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Executive Summary
Race, ethnicity, socioeconomic status, sexual and gender status, and geographical 
location are fundamental to health and health outcomes, shaping life expectancy and 
mortality in ways that scientists have yet to fully explain. In the United States, stigma 
and discrimination continue to leave underserved and marginalized populations with 
lasting gaps in health and in health care across disease areas. Where viral hepatitis is 
concerned, these disparities continue to challenge efforts to eliminate hepatitis B (HBV) 
and hepatitis C (HCV) as public health threats by 2030. 

In a June 16 webinar hosted by NIMHD and convened by the Coalition for Global 
Hepatitis Elimination, researchers working with racial and ethnic communities that 
experience disparate hepatitis outcomes presented new models of care and evidence-
based interventions to address hepatitis health disparities. These community-based 
participatory research programs persuasively demonstrate that appropriately tailored 
interventions—those that meet the context and culture of each community—can make a 
demonstrable difference in the fight against viral hepatitis, helping ensure that HBV and 
HCV elimination efforts reach all populations in the United States, especially the most 
vulnerable.

After a welcome by Dr. Rina Das, NIMHD director Dr. Eliseo Perez-Stable introduced the 
webinar topic. He reviewed NIMHD’s research framework, which integrates multiple levels 
of influence and domains of influence that impact health disparities, and noted that since 
2017, NIMHD has funded multidisciplinary grants on the mechanisms of disparities in 
chronic liver diseases and cancer. He also summarized recent data on health inequities in 
relation to hepatitis, chronic liver disease, and liver cancer: 

• HBV: Asians and Native Hawaiians/Pacific Islanders have by far the highest rate of 
chronic HBV, ten times the rate of Whites. 

• HCV: rates of newly reported acute and chronic HCV are highest among American 
Indian/Alaska Native persons and in rural areas, with this population more than two 
times as likely as Whites and three times as likely as all other races and ethnicities to 
develop acute HCV infection. 

• Liver disease incidence: the highest rates are among Latinos (particularly of Mexican 
heritage). The highest rates of chronic liver disease/cirrhosis mortality are among 
American Indian/Alaska Natives. 

• Liver cancer: the highest incidence is among American Indian/Alaska Native persons, 
who also comprise the only racial/ethnic group where liver cancer incidence is rising.
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Source: Slide 5 from Dr. Perumalswami’s presentation

Key Takeaways from speaker presentations: 
• A continuum of community engagement is key to successful intervention. 

This continuum should move from outreach to consultation to involvement to 
collaboration to shared leadership. 

• Successful HCV and HBV interventions require building trust and relationships over 
time in local communities. These relationships must be bidirectional.

• Implementation isn’t an art; it’s a science. The approach should include at least five 
steps: engage interested parties to identify health determinants; map determinants 
to implementation strategies; adapt or develop models of care from a health 
disparities standpoint; pilot-test strategies; and evaluate strategies rigorously for 
improvement.

• One key component of any implementation strategy should be local community 
leadership. Advisory panels comprised of leaders from the population or group should 
be invited to collaborate and share leadership with researchers. These groups should 
provide feedback and advice, develop study ideas with researchers and integrate 
activities, and lead recruitment of participants and community members. 
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• A second key component of implementation involves mobile technology. Leveraging 
clinical visits with new technologies such as a virtual doctor app has been shown to be 
successful in increasing HBV and HCV screening. Sensitivity to language and literacy 
requirements is key to successful mobile interventions. 

• A third key component of implementation is patient navigation and community health 
workers. There is no substitute for one-on-one engagement between patients and 
knowledgeable and empathic care advocates. Researchers should ask the community 
to help identify and select these navigators. Work with local knowledge, culture, and 
practices to identify potential leaders. 

• While the programs featured in this webinar provide reason for optimism, funding 
and financial sustainability remain significant challenges across the hepatitis field. 
The research and funding community must determine new avenues for support 
beyond grant funding. Consider partnerships with cancer programs, hospital and care 
systems, and other incentivized collaborators to continue providing services that 
these populations need.
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Presentation Highlights
Community-Based Interventions to Address Health Disparities and 
Advance Hepatitis Elimination 
Dr. Ponni Perumalswami, University of Michigan 

The problem: 
Most HBV infection in the United States occurs among foreign-born populations. Most 
HCV infection occurs among persons living with or who have had opioid use disorder 
(OUD). Lack of awareness and education, inadequate access to care, language barriers, 
and insurance challenges all contribute to these inequities. 

The research question: 
How do we increase provider capacity to reach minoritized populations living with viral 
hepatitis? And how do we identify and address barriers to viral hepatitis screening and 
care, including at the system and provider level? 

The project: 
A community health worker lead model of viral hepatitis outreach in immigrant 
communities. 

• Initial pilot study designed in New York City, where African-born residents have >8% 
prevalence of HBV infection. 

• Project goal was to create a community-based viral hepatitis outreach program 
targeting foreign-born communities.

• Results: Between 2009-2011, 1603 people were tested for HBV and HCV, with medical 
evaluations of those who tested positive and recommendations for treatment/linkage 
to care. 

• A second project (2011-2013) screening West Africans for HBV was conducted in 
partnership with the African Services Committee.

• The research team concluded from these projects that the community health worker 
lead model of viral hepatitis outreach is effective.

• A current project builds on this earlier work and aims to develop and pilot test a 
program to increase HBV screening among West African immigrants that integrates 
best practices for communication with low health-literacy populations via culturally 
targeted messaging. 

https://www.globalhep.org/sites/default/files/content/webinar/files/2022-06/NIH%20talk%20June%2016%20final%202022-Perumalswami-final.pdf
https://www.globalhep.org/sites/default/files/content/webinar/files/2022-06/NIH%20talk%20June%2016%20final%202022-Perumalswami-final.pdf
https://www.globalhep.org/sites/default/files/content/webinar/files/2022-03/Thomas-Urgency%20and%20possibility%20of%20HCV%20vaccine.pdf


Source: Slide 15 from Dr. Perumalswami’s presentation

Highlights of community health worker led model:  
• The team identified the determinants of HBV screening among this population and 

mapped those determinants to specific implementation strategies. These included 
the development of educational tools, reassurance regarding results disclosure, and 
materials provided in the preferred language of the patient, among other strategies. 

• The team established the West African Community Advisory Panel (leaders from the 
West African diaspora living in New York City) to collaborate and share leadership, 
with a focus on bidirectional activities and communication. 

• The team has incorporated a behavioral theory-informed approach in their 
participatory research. They used the theory of planned behavior to understand 
attitudes, knowledge, perceptions, and what drives intent and eventually screening.

• Reconsidering the role of specialists: the team found that specialists should serve 
as supportive allies rather than primary leads. This shift to equitable or side-by-
side work rather than a top-down approach allows the community to take the lead in 
shaping the intervention.  
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Source: Slide 9 from Dr. Tsoh’s presentation
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Health Within Reach - An Interactive Video Patient Education 
Intervention to Increase Hepatitis B & C Screening Among Asian 
Americans in Primary Care
Dr. Janice Y. Tsoh, University of California San Francisco   

The problem: 
Asian Americans have the highest chronic HBV rate in the United States, at 18.9 per 
100,000, ten times the rate among non-Hispanic Whites in 2019. Two-thirds of Asian 
Americans are immigrants, and 43% of these do not speak English well. Screening 
for both HBV and HCV remains suboptimal for this group, with more than 50% never 
screened (possibly as high as 80%). 

The research question: 
What interventions have been shown or can be shown to help increase HBV and HCV 
screening among this population? More specifically, how can we increase screening of 
Asian Americans in primary care settings? 

https://www.globalhep.org/sites/default/files/content/webinar/files/2022-06/NIMHD%202022-06-16%20HealthWithinRearch%20-Tsoh.pdf
https://www.globalhep.org/sites/default/files/content/webinar/files/2022-06/NIMHD%202022-06-16%20HealthWithinRearch%20-Tsoh.pdf
https://www.globalhep.org/sites/default/files/content/webinar/files/2022-06/NIMHD%202022-06-16%20HealthWithinRearch%20-Tsoh.pdf


The project: “Health Within Reach” – a multilingual video doctor
• The team used stakeholder-engaged methods to develop an iPad app in English, 

Cantonese, Vietnamese, and Mandarin. The idea was to leverage clinical visits while 
the patient waits to see a provider. Patients receive interactive video intervention on 
an iPad. 

• A cluster randomized controlled trial evaluated the efficacy of a full intervention 
package (video doctor + provider alert intervention + provider panel notification) 
versus a provider panel notification to increase HBV and HCV screening in two 
healthcare systems.

• 452 patients in the trial and 122 primary care providers. 270 in the intervention 
group, 182 in the comparison group (which offered a focused app on nutrition/
physical activity). More than 20 countries of origin for patients in the trial. Patients 
were surveyed at pre-intervention, immediate post-visit, and at 3 months post-
intervention. 

• Results: Within 3 months, the intervention group had significantly more HBV surface 
antigen testing ordered (44%) and done (37.8%) versus the control group (9.9% and 
7.7% respectively). The same positive outcome appeared within HCV antibody testing 
ordered (38.6%) and done (30.3%) versus within the control group (10% and 6%). 

Recommendations:
• Prioritize multilingual mobile applications for patient education in primary care 

settings: it has been shown effective in increasing hepatitis screening.
• Leverage clinical visits with technology designed via a patient centered approach.
• Targeted interventions for Asian Americans should attend to psychosocial needs that 

may differ across Asian cultural groups.
• To reduce health disparities, multi-pronged approaches involving integrated and 

coordinated efforts among community and practice-based partners are needed. 
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Implementation of a Complex Primary Care Intervention to Diagnose 
and Treat HCV in Low Income Latinx Patients
Dr. Barbara J. Turner, University of Southern California    

The problem: 
Chronic HCV infection is the leading cause of end-stage liver disease and hepatocellular 
carcinoma (HCC) in the United States. Nearly 400,000 of the 2.4 million persons in the 
US with chronic HCV live in Texas, which is tied for the highest incidence rate nationally. 
The majority of cases are in South Texas, which has an incidence as high as 19.1/100,000 
and is predominantly Latino (80%), with many households living below the federal poverty 
level. 

The research question: 
How can HCV screening, evaluation, and treatment rates for chronic HCV infection be 
improved among Latino baby boomers (born 1945-1965) in South Texas, particularly within 
healthcare practices that serve low-income patients?  

The project: Stop HCC-HCV 
• This project included 21 primary care practices in 6 health care systems serving South 

Texas, primarily Medicaid and uninsured Latino patients. Funding came from federal 
and state grants. 

• Step 1: Community outreach and engagement. Researchers held focus groups, 
conducted surveys, held numerous gatherings and meetings, and engaged in 
educational initiatives (such as peer testimonial videos). Conversation partners 
included entire care teams, patients, healthcare administrators, and community 
members. Outreach included a focus on how to make the project less burdensome to 
healthcare practices.

• Step 2: Implementation, which included four steps—screening, education/evaluation, 
care plan, and treat to cure. The team used an opt-out approach for screening, 
offered mobile apps to educate about HCV, and held specialist teleconference hours 
to primary care providers over lunchtime for consultations on patient cases. 

https://www.globalhep.org/sites/default/files/content/webinar/files/2022-06/Turner-Hepatitis%20C%20implementation%20for%20NIMH%206-9.pdf
https://www.globalhep.org/sites/default/files/content/webinar/files/2022-06/Turner-Hepatitis%20C%20implementation%20for%20NIMH%206-9.pdf
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Source: Slide 16 from Dr. Turner’s presentation

The outcomes:   
• 48% of patients were screened (as compared to none before the project launch). 

Mean age was 59, with more women than men. 90% Latino, 2/3rds uninsured. 
• Anti-HCV+ rate was 5.2%. HCV RNA+ was 2.6%. 
• In four practices, 205 were diagnosed with chronic HCV, 82 initiated DAA therapy, and 

70 achieved SVR (were cured). 

Challenges:    
• Many free health clinics don’t have electronic medical records, so the team had to 

work with testing companies to provide results for patients. 
• These practices are busy and have competing priorities.
• Lack of financial incentives for HCV screening and care, including lack of coverage for 

uninsured care navigation, testing, and treatment for advanced disease.
• It can be difficult to keep patients engaged in their own care over time.
• Patients with decompensated cirrhosis or uncontrolled comorbidities pose special 

challenges.
• Long-term financial sustainability of program remains a challenge.
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Keys to success:    
• Community engagement – the team used fairs, rodeos, community groups, and more.
• Redesign of electronic medical records.
• Use of reflex HCV RNA testing.
• Care navigation provided support through community health worker or licensed 

nurse.
• Patient-centered approach (rather than liver-centered management approach). 
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Curing Hepatitis C with CHARM: A patient navigation model for HCV 
care integration into public health clinics in a predominantly African 
American Community
Dr. Seun Falade-Nwulia, Johns Hopkins University 

The problem: 
In the United States today, African Americans have twice the rate of HCV compared to 
Whites. 

The project: CHARM (Curing Hepatitis and Realizing Empowerment) 
• This patient navigator intervention was conducted with the Baltimore City Health 

Department’s two sexual health clinics, which see 15,000 patients a year and 
serve as a major source of healthcare for medically underserved African American 
communities. 

• Patient navigators were recruited and trained for HCV testing and linkage to care. 
These staff members provided initial information to patients, performed rapid 
testing, offered linkage to care and information about treatments, conducted 
insurance evaluation and navigation, offered appointment reminders, and engaged in 
community outreach.

Results:  
• In the first 9 months (2013-2014), over 2,500 tests were conducted for rapid HCV. 

Overall prevalence was 7%. Thanks to patient navigation, the team was able to follow 
up with HCV RNA testing on 98% of those who had tested positive on initial screening. 

• Between 2015-2019, 560 HCV RNA+ patients were seen in the clinics. 47.5% (266) were 
prescribed treatment, and 35.5% (199) achieved SVR. Fibrosis and other restrictions 
to HCV treatment coverage remained a barrier to HCV treatment.

• Patient navigators have been successful, so much so that the program has expanded 
to a city-wide HCV linkage to care service, overseen by disease intervention 
specialists in the Baltimore health department.

https://www.globalhep.org/sites/default/files/content/webinar/files/2022-06/Falade-Nwulia.AddressingAAHCVdisparities6152022.pdf
https://www.globalhep.org/sites/default/files/content/webinar/files/2022-06/Falade-Nwulia.AddressingAAHCVdisparities6152022.pdf
https://www.globalhep.org/sites/default/files/content/webinar/files/2022-06/Falade-Nwulia.AddressingAAHCVdisparities6152022.pdf
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Lessons learned:  
• Work with the community and the individual setting to integrate the patient navigator 

role and activities into routine clinic flow. Be sure peer navigators receive proper 
training in understanding HCV, interpreting test results, and the greater awareness 
that an HCV cure is possible.

• Patient navigator characteristics make a huge difference! Look for cultural 
competence, strong communication skills, and empathy.

Source: Slide 6 from Dr. Falade-Nwulia’s presentation



Q&A Highlights
Q: What’s the best way to select community health workers for an intervention? 
A: Partner with a community-based organization that already has one or more of these 
workers engaged in other activities. Work with that person to bring others on board. 
Local experts, not the research team, should be recruiting these health workers. Find 
someone whom the community knows and trusts to take the lead here.

Q: Any challenges with designing and using mobile apps for hepatitis education within 
primary care facilities?
A: Yes. One way to minimize technical challenges is to only make the program available 
through an app (as opposed to making it available also on the internet). Do pilot trials 
of your new technology and prepare to navigate a few digital hurdles—it’s part of the 
process. 

Q: For complex interventions, how is the work sustained and continued after the grant 
ends?
A: This is an ongoing and major challenge. USC’s intervention, for example, could not have 
continued past the grant completion if researchers hadn’t been able to incorporate their 
efforts into a related cancer program that had stable funding. But that solution won’t 
fit everyone. Health care providers need to be incentivized to continue HCV screening/
treatment programs after a grant ends. Hospitals should be urged to support the work, as 
well, because it benefits their bottom line to promote wellness and avoid end-stage liver 
diseases. 

Conclusion
The communities at highest risk for acquiring HBV and HCV infection or developing 
serious complications from those infections are the same populations that experience 
structural racism, sexism, stigma, and other forms of discrimination that make health 
interventions more challenging. But the tools exist to successfully combat both 
diseases: HBV is preventable with vaccines, and HCV is curable with 8-12 weeks of 
treatment. Needed now are evidence-based community interventions that prioritize 
testing, linkage to care, patient-centered treatment plans, and scale-up. Advocacy, 
engagement, implementation, and sustainable funding must be central goals, as well. 

NIMHD’s research aims for community-based participatory research are reflected in the 
intervention programs this webinar highlighted. Such efforts (1) enhance community 
capacity by supporting equal community participation and input into research for 
which they will directly benefit; (2) establish sustainable programs that facilitate 
adoption of disease-reducing health behaviors and improve health outcomes in 
populations experiencing health disparities, and (3) accelerate translation of research 
findings and adaptation methodologies in communities that experience HCV and HBV 
health disparities by designing culturally tailored interventions appropriate for  these 
populations.
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By addressing health disparities and inequities, the researchers profiled in this webinar 
give cause for optimism. They offer adaptable, evidence-based tools for improving 
hepatitis testing, treatment, and outcomes among the United States’ most at-risk 
populations. 
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