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Executive Summary 
 

The United States National Institutes of Health (NIH) sets research priorities that include advancing 
progress toward viral hepatitis elimination. In addition to basic and applied research examining viral 
hepatitis, the NIH seeks to understand how health disparities and the social determinants of health affect 
the burden of disease and the task of hepatitis elimination. With the launch of the Viral Hepatitis National 
Strategic Plan for the United States: A Roadmap to Elimination 2021-2025 and only 10 years remaining 
to reach global hepatitis elimination goals set by the World Health Organization (WHO), now is the time to 
bring together the research and implementation strategies needed for comprehensive hepatitis prevention, 
diagnostics, and treatment—especially for communities at greatest risk. What are the current research 
priorities for hepatitis elimination? And how do race/ethnicity, socioeconomic status, and other key 
determinants affect efforts to prevent, diagnose, and treat hepatitis in the United States?  

The Coalition for Global Hepatitis Elimination organized the third webinar in its NIH series “Moving from 
Hepatitis Discovery to Elimination” around health disparities research, partnering with the National Institute 
on Minority Health and Health Disparities and the Office of AIDS Research to showcase recent discoveries 
in the field—and to support evidence-based interventions that advance health equity. This May 13 webinar 
focused on hepatitis health disparities across the United States and outlined recent studies on the social 
determinants of health as they intersect with hepatitis—including both the burden of disease and the latest 
prevention and treatment efforts. 

Opening remarks came from Dr. Eliseo Pérez-Stable (NIMHD), and Dr. Maureen M. Goodenow (OAR). In 
the United States, chronic diseases are usually more common in racial ethnic minorities and underserved 
populations; and hepatitis is no exception. Although hepatitis B (HBV) is preventable and hepatitis C (HCV) 
is curable, the epidemic continues, including among racial/ethnic minorities and persons with HIV. 
Coinfections of HIV and viral hepatitis triple the odds of liver disease, failure, and liver-related death. As 
Pérez-Stable and Goodenow noted, the burden of these diseases is disproportionately felt in minority 
populations and, increasingly, in rural, southern communities grappling with the opioid epidemic.  

To leave no one behind, US hepatitis elimination efforts must collaboratively identify and respond to the 
complex underlying causes of health disparities across the hepatitis landscape. Understanding the social, 
environmental, and biological determinants of health remains critically important to tackling these 
disparities. Working together, agencies can reduce hepatitis-related mortality and implement more 
effective prevention and treatment programs in American communities.  

In detailed presentations, guest speakers presented their recent and ongoing research in this field, 
highlighting health disparities findings related to hepatitis and exploring interventions within the public 
health response. Following the research presentations, three discussants shared evidence-based 
interventions in key regions with at-risk populations: the Chinese Community Partnership for Health in 
New York City, the Cherokee Nation Health Services in Oklahoma, and the Grady Liver Clinic in Atlanta. 

 

 

 

 

 

 

 

https://www.hhs.gov/hepatitis/viral-hepatitis-national-strategic-plan/national-viral-hepatitis-action-plan-overview/index.html
https://www.hhs.gov/hepatitis/viral-hepatitis-national-strategic-plan/national-viral-hepatitis-action-plan-overview/index.html
https://www.globalhep.org/webinars/leaving-no-one-behind-research-uncover-and-address-health-disparities-hepatitis-burden
https://www.globalhep.org/moving-hepatitis-discovery-elimination-nih-webinar-series
https://www.globalhep.org/moving-hepatitis-discovery-elimination-nih-webinar-series
https://www.globalhep.org/sites/default/files/content/webinar/files/2021-05/Speaker%20Bios%20and%20Program-%20NIH%20Webinar%203.pdf
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“Break the Silence: Using an Integrated Approach to Eliminating Hepatitis-Related Liver 
Disease Disparities Among Asian Americans” 

Dr. Grace Ma of Temple University summarized her team’s recent studies of liver disease and 
liver cancer among Asian Americans. Liver cancer incidence is among the fasting growing in the 
United States, with deaths up 73% between 2003 and 2017 and hepatitis the major risk factor for 
65% of liver cancer incidences in the US (50% HCV and 15% HBV). Ma’s team is conducting 
interventions for liver disease prevention and management in this population, from patient 
education and navigation to health providers and community engagement. This full-spectrum, 
multi-level effort addresses multiple disparities; and projects include HBV screening and 
vaccination in underserved Vietnamese and Korean American communities, the dissemination of 
evidence-based HBV interventions, HBV patient monitoring and adherence, and patient access 
to health care, including training community patient navigators. Ma noted that Asian 
Americans/Pacific Islanders (AA/PI) have the highest prevalence rates of HBV infection of any 
racial/ethnic groups in the U.S. Although they represent just 6% of the U.S. population, they 
represent about 58% of all persons living with HBV. Reducing health disparities means taking into 
consideration not just health care access and socioeconomic status (SES), but also health 
insurance, language/cultural barriers, discrimination/stigma, and misinformation about HBV.  

“Hepatitis C in HIV-infected men: a health disparities perspective” 

Dr. Yun-Chi Chen of Morgan State University described his team’s retrospective study of 2,004 
HIV-infected men at five community HIV clinics from 2003-2016 in urban/suburban Baltimore and 
the rural Eastern Shore of Maryland. Seventy-one percent of the cohort were Black men, and 
52% over age 40. Researchers found decreasing racial disparities in prevalence over time, 
including a nearly 20% reduction in HCV prevalence among Black men. This decreasing 
prevalence appears to be linked to the reduction of high-risk behaviors among younger Black men 
and to an increasing proportion of these individuals achieving higher levels of education. The 
team also found that risk factors affecting those over 40 were no longer predictive of HCV 
prevalence for younger people: there has been a shift in the risk factors for HCV between 
generations. Recently, an emerging epidemic of injection drug use and HCV acquisition can be 
found among young white men, especially in rural Maryland, living with HIV, as well as men who 
have sex with men (MSM) but have no injection drug use (IDU). Risk factors appear to be MSM 
who have more than one type of anogenital sexually transmitted infection and MSM who use 
methamphetamines or more than one recreational drug. Among MSM without IDU, higher levels 
of education (and being employed) are predictive of more incident HCV infection. The trends and 
dynamics of health disparities in HCV/HIV co-infection are complex, paradoxical, and constantly 
evolving.   

“Multi-level determinants of ethnic disparities in liver diseases in the United States”   

Dr. V. Wendy Setiawan of the University of Southern California presented her team’s studies on 
the burden and prevalence of liver disease risk and mortality among understudied ethnic groups. 
Historically, Asian Americans/Pacific Islanders have had the highest liver cancer rates in the 
United States, but recently their rates have plateaued and begun declining, with American 
Indians/Alaska Natives (AI/AN) now having the highest incidence and mortality. HBV and HCV 
are the strongest risk factors for liver cancer, but other factors also play a role. Additional social 

https://vimeo.com/551595240
https://vimeo.com/551595240
https://vimeo.com/551595785
https://vimeo.com/551595502
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and environmental determinants affect the disease burden as well, including socioeconomic 
status, health care access, quality of care, physician trust, adversity, and government policy. Data 
also show liver cancer clusters in low SES areas. One study using SEER registry data between 
2000 and 2015 found that that in all ethnic groups except AI/AN, there are significant SES 
gradients for liver cancer incidence rate, with lower SES groups having higher rates. Additionally, 
racial disparities persist across the liver cancer continuum: Blacks have lower liver cancer 
screening rates; Blacks and Hispanics have higher tumor stage at diagnosis and are less likely to 
receive curative treatment; Blacks with chronic HCV develop liver cancer at earlier stages and 
present with more aggressive disease; they also have the lowest overall survival. With significant 
racial/ethnic disparities in liver disease etiology, risks, and outcomes, more studies of diverse 
cohorts using multilevel data collection are needed.  

“Racial, ethnic and socioeconomic disparities in care for hepatitis C: What do we know 
and what do we need to learn?” 

Dr. Martin F. Shapiro of Weill Cornell Medical College presented a conceptual model of factors 
potentially affecting HCV diagnosis and treatment. Since 2010, the annual incidence of acute 
HCV infection in the US has tripled (from 17,000 to 50,000), an increase fueled by the opioid 
epidemic. Shapiro’s model takes into account predisposing, enabling, and need variables that 
affect use of care and outcomes at the individual, interpersonal, community, and societal levels. 
His latest study analyzes Medicare and Medicaid data and interviews and surveys patients and 
providers to assess the diffusion of direct-acting antiviral (DAA) treatments for HCV by 
race/ethnicity and neighborhood characteristics. The long-term goal is to understand why so many 
people are still dying of HCV, a curable disease; what is responsible for these deaths; and what 
system, patient, or provider factors could be affecting receipt of care for marginalized populations. 
Shapiro urged a “zero-tolerance” approach to deaths from HCV infection. To accomplish this goal, 
more effective health policy strategies must be put in place, an effort that first requires 
comprehensive national data and the resources to collect it. 

To meet the WHO’s 2030 goals for hepatitis elimination in the United States, scientists, 
community leaders, and policy makers must focus on populations at highest risk of contracting 
the disease and of suffering disease-related mortality. Culturally appropriate and patient-centered 
care is crucial, as is research that attends to systems, providers, and health policy. Working 
alongside the communities they serve, public health experts can develop, test, and implement 
new strategies that save lives and improve quality of life for patients and families.   

 

 

 

 

 

 

 

https://vimeo.com/551594741
https://vimeo.com/551594741
https://vimeo.com/551594741
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Disparities Research: Highlights 
 
Break the Silence: Using an Integrated Approach to Eliminating 
Hepatitis-Related Liver Disease Disparities Among Asian Americans  
Dr. Grace Ma, Temple University 
 

 Disease burden at a glance: 
• Liver cancer incidence among the fastest growing in the US  
• Liver cancer deaths up 72% between 2003 and 2017  
• Hepatitis is the major risk factor for 65% of liver cancer incidence in the US (50% HCV and 15% HBV). 

71% of liver cancer diagnoses are related to preventable risk factors. 
• Asian Americans have the highest prevalence of HBV infection in the US. They comprise 6% of the 

US population but 58% of all persons with HBV. Most of these infected individuals (1.6 million) were 
foreign-born.   
 

Research approach/method: 
• Ma’s team is undertaking a continuum of interventions for liver disease prevention and management 

(RCT Studies), from primary/secondary prevention to patient centered care. The work includes NIH 
R01, NIH R24, and PCORI support for a full-spectrum multi-level intervention to address multi-level 
disparities, both at the individual (patient) level and at the level of health care providers and local 
communities.  

• Major areas addressed in these interventions include health care access, socioeconomic status and 
lack of knowledge, sociocultural barriers and beliefs, and individual factors.  
 

 
Source: Dr. Ma’s presentation, slide 9 

 
 
 
 

https://www.globalhep.org/sites/default/files/content/webinar/files/2021-05/Ma%202021%20NIMHD%20Hepatitis%205-12-21-final.pdf
https://www.globalhep.org/sites/default/files/content/webinar/files/2021-05/Ma%202021%20NIMHD%20Hepatitis%205-12-21-final.pdf
https://www.globalhep.org/sites/default/files/content/webinar/files/2021-05/Ma%202021%20NIMHD%20Hepatitis%205-12-21-final.pdf
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Key interventions and outcomes: 
• A multi-level intervention among high-risk Vietnamese Americans led to a high HBV screening rate 

(88%) among previously unscreened participants in Pennsylvania, New Jersey, and New York City 
(2017). 

• A community-based participatory research intervention for underserved Korean Americans led to high 
HBV screening rates among participants, at 92% among the intervention group. At the 12-month 
follow-up, 92% in the intervention group had received the first vaccination, 90% had received two, 
and 84% had received three. This study worked with 32 faith communities and used multiple 
measures, as well as baseline, 6-month and 12-month assessments (2017).  

• A PCORI study (2020) focused on adherence to treatment among chronic HBV patients in the Asian 
American community. The team brought the follow-up rate up to 77% at 6 months. At 12 months, the 
team observed 90% adherence. They also observed significant increases in liver enzyme screenings 
at 6- and 12-month follow-ups. 

• A U54 grant, Community-Engaged HBV/HCV Liver Cancer Education Initiative, led to a multi-ethnic 
community outreach campaign, promoting liver cancer prevention in communities, educating the 
public on HBV and HCV screening, and using social media. The team builds capacity among 
community members to improve knowledge on liver cancer risks.  
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Hepatitis C in HIV-infected men: a health disparities perspective  
Dr. Yun-Chi Chen, Morgan State University 
 

Disease burden at a glance: 
• Coinfection of HCV/HIV is common, with 25% of people with HIV co-infected in the US  
• Coinfection accelerates and exacerbates HCV-related liver diseases  
• In Baltimore, HIV is highly epidemic, disproportionately affecting Blacks (76%). One third of HIV+ 

people in Baltimore are men who have sex with men (MSM). 
• The emerging epidemic for HIV: young, Black MSM 
• The emerging epidemic for HCV: (1) suburban/rural young Whites with injection drug use (IDU); (2) 

urban MSM, either HIV-positive or pre-exposure prophylaxis (PrEP) users 
 

Research approach/method: 
• To understand the HCV epidemic among people living with HIV in Baltimore, the team designed a 

retrospective study with a cohort of 2,004 HIV-infected men (over 18) in urban suburban Baltimore 
and rural Eastern Shore of Maryland. 

• Looked at five community-based HIV clinics from 2003-2016 
• Diverse study population, with 71% Black, and 52% over 40 years old. 62% were MSM only, and 16% 

were IDU only. 
 

Key findings: 
• The team found decreasing racial disparities in HCV prevalence over time, with an almost 20% 

reduction for Blacks between 2002 and 2014. Prevalence remained stable among non-blacks. For 
men under 30, no racial disparities.  

• The decreasing prevalence of HCV appears related to the reduction of high-risk behaviors. Blacks 
saw an almost 20% reduction in IDU prevalence. For Whites, prevalence of IDUs increased in the 
youngest cohort.  

• The team found an increasing proportion of Black men of younger ages achieving higher levels of 
education. Educational attainment could be an important social determinant for the reduction of risk 
behavior and subsequent 
infection.  

• Independent risk factors for 
predicting HCV prevalence over 
40 are no longer predictive for 
young people: there has been a 
shift in risk factors between 
generations. 

• There is an emerging epidemic of 
injection drug use and HCV 
acquisition among young white 
men living with HIV, especially in 
rural areas of Maryland.  

• In a study of incident HCV 
infection (1147 HIV-infected 
men), the team observed a 
resurgence of HCV among HIV-
infected men, especially MSM Source: Dr. Chen’s presentation, slide 11 

 

https://www.globalhep.org/sites/default/files/content/webinar/files/2021-05/Chen%20slides%2005-12%20NIH%20Hepatitis%20Elimination%20Webinar%20v.3.pdf
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without IDU. HCV is more likely to occur among MSM who have more than one type of anogenital 
sexually transmitted infection. The team also found that incident HCV is more likely to occur among 
MSM who use drugs recreationally (non-injection). 

• Paradoxically, among MSM without IDU, higher levels of education are predictive of more incident 
HCV infection. Also, being employed is a greater risk as well.  

• Ongoing studies include a community-based prospective study of more than 5,000 HIV-infected or 
PrEP-using men and women to demonstrate the feasibility of achieving HCV elimination in this 
population through linkage to HIV care and prevention.  
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Multi-level determinants of ethnic disparities in liver diseases in the 
United States  
Dr. V. Wendy Setiawan, University of Southern California 
 

Disease burden at a glance: 
• To date, 42,230 new cases and 30,230 deaths from liver cancer in the US in 2021  
• Liver cancer is the 5th (men) and 7th (women) leading cancer death in the US, with rising incidence 

and mortality since 1990.  
• Historically, Asian Americans/Pacific Islanders (AA/PI) have had the highest liver cancer rates. But 

their rates have begun declining, and today, American Indian/Alaska Natives (AI/AN) have the highest 
incidence and mortality. 

• Risk factors for liver cancer include HBV (risk estimate 20-25), HCV (20-25), alcoholic liver disease 
(2-3), and metabolic syndrome (1.5-2.5).  

 
Research approach/method: 

• The team examines disease etiologies in liver transplant candidates using a multi-ethnic cohort 
(African American, Native Hawaiian, Latino, Japanese American, and White). 

• The analysis covers liver cancers as well as chronic liver disease and cirrhosis. The team seeks to 
understand the underlying causes of these diseases and to assess temporal changes within the multi-
ethnic cohort.  
 

Key findings: 
• Disease etiologies in liver transplant candidates (liver cancer) differ by race/ethnicity. In 2018, for 

White patients, HCV was the leading etiology; for Hispanics, nonalcoholic steatohepatitis (NASH); for 
Blacks, alcoholic liver disease and HepC together; for Asians, HBV was the lead cause.  

• The team also found racial/ethnic disparities in the etiology of chronic liver disease and cirrhosis. For 
chronic liver disease, non-alcoholic fatty liver disease (NAFLD) has become the most common cause 
in Whites, Blacks, Japanese Americans, and Latinos, with HCV the second most common cause. For 
cirrhosis, HCV remained the leading underlying cause, but proportions vary across ethnic groups.  

• The risk factors for liver cancer (HCV, HBV, cirrhosis, NAFLD/NASH, metabolic syndrome, genetics, 
diet, and environmental toxins) cannot be separated from the factors that regulate health disparities: 
socioeconomic status, health care access, quality of care, physician trust, adversity, and government 
policy. 

• Coinfections also affect risk, with the prevalence of HIV/HCV co-infection higher in Blacks, and 
HCV/HBV co-infection higher in Asian Americans. 

• Liver cancer clusters in low SES areas. The team’s recent multiethnic cohort study using SEER 
registry data between 2000 and 2015 showed that in all ethnic groups except AI/AN, there are 
significant SES gradients for liver cancer incidence rate, with lower SES groups having higher 

https://www.globalhep.org/sites/default/files/content/webinar/files/2021-05/Setiawan-%20NIHMD%20Webinar-5.13.21.pdf
https://www.globalhep.org/sites/default/files/content/webinar/files/2021-05/Setiawan-%20NIHMD%20Webinar-5.13.21.pdf
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incidence rates. The ongoing high incidence observed among AI/PI likely reflects the historical impact 
of HBV on this group.  
 

Source: Dr. Setiawan’s presentation, slide 13 
 

• Disparities persist in the liver cancer disease continuum: Blacks have lower liver cancer screening 
rates; Blacks and Hispanics have higher tumor stage at diagnosis and are less likely to receive 
curative treatment; Blacks with HCV develop liver cancer at earlier stages and present with more 
aggressive disease. Blacks also have the lowest overall survival. 

• These disparities are multi-factorial and largely driven by social determinants of health. 
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Racial, ethnic and socioeconomic disparities in care for hepatitis C: 
What do we know and what do we need to learn?  
Dr. Martin F. Shapiro, Weill Cornell Medical College 
 

Disease burden at a glance: 
• Since 2010, the annual incidence of acute HCV infection has tripled from 17,000 to 50,000 cases in 

the US, with the highest rates in people aged 20-39 years. The rate in Indigenous peoples is 2.8 times 
that of Whites. 

• In 2018, 37 states newly reported 137,713 cases of chronic HCV. Chronic infection is more than twice 
as prevalent in Blacks as in Whites; Blacks are almost twice as likely to die from the disease as whites. 
And even though prevalence is lower in Hispanics than in whites, their mortality is significantly higher. 

• Pre-COVID-19, more people died of HCV each year than any other chronic infectious disease, 
including HIV. Total deaths from 2014-2018 exceeded 90,000.  
 

Research approach/method: 
• The team utilizes a conceptual model to study problems that impede HCV eradication and that 

perpetuate disparities. The aim is to study these problems in sufficient detail to be able to design, test, 
and implement interventions to address them. Comprehensive national data is urgently needed. 

• This model considers predisposing, enabling, and need variables that affect use of care and outcomes 
at the individual, interpersonal, community, and societal levels. 

• The HIV Cost and Services Utilization Study (HCSUS) of the late 1990s provides a model for the type 
of analysis that is needed and that can lead to substantive change. 
 

 
Source: Dr. Shapiro’s presentation, slide 7 

 
 

https://www.globalhep.org/sites/default/files/content/webinar/files/2021-05/M%20Shapiro%20HCV%20final%20version.pdf
https://www.globalhep.org/sites/default/files/content/webinar/files/2021-05/M%20Shapiro%20HCV%20final%20version.pdf
https://www.globalhep.org/sites/default/files/content/webinar/files/2021-05/M%20Shapiro%20HCV%20final%20version.pdf
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Key research underway: 
• A team of clinician investigators and social scientists is analyzing Medicare and Medicaid data across 

50 states plus Washington, DC, to assess the diffusion of direct-acting antiviral (DAA) treatments for 
HCV by (1) race and ethnicity and (2) neighborhood characteristics. The team is also interviewing and 
surveying patients, generalist providers, and specialist providers to identify patient barriers to care 
and provider factors affecting receipt of care.  

• Patient-related factors that may interfere with receipt of care include stigma, perceived discrimination, 
trust in medical providers, beliefs about HCV, access and barriers to care (insurance denials, distance 
to care, availability of specialists, language), competing needs and life chaos, and more. 

• Provider and system-related factors that may affect receipt of HCV care include insurance, attitudes 
to persons with HCV/HIV/opioid use disorder; HCV knowledge and experience, and more.   

• The study should provide useful information about patterns of HCV care by patients with fee-for-
service (FFS) Medicare and Medicaid throughout the US. It should provide insights into provider and 
patient experiences in a few states and at selected sites. But the study will not provide nationally 
representative data on why disparities persist.  
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Highlights from panel discussion: 
 

Ada M. Wong 
Chinese Community Partnership for Health (CCPH), New York 
Presbyterian/Lower Manhattan Hospital 

• The CCPH provides the Chinese population of New York City with health education; a Chinese-
language hotline with health information and referrals; and an outreach program for vaccinations and 
screenings for a range of conditions, including hepatitis.  

• The hepatitis program launched in 2019 and includes remote and in-person community workshops, 
pre- and post-surveys to gauge community understanding of the disease, and education.  

• Language barriers are an ongoing challenge, so materials are provided in Cantonese and Mandarin. 
Recruitment of participants relies on local social centers, including churches and other 
communications networks (in-person and online).  

 
Dr. Jorge Mera 
Cherokee Nation Health Services, Oklahoma 

• The Native American community has suffered great disparities with HCV. The greatest concentration 
of Native Americans is in Oklahoma and California, but most HCV elimination projects are in the 
eastern US.  

• Cherokee Nation Health Services’s HCV Elimination Program succeeds, in part, because primary 
care providers have been empowered for years now to treat HCV. In the care cascade from 2015-
2017, the team increased its universal screening program, detected 50% of current cases, evaluated 
almost 85% of those detected, treated 59% of those evaluated, and cured 85% of those treated.  

• The team takes a holistic approach to the patient, a one-stop shop for HCV diagnosis and treatment. 
Moving forward, however, gaps need to be addressed: up to 45% of those who were diagnosed were 
not started on treatment. Testing followed by treatment on the same day a diagnosis is made is 
urgently needed.  

 

Dr. Natasha Travis 
Grady Liver Clinic and Emory University, Atlanta 

• Grady Liver Clinic, operating within Georgia’s largest hospital, offers a nationally recognized model 
for HCV since 2002. The clinic is primary care-based and run by generalists, providing access to care 
and treatment for un- and under-insured patients.  

• As part of a teaching hospital, the clinic also trains future generations of HCV providers. 
• A multidisciplinary team includes physicians, clinical pharmacists, nurses and patient navigators. 

Services include counseling, education, vaccination, fibrosis stages, cirrhosis management, treatment 
and monitoring.  

• Results to date: Over 25,000 have been tested for HCV. Prevalence of 10% in this population. The 
clinic sees 500 patients annually, with a 96.4% cure rate. 

https://hitesite.org/resource/1110
https://www.globalhep.org/sites/default/files/content/webinar/files/2021-05/Mera-%20Cherokee%20Nation%20Health%20Services%20HCV%20Elimination.pdf
https://www.globalhep.org/sites/default/files/content/webinar/files/2021-05/Travis-Grady%20Liver%20Clinic-%20NIH%20Webinar.pdf
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Conclusion: 
 

Ongoing research needs: 
• Health disparities research should be conducted in all populations at risk. Community buy-in, careful 

measurement of patterns of care, and attention to social, medical, and economic outcomes remain 
key.  

• Comprehensive national data urgently needed on 
o Patterns of testing and treatment for HCV, end stage liver disease, cirrhosis and hepatocellular 

carcinoma—as well as patterns of use of liver transplantation  
o Patient, provider, system, and societal factors contributing to these patterns of care  

• Also need well-funded intervention trials in all populations to optimize care and outcomes, and 
implementation studies to assure findings are applied widely.  

• Governments must play a central role in planning and financing such studies. 
• Studies in diverse cohorts with multilevel data collection are needed to characterize the determinants 

of disparities in liver disease and liver cancer. 
• Though much progress has been made in describing disparities in HCV- and HBV-related liver cancer, 

data are still limited on specific determinants driving disparities. Because of the complexity of these 
disparities, studies that collect multi-level data in both risk and outcome are needed to help identify 
actionable intervention targets.  

• When issues identified by research cannot be solved at the level of patient, provider, or health system, 
it could be that broader policies that need to change. Health research agencies should take as their 
maxim poet John Donne’s declaration, “Any (hu)man's death diminishes me, because I am involved 
in (hu)mankind.”  

• The application of knowledge should always include partnering with the communities that are most 
affected by the disease.  

 
Opportunities for intervention: 

• Encourage “one-stop shopping” in hepatitis care, where treatment is available the same day that a 
diagnosis is made. 

• Rigorously promote hepatitis B vaccination and screening for HCV and HBV in communities. 
• Prioritize community partnerships. These engagements are essential to successful recruitment, 

retention and population impact. 
• Expand training/education for community health workers and physicians/clinical staff. 
• Attend to shifting risk factors between generations and populations: what counted as a risk factor 20 

years ago might not count as a risk factor today. 
• Focus on insurance as a key factor affecting diagnosis and treatment, including for liver diseases and 

liver cancers. Advocate for policy changes that expand hepatitis treatment and access to insurance 
coverage for all.  
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