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Editorial

Hepatitis C in the Eastern Mediterranean Region
Gamal Esmat 1

Hepatitis C virus (HCV) infection 
is still one of the major causes of 
mortality and morbidity worldwide 
and is the main cause of liver cirrhosis, 
hepatocellular carcinoma and liver 
transplantation in developing countries 
[1]. The World Health Organization 
(WHO) has estimated a 3% worldwide 
prevalence of the virus affecting more 
than 170 million people worldwide [2].

A clear geographical distribution of 
the virus exists due to many factors. The 
Middle East region is the geographical 
area traditionally consisting of south-
west Asia and parts of North Africa. This 
area shows a heterogeneous distribution 
of HCV with at least 23 million people 
estimated to have HCV infection in 
the countries of the Eastern Mediter-
ranean Region  of WHO  [3]. This  is 
close to the number of infected people 
in the Americas and Europe combined. 
The average overall prevalence in most 
countries of the Region ranges from 
1% to 2% with  the exception of Egypt 
which is considered to have the highest 
prevalence worldwide with an estimat-
ed 14.7% of the total population sero-
positive for HCV [4,5]. The epidemic 
of HCV in Egypt is always explained by 
the previous long use of parenteral anti-
schistosomal treatment campaigns for 
more than 30 years; this could explain in 
the higher rates in the age group 40–60 
years in comparison with younger age 
categories [6]. No published data are 
available about the prevalence and risk 
factors of HCV transmission in some 
countries of the Region.

HCV has six major genotypes 
and the genetic diversity of HCV has 
been clearly linked to the geographic 

distribution of the virus in different 
populations, as well as in specific risk 
groups. Genotype is of clinical impor-
tance because of the impact it may have 
on the response to the current standard 
therapy for HCV, combined pegylated 
interferon and ribavirin. Genotype is 
also considered to be an important epi-
demiological marker as it may help trace 
the sources of infection and elucidate 
the possible modes of transmission [7]. 
The genotypes of HCV in Middle East 
countries take two main distribution 
patterns; the first is limited mostly to 
the Arab countries (except Jordan) 
with genotype 4 being predominant. 
The other pattern which exists in non-
Arab countries (Islamic Republic of 
Iran, Israel and Turkey) is characterized 
by the dominance of genotype 1 [8]. 
Although varying prevalence rates of 
genotype 4 have been reported in the 
Arab countries, it is noteworthy that 
genotype 4  is quasi-exclusive (93%)  in 
Egypt [9]. Jordan, the Arab country that 
is the exception to this rule, shows a het-
erogeneous distribution of genotypes 
with 1a  the dominant  subtype (40%), 
followed by 1b (33.3%) and genotype 
4  (26.6%)  [10]. A  clear  indication of 
the existence of the 2 patterns of geno-
types in Middle East countries came 
from a study conducted to investigate 
genotypes of HCV in the Gaza Strip 
and southern Israel. The most common 
genotypes found were type 1b (62%) in 
southern Israel and type 4 (78%) in the 
Gaza Strip, which is the same dominant 
genotype in Egypt [11]. Both preva-
lent genotypes in the region (4 and 1) 
were considered the genotypes most 
difficult to treat in terms of response 

to the standard therapy. Since the de-
velopment of new antiviral drugs and 
the approval of these drugs for manag-
ing genotype 1, response to treatment 
has improved for this genotype, leaving 
genotype 4 the most resistant type to 
treat [12].

The most challenging obstacles to 
managing HCV are the continuous 
transmission of infection due to lack 
of effective infection control measures 
and prevention programmes as well as 
the high cost of treatment. The finan-
cial burden of treatment in the Region 
is problematic in view of the limited 
resources of many of the countries. The 
expected directly acting antiviral drugs 
could add more to this in the near fu-
ture. An example of a relatively inte-
grated programme for managing HCV 
came from Egypt. In 2006, the Egyptian 
authorities launched the national con-
trol strategy for managing viral hepatitis. 
The programme aimed to improve 
access to HCV treatment through a 
specialized network of viral hepatitis 
treatment centres covering the entire 
country and providing antiviral treat-
ment at very affordable prices to people 
in need. Despite success in improving 
access to treatment and delivery of treat-
ment  to almost 200 000 people  in  the 
past few years, more programmes for 
preventing transmission and optimizing 
the treatment strategies provided are 
needed [13].

HCV remains a considerable chal-
lenge in the Middle East region impos-
ing both a health and a financial burden 
and more efforts are required to high-
light the problem and augment both 
prevention and treatment programmes.
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