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HEP C PACT, PRIORITY COUNTRIES:
To help foster an enabling environment for improved

availability of HCV diagnostics and treatments in LMICs

 Developing awareness among decision-makers of HCV “ - ¥
and the opportunity for elimination R {é L
* Designing sustainable financing mechanisms for HCV ‘ X . .
scale-up in LMICs L W RS
o (I o
e Supporting simplified HCV diagnostic tools and strategies B Contescnros

* Supporting improved access to all simple and affordable
DAA treatments in high-burden LMICs
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Hepatitis C in Cambodia




The burden of hepatitis C is especially high in Cambodia

Hepatitis C is highly prevalent in Cambodia, resulting in a heavy health burden and high mortality

Cambodia overview HCYV is one of the main causes of cancer in Cambodia

L] , Liver cancer is Lhe_ most frequently reported
cancer in Cambodia
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Prevalence Chronic Prevalence rate  Annual new Annual most frequent cancer among women in
rate cases among 45y+ infections deaths Cambodia
1.3%-29% ~ 200k 6% ~4,000 ~3,000 e HCV is the main risk factor in 43% of the

cases of liver cancer/HCC

*
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HCV in Cambodia: Risk factors creating huge burden

OFEN - Molecular epidemiology of
hepatitis C virus in Cambodia

Risk factors for infection, n (%) =5 dg 2@917 ——
[nvasive medical procedures 2,021/3,124 (64.7%) e
Blood transfusion 307/3,107 (9.9%)

Partner with HCV 461/2,367 (19.5%)

Healthcare worker 220/3,119 (7.1%)

[mprisonment 40/3,108 (1.3%)

FEW, MSM, or TG 27/3,119 (0.9%)

History of drug use 18/3,120 (0.6%)

The prevalence of HCV ranges between 2.8% and 14.7% in rural areas depending on study sites and between

5.5% and 10.4% among people with HIV in hospital-based programs in Phnom Penh DNDi



HCV 15 one of the leading infectious disease threats 1n

Cambodia
Disease Prevalence Annual deaths
HCV ~2% 2,976
HBV 3% 2,446
HIV /AIDS 0.5% 1,296
TB 0.82% 3,240
Malaria 1.29% 345
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Hepatitis B & C Situation

Globally




HEPATITIS C is a Silent
Epidemic
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3;} Hepatitis C is a ‘silent epidemic’

LARGELY

ASYMPTOMATIC
~300,000 deaths due to
hepatitis C each year HIGH LITTLE
PRICES VISIBILITY
The ‘silent |
« About 70% of people infected develop chronic epidemic’ ! |

disease

* 15%-30% of people with chronic hepatitis C

develop liver cirrhosis within 20 years LOW DEMAND LITTLE PROACTIVE

«  75% of people with hepatitis C live in low- and SCREENING

middle-income countries




Viral hepatitis has become one of the leading causes of deaths and
disability across the globe

2016 study shows that viral hepatitis (A, B, C, D, E) deaths
increased by 63% in 23 years (1990-2013)

Killing at least as many people annually as:

JABERN TR NRANNE. EERRTY oo o RARSE
M‘owoww 11' ol'e S I"‘ 'M'-'ﬂ'-w-'n ﬂ'-'ﬂ'-'ﬂ'-’ﬂ' m‘ l"l ©

The global burden of viral hepatitis from 1990 to 2013: findings from the Global Burden of Disease Study 2013.
The Lancet, July 2016 DOI: 10.1016/S0140-6736(16)30579-7 DNDI



Hepatitis B and C
new infections and
mortality by WHO
region, 2019

GLOBAL

Hepatitis B

New Infection: 1 500 000
[1 100 000-2 600 000]
Deaths: 820 000

[450 000-950 000
Hepatitis C

Mew Infection: 1 500 000
[1 200 000-1 800 000]
Deaths: 290 000

[230 000-580 000)

WHO REGIONS
 African Region
I Region of the Americas
BB South-East Asia Region
I European Region
W Eastern Mediterranean Region
I Western Pacific Region
Not applicable

REGION OF THE AMERICAS

Hepatitis B Hepatitis B

MNew infections: 10 000

[5 100-26 000] [9 400-38 000]
Deaths: 15 000 Deaths: 43 000
[8 500-23 000] [34 000-51 000]
Hepatitis C Hepatitis C

Mew infections: 67 000

[63 000-73 000]

Deaths: 31 000
[19 000-84 000]

EUROPEAN REGION

New infections: 19 000

New infections: 200 000
[240 000-320 000]
Deaths: 64 000

[39 D00-72 000]

WESTERN PACIFIC REGION

Hepatitis B

New infections: 140 000
[96 000-210 000]
Deaths: 470 000

[200 000-490 000]

Hepatitis C

New infections: 230 000
[220 000-260 000]
Deaths: 77 000

[77 D0O-140 000]

EASTERN

MEDITERRANEAN SOUTH-EAST ASIA
AFRICAN REGION REGION REGION
Hepatitis B Hepatitis B Hepatitis B

Mew infections: QG0 000
[660 000=-1 600 000]
Deaths: 80 000

[47 000-110 000]
Hepatitis C

MNew infections: 210 000
[150 000-370 000]
Deaths: £5 000

[23 000-72 000)

New infections: 100 000
[79 000-140 000]
Deaths: 13 000

[26 000-60 000]
Hepatitis C

Mew infections: 470 000
[240 000-520 000]
Deaths: 21 000

[31 00D-74 000)

New infections: 260 000
[180 000-590 000]
Deaths: 180 000

[140 000-300 000]

Hepatitis C

New infections: 230 000
[200 000-430 000]
Deaths: 38 000

[37 000-130 000]

Vsl gyt
o HTV, viral byl

el nenally rararnitied
imberiiorn, 3

&Y World Health
¥ Organization

The designations employed and the presentation of the material in this publication do not imply the expression of any opinion whatsoever on the part of WHO concerning the legal status of any country, territory,
city or area or of its authorities, or concerning the delimitation of its frontiers or boundaries. Dotted and dashed lines on maps represent approximate border lines for which there may not yet be full agreement.



Burden of chronic hepatitis C viraemic infection by WHO Region, 2019
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Burden of chronic hepatitis B infection (HBsAg positivity) by WHO Region, 2019

GLOEAL
296 million
|228 milian-423 million]

WHD REGEINS
. Afrecen Begion
RGO T ATerica s
N South-East Asia Reglon

N [oropean Regon

e Eastinsy Wi Barradvean Mo on
I Western Pacilie Begkon

bt applacable

REGION OF THE AMERICAS

& milllon
|3 miipn=12 milion]

EURIFEAN REGION
14 malion
110 erelispn=22 midinn]

AFRICAN REGION

82 million
[62 miten-115 mdlon]

EASTERN
WEDTERRANEAN
REGION

18 o

[14 rrallaen-24 ralian]

4% World Health
Organization

WESTERM PAGFIE REGION

116 million
[ milmn=142 madn]

SOUTHEAST LA514
REGION

B mhion

[45 mllon=121 mlh:np

Tha detipnations amgloyad and the prasantation af tha mabenal n ihis putbeation do pal Mgy the aapieision of any ooin whalioowr on tha pat of YWHO concarming 16 legal stetus of oy couniry, teizory,
Cly of anda of of kS uthotias. oF Cancaming the dalmitation of B4 hontkrs of Boundanes, Dotted and dashed Inas on maps rpesant dpamoomats Border Bnds S0 which thame mdy not yat B LI agracment



=4

World Health
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Only 21% of estimated 58 million people with @)
chronic HCV infection were diagnosed in 2019 with
variation by regions

t

HEPATITISC

40%
35%
30%
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15%
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15%

0%

5%

0%

Global African Region South-East European Eastern Western Pacific
Region of the Americas Asia Region Region Mediterranean Region

Region
M Percentage of hepatitis C infected persons diagnosed to end 2019 |

- Percentage of hepatitis C infected persons treated to end 2019

Source: Global progress report on HIV, viral hepatitis and sexually transmitted infections, 2021



The objective: elimination by 2030 The opportunity: elimination is achievable

In contrast to many other infectious diseases, Hepatitis C
E can be completely cured with low-cost screening and direct
®  acting antivirals (DAAs) in just 12-weeks

s E WHO Global Objective:
S Eliminate hepatitis by

World Health

ﬂtgranizgfiun 2030

« Reduce incident of viral hepatitis
infections by 90%

« Decrease deaths due to viral
hepatitis by 65%

» Diagnose 90% of chronic HCV
infections

« Treat 80% of eligible persons

DNDi



Hepatitis C Model of Care:

Simplification & Integration




HCV Patient Flow Management (Pre-Simplification)

Visit 1 Visit 2 Visit 3 Visit 4
HCV Ab Blood taking Result given, referral Take appointment @ See doctor, next plan
@ clinic letter to hosp @clinic hospital @hospital

Visit 8 VISIt7 Visit 6 Visit 5
Fibroscan, Genotype
blood taking

@hospital

Review result
@hospital

See doctor Baseline blood taking
@hospital @hospital

Visit 9 et el Visit 11 Visit 12

OINE RO [PeS: Month 3 post tx f/up SVR 12 f/up

Strt treatment treatment f/up

DNDi



Simplified HCV Service Delivery (1)
(@) Yors ot

UPDATED RECOMMENDATIONS ON
TREATMENT OF ADOLESCENTS AND
CHILDREN WITH CHRONIC HCV INFECTION,

| Decentralization:' J{e recommend delivery of HCV testing and Mew ::g gf;;il[:qsl;lf::?m SERVICE DELIVERY
treatment at peripheral health or community-based facilities, and

ideally at the same site, to increase access to diagnosis, care and
treatment. These facilities may include primary care, harm reduction
sites, prisons and HIV/ART clinics as well as community-based
organizations and outreach services.

(strong recommendation; certainty of evidence:* moderate (people who
inject drugs, prisoners); low (general population, people living with HIV)

Simplified service delivery




Simplified HCV Service Delivery (2)
(@) fors ey

UPDATED RECOMMENDATIONS ON
TREATMENT OF ADOLESCENTS AND

Integratinn:r We recommend integration of HCV testing and Mew CHILDREN WITH CHRONIC HCV INFECTION,

treatment with existing care services at peripheral health facilities. AND HCV SIMPLIFIED SERVICE DELIVERY
These services may include primary care, harm reduction (needle AND DIAGNOSTICS

and syringe programme {NSP)/opioid agonist maintenance therapy
(OAMT) sites), prisons and HIV/ART services.

(strong recommendation; certainty of evidence: moderate (people who
inject drugs, prisoners); low (general population, peopie living with HIV))

Task sharinﬁ We recommend delivery of HCV testing, care and MNew

treatment by trained non-specialist doctors and nurses to expand
access to diagnosis, care and treatment.
(strong recommendation; moderate certainty of evidence)




RATIONALE for Recommendations on

Decentralization,
Integration and Task-sharing

Evidence review

142 studies from 33 countries (14%) LMICs) compared full
decentralization/integration vs. partial decentralization or none, and
task-sharing to non-specialists.

Increased uptake of HCV viral load testing, linkage to care and
freatment among people who inject drugs and prisoners for full
decentralization/integration.

Comparable SVR12 cure rates between specialists and non-specialists
across all populations and in all settings

https://www.who.int/publications/i/item/9789240052697

Decentralisation, integration, and task-shifting in
hepatitis C virus infection testing and treatment: a global
systematic review and meta-analysis
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Cambodia: A Gift to the World on HCV Care Model

z;{.'}g‘;s World Health
i * Organization

UPDATED RECOMMENDATIONS ON
TREATMENT OF ADOLESCENTS AND
CHILDREN WITH CHRONIC HCV INFECTION,
AND HCV SIMPLIFIED SERVICE DELIVERY
AND DIAGNOSTICS

BOX 6.1 Case study: CAMBODIA — Médecins Sans Frontieres (MSF) — simplified
model of decentralized HCV care in a rural health operational district in Battambang
province, Cambodia (169-171)

In LMICs, increasing overall access to HCV care remains an ongoing issue, particularly for
populations outside of urban centres. MSF implemented a simplified model of decentralized
HCV care in arural health operational district in Battambang province, Cambodia.

Model of care

The pilot project was implemented from June 2020 among the adult residents (=18 years
of age) of two operational districts (ODs) in Battambang province with 27 participating rural
health centres. Voluntary HCV antibody screening was undertaken through both active case
finding (testing people in villages) and passive case finding (patients presenting to rural
health centres). Serology testing was done with an RDT (SD Bioline®). If HCV-Ab serology
positive, testing for HIV via rapid test, blood glucose, and blood pressure were also offered.
Blood draw for HCV viral load (HCV-VL) test was done weekly at each health centre due to
cold chain considerations for HCV viral load testing at the district referral hospital lab, using
GeneXpert — a near POC molecular technology. Health center staff (primarily nurses) were
trained in and assessed for competency to identify signs of decompensated liver cirrhosis
and provided two-day training in the nurse-led initiation model. To expedite DAA initiation
for HCV viraemic patients, pre-treatment assessment was performed by nurses. Viraemic
patients who did not have additional complications received all HCV care follow-up with




HCV Patient Flow Management (Pre-Simplification)

Visit 1 Visit 2 Visit 3 Visit 4
HCV Ab Blood taking Result given, referral Take appointment @ See doctor, next plan
@ clinic letter to hosp @clinic hospital @hospital

Visit 8 VISIt7 Visit 6 Visit 5
Fibroscan, Genotype
blood taking

@hospital

Review result
@hospital

See doctor Baseline blood taking
@hospital @hospital

Visit 9 Clith el Visit 11 Visit 12

OINE RO [PeS: Month 3 post tx f/up SVR 12 f/up

Strt treatment treatment f/up
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Fig. 2. Screening, testing, treatment and outcomes, nurse-led hepatitis C care pilot project, Cambodia, 2020

Visit 1

10 960 individuals screened

v

920 tested positive for HCV antibodies

17 did not attend blood sampling appointment for

HCV viral load testing: -
= 2 HIV-positive;

A

= 8 lost to follow-up; and
- 7 other reasons

903 zttended blood sampling appointment for
HCW viral load testing

- 10 040 tested negative for HOV antibodies

Visit 2

Y

14 not initiated onto treatment:

547 had HCV viraemia

+ 5 died; -

- 356 did not have HCY viraemia

» i lost to follow-up;

'

« 1 medical decision; and
« 2 other reasons

329 initiated onto treatment at a health centre

329 completed treatment

14 did not attend appointment for post-treatment |

HCV testing:

Y

= 2 died; and
= 12 lost to follow-up

315 attended appointment for post-treatment
HCV testing

# | 204initiated onto treztment at a referral hospital

’ MEDECINS SANS FRONTIERES
DOCTORS WITHOUT BORDERS

IREiearth

Nurse-led initiation of hepatitis C care in rural Cambodia

Daniel O'Keefe? Keo Samley,* Vioeurng Bunreth,= Tonia Marquardt ® Serge Eric Bobi* Kien Antharo,?

Chanroeun San Kim,* Hem Sothy,* Thoang Sokha;? Chor Samnang,® Yan Sekchea,” Farah Hossain * Suna Balkan®
Mickael Le Paih* & Jean-Philippe Dousset*

Objective To determine whether a nurse-led model of care for patients with hepatitis C wirus (HCV) infections can provide safe and effective
diagnosisand treatmentin a resource- poor setting in ural Cambodia

Methods The nurse-led iniiation piot project ‘Médecins Sans fron with the Cambodian heaith
minish ambang 1 Juneand 30 September 2020 7

re trained toi sated liver cirthosisand toprovide HCV treatment. Patients without decompensated cihsisor
anothes comobidity were initiated at health centres onto combined treatment with sofosbuir, 00 mg/day, and daciatasrir, 60 mg/day,
orally for 12 weels. i assessed during follow-up
Finaings Of 10960 indivicusks screencd, 547 had HCV vimemia (L2, viralload = 1000 /mLJ. Of the 547, 329 were eigibie for treatment
initiation at health centres through the pilot prcject. All 320 { veatment and i e interval: 01-06)
achieved a sustained virological response 17 weeks post-treatment. Depending on patient subgroups, this response varied fiom B9% o
100%, Or both were d a5 unrelated to treatment

Condluston The safety and effectiveness of ditect-acting antiviral medication has previously been demenstrated. Models of HOV care now
need to enable greater access for patients. The nurse-led iniation pilot project provides a model for use in other fesource-poar settings
to scale up national programmes.

Nsteacisin Ly 1, 3, Frangais, Pycexni and Espadiel tthe endof each artle.

Visit 3

Visit 4

v

310 achieved a sustzined virological response

HCV: hepatitis C virus; HIV: human immuncdeficiency virus.

Notes: Only patients without signs of decompensated liver cirthosis or another comorbidity initiated treatment at a health centre; others were referred to hospital.

- 5 treatment failures

Patients initiated onto treatment at a health centre were prescribed combined sofosbuvir, 400 mg/day, and daclatasvir, 60 mg/day, orally daily for 12 weeks.
Hepatitis C virus (HCV) viraernia was defined as an HCV viral load = 1000 IU/mlL and a sustained virological response was defined as an HCV viral load < 1000 LY

mL 12 weeks post-treatment.

Introduction

Given the demonstrated safety and effectiveness of current,
d&

For Cambodia, there are no robust estimates af the
prevalence of HCV infection, which historically was mainly
iatrogenic. However, recent geographical and subpopulation

hepatitis € virus (HCV)
infection and the validity of rapid. point-of-care tests,” in-
ternational discussions and investigalions are now focusing
on the best models of care for HCV-infected patients. Several
implementation studies have evaluated simplified models
of HCV care provided in decentralized settings that involve
substantial task-shifting to less-specialized staff (e.g, treatment
initiation and follow-up by nursing stalf).”* Furthermore,
innovations in rapid, peint-of-care testing have enabled
same-day diagnosis and, potentially, same-day treatment
initiation.'*” Importantly, the ability to decentralize HCV
testing and treatment facilitates the implementation of a so-
called one-stop-shap model of HCV care, wherchy diagnosis,

from 2.6% to 14.7%.** Access
to HCV testing and treatment is limited across the country.*
Since 2016, Médecins Sans Frontiéres has implemented HCV
testing and treatment projects in: (i) urban Phnom Penh,
using 3 progressively simplified care model in 2 government
hospital: and (ii) rural areas, involving basic primary health
outposts with non-specialist staff** In 2020, Médecins Sans
Frontiéres expanded on these projects: the nurse-led initia-
tion pilot project wa P

assessment, treatment initiation and follow-up by nursing
stalf in o resource constrained rural selting in Batiambang
Province, Cambodia. The pilot project involved minimal
resources - there were no medical doctors on-site in health

d follow-up are provided at asingl with
specialist referral for patients with cirrhosis
Nurse-led models of HCV treatment have been imple-
mented internationally in a variety of contexts, including
hospital and 8 h

et 2
have been in high-income countries with developed HCV

d liver assess-
ment, and laboratories did not have the capacity to perform
some pre-treatment asscssments, such as deriving aspartate
aminatransferase-to-platelet ratio index scores.

“The aim of this paper was to report the outcomes of the
nurse-led initiation pilot project, including patient retention,




Working with Partners on HCV

- CDC MOH

 WHO Country Office

« CHAI .

. HACC, KHANA é%&ﬂ?ﬁ V@v World Health
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 Hep C PACT (MSF, DNDi, TAG, gy —

FIND)
* We need more partners! H Acc QKHANAQ

Health Action Coordinating Committee UNITED FOR A STRONGER COMMUNITY

hepatitisCPACT P

’ MEDECINS SANS FRONTIERES
Hepatitis C Partnership for Control and Treatment DOCTORS WITHOUT BORDERS
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Fig. 5.1. The service engagement cascade for hepatitis B virus and hepatitis C virus

THE HEPATITIS B VIRUS AND HEPATITIS C VIRUS SERVICE CONTINUUM

Access to
Treatment
—_—

Reached by Diagnosed Treated Virally suppressed
prevention activities (hepatitis B virus) or
(reaching all cured (hepatitis C virus)

priority populations)

T |

ADDITIONAL KEY OUTCOMES:

» Engaged in differentiated and chronic
care as needed
» Achieving good health-related quality of life

Global health sector

strategies on, respectively,
HIV, viral hepatitis and
sexually transmitted
infections for the period
2022-2030

& World Health

Organization




Global Health Sector Strategies on HIV, Viral Hepatitis
and Sexually Transmitted Infections, 2022-2030

Ending Epidemics and strengthening primary health care and health systems

Two overarching
strategic directions

1. Leverage

primary health care,
universal health coverage
and health systems for
impact across the diseases

2. Integrate

HIV, viral hepatitis and sexually
transmitted infection responses
for quality and efficiency

Three disease-specific strategic directions

3. End HIV 4. End viral 5. End STis

hepatitis

Shared priorities across the HIV, viral hepatitis and sexually

transmitted infections strategies:

*  Leverage health systems and integrate disease areas
while maintaining focus on disease-specific challenges

* Tailor responses to diverse populations and settings to
achieve equitable health outcomes

*  (Contribute to advancing primary health care, universal
health coverage, and health system preparedness

* Sustainable Development Goal 3: Ensure healthy lives and promote well-being for all at all ages

« All other Sustainable Development Goals

{%} World Health
» ™. Organization

1."L'-'?""'.‘—'

Equity, quality,
innovation, and
people-centred
and community-
driven approaches
across all strategic
directions
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Key Recommendations for Cambodia

Community and national governments work
together to raise funding for HCV elimination, to
find the missing thousands of people living with
HCV, and to scale up HCV diagnostics

Integration to existing health system &
services (especially HIV, STI, TB, Malaria &
Hepatitis) will need to happen

National hepatitis Erograms should continuously
raise awareness about HCV, subsidize HCV
screening programs to encourage more people
to screen [e.g. Starts with our family campaign]
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Thank you!

hychung@dndi.org

Best Science
for the Most Neglected




* 5 types of hepatitis virus

* Hep B & Hep C most
commonly seen &
generally no symptoms
in early stage of
infection

———
For more information, visit who.int/westernpacific/health-topics/hepatitis Western Pacific Region

»
D N Dl SEEK HEP. SEEK HELP. Get tested today. (&) e e ﬁ?




Summary 2: Hep C has no clear sign of
infection for years
Acute HCV

e ey Summary 3: Treat early to

Resolved] semon 850 Preventworsening ojlthe
15% Cirrhosis Iver

Stable/ Stabil / 15%
80% Hee

assive Liver failure

750/0 250/0 / Kanser hati &

Kegagalan hati

Reference : Nancy Reau. ID Weeh 2015
HCC = hepatocellular carcinoma



Normal Liver 20-25 years 25-30 years

Chronic
Hepatitis

HCV Infection

Fibrosis

(Scar at liver cell)

Liver harden

, ; Liver Cancer
Summary 4: Damage to the liver is - End-Stage Liver
preventable Disease




Stages of Liver Attacked by Hepatitis C Virus

o o

PROGRESSION OF LIVER DAMAGE

HEALTHY LIVER FIBROTIC LIVER CIRRHOTIC LIVE LIVER CANCER

A healthy liver is able to perform  Continuous inflammation of the ~ Extensive scarring can block Hepatitis C is a leading cause of

' ‘ i i its normal functions effectively,  liver caused itis C the fiow of blood the Iver - the formation of
Normal Liver Liver Cirrhosis oyt et ok i ol s . o P oo
breaking down harmful drugs of scar tissue within the liver. deteriorate over time - this is
and poisons. called cirrhosis,
Fibrosis Hati Keras Kanser Hati
(Scaring of the End-Stage Liver
Liver cell) Disease

DND;

Drugs for Neglected Diseases initiative



Summary 5: Hep C can be
Treated

Direct-Acting Antiviral (DAA) (vs HAART for HIV)

e Sofosbuvir + Daclatasvir
* Sofosbuvir + Velpatasvir

* 12-weeks or 24-week (3-6 months)
* Depending on liver stages (cirrhotic/non-cirrhotic)
* No serious side effect/well tolerated + FREE*

R 28 Tablets

Daclatasvir and
Sofosbuvir Tablets
60 mg/400mg

Hepcirjat~ Plus’

o -
Ueitosit and Sofosbuvic %% 1
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hepatitisCPACT . -
Hepatitis C Partnership for Control and Treatment TAG ’/%MCWSSANSFRONTIERES FI N D ’>> D N DI

TreamienT ALrkn ﬁl‘ﬂ'l.-:' DOCTORS WITHOUT BORDERS
> Launched in July 2021

HEP C PACT, PRIORITY COUNTRIES:
To help foster an enabling environment for improved

availability of HCV diagnostics and treatments in LMICs

Developing awareness among decision-makers of HCV N - &0 . 8
and the opportunity for elimination -' : o et

, A
* Designing sustainable financing mechanisms for HCV | | . e
scale-up in LMICs (Cambodia & Bangladesh) b WP R
B Dﬁgci.'.;a:'i,resi‘. b .
e Supporting simplified HCV diagnostic tools and strategies B Cortsonras

e Supporting improved access to all simple and affordable
DAA treatments in high-burden LMICs including ravidasvir
+ sofosbuvir

DNDi
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