Handouts – Identifying, Addressing, and Treating the Dual Epidemics of Hepatitis C and Opioid Use Disorder
NOCE Webinar presented by Beth A. Rutkowski, MPH, December 8, 2025)
Syndemic: A Graphical Representation
[image: This visual highlights select examples of the ways in which infectious diseases like HCV, HIV, and syphilis interact with substance use. ]
SOURCE: Opioid Response Network. (2024). Your Guide to Integrating Infectious Disease Testing and Treatment Services in Opioid Treatment Programs. Providence, RI: Author.
Link to Toolkit: https://attcnetwork.org/wp-content/uploads/2024/08/FINAL-Integrating-Infectious-Disease-Services-into-OTPs-Guide-08.16.24.pdf.


Hepatitis C Point of Care Test and Treat Algorithm
[image: Hepatitis C Test and Treat Initial Visit Flowchart]
[image: Hepatitis C Test and Treat Follow-up Visit Flowchart]
Checklist for Implementing Integrated Services
[image: A checklist for implementing integrated services.

Phase 1: Preparing for Organizational Change
Phase 2: Planning
Phase 3: Planning for Funding and Sustainability
Phase 4: Building Workforce Capacity
Phase 5: Developing Protocols and Procedures
Phase 6: Ensuring Care Coordination and Linkage to Services
Phase 7: Assessing and Evaluation]
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Phase

1. Preparing for
Organizational
Change

1A. Identify a clinical liaison or champion, and establish an infectious
disease implementation team

1B. Prepare an infectious disease implementation team to engage in the
organizational change process

1C. Develop goals and metrics for organizational change

. Determine an onsite education plan
B. Determine onsite screening model and screening procedures
Determine where patients will be treated for HIV, HCV, or syphilis

3A. Assess existing resources
3B. Identify program needs
3C. Identify funding sources

4.Building
Workforce
Capacity
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4A. Provide training for staff around health disparities and syndemics,
cultural humility, harm reduction principles, and client-centered
counseling

4B. Provide staff with training around HIV, HCV, and syphilis, and
their disproportionate impact on people who use drugs

4C. Develop and emporer the infectious disease care team

5. Developing,
Protocols and
Procedures
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5A Develop education policies and procedures defining how and where
services occur

5B. Develop screening policies and procedures defining how and where
services occur

5C. Develop linkage to care policies and procedures defining howand
where services oceur

O

6A. Ensure patient connection to health insurance coverage and treatment
discount programs

6B. Coordinate recovery supports for patients undergoing HIV, HCV,

or syphilis treatment

7A: Plan for iterative assessment and evaluation of services
7B: Implement assessment and adjust program activities as needed
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Hepatitis C Test and Treat Initial Visit

Point of Care Testing (POC)
HCV RNA, Pregnancy, HIV

HCV RNA positive

« Prior DAA Treatment
+ Known HBsAg Positive
+ Known Hepatocellular Carcinoma

- Clinical evidence and/or history of decompensated cirrhosis
defined as: ascites, hepatic encephalopathy. jaundice, varices

+ Medication Reconciliation

+ Medication given at initial visit
+ Draw labs: AST/ALT/PLT/HBsAg*

Specialist
consultation

« Discussion of risks of HBV coinfection**
« Instruct patient to start medication and will
be contacted if HBsAg s positive
« Initiate treatment with:
Glecaprevir/pibrentasvir x 8 weeks
or
Sofosbuvirivelpatasvir x 12 weeks

Drug interaction
exists

HBsAg Positive

| HBsAg Negative |

i

i

Continue HCV therapy and
contact patient to initiate
HBV therapy OR monitor per
AASLD/IDSA HCV Guidance

i

Specialist referral for long
term HBV management

Continue HCV Therapy
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Hepatitis C Test and Treat Follow Up Visit

HCV RNA 4 weeks*** after
completion of therapy

2 v
Negative Positive
y
Sustained Virologic Response Specialist Referral

Pre Treatment FIB 4 > 3.25,
transient elastography
consistent with cirrhosis and/or
history of decompensated
cirrhosis (jaundice, ascites,
varices, hepatic encephalopathy)

v v
No Yes
No HCV related follow up unless + Routine cirrhosis monitoring
ongoing risk factors for HCV (can be initiated during therapy)
reinfection then yearly HCV RNA « Ultrasound/AFP surveillance for

hepatocellular carcinoma every 6 months

» Endoscopic surveillance for varices per
AASLD guidance

» Yearly HCV RNA testing if ongoing risk
factors for HCV infection

» Monitoring for signs of decompensated
liver disease

*AST/ALT and PLT can be deferred if a transient elastography has been completed in past 6 months.
AST/ALT and PLT may be drawn anytime within 6 months prior to treatment initiation or at time of
treatment initiation and HBsAg any time prior to treatment initiation or at the time of treatment initiation.

**Unrecognized active hepatitis B virus (HBV) infection (defined by positive hepatitis B surface antigen
[HBsAg]) carries a risk of flare and reactivation in the setting of hepatitis C virus (HCV) treatment.
Discussion of the risks and benefits of HCV treatment without HBsAg data should take place. This
discussion should encompass shared decision-making with consideration of patient wishes, provider
comfort level managing potential HCV/HBV coinfection, access to HBV therapy and treatment services,
predicated ability to reach patient/patient follow-up, and the overall risk of underlying HBV infection and
risk of HBV flare/reactivation. If patient and provider decide to defer initiation of direct-acting antiviral
(DAA) treatment until HBsAg results are available, the DAA treatment regimen may be given to the
patient with instructions to await contact from the provider regarding initiation of HCV therapy.

**Quantitative PCR testing using venipuncture is recommended, but point-of-care qualitative tests can
be used to determine sustained virologic response (SVR) in certain settings where venipuncture may be
unavailable such as primary care practices, correctional facilities, substance use treatment programs,
mobile services, or telehealth programs. In cases where there is concern for suboptimal adherence to
DAA therapy, providers may choose to check HCV RNA at week 4. In addition, evaluation of SVR at 12
weeks (SVR 12) by HCV RNA testing should be performed as measure of HCV cure among people
with cirrhosis.





