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Learning Objectives

• Discuss the importance of identifying persons with chronic hepatitis C 
virus (HCV) infection in the U.S. due to its high morbidity and 
mortality burden.

• Explain the transformative impact of curative treatments on HCV 
infection, turning it from a life-threatening condition into a 
manageable one.
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Background:  The HCV Epidemic
• HCV is a leading cause of liver disease, liver cancer, and liver transplants

• In the US, HCV causes more deaths than all of the 60 other reportable infectious diseases 
combined including HIV and TB (Pre-COVID)

• Recent 10 year aggregated KY Medicaid claims analysis: Identified 77,000 HCV RNA+ 
patients with only 10% of cohort screened (10% HBV co-infection)

• National Academy of Science:  HCV eradication by 2030

• Despite years of interaction with the healthcare system, many are already in advanced 
stages of disease upon diagnosis



Cost of Inaction: The Economic Burden of HCV 

• Direct Medical care:  1/3 of costs, ~$6-10B annually (if EHM included,  add $1.5B)

• Indirect/Productivity:  2/3 of costs (lost wages, productivity, etc.)

• When accounting for extrahepatic manifestations (EHM) for HCV,  treatment can save ~$25,000 PPPY

• Costs related to HCV EHM equal to liver transplants 

• Cost to UK HealthCare: estimated ~$800M  over the next decade 

•  As DAA’s decrease in price, focus must shift from cost-effective rationing of therapy to total healthcare 
cost savings and widespread access to treatment!  

Treatment is Prevention



HCV:  The Silent Epidemic

source:  CDC 

• ~70,000 new cases/year 

• Driven by the opioid epidemic 

• ~4M chronically infected Americans
• no progress made from previous 

time period studied (2017-20 vs. 
2013-16)*  

• 32% still unaware of diagnosis 

• At least 2/3 of chronically infected 
patients have not been treated! 

• HCV cases have risen 129% since 
2014 

*Hall et al.  Hepatology, 2024.



The Opioid Epidemic

• >1,000,000 Drug Overdose 
Deaths in the US since 1999

• >75% involved an opioid

• Disproportionately affects 
Medicaid recipients who highly 
utilize Emergency Departments 
for their healthcare needs 

*source: NCHS 



Syndemic: Disproportionately Affecting Appalachia
NCHS Drug Overdose Mortality 2005-2021

UK HealthCare 
Catchment Area 



Syndemic: Disproportionately Affecting Appalachia



Syndemic: Disproportionately Affecting Appalachia

UK HealthCare 
Catchment Area 

*Hall et al., Hepatology, 2021 



UKHC Adult Non-Targeted HCV Screening Began July 2018
Expanded to GSH ED March  2022

HCV Ab Tests Performed
141,708

HCV Ab +
12,688 (9.0%)

HCV RNA + 
6,028 (46.8%)

Unique Patients Screened
203,220

Total Adult Patients 
410,386

Of Those HCV RNA+
Who Are They?

• White 
     89%
  
• Young                                          

82% < 55 years old 

• Under/Uninsured                                   
73% Medicaid                                            
20% Medicare, Uninsured, Self-Pay

• Without Advanced Fibrosis                 
FIB4 <3.25:  85%                                   
FIB4 <1.45:  63%

*As of 7/23/24



National Failure to Reach Elimination Goals

• In 2015 the National 
Academies of Science 
and Medicine estimated 
260,000 people needed to  
be treated annually to 
eliminate HCV by 2030

CDC. NCHHSTP Newsroom. 2021.



National Failure to Reach Elimination Goals

US HCV Treatment among Insured Adults 2019-2020 (Thompson et al. HHS/CDC, MMWR 2022)



Local Failure to Reach Elimination Goals
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ED HCV Diagnosis Vs. Treatment 
HCV RNA+ RNA Positive Individuals Linked to Care Treatment Initiated

UKHC

• 50% linkage despite extensive efforts

• 10.89% treatment uptake since 
inception – July 2018-May 2023 
(557/5116)*

• Average diagnosis to Treatment 
Initiation:  421 days (Standard 
Deviation 401 days)

• Novel processes were needed as 
diagnosis rate cannot outpace linkage 
rate in order to eradicate HCV 

• Vertically Aligned Total Care:  Patient, 
Provider, Pharmacy



Designing Waste and Variation  Out of the System

• Pharmacy, Data/Analytics, 
Quality/Value, ED Gilead FOCUS 
Team 

• Kaizen event 

• Current state value process 
mapping 

• Future state design eliminating 
waste and variation 

• KPIs defined to track progress 



Novel Model of Care Created

• Specialty pharmacy driven, ED based intervention utilizing 
collaborative care agreements following patient through to cure 

• IDSA/AASLD best practices carried out at the point of care 

• Aimed specifically at eliminating waste and variation and creating 
value for all stakeholders in the process 



Grow the Pie:  Add Value to All Stakeholders 

Payors 

Industry

Patients

Society

Healthcare 
Systems



Stakeholder:  Patients

• With Sustained Virologic Response (SVR), decreases:  liver 
inflammation, fibrosis, cirrhosis, liver transplant, Hepatocellular 
Carcinoma (HCC), liver related mortality, Extra Hepatic Manifestations 
(EHM)

• With SVR increases: life satisfaction, energy, social health, emotional 
and physical well being

• Decreasing SVR  in Persons Who Inject Drugs (PWID) population 
decreases disease transmission



Stakeholder: Industry/Direct Acting Antivirals (DAA) Manufacturers

• Majority of economic value (90%) of curing HCV with DAA are health benefits to  patients and net-costs to society 
• Only 6.5% of of aggregate economic value is realized by drug manufacturers (Garrison et. al, Value in Health, 2024)
• US Market:  ~$1.8B  drug sales annually 



Stakeholder: Payors/Society 
Cost of Inaction >> Cost of Action

Patients Cured UKHC Revenue Insurance 
Savings

34,782 $350M-$450M $4.2-6.5B*

MAXIMUM 5 YEAR 
IMPACT WITHIN UKHC 

Reau et al.  Prevalence and Economic Burden of Extrahepatic Manifestations of Hepatitis C Virus Are Underestimated But Can Be Improved With 
Therapy.  Hep Communications, 2017.  

Stepanova et al.  Economic Burden of HCV Infection, Clin. Liv. Dis. 2017. 

Barber, Melissa J. et al. 2020. “Price of a hepatitis C cure: Cost of production and current prices for direct-acting antivirals in 
50 countries.” Journal of Virus Eradication. https://doi.org/10.1016/j.jve.2020.06.001  (Cost to cure $19,051) 

Razavi, Homie et al. 2013. “Chronic Hepatitis C Virus (HCV) Disease Burden Cost in the United States.” Hepatology.
https://doi.org/10.1002/hep.26218 (Ave. Cost w/o cure:  205,760)   

*$186,709 cost savings per patient cured 

These estimates include UK Chandler and GSH ED; ambulatory Expansion and KD Expansion 

https://doi.org/10.1016/j.jve.2020.06.001


Stakeholder:  Healthcare Systems

Approval of UKHC Leadership To Move Forward With New Intervention
*proforma and sensitivity analysis based on a range of estimates which could fluctuate given a number of different factors



• HCV Ab (+) and any 
previous RNA (+) 
worked up by 
pharmacist in ED

Consent to Screen & 
BPA

• Disease state and 
treatment education

• Consent to proceed 
with workup

Patient Education, 
Consent, and 

Treatment Workup • Pharmacists order 
additional labs, 
immunizations, and 
perform FibroScan

FibroScan and 
Additional Labs 

• Referral to appropriate 
site of care if excluded

• Patients unable to 
complete workup 
scheduled for follow up

Follow Up & Referral

UK-CURES 
Cascade Utilizing Routinized screening through treatment to Eliminate 
Syndemics 

AASLD-IDSA. Recommendations for testing, managing, and treating hepatitis C. 
http://www.hcvguidelines.org.



UK CURES Clinical Outcomes 

Pre UK CURES
July 2018 – June 2023

Post UK CURES
July 2023 – July 2024

Treatment Uptake 10.9% Treatment uptake: 65.3%*

Avg time to treatment (SD): 
421 (401) days

Avg time to treatment (median):
29 (17) days



UK CURES Financial Outcomes

• $3.5M HCV Drug margin 
• 339 patients initiated curative therapy 

within UKHC 
•60%  of 569 eligible RNA+ patients

• $8.7M HCV Drug margin 
• 557 patients initiated curative therapy 

within UKHC 
•10.9% of 5,116 eligible RNA+ patients 

After UK CURES

Before UK CURES



Lessons Learned 

• The HCV epidemic, driven by the opioid epidemic, is an ongoing and 
worsening healthcare crisis in the US with predictable downstream 
morbidity, mortality and societal costs of inaction

• Current delivery models of care have failed to reach treatment rates 
necessary to improve HCV prevalence, let alone reach elimination goals

• Our pharmacist led ED model of care improves treatment rates and time to 
treatment providing a replicable, best practice model that could aid in 
national elimination efforts while adding value to all stakeholders 



Key Takeaways

• Engage C-suite executives at your hospital to discuss the value proposition 
for developing a similar model 

• Implementation Events
1. Screening:  There are available awards/grants to accomplish this 
2. Develop a business plan with an emphasis on your organization’s ROI 
3. Consider other braided funding sources 
4. Design a model specific to your needs eliminating waste and variation
 

• Contact our UK-CURES team if you would like more information about our 
specific model



Questions?

Contact:
• J. Daniel Moore MD, MBA, FACEP:  JDaniel.Moore@uky.edu
• Maribeth Wright, RPh, CSP :  Maribeth.Wright@uky.edu
• Morgan Stacey, DNP, APRN :  Morgan.Thomas@uky.edu

mailto:JDaniel.Moore@uky.edu
mailto:Maribeth.Wright@uky.edu
mailto:Morgan.Thomas@uky.edu
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