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Case Report

Recurrent Hepatitis B Following Recurrence of Hepatocellular
Carcinoma after Living Donor Liver Transplantation
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Abstract

Hepatitis B virus (HBV) recurrence after liver transplantation for HBV-associated liver diseases
results in decreased patient and graft survival. Herein we have reported two cases of HBV recurrence
following relapse of hepatocellular carcinoma (HCC) after living donor liver transplantation (LDLT).
Both cases had LDLT for end-stage liver disease secondary to HBV infection with nodules of HCC
exceeding the Milan criteria. HBV prophylaxis using hepatitis B immunoglobulin with nucleos (t) ide
analogues were given and HBV DNA levels were consistently undetectable after LDLT. HCC
recurred at 5 months and 13 months posttransplant respectively, and chemotherapy and radiation
therapy were performed. HBV recurrence occurred during the treatment of HCC. HBV DNA levels
increased despite the treatment with anti-HBV agents after HBV recurrence. In hepatitis B surface
antigen positive recipients, HBV prophylaxis should be intensified during the treatment of recurrent
HCC.

Key words : Recurrence * Hepatitis B - Hepatocellular carcinoma - Living donor liver transplantation

Introduction

End-stage liver disease secondary to hepatitis
B virus (HBV) is one of the major indications for
liver transplantation (LT)Y™®. Before the use of
appropriate prophylactic treatment, posttrans-
plant HBV recurrence was a main problem with a
cumulative HBV recurrence rate of about 80%".
Prophylactic use of hepatitis B immunoglobulin
(HBIG) in combination with nucleoside analogue

lamivudine (LAM) has markedly decreased the
risk of posttransplant HBV recurrence rate,
however, approximately 10% of transplanted
patients develop recurrent HBV infection? ™,
Chronic HBV infection remains the major cause
of hepatocellular carcinoma (HCC) in the world”.
Although LT is an effective treatment for HCC
that provides excellent oncological results as well
as a cure for cirrhosis, risk estimation of

posttransplant HCC recurrence is an essential

Abbreviations

HBV ; hepatitis B virus, HCC ; hepatocellular carcinoma, LDLT ; living donor liver transplantation, LT ; liver transplantation, HBIG ; hepatitis B
immunoglobulin, LAM ; lamivudine, ADV ; adefovir dipivoxil, anti-HBs ; antibody to hepatitis B surface antigen, HBsAg ; hepatitis B surface antigen,
PCR ; polymerase chain reaction, HBeAg ; hepatitis B e antigen, CT ; computed tomography, AFP : alpha-fetoprotein, HBcAb ; hepatitis B core
antibody, 5-FU ; 5-fluorouracil, Gy ; gray, ETV ; entecavir, DCP ; des-gamma-carboxy prothrombin, lipiodol ; iodized oil, ALT : alanine
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element in selecting patients. The size of the
tumor, the number of tumors, and the presence of
major vessel invasion have been incorporated into
the Milan criteria, which predicts a good prog-
nosis for transplant patients with HCC®.

Previous studies have shown that pretransplant
HBYV viral load and HBIG monoprophylaxis might
be significant predictors of posttransplant HBV
recurrence”?. Recent data suggests that post-
transplant HCC recurrence is also associated with
HBV recurrence'’. Herein, we report on two
patients who presented with HBV recurrence
following relapse of HCC after living donor liver
transplantation (LDLT).

Case reports

Both patients had LDLT for end-stage liver
disease secondary to HBV infection with multiple
HCCs exceeding the Milan criteria. LAM and
adefovir dipivoxil (ADV) were administered
preoperatively and HBIG was added to them for
HBYV prophylaxis after the LDLT. The patients
received HBIG, with an initial dose of 10,000 U
during the anhepatic phase during the LDLT,
followed by 5,000 U/day for 1 week after the
LDLT. Thereafter, 5000 U/day of HBIG was
administered every 1 to 3 months and the
antibody to hepatitis B surface antigen (anti-HBs)
titers had been kept consistently above 200 IU/L.

Case 1

The patient was a 46-year-old man. Before
LDLT, he had positive serum hepatitis B surface
antigen (HBsAg), HBV DNA (measured by
amplification using polymerase chain reaction
(PCR)) (lower level of detection 2.6 log copy/mL)
and hepatitis B e antigen (HBeAg). His HBV DNA
titer was 3.9 log copy/mL. Abdominal computed
tomography (CT) revealed nodules in segment 11,
V and VIII suspicious for HCC, with the maximal
diameter of the tumors being 6.0 cm in segment V.
At that time, his serum alpha-fetoprotein (AFP)
level was 889 ng/mL (normal level < 6.2 ng/mL).
LDLT was performed using the right lobe graft

donated by his wife with positive hepatitis B core
antibody (HBcAb). His immunosuppression con-
sisted of tacrolimus, mycophenolate mofetil and
corticosteroids. The posttransplant course was
uneventful. The histology of the explanted liver
showed a nodule of combined HCC and cholan-
giocellular carcinoma (6.6 x 4.3 cm) in the segment
V with portal venous invasion with the presence
of multiple nodules of HCC. His HBV DNA level
became undetectable immediately after the
LDLT, and AFP level decreased to 7.4 ng/mL 2
months after the LDLT. Thereafter, HBsAg and
HBV DNA had been consistently negative,
however, AFP level increased gradually. At 5
months posttransplant, abdominal CT revealed
multiple metastatic lymph nodes around the
aorta, and therefore, chemotherapy consisted of
intravenous cisplatin, 5-fluorouracil (5-FU) and
gemcitabine was introduced. A repeat abdominal
CT was performed at 7 months posttransplant
and the lymph nodes had grown. Therefore,
chemoradiotherapy with oral S-1 (80 mg given
daily, for 28 days) was initiated. Radiation therapy
was administered once daily, five fractions a week
at 2 gray (Gy) per fraction, with a total of 46 Gy
administered over 5 weeks. At 8 months post-
transplant, he demonstrated positive HBsAg
during the chemoradiotherapy despite continuous
HBV prophylaxis with HBIG, LAM and ADV.
Immediately before HBV recurrence his anti-HBs
titer was 509 IU/L and both HBsAg and HBV
DNA were negative. Although combination
therapy with entecavir (ETV) and ADV was
started, his HBV DNA level increased thereafter.
After the chemoradiotherapy, a CT scan showed
the presence of multiple nodules throughout the
whole liver graft and bone metastases. Finally, he
died of recurrent HCC at 12 months posttrans-
plant. The postoperative course of this patient is
summarized in Figure 1A.

Case 2
The patient was a b8-year old woman. Before
LDLT, she had positive HBsAg and negative HBV
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Fig. 1 Changes in serum anti-HBs titer, HBV DNA, AFP and DCP levels after LDLT. HBV recurred after relapse of HCC.
(A). Case 1. a : intravenous chemotherapy. b : chemoradiotherapy with oral S-1. (B). Case 2. ¢ : resection of lung
metastasis. d : transarterial chemo-lipiodolization and radiation therapy.
DNA and HBeAg Abdominal CT revealed xis with HBIG, LAM and ADV. Immediately

multiple nodules of HCC throughout the whole
liver. At that time, her serum AFP level was 2.4
ng/mL and des-gamma-carboxy prothrombin
(DCP) level was 194 mAU/mL (normal level < 40
mAU/mL). LDLT was performed using the
extended left lobe plus caudate lobe graft donated
by her daughter with positive HBcAb. Her
immunosuppression consisted of cyclosporine,
mycophenolate mofetil and corticosteroids. The
posttransplant course was uneventful. Her HBV
DNA had been consistently negative by PCR, and
DCP level decreased to 14 mAU/mL 2 months
after the LDLT. At 13 months posttransplant,
DCP level increased to 70 mAU/mL, and chest
CT revealed a small (10 mm) nodule in the right
lower lobe suspicious for metastatic disease. At 18
months posttransplant, thoracic surgery per-
formed a video assisted thorascopic wedge
resection of the metastasis in the right lung. At 30
months posttransplant, abdominal CT revealed
two nodules in the liver graft invading to the
inferior vena cava. Therefore, transarterial che-
mo-lipiodolization using a mixture of epirubicin
and iodized oil (lipiodol) and radiation therapy
were performed. Radiation therapy was adminis-
tered once daily, five fractions a week at 2 Gy per
fraction, with a total of 50 Gy administered over 5
weeks. After the therapy, she demonstrated
positive HBsAg and HBV DNA at 36 months
posttransplant despite continuous HBV prophyla-

before HBV recurrence her anti-HBs titer was
223 TU/L and both HBsAg and HBV DNA were
negative. Combination therapy with ETV and
ADV was started, however, her HBV DNA level
increased thereafter. Although repeat CT scans
showed regression of the tumors in the liver graft,
multiple lung metastases were identified. She was
subsequently started on sorafenib but it was
ineffective. Finally, she died of recurrent HCC at
43 months posttransplant. The postoperative
course of this patient is summarized in Figure 1B.

Discussion

In this report, we have shown two cases of
recurrent HBV following recurrence of HCC after
LDLT. Our patients received continuous HBV
prophylaxis with HBIG, LAM and ADV, and their
HBsAg and HBV DNA were consistently nega-
tive before HCC recurrence. Both had multiple
HCCs exceeding the Milan criteria at the time of
LDLT. Case 1 with a high serum AFP concentra-
tion had a large tumor with the presence of
histological portal vein invasion, and Case 2 with a
high serum DCP had multiple tumors throughout
the whole liver. Chemotherapy and radiation
therapy were performed for the treatment of
HCC recurrence without any adjuvant che-
motherapy after the LDLT. In our cases, HBV
DNA levels increased despite combination antivir-
al treatment with ETV and ADV after HBV

— 394 —



recurrent hepatitis B following recurrence of HCC 379

recurrence.

HBYV recurrence after LT for HBV-associated
liver diseases results in decreased patient and
graft survival®. Although combined prophylaxis
with HBIG and LAM has dramatically produced
excellent results, about 10% of HBsAg-positive
recipients experience recurrent HBV
infection” ®. Several studies have shown that
high HBV viral loads at the time of transplanta-
tion are strongly associated with posttransplant
HBYV recurrence”?. Marzano et al suggested that
serum HBV DNA titers should be below 100,000
copies/mL in order to reduce the risk of HBV
recurrence”. In our cases, we presume that their
low HBV viral loads at the LDLT did not affect
the HBV recurrence.

Several mechanisms may contribute to recur-
rent HBV following recurrence of HCC. Anti-
tumor chemotherapy may be important risk
factor for HBV recurrence. Both immunosuppres-
sion due to chemotherapy and immunosuppres-
sive therapy after LDLT can facilitate the
replication of HBV. In previous reports, several
risk factors have been proposed for reactivation of
HBV during or after chemotherapy™®. Although
elevated pre-chemotherapy serum alanine ami-
notransferase (ALT) and HBV DNA load have
been reported to be associated with developing
reactivation'®, our patients had normal ALT and
undetectable HBV DNA levels. Case 1 presented
with recurrent HBV infection after the chemor-
adiotherapy with oral S-1 following chemother-
apy consisted of intravenous cisplatin, 5-FU and
gemcitabine. In Case 2, HBV recurrence occurred
after the transarterial chemo-lipiodolization using
a mixture of epirubicin and lipiodol and radiation
therapy. Yeo et al have reported systemic
chemotherapy for HCC has been associated with
HBV reactivation in HBs-Ag positive patients'®.
Jang JW et al have shown that transarterial
chemo-lipiodolization was also a risk for HBV

reactivation®®.

Moreover, in a recent study.
radiation therapy has been demonstrated to

induce HBV reactivation caused by the release of

IL-6'7.

Recently, we reported 3 recurrent HBV pa-
tients after LDLT for liver cirrhosis due to HBV,
and one of the patients had HCC at the time of
LDLT without HCC recurrence after the
LDLT'®. All the patients were treated with LAM
and ADV, and their HBV DNA were consistently
negative after HBV recurrence. On the other
hand, in this report, both HBV DNA levels
increased after HBV recurrence despite the
continuous treatment with ETV and ADV. Faria
et al have shown that HCC recurrence itself is
associated with HBV recurrence, because HBV
replication in HCC cells may act as a viral
source!V. Therefore, we presume that rapid HCC
progression had effect on the increasing HBV
DNA levels in our patients after HBV recurrence.
In addition, their anti-HBs titers gradually
decreased despite the intravenous HBIG adminis-
tration, possibly because viral production in the
recurrent HCC might increase HBIG consump-
tion. In some situations, prevention of HCC
recurrence may help reduce the risk of HBV
recurrence after LT. Pretransplant transarterial
embolization and reduced Immunosuppression
after LT have recently been shown to decrease

1920 However, further

the risk of HCC recurrence
studies are needed to develop effective strategies
to prevent posttransplant HCC recurrence.

In this report, our patients developed recurrent
HBYV after relapse of HCC, and their HBV DNA
levels increased despite the treatment with
anti-HBYV agents. In HBsAg-positive recipients, it
is possible that severe and progressive recurrent
HBV may occur following HCC recurrence, and
therefore, HBV prophylaxis should be intensified

during the treatment of recurrent HCC.
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Impact of Conversion From Pegylated Interferon-o2b to Interferon-a2a for
Treating Recurrent Hepatitis C After Liver Transplantation

he clinical outcomes of conversion
from pegylated (peg) interferon
(IFN)-a2b to peg-1FN-a2a therapy in
combination with ribavirin for recur-
rent hepatitis C after liver transplanta-
tion (LT) have not been reported {1-3).
Living-donor liver transplantation
{LDIT) was performed in 156 patients
for hepatiis C at Kyushu University.
Of these, 103 received peg-IFN-a2b and
ribavirin and 22 patients underwent con-
version from peg-IFN-a2b to peg-TFN-
«2b. Indications for conversion included
{a) no response (NR; n=14) to peg-IFN-
o2, {b) relapse after viral response {(VR;
n=5} following completing peg-IFN-
a2b therapy, and (c) to prevent relapse
{n=3) for VR during peg-IFN-a2b and
ribavirin therapy. Splenectomy was
performed in 47 {95.9%) recipients to
prevent pancytopenia associated with
antiviral therapy (4). The immunosup-
pression was induced with triple therapy of
tacrolimus or cyclosporine with myco-
phenolate mofetil and steroids (5).

Peg-IFN-a2b  with  ribavirin
(Pegintron with Rebetol; Merck & Co.,
Whitehouse Station, NJ) was used as the
primary treatment for recurrent hep-
atitis C after LDLL Peg-IFN-a2b was
started at the dose of 0.5-1.0 pg/kg
per week with 200-400 mg per day of 1i-
bavirin. The doses were escalated In a
stepwise manner up to 1.5 wg/kg per week
and 800 mg per day. Peg-IFN-o2a with
ribavirin (Pegasys with Copegus; Chugai
Pharmaceutical, Chuo-ku, Tokyo, Japan)
was primarily used for patients with NR
or relapse during treatment with peg-
IEN-02b with ribavirin. Peg-1FN-a23
was started at the dose of 90-120 p.g per
week with 200-400 mg per day of riba-
viri. The doses were escalated in a
stepwise manner up o 180 pg per week
and 800 mg per day. The serum hepatitis
C virus (HCV)-RNA level was deter-
miined by a real-time HCV assay (Accu-
Gene HCV; Abbott Molecular, Des
Plaines, IL) and 1L28B genotyping was
performed using TagMan GTXpress

Master Mix {Life Technologies, Tokyo,
Japan). Peg:IFN-induced immune-
mediated graft dysfunction (peg-1GD)
was defined as the Levitsky et al. (6) did.
Values are expressed as meantstandard
deviation. Variables were analyzed using
x* tests for categorical values or the

ables. Values of P<0.05 were considered
statistically significant.

The characteristics of the patients
who underwent conversion from peg-
IFN-a2b to peg-IFN-a2a antiviral
treatinent are described in Table !, The
outcomes of conversion from peg-1FN-
a2b to peg-IFN-a2a antiviral treatinent
ave summarized in Figure 1. Among the
14 patients with NR following peg-1FN-
a2b with ribavirin therapy, 6 patients
achieved VR and 3 had sustained VR
(SVR} after conversion. Among the five
patients with viral relapse following peg-
1FN-c2b~based therapy, four patients
achieved VR after conversion. Among
the three patients with conversion during

Copyright © 2013 Lippincott Williarms & Wilkins. Unauthorized reproduction of this article is prohibited.
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TARBLE 1. Patient characteristics

Variables Values
Recipient age; yr 51.448.6 (54.5)
Recipient gender, male 15 (68.2)
Donor age, ¥7 35.7+11.3 (34.5)
Donor gender, male 16{72.7)
Left lobe graft 13 (59.7}
GV/SLV (%) 41.416.4 (40.4)
Splenectomy 17 (77.3)
Facrolimus 12 (54.5)
Mycophenolate mofetil 20 {54.5)
Steroid free 5 (22.7}
HCV-RNA titer at LDLT, log IU/mL 5.540.6 (5.7)
TEN before LDET 9 {40.9)
HCVY genotype 1b, 2a, and 2b 16 (72,73, 5 (22.7), and 1 (4.6)
Donor rs8099917 genotype, T/T 7 (31.8)
Recipient 158099917 genotype, T/T 8 (36.4)

Time from LDLT to peg-IFN-a2b, mo
Peg-IFMN-aZb dose, my/kg/wk

Ribavirin dose peg-1FN-a2b, mgikg/d
Duration of peg-IFN-alb treatment, mo
HCV-RNA titer at conversion, log IU/mL
Peg-1FN-a2a dose, mg/kg/wk

Ribavirin dose with peg-IFN-a2a, mg/kg/d
Duration of peg-1FN-a2a treatment, mo
VR with peg-IFN-aZb

14.3£18.2 (8.1}
11403 (1.0)
6.142.9 (6.2)

12.1£14.2 10.7)
4.142.6 (4.9)
2.140.8 (1.9)
3.544.3 (2.1)

14.2410.1 (9.8)

8 {36.4)

GV, graft volume; HCOV, hepatitis C virus; TN, interferon; LD living-donor liver transplantation;
peg, pegylated; SIV, standard liver volume; VR, viral resposnse.

VR by peg-lFN-o2b-based therapy,
two patients achieved SVR. However,
all three patients with conversion during
YR by peg-1FN-a2b-based therapy had
peg-IGD, including de novo autoim-
mune hepatitis (n=2) and chronic rejec-
tion (n=1}, resulting in graft loss in
two patients.

The viral status after peg-IFN
conversion is swmmarized in Table 2.
Among patients with NR, relapse after
VR, HCV-RNA seropositivity, and VR
following peg-IFN-w2b, the rates of VR
after converting to peg-1FN-o2a were
42.8%, 100.0%, 57.9%, and 100.0%, re-
spectively. The rates of SVR were 21.4%,
80.0%, 36.8%, and 40.9%, respectively.

Univariate analysis was performed
to identify factors associated with VR
after conversion from peg-IFN-a2a to
peg-IFN-a2b. In this analysis, only his-
tory of VR during peg-IFN-a2a with

ribavirin treatment (57.1% vs. 0.0%; -

P=0.02) was significantly associated with
VR after conversion (Table 3}. By con-
trast, Jow HCV-RNA titer at conversion

"
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(1.8+1.9 vs. 5.3%2.0 log TU/mL; P<0.01)
and history of VR during peg-1FN-
a2a with ribavirin treatment {66.7%
vs. 14.3%; P=0.03) were significantly
associated with SVR after conversion
{Table 4).

The major structural difference be-
tween peg-1FN-a2b and peg-IFN-w2a
is the conjugated polyethylene glycol
{7—10). Peg-IFN-a2b (12 kDa) has a
single-branched polyethylene glycol,
whereas peg-IFN-a2a (40 kDa)} has
bulky multiple branched conjugates.
Counsequently, peg-{FN-02a has a smaller
distribution volume (10 vs. 40 L), lon-
ger absorption half-life (50 vs. 4.6 hr),
and longer elimination half-life (80 vs.
40 hr). Moreover, it was reported that
the serum concentration of peg-IFN-
o2a was 20 mg/mL at 7 days after in-
jection compared with almost zero for
peg-IEN-a2b (8).

As a posttransplantation primary

antiviral agent for recurrent hepatitis

C, peg-IFN-a2a was used in very lim-
ited series, and peg-IFN-a2b has be-
come the most widely used and studied
regimen for use after IT (11-13).
Among them, Dinges et al. (14) only
reported the actual rate of SVR (47%)
following peg-IFN-aZa with ribavirin
for 19 patients after I'F, whereas dose

I

Peg-IFN ¢:2b + Ribavirin

NR
{n=14)

* 2 o2 owomoeomoroRoEow

VA - Relapse

| {

VR
(n=5) (n=3)

{ }

* Peg-IFN 0.2a + Ribavirin -

1

! !

NR Intreatment VR - VR VR

(n=6"  (n=2) (n=6) - (n=5) (n=3)
intreatment SVR | Intreatment SVR Relapse 8VR
(n=3) (n=3) : (n=1)  (n=4) (n=1")  (n=2"

FIGURE 1. Twenty-two patients who received peg-IFN-«2b with ribavirin were
converted to peg-IFN-wZa with or without ribavirin. *AlH (n=1); **AH (n=1};
*¥ATH (n=1) and CR (n=1). AlH, autoimmune hepatitis; CR, chronic rejection; IFN,
inferferon; NR, no response; peq. pegylated; SVR, susteined viral response; VE,

viral response.
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TABLE 2. Viral status after conversion from peg-IFN-a2b to peg-IFN-a2a

antiviral therapy

Response to peg-IlFN-a2b VR for peg-1FN-a2a (%) SVR for peg-1FN-a2a (%)
NR 6/14 (42.8) 314 (21.4)
Relapse after VR 575 {100.0) 475 {80.0)
Positive HCV-RNA 11/19 (57.9) 7/19 (36.8)

VR 3/3 (100.0} 213 (67.73

Total 14/22 (63.6) 5722 (40.9}

HCV, hepatitis C viras; 1PN, interferon; NR, no response; peg, pegylated; SVR, sustained viral response; VR, viral response.

modification was necessary in 26% of
patients. Although their study was small
and nonrandomized, the rate of SVR was
superior to that achieved by peg-IEN-
«2b with ribavirin {(~30%) (15).
Restarting peg-IFN-o2a with ri-
bavirin in nontransplantation settings
after a poor response to previous IFN
therapy has been reported in a few
studies (16-18). jensen et al. (16) con-
ducted a randomized trial in which

treatment was restarted in 950 patients
who did not respond to prior peg-IEN-
o2b with ribavirin therapy. In that
study, the rate of SVR after 72 weeks of
peg-IEN-o2a with ribavirin treatment
was 16%. Herrine et al. (I7) random-
ized 124 patients with poor response
to peg-IEN-o2b with ribavirin therapy.
In that study, 37% of patients had SVR
after conversion to peg-TFN-a2a with
ribavirin. Therefore, we think that

the 21.4% of SVR rate after conver-
sion from peg-IFN-a2b to IFN-a2a is
fairly acceptable.

Howevey, the main adverse out-
come of conversion o peg-TFN-a2a is
peg-IGD, a concept recently proposed by
Levitsky et al. (6). It was reported that
IEN could lead to IGD, which may in-
clude acute rejection, chronic rejection,
and autolmmune hepatitis as well as
graft loss {15, 19, 20). They reported that

TEBLE 3. Predictors for VR after conversion from peg-IFN-a2b to peg-IFN-a2a

VR

Variables No (n=6) Yes (n=14) P

Recipient age, yr 58.845.1 51.4%48.6 0.85
Recipient gender, male 3 (50.0) 11 {78.6) 0.20
Donor age, yr 3252111 34.519.5 0.68
Donor gender, male 3 {50.0) 11 {78.6} 0.20
Left lobe graft 3 (50.0) 8 (57.1) 077
GV/SLY, % 41.744.7 41.147.6 (.84
Splenectamy 4 {66.7) 11 (78.6} 0.57
Tacrolimus 4 (66.7) & {42.6] 0.33
Mycophenolate mofetil 6 {100.0 12 {85.7) 0.33
Steroid free 2(33.3) 3{21.4) 0.57
HCV-RNA titer at LDLT, log IU/mL 57502 5.640.6 0.67
IFN before LDLT 2(33.3) 6 (42.9} (.69
FCV genotype 1b, 2a, and 2b 6 (1060.0} 9 (64.3} .09
Donor 158099917 genotype, T/T 3 (30.0) 11 (78.6} 0.20
Recipient 158099917 genotype, T/T 3 (30.0) 9 {64.3} 0.55
Time from LDLT to peg-IFN-a2b, mo 12121855 16.0419.6 0.67
Peg-1FN-a2b dose, my/ka/whk 1.120.3 10403 0.35
Ribavirin dose, with peg-IFN-a2b, mg/kg/d 6.6£3.8 5.642.8 0.77
Duration of peg-IFN-a2b treatment, mo 20.8£24.8 B.945.6 0.52
HCV-RNA titer at conversion, log IU/mL 4.742.8 3.582.6 0.34
Peg-1FN-a2a dose, mg/kghwk 2.240.8 1.940.8 0.51
Ribavirin dose, with peg-1FN-a2a, mg/kg/d 3.345.4 2.8%3.3 0.81
Diuration of peg-TFN-a2a treatment, mo 26.7£16.2 12.9£10.5 0.06
VR with peg-IFN-a2b 0 {0.0) & (57.1) 0.02

GV, graft volume; HOV, hepatitis C virns; TN, interferon; LDLT, living-donor liver transplantation; peg, pegylated; SLV. standard liver volume; VR,

viral response.

Copyright © 2013 Lippincott Williams & Wilkins. Unauthorized reproduction of this article is prohibited.
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TABLE 4. Predictors for SVR after conversion from peg-IFN-u2b to peg-IFN-c2a

SVR

Variables No (n=7) Yes (1=9) P

Recipient age, yr 55.916.1 51.749.1 0.21
Recipient gender, male 4 (57.1) 7(77.8) 0.38
Donor age, yr 33.7¢12.1 39.0:49.5 0.3G
Donor gender, male 3 (42.8) 8 (88.9) (.06
Left lobe graft 4 {37.1) 5 (55.6) 0.95
GVISLV (%) 42.645.5 39.2:47.7 0.24
Splenectomy 5(71.4) 6 (66.7) 0.84
Tacrolimus 5{71.4) 4 (44.4) 0.28
Mycophenolate mofetil 7 {100.0) 6 (66.7) 0.69
Steroid free 3 (42.8) 24¢22.2) 0.38
HCV-RNA titer at LDLY, log 1U/mL 5.640.5 5.4%0.7 0.57
IFN before LDLT 2{28.5) 4 (44.4) 0.51
HCV genotype 1b, 2a, 2b 7 {100, {) 3 6 {66.7) 0.0¢
Donor rs8099917 genotype, T/T 4 {57.1 8 (88.9) 0.14
Recipient rs8099917 genotype, T/T 4 (57. } 6 {66.7) 0.69
Time from LDET to peg-IFN-a2b, mo 10.3412 21.6+24.8 0.17
Peg-1FN-a2b dose, mgfkg/wk 1.1'.&03 1.040.3 0.35
Ribavirin dose, with peg-IFN-a2b, mg/kg/d 6.043.7 5.743.1 0.84
Duration of peg-TFN-a2b treatment, mo 12.7417.6 111454 0.78
HCV-RMA titer at conversion, log IU/mL 5.342.0 1.8%1.9 <001
Peg-1FN-a2a dose, mg/kg/wk 2.0+0.8 1.540.5 0.13
Ribavirin dose, with peg-1¥N-a2a, mg/kg/d 32450 2.643.2 0.79
Duration of peg-IFN-ala treatment, mo 2678162 16.3412.1 6.23
VR with peg-1FN-a2b 1{14.3) 6 (66.7) 0.03

GV, graft volume; HCV, hepatitis C virns; IFN, interferon; LDLY, living-donor liver transplantation; peg, pegylated; SLV, standard liver volume; SVR,

sustained viral response; VR, viral response.

7.2% of patients treated with peg-IFN
develop peg-IGD over 10 years, with
a significantly higher mortality rate
Additionally, the use of peg-IFN-a2a
{odds ratio=4.7) was a significant risk
factor for this event (6). In the current
series, peg-IGD occurred in all three
patients who converted from peg-IFN-
«2b to peg-1FN-a2a, with graft loss in
two patients.

In conclusion, conversion to peg-
[EN-a2a~based antiviral therapy for re-
current hepatitis C after LT is a safe
option, with increased VR and §VR rate,
only for patients with NR or relapse on
previous peg-1IFN-a2b therapy.
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