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National Nurse-Led Care Consortium

The National Nurse-Led Care Consortium (NNCC) is a

membership organization that supports nurse-led care and
nurses at the front lines of care.

NNCC provides expertise to support comprehensive, community-
based primary care.

— Policy research and advocacy
— Technical assistance and support
— Direct, nurse-led healthcare services
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Question & Answer

During the presentation, you
may ask questions. Click Q&A
and type your questions into
the open field.

The Moderator will either send
a typed response or answer
your questions live at the end
of the presentations.



Philadelphia had the highest overdose death rate of

the top 10 largest U.S. cities in 2016 and 2017

Overdose Death Rates in Counties Associated with 10 Largest U.S. Cities,
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Enhanced HCV Screening and Treatment

Services at PHMC

* In 2012, Public Health Management Corporation health
centers in Philadelphia instituted expanded HCV screening
and treatment with support from NNCC Gilead FOCUS:

— Universal opt-out HCV screening for 18 and older
— Reflex to RNA screening for HCV Ab-positive patients
— Care coordination and patient navigation

— Integrated behavioral health consultations and
substance use disorder counseling and treatment

— In-house treatment for HCV
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HCV Positive Patient Data

PHMC serves over 19,000 patients
From 2012-2016: 15,000 patients tested
884 patients confirmed chronic HCV positive (~¥6% prevalence)

HCV positive patient data (based on testing data from October
2012-June2016):

— 53% RNA Positive patients reported IDU (19% were missing
documentation).

— 90% of the patients chronically infected were publically
insured by Pennsylvania (Medicaid).

— 63.7% of RNA Positive patients had a history of mental
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HCV Testing in PWID

e Getting tested for HCV, reduces drug use in PWID

* One Opioid Substitution Therapy (OST) program
showed reduced injection opioid use

 8.1% reduction in PWID if test positive
* 6.7% reduction in PWID if test negative

* Benzo, cocaine and other nonRx drug use also
reduced

NATIONAL

NURSE-LED CARE
H Farhang Zangneh, J Eibl, G Gauthier et al. The impact of hepatitis C diagnosis on substance-use behaviors in patients CONSORTIUM
engaged in opioid substitution therapy. AASLD: The Liver Meeting. Washington, DC, October 20-24, 2017. Abstract 125.



http://app.core-apps.com/tristar_aasld17/abstract/7fc1458292ec77e8cedc288ff391564c

Treatment in health center setting

» All patients receive primary care from primarily PAs/NPs with
support from physicians

* Integrated care setting with Behavioral Health Consultants
(BHCs,) case managers, as well as substance abuse support
(medication assisted treatment program/peer recovery
support)

* PCPs trained internally with experienced providers offering
classes, mentorships and case study conversations

* Treatment Referral Coordinator works across network to assist
with prior authorization process and medication adherence
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HCV Continuum in Philadelphia
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Fig. 1. The continuum of hepatitis C testing, referral to care, and
treatment in Philadelphia from January 2010 to December 2013.
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HCV Care Continuum at PHMC Care Clinic

Measuring Impact: How the FOCUS Model Transformed Testing and Linkage to
Care at a Philadelphia Health Center

Figure 2: HCV Treatment Continuum at PHMC
Care Clinic (January 2015-March 2017)
- Figure 2 examines
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Integration of HCV and SUDs
treatment in a homeless
health care setting

Marguerite Beiser, ANP-BC, AAHIVS
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* | have no disclosures

* Maps and graphs have been shared with permission and cited

* Thank you to my patients and colleagues at Boston Health Care for
the Homeless Program!



Outline

* Overview of syndemic” in Massachusetts

» Substance use disorders (SUDs)
* Opioid/Overdose crisis

* Homelessness There is nowhopc for people with Hep C
° Hepatitis C (HCV) http://www.endhepcsf.org/
* Review HCV treatment in community settings and among people with SUDs

* Not specifically addressed today: HIV, poverty, structural violence/trauma,
racism

* Boston Health Care for the Homeless Program (BHCHP)

* Examples of programming specifically targeting HCV and SUDs
* Successful integration
* Areas in need of further growth and integration

* Syndemic- synergistic interaction of two or more coexistent diseases and resultant excess burden of disease- Singer M, Clair S. Syndemics and public health: reconceptualizing disease in bio-social
context. Med Anthropol Q. 2003;17(4):423-441.



Shifting incidence of fatal opioid overdoses in MA

Increasing and Spreading Opioid-Related Overdose Death Rates in Massachusetts from 2011 to 2015°
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Legislative Report: Chapter 55 Opioid Overdose Study - August 2017 https://www.mass.gov/files/documents/2017/08/31/legislative-report-chapter-55-aug-2017.pdf



https://www.mass.gov/doc/legislative-report-chapter-55-opioid-overdose-study-august-2017/download

Opioid-involved overdoses among
homeless individuals in MA

* The opioid overdose death rate is between 16 and 30 times higher for

the homeless individuals compared to the rest of the adult pc:-pulatic-n.sa

Opioid Death Rate 16 to 30 Times Higher
for Individuals Experiencing Homelessness
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https://www.mass.gov/files/documents/2017/08/31/legislative-report-chapter-55-aug-2017.pdf



National and MA homeless incidence, 2018

MASSACHUSETTS

ME, 2,516
VT,1,29

NH,1,450

+14.2%
WA ‘
change from 2010
- <
OR 542
14,476

EXHIBIT 1.6: Estimates of Homeless People 29 ey 10,000

By State, 2018 B e ommclesoncss
change from 2017 4.9%
+20.6%

“MA, 20,068
M B 5™ 1101 =it
m CT, 3,976 Total Homeless, 2018
ut
2,876

KS

Number of People Experiencing
Homelessness per 10,000 People

Less than 10
m 10-24
u 2549
W 50+

Estimates of Homelessness

6181 1 individuals
13,257 i
465 i
985 e
1,373

The 2018 Annual Homeless Assessment Report (AHAR) to Congress https://files.hudexchange.info/resources/documents/2018-AHAR-Part-1.pdf



Boston homeless incidence, 2019

* 6,203 total homeless individuals and families
— 2,348 individuals

e 121 people on the streets*™

— 1,221 homeless families

* 3,855 family members

* Lowest street count in more than 30 years

City of Boston 39t Annual Homeless Census https://www.boston.gov/sites/default/files/document-file-05-2019/2019_homeless_census_5-15-
19_190515.pdf



Housing status matters:

Stark disparities in prevalence of HCV and HIV between
housed and homeless

T R

Population studied Prevalence Population studied Prevalence
Household phone survey?! 1% National estimate* 0.3%
R ——— = Homeless meta-analysis world-wide> 0.3%-21%
Homeless @BHCHP3 239% Homeless in the US estimate® 3.4%

Homeless @BHCHP? 2.7%
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Hepatitis C incidence and prevalence in MA

‘
Rate of Reported Confirmed and Probable
Hepatitis C Virus Infection Cases per 100,000
Population by Official Massachusetts City/Town: 2016*

Incidence Rate (N=6,394)
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The Massachusetts example

+ How many cases does a jurisdiction have
evidence for? 120,781

— What proportion of cases are estimated to have
been diagnosed? 45% (HHS Action Plan)

— How many cases have spontaneously cleared the
virus? 15-25%

— How many cases have been treated successfully
(cured)? 5%

— How many cases have died? 9%

MA DPH; slides used with permission from Dan Church, MPH



Age distribution of new HCV infections in
Massachusetts 2007 = 2016

The age distribution of HCV infection has shifted in the last decade, now reflecting a population
predominantly under the age of 40

Age distribution of HCV in Massachusetts, 2007 Age distribution of HCV in Massachusetts, 2016
N=8,241 (875 missing age or gender excluded) N=7,612 (217 missing age or gender excluded)
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Conservative estimates by MA DPH suggest that HCV prevalence in

people under 30 is 24x what is predicted by the CDC

Data source: Massachusetts Department of Public Health, Bureau of Infectious Disease and Laboratory Sciences.



HCV Treatment in a Nutshell

 Combination targeted therapy- Direct-Acting Antiviral (DAA) Therapy

* Broadly adopted clinical guidelines: IDSA/AASLD
www.hcvguidelines.org

* In 2019 HCV treatment is near universally:
* 8-12 weeks duration
* Pangenotypic
* >95% cure rate (Sustained Virologic Response, SVR)
e Well-tolerated

* Special considerations for patients with decompensated cirrhosis,
ESRD

* Drug-drug interaction review is critical



http://www.hcvguidelines.org/

Ongoing barriers to HCV treatment

Hepatitis C: State of Medicaid Access Hepatitis C: State of Medicaid Access Hepatitis C: State of Medicaid Access
Liver Damage Restrictions Sobriety Restrictions Prescriber Restrictions
‘An analysis of 2017 Fee-For-Service Medicaid data demonstrates that several An analysis of 2017 Fee-For-Service (FFS) Medicaid data demonsirates that An analysis of 2017 Fee-For-Service (FFS) Medicaid data demonstrates that
Medicaid programs have eliminated liver damage requirements for patients several Medicaid programs have eliminated sobriety requiremenits for patients several Medicaid programs have eliminated prescriber requirements for patients
seeking to access hepatitis C (HCV) cures, while others highly restrict access. seeking fo access hepatitis C (HCV) cures, while others highly restrict access. seeking fo access hepatitis C (HCV) cures, while others highly restrict access.

2017 Medicaid FFS Liver Damage Restrictions for HCV Treatment 2017 Medicaid FFS Sobriety Restrictions for HCV Treatment 2017 Medicaid FFS Prescriber Restrictions for HCV Treatment

No Restrictions

Screening & Counseling. .
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Also... stigma, competing priorities, time/administrative burden, lack of funding, etc https://stateofhepc.org/resources/



Percentage with SVR12

HCV Treatment by non-specialist MDs and NPs

Interim Per Protocol SVR12 by Provider Type (n=382)
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Kattakuzhy S, Gross C, Emmanuel B, et al. Expansion of Treatment for Hepatitis C Virus Infection by Task Shifting to Community-Based Nonspecialist Providers: A Nonrandomized Clinical Trial. Ann
Intern Med. 2017;167(5):311-318.



AASLD/IDSA recommendations for HCV treatment

RECOMMENDED RATING &

The goal of treatment of HCV-infected persons is to reduce all-cause mortality and liver-
related health adverse consequences, including end-stage liver disease and hepatocellular
carcinoma, by the achievement of virologic cure as evidenced by a sustained virologic
response.

I, A

Recommendation for When and in Whom to Initiate Treatment

RECOMMENDED RATING &

Treatment is recommended for all patients with chrenic HCV infection, except those with a
short life expectancy that cannot be remediated by HCV therapy, liver transplantation, or
another directed therapy. Patients with a short life expectancy owing to liver disease
should be managed in consultation with an expert.

* Per AASLD/IDSA

* |deally, treatment should occur in multi-disciplinary setting that offers addiction treatment,
but the absence of this type of setting is not a contraindication for treating PWIDs

* There is strong evidence of high adherence, sustained virologic response, and low rates of
reinfection among PWIDs

* Treating HCV among people are actively using drugs can reduce transmission to others
* Treating at lower fibrosis stages has a greater mortality benefit and improved regression
* Treating women of child-bearing age prevents vertical transmission

AASLD/IDSA HCV guidelines HCV Guidance: Recommendations for Testing, Managing, and Treating Hepatitis C; https://www.hcvguidelines.org/evaluate/when-whom ;
https://www.hcvguidelines.org/unique-populations/pwid



https://www.hcvguidelines.org/evaluate/when-whom
https://www.hcvguidelines.org/evaluate/when-whom

HCV treatment among people who inject drugs

* 2018 meta-analysis: PWID achieve HCV cure at high rates

* ~87% SVR among recent and ongoing PWID

* “90% SVR among individuals on opioid substitution tx

MNumber of Numberof  Treatment L ITT SVR " miTT SVR r Loss tofollow- P
studies or participants completion {953 CI) {95% CI) up (95% CI)
substudies (955 CI)
Exclusive study population/subpopulation
Recent IDU, with orwithout 8 670 965-9% (95-6-08-2) 00%  B7-4%(82.0-92-8) 80-8% 91.7% (87-9-95-4) 66-1% 2-8%(0-5-52) 74-8%
05T
05T, with orwithowt recent 25 2331 97-5% (96-5-98.5) 49-9% 92-6% (90-2-94-9) 795% 95-2% (93-6-97-0) T25% 0% (1-7~43) B655%
DU non- 10U
Other 10 633 065-5% (945985  457%  B6T%(80-2-93-2) 87-0% 03-8% (90-3-97-2) T763% TIN(26119) EBE1%
Study design
Observational 28 2483 96-9% (95-9-980) 516% BE.E%(858-919) 87-1% 03-4%(91-3-95-5) B02% 46%(29-63) B41%
Clinical trial 10 1151 98-2% (97-4-09-0) 0%  93-9%(92-5-953) 7% 06-7% (94-6-97-8) 52.4% 25% (1238 511%

|DL=injecting drug wse. [TT=intention to treat. mITT=modified intention to treat. non-IDU= non-injecting dreg use. 05T=opioid substitution therapy. SVR=sustained virological response.

Table 3: Pooled estimates of treatment completion, VR and loss to follow-up, by study population and study design

Hajarizadeh B, Cunningham EB, Reid H, Law M, Dore GJ, Grebely J. Direct-acting antiviral treatment for hepatitis C among people who use or inject drugs: a systematic review and meta-analysis. Lancet

Gastroenterol Hepatol. 2018;3(11):754-767.




Reinfection among British Columbia Hepatitis
Testers Cohort (n=4,114)
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Rossi C, Butt ZA, Wong S, et al. Hepatitis C virus reinfection after successful treatment with direct-acting antiviral therapy in a large population-based cohort. J Hepatol. 2018;69(5):1007-1014.



HCV Treatment Scale-up in High-Risk Populations Can
Prevent Onward Transmission

= Observed and modeled HCV chronic prevalence among PWID in
Melbourne, Australia

100 1 @ Data
== No scale-up from baseline (3/1000 PWID annually)
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Martin. Hepatology. 2013;58:1598. Slide credit: clinicaloptions.com



http://www.clinicaloptions.com/

TraP Hep C: HCV Treatment as Prevention Program in
Iceland Reduced Incidence in 2 Yrs
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= Major scale up with reasonable cure rates

— Overall SVR: 89%; SVR for patients who completed treatment: 95%

* Dramatic reduction in community viral load and HCV incidence Siide credit: clinicalo tions[?om
Runarsdottir. AASLD/EASL HCV Special Conference 2019. ' 2 .



http://www.clinicaloptions.com/

Boston Health Care for
the Homeless Program
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Quick Check In




HCV rates by
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BHCHP'S SUD SERVICES
THE OVERDOSE CRISIS A HARM REDUCTION APPROACH
We believe in a world without stigma. We
recognize the need to expand access to all types

* Drug overdose was leading cause of death for cohort of COBNIZE
of addiction treatment, on demand. But we also
28,033 adults seen at BHCHP from 2003 to 2008* recognize a parallel need to reduce the harms

associated with drug use for people who do
not seek treatment or cannot access treatment

° Op|0|d5 |mp||Cated In 81% Of Overdose deaths* currently. We do not require our patients to stop
using before we start helping them.
* Overdoses frequently happening in our building PARTNERS & COLLABORATORS
People who Inject Drugs, Kraft Center for
. . L. L. . Bay Cove, Community Health,
* Significant existing addictions programming BPHC & AHOPE, MGH,
BMC & the Grayken NECHV,
Center for Addiction, Pine Street Inn, St.
Boston Rescue Mission, Francis House,
Casa Esperanza Victory Programs, ...

and many more!

Baggett TP, Hwang SW, O'Connell JJ, et al. Mortality among homeless adults in Boston: shifts in causes of death over a 15-year period. JAMA Intern Med. 2013;173(3):189-195.
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THE OVERDOSE CRISIS

¥

ACCESS TEAM

The Addiction
Collaborative and
Expedited Support
Services (ACCESS)

team provides
expedited primary

care, MAT, and
individual and group
therapy for those at
highest risk of
overdose.

Medication for Addiction
Treatment (MAT), such
as buprenorphine and
naltrexone, is provided by
individual waivered
clinicians and by a
centralized team, with
services coordinated by
nurse care managers and
therapists, in
collaboration with
physicians.

[UN—_

CAREZONE

The CareZONE
health van provides
accessible, high
quality primary care
and addiction services
to individuals in
Boston’s overdose
“hotspots” who are
not already well
connected
to health care or
addiction treatment.

SPOT" STATS:

SPOT

The Supportive Place
for Observation and
Treatment (SPOT)
actively engages
people who inject
drugs, and provides
medical monitoring of
oversedation, harm
reduction services, and
linkages to treatment.

BHCHP offers overdose
education and
naloxone trainings to
all patients and staff
We also distribute
naloxone rescue
kits to all those at risk
of experiencing or
witnessing an
overdose.

2016-20138

800+ 7139

unique
visitors

22%

24

encounters direct connections visitors
to medical or referred to
mental health care
substance

use treatment

* BHCHF's Supportive Place for Observation and Treatment (SPOT).
Data reflect visits in the 2 years between Agril 2016 and March 31, 2018.
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QUALITY SUD
IMPROVEMENT GROUPS

Program wide, we Peer support and

strive to improve group therapy is
outcomes across the incredibly helpful to
opioid use disorder our patients, and is

cascade of care— offered daily, including
that is, at each stage at the Barbara McInnis
of care, from initial House, where patients

diagnosis receive 24/7 respite

to achieverment of care.

sustained recovery.

> o

INTEGRATED
BEHAVIORAL HEALTH

Behavioral Health

BATHROOM
MONITORING

To respond to the almost
clinicians work side daily overdoses happening
by side with primary in our public bathrooms,

care teams and help to we use close monitoring
manage co-occurring and have installed reverse

PTSD, depression, motion detectors, alerting
anxiety, and other us when someone has not
mental illnesses. moved in 3 minutes.

THERAPY
ON-DEMAND

Through our “Open
Access” system,
patients are able to
access same-day
therapy appointments
with licensed clinicians,
eliminating wait times
and supporting patients
in times of crisis.

ADVOCACY

We actively participate
in community meetings

with neighborhood &
government partners
seeking solutions.

RISK ROUNDS

Monthly discussions with
specialists from MGH
foster multidisciplinary,
team-based problem-
solving.



Significant burden of HCV at BHCHP

23% HCV prevalence (2010 Medicaid claims data)?
— Updated (2016) internal report suggests 11.6%

e HCV dx associated with excess health care utilization
and costl
* Excess mortality from liver cause?

* Needs assessment of BHCHP patients with HCV3
* 74% indicated interest and confidence in ability to complete
HCV treatment
* Majority identified primary care as preferred location for
treatment

1. Bharel M, Lin WC, Zhang J, O'Connell E, Taube R, Clark RE. Health care utilization patterns of homeless individuals in Boston: preparing for Medicaid expansion under the Affordable Care Act.

Am J Public Health. 2013;103 Suppl 2:5311-317.

2. Baggett TP, Chang Y, Porneala BC, Bharel M, Singer DE, Rigotti NA. Disparities in Cancer Incidence, Stage, and Mortality at Boston Health Care for the Homeless Program. Am J Prev Med. 2015;49(5):694-702.
3. Beiser M, Leon C, Gaeta JM. Needs Assessment of HCV-Infected Individuals Experiencing Homelessness and Implications. J Health Care Poor Underserved. 2017;28(1):596-606.



HCV Treatment Team

HCV Team: Founded in 2014
* Case manager- referrals, PAs, adherence support
* Nurse- intakes, on treatment visits/labs
* Providers- assess liver health and recommend tx

. Pro%_ram Director- supervises team, sees pts, guides Interested in Hep C
quality and research agenda, manages grants treatment?
Fun dlng Call MOLLY, Care Coordinator at:
) 857-366-2338
* Internal BHCHP . . * Ask questions about treatment
e Kraft Center for Community Health, Practitioner * Schedule an appointment
Program (supported time for HCV Director)
* National Viral Hepatitis Roundtable (NVHR) mini- BHCHP
grant 780 Albany St

* MA Department of Public Health as of 11/17 Boston, MA




BHCHP HCV Treatment (eeiser, 2013)
Assessment and Monitoring Algorithm

Nurse
Provider Data Manager

T —
INITIAL HCV TREATMENT ASSESSMENT:
ELEMENTS REQUIRED FOR EVALUATION

Fibrosis assessment (FIE-4,fibroscan, etc)
If cirrhosis:
Child Pugh score (will need INR)
HCC screening

IVP Clinic Model— with reporting requirements 8.19

INITIAL LINKAGE VIA CARE COORDINATOR:

Provider referral or patient-directed

HCV genotype Preliminary RN visit
HEW VL
Prior treatment history Baseline labs: HCV VL, genotype, CBC, CMP

HBV titers (S Ag,C Ab, S Ab)

Netify PCP re: cirrhosis care STHN form initiated
Additional hx: Assess readiness
Duration of infection salesforce Profile Harm reduction counseling

Risk factors created

HCV education

Schedule provider evaluation

Child-bearing status
HIV coinfection

Current/hx of substance use
Harm reduction practices

Anabelic steroid use I
Incarceration hx/possible risk for

Housing status PRIOR AUTHORIZATION * -

|

Formal treatment recommendation must include:
Medication, including duration
Assessment of adherence potential I
Monitering plan (confirm contact info)
Review drug-drug interactions
Discuss potential risk for HBV reactivation 1

- APPEAL

Pharmacy navigation

I TREATMENT INITIATION VISIT

WEEK 4 VISIT
CBC, CMP, HCV VL

STHM form final submissien to DPH

Outreach to sites
Salesforce tracking
Refill coordination

I

CBC, CMP, HCV VL
reinfection counseling

WEEKLY ADHERENCE SUPPORT
Phone calls

END OF TREATMENT VISIT SVR 12 VISIT

— CBC, CMP, HCV VL
reinfection counseling

I In cases of detectable VL at EOT or SVR, asses for tx failure vs reinfection w/HCV geno and NSSA resistance testing I

I Assess for durable cure or reinfection :1 year post-SVR or more often with RF, HCV VL I




BHCHP guiding principles for HCV treatment

* Everyone should be treated. Reduce barriers, don’t add them
* Nobody has to “prove that they really want it” in any other aspect of their health care

* Recognize that you have power to prioritize HCV care alongside other

health issues
* There is no perfect situation
* Kept appointments as proxy for stability
* Readiness can be assessed over time

* Do not assume things are stable on treatment

* Weekly adherence checks are central to our model, allow
team to respond quickly to destabilizing issues, such as:

Change in housing status
Loss or theft of medication
Loss of insurance
Relapse/progression to more chaotic drug use and increased exposure risk
Incarceration



Pearls related to treating HCV among people
currently using drugs

* Obtain as many points of contact as possible

* Phone numbers, email/MyChart, case workers at programs, contacts at
syringe exchange programs (SEPs), etc

* Try to treat couples or other drug-using partners concomitantly

* Try to reinforce that the goal is to continue HCV therapy through any
challenges
* Destigmatize
* Keep communication flexible and responsive to times of crisis
 Anticipatory guidance to reduce risk of reexposure
o ***MAT on demand by HCV treater




Solutions to Practical Challenges

Challenge
Readiness

Medication loss/theft prevention

No phone

Lack of transportation

Competing priorities

Specialty pharmacies (copay, home delivery, time)

Solution

Multiple visits to gauge adherence potential
Anticipate RF for tx interruption
Collaborate with established care teams who know pt well

DOT, weekly pill boxes, home delivery, emergency insurance
override

Pre-arranged appts
My Chart, if applicable
Outreach to nearby shelter/program settings at reliable intervals

Bus passes, medication delivery, satellite laboratory

Decrease barriers as much as possible
Co-schedule with PCP or OBAT/MMT
Limit unnecessary travel

Accept less than perfection

HCV team care coordinator navigates for pt
Insurance authorized rep
Mail to clinic



BHCHP HCV Treatment
Outcomes

Linked to HCV
Treatment Evaluation

510
!

Initiated Treatment

300

l

I
Completed
Treatment
285
[ I
SVR Not Missing SVR
Achieved SVR Data Achieved
17 14 254

|

|

Did not initiate
treatment

210

Lost to F/U
93

Socially unstable
49

Lost to F/U

Did not complete
treatment
15

11

Incarcerated
2

SVR
Achieved
Total
255

L Stopped due to SEs
2

l
SVR Achieved

|| Spontaneous clearance

23

Outside Care
23

Death
12

Medically unstable
10

Most people do very well, despite
challenging circumstances

Beiser ME, Smith K, Ingemi M, Mulligan E, Baggett TP. Hepatitis C treatment outcomes among homeless-experienced individuals at a community health centre in Boston. Int J Drug Policy. 2019;72:129-

137.




BHCHP Post SVR Follow Up

Post-SVR F/U
137
(206 years of person FU)

Reinfection Any Point
27
(13.1 reinfections/100 py of FU)

Preserved SVR
110

Median time to reinfection: 168
days (IQR=81-207)

In univariate analyses, reinfected

individuals were more likely to

be:

* Hispanic (p=0.017)

* Literally homeless (p=0.007)

« Dx OUD (p=0.012)

e |IDU HCV risk factor (p=0.026)

e Address change during
treatment (p=0.004)



Challenges to HCV and SUDs
Integration at BHCHP

Siloed programs, even within same organization

All of us are “putting our fingers in the dam” to try to meet
an overwhelming need
Ad hoc collaboration

e All BHCHP providers are x-waivered

 HCV treaters also AAHIVSs, OBAT providers and PCPs

* Benefit from colocated BH, addiction and HCV services (limited
to main site and one veterans shelter, initially)

* Shared EMR- can cross-collaborate on adherence check-ins,
labs, med delivery



Plans for improved HCV and SUDs integration

Where we are going:

* Expanded training of OBAT providers/PCPs in shelter and street-based
settings to perform their own HCV tx assessments
» Decentralize treatment access
* Promote continuity across primary, addiction, and HCV care

* (Case manager specifically for support of outreach site providers and
patients added 10/19

e Correctional Linkage to Care for HCV combined with buprenorphine
treatment in pre-release period at local HOC

* Panel management review between HCV team and OBAT to
systematically approach elimination

* Enhanced relationship with SEP next door to our site
* Improved focus on reinfection prevention



Thank you for your time!

Questions?

BOSTON HEALTH CAREfor
the HOMELESS PROGRAM

mbeiser@bhchp.org




To receive credit...

We will send an email with a link from Clinical Directors
Network within 1-2 days after the webinar.

You must complete to receive credit and the certificate
will arrive within 1 week of completing the survey.




National Nurse-Led Care Consortium

Remaining webinars for the Learning Collaborative Series:

Part 3: Implementing an Enhanced HCV Screening Model in lowa
— Tuesday November 12, 2:00 pm ET

Part 4: Expanding Medication Assisted Therapy in Philadelphia
— Tuesday December 3, 2:00 pm ET
— NNCC will host an extra 30 minutes for “office hours”
— Extended Q&A and discussion topics for a related article

NATIONAL
NURSE-LED CARE
CONSORTIUM



https://zoom.us/webinar/register/WN_9pNAjLBvQR6LQlzg8MHIRQ
https://zoom.us/webinar/register/WN_UsCkRMeKTQu4cwgn44Ju_Q

Thank you!

NNCC Contact Information

Christine Simon, Public Health Project Manager
csimon@phmc.org

Kevin Leacock, Public Health Project Coordinator
kleacock@phmc.org



mailto:csimon@phmc.org
mailto:kleacock@phmc.org

Office Hours

Discussion Questions, Best Practices, Case Presentations
Marguerite Beiser, ANP-BC, AAHIVS
Boston Healthcare for the Homeless Program

Jillian Bird, RN
Nurse Training Manager
National Nurse-Led Care Consortium




