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Trends in Hepatitis C and Hepatitis B Deaths Identify
Successes and Disparities, Alameda County,
CA, 2005 - 2022
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Abstract

Background: Hepatitis B virus (HBV) and hepatitis C virus (HCV)
mortality is a metric for viral hepatitis elimination. Assessments of
HBYV and HCV mortality at the local level can focus viral hepatitis
prevention efforts.

Methods: We conducted a cross-sectional and trend analysis of
Alameda County residents with HBV or HCV who died in Califor-
nia, using California’s Integrated Vital Records System, 2005 - 2022.
We selected International Statistical Classification of Diseases and
Related Health Problems, Tenth Revision (ICD-10) codes specific to
HBYV, HCV, or both, as a cause of death. We used Joinpoint regression
to investigate trend differences in age-adjusted HCV mortality rates
by sex, race/ethnicity, and Healthy Places Index (HPI) quartiles.

Results: A total of 2,165 HBV and HCV deaths were identified in
Alameda County (313 HBV, 1,809 HCV, and 43 co-infected deaths).
Most HBV decedents were Asian (73.2%) and born outside the Unit-
ed States (78.9%). Age-adjusted HCV mortality rates decreased for
all groups from 2013 to 2022; HBV mortality did not decline. African
American/Black and Hispanic/Latinx residents had smaller percent
decreases in HCV mortality than Asian residents (average annual per-
cent change (AAPC) difference: 6.6% (0.4%, 12.9%); P = 0.04 and
9.3% (3.5%, 15.1%); P = 0.002). The least advantaged HPI quartile
1 had a smaller percent decrease in HCV mortality than the most ad-
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vantaged HPI quartile 4 (AAPC difference: 8.3% (3.6%, 12.9%); P
=0.01).

Conclusions: We identified successes, challenges, and disparities in
the burden and trends of HBV and HCV deaths in Alameda County. Fo-
cused efforts to expand viral hepatitis screening, vaccination, and treat-
ment are needed to address these gaps and reach elimination targets.

Keywords: Hepatitis B; Hepatitis C; Mortality; Trends; Health dis-
parities

Introduction

Hepatitis B virus (HBV) and hepatitis C virus (HCV) infec-
tions are associated with substantial morbidity and mortality
[1]. The World Health Organization (WHO) estimates a to-
tal of 254 million people living with chronic HBV infection
and 50 million living with chronic HCV infection globally in
2022 [1]. In 2021, the mortality rates for HBV and HCV were
0.44/100,000 persons and 3.18/100,000 persons in the United
States; however, this may underestimate the true national bur-
den due to suboptimal testing and diagnosis of individuals with
HBYV and HCV [2].

Hepatitis B and C prevalence and mortality vary by race/
ethnicity and geography highlighting the need to assess local
burden and trends [3]. Non-Hispanic Asian/Pacific Islanders
have a 14.2-fold higher HBV prevalence and 9.8-fold higher
mortality rate compared to non-Hispanic Whites; non-Hispan-
ic American Indian and Alaskan Natives have a 2.4-fold higher
HCYV prevalence and 2.8-fold higher mortality rate compared
to non-Hispanic Whites [2, 4]. Of 15 California counties ex-
amined, Alameda County had the third highest seroprevalence
of chronic HBV [5]. Additionally, Alameda County’s chronic
HCV rate is 1.2 times higher than that of California’s [6]. In
California, the HBV and HCV mortality rates are 1.8 and 1.3
times that of national rates, respectively [4, 7].

As stated in national and global HBV and HCV elimina-
tion plans, reducing viral hepatitis mortality and achieving
elimination is contingent upon evaluation of local data to ef-
fectively use public health resources [8-10]. Few studies have
characterized HBV and HCV mortality using local data, and,
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to our knowledge, none have compared recent mortality trends
by race/ethnicity, sex, and socio-economic status [11, 12]. We
described HBV and HCV mortality rates and trends from 2005
to 2022 in Alameda County, CA. Assessment of local data on
HBYV and HCV mortality supports hepatitis elimination efforts
by tracking progress but also pointing to needed focus to ad-
dress identified disparities.

Materials and Methods

Setting

Alameda County is an urban setting with a total population of
1.53 million excluding City of Berkeley in 2022. For this anal-
ysis, we excluded decedents residing in the City of Berkeley,
which has its own public health department. Approximately
10.2% of residents are African American/Black, 32.1% are
Asian, and 22.2% are Hispanic/Latinx. In 2022, 33.3% were
non-US born [13].

Data sources and study population

We used Alameda County mortality data from California’s In-
tegrated Vital Records System. We received information on all
deaths occurring in Alameda County as well as deaths among
Alameda County residents that occurred elsewhere in Cali-
fornia from 2005 to 2022. Each mortality record results from
a unique death certificate and includes up to 20 contributing
causes of death (COD) classified using codes from the World
Health Organization International Statistical Classification of
Diseases and Related Health Problems, Tenth Revision (ICD-
10) [14]. The COD together represent each decedent’s multi-
ple cause of death (MCOD). For each decedent, we obtained
age at death, race/ethnicity, sex, census tract of residence, and
nativity from mortality records. Our study population then
consisted of Alameda County residents who died in California
from 2005 to 2022 with HBV and/or HCV listed in the MCOD.
We defined HBV and HCV decedents as those with HBV
ICD-10 codes (B16, B17.0, B18.0, B18.1) or HCV ICD-10
codes (B17.1, B18.2) in the MCOD; previous studies have
used MCOD as a method to describe HBV and HCV deaths [4,
7, 15-17]. Decedents were classified into three mutually exclu-
sive categories: HBV decedent, HCV decedent, or co-infect-
ed decedent. We used the MCOD rather than the underlying
cause of death (UCOD) to identify HBV and HCV decedents
because previous studies have established the unreliability of
the UCOD as a sole measure to identify HBV and HCV-related
deaths [15, 18]. Based on prior literature review, we used ICD-
10 codes to identify the following HBV- and HCV-related con-
ditions of interest in the MCOD: alcohol-associated liver dis-
ease, hepatocellular carcinoma (HCC), cirrhosis, liver failure,
human immunodeficiency virus (HIV), diabetes, drug depend-
ence, and cardiovascular conditions (Supplementary Material
1, gr.elmerpub.com) [15, 16]. We defined decedents as being
born in the United States if their place of birth is listed in the
50 states, District of Columbia, or United States Territories.

We used The Public Health Alliance of Southern Califor-
nia’s Healthy Places Index (HPI) to characterize census tract-
level conditions associated with health; higher HPI scores rep-
resent healthier community conditions [19]. We categorized
Alameda County census tract HPI scores into quartiles, with
quartile 4 containing the quarter of Alameda County tracts
with the highest HPI scores, and quartile 1 containing the quar-
ter of Alameda County tracts with the lowest HPI scores.

Statistical analyses

We stratified HBV and HCV decedents by sex, race/ethnic-
ity, nativity, HPI quartile, and presence of other conditions of
interest in the MCOD. We calculated the median age and inter-
quartile range (IQR) for each decedent category. We used the
Kruskal-Wallis test for the non-normal variable age and Pear-
son Chi-square tests for categorical variables when comparing
between HBV and HCV decedents. All tests of significance
were two-sided and assessed at oo = 0.05; confidence intervals
(CIs) were calculated at the 95% level.

We calculated yearly HBV and HCV mortality rates using
population estimates for Alameda County, excluding City of
Berkeley, derived from the 2000 and 2010 Decennial Census
and Esri population estimates [20]. We directly age standard-
ized race/ethnicity, HPI quartile, and sex-specific mortality
rates using the 2010 US Census population as the standard
population.

We used Joinpoint regression to investigate trend differ-
ences in age-adjusted HCV mortality rates by sex, race/ethnic-
ity, and HPI quartiles [21]. We did not conduct HBV mortality
trend differences by group as there were too few observations
leading to unstable rate estimates. To investigate and compare
mortality trends from 2013 to 2022, we also estimated the av-
erage annual percent change (AAPC) from 2013 to 2022 for
each group. We used Joinpoint to estimate 2013 - 2022 AAPC
differences and 95% CIs for pairwise comparisons that met
Joinpoint’s non-parallelism criteria [22]. We used R Studio,
version 4.3.0 (R Project for Statistical Computing), for all non-
Joinpoint statistical analyses and all visualizations. We con-
ducted Joinpoint regression and pairwise trend comparisons
with the National Institutes of Health (NIH) Joinpoint Regres-
sion Program, version 5.0.2 [21].

The information described in this manuscript is public
health surveillance data which is authorized by the public
health authority and not considered human subject research.

Results

A total of 2,122 HBV or HCV deaths were identified in Alam-
eda County from 2005 to 2022 (313 HBV deaths and 1,809
HCV deaths) (Table 1). Overall, most HBV and HCV dece-
dents were male (68.7%) and/or White or African American/
Black (33.6% and 30.2%). The median age at death for all
HBYV or HCV decedents was 62 (IQR: 56 - 69 years). Most
(73.2%) HBV decedents were Asian, whereas most HCV de-
cedents were either White or African American/Black (37.7%
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Table 1. Characteristics of Persons Who Died With HBV, HCV, or Co-Infection, Alameda County, 2005 - 2022

Characteristics Total deaths, n (%) HBY, n (%)? HCYV, n (%)? P value®
Total 2,122 313 1,809 -
Sex
Female 664 (31.3) 81 (25.9) 583 (32.2) 0.03
Male 1,458 (68.7) 232 (74.1) 1,226 (67.8)
Race and ethnicity
African American/Black 640 (30.2) 29(9.3) 611 (33.8) <0.001
American Indian/Alaskan Native 10 (0.5) 0(0.0) 10 (0.6)
Asian 357 (16.8) 229 (73.2) 128 (7.1)
Hispanic/Latinx 330 (15.6) 10 (3.2) 320 (17.7)
Pacific Islander 16 (0.8) - -
Multirace - - 43 (2.4)
White 714 (33.6) 32 (10.2) 682 (37.7)
Unknown - - -
Age (median (IQR)) 62 (56, 69) 65 (57, 73) 62 (56, 69) 0.001
Nativity
Born in the United States 1,541 (72.6) 61 (19.5) 1,480 (81.8) <0.001
Born outside the United States 504 (23.8) 247 (78.9) 257 (14.2)
Unknown 77 (3.6) 5(1.6) 72 (4.0)
HPI quartile
1 330 (15.6) 23 (7.3) 307 (17.0) <0.001
2 582 (27.4) 91 (29.1) 491 (27.1)
3 611 (28.8) 98 (31.3) 513 (28.4)
4 543 (25.6) 98 (31.3) 445 (24.6)
Unknown 56 (2.6) 3 (1.0) 53 (2.9)
Selected other causes of death?
HIV - - 60 (3.3) 0.15
Diabetes 299 (14.1) 43 (13.7) 256 (14.2) 0.92
Cardiovascular 982 (46.3) 127 (40.6) 855 (47.3) 0.03
Drug dependence - - 36 (2.0) 0.06
Alcohol-associated liver disease 213 (10.0) 8(2.6) 205 (11.3) <0.001
Hepatocellular carcinoma 491 (23.1) 115 (36.7) 376 (20.8) <0.001
Cirrhosis 902 (42.5) 109 (34.8) 793 (43.8) 0.004
Liver failure 356 (16.8) 43 (13.7) 313(17.3) 0.14

3|CD-10 coding definitions: HBV, B16, B17.0, B18.0, B18.1; HCV, B17.1, B18.2; HIV, B20.x-B24 .x; diabetes, E10.x-E14.x; cardiovascular, IXX.x; drug
dependence, X40.x-X44.x, Y10.x-Y 16.x, X60.x-X64.x, F11.x, F13.x, F15.x; alcohol-associated liver disease, K70.x; hepatocellular carcinoma, C22.x,
D37.6; cirrhosis, K71.7, K70.3, K74.1-K74.6; liver failure, K70.4, K72. PP value for tests of significance between HBV and HCV statuses. P value
calculated using Kruskal-Wallis test for age and Chi-square test for all other variables. Note: Cells with counts < 10 and that are not unknown are
suppressed as well as their complementary cells, indicated with a “-” to avoid inadvertent disclosure of identity. HBV: hepatitis B virus; HCV: hepatitis
C virus; HIV: human immunodeficiency virus; HPI: Healthy Places Index; IQR: interquartile range.

and 33.8%; P < 0.001). Most (81.8%) HCV decedents were
born in the United States compared to most HBV decedents
being born outside of the United States (78.9%; P < 0.001).
Although 15.6% of all decedents were in HPI quartile 1 census
tracts, HCV decedents were significantly more likely to reside
in HPI quartile 1 census tracts compared to HBV decedents

(17% vs. 7.3%; P <0.001).

The most common co-incident causes of death among
HBV and HCV decedents were cardiovascular conditions and
cirrhosis (46.3% and 42.5%). A total of 10% (n = 213) of all
decedents also had concurrent diagnosis of alcohol-associated
liver disease. HCV decedents were significantly more likely

rticles e authors ournal compilation astroenterol Res and Elmer Press Inc ttps://gr.elmerpub.com
Articles © Th h | ilation © G IR d El P Inc™ https://gr.el b



Taye et al

Gastroenterol Res.2025;18(4):182-191

10 2 —e- HCV[ 4
7N —— HBV
/ \,
y \
=2 o o [/ \ 2
S 8 — ‘// \\\ //,' =0 O o - 5 2
3 / o o B o}
S / AN S
/ N
% 0-—-0 o, .0 %
e 67 &
. g:. /, . o L \‘\ ‘ ?
S 4 3 T s
- A ~
A O..
3 A ~ \ / o 2
= N . A - A—a =
@] / A N -1 &)
Z o, A—a 4 A Na—4—4 ~ A S
Q m
T jan)
0 — ~ 0
T T T T T T T T T
2006 2008 2010 2012 2014 2016 2018 2020 2022
Year

Figure 1. Trends in hepatitis B and hepatitis C virus crude mortality rates? per 100,000 population, Alameda County, 2005 - 2022.
2Includes decedents with HBV or HCV listed in multiple cause of death on death certificate; excludes decedents with both HBV

and HCV listed. HBV: hepatitis B virus; HCV: hepatitis C virus.

to have alcohol-associated liver disease listed than HBV dece-
dents (11.3% vs. 2.6%; P < 0.001). The presence of cirrhosis
was higher among HCV decedents compared to HBV dece-
dents (43.8% vs. 34.8%; P = 0.004). Presence of HCC was
higher among HBV decedents compared to HCV decedents
(36.7% vs. 20.8%; P < 0.001).

There were differences between HBV and HCV crude
mortality rate trends (Fig. 1). HCV crude mortality rates were
higher than HBV crude mortality rates for all years. HBV
crude mortality rates peaked in 2012 (1.75 deaths/100,000
persons) but remained unchanged throughout the following
years, whereas HCV crude mortality rates rose from 2005 (4.8
deaths/100,000 persons) to 2012 (10 deaths/100,000 persons)
followed by a decrease from 2012 to 2022 (3.39 deaths/100,000
persons). The HBV crude mortality rate for Asians was 56.6
per 100,000 persons, compared with the HBV crude mortality
rate for the general population of 20.1 per 100,000 persons.

Joinpoint modeling of HCV mortality trends by race/eth-
nicity found that African American/Black residents had the
highest age-adjusted HCV mortality rates followed by His-
panic/Latinx residents while Asian residents had the lowest
age-adjusted HCV mortality rates throughout the period (Fig.
2). HPI quartile 1 census tracts had the highest age-adjusted
HCYV mortality rates while quartile 4 tracts had the lowest rates
throughout the period (Fig. 3). Males had higher age-adjusted
HCV mortality rates than females throughout the period (not
shown).

When comparing adjusted HCV mortality rate trends
across HPI quartile, race/ethnicity, and sex, HCV mortality
rates declined for all groups from 2013 to 2022 (Table 2); how-
ever, there were relative differences in declines by race/ethnic-
ity and HPI quartile. From 2013 to 2022, African American/
Black and Hispanic/Latinx residents had the smallest (2013
- 2022 AAPC: -8.4 (-12.3, -6.4) and -5.7 (-11, -2.8)) relative
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decreases in HCV mortality rates whereas Asian residents had
the largest (2013 - 2022 AAPC: -15.0 (-25.4, -9.4)). Pairwise
comparison tests found this difference in decline comparing
adjusted rates among African American/Black and Hispanic/
Latinx residents with Asian residents as statistically significant
(2013 - 2022 AAPC differences: 6.6% (0.4%, 12.9%); P=0.04
and 9.3% (3.5%, 15.1%); P = 0.002) (not shown). In addition,
disadvantaged HPI quartiles had smaller AAPC decreases with
quartile 1 having a 2013 - 2022 AAPC of -4.5% (-10.6%, -
1.2%) and quartile 4 having a 2013 - 2022 AAPC of -12.8%
(-16.6%, -9.9%). Pairwise comparison tests found the mortal-
ity rate trends between quartiles 1 (least advantaged) and 4
(most advantaged) differed significantly (2013 - 2022 AAPC
difference: 8.3% (3.6%, 12.9%); P = 0.01) (not shown). Pair-
wise comparison tests found no significant differences in HCV
mortality rate trends between males and females from 2005 to
2022 (P =0.3); model fits and estimates for sex are not shown.

Discussion

Our assessment found substantial burden of HBV and HCV
mortality in Alameda County from 2005 to 2022. The burden
and trend of HBV and HCV deaths point to opportunities to
support targeted prevention and treatment efforts. Although
overall HBV mortality rates remained unchanged from 2005 to
2022, overall HCV mortality rates declined from 2013 to 2022.

We identified HBV mortality disparities in the burden of
deaths by race/ethnicity and nativity status. Although Asian
residents make up 32.1% of Alameda County’s population,
73.2% of HBV decedents in Alameda County from 2005 to
2022 were Asian, and while 33% of the county’s population
were non-US born, 82% of those who died with HBV were
non-US born. Among those who are non-US born in Alameda
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Figure 2. Trends? in age-adjusted hepatitis C virus mortality rates® per 100,000 population by race/ethnicity®, Alameda County,
2005 to 2022. aTrends in adjusted rates estimated using Joinpoint regression. Includes decedents with HCV listed in multiple
cause of death on death certificate form; excludes decedents with both HBV and HCV listed. ¢Too few HCV decedents were
categorized as American Indian and Alaska Native or Multirace to graph over time. AAPC: average annual percentage change;

HCV: hepatitis C virus.

201

Age-Adjusted Mortality Rate (per 100k)

AAPC: -4.5 (-10.6,-1.2)

HPI (Census Tract)

2010 2015
Year

Quartile 1 =====Quartile 2 =———= Quartle3 =*=-*--: Quartile 4

Figure 3. Trends? in age-adjusted hepatitis C virus mortality rates® per 100,000 population, by Census Tract HPI quartile, Alam-
eda County, 2005 - 2022. @Trends in adjusted rates estimated using Joinpoint regression. PIncludes decedents with HCV listed
in multiple cause of death on death certificate form; excludes decedents with both HBV and HCV listed. AAPC: average annual
percentage change; HCV: hepatitis C virus; HPI: Healthy Places Index.
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Table 2. AAPC and APC in HCV Mortality Rates? Per 100,000 Population, by Race and Ethnicity and Census Tract HPI Quartile,

Alameda County, 2005 - 2022

Group Time period

AAPC (95% CI)P APC (95% CI)¢

Race/ethnicity

Asian

African American/Black

Hispanic/Latinx

White

HPI
Quartile 1

Quartile 2

2013 - 2022
2005 - 2010
2010 - 2022
2013 - 2022
2005 - 2008
2008 - 2016
2016 - 2022
2013 - 2022
2005 - 2008
2008 - 2022
2013 - 2022
2005 - 2012
2012 - 2022

2013 - 2022
2005 - 2008
2008 - 2022
2013 -2022

-15.0 (-25.4, -9.4)

8.4 (-12.3,-6.4)
5.7 (-11, -2.8)
-11.3 (-16.1, -6.8)

19.8 (-4.9, 149.3)
-15.0 (-48.6, -9.5)
18.4 (3.4,52.2)
0.7 (-22.9, 5)
-12.6 (-29.5, 2)
20.0 (3.3, 70.9)
5.7 (-21.3,-2.7)
9.7(1.1,31.6)
-11.3 (-19.5, -6.8)

2005 - 2012
2012 - 2022
Quartile 3 2013 - 2022
2005 - 2012
2012 - 2022
Quartile 4 2013 - 2022
2005 - 2009
2009 - 2022

4.5 (-10.6,-1.2) -

- 27.5(-0.9, 107.2)
- 4.5 (-31.1,-1.2)
9.5 (-13.5, -5.6) -

- 5.9(-1.2,29.2)

- 9.5(-19.2, -5.7)
112 (-13.4,-9.1) -

- -0.9 (-4.6, 6.6)

- -11.2 (-14.6, -9.1)
-12.8 (-16.4,-9.9) -

- 28.0 (8, 73.1)

- -12.8 (-16.6, -9.9)

alncludes decedents with HBV or HCV listed in multiple cause of death on death certificate; excludes decedents with both HBV and HCV listed. ®10-
year (2013 - 2022) AAPCs were calculated for all groups. APC periods are dependent on best model fit for that particular group. AAPCs and APCs
were calculated using Joinpoint regression. °P < 0.05 for all AAPCs. Note: “-“ indicates N/A. AAPC: average annual percent change; APC: annual
percent change; 95% ClI: 95% confidence interval; HCV: hepatitis C virus; HPI: Healthy Places Index.

County, in 2022, 64.6% were born in Asia, a region represent-
ing over 50% of the global HBV burden [1, 23]. These dispari-
ties in HBV mortality are consistent with assessments of HBV
prevalence in the USA that have found Asians with higher
chronic HBV infection and HBV mortality [5, 7, 15, 17, 24].
The Chronic Hepatitis Cohort Study describes that about half
of the chronic hepatitis B cohort were Asian [14]. Our study
found that the crude HBV mortality rate was highest among
Asians at 56.6 per 100,000 population. The proportion of HBV
decedents who are non-US born has been found to vary region-
ally but in areas such as the San Francisco Bay Area, a region
that is home to large immigrant populations from endemic
countries, chronic HBV infection and mortality have been
found to disproportionately impact non-US born populations,
especially non-US born Asians [5, 7, 17]. In a study enrolling

Asian participants in HBV screening across the San Francisco
Bay Area, 8.9% of enrolled participants were chronically in-
fected. Among those found to be chronically infected, only one
was born in the United States [25].

When examining how the HBV and HCV burden changed
over time, we found that the overall crude HBV mortality rate
remained unchanged throughout the period, in contrast to a
national assessment that found a decline from 2000 to 2019
[7]. A possible explanation for this difference is that screen-
ing and timely identification of chronic HBV infection among
immigrant Asian populations remains a challenge, especially
in the San Francisco Bay Area [8, 15, 25, 26]. In the previous
HBYV screening study enrolling Asian participants, 65.4% of
those chronically infected were unaware of their infection sta-
tus and 44.9% had never been diagnosed with HBV infection
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[25]. Cultural, linguistic, and insurance barriers face chroni-
cally infected HBV immigrant populations regarding linkage
to sustained HBV care [27]. In a similar HBV screening study
conducted across New Jersey and the New York City metro-
politan area enrolling Asian immigrants from 2009 to 2017,
only 33.8% of those found to be chronically infected were suc-
cessfully linked to care (LTC). After hiring nurse navigators in
late 2017, however, LTC rates increased to 85.7% and 89.7%
in 2018 and 2019, respectively, possibly providing an avenue
in improving Asian immigrant HBV care [27]. In the San Fran-
cisco Bay Area, organizations such as San Francisco Hep B
Free work to increase HBV screening among Asian and Pacific
Islander residents while also engaging community providers in
awareness and education on HBV treatment [28].

The overall HCV crude mortality rate followed a parabolic
trend, with the rate decreasing since a peak in HCV deaths in
2012. Previous studies have found similar trends with HCV
mortality rates steadily decreasing since a peak in deaths in
2013 [11, 12, 29]. The availability of curative treatments in ear-
ly 2014 may explain this decline. One recent survival analysis
examining direct acting anti-viral (DAA) treatment outcomes
among a cohort of HCV-infected patients with advanced liver
disease found that patients with sustained virologic responses
(SVRs) to DAA treatment were significantly less likely to die
than those that did not achieve SVR during the first year of
follow-up [30]. In addition to available treatments, the ad-
vancing age of the 1945 - 1965 birth cohort, which had high
HCV prevalence due to many factors when HCV screening
and treatment did not exist, may explain some of this decline
[31]. The overall rate of HCV mortality would decline as more
recent infections among millennials take time to develop into
advanced liver disease and death [32].

We found racial disparities with HCV deaths, and differ-
ing declines in HCV mortality by race and ethnicity and where
people live. HCV deaths in Alameda County disproportion-
ately affect African American/Black residents as this group
makes up 10.7% of the population but constitute 34% of HCV
decedents. This is consistent with racial disparity trends found
in other studies where African American/Black persons had
high rates of HCV mortality [4, 12, 17, 24]. Recent studies
examining both insured and uninsured populations have found
that African American/Black and Hispanic/Latinx persons are
less likely to receive confirmatory HCV testing [33, 34]. Nu-
merous studies have also shown that African American/Black
and Hispanic/Latinx patients are less likely to get treated [35-
39]. Interestingly, recent studies have also demonstrated that
socio-economic disparities with HCV treatment exist. A Kai-
ser Northern California retrospective cohort study enrolling
HCV-infected members found that patients residing in neigh-
borhoods with a higher neighborhood deprivation index were
less likely to initiate DAA treatment [38]. Similarly, numerous
studies have also shown that Medicaid and indigently insured
HCYV patients were less likely to initiate DAA treatment [37,
38, 40].

Efforts to address HCV disparities across the continuum
of care focus on decentralization and integration of HCV care
from specialized practices to community primary care clinics,
empowering community providers to effectively administer
HCYV screening and care, and recruitment of patient naviga-

tors trained to actively guide patients through the continuum
of care [41]. The scarcity of hepatologists in the United States
has created an HCV treatment bottleneck that especially af-
fects the most vulnerable [41]. Decentralization of HCV care
could improve this bottleneck as HCV care and treatment is
expanded to primary care clinics. A recent randomized con-
trolled trial recruiting HCV-infected people who inject drugs
(PWID) found that those assigned to receive HCV care in pri-
mary care clinics were more likely to initiate treatment and
achieve SVR than those assigned to receive standard HCV
care [42]. Integration of a specialist with primary care in cor-
rectional facilities, substance abuse centers, and needle ex-
change programs has been shown to also increase treatment
initiation and SVR rates among vulnerable populations such
as PWID [41, 43]. However, effective integration of HCV care
in primary care settings requires that primary care providers
(PCPs) be trained to test and treat HCV patients. A study train-
ing PCPs and nurse practitioners in HCV care across multiple
federally qualified health centers found that HCV patients as-
signed to be treated by these providers achieved similar SVR
rates to those assigned to specialists [44]. Methods to train
PCPs include telemonitoring efforts connecting hepatology
and infectious disease specialists with community providers
to offer HCV care training and guidance [41]. The Expanding
Capacity for Healthcare Outcomes (ECHO) project is one such
specialist-PCP telemonitoring effort utilized by the University
of California, San Francisco (UCSF) to expand the network of
PCPs that can effectively treat HCV [45]. Effective strategies
for HCV testing and treatment that can reach the most vulner-
able populations are needed to address the disparities identi-
fied in HCV mortality in Alameda County.

Our analysis had several important limitations. Death cer-
tificate MCOD data using ICD-10 may inaccurately describe
HBV and HCV deaths because it is provider dependent and
not based on systematic review of medical records, history, or
pathology. Previous studies have shown that among decedents
with documented complications of either chronic hepatitis B
or C, a large proportion did not have HBV or HCV listed in the
death certificate [15, 46]. Also, our study did not have a com-
parison decedent group. However, our findings are consistent
with previous HBV and HCV mortality studies that have used
a comparison group [4, 7, 12, 15, 17, 24]. Finally, death cer-
tificate data are cross-sectional and there is limited informa-
tion associated with each death resulting in several important
limitations. First, we are not able to definitively determine if
listed adverse liver outcomes are truly caused by HBV and/or
HCV or simply co-incidental. Second, HBV and HCV treat-
ment data are not available on death certificates inhibiting our
ability to examine mortality by treatment status and thus de-
finitively attribute mortality disparities to disparities in treat-
ment. Also, the lack of accompanying laboratory data prohibits
us from examining mortality by disease state. For example,
we could not determine if an HBV decedent’s infection was
well controlled due to treatment at time of death or if an HCV
decedent’s HCV COD was listed due to an active untreated
infection or a past infection that was successfully treated but
still listed in the death certificate. Finally, in our analysis some
assessments were limited by sample size, such as further strati-
fication of HBV deaths by HPI and race/ethnicity. When fea-

rticles e authors ournal compilation astroenterol Res and Elmer Press Inc ttps://gr.elmerpub.com
Articles © Th h | ilation © G IR d El P Inc™ https://gr.el b



Taye et al

Gastroenterol Res.2025;18(4):182-191

sible, evaluation of disaggregated data is important to describe
the social determinants of HBV and HCV mortality.

Our findings highlight focus areas to reach HBV and
HCV elimination targets. The unchanging HBV mortality
rate suggests culturally appropriate and targeted approaches
to reach non-US born and Asian and Pacific Islander persons
for screening and treatment are needed in Alameda County to
reduce HBV mortality rates. Encouragingly, HCV mortality
rates declined for all groups examined (sex, race/ethnicity, HPI
quartile) from 2013 to 2022 in Alameda County. However, the
differing mortality declines by race/ethnicity and HPI quar-
tile suggests that targeted efforts, such as a focus on training
community providers serving African American/Blacks and
persons that are challenged with poverty or limited health-
care access could be beneficial. By ensuring primary care,
street medicine, and correctional settings have the capacity to
screen and treat, especially in underserved settings in Alameda
County, we are more likely to close the gap and ensure all can
benefit from HCV treatment. Other local jurisdictions could
benefit from evaluating viral hepatitis metrics such as deaths,
to identify focus areas for prevention.
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