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[bookmark: _Toc510594676]Text A: General population assumptions
Tyrol Region General Population 
Population data were obtained through the Federal Institute of  Statistics Austria (FIS) and the United Nations (UN) Population Database (1;2). As data through FIS were only available in 10 to 15-year intervals from 1880-2011, calculations were necessary to adjust the UN data to match local data. Population estimates were calculated by taking a ratio of the population in the Tyrol region relative to Austria. The ratio was used to scale down the country of Austria’s population to reflect just the Tyrol region.
Tyrol General Mortality Rates
Mortality rates were obtained through the Max Planck Institute for Demographic Research’s Human Mortality Database (HMD) (3). Mortality data was available for the country of Austria, we assumed that the same rates applied to the Tyrol region


[bookmark: _Toc510594677]Fig. A: The flow of the HCV disease progression model 
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Source: The Polaris Observatory HCV Collaborators. Global prevalence and genotype distribution of hepatitis C virus infection in 2015: a modelling study. Lancet 2016; 2(3): 161-76.

A disease progression model (5,15) was constructed in Microsoft Excel® (Microsoft Corp., Redmond, WA) to quantify the size of the viremic HCV infected population, by the liver disease stages (METAVIR score F0-F4), from 1950-2030. The model started with the annual number of acute infections that progressed to chronic HCV infection after accounting for spontaneous clearance of the virus. The progression of these new cases was followed along with all chronic infections from prior years. Disease progression by age and sex was simulated by multiplying the total number of cases at a particular stage of the disease by a progression rate to the next stage. Progression rates are presented in Table S1. Unless specified, the scope of the model was limited to HCV viremic (ribonucleic acid (RNA) positive) cases. Non-HCV-viremic cases (those who spontaneously cleared the virus or were treated and cured) were not considered even though they would test positive to HCV antibodies and may still progress to more advanced stages of liver disease despite viral clearance (6). The total number of cases, at each stage of the disease, was tracked by age and gender. Single-year age cohorts were used through age 84; those aged 85 and older were treated as one cohort. Each year, the population in each age group, except for 85 and older, was moved to the next age cohort to simulate aging. 


[bookmark: _Toc510594678]Fig. B: Tornado diagram highlighting the key drivers for the 2016 viremic prevalence estimate
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Reported Progression rates:
	Disease Progression
	Reported Progression Rates
	Source

	   Acute HCV Spontaneous Clearance
	18.0% (15.0-45.0%)
	(7-9)

	   HCC  to  Liver Related Death (Yr 1)
	70.7% (43-77.0%)
	(14;16)

	   HCC  to  Liver Related Death (Sub Yrs)
	16.2% (11-23.0%)
	(16)

	   Liver Transplant to Liver Related Death (Yr 1)
	33.1-10.7% (SD 2.8-0.4%)
	(17;18)

	   Liver Transplant to Liver Related Death (Sub Yrs)
	3.9-4.8% (SD 7.6%-1.0)
	(17;18)


Source: Razavi H, Waked I, Sarrazin C, et al. The present and future disease burden of hepatitis C virus (HCV) infection with today's treatment paradigm. J Viral Hepat 2014; 21 Suppl 1: 34-59.

Progression rates used in the model, back-calculated and adjusted by age and gender:
	Age Cohorts
	0-4
	5-9
	10-14
	15-19
	20-24
	25-29
	30-34
	35-39
	40-44
	45-49
	50-54
	55-59
	60-64
	65-69
	70-74
	75-79
	80-84
	85+

	Back-calculated progression rates - males

	   F0  to  F1
	5.3%
	5.3%
	6.4%
	6.4%
	5.2%
	5.2%
	3.8%
	3.8%
	13.9%
	13.9%
	17.1%
	17.1%
	19.4%
	19.4%
	21.8%
	21.8%
	17.9%
	17.9%

	   F1  to  F2
	3.8%
	3.8%
	4.7%
	4.7%
	3.8%
	3.8%
	2.7%
	2.7%
	10.1%
	10.1%
	12.4%
	12.4%
	14.1%
	14.1%
	15.8%
	15.8%
	13.0%
	13.0%

	   F2  to  F3
	5.4%
	5.4%
	6.6%
	6.6%
	5.3%
	5.3%
	3.9%
	3.9%
	14.3%
	14.3%
	17.5%
	17.5%
	19.9%
	19.9%
	22.4%
	22.4%
	18.3%
	18.3%

	   F3  to  Cirrhosis
	0.0%
	0.0%
	0.8%
	0.8%
	2.5%
	2.5%
	5.7%
	5.7%
	8.8%
	8.8%
	4.8%
	4.8%
	9.9%
	9.9%
	19.1%
	19.1%
	19.1%
	19.1%

	   F3  to  HCC
	0.0%
	0.0%
	0.0%
	0.0%
	0.0%
	0.0%
	0.0%
	0.0%
	0.1%
	0.1%
	0.1%
	0.1%
	0.2%
	0.2%
	0.3%
	0.3%
	0.3%
	0.3%

	   Cirrhosis  to
        HCC
	0.3%
	0.3%
	0.3%
	0.3%
	0.3%
	0.3%
	0.5%
	0.5%
	0.9%
	0.9%
	1.4%
	1.4%
	2.4%
	2.4%
	3.9%
	3.9%
	3.9%
	3.9%

	Back-calculated progression rates - females

	   F0  to  F1
	4.4%
	4.4%
	5.4%
	5.4%
	4.3%
	4.3%
	3.1%
	3.1%
	11.6%
	11.6%
	14.3%
	14.3%
	16.2%
	16.2%
	18.2%
	18.2%
	14.9%
	14.9%

	   F1  to  F2
	3.2%
	3.2%
	3.9%
	3.9%
	3.1%
	3.1%
	2.3%
	2.3%
	8.4%
	8.4%
	10.4%
	10.4%
	11.7%
	11.7%
	13.2%
	13.2%
	10.8%
	10.8%

	   F2  to  F3
	4.5%
	4.5%
	5.5%
	5.5%
	4.4%
	4.4%
	3.2%
	3.2%
	11.9%
	11.9%
	14.6%
	14.6%
	16.6%
	16.6%
	18.6%
	18.6%
	15.3%
	15.3%

	   F3  to  Cirrhosis
	0.0%
	0.0%
	0.6%
	0.6%
	2.1%
	2.1%
	4.7%
	4.7%
	7.4%
	7.4%
	4.0%
	4.0%
	8.3%
	8.3%
	15.9%
	15.9%
	15.9%
	15.9%

	   F3  to  HCC
	0.0%
	0.0%
	0.0%
	0.0%
	0.0%
	0.0%
	0.0%
	0.0%
	0.0%
	0.0%
	0.1%
	0.1%
	0.1%
	0.1%
	0.2%
	0.2%
	0.2%
	0.2%

	   Cirrhosis  to
        HCC
	0.3%
	0.3%
	0.3%
	0.3%
	0.3%
	0.3%
	0.4%
	0.4%
	0.7%
	0.7%
	1.2%
	1.2%
	2.0%
	2.0%
	3.3%
	3.3%
	3.3%
	3.3%


Source: Razavi H, Waked I, Sarrazin C, et al. The present and future disease burden of hepatitis C virus (HCV) infection with today's treatment paradigm. J Viral Hepat 2014; 21 Suppl 1: 34-59
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	Parameter
	Base
	Low
	High
	Source
	Distribution

	Disease Progression Rates
	
	
	
	
	

	Acute HCV Spontaneous Clearance
	18.0%
	15.0%
	45.0%
	(7-9)
	Beta-PERT

	Mild to moderate fibrosis1
	1.00 
	0.59 
	1.53 
	*(21)
	Triangular

	Moderate fibrosis to cirrhosis1
	1.00 
	0.57 
	1.90 
	*(21)
	Triangular

	Compensated to decompensated cirrhosis1
	1.00 
	0.70 
	1.36 
	*(21)
	Triangular

	Cirrhosis to HCC1
	1.00 
	0.74 
	1.32 
	*(21)
	Triangular

	HCC to Liver Rel. Death (Yr 1) 
	70.7%
	43.0%
	77.0%
	(14;16)
	Beta-PERT

	HCC to Liver R. Death (Sub Yrs) 
	16.2%
	11.0%
	23.0%
	(16)
	Beta-PERT

	Liver Transplant 1988-2010 Rate
	2.2%
	2.1%
	3.2%
	Calculated
	Beta-PERT

	Liver Transplant 2011-2030 Rate
	3.0%
	2.9%
	4.5%
	Calculated
	Beta-PERT

	Input variables
	
	
	
	
	

	Anti-HCV Prevalence Rate - 2008
	0.46%
	0.07%
	0.53%
	(19)
	Beta-PERT

	Standard Mortality Ratio - IDU
	10.0 
	9.5
	29.9
	(22-24)
	Beta-PERT

	Standard Mortality Ratio - Transfusion
	2.1 
	1.3 
	17.6 
	(25)
	Beta-PERT

	1Multipliers are applied to base transition probabilities, by age and gender, during uncertainty analysis
2Cost inputs for uncertainty analysis are presented prior to adjusting for diagnosis rate
*Derived from progression rates published by Harris et al 2013 (28)
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	Input
	Value
	Year
	Data source	

	Anti-HCV prevalence
	0.46%
	2008
	(19) 

	Viremic rate
	73.9%
	2008
	(19) 

	Genotype distribution
	59.8% GT1; 4.9% GT2; 31.6% GT3 3.8% GT4
	2008-2016
	
Laboratory of Hepatology, Medical University of Innsbruck

	Cumulatively diagnosed (viremic)
	1,136
	2001-2015
	

	Cumulative liver transplants
	28
	2001-2016
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