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 Scope: first EASL CPG specifically dedicated to sclerosing cholangitis,
not only PSC but also secondary sclerosing cholangitis including IgG4 related
cholangitis (IRC), sclerosing cholangitis of the critically ill patients (SC-CIP) and 
those with ABCB4 deficiency

 Increased attention to:
 Pediatric issues
 Quality of life, patient perspectives and delivery of care
 Specificities of liver transplantation for PSC
 Management of IBD associated with PSC
 Participation in clinical studies Slide courtesy Olivier CHAZOUILLERES, ILC 2022

What’s New in these CPG ? (vs 2009 EASL guidelines)



What’s New in these CPG ? (vs 2009 EASL guidelines)

 Emerging role of non-invasive tests for staging and prognosis

 Detailed recommendations on the diagnosis and treatment of hepatobiliary
malignancy

 Definition of biliary strictures (in collaboration with AASLD and iPSCsg) and 
strong recommendations on endoscopic intervention

 Recognized role of bezafibrate in the treatment of cholestatic pruritus

Slide courtesy Olivier CHAZOUILLERES, ILC 2022



What has NOT markedly changed ? (vs 2009 EASL guidelines)

 Diagnosis:
« In adult patients presenting with elevated serum markers of cholestasis, a 
diagnosis of large duct PSC should be made in the presence of typical findings of 
sclerosing cholangitis on high-quality cholangiography and after exclusion of 
secondary causes. The preferred diagnostic test is MRCP.”

 Still unclear role for UDCA:
« UDCA at doses of 15-20 mg/kg/d can be given since it may improve serum liver 
tests and surrogate markers of prognosis. Available data does not allow for a 
firmer recommendation ” (weak recommendation) 

Slide courtesy Olivier CHAZOUILLERES, ILC 2022



Use of UDCA possible

• UDCA (up to 20mg/kg) usually allowed in clinical studies (60-80%) – stratification
• Depending on ALP inclusion citeria – selection for UDCA non-responder



No role for liver biopsy in clinical routine

• Discrepancy to current clinical studies with biopsy-driven endpoints
• Most studies allow historical biopsies (up to 6 months)



Management of pruritus

• Most studies allow stable fibrate dose
• Implications for IBAT inhibitor studies?



Definition of strictures & cholangitis
• Relevant / high grade (dominant) stricture ~ 45% of people with PSC

Fung & Tabibian, Liver Res 2019

EASL CPG, J Hepatol 2022

AASLD PG, Hepatology 2023

Dominant stricture (ERCP): 

 right/left hepatic main duct ≤ 1 mm

 CBD ≤ 1.5 mm, 

 



Definition of strictures & cholangitis
• Relevant / high grade (dominant) stricture ~ 45% of people with PSC

– Historically dominant stenosis were often an exclusion criterium
– Strictures anticipated to require endoscopic treatment usually excluded

• Bacterial cholangitis – broad range, poorly defined, no universal consensus
– Current / recent cholangitis episode an exclusion criterium
– 40% of people with PSC experience this complication during the disease course
– 6% at diagnosis of PSC
– Most common PSC-related clinical event in recent SIM trial observed in 13% of patients 

over a median follow-up of 23 months

EASL CPG, J Hepatol 2022
AASLD PG, Hepatology 2023



IBD

• Most studies still do not yet clearly define PSC-IBD
• IBD a safety but not an efficacy issue

– Restriction to mild and well controlled IBD 
• Potential for one stop shopping for some group of drugs?

• Management of IBD in patients with PSC is similar to that in those without 
PSC
– Stable biologics etc usually allowed



Enrichement of study populations

• Use of NITs
• Enrichement for more advanced patients reaching clinically relevant 

endpoints?

Corpechot et al., Gastroenterology 2014Trauner et al., BMC Gastro 2023



Follow-up and risk stratification









Implementing Recent Treatment Guidelines                                     
for PSC Clinical Trial Enrollment – Take Home

• Participation in clinical trials explicitly encouraged

• More liberal use of UDCA may impact on study populations

(in North America, also in Europe?)

• Baseline liver biopsy remains a hurdle to pass

• Better implementation of NITs for risk stratification in clinical practice

may further facilitate enrichement of study populations



Thank you for
your attention! 

michael.trauner@meduniwien.ac.at
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