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INTRODUCTION
Hepatitis C virus infection (HCV) has been described to be associated with great morbidity and mortality as well as in
hemodialysis and renal transplanted patients. Earlier treatment took in consideration clinical, biological, liver function test
completed by liver biopsy and genotyping assays. Recently, protease inhibitors have been added to anti HCV bi therapy
associated
either with relapse, or non responders or intolerance to the initial proposal. Herein, we report a case of
hemodialysis patient, career of HCV treated initially by Peginteferon alfa-2b, then Peginteferon 2-a combined to Ribavirin. After
a second relapse; she responded well to Telaprevir adjunction.

Patients and Methods
A 58 year old patient is well known to have gravid nephropathy evolving to end stage renal failure (ESRF). She was having
signs and symptoms of advanced CKD whenever she accepted to initiate renal replacement therapy on1982. Her medical
history includes hepatitis C infection, 02 episodes of chronic graft rejection leading to detransplantationon 1987 and 1988.
Thereafter, she became anuric having persisting intractable musculo skeletal and joint pain attributed to severe secondary
hyperparathyroidism with abnormal phosphocalcic product and high intact parathyroid hormone level (iPTH=1280 pg/ml). She
was having low vitamin D3 level and increased aluminum level (80 ug/l), phosphatase alkaline and beta 2 microglobulin (55
mg/l). Despites modifying her dialysis program by increasing frequency and timing of her sessions; symptoms sustained. On
1996, she underwent a total parathyroidectomy that resulted in a dramatic improvement of her pain eventually; she was
initially operated for bilateral carpal tunnel syndrome and left Achilles tendon rupture on 2006. Post operative histology was
contributive by showing the existence of dialysis related systemic amyloidosis. Her work up for a third renal transplantation
was uneventful apart of a recommendation to treat chronic HCV. On 2006 and according to her hematologist, after liver
biopsy; she was put under Peginteferon alfa 2b (Viraferon 50 ug/week) and Ribavirin200 mg daily for 48 weeks. Clinical and
laboratory tolerability was marked by hair loss and an non hemolytic anemia mandating erythropoietin increment. On 2009,
she presented signs of relapsing her HCV infection and another course of Peginteferon alfa 2a plus Ribavirin. Three month
later viral load was estimated at 3.7 log copies/ml. patient was treated with bi therapy for six months. After one year of the
former therapy, we noted further feature of relapse having PCR HCV = 6.2 log copies/ml. On July 2012 she was put under
triple regimen therapy including Peginteferon alfa 2a (PEGASYS) 180 ug weekly + RIBAVIRIN 200 mg daily (COPEGAS) and
Telaprivir (INCIVO) 375 mg x2 TID. Three months later, viral load was undetectable and the sole side effect noted by the
patient is intractable pruritus which was controlled by anti itch locally and hydroxyzine systemically. Telaprivir was prescribed
for only 04 months and the former bi therapy for half of the recommended schedule. No relapse was observed thereafter.
Unfortunately, patient developed a spontaneous fall and a non recovery hematoma. She expired after a surgical procedure
aiming to release the compressive effect on her nerve. Since then, our center is still free of HCV infection, despites accepting
positive patients on vacation.

Discussion
HCV infection of dialyzed patients caries a high risk of morbidity and mortality. Persisting viral infection has been described to
be associated with a delayed renal transplantation, predisposing to diabetes and co infection. The first guidelines for treating
such infection include bi- anti viral therapy. in case of relapse, non responder and intolerance; triple regimen therapy should
be attempted. The first protease inhibitor which was routinely prescribed was Boceprevir. Herein, we described our case who
presented two episodes of relapse under bi anti viral HCV therapy including both alfa 2 b and alfa 2a c combined with
Ribavirin. She responded well to Telaprevir association without further signs of non -responding neither relapses. Short
observation didn’t show any viral replication after the discontinuation of all anti viral therapy. The standard therapy based on
interferon therapy and Ribavirin prescribed for genotype I HCV positive patient should be discussed according to early and
sustained virological response. It seems that this triple anti viral therapy has lead to increasing response rate. Moreover,
interferon based regimen should be reviewed sooner after the onset of severe side effects to avoid the emergence of viral
resistance. Usage of interferon free regimen has to be evaluated in declining circulating HCV –RNA levels. Dialysis center
free of HCV infection remained our target and effort should be directed to improving hygienic prevention, diagnosis and
achieving a sustained viral response

Conclusion
Triple anti viral therapy including protease inhibitors is safe and efficacious in treating relapse of HCV infection. Further large
studies are needed to clarify the benefit of this combination.

