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Although therapy with direct-acting antivirals (DAAs) made elimination of hepatitis C

possible, significant challenges remain in treating people who inject drugs (PWID)

enrolled in low-threshold programs (LTP), where improvements in hepatitis C virus

(HCV) screening, linkage-to-care, and treatment are needed. Our aim was to analyse a

model-of-care (MoC) to achieve HCV micro-elimination in LTP in Slovenia, where HCV

treatment is being centralized at six HCV centers.

BACKGROUND

In 2017, SVIT Koper, a non-governmental organization (NGO) providing harm

reduction-focused LTP for PWID with needle/syringe programmes, counseling, and

assistance with social and medical issues, initiated cooperation with the Clinic for

Infectious Diseases in Ljubljana, the nearest HCV center with a 100 km distance. The

MoC addressed the barrier of distance by arranging regular transport of PWID to HCV

center, where physician specifically assigned to MOC provides counseling on safe

injection practices and ongoing HCV care: HCV RNA test, Fibroscan® examination,

referral to abdominal ultrasound and to other specialists when needed, follow-up

care. NGO staff is in direct contact with the physician and helps arrange all

examinations needed, provides support during HCV treatment, and encourages

participation in HCV follow-up care (Table 1).

By December 2022, 51 were screened for HCV, 49/51 (96%) were anti-HCV positive,

41/49 (83.7%) were HCV RNA-positive. 8/49 (16.3%) spontaneously resolved HCV;

however, one of them (1/8, 12.5%) had re-infection and died prior to DAA treatment.

36/41 (87.8%) chronically infected started DAAs, 3/41 (7.3 %) were lost to follow-up

(LFU), 2/41 (4.9%) were prepared for DAAs. Of 36 treated, 32/36 (91.2%) completed

treatment, one died during treatment (for non-HCV reason), one ended treatment

prematurely and two were currently on DAAs. Overall, 5/32 (15.6%) were HCV RNA

negative at treatment completion and LTF, whereas 28/32 (84.8%) achieved a

sustained virological response at 12 weeks post treatment (SVR12). Of them, 3/28

(10.7%) died after SVR12 (for non-HCV reasons) and 6/28 (21.4%) had re-infection; of

them, 2/6 (33.3%) already completed HCV re-treatment, 3/6 (33.3%) are currently

receiving it, and 1/6 (20%) died before HCV re-treatment (Figures 2 and 3).

DESCRIPTION OF A MODEL OF CARE

EFFECTIVENESS

FIGURE 1: The model of care.

Although the presented MoC that focuses on PWID has been effective in achieving HCV

micro-elimination in a LTP unit, regular HCV screening and follow-up are necessary for

all PWID as the risk of reinfection remains high.

CONCLUSIONS

FIGURE 3: The cascade of care.

FIGURE 2: The study tree.
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