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Abstract: The majority of chronic viral hepatitis cases are induced via infection with the hepatitis
B virus (HBV), hepatitis C virus (HCV), or hepatitis D virus (HDV). These patients are at increased
risk for progressive liver disease leading to cirrhosis as well as hepatocellular carcinoma (HCC).
HBV infection is well controlled by the currently available nucleosides as well as nucleotides, and
the development of cirrhosis can be prevented. Additionally, it has been shown that HBV-induced
liver fibrosis can regress during successful antiviral treatment; however, a “functional cure”, i.e.,
loss of HBsAg, is a rare event when these drugs are used. Therefore, novel therapeutic strategies
are aiming at the selective suppression of HBsAg levels in combination with immunostimulation.
The development of directly acting antivirals (DAAs) has revolutionized HCV therapy, as almost
all patients can be cured via this treatment. Additionally, DAA therapy has few, if any, side effects,
and is generally well tolerated by patients. HDV remains the most challenging type of chronic viral
hepatitis. Although novel therapeutic options have recently been approved, response rates are still
less favorable compared to HBV and HCV. This review discusses current and future options for the
treatment of chronic HBV, HCV, and HDV infection.

Keywords: chronic hepatitis B; chronic hepatitis C; chronic hepatitis D; antiviral therapy; liver
cirrhosis; DAA therapy; functional cure; HBsAg loss

1. Introduction

Chronic viral hepatitis induced via infection with the hepatitis B virus (HBV), hepatitis
C virus (HCV), or hepatitis D virus (HDV) is still a major cause for morbidity and mortality
worldwide; HBV and HCV are among the 10 major causes of global mortality [1]. It is
estimated that 300 million people are chronically infected with HBV, while 58 million are
infected with HCV [2] and 20 million are infected with HDV [1,2]. These patients are at
increased risk for progressive liver disease leading to cirrhosis as well as hepatocellular
carcinoma (HCC).

HBV. In general, chronic HBV infection is well controlled by the currently available
drugs, and the development of cirrhosis can be prevented. Additionally, it has been shown
that HBV-induced liver fibrosis can regress during successful antiviral treatment [3,4]. This
requires the careful selection of an antiviral drug (low resistance rate, etc.) and the adequate
drug adherence of a patient. In some HBeAg (HBV envelope antigen)-positive patients,
antiviral therapy can cause seroconversion into anti-HBe. The elimination of HBsAg (HBV
surface antigen), with or without seroconversion into anti-HBs, however, occurs in only a
small proportion of patients. Over a period of 5 years of therapy, only 10% of patients may
experience HBsAg loss and seroconversion. This so-called “functional healing”, however,
is the goal of future treatment strategies against HBV as it leads to a significantly reduced
induced risk of HCC and other complications of liver fibrosis.

HCV. Similarly to HBV, infection with HCV can lead to serious and potentially life-
threatening complications, such as liver cirrhosis or HCC. In the past it was treated with
type I interferons (IFNs), which was complicated by numerous side effects and was only
effective in a small proportion of patients, largely depending upon the HCV genotype and
underlying stage of liver disease. The development of directly acting antivirals (DAAs)
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has revolutionized HCV therapy, as almost all patients can be cured via this treatment
independent of genotype, fibrosis stage, and other risk factors. In addition, DAA therapy
has few, if any, side effects, and is generally well tolerated by patients.

HDV. HDV remains the most challenging type of chronic viral hepatitis when
therapy options are considered [5]. An HDV prevalence of up to 1% of the world
population has been suggested, although reliable data on the global HDV prevalence are
still missing [6]. It can be assumed that HDV prevalence is even higher in different risk
groups, such as patients infected with human immune deficiency virus (HIV), where
it is a major cause of liver-related morbidity [7]. Early studies have demonstrated that
HDV coinfection leads to liver cirrhosis, liver decompensation, and HCC in a significant
proportion of patients [8,9], which could be confirmed in more recent monocentric
series [10,11]. Although novel therapeutic options have recently been approved, response
rates are still less favorable compared to those seen in the treatment of chronic HBV and
HCV infection.

2. Current Therapy of Chronic Hepatitis B
2.1. Indication for Antiviral Therapy

The suppression of viral load as well as normalization of liver function tests define
the indication for the antiviral therapy of chronic HBV infection. Treatment is clearly
indicated when transaminases are elevated and the viral load exceeds 2000 IU/mL. Other
causes of liver disease, such as nonalcoholic steatohepatitis (NASH), alcohol abuse, etc.,
or a coinfection with HDV should be excluded, however. Another clear indication for
therapy is given in HBV patients with advanced liver disease (F3 fibrosis or liver cirrhosis).
Here, treatment should be initiated in all individuals that tested positive for HBV DNA via
PCR regardless of transaminase levels or viral load [12–14]. This is also true for patients
with HBV-related HCC and positive HBV PCR, as the risk of tumor recurrence or progress
can be reduced [15–17]. Further therapy indications include a reduction in maternal
transmission in pregnancy, professional (e.g., medical staff) or social reasons to reduce the
risk of transmission, extrahepatic manifestations of HBV infection, and the prevention of
HBV reactivation via immunosuppression.

The constellation that was earlier described as being an “asymptomatic HBsAg carrier”
(normal transaminase levels and an HBV viral load < 2000 IU/mL) is usually no indication
for therapy as the risk of liver disease progression and HCC development risk, as well as
infectivity, are very low in these patients. The indication for therapy in patients with normal
transaminase levels and a very high viral load (earlier named as the “immunotolerant
stage”) is still controversial. It has been suggested that antiviral therapy should be initiated
in patients >30 years or in individuals with transaminases in the upper range of normal [12]
(Figure 1).

2.2. Therapeutic Options for the Treatment of Chronic Hepatitis B Infection

Currently, there are two therapeutic strategies available for the treatment of chronic
HBV infection: pegylated interferon alpha (Peg-IFN) and nucleoside or nucleotide ana-
logues (NUCs). Peg-IFN is given once a week subcutaneously for 48 weeks and leads to
long-term clinical responses (reduction in viral load and normalization of liver function
tests) in about one-third of patients. Due to the relatively low response rates that are
accompanied by relevant side effects, this therapy regimen is used in only a few patients.
Most patients are treated with NUCs such as tenofovir (TDF) or entecavir (ETV), as this is
well tolerated and leads to the reliable suppression of viral load as well as the normalization
of transaminases. The downside of this approach is that a viral rebound may occur once
NUC therapy has been stopped; thus, NUCs have to be given permanently.
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Figure 1. Algorithm for therapy indication in chronic HBV infection (modified from [18]). * 
Sensitive assay (< 12 IU/mL), ** therapy can be indicated for other reasons (prophylaxis, 
extrahepatic manifestations, reduction in transmission, and HCC risk), and *** histology ≥ F2 
fibrosis (Desmet). 
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Figure 1. Algorithm for therapy indication in chronic HBV infection (modified from [18]). * Sen-
sitive assay (<12 IU/mL), ** therapy can be indicated for other reasons (prophylaxis, extrahepatic
manifestations, reduction in transmission, and HCC risk), and *** histology ≥ F2 fibrosis (Desmet).

a. PEG-IFN. IFN treatment may be considered in the presence of favorable baseline
predictors, such as the absence of a high viral load (e.g., <1 million IU/mL), significantly
increased transaminases, and HBV genotype A [12,13]. In Asian patients, genotype B/C
age < 40 yrs., female gender, alanine aminotransferases (ALT) > 4× ULN, HBsAg lev-
els < 25,000 U/mL and HBV DNA < 6 logIU/mL are predictive for a favorable response to
PEG-IFN therapy [19]. Contraindications of PEG-IFN (e.g., previous psychiatric illnesses,
Child cirrhosis stage B/C, autoimmune diseases, etc.) should be excluded before treatment
is initiated. Successful IFN therapy is associated with a drop in HBsAg serum levels at
therapy week 12 of more than 20% and below 20,000 IU/mL [18]. If this is not achieved,
Peg-IFN therapy should be stopped and the patient should be switched to an NUC-based
regimen. A de novo combination therapy with NUCs, an “add-on” of PEG-IFN to NUC
therapy, or a switch from NUC- to PEG-IFN treatment is not recommended [18].

b. NUCs. Today, the most commonly used NUCs are tenofovir disoproxil (TDF;
245 mg/day) and entecavir (ETV; 0.5–1 mg/day). Lamivudine (LAM), adefovir (ADF),
and telbivudine (TVD) are also licensed but are used less often, as high resistance rates
have been observed. TDF and ETV are well tolerated, and resistance is only rarely seen.
In the large majority of patients they lead to the suppression of the HBV viral load below
the limit of detection and to the normalization of transaminases. If this is not achieved, a
lack of compliance or therapy adherence of the patient should be considered. Long-term
side effects include a slowly progressive reduction in bone density and the deterioration
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of renal function. Both side effects are more common under TDF as compared to ETV
therapy. Therefore, a TDF analogue (tenofovir alafenamid (TAF)) has been developed
with higher liver specificity that can be given at a lower dose (25 mg/day), therefore with
fewer side effects [20,21]. It has been shown that long-term (5 years and more [22]) NUC
therapy can lead to the regression of fibrosis or cirrhosis and may reduce the risk of HCC
development. It is still a matter of debate, however, if TDF has stronger effects on the risk
of HCC development than ETV [23–25].

c. Duration of NUC therapy. In (wild-type) HBeAg-positive patients, NUC therapy can
be terminated 12 months after seroconversion into anti-HBe, with persistently negative
HBV DNA thereafter. In (mutant) HBeAg-negative patients with detectable HBV DNA
before therapy, the only definitive end point of NUC therapy is the loss of HBsAg with or
without the detection of anti-HB antibodies. In patients with liver cirrhosis, a more cautious
approach should be taken as it is recommended to prolong NUC therapy until anti-HB
antibodies can be detected. This, however, is a rare event. Therefore, several studies have
addressed the question as to whether it is possible to stop NUC therapy in the absence
of these clear end points [26–28]. The current German and European guidelines consider
ending therapy if HBV DNA has been undetectable for at least 3 years, advanced fibrosis is
absent, and a close follow-up is guaranteed [12,18]. Further criteria include low HBsAg
levels (<100 IU/mL) that have been shown to predict HBsAg loss in Asian patients [29].
Individual studies have identified further parameters, such as a low viral load before
therapy (<200,000 IU/mL), low ALT, age < 40 yrs., female gender, and the absence of liver
cirrhosis as favorable predictive parameters [30,31]. A relapse usually occurs 1–12 months
after the cessation of NUC therapy. Therefore, liver function tests and HBV DNA should
be controlled every 4 weeks in the first 6 months and every 12 weeks thereafter. In the
case of a relapse, a rise in HBV DNA is initially observed, followed by an elevation in ALT
elevation [30,31].

d. HBV and pregnancy. In rare cases, the activation of an HBV infection has been
observed during pregnancy that can also lead to acute liver failure. In most patients,
however, the attenuation of inflammatory activity is seen. After pregnancy, ALT flares
can occur in the first 3–6 months after birth. Therefore, ALT and HBV DNA levels should
be controlled in HBsAg-positive pregnant women every 3 months until 6 months after
birth [18]. In the case of a patient becoming pregnant during antiviral treatment with an
NUC or PEG-IFN, therapy with LAM, TVD, and TDF can be continued while PEG-IFN
should be stopped, and ETV or ADF should be switched to TDF [18]. In therapy, naïve
women initiation of antiviral treatment should be considered when active hepatitis has been
diagnosed or HBV DNA > 200,000 IU/mL has been detected. It has been demonstrated
that a high viral load increases the vertical mother-to-child transmission of HBV by up to
32%, while this risk is minimized when HBV DNA is suppressed < 200,000 IU/mL [32].
Therefore, antiviral treatment should not be initiated when HBV DNA is below this level.
De novo antiviral treatment should be started as early as possible after the first trimester,
preferably using TDF, and the patient should be informed about the possible risks and
benefits [33]. NUC therapy can be stopped after birth in the absence of a medical indication
(e.g., inactive hepatitis) or to prevent the transfer of toxic metabolites during breast feeding;
however, it has been demonstrated that breast feeding is safe when TDF is used as an
antiviral agent [34,35].

e. Prevention of HBV reactivation during immunosuppression. The reactivation of an
inactive HBV infection is a potentially life-threatening complication of chemotherapy
or immunosuppression. Therefore, HBsAg and anti-HBc should be tested before the
initiation of chemotherapy or an immunosuppressive treatment [12,36,37]. In HBsAg-
positive carriers, the reactivation of active hepatitis occurs in 15–50% patients after the
start of chemotherapy, while this rate reaches 75% after bone marrow transplantation and
fulminant hepatitis; fatal outcomes have also occurred. In HBsAg-negative/anti-HBc-
positive individuals, the reactivation rate can reach 10%. As a result, it is recommended
that HBsAg-positive patients with a high (>10%) risk of reactivation must be treated with
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NUCs, while patients with a moderate (1–10%) risk should be treated with NUCs. HBsAg-
positive patients with a low (<1%) risk of reactivation should be controlled every 8 weeks
(Table 1). As mentioned, the reactivation risk in HBsAg-negative/anti-HBc-positive patients
is much lower. Here, only patients with a high risk should be treated (Table 2). The risk of
reactivation depends on the type of drug or immunosuppression used (Tables 1 and 2) [18].
For prophylaxis and preemptive therapy, highly potent NUCs (TDF and ETV) should be
used [38,39] for 6–12 months [12,36]. After B-cell-depleting chemotherapy and high-risk
constellations, prophylactic NUC therapy should be given for 18 months [40].

Table 1. Risk of HBV reactivation in HBsAg-positive, anti-HBc-positive patients (modified from [18]).

High risk (>10%)
B-cell depletion, anthracyclins, corticosteroids (>4 w, >10 mg/d),
cyclophosphamide, stem cell transplantation, high-dose
chemotherapy, and TACE/resection in HCC patients

Moderate risk (1–10%)
TNF inhibitors, cytokine/integrin inhibitors, tyrosine kinase
inhibitors, mTOR inhibitors, JAK1/2 inhibitors, DAA therapy for
HCV infection, and corticosteroids (>4 w, <10 mg/d)

Low risk (<1%) Azathioprine, 6-mercaptopurine, methotrexate, intra-articular
steroids, and corticosteroids < 1 w

Table 2. Risk of HBV reactivation in HBsAg-negative, anti-HBc-positive patients (modified from [18]).

High risk (>10%) B-cell depletion, stem cell transplantation, and TACE/resection in
HCC patients

Moderate to low risk (<10%)

Anthracyclins, corticosteroids (>4 w, >10 mg/d), TNF inhibitors,
cytokine/integrin inhibitors, tyrosine kinase inhibitors, mTOR
inhibitors, JAK1/2 inhibitors, corticosteroids (>4 w, <10 mg/d),
DAA therapy for HCV infection, sorafenib for HCC, azathioprine,
6-mercaptopurine methotrexate, and intra-articular steroids

2.3. Future Options in the Treatment of Chronic Hepatitis B Infection

While viral replication can be controlled and the progression of liver disease can be
prevented in most patients that are treated with the currently licensed antiviral drugs
against HBV, the long-term control of an infection (“functional cure”) is rarely seen, as
HBsAg levels remain mostly elevated despite effective antiviral therapy. It has been
demonstrated that HBsAg itself may suppress innate immune responses against HBV
in particular, and thus promote the chronicity of an infection [41–44]. Therefore, several
approaches are being developed that are aiming at HBsAg elimination. These can be
divided into two groups that are acting directly on the virus (DAA) or that are aiming to
improve the antiviral innate and/or adaptive immune response (IAS), respectively (Table 3,
from [45]).
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Table 3. Novel therapeutic strategies against chronic HBV infection (modified from [45]).

Mechanism of Action Example Compounds

a. Directly Acting Antivirals (DAAs)

Entry inhibitors Bulevirtide

Capsid assembly inhibitors JNJ-6379

HBsAg secretion inhibitors REP-2139, REP-2165

Polymerase inhibitors

Small interfering RNA (siRNA) JNJ-3989

Antisense oligonucleotides (AO)

b. Activation of Innate Immunity

TLR-8 agonists GS-9688

c. Activation of Adaptive Immunity

Checkpoint inhibitors ASC22

Therapeutic vaccination GS-4774, TG-1050

a. Directly acting antivirals (DAAs). Bulevirtide (BLV) is an inhibitor of HBV entry
and targets NTCP (sodium taurocholate cotransporting polypeptide), which functions as
a receptor for HBV into a host cell. It is already licensed for the treatment of HBV/HDV
coinfection (see below). Here, it has been shown to lead to HBsAg elimination in some
cases when combined with PEG-IFN.

Capsid assembly modulators (CAMs) lead to the reduced formation of cccDNA and
the introduction of HBV DNA into the nucleus by inhibiting the assembly of the HBV core
protein. In clinical studies this has led to the suppression of HBV DNA without affecting
HBsAg levels [46].

Very promising clinical results have been generated with HBsAg secretion inhibitors,
such as REP-2139 or REP-2165, which are nucleic acid polymers (NAPs). In combination
with PEG-IFN, they have demonstrated a high rate of a functional cure (e.g., sustained
suppression of HBsAg after therapy) [47]. During therapy, ALT flares have been observed,
suggesting the activation of the immune system.

Several small interfering RNAs (siRNAs) and antisense oligonucleotides (Aos) are
currently in clinical development that are targeting the production of HbsAg and other
viral proteins. In some studies a marked reduction in HbsAg levels was observed [48].

The data so far suggest that a combination of DAAs that lower HbsAg levels with
IASs, such as PEG-IFN, may lead to a functional cure in a substantial proportion of patients.
It will be of interest to see whether a combination of several DAAs may further enhance
this effect.

b. Immune-activating strategies (IASs). Our own in vitro and in vivo data have suggested
that the activation of the innate immune system may efficiently suppress HBV replication,
while high levels of HBsAg may attenuate this immune activation [41–44]. Human data
also suggest that HCV, which activates the innate immune system, can suppress HBV
replication in HCV/HBV-coinfected patients. Therefore, toll-like receptor (TLR) agonists
were developed to activate the innate immune system. Here, GS-9688, which activates TLR8,
has shown some promising first clinical results in human studies and animal models [49,50].

Therapeutic vaccination may represent another approach that is aimed at activating the
adaptive immune system. Vaccination with GS-4774 has been shown to induce HBV-specific
T cells but lack the suppression HBsAg levels [51]. Similar results were obtained with
TG-1050, which is based on an adenoviral system that encodes several HBV proteins [52].

Taken together, it is most likely that a “functional cure” will only be reached when
the antiviral immune response against HBV is boosted via the activation of the innate
and/or adaptive immune system. This immune activation in turn will only be achievable
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when HBsAg levels are suppressed by DAAs, as HBsAg may directly suppress the innate
immune system [41].

3. Current Therapy of Chronic Hepatitis C
3.1. Indication for Antiviral Therapy

The therapeutic goal of antiviral therapy for chronic HCV infection is persistent
virus suppression (SVR = “sustained virologic response”), which is defined by a lack of
HCV RNA detection 12 weeks after the end of therapy. As the eradication of the virus
does not lead to protective immunity, new infections are possible. Thus, a reinfection
incidence of 6.4 per 100 patient years in patients with active intravenous drug use has been
described [53]. Achieving an SVR is associated with a significant reduction in mortality,
HCC development, and the need for a liver transplant [54,55]. While these positive effects
are most obvious in patients with advanced fibrosis or compensated liver cirrhosis, they
are less prevalent in patients with decompensated liver cirrhosis [56,57].

Every patient with a replicative HCV infection should be treated with antiviral therapy,
provided that she or he will benefit from this treatment with respect to morbidity or
mortality; when life expectancy is very limited, de novo therapy makes little, if any, sense,
however. In the case of an initial diagnosis of HCV infection with the typical constellation
of a chronic infection, antiviral therapy can be started immediately. Elevated transaminases
and/or evidence of fibrosis are not necessary conditions. For patients with advanced
fibrosis or cirrhosis, there is an urgent indication for treatment. Extrahepatic manifestations,
professional reasons, the elimination of the risk of transmission, coinfections with HBV or
HIV, and a patient’s desire for treatment are also indications for treatment.

3.2. Therapeutic Options for the Treatment of Chronic Hepatitis C Infection

For different groups of patients, several interferon-free therapy options are available
on the basis of HCV geno- and subtype, possible previous therapies, the presence as well as
stage of liver cirrhosis, and kidney function. When choosing among the therapy options, the
effectiveness in achieving an SVR, possible side effects or contraindications, concomitant
diseases, drug interactions, the duration of therapy, and, if applicable, economic factors
must be taken into account [58].

HCV therapy should be carried out with an interferon-free therapy regimen. In the
case of known or foreseeable ribavirin side effects, a ribavirin-free therapy should preferably
be used. Patients coinfected with the hepatitis B virus or HIV can be treated in a similar
manner to HCV monoinfected patients. It should be noted that DAA therapy can rarely
lead to HBV reactivation, as HCV activates the innate immune system, which in turn can
suppress HBV replication [42,59,60].

1. Pangenotypic Regimes in DAA-Naïve Patients

a. Glecaprevir/pibrentasvir.
aa. DAA-naïve patients without cirrhosis. In patients without cirrhosis, the adminis-

tration of glecaprevir (GPR) and pibrentasvir (PBR) leads to high SVR rates (8 weeks:
98%; 12 weeks: 99%) independent of numerous predictors, including HCV genotype, HIV
coinfection, and non-DAA-based prior therapy [61–65]. Therefore, for all patients without
cirrhosis, therapy with GPR and PBR for 8 weeks is recommended. For patients with HCV
genotype 3 infection, this only applies to therapy-naïve patients, while therapy-experienced
patients should be treated for 16 weeks.

ab. DAA-naïve patients with compensated cirrhosis. In patients with compensated cirrho-
sis, 8 (97.7% [66]) or 12 weeks (99% [67]) of therapy also lead to high SVR rates, independent
of predictive factors. Therefore, treatment with GPR and PBR for all treatment-naïve pa-
tients with compensated cirrhosis is recommended for 8 weeks. For the retreatment of
patients with HCV genotype 1, 2, and 4–6 infection, the duration of therapy is 12 weeks,
whilst it is 16 weeks for previously treated patients with HCV genotype 3 infection.

b. Sofosbuvir/velpatasvir.
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A large phase 3 study was performed in patients with HCV genotype non-3 infection
using velpatasvir (VEL) in combination with sofosbuvir (SOF) for 12 weeks regardless of
previous therapy, the presence of compensated cirrhosis, and numerous other predictors.
In this study, an SVR rate of 99% was achieved [68]. In another phase 3 study, patients
with HCV genotype 2 and 3 infection were included. Here, a 12-week therapy with
VEL/SOF also led to an SVR rate of 99% [69]. As in a phase 2 study on patients with
HCV genotype 1 or 2 infection, significantly lower SVR rates (77–90%) were observed
when therapy was given for only 8 weeks [70]; VEL/SOF should be given to patients
with HCV genotype 1, 2, and 4–6 infection for 12 weeks regardless of previous therapy
and the presence of compensated cirrhosis. In HCV-genotype-3-infected patients without
cirrhosis, the administration of VEL/SOF is recommended for 12 weeks. In patients with
compensated cirrhosis, ribavirin can be added (Table 4).

Table 4. Pangenotypic regimens for DAA-naive patients without decompensated cirrhosis or ad-
vanced renal failure (modified from [58]).

Therapeutic Regimen Duration
(Weeks)

Patients without Cirrhosis Patients with Compensated Cirrhosis

TN/TE GT3 and TE TN TE GT3 and TE

GPR/PBR 8 x x

GPR/PBR 12 x

GPR/PBR 16 x x

VEL/SOF 12 x x x x x

2. Genotype-Specific Regimens in DAA-Naïve Patients

Sofosbuvir/ledipasvir. The combination of sofosbuvir (SOF) with the NS5A inhibitor
ledipasvir (LDV) was the first approved interferon-free, fixed coformulated regime. It
is approved for the antiviral treatment of patients with HCV genotype 1, 4, or 6 with or
without liver cirrhosis. The standard duration of therapy is 12 weeks and can be shortened
to 8 weeks in therapy-naïve, noncirrhotic patients with HCV genotype 1 infection and a
viral load of <6 million IU/mL HCV RNA. In patients with liver cirrhosis and/or negative
predictors (e.g., failure of prior therapy, platelet counts of <75,000/nL), ribavirin can be
added. In clinical practice, however, SOF/LDV is only rarely used due to the approval of
pangenotypic regimens [58].

Grazoprevir/elbasvir. In this regimen, the NS3/4A protease inhibitor grazoprevir (GZR)
is combined with the NS5A inhibitor elbasvir (EBR). It is licensed for the treatment of
genotype 1 and 4 infections. Independent of the presence of compensated liver cirrhosis,
the standard duration of therapy is 12 weeks. In patients infected with HCV genotype 1a,
an extension of therapy to 16 weeks as well as the addition of ribavirin in patients with an
initial viral load of over 800,000 IU/mL should be considered to reduce the risk of treatment
failure. An extension of therapy to 16 weeks should also be considered in the presence
of HCV genotype 4 with an initial HCV RNA of >800,000 IU/mL. Both SOF/LDV and
GZR/EBR are only rarely used due to the approval of pangenotypic regimens, however [58].

3. Retherapy of DAA Failures

Patients that have failed therapy with an IFN-free DAA regimen should be retreated
with a combination of voxilaprevir (VOX), VEL, and SOF for 12 weeks. This includes
patients who have failed combination therapies consisting of SOF plus one NS3 protease
inhibitor (e.g., simeprevir) or NS5A inhibitor (e.g., daclatasvir, ledipasvir, and velpatasvir)
as well as nucleoside-free first-generation therapies (e.g., grazoprevir plus elbasvir or pari-
taprevir plus ombitasvir, with or without dasabuvir), each with or without the additional
administration of ribavirin. This recommendation is based on two phase 3 studies that
included patients with all HCV genotypes, various previous therapies, and patients with
cirrhosis. The SVR rates ranged between 96% and 98% [71].
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4. Treatment of Special Patient Populations

a. Patients with decompensated cirrhosis. Due to possible liver toxicity, NS3/4A protease
inhibitors such as GZR, glecaprevir, and VOX are contraindicated in patients with decom-
pensated cirrhosis. Consequently, therapy is limited to SOF in combination with NS5A
inhibitors such as VEL and LDV in this population. The indication for antiviral therapy
is given for all patients in whom a liver transplant can be avoided in the medium or long
term, usually in patients with a MELD (model of end-stage liver disease) score of <20. In
patients with a short-term need for a liver transplant, the indication for an antiviral therapy
is much more difficult. The advantages of viral eradication before transplantation need to
be weighed against serious potential side effects of the antiviral drugs in already very sick
patients. Therefore, each case should be discussed with a liver transplantation center.

b. Patients with renal insufficiency. Patients with severe renal impairment
(GFR < 30 mL/min or dialysis) should be treated in an equivalent manner to patients
without renal insufficiency, with the following therapy options: GPR/PBR for 8, 12, or
16 weeks or GZR/EBR for HCV genotype 1 or 4 for 12 or 16 weeks. Here, previous therapies,
comedications, and any comorbidities should be taken into account. Studies show high SVR
rates of 98% across all HCV genotypes for GPR/PBR [64] and 99% in patients with HCV
genotype 1 infection for GZR/EBR [72]. The additional administration of ribavirin should
be avoided. Regimens including SOF should not be given in severe renal impairment.

4. Current Therapy of Chronic Hepatitis D
4.1. Indication for Antiviral Therapy

HDV/HBV-coinfected patients are at higher risk for the development of liver cirrhosis
compared to HBV-monoinfected individuals [2,8,9,73]. Thus, about 20% of all cases of liver
cirrhosis in HBsAg-positive patients are due to HDV coinfection, which is associated with
significantly increased mortality [2,8,9]. HDV infection is also an independent risk factor for
the development of hepatocellular carcinoma, with a relative risk of 1.3 in HBV/HDV- and
7.1 in HBV/HDV/HIV-coinfected patients compared to HBV-monoinfected patients [74].
Therefore, all HDV patients should be evaluated as possible candidates for antiviral therapy.

4.2. Therapeutic Options for the Treatment of Chronic Hepatitis D Infection

Pegylated IFN. PEG-IFN is approved for the treatment of hepatitis B and is also effective
against HDV [75]. HDV RNA levels can be suppressed by up to 47% via standard IFN or
PEG-IFN therapy. In the two large, controlled, and prospective HIDIT studies, the response
rate at the end of therapy was 23–48%. Twenty-four weeks after the end of therapy, only
about 25% of patients had negative HDV RNA [76,77]. During the long-term follow-up,
however, about 50% of the patients had a late HDV RNA relapse [78]. Successful IFN
therapy is associated with a more favorable long-term course, as the risk of developing
clinical complications of liver cirrhosis was lower in these patients [11,79–81]. When a loss
in HBsAg was achieved, a very favorable long-term course could be observed [79,82].

Nucleoside/nucleotide analogues. NUCs against HBV have no direct antiviral activity
against HDV. There are negative studies for famciclovir [83], lamivudine [84], entecavir [85],
and adefovir [76]. Likewise, TDF in combination with PEG-IFN showed no additional
effect compared to PEG-IFN alone [77]. Nevertheless, it can be assumed that the therapy
principles recommended for HBV monoinfection are also applicable for HDV/HBV coin-
fection. In the majority of cases, however, patients with hepatitis D have low HBV DNA
levels [86,87], and will not benefit from HBV DNA suppression.

Bulevirtide. BLV is an entry inhibitor at the sodium taurocholate cotransporting
polypeptide (NTCP) receptor, and has recently been approved for the treatment of HBV/
HDV coinfection. HBV and HDV use NTCP as a receptor for virus entry [88]. BLV has
been tested in several phase 2 studies. The results showed that monotherapy with this
compound resulted in a dose-dependent decrease in HDV RNA levels; however, the studies
also found evidence that combination therapy with PEG-IFN may be more effective than
BLV monotherapy [89]. In a phase 2b dose-ranging study, patients received one dose of
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BLV of 2 mg, 5 mg, or 10 mg in combination with TDF for 24 weeks. One patient group was
treated exclusively with TDF monotherapy. At the end of the therapy, 46%, 47%, and 77%
of patients, respectively, had a drop in HDV RNA of more than 2 logs compared to 3% in
TDF monotherapy. While ALT levels also dropped, BLV had no effect on HBsAg levels [90].

BLV/PEG-IFN combination therapy for 48 weeks was also studied [91]. The median
drop in HDV RNA was greater in the BLV/PEG-IFN group (−4.81 and −5.59 log for the
combinations with 2 mg and 5 mg of BLV, respectively) compared to the PEG-IFN or BLV
group (−1.30 and −2.84). A total of 53.3% of patients in the BLV 2 mg/PEG-IFN group and
26.7% of patients in the BLV 5 mg/PEG-IFN group were HDV-RNA-negative 24 weeks
after the end of therapy. Additional data from a study with 10 mg BLV/PEG-IFNα-2a or
10 mg BLV/TDF for 48 weeks [91] showed that 86.7% of patients in the BLV/PEG-IFN
group had undetectable HDV RNA at the end of therapy compared to 40% in the BLV/TDF
group. Only combination therapy with PEG-IFN led to a decrease in HBsAg levels, while
monotherapy with bulevirtide had no such effect. After the cessation of antiviral therapy, a
rebound of HDV RNA was found in the majority of patients.

4.3. Future Options in the Treatment of Chronic Hepatitis D

Pegylated interferon λ. Pegylated interferon λ (PEG-IFNλ) is a type III interferon that
stimulates cell-mediated immune responses through type III IFN receptors. In HDV patients
treated with PEG-IFNλ, it was found that it is better tolerated than PEG-IFNα [92]. An
SVR, as defined by a drop in HDV RNA levels by 2 logs 24 weeks after the cessation of
antiviral therapy, was found in 36% of patients [93]. Further studies investigating IFNλ in
patients with chronic hepatitis D are currently under way.

Lonafarnib. Lonafarnib is an orally active prenylation inhibitor that has demonstrated
antiviral activity against HDV. Initial studies showed a significantly greater drop in HDV
RNA levels when compared to a placebo, while no effects on HBsAg levels were seen. In
phase II studies, lonafarnib was tested as a monotherapy, in combination with ritonavir, or
in combination with PEG-IFN. The results showed that a combination therapy of low-dose
lonafarnib with ritonavir or PEG-IFN was superior to a high-dose lonafarnib monotherapy
with regard to antiviral activity and tolerability [94]. The LOWR-HDV-2 study [95] studied
a triple regimen of 50 mg lonafarnib with ritonavir and PEG-IFN. A total of 63% of the
patients in this study achieved the composite end point of a decline in HDV RNA of ≥2 logs
and the normalization of ALT.

Nucleic acid polymers. Nucleic acid polymers (NAPs) have demonstrated very promis-
ing results when used for the treatment of HBV/HDV coinfection. In a phase 2 study,
12 patients with chronic hepatitis D and compensated liver disease received REP-2139
as an intravenous infusion once weekly, and after 15 weeks PEG-IFN was added for an
additional 15 weeks. This was followed by PEG-IFN monotherapy for 33 weeks. HBsAg
levels dropped in all patients during therapy, and 5 of 12 patients were negative for HBsAg
at the end of therapy as well as positive for anti-HBs [96]. HDV RNA remained negative
18 months after the end of therapy in seven patients, and five patients were HBsAg-negative.
During the long-term follow up, 7 of 11 patients were still HDV-RNA-negative 3.5 years
after therapy [97].

5. Conclusions

In general, therapy for chronic viral hepatitis has improved significantly in the last two
decades. The introduction of DAAs has revolutionized the treatment of chronic hepatitis
C, as almost every patients can be cured from this infection with few, if any, side effects.
Therefore, it is highly unlikely that new therapeutic developments will be seen for this
entity in the future. The situation in hepatitis B is more complex, as chronic infection
and disease progression can be controlled in most patients via the use of antivirals. A
“functional cure”, however, is achievable in only a minority of treated individuals with the
currently licensed drugs. In this case, a number of promising new therapeutic approaches
are currently under investigation that are aiming to reach this goal. Finally, chronic hepatitis
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D remains the most challenging type of chronic viral hepatitis. While a novel compound
has recently been licensed for the treatment of this disease, the overall results to control this
infection and prevent disease progression are still not satisfactory. Here, further therapeutic
approaches are desperately needed in the future.

Funding: This research received no external funding.

Institutional Review Board Statement: Not applicable.

Informed Consent Statement: Not applicable.

Data Availability Statement: Not applicable.

Conflicts of Interest: The author declares no conflict of interest.

References
1. Stanaway, J.D.; Flaxman, A.D.; Naghavi, M.; Fitzmaurice, C.; Vos, T.; Abubakar, I.; Abu-Raddad, L.J.; Assadi, R.; Bhala, N.; Cowie,

B.; et al. The global burden of viral hepatitis from 1990 to 2013: Findings from the Global Burden of Disease Study 2013. Lancet
2016, 388, 1081–1088. [CrossRef] [PubMed]

2. Stockdale, A.J.; Kreuels, B.; Henrion, M.Y.R.; Giorgi, E.; Kyomuhangi, I.; de Martel, C.; Hutin, Y.; Geretti, A.M. The global
prevalence of hepatitis D virus infection: Systematic review and meta-analysis. J. Hepatol. 2020, 73, 523–532. [CrossRef] [PubMed]

3. Marcellin, P.; Gane, E.; Buti, M.; Afdhal, N.; Sievert, W.; Jacobson, I.M.; Washington, M.K.; Germanidis, G.; Flaherty, J.F.; Aguilar
Schall, R.; et al. Regression of cirrhosis during treatment with tenofovir disoproxil fumarate for chronic hepatitis B: A 5-year
open-label follow-up study. Lancet 2013, 381, 468–475. [CrossRef] [PubMed]

4. Chang, T.T.; Liaw, Y.F.; Wu, S.S.; Schiff, E.; Han, K.H.; Lai, C.L.; Safadi, R.; Lee, S.S.; Halota, W.; Goodman, Z.; 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, 886–893. [CrossRef]

5. Hughes, S.A.; Wedemeyer, H.; Harrison, P.M. Hepatitis delta virus. Lancet 2011, 378, 73–85. [CrossRef] [PubMed]
6. Chen, H.Y.; Shen, D.T.; Ji, D.Z.; Han, P.C.; Zhang, W.M.; Ma, J.F.; Chen, W.S.; Goyal, H.; Pan, S.; Xu, H.G. Prevalence and burden

of hepatitis D virus infection in the global population: A systematic review and meta-analysis. Gut 2019, 68, 512–521. [CrossRef]
7. Fernandez-Montero, J.V.; Vispo, E.; Barreiro, P.; Sierra-Enguita, R.; de Mendoza, C.; Labarga, P.; Soriano, V. Hepatitis delta is

a major determinant of liver decompensation events and death in HIV-infected patients. Clin. Infect. Dis. 2014, 58, 1549–1553.
[CrossRef]

8. Fattovich, G.; Boscaro, S.; Noventa, F.; Pornaro, E.; Stenico, D.; Alberti, A.; Ruol, A.; Realdi, G. Influence of hepatitis delta virus
infection on progression to cirrhosis in chronic hepatitis type B. J. Infect. Dis. 1987, 155, 931–935. [CrossRef]

9. Fattovich, G.; Giustina, G.; Christensen, E.; Pantalena, M.; Zagni, I.; Realdi, G.; Schalm, S.W. Influence of hepatitis delta virus
infection on morbidity and mortality in compensated cirrhosis type B. The European Concerted Action on Viral Hepatitis
(Eurohep). Gut 2000, 46, 420–426. [CrossRef]

10. Niro, G.A.; Smedile, A.; Ippolito, A.M.; Ciancio, A.; Fontana, R.; Olivero, A.; Valvano, M.R.; Abate, M.L.; Gioffreda, D.; Caviglia,
G.P.; et al. Outcome of chronic delta hepatitis in Italy: A long-term cohort study. J. Hepatol. 2010, 53, 834–840. [CrossRef]

11. Yurdaydin, C.; Keskin, O.; Kalkan, C.; Karakaya, F.; Caliskan, A.; Kabacam, G.; Onder, F.O.; Karatayli, S.; Karatayli, E.; Deda, X.;
et al. Interferon Treatment Duration in Patients with Chronic Delta Hepatitis and its Effect on the Natural Course of the Disease.
J. Infect. Dis. 2018, 217, 1184–1192. [CrossRef] [PubMed]

12. European Association for the Study of the Liver. EASL 2017 Clinical Practice Guidelines on the management of hepatitis B virus
infection. J. Hepatol. 2017, 67, 370–398. [CrossRef] [PubMed]

13. Terrault, N.A.; Bzowej, N.H.; Chang, K.M.; Hwang, J.P.; Jonas, M.M.; Murad, M.H. AASLD guidelines for treatment of chronic
hepatitis B. Hepatology 2016, 63, 261–283. [CrossRef] [PubMed]

14. Terrault, N.A.; Lok, A.S.F.; McMahon, B.J.; Chang, K.M.; Hwang, J.P.; Jonas, M.M.; Brown, R.S., Jr.; Bzowej, N.H.; Wong, J.B.
Update on prevention, diagnosis, and treatment of chronic hepatitis B: AASLD 2018 hepatitis B guidance. Hepatology 2018, 67,
1560–1599. [CrossRef]

15. Huang, G.; Li, P.P.; Lau, W.Y.; Pan, Z.Y.; Zhao, L.H.; Wang, Z.G.; Wang, M.C.; Zhou, W.P. Antiviral Therapy Reduces Hepatocellular
Carcinoma Recurrence in Patients with Low HBV-DNA Levels: A Randomized Controlled Trial. Ann. Surg. 2018, 268, 943–954.
[CrossRef]

16. Chen, V.L.; Yeh, M.L.; Le, A.K.; Jun, M.; Saeed, W.K.; Yang, J.D.; Huang, C.F.; Lee, H.Y.; Tsai, P.C.; Lee, M.H.; et al. Anti-viral
therapy is associated with improved survival but is underutilised in patients with hepatitis B virus-related hepatocellular
carcinoma: Real-world east and west experience. Aliment. Pharm. Ther. 2018, 48, 44–54. [CrossRef]

17. He, L.; Liu, X.; Zhao, Y.; Zhang, S.; Jiang, Y.; Wang, X.; Yang, Z. Efficacy of Nucleot(s)ide Analogs Therapy in Patients with
Unresectable HBV-Related Hepatocellular Carcinoma: A Systematic Review and Meta-Analysis. Dis. Markers 2017, 2017, 7075935.
[CrossRef]

https://doi.org/10.1016/S0140-6736(16)30579-7
https://www.ncbi.nlm.nih.gov/pubmed/27394647
https://doi.org/10.1016/j.jhep.2020.04.008
https://www.ncbi.nlm.nih.gov/pubmed/32335166
https://doi.org/10.1016/S0140-6736(12)61425-1
https://www.ncbi.nlm.nih.gov/pubmed/23234725
https://doi.org/10.1002/hep.23785
https://doi.org/10.1016/S0140-6736(10)61931-9
https://www.ncbi.nlm.nih.gov/pubmed/21511329
https://doi.org/10.1136/gutjnl-2018-316601
https://doi.org/10.1093/cid/ciu167
https://doi.org/10.1093/infdis/155.5.931
https://doi.org/10.1136/gut.46.3.420
https://doi.org/10.1016/j.jhep.2010.06.008
https://doi.org/10.1093/infdis/jix656
https://www.ncbi.nlm.nih.gov/pubmed/29425306
https://doi.org/10.1016/j.jhep.2017.03.021
https://www.ncbi.nlm.nih.gov/pubmed/28427875
https://doi.org/10.1002/hep.28156
https://www.ncbi.nlm.nih.gov/pubmed/26566064
https://doi.org/10.1002/hep.29800
https://doi.org/10.1097/SLA.0000000000002727
https://doi.org/10.1111/apt.14801
https://doi.org/10.1155/2017/7075935


J. Pers. Med. 2023, 13, 964 12 of 15

18. Cornberg, M.; Sandmann, L.; Protzer, U.; Niederau, C.; Tacke, F.; Berg, T.; Glebe, D.; Jilg, W.; Wedemeyer, H.; Wirth, S.; et al.
S3-Leitlinie der Deutschen Gesellschaft für Gastroenterologie, Verdauungs- und Stoffwechselkrankheiten (DGVS) zur Prophylaxe,
Diagnostik und Therapie der Hepatitis-B-Virusinfektion—(AWMF-Register-Nr. 021-11). Z. Gastroenterol. 2021, 59, 691–776.
[CrossRef]

19. Sonneveld, M.J.; Hansen, B.E.; Piratvisuth, T.; Jia, J.D.; Zeuzem, S.; Gane, E.; Liaw, Y.F.; Xie, Q.; Heathcote, E.J.; Chan, H.L.; et al.
Response-guided peginterferon therapy in hepatitis B e antigen-positive chronic hepatitis B using serum hepatitis B surface
antigen levels. Hepatology 2013, 58, 872–880. [CrossRef]

20. Buti, M.; Gane, E.; Seto, W.K.; Chan, H.L.; Chuang, W.L.; Stepanova, T.; Hui, A.J.; Lim, Y.S.; Mehta, R.; Janssen, H.L.; et al.
Tenofovir alafenamide versus tenofovir disoproxil fumarate for the treatment of patients with HBeAg-negative chronic hepatitis
B virus infection: A randomised, double-blind, phase 3, non-inferiority trial. Lancet Gastroenterol. Hepatol. 2016, 1, 196–206.
[CrossRef]

21. Toyoda, H.; Leong, J.; Landis, C.; Atsukawa, M.; Watanabe, T.; Huang, D.Q.; Liu, J.; Quek, S.X.Z.; Ishikawa, T.; Arai, T.; et al.
Treatment and Renal Outcomes Up to 96 Weeks After Tenofovir Alafenamide Switch From Tenofovir Disoproxil Fumarate in
Routine Practice. Hepatology 2021, 74, 656–666. [CrossRef] [PubMed]

22. Papatheodoridis, G.V.; Idilman, R.; Dalekos, G.N.; Buti, M.; Chi, H.; van Boemmel, F.; Calleja, J.L.; Sypsa, V.; Goulis, J.;
Manolakopoulos, S.; et al. The risk of hepatocellular carcinoma decreases after the first 5 years of entecavir or tenofovir in
Caucasians with chronic hepatitis B. Hepatology 2017, 66, 1444–1453. [CrossRef] [PubMed]

23. Choi, J.; Kim, H.J.; Lee, J.; Cho, S.; Ko, M.J.; Lim, Y.S. Risk of Hepatocellular Carcinoma in Patients Treated with Entecavir vs.
Tenofovir for Chronic Hepatitis B: A Korean Nationwide Cohort Study. JAMA Oncol. 2019, 5, 30–36. [CrossRef] [PubMed]

24. Choi, W.M.; Choi, J.; Wong, G.L.; Han, S.; Lim, Y.S. Risk of hepatocellular carcinoma with tenofovir versus entecavir in chronic
hepatitis B. Lancet Gastroenterol. Hepatol. 2021, 6, 87. [CrossRef]

25. Dave, S.; Park, S.; Murad, M.H.; Barnard, A.; Prokop, L.; Adams, L.A.; Singh, S.; Loomba, R. Comparative Effectiveness of
Entecavir Versus Tenofovir for Preventing Hepatocellular Carcinoma in Patients with Chronic Hepatitis B: A Systematic Review
and Meta-Analysis. Hepatology 2021, 73, 68–78. [CrossRef]

26. Tseng, C.H.; Chen, T.H.; Wu, J.L.; Lee, T.Y.; Borghi, J.A.; Lin, J.T.; Nguyen, M.H.; Hsu, Y.C. Serious adverse events after cessation
of nucleos(t)ide analogues in individuals with chronic hepatitis B: A systematic review and meta-analysis. JHEP Rep. 2023,
5, 100617. [CrossRef]

27. Liaw, Y.F.; Jeng, W.J. Benefit of stopping finite nucleos(t)ide analogues therapy in chronic hepatitis B patients. Gut 2020, 69,
1898–1899. [CrossRef]

28. Liaw, Y.F. Finite nucleos(t)ide analog therapy in HBeAg-negative chronic hepatitis B: An emerging paradigm shift. Hepatol. Int.
2019, 13, 665–673. [CrossRef]

29. Cornberg, M.; Wong, V.W.; Locarnini, S.; Brunetto, M.; Janssen, H.L.A.; Chan, H.L. The role of quantitative hepatitis B surface
antigen revisited. J. Hepatol. 2017, 66, 398–411. [CrossRef]

30. Chang, M.L.; Liaw, Y.F.; Hadziyannis, S.J. Systematic review: Cessation of long-term nucleos(t)ide analogue therapy in patients
with hepatitis B e antigen-negative chronic hepatitis B. Aliment. Pharm. Ther. 2015, 42, 243–257. [CrossRef]

31. Papatheodoridis, G.; Vlachogiannakos, I.; Cholongitas, E.; Wursthorn, K.; Thomadakis, C.; Touloumi, G.; Petersen, J. Discontinua-
tion of oral antivirals in chronic hepatitis B: A systematic review. Hepatology 2016, 63, 1481–1492. [CrossRef] [PubMed]

32. Brown, R.S., Jr.; McMahon, B.J.; Lok, A.S.; Wong, J.B.; Ahmed, A.T.; Mouchli, M.A.; Wang, Z.; Prokop, L.J.; Murad, M.H.;
Mohammed, K. Antiviral therapy in chronic hepatitis B viral infection during pregnancy: A systematic review and meta-analysis.
Hepatology 2016, 63, 319–333. [CrossRef] [PubMed]

33. Wang, M.; Bian, Q.; Zhu, Y.; Pang, Q.; Chang, L.; Li, R.; Tiongson, B.C.; Zhang, H.; Pan, C.Q. Real-world study of tenofovir
disoproxil fumarate to prevent hepatitis B transmission in mothers with high viral load. Aliment. Pharm. Ther. 2019, 49, 211–217.
[CrossRef]

34. Mofenson, L.M.; Baggaley, R.C.; Mameletzis, I. Tenofovir disoproxil fumarate safety for women and their infants during pregnancy
and breastfeeding. AIDS 2017, 31, 213–232. [CrossRef]

35. Mugwanya, K.K.; John-Stewart, G.; Baeten, J. Safety of oral tenofovir disoproxil fumarate-based HIV pre-exposure prophylaxis
use in lactating HIV-uninfected women. Expert. Opin. Drug. Saf. 2017, 16, 867–871. [CrossRef] [PubMed]

36. Reddy, K.R.; Beavers, K.L.; Hammond, S.P.; Lim, J.K.; Falck-Ytter, Y.T.; American Gastroenterological Association Institute.
American Gastroenterological Association Institute guideline on the prevention and treatment of hepatitis B virus reactivation
during immunosuppressive drug therapy. Gastroenterology 2015, 148, 215–219, quiz e16–e17. [CrossRef]

37. Sarmati, L.; Andreoni, M.; Antonelli, G.; Arcese, W.; Bruno, R.; Coppola, N.; Gaeta, G.B.; Galli, M.; Girmenia, C.; Mikulska, M.;
et al. Recommendations for screening, monitoring, prevention, prophylaxis and therapy of hepatitis B virus reactivation in
patients with haematologic malignancies and patients who underwent haematologic stem cell transplantation-a position paper.
Clin. Microbiol. Infect. 2017, 23, 935–940. [CrossRef]

38. Huang, H.; Li, X.; Zhu, J.; Ye, S.; Zhang, H.; Wang, W.; Wu, X.; Peng, J.; Xu, B.; Lin, Y.; et al. Entecavir vs. lamivudine for
prevention of hepatitis B virus reactivation among patients with untreated diffuse large B-cell lymphoma receiving R-CHOP
chemotherapy: A randomized clinical trial. JAMA 2014, 312, 2521–2530. [CrossRef]

https://doi.org/10.1055/a-1498-2512
https://doi.org/10.1002/hep.26436
https://doi.org/10.1016/S2468-1253(16)30107-8
https://doi.org/10.1002/hep.31793
https://www.ncbi.nlm.nih.gov/pubmed/33706421
https://doi.org/10.1002/hep.29320
https://www.ncbi.nlm.nih.gov/pubmed/28622419
https://doi.org/10.1001/jamaoncol.2018.4070
https://www.ncbi.nlm.nih.gov/pubmed/30267080
https://doi.org/10.1016/S2468-1253(20)30372-1
https://doi.org/10.1002/hep.31267
https://doi.org/10.1016/j.jhepr.2022.100617
https://doi.org/10.1136/gutjnl-2019-320341
https://doi.org/10.1007/s12072-019-09989-6
https://doi.org/10.1016/j.jhep.2016.08.009
https://doi.org/10.1111/apt.13272
https://doi.org/10.1002/hep.28438
https://www.ncbi.nlm.nih.gov/pubmed/27100145
https://doi.org/10.1002/hep.28302
https://www.ncbi.nlm.nih.gov/pubmed/26565396
https://doi.org/10.1111/apt.15064
https://doi.org/10.1097/QAD.0000000000001313
https://doi.org/10.1080/14740338.2017.1338271
https://www.ncbi.nlm.nih.gov/pubmed/28571500
https://doi.org/10.1053/j.gastro.2014.10.039
https://doi.org/10.1016/j.cmi.2017.06.023
https://doi.org/10.1001/jama.2014.15704


J. Pers. Med. 2023, 13, 964 13 of 15

39. Zhang, M.Y.; Zhu, G.Q.; Shi, K.Q.; Zheng, J.N.; Cheng, Z.; Zou, Z.L.; Huang, H.H.; Chen, F.Y.; Zheng, M.H. Systematic review
with network meta-analysis: Comparative efficacy of oral nucleos(t)ide analogues for the prevention of chemotherapy-induced
hepatitis B virus reactivation. Oncotarget 2016, 7, 30642–30658. [CrossRef]

40. Nakaya, A.; Fujita, S.; Satake, A.; Nakanishi, T.; Azuma, Y.; Tsubokura, Y.; Hotta, M.; Yoshimura, H.; Ishii, K.; Ito, T.; et al. Delayed
HBV reactivation in rituximab-containing chemotherapy: How long should we continue anti-virus prophylaxis or monitoring
HBV-DNA? Leuk. Res. 2016, 50, 46–49. [CrossRef]

41. Wu, J.; Meng, Z.; Jiang, M.; Pei, R.; Trippler, M.; Broering, R.; Bucchi, A.; Sowa, J.P.; Dittmer, U.; Yang, D.; et al. Hepatitis B
virus suppresses toll-like receptor-mediated innate immune responses in murine parenchymal and nonparenchymal liver cells.
Hepatology 2009, 49, 1132–1140. [CrossRef] [PubMed]

42. Wu, J.; Lu, M.; Meng, Z.; Trippler, M.; Broering, R.; Szczeponek, A.; Krux, F.; Dittmer, U.; Roggendorf, M.; Gerken, G.; et al.
Toll-like receptor-mediated control of HBV replication by nonparenchymal liver cells in mice. Hepatology 2007, 46, 1769–1778.
[CrossRef] [PubMed]

43. Wu, J.; Huang, S.; Zhao, X.; Chen, M.; Lin, Y.; Xia, Y.; Sun, C.; Yang, X.; Wang, J.; Guo, Y.; et al. Poly(I:C) treatment leads to
interferon-dependent clearance of hepatitis B virus in a hydrodynamic injection mouse model. J. Virol. 2014, 88, 10421–10431.
[CrossRef] [PubMed]

44. Wu, J.; Han, M.; Li, J.; Yang, X.; Zhen, X.; Schlaak, J.F.; Yang, D.; Lu, M. Pattern Recognition Receptors and Liver Failure. Crit. Rev.
Immunol. 2019, 39, 289–311. [CrossRef] [PubMed]

45. Neumann-Haefelin, C.; Thimme, R. Chronic hepatitis B virus infection: Current and future treatment strategies. Bundesgesund-
heitsblatt Gesundh. Gesundh. 2022, 65, 238–245. [CrossRef]

46. Zoulim, F.; Lenz, O.; Vandenbossche, J.J.; Talloen, W.; Verbinnen, T.; Moscalu, I.; Streinu-Cercel, A.; Bourgeois, S.; Buti, M.; Crespo,
J.; et al. JNJ-56136379, an HBV Capsid Assembly Modulator, Is Well-Tolerated and Has Antiviral Activity in a Phase 1 Study of
Patients with Chronic Infection. Gastroenterology 2020, 159, 521–533.e9. [CrossRef]

47. Bazinet, M.; Pantea, V.; Placinta, G.; Moscalu, I.; Cebotarescu, V.; Cojuhari, L.; Jimbei, P.; Iarovoi, L.; Smesnoi, V.; Musteata, T.; et al.
Safety and Efficacy of 48 Weeks REP 2139 or REP 2165, Tenofovir Disoproxil, and Pegylated Interferon Alfa-2a in Patients with
Chronic HBV Infection Naive to Nucleos(t)ide Therapy. Gastroenterology 2020, 158, 2180–2194. [CrossRef]

48. Yuen, M.F.; Locarnini, S.; Lim, T.H.; Strasser, S.I.; Sievert, W.; Cheng, W.; Thompson, A.J.; Given, B.D.; Schluep, T.; Hamilton,
J.; et al. Combination treatments including the small-interfering RNA JNJ-3989 induce rapid and sometimes prolonged viral
responses in patients with CHB. J. Hepatol. 2022, 77, 1287–1298. [CrossRef]

49. Gane, E.J.; Kim, H.J.; Visvanathan, K.; Kim, Y.J.; Nguyen, A.H.; Wallin, J.J.; Chen, D.Y.; McDonald, C.; Arora, P.; Tan, S.K.; et al.
Safety, Pharmacokinetics, and Pharmacodynamics of the Oral TLR8 Agonist Selgantolimod in Chronic Hepatitis B. Hepatology
2021, 74, 1737–1749. [CrossRef]

50. Daffis, S.; Balsitis, S.; Chamberlain, J.; Zheng, J.; Santos, R.; Rowe, W.; Ramakrishnan, D.; Pattabiraman, D.; Spurlock, S.; Chu,
R.; et al. Toll-Like Receptor 8 Agonist GS-9688 Induces Sustained Efficacy in the Woodchuck Model of Chronic Hepatitis B.
Hepatology 2021, 73, 53–67. [CrossRef]

51. Boni, C.; Janssen, H.L.A.; Rossi, M.; Yoon, S.K.; Vecchi, A.; Barili, V.; Yoshida, E.M.; Trinh, H.; Rodell, T.C.; Laccabue, D.; et al.
Combined GS-4774 and Tenofovir Therapy Can Improve HBV-Specific T-Cell Responses in Patients with Chronic Hepatitis.
Gastroenterology 2019, 157, 227–241.e7. [CrossRef] [PubMed]

52. Zoulim, F.; Fournier, C.; Habersetzer, F.; Sprinzl, M.; Pol, S.; Coffin, C.S.; Leroy, V.; Ma, M.; Wedemeyer, H.; Lohse, A.W.; et al.
Safety and immunogenicity of the therapeutic vaccine TG1050 in chronic hepatitis B patients: A phase 1b placebo-controlled trial.
Hum. Vaccin. Immunother. 2020, 16, 388–399. [CrossRef] [PubMed]

53. Martinello, M.; Hajarizadeh, B.; Grebely, J.; Dore, G.J.; Matthews, G.V. HCV Cure and Reinfection Among People with HIV/HCV
Coinfection and People Who Inject Drugs. Curr. HIV/AIDS Rep. 2017, 14, 110–121. [CrossRef] [PubMed]

54. Zeuzem, S. Treatment Options in Hepatitis C. Dtsch. Arztebl. Int. 2017, 114, 11–21. [CrossRef]
55. Simmons, B.; Saleem, J.; Heath, K.; Cooke, G.S.; Hill, A. Long-Term Treatment Outcomes of Patients Infected with Hepatitis C

Virus: A Systematic Review and Meta-analysis of the Survival Benefit of Achieving a Sustained Virological Response. Clin. Infect.
Dis. 2015, 61, 730–740. [CrossRef]

56. Calvaruso, V.; Craxi, A. Hepatic benefits of HCV cure. J. Hepatol. 2020, 73, 1548–1556. [CrossRef]
57. Calvaruso, V.; Cabibbo, G.; Cacciola, I.; Petta, S.; Madonia, S.; Bellia, A.; Tine, F.; Distefano, M.; Licata, A.; Giannitrapani, L.; et al.

Incidence of Hepatocellular Carcinoma in Patients with HCV-Associated Cirrhosis Treated with Direct-Acting Antiviral Agents.
Gastroenterology 2018, 155, 411–421.e4. [CrossRef]

58. Sarrazin, C.; Zimmermann, T.; Berg, T.; Hinrichsen, H.; Mauss, S.; Wedemeyer, H.; Zeuzem, S.; Deutsche Gesellschaft für
Gastroenterologie; Verdauungs- und Stoffwechselkrankheiten (DGVS); Deutsche Gesellschaft für Pathologie e. V. (DGP) und
Bundesverband Deutscher Pathologen (BDP); et al. Prophylaxe, Diagnostik und Therapie der Hepatitis-C-Virus(HCV)-Infektion.
Z. Gastroenterol. 2020, 58, 1110–1131. [CrossRef]

59. Jiang, M.; Broering, R.; Trippler, M.; Poggenpohl, L.; Fiedler, M.; Gerken, G.; Lu, M.; Schlaak, J.F. Toll-like receptor-mediated
immune responses are attenuated in the presence of high levels of hepatitis B virus surface antigen. J. Viral Hepat. 2014, 21,
860–872. [CrossRef]

60. Broering, R.; Lu, M.; Schlaak, J.F. Role of Toll-like receptors in liver health and disease. Clin. Sci. 2011, 121, 415–426. [CrossRef]

https://doi.org/10.18632/oncotarget.8907
https://doi.org/10.1016/j.leukres.2016.09.014
https://doi.org/10.1002/hep.22751
https://www.ncbi.nlm.nih.gov/pubmed/19140219
https://doi.org/10.1002/hep.21897
https://www.ncbi.nlm.nih.gov/pubmed/17929296
https://doi.org/10.1128/JVI.00996-14
https://www.ncbi.nlm.nih.gov/pubmed/24920792
https://doi.org/10.1615/CritRevImmunol.2019031012
https://www.ncbi.nlm.nih.gov/pubmed/32421970
https://doi.org/10.1007/s00103-021-03483-x
https://doi.org/10.1053/j.gastro.2020.04.036
https://doi.org/10.1053/j.gastro.2020.02.058
https://doi.org/10.1016/j.jhep.2022.07.010
https://doi.org/10.1002/hep.31795
https://doi.org/10.1002/hep.31255
https://doi.org/10.1053/j.gastro.2019.03.044
https://www.ncbi.nlm.nih.gov/pubmed/30930022
https://doi.org/10.1080/21645515.2019.1651141
https://www.ncbi.nlm.nih.gov/pubmed/31373537
https://doi.org/10.1007/s11904-017-0358-8
https://www.ncbi.nlm.nih.gov/pubmed/28432579
https://doi.org/10.3238/arztebl.2017.0011
https://doi.org/10.1093/cid/civ396
https://doi.org/10.1016/j.jhep.2020.08.006
https://doi.org/10.1053/j.gastro.2018.04.008
https://doi.org/10.1055/a-1226-0241
https://doi.org/10.1111/jvh.12216
https://doi.org/10.1042/CS20110065


J. Pers. Med. 2023, 13, 964 14 of 15

61. Rockstroh, J.K.; Lacombe, K.; Viani, R.M.; Orkin, C.; Wyles, D.; Luetkemeyer, A.F.; Soto-Malave, R.; Flisiak, R.; Bhagani, S.;
Sherman, K.E.; et al. Efficacy and Safety of Glecaprevir/Pibrentasvir in Patients Coinfected with Hepatitis C Virus and Human
Immunodeficiency Virus Type 1: The EXPEDITION-2 Study. Clin. Infect. Dis. 2018, 67, 1010–1017. [CrossRef]

62. Puoti, M.; Foster, G.R.; Wang, S.; Mutimer, D.; Gane, E.; Moreno, C.; Chang, T.T.; Lee, S.S.; Marinho, R.; Dufour, J.F.; et al. High
SVR12 with 8-week and 12-week glecaprevir/pibrentasvir therapy: An integrated analysis of HCV genotype 1–6 patients without
cirrhosis. J. Hepatol. 2018, 69, 293–300. [CrossRef] [PubMed]

63. Asselah, T.; Kowdley, K.V.; Zadeikis, N.; Wang, S.; Hassanein, T.; Horsmans, Y.; Colombo, M.; Calinas, F.; Aguilar, H.; de
Ledinghen, V.; et al. Efficacy of Glecaprevir/Pibrentasvir for 8 or 12 Weeks in Patients with Hepatitis C Virus Genotype 2, 4, 5, or
6 Infection without Cirrhosis. Clin. Gastroenterol. Hepatol. 2018, 16, 417–426. [CrossRef] [PubMed]

64. Gane, E.; Lawitz, E.; Pugatch, D.; Papatheodoridis, G.; Brau, N.; Brown, A.; Pol, S.; Leroy, V.; Persico, M.; Moreno, C.; et al.
Glecaprevir and Pibrentasvir in Patients with HCV and Severe Renal Impairment. N. Engl. J. Med. 2017, 377, 1448–1455. [CrossRef]
[PubMed]

65. Zeuzem, S.; Foster, G.R.; Wang, S.; Asatryan, A.; Gane, E.; Feld, J.J.; Asselah, T.; Bourliere, M.; Ruane, P.J.; Wedemeyer, H.; et al.
Glecaprevir-Pibrentasvir for 8 or 12 Weeks in HCV Genotype 1 or 3 Infection. N. Engl. J. Med. 2018, 378, 354–369. [CrossRef]
[PubMed]

66. Brown, R.S., Jr.; Buti, M.; Rodrigues, L.; Chulanov, V.; Chuang, W.L.; Aguilar, H.; Horvath, G.; Zuckerman, E.; Carrion, B.R.;
Rodriguez-Perez, F.; et al. Glecaprevir/pibrentasvir for 8 weeks in treatment-naive patients with chronic HCV genotypes 1–6 and
compensated cirrhosis: The EXPEDITION-8 trial. J. Hepatol. 2020, 72, 441–449. [CrossRef]

67. Forns, X.; Lee, S.S.; Valdes, J.; Lens, S.; Ghalib, R.; Aguilar, H.; Felizarta, F.; Hassanein, T.; Hinrichsen, H.; Rincon, D.; et al.
Glecaprevir plus pibrentasvir for chronic hepatitis C virus genotype 1, 2, 4, 5, or 6 infection in adults with compensated cirrhosis
(EXPEDITION-1): A single-arm, open-label, multicentre phase 3 trial. Lancet Infect. Dis. 2017, 17, 1062–1068. [CrossRef]

68. Feld, J.J.; Jacobson, I.M.; Hezode, C.; Asselah, T.; Ruane, P.J.; Gruener, N.; Abergel, A.; Mangia, A.; Lai, C.L.; Chan, H.L.; et al.
Sofosbuvir and Velpatasvir for HCV Genotype 1, 2, 4, 5, and 6 Infection. N. Engl. J. Med. 2015, 373, 2599–2607. [CrossRef]

69. Foster, G.R.; Afdhal, N.; Roberts, S.K.; Brau, N.; Gane, E.J.; Pianko, S.; Lawitz, E.; Thompson, A.; Shiffman, M.L.; Cooper, C.; et al.
Sofosbuvir and Velpatasvir for HCV Genotype 2 and 3 Infection. N. Engl. J. Med. 2015, 373, 2608–2617. [CrossRef]

70. Everson, G.T.; Towner, W.J.; Davis, M.N.; Wyles, D.L.; Nahass, R.G.; Thuluvath, P.J.; Etzkorn, K.; Hinestrosa, F.; Tong, M.;
Rabinovitz, M.; et al. Sofosbuvir with Velpatasvir in Treatment-Naive Noncirrhotic Patients with Genotype 1 to 6 Hepatitis C
Virus Infection: A Randomized Trial. Ann. Intern. Med. 2015, 163, 818–826. [CrossRef]

71. Bourliere, M.; Gordon, S.C.; Flamm, S.L.; Cooper, C.L.; Ramji, A.; Tong, M.; Ravendhran, N.; Vierling, J.M.; Tran, T.T.; Pianko,
S.; et al. Sofosbuvir, Velpatasvir, and Voxilaprevir for Previously Treated HCV Infection. N. Engl. J. Med. 2017, 376, 2134–2146.
[CrossRef] [PubMed]

72. Roth, D.; Nelson, D.R.; Bruchfeld, A.; Liapakis, A.; Silva, M.; Monsour, H., Jr.; Martin, P.; Pol, S.; Londono, M.C.; Hassanein,
T.; et al. Grazoprevir plus elbasvir in treatment-naive and treatment-experienced patients with hepatitis C virus genotype 1
infection and stage 4-5 chronic kidney disease (the C-SURFER study): A combination phase 3 study. Lancet 2015, 386, 1537–1545.
[CrossRef] [PubMed]

73. Miao, Z.; Zhang, S.; Ou, X.; Li, S.; Ma, Z.; Wang, W.; Peppelenbosch, M.P.; Liu, J.; Pan, Q. Estimating the Global Prevalence,
Disease Progression, and Clinical Outcome of Hepatitis Delta Virus Infection. J. Infect. Dis. 2020, 221, 1677–1687. [CrossRef]
[PubMed]

74. Alfaiate, D.; Clement, S.; Gomes, D.; Goossens, N.; Negro, F. Chronic hepatitis D and hepatocellular carcinoma: A systematic
review and meta-analysis of observational studies. J. Hepatol. 2020, 73, 533–539. [CrossRef] [PubMed]

75. Wranke, A.; Wedemeyer, H. Antiviral therapy of hepatitis delta virus infection—Progress and challenges towards cure. Curr.
Opin. Virol. 2016, 20, 112–118. [CrossRef]

76. Wedemeyer, H.; Yurdaydin, C.; Dalekos, G.N.; Erhardt, A.; Cakaloglu, Y.; Degertekin, H.; Gurel, S.; Zeuzem, S.; Zachou, K.;
Bozkaya, H.; et al. Peginterferon plus adefovir versus either drug alone for hepatitis delta. N. Engl. J. Med. 2011, 364, 322–331.
[CrossRef]

77. Wedemeyer, H.; Yurdaydin, C.; Hardtke, S.; Caruntu, F.A.; Curescu, M.G.; Yalcin, K.; Akarca, U.S.; Gurel, S.; Zeuzem, S.; Erhardt,
A.; et al. Peginterferon alfa-2a plus tenofovir disoproxil fumarate for hepatitis D (HIDIT-II): A randomised, placebo controlled,
phase 2 trial. Lancet Infect. Dis. 2019, 19, 275–286. [CrossRef]

78. Heidrich, B.; Yurdaydin, C.; Kabacam, G.; Ratsch, B.A.; Zachou, K.; Bremer, B.; Dalekos, G.N.; Erhardt, A.; Tabak, F.; Yalcin,
K.; et al. Late HDV RNA relapse after peginterferon alpha-based therapy of chronic hepatitis delta. Hepatology 2014, 60, 87–97.
[CrossRef]

79. Wranke, A.; Serrano, B.C.; Heidrich, B.; Kirschner, J.; Bremer, B.; Lehmann, P.; Hardtke, S.; Deterding, K.; Port, K.; Westphal, M.;
et al. Antiviral treatment and liver-related complications in hepatitis delta. Hepatology 2017, 65, 414–425. [CrossRef]

80. Roulot, D.; Brichler, S.; Layese, R.; BenAbdesselam, Z.; Zoulim, F.; Thibault, V.; Scholtes, C.; Roche, B.; Castelnau, C.; Poynard, T.;
et al. Origin, HDV genotype and persistent viremia determine outcome and treatment response in patients with chronic hepatitis
delta. J. Hepatol. 2020, 73, 1046–1062. [CrossRef]

81. Kamal, H.; Westman, G.; Falconer, K.; Duberg, A.S.; Weiland, O.; Haverinen, S.; Wejstal, R.; Carlsson, T.; Kampmann, C.; Larsson,
S.B.; et al. Long-Term Study of Hepatitis Delta Virus Infection at Secondary Care Centers: The Impact of Viremia on Liver-Related
Outcomes. Hepatology 2020, 72, 1177–1190. [CrossRef] [PubMed]

https://doi.org/10.1093/cid/ciy220
https://doi.org/10.1016/j.jhep.2018.03.007
https://www.ncbi.nlm.nih.gov/pubmed/29551706
https://doi.org/10.1016/j.cgh.2017.09.027
https://www.ncbi.nlm.nih.gov/pubmed/28951228
https://doi.org/10.1056/NEJMoa1704053
https://www.ncbi.nlm.nih.gov/pubmed/29020583
https://doi.org/10.1056/NEJMoa1702417
https://www.ncbi.nlm.nih.gov/pubmed/29365309
https://doi.org/10.1016/j.jhep.2019.10.020
https://doi.org/10.1016/S1473-3099(17)30496-6
https://doi.org/10.1056/NEJMoa1512610
https://doi.org/10.1056/NEJMoa1512612
https://doi.org/10.7326/M15-1000
https://doi.org/10.1056/NEJMoa1613512
https://www.ncbi.nlm.nih.gov/pubmed/28564569
https://doi.org/10.1016/S0140-6736(15)00349-9
https://www.ncbi.nlm.nih.gov/pubmed/26456905
https://doi.org/10.1093/infdis/jiz633
https://www.ncbi.nlm.nih.gov/pubmed/31778167
https://doi.org/10.1016/j.jhep.2020.02.030
https://www.ncbi.nlm.nih.gov/pubmed/32151618
https://doi.org/10.1016/j.coviro.2016.10.002
https://doi.org/10.1056/NEJMoa0912696
https://doi.org/10.1016/S1473-3099(18)30663-7
https://doi.org/10.1002/hep.27102
https://doi.org/10.1002/hep.28876
https://doi.org/10.1016/j.jhep.2020.06.038
https://doi.org/10.1002/hep.31214
https://www.ncbi.nlm.nih.gov/pubmed/32145073


J. Pers. Med. 2023, 13, 964 15 of 15

82. Niro, G.A.; Smedile, A.; Fontana, R.; Olivero, A.; Ciancio, A.; Valvano, M.R.; Pittaluga, F.; Coppola, N.; Wedemeyer, H.; Zachou,
K.; et al. HBsAg kinetics in chronic hepatitis D during interferon therapy: On-treatment prediction of response. Aliment. Pharm.
Ther. 2016, 44, 620–628. [CrossRef] [PubMed]

83. Yurdaydin, C.; Bozkaya, H.; Gurel, S.; Tillmann, H.L.; Aslan, N.; Okcu-Heper, A.; Erden, E.; Yalcin, K.; Iliman, N.; Uzunalimoglu,
O.; et al. Famciclovir treatment of chronic delta hepatitis. J. Hepatol. 2002, 37, 266–271. [CrossRef]

84. Niro, G.A.; Ciancio, A.; Tillman, H.L.; Lagget, M.; Olivero, A.; Perri, F.; Fontana, R.; Little, N.; Campbell, F.; Smedile, A.; et al.
Lamivudine therapy in chronic delta hepatitis: A multicentre randomized-controlled pilot study. Aliment. Pharm. Ther. 2005, 22,
227–232. [CrossRef] [PubMed]

85. Kabacam, G.; Onder, F.O.; Yakut, M.; Seven, G.; Karatayli, S.C.; Karatayli, E.; Savas, B.; Idilman, R.; Bozdayi, A.M.; Yurdaydin, C.
Entecavir treatment of chronic hepatitis D. Clin. Infect. Dis. 2012, 55, 645–650. [CrossRef] [PubMed]

86. Heidrich, B.; Deterding, K.; Tillmann, H.L.; Raupach, R.; Manns, M.P.; Wedemeyer, H. Virological and clinical characteristics of
delta hepatitis in Central Europe. J. Viral Hepat. 2009, 16, 883–894. [CrossRef]

87. Sureau, C.; Negro, F. The hepatitis delta virus: Replication and pathogenesis. J. Hepatol. 2016, 64, S102–S116. [CrossRef]
88. Urban, S.; Bartenschlager, R.; Kubitz, R.; Zoulim, F. Strategies to inhibit entry of HBV and HDV into hepatocytes. Gastroenterology

2014, 147, 48–64. [CrossRef]
89. Bogomolov, P.; Alexandrov, A.; Voronkova, N.; Macievich, M.; Kokina, K.; Petrachenkova, M.; Lehr, T.; Lempp, F.A.; Wedemeyer,

H.; Haag, M.; et al. Treatment of chronic hepatitis D with the entry inhibitor myrcludex B: First results of a phase Ib/IIa study.
J. Hepatol. 2016, 65, 490–498. [CrossRef]

90. Wedemeyer, H.; Schoneweis, K.; Bogomolov, P.; Blank, A.; Voronkova, N.; Stepanova, T.; Sagalova, O.; Chulanov, V.; Osipenko, M.;
Morozov, V.; et al. Safety and efficacy of bulevirtide in combination with tenofovir disoproxil fumarate in patients with hepatitis
B virus and hepatitis D virus coinfection (MYR202): A multicentre, randomised, parallel-group, open-label, phase 2 trial. Lancet
Infect. Dis. 2023, 23, 117–129. [CrossRef]

91. Lampertico, P.; Roulot, D.; Wedemeyer, H. Bulevirtide with or without pegIFNalpha for patients with compensated chronic
hepatitis delta: From clinical trials to real-world studies. J. Hepatol. 2022, 77, 1422–1430. [CrossRef] [PubMed]

92. Hamid, S.S.; Etzion, O.; Lurie, Y.; Bader, N.; Yardeni, D.; Channa, S.M.; Mawani, M.; Parkash, O.; Martins, E.B.; Gane, E.J. A
phase 2 randomized clinical trial to evaluate the safety and efficacy of pegylated interferon lambda monotherapy in patients with
chronic hepatitis delta virus infection. Interim results from the LIMT HDV study. Hepatology 2017, 66, 496A.

93. Etzion, O.; Hamid, S.S.; Lurie, Y.; Gane, E.; Bader, N.; Yardeni, D. End of study results from LIMT HDV study: 36% durable
virologic response at 24 weeks post-treatment with pegylated interferon lambda monotherapy in patients with chronic hepatitis
delta virus infection. J. Hepatol. 2019, 70, e32. [CrossRef]

94. Yurdaydin, C.; Keskin, O.; Kalkan, C.; Karakaya, F.; Caliskan, A.; Karatayli, E.; Karatayli, S.; Bozdayi, A.M.; Koh, C.; Heller, T.;
et al. Optimizing lonafarnib treatment for the management of chronic delta hepatitis: The LOWR HDV-1 study. Hepatology 2018,
67, 1224–1236. [CrossRef]

95. Yurdaydin, C.; Kalkan, C.; Karakaya, F.; Caliskan, A.; Karatayli, S.; Keskin, O.; Idilman, R.; Bozdayi, A.M.; Koh, C.; Heller, T.; et al.
Subanalysis of the LOWR HDV-2 study reveals high response rates to lonafarnib in patients with low viral loads. J. Hepatol. 2018,
68, S89. [CrossRef]

96. Bazinet, M.; Pantea, V.; Cebotarescu, V.; Cojuhari, L.; Jimbei, P.; Albrecht, J.; Schmid, P.; Le Gal, F.; Gordien, E.; Krawczyk, A.;
et al. Safety and efficacy of REP 2139 and pegylated interferon alfa-2a for treatment-naive patients with chronic hepatitis B virus
and hepatitis D virus co-infection (REP 301 and REP 301-LTF): A non-randomised, open-label, phase 2 trial. Lancet Gastroenterol.
Hepatol. 2017, 2, 877–889. [CrossRef]

97. Bazinet, M.; Pantea, V.; Cebotarescu, V.; Cojuhari, L.; Jimbei, P.; Anderson, M.; Gersch, J.; Holzmayer, V.; Elsner, C.; Krawczyk, A.;
et al. Persistent Control of Hepatitis B Virus and Hepatitis Delta Virus Infection Following REP 2139-Ca and Pegylated Interferon
Therapy in Chronic Hepatitis B Virus/Hepatitis Delta Virus Coinfection. Hepatol. Commun. 2021, 5, 189–202. [CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1111/apt.13734
https://www.ncbi.nlm.nih.gov/pubmed/27443972
https://doi.org/10.1016/S0168-8278(02)00162-9
https://doi.org/10.1111/j.1365-2036.2005.02542.x
https://www.ncbi.nlm.nih.gov/pubmed/16091060
https://doi.org/10.1093/cid/cis459
https://www.ncbi.nlm.nih.gov/pubmed/22573857
https://doi.org/10.1111/j.1365-2893.2009.01144.x
https://doi.org/10.1016/j.jhep.2016.02.013
https://doi.org/10.1053/j.gastro.2014.04.030
https://doi.org/10.1016/j.jhep.2016.04.016
https://doi.org/10.1016/S1473-3099(22)00318-8
https://doi.org/10.1016/j.jhep.2022.06.010
https://www.ncbi.nlm.nih.gov/pubmed/35752223
https://doi.org/10.1016/S0618-8278(19)30058-1
https://doi.org/10.1002/hep.29658
https://doi.org/10.1016/S0168-8278(18)30397-0
https://doi.org/10.1016/S2468-1253(17)30288-1
https://doi.org/10.1002/hep4.1633

	Introduction 
	Current Therapy of Chronic Hepatitis B 
	Indication for Antiviral Therapy 
	Therapeutic Options for the Treatment of Chronic Hepatitis B Infection 
	Future Options in the Treatment of Chronic Hepatitis B Infection 

	Current Therapy of Chronic Hepatitis C 
	Indication for Antiviral Therapy 
	Therapeutic Options for the Treatment of Chronic Hepatitis C Infection 

	Current Therapy of Chronic Hepatitis D 
	Indication for Antiviral Therapy 
	Therapeutic Options for the Treatment of Chronic Hepatitis D Infection 
	Future Options in the Treatment of Chronic Hepatitis D 

	Conclusions 
	References

