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Background. Significant gaps in hepatitis C (HCV) care outcomes exist between women and men experiencing incarceration, 
yet limited data examining these differences exist in the literature. Our objective was to examine HCV care outcomes among women 
and men in a large urban jail.

Methods. A retrospective cohort analysis was completed of all persons incarcerated in the New York City (NYC) jail system 
who completed a medical intake between 1 October 2019 and 31 December 2023. Logistic regression models were used to 
calculate odds ratios for women versus men at each HCV care cascade step, including on-site HCV treatment initiation. Jail 
length of stay, history of mental health needs, homelessness, history of substance use disorders, history of HIV, and number of 
prior incarcerations in the last year were incorporated into the larger model.

Results. Of 71 100 individuals, 7.1% were women. Women had higher rates than men of HIV (3.7% vs 2.8%), mental health 
needs (55.1% vs 32.0%), select substance use disorders (58.5% vs 45.8%), homelessness (23.5% vs 19.5%) (P < .0001), and 
shorter jail lengths of stay (19 days vs 30 days, P < .0001). Of those with active HCV seen by an HCV clinician, women had 
about half the odds of on-site treatment initiation of men (multivariate adjusted odds ratios [AOR] = 0.561, 95% CI = .335–.925).

Conclusions. Women were less likely to initiate jail-based HCV treatment compared to men despite similar infection rates and 
greater clinical engagement. Gender-focused strategies for HCV care in carceral settings are critical for achieving equitable HCV 
elimination.
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Direct-acting antivirals (DAAs) have transformed the hepatitis 
C (HCV) treatment landscape. Therapeutic advances, however, 
make up only one aspect of the ongoing effort to reach HCV 
elimination. The institutional and clinical infrastructures serv
ing the most vulnerable and undertreated for HCV are needed 
to enable equitable and widespread distribution of DAAs. 
Today, an estimated 4.6 million people are living with chronic 
HCV in the United States [1], and large proportions of key 
groups—notably, women—remain undertreated.

Studies have shown that women may be more likely to ac
quire HCV but less likely to receive treatment [2–7]. In a large 

meta-analysis, HCV incidence among people who inject drugs 
was 36% higher for women than for men [6]. Among partici
pants in opioid agonist treatment programs from 7 internation
al cohorts, women had a 2-fold higher hazard of HCV 
acquisition compared with men [7]. Women living with un
treated HCV have higher rates of injection drug use and mental 
health diagnoses than men [5, 8] and face greater risk of sus
taining liver injury from HCV and comorbid alcohol use [9]. 
Nevertheless, women, especially high-risk groups with coexis
tent medical and psychosocial conditions, consistently receive 
HCV treatment at disproportionately low levels [3–5]. These 
data suggest women are being left behind.

Disparities in HCV-related outcomes between women and 
men suggest a critical need for a “gender lens” in HCV elimina
tion to ensure interventions and strategies are effective for all 
[10]. In carceral settings, which have been studied as both a 
risk factor for HCV [11, 12] and a key point of intervention 
[12–16], examining outcomes through a gender lens is partic
ularly crucial for 3 reasons. First, the carceral environment is 
central to current HCV elimination strategies [13], and any 
gaps in carceral healthcare could lead to even greater disparities 
in broader community-level transmission. Second, women ex
perience shorter lengths of stay than men in carceral settings, 
which may hinder HCV treatment and contribute to 
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gender-specific gaps in treatment [17]. Third, women experi
encing incarceration face a disproportionate burden of comor
bidities—higher rates than their male counterparts of 
psychiatric disorders, substance use, homelessness, and other 
chronic medical conditions [18, 19]—which may exacerbate 
existing disparities in healthcare access and uptake. 
Ultimately, carceral settings represent a unique opportunity 
for reaching and treating underserved women living with 
HCV, and a critical juncture in addressing women-specific dis
parities. Gender-focused strategies for HCV care applied to car
ceral settings are therefore paramount to equitable and 
complete HCV elimination.

Numerous studies have shown overrepresentation of active 
or past HCV infection in women experiencing incarceration 
compared with men [8, 20–22]; however, the data do not ad
dress how rates of treatment and progress through the HCV 
care cascade may differ across gender in these settings. A great
er understanding of HCV treatment outcomes among women 
experiencing incarceration is vital to identifying and addressing 
gender disparities and ensuring equitable access to care in one 
of the most critical arenas in the fight to eliminate HCV. As 
such, the objectives of this study were to assess progress 
through the HCV care cascade among women and men, and 
examine differences in HCV treatment uptake for women com
pared with men in the New York City (NYC) jail system.

METHODS

Cohort Selection

We conducted a retrospective cohort analysis of all persons in 
the NYC jail system who completed a medical intake between 
1 October 2019 and 31 December 2023. Analysis was performed 
on a per-admission basis. Duplicated admissions were identified 
and removed, and gender was extracted from the Correctional 
Health Services (CHS) electronic health record (EHR).

Setting

NYC Health + Hospitals/Correctional Health Services (CHS), a 
division of the city’s public hospital system, is the direct provid
er of comprehensive healthcare and re-entry services to indi
viduals incarcerated in the NYC jail system. CHS has 
provided expanded access to HCV treatment in the NYC jails 
for over a decade. Patients enrolled in HCV treatment receive 
discharge planning, medications at discharge, and connections 
to community care. During our study period, the jail system in
cluded between 7 and 11 jail facilities, up to 10 for men and 
1 for women. In addition to treatment, CHS offered universal 
opt-out point-of-care HCV testing upon admission to every in
dividual admitted to the jail system during our study period. A 
positive HCV antibody result or HCV self-report would be fol
lowed by offer of an HCV RNA test via phlebotomy. Patients 
with detectable HCV RNA results were referred for on-site 

treatment assessment by a CHS physician able to treat HCV in
fection. Treatment was initiated on-site if the estimated length 
of stay (LOS) was sufficient to complete treatment in jail, or a 
re-entry plan was established that enabled treatment comple
tion post-discharge, or immediate treatment start was necessi
tated by medical urgency (ie, advanced liver disease).

Care Cascade

We constructed an HCV care cascade comprising (1) HCV 
screening, (2) HCV confirmatory testing, (3) detection of 
HCV viremia, (4) being seen by a jail-based HCV clinician, 
(5) on-site HCV treatment initiation, (6) on-site HCV treat
ment completion, (7) on-site testing for sustained virologic re
sponse at 12 weeks (SVR12), and (8) confirmation of SVR12 
(achievement of cure). Care cascade outcomes were stratified 
by documented gender. For each step, the denominator was de
fined as the preceding step to reflect the sequential nature of 
these processes in clinical practice.

Patients were “screened for HCV” on a given admission if 
they received a rapid or laboratory test for HCV antibodies, 
HCV RNA, or HCV genotype that returned a valid result, or 
self-reported a positive history of HCV, at any point during 
that admission. Patients “had a confirmatory test” if they re
ceived an HCV RNA or genotype test. Patients were considered 
“detectable” who had a detectable result for HCV viremia or ge
notype. Patients were “seen by a clinician” who had an in- 
person visit with a CHS physician who treats HCV. “Initiated 
treatment” referred to on-site initiation of HCV treatment us
ing DAA therapy.

SVR12 tests to confirm posttreatment cure were defined 
as the earliest HCV RNA test present in the EHR done 
≥64 days and ≤6 months after completion of treatment. The 
minimum and maximum thresholds were chosen to reflect a 
practical window validated by real-world treatment outcome 
studies that aims to minimize the potential limitations of the 
strict SVR 12 definition by allowing for a realistic measure of 
cure rate while limiting the risk of false-positives due to reinfec
tion [23, 24].

Data Sources

Data were collected through November 2024 to ensure suffi
cient time for cascade steps to occur for all patients in the 
cohort.

Demographic variables examined included race/ethnicity, 
age at admission, education, and housing status. Race and eth
nicity were combined into 4 mutually exclusive categories: 
non-Hispanic Black, non-Hispanic White, Latinx/Hispanic, 
and Other/Unknown. Housing status was captured by patient 
self-report during medical intake.

Health-related variables included HIV infection (HIV-1 
and/or HIV-2), history of mental health needs while incarcer
ated, history of serious mental illness (SMI), and alcohol, 
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opioid, and cocaine use disorders. HIV infection and substance 
use disorders (SUD) were based on the presence of an 
International Statistical Classification of Diseases and Related 
Health Problems (ICD) 9/10 diagnosis code. SMI was specified 
by CHS to include (a) schizophrenia spectrum and other psy
chotic disorders, (b) bipolar and related disorders, (c) depres
sive disorders, or (d) posttraumatic stress disorder (PTSD), as 
defined by the Diagnostic and Statistical Manual of Mental 
Disorders, 5th Edition (DSM-5). These exclude diagnoses re
sulting from a substance use or medical condition.

Incarceration variables included jail LOS and number of in
carcerations in the NYC jail system during the year prior to a 
given admission. When calculating LOS, each date was counted 
as a separate day.

Statistical Analysis

Descriptive statistics, Mann–Whitney U tests, and chi-squared 
analyses were used to examine differences across genders for de
mographic, health, and incarceration variables. Multiple logistic re
gression models were used to calculate unadjusted and adjusted 
odds ratios (AOR) and 95% confidence intervals (95% CI) for 
women versus men (reference group) at each cascade step. The first 
AOR adjusted only for LOS, which has previously been cited as the 
primary predictor of treatment initiation [14, 25]. LOS was treated 
as continuous rather than categorical because no LOS threshold 
was used during our study period to preclude treatment initiation. 
The larger model incorporated predictors we hypothesized may 
impact progress through various steps of the cascade, including 
LOS, history of mental health needs, homelessness, history of select 
SUDs (defined as alcohol use disorder, cocaine use disorder, or opi
oid use disorder), HIV (HIV-1 and/or HIV-2), and number of pri
or incarcerations in the last year. Statistical significance was defined 
as a 2-sided P value of <.05.

Oversight

The study protocol was reviewed by a third-party institutional 
review board (BRANY, Lake Success, NY) and approved under 
BRANY File #23-PRS-746-419(HHC). A full waiver of in
formed consent was granted due to satisfying the waiver criteria 
set forth in 45 CFR 46.116(f).

STROBE Statement

We followed the STrengthening the Reporting of OBservational 
studies in Epidemiology (STROBE) guidelines for reporting this 
retrospective cohort study.

RESULTS

Cohort Characteristics

Overall Cohort Characteristics
Our cohort included a total of 72 331 patients who completed a 
medical intake between 1 October 2019 and 31 December 2023. 
We excluded individuals whose documented gender identity 

was missing or documented inconsistently (N = 1231), for a 
final cohort size of 71 100. The cohort had a median age of 
34 (interquartile range [IQR] 27–43), and 7.1% were women 
(Table 1). The cohort was predominantly non-Hispanic Black 
(54.4%) and Hispanic (28.1%), with the remainder being 
non-Hispanic White (7.5%) and all other races and ethnicities 
(9.9%); 2.8% of the cohort were living with HIV; 33.6% had a 
history of mental health needs, 14.3% of SMI, and 46.7% of se
lect SUDs; 19.8% reported being homeless prior to admission. 
Median LOS in jail was 29 days (IQR 6–118), and median num
ber of jail admissions per patient within the year prior to a given 
admission was 1 (IQR 0–2).

An overall total of 81 282 patients were admitted during the 
study period, of whom 8951 (11.0%) did not complete a med
ical intake. After applying the same exclusion criteria to this 
group, the proportion of women to men among those who 
did not complete medical intake did not differ significantly 
from the proportion found in our study cohort, who completed 
medical intake (P = .65).

Cohort Characteristics by Gender
Women, compared with men, had significantly higher rates of 
HIV (3.7% vs 2.8%), history of mental health needs (55.1% vs 
32.0%), history of SMI (21.0% vs 13.8%), history of select 
SUDs (58.5% vs 45.8%), and homelessness (23.5% vs 19.5%) 
(P < .0001) (Table 1). Women had significantly shorter median 
lengths of stay in jail than men (19 days vs 30 days, P < .0001).

Care Cascade

Overall Care Cascade Outcomes
Of the overall cohort (N = 71 100), 23 076 (32.5%) patients were 
screened for HCV (Figure 1A); 2523 (10.9%) of those screened 
received a confirmatory HCV test, of whom 1221 (48.4%) were 
found to have active HCV infection. Six hundred and sixty-four 
(54.4%) of those with active infection were seen by an HCV cli
nician, and 338 (50.9%) of those seen by a clinician initiated 
HCV treatment on-site (27.7% of those with active infection); 
213 (63.0%) completed treatment on-site, 74 (34.7%) of these 
completed an SVR12 test on-site, and 73 (98.6%) of these had 
undetectable SVR12 results (achieved cure).

Care Cascade Outcomes by Gender
Rates of progression to each step of the HCV care cascade dif
fered significantly by gender at a number of steps (Table 1, 
Figure 1B and 1C).

In unadjusted models, women had significantly greater odds 
than men of being screened for HCV (odds ratio [OR] = 20.1, 
95% confidence interval [CI] = 18.4–22.0, P < .0001) and lower 
odds of receiving confirmatory testing (OR = 0.843, 95% 
CI = .756–.940, P = .0022) (Figure 2, Table 2). Men and women 
had similar odds of being detectable for active HCV (P = .23). 
Of those with active HCV, women had lower odds of being seen 
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Table 1. Cohort Characteristics, Overall and Stratified by Gender, Patients in NYC Jails October 2019–December 2023

Totala Men Women

n = 71 100 n = 66 021 n = 5079

No. % No. % No. % P valueb

Demographics

Race/ethnicity <.0001 ****

Non-Hispanic Black 38 713 54.4% 36 217 54.9% 2496 49.1%

Latinx/Hispanic 19 972 28.1% 18 650 28.2% 1322 26.0%

Non-Hispanic White 5363 7.5% 4586 6.9% 777 15.3%

Other 7052 9.9% 6568 9.9% 484 9.5%

Age at admission (years)

Mean (SD) 35.7 (11.6) 35.7 (11.7) 35.6 (10.6) .060 ns

Median (IQR) 34 (27–43) 34 (27–43) 34 (28–42)

Education <.0001 ****

Less than a high school diploma/GED 29 454 41.4% 27 459 41.6% 1995 39.3%

Has a high school diploma/GED 34 193 48.1% 31 904 48.3% 2289 45.1%

More than a high school diploma/GED 5414 7.6% 4796 7.3% 618 12.2%

No data 2039 2.9% 1862 2.8% 177 3.5%

Homelessc 14 091 19.8% 12 898 19.5% 1193 23.5% <.0001 ****

Health

HIV 2006 2.8% 1816 2.8% 190 3.7% <.0001 ****

History of mental health needs 23 902 33.6% 21 105 32.0% 2797 55.1% <.0001 ****

History of serious mental illness (SMI)d 10 192 14.3% 9123 13.8% 1069 21.0% <.0001 ****

Alcohol use disorder 18 210 25.6% 16 803 25.5% 1407 27.7% .0004 ***

Opioid use disorder 14 529 20.4% 13 217 20.0% 1312 25.8% <.0001 ****

Cocaine use disorder 19 465 27.4% 17 230 26.1% 2235 44.0% <.0001 ****

Any of above substance use disorderse 33 221 46.7% 30 250 45.8% 2971 58.5% <.0001 ****

Incarceration

Number of prior incarcerations in last year

Median (IQR) 0 (0–1) 0 (0–1) 0 (0–1) <.0001 ****

Range (min, max) 12 (0, 12) 11 (0, 11) 12 (0, 12)

Jail length of stay in days, median (IQR)f,g 29 (6–118) 30 (6–120) 19 (5–76) <.0001 ****

HCV care cascadeh

Screened for HCVi 23 076 32.5% 18 570 28.1% 4506 88.7% <.0001 ****

Had confirmatory testj 2523 10.9% 2088 11.2% 435 9.7% .0024 **

Detectable 1221 48.4% 999 47.8% 222 51.0% .25 ns

Seen by a cliniciank 664 54.4% 557 55.8% 107 48.2% .049 *

Initiated treatment 338 50.9% 304 54.6% 34 31.8% <.0001 ****

Completed treatment 213 63.0% 195 64.1% 18 52.9% .27 ns

Completed SVR12l 74 34.7% 67 34.4% 7 38.9% .90 ns

Undetectable SVR12l 73 98.6% 66 98.5% 7 100.0% 1.0 ns

*P < .05; **P < .01; ***P < .001; ****P < .0001; ns, not significant.

Abbreviations: %, column percentage; No., number. Bolded cells indicate signficance at P < .05.
aAnalysis is at the incarceration, not person level.
bChi-Square testing was used for categorical variables, and Mann–Whitney U testing was used for continuous variables. Comparison was between gender groups.
cPatient indicated being homeless prior to incarceration through self-report during medical intake.
dPatient has history of SMI diagnosis during incarceration. CHS defines SMI to include (a) schizophrenia spectrum and other psychotic disorders, (b) bipolar and related disorders, (c) depressive 
disorders, or (d) posttraumatic stress disorder (PTSD), as defined by the Diagnostic and Statistical Manual of Mental Disorders, 5th Edition (DSM-5). These exclude diagnoses resulting from a 
substance use or medical condition.
eDefined as any one or multiple of alcohol use disorder, opioid use disorder, and cocaine use disorder.
fEach date was counted as a separate day.
gDoes not include individuals incarcerated at time of data analysis (n = 1473).
hPercentages for each step were based on prior step.
iHCV screening was defined as having an HCV antibody, RNA, or genotype test, or self-reporting HCV.
jHCV confirmatory test was defined as having an HCV RNA or genotype test.
kPatients were considered to be seen by a clinician and all prior cascade steps if continuing treatment initiated in the community or initiating treatment based on sufficiently recent labs and 
visits from a prior admission.
lSVR12 test to confirm cure were defined as an HCV RNA test ≥64 d and ≤6 m after treatment completion.
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Figure 1. Hepatitis C virus (HCV) care cascade outcomes for patients in NYC jails October 2019–December 2023: A, overall counts, B, counts stratified by gender, and C, 
percentage proceeding from prior step stratified by gender.
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by an HCV clinician (OR = 0.738, 95% CI = .551–.988, 
P = .041). Of those seen by a clinician, women had less than 
half the odds of on-site HCV treatment initiation of men 
(OR = 0.388, 95% CI = .247–.597, P < .0001). Women and 
men were comparable at all other cascade steps (P > .05).

After adjustment for LOS, among those with active HCV, 
women had significantly greater odds than men of being seen 
by an HCV clinician (adjusted odds ratio [AOR] = 1.72, 95% 
CI = 1.19–2.47, P = .0037) (Figure 2). In the LOS-adjusted 
model, of those seen by an HCV clinician, women maintained 
lower odds than men of HCV treatment initiation 
(AOR = 0.582, 95% CI = .355–.938, P = .029). All other cascade 
steps remained comparable with the unadjusted model.

After adjustment for multiple variables—LOS, HIV, history of 
mental health needs, history of select SUDs, and homelessness— 
women had lower odds compared with men than in the 
LOS-adjusted model of receiving a confirmatory HCV test 
(AOR = 0.677, 95% CI = .601–.762, P < .0001). All other cascade 
steps remained comparable with the LOS-adjusted model 
(Figure 2).

DISCUSSION

This study is the first to examine HCV care cascade outcomes 
among women compared with men in a carceral system during 

the DAA treatment era. Our results show large HCV treatment 
gaps between women and men experiencing incarceration in a 
jail setting. After adjustment for multiple variables, women and 
men had comparable rates of detectable HCV viremia, and 
women had higher odds than men of being seen by an on-site 
HCV clinician, but women still had about half the odds of on- 
site HCV treatment initiation compared to men. These data in
dicate significant gaps in HCV treatment for women in a jail 
setting.

Women had shorter lengths of stay in jail than men, higher 
rates of comorbid medical, mental health, and SUD, and great
er re-entry needs. Jail LOS is cited as a key barrier to HCV treat
ment in jail [14, 25]. When controlling for LOS, women had 
significantly greater odds of being seen by an on-site HCV cli
nician than men, supporting the hypothesis that their lower 
odds of being seen by an HCV clinician in the unadjusted mod
el were largely driven by shorter stays. However, in the 
LOS-adjusted model, women maintained significantly lower 
odds of treatment initiation compared with men. This indicates 
that women’s shorter LOS is not solely responsible for their 
lower rate of treatment initiation. These differences persisted 
when adjusting simultaneously for LOS, HIV, history of mental 
health needs, history of select SUDs, and homelessness. In both 
adjusted models, the difference in odds of treatment initiation 
between women and men was attenuated compared to the 

Figure 2. Odds ratios for women vs men (reference group) at each step of the HCV care cascade, unadjusted, adjusted for jail length of stay, and adjusted for multiple 
variables.
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unadjusted model, yet remained significantly lower for women. 
These findings suggest that LOS and certain comorbid condi
tions and barriers may indeed contribute to the treatment dif
ferences between women and men in this jail setting but do not 
fully account for them.

We found disproportionately higher rates of HIV, mental 
health needs, SMI, alcohol, opioid, and cocaine use disorders, 
and homelessness among women than men. This aligns with 
existing literature describing these disparities and more com
plex comorbidities women face, such as trauma [26, 27], inti
mate partner violence [26, 27], and unstable housing [27], all 
of which may create additional barriers to HCV care.

Notably, women and men in our cohort did not differ signif
icantly in rates of detectable HCV: 47.8% and 51.0%, respec
tively, among those who received a confirmatory test. This 
contrasts with community studies that found a higher preva
lence of HCV among women [6, 7] and suggests that gendered 
differences in treatment uptake in our setting were not driven 
by differences in HCV prevalence. Rates of treatment initiation, 
conversely, were consistent with existing literature. Men with 
active HCV who were seen by an HCV clinician initiated treat
ment at a rate of 54.6%, while women in the same category ini
tiated at 31.8% (61.2% lower unadjusted odds than men). These 
rates align with those found in community studies in Seattle [3], 
British Columbia (specifically for women with comorbid med
ical and mental health conditions) [5], and the United States 
overall [4].

Overall rate of treatment initiation for individuals with active 
HCV was 27.7%, a notable increase over the 5.3% reported in 
the same jail system between 2014 and 2017 [14]. We attribute 

this increase to numerous factors, including (1) increased staff
ing of clinical-care coordinators, allowing for earlier re-entry 
planning and evaluation of patients’ projected LOS; (2) 
adjustments in program protocols allowing clinical evaluation 
and re-entry planning to occur in parallel rather than in series, 
potentially enabling sooner treatment start; (3) greater ability, 
driven in large part by new community partnerships, to contin
ue treatment initiated on-site in non-carceral settings such as 
the community or substance use treatment programs following 
discharge, expanding eligibility for on-site initiation. This in
crease in on-site, carceral-based HCV treatment has shown 
promise in supplementing decreases in community treatment 
rates [13].

The need for gender-focused strategies in HCV care among 
women experiencing incarceration is paramount. While LOS 
may impact the feasibility of jail-based care, it does not inde
pendently preclude treatment initiation in our setting. If a 
means of treatment continuation in the community can be 
found, treatment is initiated on-site. However, comorbid med
ical and mental health conditions, re-entry barriers including 
homelessness, and lack of community support may preclude 
such a plan. As women in jail face these barriers at significantly 
higher rates than men, addressing them is key to ensuring eq
uity in treatment outcomes.

Strong community partnerships are critical for addressing 
treatment gaps for women in jail with comorbid barriers to 
care. Partnerships with shelters and emergency housing, opioid 
and mental health treatment programs, citywide health depart
ments, and primary care providers may facilitate re-entry plan
ning for a greater proportion of patients living with HCV. For 

Table 2. Odds Ratios for Women Versus Men (Reference Group) at Each Step of the HCV Care Cascade, Unadjusted, Adjusted for Jail Length of Stay, and 
Adjusted for Multiple Variables

Unadjusteda,b Adjusted (LOS)c Adjusted (multiple)d

HCV care cascade step OR 95% CI P value OR 95% CI P value OR 95% CI P value

Screened for HCVe 20.1 18.4–22.0 <.0001 **** 19.8 18.2–21.7 <.0001 **** 20.1 18.4–22.0 <.0001 ****

Had confirmatory testf 0.843 .756–.940 .0022 ** 0.883 .791–.985 .027 * 0.677 .601–.762 <.0001 ****

Detectable 1.14 .924–1.40 .23 ns 1.08 .880–1.34 .45 ns 1.09 .880–1.36 .42 ns

Seen by a clinician 0.738 .551–.988 .041 * 1.72 1.19–2.47 .0037 ** 1.71 1.16–2.53 .0068 **

Initiated treatment 0.388 .247–.597 <.0001 **** 0.582 .355–.938 .029 * 0.561 .335–.925 .026 *

Completed treatment 0.629 .308–1.29 .20 ns 1.03 .466–2.29 .94 ns 1.04 .444–2.45 .93 ns

Completed SVR12g 1.22 .430–3.23 .70 ns 1.63 .544–4.61 .36 ns 1.61 .504–4.93 .41 ns

Undetectable SVR12g >999 .00–Inf 1.0 ns >999 .00–Inf 1.0 ns 0.00 .00–Inf 1.0 ns

*P < .05; **P < .01; ***P < .001; ****P < .0001; ns, not significant.

Abbreviations: %, column percentage; CI, confidence interval; LOS, length of stay; OR, odds ratio. Bolded rows indicate signficance at P < .05.
aAnalysis is at the incarceration, not person level.
bOdds ratio for women versus men (reference group), unadjusted.
cOdds ratio for women versus men (reference group), adjusted for jail length of stay in days.
dOdds ratio for women versus men (reference group), adjusted for jail length of stay in days, history of mental health needs, homelessness, history of select substance use disorders, HIV, and 
number of prior incarcerations in last year.
eHCV screening was defined as having an HCV antibody, RNA, or genotype test, or self-reporting HCV.
fHCV confirmatory test was defined as having an HCV RNA or genotype test.
gSVR12 tests to confirm cure were defined as an HCV RNA test ≥64 d and ≤6 m after treatment completion.
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individuals with limited community support, the creation and 
expansion of such partnerships may provide the necessary sup
port to continue treatment initiated in jail in the community. 
This may ultimately enable higher rates of jail-based treatment 
initiation, particularly for women. Existing literature has begun 
to explore the value of carceral-community partnerships for 
continuity of care [28], but further research is needed to explore 
avenues for addressing the treatment gaps uncovered here.

Our study has limitations. First, the COVID-19 pandemic 
occurred during the study period, necessitating temporary 
changes in jail-based care procedures. During this time, the 
NYC jail system reached a historically low population and ex
perienced disruptions in nonessential services [29]. Second, 
data on HCV treatment completion and SVR12 testing are lim
ited to on-site completion during this study period. Although 
we collect data on treatment continuation in the community, 
this data is incomplete for the study period in part due to 
pandemic-related disruptions. Because the extent of incom
plete capture could not be reliably quantified, formal missing- 
data sensitivity analyses were not feasible. However, stratified 
review of treatment continuation patterns across sub-study pe
riods did not demonstrate a consistent temporal pattern sug
gestive of systematic bias. Additionally, other factors may 
have contributed to differences in treatment outcomes that 
could not be quantified or accounted for in this analysis. 
Lower rates of screening among men may contribute to a selec
tion bias among those who progressed to later steps of the cas
cade. However, comorbidity rates were measured on a cohort 
level to mitigate this effect. Likewise, care cascade steps were 
conditional on engagement with prior steps. Therefore, ob
served gender differences in treatment initiation may partly re
flect selection or process bias, and results should be interpreted 
judiciously. This limitation is relevant to our inclusion criterion 
of completion of medical intake, which by definition excludes 
those admitted during the study period who did not complete 
medical intake. However, we found that among the 11.0% of 
admitted individuals who did not complete intake and were 
not included in our cohort, the proportion of women to 
men did not differ significantly from our study cohort. 
Furthermore, this study reports gender in a binary manner, 
as gender was collected as “Male,” “Female,” or “Unknown” 
during the study period. Therefore, clear identification of 
gender-expansive (eg, transgender, nonbinary, genderfluid, 
and other gender nonconforming) patients was not feasible 
during the study period. Future studies should include gender- 
expansive categories to better understand the unique HCV care 
needs of this diverse population. Finally, these results may not 
be generalizable to other jail systems, which may differ in pop
ulation characteristics or available resources. Our large, urban 
site is connected with the city’s public hospital system, provides 
universal opt-out testing for HCV in all facilities, and provides 
comprehensive discharge planning, medication at discharge, 

and connections with community care, all of which may have 
impacted our results and may not be generalizable to other 
jail systems. Likewise, our site is a carceral setting, thus findings 
may not be applicable to many other healthcare contexts. These 
limitations notwithstanding, our findings represent what is 
possible in a large, urban jail population and underscore key ar
eas that merit further attention.

PUBLIC HEALTH IMPLICATIONS

US jails represent a critical juncture in HCV elimination [12– 
14, 30, 31]. The role of jail-based HCV care is especially critical 
in reaching populations with greater barriers to care, particu
larly women experiencing incarceration, who may face greater 
burdens of comorbidity and may be less likely to engage in 
community-based care. Effective HCV elimination efforts 
must address underlying barriers and include gender-focused 
strategies that consider the specific needs of women in the car
ceral setting. Equitable distribution of treatment is possible, 
necessary, and the only path toward complete HCV 
elimination.
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