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NIDA Funding
• Rural Opioid Initiative New England (DISCERNNE). UG3DA044830, 

UH3DA044830. MPIs: Friedmann, Stopka

• EXtended-release treatment for Opioid Use Disorder (EXOUD Mass). R01… 

MPIs: Stopka, Walley

• Predict to Prevent (P2P): Dynamic Spatiotemporal Analyses of Opioid 

Overdose to Guide Pre-Emptive Public Health Responses. R01DA054267. 

MPIs: Stopka, Bauer

• Assessing Optimal XR-Buprenorphine Initiation Points in Jail. R01DA056446. 

MPIs: Farabee, Friedmann, Stopka

• Examining Xylazine Exposure & Risk of Skin and Soft Tissue Infections in 

People Who Inject Drugs. R21DA061423. MPIs: Stopka, Shrestha

• MA Justice Community Opioid Innovation Network (JCOIN II) RM1DA064500. 

MPIs: Evans, Pivovarova



Overview

• Drug Injection Surveillance and Care Enhancement in Rural 

Northern New England (DISCERNNE)

• Rural Opioid Initiative (ROI)

• ROI Phases: Surveillance/Epi (UG3), RCT (UH3)

• Test mobile telemedicine-based HCV treatment & HR intervention

• Lessons learned



The DISCERNNE Study
Drug Injection Surveillance and Care 
Enhancement in Rural Northern New England

Mobile telemedicine-based treatment of chronic 
HCV among PWID in rural northern New England: 

Findings from a randomized clinical trial

Thomas J. Stopka, Donna Wilson, David de Gijsel, Kerry Nolte, Jean 

Dejace, Randall Hoskinson Jr., Lizbeth Del Toro-Mejias, Elyse Bianchet, 

Patrick Dowd, and Peter D. Friedmann 



Background: DISCERNNE→One of eight studies funded as 
part of the Rural Opioid Initiative (ROI)

● Build local collaborations, aggregate existing data and conduct 
rapid epidemiological assessments to fill local data gaps, and 
harmonize core data elements across studies (UG3 phase; 
2017-2019)

● Propose locally relevant intervention projects informed by UG3 
phase collaborations and assessments

● Implement sustainable, locally tailored interventions over a 
period of 3+ years (UH3 phase; 2020-2024)







Background: UG3 Findings 2017-2019

● Limited access to injection equipment 

and HCV testing and treatment 

● High Risk of HIV outbreak considering 

lack of harm reduction services and 

high HCV rates

All VT NH MA

HCV seropositivity 59% 54% 66% 58%

Shared injection 

equipment
53% 46% 65% 51%



Drive-Time Service Areas: Northern New England

Stopka, T. J., Jacque, E., Kelso, P., Guhn-Knight, H., Nolte, K., Hoskinson Jr, R., ... & Friedmann, P. D. (2019). The opioid epidemic in 

rural northern New England: An approach to epidemiologic, policy, and legal surveillance. Preventive Medicine, 128, 105740.



Methods: UH3 Aims 2020 to 2024

A randomized controlled trial to evaluate HCV treatment:

Mobile telemedicine care 

(MTC) with integrated syringe 

services

Enhanced usual care (EUC) 

referral with care navigation to a 

local or regional provider

vs



Methods: Outcomes

Primary outcomes 

● Direct acting antiviral 

(DAA) treatment initiation

● Sustained virologic 

response (SVR12) 

● Syringe sharing behavior

Secondary outcomes

● HAV & HBV vaccination rates

● Initiation of medications for opioid 

use disorder (MOUD) 

● Health-related quality of life 

(HRQOL) 

● Change in substance use patterns



DISCERNNE: Study Hypotheses

Study Hypotheses

Mobile tele-HCV care on a van will 

be associated with:

o ↑ Hepatitis C treatment 

initiation

o ↑Sustained virologic response 

12-weeks post treatment

o ↓ Syringe sharing

Secondary outcomes 

o ↑ HAV and HBV vaccination 
completion rates

o↑ Medication for opioid use disorder 
(MOUD) initiation

o↓ Substance use



Friedmann et al. JNO. 2026. 
PMID: 41587029





Methods: Intervention

-Van outfitted for phlebotomy, elastography, audio/video tele-capabilities

-Parked outside community harm reduction sites

-Staffed by phlebotomist, harm reductionists, research team 

-Reimbursed point-of-care HCV & HIV Ab testing

-Full labs for all participants with positive HCV Ab + 

-All participants with HCV viremia got elastography, then randomized

-Video-assisted televisit with remote provider virtually on the van

-DAA prescription to speciality pharmacy, deliver meds to home or van



Context

● Relatively young PWUD, mostly fentanyl, some stimulants

● Many unhoused, camping in woods, limited cell networks

● Medicaid expansion states→insurance coverage for most

● Evolving payor restrictions for DAA - cirrhosis assessment, genotype, 

specialist care

● Perceived and real barriers to access HCV treatment

● A pandemic…

● Enrollment delayed and limited



Methods: Eligibilty Criteria

➢ Adults who had ever injected drugs:

● Lived in county in southern VT or 

southwest NH

● Had insurance or eligible for Medicaid 

● Not previously been treated for HCV

● Did not have active HBV, untreated HIV, 

decompensated cirrhosis

Target sample size n = 220 (150 randomized)



Visit T0: 
Screening and 

Enrollment

❑ Informed consent
❑ Rapid HCV & HIV 

tests
❑ FibroScan
❑ Blood draw
❑ Recontact form
❑ Health insurance 

support

Visit T1: Randomized Assignment

❑ Telemedicine visit
❑ Prescribe DAA 
❑ Care navigation as 

needed

Randomization

MTC: Mobile Tele-
HCV Care

EUC: Enhanced 
Usual Care

Visits F1-F4:
End-of-Treatment, 

12-, 24- and 36- 
week follow-up*

Both groups
● Harm reduction services 
● HCV viral load (phlebotomy & Dried Blood Spot) 
● ACASI survey on tablet
● Initial HAV & HBV vaccination
● Randomized assignment

❑ Re-contact 
Phase 1 
participants

❑ Referrals from 
community 
partners & 
participants

❑ Street outreach

Prescreening 

❑ Referral 
❑ Care navigation

Mobile Tele-HCV Care (MTC)

Enhanced Usual Care (EUC)

❑ HAV & HBV vacc. 
series completed if 
not done by 16 
week after Visit T1

● HCV viral load
● ACASI survey

● HAV & HBV vacc. 
series completed

● HCV viral load
● ACASI survey

*Follow-up visits occurred 16, 28, 40, and 52 weeks after the T1 visit for those who did not initiate treatment







Discussion
In this trial in rural Northeastern US, PWID who were offered testing and treatment 

on a mobile van through a telehealth visit were:

● 2.2 times more likely to start DAA

● 2.0 times more likely to achieve SVR12

when compared to people referred to usual care

BUT

Cure rates were only about 60% in either group among those who had initiated DAA



Lessons learned

Bianchet et al., Viruses. PMID: 39339864



NE UH3: Lessons Learned

Community partnerships were crucial for 
success, enabling effective harm reduction 
services and providing consistent parking 
locations for the mobile unit to support 
participant recruitment and engagement.

Overcoming challenges with transportation 
and communication required a flexible 
approach, combining a consistent van 
parking schedule with mobility to meet 
participants where they were.



NE UH3: Lessons Learned 

Mobile telemedicine treatment of HCV effectively links persons 
with active OUD to DAAs, but treatment interruptions remain 
common. 

Barriers include lack of phones, difficulty with medication 
management and storage, and incarceration.

This population requires a significant amount of support 
to initiate and complete treatment, and avoid reinfection, 
and there remains a need for innovative, intensive 
approaches to HCV care management.
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Recap

• Drug Injection Surveillance and Care Enhancement in Rural 

Northern New England (DISCERNNE)

• Rural Opioid Initiative (ROI)

• ROI Phases: Surveillance/Epi (UG3), RCT (UH3)

• Test mobile telemedicine-based HCV treatment & HR intervention

• Lessons learned



Thank you!  Questions?

Thomas J. Stopka, PhD, MHS
thomas.stopka@tufts.edu

mailto:thomas.stopka@tufts.edu
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