Making DAAs universally accessible was an essential step towards HCV
elimination among people living with HIV-HCV co-infection,

but alone was not sufficient.
Efforts are needed to re-engage those disengaged from care and
reduce mortality in people living with HIV-HCV co-infection.
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The World Health Organization set targets to eliminate

Hepatis C virus infection (HCV) globally by 2030. In late 2013
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defined as being successfully treated, by calculating annual

cure rates overall, by province and by key population.
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