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DISCERNNE is one of eight studies funded 
as part of the Rural Opioid Initiative

Build local collaborations, aggregate existing data and conduct a 
rapid epidemiological assessment to fill local data gaps, and 
harmonize core data elements across studies (UG3 phase; 2018-
2020);

Propose locally relevant intervention projects informed by UG3 phase 
collaborations and assessments; and

Implement sustainable, locally tailored interventions over a period of 
three years (UH3 phase; ongoing).





UH3 Findings 2017-19

● Limited access to injection gear and HCV testing 
and treatment

● High risk of an HIV outbreak considering lack of 
harm reduction services and high HCV rates

All VT NH MA

HCV seropositivity 59% 54% 66% 58%

Shared injection 
gear 53% 46% 65% 51%



UG3 Aims 2019 to present
A randomized controlled trial to evaluate:

Mobile telemedicine care (MTC) with 
integrated syringe services

Enhanced usual care (EUC) referral with 
care navigation to a local or regional 
provider

vs



Intervention

Van outfitted for phlebotomy, transient elastography, audio/video tele-
capabilities

Parked outside community harm reduction sites

Staffed by phlebotomist, harm reductionists, research team 

Reimbursed point-of-care HCV & HIV Ab testing

Full labs for all folks with positive HCV Ab + 

Video-assisted televisit by remote provider to the van

DAA prescription to specialty pharmacy, deliver meds to home or van



Context

● Relatively young population of people who use drugs, mostly fentanyl, some stimulants

● Many unhoused, camping in the woods, limited cell phone network

● Medicaid expansion states, so insurance coverage for most participants

● Evolving payor restrictions for DAA - cirrhosis assessment, genotype, specialist care

● Perceived and real barriers to access HCV treatment

● A pandemic…

● Aim to validate HCV RNA from dried blood spot in NH Public Health Lab scuttled

● Enrollment delayed and limited



Population

Adults who have injected drugs in the past 1 year who:

● live in a Vermont or New Hampshire County along the Connecticut River
● have insurance or are eligible for Medicaid 
● have not previously been treated for HCV
● do not have active HBV (HBsAg positive), decompensated cirrhosis (greater 

than Child–Turcotte–Pugh A), or untreated HIV

Sample size n = 220



Outcomes

Primary outcomes 

● DAA initiation
● SVR12 
● Syringe sharing behavior

Secondary outcomes

● HAV and HBV vaccination rates
● Initiation of medications for opioid 

use disorder (MOUD) 
● Health-related quality of life (HRQOL) 
● Change in substance use patterns



Eligibility Screening 
(Visit T0)

❑ Informed consent
❑ Rapid HCV & HIV 

tests
❑ FibroScan
❑ Blood draw
❑ Locator form
❑ Health insurance 

enrollment

Visit T1

❑ Telemedicine 
visit

❑ Prescribe DAA

Randomization

MTC: Mobile 
Tele-HCV Care

EUC: Enhanced 
Usual Care

Follow-up visits 1-4 
(EOT, 12, 24, 36 w) 

❑ Telemedicine 
visits as needed

❑ HAV & HBV 
vaccination

Both groups
● Initial HAV & HBV vaccination
● Harm reduction services
● ACASI
● HCV viral load (SVR12 and q3m screen)

❑ Re-contact 
UG3 
participants

❑ Referrals from 
community 
partners & 
UG3 and/or 
UH3 
participants

❑ Street 
outreach

Prescreening 

❑ Referral 
❑ Care navigation

MTC

EUC

EOT or 16 wks post 
T1 if not treated

MTC

EUC

Follow up visits
● after T1 - check in visit
● T2/F1 – end of treatment (lasting 8-12 weeks), ACASII, viral load DBS
● T3/F2 – 12 weeks after trt end, ACASII, viral load DBS, SVR12
● T4/F3 – 24 weeks after trt end, ACASII, viral load DBS, SVR12 (if T3 missing)
● T5/F4 – 36 weeks after trt end, ACASII, viral load DBS, SVR12 (if T3/T4 missing)



Baseline Characteristics
Baseline Characteristics MTC EUC Total

N 73 75 148
Age, median (IQR) 37 (32-42) 38 (32-41) 38 (32-42)
Female 22 (30%) 22 (29%) 44 (30%)
Race

White 66 (90%) 68 (91%) 134 (91%)
Ethnicity

Non-Hispanic 68 (93%) 70 (93%) 138 (93%)

Health insurance coverage (self-reported) 71 (97%) 70 (93%) 135 (91%)

Experienced homelessnessa 49 (67%) 56 (75%) 105 (71%)

Past 30-day drug use

Opioidsb 50 (68%) 55 (73%) 105 (71%)

Heroin^ 48 (66%) 49 (65%) 97 (66%)

Street fentanyl/carfentanil^ 40 (55%) 48 (64%) 88 (59%)

Methamphetamine 18 (25%) 18 (24%) 36 (24%)
Past 30-day injection drug use 47 (64%) 50 (67%) 97 (66%)
Past 30-day syringe sharing 9 (12%) 20 (27%) 29 (20%)

Live ≥30-minute drive from nearest SSP 1 (1%) 6 (8%) 7 (6%)

Ever personally overdosed 48 (66%) 54 (72%) 102 (69%)



Histogram of Elastography Results

> 14.6 kPa considered likely cirrhosis



Primary outcomes
Primary Outcomes Study group

EUC Group MTC Group
N % N %

All 75 100 73 100

Initiated DAA
13 17 17 23Missing/not obtained yet

No 42 56 13 18

Yes 20 27 43 59

SVR12 or cleared
19 25 22 30Missing/not obtained yet

No 43 57 23 32

Yes 13 17 28 38

Reported syringe sharing at any FU visit
13 17 16 22Missing/not obtained yet

No 43 57 45 62

Yes 19 25 12 16



Cascade - all screened participants

416

275

181



Cascade - Intention To Treat

73

Usual Care

Mobile Tele Care

Yes = 43

Yes = 20

Yes = 28

Yes = 13

75
No = 42

No = 43

No = 13

No = 23

Miss  = 13

Miss  = 17

Miss  = 19

Miss  = 22



Primary outcomes

Primary Outcomes Odds Ratios (95% CI), MTC vs EUC

Outcome Comparison

Unadjusted
Odds Ratio

(95% CI)

Initiated DAA MTC vs EUC 6.95 (3.07-15.73)

Cleared on SVR-12 MTC vs EUC 4.03 (1.76-9.24)

Shared syringes in FU MTC vs EUC 0.60 (0.26-1.39)



Cascade - Treated Participants

Cure rate 63% of treated Cure rate 60% of treated



Secondary outcomes
Secondary Outcomes Study group

EUC Group MTC Group
N % N %

All 75 100 73 100

Received at least 1 Hep A/B booster
13 17 17 23Missing/not obtained yet

No 28 37 21 29

Yes 34 45 35 48

MOUD initiation during FU
10 13 9 12Missing/not obtained yet

No 54 72 50 68

Yes 11 15 14 19

Reported opiate use at any FU visit
13 17 16 22Missing/not obtained yet

No 32 43 28 38

Yes 30 40 29 40



Secondary outcomes

Secondary Outcomes Odds Ratios (95% CI), MTC vs EUC

Outcome Comparison

Unadjusted
Odds Ratio

(95% CI)

Hep A/B vax booster MTC vs EUC 1.37 (0.66-2.87)

New MOUD tx during FU MTC vs EUC 1.38 (0.57-3.31)

Used opiates during FU MTC vs EUC 1.11 (0.54-2.27)



Conclusion

In this trial in rural Northeast America, people who inject drugs who are offered 
testing and treatment on a mobile van through a telehealth visit are:

● 7 times as likely to start DAA
● 4 times as likely to achieve SVR12

when compared to people referred to usual care

BUT

Cure rates were only about 60% in either group



But, we learned so much more…
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