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Hepatitis C virus infection is still common among dialysis patients, but the natural history of HCV in this group is not completely
understood. Recent evidence has been accumulated showing that anti-HCV positive serologic status is signi�cantly associated with
lower survival in dialysis population; an increased risk of liver and cardiovascular disease-related mortality compared with anti-
HCV negative subjects has been found. According to a novel meta-analysis (fourteen studies including 145,608 unique patients),
the adjusted RR for liver disease-related death and cardiovascular mortality was 3.82 (95% CI, 1.92; 7.61) and 1.26 (95% CI, 1.10;
1.45), respectively. It has been suggested that the decision to treat HCV in patients with chronic kidney disease be based on the
potential bene�ts and risks of therapy, including life expectancy, candidacy for kidney transplant, and co-morbidities. According to
recent guidelines, the antiviral treatment of choice in HCV-infected patients on dialysis is mono-therapy but fresh data suggest the
use of modern antiviral approaches (i.e., pegylated interferon plus ribavirin). e summary estimate for sustained viral response
and drop-out rate was 56% (95% CI, 28–84) and 25% (95% CI, 10–40) in a pooled analysis including 151 dialysis patients on
combination antiviral therapy (conventional or pegylated interferon plus ribavirin).

1. Introduction

Hepatitis C virus (HCV) infection remains frequent in patient
receiving long-term dialysis both in developed and less-
developed countries. e natural history of HCV infection
in dialysis patients remains incompletely understood; contro-
versy continues even in patients with intact kidney function.
De�ning the natural history of HCV remains difficult for
several reasons: the disease has a very long duration, it is
mostly asymptomatic, and determining its onset may be
difficult. Additional factors can modify the course includ-
ing coinfection with HBV, HIV, and alcohol use. Because
treatment is widely used, future natural history studies of
chronicHCVmay not be possible as easily documented onset
of infection, that is, posttransfusion HCV, no longer occurs
[1, 2].

Assessing the natural history of hepatitis C among
patients on regular dialysis is even more problematic because
of additional characteristics of this population. Nephrologists
have been reluctant to perform liver biopsy due to concern
about abnormalities in platelet function in uraemia. Amino-
transferase activity is lower in patients with chronic renal

failure than in nonuremic population, and this may hamper
recognition of HCV-related liver disease. Although third-
generation anti-HCV testing is speci�c and sensitive in
patients with end-stage renal disease, earlier versions of anti-
HCV testing have been less reliable in ESRD patients because
of the blunted humoral immune response that occur with
renal disease: a small proportion of ESRD patients have HCV
viraemia in serum, but lack detectable anti-HCV [3].

�ortality is an identi�able complication of liver disease
and a reliable end-point in the natural history of HCV-related
liver disease. Recent evidence indicates that HCV plays a
detrimental effect on survival in the dialysis population,
but it remains unknown whether the elevated mortality risk
because of HCV infection is only attributable to an increase
in liver disease-related deaths.

2. Epidemiology

Hepatitis C virus is a blood-borne pathogen that appears to
be endemic in many parts of the world. e World Health
Organization (WHO) estimates that global prevalence of
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HCV infection averages 3% or around 170 million infected
persons worldwide. However, population-based surveys are
not available in many parts of the world, and prevalence
estimates are based on testing of selected populations such
as blood donors. Prevalence of con�rmed serologic status for
anti-HCV antibody in blood donors ranges from less than
0.1% in northern Europe to 0.5% in western Europe and
North America. Higher rates have been reported from Brazil,
Eastern Europe, the Mediterranean area, and parts of Africa
and Asia (1%–5%) [4].

Soon aer the discovery of HCV as the major cause of
non-A, non-B hepatitis, HCV was recognized as the most
important agent of liver disease among patients receiving
long-term dialysis. As in the general population, the preva-
lence of HCV among dialysis patients varies worldwide,
ranging from as low as 1% to as high as over 70%. It is impor-
tant to emphasize that the prevalence of anti-HCV positive
patients on long-term dialysis in northern Europe is below
5%, around 10% in most of southern Europe and the USA,
between 10% and 70% in many countries of the developing
world, including north Africa, Asia, and southern America.
e risk of HCV transmission is almost only parenteral:
before the 1990s, the main routes of transmission were
blood product transfusion, intravenous drug use, or unsafe
injection procedures. Since the systematic screening of blood
products, the residual risk of transfusion HCV infection is
extremely low. e most important routes of transmission of
HCV in industrialized countries remain intravenous or nasal
drug use, mother to child transmission, and unsafe medical
or surgical procedures. e risk of sexual transmission is
rather low. e most important risk factors for acquisition
of HCV in dialysis patients include blood transfusions and
total spent time on dialysis. Additional risks factors include
intravenous drug use and a history of kidney transplantation.
e dialysis-related risk is around 2%, varying according to
the countries; healthcare-related transmission of HCV can
be eradicated with the full adherence to infection control
procedures designed to prevent transmission of blood-borne
pathogens [4].

ere is abundant information on prevalence and inci-
dence rates of HCV infection among patients on long-term
dialysis in developed countries, and several population-based
surveys have been made to this aim [5–8]. On the contrary,
evidence on epidemiology of HCV in dialysis patients from
developing countries is poor and mostly based on single-
center studies [9–15]. Since the introduction in the 1990s
of the screening of blood donors, transmission of HCV by
blood transfusions is now exceedingly rare in dialysis units
in developed countries. A big decrease in the frequency of
anti-HCV antibodies has been noted during the 1990s in
several countries from western Europe as an example the
frequency of anti-HCV antibody in Italy ranges now between
8% and 12% (around 30% in early 1990s) [16–19]. e
prevalence of positive serologic status for anti-HCV antibody
has apparently not changed signi�cantly over the last years
(8%–10%) among patients receiving long-term dialysis in the
USA, according to the data collected from the Centers for
Disease Control and Prevention (CDC) [20]. e evolution
of the epidemiology of HCV among patients on long-term

dialysis in other countries is still unclear. It is important to
give emphasis to that the prevalence ofHCV is highly variable
fromunit to unit within the same country, with recent reports
from some dialysis units in the USA reporting prevalences
above 20% [20].

3. HCV-Related Liver Disease in
Dialysis Patients: Biochemical and
Clinical Manifestations

HCV-related liver disease is mostly asymptomatic in patients
on long-term dialysis. Some symptoms which typically occur
in nondialysis patients with HCV (i.e., asthenia, cognitive
impairment) are common in the dialysis population irrespec-
tive of their HCV serologic status. Biochemical evaluation of
HCV infection in patients on long-term dialysis is inaccurate
as serum aminotransferase values are typically lower in
dialysis patients than the nonuremic populations. Dialysis
patients who are HCV viraemic have aminotransferase levels
greater than those without, although values are still within
the “normal” range. In a series of 394 patients receiving
regular haemodialysis in the greater Los Angeles area, serum
aspartate and alanine aminotransferase levels were signi�-
cantly higher in viraemic patients than in individuals with
no detectable HCV RNA in serum: 23.8 (95% CI, 60.8–9.3)
versus 17.1 (95% CI, 50.4–5.8)U/L (𝑃𝑃 𝑃 𝑃𝑃𝑃𝑃𝑃) and 14.4
(95% CI, 48.9–4.3) versus 9.8 (95% CI, 37.2–2.5)U/L (𝑃𝑃 𝑃
0.008). Logistic regression analysis demonstrated a strong
association between HCV viraemia and positive serologic
status (𝑃𝑃 𝑃 𝑃𝑃𝑃𝑃𝑃𝑃) and ALT activity (𝑃𝑃 𝑃 𝑃𝑃𝑃𝑃) [21].

Serum gamma glutamyl-transpeptidase (GGTP) were
measured in a large cohort (𝑛𝑛 𝑛 𝑛𝑛𝑛) of patients receiving
maintenance dialysis in northern Italy; serum GGTP were
higher in HBsAg positive and/or anti-HCV positive patients
than in HBsAg negative/anti-HCV negative patients on dial-
ysis; 85.1 ± 184.1 versus 25.8 ± 23.9 IU/L (𝑃𝑃 𝑃 𝑃𝑃𝑃𝑃𝑃𝑃). Raised
GGTP levels were found in 41 (22.2%) individuals with
chronic viral hepatitis. Logistic regression analysis demon-
strated a signi�cant and independent association between
serum GGTP levels and positive HBsAg (𝑃𝑃 𝑃 𝑃𝑃𝑃𝑃𝑃) and
anti-HCV antibody (𝑃𝑃 𝑃 𝑃𝑃𝑃𝑃𝑃𝑃) status. No signi�cant
difference occurred with regard to GGTP values between
study and healthy cohorts aer correction for age, gender,
ethnicity, and viral markers. A subset (𝑛𝑛 𝑛𝑛𝑛𝑛 ) of dialysis
patients was tested bymolecular technology (branched-chain
DNA (bDNA) assay) to measure HCV RNA in serum—an
independent and signi�cant association (𝑃𝑃 𝑃 𝑃𝑃𝑃𝑃𝑃𝑃)
between raised GGTP levels and detectable HCV RNA in
serum was found [22].

In a large cohort of patients on long-term dialysis in the
USA (13,664 patients) aer adjustment for several covariates
of MCS (malnutrition-in�ammatory complex syndrome),
an independent relationship between anti-HCV seropositive
status and serum alkaline phosphatase activity was found,
OR, 1.01 (95% CI, 1.0–1.02), 𝑃𝑃 𝑃 𝑃𝑃𝑃𝑃𝑃 [23]. Among
HCV-infected patients, higher serum intact parathormone
levels have been detected, 422 ± 423 versus 338 ± 356 pg/mL
(𝑃𝑃 𝑃 𝑃𝑃𝑃𝑃𝑃𝑃) which persisted even among African-American
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patients [24].ese observations have been linked to “hepatic
osteodystrophy,” a type of bone disease previously described
in nondialysis persons with hepatitis [25].

HCV-infected patients on maintenance dialysis have a
higher prevalence of hypoalbuminemia when compared to
non-HCV-infected counterparts. A survey from the USA
reported a signi�cant difference in serum levels of albu-
min in their cohort of patients on regular dialysis (𝑛𝑛 𝑛
69, 294): 3.68 ± 0.45 versus 3.76 ± 0.41 g/L (𝑃𝑃 𝑃𝑃𝑃𝑃𝑃𝑃𝑃 )
[23]. ey suggested that the impact of HCV infection on
nutritional status and in�ammation may be the main cause
of cardiovascular mortality in this population. In�ammation
associated with chronic infections may contribute to the
increased CV death risk in dialysis populations. In addition,
multiple studies have reported that HCV is associated with
liver steatosis, insulin resistance, and hypoadiponectinemia.
In addition to conventional cardiovascular risk factors in
dialysis patients such as arterial hypertension, hypercholes-
terolemia, and hyperhomocysteinemia, HCV infection may
be an important factor. is opinion is supported by the
notion that traditional risk factors only partially explain the
mortality excess in dialysis population.

Dialysis patients have multiple comorbidities (arterial
hypertension, gastrointestinal bleeding, anaemia, and failure
of the vascular access, among others), and clinicians fre-
quently neglect these biochemical alterations in the everyday
clinical practice. According to the data from two registries,
the Lombard Dialysis and Transplant Registry (RLDT) and
the US Renal Data System (USRDS), 4,196 patients on
renal replacement therapy were studied—the frequency of
cirrhosis ranged between 1.5% and 2.0% [26].

4. Impact of Hepatitis C on Survival in Dialysis:
Liver-Related and Cardiovascular Mortality

ere are extremely limited data available on patient survival
in HCV-infected CKD patients who are not on dialysis [27–
39]. It has been assumed that survival in the majority of
patients with CKD stage 1 and most patients with CKD stage
2 is not signi�cantly different from that of the general popu-
lation with normal kidney function. For patients with CKD
stages 3 and 4, 5-year survival in individuals without HCV
infection has been reported to range between 76% and 54%.
Increasing evidence on the relationship between anti-HCV
positive serologic status and survival in patients on long-term
dialysis has been accumulated. A novel meta-analysis includ-
ing fourteen observational studies (𝑛𝑛 𝑛 𝑛𝑛𝑛𝑛𝑛𝑛𝑛  unique
patients on long-term dialysis) demonstrated that anti-HCV
positive serological status was an independent and signi�cant
risk factor for death in patients on maintenance dialysis [40].
e summary estimate for adjusted relative risk (all-cause
mortality) was 1.35 with a 95% con�dence interval (CI) of
1.25–1.47. e negative impact of HCV on all-cause survival
in dialysis population is in keeping with other sources. e
Dialysis Outcomes and Practice Patterns Study (DOPPS),
a prospective observational study of representative samples
of haemodialysis patients in France, German, Italy, Japan,
Spain, the United Kingdom, and the United States (16,720

patients followed up to 5 years) reported an independent and
signi�cant association between anti-HCV positive serologic
status and mortality (RR, 1.17; 𝑃𝑃 𝑃 𝑃𝑃𝑃𝑃𝑃𝑃) [41].

e same meta-analysis gave information on disease-
speci�c related deaths among dialysis patients according
to HCV status [40]. In fact, a strati�ed analysis showed
that the adjusted relative risk (aRR) for liver disease-related
death was 3.82 (95% CI, 1.92; 7.61); heterogeneity statistics,
𝑅𝑅𝑖𝑖 = 0.58 (𝑃𝑃 value by 𝑄𝑄 test = 0.087). e adjusted RR for
cardiovascular mortality was 1.26 (95% CI, 1.10; 1.45); no
heterogeneity was found. In most studies included in this
systematic review, the major complications of HCV-related
chronic liver disease (cirrhosis andhepatocellular carcinoma)
were signi�cantly more frequent causes of death in anti-
HCV antibody-positive patients on dialysis than in anti-
HCV antibody negative patients on dialysis. ese results are
consistent with evidence from other sources. According to
pooled data provided by the US and RLDT registries, the
occurrence of cirrhosis is signi�cantly associated with lower
survival in dialysis population (𝑃𝑃 𝑃𝑃𝑃𝑃𝑃 ) [26].

at the predominant cause of death in patients on
regular dialysis is cardiovascular is well known from the
1990s [42], but we observed the persistence of an increased
HCV-associated cardiovascular risk aer adjustment for
several covariates including age, gender, time on dialysis, and
diabetes mellitus. Several lines of evidence are in keeping
with this observation; Kalantar-Zadeh et al. [23] performed
a population-based survey (2,778 patients on long-term
dialysis at Da Vita system) and found a hazard ratio for
cardiovascular death of 1.43 (95% CI, 1.0–2.06, 𝑃𝑃 𝑃𝑃𝑃𝑃𝑃 )
aer adjustment for several case-mix covariates and available
surrogates ofmalnutrition-in�ammation syndrome.iswas
observed over a short (3 years) followupdespite the long-term
complications of HCV-related liver disease. A signi�cant
and favourable impact of kidney transplantation on the
adjusted risk of cardiovascular death has been observed in
a large cohort of HCV-infected patients with chronic kidney
disease by Roth et al. [43]. ey retrospectively identi�ed
230 HCV-infected patients during the transplant evaluation
and noted an early (<6 months) and sustained decrease
in the risk of cardiovascular death (HR, 0.20; 95% CI,
0.08–0.47, 𝑃𝑃 𝑃 𝑃𝑃𝑃𝑃𝑃) aer transplant over remaining on the
waitlist.

e link between CV mortality and HCV infection
among patients receiving long-term dialysis has been studied
by Oyake and colleagues [44] using pulse-wave velocime-
ter measurements. ey prospectively evaluated 94 dialysis
patients (17 being HCV positive) by measurements of aortic
stiffness (by carotid-femoral pulse wave velocity). Multiple
logistic regression analysis found that mean blood pressure
and HCV viraemia (OR, 9.7; 95% CI, 1.18–81.2; 𝑃𝑃 𝑃
0.05) were signi�cantly and independently associated with
high pulse wave velocity. Kaplan-Meier survival curves for
cerebrovascular and cardiovascular event-free rates indicated
a highly signi�cant difference between HCV RNA-positive
or negative patients on regular dialysis (log-rank test, 𝑃𝑃 𝑃
0.05). e authors suggested an atherogenic role by HCV
through aggravation of metabolic syndrome and dyslipi-
demia [44].
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5. Impact of HCV on Dialysis: Quality of Life

It has been recently suggested that one of the mechanisms
of increased mortality in HCV-positive patients is related
to an impairment of quality of life. Numerous investigators
have noted that the QoL is lowered in dialysis population;
also, HCV-infected individuals with intact kidney function
have an impairment of QoL scores. To date, Afsar et al.
[45] are the investigators who addressed better this point;
they studied 165 patients on regular dialysis (83 anti-HCV
positive). ey evaluated QoL by SF-36, a test which con-
sists of 36 items, assigned to eight subscales, that can be
summarized by a physical component summary score and
mental component score. SF-36 has been commonly used
and validated in CKD population. ere was an indepen-
dent and signi�cant association between anti-HCV positive
serological status and lower mental component summary
score (𝐵𝐵, −3.423, 𝑃𝑃 𝑃 𝑃𝑃𝑃𝑃𝑃). No association between
HCV and physical component summary score was found
(NS). e presence of symptoms of depression might be one
explanation—depression is common in patients with HCV as
a reactive phenomenon related to the diagnosis (“labeling”
effect) and concerns over long-term health. Depression may
be secondary to symptoms such as fatigue and cognitive
impairment that can be commonly noted in HCV-infected
subjects. In addition, HD treatment is per se independently
associated with an increased prevalence of depression, which
in turn negatively affects health-related QoL.

e quality of life in treated and untreated patients on
regular HD with chronic HCV infection was addressed by
Akyuz et al. [46]; they treated �y-�ve patients with IFN𝛼𝛼-
2b for a median 48 months before administration of the
questionnaire (30 received IFN for 6 months; 25 for 12
months), and 40 untreated patients were the control group.
All patients were evaluated by the Short Form-36 (SF-36)
healthy survey to evaluate their quality of life aer antiviral
treatment.erewas a negative relationship between IFN and
health perception (𝑃𝑃 𝑃 𝑃𝑃𝑃𝑃𝑃; 𝑟𝑟 𝑟𝑟𝑟𝑟 𝑟𝑟). General health per-
ception scores were positively and slightly increased in IFN
responder patients, but the difference was not statistically
signi�cant compared to nonresponders (𝑃𝑃 𝑃 𝑃𝑃𝑃𝑃). Mild and
severe physical activity were lower in IFN-treated patients
(𝑃𝑃 𝑃 𝑃𝑃𝑃𝑃𝑃𝑃 and 𝑃𝑃 𝑃 𝑃𝑃𝑃𝑃𝑃, resp.).

It remains unknown whether treatment of HCV in
patients on maintenance haemodialysis can decrease mor-
tality by improving QoL, irrespective of biological markers
(as an example, liver histology or viral characteristics); thus,
dialysis patients with advanced liver disease could still bene�t
from antiviral therapy in terms of QoL and therefore lowered
mortality.

6. Antiviral Treatment of HCV in Dialysis:
Background and Rationale

Unfortunately, all major randomized controlled trials (RCTs)
for the treatment of HCV infection have speci�cally excluded
patients with abnormal kidney function. Accordingly, the
available data that critically evaluate the indications for

treatment and determine the most efficacious and safe treat-
ment protocols in CKD patients are limited. e KDIGO
work group suggested that all CKD patients with HCV
infection be evaluated for antiviral treatment. e decision
to treat HCV infection in the CKD patients should be based
on the potential bene�ts and risks of therapy, including
life expectancy, candidacy for kidney transplantation, and
comorbidities.e patients should be appropriately informed
of the risks and bene�ts of antiviral therapy and should also
participate in the decision-making process.

e quality of evidence on efficacy and safety of IFN-
therapy for hepatitis C in CKD patients is very low. e size
of the study group was appropriate in many trials, and some
RCTs have been published on this topic. However, there is
concern about the applicability of these results to all dialysis
patients, as most of the individuals included in these studies
were on the waiting list for kidney transplantation and were
younger and probably healthier than the general dialysis pop-
ulation. Also, a minority of studies was from North America
where many CKD patients are African American. is is
of special relevance, because there are racial differences in
the response to IFN therapy in patients with intact kidney
function.

Life expectancy is a determining factor in advising ther-
apy for HCV-infected patients with CKD. In the context
of the lower life expectancy of maintenance haemodialysis
patients and the slowly progressive course of chronic HCV
infection, long observations periods are needed to observe
the bene�ts of successful antiviral therapy in these patients.
us, antiviral therapy should not be initiated in CKD
patients with a life expectancy lower than 5 years.

e KDIGO Work Group [4] gave recommendation to
treat HCV-infected patients accepted for kidney transplanta-
tion.e impetus to treat theHCV-infected kidney transplant
candidate is different than it is in the general population.
Potential bene�ts of successful antiviral therapy in kidney
transplant candidates include slowing the progression of liver
disease and reducing the risk of posttransplant complications
associated with HCV. e antiviral therapy of HCV-infected
kidney transplant candidates is targeted both to treat the
disease (slowing the progression of hepatitis C) and the
infection (avoiding the extrahepatic complications of HCV
aer transplant). Positive anti-HCV serologic status aer
kidney transplantation is implicated in the pathogenesis of
acute glomerulopathy [47], de novo GN [48–51], new onset
diabetes aer transplantation [52], excessive exposure to
cyclosporine [53], and a higher incidence of chronic allogra
nephropathy [54, 55].

Information in support of antiviral therapy of kidney
transplant candidates is based on three controlled clinical
trials. In the study by Cruzado et al. [56], of 15 HCV-positive
recipients who received pretransplant IFN therapy, 10 (67%)
had SVR (sustained virological response); only 1 (7%) of
these 15 treated patients, who remained viraemic, developed
de novoGN. Among the 63 untreated HCV-positive allogra
recipients, all of whom were RNA viraemic at the time of
transplantation, 12 (19%) developed de novoGN (𝑃𝑃 𝑃 𝑃𝑃𝑃𝑃𝑃).

Pretransplant antiviral therapy of HCV-infected trans-
plant recipients appears to lower the incidence of NODAT
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T 1: Recommended treatment of HCV infection in patients with chronic kidney disease.

Stage of CKD IFN Ribavirin

1 and 2 Pegylated IFN 𝛼𝛼-2a: 180 𝜇𝜇g weekly by subcutaneous route
Pegylated IFN 𝛼𝛼-2b: 1.5 𝜇𝜇g/kg−1 weekly by subcutaneous route

800–1200mg day−1 in two divided doses
(by oral route)

3 and 4 Pegylated IFN 𝛼𝛼-2a: 135 𝜇𝜇g weekly by subcutaneous route
Pegylated IFN 𝛼𝛼-2b: 1.0 𝜇𝜇g/kg−1 weekly by subcutaneous route

Stage 3: 400–800mg day−1 in two divided doses
(by oral route)
200–400mg daily (by oral route) for eGFR
<50mL/min per 1.73m2

5 Pegylated IFN 𝛼𝛼-2a: 135 𝜇𝜇g weekly by subcutaneous route
Pegylated IFN 𝛼𝛼-2b: 1.0 𝜇𝜇g/kg−1 weekly by subcutaneous route 200–400 daily (by oral route)

5D
Standard IFN 𝛼𝛼-2a: 3mU thrice weekly by subcutaneous route
Standard IFN 𝛼𝛼-2b: 1 𝜇𝜇g kg−1 weekly by subcutaneous route or
Pegylated IFN 𝛼𝛼-2a: 135 𝜇𝜇g weekly by subcutaneous route
Pegylated IFN 𝛼𝛼-2b: 1 𝜇𝜇g kg−1 weekly by subcutaneous route

200mg daily or 200mg thrice weekly
(by oral route)

(new onset posttransplant diabetes mellitus aer transplan-
tation). In their controlled trial, Gürsoy et al. [57] observed a
higher proportion of NODAT in the group of HCV-positive
recipients who had not received IFN than in those who were
treated with IFN before transplantation, 25% (10/40) versus
7% (1/14), 𝑃𝑃 𝑃 𝑃𝑃𝑃𝑃𝑃.

In a cohort of 50 kidney transplant recipients, a higher
frequency of nontreated controls developed chronic allo-
gra nephropathy compared with IFN-treated patients, 41%
(13/32) versus 6% (1/18), 𝑃𝑃 𝑃 𝑃𝑃𝑃𝑃𝑃. In the logistic regression
analysis, the absence of IFN therapy before kidney transplan-
tationwas a risk factor for chronic allogra nephropathy with
an odds ratio of 12 (𝑃𝑃 𝑃 𝑃𝑃𝑃𝑃) [58].

7. Antiviral Treatment of HCV in Chronic
Kidney Disease: Recommended Schedule
and Potential Adverse Reactions

In RCTs of HCV-infected patients with intact kidney func-
tion, the highest overall SVRs to date have been achieved
with the combination of weekly subcutaneous injections
of pegylated IFN and oral ribavirin. is represents the
current standard of care for HCV infection, according to the
current AASLD (American Association for the Study of Liver
Diseases) guidelines. is recommendation is based on the
results of three large randomized trials that were completed
in IFN-naïve patients with normal kidney function [59–61].

Signi�cant geographical variability exists in the preva-
lence of the six major HCV genotypes. Although genotype
does not predict the outcome of infection, it has been shown
to both predict the probability of response to and determine
the necessary duration of therapy. Infections with HCV
genotypes 1 and 4 are less responsive to IFN-based therapy
and require 48 weeks of treatment. In contrast, genotypes
2 and 3 are far more responsive to treatment and require
only 24 weeks of therapy to achieve SVR. HCV genotype 5
appears to have a response similar to genotypes 2 and 3 but
requires 48 weeks of therapy. Genotype 6 responds better
than genotype 1 but not so well as genotypes 2 and 3. ese
results have been obtained in patients with HCV infection
and normal kidney function [4]. A systematic review of

studies addressing antiviral therapy based on conventional
interferon in patients onmaintenance haemodialysis [62–80]
reported that an overall summary estimate for SVR was 37%
in the whole group and 30% in those patients with HCV
genotype 1 [81].

e level of kidney function in the CKD population plays
a crucial role on the pharmacokinetics of antiviral drugs
targeted at HCV. Kidney �ltration and catabolism have a
signi�cant contribution to the clearance of IFN and ribavirin�
thus, there is the need tomake appropriate dosing adjustment
and caution. No data exist in the literature to guide therapy
for HCV in patients with CKD stages 1 and 2. However, in
patients with a GFR >50mL per min per 1.73m2, impaired
kidney function does not have a major impact on the efficacy
and safety of combined IFN and ribavirin therapy. As such,
the results reported in patients with normal kidney function
treated with pegylated IFN plus ribavirin should apply to
CKD stages 1 and 2. Limited data exist about combina-
tion antiviral therapy (conventional or pegylated IFN plus
ribavirin) in CKD stages 3–5 patients. Some information
about the use of monotherapy with pegylated interferon in
dialysis populations exists [82–87], and the available data
on combined therapy (conventional or pegylated IFN plus
ribavirin) in the CKD population derive mostly from studies
of patients on maintenance haemodialysis [88–96]. ere
is limited information on the clearance of IFN in patients
with CKD stages 3 and 4. Available evidence indicates that
there is impaired clearance of standard IFN in patients on
maintenance haemodialysis. erefore, it would be reason-
able to assume that IFN clearance might be reduced in
patients with advanced CKD not yet on dialysis requiring a
dosage adjustment. Reduced kidney function (estimatedGFR
<60mL per min per 1.73m2) in CKD stages 3 and 4 would
be expected to worsen the side effects of combined antiviral
therapy with IFN and ribavirin (Table 1).

e major side effects of 𝛼𝛼-IFN can be �u-like symp-
toms, malaise, myalgia, asthenia, loss of weight, cardiovas-
cular disorders, haematological abnormalities, or neurolog-
ical disorders. To date, two different peg-IFNs are avail-
able, that is, peg-𝛼𝛼2a-IFN (Pegasys, Hoffmann-La Roche,
Basel, Switzerland) and peg-𝛼𝛼2b-IFN (Peg-Intron, Schering-
Plough, Berlin, Germany). e pegylation of 𝛼𝛼-IFN results
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T 2: Pegylated IFN plus ribavirin in dialysis patients: baseline characteristics and outcomes of studies.

Authors SVR Country Reference year
Bruchfeld et al. 50% (3/6) Sweden 2006
Rendina et al. 97.5% (34/35) Italy 2007
van Leusen et al. 71% (5/7) Netherlands 2008
Carriero et al. 28% (4/14) US 2008
Al-Saran et al. 70% (7/10) Saudi Arabia 2009
Hakim et al. 5% (1/20) US 2009
Liu et al. 60% (21/35) Taiwan 2009
Giguere et al. 73% (16/22) Arab Emirates 2011
Deltenre et al. 50% (16/32) France 2011
Results have been calculated according to an intention-to-treat (ITT) analysis.
SVR: sustained virological response.

in an increased half-life. According to a two-compartment
model in patients with normal and reduced kidney func-
tion, some authors have studied the pharmacokinetics of
ribavirin and found that the probability of response to
ribavirin increases with increasing ribavirin concentration.
Such approach has been hampered by the limited availabil-
ity of the assay (high-performance liquid chromatography)
to measure steady-state ribavirin levels [97]. Combination
antiviral therapy (IFN plus ribavirin) has not been recom-
mended in prior guidelines [98]. According to preliminary
�ndings [88–96], ribavirin should be used in patients on
maintenance haemodialysis in a cautious andwell-monitored
setting. Ribavirin use, indeed, is limited by haemolytic
anaemia that can be particularly dangerous in patients with
chronic kidney disease, who oen have anaemia as well
as other comorbidities (e.g., cardiac ischemia) at baseline.
e following precautions have been suggested: (1) very low
ribavirin dose (200mg daily or 200mg thrice weekly); (2)
weekly monitoring of haemoglobin levels; (3) high dose of
erythropoietin to treat anaemia; (4) low-dose iron to boost
erythropoietin therapy. Severe chronic haemolysis can be
also responsible for iron overload, liver iron deposition, and
acceleration in liver �brosis progression.

8. Antiviral Treatment of HCV in Dialysis:
Current Schedules

According to the KDIGO guidelines [4], monotherapy with
standard interferon is the therapy of choice for HCV-infected
subjects on maintenance dialysis. As demonstrated in a
recent meta-analysis, the viral response to monotherapy with
standard interferon in maintenance haemodialysis patients is
higher than that observed in subjects with chronic hepatitis C
and intact kidney function (37% versus 7%–16%) [81]. Sev-
eral mechanisms account for the relatively higher response
to IFN in patients undergoing maintenance haemodialysis.
Dialysis patients with HCV usually have a lower viral load
[21]; the infection is frequently associated with milder forms
of histologic liver disease [99]; clearance of IFN is lower in
dialysis patients than in non-CKD patients [100]; an increase
in endogenous IFN release from circulating white blood

cells during haemodialysis sessions has been shown [101]. A
marked and prolonged release of hepatocyte growth factor
(or other cytokines) caused by haemodialysis could play an
additional role [102].

e bene�ts and risks of antiviral therapy with IFN-
based regimens in HCV-infected patients on maintenance
haemodialysis have been evaluated in several studies. e
quality of evidence in this area is low overall. It has been
suggested that tolerance to IFN is lower in dialysis than
in non-CKD patients with chronic hepatitis C. Also, the
pro�le of side effects to IFN therapy in dialysis patients
seems different from normal controls. In addition to �u-like
symptoms, other common side effects leading to interruption
of IFN therapy in CKD population are neurologic and
cardiovascular disorders. Nevertheless, approximately one-
third of haemodialysis patients with chronic hepatitis C have
obtained SVR with standard IFN monotherapy [81]. What
we need now is to understand whether successful antiviral
therapy translates into longer survival in this population.

Tolerance to IFN monotherapy appears lower in patients
on maintenance haemodialysis than in non-CKD individ-
uals. e summary estimate of drop-out rate was 17% in
dialysis patients who received standard IFN monotherapy,
whereas the frequency of side effects requiring IFNdiscontin-
uation ranged between 5% and 9% in non-CKD patients with
chronic hepatitis C who received a usual dose of standard
IFN monotherapy (3MU thrice weekly for 6 months) [103–
105]. e altered pharmacokinetic parameters of IFN in
the haemodialysis population, higher age, and high rate of
comorbid conditions may, to some extent, explain the higher
frequency of side effects leading to IFN discontinuation. e
half-life of interferon-𝛼𝛼 was longer in dialysis patients than
in normal controls, 9.6 versus 5.3 h (𝑃𝑃 𝑃 𝑃𝑃𝑃𝑃𝑃), and the area
under the curvewas twice that of patients with normal kidney
function [100].

A minority of studies have evaluated combined therapy
(pegylated IFN plus ribavirin) in patients on maintenance
haemodialysis (Table 2). e quality of evidence on this
point is extremely low. e results provided in some studies
have been encouraging in terms of efficacy and safety,
but the limited size of the study groups does not allow
de�nitive recommendations. Combination antiviral therapy
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(interferon plus ribavirin) represents clearly an advance, in
terms of viral response, compared to monotherapy with
standard or pegylated IFN in patients on long-term dialysis;
it remains unclear whether combination antiviral therapy
based on pegylated IFN use is superior to standard IFN plus
ribavirin in dialysis patients with HCV.

e efficacy and safety of combination antiviral ther-
apy (conventional or pegylated interferon plus ribavirin) in
dialysis patients with chronic hepatitis C was evaluated by
performing a systematic review of the literature with a meta-
analysis of clinical studies [106]. e primary outcome was
sustained virological response (SVR) (as a measure of effi-
cacy); the secondary outcomewas drop-out rate (as ameasure
of tolerability). 10 clinical studies (151 unique patents) were
identi�ed, one (10%) of which was a controlled clinical trial.
Most (97.4%) patients were on long-term haemodialysis. e
summary estimate for SVR and drop-out rate was 56% (95%
CI, 28–84) and 25% (95% CI, 10–40), respectively. e most
common side effects requiring interruption of treatmentwere
anaemia (26%) and heart failure (9%).ese results occurred
irrespective of the type of interferon (conventional or peg-
IFN, peg-IFN 𝛼𝛼-2a or 𝛼𝛼-2b), trial design (controlled or
cohort studies), or clinical characteristics of patients (naïve,
relapsers, or nonresponders).e studies were heterogeneous
with regard to SVR and drop-out rate.

9. Antiviral Treatment of HCV in Dialysis:
Future Perspectives

Novel improvements in the understanding of the viral cycle,
and the characterization of viral enzymes which are potential
targets, resulted in the development of newmolecules, direct-
acting antiviral (DAA) drugs targeted against HCV, either
speci�c for genotype 1 (NS3�NS4A protease inhibitors and
NS5polymerase inhibitors) orwithwider spectrum (NS5Aor
entry inhibitors) and nonspeci�c antivirals (new interferons,
cyclophilin inhibitors).

Telaprevir and Boceprevir are two new potent protease
inhibitors that have been recently licensed from the Food
and Drug Administration (FDA). Both of these drugs inhibit
the HCV nonstructural (NS) protein 3-4A serine protease,
and recent studies have shown signi�cantly higher SVR
rates in patients with genotype 1 infection [107, 108]. For
treatment of genotype 1 HCV infection, novel guidelines
now recommend their use in combination with pegylated
IFN and ribavirin (triple therapy) in treatment-naïve and
treatment-experienced patients with genotype 1 chronic
HCV infection [109]. Some limitations of triple therapy have
been already emphasized including safety (cutaneous rash
or anaemia), drug interactions, cost, compliance, and viral
resistance [110]. Unfortunately, there are as yet no published
studies evaluating the role of triple therapy in the transplant
population or in patients with CKD.

Abbreviations

AASLD: American Association for the Study of Liver
Disease

CKD: Chronic kidney disease

CV: Cardiovascular
GFR: Glomerular �ltration rate
GN: Glomerulonephritis
HBV: Hepatitis B virus
HCV: Hepatitis C virus
HIV: Human immunode�ciency virus
DAA: Direct acting antiviral
HD: Haemodialysis
IFN: Interferon
NODAT: New onset diabetes aer transplantation
QoL: Quality of life
RCT: Randomized controlled trials
SVR: Sustained virological response.

Acknowledgment

is work has been supported in part by the grant “Project
Glomerulonephritis,” in memory of Pippo Neglia.

References

[1] F. Fabrizi, V. Dixit, P. Messa, and P. Martin, “Hepatitis C-related
liver disease in dialysis patients,” Contributions to Nephrology,
vol. 176, pp. 42–53, 2012.

[2] N. Perico, D. Cattaneo, B. Bikbov, and G. Remuzzi, “Hepatitis
C infection and chronic renal diseases,” Clinical Journal of the
American Society of Nephrology, vol. 4, no. 1, pp. 207–220, 2009.

[3] N. Hanuka, E. Sikuler, D. Tovbin et al., “Hepatitis C virus
infection in renal failure patients in the absence of anti-hepatitis
C virus antibodies,” Journal of Viral Hepatitis, vol. 9, no. 2, pp.
141–145, 2002.

[4] Kidney Disease: Improving Global Outcomes, “KDIGO clinical
practice guidelines for the prevention, diagnosis, evaluation,
and treatment of Hepatitis C in chronic kidney disease,” Kidney
International, vol. 73, supplement 109, pp. S1–S99, 2008.

[5] P. M. Schneeberger, I. Keur, A. M. van Loon et al., “e
prevalence and incidence of hepatitis C virus infections among
dialysis patients in e Netherlands: a nationwide prospective
study,” Journal of Infectious Diseases, vol. 182, no. 5, pp.
1291–1299, 2000.

[6] H. Hinrichsen, G. Leimenstoll, G. Stegen, H. Schrader, U.
R. Fölsch, and W. E. Schmidt, “Prevalence and risk factors
of hepatitis C virus infection in haemodialysis patients: a
multicentre study in 2796 patients,” Gut, vol. 51, no. 3, pp.
429–433, 2002.

[7] K. Sauné, N. Kamar, M. Miédougé et al., “Decreased prevalence
and incidence of HCV markers in haemodialysis units: a mul-
ticentric French survey,” Nephrology Dialysis Transplantation,
vol. 26, no. 7, pp. 2309–2316, 2011.

[8] N. Petrosillo, P. Gilli, D. Serraino et al., “Prevalence of infected
patients and understaffing have a role in hepatitis C virus
transmission in dialysis,” American Journal of Kidney Diseases,
vol. 37, no. 5, pp. 1004–1010, 2001.

[9] Z. Hruby, J. Sliwinski, I. Molin et al., “High prevalence of
antibodies to hepatitis C virus in three haemodialysis centres
in south-western Poland,” Nephrology Dialysis Transplantation,
vol. 8, no. 8, pp. 740–743, 1993.

[10] P. Luengrojanakul, K. Vareesangthip, T. Chainuvati et al.,
“Hepatitis C virus infection in patients with chronic liver
disease or chronic renal failure and blood donors in ailand,”
Journal of Medical Virology, vol. 44, no. 3, pp. 287–292, 1994.



8 ISRN Nephrology

[11] S. Huraib, R. Al-Rashed, A. Aldrees, M. Aljefry, M. Arif, and F.
A. Al-Faleh, “High prevalence of and risk factors for hepatitis
C in haemodialysis patients in Saudi Arabia: a need for new
dialysis strategies,”Nephrology Dialysis Transplantation, vol. 10,
no. 4, pp. 470–474, 1995.

[12] M. J. D. Cassidy, D. Jankelson, M. Becker, T. Dunne, G. Walzl,
and M. R. Moosa, “e prevalence of antibodies to hepatitis C
virus at two haemodialysis units in South Africa,” South African
Medical Journal, vol. 85, no. 10, pp. 996–998, 1995.

[13] M. Voiculescu, L. Iliescu, C. Ionescu et al., “A cross-sectional
epidemiological study ofHBV,HCV,HDVandHEVprevalence
in the SubCarpathian and South-Eastern regions of Romania,”
Journal of Gastrointestinal and Liver Diseases, vol. 19, no. 1, pp.
43–48, 2010.

[14] M. A. M. Santos and F. J. D. Souto, “Infection by the hepatitis C
virus in chronic renal failure patients undergoing hemodialysis
inMatoGrosso state, central Brazil: a cohort study,” BMCPublic
Health, vol. 7, article 32, 2007.

[15] D. W. Johnson, H. Dent, Q. Yao et al., “Frequencies of hep-
atitis B and C infections among haemodialysis and peritoneal
dialysis patients in Asia-Paci�c countries: analysis of registry
data,” Nephrology Dialysis Transplantation, vol. 24, no. 5, pp.
1598–1603, 2009.

[16] R. B. Fissell, J. L. Bragg-Gresham, J. D. Woods et al., “Patterns
of hepatitis C prevalence and seroconversion in hemodialysis
units from three continents: the DOPPS,” Kidney International,
vol. 65, no. 6, pp. 2335–2342, 2004.

[17] M. Jadoul, J. L. Poignet, C. Geddes et al., “e changing epi-
demiology of hepatitis C virus (HCV) infection in haemodial-
ysis: European multicentre study,” Nephrology Dialysis Trans-
plantation, vol. 19, no. 4, pp. 904–909, 2004.

[18] M. Espinosa, A. Martín-Malo, R. Ojeda et al., “Marked reduc-
tion in the prevalence of hepatitis C virus infection in hemodial-
ysis patients: causes and consequences,” American Journal of
Kidney Diseases, vol. 43, no. 4, pp. 685–689, 2004.

[19] G. Barril and J. A. Traver, “Decrease in the hepatitis C virus
(HCV) prevalence in hemodialysis patients in Spain: effect
of time, initiating HCV prevalence studies and adoption of
isolation measures,” Antiviral Research, vol. 60, no. 2, pp.
129–134, 2003.

[20] L. Finelli, J. T. Miller, J. I. Tokars, M. J. Alter, and M. J.
Arduino, “National surveillance of dialysis-associated diseases
in the United States, 2002,” Seminars in Dialysis, vol. 18, no. 1,
pp. 52–61, 2005.

[21] F. Fabrizi, P. Martin, V. Dixit et al., “Quantitative assessment of
HCV load in chronic hemodialysis patients: a cross-sectional
survey,” Nephron, vol. 80, no. 4, pp. 428–433, 1998.

[22] F. Fabrizi, A. F. De Vecchi, A. R. Qureshi et al., “Gamma
glutamyltranspeptidase activity and viral hepatitis in dialysis
population,” International Journal of Arti�cial �rgans, vol. 30,
no. 1, pp. 6–15, 2007.

[23] K. Kalantar-Zadeh, R. D. Kilpatrick, C. J. McAllister et al.,
“Hepatitis C virus and death risk in hemodialysis patients,”
Journal of the American Society of Nephrology, vol. 18, no. 5, pp.
1584–1593, 2007.

[24] K. Kalantar-Zadeh, C. J. McAllister, and L. G. Miller, “Clinical
characteristics andmortality in hepatitis C-positive haemodial-
ysis patients: a population based study,” Nephrology Dialysis
Transplantation, vol. 20, no. 8, pp. 1662–1669, 2005.

[25] V. Goral, M. Simsek, and N.Mete, “Hepatic osteodystrophy and
liver cirrhosis,” World Journal of Gastroenterology, vol. 16, no.
13, pp. 1639–1643, 2010.

[26] D. Marcelli, D. Stannard, F. Conte, P. J. Held, F. Locatelli, and F.
K. Port, “ESRD patient mortality with adjustment for comorbid
conditions in Lombardy (Italy) versus theUnited States,”Kidney
International, vol. 50, no. 3, pp. 1013–1018, 1996.

[27] B. J. G. Pereira, S. N. Natov, B. A. Bouthot et al., “Effect of
hepatitis C infection and renal transplantation on survival in
end-stage renal disease,” Kidney International, vol. 53, no. 5, pp.
1374–1381, 1998.

[28] C. O. Stehman-Breen, S. Emerson, D. Gretch, and R. J. Johnson,
“Risk of death among chronic dialysis patients infected with
hepatitis C virus,” American Journal of Kidney Diseases, vol. 32,
no. 4, pp. 629–634, 1998.

[29] E. Nakayama, T. Akiba, F. Marumo, and C. Sato, “Prognosis
of anti-hepatitis C virus antibody-positive patients on regu-
lar hemodialysis therapy,” Journal of the American Society of
Nephrology, vol. 11, no. 10, pp. 1896–1902, 2000.

[30] M. Espinosa, A. Martin-Malo, M. A. A. De Lara, and P. Aljama,
“Risk of death and liver cirrhosis in anti-HCV-positive long-
term haemodialysis patients,” Nephrology Dialysis Transplanta-
tion, vol. 16, no. 8, pp. 1669–1674, 2001.

[31] M. Espinosa, A. Martin-Malo, M. A. Alvarez de Lara, R. Gon-
zalez, M. Rodriguez, and P. Aljama, “Natural history of acute
HCV infection in hemodialysis patients,” Clinical Nephrology,
vol. 58, no. 2, pp. 143–150, 2002.

[32] A. Di Napoli, P. Pezzotti, D. Di Lallo, N. Petrosillo, C. Trivelloni,
and S. Di Giulio, “Epidemiology of hepatitis C virus among
long-term dialysis patients: a 9-year study in an Italian Region,”
American Journal of Kidney Diseases, vol. 48, no. 4, pp. 629–637,
2006.

[33] P. Dattolo, M. Lombardi, G. Ferro, S. Michelassi, T. Cerrai, and
F. Pizzarelli, “Natural history ofHCV infection and risk of death
in a cohort of patients on long-term hemodialysis,” Giornale
Italiano di Nefrologia, vol. 23, no. 6, pp. 585–590, 2006.

[34] K. Kalantar-Zadeh, R. D. Kilpatrick, C. J. McAllister et al.,
“Hepatitis C virus and death risk in hemodialysis patients,”
Journal of the American Society of Nephrology, vol. 18, no. 5, pp.
1584–1593, 2007.

[35] S. M. Wang, J. H. Liu, C. Y. Chou, C. C. Huang, C. M. Shih, and
W.Chen, “Mortality in hepatitis C-positive patients treatedwith
peritoneal dialysis,” Peritoneal Dialysis International, vol. 28, no.
2, pp. 183–187, 2008.

[36] D. Santoro, G. Mazzaglia, V. Savica, M. L. Vecchi, and G.
Bellinghieri, “Hepatitis status and mortality in hemodialysis
population,” Renal Failure, vol. 31, no. 1, pp. 6–12, 2009.

[37] D. W. Johnson, H. Dent, Q. Yao et al., “Frequencies of hep-
atitis B and C infections among haemodialysis and peritoneal
dialysis patients in Asia-Paci�c countries: analysis of registry
data,” Nephrology Dialysis Transplantation, vol. 24, no. 5, pp.
1598–1603, 2009.

[38] D. R. Scott, J. K. W. Wong, T. S. Spicer et al., “Adverse impact
of hepatitis C virus infection on renal replacement therapy
and renal transplant patients in Australia and New Zealand,”
Transplantation, vol. 90, no. 11, pp. 1165–1171, 2010.

[39] M. Ohsawa, K. Kato, and K. Tanno, “Seropositivity with anti-
HCV core antigen is independently associated with increased
all-cause, cardiovascular, and liver disease-related mortality in
haemodialysis patients,” Journal of Epidemiology, vol. 21, pp.
491–499, 2011.

[40] F. Fabrizi, V. Dixit, and P. Messa, “Impact of hepatitis C
on survival in dialysis patients: a link with cardiovascular
mortality?” Journal of Viral Hepatitis, vol. 19, pp. 601–607, 2012.



ISRN Nephrology 9

[41] D. A. Goodkin, J. L. Bragg-Gresham, K. G. Koenig et al., “Asso-
ciation of comorbid conditions and mortality in hemodialysis
patients in Europe, Japan, and the United States: the dialysis
outcomes and practice patterns study (DOPPS),” Journal of the
American Society of Nephrology, vol. 14, no. 12, pp. 3270–3277,
2003.

[42] F. Locatelli, D. Marcelli, F. Conte et al., “Cardiovascular disease
in chronic renal failure: the challenge continues,” Nephrology
Dialysis Transplantation, vol. 15, supplement 5, pp. 69–80, 2000.

[43] D. Roth, J. J. Gaynor, K. R. Reddy et al., “Effect of kidney
transplantation on outcomes among patients with hepatitis C,”
Journal of the American Society of Nephrology, vol. 22, no. 6, pp.
1152–1160, 2011.

[44] N. Oyake, T. Shimada, Y. Murakami et al., “Hepatitis C virus
infection as a risk factor for increased aortic stiffness and car-
diovascular events in dialysis patients,” Journal of Nephrology,
vol. 21, no. 3, pp. 345–353, 2008.

[45] B. Afsar, R. Elsurer, S. Sezer, and N. F. Ozdemir, “Quality of
life in hemodialysis patients: hepatitis C virus infection makes
sense,” International Urology and Nephrology, vol. 41, no. 4, pp.
1011–1019, 2009.

[46] F. Akyuz, F. Besisik, B. Pinarbasi et al., “e quality of life in
haemodialysis patients with chronic hepatitis C virus infection,”
e Turkish Journal of Gastroenterology, vol. 20, pp. 2434–2246,
2009.

[47] F. G. Cosio, D. D. Sedmak, M. L. Henry et al., “e high preva-
lence of severe early posttransplant renal allogra pathology
inhepatitis C positive recipients,” Transplantation, vol. 62, no.
8, pp. 1054–1059, 1996.

[48] J. M. Cruzado, M. Carrera, J. Torras, and J. M. Grinyó,
“Hepatitis C virus infection and de novo glomerular lesions in
renal allogras,”American Journal of Transplantation, vol. 1, no.
2, pp. 171–178, 2001.

[49] J. M. Morales, J. Pascual-Capdevila, J. M. Campistol et al.,
“Membranous glomerulonephritis associated with hepatitis C
virus infection in renal transplant patients,” Transplantation,
vol. 63, no. 11, pp. 1634–1639, 1997.

[50] B. H. Özdemir, F. N. Özdemir, S. Sezer, T. Çolak, and M.
Haberal, “De novo glomerulonephritis in renal allogras with
hepatitis C virus infection,”Transplantation Proceedings, vol. 38,
no. 2, pp. 492–495, 2006.

[51] D. Roth, R. Cirocco, K. Zucker et al., “De novo membranopro-
liferative glomerulonephritis in hepatitis C virus- infected
renal allogra recipients,” Transplantation, vol. 59, no. 12, pp.
1676–1682, 1995.

[52] F. Fabrizi, P. Martin, V. Dixit, S. Bunnapradist, F. Kanwal,
and G. Dulai, “Post-transplant diabetes mellitus and HCV
seropositive status aer renal transplantation: meta-analysis of
clinical studies,”American Journal of Transplantation, vol. 5, no.
10, pp. 2433–2440, 2005.

[53] L. Wolffenbüttel, D. D. Poli, R. C. Manfro, and L. F. S.
Gonçalves, “Cyclosporine pharmacokinetics in anti-HCV +
patients,” Clinical Transplantation, vol. 18, no. 6, pp. 654–660,
2004.

[54] J. P. Forman, N. Tolkoff-Rubin, M. Pascual, and J. Lin, “Hep-
atitis C, acute humoral rejection, and renal allogra survival,”
Journal of the American Society of Nephrology, vol. 15, no. 12,
pp. 3249–3255, 2004.

[55] F. Moreso, M. Ibernon, M. Gomà et al., “Subclinical rejection
associated with chronic allogra nephropathy in protocol
biopsies as a risk factor for late gra loss,” American Journal of
Transplantation, vol. 6, no. 4, pp. 747–752, 2006.

[56] J. M. Cruzado, T. Casanovas-Taltavull, J. Torras, C. Baliellas,
S. Gil-Vernet, and J. M. Grinyó, “Pretransplant interferon
prevents hepatitis C virus-associated glomerulonephritis in
renal allogras by HCV-RNA clearance,” American Journal of
Transplantation, vol. 3, no. 3, pp. 357–360, 2003.

[57] M. Gürsoy, N. Güvener, R. Köksal et al., “Impact of HCV infec-
tion on development of posttransplantation diabetes mellitus in
renal allogra recipients,” Transplantation Proceedings, vol. 32,
no. 3, pp. 561–562, 2000.

[58] I. M. Mahmoud, M. A. Sobh, A. F. El-Habashi et al., “Interferon
therapy in hemodialysis patients with chronic hepatitis C: study
of tolerance, efficacy and post-transplantation course,”Nephron,
vol. 100, no. 4, pp. c133–c139, 2005.

[59] M. W. Fried, M. L. Shiffman, K. Rajender Reddy et al.,
“Peginterferon alfa-2a plus ribavirin for chronic hepatitis C
virus infection,”e New England Journal of Medicine, vol. 347,
no. 13, pp. 975–982, 2002.

[60] M. P. Manns, J. G. McHutchison, S. C. Gordon et al., “Pegin-
terferon alfa-2b plus ribavirin compared with interferonalfa-
2b plus ribavirin for initial treatment of chronic hepatitis C: a
randomised trial,” e Lancet, vol. 358, no. 9286, pp. 958–965,
2001.

[61] S. J. Hadziyannis, H. Sette, T. R. Morgan et al., “Peginterferon-
𝛼𝛼2a and ribavirin combination therapy in chronic hepatitis C:
a Randomized study of treatment duration and ribavirin dose,”
Annals of Internal Medicine, vol. 140, no. 5, pp. 346–I67, 2004.

[62] P. Koenig, W. Vogel, F. Umlau et al., “Interferon treatment for
chronic hepatitis C virus infection in uremic patients,” Kidney
International, vol. 45, no. 5, pp. 1507–1509, 1994.

[63] S. Pol, V.iers, F. Carnot et al., “Efficacy and tolerance of 𝛼𝛼-2b
interferon therapy onHCV infection of hemodialyzed patients,”
Kidney International, vol. 47, no. 5, pp. 1412–1418, 1995.

[64] M. Raptopoulou-Gigi, S. Spaia, A. Garifallos et al., “Interferon-
𝛼𝛼2b treatment of chronic hepatitis C in haemodialysis patients,”
Nephrology Dialysis Transplantation, vol. 10, no. 10, pp.
1834–1837, 1995.

[65] J. L. Fernández, P. Rendo, N. Del Pino et al., “A double-blind
controlled trial of recombinant interferon-𝛼𝛼2b in haemodialysis
patients with chronic hepatitis C virus infection and abnormal
aminotransferase levels,” Journal of Viral Hepatitis, vol. 4, no. 2,
pp. 113–119, 1997.

[66] J. M. Campistol, N. Esforzado, J. Martínez et al., “Efficacy
and tolerance of interferon-𝛼𝛼2b in the treatment of chronic
hepatitis C virus infection in haemodialysis patients. Pre-
and post-renal transplantation assessment,”Nephrology Dialysis
Transplantation, vol. 14, no. 11, pp. 2704–2709, 1999.

[67] C. Hanrotel, O. Toupance, S. Lavaud et al., “Virological and his-
tological responses to one year alpha-interferon-2a in hemodi-
alyzed patients with chronic hepatitis C,” Nephron, vol. 88, no.
2, pp. 120–126, 2001.

[68] S. Huraib, A. Iqbal, D. Tanimu, and A. Abdullah, “Sustained
virological and histological response with pretransplant inter-
feron therapy in renal transplant patients with chronic viral
hepatitis C,” American Journal of Nephrology, vol. 21, no. 6, pp.
435–440, 2001.

[69] T. Casanovas-Taltavull, C. Baliellas, C. Benasco et al., “Efficacy
of interferon for chronic hepatitis C virus-related hepatitis
in kidney transplant candidates on hemodialysis: results aer
transplantation,” American Journal of Gastroenterology, vol. 96,
no. 4, pp. 1170–1177, 2001.

[70] F. Degos, S. Pol, M. L. Chaix et al., “e tolerance and
efficacy of interferon-𝛼𝛼 in haemodialysis patients with HCV



10 ISRN Nephrology

infection: a multicentre, prospective study,”Nephrology Dialysis
Transplantation, vol. 16, no. 5, pp. 1017–1023, 2001.

[71] M. Espinosa, M. Rodriguez, A. Martin-Malo et al., “Interferon
therapy in hemodialysis patients with chronic hepatitis C virus
infection induces a high rate of long-term sustained virological
and biochemical response,” Clinical Nephrology, vol. 55, no. 3,
pp. 220–226, 2001.

[72] I. Sporea, O. Golea, C. Ursu et al., “Effect of alpha 2b interferon
treatment in hemodialyzed patients with chronic hepatitis
C,” Romanian Journal of Gastroenterology, vol. 10, no. 4, pp.
285–288, 2001.

[73] F. N. Ozdemir, A. Akcay, S. Sezer et al., “A six-year follow-
up aer interferon-alpha monotherapy for chronic hepatitis C
infection in hemodialysis patients,” Renal Failure, vol. 26, no. 5,
pp. 583–588, 2004.

[74] N. Kamar, O. Toupance, M. Buchler et al., “Evidence that
clearance of hepatitis C virus RNA aer 𝛼𝛼-interferon therapy
in dialysis patients is sustained aer renal transplantation,”
Journal of the American Society of Nephrology, vol. 14, no. 8, pp.
2092–2098, 2003.

[75] I. M. Mahmoud, M. A. Sobh, A. F. El-Habashi et al., “Interferon
therapy in hemodialysis patients with chronic hepatitis C: study
of tolerance, efficacy and post-transplantation course,”Nephron,
vol. 100, no. 4, pp. c133–c139, 2005.

[76] M. Rivera,M.A.Gentil,M. Sayago et al., “Treatment of hepatitis
C viruswith interferon in hemodialysis patients awaiting kidney
transplant,” Transplantation Proceedings, vol. 37, no. 3, pp.
1424–1425, 2005.

[77] C. M. Rocha, R. M. Perez, A. P. Ferreira et al., “Efficacy and
tolerance of interferon-𝛼𝛼 in the treatment of chronic hepatitis
C in end-stage renal disease patients on hemodialysis,” Liver
International, vol. 26, no. 3, pp. 305–310, 2006.

[78] M. Buargub, S. El Huni, and M. Tagdi, “Tolerance and efficacy
of interferon-alpha in hemodialysis patients in Tripoli,” Saudi
Journal of Kidney Diseases and Transplantation, vol. 17, no. 3,
pp. 338–343, 2006.

[79] I. Grgurević, A. Vince,M. Buljevac et al., “Efficacy of interferon-
𝛼𝛼 in the treatment of chronic hepatitis C in dialysis patients: two
therapeutic protocols compared,” Nephron, vol. 103, no. 1, pp.
c8–c11, 2006.

[80] W. C. Chow, S. L. Tien, C. K. Tan, H. F. Lui, A. Vathsala, and H.
S. Ng, “Treatment of chronic hepatitis C in patients with end-
stage renal disease and hemophilia—the Singapore experience,”
Intervirology, vol. 49, no. 1-2, pp. 107–111, 2006.

[81] F. Fabrizi, G. Dulai, V. Dixit, S. Bunnapradist, and P. Martin,
“Meta-analysis: interferon for the treatment of chronic hepatitis
C in dialysis patients,”Alimentary Pharmacology anderapeu-
tics, vol. 18, no. 11-12, pp. 1071–1081, 2003.

[82] I. Sporea, A. Popescu, R. Şirli et al., “Pegylated-interferon alpha
2a treatment for chronic hepatitis C in patients on chronic
haemodialysis,” World Journal of Gastroenterology, vol. 12, no.
26, pp. 4191–4194, 2006.

[83] M. W. Russo, R. Ghalib, S. Sigal, and V. Joshi, “Randomized
trial of pegylated interferon 𝛼𝛼-2b monotherapy in haemodial-
ysis patients with chronic hepatitis C,” Nephrology Dialysis
Transplantation, vol. 21, no. 2, pp. 437–443, 2006.

[84] A. Covic, I. D. Maei, N. G. I. Mardare et al., “Analysis of
safety and efficacy of pegylated-interferon alpha-2a in hepatitis
C virus positive hemodialysis patients: results from a large,
multicenter audit,” Journal of Nephrology, vol. 19, no. 6, pp.
794–801, 2006.

[85] O. F. Kokoglu, H. Uçmak, S. Hosoglu et al., “Efficacy and
tolerability of pegylated-interferon alpha-2a in hemodialysis
patients with chronic hepatitis C,” Journal of Gastroenterology
and Hepatology, vol. 21, no. 3, pp. 575–580, 2006.

[86] K. Alsaran, A. Sabry, and N. Shaheen, “Pegylated interferon
alpha-2a for treatment of chronic HCV infection in hemodial-
ysis patients: a single Saudi center experience,” International
Urology and Nephrology, vol. 43, no. 3, pp. 865–873, 2010.

[87] F. Fabrizi, V. Dixit, P. Messa, and P. Martin, “Interferon
monotherapy of chronic hepatitis C in dialysis patients: meta-
analysis of clinical trials,” Journal of Viral Hepatitis, vol. 15, no.
2, pp. 79–88, 2008.

[88] A. Bruchfeld, K. Lindahl, O. Reichard, T. Carlsson, and R.
Schvarcz, “Pegylated interferon and ribavirin treatment for
hepatitis C in haemodialysis patients,” Journal of Viral Hepatitis,
vol. 13, no. 5, pp. 316–321, 2006.

[89] M. Rendina, A. Schena, N.M. Castellaneta et al., “e treatment
of chronic hepatitis C with peginterferon alfa-2a (40 kDa) plus
ribavirin in haemodialysed patients awaiting renal transplant,”
Journal of Hepatology, vol. 46, no. 5, pp. 768–774, 2007.

[90] R. van Leusen, R. P. R. Adang, R. A. De Vries et al., “Pegy-
lated interferon alfa-2a (40 kD) and ribavirin in haemodialysis
patients with chronic hepatitis C,” Nephrology Dialysis Trans-
plantation, vol. 23, no. 2, pp. 721–725, 2008.

[91] D. Carriero, F. Fabrizi, A. J. Uriel, J. Park, P. Martin, and
D. T. Dieterich, “Treatment of dialysis patients with chronic
hepatitis C using pegylated interferon and low-dose ribavirin,”
International Journal of Arti�cial �rgans, vol. 31, no. 4, pp.
295–302, 2008.

[92] C. H. Liu, C. C. Liang, C. J. Liu et al., “Pegylated interferon
𝛼𝛼-2a plus low-dose ribavirin for the retreatment of dialysis
chronic hepatitis C patients who relapsed from prior interferon
monotherapy,” Gut, vol. 58, no. 2, pp. 314–316, 2009.

[93] W. Hakim, S. Sheikh, I. Inayat et al., “HCV response in
patients with end stage renal disease treated with combination
pegylated interferon 𝛼𝛼-2a and ribavirin,” Journal of Clinical
Gastroenterology, vol. 43, no. 5, pp. 477–481, 2009.

[94] K. Al-Saran, A. Sabry, N. Shaheen, and A. Yehia, “Treatment
of a common problem in hemodialysis patients: is the juice
worth the squeeze?” Saudi Journal of Kidney Diseases and
Transplantation, vol. 20, no. 5, pp. 876–882, 2009.

[95] A. Giguere, A. Anas, T. Nasser et al., “Treatment of hepatitis
C virus infection in patients on maintenance hemodialysis:
a single United Arab Emirates center experience,” European
Journal of Internal Medicine, vol. 22, no. 6, pp. 582–586, 2011.

[96] P. Deltenre, C. Moreno, A. Tran et al., “Anti-viral therapy in
haemodialysed HCV patients: efficacy, tolerance and treatment
strategy,” Alimentary Pharmacology and erapeutics, vol. 34,
no. 4, pp. 454–461, 2011.

[97] A. Bruchfeld, K. Lindahl, R. Schvarcz, and L. Ståhle, “Dosage of
ribavirin in patients with hepatitis C should be based on renal
function: a population pharmacokinetic analysis,” erapeutic
Drug Monitoring, vol. 24, no. 6, pp. 701–708, 2002.

[98] D. B. Strader, T. Wright, D. L. omas, and L. B. Seeff, “Diag-
nosis, management, and treatment of hepatitis C,” Hepatology,
vol. 39, no. 4, pp. 1147–1171, 2004.

[99] P. Martin, D. Carter, F. Fabrizi et al., “Histopathological features
of hepatitis C in renal transplant candidates,” Transplantation,
vol. 69, no. 7, pp. 1479–1484, 2000.

[100] L. Rostaing, E. Chatelut, J. L. Payen et al., “Pharmacokinetics
of 𝛼𝛼IFN-2b in chronic hepatitis C virus patients undergoing



ISRN Nephrology 11

chronic hemodialysis or with normal renal function: clinical
implications,” Journal of the American Society of Nephrology, vol.
9, no. 12, pp. 2344–2348, 1998.

[101] S. Badalamenti, A. Catania, G. Lunghi et al., “Changes in
viremia and circulating interferon-𝛼𝛼 during hemodialysis in
hepatitis C virus-positive patients: only coincidental phenom-
ena?” American Journal of Kidney Diseases, vol. 42, no. 1, pp.
143–150, 2003.

[102] T. Rampino, E. Arbustini, M. Gregorini et al., “Hemodialysis
prevents liver disease caused by hepatitis C virus: role of
hepatocyte growth factor,” Kidney International, vol. 56, no. 6,
pp. 2286–2291, 1999.

[103] T. Poynard, P. Marcellin, S. S. Lee et al., “Randomised trial
of interferon 𝛼𝛼2b plus ribavirin for 48 weeks or for 24 weeks
versus interferon 𝛼𝛼2b plus placebo for 48 weeks for treatment
of chronic infection with hepatitis C virus,”eLancet, vol. 352,
no. 9138, pp. 1426–1432, 1998.

[104] G. L. Davis, L. A. Balart, E. R. Schiff et al., “Treatment of chronic
hepatitis C with recombinant interferon alfa. A multicenter
randomized, controlled trial,” e New England Journal of
Medicine, vol. 321, no. 22, pp. 1501–1506, 1989.

[105] T.évenot, C. Regimbeau,V. Ratziu,V. Leroy, P.Opolon, andT.
Poynard, “Meta-analysis of interferon randomized trials in the
treatment of viral hepatitis C in naive patients: 1999 Update,”
Journal of Viral Hepatitis, vol. 8, no. 1, pp. 48–62, 2001.

[106] F. Fabrizi, V. Dixit, P.Martin, and P.Messa, “Combined antiviral
therapy of hepatitis C virus in dialysis patients: meta-analysis
of clinical trials,” Journal of Viral Hepatitis, vol. 18, no. 7, pp.
e263–e269, 2011.

[107] J. G. McHutchison, G. T. Everson, S. C. Gordon et al., “Telapre-
vir with peginterferon and ribavirin for chronic HCV genotype
1 infection,” e New England Journal of Medicine, vol. 360, no.
18, pp. 1827–1838, 2009.

[108] C. Hézode, N. Forestier, G. Dusheiko et al., “Telaprevir and
peginterferon with or without ribavirin for chronic HCV
infection,” e New England Journal of Medicine, vol. 360, no.
18, pp. 1839–1850, 2009.

[109] G. Ghany, D. Nelson, D. Strader, D. omas, and L. Seeff,
“An update on treatment of genotype 1 chronic hepatitis
C virus infection: 2011 practice guidelines by the American
Association for the Study of Liver Diseases,”Hepatology, vol. 54,
pp. 1433–1434, 2011.

[110] S. Pol, A. Vallet-Pichard, M. Corouge, and V. Mallet, “Hepatitis
C: epidemiology, diagnosis, natural history and therapy,” Con-
tributions to Nephrology, vol. 176, pp. 1–9, 2012.


