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OBJECTIVE:Hepatitis C virus (HCV) treatment has expe-
rienced a rapid transformation in the USA. New direct-
acting antiviral (DAA)medicationsmake treatment easier,
less toxic, and more successful (90% or greater viral cure)
than prior, interferon-basedHCVmedications.We sought
to determine whether DAAs may have improved access to
HCV treatment for hard-to-reach populations such as the
homeless.
METHODS: In a retrospective study of VA electronic med-
ical record data, a cohort was created of 63,586 veterans
with a positive HCV RNA or genotype test taken at any
point fromJanuary 1, 2012, throughDecember 31, 2016.
Patient data were examined for up to 5 years using a
discrete time survival model to assess the relationship
between their housing status and receipt of HCVmedica-
tions in 6-month time periods in both the interferon and
DAA eras.
RESULTS: In the interferon era, the probability of HCV
treatment in a given 6-month window among housed vet-
erans, at 6.2% (95% CI: 5.3–7.1%) was significantly
higher than among veterans who were homeless or un-
stably housed; for example, among currently homeless
veterans, the probability of treatment initiation, in a given
6-month window, was 2.6% (95% CI: 1.9–3.3%). With the
arrival of DAAs, each housing category had an increased
probability of treatment initiation. For housed veterans,
the probability was 8.6% (95% CI: 8.3–8.9%) while for
currently homeless veterans, it was 6.3% (95% CI: 5.7–
6.9%).
CONCLUSIONS:We found a clear indication that the like-
lihood of treatment initiation was greater for all veterans
in the DAA era as compared to the interferon era. Howev-
er, disparities in treatment initiation rates between
housed and homeless veterans that were observed in the
interferon era persisted in the DAA era.
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INTRODUCTION

The treatment of hepatitis C virus (HCV) transformed rapidly
with the development in 2014 of interferon-free, oral, and brief
regimens using medications called direct-acting antivirals
(DAAs). DAAs, according to a New England Journal of Med-
icine article, have “revolutionized HCV treatment”.1 While
interferon era treatments had cure rates of 50% or less,2,3 DAAs
resulted in viral HCV cure 90% of the time.4 The high cure
rates, mild side effects, and shorter regimens have helped dra-
matically increase patient treatment initiation rates.
Not all populations have had easy access to HCV medica-

tions. Veterans have an estimated HCV prevalence of 6.2%5

compared to around 1.5% in the non-veteran US population.6,7

Homelessness has been identified as a barrier to HCV care and
treatment generally8 and has been observed as such specifi-
cally among veterans.9 In the interferon era, homeless veterans
were less likely than housed veterans to receive antiviral
treatments (22.9% and 31.0% respectively)10—this despite
the prevalence of HCV being substantially higher in homeless
veterans (13.4%) than in housed veterans (3.5%) and despite
cure rates being similar in both populations.10

Between 2015 and 2016, the VA invested over 1.5 billion
dollars in DAAs in an effort to treat virtually all veterans with
HCV.11–13 By October 2016, approximately 125,000 veterans
had been treated with DAAs, and about 27,000 veterans in VA
care remained untreated.14

DAA treatments, with shorter duration (12–24weeks of one
pill a day) and fewer side effects than interferon-containing
regimens, could potentially reduce treatment-specific barriers
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to HCV therapy that limited the success of the interferon-
based regimen among persons experiencing housing instabil-
ity or homelessness. Additionally, with DAAs, treatment
guidelines were revised to reinforce a message that substance
use disorder (SUD) and lack of a caregiver were not contrain-
dications to treatment, unlike with prior interferon therapies.15

These have traditionally represented barriers to treatment ini-
tiation for homeless and unstably housed populations.16 The
risk of SUD in those who are homeless is higher17,18 and
social support is generally lower than in housed populations.19

,1,2) Are categories of unstable housing and homelessness
meaningful in terms of differing rates of HCV treatment
initiation?

METHODS

Using VA’s electronic medical record data, we selected a
cohort of 63,586 veterans who tested positive for chronic
HCV infection between 2012 and 2016. We defined chronic
HCV infection as a positive HCV RNA test or an HCV
genotype test taken between January 1, 2012, and December
31, 2016. We structured our data in discrete time-to-event
format, examining up to 5 years of a patient’s data from their
initial positive HCV test until the date they initiated HCV
medications, or until censoring at the end of the study period
(December 31, 2016).
Specifically, we examined receipt of HCV treatment and

housing status in a series of 6-month windows, defined by the
date a veteran first received a positive HCV test. These 6-
month periods constitute our unit of analysis and the number
of person 6-month periods each patient contributes to the
analysis varies as a function of their HCV diagnosis date and
whether andwhen they receivedHCV treatment. For example,
for a patient diagnosed January 1, 2013, their initial 6-month
window starts that date and would end on June 30, 2013. If
they initiated HCV treatment on July 3, 2013 (i.e., in their 2nd

6-month period), they would contribute two person-6-month
periods to the study; if alternatively they had initiated treat-
ment on January 3, 2014, they would contribute three person-
6-month periods.
,1,20 (1) currently housed; (2) at risk of homelessness; (3)

currently homeless; (4) formerly homeless; and (5) multiple
homelessness indicators (see Table 1,
To assess whether both current housing instability and a

recent history of housing instability were associated with HCV
treatment initiation, we included measures of housing status
both in each six-month period and in the previous 6-month
period. We used a discrete time-to-event data structure, mean-
ing we examined whether patients initiated HCV treatment at
some point within a series of 6-month periods relative to their
initial date of HCV diagnosis. We used survival analysis,
which is designed for time-to-event data and can handle the
timing of event occurrence (initiation of HCV treatment) and
the possibility that individuals are censored (i.e., not observed

to initiate HCV treatment prior to the end of the study period).
Conventional logistic regression, which requires a fixed time
interval duringwhich an event occurred or not, would not have
been suitable. Instead, we used a discrete time survival
model—intended to handle discrete time-to-event data—to
assess the relationship between housing status, treatment era,
and treatment initiation.
We defined the start of DAA era as 1/1/2015, the date

ledipasvir/sofosbuvir was added to the VA formulary, mark-
ing a rapid increase in HCV treatment initiation.13 In our
primary analyses, covariates of interest were housing status
in the current 6-month window, housing status in the prior 6-
month window, a binary indicator of interferon era (prior to
1/1/2015) or DAA era (on or after 1/1/2015), and interaction
terms representing every possible combination of our housing
status measures and the treatment era indicator (e.g., current
homelessness in the DAA era, at risk of homelessness in the
interferon era). The inclusion of these interaction terms en-
abled an assessment of whether the relationship between
housing status and treatment initiation differed between the

Table 1 Housing Categories, with Definitions, used in Analyses

Category Definition (from Byrne et al. 2019*)

Housed Lack of any indicator, in VA administrative
data, that they meet criteria for any of the
four categories below

At risk of homelessness Screened positive for risk (by reporting
concern they would lose housing in <60
days) when responding to the Homelessness
Screening Clinical Reminder or if they
accessed Supportive Services for Veteran
Families homelessness prevention services

Currently homeless Using federal statutory definitions, we
included veterans who accessed a VA
residential homeless program (based on the
Homeless Operations Management and
Evaluation System), used Supportive
Services for Veteran Families rapid
rehousing services (which requires literal
homelessness as an eligibility criterion), or
reported current homelessness when
responding to the Homelessness Screening
Clinical Reminder.

Formerly homeless Received services from the US Department
of Housing and Urban Development/VA
Supportive Housing (HUD-VASH) pro-
gram, which provides HUD housing
vouchers and VA supportive services to
permanently house highly vulnerable,
chronically homeless veterans. This desig-
nation reflects the fact that, once housed,
veterans residing in HUD-VASH housing
are no longer considered homeless per the
federal definition.

Multiple homelessness
indicators

Based on a hierarchy in which former
homelessness superseded current
homelessness and current homelessness
superseded risk of homelessness. Former
homelessness superseded current
homelessness in this hierarchy because a
veteran had to be homeless to be eligible for
the HUD-VASH services we used to iden-
tify formerly homeless veterans.

,Public Health Reports. 2019;134(2):126–131
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interferon and DAA eras. This model also controlled for socio-
demographic characteristics, physical and mental health diag-
noses, and VA Medical Center (VAMC) (see Table 2) and
parameterized time as a cubic function. Physical health was
represented by a count of Elixhauser comorbidities,21 while
the mental health variable ranged from zero to four based on
the presence of diagnoses for depression, bipolar disorder,
psychoses, and post-traumatic stress disorder (see Supplement
2 for all ICD-9 and ICD-10 codes included). Because there
was a period when both DAAs and interferon-based regimens
were in use, we conducted sensitivity analyses comparing
treatment rates in 3 time periods—interferon (<1/1/2014),
combined (1/1/2014–12/31/2014), and DAA (≥1/1/2015). Be-
cause results indicated little difference between the interferon
era and combined era in terms of treatment initiation rates, we
present only the primary analyses described above. The sen-
sitivity analyses can be found in Supplement 3.
To facilitate interpretation of this model, we provide an

indication of how likely one group (e.g., currently homeless)
is to receive treatment compared to the other groups, using
Stata’s margins command to estimate predicted probabilities
of treatment initiation in an average 6-month window, strati-
fied by housing status and treatment era, holding all other
covariates at their mean values. We plotted these predicted
values and their associated 95% confidence intervals in Fig-
ure 1. Because these confidence intervals can overlap even in
instances where there are statistically significant differences
between these values, we used Stata’s pwcompare function to
conduct pairwise comparisons of the mean values of these
adjusted predicted probabilities, using a Bonferroni correction
to account for multiple comparisons. All assessments of sta-
tistically significant differences in the probability of treatment
initiation presented in the results section are based on these
pairwise comparisons. The VA Bedford Healthcare System’s
IRB approved the study.

RESULTS

Demographic information and treatment probabilities in the
interferon and DAA eras are shown for the cohort of 63,586
veterans who tested positive for HCV between 2012 and 2016
(Table 2). This sample was largely male (96%), and mostly
between 50 and 69 years of age. Most were white (60%); 29%
were African American. Other characteristics included in the
survival models are also shown. Most of the sample were
housed in at least one of their observed 6-month periods
(73%). Of the 27% remaining, in any of the 6-month windows,
8% were at risk of homelessness, 22% currently homeless,
13% formerly homeless/in long-term housing, and 14% with
multiple indicators of homelessness (percentages do not equal
100% because the categories are not mutually exclusive).
Treatment initiation rates were substantially higher in the

DAA era compared to the interferon era, in raw terms, regard-
less of whether one was currently housed or had experienced

one or more of the forms of homelessness/housing instability.
For example, for those housed, the treatment initiation rate
was 47.6 per 1000 person-years in interferon and 229.1 per
1000 person-years in DAA era. For those at risk of homeless-
ness, the respective treatment initiation rates per 1000 person-
years were 31.2 and 216.6; similarly, the other 3 categories of
homelessness showed higher treatment initiation rates in DAA
era compared to interferon era.
The results of the discrete time survival model are shown in

Figure 1. The figure displays the adjusted predicted probabili-
ties of treatment initiation in both the interferon and DAA eras,
stratified by housing status. In the interferon era (red bars), the
probability of HCV treatment initiation in a given 6-month
period among housed veterans (6.2%, 95% CI: 5.3–7.1%)
was significantly higher than veterans who were currently
homeless (2.6%, 95% CI: 1.9–3.3%), formerly homeless
(3.9%, 95% CI: 2.5–5.2%), or who had multiple indicators of
homelessness (2.0%, 95% CI: 1.3–2.7%), but not significantly
different from veterans who were at risk of homelessness
(3.8%, 95% CI: 1.9–5.8%). The pairwise comparisons also
found that those with multiple indicators of homelessness had
a significantly lower probability of treatment initiation as com-
pared to those who were formerly homeless, but there were no
other significant differences among the groups with some indi-
cator of homelessness. Each housing category had an increased
probability of treatment initiation with the arrival of the DAAs
(blue bars), with four of the five differences being statistically
significant. The sole group without a statistically significant
difference was at risk for homelessness. The largest increase
was in currently homeless veterans, whose probability of treat-
ment initiation in a six-month window increased from 2.6% in
the interferon era to 6.3% in the DAA era, nearly a two-and-a-
half-fold increase. As in the interferon era, the probability of
HCV treatment initiation in the DAA era in a 6-month window
was significantly higher for housed veterans (8.6%, 95% CI:
8.3–8.9%) than for those at risk, (6.5%, CI 5.5–7.6%), formerly
homeless (6.6%, 95% CI: 5.9–7.3%), currently homeless,
(6.3%, 95% CI: 5.7–6.9%), and who had multiple indicators
of homelessness (4.7%, 95% CI: 4.1–5.2%). In pairwise com-
parisons, those with multiple indicators of homelessness had a
significantly lower probability of treatment initiation than those
who were at risk, currently homeless, and formerly homeless.
In separate analyses, we found that there was relatively little
evidence that recent past history of housing status (i.e., in the
prior 6-month window) was associated with the probability of
treatment initiation in a given 6-month window (Supplement
4).

DISCUSSION

This is the first study, to our knowledge, of how DAAs have
influenced HCV treatment access among the homeless and
marginally housed. DAAs appear to have dramatically in-
creased access to HCV treatment among veterans, compared

1040 McInnes et al.: Hepatitis C Treatment in Homeless Veterans JGIM



to the era in which interferon-based treatments were used.
Among veterans linked to HCV care, the treatment rates went
from 11.8% in the interferon era to 59% in the DAA era.13 Not
unexpectedly, housing status was associated with access to
treatment. We found that regardless of treatment era (interfer-
on or DAA), being homeless or unstably housed was associ-
ated with lower HCV treatment initiation rates compared to
being housed. In the interferon era, currently homeless vet-
erans were only 42% as likely as stably housed veterans to
initiate treatment. This difference persisted in the DAA era but

was attenuated: in a given 6-month window, currently home-
less veterans were only 73% as likely as stably housed to
initiate treatment.
Not all types of housing instability (at risk of homelessness,

currently homeless, formerly homeless, multiple types of
homelessness) were associated with lower odds of treatment
initiation, compared to being housed. For instance, there was
no significant difference in treatment initiation rates between
the at-risk group versus the housed group. A potential expla-
nation for this is that because the at-risk group resides in

Table 2 Treatment Initiation Rates by Sample Demographics, Comparing the Interferon to the DAA Era

Characteristic Overall Interferon ERA (1/1/2012-12/31/2014) DAA era (1/1/2015-12/31/2016)

Total veterans, N
(%)

Total
veterans N

Treatment initiated
veterans, N (rate per 1000
person-years)

Total
veterans, N

Treatment initiated
veterans, N (rate per 1000
person-yrs)

Total 63586 (100.00%) 37133 2826 (44.19) 60760 20396 (229.13)
Male 60833 (95.67%)) 35601 2716 (44.17) 58117 19635 (230.66)
Female 2749 (4.32%) 1529 110 (44.89) 2639 760 (195.78)
Unknown sex 4 (0.01%) 3 0 (0.00) 4 1 (200.00)
18–29 3766 (5.92%) 1896 83 (28.72) 3683 826 (149.29)
30–39 2602 (4.09%) 1377 84 (37.71) 2518 567 (149.33)
40–49 6643 (10.45%) 3849 304 (47.31) 6339 1975 (210.17)
50–59 32825 (51.62%) 19482 1656 (48.98) 31169 11788 (261.38)
60–69 15760 (24.79%) 9340 677 (41.22) 15083 4947 (224.49)
70+ 1990 (3.13%) 1189 22 (10.14) 1968 293 (92.97)
American Indian/Alaska
Native

546 (0.86%) 313 34 (65.45) 512 162 (209.30)

Asian 197 (0.31%) 102 1 (6.31) 196 38 (131.03)
Black/African American 18166 (28.57%) 10558 525 (28.19) 17641 6323 (245.00)
Hispanic or Latinx 3376 (5.31%) 2006 155 (46.19) 3221 948 (196.03)
Multi-race 509 (0.80%) 295 19 (36.71) 490 159 (217.51)
Native Hawaiian/Other Pa-
cific Islander

345 (0.54%) 203 25 (74.74) 320 98 (204.59)

White 38202 (60.08%) 22342 1977 (51.89) 36225 12117 (229.29)
Unknown Race/Ethnicity 2245 (3.53%) 1314 90 (38.54) 2155 551 (169.56)
Divorced or Separated 27536 (43.31%) 16413 1190 (41.48) 26346 8864 (227.70)
Married 20622 (32.43%) 11730 1076 (54.16) 19546 6859 (246.26)
Single 12154 (19.11%) 7106 443 (36.43) 11711 3728 (212.93)
Widowed 2868 (4.51%) 1687 107 (36.73) 2761 828 (199.25)
Unknown marital status 406 (0.64%) 197 10 (31.60) 396 117 (206.17)
Not service connected
(NSC)

31808 (50.02%) 18556 1505 (47.29) 30303 10690 (242.63)

NSC, VA pension 3852 (6.06%) 2423 123 (28.03) 3729 1145 (199.46)
Other 955 (1.50%) 604 20 (18.17) 935 249 (171.43)
Service connected (SC) 50–
100%

15219 (23.93%) 8778 619 (41.03) 14600 4376 (202.42)

SC less than 50% 11731 (18.45%) 6759 559 (48.54) 11172 3930 (243.92)
Unknown VA eligibility 21 (0.03%) 13 0 (0.00) 21 6 (196.72)
AUD* 4934 (7.76%) 2976 166 (30.18) 4768 1292 (174.80)
SUD* 5918 (9.31%) 3464 183 (29.83) 5735 1590 (178.62)
HIV* 437 (0.69%) 284 21 (41.54) 416 125 (195.47)
Liver Disease* 1279 (2.01%) 764 99 (77.22) 1180 292 (165.25)
Housed* 46619 (73.32%) 27406 2494 (47.58) 48174 17490 (229.08)
At risk of homelessness* 5287 (8.31%) 2809 22 (31.18) 2831 150 (216.61)
Currently homeless* 13752 (21.63%) 7889 128 (25.63) 9731 986 (218.17)
Formerly homeless—in long
term supportive housing*

8522 (13.40%) 4407 66 (35.53) 6621 760 (228.37)

Multiple indicators of
homelessness*

8799 (13.84%) 4613 116 (29.22) 5837 1010 (244.79)

Mental illness diagnoses,
mean (SD)

0.22 (0.54) 0.21 (0.54) 0.17 (0.47) 0.22 (0.55) 0.18 (0.50)

Elixhauser index, mean (SD) 0.48 (1.13) 0.48 (1.10) 0.34 (0.83) 0.48 (1.15) 0.35 (0.89)
Outpatient visits*, mean
(SD)

11.91 (16.40) 12.56
(16.59)

19.56 (15.09) 11.44
(16.25)

18.13 (16.10)

Inpatient stays*, mean (SD) 0.22 (0.73) 0.25 (0.77) 0.15 (0.53) 0.20 (0.70) 0.15 (0.54)

Notes: Treatment initiation differed significantly (Bonferroni-adjusted p < 0.01) by all characteristics except for sex and HIV status based on chi-square
tests (or Fisher’s exact tests when appropriate). *Indicates characteristics that were allowed to vary by person-period. Frequencies reported in “Total
veterans” columns for these characteristics represent the number of veterans who ever held this characteristic (e.g., total veterans who had AUD in ≥1
person-period)
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housing, albeit tenuously, they may share features of the
housed group (access to internet, calendar for keeping track
of appointments, etc.) which enable regular contact with the
healthcare system.
Our findings are consistent with research indicating that

unstable housing and homelessness may present barriers to
medication adherence in tuberculosis22 and HIV.23,24 Re-
search into social determinants of health, more broadly, sug-
gests that making treatments accessible to the widest popula-
tion possible will require fundamental socio-economic chang-
es, such as affordable housing and job opportunities.25,26

Availability of mental health and substance use services is
important because mental illness and SUD are implicated
among the causes of homelessness and contribute to its
prolongation.27

Our study had several limitations. By focusing on treatment
initiation, we highlight only one facet of DAAs’ impact. We
emphasized access to treatment, often a barrier to improved
health among vulnerable populations; nevertheless, additional
work is needed to follow patients all the way to sustained HCV
viral response, to determine the extent of inadequate medica-
tion adherence and lost to follow-up. The veterans in our
dataset were enrolled in VA healthcare and thus not represen-
tative of all veterans; similarly, our findings may not general-
ize to the non-veteran populations. Treatment initiation was

only captured if a veteran received treatment in the VA, thus
excluding outside treatments that some patients in our dataset
may have received. Hence, our treatment initiation rates may
be a lower-bound. Nevertheless, the VA’s full payment for the
expensive HCV treatment would have been a strong incentive
for veterans eligible for VA care to seek treatment in VA.
The classification of veterans into housing categories

was based on administrative databases which may, in
some cases, have lags resulting in a homelessness epi-
sode being attributed to the wrong 6-month period. Our
currently homeless category encompassed both sheltered
and unsheltered veterans (with the latter presumably
encountering more HCV treatment barriers than the for-
mer) because it was not possible to easily separate them
in this study. For our housed category, misclassification
was possible if veterans experiencing homelessness had
not used any VA homelessness-related services nor re-
ported their homelessness to any VA personnel. Finally,
while our analytic approach examines housing status and
treatment initiation in 6-month windows, we could not
identify with any more precision whether a change in
housing status within a given 6-month window preceded
or followed treatment initiation.
There are other possible drivers of the increased treatment

rates we observed in the DAA era. The arrival of DAAs was

Figure 1 Homelessness interaction with treatment era. Adjusted predicted probabilities of treatment initiation in a given 6-month window.
*“Housed” indicates a lack of an indicator of homelessness in a subject’s record. DAA, direct-acting antiviral.
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anticipated among hepatologists potentially leading them to
advise some patients to delay treatment until better regimens
became available. This may have led to pent-up demand
making treatment rates artificially elevated after DAAs be-
came available. Data showing declining rates of treatment
initiation among veterans in the years preceding DAAs sup-
port this assertion.28 Additionally, pressures to rapidly treat
veterans led to congress infusing the VA healthcare system
with funds to purchase substantial quantities of DAAs, creat-
ing pressures on providers to quickly treat veterans, as de-
scribed by Moon et al.28

Despite the shortcomings, this study’s strengths outweigh
the limitations, including the size of the dataset and the ability
to classify patients based on different types of homelessness. It
provides a novel view into how innovations (in this case
dramatically improved HCV medications) spread to popula-
tions and the extent to which they reduce disparities or not.
In conclusion, the arrival of DAA’s helped all groups of

veterans, housed and non-housed, achieve substantially better
access to HCV treatment. Nevertheless, disparities in access to
treatment, which had existed in the era of interferon-
containing treatments, persisted even with the introduction of
highly effective, tolerable, and shorter duration DAA treat-
ments. In a system where the patient cost of HCV treatments
would not have been a barrier, there must be other explana-
tions for lower initiation rates among patients experiencing
homelessness. Some providers, for example, may consciously
or unconsciously offer HCV treatments less often to patients
experiencing homelessness due to concerns that this popula-
tion’s higher rates of substance use may lead to higher rates of
HCV re-infection after treatment.29,30 Another provider
concern—about the frequent theft or loss of medications
among persons unstably housed31—represents both a per-
ceived and a true barrier to patients’ treatment adherence.
Additional understanding of these barriers and how to over-
come them are needed to make these life-saving treatments
available to all patients, regardless of their housing status or
other social or economic vulnerabilities.
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06933-z.

Contributors: Not applicable

Corresponding Author: D. Keith McInnes, ScD, MS; Center for
Healthcare Organization and Implementation Research, VA Bedford
Healthcare System, Bedford, MA, USA (e-mail: donald.mcinnes@va.
gov).

Funders This material is based upon work supported by the
Department of Veterans Affairs, Veterans Health Administration,
Office of Research and Development, Health Services Research and
Development grant number IIR 14-322.

Data Availability The datasets generated during and analyzed
during the current study are not publicly available due to data
security and privacy policies at the VA Bedford Healthcare System,
but individuals willing to undergo necessary background checks and

credentialing may be able to gain access. They may contact the
corresponding author to make a request.

Declarations:

Disclaimer: The findings and conclusions in this article are those of
the authors and do not represent the views of the VA or the US
Government.

REFERENCES
1. Chung RT, Baumert TF. Curing chronic hepatitis C—the arc of a medical

triumph. N Engl J Med. 2014;370(17):1576-8.
2. Simin M, Brok J, Stimac D, Gluud C, Gluud L. Cochrane systematic

review: pegylated interferon plus ribavirin vs. interferon plus ribavirin for
chronic hepatitis C. Aliment Pharmacol Ther. 2007;25(10):1153-1162.

3. Singal AG, Volk ML, Jensen D, Di Bisceglie AM, Schoenfeld PS. A
sustained viral response is associated with reduced liver-related morbid-
ity and mortality in patients with hepatitis C virus. Clinical gastroenter-
ology and hepatology. 2010;8(3):280-288. e1.

4. Asselah T, Boyer N, Saadoun D, Martinot-Peignoux M, Marcellin P.
Direct-acting antivirals for the treatment of hepatitis C virus infection:
optimizing current IFN-free treatment and future perspectives. Liver
International. 2016;36:47-57.

5. Backus LI, Belperio PS, Loomis TP, Yip GH, Mole LA. Hepatitis C virus
screening and prevalence among US veterans in Department of Veterans
Affairs care. JAMA Intern Med. 2013;173(16):1549-1552.

6. Butt AA, Justice AC, Skanderson M, Rigsby MO, Good CB, Kwoh CK.
Rate and predictors of treatment prescription for hepatitis C. Gut.
2007;56(3):385-389.

7. Denniston MM, Jiles RB, Drobeniuc J, et al. Chronic hepatitis C virus
infection in the United States, national health and nutrition examination
survey 2003 to 2010. Ann Intern Med. 2014;160(5):293-300.

8. Thompson VV, Ragland KE, Hall CS, Morgan M, Bangsberg DR.
Provider assessment of eligibility for hepatitis C treatment in HIV-
infected homeless and marginally housed persons. Aids. 2005;19:S208-
S214.

9. Noska AJ, Belperio PS, Loomis TP, O’Toole TP, Backus LI. Prevalence
of human immunodeficiency virus, hepatitis C virus, and hepatitis B
virus among homeless and nonhomeless United States veterans. Clinical
Infectious Diseases. 2017;65(2):252-258.

10. Noska AJ, Belperio PS, Loomis TP, O’Toole TP, Backus LI. Engagement
in the hepatitis C care cascade among homeless veterans, 2015. Public
Health Reports. 2017;132(2):136-139.

11. Graham J. VA extends new hepatitis C drugs to all veterans in its health
system. Jama. 2016;316(9):913-915.

12. Staff Report. VA Expands Hepatitis C Drug Treatment. New Jersey Today.
March 9. Accessed September 1, 2020. http://njtoday.net/2016/03/09/
va-expands-hepatitis-c-drug-treatment/

13. Belperio PS, Chartier M, Ross DB, Alaigh P, Shulkin D. Curing
hepatitis C virus infection: best practices from the US Department of
Veterans Affairs. Ann Intern Med. 2017;167(7):499-504.

14. US Department of Veterans Affairs. VA on path to cure 100,000 Veterans
of hepatitis C. Office of Public and Intergovernmental Affairs. Accessed
June 12, 2020. https://www.va.gov/opa/pressrel/pressrelease.cfm?
id=5219

15. Chung R, Ghany M, Kim A, et al. Hepatitis C guidance 2018 update:
AASLD-IDSA recommendations for testing, managing, and treating
hepatitis C virus infection. Clinical infect ious diseases .
2018;67(10):1477-1492.

16. Gifford AL. Sutton’s Law, Substance Use Disorder, and Treatment of
Hepatitis C in the Era of Direct-acting Antivirals. J Gen Intern Med.
2020;35:988-989.

17. Bassuk EL, Buckner JC, Perloff JN, Bassuk SS. Prevalence of mental
health and substance use disorders among homeless and low-income
housed mothers. Comparative Study Research Support, Non-U.S. Gov’t
Research Support, U.S. Gov ’ t , P.H.S. Am J Psychiatry.
Nov 1998;155(11):1561-4.

18. Tsai J, Kasprow WJ, Rosenheck RA. Alcohol and drug use disorders
among homeless veterans: Prevalence and association with supported
housing outcomes. Addictive behaviors. 2014;39(2):455-460.

19. Letiecq BL, Anderson EA, Koblinsky SA. Social support of homeless
and housed mothers: A comparison of temporary and permanent
housing arrangements. Family Relations. 1998:415-421.

1043McInnes et al.: Hepatitis C Treatment in Homeless VeteransJGIM

http://dx.doi.org/http://njtoday.net/2016/03/09/va-expands-hepatitis-c-drug-treatment/
http://dx.doi.org/http://njtoday.net/2016/03/09/va-expands-hepatitis-c-drug-treatment/
http://dx.doi.org/http://njtoday.net/2016/03/09/va-expands-hepatitis-c-drug-treatment/
http://dx.doi.org/http://njtoday.net/2016/03/09/va-expands-hepatitis-c-drug-treatment/
http://dx.doi.org/https://www.va.gov/opa/pressrel/pressrelease.cfm?id=5219
http://dx.doi.org/https://www.va.gov/opa/pressrel/pressrelease.cfm?id=5219


20. Byrne T, Troszak L, Midboe AM, et al. A Novel Measure to Assess
Variation in Hepatitis C Prevalence Among Homeless and Unstably
Housed Veterans, 2011-2016. Public Health Reports. 2019;134(2):126-
131.

21. Elixhauser A, Steiner C, Harris DR, Coffey RM. Comorbidity measures
for use with administrative data. Medical care. 1998:8-27.

22. Tulsky JP, Pilote L, Hahn JA, et al. Adherence to isoniazid prophylaxis
in the homeless: a randomized controlled trial. Clinical Trial Randomized
Controlled Trial. Arch Intern Med. Mar 13 2000;160(5):697-702.

23. Berg KM, Demas PA, Howard AA, Schoenbaum EE, Gourevitch MN,
Arnsten JH. Gender differences in factors associated with adherence to
antiretroviral therapy. J Gen Intern Med. 2004;19(11):1111-1117.

24. Milloy M-J, Kerr T, Bangsberg DR, et al. Homelessness as a structural
barrier to effective antiretroviral therapy among HIV-seropositive illicit
drug users in a Canadian setting. AIDS patient care and STDs.
2012;26(1):60-67.

25. Clark MA, Gurewich D. Integrating measures of social determinants of
health into health care encounters: opportunities and challenges. Med
Care. 2017;55(9):807-809.

26. Gurewich D, Garg A, Kressin NR. Addressing Social Determinants of
Health Within Healthcare Delivery Systems: a Framework to Ground and
Inform Health Outcomes. J Gen Intern Med. 2020:1-5.

27. Urbanoski K, Veldhuizen S, Krausz M, et al. Effects of comorbid
substance use disorders on outcomes in a Housing First intervention for
homeless people with mental illness. Addiction. 2018;113(1):137-145.

28. Moon AM, Green PK, Berry K, Ioannou GN. Transformation of hepatitis
C antiviral treatment in a national healthcare system following the
introduction of direct antiviral agents. Aliment Pharmacol Ther.
2017;45(9):1201-1212.

29. Grebely J, Genoway KA, Raffa JD, et al. Barriers associated with the
treatment of hepatitis C virus infection among illicit drug users. Drug and
alcohol dependence. 2008;93(1-2):141-147.

30. Rogal SS, McCarthy R, Reid A, et al. Primary care and hepatology
Provider–Perceived barriers to and facilitators of hepatitis C treatment
Candidacy and adherence. Digestive diseases and sciences.
2017;62(8):1933-1943.

31. Holtzman CW, Brady KA, Yehia BR. Retention in care and medication
adherence: current challenges to antiretroviral therapy success. Drugs.
2015;75(5):445-454.

Publisher’s Note: Springer Nature remains neutral with regard to
jurisdictional claims in published maps and institutional affiliations.

1044 McInnes et al.: Hepatitis C Treatment in Homeless Veterans JGIM


	Is...
	Abstract
	Abstract
	Abstract
	Abstract
	Abstract
	INTRODUCTION
	METHODS
	RESULTS
	DISCUSSION

	References




