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Human Immunodeficiency Virus (HIV)/ Hepatitis C Virus (HCV) co-infection is a growing 

epidemic within the population of HIV-positive individuals [1-4]. Understanding both the 

prevention and treatment options has become essential as HIV transitions to a chronic disease 

management model. It is extremely important for organizations to make sure that patients know 

both their HIV and HCV statuses and that they receive regular care and treatment when 

necessary. In fact, it is the standard of care that all HIV-positive individuals be screened 

for HCV during their initial work-up of their HIV diagnosis [13-14]. For those who test negative for 

HCV but are at high-risk of HCV co-infection, annual screenings are recommended [13-14]. 

Primary health-care providers (PCP) and other clinicians should have knowledge of the most 

up-to-date guidelines for HCV screening and testing in HIV positive patients, which can be 

found at www.aidsinfo.nih.gov/guidelines [13-14].  

 

It is essential that clinical care providers be up-to-date on the science, screening 

recommendations, and treatment options to provide the best services for their patients. This 

infobrief is designed to help increase health care organization staff’s knowledge on the 

important issues around HCV. If your organization requires additional training or TA to help 

make sure all staff is up-to-date on the science and treatment options on this topic please our 

website at HIVCBAcenter.org The training staff at CAI can work with providers to make sure 

they ask appropriate questions to 1) determine symptoms, and 2) evaluate behavior and 

lifestyle choices that can place an individual at high-risk of HCV co-infection [5, 7-8]. It is important 

to keep in mind that the best prevention methods for HCV/HIV co-infection are knowledge and 

early screening [1, 7,13, 21]. The Capacity-Building Assistance project can help organizations 

achieve both. 

  

For more resources and tools to increase your organizations knowledge on HIV/HCV Co-

infection detection, management and treatment, contact us at CAI @ HIVCBAcenter.org. 

  

Health care organizations can also request free training to help staff take accurate sexual 

histories and conduct comprehensive risk screenings. Visit HIVCBACenter.org  to 

request these and other trainings. 
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Human Immunodeficiency Virus (HIV)/ Hepatitis C Virus (HCV) co-infection is a growing epidemic within 

the population of HIV individuals 
[1-4]

. Both HIV and HCV are transmitted via exposure to infected blood or 

through sexual contact 
[5,6]

. HIV attacks the immune system and HCV attacks the liver, 
[5]

 and an infection 

of both viruses can lead to serious health complications including significant morbidity or mortality 
[6]

. HCV 

infection is the leading cause of non-AIDS related death in HIV-infected individuals in regions with access 

to combination antiretroviral therapy (cART) 
[1]

. 

 

HIV can more than triple the rate of liver-related disease and liver related deaths in HCV individuals 
[5]

. 

When compared to mono-HCV infected individuals, HCV/HIV co-infected individuals have shown 

increased liver toxicity, increased liver fibrosis progression leading to cirrhosis, and an increase in HCV 

viral load 
[2, 7, 8-9]

. A cohort study between 1997 and 2010, found that HIV/HCV co-infected patients had an 

80% higher rate of liver cirrhosis than those with only Hepatitis C infection 
[10]

. 

There are an estimated 35 million HIV-positive individuals worldwide, of which 7-million (20%) are co-

infected with HCV 
[1-5]

. The HIV/HCV epidemic has been increasing for the last decade, with North Europe 

being a region of rapid increase 
[7]

. An Amsterdam cohort study found an increase of HCV infection in HIV 

positive men who have sex with men (MSM) from 0.8 cases per 1000 person-years between 1984-1999, 

to 8.7 cases per 1000 person-years between 2000-2003 
[7]

. Within the United States, there are an 

estimated 240,000 out of 800,000 (30%) HIV-positive individuals who are HIV/HCV co-infected 
[1-5]

. 

 

The rising rates of HCV/HIV co-infection are greatly seen in populations of HIV positive, middle-aged, 

white, non-Hispanic MSM 
[7]

. Also, within the population of Injection drug users (IDU) who are HIV 

positive, 80% are co-infected with HCV 
[5]

. Although HCV co-infection is more common in HIV positive 

men, HIV positive women can also be infected with HCV. 

  

All HIV positive individuals should be screened for HCV within onset of their HIV diagnosis 
[13-14]

. For 

those who test negative for HCV but are at high-risk of HCV co-infection, annual screenings are 

recommended 
[13-14]

. Primary health-care providers (PCP) and health clinicians should have knowledge of 

the most up-to-date guidelines for HCV screening and testing in HIV positive patients, which can be found 

at www.aidsinfo.nih.gov/guidelines 
[13, 14]

. Providers ask appropriate questions to 1) determine symptoms, 

and 2) evaluate behavior and lifestyle choices that can place an individual at high-risk of HCV co-infection 
[6,13-14]

. Although less than 20% of HIV/HCV co-infected individuals show physical symptoms it is important 

that the PCP ask about any symptoms within the last 30 days 
[5, 14]

. Symptoms may include low-grade 

fever, nausea, jaundice, dark urine, and vomiting 
[14]

. PCPs should ask questions about high-risk 

behaviors and lifestyle practices; such as the sharing of injectable or non-injectable drugs, the practice of 

unprotected sex, anal sex, and/or use of sex toys 
[5, 7, 13-14]

. 
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The Center for Disease Control and Prevention (CDC) recommends a sensitive enzyme immunoassay 

(EIA) test should be used in order to detect HCV antibodies 
[13-16]

. If antibodies are detected, a HCV RNA 

qualitative test (such as nucleic acid testing, NAT, for HCV) must be performed to confirm the EIA test 

and to see whether HCV is present in the bloodstream 
[13-16]

. Lastly, acute HCV infection, which is the first 

three months of HCV infection, can cause false-negatives in HCV anti-body test 
[7, 14]

. Therefore, it is 

recommended to also to perform a test of liver functions especially to assess any elevation of alanine 

aminotransferase (ALT) or elevation of aspartate aminotransferase (AST) both of which determine liver 

damage 
[14-16]

, though this mechanism may lack a degree of sensitivity 
[24]

.  

 

  

Quality standards for managing and monitoring HIV/HCV co-infection have emerged throughout primary 

care settings.  Accordingly, HCV treatments have enhanced the capacity to control infection rates by 

encouraging clearance of the virus in many individuals 
[5-7, 14-16]

.  Findings suggest that liver fibrosis 

progresses rapidly among those with low CD4 counts
 [17]

. In all scenarios, treatment initiation should be 

pursued promptly following confirmation of a positive HIV/HCV diagnosis 
[6, 17]

. The use of anti-retroviral 

therapy (ART) on HIV/HCV co-infected individuals is recommended by the National Institute of Health 

(NIH) to reduce the chances of insult to the liver, enhance immune function and minimize HIV induced 

inflammation 
[14]

. A 2014 study found an 80% increase in the rate of liver cirrhosis amongst HIV/HCV co-

infected patients.  That rate has been found to lower by 20% when co-infected patients were on an ART 
[10]

.  

  

Although some studies show positive outcomes, achieving optimal treatment outcomes remain complex 

due to adherence and tolerability 
[3, 4]

. Patients may need to take frequent and long-term dosages and 

maintain follow-up protocols which can inhibit them from the functions of their daily lives 
[6, 17]

.  Treatment 

administration also presents challenges regarding drug-drug interactions and agent toxicity, given that 

certain substrate inhibitors have been shown to have interactions with ARTs 
[17]

.  

 

Recently, the FDA approved a new drug combination with more promising results for the HIV/HCV co-

infected population: a Sofosbuvir/Lledipasvir pill. A small trial from the Gilead Sciences says that the 

“combination pill of Sovaldi (Sofosbuvir) and Ledipasvir is poised to boast a 100 percent success rate in 

curing hepatitis C virus (HCV) among those co-infected with HIV”
[1]

. Patients treated with this pill in 

combination with various HIV ARVs proved to show no serious symptoms, kidney toxicity, nor adverse 

side effects 
[1]

. Researchers continue to collect data on this research. The future treatment plans for 

HIV/HCV co-infected individuals look promising due to the ongoing clinical trials and research devoted to 

drug advancements. 

 

The best prevention methods for HCV/HIV co-infection are knowledge and early screening 
[1, 7, 13, 21-22]

. 

Practice of both methods can add years to an HIV-positive individual’s life, and can provide opportunities 

for improved outcomes in controlling infection 
[1, 8, 21, 23]

. A 2006 study found that the rate of death was 

higher in HIV patients that were not screened for HCV (52.4/1000 patient-years) than for those who were 

screened for HCV (22.9/1000 patient-years) 
[22]

.   
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The CDC and the NIH recommend that co-infected individuals should consult a health provider with 

expertise in managing treatments for HIV and HCV co-infections 
[5-6,14]

. Crafting proper management 

approaches should ideally be pursued with the intention of exploring options that are most feasible given 

past medical history and stage of disease progression.  Hence, gaining strides towards optimal 

prevention and treatment will require continuously educating clinicians and PCPs on new HIV/HCV co-

infection screening and treatment guidelines 
[7,13, 22].
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