
 

HEPATITIS C TREATMENT OVERVIEW 
 
BACKGROUND     
 
According to the Centers for Disease Control and Prevention (CDC), Hepatitis C (Hep C) is a blood-
borne viral infection of the liver that is most commonly transmitted by the sharing of needles or 
other percutaneous exposure to infected blood.1,2 Hep C infection can be an acute illness, but for 
over half of individuals infected, it develops into a chronic infection.  Chronic Hep C infection can 
lead to long-term health problems and even death.1  Hep C infection is also a major cause of liver 
transplants.3 Between 2013-2016, it was estimated that 2.4 million people were living with Hep C 
in the United States.4  There are 6 main genotypes of the hepatitis C virus (HCV) along with 
subtypes that are based on the virus’ genetic makeup.5  The specific genotype an individual carries 
determines treatment. 
 
For many years, interferon (IFN)-based therapies combined with ribavirin (RBV) were the mainstay 
of treatment for chronic hepatitis C (CHC), however, treatment response was suboptimal.   In 2013 
with the release of the direct-acting antiviral (DAA) sofosbuvir, a new era in HCV treatment 
began.6  These second generation DAA agents have been shown to produce high levels of 
sustained virologic response (SVR) and are now the standard treatment for CHC.7  
 
Medicaid’s current Universal Preferred Drug List (UPDL) category for Hep C treatments is below 
(Figure 1).  The current preferred DAA agents are branded Mavyret® and sofosbuvir/velpatasvir 
(generic Epclusa®).  
 
FIGURE 1: MS Medicaid’s UPDL for Hepatitis C Treatments. 

 

 
 
 
MS-DUR was asked to provide a treatment overview of hepatitis C among Medicaid beneficiaries 
since the introduction of the second generation DAAs in 2013. 
 



 

METHODS   
 
A retrospective database analysis was conducted using Mississippi Medicaid fee-for-service (FFS) 
and coordinated care organization [CCOs: Magnolia Health (MAG), Molina Healthcare (MOL), and 
UnitedHealthcare (UHC)] claims. Beneficiaries prescribed direct-acting antivirals (DAAs) were 
identified between January 1, 2013 and December 31, 2019.  
 
RESULTS   
 
Descriptive characteristics of beneficiaries who were treated by the DAAs are presented in Table 1. 
Age and health plan were assessed as of the date for the first DAA claim in the analysis period. 
 

 
• A total of 1,345 beneficiaries have been treated with DAAs since January 2013. 
• 75.4% (1,014) were 45 years or older. 
• 52.9% (712) were female. 
• 59.7% (803) were Caucasian. 

 



 

The overall utilization of DAAs was analyzed using pharmacy point-of-sale (POS) claims data to 
identify the number of DAA prescription fills as well as the number of treated beneficiaries in each 
quarter stratified by pharmacy program (Tables 2a/2b).  A red line in the tables represents the 
point in time when the Complex Pharmacy Care (CPC) was initiated in FFS.  The CPC program was 
designed to help ensure that complex and high-cost pharmaceuticals are only used in the correct 
patient and that they are taken as intended.  The agents used in the treatment of Hep C fall under 
the CPC program management in FFS. 

          
 

• Although the first breakthrough DAA agent received FDA approval in late 2013, it appears 
that utilization of DAA therapies for the treatment Hep C in Medicaid substantially 
increased around Q2 2015. 

• On average, 151 beneficiaries have been treated with DAAs each quarter since Q4 2016. 
 
 



 

In order to determine the total dollars paid on Hep C treatment, quarterly cost of DAA regimens 
(DAA plus supplementary drug, e.g. ribavirin and/or interferon) was measured and stratified by 
pharmacy plans (Table 3).  (Paid amounts represent the amount reported on claims as paid to the 
pharmacy.  These amounts do not reflect final actual costs after rebates, etc.) 
 

 
 

• There has been a marked decrease in total spend on Hep C treatments across all programs 
since Q4 2016.  This could be the result of patient management programs across pharmacy 
plans. 



 

The provider types associated with DAA prescription claims are summarized in Table 4. 
Adjustments were made for some nurse practitioners according to the records of physician-type 
or practice-type they were affiliated. 

• 43.8% (1,658) of DAA claims were associated with gastroenterology. 
 

 
 



 

For individuals receiving DAA therapy, it is 
recommended they receive quantitative HCV RNA 
level testing to determine treatment response.8,9 HCV 
RNA level testing results cannot be obtained through 
claims data.  As an alternative, MS-DUR examined the 
number of DAA treatments beneficiaries received 
(Table 5). It could be assumed that beneficiaries 
receiving 1 treatment with DAA therapy were more 
likely to have experienced a positive treatment 
response. 

• 96.1% of beneficiaries received 1 treatment 
with DAA therapy. 

 
Table 6 displays the overall distribution of beneficiaries across various DAA treatment regimens 
stratified by program. 
 

 



 

Tables 7 and 8 examine completion rates for DAA therapies since 2013.  Completion of therapy 
was based on the number of days supply equal to or exceeding the days supply for the shortest 
approved regimen for a product. Beneficiaries were excluded if their initiation date did not allow 
them to complete therapy before the study period ended.  Treatment was considered complete if 
days’ supply were at least equal to the minimum days of therapy approved for that product.  A 30-
day treatment gap was allowed in determining completion.  Pharmacy program was flagged at the 
start and end of each treatment episode. A beneficiary was flagged as plan switching if they were 
enrolled in different pharmacy programs at the start and end of each treatment episode. 
Continuous Medicaid eligibility was assessed during each treatment episode. 

 

 
• Overall, 89.7% of beneficiaries that started DAA during the entire study period completed 

therapy. 
• Of those that did not complete therapy: 

o 16 lost enrollment 
o 33 switched pharmacy plans 



 

In Table 8 completion rates were further analyzed by pharmacy program and time period 
excluding beneficiaries that lost eligibility during treatment. 
 

 
 

• Overall completion rates improved across all programs from 87.5% to 92% when 
comparing the 2 time periods.  This improvement could be related to patient management 
programs. 

• Beneficiaries that switched programs during their treatment period had a higher 
likelihood of not completing therapy. 

 
A major complication associated with chronic HCV infection is liver transplantation.  In the past 
HCV infection has been cited as the most common indication for liver transplantation.10  With the 
introduction of DAA therapy into the treatment landscape for HCV, the leading indications for liver 
transplantation are shifting toward alcoholic liver disease and nonalcoholic fatty liver disease.11 By 
utilizing DAA therapy among chronic HCV patients, it is expected that the need for liver 
transplantation would be reduced.   
 
Table 9 shows the proportion of beneficiaries diagnosed with Hep C that experienced liver 
transplant.  The proportion of patients diagnosed with Hep C that were not prescribed a DAA and 
received a liver transplant during the study period was 1.44%, whereas the proportion of patients 
prescribed DAA therapy that received a liver transplant was 0.74%.  
 
 



 

 
 
CONCLUSIONS 
 
Chronic HCV infection can be a debilitating and deadly disease.  With the introduction of DAA 
therapy for the treatment of HCV infection, outcomes have changed dramatically.  MS Medicaid 
has treated 1345 beneficiaries with DAA therapy since 2013.  Overall completion rates for DAA 
therapy across all pharmacy programs since 2013 was at 89.7% with overall completion rates since 
Q4 2016 increasing to 92% across all pharmacy programs. One area with frequent suboptimal 
completion rates is among those beneficiaries that switch pharmacy programs during DAA 
therapy. From data analysis, it appears that treatment with DAA therapy reduced the proportion 
of Hep C positive beneficiaries that received liver transplant during the study period. 
 
RECOMMENDATIONS 
 
 1.     MS-DUR recommends DOM restrict the switching of pharmacy programs by beneficiaries 
while undergoing DAA therapy. 
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