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materials, go to the 
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control panel.

To ask a question, 
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Question pane in the 

GoToWebinar control 

panel and it will be 
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presenter.



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



HCV Learning Collaborative Overview

Part 1 (Today): HCV Programming in Community Health Centers

Part 2 (3/19/19): HCV Care Team Formation and Linkage to Care

Part 3 (4/2/19): Health Economics 101: Comparing Standard v. 
Enhanced HCV Screening and Treatment

Part 4 (4/16/19): Utilizing the HCV Cost Benefit Calculator to 
Evaluate Resources

You will receive a separate survey from CDN for credentialing.

https://register.gotowebinar.com/register/2657945511868829196
https://register.gotowebinar.com/register/2707792971025692428
https://register.gotowebinar.com/register/6201002985121206028
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Universal HCV Screening and Treatment



Objectives

1. Who/How to test: Universal Screening? 

2. HCV Treatment Cascade

3. Why to treat HCV

4. How to treat 

5. Successes/Lessons Learned



Identifying Patients with Hepatitis C

 4-5 million people in the US have hepatitis C virus 
(HCV) infection

 Most common blood borne pathogen in the US

 Up to 75% of people have not been diagnosed

 Risk-based screening misses many people 

 Stigma associated with IDU, even if use was decades ago

Smith BD et al.  MMWR. August 17, 2012/61(RR04);1-18.   Armstrong GL et al. Ann Intern Med. 2006 May 16;144(10):705-14.         
http://www.iom.edu/Reports/2010/Hepatitis-and-Liver-Cancer-A-National-Strategy-for-Prevention-and-Control-of-Hepatitis-B-and-C.aspx
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http://www.iom.edu/Reports/2010/Hepatitis-and-Liver-Cancer-A-National-Strategy-for-Prevention-and-Control-of-Hepatitis-B-and-C.aspx


CDC Recommendations USPSTF Grade B Recs*
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• Everyone born from 1945 through 1965 

(one-time)

• Persons who ever injected illegal drugs

• Persons who received clotting factor 

concentrates produced before 1987

• Chronic (long-term) hemodialysis

• Persons with persistently abnormal ALT 

levels. 

• Recipients of transfusions or organ 

transplants prior to 1992

• Persons with recognized occupational 

exposures

• Children born to HCV-positive women

• HIV positive persons

• Everyone born from 1945 through 1965 

(one-time)

• Past or present injection drug use

• Sex with an IDU; other high-risk sex

• Blood transfusion prior to 1992

• Persons with hemophilia

• Long-term hemodialysis

• Born to an HCV-infected mother

• Incarceration

• Intranasal drug use

• Receiving an unregulated tattoo

• Occupational percutaneous exposure

• Surgery before implementation of 

universal precautions

Who Should Be Tested for HCV

*Only pertains to persons with normal liver enzymes; if elevated liver enzymes need HBV and HCV testing

Smith at al. Ann Intern Med 2012; 157:817-822. Moyer et al. Ann Intern Med epub 25 June 2013



HCV Guidelines

-One-time HCV testing is recommended for persons 

born between 1945 and 1965,* without prior 
ascertainment of risk. 

- Other persons should be screened for risk factors 
for HCV infection, and one-time testing should be 

performed for all persons with behaviors, exposures, 
and conditions associated with an increased risk of 

HCV infection. 
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Treatment Cascade for Chronic HCV6

Yehia, et al. Plos ONE. 2014K Huynh 2018



PHMC HCV testing Initiative/FOCUS grant
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 NNCC (National Nurse –Led Care Consortium)-PHMC (Public 
Health Management Corp) partnership to introduce universal 
dual routine HIV/HCV (opt out) testing in PHMC’s 5 
Federally Qualified Health Centers (FQHCs):

 The test used for  HCV screening was HCV Ab with reflex to RNA 
viral load

 This eliminated need for further labs and follow up visits
 Through grant, PHMC covered cost of test for uninsured
 Test was initially over $100, reduced to $60 through negotiation 

with lab
 Confirmed positives able to be quickly linked to care 



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):

 73.7% RNA Positive patients were male.

 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 health disease 

K Huynh 2018



HCV Testing in PWID

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

• Getting tested for HCV, reduces drug use in 
PWID

• One 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

K Huynh 2018

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


HCV Testing in Clinic Setting

 Consider reflex testing as only HCV test offered

 Consider opt out routine testing for ALL patients

 Repeatedly assess risk for HCV

 If risk factors continue, test every 6-12 months

 If patient clears virus on their own (15-25%) not 
associated with clearing again if re-infected with HCV.

K Huynh 2018
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1. van der Meer AJ, et al. JAMA. 2012;308:2584-2593. 2. van der Meer AJ. Expert Rev Gastroenterol Hepatol. 2015;9:559-566. 3. Younossi Z, et al. 
Clin Gastroenterol Hepatol. 2014;12:1349-1359.

HCV Treatment Improves Health

 Advanced fibrosis

– Multicenter study[1]

– 5 hospitals (Europe, Canada)

– 530 pts with HCV

– IFN regimens 1990-2003

– Advanced fibrosis or cirrhosis

– Median follow-up: 8.4 yrs

 Early-stage disease

– Extra-hepatic manifestations[2]

– Health-related quality of life[3]

30

20

10

All cause 

mortality

Liver-related 

mortality or 

transplant

HCC

10-Yr Cumulative Incidence[1]

0

26

8.9

1.9

27.4

5.1

21.8

SVR       No SVR

P
e
rc

e
n

t



 1990 → 77.6% F0/1;
cirrhosis =5%

 2010 → 41.8% F0/1;
cirrhosis =25% 

 2020 → cirrhosis =  37.2%

Projected Burden of Advanced Fibrosis 
Over the Next Decade
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SVR Was Associated with Improved Quality of Life in 
a Real-World Clinic Population

K Huynh 2018

A study of community patients from hospitals in Vancouver has shown that sustained responders 
reported higher scores than treatment failures on each domain of the SF-36 and on utility measures

Sustained responders = undetectable HCV viral levels 6 months after therapy; 

Treatment failures = detectable HCV viremia after therapy, or patients with an end-of-treatment response who relapsed.  

MCS = mental summary score (0-100); PCS = physical summary score (0-100). *P<.0001; †P<.001; ≠P<.01.

John-Baptiste AJ, et al. Am J Gastroenterol. 2009;104:2439-2448.
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Treatment in FQHC 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 all 6 FQHCs



First Provider Visit

 First Visit: Complete History and Physical including:
 HCV 

 First and Last injection drug use, tattoo history, sexual history

 Etoh and other substance use history

 History of HCV treatment

 Last negative HCV test

 Medical History

 Co-morbities (HTN, COPD, DM)

 Last HIV test

 HAV, HBV disease or vaccine history

 Mental Health History



First Provider Visit continued. . . 

 Full Physical Exam

 Noting liver specific findings, ie hepatomegaly, skin changes, ascites

 Medication History

 Patient Education

 HCV disease natural progression, fibrosis explained

 Risk reduction practices 

 Expectations about HCV treatment 

 Life style modifications to reduce liver disease

 Refer to BHC for assessment

 Refer to social worker as needed for insurance assessment



Second Visit

 Lab Tests:
 Confirm HCV, check fibrosis score, genotype, screen co-morbidities and 

immunity to HBV, HAV

 Refer for ultrasound

 Education: Continue
 Depending on first visit, refer again to BHC 

 Discuss submitting request to insurance and possible denial



 Labs and BHC consult given to treatment coordinator 
for submission to Pharmacy

 Pharmacy completes prior authorization

 Wait for response, which takes 1-2 weeks

Submission to Insurance



BHC HCV Visit

 BHC evaluates readiness and motivation to start tx

 Psychological assessment and letter to satisfy prior 
authorization for HCV medications

 Link to therapy and further mental health tx as needed

 Assess active substance abuse and refer to treatment if 
needed

 Check baseline HCV treatment knowledge and review basic 
liver health 

K Huynh 2018



Treatment

 New medications are very effective (>96% in all patients with 
or without significant liver disease and treatment in the past)

 Direct acting, therefore minimal side effects

 All require excellent adherence

 All have warning of HBV reactivation
 If have HBV or history of HBV need to check labs more often

 Nothing to be worried about, very rare

 Black box warning may bother patients



Mavyret (Glecaprevir-Pibrentasvir)

 3 tablets once a day

 Genotypes 1-6

 Up to 99% effective in achieving SVR

 If treatment naïve, no cirrhosis, for 8 weeks

 If experienced or cirrhotic, for 12 weeks

 May be longer if treatment experienced

 Most common adverse effect: headache, fatigue



Other Meds

 Epclusa

 Harvoni

 Zepatier

 All of these are one pill once a day and treatment course 
between 8-16 weeks.

 Variations depend on genotype, presence of cirrhosis, and 
treatment experience



Provider Resources

K Huynh 2018

 ASLD:
 https://www.hcvguidelines.org/

 University of Washington:
 https://www.hepatitisc.uw.edu/page/treatment/drugs

 Clinician Consultation Center:
 http://nccc.ucsf.edu/clinician-consultation/hepatitis-c-management/

 (844) HEP‐INFO

http://nccc.ucsf.edu/clinician-consultation/hepatitis-c-management/


HCV Treatment Referral Coordinator

 Submits HCV treatment prior authorization and tracks medication 
adherence, ensuring patients return to pick up their medication 
from the clinic

 Flags patients who need to be referred to outreach

 Reminder Calls to patients

 Reminds providers of patient visits, needed labs, etc.

 Manages communication between pharmacy, provider and 
insurance company.

 All-inclusive spreadsheet that tracks HCV patients through each step of 
the process (PA approval, start dates, medication pickup, and SVR 
achieved).

K Huynh 2018



On Treatment

 HCV VL doesn’t need to be checked during treatment but 
should be done at the end of treatment 
 But some plans require 4, 8, 12 weeks

 Some patients and providers prefer to monitor treatment

 CMP can be added to CBC and VL to monitor LFTS or other 
markers of liver damage (Albumin, bili)

 If positive for Hep B Core Ab and negative HBV DNA, 
monitor LFTS at 4 and 8 weeks for HBV reactivation.

K Huynh 2018



Post Treatment

 SVR is done as close to 12 weeks after last dose
 If undetectable does NOT need to be checked again=cure

 Continue risk reduction conversation/prevention of re-
infection

 Liver Health Education

 Set follow up for HCC screening as needed



Cure=SVR

 SVR= sustained viral response

 Viral load taken 12 weeks after treatment finished

 If HCV Viral Load is <15 ( and reads “undetectable”) patient 
is cured

 Clearing HCV is not protective from getting HCV again

K Huynh 2018
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PHMC Care Clinic HCV Continuum



Keys to Success

K Huynh 2018

 Treatment Restrictions lessning

 Patient comfort in PCP office

 Every visit discuss adherence at length

 Education of disease/treatment process

 Support/Education for treating providers

 PCP holding meds

 BHC involvement

 Outreach if missed appointments

 TRC  



WORKING WITH YOUR LOCAL 
HEALTH DEPARTMENT 

HEPATITIS C VIRUS

Jack Hildick-Smith, 

Viral Hepatitis Prevention Coordinator



OVERVIEW

■ Health Department Support

■ Coalitions

■ How to get started



CDC SURVEILLANCE INITIATIVE 1703 

Program was launched in 2013

1 of 7 sites funded

Surveillance of acute and chronic hepatitis

2 Epidemiologists, 3 full time investigators. 

Endless students and interns



CDC SURVEILLANCE INITIATIVE 1703 

Program was launched in 2013
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CHANGE OF AGE DISTRIBUTION OF HEPATITIS C 
CASES OVER YEARS 2007-2015



HEPATITIS C CONTINUUM OF CARE: 2010 - 2013

100%

47%

22%

6% 3%



VIRAL HEPATITIS INVESTIGATION

Surveillance activities to identify persons 
suspected of having or known to have viral 
hepatitis.

Informing persons of test results, counseling 
individuals on diagnosis, and assistance in linkage 
to care.

Field investigations to collect diagnostic and risk 
factor data on persons suspected of having or 
known to have viral hepatitis.



PERINATAL 
HEPATITIS C 
PROGRAM

The first of its kind. Working to identify  
hepatitis C positive, pregnant women

• Link newborn to testing and care

• Link mother to care for current 
infection

• Support prenatal and pediatric 
services

• Learn from population served



PA - ACT 87

Mandates screening of Hepatitis C in Baby 

Boomers at Primary Care and Outpatient 

Settings



PDPH Resources

HIP.phila.gov – city health data

Educational Materials: Booklets, posters, wallet 
cards, perinatal



PHILLYHEPATITIS.ORG



Bi-Monthly Meetings

Advocacy: Treatment access

Elimination Project: C-Change

Website: Information exchange

HEPCAP.ORG



TX ACCESS TIMELINE

Date of Policy 

Change

Sobriety 

Requirement

Fibrosis Score 

Limitation

Experienced 

Provider

Behavioral 

Health 

Screen

12/2013 Yes F3-F4 Required Required

5/2015 ~No ≥F2 Required Required

7/2017 ~No ≥F0-F1 Required Required

1/2018 ~No ≥F0
Primary with 

consultation
Required





TOWN HALLS



HOW TO GET STARTED

■ Reach out and learn local reporting requirements from your health 

department.

■ Learn state treatment access laws 

– stateofhepc.org 

■ Reach out to your state hepatitis prevention coordinator

– https://www.nastad.org/

■ Reach out to Aids Education and Training Centers

– https://aidsetc.org/

■ Opioid groups, make sure hepatitis is represented

– Harm reduction coordinators

https://www.nastad.org/
https://aidsetc.org/


Questions



Next module: March 19, 2019 at 2:00 pm EST

Jillian Bird
Nursing Training Manager

National Nurse-Led Care Consortium

Part 2: HCV Care Team Formation and Linkage to Care

https://register.gotowebinar.com/register/2657945511868829196


What to fill out…

1. Survey from CDN within 1-2 weeks for 1 CNE or 
CME credit

2. Follow up NNCC survey if you want to join our 
newsletter

Contact Information:
Christine Simon

Public Health Project Manager
Email: csimon@nncc.us 
Phone: (215) 731-2177


