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Abstract
Background The prevalence of diagnosed chronic hepatitis C virus (HCV) infection among pregnant women in the Netherlands is 0.26%, yet many cases remain undiagnosed. HCV screening and treatment of pregnant HCV carriers could reduce
the burden of disease and limit vertical transmission from mother to child. We assessed the impact of HCV screening and
subsequent treatment with new direct-acting antivirals (DAAs) among pregnant women in the Netherlands.
Methods An HCV natural history Markov transition state model was developed, to evaluate the public-health and economic
impact of HCV screening and treatment. Besides all 179,000 pregnant women in the Netherlands (cohort 1), we modelled
3 further cohorts: all 79,000 first-time pregnant women (cohort 2), 33,000 pregnant migrant women (cohort 3) and 16,000
first-time pregnant migrant women (cohort 4). Each cohort was analyzed in various scenarios: i no intervention, i.e., the
current practice, ii screen-and-treat, i.e., the most extensive approach involving treatment of all individuals found HCVpositive, and iii screen-and-treat/monitor, i.e., a strategy involving treatment of symptomatic (F1–F4) patients and follow-up
of asymptomatic (F0) HCV carriers with subsequent treatment only at progression.
Results For all cohorts, comparison between scenarios (ii) and (i) resulted in ICERs between €9,306 and €10,173 per QALY
gained and 5 year budget impacts varying between €6,283,830 and €19,220,405. For all cohorts, comparison between scenarios (iii) and (i) resulted in ICERs between €1,739 and €2,749 per QALY gained and budget impacts varying between
€1,468,670 and €5,607,556. For all cohorts, the ICERs (scenario iii versus ii) involved in delayed treatment of asymptomatic
(F0) HCV carriers varied between €56,607 and €56,892, well above the willingness-to-pay (WTP) threshold of €20,000 per
QALY gained and even above a threshold of €50,000 per QALY gained.
Conclusion Universal screening for HCV among all pregnant women in the Netherlands is cost-effective. However, it would
be reasonable to consider smaller risk groups in view of the budget impact of the intervention.
Keywords Hepatitis C virus · Pregnant women · HCV screening · Direct-acting antivirals
JEL Classification C00 · C02 · C3 · C30 · C31 · I00 · I1 · I10 · I19 · H00 · H61
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Introduction
Hepatitis C is a serious disease caused by infection with
hepatitis C virus (HCV). Worldwide 80–130 million people are chronically infected with HCV [1, 2]. Exposure to
the virus results in 80% of cases in a chronic infection [3].
Approximately 20% of chronically infected patients develop
serious HCV-related liver disease after onset of the infection
[4]. Currently, hepatitis C affects 8% of pregnant women
globally [5]. HCV may be transmitted vertically, mostly
perinatally, from mother-to-child [6–8]. With the development of new drug therapies which are highly effective and
well tolerated, there is a potential for these drugs to be used
by pregnant patients with hepatitis C [9]. HCV screening of
pregnant women potentially contributes to the goal of the
World Health Organization (WHO) to achieve 90% diagnosis of HCV and 80% treatment by 2030 worldwide through
scaling-up screening strategies and prevention of HCV transmission [10].
Two major developments have contributed to the demand
for HCV screening of specific risk groups. The first and most
important development is the improved HCV treatment with
direct-acting antivirals (DAAs) [11]. More than 90% of
chronically infected HCV patients are cured through DAA
treatment compared to only 50% with previous treatments
[12–14]. The second development is the increase of hepatocellular cancer (HCC) incidence, HCV infection being the
leading cause of HCC in western countries [15]. Screening
and DAA treatment of risk groups could prevent reinfection, new infections, HCC and vertical transmission from
mother-to-child.
The Health Council in the Netherlands has recommended
to investigate the cost-effectiveness of screening of pregnant women for HCV with subsequent DAA treatment
[16–18]. Prevalence of diagnosed chronic HCV infection
among women in the Dutch population is 0.26% (95% confidence interval (CI): 0.15–0.46%), which is similar to the
prevalence in the general population in Europe [17]. Firstgeneration non-western migrants are more likely to be HCVpositive (0.7–2.3%) than western women (0.1–0.4%) [18].
Notably, these immigrants represent 5.9% of the total Dutch
female population [19].
In industrialized countries, HCV is the most common
cause of chronic liver disease among children and perinatal
transmission is the leading cause of infection [20]. The current best estimate of vertical transmission risk is between
4.5 and 7.1% [21]. Treatment with DAAs during pregnancy
is not yet recommended, and lactation during treatment is
contra-indicated, because of a lack of information on potential toxicity [22]. However, it is conceivable that in the
near future DAA treatment of HCV-infected women during pregnancy becomes available, not only to limit disease
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progression in the patient, but also to prevent vertical transmission of the virus to the child.
The aim of this study is to estimate the public-health and
economic impact of HCV screening and treatment among
pregnant women from a public-health perspective [23]. In
particular, we estimated the health gains, cost-effectiveness
and the budget impact of implementing such a programme.
The results of our study can be used to reach a rational decision as to whether HCV screening and potential treatment of
pregnant women should be implemented in the Netherlands
and elsewhere [24].

Methods
Overview
A screening model linked to HCV-disease states within a
Markov model was used to evaluate the cost-effectiveness
(CE) of HCV screening of pregnant women, with initial
treatment during pregnancy, compared to current practice
(no screening and no intervention) from a health-care payer
perspective in the Netherlands. Our CE analysis includes
health benefits for pregnant women and their children, and
the corresponding budget impact. The costs and effects of
HCV screening and various modalities of subsequent treatment versus current practice were calculated for four cohorts
of pregnant women and were expressed in terms of incremental cost-effectiveness ratio (ICER), as further elaborated
below.

Model
We used a deterministic, HCV natural history, closed-cohort
Markov Model, as presented in Fig. 1. The model includes
annual cycles and a life-time horizon of 70 years, representing the approximate period from the age at which a woman
can become pregnant until her death. HCV carriers were
classified in METAVIR scores F0–F4. F0 is a (fully) healthy,
but HCV-infected, state. F1-F3 represent mild to severe
stages of liver fibrosis. F4 represents liver cirrhosis. In the
model, patients with METAVIR score F4 may develop hepatocellular cancer (HCC), decompensated cirrhosis (DCC)
and, subsequently, patients with DCC can progress to liver
transplantation (LT). LT-patients move to the follow-up
state (post-LT). Post-LT patients are described as patients
during the first 12 months after their liver transplantation.
After 1 year, they move to the follow-up state post-LT + until
their death. Without screening, HCV-infected patients generally develop symptoms in a late stage of infection [18,
25]. Implementation of screening will result in detection
of increased numbers of asymptomatic patients [26] and,
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Fig. 1  Markov Model for
chronic hepatitis C progression of disease. METAVIR
score: F0, F1, F2, F3, F4. SVR:
sustained virologic response.
HCC hepatocellular cancer,
DCC decompensated cirhossis,
LT liver transplantation. LRD:
liver-related death. *In case of
treatment failure, patients will
be in the same METAVIR state
after the treatment

later on, fewer patients with fibrosis or cirrhosis relative to
the current situation without screening. In this study, we
assumed that testing a cohort comprising of all pregnant
women is a ’one-time’ screening for each women (independent of the number of pregnancies), rather than having repeat
testing in their potential subsequent pregnancies.
In the model, we used a conservative sustained virologic
response (SVR) of 95% for patients with METAVIR scores
of F0, F1, F2 and F3, and 90% for F4 patients [11]. We
only included treatment regimens for 12 weeks, independent
on the METAVIR scores and in accordance with the Dutch
HCV-guidelines [27, 28]. It was assumed that if patients
were not cured, they proceed to the next lower health state.
Vertical transmissions are included in the model as potentially prevented HCV infections, after screening of the mothers and subsequent DAA treatment. The probabilities to
move from one health state to another are given in Table S1
of the Appendix.

Hepatitis C virus testing
The first HCV screening step represents a serologic antibody test to determine the presence of a current or past HCV
infection. The second test is a reverse-transcription polymerase-chain reaction (RT-PCR) viral RNA test to confirm the
serologic test, and to determine whether the HCV infection
had been cleared spontaneously. The RT-PCR test has a sensitivity between 61.0% and 81.8% and a specificity between
97.5 and 99.7% [29]. The third test concerned a fibroscan

examination, which is a quantitative analysis technique to
support the diagnostics of liver fibrosis in patients and to
determine the METAVIR score (F0-F4). Individuals are
screened first for anti-HCV antibodies and, if found positive,
are subsequently screened for HCV RNA. Outpatient visit
consultation costs were included for each test. For individuals who are RNA-positive, we incorporated fibroscan costs
for disease staging.

HCV treatment
The annual costs for DAA treatment were assumed at their
list price levels in the Netherlands [30]. Weighted average
treatment costs for DAA were estimated at €34,000 based
on actual use of DAA medication (Sofosbuvir, Ledipasvir/
Sofosbuvir, Grazoprevir/Elbasvir, Velpatasvir/Sofosbuvir, Daclatasvir, Ombitasvir/Paritaprevir/Ritonavir) for a
12-week treatment period in 2018 [31]. We did not consider
other treatments for HCV infection, such as protease inhibitors, ribavirin or PEG-interferons. For the budget-impact
analysis, we included total medical costs in the first 5 years,
costs of HCV treatment, screening costs and follow-up costs
with possible HCV-related diseases.

Cohorts of pregnant women in the Netherlands
included in the model
The pregnant women included for HCV screening in this
study are between 20 and 45 years of age, with an average
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age of 29 [19, 32]. We excluded women with recurrent
HCV infection, women with HIV infection and injecting
drug users [33]. In this study, we considered four different
cohorts of pregnant women. The characteristics of the four
cohorts were obtained from Statistics Netherlands (CBS);
we took the average size of the years 2000 to 2017. Details
of the cohorts, including size, HCV prevalence and vertical
transmission estimates [21], are as follows:
(i) All Dutch pregnant women, with an HCV prevalence
of 0.26% and cohort size of 179,000, with 465 HCV
cases and 27 (range 22–32) vertical transmissions.
(ii) All Dutch pregnant women during first-time pregnancy, with an HCV prevalence of 0.37% and cohort
size of 79,200, with 292 HCV cases and 18 (range
14–21) vertical transmissions.
(iii) First-generation non-western pregnant migrants, with
an HCV prevalence of 0.70% and a cohort size of
33,000, with 231 HCV cases and 14 (range 11–16)
vertical transmissions.
(iv) First-generation non-western pregnant migrants during first-time pregnancy with an HCV prevalence of
1.0% and a cohort size of 16,000, with 160 HCV
cases and 10 (range: 8–11) vertical transmissions.

Utilities of HCV health states
Quality of life depends on the state of health and the age of
the pregnant woman. In the model, all HCV health states
were assigned a particular utility, ranging from 0 to 1. Utility
0 reflects death and utility 1 reflects full health without any
complaints. The utility of HCV-positive, but asymptomatic,
patients (F0) was reduced with 0.02 [34, 35], because of
reasons of anxiety and worries and among these individuals.
Utilities after successful treatment were assumed to increase
by 0.05 [36]. The utilities are presented in S1 of the Appendix. Quality-adjusted life years (QALYs) were calculated
as the product of remaining life years of the patient in a
particular health state after the intervention (screening and
monitoring or treatment) and the quality of life after the
intervention [36].

Scenarios
We investigated three scenarios with different comparisons
between the scenarios. Scenario i, the no-intervention scenario, reflects the current practice of absence of screening.
Scenario ii, the screen-and-treat scenario, reflects the most
extensive approach with DAA treatment of all individuals
found HCV-positive after screening. Finally, scenario iii,
the screen-and-treat/monitor scenario, reflects the approach
in which, after screening, the F0 patients are not treated but
actively monitored (and, if indicated, treated later on). We
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specifically considered this third scenario to avoid delayed
overtreatment. Indeed, 20% of asymptomatic HCV-infected
individuals spontaneously clear the virus and, in addition,
approximately 80% of chronically infected patients will
never develop HCV-related liver disease [37]. Obviously,
one does not know a priori which patients will develop
chronic infection and symptoms of disease. Therefore, we
chose to periodically monitor these patients. We assumed
that just monitoring asymptomatic HCV carriers instead
of treatment would contribute to lower treatment costs and
result in higher patient value.
Three comparisons between the different scenarios were
performed:
• Scenario ii versus scenario i, reflecting screening and

treatment of all HCV-positive patients versus the current
practice of no intervention.
• Scenario iii versus scenario i, reflecting treatment of
symptomatic (F1–F4) patients and monitoring of asymptomatic (F0) HCV carriers versus the current practice.
• Scenario iii versus scenario ii, focusing specifically on
the additional costs and health gains due to immediate
treatment of all F0 HCV carriers versus just monitoring
these asymptomatic individuals until some of them progress to disease.
As avoidance of mother-to-child transmission of HCV
is one of the most important reasons for HCV screening
and treatment of pregnant women, vertical transmissions are
explicitly taken into account in the model. Specifically, we
included the effects of vertical transmission on the healthcare costs, treatment costs and QALYs for the (unborn)
children.

Incremental cost‑effectiveness ratio and budget
impact analyses
We express the cost-effectiveness of the different scenarios
described above in terms of incremental cost-effectiveness
ratio (ICER), using the following formula:
)
) (
(
ICER = C1 − C0 ∕ E1 − E0 ,
in which C represents the costs and E the quality-adjusted
life years (QALYs); subscript 1 represents the case where the
intervention has been applied and subscript 0 represents the
case where the intervention has not been applied. Therefore,
the ICER represents the costs per quality-adjusted life year
(QALY) gained. In the Netherlands, ICERs are considered
against an informal willingness-to-pay (WTP) threshold of
€20,000 per QALY gained [38]. Notably, we also considered
a WTP-threshold of €50,000 per QALY gained, reflecting
the burden of disease [39].

79

Cost‑effectiveness of hepatitis C virus screening, and subsequent monitoring or treatment…

The budget-impact analysis gives a perspective on total
future HCV-related costs. For the budget-impact analysis,
we included direct medical costs, costs of HCV treatment
and costs of screening, in the first 5 years, 10 years and
15 years of implementation of screening according to the
budget impact guidelines [40]. The total costs were discounted with an annual rate of 4%, the QALYs were discounted with 1.5%, according to Dutch guidelines [41].
Price levels in the year 2018 were applied.

Sensitivity analyses
A one-way sensitivity analysis was performed to estimate
the effect of variation in specific parameters on the ICER
and to determine which parameter has the most pronounced
effect on the ICER. The parameters were varied between
minus 10% and plus 10% of the base-case parameter value.
The prevalence was varied in the range of the 95% CI of the
HCV prevalence of 0.26% (0.15–0.46%).
A probabilistic sensitivity analysis (PSA) was performed
to assess the uncertainty around the different input parameters and the effect on the CER. Here, input parameters are
considered as random quantities based on the underlying
parameter distributions. For every simulation (5000 in total),
the parameters were sampled from the parameter space of
95% CI. If the 95% CI was unknown for a specific parameter,
we varied the parameter between minus 10% and plus 10%,
following a triangle distribution. All variables and ranges
are represented in Table S2 of the Appendix.

Results
Health benefits due to HCV screening and treatment
We first determined the health benefits involved in implementation of HCV screening and DAA treatment among
pregnant women in The Netherlands. In all four cohorts,
we found significant reductions in liver disease after 2–3
decades, specifically a reduction of 30% in DCC, of 37%
in HCC, of 27% in liver transplantation (LT) and of 34% in
liver-related death (LRD). We also found significant reductions in vertical HCV transmissions. Since each cohort
consists of a different number of pregnant women with a
specific HCV prevalence, the absolute number of avoided
vertical transmission varied between the different cohorts.
Specifically, in the cohort of all pregnant women, we found
27 avoided cases of vertical transmission, in the cohort of
first-time pregnant women 18 avoided cases, in the cohort
of pregnant migrants 14 avoided cases, and in the cohort of
first-time pregnant migrants 10 avoided cases.

Cost‑effectiveness and budget‑impact of HCV
screening and treatment
We subsequently determined the cost-effectiveness and
budget impact of HCV screening and treatment among the
four cohorts of pregnant women following the different scenarios and comparisons. Table 1 presents an overview of the

Table 1  The total costs, QALYs, incremental costs, QALYs gained
and cost-effectiveness (ICERs) of three different scenarios in four
pregnant cohorts in the Netherlands: incremental costs and QALYs
and ICERs reflect the comparison with the previous scenario, except

for the values provided between parenthesis, which compare the
respective last and first scenarios (screen-and-treat versus no intervention)

Cohort

Scenario

QALYs Incremental cost

All pregnant women

No intervention
€1,545,141 1362
Screen-and- treat/monitor €6,124,234 3028
Screen-and-treat
€21,200,440 3294

First-time pregnant women

No intervention
€948,419
834
Screen-and-treat/monitor €3,397,186 1857
screen-and-treat
€12,623,974 2021

All pregnant migrant women

No intervention
€782,804
691
Screen-and- treat/monitor €2,349,137 1535
screen-and-treat
€10,006,625 1669

First-time pregnant migrant
women

No intervention
€531,200
Screen-and- treat/monitor €1,527,568
screen-and-treat
€6,710,574

Total cost

468
1041
1132

n.a
€ 4,579,093
€15,076,206
(€19,655,299)
n.a
€2,448,767
€9,226,788
(€11,675,555)
n.a
€1,566,333
€7,657,488
(€9,223,821)
n.a
€996,368
€5,183,006 (€6,179,374)

QALYs gained ICER
n.a
1666
266
(1932)
n.a
1023
164
(1187)
n.a
844
135
(978)
n.a
573
92
(664)

n.a
€2749
€56,677
(€10,173)
n.a
€2393
€56,260
(€9834)
n.a
€1857
€56,722
(€9431)
n.a
€1739
€56,337 (€9306)

ICER incremental cost-effectiveness ratio, na not applicable, QALY quality-adjusted life year; (..) comparison between screen-and-treat versus
no intervention
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results. For each of the cohorts, the table shows the values
of the ICER for comparisons between the two respective
intervention scenarios and the scenario; no intervention
(current practice), Table 1 also presents the ICERs for scenario screen-and-treat versus screen-and-treat/monitor and
in Table 2 the total 5 years, 10 years and 15 years budget
impact (BI) of the different interventions. Below, we further
elaborate on the results obtained for each of the cohorts.

€11,329,356 over 5 years, €11,495,996 over 10 years and
€11,737,955 over 15 years (Table 2). The second comparison between screen-and-treat/monitor and no intervention
resulted in 1023 QALYs gained with estimated incremental costs of €2,448,767 and an ICER of €2393 per QALY
gained. The estimated total budget impact of this scenario
was €2,691,789 over 5 years, €2,920,865 over 10 years and
€3,112,373 over 15 years. (Table 2).

All pregnant women

All pregnant migrant women

The screen-and-treat scenario versus no intervention,
involving treatment of all HCV carriers (F0-F4), and current practice, in the cohort of all pregnant Dutch women
yielded 1932 QALYs with incremental costs estimated at
€19,655,299, resulting in an ICER of €10,173 per QALY
gained. The associated total BI at 5 years of this intervention was estimated at €19,220,405, €19,370,568 over 10
years and €19,498,491 over 15 years (Table 2). The second
comparison involved the more restrictive screen-and-treat/
monitor scenario versus no intervention. This comparison
resulted in a gain of 1666 QALYs with incremental costs
estimated at €4,579,093, resulting in a considerably lower
ICER of €2749 per QALY gained. The total BI 5 years
of this comparison was also considerably lower than that
of scenario screen-and-treat at an estimated €5,607,556,
€5,893,455 over 10 years and €6,132,468 over 15 years
(Table 2).

Within the smaller cohort of pregnant migrants, comparison
of the screen-and-treat scenario among all HCV carriers
with no intervention, resulted in 978 QALYs gained and
estimated incremental costs of €9,223,821, resulting in an
ICER of €9,431per QALY gained. The total budget impact
of this screening scenario was estimated at €9,323,994
over 5 years, €9,451,528 over 10 years and €9,560,174
over 15 years (Table 2). Comparison between the screenand-treat/monitor and the no intervention scenarios in this
cohort yielded 844 QALYs gained at estimated incremental costs of €1,566,333, resulting in an ICER of €1857 per
QALY gained. The total BI of this scenario was estimated
at €1,734,575 over 5 years, 1,781,845 over 10 years and
1,823,324 over 15 years (Table 2).

First‑time pregnant women
In the cohort of all first-time pregnant women, comparison of the screen-and-treat scenario with the no-intervention yielded 1187 QALYs at estimated incremental costs
of €11,675,555, resulting in an ICER of €9834 per QALY
gained. The total BI of this scenario was estimated at
Table 2  Budget impact analysis
at 5, 10 and 15 years of HCV
screen-and-treat scenario
and screen-and-treat/monitor
scenario, among four different
cohorts of pregnant women in
the Netherlands

All pregnant women
Screen-and-treat/monitor
Screen-and-treat
First-time pregnant women
Screen-and- treat/monitor
Screen-and-treat
All pregnant migrant women
Screen-and-treat/monitor
Screen-and-treat
First-time pregnant migrant women
Screen-and-treat/monitor
Screen-and-treat
BI budget impact
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First‑time pregnant migrant women
Limiting the intervention to the cohort of first-time pregnant migrants further improved cost-effectiveness results,
with the most favorable outcomes for the screen-and-treat/
monitor scenario. Specifically, comparison in this group
between the screen-and-treat and no intervention scenarios yielded 664 QALYs gained at incremental costs
of €6,179,374, resulting in an ICER of €9,306 per QALY
gained. The total BI over 5 years of this screening scenario
BI 5 years

BI 10 years

BI 15 years

€5,607,556
€19,220,405

€5,893,455
€19,370,568

€6,132,468
€19,498,491

€2,691,789
€11,329,356

€2,920,865
€11,495,996

€3,112,373
€11,737,955

€1,734,575
€9,323,994

€1,781,845
€9,451,528

€1,823,324
€9,560,174

€1,468,670
€6,283,830

€1,472,211
€6,371,987

€1,558,772
€6.547,087

Cost‑effectiveness of hepatitis C virus screening, and subsequent monitoring or treatment…

was estimated at €6,283,830, €6,371,987 over 10 years and
€6.547,087 over 15 years (Table 2). The screen-and-treat/
monitor scenario yielded 573 QALYs gained at incremental costs of €996,368, resulting in an ICER of €1,739 per
QALY gained. The total BI of this screen and monitor/
treat scenario was estimated at €1,468,670 over 5 years,
€1,472,211 over 10 years and €1,558,772 over 15 years
(Table 2).

Effects of delayed treatment of F0 HCV carriers
We conducted an additional comparison (Table 1) between
scenarios screen-and-treat versus screen-and-treat/monitor. This comparison zooms in on the costs and health
gains involved in the immediate treatment of asymptomatic (F0) HCV carriers. Many of these F0 patients
would never develop disease if left untreated, and thus
in scenario screen-and-treat/monitor they are treated
potentially delayed. In all four cohorts, the comparison
between scenarios screen-and-treat/monitor and screenand-treat yielded very high ICERs, ranging from €56,260
per QALY gained for the screen-and-treat scenario for
first-time pregnant women and €56,722 per QALY gained
for the screen-and-treat scenario for all pregnant migrant
women. Besides all scenarios for this comparison are
not cost-effective, indicating that treatment of F0 HCV
carriers is not cost-effective against a WTP-threshold of

81

€20,000 per QALY gained; it is not even cost-effective
against a threshold of €50,000 per QALY gained [39].

Effects of vertical transmission
As indicated above, HCV screening and treatment of pregnant women prevents significant numbers of vertical transmission cases. Yet, the effects of vertical transmission on
the ICERs of the screen-and-treat and the screen-and-treat/
monitor scenarios remain limited. This is primarily due to
the relatively low rate of vertical transmission of 4.5–7.1%
[21]. With inclusion of vertical transmission in the Markov
model, the ICERs for the four different cohorts range
between €9306 and €10,173, and without inclusion of vertical transmission in the model, the ICERs range between
€8780 and €9703.

Sensitivity analyses
We performed both a one-way sensitivity analysis and
a probabilistic sensitivity analysis (PSA), to assess the
effect of parameter uncertainty on the cost-effectiveness
outcomes. The effect of the cohort size on the ICER
outcomes was found to be minimal. Here, we present
the result on the univariate sensitivity analysis for the
screen-and-treat/monitor versus no intervention scenario
in the cohort of first-time pregnant migrants. This is the
scenario with the most favorable cost-effectiveness. The
one-way sensitivity-analysis for this scenario in this

Fig. 2  One-way sensitivity analysis for the comparison between the screen-and-treat/monitor and no intervention scenarios among first-time
pregnant migrants. The diagram shows the change in the ICER when each parameter is increased or reduced with 10%
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cohort shows that the cost-effectiveness outcome is most
sensitive to variation in the prevalence of HCV (Fig. 2).
For the screen-and-treat versus no intervention scenario
in the same cohort, the cost-effectiveness outcome was
most sensitive to variation in medication price (Fig. 3).
For the screen-and-treat versus screen-and-treat/monitor
scenario, monitoring disutility is most sensitive to variation (Fig. 4).
The results of the CEAC are presented in Figs. 5 and 6.
These results indicate that, among the four cohorts investigated, the ICERs for both the screen-and-treat versus
no intervention and screen-and-treat/monitor versus no
intervention scenarios remain well below the informal
Dutch WTP-threshold of €20,000 per QALY gained.
Overall, the results of the PSA showed limited variation
around the mean cost-effectiveness estimate upon varying
the model inputs independently, underlining the robustness of the model.
Finally, Fig. 7 shows the respective cost-effectiveness
acceptability curve based on varying the WTP-threshold.
These results indicate that among the four cohorts investigated, the ICERs for screen-and-treat versus screenand-treat/monitor is not below the informal Dutch WTPthreshold of €20,000 per QALY gained.
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Discussion
Our study demonstrates that, after screening of pregnant
women, identification of HCV patients at early METAVIR
stages and implementation of DAA treatment would prevent
one out of three liver-related diseases caused by HCV on the
long term. In addition, depending on the specific screening/
treatment strategy, the size and the HCV prevalence of the
cohorts, HCV screening and treatment results in prevention
of 10–27 vertical transmissions in the Netherlands.
Our present study demonstrates that HCV screening of
pregnant women and subsequent immediate treatment of
all HCV-positive individuals with DAAs is a cost-effective
intervention in the Netherlands. This applies not only to
the cohorts of non-western migrant women in the Netherlands with a relatively high HCV prevalence, but also to the
cohorts of all pregnant Dutch women in which on average
the HCV prevalence is lower. Indeed, in all four different
cohorts studied, the ICERs of the screen-and-treat versus no
intervention scenario were similar, varying between €9306
and €10,173 per QALY gained, and thus remained well
below the WTP-threshold of €20,000 per QALY gained.
Still considerably lower ICERs were obtained for the
screen-and-treat/monitor scenario in which only the symptomatic F1–4 patients are treated and the asymptomatic F0
HCV carriers are just monitored until some of them progress

Fig. 3  One-way sensitivity analysis for the comparison between the screen-and-treat and no intervention scenarios among first-time pregnant
migrants. The diagram shows the change in the ICER when each parameter is increased or reduced with 10%
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Fig. 4  One-way sensitivity analysis for the comparison between the screen-and-treat and screen-and-treat/monitor scenarios among first-time
pregnant migrants. The diagram shows the change in the ICER when each parameter is increased or reduced with 10%

Fig. 5  Cost-effectiveness planes for the comparison between the screen-and-treat/monitor and no intervention scenarios among the four cohorts
of pregnant women
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Fig. 6  Cost-effectiveness acceptability curve (CEAC) for the comparison between the screen-and-treat and no intervention scenarios among the
four cohorts of pregnant women

Fig. 7  Cost-effectiveness acceptability curve (CEAC) for the comparison between the screen-and-treat and screen-and-treat/monitor scenarios
among the four cohorts of pregnant women
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to disease. Indeed, for this scenario the ICERs among the
different cohorts varied between only €1739 and €2749 per
QALY gained, the most cost-effective result being obtained
for the cohort of first-time pregnant migrant women.
While, as indicated above, the ICER of HCV screening and treatment (or monitoring of F0 and treatment of
F1–4 patients), remained below the Dutch WTP-threshold
of € 20,000, the budget impact of these interventions was
substantially different between the four cohorts. Clearly,
the budget impact is directly proportional to the size of
the cohort, and thus was much higher for the cohorts of all
pregnant Dutch women, as opposed to the migrant women.
For the screen-and-treat scenario, the budget impact varied
between €6,283,830 and €19,220,405 in the migrant cohort
and all pregnant women, respectively. Also, the extent of
treatment strongly affects the budget impact. For example,
in the cohort of all pregnant women, the budget impact of
the screen-and-treat/monitor scenario was, with €5,607,556,
much lower than the €19,220,405 of the screen-and-treat
scenario. Likewise, in the cohort of migrant women, the
budget impact varied substantially between these two scenarios, ranging from €1,734,575 and €9,323,994.
The above results illustrate that implementation of a strategy of active monitoring of F0 patients, rather than immediate treatment of these asymptomatic individuals, represents
an effective way of reducing the costs of HCV screening and
treatment. The reason is that approximately 20% of HCVinfected individuals spontaneously clear the virus, while
furthermore 80% of those who do become chronic HCV
carriers, will never develop HCV-related liver disease [42].
Clearly, postponing treatment of F0 patients saves potentially unnecessary costs. Accordingly, restriction of treatment to F1–4 patients represents the most cost-effective
scenario and thus contributes to optimization of value for
HCV patients. This is also illustrated by the comparison of
our scenarios ii and iii, resulting in an ICER above €50,000
per QALY gained in all cohorts studied, which directly demonstrates that treatment of F0 patients is not cost-effective. A
66% DAA discount, in the comparison of screen-and-treat
versus screen-and-treat/monitor all HCV-infected pregnant
women, would be cost-effective at a threshold of €20,000
per QALY gained, in different cohorts of pregnant women.
66% discount, is comparable with the discount rate from
biologicals versus biosmilars in the Netherlands, therefore
in the future screen-and-treat could also be a cost-effective
scenario compared to screen and monitoring [43].
While just monitoring of asymptomatic chronic HCV
carriers does reduce costs, it does not prevent spread of the
virus through vertical transmission from mother-to-child.
Monitoring of F0 carriers does not prevent HCV infection
in subsequent pregnancies either; our model did not take
further transmission of HCV and spreading of infection into
account in untreated women. In this respect, our model can
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be considered to reflect a conservative estimate of cost-effectiveness. Inclusion of transmission effects beyond the child
would further enhance the cost-effectiveness profile. However, these effects do not outweigh the benefits of restricting
treatment to F1–4 patients. We therefore conclude that monitoring of F0 HCV-positive patients instead of immediate
treatment prevents significant costs and thus results in the
most favorable cost-effectiveness with a substantially lower
budget impact [44].
In this study, we focused on screening of pregnant women
and subsequent treatment of HCV-positive individuals with
DAAs. However, currently, HCV treatment with DAAs is
contraindicated for pregnant women, because of a lack of
studies regarding direct teratogenic effects and pharmacological effects later in life of the offspring. Consequently,
under the present circumstances, HCV-positive mothers
can only be treated after childbirth and thus only children
from subsequent pregnancies would be protected. According to Bernstein et al., universal HCV screening and treatment with DAAs during pregnancy is on the horizon [45].
Clearly, these interventions should be urgently evaluated for
safety and implemented if appropriate [46]. Several studies
regarding DAA treatment of HCV infection during pregnancy are ongoing. For example, the results of a phase I
study in Magee Women’s Hospital in Pittsburgh are expected
to be presented in 2020 [47]. In the future, we anticipate a
development for HCV screening and treatment similar to
that in the case of HIV/AIDS, where HIV-positive women
are treated with combination antiretroviral therapy (cART)
to prevent mother-to-child transmission of the virus [33,
48]. Perinatal transmission is the primary HCV transmission route among children responsible for 70–90% of cases.
Many children often remain untested and potentially HCV
undiagnosed. Therefore, next to the direct benefit of treatment for the women in curing their infection and preventing
serious liver-related diseases, benefits for the child exist in
avoiding HCV with possible extrahepatic effects of HCV
infection in childhood and significant reductions in both
physical and psychosocial health as well as in cognitive
functions.
The outcome of our study that HCV screening and treatment of pregnant women in the Netherlands is a cost-effective intervention against the informal Dutch WTP-threshold
of €20,000 per QALY gained, is in apparent disagreement
with the findings of Urbanus et al. [18] in 2013. These
authors estimated that only if costs per treatment were to
decline to €3750 (a reduction in price of €31,000), screening
of all pregnant women would be cost-effective. However,
the results of Urbanus et al. [18] were obtained before the
introduction of the highly effective DAAs in 2015. Now, it
appears that screening and DAA treatment, of HCV-positive
individuals would be a cost-effective intervention. Nonetheless, as discussed above, screening of the entire population
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of pregnant women is not necessarily preferred, because
of the large budget impact of the intervention and the low
HCV prevalence in the total Dutch population. Kracht et al.
have proposed “micro-elimination” of HCV by screening
and treatment of various pre-defined HCV risk groups [49].
These authors concluded, in agreement with our results, that
HCV screening of risk groups is the most pragmatic and
efficient approach.
Our study could be helpful with decisions on the implementation of HCV screening programmes in Europe. The
estimated fraction of HCV cases that remain undiagnosed in
the general or proxy populations in Europe ranges between
20% in Denmark to 91.2% in Greece [50]. Razavi et al. estimated the overall proportion of undiagnosed HCV cases in
the EU at 64% [1]. DAA treatment of HCV in pregnancy
is not (yet) in clinical guidelines, our model is hypothetical currently in that respect. The main difference between,
for example, the ASSLD/IDSA-guidelines and our model
is that we assumed that pregnant women are treated with
DAAs after HCV diagnosis during pregnancy. A simplified
treatment algorithm [51], for treatment-naive patients without cirrhosis, possibly would reduce the costs in the model,
which could also improve the performance of treatment, corresponding with favorable to cost-effectiveness [52].
This study reflects a single cohort model in the Netherlands, with effects on children for that specific cohort.
Our current analysis does not include future pregnancies
in the very same cohorts. In the future, the total amounts
of screened and treated pregnant women will be lower and
preferably result from the standard prenatal screening for
infectious diseases, which means higher numbers to screen
to identify patients, but also less patients to be treated with
relatively expensive treatments. Our study demonstrates that
screening and monitoring or treatment of smaller subgroups
of pregnant women is highly cost-effective approach and has
a comparatively low budget impact in The Netherlands. On
the other hand, in other countries with a higher HCV prevalence, screening of all pregnant women could be a more
cost-effective option [6, 53].

Conclusions
Our study indicates that universal HCV screening of pregnant women in the Netherlands is cost-effective, independent of the specific cohort involved. However, the budget
impact is substantially different between subgroups, and is
largely determined by the cohort size and by the extent of
treatment of HCV-positive individuals. Screening and subsequent monitoring of F0 patients and treatment of F1-F4
patients with the DAAs appeared to be the most cost-effective approach. HCV screening and treatment of pregnant
women results in a substantial reduction of HCV-related
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liver diseases and deaths. It also prevents vertical transmission of the virus from mother to child. From a public-health
and health-economic perspective, it would be reasonable to
consider smaller risk groups of first-time pregnant or/and
non-western pregnant women for an active HCV screening
programme in the Netherlands, and possibly elsewhere.
Author contributions Study concepts: JFHE, MNMTAK, MJP. Quality
control of data & Markov Model: JFHE, MNMTAK, CB. Data analysis
and interpretation: JFHE, MNMTAK, PGJH, JCW, MJP. Manuscript
preparation: JFHE, MNMTAK, CB, JCW, MJP.
Funding No funding received by authors.

Compliance with ethical standards
Competing Interests No competing interests.
Open Access This article is licensed under a Creative Commons Attribution 4.0 International License, which permits use, sharing, adaptation, distribution and reproduction in any medium or format, as long
as you give appropriate credit to the original author(s) and the source,
provide a link to the Creative Commons licence, and indicate if changes
were made. The images or other third party material in this article are
included in the article’s Creative Commons licence, unless indicated
otherwise in a credit line to the material. If material is not included in
the article’s Creative Commons licence and your intended use is not
permitted by statutory regulation or exceeds the permitted use, you will
need to obtain permission directly from the copyright holder. To view a
copy of this licence, visit http://creativecommons.org/licenses/by/4.0/.

References
1. Willemse, S.B., Razavi-Shearer, D., Zuure, F.R., Veldhuijzen,
I.K., Croes, E.A., van der Meer, A.J., et al.: The estimated future
disease burden of hepatitis C virus in the Netherlands with different treatment paradigms. Neth. J Med. 73(9), 417–431 (2015)
2. Seeff, L.B.: Natural history of chronic hepatitis C. Hepatology
(2002). https://doi.org/10.1053/jhep.2002.36806
3. Grebely, J., Page, K., Sacks-Davis, R., van der Loeff, M.S., Rice,
T.M., Bruneau, J., et al.: The effects of female sex, viral genotype,
and IL28B genotype on spontaneous clearance of acute hepatitis
C virus infection. Hepatology (2014). https://doi.org/10.1002/
hep.26639
4. Muir, A.J., Naggie, S.: Hepatitis C virus treatment: is it possible
to cure all hepatitis C virus patients? Clin. Gastroenterol. Hepatol.
(2015). https://doi.org/10.1016/j.cgh.2015.07.015
5. Tovo, P.A., Newell, M.L., Coll, O., de Tejada, B.M., Lanari, M.,
Bosi, I., et al.: Effects of mode of delivery and infant feeding
on the risk of mother-to-child transmission of hepatitis C virus:
European Paediatric Hepatitis C Virus Network. Br. J. Obstet.
Gynaecol. (2001). https://doi.org/10.1016/S0306-5456(00)00088
-7
6. Pembrey, L., Newell, M.L., Tovo, P.A., Amoroso, A., Bevilaqua, E., Asensi-Botet, F., et al.: The management of HCV
infected pregnant women and their children European paediatric HCV network. J. Hepatol. (2005). https://doi.org/10.1016/j.
jhep.2005.06.002

Cost‑effectiveness of hepatitis C virus screening, and subsequent monitoring or treatment…
7. Licata, A., Ingrassia, D., Serruto, A., Soresi, M., Giannitrapani,
L., Montalto, G., et al.: Clinical course and management of acute
and chronic viral hepatitis during pregnancy. J. Viral. Hepatol.
(2015). https://doi.org/10.1111/jvh.12335
8. Glas, L.R.: European convention on human rights. Neth. Q. Hum.
Rights (2013). https://doi.org/10.4337/9781786435477.00030
9. Kanninen, T.T., Dieterich, D., Asciutti, S.: HCV vertical transmission in pregnancy: new horizons in the era of DAAs. Hepatology
(2015). https://doi.org/10.1002/hep.28032
10. Waheed, Y., Siddiq, M., Jamil, Z., Najmi, M.H.: Hepatitis elimination by 2030: Progress and challenges. World J. Gastroenterol.
(2018). https://doi.org/10.3748/wjg.v24.i44.4959
11. Majumdar, A., Kitson, M.T., Roberts, S.K.: Systematic review:
Current concepts and challenges for the direct-acting antiviral era
in hepatitis C cirrhosis. Aliment. Pharmacol. Ther. (2016). https
://doi.org/10.1111/apt.13633
12. Manns, M.P., McHutchison, J.G., Gordon, S.C., Rustgi, V.K.,
Shiffman, M., Reindollar, R., et al.: Peginterferon alfa-2b plus
ribavirin compared with interferonalfa-2b plus ribavirin for initial treatment of chronic hepatitis C: A randomised trial. Lancet
(2001). https://doi.org/10.1016/S0140-6736(01)06102-5
13. Fried, M.W., Shiffman, M.L., Rajender Reddy, K., Smith, C.,
Marinos, G., Gonçales, F.L., et al.: Peginterferon alfa-2a plus
ribavirin for chronic hepatitis C virus infection. N. Engl. J. Med.
(2002). https://doi.org/10.1056/NEJMoa020047
14. Hofman R, Nusselder WJ, Veldhuijzen IK, Richardus JH.
Sterfte aan chronische hepatitis B en C in Nederland.Tijdschr
Geneeskd;160:D414 (2016)
15. Axley, P., Ahmed, Z., Ravi, S., Singal, A.K.: Hepatitis C virus
and hepatocellular carcinoma: a narrative review. J. Clin. Transl.
Hepatol. (2018). https://doi.org/10.14218/jcth.2017.00067
16. Screening van risicogroepen op hepatitis B en C (Screening of
risk groups for hepatitis B and C )| Advies | Gezondheidsraad.
p. 17–22. https://www.gezondheidsraad.nl/documenten/advie
zen/2016/11/01/screening-van-risicogroepen-op-hepatitis-b-enc. Accessed 20 July 2017.
17. Urbanus, A.T., van de Laar, T.J.W., van den Hoek, A., Zuure, F.R.,
Speksnijder, A.G.C.L., Baaten, G.G.G., et al.: Hepatitis C in the
general population of various ethnic origins living in the Netherlands: Should non-Western migrants be screened? J. Hepatol.
55(6), 1207–1214 (2011)
18. Urbanus, A.T., van Keep, M., Matser, A.A., Rozenbaum, M.H.,
Weegink, C.J., van den Hoek, A., et al.: Is Adding HCV screening to the antenatal national screening program in Amsterdam,
The Netherlands, Cost-Effective? PLoS ONE (2013). https://doi.
org/10.1371/journal.pone.0070319
19. CBS Statline 2018. https: //openda ta.cbs.nl/statli ne/#/CBS/nl/datas
et/82055NED/table?ts=1580323057394. Accessed 10 Nov 2018.
20. Thomas, S.L., Newell, M.L., Peckham, C.S., Ades, A.E., Hall,
A.J.: A review of hepatitis C virus (HCV) vertical transmission:
Risks of transmission to infants born to mothers with and without
HCV viraemia or human immunodeficiency virus infection. Int.
J. Epidemiol. (1998). https://doi.org/10.1093/ije/27.1.108
21. Boxall, E., Skidmore, S., Evans, C., Nightingale, S.: The prevalence of hepatitis B and C in an antenatal population of various
ethnic origins. Epidemiol. Infect. (1994). https://doi.org/10.1017/
S0950268800068539
22. Indolfi, G., Resti, M.: Perinatal transmission of hepatitis C
virus infection. J. Med. Virol. (2009). https://doi.org/10.1002/
jmv.21437
23. Chaillon, A., Rand, E.B., Reau, N., Martin, N.K.: Cost-effectiveness of universal hepatitis C virus screening of pregnant women in
the united States. Clin. Infect Dis. (2019). https: //doi.org/10.1093/
cid/ciz063

87

24. Hughes, B.L., Page, C.M., Kuller, J.A.: Hepatitis C in pregnancy:
screening, treatment, and management. Am. J. Obstet. Gynecol.
(2017). https://doi.org/10.1016/j.ajog.2017.07.039
25. Vriend, H.J.V.R.I.E.N.D.H.J., Van Veen, M.G., Prins, M.,
Urbanus, A.T., Boot, H.J., de Op Coul, E.L.M.: Hepatitis C virus
prevalence in The Netherlands: migrants account for most infections. Epidemiol. Infect. 141(6), 1310–1317 (2013)
26. Van Hattum, J.: Health strategy on HCV in the Netherlands. Acta
Gastroenterol. Belg. 65(2), 115–117 (2002)
27. Simmons, B., Saleem, J., Heath, K., Cooke, G.S., Hill, A.: Longterm treatment outcomes of patients infected with hepatitis C
virus: a systematic review and meta-analysis of the survival benefit of achieving a sustained virological response. Clin. Infect Dis.
(2015). https://doi.org/10.1093/cid/civ396
28. HCV richtsnoer 12 weeks treatment DAAs. https://hcvrichtsnoer.
nl/direct-acting-antivirals/. Accessed 28 July 2020.
29. Cadieux, G., Campbell, J., Dendukuri, N.: Systematic review of
the accuracy of antibody tests used to screen asymptomatic adults
for hepatitis C infection. C Open (2016). https: //doi.org/10.9778/
cmajo.20160084
30. GIP databank HCV. https://www.gipdatabank.nl/databank?infot
ype=g&label  = 00-totaa  l &tabel  = B_01-basis  & geg=vs_
gebr&item=J05AP. Accessed 10 Dec 2018
31. Medicijnkosten (medical costs). https  : //www.medic  ijnko
sten.nl/databa nk?zoekte rm=SOFOSB UVIR% 2FVELPATAS
VIR%2FVOXILAPREVIR&toedieningsvorm=TABLETTEN
EN CAPSULES. Accessed 11 Nov2018.
32. Eurostat-Data Explorer n.d. https: //ec.europa .eu/eurost at/statis tics
-explained/index.php/Fertility_statistics. Accessed 26 Nov 2019.
33. Brechtl, J.R., Breitbart, W., Galietta, M., Krivo, S., Rosenfeld,
B.: The use of highly active antiretroviral therapy (HAART) in
patients with advanced HIV infection: Impact on medical, palliative care, and quality of life outcomes. J. Pain Symptom. Manag.
(2001). https://doi.org/10.1016/S0885-3924(00)00245-1
34. Zorginstituut Nederland. (Dutch health council).Guideline for
conducting economic evaluations in healthcare. Zorginstituut Ned
(2015). https://doi.org/https: //doi.org/10.1016/j.apnu.2014.06.001.
35. Verhoef CG, Verbeek ALM, Stalpers LJA, Van Daal WAJ.
Utiliteitsmeting bij de klinische besluitvorming. Ned Tijdschr
Geneeskd (1990).
36. McLernon, D.J., Dillon, J., Donnan, P.T.: Systematic review:
Health-state utilities in liver disease: a systematic review. Med.
Decis. Mak. (2008). https://doi.org/10.1177/0272989X08315240
37. Westbrook, R.H., Dusheiko, G.: Natural history of hepatitis C. J.
Hepatol. (2014). https://doi.org/10.1016/j.jhep.2014.07.012
38. McCabe, C., Claxton, K., Culyer, A.J.: The NICE cost-effectiveness threshold: What it is and what that means. Pharmacoeconomics (2008). https://doi.org/10.2165/00019053-200826090-00004
39. Boersma, C., Broere, A., Postma, M.J.: Quantification of the
potential impact of cost-effectiveness thresholds on dutch drug
expenditures using retrospective analysis. Value Health. 13(6),
853–856 (2010). https: //doi.org/10.1111/j.1524-4733.2010.00736
.x
40. Mauskopf, J.A., Sullivan, S.D., Annemans, L., Caro, J., Mullins,
C.D., Nuijten, M., et al.: Principles of good practice for budget
impact analysis: Report of the ISPOR Task Force on Good
Research Practices - Budget Impact Analysis. Value Heal (2007).
https://doi.org/10.1111/j.1524-4733.2007.00187.x
41. Dutch Institute National Health Care (Zorginstituut Nederland).
Richtlijn voor het uitvoeren van economische evaluaties in de
gezondheidzorg (Protocol for the execution of economic evaluation in healthcare). https://www.zorginstituutnederland.nl/publi
caties/publicatie/2016/02/29/richtlijn-voor-het-uitvoeren-vaneconom
 ische -evalua ties- in-de-gezond heids zorg. Accessed 29 Feb
2016.

13

88
42. Singer, M.E., Younossi, Z.M.: Cost effectiveness of screening for
hepatitis C virus in asymptomatic, average-risk adults. Am. J.
Med. (2001). https://doi.org/10.1016/S0002-9343(01)00951-2
43. Dutta, B., Hugys, I., Vultao, A.G., Simoens, S.: Identifying key
benefits in European off-patent biologics and biosimilar markets: it is not only about price! BioDrugs (2020). https://doi.
org/10.1007/s40259-019-00395-w
44. Razavi, H., Robbins, S., Zeuzem, S., Negro, F., Buti, M., Duberg,
A.S., et al.: Hepatitis C virus prevalence and level of intervention
required to achieve the WHO targets for elimination in the European Union by 2030: a modelling study. Lancet Gastroenterol.
Hepatol. (2017). https: //doi.org/10.1016/S2468- 1253(17)30045- 6
45. Bernstein, H.B., Dunkelberg, J.C., Leslie, K.K.: Hepatitis C in
pregnancy in the era of direct-acting antiviral treatment: potential benefits of universal screening and antepartum therapy. Clin.
Obstet. Gynecol. (2018). https://doi.org/10.1097/GRF.00000
00000000345
46. Kushner, T., Cafardi, J., Reau, N.: Considering direct-acting
antivirals to cure hepatitis C virus during pregnancy: is this the
last treatment frontier? Ther. Adv. Infect Dis. (2019). https://doi.
org/10.1177/2049936119838229
47. Study of Hepatitis C Treatment During Pregnancy - ClinicalTrials.gov n.d. https://clinicaltrials.gov/ct2/show/NCT0268300
5?term=hcv+pregnancy&draw=1&rank=1. Accessed 26 Nov
2019.
48. Barritt, A.S., Jhaveri, R.: Treatment of Hepatitis C during
Pregnancy-Weighing the Risks and Benefits in Contrast to HIV.

13

J. F. H. Eijsink et al.

49.

50.

51.
52.
53.

Curr HIV/AIDS Rep. (2018). https: //doi.org/10.1007/s1190
4-018-0386-z
Kracht, P.A.M., Arends, J.E., van Erpecum, K.J., Urbanus, A.,
Willemse, J.A., Hoepelman, A.I.M., et al.: Strategies for achieving
viral hepatitis C micro-elimination in the Netherlands. Hepatol.
Med. Policy (2018). https://doi.org/10.1186/s41124-018-0040-9
Mason, L.M.K., Veldhuijzen, I.K., Duffell, E., van Ahee, A.,
Bunge, E.M., Amato-Gauci, A.J., et al.: Hepatitis B and C testing strategies in healthcare and community settings in the EU/
EEA: a systematic review. J. Viral Hepatol. (2019). https://doi.
org/10.1111/jvh.13182
Douglas, T.D.: A Simplified Algorithm for the Management of
Hepatitis C Infection. Gastroenterol. Hepatol. (N. Y). 15(5 Suppl
3), 1–12 (2019)
ASSDL/IDSA HCV guidelines. https://www.hcvguidelines.org/
treatment-naive/simplified-treatment. Acessed 15 Aug 2020.
Hammoud, G.M., Almashhrawi, A.A., Ahmed, K.T., Rahman,
R., Ibdah, J.A.: Liver diseases in pregnancy: Liver transplantation in pregnancy. World J. Gastroenterol. (2013). https://doi.
org/10.3748/wjg.v19.i43.7647

Publisher’s Note Springer Nature remains neutral with regard to
jurisdictional claims in published maps and institutional affiliations.

