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Learning Objectives
Review data supporting community-based HCV screening, 
and strategies for integration with publicly funded programs.

Review NC statewide model of HCV provider education and 
training among community-based clinics.

Discuss integral role of HCV bridge counseling or patient 
navigation in assisting underserved population with chronic 
HCV infections. 



Source: CDC, National Notifiable Diseases Surveillance System (NNDSS)
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Annual Deaths Associated with 
Hepatitis C Infection 



Hepatitis C Care Continuum 

Yehia BR, Schranz AJ, Umscheid CA, Lo Re V III (2014) The Treatment Cascade for Chronic Hepatitis C Virus Infection in 
the United States: A Systematic Review and Meta-Analysis. PLoS ONE 9(7): e101554. doi:10.1371/journal.pone.0101554



Figure 1 
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Hepatitis C 
Testing:  
Strategies 
in the 
Community 



Question #1
The Centers for Disease Control and Prevention 
recommends routine hepatitis C testing among 
which of the following groups?

1. Incarcerated persons

2. Men who have sex with men

3. Pregnant women

4. None of the above



CDC HCV Testing Recommendations
Adults born from 1945 through 1965 should be tested once

HCV testing is recommended for those who: 

◦ Currently injecting drugs

◦ Ever injected drugs, including those who injected once or a few times many 
years ago

◦ Have certain medical conditions, including persons who: 

◦ received clotting factor concentrates produced before 1987

◦ were ever on long-term hemodialysis

◦ have persistently abnormal alanine aminotransferase levels (ALT)

◦ have HIV infection

◦ Were prior recipients of transfusions or organ transplants 

https://www.cdc.gov/hepatitis/hcv/guidelinesc.htm



CDC HCV Testing Recommendations

HCV- testing based on a recognized exposure is recommended: 

◦ Healthcare, emergency medical, and public safety workers after needle 
sticks, sharps, or mucosal exposures to HCV-positive blood

◦ Children born to HCV-positive women

Persons for whom routine HCV testing is of uncertain need:

◦ Recipients of transplanted tissue 

◦ Intranasal cocaine and other non-injecting illegal drug users

◦ Persons with a history of tattooing or body piercing

◦ Persons with a history of multiple sex partners or STDs

◦ Long-term steady sex partners of HCV-positive persons

https://www.cdc.gov/hepatitis/hcv/guidelinesc.htm







Question #2
Screening for hepatitis C programs have been 
reported from various community settings, with 
the exception of?

1. Federally qualified healthcare centers

2. Tattoo parlors

3. Homeless shelters

4. County detention centers or jails



CDC Hepatitis Testing and Linkage to Care Initiative:
Durham County, North Carolina 

 To conduct 2000 HCV tests to identify chronic HCV-infected 
persons not previously aware of their infection 

• Targeted screening - STD clinic, homeless clinic, community 
sites including residential substance abuse recovery program 
• Universal screening – Detention center

 To link a minimum 75% of persons who test positive for HCV 
RNA to care, treatment, and preventive services. 
• HCV Bridge Counselor (patient navigator)

• Collaborations with HCV care providers

• On-site HCV assessment clinics  



HCV Testing Results, Durham County, 
2012-2014

Testing Facility Total
Tests

HCV Antibody 
Positive

HCV Antibody 
Positive/RNA 

Positive

HCV Antibody 
Negative

County Jail 699 87 (12%) 71 (10%) 612 (88%)

STD Clinic 773 110 (14%) 82 (10%) 662 (86%)

Community 
Testing Sites

1418 272 (19%) 210 (15%) 1146 (81%)

Homeless Clinic 113 32 (28%) 27 (24%) 81 (72%)

Total 3003 501 (17%) 390 (13%) 2501 (83%)

(Seña AC, et al. Pub Health Rep 2016; 131)



Screening 
Programs  for 

Hepatitis C



Strategies in the Community 

The National Viral Hepatitis 
Action Plan 2017-2020 states:

“…Integrating or including viral 
hepatitis prevention and care 
services with other physical 
health, mental health, and social 
services can effectively prevent 
infection or identify and link 
individuals with viral hepatitis 
into care.”



Durham FOCUS Program

Gilead FOCUS partnership with UNC-CH Infectious Diseases and the 
Durham County Department of Public Health in March 2016.

Routine opt-out HIV and HCV testing (with reflex RNA) was implemented at 
Durham County Human Services:

◦ Health Department Clinics: STI, TB, Immunization, Refugee, Family 
Planning, Maternal Health, Dental  

◦ County Detection Center and community testing locations

◦ Durham County Department of Social Services 

◦ Lincoln Community Health Center Primary Care 



HCV Testing, Durham,
NC; 2015-16

Clinic or Program HCV tests

N

HCV Ab+

n (%)

HCV RNA+

n (%)

Linked to 

HCV care

n (%)

TOTAL 4558 340 (7.5) 230 (5.0) 147 (65)

STI clinic 680 49 (7.2) 37 (5.4) 31 (84)

Tuberculosis Clinic 108 7 (6.5) 1 1

Refugee Health Clinic 32 4 1 1

Family Planning Clinic 32 2 0 _

Maternal Health Clinic 493 5 (1.0) 3 (0.6) 2 (67)

FQHC Clinics 1013 86 (8.5) 54 (5.3) 44 (81)

Social Services 369 27 (7.3) 16 (4.3) 9 (56)

Community Outreach 585 27 (4.6) 22 (3.8) 14 (64)

Detention Center 1246 133 (10.7) 96 (7.7) 45 (47)

Nearly half (41.7%) of persons identified 
with chronic HCV were from the detention 
center.



HCV 
Education
for Healthcare 
Providers in 
Community
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Question #3
Telemedicine approaches to expand hepatitis C 
education among primary care providers are not 
likely to be cost-effective.

1. True

2. False

3. Not known



Telemedicine =use of telecommunication and 
and information technologies with the goal of providing
clinical healthcare to distant or isolated individuals.



https://www.med.unc.edu/champ



NC CHAMP “Bootcamp” Training



Key Points for Community Providers



Key Points for Community Providers



Key Points for Community Providers



Key Points for Community Providers



Summary



Addressing the Gaps in HCV Care 
 HCV Management
◦ Patient navigators or bridge 

counselors
◦ Trained providers
◦ Highly effective, less expensive 

drug regimens
◦ Pharmacy assistance  
◦ Primary care for management  

post-HCV cure

HCV Screening
◦ Reflex HCV RNA testing
◦ Electronic medical record  

prompts

 HCV Assessment
◦ Algorithms for baseline tests 

(platelets, LFTs) 
◦ Genotype, fibroscan
◦ Harm reduction counseling
◦ Referrals (Medicaid/Medicare, 

mental health and substance 
abuse services)



“Erasing” HCV and Reducing Morbidity

Assess the needs and resources in your 
community;

Collaborate with public health; 

Use CDC guidance for HCV screening, but 
consider other high-risk populations;  

Train more healthcare providers in HCV 
screening, assessment and management; 

Provide support services to assist clients 
throughout the HCV care continuum. 



Acknowledgements
FOCUS Team

Alison Hilton, MPH

Candice Givens

Gwen McKnight

Joseph Thayer

UNC-Chapel Hill Infectious Diseases

Christopher Hurt, MD

David Wohl, MD  

Duke Gastroenterology  

Andrew Muir, MD

NC CHAMP

Heidi Swygard, MD

Durham County Depment of Public Health

Gayle Harris, RN, MPH
Staff and clients 

Lincoln Community Health Center

Barbara Johnston, MD

Gilead FOCUS Program

Liz Mallas, Regional Lead



BRIDGE COUNSELING
&

PATIENT NAVIGATION
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BRIDGE COUNSELORS/ PATIENT 
NAVIGATORS 

 Lacks universal definition 

 Connect to screening

 Follow-up post screening

 Facilitate linkage to care 

 Address barriers care*

 Assist through treatment 
process

 Make referrals 

 Advocates

 Emotional/ Social support



NAVIGATION  PROCESS

HCV Referral

• Hepatology (Duke)

• Infectious Diseases (UNC)

• Primary Care Provide

*Dependent on insurance/ patient preference

Supportive 

Services

• Substance Abuse 

• Mental Health

• Medicaid

• Primary Care

Facilitate 

Scheduling; 

Appt

Reminder 

calls, letters, 

and 

transportatio

n assistance

Missed 

Appointment

Attended 

1st Appt

HCV 

Care/ 

Treatmen

t

Referral 

Received:

•EMR Notification

•Health Education 

Transfer

Initiate Contact

• Phone calls (3 attempts)

• 2 Letters to home address*

• Home visit to address on 

file

Bridging Session

• Control Measures

• Release of Info

• Biopsychosocial 

Assessment

• Patient Education

• Immunization Review



The role of the Bridge Counselor or 

Patient Navigator includes tasks 

that closely resemble roles of ALL 

of the following except: 

QUESTION #4:

1. Social worker/ case manager

2. Community outreach worker

3. Infectious Disease/ GI Specialist

4. HCV Community Advocate



BRIDGE COUNSELORS/ PATIENT NAVIGATORS

 Advocates

 Community 

Outreach Workers

 Case Managers

 Social Workers

 Emotional/ Social 

Support

• Health Educators

• Community 

Outreach Workers

• Case Managers

• Social Workers

• Nurses



IMPACT ON HCV TREATMENT CASCADE

 Comprehensive linkage interventions 

 Successful navigation addresses 
multiple points along the cascade 

 Individualized case management 
services

 Flexibility 

Screening 

Post-test 
Counsel

Linked 
to Care 

Diagnostic 
Testing

Initiated 
therapy Adhered 

to 
therapy

Achieved 
SVR



HIV VS. HCV LINKAGE TO CARE

Motivational 
interviewing

Linkage to care for 
newly diagnosed

persons

Long-term
Short-term > Cure

Re-engaged
“lost to care”

Engaged 
“not in care”

HIV providers
HCV 
providers

Addressing barriers

Seña AC, et al. J Acquir Immune Defic Syndr.
2017;76



UNIVERSAL LINKAGE-TO- CARE MODELS ARE 

APPLICABLE TO ALL CHRONIC HCV PATIENTS 

REGARDLESS OF PERSONAL DEMOGRAPHICS, 

BARRIERS, AND LOCATION OF SCREENING. 

1. TRUE 2.FALSE

QUESTION #5



LINKAGE TO CARE FROM VARIOUS 

SETTINGS

ONE SIDE DOES NOT FIT ALL!

 Health Department Clinics

 Department of Social 
Services

 Community health centers

 Primary Care Clinics

 Prisons 



COMMON BARRIERS TO CARE

 Insurance status

 Uninsured, underinsured

 Transportation

 Low health literacy/ education

 Low socioeconomic status

 Cultural orientation

 Lack of trust in medical systems

 Scheduling

 Access to healthcare from rural areas

 Incarceration

 Competing health priorities (including substance abuse)

 Patient, provider, and systems barriers 



LOST TO FOLLOW-UP 

Dco 

Clinics

10%

Dco Jail

61%

DSS

5%

FQHC

10%

Outreach

14%

LOST TO FOLLOW- UP

 Occurs at various points along 
cascade

 VULNERABLE POPULATIONS

 Opportunities for continued 
contact

 Baltimore study at local health 
departments found those not 
linked to care “were seen at 
the STI clinic 3 or more times 
within the 9mos. following their 
diagnosis”. 

 Interventions needed across the 
cascade. Addressing distal 
barriers have greater impact 
than earlier occurrences.



HCV AND INCARCERATION

 Increased difficulty to link to care

 Especially for post-release 
linkage to care models

 Competing Priorities (housing, 
income, reunification, etc.)

 Substance abuse

 Mental health 

 Health comorbidities

 Highest lost to care rate among 
Durham Co. FOCUS

 Follows nationwide trend

 Outside only model >>> Release 
Focused Model



SOLUTIONS FOR LINKAGE IMPROVEMENTS

 More detailed contact 
information.

 i.e.: Multiple phone numbers/ 
addresses

 Pre-release bridging sessions

 Incentive Packages

 Health resource page for all 
inmates

 Housing referrals



WHY IS BRIDGE COUNSELING/ 

NAVIGATION IMPORTANT?

 Improved screening rates and 
follow-up

 Supportive and addresses 
barriers improves assessment 
and treatment

 Encourages teamwork among 
multidisciplinary teams

 HCV Advocacy

 Prevention

 Safe injection programs

 Testing

 Streamline HCV treatment 
management
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