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Introduction: Renewal of Interest 
in the Treatment of Chronic Hepatitis B
Antiviral therapy studies of hepatitis B were first published
in the mid 1970s, nearly a decade before the first treatment
trials were reported for hepatitis C. Yet much of the empha-
sis on antiviral therapy in the United States until very
recently has been focused on the treatment of hepatitis C.
This is due to a number of circumstances: 1) the excite-
ment and clinical developments that followed the more
recent discovery of the hepatitis C agent; 2) the extremely
high frequency with which patients with hepatitis C
become chronically infected (80% vs 5% for hepatitis B);
3) the far greater number of individuals (roughly 3 million
vs 1.2 million for hepatitis B) who are chronically infected
with the virus in the United States; and 4) an intense
public and industry focus on the treatment of hepatitis C.

In the past 5 years, however, interest and excitement in
the field of hepatitis B therapeutics has undergone a resur-
rection owing to the development of nucleoside analogue
inhibitors of hepatitis B virus (HBV) replication. The newer
drugs are not only better tolerated than interferon, they are
also considerably less expensive. Somewhat ironically,
recent studies have suggested that pegylated interferon may
be more effective than traditional interferon for hepatitis B,
and this has led to renewed interest in interferon therapy
for this disorder. Emerging data suggest that a combination
of interferon and nucleoside analogue therapy may be
even more effective than either agent alone. It is possible
that this approach will even exceed the therapeutic benefit

provided by pegylated interferon used in combination
with the nucleoside analogue ribavirin for patients with
hepatitis C.

The majority of patients with chronic hepatitis B in the
United States and Western Europe express hepatitis B early
antigen (HBeAg) in blood. The current review is focused on
the treatment of this type of patient. In contrast, more than
80% of cases in the Mediterranean region and as many as
30% to 40% of cases in Asia are of the HBeAg-negative
variety. Although the same agents are used for HBeAg-
negative chronic hepatitis B, responses tend not to be as
sustained, and longer duration therapy is usually necessary.

Currently Available Agents
Interferon alpha
The currently recommended regimen for interferon in
HBeAg-positive chronic hepatitis B is 5 million units (MU)
daily or 10 MU three times a week for 4 to 6 months. This
regimen results in long-term beneficial responses in approx-
imately 33% of patients [1,2]. The optimal duration of
treatment with interferon, however, has not been well
established. A multicenter trial from Europe demonstrated
added benefit of continuing therapy for 32 weeks in patients
who remained HBeAg positive at week 16 but who had low
levels of HBV DNA(< 10 pg/mL by nonpolymerase chain
reaction (PCR)-based assay) [3]. Thus, continuation of treat-
ment beyond 6 months is probably preferable to ensure the
highest rate of response.

Interferon’s mechanism of action is distinct from that of
nucleoside analogues. It activates cellular ribonucleases,
which degrade viral messenger RNA, and stimulates intra-
cellular enzymatic pathways that suppress viral replication.
Interferon also increases HLA class I antigen expression on
the surface membranes of hepatocytes, making viral
peptide recognition by cytolytic T-cells more effective, and it
enhances macrophage and natural killer cell activity [4••].
These immunologic events are clinically recognizable by
increments in alanine aminotransferase (ALT) during
therapy, and they appear to be important in securing a viro-
logic response [5••]. Stimulation of the immune response
to HBV by interferon is known to be clinically important
because the frequency of a virologic response correlates with
the presence of an ALT flare (at least twice the baseline)
during the second to third month of treatment [5••].
Although beneficial in clinically stable patients, these flares

There are three licensed drugs for chronic hepatitis B at the 
current time: interferon alpha, and the nucleoside analogues, 
lamivudine and adefovir. The benefits as well as limitations of 
each of these agents are described in this article. Preliminary 
studies suggest that the combination of interferon and 
lamivudine is associated with an enhanced rate of virologic 
response when compared with either agent alone.
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of hepatitis can result in hepatic decompensation in patients
with marginal hepatic reserve [6].

It has recently been demonstrated that the degree of
flare during treatment has strong predictive value for
achievement of a virologic response in patients with high
baseline serum HBV DNA levels (> 100 pg/mL), a group
that has been difficult to treat with conventional dosing
regimens [7•]. The immunologically mediated destruction
of infected hepatocytes can result in the disappearance of
the covalently closed circular (ccc) HBV DNA that is the
genomic template for replication; ultimately this event
leads to hepatitis B surface antigen (HBsAg) seroclearance
in some patients. Clearance of HBsAg is seldom observed
with lamivudine and other nucleoside analogues during
the first year of treatment, indicating that the virologic
response to interferon and nucleoside derivatives is quanti-
tatively similar but qualitatively different.

The use of pegylated or long-acting interferon presents
new opportunities for the treatment of chronic hepatitis B.
Pegylation involves the covalent binding of a linear or
branched form of polyethylene glycol with interferon alfa-
2b or alfa-2a, respectively, and this results in prolonged
biological activity so that once-weekly dosing is possible.
The pegylated interferons have been found to be more
effective in the treatment of chronic hepatitis C [8]; clinical
trials of pegylated interferon alfa-2a, alone or in combina-
tion with lamivudine, are underway in Europe in patients
with HBeAg-positive chronic hepatitis B. Preliminary
results look encouraging (Perrillo and Schalm, Personal
communication). Recently, it has been shown that
pegylated interferon is significantly more effective than
standard interferon in enhancing CD4+ T-helper 1 (Th1)
responses in patients with chronic hepatitis C [9]. It could
also prove to more effective in the immunoregulation of
HBV and may be associated with a higher rate of virologic
response than standard interferon.

Lamivudine
Lamivudine is a cytidine analogue that has been extensively
studied and was the first drug in this class to be licensed as
therapy for hepatitis B (1998). The excellent safety profile of
lamivudine as well as its reduced cost (average retail price of
$3.60 per vs $10/MU of interferon) led to reduced interest in
interferon as a means of treatment.

The triphosphorylated form of the drug competitively
inhibits HBV DNA polymerase and prematurely terminates
HBV DNA chain elongation [10•]. Although in vitro exper-
iments have shown that CD8 (ie, cytolytic T-cell) and CD4
(ie, helper T-cell) responses to viral peptides are enhanced
during the early phase of treatment [11], conclusive evi-
dence that the drug’s efficacy is affected by reconstitution
of the cellular immune response is lacking.

In a US multicenter trial involving 137 patients, a 52-
week course of lamivudine resulted in HBeAg seroconver-
sion in 17% of patients versus 6% in placebo-treated
controls [12]. In the same study, 32% of treated patients

versus 11% of controls demonstrated a loss of HBeAg.
Lamivudine is extremely well tolerated, and ALT flares
during therapy have not been shown to occur any more
frequently than placebo-treated patients [12]. Treatment
withdrawal has been reported to be associated with ALT
flares (> 10 times the upper limit of normal and > three
times baseline) in 17% to 19% of patients [5••,13]. These
flares are thought to be due to rapid reemergence of wild-
type HBV and are more likely to be associated with
clinically detectable deterioration in patients with severe
disease [5••,13]. To minimize the possibility of a clinically
significant flare in cirrhotic patients, the author’s practice is
to use a step-down method of withdrawing lamivudine
over several weeks so as to provide a more gradual reemer-
gence of wild-type HBV.

In most instances (80%), virologic responses appear to
be durable for at least 12 months after discontinuation.
The rate of virologic relapse has varied widely in clinical
trials. One European study found a significantly higher rate
of relapse in lamivudine-treated patients (60%) as
compared with those treated with interferon (28%) at the
2-year post-treatment interval [14]. The optimal duration
of therapy remains unclear at the current time. A study
conducted in Korea found that relapse occurred much
more frequently (57% vs 20% at 1-year post-treatment) in
patients who were treated for less than 3 months after
HBeAg seroconversion [15]. Patients who have been main-
tained on lamivudine for 3 years have enhanced rates of
HBeAg seroconversion and a more marked improvement
in hepatic fibrosis [16•]. The best predictor of HBeAg sero-
conversion is the pretreatment ALT level [17•]. In a study
involving more than 800 patients who had been treated
with lamivudine for 52 weeks, HBeAg became nondetect-
able in 9% and 19%, respectively, of Asians and Cauca-
sians with pretreatment ALT values between one and two
times the upper limit. In contrast, HBeAg loss occurred in
26% and 30% of Asians and Caucasians, respectively,
when the pretreatment ALT level was more than twice but
less than five times the upper limit of normal. Unlike inter-
feron, pretreatment serum HBV DNA level does not appear
to predict a virologic response [1,17•].

The major downside of prolonged lamivudine mono-
therapy has been the tendency to develop resistance. This is
clinically suggested by the reappearance of serum HBV
DNA after two or more consecutive negative determina-
tions in a patient who has been on treatment for at least 9
months. Resistance has been traced to one or more muta-
tions in the YMDD motif of the polymerase gene (domains
B and C of the viral polymerase) and occurs in a time-
dependent manner [18]. YMDD mutants occur in 14% to
32% of patients after 1 year of treatment; this increases to
approximately 37% at 2 years, 50% at 3 years, and 66%
after 4 years of continuous dosing [19•,20]. Lamivudine-
resistant variants have been found to have a decreased
replication capacity when studied in vitro, and serum HBV
DNA levels often remain below those observed prior to
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treatment [21,22]. ALT levels remain elevated in patients
infected with YMDD mutant HBV, but often these remain
below pretreatment values [19•,22].

Patients with YMDD mutants are not as likely to have a
subsequent virologic response as those individuals who
maintain wild-type HBV. Occasionally, the emergence of
YMDD mutants is followed by a pronounced ALT flare. In
one study, HBeAg seroconversion was observed in 75% of
patients who had an acute exacerbation linked to the
mutant virus [23]. There is little systematic data on the
natural history of infection with YMDD mutant HBV, but
severe hepatitis has been observed, particularly in immun-
osuppressed patients [24,25]. Because of the uncertainty
related to the long-term prognosis of YMDD mutant
infection, concern has been voiced about the use of
lamivudine monotherapy in patients with mild disease
and prolonged use of this drug in individuals who may
ultimately be in need of liver transplantation [4••].

Adefovir dipivoxil
Adefovir is an acyclic analogue of deoxyadenosine mono-
phosphate that has broad-spectrum antiviral activity and is
inhibitory to both HIV and HBV. This drug was recently
licensed to treat hepatitis B based on phase III studies in
HBeAg-positive and HBeAg-negative patients. The virologic
response rate to 48 weeks of treatment was observed to be
similar, although slightly less, than that seen with 1 year of
lamivudine treatment (12% HBeAg seroconversion rate vs
17% for lamivudine) [26]. Unlike lamivudine, however,
resistance to this drug has not been observed even when
treatment is prolonged to 136 weeks. Moreover, in vivo as
well as in vitro studies have demonstrated antiviral activity
against the YMDD mutant as well as wild-type HBV
[27,28]. One downside of the use of this drug that warrants
particular attention if prolonged therapy is necessary is its
higher cost. Current retail price is set at three to four times
the price of lamivudine monotherapy.

In HIV infection, 60- and 120-mg doses given once daily
have been associated with renal toxicity after 6 months of
treatment. The 30-mg dose has been associated with a trend
toward an increase in serum creatinine and depression of
serum phosphorus levels (although both have tended to
remain within normal range). No renal toxicity has been
identified with the 10-mg dose during 1 year of treatment for
chronic hepatitis B; this is the dose formulation that is likely
to become licensed for treatment. Early data on extended
therapy beyond 48 weeks look encouraging from the stand-
point of safety. Owing to significantly greater cost when
compared with lamivudine, however, it is uncertain whether
this drug will be used as first-line therapy, and the optimal
duration of treatment is currently unknown. It is likely to
play a major role whenever clinically significant lamivudine
resistance emerges. Many authorities feel that adefovir will
also be used in combination with lamivudine to induce a
more rapid decline in viral replication and to diminish the
risk of YMDD mutant virus. Studies to evaluate these possi-

bilities in treatment-naive patients are currently in process.
An exploratory clinical trial in 40 patients with decompen-
sated liver disease and confirmed YMDD mutant infection
has demonstrated virologic and clinical improvement after
52 weeks of adefovir [29].

Nucleoside Analogues Under Development
Other nucleoside agents, some of which are effective
against the YMDD mutants as well as wild-type HBV, are
currently being developed (Table 1). The following is a
brief summary of the more promising agents.

Entecavir
Entecavir is an acyclic deoxyguanosine analogue with
potent antiherpes and antihepadnaviral activity [30]. In
woodchucks infected with woodchuck HBV, treatment
with entecavir has produced 2 to 3 log10 reductions in viral
load. This drug is of special interest because there is in vitro
and in vivo evidence that it is inhibitory to both wild-type
and lamivudine-resistant forms of HBV [31•,32]. A recent
study has shown that therapy with entecavir is associated
with a more profound fall in HBV DNA (≥ 1 log) when
compared with lamivudine during a treatment period of
24 weeks [33••]. In clinical trials, entecavir has had an
excellent safety profile. Phase III trials have recently been
completed, and it is assumed that this drug will be licensed
for use in hepatitis B sometime in the next year.

Emtricitabine
Emtricitabine (FTC) is a fluorinated derivative of lamivudine
that is anticipated to have a similar resistance pattern. In vitro
studies do not support that emtricitabine has antiviral activity
against the YMDD mutant HBV [31•]. Ninety-eight patients
with HBeAg-positive chronic hepatitis B were treated for 24
weeks in a dose-escalating study. HBV DNA levels were
reduced by 3 logs at the higher doses [4••]. To date, this nucle-
oside has been well tolerated. Large-scale, placebo-controlled

Table 1. Nucleoside analogues to treat chronic 
hepatitis B

Agent
Resistance 
demonstrated

Activity against 
YMDD mutant

Lamivudine Yes None
Famciclovir Yes Limited if any
Ganciclovir No Not known
Adefovir dipivoxil No Yes: in vitro 

and in vivo
Entecavir* No Yes: in vitro 

and in vivo
Emtricitabine*† Yes —
LdT* Not known Not known
Clevudine* Not known Not known

*Investigational at current time.
†Structurally similar to lamivudine.
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trials of a 1-year course of emtricitabine in patients with
HBeAg-positive chronic hepatitis B are in progress.

LdT
L-deoxythymidine (LdT) is a levo, or unnatural form of
deoxythymidine, that has been shown to be a highly
potent inhibitor of HBV DNA polymerase in vitro. Unlike
other nucleoside analogues, the antiviral effect of LdT
appears to be relatively specific for HBV. In subjects treated
with 400 mg of LdT daily, there was a median 3.6 log10
copies/mL decrease from baseline in HBV DNA at 28 days
[34]. To date, no clinically significant adverse effects have
been observed. It is currently unknown if this drug is effec-
tive in treating the YMDD mutant HBV.

Clevudine
Clevudine (or L-FMAU) is a pyrimidine analogue with
marked in vitro activity against human and woodchuck
HBV [35]. The active triphosphate form inhibits HBV DNA
polymerase but is not an obligate chain terminator. Single
and multiple doses of clevudine have been administered to
healthy human volunteers and the drug has been well
tolerated. Recent cell culture studies have found that some
but not all YMDD mutants are susceptible to this agent
[31•]. Pilot studies in patients with chronic hepatitis B are
being planned.

Multiple Nucleoside Analogues 
in Combination
Lamivudine and other nucleosides derivatives can induce a
sustained suppression of HBV replication and improvement in
ALT and liver histology. Unfortunately, these benefits only
occur in a minority of treated patients, and a high rate of resis-
tance will probably continue to be a major problem when
nucleoside analogues are given as monotherapy for extended
periods. As a result, many experts have postulated that more
effective treatment may require the use of multiple nucleosides
in combination. The aims of combination therapy would basi-
cally be twofold: first, to provide additive or synergistic benefit
in the suppression of viral replication, and second, to discour-
age resistance to nucleoside monotherapy [36•]. By providing
greater suppression of HBV replication, multidrug therapy
could shorten the period of treatment necessary to induce a
virologic response; as a result, this could diminish the rate of
acquisition of drug-resistant mutants.

Combined nucleoside analogue treatment may have
additive or synergistic antiviral effects if the nucleoside
analogues use different pathways for intracellular activation,
compete with different naturally occurring nucleotides for
HBV polymerase, act on different viral subpopulations, or act
at different sites in the replication cycle of HBV. At the current
time, however, there are only limited in vitro and in vivo data
to support that combination therapy is more effective. A com-
bination of penciclovir, the active metabolite of famciclovir, a
nucleoside derivative that is licensed for herpetic and varicella

infection, and lamivudine has been shown to synergistically
inhibit duck HBV replication [37]. Furthermore, a pilot study
from Hong Kong has demonstrated that a 12-week course of
famciclovir and lamivudine was significantly more inhibitory
to HBV replication than lamivudine alone [38]. Although
encouraging, there is reason to question the relevance of the
duck experiments, because of species-dependent differences
in the metabolic activation of nucleosides.

Moreover, it is conceivable that famciclovir given with
lamivudine could shorten the time necessary for lamivudine
resistance. This drug combination would be anticipated to
be less potent than combinations using the newer nucleo-
side agents [31•,39]. At the time of this writing, clinical
studies with adefovir used in combination with lamivudine
are underway in treatment-naive patients. The preliminary
results of trials in which adefovir has been used to treat
already established YMDD mutant infection have demon-
strated it to be clinically effective [28,29]. More definitive
study of adefovir for the YMDD mutant infection will
provide valuable insights for future therapy.

Interferon and Lamivudine in Combination
Mathematical modeling has shown that viral load typically
decays in a biphasic manner during nucleoside analogue
therapy. During the first 2 weeks of treatment, there is a rapid
decline in HBV DNA, which has been interpreted as the clear-
ance of virions produced before inhibition of viral replica-
tion. The second less steep phase is much more prolonged,
occurring over many months, and is thought to reflect the
decay of cccDNA or death of infected cells [40]. This latter
event can be upregulated by targeted immune destruction of
infected hepatocytes, which is stimulated by interferon and
not the nucleoside analogue agents. This may explain why it
has been difficult to show that treatment with nucleoside
analogues results in elimination of the HBV cccDNA template
for viral replication and why interferon results in more
efficient clearance of HBsAg [41]. In light of these observa-
tions and in consideration of the fact that nucleoside
analogues and interferon have different mechanisms of
action, it is reasonable to evaluate combination therapy with
one or more nucleosides in combination with interferon.

Using the woodchuck model, investigators have shown
that a combination of 12 weeks of recombinant human alpha
interferon and lamivudine was significantly more antiviral
than either agent alone [42]. Clinical trials in humans have
also suggested added benefit from this approach. In one
study, 230 previously untreated patients with HBeAg-positive
chronic hepatitis B were randomized to either lamivudine
100 mg daily for 52 weeks, interferon alpha 10 MU three
times weekly for 16 weeks, or a combination of lamivudine
and interferon for 16 weeks preceded by an 8-week course of
lamivudine [43]. The HBeAg seroconversion rate at the end of
52 weeks was 29% for the combination regimen, 19% for the
interferon monotherapy group, and 18% for those treated
with lamivudine monotherapy.
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This study has been criticized, however, because lami-
vudine was only given for 6 months in the combination
group and interferon was started late, 2 months after initi-
ating lamivudine. The reduction in ALT activity during the
lamivudine lead-in period may have been associated with a
less vigorous immune response to HBV. Theoretically, a
rapid inhibition of viral peptide synthesis during lamivu-
dine therapy may have led to a reduction in the efficiency
with which viral peptides are displayed on the surface of
infected hepatocytes in conjunction with HLA class I mole-
cules. This would be anticipated to diminish the immuno-
modulatory activity of interferon. It is possible that an
interferon lead-in phase or overlapping treatments would
be more effective, and several such studies are currently
underway (Perrillo, Unpublished data). Several small clini-
cal trials in which famciclovir or lamivudine has been used
in combination with interferon provide further support for
potential additive or synergistic effects of combination
therapy [44–46].

Corticosteroid Withdrawal 
Followed by Lamivudine
A number of studies have shown that corticosteroid with-
drawal induces an immunologic rebound in patients with
chronic hepatitis B. The combination of a short course of
corticosteroids followed by interferon has been shown to
be associated with a higher rate of virologic response in
patients with mild disease [47]. Investigators in Taiwan
have recently described a high rate of HBeAg seroconver-
sion when patients were treated with a 4-week course of
prednisolone followed by a 9-month course of lamivudine
[48]. The response rate was 60% in the group of patients in
whom withdrawal of corticosteroids was followed by an
ALT flare (in excess of five times the upper range of
normal) and only 10% in the subjects lacking a flare.
Patients who responded were shown to have Th1-domi-
nant responses according to the results of cytokine testing,
which would be anticipated to lead to activation of cyto-
toxic T lymphocytes. More definitive study of this type of
combination therapy appears warranted because this could
become an alternative way of reducing the duration of
treatment with lamivudine (or any other nucleoside) and
by so doing, decreasing the frequency of drug resistance.

HBeAg-negative Chronic Hepatitis B
This condition is characterized by the absence of HBeAg,
detectable serum HBV DNA (often of fluctuating nature
and detectable only by PCR-based assay), and a worse
long-term prognosis. Standard antiviral regimens used in
patients with HBeAg-positive chronic hepatitis B often fail
to provide lasting benefit in the HBeAg-negative form of
chronic hepatitis B. Interferon therapy can result in sus-
tained responses in 20% or more of patients when given
for 12 months, and HBsAg seroconversion has even been

documented, but the relapse rate continues to be higher
than wild-type infection [49•].

Lamivudine as well as adefovir have also been tried in
patients with HBeAg-negative chronic hepatitis B [50,51].
Several studies have reported end-of-treatment response rates
of 60% to 70%. There is more data with regard to lamivudine
at the current time, where it has been shown that treatment
withdrawal after 52 weeks is associated with a high relapse
rate (48% to 74%) within 6 months of discontinuation [50].
Studies using a longer treatment duration have shown a
somewhat lower relapse rate, but the emergence of drug-
resistant mutants in the second year of treatment continues to
be a problem when lamivudine is used alone [52].

Conclusions
The treatment of chronic hepatitis B continues to evolve.
The author’s treatment recommendations with the
currently available antiviral agents are listed in Table 2.
Interferon is expensive and its use is associated with
unpleasant adverse effects. Tolerability may be an impor-
tant issue for some patients, but viral resistance to inter-
feron has not been described and HBsAg seroclearance, a
rare event with nucleoside analogue therapy, has been well
documented in both HBeAg-positive and -negative forms
of chronic hepatitis B. As with hepatitis C, longer-acting
interferons may prove to be more effective than the non-
pegylated forms used in the past.

Nucleoside analogues offer the advantage of reduced
cost and minimal, if any, adverse effects. Virologic responses,
however, are often incomplete with nucleoside analogues;
these drugs have to be given for considerably longer periods
of time (1 to 2 years) than interferon to induce a lasting
virologic response. Now that both lamivudine and adefovir
are licensed therapies, the major question is what drug to
use as first-line therapy. A 52-week course of lamivudine has
the advantage of greatly reduced cost when compared with
adefovir and a well-established track record for safety.
Continuation of lamivudine monotherapy beyond 1 year,
however, results in a progressively higher rate of virologic
resistance. In the author’s opinion, therefore, prolongation
of lamivudine treatment beyond the currently recom-
mended 52-week course is particularly unsuitable for
patients with histologically mild hepatitis B or in situations
where the ALT level is consistently low (eg, < 1.3 times the
upper limit of normal), because a very low response rate
would be anticipated to occur in both situations. From a
cost-utility standpoint, lamivudine is a particularly good
choice as first-line therapy in patients with a pretreatment
ALT of five or more times the upper limit of normal because
it has been shown that more than 60% of patients
responded to a 52-week course of treatment.

Both lamivudine and adefovir are far safer than inter-
feron in patients with decompensated cirrhosis. Adefovir
may have substantial clinical benefit in lamivudine-
resistant patients before and after transplantation as long as
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renal function is intact. Undoubtedly, this drug will play a
major role in the treatment of patients with clinically pro-
gressive liver disease owing to lamivudine-resistant HBV.

Many experts look to multiple nucleoside analogues as
the future promise for hepatitis B therapy, in the way they
have been for HIV. A question can be raised, however, as to
whether combinations of this nature will have the same
impact as they do in HIV infection, because the nucleoside
derivatives used to treat hepatitis B have very similar mecha-
nisms of action and they lack any direct immunologic effects.
First and foremost, it should be remembered that hepatitis B
is an immunologically mediated disease, and responses to
antiviral therapy are more apt to occur in cases where the
cellular immune response to HBV is more vigorous prior to
treatment or where the cellular immune response can be
successfully upregulated. For this reason, combinations of
interferon and nucleosides may very well prove to be the most
successful form of therapy for chronic hepatitis B in patients
with moderate to severely active liver disease. There are
preliminary data to support this, and more definitive assess-
ments should become available in the next few years.
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Table 2. Proposed current and future treatment regimens for HBeAg-positive chronic hepatitis B*

Using currently available drugs First-line therapy Second-line therapy Not recommended

Clinically stable patient 
Normal ALT or < 1.3 × ULN Observe† — —
ALT 1.3 to 2 × ULN Lamivudine × 52 wk [12]‡ 4 to 6 wk of corticosteroids (PRED) 

prior to lamivudine × 36 to 52 wk [48]§
IFN alone

Adefovir × 48 wk [26]
ALT 2 to 5 × ULN Lamivudine × 52 wk + 

IFN × 32 wk [3]¶
Lamivudine × 52 wk, adefovir × 48 wk, 

or IFN × 32 wk
—

ALT > 5 × ULN Lamivudine × 52 wk** IFN × 32 wk PRED and antiviral††
Decompensated patient

Transplant candidate Lamivudine, add 
adefovir if resistant‡‡

Adefovir§§ IFN [6]

Noncandidate for transplantation Same as above Adefovir‡‡ IFN [6]

*See text for further details on HBeAg-negative chronic hepatitis B.
†Should be treated in clinical trials only.
‡Numbers in brackets are literature references that support recommendation.
§PRED refers to either prednisone or prednisolone.
¶IFN may be of benefit by stimulation of cell-mediated immune response to hepatitis B virus.
**Based on studies indicating greater than 60% response rates to lamivudine alone.
†† Patients with high ALT are not likely to require PRED-induced immunologic rebound.
‡‡ Provided patient has normal renal function.
§§Many patients have renal dysfunction and may be at greater risk for adefovir nephrotoxicity.
ALT—alanine aminotransferase; HBeAg—hepatitis B early antigen; IFN—interferon; ULN—upper limit of normal.
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	Interferon alpha
	Interferon alpha
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	Lamivudine
	Lamivudine
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	Adefovir dipivoxil
	Adefovir dipivoxil
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	Activity against YMDD mutant


	<TABLE BODY>
	<TABLE ROW>
	Lamivudine
	Yes
	None

	<TABLE ROW>
	Famciclovir
	Yes
	Limited if any

	<TABLE ROW>
	Ganciclovir
	No
	Not known

	<TABLE ROW>
	Adefovir dipivoxil
	No
	Yes: in vitro and in vivo

	<TABLE ROW>
	Entecavir*
	No
	Yes: in vitro and in vivo

	<TABLE ROW>
	Emtricitabine*†
	Yes
	—

	<TABLE ROW>
	LdT*
	Not known
	Not known

	<TABLE ROW>
	Clevudine*
	Not known
	Not known


	<TABLE FOOTING>
	<TABLE ROW>
	*Investigational at current time. †Structurally similar to lamivudine.



	In HIV infection, 60- and 120-mg doses given once daily have been associated with renal toxicity ...
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	Entecavir
	Entecavir is an acyclic deoxyguanosine analogue with potent antiherpes and antihepadnaviral activ...
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	Emtricitabine
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	Clevudine
	Clevudine
	Clevudine (or L-FMAU) is a pyrimidine analogue with marked in vitro activity against human and wo...
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	Multiple Nucleoside Analogues in Combination
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	Interferon and Lamivudine in Combination
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	Corticosteroid Withdrawal Followed by Lamivudine
	A number of studies have shown that corticosteroid withdrawal induces an immunologic rebound in p...

	HBeAg-negative Chronic Hepatitis B
	HBeAg-negative Chronic Hepatitis B
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	Conclusions
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	First-line therapy
	Second-line therapy
	Not recommended


	<TABLE BODY>
	<TABLE ROW>
	Clinically stable patient

	<TABLE ROW>
	Normal ALT or < 1.3 ¥ ULN
	Observe†
	—
	—

	<TABLE ROW>
	ALT 1.3 to 2 ¥ ULN
	Lamivudine ¥ 52 wk [12]‡
	4 to 6 wk of corticosteroids (PRED) prior to lamivudine ¥ 36 to 52 wk [48]§
	IFN alone

	<TABLE ROW>
	Adefovir ¥ 48 wk [26]

	<TABLE ROW>
	ALT 2 to 5 ¥ ULN
	Lamivudine ¥ 52 wk + IFN ¥ 32 wk [3]¶
	Lamivudine ¥ 52 wk, adefovir ¥ 48 wk, or IFN ¥ 32 wk
	—

	<TABLE ROW>
	ALT > 5 ¥ ULN
	Lamivudine ¥ 52 wk**
	IFN ¥ 32 wk
	PRED and antiviral††

	<TABLE ROW>
	Decompensated patient

	<TABLE ROW>
	Transplant candidate
	Lamivudine, add adefovir if resistant‡‡
	Adefovir§§
	IFN [6]

	<TABLE ROW>
	Noncandidate for transplantation
	Same as above
	Adefovir‡‡
	IFN [6]


	<TABLE FOOTING>
	<TABLE ROW>
	*See text for further details on HBeAg-negative chronic hepatitis B. †Should be treated in clinic...



	Nucleoside analogues offer the advantage of reduced cost and minimal, if any, adverse effects. Vi...
	Both lamivudine and adefovir are far safer than interferon in patients with decompensated cirrhos...
	Many experts look to multiple nucleoside analogues as the future promise for hepatitis B therapy,...
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