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Abstract

Background The outcomes of sequential therapy with
lamivudine followed by interferon have been unsatisfac-
tory in Japanese patients with hepatitis B envelope antigen
(HBeAg)-positive chronic hepatitis B. However, the effi-
cacy of sequential therapy with entecavir and interferon
remains unclear.

Methods Twenty-four HBeAg-positive patients (23 men
and 1 woman; mean age 39 &+ 7 years) received entecavir
0.5 mg alone for 36-52 weeks, followed by entecavir plus
interferon-o for 4 weeks, and lastly by interferon-o alone
for 20 weeks. Twenty-three patients had genotype C
infection, and one had genotype A infection.

Results No entecavir-resistant mutant variants emerged in
any patient. Hepatitis flare occurred in three patients during
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interferon-o. treatment after the withdrawal of entecavir,
but none had hepatic decompensation. Serum hepatitis B
surface antigen levels did not change during or after ther-
apy. Serum hepatitis B core-related antigen levels were
significantly decreased at the start (P < 0.0001) and at the
end of interferon-« treatment (P < 0.0001), but returned to
baseline levels after treatment. Twenty-four weeks after the
completion of the sequential therapy, a sustained bio-
chemical, virological, and serological response was
achieved in 5 (21 %) patients. The proportion of patients in
whom HBeAg was lost during entecavir treatment was
significantly higher among those with a sustained response
than among those with no response (P = 0.015).
Conclusions The rate of response to sequential therapy
with entecavir and interferon-o in Japanese patients with
HBeAg-positive chronic hepatitis B was not higher than the
rate in previous studies of lamivudine followed by
interferon.

Keywords Chronic hepatitis B - Genotypes - Interferon-« -
Entecavir - Sequential therapy

Introduction

Infection with hepatitis B virus (HBV) remains an impor-
tant public health problem and a leading cause of liver-
related morbidity worldwide [1, 2]. The natural course of
chronic HBV infection acquired perinatally or during
infancy consists of three distinct phases: ‘immune tolerant’,
‘immune reactive’, and ‘inactive carrier’. During the
immune-reactive phase, rises in alanine aminotransferase
(ALT) are attributable to the host’s immune response to
HBV, and the occurrence of hepatitis will eventually be
followed by spontaneous seroconversion from hepatitis B
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envelope antigen (HBeAg) to anti-HBe. HBeAg serocon-
version usually results in clinical remission and a life-long
inactive state; however, patients with persistently detect-
able HBeAg and high HBV DNA levels who have recur-
rent hepatitis flares are at increased risk of developing
cirrhosis and hepatocellular carcinoma [3, 4].

Currently available antiviral treatment for chronic hep-
atitis B includes nucleos(t)ide analogues such as lamivu-
dine, adefovir, entecavir, and tenofovir, and the
immunomodulator interferon [5-7]. The direct, potent
antiviral effects of nucleos(t)ide analogues induce bio-
chemical and virological responses in most patients, but
viral relapse and exacerbations of hepatitis commonly
occur after discontinuation of treatment. Long-term use of
nucleos(t)ide analogues is associated with the emergence
of drug-resistant variants possessing mutations in the HBV
polymerase gene. In contrast, interferon-induced remission
of chronic hepatitis B is durable, but is achieved in only a
minority of patients. In randomized controlled trials, con-
comitant treatment with lamivudine and interferon-a has
offered little clinical benefit, in terms of the rates of sus-
tained therapeutic response, as compared with interferon-o
alone [8, 9].

Serfaty et al. [10] reported that sequential therapy with
lamivudine followed by interferon-o was effective in
patients with chronic hepatitis B. In their pilot study in
France, sustained virological and biochemical response
was achieved in 8 (57 %) of the 14 patients who received
lamivudine 100 mg alone for 20 weeks, followed by
interferon-o. 5 MU 3 times/week plus lamivudine for
4 weeks, and lastly by interferon-o alone for 24 weeks
[10]. Some other groups have studied similar protocols for
sequential therapy, but results have been conflicting [11-
17]. The inconsistent results may have been caused, at least
in part, by differences in the included HBV genotypes
among studies, because HBV genotypes have specific
geographic distributions and can affect the response to
interferon [18, 19]. In our previous study [14], the rate of
response to sequential therapy with lamivudine and inter-
feron in 24 Japanese HBeAg-positive patients with chronic
HBYV genotype C infection was 29 %, considerably lower
than the rate reported by Serfaty et al. [10].

Randomized controlled trials have shown that entecavir
has higher antiviral activity against HBV than lamivudine
[20, 21]. Among licensed nucleos(t)ide analogues, ente-
cavir is used as a first-line treatment of choice for chronic
hepatitis B, similar to tenofovir disoproxil fumarate [22].
Use of a potent nucleoside analogue before the initiation of
interferon may improve the outcomes of sequential
therapy.

In this study, we evaluated the efficacy of sequential
therapy with entecavir and interferon-o in Japanese patients
with HBeAg-positive chronic hepatitis B. In addition to the
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monitoring of serum HBeAg and HBV DNA levels, serum
hepatitis B surface antigen (HBsAg) and hepatitis B core-
related antigen (HBcrAg) [23, 24] levels were monitored
during and after sequential therapy. The clinical charac-
teristics of patients who had a sustained response to the
sequential therapy were compared with those of patients
who had no response.

Patients and methods
Patients

The subjects were 24 Japanese patients with HBeAg-
positive chronic hepatitis B (23 men and 1 woman; mean
age 39 4 7 years) who had received sequential therapy
with entecavir alone and then entecavir plus interferon-o
followed by interferon-o alone between September 2006
and August 2011. The inclusion criteria were as follows:
(1) persistent or fluctuating elevations of serum ALT levels
for at least 6 months before the start of therapy; (2) pres-
ence of HBsAg in serum; (3) presence of HBeAg and
absence of anti-HBe; (4) presence of HBV DNA
>10° copies/mL (equivalent to 20,000 IU/mL); (5) no use
of corticosteroids or immunomodulatory drugs, including
interferon, within 1 year before the start of therapy; (6) no
use of nucleos(t)ide analogues, such as lamivudine, within
1 year before the start of therapy; (7) absence of resistance
to nucleos(t)ide analogues; (8) absence of antibodies to
hepatitis C virus and other likely causes of chronic liver
disease; and (9) no clinical signs of decompensated cir-
rhosis or hepatocellular carcinoma. The study procedures
were in accordance with the Helsinki Declaration of 1975
(1983 revision) and were approved by the ethics committee
of each participating center. Written informed consent was
obtained from each patient. This study was registered in the
UMIN Clinical Trials Registry (registration ID number,
UMINO000000808).

Treatment

Patients were treated with entecavir alone for
36-52 weeks, followed immediately by both entecavir and
interferon-a for 4 weeks, and lastly by interferon-o alone
for 20 weeks. Entecavir (Baraclude; Bristol-Myers, Tokyo,
Japan) was given orally at a dose of 0.5 mg once daily.
Natural interferon-a (Otsuka Pharmaceutical, Tokyo,
Japan) was given by intramuscular injection, at a dose of
5 MU, three times a week for 24 weeks (a protocol com-
monly used in Japan during the study period). All patients
were followed up for at least 24 weeks after the completion
of treatment, and responses to therapy were assessed as
follows: biochemical response was defined as a decrease in
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serum ALT levels to within the normal range; virological
response was defined as a decrease in serum HBV DNA to
<10* copies/mL; and a serological response was defined
as loss of serum HBeAg. A sustained response was defined
as fulfillment of the criteria for combined biochemical,
virological, and serological responses 24 weeks after the
end of therapy.

Assays

The following variables were determined for all enrolled
patients: complete blood counts; serum ALT level; HBsAg,
HBeAg, anti-HBe, HBcrAg, and HBV DNA levels; HBV
genotypes; proportion of mutants in the precore and basal
core promoter regions of HBV DNA; and drug-resistant
mutations in the HBV polymerase gene.

Complete blood counts and serum ALT (upper limit of
normal, 30 IU/L) were determined by standard procedures.
HBsAg was measured with a chemiluminescent micro-
particle immunoassay (Architect HBsAg QT; Abbott
Japan, Tokyo, Japan) as described elsewhere [25]. HBeAg
and anti-HBe were detected with chemiluminescence
enzyme immunoassays. HBcrAg was also detected with a
chemiluminescence enzyme immunoassay (Fuji-Rebio,
Tokyo, Japan) [23]. HBV DNA was measured with a real-
time polymerase chain reaction (PCR) assay (COBAS
TagMan HBV Test v2.0; Roche Diagnostics, Tokyo,
Japan) [26]. Genotypes of HBV were identified by enzyme-
linked immunosorbent assay with monoclonal antibodies to
type-specific epitopes in the preS2-region (Institute of
Immunology, Tokyo, Japan) [27]. Mutations at nucleotide
(nr) 1896 in the precore region and at nt 1762 and nt 1764
in the basal core promoter region of HBV DNA were found
by means of an enzyme-linked minisequence assay (Gen-
ome Science Laboratory, Tokyo, Japan). Drug-resistant
mutations (at codons 180, 181, 184, 202, 204, 236, and 250
of the HBV reverse transcriptase domain) were detected by
PCR-Invader technology (BML, Tokyo, Japan) [28].

Histopathology

When informed consent had been obtained, a liver biopsy
was performed before the patient started therapy. Histo-
pathological findings were assessed by grading inflamma-
tory activity and staging fibrosis according to the
METAVIR scoring system [29]. An experienced patholo-
gist blinded to the clinical data performed these
evaluations.

Statistical analysis

Statistical analysis was performed with SAS, version 9.2
for Windows (SAS Institute, Cary, NC, USA).

Distributions of continuous variables were analyzed with
the non-parametric Mann—Whitney U-test. Differences in
proportions were tested by Fisher’s exact test. The signif-
icance of changes in values between two time points was
evaluated by the Wilcoxon signed-rank test. A two-tailed
P value of less than 0.05 was considered to indicate sta-
tistical significance.

Results
Rate of response to therapy

Although common interferon-a-related side effects inclu-
ded pyrexia, fatigue, headache, and myalgia, the therapy
was well tolerated, and all patients completed the treatment
according to the protocol. The proportions of patients with
biochemical, virological, and serological responses during
and after sequential therapy with entecavir and interferon-o
are shown in Fig. 1. Drug-resistant mutant variants did not
emerge in any patient during entecavir treatment. At the
start of interferon-o treatment (about 1 year after the start
of the entecavir treatment), most patients had normal ALT
levels and serum HBV DNA levels of <10* copies/mL

Normal ALT
HBV-DNA < 10% copies

|:| Loss of HBeAg

100
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Fig. 1 Rate of biochemical, virological, and serological responses
during and after sequential therapy with entecavir and interferon-c.
Combined sustained biochemical, virological, and serological
response was achieved in 5 (21 %) of the 24 enrolled patients
24 weeks after completion of the sequential therapy. ALT Alanine
aminotransferase, F/BeAg hepatitis B envelope antigen, HBV hepatitis
B virus, IFN interferon
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(88 and 100 %, respectively). However, loss of HBeAg
was achieved in a minority of patients (29 %) during the
entecavir treatment.

In most patients without HBeAg loss at the end of the
entecavir treatment, serum ALT and HBV DNA levels
increased even during the interferon-o treatment. Hepatitis
flare (defined as a rise in ALT equivalent to 10 times higher
than the upper limit of normal and more than twice the
baseline value) occurred in 3 patients after the withdrawal
of entecavir. Although peak ALT levels in these patients
were 693, 721, and 876 IU/L, respectively, none had
jaundice or hepatic decompensation. At the end of the
interferon-o treatment, the percentages of patients with
normal ALT, HBV DNA <10* copies/mL, and loss of
HBeAg were 75, 71, and 33 %, respectively.

Lastly, 24 weeks after the completion of the sequential
therapy, a sustained biochemical, virological, and sero-
logical response was achieved in 5 (21 %) of the 24
patients. No patient had loss of serum HBsAg in response
to the sequential therapy.

Changes in HBsAg and HBcrAg
during and after sequential therapy

Changes in serum HBsAg and HBcrAg levels during and
after the sequential therapy with entecavir and interferon-o
are shown in Fig. 2. The serum HBsAg level did not
change significantly during or after the therapy (Fig. 2a).

The serum HBcrAg levels were significantly decreased at
the start (P < 0.0001) and at the end of interferon-«
treatment (P < 0.0001), but returned to baseline levels
after completion of the sequential treatment (Fig. 2b). The
serum HBsAg level did not differ significantly between
patients with a sustained response and those with no
response (Fig. 2c). In contrast, the serum HBcrAg level
was significantly lower in patients with a sustained
response than in those with no response at the end of the
interferon-o; therapy (P = 0.013) and 24 weeks post-treat-
ment (P = 0.031) (Fig. 2d).

Characteristics of patients at the start of entecavir
treatment

The baseline demographic, biochemical, virological, and
histological characteristics of patients at the start of ente-
cavir treatment, classified according to the response to
sequential therapy, are listed in Table 1. The mean age of
patients with a sustained response was more than 10 years
less than that of the patients with no response, but this
difference did not reach statistical significance
(P = 0.102). There were no significant differences
between the two groups with respect to sex ratio, propor-
tion of patients with a history of interferon treatment, ALT
level, HBV DNA level, ratios of HBV genotypes, ratios of
precore or basal core promoter mutants, or histopatholo-
gical findings in the liver.
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Table 1 ‘Bz‘lselme . Characteristics Sustained responders ~ Non-responders P values
characteristics of patients at the
. n=23) (n=19)
start of entecavir treatment
Age (years) 29+ 6 415 0.10
Male sex (%) 5 (100 %) 18 (95 %) 0.99
History of interferon treatment (%) 3 (60 %) 12 (63 %) 0.99
ALT (IU/L) 85 (65, 322) 210 (79, 531) 0.37
Val + SDs HBV DNA (log;o copies/mL) 77+04 7.8+ 08 0.31
alues are means s for
normally distributed variables, Genotype (A/B/C/D) 0/0/5/0 1/0/18/0 0.99
and medians (with the Precore (wild/mixed/mutant) 07411 9/9/1 0.12
interquartile range) for non- Basal core promoter (wild/mixed/mutant) 1/0/4 5/8/6 0.070
normally distributed variables  Grage of inflammation (mild/moderate/severe)  2/3/0 97712 0.60
ALT alanine aminotransferase,  gy0e of fibrosis (mild/moderate/severe/cirthosis) ~ 2/2/0/1 10/5/3/0 0.19
HBYV hepatitis B virus
Table 2 Characteristics of patients at the start of interferon-o 8001 it [ 400
treatment g 600 v T F 300 E"’g
Characteristics Sustained ~ Non-responders P values ‘: 400 o Platelel F 200 % EN
responders  (n = 19) 3 200 A N/ 100 Eg
(=35 ALT
0 0
ALT (U/L) 24 (23, 35) 20 (15, 32) 0.27 HBehg (+}-) =} RS 3
ALT normal (%) 5(100 %) 16 (84 %) 0.99 _ \ 7o &
= .
HBV DNA 21+£03 23104 0.18 & 1004 P, AutiHBe AntiHBe <2
v o N ™ o/ ls0 Z &
(log;o copies/mL) o ; \ o 3]
HBV DNA negative (%) 3 (60 %) 6 (32 %) 0.33 £ oy L DA //\/\ L3.0 § %
HBeAg loss (%) 4 (80 %) 3 (16 %) 0.015 < 0 __f R Dt 10 é
0 24 48 72 96

Values are means £ SDs for normally distributed variables, and medi-
ans (with the interquartile range) for non-normally distributed variables

HBeAg hepatitis B envelope antigen

Characteristics of patients at the start of interferon-a
treatment

The characteristics of the patients at the start of interferon-
o treatment, classified according to the response to
sequential therapy, are shown in Table 2. The responders
and non-responders did not differ significantly with respect
to ALT level or HBV DNA level at the start of interferon-o
treatment. The proportion of patients in whom HBeAg was
lost during entecavir treatment was significantly higher
among those with a sustained response than among those
with no response (P = 0.015). In another comparison, a
sustained response was achieved in 4 (57 %) of the 7
patients with loss of HBeAg during entecavir treatment, as
compared with 1 (5.9 %) of the 17 patients without loss of
HBeAg during treatment; this difference was also statisti-
cally significant (P = 0.015).

Case presentation

A 24-year-old man with no response to previous treatment
with interferon-o was referred to us (Fig. 3). His ALT level

Time (weeks)

Fig. 3 Changes in platelet count, ALT, HBeAg, anti-HBe, and HBV
DNA in a 24-year-old man with sustained response to sequential
therapy with entecavir and interferon-¢. In the upper panel, the
changes in ALT levels (filled circles) and platelet counts (open
circles) are shown. In the lower panel, the changes in HBV DNA
(filled circles) and anti-HBe (open circles) titers are shown. During
1 year of entecavir treatment, the platelet count rose from 87,000 to
199,000/mm°>. After the patient was switched to interferon-a, his anti-
HBe antibody titer increased. At the most recent hospital visit, the
patient’'s ALT level was normal, HBeAg was negative, and HBV
DNA was negative; the patient has remained drug-free since the
completion of treatment

was 617 TU/L, HBV DNA level was 7.6 logjo copies/mL,
and HBV genotype was C. A precore stop codon mutation
at nt 1896 and basal core promoter mutations at nt 1762
and nt 1764 were detected. A liver biopsy showed mod-
erate inflammation and cirrhosis. Although the patient was
young, interferon-o was not indicated because of a low
platelet count and concern about exacerbation of hepatitis.
However, during 1 year of entecavir treatment, his ALT
level became normal, and his platelet count rose from
87,000 to 199,000/mm>. After switching to interferon-a,
his HBV DNA rose transiently, but his anti-HBe antibody
titer increased. At the most recent hospital visit (up to
35 weeks after the completion of treatment), his ALT level
was normal and HBeAg and HBV DNA were negative; the
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patient has remained drug-free since the completion of
treatment.

Discussion

Several groups have evaluated protocols for sequential
therapy with lamivudine and interferon-e, and their proto-
cols were similar to that originally described by Serfaty et al.
[10]. Manesis et al. [11], from Greece, where HBV genotype
D is predominant, found that in HBeAg-negative patients,
the rate of sustained biochemical and virological response
was 22 %, which did not differ from that obtained in an age/
sex-matched historical control group treated with interferon-
o alone. In another report from Greece [12], sequential
combination therapy significantly prevented the emergence
of resistance to lamivudine, but the rate of sustained
virological response was only 17 % among HBeAg-negative
patients. A group from China, where genotype B or C is
predominant, reported very similar results [13]. To date, only
the study by Moucari et al. [17] has used adefovir dipivoxil
instead of lamivudine. Sustained virological response was
achieved in 50 % of their subjects, although only 20 HBeAg-
negative patients were included.

In Japan and other countries in East Asia, genotype C is
the most prevalent type of HBV [18, 19], and most patients
with chronic hepatitis B acquire the virus perinatally or in
early childhood [7]. The rates of response to interferon are
thus lower than those reported in Europe and the United
States. In our previous study [14], using a sequential therapy
protocol similar to that described by Serfaty et al. [10], we
found that the rate of sustained response was only 29 %
among 24 HBeAg-positive patients. The patients with a
sustained response were significantly younger and had a
significantly lower HBV DNA level at the start of interferon
than did those with no response. The rate of HBeAg loss
during lamivudine treatment was slightly but not signifi-
cantly higher among sustained responders than among non-
responders. Minami and Okanoue [15] also found that
patients who lost HBeAg during lamivudine treatment were
more likely to have a sustained response to sequential ther-
apy. Okuse et al. [16] reported that sequential therapy was
effective for patients with acute exacerbations of chronic
hepatitis B, particularly those in whom HBeAg had become
negative during lamivudine treatment.

One objective of sequential therapy is to lower the viral
load by the use of a nucleos(t)ide analogue, thereby
restoring sensitivity to interferon treatment. In clinical
studies, a low HBV DNA level is predictive of a favorable
response to interferon-o [30, 31]. In basic studies, a high
viral load is associated with T-cell hyporesponsiveness
[32], and treatment with nucleos(t)ide analogues restores
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cellular immune response in chronic HBV infection [33].
Although lamivudine had been administered for about half
a year before the start of interferon administration in
previous studies (including ours) [10-16], we administered
entecavir, a more potent antiviral agent, for about 1 year in
the present study. Treatment with entecavir was given for a
longer period because it has been reported in previous
studies that patients in whom HBeAg and HBV DNA
levels were lowered by lamivudine were more likely to
have a sustained response and because few entecavir-
resistant variants emerge within the first few years [34].
However, the use of entecavir for a longer duration did not
raise the rate of off-treatment sustained response to
sequential therapy in the present study, although the rate of
on-treatment biochemical and virological responses was
higher with entecavir than that obtained with lamivudine in
our previous study [14].

Another objective of sequential therapy is to prevent
the relapse of hepatitis after discontinuation of the nu-
cleos(t)ide analogue through the use of interferon-o.
Nucleos(t)ide analogues rapidly decrease serum HBV
DNA levels by suppressing the reverse transcription of
pregenomic HBV RNA, but viral relapse commonly
occurs after the cessation of treatment. This high risk of
viral relapse may be attributed to the persistence of HBV
replicative intermediate covalently closed circular DNA
(cccDNA) in the liver even during nucleos(t)ide treat-
ment. The measurement of HBV antigens in serum is
thus clinically important as a surrogate marker of intra-
hepatic cccDNA. In particular, a decline in serum levels
of HBsAg is strongly associated with response to inter-
feron-o [35]. The HBcrAg assay measures serum levels
of all antigens transcribed from the precore/core gene,
including hepatitis B core and e antigens, by using
monoclonal antibodies that recognize common epitopes
of the denatured antigens [23, 24]. Matsumoto et al. [36]
recently proposed a model for predicting relapse of
hepatitis after discontinuation of nucleos(t)ide analogue
administration, in which cut-off values were set at
1.9-2.9 log;p IU/mL of HBsAg and 3.0-4.0 log1o U/mL
of HBcrAg at the withdrawal of treatment. In our study,
only one patient had a decrease in HBsAg to between
1.9 and 2.9 log;o IU/mL and another one had a decrease
in HBcrAg to between 3.0 and 4.0 log;o U/mL at the
withdrawal of entecavir (data not shown), probably
because of an insufficient duration of entecavir treatment -
in our protocol. The finding that at least 21 % of our
patients with insufficient HBsAg and HBcrAg decline
during entecavir treatment achieved a sustained response
to sequential therapy suggests that switching to inter-
feron-o. contributes to the safe termination of nucle-
os(t)ide analogue treatment in some patients.
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The major advantages of interferon-o include a finite
course of treatment, the opportunity to obtain an off-
treatment durable response to therapy, and absence of
drug resistance. The advantages of nucleos(t)ide ana-
logues include good tolerance and potent antiviral
activity associated with high rates of on-treatment
response to therapy. Guidelines proposed by the Japanese
Study Group of the Standardization of Treatment of
Viral Hepatitis basically recommend interferon-o as the
first-line treatment for patients with chronic hepatitis B
who are younger than 35 years, to attain a ‘drug-free
state’; and entecavir for patients who are 35 years or
older, to persistently suppress HBV DNA [37]. Consis-
tent with the findings of previous studies [14-16], our
results show that sequential therapy is best indicated for
patients who have lost HBeAg during nucleoside ana-
logue treatment, because such patients have a higher
probability of a sustained response. As shown in Fig. 3,
patients who are young but have exacerbation of hepa-
titis, cirrhosis, or both, were also good candidates for
sequential therapy, because interferon-o is generally not
recommended for such patients because of concemn about
hepatic decompensation, and the preceding use of a nu-
cleos(t)ide analogue can reduce such risk.

Our study had several limitations. First, it was not a
randomized controlled trial. The reported rate of HBeAg
seroconversion obtained by 6-month interferon-o mono-
therapy among Japanese patients was about 20 % [38],
which is similar to the rate obtained by the sequential
therapy used in our study (21 %). As compared with our
previous study of lamivudine [14], the rate of sustained
response in our present study of entecavir did not differ
significantly (21 % in the entecavir group vs. 29 % in
the lamivudine group). Although the patients were not
randomly assigned to treatment, the baseline character-
istics of the subjects did not differ between those in our
previous study of lamivudine and those in the present
study of entecavir with respect to mean age, sex ratio,
ALT level, HBV DNA level, ratios of HBV genotypes,
ratios of precore or basal core promoter mutants, or
histopathological findings (data not shown). Thus, we
cannot conclude that sequential therapy with entecavir
and interferon-o is more effective than interferon-o
monotherapy or sequential therapy with lamivudine and
interferon-c. Second, we gave patients non-pegylated
interferon-a for 6 months, because pegylated interferon-o
had not been approved for the treatment of chronic
hepatitis B by the Japanese medical insurance system
during the study period. Further studies are thus needed
to evaluate the efficacy of sequential therapy with ente-
cavir and pegylated interferon-o.

To our knowledge, this is the first study to report on the
response to sequential therapy with entecavir and

interferon-o in patients with chronic hepatitis B. In sum-
mary, an off-treatment sustained response to sequential
therapy with entecavir and interferon-a was achieved in
21 % of HBeAg-positive patients with chronic hepatitis B
in Japan, where genotype C is predominant. This rate of
response was not higher than that in our previous study
using lamivudine [14]. Patients who had loss of HBeAg
during entecavir treatment were more likely to have a
sustained response to sequential therapy.

Acknowledgments The authors are grateful to Ms. Sanae Deguchi,
Ms. Rie Yasuda, and Ms. Ami Saito for their technical assistance.
This work was supported in part by a grant from the Ministry of
Health, Labour and Welfare, Japan.

Conflict of interest Dr. Shuhei Nishiguchi has received research
grants from Bristol-Myers K.K. and Otsuka Pharmaceutical Co., Ltd.
Dr. Norifumi Kawada has received research grants from Bristol-
Myers K.K. and Otsuka Pharmaceutical Co., Ltd.

Appendix

In addition to the authors, the B-SHOT Study Group includes
the following persons: Kohshun Kim, Motoharu Tanaka
(Higashi Sumiyoshi Morimoto Hospital, Osaka, Japan);
Hideji Nakamura, Hiroko lijima, Soji Shimomura, Noritoshi
Koh, Yoshinori Iwata, Yoshiyuki Sakai, Tomoyuki Taka-
shima (Hyogo College of Medicine, Nishinomiya, Japan);
Tetsuo Yamamoto (Kita-Osaka Police Hospital, Osaka);
Hirokazu Kadoya (Izumiotsu Municipal Hospital, Osaka);
Chika Kawamura (Ohno Memorial Hospital, Osaka); Ki-
yohide Kioka, Yasuko Kawasaki (Osaka City General Hos-
pital, Osaka); Osamu Kurai, Hiroko Oka (Osaka City Juso
Hospital, Osaka); Daiki Habu, Hiroyasu Morikawa, Shuji
Iwai, Hideki Fujii (Osaka City University Medical School,
Osaka); Katsuhiko Fukuda (PL Hospital, Osaka); Machiko
Shintani (Sumiyoshi Municipal Hospital, Osaka); and Hisato
Jomura (Wakakokai Hospital, Osaka).

References

1. Dienstag JL. Hepatitis B virus infection. N Engl J Med.
2008;359:1486-500.

2. Liaw YF, Chu CM. Hepatitis B virus infection. Lancet. 2009;373:
582-92.

3. lloeje U, Yang H, Su J, Jen CL, You SL, Chen CJ. Predicting
cirrhosis risk based on the level of circulating hepatitis B viral
load. Gastroenterology. 2006;130:678-86.

4. Chen CJ, Yang HI, Su J, Jen CL, You SL, Lu SN, et al. Risk of
hepatocellular carcinoma across a biological gradient of serum
hepatitis B virus DNA level. JAMA. 2006;295:65-73.

5. Lok AS, McMahon BJ. Chronic hepatitis B: update 2009.
Hepatology. 2009;50:661-2.

@ Springer

— 223 —



404

J Gastroenterol (2013) 48:397-404

6.

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

European Association For The Study Of The Liver. EASL
Clinical Practice Guidelines: management of chronic hepatitis B.
J Hepatol. 2009;50:227-42.

. Liaw YF, Leung N, Kao JH, Piratvisuth T, Gane E, Han KH,

et al. Asian-Pacific consensus statement on the management of
chronic hepatitis B: a 2008 update. Hepatol Int. 2008;2:263-83.

. Janssen HL, van Zonneveld M, Senturk H, Zeuzem S, Akarca US,

Cakaloglu Y, et al. Pegylated interferon alfa-2b alone or in
combination with lamivudine for HBeAg-positive chronic hepa-
titis B: a randomised trial. Lancet. 2005;365:123-9.

. Lau GK, Piratvisuth T, Luo KX, Marcellin P, Thongsawat S,

Cooksley G, et al. Peginterferon Alfa-2a, lamivudine, and the
combination for HBeAg-positive chronic hepatitis B. N Engl J
Med. 2005;352:2682-95.

Serfaty L, Thabut D, Zoulim F, Andreani T, Chazouilléres O,
Carbonell N, et al. Sequential treatment with lamivudine and
interferon monotherapies in patients with chronic hepatitis B not
responding to interferon alone: results of a pilot study. Hepatol-
ogy. 2001;34:573-7.

Manesis EK, Papatheodoridis GV, Hadziyannis SJ. A partially
overlapping treatment course with lamivudine and interferon in
hepatitis B e antigen-negative chronic hepatitis B. Aliment
Pharmacol Ther. 2006;23:99-106.

Vassiliadis T, Tziomalos K, Patsiaoura K, Zagris T, Giouleme O,
Soufleris K, et al. Lamivudine/pegylated interferon alfa-2b
sequential combination therapy compared with lamivudine
monotherapy in HBeAg-negative chronic hepatitis B. J Gastro-
enterol Hepatol. 2007;22:1582-8.

Shi M, Wang RS, Zhang H, Zhu YF, Han B, Zhang Y, et al.
Sequential treatment with lamivudine and interferon-alpha
monotherapies in hepatitis B e antigen-negative Chinese patients
and its suppression of lamivudine-resistant mutations. J Antimic-
rob Chemother. 2006;58:1031-5.

Enomoto M, Tamori A, Kohmoto MT, Hayashi T, Morikawa H,
Jomura H, et al. Lamivudine and IFN-beta sequential therapy in
HBe antigen-positive patients with chronic hepatitis B virus
genotype C infection. J Interferon Cytokine Res. 2007;27:201-7.
Minami M, Okanoue T. Management of HBV infection in Japan.
Hepatol Res 2007; 37(s1):S79-82.

Okuse C, Yotsuyanagi H, Yamada N, Okamoto M, Ikeda H,
Kobayashi M, et al. Effect of nucleoside analog-interferon
sequential therapy on patients with acute exacerbation of chronic
hepatitis B. Hepatol Res. 2010;40:461-9.

Moucari R, Boyer N, Ripault MP, Castelnau C, Mackiewicz V,
Dauvergne A, et al. Sequential therapy with adefovir dipivoxil
and pegylated Interferon Alfa-2a for HBeAg-negative patients.
J Viral Hepat. 2011;18:580-6.

Orito E, Ichida T, Sakugawa H, Sata M, Horiike N, Hino K, et al.
Geographic distribution of hepatitis B virus (HBV) genotype in
patients with chronic HBV infection in Japan. Hepatology. 2001;
34:590-4.

Enomoto M, Tamori A, Nishiguchi S. Hepatitis B virus genotypes
and response to antiviral therapy. Clin Lab. 2006;52:43-7.
Chang TT, Gish RG, de Man R, Gadano A, Sollano J, Chao YC,
et al. A comparison of entecavir and lamivudine for HBeAg-
positive chronic hepatitis B. N Engl J Med. 2006;354:1001-10.
Lai CL, Shouval D, Lok AS, Chang TT, Cheinquer H, Goodman
Z, et al. Entecavir versus lamivudine for patients with HBeAg-
negative chronic hepatitis B. N Engl J Med. 2006;354:1011-20.
Marcellin P, Heathcote EJ, Buti M, Gane E, de Man RA, Krastev
Z, et al. Tenofovir disoproxil fumarate versus adefovir dipivoxil
for chronic hepatitis B. N Engl J Med. 2008;359:2442-55.
Kimura T, Rokuhara A, Sakamoto Y, Yagi S, Tanaka E, Ki-
yosawa K, et al. Sensitive enzyme immunoassay for hepatitis B

@ Springer

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34,

35.

36.

37.

38.

~— 224 —

virus core-related antigens and their correlation to virus load.
J Clin Microbiol. 2002;40:439-45.

Rokuhara A, Tanaka E, Matsumoto A, Kimura T, Yamaura T,
Orii K, et al. Clinical evaluation of a new enzyme immunoassay
for hepatitis B virus core-related antigen; a marker distinct from
viral DNA for monitoring lamivudine treatment. J Viral Hepat.
2003;10:324-30.

Kohmoto M, Enomoto M, Tamori A, Habu D, Takeda T, Kawada
N, et al. Quantitative detection of hepatitis B surface antigen by
chemiluminescent microparticle immunoassay during lamivudine
treatment of chronic hepatitis B virus carriers. J Med Virol.
2005;75:235-9.

Hochberger S, Althof D. Gallegos de Schrott R, Nachbaur N,
Rock H, Leying H. Fully automated quantitation of hepatitis B
virus (HBV) DNA in human plasma by the COBAS AmpliPrep/
COBAS TagMan system. J Clin Virol. 2006;35:373-80.

Usuda S, Okamoto H, Iwanari H, Baba K, Tsuda F, Miyakawa Y,
et al. Serological detection of hepatitis B virus genotypes by
ELISA with monoclonal antibodies to type-specific epitopes in
the preS2-region product. J Virol Methods. 1999;80:97-112.
Tadokoro K, Suzuki F, Kobayashi M, Yamaguchi T, Nagano M,
Egashira T, et al. Rapid detection of drug-resistant mutations in
hepatitis B virus by the PCR-Invader assay. J Virol Methods.
2011;171:67-73.

Bedossa P, Poynard T. An algorithm for the grading of activity in
chronic hepatitis C. The METAVIR Cooperative Study Group.
Hepatology. 1996;24:289-93.

Perrillo RP, Schiff ER, Davis GL, Bodenheimer HC Jr. Lindsay
K, Payne J, et al. A randomized, controlled trial of interferon alfa-
2b alone and after prednisone withdrawal for the treatment of
chronic hepatitis B. The Hepatitis Interventional Therapy Group.
N Engl J Med. 1990;323:295-301.

Lok AS, Wu PC, Lai CL, Lau JY, Leung EK, Wong LS, et al. A
controlled trial of interferon with or without prednisone priming
for chronic hepatitis B. Gastroenterology. 1992;102:2091-7.
Chisari FV, Ferrari C. Hepatitis B virus immunopathogenesis.
Annu Rev Immunol. 1995;13:29-60.

Boni C, Bertoletti A, Penna A, Cavalli A, Pilli M, Urbani S, et al.
Lamivudine treatment can restore T cell responsiveness in
chronic hepatitis B. J Clin Invest. 1998;102:968-75.

Tenney DI, Rose RE, Baldick CJ, Pokornowski KA, Eggers BJ,
Fang J, et al. Long-term monitoring shows hepatitis B virus
resistance to entecavir in nucleoside-naive patients is rare through
5 years of therapy. Hepatology. 2009;49:1503-14.

Sonneveld MJ, Rijckborst V, Boucher CA, Hansen BE, Janssen
HL. Prediction of sustained response to peginterferon alfa-2b for
hepatitis B e antigen-positive chronic hepatitis B using on-treat-
ment hepatitis B surface antigen decline. Hepatology. 2010;52:
1251-7.

Matsumoto A, Tanaka E, Suzuki Y, Kobayashi M, Tanaka Y,
Shinkai N, et al. Combination of hepatitis B viral antigens and
DNA for prediction of relapse after discontinuation of nucle-
os(t)ide analogs in patients with chronic hepatitis B. Hepatol Res.
2012;42:139-49.

Kumada H, Okanoue T, Onji M, Moriwaki H, Izumi N, Tanaka E,
et al. Guidelines for the treatment of chronic hepatitis and cir-
rhosis due to hepatitis B virus infection for the fiscal year 2008 in
Japan. Hepatol Res. 2010;40:1-7.

Suzuki F, Arase Y, Akuta N, Tsubota A, Suzuki Y, Sezaki H,
et al. Efficacy of 6-month interferon therapy in chronic hepatitis
B virus infection in Japan. J Gastroenterol. 2004;39:969-74.



J Gastroenterol (2013) 48:999-1005
DOI 10.1007/s00535-012-0742-5

Combination therapy with a nucleos(t)ide analogue and interferon
for chronic hepatitis B: simultaneous or sequential

Masaru Enomoto - Akihiro Tamori -
Shuhei Nishiguchi + Norifumi Kawada

Received: 2 October 2012/ Accepted: 11 December 2012/ Published online: 22 January 2013

© Springer Japan 2013

Abstract Currently available antiviral treatment for
chronic hepatitis B virus infection can be divided into two
classes of therapeutic agents: nucleos(t)ide analogues
(NAs) and interferon (IFN). The major advantages of NAs
are good tolerance and potent antiviral activity associated
with high rates of on-treatment response to therapy; the
advantages of IFN include a finite course of treatment,
absence of drug resistance, and an opportunity to obtain a
post-treatment durable response to therapy. The use of
these two antiviral agents with different mechanisms of
action in combination is theoretically an attractive
approach for treatment. Here, we have reviewed previous
reports of either simultaneous or sequential combination
therapy with NA and IFN for chronic hepatitis B patients.
In previous studies comparing the lamivudine/IFN combi-
nation and lamivudine monotherapy in a finite course,
combination therapy was associated with higher rates of
sustained post-treatment response and lower rates of drug
resistance than lamivudine monotherapy. However, NAs
such as lamivudine are generally administered indefinitely
because of high rates of post-treatment relapse. In addition,
concern for drug resistance has decreased significantly with
newer, high-potency NAs even when administered alone.
In previous studies comparing the lamivudine/IFN combi-
nation and IFN monotherapy, the combination therapy
showed greater on-treatment viral suppression, but no
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difference was observed in the post-treatment sustained
response. Thus, whether combination therapy confers an
additional benefit compared to monotherapy for treating
chronic hepatitis B remains unclear. The efficacy of IFN in
combination with a more potent NA, such as entecavir or
tenofovir, remains to be comprehensively evaluated.

Keywords Chronic hepatitis B - Lamivudine - Adefovir -
Entecavir - Interferon - Nucleos(t)ide analogue

Abbreviations
ALT Alanine aminotransferase

CccDNA  Covalently closed circular DNA
HBcrAg  Hepatitis B core-related antigen
HBeAg  Hepatitis B e antigen

HBsAg  Hepatitis B surface antigen
HBV Hepatitis B virus

IFN Interferon

NA Nucleos(t)ide analogue
Introduction

More than 350 million people worldwide are infected with
hepatitis B virus (HBV) which is a leading cause of liver-
related morbidity that accounts for 1 million deaths annu-
ally [1, 2]. Currently available antiviral treatment for
chronic hepatitis B can be divided into two classes of
therapeutic agents: nucleos(t)ide analogues (NAs) and
interferon (IFN). Nucleosides include lamivudine [3, 4],
telbivadine [5], and entecavir [6, 7]; nucleotides include
adefovir [8, 9] and tenofovir [10]. The direct, potent anti-
viral effects of NAs induce an on-treatment response in
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most patients, but post-treatment relapse commonly occurs
after treatment discontinuation. Long-term use of NAs
triggers the emergence of drug-resistant variants possessing
mutations in the hepatitis B virus (HBV) polymerase gene.
Among the NAs currently available, entecavir or tenofovir
is recommended as the first-line treatment because of the
low rate of drug resistance. In contrast, IFN has both
antiviral and immunomodulatory actions [11, 12]. The
major advantages of IFN include a finite course of treat-
ment, absence of drug resistance, and an opportunity to
obtain a post-treatment durable response to therapy; how-
ever, a response to IFN is achieved in only a minority of
patients with chronic hepatitis B.

In this article, we have reviewed previous reports on
combination therapy with NA and IFN for chronic hepatitis
B. Regimens of combination therapy can be classified into
two main groups: (1) simultaneous therapy with the drugs
in the combination and (2) sequential combination therapy
in which treatment with one drug follows that of the pre-
viously administered one. To compare the results of pre-
vious trials, we noted that age/sex of the included subjects,
HBV genotypes, and mode of vial transmission varies
among the different studies. These differences may affect
the results and their interpretations as older age, male sex,
HBV genotypes C and D (vs. A and B), and vertical
transmission are associated with a poor response to IFN
therapy [13-15]. In particular, HBV genotypes have spe-
cific geographic distributions, with genotype A being pre-
valent in Northwest Europe, North America, and Central
Africa, genotypes B and C being common in Southeast
Asia, China, Japan, and Oceania, and genotype D being
prevalent in Southern Europe, the Middle East, and India,
although it has a nearly worldwide distribution.

Theoretical background

Nucleos(t)ide analogues directly inhibit viral replication by
targeting at least one of the three replication steps: priming
of HBV DNA polymerase, reverse transcription of nega-
tive-strand HBV DNA from pregenomic RNA, and syn-
thesis of positive-strand HBV DNA. IFN also possesses
antiviral activity but does not act directly on the virus or
replication complex. Instead, it acts by inducing IFN-
stimulated genes to establish a non-virus-specific antiviral
state within the cell. In addition to their role as antivirals,
IFNs are important immunomodulators that interact with
the adaptive and innate immune responses. Combining NA
and IFN, with their different mechanisms of action, in a
therapeutic regimen is theoretically an attractive approach
for treating chronic hepatitis B.

The action of NAs has little or no effect on the decrease
in the intrahepatic HBV replicative intermediate,
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covalently closed circular DNA (cccDNA). In the experi-
mental woodchuck hepatitis virus system, cccDNA per-
sisted even when viral production was strongly reduced by
NA treatment [16, 17]. To reduce the level of intrahepatic
cccDNA, the immunomodulatory activity of IFN, which
presumably induces cytotoxic T cell activity for immune
clearance of infected cells, may be required. However, a
high HBV DNA load is associated with an inefficient T cell
response to HBV-related antigens, such as hepatitis B
surface antigen (HBsAg) [18]. Several studies have shown
that a decreased viral load induced by NA treatment can
result in the subsequent restoration of CD4 followed by
CD8 cellular immune response against HBV [19, 20]. The
rationale for combination therapy is based on the concept
that suppression of viral replication by NA can decrease
viral protein synthesis on the surface of hepatocytes, which
may restore the immune response and optimize the
immunomodulatory effects of IFN for clearing infected
cells.

Simultaneous combination with NA and IFN

Table 1 shows a summary of previous studies examining
simultaneous combination therapy with NA and IFN for
chronic hepatitis B. The first trial was reported by Mutimer
et al. [21] in the UK. Since this study was designed to
assess the safety and tolerability of combination treatment,
the duration of treatment was only 16 weeks, and few
patients showed sustained seroconversion from hepatitis B
e antigen (HBeAg) to anti-HBe (antibody to HBe) by this
short-term therapy with lamivudine and IFN-o. Barbaro
et al. [22] reported the results of a randomized trial con-
ducted in Italy where the 24-week combination with lam-
ivudine and IFN-a increased the rate of sustained HBeAg
seroconversion compared to the 52-week lamivudine
monotherapy (33 vs. 15 %; P = 0.014). Tatulli et al. [23]
in Italy found that the 52-week combination with lamivu-
dine and IFN-a resulted in a sustained loss of serum HBV
DNA, based on the results of a solution hybridization
assay, and normalization of alanine aminotransferase
(ALT) in only 14 % of HBeAg-negative patients, but
drug-resistant mutation variants did not emerge in any
patients. However, from these previous studies, it is still
unclear whether combination therapy with lamivudine
and IFN confers an additional benefit compared to IFN
monotherapy.

Three randomized controlled trials (2 in HBeAg-posi-
tive patients [24, 25] and 1 in HBeAg-negative patients
[26]) did not show that 1-year combination therapy with
lamivudine and pegylated IFN-a was superior to mono-
therapy with pegylated IFN-a in terms of the rate of sus-
tained response. The results of these globally conducted
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Table 1 Simultaneous combination therapy with nucleos(t)ide analogues and interferon
Reference HBeAg  n (genotype) Age (years)  Male (%)  Regimens Biochemical Virologic
(first author) response (%)  response (%)
Mutimer [21] + 20 (N.D.) 39 £ 112 95 LAM + IFN for 0 5
12-16 weeks
Barbaro [22] + 76 (N.D.) 42 (33-50)° 84 LAM + IFN for 37 33
24 weeks
Tatulli [23] - 29 (N.D.) 44 (27-64° 90 LAM + IFN for 14 14
52 weeks
Janssen [24] + 130 (A43/B11/C18/D52) 34 £ 12° 75 LAM + PEG for 35 35
52 weeks
Lau [25] + 271 (A18/B82/C156/D11) 32 4 107 77 LAM + PEG for 39 28
48 weeks
Marcellin [26] - 179 (N.D.) 41 £ 117 82 LAM + PEG for 60 44
48 weeks
Waursthorn [29] + 26 (A8/B0O/C1/D14) 34 (19-55)° 77 ADV + PEG for N.D. N.D.
48 weeks
Takkenberg [30] + 40 (A20/B2/C2/D9) 40 + 10% 88 ADV + PEG for N.D. 50
48 weeks

HBeAg hepatitis B e antigen, LAM lamivudine, ADV adefovir dipivoxil, /FN interferon, PEG pegylated interferon, N.D. not described

# Mean (& standard deviation, SD)
® Median (range)

trials, which included many patients with various HBV
genotypes, appear to be reliable. All studies found that the
combination therapy had greater on-treatment viral sup-
pression and higher rates of sustained post-treatment
response than therapy with lamivudine alone, but no dif-
ference was observed in the sustained post-treatment
virologic response compared to that with pegylated IFN-o
alone. Janssen et al. [24], for example, found that more
patients in the patient group receiving the 52-week pegy-
lated TFN-a + lamivudine combination than in the group
receiving the 52-week pegylated IFN-o monotherapy
showed a response, as assessed by serum HBeAg loss at the
end of treatment (44 vs. 29 %; P = 0.01). However, this
difference was not sustained; 35 % of the combination-
therapy group and 36 % of the monotherapy group showed
a sustained HBeAg loss at the end of follow-up (P = 0.91).
The trial also showed that pegylated IFN-a therapy
improves liver histology, particularly in responders to
therapy, but that the addition of lamivudine to therapy with
pegylated IFN-a did not further improve histological out-
come [27] and that genotypes C and D are associated with a
lower rate of response to IFN than genotypes A and B.
To date, few studies have examined the combination of
IFN and other NAs that are more potent than lamivudine.
The telbivudine + IFN combination is prohibited because
of the high risk of severe polyneuropathy [28]. Interest-
ingly, Wursthorn et al. [29] from Germany found that
48-week combination therapy with adefovir dipivoxil and
pegylated IFN-o. led to marked decreases in cccDNA in the
liver, which has been correlated with reduced HBsAg in

serum. However, the rate of the post-treatment sustained
response was not reported in this study. Another group
from the Netherlands [30] showed that intrahepatic
cccDNA levels at the end of 48-week treatment with ade-
fovir dipivoxil and pegylated IFN-o were predictive of a
sustained response defined as HBV DNA <2,000 IU/mL
and normal ALT. The efficacy of combining IFN and other
NAs, such as entecavir or tenofovir, remains to be
elucidated.

Sequential combination starting with IFN followed
by NA

Table 2 shows a summary of previous reports concerning
sequential combination therapy starting with IFN followed
by NAs for chronic hepatitis B. Hasan et al. reported that
the rate of sustained HBeAg seroconversion was only
6.2 % in patients in Kuwait receiving IFN-o alone for
4 weeks, followed by the IFN-o + lamivudine combination
for 12 weeks, and lastly by lamivudine alone for 36 weeks;
this rate was similar to that observed in patients receiving
lamivudine alone for 48 weeks [31].

In contrast, a randomized trial by Chan et al. in China
[32] showed that the rate of sustained virologic response,
defined as HBeAg seroconversion and a HBV DNA level of
<500,000 copies/ml,, was 36 % in patients receiving
pegylated IFN-o alone for 8 weeks, followed by the
pegylated IFN-o. + lamivudine combination for 24 weeks,
and lastly by lamivudine alone for 28 weeks; this rate was
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Table 2 Sequential combination therapy starting with IFN followed by nucleos(t)ide analogues

Reference HBeAg n (genotype) Age Male Regimens Biochemical  Virologic
(first author) (years) (%) response (%) response (%)
Hasan [31] + 32 (N.D) 32 (17-63)° 88 IFN for 4 weeks, IFN + LAM for 9.3 6.2

12 weeks, and then LAM for 36 weeks
Chan [32] + 50 (AO/B18/C35/D0) 32 (19-57)° 62 PEG for 8 weeks, PEG + LAM for 50 36

24 weeks, and then LAM for 28 weeks

? Mean (range)
® Median (range)

significantly higher than that observed in patients receiving
lamivudine alone for 52 weeks (14 %; P = 0.011). At the
end of the treatment period, 21 % of patients in the
sequential combination treatment group developed a lam-
ivudine-resistant mutant, compared to 40 % of patients in
the lamivudine monotherapy group. Follow-up of this
study demonstrated that sequential combination with
pegylated IFN-a followed by lamivudine maintained a
higher long-term virologic response than lamivudine
monotherapy for up to 3 years [33]. However, this study
did not include a study arm of pegylated IFN-a alone.

Sequential combination starting with NA followed
by IFN

Table 3 shows a summary of previous studies which
examined sequential combination therapy starting with
NAs followed by IFN for chronic hepatitis B. In a pilot
study [34] by Serfaty et al. in France, sustained responses,
defined as serum HBV DNA clearance based on the results
of a branched DNA assay and ALT normalization, were
achieved in 57 % of patients who received lamivudine
alone for 20 weeks followed by the lamivudine + IFN-o
combination for 4 weeks, and lastly by IFN-a alone for
24 weeks.

Some groups have studied similar protocols for
sequential therapy, but the results have been conflicting.
Consistent with the results reported by Serfaty et al. [34],
Sarin et al. [35] in India reported that the addition of
4-week lamivudine before starting 24-week pegylated IFN-
o therapy resulted in a significantly higher rate of sustained
HBeAg clearance (39 %) than that with 24-week pegylated
IFN-o monotherapy (14 %; P = 0.05). In contrast, Mane-
sis et al. [36] found that in HBeAg-negative patients in
Greece, where genotype D is predominant, the rate of
sustained response to sequential therapy, defined as HBV
DNA of <30,000 copies/mL and normal ALT, was only
22 %, which did not differ from that obtained in age/sex-
matched historical controls treated with IFN-o alone for
12 months (14 %; P = 0.36). In another report in Greece
[37], sequential therapy did not raise the rate of sustained
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virologic response, defined as HBV DNA levels of <400
copies/mL, in HBeAg-negative patients compared to lam-
ivudine monotherapy for a median duration of 25 months
(33 vs. 17 %; P = 0.40), although no patients in the
sequential therapy group showed emerging resistance to
lamivudine. A group in China, where genotype B or C is
predominant, reported very similar results [38].

In Japan and other East Asian countries, genotype C is
the most prevalent HBV type [39, 40], and most patients
with chronic hepatitis B acquire the virus perinatally [13].
Thus, response rates to IFN-based therapy in these coun-
tries are Jower than those reported in Europe and the USA.
In our previous study [41] using sequential therapy with
lamivudine alone for 16-32 weeks, followed by the lami-
vudine + IFN combination for 4 weeks and lastly by IFN
alone for 20 weeks, the rate of sustained loss of HBeAg
was only 29 %. The rate of HBeAg loss during lamivudine
treatment was higher among sustained responders than that
among non-responders. In a multicenter trial, Minami et al.
[42] found that patients who lost HBeAg during lamivudine
treatment were more likely to show a sustained response to
sequential therapy. Okuse et al. [43] reported that
sequential therapy was effective for patients with acute
exacerbations of chronic hepatitis B, particularly those in
whom HBeAg had become negative during lamivudine
treatment.

To date, a small study by Moucari et al. [44] from
France has been the only one to evaluate the efficacy of
sequential therapy with adefovir dipivoxil followed by
IFN-o.. Sustained virologic response, defined as serum
HBYV DNA of <10,000 copies/mL, was achieved in 50 %
of patients, but only 20 HBeAg-negative patients were
included in this study.

‘We recently reported the outcomes of sequential therapy
with entecavir followed by IFN-o [45]. Among the 24
patients receiving entecavir alone for 36-52 weeks, fol-
lowed by the entecavir + IFN-o combination for 4 weeks,
and lastly by IFN-o alone for 20 weeks, the rate of sus-
tained response, defined by HBeAg loss, HBV DNA of
<10,000 copies/mL, and normal ALT, was 21 %; this was
not higher than the rate found in our previous study using
lamivudine [41]. In the study carried out in China, Chen
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Table 3 Sequential combination therapy starting with a nucleos(t)ide analogue followed by IEN
Reference  HBeAg n (genotype) Age Male Regimens Biochemical Virologic
(first (years) (%) response (%) response
author) (%)
Serfaty + 14 (A6/BO/ 40 (30-57)* 100 LAM for 20 weeks, followed by LAM + IFN for 57 57

[34] C1/D4) 4 weeks, and then IFN for 24 weeks
Sarin [35] + 36 (N.D.) 33+ 11° 93 LAM for 4 weeks, followed by PEG for 24 weeks 36 39
Manesis - 36 (N.D.) 55 (46-66)* 69 LAM for 6 months, followed by LAM + IFN for6 39 22

[36] months, and then IFN for 6 months
Vassiliadis — 18 (N.D.) 42 (19-63)* 83 LAM for 3 months, followed by LAM + PEG for 72 33

[37] 3 months, and then by PEG for 9 months
Shi [38] - 64 (N.D.) 35 (21-56)" 60 LAM for 20 weeks, followed by LAM + IFN for 53 14

4 weeks, and then IFN for 24 weeks

Enomoto + 24 (C) 37 + 11° 88 LAM for 16-32 weeks, followed by LAM + IFN 46 29

[41] for 4 weeks, and then IFN for 20 weeks
Minami + 37 (N.D.) N.D. N.D. LAM for 20 weeks, followed by LAM + IFN for 46 35

[42] 4 weeks, and then IFN for 20 weeks
Okuse [43] =+ 12 (C) 324+ 8° 83 LAM for 20 weeks, followed by LAM + IFN for N.D. 58

4 weeks, and then IFN for 20 weeks

Moucari - 20 (A5/B3/ 44 (41-52)* 85  ADV for 20 weeks, followed by ADV + PEG for 50 50

[44] C1/D9) 4 weeks, and then PEG for 44 weeks
Enomoto + 24 (A1/BO/ 39+ 7° 96  ETV for 36-52 weeks, followed by ETV + IFN 29 21

[45] C23/D0) for 4 weeks, and then IFN for 20 weeks
Chen [46] =+ 32 (AO/B23/ 35+ 5° 72 ETV for 12-26 days, followed by ETV + PEG for 61 74

C9/D0)

2 weeks, and then PEG for 22-46 weeks

? Median (range)
> Mean (+ SD)
ETV Entecavir

et al. [46] included only patients with acute exacerbation
(ALT >10-fold the upper limit of normal) who were trea-
ted with entecavir alone for 12-26 days before the ALT
had declined to five- to ten-fold the upper limit of normal,
followed by the entecavir + pegylated IFN-o combination
for 2 weeks, and then by pegylated IFN-a alone for
22-46 weeks. Sustained virologic response, defined as
HBV DNA of <10,000 copies/mL, was obtained in 69 %
of HBeAg-positive and in 80 % of HBeAg-negative
patients with acute exacerbation of chronic hepatitis B.
One objective of sequential therapy starting with NA is to
lower the viral load before IFN therapy is initiated, thereby
restoring treatment sensitivity as low HBV DNA levels are
associated with a favorable response to IFN. Another objec-
tive of sequential therapy is to prevent the relapse of hepatitis
following the discontinuation of NA therapy through the use
of IFN. The high risk of viral relapse after treatment may be
attributed to the persistence of cccDNA in the liver, which is
correlated with HBV antigen levels in the serum. Using
HBsAg and hepatitis B core-related antigen (HBcrAg) levels,
Matsumoto et al. [47] proposed a model for predicting relapse
after the discontinuation of NA therapy. In our study of
sequential therapy using entecavir [45], few patients showed a
decrease in HBsAg or HBcrAg to the level meeting the criteria

of safe discontinuation of NA. Taken together with the fact
that at least 21 % of our patients achieved a sustained
response, we suggest that the switch to IFN-o contributes to
the safe termination of NA therapy in some patients [48].

Combination with NA and IFN in the guidelines

Combination therapy with NA and IFN is not recom-
mended in the guidelines proposed by the Asian—Pacific
Association for the Study of the Liver (updated in 2008)
[13] and the American Association for the Study of Liver
Diseases (updated in 2009) [14] because there has been no
large clinical trial to confirm the benefits of combination
therapy over monotherapy in inducing a higher rate of
sustained response. The most recently updated guidelines
proposed by the European Association for the Study of the
Liver (updated in July 2012) [15] also does not recommend
combination therapy of IFN with lamivudine or telbivu-
dine. However, the limited information currently available
on the efficacy and safety of combining IFN with other
NAs has raised an unresolved issue of assessing the safety
and efficacy of combining IFN with a more potent NA,
such as entecavir or tenofovir.
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Guidelines proposed by the Japanese Study Group of the
Standardization of Treatment of Viral Hepatitis [49] basi-
cally recommend IFN as the first-line treatment for chronic
hepatitis B patients aged <35 years to attain a “drug-free
state” and entecavir for patients aged >35 years to per-
sistently suppress HBV DNA (as tenofovir disoproxil
fumarate has not been licensed in Japan to date). In patients
aged <35 years and harboring HBV DNA in titers of >7
log copies/mL, sequential treatment with entecavir fol-
lowed by IFN is recommended as the first-line therapy if
HBeAg is negative and as the second-line therapy (next to
IFN monotherapy) if HBeAg is positive. In patients aged
>35 years and harboring HBV DNA of >7 log copies/mL,
sequential treatment is recommended as the second-line
therapy (next to entecavir) if the HBeAg is positive.

Conclusions

It remains unclear whether combination therapy is superior
to monotherapy for treating chronic hepatitis B. Conse-
quently, controlled trials comparing combination and
monotherapy are necessary. In previous studies comparing
the lamivudine + IFN combination and lamivudine mono-
therapy in a finite course, combination therapy was associ-
ated with higher rates of sustained post-treatment response
and lower rates of drug resistance than lamivudine mono-
therapy. However, NAs are generally administered indefi-
nitely due to high rates of post-treatment relapse.
Additionally, even when NAs are administered alone, con-
cern for drug resistance has significantly decreased (<1.2 %
in 3-5 years [50, 51]) with the development of newer high-
potency NAs, such as entecavir and tenofovir. In previous
studies comparing the lamivudine + IFN combination and
IFN monotherapy, combination therapy showed greater on-
treatment viral suppression, but no difference in the post-
treatment sustained response was observed when compared
to therapy with IFN alone. The efficacy of combining IFN
with a more potent NA remains to be evaluated. Further
studies are needed to determine whether switching to IFN
contributes to the safe discontinuation of therapy, particu-
larly in patients with decreased HBsAg and/or HBcrAg
levels during long-term NA treatment [52].
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Abstract

Background We conducted a multicenter randomized
clinical trial to determine the optimal treatment strategy
against chronic hepatitis C virus (HCV) with genotype 1b
and a high viral load (G1b/high).

Methods The study subjects included 153 patients with
G1b/high. Patients were initially treated with PEG-IFNa-
2a alone and then randomly assigned to receive different
treatment regimens. Ribavirin (RBV) was administered to
all patients with HCV RNA at week 4. Patients negative for
HCV RNA at week 4 were randomly assigned to receive
PEG-IFNa-2a (group A) or PEG-IFNa-2a/RBV (group B).
Patients who showed HCV RNA at week 4 but were neg-
ative at week 12 were randomly assigned to receive weekly
PEG-IFNo-2a (group C) or biweekly therapy (group D).
Patients who showed HCV RNA at week 12 but were
negative at week 24 were randomly assigned to receive
PEG-IFNo-2a/RBV  (group E) or PEG-IFNo-2a/RBV/
fluvastatin (group F).
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Results  Overall, the rate of sustained virological response
(SVR) was 46 % (70/153). The total SVR rate in the group
(A, D, and F) of response-guided therapy was significantly
higher than that in the group (B, C, and E) of conventional
therapy [70 % (38/54) versus 52 % (32/61), p = 0.049].
Although IL28-B polymorphism and Core 70 mutation
were significantly associated with efficacy, patients with
rapid virological response (RVR) and complete early
virological response (cEVR) achieved high SVR rates
regardless of their status of IL-28B polymorphism and
Core 70 mutation.

Conclusion In addition to knowing the IL-28B poly-
morphism and Core 70 mutation status, understanding the
likelihood of virological response during treatment is crit-
ical in determining the appropriate treatment strategy.
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Introduction

The introduction of combined treatment with peginterferon
(PEG-IFN) and ribavirin (RBV) has dramatically increased
the rate of sustained virological response (SVR) in patients
with genotype 1 high virus titer chronic hepatitis C (HCV
RNA titer > 5 Log IU/mL), a disease generally considered
intractable, to approximately 50 % [1-4]. Currently, a
protease inhibitor, telaprevir, can be used for the treatment
of chronic hepatitis C, further increasing the SVR rate to
approximately 70 % after initial treatment; however,
adverse events such as severe anemia, dermatopathy, and
renal dysfunction due to increased creatinine level have
been reported [5, 6].

RBYV is also associated with adverse events, such as
anemia, dermatopathy and taste disturbance, and these
events can be accentuated in elderly patients or patients
with renal dysfunction or anemia. In Japan, there are many
elderly patients with chronic hepatitis C and they often
cannot tolerate a treatment combination involving RBV
[7]. For such patients, PEG-IFN monotherapy could be a
treatment option. It has been reported that patients with
genotype 1 high virus titer chronic hepatitis C are more
likely to achieve SVR if their HCV RNA becomes negative
within 4 weeks after initiation of PEG-IFN monotherapy
(Rapid Virological Response: RVR) [8].

Patients receiving the PEG-IFNo-2a/RBV combination
therapy can also achieve an excellent SVR rate if their
HCV RNA becomes negative within 12 weeks after ini-
tiation of treatment, whereas the rate is known to
decrease with a delay in the timing of HCV RNA-neg-
ative conversion [3]. Based on these findings, we propose
the use of “response-guided therapy”, in which a treat-
ment regimen is modified according to viral kinetics. For
the treatment of genotype 1 chronic hepatitis C, proposed
treatment strategies include shortening of treatment per-
iod in patients with RVR and extension of treatment
period in patients with a delayed response to the initial
treatment as judged at week 12 [9-17]. For the treatment
of genotype 1 high virus titer chronic hepatitis C,
shortening of the treatment period may not be recom-
mended even if RVR is achieved because of a possible
reduction in the SVR rate, whereas extension of the
treatment period to 72 weeks has been reported to
increase the SVR rate in patients showing a delayed
response to the initial treatment [12, 14-18]. In addition,
combined use of HMG-CoA reductase inhibitors and IFN
has been shown to enhance the antiviral effects in a
synergistic manner [19]. Addition of fluvastatin (FLV), an
HMG-CoA reductase inhibitor reported to exhibit the
highest antiproliferative activity against hepatitis C virus,
to PEG-IFNa-2a/RBV combination therapy has improved
the SVR rate [20-22].

fZ_) Springer

Factors affecting the efficacy of PEG-IFN/RBV com-
bination therapy can be divided into viral and host factors.
The viral factors include virus titer, genotype, amino acid
substitution at position 70 of the core protein (Core 70) and
mutations in the interferon sensitivity-determining region
(ISDR) in the HCV NS5A region [23-27]. The host factors
include age, sex, the degree of liver fibrosis, and a single
nucleotide polymorphism (SNP) close to the IL-28B gene
[28-33].

We therefore conducted a randomized trial to explore
the optimal treatment strategy for patients with genotype 1
high virus titer chronic hepatitis C by comparing several
treatment regimens modified according to the concept of
“response-guided therapy” in consideration of tolerability
(PEG-IFNo-2a monotherapy, PEG-IFNa-2a weekly or
biweekly/RBV combination, and PEG-IFNa-2a/RBV/FLV
combination therapy). We also evaluated the relations of
IL-28B polymorphism and Core 70 mutation to the rate of
HCV-RNA-negative conversion and SVR.

Patients and methods
Patients

The study subjects included 153 patients with genotype 1b
high virus titer chronic hepatitis C (HCV RNA > 5 Log
IU/mL) who visited 17 institutions from April 2007 to
December 2010 and met the following inclusion criteria:
laboratory data before study treatment of white blood
cell count > 3,000/mm>, neutrophil count > 1,500/mm>,
platelet count > 90,000/mm3, and hemoglobin > 12 g/dL.
Before the study treatments were carried out, all patients
gave written informed consent after receiving a sufficient
explanation of the therapy. All patients had genotype 1b
chronic hepatitis C with a mean HCV RNA titer of 6.4 Log
TU/mL. There were 63 male and 90 female patients with a
mean age of 56.5 years. Sixty patients had received prior
treatment with IFN, though it was ineffective in 30 of these
patients (Table 1).

Treatment protocol

The study design is shown in Fig. 1. After a lead-in therapy
with PEG-IFNa-2a 180 pg/week alone (for 4 weeks), RBV
was added to the treatment for patients without HCV
RNA-negative conversion (according to their weight;
< 60 kg, 600 mg/day; 60-80 kg, 800 mg/day; and >80 kg,
1,000 mg/day). Patients with negative HCV RNA (Tag-
Man < 1.2 Log IU/mL) at week 4 (rapid virological
response, RVR) were randomly assigned to receive
PEG-IFNo-2a alone (group A) or PEG-IFNo-2a/RBV
combination (group B). Patients with negative HCV RNA
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Table 1 Baseline characteristics of patients (n = 153)

Age (years) 56.5 £ 11.1
Gender (male/female) 63/90

HCV RNA (Log IU/mL) 64+ 0.7
BMI (kg/mz) 22.8 &+ 33
ALT (IU/L) 60.5 £ 41.3
AST (IU/L) 51.7 £ 31.5

93/60 (non-responder for 30)
72/32 (unknown for 49)
49/56 (unknown for 48)
54/38 (unknown for 61)
43/26 (unknown for 84)

Previous IEN (no/yes)

Fibrosis (FO-2/F3-4)

Activity (A0-1/A2-3)

Core 70 (wild/mutant)

JL-28B, rs8099917 (TT/non-TT)

Values are mean =+ standard deviation (SD)

BMI body mass index, ALT alanine aminotransferase, AST aspartate
aminotransferase

Patients with RVR

group A | PEG-IFNo.2a monotherapy J

randomized

Patients with cEVR

group C -
group D -

Patients with LVR
group E :

PEG-IFNo2a biweekly/RBV |

PEG-IFN 0.2a/RBV/FLV.

week 0 week4  week12 Week 24 week 48

Fig. 1 Study design. After a lead-in therapy with PEG-IFNo-2a for
4 weeks, patients with negative HCV RNA at week 4 (RVR) were
randomly assigned to receive PEG-IFNa-2a alone (group A) or PEG-
IFNo-2a/RBV combination (group B). Patients with negative HCV
RNA at week 12 (cEVR) were randomly assigned to receive weekly
PEG-IFNa-2a/RBV combination (group C) or biweekly PEG-IFNa-
2a/RBV combination (group D). Patients with negative HCV RNA at
week 24 (LVR) were randomly assigned to receive PEG-IFNo-2a/
RBYV combination (group E) or PEG-IFNa-2a/RBV/fluvastatin (FLV)
combination (group F)

at week 12 (complete early virological response, cEVR)
were randomly assigned to receive weekly PEG-IFNa-2a/
RBV combination (group C) or biweekly PEG-IFNa-2a/
RBYV combination (group D). Patients with negative HCV
RNA at week 24 (late virological response, LVR) were
randomly assigned to receive PEG-IFNo-2a/RBV combi-
nation (group E) or PEG-IFNo-2a/RBV/fluvastatin (FLV)
combination (group F). For assignment, we used Microsoft
Access to generate random numbers.

Cases with RVR: evaluation of necessity of RBV
(PEG-IFNo-2a monotherapy versus PEG-IFNa-2a/RBV
combination therapy)

Patients with negative HCV RNA at week 4 after the
introduction of lead-in therapy with PEG-IFNa-2a alone
(RVR) were randomly assigned to receive PEG-IFNa-2a
alone (group A) or PEG-IFNa-2a/RBV combination (group
B) to compare the efficacy and safety between the treat-
ment groups and to evaluate the significance of addition of
RBYV in RVR cases.

Cases with cEVR: evaluation of dosage interval
of PEG-IFNu-2a (weekly versus biweekly PEG-IFNu-2a
in combination of RBV)

Patients positive for HCV RNA at week 4 but negative at
week 12 (cEVR) were randomly assigned to receive
weekly PEG-IFNa-2a/RBV  combination (group C) or
biweekly PEG-IFNa-2a/RBV combination (group D) after
week 24, to compare the efficacy and safety between the
treatment groups and to evaluate the dosage interval of
PEG-IFNa-2a.

Cases with LVR: evaluation of clinical significance

of addition of fluvastatin (PEG-IFNo.-2a/RBV combination
therapy versus PEG-IFNo-2a/RBV/FLV combination
therapy)

Patients with positive HCV RNA at week 4 and 12 but
negative HCV RNA at week 24 (LVR) were randomly
assigned to a treatment group of PEG-IFNa-2a/RBV
(group E) or PEG-IFNa-2a/RBV/FLV (group F) to com-
pare the efficacy and safety between the treatment groups
and to evaluate the significance of adding FLV. The dosage
of FLV was set to 20 mg/day.

The primary efficacy endpoint was SVR. We also
investigated correlations of IL-28B polymorphism
(rs8099917) and Core 70 mutation with the rate of HCV
RNA-negative conversion and SVR. The IL-28B poly-
morphism and Core 70 mutation were measured only in
patients who wished to have this done. The genetic testing
(IL-28B) was performed only in patients who gave written
informed consent after obtaining the approval from the
ethical committee. This study was a multicenter trial, and
the numbers of patients with available HCV-RNA data
were different for the week-4, -12, and -24 responses,
because not all of the participating institutions completed
all of these time points. Therefore, the numbers of patients
with regard to IL28B and Core 70 mutation did not com-
pletely match at each time point.

If a decrease in the neutrophil count, platelet count, or
Hb level reached a critical level or other adverse events
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occurred, dose reduction or discontinuation of PEG-IFNo-
2a or RBV was performed.

Statistical analysis

All statistical analyses were done using JMP version 9
(SAS). We used the ¢ test, Chi-square test, and Fisher’s
exact test for univariate analysis. To identify factors
affecting the SVR rate, we used the logistic regression test.
A p value of less than 0.05 was considered statistically
significant.

Results
Flowchart of the study

A flowchart of the study is shown in Fig. 2. PEG-IFNa-2a
monotherapy was initiated in 153 patients, out of which 15
patients necessitated treatment discontinuation due to the
patient’s hope of recovery or adverse events. The timing of
treatment discontinuation was within 4 weeks in three
patients, between 5 and 12 weeks in nine patients, and
between 13 and 24 weeks in three patients. RVR, cEVR,
and LVR were achieved in 18, 70, and 27 patients,
respectively, and these 115 patients were randomly
assigned to treatment groups according to the response-

I 153 patients enrolled and treated with PEG-IFNo2a monotherapy |

guided therapy. However, 23 patients remained positive for
HCV RNA (non-virological response, NVR) at week 24
and were finally judged as non-SVR.

Of 18 patients with RVR, 10 were assigned to group A
(PEG-IFNo-2a monotherapy) and eight to group B (PEG-
IFNo-2a/RBV combination); of 70 patients with cEVR, 39
were assigned to group C (weekly PEG-IFNo-2/RBV
combination) and 31 to group D (biweekly PEG-IFNa-2/
RBV combination); and of 27 patients with LVR, 14 were
assigned to group E (PEG-IFNa-2a/RBV combination) and
13 to group F (PEG-IFNa-2a/RBV/FLV combination).

PEG-IFNv-2a monotherapy versus PEG-IFNu-2a/RBV
combination therapy in cases with RVR (group
A versus group B)

The SVR rate in 18 patients with negative HCV RNA at
week 4 after initiation of PEG-IFNa-2a monotherapy
(RVR) was 100 % (10/10) in group A (PEG-IFNu-2a
monotherapy) and 87.5 % (7/8) in group B (PEG-IFNa-2a/
RBV combination), showing no significant difference
between the two groups (p = 0.444). The rate of treatment
discontinuation was 0 % (0/10) in group A. However,
treatment discontinuation was required in one patient
(12.5 %) in group B due to hemolytic anemia caused by
RBYV, resulting in non-SVR. Although the rate of RVR by
PEG-IFNa-2a monotherapy was only 12 % (18/153), once

(week 4)

3 patients discontinued treatment for AE

18 patients with RVR

(week 12)

132 patients without RVR

PEG-IFNo2a/RBV

70 patients with cEVR

I~ 3 patients discontinued treatment for AE ;—-—

{week 24)

]
)

)

1

i

i

|

:

I:‘:l |
53 patients without cEVR ;

|

1

H

H

H

1 patient 6 patients 1 patient
discontinue discontinue discontinue
d treatment d treatment d treatment
for AE for AE for AE
L 115 patients completed follow-up period | . 38 patients were non-SVR

Fig. 2 Flowchart of the study. PEG-IFNo-2a monotherapy was
initiated in 153 patients, of whom 15 patients necessitated treatment
discontinuation. A total of 115 patients with RVR, cEVR, or LVR were
randomly assigned to treatment groups, while 23 patients remained
positive for HCV RNA (non-virological response, NVR) at week 24 and
were finally judged as non-SVR. Of 18 patients with RVR, 10 were
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nation) and 13 to group F (PEG-IFNu-2a/RBV/FLV combination)
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Fig. 3 The SVR and treatment
discontinuation rate in the group

SVR rate (%) Treatment discontinuation rate (%)

(A + D + F) of treatment p=0.049 i} p=0.043
regimens modified according to 100 - 100 - m
response-guided therapy and in
the group (B + C + E) of 80 70% 80
PEG-IFNo-2a/RBV i N 60
combination therapy 60 52%

40 40 -

20 20 7 1% 2%

o 32/61 o 7/61 1/54
group group group group
B+C+E  A+D+F B+C+E A+D+F

[J:PEG-IFNo-2a/RBV combination therapy ( group B, C, E)

Bl ‘Response-guided therapy ( group A, D, F)

RVR is achieved, PEG-IFNo-2a monotherapy without
addition of RBV can induce SVR at a high rate with a high
tolerability.

Weekly PEG-IFNo-2/RBV combination versus biweekly
PEG-IFNwo-2/RBV combination therapy in patients
with cEVR (group C versus group D)

The SVR rate in 70 patients with cEVR was 54 % (21/39) in
group C (weekly PEG-IFNo-2/RBV combination) and 65 %
(20/31) in group D (biweekly PEG-IFNa-2/RBV combina-
tion). Adverse events leading to treatment discontinuation
occurred in six patients (15 %) in group C (a decrease in Hb
level, chest pain, fatigue, dizziness, a sense of feeling bad,
and a suspicion of HCC) but in only one patient (3 %) in
group D (depression), suggesting that the rate of treatment
discontinuation tended to be higher in group C than in group
D (p = 0.123). The difference in the SVR rates between
groups C and D may reflect the difference in the rate of
treatment discontinuation between the groups.

PEG-IFNwa-2a/RBV combination versus PEG-IFNa-2a/
RBV/FLV combination therapy in patients with LVR
(group E versus group F)

The SVR rate in 27 patients with LVR was 29 % (4/14) in
group E (PEG-IFNa-2a/RBV combination therapy) and
62 % (7/13) in group F (PEG-IFNa-2a/RBV/FLV combi-
nation therapy), suggesting that the rate tended to be higher
in group F than in group E (p = 0.085). Thus, addition of
an HMG-CoA inhibitor, FLV, increased the SVR rate even
in patients with LVR showing delayed negative conversion
of HCV RNA. There were no adverse events leading to
treatment discontinuation in both groups, and FLV did not
augment the adverse events in group F.

Group with PEG-IFNo-2a/RBV combination therapy
versus group with response-guided therapy (groups
B + C + E versus groups A + D + F)

We then divided all of these groups into two groups
according to treatment regimens, a group (A + D + F) in
which treatment regimen was modified according to
response-guided therapy and a group (B + C + E) of
PEG-IFNo-2a/RBV combination therapy. The SVR rate
in the response-guided therapy group was significantly
higher than in the PEG-IFNo-2a/RBV combination
therapy group [70 % (38/54) versus 52 % (32/61),
p = 0.049].

The rate of treatment discontinuation due to adverse
events was significantly lower in the response-guided
therapy group than in the PEG-IFNw«-2a/RBV combination
therapy group [11 % (7/61) versus 2 % (1/54), p = 0.043]
(Fig. 3).

Factors influencing negative conversion of HCV RNA
at week 4, 12, and 24

Factors influencing negative conversion of HCV RNA at
week 4 were analyzed in 18 patients with negative HCV
RNA and 132 patients with positive HCV RNA. Factors
identified as significantly different between the negative
and positive groups were age and HCV RNA titer before
study treatment, but IL-28B polymorphism and Core 70
mutation were not associated with negative conversion at
this time point. Comparison between 88 negative and 53
positive HCV RNA patients at week 12 and that between
115 negative and 23 positive HCV RNA patients at week
24 identified IL-28B polymorphism and Core 70 mutation
as factors, showing differences with a statistical signifi-
cance (Table 2).
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