Hepatitis C Test and Treat Initial Visit

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

A 4

HCV RNA positive

A 4

* Prior DAA Treatment
* Known HBsAg Positive
* Known Hepatocellular Carcinoma
* Clinical evidence and/or history of decompensated cirrhosis
defined as: ascites, hepatic encephalopathy, jaundice, varices

A 4 A 4

NO YES

A 4

* Medication Reconciliation v

https://www.hep-druginteractions.org/checker
» Medication given at initial visit
* Draw labs: AST/ALT/PLT/HBsAg*

Specialist
consultation

* Discussion of risks of HBV coinfection** 1
* Instruct patient to start medication and will
be contacted if HBsAg is positive

* Initiate treatment with:
Glecaprevir/pibrentasvir x 8 weeks
or

Drug interaction
exists

A 4

Sofosbuvir/velpatasvir x 12 weeks

A 4 A 4

HBsAg Positive HBsAg Negative
v v
Continue HCV therapy and Continue HCV Therapy

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

v

Specialist referral for long
term HBV management




Hepatitis C Test and Treat Follow Up Visit

HCV RNA 4 weeks™*** after
completion of therapy

v v
Negative Positive
A 4 \ 4
Sustained Virologic Response Specialist Referral

A

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
A\ 4 A 4
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
[HBsAQ]) 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/HBYV 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.




