Barriers to Hepatitis C Virus Elimination in Germany in Patients Receiving Opioid Substitution Therapy
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BACKGROUND RESULTS

 Globally, more than 70 million people are infected with hepatitis C virus (HCV);" people who STUDY POPULATION Table 2. Comorbidities and Risk Behaviors * In multivariate logistic regression analyses, HIV coinfection, absence of fibrosis, and history of
inject drugs are the patient group with the highest number of chronic HCV (CHC) cases and . Of 793 total patients evaluated in the CURRENT-C 2.0 study, 259 (33%) were receiving OST drug use (recent and ongoing) were significant predictors of not initiating HCV treatment (Table 3)
new infections in the most high-income countries?? (Table 1)

Patients on OST treated Patients on OST untreated

Characteristic (n = 166) (n =93)
antivirals (DAAs),* treatment uptake is still low, particularly among drug users® 93 (36%) did not (P <.001) HIV coinfection 9 (5) 18 (19

» Despite the advent of effective and well-tolerated HCV treatment options such as direct-acting

Table 3. Multivariate Analysis of Predictive Factors For Receiving HCV Treatment

— Of those patients receiving OST, 166 (64%) initiated HCV treatment and the remaining

— Barriers such as advanced age, alcohol and drug abuse, and comorbidities®™® have been - Descriptive comparison showed a higher percentage of untreated patients vs treated patients Any concomitant disease 163 (98) 88 (95) rarameter valie - % 0!
associated with low treatment uptake in patients with HCV with nonfibrotic liver at baseline (70% vs 29%, respectively; P <.001) HIV coinfection 020 0.250 0.078-0.805
— In addition, stigma, ambivalence about opioid substitution therapy (OST), and health service Concomitant CV disease 10 (6) 12 (13) .
funding priorities were some of the reasons reported by patients and healthcare providers Table 1. Patient Demoaraohics and Clinical Characteristics | - Nontibrotic 038 0.450 0.212-0.936
(HCPs) for not initiating HCV treatment? ' grap Any concomitant psychiatric disease 46 (28) 41 (44)*
9 IV drug use (recent), yes vs no .001 0.308 0.149-0.637
- The CURRENT-C 1.0 study, conducted in Germany in 2014, reported patient choice as the Patients on OST treated Patients on OST untreated Concomitant psychiatric disease “depression” 30 (18) 23 (25)
most cited reason for not initiating HCV treatment; however, this study was conducted in the Characteristic (n =166) UEER) | o - Current drug abuse 024 0.327 0.124-0.864
interfer()n/early DAA era6 Male 132 (80) 64 (69) COﬂCOmltant pSyChIat”C dlsease pSyChOSIS 9 (5) 7 (8) Multivar.iate Iog.istics regression anallyses with b.a.ck elimi.nation fgr significant parameters Yvith >75% valid cases (n = 175).
* In the current era of DAAs, it is therefore important to investigate the reasons for a lack of | Current drug abuse 19 (11) 29 (31)** b confdence inferval FI, humen immunod@fiency virus: Y, infiavenous; OF, odds retio
treatment initiation from both the patient and physician perspectives, as well as identify any Age (years), median (Q1-Q3) 45 (37-31) 44 (33-30) REASONS EOR NOT INITIATING TREATMENT
significant patient demographic risk factors that may be associated with low treatment uptake 10 57 (34 2 (34 Current IV drug abuse 9 (9) 5 (9) T
< (34) (34) * The top reasons reported by HCPs for not initiating HCV treatment by OST status are reported
10-60 104 (63) 59 (63) State after drug abuse 32 (19) 16 (17) in Figure 1
Other clinical symptoms? 59 (36) 55 (59)** — In patients with CHC who were receiving OST, the most frequently reported reasons by the
OBJ ECT'VE >60 5 (3) 2(2) HCP for not initiating HCV therapy were patient preference against therapy, ongoing drug
Alcohol intake 70 (42) 44 (47) abuse, perceived or expected lack of compliance, psychiatric disease, and HCV reinfection
German language knowledge : : :
i *k — In patients with CHC who were not receiving OST, the most frequently reported reasons b
Mother language 118 (71) 67 (72) Heavy alcohol intake, >40 g/day (male) or >30 g/day (female) 28 (17) 32 (34) P 9 g yrep y

* To describe reasons for physicians or patients not initiating HCV treatment, and identify
significant demographic and clinical risk factors for not initiating DAAs in patients with Very good 117 (70) 62 (67) History of cannabis use 39 (21) 33 (39)* such heart disease, liver-, and non-liver—related malignancies
CHC receiving OST

the HCP for not initiating HCV therapy were advanced patient age and existing comorbidities,

Good 44 27 25 (27) Recent history of IV drug use 34 (20) 45 (48)** — Reported reasons that were significantly more frequent in :?atients on OST vs those v_vhq were
not on OST: ongoing drug abuse (32% vs 2%), poor compliance (30% vs 3%), psychiatric
Poor 4(2) 6 (6) Duration of IV drug use (years), median (Q1-Q3) 21.5 (10-27) 21 (12-30) disease (15% vs 2%), and HCV reinfection (9% vs 0%) (all P <.001) (Figure 1)
Data are n (%) unless otherwise stated. — Regarding patient preference, significantly more patients who were not receiving OST decided
None 1(<1) 0 P <05 ** ded Ch . . . I loss, joint pai . .
seinicomplaints, diafthea, constipation Tatulence, navass, f&Tux, weight Ioss, anorexia, Neadache, Slesplosances, i abilty, festesnsss, depression, depressed oo, not to start HCV treatment because of fear of adverse effects than those who were on OST
Employment status, yes 39 (23) 24 (26) psyc:;siiz,vzzz[] Zihcentraﬂfnnér:ﬁmzh ErueriithJi:nirazii?SS/yvithc:r:arvgsle-:zig_omplaigtsi'é)irassz, tslstuelgforceif; d_yspnejéoireother- (23% vs 10%, respectively; P <.05); significantly more patients on OST decided not to start
METHODS v o cardiovasedar: HIV. 1 deficiency virus: T In OST: opioid substlution fnerapy; &, queartle. treatment because of imprisonment than those who were not on OST (3% vs 0%; P <.05)
HCV GT
STUDY DESIGN : 81 (49) 37 (40) Figure 1. Top Reasons Reported For Not Initiating HCV Treatment
« CURRENT-C 2.0 is an epidemiologic, multicenter, noninterventional, case-control study of
patients attending 43 medical centers experienced in the treatment of HCV in Germany from 1a,n (% of GT1) 72 (89) 27 (73) 100 - @ Patients receiving OST (n =93)  m Patients not receiving OST (n = 127)
1 September 2017 to 30 June 2018 b, 1 (% of GT1) 8.(10) 6 (16)
* The overall study duration was 220 months and included a 10-month retrospective observation | | | |
period (from 1 September 2017 to 30 June 2018) followed by a documentation period 1 other/unknown, n (% of GT1) (1) 4(17) 80 - i i 5 5
2 8 (5 5 (5) § § § §
STUDY PARTICIPANTS . 20 (42 29 (49 Q ; | : :
 Patients included were aged 218 years, had CHC (HCV RNA—positive for 26 months), 2) 2) % 00 - | |
and consulted their HCP at least once during the observation period 4 4(2) 4 (4) c i i : :
@ - . : :
 Exclusion criteria consisted of acute HQV infeqtion or treatment for CHC infection <3 months Other/unknown 8 (5) 3(3) = 40 - ; ; |k -
before the start of the planned observation period al i i 32 30
HCV treatment-naive 139 (84) /8 (84) i i ; x ;
| Kk | I *x I
STUDY OUTCOMES Reinfection after pre-treatment, n (% of pre-treated) 6 (22) 3 (20) 20 - 15 * % | | 17 18 ; * %k
* The primary objective of this study was to assess the reasons why either patients with CHC - 3 | * 10 | 9 | | 9 10 Y%
receiving OST or their HCPs decided not to initiate HCV therapy Abnormal fiver findings 66 (40) 36 (39) *k * | / 4 x * 6 ¥ 6 : 3 3
- o Bl e w0 B o omm o BRI I PR : :
* The secondary objective was to identify demographic and clinical risk factors for not initiating Nonfibrotic? 48 (29) 65 (70)* 0 ; : 5 — I — [ ]
DAAs in patients with CHC receiving OST Age too Coronary | Any Depression Personality Other | Any Liver Non-liver Any Hard drugs™  Alcohol ! Lack of HCV Fear of Imprisonment
Cirrhosis status high heart disorder related related ' compliance reinfection| treatment
disease ! o . . l . l
DATA ANALYSIS Cirrhotic 29 (17) 18 (19) Psychiatric disease : Malignant disease Ongoing drug abuse
» Patient baseline characteristics and reasons for patient and HCP treatment decisions for HCV Noncirrhotic 135 (81) 72 (77) N = 0 24 110 143 6 2 4 0 9 1 0 1 0 7 0 7 30 3 16 1 173 28 4 8 0 3 23 3 0
infecti llected :
MISCHON WETE COIECLe Unknown 2 (1) 3(3) HCP-reported Patient-reported

 Multivariate logistic regression analyses with backward elimination were performed to identify

factors associated with not receiving therapy Duration of HCV infection *P <.05; **P <.001 (receiving OST vs not receiving OST, 2-sided Chi-square test); finclude heroin, amphetamine, cocaine, and designer drugs.
HCP, healthcare provider; HCV, hepatitis C virus; OST, opioid substitution therapy.

* For patient baseline characteristics, subgroups analyzed were patients on OST initiating treatment Mean + SD 149 + 87 14.6 + 9 1

for HCV and patients on OST who did not initiate treatment
» For reasons not to initiate HCV treatment, subgroups analyzed were patients on OST and patients Median ((1-Q3), [min-max] 14 (7-20), [0.5-39] 15 (7-20), [1-41] TRANSPARENCY CONCLUSIONS

not on OST Viral load
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