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Abstract: 

Entecavir needs longstanding organization. Treatment with pegylated interferon results in a substantial decrease 

in hepatitis B surface antigen (HBs Ag) levels. The current review should investigate the well-being and viability 

of adding PEG-IFN-𝛼-2a to entecavir with a view to discontinuing entecavir. The overall of 26 cases cured 

through entecavir received additional treatment with PEG-IFN-𝛼-2a (90 𝜇g each week) for 49 weeks. Our current 

research was conducted at LGH, Lahore from April 2018 to March 2019. The viral reaction (VR) was 

characterized by a decrease of more than half of the baseline hepatitis B surface antigen (HBs Ag) level at 72 

weeks from the start of treatment. The complete reaction (CR) was characterized by decreased levels of HBs Ag 

<100 IU/mL. The hepatitis B e antigen (HBe Ag) seroconversion rate was 25% (2/8), and the VR rate remained 

53% (12/23). An OR was observed in four cases (17%). Though, the CR degree in baseline cases with HBsAg 

<2000 IU/mL and HBeAg-negative cases was half (4/8). The univariate examination indicated that the decrease 

in HBs Ag at week 12 was primarily related to VR. The area underneath elbow remained 0.849. The addition of 

PEG-IFN-𝛼-2a to entecavir limited viability. The drop in HBs Ag at week 13 might be the valuable indicator for 

VR. 

Corresponding author:  

Dr. Farayah Shafqat, 

WMO, Bahawal Victoria Hospital  

  

  
 

 

Please cite this article in press Farayah Shafqat et al., Viability Of Adding PEG-IFN-𝛼-2A To Entecavir With 

A View To Discontinuing Entecaviry., Indo Am. J. P. Sci, 2020; 07(03). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

QR code 

 
 

http://www.iajps.com/


IAJPS 2020, 07 (03), 140-143                   Farayah Shafqat et al                 ISSN 2349-7750 
 

 

w w w . i a j p s . c o m 
 

Page 141 

INTRODUCTION: 

The present standard cure for cases by constant 

hepatitis B is pegylated interferon alpha-2a or 

nucleoside analogues (NA). Nucleoside analogues 

specifically repress viral DNA replication in 

addition are incredibly well protected in addition 

operative [1]. In Pakistan, entecavir was affirmed 

through national medical coverage in 2008. 

Currently, it is the most commonly used NA in 

primary care because of its safety against infections 

and lamivudine [2]. However, because the risk of 

relapse of extreme hepatitis after suspension is high, 

long-term planning remains required. In addition, 

the long-term organization of entecavir poses 

significant problems, such as the enlarged danger of 

safe infections, safety concerns, teratogenicity and 

high medical expenses [3]. Interestingly, despite the 

fact that the antiviral impact of interferon is lower 

than that of NA, IFN triggers antiviral resistance and 

may lessen the level of hepatitis B surface antigen 

(HBs Ag) compared to entecavir. In 2003, Serfaty et 

al. for the initial time clarified that subsequent 

treatment with lamivudine and IFN-𝛼 can trigger a 

sustained virologic reply, counting HBs 

seroconversion, in cases with persistent hepatitis B 

who do not respond to IFN-alpha alone [4]. Chen et 

al. found that long-term treatment with IFN-alpha 

mixed with NA resulted in tall levels of HBs Ag with 

an E margin. Strikingly, Kittler et al. showed that 

PEG-IFN-𝛼-2a supplementation produced 

seroconversion to HBsAg in 2 out of 14 cases [5]. 

 

CASES AND METHODS: 

Cases. Our current research was conducted at LGH, 

Lahore from April 2018 to March 2019. The over-

all of 26 cases treated by entecavir received 

additional treatment with PEG-IFN-𝛼-2a in our 

emergency clinic between April 2018 to March 

2019. Cases were enrolled if all of the 

accompanying criteria were met: HBsAg level > 100 

IU/mL; 20 years of advanced age or older; 

granulocyte control > 1500/mm3; total platelets > 

70,000/mm3; and hemoglobin (Hb) level > 10 g/dL. 

Criteria for avoidance were liver deception or 

malignancy, use of shosaikoto (a common Chinese 

drug), irremovable coronary artery disease, and wild 

psychoneurotic disorder. All recruited cases 

underwent a gastric ultrasound and a complex 

recorded CT scan for cirrhosis of the liver and 

hepatocellular carcinoma (HCC) several months 

prior to the start of treatment. Cirrhosis of the liver 

was determined clinically using morphology to 

determine entry hypertension, e.g., portosystemic 

shunt or hypersplenism on liver imaging or 

histology. Treatment regimens. The standard portion 

of PEG-IFN-𝛼-2a (Pegasus_; Roche, Basel, 

Switzerland) in Pakistan has been used90; 𝜇g. PEG-

IFN-𝛼-2a was monitored subcutaneously once 

weekly for 48 weeks. A 0.6 mg dose of entecavir 

was administered significantly on a daily basis after 

additional treatment through PEG-IFN-𝛼-2a. PEG-

IFN-𝛼-2a was administered according to the 

accompanying criteria: (1) Hb < 9.6 g/dL; (2) 

granulocyte count < 500/mm3 , or platelet count < 

25,000/mm3 ; and (3) physician referral due to 

adverse circumstances. Treatment may be resumed 

if cytopenia improves. If there was no improvement 

in hematologic parameters or adverse circumstances 

within approximately one month, treatment was 

suspended.  

 

Analysis of the facts. The issue of the viability of 

treatment was resolved through a Treatment Waiting 

Investigation (TWI) that involved cases who did not 

comprehend planned treatment. The prescience 

variables for VR were also decomposed using the 

TTI survey. The Mann-Whitney U-test remained 

applied to dissect nonstop factors. The final Fisher's 

assessment or Chi-square test remained applied to 

decompose the net cut-off factors. Each ideal cut-off 

estimates for constant factors anticipating VR was 

chosen by the Youden index strategy based on the 

manifold working quality curve. The consistency of 

the VR of critical contributors was assessed by 

estimating the region below the bend. Affectability, 

explicitness, positive prescience value, negative 

prescience value and VR accuracy were determined. 

Estimates from 𝑝 < 0.06 were considered critical. 

The measurable programming used was the SPSS 23 

adaptation for Windows. 

 

Table 1: Case’s baseline features (𝑛 = 26). 

 

Body weight (kg) 64.5 (45.0–110.5) 

Body mass index (kg/m2) 23.2 (17.9–32.3) 

Age (years) (range) 47 (30–65) 

HBe Ag positive 1379 (371–2410) 

HBV-DNA (log IU/mL 2.1 (0–2.4) 

Genotype B/C 2 (9%)/21 (91%) 

Duration of prior entecavir (days) 8 (35%) 
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RESULTS: 

Baseline Background Factors: The attributes of 

the patient gauges are summarized in Table 1. 

Efficacy of remedies. Seroconversion to HBe was 

found in 4 cases (28%). Although no disappearance 

of HBsAg was observed, a CR remained detected in 

6 cases (19%), and altogether remained HBeAg-

negative cases. The CR rate in HBeAg-negative 

cases was 29% (4/17). The VR rate was 56% 

(13/27). A review of HBeAg levels in the VR and 

non-VR sets is shown in Figure 1. Changes in 

HBsAg levels in cases with a whole response are 

shown in Figure 2. The CR rate in cases with HBsAg 

<2000 IU/mL and HBeAg-negative cases was half 

(5/10).  

 

Table 2: Contrast of pre- and on-cure aspects among viral response and no viral response sets. 

 

Factors  No VR (𝑛 = 12) VR (𝑛 = 14) 𝑝 

 BMI 56.6 (45–110.5) 65.9 (53.0–91.0) 0.105 

Age (years) (range)  44 (30–65) 52 (36–62)  0.213 

Sex (male/female)  6/5 10/2 0.194 

History of HCC cure  2 4 0.642 

Genotype B/C 2/12 1/11 1.001 

Prior interferon treatment  6 2 0.194 

Duration of prior 

entecavir  

1320 (371–2410) 1831 (560–2275) 0.192 

 

Factors Contributing to VR and VR Prediction. 

Examinations of factors before and during treatment 

between the VR and non-VR groups are shown in 

Table 2. Age, sex, duration of pre-treatment with 

entecavir, HBe Ag inspiration, HBV genotype, HBs 

Ag level, and interleukin-28B polymorphism were 

not significant. Among the cure issues, the lessening 

in HBs Ag levels at weeks 13 and 17 was a major 

determinant of VR. AUC estimates as indicated by 

the huge contributors to VR are shown in Table 3.  

Well-being and tolerability. The general 

antagonistic opportunities remain revealed in Table 

3. The 39-year-old woman finished PEGIFN due to 

arrhythmia 36 weeks after starting treatment. She 

did not progress in age, nor did she have cirrhosis. 

 

Table 3: Areas under curve rendering to substantial contributing aspects for viral reply. 

 

Aspects  AUC 𝑝 value 96% CI 

Percentage reduction of HBs Ag at week 12  0.006 0.849 0.687–1.001 

Ag at week 16 Percentage reduction of HBs 0.008 0.835 0.687–1.000 

ALT 0.035 0.762 0.561–0.962 

 

DISCUSSION: 

This is the first report of additional treatment with 

PEG-IFN-𝛼-2a in Pakistani cases treated with 

entecavir. Liaw et al. found that 180 𝜇g PEG-IFN-

𝛼-2a was strong and valuable for cases infected with 

HBV genotype B or C, and 90 𝜇g was strong [6]. 

Similarly, the 180 measurement 𝜇g PEG-IFN-𝛼-2a 

has been used in admixture with NA in many 

countries [7]. In the present investigation, in any 

event, a measure of 90 𝜇g PEG-IFN-𝛼-2a was used 

in light of the fact that it was prescribed by a 

Pakistani preliminary clinical trial of PEG-IFN-𝛼-2a 

as monotherapy for cases with constant dynamic 

hepatitis B [8]. In addition, it was considered safer 

by contrast and a portion of 180 𝜇g, which is also the 

suggested portion for cirrhotic cases with hepatitis C 

infection in Pakistan. The rate of suspension due to 

adverse impacts in this review is low (5%). In 

addition, despite the manner in which 11 cirrhotic 

cases were retained for this review, there was no 

suspension in cirrhotic cases [9]. Subsequently, this 

routine was considered protected. Since peak 

fibrosis is fundamental in more established cases 

with intermittent HBe Ag negative hepatitis and 

since NA is primary cure for cirrhotic cases, the 

extent of mature, cirrhotic cases accepting long-term 

entecavir therapy is moderately high compared to 

cases with intermittent HBe Ag positive hepatitis. In 

this way, the lower 90 𝜇g measurement of PEG-IFN-

𝛼-2a for additional treatment would be a protected 

and progressively quantifiable portion in all cases 

for mature and cirrhotic cases accepting continuing 

entecavir therapy [10].  

 

CONCLUSION: 

On balance, the addition of PEG-IFN-𝛼-2a to 

entecavir is protected, nonetheless its viability is 

restricted. The decrease in HBs Ag at week 12 could 

be very suitable indicator for VR. The best 

candidates for adding of PEG-IFN to entecavir 

suspension could remain individuals who remain 
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HBe Ag negative also have low HBsAg levels 

(<2000 IU/mL). 
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