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Abstract

Objectives. We conducted a qualitative study of primary care providers to assess the challenges
and opportunities in implementing a universal screening program for Hepatitis C Virus (HCV) at
an urban community-based health center serving a largely disadvantaged population. Methods.
Qualitative semi-structured interviews of prescribing providers took place pre- and post-
educational intervention, at a single federally qualified health center in Wilmington, Delaware,
between September 2018 and July 2019. The intervention included a two-day didactic session
and shadowing specialist providers. Data captured provider perspectives on universal screening
and treatment. The interviews were transcribed verbatim, then grouped into codes, then finally,
themes. Results. Emergent themes included hesitancy in managing universal screening programs
in the primary care environment, positive attitudes surrounding treatment, fewer HCV cases than
expected, and concern with both patient-level barriers and practice-level barriers. Pre-
intervention and post-intervention themes were similar. Conclusions. Implementation programs
exploring universal HCV screening in the primary care environment should include educational
opportunities that are available to all individuals in the practice, sustained organizational support,
and available patient literature targeted to patients with varying health literacy and in languages
other than English. In short, universal HCV screening and treatment is feasible in the primary
medical environment but requires ongoing support and education for providers to ensure success.

Introduction

Chronic infection with Hepatitis C virus (HCV) is a widespread bloodborne infectious disease,
estimated to affect approximately 2.4 million people in the United States, resulting in
approximately $6.5 billion dollars in treatment costs.' As a result of the opioid epidemic in the
United States, increases in injection drug use behaviors have mirrored the increase in reported
cases of HCV infection.* Curative treatment is available and effective, but approximately 50 to
75% of chronically-infected individuals are unaware of their infection status and are therefore
left untreated.’ If left untreated, HCV can result in cirrhosis, hepatocellular carcinoma, or
death.®’ Further, individuals with HCV can transmit this infection to others if they do not take
appropriate precautions, for example, by sharing drug paraphernalia. Consequently, as a
preventable disease, a primary focus has been on increasing screening and treatment rates. In
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2020, the United States Preventive Services Task Force (USPSTF) recommended a one-time
screen for all adults aged 18 to 79, irrespective of risk factors.® Both the Centers of Disease
Control and Prevention (CDC) and the American Association for the Study of Liver Diseases
(AASLD) have released similar recommendations.”!° These recommendations will undoubtedly
help progress towards HCV elimination; however, many challenges still exist, both on the
provider and patient side.

Once the diagnosis of HCV is made, a key barrier to treatment has been the need for specialty
care. Prior to the availability of direct-acting antiviral medications (DAAs), HCV was treated
with interferon-based therapies, which were often associated with long treatment duration and
poor tolerability.!! As a result, specialist care (commonly infectious disease, hepatology, or
gastroenterology) was often necessary to successfully manage and treat HCV. With the current
state of curative treatment for HCV, however, there is an opportunity to deliver treatment in the
primary care setting. Previous research studies have demonstrated that primary care physicians,
when properly trained, can achieve high rates of sustained virologic response.'>! In addition,
delivering HCV treatment in the primary care setting may be able to overcome some patient
barriers, for example inadequate access to specialty care, that prevented people with HCV from
achieving cure.!>!* One study comparing on-site testing and treatment of patients with HCV to
specialist care found that an on-site HCV program resulted in a significantly higher percentage of
patients linked to care and cured of their HCV.'*

The HCV treatment cascade measures patient progression from screening to cure: measuring the
number of individuals in a given population that initially test positive for HCV, how many of
those individuals are successfully linked-to-care, and of those, how many eventually progress to
cure.'® Many HCV elimination efforts have incorporated universal (i.e. non-risk factor based)
screening for HCV among all patients aged 18 to 69 years.'® There is evidence that universal
screening may be an effective approach in reducing HCV infections in the US: one study found
that one-time universal screening is more cost-effective than a risk-based screening approach and
is widely supported by patients.!”

A recent mixed-methods study that focused on HCV screening among primary care providers in
a large, integrated health system revealed ongoing education for providers, and widespread
patient barriers (e.g., financial cost of treatment, competing clinical priorities) as significant
barriers to implementation.'® In recognition of these findings, and to address gaps in the
literature, we sought to better understand barriers to universal HCV screening and treatment
among primary care providers in a federally qualified health center (FQHC) which presents
unique challenges and opportunities compared to private medical practices. FQHCs are
community-based health providers in the U.S. that receive federal funding to provide primary
care services.'? FQHCs are typically located in underserved areas and serve historically
marginalized patient populations, including uninsured patients, in culturally appropriate and
accessible settings.!>!3 We chose to focus on provider-level experiences and barriers to evaluate
the feasibility of shifting screening and treatment to the primary care setting. The goal of this
study was to evaluate the implementation of universal screening of HCV into the primary care
FQHC environment, measuring the impact this program had among primary care providers in
resource-limited, underserved medical practices.
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Methods

Overview of the Study and Intervention

To ascertain the readiness and willingness of providers to screen, treat, and manage patients with
HCV, we designed a qualitative study focused on primary healthcare providers at an urban
FQHC (Figure 1) between September 2018 and July 2019. Interviews were intended to obtain
contextual information on challenges and opportunities towards universal HCV screening. We
interviewed physicians and other advanced practice providers (e.g., physician assistants, nurse
practitioners) as these groups can have prescribing authority and manage treatment for HCV; for
simplicity, we refer to both groups as “prescribers.”

Figure 1. Study flow chart depicting the evaluation of a universal Hepatitis C screening program
at an urban community-based health provider.
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We chose to implement our universal screening program at Westside Family Healthcare (WFH),
an urban FQHC in Wilmington, Delaware, United States. In Delaware, there is an estimated
statewide HCV sero-prevalence rate of 13,600 individuals.'® Wilmington, the largest city in
Delaware, is home to more than 70,000 people: more than half of this population is Black or
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African American, and approximately 25% of this population lives in poverty.?* We focus on the
singular site, WFH, for several reasons. First, the catchment includes areas with historically
higher rates of HCV, ensuring we serve a community that is disproportionately burdened.
Second, the smaller size of the practice made our program feasible to implement. Third, its
proximity and connection to the largest healthcare provider in the region (i.e., ChristianaCare)
ensured patients would have access to the required resources should treatment and management
of complicated cases of HCV not be possible at the primary care site.

The educational intervention consisted of two one-day didactic sessions presented by a
multidisciplinary team of infectious disease physicians, clinical pharmacists, social workers, and
administrators. Topics included HCV pathophysiology, disease etiology, risk assessment and
prevention, targeted risk reduction counseling, diagnosis and treatment, post-treatment
monitoring, and referral guidelines. Additionally, several recently cured patients were invited to
share their experiences with the group. All prescribers and staff were invited to attend day one,
while prescribers attended both days. In addition to the didactic sessions, prescribers shadowed
infectious disease physicians to allow for “hands-on” experience in the first few months post-
intervention. A patient manager was hired to help patients navigate the treatment process and
support patients in scheduling appointments and obtaining curative therapies. This study was
deemed IRB exempt by ChristianaCare (Newark, DE).

Data Collection and Analysis

We enrolled providers to participate in semi-structured one-on-one interviews before and after
the intervention. These interviews were intended to explore the barriers, opportunities, and
experiences of the primary care providers in implementing universal screening at an FQHC. In
order to ensure the protection of interviewed prescribers’ identities, we do not present
demographic data on those interviewed. Interviews were conducted in-person in a private office
at WFH in Wilmington, Delaware by one academic epidemiologist and one physician researcher,
with doctoral-level degrees.

Participants were first asked to describe their baseline experiences with HCV screening and
treatment, including self-identified strengths or weaknesses in managing patients with HCV.
Participants were probed to describe the challenges they faced in progressing toward universal
screening and treatment of all patients with HCV. Participants were also asked to describe
support or additional information they would need to screen and manage HCV independently.
On average, each interview lasted 30 minutes and was audio recorded. Participants were asked
similar questions during their pre- and post-intervention interviews (see Appendix A). The time
frame from pre-intervention interview to post-intervention interview was approximately one
year.

Recordings were transcribed verbatim and managed using NVivo version 12 (QSR International,
Burlington, MA). Transcripts were coded and analyzed using thematic analysis methods as
follows: a priori, structured codes corresponding to the domains in the interview guides were
developed. Transcripts were then read to develop a framework of emergent codes reflecting
unanticipated themes from the interviews. The coding framework was then applied to the
qualitative texts. Discrepancies in coding were discussed with the project team until an
appropriate code was agreed upon. In subsequent readings of the text, we grouped codes into
themes. Codes were initially developed separately for each interview time point but unifying
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themes were identified across time points. In the final phase of analysis, summative examples of
each theme and representative quotes and findings were selected.

Results

Four prescribers completed the pre-intervention interviews and five completed the post-
intervention interviews. Table 1 summarizes the major themes from the qualitative interviews
that explored the prescribers’ thoughts and feelings on universal HCV screening. Themes
elucidated in the pre-intervention time period were linked to the post-intervention time period.

Table 1. Major themes from qualitative interviews from provider interviews pre-intervention and

ost intervention, including exemplary quotes

Theme Description

Exemplary Quotes,
Pre-Intervention

Exemplary Quotes,
Post-Intervention

Theme 1: Prescribers
describe hesitancy and
lack of comfort in

1 | screening patients for
HCYV, limiting measures
of self-assessed
preparedness

* ““...a weakness, I think, is
just not knowing the
medications...”

* “...how often do I do my
screenings? [...] Like, how
do I — how do I make sure

that I’'m doing the right

thing by [my patients]?”

* “So, still not completely
comfortable, because I
haven’t had that much
experience...”

* “I have good theoretical
knowledge.”

Theme 2: The availability
and effectiveness of
DAA:s in this setting
resulted in increased

2 | provider engagement,
positive attitudes, and
optimism in implementing
universal HCV screening
and treatment.

3

* “I’m really happy now, that
there are a lot of treatment
options...I’m really happy
to be [...] a part of this
pilot.”

3

* “It’s something we can
actually treat and
cure...that’s been

rewarding, in and of itself.”

Theme 3: Providers
perceived HCV to be
widespread, but after
implementing universal
HCV screening, providers
felt that patient volume
did not reflect these
beliefs.

<

* “...everybody should just
get screened.”

« “...if you’re sexually active

in this population, I would

screen you for just about

everything.”

<

* “I guess when it was
presented, we felt like it
was rampant, like [Hepatitis
C] was rampant...”

* “I’m not sure that we have
hit the goals that we had set,
where we thought we’d be
as far as the percentage of
patients that we’ve

screened...”

Theme 4: Providers felt
concerned with patient-
4 | level barriers and
expressed hesitancy in
implementing universal

* “I think just getting to the
appointment is a huge
barrier.”

* “[A]t some point, I think
that just the burden of their

* “A lot of [patients] have the
misconception that it's a
you know, more of a benign
process, can just hang on to
[Hepatitis C] for a while
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HCYV screening and
treatment in this setting.

healthcare becomes so great
that they're like, why am I
going to go see yet another
specialist and get, you
know, this taken care of?
[...] But we've had a couple
of those types of patients
where it's just there's too
much going on, and
[Hepatitis C] is not my top
priority.”

without a whole lot of
serious ramifications. So
that, you know, that
misnomer is something that
we've kind of been
stamping out. So that's a,
that's been at least a mini-
theme, so that's happened
more than once. I think the -
- those same kind of people
are also aware of some of
the difficulties of previous
treatment regimens,
duration and side effects
and all that kind of stuff. So
that kind of comes up in
some of the initial
conversations, t00.”

“We're trying to educate
patients that it doesn't
matter what your risk
factors are, we just screen
everyone.”

Theme 5: Administrative
and practice-level barriers
persisted, limiting the
provider-assessed
effectiveness of universal
screening for HCV in this
setting.

(3

‘So we’re a primary care
practice, so you bring a
patient in and we’re here to
deal with their primary care
issues, but then you have
Hepeatitis C or the opioid
dependence, or you know
the patient who is, you
know, depressed. So, in that
ten-minute visit, how do
you treat all of those
things? And that’s where
you get a lot of resistance
from primary care because
we would love to do it all
and fix it all but it’s like,
how can you do that in this
limited time?”

“[T]n my mind, when I'm
watching kind of those
folks do their thing and take
these histories, my primary
care brain is already saying
I don't have an hour with a
patient to ask all these
questions. So I'm like, how
can | condense what you're
doing in an hour down to
like, you know, five or ten
minutes of conversation
gets the salient pieces out of
it? So that is something that
we will, you know, we will
always need, because we
will never have that hour to
have that conversation.”
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Theme 1: Prescribers describe hesitancy and lack of comfort in screening
patients for HCV, limiting measures of self-assessed preparedness.

Pre-intervention Interviews

All four prescribers interviewed expressed hesitancy in their abilities and readiness in
independent screening and treatment of patients with HCV. Although prescribers had different
comfort levels with screening and referral of patients, all prescribers expressed a lack of
knowledge about the initial patient assessment needed for HCV (e.g., laboratory tests, DAA
treatment options). Some prescribers stated they would feel more confident and comfortable in
treating this population if these topics were included in the upcoming educational intervention.
Prescribers expressed a lack of knowledge about DA As, including contraindications, and
interactions. All prescribers expressed discomfort in communicating with patients who may
screen positive, given their lack of knowledge. For example, one provider said, “I need to know
how to safely manage those patients.” This lack of knowledge and comfort in prescribing limited
provider measures of self-assessed preparedness.

Post-intervention Interviews

Although four of the interviewed prescribers felt that the additional educational sessions
improved their comfort levels in assessing HCV in their patient populations, all five prescribers
also felt as though their limited direct experience with screening and treating patients resulted in
an ongoing lack of confidence. Many prescribers described the educational sessions as helpful in
increasing their comfort levels but felt that their limited experience resulted in hesitancy.
Although the educational intervention included shadowing of infectious disease physicians
treating patients with HCV, several prescribers expressed discomfort in treating these patients
independently. One provider stated that they would benefit from another educational session in
the future, describing a “lag between when you learn the information and when you’re actually
implementing it.”

Theme 2: The availability and effectiveness of DAAs in this setting resulted in
increased provider engagement, positive attitudes, and optimism in implementing
universal HCV screening and treatment.

Pre-intervention Interviews

Three of the four prescribers interviewed described optimistic and positive attitudes when
reflecting on current DAAs. All prescribers described “excitement” in learning more about HCV
during the educational intervention, with the hope of being able to treat and cure HCV in their
patients. For example, one prescriber felt DAAs were promising, stating:

“As a practitioner, as a clinician, it’s really awesome to see that
change, and really think about how HCV can be something in our
lifetime that we could [...] cure, and almost eradicate...”

Post-intervention Interviews

Three of the five prescribers described their attitude towards HCV treatment as positive,
resulting in widespread benefits from the intervention and pilot program. One prescriber said:
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“I think it’s definitely been a really good learning experience for
me personally and the rest of the staff here and hopefully [...] our
patients have benefitted from that.”

Prescribers described the experience as “rewarding,” because HCV is curable, stating, “you can’t
say in medicine that we can actually cure many things.” The curative ability of DAAs was a
large factor in engaging prescribers in universal screening and treatment. Provider reflections on
curative therapy for HCV also resulted in many prescribers feeling positively about universal
screening.

Theme 3: Prescribers perceived HCV to be widespread, but after implementing
universal HCV screening, prescribers felt that patient volume did not reflect these
beliefs.

Pre-intervention Interviews

When asked about their previous experiences in screening “high-risk” patients for HCV, all
prescribers interviewed discussed sexually transmitted infections (STIs). Several prescribers also
expressed a willingness to screen for HCV outside of STIs. As one provider stated:

“...alot of our patients are lower socioeconomic status, increased
risk [...] should be screened as well [...] everybody should just get
screened.”

One provider described their screening practices as “liberal,” explaining they would screen
irrespective of perceived risk status. Three of the four prescribers discussed the need for
increased screening and treatment in their patient populations, describing HCV as a highly
prevalent illness. These prescribers described the true prevalence of HCV [in their patient
population] as being largely unknown, which is likely why they felt that an intervention that
involved increased screening and treatment was necessary. None of the prescribers expressed
concern in adapting their practice to incorporate universal HCV screening. Indeed, many
prescribers felt that universal HCV screening was a logical next step in screening practices.

Post-intervention Interviews

Four of the five prescribers interviewed discussed a disconnect between their expectations of
HCYV prevalence and their subsequent experiences after instituting universal screening,
describing a lack of patient volume and fewer positive cases than anticipated. Despite this, many
prescribers felt that universal screening efforts were necessary and should be continued. For
example, one provider stated:

“I think that [increased patient volume] will come, I think it just
shows that you really need time to create this groundwork...I think
that treatment piece, once we actually get started and [see] more
patients [...] I think it [will] be great for us in the community...”

Several prescribers described sexual risk and HCV risk as linked, but also described universal
HCYV screening as necessary to identify new cases. It is important to note that although sexual
risk does play a small role in HCV transmission, shared drug-injection paraphernalia is the
primary mode of HCV transmission and has contributed substantially to HCV prevalence in the
United States.?! Prescribers also felt that HCV was still prevalent in the community, even though
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several prescribers described their patient volumes as not reflecting this belief. Many prescribers
also concluded that continued screening of all patients might readily identify new cases of HCV
and with time, may reflect the perceived high prevalence of HCV.

Theme 4: Prescribers felt concerned with patient-level barriers and expressed
frustration in implementing universal HCV screening and treatment in this setting.

Pre-intervention Interviews

Three of four prescribers discussed patient barriers as a major concern with implementing
universal HCV screening. Prescribers listed several perceived patient barriers, including reliance
on public transportation, changeable/unreliable patient contact information, unstable housing,
lower health literacy, lack of finances, and insurance concerns. For example, one provider
explained their frustration addressing patient barriers:

“We tried to call, their phone doesn't work anymore, they changed
addresses, and so it's more of a shell game of trying to figure out
where they are...”

For many of the prescribers, getting patients invested in curing their HCV felt like a barrier in
and of itself: prescribers frequently described asymptomatic patients that have lived with their
HCYV for long periods of time as being less willing to begin treatment. Many prescribers
expressed a concern that patients would not feel motivated to treat their HCV because of
patients’ competing priorities from a personal perspective (e.g., unstable housing, drug use) or
from a health perspective (e.g., comorbidities). Prescribers felt that conversations with patients
would be challenging because asymptomatic patients might feel that treating and curing their
HCYV could wait or was not a priority for them.

Post-intervention Interviews

Prescribers described a challenging patient population that contended with unstable housing,
little to no health insurance, and financial challenges that prevented them from seeking treatment
for health issues. For example, one provider described their patient population as having,
“enough issues with transportation and affordability and things like that.” Prescribers also felt
that encouraging patients to invest in HCV treatment was a persistent barrier. Prescribers felt that
many patients did not prioritize curing their HCV. One provider identified a “mini-theme,”
among their patients: some patients with asymptomatic HCV felt their infection was benign and
therefore, not necessary to be treated. All prescribers expressed the same concern. Some had an
easier time negotiating these conversations, as one provider described two different patient
groups they have encountered: patients who describe HCV treatment as “...not high on their
priority list, whether it's their medical issues, or whether it's the other social issues that they're
dealing with. And then those patients who have been like, oh, yeah, like I, I definitely want to get
treated.”

Prescribers observed that encouraging patient engagement in treatment was the most frequent
barrier to screening and treating patients for HCV. However, some prescribers felt this patient
hesitancy and poor patient investment in treatment came from a lack of patient information.
Several prescribers explained that increasing health literacy among patients may increase patient
HCYV screening and treatment. A few prescribers also described challenges in effective
communication with patients who speak English as a second language. As one provider stated:
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“You don't know what their background is, telling the patient
something that you're telling, you don't know that that message is
getting through.”

Several prescribers noted that patient education (i.e., various media and incorporating diverse
reading-levels) including native-speaker translations in commonly spoken languages (e.g.,
Spanish at this FQHC) may be effective in encouraging patients to seek HCV screening and
treatment.

Theme 5: Administrative and practice-level barriers persisted, limiting the
provider-assessed effectiveness of universal screening for HCV in this setting.

Pre-intervention Interviews

Prescribers discussed staff and nurse education as an anticipated practice-level barrier in
instituting universal HCV screening. One provider described the impact of educating the
supportive staff as, “huge,” and that education would “help change the culture here.” In addition,
many of the prescribers interviewed also discussed concerns with having enough time with
patients. One provider described resistance from primary care prescribers to institute universal
screening primarily due to concerns about time with patients and time for staff education. Prior
to the educational intervention, prescribers were concerned about educating all staff who interact
with patients. Many prescribers felt that because staff (e.g., administrative staff, medical
assistants) are sometimes the first individuals to interact with a patient in the office, they should
be included in the conversation surrounding HCV screening and treatment.

Post-intervention Interviews

After the educational intervention, many prescribers still felt that time was an issue. Some
prescribers felt that this could be improved with increased staff with focused tasks, including
additional nursing staff that are in contact with patients and are able to answer questions
regarding HCV. Prescribers also voiced concerns with managing the electronic health record
system, explaining that ordering testing and extracting patient data felt cumbersome. Several
prescribers also described a sense of being overwhelmed with tasks which one provider
described as “pilot fatigue.” As this provider explained:

“In an organization like ours, where we always have a million
things going on at once [...] people are just used to making
changes on such a regular basis.”

Lack of support from staff, prescribers, and the organization at a higher-level were frequently
discussed during interviews. Although overall, prescribers felt positively about HCV screening
and treatment, they also expressed concern that inclusion of universal HCV screening into
primary care practices could result in a sense of feeling overwhelmed or fatigued. Likely as a
result of this concern, prescribers suggested that increased investment in time, personnel, or
training at the organizational level may encourage sustained adoption of HCV screening and
treatment by primary care prescribers.
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Discussion

The results of this study suggest that while universal adult HCV screening in the primary care
setting is feasible, and that universal adult HCV screening is an important step toward HCV
eradication in the United States and elsewhere, barriers persist, especially in an FQHC
environment.?? Our results echo previous findings that primary care prescribers want to increase
HCV screening and treatment but feel hesitant because of their subject-specific knowledge
level. 2%

Themes that emerged during the qualitative interviews suggest that although primary care
prescribers feel positively about universal HCV screening and treatment, organizational and
patient investment are integral in ensuring an effective program. Notably, themes identified
during qualitative interviews were consistent across time points. There are several reasons for
this finding: firstly, this could be a result of the time between interviews. Perhaps, additional
time is necessary to observe actionable differences between pre- and post-intervention
interviews. Secondly, the intervention was designed to improve the knowledge of prescribers,
consisting of two one-day didactic sessions and a hands-on shadowing of practice. This
intervention did not address many of the barriers that prescribers mentioned in the interview
(e.g., increased nursing staff, patient buy-in). Therefore, themes were relatively consistent across
time points as prescribers reiterated additional opportunities identified through their practices,
which they believed would strengthen the program.

As previous research suggests, prescriber investment and support is the key to a program’s
success.?>® In our study, prescribers described “pilot fatigue,” in which resources are invested in
new programs as they initialize but emphasis fades over time. This issue, as well as additional
findings from our study, support the need for interventions that include training of and support
for staff and physicians, despite competing priorities and limitations on time, a commonly cited
barrier in implementation of programs in healthcare settings.?” Prescriber interviews included
recommendations to increase organizational investment and support in programs past their initial
implementation, increase staff numbers to ensure staff do not feel overwhelmed by program
expectations, and encourage ongoing education for prescribers and staff. To improve our
implementation of universal screening the study team conducted monthly meetings for 6 months
post-implementation. This pilot program also included onboarding a patient navigator to address
some of these time and task constraints, although prescribers still felt that more support was
necessary. Further, this pilot program also included increased patient signage in patient areas
(e.g., waiting rooms) in both English and Spanish, describing HCV infection and treatment.
Despite this, prescribers still felt that patients needed additional information and educational
items. The most effect strategy identified was educating the medical assistant staff, as they were
the first point of engagement with the patient to offer HCV screening. Following this pilot study,
WFH has since expanded universal screening to other FQHC sites in the State.

Data from this study suggest that universal HCV screening and treatment may be possible in the
primary care setting, however these programs need sustained organizational support and
resources. Although prescribers noted several anticipated and experienced barriers in universal
screening, for many, the experience of treating and curing HCV outweighed these limitations. A
coordinated effort from all levels of the healthcare paradigm is necessary to ensure successful
implementation of any clinical program.?8
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In contrast with previous efforts to introduce universal HCV screening in the primary care
setting, results from the present study benefited from widespread availability of DAAs for HCV
treatment. Similar studies conducted within the FQHC context found that while patients may be
successfully linked to care, the number of patients who begin treatment is low.? Insurance
payers have made it increasingly difficult for patients to get prior authorization or to afford HCV
treatment, resulting in low cure rates.>* As many prescribers described in their qualitative
interviews, increased investment in time, personnel, and training at the organizational level may
be critical in sustained and successful adoption of HCV screening and treatment programs.

Our study has important strengths and limitations. In focusing on an urban FQHC, we were also
able to target an underserved population and a resource-limited provider population. A limitation
of this research was the relatively small number of prescribers available for our qualitative
interviews: all eligible providers were interviewed. Also, our findings may only reflect
experiences in an urban community-based health center serving mostly marginalized groups, and
not necessarily generalize to all adult outpatient medical settings.

Public Health Implications

The results of this study demonstrate feasibility of expansion of universal HCV screening in
primary care settings, particularly amongst a resource-limited practice situated within an
underserved patient population. Our findings highlight the opportunities and challenges towards
universal screening for HCV in the primary care environment and may be useful for other
practices considering the implementation of a similar program. To ensure implementation of a
successful program, organizations must ensure continued, sustained support and education for
prescribers pre- and post-implementation.?*-%28
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Appendix A
HCV Qualitative Interview Guide: Pre-intervention.

1. Tell me about your experience, if any, with managing hepatitis C? This can include
experiences dating back to your medical training or graduate studies.

2. Describe your comfort level with taking care of patient with hepatitis C, including
any strengths or weaknesses.

3. What do you think you will need to learn to be able to manage hepatitis C for your
primary care patients?

Can prompt them to include any specific topics including:
* Screening and evaluating for HCV
» Staging and screening labs/imaging
» Who to treat
* When to refer

4. What are you hoping to learn and/or feel more comfortable with following the
HCV training that will be provided as part of this collaboration?

5. What are some ways in which your clinic can help support your ability to take care
of your primary care patients with hepatitis C?

6. Is there anything we did not touch on that you would like to share surrounding
hepatitis C?

HCV Qualitative Interview Guide: Post-intervention.

1. Tell me about your experience, if any, with managing hepatitis C this past year
[since we provided HCV education and started working together on the grant]

2. Describe your current comfort level with taking care of patient with hepatitis C,
including any strengths or weaknesses.

Can prompt and specifically inquire about changes in comfort level over the past year

3. Is there anything additional you feel is needed to be able to manage hepatitis C for
your primary care patients?

Can prompt them to include any specific topics including:

* More education, (Screening and evaluating for HCV, Staging and screening
labs/imaging, who to treat, A

» More personnel, resources, etc.
* Describe, be specific
If not getting much response, can also try this question:

What are some ways in which your clinic can further support your ability to screen
adults for HCV and take care of those patients infected with HCV?
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4. Did you attend the HCV education sessions that included formal training (2 'z days
of education) plus shadowing last year?
If NO, skip to Q6
If YES, continue

5. Thinking back to the provided HCV education (includes 2 %2 days of formal
training modules plus shadowing), do you have feedback or comments you would
like to share on the content or delivery of that education? We will be conducting
the same session at a second site in the near future.

Can prompt them if needed:
* Strengths
* Weaknesses
* Areas that needed more focus/less focus
* Areas that you found to be very beneficial and/or not beneficial

6. Is there anything we did not touch on that you would like to share surrounding
HCYV or your experience collaborating with us to expand access to HCV care?
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