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Hepatitis C Virus
(HCV) Test and Treat
Training Improves
HCV Screening Rates
in Resident
Associated Academic
Primary Care Clinics

he World Health Organization
tasked health systems to elim-
inate hepatitis C virus (HCV) as a
public health threat by 2030. Specific
goals include a 90% reduction in inci-
dence and prevalence, treatment of 80%
of eligible persons with chronic HCV, a
65% reduction in HCV-related deaths,
and universal access to key prevention
and treatment services. To meet elimi-
nation goals, 2020 United States Preven-
tative Task Force guidelines expanded
to recommend one-time screening for
all adults aged 18-79 in addition to
those with high-risk behaviors.’
Treatment consisting of pan-
genotypic direct-acting antivirals al-
lows patients to receive a relatively
short course of well-tolerated, highly
efficacious, and often curative oral
therapy. Their excellent safety profile
and minimal need for monitoring allow
nonspecialist providers such as nurses,
pharmacists, and general practitioners
to provide HCV treatment—expanding
the pool of clinicians available to help
achieve sustained virologic response
(SVR)." Although HCV screening often
falls to primary care practitioners
(PCPs), most PCPs remain unaware of
their ability to successfully treat HCV.”
To increase treatment efforts in the
primary care setting, the “ECHO” care
pathway engages HCV specialists that
support PCPs, often virtually, through
a defined curriculum focused on
mentorship and as needed consulta-
tion.>* Other programs have trialed
HCV treatment in primary care
through directly training primary care
providers in HCV management with
overall high rates of SVR.”” A limited
number of studies evaluating the

implementation of training curricu-
lums specifically for resident physi-
cians found a significant improvement
in resident confidence in treating HCV®
and high rates of SVR.?

To further increase the HCV pro-
vider pool, we developed an algorithm
to train internal medicine resident
physicians at our academic institution
to both test for and treat HCV. We held
training sessions in early 2023 and
early 2024, reviewing updated HCV
screening guidelines and teaching res-
idents how to effectively treat HCV in
their primary care continuity clinics. A
survey was administered both before
and after the training session to assess
resident understanding and comfort
levels with HCV screening and treat-
ment. A “test-and-treat” protocol
(Figure 1) was provided to residents to
reference in future clinics. Specific pa-
rameters including fibrosis-4 index for
liver fibrosis <1.45, negative HIV, and
negative hepatitis b surface antigen,
based on the American Association for
the Study of Liver Diseases simplified
guidelines for HCV treatment at the
time,'° were used to select patients
appropriate for treatment in the resi-
dent primary care clinic setting; if
these parameters were not met,
referral to a specialist was recom-
mended. Residents were also provided
guidelines for monitoring via labora-
tory work and follow-up visits. Addi-
tionally, we developed a live
dashboard to pull electronic medical
record data on resident HCV screening
and treatment practices to increase
accountability (Figure A1).

From January 1, 2021, to January
25, 2023 (pre-training), 4811 encoun-
ters in resident clinic had HCV
screening due. Of these, 668 were
appropriately screened (13.88%) and
10 were HCV antibody positive; two
had positive RNA polymerase chain
reactions and were both referred to
hepatology (Table 1). In the first three
months  post-training, the HCV
screening rate improved to 24.04%
(151/628, P < .0001) and the antibody
positivity rate increased from 1.50% to

2.65%. At six and 12 months, the
improved screening rate held (24.31%
and 20.97%, respectively). Since the
initiation of the training program, no
patients with positive RNA polymerase
chain reaction have been detected.
However, post-training, residents (n =
46) showed improved understanding
of current HCV screening guidelines
(56.5% — 100% correctly identified
who should be screened) and man-
agement per the test-and-treat proto-
col (282% — 73.9% correctly
identified referral parameters). Resi-
dents (n = 46) also felt significantly
more comfortable prescribing HCV
treatment post-training (mean comfort
level on a Likert scale of 1-5 increased
1.78 — 3.87, P < .0001).

Despite significant increases in HCV
screening rates, the overall rates
remain inadequate. We therefore pol-
led residents (n = 22) to determine the
cause of infrequent testing. The most
common response was “not going for
any other bloodwork, decided to delay
until next bloodwork due” (n = 12,
54.5%), followed by “patient declined”
(n = 5, 22.7%) and “forgot” (n = 4,
18.2%). Delaying screening can lead to
omission of screening if patients are lost
to follow-up or establish care elsewhere.
It was also noted that screening rates
declined between 6 and 12 months,
either due to lack of consistent practice
or new, untrained resident physicians
joining the clinic. These limitations
emphasize the need for ongoing educa-
tion in residency training.

Our study shows that the imple-
mentation of a test-and-treat algorithm
in the primary care clinic significantly
improves screening rates for HCV. A
model that increases providers
through an education mentoring
network, such as a residency program,
may be more effective than single-
directed educational interventions.
These residents can mentor incoming
trainees and share their expertise at
other practices after graduation. Mov-
ing the management of HCV to primary
care increases access to HCV testing
and treatment, especially in rural
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Simplified HCV Care Cascade
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HCV-Ab with reflexto HCV PCR

HCV PCR +

Obtain baseline labs: HIV, HAV IgG, HBsAg, HBcAb, HBsAb, CBC, CMP, INR, FIB 4, Pregnancy test (if applicable)

A £

Chronic HCV and:
FIB4 <1.45, HIV (-), HBsAg (-) and no previous history of Hepatitis B, Pregnancy test (-) if applicable, no previous HCV treatment, no significant substance abuse

If all of above true, safe to treat in your primary care clinic: If any of the following:
GP for 8 weeks or SOF/VEL for 12 weeks FIB4>1.45, +HIV, +HBsAg, +HBcAb and/or +HBsAb, Substance Abuse, Pregnancy,
- Offer vaccination for those who are HBsADb (-) Previously treated for HCV
Order through Specialty Ph y - Epic pharmacists to get started > Refer for specialty co-management

Monitor with Labs and Clinic follow up:
4 weeks after starting treatment: CBC, CMP and HCV RNA Quant*
End of treatment: CBC, CMP and HCV RNA Quant**
SVR 4**: HCV RNA Quant
SVR 12**: CBC, CMP and HCV RNA Quant
SVR 48**: HCV RNA Quant
*The authors recognize this may not be needed in a simplified algorithm; however, we felt this step added comfort in treatment in an alternative setting.

**Any evidence of treatment failure is considered to be a "stopping criteria" and should be referred for specialty co-management.

Figure 1. The HCV test and treat workflow includes screening guidelines and parameters for safe treatment in resident primary
care clinic.

areas. Using the defined algorithm, clinics. Given the demographics of HCV, HCV providers and residents in
only patients that truly warrant aca- this should be <10% of the entire training, will have decreased budget
demic consultation will be referred, screened population. Finally, a model constraints and will be more cost-
improving wait list times in hepatology that uses existing resources, such as effective.

Table 1. Table Showing Data Pre- and Post-Test and Treat Training. Post-Training Order Data Included in This Table Is

Pulled From the 6-Mo Post-Training Time Mark

Orders and survey data Pretraining Post-training P Value
Orders
HCV Ab orders 668/4811 (13.88%) 262/1075 (24.37%) .0001
HCV Ab+ 10/668 (1.50%) 7/262 (2.67%) .229
RNA PCR+ 2/10 (20.0%) 0/7 (0%) .208
Survey data
Correctly identified HCV screening guidelines 26/46 (56.5%) 46/46 (100%) <.0001
Correctly identified referral parameters 13/46 (28.2%) 34/46 (73.9%) <.0001
Mean comfort level (Likert scale 1-5) prescribing 1.78/5 3.87/5 <.0001

HCV medications

PCR, polymerase chain reaction.
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Historically, one major limitation to
moving HCV treatment to the primary
care setting has been Medicaid and
Medicare prescriber and prior autho-
rization restrictions. While this varies
on a state-by-state basis, the nation-
wide trend in recent years has been
toward an overall expansion in access
to direct-acting antivirals. In our state,
prior authorization is not required for
Medicaid patients for preferred hepa-
titis C treatment regimens (glecapre-
vir/pibrentasvir and  sofosbuvir/
velpatasvir), but prescribers are
required to complete HCV-specific
continuing medical education. State
restrictions also require a mentoring
relationship'’; our specialty pharmacy
supports any patient on treatment, and
we ensured that our training complies
with continuing medical education
requirements.

Given the increased screening rates
and overall positive feedback from
residents, we plan to continue to offer
serial educational test-and-treat ses-
sions to include incoming residents,
advanced practice providers, and pre-
cepting attending physicians to further
increase HCV testing and treatment.
Our test-and-treat program with a live
dashboard can easily be implemented
at other programs, thereby increasing
screening and treatment rates with the
goal to meet eradication goals.
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