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Abstract
Background/Aims: A rapid decrease in liver inflammation following hepatitis C resolution can 
account for hepatocellular carcinoma recurrence. The aim of this study is to provide further evidence 
to support this theory.

Methods: Viral load and liver function at days 0, 7, 14 and 28 of therapy in 79 patients with hepatitis 
C treated with direct-acting antivirals, and at days 0 and 28 in 19 patients treated with interferon 
and ribavirin.

Results: Baseline viral load was 6.2 log in patients treated with direct-acting antivirals and 6.3 log in 
patients treated with interferon and ribavirin (p= 0,502); on day 28 these values were 0.2 log versus 
2.3 log (p<0,001). At baseline, AST was 82.1 IU in the Direct-Acting Antivirals group vs. 55.9 IU in 
the interferon and ribavirin group (p<0.016). After 28 days, AST fell to 30.0 IU in the former group, 
below the 51.1 IU values observed in the latter (p<0.002). AST decreased in 76 (96%) patients in the 
Direct-Acting Antivirals group but only in 11 (58%) in the interferon and ribavirin group (p<0.05). 
Viral load decreased 4 log on day 28 in the interferon and ribavirin group; this result had been 
reached on day 7 in the Direct-Acting Antiviral group.

Conclusion: Direct-acting antivirals induce a major decrease in viral load and inflammation than 
interferon and ribavirin by the end of the first week of therapy. This effect may have some influence 
on the immunologic surveillance of inflammatory cells and promote neoplastic recurrence.
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Introduction
Recent retrospective studies have found an unexpectedly high probability of hepatocellular 

carcinoma (HCC) recurrence in patients treated with Direct-Acting Antivirals (DAA); de novo 
HCC and even extra hepatic malignancies can also be more frequent in this setting [1-4]. The 
exact biological and biochemical pathways that result in HCC in patients with cirrhosis have not 
been fully understood to date, but Hepatitis B Virus (HBV) and Hepatitis C Virus (HCV) seem to 
play an oncogenic role. Once the tumour has been diagnosed, few patients can undergo a curative 
treatment either because the patient is too old, the tumour is too big or the liver function is too 
poor. Even in the cases where a curative treatment is performed, recurrence remains very high [5]. 
A recently formulated hypothesis for the even higher probability of recurrence in patients treated 
with DAA suggests that after a massive eradication of HCV in a short period of time, there is a rapid 
disappearance of immune cells and mediators that accumulate in the liver to control the infection. 
This situation would disrupt the immunological surveillance over the so far few remaining tumour 
cells, giving rise to a multifocal and often fatal HCC [6]. The present study aims to add further 
evidence of the rapid, intense decline in viral load in patients treated with DAA compared with 
pegylated interferon plus ribavirin (PEG+RBV), thus supporting the disruption of immunological 
surveillance as a hypothesis for HCC recurrence.
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Patients and Methods
Patients treated with PEG+RBV

We reviewed 100 patients treated for HCV before the advent 
of the first DAA (2013). Indications for treatment were those 
presently accepted in clinical guidelines, in brief: any degree of 
liver fibrosis in the absence of decompensated cirrhosis, severe 
anaemia, leukopaenia or thrombocytopenia, uncontrolled thyroid 
or psychiatric disease, any immune disease or severe comorbidity. 
In all cases, fibrosis was estimated with the FIB4 score or Transient 
Elastography (Fibroscan Echosens 402) (TE) if available, HCC was 
ruled out by ultrasonography, and standard liver function tests, viral 
load and genotype were determined before starting and after 28 days 
of treatment. From these 100 patients, we selected those 19 who had 
been compliant with medication, had completed at least one month 
of therapy and had shown response to therapy as estimated by at least 
a 2 log decrease in viral load after 28 days of therapy. In these patients, 
viral load and standard liver function tests were determined on days 
0 and 28 of treatment. 

Patients treated with DAA
This study also includes the first 79 patients treated with DAA in 

our hospital in 2015. Indications for treatment were advanced (F2 to 
F4) fibrosis, human immunodeficiency virus coinfection, renal failure 
or extra hepatic manifestations of HCV infection irrespective of the 
degree of fibrosis. TE was available in all cases. As in the PEG+RBV 
group, blood samples were obtained on days 0 and 28 of treatment. 
In order to monitor liver function and viral load in these first 
patients, additional blood samples were obtained on days 7 and 14 
of treatment. All DAA regimens included sofosbuvir in combination 
with simeprevir in 54 patients (68%), ledipasvir in 18 cases (24%) and 
daclatasvir in 6 (8%). Ribavirin was added when necessary according 
to clinical guidelines. In 1 patient (1%) sofosbuvir was combined only 
with ribavirin.

Table 1 compares the clinical and analytical data of the 79 patients 
treated with DAA and the 19 patients treated with PEG+RBV at 
baseline and on the first 28 days of therapy. 

Sample Size
To ensure a statistical power of 80% in order to detect differences 

in the contrast of the null hypothesis through a two-tailed chi-square 
test for two independent samples with a level of significance of 0.05, 
and assuming that the proportion of patients with a decrease in serum 
transaminases in the DAA group is 90% and the proportion in the 
PEG+RBV group is 60% in an 8:2 ratio, 68 patients had to be included 
in the DAA group and 17 in the PEG+IFN group. 

Statistical analysis
Quantitative variables are shown as mean and 95% confidence 

interval and categorical variables as absolute and relative frequencies. 
For the bivariate analysis the Student t-test was used for continuous 
variables with normal distribution or the Mann-Whitney non-
parametric test otherwise. The chi-square test and Fisher's exact test 
were used for categorical variables. The level of statistical significance 
was two-sided 5% (p < 0.05). The SPSS v.22 (IBM Corporation, 
Armonk, New York) was used for statistical analysis.

Ethical considerations
Approval from an independent Ethics Committee for Clinical 

research (Ethics Comittee “Fundació Unió Catalana d'Hospitals”) 
was obtained. This study was conducted in accordance with the 

principles of the Declaration of Helsinki. All data were recorded in 
an anonymous database. Informed consent was obtained from all 
patients.

Results
Our study shows that at baseline, patients in the PEG+RBV group 

were younger, had less advanced fibrosis and less inflammation of 
the liver as estimated by AST than patients in the DAA group. 
By contrast, both groups were similar with respect to genotype 
distribution, serum bilirubin and serum albumin. There was a 
higher proportion of males in the PEG+RBV group than in the DAA 
group. After the first month of treatment, AST levels had decreased 
to less than half of the initial values in the DAA group while they 
remained unchanged in the PEG+RBV group. Viral load plummeted 
after the first week of treatment in the DAA group to a level that 
had hardly been reached by patients treated with PEG+RBV after 4 
weeks of therapy, an observation which is especially relevant when 
clinical conditions such as older age and more advanced fibrosis 
were considered to be adverse predictors of response [7]. The sharp 
decrease in viral load observed after the first week of treatment in the 
DAA group sloped down softly until day 28. Other parameters that 
estimate liver function, such as serum bilirubin and serum albumin, 
remained similar in both groups at baseline and after 28 days of 
treatment, although there was a tendency to an increase in serum 
bilirubin in patients treated with DAA, probably related to the use of 
protease inhibitors. These results show that DAA cause an extremely 
rapid decrease of the inflammatory reaction to HCV infection in the 
liver, while interferon seems to act far more slowly. The decrease in 
viral load induced by DAA occurs as early as in the first seven days 
of therapy.

Discussion
The irruption of DAA in the therapeutic armamentarium against 

HCV infection has represented a revolution in terms of efficacy 
and tolerance to such an extent that a possible elimination of HCV 
may be achieved by 2030 [8]. Advanced countries have started 
treating infected patients at all stages of the disease, or selectively in 
patients at higher risk of liver complications [9,10]. DAA act at an 
intracellular level by blocking different proteins (NS5A, NS3A) or 
enzymes (RNA polymerase) that are essential for viral replication 
and their effect is consequently immediate. In contrast, interferon, 
the most widely used drug for hepatitis C until the DAA era, acts 
by modifying the immunological response to infection and requires 
the elimination of infected hepatocytes, producing a more delayed 
result [11]. Besides, healing rates with the association of ribavirin plus 
pegylated interferon hardly reach 50% of patients, but range between 
90 and 100% with DAA [12]. HCV infection affects around 1.5% of 
the population worldwide and progresses to cirrhosis in 10-20% of 
cases after 20 years of infection [13]. Cirrhosis is directly related with 
the development of HCC, the fifth most common tumour in humans: 
estimates are that 20% of patients with cirrhosis develop this tumour 
after a 5-year follow-up period and, despite a considerable amount 
of research, it still carries a dismal prognosis [5]. Although screening 
programmes are strongly encouraged in clinical guidelines, they show 
conflicting results in terms of periodicity and efficacy [14,15]. Thus, 
every therapy addressed at eradicating the infection has been viewed 
as a promising step towards prevention; however interferon-based 
therapy, the best treatment available until 2014, was not appropriate 
for patients with advanced disease, was not well tolerated by others and 
had limited efficacy. It is in this setting that DAA, with high efficacy, 
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lack of remarkable side effects and few restrictions in patients with 
advanced disease, were received with enthusiastic expectations by 
both patients and hepatologists. Recent publications, however, have 
cast a shadow over these exciting therapeutic advances suggesting 
an unexpected high recurrence of previously cured HCC in patients 
treated with DAA [4,5]. Different hypotheses may explain this 
paradoxical effect. It is well known that HCC recurrence 5 years after 
a curative treatment is as high as 15% in liver transplantation, 18% in 
radiofrequency ablation and 70% in surgical resection, these values 
having been confirmed in prospective studies [16-18]. These results 
seem to show that either the treatment has not been as radical as it 
was expected, or that the diseased liver is especially prone to develop 
new HCC in some patients [19]. In the study of Reig et al. [1] tumour 
recurrence after a curative treatment was as high as 27.6% even after 
an observational period of 5.7 months between curative treatment and 
DAA administration. It could be argued that this period of time was 
too short and that there is no genomic profile of the recurrent lesions 
to distinguish from the novo HCC, but at any rate, these results are 
of concern if confirmed. Similar results were observed in the study 
by Alberti et al. [4]. However, other retrospective studies did not find 
an increased risk of HCC recurrence [20,21]. Confirmation of these 
findings in prospective studies is needed. 

The possibility of a direct oncogenic effect of DAA cannot be ruled 
out but is unlikely since these drugs have been extensively investigated 
before marketing. Furthermore, DAA are a heterogeneous group 
of drugs that act on different substrates or at different steps of viral 
replication, such as on proteases or polymerases. This suggests 
that high tumour recurrence occurs much more as a result of their 
powerful effect on viral load than of the intrinsic metabolic pathways.

The study published by Reig et al. [6] hypothesizes that the 
unexpectedly high tumour recurrence rate observed in cirrhotic 
patients with previously cured HCC results from a very rapid 
decrease in viral load. This effect, which we confirm in our study, 
would cause a drastic reduction in the inflammatory response to the 
infection which in turn would affect the immunologic surveillance 
role of inflammation cells against neoplastic cells, either residual from 
an already treated or de novo tumour. Our study also confirms the 
rapid decrease of liver transaminases after DAA administration as a 
surrogate marker of hepatic inflammation. Neither the study by Reig 
et al. [6] nor our study directly measured inflammation mediators 
after treatment with DAA. The study by Owusu et al. [22] was 
specifically addressed at finding evidence of such an immunological 
response to antivirals. In this study, the correlation between CD4 and 
CD8 T cells in the inflammatory milieu was significantly affected after 
DAA treatment in that HCV- specific CD8+ T cells failed to recover 
upon DAA therapy. Further evidence of immunological disturbances 
during treatment with DAA is described by Villani et al. [23] found 
a 4-fold increase in VEGF during therapy and a decrease of IL-10 
and TNF-Alpha coinciding with HCV clearance. These results add 
evidence to the hypothesis of the study by Reig et al. The rapid 
and aggressive recurrence of HCC would not have been observed 
with previous treatments available for HCV infection because of a 
steady decrease of inflammatory mediators [24]. Consistent with 
this hypothesis, our findings also confirm only a mild decrease in 
inflammation after four weeks of therapy with PEG+RBV. Although 
some studies have also pointed to the possibility that this latter 
therapy may also be responsible for HCC recurrence, evidence is 
scarce and, conversely, PEG+RBV has been used to prevent tumour 
relapse before or after the administration of a curative treatment [25].

Therapy for HBV infection seems an attractive model to compare 
with HCV: HBV is known to be a predictor of the development of 
cirrhosis and HCC, drugs generally used (tenofovir or entecavir) 
are well tolerated, can be administered in advanced liver disease and 
reduce viral load to undetectable in most instances [26]. However, 
they differ in that HBV cannot be completely eliminated from the 
liver (and therefore requires lifelong treatment), and in that viral load 
falls steadily from the initiation of therapy in HBV but sharply in HCV 
infection. Several lines of evidence suggest that decreasing viral load 
either before or after a curative therapy (resection, ablation) decreases 
the likelihood of tumour recurrence in HBV infection [27,28]. Again, 
the rapid viral clearance induced by DAA seems to play a role in the 
high tumour recurrence rate in HCV infection, an effect that has not 
been observed in most studies with HBV infection, where HBV DNA 
decay is only of 2.64 log after 12 weeks of therapy with tenofovir [29].

Results
The results observed in our study are limited by its retrospective 

nature: we could not match both groups of patients for fibrosis or age. 
However, the fact that decrease in viral load and inflammation was 
poorer in the PEG+IFN group than in the DAA group of patients, 
although they were younger and had less fibrosis, strengthens 
the impact of DAA in these parameters. It can also be argued that 
our observation reflects only a lesser efficacy of PEG+RBV as 
compared with DAA in terms of eradication of HCV infection 
and that the PEG+RBV group should include only patients finally 
cured. Although DAA are clearly superior to previous therapies, 
this is partly attributable to drop-offs during therapy due to a poor 
tolerance to PEG+RBV, an effect that has been solved in our study 
by selecting only patients who completed 28 days of treatment in 
both groups. Besides, most patients who fail to resolve HCV infection 
with PEG+RBV have negative viral loads during therapy, which 
indicates that this combination of drugs is also highly efficient in 
controlling viral replication, but other factors such as time of therapy, 
tolerability and side effects play a major role in eradication. A final 
limitation of the study is the lack of direct markers of inflammation 
such as interleukins and other cytokines. Availability of viral load 
and transaminases on days 7, 14 and 28 in all cases treated with 
PEG+IFN and in patients with treated for HBV would have also been 
interesting. If prospective results confirm such a high recurrence rate 
of hepatocellular carcinoma after DAA therapy as the cited studies 
suggest, and if this is due to a massive decrease in viral load and 
inflammation as our and other lines of evidence indicate, treatment 
will have to be prescribed after a cautious consideration of advantages 
in some subsets of patients. There may be a place for less potent 
drugs, or for a combination with modulators of immune response to 
preserve immunologic surveillance. 

Conclusion
In conclusion, our study shows that transaminases decrease 

quickly in HCV-infected patients treated with DAA, which reflects a 
higher effect on inflammation than PEG+RBV. This finding supports 
the theory of a disruption of the immunologic surveillance role of 
inflammatory cells in the prevention of hepatocellular carcinoma 
recurrence. Most of the effect in the control of viral load occurs as 
early as during the first week of DAA therapy, while a similar result 
was not achieved with PEG+IFN after 28 days of treatment.

Key Points
•	 Our study shows that the intensity of viral load decrease 
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after 4 weeks of therapy in patients treated with PEG-interferon plus 
ribavirin is similar to that observed after only one week with Direct-
acting antivirals. 

•	 Similarly, Serum transaminases decrease much faster 
in patients treated with Direct-acting antivirals than with PEG-
interferon plus Ribavirin. 

•	 The rapid resolution of liver inflammation observed in 
our study after treatment with Direct-acting antivirals but not with 
PEG-interferon with ribavirin may contribute to a higher rate of 
hepatocellular recurrence described in other investigations. 

References
1. Reig M, Mariño Z, Perelló C, Iñarrairaegui M, Ribeiro A, Lens S et al. 

Unexpected early tumor recurrence in patients with hepatitis C virus-
related hepatocellular carcinoma undergoing interferon-free therapy. J 
Hepatol. 2016;65(4):719-725.

2. Conti F, Buonfiglioli F, Scuteri A, Crespi C, Bolondi L, caraceni P et al. 
Early occurrence and recurrence of hepatocellular carcinoma in HCV-
related cirrhosis treated with direct-acting antivirals. J Hepatol. 2016; 
65(4):727-33.

3. SaadiT, Khoury J. Is there a relationship between treatment with direct 
antiviral agents for HCV infection and the development of malignancies? J 
ClinGastroenterol. 2018;52(4):353-59.

4. AlbertiA ,Povesan S. Increased incidence of liver cancer after successful 
DAA treatment of chroni c hepatitis hepatitis C: Fact or fiction? Liver Int. 
2017;37(6):802-08.

5. Sala M, Forner A, Varela M, Bruix J. Prognostic predictions in patients 
with hepatocellular carcinoma. SeminLiv Dis. 2005;25(2):171-80.

6. Reig M, Boix L, Mariño Z, Torres F, Forns X, Bruix J. Liver cancer 
emergence associated with antiviral treatment: an immune surveillance 
failure? SeminLiverDis. 2017;37(2):109-118.

7. Bárcena R, Moreno A, Del Campo S, Muriel A, Mateos ML, Garrido E 
et al. The magnitude of week 4 HCV RNS decay on pegylated interferon/
ribavirin accurately predicts virological failure with genotype 1. 
AntivirTher 2007;12(3):401-06.

8. Wedemeyer H, Duberg AS, Buti M, Rosenberg WM, Frankova S, Esmat G, 
et al. Strategies to manage hepatitis C virus (HCV) disease burden. J Viral 
Hepat. 2014;21:60-89.

9. Van Hattum J. Health strategy on HCV in TH Netherlands. 
ActaGastroenterol Belg. 2002;65(2):115-7.

10. Mitchell AE, Colvin HM. Institute of Medicine recommendations for 
the prevention and control of hepatitis B and hepatitis C. Hepatology. 
2010;51(3):729-33.

11. Cento V, NguyenThi Huyen Tram, Di Carlo D, Biliotti E, Gianserra L, Lenci 
I et al. Improvement of ALT decay kinetics by all-oral HCV treatment: 
Role of NS5A inhibitors and differences with IFN-based regimens. PLoS 
One. 2017;12(5): e0177352.

12. Poordard F, McCone J Jr, Bacon BR, Bruno S, Manns MP, Sulkowski MS, 
et al. Boceprevir for untreated chronic HCV genitype 1 infection. N Engl J 
Med. 2011;364(13):1195-1206.

13. Gower E, Estes C, Blach S, Razavi-Shearer K, Razavi H. Global 
epidemiology and genotype distribution of the hepatitis C virus infection. 
J hepatol. 2014;61:S45-S57.

14. Trinchet JC, Chaffaut C, Bourcier V, Degos F, Henrion J, Fontaine H et 
al. Ultrasonographic surveillance of hepatocellular carcinoma in cirrhosis: 
a randomized trial comparing 3- and 6-month periodicities. Hepatology. 
2011;54(6):1987-1997.

15. Chen JG, Parkin DM, Chen QG, Lu JH, Shen QJ, Zhang BC, et al. Screening 
for liver cancer: results of a randomised controlled trial in Qidong, China. J 
Med Screen. 2003;10(4):204-09.

16. Mazzaferro V, Regalia E, Doci R, Andreola S, Pulvirenti A, Bozzetti F et al. 
Liver transplantation for the treatment of small hepatocellular carcinomas 
in patients with cirrhosis. N Engl J Med 1996;334(11):693-99.

17. Lin SM, Lin CJ, Lin CC, Hsu CW, Chen YC. Randomised controlled trial 
comparing percutaneous radiofrequency thermal ablation, percutaneous 
ethanol injection, and percutaneous acetic acid injection to treat 
hepatocellular carcinoma of 3 cm or less. Gut. 2005;54(8):1151-56.

18. Llovet JM, Fuster J, Bruix J. Intention-to-treat analysis of surgical treatment 
for early hepatocellular carcinoma: resection versus transplantation. 
Hepatology. 1999;30(6):1434-40.

19. European Association for the Study of the Liver, European Organisation 
for Research and Treatment of Cancer. EASL–EORTC Clinical Practice 
Guidelines: Management of hepatocellular carcinoma. Journal of 
Hepatology. 2012;56(4):908-943.

20. Rob B, Moreno C, Van Vlierrberghe H, Bourgeois S, Mulkay JP, 
Vanwolleghem T et al. The risk of early recurrence of hepatocellular 
carcinoma in hepatitis C infected patients with direct antiviral with and 
without pegylated interferon: A Belgian experience. J Viral Hepatol. 
2017;24(11):976-981.

21. ANRS collaborative study group on hepatocellular carcinoma (ARNS 
CO22 HEPATGER, CO12 Cir Vir and CO23 CULPILT cohorts). Lack 
of evidence of an effect of direct-actig antivirals on the recurrence of 
hepatcellular carcinoma: data from three ANRS cohorts. J Hepatol. 
2016;65(4):734-40.

22. OwusuSekyere S, Falk C, Aregay A, Schlevogt B, Deterding K, Manns M 
et al. Interferon-free cure of hepatitis C virus infection does not alter the 
soluble inflammatory milieu which could affect hepatocellular carcinoma 
surveillance by CD8+-T cells in patients with liver cirrhosis.J Hepatol. 
2017;66(1):S2.

23. Villani R, Facciorusso A, Bellanti F, tamborra R, Piscazzi A, Landriscina 
M et al. DAA rapidly reduce inflammation but increase serum VEGF 
level: a rationale for tumor risk during Anti-HCV treatment. PLoSOne. 
2016;11(12):e0167934.

24. Han ZQ, Huang T, Deng YZ, Zhu GZ. Expression profile and kynetics 
of cytokines and chemokines in patients with chronic hepatitis C. Int J 
ClinExp Med. 2015;8(10):17995-8003.

25. Xu J, Li J, Chen J, Liu ZJ. Effect of adjuvant interferon therapy on hepatitis 
b/c virus-related hepatocellular carcinoma after curative therapy - meta-
analysis. AdvClinExp Med. 2015;24(2):331-40.

26. Chang TT, Liaw YF, Wu SS, Schiff E, Han KH, Lai CL et al. Long-term 
entecavir therapy results in the reversal of fibrosis/cirrhosis and continued 
histological improvement in patients with chronic hepatitis B. Hepatology. 
2010;52(3):886-893.

27. Wong GL, Tse YK, Chan HL, Yip TC, Tsoi KK, Wong VW. Oral nucleos(t)
ide analogues reduce recurrence and death in chronic hepatitis B-related 
hepatocellular carcinoma. Aliment PharmacolTher . 2016;43(7):802-13.

28. Wong JS, Wong GL, Tsoi KK, Wong VW, Cheung SY, Chong CN et al. 
Meta-analysis: the efficacy of anti-viral therapy in prevention of recurrence 
after curative treatment of chronic hepatitis B-related hepatocellular 
carcinoma.. Aliment PharmacolTher. 2011;33(4):1104-12.

29. Liu Y, Fung S, Gane EJ, Dihn P, Flaherty JF, Svarovskaia ES, et al. Evaluation 
of HBV DNA decay kinetics in patients containing both rtM204V/I 
mutant and wild-type HBV subpopulations during tenofovir DF (TDF) 
monotherapy or combination therapy with emtricitabine ((FTC)/TDF. J 
Med Virol. 2014;86(9): 1473-81.

https://www.ncbi.nlm.nih.gov/pubmed/27084592
https://www.ncbi.nlm.nih.gov/pubmed/27084592
https://www.ncbi.nlm.nih.gov/pubmed/27084592
https://www.ncbi.nlm.nih.gov/pubmed/27084592
https://www.ncbi.nlm.nih.gov/pubmed/27349488
https://www.ncbi.nlm.nih.gov/pubmed/27349488
https://www.ncbi.nlm.nih.gov/pubmed/27349488
https://www.ncbi.nlm.nih.gov/pubmed/27349488
https://www.ncbi.nlm.nih.gov/pubmed/28590324
https://www.ncbi.nlm.nih.gov/pubmed/28590324
https://www.ncbi.nlm.nih.gov/pubmed/28590324
https://www.ncbi.nlm.nih.gov/pubmed/28544696
https://www.ncbi.nlm.nih.gov/pubmed/28544696
https://www.ncbi.nlm.nih.gov/pubmed/28544696
https://www.ncbi.nlm.nih.gov/pubmed/15918146
https://www.ncbi.nlm.nih.gov/pubmed/15918146
https://www.ncbi.nlm.nih.gov/pubmed/28388736
https://www.ncbi.nlm.nih.gov/pubmed/28388736
https://www.ncbi.nlm.nih.gov/pubmed/28388736
https://www.ncbi.nlm.nih.gov/pubmed/17591030
https://www.ncbi.nlm.nih.gov/pubmed/17591030
https://www.ncbi.nlm.nih.gov/pubmed/17591030
https://www.ncbi.nlm.nih.gov/pubmed/17591030
https://www.ncbi.nlm.nih.gov/pubmed/24713006
https://www.ncbi.nlm.nih.gov/pubmed/24713006
https://www.ncbi.nlm.nih.gov/pubmed/24713006
https://www.ncbi.nlm.nih.gov/pubmed/12148432
https://www.ncbi.nlm.nih.gov/pubmed/12148432
https://www.ncbi.nlm.nih.gov/pubmed/20186842
https://www.ncbi.nlm.nih.gov/pubmed/20186842
https://www.ncbi.nlm.nih.gov/pubmed/20186842
https://www.ncbi.nlm.nih.gov/pubmed/28545127
https://www.ncbi.nlm.nih.gov/pubmed/28545127
https://www.ncbi.nlm.nih.gov/pubmed/28545127
https://www.ncbi.nlm.nih.gov/pubmed/28545127
https://www.ncbi.nlm.nih.gov/pubmed/21449783
https://www.ncbi.nlm.nih.gov/pubmed/21449783
https://www.ncbi.nlm.nih.gov/pubmed/21449783
https://www.ncbi.nlm.nih.gov/pubmed/25086286
https://www.ncbi.nlm.nih.gov/pubmed/25086286
https://www.ncbi.nlm.nih.gov/pubmed/25086286
https://www.ncbi.nlm.nih.gov/pubmed/22144108
https://www.ncbi.nlm.nih.gov/pubmed/22144108
https://www.ncbi.nlm.nih.gov/pubmed/22144108
https://www.ncbi.nlm.nih.gov/pubmed/22144108
https://www.ncbi.nlm.nih.gov/pubmed/14738659
https://www.ncbi.nlm.nih.gov/pubmed/14738659
https://www.ncbi.nlm.nih.gov/pubmed/14738659
https://www.ncbi.nlm.nih.gov/pubmed/8594428
https://www.ncbi.nlm.nih.gov/pubmed/8594428
https://www.ncbi.nlm.nih.gov/pubmed/8594428
https://www.ncbi.nlm.nih.gov/pubmed/16009687
https://www.ncbi.nlm.nih.gov/pubmed/16009687
https://www.ncbi.nlm.nih.gov/pubmed/16009687
https://www.ncbi.nlm.nih.gov/pubmed/16009687
https://www.ncbi.nlm.nih.gov/pubmed/10573522
https://www.ncbi.nlm.nih.gov/pubmed/10573522
https://www.ncbi.nlm.nih.gov/pubmed/10573522
https://www.journal-of-hepatology.eu/article/S0168-8278(11)00873-7/abstract
https://www.journal-of-hepatology.eu/article/S0168-8278(11)00873-7/abstract
https://www.journal-of-hepatology.eu/article/S0168-8278(11)00873-7/abstract
https://www.journal-of-hepatology.eu/article/S0168-8278(11)00873-7/abstract
https://www.ncbi.nlm.nih.gov/pubmed/28504854
https://www.ncbi.nlm.nih.gov/pubmed/28504854
https://www.ncbi.nlm.nih.gov/pubmed/28504854
https://www.ncbi.nlm.nih.gov/pubmed/28504854
https://www.ncbi.nlm.nih.gov/pubmed/28504854
https://www.ncbi.nlm.nih.gov/pubmed/27288051
https://www.ncbi.nlm.nih.gov/pubmed/27288051
https://www.ncbi.nlm.nih.gov/pubmed/27288051
https://www.ncbi.nlm.nih.gov/pubmed/27288051
https://www.ncbi.nlm.nih.gov/pubmed/27288051
https://www.journal-of-hepatology.eu/article/S0168-8278(17)30266-0/abstract?code=jhepat-site
https://www.journal-of-hepatology.eu/article/S0168-8278(17)30266-0/abstract?code=jhepat-site
https://www.journal-of-hepatology.eu/article/S0168-8278(17)30266-0/abstract?code=jhepat-site
https://www.journal-of-hepatology.eu/article/S0168-8278(17)30266-0/abstract?code=jhepat-site
https://www.journal-of-hepatology.eu/article/S0168-8278(17)30266-0/abstract?code=jhepat-site
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5172554/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5172554/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5172554/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5172554/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4694294/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4694294/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4694294/
https://www.ncbi.nlm.nih.gov/pubmed/25931368
https://www.ncbi.nlm.nih.gov/pubmed/25931368
https://www.ncbi.nlm.nih.gov/pubmed/25931368
https://www.ncbi.nlm.nih.gov/pubmed/20683932
https://www.ncbi.nlm.nih.gov/pubmed/20683932
https://www.ncbi.nlm.nih.gov/pubmed/20683932
https://www.ncbi.nlm.nih.gov/pubmed/20683932
https://www.ncbi.nlm.nih.gov/pubmed/26843444
https://www.ncbi.nlm.nih.gov/pubmed/26843444
https://www.ncbi.nlm.nih.gov/pubmed/26843444
https://www.ncbi.nlm.nih.gov/pubmed/21488914
https://www.ncbi.nlm.nih.gov/pubmed/21488914
https://www.ncbi.nlm.nih.gov/pubmed/21488914
https://www.ncbi.nlm.nih.gov/pubmed/21488914
https://www.ncbi.nlm.nih.gov/pubmed/24861361
https://www.ncbi.nlm.nih.gov/pubmed/24861361
https://www.ncbi.nlm.nih.gov/pubmed/24861361
https://www.ncbi.nlm.nih.gov/pubmed/24861361
https://www.ncbi.nlm.nih.gov/pubmed/24861361

	Title
	Abstract
	Abbreviations
	Introduction
	Patients and Methods
	Patients treated with PEG+RBV
	Patients treated with DAA
	Sample Size
	Statistical analysis
	Ethical considerations

	Results
	Discussion
	Results
	Conclusion
	Key Points
	References

