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Abstract 

Introduction: Autoimmune hepatitis (AIH) is a chronic, immune-mediated liver 

disease which, untreated, can lead to cirrhosis and death. Treatment usually includes a 

steroid (usually Prednisolone, sometimes Budesonide) with a steroid-sparing agent 

such as Azathioprine. The aims of treatment are to obtain remission whilst minimising 

treatment-related side effects. There are many unanswered questions regarding the 

longer-term management. 

 

Aims: Analyse a large single-centre cohort of AIH patients to address: a) whether there 

is a role for immunosuppression withdrawal b) the role of metabolite monitoring to 

optimise Azathioprine dosing, c) the role of Fibroscan, a non-invasive method of 

fibrosis assessment to monitor fibrosis, d) the impact of AIH on bone health 

(osteoporosis and fracture risk), e) and f) the long-term outcomes of patients with AIH 

– is AIH a lifelong disease? 

 

Results: a) Although not standard practice, on retrospective analysis, 26 patients had 

immunosuppression withdrawn after at least 2 years’ treatment. Six of the 26 (23%) 

patients had relapses whilst off treatment over 1.29(0.5-9.6) (median (range)) years 

after stopping IST. Importantly, there were no liver-related deaths in this group.  

 

b) After increasing the AZA dose to 2mg/kg and measuring metabolites, 15 patients 

subsequently needed dose reduction (raising metabolites and side-effects). However, 

therapeutic 6-TGN levels were obtained 322((123-482) (median(range)) with AZA 
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dosing 1.3 (0.59-2.14) mg/kg (median(range)). Rates of histological remission were no 

higher than standard dosing of 1mg/kg AZA.  

 

c) In a small pilot study, Fibroscan proved effective at detecting significant fibrosis 

using a cut-off of 11kPa, sensitivity was 83%, specificity 90% and AUROC 0.9.   

 

d) Bone health was reviewed in this proactively managed group of steroid-treated 

patients. Bone mineral density (BMD) remained similar to an age/gender-matched 

population (Z score 0.1). Total fracture rate was not obviously different from 

comparable data in the general population. Patient age and hip bone mineral density 

predicted fracture risk. 

e) Despite treatment, AIH patients have inferior liver-related survival (SMR 1.59(1.28-

1.90), counting transplant as liver-related death. Considering a cohort of 330 patients 

with complete data capture between 1987-2016, all-cause and liver-related 

death/transplant rates:  24% (all cause) and 11% (liver) after 10 years and 51% and 21% 

respectively after 20 years. Five out of 65 patients in the third and fourth decade of 

follow-up relapsed and five developed de novo cirrhosis. Relapse rate per decade was 

not significantly different in patients followed up in the second twenty years, compared 

with patients followed from diagnosis (0.71 relapses/decade compared with 0.93 

relapses/decade P = 0.23).  

 

 

Conclusion: AIH is a life-long disease, whereby patients continue to suffer relapses 

and progression to cirrhosis on treatment. In future, treatment regimes are likely to 
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evolve to minimise dose and duration of treatment. Long-term management in a 

specialist care setting is important to ensure remission is obtained and retained, whilst 

mitigating drug side-effects and optimising quality of life.  
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1 Introduction 

Autoimmune hepatitis (AIH) is a chronic inflammatory liver disease of unknown 

aetiology, first described by Waldenström in 1950.1 The annual incidence based on 

registry studies is 1.68 per 100,000 population in Denmark (prevalence 18-24 per 

100,000 adults),2 and 2.08 per 100,000 population in England.3 AIH is a heterogenous 

disease, however it predominantly affects women at an older age.4,5 The diagnosis is 

made based on clinical features, raised transaminases, globulins, autoantibodies 

including antinuclear (ANA), smooth muscle (SMA) or liverkidney microsomal 1 

(LKM-1) antibodies and histological features. Scoring systems such as the International 

Autoimmune Hepatitis Group (IAHG) Score incorporate clinical and histological 

features to give a likelihood of the diagnosis of AIH (see section 1.1.1).  

 

Presentation is varied and can range from insidious onset to acute liver failure and also 

in the post-transplantation setting de novo or as recurrence. Untreated, AIH often results 

in liver fibrosis, liver failure and death (unless transplanted). Due to the insidious 

nature, 30% patients are cirrhotic at first presentation.6,7 Associations are seen with 

other autoimmune diseases including thyroid disease, primary biliary cholangitis 

(PBC), primary sclerosing cholangitis (PSC) and inflammatory bowel disease (IBD). 

 

The pathogenesis of AIH is not fully understood. Genetic and environmental factors 

have been identified (figure 1.1). Susceptibility genes results in a failure of self-

tolerance and a T cell mediated response.  Genetic factors identified include HLA loci 

I, II, III and non-HLA loci, including cytotoxic T lymphocyte antigen-4 (CTLA-4),8 

TNFa9 and interleukin 17 receptor (IL-17)10. There is a five-fold risk in first degree 

relatives although the absolute risk of developing AIH is low (1/850).11 Environmental 
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triggers include: infections such as hepatitis A virus (HAV), cytomegalovirus (CMV) 

and herpes simplex virus (HSV), and drugs such as nitrofurantoin and minocycline 

activating self-reactive lymphocytes. 

 

 

Susceptibility genes                                      Environmental triggers e.g. infections, drugs               

                                                                                                  

           

Failure of self-tolerance                                      Activation of self-reactive lymphocytes 

(unresponsiveness to self-antigens)                                          

                                                                   

                                            Autoimmune hepatitis           

Figure 1.1: AIH pathogenesis, environmental/genetic interplay 

 

As AIH is a rare condition there are many unanswered questions regarding management 

with only fifteen RCTs currently published. 

1.1.1 Presenting features and diagnosis 

The diagnosis of autoimmune hepatitis is based upon a combination of biochemical, 

serological and histological markers alongside exclusion of other liver disorders. 

Presentation is variable. Around 25% patients are asymptomatic at diagnosis.6,7,12-14 

However, patients may present with non-specific symptoms including fatigue, anorexia 

and weight loss, nausea and amenorrhoea. Other symptoms include joint pains, 

maculopapular rash and unexplained fever.15 Clinical features include jaundice15 and 

features of decompensation, such as ascites. Less than 5% patients present with acute 

liver failure.16-20 In a large multicentre audit of patients presenting with AIH, the 

commonest presentation was jaundice with or without itch (42% patients).14 
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The heterogeneity in clinical presentation and lack of specific or sensitive laboratory 

markers has led to the use of scores to help make a diagnosis. Diagnostic criteria were 

compiled by the International Autoimmune Hepatitis Group in 1999 (table 1.1).4   

Parameter/Feature Score Parameter/Feature Score 

Female sex +2 Drug history 

Positive 

Negative 

 

-4 

+1 

ALP:AST (or ALT) ratio 

<1.5 

1.5-3.0 

>3.0 

 

+2 

0 

-2 

Average alcohol intake 

<25g/day 

>60g/day 

 

+2 

-2 

Serum globulins or IgG above 

normal 

>2.0 

1.5-2.0 

1.0-1.5 

<1.0 

 

 

+3 

+2 

+1 

0 

Liver histology 

Interface hepatitis 

Predominantly lymphoplasmacytic infiltrate 

Rosetting of liver cells 

None of the above 

Biliary changes 

Atypical features 

 

+3 

+1 

+1 

-5 

-3 

-3 

ANA, SMA or LKM-1 

>1:80 

1:80 

1:40 

<1:40 

 

+3 

+2 

+1 

0 

Other autoimmune disease(s)  

In either patient or first degree relative 

 

+2 

AMA positive -4 Optional additional parameters 

Seropositivity for other defined antibodies 

HLA DR3 or DR4 

 

+2 

+1 

Hepatitis viral markers 

Positive 

Negative 

 

-3 

+3 

Response to therapy 

Remission alone 

Remission with relapse 

 

+2 

+3 

  Interpretation of aggregate scores 

Pre-treatment:    Definite AIH 

                          Probable AIH 

Post-treatment:  Definite AIH 

                           Probable AIH 

 

>15 

10-15 

>17 

12-17 

Table 1.1: Modified diagnostic criteria for the diagnosis of autoimmune hepatitis (AIH), modified 

from Alvarez et al. 1994, reproduced with permission from Prof. Gleeson 
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The AIHG criteria gives weight to different diagnostic criteria, resulting in a pre- and 

post-treatment score indicating whether a diagnosis of AIH is probable or definite. Key 

laboratory features include, elevated serum ALT and AST, raised immunoglobulins, 

exclusion of viral hepatitis and high-circulating autoantibodies. A simplified scoring 

system was later devised21 and validated22-25, but sensitivity is lacking, missing 5-10% 

of cases defined by 1999 criteria.   

 

 

Figure 1.2: Liver histology showing interface hepatitis and plasma cell infiltrate. Reproduced with 

permission from Dr Dube. 

Histological features associated with AIH include interface hepatitis,4,21,26 periportal 

lymphoplasmacytic infiltration, hepatocyte swelling and necrosis,27,28 rosetting of liver 

cells and emperipolesis. However, rosettes and emperipolesis have also been found in 

other conditions including primary biliary cholangitis and drug-induced liver injury.29-

31 A group of experts met to define standards for histological diagnosis of AIH. 

However, only 13/17 histopathologists voted that liver biopsy was mandatory for 

diagnosis of AIH. In addition, the panel agreed there were no pathognomonic 

histological features of AIH.32 
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1.1.2 Treatment 

The mainstay of treatment of autoimmune hepatitis is with a glucocorticoid (usually 

Prednisolone, and sometimes Budesonide) and a steroid-sparing agent (usually 

Azathioprine). The evidence for treatment comes from controlled trials in the early 

1970s, showing that Prednisolone improved survival33,34 and from a more recent 

multicentre audit.35 The primary aim of treatment is to prevent liver-related death.  

Despite treatment, there is evidence of frequent progression to cirrhosis and increased 

SMR.36 Two important surrogates are: (a) the prevention of fibrosis progression (poor 

prognostic indicator), (b) the prevention of relapse (maintenance treatment effective, 

only multiple relapses predict poor outcome).32,53,5 Secondary aims include minimising 

side effects and optimising quality of life.  

 

Treatment is not always indicated. The benefits in older asymptomatic patients with 

mild interface hepatitis (necroinflammatory score 4-6) is not clear.27 However, in a 

recent multicentre UK audit 8% of patients did not receive steroids and these had 

(correcting for predictive baseline factors) a 4-fold increased risk of all-cause and 9-

fold increase in liver-related death/transplantation, compared to steroid-treated 

patients.35  

 

Treatment should be considered when there is moderate or severe inflammation (one 

or more of serum ALT>5 times normal, serum globulins >2 times normal, liver biopsy 

showing confluent necrosis). Untreated patients have a poor prognosis with 5- and 10- 

years survival of 50% and 10% respectively when these criteria are met.  
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Treated patients have a transplant-free survival of 90%.36-39 over 10 years. Other 

reasons for considering treatment include symptoms and liver cirrhosis7,15,40,41. 

Cirrhosis confers an increased risk of liver-related death or transplantation (hazard ratio 

21.25).38 However, newer data demonstrates that asymptomatic, non-cirrhotic patients 

also benefit from treatment.35 

 

 Induction of remission 

The aim of treatment is to induce remission. This can be defined as clinical remission 

(no longer symptomatic), biochemical (normalisation of serum transaminases and g-

globulin) or histological (no or minimal residual inflammation on follow-up liver 

biopsy). 37 Other terms used to assess response include complete or partial response 

(See table 1.2).5 
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Term   Definition 

Clinical remission Disappearance of symptoms 

Biochemical remission  AST and ALT within the normal range  

Histological remission Minimal chronic hepatitis ( Hepatitis Activity Index ≤ 4/18) or no 

inflammation 

Complete response 
Normalisation of aminotransferases and IgG/gamma-globulin and 

histological resolution.   

Incomplete response Improvement in clinical biochemical and histological parameters without 

reaching complete resolution.  

No response/treatment 

failure 

No improvement or worsening of clinical, biochemical or histological 

features despite treatment. 

Relapse After obtaining a complete response, defined by serum ALT three times the 

upper limit of normal and or raised Immunoglobulin G over 2g/L following 

tapering of steroids or complete withdrawal of immunosuppression.  

 

Table 1.2: Definitions of remission and relapse commonly used in AIH42,43 

 

Previously Prednisolone has been used as monotherapy (60mg/day, titrating to 

20mg/day maintenance. Evidence comes from clinical trials from the Mayo Clinic 

showing outcomes with titrated Prednisolone or Azathioprine (AZA) monotherapy 

were superior to placebo.44,45 Azathioprine monotherapy is not effective in inducing 

remission.34 Corticosteroids act rapidly inhibiting T-lymphocyte activation and 

subsequent cytokine production. AZA blocks the process of lymphocyte precursors 

from the bone marrow differentiating into mature cells and hence can take at least three 

months to take its effect.46  
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However, combination therapy with Prednisolone and Azathioprine (AZA) (30mg/day 

titrating down to 10mg/day maintenance with AZA 1mg/kg) has demonstrated superior 

outcomes compared with Prednisolone monotherapy (8% relapse at one year compared 

to 32% when Azathioprine was discontinued.)47 

 

National and International guidelines vary in the initial starting doses, however all agree 

on the recommendation for a corticosteroid plus Azathioprine.5,37,48 Recent American 

guidelines included Budesonide as an alternative to Prednisolone in patients without 

cirrhosis or an acute severe presentation.48 Budesonide is a second generation 

corticosteroid and has a 90% first-pass metabolism in the liver. It is contraindicated in 

cirrhotic patients, because portal shunting and altered hepatic metabolism and reduce 

therapeutic efficacy.49  A randomised trial of Budesonide and weight-based AZA (1-

2mg/kg daily) in newly-diagnosed patients demonstrated biochemical remission at 6 

months (60% versus 39% in Prednisolone treated) with fewer steroid-related side 

effects (28% versus 53%; p<0.001, in Prednisolone treated patients).50 There is limited 

evidence suggesting preservation of bone mineral density (see chapter 6).51,52 A recent 

large multi-centre audit also supports a role for Budesonide and outcomes over 5 years 

were not inferior to the use of prednisolone.35 Percentage fall in ALT after 1, 3, 6 and 

12 months was similar in Budesonide and Prednisolone treatment with significantly 

fewer side effects (13% vs. 3%; p=0.02). Budesonide use in a single centre cohort of 

60 patients with longer follow-up (31 months on average) resulted in long-term 

remission in 40-50% patients. However 23% patients were switched back to other 

therapies due to insufficient disease control.53  A recent Spanish multicentre 

retrospective study demonstrated that Budesonide was less effective at inducing 

remission compared to Prednisolone (biochemical remission rate was to 49% compared 
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to 87% in prednisolone treated patients p<0.001) however there were fewer side effects 

with Budesonide.54  

 

Traditionally, recommended Prednisolone dose at initiation has been as high as 0.5-

1mg/kg.5 Increasingly, there is evidence that a lower initiation dose of Prednisolone 

(20mg daily) may be adequate as no statistical difference was seen between high and 

low dose Prednisolone used as induction therapy.55 High doses of Prednisolone may be 

harmful. Over 35mg Prednisolone or 0.5mg/kg dosing was independently associated 

with worse mortality in a multicentre audit.35  

 

Approximately 90% patients with standard treatment will obtain biochemical remission 

usually within 2 years. 37 Histological remission lags behind biochemical remission. 44 

At follow-up liver biopsy, around 60% patients achieve histological remission.39 

Failure to achieve histological remission is associated with less fibrosis regression on 

biopsy and excess mortality (standardised mortality ratio 1.4 vs. 0.7 P=<0.05).39  

 

Another goal of therapy is to prevent relapse. Relapse is defined by serum ALT three 

times the upper limit of normal and or raised Immunoglobulin G over 2g/L following 

tapering of steroids or complete withdrawal of immunosuppression. 42 Multiple, but not 

single, relapses are associated with fibrosis progression and poor outcome.36,56,57  
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 Maintenance treatment 

1.1.2.2.1 Maintenance of remission with Azathioprine monotherapy: metabolite 

monitoring 

The aim of long-term management is to maintain remission whilst minimising drug-

related side effects. Side-effects are described below. Evidence supporting steroid 

withdrawal comes from Stellon et al.  from King’s College. A randomised controlled 

trial was carried out in 47 patients in biochemical and histological remission for at least 

one year with standard treatment, comparing higher dose Azathioprine (2mg/kg/day) 

with withdrawal of Prednisolone versus continuing Prednisolone and a lower dose of 

Azathioprine (1mg/kg/day). After 1 year follow-up there was no difference in liver 

biochemistry or histology between the two groups.58 One longer-term study of patients 

treated with AZA 2mg/kg/day over a median follow-up of 67 months, reported  83% 

maintenance of remission. A reduction in steroid-related side effects was seen with only 

four patients developing myelosuppression related to a higher dose of Azathioprine.59 

Higher all-cause and liver-related death was seen in patients who did not receive a 

steroid sparing agent was also demonstrated in a large multicentre audit (p<0.001).35 

 

 Side-effects of standard treatment 

Long-term immunosuppressive treatment is necessary to retain remission, prevent 

flare-ups and progression of liver fibrosis to cirrhosis.  However, there are possible 

unwanted effects. Patients are committed to taking life-long treatment. Recent quality 

of life (QOL) studies have shown that patients with AIH have lower scores compared 

with controls and high anxiety and depression scores.60,61 There are also risks of side 

effects as described below. 
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1.1.2.3.1 Prednisolone and Budesonide 

 

Prednisolone % Azathioprine % 

Weight gain 20 ‘Gastric flu’ 15 

Diabetes 6-20 Severe neutropenia 2-12 

Hypertension 10 Pancreatitis 1.5-7 

Moon facies 15-20 Liver injury 1-4 

Acne 15-20   

Cataract 10   

Psychosis 1.5-6   

Low trauma fracture 5-10   

Table 1.3: Prednisolone and Azathioprine side effects reported in AIH: copied with permission 

from Professor Gleeson62 

 

Prednisolone, has predominantly glucocorticoid activity and is most commonly used 

for long-term disease suppression. Prednisolone use is associated with many side 

effects summarised in the table (table 1.3).62 

 

Prednisolone-related side effects can limit adherence to treatment. Weight gain and 

diabetes are some of the most significant side-effects. Others include hypertension, 

dyslipidaemia and cardiovascular disease. Side effects are related to higher dose 

regimens than lower dose Prednisolone.44 A study involving collection of retrospective 

data in 476 patients in a Dutch registry demonstrated that cataracts, diabetes and/or 

fractures occurred in 25% patients.63 In addition, they demonstrated dose thresholds for 
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side effects with new onset fractures occurring at ≤5mg Prednisolone, whereas diabetes 

and cataracts occurred with doses over 5mg.63 A higher initial Prednisolone dose (≥ 

40mg) has been associated with new-onset diabetes mellitus (NODM).64  Stopping 

Prednisolone reverses many  side-effects59 but not diabetes. One group reported NODM 

only resolved in only 1 out of 20 patients upon Prednisolone discontinuation.64 

 

Budesonide is an alternative corticosteroid with a high first-pass metabolism in the liver 

resulting in reduced systemic bioavailability. However, side effects still occur. 

Switching from Prednisolone to Budesonide led to a 40% reduction in incidence of 

steroid-specific side effects in a randomised controlled trial.50 Data from a multicentre 

audit, showed Budesonide from the start of treatment (n = 58) resulted in fewer side 

effects, no development of NODM and no difference in all-cause or liver-related 

death/transplantation between Budesonide and Prednisolone treated patients.35 

However, a Dutch registry study demonstrated that Budesonide increased the odds of 

cataracts and fractures, independent of previous Prednisolone use.63 Bone health in AIH 

patients is further addressed in detail in Chapter 6.  

1.1.2.3.2 Azathioprine 

Azathioprine is a steroid-sparing agent, used in combination with Prednisolone 

(enabling lower steroid dose and limiting side effects) and also as monotherapy in 

maintaining remission. Side effects related to Azathioprine include bone marrow 

suppression, gastrointestinal side effects (most commonly nausea or vomiting), flu-like 

symptoms, and joint pain (see table 1.3).62 Mild leucopenia due to bone marrow 

suppression is common, however the need to discontinue due to severe leucopenia is 

less common.  Myelotoxicity resulted in discontinuation of AZA in 3 (1.7%) out of 32 
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patients who discontinued treatment, out of 173 AZA treated patients.65 Dose reduction 

due to leucopaenia was necessary in 3 (out of 70 patients) with average TGN 

concentrations of 236, 294 and 469 pmol/8 X 108 RBCs.66 Overall, 15.1.% patients 

discontinued Azathioprine in the first year in a retrospective cohort study from 12 

European centres of 631 patients. Cytopenia was the reason for discontinuation in 11 

(1.7%) patients.67 Regular monitoring of the full blood count is therefore recommended 

on treatment.59,68 Side effects can result in discontinuation in up 17% patients.65,68,69 

Pancreatitis70 and cholestasis71 occur less commonly. Azathioprine is a purine analogue 

and blocks DNA replication and the de novo pathway of purine synthesis. It is 

metabolised by thiopurine methyltransferase (TPMT) to mercaptopurine-derived 

thioguanine nucleotide (TGN) cytotoxic metabolites (see figure 4.1). Around 0.3% of 

the population lack the TPMT enzyme, resulting in severe myelosuppression. Many 

doctors, choose to check levels of TPMT prior to starting treatment. However, in a 

Swedish study, adverse effects were not predicted by TPMT activity, 16% patients with 

normal TPMT activity experience side effects compared with 20% with intermediate 

TPMT activity.65 

 

Therapeutic effects of Azathioprine are exerted through the metabolite 6-TGN, whereas 

hepatotoxic effects occur with 6-MMP levels above 5700 pmol/8 X 108 RBC. In 

Chapter 4 I give further details of my study addressing whether patient outcomes can 

be improved by monitoring metabolites and increasing Azathioprine dose from 1mg/kg 

to 2mg/kg in patients with subtherapeutic 6-TGN levels. Heneghan et al. demonstrated 

metabolite monitoring did not always prevent Azathioprine toxicity and advanced 

fibrosis was more predictive of toxicity. TPMT activity, but not metabolites, was lower 
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in patients with stage 3-4 fibrosis compared to patients with stage 1-2 fibrosis  (30 ± 

1.92 v 25.2 ± 1.93 P= 0.044).72 This finding has also been replicated by others.65,66 

 

Long-term immunosuppression has been associated with malignancy in organ 

transplantation including renal transplantation,73 myasthenia gravis74 and rheumatoid 

arthritis.75  The risk of developing cancer in renal transplant patients at 5, 10 and 15 

years was 8, 17 and 30% respectively. Age, duration of follow-up and 

immunosuppression with Ciclosporin were significantly associated with cancer risk.73 

A dose response relationship was seen in a case control study based on a Danish 

population-based registry. Patients with a high cumulative dose of Azathioprine 

(defined as over 150g) had an OR for non-melanoma skin cancer (NMSC) 4.6 (95% CI 

1.7–12.5) or long-term use OR 4.8 (95% CI 1.7–13.6) versus OR 3.3 (95% CI 1.5–7.3) 

for those who had ever used Azathioprine.74 The overall increase of malignancy with 

Azathioprine use in organ transplantation is 2-4 fold, whereby the risk of non-

melanoma skin cancer is increased 30-40 fold and lymphoproliferative cancer 6-20 

fold.76-79 In IBD patients, an increased risk of malignancy has been related to duration 

of thiopurine immunosuppression.80  

 

Fewer studies have assessed the cancer risk in autoimmune hepatitis. Two studies in 

AIH have demonstrated an increased risk of malignancy: 31 cancers in 130 patients 

over 1156 patient years and 92  cancers in 634 patients over 8036 patient years 

respectively.81,82 A standardised mortality ratio (SMR) of 1.4 for extrahepatic 

malignancy was observed, although this was not statistically significant.81  Five 

haematological malignancies were observed in a New Zealand cohort of AIH patients 
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when 0.9 were expected, SIR 5.2 (95% CI 1.7-12.2, P= <0.001).81 An increased risk of 

non-melanoma skin cancer has also been demonstrated.81-84 A Danish registry study 

demonstrated a dose/duration relationship with a 10-year cancer risk of 13.6% with a 

relative risk of 1.5 (95% CI 1.3-1.7) compared to controls. The 10-year risk of 

hepatocellular carcinoma was 0.5% (95% CI 0.2-1.1).85 

 

It is unlikely that the increased cancer rate is related to surveillance bias, as the rate of 

some cancers is not increased (e.g. breast cancer).  In addition, the lifetime risk of 

cancer in an AIH cohort was no higher than the background population in a large 

Swedish study. The SIR increased to 1.51 when the risk was calculated from the date 

of AIH diagnosis.86 One study demonstrated an association between immune disorders 

such as Hashimoto’s thyroiditis, Sjogren’s disease, Coeliac disease and Crohn’s disease 

and an increased risk of malignancy.87 A 1.75-fold risk of lymphoma was seen in 

rheumatoid arthritis, systemic lupus erythematosus and psoriasis. However, it is 

difficult to ascertain whether this risk is related to the disease or immunosuppression. 

87,88 A meta-analysis of PBC studies (2000-16,000 patients) suggests an overall 

increased risk of extra-hepatic cancer (RR 1.55 (1.28-1.83)) but not in any individual 

cancer.  

 

A possible mechanism through which Azathioprine increases the risk of skin cancer is 

through incorporation of the Azathioprine metabolite, 6-thioguanine (6-TG) into 

cellular DNA. 6-TG has been demonstrated to interact with ultraviolet (UV) A radiation 

and photosensitise skin to UV radiation.89 
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1.1.3 Optimising use of Azathioprine  

 Using an increased dose of Azathioprine 

National guidelines recommend increasing the Azathioprine dose from 1mg/kg to 

2mg/kg where inadequate response has been achieved.37 International guidelines  

recommend dosing of 1-2mg/kg5 Azathioprine or 50-150mg.48 In a study of 72 patients 

maintained on Azathioprine 2mg/kg/day who had been in histological remission for at 

least 12 months, 83% patients remained in clinical and biochemical remission over 67 

months median follow-up.59 However, long-term data on efficacy of a 2mg/kg dosing 

regime are lacking, including the risk of side effects such as cancer. I carry out work 

addressing the outcome of increasing Azathioprine to 2mg/kg with metabolite 

monitoring later in this thesis (see Chapter 4).  

 Metabolite monitoring to optimise therapeutic effect 

Monitoring of AZA metabolites is proposed in the American guidelines48 to help 

adjustment of AZA dose to achieve a therapeutic range and avoid toxicity. The basis of 

these recommendations comes from research in the paediatric population.90,91 A 

Swedish group study of 238 patients, with TPMT genotyping demonstrated 207 wild-

type and 22 heterozygous patients. They found that patients with normal TPMT activity 

had lower 6-TGN levels than patients with intermediate TPMT activity patients. 

Patients with a partial (rather than complete) response had higher thiopurine doses (1.64 

vs 1.1.9mg/kg; p=0.012) and TPMT activity resulting in similar TGN levels but higher 

6-methylthioinosine diphosphate (meTIMP) levels. They concluded that thiopurine 

metabolite measurement was useful when patients do not respond to standard 

thiopurine treatment and was useful in identifying patients with shifted metabolism.65 

However, heterozygosity for the low-activity allele (in about 10% patients) has not been 
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shown to be a reliable predictor of Azathioprine efficacy or toxicity and cytopenia can 

occur more commonly in cirrhotic patients irrespective of TPMT activity.68,72   

 

In patients with treatment failure where lack of compliance or altered metabolism is 

suspected, metabolite measurement may be helpful. A target range has not been fully 

established in AIH, however work from Dhaliwal et al. demonstrated that patients who 

were able to maintain remission (n= 53) had a significantly higher than average TGN 

level than patients who did not (n=17). Average TGN levels were 237 versus 177 

pmol/8X108 RBCs; P= 0.025.66  

 

1.1.4 Second- and third-line immunosuppressive agents 

 Mycophenolate mofetil 

Mycophenolate mofetil (MMF) is the pro-drug of mycophenolate acid (MPA), an 

inhibitor of inosine-5’-monophosphate dehydrogenase. MPA acts by depleting 

guanosine nucleotides in lymphocytes, suppressing cell-mediated immune responses 

and antibody formation.92 It is widely used in organ transplantation to prevent rejection. 

In patients with homozygous TPMT deficiency, Mycophenolate is the second-line drug 

of choice.  In addition, evidence supports a role for MMF in patients intolerant to 

Azathioprine. Rates of biochemical remission range from 43-88%93,94 in patients 

intolerant of AZA. A recent metanalysis supports use of MMF in patients intolerant of 

Azathioprine, with a pooled response rate of 82% (95% CI 88-87%).95 On the other 

hand, MMF is less effective in Azathioprine non-responders with remission rates of 0-
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25% reported.93,94 Despite this evidence, MMF is recommended as a second-line 

treatment in AZA non-responders in the American guidelines.85 

 

One prospective study evaluated the role of MMF as a first-line agent in AIH with 

Prednisolone.96 78 of 109 (71.6%) patients had complete response on treatment, 

however 61 of 78 (78.2%) maintained remission off Prednisolone. However, this group 

considered patients with mild hepatitis on biopsy as having a complete response. 

Maintenance of remission was associated with longer MMF treatment (p=0.005), 

higher baseline ALT (p<0.02) and lower IgG at 6 months (p = 0.004) and histological 

improvement. A recently published propensity score comparison with AZA 

demonstrated that overall efficacy was significantly higher in the MMF compared to 

the AZA group (p<0.001). MMF use was associated with complete biochemical 

response whereas discontinuation of AZA due to intolerance/insufficient response 

limited its efficacy.97 

 

Further evidence is needed to support a role for MMF as a first-line agent. There is 

currently a Dutch trial in progress. Caveats to its use include, expense and 

contraindication in pregnancy98. In Chapter 7 I further evaluate its role in Azathioprine 

intolerant patients.  

 

 Calcineurin inhibitors 

Evidence supports a role for calcineurin inhibitors such as Ciclosporin or Tacrolimus 

where unsatisfactory responses are obtained to first-line treatments. Their major benefit 

is of potent immunosuppressive effect and rapid onset of action. However, side effects 
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can limit use in some patient groups (hypertension, renal dysfunction, diabetes, 

hyperlipidaemia, and neurological effects).99 Evidence in AIH is limited.100 A Spanish 

multicentre study included 23 patients who received Tacrolimus as second-line therapy 

(13% due to drug toxicity and remainder due to ineffectiveness). They reported 78% 

patients responded to treatment with a significant improvement in liver enzymes and 

IgG.101  In the context of severe AIH, one study reported that 7 out of 9 patients 

responded to Tacrolimus as salvage therapy.102  

 

 Other immunosuppressive agents 

There is much interest in the role of salvage therapies in treatment resistant patients. 

Data is limited however, anti-TNF-a drugs such as Infliximab103,104 and monoclonal 

antibodies against the B-cell surface receptor, Ritixumab105,106 have been used with 

therapeutic effect.    

 

1.1.5 Non-invasive Fibrosis Assessment 

One of the key objectives in management of autoimmune hepatitis is to prevent 

progression of fibrosis. Historically, liver biopsy has been the gold standard for liver 

fibrosis assessment and is needed for IAHG scoring at diagnosis. However, liver biopsy 

is associated with risk of bleeding (major bleeding <2%) and death (<1 in 1000).107 

There has therefore been much interest in the use of non-invasive techniques. Serum 

biomarker panels have been used including Fibrosis-4 index (FIB-4)108 and the 

enhanced liver fibrosis (ELF) test109. Their role in assessing dynamic changes in liver 
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fibrosis and outcome needs further evaluation and is not recommended in standard 

practice.48   

 

Fibrosis can also be assessed via assessment of liver stiffness. Most centres including 

our own, have access to Vibration-Controlled Transient Elastography (Fibroscan) and 

to a lesser extent Acoustic Radiation Force Impulse scanning. Magnetic Resonance 

Elastography is currently only accessible in larger centres and for research purposes.  

 

 Vibration-Controlled Transient Elastography (VCTE) (Fibroscan) 

This technology has only been widely available in the UK in the last 10 years. A strong 

association with histological stage of fibrosis has been demonstrated in  AIH studies.110-

112 However, liver stiffness estimation is affected by both inflammation and fibrosis, 

which should be considered when interpreting results.110 Hartl et al. demonstrated that 

at presentation, the Fibroscan result correlated with inflammation rather than stage of 

fibrosis. After six months, it is possible to differentiate between F0-2 and F3-4 fibrosis. 

Later work, demonstrated follow-up data, showing improvements in liver stiffness 

associated with biochemical remission and regression of fibrosis (-7.5%/year; 95% CI 

-11%to -2.0%; p=0.003), after 6 months treatment.113 I further evaluate the role of 

Fibroscan in AIH in Chapter 5. 

 

 Acoustic Radiation Force Impulse (ARFI) Scanning 

ARFI measures liver stiffness by measuring changes in shear wave propagation speed. 

Displacement of short duration bursts of radiated sound waves are interpreted as 
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changes in liver stiffness.114 Accuracy of diagnosing of cirrhosis exceeded 93% 

(sensitivity 93%, specificity 85%) in one study.115 There is limited published data in 

the AIH population. Goertz et al. included 85 patients with autoimmune liver diseases 

(31 with AIH). They proposed a cut-off of 2.04m/s for detecting cirrhosis with a 

sensitivity of 90% and specificity of 74.7% (AUROC 89.2%).116 

 

 Magnetic Resonance Elastography (MRE) 

MRE is a promising new technique for fibrosis staging in AIH. Accuracy of 97% with 

high sensitivity (90%) and specificity (100%)  for advanced fibrosis was reported in 

one study.117 MRE outperformed fibrosis scoring systems for the diagnosis of cirrhosis 

(FIB-4, APRI). 

 

1.1.6 Long-term outcome 

Cohort studies7,15,35,36,38,69,118-129  and registry studies2,3,130,131 have previously reported 

on long-term outcome. Our own centre previously reported survival rates of 82% ± 3% 

and 48% ± 5% for all-cause death at 10 and 20 years respectively and 91 ± 2% and 70 

± 5% for liver-related death or transplantation.36 However, these studies were limited 

by lack of complete data capture which could result in skewed survival curves. I attempt 

to overcome this limitation by reporting on a cohort of 330 patients with complete data 

capture from 1987-2016. 

1.1.7 Immunosuppression withdrawal 

The importance of obtaining and maintaining remission has already been 

established.44,45 Treatment is associated with the risk of side effects and adverse health-
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related quality of life.61 In some circumstances, including treatment side effects, new 

malignancy and patient choice, treatment withdrawal may be desirable. Reported 

relapse rates off treatment vary between 25%132 to 100%.13 Increased success of IST 

withdrawal has been reported with longer duration of treatment and sustained normal 

AST, ALT and IgG for at least 2 years before attempting withdrawal.5,133 67% patients 

treated for more than four years, 17% treated for 2-4 years and 10% treated for 1-2 

years maintained remission after drug withdrawal.134 Risk factors for relapse off 

treatment include lack of precipitant,135coincident autoimmune disease, 136 high IAIHG 

diagnostic score, 137 and longer time to biochemical remission.133,138 

 

Safety of treatment withdrawal is an important consideration. Two liver-related deaths 

have been reported; one in a cirrhotic patient, following and attributable to 

immunosuppressive treatment (IST) withdrawal.56,138 Six patients (five with cirrhosis) 

required hospitalisation, suffering decompensation of liver disease138,139. However, 

other groups displayed no obvious consequences of relapse.139,140 Patients who 

sustained remission, compared to those who relapsed, had similar rates of progression 

to cirrhosis and of liver-related death or transplantation. However, remission was 

defined as ALT <2XULN, so this comparison may not be valid based on current 

definitions of remission.  

 

Another factor when deciding whether to withdraw IST is whether re-treatment with 

corticosteroids would be acceptable to the patient. This should be discussed with the 

patient before IST is withdrawn.  
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Both the European and American guidelines propose consideration of treatment 

withdrawal. Treatment withdrawal after at least three years treatment and after at least 

24 months of biochemical remission is suggested by EASL.5 Fibroscan is proposed as 

a possible surrogate marker of biochemical remission. Patients not obtaining 

biochemical remission had a higher average liver stiffness than those obtaining 

remission (6.4 ± 3.2kPa compared to 9.2±9.1 kPa not obtaining remission).113 Use of 

Fibroscan in the context of treatment withdrawal requires prospective evaluation and is 

not examined as part of my work. 

 

1.1.8 Conclusion  

 

AIH is a chronic immune-mediated disease. Biochemical remission should be the goal 

of treatment as persisting transaminases are predictive of relapse after withdrawal of 

treatment,133,138 activity on liver biopsy141, progression to cirrhosis138 and poor 

outcome.118 Corticosteroid (usually Prednisolone) and Azathioprine remain the 

mainstay of treatment. Recommended dosing of Azathioprine by international bodies 

is variable. There is a risk of toxicity and side effects. My work attempts to address the 

safety and efficacy of a regime of increasing Azathioprine dose from 1 to 2mg/kg as 

well as monitoring Azathioprine metabolites, 6-TGN and 6-MMP. I will report on final 

dose of Azathioprine achieved with corresponding 6-TGN levels and the relationship 

to histological remission. 

 

Consideration of immunosuppression withdrawal in AIH has only recently been 

recommended in International AIH guidelines.48 Published relapse rates off treatment 

are variable but, in many reports, high (25-100%). I review data and propose criteria 



 

 39 

which can help clinicians decide which patients may be suitable for consideration of 

IST withdrawal.  

 

New non-invasive techniques are available for monitoring progression of fibrosis 

(Fibroscan). Fibroscan results needs to be interpreted with caution in patients with 

active disease.110 However, Fibroscan offers several benefits over liver biopsy 

including being safe and accessible. In this thesis, I will assess the accuracy of 

Fibroscan for diagnosing significant fibrosis in AIH patients. 

 

Corticosteroid treatment is associated with many side-effects, particularly risk to bone 

health. On withdrawal of Prednisolone, bone mineral density recovers.142 We have a 

large cohort of patients, many followed up for over 20 years. I report of outcome in this 

proactively managed group of patients.  

 

Azathioprine intolerance due to GI side effects is reported in about 10% patients. There 

is a role for MMF as a second-line agent. I review the outcome in our patients who have 

switched to MMF for intolerance to IST.  

 

There is limited data on long-term outcome of AIH patients. I report on the long-term 

outcome of a large cohort of patients with complete data capture, including a 

comparison of outcome in patients followed for over 20 years compared to those in the 

first 20 years. Despite treatment, patients continue to develop cirrhosis and suffer 

relapses.  
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2 Aims and objectives 

 

In this thesis, I consider some important management issues in a patient’s journey. The 

aims and objectives are as follows:  

 

Firstly: I discuss if there is a role for withdrawal of immunosuppressive treatment by 

systematically reviewing the literature  

 

Secondly, I perform a retrospective analysis of a large single centre cohort to: 

i) carry out a prospective study analysing the role of metabolite monitoring to 

optimise Azathioprine treatment 

ii) examine the role of Fibroscan to predict liver fibrosis 

iii) look at the course of bone health (as assessed by DEXA scanning) over several 

years in steroid treated patients and assess fracture risk 

iv) assess long-term outcome in AIH, in particular,  

a. factors associated with survival 

b. outcome over the second twenty years of follow-up 

c. outcome of switching to Mycophenolate Mofetil in patients intolerant of 

Azathioprine 

d. outcome in patients withdrawing from immunosuppression 
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3 Systematic Review: stopping 

immunosuppressive treatment in 

autoimmune hepatitis (AIH): is it justified 

(and in whom and when)? 

 

The contents of this chapter have been published and adapted for the thesis.143 

 

 Introduction 

Notwithstanding the high initial remission rate, longer-term management of AIH 

remains suboptimal. Despite treatment, de-novo cirrhosis develops in 18(6-54) (median 

(range))% patients15,36,56,128,138,144-147 and also premature death with standardised 

mortality ratios of 2.0-4.0.36,81,148,149 In part, this is because AIH frequently relapses 

after stopping treatment and sometimes despite continuing treatment. Multiple relapses 

are associated with fibrosis progression and a poor outcome.36,56,57 However, even 

independently of clinical and biochemical relapse, fibrosis may still progress and 

cirrhosis develop. This is probably because of incomplete suppression of liver 

inflammation. Even in patients achieving biochemical remission, failure to obtain 

histological remission was associated in one study with failure of fibrosis to regress and 

with poorer long-term survival.39 

 

One important question relates to how long should immunosuppressive treatment (IST) 

of AIH be continued. Recent management guidelines have not resulted in a consensus. 
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The recent EASL guidelines recommend consideration of IST withdrawal5 after at least 

three years of treatment and at least 24 months after biochemical remission is attained. 

The BSG Guidelines recommend an “individualised” approach to treatment. 

Demonstration of biochemical and histological remission and treatment duration of at 

least 24 months are the minimal criteria set out by the AASLD guidelines for 

consideration of IST withdrawal.42 

 

 In this systematic review we explore the available published evidence on withdrawal 

of IST in AIH in an attempt to address: 

(a) The relative benefits and risks of withdrawing versus its long-term continuation  

 (b) Which patients are suitable for IST withdrawal  

 (c) When is the optimal time to stop treatment? 

 

 Methods 

An electronic search of publications in English on PubMed and the University of 

Sheffield online catalogue, Starplus up to December 2018 using the following 

keywords: ‘autoimmune hepatitis’, ‘immunosuppression withdrawal’, ‘treatment’, 

‘side effects’, ‘bone health’, ‘osteoporosis’, ‘fracture’, ‘malignancy’, ‘cancer’, and 

‘relapse’. Clinical trials status was checked on http://www.clinicaltrial.gov and 

http://www.clinicaltrialsregister.eu (European Medicines Agency, 1995-2018; 

National Institues of Health). In total, 93 studies/articles were included for review from 

the literature search. 

http://www.clinicaltrial.gov/
http://www.clinicaltrialsregister.eu/
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 Results 

3.3.1 Immunosuppression treatment withdrawal in AIH: 

 (a) Overview 

Studies of IST withdrawal are summarised in Table 3.1. Most involve fewer than 100 

patients. The main focus has been on AIH relapse and its response to re-treatment, with 

few studies including data on the long-term outcomes of liver-death/transplantation.  

 

Relapse is usually defined according to the IAIHG criteria as serum ALT three times 

the upper limit of normal (ULN) and or raised Immunoglobulin G over 2g/L.42 

However, the definition can vary (see Table 1.2). Definition of disease remission prior 

to treatment withdrawal also varies. Thus, older studies defined biochemical remission 

as serum ALT of less than twice normal. In more recent studies biochemical remission 

required achieving a serum ALT within the normal range. Some studies required 

normal serum globulin/IgG as well as normal ALT. Histological remission was not 

always demonstrated. Finally, duration of treatment and follow up after IST withdrawal 

have varied.  It is therefore unsurprising that the reported relapse rates range from 

25%132 to 100%13 (table 3.1).    
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Citation 

(number of 

patients 

withdrawing    

 from IST  

(n)) 

Mean age  

at 

diagnosis 

(D) or 

withdrawal 

(W) (yrs) 

Biochemical 

remission  

(definition 

and/or 

duration) 

Histological 

remission 

at 

withdrawal 

of IST 

Follow-up 

after IST 

withdrawal  

 

 

Relapse definition  

 

Percentage 

relapse and 

outcome 

 

Timing of 

relapse 

from IST 

withdrawal 

Czaja et 

al.140 

(52) 

36+/-2 (13-

75) (W) 

AST 

<2XULN 

 

100% 

biopsied 

Mean 54 +/- 

4 mths 

(6-101 

mths) 

AST >3XULN or  

γ-globulins 

46% (24), 

33% (17) 

loss of 

remission 
(LOR), no 

deaths* 

7 ± 1 mth (1.5-

25 mths) 

Hegarty et. 

al.139 

(30) 

16-67 (W) Normal 

biochemical 

indices 

18 mths 

(1.5-9 years) 

100% 

histological 

remission 

9 (5-52) 

weeks 

Symptoms ± AST 

>5XULN 

87% (26 

patients), 

1 death† 

Median 9 (5-52) 

weeks  

Kanzler et 

al.134 

(28) 

45.8 (9-77) 

(D) 

Normal 

transaminases 

‡ 

No data Mean 98 

(12-405) 

mths 

 75% (21 

patients) no 

adverse 

outcomes  

19 within 15 

mths (2 at 4 and 

5 yrs) 

Muratori 13 

(12) 

 36 (SD 21) 

(D) 

Normal 

transaminases 

and γ-

globulins § 

92% (11) 

biopsied, 

83%(10) 

remission 

  100% (12), 

successful 

retreatment** 

5-10 mths 

 Verma et 

al.138 

(40) 

38 (10-71) 

(D) 

AST/ALT < 2 

ULN 

44 (2-192) 

mths relapse 

group, 65 (26-
156) 

remission 

group 

No data No data ALT/AST>2XULN 75% (30 

patients), 

 1 death   

 

2(0.5-23) mths 

(median 

(range)) 

Montano-

Loza et al.56 

(132) 

46±1 

(mean) 48, 
(13-83) 

(median 

(range)) (D) 

AST<2XULN 

 

 No 

interface 
hepatitis. 

Portal 

hepatitis 82 

(63%). 

No data AST>3XULN 77% (102) 

patients, one 
liver related 

death or 

transplant††  

Mean 10 ±2, 

3(1-120) mths 
(median 

(range)) 

Table 3.1:  Studies of Immunosuppression Withdrawal  

 

 

 
*
 20 out of 24 patients successfully retreated 

† 25 satisfactory response to retreatment, 6 (3-10 weeks) 
‡ Treated mean 32.2 (12-81) months 
§ Median treatment course of 36 months (range 24–43) 

** All relapses retreated successfully 
†† Three adverse outcomes 
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Citation 

(number of 

patients 

withdrawing 

from IST  

(n)) 

Mean age  

at diagnosis 

(D) or 

withdrawal 

(W) (yrs) 

Biochemical 

remission  

(definition 

and/or 

duration) 

Histological 

remission at 

withdrawal 

of IST 

Follow-up 

after IST 

withdrawal  

 

 

Relapse 

definition  

 

Percentage 

relapse and 

outcome 

 

Timing of 

relapse 

from IST 

withdrawal 

Van Gerven 

et al.136 

(131) 

Relapse / 

LOR group 

36 (4-83) 

(median 

(range)) (W) 

Normal ALT 

+/- IgG 

6.8 years (2-16 

years) 

18% (24) 

patients*  

 

Median 8.8 

years (2-30 

years) 

ALT>3XULN 

and/or increase 

in IgG to > 

2g/L 

47% (61 

patients), 

loss of 

remission 

42% (56 
patients), no 

adverse liver 

outcomes  

 

Hartl et 

al.133 

(28) 

37 (11-76) 

(W) 

Repeatedly 

normal ALT 

and IgG. 

45 mths (24-

111) 

11 out of 28 

patients‡‡ 

28 (17-57) 

mths 

ALT +/-IgG > 

ULN or 
clinical 

symptoms 

46% (13), no 

adverse liver 

outcomes§§ 

 

Zachou96 

(40) 

47 +/16 

remission, 40 
+/-14 relapse 

(D) 

 

 

 

 

Normal serum 

transaminases 

+/-IgG 

Treated for 60 

(24-132) mths 

prior to 

withdrawal 

95% (38) 

patients, 78% 
(31) in 

remission 

 AST/ ALT 

>3XULN 
and/or IgG >2 

g/L 

25% (10), no 

adverse 
outcomes 

reported  

 

Guirguis et 

al.132 

(32) 

Unknown. 

Juvenile 

onset 

excluded. 

(W) 

ALT or AST 

persistently 

normal or near 

normal for 6/12  

> 6 mths 

28% (9) 

biopsied  

8.4(0.13-17) 

mths 

(median 

(percentile))  

 25% (8), no 

adverse 

outcomes 

reported 

Within 12 

mths*** 

Table 3.1:  Studies of Immunosuppression Withdrawal Continued 

 

 

 

  

 
‡‡ 17 opted not to have biopsy, 78 others excluded as biopsy did not confirm remission 
§§ 1 patient did not achieve biochemical remission within 17 months 
*** No change in fibrosis in 7 patients, decline in fibrosis in 3 patients 
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Even in patients meeting the AASLD criteria of biochemical remission (normal transaminases 

and globulin/IgG), relapse rates (defined as serum ALT >3XULN) after stopping IST remain 

25-100%. There is no statistically significant association between the risk of relapse and ALT 

prior to stopping IST, comparing studies which defined remission as a normal ALT versus 

those that did not p= 0.648 (see table 3.1). Most relapses occur within 6-12 months.133,138,140 

However, the Mayo Clinic has described later relapses in 8 patients (10%) 49-265 months after 

drug withdrawal.150  

 

Transient elevations in transaminases can occur after withdrawal of IST and it is worthwhile 

repeating LFTs in the first instance to check for normalisation. It is not common practice to re-

biopsy patients to confirm relapse. There is some justification for this: in patients with 

established AIH and a serum ALT rise to more the 2XULN, biopsy confirmed AIH in nearly 

all cases141. However, this study was performed almost 40 years before the discovery of 

Hepatitis C and the development of virological testing.  Apart from viral hepatitis, other 

conditions which could simulate relapse include drug-induced liver injury, biliary diseases and 

portal or hepatic vein thrombosis. These conditions should thus be excluded, firstly by 

appropriate non-invasive testing, and when doubt persists, re-biopsy. 
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 Factors Associated with Relapse (Table 3.2) 

The balance of available evidence (at least one report and no dissenting reports) suggests that 

several factors are associated with an increased risk of relapse after withdrawal of IST (table 

3.2 section A). 
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Table 3.2: Factors Associated with Relapse on IST Withdrawal 

A. Associated with relapse 
Comments 

Lack of identifiable trigger (drug)  No relapses in patients withdrawing from IS with likely drug precipitant 135 

Coincident autoimmune disease 136 (Univariate analysis only) 

Psychological stress 151 

Raised ALT at discontinuation of treatment 133,138,152 Lower globulin or ALT at discontinuation associated with lower risk of 

relapse 

Longer time to biochemical remission  133,138 + 

High AIH diagnostic score (1999 IAIHG criteria 
4)  

137 

Previous combination therapy with Prednisolone 136 

B. Not associated with relapse  

Gender 134,136,139 

HLA haplotype  38,153  

Activity on histology ++ 56,137,154 

Advanced fibrosis stage or cirrhosis 56,136,139,155 

 

  

C Conflicting reports 

 

Association No association 

Younger age 12,38,136,137   134,139,144 

Soluble liver, smooth muscle, asialoglycoprotein and liver kidney microsomal antibodies  156-159  136 

Low RBC concentrations TGN+++ 66 160 

Serum IgG prior to IS withdrawal 56,133 136 

Duration treated prior to IS withdrawal ++++ 96,134,153  56,136,139,152   

+ No significant association between time to biochemical remission in patients remaining in remission versus those relapsing (2.7 vs. 5.3 

months, HR 2.18; CI 0.69-6.84 p= 0.18)133  

++ Association with presence of plasma cells and failure of complete resolution but provided no statistical analysis 155. 

+++ Mean of several measurements66, single measurements only160 

++++ No apparent explanation for discrepant results 
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Relapse is rare when the initial episode of AIH has been linked to a drug135. In most studies, 

longer time to achieve biochemical remission has been associated with relapse.96,133 For 

example, inability to achieve remission within five months of treatment was associated with 

>90% probability of relapse (PPV=100%, NPV=32%).138 Patients with higher levels or ALT 

or gamma globulin prior to stopping treatment (even if within the normal range) were more 

likely to relapse. We can infer from Hartl’s data we should be aiming for ALT levels less than 

half the ULN, because  patients remained in remission after treatment withdrawal 133,138,152 In 

another study, predictors of relapse included prior use of dual IST.136 The reason for this 

association is unclear. The need for steroids as well as a steroid-sparing agent might indicate 

more severe or resistant disease.136 In one case control study psychological stress was 

positively associated with relapse.151 This may be related to increased levels of 

proinflammatory cytokines and immune dysregulation related to actibation of the hpothalamic-

pituitary axis and the sympathetic nervous system. 

 

Other factors appear not to be associated with AIH relapse (table 3.2 section B). These include 

gender,134,136,139 initial severity of hepatitis56,137,154 (on diagnostic biopsy) and severity of liver 

fibrosis.56,136,139,155  

 

The evidence linking other factors to relapse risk is contradictory (table 3.2 section C). These 

include age at diagnosis, although the studies suggesting an association with younger age have 

tended to be larger than those suggesting no association.12,38,69,136,137,139,144 Also, serum IgG 

prior to treatment withdrawal56,133,136 and histological activity (or lack thereof) on follow-up 

biopsy, may predict a low relapse rate.155 However, the attainment of normal histology is 

relatively rare. Finally, it is unclear if duration of IST prior to withdrawal affects the risk of 
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relapse, although comparisons between mean duration of treatment in different studies do 

suggest some association.96,133  

 

The role of Azathioprine metabolite monitoring in predicting risk of relapse is not established. 

In a prospective study, involving several assays per patient, Dhaliwal et al. found higher 

average thioguanine nucleotide (TGN) levels (237 v 177 (p = 0.025)) in patients who remained 

in remission compared to those not in remission.66 In an earlier study, quartile analysis did not 

demonstrate a threshold for 6-TGN levels at which remission would be maintained.72  

 

Most studies have assessed relapse rate after withdrawal of Azathioprine. In a Greek study of 

patients who had received Mycophenolate for 60 (24-132) (median (range)) months96 an “off 

treatment” relapse rate of 25% over 5(2-24 months) was reported.  

 

 Consequences of Relapse 

In studies from the Mayo Clinic and King’s College Hospital, London139,140 there were no 

obvious consequences of relapse. Indeed, patients who sustained remission, compared to those 

who relapsed, had similar rates of progression to cirrhosis and of liver-related death or 

transplantation. However, remission was defined as ALT <2XULN, so this comparison may 

not be valid.  Two deaths out of 70 patients have been reported, one in a cirrhotic patient, 

following and attributable to IST withdrawal.56,138 Six additional patients (five with cirrhosis) 

required hospitalisation, suffering decompensation of liver disease.138,139  
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In other studies, a single relapse did not appear to influence the longer-term outcome of AIH.36 

However multiple relapses do have a harmful effect. In one study the number of prior relapses 

in patients who developed cirrhosis (3.1 ± 0.4) and liver decompensation (3.5 ± 0.5) was higher 

than in patients not developing these complications (1.8 ± 0.2 and 1.7 ± 0.2 respectively).56 In 

another long-term study, more than four relapses per decade of follow up was associated with 

an adverse outcome.36 In a third study, more than three relapses predicted a poorer outcome.38 

  Response to retreatment and to second withdrawal 

Reassuringly, 80-90% patients re-achieve biochemical remission on reinstitution of 

Prednisolone.140 Standard (Prednisolone and Azathioprine) initial treatment regimes were more 

successful in obtaining remission on retreatment than single maintenance regimes (low dose 

Prednisolone or Azathioprine). Relapses were successfully retreated with Prednisolone 30mg 

daily and Azathioprine 75mg daily within 10 (6(3-10)) (median (range)) weeks in 25 out of 26 

patients.139 In a Dutch study, all patients who relapsed were successfully retreated within 3 (2-

53) months136. Subsequent attempts to withdraw treatment in 32 patients who had previously 

relapsed resulted in a further relapse after 10 (3-60) months.136 

 

3.3.2 Options for continuing IST in AIH 

Strategies for continuing treatment after remission is achieved have been evaluated primarily 

with regard to prevention of relapse. Details of relapse rates on different regimes are as follows: 

(a) Prednisolone monotherapy.  In a one-year RCT involving 50 patients in whom 

Azathioprine was stopped after attaining biochemical and histological remission, but who 

continued low-dose (5-10mg) Prednisolone, relapse rate was 32%, compared to only 8% in 

those who continued on standard treatment (Azathioprine (1mg/kg) plus Prednisolone47. 

These rates are lower than most reported relapse rates off treatment (Table 3.1), suggesting 
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that Prednisolone alone is of some value in preventing relapse. Prednisolone was also shown 

to maintain serum ALT at <3XULN in patients subject to recurrent relapse, although this is 

hardly an optimal endpoint and these patients had a high rate of disease progression.161  

 

(b) Azathioprine. In another 12-month RCT, patients who phased out Prednisolone after 

biochemical and histological remission but who continued Azathioprine at the higher dose of 

2 mg/kg/day, had a relapse rate of zero, similar to those continuing standard treatment. As 

expected, steroid-related side effects improved only in the Prednisolone withdrawal group, 

although less than half of patients lost weight.58    

 

In a follow-up observational study of 72 patients treated with Prednisolone and Azathioprine 

1mg/kg/day, Prednisolone was withdrawn and Azathioprine increased to 2mg/kg/day. Patients 

were in complete biochemical and histological remission for at least one-year. 83% patients 

maintained remission over a median follow-up of 67 months.59 The dose of Azathioprine was 

subsequently reduced to 1mg/kg in 26 patients and 5 of these then had a disease relapse. 

 

Based on these few studies, Azathioprine has become the standard maintenance regime for 

AIH. In the UK162 and the Netherlands136 most patients receive this treatment, often for 

decades. In addition, many patients receive long-term Prednisolone as additional maintenance 

therapy, usually in doses <10 mg/day. It has not been established definitively whether 

Prednisolone improves the efficacy of 2mg/kg Azathioprine per day in preventing relapse. 

However, given its partial efficacy as monotherapy and in combination with the lower dose of 

Azathioprine, this seems plausible.   
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However, despite its efficacy in preventing disease relapse, it remains unclear whether 

routinely continuing IST (Azathioprine +/- Prednisolone) prevents development of cirrhosis or 

liver related death or need for transplantation. This strategy has never been (and is unlikely to 

be) compared (with regard to these “hard” long-term endpoints), to a strategy of stopping IST 

and reinstituting it in the event of a relapse.  

 

(c) Other immunosuppressive drugs 

There are no data on relapse with use of other steroid-sparing agents such as maintenance MMF 

monotherapy, calcineurin inhibitors or budesonide in preventing relapse. 

 

3.3.3 Adverse effects of long-term immunosuppression treatment 

It is not within the remit of this review to provide comprehensive description of all side effects 

of IST, but it is important to understand why IST withdrawal may be desirable. 

 

(a) Corticosteroids 

Short-term side effects of steroids are well recognised (see section 1.1.2.3). In a multicentre 

study by the UK-AIH consortium, 55% patients were taking “long-term” corticosteroids (at 

least 12 months after diagnosis of AIH).147 Long-term consequences of steroid therapy are not 

well documented in patients with AIH.163  

 

(i) Mental Health and Quality of Life  

In a recent study of consecutive AIH patients (77% of whom were in biochemical remission), 

higher anxiety and depression scores were documented compared to controls; depression was 
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associated with on-going steroid therapy.60 Further work from the UK-AIH consortium has 

also shown that corticosteroid use was associated with a reduction in health-related quality of 

life, including reduced mobility, anxiety and depression and increased fatigue.61 

 

(ii) Metabolic syndrome and cardiovascular disease 

New onset of diabetes is reported in 6-20% of steroid treated patients with AIH.62 Prednisolone 

induces hepatic insulin resistance.164 The risk of diabetes development is dose-dependent with 

an Odds Ratio of 1.77 for doses of 1-39 mg/day, 3.02 for 40 to 79 mg/d, 5.82 for 80 to 119 

mg/d, and 10.34 for 120 mg/d or more.165 Patients with diabetes require additional monitoring 

and often insulin dose adjustment during steroid treatment.166  

 

Weight gain is reported in around 20% of patients receiving steroids for AIH,62 but has not 

been adequately quantified. Johnson et al. demonstrated that weight gain is not always 

reversible on stopping treatment. Only 32 (out of 72) patients lost 6.4 (1.5-22.3) (median 

(range)) kilograms body weight in a study of corticosteroid withdrawal.59  Unsurprisingly, 

hepatic steatosis worsens in about 25% Prednisolone treated patients with AIH.167 It then may 

be difficult to identify whether raised LFTs are related to an AIH flare or steatosis. Research 

is needed to determine if steatosis results in fibrosis progression. Corticosteroids may also be 

associated with an increased risk of cardiovascular disease. Whilst cohort studies have been 

inconclusive, support for such an association has come from two large database studies.168-170   
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(iii) Bone health 

There are few data on bone health in AIH. Low trauma (fragility) fractures have been reported 

in 5-10% Prednisolone treated AIH patients.62 In a study of steroid-treated patients (with a 

variety of conditions) in a GP research database (GPRD) the relative risk of fractures, in 

particular vertebral fracture and proximal femur, was positively associated with steroid dose. 

Compared to controls, the risk (95% CI) of vertebral fracture was 5.2 (4.2-6.3) fold increased 

in patients receiving high doses (greater than 7.5mg) and 1.5 (1.2-2.0) fold increased in those 

receiving low-dose (less than 2.5mg) Prednisolone. The relative risk of proximal femur 

fractures was 2.3 (1.9-2.7) and 0.9 (0.8-1.2) fold increased in patients receiving high and low 

steroid doses respectively.171 In a study of a GP registry an increased risk of osteoporotic 

fracture was associated with intermittent high dose Prednisolone or a cumulative dose of over 

5 grams. The relative risk of osteoporotic fracture was 3.6 (2.5-5.2).172  

 

Corticosteroid therapy is associated with decreased intestinal absorption and increased renal 

excretion of calcium. Two meta-analyses including steroid-treated patients have demonstrated 

a beneficial effect of calcium and vitamin D supplements on BMD but not fracture.173,174 There 

is a lack of long-term outcome data on use of bisphosphonates in steroid-treated patients with 

chronic liver disease. A multicentre study of postmenopausal women (without chronic liver 

disease) showed less bone loss and fewer vertebral and non-vertebral fractures in patients 

receiving alendronate compared to placebo. New vertebral fractures were found in 6.2 % of 

women in the placebo group, as compared with 3.2 % in the pooled alendronate groups (P = 

0.03).175 Recent data supports a role for budesonide in patients at risk of osteoporosis. Fifteen 

patients who had osteopenia at index bone density scan had repeat scans after a median 2 years, 

with bone density improved in 6 patients, stable in 8 and worse in only one patient.53 
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(b) Azathioprine 

Blood count monitoring is important, as there is a risk of marrow suppression. Leucopenia was 

reported in 6% and 12% of patients in two studies investigating the role of metabolite 

monitoring in AIH. The risk of Azathioprine induced hepatotoxicity and/or pancreatitis is 1-

3%.66,160 The risks of marrow toxicity and hepatotoxicity are higher in patients with 

cirrhosis.65,160 In patients given azathioprine for other conditions, marrow toxicity is associated 

with high levels of 6-thioguanine nucleotide (6-TGN) metabolites.176,177 This has not been 

demonstrated in patients with AIH,65,160 however here there may be a relationship between 

Azathioprine hepatotoxicity and 6-methyl-mercaptopurine (6-MMP) metabolite levels.66  

 

(c) Mycophenolate 

Side effects associated with mycophenolate usage include headache, diarrhoea, nausea, 

dizziness, hair loss and neutropenia.178 This drug has been associated with adverse foetal 

outcomes179 and should not be given to women of childbearing age.  

 

(d) Cancer risk on immunosuppressive therapy 

Long-term use of non-steroidal IST has been associated with malignancy in organ 

transplantation including renal transplantation73 and inflammatory bowel disease (IBD).180 In 

patients with AIH, the overall risk of extra-hepatic malignancy is increased compared to the 

general population.81,82,84,149,181 There are specific increases in risk of non-melanotic skin 

cancer and lymphoproliferative cancers. Fatal hepatosplenic T cell lymphoma (HSTCL) has 

been reported in patients taking Azathioprine for over 10 years.182,183 In IBD patients the 

absolute risk of developing HSTCL on thiopurine monotherapy is 1:45000 in patients with IBD 

(and was higher in in those under 35).    
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We have recently observed an association with malignancy and duration of non-steroid IST in 

AIH. 241 patients were followed up for a total of 3154 patient years and cancers were identified 

from clinical records and confirmed by data from the regional cancer registry. For patients on 

non-steroidal IST (usually Azathioprine) for >10 years and for 4 weeks -10 years hazard ratio 

was 8.7 and 2.3 compared to those on IST for < 4 weeks.149   

 

A recent large study of cardiac and renal transplant patients demonstrated a lower risk of 

squamous cell carcinoma in patients receiving mycophenolate (OR 0.45, 95% CI 0.29-0.69) 

compared with those treated with Azathioprine (OR 2.67 95% CI 1.23-5.76).184 

 

3.3.4 Implications for management 

In theory, long-term IST might reduce progression of liver disease by preventing relapses and 

perhaps also by suppressing on-going low-grade inflammation. On the other hand, long-term 

IST might also increase the risk of cancer. It is not known whether routine use of maintenance 

therapy is, overall, a better strategy than selective use in patients who have had one or more 

relapses or in those who are deemed at high risk of relapse. These two strategies have not been 

directly compared (and are unlikely to be). In a long-term observational study36 no association 

was found between outcome and percentage of follow-up time on Azathioprine. Thus, the 

decision whether to stop or to continue must be individualised.  
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(a) Factors influencing a decision to stop IST 

Factors which might favour stopping (as opposed to continuing) IST include:  

 

(i) Factors predicting a low risk of relapse. These include presence of a likely (drug or viral) 

precipitant of AIH, a short time to achieve and subsequent maintenance of normal serum 

transaminases. The relative weighting of these factors is unknown. It is not possible to conclude 

whether age and duration of treatment are predictive factors. 

(ii) Absence of cirrhosis or decompensation. The presence of these features increases the 

chances that a relapse would be harmful – indeed nearly all of the few reported instances of 

liver decompensation/death during relapse were in patients with cirrhosis.  

(iii) Good tolerance of initial steroid regime and absence of contraindications to further 

steroid therapy – suggesting that a further course needed to treat a relapse might be acceptable 

to the patients. However, in patients without cirrhosis, Budesonide is an alternative re-

treatment option in those previously experiencing Prednisolone-related side effects.  

(iv) Development of malignancy. The relationship between duration of non-steroidal IST and 

development of cancer in patients with organ transplants,73 inflammatory bowel disease180 and 

AIH82,149 is consistent with a cause and effect relationship. Thus, recurrent skin cancers might 

justify IST withdrawal. However, it is a separate matter whether the course of a given 

malignancy is altered by continuation of IS therapy. The CESAME cohort followed 405 IBD 

patients with a prior cancer for 2.9 years. Rates of new and recurrent cancer were compared 

between patients who were either exposed or not exposed to a thiopurine. Thiopurine exposure 

did not affect the crude incidence rate of new or recurrent cancer.  This study suggests it may 

be safe to restart a thiopurine in an IBD patient with a prior cancer.185  
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(b) IST withdrawal strategy 

 The optimal timing of IST withdrawal is not adequately defined, although there are a few 

guiding principles. The patient should be in clinical and biochemical remission (normal 

transaminases and serum IgG/globulin) as this is associated with lower relapse rates following 

IST withdrawal.133 The optimal duration of remission is inadequately defined but should 

probably be at least 12 months.  

 

Should patients undergo repeat liver biopsy prior to IS withdrawal?  This is recommended in 

the EASL guidelines but is not based on hard evidence. Histology on follow-up biopsy does 

not consistently predict likelihood of relapse (see above). However, a biopsy can sometimes 

be justified because it might demonstrate progression of liver disease to cirrhosis. Such patients 

should probably not stop immunosuppression because of the potential harmful effects of a 

relapse (see above). Furthermore, it may detect on-going inflammation, even in the presence 

of normal serum transaminases. Such patients, irrespective of whether or not they relapse, had, 

in one study, a worse long-term outcome than those in whom inflammation resolves. Therefore, 

there is a case for continued IST, but it would be logical to change to another drug. However, 

potentially harmful effects of alternative IST would need to be considered. 

 

There is no proven optimal IST withdrawal regime. In practice, treatment is tapered prior to 

stopping. Maintenance of remission on a tapered dose is reassuring prior to full IST withdrawal. 

Suggested duration of steroid tapering regimes vary from 6-8 weeks42 to 3-4 month intervals.5  

 

In one study, when steroids were tapered by 2.5mg every 2 weeks 75% of patients suffered 

withdrawal arthralgia and myalgia, which persisted for up to twelve months in over half.58  
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Therefore, our suggested tapering duration is 3 months, between the above two suggested 

regimes (6 weeks recommended by AASLD,42 6 months by a Dutch group.136) With regard to 

Azathioprine there is a lack of evidence for tapering. 

3.3.5  Long-term monitoring and assessment of fibrosis  

Following IST withdrawal all patients should be monitored, especially over the first year, as 

this is when there is the highest risk of relapse.138,140 All patients should receive long-term 

follow-up, as relapses can occur over 10 years after treatment withdrawal.150 Fibroscan 

(transient elastography) offers a safe and probably effective method for surveying patients and 

identifying those with fibrosis progression. In a pilot study, liver fibrosis could be accurately 

estimated in patients who had been treated for more than six months.110 In a subsequent study, 

overall liver stiffness improved in patients in biochemical remission but did not improve in 

those who were not in biochemical remission.113 Like the authors, we propose annual Fibroscan 

should be incorporated into the assessment of AIH patients.113  

 

 Summary and conclusions 

This review, whilst highlighting the paucity of evidence and the difficulties in predicting which 

patients with AIH can stop immunosuppression, attempts to develop a strategy for rational 

decision-making in this respect. Further prospective multicentre studies are needed to define 

more clearly:   

(a) Demographic, laboratory, histological and treatment-related factors predicting disease 

relapse 

(b) Consequences of stopping IST and of its continuation, on (i) disease progression, 

ideally utilising serial non-invasive measures such as Transient elastography and 
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Enhanced Liver Fibrosis (ELF) testing (ii) patient reported measures of physical and 

mental well-being 

(c) The effect of continued IST (and its discontinuation) on the incidence and the course 

of malignancy186 

 

Such information will help to refine further the information used to decide whether, when and 

in whom to stop IST in AIH. We need other (and better) interventions to lower the risk of 

relapse. Rituximab is an anti-CD20 monoclonal antibody that depletes B cells and case 

reports in AIH demonstrated improvement in biochemistry and histology.106,187A preliminary 

report from Kings reports on a role for IL-2 infusion (in 2 patients).188  
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4 Role of metabolite monitoring in AIH  

 

 Introduction 

Initial standard management of AIH includes Prednisolone and Azathioprine. The British 

guidelines recommend an initial dose of 1mg/kg37 Azathioprine (AZA) whereas the EASL 

guidelines163 recommend 1-2mg/kg dosing. The aim is to obtain remission; however, published 

rates of biochemical remission at 12 months vary between 16-100%44,137 and histological 

remission is achieved by 2 years in only 54% of patients with 1mg/kg dosing.39 Failure to 

achieve remission is associated with worsening fibrosis and increased mortality.39,189  

Azathioprine monotherapy (at a dose of 2mg/kg/day) is associated with no relapses over 12 

months in an RCT58 and 17% at 5 years in another study.59 

 

AZA is metabolised into pharmacologically active 6-Thioguanine nucleotides (6-TGN) 

responsible for the immunosuppressive effect and inactive 6-Methymercaptopurine (6-MMP) 

(see figure 4.1). Raised 6-TGN levels may result in a cytotoxic effect, whereas raised 6-MMP 

results in hepatotoxicity. AZA is non-enzymatically converted to Mercaptopurine (6MP). 6MP 

is then metabolised by three different pathways. Two pathways result in the formation of 

inactive metabolites. The first pathway converts 6-MP to thiouric acid (6-TU) converted by 

xanthine oxidase (XO). Thiopurine methyltransferase (TPMT) converts 6-MP to inactive 6-

methylmercaptopurine in the second pathway. TPMT also metabolises 6-thioinosine 

monophosphate(6-TIMP) into 6-methylmercaptopurine riboside (6-MMPR). The active 

metabolites are produced via the third pathway; conversion of 6MP by hypoxanthine 

phosphoribosyl transferase (HPRT) to mercaptopurine nucleotide, which is then 
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metabolised into TGN metabolites. 6-TGN is incorporated into nucleic acid 

instead of guanine nucleotides. It inhibits purine and protein synthesis in 

lymphocytes, exerting its immunosuppressive effect.  

 

TPMT activity is variable between individuals due to genetic polymorphisms. 89% Caucasians 

are homozygous for the wild-type allele, 11% heterozygous and 0.3% homozygous for the 

mutant allele. This results in normal, intermediate and negligible TPMT function 

respectively.190 A heterozygous TPMT genotype typically occurs in a patient with a single non-

functional allele, resulting in intermediate activity. Absent TPMT activity precludes use and 

lower starting doses should be used in patients with low activity.   In addition, some patients 

preferentially produce 6-MMP rather than 6-TGN, known as hypermethylation. 6-MMP levels 

of over 5700 pmol/8 X 108 RBC are associated with a three-fold risk of hepatotoxicity.191 

Previous studies suggest increased AZA toxicity in cirrhotic patients which is not predicted by 

TPMT activity.72 

 

 

Figure 4.1 Metabolism of Azathioprine: after non-enzymatic cleavage to mercaptopurine, there are three 

competing pathways. Two pathways result in formation of inactive metabolites: firstly, conversion in 6-TU by 

xanthine oxidase and secondly by TPMT into 6-MMPR. The active metabolite, 6-TGN is results from a series of 

steps involving HPRT converting 6-MP to 6-TIMP. 6-TU = 6-thiouric acid, XO = xanthine oxidase, TPMT = 

thiopurine methyltransferase, 6-MP = mercaptopurine, 6MMP = 6 methylmercaptopurine, HPRT = hypoxanthine 

phosporibosyl transferase, 6-TIMP = 6-thioinosine monophosphate, 6-TGNs = 6-thioguanine monophosphate, 6-
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MMP = 6-methylmercaptopurine, 6-MMPR = 6-methylmercaptopurine riboside, IMPDH = Inosine-5'-

monophosphate dehydrogenase, GMPS = guanosine monophosphate synthetase  

 

Azathioprine side effects occur in approximately 10-20% of patients and include 

hepatotoxicity, acute cholestatic hepatitis, pancreatitis, nausea and vomiting, rash, bone 

marrow suppression, veno-occlusive disease, opportunistic infections and malignancy.42 

 

Previous work has demonstrated that higher 6-TGN levels are associated with therapeutic 

effect in both IBD192-194 and AIH.66 Metanalyses involving the IBD cohort demonstrate that 

clinical response is best observed when 6-TGN levels are between 235pmol/8X108-

450pmol/8X108. 191,194Our group demonstrated that 6-TGN levels >220 predicted remission 

(OR 7.7, P=0.007).66 Monitoring of 6-TGN levels has been associated with improved clinical 

response and safety profiles in the IBD setting.195,196 However, one IBD study showed that 

weight-based thiopurine dose is weakly correlated with 6-TGN blood concentrations.195 This 

was also demonstrated in a non-IBD study, including rheumatology patients treated with 

Azathioprine.197  

 

There are few published prospective studies on Azathioprine metabolism in patients with AIH 

from initiation of treatment. In a recent retrospective matched cohort study comparing weight-

based dosing of Azathioprine with metabolite monitoring, biochemical response was higher in 

the metabolite monitoring group. 214 patients seen between 1999-2019 were split into two 

groups, 109 patients had dose adjusted to metabolites, and 105 patients had weight-based 

dosing. Although patients were managed in a similar way with Prednisolone and Azathioprine, 

metabolite levels were checked adhoc. Median time from presentation to metabolite testing 

was 8 (0-31) years. Reasons for metabolite testing were diverse, including guiding IS reduction, 

failure to achieve or loss of biochemical remission and assessing compliance and toxicity.   
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TPMT levels were checked in 48% of the metabolite group and only 15% of the non-metabolite 

group. More patients were on Prednisolone and Azathioprine in the metabolite group (68% 

compared to 45% in weight-based group). Rates of biochemical response were 71-80% in 

patients with subtherapeutic metabolite levels compared to 81% in patients with 6-TGN levels 

within the normal range (225-450 pmol/8X108 erythrocytes). Patients with 6-TGN levels <75 

pmol/8X108 erythrocytes had higher transaminases than patients with 6-TGN levels within the 

therapeutic range. Although the group reported higher rates of biochemical response in the 

patients having metabolite monitoring compared with weight-based dosing at 6 months (77% 

vs. 60% p=0.008), it is difficult to draw comparisons due to the nature of data collection and 

disparities in the patient groups.198 

 

The present study is prospective, in a population of newly diagnosed AIH patients. We assess 

the outcome of Azathioprine introduction and of then increasing dose from 1 to 2mg/kg after 

three months with metabolite monitoring. We assess the percentage of patients able to achieve, 

tolerate and maintain higher dose, rates of biochemical remission (12 months) and histological 

remission (2 years). For the purposes of the study, biochemical remission was defined as 

normalisation of ALT and AST. Immunoglobulin G levels were not always checked in this 

cohort as it was not standard practice. However, data on IgG where available is presented. 

 Patients and Methods 

4.2.1 Study population and treatment 

This prospective study included patients with AIH (based on 1999 International Group Criteria) 

presenting between 2013-2017 at the Liver Unit, Sheffield Teaching Hospitals NHS 

Foundation Trust. Patients were followed until 31/8/17. The metabolites (6-TGN and 6-MMP) 
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and TPMT were assayed at City Hospital Birmingham. Not all patients were taking AZA at 

end of follow-up (reasons explained in results). Patients were monitored by consultants and 

hepatology clinical nurse specialists with expertise in AIH management. Prior to the study, 

Azathioprine metabolites were checked to monitor initiation and dose adjustment of 

Azathioprine to ensure metabolites were within the therapeutic range. It is also our unit’s 

standard of care to arrange a liver biopsy after 2 years to ensure histological remission is 

obtained before withdrawing corticosteroids. This is because regimes to prevent relapse have 

been evaluated in patients with histological remission and fibrosis progression correlates with 

the degree of residual inflammation of biopsy.189,199,200  

 

As part of the new regime (figure 4.1), patients were initially treated with Prednisolone and 

TPMT levels were checked. TPMT displays genetic polymorphism resulting in null or 

decreased enzyme activity, increasing the risk of myelosuppression. Azathioprine was started 

at a dose of 1mg/kg, usually after a few weeks of Prednisolone treatment, when the TPMT 

levels were available.  We aimed to increase AZA dose from 1 to 2 mg/kg after three months, 

with metabolite monitoring, to achieve 6-TGN levels between 250-450 pmol/8×108 RBCs 

and 6-MMP levels <5000 pmol/8×108 RBCs.  

 

The AZA dose would be reduced if: 

(i) any clinical side effects 

(ii) cytopenia develops 

(iii) liver enzymes worsen (doubling of serum ALT or any rise in bilirubin from pre-

escalation value  

(iv) Raised blood TGN (active AZA metabolite) levels or 6-MMP levels  
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We continued Prednisolone(10mg/day) and AZA in above dose until serum ALT has remained 

normal for a further 2 years and then repeat liver biopsy (as per unit’s standard practice) to 

assess for histological remission. Rates of histological remission will be compared to patients 

on standard therapy (1mg/kg).39 

 

Twenty-six patients were managed as such. Fourteen patients underwent a liver biopsy after 

two years of immunosuppression (IS). Reasons for the biopsy not being done in other 12 

patients include: awaited at end of follow-up (5), done but inadequate for analysis (1), patient 

choice (1), old age (2), lost to active follow-up (1), liver transplant (1) and on liver transplant 

list (1). In patients with histological activity (Necroinflammatory score ≥4) on follow-up liver 

biopsy, Tacrolimus therapy was considered (see results for details). 

 

4.2.2 Histological assessments 

Liver histology was reviewed by a single histopathologist (AD) who completed a detailed 

proforma including pertinent histological features of AIH. Histological remission is defined as 

a histological activity index (HAI) of ≤3 and persisting histological activity as HAI≥4. Fibrosis 

was staged using the Ishak fibrosis staging system from 0-6 (0= no fibrosis, 6= cirrhosis). 25/26 

patients had an initial biopsy and 14/26 had a second biopsy by the end of the study period.  

4.2.3 Statistical analysis 

Statistical analysis was performed using Predictive Analytics Software (PASW) 25.0 for 

Windows (IBM SPSS Inc. Chicago). Categorical data are summarised as frequencies and 

percentages and continuous data as median (range).  Statistical comparisons were performed 
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using the Mann-Whitney test for two unpaired continuous variables and Fisher’s exact test or 

chi-squared test for dichotomous variables.   

 

4.2.4 Ethics 

The study of metabolite monitoring in AIH was approved by the Sheffield Research Ethics 

Committee, reference number 014036 and also the Sheffield Teaching Hospitals Foundation 

Trust (STHFT) Clinical Effectiveness Unit – reference 7822. 

 

 Results: 

4.3.1 Summary of patient characteristics 

A summary of patient characteristics is demonstrated in table 4.1.  

 

Patients (n) 26 

Gender (female(male)) 21(5) 

Age at diagnosis (median(range)) 54(19-74) 

Definite AIHG score (probable) 17(9) 

Cirrhosis at presentation (n(%)) 3(12) 

Low TPMT activity 

(heterozygotes)  

3(12) 

2mg/kg dosing (n(%)) 21 (86) 

Follow-up time from diagnosis 

(months (median(range)) 

35 (8-53) 

Table 4.1: Patient characteristics 
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4.3.2 Effect of Azathioprine dose increase 

 

 

 

 

Figure 4.2: Patient management flow chart 

 

Figure 4.2 demonstrates the number of patients who were managed as per protocol. 26 patients 

commenced Prednisolone 30-40mg and were commenced on Azathioprine 1mg/kg. After three 

months, Azathioprine dose was increased to 2mg/kg.  This escalation to 2mg/kg dosing was 

achieved in 21/26 (81%) patients. In the other five patients, 6-TGN levels were already either 

within (n=1) or above (n=3) the therapeutic range of 250-450 pmol/8×108 RBCs and one 

patient developed nausea. 

 

Three (out of 26) patients were TPMT heterozygotes with low TPMT activity. They had 

significantly higher 6-TGN levels on the initial 1mg/kg dosing (p<0.005). 2mg/kg dosing was 

achieved in one of the three patients but was not maintained at end of follow-up due to raised 

6-TGNs. It was not possible to increase the AZA dose due to raised 6-TGN levels (two 

patients).  

 

26 patients 21 patients  

 

14 patients 
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Azathioprine 

dosing 

Dose AZA mg/kg 6-TGN 

pmol/8X108 RBCs  

6-MMP pmol/ 

8X108 RBCs 

MCV fL (80-98) 

Initial dose 

(1mg/kg) (n=26) 

0.95 (0.62-1.13) 223 (119-785)  641 (100-5588)  91.8 (65.8-105.8) 

After dose increase 

(=26) 

1.02 (0.62-2.26) 329.5 (141-802)††† 1864 (144-

15960)‡‡‡ 

93.6 (66.4-105.8)§§§ 

End of follow-up 

(n=20) 

1.24 (1.24-2.14)  294.5 (123-482)****  783 (88-4398)†††† 95.8 (66.3-109)‡‡‡‡ 

 
††† N.s vs. 6-TGN at initial dose 
‡‡‡ P=N.s v.s 6MMP at initial dose 
§§§ P= N.s v.s. MCV at initial dose 
**** P= 0.013 vs. 6-TGN after dose increase, p=N.S vs. 6-TGN at initial dose 
†††† p= N.s vs.6-MMP after dose increase, P= 0.023 vs. 6-MMP at initial dose, 
‡‡‡‡ P=N.s vs 6-MMP after dose increase or 6-MMP at initial dose 

 

Table 4.2: Effect of Azathioprine dose increase on metabolite levels and MCV  

 

Despite the above limitations, overall 6-TGN levels rose after the Azathioprine dose was 

increased, however this rise was not statistically significant (Table 4.2). There was a 

corresponding rise in 6-MMP levels and MCV. There was a significant association between 

TPMT levels and 6-TGN and 6-MMP levels at baseline and after a dose increase. By linear 

regression analysis, the 6-TGN level at baseline was negatively associated with TPMT activity 

(p<0.05). There was a positive association with baseline MMP levels and TPMT levels which 

did not reach significance (p<0.87). The negative association between 6-TGN and TPMT levels 

could be predicted because patients with low TPMT activity, metabolise Azathioprine 

preferentially to 6-TGNs.   
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Reason for dose reduction Number 

Nausea 3 

Raised 6-TGN 7 

Raised 6-MMP 4 

Raised 6-TGN and 6-MMP 1 

Leucopenia 1 

Malignancy 1 

Table 4.3: Reasons for dose reduction in 15 patients previously obtaining 2mg/kg dosing of Azathioprine 

 

Table 4.3 demonstrates a breakdown of reasons for dose reduction in patients who obtained 

2mg/kg dosing of Azathioprine. A combination of reasons including raised metabolites and 

clinical reasons including nausea were important. 

 

4.3.3 Reason for Azathioprine dose reductions 

 

21/26 patients initially achieved dosing of 2mg/kg Azathioprine. However, only 6 of these 21 

patients were still receiving AZA 2mg/kg at end of follow-up (1.89(1.81-2.14) 

mg/kg(median(range)). In the remaining 15 (71%) patients the dose was 1.1.(0.53-1.58) 

mg/kg(median(range)). Reasons for dose reductions are shown in table 4.3. The most common 

reasons for dose reduction were raised metabolites (12/15) and nausea (3/15). One patient had 

AZA discontinued due to the development of squamous cell carcinoma and another had 

leucopenia along with raised 6-TGN levels. 
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In 4/26 patients who developed nausea on AZA, 6-TGN levels were (601, 434, 528 and 434). 

Initial 6-TGN levels were not significantly higher in patients who developed nausea (p= 0.75). 

No patients developed hepatotoxicity.   

 

 

4.3.4 Biochemical and histological remission rates 

 

Biochemical remission (normal ALT) was achieved in 21/26 (81%) at 6 months and 23/26 

(88.5%) at 12 months. We do not have data on IgG to comment on complete biochemical 

response, however there is no evidence it predicts outcome. Further details can be found in 

supplementary table 9.1. 

 

At the end of follow-up, 14 patients had a 2-year follow-up biopsy. Reasons for biopsies not 

being done are detailed in supplementary table 9.2. 7 (50%) patients were in histological 

remission. Overall, the necroinflammatory score was 3.5 (2-12) (median(range)), having 

improved from 13 (4-17) (median(range)) at diagnosis. 6-TGN levels (although higher) were 

not statistically different in patients obtaining remission versus those who do not (median 345 

v 275; p=0.295). If more patients were included in the study, statistical significance may have 

been obtained (see supplementary table 9.2).  

 

 

Supplementary Table 9.2 demonstrates initial biopsy data, TPMT levels, initial AZA dose and 

corresponding metabolite levels and follow-up histology (where available) with AZA dosing 

and metabolite levels.  
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At end of follow-up 6/26 (23%) patients were no longer taking Azathioprine. One patient was 

switched to Mycophenolate mofetil because of nausea. Four patients were switched to 

Tacrolimus due to AZA ineffectiveness, however one patient subsequently stopped Tacrolimus 

due to frailty. The sixth patient was on the liver transplant waiting list and not treated with 

Azathioprine.  

 

 Conclusions 

Increasing AZA dose from 1 to 2mg/kg/day after 3 months with metabolite monitoring does 

not result in higher rates of histological remission compared to standard therapy.  Histological 

remission was achieved in 50% patients compared to 54% using standard 1mg/kg/day 

Azathioprine dosing protocol in previous work from our unit (metabolite levels not monitored 

in this study).39 Higher 6-TGN levels were not significantly associated with biochemical 

remission at 6/12 or 12/12.  

 

In this cohort, attaining and maintaining 2mg/kg dosing was limited by high levels of 6-TGN 

and 6-MMP metabolites. Three patients suffered nausea resulting in dose reductions. 

Thiopurines such as Azathioprine have established associations with certain cancers: EBV 

lymphomas, non-melanoma skin cancer and other cancers such as urinary tract cancers.74,76,81,82 

One patient developed squamous cell carcinoma and Azathioprine was subsequently stopped. 

At a final dose of 1.3mg/kg, 6-TGN levels were within the therapeutic range (mean 322 

pmol/8X108 RBC). 6-TGN levels lower than observed in IBD have been associated with 

biochemical remission.65,66,201 6-TGN levels of >220 pmol/8X108 were associated with 

biochemical remission in one AIH study.66 AZA dose was lower in the remission group 
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compared to patients not in remission (1.7(0.4-2.7) versus 2.0(0.9-3.2) 

(mg/kg/day(median(range))). A pooled analysis of IBD patients demonstrated 6-TGN levels 

above a threshold of 230-260 pmol/8X108 were significantly more likely to be in clinical 

remission with an OR of 3.27.192 Typically dosing of 1.5-2.5mg/kg is required to maintain 

remission in IBD.202  

 

The study is limited by a small sample size. In addition, not all patients had a follow-up biopsy 

within the study period, mostly due to the follow-up ending before the biopsy was due or to 

advanced patient age precluding biopsy. Strengths include that the study was prospective, the 

patients were all managed as set out in methods allowing conclusions to be drawn from the 

results. 

 

Measuring TPMT levels was important, as patients with low TPMT levels (TPMT 

heterozygosity) had higher metabolite levels than patients with TPMT levels within range at 

1mg/kg dosing and therefore risk of hepatotoxicy or myelotoxicity. No patients with TPMT 

heterozygosity obtained 2mg/kg dosing. 

 

Increasing dose to achieve a given TGN therapeutic range was not associated with improved 

biochemical or histological response. This is not what was found by Candels et al.198 The group 

reported higher rates of biochemical response in the patients having metabolite monitoring 

compared to weight-based dosing at 6 months (77% vs. 60% p=0.008). Furthermore, rates of 

biochemical response were similar (71-80%) in patients with subtherapeutic metabolite levels 

compared to 81% in patients with 6-TGN levels within the normal range (225-450 pmol/8X108 

erythrocytes). The two groups were distinct, median time from diagnosis to metabolite testing 
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was long (8(0-31) years) and the reasons for metabolite testing were diverse. Overall, this work 

does not support increasing the Azathioprine dose to improve rates of biochemical and 

histological remission.  
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5 Role of Fibroscan in AIH: a Pilot Study 

 Introduction 

Fibrosis staging is very important in the management of AIH. At diagnosis, fibrosis stage 

influences treatment options. Initial treatment of AIH usually involves a corticosteroid such a 

Prednisolone or Budesonide in addition to a steroid sparing agent. Budesonide is not as 

effective in patients with advanced fibrosis.203,204 In a small study of 18 AIH or overlap patients, 

more patients with liver fibrosis failed to respond to treatment with Budesonide compared to 

patients without fibrosis (60% vs. 12.5%; p=0.066). Speculated reasons include reduced 

hepatic glucocorticoid receptors205. In addition, intrahepatic shunts in patients with cirrhosis, 

result in more side effects206. Determining fibrosis stage is also important as it is an independent 

predictor of outcome.39,138 36,56  

 

The historical gold standard for staging of liver disease is liver biopsy. In AIH, a baseline liver 

biopsy is also important for fulfilling the IAIHG diagnostic criteria. It is our unit’s policy to 

repeat a liver biopsy after treatment for two years to ensure histological remission. This is also 

the recommendation from the BSG guidelines.37 Fibrosis stage may progress despite 

treatment.39,189 Regression of fibrosis can be seen after treatment of AIH207. Ongoing 

histological activity despite biochemical remission is associated with less fibrosis regression 

on follow-up biopsies.39 Development of de- novo cirrhosis is reported in 15(0-47)% 

(median(range)) of patients with AIH followed up for several years, most of them receiving 

treatment and many with no evidence of relapses. Like cirrhosis at baseline, de novo cirrhosis 

is an independent predictor of poor outcome.36,128,129  
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Despite the important role of the liver histology in AIH, serial biopsies are not feasible in many 

patients. Firstly, there is a risk of complications from liver biopsies. In a metanalysis, bleeding 

occurred in up to 10.9% of image-guided liver biopsies, major bleeding episodes ranging from 

0.1% to 4.6% and minor bleeding in up to 10.9% of biopsies208. Risk factors for bleeding 

included patient age >50, comorbidities and coagulation status (weak evidence). 1/10000 risk 

of mortality from liver biopsies has been reported.209. In addition, liver biopsies are invasive 

and can be painful.210,211  In a French prospective nationwide survey, pain was assessed using 

a visual analogue scale (VAS) and was more likely in women (OR 1.65) and those with chronic 

HCV infection (OR 1.21).162 In another report, 20% patients experienced severe pain assessed 

by VAS.163 

 

Secondly, patients may not be willing to have repeat biopsies, having to make arrangements 

for a day case admission including time off work. Thirdly, liver biopsies take up a lot of hospital 

resources, including inpatient beds and expertise of a radiologist and histopathologist. The cost 

of histopathology processing alone is ~£155. As a result, non-invasive methods of fibrosis 

assessment are desirable.   

 

Furthermore, accuracy of liver biopsy to assess staging is questionable. Sampling errors, inter 

and intra-observer variability may result in under- or over-staging of fibrosis.212,213  

 

Transient elastography (Fibroscan; EchoSens, Paris, France) is a rapid, reproducible, bedside 

test to assess liver fibrosis by measuring liver stiffness.214  The technology involves using an 

ultrasound transducer probe, mounted on the axis of a vibration. Vibrations of mild amplitude 

and low frequency are transmitted by the transducer, inducing an elastic shear wave that 

propagates through the liver. Pulse echo ultrasound acquisitions are used to follow the 
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propagation of the shear wave and measure its velocity. The stiffer the liver tissue, the faster 

the shear wave propagates. The test can be learned easily with high intraobserver (96-98%) 

and interobserver (88-98%) agreement.215 10 valid measurements are needed with accuracy 

markers including a success rate of over 60%, and interquartile range of the median 

IQR/median ≤ 30%. The liver stiffness is measured in kilopascals (kPa). 

 

Fibroscan has been validated against liver biopsy for use in a variety of liver diseases, 

predominantly in hepatitis C virus and also HBV, NAFLD, ALD 216-218. Reports of Fibroscan 

in cholestatic autoimmune liver disease demonstrate accuracy at predicting cirrhosis in primary 

biliary cholangitis (PBC)219-221 and primary sclerosing cholangitis (PSC)222. Preliminary 

studies in AIH suggest reasonable accuracy of Fibroscan in detecting fibrosis compared to liver 

biopsy in patients who have had at least 6 months of treatment.223-226 227 In these, most 

patients had recently started treatment and thus, still had active disease.  Hartl et al. reported 

on the impact of active inflammation reducing the ability of the Fibroscan to accurately predict 

fibrosis.227  Minimal data on transaminases was provided.  In a follow-up study, this group 

demonstrated a reduction in fibrosis stage by fibroscan in patients who were initially diagnosed 

with stage 3 or 4 fibrosis.113 In another study, an improvement in liver stiffness was 

demonstrated using Fibroscan in patients who had obtained complete biochemical remission 

(CBR). However, the Fibroscans were carried out 8.6 ± 0.8 years after the liver biopsy without 

paired biopsy data.228  

 

In an American cohort of 53 AIH patients, use of the M probe but not the XL probe was 

associated with a significant correlation with histological fibrosis. This group proposed this 

difference was due to reduced penetration of shear waves into intrahepatic tissue.229 In another 
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study, gender and BMI correlated with LS measurements. A 1.4% increase in LS was 

demonstrated in patients per extra unit of BMI (not quite statistically significant).230  

 

We aimed to assess the accuracy of Fibroscan in predicting histological fibrosis severity in 

patients who had achieved biochemical remission (normal transaminases) and were 

undergoing follow-up liver biopsy to confirm histological remission as per our Unit’s clinical 

policy. 

 

 Methods 

5.2.1 Patients 

In this pilot study, all patients were regularly followed up at Sheffield Teaching Hospitals NHS 

Foundation Trust. Between 1/12/13 and 31/12/15 36 same-day Fibroscan and liver biopsy were 

performed in 32 patients with AIH (1999 International Group criteria). Data on clinical, 

biochemical and histological features were analysed retrospectively. No patient had ascites, 

extrahepatic cholestasis or congestive cardiac failure based on clinical and laboratory 

evaluation. 

5.2.2 Diagnostic criteria 

Autoimmune hepatitis was diagnosed by clinical, biochemical, serological and histological 

findings as per the BSG37 and EASL163 guidelines. Patients fulfilled the IAIHG criteria. 

Hepatitis B and C virus were excluded.  
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5.2.3 Stable biochemical remission 

Biochemical remission was defined at ALT within the normal range.163 IgG was not measured 

routinely in these patients and therefore not included in the assessment for biochemical 

remission.  

5.2.4 Transient elastography 

Liver stiffness measurement by TE was performed using Fibroscan (EchoSens, Paris, France) 

by trained operators. The M or XL probe were selected as necessary. A distinction was made 

between valid and invalid scans. A valid scan is defined as at least 10 valid measurements, an 

interquartile range (IQR)/median ratio of less than 30% and a success rate of at least 60%. The 

median value of liver stiffness (LS) was recorded in kPa. 

5.2.5 Liver histology 

Liver biopsies were performed as part of standard of care management and assessed 

independently by one expert histopathologist (AD). No patients experienced clinically relevant 

biopsy complications. Necroinflammatory score was graded as per the histology activity index 

(HAI): 0-3 minimal, 4-8 mild, 9-12 moderate and 13-18 severe inflammation. Where 

inflammation was graded by class rather than number, a mid-point number was used for 

analysis. Fibrosis was staged using Ishak fibrosis staging on a scale of 0-4 (F0 = no fibrosis, 

F1 = portal fibrosis without septa, F2 = portal fibrosis and few septa, F3 = numerous septa 

without cirrhosis, F4 = cirrhosis). The length of a biopsy should be at least 20mm.107 

5.2.6 Data analysis 

Statistical analyses were carried out using IBM® SPSS® statistics version 25. Continuous 

variables were expressed as a median and range as not normally distributed. We carried out 

Receiver Operating Characteristic (ROC) curve analysis to define the best cut-off point for 
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Fibroscan to distinguish between fibrosis stages 3-6 and 4-6. Optimal cut-off values between 

fibrosis stages were determined at the maximum sum of sensitivity and specificity. Bivariate 

Spearman’s rank correlation (rs) was used to analyse the correlation between models and degree 

of fibrosis.  

 

5.2.7 Ethics 

The study of Fibroscan in AIH was approved by the Sheffield Research Ethics Committee 

reference number 014034. 
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 Results 

 

Characteristic  

Female (male) 21(6) 

Age (median(range)) (years) 54 (17-78) 

Duration of treatment before follow-up biopsy and 

Fibroscan (years) 

3.1 (2.1-24.9) 

Biochemical/serological markers (median(range)): 

ALT (<33 iU/L)  

Globulins (18-36/L 

IgG (6-16g/L)  

 

20 (9-75) 

24 (20-32) 

9.3 (6.7-19) 

Treatment: 

Prednisolone 

Budesonide 

Azathioprine 

MMF 

Tacrolimus 

 

 

25 

2 

23 

3 

1 

Fibroscan indices: 

LSM((Median(range))kPa) 

IQR/med ((median(range)%) 

Success rate ((median(range))%) 

Valid scans 

 

6.1 (3.3-21.1) 

16 (1-25) 

100 (77-100) 

27 

Biopsy data: 

Ishak necroinflammatory score (median(range)) 

Ishak fibrosis score (median(range)) 

Biopsy length ((median(range))mm) 

 

4(2-10) 

3(0-6) 

18(9-32) 

Table 5.1: Patient characteristics 

27 patients (21 female, aged 54(17-78) (median(range))) underwent same day Fibroscans and 

liver biopsies after 3.1(2.1-24.9) years of treatment (table 5.1). 6 other patients did not have 

valid scans and have been excluded from the analysis. Most patients were treated with 

Prednisolone (25/27) and Azathioprine (23/27). ALT was 20 (9-75) (median(range)) 

considering a normal value <33iU/L). 89% patients had normal serum ALT (biochemical 
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remission) on the day. All 27 patients had a valid scan. A valid scan is defined as at least 10 

valid measurements, an interquartile range (IQR)/median ratio of less than 30% and a success 

rate of at least 60%. The median LSM was 6.75kPa. Ishak necroinflammatory score ≤3 

(minimal inflammation or histological remission) was present in 12 biopsies (33%).  

 

Patients Ishak 

Fibrosis 

Stage (n) 

AUROC Fibroscan 

cut-off 

score 

(kPa) 

Sens

. 

(%) 

Spec

. 

(%) 

PPV 

(%) 

NPV 

(%) 

Valid 

scans  

(n=27)  

5-6 (n=3) 0.97 11.0 100 83 43 00 

4-6 (n=6) 0.91 11.0 83 90 71 95 

3-6 (n=15) 0.72 7.0 47 83 78 55 

Table 5.2: Accuracy of Fibroscan in Prediction of Liver Fibrosis 

 

A receiver operating characteristic curve was constructed to determine the cut-off values 

which best discriminated between fibrosis stages 3-6, 4-6 and 5-6. Using a cut off value of 

11kPa for predicting Ishak stage 4-6 or 5-6 fibrosis, considering valid scans (n=27), the 

AUROC was 0.97 with sensitivity and specificity of 100 and 83% respectively (table 5.2). 

With a cut off Fibroscan score of 7kPa for predicting Ishak stage 3-6 fibrosis the AUROC 

was 0.72 and sensitivity and specificity were lower (46 and 86% respectively). 
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a  

 

b  

c   

Figure 5.1:  Considering all valid scans (n=27) a) scatter plot showing correlation between Ishak fibrosis stage and Fibroscan score 

(kPa). There was a positive correlation between fibrosis score and Fibroscan score (rs =0.73; p= <0.05); b) Receiver operating curve 

for predicting Ishak fibrosis stage 5-6. A cut off Fibroscan score of 11kPa gives a 100% sensitivity and 83% specificity for detecting 

advanced fibrosis c) Receiver operating curve for predicting Ishak fibrosis stage 3-6. A cut off Fibroscan score of >7kPa gives a 

sensitivity of 47% and specificity of 83% for moderate to severe fibrosis. 
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There was a positive correlation between Ishak fibrosis score and Fibroscan score which was 

more robust for valid scans (Figure 5.1a rs = 0.73; p= <0.05) than all scans (Figure 5.1a   rs = 

0.53; p<0.05). Sensitivity and specificity were high when considering valid scans, in particular 

a cut off of 11kPa had a sensitivity and specificity of 100 and 83% respectively.  Sensitivity of 

Fibroscan was low for predicting lower Ishak fibrosis scores (47% for Ishak fibrosis stage 3-6 

for valid scans).
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 Discussion 

In this study Fibroscan showed good accuracy in excluding, but lower accuracy in predicting 

Ishak fibrosis stage of 4 or more. Accuracy was improved if a valid scan was obtained (at least 

10 valid measurements, an interquartile range (IQR)/median ratio of less than 30% and a 

success rate of at least 60%). Fibroscan was less accurate in predicting lower fibrosis stages.  

 

Strengths of this study include, patients were well characterised, receiving similar treatment 

(usually Prednisolone or Azathioprine). Our unit’s policy is to arrange a liver biopsy after two 

years of treatment to confirm histological remission in patients in biochemical remission. 

Pairing a Fibroscan with this follow-up biopsy means that there should be less of an impact of 

active inflammation, reducing the ability of the Fibroscan to accurately predict fibrosis.227  This 

work would have been strengthened by a bigger sample size.  

 

Hartl et al. 113 demonstrated a reduction in liver stiffness of 7.5%/year in patients who were in 

complete biochemical remission and had another Fibroscan. In another single centre 

retrospective study, non-invasive markers of fibrosis were assessed in the AIH population. 

Liver biopsy was carried out within 6 months of Fibroscan. In agreement with this work, they 

found that Fibroscan did not adequately differentiate mild to moderate from severe fibrosis.  

Optimal cut-off values for liver stiffness were higher than in this study (19kPa for fibrosis stage 

4 and higher). There was a statistically significant correlation between Fibroscan score and 

Ishak fibrosis score (r= 0.531; p<0.001).231 

 

What other non-invasive methods of fibrosis assessment have been evaluated in AIH? In 

addition to Fibroscan, Anastasiou et al. assessed the following surrogate markers of fibrosis: 



 

 87 

APRI, FIB-4, FibroQuotient (FibroQ), and AST/ALT ratio. FIB4, NAFLD fibrosis score and 

FibroQ-Index showed statistically significant positive correlations with Ishak fibrosis score. 

No significant correlations were found between fibrosis stage and APRI, AST/ALT ratio or 

fibrosis stage by Gutkowski.232 The overall performance of NAFLD fibrosis score was better 

than other laboratory markers.231 FIB-4108 and ELF109 have been shown to be useful at 

predicting significant fibrosis. In terms of non-invasive imaging techniques, ARFI showed a 

good correlation with histological fibrosis in AIH patients r=0.653 p<0.001. This is despite 

20/31 patients not yet receiving immunosuppressive treatment.116 Magnetic resonance 

elastography (MRE) is a promising new technique for fibrosis staging in AIH. Accuracy of 

97% with high sensitivity (90%) and specificity (100%)  for predicting advanced fibrosis was 

reported in one study.117 MRE outperformed fibrosis scoring systems for the diagnosis of 

cirrhosis (FIB-4, APRI). 

 

A proper evaluation of all methods of fibrosis assessment against a liver biopsy is necessary in 

adequately sized cohorts. A combination of methods may be necessary, especially in patients 

with lower stages of fibrosis where Fibroscan seems to perform less well. 

 

 

 

 

 



 

 88 

6 Bone Health in AIH 

 Introduction 

Low trauma (fragility) fractures are reported in 5-10% patients with autoimmune hepatitis 

(AIH) receiving Prednisolone.34,44,45,233 Studies are short term and pre-date interventions to 

maintain bone health. There is a paucity of information on long-term risk of fracture. There are 

few data evaluating the role of DEXA and of predictive scores in assessing fragility fracture 

risk. Here we set out to evaluate osteoporosis prevalence and fracture rate in a large cohort of 

patients with a long duration of follow-up.  

 

6.1.1 Osteoporosis definition and mechanism 

The definition of osteoporosis was made by the World Health Organization (WHO) in 1994 

as a “progressive systemic skeletal disease characterized by low bone mass and 

microarchitectural deterioration of bone tissue, with a consequent increase in bone fragility 

and susceptibility to fracture’.234 It is estimated to affect 200 million people worldwide with 

resultant increased risk of fractures and reduced quality of life, morbidity and mortality.235 

Osteoporosis is diagnosed clinically based on a bone mineral density (BMD) of ≤ -2.5 

standard deviations below young adult mean. The fracture risk is increased in patients with 

osteoporosis compared to the standard population. The combined lifetime risk for 

osteoporosis related fractures (hip, forearm and vertebral fractures) coming to clinical 

attention is around 40%, equivalent to the risk for cardiovascular disease.236 Roughly 1 in 2 

adult women and 1 in 5 men will sustain one or more fragility fractures (a low trauma 

fracture sustained from a fall from standing height or less) in their lifetime.237 Fragility 

fracture tends to occur in the vertebral bodies, hip, distal radius, proximal humerus and 
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pelvis.  Hip fracture is the commonest reason for emergency surgery in older people and the 

commonest cause of death following a fall.238 It also results in a significant use of health 

resources including hospital bed days.239 

 

6.1.2 Fracture risk assessment tools: FRAX 

Consideration of clinical risk factors which operate independently of BMD can improve the 

accuracy of BMD assessment. Age contributes to risk independently of BMD.240,241  Risk 

factors independent of age and BMD are summarised in the table below (table 6.1).  
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Risk Factor Significance Reference 

Low body mass index (BMI) Predictor of hip fracture. Less useful predictor for other fractures 

when adjusted for BMD. 

242 

History of prior fracture Specifically, from low trauma at a site characteristic of an 

osteoporotic fracture. Multiple vertebral fractures are associated 

with high fracture risk. One third of subsequent fractures over ten-

year time frame occur in first year  

243-246 

Parental history of a hip 

fracture 

Mostly independent of BMD. 247 

Smoking In part dependent on BMD. 248 

Oral glucocorticoid therapy Increases fracture risk in dose dependent manner, not just related 

to bone loss.  

171,249 

Alcohol Dose-dependent relationship with fracture risk where 3 or more 

units/day are consumed. 

250 

Secondary causes of 

osteoporosis 

Chronic conditions such as liver disease, inflammatory bowel 

disease, endocrine disorders (uncertain contribution from BMD 

and glucocorticoids). Rheumatoid arthritis increases fracture risk 

independently of BMD and glucocorticoid use. 

249 

Diabetes mellitus (type I and 

II) 

Increased risk of hip and non-vertebral fracture. Insulin use and 

longer duration of disease in type II associated with increased risk 

(partly independent of BMD).  

251-253 

Table 6.1: Clinical risk factors for assessing fracture risk 

 

FRAX score calculation is recommended by the International Osteoporosis Foundation (IOF) 

and WHO to express risk of fracture as an absolute risk (ten-year probability). The FRAX tool 

was created by the then WHO Collaborating Centre for Metabolic Bone Diseases at Sheffield. 

The tool uses algorithms that integrate the weight of clinical risk factors for fracture risk, with 

or without BMD data. The FRAX tool (www.shef.ac.uk/FRAX) calculates the 10-year 

http://www.shef.ac.uk/FRAX


 

 91 

probability of hip fracture and/or of major osteoporotic fracture. A major osteoporotic fracture 

is defined as the clinical spine, hip, forearm or humerus fracture. The tool has been validated 

in independent cohorts.241,254 QFracture is another fracture risk assessment tool based on data 

routinely collected in general practice, estimating 1- to 10-year cumulative incidence of hip 

and/or major osteoporotic fracture (see recent NOGG guidelines (URL attached in appendices) 

for discussion of FRAX vs QFracture). In this chapter I have not evaluated this tool.255 

 

Inputs into FRAX include: age, sex, BMD, BMI, previous fragility fracture (including 

morphometric vertebral fracture), parental history of hip fracture, current glucocorticoid 

treatment (any dose by month for 3 months or more), current smoking, alcohol intake of 3 or 

more units daily, rheumatoid arthritis, secondary causes of osteoporosis (type I diabetes, long-

standing untreated hyperthyroidism, untreated hypogonadism/premature menopause (<45 

years), chronic malnutrition/malabsorption, chronic liver disease, chronic renal failure (CKD 

3a-5). Femoral neck BMD can be included. There are limitations to the use of FRAX. It does 

not take into account, previous osteoporosis treatment or provide a weighting for the number 

of previous fractures. The accuracy of FRAX is reduced in patients under 40 years old. It also 

doesn’t consider the dose response relationship of fracture risk to steroid burden. The UK 

National Osteoporosis Guidelines Group (NOGG) guidelines address this in part.239 This 

guideline, accredited by NICE, sets out guidelines for the assessment and management of 

osteoporosis and prevention of fragility fractures in postmenopausal women and men aged 50 

and over. FRAX adjustments at doses over 7.5mg Prednisolone daily are suggested as follows:  

major osteoporotic fracture risk increase by 15% and hip fracture risk increase by 20%.256 
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FRAX outputs include a 10-year probability of major osteoporotic fracture (MOF). FRAX 

without including BMD has a similar performance as BMD without FRAX with regard to 

prediction of fragility fracture and can be used to help identify patients who will respond to 

pharmacological interventions.257  

 

10 -year probability of MOF (%) is broken down in risk categories which factor in age (see 

table 6.2). Within the intermediate risk category is an intervention threshold above which 

treatment should be considered. 

Category Action 

Low risk Lifestyle advice 

Intermediate risk Assess with BMD. If then below intervention threshold, treat as low risk. If 

above intervention threshold but can’t calculate BMD (frailty) consider 

treatment. 

High risk Measure BMD, consider treatment 

Very high risk Treat and consider specialist referral 

Table 6.2: FRAX assessment thresholds for 10-year probability of MOF 

 

When BMD is included in FRAX using the web-based algorithm 

(www.sheffield.ac.uk/FRAX), 10-year probability of MOF or hip fracture (%) is categorised 

as low, high or very high risk. Consideration of other clinical risk factors (frequent falls, very 

low spine BMD) can reassign patients from high risk to very high risk of fracture.  

 

Vertebral fracture assessment is also important as part of fracture risk assessment. They are not 

always clinically apparent and therefore not diagnosed.258 In addition, vertebral fractures are a 

http://www.sheffield.ac.uk/FRAX
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strong risk factor for subsequent fracture at the spine and other skeletal sites.259 Vertebral 

fracture assessment (VFA) is therefore recommended in high-risk patients.     

 

 

6.1.3 Glucocorticoid induced osteoporosis mechanism: 

Glucocorticoids act via the cytosolic or membrane-bound glucocorticoid receptor in a dose-

dependent manner.260 Glucocorticoids have direct and indirect effects on bone remodelling 

(figure 6.1). Glucocorticoid excess results in decreased muscle mass and mechanosensing, 

having a direct effect on osteocytes. Resultant decrease in sex steroids and reduced calcium 

absorption along with increased parathyroid hormone stimulate receptor activator of nuclear 

factor-k (RANKL) and decreased osteoprotegerin (osteoclastogenesis inhibitory factor). As a 

result, bone resorption occurs by osteoclasts. Decreased osteoblastogenesis results in reduced 

synthetic ability and bone formation. Osteocyte and osteoblast apoptosis prevent effective 

mechanosensing and new bone formation.  
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                                                  Glucocorticoid excess  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 6.1: Mechanisms of Glucocorticoid-Induced Bone Loss 

 

Vertebral fractures are most commonly associated with glucocorticoid use. The risk increases 

within 3 months and peaks at 12 months of glucocorticoids treatment.172,261 Even low doses of 

Prednisolone (≤5mg) are associated with increased fracture risk in AIH patients.262 Van den 

Brand et al. suggest Budesonide might be implicated in increasing fracture risk in a dose 

dependent manner. Correcting for Prednisolone use in the year prior to fracture, Budesonide 
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use was associated with an increased odds ratio in fracture. However, they state it is difficult 

to correct for previous Prednisolone use.63 On the other hand, in a small study of 10 patients, 

there was no significant change in BMD in Budesonide treated patients however, only 3 of the 

cohort were postmenopausal.51  In another study a possible role for Budesonide in patients at 

risk of osteoporosis was shown. Fifteen patients who had osteopenia at index bone density scan 

had repeat scans after a median 2 years, with bone density improved in 6 patients, stable in 8 

and worse in only one patient.53 

 

In a retrospective cohort study using data from the General Practice Research Database 

(GPRD) relative risk of vertebral fractures increased in a dose dependent manner but even at 

2.5mg daily the relative risk was 1.55 (1.20-2.01). They demonstrated that fracture risk 

declined towards baseline after stopping corticosteroids.171 This finding was confirmed in a 

large retrospective study where major osteoporotic fracture risk was not increased in patients 

with intermittent or past use of glucocorticoids.263 Fracture risk related to glucocorticoid use 

is especially associated with high daily dose (>7.5mg/day Prednisolone), cumulative 

glucocorticoid >5g, current or recent (<3 months) use of glucocorticoid, glucocorticoid-

associated myopathy increasing fall risk and glucocorticoid-induced hypogonadism.171,172,261 

 

6.1.4 Fracture risk in autoimmune hepatitis  

Osteoporosis is a severe extrahepatic complication of autoimmune liver diseases (PBC264,265, 

PSC266 and AIH63,267). The prevalence of osteoporosis in patients with cirrhosis is between 12-

55%.268-276  Schmidt et al. identified an osteoporosis prevalence of 19.2% in patients over 50 

years in a cohort of 211 AIH patients.267 This author describes limitations in BMD assessment 

as it does not allow for differentiation between poor bone mineralisation (i.e. osteomalacia) 
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and loss of bone mass and/or bone microarchitecture. Using High-resolution peripheral 

quantitative computed tomography (HR-pQCT) they found that AIH patients had primarily 

cortical bone loss at the distal radius and tibia compared with health controls. Total BMD was 

also significantly lower in AIH patients, at the distal radius compared to controls. Z scores 

were low suggesting lower than normal BMD in AIH patients. Cortical BMD was significantly 

lower at the distal radius but not tibia. Interestingly, Fibroscan values, cumulative Prednisolone 

dose and serum levels of ALT and IgG were not associated with bone microarchitecture. 

Cortical thickness was associated with age but not disease stage or severity.277 A reduction in 

cortical bone thickness is also seen in other inflammatory diseases such as rheumatoid 

arthritis278 This association could be related to increased inflammatory cytokines. A reduction 

in cortical bone mass has been linked to T helper 17 cell frequency in PSC.266 

 

Fracture risk in AIH patients has been investigated by a Dutch group.63 They reviewed the 

Dutch AIH Study Group registry data to find patients with incident fractures. 102 patients (15% 

patients) had a fracture. They found that Prednisolone and Budesonide use were predictive of 

one or more fractures, however in a sub-analysis, Prednisolone but not Budesonide was 

associated with nonvertebral fractures. They demonstrated a dose response relationship with 

every additional milligram of Prednisolone resulting in an Odds ratio of 1.05 for bone fracture 

(1.01-1.1.10 (95% CI) p=0.01) and Budesonide resulting in an Odds ratio of 1.14 (1.03-1.27 

(95% CI) p=0.02).  

 

 

 

6.1.5 Prevention and treatment of osteoporosis 
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Lifestyle measures should be encouraged to prevent bone loss. Weight-bearing exercise can 

help control weight and reduce immobility as a cause of bone loss.279 Smoking cessation, 

limitation in alcohol consumption and the assessment and management of falls risk should also 

be considered.  

 

Vitamin D is essential for calcium absorption and bone mineralisation. Deficiency is common 

in AIH patients. Levels ≤29ng/ml occur in 68-81%280,281 AIH patients and severe deficiency 

(<20ng/ml) in 20%. However, variation in results may occur depending on the time of year the 

samples are taken. Vitamin D levels should be checked at diagnosis. Glucocorticoids also 

increase urinary calcium excretion. Calcium (1000-1200mg daily) and vitamin D (at least 400-

800 IU daily) are recommended for all patients receiving glucocorticoids.279,282 Significant 

improvements in BMD are seen in patients treated with calcium and vitamin D, even in patients 

treated with low-dose Prednisolone (5mg OD).283,284 However they do not completely prevent 

bone loss in patients receiving high doses of steroid.285   

 

There is extensive data from randomised controlled trials support a role for bisphosphonates 

increasing bone mineral density in glucocorticoid treated patients.286-288 Data supports a role 

for bisphosphonates in the management of osteoporosis in liver disease patients. In an RCT 

comparing monthly ibandronate and weekly alendronate, increases in BMD were seen and only 

one patient with alendronate developed a new vertebral fracture. 289-291 A systemic review of 

patients in the post-transplant setting demonstrated a role for bisphosphonates in improving 

lumbar spine and hip bone mineral density and reducing fracture incidence. Total fracture 

incidence was 6.6.% (CI: 3.4-12.4%) in bisphosphonate treated patients compared to 19.1% 

(CI: 14.3-25.1%) in patients receiving calcium and vitamin D.292  
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National and International guidelines recognise the importance of proactive management to 

prevent fractures in AIH patients. National AIH guidelines recommend a DEXA scan at the 

start of steroid treatment and repeating at 1-2 yearly intervals whilst on Prednisolone treatment. 

Patients should receive calcium and vitamin D.37 Recent American guidelines recommend a 

baseline DEXA in patients with risk factors for osteoporosis and every 2-3 years if risk factors 

persist.48,279,293 The NOGG guidelines recommend that patients treated with high dose 

glucocorticoids (≥7.5mg/day prednisolone or equivalent over 3 months) should be referred 

urgently for BMD assessment as there is a risk of rapid bone loss on starting treatment. Oral 

bisphosphonates should be started if a delay in assessment is anticipated.239  

 

 Patients and Methods 

6.2.1 Study population and treatments 

I carried out a retrospective audit of bone health in steroid-treated AIH patients, to assess:  

a. Bone mineral density and whether it changes with time  

b. Rate and factors associated with new fragility fractures 

c. Utility of fracture risk (FRAX) scores and bone mineral density (BMD) in 

predicting actual fracture risk 

I included 232 AIH patients meeting IAIHG 1999 criteria presenting between 1971-2016 who 

had all undergone at least one DEXA scan at Sheffield Teaching Hospitals since 1994. Patients 

who were investigated elsewhere were not included as important clinical information at the 

time of scanning would not be available. See table 5.1 for demographic, clinical and treatment 
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characteristics. First DEXA scan was performed 4(-13-406) months (median(range)) after 

diagnosis.  

6.2.2 DEXA scan and FRAX calculation 

Patients attended the metabolic bone clinic at Sheffield Teaching Hospitals and underwent a 

clinical assessment in addition to having a DEXA scan. The DEXA scan determines the bone 

mineral density (BMD). The BMD is compared to healthy young adults (T score) and age-

matched controls (Z score). As part of their assessment from 2007 patients completed a 

questionnaire providing important clinical details including fracture history, date of menarche, 

menopause status, calcium intake and medication (see S 9.3).  

 

I calculated the FRAX score at the time of index DEXA scan using the web-based algorithm 

(www.sheffield.ac.uk/FRAX). I did not adjust the FRAX score for steroid dosage as this is not 

included on the web-based algorithm.  All patients had chronic liver disease which is a risk 

factor for secondary osteoporosis and this box was selected in all post-diagnosis patients on 

the online FRAX calculator. Most patients had height and weight measured at time of first 

DEXA scan. Where this information was not available, height and weight information was 

gathered from the notes. A small number of patients had a DEXA scan within the year before 

diagnosis of AIH and it was therefore not repeated at diagnosis. The FRAX score was 

calculated based on the data at the time of DEXA rather than the later AIH diagnosis.  

Fracture data was collected from (a) patient questionnaire and vertebral fracture assessment at 

time of DEXA scans (b) medical notes and (c) IMPAX (digital radiology imaging system). 

Fractures were categorised into fragility and non-fragility fractures.  

 

http://www.sheffield.ac.uk/FRAX
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6.2.3 Statistical analysis 

Statistical analysis was performed using SPSS for windows version 25 (SPSS Inc, Chicago, 

IL). Categorical data was summarised as frequencies and percentages and continuous data as 

medians and ranges. We identified variables with significant associations with BMD and 

fractures using Cox regression analysis. Variables significantly associated on univariate 

analysis were assessed further by backward stepwise Cox multiple regression analysis.  

Fracture free survival was calculated by life table analysis (Kaplan-Meier) and sub-groups 

comparisons analysed using the log-rank test.   

 

 

6.2.4 Ethics 

The study of Osteoporosis in Autoimmune Hepatitis was approved by the Sheffield Research 

Ethics Committee, reference number 014033.  
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 Results 

6.3.1 Baseline characteristics 

Characteristic Number 

Patients presenting 1971-2016 232 

Sex n (Female/male) % 190/42 (82/18) 

Age at diagnosis (median(range)) 56(2-94) 

ALT U/L (median(range)) 492 (42-2214) 

AST U/L (median(range)) 419 (39-1825) 

Bilirubin (median(range)) 31 (4-507) 

Albumin gm/L (median(range)) 36 (17-49) 

Globulin (gm/L) (median(range)) 44 (22-167) 

PBC or PSC overlap at diagnosis (%) 12 (5) 

Definite/probable AIH 149/81 

AIH score (median(range)) 17 (8-26) 

Cirrhosis (n (%)) 22 (10%) 

Decompensation (n (%)) 57 (25%) 

AIH Treatment at time of first DEXA scan: 

Prednisolone n (%) 

Prednisolone cumulative dose (mg) 

(median/range)) 

Azathioprine (n) 

Prednisolone and Azathioprine (n) 

Budesonide  

Second- and third-line agents: 

Mycophenolate mofetil (MMF) 

Tacrolimus 

 

196 (89%) 

2100 (0-166065) 

 

142 

124 

5 

 

12 

2 

 

 

Table 6.3: Baseline characteristics; demographic, clinical and treatment details 

 



 

 102 

Number of DEXA scans (median(range)) 2 (1-9) 

Bone protection treatment (during follow-up):  

Calcium and vitamin D (n (%)) 

Bisphosphonates (n (%)) 

 

206 (89%) 

128 (56%) 

Follow-up (years) 9(0.4-36) 

Table 6.4: Follow-up data and bone health therapy. 

 

6.3.2 Trends in DEXA results 

 DEXA 1 DEXA 2 DEXA 3 DEXA 4 DEXA 5 

N 232 164 105 60 24 

Years post Dx 

(median(range)) 

0.8 (-1.1-

33.8) 

3.0 (0-37.0) 7.0 (1.4-39.2) 10.5 (4.2-

41.3) 

13.0 (7.3-

43.4) 

Age 62 63 64.5 69 68 

Hip 

BMD 0.87+0.15 0.86+0.16 0.83+0.16 0.79+0.17 0.79+0.15 

T score -0.7+1.15 -0.85+1.15 01.01+1.16 -1.33+1.23 -1.30+1.12 

Z score 0.10+1.21 0.15+1.08 0.02+1.06 -0.04+1.13 0.32+0.86 

Osteopenia 41 (18%) 43 (26%) 47 (45%) 38 (63%) 10 (42%) 

Osteoporosis 8 (3%) 9 (5%) 12 (11%) 9 (15%) 4 (4%) 

Spine 

BMD 0.93+0.17 0.92+0.17 0.92+0.15 0.92+0.16 0.93+0.17 

T score -1.14+1.5 -1.12+1.33 -1.13+1.16 -1.15+1.44 -1.06+1.52 

Z score --.1.1+1.53 0.29+1.67 0.18+1.58 0.55+1.69 0.83+1.57 

Osteopenia 81 (35%) 54 (33%) 31 (30%) 19 (32%) 7 (29%) 

Osteoporosis 46 (20%) 24 (15%) 20 (19%) 11 (18%) 4 (17%) 

 

Table 6.5: Hip and lumbar BMD values on first and subsequent DEXA scans 
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Overall, 232 patients had 2 (1-9) (median(range)) DEXA scans during 9 (0.4-36) years 

(median(range)) follow-up (table 6.3, table 6.4).  

 

Results of first and of subsequent DEXA scans are shown in table 6.5. Based on hip T scores, 

on the first scan 8 (3%) of patients, had osteoporosis and 41 (18%) had osteopenia. However, 

Z score was close to zero, suggesting that, overall, these patients with AIH had “normal” bone 

mineral density for age.  

 

On subsequent DEXA scanning (table 6.3), hip BMD and T-score showed slight progressive 

overall falls, however Z score rose slightly. There was a significant fall in hip BMD between 

DEXA 1 and 5 (p = 0.02) and decrease in spine BMD between DEXA 1 and 5 approaching 

significance (p=0.057). The percentage change in BMD score between the first and second 

DEXA scans showed no correlation with interval or cumulative Prednisolone dose between the 

scans.  

 

Spinal BMD and T score remained stable on repeated DEXA scanning and Z score also rose 

slightly.  
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 Hip BMD Spine BMD 

Parameter (no. of 

patients) 

Univariate  

P value 

Multivariate  

P value (HR(CI)) 

Univariate  

P Value 

Multivariate  

P Value (HR(CI)) 

Excluding Major Osteoporosis Score (MOP) score 

Sex (240) <0.001 0.001(1.24(0.65-

1.95))  

Ns. Ns. 

Age at scan (233) <0.001 0.001 

(0.998(0.997-

1.000) 

0.023 Ns. 

Body Mass Index <0.001 0.001 (1.01(1.00-

1.01)) 

<0.001 <0.001 

(1.00(1.00-1.01)) 

Fibrosis score 

(diagnostic biopsy) 

<0.001 0.016 (0.98(0.97-

1.00) 

<0.001 <0.001 

(0.97(0.96-0.99)) 

Cumulative pred. 

dose before DEXA 

0.059 Ns. NS. Ns. 

Including Major Osteoporosis (MOP) score 

Sex <0.001 <0.001 

(1.08(1.02-1.14)) 

NS. Ns. 

MOP score (229) <0.001 <0.001 

(0.993(0.0991-

0.995)) 

<0.001 <0.001 

(0.996(0.994-

0.998)) 

Age at scan <0.001 NS. 0.023 NS. 

Body Mass Index <0.001 0.001(1.01(1.00-

1.01))  

<0.001 0.001 (1.01(1.00-

1.01)) 

Fibrosis score <0.001 0.012 (0.98(0.97-

1.00)) 

<0.001 0.004 (0.970.97-

1.00)) 

Cumulative pred. 

dose before DEXA 

0.059 Ns. NS. Ns. 

 

Table 6.6: Parameters associated with hip bone mineral density on first post-diagnosis DEXA scan 

Factors negatively associated with lower BMD on univariate regression analysis (table 6.6) 

were female sex, lower BMI, Ishak fibrosis score on diagnostic liver biopsy and also time of, 

age at and cumulative Prednisolone dose (almost reached significance) up to first DEXA scan.  
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On multivariate analysis, all these factors apart from cumulative Prednisolone dose showed 

independent associations with hip BMD.   

 

When the Major Osteoporosis (MOP) Score (derived from multiple osteoporosis risk factors) 

was included, it showed a strong association with hip BMD, which persisted in multivariate 

analysis, along with BMI, fibrosis score, and time from diagnosis to DEXA but no longer, with 

age or with cumulative Prednisolone dose. 

 

 

 

6.3.3 New fractures in AIH patients 

 

 

Characteristic First fracture     All fractures 

Vertebral 26 52 

Wrist 7 10 

Femur 6 9 

Humerus 2 5 

Tibia/fibula 5 5 

Finger/toe 5 5 

Sternum 3 3 

Foot 2 2 

Pelvis  1 2 

Patella 1 1 

 

Table 6.7: Fracture numbers after diagnosis of AIH 
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Following diagnosis of AIH, 94 fractures occurred in 58 patients. First fracture was diagnosed 

7((0-36) years (median(range)) after AIH diagnosis at an age of 72(28-104) years 

(median(range)). In 54 of the 59 patients, post-diagnosis fractures occurred over the age of 50. 

Details of fractures are given in table 6.7.  56 fragility fractures occurred in 48 patients.  

 

With analysis confined to the 48 first fragility fractures, there were significant independent 

associations with hip BMD and with cumulative Prednisolone dose (to first DEXA scan) but 

no longer, with major osteoporosis score or with alcohol excess. Hip Z score, sex, spinal BMD, 

fracture pre-AIH diagnosis, and fibrosis score in initial biopsy showed no associations with 

fracture rate.  

 

Patients at risk (n):  

First fracture  232                 190                       132                   106                      88 

 

Figure 6.2: Overall first fracture rate following diagnosis of AIH (any fracture) 



 

 107 

 

By life-table analysis, the first fragility fracture rate was 18% and 36% 10 and 20 years 

respectively after AIH diagnosis (figure 6.1).  

 

 

 

6.3.4 Factors associated with fracture rate 

 

 

Patients at risk (n):            

           MOP 1    100                           93                              86                                  78                             78            

           MOP 2    96                             70                              50                                  35 

           MOP 3    30                             17                               0 

                  

Figure 6.3: Fracture rate by FRAX Major Osteoporosis Score category 
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There was a significant association between the FRAX output, major osteoporosis score and 

fracture free survival. Patients with a major osteoporosis score of 0-9% had a 92% fracture free 

survival at 10 years compared to 60% in patients with a MOP score of over 30% (figure 6.3).  

 

 

Patients at risk (n):          

Cat. 1           125                  112                     97                      86                     57 

Cat. 2           76                    70                      38                       27                     27  

Cat. 3           19                    10                       5 

Figure 6.4: Fracture rate by Hip T score on first DEXA scan 

 

Fracture-free survival was significantly lower (56%) in patients with osteoporosis (green line 

figure 6.4) compared to patients with a normal hip T score (92%) (blue line). 
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 Any Fracture Fragility Fracture 

Parameter (no. of 

patients) 

Univariate  

P value 

Multivariate  

P value (HR(CI)) 

Univariate  

P Value 

Multivariate  

P Value (HR(CI)) 

Excluding MOP score 

Age at presentation 

(n= 233) 

 

<0.001 <0.001 

(1.06(1.04-1.08)) 

<0.001 <0.001(0.13(1.03-

1.08)) 

Hip BMD on first 

DEXA 

<0.001 0.02 (0.13(0.02-

0.87)) 

<0.001 0.02(0.09(0.01-

0.70)) 

Cumulative 

Prednisolone dose 

before DEXA 

 

0.02 Ns. 0.08 Ns. 

Spine BMD DEXA 

1 

Ns. Ns. 0.02 Ns. 

Including MOP score 

Age <0.001 <0.001 

(1.06(1.04-1.08)) 

<0.001 <0.001 (1.06(1.03-

1.82)) 

MOP score (n=229) <0.001 Ns. <0.001 Ns. 

Hip BMD on first 

DEXA 

<0.001 0.04 (0.13 (0.02-

0.87)) 

<0.001 0.02 (0.09(0.01-

0.70)) 

Spine BMD DEXA 

1 

Ns. Ns. 0.02 Ns. 

Cumulative 

Prednisolone dose 

before DEXA 

 

0.02 Ns. 0.07 Ns. 

Table 6.8: Parameters associated with fracture risk following a diagnosis of AIH 

 

In univariate Cox regression analysis, the risk of any fracture following diagnosis of AIH 

showed significant associations with older age, major osteoporosis score, first hip BMD and 

cumulative Prednisolone dose before DEXA 1 (table 6.8). 
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In multivariate analysis, only age and hip BMD were independently associated with fracture 

(Table 6.8).  

 

 Conclusions 

In this steroid-treated AIH cohort, whose bone health was proactively managed with calcium 

and vitamin D supplements (89%) or bisphosphonates (56%) during follow-up, BMD remained 

similar to an age/gender-matched population (Z score 0.1) (table 6.3). However, BMD fell on 

consecutive DEXA scans as would be expected with older age. However, in the Schmidt et al.  

AIH study, the Z score was reduced.277 This could be explained by the time lag in first DEXA 

from diagnosis in the German study. Like the Schmidt paper, we found that older age, lower 

BMI, Prednisolone (cumulative Prednisolone reported by here rather than duration) and 

fibrosis stage (reported here on histology rather than transient elastography) were significantly 

associated with lower BMD. Age, BMI and Prednisolone use are all factors which are 

considered when calculating the FRAX score. 

 

Total fracture rate is higher than comparable data in the general population. Age and gender 

specific fracture incidence were estimated in a large epidemiological study in England and 

Wales using records from the General Practice Research Database. The 10-year risk of any 

fracture ranged from 9.8-21.7% in women aged 50-80 respectively and 7.1-8.0% in men aged 

50-80 respectively. In a large Canadian Multicentre osteoporosis study, including 4322 women 

and 1732 men, incident fractures were seen in 14% (930) women and 9% (247) men at 10 

years.294  
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All cause and fragility fracture risk was predicted by age and hip bone mineral density. 

Cumulative Prednisolone dose was significantly associated with all cause fractures and 

approached significance with fragility fractures (table 6.6).  

 

This is the first time FRAX has been evaluated in a large cohort of AIH patients, who are 

steroid treated.  A higher major osteoporosis score was significantly associated with lower hip 

and spine BMD and fracture risk. However, on multivariate analysis, only hip BMD was a 

significant predictor of fracture risk not the FRAX derived major osteoporosis score.  One of 

the benefits of the FRAX calculator is that patients can be risk assessed by the clinician without 

the need for a DEXA scan. This enables bisphosphonate treatment to be started earlier, 

reducing the risk of incident fractures.  

 

The strengths of this study include the long-term follow-up of patients (up to 36 years) with 

some patients having five DEXA scans available for analysis. Data on Prednisolone dose at 

time of DEXA and cumulative dose pre-DEXA was also available for many patients. In 

Sheffield, we also have links and management to a dedicated metabolic bone clinic.  
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7 Long-term Outcome of Autoimmune Hepatitis: 

Consecutive Patient Cohort and Data on the 

Second Twenty Years 

The contents of this chapter have been published and adapted for this thesis.295  

 Introduction 

Long-term outcome of AIH is incompletely characterised.  De-novo cirrhosis develops, despite 

treatment in 14(6-40)% of  patients.296 Reported 10- and 20 year all-cause death/transplant rates 

are respectively 14(9-36)%  and (32(18-53)% (all-cause) and 9(0-25)%  and16(6-26)% (liver-

related). 3,296 The reasons for the wide variation in these rates are unclear. There are virtually 

no published data beyond 20 years. Thus, it remains unclear whether AIH is a life-long disease 

or whether it “burns out”. 

  

Parameters associated with reduced survival in AIH include cirrhosis and decompensation at 

presentation15,36,38,121,128,129,297 and older age (all-cause, not liver-related).9,11 Reduced survival 

is also associated with failure to normalise serum transaminases 36,121,129,297 and with higher 

relapse rate.36,123,129  

 

In our previous report of outcome in patients with AIH presenting to our (non-transplant) centre 

between 1971-200736, recruitment was retrospective and case-capture was complete only after 

1/1/1987. In nearly all other studies recruitment has also been retrospective and so case capture 

may also have been incomplete.125,298 Some studies explicitly exclude patients, with 
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decompensated cirrhosis,124 ALF123 and with follow-up <12 months.69 In others, follow-up was 

not from the time of initial presentation129 and/or was only 60-70% complete.38,122  

 

Here, we report (a) long-term outcomes in all 330 patients presenting consecutively to our unit 

from 1987 to 2016 (b) novel data in an overlapping cohort of 65 patients already followed up 

for 20 years (c) the consequences of treatment withdrawal in 25 patients.  

 

 Patients and Methods  

Our initial report of patients with AIH presenting to our Unit between 1971-2007 included all 

patients presenting between 1/1/87 and 31/12/2007.36  We have continued to collect all cases 

prospectively since. In the present report, for the first analysis, we included all 330 patients 

presenting consecutively from 1/1/1987 to 31/12/2016. 24 patients were untreated, mostly due 

to spontaneous resolution of transaminases or normal transaminases at diagnosis (19 patients). 

Other reasons include mild fibrosis, liver transplant, comorbidity/unwell at presentation, drug-

induced autoimmune hepatitis and patient choice. For analyses of the second 20 years of follow 

up and of consequences of immunosuppression withdrawal we also included patients 

presenting between 1971 and 1987 (prior to the period of complete case capture). All patients 

had probable or definite AIH, by the 1999 International AIH Group (IAIHG) revised criteria.4  

 

Standard initial treatment regime was Prednisolone, usually with Azathioprine as 

recommended by UK 37, EASL5  and AASLD guidelines.42 Only one patient received 

Budesonide as initial treatment. After 2-3 years Prednisolone, patients with normal serum 

transaminases were offered a repeat biopsy (if deemed safe). If patients were found to be in 
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histological remission, Prednisolone was phased out.  However, most patients remained on 

Azathioprine monotherapy long-term.  

 

Biochemical remission was defined as serum ALT normalisation. Serum IgG was not routinely 

monitored until 2013 and insufficient data were available for analysis.  Relapse (defined as 

ALT rising to > 3 times upper limit of normal) was treated by reintroduction (or increasing 

dose) of Prednisolone. 

 

In patients not achieving biochemical or histological remission after 2 years of treatment the 

strategy until 2014 was to continue the Prednisolone and to double the Azathioprine dose to 1 

to 2 mg/kg/day.  Since 2014, Tacrolimus299-302 has been used in such patients. Since 2000 

patients unable to tolerate Azathioprine were switched to Mycophenolate Mofetil (23 after < 6 

months Azathioprine). 26 patients discontinued immunosuppression treatment (IST). Outcome 

was compared to patients who remained on IST at the end of follow-up (267).  

 

Data collection was up until the end of December 2016 for patients alive without a liver 

transplant (n=330). Where cause of death was uncertain from the clinical details, death 

certificates were obtained. Liver transplantation was also considered as a liver death. Of 56 

patients who were discharged to their GP or moved out of area, living/deceased status was 

determined on 31/12/16. Of these, 14 patients had died and death certificates were obtained to 

clarify cause of death. 100 patients were censored at death and 8 at transplantation. 
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 Statistical Analyses 

Statistical analysis was performed using SPSS for windows version 25 (SPSS Inc, Chicago, 

IL). Categorical data was summarised as frequencies and percentages and continuous data as 

medians and ranges. Survival was calculated by life table analysis (Kaplan-Meier) and 

compared between subgroups using the log-rank test.  First, we identified the baseline variables 

which showed associations with all-cause and liver-related death or transplantation using Cox 

regression analysis.  

 

Three response parameters were assessed separately, along with the above baseline parameters: 

failure to normalise serum ALT after 6- and 12-months (despite being followed for at least 

those times) and relapse rate per decade of follow up. 

 

 Ethics approval statement.  

The study was part of a retrospective audit (registered in 2006) of long-term management and 

outcome of patients with AIH attending the Sheffield Teaching Hospitals Liver Unit. The 

project is also registered with the Sheffield Research Ethics Committee, reference number 

014036. 

 

 Results: 

(a) Overall outcome  

Between 1/1/1987 and 31/12/16, 330 patients were diagnosed with AIH and followed for 8.5(0-

29) years (median(range)).  Table 7.1 shows their characteristics and initial treatment. Figure 

7.1 shows overall outcome.  
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Characteristic Number 

Baseline  

Patients presenting 1987-2016 330 

Sex (female/male) 265/65 

Caucasian (n (%)) 306 (93) 

Age (median(range)) 58 (3-87) 

AIH diagnostic score (median(range)) 16 (8-26) 

Definite/probable AIH (n (%)) 205/125 (62/38) 

ALT U/L (median(range)) 401.5 (19-2000) 

AST U/L  (median(range)) 374 (8-2554) 

Albumin grm/L (median(range)) 35 (17-49) 

Globulin grm/L (median(range)) 42 (21-110) 

IgG grm/L (median(range)(n=225)) 24 (2.3-65.9) 

PBC or PSC variant (n (%)) 24 (7) 

Cirrhosis (n (%)) 85 (26) 

Decompensation (n (%)) 48 (15) 

End of follow-up  

Treatment*: 

Prednisolone n (%) 

Dose(med(range)) 

Prednisolone and Azathioprine 

Second and third-line agents (ever): 

Mycophenolate mofetil (MMF) 

6-Mercaptopurine 

Tacrolimus 

Ciclosporin 

Infliximab 

Rituximab 

 

289(88)  

30(2.5-60) 

287 (87) † 

 

54 

3 

21 

5 

1 

1 

ALT normalisation at 6/12 (n (%)) 262 (86%)‡ 

ALT normalisation at 12/12 (n (%)) 279 (91%)§ 

At least one relapse per decade (n (%)) 65 (20%) 

 

 

Table 7.1: Characteristics of 330 patients presenting between 1987-2016 
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De novo cirrhosis (n (%)) 

Histology 

Imaging 

Fibroscan 

Endoscopic finding of varices 

Diagnosis of hepatocellular carcinoma 

Cytopenia 

33 (11) 

17  

2  

2  

9 

2 

1 

Follow-up time (years(median(range))) 8.5 (0-28.8) 

* One patient treated with Budesonide and Azathioprine
, † where treatment details could be clarified, ‡ proportion out of 306 patients, § 

proportion out of 305 patients 

Table 7.1: Characteristics of 330 patients presenting between 1987-2016 continued 

 

 

Figure 7.1: Flow-chart of overall outcome of patients presenting since 1987 

 

 

Figure 7.2 shows overall all-cause and liver-related death/transplant rates were as follows:  

24%(all-cause) and 11%(liver) after 10 years and 51% and 21% respectively after 20 years. In 

contrast to our previous report, both curves are approximately linear. The liver death curve is 

quite static from 15 years onwards. I suspect this is because is patients are more likely to have 

a non-liver related event as they get older and liver-related complications related to an AIH 

diagnosis are seen earlier. However, there is a steeper down-slope over the first year of follow-

330 patients

8 (2.4%) 
transplanted

100 (30.3%) died 
not transplanted

31 (9.4%) liver 
deaths

14 (45%) patients 
<65 years old*

17 (55%) patients 
>65 years old

69 (20.9%) non-
liver deaths

222 (67.3%) alive
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up, during which there were sixteen death/transplant events (11 liver-related), and the death or 

transplant rate was 1.75- fold higher (5.0% versus 2.8%) than the overall annual rate over the 

first 10 years.   

 

 

Time (years)                  0                                     5                                     10                                     15                                     20                                   25                                   30 

Patients at risk:  

Liver death              330                                     306                                  293                                    283                                  260                                 260                                    0 

All cause                 330                                     287                                  250                                    217                                  161                                 132                                    0    

 

Figure 7.2:  All-cause (bottom line) and liver-related (top line) death or transplantation in patients presenting since 

1987 

 

 

As shown in Table 7.2 death/transplantation showed independent positive associations with the 

following baseline/ treatment variables: presence of decompensation, lower serum ALT and 

not receiving Azathioprine (both all-cause and liver-related) and with older age and cirrhosis 

(all-cause only). 
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 All-cause death/transplantation Liver death/transplantation 

Baseline variables 

Parameter (n=311) Univariate p value Multivariate p value 

(HR(CI)) 

Univariate p value Multivariate p value 

(HR(CI)) 

Decompensation 0.00 0.00 (2.56(1.52-4.30)) 0.00 0.00 (9.16(4.51-18.63)) 

Cirrhosis 0.00 0.03 (1.69(1.05-2.73)) 0.00 Ns. 

Age 0.00 0.00 (1.05(1.03-1.08)) Ns. Ns 

Non-treatment with 

Azathioprine  

0.00 0.001 (0.42(0.25-0.70)) 0.01 0.00 (0.29(0.13-0.65)) 

 

ALT  0.00 0.00 (0.999(0.999-0.999) 0.015 0.02 (0.999(0.999-0.999)) 

Ethnicity Ns. Ns. Ns. Ns. 

Gender  0.023 Ns. Ns. Ns. 

Globulin Ns. Ns. Ns. Ns. 

Bilirubin Ns. Ns. Ns. Ns. 

ALT normalisation at 6 

months* 
0.03 Ns. 0.04 0.01 (0.29(0.12-0.69)) 

Relapse rate†  0.00 0.00 (1.27(1.67-1.37)) 0.00 0.01 (1.16(0.38-3.54)) 

ALT normalisation at 12 

months‡ 

0.01 0.00 (0.11(0.05-0.27)) 0.00 0.00 (0.13(0.04-0.41)) 

Relapse rate§  0.00 0.00 (1.32(1.19-1.45)) 0.00 0.01 (0.18(1.05-1.32)) 

 

Table 7.2: Parameters associated with death/transplantation: baseline plus ALT normalisation within 12 

months  

 

 

 

 
* Patients followed up for at least 6 months, other baseline variables considered for multivariate analysis 
† Patients followed up for at least 6 months, other baseline variables considered for multivariate analysis 
‡ Patients followed up for at least 12 months, other baseline variables considered for multivariate analysis 
§ Patients followed up for at least 12 months, other baseline variables considered for multivariate analysis 
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Death/transplantation was also associated with the response variables: failure to achieve 

normal serum ALT within 12 months and higher relapse rate per decade (all-cause and liver-

related) and with failure to achieve normal ALT within 6 months (all-cause only).  

 

Twenty-three Prednisolone-treated patients with early (within 6 months) intolerance of 

Azathioprine were switched to Mycophenolate. These patients had (compared with those 

tolerant of and continuing Azathioprine) similar histological responses on follow up biopsy 

and 5- and 10-year survival rates which were not significantly different from patients (93 ± 7% 

(5- and 10-year survival)) who were tolerant of and continued Azathioprine (92 ± 2% and 81 

± 3% respectively) (table 7.3).   
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 Switched to 

Mycophenolate due to 

Azathioprine 

intolerance (23) 

Azathioprine continued/ 

changed due to 

unresponsiveness (212) 

 p 

Men (number (%)) 3 (13%) 44 (21%) 0.38 

Age at diagnosis* 63 (19-80) 56 (2-80) 0.06 

Follow-up (years)* 4.0 (1.0-17) 11.3 (0.5-29) <0.05 

Presentation:     cirrhosis 

                          decompensation 

4/22 (18%) 53/203 (26%) 0.19 

2 (9%) 23/209 (11%) 0.74 

Serum ALT normal by 6/12 21/22 (95%) 189/201 (94%) 0.18 

Serum ALT normal by 1 year 21/22 (95%) 197/201 (98%) 0.44 

Biopsy 1:   Necro-inflammatory    

                  (NI) score* 

                  Fibrosis stage* 

10 (2-16)     n=23 12 (1-18)       n=172 0.38 

 

2 (1-6)         n=23 3 (0-6)           n=191 0.26 

Biopsy 2:   NI score* 

                  Fibrosis stage* 

4 (0-12)      n=18 3 (0-12)         n=153 0.37 

2.5 (0-5)     n=18 3 (0-6)           n=152 0.15 

% Histological remission on FU biopsy 9/18 (50%) 77/153 (50%) 0.96 

All-cause death/transplant: 5year 

                                           10year 

7±7% 

7±7% 

 

8±2% 

19±3% 

ns. 

ns. 

Liver death/transplant:       5 year 

                                          10 year 

0% 

0% 

4±1%% 

7±2% 

ns. 

*Median (95% CI) ns. = not significant 

Table 7.3: Patient characteristics and outcomes for patients switched to Mycophenolate Mofetil for 

Azathioprine intolerance 
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(b) Second 20 years of follow-up  

In 65 patients, diagnosed 1971-1996, who had already been followed for at least 20 years, we 

compared outcomes over the subsequent 6.1(0.3-26) years with those in the 330 patients 

presenting 1987-2016 and followed from initial diagnosis. During the third/fourth decade of 

follow-up, five of these 65 patients relapsed and five developed de novo cirrhosis (table 7.4). 

Relapse rate per decade was not significantly different in patients followed up in the second 

twenty years, compared to patients followed from diagnosis (0.71 relapses/decade compared 

with 0.93 relapses/decade p = 0.23). 

 

 

 

 

 

 

 

 

 

 

 

 



 

 123 

 Already followed up for 20 

years: subsequent follow-up 

Follow-up from initial diagnosis 

Number (% female)  65 (80) 330 (81) 

Years when followed-up 1991-2016 1987-2016 

Age at start of follow-up 

((years)(median(range))) 

67 (22-91) 58 (2-87) 

Follow-up time 

((years)(median(range))) 

6.1(0.3-26) 8.5(0-29) 

Cirrhosis (n (%)) 

At diagnosis  

At start of second 20 years  

End of follow-up 

 

22 (34)  

34 (52) 

39 (60) *   

 

88 (27) 

 

121 (37) †   

Relapse rate/decade  0.71 0.93 

* (5 (7.7%) patients de novo cirrhosis) †(33 (15%) patients de novo cirrhosis) P=<0.05 

 

Table 7.4: Patients followed up for second 20 years compared with those followed up from initial diagnosis 
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Liver-related death/transplant rates were identical (figure 7.3B), but all-cause death/transplant 

rate was higher in the cohort followed over the second 20 years (figure 7.3A).  

 

  A: All-cause death  or transplant 

 

Patients at risk: 

Followed from  330                   269                  210                   165                    137                     124                  124   

diagnosis   

Second twenty 65                       52                   35                      31                     26                        24                    24 

 years 
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  B: Liver death or transplant

 

Patients at risk:  

Followed from 330                  250                 174                   118                   76                     57     

diagnosis     

Second twenty 65                     41                   22                     15                     9                   

years 

 

Figure 7.3: Survival curves for patients followed up for the first twenty years compared with second twenty years 

 

 

 

 

 

 

However, in multivariate analysis, incorporating predictive factors at the start of the respective 

follow-up periods, the death/transplant difference disappeared (HR 1.07 (0.65-1.76) p=ns.) and 

is thus likely to result from the older age in those followed over the third and fourth decades. 

Therefore, over the third and fourth decades after diagnosis, the course of AIH is similar to that 

soon after diagnosis.  
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(c) Long-term consequences of immunosuppression withdrawal 

Twenty-six patients presenting 1979-2016, discontinued IST.  For details see Table 7.5. Six 

patients relapsed. There were no liver-related deaths in the group of patients who stopped IST 

over 2.3(0-23.1) years (figure 7.4).    

Characteristic (n=26) Number 

Female(male) 21(5) 

Cirrhosis at presentation 6 

Age at diagnosis of AIH 

((years)(median(range)) 

50(6-67)  

Ever relapsed before treatment withdrawal 

(n(%)) 

9 (35) 

One or more relapse per decade before 

immunosuppression withdrawal (n(%))* 

3 (33) 

Age at treatment withdrawal 

((years)(median(range)) 

63(17-89) 

Duration of treatment before IST withdrawal 

((years)(median(range)) 

10.3(2.1-36.9) 

Reasons for immunosuppression withdrawal: 

Side effects 

Infection 

Cancer 

Patient choice 

Frailty 

Initial diagnostic doubt 

Other 

 

5 

3 

8 

8 

1 

2 

2 

Relapses off immunosuppression (n(%))† 6(23) 

 

*54 (20%) had over 1 relapse per decade) in 274 patients who continued IST (p=0.3),  
†1.29(0.5-9.6) (median (range)) years after stopping IST 

 

Table 7.5: Immunosuppression withdrawal patient characteristics 
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Patients at      26                    26                      26                      26                      26                         

risk:                274                  252                    227                   202                    166                   

Figure 7.4: Survival curves comparing all-cause to liver deaths in patients withdrawing from immunosuppression 

(n=26) with patients continuing immunosuppression (n=274) 

 

 Discussion 

Here we present data from a large unselected AIH patient cohort, with complete patient capture 

over 30 years.296 We observed some differences from our previously reported  patient cohort,  

followed from 1971-2007.36   The increased mortality rate over the second decade is no longer 

apparent; survival curves are (after the first year) approximately linear.  In the main analyses, 

we excluded patients presenting 1971-1987, who were inevitably selected by survival until 

1987, as case capture was incomplete prior to then. Consequently, our current 10-year 

death/transplant rates  are higher than we previously reported.36  
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Our patients received standard treatment for AIH: 86% achieved serum ALT normalisation 

within 12 months and only 15% developed de-novo cirrhosis. Despite this, our 10-year 

death/transplant rates are higher than in most single- or multi-centre cohort studies, with 

median values of (11(2-24)% all-cause and 6(0-17)% liver-related).7,15,35,36,38,69,118-129 

However, our results are similar to those reported in four recent national registry studies from 

the UK and Scandinavia:2,3,130,131 10 year death/transplant rates here were 30(20-32)% (all 

cause) and 10(9-12)% liver related.303 Possible causes for these differences include firstly, 

older age at presentation: 58 years, higher than most other previous cohort studies (48(25-62) 

years; and secondly, possible case selection in some other cohort studies (as in our own 

previous study). A consistent feature in the national registry studies (unlikely to be selected) 

and also seen in our study was an excess mortality rate over the first year of follow-up (1.6-

2.4-times the overall 10-year mortality). However, such an excess is apparent in only about 

half of reported cohort studies. Indeed, in some 69,118,119,123,127,128 no deaths or transplants 

occurred over the first year. Thus, case selection may have resulted in lower mortality rates in 

some of these cohort studies. This might be inadvertent (for example, by classification of 

fulminant AIH as another disease). However, in some studies, patients dying in the first few 

months were explicitly excluded.69,123,125,129,134 

 

We provide further evidence for associations with failure of serum ALT to normalise within 6 

months (liver deaths only) and within 12 months and also, with recurrent relapse. Other studies 

have supported the prognostic value of serum ALT response after 6121,304 and after 12 

months.125,297 It is currently unclear which time point has better prognostic value. As we did 

not have sufficient data on serum IgG, we cannot address the prognostic value of complete 

biochemical response (CBR).  
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Virtually no data are available in patients with AIH followed into the third and fourth decade.  

Our data on 65 such patients suggests that de novo cirrhosis still develops and relapses still 

occur. Thus, outcome was not significantly different in the second twenty years of follow-up, 

suggesting that AIH is a long-term  and probably life-long disease.  

 

Data are also lacking regarding the longer-term outcomes of patients who stop IST. Our 

results and those of Hartl133 demonstrate that patients who have been treated for several 

years, have a relatively low relapse rate.  We also report, for the first time, absence of adverse 

liver-related outcomes after IST withdrawal. These data provide further support for recent 

recommendations5,305 that immunosuppressive treatment withdrawal should be considered in 

many patients with AIH who are in sustained remission.  

 

Our study has the weaknesses inherent in all retrospective single-centre cohorts such as 

potential difficulty recruituing enough patients to demonstrate statistical significance. 

However, its strengths are firstly, the reasonably large number of patients, relatively long 

duration of follow-up (8.5 years), complete data capture, and completeness of follow-up. 

Secondly, the novel observations on patients followed up into the third and fourth decade of 

AIH. 

 

In summary, AIH is a life-long disease, with patients continuing to relapse and develop de novo 

cirrhosis for at least three decades into their disease course. In some patients, IST withdrawal 

appears to be safe, however, further studies are required to fully characterise such patients. 

Large multicentre studies combining databases should help to further characterise the long-

term outcome of AIH.    
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8 Discussion 

AIH is a lifelong disease. There are many challenges with regard to management. Key aims of 

treatment are to prevent liver-related death by induction of remission. Serum transaminases 

and g-globulin/IgG are used as surrogate markers for histological inflammation. However, they 

do not correlate closely with disease severity.146,306  No or minimal inflammation on liver 

biopsy is associated with prevention of fibrosis progression.44 Secondary aims are to prevent 

side effects and optimise quality of life. Despite treatment, 10-40% patients still progress to 

cirrhosis36,138,297 which is an independent predictor of poor outcome.138  Relapses still occur.  

 

Evidence that treatment improves survival comes initially from randomised controlled trials in 

the 1970s33,34,44. Longer-term survival is reduced compared with matched controls. An SMR 

of 1.86 considering any death or transplantation was reported in a long-term outcome study 

and 20-year survival from liver death/transplantation of 70% at 20 years.36 Treatment regimes 

remain largely unchanged since the 1970s. The mainstay of treatment is Azathioprine and 

Prednisolone. Despite treatment, around half of patients achieving biochemical remission, had 

persisting histological activity and were at higher risk of death/transplantation compared with 

patients in histological remission (SMR 1.4 vs. 0.7 p<0.05).39  

 

Previously, our unit used a regime of Prednisolone 20-40mg/day (reducing dose) with AZA 

1mg/kg and continued for at least two years, until demonstration of histological remission, 

when Prednisolone was withdrawn. I therefore carried out work to see if measuring AZA 

metabolites and increasing the AZA dose to 2mg/kg, aiming to obtain 6-TGN (the active 

metabolite) levels within the therapeutic range improved outcome.  88% and 96% patients 

obtained biochemical remission at 6 and 12 months respectively. 2mg/kg dosing was achieved 
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in 86% patients. However, the final dose was 1.3mg/kg with 6-TGN levels remaining within 

the therapeutic range (250-450pmol/8X108 RBC). However, rates of histological remission did 

not improve with this regime (50% patients in remission on biopsy 2). These results are 

important because they demonstrate that lower Azathioprine doses result in biochemical 

remission than previously reported. 6-TGN levels lower than observed in IBD have been 

associated with biochemical response65,66,201 Dosing of 1.5-2.5mg/kg is required to maintain 

remission in IBD202. This work is limited by the small sample size (26) and the fact that not all 

patients had a second liver biopsy. An extension to the study would strengthen the findings. 

Further work is needed to evaluate the role of other agents such as tacrolimus in patients who 

fail to obtain histological remission on AZA.  

 

MMF is a suitable alternative to AZA in AZA intolerant patients, however it does not work 

where AZA has been ineffective.5,86 My data demonstrates that patients switched to MMF 

because of intolerance did not have an inferior outcome compared to patients continuing AZA. 

This is in keeping with other published data.95  

 

Fibrosis progression is associated with adverse outcome.138 Over recent years, we have had 

access to newer methods of non-invasive fibrosis assessment including Fibroscan (vibration-

controlled transient elastography), ARFI (acoustic radiation force impulse scanning) and MRE 

(magnetic resonance elastography). These methods provide the possibility to obtain serial 

measures of liver fibrosis in a safe manner which is better tolerated than liver biopsy. My results 

demonstrate Fibroscan showed good accuracy in excluding, but lower accuracy in predicting, 

Ishak fibrosis stage of 4 or more. Fibroscan was less accurate in predicting lower fibrosis 

stages. In a larger study, it was possible to differentiate between F0-2 and F3-4 fibrosis.110 My 
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work was limited by sample size. In addition, not all scans were valid (accuracy markers 

acceptable: 10 valid measurements, IQR/Median <30%, success rate ≥ 60%). This technology 

is preferred by patients to liver biopsy.307 This could result in improved adherence to treatment 

and outcome for patients. In future, Fibroscan may be useful to help demonstrate fibrosis 

regression associated with biochemical remission. Hartl et al. showed that improvements in 

liver stiffness were associated with biochemical remission and regression of fibrosis (-

7.5%/year; 95% CI -11%to -2.0%; p=0.003), after 6 months treatment.113 

 

AIH is a chronic liver disease associated with reduced BMD.63,267 AIH is often steroid-treated 

which also results in reduced BMD, even at low doses.78 The significance of lower BMD is 

that of increased fracture risk. I analysed a large database of proactively managed AIH patients. 

Importantly, patients had an excess risk of fragility fractures compared with the general 

population. First fragility fracture rate was 18% and 36% at 10 and 20 years. FRAX is a useful 

online tool for predicting 10-year fracture risk. These data demonstrate that the Major 

Osteoporosis Score (output of the FRAX calculator) predicts fracture risk. Recent osteoporosis 

guidelines advocate the calculation of FRAX and starting a bisphosphonate, pending formal 

bone mineral density assessment in indeterminate and high risk casesCh.239 This data would 

support the use of this approach in AIH patients. 

 

Data on long-term outcome in AIH (over 20 years) is lacking. Is AIH a life-long disease or 

does it burn out? In a cohort of patients with complete data capture from 1987, all-cause and 

liver-related death/transplant rates were:  24%(all-cause) and 11%(liver) after 10 years and 

51% and 21% respectively after 20 years. Like others, I demonstrated baseline variables 

associated with death/transplantation including older age (all-cause, not liver-related),9,11 
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cirrhosis and decompensation 14,32,34,210-21. They were also independently association with liver 

death.  Our patient cohort is unique with complete data capture from 1987 and 65 patients who 

were followed for over 20 years. Relapse and cirrhosis progression still occur despite treatment 

in the second 20 years. There was no significant difference in death/transplantation rates 

between the group followed for the first 20 years compared with the second 20 years. Long-

term follow-up should therefore be recommended in these patients.  

 

Considering the implications of treatment: including drug monitoring, side effects and effects 

on quality of life, it is potentially desirable to limit treatment duration. Published relapse rates 

vary from 25%132 to 100%13. Reviewing our own data, six out of 26 (23%) patients had relapses 

whilst off treatment over 1.29(0.5-9.6) (median (range)) years after stopping IST. Of note, 

treatment duration before IST withdrawal was long ((10.1(1-37)) years (median(range))). This 

is in keeping with published data.96,134,153 Results in a small prospective observational study were 

similar where 12 patients, treated for at least 2 years, in histological remission had IST 

withdrawn. 8/12 (66%) remained in drug-free remission after 62(13-75) months 

median(range)) follow-up.308 A possible strategy for selecting suitable patients for IST 

withdrawal was presented including a) factor predictive of low risk of relapse (e.g. drug 

precipitant), b) no cirrhosis or decompensation (further relapses unacceptable), c) good 

tolerance to steroids (no contraindication to further treatment) and d) new diagnosis of 

malignancy (known cause and effect relationship). A large prospective study would be needed 

to fully evaluate this strategy. 

 

Long-term management of AIH is likely to evolve. Historically, the diagnosis of AIH was 

based on histology. A recent paper demonstrated that many of the classic histological features 
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of AIH were non-specific and not necessary to make a diagnosis (emperipolesis and hepatocyte 

rosettes).32 Instead, a combination of normalisation of transaminases and IgG with transient 

elastography may be able to differentiate severe from non-severe fibrosis after 6 months.110 

Treatment regimes vary. In a large multicentre audit, non-cirrhotic patients treated with 

Budesonide did not have inferior outcomes compared with patients receiving Prednisolone.35 

This would have the potential benefit of fewer steroid-related side effects. Measurement of 

AZA metabolite 6-TGN, may improve rates of histological remission66 and allow for 

reductions in doses of thiopurines and corticosteroids (also shown in my work).198  

 

In conclusion, autoimmune hepatitis is a rare, heterogenous disease. There are many factors to 

consider during a patient’s treatment journey and areas which require further research. Further 

work evaluating the use of Fibroscan in AIH would be desirable to assess inflammation 

resolution in addition to fibrosis stage to guide management decisions. Despite treatment, 

cirrhosis progression and relapses occur. Novel treatments are needed to improve outcomes for 

our patients. Ideally, a large multicentre, randomised controlled trial would provide rigorous 

data on which patients could be safely considered for immunosuppressive treatment 

withdrawal. Management should be patient focused, balancing good treatment outcome against 

risks of investigations (liver biopsy) and minimising side effects.  



 

 135 

9 Appendices 

 NOGG guidelines 
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 Supplementary tables (see Chapter 4) 

 

 

 Six months follow-up One year follow-up Biopsy 2 End follow-up 

Patient ALT 

(0-33 

iU/L) 

ALT 

Normal 

(N) 

IgG 

(6-16 

g/L) 

6-

TGN 

 (68-

150 

(pM/8

X108 

cells)) 

ALT  

(0-33 

iU/L) 

ALT 

N 

IgG 

 (6-16 

g/L) 

6-

TGN 

(68-150 

(pM/8

X108 

cells)) 

ALT 

(0-33 

iU/L) 

IgG 

 (6-

16 

g/L) 

6-

TGN  

(68-150 

(pM/8X

108 

cells)) 

ALT 

(0-33 

iU/L) 

IgG 

 (6-16 

g/L) 

6-TGN 

(68-150 

(pM/8X108 

cells)) 

Median 

(range) 

19 (9-

58) 

21 11.53 

(9.87-

35.3) 

434 

(128-

1093) 

18 (9-

48) 

22 14.2 322 

(100-

445) 

15 

(14-

22) 

9.2 

(7.8

-

11.

5) 

NA 15.5 

(8-47) 

10.3 

(5.3-

12.8) 

322 (294-

350) 

 

Supplementary Table 9.2.1: laboratory results 
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Supplementary Table 9.2.2: patient characteristics 

Patient Age at 

diagnosis 

Biopsy 1  TPMT level 

(68-150 

(pM/8X108 

cells))  

 

Initial 

AZA 

dose 

(mg) 

Initial 

AZA 

dose 

mg/kg 

6-TGN on 

initial dose 

(235-450 

(pM/8X108 

cells)) 

6-MMP on 

initial dose 

(0-5700 

(pM/8X108 

cells))) 

Reason 

2mg/kg dose 

not achieved 

or maintained 

Biopsy 2 

NIS Fibrosis AZA 

dose  

(mg) 

AZA dose 

(mg/kg) 

6-TGN 

(235-450 

(pM/8X108 

cells)) 

In remission Reason 

biopsy not 

done 

NIS Fibrosis 

stage 

Median 

(range) 

52 (18-74) 13 

(4-

17) 

3 (1-6) 97 (52-194) 100 

(50-

175) 

1.0 (0.6-

2.3) 

223 (119-

785) 

641 (100-

5588) 

 3.5 

(2-

12) 

2.5 (1-5) 100 

(25-

150) 

1.2(0.5-2.3) 332 (123-

434) 

7 (n=13)  

1 47 7 1 114 50 0.63 119 281 NA       Awaited 

2 57 14 3 143 75 0.91 345 2380 NA 2 3 150 1.82 345 1  

3 63 4 3 97 75 0.93 183 433 NA       Done but 

inadequate for 

analysis 

4 36 7 3 109 75 1.05 143 236 NA       Not done, 

patient choice 

5 70 15 3 139 50 1.17 190 207 NA       Awaited 
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Table 9.2.2: patient characteristics continued 

Patient Age at 

diagnosis 

Biopsy 1  TPMT 

level (68-

150 

(pM/8X1

08 cells)) 

Initial 

AZA 

dose 

(mg) 

Initial 

AZA 

dose 

mg/kg 

6-TGN on 

initial dose 

(235-450 

(pM/8X108 

cells))) 

6-MMP on 

initial dose 

(0-5700 

(pM/8X108 

cells))) 

Reason 

2mg/kg dose 

not achieved 

or maintained 

Biopsy 2 

NIS Fibrosis 

stage 

      NIS Fibrosis AZA 

dose  

(mg) 

AZA dose 

(mg/kg) 

6-TGN 

(235-450 

(pM/8X108 

cells)) 

In remission Reason 

biopsy not 

done 

6 57  4  100 0.94 256 <100 NA       LFTs did not 

settle. Liver 

transplant 

21/8/19 

7 60 17 1 48 100  322 654 ↑ 6-MMP       Awaited 

8 19 13 2 92 50 1.12 187 427 ↑6-TGN, 

↑MMP and 

nausea 

3 3 75 1.36 433 1  

9 65 15 1 98 75 0.98 127 880 ↑ 6-MMP       Awaited 

10 71 13 1 94 75 1.24 280 1960 ↑ 6-TGN       Age 

11 74 11 2 106 75  159 305 SCC/cancer       Age 

12 50 11 3 52 50 1.10 406 689 ↑ 6-TGN 2 1 50 0.89 418 1  
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Table 9.2.2: patient characteristics continued 

Patient Age at 

diagnosis 

Biopsy 1  TPMT 

level (68-

150 

(pM/8X1

08 cells))   

Initial 

AZA 

dose 

(mg) 

Initial 

AZA 

dose 

(mg/kg) 

6-TGN on 

initial dose 

(235-450 

(pM/8X108 

cells)) 

6-MMP on 

initial dose 

(0-5700  

(pM/8X108 

cells)) 

Reason 

2mg/kg dose 

not achieved 

or maintained 

Biopsy 2 

NIS Fibrosis 

stage 

      NIS Fibrosis AZA 

dose 

(mg) 

AZA dose 

(mg/kg) 

6-TGN 

(235-450 

(pM/8X108 

cells)) 

In remission Reason 

biopsy not 

done 

13 52 12 1 55 75 1.12 785 <100 ↑ 6-TGN       Awaited 

14 51 11 3 71 100 1.00 315 378 In range at 

lower dose 

2 2 150 1.18 252 1  

15 34 13 0 99 100 1.07 128 670 ↑ 6-MMP 3 1 150 1.41 123 1  

16 62 15 3 121 100 0.99 409 1918 ↑ 6-TGN 6 4 100 1.01 364 0  

17 41 7 0 52 50 0.96 1093 478 ↑ 6-TGN 4 1 25 0.53 256 0  

18 36 14 3 95 50 1.11 571 240 ↑ 6-TGN 3 1 50 0.91 332 1  
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Table 9.2.2: patient characteristics continued 

 

Patient Age at 

diagnosis 

Biopsy 1  TPMT 

level (68-

150 

(pM/8X1

08 cells)) 

 

Initial 

AZA 

dose 

(mg) 

Initial 

AZA 

dose 

mg/kg 

6-TGN on 

initial dose 

(235-450 

(pM/8X108 

cells)) 

6-MMP on 

initial dose 

(0-5700 

(pM/8X108 

cells)) 

Reason 

2mg/kg dose 

not achieved 

or maintained 

Biopsy 2 

NIS Fibrosis 

stage 

      NIS Fibrosis AZA 

dose 

(mg) 

AZA dose 

(mg/kg) 

6-TGN 

(235-450 

(pM/8X108 

cells)) 

In remission Reason 

biopsy not 

done 

19 22 8 3 123 100 0.98 432 1864 nausea 4 3 150 1.28 228 0  

20 57 15 1 132 100 1.06 264  ↑ 6-MMP 5 1 150 1.43 235 0  

21 28 12 3 194 75  565 628 ↑ 6-TGN       Lost to 

follow-up 

22 55 14 4 81 75 0.88 534 5588 ↑ 6-TGN 4 1 75 1.13 295 0  

23 55 15 5 125 75 1.10 296 754 ↑ 6-TGN       On transplant 

list 
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Table 9.2.2: patient characteristics continued 

Patient Age at 

diagnosis 

Biopsy 1  TPMT 

level (68-

150 

(pM/8X1

08 cells)) 

Initial 

AZA 

dose 

(mg) 

Initial 

AZA 

dose 

mg/kg 

6-TGN on 

initial dose 

(235-450  

(pM/8X108 

cells))) 

6-MMP on 

initial dose 

(0-5700 

(pM/8X108 

cells)) 

Reason 

2mg/kg dose 

not achieved 

or maintained 

Biopsy 2 

NIS Fibrosis 

stage 

      NIS Fibrosis AZA 

dose 

(mg) 

AZA dose 

(mg/kg) 

6-TGN  

(235-450 

(pM/8X108 

cells)) 

In remission Reason 

biopsy not 

done 

24 48 6 6 97 75 0.89 528 1863 nausea 12 4 100 1.23 345 0  

25 51 13 1 89 75 0.89 434 2654 nausea 3 3 150 2.26 434 1  

26 69 16 1 138 75 1.06 315  Leucopenia 

and ↑ 6-TGN 

6 5     On tacrolimus 
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 Metabolic bone questionnaire 

Reproduced with permission from Dr McCloskey 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 143 



 

 144 



 

 145 



 

 146 

    

 

 



 

 147 

 

 



 

 148 

 

 

  



 

 149 

 

  



 

 150 

 

  



 

 151 
 



 

 152 
  



 

 153 

 

  



 

 154 

 

 



 

 155 

 

  



 

 156 

g 



 

 157 

10 References 

1. Waldenstrom L. Leber Blutprotein und Narungseiweisse. Dtsch Gesellsch 
Verd Stroffw. 1950;15:113-119. 

2. Grønbæk L, Vilstrup H, Jepsen P. Autoimmune hepatitis in Denmark: 
Incidence, prevalence, prognosis, and causes of death. A nationwide registry-
based cohort study. Journal of Hepatology. 2014;60(3):612-617. 

3. Grønbæk L, Otete H, Ban L, et al. Incidence, prevalence and mortality of 
autoimmune hepatitis in England 1997‐2015. A population‐based cohort 
study. Liver international : official journal of the International Association for 
the Study of the Liver. 2020;40(7):1634-1644. 

4. Alvarez FPAFB BP, Bianchi FB, Bianchi L, Burroughs AK, Cancado EL,, 
Chapman RW, Cooksley WGE, Czaja AJ, VJ D. International Autoimmune 
Hepatitis Group Report: review of criteria for diagnosis of autoimmune 
hepatitis. Journal of hepatology. 1999;31(5):929-938. 

5. Liver EAftSot. EASL Clinical Practice Guidelines: Autoimmune hepatitis. 
Journal of hepatology. 2015;63(4):971. 

6. Werner M, Prytz H, Ohlsson B, et al. Epidemiology and the initial presentation 
of autoimmune hepatitis in Sweden: A nationwide study. Scandinavian journal 
of gastroenterology. 2008;43(10):1232-1240. 

7. Feld JJ, Dinh H, Arenovich T, Marcus VA, Wanless IR, Heathcote EJ. 
Autoimmune hepatitis: Effect of symptoms and cirrhosis on natural history and 
outcome. Hepatology. 2005;42(1):53-62. 

8. Walker LSK, Sansom DM. The emerging role of CTLA4 as a cell-extrinsic 
regulator of T cell responses. Nat Rev Immunol. 2011;11(12):852-863. 

9. Mizuhara H, O’neill E, Seki N, et al. T cell activation-associated hepatic injury: 
Mediation by tumor necrosis factors and protection by interleukin 6. J Exp 
Med. 1994;179(5):1529-1537. 

10. Longhi MS, Liberal R, Holder B, et al. Inhibition of Interleukin-17 Promotes 
Differentiation of CD25 – Cells Into Stable T Regulatory Cells in Patients With 
Autoimmune Hepatitis. Gastroenterology. 2012;142(7):1526-1535.e1526. 

11. Grønbæk L, Vilstrup H, Pedersen L, Christensen K, Jepsen P. Family 
occurrence of autoimmune hepatitis: A Danish nationwide registry-based 
cohort study. Journal of Hepatology. 2018;69(4):873-877. 

12. Al-Chalabi T, Boccato S, Portmann BC, McFarlane IG, Heneghan MA. 
Autoimmune hepatitis (AIH) in the elderly: a systematic retrospective analysis 
of a large group of consecutive patients with definite AIH followed at a tertiary 
referral centre. Journal of hepatology. 2006;45(4):575. 

13. Muratori P, Granito A, Quarneti C, et al. Autoimmune hepatitis in Italy: The 
Bologna experience. Journal of Hepatology. 2009;50(6):1210-1218. 

14. Gordon V, Adhikary R, Appleby V, et al. Diagnosis, presentation and initial 
severity of Autoimmune Hepatitis (AIH) in patients attending 28 hospitals in 
the UK. Liver international : official journal of the International Association for 
the Study of the Liver. 2018;38(9):1686-1695. 

15. Al-Chalabi T, Underhill JA, Portmann BC, McFarlane IG, Heneghan MA. 
Impact of gender on the long- term outcome and survival of patients with 
autoimmune hepatitis. Journal of Hepatology. 2008;48(1):140-147. 



 

 158 

16. Herzog D, Rasquin-Weber A-M, Debray D, Alvarez F. Subfulminant hepatic 
failure in autoimmune hepatitis type 1: an unusual form of presentation. J 
Hepatol. 1997;27(3):578-582. 

17. Kessler WR, Cummings OW, Eckert G, Chalasani N, Lumeng L, Kwo PY. 
Fulminant hepatic failure as the initial presentation of acute autoimmune 
hepatitis. Clinical gastroenterology and hepatology : the official clinical 
practice journal of the American Gastroenterological Association. 
2004;2(7):625-631. 

18. Miyake Y, Iwasaki Y, Terada R, et al. Clinical characteristics of fulminant‐type 
autoimmune hepatitis: an analysis of eleven cases. Alimentary Pharmacology 
&amp; Therapeutics. 2006;23(9):1347-1353. 

19. Lee WS, McKiernan P, Kelly DA. Etiology, Outcome and Prognostic Indicators 
of Childhood Fulminant Hepatic Failure in the United Kingdom. Journal of 
pediatric gastroenterology and nutrition. 2005;40(5):575-581. 

20. Stravitz RT, Lefkowitch JH, Fontana RJ, et al. Autoimmune acute liver failure: 
Proposed clinical and histological criteria. Hepatology. 2011;53(2):517-526. 

21. Hennes EM, Zeniya M, Czaja AJ, et al. Simplified criteria for the diagnosis of 
autoimmune hepatitis. Hepatology. 2008;48(1):169-176. 

22. Gatselis NK, Zachou K, Papamichalis P, et al. Comparison of simplified score 
with the revised original score for the diagnosis of autoimmune hepatitis: A 
new or a complementary diagnostic score? Dig Liver Dis. 2010;42(11):807-
812. 

23. Muratori P, Granito A, Pappas G, Muratori L. Validation of simplified 
diagnostic criteria for autoimmune hepatitis in Italian patients. Hepatology. 
2009;49(5):1782-1783. 

24. Czaja AJ. Performance parameters of the diagnostic scoring systems for 
autoimmune hepatitis. Hepatology. 2008;48(5):1540-1548. 

25. Yeoman AD, Westbrook RH, Al‐Chalabi T, et al. Diagnostic value and utility of 

the simplified International Autoimmune Hepatitis Group (IAIHG) criteria in 
acute and chronic liver disease. Hepatology. 2009;50(2):538-545. 

26. Johnson PJ, McFarlane IG. Meeting report: International Autoimmune 
Hepatitis Group. Hepatology. 1993;18(4):998-1005. 

27. Ishak K, Baptista A, Bianchi L, et al. Histological grading and staging of 
chronic hepatitis. J Hepatol. 1995;22(6):696-699. 

28. Desmet VJ, Gerber M, Hoofnagle JH, Manns M, Scheuer PJ. Classification of 
chronic hepatitis: diagnosis, grading and staging. Hepatology. 
1994;19(6):1513-1520. 

29. de Boer YS, van Nieuwkerk CMJ, Witte BI, Mulder CJJ, Bouma G, Bloemena 
E. Assessment of the histopathological key features in autoimmune hepatitis. 
Histopathology. 2015;66(3):351-362. 

30. Balitzer D, Shafizadeh N, Peters MG, Ferrell L, Alshak N, Kakar S. 
Autoimmune hepatitis: review of histologic features included in the simplified 
criteria proposed by the international autoimmune hepatitis group and 
proposal for new histologic criteria. In. Mod. Pathol. Vol 302017:773-783. 

31. Gurung A, Assis DN, McCarty TR, Mitchell KA, Boyer JL, Jain D. Histologic 
features of autoimmune hepatitis: a critical appraisal. Hum Pathol. 
2018;82:51-60. 

32. Lohse AW, Sebode M, Bhathal PS, et al. Consensus recommendations for 
histological criteria of autoimmune hepatitis from the International AIH 
Pathology Group : Results of a workshop on AIH histology hosted by the 



 

 159 

European Reference Network on Hepatological Diseases and the European 
Society of Pathology. Liver international. 2022;42(5):1058-1069. 

33. Cook GC, Mulligan R, Sherlock S. Controlled prospective trial of corticosteroid 
therapy in active chronic hepatitis. The Quarterly journal of medicine. 
1971;40(158):159-185. 

34. Murray-Lyon I, Stern RB, Williams R. Controlled trial of prednisolone and 
azathioprine in active chronic hepatitis. The Lancet. 1973;301(7806):735-737. 

35. Gordon V, Adhikary R, Appleby V, et al. Treatment and Outcome of 
Autoimmune Hepatitis (AIH): Audit of 28 UK centres. Liver international : 
official journal of the International Association for the Study of the Liver. 
2022;00:1-14. 

36. Hoeroldt B, McFarlane E, Dube A, et al. Long- term outcomes of patients with 
autoimmune hepatitis managed at a nontransplant center. Gastroenterology. 
2011;140(7):1980. 

37. Gleeson D, Heneghan MA. British Society of Gastroenterology ( BSG) 
guidelines for management of autoimmune hepatitis. Gut. 2011;60(12):1611. 

38. Kirstein MM, Metzler F, Geiger E, et al. Prediction of short- and long-term 
outcome in patients with autoimmune hepatitis. Hepatology. 2015;62(5):1524-
1535. 

39. Dhaliwal HK, Hoeroldt BS, Dube AK, et al. Long-Term Prognostic Significance 
of Persisting Histological Activity Despite Biochemical Remission in 
Autoimmune Hepatitis. Am J Gastroenterol. 2015;110(7):993-999. 

40. Schalm SW, Korman MG, Summerskill WHJ, Czaja AJ, Baggenstoss AH. 
Severe chronic active liver disease - Prognostic significance of initial 
morphologic patterns. The American Journal of Digestive Diseases. 
1977;22(11):973-980. 

41. Keating JJ, O'Brien CJ, Stellon AJ, et al. Influence of Aetiology, Clinical and 
Histological Features on Survival in Chronic Active Hepatitis: An Analysis of 
204 Patients. QJM : monthly journal of the Association of Physicians. 
1987;62(1):59-66. 

42. Manns MP, Czaja AJ, Gorham JD, et al. Diagnosis and management of 
autoimmune hepatitis. In. Vol 51. Hepatology2010:2193-2213. 

43. Pape S, Snijders RJALM, Gevers TJG, et al. Systematic review of response 
criteria and endpoints in autoimmune hepatitis by the International 
Autoimmune Hepatitis Group. Journal of Hepatology. 2022;76(4):841-849. 

44. Soloway RD, Summerskill WH, Baggenstoss AH, et al. Clinical, biochemical, 
and histological remission of severe chronic active liver disease: a controlled 
study of treatments and early prognosis. Gastroenterology. 1972;63(5):820-
833. 

45. Summerskill WH, Korman MG, Ammon HV, Baggenstoss AH. Prednisone for 
chronic active liver disease: dose titration, standard dose, and combination 
with azathioprine compared. Gut. 1975;16(11):876-883. 

46. Heneghan MA, McFarlane IG. Current and novel immunosuppressive therapy 
for autoimmune hepatitis. Hepatology. 2002;35(1):7-13. 

47. Stellon A, Portmann B, Hegarty J, Williams R. Randomised controlled trial of 
azathioprine withdrawal in autoimmune chronic active hepatitis The Lancet. 
1985;325(8430):668-670. 

48. Mack CL, Adams D, Assis DN, et al. Diagnosis and Management of 
Autoimmune Hepatitis in Adults and Children: 2019 Practice Guidance and 



 

 160 

Guidelines From the American Association for the Study of Liver Diseases. 
Hepatology. 2020;72(2):671-722. 

49. Geier A, Gartung C, Dietrich CG, Wasmuth HE, Matern S, Reinartz P. Side 
effects of budesonide in liver cirrhosis due to chronic autoimmune hepatitis: 
Influence of hepatic metabolism versus portosystemic shunts on a patient 
complicated with HCC. World Journal of Gastroenterology. 2003;9(12):2681-
2685. 

50. Manns MP, Woynarowski M, Kreisel W, et al. Budesonide Induces Remission 
More Effectively Than Prednisone in a Controlled Trial of Patients With 
Autoimmune Hepatitis. Gastroenterology. 2010;139(4):1198-1206. 

51. Czaja AJ, Lindor KD. Failure of budesonide in a pilot study of treatment-
dependent autoimmune hepatitis. Gastroenterology. 2000;119(5):1312-1316. 

52. Manns MP, Jaeckel E, Taubert R. Budesonide in Autoimmune Hepatitis: The 
Right Drug at the Right Time for the Right Patient. Clinical gastroenterology 
and hepatology : the official clinical practice journal of the American 
Gastroenterological Association. 2018(1542-7714 (Electronic)):186-189. 

53. Peiseler M, Liebscher T, Sebode M, et al. Efficacy and Limitations of 
Budesonide as a Second-Line Treatment for Patients With Autoimmune 
Hepatitis. Clinical gastroenterology and hepatology : the official clinical 
practice journal of the American Gastroenterological Association. 
2018;16(2):260-267 e261. 

54. Díaz-González Á, Hernández-Guerra M, Pérez-Medrano I, et al. Budesonide 
as first-line treatment in patients with autoimmune hepatitis seems inferior to 
standard predniso(lo)ne administration. Hepatology. 2023;77(4):1095-1105. 

55. Pape S, Gevers TJG, Belias M, et al. Predniso(lo)ne Dosage and Chance of 
Remission in Patients With Autoimmune Hepatitis. Clinical gastroenterology 
and hepatology : the official clinical practice journal of the American 
Gastroenterological Association. 2019. 

56. Montano-Loza AJ, Carpenter HA, Czaja AJ. Consequences of treatment 
withdrawal in type 1 autoimmune hepatitis. Liver international : official journal 
of the International Association for the Study of the Liver. 2007;27(4):507-515. 

57. Czaja AJ, Beaver SJ, Shiels MT. Sustained remission after corticosteroid 
therapy of severe hepatitis B surface antigen-negative chronic active hepatitis. 
Gastroenterology. 1987;92(1):215-219. 

58. Stellon AJ, Keating JJ, Johnson PJ, McFarlane IG, Williams R. Maintenance 
of remission in autoimmune chronic active hepatitis with azathioprine after 
corticosteroid withdrawal. Hepatology. 1988;8(4):781-784. 

59. Johnson PJ, McFarlane IG, Williams R. Azathioprine for Long-Term 
Maintenance of Remission in Autoimmune Hepatitis. The New England 
journal of medicine. 1995;333(15):958-963. 

60. Schramm C, Wahl I, Weiler-Normann C, et al. Health- related quality of life, 
depression, and anxiety in patients with autoimmune hepatitisDoctopic: CAD. 
Journal of Hepatology. 2013;60(3):618-624. 

61. Wong LL, Fisher HF, Stocken DD, et al. The Impact of Autoimmune Hepatitis 
and its Treatment on Health Utility. Hepatology. 2018;68(4):1487-1497. 

62. Gleeson D. Standard Treatment in Adults: Which Steroid? Or without 
Steroids? Digestive diseases (Basel, Switzerland). 2015;33 Suppl 2:75-82. 

63. van den Brand FF, van der Veen KS, Lissenberg-Witte BI, et al. Adverse 
events related to low dose corticosteroids in autoimmune hepatitis. Alimentary 
pharmacology & therapeutics. 2019;50(10):1120-1126. 



 

 161 

64. Dixon S, Harrison L, Hoeroldt B, McFarlane E, Gleeson D. PTU-008 Diabetes 
mellitus in patients with autoimmune hepatitis (AIH): at diagnosis and 
following prednisolone treatment. Gut. 2019;68(Suppl 2):A115. 

65. Hindorf U, Jahed K, Bergquist A, et al. Characterisation and utility of 
thiopurine methyltransferase and thiopurine metabolite measurements in 
autoimmune hepatitis. J Hepatol. 2010;52(1):106-111. 

66. Dhaliwal HK, Anderson R, Thornhill EL, et al. Clinical significance of 
azathioprine metabolites for the maintenance of remission in autoimmune 
hepatitis. Hepatology. 2012;56(4):1401-1408. 

67. Pape S, Gevers TJG, Vrolijk JM, et al. High discontinuation rate of 
azathioprine in autoimmune hepatitis, independent of time of treatment 
initiation. Liver international. 2020;40(9):2164-2171. 

68. Czaja AJ, Carpenter HA. Thiopurine methyltransferase deficiency and 
azathioprine intolerance in autoimmune hepatitis. Dig Dis Sci. 2006;51(5):968-
975. 

69. Kanzler S, Lohr H, Gerken G, Galle PR, Lohse AW. Long-term management 
and prognosis of autoimmune hepatitis (AIH): A single center experience. 
Zeitschrift Fur Gastroenterologie. 2001;39(5):339-+. 

70. Floyd A, Pedersen L, Lauge Nielsen G, Thorlacius-Ussing O, Toft Sorensen 
H. Risk of acute pancreatitis in users of azathioprine: a population-based 
case–control study. Am J Gastroenterol. 2003;98(6):1305-1308. 

71. Eisenbach C, Goeggelmann C, Flechtenmacher C, Stremmel W, Encke J. 
Severe cholestatic hepatitis caused by azathioprine. Immunopharmacol 
Immunotoxicol. 2005;27(1):77-83. 

72. Heneghan MA, Allan ML, Bornstein JD, Muir AJ, Tendler DA. Utility of 
thiopurine methyltransferase genotyping and phenotyping, and measurement 
of azathioprine metabolites in the management of patients with autoimmune 
hepatitis. J Hepatol. 2006;45(4):584-591. 

73. Marcen R, Pascual J, Tato AM, et al. Influence of immunosuppression on the 
prevalence of cancer after kidney transplantation. Transplantation 
proceedings. 2003;35(5):1714-1716. 

74. Pedersen E, Pottegaard A, Hallas J, et al. Increased Risk of Skin Cancer in 
Myasthenia Patients Treated with Azathioprine: A Nationwide Case-Control 
Study in Denmark. Neurology. 2013;80. 

75. Silman AJ, Petrie J, Hazleman B, Evans SJ. Lymphoproliferative cancer and 
other malignancy in patients with rheumatoid arthritis treated with 
azathioprine: a 20 year follow up study. Ann Rheum Dis. 1988;47(12):988-
992. 

76. Euvrard S, Kanitakis J Fau - Claudy A, Claudy A. Skin cancers after organ 
transplantation. (1533-4406 (Electronic)). 

77. Gallagher MP, Kelly Pj Fau - Jardine M, Jardine M Fau - Perkovic V, et al. 
Long-term cancer risk of immunosuppressive regimens after kidney 
transplantation. (1533-3450 (Electronic)). 

78. Burra P, Rodriguez-Castro KI. Neoplastic disease after liver transplantation: 
Focus on de novo neoplasms. (2219-2840 (Electronic)). 

79. Carenco C, Assenat E Fau - Faure S, Faure S Fau - Duny Y, et al. Tacrolimus 
and the risk of solid cancers after liver transplant: a dose effect relationship. 
(1600-6143 (Electronic)). 

80. Khan N, Abbas AM, Lichtenstein GR, Loftus EV, Jr., Bazzano LA. Risk of 
lymphoma in patients with ulcerative colitis treated with thiopurines: a 



 

 162 

nationwide retrospective cohort study. Gastroenterology. 2013;145(5):1007-
1015 e1003. 

81. Ngu JH, Gearry RB, Frampton CM, Malcolm Stedman CA. Mortality and the 
risk of malignancy in autoimmune liver diseases: A population‐based study in 
Canterbury, New Zealand. Hepatology. 2012;55(2):522-529. 

82. Danielsson Borssen A, Almer S, Prytz H, et al. Hepatocellular and 
extrahepatic cancer in patients with autoimmune hepatitis--a long-term follow-
up study in 634 Swedish patients. Scandinavian journal of gastroenterology. 
2015;50(2):217-223. 

83. Angulo P, Grandison GA, Fong DG, et al. Bone Disease in Patients With 
Primary Sclerosing Cholangitis. Gastroenterology. 2011;140(1):180-188. 

84. Leung J, Dowling L, Obadan I, et al. Risk of Non-melanoma Skin Cancer in 
Autoimmune Hepatitis. Dig Dis Sci. 2010;55(11):3218-3223. 

85. Jensen MD, Jepsen P, Vilstrup H, Grønbæk L. Increased Cancer Risk in 
Autoimmune Hepatitis: A Danish Nationwide Cohort Study. Am J 
Gastroenterol. 2022;117(1):129-137. 

86. Werner M, Almer S, Prytz H, et al. Hepatic and extrahepatic malignancies in 
autoimmune hepatitis. A long-term follow-up in 473 Swedish patients. Journal 
of Hepatology. 2009;50(2):388-393. 

87. Anderson LA, Gadalla S Fau - Morton LM, Morton Lm Fau - Landgren O, et 
al. Population-based study of autoimmune conditions and the risk of specific 
lymphoid malignancies. 2009(1097-0215 (Electronic)). 

88. Hellgren K, Smedby Ke Fau - Feltelius N, Feltelius N Fau - Baecklund E, 
Baecklund E Fau - Askling J, Askling J. Do rheumatoid arthritis and lymphoma 
share risk factors?: a comparison of lymphoma and cancer risks before and 
after diagnosis of rheumatoid arthritis. (1529-0131 (Electronic)). 

89. Perrett CM, Walker SL, Donovan P, et al. Azathioprine treatment 
photosensitizes human skin to ultraviolet A radiation. The British journal of 
dermatology. 2008;159(1):198. 

90. Rumbo C, Emerick KM, Emre S, Shneider BL. Azathioprine metabolite 
measurements in the treatment of autoimmune hepatitis in pediatric patients: 
a preliminary report. Journal of pediatric gastroenterology and nutrition. 
2002;35(3):391-398. 

91. Nguyen T, Le Gall C, Daubard M, Larger M, Lachaux A, Boulieu R. Monitoring 
of azathioprine metabolites in pediatric patients with autoimmune hepatitis. 
Fundamental &amp; Clinical Pharmacology. 2010;24:55-55. 

92. Allison AC. Mechanisms of action of mycophenolate mofetil. Lupus. 
2005;14(3_suppl):2-8. 

93. Elke MH, Ye HO, Christoph S, et al. Mycophenolate Mofetil as Second Line 
Therapy in Autoimmune Hepatitis? The American Journal of 
Gastroenterology. 2008;103(12):3063. 

94. Sharzehi K, Schreibman IR, Huang MA, Brown KA. Mycophenolate mofetil for 
the treatment of autoimmune hepatitis in patients refractory or intolerant to 
conventional therapy. Canadian Journal of Gastroenterology. 
2010;24(10):588-592. 

95. Santiago P, Schwartz I, Tamariz L, Levy C. Systematic review with meta-
analysis: mycophenolate mofetil as a second-line therapy for autoimmune 
hepatitis. Aliment Pharmacol Ther. 2019;49(7):830-839. 



 

 163 

96. Zachou K, Gatselis NK, Arvaniti P, et al. A real-world study focused on the 
long-term efficacy of mycophenolate mofetil as first-line treatment of 
autoimmune hepatitis. ALIMENT PHARM THER. 2016;43(10):1035-1047. 

97. Dalekos GN, Arvaniti P, Gatselis NK, et al. First Results From a Propensity 
Matching Trial of Mycophenolate Mofetil vs. Azathioprine in Treatment-Naive 
AIH Patients. Front Immunol. 2022;12:798602-798602. 

98. Coscia LA, Armenti DP, King RW, Sifontis NM, Constantinescu S, Moritz MJ. 
Update on the Teratogenicity of Maternal Mycophenolate Mofetil. J Pediatr 
Genet. 2015;4(2):042-055. 

99. Yeoman AD, Longhi MS, Heneghan MA. Review article: the modern 
management of autoimmune hepatitis. Alimentary pharmacology & 
therapeutics. 2010;31(8):771-787. 

100. Van Thiel DH, Wright H, Carroll P, et al. Tacrolimus: a potential new treatment 
for autoimmune chronic active hepatitis: results of an open-label preliminary 
trial. Am J Gastroenterol. 1995;90(5):771-776. 

101. Ferre-Aracil C, Riveiro-Barciela M, Trapero-Marugán M, et al. Tacrolimus as 
an Effective and Durable Second-Line Treatment for Chronic Autoimmune 
Hepatitis: A Multicentric Study. Digestive diseases and sciences. 
2020;66(8):2826-2832. 

102. Yeoman AD, Westbrook RH, Zen Y, et al. Early predictors of corticosteroid 
treatment failure in icteric presentations of autoimmune hepatitis. Hepatology. 
2011;53(3):926-934. 

103. Weiler-Normann C, Schramm C, Quaas A, et al. Infliximab as a rescue 
treatment in difficult-to-treat autoimmune hepatitis. Journal of Hepatology. 
2012. 

104. Renand A, Habes S, Mosnier JF, et al. Immune Alterations in Patients With 
Type 1 Autoimmune Hepatitis Persist Upon Standard Immunosuppressive 
Treatment. Hepatology Communications. 2018;2(8):972-985. 

105. D'Agostino D, Costaguta A, Álvarez F. Successful treatment of refractory 
autoimmune hepatitis with rituximab. Pediatrics. 2013;132(2):e526-530. 

106. Burak KW, Swain MG, Santodomino-Garzon T. Rituximab for the treament of 
patients with autoimmune hepatitis who are refractory or intolerant to standard 
therapy (Canadian Journal of Gastroenterology (2013) 27, 5 (273-280)). 
Canadian Journal of Gastroenterology. 2013;27(6):376. 

107. Neuberger J, Patel J, Caldwell H, et al. Guidelines on the use of liver biopsy in 
clinical practice from the British Society of Gastroenterology, the Royal 
College of Radiologists and the Royal College of Pathology. Gut. 
2020;69(8):1382-1403. 

108. Rangel PDF, Gómez NAB, Murrieta González LA, Rivera ABC, Reyes EC. 
STUDY OF CONCORDANCE BETWEEN THE DEGREE OF LIVER 
FIBROSIS ESTIMATED THROUGH APRI AND FIB-4 BIOCHEMICAL 
SCORES, AND ELASTORESONANCE IN PATIENTS WITH AUTOIMMUNE 
HEPATITIS. Annals of hepatology. 2022;27:100611. 

109. Gungoren MS, Efe C, Kav T, Akbiyik F. Diagnostic accuracy of enhanced liver 
fibrosis (ELF) test for significant fibrosis in patients with autoimmune hepatitis. 
Journal of Laboratory and Precision Medicine. 2018;3:21-21. 

110. Hartl J, Denzer U, Ehlken H, et al. Transient elastography in autoimmune 
hepatitis: Timing determines the impact of inflammation and fibrosis. J 
Hepatol. 2016;65(4):769-775. 



 

 164 

111. Xu Q, Sheng L, Bao H, et al. Evaluation of transient elastography in assessing 
liver fibrosis in patients with autoimmune hepatitis. J Gastroenterol Hepatol. 
2017;32(3):639-644. 

112. Guo L, Zheng L, Hu L, Zhou H, Yu L, Liang W. Transient Elastography 
(FibroScan) Performs Better Than Non-Invasive Markers in Assessing Liver 
Fibrosis and Cirrhosis in Autoimmune Hepatitis Patients. Med Sci Monit. 
2017;23:5106-5112. 

113. Hartl J, Ehlken H, Sebode M, et al. Usefulness of biochemical remission and 
transient elastography in monitoring disease course in autoimmune hepatitis. 
Journal of Hepatology. 2018 

;68(4):754-763. 
114. D'Onofrio M, De Robertis R, Crosara S, et al. Acoustic radiation force impulse 

with shear wave speed quantification of pancreatic masses: A prospective 
study. Pancreatology. 2015;16(1):106-109. 

115. Piscaglia F, Salvatore V, Di Donato R, et al. Accuracy of VirtualTouch 
Acoustic Radiation Force Impulse (ARFI) imaging for the diagnosis of 
cirrhosis during liver ultrasonography. Ultraschall Med. 2011;32(2):167-175. 

116. Goertz RS, GaBmann L, Strobel D, et al. Acoustic Radiation Force Impulse 
(ARFI) Elastography in Autoimmune and Cholestatic Liver Diseases. Ann 
Hepatol. 2019;18(1):23-29. 

117. Wang J, Malik N, Yin M, et al. Magnetic resonance elastography is accurate in 
detecting advanced fibrosis in autoimmune hepatitis. World Journal of 
Gastroenterology. 2017;23(5):859-868. 

118. Miyake Y, Iwasaki Y, Terada R, et al. Persistent elevation of serum alanine 
aminotransferase levels leads to poor survival and hepatocellular carcinoma 
development in type 1 autoimmune hepatitis. Alimentary pharmacology & 
therapeutics. 2006;24(8):1197-1205. 

119. Floreani A, Niro G, Rosa Rizzotto E, et al. Type I autoimmune hepatitis: 
clinical course and outcome in an Italian multicentre study. Alimentary 
pharmacology & therapeutics. 2006;24(7):1051-1057. 

120. Danielsson Borssén Å, Marschall H-U, Bergquist A, et al. Epidemiology and 
causes of death in a Swedish cohort of patients with autoimmune hepatitis. 
Scandinavian journal of gastroenterology. 2017;52(9):1022-1028. 

121. Ngu JH, Gearry RB, Frampton CM, Stedman CAM. Predictors of poor 
outcome in patients w ith autoimmune hepatitis: A population‐based study. 
Hepatology. 2013;57(6):2399-2406. 

122. Landeira G, Morise S, Fassio E, et al. Effect of cirrhosis at baseline on the 
outcome of type 1 autoimmune hepatitis. Ann Hepatol. 2012;11(1):100-106. 

123. Yoshizawa K, Matsumoto A, Ichijo T, et al. Long‐term outcome of Japanese 
patients with type 1 autoimmune hepatitis. Hepatology. 2012;56(2):668-676. 

124. Malekzadeh Z, Haghazali S, Sepanlou SG, et al. Clinical features and long 
term outcome of 102 treated autoimmune hepatitis patients. Hepatitis 
monthly. 2012;12(2):92-99. 

125. Choi J, Choi G, Lee D, et al. Long-term clinical outcomes in patients with 
autoimmune hepatitis according to treatment response in Asian country. Liver 
Int. 2019;39(5):985-994. 

126. Than NN, Ching DKS, Hodson J, et al. Difference in clinical presentation, 
immunology profile and treatment response of type 1 autoimmune hepatitis 
between United Kingdom and Singapore patients. Hepatol Int. 
2016;10(4):673-679. 



 

 165 

127. Matsumoto N, Ogawa M, Matsuoka S, Moriyama M. Prevalence and Risk 
Factors of Diabetes Mellitus in Patients with Autoimmune Hepatitis. Intern 
Med. 2016;55(8):879-885. 

128. Roberts SK, Therneau TM, Czaja AJ. Prognosis of histological cirrhosis in 
type 1 autoimmune hepatitis. Gastroenterology. 1996;110(3):848-857. 

129. van den Brand FF, van der Veen KS, de Boer YS, et al. Increased Mortality 
Among Patients With vs Without Cirrhosis and Autoimmune Hepatitis. Clinical 
gastroenterology and hepatology : the official clinical practice journal of the 
American Gastroenterological Association. 2018. 

130. Puustinen L, Barner-Rasmussen N, Pukkala E, Färkkilä M. Incidence, 
prevalence, and causes of death of patients with autoimmune hepatitis: A 
nationwide register-based cohort study in Finland. Digestive and Liver 
Disease. 2019. 

131. Sharma R, Verna EC, Söderling J, Roelstraete B, Hagström H, Ludvigsson 
JF. Increased Mortality Risk in Autoimmune Hepatitis: A Nationwide 
Population-Based Cohort Study With Histopathology. Clinical 
Gastroenterology and Hepatology. 2021;19(12):2636-2647.e2613. 

132. Guirguis J; Alonso YR, L ; Carey, Wd. Abstract 1654. In Well-Controlled 
Autoimmune Hepatitis Treatment Withdrawal May Be Saefely Accomplished 
Without Liver Biopsy Guidance. Poster Session IV (Abstracts 1638 – 2112). 
Hepatology. 2016;64(Number 1):811-1050. 

133. Hartl J, Ehlken H, Weiler-Normann C, et al. Patient selection based on 
treatment duration and liver biochemistry increases success rates after 
treatment withdrawal in autoimmune hepatitis. Journal of Hepatology. 
2015;62(3):642-646. 

134. Kanzler S, Gerken G, Löhr H, Galle PR, Meyer zum Büschenfelde K-H, Lohse 
AW. Duration of immunosuppressive therapy in autoimmune hepatitis. Journal 
of Hepatology. 2001;34(2):354-355. 

135. Björnsson E, Talwalkar J, Treeprasertsuk S, et al. Drug‐ induced autoimmune 

hepatitis: Clinical characteristics and prognosis. Hepatology. 2010;51(6):2040-
2048. 

136. van Gerven NMF, Verwer BJ, Witte BI, et al. Relapse is almost universal after 
withdrawal of immunosuppressive medication in patients with autoimmune 
hepatitis in remission. Journal of Hepatology. 2012;58(1):141-147. 

137. Yokokawa J, Kanno Y, Saito H, et al. Risk factors associated with relapse of 
type 1 autoimmune hepatitis in Japan. Hepatology research : the official 
journal of the Japan Society of Hepatology. 2011;41(7):641-646. 

138. Sumita V, Basuki G, Michel M, Sugantha G, Allan R. Factors Predicting 
Relapse and Poor Outcome in Type I Autoimmune Hepatitis: Role of Cirrhosis 
Development, Patterns of Transaminases During Remission and Plasma Cell 
Activity in the Liver Biopsy. American Journal of Gastroenterology. 
2004;99(8):1510. 

139. Hegarty JE, Nouri Aria KT, Portmann B, Eddleston AL, Williams R. Relapse 
following treatment withdrawal in patients with autoimmune chronic active 
hepatitis. Hepatology. 1983;3(5):685-689. 

140. Czaja AJ, Ludwig J, Baggenstoss AH, Wolf A. Corticosteroid-treated chronic 
active hepatitis in remission: uncertain prognosis of chronic persistent 
hepatitis. The New England journal of medicine. 1981;304(1):5-9. 

141. Czaja AJ, Wolf AM, Baggenstoss AH. Laboratory assessment of severe 
chronic active liver disease during and after corticosteroid therapy: correlation 



 

 166 

of serum transaminase and gamma globulin levels with histologic features. 
Gastroenterology. 1981;80(4):687-692. 

142. Rizzato G, Montemurro L. Reversibility of exogenous corticosteroid-induced 
bone loss. Eur Respir J. 1993;6(1):116-119. 

143. Harrison L, Gleeson D. Review article: stopping immunosuppressive 
treatment in autoimmune hepatitis (AIH): is it justified (and in whom and 
when)? Liver International. 2019;0(ja). 

144. Czaja AJ, Carpenter HA. Distinctive clinical phenotype and treatment outcome 
of type 1 autoimmune hepatitis in the elderly. Hepatology. 2006;43(3):532-
538. 

145. Seela S, Sheela H, Boyer JL. Autoimmune hepatitis type 1: Safety and 
efficacy of prolonged medical therapy. Liver International. 2005;25(4):734-
739. 

146. Kogan J, Safadi R, Ashur Y, Shouval D, Ilan Y. Prognosis of Symptomatic 
Versus Asymptomatic Autoimmune Hepatitis: A Study of 68 Patients. Journal 
of clinical gastroenterology. 2002;35(1):75-81. 

147. Dyson JK, Wong LL, Bigirumurame T, et al. Inequity of care provision and 
outcome disparity in autoimmune hepatitis in the United Kingdom. Alimentary 
Pharmacology and Therapeutics. 2018;48(9):951-960. 

148. Gronbaek L, Vilstrup HV, Jepsen P. Autoimmune Hepatitis in Denmark: 
Incidence, prevalence and prognosis. A nationwide registry-based cohort 
study. Hepatology. 2013;58:563A-564A. 

149. Hoeroldt B, Barclay, M.,  Shephard, K. ; Farquarsson, N. ; Mcfarlane, E. ; 
Karajeh, M. ; Poole, J. ; Gleeson, D. Increased Long-term Cancer Risk in 
Autoimmune Hepatitis: Relation to Immunosuppressive Drug Treatment. 
Journal of Hepatology. 2016;64(2):p1-806. 

150. Czaja AJ. Late relapse of type 1 autoimmune hepatitis after corticosteroid 
withdrawal. Dig Dis Sci. 2010;55(6):1761-1769. 

151. Srivastava S, Boyer JL. Psychological stress is associated with relapse in 
type 1 autoimmune hepatitis. Liver International. 2010;30(10):1439-1447. 

152. Montano-Loza AJ, Carpenter HA, Czaja AJ. Improving the end point of 
corticosteroid therapy in type 1 autoimmune hepatitis to reduce the frequency 
of relapse. American Journal of Gastroenterology. 2007;102(5):1005-1012. 

153. Czaja AJ, Menon KV, Carpenter HA. Sustained remission after corticosteroid 
therapy for type 1 autoimmune hepatitis: a retrospective analysis. Hepatology. 
2002;35(4):890-897. 

154. Czaja AJ, Carpenter HA. Histological features associated with relapse after 
corticosteroid withdrawal in type 1 autoimmune hepatitis. Liver International. 
2003;23(2):116-123. 

155. Czaja AJ, Davis GL, Ludwig J, Taswell HF. Complete resolution of 
inflammatory activity following corticosteroid treatment of HBsAg-negative 
chronic active hepatitis. Hepatology. 1984;4(4):622-627. 

156. Shibuki T, Otsuka T, Isoda H, et al. Seropositivity and Titers of Anti-Smooth 
Muscle Actin Antibody Are Associated with Relapse of Type 1 Autoimmune 
Hepatitis. Medical Science Monitor : International Medical Journal of 
Experimental and Clinical Research. 2017;23:4028-4033. 

157. Treichel U, Gerken G, Rossol S, Rotthauwe HW, Meyer Zum Büschenfelde 
KH, Poralla T. Autoantibodies against the human asialoglycoprotein receptor: 
Effects of therapy in autoimmune and virus-induced chronic active hepatitis. 
Journal of Hepatology. 1993;19(1):55-63. 



 

 167 

158. Kanzler S, Weidemann C, Gerken G, et al. Clinical significance of 
autoantibodies to soluble liver antigen in autoimmune hepatitis. Journal of 
Hepatology. 1999;31(4):635-640. 

159. McFarlane I, McSorley C, Hegarty J, McFarlane B, Williams R. Antibodies to 
liver-specific protein predict outcome of treatment withdrawal in autoimmune 
chronic active hepatitis The Lancet. 1984;324(8409):954-956. 

160. Heneghan MA, Allan M, Bornstein JD, Muir A, Tendler D. Utility of thiopurine 
methyltransferase genotyping and phenotyping, and measurement of 
azathioprine metabolites in the management of patients with autoimmune 
hepatitis. Journal Of Hepatology. 2006;45(4):584-591. 

161. Czaja AJ. Low-dose corticosteroid therapy after multiple relapses of severe 
HBsAg-negative chronic active hepatitis. Hepatology. 1990;11(6):1044-1049. 

162. Dhaliwal H, Facey C, Gleeson D. PTU-032  Management of autoimmune 
hepatitis: a UK-wide survey. Gut. 2012;61(Suppl 2):A197. 

163. Lohse AW, Chazouilleres O, Dalekos G, et al. EASL Clinical Practice 
Guidelines: Autoimmune hepatitis. Journal of Hepatology. 2015;63(4):971-
1004. 

164. Petersons C, Mangelsdorf B, Jenkins A, et al. Effects of Low-Dose 
Prednisolone on Hepatic and Peripheral Insulin Sensitivity, Insulin Secretion, 
and Abdominal Adiposity in Patients With Inflammatory Rheumatologic 
Disease. Diabetes Care. 2013;36(9):2822. 

165. Gurwitz JH, Bohn RL, Glynn RJ, Monane M, Mogun H, Avorn J. 
Glucocorticoids and the Risk for Initiation of Hypoglycemic Therapy. Archives 
of Internal Medicine. 1994;154(1):97-101. 

166. Gambhir R, Hemrajani D, Roediger L, et al. Diabetes and steroid-induced 
hyperglycemia in patients with COPD exacerbation: Prevalence and clinical 
outcome. Diabetes. 2008;57:A138-A138. 

167. Salmon C, Hoeroldt B, Dube A, McFarlane E, Gleeson D. Hepatic steatosis in 
patients with autoimmune hepatitis-prevalence, progression and possible 
significance Gut. 2010;59:A76-A76. 

168. Souverein PC, Berard A, Van Staa TP, et al. Use of oral glucocorticoids and 
risk of cardiovascular and cerebrovascular disease in a population based 
case-control study. Heart. 2004;90(8):859-865. 

169. Wei L, MacDonald TM, Walker BR. Taking glucocorticoids by prescription is 
associated with subsequent cardiovascular disease. Annals of internal 
medicine. 2004;141(10):764-770. 

170. Walker BR. Glucocorticoids and cardiovascular disease. Eur J Endocrinol. 
2007;157(5):545-559. 

171. Van Staa TP, Leufkens HG, Abenhaim L, Zhang B, Cooper C. Use of oral 
corticosteroids and risk of fractures. Journal of bone and mineral research : 
the official journal of the American Society for Bone and Mineral Research. 
2000;15(6):993. 

172. De Vries F, Bracke M, Leufkens HGM, Lammers JWJ, Cooper C, Van Staa 
TP. Fracture risk with intermittent high- dose oral glucocorticoid therapy. 
Arthritis and Rheumatism. 2007;56(1):208-214. 

173. Amin S, Lavalley MP, Simms RW, Felson D. A meta-analysis evaluating the 
efficacy of calcium and vitamin D (Ca+Vit D) treatment for corticosteroid-
induced osteoporosis (CSOP). Arthritis Rheum. 1997;40(9):633-633. 

174. Richy F, Schacht E, Bruyere O, Ethgen O, Gourlay M, Reginster JY. Vitamin 
D Analogs Versus Native Vitamin D in Preventing Bone Loss and 



 

 168 

Osteoporosis-Related Fractures: A Comparative Meta-analysis. Calcified 
Tissue International. 2005;76(3):176-186. 

175. Liberman UA, Weiss SR, Bröll J, et al. Effect of Oral Alendronate on Bone 
Mineral Density and the Incidence of Fractures in Postmenopausal 
Osteoporosis. The New England journal of medicine. 1995;333(22):1437-
1444. 

176. Lennard L, Lilleyman JS, Van Loon J, Weinshilboum RM. Genetic variation in 
response to 6-mercaptopurine for childhood acute lymphoblastic leukaemia. 
The Lancet. 1990;336(8709):225-229. 

177. Lilleyman JS, Lennard L. Mercaptopurine metabolism and risk of relapse in 
childhood lymphoblastic leukaemia. The Lancet. 1994;343(8907):1188-1190. 

178. Vergani D, Mieli-Vergani G. Pharmacological management of autoimmune 
hepatitis. (1744-7666 (Electronic)). 

179. Mohamed-Ahmed O, Nelson-Piercy C, Bramham K, et al. Pregnancy 
outcomes in liver and cardiothoracic transplant recipients: a UK national 
cohort study. (1932-6203 (Electronic)). 

180. Bourrier A, Carrat F, Colombel JF, et al. Excess risk of urinary tract cancers in 
patients receiving thiopurines for inflammatory bowel disease: a prospective 
observational cohort study. Alimentary pharmacology & therapeutics. 
2016;43(2):252-261. 

181. Wang KK, Czaja AJ, Beaver SJ, Go VL. Extrahepatic malignancy following 
long-term immunosuppressive therapy of severe hepatitis B surface antigen-
negative chronic active hepatitis. Hepatology. 1989;10(1):39-43. 

182. van de Meeberg MM, Derikx LA, Sinnige HA, Nooijen P, Schipper DL, Nissen 
LH. Hepatosplenic T-cell lymphoma in a 47-year-old Crohn's disease patient 
on thiopurine monotherapy. World J Gastroenterol. 2016;22(47):10465-10470. 

183. Mavilia M, McAuliffe A, Hafeez S, Vaziri H. Hepatosplenic T cell lymphoma: a 
unifying entity in a patient with hemolytic anemia, massive splenomegaly, and 
liver dysfunction. Clin J Gastroenterol. 2018. 

184. Coghill AE, Johnson LG, Berg D, Resler AJ, Leca N, Madeleine MM. 
Immunosuppressive Medications and Squamous Cell Skin Carcinoma: 
Nested Case-Control Study Within the Skin Cancer after Organ Transplant 
(SCOT) Cohort. (1600-6143 (Electronic)). 

185. Beaugerie L, Carrat F, Chevaux J-B, Sokol H, Biroulet LP. 622 Risk of 
Subsequent Cancer Under Immunosuppressive Therapy in Patients With 
Inflammatory Bowel Disease and Prior Cancer: Data From the CESAME 
Prospective Observational Cohort. In. Vol 1422012:S-122-S-122. 

186. Bernheim O, Colombel JF, Ullman TA, Laharie D, Beaugerie L, Itzkowitz SH. 
The management of immunosuppression in patients with inflammatory bowel 
disease and cancer. Gut. 2013;62(11). 

187. Barth E, Clawson J. A Case of Autoimmune Hepatitis Treated with Rituximab. 
Case Rep Gastroenterol. 2010;4(3):502-509. 

188. Lim Tiong Y, Martinez-Llordella M, Kodela E, Gray E, Heneghan Michael A, 
Sanchez-Fueyo A. Low Dose Interleukin-2 for Refractory Autoimmune 
Hepatitis. Hepatology. 2018;0(ja). 

189. Czaja AJ, Carpenter HA. Progressive fibrosis during corticosteroid therapy of 
autoimmune hepatitis. Hepatology. 2004;39(6):1631-1638. 

190. EASL Clinical Practical Guidelines on the management of acute (fulminant) 
liver failure. Journal of Hepatology. 2017;66(5):1047-1081. 



 

 169 

191. Dubinsky MC, Lamothe S, Yang HY, et al. Pharmacogenomics and metabolite 
measurement for 6-mercaptopurine therapy in inflammatory bowel disease. 
Gastroenterology. 2000;118(4):705-713. 

192. Osterman MT, Kundu R, Lichtenstein GR, Lewis JD. Association of 6-
Thioguanine Nucleotide Levels and Inflammatory Bowel Disease Activity: A 
Meta-Analysis. Gastroenterology. 2006;130(4):1047-1053. 

193. Gilissen LPL, Wong DR, Engels LGJB, et al. Therapeutic drug monitoring of 
thiopurine metabolites in adult thiopurine tolerant IBD patients on 
maintenance therapy. J Crohns Colitis. 2012;6(6):698-707. 

194. Moreau AC, Paul S, Del Tedesco E, et al. Association between 6-thioguanine 
nucleotides levels and clinical remission in inflammatory disease: A meta-
analysis. Inflamm Bowel Dis. 2014;20(3):464-471. 

195. Haines ML, Ajlouni Y, Irving PM, et al. Clinical usefulness of therapeutic drug 
monitoring of thiopurines in patients with inadequately controlled inflammatory 
bowel disease. Inflamm Bowel Dis. 2011;17(6):1301-1307. 

196. Smith M, Blaker P, Patel C, et al. The impact of introducing thioguanine 
nucleotide monitoring into an inflammatory bowel disease clinic. International 
Journal of Clinical Practice. 2013;67(2):161-169. 

197. Chapdelaine A, Mansour A-M, Troyanov Y, Williamson DR, Doré M. 
Metabolite monitoring to guide thiopurine therapy in systemic autoimmune 
diseases. Clin Rheumatol. 2017;36(6):1341-1348. 

198. Candels LS, Rahim MN, Shah S, Heneghan MA. Towards personalised 
medicine in autoimmune hepatitis: Measurement of thiopurine metabolites 
results in higher biochemical response rates. J Hepatol. 2021;75(2):324-332. 

199. Luth S, Herkel J, Kanzler S, et al. Serologic markers compared with liver 
biopsy for monitoring disease activity in autoimmune hepatitis. Journal of 
clinical gastroenterology. 2008;42(8):926-930. 

200. Hoeroldt B, Salmon C, Macfarlane E, Dube A, Gleeson D. Persisting 
histological inflammation in autoimmune hepatitis (AIH) despite biochemical 
remission: Assessment of factors influencing outcome. Journal of Hepatology. 
2010;52. 

201. Ferucci ED, Hurlburt KJ, Mayo MJ, et al. Azathioprine metabolite 
measurements are not useful in following treatment of autoimmune hepatitis 
in Alaska Native and other non-Caucasian people. Canadian journal of 
gastroenterology = Journal canadien de gastroenterologie. 2011;25(1):21-27. 

202. Gomollón F, Dignass A, Annese V, et al. 3rd European Evidence-based 
Consensus on the Diagnosis and Management of Crohn’s Disease 2016: Part 
1: Diagnosis and Medical Management. Journal of Crohn's and Colitis. 
2017;11(1):3-25. 

203. Hempfling W, Grunhage F, Dilger K, Reichel C, Beuers U, Sauerbruch T. 
Pharmacokinetics and pharmacodynamic action of budesonide in early- and 
late-stage primary biliary cirrhosis. Hepatology. 2003;38(1):196-202. 

204. Efe C, Ozaslan E, Kav T, et al. Liver fibrosis may reduce the efficacy of 
budesonide in the treatment of autoimmune hepatitis and overlap syndrome. 
Autoimmunity Reviews. 2012;11(5):330-334. 

205. Wiegand J, Schüler A, Kanzler S, et al. Budesonide in previously untreated 
autoimmune hepatitis. Liver International. 2005;25(5):927-934. 

206. Sherman IA, Pappas SC, Fisher MM. Hepatic microvascular changes 
associated with development of liver fibrosis and cirrhosis. American journal 
of physiology Heart and circulatory physiology. 1990;258(2):H460-H465. 



 

 170 

207. Czaja AJ, Carpenter HA. Decreased fibrosis during corticosteroid therapy of 
autoimmune hepatitis. J Hepatol. 2004;40(4):646-652. 

208. Midia M, Devang O, Shuster A, Midia R, Muir J. Predictors of bleeding 
complications following percutaneous image-guided liver biopsy: A scoping 
review. Diagn Interv Radiol. 2019;25(1):71-80. 

209. West J, Card TR. Reduced Mortality Rates Following Elective Percutaneous 
Liver Biopsies. Gastroenterology. 2010;139(4):1230-1237. 

210. Cadranel J-F, Rufat P, Degos F. Practices of Liver Biopsy in France: Results 
of a Prospective Nationwide Survey. Hepatology (Baltimore, Md). 
2000;32(3):477-481. 

211. Castéra L, Nègre I, Samii K, Buffet C. Pain experienced during percutaneous 
liver biopsy. Hepatology. 1999;30(6):1529-1530. 

212. Maharaj B, Leary WP, Naran AD, et al. Sampling variability and its influence 
on the diagnostic yield of percutaneous needle biopsy of the liver. The Lancet 
(British edition). 1986;327(8480):523-525. 

213. Regev A, Berho M, Jeffers LJ, et al. Sampling error and intraobserver 
variation in liver biopsy in patients with chronic HCV infection. Am J 
Gastroenterol. 2002;97(10):2614-2618. 

214. Sandrin L, Fourquet B, Hasquenoph J-M, et al. Transient elastography: a new 
noninvasive method for assessment of hepatic fibrosis. Ultrasound in 
Medicine & Biology. 2003;29(12):1705-1713. 

215. Kelleher TB, Afdhal N. Assessment of liver fibrosis in co-infected patients. J 
Hepatol. 2006;44(1):S126-S131. 

216. Castéra L, Vergniol J, Foucher J, et al. Prospective comparison of transient 
elastography, Fibrotest, APRI, and liver biopsy for the assessment of fibrosis 
in chronic hepatitis C. Gastroenterology. 2005;128(2):343-350. 

217. Foucher J, Chanteloup E, Vergniol J, et al. Diagnosis of cirrhosis by transient 
elastography (FibroScan): a prospective study. Gut. 2006;55(3):403-408. 

218. Ganne‐carrié N, Ziol M, De Ledinghen V, et al. Accuracy of liver stiffness 

measurement for the diagnosis of cirrhosis in patients with chronic liver 
diseases. Hepatology. 2006;44(6):1511-1517. 

219. GÓMez-Dominguez E, Mendoza J, GarcÍA-Buey L, et al. Transient 
elastography to assess hepatic fibrosis in primary biliary cirrhosis: 
FIBROSCAN IN PBC PATIENTS. Alimentary pharmacology & therapeutics. 
2008;27(5):441-447. 

220. Corpechot C, El Naggar A, Poujol‐robert A, et al. Assessment of biliary 
fibrosis by transient elastography in patients with PBC and PSC. Hepatology. 
2006;43(5):1118-1124. 

221. Corpechot C, Carrat F, Poujol-Robert A, et al. Noninvasive elastography-
based assessment of liver fibrosis progression and prognosis in primary 
biliary cirrhosis. Hepatology. 2012;56(1):198-208. 

222. Ehlken H, Wroblewski R, Corpechot C, et al. Validation of Transient 
Elastography and Comparison with Spleen Length Measurement for Staging 
of Fibrosis and Clinical Prognosis in Primary Sclerosing Cholangitis. PLoS 
One. 2016;11(10). 

223. Sandler Y, Saliev K, Khaymenova T, et al. Diagnostic performance of fibrotest 
(FT) and transient elastography (TE) by fibroscan in patients with autoimmune 
hepatitis (AIH) using histological reference. Hepatology v70 suppl1 2019. 
2019;70 (Supplement 1):863A-864A. 



 

 171 

224. Guo L, Zheng L, Hu L, Zhou H, Yu L, Liang W. Transient Elastography 
(FibroScan) Performs Better Than Non-Invasive Markers in Assessing Liver 
Fibrosis and Cirrhosis in Autoimmune Hepatitis Patients. Medical Science 
Monitor. 2017;23:5106-5112. 

225. Stattermayer AF, Eder M, Beinhardt S, et al. Value of transient elastography 
(Fibroscan) in patients with autoimmune hepatitis on immunosuppressive 
treatment. Journal of Hepatology. 2016;64(2):S425. 

226. Hartl J, Ehlken H, Sebode M, et al. Usefulness of biochemical remission and 
transient elastography in monitoring disease course in autoimmune hepatitis. 
Journal of Hepatology. 2018;68(4):754-763. 

227. Hartl J, Denzer U, Ehlken H, et al. Transient elastography in autoimmune 
hepatitis: Timing determines the impact of inflammation and fibrosis. Journal 
of Hepatology. 2016;65(4):769-775. 

228. Stättermayer AF, Eder M, Beinhardt S, et al. Value of Transient Elastography 
(Fibroscan® ) in Patients with Autoimmune Hepatitis on Immunosuppressive 
Treatment. Journal of hepatology. 2015;64(2):S425-S425. 

229. Mahmud N, Doshi SD, Forde KA, Khungar V. Transient elastography reliably 
estimates liver fibrosis in autoimmune hepatitis. Clinical and experimental 
hepatology. 2019;5(3):244-249. 

230. Chalasani S, Mathur K, Shammas N, Orman E, Vuppalanchi R, Lammert C. 
Hepatic steatosis is highly prevalent but is not correlated with stiffness in 
autoimmune hepatitis. Medicine (Baltimore). 2020;99(42):e22805-e22805. 

231. Anastasiou OE, Büchter M, Baba HA, et al. Performance and Utility of 
Transient Elastography and Non-Invasive Markers of Liver Fiibrosis in 
Patients with Autoimmune Hepatitis: A Single Centre Experience. Hepatitis 
Monthly. 2016;16(11). 

232. Gutkowski K, Hartleb M. Usefulness of non-invasive tools in liver fibrosis 
assessment. Hepatitis monthly. 2008;8(1):45-50. 

233. Kirk AP, Jain S, Pocock S, Thomas HC, Sherlock S. Late results of the Royal 
Free Hospital prospective controlled trial of prednisolone therapy in hepatitis B 
surface antigen negative chronic active hepatitis. Gut. 1980;21(1):78. 

234. JA K, Melton LJ r, C C, CC J, N K. - The diagnosis of osteoporosis. D - 
8610640. 1994;9(- 0884-0431 (Print)):- 1137-1141. 

235. Reginster J-Y, Burlet N. Osteoporosis: A still increasing prevalence. Bone. 
2006;38(2):4-9. 

236. Kanis JA. Diagnosis of osteoporosis and assessment of fracture risk. Lancet. 
2002;359(9321):1929-1936. 

237. van Staa TP, Dennison EM, Leufkens HGM, Cooper C. Epidemiology of 
fractures in England and Wales. Bone. 2001;29(6):517-522. 

238. Johansen A, Golding D, Brent L, et al. Using national hip fracture registries 
and audit databases to develop an international perspective. Injury. 
2017;48(10):2174-2179. 

239. Gregson CL, Armstrong DJ, Bowden J, et al. UK clinical guideline for the 
prevention and treatment of osteoporosis. Arch Osteoporos. 2022;17(1):58-
58. 

240. Kanis J, Oden A, Johnell O, et al. The use of clinical risk factors enhances the 
performance of BMD in the prediction of hip and osteoporotic fractures in men 
and women. With other metabolic bone diseases. 2007;18(8):1033-1046. 



 

 172 

241. Kanis JA obotWHOSG. Assessment of osteoporosis at the primary health-
care level. Technical Report. World Health Organization Collaborating Centre 
for Metabolic Bone Diseases, University of Sheffield. 2007. 

242. de Laet C, Kanis JA, Oden A, et al. Body mass index as a predictor of fracture 
risk: A meta-analysis. Osteoporosis international : a journal established as 
result of cooperation between the European Foundation for Osteoporosis and 
the National Osteoporosis Foundation of the USA. 2005;16(11):1330-1338. 

243. Leslie WD, Schousboe JT, Morin SN, et al. Fracture risk following high-trauma 
versus low-trauma fracture: a registry-based cohort study. Osteoporosis 
international : a journal established as result of cooperation between the 
European Foundation for Osteoporosis and the National Osteoporosis 
Foundation of the USA. 2020;31(6):1059-1067. 

244. Kanis JA, Johnell O, De Laet C, et al. A meta-analysis of previous fracture 
and subsequent fracture risk. Bone. 2004;35(2):375-382. 

245. Kanis JA, Johansson H, Odén A, et al. Characteristics of recurrent fractures. 
Osteoporosis international : a journal established as result of cooperation 
between the European Foundation for Osteoporosis and the National 
Osteoporosis Foundation of the USA. 2018;29(8):1747-1757. 

246. Kanis JA, Johansson H, Harvey NC, et al. Adjusting conventional FRAX 
estimates of fracture probability according to the recency of sentinel fractures. 
Osteoporosis international : a journal established as result of cooperation 
between the European Foundation for Osteoporosis and the National 
Osteoporosis Foundation of the USA. 2020;31(10):1817-1828. 

247. Kanis JA, Johansson H, Oden A, et al. A family history of fracture and fracture 
risk: a meta-analysis. Bone. 2004;35(5):1029-1037. 

248. Kanis JA, Johnell O, Oden A, et al. Smoking and fracture risk: A meta-
analysis. Osteoporosis international : a journal established as result of 
cooperation between the European Foundation for Osteoporosis and the 
National Osteoporosis Foundation of the USA. 2005;16(2):155-162. 

249. Kanis JA, Johansson H, Oden A, et al. A meta-analysis of prior corticosteroid 
use and fracture risk. J Bone Miner Res. 2004;19(6):893-899. 

250. Kanis JA, Johansson H, Johnell O, et al. Alcohol intake as a risk factor for 
fracture. Osteoporosis international : a journal established as result of 
cooperation between the European Foundation for Osteoporosis and the 
National Osteoporosis Foundation of the USA. 2005;16(7):737-742. 

251. Vilaca T, Schini M, Harnan S, et al. The risk of hip and non-vertebral fractures 
in type 1 and type 2 diabetes: A systematic review and meta-analysis update. 
Bone. 2020;137:115457-115457. 

252. Bai J, Gao Q, Wang C, Dai J. Diabetes mellitus and risk of low-energy 
fracture: a meta-analysis. Aging Clin Exp Res. 2019;32(11):2173-2186. 

253. Leslie WD, Rubin MR, Schwartz AV, Kanis JA. Type 2 diabetes and bone. J 
Bone Miner Res. 2012;27(11):2231-2237. 

254. Kanis JA, Harvey NC, Cooper C, Johansson H, Odén A, McCloskey EV. A 
systematic review of intervention thresholds based on FRAX : A report 
prepared for the National Osteoporosis Guideline Group and the International 
Osteoporosis Foundation. Archives of osteoporosis. 2016;11(1):25. 

255. Hippisley-Cox J, Coupland C. Derivation and validation of updated QFracture 
algorithm to predict risk of osteoporotic fracture in primary care in the United 
Kingdom: prospective open cohort study. BMJ. 2012;344(7864):495-418. 



 

 173 

256. Kanis JA, Johansson H, Oden A, McCloskey EV. Guidance for the adjustment 
of FRAX according to the dose of glucocorticoids. Osteoporosis international : 
a journal established as result of cooperation between the European 
Foundation for Osteoporosis and the National Osteoporosis Foundation of the 
USA. 2011;22(3):809-816. 

257. Kanis J, McCloskey E, Johansson H, Oden A, Leslie W. FRAX ® with and 
without Bone Mineral Density. Calcified Tissue International. 2012;90(1):1-13. 

258. Fink HA, Milavetz DL, Palermo L, et al. What Proportion of Incident 
Radiographic Vertebral Deformities Is Clinically Diagnosed and Vice Versa? J 
Bone Miner Res. 2005;20(7):1216-1222. 

259. Johansson H, Odén A, McCloskey EV, Kanis JA. Mild morphometric vertebral 
fractures predict vertebral fractures but not non-vertebral fractures. 
Osteoporosis international : a journal established as result of cooperation 
between the European Foundation for Osteoporosis and the National 
Osteoporosis Foundation of the USA. 2013;25(1):235-241. 

260. Buttgereit F, Straub RH, Wehling M, Burmester GR. Glucocorticoids in the 
treatment of rheumatic diseases: An update on the mechanisms of action. 
Arthritis Rheum. 2004;50(11):3408-3417. 

261. van Staa TP, Leufkens HGM, Abenhaim L, Zhang B, Cooper C. Oral 
corticosteroids and fracture risk: relationship to daily and cumulative doses. 
Rheumatology. 2000;39(12):1383-1389. 

262. van Den Brand F, de Boer Y, van Nieuwkerk K, Lissenberg-Witte B, Bouma 
G. Low-dose prednisone increases the risk of adverse events in autoimmune 
hepatitis patients. J Hepatol. 2019;70(s1):E413-E413. 

263. Majumdar SR, Morin SN, Lix LM, Leslie WD. Influence of recency and 
duration of glucocorticoid use on bone mineral density and risk of fractures: 
population-based cohort study. Osteoporosis international : a journal 
established as result of cooperation between the European Foundation for 
Osteoporosis and the National Osteoporosis Foundation of the USA. 
2013;24(9):2493-2498. 

264. Menon KVN, Angulo P, Weston S, Dickson ER, Lindor KD. Bone disease in 
primary biliary cirrhosis: independent indicators and rate of progression. J 
Hepatol. 2001;35(3):316-323. 

265. Wariaghli G, Allali F Fau - El Maghraoui A, El Maghraoui A Fau - Hajjaj-
Hassouni N, Hajjaj-Hassouni N. Osteoporosis in patients with primary biliary 
cirrhosis. Eur J Gastroenterol Hepatol. 2010;22(1473-5687 (Electronic)):1397-
1401. 

266. Schmidt T, Schwinge D, Rolvien T, et al. Th17 cell frequency is associated 
with low bone mass in primary sclerosing cholangitis. J Hepatol. 
2019;70(5):941-953. 

267. Schmidt T, Schmidt C, Strahl A, et al. A System to Determine Risk of 
Osteoporosis in Patients With Autoimmune Hepatitis. Clinical 
Gastroenterology and Hepatology. 2020;18(1):226-233.e223. 

268. Diamond T, Stiel D, Lunzer M, Wilkinson M, Roche J, Posen S. Osteoporosis 
and skeletal fractures in chronic liver disease. Gut. 1990;31(1):82-87. 

269. CC C, SS W, FS J, SD L. - Metabolic bone disease of liver cirrhosis: is it 
parallel to the clinical. D - 8607909. 1996;11(- 0815-9319 (Print)):- 417-421. 

270. Monegal A, Navasa M, Guañabens N, et al. Osteoporosis and Bone Mineral 
Metabolism Disorders in Cirrhotic Patients Referred for Orthotopic Liver 
Transplantation. Calcif Tissue Int. 1997;60(2):148-154. 



 

 174 

271. Ninkovic M, Skingle SJ, Bearcroft PW, Bishop N, Alexander GJ, Compston 
JE. Incidence of vertebral fractures in the first three months after orthotopic 
liver transplantation. Eur J Gastroenterol Hepatol. 2000;12(8):931-935. 

272. Angulo P, Therneau TM, Jorgensen A, et al. Bone disease in patients with 
primary sclerosing cholangitis: prevalence, severity and prediction of 
progression. J Hepatol. 1998;29(5):729-735. 

273. Carey EJ, Balan V, Kremers WK, Hay JE. Osteopenia and osteoporosis in 
patients with end-stage liver disease caused by hepatitis C and alcoholic liver 
disease: Not just a cholestatic problem. Liver Transpl. 2003;9(11):1166-1173. 

274. Sokhi RP, Anantharaju A, Kondaveeti R, Creech SD, Islam KK, Van Thiel DH. 
Bone mineral density among cirrhotic patients awaiting liver transplantation. 
Liver Transpl. 2004;10(5):648-653. 

275. Guichelaar MMJ, Schmoll J, Malinchoc M, Hay JE. Fractures and avascular 
necrosis before and after orthotopic liver transplantation: Long‐term follow‐up 
and predictive factors. Hepatology. 2007;46(4):1198-1207. 

276. Guichelaar MMJ, Kendall R, Malinchoc M, Hay JE. Bone mineral density 
before and after OLT: Long‐term follow‐up and predictive factors. Liver 
Transpl. 2006;12(9):1390-1402. 

277. Schmidt C, Stürznickel J, Strahl A, et al. Bone microarchitecture in patients 
with autoimmune hepatitis. J Bone Miner Res. 2021;36(7):1316-1325. 

278. Kocijan R, Finzel S, Englbrecht M, Engelke K, Rech J, Schett G. Decreased 
Quantity and Quality of the Periarticular and Nonperiarticular Bone in Patients 
With Rheumatoid Arthritis: A Cross‐Sectional HR‐pQCT Study. J Bone Miner 

Res. 2014;29(4):1005-1014. 
279. Leslie WD, Bernstein CN, Leboff MS. AGA technical review on osteoporosis 

in hepatic disorders. Gastroenterology. 2003;125(3):941-966. 
280. Efe C, Kav T, Aydin C, et al. Low Serum Vitamin D Levels Are Associated 

with Severe Histological Features and Poor Response to Therapy in Patients 
with Autoimmune Hepatitis. Dig Dis Sci. 2014;59(12):3035-3042. 

281. Ebadi M, Bhanji RA, Mazurak VC, et al. Severe vitamin D deficiency is a 
prognostic biomarker in autoimmune hepatitis. Alimentary pharmacology & 
therapeutics. 2019;49(2):173-182. 

282. Long MD, Thiny M, Sandler R, Gangarosa L. Bone Health in a Tertiary-Care 
Gastroenterology and Hepatology Population. Digestive Diseases And 
Sciences. 2010;55(8):2263-2269. 

283. Homik J, Suarez-Almazor ME, Shea B, Cranney A, Wells G, Tugwell P. 
Calcium and vitamin D for corticosteroid-induced osteoporosis. Cochrane 
Database Syst Rev. 2000;1998(2):CD000952. 

284. Buckley LM, Leib ES, Cartularo KS, Vacek PM, Cooper SM. Calcium and 
vitamin D3 supplementation prevents bone loss in the spine secondary to low-
dose corticosteroids in patients with rheumatoid arthritis: A randomized, 
double-blind, placebo-controlled trial. Annals of internal medicine. 
1996;125(12):961-968. 

285. Saag KG, Emkey R, Schnitzer TJ, et al. Alendronate for the prevention and 
treatment of glucocorticoid-induced osteoporosis. New England Journal of 
Medicine. 1998;339(5):292-299. 

286. Yamada S, Takagi H, Tsuchiya H, et al. Comparative Studies on Effect of 
Risedronate and Alfacalcidol against Glucocorticoid-Induced Osteoporosis in 
Rheumatoid Arthritic Patients. YAKUGAKU ZASSHI. 2007;127(9):1491-1496. 



 

 175 

287. Hakala M, Kröger H, Valleala H, et al. Once-monthly oral ibandronate 
provides significant improvement in bone mineral density in postmenopausal 
women treated with glucocorticoids for inflammatory rheumatic diseases: a 
12-month, randomized, double-blind, placebo-controlled trial. Scand J 
Rheumatol. 2012;41(4):260-266. 

288. Reid DMP, Devogelaer J-PP, Saag KP, et al. Zoledronic acid and risedronate 
in the prevention and treatment of glucocorticoid-induced osteoporosis 
(HORIZON): a multicentre, double-blind, double-dummy, randomised 
controlled trial. Lancet. 2009;373(9671):1253-1263. 

289. Collier J. Bone disorders in chronic liver disease. In. Vol 46. 
Hoboken2007:1271-1278. 

290. Parés A, Guañabens N. Treatment of bone disorders in liver disease. Journal 
of Hepatology. 2006;45(3):445-453. 

291. Guañabens N, Monegal A, Cerdá D, et al. Randomized trial comparing 
monthly ibandronate and weekly alendronate for osteoporosis in patients with 
primary biliary cirrhosis. Hepatology. 2013;58(6):2070-2078. 

292. Ho OTW, Ng WCA, Ow ZGW, et al. Bisphosphonate therapy after liver 
transplant improves bone mineral density and reduces fracture rates: an 
updated systematic review and meta‐analysis. Transpl Int. 2021;34(8):1386-
1396. 

293. Kornbluth A, Hayes M, Feldman S, et al. Do guidelines matter? 
Implementation of the ACG and AGA osteoporosis screening guidelines in 
inflammatory bowel disease (IBD) patients who meet the guidelines&#039; 
criteria. The American journal of gastroenterology. 2006;101(7):1546. 

294. Prior JC, Langsetmo L, Lentle BC, et al. Ten-year incident osteoporosis-
related fractures in the population-based Canadian Multicentre Osteoporosis 
Study — Comparing site and age-specific risks in women and men. Bone. 
2015;71:237-243. 

295. Harrison L, Hoeroldt B, Dhaliwal H, Wadland E, Dube A, Gleeson D. Long-
term Outcome of Autoimmune Hepatitis: Consecutive Patient Cohort and Data 
on the Second Twenty Years. Dig Liver Dis. 2023. 

296. Gleeson D. Long‐Term Outcomes of Autoimmune Hepatitis. Clinical Liver 
Disease. 2019;14(1):24-28. 

297. Werner M, Wallerstedt S, Lindgren S, et al. Characteristics and long-term 
outcome of patients with autoimmune hepatitis related to the initial treatment 
response. Scandinavian journal of gastroenterology. 2010;45(4):457-467. 

298. Yoshizawa K, Joshita S, Matsumoto A, et al. Incidence and prevalence of 
autoimmune hepatitis in the Ueda area, Japan. Hepatology Research. 
2016;46(9):878-883. 

299. Hanouneh MA, Garber A, Alsuleiman B, et al. Tacrolimous in the 
Management of Difficult-to-Treat Autoimmune Hepatitis. American Journal Of 
Gastroenterology. 2015;110:S882-S882. 

300. Chatur N, Ramji A, Bain VG, et al. Transplant immunosuppressive agents in 
non‐transplant chronic autoimmune hepatitis: the Canadian association for the 
study of liver (CASL) experience with mycophenolate mofetil and tacrolimus. 
Liver International. 2005;25(4):723-727. 

301. Tannous MM, Cheng J, Muniyappa K, et al. Use of tacrolimus in the treatment 
of autoimmune hepatitis: a single centre experience. Alimentary 
pharmacology & therapeutics. 2011;34(3):405. 



 

 176 

302. Efe C, Al Taii H, Ytting H, et al. Tacrolimus and Mycophenolate Mofetil as 
Second-Line Therapies for Pediatric Patients with Autoimmune Hepatitis. Dig 
Dis Sci. 2018;63(5):1348-1354. 

303. Gronbaek L, Otete H, Ban L, et al. Incidence and prevalence of autoimmune 
hepatitis in England 1997-2015. A population-based cohort study. J Hepatol. 
2019;70(s1):E394-E394. 

304. Pape S, Gevers TJG, Vrolijk JM, et al. Rapid Response to Treatment of 
Autoimmune Hepatitis Associated With Remission at 6 and 12 Months. 
Clinical Gastroenterology and Hepatology. 2020;18(7):1609-1617.e1604. 

305. Mack CL, Adams D, Assis DN, et al. Diagnosis and management of 
autoimmune hepatitis in adults and children: 2019 practice guidance and 
guidelines from the American Association for the study of liver diseases. 
Hepatology (Baltimore, Md). 2019. 

306. Laschtowitz A, Zachou K, Lygoura V, et al. Histological activity despite normal 
ALT and IgG serum levels in patients with autoimmune hepatitis and cirrhosis. 
JHEP REPORTS. 2021;3(4):100321-100321. 

307. McKay A, Pantoja C, Hall R, Matthews S, Spalding P, Banerjee R. Patient 
understanding and experience of non-invasive imaging diagnostic techniques 
and the liver patient pathway. Journal of patient-reported outcomes. 
2021;5(1):89-89. 

308. van den Brand FF, Snijders RJALM, de Boer YS, et al. Drug withdrawal in 
patients with autoimmune hepatitis in long-term histological remission: A 
prospective observational study. Eur J Intern Med. 2021;90:30-36. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 177 

 


	List of Tables
	List of Figures
	Abbreviations
	1 Introduction
	1.1.1 Presenting features and diagnosis
	1.1.2 Treatment
	1.1.2.1 Induction of remission
	1.1.2.2 Maintenance treatment
	1.1.2.2.1 Maintenance of remission with Azathioprine monotherapy: metabolite monitoring

	1.1.2.3 Side-effects of standard treatment
	1.1.2.3.1 Prednisolone and Budesonide
	1.1.2.3.2 Azathioprine


	1.1.3 Optimising use of Azathioprine
	1.1.3.1 Using an increased dose of Azathioprine
	1.1.3.2 Metabolite monitoring to optimise therapeutic effect

	1.1.4 Second- and third-line immunosuppressive agents
	1.1.4.1 Mycophenolate mofetil
	1.1.4.2 Calcineurin inhibitors
	1.1.4.3 Other immunosuppressive agents

	1.1.5 Non-invasive Fibrosis Assessment
	1.1.5.1 Vibration-Controlled Transient Elastography (VCTE) (Fibroscan)
	1.1.5.2 Acoustic Radiation Force Impulse (ARFI) Scanning
	1.1.5.3 Magnetic Resonance Elastography (MRE)

	1.1.6 Long-term outcome
	1.1.7 Immunosuppression withdrawal
	1.1.8 Conclusion

	2 Aims and objectives
	3 Systematic Review: stopping immunosuppressive treatment in autoimmune hepatitis (AIH): is it justified (and in whom and when)?
	3.1 Introduction
	3.2 Methods
	3.3 Results
	3.3.1 Immunosuppression treatment withdrawal in AIH:
	3.3.1.1 (a) Overview
	3.3.1.2 Factors Associated with Relapse (Table 3.2)
	3.3.1.3 Consequences of Relapse
	3.3.1.4  Response to retreatment and to second withdrawal

	3.3.2 Options for continuing IST in AIH
	3.3.3 Adverse effects of long-term immunosuppression treatment
	3.3.4 Implications for management
	3.3.5  Long-term monitoring and assessment of fibrosis

	3.4 Summary and conclusions

	4 Role of metabolite monitoring in AIH
	4.1 Introduction
	4.2 Patients and Methods
	4.2.1 Study population and treatment
	4.2.2 Histological assessments
	4.2.3 Statistical analysis
	4.2.4 Ethics

	4.3 Results:
	4.3.1 Summary of patient characteristics
	4.3.2 Effect of Azathioprine dose increase
	4.3.3 Reason for Azathioprine dose reductions
	4.3.4 Biochemical and histological remission rates

	4.4 Conclusions

	5 Role of Fibroscan in AIH: a Pilot Study
	5.1 Introduction
	5.2 Methods
	5.2.1 Patients
	5.2.2 Diagnostic criteria
	5.2.3 Stable biochemical remission
	5.2.4 Transient elastography
	5.2.5 Liver histology
	5.2.6 Data analysis
	5.2.7 Ethics

	5.3 Results
	5.4 Discussion

	6 Bone Health in AIH
	6.1 Introduction
	6.1.1 Osteoporosis definition and mechanism
	6.1.2 Fracture risk assessment tools: FRAX
	6.1.3 Glucocorticoid induced osteoporosis mechanism:
	6.1.4 Fracture risk in autoimmune hepatitis
	6.1.5 Prevention and treatment of osteoporosis

	6.2 Patients and Methods
	6.2.1 Study population and treatments
	6.2.2 DEXA scan and FRAX calculation
	6.2.3 Statistical analysis
	6.2.4 Ethics

	6.3 Results
	6.3.1 Baseline characteristics
	6.3.2 Trends in DEXA results
	6.3.3 New fractures in AIH patients
	6.3.4 Factors associated with fracture rate

	6.4 Conclusions

	7 Long-term Outcome of Autoimmune Hepatitis: Consecutive Patient Cohort and Data on the Second Twenty Years
	7.1 Introduction
	7.2 Patients and Methods
	7.3 Statistical Analyses
	7.4 Ethics approval statement.
	7.5 Results:
	7.6 Discussion

	8 Discussion
	9 Appendices
	9.1 NOGG guidelines
	9.2 Supplementary tables (see Chapter 4)
	9.3 Metabolic bone questionnaire

	10 References

