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HCV Reinfection Among People Who Use Drugs (PWUD) Treated 
For HCV Infection: A Long-Term View

Table 1. Characteristics of Total Demographics  

Results Continued
To eliminate HCV infection as a public health concern by 2030, there is 
a need to develop comprehensive programs for its treatment among 
priority populations such as PWUD. A key concern associated with 
initiatives aimed at this group has been the need for strategies to 
mitigate the risk of reinfection after successful therapy. Meta-analyses 
suggest the rate may be 5/100 person-years, but some real-world 
cohorts report much higher rates. We hypothesize that continued 
engagement in care after successful therapy would serve to reduce 
reinfection rates and increase the long-term benefits of HCV therapy 
among PWUD.

In our program, we provide HCV therapy to PWUD within the context of a 
comprehensive, multidisciplinary program addressing all medical, social, mental 
health, and addiction-related needs with antiviral medications administered 
weekly (with DOT available as required), to maximize adherence, treatment 
completion and ascertainment of outcome. Following documentation of HCV 
cure, patients remain integrated in care, with HCV RNA testing repeated 
annually, or more frequently if clinically indicated. We conducted an evaluation 
of the last 294 completed courses of HCV therapy administered to PWUD in our 
center to determine the rate of HCV reinfection and its correlates.

Among the 294 individuals considered for this evaluation (treated between 
2019-23), we note median age of 48 (22-83) years, with 27% female, 19% 
identifying as indigenous, mostly GT 1 (54.4%) or 3 (38.4%), 21.8% with F3-F4 
fibrosis (Table 1).  The population consisted mostly of active fentanyl users, with 
a majority being unstably housed.

We documented 6 cases of virologic relapse (SVR rate 98%) & 8 cases of 
reinfection, resulting in a rate of 0.88 cases per 100 person-years. Of these 8, 2 
were female, 2 identified as indigenous, and a majority were experiencing 
unstable housing (76.9%) and all had documented ongoing drug use (Table 2). 
Overall, there were no significant differences between those experiencing 
reinfection and the overall study population other that a slight increase in the 
rate of unstable housing.

Of these 8 individuals, 5 are no longer currently receiving medical care in any 
way. Of the other 3, all have been cured with a repeat course of first line therapy, 
one of whom has been subsequently found to be reinfected once again. 
 
      

To our knowledge, this is the largest single center longitudinal evaluation of HCV reinfection 
rates among active PWUD in a cohort enriched for factors of instability (high rates of fentanyl 
use, unstable housing).  We demonstrate that a comprehensive, multidisciplinary approach to 
HCV therapy leads to success rates of 98% in this challenging group of patients. Further, 
maintenance in follow up after cure is associated with rates of reinfection below 1/100 py. 
Those who experienced reinfection appear to disengage from ongoing follow up more 
frequently. We have also documented a single case of reinfection after a second successful 
course of HCV therapy has been completed. Within our program, we will design additional 
targeted strategies to maintain individuals who are reinfected in care to provide them with 
another course of therapy which, within our jurisdiction, Is fully funded without conditions.

Figure 1. HCV treatment outcomes

Demographics N=294

Age (Years, Range) 48 (22-83)

Sex 

Female 80 (27.2%)

Male 214 (72.8%)

Ethnicity 

Caucasian 220 (74.8%)

Indigenous 56 (19%)

Other 18 (6.1%)

Genotype 

1 160 (54.4%)

2 21 (7.1%)

3 113 (38.4%)

Fibrosis Stage 

F0-F2 227 (77.2%)

F3-F4 67 (21.8%)

Drug use profile 

Amphetamine 235 (79.9%)

Benzodiazepine 80 (27.2%)

Cocaine 160 (54.4%)

Fentanyl 287 (97.6%)

Methadone 175 (59.5%)

Unstable housing 226 (76.9%)

Demographics N=8

Age (Years, Range) 39 (27-63)

Sex 

Female 2 (25%)

Male 6 (75%)

Ethnicity 

Caucasian 6 (75%)

Indigenous 2 (25%)

Genotype 

1 4 (50%)

2 1 (12.5%)

3 3 (37.5%)

Fibrosis Stage 

F0-F2 7 (87.5%)

F3-F4 1 (12.5%)

Drug use profile 

Amphetamine 5 (62.5%)

Benzodiazepine 2 (25%)

Cocaine 2 (25%)

Fentanyl 8 (100%)

Methadone 4 (50%)

Unstable housing 7 (87.5%)

Table 2. Characteristics of Reinfected Patients 

294 280

6
8

0

50

100

150

200

250

300

350

Treatment Completion HCV cure

Cascade of Care

N Relapse Reinfect

1. Vancouver Infectious Diseases Centre, Vancouver, British Columbia, Canada
2. Simon Fraser University, Faculty of Health Sciences, Burnaby, British Columbia, Canada

S YI1, C Wiesmann1,2, D Truong1, B Conway1,2

http://www.postersession.com/

	Slide 1

