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Table 2 Clinical backgrounds of SVR and non-SVR cEVR patients (48 weeks of treatment, n = 104)

SVR (n=82) Non-SVR (n=22) P-value
Male/female 57/25 8/14 0.004
Age (years) 53 (25-71) 56.5 (37-69) 0.279
BMI (kg/m?) 22.9 (16-31.2) 21.9 (18.7-27.0) 0.192
HCV RNA (log 1U/mL) 6.2 (5.2-6.7) 6.3 (5.3-6.7) 0.147
Hb (g/dL) 14.6 (10.7-17.6) 13.8 (11.9-16.7) 0.105
PLT (x10™/uL) 18.3 (9.9-39.9) 16.7 (10.0-26.5) 0.044
Neu (/uL) 2617 (1033-6222) 2638 (778-3652) 0.803
ALT (JU/L) 61 (15-740) 54.5 (19-144) 0.494
HCV RNA negativity (8w/12w) 17/65 3/19 0.340
Total PEG IFN (ug/kg) 68.4 (22.0-94.2) 65.5 (27.9-82.8) 0.431
Total RBV (mg/kg) 3422 (1100-5050) 2817 (2021-3926) 0.003

ALT, alanine aminotransferase; BMI, body mass index; cEVR, complete early virological response; Hb, hemoglobin; HCV RNA, hepatitis
C vitus RNA; Neu, neutrophil count; PEG IEN, peginterferon; PLT, platelet count; RBV, ribavirin; SVR, sustained virological response; w,

weeks,

treated for 52-64 weeks; however, no significant differ-
ences were noted, possibly because of the small number
of patients (Table 4).

Effect of treatment extension on the SVR
rate of cEVR patients -

We analyzed the SVR rate according to the timing of
HCV RNA negativity in the serum in the 48-week-treated

group (Fig. 2). While the SVR rate in females was com-
parable to that in males with initial FICV RNA negativity
at treatment week 8 (78.8% vs 90.9%, P = 0.413), it was
significantly lower than that in males with initial HCV
RNA negativity at treatment week 12 {60.0% vs 87.0%,
P =0.005).

In cEVR patients who were initially serum HCV RNA
negative at treatment week 12 and were treated for

Table 3 Multivariate logistic regression analysis of factors associated with SVR in cEVR patients (48 weeks of treatment, n = 104)

QOdds ratio

95% CI P-value

Total RBV dose (mg/kg) 1.0008

1.0001-1.0015 b 0.017

Cl, confidence interval; RBY, ribavirin.

Table 4 Clinical backgrounds of SVR and non-SVR cEVR patients (52-64 weeks of treatment, n = 46)

SVR (n=137) Non-SVR (n=19) P-value
Male/female 24/13 5/4 0.604
Age (years) 55 (35-74) 55 (27-68) 0.533
BMI (kg/m?) 22.5 (17.7-35.6) 253 (18.5-37.4) 0.136
HCV RNA (log IU/mL) 6.2 (5.2-6.7) 6.4 (5.6-6.7) 0.144
Hb (g/dL) 14.6 (11.5-18.1) 13.4 (12.3-16.4) 0.076
PLT (x107/pL) 16.5 (8.9-45.5) 14.9 (10.9-23.7) 0.382
Neu (/uL) 2518 (1318-7772) 2070 (1579-3358) 0.089
ALT (IU/L) 74 (22-285) 53 (24-201) 0.261
HCV RNA negativity (8w/12w) 0/37 0/9 -
Total PEG IFN (ug/kg) 81.8 (35.9-96.0) 78.9 (38.7-84.0) 0.325
Total RBV (mg/kg) 4400 (1725-5016) 4004 (2619-4940) 0.160

ALT, alanine aminotransferase; BMI, body mass index; cEVR, complete early virological response; Hb, hemoglobin; HCV RNA, hepatitis
C virus RNA; Neu, neutrophil count; PEG IFN, peginterferory; PLT, platelet count; RBV, ribavirin; SVR, sustained virological response; w,

-weeks.
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P=0.604

P=0.005
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Figure 2 SVR rate of cEVR in male and female patients classi-
fied by the time of HCV RNA negativity in 48-week-treated or
52-64-week-treated groups. cEVR, complete early virological
response; HCV RNA, hepatitis C virus RNA; SVR, sustained
virological response. (#) Male; () female.

52-64 weeks, the SVR rate in females was 76.5%, which
was not significantly (P =0.604) different from that in
males (82.8%) (Fig. 2).

Comparison of clinical backgrounds
between male and female cEVR patients
with HCV RNA negativity at treatment
week 12

We compared clinical backgrounds between males and
females in 48-week-treated (Table 5) and 52-64-week-
treated (Table 6) groups. In both groups, hemoglobin
concentration was significantly higher in males.
Whereas the SVR rate in females was similar to that in
males in the 52-64-week-treated group (76.5% vs

Hepatology Research 2012; 42: 966-973

82.8%, P=0.604, Fig. 2), the total RBV dose beyond
treatment week 48 was significantly lower in females
than in males (P =0.027,Table 6).

We also compared the SVR rate of female cEVR
patients with initial HCV RNA negativity at treatment
week 12 in 48-week-treated and 52-64-week-treated
groups; however, no statistical significance was observed
(P=0.252, data not shown). The rate of advanced
hepatic fibrosis (F2 and F3) tended to be higher in the
52-64-week-treated group compared to those in the
48-week-treated group (P = 0.086, Table 7).

DISCUSSION

N THE PRESENT study, we retrospectively analyzed

150 genotype 1 CH-C patients demonstrating cEVR
with PEG IFN and RBV combination therapy. In the
group treated for 48 weeks, patients without SVR were
more often female (P=0.004), had lower platelet
counts (P=0.044) and received lower total RBV doses
(P=0.003). These findings are in accordance with a
consensus report from Japan demonstrating that sex,
severity of liver fibrosis and adherence to drug treatment
are important predictors of the outcome with PEG IFN
and RBV combination therapy.'

Ribavirin is an antiviral drug effective for HCV when
used in combination with IFN-0/B or PEG IFN-a.
Several publications have reported that short-term or
cumulative RBV exposure is closely associated with EVR
or SVR,*'2 and a recent report presented evidence that
RBV can promote IFN signaling in patients with CH-C in
vivo.” In clinical practice, Hiramatsu et al. demonstrated
that RBV dose reduction is associated with relapse of
hepatitis in patients with cEVR."

Table 5 Comparison of clinical backgrounds between male and female cEVR patients with HCV RNA negativity at week 12

(48 weeks of treatment, i = 84)

Male (n =54) Female (n=30) P-value
Age (years) 56 (25-70) 54 (30-71) 0.926
BMI (kg/m?) 22.7 (16.0~30.5) 22.7 (18.7-29.6) 0.259
HCV RNA ({Log JU/mL) 6.2 (5.1-6.7) 6.2 (5.2-6.7) 0.411
Hb (g/dL) 15.1 (11.3-16.9) 13.5 (10.7-15.2) <0.001
PLT (x107/pL) 16.8 (10.0~36.6) 18.7 (9.9-39.9) 0.373
Neu (/uL) 2601 (1033-5017) 2435 (1033-4344) 0.173
ALT (1U/L) 64 (21-740) 53 (15-126) 0.040
Total PEG IEN (ug/kg) 66.7 (22.0-94.2) 68.6 (44.2-82.8) 0.115
Total RBV (mg/kg) 3460 (1444-5050) 3.427 (1357-4454) 0.57

ALT, alanine aminotransferase; BMI, body mass index; cEVR, complete early virological response; Hb, hemoglobin; HCV RNA, hepatitis
C virus RNA; Neu, neutrophil count; PEG IFN, peginterferon; PLT, platelet count; RBV, ribavirin; SVR, sustained virological response; w,

weeks.
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. Table 6 Comparison of clinical backgrounds between male and female ¢EVR patients with HCV RNA negativity at week 12

(52-64 weeks of treatment, n = 46)

Male (n=29) Female (n=17) P-value
Age (years) 53 (27-74) 58 (40-71) 0.056
BMI (kg/m?) 23.4 (17.7-31.1) 21.3 (18.5-37.4) 0.220
HCV RNA (log IU/mL) 6.3 (5.5-6.7) 6.1 (5.2-6.7) 0.317
Hb (g/dL) 15.0 (12.9-18.1) 13.0 (11.5-15.3) <0.001
PLT (X107/uL) 17.4 (11.6-45.5) 14.9 (8.9-23.7) 0.057
Neu (/ul) 2541 (1319-7772) 2322 (1677-3800) 0.303
ALT (IU/L) 80 (22-285) 42 (24-125) 0.033
Total PEG IFN (ng/kg) 81.8 (35.9-93.3) 77.9 (43.1-96.0) 0.432
Total RBV (mg/kg) 4400 (2620-5012) 4174 (1725-5016) 0.142
RBV 48-64w (mg/kg) 902 (148-1.167) 643 (139-988) 0.027
Total treatment period 59.1 (52.1-62.1) 60.1 (53.1-64.0) 0.227

ALT, alanine aminotransferase; BM], body mass index; cEVR, complete early virological response; Hb, hemoglobin; HCV RNA, hepatitis
C virus RNA; Neu, neutrophil count; PEG IFN, peginterferon; PLT, platelet count; RBV, ribavirin; SVR, sustained virological response; w,

weeks,

Because the hemoglobin concentrations at baseline
were significantly lower in females than in males
(Tables 5,6), the dosage of RBV should be investigated
in males and females separately. We first speculated that
the inferior outcome of 48-week-treated female cEVR
patients may be attributable to the lower total RBV dose
they received. On the contrary, the total RBV dose was
not significantly different between males and females,
both in the early and late periods of the 48-week therapy
(data not shown). Similazly, the total RBV dose was not *
significantly different between males and females in the
52-64-week-treated group (Table 6).

The rate of SVR in patients treated for 48 weeks was

-similar in males and females when HCV RNA was ini-
tially negative at treatment week 8 (Fig 2); however, the
SVR rate was significantly lower in females than in males
who were initially HCV RNA negative at treatment week

Table 7 Evaluation of hepatic fibrosis in patients with HCV
RNA negativity at treatment week 12

Total treatment period 48 weeks 52-64 weeks
(n=160) (n=40)
Fibrosis score (0,1/2,3)
Male 24/14° 12/13%
Female 12/10° 5/109
Total 36/24° 17/23"

Liver biopsy was performed in 60 patients treated for 48 weeks
and 40 patients treated for 52-64 weeks.

tys® P=0,204;“vs¢ P=0.234;" vs, P=0.512; " vs ¢,
P=0.364; °vs ', P=0.086.

Data evaluated by y*-test.

12 (60.0% vs 87.0%, P=0.005, Fig. 2). In the 52-64-
week-treated group who were also initially HCV RNA
negative at treatrnent week 12, the rate of SVR in females
was comparable to that in males (76.5% vs 82.8%,
P =0.604, Fig. 2), even though the RBV dose was signifi-
cantly lower in females during the extension period
(P=0.027, Table 6). Therefore, we believe that treat-
ment extension may benefit female cEEVR patients who
are initially HCV RNA negative at treatment week 12
even if the RBV dose is lower. A recent paper from Japan
demonstrated that age and total RBV dose were inde-
pendent predictors of relapse.”” However, whether the
treatment extension itself or increased total RBV dose
benefited the treatment outcome in females remains to
be studied.

We compared the fibrosis. scores in ¢EVR patients
with initial HCV RNA negativity at treatment week 12
and 8 (data not shown). In the 48-week-treated group
(n = 60), the fibrosis score in SVR patients was not sig-
nificantly (P=0.340) different from that in non-SVR
patients. Similarly, in the 52-64-week-treated group
(n=40), the fibrosis score in SVR patients was not sig-
nificantly (P=0.155) different from that in non-SVR
patients. In addition, as we showed in Table 7, the fibro-
sis scores were not significantly different between males
and females or 48-week-treated and 52-64-week-treated
groups.

A preliminary study by Nomura et al. showed that
extended therapy with IFN-o. monotherapy for 24 weeks
following PEG IFN and RBV combination therapy was
effective for patients with cEVR.' In addition, short-
term extension of PEG IFN and RBV combination
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therapy for cEVR patients up to 60 weeks in genotype 1 .
CH-C patients has been reported 1o achieve an 80.5%

SVR rate." In the present study, the SVR rate of female
cEVR patients with initial HCV RNA negativity at treat-
ment week 12 and then treated for 52-64 weeks was not
significantly higher than those treated for 48 weeks
because of the small number of patients. We believe that
further studies with a larger sample size may demon-
strate a statistically significant difference between the
two groups.

Response-guided therapy has been the standard
approach in PEG IFN and RBV combination therapy for
CH-C.'®" While response-guided therapy is not directly
applicable to triple therapy, precise management of PEG
IFN and/or RBV dosage during treatment should be
closely monitored because continuous use of telaprevir
is limited due to its side-effects.

Triple combination therapy with PEG IFN-¢-2b, RBY
and telaprevir has now become the first-choice treat-
ment for genotype 1 CH-C in Japan’ whereas skillful
management of triple therapy for patients with lower
hemoglobin levels at baseline should be intended to
avoid severe anemia. Patients suffering from severe skin
rashes during therapy must be reassigned to PEG IFN
and RBV combination therapy; therefore, the optimal
use of RBV is an important issue to consider regardless
of whether double or triple therapy is prescribed.

Then, we suppose that longer RBV use in IFN-based
therapy for female CH-C patients is an important point
even if the RBV dose was lower than the scheduled dose.

The response to PEG IEN and RBV combination
therapy is, to some extent, predicted by measuring the
number of mutations in the interferon sensitivity-
determining region (ISDR) in the non-structural protein
5A (NS5A) or the amino acid substitution of HCV core
702" Because approximately 80% of ¢EVR patients
were cured in this study, it is impossible to examine
these viral factors retrospectively. A strong association
between interleukin 28B (IL28B) gene polymorphism

and a response to PEG IFN and RBV combination

therapy, or inosine triphosphate (ITPA) gene polymor-
phism and RBV-induced anemia were reported for CH-C
patients.”"?* Although patients who could attain cEVR
are unlikely to have “IFN-unresponsive” single nucle-
otide polymorphisms, ITPA polymorphism has a greater
effect on RBV-induced anemia. .
Martino et al. reported a result of mera-analysis of
randomized controlled trials of response-guided PEG
IEN and RBV combination therapy for genotype 1
showing that no significant benefit was demonstrated
for 72 weeks of treatment as compared with 48 weeks of

© 2012 The Japan Society of Hepatology
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treatment in patients with undetectable HCV RNA at
week 12,% although their study included the report of
Ferenci etal. which showed that the SVR rate of
72 weeks of treatment was higher than that of 48 weeks
of treatment in patients with undetectable HCV RNA at
week 12.% The discrepancy between the report by
Martino et al. and our study may be attributed to two
points.

Pirst, we investigated the difference in SVR rate
between males and females separately although Martino
et al. did not. Because the reports from Japan concluded
that the response to PEG IFN and RBV combination
therapy was lower in older females,>* and because the -
hemoglobin concentrations were significantly lower in
females in our study, we considered it better to investi-
gate whether the inferiority in females in treatment
outcome could be overcome by extended treatment or
not. Another point is that we studied the SVR rate in
patients with initial HCV RNA negativity at treatment
week 8 and at week 12 separately because the SVR rate of
female patients with initial HCV RNA negativity at week
8 is high. We suppose that the benefit of treatment
extension in females is restricted to the patients with
HCV RNA positivity at week 8 and negativity at week 12.

The limitations of the present study are that it is a
retrospective analysis and the number of cEVR patients
is small. It may be best to examine the benefit of treat-
ment extension among the groups of patients classified
by each host and viral factor associated with the treat-
ment outcome in a large multicenter study. Therefore,
the results in the present study must be evaluated
keeping the aforementioned information of host and
viral factors in. mind.
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Abstract

Background We investigated whether the administration
of maintenance doses of interferon prevented hepatocellu-
lar carcinoma (HCC) in patients with chronic hepatitis C.
Methods Study 1: A multicenter, retrospective, coopera-
tive study was carried out to determine whether long-
term administration of low-dose peginterferon alpha-2a
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(PegIFNo-2a) prevented HCC development in patients with
chronic hepatitis C. In total, 594 chronic hepatitis C
patients without a history of HCC were enrolled and treated
with 90 pg PegIFNw-2a administered weekly or bi-weekly
for at least 1 year. Study 2: HCC developed in 16 of 99
additional patients without PeglFNw-2a treatment during
3.8 years of observation. A propensity-matched control
study was then carried out to compare the incidence of
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HCC between the 59 patients who received low-dose
PeglFNo-2a (PegIFNo-2a group) and 59 patients who did
not receive PeglFNa-2a treatment (control group), matched
for sex, age, platelet count, and total bilirubin levels.

Results Study 1: HCC developed in 49 patients. The risk
of HCC was lower in patients with undetectable hepatitis C
virus RNA, <40 JU/L alanine aminotransferase (ALT), or
<10 ng/L alpha-fetoprotein (AFP) 24 weeks after the start
of therapy. Study 2: The incidence of HCC was signifi-

cantly lower in the PegIlFNa-2a group than in the control

group.

Conclusions Low-dose and long-term maintenance
administration of PeglFNo-2a decreased the incidence of
HCC in patients with normalized ALT and AFP levels at
24 weeks compared with patients without normal ALT and
AFP levels.

Keywords Chronic hepatitis C - Hepatocellular
carcinoma - Peginterferon

Introduction

Hepatocellular carcinoma (HCC), the sixth most common
cancer worldwide, often develops because of long-term
hepatitis B or C virus infection [1, 2]. In particular, chronic
hepatitis C and hepatic cirrhosis increase the risk of HCC;
the annual incidence of tumor development in such patients
may be as high as 24 % [3-5]. The incidence of HCC
decreases in patients who achieve a sustained virological
response (SVR) to interferon (IFN) treatment, although the
incidence remains high in non-SVR patients [6-9]. A
detailed analysis of HCC development revealed that
chronic hepatitis C patients aged 65 years or more, espe-
cially those with advanced fibrosis of the liver, were at an
increased risk of developing HCC [10]. For patients
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65 years or older with advanced liver fibrosis, the dose of
ribavirin is often reduced or the agent is discontinued,
resulting in lower SVR rates in those with discontinuation
of ribavirin. Establishing an effective treatment strategy for
preventing the development of HCC is important for these
high-risk patients.

Factors related to the development of HCC have been
analyzed in patients who did not achieve an SVR even after
IFN treatment; advanced fibrosis of the liver and high
levels of serum alanine aminotransferase (ALT), and alpha-
fetoprotein (AFP) are risk factors for HCC development
[11, 12]. A randomized controlled trial was conducted in
Western countries to determine whether combined pegin-
terferon and ribavirin treatment with weekly administration
of 90 pg peginterferon alpha-2a (PegIFNo-2a) could pre-
vent HCC in non-responders. A 3.5-year follow up showed
that administration of a maintenance dose of PegIFNa~2a
did not reduce tumor incidence in these patients [13]. -
However, after 8.5 years of observation, the incidence of
HCC was decreased among those in the PeglFNa-2a group
with cirrhosis [14]. Meanwhile, Bruix et al. [15] reported
that maintenance therapy with PegIFN«-2b did not prevent
HCC in chronic hepatitis C patients with cirrhosis. In
Japan, long-term low-dose administration of natural IFN
has been reported to decrease the incidence of HCC [16].
In light of these conflicting results, investigations should be
carried out in a large number of patients with chronic
hepatitis C to resolve the question of whether IFN treat-
ment prevents the development of HCC.

We carried out a multicenter retrospective cooperative
study of patients with chronic hepatitis C to determine
whether those treated with 90 pg PeglFNo-2a without
ribavirin had a reduced incidence of HCC compared with
those not treated with IFN.

Patients and methods

Study 1: analysis of risk factors for HCC in patients
treated with long-term low-dose-PegIFNo-2a

In total, at 21 hepatitis centers throughout Japan, 743
patients with hepatitis C who had received 90 pg of Peg-
IFNew-2a therapy weekly or bi-weekly for 1 year or more
without having received the full dose (180 pg) since
December 2003 were examined retrospectively for the
development of HCC. The end of enrollment in this study
was the end of December 2008 and the end of follow up
was the end of December 2010. Patients with a history of
HCC before the start of therapy and those with a therapy
period of less than 48 weeks were excluded, leaving 594
patients who had undergone long-term administration of
PeglFNa-2a for analysis. At the 21 centers involved in this
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Fig. 1 Flow diagram of the
patients’ enrollment in the

| Chronic hepatitis G (n=4,753) |

study. Peg-IFNo pegylated I

interferon «, SVR sustained viral

| Peg-IFNa+ribavirin (n=3,877) | | Peg-IFN-o02a (n=743) |

| No IFN (n=133) |

response, HCC hepatocellular

carcinoma, w week l

I

SVR (n=1,698)
43.8%

Non-SVR (n=2,179)

[Discontinued (n=776)]

Lost to follow-up (n=34) =

0,
56.2% Excluded from this study

because of a history of HCC

study, 4,753 patients with chronic hepatitis C had been
treated; Peg-IFN and ribavirin combination treatment had
been administered to 3,877 patients, 743 patients had
received Peg-IFN alone, and 133 patients had not agreed to
receive IFN (a flow diagram of the enrollment of patients in
this study is shown in Fig. 1). In the patients with Peg-IFN
and ribavirin combination treatment, the SVR rate was
43.8 %; SVR was not achieved in 2,179 patients, and in
776 of these patients, the combination therapy was dis-
continued owing to adverse events or the patient’s choice.
Patients who failed to achieve an SVR were not included in
this study, because the incidence of HCC is known to be
reduced even in non-responders to IEN [17].

The backgrounds of the 594 patients studied are shown
in Table 1. Findings from the liver biopsies of the patients
were classified according to international standards [18].
Long-term PeglFN«-2a treatment is approved by the Jap-
anese Medical Insurance system. Written informed consent
was obtained from all patients prior to participation in this
study. The study design was approved by the regional
ethics committees of the 21 centers involved in this study,
including the Musashino Red Cross Hospital, in accor-
dance with the Helsinki Declaration. The 743 patients
treated with PeglFN«-2a alone were not indicated for Peg-
IFNw and ribavirin combination therapy because of anemia
or heart disease. The 133 patients who did not agree to
receive IFN served as the control group (see Fig. 1). A
large proportion of the 594 study patients had advanced
~ fibrosis of the liver and active inflammation. A dose of
90 pg PeglFNw-2a was administered to 512 and 82 patients
weekly and biweekly, respectively, according to the
patients’ wishes. There were no significant differences
between the weekly and biweekly groups in the patients’
background data (data not shown).

The median duration of follow up in the PeglFNo-2a
group was 1,273 days (range 228-2,768 days) and HCC
was observed in 49 of the 594 patients (Table 1). Pre-
treatment and on-treatment factors associated with the
development of HCC were analyzed by Student’s ¢-test, the

and less than 48 w treatment (n=149)

¥

lPeg-!FN-aZa group (n=594) ! ‘Control group (n=99)l

Table 1 Background data of patients treated with PegIFNa-2a
(n = 594)

n = 59
Age (years) 61.7 + 11.7
Sex (male/female) 258/336
BMI 232 £33
Genotype (1/2) 443/151
Diagnosis (ASC/CH/LC) 4/460/130
History of excess alcohol consumption 1187376

(=60 g/day; yes/no)

Fibrosis (FO, 1, 2/F3, 4) 443/151
Inflammatory activity (A0, 1/A2, 3) 469/125

Diabetes mellitus (no/yes) 499/95

LDL cholesterol (mg/dL) 94.2 + 31.1
Fasting blood sugar (mg/dL) 106.3 £ 28.5
White blood cell count (/mm?) 4,360 + 1,470
Red blood cell count (x10%/uL) 4238 £+ 56.4
Hemoglobin (g/dL) 133+ 1.8
Platelet count (x10%/uL) 137 £ 56
Albumin (g/dL) 4005
Total bilirubin (mg/dL) 0.8 £06
AST (IU/L) 65.8 +47.8
ALT (IU/L) 72.1 £ 68.0
Gamma-GTP (IU/L) 552 +£51.3
Esophageal varices (no/yes) 344/31

Alpha fetoprotein (ng/L) 6.9 (4.2-13.8)
Once weekly or biweekly PegIFNz-2a 512:82

Baseline HCV RNA (KIU/mL)
Development of HCC (no/yes)

1,024 (73-2,130)
545/49

PegIFN pegylated interferon, BMI body mass index, ASC asymto-
tomatic carrier, CH chronic hepatitis, LC liver cirthosis, LDL low-
density lipoprotein, AST aspartate aminotransferase, ALT alanine
aminotransferase, GTP guanosine triphosphate, HCV hepatitis C
virus, HCC hepatocellular carcinoma

Values are means + SD, with ranges in parentheses

Mann-Whitney U-test, and the y° test (Table 2). Inde-
pendent factors for the development of HCC were assessed
by multivariate analysis using logistic regression. The
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incidence of HCC was analyzed according to the ALT,
AFP, and hepatitis C virus (HCV) RNA levels 24 weeks after
the start of PeglFNx-2a administration by using the Kaplan—
Meier method. The risk of HCC was analyzed, using the
Kaplan—Meier method, only in the non-responders with
detectable HCV RNA during PegIFNa-2a administration by
dividing them according to the ALT and AFP levels 24 weeks
after the start of therapy. The incidence of HCC was com-
pared between the patients with ALT levels of <41 IU/L and
those with levels of >41 JU/L, and between patients with
serum AFP levels of <10 ng/LL and those with levels of
>10 ng/mL at 24 weeks after starting treatment, because at
most of the centers participating in the this study, the upper
normal range of serum ALT is set at 40 IU/L, and the most
significant difference in the incidence of HCC was observed
between the PeglFNa-2a and control group with the cut-off
serum ALT set at41 TU/L and cutoff serum AFP setat 10 ng/
mL, 24 weeks after starting treatment. The HCV RNA level
was measured using the Amplicor Monitor method with a
lower detection limit of 50 TU/L (Roche Diagnostics, Tokyo,
Japan). A history of excess alcohol consumption was deter-
mined as >60 g alcohol per day in order to exclude alcoholic
liver disease.

An asymptomatic carrier was defined as a patient with a
serum ALT level within the normal range and minimal
inflammation or fibrosis in the biopsied tissues of the liver.
Chronic hepatitis was defined as mild-to-severe fibrosis of
the liver according to liver biopsy [18]. The diagnosis of
liver cirrhosis was based on the results of histological
examination of the biopsied liver tissues.

Study 2: incidence of HCC in the PeglFNa-2a therapy
and non-administration (control) groups in comparison
with propensity-matched controls

Ninety-nine of the 133 chronic hepatitis C patients who had
not received IFN were examined as controls; patients in
this group received liver-protective agents such as glycyr-
rhizin or were untreated, and the group was observed for
more than 1 year. None of the individuals in the control
groups had received IFN alone or PeglFNo and ribavirin
combination treatment. They were treated for a median of
1,395 days (range 75-6,556 days). Fifty-nine of these

patients underwent liver biopsy before the treatment and

were considered the control group for the propensity-mat-
ched study. For the propensity-matched study, 59 patients
were selected from the PeglFNa-2a group according to
their age, sex, platelet count, and total bilirubin levels,
which had been identified as independent pretreatment risk
factors for the development of HCC in Study 1. The rates
of HCC were analyzed using the Kaplan—Meier method,
and the risk of HCC was analyzed particularly in patients
with advanced fibrosis of the liver (F3 and F4).

@ Springer

Table 2 Comparison of HCC and non-HCC patients with long-term
PegIFNw-22 administration (n = 594)

Patients with or without p value
development of HCC
With HCC Without HCC
(n = 49) (n = 545)
Pretreatment parameters
Age (years) 63.8 +£ 1.7 61.3 £ 05 <0.05
Sex (male/female)  32/17 226/319 <0.01
BMI 24.0 £ 0.5 23.1+£02 n.s.
Genotype (1/2) 4716 397/148 n.s.
History of excess 11/38 107/338 n.s.
alcohol
consumption
(260 g/day;
yes/no)
Fibrosis (FO, 1, 25124 418/127 <0.001
2/F3, 4)
Inflammatory 7742 462/83 <0.001
activity
(A0, 1/A2, 3)
Diabetes mellitus 38/11 461/84 © o ns.
(nofyes)
LDL cholesterol 88.2 +9.0 94.7 £ 2.6 ns.
(mg/dL)
‘White blood cell 4,355 + 210 4,360 &+ 64 .S,
count (/mm>)
Red blood cell 420.8 + 8.1 4241 £ 2.6 ns.
count (X lOélpL)
Hemoglobin (g/dL) 13.6 £ 0.3 133+ 0.1 n.s.
Platelet count 106 £ 8 140 £2 <0.001
(x10%/uL)
Albumin (g/dL) 38 +0.1 4.0 £ 0.1 <0.001
Total bilirubin 12 4+0.1 0.8 £ 0.1 <0.001
(mg/dL)
AST (IU/L) 78.1 £6.8 64.6 = 2.1 ns.
ALT (IU/L) 72.8 +£9.7 72.0 £ 2.9 s.
Gamma-GTP 68.7 £ 175 539+ 23 n.s.
(Iu/L)
Alpha fetoprotein 17.1 (4.4-36.8) 16.7 (4.1-23.1) n.s.
(ng/L)
Esophageal varices 29.0 % (9/31) 6.4 % (22/344) <0.01
On-treatment parameters
ALT (IU/L) 594 £ 5.7 446+ 1.8 <0.05
Alpha fetoprotein 9.8 (4.6-17.4) 5.5 (3.7-11.1) <0.01-
(ng/L)
HCV RNA level 236 (<0.5-2,210) 21 (<0.5-1,780) <0.05
(KIU/mL)

n.s. not significant

Statistical analysis

Categorical data were compared using the x* test or Fish-
er’s exact test. The distributions of continuous variables
were analyzed using Student’s #-test and the Mann—Whit-
ney U-test for two groups. Multivariate analysis was
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conducted using logistic regression. The cumulative inci-
dence curve was determined using the Kaplan—Meier
method and differences between groups were assessed by
the log-rank test. For all methods, the level of significance
was set at p < 0.05. Multivariate analysis of the risk of
HCC was carried out using the Cox proportional hazard
model. Statistical analyses were performed using the Sta-
tistical Package for the Social Sciences software version
11.0 (SPSS, Chicago, IL, USA). In Study 1, age, sex,
platelet count, and total bilirubin levels were identified as
independent factors for the development of HCC; there-
fore, these factors were selected for the propensity-matched
control study (Study 2) in which 59 patients from the
PeglFNo-2a group were included.

Results
Study 1

We analyzed the factors involved in the development of
HCC in patients who received 90 pg PeglFNa-2a weekly
or biweekly for more than a year. The incidence of HCC
did not differ significantly between the groups treated with
PeglFNa-2a weekly and biweekly (34 of 512 vs. 15 of 82,
respectively). As shown in Table 2, univariate analysis
revealed statistically significant differences in the pre-
treatment parameters including age, sex, fibrosis of the
liver, platelet count, albumin level, and total bilirubin,
between patients who developed HCC and those who did
not. Endoscopy was carried out in 375 patients, and
esophageal varices were noted in 31 of them. The inci-
dence of HCC was higher in patients with esophageal
varices than in those without varices [29.0 % (9 of 31) vs.
6.4 % (22 of 344)). Assessment of on-treatment factors by
univariate analysis revealed statistically significant differ-
ences in serum ALT, AFP, and HCV RNA levels 24 weeks
after the start of PeglFNw-2a maintenance treatment (Table
2).

Multivariate analysis including pretreatment parameters
revealed that age, sex, fibrosis of the liver, platelet count,
and total bilirubin were independent risk factors for HCC
development (Table 3). Multivariate analysis including on-
treatment parameters identified ALT levels of >41 IU/L
and AFP levels of >10 ng/L 24 weeks after the start of the
PeglFNw-2a therapy as independent risk factors for HCC
development (Table 3).

The incidence of HCC was significantly lower in patients
with ALT levels of <40 IU/L than in those with ALT levels
of >41 TU/L 24 weeks after the start of observation (Fig. 2).
The incidence of HCC was also significantly lower in patients
with AFP concentrations of <10 ng/ml at24 weeks after the
start of observation than in those with AFP concentrations of

>10 ng/mL (Fig. 3). The dose of PegIFNou-2a was reduced to
45 pg in 16 patients because of neutropenia and thrombo-
cytopenia. In addition, PeglFN«-2a was discontinued in 18
patients because of adverse events, including depression (7
patients), interstitial pneumonitis (3 patients), thrombocyto-
penia (3 patients), neutropenia (1 patient), itching (1 patient),
and ascites (3 patients). No statistically significant differ-
ences were found between the patients with reduced dosage
or treatment interruption and those without treatment modi-
fications with respect to overall survival, HCC incidence,
ascites formation, variceal bleeding, hepatic encephalopathy,
and 2-point increases in the Child-Pugh score. No patients
underwent liver transplantation.

Table 3 Independent risk factors for HCC development in patients
treated with 90 pg PeglFNo-2a weekly or bi-weekly, evaluated by
multivariate analysis (logistic regression analysis)

Multivariate analysis

Odds
ratio

95 % j4
Confidence
interval (CI)

Age (years) (every 5 years) 2.24 1.76-9.33 <0.005
Sex (male/female) 3.16 1.56-10.7 <0.005
Fibrosis (F3, 4/F0, 1, 2) 1.69 1.18-5.2 <0.01
Platelet count (<120 x 10%ulL  3.24 1.44-27.6 <0.01

vs. >120 x 10%/uL)
Total bilirubin (mg/dL) 1.59 1.09-2.58 <0.05
ALT (at 24 weeks) (=41 vs. 249 1.51-8.28 <0.05

<40 TU/L)
AFP (at 24 weeks) (>10 vs. 3.78 1.92~11.8 <0.01

<10 ng/L)
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Fig. 2 Comparison of HCC rates in patients administered with
PeglFNu-2a (n = 594) with respect to alamine aminotransferase
(ALT) levels 24 weeks after the start of therapy. Black line patients
with ALT >41 IU/L in the first 24 weeks, gray line patients with
ALT <40 IU/L in the first 24 weeks
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Fig. 3 Comparison of HCC rates in patients administered PegIFNa-
2a (n = 594) with respect to alpha-fetoprotein (AFP) levels in the
first 24 weeks after the start of therapy. Black line patients with AFP
>10 ng/mL at 24 weeks, gray line patients with AFP <10 ng/mL at
24 weeks

Study 2

We compared the incidence of HCC between 59 patients in
the control group and the same number of patients in the
PeglFNa-2a group using the matched-pair test. The back-
grounds of the patients are shown in Table 4. The Peg-
IFNe-2a group had higher rates of advanced fibrosis (F3
and F4) and active inflammation (A2 and A3). No other
differences were found between the two groups, except for
the white blood cell count (Table 4).

Development of HCC was observed in 2 patients in the
PeglFNa-2a group and 8 in the control group. The inci-
dence of HCC was compared between the two groups,
using the Kaplan-Meier method. The incidence of HCC in
the PegIlFNa-2a group was significantly lower than that in
the control group (log-rank test, p = 0.0187; Fig. 4).
Among the patients with advanced fibrosis of the liver (F3
and F4), those in the PeglFN«-2a group had a lower inci-
dence of HCC than those in the control group. The inde-
pendent risk factors for the development of HCC were
analyzed using the stepwise Cox proportional hazard
model. Only PeglFNa-2a administration and age were
identified as independent risk factors for the development
of HCC (Table 5).

Discussion
The number of HCC cases resulting from HCV infection
continues to increase worldwide [19]. To date, IFN therapy

is the most effective preventive measure against HCC in
patients with chronic hepatitis C; furthermore, the

@ Springer

Table 4 Backgrounds of the patients in the propensity-matched
control study (PegIFNx-2a group, n = 59; control group, n = 59)

PeglFNu-2a Control group p value
group (n = 59)
(n=1359)
Age (years) 60.5 £ 13.0 63.3 & 10.5 ns.
Gender (male/female) 24/35 25/34 n.s.
BMI . . 229 4+ 3.6 229 4+ 3.4 ns.
Genotype (1/2) 49/10 46/13 ns.
History of excess alcohol 10/49 4/55 n.s.
consumption (60 g/day;
yes/no)
Fibrosis (FO, 1, 2/F3, 4) 37/22 43/16 <0.05
Development of HCC /1 17 n.s.
(FO-2/F3, 4)
Inflammatory activity 19/40 30/29 <0.05
(A0,1/A2, 3)
Diabetes mellitus (no/yes) 5712 56/3 n.s.
LDL cholesterol (mg/dL) 953 +23.8 117.0 £ 4.2 n.s.
‘White blood Ecll 4,260 £ 1,239 5,193 2,078 <0.05
count (/fmm’)
Red blood cell count 430 &£ 57.8 441 4 44.9 ns.
(x107%uL)
Hemoglobin (g/dL) 13.6 £ 15 13.6 + 1.9 ns.
Platelet count (x1073/pL) 145 £ 5.7 158 £ 5.7 n.s.
Albumin (g/dL) 4.1+05 4.1+ 04 ns.
Total bilirubin (mg/dL) 0.7 £ 0.5 0.9 + 0.7 ns.
AST (IU/L) 58.3 +47.7 49.7 £ 26.6 ns.
ALT (IU/L) 63.6 & 68.7 58.0 £ 39.2 ns.
Gamma-GTP (IU/L) 78.3 £ 81.3 55.3 £ 75.1 ns.
Baseline alpha-fetoprotein 7.2 (43-142) 7.7 (3.9~13.8) ns.
(AFP) (ng/L)
Baseline HCV RNA level 1,230 1,024 n.s.
(KIU/mL) (24-3,870) (38-3,110)

incidence of HCC is reduced in patients who achieve an
SVR to IFN [6-9] Therefore, achieving an SVR is the most
effective approach for reducing the risk of developing
HCC. In Japan, the incidence of HCC is elevated in older
patients with hepatitis C. Corroborating this finding, the
results of a Japanese study show a higher risk of HCC in
patients aged 65 years and more [10]. Therefore, preven-
tion of HCC in aged patients is an important challenge.
In the present multicenter, cooperative, retrospective
study conducted in Japan, the incidence of HCC was
reduced in patients who received 90 pg PeglFNa-2a
weekly or biweekly and had AFP values of <10 ng/mL and
ALT values of <40 TU/L 24 weeks after the start of the
treatment. The results of the matched case—control study of
the PeglFN¢-2a group and the non-IFN control group show
that the incidence of HCC was significantly lower in the
PeglFNa-2a group than in the control group, especially in
patients with advanced fibrosis of the liver (F3 and F4).
However, there could have been a selection bias between
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Fig. 4 Comparison of HCC rates between the long-term PegIFNwx-2a
administration group (n=159) and non-administration group
(n = 59) in the propensity-matched control study (Kaplan—-Meier
log-rank test, p = 0.019)

Table 5 Risk factors for HCC in the propensity-matched control
study (Cox proportional hazard model)

Variables Risk 95 % CI p value
ratio

PegIFN versus control 0.17 0.03-0.75 <0.05
Age (every 1 year) 1.12 1.02-1.25 <0.05
Fibrosis (F3, 4 vs. FO, 1, 2) 1.70 0.75-4.16 ns.
Platelet count (every 10 x 103/uL) 0.89 0.73-1.09 n.s.
Albumin (every 1.0 g/dL) 0.80 0.10-6.68 n.s.
On-treatment AFP (<10 vs. 4.07 0.59-40.12 n.s.

>10 ng/L)

the PegIFNa-2a group and the control group (patients who
did not agree to receive IFN treatment), because this was a
retrospective and non-randomized study. However, con-
cordant with the findings of the HALT-C study [14], the
present results show that PeglFNw-2a inhibits the devel-
opment of HCC in patients with advanced fibrosis of the
liver.

Recent studies show that polymorphisms in the host
IL28B gene are important factors in the response to Peg-
IFNe and ribavirin combination therapy [20, 21]. However,
the mechanism of IL28B involvement in the response to
PeglFN« and ribavirin has not been elucidated completely.
A recent report has shown that IL28B is a significant factor
in the development of HCC as well as in the response to
IFN therapy [22]. Further studies are warranted to analyze
the relationship between IL28B and inhibition of the
development of HCC by PegIlFN« in chronic hepatitis C.

Risk factors for the development of HCC have been
discussed previously. Increased intrahepatic fat is involved
in the development of HCC in chronic hepatitis C patients
[23, 24]. In addition, diabetes-associated fat disorder [25,

26], hepatic iron overload [27], advanced fibrosis, older
age, and fatty deposits in the liver are risk factors for HCC
development {4]. Therefore, it is important to establish
strategies to mitigate these risk factors to prevent the
development of HCC and thus improve the outcomes of
hepatitis C patients.

IEN therapy after HCC treatment is reported to inhibit
the recurrence of tumors [28, 29], and a meta-analysis has
revealed a trend toward inhibition of the recurrence of
HCC [30, 31]. The prevention of HCC is an important issue
that needs to be addressed to improve the survival of
chronic hepatitis C patients. The findings of the present
study and the HALT-C trial [14] indicate the effectiveness
of long-term administration of maintenance IFN for pre-
venting the development of HCC in chronic hepatitis C
patients without an SVR. Improvement in ALT levels is
also known to be an important predictor for the prevention
of HCC [32]. A low AFP value during IFN administration
is also recognized as a significant indicator of a lower risk
of HCC [33, 34]. Recently, Osaki et al. [35] reported that a
decrease of serum AFP during treatment with IFN was
associated with a reduced incidence of HCC. Taking these
findings and our own together, we conclude that mainte-
nance administration of low-dose PegIlFNw-2a weekly or
biweekly to non-SVR patients with chronic hepatitis C
decreases the incidence of HCC, especially in patients
whose serum ALT and AFP levels are within the normal
range 24 weeks after the start of treatment. The preventive
effects of IFN against the development of HCC without
elimination of the virus may be associated with its anti-
carcinogenic effects [16, 35]; however, the precise mech- -
anism should be investigated.

The limitations of the present study are that it is retro-
spective and multicentric; therefore, potentially there may
have been a selection bias. However, the reduction of the
rate of development of HCC by maintenance administra-
tion of PeglFN«-2a in the patients in whom serum ALT
and AFP levels were within the normal ranges 24 weeks
after the start of treatment may be attributable to the
anticarcinogenic effects of IFN without elimination of the
virus.

Conclusion

The incidence of HCC was lower in non-SVR patients with
chronic hepatitis C who were administered with mainte-
nance low-dose PeglFNu-2a; especially in those whose
serum ALT and AFP levels were within the normal ranges
24 weeks after the start of treatment.

Acknowledgments This study was supported by a Grant-in-Aid
from the Japanese Ministry of Health, Welfare, and Labor.

@ Springer

— 465 —



J Gastroenterol

Conflict of interest Namiki Izumi received lecture fees from
Chugai Co. and MSD Co. in 2011.

Open Access This article is distributed under the terms of the
Creative Commons Attribution Noncommercial License which per-
mits any noncommercial use, distribution, and reproduction in any
medium, provided the original author(s) and the source are credited.

References

10.

11.

12.

13.

. Parkin DM, Bray F, Ferlay J, Pisani P. Global cancer statistics,

2002. CA Cancer J Clin. 2005;55:74-108. doi:10.3322/canjclin.
55.2.74.

. Llovet JM, Burroughs A, Bruix J. Hepatocellular carcinoma. Lan-

cet. 2003;362:1907-17. doi:10.1016/S0140-6736(03)14964-1.

. Kiyosawa K, Sodeyama T, Tanaka E, Gibo Y, Yoshizawa K,

Nakano K, et al. Interrelationship of blood transfusion, non-A,
non-B hepatitis and hepatocellular carcinoma: analysis by
detection of antibody to hepatitis C virus. Hepatology.
1990;12:671-5. doi:10.1002/hep.1840120409.

. Namiki I, Nishiguchi S, Hino K, Suzuki F, Kumada H, Itoh T,

et al. Management of hepatitis C; Report of the consensus
meeting at the 45th annual meeting of the Japan Society of
Hepatology (2009). Hepatol Res. 2010;40:347-68. doi:10.1111/.
1872-034X.2010.00642.x.

. Tanaka Y, Hanada K, Mizokami M, Yeo AE, Shin JW, Gojobori

T, et al. A comparison of the molecular clock of hepatitis C virus
in the United States and Japan predicts that hepatocellular car-
cinoma incidence in the United States will increase over the next
two decades. Proc Natl Acad Sci USA. 2002:99:11584-9. doi:
10.1073/pnas.242608099.

. Ikeda K, Saitoh S, Arase Y, Chayama K, Suzuki Y, Kobayashi M,

et al. Effect of interferon therapy on hepatocellular carcinoma in
patients with chronic hepatitis type C: a long-term observation
study of 1,643 patients using statistical bias correction with
proportional hazard analysis. Hepatology. 1999;29:1124-30.

. Imai Y, Kawata S, Tamura S, Yabuuchi I, Noda S, Inada M, et al.

Relation of interferon therapy and hepatocellular carcinoma in
patients with chronic hepatitis C. Ann Intern Med. 1998;129:94-9.

. Bruno S, Stroffolini T, Colombo M, Bollani S, Benveguu L,

Mazzella G, et al. Sustained virological response to interferon-
alpha is associated with improved outcome in HCV-related cir-
rhosis: a retrospective study. Hepatology. 2007;45:579-87. doi:
10.1002/hep.21492.

. Veldt BJ, Heathcote EJ, Wedemeyer H, Reichen J, Hofmann WP,

Zeuzem S, et al. Sustained virological response and clinical
outcomes in patients with chronic hepatitis C and advanced
fibrosis. Ann Intern Med. 2007;147:677-84.

Asahina Y, Tsuchiya K, Tamaki N, Hirayama I, Tanaka T, Sato
M, et al. Effect of aging on risk for hepatocellular carcinoma in
chronic hepatitis C virus infection. Hepatology. 2010;52:518-27.
doi:10.1002/hep.23691.

Anmarapurkar D, Han KH, Chan HL, Ueno Y, Asia-Pacific working
party on prevention of hepatocellular carcinoma. Application of
surveillance programs for hepatocellular carcinoma in the Asia-
Pacific Region. J Gastroenterol Hepatol. 2009;24:955-61. doi:
10.1111/3.1440-1746.2009.05805 .x.

Tamura Y, Yamagiwa S, Aoki Y, Kurita S, Suda T, Ohkoshi S,
et al. Serum alpha-fetoprotein levels during and after interferon
therapy and the development of hepatocellular carcinoma in
patients with chronic hepatitis C. Dig Dis Sci. 2009;54:2530-7.
Di Bisceglie AM, Shiffman ML, Everson GT, Lindsay KL,
Everhart JE, Wright EC, et al. Prolonged therapy of advanced

@ Springer

— 466 —

14.

15.

16.

17.

18.

19.

20.

21

22.

23.

24.

25.

26.

27.

28.

chronic hepatitis C with low-dose peginterferon. N Engl J Med.
2008;359:2429-41. doi:10.1056/NEJMoa0707615.

Lok AS, Everhart JE, Wright EC, Di Bischeglie AM, Kim HY,
Stering RK, et al. Maintenance peginterferon therapy and other
factors associated with hepatocellular carcinoma in patients with
advanced hepatitis C. Gastroenterology. 2011;140:840-9. doi:
10.1053/5.gastr0.2010.11.050.

Bruix J, Poynard T, Colombo M, Schiff E, Burak K, Heathcote EJ,
et al. Maintenance therapy with peginterferon alfa-2b does not prevent
hepatocellular carcinoma in cirrhotic patients with chronic hepatitis C.
Gastroenterology. 2011;140:1990-9. doi:10.1053/j.gastr0.2010.11.
050.

Arase Y, Ikeda K, Suzuki F, Suzuki Y, Kobayashi M, Akuta N, et al.
Prolonged-interferon therapy reduces hepatocarcinogenesis in
aged-patients with chronic hepatitis C. J Med Virol. 2007;79:1095-
102. doi:10.1002/4mv.20866.

Poynard T, Moussali J, Ratziu V, Regimberu C, Opolan P. Effects
of interferon therapy in “non-responder” patients with chronic
hepatitis C. J Hepatol. 1999;31S:178-83. doi:10.1016/S0168-
8278(99)80397-3.

Desmet VJ, Gerber M, Hoofnagle JH, Manns M, Scheuer P.
Classification of chronic hepatitis: diagnosis, grading and staging.
Hepatology. 1994;19:1513-20. doi:10.1016/0270-9139(94)90
250-X, doi:10.1002/hep.1840190629.

Kanwal F, Hoang T, Kramer JR, Asch SM, Goetz MB, Zeringue
A, et al. Increasing prevalence of HCC and cirrhosis in patients
with chronic hepatitis C virus infection. Gastroenterology.
2011;140:1182-8. doi:10.1053/j.gastro.2010.12.032.

Ge D, Fellay J, Thompson Al, Simon JS, Shianna KV, Urban TJ,
et al. Genetic variation in IL28B predicts hepatitis C treatment-
induced viral clearance. Nature. 2009;461:399-401. doi:10.1038/
nature08309.

Tanaka Y, Nishida N, Sugiyama M, Kurosaki M, Matsuura K,
Sakamoto N, et al. Genome-wide association of IL28B with
response to pegylated interferon-alpha and ribavirin therapy for
chronic hepatitis C. Nature. 2009;41:1105-9.

Fabris C, Falleti E, Cussigh A, Bitetto D, Fontanini E, Bignulin S,
et al. IL-28B rs 12979860 C/T allele distribution in patients with
liver cirrhosis: role in the course of chronic viral hepatitis and the
development of HCC. J Hepatol. 2011;54:716-22. doi: 10.1016/j.jhep.
2010.07.019.

Kurosaki M, Hosokawa T, Matsunaga K, Hirayama I, Tanaka T,
Sato M, et al. Hepatic steatosis in chronic hepatitis C is a sig-
nificant risk factor for developing hepatocellular carcinoma
independent of age, sex, obesity, fibrosis stage and response to
interferon therapy. Hepatol Res. 2010;40:870-7. doi:10.1111/.
1872-034X.2010.00692.x. )

Koike K. Steatosis, liver injury, and hepatocarcinogenesis in hep-
atitis C viral infection. J Gastroenterol. 2009;44(Suppl 19):82-8.
doi:10.1007/s00535-008-2276-4.

Veldt BJ, Chen W, Heathcote EJ, Wedemeyer H, Reichen J,
Hofman WP, et al. Increased risk of hepatocellular carcinoma
among patients with hepatitis C ciirhosis and diabetes mellitus.
Hepatology. 2008:;47:1856-62. doi:10.1002/hep.22251.

Lai MS, Hsieh MS, Chiu YH, Chen TH. Type 2 diabetes and
hepatocellular carcinoma: a cohort study in high prevalence area
of hepatitis virus infection. Hepatology. 2006;43:1295-302. doi:
10.1002/hep.21208.

Furutani T, Hino K, Okuda M, Gondo T, Nishina S, Kitase A,
et al. Hepatic iron overload induces hepatocellular carcinoma in
transgenic mice expressing the hepatitis C virus polyprotein.
Gastroenterology. 2006;130:2087-98. doi:10.1053/j.gastro.2006.
02.060.

Kubo S, Nishiguchi S, Hirohashi K, Tanaka H, Shute T, Ki-
noshita H. Randomized clinical trial of long-term outcome after
resection of hepatitis C virus-related hepatocellular carcinoma by



J Gastroenterol

29.

30.

31

32.

postoperative interferon therapy. Br J Surg. 2002;89:418-22. doi:
10.1046/5.0007-1323.2001.02054.x.

Kudo M, Sakaguchi Y, Chung H, Hatanaka K, Hagiwara S, Is-
hikawa E, et al. Long-term interferon maintenance therapy
improves survival in patients with HCV-related hepatocellular
carcinoma after curative radiofrequency ablation. A matched
case—control study. Oncology. 2007;72(Suppl 1):132-8. doi:
10.1159/000111719.

Singal AK, Freeman DH Jr, Anand BS. Meta-analysis: interferon
improves outcomes following ablation or resection of hepato-
cellular carcinoma. Aliment Pharmacol Ther. 2010;32:851-8.
doi:10.1111/j.1365-2036.2010.04414 3.

Miyake Y, Takaki A, Iwasaki Y, Yamamoto K. Meta-analysis:
interferon-alpha prevents the recurrence after curative treatment
of hepatitis C virus-related hepatocellular carcinoma. J Viral
Hepat. 2010;17:287-92. doi:10.1111/5.1365-2893.2009.01181.x.
Arase Y, Ikeda K, Suzuki F, Suzuki Y, Kobayashi M, Akuta N,
et al. Interferon-induced prolonged biochemical response reduces

33.

34,

35.

— 467 —

hepatocarcinogenesis in hepatitis C virus infection. ] Med Virol.
2007;79:1485-90. doi:10.1002/jmv.20925.

Nomura H, Kashiwagi Y, Hirano R, Tanimoto H, Tsutsumi N,
Higashi M, et al. Efficacy of low dose long-term interferon
monotherapy in aged patients with chronic hepatitis C genotype 1
and its relation to alpha-fetoprotein: a pilot study. Hepatol Res.
2007;37:490-7. doi:10.1111/5.1872-034X.2007.00073.x.

Chen TM, Huang PT, Tsai MH, Lin LF, Liu CC, Ho KS, et al.
Predictors of alpha-fetoprotein elevation in patients with chronic
hepatitis C, but not hepatocellular carcinoma, and its normali-
zation after pegylated interferon alfa 2a-ribavirin combination
therapy. J Gastroenterol Hepatol. 2007;22:669-75. doi:
10.11114.1440-1746.2007.04898 x.

Osaki Y, Ueda Y, Marusawa H, Nakajima J, Kimura T, Kita R,
et al. Decrease in alpha-fetoprotein levels predicts reduced inci-
dence of hepatocellular carcinoma in patients with hepatitis C
virus infection receiving interferon therapy: a single center study.
J Gastroenterol. 2012;47:444-51.

@ Springer



OPEN ) ACCESS Freely available online @ PLOS one

Genome-Wide Association Study Confirming Association
of HLA-DP with Protection against Chronic Hepatitis B
and Viral Clearance in Japanese and Korean

Nao Nishida’?*, Hiromi Sawai? Kentaro Matsuura®, Masaya Sugiyama’, Sang Hoon Ahn*, Jun

Yong Park® Shuhei Hige®, Jong-Hon Kang®, Kazuyuki Suzuki’, Masayuki Kurosaki®, Yasuhiro Asahina®,
Satoshi Mochida®, Masaaki Watanabe'®, Eiji Tanaka'', Masao Honda'?, Shuichi Kaneko'?, Etsuro Orito '3,
Yoshito Itoh'?, Eiji Mita'®, Akihiro Tamori'®, Yoshikazu Murawaki'’, Yoichi Hiasa'®, Isao Sakaida'®
Masaaki Korenaga?®, Keisuke Hino?°, Tatsuya Ilde®', Minae Kawashima?, Yoriko Mawatari'?,

Megumi Sageshima?, Yuko Ogasawara®, Asako Koike??, Namiki Izumi®, Kwang-Hyub Han®,

Yasuhito Tanaka®, Katsushi Tokunagaz, Masashi Mizokami'

1 Research Center for Hepatitis and Immunology, National Center for Global Health and Medicine, Ichikawa, Chiba, Japan, 2 Department of Human Genetics, The
University of Tokyo, Bunkyo-ku, Tokyo, Japan, 3 Department of Virology and Liver Unit, Nagoya City University Graduate School of Medical Sciences, Nagoya, Aichi, Japan,
4 Department of Internal Medicine, Yonsei University College of Medicine, Seoul, South Korea, 5 Department of Internal Medicine, Hokkaido University Graduate School of
Medicine, Sapporo, Japan, 6 Department of Internal Medicine, Teine Keijinkai Hospital, Sapporo, Japan, 7 Department of Gastroenterology and Hepatology, lwate Medical
University, Morioka, Japan, 8 Division of Gastroenterclogy and Hepatology, Musashino Red Cross Hospital, Tokyo, Japan, 9 Division of Gastroenterology and Hepatology,
Saitama Medical University, Saitama, Japan, 10 Department of Gastroenterology, Kitasato University School of Medicine, Sagamihara, Kanagawa, Japan, 11 Department of
Medicine, Shinshu University School of Medicine, Matsumoto, Japan, 12 Department of Gastroenterology, Kanazawa University Graduate School of Medicine, Kanazawa,
Japan, 13 Department of Gastroenterology, Nagoya Daini Red Cross Hospital, Nagoya, Japan, 14 Molecuiar Gastroenterology and Hepatology, Kyoto Prefectural University
of Medicine, Kyoto, Japan, 15 Department of Gastroenterology and Hepatology, National Hospital Organization Osaka National Hospital, Osaka, Japan, 16 Department of
Hepatology, Osaka City University Graduate School of Medicine, Osaka, Japan, 17 Second Department of Internal Medicine, Faculty of Medicine, Tottori University,
Yonago, Japan, 18 Department of Gastroenterology and Metabology, Ehime University Graduate School of Medicine, Ehime, Japan, 19 Gastroenterology and Hepatology,
Yamaguchi University Graduate School of Medicine, Yamaguchi, Japan, 20 Division of Hepatology and Pancreatology, Kawasaki Medical College, Kurashiki, Japan,
21 Division of Gastroenterology, Department of Medicine, Kurume University School of Medicine, Fukuoka, Japan, 22 Central Research Laboratory, Hitachi Ltd., Kokubuniji,
Tokyo, Japan

Citation: Nishida N, Sawai H, Matsuura ¥, Sugiyama M, Ahn SH, et al. (2012) Genome-Wide Association Study Confirming Association of HLA-DP with Protection
against Chronic Hepatitis B and Viral Clearance in Japanese and Korean. PLoS ONE 7(6): €39175. doi:10.1371/journal.pone.0039175

Editor: Anand S. Mehta, Drexel University College of Medicine, United States of America
Received February 1, 2012; Accepted May 16, 2012; Published June 21, 2012

Copyright: © 2012 Nishida et al. This is an open-access article distributed under the terms of the Creative Commons Attribution License, which permits
unrestricted use, distribution, and reproduction in any medium, provided the original author and source are credited.

Funding: This work was supported by Grants-in-Aid from the Ministry of Health, Labour, and Welfare of Japan (H22-kanen-005, H23-kanen-005), the Japan
Science and Technology Agency (09038024), and the Miyakawa Memorial Research Foundation. Partial support by Grant-in-Aid for Young Scientists (B)
(22710191) from the Ministry of Education, Culture, Sports, Science, and Technology is also acknowledged. The funders had no role in study design, data
collection and analysis, decision to publish, or preparation of the manuscript.

Competing Interests: AK is an employee of the Central Research Laboratory, Hitachi Ltd, There are no patents, praducts in development or marketed products
to declare. This does not alter the authors” adherence to all the PLoS ONE policies on sharing data and matetials, as detailed online in the guide for authors.

* E-mail: nishida-75@umin.ac.jp

“B). PLoS ONE | www.plosone.org 1 June 2012 | Volume 7 | Issue 6 | e39175

— 468 —



Introduction

Overall, one-third of the world’s population (2.2 billion) is
infected with hepatitis B virus (HBV), and about 15% of these
are chronic carriers. About 75% of the chronic carriers live in
the east-south Asia and east pacific area, and there are 1.3-1.5
million chronic carriers living in Japan {1]. Of chronic carriers,
10~15% develop liver cirrhosis (LC), liver failure and hepato-
cellular carcinoma (HCC), and the remaining individuals
eventually achieve a state of nonreplicative infection, resulting
in hepatitis B surface antigen (HBsAg) negative and hepatitis B
core antibody (anti-HBc) positive, i.e. HBV-resolved individuals
[2-3]. In Japan, although the major route of HBV transmission
was perinatal transmission and horizontal transmission in early
childhood, infant HBV carriers have successfully been reduced
since 1986 through a selective vaccination policy by the
Japanese government [4-7]. However, the prevalence of HBV
genotype A in acute HBV (AHB) infection has increased
markedly since 2000, reaching approximately 52% in 2008 due
to the lack of a universal HB vaccination, and around 10% of
AHB cases could be persistent infection [8-9]. Viral factors, as
well as host factors, are thought to be associated with persistent
HB infection.

In 2009, significant associations between chronic hepatitis B
(CHB) and a region including HLA-DPAI and HLA-DPBI were
identified using 786 Japanese individuals having CHB and 2,201
control individuals through a two-stage genome-wide association
study (GWAS) [10]. The same group was also subjected to a
second GWAS using a total of 2,667 Japanese persistent HBV
infection cases and 6,496 controls, which confirmed significant
associations between the HLA-DP locus and CHB, in addition to
associations with another two SNPs located in the genetic region
including the HLA-DQ gene [11]. The associations between HLA-
DP variants with HBV infection were replicated in other Asian
populations, including Thai and Han Chinese individuals [10,12—
13]. With regard to HBV clearance, the association between the
human leukocyte antigen (HLA) class II allele and clearance of
HBYV was confirmed by the candidate gene approach in African,
Caucasian and Asian populations [14-18]. However, in a previous
GWAS using samples of Japanese CHB and control individuals,
the clinical data on HBV exposure in the control individuals were
unknown, and this may have led to bias. Moreover, there have
been no reports of GWAS using samples from HBV carriers and
HBV-resolved individuals to identify host genetic factors associ-
ated with HBV clearance other than HLA class II molecules.

Here, we performed a GWAS using samples from Japanese
HBV carriers, healthy controls and spontaneously HBV-resolved
individuals in order to confirm or identify the host genetic factors
related to CHB and viral clearance. In the subsequent replication
analysis, we validated the associated SNPs in the GWAS using two
independent sets of Japanese and Korean individuals. In our
study, healthy controls were randomly selected with clinically no
evidence of HBV exposure, therefore, HBV-resolved individuals
were prepared to clearly identify the host genetic factors related
with CHB or HBV clearance.

Results

Protective Effects Against Chronic Hepatitis B in Japanese
and Korean Individuals

In this study, we conducted a GWAS using samples from 181
Japanese HBV carriers (including asymptomatic carriers (ASC),
CHB cases, LC cases and HCC cases, based on the criteria
described in Materials and Methods) and 184 healthy controls in

@ PLoS ONE | www.plosone.org
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order to identify the host genetic factors related to progression of
CHB. All samples were genotyped using a genome-wide SNP
typing array (Affymetrix Genome-Wide Human SNP Array 6.0
for 900 K SNPs). Figure la shows a genome-wide view of the
single point association data based on allele frequencies using the
SNPs that met the following filtering criteria: (i) SNP call rate
=95%; (ii) minor allele frequency (MAF) =1% for HBV carriers
and healthy controls; and (iii) no deviation from Hardy-Weinberg
equilibrium (HWE) P=0.001 in healthy controls. We identified
significant associations of protective effects against CHB with two
SNPs (rs3077 and rs9277542) using the allele frequency model,
both of which are located in the 3’ UTR of HLA-DPAI and in the
sixth exon of HLA-DPBI, respectively (rs3077, P=1.14x107", and
159277542, P=5.32x107%, respectively). The association for
159277542 reached a genome-wide level of significance in the
GWAS panel (Bonferroni criterion P<8.36x107% (0.05/
597,789)).

In order to validate the results of GWAS, a total of 32 SNPs,
including the associated two SNPs (rs3077 and rs9277542), were
selected for replication in two independent sets of HBV carriers
and healthy controls (replication-1:256 Japanese HBV carriers and
236 Japanese healthy controls; and replication-2:344 Korean
HBV carriers and 151 Korean healthy controls; Table 1). The
associations for the original significant SNP (rs9277542) and
marginal SNP (rs3077) on GWAS were replicated in both
replication sets [replication-1 (Japanese); rs3077, P=2.70x107%,
OR =0.48 and 159277542, P=3.33x107°%, OR =0.54; replica-
tion-2 (Korean); rs3077, P=2.08x107°, OR =047 and
rs9277542, P=8.29x107° OR =0.54, Table 2]. We conducted
meta-analysis to combine these studies using the DerSimonian
Laird method (random effects model) to incorporate variation
among studies. As shown in Table 2, the odds ratios were quite
similar across the three studies (GWAS and two replication studies)
and no heterogeneity was observed (P, = 0.80 for rs3077 and 0.40
for r59277542). Py, values were 4.40x107*° for rs3077 (OR
=0.46, 95% confidence interval (CI)=0.39-0.54), and
1.28x10™" for 19277542 (OR =0.50, 95% CI=0.43-0.60).
Among the remaining 30 SNPs in the replication study, 27 SNPs
were successfully genotyped by the DigiTag? assay with SNP call
rate = 95% and HWE p-value = 0.01. Two SNPs (rs9276431 and
rs7768538), located in the genetic region including the HL4-DQ
gene, were marginally replicated in the two sets of HBV carriers
and healthy controls with Mantel-Haenszel Pvalues of 2.80x107”
(OR =0.56, 95% CI1=0.45~0.70) and 1.09x107 (OR =0.58,
95% CI=10.42-0.67), respectively, when using additive, two-tailed
Cochran Mantel-Haenszel (CMH) fixed-effects model with no
evidence of heterogeneity (Py,= 0.67 for rs9276431 and 0.70 for
rs7768538) (Table S1).

Meta-analysis using the random effects model across 6
independent studies, including 5 additional published data,
showed P,,=3.94x107*, OR =055 for 133077,
Pow=174x10"%, OR =061 for 159277535 and
P.=1.69x107", OR =051 for rs9277542, with the SNP
19277535 being located about 4-kb upstream from rs9277542 and
showing strong linkage disequilibrium of r>=0.955 on the
HapMap JPT (Table S2). As shown in Table S2, the odds ratio
was very similar among the 6 studies, and heterogeneity was
negligible with P, >0.01.

Moreover, based on GWAS using samples from 94 chronic
HBV carriers with LC or HCC and 87 chronic HBV carriers
without LC and HCC, we found no significant SNPs associated
with CHB progression (Figure S1).
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Figure 1. Results of genome-wide association studies. a) HBV carriers and healthy controls, and b} HBV carriers and HBV-resolved individuals
were compared. P values were calculated by chi-squared test for allele frequencies. Dots with arrows on chromosome 6 show strong associations
with protective effects against persistent HB infection and with HBV clearance.

doi:10.1371/journal.pone.0039175.g001

Clearance of Hepatitis B virus in Japanese and Korean
Individuals

We also conducted a GWAS to identify the host genetic factors
related to clearance of HBV in the above 181 Japanese HBV
carriers and 185 Japanese HBV-resolved individuals using a
genome-wide SNP typing array (Affymetrix Genome-Wide
Human SNP Array 6.0 for 900 K SNPs). The same two SNPs
(rs3077 and 1s9277542) showed strong associations in the allele
frequency model (P=9.24x1077 and P=3.15x107°) with clear-
ance of HBV (Figure 1b).

The above 32 SNPs, including the two associated SNPs (rs3077
and 1s9277542), were selected for a replication study in two
independent sets of HBV carriers and HBV resolved individuals
(replication-1:256 Japanese HBV carriers and 150 Japanese HBV
resolved individuals; and replication-2:344 Korean HBV carriers
and 106 Korean HBV resolved individuals; Table 1). All 32 SNPs
were genotyped using the DigiTag2 assay and 29 of 32 SNPs were
successfully genotyped (Table S3). The associations of the original
SNPs were replicated in both replication sets [replication-1
(Japanese): rs3077, P=3.32x107% OR =0.72 and rs9277542,
P=1.25x10"%, OR =0.68; replication-2 (Korean): rs3077,
P=2385%10"7, OR =0.41 and 19277542, P=4.97x10%, OR
=0.46; Table 3]. Meta-analysis using random effects model
showed P,,,=156x107* for 13077 (OR =051, 95%
CI=0.36-0.72), and 5.91x1077 for rs9277542 (OR =0.55,
95% CI=0.43-0.69). While there was evidence of heterogeneity
between these studies for rs3077 (P = 0.03) and no evidence for
159277542 (Pyer=0.19), significant associations with HBV clear-
ance were observed with Mantel-Haenszel P, = 3.28 1072 for
rs3077 and 1.42x107 ' for rs9277542, when using CMH fixed-
effects model. Among the remaining 27 SNPs in the replication
study, two SNPs (rs9276431 and rs7768538), located in a genetic
region including HLA-DQ) gene, were marginally replicated in the
two sets of HBV carriers and HBV resolved individuals with
Mantel-Haenszel P values of 2.10x107° (OR =0.59) and
1.10x10™° (OR =0.56), respectively (Table S3), when using
CMH fixed-effect model. Due to the existing heterogeneity among
three groups (GWAS, Replication-1 and Replication-2) (P,, = 0.03
for rs9276431 and 0.04 for rs7768538), weak associations were

Table 1. Number of study samples.

GWAS Replication-1  Replication-2
popuiat?on s o _Japa'nese Japanese ~Korean
HBV carriers Total 181 256 344

: IC 200 9a i o
CH 67 101 177
TR B sl
HCC 91 51 167
Healthy controls - 184 : 236 ; L 151
Resolved individuals 185 150 106

Abbreviation: IC, Inactive Carrier; CH, Chronic Hepatitis; LC, Liver Cirrhosis; HCC,
Hepatocellular Carcinoma.
doi:10.1371/journal.pone.0039175.t001

‘,@1 PLoS ONE | www.plosone.org

observed with P,,,, = 0.03 for rs9276431 and 0.02 for rs7768538
by the random effects model meta-analysis.

Meta-analysis across 6 independent studies, including 5
additional published data, showed P,,=1.48x% 107°, OR
=0.60 for rs3077, P, =1.08x107"7, OR =0.66 for rs9277535
and P, =5.14x107°, OR =0.55 for rs9277542 (Table S4). As
shown in Table S4, the OR for the rs9277535 and rs9277542 were
similar among the 6 independent studies, and heterogeneity was
negligible (P, =0.03 for rs9277535 and 0.14 for rs9277542).
However, significant level of heterogeneity for rs3077 was
observed with P,,=9.57x107% across 5 independent studies,
including our study.

URLs
The results of the present GWAS are registered at a public database:
https://gwas lifesciencedb.jp/ cgi-bin/gwasdb/ gwas_top.cgi.

Discussion

The recent genome-wide association study showed that the
SNPs located in a genetic region including HLA-DPAI and HLA-
DPBI genes were associated with chronic HBV infection in the
Japanese and Thai population [10,11]. In this study, we confirmed
a significant association between SNPs (rs3077 and rs9277542)
located in the same genetic region as HLA-DPAI and HLA-DPBI
and protective effects against CHB in Korean and Japanese
individuals. Mata-analysis using the random effects model across 6
independent studies including our study suggested that, widely in
East Asian populations, variants in antigen binding sites of HLA4-
DP contribute to protective effects against persistent HBV
infection (Table S2).

On GWAS and replication analysis with Japanese and Korean
individuals, we identified associations between the same SNPs
(rs3077 and rs9277549) in the HLA-DPAI and HLA-DPBI genes
and HBV clearance; however, no new candidate SNPs from the
GWAS were detected on replication analysis (Table $3). When the
data of reference#18 was excluded from the meta-analysis across
6 independent studies, heterogeneity among 4 studies was
estimated to be P,,=0.15 and significant association of rs3077
with HBV clearance was observed with P,,, = 5.88x1072*, OR
=0.56 (Table S4). In our study, a negligible level of heterogeneity
for rs3077 was also observed (P,,=0.03) on meta-analysis by
adding replication-1 (Table 3). Despite the heterogeneity in
replication-1, a marginal association was observed for rs3077 with
the same downward trend in the odds ratio (P=3.32x107% OR
=0.72). Moreover, meta-analysis using GWAS and replication-2
showed significant association of P, =1.89x107'%, OR =0.43
for rs3077 with no evidence of heterogeneity (P,=0.75).
Although the reason why heterogeneity was observed in replica-
tion-1 is unclear, one possible reason is the clinical heterogeneity
due to different kits being used for antibody testing. The
associations of HLA-DPAI/—DPBI with CHB and HBV clearance
showed the same level of significance in the comparison of HBV
patients with HBV resolved individuals (OR =0.43 for rs3077 and
0.49 for rs9277542) as the one with healthy controls (OR =0.46
for 153077 and 0.50 for rs9277542), when the replication-1 was
excluded in the analysis (Table 2 and Table 3). The results of
meta-analysis across 6 independent studies including our study
also showed the same or slightly weaker associations in the
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Table 2. Results of replication study for protective effects against CHB.

Position MAF®  Allele Stage

HBYV carriers Healthy controls OR®

rs3lj77 6  33141000HLA-DPA1 0.44 T/C GWAS
LR R M R Y (Japanese)
Replication-1

Replication-2

“ " {Korean)

Meta-analysis®

GWAS

Replication-2
in fi:(iKc':reyér‘i)' -
Meta-analysis®

dbSNP 1D Chr. Buld 36.3 Nearest Gene “(allele) " (1/2)" " (population) =~ 11 1222 117212 =

| Gpanese) (02 (373) (525) (195) (30) @79
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*Minor allele frequency and minor allele in 198 healthy Japanese (ref#19).
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P value of Pearson’s chi-square test for allelic model.

dHe‘cerogeneity was tested using general variance-based method.
“Meta-analysis was tested using the random effects model.
doi:10.1371/journal.pone.0039175.t002

comparison of HBV patients with HBV resolved individuals (OR
=0.56 for rs3077, 0.66 for rs9277535 and 0.35 for rs9277542)
than in the one with healthy controls (OR = 0.55 for rs3077, 0.61
for 1s9277535 and 0.51 for rs9277542), which was the opposite
result as we expected (Table S2 and Table S4). These results may
suggest that other unknown immune system(s} exist to eliminate
the HBV in the HBV resolved individuals.

Among the HLA class II loci (HLA-DPAI1, HLA-DPBI and HLA-
DQB2), which were associated with CHB and HBV clearance, a
weak linkage disequilibrium (r?<0.1) was observed between HLA-
DQB2 locus and HLA-DPA1/—DPBI loci in Japanese and Korean
populations (Figure S52). We also found that similar linkage
disequilibrium blocks (r*) were observed among three subgroups
(HBV carriers, HBV resolved individuals and Healthy controls).
Moreover, logistic regression analysis of HLA-DP (rs3077 and
1s92775542) with use of HLA-DQ (rs9276431 and rs768538) as
covariates showed that the same level of significant associations of
HIA-DP with CHB and HBV clearance as shown in the single-
point association analysis, while no associations of HLA4-DQ with
Pppg >0.05 were detected both in Japanese and in Korean (Table
S5). These results show that HL4-DP is the main genetic factor for
susceptibility to CHB and HBV clearance, and the associations of
HILA-DQB2 would result from linkage disequilibrivm of HILA4-
DPA1/—DPBI.

In this study, we confirmed the significant associations between
HILA-DPAI and HLA-DPBI, and protective effects against CHB
and HBV clearance in Japanese and Korean individuals. These
results suggest that the associations between the HLA4-DP locus,
CHB and HBV clearance are widely replicated in East Asian
populations, including Chinese, Thai, Japanese and Korean
individuals; however, there have been no similar GWAS
performed in Caucasian and African populations. Moreover,
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there were no significant SNPs associated with HCC development
in this study, thus suggesting that it is necessary to increase the
sample size. To clarify the pathogenesis of CHB or the
mechanisms of HBV clearance, further studies are necessary,
including a functional study of the HLA-DP molecule, identifica-
tion of novel host genetic factors other than HLA-DP, and
variation analysis of HBV.

Materials and Methods

Ethics Statement

All study protocols conform to the relevant ethical guidelines, as
reflected in the a priors approval by the ethics committees of all
participating universities and hospitals. The written informed
consent was obtained from each patient who participated in this
study and all samples were anonymized.

Genomic DNA Samples and Clinical Data

All of the 1,793 Japanese and Korean samples, including
individuals with CHB, healthy controls and HBV-resolved
individuals (HBsAg-negative and anti-HBc-positive), were col-
lected at 20 multi-center hospitals (liver units with hepatologists)
throughout Japan and Korea. The 19 hospitals in Japan were
grouped into the following 8 areas: Hokkaido area (Hokkaido
University Hospital, Teine Keijinkai Hospital), Tohoku area
(Iwate Medical University Hospital), Kanto area (Musashino Red
Cross Hospital, Saitama Medical University, Kitasato University
Hospital, University of Tokyo), Koshin area (Shinshu University
Hospital, Kanazawa University Hospital), Tokai area {(Nagoya
City University Hospital, Nagoya Daini Red Cross Hospital),
Kinki area (Kyoto Prefectural University of Medicine Hospital,
National Hospital Organization Osaka National Hospital, Osaka
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Table 3. Results of replication study for clearance of hepatitis B virus.
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*Minor allele frequency and minor allele in 198 healthy Japanese (ref#19).
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Odds ratio of minor allele from two-by-two allele frequency table.
P value of Pearson’s chi-square test for allelic model.
“Heterogeneity was tested using general variance-based method.
“Meta-analysis was tested using the random effects model.
doi:10.1371/journal.pone.0039175.t003

City University), Chugoku/Shikoku area (Tottori University
Hospital, Ehime University Hospital, Yamaguchi University
Hospital, Kawasaki Medical College Hospital) and Kyushu area
(Kurume University Hospital). Korean samples were collected at
Yonsei University College of Medicine.

HBV status was measured based on serological results for
HBsAg and anti-HBc with a fully automated chemiluminescent
enzyme immunoassay system (Abbott ARCHITECT; Abbott
Japan, Tokyo, Japan, or LUMIPULSE f or G1200; Fyjirebio,
Inc., Tokyo, Japan). For clinical staging, inactive carrier (IC) state
was defined by the presence of HBsAg with normal ALT levels
over 1 year (examined at least four times at 3-month intervals) and
without evidence of portal hypertension. Chronic hepatitis (CH)
was defined by elevated ALT levels (>>1.5 times the upper limit of
normal [35 IU/L]) persisting over 6 months (at least by 3
bimonthly tests). Liver cirrhosis (L.C) was diagnosed principally by
ultrasonography (coarse liver architecture, nodular liver surface,
blunt liver edges and hypersplenism), platelet counts <100,000/
cm?, or a combination thereof. Histological confirmation by fine-
needle biopsy of the liver was performed as required. Hepatocel-
Iular carcinoma (HCC) was diagnosed by ultrasonography,
computerized tomography, magnetic resonance imaging, angiog-
raphy, tumor biopsy or a combination thereof.

The Japanese control samples from HBV-resolved subjects
(HBsAg-negative and anti-HBc-positive) at Nagoya City Universi-
ty-affiliated healthcare center were used by comprehensive agree-
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ment (anonymization in an unlinkable manner) in this study. Some
of the unrelated Japanese healthy controls were obtained from the
Japan Health Science Research Resources Bank (Osaka, Japan).
One microgram of purified genomic DNA was dissolved in 100 pl
of TE buffer (pH 8.0) (Wako, Osaka, Japan), followed by storage at
—20°C untl use.

SNP Genotyping and Data Cleaning

For GWAS, we genotyped a total of 550 individuals, including
181 Japanese HBV carriers, 184 Japanese healthy controls and
185 spontaneously HBV-resolved Japanese individuals (HBsAg-
negative and anti-HBc-positive), using the Affymetrix Genome-
Wide Human SNP Array 6.0 (Affymetrix, Inc., Santa Clara, CA),
in accordance with the manufacturer’s instructions. The average
QC call rate for 550 samples reached 98.47% (95.00-99.92%),
which had an average sample call rate of 98.91% (93.55-99.74%)
by determining the genotype calls of over 900 K SNPs using the
Genotyping Console v4.1 software (with Birdseed v1 algorithm)
provided by the manufacturer [19]. We then applied the following
thresholds for SNP quality control in data cleaning: SNP call rate
=295% and MAF =1% for three groups (HBV carriers, healthy
controls and HBV-resolved individuals), and HWE P-value
=0.001 for healthy controls [20]. Here, SNP call rate is defined
for each SNP as the number of successfully genotyped samples
divided by the number of total samples genotyped. A total of
597,789 SNPs and 590,278 SNPs on autosomal chromosomes
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