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December 16, 2016

Subject:

Changes to treatment guidance for chronic Hepatitis C virus
(HCV) infection

Effective January 1, 2017, Centennial Care MCOs are directed to approve properly
requested treatments for the following Centennial Care members with chronic HCV
infection:
1. All members over age 17, all HCV genotypes, with F1 level or greater of
fibrosis (or equivalent):
a. APRI (using 40 as the upper normal limit for AST) score greater than
or equal to 0.31,2,3 (F1 equivalent), OR
b. FIB-4 greater than or equal to 1.294,5,7 (F1 equivalent), OR
c. Transient elastography (Fibroscan®) score greater than or equal to
5.0 kPa6,7 (F1 equivalent), OR
d. Liver biopsy confirming a METAVIR score F1 or greater, OR
e. Imaging study that shows cirrhosis, OR
f. FibroSure®/FibroTest score of greater than or equal to 0.278 (F1
equivalent) OR Fibrometer with greater than or equal to F1
predominance
2. Specifically, all those with decompensated cirrhosis (jaundice, ascites,
variceal bleeding, hepatic encephalopathy, spontaneous bacterial peritonitis,
or Child-Pugh class B or C) and/or hepatocellular carcinoma should be
treated unless the requesting physician certifies that the patient’s life
expectancy is < 12 months
3. All patients with these extrahepatic manifestations of HCV infection should
be treated:
a. Type 2 or 3 essential mixed cryoglobulinemia with end-organ
manifestations (e.g. vasculitis), or
b. Kidney disease (proteinuria, nephrotic syndrome or
glomerulonephritis)
4. Other high-risk populations that should also be treated:
a. Pre- and post-liver transplant, or other solid organ transplant
b. HIV-1 or Hepatitis B co-infection
c. Type 2 diabetes mellitus (insulin resistant)

5.

6.

7.

8.

d. Debilitating fatigue impacting quality of life (e.g., secondary to extrahepatic manifestations and/or liver disease) as documented in chart
notes as being chronic and persistent and still present over prior six
months
e. Porphyria cutanea tarda
f. Men who have sex with men, with high-risk sexual practices
g. Active injection drug users
h. Patients on long-term hemodialysis
i. Women of childbearing age who wish to get pregnant
j. HCV-infected health care workers who perform exposure-prone
procedures
Note that in all cases, MCOs are directed to ensure (using the AASLD/IDSA
guidelines) that each treatment request is appropriate with respect to:
a. HCV genotype and viral load
b. Drug dose(s) and duration(s). Note that the MCOs preferred
formulary agent may be given preference if the level of evidence and
effectiveness (as measured by SVR) is equal or greater, and no drug
interactions are of concern
c. The presence or absence of advanced fibrosis or cirrhosis. For the
purpose of making treatment decisions using the AASLD/IDSA
guidance, “cirrhosis” can be considered to be present if any of the
following are present:
i. APRI >= 1.09
ii. Fib-4 >= 3.2510
iii. Liver biopsy confirming a METAVIR Score of F4
iv. Transient Elastography Score >= 12.5 kP11 (F4 equivalent)
v. Fibrotest >= 0.7312 (F4 equivalent) OR Fibrometer with F4
predominance
vi. Radiographic imaging or physical exam findings consistent
with cirrhosis
d. Prior HCV treatment experience.
i. Plans may require resistance-associated variants (RAVs)
testing, based on AASLD guidance
MCOs shall, by March 31, 2017, contact members (and their requesting
providers) who now meet the above treatment criteria, but were previously
denied treatment, for reconsideration of their HCV treatment requests. Also,
by June 30, 2017, submit a report to MAD documenting the results of this
process.
MCOs are directed to work to expedite the handling of all treatment requests
using the “Uniform New Mexico HCV Checklist for Centennial Care”
(attached). The header of this form may be adapted to make it specific to
your organization.
Guidance regarding lost or stolen medications:
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a. MCOs are directed to use the same criteria currently used for refills of
other lost or stolen medications
b. MCOs are directed to use Care Coordination and other functions to
minimize this occurrence (see below)
9. Guidance regarding requests for off-label, experimental, and other forms of
treatment that are not specified in the guidelines
a. MCOs are directed to initiate a peer to peer consultation with the
requesting physician to further understand the request and its
rationale
b. MCOs are directed to present the case to Project ECHO before issuing
a denial
10. Note that a “properly requested treatment” as defined above means that:
a. The checklist form is completed fully as directed and submitted
b. Necessary lab data and copies of medical records are attached
c. The requested drug(s), dose(s), and length of treatment match the
genotype and is/are consistent with AASLD/IDSA guidance as written
(the level of evidence in the guidance should not be considered
relevant to length of treatment decisions)
11. MCOs are granted the option to expand their treatment criteria beyond these
guidelines, with advance notice to and approval by the Medical Assistance
Division.
MCOs are directed to:
1. Not use active alcohol or drug use as screening criteria for treatment
approval or denial
2. Not use the specialty of the requesting provider as screening criteria for
treatment approval or denial. If an MCO receives multiple requests from a
provider that are not genotype-drug-length of treatment appropriate, the
provider should be encouraged to use Project ECHO.
3. Refer all members to a community health worker, care coordinator, or MCO
specialty pharmacist at the time of drug treatment request in order to:
a. Make verbal contact directly with the member
b. Help expedite obtaining and submitting all necessary studies for an
authorization decision
c. Help explain the Plan’s decision to the member
d. Help coordinate receipt of medications and enhance treatment
adherence
 Note that these treatment functions can be performed by, or in
concert with, other Plan-contracted care coordination efforts (e.g.,
PBM or drug manufacturer)
 Any member with both chronic HCV infection and liver fibrosis at the
F1 level or above will be considered to meet the criterion of
“comorbid condition” until treatment is completed and SVR is
achieved (Centennial Care contract section 4.4.6.1.1.)
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4.

5.

6.

7.

Also, per section 4.4.4.1.1 of the Centennial Care contract, any
member with chronic HCV infection who does not meet treatment
criteria must be managed at a minimum of Care Coordination level 1
with quarterly review of claims and utilization data.
Submit monthly data concerning number of requests, approvals, and denials
by fibrosis stage (or equivalent) and genotype for all member treatment
requests. MAD will supply revised spreadsheets for completion. Note that
this will require each MCO to effectively stage each patient at the time of each
treatment request, by working to ensure the completeness of data submitted.
Patients with the above listed extrahepatic manifestations need not be staged
further as they will be treated and can be counted in the “Extrahepatic
Manifestations” category.
Send a representative to attend quarterly meetings with other MCOs and
representatives of MAD as part of a HCV Workgroup to review current data
and recent guidance revisions and propose evidence-based future revisions
to treatment guidelines.
Continue to implement a comprehensive plan of outreach to the Plan’s top
five referring provider groups requesting oral drug treatment for chronic
HCV-infected patients, including:
a. Attending an all-MCO workgroup to define a common “Hepatitis C
Treatment Packet,” whose purpose is to recruit, educate and assist
new providers in treating Hepatitis C in their patients
b. A plan to educate providers on the use of the revised “Uniform New
Mexico HCV Checklist for Centennial Care” (attached)
c. Clarification of new treatment guidelines
d. Clarification of prior authorization processes
e. Use of Project ECHO review for:
i. Any provider needing assistance on any case, and
ii. All cases for which retreatment (after prior all-oral therapy) is
being requested and the MCO feels such a review would benefit
the member
Continue to implement a comprehensive plan to expand HCV screening
efforts to conform to USPSTF/CDC/AASLD/IDSA guidelines (listed below),
including:
a. Outreach to contracted providers
b. Outreach to members who are recommended for screening
c. Collaboration with contracted laboratories to aid in case identification
d. Guidelines for screening:
i. One-time HCV testing is recommended for persons born
between 1945 and 1965, without prior ascertainment of risk.
ii. Other persons should be screened for risk factors for HCV
infection, and one-time testing should be performed for all
persons with behaviors, exposures, and conditions associated
with an increased risk of HCV infection.
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1. Risk behaviors
a. Injection-drug use (current or ever, including those
who injected once)
b. Intranasal illicit drug use
2. Risk exposures
a. Long-term hemodialysis (ever)
b. Getting a tattoo in an unregulated setting
c. Healthcare, emergency medical, and public safety
workers after needle sticks, sharps, or mucosal
exposures to HCV-infected blood
d. Children born to HCV-infected women
e. Prior recipients of transfusions or organ
transplants, including persons who:
i. were notified that they received blood from a
donor who later tested positive for HCV
infection
ii. received a transfusion of blood or blood
components, or underwent an organ transplant
before July 1992
iii. received clotting factor concentrates produced
before 1987
iv. Persons who were ever incarcerated
f. Other
i. HIV infection
ii. Unexplained chronic liver disease and chronic
hepatitis including elevated alanine
aminotransferase levels
iii. Solid organ donors
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