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BHCHP HCV Screening Cascade
10000 10.1.11-10.1.16

30%

5000

37.5%
HCV VL not detected 392

0,
50% / (23%)
S

Ever screened for Ever HCV Ab+  HCV RNA ever tested HCV RNA detectable
HCV (as of 10.1.16)

29,039 unique individuals with face-to-face
encounter at BHCHP from 10.1.11-10.1.16

Urgency for Solutions on HCV at BHCHP

High prevalence of HCV!

HCV associated with health care utilization and
cost!

Excess mortality from liver cause?

Needs assessment of BHCHP patients with HCV?

» 74% indicated interest and confidence in ability to
complete HCV treatment

« Majority identified primary care as preferred location for
treatment

1 Bharel et al, 2013; 2 Baggett et al., 2015; 3 Beiser et al, 2017
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HCV Treatment Team

HCV Team: Founded in 2014
» Full time HCV care coordinator/case manager
+ Ytime RN

+ 3 sessions/wk clinicians: 2 MDs, 1 NP (HCV
Program Director)

Interested in Hep C

treatment?

Call MOLLY, Care Coordinator at:
Funding: [ 8s52-366-2338 |
o * Ask tions about treatment
Inte-rnal su-pport y ol ospieonitirhiviri
+ National Viral Hepatitis Roundtable (NVHR)

mini-grant _—
» Department of Public Health as of 11/17 780 Albany St
Boston, MA

Program Fundamentals

Low-barrier to entry
— Outreach to shelters and treatment programs
— No period of abstention from substances required

High touch, driven by care coordinator and RN

— Flexible adherence support tailored to patient needs- weekly
calls/pillboxes/DOT

— Collaboration w/other BHCHP teams (OBAT, Street Team, Family Team )

Meticulous tracking/hands on all logistics
— Routinization of insurance and pharmacy process- usually supporting
40-50 pts on tx at a time

Emphasis on harm reduction/prevention of reinfection
counseling throughout



BHCHP HCV Treatment (eeiser, 2015)
Assessment and Monitoring Algorithm

Provider

Nurse

INITIAL REFERRAL:
Provider or patient-directed

Call/internal referral/Info session, etc

INITIAL EVALUATION:

— !

Preliminary RN visit if no prior labs

HCV genatype

HoV VL

Prior treatment history

Fib (FlB-a , etc)
It cirrhosis.

Child Pugh score (will need INR)
HEC sereening
Notify PCP re: cirrhosis care
Additional hix:
Duration of infection
Risk factors
Child-bearing status
HIV coinfection
Housing status
Current/hx of substance use.
Harm reduction practices
Anabolic steroid use
Incaresration h/possible risk for
Formal treatmant racommendation must include:
Medication, including duration
Assessment of adherance potential
Monitoring plan (confirm contact info)
Review drug-drug interactions
Discuss potential risk for HBY reactivation
Counsel on reinfection risk

HCV education, assess readiness
Baseline labs: HCV VL, genotype, CBC, CMP
HIV Ab

HAV 2B

HBV titers S Ag,C Ab, § Ab)

pRIOR AuTHORIzZaTIoN — [
Approved +——— | APPEAL

| ehrarmacy navigaton
v

WEEKLY ADHERENCE PHONE CALLS

FEEEEEEEEEEEEEEEEEEEY
B BMP for HIV-coinfected pts on TDI
and EFV or Pis =
*additional menitoring at provider's |

discretion H

ITX INITIATION VISIT I

n ‘CBC for RBV-containing
| regimens
e H © H
[ = *additional monitoring at provider’s gl
7 H discretion b

Week 4
CBC, CMP, HCV VL

v

or other support (DOT, pill boxes)

End of treatment

reinfection counselil

CBC, CMP, HCV VL & prevention of —_— CBC, CMP, HCV VL &

SVR 12 weeks post

ng reinfection counseling

I In cases of detectable VLat EOT or SVR, asses for b failure vs reinfection w/HCY gano and NSSA resistance testing I

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

Demographics N=300

49.8 (10.5)

Mean age in years (SD)

Gender, no (%)
Male

Female
Transfemale

240 (80)
58 (19.3)
2(0.7)

Demographic

Breakdown of

Patients Treated at
BHCHP

Initial 300

Race, no (%)
White/Caucasian
Black/African-American
Unknown

137 (45.7)
86 (28.7)
71(23.7)

Ethnicity, no (%)
Hispanic
Non-Hispanic

Unknown

75 (25)
206 (68.7)
19(6.3)

Housing, no (%)

Residential or transitional tx program
(unstably housed)

Shelter

Street

Housing

92 (30.7)
61(20.3)
3(1)
114 (38)
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Comorbidities, no (% N= 300

Physical Health

Hypertension 112 (37.3)
HIV coinfection 61(20.3)
Diabetes mellitus 44 (14.7)

Extrahepatic manifestations of HCV 9(3)

Behavioral Health

Health CharacteristicCS | major depressive disorder 158 (52.3)
Of In |t|a| 300 Pa’[ientS I(jeneralized Tcmxiety disprder 107 (35.7)
ost-traumatic stress disorder 91(30.3)
Treated at BHCHP Psychotic disorders 23(7.7)
Bipolar disorder 39 (13)
Substance Use
Alcohol use disorder 109 (36.3)
Opioid use disorder 176 (58.6)
on MAT 130 (73.8)
Opioid overdose < 6 mos ago 3(1.7)

IDU is identified RF for HCV infection 244 (81.3)

- HCV Genotype
HCV and Hepatic 1o — 5 T
Parameters of Treated | |°" ———
Cohort (N=300) ep——
G4 m3.0%
Method of Fibrosis Assessment Fibrosis stage

Fibroscan NN 53.0% FO-F1 I 58 3%

FIB-4 I 39.7% F2 I 14.0%
Clinical dx 1l 5.0% F3 Il 7.7%
Fibrosure M 2.3% F4 I 20.0%
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Treatment Regimens Stratified by Duration

Treated for HCV
300
| |
| 1 1 1
8 weeks 12 weeks 16 weeks 24 weeks
111 184 1 4
I I
LDV/SOF VEL/SOF
111 1 1 | 1
LDV/ISOF SOF/RBV DCV/SOF/RBV
1 2 1
LDV/SOF LDV/SOF/RBV DCV/SOF VEL/SOF SOF/RBV SIM/SOF VEL/SOF/RBV SOF/PIR EBR/GZR
119 8 12 29 7 5 1 1 2
Linkedto HCV T
HCV Treatment Outcomes N evaliaion
First 300 BHCHP Patients 515
[ |
Initiated Tx Deferred
300 215
| Lost to F/U
| ' | 1
Completed Tx Did Notfomplete Incarcerated
X 2
285 15
Stopped due to SEs
2
SVR Not Missing SVR SVR SRR
Achieved Data Achieved Total SVR T
17 14 254 Achieved !

255
(85%)

______________



HCV Treatment Outcomes

Adherence Model of SVR Achieved

Total SVR

Achieved
255
(85%)

l

l

l

5

3

2

Monthly .V\.Ieeklly RN Directly Observed Inpatient facility
visits/pillboxes Therapy
201 7
38 9
HCV Treatment Outcomes Completed Tx
SVR Not Achieved 28‘5
SVR Not
Achieved
17
Failed with NS5a No NS5a Resistance Unknown NS5a Reinfection
Resistance Resistance Status Determined at SVR

7

9/24/2018



9/24/2018

HCV Treatment Outcomes
Post SVR Follow Up

Total SVR
Achieved
255

(85%)

|

Post-SVR F/U
137

Reinfection Any
Point
27

Preserved SVR
110

Summary Findings

1) Itis possible to successfully treat a high risk population in a
homeless health care setting.

2) Majority of cured patients received least resource-intensive
adherence model

» Med boxes and DOT only needed for a subset of this traditionally
hard to treat population.

3) Majority of individuals with OUD achieved SVR (81%).

4) Higher than average reinfection rate, but more work is
needed to understand time to reinfection in active PWIDs.
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Limitations

» This data reflects the first 300 patients
treated, not a randomly assigned group.

» Data is retrospective from chart review,
challenged by missing data and changes
In documentation processes over time.

Next steps

Further data analysis to examine:

Treatment outcomes across specific populations
Correlates of achieving SVR or of reinfection

Use the data to:

Guide the refinement of BHCHP’s model

Optimize strategies to minimize reinfection and lost to
follow up

Advocate for other programs serving PWID and homeless
with HCV

10
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Broader Implications

« HCV treatment is possible among homeless individuals
with SUDs, but insurance systems have to be intact, not
the case broadly in the US.

 The role of the care coordinator is essential to the
success of our program, supporting non-reimbursable

work by CCs or other key support workers should be
prioritized.

- Being able to provide HCV treatment within the patient’s
health home enables support throughout the continuum of
care, including reinfection and retreatment.
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