention is cost-effective.

FIGURE 6:

Cost-Eﬀectiveness of Birth-Cohort Screening
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Source: “Economic Model of a Birth Cohort Screening Program for Hepatitis C Virus,” McGarry, Pawar, Parekh, Rubin,
Davis, Younossi, Capretta, O’Grady, and Weinstein, (Hepatology, 12/2/2011).
“The Cost-Eﬀectiveness of Birth-Cohort Screening for Hepatitis C Antibody in U.S. Primary Care Settings,” Rein, Smith,
Wittenborn, Lesesne, Wagner, Roblin, Patel, Ward, and Weinbaum, Annals of Internal Medicine, published online 11/4/11.
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Budget and Policy
Implications
Instituting a new approach for screening of HCV, with an emphasis on those born
between 1945 and 1970, largely the baby boomer generation, would have numerous
implications for the wider health system, the federal budget, and public health agencies.
In our current health financing arrangements, there is a bifurcation of financing responsibilities between
the public and private health insurers. The federal government heavily subsidizes insurance coverage for
those aged 65 and older and the disabled through the Medicare program, and for low income households
through Medicaid (states finance, on average, about 43 percent of the Medicaid program). Employers
sponsor insurance coverage for most of the working age population and their families. And, for the time
being, there remains a sizeable population of uninsured.
Moving quickly to implement screening of the population age 40 to 64 would have different cost implications
for federal and state governments and employers. Overall, the modeling of the research team indicates
that there will be a net increase in national health spending from moving forward with age-based screening
for HCV. But the costs would not be distributed evenly across age groups. Indeed, because the population
with a high prevalence of HCV is now mainly still in its working years, the majority of the costs of screening
and treatment will occur before the age of 65, while the clinical benefits from reduced liver complications
will occur frequently in patients after they turn age 65. The net effect is that the Medicare program stands
to gain from reduced overall costs by moving toward birth-cohort screening.
This net reduction in costs for the Medicare program only becomes apparent with estimates that go
beyond current practice in terms of the time horizon of the analysis. Typically, the Congressional Budget
Office will assess the budgetary implications of policy proposals for a ten-year period, which conforms
with the rules and practices established by the key congressional committees. But a ten-year analysis of
the costs and offsets of switching to age-based screening from today’s risk-based approach would omit
important information about the avoidance of costly complications for many hundreds of thousands of
patients. Consequently, a ten-year assessment of the net effects of age-based screening shows an overall
increase in costs of $29.4 billion, including a $4.9 billion increase in Medicare costs.
But, as shown in Figure 7, a longer term view reveals a different picture. On a present value basis, the
McGarry et al. model shows a net overall reduction in spending on the population age 65 and older of
$0.2 billion over the lifetimes of the examined cohorts, and a net increase in costs for those under the
age of 65 of $26.9 billion. Thus, the move toward birth-cohort screening results in a modest improvement
in Medicare’s long-term financial outlook, based entirely on reductions in spending for the costly
complications of untreated HCV.

FIGURE 7:

Distribution of Additional Present Value Costs
of Birth-Cohort Screening by Age of Patient Population
Under Age 65
Age 65 and Older
Total Cost Increase

+ $26.9 billion
- $0.2 billion
+ $26.7 billion

Source: Unpublished tables produced in conjunction with “Economic Model of a Birth Cohort
Screening Program for Hepatitis C Virus,” McGarry, et. al., (Hepatology, 12/2/2011).
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The total reduction in costs for medical expenses for those age 65 and older will be $7.1 billion (on a
present value basis), as shown in Figure 8. This savings will be offset somewhat by the added cost of
pharmaceutical treatment of HCV for these patients. The costs of screening and diagnosis, and the residual
cost of medical care for those diagnosed but not treated, would bring the total saving to $0.2 billion.

FIGURE 8:

Comparing Risk-Based and Birth-Cohort Screening:
Change in Present Value Costs for Age 65 and Older
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Source: Unpublished tables produced in conjunction with “Economic Model of a Birth Cohort
Screening Program for Hepatitis C Virus,” McGarry, et. al., (Hepatology, 12/2/2011).

Initially, the added costs of screening and treatment would add to the costs for the 65 and older population,
as shown in Figure 9. But, in time, as the clinical benefits from fewer elderly patients suffering from liver
disease accumulates, the decreased pressure on spending for management of HCV and its complications
would overtake the added costs of screening and treatment by 2025. The overall result is a net reduction
in costs for this age group and thus almost certainly for the Medicare program. Once the crossover point
is reached, the savings persists throughout the remaining lifetime of this cohort.

FIGURE 9:

Future Annual Spending on HCV for Age 65+:
Risk-Based vs. Birth-Cohort Screening
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Source: Unpublished tables produced in conjunction with “Economic Model for a Birth Cohort Screening Program
for Hepatitis C Virus,” McGarry et. al., (Hepatology, 12/2/2011).
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Conclusion
Seldom in the world of health policy are both the problems and the solutions
as clearly defined as they are in the fight against Hepatitis C.

1
2
3

The current screening protocol has proven ineffective at properly identifying Americans
at risk for this deadly disease.
The latest research shows that a new age-based screening protocol can significantly
increase the number of cases identified early enough to significantly decrease the deadly
and expensive complications that come with untreated HCV.
Spending will increase as more people are diagnosed and treated, but a significant
percentage of the increase will be offset by reduced spending on cirrhosis of the liver,
liver cancer, and liver transplants.

The policy choices are clear. It will require an investment to make these changes and provide better
treatment options for the millions of Americans with HCV. There is still time for a meaningful intervention
before HCV hits the baby boomer generation, and Medicare, with its full force.
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