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Viral Hepatitis in NYC 

146,500 chronic Hep C	
High risk population: Baby boomers 

and people with a history of drug use.	

50% unaware of their status, many 
out of care.	

100,000 chronic Hep B	
High risk population: Immigrants	

In 2014, 1,625 women reported to 
perinatal Hep program. 60.1% born in 
China and 13.6% born in Africa	



“Hepatitis B: The Facts” Booklet 	
English, Spanish, Chinese, Korean, Russian and 

French	

Hep B Vaccine Pocket Card	
English, Spanish, Chinese, 

French	

•  Mailed to persons reported with positive test result	
•  Distributed at community events and trainings	

NYC Health Department 
Patient Education Materials  



“Hepatitis C: The Facts” Booklet 	
in English, Spanish, Arabic, Russian and Urdu	

NYC Health Department 
Patient Education Materials  

Liver Health Bulletin	
English, Spanish, Chinese	



Immigrant focused initiatives:	
•  Team Hep B – NYC student initiative	
•  Coalition against Hepatitis in People of                                                 

African Origin (CHIPO) – NYC 	
•  Patient Navigator Network	

NYC Hep C Task Force (founded 2004) and 	
NYC Hep B Coalition (founded 2009)	
•  Bring together professionals from a broad range of health 

care organizations	
•  About 10 general meetings a year, with additional 

commi_ee meetings and trainings	
•  National Hepatitis Testing Day and World Hepatitis Day 

commemorations	
•  Website (www.HepFree.NYC) and monthly e-newsle_er	

Hep Free NYC 
A Network Building Capacity to Prevent 

Manage and Treat Hep B & C In NYC 



City Council-Funded Direct Service Programs 
FY2015 – FY2016 

1.  Check Hep B Patient 
Navigation Program	

2.  Check Hep C Patient 
Navigation Program	

3.  NYC Hep C Peer 
Navigation Program	

	

NYC Health Department Role	
1.  Contract management	
2.  Program development and 

management	
–  Develop protocol and program 

materials (forms, guides, patient 
education)	

–  Develop database and reporting 
system	

–  Provide initial and monthly training 
and technical assistance for all funded 
programs	

–  Conduct quality improvement	
–  Facilitate referral and sharing of best 

practices among programs	



Check Hep B Patient 
Navigation Program 

Services: Linkage-to-care and care coordination for Hep B 
patients	
	
Goal: Enroll 50 HBV-infected pts at each site for linkage to care, 
medical evaluation, cancer screening, and assistance with 
treatment initiation and adherence (as needed).	
	
Funded Programs:	
•  Bellevue Hospital	
•  Charles B Wang Community Health Center	
•  African Services Commi_ee	
•  Korean Community Services	
•  Brooklyn Chinese Family Medical Center*	
	
*Added FY2016	

Funding: 
approximately 
$63,000 for one 

year	



Hep B Case Rates 
and Check Hep B Program Sites 

African Services 
CommiTee	

Bellevue 
Hospital 
Center	

Charles B. Wang 
Community 

Health Center 
(Chinatown)	

Korean 
Community 

Services	

NYU Lutheran Family 
Health Centers – 

Brooklyn Chinese NEW	

Charles B. Wang 
Community Health 

Center (Flushing) NEW	



Patient Navigator  
Activities 

1.  Outreach and enrollment 	
2.  Assessment and patient navigation care plan 	
3.  Linkage to Hep B medical care	
4.  Care coordination services	

–  Accompaniment and reminders	
–  Referrals to supportive services	
–  Alcohol screening and counseling	
–  Health promotion (4 standardized modules) 	
–  Contact services	
–  Medical interpretation	
–  Case conference with medical care team	
–  Treatment readiness/adherence counseling	
–  Medication/pharmacy coordination	
–  Discharge/transition planning	



•  Patient Navigation Form 	
–  Demographic Info	
–  Brief Assessment	
–  Referrals	
–  Care Coordination “Log”	
–  Clinical Care Tracking	
–  Discharge Info	

•  Patient Navigation Database	

•  Health Promotion Guide and 
Patient Education Materials	

	
•  Patient Care Plan Form	

•  Treatment Planning Form	

Program Materials 



Patient Navigation 
Form 



Patient Navigator  
Database 



Health Promotion Guide 

Guides health promotion and 
completion of patient navigation 
assessment and  care plan	



•  Completed by navigator 
and patient together	

•  Tracks patient progress in 
meeting program and 
individual health goals	

•  Documents referrals	

Care Plan 



Treatment Planning Form 

Tool to support 
treatment 

readiness and 
adherence 
education	



How to Use  
Check Hep B Materials 



	

Program Dates: 	
Dec 1, 2014 – Jun 30, 2015	

•  185 patients enrolled, given 
health education, assessed, 
and referred for medical 
care or supportive services	

•  150 (81%) completed a 
Hep B medical evaluation.	

•  50 (27%) started Hep B 
treatment.	
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Patient  
Characteristics 

African Services CommiTee	
•  51 patients, 86% male, avg age: 46 years 	
•  Born in 11 African countries, 7 languages spoken	
•  73% uninsured, 25% Medicaid	
•  65% income <$800/month	

Charles B. Wang Community Health Center	
•  50 patients, all female, avg age: 30 years (enrolled pregnant 

women)	
•  Born in China or Taiwan	
•  100% Medicaid (56% temporary Medicaid)	
•  26% income of <$800/month	



Patient  
Characteristics 

Korean Community Services	
•  45 patients, 60% male, avg age: 51 years 	
•  Born in South Korea, China or Taiwan	
•  71% uninsured, 18% Medicaid, 4% Medicare, 7% 

privately insured	
•  34% income <$800/month	

Bellevue Hospital Center	
•  39 patients, 32% male, avg age: 41 years	
•  Born in 13 countries, 5 languages spoken	
•  72% uninsured, 18% Medicaid, 3% Medicare	
•  41% income of <$800/month	



1.  Lack of awareness about Hep B in high risk populations (e.g. African-born). 	
–  More support for outreach and education necessary.	

2.  Hep B stigma persists – patient navigators are often sole source of support 
and accurate information. 	
–  Ongoing support needed for patient navigation programs.	

3.  ATending regular visits difficult for patients who are migrant workers. 	
–  Low threshold programs are necessary.	

4.  Patient navigators from target community have best results.	
–  Medical interpretation certification essential.	

5.  Undocumented patient face unique barriers (e.g. paying out-of-pocket for 
medical expenses and fears of being reported).	
–  Increased awareness of low-cost, safe, specialized services for Hep B care 

(Check Hep B, FQHCs or HHC). 	

Program Findings and 
Recommendations 



Current Patient Navigation projects and plans	
	
•  Improve direct to patient communications 	

–  Enhance le_er to all new cases reported	
–  Currently piloting Text and Call interventions	
–  Exploring be_er ways to offer Patient Navigation support	

•  Develop interactive educational materials in appropriate languages	
–  Translations, new tools such as mobile App and text format	

•  Further develop direct service programs such as Check Hep B	
–  Expand to additional sites reaching populations at risk	
–  Improve program design and tools	
–  Share model 	

	
•  Strengthen the Hep Free NYC Patient Navigator Network	

–  Tour health care facilities to support successful referral	
–  Network patient navigators to share best practices	

Next Steps 


