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ABSTRACT 

Background: depending on current estimates, the prevalence of the hepatitis C virus (HCV), one of the leading causes 

of death and illness worldwide, has increased over the past ten years to 2.8%, or more than 185 million infections 

globally. Although there is no vaccination, the infection can be healed with short-term, eight to twelve weeks therapies 

by direct acing antiviral drugs (DAAs) that are very successful and curative. Occult HCV infection (OCI) is described 

by HCV RNA being present in peripheral blood mononuclear cells or hepatocytes but remains undetected in serum. 

Objectives: To detect occurrence of OCI in upper Egypt among chronic HCV cases in who achieved sustained 

virologic response (SVR) following management with DAA by 24 weeks later.  

Methods: the study contains 301 HCV cases who achieved SVR following management with DAA (group1), and 100 

healthy controls (group2) have been involved in this research. Routine laboratory investigations (complete blood count 

(CBC), kidney and liver function tests and alpha-feto protein) and HCV RNA in serum and peripheral blood 

mononuclear cells were done for all participants in both groups.  

Results: Despite achieving SVR after  DAA treatment and maintaining undetectable serum HCV RNA, persistence 

of HCV RNA in PBMCs was identified in 3 out of 301 cases (1%). 

Conclusion: Simultaneous measurement of HCV RNA in both serum and PBMCs at the end of management with 

DAAs and through validation of SVR is recommended. Further studies are required to find out the potential predictors 

for persistence of OCI after treatment. 
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INTRODUCTION: 

Around the world, fifty-eight million persons have chronic hepatitis C infection. With regard to the 2015 Egypt Health 

Issues Survey, 4.4% of Egyptians between the ages of 1 and 59, or around 3.5 million people, had evidence of an 

active hepatitis C infection. The WHO gold tier targets of identifying at least eighty percent of persons with hepatitis 

C and treating at least seventy percent of those identified have been exceeded by Egypt, which has diagnosed eighty-

seven percent of persons infected with the virus and given curative treatment to ninety-three percent of those diagnosed 
(1).  

The hepatitis C virus was a major public health problem in Upper Egypt governorates like Beni Suef, Minya, and 

Assiut. Historical seroprevalence is detected up to 28–29%, largely due to iatrogenic transmission from past 

schistosomiasis campaigns and unsafe medical practices. National screening programs and direct-acting antiviral 

therapies have contributed to a progressive decline in HCV infection across the country (2). 

The advent of interferon-free direct-acting antiviral agents (DAAs) represents a major breakthrough in the 

management of hepatitis C virus infection. These therapies have transformed the management landscape of chronic 

HCV, providing a highly effective and well-tolerated alternative to traditional interferon-based regimens. With 

sustained virologic response rates approaching 95%, DAAs demonstrate remarkable efficacy in viral eradication, even 

among cases with advanced liver disease, including cirrhosis. This therapeutic success has translated into significant 

improvements in clinical outcomes and a marked reduction in the need for invasive interventions such as liver 

transplantation (2) 

OCI denotes the existence of HCV in individuals deemed cured of the infection, marked by the lack of detectable 

HCV RNA in serum; nonetheless, highly sensitive PCR methodologies may still uncover minute quantities of HCV 

RNA in the liver or peripheral blood mononuclear cells (PBMCs) (3). Two distinct types of OCI have been identified: 

(i) persons who are anti-HCV positive but HCV-RNA negative, following a resolved infection, and (ii) individuals 

who are both anti-HCV negative and HCV-RNA negative, often referred to as having cryptogenic HCV infection (4). 
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The clinical importance of OCI remains uncertain, as concerns persist that complete viral eradication may not be 

achieved even after a sustained virologic response. This raises the possibility that OCI could contribute to ongoing 

low-grade hepatic injury or viral reactivation, particularly in immunocompromised individuals, although definitive 

evidence is still lacking. (5, 6)
. 

Finding of HCV RNA in hepatic cells is considered the reference technique, or gold standard, for diagnosing an occult 

HCV infection but, liver biopsies aren't usually easily available (7).  Detecting HCV RNA in peripheral blood 

mononuclear cells or utilizing ultrasensitive PCR tests in plasma or serum are two alternate methods for identifying 

an occult HCV infection. (8). 

Although HCV is primarily hepatotropic, substantial evidence indicates that the virus can also replicate in extrahepatic 

compartments, including peripheral blood mononuclear cells. The detection of the negative-strand HCV RNA, a 

replicative intermediate, within infected cells provides strong support for active viral replication beyond the liver. (9). 

It has been recommended that HCV may persist in PBMCs, which could serve as an extrahepatic viral reservoir. 

Persistence in these cellular compartments, even after clearance of serum HCV RNA, has been suggested as a potential 

mechanism underlying viral relapses and continued pathogenic effects, although the clinical implications of this 

phenomenon remain incompletely understood. (10). 

 

However, in certain individuals who have attained HCV RNA clearance, the persistence of HCV-RNA in PBMCs is 

linked to persistent histological abnormalities. Dual testing in serum and PBMCs may be necessary to achieve SVR 

after direct-acting antiviral (DAA) treatment (11). 

This research aimed to examine the potential presence of OCI in upper Egypt in individuals who achieved SVR 24 

weeks after receiving direct-acting antiviral treatment.  

 

PARTICIPANTS AND METHODS: 

Study design and population 

 This cross-sectional research included 301 patients as group 1 (G1) who were HCV infected and achieved SVR, 

which is described as the absence of detectable serum HCV RNA. The study also included 100 healthy individuals as 

group 2 (G2) were taken as control group who were age and sex matched to group 1. 

a. Inclusion Criteria: 

HCV infected and achieved SVR for at least 24 weeks (SVR24) after completing DAA treatment 

b. Exclusion Criteria 

Cases with co-infections (HCV/HBV or HCV/HIV), hepatocellular carcinoma, other malignancies, and those 

undergoing immunosuppressive therapy were excluded. 

 

Study Setting: (Including All Collaborating Centers) 

This study was conducted at the Molecular Biology Research and Studies Institute at Assiut University, Assiut, Egypt 

in collaboration with the Clinical Pathology Department at Faculty of Medicine Assiut University, Assiut, Egypt and 

the Centre for Liver Disease, Ministry of Health in the period from April 2024 to March 2025.  

 

Ethical considerations 

Ethical approval has been gathered from the Ethics Committee of the Molecular Biology Researches & Studies 

Institute (MBRSI) (IRB no: 22-2023-0020), Assiut University, Egypt. All participants provided written informed 

consent prior to their inclusion in the research. 

 

Study protocol: 

All participants were subjected to the following conditions: 

1- Comprehensive history and thorough clinical examination were conducted for all participant 

2- Laboratory investigations: 

 

Blood Sampling: A total of 10 mL of blood was collected from each participant and separated into two aliquots. One 

aliquot was collected without anticoagulant to yield serum separation were utilized for routine investigations and 

serum HCV- RNA for all participants  , while the second aliquot contained ethylenediaminetetraacetic acid (EDTA) 

for complete blood count (CBC) and the preparation of PBMCs to determine HCV-RNA levels.  

 

Routine laboratory investigation 

-Complete blood count, including Red Blood cells (RBCs), Hemoglobin (Hb), Hematocrit (HCT), white Blood cells 

(WBCs) and Platelets (PLT), was performed utilizing the ADVIA 2120i (Siemens, Boston, USA). 

-Liver function tests, comprising Direct Bilirubin (DBil), Total Bilirubin (TBil), Aspartate Aminotransferase (AST), 

Albumin (Alb.), Alanine Aminotransferase (ALT), and Alkaline Phosphatase (ALP), and kidney function tests, 

including serum urea and creatinine, were conducted utilizing an automated blood chemistry analyzer (Siemens Advia 

1800 Chemistry Analyzer, Siemens Boston, USA).  
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-Alpha-fetoprotein test was determined on a high-performance ADVIA Centaur® XP system using 

chemiluminescence (Siemens, Boston, USA). 

 

Specific Laboratory investigations 

1- Separation of PBMCs 

Three ml of EDTA-treated blood were mixed with 6 ml of lymphocyte separation solution in a 15 ml Falcon tube. 

Cells were separated within 24 hours of sample collection through Ficoll-Hypaque density gradient centrifugation 

using (Fecoll, Serana company, 14641Pessin, Germany) with regard to manufacturer’s instructions. PBMCs count 

was adjusted to 5-10 x103/µL 

 

2- Detection of HCV in Serum and  PBMCs 

Extraction of viral ribonucleic acid, reverse transcription, and real-time PCR were subsequently performed utilizing 

the automated Roche Molecular Systems Cobas AmpliPrep and Cobas TaqMan 48 (CAP/CTM), adhering to the 

manufacturer's protocol in serum and PBMCs for all participants.  

 

Verification experiment: It was done using 30 samples with previously documented plasma viremia, categorized into 

three groups: 

(1) 10 samples previously reported as HCV-RNA undetectable in plasma, 

(2) 10 samples with low-level viremia 

(3) 10 samples with moderate-level viremia. 

Blood was collected into EDTA tubes for PBMC isolation and plain tubes for serum separation. PBMCs were isolated 

utilizing the standardized density-gradient protocol described earlier. Both serum and PBMC suspensions 

subsequently underwent automated nucleic acid extraction, reverse transcription, and real-time PCR using Roche 

Molecular Systems, with all assays performed in duplicate to ensure analytical precision 

 

Statistical Analysis: 

Statistical Analysis: Information are presented as mean ± SD or as counts. Comparisons between categorical variables 

have been done utilizing the Fisher's exact test or chi-square test, as appropriate. For comparing numerical variables 

between two groups, the Mann-Whitney U test was used. Data analysis was conducted utilizing the Statistical Package 

for Social Sciences (SPSS), version 22 for Windows. A p-value of < 0.05 was considered statistically significant. 

 

RESULTS 

Table 1 represents the demographic data for the study group and control group  

Table (1): Demographic data in study groups. 

Item G1 post treatment “n=301” G2 Control 

“n=100” 

P-value 

Age “years” (Mean ± SD) 52.91 ± 11.05 40.25±8.76 P<0.03* 

Sex: 

Male (Mean ± SD) 174(57.8%) 54(54.0%)  

P > 0.05 

Female (Mean ± SD) 127(42.2%) 46(46.0%) 

                                                                                            

Table 2.  summarized the results of liver and kidney function tests, along with serum alpha-fetoprotein (AFP) 

concentration, for both the study and control groups.  

Table (2): Liver, Kidney function and AFP test results in study groups. 

Item Units Normal range G1 post treatment 

“n=301” 

G2 Control 

“n=100” 

P-value 

Tbil mg/dl Less than 1.2 0.76 ± 0.179 0.62±0.34 P<0.001** 

Dbil mg/dl Less than 0.2 0.21 ± 0.084 0.21±0.02 P=0.575 

ALB g/dl 3.5 – 5.5 4.08 ± 0.43 4.21±0.28 P=0.436 

AST IU/L male: Less than 39 

female: less than 37 

23.33 ± 10.58 19.53±2.76 P=0.273 

ALT IU/L male: Less than 45 

female: less than 41 

31.98 ± 10.48 23.78±3.47 P<0.001** 

ALP IU/L Less than 295 211.75 ± 63.20 102.33±12.43 P<0.01* 

Creatinine mmol/L male: 62 -115 75.35 ± 16.12 83.43±6.80 P<0.000*** 
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Female: 53 - 97 

Urea µmol/L male: 2.5 – 7.1 

Female: 2.1 – 6.8 

5.35 ± 1.30 3.30±0.79 P<0.000 

AFP ng/ml less than 10 7.56 ± 4.11 3.76±1.33 P<0.001** 

 

Table 3 represents the complete blood count (CBC) results for both the study and control groups.  

Table (3): CBC results in study groups 

Item Units Normal Range G1 post treatment 

“n=301” 

G2Control 

“n=100” 

 

P-value 

RBCs 10^6/µl male: 4.7 – 6.1 female: 

3.8 – 4.8 

4.10 ± 0.32 4.21±0.43 P=0.241 

Hb g/dl male: 12 - 16 

female: 11 - 15 

11.50 ± 0.11 12.46±1.46 P<0.02* 

HCT % male: 36 - 48 

female: 36 - 46 

30.14 ±0.14 39.45±3.67 P=0.584 

WBCs 10^3/µl 4 – 11 6.22 ± 1.78 5.78±1.83 P=0.563 

Platelets 10^3/µl 150 – 450 254.47±18.76 342.27±14.27 P<0.001** 

 

In the research, a total of 301 cases with chronic hepatitis C virus infection who were treated within the national HCV 

control program in Egypt using direct-acting antivirals (DAAs) were included. Following completion of DAA 

treatment, they achieved a sustained virologic response, with undetectable serum HCV- RNA after 24 weeks. Among 

these patients, three individuals (two males and one female) were identified as having occult HCV infection.  

 

Table 4 shows the descriptive data of the these 3 patients. 

Table (4): Descriptive data of OCI  patients in post DAA treatment group. 

Item Case No.1 Case No.2 Case No.3 

Age 58 49years 49years 

Sex Male Female male 

TBil 0.8 0.5 0.6 

- DBil 0.2 0.2 0.2 

- ALb 4.4 4.0 4.7 

- AST 16 10 10 

- ALT 49 22 23 

- ALP 285 268 312 

- Creatinine 61.6 96.9 70.4 

- Urea 5.67 5.83 6.83 

- AFP 12.7 9.9 4.7 

- HCV RNA 1.14x103 7.25x103 1.61x103 

 

DISCUSSION  

From a clinical and public health standpoint, Egypt has achieved remarkable progress in hepatitis C control through 

the implementation of a comprehensive nationwide screening and treatment campaign. Given that HCV is an RNA 

virus that doesn’t integrate into the host genome, complete viral eradication is biologically achievable following 

effective antiviral therapy. Interferon (IFN) was introduced in 1990 as the first approved treatment for chronic HCV 

infection, although its efficacy and tolerability were limited. The subsequent development of direct-acting antivirals 

has revolutionized HCV management, dramatically improving treatment outcomes. Contemporary DAA regimens 

now achieve sustained virologic response (SVR) rates exceeding ninety-five percent across most genotypes in non-

cirrhotic patients, and approximately 80–90% even among patients with established cirrhosis These advances have 

transformed HCV from a chronic progressive disease into one that is largely curable at the population level. (12). 

Furthermore, the advent of direct-acting antivirals has enabled the management of patients previously ineligible for 

IFN-based regimens, including those with autoimmune diseases, psychiatric disorders, and decompensated cirrhosis. 
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The extensive genetic diversity of HCV posed challenges that necessitated the development of multiple therapeutic 

regimens. Leveraging the high efficacy of DAAs, the national program has successfully screened and treated over 

four million individuals, advancing Egypt toward the World Health Organization's (WHO) objective of HCV 

elimination. (14). 

In the context of post-hepatitis monitoring, occult hepatitis C infection has emerged as a complex clinical entity. OCI 

is diagnosed when HCV-RNA is detectable in hepatic tissue or peripheral blood mononuclear cells of cases whose 

serum HCV-RNA remains undetectable. Consequently, in cases who have attained sustained virological response, 

OCI may represent a latent reservoir for reinfection or a concealed source of HCV recurrence. (15).  

 

Furthermore, Yousif et al. reported that the persistence of intracellular HCV infection (occult HCV infection, OCI) 

following therapy may act as a viral reservoir, potentially contributing to subsequent serologic relapse, as well as 

ongoing cirrhosis, fibrosis, and hepatocellular injury(16). This phenomenon remains a subject of debate, particularly in 

regions with an elevated occurrence of HCV infection. In this context, the current research aimed to examine the 

occurrence of OCI, as indicated by persistent HCV-RNA in peripheral blood mononuclear cells. 

In the present study, we found that 3 patients (1.0%) in the post-DAA treatment group had occult HCV infection. 

These findings are consistent with those of Austria and Wu (2018) and Wroblewska et al. (2021), who reported that 

OCI is diagnosed by the recognition of HCV/OCI in PBMC samples of cases, despite being undetectable in serum 

samples using conventional PCR assays (17,18).  Additionally, Silva et al. (2023) reported that OCI is characterized by 

serum-negative and PBMC-positive outcomes using ddPCR, highlighting the potential for HCV/OCI transmission in 

different study populations (19). 

Habeeb et al. also noted that various researches have reported the occurrence of OCI in many populations; 

nevertheless, the associated risk factors haven’t yet been established (20). 

 

Our results were contradicted by a study by Martinez et al. (2018) that found that 3.4% of blood donors had OCI 

(seronegative for HCV antibodies) where in our study we did not detect OCI in control group, as assessed by analyzing 

HCV- RNA in both hepatocytes and PBMCs (21). However, Bernardin et al. (2008) examined HCV- RNA in PBMCs 

from cases who had either naturally or through treatment eradicated the virus and discovered that HCV was completely 

removed from PBMCs (22). 

 

This outcome is also supported by Saad et al., who stated that OCI is more common in people who had a spontaneous 

or post-treatment clearance of HCV infection, with an occurrence of about 3.3% in the general population (23). 

Sood et al., who tracked about 100 patients who experienced sustained virologic response (SVR) for periods varying 

from six months to eight years, similarly documented a greater proportion of late recurrence. Among these, 8 cases 

(8%) developed late recurrence. Late relapses were more common in cases with cirrhosis (5/28, or 18%) compared to 

those without cirrhosis (3/72, or 4%) (P = 0.037) (24). Similarly, an OCI rate of 11.33% was recorded in PBMCs by 

Yousif et al. in their study that looked at the occurrence of OCI in PBMCs in cases managed with DAAs and reaching 

SVR 12–24 weeks post-treatment. Nevertheless, no liver biopsy was performed on any of the research participants to 

evaluate OCI in their hepatocytes (16). 

In the present study, three cases of OCI were identified, two of which were male. These outcomes are in line with 

those of Habeeb et al., who evaluated several independent predictor variables for the likelihood of OCI, including age, 

male sex, present smoking status, and the existence of diabetes mellitus (20). Of these factors, male sex was found to 

be statistically significant, However, the virus's survival in PBMCs was unrelated to variables such pretreatment viral 

load, treatment method, and treatment period. (25). 

 

The ability of the virus to replicate in these extrahepatic areas presents a potential danger of transmission to other 

tissues or individuals, even if the significance of discovering HCV-RNA in PBMCs and/or liver tissue in the absence 

of blood RNA positive is not entirely known. Raising awareness of occult HCV infection in clinical settings is crucial 

as a result (26). 

It's yet unknown what persisting HCV- RNA in PBMCs means for DAA-treated individuals who have attained SVR. 

It is unclear if this discovery shows a slow reduction of the virus within tissues or if it signifies a genuine, long-term 

persistence of the virus in PBMCs, which could result in problems and/or subsequent relapses (27).  

Regarding liver function tests shown in table (2), our results showed insignificant variance among both groups with 

regard to direct bilirubin, albumin, and AST. However, there was a significant increase in total TBil, ALP, and ALT 

in the post-treatment group in comparison with the control group. A previous study by Ali et al. (2020) confirmed that 

after DAA treatment, serum albumin, total bilirubin, and ALT levels significantly improved. This improvement was 

attributed to the fact that the eradication of infection with HCV can reverse hepatic function anomalies (28). 

Our findings, as shown in table (2), showed significantly increased creatinine levels in the control group than in the 

post-treatment group, although results in both groups were within normal. Nevola et al. (2020) found that SVR patients 

illustrated a significant decline in serum creatinine concentration and a significant rise in eGFR. This means that DAAs 

After the virus is eradicated, liver function recovers and reduces the inflammation, which can enhance renal perfusion 
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and improve overall kidney function (29)
. In contrast, the Chui et al. 2020 study has shown a defined renal function 

deterioration following DAA treatment. That was a novel result that had not been reported before (30). 

Regarding platelet count Sayyar et al. (2019) found that platelet count significantly elevated in cases with HCV who 

attained SVR irrespective of the presence or absence of cirrhosis. (31)  

Also, Ali et al. (2020) found that platelet count improved after DAA treatment. (28) In our present study, in table (3), 

there is a significant decrease in platelet count in the post-treatment group than the control group, despite both groups 

remaining within the normal range, and this could be attributed to several factors. After successful HCV eradication 

with DAA treatment, the liver and spleen undergo a recovery phase, which can affect platelet dynamics. In cases with 

chronic liver disease or cirrhosis, platelet production may remain suppressed due to residual liver dysfunction or 

impaired thrombopoietin production, even after viral clearance. Additionally, transient inflammation and the 

resolution of HCV-related immune responses post-treatment may contribute to fluctuations in platelet levels (32).  These 

factors could explain the observed decrease in platelet count in the post-treatment. 

Our results illustrated a significant rise in AFP levels in the post-treatment group than the control group, although both 

groups remained within the normal range, see table (4). In contrast, Ali et al. found that AFP levels significantly 

decreased after DAA treatment, which confirms the ability of DAAs to improve liver function (28).  Furthermore, Yang 

et al. (2020) noted that increased serum alpha-fetoprotein (AFP) levels in cases with chronic HCV on direct-acting 

antiviral therapy (DAAs) can happen for a number of reasons. Persistent liver damage, such as cirrhosis, may continue 

to elevate AFP levels even after successful viral eradication. Additionally, AFP can be elevated in cases of 

hepatocellular carcinoma (HCC), which may develop in cases with advanced liver illness, even if the HCV has been 

cleared. Liver regeneration following DAA treatment, particularly in patients with cirrhosis, can also cause transient 

AFP increases, as AFP is associated with liver cell turnover. Finally, extrahepatic causes, such as tumors or other 

conditions, may also lead to elevated AFP levels, though these are less common in the context of HCV treatment. (33) 

 

Study Limitations: Being a single center study and absence of liver biopsy may underestimate OCI prevalence. Also 

lack of long-term follow-up restricts insight into its clinical significance. 

 

CONCLUSION    

Taken together, our results illustrate that in Upper Egypt cases with chronic HCV who attain sustained virologic 

response following direct-acting antiviral therapy may nonetheless harbor occult HCV infection. This highlights that 

the persistence of viral RNA in PBMCs despite undetectable serum HCV RNA, emphasizing the need for dual testing 

in both serum and PBMCs during SVR validation. Identification of factors predicting OCI persistence post-DAA 

therapy remains a critical area for future research. Long-term observational studies with larger patient cohorts are 

essential to corroborate these findings and to inform clinical guidelines. Moreover, optimizing antiviral regimens, 

particularly with the latest generations of highly potent DAAs, may be necessary to prevent OCI. Finally, the potential 

requirement for retreatment in affected individuals warrants careful evaluation to ensure complete viral eradication. 

 

REFERENCES 

1.https://www.emro.who.int/media/news/egypt-becomes-the-first-country-to-achieve-who-validation-on-the-path-

to-elimination-of-hepatitis-c.html 

2. El-Ghitany  EM and Farghaly AG, (2019) Geospatial epidemiology of hepatitis C infection in Egypt 2017 by 

governorate Volume 5, Issue 8. 

. Omar H, El Akel W, Elbaz T, et al. (2018) Generic daclatasvir plus sofosbuvir, with or without ribavirin, in treatment 

of chronic hepatitis C: real-world results from 18,378 patients in Egypt. Aliment Pharmacol Ther. 47(3):421–31. 

3. Lybeck C, Brenndörfer ED, Sällberg M, et al. (2019) Long-term follow-up after cure from chronic hepatitis C virus 

infection shows occult hepatitis and a risk of hepatocellular carcinoma in noncirrhotic patients. Eur J Gastroenterol 

Hepatol. 31(4):506–13. 

4. Welker MW, Zeuzem S. (2009) Occult hepatitis C: how convincing are the current data? Hepatology. 49(2):665–

75. 

5. Attar BM, Van Thiel D. (2015) A new twist to a chronic HCV infection: occult hepatitis C. Gastroenterol Res Pract. 

579147. 

6. Seeff LB. (2013) Sustained virologic response: is this equivalent to cure of chronic hepatitis C? Hepatology. 

57(2):438–40. 

7. Wei L, Lok AS. (2014) Impact of new hepatitis C treatments in different regions of the world. Gastroenterology. 

146(5):1145–50. 

8. Bartolomé J, López-Alcorocho JM, Castillo I, et al. (2007) Ultracentrifugation of serum samples allows detection 

of hepatitis C virus RNA in patients with occult hepatitis C. J Virol. 81(14):7710–5. 

9. Khattab MA, Zakaria Y, Sadek E, et al. (2023) Detection of hepatitis C virus (HCV) RNA in the peripheral blood 

mononuclear cells of HCV-infected patients following sustained virologic response. Clin Exp Med. 23(1):131–40. 

10. Cavalheiro NDP, Filgueiras TC, Melo CE, et al. (2007) Detection of HCV by PCR in serum and PBMC of patients 

with hepatitis C after treatment. Braz J Infect Dis.11:471–4. 

https://www.sciencedirect.com/journal/heliyon/vol/5/issue/8


 

 

Genetics and Molecular Research 25 (1s): 2026                                               7 

11. Wang Y, Rao H, Chi X, et al. (2019) Detection of residual HCV-RNA in patients who have achieved sustained 

virological response is associated with persistent histological abnormality. EBioMedicine. 46:227–35. 

12. Krassenburg LA, Maan R, Ramji A, et al. (2021) Clinical outcomes following DAA therapy in patients with HCV-

related cirrhosis depend on disease severity. J Hepatol. nnnb5):1053–63.    

13. Lynch EN, Russo FP. Outcomes and follow-up after hepatitis C eradication with direct-acting antivirals. J Clin 

Med. 2023;12(6):2195. 

14. Kandeel A, Genedy M, El‐Refai S, et al. The prevalence of hepatitis C virus infection in Egypt 2015: implications 

for future policy on prevention and treatment. Liver Int. 2017;37(1):45–53. 

15. Azzam A, Khaled H, Hussein SM, et al. Prevalence and clinical implications of occult hepatitis C infection: a 

meta-analysis of studies conducted in Egypt. Egypt J Intern Med. 2025;37(1):1–12. 

16. Yousif MM, Elsadek Fakhr A, Morad EA, et al. Prevalence of occult hepatitis C virus infection in patients who 

achieved sustained virologic response to direct-acting antiviral agents. Infez Med. 2018;26(3):237–43. 

17. Austria A, Wu GY. Occult hepatitis C virus infection: a review. J Clin Transl Hepatol. 2018;6(2):155. 

18. Wróblewska A, Bielawski KP, Sikorska K. Occult infection with hepatitis C virus: looking for clear-cut boundaries 

and methodological consensus. J Clin Med. 2021;10(24):5874. 

19. Silva E, Marques S, Leal B, et al. Occult hepatitis C infection identified in injection drug users with direct antiviral 

agents therapy and spontaneous resolution of hepatitis C virus infection. Virus Res. 2023;329:199104. 

20. Habeeb M, Eldesoky AE, Zaki M, et al. Prevalence and Risk Factors of Occult Hepatitis C Virus infection in One 

Tertiary Egyptian Centre. Benha Med J. 2021;38(1):395–406. 

21. Martínez-Rodríguez MDLL, Uribe-Noguez LA, Arroyo-Anduiza CI, et al. Prevalence and risk factors of Occult 

Hepatitis C infections in blood donors from Mexico City. PLoS One. 2018;13(10)\:e0205659. 

22. Bernardin F, Tobler L, Walsh I, et al. Clearance of hepatitis C virus RNA from the peripheral blood mononuclear 

cells of blood donors who spontaneously or therapeutically control their plasma viremia. Hepatology. 

2008;47(5):1446–52. 

23. Saad Z, El Ghany W, Khalifa R, et al. Occult HCV infection in liver transplanted patients: frequency and 

consequences. Clin Exp Hepatol. 2022;8(2):125–31. 

24. Sood A, Midha V, Mehta V, et al. How sustained is sustained viral response in patients with hepatitis C virus 

infection? Indian J Gastroenterol. 2010;29:112–5. 

25. El-Moselhy EA, El-Aziz A, Atlam SA, et al. Prevalence and risk factors of overt-and occult hepatitis C virus 

infection among chronic kidney disease patients under regular hemodialysis in Egypt. Egypt J Hosp Med. 

2018;61(1):653–69. 

26. Mohamoud YA, Mumtaz GR, Riome S, et al. The epidemiology of hepatitis C virus in Egypt: a systematic review 

and data synthesis. BMC Infect Dis. 2013;13:1–21. 

27. Doss W, Hermez J, Atta H, et al. Towards a hepatitis-free Egypt: is this achievable? \[Internet]. Cairo: WHO 

EMRO; 2018 \[cited 2025 Aug 3]. Available from: [https://www.emro.who.int](https://www.emro.who.int) 

28. Ali OM, Hussein AA, Kholef EFM, et al. Effect of sofosbuvir plus daclatasvir on virological response and liver 

function tests as a line of treatment for HCV related cirrhosis (a prospective cohort study). Egypt Liver J. 2020;10:1–

9. 

29. Nevola R, Rinaldi L, Zeni L, et al. Metabolic and renal changes in patients with chronic hepatitis C infection after 

hepatitis C virus clearance by direct‐acting antivirals. JGH Open. 2020;4(4):713–21. 

30. Chiu SM, Tsai MC, Lin CY, et al. Serial changes of renal function after directly acting antivirals treatment for 

chronic hepatitis C: a 1-year follow-up study after treatment. PLoS One. 2020;15(4)\:e0231102. 

31. Sayyar M, Saidi M, Zapatka S, et al. Platelet count increases after viral elimination in chronic HCV, independent 

of the presence or absence of cirrhosis. Liver Int. 2019;39(11):2061–5. 

32. Johnson PJ, Berhane S, Walker AJ, et al. Impact of direct‐acting antiviral agents on liver function in patients with 

chronic hepatitis C virus infection. J Viral Hepat. 2021;28(1):168–76. 

33. Yang C, Lv F, Yang J, et al. Surveillance and management of hepatocellular carcinoma after treatment of hepatitis 

C with direct-acting antiviral drugs. Ann Hepatol. 2024:101582. 

 

The hepatitis C virus (HCV) was a major public health problem in Upper Egypt governorates like Beni Suef, Minya, 

and Assiut. Historical seroprevalence is detected up to 28–29%, largely due to iatrogenic transmission from past 

schistosomiasis campaigns and unsafe medical practices. National screening programs and direct-acting antiviral 

therapies have contributed to a progressive decline in HCV infection across the country. 


