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Dear Reader,

As our Hepatitis Bulletin reaches its fifth edition, FSRC continues 
to dedicate its efforts towards improving patient access in 
emerging countries with hepatitis being one of its prime areas 
of focus.  

To that end, we have insured our current bulletin incorporates 
a deeper level of knowledge in the field of hepatitis. The codex 
section of the bulletin provides a detailed report on transmission 
of hepatitis C and a comparison of this facet of the disease with 
other forms of hepatitis. 

Additionally, information on global HCV infection prevalence 
and genotype distribution has been presented in the form of 
an infographic. As a follow-up to the previous edition,  we bring 
you coverage of ‘The 63rd Annual Meeting of the American 
Association for the Study of Liver Diseases’, held in Boston last 
November, with an emphasis  on existing therapies. 

Finally, updates on the hepatitis space across the globe are 
highlighted in the news section of the bulletin.

We hope you enjoy reading the bulletin and look forward to 
your feedback.

Stay healthy,
Arun

Dr. Arun Gowda
Director - FSRC, phamax AG,
Bangalore, India
arun.gowda@fs-researchcenter.com

E ditorial - FSRC
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Our belief
We believe that unbiased and credible scientific 
information and recommendations allow healthcare 
stakeholders to make improved decisions for the 
enhancement of healthcare.

How we do it?
A dedicated group of in-house physicians, in 
collaboration with academic institutes and scientific 
experts, research and analyze the subject extensively 
to distil relevant knowledge. 

What we do?
We develop unique scientific solutions addressing 
the needs of the healthcare system. 

Our vision is to bring various groups within the 
healthcare ecosystem such as clinical leaders, patient 
organizations, non-government organizations 
(NGOs), governments, and pharmaceutical 
companies together under one platform to discuss, 
debate, and jointly develop strategies to overcome 
various healthcare access issues in emerging 
markets. In recent years, we have developed a 
network of various stakeholders across emerging 
and developed markets. During the course of our 
work and interactions with stakeholders, we have 
witnessed different aspects of access issues from a 
healthcare standpoint. We have extensively analyzed 
various data and information clearly indicating the 
existence of a significant gap between what needs 
to be done and what is actually being done from a 
healthcare delivery aspect.  

A bout FSRC FSRC Team

Mr. Behsad Zomorodi 
Founder and CEO, phamax AG, 
Basel, Switzerland 
behsad.zomorodi@phamax.ch

Mr. Anand Patil 
Managing Partner, phamax AG, 
Bangalore, India 
anand.patil@phamax.ch

Dr. Vijay Panickar 
Senior Scientific Advisor 
vijay.panickar@ 
fs-researchcenter.com
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Our belief is if we provide the “right information 
to the right people in the healthcare ecosystem,” 
then a majority of the access issues could be 
resolved. Validated, unbiased, credible scientific 
information and recommendations undoubtedly 
allow healthcare stakeholders to formulate robust 
health care plans. This in turn empowers healthcare 
personnel in arriving at improved decisions for 
enhanced healthcare management.

FSRC has completed various projects in Middle, 
Eastern, Northern and sub-Saharan African 
countries. We are currently completing projects 
in Egypt, Morocco, Cameroon and CIS countries 
to assess the socioeconomic burden of HCV in 
these countries. The key goal of all these projects 
is to devise an action plan for local organizations 
(government and nongovernment organizations) to 
manage the disease more effectively and improve 
healthcare access for HCV patients.

In Egypt, which has the world’s highest HCV 
prevalence, FSRC is currently conducting a study 
to estimate the economic impact of failing to treat 
hepatitis C at an early stage. This report will be 
potentially utilized in managing hepatitis C more 
effectively in the future.  

In CIS countries, we are collaborating with multiple 
stakeholders to ascertain the burden of hepatitis C. 
This study is being conducted under the guidance of 
local governments.

As a team, we constantly strive toward identifying 
and recommending the best healthcare practices 
in those areas where effective and comprehensive 
healthcare policies are not in place. Through this 
strategy, we hope to contribute to the larger goal of 
providing effective healthcare to everyone.

FSRC Team

Dr. Rituraj Mohanty 
Associate Project Manager 
rituraj.mohanty 
@fs-researchcenter.com

Dr. Aravind Patil 
Scientific Advisor 
aravind.patil@ 
fs-researchcenter.com

Dr. Neha Das 
Scientific Advisor  
neha.das@ 
fs-researchcenter.com

Dr. Seema Samanth 
Senior Scientific Associate 
seema.samanth@ 
fs-researchcenter.com
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he Liver Meeting 2012
The 63rd Annual Meeting of the American  
Association for the Study of Liver Diseases
November 9-13 
Hynes Convention Center   ●   Boston, Massachusetts, USA 

T

Educational grants received from

What’s New in 2012 - AASLD’s Learning Technology

AASLD’s three learning resources are LiverLearning®,  
Clinical Liver Disease (CLD) and Practice Guidelines

LiverLearning®, AASLD’s official educational portal, contains  
captured sessions, presentations, abstracts, and ePosters from The 
Liver Meeting® and beyond 
Clinical Liver Disease (CLD), AASLD’s first ever online journal designed  
specifically for clinicians, contains CME-certified blended textual,  
   audio, and video content.
          Practice Guidelines enables access to all liver disease guidelines  
     including the latest updates on mobile devices, and through  
            LiverLearning®
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Current therapy: Unexplored population

Acute Hepatitis C treatment in Korean population

Interferon Therapy 
in Acute Hepatitis 
C (AHC) Reduce the 
Chronicity : Korean 
Experience
Presenter: H. Chung

The aim of our study 
was to investigate the 
clinical course and 
treatment outcome 
of Acute hepatitis C 
(AHC). (There is no 
definite guideline to 
treat of AHC in Korea 
yet). A retrospective 
analysis of 57 patients 
who were diagnosed 
with AHC during the 
period from May 1996 
to October 2011 

Compared with 
untreated group, there 
was higher Sustained 
Virological Response 
(SVR) rate in treatment 
group (29% vs. 
70%). Peg-interferon 
group tended to 
be more effective 
than conventional 
interferon group. 
Although further study 
is needed to establish 
a standardized 
guideline of treatment 
AHC in large numbers 
of patients, early 
interferon treatment 
should be considered

Current therapy: Hard to treat patients

HCV/HIV co-infected patients – PEG/ribavirin

Treatment of acute 
HCV infection in HIV 
co-infection: Influence 
of HCV genotype 
and ribavirin upon 
treatment outcome
Presenter: C. Boesecke

To evaluate the 
impact of baseline 
HCV genotype (GT) 
and added ribavirin 
(RBV) to Peg interferon 
therapy on SVR rates

Treatment of acute 
HCV GT 2 and 3 
infections is associated 
with higher SVR rates 
suggesting different 
cure rates depending 
on HCV genotype 
similar to
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Current therapy: Hard to treat patients

HCV/HIV co-infected patients – PEG/ribavirin

the genotype effects 
seen in chronic HCV 
therapy. In addition, 
ribavirin is important 
in the management 
of AHC in HIV-positive 
patients; for GT 2/3 
infections almost all 
patients clear virus 
with combination 
therapy. Early antiviral 
treatment of acute 
HCV infection in HIV 
co-infected individuals 
results in virological 
response rates which 
are significantly higher 
than those obtained in 
treatment of chronic 
HCV co-infection

Cirrhosis – boceprevir + PEG/ribavirin

Boceprevir (BOC) 
Combined with 
peginterferon alfa-2b/
ribavirin (PEG/RBV) 
in Treatment-Naïve 
Chronic HCV Genotype 
1 Patients with 
Compensated

To determine the 
impact on SVR and 
safety of 2 anemia 
management 
strategies in cirrhotics 
vs noncirrhotics 
treated with BOC/
PEG/RBV

Regardless of anemia 
management strategy, 
cirrhotics with 
anemia achieved 
SVR rates of 57-64% 
compared to 72-73% 
in noncirrhotics with 
anemia.
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Current therapy: Hard to treat patients

Cirrhosis – boceprevir + PEG/ribavirin

Cirrhosis: Sustained 
Virologic Response 
(SVR) and Safety 
Subanalyses from the 
Anemia Management 
Study
Presenter: E. Lawitz

Cirrhotics were 
more likely to have 
severe anemia and 
require secondary 
interventions (22% 
(13/60) of cirrhotics 
had Hb≤8.5 g/dL 
vs 11% (67/604) of 
noncirrhotics)

Cirrhotic non responders – telaprevir or boceprevir + PEG/ribavirin

Safety and efficacy 
of telaprevir or 
boceprevir in 
combination with 
peginterferon 
alfa/ribavirin, in 
455 cirrhotic non 
responders. Week 16 
analysis of the French 
early access program 
(ANRS CO20-CUPIC) in 
real-life setting
Presenter: C. Hezode

To determine the 
impact of triple 
therapy on SVR and 
safety

Safety profile of the 
triple therapy was 
poor as compared 
with phase III trials 
(Increased rates 
of SAEs and more 
difficult management 
of anemia) but 
associated with high 
rates of on-treatment 
virologic response. 
Cirrhotic experienced 
patients should 
be clearly treated 
but cautiously and 
carefully monitored
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Current therapy: Hard to treat patients

Patients awaiting liver transplantation - telaprevir or boceprevir + PEG/
ribavirin

High Early Response 
Rates with Protease 
Inhibitor Triple 
Therapy in a 
Multicenter cohort 
of HCV-Infected 
patients awaiting Liver 
Transplantation (LT)
Presenter: E. C. Verna

To evaluate safety 
and efficacy data 
of addition of a 
protease inhibitor 
(PI) to PEG/RBV in 
genotype 1 (G1) HCV 
patients awaiting liver 
transplantation

A high rate of early 
on-treatment virologic 
response (VR) is 
possible with triple 
therapy in patients 
awaiting LT, despite 
advanced fibrosis, 
high viral loads and a 
high rate of prior non-
response. However, 
caution is needed as 
early discontinuation 
was common and 
10% of patients 
decompensated. 
Longer follow-up 
is needed, but VR 
maintained for even 
short periods prior 
to LT might prevent 
recurrent HCV and 
further study of this 
approach is warranted

Cirrhosis - telaprevir + PEG/ribavirin

Liver transplant center 
focused experience 
with peginterferon

To evaluate safety and 
efficacy data of triple 
therapy in patients

DAA treatment of 
cirrhotic patients is 
feasible but at the risk
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Current therapy: Hard to treat patients

Cirrhosis - telaprevir + PEG/ribavirin

alfa-2a, ribavirin and 
telaprevir therapy 
in patients with G1 
hepatitis C cirrhosis

Presenter: J. F. 
Gallegos-Orozco

with G1 hepatitis C 
cirrhosis

of increased frequency 
of serious adverse 
events, in particular 
severe infectious 
complications, 
requiring hospital 
admission and/or 
discontinuation of 
antiviral therapy. 
Cirrhotic patients 
in whom therapy is 
being considered 
require close 
clinical monitoring 
and high index of 
suspicion for bacterial 
infection if clinical 
decompensation 
occurs while on 
treatment. These 
patients should be 
treated in the context 
of a liver transplant 
center

HCV/HIV co-infection - telaprevir + PEG/ribavirin

Telaprevir in 
Combination with 
peginterferon

Placebo controlled 
study to evaluate 
safety and efficacy

High SVR rates were 
observed in patients 
treated with 
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Current therapy: Hard to treat patients

HCV/HIV co-infection - telaprevir + PEG/ribavirin

Alfa-2a/ribavirin in 
HCV/HIV Co-infected 
Patients: SVR24 Final 
Study Results
Presenter: M. S. 
Sulkowski

data of telaprevir (T) 
in combination with 
peginterferon alfa-2a 
(PEG)/ribavirin (RBV)  
in genotype 1 chronic 
HCV treatment-naïve 
patients with HIV 
infection

a telaprevir-based 
regimen (71%) as 
compared with 
placebo (41%) in  
HCV/HIV co-infected 
patients who did 
or did not receive a 
concomitant stable 
Antiretroviral Therapy 
(ART) regimen. Safety 
and tolerability of 
T/PEG/RBV was 
comparable to that 
previously observed 
in HCV monoinfected 
patients

HCV recurrence after liver transplantation - telaprevir or boceprevir

Efficacy and safety of 
protease inhibitors 
for hepatitis C 
recurrence after 
liver transplantation: 
a first multicentric 
experience
Presenter: A. Coilly

To evaluate the 
safety and efficacy of 
protease inhibitors 
(PI), telaprevir and 
boceprevir, when 
added to peg-
interferon/ribavirin 
in patients with HCV 
recurrence post LT

A complete early VR 
after 12 weeks of 
triple therapy was 
observed in 76% 
of liver transplant 
patients in our 
cohort. More than 
90% patients used 
erythropoietin for 
anemia which was the 
most common adverse 
event. Interactions 
between PI and
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Current therapy: Hard to treat patients

HCV recurrence after liver transplantation - telaprevir or boceprevir

calcineurin inhibitors 
were constant but 
easily managed thanks 
to a close monitoring. 
Final results will be 
presented

HCV: Treatment nuances

Obviation of protease inhibitor

Hepatitis C virus 
(HCV) genotype 1 
(G1) infection with 
low viral load (LVL) 
and rapid virologic 
response (RVR) to 
peginterferon and 
ribavirin (PEG/RBV) 
can be treated without 
a protease inhibitor 
(PI), irrespective of IL-
28B status or patient 
ethnicity
Presenter: B. Pearlman

To evaluate if PI may 
be obviated in patients 
achieving RVR and in 
African American (AA) 
patients

This prospective, 
randomized trial 
demonstrates for 
G1 LVL patients 
who achieve a RVR 
with PEG/RBV, the 
addition of a protease 
inhibitor produces 
similar SVR rates 
compared to those 
of PEG/RBV therapy 
alone, irrespective 
of IL28B genotype, 
virus subtype or 
African American 
ethnicity. Since this 
group comprises 
approximately 10% of
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HCV: Treatment nuances

Obviation of protease inhibitor

all G1 infections, this 
treatment strategy 
may engender 
substantial cost 
savings

Prioritization for Direct Acting Antiviral (DAA) agents

Prioritization of 
Hepatitis C Patients 
For Treatment with 
Direct Acting Antiviral 
Agents
Presenter: J. Chhatwal

To formulate need-
based prioritization of 
patients for treatment 
with DAAs using 
efficacy data from 
trials of telaprevir 
and boceprevir—
ADVANCE, REALIZE, 
SPRINT-2 and 
RESPOND-2 (The 
launch of DAAs saw 
a surge of patients 
requesting treatment 
for chronic hepatitis 
C who had deferred 
treatment with 
peginterferon-
ribavirin, which 
resulted in waiting lists 
of patients because of 
a limit on

Our recommended 
prioritization order 
(from highest to 
lowest) by patient 
characteristics is: (1) 
Cirrhosis ([a] younger 
age, [b] prior relapser, 
[c] treatment naïve, 
[d] IL28B genotype 
C/C, [e] partial 
responder [f] others), 
(2) METAVIR score 
F3 ([a] younger age, 
[b] others), and (3) 
METAVIR score F0–F2 
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HCV: Treatment nuances

Prioritization for direct acting antiviral agents

the number of 
patients who could 
initiate treatment 
every week)

Insulin resistance-inducing factor as predictor for therapy

An insulin resistance-
inducing factor (RBP4), 
is a negative predictor 
of outcome of Peg-
IFN+ribavirin therapy 
for patients with 
chronic hepatitis C
Presenter: M. Yano

To evaluate if serum 
levels of RBP4 
correlate with the 
establishment rate 
of sustained viral 
response (SVR) in 
patients treated 
with PEG/RBV and 
also whether RBP4 
attenuates interferon 
signals and affects HCV 
replication in cells

Serum RBP4 levels 
were significantly 
lower in the group 
who established 
SVR. (1) Serum RBP-4 
levels may be a useful 
marker that predicts 
SVR in PEG/RBV 
treatment for chronic 
hepatitis C. (2) RBP4 
induces IFN-resistance 
by suppressing IFN-
signaling in cells

Number needed to treat (NNT) analysis for mortality

Number of patients 
needed to treat to 
prevent death in 
genotype 1 chronic 
hepatitis C cirrhosis: 
the impact of 
improved 

To assess the 
improvement of 
therapy in cirrhotic 
chronic hepatitis C 
(CHC) genotype 1 
(G1) patients with a 
number needed to 
treat (NNT)

The NNT to prevent 
one death among 
CHC G1 patients 
with cirrhosis has 
declined substantially 
with increasing SVR 
rates due to the 
development from
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HCV: Treatment nuances

Number Needed to Treat (NNT) analysis for mortality

interferon-based 
therapy
Presenter: A. J. van der 
Meer

analysis for mortality interferon mono to 
peginterferon and 
ribavirin combination 
therapy

Extended treatment duration in genotype 2 or 3

The outcome of 
24 vs. 48 weeks of 
peginterferon alfa-2a 
(40KD) plus ribavirin 
on sustained virologic 
response rates in 
patients infected 
with genotype 2 or 3 
hepatitis C virus who 
do not achieve a rapid 
viral response: the 
N-CORE study
Presenter: H. Cheinquer

To evaluate if 
extension of treatment 
in genotype 2 or 3 
patient with RVR, 
improves treatment 
outcome

Extension of treatment 
with PegIFNα2a 
(40KD)/RBV from 
24 to 48 weeks can 
increase SVR24 rates 
and reduce relapse 
rates in G2/3 patients 
who have detectable 
viremia at week 4 
of treatment. The 
reduced sample size 
lowered the power 
to confirm that 
the difference was 
statistically significant 
in the primary analysis
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T ransmission of Hepatitis C
HCV is transmitted primarily through direct percutaneous exposure 
to infectious blood
Parenteral exposure to the hepatitis C virus is the most efficient means of 
transmission. However, unlike many other blood borne viruses (like HIV) 
virtually any source of blood or blood product seems to be capable of carrying 
the virus, even if the source is indirect – e.g. a used razor. This makes hepatitis 
C far more transmissible than most other blood borne viruses including HIV.1, 2, 3

Figure a: Transmission of viral Hepatitis

Transmission
Route

Common                          Infrequent                          Never     

IV drug use

Transfusion

Hemodialyisis

Intra - institutional

Sexual

Household

Mother to newborn

Food - borne

Water - borne

Fecal - oral

Anal - oral contact

Oral - oral contact

HAV               HBV                HCV               HDV               HEV

References 1, 5
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Currently, the main risk factor for HCV transmission is injection drug use involving 
shared, unsterilized or poorly sterilized needles and syringes.2 Injection drug 
use followed by blood transfusion constitutes the major transmission routes 
among HCV patients in Europe and the United States. The latter has become 
rare since routine testing of donor blood for HCV began in the early 1990s.3

The other common routes include needle-stick injuries in health care settings 
and being born to a mother who has Hepatitis C.4 

Hepatitis C is not spread through breast milk, food or water or by casual contact 
such as hugging, kissing and sharing food or drink with an infected person.5

Injection drug use
Injection drug use has been the most commonly identified source of acute 
HCV infection. It is estimated that most newly acquired infections occur in 
individuals who have injected illegal drugs. The seroprevalence of anti-HCV 
antibodies among intravenous drug users is extremely high, ranging from 70% 
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Figure b: The routes of HCV infection identified in anti-HCV positive blood donors in 
descending order of transmission risk
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to 90%. Rates of HCV among young injecting drug-users are four times higher 
than HIV infection. Duration of injecting is the strongest single predictor of risk 
of HCV infection among injection drug users.2, 6

Blood transfusion/receipt of blood products
Blood transfusion or use of other blood products was a major risk factor during 
1970s and 1980s.2, 3

Rates of post-transfusion hepatitis during this period were determined to have 
been between 8% and 10%. Therefore, the current prevalence of HCV infection 
among persons with hemophilia is extraordinarily high due to their exposure to 
clotting factor concentrates produced before 1987 and/or blood transfusions 
before 1992.2, 3

However, blood donor screening for anti-HCV antibodies and HCV RNA since 
the early 1990s has nearly eliminated this transmission route. The risk is now 
estimated to be between 1:500,000 and 1:1,000,000 units.2, 3

In the last several years, blood banks have instituted techniques that utilize 
nucleic acid amplification of the hepatitis C virus, which will detect the presence 
of virus even in newly-infected patients who are still hepatitis C antibody-
negative. These techniques are estimated to have prevented 56 transfusion-
associated HCV infections per year in the U.S. since 1999.6

Figure c: Sources of Infection for Persons With Hepatitis C

Unknown

Other

Transfusion  
(before screening)

Injection drug use

60%
10%

20%

10%
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Sexual transmission
Sexual transmission of HCV has been long debated, and is considered to be an 
inefficient transmission route.2, 3, 6

HCV transmission in monogamous heterosexual relationships is considered to 
be a rare occurrence; sources estimate a risk of 0.01% to 5%.2, 3, 6

Factors that may increase the risk of HCV infection include but are not limited 
to: greater numbers of sex partners, history of sexually transmitted diseases, 
unprotected sex and a homosexual relationship. 2, 3, 6

Perinatal transmission
The risk of perinatal transmission of hepatitis in HCV RNA-positive mothers is 
estimated to be 5% or less. In mothers coinfected with HIV this risk correlates 
with immunosuppression and has been described as up to 20%.3

Household contact
The prevalence of HCV among household contacts of people with HCV infection 
is low. Moreover, the study of HCV transmission among household contacts is 
complicated by the difficulty in ruling out other possible modes of acquisition.6

Other causes
Tattooing, as well as many body piercing practices, such as acupuncture and 
ear-piercing, have contributed significantly to the spread of HCV, even in 
industrial nations.1, 3

Needle-stick injuries, contaminated medical equipment, and blood spills in 
health care settings are also responsible for many cases of HCV.1, 3
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epatitis NewsH
Gilead to continue phase 3 trial of Hepatitis C compound without 
change; March 26, 2013 

Gilead Sciences said the phase 3 trial ION-1, evaluating once-daily fixed-
dose combination of the nucleotide sofosbuvir and the NS5A inhibitor 
ledipasvir with and without ribavirin for 12 or 24 weeks among treatment-
naive genotype 1 patients with hepatitis C virus infection should continue 
without any modification. 

The company said the recommendation is based upon the observed SVR4 
rates exceeding the predefined threshold of 60 % and the absence of 
significant safety issues and added that enrolment of the remaining 600 
patients in ION-1 is now underway.

Baby boomers are being encouraged by the Canadian Liver Foundation to 
ask their GP’s for blood work to rule out hepatitis C.

A recent study related to Canadian baby boomers born between 1945 and 
1975 surveyed GP’s across Canada. It found 35% of doctors didn’t know 
much at all, if anything, about the symptoms of Hep C. According to the 
survey, though baby boomers are up to five times more likely to be infected, 
yet are less likely than younger generations to have been tested. Survey 
scores also show boomers know the least about the disease.

The Ipsos Reid survey also concluded 83% of the GP’s agreed patients would 
benefit from more routine screening for hep C.

http://www.nasdaq.com/article/gilead-to-continue-phase-3-trial-of-hepatitis-c-
compound-without-change-20130326-00437#.UVQh6hf-Fe8

http://www.cowichannewsleader.com/news/192106511.html

Hepatitis C tests for baby-boomer generation recommended by 
canadian liver foundation; March 26, 2013 
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Once-daily ribavirin promising for Hepatitis C; March 26, 2013 

For patients with hepatitis C virus receiving triple therapy, once-daily 
ribavirin dosing does not increase gastrointestinal adverse effects, and 
most patients prefer it over twice-daily dosing.

Ribavirin was assessed for adverse effects with once-daily weight-based 
ribavirin compared to the standard/approved twice-daily dosing. Bichoupan 
and colleagues conducted the study. 

They used a structured interview and reviewed patient medical records to 
examine ribavirin dosing, changes in dosing over time, dosing preferences, 
and gastrointestinal (GI) adverse effects such as nausea, diarrhoea, and 
vomiting (GI side effects were chosen because they are known to be more 
related to ribavirin). 

There was no statistical difference between once-daily and twice-daily 
ribavirin dosing in the frequency or percentage of patients with GI adverse 
effects and most patients preferred taking ribavirin only once a day.

Pakistani scientists residing in North America have written to President 
of Pakistan asking him to take steps to expedite the process of producing 
locally manufactured interferon, a drug used to treat hepatitis C patients. 
Over 30 Pakistani scientists living in North America have sent the resolution 
to the President.

In Pakistan, 15 million Hepatitis C carriers, and only less than 2% are able to 
afford the expensive treatment.

While imported interferon injections cost between Rs700-900 each, Dr 
Riazuddin had proposed that an injection can be sold at Rs50.

The resolution has paid rich tribute to Professor Riazuddin Sheikh, who 
has produced interferon locally. In 2008, Dr Sheikh, along with a group of 

http://www.medscape.com/viewarticle/781464

Pakistani scientists living in North America Impel the Pakistan 
president on local interferon production; March 26, 2013
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Pakistani scientists living in North America Impel the Pakistan 
president on local interferon production; March 26, 2013

researchers manufactured a local version of Interferon, which was tested 
by German and US laboratories and declared compatible to international 
standards set by the WHO.

http://tribune.com.pk/story/526525/hepatitis-c-treatment-expatriate-scientists-
weigh-in-on-interferon-issue/

Hepatitis C remote detector promises hope and nothing more;  
March 26 2013

A new device that supposedly detects diseases remotely is being promoted. 
According to an excited report earlier this week in the Guardian, about a 
demonstration of the device in an Egyptian hospital, its developers hope it 
will first be used to detect swine flu and hepatitis C, and later other diseases.

What is being plugged here is hope and nothing more. The device looks 
like a car radio aerial attached to a handle. It is said to work by detecting a 
specific frequency emitted by infected liver cells. It is claimed it can detect 
the disease in a patient from across a room, has never failed to pick up 
the disease in any patient who has it, and wrongly detects hepatitis where 
there is none (a “false positive”) only 2% of the time.

It’s a tough battle to stop misleading promotion and the sale of false hope 
to desperate people. Media outlets and research institutes need to do 
more to make sure they don’t unwittingly become part of that problem.

http://www.guardian.co.uk/science/blog/2013/feb/28/hepatitis-c-detector-sells-hope 
http://www.guardian.co.uk/science/2013/feb/25/scientists-divided-device-hepatitis-c 

Better long-term outcomes with low Hepatitis C viral load;  
March 25, 2013

Low viral load may predict lower recurrence and better survival in patients 
undergoing hepatic resection for HCV-related HCC irrespective of the 
serologic eradication of HCV.
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Better long-term outcomes with low Hepatitis C viral load;  
March 25, 2013

Junichi Shindoh, M.D., Ph.D., of the University of Tokyo, and colleagues 
conducted a study involving 370 patients with HCV-related hepatocellular 
carcinoma (HCC) to determine whether HCV viral load impacts the long-
term outcomes of HCC after curative surgical resection.

The researchers found that patients with low viral load had a 23.7 percent 
higher five-year recurrence-free survival rate than those with a high HCV 
viral load (36.1 versus 12.4 percent). Low viral load was also associated with 
an 18.9 percent higher five-year overall survival (76.6 versus 57.7 percent). 
Patients with a high viral load were 87 percent more likely to develop 
tumor recurrence compared with low viral load patients. The favorable 
results obtained in low viral load patients were not dependent on serologic 
eradication of HCV.

http://medicalxpress.com/news/2013-03-long-term-outcomes-hep-viral.html

Statins lower cancer risk in Hepatitis C patients;  
March 22, 2013

People infected with chronic hepatitis C are less likely to develop liver 
cancer if they are taking cholesterol-lowering drugs, new research from 
Taiwan suggests. However, the report doesn’t prove statins ward off cancer. 

Dr. Hashem El-Serag, a liver disease researcher from the Baylor College 
of Medicine said, until recently many doctors feared prescribing statins 
to people with liver disease, believing they might cause liver-related 
complications. He agreed that the new study should allay those concerns. 
“Do not avoid statins because of underlying liver disease, because you may 
help the statin-related indication, such as cholesterol and heart disease, 
but you may still get additional benefit for reducing the risk of liver cancer,” 
he advised.

http://www.newsmaxhealth.com/Health-News/statins-liver-cancer-hepatitis-C-
cancer-prevention/2013/03/22/id/495918
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With Hepatitis C, Alcohol is a no go;  
March 20, 2013

Hepatitis C infections can increase risks of dying from liver disease linked to 
alcohol consumption.

A recent study by Zobair Younossi, MD, from the Center for Liver Diseases 
at Inova Fairfax Hospital looked at the drinking habits of a group of people 
with hepatitis C liver infections. 

The results of the study showed that, even after only two drinks per day, 
people with hepatitis C have seven times the risk of dying from liver disease 
than people without the infection.

http://www.dailyrx.com/hepatitis-c-infections-can-increase-risks-dying-liver-disease-
linked-alcohol-consumption

Gilead-medivir Hepatitis C drug clears virus in patients;  
March 5, 2013

An experimental drug combination from Gilead Sciences, Medivir AB 
(MVIRB) and Johnson & Johnson (JNJ) eradicated the hepatitis C virus in 
patients with the liver disease in a study. 

The study enrolled 80 treatment refractory patients, who were given a two-
drug mixture of Medivir’s simeprevir and Gilead’s sofosbuvir. The patients 
took the combination for 12 or 24 weeks, with and without the antiviral 
ribavirin.

The interim results showed that among the 10 patients who had been off 
the treatment for 12 weeks, all of them still had their virus suppressed.

Medivir, based in Huddinge, Sweden, is working with J&J to develop 
simeprevir.

http://www.bloomberg.com/news/2013-03-04/gilead-medivir-hepatitis-c-drug-clears-
virus-in-patients.html
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Pfizer stops developing Hepatitis C drug, cites strategic review;  
March 08, 2013

Pfizer has stopped development of an experimental hepatitis C drug, bowing 
out of a hotly contested industry race to introduce the next generation of 
HCV treatments. 

The company decided to discontinue development of PF-00868554, also 
known as filibuvir, following a strategic review, said spokeswoman Victoria 
Davis. She said the decision wasn’t related to any safety issues.

A few years ago, Pfizer’s drug was on roughly equal footing with other similar 
drugs in development. But over the past two years, rivals including Gilead 
and AbbVie have shot to the forefront with drugs showing impressive cure 
rates and other potential advantages over current standard treatment in 
clinical trials.

Meanwhile, Pfizer has cut its R&D spending and narrowed the focus of its 
research efforts to other therapeutic areas, including neuroscience and 
oncology.

http://www.nasdaq.com/article/pfizer-stops-developing-hepatitis-c-drug-cites-
strategic-review-20130308-00568#.UVQ7tRf-Fe8

Roche’s new test to evaluate response to Hepatitis C therapy 
receives US FDA approval; March 07, 2013

The US Food and Drug Administration (FDA) has granted approval to Roche’s 
next-generation viral load test to be used in the management of patients 
with chronic hepatitis C virus (HCV) infection. The COBAS AmpliPrep/COBAS 
TaqMan HCV Test, v2.0 provides a novel dual-probe approach, for an extra 
layer of protection in detecting and quantifying the virus.

The test is designed to accurately determine the amount of hepatitis C virus 
ribonucleic acid (RNA) in order to assess a patient’s response to antiviral 
therapy.

The new HCV viral load test is part of Roche’s complete portfolio of 
diagnostic tests to diagnose, confirm and manage hepatitis C infection. It is 
an in vitro nucleic acid amplification test for the quantitation of hepatitis C 
virus RNA genotypes 1 to 6 in human EDTA plasma or serum. 
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Roche’s new test to evaluate response to Hepatitis C therapy 
receives US FDA approval; March 07, 2013

The test can be used to predict the probability of sustained virologic 
response (SVR) early during a course of antiviral therapy and to assess viral 
response to antiviral treatment (response-guided therapy), as measured by 
changes of HCV RNA levels.

http://www.pharmabiz.com/NewsDetails.aspx?aid=74154&sid=2

Health Canada too warns of serious skin reactions from Hepatitis C 
drug; March 01, 2013

Two months after the FDA issued a safety alert informing about the serious 
skin reactions in patients taking Vertex Pharmaceuticals hepatitis C drug 
Incivek, it is now Health Canada’s turn to alert health-care providers and 
patients.

A public advisory issued by Health Canada on Feb.27, 2013, states that 
Incivek, which is always used in combination with two other drugs - 
Peginterferon alfa and Ribavirin, has been found to be associated with 
serious skin reactions.

The Incivek combination treatment has resulted even in death, warns 
Health Canada.

“Fatal and non-fatal serious skin reactions, including Toxic Epidermal 
Necrolysis (TEN), Stevens Johnson Syndrome (SJS), and Drug Reaction 
with Eosinophilia and Systemic Symptoms (DRESS) have been reported in 
patients receiving Incivek combination treatment,” Health Canada said.

Last December, the FDA added a Black Box Warning for Incivek after reports 
of fatal skin reactions were linked to the drug.

Incivek was approved by the FDA in May 2011 and by Health Canada in 
August 2011 for people with hepatitis C.

http://www.nasdaq.com/article/health-canada-warns-of-serious-skin-reactions-from-
hepatitis-c-drug-20130301-00052
http://www.thestar.com/news/canada/2013/02/28/wonder_drug_recall_health_
canada_warns_of_deaths_from_hep_c_pills.html



Hepatitis Bulletin 5th Edition27

Study shows value of hepatitis C therapy for HIV co-infected patients 
with compensated cirrhosis; February 28, 2013

Spanish research published in the online edition of Clinical Infectious 
Diseases shows the benefits of successful hepatitis C therapy for people 
co-infected with HIV who have compensated liver cirrhosis. Achievement 
of a sustained virological response (SVR) was associated with lower rates of 
progression to decompensated cirrhosis and a lower risk of death.

Patients received dual therapy with pegylated interferon and weight-based 
ribavirin for 48 weeks. The study involved 166 co-infected people with 
baseline compensated cirrhosis received the therapy between 2001 and 
2011. 

Overall, 25% of patients achieved an SVR. A total of 25 people (21%) 
progressed to decompensated cirrhosis. The rate of disease progression 
was 5 cases per 100 person-years.

http://www.aidsmap.com/Study-shows-value-of-hepatitis-C-therapy-for-HIV-co-
infected-patients-with-compensated-cirrhosis/page/2582462/

Hepatitis C patients get the axe as hospitals stop treatment in 
Islamabad, Pakistan; February 28, 2013

Most public hospitals in twin cities have stopped providing treatment to 
Hepatitis patients who cannot afford to pay, putting their lives at stake.

 A source at the Holy Family Hospital Rawalpindi said that the reason 
behind the suspension of treatment was the non-availability of interferon 
injections at many public sector hospitals.

According to a source at the Holy Family Hospital, with ~ 60 hepatitis C 
patients visiting the outpatient department (OPD) every day and in 2012, 
the hospital registered a total of 15,000 patients at the hospital.

http://www.aidsmap.com/Study-shows-value-of-hepatitis-C-therapy-for-HIV-co-
infected-patients-with-compensated-cirrhosis/page/2582462/
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Hospitals in China urged to regulate services following mass 
Hepatitis C infection; February 27, 2013

Chronic HCV linked to hypertension, congestive heart failure;  
February 27, 2013

The Ministry of Health on Wednesday urged local health departments 
and institutions to implement safer practices after 99 people contracted 
hepatitis C at a private clinic.

The incident has exposed serious problems concerning professional 
practices, safety management and infection control at some local-level 
medical institutions.

The ministry urged local health departments to strengthen supervision over 
the service quality and safety of local medical institutions. It also stressed 
a ban on illegally-posted medical advertisements and the contracting of 
medical work to other individuals and groups.

Patients with chronic hepatitis C are more likely to have hypertension, in 
addition to insulin resistance and diabetes, and also are at elevated risk for 
congestive heart failure, according to recent results.Researchers evaluated 
data from 19,741 participants in the National Health and Nutrition 
Examination Survey between 1999 and 2010. The cohort included 173 
patients with chronic HCV, with the remaining 19,568 classified as controls.

Those with HCV also were more likely to have hypertension (40.1% vs. 
28.9%; P=.0201), greater insulin resistance (IR) (44.1% vs. 31.1%; P=.0301), 
and a history of tobacco use (76.2% vs. 29.9%; P<.0001).

 When participants were divided according to age (younger than 65 years or 
65 years and older), congestive heart failure was found to be more common 
among younger patients with HCV compared with controls (3.84% ± 1.50% 
vs. 0.89% ± 0.08%; P=.0467), but not among older patients.

http://www.shanghaidaily.com/article/article_xinhua.asp?id=127916

http://www.healio.com/hepatology/chronic-hepatitis/news/online/%7BDC6778C8-
6CDF-4A9F-BC76-7AB5B1E32161%7D/Chronic-HCV-linked-to-hypertension-congestive-
heart-failure
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Global Snapshot of HCV
Prevalence and genotype distribution

Key
Genotype 1

Genotype 2

Genotype 3

Genotype 4

Genotype 5

Genotype 6

HCV
Prevalence

<1%

1-1.9%

2-2.9%

>3%

Not Studied

Genotypes 1-3 have a worldwide 
distribution, with 1a and 1b 
accounting for 60% of global 
infections

Several countries in Europe have 
reported <1% of HCV prevalence, 
Italy being an exception 
with 3 to 5% prevalence

•   Egypt has the largest burden of HCV
     infection in the world, with a prevalence 
     rate of 14.7%

•  Approximately 20% of Egyptian blood 
    donors are anti-HCV positive

•   Genotypes 4 is found in Middle East, 
     Egypt and central Africa

•  Genotype 5 is almost exclusively found 
     in South Africa

14.7%

60% <1%

G4

G5


