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BACKGROUND

• PWID and others subpopulations face barriers to access 
healthcare when using traditional models of care due to drug 
use criminalization, stigma and discrimination, and the stress 
surrounding their precarious living circumstances.

• The amount of time elapsed between the HCV-RNA test result 
and treatment initiation (time to HCV treatment) is a useful 
parameter to measure success in treating HCV in vulnerable 
groups, in spite of it not being considered part of the HCV 
Cascade of care consensus



Methods I:

• We carried out a prospective study of vulnerable persons in Madrid, Spain 
from 1 February 2019, to 28 February 2021. A mobile unit was used to 
screen active hepatitis C using a linkage to care and two-step PoC-based 
strategy. 

• Participants viremic were stratified into four subgroups: PWID, the 
homeless, people with mental health disorder (MHD) and people with 
alcohol use disorder (AUD).

• The screening phase was carried out at the mobile unit, consisting of an 
adapted van and a car, serving the hot spots following a predefined 
schedule.  A nurse and an educator performed HCV and HIV rapid tests for 
antibodies using capillary whole blood sampling. The Xpert-HCV-VL-FS assay 
was offered to all individuals with a positive anti-HCV Ab test at the PoC.

• In the linkage to care phase, all participants with a positive HCV-RNA test 
were offered a referral to hospital the same day. 



Methods II

• Four events were taken into account for the HCV CoC: 

• I) being seen in hospital.

• II) starting HCV therapy.

• III) completing HCV therapy.

• IV) achieving SVR. 

• Time to HCV treatment was also considered as a parameter to 
evaluate as good practice to incorporate into the CoC.

• Time to HCV treatment (time elapsed between HCV-RNA 
measurement by Xpert-HCV-VL-FS at the mobile unit and treatment 
initiation) was estimated based on available data, measured in days 
and stratified per subgroup. 



Results:
• A cohort of 214 individuals active HCV 

diagnosed were stratified as 73 PWID, 
141 homeless, 57 with MHD and 91 
participants with AUD. 

• The overall HCV cascade of care was: 

• * 178 (83.1%) were attended at 
hospital.

• *164 (76.6%) initiated DAA.

• *141 (65.8%) treatment completed.

• * 99/104 (95.2%) were cured (SVR)



Results II

• PWID were significantly more likely to be 
undocumented immigrants and to have no 
economic income (p 0.01).  

• HCV reinfections were found to be more frequent 
in PWID compared with those without a history of 
injecting drug use, but this result was not 
statistically significant (p=0.06).

• Participants with AUD were significantly more likely 
to have cirrhosis at the moment to treatment 
initiation (p=0.006).

• The SVR by subgroups was: PWID (91.9%); people 
with AUD (97.5%); people with MHD: (96.5%); 
homeless people: (94.4%). The study had no 
statistical power to evaluate differences among the 
subgroups due to only having five cases of no-SVR.



Results III

• People with recent injecting drug use 
were significantly less likely to initiate 
HCV treatment (aOR 0.40; 0,24- 0,61; 
p0.003) in the logistic regression 
analysis. 

• Also, people with AUD (aOR 0.45; 
0,29- 0,67; p0.004) and people with 
recent inject drug use (aOR 0.49; 
0,30-0,73, p 0.001) were significantly 
less likely to completing HCV 
treatment in the logistic regression 
analysis. 



Results IV

• The overall median time to HCV treatment 
initiation among the four subpopulations 
who received treatment was 35.5 days [IQR 
17.7-108.2]. 

• The longest median time to HCV treatment 
of 40.5 days [IQR 17.0-99.2] was observed 
in patients with AUD and the shortest 
median time to HCV treatment was 30 days 
[IQR 15.0-90.0] in PWID.

• In the multivariable analysis of Cox 
proportional hazards and Aalen’s additive 
model, people with AUD remained 
associated with longest time to HCV 
treatment initiation (HR 0.63; CI 97.5%, 
0.45-0.88; p= 0.001) 



Conclusions:

• Disparities in the cascade of HCV care exist among vulnerable sub-
populations. 

• Overall, SVR was very high and more than 90% in all sub-groups. 
Models of care need to better engage PWID on treatment, while 
specific care and strategies to avoid delays in the treatment initiation 
for people with AUD are urgent.

• Also, we highlighted the importance of patient centered care so as to 
allow for treatment completion, especially in people who inject drugs 
and those with AUD. 


