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Chronic hepatitis C virus (HCV) infection affects
approximately 300 million people worldwide and euntly is the
most frequent cause for liver transplantation ia United States
and Europe l(auer and Walker, 2001). Natural history studies
suggest that up to 20 % chronic HCV patients devdieer
cirrhosis after 20year of infection. Moreover, Timeidence of
chronic liver failure is expected to increase ower next 10 years
as a result of the "silent epidemic" of HCV infectiSeeff, 2002

The recommended treatment for patients with HCV
genotypes 1 and 4 is pegylated interferon plusvhilmafor 48
weeks Fried et al., 2002) Such treatment has yielded overall
sustained viral response (SVR) rates of 54-63 %aidomized
controlled phase Il clinical trialsHadziyannis et al. 2004 and
Zeuzem et al. 2005) However, treatment responses are not
uniform across all populations, and are dependentaoious viral
and host factorddienstage and Mchutchison, 2006

Treatment of patients with chronic hepatitis C si(tHCV)
infection remains suboptimal, with the current fdatgd
interferon (PEG-IFN) and ribavirin combination thpy providing
sustained viral response (SVR) rates of 54 - 6386. aim of this
study was to identify clinical, laboratory and bisiical findings
that can predict non-response to this treatmiacknani et al.,
2007
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The aim of treatment in chronic hepatitis C is thiave a
sustained virological response (SVR) defined aseteudable HCV
RNA with a sensitive PCR assay (<50 IU/ml) 24 weaksr end of
antiviral therapy. In patients who achieved an SY&Rowing
standard interferon (IFN) — based antiviral therapyological
relapse after 5 years of follow — up was obsernez-4 % only, and
no relapse was reported after 5-10 yeaveldt et al., 2009.
Moreover, the 5- year durability of an SVR was xeess of 99 % in
patients treated with pegylated (PEG) IFN. A numbkhost and
viral factors have been identified that influenosatment outcomes
(Swainet al., 2007 and Lindsayet al. 2009

Review of the fate from a large multi-centre trealaluating
PEGIFN RBV combination therapy showed equal or @ok&s in
almost all areas compared with standard IFN RBV lmaation.
(Manns Mp, et al 2007).

The most prominent among these AEs were injectit& s
reactions and dose reductions for neutropenianfai comparison
of adverse events with PEG-IFN a-2a/RBV combinatibarapy
shows somewhat less side-effects that standardinatrdn therapy.
(Fried Mw, et al 2002 It is difficult to determine the importance of
these trial differences in clinical practice urdilsignificant clinical
experience with both compounds has accumulatedll lhlso not be
possible to accurately compare the respective dfiidet profiles of
these two pegylated compounds with one anothef artiead —to-
head trial is done.

(http : // www. medscape.com/viewarticle/493202_2)



