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Racial differences in the seroprevalence of and risks for hepatitis B (HBV) and hepatitis C
(HCV) were examined in military veterans with severe mental illnesses (SMI). Participants (376;
155 Caucasian, 221 African American) were inpatients at a Veterans Affairs (VA) psychiatric unit
in Durham, N.C., from 1998 to 2000. Prevalence rates of HBV and HCV were 21.3% and 18.9%,
respectively. African Americans had a higher HBV seroprevalence than did Caucasians: 27.6%
versus 12.3%; odds ratio (OR) 2.73; 95% confidence interval (Cl)=1.55, 4.79. Although not statis-
tically significant, HCV seroprevalence was also higher for African Americans than it was for Cau-
casians: 21.3% versus 15.5%; OR=1.47; 95% Cl=0.86, 2.53. No racial difference was observed
for injection drug use (IDU), the strongest risk indicator for both HBV and HCV. Multivariable
analyses indicated that African-American race, IDU, and multiple sex partners in the past six
months were related to an increased risk of HBV, whereas IDU and smoking crack cocaine were
both independently related to an increased risk of HCV. Thus, veterans with SMI-particularly
African-American veterans-have high rates of HBV and HCV infection. African-American veter-
ans have significantly higher rates of HBV than do Caucasian veterans, which persist after con-
trolling for prominent risk behaviors. (J Natl Med Assoc. 2004;96:43-52.)
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Vulnerable subpopulations with high rates or
risks of hepatitis-B virus (HBV) and hepatitis-C
virus (HCV) infection may warrant focal points for
public health efforts to reduce or eliminate the
transmission of these diseases. Although four mil-
lion persons in the United States-or 1.8% of the
population-are thought to be infected with HCV,
the estimated U.S. rates for non-Hispanic African
Americans are as high as 3.2%.' For HBV, the esti-
mated rates for the United States are approximately
5%,2 whereas the rates for non-Hispanic African
Americans are as high as 12%.3 Recently, persons
with severe mental illness (SMI), including veter-
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ans, were specifically defined as another high-risk
subpopulation for both HBV and HCV infection,
with rates of20% and 23%, respectively.4-6 SMI cri-
teria include the presence of a major mental illness,
chronicity, and pervasive impairment of function.
SMI diagnoses include schizophrenia, bipolar dis-
order, depression, and, for veterans, PTSD because
of its severe and disabling effect in this population.

Military veterans, particularly those accessing
the Department of Veterans Affairs (VA) health
services, represent a significant proportion of the
homeless and deinstitutionalized mentally ill.7 High
rates ofthese infections have been reported in veter-
an cohorts: as many as 30% of homeless, impover-
ished veterans are HBV-infected,8 and 10-35% of
veterans using VA health services are HCV-infect-
ed.9'10 Combat and medical work have been
described as risk factors for HCV in veterans."'
Among veterans with HCV infection, high rates of
SMI have been reported.6 Collectively, these indi-
viduals constitute an overlapping subpopulation at
high risk for both HBV and HCV infection.

The extent to which race/ethnicity factors con-
tribute to the heightened risk is not known. The
risks for minorities may be underestimated, because
these infections are under-recognized among per-
sons belonging to disenfranchised risk groups (i.e.,
homeless or deinstitutionalized persons) of which
minorities are disproportionately represented. Fur-
thermore, veterans with SMI are often unaware of
their hepatitis infections,4 which raises concerns
about the risk of continued transmission. Race/eth-
nicity may be linked to several social contextual
factors (e.g., poverty, homelessness) that place
members at greater risk for exposure to and subse-
quent development of HBV and HCV Thus, it is
crucial to characterize this high-risk population fur-
ther and to understand if there is a role of race/eth-
nicity in the risks ofthese infections.

In this study, we examine racial differences in
the constellation of risk behaviors associated with
HBV and HCV infection among veterans with
SMI. Specifically, we address two questions: 1)
Does the prevalence ofHBV and HCV risk behav-
iors differ by race in a sample of veterans with
SMI? and 2) Do racial differences in risk behaviors
(e.g., combat exposure, injection drug use [IDU],
sharing needles, and unprotected sex for drugs)
account for any observed racial differences in sero-
prevalence for HBV and HCV?

PATIENTS AND METHODS

Study Design
This is a cross-sectional study of risk behaviors

and the prevalence of HBV and HCV infection
among veterans with SMI. We recruited 399 con-
secutive patients admitted to the Durham VA inpa-
tient psychiatric unit between March 1998 and
June 2000. The study setting was a VA psychiatric
ward with 26 inpatient beds and an average length
of stay of eight days.

Patient Population
All participants were psychiatric inpatients who

met diagnostic criteria for SMI, provided informed
consent, and were between the ages of 20 and 80.
The Durham VA's Institutional Review Board
approved the study and the manner by which
informed consent was obtained from participants.
Most participants were from the surrounding
catchment area of North Carolina and southern
Virginia, a mixed urban/rural region. Primary diag-
noses were schizophrenia, schizoaffective disorder,
bipolar-I disorder, and post-traumatic stress disor-
der (PTSD). Psychiatric diagnoses were based on
clinical diagnoses, record review to confirm that
participants met the diagnostic criteria of the
American Psychiatric Association's Diagnostic and
Statistical Manual of Mental Disorders, fourth edi-
tion (DSM-IV),12 and consensus review ofthe diag-
nosis by two attending psychiatrists. Confirmation
by the Structured Clinical Interview for DSM-IV
(SCID) was also completed in a subset of 25
patients; in all patients, psychiatric diagnoses were
concordant with the clinical diagnoses.'3 A PTSD
diagnosis was additionally confirmed through VA
records indicating that a patient was receiving
compensation for disability related to PTSD or had
exacerbation of PTSD symptoms rendering the
hospital admission and through a confirmation
using the PTSD Checklist (PCL).'4 Only 3% of eli-
gible persons refused to participate in the study.
Participants were paid a participation fee of $25.

Data Collection
After giving informed consent, each study par-

ticipant completed a standardized, hour-long,
structured risk interview conducted by two trained
interviewers who were experienced with this popu-
lation and had good agreement on inter-rater relia-
bility tests. The risk interview was adapted from
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established instruments for assessing HIV risk
behavior, prevalence, and associated variables of
relevance in populations with SMI.'s The domains
surveyed on the interview included demographic
characteristics and HIV-associated risks and behav-
iors, including sex-risk behaviors. Study partici-
pants also received pretest counseling for HIV and
provided blood specimens.

Outcomes
The primary outcome variables were HBV and

HCV serostatus, which were determined through a
blood specimen collected within 72 hours of the
informed consent and the interview. HBV seropos-
itivity was defined as having HBV core antibody as
assessed by the Abbott Corzyme test according to
the manufacturer's criteria. HCV seropositivity was
defined as having antibodies to HCV, indicating
current or past HCV infection. Antibodies to HCV
were determined in sera samples by the Abbott
HCV enzyme immunoassay 2.0. Initially reactive
results were repeated in duplicate, and immunoblot
(RIBA, Ortho, Raritan, NJ) or polymerase chain
reaction (Roche, Indianapolis, IN) confirmation
was performed on HCV enzyme immunoassay

Table 1. Demographic Characteristics of Study Population, Shown by Race

Caucasians African Americans
Variable (n=155) (n=221) P

Percent Percent

Age 50 or over 56.77 31.22 <0.0001

Male 90.97 90.05 0.8594

Currently married 38.06 18.18 <0.0001

Children: at least one 72.90 72.73 1.0000

Education level 0.4937
<High school 12.90 9.95
High school 20.65 24.89
>High school 66.45 65.16

Residence 0.0195
Independent or with family 87.10 81.00
Institutionalized or supervised 1.29 6.33
Homeless 3.23 7.24
Other 8.39 5.43

Psychiatric diagnosis <0.0001
Schizophrenia 17.42 48.87
Schizoaffective 9.68 9.50
Bipolar 25.81 9.50
PTSD 47.10 32.13

reactives. All serological tests were performed
under well-controlled conditions by laboratory
staff at the Durham VA clinical microbiology labo-
ratory, which is accredited by the College ofAmer-
ican Pathologists.

Explanatory Variables
The primary explanatory variable was self-iden-

tified racial background. Because our sample was
composed predominantly ofAfrican-American and
Caucasian veterans, we were interested in the effects
of race. We excluded from the analysis 19 individu-
als who reported other racial background categories
such as Hispanic, American Indian, Pacific Islander,
Alaskan Native, and "other" because of small sam-
ple sizes in these categories. We also excluded four
white individuals who did not have hepatitis test
results.We assessed risk behaviors with the AIDS
Risk Inventory, which assesses nearly all HBV and
HCV risk behaviors. The AIDS Risk Inventory is a
structured interview for assessing risk ofHIV infec-
tion. It probes risk behaviors associated with drug
use and sexual practices and assesses both lifetime
risk behaviors and behaviors in the preceding six
months. In general, we report lifetime risks, except
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for multiple sex partners during the past six months.
Lifetime risk was analyzed because it is a better
indication of exposure than is past-six-month risk.
Compared with other risk interviews, the AIDS Risk
Inventory is a more sensitive instrument, is able to
discriminate between high- and low-risk HIV behav-
iors, and reliably assesses behavior patterns associat-
ed with a high risk ofHIV infection.'" We previously
used this instrument successfully in examining HCV
risk factors.4

Analysis
In addition to determining HBV and HCV

serostatus, we analyzed the risk behaviors queried
on the AIDS Risk Inventory, including IDU, unpro-
tected sex (vaginal, anal, oral), crack use, and sniff-
ing or snorting drugs. Racial differences for demo-
graphic and risk factors were assessed by
chi-squared statistics.

Multiple logistic regression analyses were per-
formed to examine the association of hepatitis with
race, risk factors, and other clinically relevant vari-
ables. Variables were selected for inclusion in the
models on the basis of clinical relevance, known
associations with these infections (e.g., IDU, com-
bat, homelessness), or to adjust for significant dif-
ferences in the racial distribution of our variables.
Because Vietnam-era veterans are at risk for these
infections and are over age 50, we used a cut-off
value of 50 years or older as a variable. The vari-
ables included in the final models were: psychiatric
diagnosis, marital status, living independently or
with family, age over 50, combat exposure, lifetime
risks of IDU, smoking crack cocaine, sniffing or
snorting drugs, unprotected sex for drugs, multiple
sex partners in the past six months, and the pres-
ence of an alcohol use disorder. All analyses were
conducted with SAS version 8.1. All statistical
tests were two-tailed and conducted at a 0.05 sig-
nificance level.

RESULTS

Population Characteristics
The final sample was 376 persons with SMI:

155 Caucasian and 221 African-American military
veterans, of whom over 90% were men (see Table
1). Compared with Caucasians, African Americans
were younger, a smaller proportion were currently
married, and a greater proportion were institution-
alized or homeless. There were no racial differ-

ences in educational status or having at least one
child. A greater proportion of African Americans
had a diagnosis of schizophrenia spectrum disor-
ders and drug use disorders, fewer were diagnosed
with PTSD or bipolar disorder, and a smaller pro-
portion had experienced combat exposure. Over
40% of the study cohort had an alcohol use disor-
der, with no racial difference observed.

HBV and HCV Infection Rates and
Risk Factor Prevalence

For HBV, the overall seroprevalence rate was
21.3%. It was a new diagnosis for 65% (52 of 80)
of the HBV-positive patients. African Americans
had a higher HBV rate than did Caucasians: 27.6%
versus 12.3%; OR=2.73; 95% CI=1.55, 4.79 (Table
2). The overall HCV seroprevalence was 18.9%,
and, for 56% (40 of 71) of the HCV-positive
patients, it was a new diagnosis. The HCV rate was
also higher in African Americans; although this
difference was not statistically significant, a trend
was observed: 21.3% versus 15.5%; OR=1.47;
95% CI=0.86, 2.53.

African Americans were also more likely to
have a self-report of a drug use disorder than were
Caucasians. No racial differences in lifetime IDU
and sharing needles were observed. African Ameri-
cans were significantly more likely than Cau-
casians to report smoking crack and sniffing or
snorting drugs over their lifetime.

Among sexual risk behaviors, African Americans
were more likely to report engaging in sex for drugs
and were more likely than Caucasians to report hav-
ing multiple sex partners in the past six months.

Multivariable Analysis
After adjusting for other important factors, we

found that African Americans continued to have a
higher risk of testing positive for HBV: OR=2.79;
95% CI=1.41, 5.53 (see Table 3). Notably, the multi-
variable analysis did not eliminate or weaken the
association for race. Other factors also significantly
associated with HBV seropositivity were IDU
(OR=4.54; 95% CI=2.28, 9.04) and having multiple
sex partners in the last six months (OR=2.01; 95%
CI=1.06, 3.78). In contrast, in the multivariable analy-
sis, race was not significantly related to serostatus for
HCV (OR=1.52; 95% CI=0.61, 3.79), but IDU
(OR=40.53; 95% CI=16.72, 98.24) and use of crack
cocaine (OR=5.20; 95% CI=1.91, 14.17) remained
independent risk factors forHCV seropositivity.
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DISCUSSION
This is the first study to assess racial differences

in HBV and HCV infection rates and self-reported
behavioral risks among veterans with SMI, a very
high-risk subpopulation. Overall, the prevalence of
both these infections was high. Over half of these
infections were newly diagnosed; thus, most veter-
ans were unaware of the infection. African Ameri-
cans had higher rates of both HBV and HCV than
did Caucasians. This difference was statistically
significant for HBV, and a similar trend was
observed for HCV There was no significant racial
difference observed in this sample for lifetime
IDU. However, several drug- and sex-risk behav-
iors were reported significantly more often in
African Americans than in Caucasians, specifical-
ly, smoking crack, sniffing or snorting drugs over
their lifetime, unprotected sex for drugs in their
lifetime, and multiple sex partners in the past six
months. These observations are consistent with
findings on high-risk sexual behavior reported for

Table 2. Hepatitis B and C Prevalence Rates and Risk Factors, Shown by Race

Caucasians African Americans 95%
Variable (n=155) (n=221) Odds Ratio Confidence

Percent Percent Interval

HBV infected 12.26 27.60 2.73*** 1.55, 4.79

HCV infected 15.48 21.27 1.47 0.86, 2.53

Combat exposure 62.99 51.13 0.61* 0.40, 0.94

Alcohol use disorder 40.65 42.99 1.10 0.73, 1.67

Drug use disorder 17.42 32.13 2.24** 1.36, 3.71
Drug/needle risks, lifetime IV
drug use 18.06 17.65 0.97 0.57,1.66
Shared needles 11.61 13.57 1.20 0.64, 2.23
Smoked crack 25.16 61.82 4.82*** 3.06, 7.58
Sniffed/snorted drugs 47.74 63.35 1.89** 1.25, 2.87

Type of unprotected sex, lifetime
Any type of sex 97.42 99.55 5.83 0.65, 52.65
Vaginal sex 97.42 99.10 2.90 0.52,16.04
Anal sex 24.03 21.82 0.88 0.54,1.44
Oral sex 70.78 68.78 0.91 0.58,1.42
Sex for drugs 7.79 19.91 2.94** 1.50, 5.78
Sex for money/gifts 17.11 23.08 1.45 0.86, 2.46
Multiple sex partners
past six months 16.88 36.36 2.81 *** 1.70, 4.65

*p<0.05; **p<0.01; ***p<0.001

the general population.'6"7 The rates of hepatitis
infections in veterans with SMI are much higher
than those reported in the general population for
both races and across similar age groupings. 1-4

After controlling for potential confounding sex-
and drug-risk variables, as well as psychiatric diag-
nosis, combat exposure, and selected demographics
variables, we found that African-American race
continued to be a significant factor for HBV infec-
tion. In addition, IDU and multiple sex partners also
remained associated with HBV infection. African-
American race was not significantly associated with
HCV seropositivity after we adjusted for other vari-
ables. Ofthe sex- and drug-risk variables, crack and
IDU remained significantly associated with HCV
seropositivity in the logistic regression.

The racial difference in psychiatric diagnosis
observed in our cohort (e.g., higher rates of schizo-
phrenia in African-American veterans and of PTSD
in Caucasian veterans) warrants discussion,
although it does not account for the racial differ-
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ences in hepatitis infection rates. The racial differ-
ences in diagnosis may be due to differences in
treatment-seeking patterns for the veterans in our
service area and may reflect the largely urban and
minority characteristic of the surrounding commu-
nity. The area the Durham VA serves is urban, and
over half the patients seeking services are African
Americans. A large study of HCV-infected veterans
found that 86% had a comorbid psychiatric or sub-
stance use disorder; PTSD was a risk factor for
HCV in these veterans, whereas psychosis was not.6
Thus, we would expect that, if there were a racial
bias in our diagnosis, it would minimize the racial
difference in these infections rather than increase it.
Of note, there were higher rates of combat exposure
among Caucasians in this sample, and PTSD diag-
noses were confirmed by the self-report symptom
checklist. Alternatively, racial bias in diagnosing
psychotic spectrum disorders more frequently in
African Americans than in Caucasians can occur in
clinical and research settings.18"20 It is hypothesized
that clinician or screening-instrument bias con-
tributes to a misdiagnosis of SMIs in African Amer-
icans.2" Errors in psychiatric diagnoses may also be
related to cultural insensitivities in traditional men-
tal health systems, clinician prejudice, or to ethnic
differences in the ways that patients express emo-
tional distress and psychotic symptoms. 19,22-24
African Americans with PTSD may endorse more
psychotic symptoms without higher rates of pri-
mary psychosis than do Caucasians, leading to an
underdiagnosis or misdiagnosis of PTSD in
African-American veterans.25 Rates of service con-
nection for veterans with PTSD are substantially
lower for African Americans than they are for other
veterans, a finding that persists after the authors
adjusted for differences in PTSD severity and func-
tional status.26 This racial disparity may lead to less
access to psychiatric services for African Ameri-
cans with PTSD and contribute to fewer African
Americans in the PTSD group in this study, which
warrants further research.

Our results are consistent with studies that
report higher rates of HCV infection" 27 and HBV
infection228 in minority populations, although we
noted only a trend toward higher rates of HCV
infection. In our model, race continued to be signif-
icantly related to an increase in HBV-positive
serostatus after we adjusted for other known risk
factors. Similarly, our results lend support to
research linking African-American race to a num-

ber of independent risk factors for HBV infection,
such as increased number of sexual partners and
cocaine use.2 HBV risks, however, could be medi-
ated through social and contextual factors such as
poverty, neighborhood exposure, or lifestyle choic-
es not measured here and perhaps not attributable
to the construct of race. A plausible reason for the
higher rates in African Americans is a potential dif-
ference in baseline prevalence rates ofHBV within
social networks; hence, exposure rates could vary
between different groups. For example, we did not
evaluate the study participants on the basis of the
neighborhoods in which they reside, which has
been shown to explain some of the racial variance
in crack use.29 Alternatively, some undefined risk
factor may account for the higher rate in African-
American veterans. There may be racial differences
in susceptibility to HBV, which has been reported
for other infections, e.g., tuberculosis,30 malaria,3'
and for the clearance ofHCV32 In summary, the rel-
ative frequencies and patterns ofHBV risks in the
different racial groups and the baseline prevalence
rates among exposure groups may explain the
prevalence differences that we observed.

Although the prevalence of several risk behav-
iors demonstrates clear racial differences, the actual
risks of HCV transmission were similar for African
Americans and Caucasians. Overall, IDU posed the
greatest risk for HCV in this cohort, which supports
the findings of other studies4"l033 and extends those
findings to a high-risk subpopulation, veterans with
SMI. Our ability to control for several factors-par-
ticularly IDU-is an important strength of our
study, compared with earlier work.' The significant
risk of smoking crack cocaine and HCV infection,
however, remained after we adjusted for IDU in the
HCV model. Although this finding is divergent
from prior studies,3435 it is consistent with recent
reports.3637 One of those reports of crack cocaine
users, most of whom were African-American men,
also found high rates ofHCV (33%). Over a third of
the HCV-positive patients, however, denied any life-
time IDU. The authors concluded that other
cocaine-related factors outside of its parenteral use
might be related to the high rates observed in their
cohort.36 A higher prevalence of crack cocaine use
among African Americans than among Caucasians
is consistent with other population studies of pat-
terns of drug use in the United States.38'39

Crack cocaine use has physical, social, and bio-
logical effects that may explain why it remained an
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independent risk factor for HCV in our study. Physi-
cally, when crack cocaine is smoked, individuals can
suffer mucosal burns and ulcerations, which could
enhance the likelihood ofHCV viral transmission.
Crack has neurochemical effects that make it
uniquely addictive and, with chronic use, causes
strong cocaine craving and a desire for frequent
use.40 In addition to a desire to use crack frequently,
crack's neurochemical effects can result in increased
sexual risk behaviors.41 Our multivariate analyses,
however, showed that the analyzed sex-risk behav-
iors did not contribute independently to HCV infec-
tion. Thus, the social and contextual factors that
underlie the enhanced use of crack cocaine among
African Americans are complex, and the biological
effects ofthis drug may also underlie other high-risk
behaviors, including sex-risk behaviors.

In contrast, having multiple sex partners was
related to HBV in the multivariate model. Although
epidemiological evidence suggests that IDU-not
sexual behavior'2-is the predominant mode of

Table 3. Hepatitis B and C Logistic Regression Models

Hepatitis B Hepatitis C

Selected Risk Factors Adjusted 95% Confidence Adjusted 95% Confidence
Odds Ratio Interval Odds Ratio Interval

African-American race 2.79** 1.41, 5.53 1.52 0.61, 3.79

Combat exposure 1.30 0.63, 2.67 1.10 0.41, 2.94

Psychiatric diagnosist
Bipolar 0.59 0.22, 1.60 0.80 0.22, 2.97
PTSD 1.34 0.66, 2.72 2.06 0.78, 5.40

Currently married 1.67 0.83, 3.40 1.35 0.52, 3.48

Independent or live with familytt 0.82 0.39, 1.72 0.55 0.21, 1.44

IV drug use 4.54*** 2.28, 9.04 40.53*** 16.72, 98.24

Smoked crack cocaine 1.18 0.55, 2.54 5.20** 1.91, 14.17

Sniffed/snorted drugs 1.06 0.51, 2.21 0.68 0.25, 1.88

Unprotected sex for drugs 1.25 0.60, 2.61 0.97 0.38, 2.48

Multiple sex partners in past 6 months 2.01* 1.06, 3.78 0.75 0.31, 1.81

Alcohol use disorder 0.93 0.52, 1.69 1.24 0.57, 2.70

Age 50+ 1.27 0.67, 2.39 1.64 0.69, 3.95

*p<0.05; **p<0.01; ***p<0.001
Hepatitis B model: c statistic=0.74
Hepatitis C model: c statistic=0.91
t Schizophrenia spectrum disorder reference group
tt Homeless, Institutionalized, or Other reference group

transmission for both these infections, our findings
highlight that HBV can also be spread sexually and
that it is transmitted more efficiently by sex than
HCV is.4243 HBV and HCV have unique aspects in
both mode of and risk factors for transmission.
Both viruses may be transmitted by percutaneous
or permucosal exposure to infected body fluids.44-46
The HCV model is better characterized in this
regard than that of HBV Nevertheless, there likely
are routes of transmission ofHBV besides the tra-
ditional drug and sex routes that need to be further
examined and, as noted, may explain the racial dif-
ference we observed.

There are other limitations in this study that
temper interpretation ofthe findings. Whereas IDU
was the single most important risk factor predict-
ing HBV and HCV seropositivity, the temporal
relationship of risk behaviors to the acquisition of
these infections is uncertain, as are the duration
and frequency of these behaviors. In addition, as to
specific high-risk behaviors queried on the risk
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interview, there may be respondent bias or a resist-
ance to disclose socially stigmatized behaviors in a
personal interview format. Of note, we did not
query lifetime reports of multiple sexual partners
but instead inquired about the six months prior to
the study interview. This may decrease recall bias
but limit a longitudinal assessment of sex-exposure
risk. Another limitation is that blood transfusion
and tattooing, which have been found to be related
to a small percentage of HCV infections in veter-
ans," were unavailable as risk factors in this data
set. Prior to 1990, before the national blood supply
was screened for HCV, the incidence of transfu-
sion-associated HCV was relatively high, particu-
larly in older persons.47 Although our study found
that older age was related to both HBV and HCV
infection, the association was not statistically sig-
nificant. Finally, this study was conducted on vet-
erans who were psychiatric inpatients and may not
be generalizable to outpatient veterans with SMI.
Overall, veterans with SMI warrant study because
the VA is the largest integrated mental health deliv-
ery system in the country, providing services to
over 700,000 veterans annually.48

In summary, risk factors for HBV were African-
American race, IDU, and having multiple sex part-
ners in the past six months. Risk factors for HCV
were IDU and crack cocaine use, but not race. The
overall prevalence rates ofHBV and HCV were very
high for this cohort with SMI, but especially high for
African-American veterans. Given that the inci-
dence rates ofHBV have not changed from 1976 to
1943 and that persons with HCV for the most part
remain infective, screening for both viruses should
be done in veterans with SMI. Our study suggests
that there may be an enhanced vulnerability of indi-
viduals with mental illness to particular domains of
risk behaviors, such as crack cocaine use for HCV
and multiple sex partners for HBV. Increased time
spent by mental healthcare providers in assessing
these risks may be warranted.

There are important clinical implications for the
high rates of hepatitis among SMI persons-particu-
larly African Americans. HCV has been associated
with depression,49 cognitive impairment,50 emotional
distress,5' and an adverse impact on psychiatric ill-
ness. These viruses-particularly chronic HCV-
can impair hepatic function, which is relevant to the
care ofpersons with mental disorders who are taking
hepatically metabolized drugs.52 Disparities may
exist in accessing newer effective HCV treatments

for SMI persons-particularly those who are
African American-as has been reported for newer
antipsychotics.53 Further, the drugs used to treat hep-
atitis (e.g., alpha interferon) have been associated
with depression,54 suicidality,55 and mania and psy-
chosis.56 There is a suggestion in the literature that
depression-including that induced by HCV treat-
ment-may be prevented by the SSRI antidepres-
sants.57"58 Further, newer drug therapies- such as peg
interferon alpha-2a-plus ribovirin-may have a bet-
ter side effect profile for patients with mental ill-
nesses (e.g., less depression).59 Collectively, these
are pressing issues that need to be assessed and fully
appreciated by mental health providers who treat
persons with SMI, particularly those who provide
mental health services to African-American people.
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