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- ABSTRACT
) The US government has established a national goal of hepatitis C virus (HCV) elimination by 2030. To date, most HCV
5 elimination planning and activity have been at the state level. Fifteen states presently have publicly available HCV elimination

b plans. In 2019, Louisiana and Washington were the first states to initiate 5-year funded HCV elimination programs. These
> states differ on motivation for pursuing HCV elimination and ranking on several indicators. Simultaneously, however, they
" have emphasized several similar elimination components including HCV screening promotion through public awareness,
> screening expansion, surveillance enhancement (including electronic reporting and task force development), and harm
P reduction. The 13 other states with published elimination plans have proposed the majority of the elements identified by
%Louisiana and Washington, but several have notable gaps. Louisiana’'s and Washington's comprehensive plans, funding
approaches, and programs provide a useful framework that can move states and the nation toward HCV elimination.
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n estimated 3.5 million individuals in the

United States (US) are chronically infected

with hepatitis C virus (HCV), a leading
cause of cirrhosis, hepatocellular carcinoma, and
liver transplantation.! The advent of direct-acting
antivirals, a safe, well-tolerated, and nearly univer-
sal HCV cure has prompted the US government to
aim for HCV elimination by 2030. The Viral Hep-
atitis National Strategic Plan targets 90% diagnosis
of prevalent cases, 80% incidence reduction, 80%
treatment uptake, and 65% attributable mortality
reduction.! For the first time, HCV elimination is part
of the President’s budget request to Congress.”

Supplemental digital content is available for this article. Direct URL citations
appear in the printed text and are provided in the HTML and PDF versions of
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Maijor threats to HCV elimination remain, includ-
ing rising HCV incidence intensified by the opioid
crisis, primarily among individuals aged 20 to 39
years,’ and state and payer restrictions impeding test-
ing and treatment.** We discuss the elements of the
programs in Louisiana and Washington, the first 2
states to actively pursue HCV elimination with 5-year
funded programs launched in 2019. We also briefly
note 13 additional states with publicly available HCV
elimination plans that emphasize similar foundational
components.

Rationale for HCV Screening Expansion and
Surveillance Enhancement

HCV epidemiology poses unique challenges. Because
acute infection is largely asymptomatic, relatively
few individuals seek care and even fewer receive
a diagnosis that triggers reporting. The estimated
HCV incidence is 13.9 times higher than the num-
ber of cases reported.®” Chronic HCV prevalence
estimates are based on self-report and are lim-
ited by lack of representation of high-risk groups
(ie, people who use drugs, incarcerated and un-
housed individuals, and people living on American
Indian reservations), which results in HCV prevalence
underestimation.

The US Preventive Services Task Force and the
Centers for Disease Control and Prevention (CDC),
in 2020, expanded HCV screening recommenda-
tions to once in a lifetime for all adults, pregnant
women with each pregnancy, and routine screen-
ing of high-risk groups.® Universal screening can
destigmatize testing and has been combined in
some jurisdictions with universal treatment access,
a cornerstone concept of HCV elimination.” In un-
derfunded jurisdictions, however, targeted testing
remains an important elimination approach (see
Supplemental Digital Content Figure 1, available at
http://links.lww.com/JPHMP/B219). Despite these
interventions, HCV surveillance remains a laborious
process of case investigation, de-duplication, and
ascertainment based upon symptoms, serology, and
RNA testing.!® This model is challenging for health
departments with limited infrastructure to address
large case volumes. Enhanced surveillance requires
robust real-time tracking,” potentially through expan-
sion of electronic case reporting within interoperable
health care data systems. Automated system reporting
is also key to evaluating and providing feedback to
HCV elimination programs. Effective surveillance
that monitors treatment outcomes of large cohorts as
they proceed through HCV care is also essential for
elimination.
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Advanced Elimination Programs: Louisiana and
Washington

We examined the elimination plans and programs
in Louisiana and Washington. As the first states to
initiate 5-year funded HCV elimination programs in
2019, their efforts are at relatively advanced stages.

Financing elimination activities

Both states employed innovative payment (subscrip-
tion) models, in which the state contracts with
pharmaceutical manufacturers for unlimited supplies
of HCV medication for a maximum annual expen-
diture. In this model, all parties seek to maximize
medication distribution.

Louisiana instituted an “expenditure cap” in which
it purchases medications at a discounted rate un-
til the cap is reached. Above the cap, Louisiana is
entitled to an unlimited quantity of medications.
The total expenditure was set at approximately
the cost for HCV medications in 2018, the year
prior to program initiation. The program includes
incarcerated individuals, who were previously un-
able to access HCV medications, and Medicaid
recipients. Louisiana had previously expanded Med-
icaid in 2016, and it removed HCV medication
prior authorization requirements for these indi-
viduals in 2019 when the elimination program
started.*’

Washington sought a value-based state plan as an
amendment that required approval from the federal
government to permit negotiation of discounted
HCV medication rates with a manufacturer. In con-
trast to volume purchasing in Louisiana, value-based
purchasing relies on drug effectiveness and bases ne-
gotiations on utilization periods and outcome-based
benchmarks. Washington leveraged a prescription
drug program enacted in 2003 that consolidated state
agencies under one prescription drug consortium,
negotiating 2 separate S-year arrangements, one
for Medicaid-insured individuals and another for
non-Medicaid-insured that included state employ-
ees and incarcerated individuals. HCV medications
are provided at a discounted rate up to an annual
utilization threshold; above that limit, additional
prescription costs are nominal. Similar to Louisiana,
the state had already expanded Medicaid in 2014,
although it had removed HCV medication prior
authorization requirements in 2016. Although the
funding details differ between these states’ elimina-
tion programs, the resources they provided enabled
states to jump-start their respective HCV elimination
programs.**’
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Program components

Public awareness, screening expansion, surveillance

gnhancement, and harm reduction are core compo-
aents of Louisiana’s and Washington’s elimination
érograms (Table).!**3

[1]

= 1. Promotion of public awareness about HCV
-~ screening via outreach campaigns, focus groups,
2 and community involvement to formulate best
= practices for patient engagement, communica-
Zf tion strategies, understanding stigma, and service
= delivery.

2 2. Expansion of HCV screening by partnering with
S the Centers for Medicare & Medicaid Services,
= departments of corrections, opioid treatment
g programs, syringe services programs, and pri-
©  mary care providers.

9 3. Enbancement of HCV surveillance by upgrading
2 technology, automating reporting, and develop-
Z‘w ing task forces. Both states mandate manual and
- labqr_atory reporting of acute and chronic cases,
> positive and negative antibody and RNA results
% to track cases, spontaneous clearance, and cura-
S tive treatment; they define a case as a positive
§ HCV RNA test or a documented negative HCV
5 antibody test, followed by seroconversion within
£ 12 months.!"

4. Promotion of harm reduction by expanding opi-
g oid treatment programs and syringe services
¢ programs statewide as well as utilizing patient
S navigators for linkage to care.

Targeted screening in priority sites is high yield and
is critical in underfunded jurisdictions. Louisiana and
Washington have partnered with their respective of-
fices of behavioral health to expand screening in opi-
oid treatment programs, syringe services programs,
supervised injection facilities, detoxification centers,
emergency departments, and homeless shelters.!>!3
Given the high HCV prevalence in correctional facili-
ties, both states have partnered with their departments
of corrections to enhance screening of incarcerated
individuals.

State-specific considerations

The 2 states’ programs are tailored to their very dif-
ferent sociodemographic and health care indicators.
Washington ranks fourth nationally in overall health
system performance.'* As motivations for HCV elim-
ination, Washington cites a 126% increase in HCV
cases from 2013 to 2017, subsequently reaching a
20-year high in 2018, and increased expenditures for
HCV care, including $114 million for hospitalizations
from 2010 to 2014."3 Regarding HCV as a statewide
public health problem, Washington monitors

Hepatitis C Virus Statewide Elimination Programs

surveillance data from an all-payer claims database,
vital records, cancer, infectious diseases, and correc-
tions registries.”> Monitoring parameters consist of
screening performance and treatment uptake rates
with the goal of enhancing data completeness. For ex-
ample, Seattle/King County has automated electronic
data collection (tied to case management), developed
de-duplication and de-identification algorithms to
generate care cascades, determined screening per-
formance and positivity trends, treatment rates, and
implemented health equity interventions informed
by these data.’® The plan was to scale the system
throughout Washington, while seeking to improve
access to harm-reduction services, exemplified by
a statewide network of syringe services programs.
Washington’s initial treatment approach was to ad-
dress HCV among patients with preexisting provider
relationships, especially colocating HCV screening
in substance use treatment facilities. As of October
2022, Washington initiated HCV treatment for 5591
individuals.

Louisiana ranks 39th nationally in health sys-
tem performance,'* 49th in overall health, highest in
incarcerated persons per capita, and 29% of resi-
dents are Medicaid enrollees."! Louisiana prioritizes
HCV screening and surveillance among these pop-
ulations (see Supplemental Digital Content Figure
2, available at http:/links.lww.com/JPHMP/B220),
monitoring screening performance at health care and
correctional facilities and intervening in sites with
testing deficits.'” Automated reporting systems allow
real-time transmission of positive and negative test
results, which are crucial to understanding screening
performance and HCV prevalence. Louisiana utilizes
its HIV/STD task force to conduct HCV screening and
surveillance.

From July 2019 through August 2022, Louisiana
screened 17 561 incarcerated individuals (10 248 with
a mobile phlebotomy team and 7313 at intake, re-
lease, or by provider request). A total of 1642 (9.4%
of incarcerated individuals) had initiated treatment.
Despite interruptions due to the COVID-19 pandemic
and hurricanes, the monthly average number access-
ing treatment increased from 62 to 275 individuals.

Elimination Programs in Other States

Louisiana’s and Washington’s elimination programs
can serve as elimination models for the other 13 states
with publicly available elimination plans (Table).
While these states include elements in the 4 major
components covered by the Louisiana and Washing-
ton programs, several do not include certain elements,
such as screening in tribal areas and emergency
departments, electronic reporting of test results (in-
cluding negative tests and reflex RNA testing).
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Conclusion

Although HCV is nearly universally curable, action is
eeded to eliminate HCV in the United States by 2030.
ublic health underfunding has impeded progress in
CV control. Since 2019, Louisiana and Washing-
n have funded HCV elimination programs, allowing
miversal HCV medication access. The states differ in
emographics, health system performance, and pro-
ram priorities, but they upgraded their screening
nd surveillance systems. A note of caution is that
ublicly available elimination plans among the 13
ditional states may not necessarily translate into
urrent or future activities. Louisiana’s and Wash-
gton’s systems are a bedrock for HCV elimination
ctivities and provide excellent models and lessons
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Implications for Policy & Practice

=

é. Screening and surveillance systems are cornerstones to ad-

- dress rising HCV incidence.

> M Recommended screening activities include:

- . .. .

£ o Destigmatizing HCV screening,

b o Performance measures, and

) a a 0 5 5

© o Targeted screening in high-yield settings.

= @ Recommended surveillance activities include:

© o Linking and merging external data sources and registries,

o B B B oo

) o Automating laboratory real-time reporting of positive and
"B negative test results with universal reporting requirements

and clear case definitions,

o Monitoring screening performance and detecting
screening-deficit sites for corrective action, and

o |dentifying outbreaks and transmission networks, reporting
treatment outcomes, and evaluating program metrics.

2/0Z/20 uo

B Recommended implementation activities include:
o Establishing treatment- and outbreak-focused task forces
and
o Promating HCV education and harm reduction.

W Screening and surveillance systems implemented by
Louisiana and Washington could be adapted and modified
by other HCV elimination programs.

W The White House HCV elimination plan proposes to:

o Expand screening, testing, treatment, prevention, and real-
time monitoring,

o Focus on high-risk populations,

o Support universal screening,

o Diversify and expedite test-and-treat services through mo-
bile treatment, telehealth, primary care, community sites,
and case managers, and

o Promote awareness campaigns in affected communities,
include leadership and collaboration between federal
agencies addressing HCV.

Hepatitis C Virus Statewide Elimination Programs

learned for national HCV elimination planning and
implementation.
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