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The incidence of hepatitis C virus (HCV) infection in reproductive-aged adults quadrupled during 

the past decade. Hepatitis C can progress to advanced liver disease and be transmitted perinatally. 

Highly effective curative hepatitis C treatment is available but is not recommended in pregnancy. 

Using the Surveillance for Emerging Threats to Mothers and Babies Network, we describe timing 

of positive RNA testing among pregnant people with HCV (HCV RNA detected during or within 

one year prior to pregnancy). Four US jurisdictions reported 1161 pregnancies during 2018–2021 

among people with hepatitis C: 75.9% were multiparous; and 21.4% had their first peri-pregnancy 

HCV RNA detected prior to pregnancy, indicating potential missed treatment opportunities to 

improve maternal health and prevent perinatal transmission.

INTRODUCTION

Hepatitis C virus (HCV) infection causes liver disease and can be transmitted perinatally 

during pregnancy and delivery. The incidence of acute HCV infection in younger adults 

has quadrupled over the past decade in the United States (from 0.7/100,000 in 2009 to 

2.9/100,000 in 2019 for those aged 20–29 years).1 Curative treatment with direct-acting 

antiviral medications is not recommended in pregnancy; diagnosis and treatment should 

occur before pregnancy to prevent perinatal transmission. We describe demographics, 

pregnancy characteristics, and timing of positive HCV RNA test results among pregnant 

people with HCV infection.

METHODS

The Surveillance for Emerging Threats to Mothers and Babies Network conducts linked 

longitudinal surveillance of pregnant people with diagnosed HCV infection and their 

infants.2 As of June 2022, four jurisdictions (New York City; New York State; Allegheny 

County, Pennsylvania; and Tennessee) contributed data on pregnancies affected by HCV 

infection with live births occurring from January 1, 2018, to December 31, 2021. 

Peripregnancy HCV infection was defined as a positive HCV RNA test result either during 

pregnancy or in the 12 months before pregnancy without a subsequent negative test result or 

treatment. If more than one pregnancy met inclusion criteria, only the earliest was included. 

Ascertainment occurred through linkages of HCV electronic laboratory reports with birth 

certificates to identify pregnancy status. Substance use history was obtained through medical 

records (including urine drug screening) by three jurisdictions. Medical record abstractors 

were advised to use best available pregnancy dating.3 Analyses were conducted using SAS 

9.4. This public health surveillance activity was deemed non–human subjects research and 

was conducted consistent with applicable federal law and policy. IRB review was not 

required.

RESULTS

Four jurisdictions reported 1,161 pregnancies meeting inclusion criteria. Most pregnant 

people were multiparous (75.9%) and had public insurance (81.7%); 19.6% had late or no 

prenatal care (Table 1). Eighty percent were found to have any substance use in pregnancy, 

with 33.0% identified as having polysubstance use.
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Twenty-one percent had first peripregnancy positive RNA test results before pregnancy, 

27.2% during the first trimester, 28.0% during the second trimester, and 21.8% during 

the third trimester. Of those with HCV infection detected before pregnancy, 79.0% were 

multiparous (Table 1) and median time from first positive test result to last menstrual period 

was 207 days (interquartile range 100–306). Of those with a first positive test result in 

pregnancy and known date of first prenatal care visit (n=749), 23.2% had their first positive 

HCV RNA test result on the same day as the first prenatal care visit. Ten percent had a first 

positive test result within 3 days of giving birth.

DISCUSSION

One fifth of people with peripregnancy HCV infection had a positive HCV RNA test 

result before pregnancy. Most were multiparous, representing potential missed opportunities 

for treatment before the current pregnancy. Ideally, universal screening of adults aged 

18–49 years4 would lead to prompt referrals for treatment; however, recent data suggest 

low treatment rates, particularly among young adults.5 Guidelines for screening for HCV 

infection in every pregnancy were published in 2020 and 2021.6–8 Pregnancy provides a 

unique opportunity to diagnose HCV infection, especially for those who may not otherwise 

have insurance or engage in care, and allows for referral for treatment postpartum and 

adjustment of intrapartum management to reduce the risk of transmission.6,9

This analysis has several limitations. First, it is limited to pregnancies resulting in live 

birth and to individuals with HCV RNA detected in the year before pregnancy or during 

pregnancy, which omits people with a remote diagnosis. Second, 26% of the cohort had 

no, late, or were missing information on prenatal care, potentially resulting in unreliable 

pregnancy dating.3 Third, ascertainment of substance use is challenging due to stigma, fear, 

and distrust10 leading to underreporting.

This report highlights missed opportunities for curative treatment before pregnancy among 

people with HCV infection. Identification of HCV infection and prompt referral to care 

is essential for people of reproductive age, for their own health and to prevent perinatal 

transmission.
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