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HCV Disease Course and Biology
The hepatitis C virus (HCV) is a blood-borne virus that replicates at high rates in the
liver, it can lead to cirrhosis, liver failure and hepatocellular carcinoma (Modi & Liang, 2008).
HCV has an incubation period of about two weeks during which levels of alanine
aminotransferase (ALT) levels1 rise and symptoms such as fatigue or abdominal pain, along with
jaundice may arise (Hoofnagle, 2002). However, many people living with HCV do not
experience symptoms (Hoofnagle, 2002). When patients are first infected with HCV, it is
considered acute HCV. Acute HCV spontaneously resolves itself in a percentage of patients for
reasons not yet known. Retrospective analysis of post-transfusion HCV cases suggest that 75%
of patients with acute infection go on to develop the disease chronically (Hoofnagle, 2002).
Liver fibrosis is characterized by the deposit of collagen and other extracellular matrix
proteins in the liver that thicken and scar connective tissue in the liver and induce a loss of liver
architecture (Marcellin, Asselah, & Boyer, 2002). Although there are many ways of measuring
fibrosis progression in the liver, it is most commonly measured in 4 main stages: F1, F2, F3, and
F4. These four stages are characterized by location and type of proteins deposited in the liver. In
the F1 stage, fibrosis begins around the portal regions of the liver with septa formation
characterizing the F2 stage. By stage F3, numerous septa have formed and possibly bridged
together, and fibrosis is considered to be severe. The final stage of fibrosis, F4, occurs when
cirrhosis puts patients at risk of liver failure. The road between initial fibrosis and cirrhosis can
often take 20-30 years in the average patient (Marcellin, Asselah, & Boyer, 2002). Disease
progression can be exacerbated by unhealthy habits. Consumption of alcohol, illicit drug use, and
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smoking expedite the rate of progression, as well as metabolic issues such as overweight status.
These mechanisms are not yet fully understood (Marcellin, Asselah, & Boyer, 2002).
About 25% of all HCV patients with cirrhosis will develop end-stage liver disease or
hepatocellular carcinoma. With such high levels of damage to the liver, these patients will die
without a liver transplant. Other HCV-related medical problems include steatosis, insulin
resistance, diabetes, depression, renal disease, and certain lymphomas (Klevens, Hu, Jiles, &
Holmberg, 2012). In a longitudinal observational cohort study (n=8810) of all patients seen
between January 2006 through December 2010 at 4 integrated health systems, 44.3% of HCV
patients were hospitalized due to HCV and its consequent medical conditions. The study
analyzed over 1.6 million electronic medical health records between 2001 and 2010 at integrated
healthcare systems in Detroit, Michigan; Danville, Pennsylvania; Portland, Oregon; and
Honolulu, Hawaii. The authors found this high percentage of hospitalizations concerning, along
with a 33% average mortality rate in HCV patients; the authors supported the CDC policy of
testing all patients born between 1945 and 1964 (Moorman, et al., 2012).
To understand how so much morbidity is possible, it is imperative to understand the virus
at the biological level. HCV is a small, single-stranded RNA virus that infects people via personto-person blood contact. The HCV genome is 9,600 nucleotides long leading to the formation of
10 different polypeptides with different functions. Non-structural regions for example, aid in
replication (Dubuisson & Cosset, 2014). HCV is thought to have a rapid replication rate with one
study suggesting a viral production rate of 1010 to 1012 virions2 per day (Hoofnagle, 2002). This
rapid replication rate coupled with the lack of a proofreading mechanism within RNA
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polymerase is thought to be a factor in the frequent mutation of the HCV genome. The mutations
have created countless sub-species of HCV which have been circulating for hundreds of years
(Simmonds, 2013). There are 7 main types of HCV with more than 90 subtypes, isolates, and
quasispecies. Until recently, there were thought to be only 6 genotypes. The 7 main types of
HCV are classified into Genotypes 1-7 and vary in their nucleotide sequence up to as much as
30%-50%. Globally, Genotype 1 is the most common, affecting 46% of people living with HCV
worldwide (Gower, Estes, Blach, Razavi-Shearer, & Razavi, 2014), and 75% of people within
the United States (Hoofnagle, 2002). Subtypes have been found to genetically vary between 15%
- 30%, and quasispecies and isolates vary even less in their genotypes (Gower, Estes, Blach,
Razavi-Shearer, & Razavi, 2014).
Because viral variation is large and the immune response is not particularly strong,
treated patients can become re-infected with the same quasispecies of the virus or a completely
new one. Other problems that can arise include co-infection, where a patient is infected with
multiple strands of HCV simultaneously. Once a patient is co-infected, a new recombinant strain
of HCV can form from the multiple strains already within the patient. Lastly, superinfection can
occur in which the second or consequent strand of HCV is contracted after an immunological
response has already developed to the first type (Blackard, 2007).

Epidemiology and Disease Burden of HCV
Morbidity and Mortality
HCV is the leading cause of death among all infectious diseases in the United States,
killing 19,659 people in 2014 (CDC, 2016). HCV deaths therefore amount to more than the next
3

60 other nationally notifiable infectious conditions combined, including HIV/AIDS and
tuberculosis (Ly, Hughes, Jiles, & Holmberg, 2016). Worldwide, HCV affects over 123 million
people a year (2% - 3% of the population) killing over 350,000 (Averhoff, Glass, & Holtzman,
2012) due to cirrhosis, the manifestation of severe liver damage over the course of many years.
Deaths related to HCV in the U.S have increased at an average annual rate of 6.2%, about 865
deaths (Ly, Hughes, Jiles, & Holmberg, 2016), over the past ten years. Moreover, an average
increase of 6.4% was observed in the number of new cases per year (Center for Disease Control
and Prevention, 2014). A qualitative synthesis study reports this increase will persist and the
disease burden for HCV will continue to increase up to 3 times in the coming 10-20 years
(Treloar & Rhodes, 2009).
These high rates of HCV are concerning, yet, they likely represent underestimates. The
CDC claims that all reported new cases of HCV must be multiplied by a factor of 13.9 to get a
true understanding of the actual incidence of HCV. For example, in 2014, there were 2,194
reported new cases of acute HCV, meaning realistically about 30,500 persons were actually
newly infected with acute HCV that year (Klevens, Liu, Roberts, Jiles, & Holmberg, 2014). This
adjustment factor implies that there also may be more deaths than reported. This calibration
extends the data to include hidden populations of people living with HCV. Hidden populations
can be defined as populations that are difficult to track or account for in a census, such as the
homeless, undocumented, incarcerated, and other difficult to reach populations.

Transmission
HCV is a blood-borne infection that is passed from person-to-person, usually through
direct blood-to-blood contact with infected blood and is also estimated to be about ten times
4

more infectious than HIV, per unit of blood (Sulkowsk, Ray, & Tomas, 2002). Historically, the
most common modes of transmission for HCV include blood transfusions, sexual intercourse,
tattoos or piercings, and injection drug use.

Blood Transfusions
In the 1980s, HCV was known as non-A or non-B Hepatitis. The CDC estimates there
were approximately 230,000 new non-A or non-B HCV cases in the 1980s (Centers for Disease
Control and Prevention, 2012). In 1985, the nation introduced safer standards for blood donation
by treating hemophilic donors’ blood with virus inactivation techniques, which decreased non-A
non-B hepatitis prevalence to approximately 38,000 new cases per year by the 1990s (Williams,
1999). HCV was discovered in 1989 and was quickly established as both the reason for non-A
and non-B hepatitis deaths due to blood transfusions as well as the most prevalent blood-borne
disease by 1994 (Alter, et al., 1999). In 1992, screening for the HCV antibody in blood and organ
donors was initiated, further decreasing the prevalence of HCV in the U.S. (Kim, 2002). It is
now estimated that only 1 in 1 million blood transfusions transmit HCV (Klevens, Hu, Jiles, &
Holmberg, 2012).
“Baby-boomers”, or Americans born between 1945 and 1965, have been deemed at risk
for a HCV infection and in the year 2010, persons born between 1945 and 1965 accounted for
approximately 75% of all chronic HCV infections among adults in the United States (Centers for
Disease Control and Prevention, 2012). Because this age cohort is likely to have received care in
a healthcare setting before regulations for blood and organ donation regulations were put into
place, the CDC recommends that all baby boomers receive testing for HCV because many
people living with the virus are unaware of their HCV-positive status (Centers for Disease
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Control and Prevention, 2012).

Sexual Intercourse
The role of sexual intercourse in the transmission of HCV compared to other modes of
transmission is unclear. The occurrence of sexual transmission of HCV is debated (Tohme &
Holmberg, 2010; Alary, Joly, Vincelette, Lavoie, & Remis, 2005; Urabanus, et al., 2009) and
although cases of transmission have been documented (Centers for Disease Control and
Prevention, 2011), many confounding factors, producing divergent results (Alary, Joly,
Vincelette, Lavoie, & Remis, 2005; Taylor, Swan, & Mayer, 2012), make it difficult to ascertain
a causal relationship. The potential roles of heterosexual and homosexual intercourse are
explored in detail below.

Heterosexual Intercourse
The combination of several studies indicates that there was no increased risk of sexual
transmission of HCV, “even after an estimated 750,000 vaginal and anal contacts between
discordant couples; accordingly, the probability of such transmission was estimated to be less
than 1 in 10 million sexual contacts” (Tohme & Holmberg, 2010). After controlling for other
infection-causing factors, no correlation was found between HCV infection and sexual relations
between monogamous heterosexual couples after several studies (Tohme & Holmberg, 2010).

6

Homosexual Intercourse
The Omega Cohort Study, one of the only studies that included a large sample of men
who have sex with men (MSM) and controlled for all other HCV risk factors, did not find an
increased risk of HCV transmission from sexual relationships between HIV-uninfected MSM.
This included those who engaged in risky sexual behavior such as having multiple sex partners
or unprotected anal sex (Tohme & Holmberg, 2010). The Omega Cohort study is an ongoing
study in which risk factors associated with HIV transmission are evaluated amongst MSM. For
nine months in 2001, all men returning for a follow-up for the ongoing study were asked to
participate in an HCV study. After controlling for people who inject drugs (PWIDs) and other
risk factors, no correlation was found between non-HIV-infected MSM and HCV infection
(Alary, Joly, Vincelette, Lavoie, & Remis, 2005). Studies from Canada and Argentina also did
not find any association between HCV infection in HIV-uninfected MSM (Myers, et al., 2009;
Osella, et al., 1998).
In contrast, several studies have found significant evidence of correlation between HIVinfected MSM and HCV infection. A large cross-sectional study in Amsterdam reported that
HIV-infected MSM were 43 times more likely to contract the HCV virus over HIV-uninfected
MSM (Urabanus, et al., 2009). Cohort studies in France and London have indicated considerable
yearly increases in HCV infection amongst HIV-infected MSM. The UK experienced a 20%
yearly increase in HCV cases in HIV-infected MSM and France experienced a 692% increase in
the number of cases for every 1,000 people during 2003 (Giraudon, et al., 2008; Ruf, et al., 2008;
Ghosn, et al., 2006). This correlation between HIV-infected MSM and HCV infection may be
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due to a tendency of these individuals to engage in higher risk, more traumatic, or more vigorous
sexual practices associated with bleeding such as mucosal sexual trauma, unprotected anal sex,
and fisting (Tohme & Holmberg, 2010; Taylor, Swan, & Mayer, 2012). Tohme and Holmberg
concluded that unequivocally the highest risk for sexual HCV transmission was among HIVpositive MSM while sexual transmission in other forms is considered to be rare. They
recommended that healthcare providers focus on educating HIV and HCV co-infected
individuals about the real risks of HCV transmission rather than focus on the more unlikely
heterosexual forms of transmission (Tohme & Holmberg, 2010).
The CDC found results similar to those reported by Holmberg and his team, when HIVinfected MSM (n=74) who reported no history of drug injection and recent contraction of HCV,
participated in a matched case-control study. The study took place in New York City from 20072010 and all participants were asked to self-report their sexual practices and drug use behaviors
in the previous 12 months. Multivariate analysis indicated that unprotected receptive anal
intercourse was significantly related to contracting HCV. The authors recommend that all HIVinfected MSM be tested for HCV and newly diagnosed cases be reported to state and local health
authorities (Centers for Disease Control and Prevention, 2011).
In a Boston study, retrospective analysis was performed by abstracting data from 19972009 from Centricity, an electronic medical record database, at Fenway Health. Of 1171
identified HIV-infected men, 96% identified as MSM (n=1068). Sixty-four of the participants
initially screened for HCV were positive for the HCV antibody and a 1.63 per 100 person-years
incidence rate was found among the initially HCV-negative participants. With incidence and
prevalence combined, a total of 87 HIV/HCV co-infected individuals were found. The authors
claim that the incidence rate reported in this study was the highest incidence rate reported in the
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United States to date, and suggest that this high incidence rate denotes a high incidence of HCV
among HIV-infected MSM. The study also found that the participants with incident HCV tended
to be younger than those found to have prevalent HCV (n=64). STIs and non-injection drug use
was also common in this population based on self-reported data from the system. The authors
recommend that all sexually active or substance using HIV-infected MSM should receive routine
HCV screenings so that early diagnosis and treatment can occur (Garg, Taylor, Grasso, & Mayer,
2013).

Tattoos and Piercings
Because HCV is spread through blood-to-blood contact, dirty needles that are used for
tattooing or piercing can spread the virus. There has been an increasing trend in piercings and
tattoos amongst the younger population in the United States (Tohme & Holmberg, 2012). This
kind of risky behavior augments their risk for Hepatitis.
A meta-analysis of HCV research and its relation to tattoos and piercings between 1994
and 2011 was completed and analyzed using odds ratios or adjusted odds ratios compiled from
studies that controlled for confounding factors such as injection drug use (Tohme & Holmberg,
2012). The analysis found that in professional settings, there was no correlation between tattoos
or piercings and the contraction of HCV amongst the general population. However, it found that
there was a statistically significant risk, especially among high risk populations, of contracting
HCV when tattoos and piercings were done in non-professional settings. This can include these
procedures being performed at home by friends or when applied in prison settings (Tohme &
Holmberg, 2012).
9

Of note, a far more significant relationship has been found with tattoos and HCV than
with piercings in HCV. Some studies have found that those in prison were two to three times
more likely to contract HCV from a tattoo than those not in prison (Hellard, Aitken, & Hocking,
2007; Coelho, et al., 2009). The authors highlighted the need to prevent HCV transmission
through unsterile tattooing and piercing, especially in prisons. They recommended starting
awareness campaigns educating youth on the dangers of unsterile equipment as well as educating
and monitoring tattoo and piercing parlors on proper infection control.

Injection Drug Use
HCV is hyperendemic among PWID, representing the largest group of HCV infected
persons, both worldwide, and in each country where HCV prevalence and risk factor data are
available (Aceijas & Rhodes, 2007). Injection drug use is a pressing public health concern as it
leads to deaths from overdose, blood-born infections such as HIV, hepatitis, and endocarditis
(Wurcel et al., 2016), as well as other chronic health problems. Long-term injection drug use can
lead to abscesses, soft tissue infections, necrotizing fasciitis, and curtail blood flow to parts of the
body (Centers for Disease Control and Prevention, 2001).
Although in the past, transfusions were the primary mode of transmission for the HCV
virus, more and more people are becoming infected primarily due to unsafe injection drug use
(Patrick, et al., 2012). In a worldwide study conducted in 2011, a wide range of prevalence of the
HCV antibody was found, with 9.8% of people who inject drugs found to be seropositive for
HCV in Paraguay, to greater than 80% of PWID being seropositive in countries such as Mexico
and Nepal. The United States, China, and Russia have the largest estimated population of PWIDs
10

overall. Moreover, the HCV antibody prevalence is estimated at 73.4%, 67.0%, and 72.5% of
their large drug injecting populations, respectively. This study included 77 countries which in
total are estimated to contain 82% of the world’s injection drug using population (Nelson, et al.,
2011). The percentage of people who inject drugs who have HCV varies not only by country, but
with age, and increases by frequency of use and number of years injecting (Garfein, et al., 1998).
Sharing drug preparation equipment such as cookers, cottons (i.e., filters), or rinse water,
also known as works, is equivalent to having direct contact with the parent blood (Hagan, et al.,
2010) and is thereby a viable mode of transmission. In fact, HCV has spread so widely among
the injection drug using community that exposure through shared works is more likely than other
modes of infection, especially in young people (Patrick, et al., 2012).
Sharing of snorting and smoking equipment (e.g., pipes) can also lead to HCV
transmission through blood from the nose. In a systematic review of non-injection drug users
(NIDUs) and prevalence of HCV studies (n=28), Scheinmann and colleagues found a range of
2.3% to 17% HCV prevalence amongst NIDUs when restricting reports to those that were least
likely to misclassify PWIDs as NIDUs. The authors of the review suggest that future NIDU
studies should apply rigorous and standard screening methods including inspection for evidence
of track marks. They also conclude that more research will be necessary to assume a causal
relationship between NIDU and HCV infection. However, because the rates of HCV infection
are higher in NIDUs than in the general population, they are concerned and believe further
investigation is justified (Scheinmann, et al., 2007).
Another factor affecting HCV rates among PWIDs is incarceration. A study done with
Baltimore correctional facilities examined participants with HCV and retrospectively learned
about their previous incarceration experience. The study found that HCV was 2.6 times greater in
11

participants incarcerated in correctional facilities than those who did not report incarceration and
was 7.4 times greater in participants who had a history of at least 5 years of injection drug use
compared to those who only reported one year of use. Because almost 7 million inmates are
released every year in the United States, the authors recommended better screening and
education within prison settings in the U.S as a method to prevent the spreading of the virus
when inmates return to society (Severtson & Latimer, 2008).

Economic Burden
Unsafe injection practices leave users at a high risk for chronic infectious disease,
causing drug injection to generate a large healthcare costs. Emergency room visits for overdose
amount to $495 per visit. One study estimates that, on average, injection drug users have about
$2,717 in healthcare costs annually when including emergency room visits, inpatient incidents,
and outpatient visits. This was about $1,000 more than non-drug using patients (Frencha,
McGeary, Chitwood, & McCoya, 2000).
With an increase in hospitalizations, cost of procedures such as transplants, and
treatment, HCV in PWIDs and all other infected patients can prove costly to the government,
private companies and individuals paying out of pocket. As of 2008, HCV was the most
prevalent blood-borne disease in the U.S and the most frequent cause of liver transplantation
(Rodrígues-Torres, 2008). In 2009, Medicare paid roughly 2.7 billion dollars for HCV treatment,
a number that is projected to increase in the next decade (Rein, Borton, Liffmann, & Wittenborn,
2016). These estimates predate the introduction of direct acting antivirals (DAAs) in 2011,
whose high costs would most likely cause an overall increase in costs at first. In 2009, the annual
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cost per patient on Medicare for liver transplant and post-transplant care was $22,638 with an
estimated overall average burden on the Medicare system of $141,894,984 for the year (Rein,
Borton, Liffmann, & Wittenborn, 2016). For individuals without any forms of insurance, a liver
transplant was estimated to cost $739,100 in 2014 according to UNOS. This number includes
costs of pre- and post- surgery preparations, hospital admission, physician fees, and immune
suppressants and other medications needed for the surgery (Bentley, 2014).
Because HCV treatment costs vary based on the severity of the disease and the
deterioration level of the liver, several studies focused on estimating the cost per patient with
varying levels of HCV fibrosis. One such study measured level of fibrosis by the patients’ APRI
score3. The study estimated medical costs of $6,839 for patients with mild HCV (APRI ≤ .5),
$11,230 for patients with moderate HCV (.5≤ APRI ≤ 1.5), and $12,481 per year for patients
with severe HCV fibrosis (APRI ≥ 1.5) in one year. The authors of the study
recommend increased efforts in HCV screening and early treatment, especially before cirrhosis,
in hopes that those efforts will lead to long-term cost savings in HCV care management (Davis,
Mitra, Medjedovic, Beam, & Rustgi, 2011).
Moreover, a study in London found that it was more cost effective to treat patients with
mild to moderate HCV compared to treating them at later stages of HCV where higher levels of
fibrosis have been achieved. An HCV transmission and progression model was used to estimate
cost effectiveness at different stages of HCV. Treatment duration was simulated at 12 weeks at
£3300/wk ($4016/wk), to achieve a 95% sustained viral response, and was varied by
genotype/stage in alternative scenarios. The study found that treating PWIDs with moderate

3

The aspartate aminotransferase to platelet ratio index (APRI): has been proposed as a noninvasive and readily
available tool for the assessment of liver fibrosis in chronic hepatitis C (CHC)
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HCV was most cost-effective and treating PWIDs with mild HCV was the second most costeffective, unless chronic HCV prevalence and risk of reinfection were very high. The authors
conclude that after treating the most severely HCV infected individuals, it is difficult to decide
who gets treated next due the limiting costs of DAAs. They conclude that it would not be
economically sensible to have the mildly infected patients wait until they are severely infected
with HCV to receive treatment, but cannot offer any further suggestions until DAA prices
decline (Martin, et al., 2016).
Overall, the lifetime medical costs for HCV, if not treated, is between $169,000 and
$171,000 per person, from a health systems perspective. These costs would include hospital stays
and procedures (Linas, et al., 2015). For those who do get treated, costs for treatment vary based
on the genotype of the patient and the treatment regimen prescribed. Pegylated interferon (PEG)
and Riboviron (RBV) for example, together cost about $25,300 for a full treatment (24-weeks)
while the DAA, interferon-free combination of Sofosbuvir (SOF) and RBV costs about $91,500
for a full 12-week treatment. Both of these treatments are used to treat genotypes 2 and 3 (Linas,
et al., 2015). A 12-week treatment for genotype 1 with SOF and Ledipasvir (LDV), or Harvoni,
became available in 2015. At wholesale prices, the treatment combination cost $94,500 for the
12-week course, or $1,125 per pill (Do, Mittal, & Liapakis, 2015).

HCV in Massachusetts
HCV Epidemiology
In 2014, 8,760 total cases of HCV were reported in Massachusetts. These cases included
both confirmed and probable cases, or those who were positive for the HCV antibody but whose
lab results are unknown. In 2013, there were 8,023 total cases. The counties within
14

Massachusetts where HCV was most prominent were Suffolk county (1,332 cases), Middlesex
county (1,435 cases), Essex county (948 cases), Bristol county (877 cases), and Worcester
county (833 cases). The greater Boston area is the seat, or governing center, of Suffolk County.
In 2014 in MA, the male to female ratio of cases was 60% male to 40% female cases of HCV
(Commonwealth of Massachusetts: Department of Public Health, 2015). In Boston, 78% of all
cases were genotype 1 in 2015 and there was a male to female ratio of 65% male, 35% female.
Additionally, the South End and Roxbury had the highest rates of infection within Boston in
2015 (Commonwealth of Massachusetts: Department of Public Health, 2015).
Onofrey and colleagues found that clinically diagnosed acute HCV cases were
underreported in Massachusetts due to the formality and requirements of the reporting process.
Of 183 clinically diagnosed patients in hospitals in Massachusetts, 149 of these cases were
reported to the Massachusetts Department of Public Health (MDPH) for classification. Only 1 of
these cases eventually met the national case definition of acute HCV and was included in
national reports to the CDC. This oversight was caused by missing documents on MDPH’s end,
stringent requirements for negative hepatitis A and B lab results, and restrictive case definitions
(Onofrey, et al., 2015). Onofrey et al. recognize that these stringent practices cause a gross
underestimation of acute HCV cases and recommend that the requirement for negative hepatitis
A and B results be removed.

Emerging Trends
According to an MDPH study, in the last 10 years, a bimodal divergence in populations
infected with HCV has emerged. These two populations are comprised of baby-boomers with
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HCV contracted mainly from blood transfusions, and young people between 15 and 35 years
who inject drugs. This is a shift from the unimodal distribution of cases seen primarily in 40-50year-olds in 2002 (Onofrey, et al., 2011).
From 2007 to 2014, the percent of HCV infected patients per age group in Massachusetts
shifted. Of the four age groups documented, the 15-29 year-old and 60-69 year-old age groups
increased in affected percentage, with the former shifting from 21.9% in 2007 to 29.8% in 2014,
and the latter shifting from 5.3% to 11.7%. The other two age groups, 40-49 year olds and 50-59
year olds, experienced a decline in percentage with the former decreasing from 27.3% to 14.2%
and latter decreasing from 24.1% to 20.5% (Commonwealth of Massachusetts: Department of
Public Health, 2015).
The same trend can be seen when looking at incidence specifically. The annual incidence
of reported cases among 13-29-year-olds in Massachusetts has increased from 79 to 136 per
100,000 population between 2002 and 2010. During the same time period, HCV incidence in
people 30 and older decreased from 243 to 150 per 100,000 population (Patrick, et al., 2012).
Data indicates that this increase in HCV among young people can be credited to injection drug
use. Seventy-two percent of the HCV cases reported between 2007 and 2009 demonstrated
current or past injection drug use among 15-42-year-olds (Patrick, et al., 2012). When the HCV
cases in 2014 for 15-29-year-olds were broken down by gender, a 54:46 male to female ratio was
observed, juxtaposed to the 60:40 male to female split amongst the overall population of people
living with HCV (Commonwealth of Massachusetts: Department of Public Health, 2015).
In-depth interviews 23 young PWIDs in Massachusetts conducted by MDPH and CDC
staff, indicated that a majority of youths begin using opioid analgesics (95%) before switching to
heroin. Heroin and analgesics were also the most commonly injected substances among those
16

interviewed. Seventy-percent of participants reported sharing drug paraphernalia and syringes
with other injection drug users. Moreover, ¼ of users reported never being informed of their
HCV infection by their healthcare provider (Church, et al., 2011).
Meyers and colleagues used spatial cluster, spatial temporal, and general mortality
analysis to identify HCV and HIV hotspots and mortality trends in Massachusetts. The study
found hotspot clusters of HIV and HCV mortality in Springfield, Worcester, South Boston, the
Merrimack Valley, and New Bedford, between 2002 and 2011. The study also found the
majority of HCV-related deaths to be occurring among 45-64 year olds. HCV-related mortality
rates were found to be five-times higher in Black and Latino populations than in Caucasian and
Asian populations with Latino populations having a slightly higher HCV death rate than Black
populations. The authors suggest that more research be done on the underlying factors that may
have caused HCV and HIV mortality clusters to arise in certain areas of Massachusetts. They
also suggest that racial disparities be taken into account when new transmission prevention
programs are designed (Meyers, Hood, & Stopka, 2014).

Latinos and Injection Drug Use
Latinos are the largest minority group in the US and as of 2015, comprised 17.6% of the
population according to the 2015 census ( U.S. Census Bureau, 2015). Latino adolescents,
specifically 8th to 10th graders, are disproportionately affected by substance use and misuse.
Several studies have found that Latinos are likely to initiate substance use earlier than their
Caucasian counterparts (Prado, Szapocznic, Maldonado-Molina, Schwartz, & Pantin, 2008);
(Cheung, et al., 2005). There has been a reduction in the prevalence of substance use in 11th and
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12th graders among Latino adolescents. This decrease in prevalence among school-going
adolescents may be due to the fact that Latinos also tend to have high rates of school dropout. In
Massachusetts, it was found that only 72.2% of Latinos graduate high school compared to 77.5%
of their Black and 91.6% of their white classmates (Massachusetts Department of Elementary
and Secondary Education, 2015).
In 2013, the prevalence of drug misuse in Latino populations in the U.S was 8.8%. This
is only the third highest prevalence, compared to 9.5% of white and 10.5% of Black populations
in the U.S. Several studies indicate that Latinos had a negative view of drug treatment programs
(Alvarez, Jason, Olson, Ferrari, & Davis, 2007). A meta-analysis of the literature suggests this
may have to do with different cultural norms such as downplaying personal issues, the value
placed on religion and dignity, and gender roles that emphasize machismo (Mora, 1998; Ruiz &
Langrod, 1992; Ruiz & Langrod, 1997). Additionally, Latinos in the US tend to have a more
difficult time completing drug treatment than other ethnicities (Alvarez, Jason, Olson, Ferrari, &
Davis, 2007).

Latinos and HCV
Even though Latinos may not be disproportionally using more drugs than other ethnicities
in the U.S, the early initiation of drug use still puts them at a high risk for blood-borne disease
such as HCV (Cheung, et al., 2005). For example, in one study conducted on Latino PWIDs, risk
factors for HIV included frequency of injection; sharing injection equipment and systems of
support; norms of injection with peers; and pooling money to buy drugs compared to their white
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counterparts (Pemberton, et al., 2009). Because HIV and HCV are transmitted similarly, these
risky behaviors impact HCV transmission in Latino PWIDs as well.
The CDC reports that HCV incidence rates among Latinos have been increasing, with a
prevalence of 2% of the Latino American population having HCV (Kuniholm, et al., 2014). Six
percent of HCV infected individuals in Massachusetts are Latino (580 Latino cases reported in
2014). However, the Hispanic identity of 58.8% of HCV-infected individuals in Massachusetts is
unknown, meaning that the reported percentage isn’t exact (Commonwealth of Massachusetts:
Department of Public Health, 2015). In Boston specifically, 14% of HCV-infected individuals
are Latino. In 2015, there were 803 Latino HCV cases total (incidence of 130/100,000)
(Commonwealth of Massachusetts: Department of Public Health, 2015). A myriad of disparities
and specific risk factors tend to cause Latinos to have different health outcomes than other at-risk
groups. In general, Latinos tend to live in lower income communities characterized by poverty,
transience, a lack of opportunities, and lack of social cohesion than their Caucasian counterparts
(Prado, Szapocznic, Maldonado-Molina, Schwartz, & Pantin, 2008; Morales & Lara, 2002),
which can lead to higher rates of drug abuse, crime, and alcohol consumption (Rodrígues-Torres,
2008) (Prado, Szapocznic, Maldonado-Molina, Schwartz, & Pantin, 2008). According to the U.S
Census, in 2014, 21.4% of Latinos were under the poverty line (U.S Census Bureau, 2016).
Moreover, Latinos tend to have higher prevalence of obesity, cardiovascular diseases, and
elevated levels of co-infection with HIV/AIDS than their Caucasian counterparts, which increase
the rate at which HCV progresses towards liver failure (Rodrígues-Torres, 2008; Cheung, et al.,
2005).
Because many risk factors come in tandem, Latinos are also prone to associated problem
behaviors such as unsafe sexual behavior and school dropout (Prado, Szapocznic, Maldonado-
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Molina, Schwartz, & Pantin, 2008).These unsafe sexual behaviors as well as drug use put
Latinos, especially adolescents, at a high risk for contracting the HCV virus.
Socioeconomic factors, cultural and language barriers, as well as insurance issues, greatly
hinder many Latinos from accessing good quality healthcare (Rodrígues-Torres, 2008). Latinos
living with HCV tend to initiate treatment less often, and discontinue the treatment before
completion, more often than their Caucasian counterparts (Cheung, et al., 2005). Cheung et al.
(2005) investigated differences in both treatment eligibility, and treatment outcomes among
HCV seropositive Latinos and their Caucasian counterparts enrolled in a prospective study in
Virginia using cross-sectional secondary analysis. The authors also concluded that Latinos living
with HCV tend to be infected at an earlier age, and that they also have high HCV re-infection
rates following treatment (Cheung, et al., 2005).
In addition to risky sexual practices, and an early onset in injection drug use, Latinos also
have a relatively high rate of incarceration, compared with other racial groups. In U.S state
prisons, after African Americans (2,805/100,000), Latinos have the second highest prevalence
rate in U.S state prisons with 1,134 per 100,000 Latinos incarcerated in 2013 (Carson, 2015).
Because state prisons increase the likelihood of HCV infection by 2.6 times (Hammett, Harmon,
& Rhodes, 2002), and Latinos have a comparatively high prevalence rate in state prisons, Latinos
are at a greater risk for HCV infection while incarcerated than their Caucasian counterparts
which only have an incarceration prevalence of 115 in 100,000 in U.S state prisons (Carson,
2015).
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Healthcare for Hepatitis C

Prevention
The CDC has outlined several primary and secondary prevention techniques to reduce
HCV disease burden and incidence of infection. A large focus was put on a widespread
education campaign targeting both healthcare providers and the general public. The U.S
Department for Health and Human Services created an action plan in 2011 to improve
community awareness and provider education by integrating viral hepatitis into healthcare
provider training (Ward, Valdiserri, & Koh, 2012). Primary prevention strategies include
targeting PWIDs at places where they are more reachable and providing both support for safer
injection practices as well as drug use support (Smith, Jorgensen, Zibbell, & Beckett, 2012).
Services like syringe exchange programs (SEPs) are known as harm reduction services,
which allow PWIDs to exchange used needles and syringes for sterile ones. Some SEPs provide
linkages to care and other social services (Jarlais, 2015). Between 2001 and 2009, 2,986 PWIDs
were surveyed in a UK-based study in order to assess the impact of SEPs on reducing HCV
transmission. The study found that high availability of SEPs, if used in tandem with other harm
reduction practices such as opioid substitution treatment, did lower HCV transmission risks. The
authors of the study suggest conducting more research on whether the scaling-up of intervention
exposure can reduce and limit hepatitis C virus prevalence in this population (Turner, et al.,
2011).
SEPs are being used to reach hard-to-reach PWID and work to ensure safe injection
practices (Smith, Jorgensen, Zibbell, & Beckett, 2012). Syringe programs are partially federally
funded and according to the CDC, in 2013, each rural, suburban, and urban program was, on
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average, funded at $26,023, $116,902, and $184,738 respectively. The number of needles
exchanged parallel the budget for each area with 2.7 million, 4.4 million, and 31.5 million
syringes being exchanged respectively in rural, suburban, and urban communities (Jarlais, 2015).
Secondary research and evaluation-based prevention initiatives aim to link more people
to healthcare and to increase HCV testing (Smith, Jorgensen, Zibbell, & Beckett, 2012). The U.S
Department for Health and Human Services’ action plan includes steps to improve testing and
referral methods as well as strengthening public health surveillance by collecting communitylevel data to address health disparities (Ward, Valdiserri, & Koh, 2012).

Treatment and Treatment History
Once an infected patient is aware of their HCV status, treatment becomes the priority.
Merely two years after the discovery of HCV, a treatment using a combination of interferon and
ribavirin became available for use on patients in 1991. Interferon was generally taken as an
injection multiples times a week and ribavirin was taken as an additional pill. The full treatment
plan lasted about 48 weeks. A study found a 41% clearance rate of viral load in patients who
used ribavirin and interferon for 48 weeks as opposed to those who used only interferon, which
had clearance rates of 13% (McHutchison, et al., 1998). Later with the refinement of interferon
to pegylated interferon, the combination treatment plan yielded a 50% success rate in ridding
patients of HCV (U.S Dept of Veterans Affairs, 2016).
The side effects of the treatment included depression, weight gain, and anxiety and many
felt the “treatment was worse than the disease” especially since the treatment was known for its
low cure rates (Jordan, et al., 2013). Adverse and often fatal side effects in tandem with low
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success rates decreased rates of uptake as well as adherence once patients initiated the treatment.
In fact, many physicians participating in a study when asked about their current treatment of
HCV monoinfection, responded that they were waiting until interferon-free regimens were
available before recommending treatment to their patients living with HCV (Chastain, 2015).
Since then, genotype-specific, pill-focused therapies have been developed to better
combat the disease. In May of 2011, new direct acting antivirals (DAAs) were approved for the
treatment of genotype 1 HCV, which shortened therapy length and minimized side effects
(Jazwinski & Muir, 2011). This ground-breaking discovery in pharmaceuticals has expanded
access to countless more HCV-infected individuals. Since then, genotype-specific therapies have
been developed for each genotype (American Association for the Study of Liver Disease;
Infectious Disease Society of America, 2016). As of 2013, Gilead, created a one pill a day
treatment therapy known as Harvoni (SOF/LDV) that contains a combination of two medications
(Do, Mittal, & Liapakis, 2015). Harvoni is considered to have a ≥95 success rate in the
completely ridding the body of HCV (Zhang, Nguyen, & Hu, 2016). However, the treatment is
specific to those infected with Genotype 1 HCV and is not a vaccine. All those who take the
treatment are at risk for reinfection due to the rapid mutation of the virus and the benign immune
response in humans. Other combinations of DAA that treat genotypes 1-3 have all been found to
have a ≥90% SVR achievement rate as well (Zhang, Nguyen, & Hu, 2016). Although these new
medications are much more tolerable than prior therapies such as interferon, they remain
inaccessible to many due to their high costs (Do, Mittal, & Liapakis, 2015).
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Treatment as Prevention
Treatment as prevention (TasP) is the theory that treatment of infected individuals can
also serve as a prevention method, with the hope that cured individuals won’t be able to spread
the infection to others (CDC, 2017). As more people are treated for the virus, community viral
load, or virus circulating within the community, diminishes and the probability of disease
transmission can also decrease. This idea was initially applied to HIV-infected patients when the
HPTN 052 study found that HIV antiretroviral therapy reduced HIV transmission in
serodiscordant heterosexual couples by 96% (Cohen, 2006). Now that DAA medications are
available with very high cure rates (E.g. >95% cure rates), TasP for HCV has become a
possibility (Hajarizadeh, et al., 2016). However, because re-infection with HCV is a possibility,
focusing on the disease is not enough and behavior change in addition to TasP strategies are
necessary for eradication. Hajarizadeh et al. (2016) recommend the enhancement of HCV
diagnosis and linkages to care services, drug price reform, high-coverage cost reduction, and
removal of restrictions on treatment access such as liver disease and drug- and alcohol-use based
restrictions (Hajarizadeh, et al., 2016).
In terms of PWIDs specifically, a review of the literature found strong theoretical and
economic evidence that advocates for treating current PWIDs for HCV irrespective of their liver
damage. However, the review points out that there is not as of yet any empirical evidence to
support the models, and suggests more primary studies with PWIDs and DAAs need to be
conducted before the models can be fully trusted (Hickman, Angelis, Vickerman, Hutchinson, &
Martin, 2015).
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HCV Care Cascade
The HCV care cascade was adopted from a similar model used for HIV/AIDs which is
used to describe the loss of patients between screening and treatment. Holmberg et al. (2013)
define the phases of the care cascade as follows: (1) infected with chronic HCV; (2) diagnosed
and aware of their infection; (3) referred to care; (4) had HCV RNA test to confirm infection; (5)
prescribed HCV treatment; and (6) cured or achieved sustained virologic response 4 (SVR)
(Holmberg, Spradling, Moorman, & Denniston, 2013). This study included HCV RNA testing as
well liver fibrosis staged by biopsy for possibilities for step 4. However, because liver biopsy is
no longer required to confirm HCV status, it was not included in this paper. This particular
cascade was chosen because it is commonly referenced by other studies (Yehia, Schranz,
Umscheid, & Lo Re III, 2014; Linas, et al., 2014) as their source when studying the HCV care
cascade. Figure 1 depicts the cascade on the following page.

4

Sustained virologic response- the patient has an undetectable serum of HCV RNA levels 24 weeks after treatment
was completed.
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Figure 1: Once a person is infected with Chronic HCV, they become part of the treatment cascade. At each step, participants are
lost to follow-up and eventually very few are cured.

Gaps in treatment typically occur at the diagnosis, prescription of antiviral therapy, and
achievement of SVR stages and many people are invariably lost to follow-up at each step (Yehia,
Schranz, Umscheid, & Lo Re III, 2014). A systematic review of HCV treatment access,
conducted between 2000 and 2013, found that only 9% of people in the U.S infected with HCV
achieved a sustained virologic response. The authors of the review note that the advent of DAAs,
which have shorter treatment regimens, will likely increase the number of people that are offered
treatment as well as the cure rate in the future. They also suggest that educating providers and the
public on HCV prevention, care, and treatment access will be essential in ensuring that more
people are cured (Yehia, Schranz, Umscheid, & Lo Re III, 2014).
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Another study by Linas et al. simulated a hypothetical cohort of people infected with
HCV who recently tested positive for HCV antibodies when screened in the U.S. The study
estimated that under standard care conditions, HCV therapy effectiveness is reduced by 75% due
to loss to follow up. The cohort was taken through a variety of hypothetical intervention
strategies to determine which methods resulted in more patients getting further down the
treatment cascade. The four interventions were the following: 1) linkage interventions, which
consisted of 5 case manager visits; 2) treatment initiation interventions, which targeted those
already engaged in care by providing longer visits with clinician and case managers; 3)
integrated case management, which combined interventions 1 and 2; and 4) peer navigator
interventions, which provided peers to work with patients from the time they are diagnosed
through completion of HCV treatment. The study tested patients with genotypes 1-3 and used
interferon-based treatments. The study found that of the four interventions, the peer navigator
intervention and the integrated case management intervention were both equally successful and
increased linkage to care and treatment initiation by 10%. To account for the changing nature of
HCV treatment and the onset of DAAs, the study also created a separate interferon-free
treatment group. They adjusted the model to increase number of patients initiating treatment and
lowered the number of patients who were lost to follow up due to severity of regimen. When
analyzed, the non-interferon based treatment hypothesized that 27% of patients would attain
SVR, 18% higher than the current standard of care outcome assuming the same rates of linkage
to care apply. The authors noticed that interventions that targeted patients further along in the
cascade such as the treatment initiation intervention were more successful in increasing the
number of patients achieving SVR than earlier interventions, such as linkage to care. The authors
recommend investing in linkage to care, treatment initiation, and adherence to treatment as they
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found that interventions that targeted multiple areas of the cascade had better results than those
that only targeted one. They also felt that the DAAs alone were not enough, as 27% SVR rates
were still low and more needed to be done along the cascade (Linas, et al., 2014).

Facilitators and Barriers to HCV Treatment
Patients can experience barriers to treatment at various levels of the care cascade. After
initial infection, the first barrier patients often face is lack of knowledge about their HCV status.
The initial asymptomatic nature of the infection, along with a healthcare provider’s failure to test
patients for HCV, are contributing factors to this barrier (Mitchell, Colvin, & Palmer, 2010).
Individuals can also face barriers such as lack of medical coverage or lack of education.
If patients do manage to get diagnosed for HCV, many face barriers getting access to a
specialist due to specialist unavailability or lack of a referral. Only half of the HCV diagnosed
patients in the U.S were referred to a specialist in 2009 (McGowan & Fried, 2011). However, in
an academic primary care practice in San Francisco, 90% of diagnosed patients were referred to
care in 2013 (Ooi, Madero-Gorostieta, & Dahiya, 2013). This uneven distribution of care across
the U.S suggests the added difficulty in receiving care for HCV for certain populations of
infected individuals.
Of the diagnosed patients who received referrals, specialist availability creates another
barrier. It was estimated that 80% of the U.S.’s HCV patients are treated by 20% of the country’s
gastroenterologists (IMS Xponent, 2007). HCV specialists, such as gastroenterologists who
specialize partly in the liver, are often concentrated at academic or government centers. This lack
of local providers forces individuals to travel long distances often at great expense to reach
specialists (Shiffman, 2007). In a global survey of physicians (n=697) across 8 global regions,
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the U.S. physicians ranked last with only 17% agreeing that patients have adequate access to
HCV providers in their community. The study included HCV specialists and general
practicioners and was comprised of a 214-question survey. The study concluded that patient fears
of treatment, inadequate physician knowledge, and limited specialist availibility acted as major
barriers to HCV treatment. The authors recommended greater efforts be put into patient and
provider awareness as well as increasing access to treatment providers (McGowan, et al., 2013).

Insurance
Due to the high costs of DAAs, preauthorization is needed by insurance companies
before patients can receive treatment. As of part of the preauthorization process, HCV-infected
patients were required to have advanced stage fibrosis (F3 or higher) or cirrhosis to be given
treatment (Stepanova, Kanwal, El-Serag, & Younossi, 2011). In August of 2016, the state of
Massachusetts announced that MassHealth, Medicare for Massachusetts, would cover all types
of HCV in all stages. This signified that people would be able to start treatment before they
reached late stage fibrosis and would have a higher chance of reaching SVR (Freyer, 2016).
Even with these new changes in policy, many physicians are still finding it difficult to get their
patients approved for treatment. One study found that 22.5% of patients were initially denied
access to Harvoni and that only after physicians filed one or multiple appeals did the unapproved
rate drop to 10%. However, this initial denial causes a delay in treatment and may cause
individuals to be lost to follow-up. The study found that Medicare/Medicaid membership and
high viral loads were good predictors for initial approval (Do, Mittal, & Liapakis, 2015).
According to Do et al. (2015), patients infected with HCV are also commonly not
approved for treatment based on their current alcohol- and drug-use habits. The study found that
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only 4.7% of people approved for Harvoni in 2014 were active drug users and 22.5% were
occasional drinkers (Do, Mittal, & Liapakis, 2015). However, one study shows that drug/alcohol
misuse were generally associated with referral for HCV therapy in HIV co-infected individuals
(Cachay, et al., 2014). This signifies that current drug and alcohol users are often referred to
HCV specialists, but are not being approved for treatment. When broken down by ethnicity, nonLatinos were approved for treatment far more than Latinos; 82.2% of non-Latinos were approved
for treatment while only 16.3% of Latinos were approved for treatment (Do, Mittal, & Liapakis,
2015).

Side Effects and Patient Fears
Several studies have explored the perceptions of PWIDs regarding HCV testing,
treatment and care. In one study, investigators conducted 6 focus groups in New York City and 8
in San Francisco between 2008 and 2009 in which the participants had to (1) identify as Latino
or Black; (2) be utilizing services at either syringe exchange programs, methadone maintenance
programs, or HIV primary care clinics; and (3) be at least 18 years of age. They found that most
participants were eager to learn more about HCV and were dissuaded from initiating HCV
treatment due to side effects and a lack of clear direction (Jordan, et al., 2013). The authors
recommended promoting a stronger relationship between testing and care and standardizing posttest counseling to bring more people into treatment readiness. A separate study in which
researchers conducted interviews showed that participants felt that HCV was too commonplace
to worry about and also expressed confusion about places to go for screening and a fear of side
effects from the treatment (Swan, et al., 2010). Other common barriers discovered by both
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studies were a mistrust of healthcare providers and a lack of transportation to clinical
appointments (Swan, et al., 2010; Jordan, et al., 2013).
In an interferon-free era, a study compiling patient-reported outcomes from stage three
clinical trials found that patients reported interferon and ribavirin free treatments were associated
with better emotional health, patient ratings, and work productivity while taking the treatment
(Younossi, Stepanova, Henry, Nader, & Hunt, 2016). However, there is little research on patient
perspectives of new DAA treatments.

Patient-Provider Relations and their Effect on Care
Many studies have found that the relationship between a healthcare provider and their
patient greatly affects adherence to treatment and follow-up visits (Rogal, 2016). In a qualitative
study conducted in 2008, participants seeking HCV care who injected drugs felt as if their
healthcare providers did not care about them and used more medical jargon than they could
understand (Swan, et al., 2010). Another qualitative study conducted in 2009 also found that
PWIDs had great mistrust in their HCV healthcare providers and felt that they were not treated
with respect or given any further direction beyond the first visit (Jordan, et al., 2013).
A third study confirmed these patient perceptions by showing “that professionals held
more stigmatizing attitudes towards patients with an active substance use disorder…” (Boelkel,
2013). The authors in this study systematically searched through databases such as PubMed,
PSYCHInfo, and Embase and found 28 articles published between 2001 and 2011 that focused
on health care professional’s attitudes towards patients with substance abuse disorders. The
authors found that health professionals generally had a negative perception of drug users and
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viewed them as violent, manipulative, and poorly motivated. As this was found to be negatively
affecting patients’ health care quality, the authors recommend training programs for healthcare
professionals to improve their attitudes towards PWIDs (Boelkel, 2013).

Provider Knowledge and its Effect on Care
In addition to patient comfort, provider knowledge and cultural competency also play
important roles in adherence and positive treatment outcomes. Lack of cultural competence can
also cause barriers to a good patient-provider relationship. For example, lack of knowledge on
herbal supplements and other cultural remedies have been found to hinder quality of care
(PRIME Inc, 2015). Providers’ self-reported levels of cultural competence and Spanish
proficiency had a positive correlation with better levels interpersonal processes of care
(Fernandez, et al., 2004). Many primary care providers (70%) do not feel prepared enough or
knowledgeable enough to care for patients living with HCV. In fact, even the 30% who claimed
to feel comfortable were not able to answer basic questions about statistics on direct antiviral
therapies or modes of transmission (Thomson, Konerman, Choxi, & Lok, 2016).

Gaps in the Literature
A few studies have looked at perceptions of HCV treatment and treatment readiness
among PWIDs, but none were conducted with Spanish-speaking individuals. In Boston, there is a
paucity of community-based research focused on PWID, and even less is known about HCV
treatment perceptions among Spanish-speaking PWID, especially in this new era of DAA HCV
therapy. Little research has been done on HCV treatment readiness following the widespread
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availability of DAAs in 2013. Swan, in his qualitative study, suggests that healthcare providers
need to be more aware of the conflicting perceptions of treatment that PWID hold and more
research needs to be done regarding their misunderstandings (Swan, et al., 2010). It is therefore
not clear how this positive change in treatment availability will affect HCV prevalence and
treatment readiness.
In the hepatitis treatment literature, little is known about provider perceptions and
willingness to treat HCV with the newer therapies. As mentioned, providers seemed to be
waiting for DAA to treat some patients (Chastain, 2015), and professionals held more
stigmatizing attitudes towards patients with an active substance abuse disorder than towards their
other patients (Boelkel, 2013). The lack of understanding of provider perspectives may be
partially due to the low response rate that is generally seen with a healthcare provider study
population (Flanigan, McFarlane, & Cook, 2008). It is possible that because clinicians tend to
have a low response rate to surveys, their perceptions are studied less often. Further, few studies
have assessed differential rates of access to DAAs among Latinos, disparities in adherence to
DAAs by race/ethnicity, and risk for re-infection disparities. By assessing treatment readiness
from both a patient and provider perspective in this new age of medications, we will provide
insight into a vital part of HCV treatment and care that has not yet been researched extensively.

Public Health and Clinical Implications
Large scale treatment of HCV among PWIDs and PWIDs from the Latino community
presents tremendous opportunities to curb the HCV epidemic. This project will help fill gaps in
knowledge about treatment readiness among Latinos who inject drugs in the Boston area and
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assess feasibility of the newer treatment reaching the Latino Community. It will also provide
information about HCV treatment possibilities in Latino neighborhoods in Boston that are most
impacted by HCV, as well as facilitators and barriers to HCV treatment. Lastly it will provide
insight into healthcare provider perceptions on who is ready for treatment as well as healthcare
providers willingness to treat Latino PWIDs. By combining the two studies, we can begin to
understand where the discrepancies between patient-provider communication in regards to HCV
treatment lay.
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Research Questions

Question 1: What are some reasons for disparities in HCV treatment and health outcomes
between Latinos and their white PWID counterparts?
Question 1a: What are the perceived barriers and possible facilitators to HCV treatment among
Latino PWIDs?
Question 1b: What are the levels of HCV treatment readiness and treatment success among
Latino PWID in Boston?
Question 1c: What are possible cultural barriers/facilitators to adherence to HCV treatment and
care?

Question 2: What are some provider gaps in treatment and care and how willing are
providers to treat Latino PWID?
I hypothesize that many healthcare providers are not ready to treat groups unknown to them such
as Latino PWID.
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Methods
Study Design
We conducted a cross-sectional study to observe the attitudes and actions of individuals
with respect to injection drug use and hepatitis C treatment. Thematic analysis was performed on
qualitative data to understand perceptions and experiences about HCV among Latino PWIDs and
address research questions. Quantitative survey data from providers were used to generate
descriptive statistics to help answer research question two. This observational study was noncomparative and non-interventional. It sought to better understand current attitudes of Spanishspeaking Latinos who inject drugs and are living with HCV, as well as the healthcare providers
that treat them. The primary outcome of interest was treatment readiness among PWID and the
perceived readiness of PWID by clinicians. These measures were explored within both study
samples by looking at data from the in-depth interviews with Latino PWIDs living with HCV
and with healthcare providers willing to treat that population.

Study Population: Question 1- Latino PWID
The first study population focuses on Latino PWIDs. Participants were between 18 and
55 years of age, had a history of injection drug use, and were either living with HCV at the time
of the study, or had been treated for HCV in the past. The participants were all Spanish-speaking.
Although it was not required that participants speak Spanish as their primary language, those
who preferred Spanish were sought for the in-depth interview process.
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Study Population: Question 2- Healthcare Providers
The second portion of the study focuses on healthcare providers in the Greater Boston
Area. We recruited healthcare providers who had treated or referred at least 5 Latino patients for
HCV treatment and care. Eligible occupations within the healthcare system included physicians,
physician’s assistants, nurse practitioners, case managers, interns, licensed practical nurses, and
licensed or master’s degree holding social workers.

Recruitment
Latino PWID
Latino PWID were recruited through 4 different methods (street outreach, clinician
referral, local non-profits, and the REACTS study). Two participants were recruited through
street outreach in the South End of Boston. Participants were informed about the study and those
willing to participate travelled to Tufts Medical campus. Five participants were recruited through
clinician referral from Tufts Medical Center and one from Boston Health Care for the Homeless
Program (BHCHP). Five participants were recruited from the Multicultural AIDS Association
(MAC) at Casa Iris and one was recruited from Casa Esperanza. The partner organization MAC
collaborated with this study and actively sought out and requested members who fit the study
criteria to participate in an in-depth interview. A presentation was made at Casa Esperanza and
one volunteer agreed to participate in the study. One participant was recruited through the Tufts
REACTS (Responds to the Epidemics of Addiction and hepatitis C Together) study. All
participants provided informed consent and were informed about a $25 cash compensation for
participating in the survey before they made a decision to participate.
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Healthcare Providers
Healthcare providers were recruited through peer networks. Select HCV and primary care
clinicians from Tufts Medical, BHCHP and Massachusetts General Hospital collaborated with
the study to help with recruitment. They were asked to directly email the survey link and
informed consent document out to all peers practicing in a HCV related field. In total, 179
healthcare providers were contacted though their networks and 24 responded to the survey.
Seven of these respondents did not qualify to participate and 4 participants signed up with their
initials but completed no questions. All participants were notified that they were entered into a
raffle to win a $250 Visa gift card in the informed consent form.

Data Collection Instruments
Latino PWID
All in-depth interview questions were taken from the Tufts REACTS study and translated
into Spanish (Appendix 1a). Several Latino-focused questions were added to the interview guide.
These additions focused on opinions and perceptions of Latino culture in relation to drug use,
relapse, and factors affecting treatment access (Appendix 1a. During the first part of the
interview, participants were asked about their drug injection history and social networks. The
second half of the interview focused on their understanding of HCV and HCV treatment, their
experiences with healthcare providers, and their opinions on treatment readiness and
facilitators/barriers to HCV treatment.
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Healthcare Providers

Questions for healthcare providers were taken from the following studies and compiled to
create an approximately 15-minute long questionnaire: The National Study of Hepatitis C
Services, Transportation Barriers to Accessing Healthcare for Urban Children, EPPEC, the
Communication gaps concerning post-therapeutic neuralgia study, the joint commission study,
the GP attitudes towards drug misusers, and the PRIME survey. Several studies focused on HIV
and these questions were modified to inquire about HCV. The questionnaire focused on six main
areas of interest: demographics, HCV treatment methods, HCV knowledge provided, Latino
resources, perceptions of barriers and facilitators, hospital policies, and treatment readiness. The
online questionnaire had two versions. If a participant selected “Primary Care Provider” or
“Family Practice” when prompted about their specialty, the questionnaire changed all questions
regarding treatment to inquire about referral methods instead (Appendix 2).

Data Collection
Latino PWIDs
Data were collected qualitatively in the form of in-depth interviews. Each in-depth
interview was conducted in Spanish, was approximately one hour in duration, and took place at
one of the following locations: a triage room in the Tufts Infectious Disease Clinic; at 136
Harrison Avenue, home of the Tufts Department of Public Health and Community Medicine; or
at the Multicultural AIDS Coalition within Casa Iris. All interviews were recorded and the
informed consent process was conducted in the participant’s preferred language (English or
Spanish). Participants remain anonymous and names were not saved with the data. Each
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participant was given an ID number using the first and third letters of their first and last name
and their date of birth to preserve anonymity. The in-depth interviews were carried out between
June and October of 2016.
Healthcare Providers
Data was collected quantitatively in the form of an online survey. The survey includes a
screening portion, which, if passed, will connect participants to a 15-minute long survey. These
questions can be seen in Appendix 2. Questions are all closed-ended multiple choice unless the
participant choose ‘other’, which promotes the participant to explain their choice. Twenty-four
surveys were administered through RedCap (Version 6.14.1), a survey creation, administration,
and management tool. Participants were given the option to complete the survey over the phone.
Reminder emails were sent out repeatedly and the survey remained open until March of 2017.
Data Analysis

Question 1:

The qualitative component of the study was hypothesis-generating, using descriptive
statistics to shed light on observed trends in the data. All in-depth interviews were transcribed in
Spanish. In-depth interviews were coded using Dedoose (Version 7.5.9) in English. The codes
from the larger study (Tufts REACTS) were used for the current study. In total, 15 coding
categories, comprised of 55 codes, were used to code the in-depth interviews. After initial coding
was completing, 2 codes were added to account for new information (Appendix 1b). Emerging
themes that highlighted participants’ perspectives and experiences were identified in coding
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reports and salient topics are presented as findings. Themes were considered salient if 3 or more
participants shared the same sentiments or experiences.
Question 2:

Data from 24 surveys were cleaned and descriptive statistics were generated for all study
variables. Measures of central tendency were calculated and reported. Variation in responses and
standard deviations were also analyzed. Microsoft Excel 2016 for Windows was used to create
descriptive statistics and contingency tables. RStudio (Version 1.0.136) was used to calculate pvalues using Fisher’s exact test.
Categorical analysis was conducted on specific variables to understand differences in
responses between HCV specialists and primary care clinicians. For example, when comparing
clinician knowledge of “horny-goat” a commonly used Latino supplement, a 2x2 table and
Fisher’s exact tests were used in order to determine if there was a statistically significant
difference in responses. A categorical analysis was also conducted to understand provider
confidence to treat HCV and the effect confidence on a variety of treatment methods or actions
about which providers were asked.
A “Treatment Readiness” variable was created based on responses to two questions.
Healthcare providers were then categorized into “Treatment Ready” and “Not Ready” to treat
Latino PWID based on their responses to two questions: 1) I am confident that I have adequate
training to provide HCV prevention counseling to my Latino HCV-infected patients; and 2) I am
very comfortable discussing HCV diagnosis and treatment with my Latino patients. Because both
questions were scaled from 1-7, the average of each participant’s answer to both questions was taken.
If the average number was 5 or above, the participant was considered to be “treatment ready” , with
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respect to their ability to provide treatment to Latino PWID. Individual responses were analyzed
and compared to assess differences among the treatment ready healthcare providers. Salient
themes are discussed in the Results section.

Ethical Review
This study was exempt under the larger study Tufts Responds to the Epidemics of
Addiction and HCV Together (REACTs) in May of 2016. All study instruments and related
documents were approved by the Tufts Health Sciences Institutional Review Board.
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Results- Research Question 1: Treatment Readiness Among Latino PWIDs
Characteristics of in-depth interview participants were summarized (Table A). Original Spanish quotations can be found in Appendix
3. The study population was mainly comprised of Puerto Rican males. Eleven of the 15 participants were above the age of 40 and
Table A: Characteristics of Latino PWID participants from In-depth interview
Participant

Age

Sex

Ethnicity

Treated for HCV?

1

39

Male

Yes

3

56

Male

Puerto Rican
Venezuelan &
Guatemalan
Puerto Rican

4

49

Male

Puerto Rican

Yes

5

33

Puerto Rican

Yes

Puerto Rican

Yes

Puerto Rican

Yes

2

28

Female

No
Yes

7

50

Male
Transgender
Female
Male

8

33

Male

Puerto Rican

No

9

49

Male

Puerto Rican

No

10

44

Male

Puerto Rican

Yes

11

48

Male

Puerto Rican

Yes

12

40

Male

Puerto Rican

Yes

13

47

Male

Puerto Rican

Yes

14

50

Male

Puerto Rican

Yes

15

44

Male

Puerto Rican

No

6

52
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most had already received treatment
at least once (Table A).

Below are the salient themes that emerged from the analysis of the in-depth interviews. In
order to be considered a theme, the topic had to have emerged from three individual participants.
For salient themes among those who have not yet taken treatment, two participants relaying a
certain idea was taken as enough to be considered a theme as only four participants have not yet
gotten treatment.

Factors leading to HCV infection
Family Involvement in Drug Vending and Use
A majority of participants reported having family members that also injected drugs. Casa
Esperanza, a drug rehabilitation program in the area encourages participants to stay away from
“people, places, and things” that might cause one to start using. Study participants explained that
for them, it was near impossible to not use, as they were always around their family members.
Peer pressure from friends or cousins eventually caused them to give in and use. Several
participants described that their family had a business in selling drugs and they were sent out to
sell at a young age. They explained that this business was how they became introduced to hard
drugs.
“Because, from the time that I arrived there, this is what started most of my problems. The
people gave me drugs to sell, and I didn’t sell them. How did I meet them? Well through my
family. I have a sister in Holyoke that had moved there first. And when we arrived, well, she
already knew people and so I was introduced to this world…one of drugs, and of, you know,
the street, through them. And you know when you know one person, this person introduces
you to another, and they introduce you to another, and another, when someone is new they
want to know everyone, everyone. But none of them were good. They all did bad things…I still
am familiar with this world. That which sells drugs. And I have family that are selling drugs,
and I can’t do anything about it” (33 year-old PR male; taken HCV treatment)

Most of these participants then continued on to say that the curiosity to try the product they were
selling overcame them and they began to use as well as sell.
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“This I don’t know if we should talk about it, my family in Springfield, they are dedicated to
sell drugs…so I asked them for a job one day because they have restaurants, they have things,
and asked the, for work and the first thing that they did was give me a little bit of [drugs]. I
didn’t have to buy any, only to sell it. Sell it there in in that corner. You know if you give a
monkey a bunch of bananas to go and sell, what is that monkey going to do? “(46 year old PR
male, taken HCV treatment)

One participant noted the same curiosity overcame him after several years of injecting his uncle
with heroin when he was a boy.
“In Puerto Rico, at 12 years old, I started helping my uncle. I injected him and learned from
there. I started injecting with my friends” (40 yr. old PR male, taken treatment)

Participants also noted a cultural aspect to starting to use drugs early. Participants relayed
how children were often expected to start earning early and were often independent at a young
age. The socioeconomic aspect of coming from low-income families and from homelands such
as Puerto Rico can be understood with the quotation below.
“I say it is something cultural…Because Latinos are very celebratory. Moreover, in our country,
there is a lot of freedom, and once you become eleven or twelve years old, and you look big,
you dad tells you, “you are big, go and work”. You can do whatever you want, but even
though you are big in stature, the mind is of a baby…There is much unemployment in my
country, in my country there are many…families that abandon sense…They go sell drugs…This
happens a lot in my country, and with Latinos” (47-year-old PR man, taken treatment)

Another participant felt that certain areas of Massachusetts had a higher percentage of Puerto
Ricans. He describes the environment he grew up in below:

“In Holyoke, wow, Holyoke. It is a really, really bad city. They do a lot of drugs. They sell a lot
of drugs. There are a lot of Puerto Ricans. There are a lot of gangs. Therefore, the friends
from there were like that, from gangs” (33-year-old PR male; taken treatment)
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Factors Affecting Treatment Readiness and Uptake
Hepatitis C Perceptions
Most participants believed that HCV infection was commonplace. A common notion was
that everyone in Boston has Hepatitis C, and that it’s not possible to keep yourself HCV-free. One
participant commented that,
“Almost everyone I would say, everyone has Hepatitis C here in Boston. Almost everyone has
HIV or Hepatitis C. Almost Everybody. In Boston it’s a lot of people” (50 yr.-old male, taken
treatment)

There was no identifiable trend on the amount of knowledge participants had on the
Hepatitis C virus. Participants varied in their knowledge of transmission, effects of the disease on
the body, and methods of transmission. Few participants were aware of variability in genotypes.
For HCV transmission specifically, all participants recognized that the virus was transmitted by
sharing needles and through blood. However, a majority of participants shared the misconception
that HCV was transmitted through heterosexual or vaginal intercourse. In fact, many participants
blamed their significant other for their HCV. Another common misconception that emerged was
an understanding that HCV and HIV came as a “package deal”. They believed that when HIV
was transmitted, HCV was transmitted as well, and if someone was going to use, they would
have both HIV and HCV. The way one participant explained the theory was,
“OK, when AIDS is...of course for a person, it’s a thing that comes, it’s combined with, with the
people that are positive, that have AIDS. You know, it comes, it comes along with the territory,
Hepatitis comes [with AIDS]” (52 yr. old PR transgender female, taken treatment)
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HCV treatment Perceptions
Many participants experienced initial reservations about taking HCV medication.
Participants were often deterred from HCV treatment because they knew that relatives and peers
had suffered while taking older, interferon-based treatments. Participants who watched their
peers suffer expressed initial fear to start treatment as they did not want to experience the same
side effects. One participant explains his initial fears about taking HCV, even though he
understood that the new treatment had different side effects, below.
“Well my cousin, he also took the treatment but, the treatment that he took for Hepatitis C,
was with…injections… So I saw him very gaunt, and so I didn’t want, I didn’t dare to take it
because I was a little fat, I had more to spare… so I was afraid to take it. But since the [new]
treatment doesn’t have the same [side effects]…” (50 yr. old PR male, taken treatment)

Participants also noted this trend in their peers. One participant commented that,
“…on the Street, there are a lot of people who are afraid. There are afraid of, because they
don’t have a knowledge of the new medications that don’t have the side effects of the other
medications that has come out in the past that had been strong. Because of the experiences
that people have talked about, people have stopped coming, and they don’t seek out
treatment or the necessary help. Today however, there are other forms of treatment for
Hepatitis C” (33-year-old PR male; taken treatment)

An interesting finding is that participants unanimously believed that HCV treatment was
very easy to access. They expressed that in today’s age, the people who had not gotten treatment
were not trying enough. They agreed that one only had to ask for help or go into see the
physician to get put on treatment. Two participants exemplified these sentiments with the
thoughts below.
“You have to do it, you have to go to the hospital. You have to, ask for help, because the
doctor isn’t where you are, you have to go, ask for help, talk to the doctor, take the test, and
tell the doctor that you truly want the treatment. That you want to be cured” (47 yr. old male,
taken treatment)
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“It’s easy man. Nowadays it’s easy. We are in 2016. We are not in the 80’s. We are not in the
70’s. All you have to do is show up. Be accountable for your stuff you know what I’m saying?
Show up and you’ll get treatment. Ask questions and you’ll get your answers. There’s nothing
that hard” (33 yr. old PR male, not taken treatment)

Barriers to Treatment and Treatment Adherence
Mass Health allows patients to get treatment more than once if they contract HCV again
after their initial treatment was successful (Center for Health Law and Policy Innovation, 2015).
However, physicians often find it difficult to advocate for their patients who have relapsed when
they appeal to insurance companies for approval of treatment therapies. Therefore, patients may
end up with treatment plans that require more pills or have more side effects if they relapse and
need treatment again (Center for Health Law and Policy Innovation, 2015). However, it is still
possible to be approved for treatment a second time. For several participants in this study, the
possibility of reinfection was seen as a barrier because their physicians had explained to them
that they could only get the treatment once, or rather, their insurance would only cover their
treatment one time. These participants were therefore waiting until they were ready to quit using
drugs to start looking into treatment.
I got MassHealth and like if I, if, if like let’s say like if I go right now to see my doctor and be
like listen I wanna do the pill, they only pay for it one time because it’s so much money you
know what I mean? And like I can’t do it a second time. Like if I do it a first time, and I succeed
and I and I’m I don’t got it no more and I end up using again and I end up catching it again,
then I’m gonna be with it all my life because they are not gonna pay for it again. It costs so
much money and my insurance pays for it only one time. So like, that’s why I haven’t done it
yet you know what I mean? Because I don’t know if I do it now and I start doing drugs and I
get clean or whatever and the Hep C goes away, what if I end up relapsing and I get it again,
then like I have it for all my life. I’m not gonna. It’s not gonna go away. You know what I
mean. It’s gonna be something that I have to really sit down and be like ok, I’m done with
drugs” (33 yr. old PR male, not taken treatment)

When participants were asked why people they knew had not sought treatment, they
unanimously responded that their peers were too busy using drugs and therefore did not have the
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time to think about curing their HCV. One participant described those who were not interested in
treatment as,
“Those that are not interested because they don’t care about their life. They are still using
drugs, they still drinking, they still doing this” (56 yr. old PR male, taken treatment)

When asked about barriers to treatment specific for Latinos, many responded that they
did not feel Latinos were treated any differently than another race/ethnicity when trying to obtain
treatment. One participant explained it as,

“I believe that for Latino people, everyone is the same. For the treatment, in all the hospitals, for all the
world, it is the same” (40 yr. old male, taken treatment)

Surprisingly, many primarily Spanish-speaking participants, and several who had no
English proficiency at all, reported few problems communicating with and understanding their
providers about HCV treatment. They reported that their providers oftentimes spoke enough
Spanish for them to understand or a translator was available for them. They reported the ability
to understand side effects of treatment as well as the treatment plan from their providers without
problems. However, participants did note that an in-person translator was not always available
when one was needed. When asked if they had any problem communicating with healthcare
providers, one participant answered,
“No because there always is a translator, and almost all, almost all of the doctors that I have
had, by luck… have spoken a bit of Spanish or, understand. Sometimes there wasn’t a
translator. Sometimes we speak like we are now. The little English I know and the little
Spanish that he knows” (44 yr.-old PR male, taken treatment)

In terms of barriers to adherence, Hispanic culture came up as a prominent aspect by
participants who had relapsed. One participant explained his belief in the Spanish propensity to
love drugs.
“But we have bad luck that we are Latino because we like drugs a lot, because if you go into a
detox or go to a program, everyone that you are gonna see are Boriquas. Puerto Ricans. Black.
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White. I have never seen a Chinese person in a program. Not one. I have never seen one. You
can say there are 1, 2, or 3 but I have never seen one. We have a greater propensity to use
drugs. To have Hepatitis. HIV” (47 yr.-old PR male, taken treatment)

Facilitators to Treatment Readiness
Many participants were hesitant to start treatment or experience difficulties during
treatment. These participants reported that their physicians were invaluable in helping them
become ready for treatment. Physicians helped quiet fears about side effects and were there to
explain how the virus worked and what participants could expect from the treatment.
“Ok, when I found out what Hepatitis C does to the liver…I talked to my doctor and she
explained to me that I could pass the liver, the transfusions. So with the support of my doctor
for the most part and it was my friends that told me “Hey take [the medication] it is not bad”.
So I took it and already my life has changed. Now it doesn’t hurt here anymore, or over there.
And at first I was afraid, afraid that something was going to happen to me, afraid of a
reaction from the medication. But the doctor explained everything to me” (50 yr.-old PR male,
taken treatment)

Many participants like the one below described how their healthcare providers explained that
they were going to die without HCV treatment which motivated participants to take the
treatment. The hope of a new life and the fear of dying made participants more treatment ready.
“Like my doctor told me. [The medication] does work. If you don’t want to die, then you have
to take it” (50 yr. old PR male, taken treatment)

Participants cited several reasons for their interest in treatment. Many participants relay
an unwillingness to die as their primary reason. They hope for a second chance at life and hope
to spend the good years they have left with the families and significant others that they have not
been able to give full attention to while using. When one participant was asked how he knew he
was ready for treatment he answered,
“I know people who have passed because their liver shuts down, or for whatever reason, that
Hep. C takes a toll on your body. You can’t, filter things properly if your liver develops into the
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cirrhosis stage and stuff. I would like to get it not just for me, for my wife’s sake, my wife has
Hep. C too…and I have two babies, I have a two-year-old and a four-year-old. And it’s like, at
my age, do they deserve to have dad around?” (44 yr.-old PR male, not taken treatment)

The individual above although ready for treatment is still looking for a referral to an HCV
specialist. His current primary care provider continually brushes the individual off when he asks
about HCV treatment. He however is the only PWID participant who had this problem.
When one participant who was not yet ready for treatment was asked how he would
know when he would be ready, he explained that he needed to hit rock bottom and until then, he
was not comfortable taking the treatment. He expressed that once he was tired of living the way
he was living on the streets, then he would consider taking the treatment, because he wanted to
be clean before he started taking the treatment. He also shared a notion that he believed he would
need to be incarcerated for a period of time in order to be forced to stop using drugs and have
time to look more introspectively at his substance use and related health (e.g., HCV) problems.
“You’ll know. (mumbling) When you hit rock bottom you’ll know. You’ll when you’re tired of
getting high or you’ll know when you’re tired of doing whatever you’re doing. Running
around, not showering, sleeping in the highways, fucking, not getting a haircut, hygiene, not,
not up to par. You’ll get it…Something will click. Or even like me personally. A person like me I
gotta go to jail. It’s just what it is. For me to stop, I gotta go to jail. I can’t go to detox, and I
can’t go to a program. No. because I’m gonna leave. I have my own free will. I don’t got
probation; I don’t have to pee in a cup. I don’t do none of that. For me you gotta lock me up in
a cage for me to, a couple months, for me to get it through my head that ok this is not a way
of living. I mean it’s not a way of living for nobody” (33 yr. old PR male, not taken treatment)

The same participant also commented that he did not care about how badly he needed the
treatment, but said that,
“God could come down and be like yah you better fucking do it. But if I don’t feel comfortable
I’m not gonna do it (33 yr. old PR male, not taken treatment)
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Participant Experience with HCV Treatment
Testing and Linkage to Care
Most participants were asymptomatic when they contracted HCV and therefore did not
go in for an appointment. Participants were informed of their HCV status through one of three
ways. 1) upon entry to a drug detox program, they were forced to be tested for infections such as
HCV and HIV due to Massachusetts laws; 2) they were informed through a checkup in prison;
and 3) their primary-care physician informed them during a regular check-up. After initial
diagnosis, many participants were not informed of next steps or linked to other forms of care.
Some participants were told that treatment was not available during the interferon era as doctors
wanted to wait until less harmful treatments were available. When asked what the doctor
recommended when he informed one participant of their positive HCV status, the participant
responded that,
In [19]95 there was not much. I think that there wasn’t much to cure me. Now [my doctor]
tells me that he has pills that…I should take the treatment if I don’t want to die. (52 yr. old PR
transgender female, taken treatment)

Side Effects of Treatments
Nine of the fifteen participants had already completed treatment at least once. Of those
who took direct anti-viral treatments, a majority had few to no side effects. Participants reported
quick recovery times and feeling energetic.
“But yah, I felt more energetic, I started to work, I got my license to drive, I did everything that
I had to do and no one helped me. The treatment helped me. I don’t know what it is called,
but it is a really good pill” (46 yr.-old PR male, taken treatment)
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Few participants (3/15) however, experienced negative side effects from the treatment.
The treatment caused these participants to remain bedridden, and feel weakness and headaches.
One participant expressed that he:
“...didn’t want to do anything. Nothing. I didn’t want to walk; I didn’t want to get out of bed.
Nothing. It’s strong. It has to be strong” (49 yr.-old PR male, taken treatment)

Another participant that took the treatment expressed that,
“At first it wasn’t easy. Hepatitis C treatment knocks a person out. Knocks out the person... it
puts you on bedrest…it makes you feel really down” (33-year-old PR male; taken treatment)

Adherence to Treatment
A majority of participants reported adherence when using the direct anti-viral treatments
due to shorter treatment plans and few side effects. Participants reported being told that without
taking HCV medications, they would die. Several participants who were co-infected with
HIV/AIDS reported that they took their HCV medications more regularly than their HIV
medications and that non-adherence to HCV medications could prove more fatal.
“Me, for me, the virus (HIV), I took [the medication] when I wanted, I didn’t take it.
Hepatitis C, no. For Hepatitis C, I couldn’t miss any” (46 yr.-old PR male, taken treatment)

When asked why he did not take the HIV medications every day, he responded with, “I don’t
know. I am used to taking it that way”.
Several participants credited their doctors with helping them through adhering to the
treatment. They reported that their doctors would call them regularly to check on adherence as
well as would guide them through the process during follow-up visits. Participants felt reassured
and were given resolve to continue with the treatment when they felt like quitting.
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“But, she [the clinician] called me, and when she called me, you know, I would tell her what
was happening. You know that I was changing. But that was, like she told me, part of the
medication. That was one of the side [effects], the strength of the pills, yes, what the pills did
to a person. But to hold on, you know, that everything is, will be ok. And everything was ok”
(52 yr.-old transgender PR female, taken treatment)

Physicians were also very clear about how the medication was to be taken, also contributing to
proper adherence and attainment of SVR. The participant below describes the diligence with his
healthcare provider called him and explained the treatment plan to him.

I know [my doctor] was calling me like once a week or something like that. Just to
make sure I was taking my medication. Just to make sure that I didn’t miss a day. Just
to make sure that I take it at the same time every day. You know she kept me well
informed about the medication. She’d check in on me yah. (56 yr. old PR male, taken
treatment)

There was no clear theme in regards to how a support system while taking medication
helped participants in achieving SVR. Several participants cited their families and doctors as the
reasons why they continued the treatment when they felt like giving up. However, an equal
number of participants completed the treatment without any form of support.
Relapse
Several participants have since relapsed back into using drugs or have re-contracted HCV
through another mode of transmission since their initial treatment. These participants reported
that they did not feel ready to start treatment for a second time and take on the responsibilities
that came with this decision. They expressed that they were not ready to stop using drugs. Four
of these participants have completed a second round of treatment after relapsing. When
participants who relapsed after completing treatment were asked why they started using again,
they responded that they,
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“I returned to the street, to drugs, because I wasn’t decided, to stop the drugs. I still wasn’t
sure in my mind. I wasn’t decided” (40 yr.-old PR male, taken treatment)

Experience with Providers
Participants were asked to detail their experience with healthcare providers from
diagnosis to treatment. Participants indicated that they were thoroughly satisfied with their
experience with Boston healthcare professionals and were grateful for the kindness and
attentiveness of their healthcare providers. Many came specifically to Boston as they heard that
is where they could get the best healthcare. The participant below relays his positive experience
with the system and describes how Boston is a city for people who need help. He explains that
everywhere you look there is someone who needs help and is getting care.
“Yah, everyone is so nice. Um Boston is one of the states, I haven’t traveled much through the
United States but I looked searched on the internet, and it’s a, a site for the best hospitals I
say. There is Brigham and Women’s…um, Mass General, BMC, Boston Medical Center. These
hospitals that, I see people that were treated here. Here there is great security in the
hospitals. It is like everyone, has problems, in all areas here. My experience here was fabulous.
They gave me a kidney. I am healthy, I am being treated with treatment, the doctors are really
amicable” (47 yr.-old PR male, taken treatment)

Religion and a New Start
During discussions with participants, it became clear that many turned towards religion
after they were cured of HCV or had stopped using and were looking into treatment options.
They grew a new desire to help others and volunteer their time at church. The idea of giving
back to the community gave them a sense of calm and purpose. One participant explains her
drive to volunteer as,
“I know that it is possible, I am not inclined to repeat that life. That has ended. I want, now I
want to help. I want to see how I can adapt this death. I feel like I am in the center of the
circle of death, sickness. Everyone has something. Everyone has something, and because of
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this…every Monday I go to…St. Paul’s Cathedral at 10 they have what they call a leadership
group” (28 yr. old Venezuelan/Guatemalan female, not taken treatment)

Another participant explained that he volunteered because he didn’t like being alone.
Volunteering and seeking advice from people at church made him feel much better.
“Many are from the church. With these people I feel… I talk to them, they ask you for advice,
they ask you for help, because I don’t want to be alone. And I don’t like to be alone at my
house. Because there, bad thoughts come when I am not doing anything, so with this I
maintain myself. Doing things, helping people” (33-year-old PR male; taken treatment)

Recommendations from Latino PWID
Moral Judgements on Who is Ready for Treatment
Some insurance policies state that they will not provide treatment for those who have not
been drug free for over 6 months. Latino PWID were asked who they felt should receive
treatment and whether or not they felt that people who were still injecting drugs should receive
the treatment. Responses were evenly split. Half of the participants believed that everyone who
needed it should receive it. “Everyone in the world that has it” is what most participants
responded to the question of who should receive treatment.
Surprisingly, the other half of the participants believed that only those who were no
longer using drugs should take the treatment. They relayed that they did not feel that people who
were still using were ready for treatment because there was a possibility of becoming re-infected
after the person was cured. They felt that while using drugs, it was not possible to properly take
the treatment and they didn’t think that people using would take it seriously. One participant
explained it as,
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“Look, the question of medicine, I think it is more a question of people, if a person had to give,
use the medication, the best way that a person can take the medication is by not using
drugs… Because with drugs, they want to mix medication… Sometimes they want to forget
because I am going to forget, if I am using drugs, I am going to use drugs and I have to drink
the medication at night but I am high, so how am I 100% sure that I am going to take my
meds? 100% it´s never. It’s like 49%” (44 yr.old PR male, taken treatment)

Another participant explained,
If they are not ready to stop using drugs, they are just wasting their time, and other people’s time.
(44 yr.-old PR male, not taken treatment)

Participant Suggestions on Information Dissemination
As explained earlier, participants expressed a lack of knowledge as a barrier for treatment
for themselves as well as for their peers they had spoken to. Participants relayed that knowledge
on side effects and effectiveness of new treatments were limited and often stopped many HCV
infected individuals from seeking treatment. Additionally, participants reported a lack of
understanding in the community regarding steps to take along the HCV care cascade to reach
treatment.
Because you know I mean, a, a lot of people that I know once have mentioned the Hep. C they
be talking about that they gonna die and this, this, this. No, no. Everything’s gonna be ok. As
long as you do it the way its prescribed, everything’s gonna be okay. They don’t have an
education and people they grow up you know I mean in the street and sometimes you know I
mean you just need somebody to talk to and make them aware about what’s going on now,
because they are still stuck back 20 years ago, 30 years ago. They think that if they take the
pills they are gonna die” (49 yr.-old PR male, taken treatment)

Participants recommend expanding the area in which outreach and health fairs are done as they
felt the information was not reaching many Latino populations. They recommend coming and
talking to people in the streets and communities further away from the center of Boston.
“You can give the same information, but expand where you are going to give it. Because there
are a lot of people who are ignorant about Hep. C. Hep C can kill you” (46 yr.-old PR male,
taken treatment)
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Results-Research Question 2: Treatment Readiness among Healthcare Providers
in Boston
Online surveys were completed with 24 health care providers. For all tables in this
section, percentages were rounded to the nearest whole number for ease of interpretation and to
reflect the small sample size. Therefore, percentages might not always sum to 100% due to a
small amount of rounding error.
A majority of participants in this study were white, non-Hispanic MDs (n=12/17) (Table
1). Despite this fact, over half of the participants who completed this portion of the survey spoke
Spanish and were comfortable conversing with native Spanish speakers. More than half of the
participants who completed the survey offered primary or family care services (n=9/17) but
almost all had cared for a patient who injects drugs. Even with 5 participants specializing in
HCV-related fields, only 3 participants felt that they were HCV specialists (Table 1).
Table 1. Characteristics of healthcare providers surveyed, Boston 2015-2016 (n=17).
Demographics n=17
Question

Gender
Male
Female
Missing Values
Race/ethnicity
White, non-Hispanic
Mixed Race
Missing Values
Training
MD
DO
NP
Missing Responses
Medical Specialty*
Primary Care
Family Practice
Gastroenterology
Infectious Diseases
Addiction Medicine
Missing Values

Frequency

Percentage

7
6
4

41%
35%
24%

12
1
4

71%
6%
24%

10
1
2
4

59%
6%
12%
24%

6
3
1
3
1
3

35%
18%
6%
18%
6%
18%
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Self-proclaimed HCV specialist
Yes
No
Missing Values
Has Treated PWIDs for HCV
Yes
No
Missing Values
Spanish Speaker
Yes
No
Missing Values
Comfort level when conversing
with Bilingual or Native Speakers
Somewhat Uncomfortable
Very Comfortable
Missing Values
Self-assessed proficiency
No Practical proficiency
Elementary Proficiency
Limited Working Proficiency
Minimum Professional
Proficiency
Full Professional Proficiency
Native or Bilingual Proficiency
Missing Values
Question
Age

Mean
46.17

3
6
8

18%
35%
47%

11
2
4

65%
12%
24%

7
6
4

41.18%
35.29%
23.53%

2
5
10

11.76%
29.41%
58.82%

3
2
2

17.65%
11.76%
11.76%

2
3
1
4
Median
47

11.76%
17.65%
5.88%
23.53%
SD
9.58

*Percentages do not add to 100 because participants were permitted to choose more than one answer

Facilitators and Barriers

A majority of providers who participated in the survey felt that Latinos faced different
barriers to accessing HCV treatment (n=9/17). The most common barriers marked by
participants were health literacy (n=7/17), cultural differences (n=6/17), and language or
communication barriers (n=5/17). The pt-1 shuttle was called by almost all health care provider
participants who completed the question (n=12/13). Pill counts and adherence calls to all
patients, including Latino patients, were done frequently. Providers note that they were most
likely inclined to call patients about adherence that they were most concerned about (n=5/17) .
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Counseling services and harm reduction services were also ordered very frequently by many
providers.

Table 2. Providers Surveyed Actions and Perceived Facilitators and
Barriers, Boston 2015-2016 ( n=17)
Question

Frequency

Access to clinical care for Latinos with HCV
Poor
Neutral
Good
Very Good
Missing Values
Believe that Latinos face different barriers to accessing care
Yes
No
Missing Values
Greatest Barriers to HCV care for Latinos*
Low health literacy
Cultural differences
Language/communication problems
Stigma
Disconnect with the healthcare system
Lack of trust with the healthcare system
Comorbid Conditions
Denial of the severity of their illness
Patient lack of knowledge about the disease and therapy
Lack of patient understanding of my explanations
Parking fees seen as a barrier
Yes
No
Missing Values
Informed patients about pt-1 shuttle
Yes
No
Missing Values
How often do providers ask to repeat back the treatment plan?
Rarely
Occasionally
Usually
Nearly Always
Missing Values
Where patients get their medicine
Pick up in the Clinic
Pick up in the Pharmacy
Don't Know
Missing Values
How often are pill counts done for patients?
Never
Rarely
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Percentage

2
1
8
2
4

12%
6%
47%
12%
24%

9
4
4

53%
24%
24%

7
6
5
4
4
3
3
2
1
0

41%
35%
29%
24%
24%
18%
18%
12%
6%
0%

8
5
4

47%
29%
24%

12
1
4

71%
6%
24%

1
5
3
3
5

6%
29%
18%
18%
29%

6
4
2
5

35%
24%
12%
29%

3
2

18%
18%

Occasionally/Sometimes
Frequently/Usually
Nearly Always
Not Applicable
Missing Values
How often are patients called to discuss adherence between appointments
Never
Occasionally/Sometimes
Frequently/Usually
Nearly Always
Not Applicable
Missing Values
How often are Latino patients called to discuss adherence between appointments
Never
Rarely
Occasionally/Sometimes
Frequently/Usually
Nearly Always
Not Applicable
Missing Values
Factors that make one more likely to call patients about adherence to HCV medication*
Concerned about patient
Missing Values
Other
Not Applicable
Education level
Substance using patient
Ability to communicate with them
Have Time
How often are harm reduction resources recommended?
Rarely
Occasionally/Sometimes
Frequently/Usually
Missing Values
What counseling and support services are available for Latino patients with HCV? *
Access to HCV specialist for pre- and post-test counselling and support
Access to general counselling services
Missing Values
How frequently are these counseling services for your Latino patients?
Usually
Nearly Always
Missing Values

3
1
1
2
5

18%
6%
6%
12%
29%

2
2
5
1
2
5

12%
12%
29%
6%
12%
29%

1
1
2
5
1
2
5

6%
6%
12%
29%
6%
12%
29%

5
5
2
2
1
1
1
0

29%
29%
11%
11%
6%
6%
6%
0%

2
5
5
5

12%
29%
29%
29%

11
1
5

65%
6%
29%

5
7
5

29%
41%
29%

*Percentages do not add to 100 because participants were permitted to choose more than one answer

A majority of participants were very comfortable and confident with their abilities to
discuss HCV prevention, diagnosis, reinfection, and risk factors with their patients (Table 2b). A
majority of patients also agreed that their patients, both Latino and non-Latino, needed more
information on HCV (n=8/12).
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Table 2b: Providers Surveyed actions and confidence Boston 2015-2016 n=12

Confident that I have adequate training to
provide HCV prevention counseling to my
Latino HCV-infected patients
Very comfortable discussing HCV diagnosis
and treatment with my Latino patients
Regularly explain the risk of reinfection to
Latino HCV-infected patients/clients
Usually explain the cause of the infection to
my patients before I begin treatment
Confident that my patients fully understand
their treatment plans when they leave my
office.
Confident that my Latino patients fully
understand their treatment plans when they
leave my office.
My patients need more information about HCV
My Latino patients need more information
about HCV than my other patients.

Disagree

%

Neutral

%

Somewhat
Agree

%

Agree

%

Strongly
Agree

%

N/A

%

0

0.00%

0

0.00%

2

16.67%

4

28.57%

6

50%

0

0.00%

0

0.00%

0

0.00%

0

0.00%

4

28.57%

8

66.67%

0

0.00%

2

16.67%

0

0.00%

1

8.33%

2

16.67%

7

58.33%

0

0.00%

0

0.00%

0

0.00%

0

0.00%

3

17.65%

7

58.33%

2

16.67%

0

0.00%

0

0.00%

2

16.67%

7

58.33%

1

8.33%

2

16.67%

0

0.00%

0

0.00%

3

21.43%

6

42.86%

1

8.33%

2

16.67%

0

0.00%

2

16.67%

2

16.67%

7

58.33%

1

8.33%

0

0.00%

0

0.00%

2

16.67%

2

16.67%

7

58.33%

1

8.33%

0

0.00%

Latino Resources
A majority of the participants who completed questions on Latino resources (Table 3) on
the survey referred patients to organizations in the community to address Latino-specific cultural
and linguistic issues (n=8/12), knew what horny goat and milk thistle were (n=10/12), and
addressed the cultural needs of the patients (n= 8/12). Some cultural needs addressed that were
not specified in the survey included salsa lessons for exercise, and Spanish language group
discussions. Of the 5 participants that had not attended HCV workshops, only 2 did not want to
attend one.
In terms of language services provided, all participants had translated materials available,
the most common being illness-related materials and informed consent documents. Trained and
untrained bilingual staff (n=7/17) and mainly telephone interpreters (n=11/17) were the most
common but there was no trend regarding frequency of asking if patients wanted a translator.
Patients’ primary language was recorded by almost all participants who completed this portion of
the survey (n=11/11).
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Table 3: Latino Resources available according to providers surveyed Boston 2015-2016 (n=17)
Question
Frequency
Percentage
Relationships established (formal/informal) with organizations in the community to address Latino-specific
cultural and linguistic issues*
Yes
6
35%
Private Human Service Agencies
3
18%
Community-based Organization
4
24%
Cultural/Ethnic Associations
2
12%
Public Human Service Agencies
1
6%
Faith Based Organizations
2
12%
No
6
35%
Missing Values
5
29%
Referred patients to organizations in the community to address Latino-specific cultural and linguistic issues*
Yes
8
47%
Private Human Service Agencies
2
12%
Community-based Organization
5
29%
Cultural/Ethnic Associations
2
12%
Public Human Service Agencies
1
6%
Harm Reduction Agencies
2
12%
No
4
26%
Missing Values
5
29%
Does the hospital address the cultural needs of the patients? *
Yes
8
47%
Traditional Healers
1
6%
Religious and Spiritual Beliefs
2
12%
Folk Remedies, traditions, and rituals
1
6%
Complimentary/alternative medicine
3
18%
Other
3
18%
No
4
24%
Missing Values
5
29%
Know what horny goat and milk thistle are?
Yes
10
59%
No
2
12%
Missing Values
5
29%
How often are Latino patients asked about their usage of herbal supplements?
Never
2
12%
Rarely
3
18%
Occasionally
4
24%
Usually
3
18%
Missing Values
5
29%
Have you ever attended workshops that teach effective ways to work with HCV patients?
Yes
7
41%
No
5
29%
Missing Values
5
29%
If not, would they like to?
Yes
3
18%
No
2
12%
Missing Values
12
71%
Which regions of Latin America do their Latino patients come from*
Dominican Republic
12
71%
Puerto Rico
12
71%
Central America
9
53%
Cape Verde
6
35%
South America
7
41%
Missing Values
5
29%
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Think there may be differences in the country of origin from and ability to complete HCV treatment
medications
Yes
6
No
6
Missing Values
5
Which language services does the hospital/clinic have capabilities to regularly provide in Spanish*
Trained staff interpreter
5
Trained contracted interpreter
2
Untrained volunteer
1
Trained bi-lingual staff
7
Untrained bilingual staff
7
Patients Family Members
5
Telephone Interpreter Service
11
None of these services offered
0
Missing Values
6
How often are Spanish-Speaking patients asked if they want a translator?
Never
2
Rarely
2
Occasionally
2
Frequently
3
Nearly Always
3
Patient Information documented by the hospital*
Race
3
Ethnicity
1
Patients Primary language
11
Primary Language of patient's family
2
Education Level
2
Religion
2
Missing Values
6
Written translated materials available *
Yes
12
Illness related education
12
Wellness Related education
9
Community Resources
8
Patient's Rights
7
Informed consent documents
10
Discharge instructions
8
Advance directives
7
Patient signage
8
No
0
Missing Values
5
*Percentages do not add to 100 because participants were permitted to choose more than one answer
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35%
35%
29%
29%
12%
6%
41%
41%
29%
65%
0%
35%
12%
12%
12%
18%
18%
18%
6%
65%
12%
12%
12%
35%
71%
71%
53%
47%
41%
59%
47%
41%
47%
0%
29%

Insurance
The majority of Latinos with HCV who came into the healthcare providers’ facility were
uninsured (n=11/12) and many were not on treatment. More than 50% of providers did not
answer this question and commented that they were not comfortable answering the question.
More than half of the participants reported that more than 75% of their patients (n=10/17) were
on public health insurance. For whom is applied, most physicians (n=6/10) seem to usually send
in repeat authorizations when needed for treatment approval. Several participants felt that this
was not applicable to them. However, these participants may have had medical specialties that
did not allow them to do so.

Table 4: Insurance policies at hospitals of providers surveyed Boston 2015-2016 ( n=17)
Question

Frequency

Percentage

Perceived role insurance companies play in treatment
No influence at all
Some influence
A great amount of influence
Too much influence
Missing Values

1
4
5
2
5

5%
23%
29%
11%
29%

1
1
10
5

6%
6%
59%
29%

2
1
2
3
9

12%
6%
12%
18%
53%

1
2
14

6%
12%
82%

1
4

6%
24%

Number of Latino uninsured patients with HCV who came into facility in last month
None
Most are uninsured
Almost all are uninsured
Missing Values
Number of uninsured who were treated
0-5%
6-9%
50-74%
>90%
Missing Values
Number of uninsured who were referred
25-49%
Don't know
Missing Values
Latino patients who have public insurance
50-74%
75-89%
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>90%
Missing Values

6

35%

6

35%

2
3
1
2
4
5

12%
18%
6%
12%
24%
29%

3
5
1
4
4

18%
29%
6%
24%
24%

Latino HCV patients in 2016 eligible for treatment according to insurance
25-49%
50-74%
75-89%
>90%
Don't know
Missing Values
Repeated authorization requests sent in for your patients to get treatment approval
Sometimes
Usually
Nearly Always
Not Applicable
Missing Values

Provider Perceptions and Treatment Readiness

Table 5.1: Likelihood of Approval for HCV Treatment based on
providers surveyed opinions Boston 2015-2016 ( n=17)
Question

Frequency

Percentage

Would offer treatment to:

Mild hepatitis on biopsy
Yes
Asymptomatic
Yes
No
With symptoms
Yes
No
No
Missing Values
Moderate Hepatitis
Yes
No
Missing Values
Severe Hepatitis
Yes
No
Missing Values
Cirrhosis
Yes
No
Missing Values
Child-Pugh A
Yes
No

9

53%

9
0

53%
0%

9
0
0
8

53%
0%
0%
47%

9
0
8

53%
0%
47%

9
0
8

53%
0%
47%

9
0
8

53%
0%
47%

9
0

53%
0%
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Missing Values
Child-Pugh B
Yes
No
Missing Values
Child-Pugh C
Yes
No
Missing Values
Patient awaiting transplantation
Yes
No
Missing Values

8

47%

9
0
8

53%
0%
47%

6
3
8

35%
18%
47%

8
1
8

47%
6%
47%

Participants reported equal
likelihood to treat all patients
infected with mild hepatitis to
cirrhosis. Participating providers
reported that they only began to

deny patients treatment approval who needed liver transplants or were diagnosed with childPugh-C5. When participants were asked about who would be approved for treatment based on the
same diagnosis, fewer participants reported insurance approval for mild and moderate hepatitis.
All participants who responded to the question reported treatment approval for patients with
cirrhosis, but only 7 out of 17 participants reported approval if a patient needed a liver transplant.
Of the 3 participants who answered this set of questions, all 3 reported they would refer patients
diagnosed with any form of hepatitis C for treatment except for those who needed a liver
transplant (Table 5.3).

5

The Child-Pugh score is used to determine the mortality rate among those with cirrhosis as well as priority for liver
transplants. Child-Pugh class C, represents the most severe cases, or those who have a 45% chance of surviving that
year
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Table 5.2: Likelihood of HCV Treatment Approval by Insurance
based on providers surveyed opinions Boston 2015-2016 ( n=17)
Questions

Frequency

Percentage

Based on insurance standards, would
get treatment if diagnosed with:

Mild hepatitis on biopsy
Yes
Asymptomatic
Yes
No
With symptoms
Yes
No
No
Missing Values
Moderate Hepatitis
Yes
No
Missing Values
Severe Hepatitis
Yes
No
Missing Values
Cirrhosis
Yes
No
Missing Values
Child-Pugh A
Yes
No
Missing Values
Child-Pugh B
Yes
No
Missing Values
Child-Pugh C
Yes
No
Missing Values
Patient awaiting transplantation
Yes
No
Missing Values

7

41%

7
0

41%
0%

7
0
5
5

41%
0%
29%
29%

9
3
5

53%
18%
29%

10
2
5

59%
12%
29%

12
0
5

71%
0%
29%

12
0
5

71%
0%
29%

11
1
5

65%
6%
29%

9
3
5

53%
18%
29%

7
5
5

41%
29%
29%

Table 5.3: Likelihood of HCV Treatment Referral based
on providers’ surveyed opinions Boston 2015-2016 (
n=17)
Question

Frequency

Percentage

3

18%

3
0

18%
0%

Would refer for HCV treatment:
Mild hepatitis on biopsy

Yes
Asymptomatic
Yes
No
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With symptoms
Yes
No
No
Missing Values
Moderate Hepatitis
Yes
No
Missing Values
Severe Hepatitis
Yes
No
Missing Values
Cirrhosis
Yes
No
Missing Values
Child-Pugh A
Yes
No
Missing Values
Child-Pugh B
Yes
No
Missing Values
Child-Pugh C
Yes
No
Missing Values
Patient awaiting transplantation
Yes
No
Missing Values

3
0
0
14

18%
0%
0%
82%

3
0
14

18%
0%
82%

3
0
14

18%
0%
82%

3
0
14

18%
0%
82%

3
0
14

18%
0%
82%

3
0
14

18%
0%
82%

1
2
14

6%
12%
82%

0
3
14

0%
18%
82%

Provider Perceptions
Healthcare providers felt that Latinos and PWIDs were risk prone (n=5/17) and many felt
that PWIDs were also struggling (n=6/15). All participants who answered this portion of the
survey said that PWIDs who had been clean for six months should receive treatment (n=10/10).
Four of these participants also believed that people who were currently using should also receive
treatment. Most participants marked several reasons why Latino patients refused to start
treatment, the most common being the refusal to modify one’s life style, the lack of belief that
the treatment was needed, and work or family pressures. Of note, most participants reported that
once on treatment, very few people stopped treatment (n=9/17).
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Table 6: Providers Surveyed Perceptions and
experience with Latino PWID Boston 2015-2016 (n=17)
Question

n

Percentage

Reasons eligible Latino patients were given for HCV
treatment refusal *
Refusal to modify chaotic lifestyle
Lack of belief in need for treatment
Inconvenient to start treatment due to work/family pressures
Lack of concern over future
Concern over adverse drug reactions
Other
Lack of belief in treatment effectiveness

6
6
6
5
4
3
2

35%
35%
35%
29%
24%
18%
12%

9
1
1
6

53%
6%
6%
35%

10
7
5
4
4
0
0

59%
41%
29%
24%
24%
0%
0%

7
6
5
3
2
2
1
1
0
0

41%
35%
29%
18%
12%
12%
6%
6%
0%
0%

8
7
3
2
1
0
0
0
0
0

47%
41%
18%
12%
6%
0%
0%
0%
0%
0%

Percentage of Latino patients who stopped HCV treatment
prematurely
0-5%
6-9%
10-24%
Missing Values
Perceived treatment readiness of PWIDs *
PWID clean for 6 months
Missing values
PWID continuing to inject who regularly use needle exchange
PWID reducing their injection rates but still not willing to quit
PWID currently injecting and not willing to quit
None of the above
Don't know
Description of PWID patients *
Missing Values
Struggling
Risk-prone
Poorly Motivated
Manipulative
Sick
Friendly
None of the above
Rude
Hardworking
Description of Latino patients *
Missing Values
Risk-prone
Poorly motivated
None of the above
Uninformed
Aggressive
Trustworthy
Kind
Collaborative
Hardworking

*Percentages do not add to 100 because participants were permitted to choose more than one answer
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Heat maps were made of the questions that asked participants to rank items (Figure 1).
For Figures 1 and 2, each participant was asked to rank options from a scale of 1-5, 1 being the
most important to 5 being the least important when determining whether or not a person would
be a good candidate for HCV treatment. A lower level of liver disease was considered the
primary cause in determining if patients would be good candidates for HCV treatment. There is
no clear choice as to what the second through fifth factors would be as healthcare providers
varied greatly in their rankings. Psychiatric disorders and ongoing illicit drug use seemed to
carry a mid-level of importance in determining candidacy. Because this question does not ask for
an explanatory follow-up, it is unclear whether for example a low level of disease would play in
the patients favor for treatment candidacy or against them. In Figure 2 below, employment and
recent incarceration were the most important factors in determining candidacy for HCV
treatment. Adherence and active insurance were unanimously the least important, in healthcare
providers’ opinions. Housing stability, access to transportation, and family support were all
regarded as fairly important as well.

Key: 1 2 3 4 5 6
Figure 1: Please rank on a scale from 1-5 how important these factors are in determining whether a patient will be a
good candidate for HCV treatment
Particip
Particip
Partici
Particip
Particip
Partici
Partici
Question
ant 1
ant 2
pant 3
ant 4
ant 5
pant 6
pant 7
Psychiatric disorder
Cardiovascular disease
Ongoing illicit drug use
Ongoing misuse of alcohol
Other medical comorbidities
Lower level of liver disease (F1, F2 or F3)
Note:The white spaces represent those who chose to leave that
option blank
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Key: 1 2 3 4 5

Figure 2: Please rank on a scale from 1-5 how important these factors are in determining whether a
patient will be a good candidate for HCV treatment
Participant
Participant
Participant
Participant
Participant
Participant
Participant
Participant
Participant
Question
1
2
3
4
5
6
7
8
9
Adherence
Housing Stability
Substance Use
Treatment
Access to
transportation
Family support
Active insurance
Recent (<6 months)
incarceration
Employment

Because the question above was flipped and healthcare providers were asked which were
the least important factors, it is important to read Figure 3 in the opposite way one would the two
maps above with one being not important at all to five being extremely important. Current
marijuana use was the least important in determining HCV treatment candidacy. Current benzo
and current prescription opiate user were also not considered to be of high importance. Nonprescription opiate use, co-morbid uncontrolled chronic disease and alcohol use, however were
given more importance in determining candidacy for HCV treatment.
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Key: 1 2 3 4 5

Figure 3: Please rank on a scale from 1-5, one being not important at all to five being extremely
important how important these factors are in determining whether a patient will be a good
candidate for HCV treatment
Question

Participant
1

Participant
2

Participant
3

Participant
4

Participant
5

Participant
6

Participant
7

Participant
8

Participant
9

Current alcohol
Use
Current marijuana
use
Current benzo use
Current
nonprescription
opiate use
Current
prescription opiate
use
Current opiate
replacement
therapy
Co-morbid,
uncontrolled
chronic diseases
(HTN, DM)

Continuous Variables
As only 1 participant gave a proper response to the question on the number of
undocumented patients treated, this question was not included in Table 7. The same applies for
the questions about the number of undocumented patients that were referred for HCV treatment,
as the few participants who responded answered that they did not know the number.
Interestingly, most participants reported that their PWIDs and Latino patients were both very
ready for treatment. The standard deviation and interquartile rage for both questions were small,
in comparison to other questions, and the median for both was above 75. For the other questions
however, the standard deviation and interquartile ranges were very high. This signifies that there
was not much unity in the participant responses. There was much variation in participant
responses in accessibility of translator services with and interquartile range of 63.5. A median of
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23 however, would suggest that participants did not believe there was much accessibility to
translator services. However, the small sample size does not allow for a definitive description on
this topic.

Table 7: Continuous Variables from Healthcare provider survey Boston
2015-2016

Question

n

Media
n

Mean

S.D.

IQR

Min

Max

Number of PWIDs treated for HCV in the past 2 years
On a scale of 0-100 how accessible is one's clinical location using public
transportation
How accessible are translator services in the area on a scale of 0-100?
Approximately how much does one pill for HCV treatment cost ($)

6

14.5

26.17

35.03

22.5

0

101

12

15

31.42

30.34

52.5

0

91

12
9

23
1000

37.75
1,053

35.49
749.11

63.5
125

0
100

9

84,000

98,444

62,243

15000

47,000

95
3,000
270,00
0

10

77.5

70.82

8.32

8
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90

10

87.5

85.1

9.16

11.75

70

100

How much does a full course of HCV treatment cost ($)
How would you rate the HCV treatment readiness among your patients
on a scale of 0-100?
How would you rate the likelihood to adhere to HCV treatment among
your Latino patients on a scale of 0-100>

For all questions that were scaled from 0-100, only whole numbers were options

Treatment Readiness Variables
Several analysis methods were used to understand healthcare provider’s treatment
readiness or their willingness to treat Latino PWIDs living with HCV. Questions regarding
provider’s confidence to treat, a hospital’s ability to treat, and a provider’s taken actions when
treating patients were tested against the percentage of Latino HCV patients treated in order to
understand if more patients were treated if a provider was more confident, a hospital more
equipped, and a provider did more to help the patient through the treatment process (Table 8a).
No exposures proved significant after Fisher’s exact tests were run on the data. This could be
because of the effect the confounding variable of location has on how many Latino patients are
treated by each provider as well as the issue of there not being enough Latinos in the area to fill
the higher percentage brackets.
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Key

Confidence

Hospital Accommodation

Provider Treatment Methods

Table 8a: Treatment Confidence, Hospital Capacity, and Quality V.S. Percent of Latino HCV patients treated by
providers surveyed Boston 2015-2016 (n=17)
Question
5-9%
%
10-24%
%
25-49%
Confident that have adequate training to counsel Latino patients on HCV prevention
0
0%
2
12%
0
Somewhat Agree
Agree
1
6%
1
6%
0
0
0%
1
6%
2
Strongly Agree
Comfortable Discussing HCV treatment with Latino patients
1
6%
Agree
0
0%
Strongly Agree
Confident that Latino patients understand treatment plan
1
6%
Somewhat Agree
0
0%
Agree
0
0%
Strongly Agree
Comfortable speaking with native or bilingual Spanish speakers
0
0%
Somewhat Uncomfortable
0
0%
Very Comfortable
Translated Materials
Illness related education
1
6%
Wellness Related education
1
6%
Community Resources
0
0%
Patient's Rights
1
6%
Informed consent documents
0
0%
Discharge instructions
0
0%
Advance directives
0
0%
Patient signage
0
0%
Language Services
Trained Staff Interpreter
1
6%
Trained Contracted Interpreter
0
0%
Untrained Volunteer
0
0%
Trained bi-lingual staff
1
6%
Untrained bilingual staff
0
0%
Patient's family members
0
0%
Telephone interpreter
1
6%
Perception of PWIDs ready for treatment
clean for six months
1
6%
reducing but not ready to quit
0
0%
Using needle exchange
1
6%
using and not ready to quit
0
0%
Community Organizations
Private human service Agencies
0
0%
Community-based organizations
0
0%
Cultural associations
0
0%
0
0%
Public Human services
Harm Reduction
0
0%

%

50-74%

%

>90%

%

p-value

0%
0%
11.76%

0
0
1

0%
0%
5.88%

0
0
1

0%
0%
5.88%

0.7143

1
3

6%
18%

0
2

0%
12%

0
1

0%
6%

0
1

0%
6%

1
3
0

6%
18%
0%

0
1
1

0%
6%
6%

0
1
0

0%
6%
0%

0
1
0

0%
6%
0%

0
2

0%
12%

1
0

6%
0%

0
1

0%
6%

0
1

0%
6%

4
4
3
2
4
2
3
2

24%
24%
18%
12%
24%
12%
18%
18%

2
1
1
1
2
2
1
1

12%
6%
6%
6%
12%
12%
6%
6%

1
1
1
1
1
1
1
1

6%
6%
6%
6%
6%
6%
6%
6%

1
1
1
1
1
1
1
1

6%
6%
6%
6%
6%
6%
6%
6%

1

2
1
1
2
2
1
3

12%
6%
6%
12%
12%
6%
18%

2
1
0
2
1
1
2

12%
6%
0%
12%
6%
6%
12%

0
0
0
1
1
0
1

0%
0%
0%
6%
6%
0%
6%

0
0
0
1
1
1
1

0%
0%
0%
6%
6%
6%
6%

1

3
3
3
3

18%
18%
18%
18%

2
1
1
1

12%
6%
6%
6%

1
0
0
0

6%
0%
0%
0%

0
0
0
0

0%
0%
0%
0%

1

1
2
0
1
1

6%
12%
0%
6%
6%

1
0
0
0
0

6%
0%
0%
0%
0%

0
1
1
0
0

0%
6%
6%
0%
0%

0
0
0
0
1

0%
0%
0%
0%
6%

0.9206
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0.6111

0.1896

0.6

Frequency of repeated appeal to insurance companies for treatment authorization
Not Applicable
0
0%
1
6%
Occasionally
0
0%
2
12%
Usually
1
6%
1
6%
Nearly Always
0
0%
0
0%
Frequency of adherence calls made to Latino patients
Never
0
0%
1
6%
Occasionally
0
0%
1
6%
Usually
1
6%
1
6%
Nearly Always
0
0%
1
6%
Inform patients about risks of HCV re-infection
Somewhat Agree
1
6%
0
0%
Agree
0
0%
1
6%
Strongly Agree
0
0%
3
18%

0
0
2
0

0%
0%
12%
0%

0
0
1
0

0%
0%
6%
0%

0
0
0
1

0%
0%
0%
6%

0.619

0
0
2
0

0%
0%
12%
0%

0
1
0
0

0%
6%
0%
0%

0
0
1
0

0%
0%
6%
0%

0.9683

0
0
2

0%
0%
12%

0
0
1

0%
0%
6%

0
0
1

0%
0%
6%

0.2929

*Percentages do not add to 100 because participants were permitted to choose more than one answer

To test the theory that the sparsity of responses in the higher percentage categories
causing a lack of significance, the data was aggregated into two categories (Table 8b). “5% to
9% of Latinos treated for HCV” comprised one category, and “10% to >90% of Latinos treated
for HCV” was created as the second category. Because the aggregated data was still not
significant when tested against provider confidence, hospital preparedness, and provider
treatment methods, the lack of significance seen in both Tables 8a and Table 8b is most probably
due to the small sample size not allowing for a more definitive trend to form.

Table 8b: Treatment Confidence, Hospital Capacity, and Quality V.S. Aggregated Percent

of Latino HCV patients treated by providers surveyed Boston 2015-2016 (n=17)
What percent of your HCV patients in the last
two years have been Latino?

5-9%

Question

10p>90% value

Confident that have adequate training to counsel Latino patients on HCV prevention
Somewhat Agree
Agree
Strongly Agree

Comfortable Discussing HCV treatment with Latino patients
Agree
Strongly Agree
Confident that Latino patients understand treatment plan
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0
1
0

2
1
5

0.4444

1
0

1
7

0.2222

Somewhat Agree
Agree
Strongly Agree
Comfortable speaking with native or bilingual Spanish speakers
Somewhat Uncomfortable
Very Comfortable

1
0
0

1
6
1

0.3333

0
0

1
4

1

1
1
0
1
0
0
0
0

8
7
6
5
8
6
6
5

0.9768

1
0
0
1

4
2
1
6
5
3
7

1

6
4
4
4

1

2
3
1
1
2

1

1
2
4
1

1

1
2
4
1

1

0
1

0.2222

Translated Materials
Illness related education
Wellness Related education
Community Resources
Patient's Rights
Informed consent documents
Discharge instructions
Advance directives
Patient signage

Language Services
Trained Staff Interpreter
Trained Contracted Interpreter
Untrained Volunteer
Trained bi-lingual staff
Patient's family members

0
0

Telephone interpreter

1

Untrained bilingual staff

Perception of PWIDs ready for treatment
1
0
Using needle exchange
1
using and not ready to quit
0
Community Organizations patterned with to provide culturally specific care to Latino patients
Private human service Agencies
0
Community-based organizations
0
Cultural associations
0
Public Human services
0
Harm Reduction
0
Frequency of repeated appeal to insurance companies for treatment authorization
Not Applicable
0
Occasionally
0
Usually
1
Nearly Always
0
Frequency of adherence calls made to Latino patients
Never
0
Occasionally
0
Usually
1
Nearly Always
0
Inform patients about risks of HCV re-infection
Somewhat Agree
1
Agree
0
clean for six months

reducing but not ready to quit

77

0

Strongly Agree

7

Participant Confidence and Treatment Methods

Seeing as it was not possible to gauge treatment readiness amongst participants based on
number of Latino patients with HCV treated or referred, provider confidence and comfort in their
ability to treat patients was tested against their actions or treatment methods to understand
provider willingness to treat. These contingency tables can be seen in Table 9.
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Table
9: Provider
confidence
in relation to
their treatment
plans
Table
9: Providers
Surveyed
confidence
and
Comfort Treating HCV

in relation to Treatment Method’s Boston 2015-2016 (n=17)
Provider Treatment Methods

How often are counceling services ordered for Latino
patients

Have ever treated PWID for HCV?

No

C
o
n
f
i
d
e
n
c
e

Somewhat Agree
Confident that have
adequate training to counsel Agree
Latino patients on HCV
prevention
Strongly Agree
Comfortable Discussing HCV
Agree
treatment with Latino
patients
Strongly Agree
Not Applicable
Confident that Latino
Somewhat Agree
patients understand
Agree
treatment plan
Strongly Agree
Comfortable speaking with No comfort
native or bilingual Spanish
speakers
Very Comfortable

%

Yes

%

p value

Usually

Nearly
Always

%

0

0.00%

2 11.76%

1

5.88%

3 17.65%

1

5.88%

5 29.41%

1

5.88%

1

5.88%

3 17.65%

4

23.53%

1
1
2
2

5.88%
5.88%
11.76%
11.76%

0
0

0.00%
0.00%

3

17.65%

1

1 5.88%
2 11.76%
0 0.00%
0 0.00%

0.1154
7 41.18%
3 17.65%
6 35.29%
0.4231
1 5.88%

0
0

1
1

0.00%
0.00%

5.88%
5.88%

0

0.00%

4

23.53%

%

Clean For six
p-value
Months

%

Reducing
injection rates
but not willing
to quit

%

PWID
continuing to
inject who
regularly use
needle
exchange

PWID
currently
injecting and
not willing to
quit

%

%

Don't Know

%

p-value

2 11.76%

1

5.88%

1

5.88%

1

5.88%

1

5.88%

0

0.00%

0

4 23.53%

1

5.88%

2

11.76%

1

5.88%

0

0.00%

5 29.41%

5 29.41%

2

11.76%

2

11.76%

2

11.76%

0

0.00%

0

4 23.53%

1

5.88%

2

11.76%

1

5.88%

0

0.00%

6
2
3
4

35.29%
11.76%
17.65%
23.53%

3
0
1
3

17.65%
0.00%
5.88%
17.65%

3
0
2
3

17.65%
0.00%
11.76%
17.65%

3
0
1
3

17.65%
0.00%
5.88%
17.65%

0
0
0
0

0.00%
0.00%
0.00%
0.00%

1

1
1

5.88%
5.88%

0
1

0.00%
5.88%

0
1

0.00%
5.88%

0
0

0.00%
0.00%

0
1

0.00%
5.88%

0.9706

2 11.76%

2

11.76%

2

11.76%

0

0.00%

6

35.29%

1

0.00% 0.02273

0.00%

0.0101
7 41.18%
1 5.88%
1 5.88%
0.8485
4 23.53%
1
1

5.88%
5.88%

1
2 11.76%

Who do they feel are treatment ready among PWIDs?

0.001085

1

4 23.53%

3 17.65%

*Percentages do not add to 100 because participants were permitted to choose more than one answer

Table 9: Providers Surveyed confidence and Comfort Treating HCV in relation to Treatment Method’s Boston 2015-2016 (n=17) Continued
Provider Treatment Methods
Have relationships been established with
community organizaions to address Latino
specific cultural and linguistic issues?

No

C
o
n
f
i
d
e
n
c
e

Confident that have
adequate training to counsel
Latino patients on HCV
Comfortable Discussing HCV
treatment with Latino

Somewhat Agree
Agree
Strongly Agree
Agree
Strongly Agree
Not Applicable
Confident that Latino
Somewhat Agree
patients understand
Agree
treatment plan
Strongly Agree
Comfortable speaking with Somewhat Uncomfortable
native or bilingual Spanish Very Comfortable

%

1
3
2
3
3
1
3
1
1
0
2

5.88%
17.65%
11.76%
17.65%
17.65%
5.88%
17.65%
5.88%
5.88%
0.00%
11.76%

Yes

%

1
1
4
1
5
1
0
5
0
1
4

p-value

5.88%
5.88% 0.7403
23.53%
5.88%
0.5455
29.41%
5.88%
0.00%
0.04113
29.41%
0.00%
5.88%
23.53%
1

Types of Community Organizations

Private Human
Agencies

1
0
1
0
2
0
0
2
0
0
3

%

5.88%
0.00%
5.88%
0.00%
11.76%
0.00%
0.00%
11.76%
0.00%
0.00%
17.65%

Com.
Based
organizati
ons
1
1
2
1
3
1
0
3
0
0
2

%

5.88%
5.88%
11.76%
5.88%
17.65%
5.88%
0.00%
17.65%
0.00%
0.00%
11.76%

Cultural
Ethnic
associations

%

0
1
1
1
1
1
0
1
0
0
0

0.00%
5.88%
5.88%
5.88%
5.88%
5.88%
0.00%
5.88%
0.00%
0.00%
0.00%

How often were repeat authorization requests for their patients to get treatment approval?

Public human
service agencies

%

1
0
0
0
1
0
0
1
0
0
2

5.88%
0.00%
0.00%
0.00%
5.88%
0.00%
0.00%
5.88%
0.00%
0.00%
11.76%

Harm Reduction
Services

0
0
2
0
2
0
0
2
0
1
6

%

p-value

0.00%
0.00% 0.9377
11.76%
0.00%
1
11.76%
0.00%
0.00%
1
11.76%
0.00%
5.88%
1
35.29%

N/A

%

1
2
1
2
2
2
1
1
0
0
2

5.88%
11.76%
5.88%
11.76%
11.76%
11.76%
5.88%
5.88%
0.00%
0.00%
11.76%

Ocassionally

%

1 5.88%
0 0.00%
1 5.88%
0 0.00%
2 11.76%
0 0.00%
1 5.88%
1 5.88%
0 0.00%
0 0.00%
1 5.88%

Usually

0
2
3
2
3
0
1
3
1
1
2

%

0.00%
11.76%
17.65%
11.76%
17.65%
0.00%
5.88%
17.65%
5.88%
5.88%
11.76%

*Percentages do not add to 100 because participants were permitted to choose more than one answer
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Nearly Always

0
0
1
0
1
0
0
1
0
0
1

%

p-value

0.00%
0.00% 0.7749
5.88%
0.00%
0.8384
5.88%
0.00%
0.00%
0.8268
5.88%
0.00%
0.00%
1
5.88%

Table 9: Providers Surveyed confidence and Comfort Treating HCV in relation to Treatment Method’s Boston 2015-2016 (n=17) Continued
Provider Treatment Methods

n requests for their patients to get treatment approval?

%
%
%
%
%
%
%
%
%
%
%

Usually

C
o
n
f
i
d
e
n
c
e

0
2
3
2
3
0
1
3
1
1
2

%

Nearly Always

%

p-value

0.00%
0.00%
Confident that have 0Somewhat
Agree
11.76%training to counsel 0Agree0.00% 0.7749
adequate
17.65%
5.88%
Latino patients on HCV 1Strongly
Agree
11.76% Discussing HCV 0Agree0.00%
Comfortable
0.8384
17.65%
5.88%
treatment with Latino 1Strongly
Agree
0.00%
0Not Applicable
0.00%
Confident that Latino
5.88%
0Somewhat
0.00%
Agree
patients understand
0.8268
17.65%
1Agree5.88%
treatment plan
5.88%
0Strongly
0.00%
Agree
Comfortable
Uncomfortable
5.88% speaking with 0Somewhat
0.00%
1
11.76%
5.88%
native or bilingual Spanish 1Very Comfortable

How often were Latino patients called to discuss adherence between appointments?

N/A

%

0 0.00%
1 5.88%
1 5.88%
1 5.88%
1 5.88%
2 11.76%
0 0.00%
0 0.00%
0 0.00%
0 0.00%
2 11.76%

Never

%

1
0
0
0
1
0
0
1
0
0
0

5.88%
0.00%
0.00%
0.00%
5.88%
0.00%
0.00%
5.88%
0.00%
0.00%
0.00%

Rarely

0
1
0
1
0
0
1
0
0
0
0

%

0.00%
5.88%
0.00%
5.88%
0.00%
0.00%
5.88%
0.00%
0.00%
0.00%
0.00%

Ocasionally

%

1 5.88%
0 0.00%
1 5.88%
0 0.00%
2 11.76%
0 0.00%
1 5.88%
1 5.88%
0 0.00%
0 0.00%
1 5.88%

Usually

%

0
1
4
1
4
0
1
3
1
1
2

0.00%
5.88%
23.53%
5.88%
23.53%
0.00%
5.88%
17.65%
5.88%
5.88%
11.76%

Nearly
Always

0
1
0
1
0
0
0
1
0
0
1

Regularly explain the risk of re-infection to their Latino patients

%

p value

0.00%
5.88% 0.1627
0.00%
5.88%
0.25
0.00%
0.00%
0.00%
0.9286
5.88%
0.00%
0.00%
1
5.88%

Disagree

%

0 0.00%
1 5.88%
1 5.88%
1 5.88%
1 5.88%
2 11.76%
0 0.00%
0 0.00%
0 0.00%
0 0.00%
2 11.76%

Somewhat
Agree

0
1
0
1
0
0
1
0
0
0
0

%

0.00%
5.88%
0.00%
5.88%
0.00%
0.00%
5.88%
0.00%
0.00%
0.00%
0.00%

Agree

%

0
2
0
2
0
0
1
1
0
0
1

Strongly
Agree

0.00%
11.76%
0.00%
11.76%
0.00%
0.00%
5.88%
5.88%
0.00%
0.00%
5.88%

2
0
5
0
7
0
1
5
1
1
3

Provider confidence and comfort treating Latino PWID was tested against provider actions or treatment methods in order to
see if confidence in one’s ability to treat actually resulted in better treatment of Latino patients. Of the eight treatment methods tested,
three were significant when tested against provider confidence to counsel Latinos on prevention of HCV and provider comfort in
discussing HCV treatment with Latinos. Providers were found to order counseling services significantly more often when they agreed
more strongly that they had adequate HCV training to provide prevention counseling to Latino PWIDs as well as when they agreed
more strongly to feeling confident in their abilities to discuss HCV treatment with their Latino patients. Participants who more
strongly agreed to having adequate HCV training were significantly more likely to find all PWID ready for treatment rather than just
those who have been clean for six months. Lastly, participants who were more strongly agreed that they were more confident in their
level of training to council on preventative HCV and comfortable discussing HCV treatment with Latino patients were found to
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%

p value

11.76%
0.00% 0.0404
29.41%
0.00%
0.0101
41.18%
0.00%
5.88%
0.06995
29.41%
5.88%
5.88%
1
17.65%

significantly explain the risk of infection to their Latino patients more. The square marked in
orange in Table 9 shows a statistically significant trend between a participant’s confidence in the
level of treatment understanding in their Latino patients and whether or not relationships with
community organizations that focus on Latino language and culture issues, were created.
Although statistically significant, this is an example of significance found in illogical tests.
Because the two are not related, this significant p-value is ignored in this analysis. All questions
of confidence or comfort were tested against all provider actions that were initially used in
Tables 8a and 8b. The presence or absence of statistical significance in this table should be
acknowledged with hesitation as the sample size was so small. Any slight changes in the data
could sway the p-value towards significance or insignificance. Similarly, correlations between
confidence and certain actions may not have been noticed because the sample size did not allow
for a trend to form.
Because “treatment readiness” in this study can be defined as a provider’s willingness to
treat Latino PWID, confidence and comfort when treating Latino PWID were considered to be
the main to factors when addressing treatment readiness. The questions relating to this topic were
how strongly participants agreed to the following two questions: 1) I am confident that I have
adequate training to provide HCV prevention counseling to my Latino HCV-infected patients;
and 2) I am very comfortable discussing HCV diagnosis and treatment with my Latino patients.
These two questions were also the two confidence-related questions that were statistically
significant when tested against provider treatment methods. Because both questions were scaled
from 1-7, we averaged each participant’s answer to both questions. If the average number was 5
or above, the participant was considered to be “treatment ready”. Below are the 12 participants
who completed this part of the survey, and their average treatment readiness scores (Table 10).
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Seeing that all health care provider participants were deemed treatment ready, individual
participants were studied to understand each providers’ true treatment readiness by looking at
their actions and treatment methods (Table 11).

Table 10: Treatment Readiness Scores amongst Healthcare provider participants based on
Comfort and Confidence to treat and discuss HCV with Latino PWIDs Boston 2015-2016 (n = 12)

Participant

1
2
3
4
5
6
7
8
9
10
11
12

Confident have had
adequate training to
provide HCV
preventative
counseling for
Latinos with HCV

Comfortable
discussing HCV
treatment with
Latino patients

5___Somewhat agree
6___Agree
7___Strongly Agree
7___Strongly Agree
6___Agree
7___Strongly Agree
7___Strongly Agree
6___Agree
5___Somewhat agree
7___Strongly Agree
7___Strongly Agree
6___Agree

7___Strongly Agree
6___Agree
7___Strongly Agree
7___Strongly Agree
6___Agree
7___Strongly Agree
7___Strongly Agree
6___Agree
7___Strongly Agree
7___Strongly Agree
7___Strongly Agree
6___Agree
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Treatment Readiness Score

Treatment Readiness Status

6
6
7
7
6
7
7
6
6
7
7
6

TREATMENT READY
TREATMENT READY
TREATMENT READY
TREATMENT READY
TREATMENT READY
TREATMENT READY
TREATMENT READY
TREATMENT READY
TREATMENT READY
TREATMENT READY
TREATMENT READY
TREATMENT READY

Table 11: Individual Treatment-Ready Healthcare Providers and their Personal Treatment Methods Boston 2015-2016
Established
Relationships
community
organizations
to address
specific
Latino
cultural
issues
No

(n = 12)

How often
were repeat
authorization
requests for
their patients
to get
treatment
approval?

How often
were Latino
patients called
to discuss
adherence
between
appointments?

Regularly
explain the risk
of re-infection
to their Latino
patients

Occasionally

Occasionally

Strongly Agree

No

Usually

Usually

Somewhat Agree

Yes
No
No
No
Yes
Yes
Yes

Usually
N/A
Usually
Usually
Nearly Always
N/A
N/A

Usually
N/A
Nearly Always
Usually
Usually
N/A
Never

Strongly Agree
Disagree
Agree
Strongly Agree
Strongly Agree
Disagree
Strongly Agree

Participant

Medical Specialty

Provided care
for PWIDs

Frequency of
which
counseling
services for
Latinos are
ordered

1

Infectious Disease

Yes

Nearly Always

2

Infectious Disease

Yes

Usually

3
4
5
6
7
8
9

Family Practice
Primary Care
Primary Care
Gastroenterology
Family Practice
Primary Care
Primary Care
Primary Care &
Addiction
Medicine
Infectious Disease
Primary Care

Yes
No
Yes
Yes
Yes
No
Yes

Nearly Always
Nearly Always
Usually
Nearly Always
Nearly Always
Usually
Nearly Always

All levels of drug use on survey
Clean for 6 months or
injectors who use needle
exchanges
Clean for 6 Months only
Clean for 6 Months only
All levels of drug use on survey
Clean for 6 Months only
Missing Value
Clean for 6 Months only
Missing Value

Yes

Usually

All levels of drug use on survey

Yes

Occasionally

Occasionally

Strongly Agree

Yes
Yes

Nearly Always
Usually

All levels of drug use on survey
Clean for 6 Months only

Yes
No

Usually
N/A

Occasionally
Rarely

Strongly Agree
Agree

10
11
12

Who are
treatment
ready among
PWIDs

Not all treatment-ready healthcare provider participants acted the same to treat their
patients (Table 11). The greater frequency with which participants performed any of the actions
in Table 11, the more treatment ready they were considered for that topic. Participants who
responded that they would consider any of the four levels of drug use on the survey as treatment
ready, 1) Clean for 6 months; 2) Reducing injection rates, but not willing to quit; 3) Continuing
to inject but regularly uses needle exchange; and 4) Currently injecting and not willing to quit,
were considered to be more treatment ready those who had only considered PWIDs who were
clean for six months or using needle exchanges as treatment ready.
Those marked in green answered the most questions with the most “treatment ready”
responses possible. Participant 7, marked with a lighter green color, had not answered the
question on PWID readiness and would have been the most treatment ready participant if s/he
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had. Participant 11 however, was the most treatment ready participant while participant 12,
marked in red, was the least treatment ready of all the participants.
Other Correlations
There was no statistically significant correlation between the participants’ Spanish
proficiency or comfort level when speaking with native Spanish speaker and the frequency in
which participants made adherence calls to their Latino patients (Table 12). Even the patients
who were “Somewhat Uncomfortable” or marked that they had “No Practical Proficiency” in the
Spanish language reported that they called their Latino patients for adherence calls “Usually”
which was as much as participants who had a “Native of Bilingual Proficiency” and were
“Somewhat Comfortable” when calling patients.
Table 12: Adherence Calls to Latino Patients V.S Spanish Proficiency and Comfort with Spanish Bilingual and Native
Speakers according to Providers Surveyed Boston 2015-2016 (n=17)
When your Latino patients are on HCV treatment, how often do you call them to discuss
adherence between appointments?
Nev
er

%

Rarel
y

%

Occasion
ally

%

Usual
ly

%

Nearl
y
Alwa
ys

%

N/
A

%

p-value

Self-Assessed Spanish Proficiency
No Practical Proficiency

1

Elementary Proficiency

0

Limited Working Proficiency

0

Minimum Professional
Proficiency
Full Professional Proficiency

0

Native or Bilingual
Proficiency

0

0

5.88
%
0.00
%
0.00
%
0.00
%
0.00
%
0.00
%

0
0
1
0
0
0

0.00
%
0.00
%
5.88
%
0.00
%
0.00
%
0.00
%

1

5.88
%
0.00
%
0.00
%
5.88
%
0.00
%
0.00
%

0
0
1
0
0

1
1
1
0
1
1

5.88
%
5.88
%
5.88
%
0.00
%
5.88
%
5.88
%

0

0.00%

0

0.00%

0

0.00%

0

0.00%

0

0.00%

0

0.00%

1

5.88%

0

0.00%

0

0.00%

2

11.76%

0

0.00%

0

0.00%

5.88
%
11.7
6%

0

0.00%

0

0.00%

1

5.88%

2

11.76%

0.07766

Self-Assessed comfort speaking to bilingual/Native Spanish speakers
Somewhat Uncomfortable

0

Somewhat Comfortable

0

0.00
%
0.00
%

0
0

0.00
%
0.00
%

0

0.00
%
5.88
%

1
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2

1

Spanish proficiency levels were also tested against comfort when discussing HCV
diagnosis with Latino patients (Table 13a). Again, there was no statistical significance between
Spanish proficiency levels and providers’ comfort levels when discussing HCV with their Latino
patients. When aggregated to help alleviate the problems created by the small sample size, the
correlation was still not significant (Table 13b). This is most probably due to the small number
of participants enlisted in the survey.

Table 13a: HCV Discussion V.S Spanish Proficiency amongst
providers surveyed Boston 2015-2016 (n=17)
Comfortable discussing HCV diagnosis
and treatment with my Latino patients?
Self-Assessed Spanish Proficiency

Agree

No Practical Proficiency
Elementary Proficiency
Limited Working Proficiency
Minimum Professional Proficiency
Full Professional Proficiency
Native or Bilingual Proficiency

1
0
1
1
1
0

Strongly
Agree

%
5.88%
0.00%
5.88%
5.88%
5.88%
0.00%

2
1
1
1
2
1

%

p-value

11.76%
5.88%
5.88%
5.88%
11.76%
5.88%

1

Table 13b: Aggregated HCV Discussion V.S Spanish Proficiency
amongst providers surveyed Boston 2015-2016 (n=17)
Comfortable discussing HCV diagnosis and
treatment with my Latino patients

Self-Assessed Spanish
Proficiency

Agree

%

Strongly
Agree

%

1

5.88%

3

17.65%

p-value

Little to No Proficiency

1

Limited Professional Proficiency

Full Professional or Native
Proficiency

2

11.76%

2

11.76%

1

5.88%

3

17.65%
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Medical specialty was also looked at in terms of knowledge of a Latino Herbal
supplement called Milk Thistle. All participants who answered the questions but 2 had
knowledge of the supplement. The two that did not were Primary care physicians.

Table 14a: Knowledge of Milk Thistle by Medical Specialty
amongst providers surveyed Boston 2015-2016 (n=17)
Medical Specialty*
Knowle
dge of
Milk
Thistle
?

Primary
Care
Yes
No

4
2

%

Family
Practice

24%
12%

2
0

%

Gastroente
rology

12%
0%

%

1
0

6%
0%

Infecti
ous
Diseas
e
3
0

%
18%
0%

Addic
tion
Medic
ine
1
0

%

pvalue

6%
0%

0.769
2

*Percentages do not add to 100 because participants were permitted to choose more than one answer

Because there was no significance in the data, the medical specialties were aggregated
into primary care and HCV related specialties in Table 14b. Because there was little variability in
the data, as all but two participants knew what milk thistle was, it is difficult to determine a
statistical significance. Of note, the two participants who did not know what milk thistle was
were both primary care doctors.
Table 14b: Knowledge of Milk Thistle by Aggregated Medical Specialty
amongst providers surveyed Boston 2015-2016 (n=17)
Medical Specialty
Knowledge
of Milk
Thistle?

Yes

Primary Care
6

%
35.29%

HCV Care
Specialty
5

%
29.41%

No

2

11.76%

0

0.00%

p-value
0.4872

Towards the beginning of the survey, participants were asked if they considered
themselves to be HCV specialists (Table 15a). Their answers are compared here by their medical
specialty. Most primary care or family care specialists did not consider themselves to be HCV-
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specialists (n=6/9). Only one healthcare provider from the other three categories responded
however.

Table 15a: Medical Specialty V.S HCV Specialty amongst providers surveyed Boston 2015-2016 (n=17)
Medical Specialty*
Infectious
Addiction
SelfPrimary Care
%
Family Practice
%
Gastroenterology
%
%
Disease
Medicine
proclaimed
Yes
1
5.88%
2 11.76%
0 0.00%
0 0.00%
0
HCV
Specialist? No
5 29.41%
1
0.00%
0 0.00%
0 0.00%
1

%

p-value

0.00%
5.88%

0.4583

*Percentages do not add to 100 because participants were permitted to choose more than one answer

As no statistical significance was found within the data, the medical specialties were
again aggregated to reduce the effects of a low participant count (Table 15b). The outcome was
still not significant when the data were aggregated (Table 15b). Primary care specialists appear
to believe they are HCV specialists more often than healthcare providers in the HCV-related
medical fields. This misrepresentation in the data is due to both a small sample size as well as a
low response rate on some questions. For this question for example, 8/15 of participants did not
answer this question. Of the 5 participants who were involved in HCV-related specialties,
according to the chart above, only one responded that they considered themselves to be an HCV
Table 15b: Aggregated Medical Specialty V.S HCV Specialty
amongst providers surveyed Boston 2015-2016 (n=17)
Medical Specialty
SelfPrimary Care
%
HCV Care Specialty
proclaimed
Yes
3
17.65%
0
HCV
Specialist? No
6 35.29%
1

specialist.

%
0.00%
5.88%

p-value
1

Self-proclaimed HCV specialty was also tested against the attendance of HCV training
workshops (Table 16). No statistically significant results came from the test, most likely due to a
small sample size. It is difficult to comment on this particular table because it unclear if
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participants who were HCV specialists decided to attend HCV workshops, or if the attendance at
HCV workshops allowed certain physicians to claim they were specialists in HCV. There were,
however, no self-proclaimed HCV specialists that did not attend a HCV related workshop.

Table 16 : HCV Specialists and Workshop Attendance
amongst providers surveyed Boston 2015-2016 (n=17)
Attended HCV Workshops?
SelfYes
%
No
proclaimed Yes
3 17.65%
HCV
Specialist? No
2 11.76%

0

%
0.00%

3

17.65%

p-value
0.1964

Discussion
Overall, in our in-depth interviews with Latino PWIDs, all participants except two had
already received treatment at least once or wanted treatment, indicating a large population of
treatment-ready Latino PWID individuals. These two participants had been told by their
providers that they would not receive treatment for HCV a second time if they were to relapse
after completing treatment. Because these participants were not ready to quit using, they have not
yet sought out treatment. As seen by the provider survey, not all healthcare providers were
willing to treat PWIDs who were not yet clean for more than 6 months. This bias could have
hindered these two participant’s physicians to bend the truth while discussing relapse and HCV
treatment approval with their patients. More effort should be put in to ensuring that both
providers and the general public are aware of treatment approval criteria. Greater health literacy
in this topic may help more patients ask the right questions and eventually get treatment access.
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In general, however, providers, on a sliding scale of 0-100 felt that PWIDs were ready for
treatment with a median score of 77.5/100 and low variability of an 8.32 standard deviation.
As for healthcare providers perceiving that Latino PWID were treatment ready, all
providers were deemed treatment-ready, as treatment ready can be defined by a willingness to
treat. This is inconsistent with the literature that explains that healthcare providers are often not
ready to work with PWIDs and minority races due to the stigma around them. However, when
each provider’s survey responses were examined more closely, discrepancies in the answers
became clearer. The most prominent difference in treatment readiness among participants was in
regards to who they felt were treatment ready amongst PWID. More than half of the participants
who completed that portion of the survey believed that only PWID who had been clean for more
than 6 months were ready for treatment. Interestingly, the sentiment was shared by many PWID
themselves as many participants from the in-depth interviews believed that it was not possible to
take the HCV treatment diligently while continuing to use drugs. In contrast, only 3 participants
marked current non-prescription opiate use as extremely important in determining HCV
treatment candidacy. This would suggest that some healthcare providers were contradicting
themselves or did not fully understand the question.

Cultural Barriers
At several occasions in the survey, participants were given the opportunity to share the
various cultural accommodations their healthcare centers have for Latinos such as salsa lessons,
religious healers, traditional medicine options, knowledge of herbal supplements such as horny
goat and milk thistle, as well as Latino support groups. However, when participants of the indepth interviews were asked what they considered cultural barriers to treatment and relapse,
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many participants responded about the tendency to celebrate and the involvement of drugs in the
family at a young age. Even though almost all respondents except two primary care physicians
discussed the risk of re-infection with their Latino patients, it is possible the cultural barriers
mentioned by in-depth interviews need to be taken into account when addressing PWID patients
or discussing possibility of relapse. Participants of the in-depth interviews commented that their
peers and friends ran in the same circles as they did which made it more difficult to stay clean
once they received treatment. The importance of a clean, non-drug-using social network should
be discussed with patients when discussing risks for relapse in the future.

Patient Knowledge
Latino PWID participant knowledge of HCV treatment and transmission varied greatly.
Several knew that genotypes existed but not what they meant and most only knew that it was
transmitted through blood. There was a common misconception that heterosexual or vaginal sex
could easily transmit HCV. From the healthcare providers’ point of view, 50% of all participants
agreed that their patients needed more information about HCV. Most also agreed, however, that
their own Latino patients understood the treatment plan before leaving their office, but only 2
participants strongly agreed.
Participants of the in-depth interviews explained how they did not feel the Latino
community had enough information about HCV treatment options. Most were not updated on the
side effects or even the existence of new treatment options and were scared away from seeking
treatment by the stories of friends and family suffering from depression and anxiety from
interferon-based treatments. Participants also commented on the need for public health workers
to go further out into Latino community and disseminate information on the HCV treatment
process as well as information on HCV treatment options. The process of getting a referral and
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satisfying insurance criteria were often too confusing for many to continue on without more
information.

Adherence
On a sliding scale from 0-100, the median score for the likelihood of Latino patients
adhering to HCV medications was 87.5/100 with a standard deviation of 9.16 based on survey
data. Participants of the healthcare provider survey also noted that few to no patients stopped
treatment once they started. However, the reasons marked for refusal of treatment included: 1)
refusal to modify chaotic lifestyle; 2) inconvenience due to family and work pressure and; 3)
lack of belief in need for treatment. Of the three, the refusal to modify chaotic lifestyle was the
main adherence issue according to Latino PWIDs who participated in the in-depth interviews. Of
the in-depth interview participants, mainly participants who quit treatment midway were those
who had taken interferon-based treatments. However, many of those who quit the first time
around have now completed a round of DAA therapy and did not stop treatment midway. Only
one participant quit a DAA treatment plan before completion and has now also completed
another DAA treatment therapy. Therefore, the notion from the literature that Latinos have a
tendency to stop treatment midway more often than other races many need to be researched
further in the new DAA era.
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Language
Data from healthcare provider surveys were consistent with PWID participant responses
in in-depth interviews in regards to language barriers and facilitators. The demographics of the
survey indicated that all but one participant was white-non Hispanic by race. However, 7 of the
participants reported themselves as Spanish speakers. Interviewees were often heard marveling at
the great Spanish language capacities of their non-Hispanic doctors or the fact that many of their
healthcare providers were able to speak, or at least understand them, in Spanish.
Participants of the survey also reported calling their Latino patients for adherence checkups either “Nearly Always” or “Usually” regardless of their Spanish proficiency or their comfort
with the language. When checked against the responses for adherence calls to patients in general,
each individual participant was found to call their Latino patients exactly as much as they called
all of their patients. Moreover, a vast majority of participants in the survey marked “worry about
the patient” as their primary or only factor in play when calling patients to check in. Other
options such as “Language or ability to communicate” were not marked. This emergent trends in
the data were inconsistent with the overall literature of the field which reports low
communication levels and a lack of language proficiency.
On the issue of language services available, while all participants who answered this
section of the healthcare provider survey had access to a telephone interpreter service, less than
half had even one trained staff interpreter available and most used trained or untrained bilingual
staff. When participants were asked to rate on a scale of 0-100 the availability of translator
services at their hospital, response was highly variable with a standard deviation of 35. The
median, however, was 23, suggesting that translator availability was low at most healthcare
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centers. Participants of the in-depth interview relayed similar information, citing the availability
of a translator most of the time but not always. More work should be done to train bilingual staff
if hiring staff interpreters is not economically feasible at certain health centers. This lack of
translator availability is consistent with the literature.
All healthcare provider participants who answered the question on availability of
translated materials indicated that a variety of translated materials, mainly on informed consent,
wellness, and illness related issues, were available in Spanish. Health literacy was cited as one of
the largest barriers to HCV care for Latinos. However, participants from in-depth interviews
raised the question of general literacy levels barring people from understanding enough about
HCV to ask for help. Several participants of the in-depth interviews had to be read aloud the
informed consent forms as their literacy levels did not allow them to read the forms fast enough.
Other Latino PWID participants, though not enough to be considered a salient theme, mentioned
their volunteer efforts to read and discuss new HCV treatment with Latinos who could not read
in the city. Literacy and education levels may be part of the problem to the gap in understanding
between patients and providers. However, more research needs to be done on the topic to
understand it better.

Insurance
Health care providers marked whether or not a patient should be treated based on their
hepatitis severity. This was compared against the likelihood of treatment approval of patients
with the same diagnoses by insurance companies. Participants responded that patients with mild
or moderate hepatitis were less likely to get approval from health insurance companies than they
were for approval by providers to take HCV medication. Due to changes in MassHealth
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regulations, the problem of low rates of treatment approval for mild to moderate forms of liver
disease will be reduced in the future. For participants who did not directly treat HCV patients,
they responded that they would refer all diagnoses except for patients who needed to receive a
liver transplant. However, providers who treated HCV patients said patients in need of a
transplant would get approved for HCV treatment. Therefore, primary care providers that do not
directly treat HCV should consider referring patients who are waiting for a transplant as they are
likely to get treatment.

Quality of Provider Care
As all healthcare providers who completed the survey were deemed ready to provide
treatment, their individual actions were observed. Although there were some differences in levels
of treatment readiness amongst the group, overall the participating providers were performing
above average on all treatment methods observed. Good healthcare service was confirmed by
participants of the in-depth interview who claimed that their healthcare providers helped with
treatment readiness and treatment adherence by providing comfort, support, and clear
information. The PWID participants did not perceive any level of stigma or a lack in care from
their healthcare providers either.

Communication and Patient Comprehension
A majority of healthcare providers who participated in the survey indicated that they
“Agreed” or “Strongly Agreed” that their Latino patients fully understood the treatment plan
when they left the healthcare center. However, healthcare survey participants also cited
language/communication problems and cultural differences as primary barriers to HCV care for
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Latinos. Moreover, Latino PWID who participated in in-depth interviews seemed to disagree that
language was a barrier to care. Most in-depth interview participants claimed no issues in
understanding their healthcare provider when treatment plans, side effects and other HCV
information was being shared. Even participants who considered Spanish to be their primary
language and had little English proficiency relayed that they had no issues communicating with
their providers. This disparity in the two sets of data may indicate a need for further research. It
is unclear which party is misinterpreting the situation and more research needs to be done to find
the underlying cause of miscommunication between healthcare providers and patients, and of
treatment adherence failures. Healthcare providers did not ask their patients to repeat back
treatment plans more that “Occasionally” in most cases, and this is a treatment method that can
be improved upon in the future to ensure better adherence.

Limitations

The most debilitating limitation of the study was the small sample size for the provider
survey. The lack of adequate response rates to the survey made it difficult to find statistically
significant correlations in the data. Several questions had to be removed due to a lack of
respondents and a slight increase between categories in contingency tables caused statistical
significance when measuring provider confidence against treatment methods. A more
meaningful and reliable analysis can be conducted in the future if a greater sample size is
achieved.
Secondly, the study is limited by its methods of recruitment. By using healthcare
providers as the main source of recruitment for in-depth interviews, most of the participants were

95

already connected to care. A majority of these respondents had already received treatment and
had similar treatment experiences and outcomes due to 1/3 of the participants having the same
HCV healthcare provider. To exemplify this limitation, the two participants who were recruited
using street outreach had not been treated for HCV and were not yet ready for treatment.
Similarly, because 4 healthcare providers, 2 from the same health center, were asked to
disseminate the healthcare provider surveys, a similar network of providers most probably
completed the survey. Smaller health centers that may not provide such high quality care as the
respondents were excluded from the survey. In the future, it will be important to include
clinicians from those smaller health centers.
Lastly, as in all self-reported studies, a small bias towards seeing oneself in the best light
(i.e., providing socially desirable responses) is always a limitation. This applies to the in-depth
interviews that were conducted as well. Because participants may want to avoid judgment, they
may have omitted details about their adherence to medications or drug misuse that were
important for the study. For example, one participant originally claimed to be an injection drug
user, but when asked directly about his past injection drug use, denied ever injecting drugs.
Variations in self-perception and respondent bias may have caused slight inaccuracies in the
data.
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Conclusion
HCV rates are currently rising as an opioid epidemic spreads through the U.S and the
world. Latinos, specifically, are at a high risk for infection due to risky behaviors leading to an
increased risk of transmission. This study aimed to fill gaps in knowledge created by 1) the lack
of research geared towards Spanish speakers; 2) the lack of recent adequate data on provider
input on HCV treatment; and 3) the lack of adequate information on the willingness to treat and
seek treatment in the ever-changing DAA therapy era. Even though a large portion of nonHispanic doctors were discovered to speak proficient Spanish, more translator services are
needed and health centers should invest in training their bilingual staff. Both Latino PWIDs and
healthcare service providers agreed that there is a lack of knowledge about HCV in communities
in Boston. The in-depth interview participants suggest widening the perimeter in which outreach
programs travel to do health fairs and make sure to include information on differences between
new and old HCV treatments as well as a step-by-step plan to ensure that one reaches the end of
the treatment cascade. Although relapse is currently being discussed, healthcare providers should
include cultural barriers that Latinos may face when working towards staying clean after
treatment. Overall, both groups were treatment ready. More research should be conducted where
data from both Latino PWIDs and HCV healthcare service providers can be compared
statistically in order to find more significant results. More research could help uncover
discrepancies in patient-provider relations and understanding.
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Appendix 1a: In-depth interview Guide
Hola, ¿cómo estás? Me llamo Avni Mittal y trabajo en la Universidad de Medicina de Tufts. Tenemos interés en las opiniones y las perspectivas de jóvenes
latinos sobre infecciones de salud como la hepatitis C (la Hep C). La meta de la entrevista de hoy es comprender qué saben personas como tú sobre la Hep C
y qué piensan sobre la manera del tratamiento. Esta entrevista va a durar una hora. Queremos que sepas que no tienes que responder a cualquier pregunta
que no desees. Podemos tomar un descanso si lo necesitas. Puedes terminar esta entrevista en cualquier momento por cualquier razón también. Si no te
sientes cómodo al responder a una pregunta específica, simplemente dímelo y podemos pasar la pregunta. Lo que es más importante es que me digas lo
que piensas y lo que has sufrido, y no lo que piensas que yo quizás quiero oír. Todo lo que me digas va a ser entre nosotros y mi equipo de investigadores, y
no vamos a compartir ninguna parte de la información que nos dé con sus proveedores de servicios médicos, o con nadie además de las personas que están
haciendo esta investigación. ¡Queremos saber lo que piensas! Tu información es muy valiosa y puede ayudar mucho con el tratamiento de la Hep C. Si
tienes alguna pregunta antes de que empecemos la entrevista, por favor no dudes en preguntarme.
Preguntas para la Entrevista Cualitativa
Anticipated duration: 60-90 minutes

Broad questions for interview

Possible probes to use if participant is not sure how to answer

BACKGROUND
Interviewer: “Muchísimas gracias por tomarte el tiempo para hablar conmigo. Primero, voy a hacerte algunas preguntas generalas sobre ti. ¿Cómo fue
tu día? Después, voy a hacerte algunas preguntas sobre tu situación de vida y tu experiencia con el uso de las drogas para ayudarnos a comprender
como eso tiene relación con tu conocimiento y experiencia con la hepatitis C (la Hep C). Tenemos mucho que aprender y apreciamos el tiempo que nos
estás dando.

Por favor cuéntame un poco sobre ti.
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¿Cuántos años tienes? ¿Cómo es tu situación de vida? ¿Cómo
pasas tu tiempo en un día normal?
¿Qué querrías que otras personas supieran sobre ti?
¿De dónde eres? ¿Tu herencia cultural (socio-demográfica)?

¿Por favor dime dónde has vivido, dónde vives ahora, y las áreas
donde pasas tiempo?

barrio(s), tipos de reuniones (calles, parques, callejuelas, casa de
amigos, en casa)

Por favor háblame sobre el camino que te llevó al uso de drogas y al 

uso de drogas inyectadas.


¿Cuándo empezaste? ¿Qué piensas que te llevó en esta dirección?
¿Qué empezaste a usar primero?
¿Con quién? ¿Puedes hablarme más sobre las personas con las
cuales pasabas tiempo en aquella época?
¿Cómo cambió con el tiempo?
¿Cuando empezaste a inyectarte? ¿Cuantos años tenías?
Estado, barrio, area



¿ dónde vivías cuando empezaste a inyectarte? (historia del uso de 
sustancia, el estilo de vida etc.)
SOCIAL NETWORKS

Interviewer: “Gracias por compartir todo esto conmigo. Muchas veces, las personas con quienes pasamos nuestro tiempo libre (o con las cuales hablamos
con frecuencia) nos ayudan a pensar en todas las clases de cosas importantes, incluyendo las de las salud y atención médica. Voy a hacerte unas preguntas
sobre las personas que tienen importancia en tu vida y con las que pasas tiempo libre.
Name Generators
1. Mirando hacia atrás en los últimos 12 meses, piensa en hasta tres personas (que tengan 15 años o más) con quien pasas más tiempo. Pueden ser familia
cercana, parientes, amigos, personas con quien haces deporte
Por favor dime los nombres (o iniciales, apodos) de estas personas. Sólo voy a escribir los nombres para que los dos sepamos de quién estás hablando y así
es más fácil preguntarte.
[IF NOBODY, SKIP TO QUESTION 2.]
1._________________
2._________________
3._________________
[IF FEWER THAN THREE NAMES, PROBE ¿Hay alguien más con quien pasas tiempo? DO NOT PUSH TOO HARD IF THEY SAY NO.]
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2. De vez en cuando, la mayoría de las personas discuten cosas importantes con otros. Mirando hacia atrás en los últimos 12 meses, piensa en hasta tres
nombres (que tengan 15 años o más) con quien discutías cosas importantes con más frecuencia. Pueden ser familia cercana, parientes , amigos,
compañeros, u otros. Por favor dime los nombres o iniciales/apodos de estas personas.
1._________________
2.__________________
3.__________________
[IF FEWER THAN THREE NAMES, PROBE: ¿Hay alguien más con quien discutías cosas importantes?
[IF NOBODY, BUT THERE ARE PEOPLE ON ROSTER GENERATED BY Q1, GO TO SECTION 2.]
3. Hay alguien que sea la misma persona con quien has discutido cosas importantes y con la que has pasado tiempo libre?
1.
2.

No  SKIP TO Q1 – Section 3

Yes  ASK Q3a

3a. A cual de estas personas mencionaste antes?
______________________________________
[Note: You should have a final list of up to 3 alters. If more than 3 named (total), have the participant choose the ones that s/he would like to discuss.]
Alter Question [These questions are asked for each of the alters identified (up to three)]
1. (Nombre) es un hombre o una mujer?
2. Cuantos años tiene (nombre) [PROBE: entre.. 20 – 29. Adivina si no sabes exactamente)
3. Cuál es tu relación con (nombre)? Puedes decir más de uno. (marido, novio/a, padres, hermanos, otro familiar, amigo, compañero de clase, vecino, los
colegas, miembro de una organización (religión, de la comunidad, u otro).
4. Hace cuanto que le conoces (nombre)?
5. Has discutido el uso de drogas o la inyección de drogas con (nombre)?
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If YES, follow-up:
[Prompts: ¿Con qué frecuencia has tenido este tipo de conversaciones? ¿Dónde ocurren? ¿Hay alguien que esté cerca o que esté participando en las
conversaciones? ¿De qué suele hablar respecto al uso de drogas? (obtener drogas, centros de intercambio de jeringuillas, la financiación, barrerasobstáculos, temas sociales)?
6. (Nombre) está cerca cuando te inyectas drogas? (¿a veces?).
IF YES:
7. (Nombre)se inyecta drogas también? ¿Con qué frecuencia, durante cuánto tiempo os habéis inyectado drogas juntos?
8. Has discutido asuntos de salud con (nombre)?
IF YES: Has discutido La hep. C con él/ella? ¿Puedes contarme más sobre esto por favor? Discutisteis: tu estatus, su estatus, los riesgos al respeto de Hep. C,
tratamientos potenciales…

EXPERIENCIA PERSONAL CON LA LA HEP C
Interviewer: “Gracias. Esa información es muy útil. Ahora, voy a preguntarte sobre tus conocimientos y experiencia con la Hep C.”

Broad questions for
interview

Háblame de tu
conocimiento de la la Hep
C.

Possible probes to use if participant is not sure how to answer






¿Cuándo fue la primera vez que recuerdas oir hablar de la La Hep C?
¿Dónde fue y quien te contó?
¿Dónde más has recibido información sobre la La Hep C?
Qué personas o lugares, si los hay, han sido recursos/fuentes de información de la La Hep C para ti?



If doesn’t mention online, ask: ¿Qué fuentes en línea usaste para acceder a la información sobre la
La Hep C? ¿Qué sitios web?
¿Antes de enterarte de que tienes la La Hep C, que sabías sobre la La Hep C? (comprensión de la La
Hep C: ¿(síntomas, percepciones, tratamiento, después del tratamiento)?
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Por favor cuéntame sobre
su experiencia personal
con la La Hep C.

Hablamos un poco más de
tu experienca viviendo
con la Hep C.









Cómo ha sido tu
experiencia con los
trabajadores de la salud
durante de las pruebas de
la La Hep C y las
interacciones y el cuidado
siguientes (Estigma)




¿Después de informarte de que tienes la La Hep C, que sabes sobre la La Hep C?
¿Cómo la contrajiste? ¿Qué puede hacer al cuerpo? ¿Cómo se puede contagiar de una persona a
otra?
Háblame un poco de tu experiencia con las pruebas de la Hep C.
¿Qué te llevó a hacerte la prueba en primer lugar?
¿Cómo fueron tus experiencias justo antes, durante, y justo después de las pruebas de la Hep C?
¿ Dónde te hiciste las pruebas?
¿Por qué te hiciste las pruebas?
¿Cómo fue el proceso para ti?
¿Quién te dijo que estabas infectado con la Hep C?
¿Qué tipo de referencias, si las hay, te dieron cuando te dijeron que tenías la Hep C?

¿Durante cuánto tiempo has vivido con la Hep C? ¿Cuándo fuiste infectado?
¿Cuál es la situación de la infección? ¿Cómo piensas que contrajiste la Hep C?
¿Cuál ha sido tu experiencia con la Hep C? ¿Síntomas? ¿Estigma? ¿Más?
Consideraciones de tratamiento: ¿Cuáles son tus pensamientos sobre el tratamiento de la Hep C?
motivaciones? Comprensión del tratamiento.
¿Experiencia con el tratamiento? ¿Efectos secundarios? El estigma de los proveedores, etc.
¿Has perdido alguna vez una dosis del tratamiento? ¿Por qué?
¿Has hablado con algunas de las personas que mencionaste antes sobre tu experiencia con la Hep C?
¿Qué cambios, si hay alguno, harías en este proceso para otras personas como tú? (individual,
comunidad, estructural, o estigma)
¿Qué cosas, si hay algo, podrían haber hecho de manera diferente los trabajadores de sanidad para
mejorar tu situación?
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NETWORK FACTORS RELATED TO LA HEP C TREATMENT READINESS
Interviewer: “Gracias por compartir esto conmigo. A menudo, las personas con quien pasamos nuestro tiempo libre nos ayudan a pensar en temas
importantes, incluyendo los de la salud y la sanidad. Voy a preguntarte sobre las personas en tu vida que tienen importancia y con quien pasas tu tiempo
libre.

¿Cuál ha sido el papel de tus
compañeros en tu conocimiento y
experiencia con la Hep C?





¿Que interacciones ocurrieron con
tus compañeros, familia, amigos, y
colegas después de saber que
tenías la Hep C?




Hablamos sobre tus amigos más
íntimos.





¿Qué papel piensas que su red
social puede hacer en el
tratamiento de la Hep C?

¿Qué has aprendido de ellos sobre la Hep C?
¿Con cuantas personas que están en tu grupo social has hablado sobre la Hep C?
¿A dónde fuiste cuando supiste sobre el tratamiento de la Hep C? ¿Con quién has hablado
sobre el tratamiento de la Hep C?
¿Sobre qué tipo de cosas habláis en relación con la Hep C?
¿Hace cuanto tiempo tuviste esta conversación?




¿Cómo ha cambiado tu red social desde que supiste que tenías la Hep C?
¿En quién puedes poner tu confianza para hablar sobre tu situación con la Hep C?
¿Puedes darme un nombre de por lo menos tres amigos con quien has hablado sobre la Hep
C?
¿Has hablado con algunas de las personas que mencionaste antes sobre la Hep C?
¿Sobre qué aspectos relacionados con la hepatitis C te sientes bien hablando con ellos?




¿Conoces alguien que está recibiendo tratamiento por la Hep C?
¿Qué has aprendido de la Hep C de ellos?
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REFLECTIONS ON HCV TREATMENT





Por favor dígame sus pensamientos sobre el tratamiento de la Hep
C.

¿Qué has oído sobre el tratamiento de la Hep C?
¿Qué has oído sobre tratamientos nuevos de la Hep C?
¿De quién has oído esto (doctor, enfermero, el personal de
SEP, amigos, familia)?

¿Qué piensas que va a crear interés en el tratamiento de la hep en
las personas que se inyectan drogas que están viviendo con la Hep
C?



Qué cosas quizás pueden llevar a más personas que se
inyectan drogas a seguir el tratamiento (i.e., tecnología,
grupos de apoyo)

Hablamos un poco sobre las prioridades del tratamiento.




¿Quién debe recibir tratamiento?
¿Cuándo debería ser ofrecido el tratamiento? ¿ en la
recuperación de la adicción ? ¿En el diagnostico temprano?
¿Quién deben pagar el tratamiento?
¿Cuáles son los beneficios de recibir tratamiento?




LA HEP C TREATMENT EXPERIENCE



¿Estás actualmente siguiendo un tratamiento de la Hep C?







[Yes] ¿Que has sido tu experiencia con el tratamiento de la Hep C?
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[Yes] ¿Que te lleva a conseguir el tratamiento de la Hep C?
[No] ¿Que te ha impedido empezar el tratamiento de la Hep
C?
[Yes] ¿Que te lleva a seguir el tratamiento de la Hep C? [No]
¿Por qué piensas que no estas tomando la medicación?
[Yes] ¿Cómo sabías cuándo era el momento correcto para
empezar el tratamiento? ¿Cómo sabías que estabas listo
para el tratamiento?
[No] ¿Cuándo piensas que vas a estar listp para el
tratamiento?
¿Nombre de la clínica? ¿Proveedor de la sanidad?
¿Medicación?






¿Experiencia con llegar a las citas?
¿Cuánto tiempo pasó entre cuando te dijeron que tenías la
Hep C y cuando empezaste a tomar medicación?
¿Dónde obtienes y pagas por la medicación?
¿Hay clínicas/centros de salud de la comunidad en tu barrio
que ofrecen servicios de HCV?

[Yes] ¿Que altibajos has sufrido con el tratamiento de la Hep C?




¿Efectos secundarios? ¿Estigmas?
¿En qué maneras piensas que el tratamiento de la Hep C
puede ser mejor?

¿Qué tipo de apoyo tuviste cuando estabas tomando medicación de
la Hep C?



ejemplos: apoyo de la familia, apoyo clínico, apoyo de
amigos, apoyo emocional, maneras de ir y volver del lugar
donde recibías tratamiento.

¿En tu experiencia, cómo de disponibles están las pruebas, el
tratamiento, y el cuidado aquí por aquí?”




¿Es fácil o difícil obtener los servicios de la Hep C?
¿El centro de tu comunidad te ha mandado a un doctor
especializado en HCV?

¿Cuáles son tus pensamientos sobre el tratamiento de la Hep C?




¿Cómo de dispuesto estas a recibir tratamiento de la Hep
C?
¿Cuándo piensas que vas a estar listo para el tratamiento?

Dime por qué no estas tomando el tratamiento.





¿Qué cosas te obstaculizan para obtener medicación?
¿Qué cosas te impiden tomar medicinas?
¿Cómo afectó el coste en tu decisión?

¿Cómo de dispuestos crees que los médicos están para tratar la
hepatitis C en personas que se inyectan drogas? ¿Por qué crees que
es?




¿Cómo es de caro?
¿Cuál es la probabilidad de que las personas se vuelvan a
contagiar?

IF NO –
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¿Lugar?
¿Por qué irías a este lugar?
¿Qué cosas te ayudarían a tomar una decisión?
¿Dónde conseguirías esta información?
¿Tecnología?
¿Internet?
¿Hay clínicas/centros de salud de la comunidad en tu barrio
que ofrecen servicios de HCV?

¿Qué maneras quizás funcionen para ayudarte y ayudar a otros
que se inyectan drogas a empezar a tomar las medicinas de la Hep
C?





¿Qué les haría estar dispuestos a considerar el tratamiento?
¿Qué les haría sentirse listos para el tratamiento?
Redes sociales
Boca a boca

¿Qué maneras quizás funcionen para ayudarte y ayudar a otros
que se inyectan drogas a tomar las medicinas de la Hep C y
terminarlas?




Redes sociales
Aplicaciones del móvil

¿Qué papel piensas que el uso de las drogas tiene en el interés de
alguien en el comienzo del tratamiento de la Hep C?



Patrones del uso de las drogas (en grupos, compartiendo,
compañeros, etc)
¿La contribución de estos patrones al estatus de La Hep C?
¿Contribuciones de estos patrones al tratamiento de HCV?

¿Qué es la disponibilidad del tratamiento de la Hep C aquí?
¿Si decides obtener tratamiento, adonde irías?

¿En que maneras piensas que el tratamiento, el acceso, y los servicios
de la Hep C pueden ser mejores?

APPROACHES TO TREATMENT AND ADHERENCE (Individual, community, structural)
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TECHNOLOGY
NOTE TO INTERVIEWER:
[Here are the big picture key themes that we’re interested in: What kinds of technology do PWID use? What do PWID use their phones for? What types
of functions/apps/text do they use? How do they feel about using mobile phone for sensitive issues? ]
Interviewer: “Queremos cambiar nuestro enfoque un poco y preguntarte sobre cómo usar la tecnologia, porque tenemos interés en cómo tecnología afecta
a tus experiencias diariamente. Ahora voy a preguntarte sobre la tecnología que usas.”

¿Tendrías algunas sugerencias de como los móviles, internet, o los
computadores pueden ser usados para obtener información sobre
la Hep C?

 Háblame más sobre tus sugerencias.

¿Qué tipo de tecnología usas para comunicarte con otros?

 ¿Cómo cambia con personas diferentes en tu vida como
compañeros? ¿Amigos, compañeros con los que haces
deporte, doctores de la familia etc.?

¿ internet? ¿Un teléfono móvil? ¿Móvil inteligente?

Dime como usas internet.

 ¿Con qué frecuencia, con qué aparato, dónde?
 ¿Por qué usas internet?

Dime como usas tu teléfono.

 ¿Para qué lo usas?

Háblame sobre tu plan de teléfono móvil.

 ¿Cuantos teléfonos móviles has tenido en los últimos dos
años?
 ¿Durante cuánto tiempo has tenido tu móvil más reciente?
 ¿Ha habido veces cuando lo has perdido o lo has apagado?
Si hay, por favor háblame de estas veces.

¿Qué tipo de aplicaciones de la computadora o del móvil usas, si
hay algo?

 ¿Juegas videojuegos, y si juegas, a cuáles?
IF YES – por qué juegas? ¿Qué te gusta de estos juegos?
 ¿En qué aparato juegas?
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¿Cuáles son sus pensamientos sobre recibir mensajes de texto o
información en tu móvil sobre la Hep C?
 Planeamos usar un sistema de textos o unas aplicaciones
que podamos usar con personas como tú para ver qué va a
funcionar ¿Tienes algunas sugerencias finales?

¿Qué piensas sobre una aplicación que se enfoque en la Hep C?

FINAL THOUGHTS
Interview: “Hemos hablado mucho. ¿Qué más, si hay algo, quiere añadir sobre el tratamiento de la Hep C o cómo mejorar la experiencia de diagnósticotratamiento?”
“Gracias por tu tiempo hoy. Este ha sido muy útil.”
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Appendix 1b: Code Book for In-depth Interviews
CODES

Full Codes

Description of when
to use Full Code

Sub-code

Social Networks

This consists of the
people participants
have spent the
most time with or
discussed
important matters
with in the past
year

Conversations about
Drug Use & Injection

Drug Use

Health Discussions

Hep C Discussions

This code
First Injection
encompasses any
Experience
mention of drug
use that does not
fit in the summaries Transition to
Injection

Relapse

Description of when to use sub-code

Keywords/Examples

Any comment about conversations with
others about drug use, injection, and
situations surrounding that
Discussions with network about health
problems associated with drug use
(endocarditis, abscesses, etc.)
Discussions with network about Hepatitis C

This involves the story surrounding the actual
first time injecting an illicit substance. In most
cases this involves someone injecting them,
but not always.

The reasons for transition from one use to
another and injection becoming the
preferred mode of use. Mention of
starting to inject self without help from
others.
Any situation where they relapsed after a
period of intended sobriety.
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Leaving rehab; after detox; after
personal decision to stop using

Coping

Not Caring

Drug Treatment

Social Context of
Injecting

Any mention of using drugs because they
were coping with a separate situation in their
lives
When PWID has lower inhibitions due to drug
cravings and partakes in higher risk activities.

Any mention of
experience with
drug treatment and
reasons behind
seeking drug
treatment that do
not fit in the
summaries

Experience with
Drug Treatment
Reasons for Drug
Treatment

Overarching experiences with drug treatment

Comments about
anything involving
injection practices,
harm reduction,
lifestyle changes
and feelings about
injection.

Injection Practices

Any mention of common injection practices,
such as injecting with other people, sharing
drug paraphernalia, etc.

Family involvement
in drug use or drug
vending

Any mention of family members selling drugs,
using drugs or injecting drugs

Protecting Others
and Self from
Disease
Transmission

Comments about being aware of disease
transmission and avoiding such practices

Life changes after
Injecting

Any mention of how their life has changed
after starting to inject on a regular basis

Any mention of the reasons why they choose
to pursue drug treatment.
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Coping with effects of abuse, neglect,
family turmoil, etc.

Tired of being sick, tired of lifestyle,
becoming pregnant, court mandated,
etc.

Losing job, dropping out of school,
homelessness, destroyed relationship,
sex work, etc.

Knowledge about
Hepatitis C Virus

Experience with
Hepatitis C

Comments on any
knowledge of the
Hepatitis C virus

Any comments
surrounding
Hepatitis C and
how it affects the
individuals life and
lives of others in
the community

Feelings about
Injecting/Drug of
Choice

Comments on drug of choice and how they
feel about injecting and using

Thoughts on Harm
Reduction

Comments on harm reduction practices in the
community or suggestions for further harm
reduction needed

Knowledge of HCV’s
Effect on Body

Comments on how Hepatitis C affects the liver
or any other symptoms that they know of

Knowledge of how
HCV is transmitted

Comments on how the virus is transmitted

Where they learned
about HCV

Knowledge within
User Community

Any mention of where Hepatitis C was
discussed and learned about. Can be at
treatment centers, through providers, at harm
reduction agencies, through peers, etc.
Comments on Hepatitis C knowledge in the
drug user community

Situation
Surrounding
Acquiring HCV

Comment on how they acquired Hepatitis C –
the place, time period, from whom, the
situation that led to the acquisition, etc.

Living with Hepatitis
C
Prevalence of HCV in
Community

Any mention of living with the disease – side
effects, how it affects them personally.
Any comments about the prevalence of the
disease in the drug using community
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Testing and Linkage
to Care

Any comments
related to Hepatitis
C testing and
referral to
treatment

Experience with HCV
Treatments
Hep C in close peer
or relative

Any mention of past HCV treatment –
Interferon or new treatments.
Discussion of hep C that a romantic partner,
relative, or close friend has experienced

Process of HCV
Testing

Any mention of the process of Hepatitis C
testing – where it was done, in what context,
who did the testing, etc.

Process of Learning
about Hepatitis C
Status

Comments about learning about Hepatitis C
status, negative or positive results. Who told
them, where were they, how did they feel
about the result?
Any comment about how a provider could
improve upon the disclosure of a positive
Hepatitis C result – the manner in which they
delivered it, how it was delivered, where they
were?
Any mention of referrals to treatment after
learning of a positive HCV result

Improving Disclosure
of Positive Hepatitis
C Status

Referral to HCV
Treatment

Medical
Trust/Distrust

Any comments
about medical
providers

Doctors’ Willingness
to Treat HCV

Comments about doctors’ or providers’
willingness to treat someone with Hepatitis C
and barriers surrounding treatment

Stigma/Shame

Comments about lack of sensitivity with drug
users and those with Hepatitis C; any comments
about stigma or shame within the medical
community
Any comments about experiences with
providers and harm reduction staff regarding
treatment and testing

Experience with
Providers
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Hep C Treatment
Awareness /
Perceptions

Comments
surrounding
awareness of
Hepatitis C
treatments and
perceptions of
them

Knowledge of HCV
Treatments

Hep C Treatment
Readiness

Any comments
about interest in
treatment and who
should be allowed
to get the
treatments

Interest in HCV
Treatment

Comments about own interest or disinterest
in getting Hepatitis C treatment and reasons
behind it

Who Should Get
Treatment
Moral Judgments
about Active Users

Comments about who should receive
treatment (those in recovery, active users)
Any comments about active users and their
readiness for treatment from the perspective
of user to user

HCV Treatment
Barriers

Any comments
about barriers
for receiving
Hepatitis C
treatment
(financial or
physical) and
support needed
to receive
treatment

Availability of
Treatment in Area
HCV Treatment
Knowledge within
User Community

Insurance

Payment for
Treatment

Level of Disease
Barriers
Support for
Treatment

Any knowledge about new or old Hepatitis C
treatments (Interferon, Pegasus, Harvoni,
Sovaldi, etc.)
Comments on how available treatment is in
the area and how accessible it is
Comments on prevalence of Hepatitis C
treatment knowledge in the drug user
community

Comments about insurance coverage
for Hepatitis C treatment being a
barrier
Comments about the price of
treatment and what should be done
about it in relation to payment being a
barrier
Comments about being denied
treatment due to low liver disease
severity
Any mention of difficulty of treatment
without supports needed for the
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Possibility of Reinfection
Latino Barriers
Other barriers

HCV Treatment
Facilitators

Any comments
about
facilitators for
receiving
Hepatitis C
treatment
(financial or
physical) and
support needed
to receive
treatment

Insurance

Payment for
Treatment
Level of Disease
facilitators
Support for
Treatment
Latino Facilitators
Other facilitators

Treatment
Adherence

Any comments
about HCV
treatment
adherence and

Difficulties with
HCV Medication
Adherence

process (family, peers, financial,
providers)
Comments about risk of reinfection and
how this affects receiving treatment
Any barrier that has a cultural
connotation to it
Other barriers to obtaining treatment
for HCV
Comments about insurance coverage
for Hepatitis C medications being a
facilitator in seeking treatment
Comments about coverage of
treatment and low payments being a
facilitator
Comments about being accepted for
treatment because of severity of liver
disease
Any mention of supports needed to
receive treatment (family, peers,
financial, providers)
Any facilitator that has a cultural
connotation
Other facilitators making it easier to get
HCV treatment
Any mention of reasons why people
have trouble with HCV medication
adherence
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difficulties
surrounding
taking the
medication on a
schedule

Role of
Technology

Any comments
about
effectiveness of
apps or text
messages
regarding
Hepatitis C

Ways to Increase
HCV Medication
Adherence for
Active Users
Side-Effects of
Treatment

Any comments or suggestions on how
to increase HCV medication adherence
in the active user population

Other difficulties
with medication
adherence (nonHCV medication)

Any comments about side effects of
HCV treatment and how this affects
medication adherence
Any mention of adherence to other
medications and how this might relate
to adherence to the HCV treatment
medications

Thoughts on
Effectiveness of
an App that
Focuses on HCV

Any feelings about the effectiveness of
using an app on a cell phone to learn
about the Hepatitis C and about
treatments

Thoughts about
Effectiveness of
Harm Reduction
and Education
Text Messages

Any thoughts surrounding how
effective text messages would be with
Hepatitis C education and harm
reduction
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Appendix 2: Health Care Provider Survey
Note: All sliding scales in this survey were converted to 0-100 scales when adapted to RedCap

Dear Healthcare Provider,
Thank you for your interest in our study. My name is Avni Mittal and I am one of the
Research Assistants here at Tufts University School of Medicine. Together with Dr. Thomas
Stopka (PI) in the Tufts University School of Medicine, I am conducting a study to learn about
hepatitis C virus (HCV) health service provision within Latino communities. We are contacting
health service providers in the Boston area who provide clinical services to Latino patients living
with HCV. We plan to survey at least 50 clinical providers as participants in our survey.
You will be asked about services and resources provided in your healthcare facility,
health center policies, and your own experiences and perceptions. We expect it to take 15-20
minutes for you to complete the survey. This study will help us better understand healthcare
experiences and outcomes in the Latino population in Boston. If you don’t want to answer any
questions, please feel free to skip them or end the survey. In appreciation for your time, you will
be entered into a drawing to win a $250.00 gift card, after you complete the survey. We are
grateful for your participation
Thank you for your time.
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First, we will start with a pre-activity survey to understand your eligibility for our study.

Section A: SCREENING QUESTIONS
A1. How many patients do you see a week? (NUMPATS)
a. <10 (1)
b. 10-30 (2)
c. >50 (3)
A2. What percentage of your patients are Latino? (LATPATS)
a. 0-4% (1)
e. 50-74% (5)
b. 5-9% (2)
f. 75-89% (6)
c. 10-24% (3)
g. >90% (7)
d. 25-49% (4)
A3. Approximately how many of your patients are living with HCV? (HCVPATS)
a. 0-4 (1)
b. 5-9 (2)
c. 10-24 (3)
d. 25-49 (4)
e. 50-74 (5)
f. 75-89 (6)
g. >90 (7)
A4. Have you ever provided any type of clinical services to a Latino patient for HCV including
referrals? (LATCARE)
a. Yes; if yes, approximately how many in the past 30 days? _______(#)
b. No
A5. Have you ever provided HCV treatment to a Latino patient? (LATHCV)
a. Yes; if yes, how many in the past 2 years? __________(#)
b. No
A5a. [If YES]: Approximately what percent of the HCV patients that you have treated in the last two
years have been Latino/a? (LATHCV_PERC)
a.
b.
c.
d.
e.
f.
g.

0-4% (1)
5-9% (2)
10-24% (3)
25-49% (4)
50-74% (5)
75-89% (6)
>90% (7)
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At this stage, if the provider has not met the minimum number/proportion of patients (10%) with that
profile, the survey can be terminated.
Section B. DEMOGRAPHICS/BACKGROUND INFORMATION
First, we would like to know a little about you and your work.

B1. What is your year of birth? (YOB)
MM/DD/YYYY
a. I don’t know (-8)
b. I don’t want to answer (-9)
B2. Which best describes your current gender identity? (GEN)
a. Male (1)
b. Female (2)
c. Transgender: male to female (3)
d. Transgender: female to male (4)
e. Other (please describe):________________________ (5)
f. I don’t know (-8)
g. I don’t want to answer (-9)
B3. What is your race or ethnicity? Please select all that apply. (RACE_GROUP)
a. African American (RACE_01)
b. American Indian or Alaskan Native (RACE_02)
c. Asian/Pacific Islander (RACE_03)
d. Hispanic, Latino, or Latina (RACE_04)
e. White, not Hispanic (RACE_05)
f. Mixed Race (RACE_06)
g. Other (specify): _______________ (RACE_07)
h. I don’t know (-8)
i. I don’t want to answer (-9)
B4. What is your training? (MEDTRNG)
a. MD (1)
b. DO (2)
c. Nurse Practitioner (3)
d. Physician’s Assistant (4)
e. RN (5)
f. LPN (6)
g. MSW/LICSW (7)
h. Case Manager (8)
i. Other: _________________ (10)
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B5. What is your medical specialty or the specialty of the practice where you work? Please check all
that apply.(MEDSPC)
a. Primary Care (1)
b. Family Practice (2)
c. Gastroenterology (3)
d. Infectious Diseases (4)
e. Addiction Medicine (5)
f. Other: _______ (6)
B6. What is the location of your practice? (LOC)
a. Community Health Center (1)
b. Private Practice (2)
c. Hospital-Based Practice (3)
d. Academic Hospital (4)
e. VA Hospital (5)
f. Other: ______________ (6)
B7. What is the name of your practice/office/hospital? ______________________(NAME)
B8. What is the address of your practice: _________________________________(ADRSS)
B9. How many years have you been practicing? (NUMYRS)
a. <5 (1)
b. 5-10 (2)
c. 10-15 (3)
d. 15-20 (4)
e. >20 (5)
B10. Do you personally treat patients living with Hepatitis C? (HCVTRT)
a. Yes (1)
b. No (0)
[IF answered c-f on question B5]: Skip to question B12
[IF answered a or b on question B5]: continue on to question B11
B10aDo you consider yourself to be an HCV specialist? (Adapted from EPPEC) (HCV_SPEC)
c. Yes (1)
d. No (0)
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B11. Do you speak Spanish? (SPNYN)
a. Yes (1)
b. No (0)

B11a. [IF YES]: How comfortable are you conversing in Spanish with a Bilingual or Native Speaker?
(Scale taken from “Doctors on Disparities in Medical Care”) (SPNCOMF)
a.
b.
c.
d.
e.

Very Uncomfortable (1)
Somewhat Uncomfortable (2)
Neutral (3)
Somewhat Comfortable (4)
Very comfortable (5)

[IF NO]: Skip to question B13.
B12. How would you rate your proficiency in the Spanish language? See chart below for
definitions.(SPN_PROF)
a. No practical Proficiency (1)
b. Elementary Proficiency (2)
c. Limited Working Proficiency (3)
d. Minimum Professional Proficiency (4)
e. Full Professional Proficiency (5)
f. Native or bilingual proficiency (6)
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B13. Have you ever treated a person who injects drugs (PWID) for HCV? (PWIDYN)
a. Yes (1)
b. No(0)
B14a. [If YES]: How many PWID have your treated for HCV in the last 2 years? (NUMPWID)
_____ (insert #)
-

I don’t know

[IF NO]: Skip to question C1

Section C: PERCEIVED RISKS/BARRIERS OF LATINO HCV
In this section we want to ask you about your perceived facilitators and barriers to care for Latino
patients living with HCV.

C1. How would you rank access to clinical care for Latino patients in and around Boston? (LATACSS)
a. Very poor (1)
b. Poor (2)
c. Neutral (3)
d. Good (4)
e. Very good (5)
C2. How would you rank access to clinical care for Latino patients living with HCV in and around
Boston? (HCVACSS)
a. Very poor (1)
b. Poor (2)
c. Neutral (3)
d. Good (4)
e. Very good (5)
C3. Do you believe Latinos face different barriers to acquire and adhere to HCV treatment than the
population at large? (LATBARR)(Adapted from National Study of Hepatitis C Services)
a. Yes (please specify): __________________________ (1)
b. No (0)
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C4. In your practice, what do you consider to be the greatest barriers to HCV care in Latino patient
populations? (select 3) (BARR_TYPE) (PRIME SURVEY)
a. Comorbid conditions (BARR_TYPE_01)
b. Language/communication problems (BARR_TYPE_02)
c. Cultural differences (BARR_TYPE_03)
d. Denial of the severity of their illness (BARR_TYPE_04)
e. Low health literacy (BARR_TYPE_05)
f. Lack of patient understanding of my explanations (BARR_TYPE_06)
g. Patient lack of knowledge about the disease and therapy (BARR_TYPE_07)
h. Disconnect with the healthcare system (BARR_TYPE_08)
i. Lack of trust with the healthcare system (BARR_TYPE_09)
j. Stigma (BARR_TYPE_10)

C5. On a scale of 1-10, how accessible is your clinical location using public transportation? (TACSS)

1

2

3

4

5

6

7

Very
Accessible

8

9

10
Not Accessible
at All

C6. Do you see parking fees as a barrier to patients coming to visits? (BARRPARK) (Adapted from
“Transportation barriers to Accessing Healthcare for Urban Children”)
a. Yes (1)
b. No (0)
C7. Have you informed your patients about the pt-1 shuttle service? The PT-1 shuttle service is a service
provided by MassHealth which offers free transportation to medical appointments. (PT1)
a. Yes (1)
b. No (0)
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Section D: HCV KNOWLEDGE PROVIDED

Now we would like to know about your work. Please select the option that best reflects your current
activities at this clinic.

D1. Please select the level that best corresponds to the degree to which you agree or disagree with the
following statements: (Adapted from: EPPEC and “Communication gaps concerning post-herpetic
neuralgia”)
Strongly
Disagree
(1)

Disagree
(2)

Somewhat
disagree (3)

a. I am confident that I have
adequate training to provide
HCV prevention counseling
to my Latino HCV-infected
patients. (HCV_TRAIN)

b. I am very comfortable
discussing HCV diagnosis
and treatment with my
Latino patients (Adapted
from Doctors on Disparities
in Medical Care)
(HCV_DISCUS)

c. I regularly explain the risk
of reinfection to my Latino
HCV-infected
patients/clients. (REINFECTION_EX)

d. I usually explain the cause
of the infection to my
patients before I begin
treatment. (INFEC_CAUSE)
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Neutral
(4)

Somewhat
Agree (5)

Agree
(6)

Strongly
Agree (7)

Not
Applicable
(-7)

e. I am confident that my
patients fully understand
their treatment plans when
they leave my office.
(TMT_UNDER)

f.I am confident that my
Latino patients fully
understand their treatment
plans when they leave my
office.
(LAT_TMT_UNDER)
g. My patients need more
information about HCV.
(HCV_INFO)
h. My Latino patients need
more information about
HCV than my other patients.
(LAT_HCV_INFO)

[IF responded to question B10 as b.]: Skip to question D2a

D2. When you are first evaluating a patient for HCV treatment, how much time do you spend with them?
(TIME_T)
a. Under 15 minutes (1)
b. 15-30 minutes30 minutes to an hour (2)
c. Over an hour (3)
d. Other: _____________________ (4)
[IF answered question D2]: Skip to question D3
D2a. When you are first evaluating a patient for an HCV treatment referral, how much time do you spend
with them? (TIME_R)
e.
f.
g.
h.

Under 15 minutes (1)
15-30 minutes30 minutes to an hour (2)
Over an hour (3)
Other: _____________________ (4)
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D3. How often do you ask your patients to repeat back the treatment plan to you? Possible responses are:
(RPT_TMT)
a. Never (1)
b. Rarely (2)
c. Occasionally/Sometimes (3)
d. Frequently/Usually (4)
e. Nearly Always (5)
f. Not Applicable (-7)
D4. How are your patients receiving their HCV medications? (MED_AQ)
a. Sent to their house (1)
b. Pick up in clinic (2)
c. Pick up in the pharmacy (3)
d. I don’t know (-8)
D5. How often do you ask your patients to bring in their HCV medications so that you can do pill counts?
Possible responses are: (PILLCOUNT)
a. Never (1)
b. Rarely (2)
c. Occasionally/Sometimes (3)
d. Frequently/Usually (4)
e. Nearly Always (5)
f. Not Applicable (-7)
D6. When your patients are on HCV treatment, how often do you call them to discuss adherence between
appointments? (CALLX)
a. Never (1)
b. Rarely (2)
c. Occasionally/Sometimes (3)
d. Frequently/Usually (4)
e. Nearly Always (5)
f. Not Applicable (-7)

D7. When your Latino patients are on HCV treatment, how often do you call them to discuss adherence
between appointments? (LATCALX)
a. Never (1)
b. Rarely (2)
c. Occasionally/Sometimes (3)
d. Frequently/Usually (4)
e. Nearly Always (5)
f. Not Applicable (-7)
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D8. What are the factors that make you more likely to call your patients to discuss HCV treatment
adherence between appointments? (CALFCTRS)
a. Have time (CALFCTRS_01)
b. Concerned about patient (CALFCTRS_02)
c. Education level (CALFCTRS_03)
d. Substance using patient (CALFCTRS_04)
e. Ability to communicate with them (CALFCTRS_05)
f. Other (Please Specify): _________________ (CALFCTRS_06)
g. Not Applicable (-7)
D9. On a scale of one to seven, one being none or almost none of the time and seven being all or almost
all of the time, about how often do you talk with your Latino patients/clients about safer injection
practices? (Adapted from EPPEC) (INJ_PRAC)

1

2

3

None or Almost
none of the time

4

5
About Half
of the time

6

7
All or almost all
of the time

D10. How often do you recommend harm reduction resources such as needle exchanges, HCV prevention
programs, and AIDS Service organizations? (HARM_RED)
a. Never (1)
b. Rarely (2)
c. Occasionally/sometimes (3)
d. Frequently/Usually (4)
e. Nearly Always (5)
D11. What counseling and support services are available in your practice/hospital for Latino patients with
HCV? (Adapted from National Study of Hepatitis C Services) (COUNSEL)
a. Access to HCV specialist (any profession/grade) for pre and post-test counselling and support
(COUNSEL _01)
b. Access to general counselling services (COUNSEL _ 02)
c. No access to counseling services (COUNSEL _03)
d. Other (Please specify): __________ (COUNSEL _04)
[IF c]: Skip to question D13
D11a. [IF a, b, or d]: How frequently do you order these services for your Latino patients? (COUNSELX)
a.
b.
c.
d.
e.

Never (1)
Rarely (2)
Occasionally/Sometimes (3)
Frequently/Usually (4)
Nearly Always (5)
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D12. Have you established relationships (formal/informal) with organizations in the community to
address Latino-specific cultural and linguistic issues? (Adapted from joint commission) (COM_ORG)
a. Yes (1)
b. No (0)
D12a. [IF YES]: Please select all that apply:
a.
b.
c.
d.
e.
f.

g. Media organizations (7)

Colleges/universities (1)
Professional associations (2)
Private human service agencies (3)
Corporations and local businesses (4)
Community-based organizations (5)
Cultural/ethnic associations (6)

h. Public human services agencies (8)
i. Faith-based organizations (9)
j. Harm reduction agencies (10)
k. Other:_____________ (11)

[IF NO]: Skip to D13.
D13. Have you ever referred any of your Latino patients to any of these organizations? (Adapted from
joint commission) (COM_ORG_REF)
a. Yes (1)
b. No (0)
D14a. [IF YES]: Please select all that apply:
a. Colleges/universities (1)
b. Private human service agencies (2)
c. Corporations and local businesses (3)
d. Community-based organizations (4)

e. Cultural/Ethnic associations (5)
g. Public human services agencies (6)
i. Faith-based organizations (7)
j. Harm reduction agencies (8)
k. Other (Please specify):___________ (9)

[IF NO]: Skip to question D14.
D14. Does the hospital address the cultural needs of the patients? (joint commission) (CULT)
a. Yes (1)
b. No (0)
D14a. [IF YES]: Please check all the techniques and services that apply (CULT_SERVICES)
a.
b.
c.
d.
e.

Traditional healers (CULT_SERVICES_01)
Religious and spiritual beliefs (CULT_SERVICES _02)
Folk remedies, traditions and rituals (CULT_SERVICES _03)
Complimentary/alternative medicine (CULT_SERVICES _04)
Other (Please Specify): ______________________ (CULT_SERVICES _05)
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[IF NO]: Skip to D15
D15. Do you know what hornygoat and milk thistle are? (HORNY_GOAT)
a. Yes (1)
b. No (0)
D16. How often do you ask your Latino patients about their usage of herbal supplements such as
hornygoat or milk thistle? (LAT_SUP_USE)
a.
b.
c.
d.
e.

Never (1)
Rarely (2)
Occasionally/Sometimes (3)
Frequently/Usually (4)
Nearly Always (5)

D17. Have you ever attended workshops that teach effective ways to work with HCV patients?
(WORKSHOPS)
a. Yes (1)
b. No (0)
D17a. [If NO] Would you like to? (WORKSHOPS_NO)
a. Yes (1)
b. No (0)
Section E. LATINO RESOURCES

Now we are going to ask you some questions about the resources your facility offers. Please answer the
following questions honestly based on your clinics/hospital’s services and administration.

E1. For the most part, which regions of Latin America do your Latino patients come from? Check all that
apply. (LAT_ORIGEN)
a. Dominican Republic (LAT_ORIGEN_01)
b. Puerto Rico (LAT_ORIGEN_02)
c. Central America (LAT_ORIGEN_03)
d. Cape Verde (LAT_ORIGEN_04)
e. South America (LAT_ORIGEN_05)
f. Other (specify): _________________________ (LAT_ORIGEN_06)
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E2. Do you think there may be differences in the country that a person comes from and their ability to
complete HCV treatment medications? (ORIGEN_ADH)
a. Yes (if so, please specify): _______________________________________ (1)
b. No (0)
E3. Which of these language services does your hospital/clinic have capabilities to regularly provide in
Spanish? Please select all that apply. (LANG_SERVICES)
a. Trained staff interpreter (LANG_SERVICES_01)
b. Trained contracted interpreter (LANG_SERVICES_02)
c. Trained volunteer (LANG_SERVICES_03)
d. Untrained volunteer (LANG_SERVICES_04)
e. Trained bi-lingual staff (LANG_SERVICES_05)
f. Untrained bilingual staff (LANG_SERVICES_06)
g. Patient’s family members (LANG_SERVICES_07)
h. Telephone interpreter service (LANG_SERVICES_08)
i. Other:______________ (LANG_SERVICES_09)
j. None of these services are readily available (0)
k. I don’t know (-8)

E4. How often do you use/recommend these services to your Latino patients? (LANG_SERVICESX)
(1)

(2)

(3)

(4)

(5)

(-7)

(LANG_SERVICESX_01)

(LANG_SERVICESX_02)
(LANG_SERVICESX_03)

(LANG_SERVICESX_04)

(LANG_SERVICESX_05)

(LANG_SERVICESX_06)

( (LANG_SERVICESX_07)
E5. How often do you ask your Spanish speaking patients if they want a translator? Possible responses
include: (transx_want)
(LANG_SERVICESX_08)
a. Never (1)
b. Rarely (2)
c. Occasionally/Sometimes (3)
d. Frequently/Usually (4)
(LANG_SERVICESX_09)
e. Nearly Always (5)
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E6. What patient specific information does the hospital document related to culture and language?
(Adapted from joint commission) (HOSP_DOC)
a. Race (HOSP_DOC_01)
b. Ethnicity (HOSP_DOC_02)
c. Patients primary language (HOSP_DOC_03)
d. Primary language of patient’s family (HOSP_DOC_04)
e. Education level (HOSP_DOC_05)
f. Religion (HOSP_DOC_06)
g. Other (Please Specify):__________________________ (HOSP_DOC_07)
E7. Are written translated materials available in Spanish for patients and their families at your facility?
(Adapted from joint commission) (TRANS_MAT)
a. Yes (1)
b. No (0)
E7a.[IF YES]: Please select all that apply: (TRANS_MAT_TYPES)
c.
d.
e.
f.
g.
h.
i.
j.
k.

Illness related education (TRANS_MAT_01)
Wellness related education (TRANS_MAT_02)
Community Resources (TRANS_MAT_03)
Patients’ Rights (TRANS_MAT_04)
Informed consent documents (TRANS_MAT_05)
Discharge instructions (TRANS_MAT_06)
Advance directives (TRANS_MAT_07)
Patient signage (TRANS_MAT_08)
Other (Please Specify):______________________ (TRANS_MAT_09)

[IF NO]: Skip to question E8

E8. On a scale of 1 to 10, with 10 being very accessible and 1 being not accessible at all, how accessible
are translator services in your area? (TRANS_ACSS)

1

2

3

4

5

6

7

Very
Accessible

8

9

10
Not Accessible
at All

Section F: HOSPITAL POLICIES AND INSURANCE
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F1. How big of a role would you say Insurance companies play in who gets treatment? (INS_ROLE)
a. No Influence at all (1)
b. Not very much influence (2)
c. Some influence (3)
d. A great amount of influence (4)
e. Too much influence (5)
F2. How many Latino uninsured patients living with HCV have come into your clinic/hospital in the last
month? (UNINS_LAT)
a. None (1)
b. Very few are uninsured (2)
c. Some are uninsured (3)
d. Most are uninsured (4)
e. Almost all are uninsured (5)
[IF responded to question B10 as b.]:Skip to question F3a
F3. How many of these Latino uninsured patients were treated? (UNINS_LAT_T)
a.
b.
c.
d.

0-5% (1)
6-9% (2)
10-24% (3)
25-49% (4)

e. 50-74% (5)
f. 75-89% (6)
g.>90% (7)

[IF answered question F3]: Skip to question F4
F3a. How many of these patients were seen and referred for HCV treatment? (UNINS_LAT_R)
e.
f.
g.
h.

0-5% (1)
6-9% (2)
10-24% (3)
25-49% (4)

e. 50-74% (5)
f. 75-89% (6)
g.>90% (7)

[IF responded to question B10 as b.]:Skip to question F4a
F4. About how many undocumented individuals have you treated in the last year? (NUM_UNDOC_T)
(insert #) ____________
a. I don’t know (-8)
[IF answered question F4}: Skip to question F5
F4a. About how many undocumented individuals have you referred for treatment in the last year?
(NUM_UNDOC_R)
(insert #) ____________
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a. I don’t know (-8)
F5. In your experience, approximately how much does one pill for the HCV treatment cost? (PILLCOST)
$_____.__
a. I don’t know (-8)
F6. In your experience, how much does a full course of HCV treatment cost? (TMTCOST)
$_____. __
a. I don’t know (-8)
F7. What percentage of your Latino patients have public insurance including MassHealth or Medicare?
(PERC_PUBLIC_INS)
a. 0-5% (1)
b. 6-9% (2)
c. 10-24% (3)
d. 25-49% (4)
e. 50-74% (5)
f. 75-89% (6)
g. >90% (7)
h. I don’t know (-8)
F8. What proportion of new Latino patients with HCV seen in your clinical practice in 2016 were eligible
for treatment according to insurance company standards? (Adapted from National Study of Hepatitis C
Services) (LAT_ELIG)
f. 75-89% (6)
a. 0-5% (1)
b. 6-9% (2)
g. >90% (7)
c. 10-24% (3)
d. 25-49% (4)
e. 50-74% (5)
F9. What were the main reasons for the patient’s ineligibility per insurance? Please rank 1-6 in descending
order of importance. (Adapted from National Study of Hepatitis C Services) (INELIG_REAS)
Psychiatric disorder (INELIG_REAS_01)
Cardiovascular disease (INELIG_REAS_02)
Ongoing illicit drug misuse (INELIG_REAS_03)
Ongoing alcohol misuse (INELIG_REAS_04)
Other medical co-morbidities (INELIG_REAS_05)
Low level of liver disease (F1, F2, or F3) (INELIG_REAS_06)
Other (Please Specify)______ (INELIG_REAS_07)
F10. How often do you send in repeated authorization requests for your patients to get treatment approval?
(RPT_AUTHORIZATION)
a. Never (1)
b. Rarely (2)
133

c.
d.
e.
f.

Occasionally/Sometimes (3)
Frequently/Usually (4)
Nearly Always (5)
Not Applicable (-7)

Section G: TREATMENT READINESS/PERCEPTIONS
Now we are going to ask you some questions on your personal perceptions. Please remember there is no
right or wrong answer.
[IF responded to question B10 as b.]: Skip to question G1a
G1. Would you be likely to offer treatment to a patient with the following scenarios who had no additional
contradictions? Please select yes or no for each scenario. (Adapted from National Study of Hep C
services) (OFFER_TMT_T)
a. Mild Hepatitis on biopsy
yes/no
(OFFER_TMT_T_01)
i.[IF YES]: Asymptomatic
With Symptoms

yes/no
yes/no

(OFFER_TMT_T_02)

(OFFER_TMT_T_03)

a. Moderate Hepatitis
yes/no
(OFFER_TMT_T_04)
b. Severe Hepatitis
yes/no
(OFFER_TMT_T_05)
c. Cirrhosis
yes/no
(OFFER_TMT_T_06)
a. Child-Pugh A
yes/no
(OFFER_TMT_T_07)
b. Child-Pugh B
yes/no
(OFFER_TMT _T_08)
c. Child-Pugh C
yes/no
(OFFER_TMT_T_09)
d. Patient awaiting transplantation yes/no
(OFFER_TMT_T_10)
[IF responded to question G1]: Skip to question G2

a. Would you be likely to refer a patient for HCV treatment with the following scenarios who had no
additional contradictions? Please select yes or no for each scenario. (Adapted from National Study of Hep
C services) (OFFER_TMT_R)
a. Mild Hepatitis on biopsy

yes/no

(OFFER_TMT_R_01)

i.[IF YES]: Asymptomatic

yes/no

(OFFER_ TMT _R_02)

With Symptoms
e. Moderate Hepatitis
f. Severe Hepatitis
g. Cirrhosis
a. Child-Pugh A
b. Child-Pugh B
c. Child-Pugh C

yes/no

(OFFER_ TMT _R_03)

yes/no
(OFFER_ TMT _R_04)
yes/no
(OFFER_ TMT _R_05)
yes/no
(OFFER_ TMT _R_06)
yes/no
(OFFER_ TMT _R_07)
yes/no
(OFFER_ TMT _R_08)
yes/no
(OFFER_ TMT _R_09)
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h. Patient awaiting transplantation

yes/no

(OFFER_ TMT _R_10)

G2. Would patients be likely to be approved for treatment by their insurance with the following scenarios
who had no additional contradictions? Please select yes or no for each scenario. (Adapted from National
Study of Hep C services) (APRV_TMT)
a. Mild Hepatitis on biopsy
yes/no
(APRV__TMT_01)
i.[IF YES]: Asymptomatic
With Symptoms

yes/no

yes/no

(APRV_ TMT_02)

(APRV_ TMT_03)

b. Moderate Hepatitis
yes/no
(APRV_ TMT_04)
c. Severe Hepatitis
yes/no
(APRV_ TMT_05)
d. Cirrhosis
yes/no
(APRV_ TMT_06)
a. Child-Pugh A
yes/no
(APRV_ TMT_07)
b. Child-Pugh B
yes/no
(APRV_ TMT_08)
c. Child-Pugh C
yes/no
(APRV_TMT_09)
e. Patient awaiting transplantation yes/no
(APRV_ TMT_10)
f. I don’t know
(apprv_tmt_11) or (-8)
G3. What reasons do Latino patients, who are ready for treatment by both insurance standards and in your
professional opinion, give when they refuse HCV treatment? Please tick all that apply.
(TMT_REFUSAL) (Adapted from National Study of Hepatitis C Services)
a. Refusal to modify chaotic lifestyle (TMT_REFUSAL_01)
b. Lack of belief in treatment effectiveness (TMT_REFUSAL_02)
c. Lack of belief in the need for treatment (TMT_REFUSAL_03)
d. Concern over adverse drug reactions (TMT_REFUSAL_04)
e. Inconvenient to start treatment due to work/family pressures (TMT_REFUSAL_06)
f. Lack of concern over future (TMT_REFUSAL_07)
g. Other (Please specify): ________________ (TMT_REFUSAL_08)
G4. What percentage of your Latino patients have stopped HCV treatment prematurely (both patient and
professional initiated)? (Adapted from National Study of Hepatitis C Services) (PercStop)
a. 0-5% (1)
b. 6-9% (2)
c. 10-24% (3)
d. 25-49% (4)
e. 50-74% (5)
f. 75-89% (6)
g. >90% (7)
G5. What are the reasons for Latinos stopping HCV treatment prematurely? Please rank 1-5 in
descending order of importance. (TMT_STOP) (Adapted from National Study of Hepatitis C
Services)
a. No response to treatment (TMT_STOP_01)
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b. Side effects (patient initiated) (TMT_STOP_02)
c. Side effects (professional initiated) (TMT_STOP_03)
d. Loss to follow up (TMT_STOP_04)
e. Couldn’t get access to medications (TMT_STOP_05)
f. Other (Please Specify):________________ (TMT_STOP_06)
G6. In terms of persons who inject drugs (PWID), who do you think is treatment ready? Please select all
that apply. (Adapted from National Study of Hep C services) (PWID_READY)
a. PWID clean for six months (PWID_READY_01)
b. PWID reducing their injection rates but still not willing to quit ((PWID_READY_02)
c. PWID continuing to inject who regularly use needle exchange (PWID_READY_03)
d. PWID currently injecting and not willing to quit (PWID_READY_04)
e. None of the above (0)
f. I don’t know (-8)

G7. Please rank on a scale from 1-5 how important these factors are in determining whether a patient will
be a good candidate for HCV treatment? (CAND_HCV)
a. Adherence

(CAND_HCV_01)

b. Housing stability

(CAND_HCV_02)

c. Substance use treatment

(CAND_HCV_03)

d. Access to transportation (has a car, can
take the bus, eg)

(CAND_HCV_04)

e. Family support

(CAND_HCV_05)

f. Active insurance

(CAND_HCV_06)

g. Recent (<6 months ago) incarceration

(CAND_HCV_07)
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h. Employment

(CAND_HCV_08)

G8. Please rank on a scale from 1-5, one being not important at all to five being extremely important
how important these factors are in determining whether a patient will be a good candidate for HCV
treatment? (CAND_USE_HCV)
a. current alcohol use

(CAND_USE_HCV_01)

b. current marijuana use drug use

(CAND_USE_HCV_02)

c. current benzo use

(CAND_USE_HCV_03)

d. current opiate use (nonprescription)

(CAND_USE_HCV_04)

e. current opiate use (prescription)

(CAND_USE_HCV_05)

f. current opiate replacement therapy (eg.
methadone, Suboxone)

(CAND_USE_HCV_06)

g. co-morbid uncontrolled chronic diseases
(HTN, DM, etc)

(CAND_USE_HCV_07)

G9. On a scale of one to ten, how would you rate the HCV treatment readiness among your patients?
(PAT_READY)

1

2

3

4

5

6

7

8

9

Not Ready for
Treatment

10
Ready for Treatment

G10. On a scale of one to ten, how would you rate the likelihood to adhere to HCV treatment among
your Latino patients? (LAT_READY)

1

2

3

4

5

6

7

Not likely to
adhere

8

9

10
Very likely
to adhere

G11. How would you describe persons who inject drugs PWIDs? Please select all that apply. (Adapted
from GP attitudes towards drug misusers) (PWID_CHAR)
a. Aggressive (PWID_CHAR_01)
b. Manipulative (PWID_CHAR_02)
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c. Risk prone (PWID_CHAR_03)
d. Poorly motivated (PWID_CHAR_04)
e. Struggling (PWID_CHAR_05)
f. Sick (PWID_CHAR_06)
g. Rude (PWID_CHAR_07)
h. Hardworking (PWID_CHAR_08)
i. Friendly (PWID_CHAR_09)
j. None of the above (0)
G12. How would you describe your Latino patients? (Adapted from GP attitudes towards drug
misusers) (LAT_CHAR)
a. Aggressive (LAT_CHAR_01)
b. Uninformed (LAT_CHAR_02)
c. Trustworthy (LAT_CHAR_03)
d. Kind (LAT_CHAR_04)
e. Collaborative (LAT_CHAR_05)
f. Risk prone (LAT_CHAR_06)
g. Poorly motivated (LAT_CHAR_07)
h. Hardworking (LAT_CHAR_08)
i. None of the above (0)
You have reached the end of the questionnaire. Thank you very much for taking the time to complete this
survey. Your participation and expertise are highly appreciated.
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Appendix 3: Original Spanish Quotations seen in Results
English Quote in Paper

Original Spanish Quote

Family Involvement in Drug Vending and Use
“Because, from the time that I arrived there, This is
what started most of my problems. The people gave
me drugs to sell, and I didn’t sell them. How did I
meet them? Well through my family. I have a sister
in Holyoke, that had moved there first. And when we
arrived, we, she already knew people and so I was
therefore introduced to this world…one of drugs,
and of, you know, the street through them. And you
know when you know one person, this person
introduces you to another, and they introduce you to
another, and another, when someone is new they
want to know everyone, everyone. But none of them
were good. They all did bad things…I still am
familiar with this world. That which sells drugs. And I
have family that are selling drugs, and I can’t do
anything about it”.

“Porque, para tiempo que yo llegué allí, a lo que
viene en ganga. Entonces, hay, empezar este me
mucho me problema. La gente me daba droga para
venderla y yo…no la vendía… Como la conocí?
Pues medio de i, mi familia, yo tení una hermana en
Holyoke…que se había mudó primero. Y cundo
nosotros llegamos, pues, ya, ya conocía personas
si así fui introduciendo me a ese mundo…de la
droga, y de you know de la calle. Por medios de
ellos. Y tu sabes cuando uno tu conocé a un, un,
una persona, esa persona te presenta otra, …y te
presenta otra, y otra y otra como uno llega nuevo,
quiere que todo mundo conozca, todo mundo. Pero
ningunos son buenos. Todos hacen cosas
malas…Yo conocen esto mundo yo todavía. Quien
venden droga y tengo familia que están vendiendo
droga. Y no pueden hacer nada”

“This I don’t know if we should talk about it, my
family in Springfield, they are dedicated to sell
drugs…so I asked them for a job one day because
they have restaurants, they have things, y and
asked the, for work and the first thing that they did
was give me a little bit of [drugs]. I didn’t have to
buy any, only to sell it. Sell it there in in that corner.
You know if you give a monkey a bunch of bananas
to go and sell, what is that monkey going to do? “

“Este yo no sé si eso lo deberíamos de hablar, mi
familia en Springfield ellos se dedican a vender
drogas…entonces pues yo le pide trabajo un día
entonces porque ellos tienen restaurantes tienen
cosas y yo le pedí trabajo y lo primero que y lo que
hicieron es darme un poco de- “No me la tienes que
pagar solo vendela, vendela ahí en esa esquina…
Sabe y eso pues me va a dar un mono, un racimo de
guineo pa que vaya y lo venda, que va hacer el
mono”

In Puerto Rico, at 12 years old, I started helping my
uncle. I injected him and learned from there. I
started injecting with my friends”

“En Puerto Rico a lo 12 años de edad… empecé,
ayudando a mi tío. Ah….. hacer lo que puyarse, y,
aprendí de allí. Con mi amigos empecé a usar”

“I say it is something cultural…Because Latinos are
very celebratory. Moreover, in our country, there is
a lot of freedom, and once you become eleven or
twelve years old, and you look big, you dad tells
you, “you are big, go and work”. You can do
whatever you want, but even though you are big in
stature, the mind is of a baby…There is much
unemployment in my country, in my country there
are many…families that abandon sense…They go
sell drugs…This happens a lot in my country, and
with Latinos”

Yo digo es algo de algo cultural… Porque los
Latinos son muy fiestero…Más, en nuestro país
como que mucha libertad… y tu no, tu llega a algo,
once años, 12 años y, y te ven grande, te a tu papa
dice, tu está grande, ve de trabajar. Haz lo que tu
quiera, pero está grande de cuerpo, la mente la
tiene en nene…Hay mucho pare en mi país, en mi
país hay mucha… familia que abandona la
sencillo…ve metiéndose droga…eso hacer mucho
en mi país. Y con los Latinos”

“In Holyoke, wow, Holyoke. It is a realy really bad
city. They do a lot of drugs. They sell a lot of drugs.
There are a lot of Puerto Ricans. There are a lot of
gangs. Therefore, the friends from there were like
that, from gangs”

“En Holyoke, um wow, Holyoke. Este, son una
ciudad bien, bien, mala. Hace muchas drogas. Se
venden muchas droga. Hay mucho Boricua. Hay
mucha ganga. Entonces la amistades de allá fueron
así de ganga”
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Hepatitis C Perceptions
“Almost everyone I would say, everyone has
Hepatitis C here in Boston. Almost everyone has
HIV or Hepatitis C. Almost Everybody. In Boston it’s
a lot of people”

“Casí como yo elija todo el mundo tiene Hepatitis C.
Aquí en Boston. Casí todo el mundo tiene el HIV o,
o Hepatitis C. Almost Everybody. In Boston it’s a lot
of people”

“OK, when AIDS is.. of course for a person, it’s a
thing that comes, it’s combined with, with the people
that are positive, that have AIDS. You know, it
comes, it comes along with the territory, Hepatitis
comes [with AIDS]”

“Bueno cuando a SIDA es de.. of course eso para
una, eso una cosa que viene, it’s combined con,
con la gente que están positiva, que tienen SIDA.
You know vienen, it comes along with the territory,
viene [con SIDA]”

Hepatitis C Treatment Perceptions
“Well my cousin, he also took the treatment but, the
treatment that he took for Hepatitis C, was
with…injections… So I saw him very gaunt, and so I
didn’t want, I didn’t dare to take it because I was a
little fat, I had more to spare… so I was afraid to
take it. But since the treatment doesn’t have the
same [side effects]”

“Pues con mi vecino, este también… cogió el
tratamiento, pero, el tratamiento lo cogió por
Hepatitis C, pero fue por, por …inyecciones…
Entonces, yo lo veía tan, tan demacrado…que yo
no quise, no me atreví cogerlo porque yo estaba
gordito estaba más repuesto…Entonces me dio
miedo cogerlo yo. Pero como, el tratamiento no
tiene lo mismo [efectos secundarios]…”

“…on the Street, there are a lot of people who are
afraid. There are afraid of, because they don’t have
a knowledge of the new medications that don’t have
the side effects of the other medications that has
come out in the past that had been strong. Because
of the experiences that people have talked about,
people have stopped coming, and they don’t seek
out treatment or the necessary help. Today
however, there are other forms of treatment for
Hepatitis C”

“….en calla, hay muy gente que tiene miedo.
Tienen miedo de, de, porque no tienen
conocimiento de un medicamento nuevo que no
tenga los side effects que los otros
medicamentos que han salido anteriormente que
has ido fuerte. Por la experiencia de las
personas que han dicho, los dejan lleva pore so,
y no busca el tratamiento o el ayuda necesaria.
Pero hoy se otras formas de tratamiento con la
Hepatitis C”

“You have to do it, you have to go to the hospital.
you have to, ask for help, because the doctor isn’t
where you are, you have to go, ask for help, talk to
the doctor, take the test, and tell the doctor that you
truly want the treatment. That you want to be cured”

tiene que hacer, tiene que ir al hospital. Tiene que,
pedir ayuda, porque el doctor no hay donde ti, tu
tiene que ir, pedir ayuda, hablar con el doctor,
hacerte la prueba y que verderamente el doctor te
quería que tu quiere el tratamiento. Que tu te quiere
curar”

Barriers to Treatment and Treatment Adherence
“I believe that for Latina people, everyone is the
same. For the treatment, in all the hospitals, for all
the world, it is the same”

“Creo que para personas Latinas, todo la gente es
lo mismo. Para el tratamiento, en todos los
hospitales para todo el mundo es lo mismo”

“No because there always is a translator, and
almost all, almost all of the doctors that I have had,
by luck… have spoken a bit of Spanish or,
understand. Sometimes there wasn’t a translator.
Sometimes we speak like we are now. The little
English I know and the little Spanish that he knows”

No porque siempre hay un intérprete…y casí todo,
casi todo los doctores ya tenía, la suerte…ha
hablan un pocito español o, o entiende. A veces no
[fue un intérprete]. A veces hablamos así. El pocito
ingles que yo sé y el poquito Español que él sabía.

“Pero tenemos mala suerte que nosotros son
Latinos pues, nos gusto mucho la droga, porque
en si tu vas a un détox o vas a programa, todos

“But we have bad luck that we are Latino because
we like drugs a lot, because if you go into a detox or
go to a program, everyone that you are gonna see
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are Boriquas. Puerto Ricans. Black. White. I have
never seen a Chinese person in a program. Not
one. I have never seen one. You can say there
there are 1, 2, or 3 but I have never seen one. We
have a greater propensity to use drugs. TO have
Hepatitis. HIV”

los que va a ver son boricuas. Portorriqueños.
Blanko, negro. Yo nunca visto un Chino en un
programa. De a nadie. Nunca lo he visto. Puede
ser que hay uno, dos o tres, pero yo no lo he
visto. Que nosotros como que, somos como que
más propenso a, a usar droga. A tener Hepatitis.
HIV”

Facilitators to Treatment Readiness
“Ok, when I found out what Hepatitis C does to the
liver…I talked to my doctor and she explained to me
that I could pass the liver, the transfusions. So with
the support of mi doctor for the most part and it was
my friends that told me “Hey take [the medication] it
is not bad”. So I took it and already my life has
changed. Now it doesn.t hurt here anymore, or over
there. And t first I was afraid, afraid that something
was going to happen to me, afraid of a reaction from
the medication. But the doctor explained everything
to me”

“Bueno cuando yo me entere de lo que hacia la
hepatitis C en el hígado… hablando con mi doctora
pues ella me explicaba sobre lo que te puede pasar
al hígado, las transfusiones. Entonces pues el
apoyo de mi doctora principalmente fue y de mis
amistades que me decían, ¨Ay cojalo que esto no
es malo”. Y si cogerlo y ya mi vida como a
cambiado, perdón. Ya no me duele por aquí ya no
me duele por allá. Y al principio me dio miedo-.
Pero miedo me dio que me fuera a pasar algo,
miedo a la reacción del medicamento. Pero la
doctora me explico cualquier cosa pues bien”

“Like my doctor told me. [The medication] does

“Como el doctor me diga a mi. [La medicación]
Si trabaja. Si tu no te quieres morir, pues la tiene
que tomar”

work. If you don’t want to die, then you have to take
it”

Testing and linkage to care
“Para en 95, no era mucho si. Verdad. Parece
que…no era mucho para curarme. Ahora, el me dijo
que, me tengo tengo las pastillas que. Cogé la
tratamiento, si no quieres morir”

In [19]95 there was not much. I think that there
wasn’t much to cure me. Now [my doctor] tells me
that he has pills that…I should take the treatment if I
don’t want to die.
Side effects to treatment
“But yah, I felt more energetic, I started to work, I
got my license to drive, I did everything that I had to
do and no one helped me. The treatment helped
me. I don’t know what it is called, but it is a really
good pill”

“Pero si, si me siento mas con mas energía empecé
a trabajar, saque mi licencia de conducir hice todo
lo que tenia que hacer y nada me ayudado, el
tratamiento me ayudo. No se como se llama pero
es una pastilla son muy bueno”

“didn’t want to do anything. Nothing. I didn’t want to
walk, I didn’t want to get out of bed. Nothing. It’s
strong. It has to be strong”

no quería hacer nada. Nada. No quería caminar, yo
no quería levantar de la cama. Nada. es fuerte. Hay
que ser fuerte

“At first it wasn’t easy. Hepatitis C treatment knocks
a person out. Knocks out the person... it puts you on
bedrest…it makes you feel really down”

“Al principio no fácil porque tratamiento la Hepatitis
C te tumba. Tumba la persona…te pone de
cama…te pone bien down”

Adherence to Treatment
“Me, for me, the virus (HIV), I took [the medication]
when I wanted, I didn’t take it. Hepatitis C, no. For
Hepatitis C, I couldn’t miss any”

“Yo, la de mi, virus, yo me la tomo cuando yo
quiero, no me tomo. La Hepatitis C no. La Hepatitis
C, yo no podía fallar”

“I don’t know. I am used to it”

“No sé, estoy costumbrado a eso”
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“But, she called me, and when she called me, you
know, I would tell her what was happening. You
know that I was changing. But that was, like she told
me, part of the medication. That was one of the side
[effects], the strength of the pills, yes, what the pills
did to a person. But to hold on, you know, that
everything is, will be ok. And everything was ok”

“Pero que, ella me llamaba, y cuando ella me
llamaba, you know. yo le dije a ella lo que estaba
pasando. You know, que me estaba cambiando.
Pero that was, como me dijian. You know. That was
a part of the medication. That was one side, el, duro
que las pastillas si, las pastillas lo que hacía a uno.
But to hold on. You know, that everything is, will be
ok. And everything was ok”

Relapse
“I returned to the street, to drugs, because I wasn’t
decided, to stop the drugs. I still wasn’t sure in my
mind. I wasn’t decided”

“volví al calle la droga porque no estaba decidido a,
a parar. La droga. Todavía puesto no meta en la
mente. No estaba decidido”

Experience with Providers
“Yah, everyone is so nice. Um Boston is one of the
states, I haven’t traveled much through the United
States but I looked searched on the internet, and it’s
a, a site for the best hospitals I say. There is
Brigham and Women’s…um, Mass General, BMC,
Boston Medical Center. These hospitals that, I see
people that were treated here. Here there is great
security in the hospitals. It is like everyone, has
problems, in all areas here. My experience here
was fabulous. They gave me a kidney. I am healthy,
I am being treated with treatment, the doctors are
really amicable”

“Si, hay te yo te doy a toda sincero. Um, Boston,
em….uno de los estados, yo no viajaba tanto por
Estados Unidos pero busco en internet es uno, uno
sitio para, lo, lo mejores hospitales yo digo…Está
Brigham and Women’s…um, Mass General, BMC,
Boston Medical Center, esa hospitales que, yo visto
gente…estaba trata de aqui. Aquí, es buena la
seguridad de las hospitales aquí. Es como toda la
gente tenías problemas, e todos lados así... Mi
experiencia aquí fue fabulosa. Me dio un riñón.
Estoy bien por salud, me tratando tratamiento, los
doctores son bien amables”

Religion and a fresh start
“I know that it is possible, I am not inclined to repeat
that life. That has ended. I want, now I want to help.
I want to see how I can adapt this death. I feel like I
am in the center of the circle of death, sickness.
Everyone has something. Everyone has something,
and because of this…every Monday I go to…St.
Paul’s Cathedral at 10 they have what they call a
leadership group”

“Yo sé que es posible y no tengo ganas de repetir
esa vida. Ya, ya terminé. yo quiero. Hora quiero
ayudar. Quiero ver cómo puedo adapto esta
muerte. Siento que estoy en medio de circulo de
muerte. Enfermedad. Todo tienes algo. Todos
tienen algo cosa y por eso…cada lunes yo voy
a…St.Paul’s Cathedral y a las diez tiene a lo que se
llama leadership group”

“Many are from the church. With this people I feel…
I talk to them, they ask you for advice, they ask you
for help, because I don’t want to be alone. And I
don’t like to be alone at my house. Because there,
bad thoughts come when I am not doing anything,
so with this I maintain myself. Doing things, helping
people”

“Y son, mucho del iglesia. Con esas personas, yo
me siento… yo hablo con ellos, te pido consejo, te
pido apoyo... Porque no quiero…mantenerme solo.
Y, no me gusta estar solo en en mi lugar. Porque
allí, donde viene, entonces los mal pensamientos
cuando no esta haciendo nada, so de esa la forma
que me mantego. Haciendo cosa, ayudando la
gente”

Who should recieve treatment?
“Look, the question of medicine, I think it is more a
questions of people, if a person had to give, use the
medication, the best way that a person can take the
medication is by not using drugs… Because with
drugs, they want to mix medication… Sometimes
they want to forget because I am going to forget, if I
am using drugs, I am going to use drugs and I have

“Mira es cuestión de los medicamento yo pienso
mas que es cuestión de personas si una persona
tienes que dar, usar el medicamento, la mejor
manera de una persona de tomarse el
medicamento es que no use droga…Porque con la
droga they want to mix the medication…Sometime
they want to forget because yo me voy a olvidar, yo
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to drink the medication at night but I am high, so
how am I 100% sure that I am going to take my
meds?”

usando droga yo voy a usar droga y yo tengo que
beberme el medicamento en la noche pero yo estoy
emboyado ya, am high, so how about is 100% sure
that am going to take my meds 100% it´s never. Its
like 49%”

Participant Opinion on Information Dissemination
“You can give the same information, but expand
where you are going to give it. Because there are a
lot of people who are ignorant about Hep. C. Hep C
can kill you”

“Puedes dar la misma información pero expandir a
donde la vas a dar. Porque hay mucha gente que
es ignorante a Hep C. Hep C puede matarte”

Note: The quotes not seen here were originally in English
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