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To determine whether the Veterans Health Administration’s (VHA) hepatitis C (HCV) treatment campaign

reached marginalized populations, we compared HCV care by previous incarceration status with

Veterans Aging Cohort Study data. Of those with and those without previous incarceration, respectively,

40% and 21% had detectable HCV, 59% and 65% underwent treatment (P5 .07); 92% and 94% of those

who completed treatment achieved sustained virologic response. The VHA HCV treatment effort was

successful and other systems should replicate those efforts. (Am J Public Health. 2023;113(2):162–165.

https://doi.org/10.2105/AJPH.2022.307152)

The Veterans Health Administration

(VHA) is the country’s largest pro-

vider of hepatitis C (HCV) treatment

and has identified universal treatment

of patients with HCV as a strategic goal.

The VHA has recommended broad test-

ing eligibility and reflex confirmation

testing since at least 2012.1 Treatment

eligibility has been expanded to include

patients regardless of fibrosis stage or

comorbid substance use disorders,

and treatment is provided at minimal

out-of-pocket cost.1

INTERVENTION AND
IMPLEMENTATION

The VHA developed hepatitis C innova-

tion teams to identify and minimize

barriers to treatment of difficult to

reach populations by implementing di-

rect outreach programs, increasing

staffing for patients experiencing

homelessness, expanding pharmacy

prescribing privileges, expanding tele-

health services, and integrating HCV

treatment into opioid treatment pro-

grams.2 As of December 2017, the VHA

treated approximately 70% of all those

across their system with HCV viremia.3

Although engaging difficult to reach

populations was a goal of the program,

we do not know whether VHA efforts

resulted in equitable HCV screening,

treatment, and outcomes among disen-

franchised populations. Individuals with

previous incarceration have dispropor-

tionately higher rates of HCV but expe-

rience myriad barriers to health care,

including decreased access to employ-

ment and health insurance, social insta-

bility, and discrimination in the health

system.4 Previous incarceration is asso-

ciated with worse health outcomes in

other chronic diseases, including HIV

and hypertension,5,6 thus examining

their outcomes would provide a strong

indicator of equitable access to care in

the VHA.

PLACE, TIME, AND
PERSONS

The Veterans Aging Cohort Study

(VACS) survey sample is part of an on-

going national observational cohort

study of veterans in care with and with-

out HIV at eight sites. Our analytic sam-

ple included 1632 participants with and

1477 without HIV who completed a sur-

vey between October 2012 and June

2019, answered the survey question

about the personal history of incarcera-

tion, and were born between 1945

and 1965. Of the 3109 participants

in the analytic sample, 96% were

male, 64% Black, 27% White, and 8%

Hispanic; their ages ranged from 49 to

70 years.
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PURPOSE

After the development of a highly effec-

tive and tolerated treatment of HCV,

the VHA pursued a goal of universal

treatment in an effort to eradicate HCV

in its patient population.2 To under-

stand whether individuals with previous

incarceration were included in these

efforts, we used data from VACS to

compare the HCV treatment cascade

steps between those with and those

without previous incarceration. Be-

cause the cohort was initially designed

to study HIV, we also ran analyses com-

paring the treatment cascade steps be-

tween those with and those without

HIV, stratified by previous incarceration

status.

EVALUATION AND
ADVERSE EFFECTS

We linked VACS data to the VHA elec-

tronic health records, including labora-

tory and pharmacy data, via the Clinical

Data Warehouse; the methods have

been described elsewhere.7 We includ-

ed these HCV treatment cascade

steps8: HCV screening, viral load (VL)

confirmation, initiation of direct-acting

antiviral (DAA) treatment starting Janu-

ary 1, 2014 (the year DAAs became

available), completion of DAA treatment

by February 19, 2019, VL suppression

at last test, and sustained virologic re-

sponse (SVR). All participants were eligi-

ble for screening per the US Preventive

Service Task Force recommendations

during the study period, using HCV an-

tibody or RNA polymerase chain reac-

tion VL tests.

We considered those with a positive

VL to have chronic HCV and to be

eligible for DAA treatment. DAA initia-

tion was based on receiving at least

one DAA medication fill in the VHA.

We identified DAA completion by

patients having at least eight weeks of

DAA medication filled in the VHA, the

minimum recommended time accord-

ing to guidelines.9 We measured VL

suppression at last test because more

than 90% with undetectable VL after

treatment completion will remain so at

12 weeks, but some may not return for

follow-up lab testing.10 We considered

SVR achieved by the presence of an

undetectable VL at least 12 weeks after

treatment completion, reflecting cur-

rent clinical guidelines.

Of the 3109 VACS participants includ-

ed in this study, 1817 (58%) reported a

history of incarceration. HCV screening

was conducted in 99% of those with

and those without previous incarcera-

tion; and VL confirmation occurred for

99% and 98% of those with and those

without previous incarceration, respec-

tively. HCV prevalence was 40% and

21% among those with and those with-

out previous incarceration, respectively

(P< .001). Figure 1 shows the treatment

cascade by previous incarceration

among the 993 patients eligible for

treatment. Among those with HCV, 599

(60%) underwent treatment (59%

previous incarceration, 65% without

previous incarceration; P5 .07), and

541 (55%) completed therapy (53%

previous incarceration, 59% without

previous incarceration; P5 .11). The

treatment cascade was also similar by

HIV status (Figure 2).

Of the 599 who initiated treatment,

90% for those with and those without

previous incarceration completed

eight weeks of treatment. Of the 541

who completed eight weeks of treat-

ment, more than 98% had VL suppres-

sion at last test and 93% achieved

SVR (92% previous incarceration,

94% without previous incarceration;

P5 .58).

SUSTAINABILITY

This model can serve as an example for

other health care systems to achieve

high rates of HCV cure. Tactics that can

be applied to other systems include

broad testing and treatment eligibility

and reflex testing for positive screens,

expanding prescribing privileges to

include pharmacists, broadening tele-

health services, integrating HCV treat-

ment into opioid treatment programs

and homeless shelters, and minimizing

cost sharing.

PUBLIC HEALTH
SIGNIFICANCE

Amid a historic effort to reduce barriers

to HCV care in the VHA, HCV cascade

outcomes were similar among those

with and those without self-reported

previous incarceration in those born

from 1945 to 1965 and participating in

VACS. Screening and confirmation of

HCV occurred in more than 98% of

cases including among those with pre-

vious incarceration, which is substan-

tially higher than other published

screening rates.11 DAA initiation, treat-

ment completion, and viral suppression

were slightly lower for those with previ-

ous incarceration than those without

previous incarceration, but the differ-

ences were not statistically significant.

Of those who initiated treatment, a

high and similar percentage (>90%) in

those with and those without previous

incarceration completed treatment and

achieved SVR. Future research should

also evaluate whether the treatment

cascade differs by region or recent

incarceration.

The VHA’s provision of universal

and systematized delivery of HCV

treatment can be used as a model

for increasing both resources and
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public health infrastructure to combat

HCV and other infectious diseases,

in addition to reducing disparities.

For the United States to achieve the

World Health Organization’s goal of

HCV eradication by 2030, urgent

attention should be paid to un-

derstanding which VHA-initiated

efforts could be replicated in other

health care systems or used for

public health strategies outside

the VHA.
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FIGURE 1— HCV Treatment Cascade by Previous Incarceration Status Among Those in the Veterans Aging Cohort
Study Survey Sample With Confirmed Chronic HCV: United States, October 2012–June 2019

Note. DAA5direct-acting antiviral; HCV5hepatitis C; SVR5 sustained virologic response at 12 wk; VL5 viral load. Study population size was n5993.
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FIGURE 2— HCV Treatment Cascade by HIV Among Those in the Veterans Aging Cohort Study Survey Sample With
Confirmed Chronic HCV and (a) Without Prior Incarceration and (b) With Prior Incarceration: United States, October
2012–June 2019

Note. DAA5direct-acting antiviral; HCV5hepatitis C; SVR5 sustained virologic response at 12 wk; VL5 viral load. Study population size was n5993. There
were no statistically significant differences in the treatment cascade steps by HIV status (all P≥ .5).
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