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Letter to the editor

Telehealth and hepatitis C treatment for indigenous communities in the 
United States
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To the editor:
In the United States (US), an estimated 2.4 million persons 

have chronic infection with hepatitis C virus (HCV).(1) The 
number of deaths from HCV-related mortality is greater than 
that of HIV and tuberculosis combined.(2) Treatment with 
direct-acting antivirals (DAAs), usually 1-3 pills a day for 8 or 
12 weeks, can cure over 95% of patients.(3) Successful treatment 
of HCV has been shown to greatly reduce liver-related as well 
as all-cause mortality.(4)

American Indian and Alaska Native (AI/AN) people have 
over twice the national rate of HCV-related mortality.(5) 
The largest health care provider for AI/AN communities is 
the Indian Health System, a national network of federal (Indian 
Health Service), tribal, and urban health facilities, comprised 
mostly of rural primary care clinics.

As part of the Indian Health System response to HCV, health  
facilities have access to tele-mentoring support such as the 
ECHO (Extension for Community Healthcare Outcomes) 
model, which has demonstrated excellent outcomes in treat-
ing HCV.(6) The program connects rural clinicians (‘spokes’) 
to a specialist team (‘hub’). These participants meet regularly 
via low-bandwidth video conference technology. The format 
of case-based learning, supported by short didactic presenta-
tions, aims to scale up clinical capacity across a health network. 
Patient presentations entail a brief de-identified standardized 
form with a patient’s clinical history to assess liver disease 
severity and determine optimal HCV treatment.

In the US Northwest/Northern Plains, a tribal HCV ECHO is 
the primary tele-mentoring option for the 65 Indian Health Sys-
tem facilities in Washington, Oregon, Idaho, Montana, North 
Dakota and South Dakota, which collectively serve approxi-
mately 554 000 members of AI/AN communities.

In 2018, the tribal ECHO program provided 165 patient con-
sults among these six states. This region has 65 Indian Health 
System facilities, of which 29 (44.6%) presented an HCV 
patient (range 1-31 presentations, median 3.5). The same year, 
national Indian Health System pharmacy data documented 
376 28-day prescriptions of HCV DAAs among the 65 facilities. 
Of these, 92.3% (347/376) DAA orders were from facilities par-
ticipating in an ECHO program. Participation was significantly 
associated with treatment services; the majority of participat-
ing sites (24/33, 72.3%) prescribed DAAs, while only two 
non-participating facilities (2/32, 6.3%) did so (risk ratio 11.6, 
95% confidence interval 2.9-45.6). Approximately one third 
(34.5%) of presenting clinicians were pharmacists, suggesting 

that ECHO enables case management responsibilities to be 
shared more widely among other members of medical teams, 
an important consideration in rural settings with ongoing pro-
vider shortages.

Tele-mentoring services for HCV appear to be essential to 
treatment at the primary care level in rural health clinics. In 
addition, patients, clinics and community leaders conveyed 
great satisfaction that HCV services are provided where patients 
live, from clinicians they already know, rather than requiring 
referral to a specialist hours away. These long-distance refer-
rals can represent a hardship in terms of time lost, monetary 
cost, and being transferred to a setting with less cultural com-
petency which can ultimately harm linkage to care. With access 
to highly effective HCV DAAs, tele-mentoring and ECHO is a 
pillar of meeting disease elimination goals in settings with lim-
ited access to specialists.
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