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B CRAFRESENBEITEY 44% » FBATRME TE 24-90% ° vx&wﬂ—wﬁ%
(peginterferon alpha 2a/2b) &1 4t/ & 4 F &R (ribavirin) K &R » & A& B 7] 89432 % B A
(standard of care; SOC) o B #9 : #t — A& WA A A9 BLEL » RATLJA T AR M C AT X 89 SOC
& —HE F R R IR P BT SR F (low withdraw rate) 89 & » BE R LAESIR BB G R 45 5] AT
BBBAR RO RBIETEG BA B T ABEGEE - RMOFDHAE T EH M4 F 1A 1A
ERFI0A31 BIM 6B @NRLEL T odEBMHASOC HEF22BMHCH
FRBZE BFRTIEBF—AREAARARG 124] > fESRLERENM KB HCV RNA &
Bl #& %45 L 34 M % F R (sustained virological response; SVR) 89 8 %14 » XA & 4 Hu
A o TR SOC B9 B A 202 4] » X P H 12 6] (6%) B &% D24 HGER R
B REH 190 #3HZ SOC P RE éﬁ‘kﬁ'}%/\ﬁ 157 %) » AiEZTHRELEREBAR
#FZSOCH33H » MARME AP KRG EHRAYRA > BHZ SOC A SVR # £ 43 #l
(56%) > A#EZ T&FE BB BAERIEZ SOC A SVR & 15 4] (48%) o £ FH =R igjm A&
RARR A 70 4] (88%) £ 2 ] (100%) ° WK EE R AGF K F » £ HEFHFA » I RBEAHIEM C
AR A BERARGERH - —RARFHRBNFESRERAGEN C U KR ESITIENR,
BAHRE AR » AR M C AT X B F B R AT RACEITR G BIR o

B8##53 : Chronic C hepatitis
Standard of care
Sustained virological response
EEBM (Ribavirin)
RREITEZR (Peginterferon)
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18 1% C B 58 g2 Sty & e g A R
RE > RIRPEPAHE 3% i o BHCc Y
T 0% 5 Y1215 80% /oA 109k A Erisi s nki 18
PERGLE > i B K B8 PE ¢ AU & 55 /Bl
BB ERRAEAR > (HA T 20% #9956 BAE
TE1% 1Y 20 5 P9 & 32 W7 A AL I R AR AL 2 e
i AR L R E AR TN A 20% LI L &rE
B A LR e R — A 58 A
(I ELZRHITA 1% B 4% o TERGIR LIRS T
% 3 (peginterferon alpha 2a BX 2b) & f [T AR 1T
T 75 S5 W) EE BB AR (ribavirin) 2 1A 98 18 14 ¢ 7Y
FF &0 A > B2 BT HERRBE (Standard Of
Care; SOC)* » HATEREIE R RED 92 4 10 AR
IRRETTRIIE 1 C BUM R in BEa i 2 LK (3
figg— ) > W BAERRR ERE 18 M ¢ AU AR
FEHE RASHN » SRR S — R RHE R B X
Jf (Sustained Virological Response ; SVR) ( af fi#
TR 77% (76-80%)% 0 FE R AU ZE —RIE) SVR
7 84%-95%"" o Ft LAAR TR Fe A & LA MAE G
PRS2 M ¢ BIRF & SOC W ERRREEE T » 38—

fise P RH B il BE St R B AE 18 1 C YT R B T6EH%
BLUL » WAEHRAREE RS (GGEE= s [ —) T
A HE BLAT I % R B Rl AH AL BC & - SR
BRI 15 SR BRI A RE % soC AL
iR - B L 18T C BT 295 g5 21 58
SEEMIBRIE - BERME C BT 25 R E AT REAL
BLfTRERIRES,. > B B RSB -

JIRER
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941 H 1 HFEZE 98 10 A 31 H
1k > TERFERIEEEER L » I 1,672 (181 C
TR 28 0 A 4252 T35 & B2 SOC »
Hrpf 222 HIHEBATZIE - DS ARWF5ER
FHR o HEBR T IR — AU A R KR
12 51 > BELA B B i 18 F Bk 3R H R 5
E| SVR 1Y 8 il 8 > Ho ek 202 AR AL 2T

MIRTTA
HAPHREIINE T  ICEEA BT 1A B R

W1E It C RUAT 2890 8 - IR IR 7 92 5 10 A B
IEREATRIIE M C BURTF G FREA B T B 5 T

Reimbursement Criteria of HCV Therapy
(Taiwan National Health Insurance)

HCV RNA(H)
ALT> 1x ULN

‘Week 4
RVR (1)

® Re-treatment is allowed once
for relapser but not for non-
responder.

® Previous criteria: 24 wks

RVR () SOC for all genotype

Week12 EVR()

v

EVR()

PeglIFN + SD PegIFN + SD
RBYV for 24 weeks

RBYV for 48 weeks

{ Stop treatment ‘

Abbreviations: SOC: standard of care; RVR: rapid virological response; EVR: early virological response;
PeglFN: peginterferon; SD RBV: standard dose of fibavirin.
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Yu ML & Chuang WL. J Gastoenterol Hepatol 2009; 24:336-45.
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3202 il #2532 SOC » H 12 B (6%) [K £
BB EINE TR G & s s
BEEH 157 1 (78%) » AHEEZIEREHEIR IR R -
MR EZIGEE A 33 6 (16%) ° —3H 190
B2 5284 SOC (1B = ) » Hd » HREETE
B33 A HEZREE B IE SOC G »
15 A IFN + ribavirin 8 & 158 27 A~
R A% peglFN B —15# 1 A ~ BEL RSN pegIFN +
ribavirin f & V68 5 A (IRERFE] 2= /R 24
) e

{5 REEZBBRR NG R 77
1 (49%) » 115538 LL 9 A K SOC $257 16-48 3G
HE 0 1A SVR & 43 1l (56%) » MER KA —
B804l (51%) 11 » 5 SVR HIIE =15 70 151 (88%) ©

FIREEZIRHAIR A 33 Bl > 2% B0 S R 2
— R 31 4 (94%) » #2532 SOC 16-48 JHIGH# »
1 SVR & A 15 6] (48%) » MAERERI A —
AU 2 5] (6%) » 4% 5 SOC 16-48 A 15 E 1% » 2
% (100%) A SVR (&= ) -
ARG RS R AT AL A 12 B (6%)
K] o M8 vk 2 A2 iR R R RIE FH TR H a0 TR
0§ SOC HYR ATE S KA 25 — AU 2 77 9l Eb
HRIS0 FIE 12 1.04 > T EEKIAIEE — R
IR EIE A 0 #8425 SOC M SVR /& 43
B (56%) » HiRE#E S SOC A SVR EiE
15 51l (48%) ° £ 55 — TR A o 2R 8 vA %6 »
#8422 SOC 1fifH SVR & /& 70 il (88%) * AR
R 25 SOC 1M SVR & /& 2 il (100%) ©

5y &M

F MRS 2 T PE C AT AR A ]
R MR EE LT WA S - BRI
= DU B AT - 3 LR =
5\ 6 5100 P C 5 45 1 B o T 8 3
ST M o 15 5 B PE C BT 25 1B 17 K R

Flow chart for enrolment of patients

1672 CHC patients treated with SOC in one institute
from Jan 1, 2005 to Oct 31, 2009

222 (13.3%) Treated by the single hepatologist

20 Were excluded

12 With genotype other than 1 or 2
8 Without SVR evaluation

202 (90.9%) Were enrolled with SOC

— | *12 (6%) Withdraw treatment due to intolerence

Naive group, 157 (78%)

**Retreatment group, 33 (16%)

Abbreviations: CHC: chronic hepatitis virns C; SOC: standard of care; SVR: snstained virological response;
* Treatment doration shorer than 16 weeks; * *Represent those patienis who failed before with interferon plos ribavitn.
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Flow chart of SVR achievement rates of enrolled patients
based on treatment model and genotype

Naive group, 157 (78%) *Retreatment group, 33 (16%)
Genotype 1 Genotype 2 Genotype 1 Genotype 2
patients, 77 (49%) patients, 80 (51%) patients, 31 (94%) patients, 2 (6%)
Treatment doration Treatment duration
16-48 weeks 16-48 weeks
SVR NSVR SVR NSVR SVR NSVR SVR
43(56%) | |34(d4%) | | T0(88%) | | 10(12%) | | 15 (48%) 16 (52%) 2 (100%)
Abbreviations: SVR: sustained virological response; NS VR: nonsustained virological response ;
*Represent those patients who failed before with interferon plus ribavidn.
B= : KIBeBERIRERENRERNFETREREDHE -
Roadmap for
Individualized HCV Therapy
SD: 1000 1200 mg/a | Naive CHC patients |
LVL: HCV RNA < 400,000 IW/ml at wk 0 I
RVR: HCV RNA < 50T0/ml at week 4 I
EVR: HCV RNA <50 IU/mlaf week12 ‘ HCYV genotype 1 or 4 ‘ ‘ HCYV genotype 2 or 3 ‘
Baseline I
LVLand
Week 4 HVLor - RVR(1) RVR(-)
RVR(H) RVRO)
]
| |
Week12 EVR(Y) EVR()
v
PeglIFN + SD PeglFN + SD Step PeglIFN + 5D PeglIFN + SD
RBYV for 24 weeks || RBVifor 48 weeks treatment RBYV for 16 weeks RBYV for 24 weeks

Abbreviations: CHC: chronic hepatitis vims C; LVL:low viral load; HVL:high viral load; RVR: rapid virological response;
EVR: early virological response; PeglFN: peginterferon; SD RBV: standard dose of ribavirin. .
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196 FR#AR 3R¥E R

4.4%" > Wi BAE R GBI » Q0289 R e
H o HEY R N] i 66.4%-89.8% " o T 1B Y
SR BT AR M o H ¢ BURF R 0YR B PLRERS
PEART]5E 24~90%'>'° ©

i H A C BT R R AR LA 6 @
FEARE (THIZ1~2~3~4~5~6) HHHH
50 % F A AR R o 32 2Ly RH R G TR A 212
P C U 209 73 {1 175 350 L4181 A b v e ) o 1 K
P8 %7 o EFEKIAY 1a ~ 1b ~ 2a ~ 2b 1 3a f2 2 1
Gt C BT R ER AR R A > LH R E KA
1b 7E2 U E » BAEm R a0 H A ~ 5
i~ PR B S T S T AR R R R o i3
K7 22 B 2b fEH A V7 ~ B2 " ~ BEHE VIR
ARG Y o AR TIREE I Fe h m] 553 2
Y B AL A (b B 22 AU > TER A1
FLKAY 1b B 2a 52 50-60% Hil 30-40% 5 EILE
72 60-70% 51 10-15%'"*" o TERRIR LA #R T
7 AT 35 R HU A ] 177 A5 i 1L 1) 72 1) B s SR )
AN o Bt LA AN g R EUE B L6 77 = (5E
= s &Y ) > FRERERAY 1 8045 7E56 4 B8
HIH RVR El LVL(low virus load 5 15K /% & & :
RNA ] & <400,000 IU/mL) » 2% SOC 24 i >
{H/2 RVR &1 8¢ HVL(high virus load 5 1598 %
& : RNA & >400,000 TU/mL) & * 745 12 54
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Treatment Effects of Standard of Care for Chronic
Hepatitis C in Real World:
A Personal Experience of A Hepatologist in
A Medical Center in Southern Taiwan

Chao-Tung Chen', Yuan-Hung Kuo?, Chih-Fang Huang', and Sheng-Nan Lu**

'Department of Family Medicine,
“Division of Hepatogastroenterology, Department of Internal Medicine,
Chang Gung Memorial Hospital-Kaohsiung Medlical Center, Kaohsiung, Taiwan;
School of Medicine, College of Medicine, Chang Gung University, Taoyuan, Taiwan

In Taiwan, prevalence of chronic hepatitis C virus (HCV) infection was 4.4%. But it could be 24% to 90% in
some endemic areas. Combination therapy of peginterferon alpha 2a/2b plus ribavirin is the current standard of
care (SOC) for patients with chronic HCV (CHC). Objectives: From the viewpoint of General Medicine (GM) physi-
cians, we should recognize that SOC for CHC patients was a therapy with high sustained virological response (SVR)
rate and low withdraw rate. To elucidate the therapeutic benefit of SOC in real world, the experience for CHC
treatment by a hepatologist was analyzed. From Jan 2005 to October 2009, 222 CHC patients underwent SOC by
a hepatologist in a medical center in southern Taiwan were studied. Those who infected with genotypes other than
genotype 1(G1) or genotype 2(G2) (n=12) or not tested for HCV RNA after end of treatment (n=8) were excluded.
We enrolled 202 cases into analysis. Twelve (6%) patients quitted therapy for intolerable side effects. Among the
190 patients with completed treatment, 157 cases were naive patients and 33 cases were retirement patients. The
sustain virological response (SVR) rate was 56% and 88% for G1 and G2 naive patients, and 48% and 100% for
retreatment patients, respectively. This clinical observation showed that the SOC for CHC patients was effective
method in real world. The General Medicine physicians should transfer CHC patients who meet criteria of SOC to
hepatologist for decreasing the risk of development of liver cirrhosis and hepatocellular carcinoma in CHC patients.
(J Intern Med Taiwan 2011; 22: 192-198)



