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Hemodialysis patients are a high-risk group for infection 
by the hepatitis C virus (HCV). This was obvious within a 
few months of the discovery of HCV. Hundreds of studies 
have been published on this topic. The recent meta-analysis 
by Greeviroj et al. about HCV prevalence, associated risk 
factors and mortality in hemodialysis (HD) patients [1] is 
thus welcome. The authors are to be commended for this 
huge work: the meta-analysis covers 30 years of publica-
tions. This is a definite strength but unfortunately a limita-
tion too. Indeed, as acknowledged by the authors, during this 
period there have been major changes in the epidemiology 
of HCV in HD, not fully apparent in the Abstract and Tables 
of their paper.

Table 1 reports a pooled prevalence of HCV in HD of 
20.1% in Europe and 16.5% in North America [1]. In con-
trast, in the most recent (2012–2015) Dialysis Outcomes and 
Practice Patterns Study (DOPPS) phase, the prevalence is 
much lower, varying from 4.1% (Belgium) to 12.1% (Italy) 
in Europe, being 6.9% in the USA and 4.2% in Canada [2]. 
This striking improvement is certainly multifactorial: bet-
ter hygienic precautions [2], reduction in blood transfusions 
with the availability of erythropoiesis-stimulating agents, 
and lastly a dramatic improvement in the testing of blood 
donors [3]. Over the last decade, the residual risk of post-
transfusional HCV is considered to be < 1 case per million 
transfusions in most high income countries [3]. Thus, in a 
HD patient with a recent seroconversion for HCV, the sero-
conversion is much more likely to be due to the nosoco-
mial risk of thrice-weekly HD sessions than to transfusions. 
Multiple lines of evidence support that some nosocomial 
transmission of HCV is ongoing in HD units, even in high-
income countries. The incidence and prevalence of HCV are 
tightly correlated in HD units in the DOPPS, and new HCV 
cases are clustered in a minority of HD centers [2].

The authors identified dialyzer reuse as a risk factor for 
HCV prevalence in HD. This finding should be interpreted 
with some caution as it is based on only 4 studies. In addi-
tion, the outcome of interest is HCV prevalence, rather 
than HCV incidence that would be expected to be much 
more sensitive to recent events, and less prone to bias by 
other confounders and a cohort effect. The Kidney Disease: 
Improving Global Outcomes (KDIGO) guidelines do author-
ize dialyzer reuse, if unavoidable, provided that hygienic 
precautions are observed [4].

The correlation detected by the meta-analysis between 
young age and HCV prevalence is likely related to trans-
mission by intravenous (IV) drug use, more prevalent in 
the younger age groups. The role of IV drug use in HCV 
transmission is further supported by the higher prevalence 
of HBV and HIV infection in HCV + HD patients [5].

The observation that a longer HD vintage is a risk fac-
tor for HCV prevalence in HD has been made repeatedly, 
especially in older studies. However, it should be noted that 
in the most recent DOPPS results, largely obtained prior to 
the widespread use of Direct-Acting Antiviral (DAA) regi-
mens, prevalence at HD start is 4.8%, thus substantial as 
well. The more the incidence of HCV on HD decreases (it 
was more than halved between the early new millennium 
and 2012–2015), the more the group of patients starting HD 
with HCV will be a key target if HCV is to be eliminated 
from HD units.

Lastly, Greeviroj et al. conclude that HCV positivity is 
strongly associated with mortality and hospitalization in 
HD patients. This confirms the results of a previous meta-
analysis [6]. As HCV can now be cured relatively easily, this 
is the right time to rid HD units of HCV. An 8- to 12-week 
course of a DAA regimen is very effective and well tolerated 
[4], and will contribute to a further reduction of both the 
number of infected patients and thus the virological source 
of nosocomial transmission within HD units. A recent report 
from Taiwan illustrates that HCV can almost be eliminated 
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from HD units [7] by DAA regimens. This does of course 
not mean that hygienic precautions should be reduced [8], 
but eventually the frequency of screening for HCV in HD 
patients, currently recommended twice a year by KDIGO 
[4], could be reduced in units having won the battle against 
HCV.

Admittedly, a course of DAAs is expensive. However, 
one should not forget that a DAA almost consistently leads 
to HCV cure [9], unlike the suppression of HIV or HBV rep-
lication obtained with specific antivirals, with these viruses 
requiring lifelong (even more costly) therapy. In addition, 
some lower income countries have recently succeeded in 
obtaining affordable DAAs. Indeed, Egypt, admittedly the 
country with the highest HCV prevalence in the world, cur-
rently pays less than 100 USD for a full DAA course [11]. 
In Georgia, another high prevalence country, treatment with 
DAAs has been shown to be cost-effective [12]. Lastly, the 
most recent listing of WHO essential medicines includes 
several DAA regimens [13]. There are thus reasons to be 
reasonably optimistic for the availability of DAAs globally, 
although this will require discussion at the country level.

In conclusion, the pooled prevalence calculated by the 
authors largely overestimates the current prevalence of HCV 
in HD. Blood transfusions given over the last 2 decades in 
high income countries can hardly be considered a risk factor 
for acquiring HCV in HD. The ongoing nosocomial trans-
mission and substantial positivity for HCV at HD start are 
the remaining challenges to be faced if the WHO 2030 tar-
gets to eliminate viral hepatitis as a public health problem 
are to be met in HD units. The excellent tolerance of current 
DAA regimens [9] should make the elimination of HCV 
from HD units both a priority and a target within reach [10].
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