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Abstract: The prevalence of hepatitis C in pregnancy is as high as 3.6% in large cohorts. The prevalence
of hepatitis C acquired by vertical transmission is 0.2% to 0.4% in the United States and Europe.
Although screening is not recommended in the absence of certain risk factors, the importance of
understanding hepatitis C in pregnancy lies in its association with adverse maternal and neonatal
outcomes. There is potential for those infants infected by vertical transmission to develop chronic
hepatitis C, cirrhosis or hepatocellular carcinoma. The risk of vertical transmission is increased when
mothers are co-infected with Human Immunodeficiency Virus (HIV) or possess a high viral load.
There is no clear data supporting that mode of delivery increases or reduces risk. Breastfeeding
is not associated with increased risk of transmission. Premature rupture of membranes, invasive
procedures (such as amniocentesis), intrapartum events, or fetal scalp monitoring may increase risk
of transmission. In pregnant patients, hepatitis C is diagnosed with a positive ELISA-3 and detectable
Hepatitis C Virus (HCV) RNA viral load. Infants born to HCV-infected mothers should be tested for
either HCV RNA on at least two separate occasions. Although prevention is not possible, there may
be a role for newer direct acting anti-viral medications in the future.
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1. Introduction

As of 2013, hepatitis C was the most common indication for liver transplant [1]. While incidence
of hepatitis C has declined overall within the past 20 years due to multiple interventions such as
screening of blood products, increased awareness, improved hygiene, and effective second-generation
direct-acting antiviral therapy, there is concern that its prevalence may rise in the future with the
worsening nationwide opioid epidemic within the United States [2,3]. In the United States, in particular,
the incidence of the virus doubled between 2010 and 2014. This was partially attributed to an increase
in injection drug use in rural areas [3]. Incidence may also increase due to lack of intervention for
those who are acutely and chronically infected [3]. This poses the issue of increasing HCV infection
in the pregnant population, which affects both the mother and her fetus during the pregnancy and
can lead to chronic infection in the infant with downstream sequelae of cirrhosis and hepatocellular
carcinoma. Currently, hepatitis C affects 8% of pregnant women globally [4]. With the development of
new drug therapies that are highly effective and well-tolerated in non-pregnant individuals, there is
also potential for these drugs to be used in pregnant patients with hepatitis C [5].
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Due to potentially increasing incidence, aspects of hepatitis C in pregnancy were comprehensively
reviewed to contribute to current research on the role of direct-acting anti-viral agents in pregnant
patients with hepatitis C and the current controversy over the role of screening for hepatitis C in
the pregnant population. To do so, the keywords “hepatitis C” and “hepatitis C in pregnancy” were
searched for to obtain relevant articles published from 1995 to present within the PUBMED and Google
Scholar search engines. In total, 67 articles were selected for reference.

2. Epidemiology

The estimated global prevalence of hepatitis C is 1.5% to 2%, affecting up to 71 million people.
Prevalence varies between high-income countries versus developing countries; in the latter, prevalence
has been estimated to be up to 13% higher [6]. Hepatitis C is responsible for roughly 27% of cases of
cirrhosis and 25% of cases of hepatocellular carcinoma [7]. In the pregnant population, the prevalence
of serum HCV antibodies has been estimated in large cohorts as ranging between 0.1% and 3.6%.
The prevalence of HCV RNA within the general population in the same cohorts has been estimated
as between 42% and 72% [8]. The prevalence of hepatitis C in children acquired through vertical
transmission is approximately 0.2–0.4% in the US and Europe and as high as 12–14% in certain regions
in Africa [9,10]. In general, chronic hepatitis C is more frequent than acute hepatitis C in pregnant
patients and affects up to 8% of pregnant women globally [3,4].

3. Clinical Course and Metabolic Features

The natural course of hepatitis C is a progression from acute hepatitis (defined as occurring in
the first six months following exposure) to chronic hepatitis, which occurs in 55%–85% of patients.
Those who do not progress to chronic illness spontaneously clear the infection [4,11]. Patients with
acute and chronic hepatitis can be asymptomatic, although those with acute infection are more likely
to present with jaundice, malaise, abdominal pain, anorexia, or nausea [4]. Up to 30% of patients with
chronic hepatitis C who do not receive treatment progress to cirrhosis [4]. A study done by Rinaldi et al.
describes that patients with HCV-related cirrhosis thereafter follow a course similar to cryptogenic
cirrhosis in overweight/obese individuals, with the development of ascites, hepatocellular carcinoma,
or death [11]. The risk of those with cirrhosis developing hepatocellular carcinoma is around 2–4% [11].
Median length of survival of these patients following diagnosis is less than two years [4].

Recent literature suggests that hepatitis C functions as a metabolic virus. Ress et al. explain that
hepatitis C directly influences hepatic lipid metabolism, resulting in deposition of lipid droplets on
hepatocytes [12]. Lipid droplets are targeted by the virus and influence its course [12]. Steatosis, found
in 80% of patients with hepatitis C, signifies decreased beta oxidation, increased gluconeogenesis,
and de novo lipogenesis [12]. Insulin resistance is both a direct result and an exacerbating factor for
lipid droplet formation [12]. A review by Ballestri et al. supports the notion that hepatitis C functions
as a metabolic virus by hypothesizing a correlation between hepatitis C and type 2 diabetes [13].
It mentions the similarities of hepatitis C-associated dysmetabolic syndrome (HCADS) with the
metabolic syndrome associated with non-alcoholic fatty liver disease [13]. Lonardo et al. also mentions
HCADS, identifying type 2 diabetes as an extra-hepatic manifestation of hepatitis C likely secondary
to exacerbation of insulin resistance [14]. They suggest that the virus may also play a role in cardiac
dysfunction and accelerated atherogenesis, which may play a role in maternal adverse outcomes
associated with hepatitis C [14].

4. Differential Diagnosis

Acute hepatitis C can manifest with symptoms in up to 75% of infected patients [4]. In the
pregnant population, these symptoms overlap with other liver abnormalities. The differential diagnosis
of liver abnormalities in pregnancy fall within four major categories, including normal physiological
liver changes during pregnancy, newly acquired liver disease prevalent in pregnancy, liver disease
unique to pregnancy, and liver disease present prior to pregnancy [15]. Normally within pregnancy,
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circulatory changes result in a decreased percentage of cardiac output reaching the liver, which can
result in impaired hepatic metabolism and clearing. Hormonal changes affect biliary smooth muscle
contractility and transport, which are largely asymptomatic, but can result in cholestasis. Within
this category of differential diagnoses, normal changes in liver chemistries include increased alkaline
phosphatase and decreased albumin levels [15]. Newly acquired liver diseases in pregnancy include
viral hepatitis and biliary disease such as cholelithiasis. Liver diseases observed only during pregnancy
include intrahepatic cholestasis, preeclampsia, eclampsia, HELLP syndrome, and acute fatty liver of
pregnancy. Liver abnormalities can also be seen in hyperemesis gravidarum in up to 50% of cases [15].

5. Modes of Transmission

Hepatitis C can be transmitted via transfusion of infected blood products (which is now rare in
industrialized countries), sharing of needles among infected intravenous drug users, piercings and
tattoos, intranasal drug use, sexual contact, unsterile medical injections and surgical procedures, and
mother-to-child transmission (i.e., vertical transmission) [3,16,17]. Pregnant patients primarily acquire
hepatitis C by either intravenous drug use or history of blood transfusions [8]. The virus can then be
transmitted to the fetus of an infected mother by intrauterine, intrapartum, or postnatal routes [18–20].

Vertical transmission can occur during all three trimesters in mothers who are either infected only
with hepatitis C or are co-infected with HIV. In studies conducted by Gibb et al. and Mok et al., results
suggested that because postpartum transmission of the virus is rare, transmission likely occurs during
the intrapartum period or in utero, respectively [21,22]. It typically occurs in patients with detectable
viral loads, and occurs rarely if the maternal viral load is less than 1 × 105 HCV RNA copies/mL
plasma [18–20]. However, there are case reports of fetal transmission in mothers without detectable
viremia [16]. There are inconsistent results from studies attempting to correlate viral load with risk of
transmission [23].

Additional factors that have been studied to determine their influence on the risk of transmission
between mother and fetus include co-infection with HIV, means of delivery, breast-feeding, and
rupture of membranes [16,24]. Maternal co-infection with HIV has shown to strongly increase the risk
of vertical transmission [6]. The risk of vertical transmission of the infection to children is greater than
5% for HIV-negative mothers whereas it is greater than 10% in HIV-positive mothers [6]. The impact of
modes of delivery on risk of vertical transmission is inconsistent in the literature. While data supports
an increased risk of transmission with prolonged rupture of membranes, other studies did not report an
increased risk of transmission with vaginal delivery, which is associated with a more prolonged rupture
of membranes than cesarean section. In the comparison of risk of vertical transmission associated
with vaginal and emergent cesarean sections versus that with elective cesarean sections, studies have
conflicting results. Some studies indicate an increased risk with the former (i.e., vaginal delivery
and emergent cesarean sections) while another study indicates increased risk associated with the
latter [23,25,26]. The Society for Maternal Fetal Medicine (SMFM) most recently refutes any association
between mode of delivery and transmission of hepatitis C, as supported by the American College of
Obstetricians & Gynecologists (ACOG) based upon a systematic review conducted by Cotrell et al.
in 2013 [4,25]. Breastfeeding is not associated with increased risk of transmission unless done in the
presence of cracked or bleeding nipples [26–28]. Premature rupture of membranes, invasive procedures
(such as amniocentesis), intrapartum events, or fetal scalp monitoring that may lead to exposure of the
infant to infected maternal blood may increase risk of transmission [16,29,30].

6. Patterns Observed in Hepatitis C-Infected Pregnant Patients

For those pregnant patients with chronic hepatitis C, alanine aminotransferase levels have been
found to decrease and subsequently increase postpartum. This trend has partially been attributed to the
release of endogenous interferon from the placenta, hemodilution, immune tolerance, or the influence
of sexual hormones or immunosuppressive cytokines synthesized during pregnancy [8,31–34]. Many
studies demonstrated a slight increase in average viral load as the infected mother progresses through
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her pregnancy, particularly in the second and third trimesters [33,35]. This increase is associated with
the aforementioned decline in alanine aminotransferase. Some cases report a decline in the viral load of
hepatitis C-infected mothers in the immediate postpartum phase and rarely, spontaneous resolution of
the virus during the same phase [35,36]. Other studies report no significant change in viral load during
and after pregnancy [34]. A prospective studying analyzing fibrosis scores in hepatitis C-infected
mothers throughout pregnancy showed marginal increases in fibrosis with each passing trimester [37].

7. Neonatal and Maternal Outcomes Related to Chronic Hepatitis C

Some studies suggest that the fetuses of mothers infected with chronic hepatitis C are at increased
risk for adverse neonatal outcomes. One study demonstrated that infants of hepatitis C-positive
mothers were more likely to be small for gestational age, require assisted ventilation, be admitted
to the intensive care unit, or have low birth weight [8,38]. Another study made similar inferences,
suggesting that infants born to infected mothers are at risk for low birth weight, preterm birth,
and congenital anomalies, although confounding factors, such as polysubstance abuse, were not
controlled for [8,39]. A more recent study demonstrated impaired intrauterine fetal growth of infants
born to hepatitis C-infected mothers [40].

Adverse maternal outcomes have also been identified, such as a higher risk of development of
intrahepatic cholestasis [41–43]. Other adverse associations include gestational diabetes and preterm
delivery [17,38,44]. These metabolic complications may be a result of the aforementioned role of
hepatitis C as a metabolic virus [12–14]. A recent study conducted by Karampatou et al. suggests that
premature ovarian senescence, characterized by a decline in anti-Müllerian hormone, is observed in
women with hepatitis C [45]. The study also demonstrates higher rates of miscarriage in patients with
hepatitis C as compared to those with hepatitis B [45].

Children who have acquired hepatitis C via vertical transmission can clear the infection,
have persistent asymptomatic mild liver disease, or develop end-stage liver disease. The rate of
spontaneous clearance of the infection is reportedly between 11% and 25% [16,46–48].

8. Issues Regarding Screening

Guidelines proposed by the ACOG, the Centers for Disease Control (CDC), the SMFM and the
American College of Gastroenterology (ACG) recommend that pregnant women be screened for
hepatitis C based on the presence of certain risk factors. These risk factors include: injection drug
use, use of illicit intranasal drugs, treatment with long-term dialysis, experience with percutaneous
or parenteral exposure in unregulated settings (such as tattoos received outside of licensed parlors
or unhygienic medical procedures), receipt of blood transfusions or organ transplants before 1992,
receipt of certain blood products prior to 1987, receipt of blood products from an HCV-positive donor,
history of incarceration, risk of HIV, and history of chronic liver disease of unknown etiology [4,49,50].
The same applies to the general population, including women of child-bearing age [49,50]. Although
no guidelines have been proposed by the Asian Pacific Association for the Study of the Liver regarding
screening, it is recommended based on geographical location and risk [51]. Similarly, the European
Association for the Study of the Liver (EASL) recommends that screening be tailored to each region or
nation based on local epidemiology and prevalence of risk [52].

Controversy has arisen with the advent of direct-acting antiviral therapy [4,53]. With the potential
for such agents to cure hepatitis C in non-pregnant patients and possibly pregnant patients, there have
been proponents for universal screening for hepatitis C in pregnancy. However, hepatitis C screening
has not proven to be cost effective and is not generally recommended [54,55]. In addition, there may
be no utility in screening as no prevention (e.g., vaccination) or definite treatment is available for
women infected with hepatitis C during pregnancy [35,55,56]. One large study conducted in London
by Selvapatt, et al. refuted these findings, suggesting that screening and treatment is feasible with
acceptable cost [57]. This study, however, has not been replicated elsewhere.
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Guidelines proposed by the American College of Pediatrics and the CDC recommend screening
infants born to HCV-infected mothers either for HCV RNA on at least two separate occasions when
the infant is older than 1 month of age; or to screen for anti-HCV antibodies when the infant is older
than 18 months [4,58].

9. Diagnosis

For pregnant patients who test positive for HCV antibodies via ELISA-3, HCV RNA should
be obtained. If a viral load is present, confirming active infection, the viral genotype can also be
determined [10,54]. The absence of HCV RNA may indicate either a cleared infection or a false
positive. In order to distinguish between the two, the recombinant immunoblot assay (i.e., RIBA) can
be performed and utilized in research, but is no longer used clinically [10].

For infants born to HCV-positive mothers, the CDC recommendations are as aforementioned [10,18].
Screening is completed after the first year of life due to the presence of maternal antibodies that
passively move across the placenta from mother to fetus, which may be falsely mistaken for the
infant’s [10]. If testing must be done or an infant is found to be positive for hepatitis C antibodies,
HCV RNA should be ordered to confirm or refute the diagnosis [59].

10. Prevention and Treatment

Hepatitis C was previously treated with a combination of pegylated interferon alpha and ribavirin
due to decreased sustained virologic response with either agent alone. It has not been used in the
pregnant population due to established effects on fetal growth and teratogenicity, respectively [60–62].
Ribavirin was found to cause abnormalities of the skull, palate, eye, jaw, limbs, skeleton, and
gastrointestinal tract in animal models. Interferon was found to have abortifacient properties in
animal studies, with a risk of causing infertility [62]. This combination is also contraindicated in the
postpartum period due to its transmission through breast milk and psychiatric side effects associated
with pegylated interferon alpha that may hinder the mother’s ability to appropriately care for her
child [35,62].

There are no vaccinations or treatments available for prevention. Studies do not necessarily
support cesarean section as a means of preventing vertical transmission [24,63]. Newer direct acting
antiviral agents (DAAs) such as sofosbuvir, ledipasvir, daclatasvir, simeprevir, paritaprevir, ombitasvir,
and dasabuvir have the potential to prevent vertical transmission by quickly suppressing HCV RNA
levels, which, in high levels, have demonstrated an increased risk of vertical transmission. These
agents have also shown sustained virologic response with minimal toxicity [62,63]. Data extracted from
animal studies done with these agents have showed minimal teratogenic effects, allowing for some of
these agents to be labeled as category B by the Food & Drug Administration (FDA) [64]. Ledipasvir
and sofosbuvir, in particular, demonstrated no fetal harm in animal studies, resulting in their approval
as Category B by the [5]. In comparison, simeprevir is classified as category C, as animal studies
showed reduced fetal weights, in utero fetal losses, early maternal deaths with high exposure, and fetal
skeletal variations [5]. Still, combinations of ledipasvir and sofosbuvir, or paritprevir, ombitasvir, and
dasabuvir are exhibiting superior results in phase III trials as compared to prior therapies [5]. However,
due to limited data as to use in pregnancy in humans and the presence of teratogenic effects, although
minimal, in animal studies, there is no particular consensus as to guidelines for treatment [62–65].
The EASL recommends individual DAAs or combinations thereof [52]. The American Association
for the Study of Liver Diseases, in partnership with the Infectious Diseases Society of America, have
created separate treatment guidelines utilizing DAAs, which are also supported by the CDC [66,67].
ACG does not condone treatment of hepatitis C in the pregnant patient [50].

11. Conclusions

Hepatitis C in pregnancy may increase with the current nationwide opioid epidemic [2,3]. It is
crucial to understand hepatitis C in pregnancy due to the potential for increased prevalence, vertical
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transmission, risk of adverse maternal and neonatal outcomes, and subsequent sequelae such as
chronic hepatitis C, cirrhosis, and hepatocellular carcinoma in the infant. The availability of new,
potentially curative therapies will also likely shape the approach to treating peripartum HCV infection
in both pregnant women and infants in the coming years, although additional prospective studies will
be required.
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