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Recommended
Follow-up After SVR
AASLD/IDSA Recommendation1

Rating

Assessment for HCV recurrence or reinfection is
recommended only if the patient has ongoing risk
for HCV infection; or, if otherwise unexplained
hepatic dysfunction develops. A quantitative HCV
RNA test should be ordered.

I, A

Annual HCV testing is recommended for PWID and
HIV-infected men who have unprotected sex with
men. Periodic testing should be offered to other
persons with ongoing risk factors for HCV infection.

IIA, C

For patients without advanced fibrosis (ie, METAVIR
stages F0, F1, and F2), recommended follow-up is
the same as if they were never infected with HCV.

I, B

Surveillance for hepatocellular carcinoma (HCC)
with twice yearly ultrasound examination is
recommended for persons with advanced fibrosis
(ie, METAVIR stages F3, F4) who achieve SVR.

I, C

Baseline endoscopy is recommended to screen
for varices if cirrhosis is present; patients in
whom varices are found should be treated and
followed as indicated.

I, C

Assessment of other causes of liver disease is
recommended for patients who develop persistently
abnormal liver tests after achieving SVR.

www.hcvguidelines.org/
evaluate/monitoring

I, C

HCV Reinfection in PWID
Realities and Strategies7

Acknowledge that there will be
cases of HCV reinfection
Apply harm-reduction principles
Support harm-reduction
practices and programs;
MAT, NSP
Provide access to HCV
retreatment without stigma
or discrimination
Encourage treatment of
injecting partners
Stay connected with patients
after HCV cure for better
long-term outcomes
NSP, needle and syringe program.

Key Harm-Reduction
Practices for PWID
Counseling Your Patients8
Avoid contact with any blood;
make sure your injecting space is clean
Use sterile syringes, if possible;
if you must reuse, keep a personal syringe
Know which syringes are yours
by marking them before you get off
If you have to share, clean the needle and
syringe thoroughly with bleach and water
Use an extra sterile syringe to split drugs;
use your own cooker and cotton
Always clean your injection site by
using an alcohol pad or soap and water
Apply gentle pressure to the injection site
after you’ve shot your drugs
Wash your hands and arms after you inject;
you have handled materials that have
probably contacted your blood
Dispose of the syringe in a sharps container
Take control of your own injection;
another person injecting you increases
your chance of getting infected

No insurance coverage?
State Medicaid restrictions
on HCV treatment?

DON’T LET THE COSTS OF
DAA TREATMENT KEEP
YOUR PATIENT FROM
ACHIEVING HCV CURE
For information on
patient assistance programs
Positively Aware: The HIV Journal of TPAN
Hepatitis C Patient Assistance Programs

www.positivelyaware.com/
articles/hepatitis-c-patientassistance-programs

TPAN, Test Positive Aware Network.

BUILDING BRIDGES
TO REACH PEOPLE
WHO INJECT DRUGS
WITH THE GOAL TO
ELIMINATE HCV

POCKET GUIDE
Treatment of HCV in
People Who Inject Drugs
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Who Should Be Treated?1
AASLD/IDSA

Treatment is recommended
for all patients with chronic HCV
infection, except those with
short life expectancies
that cannot be remediated by
treating HCV, by transplantation,
or by other directed therapy.
Rating: Class I, Level A

Direct-acting antiviral (DAA)
therapy for people who inject
drugs (PWID) is NOT different
just because they’re PWID.
AASLD, American Association for the Study of Liver Diseases; HCV, hepatitis C virus;
IDSA, Infectious Diseases Society of America.

Real-World Evidence
Feasibility and Efficacy
of Treating HCV in PWID

REALITIES
Baseline drug use
Continued injection drug use
during DAA therapy
Concurrent medication-assisted
treatment (MAT) for opioid dependence
HIV/HCV coinfection

EVIDENCE
>95% SVR12 among PWID with recent or
ongoing injection drug use2
Near-identical SVR12 rates achieved in
MAT vs non-MAT PWID1
No drug-drug interactions with MAT3
No negative impact of HIV/HCV
coinfection on SVR4
HIV, human immunodeficiency virus; SVR12, sustained virologic response
≥12 weeks after end of treatment.

Simplified Treatment of
Chronic HCV Infection
Fixed-Dose Regimens for
Treatment-Naïve Adult Patients3
Regimen
EBR-GZR

GLE-PIB

LDV-SOF

SOF-VEL

Indication

Dosage

Duration

GT1a without baseline
NS5A polymorphisms,
GT1b, GT4; absence
of moderate or severe
hepatic impairmenta

1 tablet
daily

12 weeks

GT1−6: no cirrhosis

3 tablets
daily

8 weeks

GT1−6: compensated
cirrhosisb

3 tablets
daily

12 weeks

GT1: with or without
cirrhosis

1 tablet
daily

12 weeks

GT1−6: no cirrhosis; or,
compensated cirrhosisb

1 tablet
daily

12 weeks

GT1−6: decompensated 1 tablet daily
cirrhosisa
w/RBVc

12 weeks

Genotype-Based Guidance
Management of Treatment-Naïve and
Treatment-Experienced Patients1
Treatment-naïve patients
www.hcvguidelines.org/treatment-naive

Patients in whom prior therapy failed
www.hcvguidelines.org/treatment-experienced
EBR, elbasvir; GLE, glecaprevir; GZR, grazoprevir; LDV, ledipasvir; PIB, pibrentasvir;
RBV, ribavirin; SOF, sofosbuvir; VEL, velpatasvir.
Child-Pugh class B or C; bChild-Pugh class A; cRBV dosage based on weight
(see prescribing information).
a

Recommendations
for Pretreatment
Assessment
AASLD/IDSA Recommendation1

Rating

Evaluation for advanced fibrosis (imaging, other
noninvasive markers, or liver biopsy) to facilitate
management decision-making

I, A

www.hcvguidelines.org/
evaluate/monitoring

Quantitative HCV-RNA testing to establish
baseline viral load

I, A

HCV-genotype testing to guide DAA selection

I, A

Other laboratory testing within 12 weeks of
starting DAA therapy
»» Complete blood count (CBC)
»» International normalized ratio (INR)
»» Hepatic function panel (albumin, total and
direct bilirubin, ALT, AST, ALP)
»» Calculated estimate of glomerular filtration rate (eGFR)

I, C

Assessment of potential drug-drug interactions
with concomitant medications

I, C

See HEP Drug Interactions5
www.hep-druginteractions.org

ALP, alkaline phosphatase; ALT, alanine aminotransferase; AST, aspartate aminotransferase;
RNA, ribonucleic acid.

HBsAg-Positive Patients
Pretreatment Considerations
for Patients Not Already on
HBV Suppressive Therapy
AASLD/IDSA Recommendation1

Rating

If baseline HBV RNA level meets AASLD/IDSA criteria
for treatment, initiate antiviral therapy for HBV.

See AASLD/IDSA 2018 HBV guidance.6
www.aasld.org/sites/default/
files/HBVGuidance_Terrault_et_
al-2018-Hepatology.pdf

If baseline HBV RNA level does not meet AASLD/
IDSA criteria for treatment:
»» Initiate prophylactic antiviral therapy for
HBV; continue prophylaxis for 12 weeks after
completion of DAA therapy

OR
»» Monitor HBV RNA levels during and immediately
after DAA therapy for HCV; initiate anti-HBV
therapy if 10-fold rise in HBV RNA over baseline,
or to >1000 IU in those with previously
undetectable or unquantifiable HBV RNA level

www.hcvguidelines.org/
evaluate/monitoring

HBsAg, hepatitis B surface antigen; HBV, hepatitis B virus.

II, b

Pregnancy-Related
Considerations
Prior to or During
HCV Therapies
AASLD/IDSA Recommendation1

Rating

All pregnant women should be tested for HCV
infection, ideally at the initiation of prenatal care.

IIb, C

For women of reproductive age with
known HCV infection, antiviral therapy is
recommended before considering pregnancy,
whenever practical and feasible, to reduce the risk
of HCV transmission to future offspring.

I, B

Treatment during pregnancy is NOT recommended
due to the lack of safety and efficacy data.

IIb, C

HCV RNA and routine liver function tests are
recommended at initiation of prenatal care for
HCV-antibody–positive pregnant women to assess
the risk of mother-to-child transmission (MTCT) and
degree of liver disease.

I, B

All pregnant women with HCV infection should
receive prenatal and intrapartum care that is
appropriate for their individual obstetric risk(s)
as there is no currently known intervention to
reduce MTCT.

I, B

See full recommendations for monitoring
HCV-infected women during pregnancy.
www.hcvguidelines.org/
unique-populations/pregnancy

