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 CARREGA DE LA MALALTIA
* 1.3 MILIONS DE MORTS PER HEPATITIS

* 87 % HEPATITIS B
* 13% HEPATITIS C

* 2.2 MILIONS DE NOUS INFECTATS

* 1.2 M HEPATITIS B
* 1.0 M HEPATITIS C

* 304 MILIONS VIUEN AMB HEPATITIS B O HEPATITIS C ( 12% NENS VHB )

Global hepatitis report 2024: action for access in low- and middle-income countries. Geneva: World Health
Organization; 2024. Licence: CC BY-NC-SA 3.0 I1GO.
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* CARREGA DE LA MALALTIA > gl

* AFRICA = 63% NOVA HEPATITIS B = 18% REP VACUNA AL NAIXER
* PACIFIC OEST = 47% MORTS HEPATITIS B = BAIXA COBERTURA TRACTAMENTS
* PAISOS ALTA RENDA ( USA)-> INCREMENTA HEPATITIS C ( UDVP)

* 13% VHB DIAGNOSTICATS
* 36% VHC DIAGNOSTICATS

Fig. 2.3. Prevalent cases of chronic hepatitis B by WHO region, 2022 C]Bm

Western Pacific Region I Notapplicable

Global hepatitis report 2024: action for access in low- and middle-income countries. Geneva: World Health
Organization; 2024. Licence: CC BY-NC-SA 3.0 I1GO.
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* CARREGA DE LA MALALTIA 3K CAMFiC

* TENOFOVIR DISOPROXIL FUMARATE (TDF) - HEPATITIS B

* SOFOSBUVIR/ DACLATASVIR (SOF/DAC) = HEPATITIS C

Global hepatitis report 2024: action for access in low- and middle-income countries. Geneva: World Health
Organization; 2024. Licence: CC BY-NC-SA 3.0 I1GO.
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5 * CARREGA DE LA MALALTIA 3K CAMFC

HEPATITIS A - CATALUNYA

Nre. casos

80
70

60
50
40
30
20
10

76

B Dona
20 16 i 21 EHome
7
im _.H B
2022 2023 2024
Anys

Font: Xarxa de Vigilancia Epidemiologica de Catalunya (XVEC). ASPCAT. Departament de Salut.
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Ferrer Calanda A, Izquierdo Gomez C, Martinez Mateo A, Mendioroz Pefia J. Situacié epidemioldgica de I'hepatitis A: Catalunya, 2022-2024. Barcelor
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—————————— INCLUSIVITY IN PEQOFLE, METHODS, AND OUTCOMES —m8
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Feasibility and Acceptability of Universal Adult IEI
Screening for Chronic Hepatitis B in Primary Care
Clinics
Richie V. Chu, BA,""" Sai Samala™®, Thanh viet Doan ™, Armaan lamal, B85,
Anuradha Phadke, MD, " Sam So, MD,*" Richard So, MPH, MP,*” Hang Pham, MD, MPH,*

Jooeliza Chaudhary, M, Robert Huang, MD, M3, Glora Kim, MD, >
Latha Pataniappan, MD, M5, Kadna Kim, MSW, Malathi Srinivasan, MD™"
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CRIBRATGE

* 2/3 INFECTATS A USA NO CONEIXEN LA SEVA INFECCIO

* CDC RECOMANA CRIBRATGE UNIVERSAL DE VHB MARC 2023.
STANFORD INICIA 2022 PER APIC
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METODE

* 6 MESQOS

* ENQUESTA A 143 PROVEIDORS D'ATENCIO PRIMARIA DE 13 CLINIQUES
D‘APiC DE STANFORD SOBRE L'ACCEPTABILITAT | LA VIABILITAT DE LA IMPLEMENTACIO
DEL CRIBRATGE UNIVERSAL DE L'HEPATITIS B CRONICA

* ENTREVISTES SEMIESTRUCTURADES AMB 15 PROVEIDORS D'ATENCIO PRIMARIA
| 5 ASSISTENTS MEDICS AL VOLTANT D'ALERTES | DETECCIO UNIVERSAL
D'HEPATITIS B CRONICA VERSUS DETECCIO BASADA EN EL RISC

www.camfic.cat




RESULTATS

45 % RESPOSTES

63% CREUEN QUE AUGMENTA IDENTIFICACIO HEPATITIS B CRONICA

77% O-5 TESTS PRE
71% > 6 TESTS POST

www.camfic.cat

66 % CREUEN QUE PERMET MILLORARA ESTIGMA PER PARLAR DE RISCS




RESULTATS- ENTREVISTA

* (1) baixa carrega clinica

* (2) sub screening actual dels grups de risc

* (3) proveidors que prefereixen cribratge universal
* (4) pacients que accepten el cribratge universal

* (5) facilitat d'implementacio d'alerta d'hepatitis B
cronica

www.camfic.cat




CRIBRATGE
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Batz O, Petroff D, Jedrysiak K, Wolffram I, Berg T, Kramer J, Wiegand J. Successful hepatitis B a
screening in the health check-up in the German primary care setting. JHEP Rep. 2024 May

24,6(9):101122. doi: 10.1016/j.jhepr.2024.101122. PMID: 39188540; PMCID: PMC11345383.
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INTRODUCCIO

* OBJECTIU OMS— ELIMINAR HEPATITIS C EL 2030
* INCLOURE CRIBRATGE A APiC A ALEMANYA PER VHB | VHC

* AVALUAR RESULTATS 1 ANY DESPRES IMPLEMENTACIO
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METODE

* CRIBRATGE AMB HBsAg/HBV DNA | anti-HCV/HCV RNA
* 286.192 PERSONES DE 11 EAPS

* SEPARATS PER CATEGORIES DE INDEX SOCIO-ECONOMIC
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RESULTATS

 DES DE 30.106 HBs AG i 31.266 ANTI-HCV PETICIONS DEL 2018 A
286.192 TESTS

* VHC +
* AUGMENTEN EN 35-44 ANYS DEL 98% HOMES | 123 % DONES

* AUGMENTEN EN 75-84 DEL 518% HOMES | 514% DONES
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RESULTATS

Table 1. Number of HBsAg-positive patients from October 2021 until September 2022 by sex, age and “screening status”.

Males Females

Effect of screening: Effect of screening:

Increase of HBsAg-positive patients Increase of HBsAg-positive patients

Age category (years) Non-screening Screening compared to the non-screening »0Outine Non-screening Screening compared to the non-screening »dutine
35-44 108 169 156% 101 132 131%
45-54 106 205 193% 65 151 232%
55-64 83 202 243% 78 165 212%
65-74 47 142 302% 51 150 294%
75-84 14 43 307% 10 74 740%
=84 1 9 900% 4 21 525%

Table 2. Number of anti-HCV-positive patients from October 2021 until September 2022 by sex, age and “screening status”.

Males Females

Effect of screening: Effect of screening:

Increase of anti-HCV positive patients Increase of anti-HCV positive patients

Age category (years) Non-screening Screening compared to the non-screening reatine Non-screening Screening compared to the non-screening reaine
35-44 174 170 98% 96 118 123%
45-54 209 254 122% 97 198 204%
55-64 134 313 234% 95 299 315%
B65-74 55 176 320% 56 212 379%
75-84 17 88 518% 29 149 514%
>84 4 24 600% 17 75 441%

www.camfic.cat




RESULTATS

PREVALENCA HBsAg I HBV DNA VA SER 0.54% I 0.39%

HBsSAQ + 72.7% VAN SER HBV DNA +

PREVALENCA anti-HCV I HCV RNA VA SER 0.79% I 0.13%

anti-HCV + 16.3% VA SER HCV RNA +
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TEST | TRACTAR
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RESEARCH LETTER

Gastro Hep Advanoss 2024:3917-919

Hepatitis C Virus r-3
(HCV) Test and Treat
Training Improves

HCV Screening Rates

in Resident

Associated Academic
Primary Care Clinics

he World Health Organization
tzsked health systems to elim-
inate hepatitis C virus (HCV) as a
public health threat by 2030. Specific
godls indude a 90% reduction in inci-
dence and prevalence, trestment of 809
of eligible persons with chronic HCV, a
65% reducton in HCV-related deaths,
and universal access to key prevention
and treatment services. To meet elimi-
nation goals, 2020 United States Preven-
tative Task Force guidelines expanded
to recommend onetime screening for
all adults zged 1879 in addition to
those with high-risk behaviors.
Treastment consisting of pan-
genotypic direc-acting antivirals al-
lows patients to receive a relatively
short course of well-tolerated, highly
efficacious, and often curative oral
therapy. Their excellent safety profile
and minimal need for monitoring allow
nonspecizlist providers such as nurses,
pharmacists, and general practitioners
to provide HCV treatment—expanding
the pool of clinidans available to help
achieve sustained virologic response
[SVH).' Although HCV screening often
falls to primary care practifoners
[PCPs), most PCPs remain unaware of
their zhility to successfully treat HCV.?
To inmrease treatment efforts in the
primary care setting, the “ECHO™ cre
pathway engages HCV spedalists that
support PCPs, often virtually, through
a defined crrdculum  focused on
mentorship and a5 needed consultz-
tion.** Other programs have trialed
HCV  trestment in  primary re
through direcly tmining primary @re
providers in HCV management with
overal high rates of VR A limited
number of studies evaluating the

implementation of training curricu-
lums specifically for resident physi-
dans found a significnt improvement
in resident confidence in treating HCV®
and high rates of SVR.

To further increase the HOV pro-
vider pool, we developed an zlgorithm
to trzin internal medicine resident
physidans at our academic institution
to bath test for and treat HCV. We held
training sessions in early 2023 and
early 2024, reviewing updated HCV
screening guidelines and teaching res-
idents how to effectively treat HCV in
their primary care continuity clinics. A
survey was administered both before
and after the training session to assess
resident understanding and comfort
levels with HCV screening and treat-
ment A Ctest-and-trest”  protocol
(Figure 1) was provided to residents to
reference in future clinics. Specific pa-
rameters induding fibrosis-4 index for
liver fibrosis <1.45, negative HIV, and
negative hepatitis b surfsce antigen,
hased on the American Association for
the Study of Liver Diseases simplified
guidelines for HCV treatment at the
time,"" were used to select patients
appropriate for treatment in the resi-
dent primary care clinic setting if
these parameters were not met,
referral to a specialist was recom-
mended. Residents were also provided
guidelines for monitoring via labora-
tory work and follow-up visits. Addi-
tionally, we developed a live
dashboard to pull electronic medical
record datz on resident HCV screening
and trestment practices to incease
acoountability (Figure A1).

From January 1, 2021, to |anuary
25, 2023 (pre-training), 4811 encoun-
ters in resident clinic had HCV
screening due. Of these, 668 were
appropriately screened (13.88%) and
10 were HCV antibody positive; two
had positive RNA polymerase chain
reactions and were bpth referred to
hepatology (Table 1). In the first three
months  post-training,  the HCV
screening rate improved to 24.04%
(151 /628, P < 0001) and the antibody
positivity rate inaeased from 1.50% to

265%. At six and 12 months, the
improved screening rate held (24.31%
and 20979, respectively). Since the
initiation of the training program, no
patients with positive RNA polymerase
chain reaction have been detected.
However, post-training, residents (n =
46) showed improved understanding
of current HCV screening guidelines
[(56.5% — 100% crrecy identified
who should be sceened) and man-
agement per the test-and-treat proto-
cal  [282% —  739% correctly
identified referral parameters). Resi-
dents (n = 46) also felt significantly
maore comfortzble prescibing HCV
treatment post-training (mean comfort
level on a Likert smle of 1-5 increased
178 — 387, P < 0001).

Deespite significant increases in HCV
screening rates, the overall rates
remain inadequate. We therefore pol-
led residents (n= 22) to determine the
cause of infrequent testing The most
common response was “not going for
any other hloodwork, dedded o delay
until next bloodwork due® (n = 12,
54.59), followed by “patient declined”
(n =5, 22.79%) and “forgot” (n = 4,
182%). Delbying screening mn lead to
omission of screening if patients are lost
to follow-up or establish care elsewhere.
It was also noted that screening rates
dedined between 6 and 12 months,
either due to lack of consistent practice
or new, untrained resident physicians
joining the dinic. These limitations
emphazsize the need for ongoing educa-
tion in residency training.

Our study shows that the imple-
mentation of a test-and-treat algorithm
in the primary @re clinic significantly
improves screening rates for HCV. A
model  that  increases  providers
through  an  education mentoring
network, such as a residency program,
may be more effective than single-
directed edumtonsl  interventions.
These residents can mentor inoming
trainees and share their expertise at
ather practices after graduation. Mov-
ing the management of HCV to primary
care increases acoess to HCV testing
and treatment, especially in rural
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Simplified HCV Care Cascade

RESULTATS

Adult age 18-79 % 1 tima screen (EPIC flags patient with a pap-up) Patients with additional high risk behaviors

HCW-Ab with reflex to HCV PCR

HCV PCH +

Crotaln baseline Laba: HIY, HAV | g5, HBaAg, HEcAD, HEsAb, GBG, CMP, IMR, FIB 4, Pregnancy test (if applicable)

Chronie HCV and:
FlB4 <145, HIV (), HBsAg (-] and ne previous histary of Hepatitls B, Pregnancy test (-] if spplicable, no previous HCV tresrment, no signifcant substance abuse

I all of abowe true, safe to treat in your primary care clinis: If any of the Tallowing:
GFford weaks ar SOF/VEL for 12 wooks FIB4 > 1.45, +HIV, +HBsAg, +HBuAb and/or +HBsAb, Substance Abuse, Pregnancy,
- Offer vaccination for those who are HEsMb (- Previously treated for HOW
Orar through Specialty Pharrmacy - Epic message pharrmscists o get started + Refer for specialty co-managemant

nitorwith Labs and Clnkc follow up:
rting treatment: CBC, CMP and HCV RMA Quant™
End of reatmant: CBC, CMP and HOW RNA Quant**
SWR 4 HOW BNA Quant
BC, CMP and HCV RNA Quant
SVR 48 HCV RNA Quant
*The authars recognize this may not be nesded in a simplified algorithm; however, we fedt this step added comfort in treatment in an alternative setting,

swidence of treatment failure is congidered to be & "stopping criteria® and should be refarred for specialty co-managament,

www.camfic.cat




® .
RESULTATS gt CAMHC

Table 1. Table Showing Data Pre- and Post-Test and Treat Training. Post-Training Order Data Included in This Table Is

Pulled From the 6-Mo Post-Training Time Mark

Orders and survey data Pretraining Post-training P Value
Orders
HCV Ab orders 668/4811 (13.88%) 262/1075 (24.37%) .0001
HCV Ab+ 10/668 (1.50%) 7/262 (2.67%) 229
RMNA PCR+ 2/10 (20.0%) 0/7 (0%) .208
Survey data
Correctly identified HCV screening guidelines 26/46 (56.59%0) 46/46 (100%) <.0001
Correctly identified referral parameters 13/46 (28.2%) 34/46 (73.9%) <.0001
Mean comfort level (Likert scale 1-5) prescribing 1.78/5 3.87/5 <.0001

HCV medications

PCR, polymerase chain reaction.
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