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Abstract

Drug treatment programs are a site of opportunity for the delivery of primary and secondary hepatitis C (HCV) prevention services to drug
users, a population at great risk for contracting and transmitting the virus. Using data collected from a random nationwide sample (N = 439)
of drug treatment programs in the United States, this study examines the extent to which various types of HCV services are provided to their
patients. Findings indicate that the majority of drug treatment programs educate at least some of their patients about HCV, and provide some
type of support for patients who are infected with the virus. Only 29 of the programs in the sample test all of their patients for HCV, however,
and 99 programs test none of them. For the most part, residential treatment programs offer more HCV related services than outpatient drug-

free programs. © 2002 Elsevier Science Inc. All rights reserved.
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1. Introduction

Drug users are at extremely high risk for infection
with hepatitis C virus (HCV), an infection that becomes
chronic in about 85% of the individuals who contract the
virus (Seeff, 1995). Given the efficiency with which
HCV is spread parenterally and the widespread sharing
of needles, syringes, and injection drug use paraphernalia
(Hagan et al., 1999; Thomas et al., 1995), many new
cases are still occurring among drug injectors (Garfein et
al., 1998; Villano et al.,, 1997), both among new injec-
tors and those who have longer histories of injecting
(Bell et al., 1990; Zeldis et al., 1992). In addition, high-
risk sexual practices (e.g., having multiple sex partners
without always using condoms, and engaging in sex
exchange for drugs or money), often associated with
severe drug and/or alcohol dependence (Ellerbrock et
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al., 1995; Hubbard, Craddock, Flynn, Anderson, &
Etheridge, 1997; Ostrow et al., 1993; Word & Bowser,
1997), play a role in the transmission of HCV infection
(Alter et al., 1989; Daikos, Lai, & Fischl, 1994; Lav-
anchy, 1999; Ndimbie, Kingsley, Nedjar, & Rinaldo,
1996). Thus, many drug users, whether noninjectors, or
past or present drug injectors, are at risk for HCV
infection or transmission.

Medically underserved and difficult to reach (Bae,
1997; Chitwood, McBride, French, & Comerford, 1999;
Contoreggi, Rexroad, & Lange, 1998), many drug users
who are at considerable risk for contracting or transmit-
ting HCV are uninformed about the nature and progres-
sion of the illness, its means of transmission, their own
HCV serostatus, and treatment options available if they
are infected with the virus (Best et al., 1999; Stein,
Maksad, & Clarke, 2001; Dhopesh, Taylor, & Burke,
2000). Drug treatment programs are uniquely situated to
provide comprehensive primary and secondary HCV pre-
vention services for drug-addicted individuals (Des Jarlais
et al.,, 1996; Levin, Trumble, Edmunds, Statman, &
Petersen, 1993; Needle, Coyle, Normand, Lambert, &
Cesari, 1998; Polinsky, Hser, Anglin, & Maglione,
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1998; Selwyn, Budner, Wasserman, & Arno, 1993;
Umbricht-Schneiter, Ginn, Pabst, & Bigelow, 1994).
Many drug treatment programs have assumed this role
with regard to HIV/AIDS (Brown & Beschner, 1989;
Clapp, 1998; Hubbard, Marsden, Cavanaugh, Rachal, &
Ginzburg, 1988; Metzger, Navaline, & Woody, 1998;
D’Aunno, Vaughn, & McElroy, 1999; Polinsky et al.,
1998; Friedmann, Alexander, & D’Aunno, 1999). The
extent of the provision of these HIV related services,
however, has been found to vary across drug treatment
programs according to organizational and patient charac-
teristics, such as treatment program modality, proportion
of injection drug users, hospital affiliation, patient-staff
ratios, the proportion of HIV infected patients, and gender
(D’Aunno et al., 1999; Friedmann et al., 1999; Grella,
Etheridge, Joshi, & Anglin, 2000; Polinsky et al., 1998).

For the most part, the drug treatment program response
to the HCV epidemic has not been documented in the
literature. One study, reporting on a nationwide survey of
hepatitis C testing in 373 drug treatment programs in
England and Wales, revealed that 70% of the programs
provided hepatitis C testing, but only 24% of them did so
routinely (Winstock, Sheridan, Lovell, Farrell, & Strang,
2000). No such study appears in the literature concerning
drug treatment program response to the HCV epidemic
among drug users in the United States. In addition, while
contributing important information about a key aspect of
HCYV service provision by focusing on antibody testing,
the drug treatment survey in England and Wales did not
examine the extent of other HCV related services (e.g.,
education about HCV, or the medical monitoring and
management of HCV positive patients). Nor did it distin-
guish programs according to treatment modality (e.g.,
methadone maintenance, outpatient drug-free, residential
drug-free). Since patient characteristics (e.g., drug use
history and severity), program capacity, treatment approach
and intensity, and expected length of stay differ across
treatment modalities (Anglin, Hser, & Grella, 1997; Ether-
idge, Hubbard, Anderson, Craddock, & Flynn, 1997),
some HCV related services are likely to differ according
to drug treatment program type.

Because so little is known about the drug treatment
program response to the HCV epidemic among drug
users, this article describes the extent to which various
types of HCV services, including education and coun-
seling, testing for HCV antibodies, and medical monitor-
ing and management of HCV infection, are provided by
a random nationwide sample of drug treatment programs
in the United States. In addition, because previous
research has reported that patient involvement and pat-
terns of services and staffing vary across different
treatment modalities (Broome, Simpson, & Joe, 1999;
Schildhaus, Gerstein, Dugoni, Brittingham, & Cerbone,
2000), this article also compares the level of HCV
related service provision across outpatient and residential
drug treatment programs.

2. Methods
2.1. Sampling frame

The research was conducted by surveying a random
sample of drug treatment programs included in the October
1, 2000 Inventory of Substance Abuse Treatment Services
(I-SATS), a comprehensive list of organized substance
abuse treatment programs known to the Substance Abuse
and Mental Health Services Administration (SAMHSA) on
that date. To eliminate any possible systematic sources of
bias in using the list of 17,160 I-SATS programs, the
inventory was randomly ordered using a random number
generator in SPSS for Windows, version 9.0 (SPSS, Inc.,
Chicago, IL).

2.2. Eligibility for the study

The unit of analysis for the survey was the drug treatment
program. By “drug treatment program,” we mean a pro-
gram that primarily provides treatment for drug (not only
alcohol) abuse, dependence or addiction on a one-to-one or
on a group basis. Programs on the I-SATS list were con-
tacted by telephone to determine their eligibility for inclu-
sion in the project. The programs needed to be located in the
United States and provide drug abuse treatment services (1)
on-site, (2) to at least 50% of their patients, and (3) services
offered had to be more than detoxification or other very
short-term treatment (i.e., less than 7 days).

2.3. The screening questionnaire

In addition to screening programs for eligibility, informa-
tion was gathered from each eligible program regarding the
provision of HCV services, including education about
hepatitis C and how it spreads; hepatitis C antibody testing
at the program; and the types of assistance the programs
offered HCV infected patients in obtaining medical care or
other support services. Information was also obtained about
the program’s organizational characteristics (e.g., modality,
ownership), patient characteristics (e.g., number of patients
treated each month, estimated proportion of drug injectors,
estimated proportion of HIV positive and HCV positive
patients), and medical orientation (e.g., on-site medical
services, medical staff, HIV testing on-site). Before imple-
mentation of the 15—20 minute interview, approval was
received from the Institutional Review Board (IRB) at the
National Development and Research Institutes, Inc.

2.4. Procedures

Three interviewers conducted the survey using a com-
puter-assisted telephone screening questionnaire written in
Questionnaire Development System (QDS) software, ver-
sion 1.1 (NOVA Research Co., Bethesda, MD, 1998).
Programs were contacted sequentially according to the
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randomly ordered [-SATS list. After describing the purpose
of the research, interviews were conducted with either the
program manager or the individual most knowledgeable
about the medical services the programs provided. The
interviews were preceded by a number of assurances
regarding the voluntary nature of the research and the
confidentiality of responses.

2.5. The study sample

Attempts were made to contact a total of 1063 programs
from January through August, 2001. Of these, interviews
were completed with 479 programs (45.1%). Among the
584 programs that did not complete interviews for the
research: (1) 35.8% were not eligible for the study since
fewer than 50% of their patients received drug abuse
treatment or the program provided only detoxification
services; (2) 35.1% could not be reached after § attempts;
(3) 15.6% had program managers who opted not to par-
ticipate in the research; and (4) 13.5% did not participate for
some other reason, such as being located outside the United
States, were administrative offices only, had disconnected
numbers, or were no longer in existence. Assuming that all
of the programs that refused to participate were actually
eligible for the research, the database for the project reflects
a participation rate of 84.2% among the eligible programs
that could be contacted.

In all, 40 of the 479 programs that completed the
telephone interviews dispensed methadone or LAAM. Pre-
vious research has shown that, with respect to HIV/AIDS,
outpatient methadone maintenance programs provide more
testing and counseling, and more treatment for HIV infec-
tion than do outpatient drug-free programs (Friedmann et
al., 1999; Polinsky et al., 1998). Thus, to avoid the possible
confounding that might occur by combining outpatient
methadone maintenance programs and outpatient drug-free
programs in an examination of HCV service provision, and
in order to shed further light on the services provided by
drug treatment modalities that have not received frequent
examination in previous research (Sorensen & Copeland,
2000), the analyses in this article involve interview
responses only from the 439 drug-free outpatient and
residential treatment programs that completed the interview.

The 439 programs varied with respect to treatment
modality and location. In all, 274 provided only outpatient
services, 109 provided only residential services, and 56
provided both outpatient and residential drug treatment
services to their patients. Each of these latter 56 units was
reclassified as an outpatient or a residential treatment
program depending on whether the majority of its patients
were in the outpatient or residential component of the
treatment program, respectively. Respondents in these 56
units were asked to answer the interview questions as they
related to the component of their unit in which the majority
of their patients received treatment. In all, 297 units (67.7%)
were classified as outpatient drug-free programs, and 142

(32.3%) were classified as residential drug-free treatment
programs. The 439 programs in the study sample include
drug treatment programs in 48 of the 50 states and the
District of Columbia.

2.6. Statistical analyses

All analyses comparing outpatient and residential drug-
free treatment programs involve chi-square tests for statis-
tical significance. We report chi-square values, degrees of
freedom, and p-values for results that are significant at the
p = .05 level or less.

3. Results
3.1. Organizational and patient characteristics

There were a number of statistically significant differ-
ences between the outpatient and residential treatment pro-
grams. With regard to treatment program ownership, while
about an equal percentage of outpatient and residential
programs were publicly owned (13.9% and 11.3%, respec-
tively), outpatient programs were significantly more likely
than residential programs to be private-for-profit (27.0% and
10.6%, respectively) as opposed to private-not-for-profit
(x*(2) = 17.8, p < .000). The outpatient programs treated
a significantly greater number of patients for drug abuse
each month than the residential programs: while 52.4% of
outpatient programs treated more than 50 patients each
month, only 18.4% of residential drug treatment programs
treated more than 50 patients during this time frame (x*(1)
=452, p < .000). The number of staff, however, who
provided direct patient services was significantly smaller in
outpatient programs. While 48.0% of the outpatient pro-
grams had 5 or more staff members who had direct contact
with patients, this was the case for 77.5% of the residential
treatment programs (x*(1) = 34.2, p < .000).

Because injection drug use is a major risk factor for
contracting HCV, we asked respondents to estimate the
proportion of patients who had ever injected drugs. We also
asked respondents to estimate the proportion of patients who
were HIV and/or HCV positive. Almost all (95.1%) of the
respondents indicated that at least some of their patients
were drug injectors (93.8% of the outpatient programs and
97.9% of the residential programs). Outpatient programs,
however, had a significantly smaller proportion of drug
injectors than residential programs. In particular, 62.8% of
the outpatient programs and 35.0% of the residential pro-
grams had drug injectors who constituted up to 10% of their
patient population, while 10.7% of the outpatient programs
and 27.8% of the residential programs reported that 50% or
more of their patients injected drugs (x*(3) =41.9, p <.000).
About the same proportion of outpatient and residential
programs had some HIV positive patients (69.6% and
68.9%, respectively), but a significantly larger proportion
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of residential programs than outpatient programs reported
that the proportion of HIV positive patients was 5% or more
(42.4% and 29.7%, respectively; x>(2) = 8.75, p = .013).
Similarly, while 78.6% of the outpatient programs and
72.6% of the residential programs reported that some of
their patients had hepatitis C, significantly more of the
residential programs (25.9%) than the outpatient programs
(11.8%) reported that about 10% or more of their patients
were HCV antibody positive (x*(2) = 18.3, p < .000).

3.2. HCV education

Respondents were asked about the HCV related edu-
cation provided to their patients. In all, 51.9% of the
treatment programs provided education concerning hepatitis
C and how it spreads to all of their patients, although this
was the case among a significantly greater proportion of
residential treatment programs (65.7%) than outpatient pro-
grams (45.3%). Furthermore, 23.9% of the outpatient drug
treatment programs, but only 13.9% of the residential
treatment programs did not educate any of their patients
about hepatitis C (x*(2) = 15.6, p < .000). Education about
HCV was provided during one or more phases of treatment:
at admission, during main treatment, and at reentry. While
almost all of the programs (87.6%) provided HCV related
education to patients during the main phase of treatment,
23.2% provided education at reentry and 37.6% provided
this education at admission. The admission phase of treat-
ment, however, was significantly more frequently a time of
HCV education in the outpatient drug treatment programs
than in the residential programs (41.9% and 29.7%, respec-
tively; x (1) =4.19, p = .027). Overall, 65% of the programs
report providing HCV education during only 1 phase of
treatment (usually during main treatment). Residential treat-
ment programs, however, were significantly more likely to
provide this education during only 1 phase of treatment than
outpatient programs (76.3% vs. 59.0%, respectively), while
outpatient programs were more likely than residential pro-
grams to provide it during 2 treatment phases (27.0% and
11.0%, respectively; x*(2) = 12.8, p = .002).

While some programs provided HCV related education
by bringing in outside experts, most programs utilized their
own staff members to deliver this information, making staff
education about HCV an important component of the pro-
gram’s HCV related education effort. In 54.1% of the
programs, all staff providing direct patient services received
education or in-service training on hepatitis C, while in a
minority of the programs (14.2%) none of the staff with
direct patient contact received this education. Individuals in
a variety of roles provided HCV education to patients in the
treatment programs, and in some programs, more than one
person educated patients about the disease. HCV related
education for patients was most frequently provided by
trainers (37.9% of programs), medical staff (37.6%), case
managers (32.9%), counselors or intake specialists (26.7%),
and HIV counselors (21.5%). Residential programs were

significantly more likely than outpatient programs to have
medical staff (44.9% vs. 33.8%, respectively; x*(1) = 4.07,
p = .044) and HIV counselors (28.0% vs. 18.0%, respec-
tively; x*(1) = 4.52, p = .033) provide the HCV education to
their patients, while outpatient programs were significantly
more likely to have counselors or intake specialists provide
this education (32.3% vs. 16.3%, respectively; x*(1) = 10.5,
p =.001).

3.3. Testing for HCV

Respondents were also asked to indicate the extent to
which their patients were tested for HCV antibodies while at
the treatment program. Over one-third (39.4%) of the
respondents indicated they could not provide an estimate
of the percent of their patients who were tested, with a
significantly greater proportion of outpatient program
respondents (43.8%) than residential program respondents
(30.3%) indicating this lack of ability to provide such an
estimate (x*(1) = 7.32, p = .007). Among those who were
knowledgeable about the extent of this HCV antibody test-
ing, a significantly greater proportion of outpatient (48.5%)
than residential (18.2%) programs indicated that none of
their patients were tested for HCV antibodies while at their
treatment programs, while a much greater proportion of
residential programs (62.6%) than outpatient programs
(45.5%) indicated that some, but not all, of their patients
had been tested for HCV antibodies while undergoing drug
abuse treatment (x>(2) = 28.8, p < .000).

3.4. Medical monitoring and management of HCV
positive patients

Respondents in 361 of the 439 programs in the sample
indicated they knew whether or not services were provided
at their programs to HCV positive patients, and that at least
one patient at their programs was known to the program to
be infected with HCV. Of these respondents, 293 (81.2%)
indicated that HCV positive patients were assisted in obtain-
ing some medical care or other support services. Among the
main types of medical care or other support services to HCV
antibody positive patients, respondents indicated that HCV
infected patients were most frequently provided with coun-
seling by clinical staff to help them maintain their health,
(90.4% of the 293 respondents); were referred to doctors for
treatment (87.0%); were monitored by counselors to make
sure they kept their medical appointments and took their
medications (79.5%); had program staff who advocated for
them with other medical providers (74.7%); were given case
management to assist them in receiving proper medical care
(67.9%); had a physician on staff who provided medical
treatment for patients diagnosed as having hepatitis C
(18.4%); and provided support groups for patients who
have hepatitis C (13.3%).

Some of the types of services that were provided for
HCV infected patients differed by treatment program



S.M. Strauss et al. / Journal of Substance Abuse Treatment 22 (2002) 55—62 59

modality. While a significantly greater proportion of the
residential programs (79.0%) than the outpatient programs
(61.7%) offered case management for HCV positive patients
(x*(1)=9.30, p = .002), a significantly greater proportion of
outpatient programs made referrals to doctors for treatment
than residential treatment programs (90.4% and 81.0%,
respectively; x*(1) = 5.36, p = .021). Furthermore, residen-
tial treatment programs were significantly more likely than
outpatient programs to have a physician on staff who
provided medical treatment for patients who had been
diagnosed as having hepatitis C (27.6% and 13.3%, respec-
tively; x(1) = 9.19, p = .002), and to have counselors who
monitored patients to make sure they kept their medical
appointments and took their medications (91.4% and 72.9%,
respectively; (1) = 14.2, p < .000).

4. Discussion

Based on responses from a nationwide random sample of
drug abuse treatment programs, this study provides data on
the extent to which hepatitis C related services are provided
to their patients. Half of the programs educate all of their
patients about hepatitis C and how it spreads, and about
three-fourths of the programs educate at least some of their
patients. Among programs that reported they were aware
that at least one patient was infected with hepatitis C, about
three-fourths of the programs provide some type of medical
support. However, the extent of testing for hepatitis C
antibodies, a vital component of hepatitis C related services,
appears to be more limited. In approximately one-third of
the programs, the respondent could not provide even a
rough estimate of the proportion of patients who had been
tested. In addition, of those respondents who could provide
an estimate of the proportion of patients tested for the virus,
only one-tenth indicated their treatment programs test all of
their patients for HCV antibodies, and almost half of them
do not test any of their patients. Thus, drug treatment
programs are likely to be unaware of many of their patients
who are infected with hepatitis C, and are therefore unable
to assist them in monitoring or helping them manage their
illness. It should be emphasized that testing for HCV
antibodies would not only enable the drug treatment pro-
grams to inform patients about their HCV serostatus, but it
would also provide the programs with the vital information
needed to identify and provide support services to their
HCV seropositive patients.

Some program managers believe that drug treatment
programs should only provide limited HCV related serv-
ices to some of their patients (or none at all), particularly
with regard to antibody testing. Certainly, if patients test
positive for HCV antibodies they may suffer considerable
psychological distress. Furthermore, if others know these
results, these HCV infected individuals may be the object
of discrimination and stigma. In addition, while HCV can
be diagnosed, the most efficacious treatment available at

present produces side effects of depression and anemia that
are especially hard to tolerate for people in the early stages
of recovery. Furthermore, this treatment is effective in no
more than 40% of individuals and it is often not available
to addicted patients due to barriers related to funding,
stigma, and medical contraindications (Zweben, 2001).
From the perspective of these program managers, without
effective and widely available treatment, the benefits to
patients of learning their HCV status are outweighed by
the drawbacks. Treatment options for hepatitis C are
rapidly changing, however, as new, more effective retro-
viral drugs and combination therapies become available
(Zeuzem et al., 2000; Manns, Cornberg, & Wedemeyer,
2001). A priority for drug treatment program managers
should therefore be to remain knowledgeable about new
developments in the clinical practices for optimal manage-
ment of hepatitis C. Helpful sources for this information
are the National Institute of Diabetes and Digestive and
Kidney Diseases, the Centers for Disease Control and
Prevention, and the American Liver Foundation.

The extremely high rate of HCV infection among drug
users (particularly those who inject or injected drugs), and
the associated morbidity and mortality suggest the impor-
tance of providing education, testing, and medical monitor-
ing and management of HCV infected individuals. Drug
treatment programs are in a unique position to provide these
primary and secondary prevention services because of their
access to drug users at risk for HCV infection. Serving a
population with limited ability to negotiate for hepatitis C
related services on its own, drug treatment programs can
inform these individuals about hepatitis C and its preven-
tion, destigmatize the disease, and correct any mispercep-
tions they may have about the illness and its progression.
While testing patients for the virus may result in some
drawbacks for individuals who learn they are HCV positive,
there are also many benefits. These individuals can be
taught to reduce the risk of serious liver disease by severely
limiting or eliminating alcohol intake and undergoing peri-
odic liver disease stage testing. In addition, because HCV
infected individuals may be asymptomatic for decades, the
virus may remain undetected by those affected, thus pro-
viding the opportunity to infect others. Those who know
they are infected can take steps to minimize the risk of
transmission. In addition, while current available treatment
options are limited, difficult to tolerate, and only moderately
effective at best, the drug treatment program setting offers
an excellent opportunity to supervise and monitor patients
who are undergoing treatment for the virus. Furthermore,
while no vaccine for hepatitis C exists at the present time,
safe and effective vaccines for hepatitis A and B are
available and indicated for HCV infected persons because
concomitant hepatitis A and B can make HCV-related liver
disease worse. Drug treatment programs can facilitate the
administration of these vaccines.

The results of the research also show that the provision
of hepatitis C related services varies widely across drug
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treatment programs. For the most part, residential drug-free
as compared with outpatient drug-free treatment programs
provide more hepatitis C related services in hepatitis C
related education and antibody testing to their patients. Our
analyses show that residential programs are significantly
more likely than outpatient programs to have a lower
patient to staff ratio, to have a higher proportion of patients
estimated to have injected drugs, and to be publicly owned
or private-not-for-profit. Differences in these organizational
and patient characteristics are among those that have been
shown in previous research to be related to greater levels
of primary care and HIV service provision among drug
treatment programs (Friedmann et al., 1999, D’Aunno
et al., 1999). With regard to hepatitis C related services,
the smaller patient-staff ratio in the residential programs
relative to the outpatient programs may result in greater
availability of counselors to provide medical monitoring
and management of HCV infected patients. In addition,
residential treatment programs, with a larger percent of
patients estimated to have injected drugs, may be provid-
ing more hepatitis C related services since their patient
populations are at greater risk for contracting and spread-
ing the virus. With a much larger proportion of residential
treatment programs identified as public or not-for-profit,
there may also be a greater emphasis on providing serv-
ices, like those related to HCV, that their patients might
not otherwise receive in programs motivated by profit. In
addition, just as programs having a larger proportion of
HIV positive patients have been more likely to provide
HIV/AIDS treatment (Friedmann et al., 1999), our analyses
show that residential programs, with a greater estimated
proportion of HCV positive patients, provide more HCV
related services.

The expansion of HCV service provision, especially for
the evaluation and treatment of large numbers of currently
untreated patients in drug treatment programs, will require
more dedicated resources, already in short supply. Just as
was the case for HIV/AIDS (Clapp, 1998), drug treatment
program managers may need to identify and secure neces-
sary fiscal and staff resources to implement a variety of
HCV related services for their patients. For some programs,
this service expansion will mean dedicating resources to
adapt already existing service provision for HIV/AIDS
(including education, prevention, early intervention, patient
medication management, and treatment), to include similar
HCYV related services. Staff will need training to increase
their knowledge about HCV, so they can assist patients in
taking a more active role in their own health care. Programs
will need to provide these services in a manner consistent
with their organizational structure. For example, our study
demonstrates that outpatient programs will be more likely to
refer HCV positive patients to doctors for treatment than
residential programs, while residential programs will be
more likely to offer case management for patients who are
referred out for medical services, and to offer treatment to
HCV positive patients by a physician on staff.

Even in programs with very limited resources, however,
it should be feasible to educate all patients about the virus
because the cost of providing educational services is rel-
atively modest. This education will need to be aimed at
helping patients reduce both HCV related risk behavior and
unrealistic fears about the progression and implication of the
illness. The manner in which this education is provided,
who provides the education, and the phase (or phases) of
treatment when this education takes place, will likely vary
according to the needs and organizational characteristics of
the programs. For example, our research indicates that a
much larger proportion of outpatient programs than residen-
tial programs will likely provide this education at admission.
In addition, outpatient programs are much more likely than
residential programs to have a counselor or intake specialist
who will provide this education, while medical staff and
HIV counselors will be more likely to educate residential,
rather than outpatient treatment program patients.

There are a number of limitations to the research that
should be noted. First, the interview was brief, limited in its
scope, and conducted “on the spot” without prior prepara-
tion on the part of the respondent. Aware that respondents
would generally not have exact information accessible to
them during the interview, the interview asked them to
report rough estimates of a number of aggregated patient
characteristics, among them: the percent of patients who are
drug injectors, were tested for HCV, and HCV infected.
Respondents were asked to provide estimates for these
characteristics by giving answers of either 0%, up to 10%,
25%, 50%, 75%, or 100%. Nonetheless, because these
answers were elicited without the benefit of prior prepara-
tion, some of these responses may be inaccurate. Second,
respondents in this brief interview were not asked in detail
about the provision of some hepatitis C services, so the data
cannot reflect some important variation between programs.
For example, there were no questions about the nature,
content and quality of hepatitis C related education, but
rather only whether such education was provided and if so,
whether to all or some of the programs’ patients. Third, the
data reflect the provision of HCV related services by drug
treatment programs as reported by a program administrator.
Since patients at the treatment programs were not inter-
viewed, the data may not reflect the proportion of patients
who actually received these services. Finally, while respond-
ents were either program managers or those most knowl-
edgeable about HCV services at the treatment programs, this
level of knowledge likely varied across programs. Thus,
these data should be viewed as representing the perceptions
of the respondents, which in some cases may be misper-
ceptions. In spite of these limitations, the research gives
important information about the current level of drug
treatment programs’ HCV service provision to the popu-
lation most at risk for the virus.

The combination of high current HCV prevalence (espe-
cially among injection drug users) and the virulent nature of
HCV suggest that gaining control of HCV will be an
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enormous public health challenge. Because a vaccine for
HCYV is unlikely to be developed in the near future, drug
treatment programs can play an essential role in controlling
the epidemic, at least in part. Our research suggests,
however, that drug treatment programs need to be doing
much more than they are currently doing to reduce the risk
of HCV transmission, and to help those already infected
obtain the care they need. Furthermore, drug treatment
programs will also need to develop and expand linkages
with the health care delivery system for HCV prevention,
screening and referral to care so that their patients can
maintain their health to the greatest extent possible.
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