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Brownsville Multiservice Family Health Center

• Serves over 22,000 patients a year

• Poverty (95% at or below 200% of poverty level)

• Race/ethnicity (19% Hispanic/Latino; 84% Black/African American, 
10% more than one race, 2% American Indian/Alaska Native)

• Insurance (77% Medicaid)

• HIV patient population 424 (2016), 82% Virally suppressed

• HCV/HIV Co-infected 46 (11%), 43/46 (93%)treated, 1 failure. 3 
untreated, intermittently in care

• Co-located specialty care (Psych, Cardio, GI, Nephro, Pod, Opth, Surg)



High HCV Prevalence and Incidence rates

Sources: New York City Health Department, Hepatitis B and C in New York 
City, 2016, HRSA Health Center Data



Steps taken to eliminate HCV in patient 
population, esp. HIV/HCV co-infected
• Use of HCV AB with RNA Reflex Testing as only screening assay

• Screening of all HIV Patients at initial visit and thereafter based on 
risk factors

• Universal Screening of Birth Cohort (Baby Boomers)

• Linkage to HCV evaluation and treatment for all RNA positive patients 
within a month of HCV diagnosis

• Retention in Care (check Hep C program, MCM, HH)

• Treatment for all patients eligible for therapy

• Linkage to care for Substance abuse and Mental Health



HCV Screening 

• Leadership team commitment to HCV elimination

• Health Center Wide Policy on HCV Screening and treatment

• Clinical Team education on HCV and importance of treatment

• HCV Screening as a Quality Measure reported to QA/QI Committee

• Use of EHR to identify population to be screened 

• MA/RN/PN/HC involved in identifying patients and ordering screening

• Dashboard on screening performance by provider and site



2017 Screening Report



Linkage to Care and Treatment

• All HCV RNA positive patients referred to Bristol site for treatment

• RNs, CMs (MCM/HH), Health Coaches and PNs can schedule 
appointments

• Patient Navigator(Check Hep C program) reminds patients of 
appointments and assists with transportation and other needs

• Automated EHR reminders also in place

• Calls to No Shows within 24hrs to reschedule and letters if no 
available telephone/response

• Adherence support and linkage to other services as needed



Brownsville Multiservice Family Health Center
(July 1, 2016 – June 30, 2017)
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Patient Psychosocial Status Percent of Active Patients

Insurance: Medicaid 89%
Homeless/unstably housed 11%
Mental health issue 26%
Injection drug use in past year 4%

Comorbid Conditions

HIV positive 8%
Hep B positive 0%
Cirrhotic 16%
Liver cancer 0%



Challenges

• Clinicians not ordering HCV screening consistently for various reasons

• Patients seen only for Non Medical visits (Dental, Mental Health & 
other specialists) not screened

• High no show rate (30%) for treatment evaluation despite reminders

• Substance Use and Mental Health still a significant obstacle to 
retention in care, initiation and completion of therapy. Working with 
MMTPs for coordination of care and modified DOT



‘Recommendations’ for other CHCs

• Secure Leadership support for resources for HCV Screening and 
treatment or referral for treatment

• Have an Organizational Policy on HCV Screening

• Create a Quality Program for HCV Screening and Treatment

• Educate Staff, including non clinical, on HCV. AETC is a great resource!

• Use EHR to automatically identify patients and for tracking 
performance

• Partner with CBOs for Screening initiatives, linkage to and retention in 
care

• Partner with DOHMH! 


