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Executive Summary

From Octo ber 14-16, 1998, the Lab o ra tory 
Cen tre for Dis ease Con trol, Health Can ada, held
a national con sen sus con fer ence in Ottawa: 
Hep a ti tis C — Pre ven tion and Con trol: A Pub lic
Health Con sen sus. The aim was to review prog ress
in address ing the pub lic health rec om men da tions
of a 1994 con fer ence, exam ine the pres ent state of 
pub lic health knowl edge and action on hep a ti tis
C virus (HCV) infec tion, and update the pre vi ous
pub lic health rec om men da tions as nec es sary.

Par tic i pants were assigned to one of six work ing
groups: sur veil lance; pub lic health inter ven tions;
pub lic health lab o ra tory issues; injec tion drug
user issues; edu ca tion; and blood sup ply issues.
Sev eral impor tant rec om men da tions were as 
fol lows.

Sur veil lance
n Three dif fer ent approaches are rec om mended

to ful fil sur veil lance objec tives:
� rou tine case-by-case sur veil lance;
� enhanced sur veil lance based in sen ti nel

health units;
� enhanced sur veil lance that tar gets spe cific

loca tions, phy si cian prac tices, or pop u la tions.

n Rou tine case-by-case sur veil lance should
include col lec tion of a min i mum data set on 
all noti fied cases: date of birth or age, sex, 
loca tion, time of onset (of acute symp tom atic
cases), and infor ma tion on risk fac tors. The
case def i ni tion for rou tine sur veil lance is a 
con firmed anti-HCV pos i tive test result or a
pos i tive test for HCV RNA together with 
neg a tive anti-HCV.

n The objec tives of the sen ti nel health unit 
sur veil lance sys tem are:
� to deter mine newly iden ti fied/acquired 

infec tions;
� to doc u ment clin i cal data, demo graphic

infor ma tion, risk fac tors, and costs more
fully;

� to pro vide fol low-up to deter mine the nat u -
ral his tory of the dis ease;

� to sup port spe cial stud ies;
� to sup port eval u a tion of pre ven tive pro -

grams.

In this type of sur veil lance, the inves ti ga tion 
of risk fac tors will be more exten sive than for
rou tine case-by-case sur veil lance. Other data
ele ments will depend on the objec tives of the
sen ti nel study.
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n The objec tives of tar geted enhanced sur veil -
lance are:
� to iden tify newly acquired infec tions;
� to mon i tor the bur den of dis ease;
� to sup port spe cial stud ies;
� to iden tify new emerg ing infec tions (agents)

or risk fac tors;
� to mon i tor seroconversion (repeated mea -

sures);
� to pro vide infor ma tion to deter mine the 

nat u ral his tory of the dis ease;
� to sup port tar geted and cohort stud ies.

Pub lic Health
Inter ven tions
n Pub lic health has prin ci pal respon si bil ity in

pri mary pre ven tion and sur veil lance.

n Pri mary care pro vid ers — gen eral prac ti tio -
ners, fam ily prac ti tio ners, nurses (espe cially 
in north ern com mu ni ties), street out reach 
pro grams, etc. — should offer test ing for 
HCV infec tion to all peo ple with risk fac tors,
e.g. his tory of injec tion drug use. Testing needs 
to be done in the con text of a com pre hen sive
assess ment of the indi vid ual’s health needs;
such needs may include test ing for other infec -
tions, such as HIV, care for addic tion, coun sel -
ling, con sid er ation of ther apy for HCV, and
fol low-up.

n Peo ple with mul ti ple sex part ners should prac -
tise safer sex, e.g. by using bar rier meth ods.

n In gen eral, long stand ing sex ual part ners do 
not need to change sex ual prac tices if one of
them is found to be infected with hep a ti tis C.
How ever, part ners need to be informed that
although the risk is low it is not absent, and
bar rier meth ods are avail able.

n Data on risk fac tors should be col lected: 
spe cif i cally, pub lic health should fol low up
with the phy si cian or pri mary care pro vider 
to deter mine whether there is a his tory of
blood dona tion or receipt, and if so to share
this infor ma tion with the Cana dian Blood 
Ser vice or Héma-Québec (CBS/HQ).

n There is a need for pub lic health and CBS/HQ
to share data base infor ma tion (e.g. names of all 
HCV-positive peo ple to be checked for past
his tory of blood dona tion); a legal and eth i cal
basis for this is required.

Pub lic Health Lab o ra tory
Issues
n Despite the high spec i fic ity of cur rent enzyme

immunoassays (EIAs) in the detec tion of
anti-HCV, false pos i tive reac tions will occur 
in pop u la tions with a low prev a lence of infec -
tion. There fore, all screen ing algo rithms must
include sup ple men tal test ing. A pos i tive
anti-HCV result is defined as a repeat edly 
reac tive EIA and a pos i tive sup ple men tal test
result. Only this result should be reported to
the treat ing phy si cian and pub lic health
author i ties.

n Although EIA for the detec tion of anti-HCV
should remain the test of choice for ini tial
assess ment of spec i mens in both
immunocompetent and immunosuppressed
per sons, HCV nucleic acid detec tion (HCV
RNA) should be per formed in immuno-
sup pressed patients who have a neg a tive
anti-HCV result but in whom HCV infec tion
is sus pected.

n Qual i ta tive HCV RNA assays are not required
for all anti-HCV pos i tive patients. How ever,
such test ing may be use ful in the fol low ing 
sit u a tions:
� res o lu tion of inde ter mi nate HCV serol ogy;
� detec tion of infec tion in anti-HCV neg a tive

immunocompromised patients; 
� detec tion of HCV infec tion in the infant

born to an anti-HCV pos i tive mother (the
opti mal tim ing and fre quency of mon i tor ing
requires data from pro spec tive cohort stud -
ies);

� doc u men ta tion of viremia in anti-HCV 
pos i tive patients with repeat edly nor mal
liver func tion tests (for anx i ety relief rather
than to guide clin i cal man age ment);

2

Hepatitis C – Prevention and Control : A Public Health Consensus



� deter mi na tion of the response to anti-viral
treat ment and the dura bil ity of that
response.

n In patient man age ment, pre treat ment geno -
typ ing pro vides impor tant infor ma tion with
respect to the risks/ben e fits and dura tion of
treat ment. Oppor tu nities should be made
avail able for access ing geno typ ing ser vices in
Can ada.

n Pre treat ment quan ti ta tive HCV RNA assays
pro vide impor tant infor ma tion with respect to
the risks/ben e fits of treat ment and dura tion of
ther apy and should be made avail able.

Injec tion Drug User Issues
n Hep a ti tis C pre ven tion pro grams should

adhere to the harm reduc tion model as a health 
pro mo tion strat egy.

n A fed eral-provincial advi sory com mit tee should 
be cre ated to ensure the imple men ta tion of a
hep a ti tis C national action plan on injec tion
drug user (IDU) issues; where there is sig nif i -
cant over lap of issues, other bloodborne infec -
tious dis eases often found among drug users
should also be addressed by the com mit tee.

n Drug users them selves must be included at 
all lev els of dis cus sion and inter ven tion. This
involves the cre ation, pro vi sion of resources for
and con tin u ing sup port of drug user groups at
fed eral/pro vin cial/ter ri to rial and local lev els.

n Since HCV infec tion is acquired very rap idly
after ini ti a tion into injec tion drug use, pre ven -
tion efforts should tar get above all (but not
exclu sively) new injec tion drug users and those
who are con tem plat ing inject ing.

Edu ca tion
n A fed er ally led national aware ness cam paign

should be devel oped as a pri or ity.

n A national clear ing house should be insti tuted
for hep a ti tis C infor ma tion as a cen tral repos i -
tory where infor ma tion is readily avail able for
health care pro vid ers, patients, and the gen eral 
pub lic, includ ing a 1-800 tele phone num ber
(dis played on all infor ma tion) and Internet
access.

n Through dis cus sion with uni ver si ties/schools/
pro fes sional orga ni za tions, case-based cur ric ula 
should be devel oped for health care pro vid ers
that take into account their knowl edge and
com fort when deal ing with drug users and
related issues.

n Edu ca tional mate ri als should be devel oped
with cli ent groups and dis sem i nated through
exist ing net works, e.g. meth a done clin ics, 
nee dle exchange pro grams. 

Blood Sup ply Issues
n Tar geted lookbacksa, both ret ro spec tive and

pro spec tive, should be con tin ued. When the
HCV-infected donor is iden ti fied out side the
blood ser vice, com plete iden ti fy ing infor ma tion 
should be pro vided to the blood ser vice to per -
mit lookback.

n Traceback inves ti ga tionsb on HCV-infected
trans fu sion recip i ents should be con tin ued so
that other HCV-infected recip i ents may be
iden ti fied through a sub se quent lookback.

n Recip i ent noti fi ca tion pro gramsc should be
con sid ered in juris dic tions where they have not
been car ried out. The final deci sion should be

3

Hepatitis C – Prevention and Control : A Public Health Consensus

a After identification by/to the blood service of an anti-HCV positive blood donor who has made previous donations, corresponding
recipients are identified and advised to consult their family physicians about anti-HCV testing.

b After identification of an anti-HCV positive blood recipient by/to the blood service, corresponding donors are identified and offered
anti-HCV testing, and a targeted lookback is subsequently conducted for donors found to be anti-HCV positive. 

c After identification of all recipients of blood, e.g. from a specific institution for a specific time interval, such recipients are advised to
consult their family physicians about anti-HCV testing.



made on the basis of fea si bil ity; regional, local,
and pro vin cial pri or i ties; other meth ods avail -
able; and the likely yield of such activ i ties
(num ber of yet uniden ti fied HCV-infected
recip i ents).

n Enabling leg is la tion and reg u la tions should be
enacted in all juris dic tions to allow full and free 

shar ing of infor ma tion. Such leg is la tion must
safe guard the right to pri vacy and con fi den ti al -
ity of donors and recip i ents.

n New mech a nisms are required to ensure sys -
tem atic coor di na tion between pub lic health
and the Cana dian Blood Ser vice/Héma-Québec 
at three lev els: fed eral; pro vin cial/ter ri to rial (of
high pri or ity); and regional.
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Back ground

Hep a ti tis C
Hep a ti tis C virus (HCV) is an envel oped RNA
virus belong ing to the Flaviviridae fam ily and one
of the five viruses that account for most cases of
viral hep a ti tis. There are at least six geno types of
HCV and many more sub types; geno type 1 is the
com mon est geno type in Can ada, account ing for
per haps two-thirds of cases.

It is esti mated that up to 3% of the world’s pop u -
la tion is infected with HCV, i.e. up to 170 mil lion 
chronic car ri ers. The major ity of those newly or
chron i cally infected have no symp toms and are,
there fore, often unaware of their infec tion; how -
ever, they serve as a source of trans mis sion of
infec tion and are at risk for chronic liver dis ease,
cir rho sis, and liver can cer. Unpub lished pop u la -
tion-based stud ies in the United States indi cate
that 40% of chronic liver dis ease may be attrib ut -
able to HCV infec tion.

In Can ada, national report ing of HCV infec tion
was started in 1992, and it is expected that infec -

tion will soon be report able in all prov inces and
ter ri to riesd. The num ber of cases reported has
increased dra mat i cally from 1992 (1,321 cases) 
to 1997 (19,571 [pro vi sional]), mainly because 
of increased rec og ni tion of pre vi ously acquired
infec tion. Although there are no direct mea sure -
ments, it is rea son ably esti mated that the prev a -
lence of HCV infec tion in Can ada is about 0.8%
(240,000 per sons), and of these peo ple prob a bly
only about 30% are aware of their infec tion(1).
Since most newly acquired cases are clin i cally
silent and there is no lab o ra tory test to dis tin -
guish such cases from chronic cases, it is dif fi cult
to mea sure inci dence; while cau tious inter pre ta -
tion is pru dent, apply ing U.S. pro jec tions to the
Cana dian sit u a tione pre dicts approx i mately 2,200
new cases per year in Can ada at this time.

Injec tion drug use (IDU) is the most impor tant
expo sure for HCV infec tion in Can ada, account-
ing for per haps 70% of all prev a lent infec tions.
Among IDU cohorts in Van cou ver and Mon treal,
the prev a lence of HCV is reported as 85% and
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d As of January 01, 1999, HCV infection was reportable in all Canadian provinces and territories.

e In the United States there are an estimated 36,000 incident cases per year at this time arising from 3.9 million prevalent cases. Applying 
the proportion 36,000/3,900,000 to the estimated 240,000 prevalent cases in Canada predicts 2,200 incident cases per year in Canada.
The United States reports a marked decrease in incidence over the last decade; however, it is not clear that this has occurred in Canada.



70% respec tively, and the annual inci dence is
reported as 26% and 27% respec tively. On the
basis of stud ies in other coun tries, the high est risk 
period for HCV acqui si tion through IDU is early
after initatiting the behav iour. The over all con trol 
of HCV infec tion in Can ada depends pri mar ily on 
inter ven tions for IDU.

Ther a peu tic blood expo sure accounted for per -
haps 10-15% of inci dent infec tions in the past,
but the cur rent risk is quite low, per haps 1 in
103,000 dona tions.

In about 85% of newly acquired HCV infec tion,
the infec tion becomes chronic. How ever, the 
pro gres sion of chronic hep a ti tis C dis ease is usu -
ally slow and may not be man i fest dur ing the 
first two decades fol low ing infec tion. How ever,
given that many cases of chronic HCV infec tion
in Can ada were acquired in the remote past, 
per haps 15-25 years ago, it is expected that 
there will be sub stan tial increases, of the order 
of a dou bling or tri pling (or more), in dis ease
sequelae of HCV infec tion in Can ada over the

next decade, e.g. cir rho sis, liver fail ure, deaths due 
to liver dis ease and the need for liver trans plants.

LCDC National
Con fer ences
In Decem ber 1994, the Lab o ra tory Cen tre for
Dis ease Con trol (LCDC) held a national meet ing
on the pre ven tion and con trol of hep a ti tis C; the
results and rec om men da tions of the con fer ence
were pub lished in July 1995(2). Given that four
years have passed since then, a sec ond con fer ence, 
Hep a ti tis C: Pre ven tion and Con trol — A Pub lic
Health Con sen sus, was held from Octo ber 14-16,
1998, in order to review the pres ent state of
knowl edge and action with regard to pub lic
health aspects of hep a ti tis C and to update the
rec om men da tions accord ingly. Par tic i pants were
assigned to one of six work ing groups, cov er ing
the fields of sur veil lance, pub lic health inter ven -
tions, pub lic health lab o ra tory issues, injec tion
drug user issues, edu ca tion and blood sup ply
issues. The rec om men da tions of these groups 
are pre sented in the next sec tion.
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Rec om men da tions

1. Sur veil lance Working
 Group
Pub lic health sur veil lance was defined as the 
sys tem atic, ongo ing and timely col lec tion, col la -
tion, anal y sis, and dis sem i na tion of infor ma tion
nec es sary for the plan ning, imple men ta tion, and
eval u a tion of pub lic health action. Such action 
can be either rou tine responses to well-understood 
sit u a tions or adap ta tions to new prob lems.

Pub lic health must pro vide a coor di nated
approach to sur veil lance across juris dic tions and
pro gram inter ests to iden tify gaps in sur veil lance
activ i ties, rec om mend areas for fur ther sur veil -
lance, research or action, and iden tify the need for 
appro pri ate resources.

The spe cific objec tives with regard to pub lic
health sur veil lance of hep a ti tis C virus (HCV)
infec tion are as fol lows:

� to mon i tor the prev a lence of HCV infec tion
over time

� to deter mine the inci dence of infec tion in the
Cana dian pop u la tion and selected high-risk
pop u la tions, and to mon i tor inci dence over time

� to deter mine risk fac tors for infec tion and 
dis ease trans mis sion pat terns

� to eval u ate pub lic health pro grams
� to char ac ter ize the nat u ral his tory of the dis ease
� to assess the bur den of HCV infec tion
� to iden tify infected per sons for coun sel ling and

inter ven tion
� to iden tify new oppor tu ni ties for pre ven tion

Sur veil lance of hep a ti tis C is com pli cated by 
the pro por tion of patients with acute and chronic
dis ease who do not have symp toms, the long
latent period between infec tion and the sequelae
of chronic dis ease, and the lim i ta tions of the 
diag nos tic tests avail able. There fore, sev eral
approaches will be required to meet the objec tives 
out lined.

Three sur veil lance sys tems were pro posed: rou tine 
case-by-case sur veil lance, enhanced sur veil lance
based in sen ti nel health units, and enhanced 
tar geted sur veil lance. The objec tives, case def i ni -
tions, and data to be col lected will vary for each
sys tem.

Rec om men da tions

1.1 Infor ma tion should be col lected over time
on risk behav iours and fac tors in the gen eral 
pop u la tion to allow mod el ling of hep a ti tis C 
infec tion.
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1.2 Three dif fer ent approaches are rec om -
mended to ful fil sur veil lance objec tives:

� rou tine case-by-case sur veil lance
� enhanced sur veil lance based in sen ti nel

health units
� enhanced sur veil lance that tar gets 

spe cific loca tions, phy si cian prac tices or
pop u la tions

Rou tine case-by-case sur veil lance

1.3 The objec tives of rou tine case-by-case 
sur veil lance are

� to deter mine the mag ni tude/extent of
iden ti fied HCV infec tion in the pop u la -
tion, rec og niz ing that not all cases of
infec tion will be iden ti fied

� to iden tify cases for pub lic health action,
for exam ple, immu ni za tion against 
hep a ti tis A or hep a ti tis B

� to iden tify risk fac tors among noti fied
cases

1.4 Rou tine case-by-case sur veil lance should
include the col lec tion of a min i mum data
set on all noti fied cases:

� date of birth or age, sex
� loca tion, time of onset (of acute symp -

tom atic cases)
� other infor ma tion (likely date of expo sure

to risk fac tor or behav iour to be included
for each)
- blood donor
- blood, blood prod uct, tis sue or organ
 recip i ent
- injec tion drug user
- hemodialysis patient
- other iden ti fied risk (e.g. HCV

pos i tive sex part ner or HCV pos i tive
 mother)
- nota tion that no data are avail able or
 infor ma tion was not sought

1.5 Cau tion should be used in the inter pre ta -
tion of the cat e gory “no risk fac tor”, since

only the prin ci pal risk fac tors may have
been included in ques tion ing. 

1.6 The resources avail able will deter mine the
meth od ol ogy and extent of deter mi na tion
of risk fac tors; who does this will depend on 
the juris dic tion. For each case, a deter mi na -
tion should be made as to whether the case
has been a blood donor or recip i ent.

1.7 Anal y sis and dis sem i na tion of infor ma tion
should be done in a timely fash ion to all
those who need to know. 

1.8 The case def i ni tion for rou tine sur veil lance
is a con firmed anti-HCV pos i tive test 
result; or a pos i tive test result for HCV
RNA (e.g. poly mer ase chain reac tion
[PCR]) together with neg a tive anti-HCV.

� This case def i ni tion relies on lab o ra tory
data.

� HCV-infected per sons and not blood
sam ples are counted.

� Acute cases usu ally can not be dis tin -
guished from chronic cases; this will only
be pos si ble with the devel op ment of the
appro pri ate lab o ra tory test.

� Infected per sons (donors and recip i ents)
iden ti fied by the Cana dian Blood Ser vice
or Héma-Québec will be included.

Enhanced sur veil lance based in sen ti nel pub lic
health units

This approach will pro vide valid, com pre hen sive
data and at least a rep re sen ta tive national pic ture, 
includ ing trends. Rep re sen ta tive ness at a pro vin -
cial level is an option. Repeated mea sures and a
con sis tent approach over time will be pos si ble.

1.9 The objec tives of the sen ti nel health unit
sur veil lance sys tem are

� to deter mine newly iden ti fied/acquired
infec tions

� to doc u ment clin i cal data, demo graphic
infor ma tion, risk fac tors and costs more
fully
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� to pro vide fol low-up to deter mine the
nat u ral his tory of the dis ease

� to sup port spe cial stud ies
� to help eval u ate pre ven tive pro grams

1.10 The inves ti ga tion of risk fac tors will be
more exten sive than for rou tine sur veil lance. 
Other data ele ments will depend on the
objec tives set for the sen ti nel study.

1.11 Data and infor ma tion result ing from anal y -
sis must be pro vided to par tic i pat ing health
units and the prov inces in a timely fash ion.

1.12 Sen ti nel study inves ti ga tors may develop
case def i ni tions spe cific to their objec tives.
A sug gested case def i ni tion for newly
acquired infec tion is:

An acute ill ness with a dis crete onset of
symp toms and either jaun dice or ele vated
serum aminotransferase lev els;
plus serum aminotransferase level > 2.5
times the upper limit of nor mal
plus IgM anti-HAV neg a tive, IgM
anti-HBc neg a tive or HBsAg neg a tive
plus con firmed anti-HCV pos i tive;

or

seroconversion with a con firmed anti-HCV
pos i tive test result in the pres ence or
absence of symp toms.

Enhanced sur veil lance tar get ing spe cific 
loca tions, phy si cian prac tices or pop u la tions 

This sur veil lance approach should be imple -
mented through sen ti nel phy si cians, hos pi tals 
or clin ics.

1.13 The objec tives of tar geted enhanced 
sur veil lance are

� to iden tify newly acquired infec tions
� to mon i tor the bur den of dis ease
� to sup port spe cial stud ies
� to iden tify new emerg ing infec tions

(agents) or risk fac tors

� to mon i tor seroconversion (repeated 
mea sures)

� to pro vide infor ma tion to deter mine the
nat u ral his tory of the dis ease

� to sup port tar geted and cohort stud ies

1.14 The case def i ni tion will depend on the 
pur poses of sur veil lance.

1.15 There may be a role for banked sera or 
reg is tries of chronic or fulminant hep a ti tis.

1.16 Data and infor ma tion from anal y sis must 
be pro vided to par tic i pat ing prac tices or
agen cies and to the prov inces in a timely
fash ion.

Research 

1.17 There should be research into the fol low ing
areas:

� lab o ra tory tests to dif fer en ti ate acute
asymp tom atic from chronic infec tion

� valid sur ro gate mark ers for chronic liver
dis ease sur veil lance

� lon gi tu di nal stud ies, as these are the 
best means of char ac ter iz ing the nat u ral
his tory of the dis ease. Exam ples of such
stud ies are as fol lows:
- case fol low-up of a rep re sen ta tive 

sam ple of inci dent cases
- case fol low-up of a rep re sen ta tive 

sam ple of prev a lent cases
- case fol low-up of infants of infected
 moth ers
- pro spec tive stud ies of cohorts with

defined risks, for exam ple, trans fu sion
 recip i ents, injec tion drug users, etc.

� given evolv ing sci ence (e.g. new organ -
isms, new lab o ra tory tests), there may 
be a need to retain neg a tive or untested
sera in a planned fash ion for later use in
spe cial stud ies

� cross-sectional seroprevalence stud ies 
and lon gi tu di nal inci dence stud ies among 
spe cial pop u la tions to deter mine the true
extent of HCV in the pop u la tion
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2. Pub lic Health
 Inter ven tions

Working Group
Pub lic health has a major con tri bu tion to make 
in ensur ing that pri mary and sec ond ary pre ven -
tion strat e gies against hep a ti tis C are in place and
com pre hen sive care pro grams are avail able as well 
as in facil i tat ing the actions of oth ers in the areas
of pre ven tion, edu ca tion and advo cacy. Pub lic
health has prin ci pal responsiblity in pri mary 
pre ven tion and sur veil lance.

Approaches to the con trol of hep a ti tis C should
rec og nize that it must be dealt with in the con -
text of other bloodborne patho gens and by means 
of coor di nated pro grams deal ing with sub stance
abuse.

Case find ing for hep a ti tis C is con sid ered to ben e -
fit pri mar ily the indi vid ual rather than to pro tect
the pub lic through dis ease con trol. Pub lic health
ben e fits may result from the pre ven tion of sec -
ond ary cases, but the num ber of such cases may
be small.

Although there is no ratio nale for sys tem atic,
orga nized HCV screen ing pro grams from the
pub lic health per spec tive (i.e. for dis ease con trol)
such pro grams may be under taken for the ben e fit
of indi vid u als and for eth i cal rea sons, for exam ple, 
the test ing of recip i ents of blood before 1992.

Pri mary care pro vid ers — gen eral prac ti tio ners,
fam ily prac ti tio ners, nurses (espe cially in north ern 
com mu ni ties), street out reach pro grams, IDU
care pro grams etc. — should offer test ing for
HCV infec tion to all peo ple with risk fac tors.
Testing needs to be done in the con text of a 
com pre hen sive assess ment of the indi vid ual’s
health needs; such needs may include test ing 
for other infec tions (e.g. HIV), care for addic tion,
coun sel ling, con sid er ation of ther apy for HCV,
and fol low-up.

There are cer tain groups for whom rou tine test ing 
is not rec om mended, and groups for whom there
is inad e quate evi dence (of risk) to rec om mend
rou tine test ing. Because of the uncer tainty, direc -
tions for coun sel ling this lat ter group (e.g. sex ual
part ners of HCV-infected indi vid u als) are of
neces sity ten ta tive. 

Rec om men da tions

Rou tine Testing

2.1 Rou tine test ing should be offered by the
pri mary care pro vider to the fol low ing
groups:

� peo ple who have ever injected drugs that
were not med i cally rec om mended

� peo ple who have under gone or are under -
go ing hemodialysis on a long-term basis

� peo ple with per sis tently abnor mal alanine 
aminotransferase lev els

� recip i ents of clot ting fac tor con cen trates
before 1988

� recip i ents of blood, blood com po nents or
solid organs before 1992

� recip i ents of blood, blood com po nents or
solid organs from an HCV-positive donor

� peo ple with sig nif i cant expo sure to the
blood of HCV-infected indi vid u als or to
the blood of those at high risk of infec tion 
with hep a ti tis C

� pris on ers in cor rec tional insti tu tions
� infants of HCV-infected moth ers (as per

the Cana dian Pae di at ric Soci ety rec om -
men da tions(3))

� older chil dren of HCV-infected moth ers if 
there is rea son to believe that ver ti cal
trans mis sion may have occurred

2.2 Rou tine test ing is not rec om mended for the
fol low ing groups:

� preg nant women
� health care work ers and stu dents in the

health care pro fes sionsf
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� other occu pa tional groups (e.g. emer -
gency work ers, includ ing first respond ers)

� nonsexual house hold con tacts

2.3 There is inad e quate evi dence on the need
to rou tinely test the fol low ing groups:

� long-term or reg u lar sex ual part ners of
HCV-infected peo ple

� peo ple from coun tries where hep a ti tis C is 
endemic

� peo ple with a his tory of tat too ing or body 
pierc ing

� peo ple with a his tory of intranasal or
inhaled drug use

Pub lic health respon si bil i ties

2.4 The pub lic must have access to infor ma tion
about hep a ti tis C.

2.5 Ensure that a con sis tent stan dard of care
and coun sel ling guide lines on hep a ti tis C
are avail able to health care work ers.

2.6 Ensure that pre- and post-test coun sel ling
are per formed.

2.7 Data on risk fac tors should be col lected
(sur veil lance activ ity).

2.8 Spe cifically, pub lic health should fol low up
with the phy si cian or pri mary care pro vider
to deter mine whether there is a his tory of
blood dona tion or receipt, and if so to share
this infor ma tion with the Cana dian Blood
Ser vice or Héma-Québec (CBS/HQ).

There is a need for pub lic health and
CBS/HQ to share data base infor ma tion
(names of HCV-positive peo ple to be
checked for past his tory of blood dona tion);
a legal and eth i cal basis for this is required.

2.9 Access to rec om mended vac cinesg should be 
facil i tated.

2.10 Sys tem atic pub lic health con tact trac ing is
not rec om mended for sex ual part ners or
IDU con tacts of HCV-infected peo ple.

2.11 Hep a ti tis B vac ci na tion is rec om mended for 
peo ple with HCV infec tion who are also at
increased risk of HBV infec tion, e.g. IDU.

Coun selling — child-bearing 

2.12 Coun selling HCV-infected women against
becom ing preg nant is not rec om mended.

2.13 HCV-infected women of child-bearing age
should be informed that there is a risk of
trans mis sion to any infants born, that the
risk increases if the women are infected with 
HIV and HCV, and that the infants should
be tested for infec tion. 

2.14 Breast feed ing is rec om mended in gen eral
because of its proven health ben e fits and
because the risk of HCV trans mis sion by
this means is only the o ret i cal. Women who
wish to take no risk may choose to use
alter na tive feed ing meth ods. If the nip ples
are bleed ing or cracked, it is rec om mended
that breast feed ing be sus pended until they
are healed.

Coun selling — house hold con tacts and other 
set tings

2.15 House hold con tacts of HCV-infected peo ple 
should not share their per sonal hygiene
items.

2.16 House hold con tacts should take “com mon
sense mea sures” to pro tect them selves from
expo sure to the blood of an infected per son.

2.17 Other than as men tioned in sec tions 2.1,
2.2 and 2.3, rou tine screen ing of house hold
con tacts is not required.

2.18 There is no need to dis close HCV sta tus in
day care or other set tings. (For a dis cus sion
of dis clo sure by health care work ers, see the
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report of the Con sen sus Con fer ence on
Infected Health Care Workers(4))

Coun selling — sex ual activ ity

There is lim ited evi dence that, in the absence of
other risk fac tors, indi vid u als with many sex ual
part ners may be at higher risk of becom ing
infected with hep a ti tis C than those in a more
long stand ing, monog a mous sex ual rela tion ship.

2.19 Peo ple with mul ti ple sex ual part ners should 
prac tise safer sex, i.e. by using bar rier meth -
ods.

2.20 In gen eral, long stand ing sex ual part ners 
do not need to change sex ual prac tices if
one of them is found to be infected with
hep a ti tis C. How ever, part ners need to 
be informed that although the risk of trans -
mis sion is low it is not absent, and bar rier
meth ods are avail able.

2.21 Sex ual part ners should know that the risk 
of trans mis sion dur ing sex ual activ ity may
be increased when there are open lesions
and dur ing men ses; bar rier meth ods may 
be used in these sit u a tions.

Postexposure con sid er ations for health care 
work ers (includ ing emer gency respond ers)

2.22 Postexposure pro phy laxis guide lines need 
to be devel oped in the con text of over all
risk assess ment for bloodborne patho gens.

2.23 Appro pri ate test ing is rec om mended for
those with nee dle stick, sharps or mucosal
expo sure to HCV-positive blood(5).

2.24 At this time, there is no rec og nized
postexposure pro phy lac tic inter ven tion 
that will decrease the risk of infec tion.

Research

2.25 Research is needed into the fol low ing areas:

� the extent to which the knowl edge of
their pos i tive HCV sta tus mod i fies the
behav iour of injec tion drug users

� the fre quency of perinatal trans mis sion 
of HCV in Can ada

� the prev a lence of HCV infec tion among
hemodialysis work ers and other occu pa -
tional groups

� the role of inter feron and other poten -
tially effec tive agents in postexposure
pro phy laxis

3. Pub lic Health
 Lab o ra tory Issues
 Working Group
There is a mix ture of lab o ra to ries car ry ing out
anti-HCV screen ing and sup ple men tary test ing
across the coun try: pub lic health, hos pi tal, and
pri vate laboratories. Fur ther, even among pub lic
health lab o ra to ries a vari ety of HCV diag nos tic
algo rithms are being used. It was felt that the
tests used and the prac tices of all lab o ra to ries
should be sub ject to eval u a tion, to ensure some
degree of qual ity assur ance.

At the pres ent time, lab o ra tory assays can not 
dif fer en ti ate between acute and chronic HCV
infec tion (except seroconversion).

The kinet ics of dis ap pear ance of pas sive anti body
in infants born to HCV sero pos i tive moth ers 
is uncer tain. The rec om men da tion on test ing 
for ver ti cal trans mis sion of HCV reflects this
uncer tainty.

There is evi dence that the response to dif fer ent
treat ment reg i mens var ies accord ing to the 
geno type of the hep a ti tis C virus, and that pre -
treat ment quan ti ta tive HCV RNA (nucleic acid
detec tion) test ing can pro vide an impor tant 
base line against which to mea sure the risks and
ben e fits of treat ment. The impor tance of these
new data under lie the rec om men da tions on 
geno typ ing and quan ti ta tive HCV RNA.

Qual ity assur ance

3.1 The Bureau of Med i cal Devices (Health
Pro tec tion Branch, Health Can ada) should
estab lish a licens ing pro gram for HCV 
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diag nos tic kits sim i lar to that estab lished
for HIV test ing.

3.2 All lab o ra to ries per form ing HCV test ing
should par tic i pate in exter nal pro fi ciency
test ing pro grams. Each prov ince should put 
in place a sys tem that ensures com pli ance
with and reviews the results of pro fi ciency
test ing.

Win dow period

3.3 Pro to cols for post-exposure sur veil lance of
patients for seroconversion should take into
account the esti mated mean seroconversion
win dow. For anti-HCV in immunocom-
petent patients (using third gen er a tion
EIAs) it is 10 weeks; this fig ure is based 
on pop u la tion stud ies among trans fu sion
recip i ents (data obtained from lim ited 
stud ies of post-trans fu sion HCV infec tion).

Sup ple men tal test ing

3.4 Despite the high spec i fic ity of cur rent EIAs
in the detec tion of anti-HCV, false pos i tive
reac tions occur in pop u la tions with a low
prev a lence of infec tion. There fore, all
screen ing algo rithms must include sup ple -
men tal test ing. A pos i tive anti-HCV result
is defined as a repeat edly reac tive EIA and 
a pos i tive sup ple men tal test result. Only
this result should be reported to the treat -
ing phy si cian and pub lic health author i ties.
Accept able sup ple men tal test ing includes

� recom bi nant immunoblot assay (RIBA)
� a sec ond man u fac turer’s EIA (all dual

EIA algo rithms with expanded “grey
zones” must have been val i dated for the
spe cific kits used)

� nucleic acid detec tion

3.5 If report ing of all HCV infected patients 
to pub lic health author i ties is deemed 
nec es sary, cen tral ized sup ple men tal test ing
(in the pub lic health lab o ra tory) should be
con sid ered, or there should be val i da tion
that all lab o ra to ries per form ing sup ple men -

tal HCV test ing are report ing con firmed
HCV cases.

Nucleic acid detec tion

3.6 Although EIA for the detec tion of anti-
HCV should remain the test of choice 
for ini tial assess ment of spec i mens in both
immunocompetent and immunosuppressed
hosts (e.g. patients with hematologic 
malig nant dis ease, HIV-infected patients,
patients with con gen i tal or acquired immu -
no de fi ciency, organ and bone mar row 
trans plant recip i ents), HCV nucleic acid
detec tion (HCV RNA) should be per formed 
in immunosuppressed patients who have a
neg a tive anti-HCV result but in whom
HCV infec tion is sus pected.

3.7 Qual i ta tive HCV RNA assays are not
required on all anti-HCV pos i tive patients.
How ever, such test ing may be use ful in the
fol low ing sit u a tions:

� res o lu tion of inde ter mi nate HCV serol ogy 
(see Fig ure 1)

� detec tion of infec tion in anti-HCV 
neg a tive immunocompromised patients

� detec tion of HCV infec tion in the infant
born to an anti-HCV pos i tive mother 
(the opti mal tim ing and fre quency of
mon i tor ing requires data from pro spec -
tive cohort stud ies)

� doc u men ta tion of viremia in anti-HCV
pos i tive patients with repeat edly nor mal
liver func tion tests (for anx i ety relief
rather than to guide clin i cal man age -
ment)

� deter mi na tion of the response to anti-
viral treat ment and the dura bil ity of that
response

3.8 At pres ent there are insuf fi cient data on 
the effi cacy of early anti vi ral ther apy or 
on the trans mis sion risk to patients from
seroconverting health care work ers to jus tify 
the use of HCV RNA assays in mon i tor ing
health care work ers after a parenteral 
expo sure to HCV.
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Ver ti cal trans mis sion of HCV

3.9 The opti mal lab o ra tory pro to col for mon i -
tor ing ver ti cal trans mis sion of HCV infec -
tion is uncer tain. How ever, the diag no sis 
of infec tion can be assessed by anti body
test ing later than 12 months after birth.
The dura bil ity of anti body should be deter -
mined (i.e. resid ual mater nal anti body 
ruled out) by fol low-up test ing. In infants
doc u mented to be HCV RNA pos i tive, 
fol low-up test ing is rec om mended to deter -
mine per sis tence ver sus clear ance of viremia. 
HCV RNA test ing at three months of age
may be use ful for detec tion of infec tion in
infants born to anti-HCV pos i tive moth ers,
but requires fur ther val i da tion. 

Seroprevalence stud ies

3.10 Pooled serum test ing can be a cost-effective
method for per for mance of seroprevalence
stud ies for epidemiologic pur poses. This
approach must be val i dated for each spe cific 
man u fac turer’s prod uct used.

3.11 Saliva may be use ful for epidemiologic
seroprevalence stud ies. The sen si tiv ity 
and spec i fic ity of spe cific com bi na tions of
col lec tion kits and assay sys tems must be
deter mined before their appli ca tion in these
stud ies.

Geno typ ing and quan ti ta tive HCV RNA

3.12 In patient man age ment, pre treat ment
geno typ ing pro vides impor tant infor ma tion
with respect to the risks and ben e fits and
the dura tion of treat ment. Oppor tu nities
should be made avail able for access ing
geno typ ing ser vices in Can ada.

3.13 Pre treat ment quan ti ta tive HCV RNA
assays pro vide impor tant infor ma tion with
respect to the risks/ben e fits of treat ment
and dura tion of ther apy, and should be
made avail able.

3.14 Lab o ra tories per form ing qual i ta tive and
quan ti ta tive HCV RNA test ing and geno -
typ ing should par tic i pate in exter nal qual ity 
assess ment pro grams for these assays, estab -
lished and coor di nated cen trally.

Research

3.15 Research is needed in the fol low ing areas:

� ongo ing eval u a tion of new com mer cial 
or in-house assays for HCV test ing
(screen ing, sup ple men tal HCV RNA 
and geno typ ing)

� new assays devel oped for the detec tion of
acute HCV infec tion
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� fur ther eval u a tion of assays for use in pool 
test ing of serum and saliva/urine-based
assays

� inves ti ga tion of pro to cols/tech nol o gies for 
sta bi liz ing HCV RNA for trans port

� the poten tial role of geno typ ing for pub lic 
health sur veil lance, spe cif i cally, regional
vari abil ity in geno types, the prev a lence of 
mixed infec tion, asso ci a tion of geno typ ing 
with risk his tory, and doc u men ta tion of
rein fec tion events (addi tional molec u lar
tech niques [sequenc ing] may be use ful 
for defin ing trans mis sion pat terns and
out breaks)

� the con tri bu tion of geno type to
immunoblot-indeterminate PCR neg a tive 
sam ples

� the influ ence of rein fec tion events on 
pre dom i nant geno type, pathogenesis 
and nat u ral his tory of HCV infec tion
(injec tion drug user cohort)

� the nat u ral his tory of anti-HCV pos i tive,
PCR neg a tive patients and HCV infec tion 
asso ci ated with neo na tal trans mis sion

4. Injec tion Drug User
 Issues Working Group
Despite some efforts tar geted at injec tion drug
users (IDUs), the involve ment of pub lic health in
Can ada has not yet had a mea sur able impact on
the hep a ti tis C epi demic in this group. There has
been piggy-backing onto exist ing HIV/STD pro -
grams, which them selves are still not ade quate,
but these can not be expected to take into account 
the spe cial char ac ter is tics of the HCV epi demic.

HCV is more eas ily trans mit ted through the
percutaneous/parenteral route than is HIV, and
infec tion is acquired ear lier after ini ti a tion of
injec tion drug use. Pre ven tion efforts should
there fore tar get above all (but not exclu sively)
new IDUs and those who are con tem plat ing
injec tion. Min ute amounts of blood may be suf fi -
cient to trans mit hep a ti tis C, so the risk asso ci ated 
with shar ing of drug equip ment such as spoons,

pipes and straws, or with tat too ing and body
pierc ing may be higher than that for HIV. On 
the other hand, many HIV pre ven tion strat e gies
(e.g. nee dle exchange pro grams) will also help to
pre vent hep a ti tis C.

At the social and legal level, improv ing the atti -
tudes of the pub lic towards IDUs and treat ing
drug use as a health issue rather than a crim i nal
issue may con trib ute to the pre ven tion of both
HCV and HIV infec tion. Some of the cur rent 
leg is la tion on drug use may have the effect of 
pre vent ing access to ser vices.

The harm reduc tion model should be used as the
basis for hep a ti tis C pre ven tion pro grams. The
guid ing prin ci ple of this model is to min i mize
harm. The model may include strat e gies to 
pre vent ini ti a tion of injec tion drug use and to
enhance safe injec tion among those who are
inject ing, and may empha size detox i fi ca tion and
reha bil i ta tion ser vices. Absti nence could be one
goal, but it is not nec es sary and should never 
be a con di tion of access to ser vices. The harm
reduc tion model is a human is tic and prag matic
approach that pre cludes repres sive inter ven tions.

A healthy pub lic pol icy is nec es sary to sup port a
strong national hep a ti tis C pre ven tion strat egy.
Coor di na tion between the main stake holders —
pub lic health, police, men tal health, drug user
ser vices — is nec es sary at the fed eral and pro vin -
cial/ter ri to rial level and locally in order to ensure
a coher ent strat egy. Issues related to drug use 
are better han dled by the health care and social
ser vices sys tem than by the crim i nal jus tice sys -
tem, and, in line with this, real lo ca tion of fund ing 
would pro vide the means for com pre hen sive 
pro gram ming.

The HIV, AIDS and Injec tion Drug Use National 
Action Plan(6) is endorsed but, given the spe cific
char ac ter is tics of hep a ti tis C, addi tional inter ven -
tions are needed. Imple men ta tion of a com pre -
hen sive pro gram, includ ing mul ti ple strat e gies 
for these mea sures, is not pos si ble with out
ade quate fund ing.
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Rec om men da tions

4.1 Hep a ti tis C pre ven tion pro grams should
adhere to the harm reduc tion model as a
health pro mo tion strat egy.

4.2 A fed eral-provincial advi sory com mit tee
should be cre ated to ensure the imple men -
ta tion of a hep a ti tis C national action plan
on IDU issues. 

4.3 Where there is sig nif i cant over lap of issues,
other bloodborne infec tious dis eases often
found among drug users should also be
addressed by the com mit tee.

4.4 Drug users them selves must be included 
at all lev els of dis cus sion and inter ven tion.
This involves the cre ation, pro vi sion of
resources for and con tin u ing sup port of
drug user groups at fed eral/pro vin cial/
ter ri to rial and local lev els.

Pre venting trans mis sion — indi vid ual level 

4.5 Aware ness about hep a ti tis C should be
increased through dis sem i na tion of infor ma -
tion, edu ca tion, and com mu ni ca tion tar get -
ing drugs users and those at high risk of
ini ti at ing injec tion.

4.6 Out reach ser vices directed to recently 
ini ti ated injec tors (through peer edu ca tor
groups or out reach work ers) should be
increased.

4.7 Drug users and those at risk of ini ti at ing
injec tion should be edu cated about alter na -
tives to injec tion and about safe injec tion
prac tices.

4.8 There should be increased access to drug
abuse treat ment, includ ing a wide range 
of sub sti tu tion treat ments and low thresh -
old inter ven tionsh. Sub sti tu tion can also be
con sid ered a means of pre vent ing ini ti a tion
of injec tion, but more research is needed.

4.9 Phy si cians, nurses, social work ers, school
edu ca tors, and other appro pri ate work ers,
includ ing out reach work ers, should be
trained to iden tify and offer early inter ven -
tion to youth con tem plat ing injec tion drug
use.

Pre venting trans mis sion — com mu nity level 

4.10 Drug edu ca tion pro grams should be
updated to include accu rate and com plete
infor ma tion so that youth can make
informed deci sions.

4.11 Drug edu ca tion and fund ing should 
pri mar ily have a health focus. Coop er a tion
between com mu nity polic ing, drug user
groups, and the social agen cies is vital to 
the suc cess of the hep a ti tis C pre ven tion
and con trol pro gram.

4.12 Com mu nity pre ven tion pro grams need 
to be based on a com pre hen sive harm
reduc tion model and should include nee dle
exchange; safe injec tion sites; access to 
ster ile drug use par a pher na lia; greater
access to detox i fi ca tion and reha bil i ta tion
ser vices, par tic u larly for minors and young
adults; well-coordinated and inte grated
health care and social ser vices; user advo -
cacy groups; lifeskills pro grams; and low
thresh old sub sti tu tion ther apy.

4.13 Mea sures, includ ing reg u la tory mea sures,
should be taken to ensure that per sonal 
ser vices (e.g. tat too ing, body pierc ing, 
acu punc ture) are deliv ered safely.

4.14 Pre ven tive mea sures avail able in the 
com mu nity should be avail able in the
prison set ting.

Pre venting trans mis sion — fam ily/net works

4.15 Med i cal and social ser vices should be avail -
able to sup port fam i lies in dif fi culty and
par ents of young drug users.
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4.16 Inter ven tions tar get ing drug user social net -
works should be imple mented to pro mote
modes of use other than injec tion.

Pre venting trans mis sion — social/legal

4.17 Since social iso la tion and exclu sion can
increase the risk of hep a ti tis C, inter ven -
tions to increase the gen eral pub lic under -
stand ing about drug use and drug users
should be devel oped and imple mented.

4.18 In rec og ni tion that some cur rent leg is la tion
may con trib ute to the spread of hep a ti tis C
and other bloodborne patho gens and pres -
ent bar ri ers to health action, and in sup port
of the HIV/AIDS National Action Plan 
rec om men da tions, it is pro posed that the
Min is ter of Health estab lish a national 
com mit tee to review cur rent drug laws 
and develop a plan to imple ment nec es sary
changes.

Keeping infected IDUs “healthy”

4.19 Screening IDUs for hep a ti tis C pro vides an
oppor tu nity for coun sel ling, treat ment and
other med i cal inter ven tions and should be
part of a com pre hen sive pro gram based in
set tings pro vid ing ser vices adapted to drug
users.

4.20 All HCV-infected peo ple, includ ing IDUs,
should be con sid ered eli gi ble for assess ment
and treat ment. Com pli ance issues should be 
addressed on an indi vid ual level as with
other dis eases or pop u la tions.

Research

4.21 Research should be car ried out in the 
fol low ing areas:

� the deter mi nants of ini ti a tion into 
injec tion drug use

� the deter mi nants of drug use reduc tion
and ces sa tion

� the pos si bil ity of a link between
nonmedical injected ste roid use and 
hep a ti tis C

� the role of sub sti tu tion ther apy
(e.g. meth a done) in pre vent ing ini ti a tion
of injec tion

� the opti mal meth ods of deliv er ing health
care ser vices to IDUs with hep a ti tis C

� the value of coun sel ling, test ing and the
con se quences of pos i tive or neg a tive test
results on IDU behav iours

� the deter mi nants and prac tices asso ci ated
with HCV infec tion

� mon i tor ing of the evo lu tion of the HCV
epi demic with respect to pre ven tion 
pro grams

� the role of intranasal or inha la tion drug
use in the spread of hep a ti tis C infec tion

� fea si bil ity stud ies, and pro cess and 
imple men ta tion eval u a tion stud ies on
spe cific strat e gies such as nee dle exchange 
pro grams in cor rec tional set tings and
com mu nity safe injec tion sites

5. Edu ca tion Working
 Group
Expe ri ence gained from the HIV epi demic 
was dis cussed, and com par i sons were made
between the edu ca tional needs of var i ous groups
with regard to HIV and hep a ti tis C. It was noted
that in the mind of the pub lic, HCV is asso ci ated
pri mar ily with blood trans fu sion and not with
injec tion drug use. Edu ca tional inter ven tions
must be devel oped that keep in per spec tive the
scope of the prob lem of hep a ti tis C while dimin -
ish ing the pos si bil ity of over-reaction by the 
pub lic. Inter ven tions must be tar geted not only 
to groups at high risk but also to the pub lic and
to health care pro vid ers who may not be com fort -
able deal ing with cli ents who inject drugs.

To be effec tive, edu ca tional pro grams must be

� inten sive,
� sus tained, and
� cul tur ally appro pri ate.

An inten sive pro gram is one that requires active
involve ment by all par ties. Whether the pro gram
is based on a “one-on-one” model or a group
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model, it must focus on par tic i pa tion; for exam -
ple, a role play ing exer cise would be more inten -
sive than lis ten ing to a talk. Edu ca tional
pro grams need to be sus tained over time, so that
mes sages can be rein forced. Infor ma tion and
knowl edge can often be con veyed rel a tively eas ily, 
whereas learn ing skills, improv ing moti va tion and 
chang ing atti tudes often take lon ger. In addi tion,
a pro gram that does not take into account cul -
tural val ues and prac tices may be inher ently
flawed.

Basic edu ca tional and social mar ket ing strat e gies
were dis cussed, and rec om men da tions were made
on the basis of gen eral prin ci ples.

Rec om men da tions

5.1 A fed er ally led national aware ness cam paign 
should be devel oped as a pri or ity.

Unique needs of health care pro vid ers

5.2 Through dis cus sion with uni ver si ties,
schools and pro fes sional orga ni za tions,
case-based cur ric ula should be devel oped for 
health care pro vid ers that take into account
their knowl edge and com fort when deal ing
with injec tion drug users and related issues
(includ ing but not lim ited to hep a ti tis C).

5.3 A national clear ing house should be insti -
tuted for hep a ti tis C infor ma tion, i.e. a 
cen tral repos i tory where infor ma tion is
readily avail able for health care pro vid ers,
patients and the gen eral pub lic, includ ing 
a 1-800 tele phone num ber (dis played on 
all infor ma tion) and Internet access.

5.4 A mul ti fac eted approach to infor ma tion
cam paigns/pub lic ity should be devel oped
that would be recur rent and updated, using 
exist ing com mu ni ca tion vehi cles (e.g. news -
let ters and inserts in pro fes sional jour nals).
This approach would also include a series 
of infor ma tion prod ucts on hep a ti tis C 
and risk reduc tion (e.g. fact sheets and 
bro chures) for the use of health care work ers 
in coun sel ling.

5.5 Lab o ra tories should be encour aged to use
the test result report of a new case as a
mech a nism for dis trib ut ing rel e vant infor -
ma tion to phy si cians or to indi cate where
addi tional infor ma tion is avail able.

5.6 Cur rent con tin u ing edu ca tion mech a nisms,
such as a speaker’s bureau, should be used
to ensure that all health care pro vid ers
main tain an accu rate knowl edge base, 
espe cially with regard to HCV infec tion
(the dis ease and its causes [espe cially injec -
tion drug use]), atti tudes and knowl edge.

Unique needs of the gen eral pub lic

5.7 Seg ments of the pop u la tion should be 
iden ti fied and spe cific mes sages devel oped
in accor dance with the needs of those 
seg ments.

5.8 There should be sup port and help for cli ent
groups to become involved in the devel op -
ment and imple men ta tion of edu ca tional
mate ri als for the pub lic.

Unique needs of youth

5.9 A com pre hen sive health approach/pro gram
should be devel oped to reach youth in
schools and other set tings. This pro gram
would deal with pri mary pre ven tion and
harm reduc tion, giv ing par tic u lar atten tion
to injec tion drug use and other risk behav -
iours.

Unique needs rel e vant to high-risk groups

5.10 Edu ca tional mate ri als should be devel oped
with cli ent groups and dis sem i nated
through exist ing net works, such as meth a -
done clin ics and nee dle exchange pro grams.

5.11 Edu ca tional mate ri als should be devel oped
and sup port pro vided for front-line work ers
deal ing with high-risk groups.
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6. Blood Sup ply Issues
 Working Group
In spite of the pos si ble dis ad van tages, for peo ple
infected with hep a ti tis C through trans fu sion
there are many poten tial ben e fits to know ing that 
they are infected. Thus, in gen eral, it is desir able 
that HCV-infected trans fu sion recip i ents know
their infec tion sta tus. This might be car ried out
through hos pi tal-based noti fi ca tion pro grams,
case find ing, and pub lic noti fi ca tion. Hos pi tal-
based pro grams will likely iden tify the larg est
num ber of affected indi vid u als.

Rec om men da tions

Lookback and traceback inves ti ga tions

6.1 Tar geted lookbacks, both ret ro spec tive 
and pro spec tive, should be con tin ued.
When an HCV-infected donor is iden ti fied
out side the blood ser vice, com plete iden ti fy -
ing infor ma tion should be pro vided to the
blood ser vice to per mit lookback.

6.2 Traceback inves ti ga tions on HCV-infected
trans fu sion recip i ents should be con tin ued
so that other HCV-infected recip i ents may
be iden ti fied through a sub se quent
lookback.

Recip i ent noti fi ca tion

6.3 Recip i ent noti fi ca tion pro grams should 
be con sid ered in juris dic tions where they
have not been car ried out. The final deci sion 
should be made on the basis of fea si bil ity;
regional, local and pro vin cial pri or i ties;
other meth ods avail able; and the likely 
yield of such activ i ties (num ber of yet
uniden ti fied HCV-infected recip i ents).

6.4 To facil i tate recip i ent noti fi ca tion pro grams
there should be

� eval u a tion of pro grams car ried out to date
� tech ni cal sup port (con sul ta tion, proba bil -

is tic match ing, etc.)
� fed eral sup port (50% of the cost)

� epidemiologic assess ment of suc cess to
date (num ber of HCV-infected trans fu -
sion recip i ents still uniden ti fied)

Pub lic noti fi ca tion

Good data are lack ing on the effec tive ness of 
pub lic noti fi ca tion. Nev er the less, such activ i ties
may be desir able and in some con texts use ful.

6.5 Pub lic noti fi ca tion cam paigns should be
con sid ered instead of or in com bi na tion
with recip i ent noti fi ca tion.

Case find ing

6.6 Case find ing for HCV infec tion should be
car ried out for per sons trans fused before
July 1992. His tory tak ing of blood trans fu -
sion and blood dona tion from all patients
should con sti tute part of a com plete med i -
cal his tory.

6.7 Improved appro pri ate teach ing dur ing
under grad u ate and post grad u ate med i cal
train ing and con tin u ing med i cal edu ca tion
of phy si cians should be ensured.

Fol low-up of HCV-infected trans fu sion recip i ents

6.8 Enabling leg is la tion and reg u la tions should
be enacted in all juris dic tions to allow full
and free shar ing of infor ma tion. Such leg is -
la tion must safe guard the right to pri vacy
and con fi den ti al ity of donors and recip i ents.

6.9 Pub lic health depart ments should carry 
out fol low-up on all reports of HCV infec -
tion to val i date the case and deter mine the
risk fac tors related to the likely acqui si tion
of the infec tion.

� if the HCV-infected patient donated
blood (or organs, tis sue or semen), 
com mu ni cate with the CBS/HQ (or 
the organs/tis sues/semen pro cure ment
ser vice)

� if the HCV-infected patient received a
blood trans fu sion (or organs, tis sue or
semen) com mu ni cate with the CBS/HQ
(or the organs/tis sues/semen pro cure ment 
ser vice).
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6.10 The inves ti ga tion should include col lec tion
of key data — for exam ple, type of com po -
nent, date(s) of trans fu sion, indi ca tion for
trans fu sion, and hos pi tal.

Sur veil lance

6.11 Trends in trans fu sion-acquired infec tion
based on data col lected by pub lic health
should be ana lyzed, inter preted, and dis -
sem i nated.

6.12 Sur veil lance of HCV-infected donors should 
be rou tine: data on age, sex, region, risk
fac tors for acqui si tion, and rea son for dona -
tion should be rou tinely col lected, recorded
sys tem at i cally, tab u lated, and ana lyzed for
sur veil lance and inter ven tion pur poses.

6.13 It should be man da tory to include trans fu -
sion his tory (received or not) on the hos pi tal 
dis charge sum mary and code it in the 
pro vin cial data base.

6.14 The blood ser vice should develop a recip i ent 
data base.

6.15 An inte grated recip i ent/donor data base
(“vein-to-vein”) should even tu ally be 
devel oped.

6.16 A data base of deferred donors should be
devel oped, recorded (rea son for defer ral),
and ana lyzed.

Com pen sa tion pro grams

6.17 When pub lic health car ries out an inves ti -
ga tion on reported HCV cases and trans fu -
sion is iden ti fied as a pos si ble or likely
source of infec tion, detailed and com pre -
hen sive data on the trans fu sion received
should be col lected and recorded.

6.18 When com pen sa tion pro grams become
aware of peo ple pos si bly or prob a bly
infected, the infor ma tion should be com mu -
ni cated to the blood ser vice and to pub lic
health with out delay.

Blood safety

6.19 New mech a nisms are required to ensure
sys tem atic coor di na tion between pub lic
health and the CBS/HQ at three lev els:

� fed eral (with per haps a spe cial role for the 
Lab o ra tory Cen tre for Dis ease Con trol)

� pro vin cial/ter ri to rial (high pri or ity)
� regional

6.20 Pol icy should be evi dence-based, and sci en -
tific exper tise must be involved in deci sion
mak ing at all stages.

6.21 Sys tem atic eval u a tion and qual ity con trol is
required.

Research — pri or ity areas

6.22 Impor tant areas for research are as fol lows:

� the nat u ral his tory of HCV infec tion
acquired through trans fu sion

� resid ual risk (mod el ling)
� risks and ben e fits of early noti fi ca tion and 

treat ment
� research-based repos i tory of pre- and

post-transfusion serum from recip i ent and 
donor

� blood safety of dif fer ent types of recruit -
ment (directed, allogeneic, etc.)

� blood donor recruit ment (donor inclu sion
and exclu sion, health assess ment)

� safety of donor “pool”
- recruit ment
- geo graphic map ping of trans mis si ble
 dis ease

� epi de mi ol ogy of trans fu sion in Can ada
� sur vival fol low ing trans fu sion
� pub lic atti tudes and opin ions on

- the right to know
- per cep tion of risk of infec tion from
 trans fu sion

� blood uti li za tion
� test per for mance
� viral inac ti va tion/atten u a tion
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Research — struc tural issues

6.23 Data infor ma tion sys tems should be devel -
oped at the blood ser vice mak ing pos si ble
effec tive sur veil lance and research into the
risk from infec tious agents.

6.24 The blood ser vice should develop and 
main tain ana lytic capac ity to ensure this
sur veil lance and research.

6.25 Col lab o ra tions should be estab lished with
other research ers (LCDC, pub lic health,
aca demic cen tres, etc.) to ensure a com pre -
hen sive research pro gram.

6.26 The nec es sary fund ing should be pro vided
(10% of the blood ser vice oper a tional 
bud get should be avail able for extra mu ral
as well as intra mu ral research). 

Gen eral Rec om men da tion
To improve com mu ni ca tion on var i ous issues 
con nected with HCV, it is rec om mended that
indi vid ual Web sites or one cen tral repos i tory 
be devel oped where inven to ries of research in
prog ress, results of eval u a tions, and requests for
par tic i pa tion in research pro to cols could be
posted. E-mail newletters could also be dis trib -
uted to inter ested par ties.
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