
 

 

 
 
 

 
January XX, 2016 
 
Vice President-elect Mike Pence 
Chair, Trump-Pence Transition Team 
Washington, DC 
 
Dear Vice President-elect Pence: 
 
On behalf of the undersigned organizations, we write to offer the following 
recommendations for urgently needed action by the Trump Administration that will bring 
us closer to eliminating the hepatitis B (HBV) and hepatitis C viruses (HCV) in the United 
States (U.S.). We have identified actions that can, and should, be taken within the first 
100 days. While in recent years the federal government has expanded, and improved, the 
national response to hepatitis, a tremendous amount of work remains to ensure that 
elimination of hepatitis is a reality.  
 
Overview of Hepatitis in the United States 
 
According to the 2016 Annual Report to the Nation on the Status of Cancer, liver cancer 
cases and deaths are on the rise. In the U.S., the rate of new liver cancer cases rose by 
38%, while deaths increased at a higher rate than all other common cancers1. Worldwide, 
most liver cancer cases are caused by chronic HBV and HCV. There are an estimated 5.3 
million people in the U.S. living with hepatitis (1.4 million people living with HBV and 3.9 
million people living with HCV). The number of new hepatitis cases, which from 2010 to 
2013 increased 151% across the country and from 2006 to 2012 increased 364% in the 
Appalachian region (Kentucky, Tennessee, Virginia, and West Virginia), continue to rise 
due to the devastating impacts of the opioid epidemic. Annually, more than 21,000 
people in the U.S. die from HBV and HCV2, with more people dying from HCV than all 
other 60 infectious diseases reported to the Centers for Disease Control and Prevention 
(CDC) – combined. Due to widespread underreporting of hepatitis, and the fact that up to 
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75% of people living with hepatitis are unaware of their condition, these numbers are 
likely only the tip of the iceberg. We have the tools to end this epidemic. Bold action is 
necessary. 
 
In April 2016, the National Academies of Sciences, Engineering, and Medicine (NASEM) 
released Eliminating the Public Health Problem of Hepatitis B and C in the United States: 
Phase One Report. The report concluded “hepatitis B and C could both be eliminated as 
public health problems in the United States, but that this would take considerable will and 
resources…”3 Phase Two of the NASEM process will establish a strategy to reach 
elimination goals and is expected to be released in March 2017. We look forward to 
briefing your team about the findings of the strategy, but critically, as the earlier report 
states, significant leadership and political will is necessary to make the elimination of HBV 
and HCV a reality. 
 
Affordable, quality insurance is vital to ensure people living with hepatitis have access to 
comprehensive prevention, care and treatment services. Prior to the passage of the 
Affordable Care Act (ACA), hepatitis was considered a pre-existing condition and stood as 
a barrier to insurance coverage, leaving many unable to obtain or afford health 
insurance. Now, not only are pre-existing conditions no longer a reason to deny 
coverage, but hepatitis patients no longer lose their insurance coverage due to their need 
for treatment.  For those vulnerable to hepatitis who have insurance, ACA coverage of 
preventative services like the HBV vaccine hepatitis may be prevented, and screening 
may occur without co-pay or deductible. Further, an estimated 1 million people with 
hepatitis are Medicaid beneficiaries4, and the expansion of Medicaid in states like 
Indiana, Kentucky, West Virginia, and Pennsylvania bring the promise of treatment to 
people living with hepatitis who would otherwise be unable to access curative 
medication.  This progress must be preserved. Repealing the ACA without an affordable, 
comprehensive alternative will leave tens of thousands of people vulnerable to and living 
with hepatitis without insurance coverage, and at risk for additional discriminatory 
insurance practices. Without insurance, they are also less likely to receive follow up care 
after their hepatitis diagnosis. The ACA has been a critical tool to provide comprehensive 
health care services to people living with hepatitis, services that are necessary for the 
elimination of hepatitis. 
 
We urge President-elect Trump and his administration to take advantage of the innovative 
prevention and treatment opportunities available and position the United States as a 
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leader in the elimination of hepatitis as a public health concern. Swift action on the 
following recommendations, within the first 100 days of the administration, will set us on 
a path to prevent new hepatitis infections, cure Americans living with hepatitis, reduce 
liver cancer, and save thousands of lives every year. 
 

FIRST 100 DAYS RECOMMENDATIONS 
 
Establish an Office of National Hepatitis Policy (ONHP). The elimination of hepatitis must 
be prioritized at the highest level of our government. Millions of people in the United 
States, and globally, live with HBV and HCV across many vulnerable communities. 
Responsibility for preventing the epidemics, identifying people living with HBV and HCV, 
and linking them to care and treatment crosses several federal agencies. These include 
the Division of Viral Hepatitis (DVH), Immunization Services Division, and Injury 
Prevention at the CDC; Indian Health Services; the Substance Abuse and Mental Health 
Services Administration; National Institutes of Health; the Department of Defense; the 
Veterans Health Administration at the Department of Veterans Affairs; and the 
Department of Justice, including the Bureau of Prisons. The Director of the proposed 
ONHP would be tasked with coordinating a national hepatitis elimination strategy that 
prioritizes communities at highest risk for ongoing transmission of HBV and HCV and 
prioritizes communities with the highest burden of chronic hepatitis and risk for 
developing liver disease and cancer.    

 
Develop and implement a National Hepatitis Elimination Strategy. In April, 2010, the 
Institutes of Medicine (IOM) released Hepatitis and Liver Cancer: A National Strategy for 
the Prevention and Control of Hepatitis B and C5, a report that recommended actions to 
find and treat people living with chronic hepatitis, improve education and awareness 
about hepatitis, and increase vaccination for vaccine-preventable forms of hepatitis. The 
following year the Office of HIV/AIDS and Infectious Disease Policy (OHAIDP), under the 
leadership of the Assistant Secretary of Health at the U.S. Department of Health and 
Human Services, released the country’s first comprehensive, cross-agency action plan, 
Combating the Silent Epidemic of Viral Hepatitis: Action Plan for the Prevention, Care, & 
Treatment of Viral Hepatitis (Action Plan)6. The Action Plan, updated in 2014, set goals to 
increase the proportion of people who are aware of their HBV and HCV infections to 66 
percent; reduce the number of new cases of HCV infection by 25 percent, and eliminate 
mother-to-child (perinatal) transmission of HBV. An updated Action Plan is expected in 
early 2017, and we hope to work with your Administration to review and implement. 
                                                           
5 IOM (Institute of Medicine). 2010. Hepatitis and Liver Cancer: A National Strategy for Prevention and Control of 
Hepatitis B and C. Washington, DC: The National Academies Press. 
6 U.S. Department of Health and Human Services, Centers for Disease Control and Prevention. 2011. Combating the 
Silent Epidemic of Viral Hepatitis: Action Plan for the Prevention, Care, & Treatment of Viral Hepatitis (Action Plan). 
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Finally, the DVH at the CDC released its updated (2016-2020) Strategic Plan: Bringing 
Together Science and Public Health Practices for the Elimination of Viral Hepatitis7 which 
sets a vision for eliminating hepatitis by decreasing prevalence, incidence, morbidity and 
mortality, and hepatitis-related health disparities. Since the release of the 2010 IOM 
report and the Action Plan, as many as 1000 babies continue to be born each year with 
HBV8; acute HCV has increased by 150% nationwide (from 2010-2013)9, 364% in 
Kentucky, Tennessee, Virginia and West Virginia (from 2006-2012)10; in 2015 in Scott 
County, Indiana an outbreak led to nearly 200 cases of people living with HIV and HCV - a 
result of the injection of Opana (oxymorphone)11 and the absence of a HIV or HCV 
prevention services, harm reduction services, substance use treatment, or a healthcare 
safety net; and in the U.S. 50 to 75% of people living with HBV and/or HCV remain 
unaware of their infection. 

 
The World Health Organization aims to eliminate HBV and HCV by 2030, averting 7.1 
million deaths worldwide if successful. As referenced above, the 2016 NASEM Phase One 
Report determined that, in the U.S., control of HBV and HCV is feasible in the short term, 
and elimination of HBV and HCV as a public health threat is feasible in long term. The 
NASEM Phase Two Report establishing a strategy to eliminate hepatitis will be released in 
early 2017. Using effective, evidence-based harm reduction and other prevention 
interventions, the United States Preventive Services Task Force (USPSTF) and CDC 
hepatitis screening recommendations prioritizing vulnerable populations, effective 
vaccinations and treatments for HBV, and curative treatments for HCV, we have the tools 
necessary to save lives. A national strategy coordinated by the above proposed Director 
of National Hepatitis Policy, the Assistant Secretary of Health and the Director of OHAIDP, 
will allow us to effectively leverage these tools to control and eliminate hepatitis in the 
United States. 

 
Ensure adequate funding to eliminate hepatitis. Successful elimination of hepatitis in the 
United States requires a significant increase in resources. At the CDC, efforts to combat 

                                                           
7 U.S. Department of Health and Human Services, Centers for Disease Control and Prevention, Division of Viral 
Hepatitis. Strategic Plan: Bringing Together Science and Public Health Practices for the Elimination of Viral Hepatitis 
(2016-2020). https://www.cdc.gov/hepatitis/featuredtopics/dvhstrategicplan.htm. 
8 Ko, Stephen, Lin Fan, Emily A. Smith et al. Estimated Annual Perinatal Hepatitis B Virus Infections in the United 
States, 2000–2009J Ped Infect Dis (2016) 5 (2): 114-121 first published online December 18, 
2014 doi:10.1093/jpids/piu115. 
9 Centers for Disease Control and Prevention, Division of Viral Hepatitis. Surveillance for Viral Hepatitis – United 
States, 2013. http://www.cdc.gov/hiv/library/reports/surveillance/. Published May 2015. Accessed Dec. 2016. 
10Zibbell, Jon E., Kashif Iqbal, Rajiv C. Patel et al. Increases in Hepatitis C Virus Infection Related to Injection Drug 
Use Among Persons Aged ≤30 Years — Kentucky, Tennessee, Virginia, and West Virginia, 2006–2012. MMWR Morb 
Mortal Wkly Rep 2015;64:455.  
11 Conrad Caitlin, Heather M. Bradley, Dita Broz, et al. Community Outbreak of HIV Infection Linked to Injection 
Drug Use of Oxymorphone — Indiana, 2015. MMWR Morb Mortal Wkly Rep 2015;64:443-445. 



 

 

hepatitis are housed in the DVH, whose goal is to reduce the number of cases of 
hepatitis, prevent new cases, and ultimately eliminate hepatitis in the U.S. DVH works 
towards these goals by coordinating with community groups on the ground to implement 
screening and prevention programs, and conducting surveillance efforts via the Viral 
Hepatitis Prevention Coordinator Program. The VHPC program is the only national 
program dedicated to the prevention and control of the hepatitis epidemics.  
 
Despite the great need to combat hepatitis, current funding for CDC DVH stands at only 
$34 million, and has seen only minor increases over the past several years. At currently 
funding levels, the CDC only funds five state health departments and two local health 
departments to conduct minimal surveillance in their jurisdictions. The lack of a 
comprehensive national surveillance system slows the identification of epidemics and 
reduces the ability for public health officials to respond to new outbreaks. The impact is 
devastating. In Scott County, Indiana an outbreak led to nearly 200 people acquiring HIV 
– almost all of whom are also living with HCV – before public health interventions 
prevented additional new infections. Further, from 2011 through 2014, Kentucky 
experienced a 124% increase in infants born to women living with HCV12. Without an 
adequate surveillance system, and because the curative HCV medications are not 
indicated for pregnant women or children, the risk for exposure and mother-to-child 
transmission is likely much greater. 
 
In a December 2016 professional judgment budget estimating the cost to eliminate 
hepatitis, the CDC states “our nation is losing ground in the battle against viral hepatitis – 
infections of which kill more Americans than all other reportable diseases combined,” 
despite the availability of cost-effective prevention, screening, and treatment options. 
Exacerbating the epidemics is the fact that more than half of the people infected are 
unaware of their infection. 
 
The Professional Judgment (PJ) estimates the costs over ten years for DVH to “develop a 
comprehensive national program to prevent viral hepatitis transmission and associated 
liver disease and cancer.” The PJ estimated program costs are $308 million in FY18, and 
$3.9 billion over 10 years.  
 
Fund adult vaccination to prevent HBV.  Vaccines to prevent HBV have been available for 
over 20 years. Vaccinating adults with a complete HBV vaccination series is essential to 
eliminate the virus. Although CDC recommends vaccination for high-risk adults, rates of 
vaccination are low due to lack of dedicated funding for adult vaccine programs, lack of 
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infrastructure for service delivery, and the challenges of completing the current three-
dose vaccination series. A novel two-dose vaccine is being considered for approval by the 
FDA which may improve prevention efforts if CDC’s vaccination efforts are adequately 
funded. 
 
We urge the President-elect to include funding for an adult HBV vaccination program at 
the CDC. While most children are vaccinated against HBV, there are many adults who 
have not benefited from routine childhood immunization. Thus, there is a need to 
prioritize highly vulnerable adults for vaccination. The CDC provides funding to states that 
are integrating vaccination into service programs for persons vulnerable for hepatitis 
(e.g., STD clinics, HIV counseling and testing sites, correctional facilities, and drug 
treatment programs). Despite the need, these funds are not available on an ongoing 
basis. Dedicated funding at the CDC would provide ongoing access to HBV vaccination 
and strengthen the infrastructure necessary for vaccine delivery and uptake of a two-
dose vaccine when the product is available in the marketplace. 
 
Ensure continued federal funding for syringe service programs (SSPs) and increase 
utilization of these programs to prevent hepatitis. Numerous studies have shown SSPs are 
an evidence-based and cost-effective means to prevent hepatitis and HV infections, 
reduce the use of drugs, and help connect people to medical and substance use 
treatment services. However, SSPs are illegal in some states and local jurisdictions, 
thereby increasing the risk of hepatitis and HIV transmission. Increased injection of 
heroin and other opiates have led to outbreaks of HIV and HCV in several parts of the 
country, as discussed above, increasing the need for SSPs. Current legislation allows 
jurisdiction to utilize federal funding for SSPs under certain conditions, with the caveat 
that federal funds may not be used to purchase syringes and may only be used to support 
other elements of SSPs. Jurisdictions have only recently had the opportunity to use some 
of their existing federal funds to support SSPs. 
 
We urge the Administration to work with the Congress to ensure jurisdictions may 
continue to use federal funding for to support elements of SSPs. Additionally, CDC should 
work with jurisdictions to provide education on the importance of these programs, as 
well as technical assistance on how jurisdictions may establish and strengthen 
relationships with SSPs. Additional funding should be provided to CDC to successfully 
implement these fiscally responsible and critically important programs. 
 
Prohibit Public Insurance Policies, including those in Place by Medicaid programs, from 

Restricting Access to Effective, Curative HCV Medications. A combination of relatively high 

drug prices and stigma has created a discriminatory practice by public and private 

insurers that restrict access to new, curative, direct acting antiviral HCV medications. 



 

 

Many state Medicaid programs restrict access to these treatments, despite the legal 

requirement that Medicaid programs provide medically necessary care them, by 

requiring arbitrary abstinence periods prior to covering HCV treatment for people living 

with the infection.  Many Medicaid programs restrict treatment to only the sickest 

patients, without consideration to the treatment guidelines established by the American 

Association for the Study of Liver Diseases (AASLD) and the Infectious Disease Society of 

America (IDSA), or to studies that show that early treatment is both cost-effective and 

leads to better health outcomes for the patient. While programs may be doing this for 

short-term cost savings, requiring patients to progress to severe liver disease requires 

more long-term care and higher costs over time.  

On November 5, 2015, The Centers for Medicare and Medicaid Services (CMS) sent a 

letter to states advising them of the requirement to treat people living with HCV and not 

impose medically unnecessary or unreasonable restrictions (CMS Release No. 172). Since 

that notice, some states have expanded access to the medications, but this has mostly 

come about because of litigation or the threat of litigation, which is a long, arduous, and 

costly process. Patients should not have to rely on state-by-state litigation to ensure 

access to FDA-approved drugs that can cure them of an infectious disease.  

We urge President-elect Trump to instruct CMS to enforce its Notice to State Medicaid 
Agencies and require states to remove restrictive prior authorization requirements; and 
to issue an executive order prohibiting Medicaid programs from denying HCV treatment 
to people with substance use disorders. Additionally, and to discourage and prevent 
future discriminatory insurance practices relative to this community, we urge President-
elect Trump to clarify that substance use disorders are pre-existing conditions that may 
not be used to disqualify policyholders from other medical treatments. 
 
Provide emergency funding to institute a national public health hepatitis treatment 
program. According to the CDC, approximately 90% of people born with HBV will develop 
chronic HBV infection and up to 85% of people with acute HCV infection become 
chronically infected. Effective treatments exist to manage HBV and new direct acting 
antivirals cure HCV in more than 95% of the population. Inadequate resourcing of 
prevention interventions that prioritize disproportionately impacted communities 
facilitate the onward transmission of HBV and HCV. Many of the same tactics used by 
state Medicaid programs to restrict access to HCV curative medications are also used by 
private insurers. These actions conflict with the American Association for the Study of 
Liver Diseases (AASLD) and Infectious Disease Society of America (IDSA), which 
recommends treatment “for all patients with chronic HCV infection…” with narrow 

https://www.medicaid.gov/medicaid-chip-program-information/by-topics/prescription-drugs/downloads/rx-releases/state-releases/state-rel-172.pdf


 

 

exception13. No one living with HCV, including people with substance use disorders, 
should be denied access to curative treatments. Curing someone with HCV not only 
reduces adverse health outcomes and expenditures down the road for that person, it 
also contributes to curbing onward transmission of the virus14.  

 
The establishment of a public health hepatitis treatment program would allow for the 
provision of critical medications to anyone who is uninsured or has been denied 
treatment by their insurer, easing access to treatment for the more than 1 million people 
living with hepatitis and covered by Medicaid. Yet, significant gaps in treatment persist. 
The proposed program will begin to address the public health consequences of HBV and 
HCV transmission among the most vulnerable communities.  
 
Fund Indian Health Services to Expand Screening & Treat American Indians/Native Alaskans 
Living with Hepatitis. American Indian/Native Alaskans have both the highest rates of 
acute HCV infections and the highest HCV-related mortality rate of any racial/ethnic 
group in the United States. Indian Health Services is the primary source of health care for 
this population and, in addition to tribal health departments, is positioned to screen and 
treat HCV among Indian tribes.  
 
We urge the President-elect to include funding for IHS to screen and treat HCV among 
American Indian/Native Alaskans 

 
ADDITIONAL RECOMMENDATIONS 
 
The elimination of hepatitis in the United States requires a cross-agency strategy and 
meaningful collaboration. In addition to the above recommendations for actions within 
the first 100 days of President-elect Trump’s Administration, we offer the following 
additional recommendations related to addressing hepatitis among justice-involved 
people, increasing the proportion of people aware of their hepatitis status, and 
addressing hepatitis among people living with HIV. 
 

RECOMMENDATIONS TO ADDRESS HEPATITIS AMONG JUSTICE-INVOLVED PEOPLE 
 
Direct the Federal Bureau of Prisons to expand HCV screening and lift restrictions on access 
to HCV medications for prisoners. The current guidelines of the Federal Bureau of Prisons 

                                                           
13 AASLD-IDSA. Recommendations for testing, managing, and treating hepatitis C. http://www.hcvguidelines.org. 
Last accessed November 9, 2016. 
14 AASLD-IDSA. Overview of Cost, Reimbursement, and Cost-Effectiveness Considerations for Hepatitis C Treatment 
Regimens. http://www.hcvguidelines.org/full-report/overview-cost-reimbursement-and-cost-effectiveness-
considerations-hepatitis-c-treatment. Last accessed December 19, 2016.  
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(BOP) recommend HCV testing for all sentenced inmates, all inmates with certain clinical 
conditions, and all inmates who request testing for HCV.15 The guidelines for HCV 
recommend dividing prisoners with chronic HCV into three “priority levels” to determine 
whether they are eligible for treatment. Prisoners with more advanced disease 
progression are considered “high priority” for treatment. All prisoners must “abstain 
from high-risk activities” to qualify for treatment, and prisoners who demonstrate “high-
risk behaviors, e.g., injection drug use” are to be treated on an individual basis. The BOP’s 
guidelines for HCV run counter to the testing and treatment recommendations of the 
American Association for the Study of Liver Diseases (AASLD) and Infectious Disease 
Society of America (IDSA).13 Under the AASLD/IDSA recommendations, all persons who 
have been incarcerated should be tested, and all persons with chronic HCV should be 
treated (with few narrow exceptions). These recommendations apply to incarcerated 
individuals, who have a legal right to medical care.16 We ask the President-Elect to 
instruct the BOP to revise its guidelines to accord with the recommendations of the 
AASLD/IDSA. 
 
Urge governors in all states to prioritize funding for state correctional agencies so that 
state prisons can provide more inmates with HCV treatment. An estimated 1.4 million 
prisoners are confined in state prisons, while approximately 191,000 prisoners are 
housed in federal prisons.17 But unlike federal prisons, state correctional agencies lack 
the power to negotiate discounts for the cost of HCV medications. Thus, state prisons pay 
more for costly HCV medications and treat fewer people. Currently, less than one percent 
of prisoners with hepatitis C in state prisons are receiving treatment.18 We ask the 
President-Elect to urge governors across the country to allocate greater funding for state 
prisons, so that state correctional agencies can provide more inmates in state prisons 
with HCV treatment. 
 
Direct the CDC to develop testing recommendations for people in prisons and jails. The 
CDC currently publishes recommendations for populations deemed at risk for HCV, but 
does not include incarcerated persons as an at-risk population. This exclusion runs 
counter to the findings of the American Association for the Study of Liver Diseases 
(AASLD) and Infectious Disease Society of America (IDSA), which list incarceration as a risk 
factor for HCV infection.19 Given that the CDC itself acknowledges that up to a third of 
                                                           
15 Clinical Guidance: Evaluation and Management of Chronic Hepatitis C Virus (HCV) Infection, FEDERAL BUREAU OF 

PRISONS (October 2016), https://www.bop.gov/resources/pdfs/hepatitis_c.pdf. 
16Estelle v. Gamble, 429 U.S. 97 (1976). 
17 E. Ann Carson, Ph.D., Bureau of Justice Statistics (September 2015), 
http://www.bjs.gov/content/pub/pdf/p14.pdf. 
18Beckman A, et al. New Hepatitis C Drugs Are Very Costly And Unavailable To Many State Prisoners. Health Aff 
October 2016 vol. 35:893-1901.  
19AASLD-IDSA. Recommendations for testing, managing, and treating hepatitis C. http://www.hcvguidelines.org. 
Last accessed November 29, 2016. 
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people in prisons and jails have HCV,20 the agency should develop and issue testing 
recommendations for the incarcerated population. We urge the President-Elect to 
instruct the CDC to publish testing recommendations for people in prisons and jails. 
 
Direct the Federal Bureau of Prisons to expand HBV screening and lift restrictions on access 
to HBV treatment for prisoners. 
 
The current guidelines of the Federal Bureau of Prisons (BOP) recommend HBV testing 
for sentenced inmates with certain risk factors.21 Non-sentenced inmates should be 
screened only if they are pregnant, are on chronic hemodialysis and have failed to 
develop antibodies after two series of vaccinations, have elevated ALT levels, display 
signs or symptoms of HBV, or are incarcerated for unspecified long periods of time. The 
BOP recommends that HBV-positive inmates be treated on a case-by-case basis, but lists 
the following indications for initiating therapy: more advanced disease progression; stage 
2/4 fibrosis or moderate/severe inflammation; cirrhosis; HIV coinfection; hepatocellular 
carcinoma; or planned immunosuppressant therapy. These guidelines run counter to the 
testing and treatment recommendations of the American Association for the Study of 
Liver Diseases (AASLD). The AASLD recommends that all inmates of correctional facilities 
be tested for HBV and be vaccinated against HBV if they test negative for the virus.22 In 
addition, the AASLD recommends that all adults with immune-active chronic hepatitis B 
(HBeAg negative or HBeAg positive) receive antiviral therapy.23 We ask the President-
Elect to instruct the BOP to revise its guidelines on HBV screening and treatment to 
accord with the recommendations of the AASLD. 

 
RECOMMENDATION TO INCREASE THE PROPORTION OF PEOPLE AWARE OF THEIR 

STATUS 
 

Increase HBV and HCV screening by encouraging grantees and providers to utilize 
reimbursable preventive services for those with health coverage. Through a combination 
of coverage of preventive services under the Affordable Care Act (ACA) and United States 
Preventive Services Task Force (USPSTF) recommendations in support of HBV and HCV 
testing, there is greater access to reimbursable HBV and HCV screening for certain 
populations across various healthcare payers, including Medicare, Medicaid, and non-

                                                           
20 Hepatitis C and Incarceration, Centers for Disease Control and Prevention (Oct. 2013), 
http://www.cdc.gov/hepatitis/HCV/PDFs/HepCIncarcerationFactSheet.pdf, at 1. 
21 Stepwise Approach for Detecting, Evaluating, and Treating Chronic Hepatitis B Virus Infection, FEDERAL BUREAU OF 

PRISONS (January 2011), https://www.bop.gov/resources/pdfs/hepatitis_b.pdf. 
22 Lok A, et al. AASLD Practice Guideline Update. Chronic Hepatitis B: Update 2009. Hepatology September 2009 
vol. 50. 
23 Terrault N, et al. Practice Guideline. AASLD Guidelines for Treatment of Chronic Hepatitis B. Hepatology  
November 2015. 
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grandfathered ACA plans. Despite this coverage, many CDC grantees and providers are 
not utilizing these reimbursable preventive services for eligible covered beneficiaries. 
 
CDC encourage its grantees to develop billing systems, share best practices, and offer 
technical assistance to its grantees and providers so that they can better access coverage 
of preventive services. This can be accomplished by working with colleagues in both the 
HIV and STD arenas, who share similar needs. Once these systems are established, 
providers should utilize them to increase HBV and HCV screening. 

 
RECOMMENDATIONS TO ADDRESS HEPATITIS AMONG PEOPLE LIVING WITH HIV 

 
Improve coordination between hepatitis and HIV programs within CDC and between CDC 
and SAMHSA. An estimated 25% of people living with HIV are co-infected with HCV, and 
an estimated 10% of people living with HIV are co-infected with HBV24. This large 
population of co-infected individuals, along with similar types of programs and activities, 
present an opportunity for increased synergy between HIV and hepatitis programs at the 
CDC and its grantees. CDC should encourage their hepatitis and HIV programs to 
collaborate and integrate when possible. Better coordination between HIV and hepatitis 
services within CDC can expand the number of people receiving services, as well as 
eliminate duplication of services. 
 
We recommend the CDC and SAMHSA provide technical assistance to grantees to better 
coordinate and co-fund HIV and hepatitis services within their programs and provide 
more and higher quality services to a greater number of people. 
 
Ensure co-infected beneficiaries in the Ryan White HIV/AIDS Program are treated or cured 
of hepatitis. The Ryan White HIV/AIDS Program provides care, medications, and essential 
support services for people living with HIV who are uninsured or underinsured. Due to 
the high number of people who are co-infected with HIV and hepatitis, the Ryan White 
Program also serves as an important partner in combating hepatitis. People with HIV 
should be tested for HBV and HCV, vaccinated for HBV, and treated for HBV and HCV, as 
appropriate. People co-infected with hepatitis and HIV are at an increased risk for 
serious, life-threatening complications, and often have their hepatitis progress faster 
than non-co-infected individuals. Co-infection with hepatitis can complicate the 
management of HIV infection, which means treating hepatitis in co-infected individuals is 
important. While there is not a cure for HIV, there is one for HCV, and people using the 
Ryan White Program should have access to it. 
 

                                                           
24 HIV and Viral Hepatitis. Centers for Disease Control and Prevention, Division of Viral Hepatitis. June 2016. 
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People living with HIV who are co-infected with HCV may be able to receive HCV 
treatment through their state AIDS Drug Assistance Program (ADAP). However, access to 
HCV treatment through the ADAP varies from state to state. While some states have no 
restrictions on using the ADAP funds for HCV medication, others restrict access or may 
not have added the new direct-acting antiviral HCV medications. 
 
Encourage Ryan White grantees to screen all clients for HBV and HCV and treat all those 
who are co-infected. Encourage all state ADAPs to add HCV curative drugs to their 
formularies and remove any restrictions on HCV treatment. Launch an awareness 
campaign for both patients and providers about how ADAP can cover HCV treatments for 
people using Ryan White services, and provide best practices and technical assistance to 
encourage robust uptake. 
 
We look forward to working with President-elect Trump, his transition team, and 
Administration to position the United States as a leader in the elimination of hepatitis. 
We hope to meet with your office soon to discuss the above recommendations, and 
additional actions that the Administration can take to ensure all people living with 
hepatitis are identified and linked to affordable treatment. If you have any questions, or 
to discuss the enclosed recommendations further, please contact Mariah Johnson, 
Hepatitis Appropriations Partnership Coordinator, at 202-434-8042 or 
mjohnson@NASTAD.org.   
 
The following organizations endorse the above recommendations to the Transition Team 
of the Trump Administration: 
 
The Hepatitis Appropriations Partnership 
National Alliance of State & Territorial AIDS Directors 
[List in Formation] 
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