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& Abstract

ABSTRACT

Introduction: Liver transplantation is the only curative treatment for
ESLD and HCC. Liver disease resulting from chronic HCV infection
is the leading indication for liver transplantation. For patients with
detectable HCV-RNA levels at the time of transplantation,
postoperative recurrence of HCV infection was “immediate and
universal.” Recurrent HCV infection follows an aggressive course
and re-transplantation frequently is associated with a poor outcome.

Aim of the work: To compare between different available regimens of
DAAs (sofosbuvir/ daclatasvir and sofosbuvir / ledipasvir) regarding the
efficacy and safety for treatment of compensated recurrent hepatitis C Virus
infection after liver transplantation in Egyptian patients.

Patients and methods: This prospective study was conducted on recipients,
who underwent living donor liver transplantation in Ain Shams Center for
Organ Transplantation (ASCOT) at Ain Shams University Specialized
Hospital (ASUSH), Cairo, Egypt between June, 2016 and May, 2017. Data
of the recipients, who underwent living donor liver transplantation during
the study period, were reviewed and the patients who fulfilled the inclusion
criteria were enrolled into this study. The patients who fulfilled the
inclusion criteria and received antiviral treatment were followed up monthly
during their treatment and after finishing treatment for at least 3 months.

Results: Treatment of HCV recurrence in liver transplant recipients with
SOF+DCV+RBV or SOF/LDV+RBYV seems to confer high rates of SVR.
There was no difference between both regimens regarding adverse events.
Prolonged treatment of HCV recurrence after LDLT (24 weeks) was
significantly associated with a higher SVR (P=0.035).

Conclusion: Adding RBV to antiviral regimens in the treatment of
HCYV recurrence in liver transplant recipients doesn't seem to add to
the efficacy of DAAs. Adherence to prolonged course of antiviral
treatment (24 weeks) when treating HCV recurrence post liver
transplantation seems to be associated with higher rates of SVR than
shorter course (12 weeks) with no increase in the incidence of
adverse events or rejection episodes.

Keywords: Liver transplantation, HCV recurrence, DAAs.
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& Introduction

INTRODUCTION

Liver transplantation (LT) is the only curative
treatment for end- stage liver disease (ESLD) and
hepatocellular carcinoma (HCC) (Freeman et al., 2008).

Hepatitis C virus (HCV) is a major cause of chronic
hepatitis and liver cirrhosis and has been recognized as a
potent risk factor of carcinogenesis and/or recurrence of
HCC (Shindoh et al., 2013).

Mohlman and colleagues in 2015 stated that, the
prevalence of the two major biomarkers of HCV (the anti-
HCV antibodies and HCV RNA) seropositivity in Egypt is
estimated at 14.7 % and 9.8 %, respectively, in the general
population; but it is much higher among those over age 50
(> 35% for anti-HCV antibodies and > 25% for HCV
RNA).

Liver disease resulting from chronic HCV infection
is the leading indication for liver transplantation in the
United States, Europe and Japan. For patients with
detectable HCV-RNA levels at the time of transplantation,
postoperative recurrence of HCV infection was “immediate
and universal.” Recurrent HCV infection follows an
aggressive course and retransplantation frequently is
associated with a poor outcome (Curry et al., 2015).

LT recipients with chronic HCV infection have a
lower graft survival than patients with non-HCV

1)
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indications for transplantation (Thuluvath et al., 2010).
Many of these graft losses are related to recurrent HCV
disease (Terrault et al., 2014). Without appropriate
antiviral therapy, 10% to 25% of patients develop cirrhosis
within 5 years after transplantation (Velidedeoglu et al.,
2004).

Antiviral therapy could be administered before
transplantation or early post-transplantation to suppress
viral replication and reduce the risk of recurrence.
However, this strategy is limited by poor tolerance and
drugs side effects (Bzowej et al., 2011). Frequently,
antiviral therapy is initiated when HCV recurs to obtain
viral eradication and/or reduce disease progression (Roche
and Samuel, 2012).

The previously recommended treatment for HCV
infection was a combination therapy consisting of
pegylated interferon (Peg-INF) alpha and ribavirin
(RBV)(Ghany et al., 2009).Interferon (IFN) based
combination therapy was commonly administered to
prevent the progression of hepatitis C after LT, but its
efficacy in LT recipients was limited (Ueda et al., 2014).

The emerging novel antivirals should optimize the
treatment options, especially for difficult-to-treat patients,
such as those who are suffering from advanced liver
diseases or other co-infections and who have poor response
rates to current regimens (Qian et al., 2016).

(2)



