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Presenter Introductions 

• Dr. J ennifer  Brody  is  an Internist,  HIV and Addiction Medicine Specialist,  
and the Director  of  HIV Services.  

• Maggie  Beiser is  a  nurse  practitioner, HIV  Specialist, and Director  of HCV  
Services.  

• Leah Shaw  serves  as the Data  Manager  on  both teams. 
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Learning Outcomes 

At  the conclusion of  this  activity: 

1. The learner will be able identify  challenges to  achieving micro-elimination of 
Hepatitis  C  (HCV) among people living  with HIV/AIDS  (PLWHA) and  who are 
experiencing homelessness. 

2.  The learner will be able to  determine both  individual and population-level 
strategies to promote successful integration of  HCV  treatment into a Ryan White 
program  

3.  The learner will be able to  select strategies  for leveraging existing  Ryan White 
Program infrastructure to work  towards HCV micro-elimination  in  their own  
programs  
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Agenda 

• Boston Healthcare for the Homeless Program Orientation  
• HIV and HCV Teams  
• Research 
• Quality Improvement 
• HCV  team programmatic strategies 
• Conclusion 
• Challenges  and lessons learned 
• Acknowledgements  
• Questions & Discussion 



6 

 Boston Healthcare for the Homeless Program 
(BHCHP) 

l "4l! "-~f/lf"Jl"ltwfUta"M _,$ !'I 

4"" ,T'Gu-d~s!o~nrt " t-ste-~r,;-.. 
~IIF',;,'"(1'1,~l\,fn; IO•~i lM'W"'"'(I 
'-..1;.,,.,t,-.o,,1,"~M•Kl,11u,h •• .. •n 
W(.#IM(rll~..-il.ulll w-t•i. t i.1,IIIIJ\ ..wi 
~>:hf • ~QcU t-. If et.u.O. 

.. ... ,_ -,..., .... ...... .. ..., ..... ..... 
e w ...... ,~ 

,I 

a 

,, ,. 

" .... 

A, SM:'"o!'-'' ·h-,;r••~--d<-1 ,.-;:t: .,, 
Wl' 'dtC!~th(_"'1, JffJ,V.,-"'....,.Yfll«:t 
11...,'!,,,.,~.u c-.-C! ,:,·•• ~ .. "''•·• 
•·o; o,,11t1, ...-•~ ntw•.-◄ 
tu..( l.h•-u,;,h u.,1 r.i .J! j:Mt •tnl .II~ Ctaltf'U 

0 " ' ~""'-,:., illt'Wl ! ... 1•'1"09'• 
1,, -,,., ... 1 .. ,! .. !l#tl,tt,l,M;,J\"6 1'1.u_,., 

,- .,..._, ,o 0t-,...-, xc••""' 
"'O!ffotU PC!():>!~ llt'CMlt ~ .o,,,4K,.(Ar,­
h ~('tf'-,. Qf!V 0-!(19'fl'!J' • "'4 oth ff 
.,ti!.!~ _, CfelCfl$ tl'ltOv.,f'twl ~~tt"' 
~ ""Ch,,C: f'!Qf'n• SIINU"°" ' 
S.L l1•••Me•.n• 

t t,w»f.!ilito.,01(...,.., 

t "' Olfl--l~ 
J !r'CIMO,..•"'t'l.li.1~,Mt1 
.. '::1;:h.aMr.$1,-Crt1• 

s =- u ... .,. ...... , "OC"•• 
4 :C..!,...--1>1••-•P•!OG•_,. 
? , ...... <"-'.'f'» 
• tN·..,, Ii - ...,:,! 
9 i:ru.•10,, "'-.,..~·• ~• 
to .:C,-:ur.c,.-d•f•-lt~-:-t, 
n ~,,_ .. 
u lrln,_ ..• 
1.) :'..,..ft'I !O -.fl'tliOr, 
w. t~ (Uts lllt.cc-
l'J •r•-i•_....,l."2Vr 
I& ~: :,.ISl>oJ.lllf 
T1 _,.., y_,.,. .. yn,w 
tt; <Y•(I,~ ..... ....-'"' . 
,-. ◄•I (If•~ .-., II l"I ;,oflf1" 

1:0 ""ftfflf'• IIN'lltll'ltfitl\(<t•1f" 
'Zl Y,o•Kh..--bc;,.,.• • • ~~ ! , ; 
ll "l,jJ.A•lliltllln.>1,..,. 

'Z "J -.. c • ,i- ~•,-o• -l«"">t1••• V-l••..,• 
t • ;1to~sr-...,-
" ~~ itr,t••I.I',..: ~,,·..,r-, z• 'l't'M'Sll ffltlff Wf.,.\C:noc 
2? ~vst,..,.:11-,,.y,..n•,.,<tr> :. :z• ..,u, ._..,,,i.-... 
i:• !lr-o-«.t "">:I~ 
,lO .ii,;en~ 

"' ~~~-;JZ S"'•"• '1Kf 
JJ ,_.,._;_JJoUi il,••• 
>• s .. v ... ;...,.u· 
"' J0,,\11 
Jf fC1t-r-1 _.... • ..., '" 
... 'S<lvi•~ lt!'tff Sft♦t•· 

J9 sa.r,-,.., .. ,. 
&O 1t W.""'1(1 -:c-· ¼ · h.l;~-4Wl"'r 
. , ~ ... w•r,1i10..,.10t \llo Of"'li9l41'1iOCr>tJ!'1'i 
.. , .,..r,,-..-.1tt-, 411 (.,1•0-•o.> ... ·, 
• J ~ " lrt Ontn 

4 J; #lla""Wfl0 t,'IC:lPJ 
'6 ,..,_.,..,_.J.l'6'C•~ 
4? "''""<'IJ Yu._,. Jr•t"' 

NH1 .. "'11 

••1_.,.._, W-icc• .... ""4..-c,,,O;:n 
• AJilll T,H,11 r4,n, a., ti't, 

• (tit«"t .. Tr•_,.,...rs,,~$.! 
., • ...,..1...,.. ;.~:,.\,.- ~- ­
• l"Oi;:..-. wi-,ti/'fV• •~ 

• '"°""" S11ilt~M~1~~°" 
• - ln.lr.d -..., C: t.rl f V• ffnl 
• ~~• S.t1t~• ...-,~~1...-1tr; 
•!l,~-·~•• !a.•- •.'4fl.. 
• J(>• ~l."'"f 1r-, flM'tll' • 



Incidence of HIV 
Infection, 
Boston 2015 

• Roxbury had the 
highest incidence 
rate at 39 cases 
diagnosed per 
100,000 compared 
to any other Boston 
neig hborhood in 
2015 

     

Geographical Context 

HIV  in Boston,  Boston Public Health Commission,  2015 

o._ 1 2 

HCVrates by 
neighborhood, 
Boston 2015 . 

• South End had the 
highest HCV rate 
rate at 307 cases 
per 100,000 

compared to any 
other Boston 
neighborhood 

Epidemiology of Hepatitis C, Boston Public Health Commission, 2015 
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Substance Use Disorders 

• 60%  of  BHCHP patients  have a  
diagnosed substance  use  
disorder (SUD) 

• Drug overdose is the most 
common cause of  death among  
BHCHP patients 

• 42% of PLWHA at  BHCHP  
identified injection drug  use  
(IDU) as  their  risk factor for HIV  
infection 

Bearnot et al., 2018; Bharel et al, 2013;  Baggett et al., 2015 
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History of HIV Team 

• “Red Team”  founded  in 1986 
• Ryan White-funded program  since 1992 

• Serves 250-300 homeless  PLWHA  
• Part A 
• Part C 
• Special Projects  of National Significance  (SPNS) 

• HIV/HCV 2012-2014  

• Primary care providers with  HIV  Specialist 
credentials  

• All primary  care providers  are licensed 
buprenorphine  prescribers  

• Over 85% of  patients  are virally suppressed  
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HCV Team Inception 

• Urgency  for solutions at  BHCHP 
• 23% prevalence  of HCV1 

• HCV  associated with increased health care  utilization and cost1 

• Excess mortality  from liver cause2 

• Survey  of BHCHP  patients’  needs  and preferences  around HCV3 

• 74% i ndicated interest and confidence in ability  to complete HCV  treatment 

• Opportunity  afforded  by new highly effective  treatment 

1 Bharel et al, 2013; 2 Baggett et al., 2015; 3 Beiser et al, 2017 



Interested in Hep C 

treatment? 

Coll MOLLY, Core Coordinator oh 

857-366-2338 

" ASR questions about treatment 
• Schedule on appointment 

BHCHP 
780 Albany St 
Bmton, MA 

- () H I · ow s you 
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HCV Team 

• Founded in 2014 
• Significant  growth over past  few  

years 
• Hybrid model of integrating  

short-term consult  services  into  
primary care  

• Comprised completely of  
internal BHCHP providers,  
nurses, and care coordinators  
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HCV Program Fundamentals 

• Low-barrier access  to care  

• No  period of abstention from  substances  required 

• Access  to testing  and  treatment  at outreach sites,  including shelters  and treatment  programs 

• High touch support driven by care coordinator  and RN 
• Flexible  adherence support  tailored to  patient needs 

• Collaboration with  other  health center teams 

• HIV team, Office Based  Addiction  Treatment  team,  Street  Team, etc. 

• Meticulous data tracking of  all patients  referred to  HCV  team 

• In-house insurance and pharmacy  processes  

• Focus on harm reduction and reinfection prevention 
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Research 

Retrospective chart  review of  
all individuals linked  to care  
with HCV  program from 
January 2014-March 2017 

Linked to HCV Tx 
Evaluation 

510 

Did not initiate Tx 
210 

Initiated Tx 
300 

SVR not achieved 
17 

Did not complete Tx 
15 

Lost to F/U 93 
Socially unstable 49 
Spontaneous clearance 23 
Outside care 23 
Death 12 
Medically unstable 10 SVR achieved 

Total 
255 

Completed Tx 
285 

Missing SVR Data 
14 

SVR Achieved 
254 

Reinfection 
7 

Tx Failure 
10 

Lost to F/U 11 
Incarcerated 2 
Stopped d/t SEs 2 
SVR achieved 1 

Beiser, M.  E., Smith, K.,  Ingemi,  M., Mulligan,  E.,  &  Baggett,  T. P. (2019).  Hepatitis C treatment outcomes  among  homeless -experienced individuals  at a community health 
centre in Boston.  International  Journal of  Drug Policy. doi:https://doi.org/10.1016/j.drugpo.2019.03.017 

https://doi:https://doi.org/10.1016/j.drugpo.2019.03.017
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Research: PLWHA cohort 

Linked to HCV Tx Evaluation 
95 

Did not initiate Tx 
34 

Initiated Tx 
61 

SVR achieved 
60 

Completed Tx 
60 

Did not complete Tx 
1 

Incarcerated 
1 

Lost to F/U 8 
Socially unstable 8 
Spontaneous clearance 3 
Outside care 5 
Death 6 
Medically unstable 4 Reinfection 

within one yr 
5 
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Research : Factors associated with cure 

• Among  treated individuals,  there was  no  significant difference in  sustained 
virologic response (SVR) by age, gender,  race,  ethnicity, incarceration  hx, location 
of  primary care, or  insurance status 

  Factors associated with SVR Odds Ratio Estimates (n=286) 

Point Estimate  95% Wald Confidence Limits 

HIV Infection 10.428 1.327 81.958 

Bipolar disorder 0.38 0.146 0.989 

Opioid use disorder, on tx 0.36 0.135 0.964 

Opioid use disorder, not on tx 0.176 0.054 0.573 

On tx insurance change 0.16 0.038 0.671 

• In  multivariate  analyses,  an HIV  diagnosis was the only  factor  associated  with 
achieving SVR  



16 

Data Sharing: Internal quality metrics 
Where are we on HCV micro-elimination? 

Prevalence of HCV among BHCHP Ryan White Cohort of 
PLWHA: Grant Years 2014-2019 

The prevalence of  HIV  
HCV  coinfection has  
decreased from 54% in 
2014 to 26%  in 2019. 

■ ■ ■ 
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Cascade of care for PLWHA Linked to HCV Team 

100% 

82.3% 73.9% 

65.4% 

9.2% 

0 

20 

40 

60 

80 

100 
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en
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 o
f c
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nt
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Total linked Started tx Completed tx Achieved SVR Reinfected 
(n=130) (n=107) (n=96) (n=85) (n=12) 

*”Total linked” excludes those who were referred to another clinic, spontaneously cleared, currently on treatment, became 
incarcerated, or who otherwise became inappropriate to treat. 
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Demographics of PLWHA linked to HCV 
treatment 2014-2020 (N=140*) 

• Race/ethnicity breakdown (n=130)  
• 41%  Latinx 
• 31% Non-Hispanic  Black/African American 
• 24% Non-Hispanic white 
• 4% Non-Hispanic of  other/unknown race 

• 80%  identify as  male (n=130) 

• Mean  age  is 55 years (n=130) 

• 87% of patients  identify  IDU as the main risk  
factor for HCV transmission  (n=140*) 

• 67%  have  a documented  mental health disorder 
and SUD (n=140*) 

Houaing Status 

5· 4""a2. 1'11, 
8 6% 

10:7~ 

25: 18% 
36. 20% 

ReCQrd Count 

HClffleiess Status 

■Houiong 1Mth No Support SeNICN 

Tranacional Hous,ng,IResidenUal T~ Progi'am 
■SUpporw• Houling 
■ Doub11111 Up 

Sblf1Jar 
■Aa..t.d Livng or Nlur•ing Harne or Rlnl H­

SireeC 
■OU1ar 

(n=140*) 

    

        *Some patients treated more than once. Each treatment event is counted, as characteristics may change over time. 
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Strategies for HCV micro-elimination: 
Cohort-level approaches 

• Prioritize micro-elimination across quality  plans  of  both teams 
• Incorporate  HCV  prevalence into  quarterly RW  quality reporting  
• Tracking  HIV  status HCV  team quality reporting  

• Leveraging well-established HIV  team approaches  to access 

• Abbreviating HCV  treatment structures  in recognition of  established HIV  
team relationships 

• Provide  background infrastructure support (prior  authorizations, pharmacy  
assistance) but transfer  patient-facing support to  HIV  team  staff 
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Strategies for HCV micro-elimination: 
Individual-level approaches 

• NAG (Nurse Adherence  Group) 
• Pillboxes,  frequent HIV  nurse visits 

• Medication  delivery  to patients a t  their  location of choice  
• Home, shelter, street 

• Tolerance  of less than  ideal circumstances 
• Stability is  relative 
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Strategies: NAG case study 
HIV dx in 1992, Sustained viral suppression, CD4 ~500s on Lopinavir/ritonavir, TDF/FTC 
HCV hx: Genotype 1, VL 3 million, F4 fibrosis (cirrhosis). Tx naïve. 
SUD Hx: alcohol, opioids, benzodiazepines- on buprenorphine, staying at residential treatment program 

! 
I I I 

! 
I I . 

 
 

  

 

 
  

   

 

 
  

  

Today: 
HCV Free! 
Regularly Tx initiated 

Weekly HCV NAG visits 

Weekly HIV NAG visits 

SVR achieved!!! with SOF/VEL x SVR achieved!!! rescreened 
Tx initiated 12 weeks 

Weekly HCV NAG visits 

with 
SOF/LDV x 
12 weeks Pt relapses, leaves 

program Evidence of 
reinfection 
Genotype 2 

| | | | | | | | |  | | | | | | | | | | | | | | | 

2015 2016 2017 2018 2019 2020 
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Challenges: 
Treatment readiness and structural barriers 

• The patients that are challenging to engage for  HIV  treatment tend  to also  
be hard to  reach for  HCV  treatment 

• Some exceptions- short course,  focused curative  goal  

• Structural-level  factors such as  incarceration,  homelessness, addiction,  
immigration and language status, stigma, and racism are  fundamental  
barriers that effect engagement in  care 
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Challenges 

• Reinfection 
• Evolving  drug supply  
• Access  to harm reduction  materials limited at  night and on  weekends  
• Despite access to low-threshold treatment for  opioid use  disorder,  ongoing  stigma  

and roadblocks to safer  consumption options  remain 

• New HIV cluster among people  who  inject  drugs  (PWIDs) 
• Since  October 2018:  90 new HIV cases  among homeless PWIDs  in  Boston  
• ~100% also have  HCV 

• COVID19 Pandemic 
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Conclusions 

• Prevalence  of HCV among PLWHA  at BHCHP has  decreased from 54%  
to 26%  from  2014 to 2019 

• Micro-elimination remains  our  goal 
• Reduced volume  of HCV  program  in COVID era is affording  more  focus  back  

on micro-elimination efforts  
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Lessons Learned 

• Not if,  but when 
• We must  shift  our  thinking on  HCV  for PLWHA:  After  years of not being able  to offer  good  options, 

we should  now  prioritize HCV treatment  as soon  as  possible  after entry to HIV  care 

• Work smarter, not  harder 
• Administrative  barriers are  grueling,  but  centralizing insurance authorization  expertise  expedites  

the process  

• Straight talk,  no  judgement 
• Comfort with  harm  reduction and  destigmatizing approaches to  working with  PWIDs is imperative 

• Teamwork  makes  the dream work!  
• Ryan White-funded programs  with enhanced structural  support offers  a key opportunity for 

delivering HCV care to  highly  vulnerable  populations 
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HEAL TH CARE for 
the HOMELESS PROGRAM 
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Questions & Discussion 
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How To Claim CE Credit 

If you would like to receive continuing education credit for this activity, please visit: 

ryanwhite.cds.pesgce.com 

https://ryanwhite.cds.pesgce.com
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