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About the program:
Best of The Liver Meeting 2021 was created by the 
Scientific Program Committee for the benefit of AASLD 
members, attendees of the annual conference, and other 
clinicians involved in the treatment of liver diseases. The 
program is intended to highlight some of the key oral and 
poster presentations from the meeting and to provide 
insights from the authors themselves regarding implications 
for patient care and ongoing research.

Use of these slides:
All content contained in this slide deck is the property of the 
American Association for the Study of Liver Diseases 
(AASLD), its content suppliers or its licensors as the case 
may be, and is protected by U.S. and international 
copyright, trademark, and other applicable laws. AASLD 
grants personal, limited, revocable, non-transferable and 
non-exclusive license to access and read content in this 
slide deck for personal, non-commercial and not-for-profit 
use only. The slide deck is made available for lawful, 
personal use only and not for commercial use. The 
unauthorized reproduction and/or distribution of this 
copyrighted work is not permitted.
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The 2019 HCV cascade of care for children and youth in 
British Columbia, Canada
Aim

• To construct the HCV cascade of care for young people living 
with HCV in British Columbia (BC) in 2019, and to assess their 
progression along the stages of the cascade

Methods
• The BC Hepatitis Testers Cohort: integration of data on HCV 

testing with medical visits, hospitalizations, cancers, deaths, and 
all dispensed prescriptions

• All BC residents under 30 years in 2019 who have been 
diagnosed with HCV were included

• The HCV care cascade was defined in 6 steps (see Figure)

Conclusions

• HCV treatment initiation was low among young people living with 
HCV in 2019 in British Columbia. 

• The approval of highly effective pangenotypic regimens for youth 
provides the opportunity for early treatment to prevent liver 
damage. More efforts should be made to uncover and address 
barriers to HCV care for young people in order to optimize the 
access to care.

Figure 1. Children and youth living with chronic HCV in British Columbia within the 
HCV care cascade in 2019

Main Findings

Jeong D, et al., Abstract 80.
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80Abstract 28034: THE 2019 HCV CASCADE OF CARE FOR CHILDREN AND YOUTH IN BRITISH COLUMBIA, CANADAAuthors: Ms. Dahn Jeong1,2, Dr. Margo Pearce1,2, Ms. Amanda Yu2, Dr. Laura Sauvé3,4, Dr. Rick Schreiber3,4, Dr. Jean DamasceneMakuza1,2, Dr. Prince Asumadu Adu1,2, Dr. Héctor Alexander Velásquez García2, Dr. Sofia Bartlett2,5, Dr. Hasina Samji2,6, Dr. Mawuena Binka2, Dr. Jane Buxton1,2, Dr. David Goldfarb3,4, Dr. Chelsea Elwood4,7, Mr. Stanley Wong2, Ms. Maria Alvarez2, Dr. Neora Pick4,7 and Dr. Naveed Janjua1,2, (1)School of Population and Public Health, University of British Columbia, (2)British Columbia Centre for Disease Control, (3)British Columbia Children's Hospital, (4)Faculty of Medicine, University of British Columbia, (5)Department of Pathology and Laboratory Medicine, University of British Columbia, (6)Faculty of Health Sciences, Simon Fraser University, (7)British Columbia Women's Hospital�Abstract TextBackground: Canadian children and youth are at risk from hepatitis C virus (HCV) infection through a few mechanisms. About 3,500 women in Canada with chronic HCV deliver babies each year and vertical transmission can occur among 5-10% of deliveries. Other sources of risk include immigrating to Canada from HCV endemic countries, having parents who are living with HCV, being street- involved, and using substances without adequate harm reduction supports. Monitoring of HCV services use among this population is essential to support Canada’s hepatitis elimination goals. We constructed the HCV cascade of care for children and youth living with HCV in British Columbia (BC) in 2019.Methods: We used data from the BC Hepatitis Testers Cohort (BC-HTC). This analysis included all BC residents under age 30 in 2019 who have been diagnosed with HCV in the BC-HTC, which is linked with administrative data including medical visits and prescription drugs. The HCV cascade of care was defined as: 1) HCV antibody (Ab) diagnosed 2) RNA tested 3) RNA positive 4) genotyped 5) initiated treatment and 6) achieved sustained virologic response (SVR). We estimated the number and proportion of children and youth in each stage.Results: In 2019, an estimated 1,800 children and youth were living with chronic HCV in BC; among them, 1,350 were diagnosed as HCV Ab positive. Of these, 82.2% (1,110/1,350) had received a confirmatory HCV RNA test, and 60.6% (673/1,110) were RNA positive. Among those who were RNA positive, 79.9% (538/673) had their HCV genotyped; however only 40.3% (217/538) had initiated treatment. Out of 138 individuals for whom data on SVR assessment was available, 87.7% (121/138) had achieved SVR. As of 2019, proportions of HCV RNA positive persons receiving treatment varied across age groups: 17.1% (6/35) in 14-19 years, 34.4% (45/131) in 20-24 years, and 34.1% (164/481) in 25-29 years. Over time, the number of persons under 30 with positive HCV RNA who received treatment increased: 3.7% (25/673) were treated between 2009-2014, 1.2% (8/673) in 2015, 1.9% (13/673) in 2016, 5.2%(35/673) in 2017, 10.4% (70/673) in 2018 and 9.8% (66/673) in 2019. By end of the year 2019, 67.8% (456/673) of persons under 30 with chronic HCV remained untreated in BC.Conclusion: It is concerning that HCV treatment initiation was low among BC children and youth living with HCV in 2019. The approval of highly effective pangenotypic regimens for youth provides the opportunity for early treatment to prevent liver damage. (click here to view image online)
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Increasing rates of non-cirrhotic HCC in black patients: a multi-center 
cohort study
Objective 

• To evaluate the relationship between cirrhosis status and HCC trends in black and 
white patients with HCC

Methods

• A retrospective cohort study of adults diagnosed with HCC at two health 
systems in Indiana and in North Carolina between 2009 and 2019 

• Trends in the yearly rates of HCC were explored by cirrhosis status defined 
using Mittal’s criteria. In a secondary analysis fibrosis was defined by FIB-4 
score >3.25. Trends were compared before (2009-2013) and after (2014-
2019) the release of DAA. 

Main Findings 

• The odds of a black patient having non-cirrhotic HCC according to Mittal 
criteria increased 34% per year (95% CI 1.05-1.71) (Figure 1, Panel A). 
Trends in non-cirrhotic HCC did not change significantly for white patients 
(Figure 1, Panel A). 

• In those with FIB-4 category <=3.25 in the DAA-era, rates of HCC increased 
by 22% (95% 1.05-1.42) per year for black patients and by 12% (95% CI 
1.04-1.21) per year for white patients (Figure 1, Panel B). 

Conclusions
• Rates of HCC in patients without cirrhosis are rising in the DAA era, particularly for 

black patients.

Nephew L,  et al., Abstract 176. 
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176Abstract 29974: INCREASING RATES OF NON-CIRRHOTIC HCC IN BLACK PATIENTS: A MULTI-CENTER COHORT STUDYAuthors: Dr. Lauren D. Nephew1,2, Dr. Karan Mathur1, Heather Burney3, Dr. Samer Gawrieh1, Dr. Andrew S. deLemos4,5, Dr. Areej Mazhar4 and Dr. Naga P. Chalasani1, (1)Gastroenterology and Hepatology, Indiana University School of Medicine, (2)Division of Gastroenterology and Hepatology, Indiana University School of Medicine, (3)Department of Biostatistics, Indiana University School of Medicine, (4)Gastroenterology and Hepatology, Atrium Health, (5)Gastroenterology & Hepatology, Atrium Health�Abstract TextBackground:Hepatocellular carcinoma (HCC) mortality disproportionately impacts racial minorities in the United States. There is single center evidence that Black patients develop HCC with less advanced fibrosis than their White counterparts leading some to suggest changes in screening guidelines. Here we seek to evaluate the relationship between liver fibrosis and HCC trends in Black and White patients with HCC.Methods:We performed a cohort study of adults diagnosed with HCC at two health systems in Indiana and in North Carolina between 2009 and 2019. Disease etiology, labs, tumor characteristics, imaging and race were identified using the electronic medical record. In the primary analysis the presence of cirrhosis was defined using Mittal’s criteria. In a secondary analysis advanced fibrosis was defined by FIB-4 score >3.25. Trends in the yearly rates of HCC were explored by cirrhosis status. Because of the potential impact of direct acting-retrovirals (DAA) on rates of HCC, trends were compared before (2009-2013) and after (2014-2019) the release of DAA.Results:There were 2,436 patients diagnosed with HCC during the study period; 18% were Black. 79% of Black and 50% of White patients had hepatitis-C virus (HCV) (p<0.001). Amongst patients without cirrhosis, 36.8% of Black and 14.4% of White patients had HCV (p=<0.001). 74% of Black patients and 80% of White patients had achieved a sustained virologic response (p=0.15). In the DAA era, 35% of Black patients presented with tumors within Milan criteria compared to 48% of White patients (p<0.001). The proportion of Black and White patients with non-cirrhotic HCC (9% vs 12%, p=0.1) and with FIB-4 scores <=3.25 ( 29.8% vs 26.5%, p=0.16) was similar between the groups.In the DAA-era, the odds of a Black patient having non-cirrhotic HCC according to Mittal criteria increased 34% per year (95% CI 1.05- 1.71) (Figure 1, Panel A). Trends in non-cirrhotic HCC did not change significantly for White patients (Figure 1, Panel A).When exploring trends in HCC in those with FIB-4 category <=3.25 in the DAA-era, rates of HCC increased by 22% (95% 1.05-1.42) per year for Black patients and by 12% (95% CI 1.04-1.21) per year for White patients (Figure 1, Panel B). Rates of HCC in Black patients with cirrhosis and Black and White patients with FIB-4>3.25 have declined in the DAA-era (Figure 1, Panel A & B).Conclusion:Rates of HCC in patients without cirrhosis are rising in the DAA era, particularly for Black patients. Methods to improve identification and surveillance of non-cirrhotic patients at risk for developing HCC are needed. (click here to view image online) 
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Racial disparities in kidney after liver transplantation 
and the impacts of the kidney “safety net”
Objective 
• To examine racial disparities in time to kidney transplantation before and after the kidney “safety net” policy was enacted
Methods

• Retrospective cohort study of United Network for Organ Sharing (UNOS) data on all adult liver transplant alone recipients before and after the kidney 
“safety net” was enacted 

• Time-to-kidney waitlist and time-to-kidney transplant was modeled using Cox regression analysis
Main Findings 

• Prior to the safety net policy being enacted, median time between liver transplant and kidney waitlist was 1225 days (IQR 448-2537) and time between 
kidney waitlist and kidney transplant was 197 days (IQR 38-666). Times between liver transplant and kidney waitlist and kidney waitlist and kidney 
transplant were significantly different by race (p=0.01 and p=0.02, respectively). In contrast, “safety net” KALT recipients experienced a median time 
between liver transplant and kidney waitlist of 243 days (IQR 147-323) and kidney waitlist to kidney transplant of 69 days (IQR 21-163). There was no 
significant difference in wait time by race.

• Adjusting for baseline covariates, KT listing rate with adjusted hazard ratio of 0.78 (95% CI 0.67-0.89, p<0.01) when comparing black to white patients. 
KT rate when comparing black to white recipients had an adjusted hazard ratio of 0.85 (95% CI 0.74-0.98, p=0.03).

Conclusions

• The safety net policy has been effective at providing more rapid access to kidney after liver transplant and has also been shown to reduce the racial 
disparities that previously existed in time to organ transplant although continued improvement and evaluation of organ allocation policies, such as the 
liver-kidney ‘”safety net’”, is critical to achieve equitable organ access.

Kaltenbach M, et al., Abstract 177.
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177Abstract 30483: RACIAL DISPARITIES IN KIDNEY AFTER LIVER TRANSPLANTATION AND THE IMPACTS OF THE KIDNEY ‘SAFETY NET’Authors: Dr. Melissa Kaltenbach, Division of Gastroenterology and Hepatology, University of Pennsylvania and Dr. Therese Bittermann, Division of Gastroenterology & Hepatology, University of Pennsylvania�Abstract TextBackground: A kidney ‘safety net policy’ was implemented in August 2017 to give patients with early and persistent renal failure after liver transplant alone (LTA) priority on the kidney transplant (KT) waitlist. Studies have shown that Black LTA recipients are at increased risk of early- and late-onset end-stage renal disease. It is unknown if the new ‘safety net’ KT policy reduces racial disparities in access to kidney transplantation after liver transplant (KALT). Given the importance of fair and equitable distribution of organs, the objective of this study is to examine racial disparities in time to kidney transplantation before and after the ‘safety net’ policy was enacted.Methods: We performed a retrospective cohort study of United Network for Organ Sharing (UNOS) data on all adult LTA recipients between January 1st, 2002 and March 1st, 2021. 'Safety net' KALT candidates were defined as KT listings occurring within 60-365 days from LT after August 10th, 2017. Descriptive statistics included chi-squared tests for categorical variables and Kruskall Wallis for continuous variables. Time to kidney waitlist and time to kidney transplant was modeled using cox regression analysis, adjusting for factors significantly different at P< 0.05 on univariable analysis.Results: 1,712 KALTs were performed between 2002 and 2017, of which 69.9% were White, 12.2% were Black, and 13.6% were Hispanic. In contrast, 280 ‘safety net’ KALTs were performed, of which 76.1% were White, 6.4% were Black, and 14.6% Hispanic. Of early KT (less than 365 days from LT) prior to the policy, 19.0% were living donor KTs with 78.2% performed in White recipients.Prior to the safety net policy being enacted, median time between liver transplant and kidney waitlist was 1225 days (IQR 448-2537) and time between kidney waitlist and kidney transplant was 197 days (IQR 38-666). Time to kidney listing to kidney transplant were significantly different by race (p=0.01 and p=0.02, respectively). In contrast, ‘safety net’ KALT recipients experienced a median time between liver transplant and kidney waitlist of 243 days (IQR 147-323) and kidney waitlist to kidney transplant of 69 days (IQR 21- 163). There was no significant difference in wait time by race. Adjusting for baseline covariates, KT listing rate with adjusted hazard ratio of 0.78 (95% CI 0.67-0.89, p<0.01) when comparing Black to White patients. KT rate when comparing Black to White recipients had an adjusted hazard ratio of 0.85 (95% CI 0.74-0.98, p=0.03).Conclusion: Despite having higher rates of ESRD post-transplant, black patients underwent fewer KALTs than white patients. However, the safety net policy has been effective at providing more rapid access to KALT and has also been shown to reduce the racial disparities that previously existed in time to organ transplant. Continued improvement and evaluation of organ allocation policies such as the kidney ‘safety net’ is critical to achieve equitable organ access.
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Main Findings
Objective 

• To determine the role of our community-based 
hepatitis B virus (HBV) campaign on HBV screening 
and success of linkage to care (LTC) efforts through a 
large-scale community screening initiative

Methods
• Utilizing hired nurse navigators to facilitate the LTC 

process in previously identified Asian immigrants with 
HBV after identifying poor LTC rates when participants 
were responsible for their own care. 

Conclusions 
• After identifying significant barriers to LTC, we were 

able to demonstrate that the use of nurse navigators 
successfully increase LTC rates in this at-risk 
population. 

Hepatitis B virus screening in Asian immigrants: Community-
based campaign to increase screening and linkage to care 

Number of HBV Infected Percentage (%)

Successful LTC 

Up to 2017 56 (out of 195) 33.8%

2018 12 (out of 14) 85.7%

2019 26 (out of 29) 89.7%

Number of HBV Infected Percentage (%)
Gender

Male 172 50.1%
Female 169 49.3%
Unknown 2 0.6%

Age
21-30 1 0.3%
31-40 20 5.8%
41-50 52 15.2%
51-60 110 32.1%
61-70 85 24.9%
71- 63 18.4%

Unknown Age 12 3.5%
Successful LTC

Male 32 (out of 78) 41.0%
Female 36 (out of 89) 40.4%

Win A, et al., Abstract 180.

Presenter
Presentation Notes
180Abstract 30300: HEPATITIS B VIRUS SCREENING IN ASIAN IMMIGRANTS: COMMUNITY- BASED CAMPAIGN TO INCREASE SCREENING AND LINKAGE TO CAREAuthors: Ms. Aziza Win, Ross Medical School, Gregory Wu, General Surgery, Geisinger Commonwealth School of Medicine, Aiqi Zhou, Columbia University and Sung Kwon, Holy Name Medical Center; Columbia University Medical Center�Abstract TextBackground:Despite Chronic hepatitis B (CHB) disproportionately affecting Asian Immigrants and established screening guidelines by groups like the American Association for the Study of Liver Disease, many Asian immigrants remain unscreened. Furthermore, those with CHB are not linked to care citing multiple barriers. The objective of this study was to determine the role of community-based hepatitis B virus (HBV) campaign on HBV screening and success of linkage to care (LTC) efforts through a large-scale community screening initiative.Methods:Asian immigrants from the New Jersey and New York metropolitan areas were screened for Hepatitis B virus (HBV) using surveys and serological testing from 2009 to 2019. We started to collect LTC data starting in 2015, and those found to be positive were followed up by telephone, mail or email. In 2017, because of low LTC rates, nurse navigators whose role was to help participants navigate through individual barriers to care were hired to aid in the LTC process. Those excluded from the LTC process included those who were already linked to care, those who declined to be linked to care and those who had moved or passed away.Results:11,960 participants were screened from 2009 to 2019, of which, the results for 11,860 were available. Of these, 408 (3.4%) were found to have positive HBV status. Approximately 52.9% were female and 47.1% were male. Notably, total of 1,191 (10.0%) were found to be HBV negative but required vaccination. When we started to track LTC, we found 62 participants that were eligible for LTC between 2015 and 2017 after the exclusion criteria were applied. It was found that 59% had been successfully linked to care in 2015 to 2017. After hiring nurse navigators, we saw LTC rates increase to 73.6% in 2018 and to 89% in 2019.Conclusion:HBV community screening initiatives are imperative to increase screening rates in the Asian immigrant population. We were also able to demonstrate that nurse navigators can successfully help increase LTC rates. Our HBV community screening model can address issues with barriers to care including lack of access in comparable populations. 
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