UNSW Kirby Institute

A USTIRALIA

Competing risks of mortality
among people with hepatitis C:
a population-based linkage study, 1993-2012

Maryam Alavit, Jason Grebely?!, Sarah Larney?, Behzad Hajarizadeh?!, Janaki Amint, Matthew G. Law?!, Jacob George?, Louisa Degenhardt?,

Gregory J. Doret
1IThe Kirby Institute, UNSW Australia, Sydney, NSW, Australia, °National Drug and Alcohol Research Centre, UNSW Australia, Sydney, NSW, Australia, 3Storr Liver
Centre, Westmead Millennium Institute, University of Sydney and Westmead Hospital, Westmead, NSW, Australia

Compared to the general population, people with hepatitis C virus (HCV) Figure 1. Mortality numbers among NSW people with an HCV notification Table 2. Adjusted analysis of factors associated with drug-related
infection have higher mortality rates. Increased uptake of highly effective 1993-2012, by birth cohort, n=96,250 mortality among NSW people with an HCV notification 1993-2012,
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NSW HCV notifications (1993-2012) were linked to cause-specific mortality Asia-Pacific 37 1 065 046 090 0.010
records (1993-2013) and other databases. Liver- and drug-related deaths Figure 2. Mortality numbers and age-standardised incidence rates Other 80 1 066 052,084 0.001
were coded in the underlying field of a linked record, using ICD-10. among NSW people with an HCV notification 1993-2012, n=96,250 Missing 898 2 083 0.75093 0.001
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calculated using the Poisson distribution, by all cause-, other cause-, liver-,
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mortality among NSW people with an HCV notification 1993-2012, _ _ _ — _
dliver- and other cause-related mortality considered to be competing risk events. Mortality records
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