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“People who generally use heroin have a schedule. 
They have to use at a particular time or they’re 

going to feel sick. People who can keep a schedule 
might be able to take medications on schedule. It 
wouldn’t be a deal breaker. But alcohol though, 

there is no schedule. It’s very chaotic. And crystal 
meth as well.”

“There are a lot of people who, even with the 
walk-in system, just can’t come down. It’s just 

coming to the clinic, getting registered, getting the 
vital signs, getting past the security guard at the 
desk, showing some form of ID. Even that is just 
too much for some people. I think doing it onsite 

at the syringe exchange makes sense.”

“People like the [local syringe services 
program]. They’re looking under 

bridges. They’ve gone out into the 
community. They’re doing real grunt 

work.”

“We have a social worker who is our harm 
reduction guru. If I am on the phone with 

somebody who talked about recently injecting, we 
incorporate that harm reduction technique into 

that conversation, even if it’s for a minute.”

PARTICIPANT COMMENTS, ORGANIZED VIA THE SOCIO-ECOLOGICAL MODEL

• Injection drug use is a major contributor to both HIV and Hepatitis C transmission.
• Elimination of hepatitis C (HCV) among people who inject drugs requires continued efforts 

toward universal treatment for patients living with HIV/HCV coinfection. 
• Despite progress, treatment uptake remains incomplete—one New York based study 

estimated that only 28% of young PWID who were HCV+ had initiated treatment.
• The CHANGE (A Proposal to Cure HCV and Guide Engagement among People Living with HIV) 

study aims to better understand current barriers and facilitators to care and cure among 
patients living with HIV and untreated HCV at our urban, academic medical center.

• Interviews were conducted with 11 primary care providers who treat patients with HIV/HCV 
coinfection at two academic medical centers in New York City, along with 14 other clinical 
staff (“key informants”), including nurses and practice managers.
• Interview recordings were transcribed verbatim and coded thematically using a codebook 

based on the socio-ecological model. 
• NVIvo 12 software was used to code and analyze the data.
• Descriptive statistics of the study participants as well as their patients were gathered using a 

structured survey and analyzed using Excel.

• Providers at two academic medical centers generally expressed some willingness to treat 
HCV in people living with HIV who are currently using drugs despite perceived barriers. 
• Re-infection remained a concern despite guidelines suggesting that this should not 

preclude treatment, suggesting opportunity for further education.
• Participant opinions on the difficulty of treating HCV in methamphetamine users suggest a 

benefit for specific training in the care of people who use stimulants. 
• Additional strategies and support services to meet the specific needs of people who use 

crystal methamphetamine should be further developed
• These challenges of healthcare delivery are especially urgent in the context of the COVID-

19 pandemic, during which drug overdose deaths have surged.

Descriptive Statistics
• Providers reported seeing an average of 51 patients with HIV and three patients with 

HIV/HCV coinfection per month.
Openness to Providing Treatment
• Providers were generally did not consider active drug use to be a hard contraindication to 

treating HCV
• When asked about reasons why they might not want to provide HCV treatment providers 

cited concerns about medication adherence, HCV reinfection, and having other priorities 
with those patients
• Several providers noted that they were worried that insurance would not approve the 

medication if the patient was non-adherent once.
The Utility of Support Services
• Providers endorsed the utility of in-clinic care managers and social workers in caring for 

difficult-to-reach patients.
• They also spoke positively of the local syringe services program and its ability to provide 

services who were unwilling or unable to come to the clinic building for treatment.
Degree of Difficulty Varies by Substance
• Several clinical staff members discussed the particular difficulty of retaining individuals in 

care who are currently using methamphetamines

“Everyone is a little different, but I think there is 
this idea that these medicines are especially 
very expensive, and you know, the insurance 
will pay for it once, then getting it the second 

time is much harder. It’s mostly cost that make 
some people conservative.”

“If we were sure about getting needle 
exchange, not sharing needles and stuff 

like that, the question would have nothing 
to do with use. It would be: can she be 

adherent?”

“Obviously, they need to be treated but I 
guess it’s just the question of whether 

you’re going to treat this individual and 
then are they going to go on to become re-

infected.”

”Resistance is pretty 
rare for Hep C, but the 
big issue also tends to 

be that insurances tend 
to be wary about paying 

for it a second time.”
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RESULTS

Provider Characteristics (n = 12)
Credentials

MD (ID, HIV, Internist)
NP

9
3

How long have you been practicing HIV 
primary care?

< 5 years
5 - 15 years
> 15 years

4 (33%)
2 (17%)
6 (50%)

HIV Primary Care Panel Size
<50 patients
50-100 patients
101-200 patients
>200 patients

3 (25%)
3 (25%)
2 (17%)
4 (33%)

HCV Primary Care Panel Size
1-5 patients
6-10 patients

9 (75%)
3 (25%)

PROVIDER AND KEY INFORMANT CHARACTERISTICS
Key Informant Characteristics

Title (n = 17)
Leadership/Administration
Clinical Provider
Social Worker/Care Coordinator
Nurse

6 (34%)
4 (24%)
5 (30%)
2 (12%)

Education (n = 17)
Bachelor’s Degree
Master’s Degree
Medical Degree
Nursing Degree

3 (18%)
6 (35%)
5 (29%)
3 (18%)

How long have you been working with 
patients with coinfections? (n = 15)

1-5 years
5-15 years
>15 years

4 (27%)
5 (33%)
6 (40%)

Table 1. Practice population in 2018 (N=3872)
Characteristic N (%)

Service User Types
HIV Primary Care 2227 (57.5%)

HCV Coinfection 61 (2.7%)
HCV Monoinfection 61 (1.2%)

Age
Median (Std) 44 (±17)

Sex
Male 2571 (66.4%) 
Female 1257 (32.5%)
Transgender/Non-binary 44 (1.1%)

Race 
Black, Hispanic, or Multi-Race 1981 (51.1%)
White 452 (11.7%)
Other Race 213 (5.5%)
Unknown 1226 (31.7%)
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