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In the United States (US), a large number of individuals are infected with chronic Hepatitis C (HCV). 
The majority of patients with chronic HCV contracted the virus as a result of contaminated blood 
product transfusions prior to 1992 or due to intravenous drug use (IVDU). Recent guidelines released 
by the Centers for Disease Control and Prevention (CDC) have addressed this issue by recommending 
the screening of baby boomers (those individuals born between the years of 1945-1965). This review 
discusses risk factors for contracting HCV, potential implications of the CDC guidelines, the importance 
of screening and the impact these new guidelines will have on healthcare providers (HCP).  

Hepatitis C, a viral infection of the liver, is 
usually an asymptomatic infection (up to 70% 
asymptomatic according to the CDC) and this 

leads to a low rate of diagnosis. Mild and nonspecific 
symptoms including fatigue, nausea, anorexia, myalgia, 
arthralgia, weakness and weight loss are often described 
in a patient that becomes symptomatic. Also contributing 
to the low level of diagnosis are transaminase levels 
that are normal in approximately one third of patients 
and fluctuating transaminases in another third.1 If 
left untreated, HCV can progress to cirrhosis and its 

complications including liver failure and development 
of liver cancer. The prevalence of a positive hepatitis C 
antibody (anti-HCV) in the United States was estimated 
to be approximately 1.6 percent or 4.1 million persons 
from 1999-2002 according to the 2006 National Health 
and Nutrition Examination Survey (NHANES) while 
the prevalence of a detectable hepatitis C viral load 
(HCV RNA) was 1.3 percent, equal to approximately 
3.2 million people.2 However, since many groups 
known to have high prevalence of HCV were excluded 
from this analysis, including people who are homeless, 
incarcerated, hospitalized or institutionalized, these 
numbers are believed to be underestimated.3 As many as 
85% of patients exposed to HCV will develop chronic 
infection.4 Of those 85%, approximately 20-30% of 
patients will develop cirrhosis over a 20 year period 
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Recommendations for the Identification of Chronic Hepatitis C Virus Infection Among 
Persons Born During 1945–1965*

•	 Adults	born	during	1945–1965	should	receive	one-time	testing	for	HCV	without	prior	ascertainment	
of	HCV	risk.	

•	 All	persons	with	identified	HCV	infection	should	receive	a	brief	alcohol	screening	and	intervention	
as	clinically	indicated,	followed	by	referral	to	appropriate	care	and	treatment	services	for	HCV	
infection	and	related	conditions.

Guidelines for Prevention and Treatment of Opportunistic Infections in HIV-Infected 
Adults and Adolescents

•	 HIV-infected	patients	should	be	tested	routinely	for	evidence	of	chronic	HCV	infection.	Initial	
testing	for	HCV	should	be	performed	using	the	most	sensitive	immunoassays	licensed	for	
detection	of	antibody	to	HCV	(anti-HCV)	in	blood.

Recommendations for Prevention and Control of Hepatitis C Virus (HCV) Infection and 
HCV-Related Chronic Disease

Routine HCV testing is recommended for:

•	 Persons	who	ever	injected	illegal	drugs,	including	those	who	injected	once	or	a	few	times	many	
years	ago	and	do	not	consider	themselves	as	drug	users.	

•	 Persons	with	selected	medical	conditions,	 including	persons	who	received	clotting	factor	
concentrates	produced	before	1987;	persons	who	were	ever	on	chronic	(long-term)	hemodialysis;	
and	persons	with	persistently	abnormal	alanine	aminotransferase	levels.	

•	 Prior	recipients	of	transfusions	or	organ	transplants,	 including	persons	who	were	notified	
that	they	received	blood	from	a	donor	who	later	tested	positive	for	HCV	infection;	persons	
who	received	a	transfusion	of	blood	or	blood	components	before	July	1992;	and	persons	who	
received	an	organ	transplant	before	July	1992.

Routine HCV testing is recommended for persons with recognized exposures, including:

•	 Health	care,	emergency	medical,	and	public	safety	workers	after	needle	sticks,	sharps,	or	
mucosal	exposures	to	HCV-positive	blood.

•	 Children	born	to	HCV-positive	women.

Figure 1.  CDC recommendations for prevention and control of hepatitis C virus (HCV) infection and 
HCV-related chronic diseases
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on average.5 The precise mechanism leading to the 
inability of most individuals to spontaneously clear 
acute HCV infection remains unclear, but it is likely 
multifactorial and includes genetic diversity of the virus 
and its tendency toward rapid mutation, allowing HCV 
to escape immune recognition6. Current HCV therapy 
consists of pegylated interferon (PIFN) and ribavirin 
(RBV) for genotype 2, 3, and 4 and PIFN, RBV plus 
a protease inhibitor, either telaprevir or boceprevir, 
for genotype 1. While side effects continue to remain 
numerous, sustained virologic response rates (SVR) 
have significantly improved since therapy for HCV 
was first approved in 1991.7

Recently, the CDC  released updated and revised 
national guidelines for screening HCV in the US, 
in hopes of raising awareness of the prevalence of 
disease, improving the incidence of disease detection 
and positively impacting the healthcare system (Figure 
1). However,  these updated guidelines were met with 
some criticism and opposition. The US Preventative 
Task Force rejected these guidelines citing low 
prevalence of chronic HCV in the general population 
and a relatively low risk of developing progressive 
liver disease. Furthermore, they opined that screening 
does not lead to improved health care outcomes such as 

decreased cirrhosis, hepatocellular carcinoma (HCC) or 
mortality. However, since most individuals exposed to 
HCV develop chronic infection, and 20-30% develop 
cirrhosis and the potential complications associated 
with cirrhosis, the physical and financial burden on 
the current healthcare system is and will continue to 
be dramatic.8, 9 

Importance of screening
While the number of individuals that were born between 
1945 and 1965 only account for 27 percent of the U.S. 
population, these individuals account for 75 percent 
of all HCV infections in the US, 73 percent of HCV-
related mortality and the highest risk of developing liver 
disease related complications including cirrhosis and 
HCC.10, 11 This is illustrated in Figure 2 in an analysis 
by Razavi, et al.12 Therefore, proactively screening 
individuals born during this timeframe, independent 
of possible risk factors, yields early identification, 
diagnosis and access to treatment.

Treatment resulting in SVR would prevent the 
progression of liver disease thereby decreasing the 
development of HCC, liver failure and the need for 
liver transplantation.

(continued on page 40)
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The incorporation of the CDC Hepatitis C screening 
guidelines would alleviate the burden of questioning all 
patients regarding history of illicit drug use or having 
received blood products. This also alleviates the risk 
of obtaining inaccurate information from the patient, 
whether it is intentional or unintentional.

According to the same analysis, the estimated 
lifetime cost of an individual infected with HCV is 
$64,490, significantly higher compared to non-infected 
individuals.8 The analysis also found that while HCV 
prevalence has declined, the prevalence of advanced 
liver disease will continue to increase, negatively 
impacting healthcare costs, as illustrated in Figure 
3. Therefore, despite the low prevalence of infected 
persons as noted by the US Preventative Services Task 
Force, the cost per those infected dramatically impacts 
healthcare costs over an individual’s lifetime. 

While the CDC guidelines have identified the 
population with the highest prevalence and HCV 
related mortality, it is important to also continue to 
screen those with known risk factors despite their age. 
Recent data from the Florida Department of Health 
(FDOH) reveals an overall decline in chronic hepatitis 
C in Florida between 2005-2011 yet the rates have 

doubled in young adults (18-30 years).13 Additionally, 
in Northern Kentucky, there has been a dramatic rise in 
HCV diagnosis in the 20-29 year old age group. 88% of 
these individuals had a history of IVDU and were tested 
while in transitional housing or treatment centers which 
has previously been not been a cohort fully reported.14

Explanation of the CDC Birth Cohort
HCV is an RNA (ribonucleic acid) virus that is mainly 
transmitted through contaminated blood or blood 
products. The risks of exposure to HCV (Figure 1) include 
1) individuals who received clotting factors prior to 
1987 and/or blood transfusions or organ transplantation 
prior to July 1992 (the date that screening of blood 
products was improved), 2) illicit drug users (IVDU 
and nasal drug users), 3) chronic hemodialysis patients, 
4) patients infected with human immunodeficiency 
virus (HIV) and, recently, 5) individuals in the US born 
between the years of 1945-1965. 

With respect to the recent CDC guidelines, three 
different age cohorts, 1945-1965, 1950–1970 and 
1945–1970, were evaluated and then stratified based 
on race, ethnicity and gender. The cohort of 1945-
1965 was ultimately chosen as it was felt to have the 
best representative sample of patients encompassing 

(continued from page 38)
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all race and ethnicities.15 The prevalence of HCV in 
this cohort was found to be five times higher than the 
other cohorts, which, according the CDC, “reflects the 
substantial number of incident infections throughout 
the 1970s and 1980s and the persistence of HCV as 
a chronic infection”.15 This particular time period has 
been associated with a high rate of HCV infection for 
many reasons including lack of available screening of 
the blood supply as well as the high rate of IVDU.15

Although controversial, tattooing may also be a risk 
factor for contracting HCV. A recent article by Carney, 
et al found a strong association between tattooing 
and HCV infection in a large cohort of patients. 
This association was noted even patients who lacked 
traditional HCV risk factors such as IVDU or blood 
transfusion prior to 1992.16

Role of the Healthcare Provider
The release of new CDC guidelines will undoubtedly 
identify a vast number of individuals with chronic 
HCV that were previously undiagnosed. Inevitably 
this will lead to increased demand on medical services 
in primary care, and at least in the short-term, in 
the specialties of gastroenterology and hepatology. 
Currently the impact of the influx of newly diagnosed 
patients with positive anti-HCV antibody, whether to 
community gastroenterology practices or to academic 
health centers, is unclear. While the majority of 
individuals who have a positive anti-HCV antibody 
will later be confirmed to have chronic infection 
confirmed by HCV RNA, a small subset of patients 
with exposure history may spontaneously clear the 
virus or instead have a false positive result.2 Providers 
who are counseling individuals on test results should 
understand that a positive anti-HCV antibody is not 
necessarily a diagnosis of chronic infection. This is 
merely a reflection of prior exposure and further testing, 
specifically an HCV RNA, needs to be completed to 
confirm the presence of chronic infection. Misdiagnosis 
based on a positive anti-HCV antibody can lead to 
undue anxiety and stress and, in some cases, may impact 
the patient’s ability to qualify for healthcare or life 
insurance, lead to negative stigma associated with a 
false diagnosis and prevent the individual from ever 
donating blood.

ConClusion
The updated CDC Guidelines are an important step 
aimed at helping HCPs more easily identify individuals 

with HCV so that they may be referred for treatment 
if needed. In the not so distant future, new all-oral 
HCV medication regimens will be available that will 
be capable of curing more HCV patients, in less time, 
with less treatment-associated side effects. It appears 
that the medical field is rapidly moving forward to make 
HCV a disease of the past. n
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