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Overview
Hispanics/Latinos are the fastest-

growing minority population in the 

US and accounted for more than half 

of the total US population growth 

between 2000 and 2010. [1]  This is 

especially seen in the Deep South 

where, for example, the 

Hispanic/Latino population in South 

Carolina has increased by 148% in 

the past decade, [2] and where there 

are disparate contexts for US versus 

foreign-born Hispanics, in terms of 

access to healthcare.
 
Hispanics/Latinos are disproportion-

ately a�ected by HIV/AIDS.  While 

representing 16% of the US popula-

tion, they account for 20% of new 

HIV infections. [3] More than 4 in 10 

Hispanics/Latinos (42%) are consid-

ered “late testers,” meaning that an 

AIDS diagnosis is giving within in 

one year of testing HIV positive. [4]  

By this time, one has progressed in 

the course of the infection and may 

be too late to fully bene�t from 

life-saving treatments. 
 
In 2010, the National HIV/AIDS 

strategy took a great step forward in 

recommending integrated and 

coordinated care as an approach to 

maximize healthcare workforce and 

meet the complex needs of the 

community impacted by HIV/AIDS. 

[5] One common co-occurring 

disease is hepatitis.  Because hepati-

tis is most often caused by one of 

several viruses, it is often referred to 

as viral hepatitis. In the United States, 

the most common types of viral 

hepatitis are Hepatitis A, Hepatitis B 

and Hepatitis C. It is estimated that 

over 4 million Americans are living 

with chronic Hepatitis B or chronic 

Hepatitis C in the United States, [6] 

yet between 65% and 75% do not 

know they are infected. [7] Thusly, 

HCV is often considered a silent killer. 

Hispanics/Latinos have a higher 

prevalence of HCV, more rapid 

�brosis progression than non-Latino 

whites, and a mortality rate of nearly 

twice that of non-Latino whites. [8] 

HCV a�ects Latino patients di�er-

ently than non-Latino patients.  

Furthermore, being Latino is associ-

ated with non-treatment. [9] 
 
Co-infection with HIV and HCV has 

emerged as a growing global public 

health concern. Co-infection is often 

overshadowed by the gravity of HIV 

infection, but with signi�cant 

impacts when compared to HIV 

infection alone.  In the United States, 

recent estimates suggest that 

approximately 250,000 persons are 

co-infected with HIV and HCV.[10] 

Recent research suggests an 

estimated 25% to 40% of 

HIV-infected patients are now also 

infected with HCV, [11] and in 

certain high-risk groups such as 

This Brie�ng summarizes the current state 

of HIV and hepatitis co-infection, with a 

special focus on the Hispanic/Latino commu-

nity in the United States and Territories.  

Recommendations are provided from a 

systems perspective.
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injection drug users, the prevalence 

of co-infection is as high as 75% to 

90%. [12] HIV/HCV-co-infected 

patients tend to be older, are more 

likely to be men, and are more likely 

to be Black or Hispanic. [13]
  
One of the main barriers to 

adequately developing programs, 

evaluating services and allocating 

appropriate funding is the lack of a 

national chronic hepatitis surveil-

lance system. [14]  As of 2010, CDC 

funded 5 states (CO, CT, MN, NM, and 

NY) and 2 cities (New York City and 

San Francisco) for enhanced hepati-

tis surveillance, which includes the 

systematic and demographic 

information needed for successful 

public health strategies. [15]  Wide 

variations in how states, territories 

and jurisdictions do surveillance for 

HCV prohibits a clear understanding 

of the disease burden across the 

nation and therefore fuels the 

epidemic.

Clinical Outcomes
Although often asymptomatic for 

decades, persons with HCV can 

ultimately develop chronic liver 

disease, which can lead to �brosis, 

cirrhosis, cancer and death. In 

patients infected only with HCV, the 

time between infection and develop-

ment of �brosis averages 20 years, 

whereas in patients who are 

co-infected, it may develop as early 

as 5 to 10 years. [16] In a study with 

HIV positive veterans, researchers 

found that they had about twice the 

risk of having a stroke as their HIV 

negative counterparts, and being 

co-infected with HCV further 

elevated the risk. [17] Lastly, atten-

tion needs to be placed on how 

co-infected individuals are more 

likely than HIV positive people 

without HCV to develop opportunis-

tic bacterial and fungal infections 

and other AIDS-de�ning illnesses. 

[18]
 

Treatment
A majority of HIV positive individuals 

with HCV are not treated for hepatitis 

C for a variety of reasons ranging 

from patient choice to provider 

concerns about adherence, active 

substance use, or mental illness.[19] 

Several recent studies have found 

less than one third of US HIV 

co-infected patients are deemed 

eligible for HCV treatment, and fewer 

than 10% actually receive treatment. 

[20] Co-infection can complicate 

treatment for both HIV and HCV. 

People with liver damage due to 

chronic hepatitis are more likely to 

experience liver toxicity related to 

anti-HIV drugs. In addition, drugs 

used to treat HIV and hepatitis can 

interact and side e�ects may be 

exacerbated, which likely contribute 

to treatment dropout rates as high as 

40%-50%. [21] A general fear and 

apprehension regarding side e�ects 

and their impact on quality of life 

and functioning are common among 

patients considering treatment. [22]  
 
In terms of health disparities, signi�-

cantly lower treatment response 

rates have been observed in blacks 

than in whites, Latinos, or Asian-

Americans. [23] Recent research has 

shown that standard hepatitis C 

treatment is not as e�ective among 

Latinos compared to non-Latino 

whites, likely due to unknown 

biological di�erences. [24]  The 

author of the study noted that 

because blacks and Hispanics 

traditionally have been underrepre-

sented in clinical trials, it is di�cult to 

know which drugs combinations 

would be most e�ective. [25]
 
One of the major issues in treating 

people living with HIV/HCV 

co-infection is lack of proper 

treatment guidelines. In the absence 

of treatment guidelines, the need for 

provider and patient education is 

even greater. HIV/HCV co-infected 

people do not always receive care 

from a specialist in liver disease and 

some are left to coordinate their care 

between di�erent providers. 

Although clinicians, in general, agree 

about what factors indicate a need 

for hepatitis C treatment, they may 

disagree in terms of treatment proto-

cols. [26]
 
As mentioned above, 25-40% of 

HIV-infected persons are also 

infected with HCV. Currently, less 

than 1 out of 5 people living with HIV 

have private insurance coverage. 

[27] Medicaid, Medicare and the 

Ryan White Program cover the 

majority of people living with HIV.  As 

of 2011, 9 of the 52 AIDS Drug Assis-

tance Programs (a part of the Ryan 

White Program) covered hepatitis C 

diagnostics and 28 covered at least 1 

hepatitis C medication. [28]

Stigma
Both HIV and hepatitis C are stigma-

tized illnesses, arising from the 

potentially life-threatening nature of 

the infections and their association 

with lifestyles that are often 

perceived as “deviant.” In the Latino 

Commission on AIDS research on HIV 

services in Puerto Rico,[29] one 

major barrier to expanding hepatitis 

testing is the high level of stigma 

around hepatitis and the belief that 

those with hepatitis are “druggies” 

and deserving of their state of 

disease infection. Seeking hepatitis 

services in such a highly stigmatized 

environment is a major challenge to 

addressing the hepatitis epidemic.
 

Recommendations
 
1.      The National HIV/AIDS Strat-

egy should be implemented in a 

way that supports the communi-

ties from most impacted by the 

epidemic. We strongly recommend 

that implementation is culturally 

relevant to the diverse needs of 

Hispanics/Latinos in the 50 states, 

Washington, D.C., Puerto Rico and 

the Virgin Islands.  While culturally 

united in many ways, 

Hispanics/Latinos who were born in 

the US interact with the healthcare 

system di�erently than those born 

outside the country.  As the US 

redesigns parts of its healthcare 

system and infrastructure, we 

strongly recommend collecting 

consumer information on place of 

birth in order to understand and 

develop customized prevention and 

intervention e�orts that are relevant 

to the lives of all residents. 
 

2.      The United States must have a 

national chronic hepatitis surveil-

lance system in order to e�ectively 

prevent and treat in a cost e�cient 

manner.  While some states and 

territories collect surveillance and 

epidemiological information, it is not 

done in a uniform matter and 

prevents our nation from appropri-

ately targeting resources to the areas 

and populations that are most 

a�ected. An Institute of Medicine[30] 

report provides thorough recom-

mendations on how to develop this 

system, and should be uniform 

throughout all states and territories.
 
3.      More intensive e�orts are 

needed to identify and test 

persons at risk for HCV infection. 

Since the large majority of persons 

infected do not know their disease 

status, testing for hepatitis is 

crucial. In order to facilitate testing, 

attention must be given to increas-

ing access to primary and specialty 

care.
 
4.      Federal programs, including 

Ryan White, Medicaid and Medi-

care, should guarantee coverage 

of viral hepatitis testing and at 

least one medication to treat in all 

states and territories.  It is entirely 

unjust that life-saving screening and 

treatment is based on one’s state of 

residence.
 
5.      Stigma reduction strategies 

and community-level education 

should be implemented and 

focused on reducing health 

disparities.  Stigma against drug 

users and the Lesbian, Gay, Bisexual, 

Transgender, Queer/Questioning 

(LGBTQ) community by the health-

care system is particularly harmful 

and should be addressed immedi-

ately. To complement this approach, 

there is the need for better educa-

tion about HCV sexual transmission 

and intensi�ed prevention e�orts for 

men who have sex with men. In 

particular, reducing stigma 

surrounding hepatitis C amongst gay 

men along with ensuring that 

HIV-positive men receive targeted 

information about HCV.
 
6.      There is a major need to invest in 

innovative research for novel 

treatments, as treatment still seems 

quite disjointed and stressful 

psychologically and physically.

-

gies and guidelines for the manage-

ment of co-infection should to be 

undertaken, along with protocols to 

address the psychiatric management 

of HIV/HCV co-infected patients 

Concluding Thoughts
The challenge going forward is to place 

the individual, the patient, and the 

community at the center of our actions.  

Non-treatment is associated with 

increased age, ethnicity, drug use and 

psychiatric illness. Delaying HCV 

treatment may ease patient anxiety in 

the short-term, but the longer a patient 

waits, the lower the odds of treatment 

being successful will be. Projections of 

HCV-related morbidity and mortality in 

co-infected individuals forecast a signi�-

cant increase in health care costs, illness, 

and loss of life over the next few decades. 

As communities of color often depend 

on federal and state programs, strategies 

to address HIV, HCV and co-infection 

must be tailored at the state and territory 

level, with special attention paid to 

Medicaid.  The time to step up action to 

address gaps in research, prevention 

programming, treatment, and policy is 

now.
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beginning HCV treatment. 

Latinos react di�erently to treatment 

and progress more rapidly towards 

cirrhosis is needed. 

programs for promoting patient 

readiness for treatment are critical to 

ensuring that more patients receive 

treatment, either earlier in the 

disease or later, given the high 

mortality associated with liver 

disease among HIV/HCV co-infected 

patients.

longitudinal studies with diverse 

participants will be essential to 

understanding how HCV and HIV 

interact and progress, and how they 

can be treated.  Studies must be 

large enough and long enough to 

measure and account for variations 

in treatment, as well as other cofac-

tors such as access to health care, 

drug use, sexual orientation, ethnic-

ity, and gender.
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beginning HCV treatment. 

Latinos react di�erently to treatment 

and progress more rapidly towards 

cirrhosis is needed. 

programs for promoting patient 

readiness for treatment are critical to 

ensuring that more patients receive 

treatment, either earlier in the 

disease or later, given the high 

mortality associated with liver 

disease among HIV/HCV co-infected 

patients.

longitudinal studies with diverse 

participants will be essential to 

understanding how HCV and HIV 

interact and progress, and how they 

can be treated.  Studies must be 

large enough and long enough to 

measure and account for variations 

in treatment, as well as other cofac-

tors such as access to health care, 

drug use, sexual orientation, ethnic-

ity, and gender.
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Overview
Hispanics/Latinos are the fastest-

growing minority population in the 

US and accounted for more than half 

of the total US population growth 

between 2000 and 2010. [1]  This is 

especially seen in the Deep South 

where, for example, the 

Hispanic/Latino population in South 

Carolina has increased by 148% in 

the past decade, [2] and where there 

are disparate contexts for US versus 

foreign-born Hispanics, in terms of 

access to healthcare.
 
Hispanics/Latinos are disproportion-

ately a�ected by HIV/AIDS.  While 

representing 16% of the US popula-

tion, they account for 20% of new 

HIV infections. [3] More than 4 in 10 

Hispanics/Latinos (42%) are consid-

ered “late testers,” meaning that an 

AIDS diagnosis is giving within in 

one year of testing HIV positive. [4]  

By this time, one has progressed in 

the course of the infection and may 

be too late to fully bene�t from 

life-saving treatments. 
 
In 2010, the National HIV/AIDS 

strategy took a great step forward in 

recommending integrated and 

coordinated care as an approach to 

maximize healthcare workforce and 

meet the complex needs of the 

community impacted by HIV/AIDS. 

[5] One common co-occurring 

disease is hepatitis.  Because hepati-

tis is most often caused by one of 

several viruses, it is often referred to 

as viral hepatitis. In the United States, 

the most common types of viral 

hepatitis are Hepatitis A, Hepatitis B 

and Hepatitis C. It is estimated that 

over 4 million Americans are living 

with chronic Hepatitis B or chronic 

Hepatitis C in the United States, [6] 

yet between 65% and 75% do not 

know they are infected. [7] Thusly, 

HCV is often considered a silent killer. 

Hispanics/Latinos have a higher 

prevalence of HCV, more rapid 

�brosis progression than non-Latino 

whites, and a mortality rate of nearly 

twice that of non-Latino whites. [8] 

HCV a�ects Latino patients di�er-

ently than non-Latino patients.  

Furthermore, being Latino is associ-

ated with non-treatment. [9] 
 
Co-infection with HIV and HCV has 

emerged as a growing global public 

health concern. Co-infection is often 

overshadowed by the gravity of HIV 

infection, but with signi�cant 

impacts when compared to HIV 

infection alone.  In the United States, 

recent estimates suggest that 

approximately 250,000 persons are 

co-infected with HIV and HCV.[10] 

Recent research suggests an 

estimated 25% to 40% of 

HIV-infected patients are now also 

infected with HCV, [11] and in 

certain high-risk groups such as 

This Brie�ng summarizes the current state 

of HIV and hepatitis co-infection, with a 

special focus on the Hispanic/Latino commu-

nity in the United States and Territories.  

Recommendations are provided from a 

systems perspective.
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