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Hepatitis C virus (HCV) infection is a serious health
problem worldwide. It has been estimated that it affects
1% of the global population, and most of these indi-
viduals are unaware until the development of advanced
liver disease. Currently, 400,000 people die each year of
causes related to HCV infection. It is projected that by
2040 there will be 840,000 deaths per year from cir-
rhosis and hepatocellular carcinoma (HCC) associated
to HCV." The introduction of short-term, pangenotypic
direct-acting antiviral (DAA) regimens, with nearly 100%
effectiveness in real life, has been a tremendous medical
advance that allowed us to think that the elimination

of HCV infection could be possible.? Furthermore, treat-
ment at the early stages of the disease has proved to be
cost-effective by reducing the risk for cirrhosis, HCC, liver
transplantation, and mortality. This is even more evident
when the indirect costs in the economy resulting from
the reduction in the workforce caused by HCV infection
are also considered.? The effectiveness and benefits of
DAAs prompted the World Health Organization (WHO)
in 2016 to approve the global strategy for eliminating
HCV infection. The ambitious goals set for 2030 were
to achieve a 90% HCV diagnosis rate, a 90% reduc-
tion in the incidence, and a 65% decrease in mortality
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TABLE 1. CURRENT SITUATION IN LATIN AMERICA AND PROJECTIONS ON THE WHO PROPOSALS FOR 2030
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Country
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compared with 2015.% However, progress toward these
goals has been slow globally and arduous, especially in
low- and middle-income countries. A study that modeled
the impact of DAA treatment on HCV infection course
showed that achieving the WHO 2030 targets would re-
quire a 7% net cure per year starting from 2016. Net
cure considers the number of cures, HCV-related deaths,
and new infections.” Projections made with data from
countries with detailed electronic records suggest that
the net annual regression of the epidemic is currently
only 0.4% worldwide.* Currently, only five countries in
the world could achieve the proposed objectives.®

WHERE DO WE STAND IN LATIN AMERICA?

Latin America is constituted by 20 countries, with a total
population of 626 million inhabitants. It is a heterogene-
ous region, with low- and middle-resource economies
and deep socioeconomic inequalities between and within
the countries. One of the main problems in achieving the
WHO's objectives throughout Latin America is the fragile
sustainability of health care systems and scarce resources
destined to preventive medicine. Moreover, the health sys-
tem is segmented and fragmented, with poor health infra-
structure and organization, which ultimately implies very
limited access to diagnostics and medications for most of
the population.”

Less than half of the Latin American countries have
HCV prevalence studies, and most of them have a poor
quality design. When we extrapolate the data from coun-
tries with registries, the estimated HCV prevalence rate in
Latin America is less than 1%.° According to epidemiolog-
ical data from the Polaris Observatory online database, in
2019, several countries were able to diagnose a significant
percentage of the population with HCV infection. Still, only
Brazil was able to treat the necessary number of patients
to achieve an annual cure net greater than 1% of those
infected (Table 1).% As described in Table 2, some countries
have not yet developed clinical guidelines for the diagnosis
and treatment of HCV. Furthermore, some countries still
have the challenge of creating a national viral hepatitis
program coordinated by their Ministry of Health to esti-
mate HCV disease burden, coordinate screening policies,
and fund DAA therapies ultimately. Screening strategies
still focus on populations with risk factors, and universal
screening is being carried out in a minority of countries in
the region. Although several DAAs regimens are available
in most Latin American countries, drug costs continue to
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" be a significant barrier, and only Argentina and Brazil have

2 DAA generic options.
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specialists.'” New HCV models of care addressing the chal-
lenge of providing treatment in underserved populations
should also be promoted to improve linkage to care. In
this sense, the ECHO project (Extension for Community
Healthcare Outcome) has been replicated in many Latin
American countries.'?

CONCLUSION

Latin America needs to lay the foundation for HCV
elimination with a strong political commitment based on
high levels of screening and diagnosis, unrestricted access
to DAA therapies, and a diverse range of care models.
Nevertheless, applying all these initiatives in resource-
limited settings requires a continuous effort to overcome
practical and political challenges. In conclusion, a greater
effort is needed from the scientific community, society, and
regional governments, as well as the conviction and the
will to achieve HCV elimination.
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