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T he United States medical system is poorly aligned to treat 

patients with hepatitis C, much like a square peg in a round 

hole. Instead of addressing the myriad characteristics that 

constitute the whole person, providers see patients during preas-

signed and inflexible times to address singular medical concerns. 

New technologies have modified means of communication with 

providers; however, the structure of patient communication has 

remained stagnant and in favor of the busy provider. There have 

been tremendous advances in hepatitis C treatment,1 with little 

innovation of the patient experience. 

Prescriptive authorities have expanded to allow advanced 

practitioners (eg, nurse practitioners, physician assistants) to 

prescribe hepatitis C treatment. Other essential aspects of the 

patient experience—time of day, ability to change appointments, 

and the check-in process—have remained quite the same. If a 

patient does not meet these expectations, they may be unable to 

initiate and engage in care. Patients with hepatitis C cite additional 

systems-level barriers such as lack of coordination between 

hepatitis C treatment providers and other providers.2 Considering 

these factors, it is quite possible to see why many patients with 

hepatitis C do not receive treatment. 

Hepatitis C treatment is particularly inaccessible in rural areas 

because of geographic distance, lack of public transportation, and 

limited number of providers.3 The current system creates additional 

difficulties for subsets of patients who face social determinants 

of health, such as working parents, those who rely on others for 

transportation, and those with inconsistent working schedules.4 It 

is not inclusive of those who have internal barriers to appointment 

arrival. These multifaceted barriers must be addressed. 

Patient-Centered Care

We propose that the medical system reorganize to center the whole 

patient. There are modifications that our current system could imple-

ment to increase access and to improve overall well-being—to provide 

patient-centered care. There is growing interest in the research field 

in the provision of low-barrier patient-centered care for hepatitis 

C treatment.5 Patient-centered care encompasses several patient 

A Square Peg in a Round Hole:  
Treating Hepatitis C
Elizabeth Bailey, PA-C; and Amelia Bailey, MPH

ABSTRACT

Several barriers along the cascade of care reduce 
hepatitis C treatment access. We propose an investment 
in patient-centered care strategies to initiate and engage 
this vulnerable population with curative treatment, such as 
the implementation of community-based educational peer 
support groups. Barriers to implementing these patient-
centered care strategies remain.

 Am J Manag Care. 2023;29(11):e320-e321. doi:10.37765/ajmc.2023.89457

COMMENTARY



VOL. 29, NO. 11    e321THE AMERICAN JOURNAL OF MANAGED CARE

Treating Hepatitis C

care strategies; we focus on a few essential 

improvements to the health care system. 

Of interest to practitioners, researchers, and 

patient populations alike is the use of peer 

support to enhance treatment outcomes.5,6 In 

one proposed model, groups of peers initiating 

hepatitis C treatment gather to receive educa-

tional materials and provide mutual support 

and accountability throughout the treatment 

process. The session could include a small group of patients who 

receive education on general health, viral transmission of hepatitis 

C, and other infectious processes associated with hepatitis C risk 

behaviors (eg, intravenous drug use) from trained medical staff. In 

addition, medical staff could provide education on hepatitis C thera-

pies and expectations for patient engagement during the treatment 

process, including the importance of follow-up laboratory tests with 

associated instructions. These peer support groups can be delivered 

in a low-barrier setting (eg, community center) or via mobile device.7

It is also essential to address adjunctive treatment barriers; for 

example, lessening the inflexibility of appointment attendance 

by allowing extended appointment times, accommodating for 

tardiness or no-shows (eg, 30-minute grace period, walk-in blocks, 

double booking, video or phone visits), streamlining the screening 

and referral processes for comorbid illness such as substance use 

disorder,8 navigating check-in difficulties and transportation issues (eg, 

telehealth), and using literacy-appropriate education (eg, storytelling).9 

Systems-level barriers will need to be addressed for successful 

implementation of these strategies, such as lack of insurance coverage, 

stigma, inequitable access to community spaces and/or technology 

in rural settings, and lack of treatment during incarceration. Future 

research is needed to assess the effectiveness, scalability, and 

acceptability of patient-centered interventions to treat hepatitis 

C tailored to specific needs, such as populations involved in the 

criminal justice system,10 the growing proportion of women with 

hepatitis C, and populations living in rural areas. 

In the United States, systems-level changes to reduce barriers 

to hepatitis C treatment are needed. We propose an investment in 

patient-centered care strategies to initiate and engage this vulner-

able population with curative treatment.  n
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TAKEAWAY POINTS

	› We propose an investment in patient-centered care strategies.

	› Patient-centered care strategies aim to initiate and engage patients in care.

	› One patient-centered care strategy is the use of community-based educational peer 
support groups.

	› Barriers to implementing educational peer support groups remain.


