INTRODUCTION

Integrating Viral Hepatitis Prevention
into Public Health Programs

Serving People at High Risk

for Infection: Good Public Health

Viral hepatitis caused by infection with hepatitis A virus (HAV), hepatitis B virus
(HBV), and hepatitis C virus (HCV) is a major public health problem in the
United States. In 2005, there were an estimated 19,000 new cases of hepatitis A,
15,000 new cases of hepatitis B, and 20,000 new HCV infections.' In addition, at
least 1.25 million people have chronic HBV infection and 3.2 to 4 million people
are estimated to have chronic HCV infection, which can cause liver cirrhosis,
liver cancer, liver failure, and death.'” By comparison, about 1 million people
in the United States have human immunodeficiency virus (HIV) infection.*
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WHY INTEGRATE?

With overlapping risk factors for transmission of viral hepatitis and HIV infec-
tions and limited public health resources, integrating services makes good
public health sense.

Overlapping transmission risk factors

The risk factors for sexual and blood-borne transmission of HBV, HCV, and
HIV infection overlap substantially. For example, injection drug users (IDUs)
consistently account for 15% to 20% of reported acute HBV infections,>”
approximately 10% of HIV infections,® and approximately 60% of HCV infec-
tions.? Incidence of HBV infection among susceptible IDUs ranges from 10 to
31 per 100 person-years,”!* and incidence of HCV infection among young IDUs
ranges from 9 to 34 per 100 person-years.'"'?

Among heterosexuals, high-risk sex (e.g., multiple partners) has consistently
been reported by 30% to 35% of people with acute HBV infection who reported
risk factors.™® Although sexual transmission of HCV appears to be inefficient
compared with HBV and HIV, between 15% and 20% of prevalent HCV infec-
tions are thought to have resulted from sexual transmission."* However, among
men who have sex with men (MSM)—who accounted for about 24% of acute
HBV infections from 2001 to 20057 and an estimated 51% of HIV/aquired
immunodeficiency syndrome (AIDS) cases from 2001 to 2005*—HCV sero-
prevalence is no greater than among heterosexual men.*'*

Many opportunities exist to prevent HIV and viral hepatitis infections in
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public health settings, such as HIV counseling and
testing sites, sexually transmitted disease (STD) clin-
ics, substance abuse treatment programs, and jails and
prisons. Unfortunately, many of these opportunities
are missed. For example, among STD clients, evidence
of past HBV infection ranges from 10% to 40%;"'°
serologic evidence of past or present HCV infection
in one STD clinic was 5% for all clients and 50% for
IDU clients, most of whom had not received follow-up
medical care."!® In addition, although hepatitis B vacci-
nation has been recommended for MSM since the early
1980s,” vaccination rates among MSM remain low and
infection rates high, despite reported visits to private
medical care providers or to public health programs
for HIV counseling and testing and STD services.”
Finally, in a study of adults with reported acute HBV
infection from 2001 to 2004, 61% reported a history
of incarceration, drug treatment, or STD treatment,
but they were not vaccinated in these settings, despite
recommendations.’

Consider this hypothetical case, where hepatitis ser-
vices are not integrated into an STD clinic program:

Mary, a 27-year-old sex worker;, goes to a public STD clinic
because she has a purulent vaginal discharge. The clinician
asks Mary about risk factors for HIV. Mary discloses that
her boyfriend is an IDU and she occasionally injects drugs.
She has not been vaccinated against hepatitis A or B. Mary
lests positive for gonorrhea and is treated for this infection.
She accepts a rapid HIV test, and the result is negative. The
clinician refers Mary to the immunization clinic for hepatitis
vaccination and recommends that she see her private physician
Jfor an HCV antibody (anti-HCV) test. Mary thought about
going to the immunization clinic the next day but was too
busy. Because Mary did not have a primary care doctor or
health insurance and she was concerned about cost, she did
not make an appointment for an anti-HCV lest.

Integration is good public health

Integrating viral hepatitis prevention and control
activities into existing public health programs serving
people at high risk for infection makes good public
health sense, especially with decreasing resources for
public health programs and services. Integration,
beginning with HIV and STD programs, has been
advocated by many public health providers, agencies,
and national organizations.'™ In 1998, the Associa-
tion of State and Territorial Health Officials advocated
integrating overlapping and/or duplicated services
“into a seamless system . . . to improve service delivery
to populations who are experiencing related diseases
such as HIV/AIDS, sexually transmitted diseases, and
tuberculosis.”®! In part because of concerns about
increasing STD /HIV co-infection among MSM, in 2002,
the national organizations of AIDS and STD directors

stated that the “lack of integration between STD and
HIV prevention services is one of the barriers to more
effective programs.” Others extended this approach to
integrating viral hepatitis services (primarily hepatitis C
testing) and HIV counseling and testing to improve
services for clients with multiple risk factors seen in
drug treatment and addiction service programs.*#

With the benefit of an integrated approach, recon-
sider our hypothetical case, Mary, the 27-year-old sex
worker, described earlier:

After recetving the prescribed treatment for gonorrhea, Mary
recetves the first doses of hepatitis A vaccine and hepatitis B
vaccine and has blood drawn for an anti-HCV test. Mary
returns a month later for her anti-HCV test result, at which
time the counselor tells her that she is anti-HHCV positive,
explains the test result, and provides counseling about alcohol
risk, substance abuse treatment, and the use of sterile syringes
and safer injection techniques, in case Mary is not ready to
stop injecting or enter a treatment program. She receives a
second dose of hepatitis B vaccine. However, plans for medi-
cal/health-care evaluation and follow-up of Mary’s positive
anti-HCV test could not be made because no doctor or clinic
is accepting uninsured patients.

CDC SUPPORT FOR INTEGRATING
VIRAL HEPATITIS SERVICES

An early milestone of the Centers for Disease Control
and Prevention (CDC) support for program integra-
tion was the formation in 1995 of a National Center
for HIV, STD, and TB Prevention, one goal of which
was to promote collaboration across STD and HIV
programs.** Although CDC'’s viral hepatitis program
was in a separate center until 2006, increasing aware-
ness of and concern about hepatitis C in the late 1990s
provided new momentum for viral hepatitis prevention.
CDC published recommendations for HCV prevention
and control in 1998,° followed by a national strategy
in 1999.%

Although some CDC funding supported viral hepa-
titis education and training, surveillance, and evalu-
ation research, the bulk of hepatitis funds through
the Division of Viral Hepatitis (DVH) have supported
Hepatitis C Coordinators® and integration of viral
hepatitis services into state and local programs. The first
program funds were awarded to the San Diego County
STD Program in 1997 to support a demonstration
project to integrate hepatitis B vaccination into STD
clinic services.?” In 1999, DVH funding for hepatitis
activities supported three city/county public health
departments to integrate viral hepatitis services into
STD and/or HIV programs. In 2000, additional DVH
funding for three to four years to catalyze integration
of viral hepatitis services into existing programs was
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awarded to 15 state or large city/county health depart-
ments and to several Indian Health Service supported
programs. These funds were used to expand program
activities in staff training, data collection and tracking,
patient education and outreach, and direct services
for hepatitis A and B vaccination and for hepatitis C
counseling, testing, and referral. CDC’s Division of
HIV/AIDS Prevention (DHAP) supported DVH in
these initiatives, in part to help combat complacency
about HIV/AIDS, and to help HIV prevention efforts
by attracting people at risk who were interested in viral
hepatitis services, particularly hepatitis C testing.

The peak annual funding for program services,
which did not include funds to purchase adult hepati-
tis A and B vaccine, was $2.5 million (2001). Although
DVH funding for integrated viral hepatitis prevention
services ended in 2004, DVH has continued to support
Hepatitis C Coordinators since 1999 and currently sup-
ports 52 coordinators based in state and local health
departments, who serve as a focal point for integrat-
ing viral hepatitis prevention and control activities in
public health programs.

In the past two years, additional efforts across CDC
program areas have begun to address viral hepatitis
prevention. For example, in 2005, DHAP began to
allow grantees to request using HIV funds for anti-HCV
testing, and in 2006,** CDC’s National Immunization
Program encouraged use of existing immunization
program funds to purchase adult hepatitis A and B
vaccines for use in high-risk settings.?

LESSONS LEARNED FROM
INTEGRATING VIRAL HEPATITIS SERVICES

For this supplement, successful viral hepatitis integra-
tion is defined as the implementation of recommended
viral hepatitis prevention services (e.g., vaccination,
counseling, testing, referral) by well-trained and sup-
portive health professionals serving people at high risk
for infection, with high acceptance rates by clients, and
little or no adverse impact on existing core services
(e.g., STD/HIV services). Many state and local health
departments have mounted successful viral hepatitis
prevention service initiatives. For example, at its peak,
the San Diego County STD hepatitis B vaccination
project provided a first dose of hepatitis B vaccine
to nearly 80% of eligible clients.?” Other successful
integration efforts documented in this supplement
include (I) six STD clinics administering a median of
28 vaccinations per 100 client visits;**~*? (2) widespread
hepatitis A and B vaccination of adults by local health
departments in New York State;” (3) statewide integra-
tion of hepatitis A and B vaccination and hepatitis A, B,

and C counseling and testing in Florida public health
clinics;* (4) statewide integration of hepatitis C coun-
seling and testing in HIV/STD programs in Texas;*
(5) aNew York State program to improve continuity of
hepatitis C antiviral therapy for inmates released from
state prisons;* and (6) integration of hepatitis A and
B vaccination for drug treatment program clients in
Hartford, Connecticut.”

Other reports in this supplement describe strategies
to efficiently target and/or attract high-risk people
for recommended services, including (/) a California
HIV program wherein hepatitis C testing was shown
to increase acceptance of HIV testing;® (2) a New
York City STD clinic where IDUs accessing STD clinic
services to get hepatitis C testing also accepted STD
and HIV services, and new STDs and HIV infections
were diagnosed and treated or referred;* (3) a study of
positive anti-HCV tests among MSM who did not inject
drugs compared with other men in three urban city
STD and HIV programs;'* and (4) an economic analysis
of targeted anti-HCV testing in STD clinics.*

Keys to success

Experience in viral hepatitis integration identified the
following keys to success: (I) availability of low-cost or
free hepatitis vaccines and anti-HCV testing on-site to
clients during a single encounter; (2) ability to offer
hepatitis B vaccination to all clients, eliminating the
need to screen for risk factors; (3) clinic and pro-
gram staff recognition of the importance and value
of adding hepatitis services for atrisk adults; (4) staff
training in viral hepatitis; (5) local and state funding
of viral hepatitis integration activities; and (6) strong
leadership support of integration efforts at the state
and local levels.

Barriers and challenges
Lack of adequate or sustained funding and resources
for on-site viral hepatitis activities was identified as a
barrier by most programs reporting in this supple-
ment. Additional barriers to integration included
(1) categorical CDC funding, i.e., separate program
funding for STD, HIV, viral hepatitis, and immuniza-
tion;*! (2) limited sources of health care for low-income
or uninsured/underinsured people testing anti-HCV
positive;*#234% ( 3) inability of program data systems to
adequately and efficiently track services and client data
for multiple relevant infections and vaccinations;*-%%
and (4) the recent move to finger-stick-based rapid
HIV testing, which requires an additional blood draw
for anti-HCV testing and a client return visit several
weeks later to receive test results.

Other factors that challenged efficient and effective
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integration included (1) staff offering anti-HCV testing
to clients without documented risk factors;?1#%335 ( 2)
low rate of completion of the hepatitis A or hepatitis B
vaccine series;*3%% (3) increased stress and demand
on staff, especially counseling for the large number
of clients testing anti-HCV positive;*” and (4) recent
local and state government budget crises leading to
substantial cutbacks in viral hepatitis services.”**%

This supplement includes viewpoints and com-
mentaries that address many of these barriers and
challenges, including (1) access to and models for care
of people identified with positive anti-HCV test results
in the public sector;*** (2) vaccination of high-risk
adults;* and (3) data systems and other infrastructure
barriers, such as categorical funding.?**' In addition,
CDC describes progress in bringing together related
prevention programs on a national level and promot-
ing a comprehensive approach to prevention of HIV,
STD, and viral hepatitis;** and the Substance Abuse
and Mental Health Services Administration (SAMHSA)
describes several new federal programs to advance
integration of viral hepatitis prevention into drug
treatment programs.**

CONCLUSIONS

Reports in this supplement add to the growing evidence
that viral hepatitis prevention services can be success-
fully integrated into existing public health programs
serving atrisk adults. The tremendous (96%) decline
in reported incidence of acute hepatitis B among
children and adolescents under age 19 from 1990 to
2005 is likely due to the successful implementation of
universal infant (1991) and childhood and adolescent
(1996) hepatitis B vaccination recommendations.”
Even with limited implementation of high-risk adult
hepatitis B vaccination recommendations, there has
been a 76% decline in reported acute hepatitis B
among adults aged 19 or older during this period, and
young adults are increasingly reporting having already
been vaccinated.® This, and an increase in STD clients
also reporting already having been vaccinated,”*? are
indicators that the demand for resources to imple-
ment high-risk adult hepatitis B vaccination is likely
to decrease over the next decade.

In contrast, the burden of chronic HCV infection is
predicted to increase over the next decade, as more of
the large number of people who were infected more
than 20 years ago develop complications of long-term
hepatitis C.**” With increased anti-HCV testing in pub-
lic health settings serving high-risk adults, it is possible
that many of the estimated 50% of people who are
currently infected and do not know it* will be identi-
fied. It is also likely that many people identified with

positive anti-HCV test results in these settings will be
uninsured or underinsured and thus unable to access
medical evaluation and follow-up.*** To meet these and
future needs, U.S. policy makers will need to consider
creating systems for training more health providers
to deliver care for people with hepatitis C,** as well as
funding and reimbursement systems modeled on or
expanding such programs as the AIDS Education and
Training Centers and Ryan White CARE Act.**

Some promising initiatives from CDC and
SAMHSA?4%829874 are underway to promote the inte-
gration of adult hepatitis A and B vaccination and
hepatitis C counseling and testing in STD, HIV, and
other public health programs. However, the challenge
now is to overcome existing barriers to integration at
all levels: federal, state, and local.

The authors thank Jennie Harris and Susan Murchie of RTI
International: Jennie Harris for her creation of the hypothetical
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comments on the text, and Susan Murchie for her careful editing
and constructive comments on the text of this and many other
reports in this supplement.

REFERENCES

1. Centers for Disease Control and Prevention (US), National Center
for Infectious Diseases, Viral Hepatitis Surveillance. Disease bur-
den from hepatitis A, B, and C in the United States. 2005 [cited
2006 Nov 24]. Available from: URL: http://www.cdc.gov/ncidod/
diseases/hepatitis/resource/dz_burden.htm

2. Armstrong GL, Wasley A, Simard EP, McQuillan GM, Kuhnert WL,
Alter M]. The prevalence of hepatitis C virus infection in the United
States, 1999 through 2002. Ann Intern Med 2006;144:705-14.

3. Edlin BR. Five million Americans infected with the hepatitis G
virus: a corrected estimate (abstract #44). 56th Annual Meeting
of the American Association for the Study of Liver Diseases; 2005
Nov 11-15; Boston, Massachusetts. In: Hepatology 2005;42 (4 Suppl
1):213A.

4. Glynn M, Rhodes P. Estimated HIV prevalence in the United
States at the end of 2003. Abstract no. T1-B1101. Proceedings of
the National HIV Prevention Conference; 2005 Jun 12-15; Atlanta,
Georgia. Abstract 595. Also available from: URL: http://www
.aegis.com/conferences/NHIVPC/2005/T1-B1101.pdf [cited 2006
Nov 24].

5. Goldstein ST, Alter M], Williams IT, Moyer LA, Judson FN, Mot-
tram K, et al. Incidence and risk factors for acute hepatitis B in the
United States, 1982-1998: implications for vaccination programs.
J Infect Dis 2002;185:713-9.

6. CDC (US). Hepatitis surveillance report no. 61. Atlanta: Depart-
ment of Health and Human Services, CDC; 2006 [cited 2006 Nov
24]. Available from: URL: http://www.cdc.gov/ncidod/diseases/
hepatitis/resource/PDFs/hep_surveillance_61.pdf

7. CDC (US). A comprehensive immunization strategy to eliminate
transmission of hepatitis B virus in the United States: recommen-
dations of the Advisory Committee on Immunization Practices
(ACIP), part II: immunization of adults. MMWR Recomm Rep
2006;55(RR-16):1-25. Also available from: URL: http://www.cdc
.gov/mmwr/PDF/rr/rr5516.pdf [cited 2007 Jan 8].

8. CDC (US). Estimated numbers of cases of HIV/AIDS, by year of
diagnosis and selected characteristics, 2001-2005—33 states and
U.S. dependent areas with confidential name-based HIV infection
reporting. HIV/AIDS surveillance report, 2005. Vol. 17. Atlanta:
Department of Health and Human Services, CDC; 2006. Also
available from: URL: http://www.cdc.gov/hiv/topics/surveillance /
resources/reports/2005report/tablel.htm [cited 2007 Jan 15].

9. Recommendations for prevention and control of hepatitis C virus

Pusric HEALTH REPORTS / 2007 SUPPLEMENT 2 / VOLUME 122



INTEGRATING VIRAL HEPATITIS PREVENTION INTO PUBLIC HEALTH SETTINGS

&b

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

(HCV) infection and HCV-related chronic disease. MMWR Recomm
Rep 1998;47 (RR-19):1-39. Also available from: URL: http://www.cdc
.gov/mmwr/PDF/rr/rr4719.pdf [cited 2006 Nov 24].

Des Jarlais DC, Diaz T, Perlis T, Vlahov D, Maslow C, Latka M, et al.
Variability in the incidence of human immunodeficiency virus, hep-
atitis B virus, and hepatitis Cvirus infection among young injecting
drug users in New York City. Am | Epidemiol 2003;157:467-71.
Des Jarlais DC, Fisher DG, Newman JC, Trubatch BN, Yancovitz M,
Paone D, et al. Providing hepatitis B vaccination to injection drug
users: referral to health clinics vs. on-site vaccination at a syringe
exchange program. Am ] Public Health 2001;91:1791-2.

Hahn JA, Page-Shafer K, Lum PJ, Bourgois P, Stein E, Evans JL,
et al. Hepatitis C virus seroconversion among young injection drug
users: relationships and risks. J Infect Dis 2002;186:1558-64.
Wasley A, Alter MJ. Epidemiology of hepatitis C: geographic differ-
ences and temporal trends. Semin Liver Dis 2000;20:1-16.
Buffington ], Murray PJ, Schlanger K, Shih L, Badsgard T, Hennessy
RR, et al. Low prevalence of hepatitis C virus antibody in men who
have sex with men who do not inject drugs. Public Health Rep
2007;122(Suppl 2):63-7.

Gunn RA, Murray PJ, Ackers ML, Hardison WG, Margolis HS.
Screening for chronic hepatitis B and C virus infections in an
urban sexually transmitted disease clinic: rationale for integrating
services. Sex Transm Dis 2001;28:166-70.

Mark KE, Murray PJ, Callahan DB, Gunn RA. Medical care and
alcohol use after testing hepatitis C antibody positive at STD
clinic and HIV test site screening programs. Public Health Rep
2007;122:37-43.

MacKellar DA, Valleroy LA, Secura GM, McFarland W, Shehan
D, Ford W, et al. Two decades after vaccine license: hepatitis B
immunization and infection among young men who have sex with
men. Am | Public Health 2001;91:965-71.

Jourden J, Etkind P. Enhancing HIV/AIDS and STD prevention
through program integration. Public Health Rep 2004;119:4-11.
Also available from: URL: http://www.publichealthreports.org/
userfiles/119_1/119004.pdf [cited 2006 Nov 24].

Frieden TR, Das-Douglas M, Kellerman SE, Henning K]J. Apply-
ing public health principles to the HIV epidemic. N Engl | Med
2005;353:2397-402.

National Coalition of State and Territorial AIDS Directors and
National Coalition of STD Directors. STD/HIV Prevention integra-
tion; 2002 [cited 2006 Dec 8]. Available from: URL: http://www
ncsddc.org/docs/STDHIVIssuePaperFinal.pdf

Association of State and Territorial Health Officials. The integra-
tion of HIV/AIDS, STD, and TB prevention and control programs;
September 1998 [cited 2006 Nov 24]. Available from: URL: http://
www.astho.org/pubs/integration%200f%20prevention %20and %
20control%20progs.pdf

Hoffman HL, Castro-Donlan CA, Johnson VM, Church DR.
The Massachusetts HIV, hepatitis, addiction services integration
(HHASI) experience: responding to the comprehensive needs
of individuals with co-occurring risks and conditions. Public
Health Rep 2004;119:25-31. Also available from: URL: http://www
.publichealthreports.org/userfiles/119_1/119025.pdf [cited 2006
Nov 24].

Strauss SM, Astone JM, Des Jarlais DC, Hagan H. Integrating
hepatitis C services into existing HIV services: the experiences of
a sample of U.S. drug treatment units. AIDS Patient Care STDS
2005;19:78-88.

Ward JW, Fenton KA. CDC and progress toward integration of
HIV, STD, and viral hepatitis prevention. Public Health Rep 2007;
122 (Suppl 2):99-101.

CDC (US). National hepatitis C prevention strategy; 2001 [cited
2006 Nov 24]. Available from: URL: www.cdc.gov/ncidod/diseases/
hepatitis/c/plan /strategy.pdf

CDC (US). Hepatitis C coordinator web site portal [cited 2007 Jan
5]. Available from: URL: http://www.cdc.gov/ncidod/diseases/
hepatitis/resource/coordinators_portal.htm

CDC (US). Hepatitis B vaccination among high-risk adolescents
and adults—San Diego, California, 1998-2001. MMWR Morb
Mortal Wkly Rep 2002;19;51(28):618-21. Also available from: URL:
http://www.cdc.gov/mmwr/preview/mmwrhtml/mmb5128a3.htm
[cited 2006 Nov 24].

Fenton KA, Shuchat A. Memorandum on adult hepatitis B vac-
cination; October 10, 2006 [cited 2007 Jan 5]. Available from:

29.

30.

31.

32.

34,

35.

36.

37.

38.

40.

41.

42.

43.

44,

45.

46.

47.

48.

49.

50.

URL: http://www.cdc.gov/nchstp/od/Dear_colleague/docs/317
fundforHepB10%208%202006.pdf

Rodewald LE, Tan LJ. Balancing the childhood immunization
program with the urgent needs for adult hepatitis Bimmunization.
Public Health Rep 2007;122(Suppl 2):52-4.

Harris JL, Jones TS, Buffington J. Hepatitis B vaccination in six STD
clinics in the United States committed to integrating viral hepatitis
prevention services. Public Health Rep 2007;122(Suppl 2):42-7.
Zimmerman R, Finley C, Rabins C, McMahon K. Integrating viral
hepatitis prevention into STD clinics in Illinois (excluding Chicago),
1999-2005. Public Health Rep 2007;122(Suppl 2):18-23.
Subiadur ], Harris JL, Rietmeijer CA. Integrating viral hepatitis
prevention services into an urban STD clinic: Denver, Colorado.
Public Health Rep 2007;122(Suppl 2):12-7.

Herlihy EJ, Klein SJ, Newcomb ML, Blog DS, Birkhead GS. Expan-
sion of adult hepatitis A and B vaccination in STD clinics and other
settings in New York State. Public Health Rep 2007;122(Suppl
2):36-41.

Baldy LM, Urbas C, Harris JL, Jones TS, Reichert PE. Establishing
a viral hepatitis prevention and control program: Florida’s experi-
ence. Public Health Rep 2007;122(Suppl 2):24-30.

Heseltine G, McFarlane J. Texas statewide hepatitis C counseling and
testing, 2000-2005. Public Health Rep 2007;122(Suppl 2):6-11.
Klein SJ, Wright LN, Birkhead GS, Mojica BA, Klopf LC, Klein LA,
et al. Promoting HCV treatment completion for prison inmates:
New York State’s Hepatitis C Continuity Program. Public Health
Rep 2007;122(Suppl 2):83-8.

McLaughlin P. Viral hepatitis vaccination in an opioid treatment
program: Hartford, Connecticut, 2002-2005. Public Health Rep
2007;122(Suppl 2):48-51.

Stopka TJ, Marshall C, Bluthenthal RN, Webb DS, Truax SR. HCV
and HIV counseling and testing integration in California: an innova-
tive approach to increase HIV counseling and testing rates. Public
Health Rep 2007;122(Suppl 2):68-73.

Hennessy RR, Weisfuse IB, Schlanger K. Does integrating viral
hepatitis services into a public STD clinic attract injection drug
users for care? Public Health Rep 2007;122(Suppl 2):31-5.
Honeycutt AA, Harris JL, Khavjou O, Buffington J, Jones TS, Rein
DB. The costs and impacts of testing for hepatitis C virus antibody in
public STD clinics. Public Health Rep 2007;122(Suppl 2):55-62.
Whiticar P, Liberti T. Advancing integration of HIV, STD, and
viral hepatitis services: state perspectives. Public Health Rep
2007;122(Suppl 2):91-5.

Zevin B. Managing chronic hepatitis C in primary-care settings:
more than antiviral therapy. Public Health Rep 2007;122(Suppl
2):78-82.

Arora S, Thornton K, Jenkusky SM, Parish B, Scaletti JV. Project
ECHO: linking university specialists with rural and prison-based
clinicians to improve care for people with chronic hepatitis C in
New Mexico. Public Health Rep 2007;122(Suppl 2):74-7.

Kresina TF, Hoffman K, Lubran R, Clark HW. Integrating hepatitis
services into substance abuse treatment programs: new initiatives
from SAMHSA. Public Health Rep 2007;122(Suppl 2):96-8.
Hepatitis B vaccination coverage among adults—United States, 2004.
MMWR Morb Mortal Wkly Rep 2006;55(18):509-11. Also available
from: URL: http://www.cdc.gov/mmwr/preview/mmwrhtml/
mmb518a3.htm?s_cid=mmb518a3_e [cited 2006 Nov 24].
Armstrong GL. Commentary: modeling the epidemiology of
hepatitis C and its complications. Int ] Epidemiol 2003;32:725-6.
Perz JF, Alter M]. The coming wave of HCV-related liver disease:
dilemmas and challenges. ] Hepatol 2006;44:441-3.

Wasley A, Finelli L, Bell BP, Alter MJ. The knowledge and behavior
of HCV-infected persons identified in a national seroprevalence
survey, United States, 2001-2004. Abstract [Poster 445]. Proceed-
ings of the 12th International Symposium on Viral Hepatitis and
Liver Disease; 2006 Jul 1-5; Paris, France.

Health Resources and Services Administration (US). HIV/AIDS
Bureau. Education and training: AIDS education and training
centers [cited 2006 Oct 20]. Available from: URL: http://hab.hrsa
.gov/educating.htm

Health Resources and Services Administration (US). Ryan White
CARE Act [cited 2006 Oct 20]. Available from: URL: http://hab
.hrsa.gov/history.htm

Pusric HEaLTH REPORTS / 2007 SUPPLEMENT 2 / VOLUME 122



