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Accelerating the elimination of viral hepatitis for Indigenous 
peoples

The Lancet Gastroenterology & Hepatology Commission on 
accelerating the elimination of viral hepatitis1 lays out 
the broad challenges for the elimination of viral hepatitis 
worldwide and suggests a set of strategies and actions 
to address these challenges. The Commission highlights 
the need to address the epidemic of viral hepatitis among 
vulnerable populations—including people who inject 
drugs, incarcerated individuals, and men who have sex 
with men—but perhaps lacks sufficient emphasis on 
Indigenous peoples. Strategies and actions towards 
the elimination of viral hepatitis must include a specific 
focus on Indigenous peoples and specific mechanisms to 
involve Indigenous leadership in policy making, research, 
and service delivery.

Indigenous peoples should be added as a fourth 
population of focus because, although indigeneity itself 
does not explain risk, rates of viral hepatitis are higher in 
Indigenous peoples than in non-Indigenous populations 
within countries, and many Indigenous people are unable 
to equitably access health services and treatments. A recent 
analysis has shown that rates of hepatitis C virus (HCV) 
in Indigenous peoples are more than three times higher 
than those in the referent (non-Indigenous) population in 
English-speaking countries (Canada, USA, and Australia) 
and are more than five times higher in Latin American 
countries. For hepatitis B virus (HBV), the difference is up 
to ten times in English-speaking countries or states (eg, 
Alaska, Hawaii, Canada, Australia, and New Zealand).2

In order to make progress we need to understand 
the populations that comprise Indigenous peoples, 

the prevalence of viral hepatitis among these popula­
tions, health provider attitudes and practices towards 
Indigenous populations, and the best mechanisms to 
effect broad progress in this context. Unless their status 
is established through legislation or treaty, identify­
ing Indigenous people can be challenging. A common 
and useful definition identifies Indigenous peoples as 
those who inhabited lands before the establishment of 
(modern) nation states.3 The establishment of nation 
states often involved colonisation, and Indigenous 
peoples frequently found themselves as minority and 
vulnerable populations within these states.

Estimates suggest that there are around 370 million 
Indigenous people across 70 countires worldwide.3,4 Across 
the globe, Indigenous populations do not always have 
influence within nation states, variable access to health 
services, and poorer profiles of morbidity, mortality, and 
life expectancy. Viral hepatitis is an area in which there 
are clear disparities for Indigenous peoples acoss the 
care spectrum: immunisation, screening, surveillance, 
and treatment all have lower rates of access among 
Indigenous peoples.5 Excellent examples of services that 
improve access to HCV care—eg, the Deadly Liver Mob 
programme in Australia—demonstrate the potential to 
improve access through Indigenous leadership.6

Many Indigenous peoples have not benefited from 
the significant advances that have been made in screen­
ing, surveillance, and treatment of viral hepatitis, and 
although the priorities suggested in the Commission are 
relevant to Indigenous peoples, their relative priority will 
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be different in different jurisdictions. In more developed 
countries in which policies mandate the participation 
of Indigenous peoples in decisions and service delivery, 
tailoring these services to the unique needs and cultural 
preferences of Indigenous populations will be important 
to ensure equitable coverage in screening, vaccination, 
surveillance, and treatment programmes. In less devel­
oped countries, the rights of Indigenous peoples are often 
less well established, and these populations have not been 
explicitly included in discussions, plans, or service delivery. 
There is much to be done.

In 2014 and 2017, Indigenous people and other 
hepatitis experts gathered at the World Indigenous 
Peoples’ Conference on Viral Hepatitis to discuss viral 
hepatitis in Indigenous peoples and to bring forward the 
voices of Indigenous communities that are addressing 
viral hepatitis and Indigenous people living with these 
diseases. These meetings illustrated the strong interest 
of Indigenous peoples in addressing viral hepatitis 
in their communities, the strong support of non-
Indigenous clinicians, researchers, and policy makers, 
and the effectiveness of assembling diverse groups 
united by the common purpose of improving Indigenous 
health and wellbeing. The 2017 World Indigenous 
Peoples’ Conference on Viral Hepatitis, hosted by the 
Alaska Native Tribal Health Consortium, produced a 
consensus statement7 that included a call for formation 
of a working group led by Indigenous people to promote 
international action on elimination of viral hepatitis 
among Indigenous populations, with a broader goal of 
achieving elimination by 2030. 

The aims outlined by the consensus statement are 
ambitious, but many of them would be achieved if 
Indigenous people enjoyed the same level of access 
as non-Indigenous people to services and treatments 
across the world. Although the priority remains the 
Asia-Pacific region, Indigenous peoples should also 
be prioritised in countries with lower prevalences of 
viral hepatitis. There are many effective models for 
policy making, service delivery, and research for and by 
Indigenous people across the world. These models can 
be useful in demonstrating progress, but the quality 
(or even existence) of effective relationships between 
Indigenous peoples and nation states is the key factor 
that determines their success.

Countries like New Zealand, Australia, Canada, and 
the USA have made good progress in addressing 

the needs and expectations of Indigenous people. 
Although New Zealand and Australia have relatively 
straightforward relationships with their Indigenous 
peoples, Canada has more complicated arrangements 
involving treaties, legislation, and other agreements. 
The USA has three different groups of Indigenous 
people (Native Americans, Native Alaskans, and 
Native Hawaiians) and is making solid progress in each 
population using different mechanisms. 

Engagement is key. Shared decision making is 
more effective than purely consultative mechanisms.  
Reducing financial barriers to accessing treatment and 
care is frequently necessary, since many Indigenous 
people have cumulative intergenerational risks of low 
socioeconomic and educational status. Additionally, it 
is not just an issue of rural outreach—large populations 
of Indigenous people live in urban settings in Australia, 
Canada, and the USA (eg, >200 000 Native Americans 
reside in urban Los Angeles). Indigenous peoples deserve 
to be a focus of efforts towards the elimination of viral 
hepatitis. Indigenous people are showing leadership, and 
partnership in decision making will see further gains as 
we jointly address these ambitious goals.
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