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Background: Direct acting antivirals (DAAs) have simplified and expanded access to Hepatitis C virus (HCV) treatment. Only 17% of the 2.4 million Americans with HCV have linked to HCV care. We aimed to evaluate linkage to care (LTC) in a non-urban HCV referral clinic with a nurse navigator model and identify disparities in LTC.

Methods: A single-center retrospective cohort analysis was performed among all patients referred to an infectious diseases HCV clinic between 2014 and 2018. The primary outcome was LTC, defined as attendance at a clinic appointment. A multivariable Poisson regression model estimated the association of variables with LTC.

Results: Among 824 referred patients, 624 (76%) successfully linked to care and 369 (45%) successfully achieved sustained virologic response. Forty-six percent of those referred were uninsured. On multivariable analysis, LTC rates were higher among women (Incidence Rate Ratio [IRR] 1.11, 95% CI 1.03–1.20, p-value = 0.01) and people with cirrhosis (IRR 1.20, 95% CI 1.11–1.30, p-value < 0.001). Lower LTC rates were found for young people (<40 years; IRR 0.88, 95% CI 0.79–0.98, p-value = 0.02) and uninsured people (IRR 0.85, 95% CI 0.77–0.94, p-value = 0.002). Among those without LTC, 10% were incarcerated. Race, proximity to care, substance use, and HIV status were not associated with LTC.

Conclusions: Using an embedded nurse navigator model, high LTC rates were achieved despite the prevalence of barriers, including a high uninsured rate. Disparities in LTC based on age, sex, and insurance status are present. Substance use was not associated with LTC. Future interventions to improve care should include expanded access to insurance and programs bridging care for incarcerated populations.
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INTRODUCTION

The Centers for Disease Control and Prevention estimates that 2.4 million Americans are currently infected with hepatitis C virus (HCV) (1). The development of effective and well-tolerated direct acting antiviral (DAA) therapy has made the goal of HCV elimination possible (2, 3). For those living with HCV, achieving cure is cost-effective and is associated with decreased complications of HCV and improvement in patient related outcomes (4).

The HCV cascade of care defines the steps required to progress from diagnosis to cure and is generally structured around the steps of testing, linkage to care (LTC), and treatment, though the exact outcomes measured vary by study (5). The LTC step bridges individuals from diagnosis with HCV, often identified through public health and screening programs, to treatment, usually initiated at medical clinics. While guidelines recommend that all people with active HCV be linked to a clinician (6), LTC is frequently shown to be a point in the cascade where there is a large drop-off (5, 7–10). Unfortunately, only 17% of those confirmed to have HCV have been linked to specialty care nationwide (10) and continuing the current approach to care is unlikely to lead to elimination (4). A paucity of data exists regarding LTC compared to that regarding the testing and treatment steps of the cascade, and compounding this lack of data, most LTC studies are from the pre-DAA era (5).

Access to HCV treatment is expanding as infectious disease specialists, general practitioners, and primary care nurse practitioners join gastroenterologists and hepatologists to provide HCV treatment. Unfortunately, access to HCV care and treatment remains unequal. Disparities in LTC have been identified for racial minorities, those lacking private insurance, rural populations, and those who use substances (11–13). Further interventions are needed to improve LTC rates and to identify and mitigate disparities. The development of telehealth models connecting primary care providers with subspecialists (14) and the use of patient navigators or care coordinators (15, 16) are models of care aimed to improve access and LTC, respectively. Our HCV referral clinic utilizes a nurse navigator model of care. In this model, the nurse coordinator provides individualized patient-centered care by educating patients on HCV and available resources, connecting patients to care, and supporting patients through the treatment process.

Given the paucity of data on the critical LTC step of the cascade, a deeper understanding of the current state of LTC is needed. We aimed to evaluate disparities in LTC in the current DAA era among all individuals referred to an infectious diseases HCV clinic with a low barrier to entry and a nurse navigator model.



METHODS


Study Design

A single-center retrospective cohort study was performed. The study population was defined to be all adults age 18 years or older referred to the University of Virginia (UVA) Infectious Diseases HCV clinic from November 2014 through March 2018. Referred individuals who could not be identified within the UVA electronic medical record were excluded. This study was approved by the UVA Health Sciences Research Institutional Review Board.



Clinical Setting

UVA is a tertiary care referral center that acts as a safety net hospital. Financial assistance is available and patients are able to obtain necessary labs, imaging, and visits with specialty physicians. The UVA Infectious Diseases HCV clinic is co-located within the Ryan White HIV/AIDS Program-funded clinic. The HCV clinic staff includes physicians, a full time nurse coordinator, and a pharmacy based team. The clinic is designed to have a low barrier to entry. Patients can be referred through internal referrals from within the UVA health system, external referrals including community providers and local health departments, and by self-referral. Upon referral, the nurse coordinator directly contacts the referred patient by phone to schedule an appointment. The nurse coordinator will make multiple attempts to reach patients if calls are unanswered and appointments are rescheduled in the case of no-shows. Referred patients are also provided the contact information for the clinic at the time of referral. The nurse coordinator provides education and counseling, both over the phone and at clinic appointments, as well as ensuring appropriate paperwork is completed for medication approval. Medications may be obtained through private insurance, government insurance, or pharmaceutical patient assistance programs for uninsured patients. The nurse navigator assists patients in completing required financial screening, prior authorizations, and patient assistance program paperwork. Fibroscans are performed within the clinic for staging of liver disease. A pharmacy-based team also assists with prior authorizations and provides telephone-based counseling related to HCV medications as well as potential interactions with patients' other medications.



Sample

During the study time period, 834 patients were referred to the clinic. Of these, 10 patients referred from outside of the health system could not be identified in the electronic medical record and were therefore excluded. A total of 824 patients were included in analyses.



Data Collection

Referred patients were identified through a clinic database. The database, managed by the nurse coordinator, is used to track patients' progression along the cascade of care. Data on completion of cascade steps, free text reason for failure to link to care, and source of referral (internal vs. external) were obtained from this database. The UVA Clinical Database Repository was used to identify independent variables, demographic and clinical characteristics of study participants including age, sex, race, insurance status, residence location, and HCV genotype. Patients were determined to live in “close proximity to UVA” if residence was in the city of Charlottesville or surrounding counties. The clinical database repository also identified the presence of comorbidities including cirrhosis, HIV, hepatitis B, and substance use based on ICD9/ICD10 codes.



Outcomes

The primary outcome and dependent variable for this study was LTC, defined to be attendance at an HCV clinic appointment. Secondary outcomes included the remaining steps in the cascade of care. Cascade steps were defined to be: (1) Referral, (2) LTC, (3) Medication prescribed by the specialist physician, (4) Medication initiated per patient report, (5) Treatment course completed per patient report and pharmacy records, (6) Post-treatment viral load measured 12 weeks after completing therapy, and (7) Sustained virologic response (SVR) achieved, defined as an undetectable viral load 12 weeks after completing therapy.



Statistical Analysis

Univariate and multivariate analyses were performed comparing clinical and demographic characteristics among those who successfully linked to care and those who did not. For univariate analyses, chi-square analysis or Fisher's exact, if applicable, was performed for categorical variables and a Student's T-test was performed for continuous variables. A multivariate Poisson regression model estimated associations of patient characteristics with LTC. The multivariate model included demographic characteristics (age, sex, race), insurance status, proximity to care, and medical comorbidities. Age, sex, race, and insurance status were included in the model, as these variables have previously been associated with progression along the cascade (10, 13, 15, 17–21). Proximity to care and comorbidities were included because they may influence the referred patients' relationship with the clinic in the case of those living in close proximity or those living with HIV, as well as potentially impacting treatment decisions in the case of cirrhosis, hepatitis B, and HIV. To address the potential issue of overdisperson in Poisson regression, we ran a negative binomial model which demonstrated that the data is not overdispersed. Therefore, the Poisson model is appropriate for our data. Statistical analyses were performed using Stata 15.0 (StataCorp LLC, College Station, TX). A p-value < 0.05 was determined to represent significance.




RESULTS

Successful LTC occurred in 624 (76%) of 824 referred patients (Figure 1). Of those referred, medication was prescribed for 551 (67%), initiated in 502 (61%), and completed by 471 (57%). A post-treatment viral load was measured in 381 (46%) and SVR was confirmed in 369 (45%) of those referred. The largest drop-offs in the cascade of care were 24% failing to link to care and 19% failing to have a post-treatment viral load.
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FIGURE 1. Hepatitis C cascade of care. VL, viral load; SVR, sustained virologic response.


Referred patients were predominately white (67%) and male (57%) with a mean age was 48.5 years (Table 1). Nearly half of those referred were uninsured (46%), and a minority lived in close proximity to the referral clinic (27%). Only 8% were co-infected with HIV. Rates of cirrhosis and hepatitis B were low at 10 and 3%, respectively. Substance use was present in 22%. The source of referral was available for 470 individuals: 43% internal referrals and 57% external referrals. Of those with HCV genotype data available, 470 of 537 (88%) had genotype 1.


Table 1. Baseline characteristics of referred patients.
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Among those who failed to link to care, the most common reasons documented by the nurse navigator for failure to link to care included patients failing to present to clinic despite having multiple appointments scheduled (26.5%) and inability to contact patient to schedule an appointment (20.5%). Incarceration prevented LTC in 10% (Table 2).


Table 2. Reasons for failure to link to care at our referral clinic (N = 200).
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Univariate analysis showed that those who successfully linked to care were older (p-value < 0.0001) (Table 1). Data on race was missing in 15 individuals (8%) who failed to link to care and 15 (2%) who successfully linked to care. Racial differences were present (p-value = 0.005) with black individuals having higher rates of LTC. Those successfully linking to care were more likely to have Medicare, Medicaid, and private insurance while being uninsured was more common in those failing to link to care (59 vs. 42%). The proportion of individuals with cirrhosis was higher in those successfully linking to care (13 vs. 3%, p-value < 0.001). Sex, proximity to care, HIV status, and substance use did not differ between groups.

The multivariate Poisson regression analysis identified higher rates of LTC among women (Incidence Rate Ratio [IRR] 1.11, 95% Confidence Interval [CI] 1.03-1.20, p-value = 0.007), those with cirrhosis (IRR 1.20, 95% CI 1.11–1.30, p-value < 0.001), and those co-infected with hepatitis B (IRR 1.18, 95% CI 1.06–1.32, p-value = 0.002) (Table 3). Young people, defined to be < 40 years of age, had lower rates of LTC (IRR 0.88, 95% CI 0.79–0.98, p-value = 0.02), as did those who are uninsured (IRR 0.85, 95% CI 0.77–0.94, p-value = 0.002). Race, proximity to care, HIV status, and substance use were not associated with rates of LTC.


Table 3. Patient characteristics associated with successful linkage to care in a multivariable Poisson regression model (N = 762).
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DISCUSSION

In this cohort referred to an infectious diseases HCV clinic, the overall rate of LTC was high despite the presence of barriers to care including a large uninsured population. We identified disparities in LTC among men, uninsured patients, and young people. While co-located within a Ryan White HIV/AIDS Program clinic, our population had a low rate of HIV co-infection compared to other infectious diseases HCV clinics (22).

Our LTC rate of 76% was comparable or higher than reported in other studies, though comparison of LTC rates across studies is challenged by the lack of a standard definition of LTC (5). Nationally, a surveillance study reported a 17% LTC rate among those confirmed to have a positive viral load in 2016 (10). Reported rates of LTC are higher within the Veterans Affairs medical system, where 56% of those diagnosed were evaluated in specialty clinics (23), and highly variable in studies within a single health system, ranging from 23% (24) to 82% (12).

We attribute our high rate of LTC to a proactive nurse navigator model of care. Engaging patients in care is time intensive, and investment in a full time nurse coordinator is a critical component of our model. Our nurse clinic coordinator actively attempts to contact referred patients by phone and letter, including continued attempts to contact those lost to follow-up. The coordinator provides education and counseling over the phone and at the patient visits and completes required paperwork for medication approval. Prior authorizations and patient assistance paperwork are labor intensive, as they vary by insurance plans and pharmaceutical company. Requirements also shift frequently. Dedicated staffing is critical for timely acquisition of medication. Through the dedicated nurse coordinator and the pharmacy-based team, our model was successful in obtaining treatment for those who linked to care through either patients' insurance coverage, with copay assistance as needed, or patient assistance programs. Within our clinic we were able to obtain affordable treatment for all patients who were eligible.

Interestingly, a few recent reports have suggested a slight decrease in LTC rates since the initial introduction of DAAs (10, 12). This has been attributed to having a large pool of motivated individuals at the time DAAs came to market. Improving, or even maintaining, current LTC rates will require enhanced screening and linkage programs. Peer-based programs (25), patient navigators, and case managers have been shown to be helpful in linking patients to care (16, 26), though successful treatment rates following LTC may still remain low (26). In an aggressive outreach campaign for high risk veterans with HCV through the VA, despite repeated attempts to engage veterans, 30% were unable to engage in care (27). Telehealth, such as the ECHO model and collaborations between HCV specialists and general practitioners have expanded access to treatment, with a focus on rural regions (14). For those with a history of substance use, linkage to a clinic with embedded support services improves outcomes (28).

While our LTC rate was high, the LTC step was also the largest drop-off within our cascade. In accordance with prior studies, we identified disparities in LTC, with lower rates of LTC in men (18–20) and among young people (10, 17–19). This is concerning given that highest rate of ongoing transmission occurs in younger individuals (29). Treatment of this population yields not only individual benefits but also broader public health benefits including decreased risk of ongoing transmission. Co-infection with HBV and the presence of cirrhosis were associated with higher rates of LTC, consistent with prior studies (20, 23), which may be due to increased patient motivation in the presence of greater perceived risk of disease progression. Race, proximity to care, and substance use were not associated with LTC rates. Substance use has previously and in some cases remains a barrier to treatment through insurance and Medicaid restrictions (30). Providers may also consider substance use to be a contraindication to treatment (31) and be reluctant to prescribe treatment despite guidelines recommending treatment regardless of substance use status (6). Our findings that people with substance use link to care at similar rates as those without a history of substance use support prior studies demonstrating that people with a history of substance use can successfully adhere to treatment and achieve high rates of cure (32).

Nearly half of referred patients were uninsured. Once linked to care, our team has been able to obtain treatment through patient assistance programs for those uninsured. Unfortunately, those lacking insurance may not have been aware of these alternative options and may have been less likely to link to care, in accordance with prior studies (13, 15, 20). Expanding access to insurance, such as through Medicaid expansion, may help mitigate this barrier to care. As of January 1, 2019, Virginia has expanded Medicaid, and we look forward to reporting on outcomes associated with expansion. An increase in the provider workforce will be required to meet the increased number of insured patients seeking HCV care.

The most common reasons given for failure to link to care were multiple no-shows, inability to contact patients, and incarceration. Rates of HCV in the incarcerated population are far higher than in the general population, yet only a small minority of incarcerated people have been treated for HCV (33). Treatment of people in jail is feasible (34), and treating people in the correctional system is an integral part of achieving national HCV elimination goals (6).

Despite our integrated model of care, patients continue to be lost at each step in the cascade. Simplifying the cascade would improve the proportion of patients who complete each step (35). Following LTC, the next highest drop-off in the cascade was seen in measurement of a post-treatment viral load. SVR was achieved in 97% of those who had a post-treatment viral load measure, however 19% of those who completed treatment never returned for a viral load measurement to confirm treatment success. Unfortunately, viral load testing is expensive and out of reach for many patients who may lack insurance or be under-insured. While patient assistance programs within our institution support necessary laboratory tests, including HCV viral load, this support requires that patients have their labs performed at our institution, a challenge for a medical center serving a wide geographic area where affordable transportation is unavailable for many. Medicaid expansion has the potential to mitigate this barrier through access to Medicaid transportation. Widely available and affordable testing may improve monitoring of those treated for HCV. Rapid testing is being explored as one possibility to simplify the cascade both at diagnosis and at confirmation of cure (36).

As an observational study, there are limitations to our findings. Our referred patients comprised an open cohort, and we are limited to data available through our health system's electronic medical record and our clinic database. It is possible that referred patients linked to care outside of our medical system. A number of referred patients were lost to follow-up through incarceration. Our evaluation of co-morbidities relies on the accuracy and completeness of medical providers entering ICD codes. Coding may be incomplete and may be less complete for those who failed to link to care and therefore did not attend an HCV specialist appointment where diagnoses could have been coded. We are unable to account for referral source or genotype in our multivariable analysis due to limited available data.

Linkage to care is a crucial step connecting those diagnosed to treatment. As treatment restrictions have loosened and access to treatment has expanded, successfully linking diagnosed patients to an appointment for HCV care is critical. Approaches and interventions to improve LTC rates should directly address men, young people, and the uninsured who are less likely to link to care. Further exploration of those who do not link to care through a qualitative study will better define patient perceptions regarding LTC. Next steps will also include investigation of interventions that could decrease no show rates and improve patient-clinic communication, such as mobile health technology. Use of a nurse-navigator model successfully overcame some previously reported barriers such as proximity to care, substance use, and race.



CONCLUSIONS

Our nurse-navigator model of care achieved high rates of LTC, far exceeding the national average, though disparities in LTC persist with regard to age, sex, and insurance status. Incarceration and inability to contact referred patients arose as barriers to care. Substance use was not associated with LTC. Our findings can guide future interventions to improve LTC with a focus on targeting young people, bridging care for incarcerated populations, and expanding access to insurance.



DATA AVAILABILITY STATEMENT

The raw data supporting the conclusions of this manuscript will be made available by the authors, without undue reservation, to any qualified researcher.



ETHICS STATEMENT

The studies involving human participants were reviewed and approved by University of Virginia Health Sciences Research Institutional Review Board. Written informed consent for participation was not required for this study in accordance with the national legislation and the institutional requirements.



AUTHOR CONTRIBUTIONS

JS, KM, TK, TF, and RD contributed conception and design of the study. JS organized the database, performed data analysis, and wrote the first draft of the manuscript. All authors contributed to the manuscript revision, read, and approved the submitted version.



FUNDING

This work was supported by the National Institute of Allergy and Infectious Diseases (grant number T32 AI007046-43 to JS). This work was also supported by the National Institute of Allergy and Infectious Diseases of the National Institutes of Health (grant number K08AI136644 to KM).



ACKNOWLEDGMENTS

We thank the clinic patients and clinic staff, including current and former HCV clinic coordinators Marsha Rodeffer, Debbie Childs, Terry Knick, and Jeanell Webb-Jones, as well as our UVA pharmacy colleagues. We also thank the local providers and health departments who refer their patients to our clinic for HCV care.



REFERENCES

 1. Hofmeister MG, Rosenthal EM, Barker LK, Rosenberg ES, Barranco MA, Hall EW, et al. Estimating prevalence of hepatitis C virus infection in the United States, 2013-2016. Hepatology. (2018) 69:1020–31. doi: 10.1002/hep.30297

 2. World Health Organization. Global Hepatitis Programme, Combating Hepatitis B and C to Reach Elimination by 2030, 2018. Geneva: World Health Organization (2016)

 3. National Academies of Sciences, Engineering and Medicine. A National Strategy for the Elimination of Hepatitis B and C. Washington, DC: The National Academies Press (2017).

 4. Younossi Z, Papatheodoridis G, Cacoub P, Negro F, Wedemeyer H, Henry L, et al. The comprehensive outcomes of hepatitis C virus infection: a multi-faceted chronic disease. J Viral Hepat. (2018) 25 (Suppl. 3):6–14. doi: 10.1111/jvh.13005

 5. Jordan AE, Perlman DC, Reed J, Smith DJ, Hagan H. Patterns and gaps identified in a systematic review of the hepatitis C virus care continuum in studies among people who use drugs. Front Public Health. (2017) 5:348. doi: 10.3389/fpubh.2017.00348

 6. AASLD/IDSA HCV Guidance Panel. Hepatitis C guidance: AASLD-IDSA recommendations for testing, managing, and treating adults infected with hepatitis C virus. Hepatology. (2015) 62:932–54. doi: 10.1002/hep.27950

 7. Linas BP, Barter DM, Leff JA, Assoumou SA, Salomon JA, Weinstein MC, et al. The hepatitis C cascade of care: identifying priorities to improve clinical outcomes. PLoS ONE. (2014) 9:e97317. doi: 10.1371/journal.pone.0097317

 8. Meyer JP, Moghimi Y, Marcus R, Lim JK, Litwin AH, Altice FL. Evidence-based interventions to enhance assessment, treatment, and adherence in the chronic Hepatitis C care continuum. Int J Drug Policy. (2015) 26, 922–35. doi: 10.1016/j.drugpo.2015.05.002

 9. Perlman DC, Jordan AE, Nash D. Conceptualizing care continua: lessons from HIV, hepatitis C virus, tuberculosis and implications for the development of improved care and prevention continua. Front Public Health. (2017) 4:296. doi: 10.3389/fpubh.2016.00296

 10. Reau N, Marx S, Manthena SR, Strezewski J, Chirikov VV. National examination of HCV linkage to care in the United States (2013-2016) based on large real-world dataset. Hepatology. (2018) 68, 892A−3A. doi: 10.1002/hep.30257

 11. Kapadia SN, Marks KM. Hepatitis C management simplification from test to cure: a framework for primary care providers. Clin Ther. (2018) 40:1234–45. doi: 10.1016/j.clinthera.2018.05.010

 12. Cachay ER, Hill L, Torriani F, Ballard C, Grelotti D, Aquino A, et al. Predictors of missed hepatitis C intake appointments and failure to establish hepatitis C care among patients living with HIV. Open Forum Infect Dis. (2018) 5:ofy173. doi: 10.1093/ofid/ofy173

 13. Falade-Nwulia O, Mehta SH, Lasola J, Latkin C, Niculescu A, O'Connor C, et al. Public health clinic-based hepatitis C testing and linkage to care in Baltimore. J Viral Hepat. (2016) 23:366–74. doi: 10.1111/jvh.12507

 14. Arora S, Thornton K, Murata G, Deming P, Kalishman S, Dion D, et al. Outcomes of treatment for hepatitis C virus infection by primary care providers, N Engl J Med. (2011) 364:2199–207. doi: 10.1056/NEJMoa1009370

 15. Coyle C, Viner K, Hughes E, Kwakwa H, Zibbell JE, Vellozzi C, et al. Identification and linkage to care of HCV-infected persons in five health centers - philadelphia, pennsylvania, 2012-2014. MMWR Morb Mortal Wkly Rep. (2015) 64:459–63. 

 16. Trooskin SB, Poceta J, Towey CM, Yolken A, Rose JS, Luqman NL, et al. Results from a geographically focused, community-based HCV screening, linkage-to-care and patient navigation program. J Gen Intern Med. (2015) 30:950–7. doi: 10.1007/s11606-015-3209-6

 17. McAllister G, Innes H, Mcleod A, Dillon JF, Hayes PC, Fox R, et al. Uptake of hepatitis C specialist services and treatment following diagnosis by dried blood spot in Scotland. J Clin Virol. (2014) 61:359–64. doi: 10.1016/j.jcv.2014.09.004

 18. Janjua NZ, Kuo M, Chong M, Yu A, Alvarez M, Cook D, et al. Assessing hepatitis C burden and treatment effectiveness through the British Columbia Hepatitis Testers Cohort (BC-HTC): design and characteristics of linked and unlinked participants. (2016) PLoS ONE 11:e0150176. doi: 10.1371/journal.pone.0150176

 19. Janjua NZ, Kuo M, Yu A, Alvarez M, Wong S, Cook D, et al. The population level cascade of care for hepatitis C in British Columbia, Canada: the BC Hepatitis Testers Cohort (BC-HTC). EBioMed. (2016) 12:189–95. doi: 10.1016/j.ebiom.2016.08.035

 20. Franco RA, Overton ET, Tamhane AR, Forsythe JM, Rodgers JB, Schexnayder JK, et al. Characterizing failure to establish hepatitis C care of baby boomers diagnosed in the emergency department. Open Forum Infect Dis. (2016) 3:ofw211. doi: 10.1093/ofid/ofw211

 21. Vutien P, Hoang J, Brooks L Jr, Nguyen NH, Nguyen MH. Racial disparities in treatment rates for chronic hepatitis C: analysis of a population-based cohort of 73,665 patients in the United States. Medicine. (2016) 95:e3719. doi: 10.1097/MD.0000000000003719

 22. Zuckerman A, Douglas A, Nwosu S, Choi L, Chastain C. Increasing success and evolving barriers in the hepatitis C cascade of care during the direct acting antiviral era. PLoS ONE. (2018) 13:e0199174. doi: 10.1371/journal.pone.0199174

 23. Lin M, Kramer J, White D, Cao Y, Tavakoli-Tabasi S, Madu S, et al. Barriers to hepatitis C treatment in the era of direct-acting anti-viral agents. Aliment Pharmacol Ther. (2017) 46:992–1000. doi: 10.1111/apt.14328

 24. Schechter-Perkins EM, Miller NS, Hall J, Hartman JJ, Dorfman DH, Andry C, et al. Implementation and preliminary results of an emergency department nontargeted, opt-out hepatitis C virus screening program. Acad Emerg Med. (2018) 25:1216–26. doi: 10.1111/acem.13484

 25. Henderson C, Madden A, Kelsall J. ‘Beyond the willing & the waiting' - The role of peer-based approaches in hepatitis C diagnosis & treatment. Int J Drug Policy. (2017) 50:111–5. doi: 10.1016/j.drugpo.2017.08.004

 26. Ford MM, Jordan AE, Johnson N, Rude E, Laraque F, Varma JK, et al. Check Hep C: a community-based approach to hepatitis c diagnosis and linkage to care in high-risk populations. J Public Health Manag Pract. (2018) 24:41–8. doi: 10.1097/PHH.0000000000000519

 27. Dever JB, Ducom JH, Ma A, Nguyen J, Liu L, Herrin A, et al. Engagement in care of high-risk hepatitis C patients with interferon-free direct-acting antiviral therapies. Dig Dis Sci. (2017) 62:1472–9. doi: 10.1007/s10620-017-4548-4

 28. Sherbuk JE, McManus KA, Rogawski McQuade ET, Knick T, Henry Z, Dillingham R. Hepatitis C within a single health system: progression along the cascade to cure is higher for those with substance misuse when linked to a clinic with embedded support services. Open Forum Infect Dis. (2018) 5:ofy202. doi: 10.1093/ofid/ofy202

 29. Zibbell JE, Asher AK, Patel RC, Kupronis B, Iqbal K, Ward JW, et al. Increases in acute hepatitis C virus infection related to a growing opioid epidemic and associated injection drug use, United States, 2004 to 2014. Am J Public Health. (2018) 108:175–81. doi: 10.2105/AJPH.2017.304132

 30. National Viral Hepatitis Roundtable and Center for Health Law and Policy Innovations at Harvard Law School. Hepatitis C: State of Medicaid Access. Available online at: https://stateofhepc.org/ (accessed July 12, 2019).

 31. Rogal SS, McCarthy R, Reid A, Rodriguez KL, Calgaro L, Patel K, et al. Primary care and hepatology provider-perceived barriers to and facilitators of hepatitis C treatment candidacy and adherence. Dig Dis Sci. (2017) 62:1933–43. doi: 10.1007/s10620-017-4608-9

 32. Grebely J, Dalgard O, Conway B, Cunningham EB, Bruggmann P, Hajarizadeh B, et al. Sofosbuvir and velpatasvir for hepatitis C virus infection in people with recent injection drug use (SIMPLIFY): an open-label, single-arm, phase 4, multicentre trial. Lancet Gastroenterol Hepatol. (2018) 3:153–61. doi: 10.1016/S2468-1253(17)30404-1

 33. Beckman AL, Bilinski A, Boyko R, Camp GM, Wall AT, Lim JK, et al. New hepatitis C drugs are very costly and unavailable to many state prisoners. Health Aff. (2016) 35:1893–901. doi: 10.1377/hlthaff.2016.0296

 34. MacDonald R, Akiyama MJ, Kopolow A, Rosner Z, McGahee W, Joseph R, et al. Feasibility of treating hepatitis C in a transient jail population. Open Forum Infect Dis. (2017) 4:ofx142. doi: 10.1093/ofid/ofx142

 35. Mulligan K, Sullivan J, Yoon L, Chou J, Van Nuys K. Evaluating HCV screening, linkage to care, and treatment across insurers. Am J Manag Care. (2018) 24:e257–64. 

 36. Feld JJ. Hepatitis C Virus Diagnostics: The Road to Simplification. Clin Liver Dis. (2018) 12:125–9. doi: 10.1002/cld.760

Conflict of Interest: KM reports stock ownership in Gilead Sciences, Inc. RD provides consulting services for Warm Health Technologies, and mHealth company. RD was recipient of an investigator-initiated grant from Gilead Sciences, Inc.

The remaining authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.

Copyright © 2019 Sherbuk, McManus, Kemp Knick, Canan, Flickinger and Dillingham. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.



OPS/images/fpubh-07-00362-t002.jpg
Reason

Multiple no-shows despite scheduled appointments
Unable to contact to schedule an appointment
No reason documented

Incarcerated

Patient Preference

Referred/Treated Elsewhere

Moved Out of Area

Deceased

Pregnant

Spontaneous Viral Clearance

Other®

53
41
24
20
19
16
10

5

4
4
4

Data obtained from clinic database maintained by nurse coordinator.
2*Other” includes lack of transportation (1), work conflict with clinic schedule (1), initial visit
scheduled and upcoming (1), deferred due to upcoming surgery (1).
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IRR, Incidence Rate Ratio; Cl, Confidence Interval: HIV, Human Immunodeficiency Virus.
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Al Failure in LTC Successful LTC P-value

N=824  N=200 N=624
N (%) N (%) N (%)
Age (years)
Mean (SD) 485(185)  45.1(13.9) 496(132)  <0.0001
Age (by decade) 0.003
18-29 105 (13) 35(18) 70(11)
30-39 137 (17) 45 (23) 92 (15)
40-49 112 (14) 25 (13) 87 (14)
50-59 282 (34) 62(31) 220/(35)
60+ 188 (23) 33(17) 155 (25)
Sex 0.22
Male 468(67)  121(61) 347 (56)
Female 356 (43) 79 (40) 277 (44)
Race 0.005
White 551(67) 137 (69) 414.(66)
Black 182 (22) 34.(17) 148 (24)
Other 61(7) 14.@) 479
Unknown 30 (4) 15(8) 15(2)
Insurance 0.001
Private 127 (15) 21 (11) 108 (17)
Medicaid 182 (22) 39(20) 143 (23)
Medicare 133 (16) 23(12) 110(18)
Uninsured 382(46) 117 (59) 265 (42)
Close proximity 22127 56 (28) 166 (27) 0.87
Comorbidities
Cirrhosis. 84 (10) 6(3) 80(13) <0.001
HY 67 8) 11(6) 56(9) 0.12
Hepatitis B 2@ 1(1) 213 0.07
Substance Use 184 (22) 41(21) 143 (23) 0.48
Referral Source® o.11
Interal 204 (43) 66 (44) 138 (43)
Community Providers 144 (31) 38(25) 106 (33)
Health Department 76 (16) 33(22) 43(13)
Sel/Family 39(8) 1@) 28(9)
Free Ginic 7@ 32 401
Genotype® 0.07
1 470 (88) 37(77) 433 (89)
2 31(6) 7(15) 24 (5)
3 34(6) 4@ 30(6)
4 102 0(0) 1(002)
6 102 0(0) 1002)

4Referral data available for N = 470 individuals.

®Genotype data available for N = 537 individuels.

LTC, Linkage to Care; HIV, human Immunodeficiency Virus.

Statistical analyses for categorical variable included chi-square analysis or Fisher's exact,
if a value < 5 was included in that analysis. For mean age, Student’s T-test was performed.
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