Liver Disease & Hepatitis Program

Autoimmune Hepatitis (AlH)
Cave Sheel

AlIH Treatment Medications

Azathioprine is commonly used as first-line
maintenance therapy once liver function tests (LFTs)
have stabilized with corticosteroid treatment.

Thiopurine methyltransferase (TPMT) enzyme
tivity should alw. e essed prior to

initiation. If activity is normal, treatment is typically
started at a low dose (e.g., 25mg once daily) and
gradually increased under the guidance of a Liver Clinic
specialist. A complete blood count (CBC) with
differential should be checked approximately two
weeks after initiation and following any dose
adjustments. Clinicians should monitor for signs of
bone marrow suppression, including anemia,
neutropenia, and thrombocytopenia. Other potential
serious adverse effects include pancreatitis, hepatitis,
and alopecia.

Budesonide may be used to help reduce side effects
associated with prednisone or methylprednisolone. It
can be used concurrently with systemic corticosteroids
or as an alternative, although it is generally less
effective for inducing remission. Budesonide should
not be used in patients with decompensated cirrhosis
or acute severe autoimmune hepatitis.

Mycophenolate is typically used as a second- or third-
line treatment when azathioprine or tacrolimus are not

tolerated. Therapy is generally initiated at a low dose
(e.g., 500mg twice daily) and titrated under the
guidance of a Liver Clinic specialist. A CBC with
differential should be checked approximately two
weeks after initiation and after each dose adjustment.
Patients should be monitored for neutropenia and other
signs of bone marrow suppression.

Prednisone, Prednisolone, Methylprednisolone are
corticosteroids commonly used to induce remission,
both at the start of treatment and during disease flares,
with tapering schedules individualized to the patient.
They may sometimes be used as stand-alone therapy
when other medications are not tolerated.
Methylprednisolone (or prednisolone) is preferred
when bilirubin levels are elevated.

Tacrolimus is typically used as a second-line
treatment when azathioprine is not tolerated or causes
bone marrow suppression. Therapy is generally
initiated at a low dose (e.g., 0.5mg twice daily) and
titrated under the guidance of a Liver Clinic specialist.
Creatinine, LFTs, and tacrolimus trough levels should
be monitored approximately two weeks after initiation
and following any dose adjustments. Patients should
be closely monitored for signs of impaired kidney
function.

Consult a liver clinic specialist for evaluation and management of autoimmune hepatitis flares, particularly when
alanine aminotransferase (ALT) levels exceed 80 U/L. Draw IgG if a flare is suspected.

Routine Laboratory Monitoring for AIH Once Disease Is Controlled:

Azathioprine: CBC with differential & LFTs every 3
months once on a stable dose.

Mycophenolate: CBC with differential & LFTs every 3
months once on a stable dose.
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Prednisone, Methylprednisolone, or Budesonide
(monotherapy): LFTs every 6 months once on a stable
dose.

Tacrolimus: LFTs, serum creatinine, & 12-hour
tacrolimus trough level every 3 months once on a
stable dose.



Liver Disease & Hepatitis Program

AlIH Treatment & General Guidelines

AIH Medication

Labs While
Adjusting Dose

Routine Labs on
Stable Dose

Common Side
Effects (SE)

More Serious SE

Used as first line treatment
once LFT are controlled with
steroids. Get TPMT enzyme
activity test before starting,
then if normal, start at low dose
(25mg qd) & titrate up per

Liver Clinic Specialist.

2 weeks after start &
after every dose
change.

Titration based on
LFT.

Max dose is 1-
1.5mg/kg/day.

LFT q 3 months

Watch for anemia,
neutropenia, &
bone marrow
suppression

(can happen even
after long-term
tolerance).

Nausea, vomiting,
headache, myalgia,
skin rashes, alopecia

Prednisone LFT 1-3 weeks after | LFT q 6 months Irritation, mood Osteoporosis, cataracts,
each dose change, changes, depression, | ulcers*,
Used to induce remission more often if acute weight gain, immunosuppression
w/individualize .taperlng Tapering done based fluid retention, treatment to prevent
schedule. Sometimes used as on LFT. Tapering hyperglycemia stomach irritation:
stand-alone treatment if other should be slower as Famotidine, PPI, or
meds are not tolerated. doses get lower. *Consider med to Maalox 10ml
. help with sleep .
Methylprednisolone (or . See osteoporosis
. . General guidance: prevention and treatment
prednisolone) is preferred when | At 10mg taper page 4 ’
the bilirubin is elevated. should be Img per '
month, sometimes
slower once dose is
at Smg.
Methylprednisolone or LFT 1-3 weeks after | LFT q 6 months Irritation, mood Osteoporosis, cataracts,
Prednisolone each dose change, changes, depression, | ulcers*,
more often if acute weight gain, immunosuppression
Used when the bilirubin is AIH. puffiness, increased ) ]
elevated. Used to induce appetite, insomnia*, *Consider prophylactic
remission (initially & for flares) Tapering done based fluid retention, treatmen.t t? pljewi:nt
on LFT. Tapering hyperglycemia stomach irritation:
with individualized tapering should be slower as Famotidine, PPI, or
schedule. doses get lower. *Consider med to Maalox 10ml
. help with sleep See osteoporosis
Generally transition .
to prednisone once prevention and treatment,
methylprednisolone page 4.
dose is tapered to
10mg.
Anemia, neutropenia*,
Azathioprine CBC w/Diff & LFT | CBC w/Diff & thrombocytopenia,

pancreatitis, hepatitis,
increased risk of
malignancy including
lymphoma, skin cancers
& other malignancies,
immunosuppression.
*Watch WBC/ANC,
contact Liver Clinic if ANC
<1.5.

Hold if ANC< 1.0
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AIH Medications (Continued)

Labs While
Adjusting Dose

Routine Labs
Once on Stable

Common Side
Effects (SE)

More Serious SE

Tacrolimus

CMP & 12-hour
tacrolimus trough

Dose

LFT, creatinine, &
12-hour tacrolimus

Night sweats, fatigue,
weight loss, diarrhea,

Impaired kidney function,
immunosuppression,

Second or third line treatment,
if azathioprine or tacrolimus are
not tolerated or not

recommended.

Start at low dose (500mg BID)
& titrate up per Liver Clinic

Specialist.

2 weeks after start &
after every dose
change

Watch for anemia,
neutropenia, & bone

Marrow suppression.

Max dose 1g BID

LFT q 3 months

vomiting,
hypertension, fever,
leukopenia,
headache, abdominal
pain, UTI,
constipation.

Usually second line treatment if | |evel 2 weeks after trough level q 3 constipation, diabetes, and rare risk of
azathioprine is not tolerated or | start & after every months headache, lymphoma.
dose change hypertension,
causes bone marrow o
) photosensitivity.
suppression. Goal: Tacrolimus
level 3-7, titrating to
Start at low dose (0.5mg BID) E(l):t:r[nahzatlon of
& titrate up per Liver Clinic
Specialist. Watch creatinine &
tacrolimus levels.
Mycophenolate LFT & CBC w/Diff, | CBC w/Diff & Diarrhea, nausea, Anemia, neutropenia,

immunosuppression.

Budesonide

Used when trying to decrease
side effects from prednisone or
methylprednisolone. Used
concurrently or as a substitute,
although not as good for
inducing remission. DO NOT
USE in decompensated
cirrhosis or acute severe AIH.
Start at 3mg qd & titrate to

normalization of LFT.

LFT 1-3 weeks after
each dose change

Max dose is 9mg

LFT q 6 months

Generally less SE
than pred/mpred.

Irritation, mood
changes, depression,
weight gain,
puffiness, increased
appetite, insomnia*,
fluid retention,
hyperglycemia.

*Consider med to
help with sleep

Generally less SE than
pred/mpred.

Osteoporosis, cataracts,
ulcers*,
immunosuppression.

*Consider prophylactic
treatment to prevent
stomach irritation:
Famotidine, PPI, or
Maalox 10ml

See osteoporosis
prevention & treatments,
page 4.
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Osteoporosis Prevention & Treatment for Patients Taking Glucocorticoids:

Post-menopausal women and anyone who has osteopenia on DEXA scan should be prescribed calcium
1200mg (calcium carbonate) or 1250mg (calcium citrate) and vitamin D3 600 to 800 IU daily (or in divided
doses). Calcium carbonate is best taken with meals; calcium citrate is best absorbed in fasting state. Calcium
carbonate is poorly absorbed with PPIs or H2 blockers.

Persons with osteoporosis on DEXA scan should receive oral bisphosphonate: alendronate 70mg weekly or
10mg daily; or zoledronic acid 5mg IV annually; or denosumab 60mg SC g6m. Reassess need g5y.

Other Tests

o DEXA scan every 2 to 3 years if on long-term steroids.
o AFP and RUQ every 6 months for those with cirrhosis.

Liver Clinic Follow-Up

See yearly, unless otherwise indicated. Patients should have baseline FibroScan. Those with FO-F2 fibrosis
should have a repeat FibroScan every 3 years to assess fibrosis progression/regression. Those with F3-F4
fibrosis should have repeat FibroScan in 1 year.

Questions or Concerns?

For clinical questions or support:

Liver Disease and Hepatitis Program

t. (907) 729-1560 — Request to speak with a provider or nurse

Additional information and treatment resources:

@ www.anthc.org/hep
For more detailed information, see the AASLD AIH Practice Guidelines:

www.aasld.org/practice-guidelines/management-autoimmune-hepatitis

Last Modified: 03/2026
Alyssa Williams, Program Coordinator
Liver Clinic & Hepatitis Program
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