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Hepatitis C virus (HCV) is a globally prevalent pathogen and is a major cause of healthcare burden in India. HCV
poses a significant problem in the state of Punjab, India owing to the higher prevalence of risk factors like unsafe
medical practices (including unsafe injections and dental procedures) and intravenous drug use. The reported
prevalence of HCV in this part of the country was 5.2% in 2012, while a recent study has shown the prevalence to
be 3.2% in 2016. Similar to the other geographic belts in India, genotype 3 predominates in the state of Punjab.
Control of HCV infection in Punjab requires focusing on several strategies. There is a need to formulate a health
educational curriculum targeting not only the high-risk population but also the general population regarding the
transmission of HCV. Training of family physicians who form the first link to patients in the community is
imperative in the success of healthcare programmes. Adopting the dual approach of treating the old cases
(decreasing the reservoir pool of HCV) and decreasing the incidence of new ones would help curtail the disease
and decrease liver related mortality. A commendable initiative has been launched by the Punjab state government
to eliminate HCV from Punjab. However, besides the initiative by the government, a concerted effort by all other
stakeholders in managing the HCV burden in India, namely the doctors, the drug companies and the non-
government organizations is required for control of HCV. ( J CLIN EXP HEPATOL 2016;6:224–232)
epatitis C virus (HCV) is a single stranded RNA GLOBAL PREVALENCE OF HCV
Hvirus belonging to the family Flaviviridae. It has
six major genotypes 1–6 with genotype 1 being

the most prevalent genotype globally (46%), followed by
genotype 3 in 22% and genotype 2 and 4 in 13% each.1

There is a significant genotypic variation across various
geographic regions globally. While genotype 1 predomi-
nates in Europe, North America, and Australia, genotype 3
is more prevalent in Asian countries namely India,
Pakistan, Bangladesh, etc.2,3

HCV is known to cause both acute and chronic infec-
tion in humans and unlike hepatitis B virus (HBV), 80% of
acute HCV infections in adults can lead onto chronic
viremia. Of these persons with chronic infection, 30% will
develop progressive liver disease culminating in cirrhosis
and/or hepatocellular carcinoma (HCC).4
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Globally, HCV is the predominant cause for post-transfu-
sion hepatitis. A systematic review in 2013 concluded that
about 185 million persons globally had evidence of HCV
infection, of which an estimated 170 million may be
chronically infected.5 However, recent data estimated that
110 million people are HCV-antibody positive and 80
million have chronic infection.1 This lower estimate can
be explained by a combination of decreasing incidence and
improved diagnostic tests for HCV infection leading to
fewer false-positive results. The estimated prevalence of
HCV infection by Global Burden of Disease regions has
been depicted in Table 1.1
PREVALENCE OF HCV IN INDIA

The estimated prevalence of HCV infection in India is
about 0.5–1.5%.6 Despite the low prevalence of HCV, India
with its large population accounts for a significant pro-
portion of the global HCV burden.7 Approximately 12–18
million people are thought to be infected with HCV in
India.8 An estimated viremic rate of about 80%, corre-
sponds to a viremic prevalence of about 0.68%.9 A signifi-
cant variation in prevalence has been noted across various
geographical regions in India. The availability and quality
of epidemiological data from India is, however, not
optimal.7

There is paucity of population-based studies of HCV
from India. A population-based study from West Bengal,
which included 2973 individuals, found the prevalence of
 | No. 3 | 224–232 © 2016 INASL.
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Table 1 Estimated Prevalence of HCV Infection by Global Burden of Disease Regions.1

Regions Anti-HCV prevalence (CI) Viremic HCV prevalence (CI)

Asia, Central 5.4% (3.5–6.8%) 2.3% (1.5–3.0%)

Asia, East 1.2% (0.4–1.8%) 0.7% (0.3–1.1%)

Asia, South 1.1% (0.7–1.5%) 0.9% (0.5–1.2%)

Asia, Southeast 1.0% (0.8–1.8%) 0.7% (0.5–1.1%)

Australasia 1.4% (1.0–1.5%) 1.0% (0.8–1.1%)

Caribbean 0.8% (0.2–1.3%) 0.6% (0.1–0.9%)

Europe, Central 1.3% (1.1–1.6%) 1.0% (0.9–1.2%)

North Africa/Middle East 3.1% (2.5–3.9%) 2.1% (1.7–2.6%)

Sub-Saharan Africa, Central 4.2% (2.4–9.2%) 2.6% (1.5–5.5%)

HCV, hepatitis C virus; CI, confidence interval.
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HCV to be 0.87%. The highest anti-HCV seroprevalence
was in those who were over 60 years and no difference in
prevalence was observed among men and women.10 Sach-
deva and Mehta11 screened 150,000 residents of Fatehabad
district in Haryana for anti-HCV positivity and found a
population prevalence of 1%. However, they also carried
out a screening of select group 7114 persons who were at
high risk for acquiring HCV infection (high risk behavior,
history of jaundice), in whom a prevalence of 21% was
noted. In another study carried out on 22,666 trainees of
Indian Armed Forces, the point prevalence of anti-HCV
seropositivity was noted to be 0.44%. The possible expla-
nation of this low prevalence was exclusion of those who
may be at risk for HCV infection from recruitment as
military trainees.12 Few studies done in the tribal popula-
tion of India have depicted prevalence of anti-HCV posi-
tivity (7.89% in Lisu community in Changland district of
Arunachal Pradesh and 2.02% in Lambada tribe in Andhra
Pradesh).13,14

Data from screening of blood donors in India show an
anti-HCV prevalence of 0.29–1.85% in northern states,
0.08–1.4% in southern states, 0.27–1.17% in northeastern
states, and 0.31–1.09% in eastern states. In contrast, data
from the western Indian states show a lower prevalence of
0–0.9% except for a few reports with higher prevalence.6

Owing to the bias of self-selection, screening blood donors
usually underestimates the real prevalence of HCV in a
community.

Prevalence of HCV antibodies in pregnant women has
ranged from 0.6% to 1.4% in various studies.6 The preva-
lence of HCV infection in high risk group of patients is
expected to be more when compared to the general popu-
lation, which include patients undergoing hemodialysis
(HD), repeated blood transfusions (e.g. thalassemia major),
intravenous drug users (IVDU's), and health care workers
(HCW's). Multi-transfused thalassemic patients have a
high prevalence of HCV infection. However, the prevalence
rate has declined from 22.5% among those who received
Journal of Clinical and Experimental Hepatology | September 2016 | Vol. 6
transfusions prior to 2001, when mandatory testing for
anti-HCV was introduced in blood banks, to 13.6% among
those who received transfusions only thereafter.6 In a study
from north India, 54 patients with anti-HCV positivity
were enrolled and it was noted that iatrogenic procedures
was responsible for the transmission of HCV infection in
83.3%, with 67% being due to blood transfusion alone.15 In
a study from New Delhi, 119 patients undergoing HD were
enrolled and the prevalence of HCV RNA positivity was
found to be as high as 27.7%.16 The prevalence of HCV
infection in renal transplant recipients in India has been
reported to be as high as 26.2–55.9%.17 The prevalence of
HCV infection in HCWs has ranged from 0% to 4%, and is
notably higher among staff working in HD units.18,19

Mehta et al.20 in their study, recruited 1158 IVDU's and
noted an extremely high prevalence of anti-HCV positivity
(55%).

In published studies, genotype 3 is reported as the most
common genotype in India, accounting for 54–80% of
cases.21,22 Studies from northern, western, and eastern
parts of the country have uniformly shown predominance
of genotype 3; however, in southern India, both genotype 1
and 3 HCV are found to be prevalent.23 Genotype 4 HCV
has been identified in some cases from southern and
western India.3,24,25

SCENARIO IN PUNJAB, INDIA

General Prevalence
The prevalence of HCV infection in the general population
of Punjab was studied by Sood et al.26 in the year 2012,
where a house-to-house survey was conducted in a defined
population of 26,273 subjects and 5258 subjects were
screened. The prevalence of HCV was 5.2% with the highest
prevalence being noted in the age group of 41–60 years and
prevalence was no different among men and women. The
authors also assessed the risk factors associated with the
acquisition of HCV and reported prior history of dental
 | No. 3 | 224–232 225
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treatment, surgery, and unsafe sexual practices as the
leading causes for HCV infection. Patients who were
anti-HCV positive were more frequently diabetic and
had a higher prevalence of HCV infection in the family
when compared to subjects who were anti-HCV negative
(29% vs. 9%). This study was an eye-opener regarding the
major healthcare burden that HCV was posing in the state
of Punjab, India. A higher prevalence of HCV infection has
also been noted in the adjoining Punjab province of the
neighboring country, Pakistan.27 This is labeled as the
‘hepatitis C belt’ occupied by Punjabis on both sides of
the border and a possible relation to common cultural,
social, and patterns of medical practice has been postu-
lated. However, a genetic predisposition of the Punjabi
community to acquire HCV infection cannot be
completely negated and further studies are needed to
confirm this notion.26

In a recent study conducted by the same group this year,
5526 subjects were screened and a prevalence of 3.29% was
demonstrated, with the highest prevalence being noted in
the age group of 46–60 years. The prevalence of HCV
seropositivity was very high in certain districts of Punjab
such as Mansa (13.6%), Muktsar (12.4%), Moga (8.8%), and
in Sangroor (5.7%); Figure 1 depicts the prevalence of HCV
Figure 1 Prevalence of HCV seropositivity across surveyed districts in Pun
(Sood et al., 2016, personal communication).

226 
and difference among rural and urban population in the
surveyed districts of Punjab in this study (Professor Ajit
Sood, 2016, personal communication). The Punjab State
AIDS Control Society (PSACS) has issued its report on the
prevalence of HCV seropositivity across various districts of
Punjab (Table 2). As agriculture forms a vital occupational
backbone in Punjab, a study was conducted by Garg et al.28

to evaluate the seroprevalence of HCV among the farmers
in the Malwa belt of Punjab. A total of 1219 farmers were
screened and the prevalence of HCV was noted be as high
as 5%.

Prevalence Among Blood Donors
As mentioned earlier, blood transfusion forms a major
portal for HCV transmission which is why seropositivity
of HCV was assessed among blood donors by Gupta et al.29

in a study from Ludhiana. A total of 156,695 blood donors
were screened for anti-HCV antibodies and the prevalence
of HCV was found to be 1.45%. A study from Amritsar
including 35,793 blood donors demonstrated an anti-HCV
seropositivity in 1.38%. They also noted a declining trend
from 2.03% in 2005 to 0.87% in 2011.30 A subsequent study
from Amritsar which enrolled 5000 blood donors revealed
HCV seropositivity in 0.98% of donors, which was
jab.

© 2016 INASL.



Table 2 District Wise Seropositivity of Hepatitis C as per Data of Punjab State AIDS Control Society (PSACS).

District-wise seroreactivity/seropositivity (%)

S. no. District Hepatitis C

2013–14 2014–15 2015–16 (till December)

1 Moga 2.4 2.9 3.5

2 Tarn-Taran 1.8 2.3 2.9

3 Nawanshahr 2.1 2 2.3

4 Amritsar 1.1 1.4 1.9

5 Mansa 1.8 2.1 1.9

6 Faridkot 2.1 2.2 1.7

7 Sangrur 1.8 1.4 1.6

8 Kapurthala 0.7 0.8 1.4

9 Ludhiana 1.1 1.1 1.4

10 Mohali 1.4 1.5 1.4

11 Firozpur 1.0 1.3 1.3

12 Muktsar 1.4 0.9 1.3

13 Barnala 1.8 1.6 1.2

14 Bathinda 0.8 0.9 1.2

15 Gurdaspur 0.5 0.7 1.1

16 Hoshiarpur 0.8 0.8 1.1

17 Jalandhar 0.6 0.9 1

18 Fatehgarh Sahib 1.0 0.5 0.9

19 Patiala 0.8 0.9 0.7

20 Rupnagar 0.6 0.4 0.6

21 Fazilka 0.7 0.5 0.5

22 Pathankot 0.2 0.2 0.2
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significantly higher in replacement (1.37%) than in volun-
tary donors (0.23%). They noted rural blood donors to have
a higher seropositivity than urban donors and the majority
of seropositivity was depicted in the 30–39 years of age
group.31
Prevalence of HCV Among Pregnant Women
A study carried out in Faridkot by Goyal et al.32 screened
1412 pregnant women and found HCV seropositivity in
2.8%. The risk factors to acquire HCV infection identified
from this study were a history of previous surgery and
blood transfusion. This study depicts the higher seroposi-
tivity of HCV among pregnant women in the state of
Punjab when compared to the prevalence reported by other
studies done elsewhere in India (1.03%).33

Rural Predominance of HCV Infection in
Punjab
Singh et al.34 in their study from Faridkot district enrolled
516 patients with HCV infection and noted a predominant
rural distribution of patients (67.3%), with maximum cases
Journal of Clinical and Experimental Hepatology | September 2016 | Vol. 6
being reported from Ludhiana district (30.4%). Majority of
the patients were males (72.8%) in the age group of 41–60
years and 44.8% of patients were detected positive for HCV
on routine screening.

Prevalence in High Risk Groups
The high-risk groups are constituted by those patients who
are multitransfused (e.g. thalassemia major), patients on
HD, IVDU, and organ transplant recipients. Various stud-
ies done in Punjab depicting the prevalence of HCV infec-
tion across various high-risk groups have been shown in
Table 3. The prevalence of HIV and HCV seropositivity was
assessed in 1155 IVDU's across five cities of Punjab (Amrit-
sar, Taran-Taran, Batala, Ludhiana, and Jalandhar) and the
prevalence of HIV, HCV, and co-infection with HIV and
HCV was noted in 29%, 49%, and 33% respectively.35 A
study from Faridkot including 262 patients on mainte-
nance HD showed a very high prevalence of anti-HCV
seropositivity in 33.5%. The highest prevalence was found
in the age group of 41–60 years and among the various
districts in Punjab, highest frequency distribution of HCV
seropositivity was noted in Faridkot (32.9%) followed by
 | No. 3 | 224–232 227



Table 3 Prevalence of HCV Across Various High Risk Groups: Data From Punjab.

High risk groups Author Study location Number of subjects Prevalence

Patients on HD Soin et al.36 Faridkot 262 33.5%

Patients with thalassemia major Grewal and Sobti50 Ludhiana 116 59.4%

IVDU’s Panda et al.35 Amritsar, Taran-Taran, Batala,
Ludhiana, and Jalandhar

1155 49%

HD, hemodialysis; IVDU’s, intravenous drug users.
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Firozpur (23.8%), Moga (19.3%) and lowest was observed in
Zira district (1.13%).36

Risk Factors to Acquire HCV Infection in
Punjab
The predominant modes of transmission of HCV in India
are likely to be unsafe therapeutic injections and blood
transfusions.6 In a study from Faridkot, the authors
screened 12,490 patients attending inpatient and outpa-
tient departments at their hospital and noted 839 (6.71%)
patients to be anti-HCV positive. The most common risk
factors noted were unsafe medical procedures (47.6%),
which included history of therapeutic injections and
major/minor surgeries followed by blood transfusion in
30.2% and dental procedures in 22.2%.37

IVDU's pose a significant risk to acquire HCV infection
and the problem estimate in Punjab, Haryana, and Chan-
digarh was assessed by Ambekar and Tripathi in their
study by using a novel method to estimate the burden
of IVDU's. They used respondent driven sampling for
reaching out to IVDU's and multiplier technique to esti-
mate the number of IVDU's. The study was conducted in
seven districts of Punjab including Gurdaspur, Faridkot-
Moga, Ludhiana, Patiala, Ropar (including Mohali), seven
districts in Haryana including Ambala, Jind, Kurukshetra-
Kaithal, Narnaul-Rewari, Sonepat-Kharkoda, and Chandi-
garh. They attempted to project the estimates of IVDU's
population in these districts to entire Punjab and Haryana.
The study revealed most IVDU's to be in the age group of
18–30 years and most (50–90%) were frequent injectors
(daily). A concerning finding of this study was that 34–94%
of IVDU's reported sharing their injecting equipments.38
Table 4 Estimated Number of IVDU’s in Punjab, Haryana, and
Chandigarh.

Estimated number of IVDU’s

State/UT Lower limit Upper limit

Punjab 2600 18,148

Chandigarh–Mohali–Panchkula 762 1170

Haryana 2265 15,858

IVDU’s, intravenous drug users.

228 
Estimated number of IDVU's identified are depicted in
Table 4.38

Genotype Distribution in Punjab
The genotypic distribution of HCV in the state of Punjab
matches that of the rest of India as demonstrated by a
study done recently Jindal et al.37 from Faridkot. Genotype
3 was found to be most common (55.6%) followed by 1
(42.8%) and 4 (1.6%). Genotype 3 was also noted to be the
most common genotype among all the risk groups men-
tioned in the study. Similar results were also obtained by a
recent study done by Sood et al. in 2016, wherein genotype
3 was the commonest genotype (55.7%) followed by 1
(28.2%) and 4 (10.1%) (Professor Ajit Sood, 2016, personal
communication).

Hot Spots
Clustering is a broad term which refers to ‘usual aggrega-
tion of events’. A hotspot is referred to clustering of
patients across a limited geographic area. In a recent study
by Sood et al. in 2016, the hotspots identified in Punjab are
depicted in Figure 2 (Professor Ajit Sood, 2016, personal
communication).

Awareness Among Physicians
Family physicians form the first link to patients in the
community and thus the awareness regarding HCV infec-
tion among 936 family physicians in Punjab was assessed by
Sood et al.39 in 2002. Though 76% doctors were aware
about the parenteral transmission of HCV, 18% still con-
tinued reusing syringes and needles. Only 72% doctors
knew about the relevant investigations needed to diagnose
HCV and 58% considered HCV as a cause of acute viral
hepatitis. This study demonstrates the importance of pro-
viding apt education to family physicians to ensure ade-
quate diagnosis and treatment of HCV at the community
level.

Strategies to Control HCV Infection in Punjab,
India
The relatively high prevalence of HCV in the state of
Punjab calls for an urgent need to implement strategies
to control HCV.
© 2016 INASL.



Figure 2 Hotspots of HCV in Punjab.
(Sood et al., 2016, personal communication).
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The various strategies to control HCV have been enu-
merated below.
1) Improving awareness in the community and healthcare pro-

vider education
Lack of public awareness is a significant barrier to prevention
of spread of the disease and early detection. Moreover, poor
knowledge in healthcare providers adds to the delay in early
diagnosis and appropriate therapy. This can be addressed by
health education programmes for the public and by pro-
grammes to improve the knowledge of healthcare providers
to ensure maximal benefit. The public health education
programme should target not only the high-risk population
but also the general population. The educational curriculum
for the healthcare providers should incorporate all the
aspects of prevention, care and treatment which can be used
by multiple health care providers including specialists, fam-
ily physicians and paramedical staff.

2) Improving HCV testing, care and management
This can be attained by making standardized recommenda-
tion to guide HCV testing and referral to care. The quality of
test kits used for anti-HCV testing may be a reason for
concern, since some test kits used in limited-resource coun-
tries including India has been found to be unsatisfac-
tory.40,41 Once a patient is diagnosed with HCV infection,
proper ongoing care and facilities for prompt treatment
should instituted. One of the significant barriers to provid-
ing optimal care is the cost of investigations and therapy.
The cost of therapy is not reimbursed by health insurance
and in most states of India, the costs of therapy are not
covered by the state governments. It has been estimated that
only 0.2% of the HCV infected population in India received
therapy.42

National guidelines should address the issue of large-scale
public healthcare delivery to HCV-infected populations. The
latest 2016 guidance for anti-viral therapy against HCV
Journal of Clinical and Experimental Hepatology | September 2016 | Vol. 6
issued by the Indian National Association for study of the
Liver (INASL) has taken a step in this direction. Some of the
steps recommended include simplified testing and treatment
regimen. For example, the need for viral load testing, geno-
type testing and fibrosis assessment may not be mandatory
in non-cirrhotic treatment naïve patients. HCV RNA testing
has been recommended only at baseline and end-of-treat-
ment. These measures have been implemented in the HCV
elimination project launched by the Punjab state govern-
ment which has been alluded to later in this article. The
results of the impact of these measures in Punjab are eagerly
awaited before they are considered for implementation in the
rest of the country.

3) Strengthening the public based HCV surveillance programs
It is important to have accurate population based data to
guide implementation of HCV control therapy. While lim-
ited epidemiological data are available from Punjab, it is
important to have a larger scale reliable data from all dis-
tricts of Punjab so that the local and state based programmes
can actively address the issue.

4) Screening of high risk groups
The high risk group of subjects mentioned earlier should be
carefully screened and offer prompt treatment. Treating
patients actively would decrease the reservoir pool of
HCV and would help in curtailing the transmission of
the virus. Providing access to effective therapy in HCV-
infected population is required to reduce the prevalence
of HCV.43

5) Provision of safe blood and blood products
A strict audit of blood banking practices is required to
prevent transmission of the disease. Use of nucleic acid
testing (NAT) has been proposed for preventing transmis-
sion of blood borne pathogens in Indian blood donors.
However, such a strategy would add to the cost of blood
screening and is therefore not routinely recommended.

6) Avoiding unsafe injection practices
In Punjab, as in many areas of the rest of India, injections are
overprescribed and unsafe injection practices are common.
The annual frequency of injections is estimated as 2.9 per
person, almost double of that in developed countries. Of the
nearly 3.0 billion injections are administered annually in
India, 1.89 billion are estimated to be unsafe due to inade-
quate sterilization, use of faulty techniques or unsatisfactory
injection waste disposal.44

Safe injection practices have to be undertaken by HCW's
which include the usage of aseptic technique, not to reuse
syringes or fluid infusion sets for multiple patients, and
usage of proper precautions when multiple-dose vials are
used. The auto-disable syringe has been shown to be a cost-
effective alternative to the reuse of syringes in India.45

7) Prevention in IVDUs
Health education programmes in IVDUs need focus about
mechanisms of HCV transmission and the role of sharing of
needles and syringes. There is insufficient evidence that
interventions such as provision of sterile injecting equip-
ment are effective in reducing transmission.46 There should,
therefore, be a greater stress on education of persons with
IVDU about transmission of infection and to avoid sharing
of needles and syringes.

8) Development of HCV vaccine
As HCV genome demonstrates high level of heterogeneity,
generating an effective vaccine against HCV has remained an
unsolved matter. Newer vaccine candidates including recom-
binant protein, peptide and vector based vaccines have
shown promise and have lately entered phase I/II clinical
trials.47
 | No. 3 | 224–232 229



Figure 3 Methods to tackle HCV infection in India. NGOs, non-governmental organizations; DNDi, drugs for neglected diseases initiative.
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9) Dual approach
In India, it was shown that prevention of HCV decreased the
overall prevalence but it did not impact the short-term liver-
related mortality or development of HCC. Thus a dual
approach of decreasing the incidence of new cases and
treatment of old cases was likely a play a vital role in bringing
down the burden of the disease.48

10) Initiative by the government
Punjab government has been a flag-bearer for HCV treat-
ment in India. Back in 2013, the government added HCV in
the list of diseases covered under the Punjab Nirogi Scheme;
through which patients suffering from Hepatitis-C who were
below poverty line (BPL) could avail treatment for up to INR
1.5 lakh. The drugs (pegylated interferon a and ribavirin)
were made available at subsidized rates at the Jan Aushadhi
stores after a rate contract with the pharmaceutical compa-
nies in 2013–14.
However, with the growing cognizance of the HCV burden in
the state, the government of Punjab has launched a public
health program under the Mukh Mantri Punjab Hepatitis-C
Relief Fund (MMPHCRF) that offers free HCV treatment to
all residents of Punjab through a highly decentralized net-
work of 22 District Hospitals and 3 Government Medical
Colleges.49

MMPHCRF: INR 100 crores have been approved for the
Mukh Mantri Punjab Hepatitis-C Relief Fund; of which
INR 20 crores have been released so far for procurement
of drugs for treatment of HCV.
Goal: The goal of MMPHCRF is to eliminate Hepatitis C
from Punjab in approximately 10 years. This will result in
reduction in all-cause mortality (deaths) and liver-related
deaths, reduction in risk of developing HCC and reduction
in risk of developing end-stage liver disease and need for liver
transplantation. Thus eliminating HCV from Punjab would
save thousands of lives.
Capacity building of medical specialists: In order to effectively
decentralize HCV care in the state, 250 medical specialists
from state government hospitals have been identified for
training on diagnosis and treatment of chronic HCV. Of
these 250 medical specialists, roughly half of them have
230 
already been trained through a 4-h long training session
followed by regular INASL-Punjab Government-Extension
for Community Healthcare Outcomes (ECHO) Clinic, where
difficult patient cases are presented and consulted with
senior hepatologists from PGIMER, Chandigarh using an
online interface.

11) Role of non-government organizations (NGO's) and phar-
maceuticals
Project ECHO is a collaborative model of medical education
and care management that empowers clinicians everywhere
to provide better care to more people. It empowers front-line
primary care providers to do more, for more patients. Phar-
maceutical companies can help the existing scenario by
launching new drugs at affordable prices in India so that
maximal number of patients can be cured effectively without
imposing a major financial burden on the family. The strat-
egy to tackle the burden of HCV in India has been depicted in
Figure 3.

CONCLUSION

HCV infection poses a major healthcare burden in India
and the relatively higher prevalence in the state of Punjab
makes it absolutely vital to embark upon urgent solutions
to tackle this problem. Studies have depicted a higher
occurrence of risk factors like IVDU in Punjab and thus
it is imperative to target this issue at the community level
to bring down the incidence of new cases. Finally, the dual
approach of treating old cases in order to decrease the
reservoir pool of HCV and reducing the incidence of new
ones would help curtail the growing burden of HCV in the
state of Punjab.
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