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BACKGROUND 

While there have been decreases in chronic hepatitis C (HCV) 

infection in New York City since 2016, it is estimated that 40% of 

cases with chronic infection were undiagnosed in 2019. Despite 

willingness to start treatment among a majority(~70%) of people 

who inject drugs (PWID) diagnosed with chronic HCV, treatment 

gaps remain: 

• Stigma related to both drug use and infectious disease 

• Cost and complex process to get medication covered 

• Limited availability of screening and treatment at opioid 

treatment programs (OTPs) where patients could benefit most 

Given that HCV is most commonly acquired through sharing 

injection drug use supplies, OTPs could support screening and 

provide treatment for HCV. A recent study found that patients 

enrolled in OTPs reported comfort with and sense of support from 

OTPs as well as trust in OTP providers and care staff. 

OTPs as Sites for HCV Prevention, Screening and Treatment  

• Integration of infectious disease and opioid use disorder (OUD) 

treatment 

• Non-judgmental and non-stigmatizing context  

• Increase patient awareness and decrease barriers that limit 

access to and engagement in care 
 

Goal:  To evaluate the implementation of an HCV program at an 

OTP in increasing the number of patients receiving MAT who are 

enrolled and initiate HCV treatment. 

 

Methodology: Through a partnership with the NYC Department of 

Health Viral Hepatitis Program via a CDC grant (January 2020 – 

April 2021), START Treatment and Recovery Centers, an NYC-

based OTP, trained clinical providers and case management staff  

in HCV treatment and patient navigation. We conducted an 

electronic health record data review to assess hepatitis C 

screening rates and the number of antibody and RNA positive 

patients receiving MAT. We identified 362 hepatitis C RNA positive 

patients in need of treatment and established a 2-phase 

enrollment goal of 30 patients per phase. Patients were offered  

hepatitis C treatment onsite, via telemedicine, or off-site by referral 

according to the clinical workflow. 

CONCLUSIONS 
We sought to evaluate the impact of an HCV treatment program within 

an OTP in increasing the number of patients receiving MAT who are 

enrolled and initiate treatment. Results found that: 

• It was feasible to screen patients for and treat hepatitis C at a 

stand-alone OTP (onsite, referral, telemedicine), after training of 

clinical and non-clinical staff, even as we adjusted to the COVID-19 

pandemic 

• More patients were enrolled in phase 2 and a larger proportion of 

those enrolled started treatment. 

• To date, sustained virologic response was achieved in almost all 

patients who started the medication course in Phase 1 and is 

continuing to increase among Phase 2 patients 

• Not every patient approached about HCV treatment started therapy 

• Challenges in reaching all patients 

Future directions: 

• Examine patient data (e.g., discharges) and ways to prioritize 

subgroups of patients at risk of not enrolling or returning 

• Review cases with health coverage problems to identify best 

practices for maximizing enrollment and treatment initiation 

Summary 

• Hepatitis C treatment can be provided at standalone OTPs onsite, 

by referral, or via-telemedicine.  

• Multiple benefits: 

• Reduce morbidity (hepatic fibrosis, cancer) and associated 

healthcare-related costs 

• Reduce mortality (premature death) 

• Reduce transmission rates 
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Specialty Pharmacy: 
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with patient 

 

Accept or 

Decline 

If yes: Schedule 

for Blood test 
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single blister pack? 

If no: Follow up 

after 3 months 

Blood test: CBC (platelets), 

CMP (AST/ALT/Bili/ 

Albumin/Cr/GFR), VL, 

Genotype, Fibrosure, 

HBV/HAV, HIV 

 

Follow up 1 week 

later for test results 

+ Physical Exam 

If decompensated: 

refer to liver specialist 

If not decompensated: 

(1) refer for counselling, 

(2) contact specialty 

pharmacy/insurance, & 

(3) start treatment with 

DDI 

Follow up:  

 Blood work every 

3rd week 

 Appointment with 

provider to review 

the blood work 

every 4th week 

Do this every 

4-week for 

12 weeks 

A 12-week appointment to 

be scheduled after the 

completion of medication 

for SVR status check   

Step 1 

Step 2 

Step 3 

Step 4 
Step 5 

Patient without insurance will go in separate list 

If Treatment is not successful 

refer to Liver specialist 

Script for calling patient: “This is Dr.____ . I am calling to speak to ___. We are going to be disclosing confidential information are you alone on 

the phone?” 

 Verify: DOB. 

 [Only after verifying patient] “We are starting treatment of Hep C at START, would you be interested in getting Treatment?” 

After treatment follow up 

every 6 months for 3 years 

and then yearly 

Step 6 

START Hepatitis C Clinical Workflow 

METHODOLOGY 

 


