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STRATEGY 1: PROMOTE ADVOCACY, AWARENESS AND EDUCATION, AND PARTNERSHIPS FOR HCV ASSOCIATED RESOURCE MOBILIZATION
	Goal
To increase awareness of the rationale and benefits of HCV diagnosis, treatment, and prevention, and to encourage counseling about high-risk behaviors

	Objectives
	Targets and associated activities

	1. Educate the public and high-risk groups about HCV and HBV and the importance of testing 	Comment by Armstrong, Paige A (CDC/DDID/NCHHSTP/DVH): Could we also add HCW to this objective? A fair amount of targets and activities also include them. 
	1.1 Increase public and political awareness of the public health importance of viral hepatitis through concerted efforts, particularly by political and community leaders, celebrities, and “role models.”
1.2 Study knowledge, attitudes, and practice (KAP) related to HCV and HBV   prevention, diagnosis, treatment, and infection control (including injection-drug use and unnecessary therapeutic injections) in the general public, segments of the general population with the highest prevalence of disease, and high-risk groups.	Comment by Armstrong, Paige A (CDC/DDID/NCHHSTP/DVH): This target encompasses a broad range of ideas and groups. I would suggest focusing the language on 1-2 groups we would like to target with this approach (e.g. PWID and general public). 
1.3 Develop communication strategies based on KAP survey results for each risk group that include messages, delivery channels, and timelines for materials regarding HCV   prevention, diagnosis, progression of disease, and treatment.
1.4 Update/develop and deliver educational materials and messages to the general public, demographic sub-populations, and risk groups recommended for HCV and HBV testing through effective delivery channels including (but not limited to) peer education/patient classes, face-to-face consultation, social and printed media, and public service announcements.	Comment by Armstrong, Paige A (CDC/DDID/NCHHSTP/DVH): I would also want to be sure we capture healthcare provider/clinician education somewhere as a prominent target or activity, it doesn’t necessarily have to be added here. But, right now I see HCW education mentioned around specific areas, like IPC, reducing stigma and in access to test and treat. But, also want to be sure the overarching HCW education is included. 
1.5 Develop public-awareness campaigns to reflect changes in screening recommendations and locations of treatment facilities.
1.6 Create and disseminate materials on HBV prevention through vaccination, and long-term effects, including development of cirrhosis and HCC. 	Comment by Armstrong, Paige A (CDC/DDID/NCHHSTP/DVH): This can be less of a focal effort compared to HCV, but felt worthwhile mentioning some initial attempts to dissemination information and education on HBV.
1.7 Develop educational materials and messages that address liver damage caused by the synergistic effect of alcohol consumption and HCV infection.
1.8 Commemorate World Hepatitis Day each year to raise public awareness.
1.9 Prioritize increased engagement of HCV cured patients to assist with increasing broader community awareness about HCV.
1.10 Build capacity and support innovation by the healthcare workforce to prevent viral hepatitis:	Comment by Armstrong, Paige A (CDC/DDID/NCHHSTP/DVH): Is this referring to a train-the-trainer type program? In light of my comment immediately above, I wonder if the 1.9 element could be broken into two sections, one focusing on the HCW training pieces, and another on the engagement of community members with personal experience:

1.9 Promote education and awareness of HCV prevention, testing, and treatment guidance, including resources for care among all healthcare workers. 
	Create trainings, encourage implementation in training curriculum (e.g., medical school), and promote centers with multidisciplinary teams with capacity to test and treat

1.10 Encourage innovate approaches to care delivery
 	Involve peers in all aspects of HCV elimination, include those cured of HCV, key populations
	Work with religious (and other community) leaders to reach target groups
	Create paid opportunities….. 
· Develop trainings, technical assistance, and tools for healthcare workers (HCWs) to support them in implementing HCV prevention, screening, and treatment recommendations.
· Involve peers in all aspects of HCV   elimination, including those cured of HCV, key populations such as people who inject drugs (PWID), and from both liver patient and related associations.
· Build a team with representation from diverse disciplines (e.g., epidemiologists, hepatitis specialists, and communications experts) to review and/or revise existing materials on hepatitis and develop scientific materials and messages.
· Work with religious leaders to reach target groups.
· Create paid opportunities for individuals who had lived their lives with hepatitis to participate in the elimination program (e.g. patient navigators, media campaigns).

	2. Reduce stigma and discrimination associated with HCV and HBV infection in the community
	2.1 Conduct research to assess existing stigma and discrimination related to HCV and HBV infection.
2.2 Develop and disseminate HCV and HBV related anti-stigma messages and materials for policymakers, HCWs, and other relevant groups (mass media representatives, medical students).
2.3 Create opportunities for collaboration between patient advocacy groups and government (including law enforcement and ombudsmen), healthcare entities, and others to identify activities to reduce stigma.
2.4 Develop and implement interventions in community and healthcare settings aimed to empower people with HCV and HBV against stigma and discrimination.	Comment by Armstrong, Paige A (CDC/DDID/NCHHSTP/DVH): I will be interested to hear more about what has been done so far, there is a campaign in the U.S. with HIV using people on posters to humanize the infection and highlight that all types of people can be infected. Given HCV can be cured, I would think a campaign of “test, treat, you too can be cured” could go a long way – but again, interested to know what has been done and been successful to date. 
2.5 Continue to explore ways to minimize the impact of the criminal justice system on harm reduction efforts.
2.6 Modify laws regarding the carrying of injecting paraphernalia for drug users and syringe service providers, including safe disposal of syringes.
2.7 Continue dialogue with other stakeholders (Ministry of Justice, police, government) about the public health approaches in drug policies such as XXX, XXX.	Comment by Tatia Kuchuloria: Options:
Evidence-based behavioral and medication-assisted treatments (MAT) applied using a chronic-illness-management 
Access to recovery support services can help former substance users achieve and sustain long-term wellness
	Comment by Irina Tskhomelidze: To be addressed by Georgian stakeholders
2.8 Initiate campaigns to reach marginalized populations, including ethnic minorities, immigrants, and internally displaced persons including the use of outreach workers/peers.
2.9 Educate about misinformation among patients and providers on safety of direct acting antivirals (DAAs).


STRATEGY 2: PREVENT HCV TRANSMISSION
	Goal 
Increasing access to HCV testing, care and prevention services PWID

	Objectives
	Targets and associated activities

	1. Decrease HCV   incidence, prevalence, morbidity, mortality, stigma, and discrimination among PWID in Georgia
	1.1 Ensure unlimited access to high quality harm reduction (HR), including: 
1.1.1. The Needle and Syringe Program (NSP), and 
1.1.2. Opioid Substitution Program (OST) services.
1.2 Ensure HCV testing, care, and treatment services are available at all harm reduction sites or referral system is in place.	Comment by Armstrong, Paige A (CDC/DDID/NCHHSTP/DVH): Also, Pg 24 of the published report notes an effort to create Centers of Excellence bringing together OST and HCV testing and treatment. Should we also includen expansion of this model?
1.3 Ensure increased patient enrollment at HR sites.
1.4 Achieve effective linkage to care and retention throughout the care cascade for the beneficiaries of the NSP and OST opioid substitution treatment (OST) programs..
1.5 Accelerate HCV   detection efforts among PWID:
· Continue to ensure HCV   screening and/or viremia testing with RNA or HCV core antigen (HCVcAg) for every person who enters needle/syringe programs (NSP) or OST sites. 	Comment by Ketevan Stvilia: Only viremia testing for persons with known AB status and those who completed treatment
· Provide antibody and viremia testing results to those tested.
· Provide voluntary counseling and testing (VCT) and peer-driven interventions (PDI) at NSP and OST service points through community-based outreach testing and mobile ambulances.
· Establish effective referral mechanisms to full laboratory diagnostic services and linkage to care through case management and social services.
· Ensure that all necessary HCV diagnostics are accessible at all harm reduction sites or referral system in place.
1.6 Intensify HCV prevention efforts among PWID: 
· Conduct educational activities for preventing infection/re-infection among PWID.
· Implement HBV vaccination of PWID and other at-risk populations.
· Scale up comprehensive NSP services at the drop-in center and mobile ambulances through involvement of peers.	Comment by Armstrong, Paige A (CDC/DDID/NCHHSTP/DVH): Would this wording be accurate: “Scale up and expand NSP services through use of drop-in centers at HR sites and mobile units, including involvement of PWID-peers to staff.”

Ketevan: I would use word sustain as it already has a good geo coverage
· Employ innovative strategies to scale-up coverage of PWID and other vulnerable groups with prevention services.
· Survey PWID using various methods (e.g., response-driven, snowball, and baseline/repeat) to determine the proportion of the population not utilizing harm-reduction centers and identify approaches to improve PWID services.	Comment by Armstrong, Paige A (CDC/DDID/NCHHSTP/DVH): Absolutely, this could be part of one of the KAPs mentioned in Strategy 1. 

Ketevan: we plan IBBSS among PWIDs within the Global Fund program in which we can assess this, in addition, we need to assess the completion of the cascade steps by HCV positive PWIDs
· Scale up OST services (e.g., increased coverage, financial and geographic access, take-home doses, psycho-social support, and maintenance of OST in prisons). 
· Develop a strategy to ensure that harm reduction funding is maintained going forward.
1.7 Improve care and treatment for PWID living with HCV by expanding HR sites, and providing treatment for HCV anywhere NSP and OST services are available.
· Eliminate delays in governmental approval for implementation of HCV services through simplified regulations for HR facilities to be enrolled in the program.
· Support treatment through peer support and through individual and group counseling (patient schools).
· Link PWID released from prison to OST and community NSP harm-reduction services.
· Develop a target number of PWID to be treated and cured per year (e.g., at least 5,000 per year), and track program progress by examining the number of treated patients and assessing rates of reinfection. 	Comment by Armstrong, Paige A (CDC/DDID/NCHHSTP/DVH): This would be a very useful data point to know (i.e. how many PWID infected with HCV have previously undergone treatment), I imagine it’s small at this stage. 

Ketevan: The estimation of this number is difficult due to different registration mechanisms for NSP and HCV programs, in NSP we use 15 digit personal identification code and not personal ID, in the HCV program the patients are registered by personal ID, we have estimated for OST programs and quite large number has been treated on HCV. 
The IBBSS will give us estimates for this indicator as well. 
· Ensure coordination between Global Fund and the HCV elimination program in areas where there is overlap.
· Ensure coordination between HIV/AIDS state and HCV elimination programs.
· OST physicians and narcologists to provide HCV   services.
· Pilot integration of HCV services and primary healthcare services into harm reduction sites consistent with Universal Health Coverage.	Comment by Ketevan Stvilia: Do we mean integration of harm reduction and HCV treatment services into the PHC or we want to integrate HCV and PHC services into the harm reduction?


	2. 
	2.1 

	3. Establish an environment free of stigma, discrimination, and human rights violations associated with HCV and drug use
	3.1 Work to reach an agreement with the Ministry of Internal Affairs to create a supportive environment (e.g., favorable legislation) for implementation of NSP and OST programs.
3.2 Advocate for PWID rights, humanization of legal environment, and development of harm-reduction programs for PWID with special needs (e.g., women, youth, and persons with disabilities).
3.3 Provide healthcare providers and other professionals with training to reduce or eliminate stigma related to drug use and HCV infection.
3.4 Encourage the continued collaboration among government agencies towards revising legislation that currently penalizes persons who inject drugs.

	Goal 
Prevent transmission of HCV and HBV in blood banks

	1. Prevent healthcare-related transmission of viral hepatitis by improving blood safety
	1.1 Perform active hemovigilance [footnoteRef:1]routinely. [1:  Hemovigilance is the set of surveillance procedures covering the entire blood transfusion chain, from the donation and processing of blood and its components, through to their provision and transfusion to patients, and including their follow-up.] 

1.2 Seek public-private partnerships to obtain high quality, affordable HCV tests with the goal of universal nucleic acid testing (NAT) or core antigen testing of all donated blood.
1.3 Harmonize national legislative acts with European directives and WHO’s Global Strategic Plan (2008–2015) for universal access to safe blood transfusion:
· Establish a lead agency at the national level responsible for supervision of all blood-transfusion practice.
· Revise respective legislative acts. 
· Upgrade licensing requirements (including mandatory participation of all blood banks in the National Blood Registry as well as in the state quality control system) consistent with modern standards of blood production practice and update legislative provision for effective suspension and/or revocation of blood production practice licenses.
· Establish legislation for blood transfusion service quality assurance and quality control.
· Establish legislative provisions for transition of the existing profit-based management of blood establishments to non-profit legal status.
· Establish regulations to fully substitute regular paid donations with voluntary non-remunerated donations. 
· Develop a look-back system including sample archiving to identify recipients of blood products from positive donors and ensure positive donors are linked to HCV   care.
1.4 Develop and implement a quality-control system for blood production and testing:
· Develop and implement a quality-control system for blood production practice that covers:
· Donor selection, blood collection, blood testing, processing, storage/transportation (including cold chain procedures) and disposal.
· Safe handling, storage, and disposal of laboratory reagents/consumables and equipment at blood banks, and a blood-unit labeling system.
· Design and introduce regular inspections and audits for procedures and equipment monitoring.
1.5 Conduct surveys of KAP among prospective and registered blood donors as well as medical personnel of blood establishments across the country to understand motivation factors for blood donation in Georgia.
1.6 Develop a strategy for attracting, recruiting, and retaining voluntary, non-remunerated donors.
1.7 Develop and implement an informational and educational strategy establishing a positive social image of blood donation through:
· informational and educational campaigns.
· integration of thematic courses into educational curricula to create a culture of voluntary unpaid donation.
· collaboration with the Ministry of Education to include information about societal benefits of blood donation in the study curricula of secondary schools and higher educational institutions.
1.8 Establish a legal obligation for blood establishments to create and maintain regular volunteer donor recruitment and retention services through:
· collaboration between donor recruitment services and educational and other public and private institutions for attracting and retaining voluntary first-time donors from low-risk populations and creating a consistent donor population.
· coordination between blood-bank donor recruitment and mobile blood services to conduct “blood donation” days.
· development of blood-donor recruitment and retention guidelines.
1.9 Determine more accurate prevalence of current infection among blood donors in previous years through testing of aliquots sent to Lugar Center for external quality assessment with a sensitive test (e.g., NAT, HCVcAg test).
1.10 Conduct feasibility studies for HCVcAg and HIV combination tests as highly sensitive and cost-effective alternatives to NAT for blood donations

	2. Establish and assess feasibility of centralized TTI testing for all blood screening capacity

	2.1 Establish infrastructure and logistics for centralized TTI testing laboratories at central and regional levels.
2.2 Develop national guidelines/standards of blood testing for TTI including centralized TTI testing.
2.3 Introduce pooled NAT or other sensitive tests for TTI testing.
2.4 Phased implementation of NAT with a goalview to test all donor specimens for the major TTI viruses (e.g. HIV, HCV, HBV).
2.5 Develop national guidelines/standards of blood testing for TTI including centralized TTI testing.
2.6 Conduct training courses in blood testing standards for laboratory personnel conducting TTI testing.
2.7 Incorporate transfusion medicine into the medical education and training curricula.

	3. Standardize donor selection and blood testing processes

	3.1 Develop national guidelines/standards for donor selection.
3.2 Develop an accreditation framework: State Safe Blood Program evaluation of blood services to determine adherence to standard practice.
3.3 Introduce uniform standards of donor selection in all blood facilities.
3.4 Conduct training courses in donor selection for blood banks.

	4. Upgrade the National Blood Registry (TBD, maybe already done)


	4.1 Upgrade and improve database content according to the principle of vein-to-vein traceability by adding new options/fields to the existing base, including:
· blood receiving hospitals and blood recipients.	
· adverse reactions.
· applied test-kits and reagents.
· blood reserves in blood banks and hospitals.
· blood storing conditions.
· standardized donor questionnaire and options for electronic order of blood units by hospitals
4.2 Provide administrative and technical support for the database as part of State Safe Blood Program


	Goal 
Prevent healthcare-related transmission of hepatitisHCV by improving infection control in healthcare facilities	Comment by Armstrong, Paige A (CDC/DDID/NCHHSTP/DVH): Many of the elements in objective 1 can also apply to HBV, so consider making this all hepatitis. 

	1. Strengthen infection prevention and control in healthcare settings	Comment by Armstrong, Paige A (CDC/DDID/NCHHSTP/DVH): I would also suggest adding an element of surveillance for infections acquired in the healthcare setting here – similar to the how you included hemovigilance in the previous section. Making these infections reportable and having surveillance data is also a key element, maybe be a future goal.
	· Complete the national infection prevention and control (IPC) guidance:	Comment by Armstrong, Paige A (CDC/DDID/NCHHSTP/DVH): Since the National IPC Guidelines exist, consider rephrasing to “update and disseminate” or “update to align with WHO core components for IPC and CDC IPC Guidance”. 
· Add IPC modules to the National IPC Guidelines to address dentistry, hemodialysis, and other settings with risk of exposure to blood-borne pathogens.
· Develop a National IPC Guidelines dissemination plan to reach all healthcare sectors. 
· Develop tools to support implementation of National IPC Guidelines. 
· Implement EU regulations on waste management in medical institutions.	Comment by Ina Qatsashvili: Medical waste management legislation is in place according to WHO relevant regulations. Accordingly, there guidelines in place this is the most well implemented component of IPC in Georgia 

Listing objectives won’t change anything 
· Review available policies addressing waste management. Revise/develop policies, as needed.
· Develop guidelines and SOPs for waste management in medical institutions based on EU regulation standards.
· Conduct medical waste management trainings for all appropriate cadres in healthcare.

· Ensure adequate resources to disseminate and implement guidelines. 
· Create and enforce national policies and regulations to include patient and HCW safety (e.g. needle-stick injury programs, post-exposure prophylaxis, and hepatitis B and influenza vaccination for HCWs).	Comment by Armstrong, Paige A (CDC/DDID/NCHHSTP/DVH): I might pull out this HCW needle-stick and PEP as its own bullet. I think that having clear guidance and directives at each facility for what a HCW should do in the event of a needle stick is key, and somewhat different from patient safety and influenza vaccination.
· Expand existing IPC committees in hospitals and ensure that all committees follow updated national IPC guidelines and policies.
· Appoint an IPC focal person in all medical facilities responsible for monitoring IPC practices (e.g., adherence to safe injection practices, hand hygiene, and standard precautions) ensuring that appropriate waste management policies are followed, and that staff are trained in and follow appropriate sterilization and disinfection procedures.	Comment by Ina Qatsashvili: This is already discussed all clinics have hospital epidemiologist or IPC focal point 
· Training and education on IPC:
· Expand the IPC education program, covering pre-service, in service, and graduate studies, to include all cadres of health staff (e.g., physicians, nurses, and ancillary healthcare providers of therapeutic injections, including pharmacists, dentists, acupuncturists, and traditional healers)	Comment by Armstrong, Paige A (CDC/DDID/NCHHSTP/DVH): There may be some overlap in this section. I think the key points are:
Expand IPC education programs current with updated National IPC Guidance, ensure coverage of all stages of training, and all cadres of health staff (including environmental services). 
Ensure all hospitals and facilities have ongoing and regular IPC training programs; require IPC training for all HCW and staff.
· Ensure development or revision of IPC curricula based on National IPC Guidelines.
· Ensure IPC training and capacity building of hospital and facility-level IPC teams.
· Hospital IPC teams ensure regular and ongoing IPC training of all HCW workers involved in healthcare delivery.
· Require IPC training for HCW.
· Create or revise existing IPC training materials, make them available for use in healthcare facilities, and conduct trainings for medical personnel. 
· Develop resources for safe-injection practices (e.g., IEC posters, flyers, stickers, standard operating procedures (SOPs), and observation checklists).
· Implement regular auditing of IPC practices of healthcare facilities by the national IPC team and develop an annual report for feedback and improvements by healthcare facilities.
· Develop a plan for investigating risk for HCV exposure in ancillary healthcare settings and establish training programs if indicated. 	Comment by Armstrong, Paige A (CDC/DDID/NCHHSTP/DVH): Suggest providing example, I believe this is acupuncture, etc. But good to be clear in case the term isn’t uniformly understood. 
· Provide appropriate personal protective equipment (PPE) to HCWs and provide training on PPE use.
· Introduce/expand use of auto-disable syringes universally.
· Educate all appropriate staff in hospitals and dental clinics on sterilization and disinfection guidelines and SOPs during pre-service and in-service training. Disseminate observation checklists.
· Implement EU regulations on waste management in medical institutions.
· Review available policies addressing waste management. Revise/develop policies, as needed.
· Develop guidelines and SOPs for waste management in medical institutions based on EU regulation standards.
· Conduct medical waste management trainings for all appropriate cadres in healthcare.

	2. Use evidence-based approaches when implementing IPC programs 

	2.1 Continue conducting a baseline assessment of infection-control practices and determine those settings with the highest rates of ongoing HCV and HBV  transmission.	Comment by Armstrong, Paige A (CDC/DDID/NCHHSTP/DVH): The surveillance or standardization of reporting HAIs could also be listed here. 
2.2 Conduct a nationally representative assessment of injection-safety practices in Georgia using WHO methodology. 
· Assess overuse misuse  of injections nationally.
2.3 Utilize epidemiologic and molecular data on acute HCV infection to determine the contribution of healthcare to new cases:
· Conduct a special study of cases without recognized risk factors to identify healthcare exposures and healthcare-related outbreaks.
· Investigate clusters of healthcare transmission to identify risk factors and prevent additional cases.
· Determine the relative contributions of different healthcare settings to new HCV infection, including nontraditional healthcare settings.
2.4 Conduct a pilot study to assess core infection control practices (e.g. injection safety, instrument sterilization) in select healthcare settings considered high-risk (e.g. dental and endoscopy). 
2.5 Implement and assess routine monitoring for HCV in special populations (e.g. CDC recommends maintenance hemodialysis patients be screened upon outpatient dialysis initiation and every 6 months thereafter for susceptible patients).

	Goal 
Prevent HCV transmission in non-traditional healthcare and other community settings 

	3. Develop and enforce state regulations/policies for IPC during aesthetic and cosmetic procedures
	3.1 Develop and implement SOPs on sterilization, disinfection, safe injections, and waste management in non-traditional healthcare and other community facilities. SOPs should describe clear procedures for internal and external quality assurance.	Comment by Armstrong, Paige A (CDC/DDID/NCHHSTP/DVH): Would define at first occurrence, to be sure it’s clear to all audiences. I see beauty, tattoo, piercing, and acupuncture clinics below, so if this is meant to include the same, could just move that up. 
3.2 Implement monitoring of IPC measures in beauty, tattoo, and piercing salons and in acupuncture clinics.
3.3 Conduct IPC basic training for service staff.	Comment by Armstrong, Paige A (CDC/DDID/NCHHSTP/DVH): Require licensure or certifications of training completion?


















STRATEGY 3: IDENTIFY AND LINK TO CARE PERSONS INFECTED WITH VIRAL HEPATITIS 
	Goal 
Increase the number of persons with HCV infection who are aware of their status and receive recommended care and treatment  

	Objectives
	Targets and associated activities

	1. Increase the number of people diagnosed with viral hepatitis through expanded testing
	1.1 Continue to implement evidence-based national HCV   guidelines for screening, testing and linkage to care and treatment.
1.2 Maintain and scale up integrated testing for HCV   with primary care screening for HIV, tuberculosis, and non-communicable diseases (NCDs). Where feasible, add HBV screening.
1.3 Assess the contribution of migration and internally displaced populations to loss to follow-up among HCV-positive persons and consider tailored campaigns.
1.4 Focus testing efforts on high-yield populations using evidence-based approaches: 
· Geographically (e.g. Tbilisi).
· High burden settings (e.g. emergency departments and correctional facilities).
· Men age 30 and above with special attention to war veterans.
· Persons with a history of incarceration.
· Limit pediatric HCV testing to exposed infants (eliminate routine testing for hospitalized children <12 years of age).
1.5  Explore the feasibility of innovative strategies for testing:
· PWID (e.g. peer-driven sampling, bring in a friend/family/household/high-risk contact for screening).
· Expand community-based testing among populations with limited access to healthcare services.
· Targeted outreach efforts (e.g. lost to follow-up after testing anti-HCV positive).
1.6 Implement and integrate HCV and HBV  screening in clinical and public health settings as well as community-based programs to improve access to testing for high-risk populations and ensure linkage to care (e.g. patients who have received blood transfusions, hemodialysis, OST, or NSP services).
1.7 Implement a provider–education program to improve coverage and quality of HCV and HBV screening.	Comment by Armstrong, Paige A (CDC/DDID/NCHHSTP/DVH): Consider moving education to earlier section as noted in other comments, and instead here phrase as “ensure all providers have access to diagnostics, or SOP for referral for patients needing HCV diagnosis and treatment.” 



	2. Improve linkage to care
	2.1 Maintain existing systems for linkage of identified HCV   infected persons to clinical care services dedicated to HCV care:
· Explore the role of patient incentives for linkage to care.
· Explore the role of provider incentives for linkage to care and treatment.
· Implement peer-navigator strategies where appropriate (e.g. high-volume screening locations, HR sites).
· Provide training for primary care physicians and harm reduction workersphysicians in counseling patients with HCV   infection to increase linkage to care.
· Begin pilot programs, based on HCV elimination program models for linkage to care and treatment of those with HBV.
2.2 Maintain a centralized system at the National HCV Elimination Program management unit of MoIDPLHSA to support timely delivery of patient navigation services. This effort includes:
· operating an online screening, data tracking, and patient registration system.
· maintaining direct contact with service providers.
· operating a hotline dedicated to providing information on screening and treatment options and procedures.
2.3 Remove unnecessary barriers which hinders “one-window” testing and treatment approach, such as centralized approval process for treatment and camera recording of patients taking the first dose of medication for each bottle dispensed.
2.4 Increase the number of people tested and treated by community providers (harm reduction centers and mobile ambulatories and primary healthcare centers) so that a substantial proportion of infected persons receive treatment where they are tested.
2.5 Eliminate barriers to care (e.g. filming patients taking their first dose, taxation of commodities, and regulations that prohibit specialized providers such as narcologists). 
2.6 Minimize turnaround time and notification to patients of viremia testing results including post testing counselling.
2.7 Monitor linkage to care for all persons testing anti-HCV positive.
2.8 Provide guidance and navigation for released prisoners through screening, viremia testing, and treatment.
2.9 Maintain and improve information systems to promote linkage to care and treatment for persons tested positive for HCV



STRATEGY 4: IMPROVE HCV LABORATORY DIAGNOSTICS 
	Goal 
Maintain high quality and diversified laboratory testing capacity

	Objectives
	Targets and associated activities

	1. Strengthen laboratory capacity to support diagnosis and surveillance of HCV   infection
	1.1 Maintain detailed guidelines for uniform clinical interpretation of laboratory test results.
1.2 Update and disseminate the diagnostic algorithm according to new developments in the field of HCV   laboratory diagnostics.
1.3 Develop and implement strategies for expanded and shared use of existing GeneXpert machines in the HCV elimination program (e.g. for HCV reinfection surveillance in high-risk populations such as PWID, hemodialysis, hemophiliacs) when feasible and cost-effective.
1.4 Consider inclusion of HCV core antigen for reinfection as well as a test of cure in the elimination program, when feasible and cost-effective.	Comment by Tatia Kuchuloria: I would either remove this or consider this option once relevant evidence is generated.
1.5 Maintain a unified system of laboratory quality assurance including the following: 
· A registry of laboratories participating in the HCV   elimination program. 
· A national reference center with identified expertise in serology and NAT to conduct viremia testing as required and execute the national EQA program for HCV   diagnostics.
· Develop guidelines and reference materials for standardization and validation of serology and NAT, clinical hematology, and biochemical tests.
· Ensure that all assays used for testing, diagnosis, and treatment monitoring are approved by a stringent regulatory authority (e.g., WHO, U.S. Food and Drug Administration [FDA], or European CE-marked) or validated by an evaluation protocol, with results reviewed and approved by appropriate experts in the field.
1.6 Maintain a national laboratory certification system.
1.7 Conduct assessment of current HBV diagnostic capacity. 
1.8 Leverage framework and registry of laboratories participating in HCV elimination program to implement and expand HBV testing. 
1.9 Continue support for archiving of key blood samples for future use (outbreak investigation, DAA resistance appearance, and research).
1.10 Use the quality data generated on 13 rapid diagnostic tests at Lugar Center to select those with the highest sensitivity and specificity for procurement for the HCV elimination program.
1.11 Continue to study the utility of dried blood spot (DBS) for inclusion in the HCV elimination program.
1.12 Explore cost-effective approaches for confirming HCV core antigen negative results (e.g. pool testing).

















STRATEGY 5: PROVIDE HCV CARE AND TREATMENT 
	Goal 
Establish and maintain universal access to HCV care and treatment

	Objectives
	Targets and associated activities

	1. Develop and implement mechanisms for rapid and effective linkage of identified HCV positive patients to clinical care services 

	1.1 Continue the use of HCV pangenotypic DAA regimens to eliminate the need for genotype testing, simplifying the workup and patient care pathway and reducing costs
1.2 Implement the use of both branded and licensed generic versions of medications for treatment of HCV. 
1.3 Implement re-testing and re-treatment for potential HCV reinfection in key populations  and make free of charge for all patients. 	Comment by Armstrong, Paige A (CDC/DDID/NCHHSTP/DVH): Can add as a sub-bullet: “training and guidance on appropriate interval for retesting certain key populations”. I see this mentioned specific to the dialysis population, but also establishing for PWID, etc. 
1.3.1 Development of re-testing and re-treatment protocol
1.3.2 Training and guidance on appropriate interval for retesting certain key populations, such as PWIDs

1.4 Incorporate comprehensive care and treatment of NCDs for patients engaged in treatment for HCV.
1.5 Following confirmation of viremia, ensure immediate provision of antiviral therapy for all patients prior to staging or other testing, ideally at the same site where testing is provided:
1.6 Ensure provision of pre-treatment evaluation.
· assessment of liver fibrosis 
· other diagnostic and clinical services (e.g., HBV   vaccination and alcohol/drug counseling) specified in the approved care and treatment protocols.
1.7 Ensure access to treatment regimens for special populations (e.g., persons with renal failure) and ensure that HCV regimens are included in national treatment guidelines and available to patients free-of-charge.
· SOF/VEL should be used for HCV-infected patients with end-stage renal disease (FDA approved and AASLD recommended).
· Consider HCV micro-elimination within dialysis patient population. 
1.8 Ensure proper follow up on released prisoners at any stage of the HCV continuum of care and improve quality of data for incarcerated persons. 
1.9 Link hepatocellular carcinoma (HCC) treatment to the elimination program. (If resources are limited, consider identifying a high-risk cohort for prioritized screening). 
1.10 Revise treatment guidelines as new DAA treatments become available and update provider education and training regularly to include increase provider awareness of  currentnew treatment options; engage in additional outreach and promotion as new treatments become available.
1.11 Regularly update guidelines to incorporate evidence that can simplify delivery of HCV   testing services, pre-treatment evaluation, HCV   treatment schedules, and treatment monitoring, increasing accessibility for providers. 
1.12 Minimize on-treatment monitoring utilizing best practices from WHO, EASL, and AASLD guidelines.
1.13 Strengthen technical capacity of providers to treat HCV.
1.14 Maintain a core group of technical clinical experts (i.e., a sub-set of the working group that is established to develop guidelines on care and treatment) to routinely assist with the provider education program, including case-based learning.
1.15 Maintain onsite, hands-on training for HCV treatment providers on the use of the elimination program information system that includes a demonstration of the program and addresses ways to overcome common challenges.
1.16 To scale up the number of clinicians prepared to test and treat HCV without the need for patient referral, maintain a provider-education program and assess its effectiveness regularly.  	Comment by Armstrong, Paige A (CDC/DDID/NCHHSTP/DVH): See earlier comments, while this is good, I do think we should introduce the idea of a broad clinical education strategy earlier as well.
· Strengthen technical capacity of providers to treat HCV.
· Expand the list of providers, such as primary healthcare providers, narcologists, tuberculosis specialists, etc. that are eligible to treat HCV-infected patients so patients are treated where diagnosed. 
1.17 Continue the decentralization of HCV care at primary healthcare centers and harm reduction sites. 
1.18 Maintain capacity to effectively monitor the cascade of HCV   care:
· Maintain and keep updated a comprehensive data system to capture key elements of the care cascade and ensure complete data entry and quality.
· Enter HCV case-management data at each treatment site as appropriate, with a designated staff member to ensure completeness and quality of data entry, which will be analyzed on an ongoing basis to assess program outcomes.
· Maintain a core group of technical staff at a central level to ensure data analyses.


	2. Advance research to facilitate viral hepatitis prevention and enhance care and treatment for infected persons
	2.1 Continue routine analysis and research to elucidate various aspects of care and treatment for HCV program.
2.2 Conduct feasibility studies for various screening and treatment delivery models, coupled with cost-effectiveness evaluations.
2.3 Use lessons learned in implementation of HCV test and treat programs to create pilot programs for HBV test and treat; identify health centers that could incorporate HBV into current HCV program.
2.4 Consider demonstration projects to identify best practices for linking infected persons to care and treatment and then expand best practices universally to achieve elimination goals. Examples include projects developed and tested in:
· harm reduction settings.
· rural areas with limited access to healthcare and
· primary healthcare settings.
2.5 Assess patient engagement in care, treatment outcomes, and associated factors.
2.6 Assess the need for, and usefulness of, clinical decision tools/reminders in the medical record system.














STRATEGY 6: IMPROVE HCV AND HBV SURVEILLANCE 
	Goal
Track ongoing transmission of HCV and HBV to inform the prevention programs and increase their efficacy 

	Objectives
	Targets and associated activities

	1. Monitor the burden of HCV  and HBV  through effective surveillance systems

	1.1 Evaluate current surveillance systems (Electronic Information Disease Surveillance System (EIDSS), vital statistics, cancer registry, hospital e-records, etc.) to identify gaps and develop a robust surveillance system for HCV and HBV. 
1.2 Use revised case definitions for acute and chronic HCV:
· Implement unified case definitions as proposed by WHO or U.S. CDC to ensure consistent classification of cases and high-quality data for analysis.
· Implement case reporting using new case definitions at clinical facilities. 
1.3 Enhance public health centers’ capacity and infrastructure for participation in HCV and HBV  surveillance:
· Introduce and refine standard forms and procedures for registration, notification, and reporting cases of HCV and HBV.
· Conduct training for all public-health-center and health-facility staff on new HCV and HBV reporting requirements.
1.4 Implement sentinel acute viral hepatitis surveillance to monitor trends, detect new cases, identify outbreaks, and monitor risk factors for HCV  and HBV infection.  
· Collect HCV risk-factor data by selecting medical facilities participating in the elimination program as sentinel sites, to routinely collect clinical and risk factor data for HCV.
· Strengthen the quality and completeness of the notification system.
· Use acute surveillance data to detect outbreaks of HCV (e.g., those that are healthcare-associated).
· Implement an outbreak investigation system for selected cases or clusters of acute HCV   infection.
· Include sentinel sites with high volume emergency departments, testing persons with suspected hepatitis acute hepatitis A, B, and C. 
· Identify and investigate new HCV infection among repeat blood donors and blood donors who test negative for anti-HCV yet NAT positive. 
1.5 Use data from epidemiologic studies and modelling to better define existing burden and trends of HCV and HBV infection, and to generate evidence on various aspects of HCV and HBV surveillance:
· Conduct another seroprevalence survey to compare with 2015 serosurvey data on HCV, and to provide initial burden assessment for HBV infection.
· Plan and implement additional surveys to assess HCV   burden in various population groups after implementation of elimination plan activities (e.g., among PWID and patients undergoing invasive medical procedures such as dialysis).
· Conduct initial assessments on high-risk groups for HBV infection (e.g., MSM, PWID).
· Use the measurements from Integrated Biobehavioral Surveillance Surveys (IBBS) in high risk populations. 
· Use modelling exercises to describe trends in infection and inform the planning of future service requirements.
· Collect follow up data on HCV and HBV positive children and pregnant women.
· Continue collaboration with CDC laboratory to utilize advanced molecular diagnostics to assess transmission networks.
· Utilize GHOST (Global Hepatitis Outbreak Surveillance Technology) program to detect and intervene in transmission networks. 
· Conduct a seroprevalence survey among dentists.
· Conduct a seroprevalence survey among frequent users of healthcare services (e.g., persons with chronic medical conditions) to assess potential for increased HCV   risk resulting from increased exposure.
· Consider conducting a study to assess the association of HCV with receipt of endoscopy or other invasive procedures.
· Collect data from HCV-infected persons regarding alcohol use and other behavioral factors.
1.6 Use the HCV program database as a surveillance tool to enhance epidemiologic analyses that will inform the HCV elimination campaign. Data sources will include laboratory test results with markers for HCV infection from laboratory tests and screening programs:
· Record seroconversions among highly-exposed population groups (e.g., dialysis patients, onco-hematology patients, and PWID).
· Conduct a study to assess newly acquired and/or acute infection and re-infection rates among PWID and other high-risk populations to inform surveillance system planning.
1.7 Conduct surveillance of morbidity and mortality caused by chronic HCV and HBV related complications.
· Implement a program to ensure systematic testing for markers of HCV and HBV infection among persons diagnosed with HCC and cirrhosis. 
· Conduct surveillance of HCV liver cirrhosis and HCC in gastroenterology/hepatology and oncology clinics by implementing a reporting system for each diagnosed case of liver cirrhosis and HCC among patients with HCV.
· Perform screening with NAT for` immunocompromised persons. 
· Keep up to date a rapid situational assessment of 1) current practices in diagnosis, referral, and care of persons with HCC and cirrhosis in Georgia and 2) death certificates for 2020 and beyond to enumerate and characterize deaths in which HCC or cirrhosis is listed as an underlying or contributing cause of death.
· Evaluate the quality of reports of HCV and HBV associated deaths in national registries. 
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