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Abstract 

Background: The recent implementation of a scheme to provide universal access to direct-

acting antiviral (DAA) medication to treat hepatitis C virus (HCV) places Australia in a 

unique position to reach global HCV elimination goals. To achieve this, increasing the uptake 

and success of DAA treatment in general practice settings is essential.  

Aims: This study aims to explore current enablers and residual barriers to HCV treatment in 

general practice settings in the post-interferon era from both GP and patient perspectives.  

Methods: Semi-structured interviews with 11 GPs and 27 patients were conducted to draw 

out both challenges and facilitators particularly relevant to DAA uptake and treatment 

journeys.  

Results: Key enablers for successful treatment identified by this study included peer-led GP 

support and skill development, utilisation of electronic reminder systems, trusting 

relationships with patients and engaging with patients’ social and family networks. Barriers 

related to accessible testing facilities and knowledge and confidence with DAA treatment 

continue to limit GP-led treatment.  

Conclusions: Despite a universal access scheme, barriers to DAA prescription in general 

practice settings remain. These include access to fibrosis testing and GP confidence in DAA 

prescription. Strengthening peer-led GP skill development and utilisation of electronic 

reminder systems may help GPs prioritise HCV treatment. Access to fibrosis testing and 

pathology services with no out-of-pocket costs to patients, particularly in outer-metropolitan 

areas, should be urgently addressed.   
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Prescribing direct-acting antivirals to treat hepatitis C virus in a general practice 

setting in Australia: “So why not do it”? 

Introduction 

The availability of effective direct-acting antivirals (DAA) to treat HCV with minimal side 

effects has made the elimination of hepatitis C (HCV) a realisable public health goal.1 With 

universally funded access to medication and broad approval to prescribe DAA, Australia has 

a unique opportunity to eliminate HCV and general practitioners (GPs) must play a 

substantial role if we are to succeed.2-6 Despite a push to engage GPs in treatment of HCV, by 

providing training and consultation pathways to support GPs without experience in HCV 

management, the number of DAA prescriptions prescribed by GPs has plateaued.4,7,8 DAA 

treatments initiated by GPs do account for a significant percentage of the total DAA 

prescriptions in Australia. The percentage of DAA treatments prescribed by a GP jumped 

from 8% in March 2016 to 40% in May 2017 and continues to sit around this level.8  Recent 

research has highlighted the need for increased formal GP training9,10 and identified other 

challenges including the time required with patients before DAA treatment can begin.2,6 

Capitalising on the availability and accessibility of DAA treatment in Australia requires an 

in-depth understanding of current challenges that GPs and their patients face in relation to 

prescribing and successfully completing the DAA treatment journey.11 This study examines 

barriers and enablers to DAA treatment in general practice settings from both GP and patient 

perspectives.  

Methods 

This study included a purposive sample of GPs and patients from seven general practices 

located in urban and regional areas across south and central Queensland. Practices known to 
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the research team to have an interest in treating HCV were invited to participate. GPs and 

patients with a history of HCV participated in semi-structured interviews (in two practices 

these were conducted as focus groups with a number of GPs working at the practice). All GPs 

at the selected clinics were invited to participate. GPs identified potential patient-participants 

who had a history of HCV, regardless of previous or current treatments. Interviews and focus 

groups were conducted largely at general practices. Two patient interviews were conducted at 

a pharmacy needle and syringe program facility, and two GP interviews and six patient 

interviews were conducted via telephone. Interviews and focus groups ranged from 10 to 60 

minutes. Enablers and barriers to initiating and completing DAA treatment were investigated 

in depth with patient-participants. Key topics included what informed decision-making 

around seeking HCV treatment, practical, emotional and social supports that made accessing 

treatment easier, and for patients not seeking treatment, what barriers remained. Participant 

demographics and injecting status were not specifically recorded but many patient-

participants chose to discuss their injecting status, cultural background and some reported 

their age. GP-participants were asked to reflect on key factors that supported or constrained 

their capacity to test for HCV and prescribe DAA. All data were de-identified to protect 

confidentiality and anonymity.  

This study received ethical clearance from the University of Queensland Human Research 

Ethics Committee (2017001387). All participants gave written or recorded informed consent 

prior to participating and patient-participants received a $30 voucher for their time.  

Data analysis 

Interviews and focus groups were audio-recorded and transcribed. EH conducted initial 

thematic analysis reading and then re-reading the data using open coding to identify broad 

themes relating to the research questions.12 A set of themes and subthemes was established 

from these initial readings and corroborated by LS. Each interview was re-read and coded to 
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this set of themes. Coding was conducted by EH and reviewed by LS, supporting high inter-

rater reliability.13 NVIVO v12 (QSR International Pty Ltd, Victoria Australia) was used for 

data management. 

Results 

A total of 11 GPs and 27 patients participated in this study. Five GP-participants were opioid 

substitution therapy (OST) prescribers. Seven were prescribing DAA treatment independently 

and four (all from the same practice) had minimal to no experience in prescribing DAA. Four 

GP-participants worked in regional and/or low SES settings and one practice specialised in 

HIV and sexual health. Of the 27 patient-participants, nine were women. Patient-participants 

were aged between 33 and 65 years, one identified as Aboriginal, and thirteen were currently 

on OST. Eleven patient-participants had completed DAA treatment. A further nine patient-

participants were undergoing DAA at the time of interview and five had commenced initial 

testing and/or discussions with their GP about DAA treatment. Two were not pursuing 

treatment at the time of interview. Concerns about venous access were barriers to treatment 

for both, and financial issues was a barrier for one of them. 

Experiences with DAA in a general practice setting 

GP-participants with DAA experience described treating HCV as “rewarding”, “satisfying” 

and “exciting”, and outlined their experiences of minimal complications and high rates of 

completion and cure: 

I think [prescribing DAA has] revolutionised my interest in general practice, 

rejuvenated it entirely…it's great as a GP to be able to cure something that's fatal. 

(GP-participant 001) 

GP-participants with experience prescribing DAA described the process as “simple” and 

“easy” and discussed how their confidence increased rapidly after initial training and 
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treatments. Many GP-participants who were treating HCV had integrated testing, treatment, 

and follow-up into routine care. Two GP-participants noted using current software systems to 

help manage DAA treatments. This supported new HCV identifications and streamlined 

follow-up processes: 

We have a recall system in the practice software, we put in recalls for [HCV] 

patients… And if it’s something important that we really want followed up, then 

there's ways [of getting the] IT [system] to do that. (GP-participant 007) 

GP-participants who were not experienced with DAA described barriers related to confidence 

in understanding drug interactions, potential complications regarding other health conditions, 

and identifying which patients would be good candidates for DAA treatment: 

The protocols…and then the interpretation of the resultant interaction. The drug 

interactions seems like it interacts with everything. So yeah, certainly have to brush 

up the knowledge and get more confident. (GP-participant 006) 

For patient-participants, GPs regularly initiating conversations about HCV treatment and 

reminding them about tests was integral to completing DAA treatment. This was particularly 

pertinent for participants currently injecting drugs or with health conditions that made it 

difficult to prioritise HCV treatment themselves:  

The doctor was the one who reminded me, it's not something that I would 

remember…unfortunately junkies or drug users we don't really care, you know? Our 

priorities are different from a lot of people so… the fact the doctor reminds 

us...otherwise I wouldn't go, ‘Ah can you test me now to be sure?’ (Patient-participant 

101, female, completed DAA treatment) 
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Building GP knowledge and confidence  

GP-participants with DAA experience were encouraging of other GPs and highlighted what 

they believed to be simple ways of developing knowledge including training workshops and 

accessing information online. Working closely with other GPs and specialists was an 

important enabler and GP-participants described sharing knowledge and mentoring each 

other through the initial treatments to increase confidence:  

Go for it. Do it, [prescribing DAA treatment is] not that hard… If there is a reluctance 

then to have a good relationship with your local [gastroenterologist] or your sexual 

health physician and just have someone that you can call if you're not sure and say, 

‘This is the information, this is what I think I'm doing, what do you think?’ (GP-

participant 011) 

Role of on-site testing 

Both GP and patient participants highlighted that on-site or close testing services provided to 

clients at no out-of-pocket cost was an important facilitator for DAA treatment. GP-

participants described how being located close to bulk-billing testing facilities (no out-of-

pocket cost to patients) and having specialists conduct regular clinics at their practice 

facilitated DAA treatment initiation and completion. GP-participants experienced in HCV 

management recognised challenges their patients faced in completing tests. In response, some 

performed venepuncture at their practices or supported patients in accessing bulk-billing 

services: 

95% of [blood tests] we do [at the practice], especially on a Hep C patient. A lot of 

[Hep C patients] have really difficult venous access…so you can't send patients like 

that to the [pathology clinic], cause they won't go and [the pathology clinic] doesn't 

want to see them. (GP-participant 003) 

This article is protected by copyright. All rights reserved.



 
 

Patient-participants reported this flexibility and care as integral for completing testing and 

some stated it was because these services were available at their practice that they were able 

to complete the required tests. 

I think my thing is that I'm trying to find the time to get this ultrasound done. Which 

I'm glad that they do it here now, because I can actually get it done. (Patient-

participant 220, male, currently pursing DAA treatment) 

For one GP-participant the limited availability of testing facilities was a key barrier to 

prescribing treatment. Located in an outer metropolitan area, this GP-participant stated that 

without access to equipment to assess liver fibrosis, the DAA treatment protocol prohibited 

him from treating patients with potential cirrhosis if indicated by a high APRI score. This was 

particularly concerning as the most at-risk patients were being referred to a hospital or 

radiologist and were unlikely to follow-through on these referrals: 

[I need] reliable ways to exclude cirrhosis… That is the main issue at the moment that 

I have…due to all other reasons you know, mental health issues, alcohol, transport, 

most of them [don’t] go [to the hospital]. (GP-participant 010) 

Other GP-participants maintained an approach that prioritised treating HCV, unless there was 

clear indication of complications, in spite of strict protocol restrictions:   

No one's going to be worse off by having their Hep C cured, that's the way we look at 

it… The specialist’s going to say, ‘These patients are going to be lost to follow up,’ 

well…if they've got their Hep C cured, at least they're lost to follow up and they 

haven't got Hep C. (GP-participant 001) 

Patient-GP relationship  

An ongoing and trusting patient-GP relationship was identified as an important enabler for 

successful DAA treatment. This included patients feeling comfortable to disclose drug use 
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and other risk behaviours, having confidence in the information given to them by their GP, 

and feeling engaged and empowered to complete the DAA treatment journey. For GP-

participants, having regular contact with patients (for example as an OST prescriber) and 

experience in working with people who inject drugs and other vulnerable groups appeared to 

facilitate establishing these relationships:  

The rate limiting step is not the [DAA] drug…[it’s] engaging the patient to get the 

blood test, get the [liver scan] and then take one pill a day for three months. And 

because we're their GP, they trust us. They trust us more than [hospital staff]… And 

that's why they do as we tell them. (GP-participant 001) 

Some participants described undergoing DAA treatment with an OST prescriber as an enabler 

due to established patient-GP relationships and regular contact. One GP-participant described 

separating the roles of an OST prescriber and a GP. For this participant, his role as an OST 

prescriber required a relationship with the patient that was muddied by simultaneously acting 

as their GP. This participant referred his OST patients to another GP for HCV treatment and 

maintained communication with them regarding the patient’s treatment: 

Strictly speaking…people following the methadone programme with me, I am not 

their GP…I separate that. But I [communicate] with the GP saying, ‘Okay, this guy 

needs to be followed up regarding Hep C’. And with us, when people come from 

Community Health, I check to see if they've been tested. (GP-participant 005) 

Patient-participants emphasised how such a relationship with their GP was important and 

described delaying treatment due to experiencing stigma from health professionals. Feeling 

respected by their GP encouraged patient-participants to initiate and complete treatment: 

I just felt like I didn't want to go through with [HCV treatment] because I felt like I 

was being judged so I didn't follow it up…. I would have got the treatment a lot 
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sooner…had I felt comfortable with the doctor that I was with. (Patient-participant 

327, male, completed DAA treatment) 

Understanding social and contextual aspects of patients’ lives  

GP-participants experienced with DAA expressed consideration of the broader social and 

contextual factors influencing a patient’s ability to complete tests and take medications. 

These GP-participants described flexible practices, actively supporting patients by starting 

treatment again if failed due to non-compliance, accommodating for missed or late blood 

tests and supporting access to bulk-billing services:   

We went with either [liver scan] or APRI scores. So patients that could afford it got 

private [liver scans], patients that [couldn’t], we used APRI score. (GP-participant 

007) 

Engaging family networks in DAA treatment 

For many patient-participants, family played an important role in motivating them to treat 

HCV and supporting them on the treatment journey. Patient-participants described a GP 

setting that was inviting and inclusive of family as an enabler to treatment, particularly when 

GPs were supportive of and included children: 

I even bring my daughters here because [the GP is] a holistic doctor so you don't just 

sit there and write a script and walk out. He wants to know how you're going mentally 

and emotionally as well as physically, so it's pretty cool. (Patient-participant 213, 

female, completed DAA treatment) 

Some GP-participants described the importance of engaging families and social networks to 

support patients’ treatment journeys. This included following-up with patients at their homes 

and connecting with family members: 

This article is protected by copyright. All rights reserved.



 
 

The more you give [patients] a positive team, and the more people there are trying to 

pull them out of the swamp, the better for them and their recovery and their chances, 

so that's how I think. (GP-participant 003) 

Coordinated care 

GP-participants acknowledged that successful DAA treatment requires coordinating care 

across health and social services, particularly for patients experiencing complex health and 

social challenges. Maintaining clear communication with testing services, pharmacies and 

social welfare services where required, was highlighted as important for ensuring the correct 

tests were completed and medications available. GP-participants discussed how patients’ 

treatment journeys could be interrupted by hospital or prison admission: 

So jail's a big issue. So they go to jail and you don't see them. Had a patient this 

morning who went into jail, had six weeks of [DAA treatment], went in jail and they 

obviously didn't continue it. (GP-participant 002) 

Discussion 

This study provides unique insights that can support successful uptake of DAA treatment in 

GP settings. Findings emphasise how DAA treatment can be a rewarding and satisfying 

process for GPs. In addition to supporting the need for increased GP training,9 this study 

indicates a potential role for peer mentoring to increase GP skills and confidence with DAA 

treatment. Recent research has described positive outcomes of a formalised consulting and 

peer training pathway designed to encourage uptake of DAA treatment by GPs in regional 

areas.7 Our study indicates potential benefits of such formal pathways in urban settings and 

suggests additional innovative approaches to both formal and informal peer mentoring should 

be explored to increase knowledge, skills and confidence in DAA treatment.7,14,15 
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Developing systems and protocols for routine HCV screening in general practice settings is 

essential and can increase GP uptake of HCV treatment.16-18 Establishing electronic reminder 

systems and promoting the use of current general practice software for both screening and 

management of HCV diagnosis and treatment is required.17,19 Only two GP-participants in 

this study reported using such systems and both indicated its usefulness for identifying new 

HCV patients and streamlining follow-up processes. Further, there is a need to streamline 

care across health and social sectors. Findings highlight DAA treatment can be interrupted 

when communication between GPs, pharmacies, and housing and welfare organisations 

breaks down, as well as when patients are admitted to hospital or prison. There may be 

potential to utilise electronic databases to streamline care across health and welfare sectors. 

This study emphasises the importance of proximity and accessibility of blood and liver 

testing facilities. Most general practices in this study were located close to bulk-billing 

services and GP-participants described conducting tests at their practice where possible. 

These were key enablers for successful DAA treatment but may only be feasible in practices 

with a high patient caseload. We also found gaps in availability of testing facilities in (outer) 

metropolitan areas, which is consistent with research indicating that inadequate access to 

liver assessment facilities contributes to GPs’ continued referral of HCV patients to specialist 

services.11,15 The availability of necessary testing services and equipment needs to be 

urgently addressed. The experiences of one GP-participant in this study highlighted that a 

lack of ability to adequately test for fibrosis meant that he could not treat some of his most at-

risk patients (those with high APRI scores) and these patients were unlikely to attend 

specialist or hospital services.  

Respectful and trusting patient-GP relationships was identified as integral for DAA treatment 

success.10 Further, GPs who acknowledged and responded to broader social and contextual 

factors influencing their patients’ lives had greater success in supporting their patients on the 
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treatment journey. In particular, drawing on family networks and providing inclusive 

healthcare environments may support DAA uptake and completion. These findings highlight 

the importance of GPs engaging with the complex needs of patients from vulnerable groups 

including people who inject drugs and people experiencing poverty, homelessness and mental 

health concerns.20,21 Our findings also draw attention to the complexity of relationships 

between patients and GPs who are also OST prescribers.22  More research is required that 

explores the potential challenges and benefits of HCV treatment in general practice settings 

where the GP is also the OST prescriber. 

Study limitations, including those that may limit the generalisability of findings, should be 

noted. The GP sample in this study was not random, relatively small and most had significant 

experience prescribing DAA. We did not collect detailed participant demographic 

information beyond sex; however, many participants chose to discuss age, cultural 

background and current injecting status. Most of our patient sample were currently taking or 

had completed OST and were familiar with making regular GP appointments and taking 

medications. People living with HCV who are less engaged with GPs may have different 

characteristics compared to our sample, and may experience additional barriers to testing and 

treatment. While this study provides important insights into key enablers and barriers for 

DAA treatment in general practice settings, further research with a broader sample of less 

experienced GPs and patients who are not socialised in healthcare may uncover other barriers 

and ideas for support.  

Conclusion 

Increasing HCV diagnosis and DAA prescription by GPs is vital if Australia is to reach the 

international HCV elimination goals.1,5 This study identified key enablers for successful 

DAA treatment that can assist GPs in initiating and supporting patients on their treatment 

journeys. These include drawing on peers for support and skill development, utilising 
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electronic reminder systems, developing trusting relationships with patients and engaging 

with patients’ social and family networks. Despite a universal access scheme, barriers related 

to accessible testing facilities and knowledge and confidence with DAA treatment continue to 

limit GP-led treatment. Addressing these barriers is integral to strategies for supporting GPs’ 

essential role in HCV elimination in Australia. 
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List of acronyms  

DAA direct-acting antivirals 

HCV hepatitis C virus  

GP general practitioner 

OST opioid substitution therapy  
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