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Abstract: The prevalence of Hepatitis C virus infection (HCV), a leading cause of chronic
liver disease worldwide, is rising in the United States (US) and other high-income countries,
especially among youth and young adults. This surge in cases is closely associated with the
opioid crisis and intravenous drug use (IVDU). However, its prevalence and impact on the
adolescent population have not been thoroughly studied and therefore is poorly understood.
The pediatric population tends to have milder liver disease and progression when compared
to adults; however, there is a risk of developing liver cirrhosis, in addition to facing
decreased quality of life and stigmatization from the disease. The recent approval of direct-
acting antiviral (DAA) regimens for all HCV genotypes and age greater than 3 years has
revolutionized its management. Therapy has shifted from the prolonged interferon-based
regimens, to shorter duration, once daily oral pills that are highly effective, curative and with
fewer side effects. Therapy is now indicated for all adolescents with hepatitis C virus
infection, regardless of stage of liver disease, recent IVDU, or coinfection with HIV, there-
fore eliminating a lifetime risk of chronic liver disease, cirrhosis and hepatocarcinoma.
Nonetheless, adolescents are rarely tested or treated for hepatitis C infection, and very few
adolescents complete therapy. Implementation of point of care (POC) testing of high-risk
youth at drug treatment centers or other juvenile facilities may be a good strategy to increase
testing, diagnosis and therapy. This review article aims to educate pediatricians and other
primary care providers to help decrease the existing knowledge gap on the subject.
Keywords: HCV, pediatric, IVDU, DAA, opiate

Introduction

Hepatitis C virus (HCV) infection is the third most common cause of chronic liver
disease in adults in the US,' which results in almost 20,000 deaths per year.” Its
estimated direct health care cost was $6.5 to $13.6 billion from 2000 to 2019.°

In divergence to the approval of highly effective, curative direct-acting antiviral
(DAA) regimens by the FDA in the last decade,” the prevalence of new HCV
infections in the United States (US) has continued to rise significantly.” From 2011
to 2018, the estimated acute infections per year have tripled, especially among
youth and young adults.” This surge in cases is closely associated with the opioid
crisis and intravenous drug use (IVDU).>*

In May 2016, the World Health Organization (WHO) posted an advocacy brief
with the goal to eliminate hepatitis C by 2030. However, the burden of the disease
in the pediatric population is still poorly understood.”’ The recent change in the
HCV demographics in the US,>”° highlights the importance in focusing on the
adolescent population in future research in order to reach the WHO’s goal.
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Moreover, educating general practitioners and pediatri-
cians is the first step to augment detection and treatment
of adolescents with HCV infection.

Prevalence

The rate of new HCV infections in the US has been
increasing since 2009,” and its current prevalence is
approximately 1% in adults.'® Very few studies have
been conducted to investigate its prevalence in the pedia-
tric population,; therefore, it is a lot less understood’ and
thought to be vastly underestimated.’

The estimated worldwide pediatric HCV prevalence
varies from 0.13% to 0.7%.'"'? Most of the pediatric
research focuses on high-risk populations: homeless,'"
infected with Human Immunodeficiency Virus (HIV),'
children that live in endemic regions,'' and drug rehabili-
tation centers.'* A recent modelling study that reviewed
worldwide articles published from 2000 to 2019 estimated
the prevalence of HCV in children in 249 countries; 0.06%
was the estimated current prevalence in the US.'' This
value is a lot lower than what was detected in an
American prevalence study conducted with participants
from the Third National Health
Examination Survey, from 1988 to 1994, in which seropo-

and Nutrition

sitivity was 0.2% in children 6 to 11 years of age, and
0.4% from 12 to 19."

The prevalence among children is higher in adoles-
cents, likely given the cumulative exposure to risk factors
over time,'"'® and the older the adolescent, the higher the
HCV prevalence.'® In Florida, where reporting of all HCV
cases is mandatory, about 49% of the reported pediatric
cases from 2000 to 2009 were among teenagers aged 13 to
18.'

The prevalence of HCV and IVDU in adults of
a certain population is associated with the prevalence of
HCV in adolescents.'" Among people who inject drugs
(PWID) the seroprevalence is very high, varying from 10
to 70% in the US and Europe.'’

Seven genotypes of HCV have been described.'®
Worldwide, the two most common are 1 and 31819 1n
the USA, infection with Genotype 1 is estimated to repre-
sent 72.5% of all HCV infections, followed by genotype 2
(10.7%) and 3 (8.9%)."

Routes of Transmission

In the US, the most common routes of transmission of HCV
are IVDU and multiple sex partners.>*° Globally, the most
common cause of HCV infection in children is through

vertical transmission from mother to newborn;> which occurs
in about 5.8% of HCV RNA-positive mothers who are HIV
negative, and 10.8% if there is coinfection with HIV.*!
However, in the last decade, there has been an increase in
incidence of HCV among adolescents and young adults
related to the opioid crisis and IVDU in high-income
countries.” The increase in HCV in women of childbearing
age resulted in an increased proportion of infants born to
HCV-infected mothers in the USA from 2011 to 2014.%
The increase in incidence and prevalence of HCV in
the younger population is a recent shift of its demo-
graphics in the US.>"® A prevalence study from the
Center for Disease Control and Prevention (CDC), con-
ducted with state surveillance reports from Kentucky,
Tennessee, Virginia and West Virginia, showed that
there was a substantial increase in the number of acute
HCV infections in people aged 12 to 29 years of age
from 2006 to 2012; within the cases, at least 78% had
intravenous drug use as a risk factor.® A small single
centered, observational study that screened adolescents
in a drug rehabilitation center demonstrated similar
results: all the detected HCV cases had a history of
IVDU.'" Non-Hispanic whites, residing in non-urban
areas of the USA, comprise most of the young popula-
tion in which the rise in HCV has been reported.®”’
Other less common modes of HCV transmission, but
relevant among high-risk adolescents, are unregulated tat-
too practices and multiple sexual partners, particularly

men who have sex with men (MSM).>>’

Impact
Hepeatitis C is a leading cause of chronic liver disease with
no preventable vaccine.”’ The infection progresses slowly,

over several decades®*?

and, in the pediatric population,
disease progression is even more insidious when compared
to adults.?® Nevertheless, the true disease burden in the
pediatric population remains poorly understood and hard
to measure, given that few studies on long-term follow-up
of children with HCV have been published.”'®

Even though most pediatric cases are mild or asympto-
matic, having chronic HCV can decrease the quality of life
of teens and children.”” These findings were not repro-
duced in a later study, which showed no impairment in
quality of life, cognitive, behavioral, or emotional func-
tioning in children with HCV.*® Yet, HCV is still consid-

ered a stigmatizing condition'’

and patients often feel
discriminated against, both in the health-caresetting and

in their workplace.”’
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Natural History of Hepatitis C Infection
Most HCV infections in the pediatric population are
asymptomatic.>** However, different age groups within
the pediatric population are affected in distinct ways.

Acute liver failure (ALF) secondary to HCV in chil-
dren of any age is extremely uncommon; a cohort study
only identified one HCV infection among 348 children that
developed ALF.*® Infection acquired during infancy is
more likely to resolve spontaneously when compared to
contracting it at an adult age.>' The rate of spontaneous
resolution of the infection during childhood without treat-
ment varies from 9%,>> 11%,24 to 20%.%* However, once
the infection has established, it tends to persist into adult-
hood, which if left untreated, will progress to liver
fibrosis,** or liver failure and cirrhosis.?*?%4

Bortolotti et al suggested 3 patterns of infections: early
clearance of viremia at a young age, asymptomatic viremia
persistence with normal or abnormal alanine aminotrans-
ferase levels, and early progression to cirrhosis in
a minority of patients (1.6%).2* These categories are simi-
lar to the ones previously published by the European
Paediatric Hepatitis C Virus Network.>

Clinical manifestations in children with chronic HCV
infection are very rare. Symptoms are normally nonspeci-
fic and benign.’' Hepatomegaly is the most common man-
ifestation found and, when present, is usually associated
with elevated transaminases.”® Extrahepatic manifesta-
tions, common in adults, are rare in children.’

Remarkably, the liver disease in children has a milder
course than in adults. Out of 44 children included in
a retrospective multicenter study, only 4 had significant
fibrosis after a mean of 8 years of infection; and after an
average of 5 years, about 70% of the children had regres-
sion or no progression of fibrosis.”® A multicenter pro-
spective and retrospective study in Japan demonstrated
similar results: 91% of 147 children naive of treatment
for HCV that underwent biopsy had no fibrosis or mild
fibrosis at a mean age of 8.9 years.*
Even though hepatocellular damage tends to increase

with age,>?>%¢

cirrhosis is extremely uncommon in the
pediatric age group.>*?**? No children with cirrhosis
were identified in the 30-year epidemiologic study in
Japan,>* and only one out of 301 in an observational
study in Russia.>> However, if the infection persists later
into adulthood, serious long-term liver disease has been
described in as much as 33% of patients who were infected

during childhood.>* This retrospective study with 1049

HCV infected patients during childhood in the United
Kingdom estimated that the median time to develop cir-
rhosis was 33 years; 5% of the patients were diagnosed
with hepatocellular carcinoma, and the median age for its
development was found to be 39 years after HCV
infection.**

Genotype 1 seems to have a positive correlation with
progression of fibrosis®® and early progression to
cirrhosis.>* Other risk factor for persistent viremia and

progression to cirrhosis is coinfection with HIV,>*-*¢

34,37

con-
comitant alcohol use, male gender,** obesity and
diabetes.”® Mode of transmission is not a predictive factor

for liver fibrosis progression.”®*%>*

Management Challenges

Compared to HCV in adults, there has been little attention
of HCV in the
population.”*® Even though the identification rate of

paid to management pediatric
HCYV in adults is not optimal, it is higher than the diag-
nosis of the expected HCV cases among children: about
58% compared to 11.7%, respectively.'® One of the pos-
sible reasons behind the low rate of diagnosis is the fact
that until 2017 there was no approved treatment for chil-
dren less than 18 years of age,; therefore, few countries
have established guidelines for systematic testing and
treatment in adolescents.”*

A study performed in Florida demonstrated that only
a small fraction of pediatric HCV cases was identified both
in the state and in the country, and that only about 1.6% of
the children identified were receiving treatment.'®

Similarly, a more recent study that looked at electronic
medical records of individuals aged 13 to 21 years in the
US showed that, among the youth with documented use of
any intravenous substance, only 29.6% were tested for
HCV. Furthermore, very few youths diagnosed with
HCV end up getting treatment (only one out of 41 with
positive viral load); and that most of the youth tested for
HCV had no documented IVDU or other specific indica-
tion for testing.>”

Treating adolescents effectively is particularly hard,
given that the majority of cases are linked to substance
abuse, and therefore there is a high rate of treatment
refusal and underutilization of health care.*® Moreover,
multidisciplinary efforts that support adolescents with sub-
stance abuse are not widely available, when compared to
adults.® Stigmatization in the health-care setting is also
a possible barrier for seeking medical help and effective
treatment.”
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Diagnosis and Testing

Typically, screening for HCV starts with testing for anti-
bodies in the blood. If there are no antibodies, there is no
need for further testing.*' If the antibody is positive, then
an RNA test is indicated to confirm current infection.*'
Suggested diagnostic flow chart in Figure 1.

Antibodies are detected in serum or plasma by third-
generation enzyme immunoassays, which is a highly specific
(>>99), affordable and practical method.** The HCV anti-
bodies can take 15 weeks after exposure and 5 to 6 weeks
after onset of hepatitis to be detectable.** However, HCV
RNA can be positive at only 1 to 2 weeks after exposure;
many weeks before any elevation of the liver enzymes.*

There are approved alternatives to classical serology and
virological tests obtained via venipuncture, like point of care
testing (POC) and dried blood spots.**** Rapid diagnostic tests
(RDTs) have a sensitivity of 98% and specificity of 100%,
compared to enzyme immunoassays.** In 2010, the Food and
Drug Administration (FDA) approved the OraQuick®™ rapid
test for adolescents older than 15 years of age, a POC antibody
test, which results in 20 minutes.** This test is also considered
an alternative to the initial serology obtained by venipuncture

in the CDC guidelines,”' the European Association for the
Study of the Liver (EASL),* and the WHO.*

There are multiple advantages of RDT, like easy imple-
mentation in infrastructure limited settings, relatively low
cost, being readily available, preventing the necessity to
travel to a laboratory after the initial encounter with the
ordering provider, and more importantly, providing the
opportunity to discuss results and treatment options at
the same visit.**** The latter is of utmost importance to
the adolescent population, especially substance users, who
have a higher risk of missing follow-up visits.**> RDTs are
also an ideal option to be used in outreach programs that
focus on high-risk populations, such as prisons and drug/

14,44
alcohol treatment centers. ™

Genotyping

Genotyping of the HCV regularly follows the positive viral
load. For children and adolescents, it is still used to guide
therapy (see therapy section below). In adults, the approval
and widespread use of pan-genotypic antiviral therapies
resulted in the WHO not to recommend routine genotyping
any longer.”

Adolescent with risk factor for HCV
IVDU / Multiple sex partners / MSM#

Antibody test

3rd generation EIA from serum
or plasma/ POC / DBS

POSV legative
Repeat antibody test when

RNA test (Viral load)

POSV

Current HCV infection

}

Infectious disease specialist referral
Counseling
Social work involvement if needed

|

Genotyping
Baseline laboratories &
Initiate therapy with DAA¥

}

Laboratories every 4 weeks during therapy ¢
Viral load at 12 weeks and 12 months ¢

Figure | Flow diagram for HCV diagnosis and management in adolescents.

there is new or ongoing risk
factors for HCV infection

False positive antibody test or
Resolved HCV infection

Repeat testing if exposure
was within the past 6 months

Notes: ‘Specific guidelines for when to test adolescents are not available, but the WHO recommends targeted interventions to these populations®® ¥DAA regimen depends

on genotype, patient’s age and weight,'*®*° see Table 2. *See Table | for details.

Abbreviations: DAA, direct antiviral agent; DBS, dry blood spots; EIA, enzyme immunoassay; HCV, hepatitis Cvirus; IVDU, intravenous drug use; MSM, men who have sex

with men; POC, point of care testing.
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Table | Suggested Monitoring for Children and Adolescents with Chronic HCV by the NASPGHAN (Adapted from Leung et al 2020)

Test Pretreatment During Treatment Post Treatment
AST, ALT, GGT, TB, DB Annual Every 4 weeks At 12 weeks
If cirrhotic every 6 months
CBC Annual Every 4 weeks If clinically indicated
PT, INR Annual If clinically indicated If clinically indicated
HCYV viral load Annual Every 4 weeks At 12 weeks and after 12 months
Urine HCG (childbearing aged females) Prior to treatment Every 4 weeks if sexually active N/A
AFP Cirrhotic: every 6 months N/A Cirrhotic: every 6 months

Abbreviations: AST, aspartate aminotransferase; ALT, alanine aminotransferase; GGT, gamma-glutamyl transferase; TB, total bilirubin; DB, direct bilirubin; CBC, complete
blood count; PT, prothrombin time; INR, international normalized ratio; HCG, human chorionic gonadotropin; N/A, not applicable; AFP, alpha-fetoprotein.

Long-Term Follow-Up

Children that have not received therapy for HCV need
to be monitored for liver disease progression.'’
Suggested annual laboratories by the North American
Society for Pediatric Gastroenterology, Hepatology and
Nutrition (NASPGHAN) are displayed on Table 1.'7
Serum alpha-fetoprotein (AFP) and abdominal ultra-
with
cirrhosis.'”*! Liver biopsy is not necessary for diagno-

sound are necessary only for patients

sis or therapy and indicated only when the result may

change management.'’”!

Therapy

Although the first oral direct-acting antiviral (DAA) for
HCV in adults was approved almost one decade ago,” the
first regimen for children aged 12 to 17 years was
approved only in 2017.%7 Since then, other highly effective
regimens for different age groups and genotypes have been
approved by the FDA (Table 2).'"**° The DAAs target
different specific proteins products of the HCV, preventing

417 and most of them result in sustained

viral replication
viremic suppression more than 90% of the time.” These

therapies are extremely more effective, have less adverse

Table 2 Recommended DAA Regimens per Different Guideline for Children Naive of DAA Therapy or Previously Treated with

Interferon, without Cirrhosis or with Compensated Cirrhosis

Drug Combination/ Guideline Genotypes

Agel/Weight Duration

Ledipasvir/sofosbuvir 1,4,5,6
AASLD/IDSA“®
ESPGHAN*

NASPGHAN'?

WHO*

2 3 years 12 weeks

Glecaprivir/pibrentasvir
ESPGHAN*
NASPGHAN'?

Any genotype

2 12 years or 8 weeks

> 45 kg

Sofosbuvir plus Ribavirint 2,3
AASLD/IDSA*®
ESPGHAN*
NASPGHAN'?
WHO*°

2 3 years 12 weeks for genotype 2

24 weeks for genotype 3

Note: For specific dosing recommendations refer to each guideline.

Abbreviations: AASLD/IDSA, American Association for the Study of Liver Diseases and Infectious Diseases Society of America; ESPGHAN, European Society for
Paediatric Gastroenterology, Hepatology and Nutrition; NASPGHAN, North American Society for Pediatric Gastroenterology, Hepatology and Nutrition; WHO, World

Health Organization.
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effects, and last for a shorter duration than the previously
interferon-based ones.”® DAAs also have lower rates of
treatment discontinuation and relapse.*’

Even though there is approved therapy for children,
there is still discussion on when and who to treat. Cost-
effectivenesshas been demonstrated among adults with
mild and moderate liver disease.’® In children, early ther-
apy has been proven to be cost-effective at age 12, from
a societal standpoint.’*> The authors of the cost-
effectiveness study also pointed out the recent increase in
HCYV infection among this age group, and the importance
of treating children before they develop high-risk beha-
viors at an older age.>

Per the North American and European Society for
Pediatric Gastroenterology, Hepatology and Nutrition
(NASPGHAN and ESPGHAN) therapy with approved
DAA regimen should be considered to any children with
chronic HCV infection, in any stage of liver disease,
regardless of transaminases levels, aged 3 years and
older.'”* Similarly, the WHO recommends treating any-
one who is 12 years of age or older and postponing
therapy until then if the child is younger.”® Locally, how-
ever, the recommendation of universal treatment of ado-
lescents with HCV infection is lagging. Only 20 countries
out of 122 that have national policies on HCV therapy
include adolescents, and 6 of those still recommend inter-
feron-based regimens.*’

The early eradication of HCV provides either a life
without liver disease’ or reduction of the cirrhosis decom-
pensation and risk of hepatocellular cancer for patients
with more advanced liver disease.*> Furthermore, it

HCV children
7,50

reduces related stigma to and
adolescents.

Currently, in March 2021, there are 3 DAA regimens
available for children and adolescents, either treatment
naive or previously treated with interferon, without cirrho-
sis or with compensated cirrhosis (Table 2). There are
options for DAA experienced patients and decompensated
cirrhosis,*® however they will not be covered in this
review. Interferon-based therapy is no longer indicated,
and therapy should be postponed until there is an approved
DAA for age, weight and genotype.**>°

Even though early therapy for children has been
supported by many health organizations, insurance com-
panies prioritize therapy for patients with advanced liver
disease and require prior authorization for most DAA

regimens.'’

Therapy Special Considerations
Substance Use
Active, recent drug use or opioid substitution therapy are not
contraindications for therapy per the AASLD-IDSA, EASL
or WHO guidelines.***** Therapy for people who inject
drugs (PWID) should be encouraged given the potential to
prevent further spreading of the disease.” The regimens can
be used in the same doses under those circumstances.
However, because of higher rates of low adherence to ther-
apy, these patients need close follow-upand support
systems.*® A meta-analysis pooled data from studies con-
ducted with PWID, which showed that there was acceptable
adherence to treatment (82%), low rate of discontinuation of
therapy (22%) and reinfection (pooled risk of 2.4).>> These
studies, however, did not include any adolescents.
Moderate alcohol and cannabis use are also not contra-
indications for therapy. For all patients with multiple drug
use, the decision to treat should be individualized.*®
Therapy centered in substance abuse rehabilitation facil-
ities is highly effective.”

HIV/HCV Coinfection

Liver fibrosis and cirrhosis progresses faster in children
and adults with HIV/HCV coinfection.*® In adults, there
are many approved DAA regimens for coinfected patients.
All trials have shown similar efficacy when using the same
DAA doses and length of therapy indicated for mono-
infected individuals. The main challenge in this population
is the frequent potential pharmacologic interaction
between antiretroviral therapy and DAA, and this must
be thoroughly considered when prescribing the
regimen.*®>> There is no approved DAA regimen in coin-

fected children or adolescents.!”

Pregnancy

There is still no approved DAA therapy for chronic HCV
during pregnancy,; however, the need to study its safety
and effectiveness during this period has been widely
recognized in the literature.’®>’ During prenatal care,
women are screened for HCV and have easier access to
health care. Furthermore, treatment during gestation has
the potential of preventing vertical transmission. A Phase
1 clinical trial with Ledipasvir plus sofosbuvir has been
conducted with promising results: all the 9 women
enrolled had sustained viral clearance, all infants had
negative viral load upon delivery, and there were no sig-
nificant severe adverse events among mothers or infants.>®
There is also an ongoing trial in recruitment phase with
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Sofosbuvir  plus
NCT04382404).

Velpatasvir (Clinicaltrials.gov:

Infection Prevention and Screening

HCV infection prevention involves education to increase
public awareness on HCV and its transmission. For exam-
ple, promoting safe injection practices among PWID and
protected sex, especially among MSM.”>’

Early diagnosis and treatment are also key to prevent
new infections in the community.**>* Testing for HCV in
the US and other high-income countries is indicated when
anyone has risk factors.** Specifically, in the US, HIV,
IVDU, recipients of transfusion or organ transplant before
1992, needle sticks or sharp exposures, and children of
HCV positive mothers are a few examples of risk factors
that indicate testing for HCV.?° The CDC recently released
revised recommendations that expanded testing on adults
older than 18 years of age, which included screening for
HCV once in a lifetime, and pregnant women, once every
pregnancy, in addition to the previous indications.?’ These
measures will augment detection of both potential perina-
tal infections, and asymptomatic adults who are spreaders
of HCV in the community.

Guidance on when to test the adolescent population is
still lacking globally.** The majority of the countries that
have a national HCV policy have no recommendations for
testing or treating children.** The WHO reinforces the
importance of testing adolescents that are intravenous
drug users, have multiple sex partners or MSM.®® Some
authors, however, recommend testing all adolescents that
admit having any type of high-risk behavior because ado-
lescents are less likely to admit to IVDU to parents or
primary care physicians.'**! Others believe that to break
the cycle of transmission completely, universal testing of
HCV in the answer.®

In the US, the majority of PWID diagnosed with HCV
before age 30 report initiation of recreational drugs before
age 20 (97%); prescription opioids and powder cocaine
were abused on average 2 years prior to starting heroin
use.” Among homeless adolescents, lifetime crack use was
a strong predictor of hepatitis infection.'®> Hence, preven-
tion of early substance abuse during the adolescent years
would likely result in lower HCV rates in the same
population.

Conclusion
The increase of HCV infection rates in the last decade
related to the opioid crisis has impacted the pediatric

population, particularly adolescents and newborns. Future
research and effort will have to focus on the pediatric
population in order to reach the WHO goal of eradicating
HCV by 2030.

The key to prevent long-term morbidity and mortality
from HCV infection is early diagnosis and treatment,
however there is no clear guideline for when to test ado-
lescents. Pediatricians should be aware of the prevalence
of HCV in their acting community and test it in teenagers
that report having high-risk behaviors, like IVDU and
multiple sexual partners. Even though there is approved,
safe and curative treatment for HCV, the adolescent popu-
lation is not being tested, which delays treatment and
increases the morbidity from HCV infection. Establishing
widespread RDTs in pediatric offices might increase test-
ing rates, with the advantage of getting the results in the
same patient encounter.

On the other hand, the literature has shown that com-
pliance to HCV guidelines is better in drug center facilities
than like
pharmacies.>* Therefore, now that DAA therapy has been

in other settings, family practices or
approved for patients that are still using drugs or are on
medication-assisted therapies, targeting these facilities and
providing treatment while these adolescents are admitted
might be beneficial. Providing therapy for PWID addition-

contributes  to HCV

50,51,53

ally diminishing  ongoing
transmission.

Female adolescents that are intravenous drug users, are
also prone to other high-risk behaviors, including acciden-
tal pregnancy, which perpetuates vertical transmission of
the virus. Hopefully, implementing the most recent CDC
recommendation in which HCV should be tested in every
pregnancy, detection of perinatal infections will increase.
Similarly, testing all adults once in a lifetime should have
an impact on the pediatric population, given that the pre-
valence of HCV in adults predicts the prevalence of HCV
in teenagers of that same population.

Unfortunately, only a small fraction of adolescents
diagnosed with HCV end up getting adequate treatment.
When HCV is detected, adequate referral for a pediatric
Infectious Diseases provider must occur. It is very likely
that families that have members with HCV have other
social issues, which contribute to the lack of compliance
to the treatment regimen. Because of the high likelihood of
deficient follow up, social services or other support teams
should be involved, to assure appropriate follow up and

therapy.
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