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Background. Periodic surveillance of the hepatitis C virus (HCV) care cascade is important for tracking progress toward HCV 
elimination goals, identifying gaps in care, and prioritizing resource allocation. In the pre-direct-acting antiviral (DAA) era, it was 
estimated that 50% of HCV-infected individuals were diagnosed and that 16% had been prescribed interferon-based therapy. Since 
then, few studies utilizing nationally representative data from the DAA era have been conducted in the United States.

Methods. We performed a cross-sectional study to describe the HCV care cascade in the United States using the Optum de- 
identified Clinformatics® Data Mart Database to identify a nationally representative sample of commercially insured 
beneficiaries between January 1, 2014 and December 31, 2019. We estimated the number of HCV-viremic individuals in Optum 
based on national HCV prevalence estimates and determined the proportion who had: (1) recorded diagnosis of HCV infection, 
(2) recorded HCV diagnosis and underwent HCV RNA testing, (3) DAA treatment dispensed, and (4) assessment for cure.

Results. Among 120,311 individuals estimated to have HCV viremia in Optum during the study period, 109,233 (90.8%; 95% 
CI, 90.6%–91.0%) had a recorded diagnosis of HCV infection, 75,549 (62.8%; 95% CI, 62.5%–63.1%) had a recorded diagnosis of 
HCV infection and underwent HCV RNA testing, 41,102 (34.2%; 95% CI, 33.9%–34.4%) were dispensed DAA treatment, and 
25,760 (21.4%; 95% CI, 21.2%–21.6%) were assessed for cure.

Conclusions. Gaps remain between the delivery of HCV-related care and national treatment goals among commercially insured 
adults. Efforts are needed to increase HCV treatment among people diagnosed with chronic HCV infection to achieve national 
elimination goals.
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Over 2 million people in the United States are chronically in
fected with hepatitis C virus (HCV) [1, 2]. If left untreated, 
chronic HCV infection can result in cirrhosis, hepatic decom
pensation, and hepatocellular carcinoma [3]. The availability of 
8- to 12-week, all-oral, direct-acting antiviral (DAA) regimens 
beginning in 2014 changed the paradigm of HCV treatment. 
DAAs are well-tolerated and highly curative therapies that 

can reduce HCV transmission, decrease the risk of 
HCV-associated morbidity and mortality, and eliminate HCV 
infection [4, 5]. Recognizing the unique opportunity to cure 
HCV, the World Health Assembly formulated a global action 
plan to eliminate HCV as a public health threat by 2030 with 
the goal of diagnosing 90% of persons with HCV and treating 
80% by 2030 [6]. In response to this global initiative, the 
United States created its own national action plans [7–9] and 
in January 2021, developed the Viral Hepatitis National 
Strategic Plan to provide a framework for HCV elimination 
in the United States by 2030 [10].

The HCV care cascade is a tool used to monitor the delivery 
of HCV-related care in various settings and is important for 
monitoring progress toward HCV elimination goals [11, 12]. 
Existing US national care cascade data are primarily from the 
pre-DAA era, during which it was estimated that of the 3.5 mil
lion people with chronic HCV infection in the United States, 
50% were diagnosed and 16% had been prescribed interferon 
(IFN)-based therapy [11, 12]. Since the introduction of DAA 
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therapy, the US Preventive Services Task Force (USPSTF) has 
updated their guidelines to recommend universal one-time 
HCV screening [13], access to the US Medicaid program has 
expanded [14], and availability of HCV treatment has increased 
nationally [15, 16]. Although HCV care cascades have been re
ported for various local and state-wide health systems in the 
United States and HCV-related care metrics have been evaluat
ed using administrative claims databases [15, 17–22], national
ly representative data during the DAA era have been limited. 
Moreover, data describing the HCV care cascade among people 
with HIV (PWH) in the United States have been limited to sin
gle center [23–25] and interval HIV cohort studies [26, 27]. 
Consequently, there is an immense need to describe the current 
HCV care cascade in the United States to identify existing gaps 
in HCV-related care, promote multi-stakeholder involvement 
and collaboration, and target the allocation of health resources.

In this study, we utilized the Optum de-identified 
Clinformatics® Data Mart Database to describe the HCV care 
cascade within a nationally representative sample of commer
cially insured US adults during the DAA era from 2014 to 
2019. We also describe the HCV care cascade among PWH 
during this period.

METHODS

Study Design and Data Source

We conducted a cross-sectional study using healthcare claims 
of adult beneficiaries in the Optum de-identified 
Clinformatics® Data Mart Database (OptumInsight, Eden 
Prairie, MN, USA) between January 1, 2014 and May 31, 
2020. Optum is a national administrative healthcare database 
that contains claims data for commercially insured beneficia
ries from a large US insurer that enrolls >15 million individuals 
annually. Optum contains claims data for individuals with both 
medical and prescription coverage and is ideal for evaluating 
the HCV care cascade because it: (1) serves as a comprehensive 
source of healthcare information for a large group of commer
cially insured individuals in the United States, (2) includes a 
population that is geographically diverse, and (3) includes 
claims for medical diagnoses (recorded using International 
Classification of Diseases, Ninth or Tenth Revision 
[ICD-9/-10] codes), procedures (recorded using Current 
Procedural Terminology [CPT] and Healthcare Common 
Procedure Coding System [HCPCS] codes), and dispensed 
drugs (identified by National Drug Codes [NDC]). This study 
was approved by the University of Pennsylvania institutional 
review board.

Study Patients

Optum health plan members were eligible for study inclusion if 
they were at least 18 years of age and had at least 12 months of 
continuous enrollment between January 1, 2014 and December 

31, 2019. Individuals with multiple periods of continuous en
rollment were included after meeting the qualifying continuous 
12-month minimum.

Main Study Outcomes

The primary outcomes were the proportion of individuals esti
mated to have HCV viremia in Optum who had: (1) recorded 
diagnosis of HCV infection (defined as the presence of ≥1 hos
pital or ≥2 outpatient ICD-9/-10 diagnoses of acute, chronic, or 
unspecified HCV [Supplementary Table 1] during the study pe
riod, which has been shown to have a >88% positive predictive 
value [PPV] for identifying HCV infection [28, 29]); (2) record
ed diagnosis of HCV infection and underwent HCV RNA test
ing (to identify patients potentially linked into HCV care) 
based on at least one HCV RNA CPT or HCPCS code (which 
has been shown to have PPVs ranging between 82–86% for 
confirmed chronic HCV infection in claims data [30]); (3) at 
least one dispensing for DAA treatment (determined by NDC 
codes); and (4) assessment for cure of HCV infection based 
on HCV RNA CPT or HCPCS codes recorded ≥12 weeks after 
the end of the DAA regimen’s days’ supply.

Study Data

We collected the following information for the analyses: date of 
birth, diagnoses of HCV infection and HIV infection (defined by 
≥1 hospital or ≥2 outpatient ICD-9/-10 diagnoses of HIV 
[Supplementary Table 1] [31]), HCV RNA CPT and HCPCS co
des (Supplementary Table 2), and pharmacy claims for DAA 
treatments determined via NDC codes (Supplementary 
Table 3), including dates dispensed and days supplied. NDC co
des were identified using Lexicon Plus (Cerner Corporation, 
Kansas City, KS, USA).

Statistical Analysis
Primary Analysis: Overall HCV Care Cascade
We estimated the proportion and 95% CI (Wald interval) for 
each step of the HCV care cascade within Optum as follows: 

Step 1: Since birth year is a major determinant of HCV preva
lence, to estimate the number of individuals with HCV vire
mia between January 1, 2014 and December 31, 2019, we 
first stratified eligible individuals into the following three 
birth cohorts: (1) born before 1945, (2) born between 1945 
and 1969, and (3) born after 1969 [32]. We then estimated 
the number with HCV viremia within each birth cohort 
by multiplying the number of eligible Optum beneficiaries 
in that birth cohort by the previously published HCV prev
alence estimate: 0.0021 (0.21%) for those born before 1945, 
0.0163 (1.63%) for those born between 1945 and 1969, and 
0.0051 (0.51%) for those born after 1969 [32]. These preva
lence estimates were generated using statistical modeling 
and multiple data sources, including the National Health 
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and Nutrition Examination Survey (NHANES), National 
Vital Statistics System data, and external literature to cap
ture high-risk populations (ie, individuals who inject drugs, 
are homeless, or are incarcerated) [32]. To accurately esti
mate the prevalence of HCV viremia in a commercially in
sured sample, we then additionally adjusted each birth 
cohort estimate of HCV viremia by a weight that represent
ed the reported prevalence of HCV viremia among persons 
with private insurance in NHANES 2015–2018 (prevalence 
= 0.59) divided by the prevalence of HCV viremia in the to
tal population in NHANES 2015–2018 (prevalence = 0.96) 
for a weight of 0.61 [33]. The sum of the estimates of prev
alence of HCV viremia in these birth cohorts served as the 
denominator for calculating the proportions in Steps 2–5.

Step 2: We calculated the proportion of patients with HCV vi
remia who had a recorded diagnosis of HCV infection be
tween January 1, 2014 and December 31, 2019.

Step 3: We calculated the proportion of patients with HCV vi
remia who had both a recorded diagnosis of HCV infection 
and underwent confirmatory HCV RNA testing between 
January 1, 2014 and December 31, 2019.

Step 4: We calculated the proportion of patients with HCV vi
remia who were dispensed at least one fill for a DAA be
tween January 1, 2014 and May 31, 2020. We evaluated 
for DAA fills through May 31, 2020 to minimize the likeli
hood of missing dispensed DAA treatments among individ
uals who may have been diagnosed with HCV toward the 
end of our study period. If individuals were dispensed 
more than one treatment course, only the first course was 
analyzed.

Step 5: We calculated the proportion of patients with HCV vi
remia who were assessed for sustained virologic response 
≥12 weeks after completing DAA therapy (SVR12) between 
January 1, 2014 and May 31, 2020. We also determined the 
proportion of individuals who were tested for cure ≥4 weeks 
after the end of the last DAA prescription’s days’ supply to 
minimize the likelihood of missing individuals tested for 
cure within 12 weeks of completing DAA therapy.

Secondary Analysis: HCV Care Cascade Among PWH
We described the HCV treatment cascade among PWH. We esti
mated the number of PWH who had HCV coinfection by multi
plying the number of persons diagnosed with HIV by 0.15 (15%), 
which represented the approximate prevalence of HCV infection 
among PWH during the study period [34, 35]. To accurately esti
mate the prevalence of HCV viremia in a sample of commercially 
insured PWH, we additionally adjusted the estimate of HCV vire
mia among PWH by a weight that represented the prevalence of 
HCV among persons with private insurance in NHANES 2015– 
2018 (prevalence = 0.59) divided by the prevalence of HCV vire
mia in the total population in NHANES 2015–2018 (prevalence = 
0.96) for a weight of 0.61 [33]. This estimate of the number of 

PWH who had HCV coinfection served as the denominator for 
calculating the proportions in steps 2 through 5 above.

RESULTS

Study Population

Between January 1, 2014 and December 31, 2019, there were 
41,764,118 individuals with any healthcare coverage during 
the study period, of whom 21,838,227 met inclusion criteria 
(Figure 1). The study population had a median length of con
tinuous enrollment of 2.7 (interquartile range [IQR]: 1.7–4.2) 
years. The median age of the sample was 48 (IQR: 32–65) years; 
51.5% were female, and 15% percent were born before 1945, 
38.5% were born between 1945–1969, and 46.5% were born af
ter 1969. Of the 21,838,227 beneficiaries who met inclusion cri
teria, 120,311 (0.55%) were estimated to have HCV viremia 
based on national HCV prevalence estimates by birth cohort 
and insurance status. The adult beneficiaries excluded for hav
ing <1 year of continuous coverage had a median length of con
tinuous enrollment of 190 (IQR: 91–305) days; median age 
of 40 (IQR: 26–55) years; 50.0% were female; and 5.8% were 
born before 1945, 32.3% were born between 1945–1969, and 
46.5% were born after 1969.

Overall HCV Care Cascade

Among the 120,311 adult beneficiaries estimated to have HCV 
viremia, 109,233 (90.8%; 95% CI, 90.6%–91.0%) had a recorded 
diagnosis of HCV infection, 75,549 (62.8%; 95% CI, 62.5%– 
63.1%) had both a recorded diagnosis of HCV infection and 
underwent HCV RNA testing, 41,102 (34.2%; 95% CI, 
33.9%–34.4%) had DAA treatment dispensed, and 25,760 

Figure 1. Selection of eligible health plan members within the Optum de- 
identified Clinformatics® Data Mart Database between January 1, 2014 and De
cember 31, 2019.
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(21.4%; 95% CI, 21.2%–21.6%) were tested for SVR ≥12 weeks 
after completion of their DAA treatment regimen (Figure 2).

Of the 41,102 individuals dispensed DAA therapy, 62.7% 
(25,760) were tested for SVR ≥12 weeks after completion of 
their HCV treatment regimen, and an additional 2,747 individ
uals had HCV RNA testing 4–12 weeks after the end of therapy. 
Among the 41,102 individuals dispensed DAA therapy between 
January 1, 2014 and May 31, 2020, 54.8% were dispensed sofos
buvir/ledipasvir, 15.6% were dispensed sofosbuvir/velpatasvir, 
12.2% were dispensed glecaprevir/pibrentasvir, 9.1% were dis
pensed sofosbuvir, and 8.3% were dispensed other DAAs; 
94.6% were dispensed at least 8 weeks of DAA therapy.

HCV Care Cascade Among PWH

Between January 1, 2014 and December 31, 2019, there were 
53,946 PWH identified in Optum, of whom 4,973 (9.2%) 
were estimated to have HCV coinfection. Among these per
sons, 3,915 (78.7%; 95% CI, 77.6%–79.9%) had a recorded diag
nosis of HCV infection, 2,798 (56.3%; 95% CI, 54.9%–57.6%) 
had both a recorded diagnosis of HCV infection and 
underwent HCV RNA testing, 1,357 (27.3%; 95% CI, 26.0%– 
28.5%) were dispensed DAA therapy, and 1,001 (20.1%; 95% 
CI, 19.0%–21.2%) were tested for SVR12 (Figure 3).

DISCUSSION

In this study, we identified gaps between the current delivery of 
HCV-related care and national treatment goals among a com
mercially insured US population, with the largest drop-off ob
served in the treatment of HCV-infected individuals. We also 
identified similar gaps in the current delivery of HCV-related 
care among PWH and found that the proportions diagnosed 
and dispensed DAA treatment are suboptimal for achieving 

HCV elimination goals among HIV/HCV-coinfected individu
als. Our study highlights multiple opportunities for improving 
HCV-related care, particularly with regards to treatment of 
HCV, which is critical for HCV elimination.

In this sample of commercially insured individuals, we found 
that the largest gap in HCV-related care was in the initiation of 
HCV treatment. Despite the availability of highly efficacious 
and safe DAA regimens, only 34% of adult beneficiaries esti
mated to have HCV viremia were dispensed DAA therapy. 
This estimate is similar to the 35% prevalence of DAA treat
ment initiation recently reported in a separate sample of recip
ients of private insurance in HealthVerity, a nationwide 
administrative claims database [36]. Our estimates are also sim
ilar to several other studies that utilized administrative claims to 
describe HCV care delivery during the DAA era, with any dif
ferences likely due to differences in study design [15, 21, 30]. 
While our findings reflect an improvement in HCV treatment 
since the pre-DAA era, they also highlight the critical need to 
expand treatment access among HCV-infected individuals to 
meet national HCV elimination goals. Treatment expansion 
will require eliminating insurer-related barriers to DAA thera
py, integrating HCV treatment into primary care settings, and 
continuing to identify HCV-infected individuals and linking 
them into care. Lastly, a key target for HCV elimination in 
the United States will be expansion of DAA access and treat
ment of high-risk populations, such as persons who inject 
drugs, are incarcerated, or are homeless.

We also found that a proportion of health plan members 
with HCV remained undiagnosed from 2014 to 2019. In our 
study, 91% of individuals estimated to have HCV viremia 
had a recorded diagnosis of HCV infection and 63% had 
both a recorded HCV diagnosis and confirmatory HCV RNA 
testing. This is an improvement from the pre-DAA era, when 

Figure 2. Hepatitis C care cascade within the Optum de-identified Clinformatics® Data Mart Database between January 1, 2014 and December 31, 2019. The proportion 
dispensed direct-acting antiviral therapy and assessed for sustained virologic response was determined through May 31, 2020. Bars indicate 95% CI. Abbreviations: DAA, 
direct-acting antiviral; HCV, hepatitis C virus; SVR12, sustained virologic response ≥12 weeks after completing therapy.
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50% of persons with HCV infection were diagnosed and only 
27% completed confirmatory HCV RNA testing [11]. Our find
ings are consistent with reported increases in HCV diagnosis 
seen in previous studies [15, 37, 38].

We chose to identify health plan members with a recorded 
HCV diagnosis based on ICD-9/10 diagnosis codes given the 
possibility that HCV-infected individuals may have completed 
HCV RNA testing out-of-network or before our study period. 
To classify HCV diagnosis, we used a previously validated algo
rithm that has been shown to have >80% PPV for a confirmed 
HCV diagnosis [28, 30, 39]. We also identified those with a re
corded HCV diagnosis who underwent confirmatory HCV 
RNA testing to serve as a proxy for linkage to care. While we 
were unable to determine the proportion who were truly vire
mic given the absence of available laboratory data, we suspect 
that a high proportion are viremic in the presence of at least 
2 outpatient HCV diagnosis codes. Our findings are likely re
flective of improved HCV screening initiatives, including birth 
cohort HCV screening recommendations and use of electronic 
medical record alerts for HCV testing. However, continued at
tention to HCV diagnosis and linkage into care will be neces
sary to achieve HCV elimination. To this end, in 2020, the 
USPSTF and US Centers for Disease Control and Prevention 
recommended one-time HCV screening in all adults [13], but 
other initiatives such as state-mandated screening and opt-out 
screening in acute care settings could further improve HCV di
agnosis nationally [40, 41].

Because HIV/HCV coinfection represents a high-risk sub
group, we conducted a separate analysis to evaluate the HCV 
care cascade among PWH in Optum. Despite the increased 
risk of liver complications among persons with HIV [42], we 
found that HIV/HCV-coinfected individuals had lower pro
portions of HCV diagnosis, HCV RNA testing, and 

HCV treatment than those without HIV. Notably, only 27% 
of beneficiaries with HIV and HCV coinfection were dispensed 
DAA treatment through May 2020. It is challenging to make di
rect comparisons with other studies, as prior analyses were lim
ited to single center [23–25] and interval cohort studies [26, 
27]. Possible explanations for the low prevalence of HCV treat
ment initiation might include lower engagement in medical 
care among PWH, variable access to subspecialty care, and con
cern for DAA–antiretroviral drug interactions. However, it is 
possible that we might have inaccurately estimated the preva
lence of HCV coinfection, as its prevalence in commercially in
sured PWH is unknown; however, we did adjust our estimates 
for the prevalence of HCV viremia among persons with private 
insurance [33]. Furthermore, we might have incompletely cap
tured HCV treatment if DAAs were obtained outside of their 
commercial health plan, such as through AIDS Drug 
Assistance Programs. Our findings underscore the need for fur
ther analyses to evaluate the HCV care cascade among PWH, 
including accurately determining the prevalence of HIV/ 
HCV coinfection nationally and by insurance type.

Our study has several potential limitations. First, we may 
have inaccurately estimated the prevalence of HCV infection 
in our sample. We utilized national birth cohort HCV preva
lence estimates to estimate the prevalence of HCV infection 
by birth cohort [32]. Moreover, as high-risk populations with 
HCV viremia may not be well represented in our commercially 
insured sample, we additionally adjusted the birth cohort esti
mates of HCV viremia by a weight accounting for the reported 
prevalence of HCV viremia among persons with private insur
ance during the DAA era (NHANES 2015–2018) [33]. 
However, if beneficiaries changed insurers or had dual coverage 
with Medicare, their HCV-related care might not have been 
captured in Optum.

Figure 3. Hepatitis C care cascade for people with HIV coinfection within the Optum de-identified Clinformatics® Data Mart Database between January 1, 2014 and 
December 31, 2019. The proportion dispensed direct-acting antiviral therapy and assessed for sustained virologic response was determined through May 31, 2020. Bars 
indicate 95% CI. Abbreviations: DAA, direct-acting antiviral; HCV, hepatitis C virus; SVR12, sustained virologic response ≥12 weeks after completing therapy.
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Second, the use of claims may have resulted in misclassifica
tion of HCV or HIV infection. Additionally, the lack of suffi
cient laboratory testing to confirm HCV viremia among 
those tested may have resulted in misclassification bias. 
While historically around 70% of HCV-seropositive individu
als are viremic, we suspect that individuals who have at least 
2 outpatient HCV diagnosis codes have a higher likelihood of 
being viremic.

Third, the low prevalence of HIV infection in our study pop
ulation makes the HCV care cascade more reliant on knowing 
the true prevalence of HCV coinfection among PWH. 
Additional studies are needed to describe the HCV care cascade 
among PWH in various settings.

Fourth, our results are not generalizable to other populations 
heavily affected by HCV infection, such as individuals who in
ject drugs, are incarcerated, are homeless, or are enrolled in 
state Medicaid programs. To the extent that other large systems 
such as correctional systems or state Medicaid programs are 
able to create similar care continua, a more complete picture 
of HCV treatment in the United States could be derived.

Finally, we did not evaluate changes in the care cascade over 
time given that our study period was 6 years in duration; how
ever, this period represented the initial 6 years of the DAA era.

In conclusion, our findings identified persistent gaps be
tween the current delivery of HCV-related care and national 
treatment goals. Our study suggests that ongoing efforts are 
needed to improve HCV-related care and achieve HCV elimi
nation in the United States. Periodic evaluation of the HCV 
care cascade is critical to monitoring national progress toward 
HCV elimination. Future studies should evaluate the delivery 
of HCV-related care among patients with Medicaid and within 
other high-risk populations, as well as monitor the delivery of 
HCV-related care over time.

Supplementary Data
Supplementary materials are available at Open Forum Infectious Diseases 

online. Consisting of data provided by the authors to benefit the reader, the 
posted materials are not copyedited and are the sole responsibility of the 
authors, so questions or comments should be addressed to the correspond
ing author.

Acknowledgments
Financial support. Funding was not received for the writing of this 

manuscript.
Potential conflicts of interest. C.L. receives research grant support from 

the FDA, Pfizer, and Sanofi, and his spouse is an employee of Merck (nei
ther he nor his spouse holds stock in the company). D.L.W. receives re
search grant support from Gilead. J.K. receives research grant support 
from Gilead and AbbVie. S.R. receives research grant support from 
Gilead. All other authors report no potential conflicts. All authors have sub
mitted the ICMJE Form for Disclosure of Potential Conflicts of Interest. 
Conflicts that the editors consider relevant to the content of the manuscript 
have been disclosed.

Patient consent. This study did not include factors necessitating patient 
consent.

References
1. Rosenberg ES, Rosenthal EM, Hall EW, et al. Prevalence of hepatitis C virus in

fection in US states and the District of Columbia, 2013 to 2016. JAMA Netw 
Open 2018; 1:e186371.

2. Hofmeister MG, Rosenthal EM, Barker LK, et al. Estimating prevalence of hepa
titis C virus infection in the United States, 2013–2016. Hepatology 2019; 69: 
1020–31.

3. Westbrook RH, Dusheiko G. Natural history of hepatitis C. J Hepatol 2014; 61(1 
Suppl):S58–68.

4. Backus LI, Boothroyd DB, Phillips BR, et al. A sustained virologic response reduc
es risk of all-cause mortality in patients with hepatitis C. Clin Gastroenterol 
Hepatol 2011; 9:509–16.e1.

5. Carrat F, Fontaine H, Dorival C, et al. Clinical outcomes in patients with chronic 
hepatitis C after direct-acting antiviral treatment: a prospective cohort study. 
Lancet Lond Engl 2019; 393:1453–64.

6. World Health Organization. Global health sector strategy on viral hepatitis 2016– 
2021. Towards ending viral hepatitis. Report No.: WHO/HIV/2016.06. Available 
at: https://apps.who.int/iris/handle/10665/246177. Accessed October 23, 2021.

7. National Academies of Sciences, Engineering, and Medicine. BuckleyGJStromBL, 
eds. National Strategy for the Elimination of Hepatitis B and C: Phase Two 
Report. The National Academies Press; 2017. Available at:: https://www.nap. 
edu/catalog/24731/a-national-strategy-for-the-elimination-ofhepatitis- b-and- 
c. Accessed October 23, 2021.

8. US Department of Health and Human Services. Combating the silent epidemic of 
viral hepatitis: action plan for the prevention, care & treatment of viral hepatitis. 
2011. Available at: https://www.hhs.gov/sites/default/files/action-plan-viral- 
hepatitis-2011.pdf. Accessed October 25, 2021.

9. US Department of Health and Human Services. National viral hepatitis action 
plan, 2017–2020. 2017. Available at: https://www.hhs.gov/sites/default/files/ 
Viral-Hepatitis-National-Strategic-Plan-2021-2025.pdf. Accessed October 25, 
2021.

10. U.S. Department of Health and Human Services. Viral hepatitis national strategic 
plan for the United States: a roadmap to elimination (2021–2025). 2021. Available 
at: https://www.hhs.gov/sites/default/files/Viral-Hepatitis-National-Strategic- 
Plan-2021-2025.pdf. Accessed October 25, 2021.

11. Yehia BR, Schranz AJ, Umscheid CA, et al. The treatment cascade for chronic 
hepatitis C virus infection in the United States: a systematic review and meta- 
analysis. PLoS One 2014; 9:e101554.

12. Safreed-Harmon K, Blach S, Aleman S, et al. The consensus hepatitis C cascade of 
care: standardized reporting to monitor progress toward elimination. Clin Infect 
Dis 2019; 69:2218–27.

13. Owens DK, Davidson KW, Krist AH, et al. Screening for hepatitis C virus infec
tion in adolescents and adults: US Preventive Services Task Force recommenda
tion statement. JAMA 2020; 323:970–5.

14. Miller S, Wherry LR. Health and access to care during the first 2 years of the ACA 
Medicaid expansions. N Engl J Med 2017; 376:947–56.

15. Tran JN, Wong RJ, Lee JS, et al. Hepatitis C screening rates and care cascade in a 
large US insured population, 2010–2016: gaps to elimination. Popul Health 
Manag 2021; 24:198–206.

16. Gowda C, Lott S, Grigorian M, et al. Absolute insurer denial of direct-acting an
tiviral therapy for hepatitis C: a national specialty pharmacy cohort study. Open 
Forum Infect Dis 2018; 5(6):ofy076.

17. Maier MM, Ross DB, Chartier M, et al. Cascade of care for hepatitis C virus in
fection within the US Veterans Health Administration. Am J Public Health 
2016; 106:353–8.

18. Mcmahon BJ, Townshend-Bulson L, Homan C, et al. Cascade of care for Alaska 
native people with chronic hepatitis C virus infection: statewide program with 
high linkage to care. Clin Infect Dis 2020; 70:2005–7.

19. Moore MS, Bocour A, Laraque F, et al. A surveillance-based hepatitis C care cas
cade, New York City, 2017. Public Health Rep 2018; 133:497–501.

20. Chan J, Kaba F, Schwartz J, et al. The hepatitis C virus care cascade in the 
New York City jail system during the direct acting antiviral treatment era, 
2014-2017. EClinicalMedicine 2020; 27:100567.

21. Harris AM, Khan MA, Osinubi A, et al. Hepatitis C treatment among commer
cially or Medicaid-insured individuals, 2014–2018. Am J Prev Med 2021; 61: 
716–23.

22. Epstein RL, Wang J, White LF, et al. Medicaid hepatitis C virus treatment policies: 
impact on testing and treatment in the commercially insured. Am J Prev Med 
2022; 63:e87–98.

23. Adekunle RO, DeSilva K, Cartwright EJ. Hepatitis C care continuum in a human 
immunodeficiency virus (HIV) positive cohort: data from the HIV Atlanta 
Veterans Affairs cohort study. Open Forum Infect Dis 2020; 7(4):ofaa085.

6 • OFID • Ferrante et al

http://academic.oup.com/ofid/article-lookup/doi/10.1093/ofid/ofac445#supplementary-data
https://apps.who.int/iris/handle/10665/246177
https://www.nap.edu/catalog/24731/a-national-strategy-for-the-elimination-ofhepatitis- b-and-c
https://www.nap.edu/catalog/24731/a-national-strategy-for-the-elimination-ofhepatitis- b-and-c
https://www.nap.edu/catalog/24731/a-national-strategy-for-the-elimination-ofhepatitis- b-and-c
https://www.hhs.gov/sites/default/files/action-plan-viral-hepatitis-2011.pdf
https://www.hhs.gov/sites/default/files/action-plan-viral-hepatitis-2011.pdf
https://www.hhs.gov/sites/default/files/Viral-Hepatitis-National-Strategic-Plan-2021-2025.pdf
https://www.hhs.gov/sites/default/files/Viral-Hepatitis-National-Strategic-Plan-2021-2025.pdf
https://www.hhs.gov/sites/default/files/Viral-Hepatitis-National-Strategic-Plan-2021-2025.pdf
https://www.hhs.gov/sites/default/files/Viral-Hepatitis-National-Strategic-Plan-2021-2025.pdf


24. Collins LF, Chan A, Zheng J, et al. Direct-acting antivirals improve access to care 
and cure for patients with HIV and chronic HCV infection. Open Forum Infect 
Dis 2018; 5(1):ofx264.

25. Roberson JL, Lagasca AM, Kan VL. Comparison of the hepatitis C continua of 
care between hepatitis C virus/HIV coinfected and hepatitis C virus mono- 
infected patients in two treatment eras during 2008–2015. AIDS Res Hum 
Retroviruses 2018; 34:148–55.

26. Simoncini GM, Hou Q, Carlson K, et al. Disparities in treatment with 
direct-acting hepatitis C virus antivirals persist among adults coinfected with 
HIV and hepatitis C virus in US clinics, 2010–2018. AIDS Patient Care STDs 
2021; 35:392–400.

27. Haley DF, Edmonds A, Ramirez C, et al. Direct-acting antiviral hepatitis C treat
ment cascade and barriers to treatment initiation among US men and women 
with and without HIV. J Infect Dis 2021; 223:2136–44.

28. Niu B, Forde KA, Goldberg DS. Coding algorithms for identifying patients with 
cirrhosis and hepatitis B or C virus using administrative data. Pharmacoepidemiol 
Drug Saf 2015; 24:107–11.

29. Kramer JR, Davila JA, Miller ED, et al. The validity of viral hepatitis and chronic 
liver disease diagnoses in Veterans Affairs administrative databases. Aliment 
Pharmacol Ther 2008; 27:274–82.

30. Isenhour C, Hariri S, Vellozzi C. Monitoring the hepatitis C care cascade using 
administrative claims data. Am J Manag Care 2018; 24:232–8.

31. Antoniou T, Zagorski B, Loutfy MR, et al. Validation of case-finding algorithms 
derived from administrative data for identifying adults living with human immu
nodeficiency virus infection. PLoS One 2011; 6:e21748.

32. Bradley H, Hall EW, Rosenthal EM, et al. Hepatitis C virus prevalence in 50 U.S. 
states and D.C. by sex, birth cohort, and race: 2013–2016. Hepatol Commun 2020; 
4:355–70.

33. Kim D, Cholankeril G, Dennis BB, et al. Trends in the prevalence of hepatitis C 
virus infection based on the insurance status in the United States from 2013 to 
2018. Liver Int 2022; 42:340–9.

34. US Centers for Disease Control and Prevention. People coinfected with HIV and 
viral hepatitis. 2021. Available at: https://www.cdc.gov/hepatitis/populations/hiv. 
htm. Accessed November 12, 2021.

35. Platt L, Easterbrook P, Gower E, et al. Prevalence and burden of HCV co-infection 
in people living with HIV: a global systematic review and meta-analysis. Lancet 
Infect Dis 2016; 16:797–808.

36. Thompson WW, Symum H, Sandul A, et al. Vital signs: hepatitis C treatment 
among insured adults—United States, 2019–2020. MMWR Morb Mortal Wkly 
Rep 2022; 71:1011–7.

37. Patel EU, Mehta SH, Boon D, et al. Limited coverage of hepatitis C virus testing in 
the United States, 2013–2017. Clin Infect Dis Off Publ Infect Dis Soc Am 2019; 68: 
1402–5.

38. Barocas JA, Wang J, White LF, et al. Hepatitis C testing increased among baby 
boomers following the 2012 change to CDC testing recommendations. Health 
Aff Proj Hope 2017; 36:2142–50.

39. Abara WE, Moorman AC, Zhong Y, et al. The predictive value of international 
classification of disease codes for chronic hepatitis C virus infection surveillance: 
the utility and limitations of electronic health records. Popul Health Manag 2018; 
21:110–5.

40. Flanigan CA, Leung SYJ, Rowe KA, et al. Evaluation of the impact of mandating 
health care providers to offer hepatitis C virus screening to all persons born dur
ing 1945–1965—New York, 2014. MMWR Morb Mortal Wkly Rep 2017; 66: 
1023–6.

41. Galbraith JW, Franco RA, Donnelly JP, et al. Unrecognized chronic hepatitis C 
virus infection among baby boomers in the emergency department. Hepatology 
2015; 61:776–82.

42. Lo Re V, Kallan MJ, Tate JP, et al. Hepatic decompensation in antiretroviral- 
treated patients co-infected with HIV and hepatitis C virus compared with hep
atitis C virus-monoinfected patients: a cohort study. Ann Intern Med 2014; 
160:369–79.

Hepatitis C Care Cascade in the DAA Era • OFID • 7

https://www.cdc.gov/hepatitis/populations/hiv.htm
https://www.cdc.gov/hepatitis/populations/hiv.htm

	The Hepatitis C Care Cascade During the Direct-Acting Antiviral Era in a United States Commercially Insured Population
	METHODS
	Study Design and Data Source
	Study Patients
	Main Study Outcomes
	Study Data
	Statistical Analysis
	Primary Analysis: Overall HCV Care Cascade
	Secondary Analysis: HCV Care Cascade Among PWH


	RESULTS
	Study Population
	Overall HCV Care Cascade
	HCV Care Cascade Among PWH

	DISCUSSION
	Supplementary Data
	Acknowledgments
	References




