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MATERIAL/MÉTODOS

Both in the overall population and in the Portuguese subpopulation:
• The largest percentage of patients was either accepting or ambivalent towards their current IMID  treatment;
• The high percentage of ambivalent patients suggests the need for more effective interventions, during medical visits, for addressing potential erroneous beliefs regarding the prescribed medication;
• The highest percentage of highly adherent patients was identified among those taking TNFis only or combination treatment (including TNFis).
In the overall population:
• A significantly higher percentage of highly adherent patents was identified among accepting patients than among ambivalent patients;
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RESULTADOS

• Adherence to medication is essential to achieve and sustain management targets and optimal outcomes in the treatment of patients with immune-mediated inflammatory disease (IMID);
• Personal motivation to start and continue medication is a key factor in adherence to medication, and is shown to be strongly influenced by patients’ beliefs about the necessity for treatment and concerns about

potential side effects;1

• Knowledge about such beliefs and concerns in patients with IMIDs is limited thus far;
• To our knowledge, ALIGN is the first multi-country cross-sectional study, to determine patients’ specific and general beliefs towards medication and their treatment adherence to selected systemic therapies (either

alone or in combination) in the treatment of 6 chronic IMIDs.

INTRODUCTION

1. Hospital CUF Descoberta (Lisboa); 2. Centro Hospital do Porto, E.P.E. (Porto); 3. Centro Hospitalar Baixo Vouga, E.P.E. (Aveiro); 4. Centro Hospitalar Lisboa Norte (Lisboa); 5.

Consulreuma, Consultores em Reumatologia e Osteoporose (Lisboa); 6. Clínica Laser de Belém (Lisboa); 7. Hospital dos Lusíadas (Lisboa); 8. AbbVie, Lda. Amadora (Portugal); 
9. Centro Hospitalar de Coimbra (Coimbra).

STUDY DESIGN

• Multi-country, observational, cross-sectional study;
• Study conducted between June 2012 and October 2013;
• Data were collected by physicians during a single outpatient visit scheduled for routine follow-up of the

IMID (without randomization).

DATA COLLECTION

• From patients’ records: demographics, social and educational background, disease related data (IMID
diagnosis and disease severity, current comorbidities, prior surgery for Crohn’s disease and ulcerative
colitis), and medication related data (current IMID treatment and response, previous IMID treatment,
concomitant medication other than IMID treatment);

• From patient questionnaires, for assessing patient-reported outcomes: BMQ and MMAS-4 (responses to
questionnaires were sealed by the patient in an envelope to ensure privacy).

INCLUSION CRITERIA

• ≥ 18 years old;
• Patients with an IMID (active rheumatoid arthritis [RA], ankylosing spondylitis [AS], psoriatic arthritis

[PsA] Crohn’s disease [CD], ulcerative colitis [UC], psoriasis [PS] diagnosed by a rheumatologist,
gastroenterologist and dermatologist, respectively;

• On current treatment with a systemic either conventional and/or biologic (TNFi)
immunomodulating and/or disease-modifying drugs according to the national label: TNFi
monotherapy; TNFi combined with conventional systemic therapies: DMARDs, IMM, steroids,
NSAIDS (for AS patients only); systemic therapies: DMARDs, IMM, steroids, NSAIDS (for AS patients
only).

DATA ANALYSIS

• Mean scores for the BMQ-Specific Necessity and Concerns Subscales for highly adherent patients
(defined as MMAS-4 score = 4) were determined for each individual treatment (TNFi only,
conventional treatment only, and combination treatment).

• Patients were classified according to BMQ-Specific Necessity and Concerns scores:

• Indifferent (if BMQ-Specific Necessity score < 3 and BMQ-Specific Concern score < 3);
• Skeptical (if BMQ-Specific Necessity score < 3 and if BMQ-Specific Concern score ≥ 3);
• Accepting (if BMQ-Specific Necessity score ≥ 3 and BMQ-Specific Concern score < 3);
• Ambivalent (if BMQ-Specific Necessity score ≥ 3 and BMQ-Specific Concern score ≥ 3).

• Fisher´s exact test was used to compare the percentages of patients who were accepting towards
their medication (TNFi only, conventional treatment only, or combination treatment) with those
of patients who were ambivalent towards their medication.

BASELINE DEMOGRAPHICS

• A total of 7,328 patients from 34 countries were enrolled in the study. Data from 7,197 patients from 33
countries (at around 500 sites in 4 geographical areas) with available documentation for ≥1
questionnaire were included in the final analysis (see Figure 4 Overall Population) ;

• A total of 138 patients were recruited from Portugal.

Figure 1. Participation in ALIGN study by geographical location4
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PRIMARY OBJECTIVE
To describe patient’s beliefs and risk concerns in
patients with chronic IMID towards their systemic
medication, i.e.:

• Tumor necrosis factor inhibitors (TNFis); or

• Conventional systemic medication such as:

• Disease modifying anti-rheumatic drugs
(DMARDs);

• Nonsteroidal anti-inflammatory drugs
(NSAIDs), and

• Immunomodulators (IMMs); or

• Combination of both.

• Adherence to medication is essential to achieve
and sustain management targets and optimal
outcomes in the treatment of patients with
immune-mediated inflammatory disease (IMID);

• Personal motivation to start and continue
medication is a key factor in adherence to
medication, and is shown to be strongly
influenced by patients’ beliefs about the
necessity for treatment and concerns about
potential side effects;1

• Knowledge about such beliefs and concerns in
patients with IMIDs is limited thus far;

• To our knowledge, ALIGN is the first multi-
country cross-sectional study, to determine
patients’ specific and general beliefs towards
medication and their treatment adherence to
selected systemic therapies (either alone or in
combination) in the treatment of 6 chronic
IMIDs.
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SECONDARY OBJECTIVES
• To correlate patients’ beliefs and risk concerns

with disease characteristics (duration, severity,
treatment history);

• To assess and describe beliefs about TNFi
treatments as well as systemic treatments other
than biologics (e.g. DMARDs, NSAIDs and IMMs);

• To describe self-reported adherence levels with
TNFis and conventional systemic medication;

• To assess the correlation of patients’ beliefs
about treatments with the respective treatment
compliance levels and patient perception
parameters like illness beliefs.

RESULTS

BASELINE DEMOGRAPHICS
• A total of 7,328 patients from 34 countries

were enrolled in the study. Data from 7,197
patients from 33 countries (at around 500 sites
in 4 geographical areas) with available
documentation for ≥1 questionnaire were
included in the final analysis (see Figure 4
Overall Population) ;

• A total of 138 patients were recruited from
Portugal.

DATA ANALYSIS
• Mean scores for the BMQ-Specific Necessity and

Concerns Subscales for highly adherent patients
(defined as MMAS-4 score = 4) were determined
for each individual treatment (TNFi only,
conventional treatment only, and combination
treatment).

• Patients were classified according to BMQ-
Specific Necessity and Concerns scores:

• Indifferent (if BMQ-Specific Necessity score
< 3 and BMQ-Specific Concern score < 3);

• Skeptical (if BMQ-Specific Necessity score <
3 and if BMQ-Specific Concern score ≥ 3);

• Accepting (if BMQ-Specific Necessity score
≥ 3 and BMQ-Specific Concern score < 3);

• Ambivalent (if BMQ-Specific Necessity
score ≥ 3 and BMQ-Specific Concern score
≥ 3).

• Fisher´s exact test was used to compare the
percentages of patients who were accepting
towards their medication (TNFi only,
conventional treatment only, or combination
treatment) with those of patients who were
ambivalent towards their medication.

Figure 1. Participation in ALIGN study by 
geographical location4

Note: RA, rheumatoid arthritis; AS, ankylosing spondylitis; PsA, psoriatic 
arthritis; CD, Crohn’s disease; UC, ulcerative colitis; PS, psoriasis

Table 1. Overall Population: IMIDs and 
treatment type 

• Group comparisons were not adjusted for
confounding factors, which may difficult the
interpretation of results;

• The results of patient reported outcomes may
have been affected by self-presentation bias,
recall bias, and selection bias;

• Although the results for the Portuguese
subpopulation seem to be similar to those for
the overall population, these should not be
directly compared for two main reasons:

• The respective sample sizes were
dramatically different;

• There may be confounding factors, which
may difficult the interpretation of this
comparison.

Figure 4. Beliefs About Medicines 
Questionnaire (BMQ): necessity and 
concerns subscales

Variable
Overall

Population4

(n=7.197)

Portuguese subpopulation (n=138)
RA 

(n=27)
AS 

(n=8)
PsA

(n=11)
CD 

(n=19)
UC 

(n=8)
PS 

(n=65)
Female, % 52.7 92.6 37.5 36.4 78.9 75.0 40.0

Age in years, 
Mean (range)

47.5 
(18 – 88)

59.3
(33 – 78)

45.5
(32 – 63)

46.0
(29 – 61)

40.5
(20 – 79)

52.4
(28 – 76)

50.0
(21 – 77)

Disease duration   
in years, mean %  
(range)

11.7 
(0 – 72.6)

12.1
(0.2 –
43.2)

10.4
(0.2 –
28.1)

13.0
(0.5 –
50.6)

12.4
(0.4 –
48.5)

10.5
(2.1 –
22.9)

19.1
(0.3 –
41.0)

Current severity of the IMID disease, %

Mild 51.5 51.9 37.5 63.6 52.6 50.0 70.8

Mild to moderate 22.0 22.2 37.5 9.1 0.0 25.0 13.8

Moderate 14.4 14.8 12.5 9.1 15.8 0.0 7.7

Moderate to 
severe

8.8 7.4 12.5 18.2 21.1 12.5 6.2

Severe 3.4 3.7 0.0 0.0 10.5 12.5 1.5

• Both in the overall population and in the 
Portuguese subpopulation, the most prevalent 
IMIDs were rheumatoid arthritis (overall 
population: 27.5%4;  Portuguese 
subpopulation: 19.6%) and psoriasis (overall 
population: 26.2%4 ; Portuguese 
subpopulation: 47.1%) – see Figures 2 and 3;

Overall population: highly adherent patients (MMAS-4 score=4), n(%)

Monotherapy Combination treatment (conventional + 
TNFis)

Conventional TNFis Conventional TNFis

Accepting 
(n=1,347)

Ambivalent 
(n=1,151)

Accepting 
(n=1,251)

Ambivalent 
(n=834)

Accepting 
(n=900)

Ambivalent 
(n=739)

Accepting 
(n=1,031)

Ambivalent 
(n=786)

751
(55.8)

531
(46.1)

919
(73.5)

504
(60.4)

550
(61.1)

374
(50.6)

800
(77.6)

542
(69.0)

Table 3. Overall population: Comparison 
between highly adherent accepting and 
ambivalent patients4

Note: Indifferent (low necessity/low concerns), Skeptical (low 
necessity/high concerns), Accepting (high necessity/low concerns), 
Ambivalent (high necessity/high concerns).

• In the overall population, the percentage of
highly adherent accepting patients was
significantly (p<0.0001) larger than the
percentage of highly adherent ambivalent
patients (see Table 3).4

Figure 5. Highly adherent (MMAS-4-score=4) 
patients per treatment type
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• Both in the overall population4 and in the
Portuguese subpopulation, the percentage of
highly adherent patients was higher for
treatment with TNFis than with conventional
treatment (see Figure 5);
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METHODS

STUDY DESIGN
• Multi-country, observational, cross-sectional

study;

• Study conducted between June 2012 and
October 2013;

• Data were collected by physicians during a single
outpatient visit scheduled for routine follow-up
of the IMID (without randomization).

DATA COLLECTION
• From patients’ records: demographics, social and

educational background, disease related data
(IMID diagnosis and disease severity, current
comorbidities, prior surgery for Crohn’s disease
and ulcerative colitis), and medication related
data (current IMID treatment and response,
previous IMID treatment, concomitant
medication other than IMID treatment);

• From patient questionnaires, for assessing
patient-reported outcomes: BMQ and MMAS-4
(responses to questionnaires were sealed by the
patient in an envelope to ensure privacy).

INCLUSION CRITERIA
• ≥ 18 years old;

• Patients with an IMID (active rheumatoid
arthritis [RA], ankylosing spondylitis [AS],
psoriatic arthritis [PsA] Crohn’s disease [CD],
ulcerative colitis [UC], psoriasis [PS] diagnosed by
a rheumatologist, gastroenterologist and
dermatologist, respectively;

• On current treatment with a systemic either
conventional and/or biologic (TNFi)
immunomodulating and/or disease-modifying
drugs according to the national label: TNFi
monotherapy; TNFi combined with conventional
systemic therapies: DMARDs, IMM, steroids,
NSAIDS (for AS patients only); systemic
therapies: DMARDs, IMM, steroids, NSAIDS (for
AS patients only).

PERCEIVED NECESSITY AND CONCERNS
ABOUT IMID TREATMENT
• The mean scores for the BMQ subscales (score

range between 1 and 5) indicated a:4

• Relatively high perceived necessity for
current treatment:
• Overall population: mean scores of the

BMQ-specific Necessity Subscale varied
between 3.5-4.2;4

• Portuguese subpopulation: mean scores
of the BMQ-specific Necessity Subscale
varied between 4.0-4.3.

• Higher perceived necessity for TNFis
treatment than for conventional treatment
• Overall population: mean scores of the

BMQ-specific Necessity Subscale ranged
between 3.9-4.2 for TNFis treatment
(alone or in combination respectively)
and between 3.5-3.9 for conventional
treatment (alone or in combination
respectively);4

• Portuguese subpopulation: mean scores
of the BMQ-specific Necessity Subscale
were 4.3 for TNFis treatment (alone or
in combination) and 4.0 for
conventional treatment (alone or in
combination).

• Higher perceived necessity than concerns
either for treatment with TNFis or
conventional treatment
• Overall population: the mean scores for

BMQ-specific Necessity Subscale [3.5-
4.2] were higher than for the BMQ-
specific Concerns Subscale [2.6-3.0]);4

• Portuguese subpopulation: the mean
scores for BMQ-specific Necessity
Subscale [4.0-4.3] were higher than for
the BMQ-specific Concerns Subscale
[2.7-3.0]).

• Most of the patients were either ambivalent
(overall population: 37.1%-41.2%;4 Portuguese
subpopulation 34.4%-56.8%) or accepting
(overall population: 47.3%-55.5%;4 Portuguese
subpopulation: 36.4%-63.8%) towards their
medication (see Figure 4).

METHODS (CONTINUED)

Figure 2. Overall population: IMIDs and 
treatment type (n= 7,197)4
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Figure 3. Portuguese subpopulation: IMIDs 
and treatment type (n= 138)

• The mean age was 47.5 (SD ±14.8) years in the
overall population4 and 50.0 (SD ±14.1) in the
Portuguese subpopulation, and the mean IMID
duration was 11.7 (SD ±10.9) years in the overall
population 4 and 15.3 (SD ±11.8) years for the
Portuguese subpopulation (see Table 1).

Both in the overall population and in the 
Portuguese subpopulation:

• The largest percentage of patients was 
either accepting or ambivalent towards 
their current IMID  treatment;

• The high percentage of ambivalent patients 
suggests the need for more effective 
interventions, during medical visits, for 
addressing potential erroneous beliefs 
regarding the prescribed medication;

• The highest percentage of highly adherent 
patients was identified among those taking 
TNFis only or combination treatment 
(including TNFis).

In the overall population:

• A significantly higher percentage of highly 
adherent patents was identified among 
accepting patients than among ambivalent 
patients;
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•	 The pangenotypic direct-acting antivirals (DAAs) glecaprevir 
coformulated with pibrentasvir (G/P) are approved to treat 
chronic HCV infection for all 6 major genotypes (GT)

G/P is Approved for Patients With HCV GT1–6 
Infection

Investigate whether lack of viral suppression by TW4 is predictive of relapse in patients receiving G/P for 8 weeks, 
and evaluate factors impacting time to viral suppression.

•	 Response Guided Therapy based on 
treatment Week 4 (TW4) HCV RNA  was 
widely used by clinicians in the interferon 
(IFN) era to determine whether treatment 
with first generation DAAs should be 
extended in order to prevent relapse

•	 With the broadened use of shortened 8-week 
DAA regimens, concerns remain that failure 
to suppress HCV RNA quickly may lead to 
relapse

•	 AASLD guidelines state the significance of 
quantifiable HCV RNA at TW4 is unknown 
and provide no recommendations for 
stopping or extending therapy2

G/P is orally dosed as 3 pills taken once daily with food for a total dose of 300 mg/120 mg. Glecaprevir was 
identified by AbbVie and Enanta.

Table 1. Baseline Demographics and Disease Characteristics Figure 1. Percentage of Patients With Viral Suppression Over Time by Patient 
Subgroup

LOGISTIC REGRESSION ANALYSIS
•	 Of the 17 baseline factors analyzed, 16 had no impact on reaching viral suppression at TW4
–	 Baseline HCV RNA was associated with having quantifiable HCV RNA at TW4 

	 (odds ratio = 2.676 [95% CI 1.5–4.7], P-value <.001)
•	 A separate logistic regression analysis showed that baseline HCV RNA was not associated 

with achievement of SVR123

EFFICACY
•	 99% SVR12 in 943/950 GT1–6 patients 

treated with G/P for 8 weeks 
–	 All patients with relapse had unquantifiable 

HCV RNA at TW4
•	 TW4 data was available for 942/950 patients:
–	 96% (906/942) of patients had 

unquantifiable HCV RNA at TW4 (Figure 
1)
•	 99% achieved SVR12 

–	 4% (36/942) of patients had quantifiable 
HCV RNA at TW4 (Figure 2)
•	 100% (36/36, 95% CI 90.4–100.0) 

achieved SVR12
–	 24% (223/942) had detectable HCV RNA 

at TW4
•	 97% (217/223) achieved SVR12  

(95% CI 94.3–98.8)

•	 6 patients relapsed; 2 had GT2 infection 
and 4 had GT3 infection

•	 An analysis of patients treated with 12-
week G/P in Phase 3 studies assessed 
whether patients with detectable HCV RNA 
at TW4 had similar SVR rates as those 
treated for 8 weeks:
–	 29% (260/893) of patients treated with 

G / P  
for 12 weeks had detectable HCV RNA at 
TW4
•	 >99% (259/260) achieved SVR12	  

(95% CI 97.9–99.9)
•	 There was no statistical difference 

between the 8- and 12-week SVR rates 
among patients with detectable HCV 
RNA at TW4 	

Figure 2. Viral Load Distribution by Treatment Visit for Patients with Quantifiable HCV RNA 
at TW4 

HCV RNA at baseline and treatment Week 1, 2, 4, and 8 is shown for 36 patients with quantifiable HCV RNA at TW4. Error bars represent the mean (range).

METHODS 
•	 Data were pooled from five phase 2 or 3 clinical 

studies and included patients who received G/P (300 
mg/120 mg) once-daily for 8 weeks

•	 Patients lost to follow up or with missing SVR12 data 
(N = 13) were excluded from the analysis since the 
impact of viral suppression on response cannot be 
assessed in these patients 

•	 Since we sought to determine whether quantifiable 
HCV RNA at TW4 was predictive of relapse, 2 patients 
with on-treatment virologic failure were excluded:

–– GT1a white male, PR-experienced, F0-1 fibrosis, 
with baseline viral load of 5.4 M IU/mL failed  
to suppress with TW2 nadir of 139  IU/mL and 
rebound at TW4 to 1860 IU/mL

–– GT3a white male, naïve, F3 fibrosis, with baseline 
viral load of 7.7 M IU/mL failed to suppress with 
TW4 nadir of 37 IU/mL and rebound at TW8 to 
7200 IU/mL; this patient was non-compliant

KEY ELIGIBILITY CRITERIA
•	 Chronic HCV GT 1–6 infection without cirrhosis 
•	 Treatment-naïve or experienced with IFN or pegIFN ± 

ribavirin (RBV) or sofosbuvir + RBV ± pegIFN 

ENDPOINTS AND ANALYSES

*Due to assay differences, LLOQ for the SURVEYOR-I and –II studies was 25 IU/mL (Roche 
COBAS TaqMan® RT-PCR assay v. 2.0) and LLOQ for the ENDURANCE-1, ENDURANCE-3, and 
EXPEDITION-2 studies was 15 IU/mL (Roche COBAS Ampliprep/TaqMan® RT-PCR assay v. 2.0).

•	 Time to viral suppression did not impact efficacy in 
patients treated with G/P for 8 weeks 

•	 4% of patients treated with 8-week G/P had quantifiable 
HCV RNA at TW4, and all achieved SVR12

•	 Of the 17 variables assessed by multivariate logistic 
regression, only baseline viral load was associated with 
having quantifiable HCV RNA at TW4 

•	 In published real-world data of patients receiving 
8-week ledipasvir/sofosbuvir, 27% or 68% of patients 
had quantifiable or detectable HCV RNA at TW4, 
respectively; SVR12 (mITT) in this population was 97%4

•	 Taken together, these data suggest that treatment 
extension in patients eligible for 8-week regimens is 
not warranted based on TW4 viral loads

1.	 MAVYRET. AbbVie. 2017.
2.	 www.hcvguidelines.org.
3.	 Puoti M, et al. Journal of Hepatology. 2018 (https://doi.org/10.1016/j.

jhep.2018.03.007).
4.	 Tang L, et al. “High Efficacy of 8 weeks LDV/SOF in Real-world Treatment”; EASL 

2016.
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TIME TO VIRAL SUPRESSION DOES NOT 
IMPACT SVR IN PATIENTS TREATED WITH 
GLECAPREVIR/PIBRENTASVIR FOR 8 
WEEKS
Christoph Sarrazin1, Jordan J Feld2, Douglas E Dylla3, Sanjeev Arora4, David Victor III5, Yiran B Hu3, Stanley 
Wang3, Federico J Mensa3, David Wyles6

1JW Goethe University Hospital, Frankfurt, Germany and St. Josefs-Hospital Wiesbaden, Germany; 2Toronto Centre for Liver Disease, University of Toronto, Toronto, Ontario, 
Canada; 3AbbVie Inc., North Chicago, Illinois, United States; 4University of New Mexico, Albuquerque, New Mexico, United States; 5Houston Methodist Hospital, Houston, 
Texas, United States; 6Denver Health Medical Center, Denver, Colorado, United States

• Pangenotypic SVR12 rate of 98% in more than 2200 pa�ents 

• Potent against common polymorphisms (eg, Y93H in NS5A and Q80K in NS3)

• Favorable safety profile irrespec�ve of baseline factors such as compensated liver 
cirrhosis and advanced renal disease

• 8 week dura�on approved for all treatment-naïve pa�ents without cirrhosis1
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polymorphisms (eg, Y93H in NS5A a

irrespec�ve of baseline factors such

Glecaprevir
pangenotypic NS3/4A

protease inhibitor

Pibrentasvir
pangenotypic NS5A

inhibitor

Coformulated: G/P

GLE PIB

Primary Analysis

Efficacy
Endpoint

The primary endpoint of the individual studies 
was HCV RNA <LLOQ 12 weeks post-treatment 
(SVR12)

Viral suppression, defined as HCV RNA below the 
lower limit of quan�fica�on (LLOQ*) at treatment 
Week 4 (TW4)

Logis�c Regression

Sex (Male/Female) Baseline APRI
Age (Year) Concomitant PPI use (Yes, No)
BMI (kg/m2) On Opioid Agonist Therapy (Yes, No)
Race (Black, Non-black) Injec�on Drug Use (Yes, No)
Ethnicity (Hispanic or La�no, Not Hispanic 
or La�no)

Baseline RAS (NS3 only, NS5A only,  
NS3 + NS5A, None)

IL28B Genotype (CC, Non-CC) HCV Treatment History (Naïve, Experienced)
Genotype (1,2,3,4,5,6) HIV Coinfec�on (Yes, No)
Baseline HCV RNA (log10/mL) DAA Adherence (Yes, No)
Baseline fibrosis stage (F0–F1, F2, F3)

A stepwise mul�variate logis�c regression 
analysis assessed the associa�on between 
HCV RNA >LLOQ at TW4  and select baseline 
characteris�cs:

Characteristic
8-week G/P 

N = 950

Male, n (%) 526 (55)

White race, n (%) 783 (82)

Black race, n (%) 63 (7)

Age, mean (range), years 50 (19–84)

BMI, mean (range), kg/m2 26.3 (17.3–65.7)

Genotype, n (%)

  1a/1b/1 other 240 (25)/229 (24)/1 (<1)

  2 204 (21)

  3 203 (21)

  4/5/6 59 (6)/2 (<1)/12 (1)

Treatment-experienced, n (%) 196 (21)

  IFN or pegIFN ± RBV 186 (20)

  SOF + RBV ± pegIFN 10 (1)

HCV RNA, median (Q1–Q3), IU/mL 1 680 000 (412 000–5 610 000)

Fibrosis stage, n (%)

  F0–F1 787 (83)

  F2 58 (6)

  F3 102 (11)

HIV-1 coinfection, n (%) 151 (16)

History of IDU, n (%) 417 (44)

DAA adherent*, n (%) 839 (88)

Concomitant PPI use, n (%) 70 (7)

Presence of baseline polymorphisms†, n (%)

  NS3/4A only 8 (1)

  NS5A only 141 (16)

  NS3/4A and NS5A 2 (<1)

  None 752 (83)

G/P, glecaprevir/pibrentasvir; BMI, body mass index; HCV, hepatitis C virus;  pegIFN, pegylated interferon; 
RBV, ribavirin; SOF, sofosbuvir; HIV, human immunodeficiency virus; IDU, injection drug use; DAA, direct-
acting antiviral; PPI, proton pump inhibitor.
*DAA adherence calculated as the percentage of tablets taken relative to the total expected number of 
tablets, and must be between 80% and 120% at each 4-week dispensation interval; adherence values below 
80% and above 120% were considered non-adherent.
†The detection threshold was 15%. NS3 resistance-associated substitution (RAS) positions included in this 
analysis were 155, 156 and 168. NS5A RAS positions included in this analysis were 24, 28, 30, 31, 32, 58, 92, 
and 93.
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Viral Suppression by Genotype

Week

GT1
GT2
GT3
GT4
GT5
GT6

HCV RNA <LLOQ at TW4, n/N (%)
GT1 448/468 (96)
GT2 204/204 (100)
GT3 184/198 (93)
GT4 56/58 (97)
GT5 2/2 (100)
GT6 12/12 (100)
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Viral Suppression by Race

Week
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Black race
Non-black race

HCV RNA <LLOQ at TW4, n/N (%)
Black 63/63 (100)
Non-black 843/879 (96)
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Viral Suppression by BMI

Week

<30

≥30

HCV RNA <LLOQ at TW4, n/N (%)
BMI <30 737/772 (95)
BMI ≥30 169/170 (99)
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Viral Suppression by Fibrosis Stage

Week

F0–F1
F2
F3

HCV RNA <LLOQ at TW4, n/N (%)
F0–F1 750/780 (96)
F2 56/58 (97)
F3 97/101 (96)
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Viral Suppression by PPI Use

Week

PPI use
No PPI use

HCV RNA <LLOQ at TW4, n/N (%)
PPI use 67/69 (97)
No PPI use 839/873 (96)
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Viral Suppression by DAA Adherence

Week

Adherent
Non-Adherent

HCV RNA <LLOQ at TW4, n/N (%)
Adherent 805/835 (96)
Non-adherent 101/107 (94)
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Viral Suppression by HCV RNA Quartiles

Week

Q1 

Q2

Q3

Q4

HCV RNA <LLOQ at TW4, n/N (%)
Q1 (<1.6 mil IU/mL) 232/234 (99)
Q2 (1.6–5.1 mil IU/mL) 226/234 (97)
Q3 (5.1–9.5 mil IU/mL) 227/236 (96)
Q4 (>9.5 mil IU/mL) 221/238 (93)
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Viral Suppression by Baseline HCV RNA

Week

<6 million IU/mL

≥6  million IU/mL

HCV RNA <LLOQ at TW4, n/N (%)
<6 mil IU/mL 695/716 (97)
≥6 mil IU/mL 211/226 (93)
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Viral Suppression by RAS

Week

NS3
NS5A
NS3 + NS5A
None

HCV RNA <LLOQ at TW4, n/N (%)
NS3 7/8 (88)
NS5A 135/140 (96)
NS3 + NS5A 2/2 (100)
None 715/745 (96)
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