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I n Canada, the seroprevalence rate of hepatitis C virus (HCV) 
in pregnancy is thought to be about 1%, which translates to 
about 3500 pregnant women who have HCV infection during 

pregnancy each year.1 Vertical transmission rates range from 5% 
to 6% among HCV-monoinfected women to 10% among those 
with HIV co-infection.2 Almost half of women who are infected 
with HCV may be unaware of their infection and, therefore, will 
not go on to be treated in a timely fashion. We argue that the 
elimination of vertical transmission of HCV would be achievable 
in Canada with universal screening of women who are pregnant 
and engagement in a plan for treatment either postpartum or 
preconception. Similar to HIV and hepatitis B virus (HBV), elimi-
nating perinatal transmission is achievable, and our goal for 
rates of perinatal transmission should be the same as that for HIV 
(i.e., 0%), particularly since HCV infection is now curable. How-
ever, current Canadian guidance recommends universal screen-
ing for HBV and HIV in pregnancy, but not for HCV in pregnancy.3

More years of life are lost because of HCV than any other 
infectious disease in Canada.4 Hepatitis C virus infection does not 
appear to worsen maternal health; however, rates of preterm 
birth, low birth weight, obstetrical cholestasis and adverse neo-
natal outcomes, such as admission to a neonatal intensive care 
unit, are increased for pregnancies complicated by HCV 
infection.5,6 

Perinatal transmission is one of the ways of acquiring HCV. 
The timing of vertical transmission, either antepartum or intra-
partum, has not been fully clarified, although risk factors for ver-
tical transmission include prolonged rupture of membranes and 
high viral load during pregnancy.2,7 Cesarean delivery does not 
prevent vertical transmission.8 Breastfeeding does not  appear to 
be a risk for transmission.7 Clearly, however, a woman who is 
cured before pregnancy cannot transmit HCV to her infant.

The treatment of HCV has been transformed with the introduc-
tion of direct-acting antiviral regimens. Previous treatment regi-
mens for HCV were limited by their low success rates and substan-
tial adverse effects of interferon-based therapies. Furthermore, 
ribavirin-based regimens were contraindicated in pregnancy 
because of their known teratogenic effects, which meant HCV 
infection was usually not treated in pregnancy. There are scarce 
data available to suggest that treatment with direct-acting antivi-

rals in pregnancy or during breastfeeding is safe.9 However, the 
perinatal period is an excellent opportunity for screening, to diag-
nose women who are infected and engage them in care to cure the 
HCV infection. When planning pregnancy or during pregnancy, 
women are often motivated to make modifications to lifestyle risk 
factors such as intravenous drug use and to consider curative 
treatment for HCV infection when information about HCV treat-
ment and access to it is offered.10 This approach has the potential 
for improving a woman’s own health trajectory, allowing for risk 
mitigation during the current pregnancy (avoiding prolonged rup-
ture of membranes, internal fetal monitoring), and preventing ver-
tical transmission in a subsequent pregnancy.

Universal HCV screening is currently recommended in the 
United States (https://hcvguidelines.org/unique-populations/
pregnancy), but it is not routine in Canada. Universal HCV screen-
ing in pregnancy was recently shown to be cost effective in 
France and the US when treatment is started regardless of the 
stage of liver fibrosis.11,12 Guidance from Canada and the US sug-
gests screening based on the presence of risk factors, yet it is 
increasingly clear that this approach identifies only about half of 
women who are infected with HCV.1,3,13

For infants, a diagnosis of HCV acquired perinatally involves either 
testing with HCV RNA polymerase chain reaction on 2 occasions 
between 2 and 6 months of age or at 18 months using serology; the 
National Institutes of Health have suggested earlier polymerase 
chain reaction–based testing to avoid loss to follow-up.14 Yet, a 2018 
study found that only 31% of infants born to mothers with HCV were 
tested for perinatally acquired HCV.2 Mothers may not be aware of 

COMMENTARY    HEALTH SERVICES

Preventing vertical transmission of HCV  
in Canada
Chelsea Elwood MD, Laura J. Sauve MD, Neora Pick MD

n Cite as: CMAJ 2019 June 17;191:E650-1. doi: 10.1503/cmaj.181662

KEY POINTS
• The rate of vertical transmission by women who are 

monoinfected with hepatitis C virus (HCV) is 5%–6%.

• Only half of women who are infected with HCV are identified by 
screening based on risk factors. 

• Canadian guidelines should recommend universal screening for 
HCV in pregnancy as they do for hepatitis B virus and HIV.

• Treatment of women who are HCV positive and of reproductive 
age could eliminate the risk of vertical transmission.
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their HCV status, the risk of transmission of HCV or of testing recom-
mendations for their children.2 

With care gaps in both maternal screening in pregnancy and 
postnatal infant screening, Canada likely has a large cohort of 
infants, children and young adults with progressive liver disease 
who could have been cured of the HCV infection if it had been iden-
tified early or, quite simply, would not have been infected at all.

We encourage all care providers to consider the reproductive 
implications of HCV, to consider HCV screening in pregnancy and 
referral for treatment of HCV. The time has come to move toward 
universal HCV screening in women who are pregnant, with initial 
prenatal investigations that are then repeated based on risk fac-
tors in the third trimester. All providers of prenatal care should 
consider HCV screening, diagnosis and referral to HCV treatment 
for women with HCV infection who are considering pregnancy. 
They should also counsel women who are pregnant about the 
potential for cure with new treatment and encourage them to seek 
treatment postpartum to prevent vertical transmission in future 
pregnancies. Achieving a 0% vertical transmission rate for HCV in 
Canada is possible, but it requires buy-in and action from a broad 
spectrum of health care providers and public health officials.
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