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Abstract

Background—Increased uptake of hepatitis C virus (HCV) treatment among people who inject
drugs (PWID) will be critical to achieve HCV elimination goals. There are limited data on HCV
treatment uptake among PWID recruited from community-based settings in the HCV direct-acting
antiviral (DAA) era.

Methods—We analyzed data from PWID with HCV newly recruited into the Baltimore,
Maryland-based AIDS Linked to the IntraVenous Experience (ALIVE) cohort between 2015 and
2018. We characterized the HCV care continuum and evaluated factors associated with HCV
treatment uptake.

Results—Of the 418 PWID with HCV, the median age was 49 years and most (88%) reported
recent injection drug use (IDU). Overall, 23% had ever been evaluated by a provider for HCV
treatment, 17% ever initiated DAA treatment, and 13% were cured of HCV infection. Treatment
uptake approximately doubled between 2015 and 2018 (13% to 26%, p=0.01). In multivariable
analyses, HIV infection (adjusted Odds Ratio [aOR] 2.5 [95% Confidence Interval (Cl) 1.3, 4.8]),
current employment (aOR 4.1 [CI 1.2, 14.4]), having a primary care provider (aOR 4.3 [CI 1.2,
14.9), and longer duration of IDU (aOR 1.3 [CI 1.1, 1.6]) were positively associated with HCV
treatment. PWID with a lower annual income (<$5,000) were less likely to have initiated HCV
treatment (aOR 0.5 [CI 0.3, 0.98]).

Conclusions—Although HCV treatment uptake among PWID in this community-based setting
in the DAA era remains suboptimal, it is encouraging that treatment uptake has increased in recent
years. Innovative strategies are needed to reach all PWID infected with HCV.
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Hepatitis C virus infection can be eliminated as a public health challenge if majority of infected
individuals are treated and cured. Among a group of people who inject drugs (PWID) recruited in
Baltimore, Maryland, USA, the proportion of people cured of hepatitis C increased from 13% in
2015 to 26% in 2018. Additional effort and strategies are needed to ensure that majority of PWID
are treated and cured of hepatitis C.

Keywords
Hepatitis C; people who inject drugs; care continuum; barrier; facilitator

Introduction

Hepatitis C virus (HCV) infection is a preventable cause of morbidity and mortality.1-3
Treatment with oral direct-acting antivirals (DAA) cures HCV infection in more than 95% of
persons who have access to and initiate these therapies.* Moreover, HCV cure rates with
these oral DAA agents have been consistently high across a broad range of patient groups,
including those with ongoing injection drug use (IDU).> The availability of these agents and
other harm reduction strategies for HCV infection prevention have led the World Health
Organization and the National Academies of Sciences, Engineering and Medicine to call for
elimination of HCV as a public health threat by the year 2030. The elimination goals include
a 90% reduction in HCV incidence and a 65% reduction in hepatitis-related mortality by
2030 relative to 2015 levels.® To achieve these goals, it is estimated that 90% of people
infected with HCV should be diagnosed and 80% of those eligible should be treated.®

In the United States, similar to many high income countries, people who inject drugs
(PWID) are the core of the HCV epidemic with potential to sustain the epidemic through
ongoing transmission.” As such, efforts to eliminate HCV will have to include strategies to
advance the micro-elimination of HCV in populations of PWID.8 However, recent data from
the US show an increase, rather than a reduction, in HCV incidence.? These increases are
largely driven by the ongoing opioid epidemic and heighten the urgency of understanding
ongoing barriers and facilitators to HCV treatment among people who inject drugs in order
to hasten progress towards HCV elimination goals.10

Numerous barriers operating at the patient, provider, and health system levels are known to
have prevented PWID from accessing previous treatments for HCV, including interferon-
based therapies that were less effective and had significant patient side effects. Patient level
barriers include limited knowledge of HCV and the potential for morbidity and mortality in
the absence of symptoms, concerns about side effects of treatment, and general challenges
with accessing the health care system.11:12 Provider level barriers include limited knowledge
about HCV and its treatments (given that HCV treatment was traditionally only provided in
specialty care settings) and reluctance to treat PWID due to concerns about reinfection.13.14
System level barriers such as a limited number of sites for HCV testing and treatment and
restrictions on access to HCV treatment based on drug/alcohol abstinence requirements and
liver disease stage have also been documented.1> Many of the patient level barriers were
documented in the interferon era; less is known about patient level barriers and facilitators to
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HCV treatment in the oral DAA era, especially for populations of PWID recruited from the
community as opposed to a health care setting.

Health care-based studies suggest high rates of engagement across the HCV care continuum
(i.e., the series of steps required to achieve HCV cure, including HCV testing, awareness of
infection, evaluation for treatment, HCV treatment initiation and cure) for patients who use
drugs.16-18 However, data from health care-based studies may overestimate HCV care
continuum engagement from PWID in community settings, where health care access and
utilization are more limited.19 We aim to describe the HCV care continuum and persistent
barriers to HCV treatment uptake in a community-based cohort of PWID with high rates of
active injection drug use and newly recruited in the DAA era in Baltimore, Maryland.

The AIDS Linked to the Intravenous Experience (ALIVE) cohort is a longitudinal cohort of
individuals 18 years of age or older with a history of IDU recruited in Baltimore, Maryland.
20 The initial recruitment occurred in 1988—-1989 with subsequent recruitments in 1994
1995, 1998, 2005-2008, and 2015-2018. Participants complete standardized interviewer-
administered questionnaires and Audio Computer-Assisted Self-Interviews for behavioral,
socioeconomic, and clinical parameters, and provide blood specimens at baseline and semi-
annual visits conducted every 6 months.20

Study inclusion criteria

Measures

To be eligible for inclusion in these analyses, participants had to have been newly recruited
and enrolled into the ALIVE cohort between 2015 and 2018. Participants also had to have a
positive anti-HCV (HCV antibody) test and detectable HCV RNA test at study enrollment or
have a positive anti-HCV test and an undetectable HCV RNA test and report previous HCV
DAA treatment (to exclude individuals who spontaneously cleared their HCV infection).
Self-reported data at cohort enrollment, as well as HCV antibody, HCV RNA and HIV
antibody testing results provided at the enrollment visit, were used for these analyses.

The primary outcome was HCV treatment, which was defined as a self-report of DAA HCV
treatment and an undetectable HCV RNA on serum testing in a participant with a positive
HCV antibody result. We also described progression along the HCV care continuum by
calculating the percentage of participants who reported five outcomes: 1) HCV testing
defined as self-report of previous HCV testing, 2) awareness of infection defined as self-
report of a previous positive result on HCV testing, prior to testing and notification within
the cohort, 3) evaluation for HCV treatment defined as self-report of HCV treatment
evaluation by a specialist or a primary care provider that can treat HCV, 4) HCV treatment
initiation defined as self-report of previously taking medication to treat HCV, and 5) HCV
cure defined as an undetectable viral load among those reporting previous treatment.?1
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Statistical analyses

Results

Descriptive statistics were used to characterize the demographics and risk behaviors of the
study population. To examine time-trends in the HCV care continuum, changes in the
proportion of participants meeting each HCV care continuum step by year of cohort
recruitment were assessed using the Cochrane-Armitage test. T-tests and chi-squared
statistics were used to evaluate bivariate differences in characteristics between participants
aware of HCV infection vs. not aware and those treated vs. untreated. Bivariate and
multivariable logistic regression analyses were also used to evaluate factors associated with
HCV treatment. Factors, including gender, race and HIV status previously known to be
associated with HCV treatment initiation, were included in the multivariable analyses.22-27
Other factors were considered for inclusion in multivariable analysis if they demonstrated an
association with treatment status at the level of p<0.05 in univariate analysis. All analyses
were performed using SAS version 9.3 (SAS Institute Inc., Cary, NC). All study procedures
were approved by the Johns Hopkins Bloomberg School of Public Health Institutional
Review Board and conducted in accordance with the 1975 Declaration of Helsinki. All
participants provided written informed consent.

Participant characteristics

Among 830 PWID recruited into the ALIVE cohort between 2015 and 2018, 571 (68.8%)
tested anti-HCV positive. Of these, 364 (63.7%) had a detectable HCV RNA test at study
enrollment. Of the 207 who were anti-HCV positive but HCV RNA negative, 55 reported
previous HCV treatment. Another 152 had an undetectable HCV RNA and did not report
HCV treatment and were excluded from subsequent analyses because they had evidence of
spontaneous clearance. Among 418 HCV antibody positive PWID included in the analyses
(Table 1), the median age was 49 years (Interquartile Range [IQR] 40-56). Approximately
one quarter (n=114; 27%) were female and the majority were non-Hispanic African
American (n=239; 57%). More than half of recruited and enrolled PWID (n=223; 53.3%)
had an annual income of <$5,000 and only 6.0% (n=25) were currently employed. Lifetime
homelessness (n=347; 83%) and incarceration (n=382; 91%) were common. About one
quarter were living with HIV (n=95; 23%) and roughly three quarters (n=313; 76.5%)
reported having a primary care provider (PCP) they saw for general health problems. The
median duration of IDU was 25 years (IQR 15-35), with 88% (n=359) reporting IDU within
the past 6 months and 84% (n=349) disclosing lifetime sharing of syringes at least once.
Ninety-three percent (n=390) reported ever having received treatment for substance use
disorder for at least 3 weeks, including methadone or buprenorphine, residential treatment,
support groups, group counselling, self-help groups, drug free outpatient programs, or drug
detoxification programs.

Progression along the HCV care continuum

In this group of 418 PWID, the majority (75%) were aware of their HCV infection status
(Figure 1). However, at the time of enrollment, only 23% (n=95) had ever been evaluated by
a provider for HCV treatment and 17% (n=72) had initiated HCV treatment. Overall, 13%
(n=55) had been cured of HCV. Comparison of these proportions across calendar year of
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recruitment showed trends of improvement (Figure 2). While the proportion aware of their
status remained relatively stable (74.1% in 2015 to 77.8% in 2018; p=0.3), descriptively
there were increases in the proportion evaluated by a provider (20.4% in 2015 to 29.6% in
2018; p=0.2), the proportion treated (13.0% to 25.9%; p=0.01), and the proportion cured
(9.3% to 16.0%; p=0.2), though only the proportion treated showed evidence of a
statistically significant linear trend over time.

Factors associated with awareness of HCV status

Awareness of HCV infection was significantly higher among participants who were female
(p=0.02), were living with HIV (p=0.03), had a PCP (p<0.01), had received treatment for a
substance use disorder (p=0.03), and had a longer duration of IDU (p<0.01) (Table 1).

Factors associated with HCV treatment

Characteristics positively associated with HCV treatment in the unadjusted analyses were
increasing age, HIV infection, African American race, employment, having a PCP, and
longer duration of IDU (Table 2). Having an annual income of <$5,000 (vs. >$5000) was
associated with a lower odds of HCV treatment. The prevalence of recent IDU was
significantly lower (76%) among people who had been treated compared to those who had
not been treated for HCV (91%; p<0.01).

In multivariable logistic regression analysis, HIV infection (adjusted Odds Ratio [aOR] 2.5
[95% Confidence Interval (CI) 1.3, 4.8]), current employment (aOR 4.1 [CI 1.2, 14.4]),
having a PCP (aOR 4.3 [Cl 1.2, 14.9]), and longer duration of IDU (aOR 1.3 [CI 1.0, 1.6],
per 5 year increase) remained significantly positively associated with HCV treatment (Table
2). PWID with a lower annual income (<$5,000) remained significantly less likely to have
initiated HCV treatment (aOR 0.5 [C1 0.3, 0.98]).

Conclusions

In this study of PWID recruited from a community-based urban setting from 2015-2018, the
vast majority of whom were actively injecting, we observed relatively poor engagement
across the HCV care continuum. Although DAA treatment was widely available by 2015,
the proportion of PWID treated in 2015 was similar to the proportion reported in the same
cohort in the interferon era.?8 It was, however, encouraging that these proportions appeared
to steadily increase among persons recruited between 2015 and 2018, with uptake nearly
doubling in this four-year period. At the same time, this increase is lower than what has been
observed in other settings like Australia, where rates of HCV treatment initiation increased
4-19 fold in the first 2 years after DAA availability.2%-31 Unlike in Australia, restrictions to
HCV treatment based on abstinence requirements and liver fibrosis stage persist in many
parts of the world and continue to negatively impact progress towards HCV elimination
goals. For example, in the state of Maryland (where this study took place), until as recently
as 2016, many insurance payers made coverage of HCV treatment contingent on abstinence
from substance use.32 Restrictions based on liver disease stage were also in place in
Maryland for all recipients of Medicaid (a federal and state public insurance program for
individuals with low income), as well as some private insurance plans, limiting access to
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HCV treatment.33 It will be important to continue monitoring community uptake of
treatment post the elimination of these restrictions in January 2020.

Our findings partially reflect the model of HCV care in Baltimore, where most treatment is
provided in specialist centers (Infectious Disease or Gastroenterology after referral by a
primary care provider) or by a subset of trained primary care providers. It is thus not
surprising that having a primary care provider was associated with HCV treatment. The
finding of an association of HCV treatment with HIV infection is also likely driven by
federal and local policies and funding that prioritize HIV treatment and prevention, which
increases the likelihood of PWID living with HIV being engaged in any health care and
receiving HCV treatment, as compared to HIV uninfected PWID.27:34.35 Additionally,
because HIV and HCV coinfection is associated with an increased risk of accelerated
progression to hepatocellular cancer and liver failure,36-38 HCV treatment has been
prioritized among people living with HIV.

Our findings also provide insight into persistent barriers and facilitators to engagement in
HCV care and treatment that will need to be addressed if elimination targets are to be
reached. Specifically, markers of economic stability such as employment and higher income
were notable facilitators of HCV treatment; the converse barriers, unemployment and low
income may reflect persistent structural challenges to engaging in treatment. The majority of
current HCV strategies involve provision of treatment in clinical settings by clinicians,
requiring PWID to access care at these venues. However, navigation of the complex US
health care system, including the referral and scheduling system, insurance, and payment
issues, pose significant system level barriers to HCV treatment among PWID.39:40
Furthermore, PWID face substantial social stigma and have a high level of mistrust of the
health system, factors which lead to reduced engagement of PWID in care at these settings.
41 potential strategies to address these issues include system and provider level changes to
reduce perceived stigma for PWID and measures to increase comfort with health care
access, such as the use of peer navigators for both linkage to care and HCV treatment
support.#2-44 Moreover, most of this population was actively injecting and lower treatment
uptake was observed among those actively injecting, so strategies that integrate substance
use disorder treatment in HCV care settings may be able increase uptake of HCV treatment
for PWID.%

Notably, almost all (91%) participants in our study reported previous incarceration for at
least 7 days.*6 Because incarceration provides an opportunity to easily access and cure
PWID of HCV and also increases PWID’s risk of acquiring HCV,*” it is important for HCV
treatment and prevention efforts to consider issues surrounding incarceration. The expansion
of HCV testing and treatment, as well as the prescription of medication for the treatment of
opioid use disorder, within prison settings present promising opportunities to prevent
transmission and increase HCV treatment uptake for incarcerated populations.#849 This also
highlights the more pervasive issue of criminalization of drug use, which in many parts of
the world, negatively impacts drug use and overall health outcomes for PWID.50-52
Strategies that increase linkage to drug use treatment and social services to support recovery
may be more effective at reducing drug use and criminal activity and improving overall
health outcomes.53:54
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Early data suggest the effectiveness of treatment as prevention in varying populations,
including among PWID,30 and should increase enthusiasm for implementation of strategies
focused on improving access to HCV treatment in populations of PWID. Indeed, our data
also suggest that treatment uptake is increasing. However, given that PWID often have
underlying substance use disorders, experience other structural and psychosocial health
issues (e.g., homelessness, incarceration, mental health disorders), and face significant
barriers to accessing traditional health care venues, unrestricted access to oral DAA alone
will not be sufficient to achieve HCV elimination goals among PWID. Additional effort,
including novel strategies, will need to be employed to meet the HCV treatment needs of
less economically stable, HIV uninfected PWID who are not engaged in the health care
system or are uninsured, in order to make real progress towards meeting HCV prevalence
and incidence targets. Increased access to HCV linkage to care and treatment through
expansion into non-traditional settings, such as substance use disorder treatment programs,
mental health clinics, public health clinics, halfway houses and mabile van-based sites, has
potential for effectiveness in this regard. Strategies to support engagement in care such as
peer-based and network approaches may also increase HCV treatment uptake.>®

Indeed, in Baltimore city where this study took place, the Baltimore City Health Department
has implemented programs to increase access to testing and treatment for HCV at the health
department sexually transmitted infection clinics and mobile-based syringe service
programs, efforts which are intended to accelerate progress towards HCV elimination.>6
Partnerships between the Maryland Department of Health and Mental Hygiene, community
based health centers, local health departments and academic institutions have also broadened
the range of, and practice settings of providers trained to provide hepatitis C treatment to
include opioid treatment programs and prison settings. While in this study we could not
explicitly evaluate the impact of these programs, they may have had some impact. Going
forward, it will be critical to evaluate effectiveness of these public health implementation
efforts on increasing rates of HCV treatment among PWID.

Our study is limited by being restricted to PWID enrolled in one urban city in the United
States, but likely reflects the barriers and facilitators of HCV treatment faced by many
PWID throughout the United States and in other parts of the world. Moreover, a major
strength of this research is its focus on a community-based cohort of PWID, the majority of
whom are actively injecting, and its detailed description of the barriers and facilitators to
HCV treatment among these PWID. Nonetheless, PWID who enrolled in our cohort may
systematically differ from those who chose not to enroll, though we anticipate that
engagement with HCV treatment would be even lower among PWID not enrolled in our
study. Although we were unable to evaluate the relationship between different insurance
plans and HCV treatment uptake, previous studies have demonstrated lower HCV treatment
rates in persons insured by federal and state programs that cover medical costs for people
with limited income and resources.>’-59 Additionally, although 17 (24%) of 72 PWID
reporting previous HCV treatment had a detectable HCV RNA, we are unable to ascertain if
this represents reinfection, viral relapse, or incomplete treatment.

Most (93%) of the participants in our study reported receipt of treatment for a substance use
disorder in their lifetime. We are, however, unable to determine the proportion of these who
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received medications for opioid use disorder. Despite the substantial increases in rates of
opioid misuse, uptake of these medications and ongoing engagement in substance use
disorder treatment has remained low in recent years.%0 Given the national opioid epidemic, it
will be critical to expand access to these evidence-based treatments for opioid use disorder,
including the prescription of buprenorphine, within HCV treatment programs.

Although our cohort of PWID had a median age of 49 years, these results have implications
for the current opioid epidemic that has been disparately driven by younger PWID, who now
also make up the majority of newly diagnosed HCV cases.10:61.62 \We observed PWID with a
shorter duration of IDU were less likely to have started HCV treatment, which likely
includes younger PWID that initiated IDU during the current opioid epidemic. Within HCV
treatment efforts, it will be important to take into account the unique experiences of these
younger, more recent initiates of IDU who face significant barriers to HCV treatment.

In summary, this study of HCV treatment in a community-based cohort of PWID enrolled in
the oral DAA era revealed increasing but still suboptimal HCV treatment uptake. It will be
critical to develop and implement strategies to address the complex needs of PWID, a
population often marginalized from the health care system, and increase HCV treatment
uptake among PWID to achieve HCV elimination goals.
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Descriptive characteristics of a community-based sample of 418 PWID in Baltimore by awareness of chronic

HCYV status, 2015-2018

Characteristic Total 418 N (%) | Not Aware106 N (%) | Aware312N (%) | p-value
Sociodemogr aphic characteristics
Female gender 114 (27.3) 20 (18.9) 94 (30.1) 0.02%
Age (years), median (IQR) 49 (40-56) 48 (37-55) 50 (40-56) 0.1
HIV infection 95 (22.7) 16 (15.1) 79 (25.3) 0.03%
Race
African American 239 (57.2) 56 (52.8) 183 (58.7) 0.5
White 152 (36.4) 41(38.7) 111 (35.6)
Other 27 (6.5) 9 (8.5) 18 (5.8)
Completed high school/obtained cep? 216 (51.8) 56 (52.8) 160 (51.5) 0.8
Ever homeless 347 (83.0) 88 (83.0) 259 (83.0) 1.0
Ever incarcerated = 7 days 382 (91.4) 99 (93.4) 283 (90.7) 0.4
Annual income < $5,000 223 (53.3) 60 (56.6) 163 (52.2) 0.4
Currently employed 25 (6.0) 9(8.5) 16 (5.1) 0.2
Ever received substance use disorder treatment 390 (93.3) 94 (88.7) 296 (94.9) 0.03
Have a primary care provider§ 313 (76.5) 68 (65.4) 245 (80.3) <0.01%
Residence Iocation//
Baltimore city 371(89.2) 94 (89.5) 277 (89.1) 0.9
Outside of Baltimore city 45 (10.8) 11 (10.5) 34 (10.9)
Year recruited into ALIVE study
2015 54 (12.9) 14 (13.2) 40 (12.8) 0.6
2016 134 (32.1) 39 (36.8) 95 (30.4)
2017 149 (35.6) 35 (33.0) 114 (36.5)
2018 81 (19.4) 18 (17.0) 63 (20.2)
Lifetimedrug use characteristics
Years since initiating injection drug use, median (IQR) 25 (15-35) 20 (9-32) 25 (17-35) <0.01”
Injected = once/day on average since first started injecting 384 (91.9) 96 (90.6) 288 (92.3) 0.6
Shared syringes” 349 (83.7) 83 (78.3) 266 (85.5) 0.08
Injected cocaine 367 (87.8) 88 (83.0) 279 (89.4) 0.08
Injected heroin 412 (98.6) 106 (100.0) 306 (98.1) 0.37
Injected speedball (concurrent heroin and cocaine) 376 (90.0) 94 (88.7) 282 (90.4) 0.6
Injected prescription opioids 153 (36.6) 42 (39.6) 111 (35.6) 0.5
Smoked crack 370 (88.5) 91 (85.9) 279 (89.4) 0.3
Recent drug use characteristics
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Characteristic

Total 418 N (%)

Not Aware 106 N (%)

Aware 312N (%)

p-value

Injected drugs in the past 6 months#

359 (87.8)

93 (89.4)

266 (87.2)

0.6

GED: general educational development
.
Fisher exact test

*
p<0.05

Il participant missing education status is excluded from percent calculations.

§9 participants missing information on whether they had a primary care physician are excluded from percent calculations.

//2

participants missing residence information are excluded from percent calculations.

”1 participant missing history sharing syringes is excluded from percent calculations.

9 participants missing past 6 month injection status are excluded from percent calculations.
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Univariable and multivariable analyses of factors associated with HCV treatment among 312 community-
recruited PWID in Baltimore who were aware of their HCV status, 2015-2018

Characteristic Not Treated 240 N (%) | Treated 72N (%) | OddsRatio (95% Cl) | Adjusted OddsRatio
(95% ClI)
Sociodemogr aphic characteristics
Female gender 76 (80.9) 18 (19.1) 0.7(04,1.3) 0.8 (0.4,1.5)
Age (per 5 years) 48 (40-55) 7 54 (47-59) f 13(1.2,15)% 0.9 (0.6, 1.1)
HIV infection 45 (57.0) 34 (43.0) 3.9(2.2,6.8) * 25(1.3,4.8) *
Race
African American 127(69.4) 56 (30.6) Ref Ref
White 96 (86.5) 15 (13.5) 0.4 (0.2-0.7) 0.6 (0.3,1.2)
Other 17 (94.4) 1(5.6) 0.1 (0.0-1.0) 0.2 (0.0, 1.7)
Completed high school/obtained GED? 126 (78.8) 34(21.3) 0.8 (0.5, 1.4) -
Ever homeless 200 (77.2) 59 (22.8) 0.9(0.5,1.8) -
Ever incarcerated = 7 days 217 (76.7) 66 (23.3) 1.2 (0.5, 3.0) -
Annual income < $5,000 138 (84.7) 25 (15.3) 0.4(0.2,0.7) * 0.5 (0.3, 1.0) *
Currently employed 8 (50.0) 8 (50.0) 3.6(1.3,10.0)" 41 (1.2, 14.4)
Ever received substance use disorder
treatment 226 (76.4) 70 (23.7) 2.2(0.5,9.8) -
Have a primary care provider® 176 (71.8) 69 (28.2) 74(2.3,246) 43 (12,1497
Residence Iocation//
Baltimore city 216 (78.0) 61 (22.0) Ref. -
Outside of Baltimore city 23 (67.6) 11 (32.4) 1.7 (0.8,3.7) -
Year recruited into ALIVE study”
2015-2016 112 (83.0) 23 (17.0) Ref.’/ R
2017 86 (75.4) 28 (24.6) 1.6 (0.9, 2.9) -
2018 42 (66.7) 21 (33.3) 2.4(1.2,4.9) -
Lifetime drug use characteristics
Years since initiating injection drug use
(per 5 years) 24 (16-32) 32 (24-42)" 13(12,15)" 13(11,16)"
Injected = once/day on average since )
first started injecting 221 (76.7) 67 (23.3) 1.2 (0.4,3.2)
Shared syringes” 203 (76.3) 63 (23.7) 1.4(0.6,3.2) -
Injected cocaine 213 (76.3) 66 (23.7) 1.4 (0.6, 3.5) -
Injected heroin 236 (77.1) 70 (22.9) 0.6 (0.1,3.3) -
Injected speedball (concurrent heroin }
and cocaine) 215 (76.2 67 (23.8) 1.6 (0.6, 4.2)
Injected prescription opioids 92 (82.9) 19 (17.1) 0.6 (0.3,1.0) -
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Characteristic

Not Treated 240 N (%)

Treated 72N (%)

Odds Ratio (95% Cl)

Adjusted Odds Ratio
(95% ClI)

Smoked crack

217 (77.8)

62 (22.2)

0.7 (0.3, 1.5)

GED: general educational development

*
p<0.05

fMedian (Interquartile Range).

’tl participant missing education

§7 participants missing information on whether they had a primary care physician

I

1 participant missing residence information

”Because only n=40 were recruited in 2015, we combined 2015 and 2016 in logistic regression models.

#1 participant missing history sharing syringes.

Liver Int. Author manuscript; available in PMC 2021 October 01.



	Abstract
	Lay abstract
	Introduction
	Methods
	Study inclusion criteria
	Measures
	Statistical analyses

	Results
	Participant characteristics
	Progression along the HCV care continuum
	Factors associated with awareness of HCV status
	Factors associated with HCV treatment

	Conclusions
	References
	Figure 1:
	Figure 2:
	Table 1:
	Table 2:

