
Abstract: 

Background: Coinfection with HIV and HCV is common since both infections share similar  routes 

of transmission. Co-infection with hepatitis C virus and human immunodeficiency virus is 

common in certain populations. Among HCV (+) persons, 10% are also HIV (+), and among HIV (+) 

persons, 25% are also HCV (+). Many studies have shown that in intravenous drug users, co-

infection prevalence can be as high as 90%-95%. There is increasing evidence supporting the 

concept that people infected with HIV have a much more rapid course of their  hepatitis C infection. 

Treatment of co-infection is often challenging because highly active anti-retroviral therapy 

(HAART) is frequently hepatotoxic, especially in the presence of HCV. The purpose of this review is 

to describe the effects that HIV has on hepatitis C and the treatment options in this challenging 

population. This ar ticle shows the prevalence of Hepatitis C in HIV patients reported to 

Government Medical College/  Rajindra Hospital, Patiala.

Methods: 4924 HIV positive patients registered under ART centre of GMC / Rajindra Hospital 
st

Patiala from 1  October, 2018 to 30th September, 2019 were included in this study. HCV positive 

cases were detected by Elisa IgM and HCV RNA detection.

Results: Out of 4924 HIV patients screened for  HCV, 673(13.66%) patients were positive for  HCV.  

Out of which 473(70.28%) were males and 200(29.7%) were females. Age distr ibution was done 

among these reactive patients and it was found that maximum number of HCV and HIV co-infected 

patients (383) were among the age group of 20 -40 years, which was 56.9% of total HCV and HIV 

co- reactive patients.

Conclusion: HCV infection is common in HIV reactive patients. This coinfection is important due 

to common modes of infection in these two populations and prognostically due to early and rapid 

progression of liver  disease in these patients. 
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Introduction: 

India is the second largest populated country 

in the world with more than 1.1 billion people [1]. 

Globally, a total of 39.5 million were living with HIV in 

2006, of whom approximately 5.7 million (3.4-9.4 

m i l l i o n )  w e r e  i n  I n d i a  [ 2 ] .  Ac q u i r e d  

immunodeficiency syndrome has grown more 

rapidly than the scientific progress of understanding 

how to control the main causative agent. Globally, 

hepatitis C virus (HCV) has infected more than 170 
 

million people [3] and thus represents a viral 

pandemic seven t imes more widespread than 

infection with the HIV.  Hepatitis C virus (HCV) is a 

globally prevalent pathogen and a leading cause of 

death and morbidity .The most recent estimates of 

disease burden show an increase in sero prevalence 

over the last 15 years to 2.8%, equating to >185 

million infections wor ldwide.2 Persistent  HCV 

infection is associated with the development of liver  

cirrhosis, hepatocellular  cancer, liver  failure, and 

death, and HCV is now the most common cause of 

death in HIV-positive patients on highly active 

antiretroviral therapy(4) In a meta-analysis of over 

780 studies evaluating HIV-infected populations 
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worldwide, the overall prevalence of HCV coinfection 

was estimated to be approximately 6%. Globally, an 

estimated 80% of HIV-infected individuals with a 

history of injection drug use have evidence of HCV 
 [5]

coinfection . In the United States and in European 

countr ies, it is estimated that approximately the 

prevalence of HIV/ HCV coinfection in the HIV 
 

population ranges from 30 to 50%. [6] Vertical 

transmission of HCV appears to be facilitated by HIV 

co in fe ct ion . A m e t a -a n a lys is  o f 1 0  s t u d ie s  

demonstrated that maternal coinfection increases 

t h e  od d s  o f ve r t ica l HCV t r a n s m is s ion  by 

approximately 90 percent compared with maternal 
[7]

HCV infection alone . HIV/ HCV-coinfected patients 

are less likely to clear  viral infection, have more rapid 

rates of fibrosis, and have a higher r isk of hepatic 

decompensation compared with HCV mono-infected 
[8]

patients . The introduction of potent ART has been 

associated with a decline in liver-related mortality 
[9]

and slower rates of fibrosis progression . ART may 

slow down disease progression due to immune 
[10]

reconstitution  HIV and HCV show some common 

biological features like both are RNA viruses and both 

show a large heterogenicity of their  viral genomes 

producing various genotypes. These viruses also 

have some differences, like HCV belongs to the 

Flavivir idae family and HIV to the Retrovir idae family.  

Falviviruses have a single RNA strand whereas 

retroviruses have double RNA strands. The HIV-RNA, 

transcripted to DNA by the reverse transcriptase 

(RT), integrates in the infected cell's genome, 

constituting the integrated provirus; this integration 

is the cause of the irreversibility of HIV infection. In 

contrast, the HCV genome does not integrate into the 

cell's genome and the replication of the virus takes 

place in the liver  cell's cytoplasm. This non-

integration makes it easier  to eradicate HCV and 

hence to cure the infection. These viruses share 

similar  routes of transmission like through blood and 

blood products, sharing of needles to inject drugs and 

sexual route.

Previously, blood transfusion was a major 

mode of HCV transmission but now that donor blood 

is thoroughly screened for  the virus, majority of the 

cases are in jectable drug user s. HCV is also 

transmitted perinatally, by improperly ster ilized 
  

dialysis equipment (68% [11] of the cases) and by 

unprotected sex with an infected partner. Cohort 

studies report that men who have sex with men 

(MSM) and those with other  sexually transmitted 

infections are at a greater  r isk of contracting HCV 

from unprotected sex. An estimated 20% of people 

with chronic HCV infection will progress to cirrhosis 
 

over a 20-50-year interval. [12] A greater  proportion 

of HIV/ HCV coinfected people may progress to 

cirrhosis   and liver  disease than those with HCV 
 

alone. [13] HIV-infected individuals have a high 

probability of getting coinfected with HCV. HIV 

d i s e a s e  p r o g r e s s i o n  a n d  e n h a n c e d  

immunosuppression has a direct bearing on the 

natural history and pathogenesis of these infections. 

There have been some reports of the prevalence of 

HCV infection in HIV infected patients in various 

populations in India, but a lot more has to be done in 

this field.

Aims and Objectives: 

The objective in this study, therefore, was to 

determine the prevalence of HCV infection in HIV-

infected Indian population. This is aimed at  

providing the baseline data on HIV/ HCV coinfection. 

In order  to gain a better  understanding of the public 

health issues in these countr ies, we evaluated the 

anti-HCV antibody and HCV RNA in 4972 confirmed 

HIV-positive individuals in ART center, GMC/  

Rajindra Hospital, Patiala.

Methods: 

This Study was conducted at GMC/  Rajindra 

Hospital, Patiala. The study was conducted during 

1st October 2018, to 30th September 2019 among 

4972 HIV reactive patients who were registered 

under ART center  of GMC /  Rajindra Hospital Patiala.  

Serologic specimens of patients were obtained and 

tested for  anti-HCV antibody, HCV Ribonucleic acid 

(RNA) on anti-HCV positive samples.  

RESULTS: 

We repor t  the prevalence of HIV-HCV 

coinfection in patients who reported to Rajindra 

Hospital, GMC/ Patiala from 1st October  2018-
th

30 September 2019.

4924 HIV patients registered under ART 

centre of GMC/  Rajindra Hospital, Patiala were tested 

for  Anti HCV antibodies and HCV viral load, Out of 

these 673(13.66%) came out to be HCV reactive. 

473(70.28%) weremales and 200(29.72%) were 

females. Age distr ibution was also done in these 

patients and maximum cases (56.9%) were found in 

age group 20 to 40 year.
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Age Distribution among HIV and 

HCV Co Reactive Patients (673)

Age Group in Years Reactive Patients
 

Percentage
 

Age Distribution Among HCV/HCV Coreactive Patients

Up to19 19 2.82

 
20-40 383 56.91

 
40-60 226 33.58

60-80 44 6.54

More Than 80 1 0.15

Discussion:

All HIV-infected persons should be screened 

for  HCV infection using enzyme immunoassays; those 

with antibody to HCV should have quantitative HCV 

RNA testing, which confirms the presence of viremia 
[14]

and serves as abaseline prior  to therapy . HIV-

associated factors that have been associated with 

fibrosis progression include CD4cell count <200 

cells/ microl, HIV viremia, and lack of ART (15, 16).

HCV antibodies usually develop 6 weeks to 6 

months after  infection. All positive HCV antibody 

results should be confirmed by testing for  HCV RNA. 

Anti-HCV test is not adequate to diagnose chronic 

HCV in fe ct io n , h o w e ve r, a s  s o m e  p a t ie n t s  

spontaneously clear  the virus without treatment but 

remain antibody positive, HCV viral load (HCV RNA) 

test is necessary to confirm or rule out chronic HCV 

infection. Studies have reported spontaneous viral 

clearance rates from 15 to 45% in HIV-negative 
 

persons.[17] Although spontaneous viral clearance is 

less likely to occur among people who are HIV 

positive, some, particularly those with higher CD4 cell 
 

counts, do spontaneously clear  HCV infection. [18] In 

Indian studies, there is a paucity of information of 

HIV/ HCV coinfection. The global coinfection studies 

reported so far  have been variable, depending on the 

geographical area, type of exposure and the r isk 

behaviour groups. The present investigation was a 

prevalence study, not an incidence study.  In our 

study, prevalence of coinfection with HCV among 

known HIV patients was 13.66%.

In a study of 122 HIV/ HCV-coinfected and 

122HCV-monoinfected patients, matched for  age, sex, 

alcohol use, age at HCV infection, and duration of HCV 

infection, the prevalence of extensive liver  fibrosis 

onbiopsy was greater  among coinfected patients (54 
[19]

versus 30percent in mono infected patients) .HCC 

is an emerging complication in the HIV-infected 

population. Propor tions of liver -related deaths 

among HIV-infected patients that were attr ibutable 

to HCC increased from15 to 25percent in France from 
[20]

2000to 2005 . Similarly, in a study from Spain, the 

incidence of HCC among HIV-infected patients 

increased from 0.1 to 1.1 cases per  1000person years 

between1999 and 200915. Almost all of the cases 

wer e  associa ted  w ith  HCV coin fect ion . In  a  

prospective, observational cohort in the United 

States, the incidence of liver  cancer was eight fold 

higher in HIV-infected patients compared with the 

HIV/HCV COINFECTION (13.66%)

HIV REACTIVE (86.34)

SEX RATIO IN HCV+PATIENTS

Female      Male

Age Distribution Among Reactive Patients (673)

HIV/HCV Coinfection
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[21]
general population . One study also demonstrated 

that the rate of CD4 cell gains was lower among 

patients who had chronic HCV infection compared 

with those who had spontaneously cleared their  
[22]

viremia . Those with HCV/ HIV coinfection may 

experience greater  rates of nonhepatic complications 

compared with HIV-infected patients who are HCV 

uninfected. Such complications include osteoporosis 
[18-19]

or bone fractures and chronic kidney disease . 

Medical management in coinfection will be improved 

by enhancing HCV detection, with annual serologic 

testing, screening with HCV RNA to detect acute 

infection, and HIV testing of HCV-infected individuals.

Conclusion:

This study highlights the importance of 

m a n d a t o r y HCV t e s t in g in  a ll HIV-in fe ct e d  

individuals. Where there is paucity of information on 

HIV/ HCV coinfection prevalence, par ticularly in 

developing countr ies like India, our study provides a 

useful insight to researchers working on HIV/ HCV 

coinfection. Finally, further  studies of HIV/ HCV 

coinfection are needed to explore in more detail for  

prevention strategies and therapeutic management 

of this condition. This study may also create 

awareness of HIV/ HCV coinfection. This study 

further  helps in early diagnosis, management of this 

condition and also helps in achieving W.H.O. goals of 

elimination of hepatitis C by 2030. 
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