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Abstract 

Annually increasing quantity of liver transplants and the growing 

population of long-survived recipients determine the relevance of late 

allograft dysfunction study. Variety of morphological and functional 

disorders of the transplanted liver complicates their timely diagnostics. 

Moreover, in some patients, serious graft damage may proceed for a long 

time without clinical manifestations and laboratory abnormalities. 

The review summarizes the structure, prevalence, risk factors and 

prognostic value of different liver allograft pathology determined by 

histological examination in the long term after transplantation. 
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AIH, autoimmune hepatitis 

ALD, alcoholic liver disease 

AMR, antibody-mediated rejection 

AMA, antimitochondrial antibodies 

BMI, body mass index 

CR, chronic rejection 

DAA, direct acting antiviral 

DSA+, donor-specific antibodies 

HCC, hepatocellular carcinoma 

IPTH, idiopathic post-transplant hepatitis 

LC, liver cirrhosis 

LFT, liver function test 

LT, liver transplantation 

MAGFD, Metabolically Associated Graft Fatty Disease 

NAFLD, non-alcoholic fatty liver disease 

NASH, non-alcoholic steatohepatitis 

PBC, primary biliary cholangitis 

PLTR, pediatric liver transplant recipient 

PSC, primary sclerosing cholangitis 

PTMS, post-transplant metabolic syndrome 

re-LT, liver retransplantation 

TE, transient elastography 

 



Introduction 

Liver transplantation (LT) is the only radical treatment for patients 

with end-stage diffuse liver disease and fulminant liver failure. Currently, 

the 10-year survival rate for adult recipients in most countries reaches 

70% [1, 2]. Despite the undoubted successes of transplantation in recent 

decades, the risk of dying among transplant recipients under the age of 75 

years who survived the first year after transplantation is 5.8 times higher 

than that compared with the general population [3]. The structure of 

morbidity and mortality in liver transplant recipients has changed 

significantly over the recent three decades. These changes are due to 

advances in the treatment of viral hepatitis B and C and an increase in the 

proportion of patients requiring LT for the end-stage fatty liver disease in 

the context of obesity epidemic [4]. 

Mortality in the late post-transplant period can be associated with 

graft pathology and also with extrahepatic causes (infections, 

cardiovascular diseases, renal failure, malignant neoplasms). Usually 

graft pathology is clinically manifested by episodes of the so-called "late 

graft dysfunction". 

From a clinical point of view, the graft dysfunction is a 

consequence of recurrent or newly appeared (de novo) graft diseases, 

rejection, or "idiopathic chronic inflammation". From a histological point 

of view, several variants of graft pathology can be distinguished, such as 

fatty disease (steatosis, steatohepatitis), chronic hepatitis, loss of bile 

ducts due to immune or ischemic damage, and, as a result, fibrosis and 

cirrhosis of the graft. All these processes can proceed both with increases 

in the activity of liver enzymes and the bilirubin level, and with normal or 

subnormal values in the liver function test (LFT) results. 

At the end of the last century, the so-called protocol-based graft 

biopsies became widespread in clinical transplantation. On the basis of 



regular histological studies performed at regular intervals, the natural 

course of the post-transplant period and the response to the therapy for 

rejection were studied; and early diagnosis of the graft disease recurrence 

was made. The experience gained from those studies led to several 

conclusions. 

Serious histological changes in grafts received by recipients many 

years before the study may not have been accompanied by clinical 

manifestations of graft dysfunction and/or abnormal liver function tests. 

Protocol-based liver biopsies performed in recipients with normal liver 

tests several years after LT may reveal latent diseases such as 

autoimmune disease recurrence, progressive fibrosis, chronic rejection, or 

non-alcoholic fatty liver disease (NAFLD). Early detection of graft 

damage allows better control of the adequacy of immunosuppressive 

therapy, avoiding its redundancy or insufficiency, which leads to 

increases in the graft and recipients survival rates. Latent processes such 

as idiopathic post-transplant hepatitis (IPTH), nodular regenerative 

hyperplasia, perisinusoidal fibrosis, sinusoidal dilatation, granulomatosis, 

and graft peliosis have been described. 

The aim was to summarize the available literature data on the liver 

graft pathology in the late post-transplant period in recipients with normal 

and altered liver function test results. 

 

Allograft fatty disease 

Non-alcoholic fatty liver disease (NAFLD) is the indication for LT 

worldwide that is fastest growing and promises to become a major 

indication in the near future. At the time of writing this review, the 

problem of NAFLD as a cause of liver cirrhosis (LC) in Russia was less 

relevant than in Europe and North America. The most frequent causes 

leading to LT continue to be end-stage viral hepatitis and hepatocellular 



cancer (HCC). However, non-alcoholic steatohepatitis (NASH) is the 

leading cause of HCC without cirrhosis, and thus leads to an increase in 

the pool of potential recipients. 

Liver transplant recipients (regardless of the cause leading to LT) 

are predisposed to the development of post-transplant metabolic 

syndrome (PTMS) and metabolic-associated graft fatty disease 

(MAGFD). It is assumed that the main mechanism for the development of 

MAGFD is associated with insulin resistance. Risk factors for PTMS and 

MAGFD include obesity, diabetes mellitus, hyperlipidemia, arterial 

hypertension, alcohol abuse, and donor organ steatosis [5, 6]. Due to the 

side effects of immunosuppressive drugs (calcineurin inhibitors, 

glucocorticosteroids) and also concomitant components of PTMS, 

transplant recipients are at risk of de novo NAFLD/MAGFD [6]. Those 

recipients who have been operated on for NAFLD are particularly at risk 

of disease recurrence [7]. 

There are a number of reports, according to which the incidence of 

graft NAFLD (both recurrent and de novo) is high. Unfortunately, the true 

extent of this problem remains unclear. Most of the existing evidence 

comes from single-centre retrospective studies with diverse inclusion and 

exclusion criteria and different time frames for evaluating outcomes [6, 8–

10]. Liver biopsy remains the "gold standard" for diagnosis. Thus, a group 

of researchers from the Mayo Clinic (Rochester, USA; 2019) analyzed the 

outcomes of 588 LT performed in 1999–2006. [11]. After 10 years of 

follow-up, graft steatosis developed in 78% of transplant recipients for 

NAFLD and in 45% for causes unrelated to NAFLD. In another study, 

among recipients with recurrent NAFLD diagnosed by non-invasive 

methods, a histological examination performed 3–5 years after living donor 

LT revealed NASH accompanied by grade 1–2 fibrosis in 35% [12]. 



A meta-analysis has recently been published covering 17 

retrospective studies including 2378 patients. Seven studies assessed the 

recurrence rate of NAFLD/NASH, three assessed the incidence of de 

novo NAFLD/NASH, and 7 studies assessed both variants of NAFLD. 

The recurrence rate of NAFLD at 1 and 3 years, and after 5 years or more 

was 59%, 57%, and 82%, respectively; the incidence of NAFLD de novo 

made 67%, 40%, and 78%. NASH recurrence rates at 1, 3 years, and after 

5 years or more were 53%, 57%, and 38%; the incidence of NASH de 

novo was 13%, 16% and 17%, respectively. The most significant risk 

factors for the development of steatosis and graft steatohepatitis were 

body mass index (BMI) and hyperlipidemia [13]. Both of these factors 

are referred to modifiable. Clinicians should focus on correcting the body 

weight and dyslipidemia, which are common in liver transplant 

recipients. Despite marked differences in inclusion and exclusion criteria, 

and the duration of follow-up across studies, the recurrence of both 

NAFLD and NASH was observed in more than half of all recipients from 

the first year after LT. Of particular concern is the fact that the incidence 

of NAFLD de novo after LT was also extremely high, with a 5-year 

incidence of 78%. 

Another meta-analysis examined only NAFLD that developed de 

novo [14]. The analysis covered 12 studies including 2166 subjects. In all 

cases, the diagnosis was based on histological examination of the liver 

tissue. The incidence of NAFLD de novo was 26% (95% CI [20;31]%), 

and that of NASH was only 2% (95% CI [0;3]%). The highest incidence 

of NAFLD de novo was found in the recipients who underwent LT for 

alcoholic cirrhosis (37%) and cryptogenic cirrhosis (35%), as well as in 

the recipients who took tacrolimus (26%). Meanwhile, the risks of 

developing NAFLD were comparable between the recipients taking 

tacrolimus or cyclosporine. 



The proportion of patients with cryptogenic cirrhosis among 

patients waiting for LT is still quite high [1, 2]. Cryptogenic cirrhosis 

appears to be mostly undiagnosed alcoholic cirrhosis, the outcome of 

autoimmune hepatitis and "burnt-out" NASH [15]. The etiological 

structure of cryptogenic cirrhosis remains unspecified. If a graft 

pathology that is not associated with acquired infections, ischemia, or 

immunosuppression deficiency is detected, one can indirectly judge, 

which particular disease relapse is in question. 

Despite the significant number of recipients included in the meta-

analyses, the authors have emphasized their low evidentiary value due to 

high heterogeneity of studies. There are no common criteria for 

diagnosing NAFLD, NASH, the severity of fatty hepatosis and its 

characteristics (large droplet, small droplet). 

The researchers from France studied the impact of histological 

signs of liver graft damage on the quality of life of recipients at 10 years 

after LT. Seventy two recipients were examined. Graft fibrosis was found 

in 38 (53%) of them, with 9 (13%) having severe fibrosis (F3) or cirrhosis 

of the graft. Steatosis was found in one third of the recipients, 

predominantly the large-droplet one, with a mean lesion of 19±17% of 

the graft parenchyma, and was associated with a worse quality of life 

according to several questionnaire assessments. Recipients with evidence 

of graft steatosis had a higher incidence of fibrosis than recipients without 

evidence of graft fatty disease [16]. 

Steatosis and steatohepatitis are more common in recipients who 

return to alcohol abuse compared to recipients who have abstained from 

alcohol after LT [17–20]. However, steatosis and steatohepatitis are not 

specific signs of alcohol use; their presence in recipients who do not drink 

alcohol may be associated with PTMS, rather than with unrecognized 

alcohol intoxication. In any case, evidence of liver graft steatosis or 



steatohepatitis on histological examination should alert the clinician to a 

more thorough search for a return to alcohol abuse. 

 

Chronic hepatitis 

Chronic hepatitis in a transplanted liver is the same typical 

pathological process as the fatty disease. It can be caused by viral and 

immune-mediated (auto- and alloimmune) diseases. The lack of adequate 

prevention of HBV infection after LT can lead to the virus reactivation in 

the donor liver during immunosuppressive therapy [21]. Until recently, an 

important cause of the development of various pathological processes in a 

liver graft was hepatitis C, which made a significant contribution to the 

structure of the graft pathology and the mortality of recipients. With the 

introduction of direct-acting antivirals (DAAs) into routine clinical 

practice, the proportion of patients with recurrent hepatitis C after LT is 

steadily decreasing due to the infection eradication at the preoperative 

stage. And the few cases of recurrent hepatitis C that still occur in liver 

transplant recipients are usually cured in the early post-transplant period. 

However, the impact of long-term HCV infection on graft status 

(especially the severity of fibrosis) in recipients who were operated on in 

the era before the widespread introduction of DAAs into routine practice 

has not been studied well enough. In some cases, against the background 

of immunosuppressive therapy in HCV infection, the formation of 

antibodies is slowed down. Differential diagnosis of graft dysfunction at 

various times after LT should include mandatory determination of HCV 

RNA [22]. Сhronic hepatitis E is the most difficult diagnostic problem 

among chronic viral hepatites of transplanted liver [23]. The lack of 

commercially available test systems for determining the HEV genome in 

blood and tissues does not allow routine detection of the virus in liver 



transplant recipients with clinical and histological presentation of chronic 

hepatitis. There are no specific histological features of this infection. 

IPTH is a generalized term for otherwise unexplained portal and/or 

lobular inflammation in a liver graft. The main features of IPTH include 

predominantly mononuclear (lymphocytes, histiocytes, and plasma cells) 

portal inflammatory infiltrates, without bile duct injury or portal venulitis. 

These changes may be accompanied by interstitial or intralobular 

inflammation with focal or multilobular hepatic necrosis of varying 

severity [24]. 

Although the term "idiopathic" implies that the cause is 

unspecified, there is growing evidence to suggest that many cases of 

IPTH represent an immune response. Most recipients with IPTH have 

auto- and/or allo-antibodies that interact with the donor's hepatocytes 

and/or cholangiocytes. More than a quarter of recipients with severe 

portal inflammation have anti-nuclear antibodies and/or anti-smooth-

muscle antibodies in their blood [25]. These recipients have a history of 

cellular rejection episodes; signs of acute or chronic rejection may be 

detected by a careful histological examination. In addition, in those 

recipients who receive maintenance doses of glucocorticosteroids, the 

inflammation and fibrosis are less pronounced, suggesting that IPTH may 

be a chronic slowly developing rejection that occurs under the mask of 

hepatitis [26–28]. 

An intermediate conclusion in the discussion about the causes of the 

IPTH development was drawn by a working group of Banff experts who 

published in 2016 a consensus opinion on the results of the work of XI, XII 

and XIII conferences dedicated to the discussion of antibody-mediated 

rejection (AMR) [28]. “Most cases of IPTH are currently classified as late 

T-cell rejection and/or chronic AMR in patients who have donor-specific 

antibodies (DSA+)”. It is important to note that the expert community has 



introduced some uniformity in the terminology used to describe the 

processes associated with liver graft rejection (Table). 

 

Table. Updated terminology [29] 

Outdated terminology New (preferred) terminology 
Humoral rejection Antibody mediated rejection 
(Acute) cellular rejection T cell-mediated rejection 
Autoimmune hepatitis de novo Plasma cell hepatitis Plasmocytic (plasma cell) rejection 

 

Many authors have noted an association between donor anti-HLA 

DSA and progressive fibrosis leading to a graft dysfunction and loss [30-

33]. Researchers from Germany have recently published the results of an 

analysis that included all patients who referred for care after LT 

performed from 1989 to 2016. Recipient and donor HLA antibody (DSA) 

studies were performed in 291 and 271 recipients, respectively. The 

authors found that the presence of antibodies against HLA and DSA 

correlated with histological signs of inflammation (OR: 4.43; 95% CI 

[1.67;12.6]; p=0.0035), aminotransferase activity, but not with the 

severity of graft fibrosis. [34]. In contrast, Italian investigators could not 

confirm a correlation between DSA and liver graft inflammation or 

fibrosis in a retrospective analysis of 134 liver biopsies obtained from 94 

recipients. The frequency of DSA detection depended on the time elapsed 

since the moment of LT. DSAs were detected within 1 to 3 years in 1 

recipient (7%), within 4 to 9 years in 5 recipients (36%); and after 10 

years and more in 8 recipients (57%) [35].  

Researchers from Kyoto (Japan) analyzed the results of protocol-

based liver graft biopsies at 5–20 years after LT in pediatric liver 

transplant recipients (PLTRs) [36]. The authors found a significant 

correlation between DSA and fibrosis of stage 3 and 4. Meanwhile, the 



severity of inflammation in the previous biopsy samples in recipients with 

DSA was significantly higher than in those without DSA. Meantime, 

studies conducted at the Mayo Clinic (USA) showed that inflammation in 

patients with DSA does not differ in severity from that in patients without 

DSA [37], and T-cell alloreactivity in liver transplant recipients is 

reduced, regardless of the DSA presence in them [37]. Finally, M. Vij et 

al. (2022) published a detailed review on IPTH and graft fibrosis as a 

consequence of sluggish AMR [24]. 

There have been reports to the contrary. Thus, a group of 

investigators from Barcelona have recently published the results of the 

analysis of biopsies and transcriptomic profile of liver tissue obtained 

from adult recipients followed-up for more than 10 years. Recipients with 

recurrent liver disease, biliary or vascular complications, chronic 

rejection, and LFT abnormalities were excluded from the study. The most 

commonly observed pathological pattern was portal inflammation with 

varying degrees of fibrosis, present in 67% of biopsies. Meantime, the 

liver tissue gene expression profile in a large proportion of these patients 

resembled the T-cell mediated rejection profile. Samples with the highest 

levels of expression of rejection-associated genes were associated with 

progressive liver damage upon follow-up. The fact that the gene modules 

that correlated with portal inflammation and interstitial hepatitis activity 

were characteristic of the liver T cell-mediated rejection transcriptome 

may argue against a significant role of AMR in the development of IPTH. 

Most of the patients included in this study received very low doses of 

immunosuppressive therapy [25]. This publication raises the question of 

the place of non-specific and clinically often ignored histological findings 

as signs of subclinical rejection, suggesting essentially a new disease of 

the late post-transplant period. The recognition of subclinical rejection as 



a widespread and clinically significant condition forces us to reconsider 

the attitude towards the adequacy of modern immunosuppressive therapy. 

G. Mells et al. (2009) retrospectively analyzed the results of 

protocol-based biopsies performed in adult recipients with normal LFT 

[38]. The authors compared the incidence of chronic hepatitis in 

recipients who underwent LT for alcoholic liver disease (ALD), on the 

one hand (60 patients), and autoimmune hepatitis (AIH; 28 patients) or 

primary biliary cholangitis (PBC; 147 patients), on the other. The median 

follow-up after LT was 2–3 years. Idiopathic post-transplant hepatitis was 

observed in 28%, 18% and 34% of cases of ALD, AIH, and PBC, 

respectively. Fibrosis was present in 65% of ALD with IPTH cases (18% 

of all ALD cases), in 60% of AIH with IPTH cases (11% of all AIH 

cases), and in 63% of PBC cases with IPTH (24% of all PBC cases). 

Interestingly, chronic hepatitis was equally common in recipients who 

underwent LT for immune-mediated diseases (AIH and PBC) and in 

recipients who underwent LT for a non-immune-mediated disease (ALD). 

In this cohort of patients with normal LFT, normal or nearly normal liver 

histology was reported in 30%, 29%, and 24% of cases of ALD, AIH, and 

PBC, respectively. 

The recurrence of AIH after LT is observed in 17–42% of patients 

[39, 40]. Autoantibodies in the recipient blood usually persist for a long 

time after LT. The histological presentation of AIH resembles acute 

cellular rejection; the treatment of both diseases involves increased 

immunosuppression. Prior to the advent of modern DAAs, recurrent AIH 

was the third most common (after recurrence of hepatitis C and primary 

sclerosing cholangitis (PSC)) cause of graft loss among all recurrent liver 

diseases [41]. Meanwhile, the duration of the disease course before the 

graft loss was significantly shorter than in other recurrent diseases 



(median 525 days). The AIH recurrence in recipients who underwent liver 

retransplantation (re-LT) was observed in 50–67% of cases [42]. 

A return to alcohol abuse in liver transplant recipients for alcoholic 

liver disease results in decreased graft and recipient survival. A return to 

alcohol use occurs in 10–42% of recipients [43]. A recent study in 

transplant recipients with a graft dysfunction following a return to heavy 

drinking found that alcoholic hepatitis was responsible for the clinical 

presentation in only 50% of them. In other cases, there was an acute or 

chronic rejection associated with low compliance to immunosuppressive 

drug therapy [44]. 

There is an obvious need to clarify the etiology of the identified 

histological abnormalities, especially in recipients with a clinically 

asymptomatic course and good graft function. It can be assumed that 

most cases of post-transplant chronic hepatitis, excluding viral causes, 

originate from immune pathology (recurrent or de novo AIH, late 

rejection with atypical signs); and increased immunosuppression may be 

justified. Further studies are needed to determine the role of 

immunosuppression in the treatment of chronic graft hepatitis. 

 

Graft fibrosis 

Graft fibrosis is an excess accumulation of extracellular matrix 

proteins (including collagen) in the transplanted liver due to the activation 

of stellate cells and portal fibroblasts in response to chronic injury 

(infectious agents, alcohol, xenobiotics, auto- or alloimmune 

inflammation, or impaired bile outflow). Progressive graft fibrosis can 

lead to graft cirrhosis and graft loss. 

In recent years, non-invasive methods for assessing liver fibrosis 

have been widely used in routine clinical practice, which include a 

number of parameters based on the determination of biomarkers in the 



blood, as well as instrumental (ultrasound or magnetic resonance) 

assessment of liver density, that is elastography [45]. The main problem 

with the use of these methods is the need to validate each of them in a 

large population of patients who have undergone an adequate histological 

examination of liver tissue (ideally with morphometry, or at least a semi-

quantitative assessment of fibrosis according to one of the accepted 

assessment tools). High liver density measurement results can be 

originated from not only fibrosis, but also from steatosis, inflammatory 

infiltration, cholestasis, and blood stasis in the sinusoids [46]. 

The most comprehensively studied and relatively well-validated 

method of elastography is the shear wave elastography (transient 

elastography (TE) [47]. This method makes it possible to distinguish 

between the patients with minimal and severe fibrosis (cirrhosis) of the 

liver, but is less suitable for accurately determining the stage of fibrosis 

according to one of the generally accepted semi-quantitative assessment 

tools. But even within the framework of the most well-studied nosology, 

i.e. hepatitis C, the results of TE differ significantly between 

immunocompetent patients and liver transplant recipients [48]. 

Biopsy remains the "gold standard" in the diagnosis of liver graft 

fibrosis. There are a lot of publications on studying the severity of graft 

fibrosis based on the results of protocol-based biopsies. Currently, many 

centers have refused to perform protocol-based biopsies in the absence of 

clinical and laboratory evidence of graft dysfunction. In addition, a 

significant number of studies have been performed in pediatric liver 

transplant recipients (PLTRs). This is related to several reasons. First, the 

life expectancy of PLTRs is higher than that of adult recipients. There are 

studies that evaluate a 25-year follow-up of PLTRs [49]. Second, in this 

group of patients, the minimization of immunosuppression up to its 

complete cancellation is more often undertaken. In addition, indications 



for LT in childhood are mainly the diseases that do not recur after LT. It 

seems to us especially important to study the long-term outcomes of LT 

performed in adult patients from a clinical and histological point of view. 

A detailed review of studies on the relationship between IPTH and 

graft fibrosis in PLTRs was made by D. Kelly et al. (2016). Twelve 

studies published from 2005 to 2014 analyzed from 24 to 164 protocol 

biopsies performed within 1 to 10 years after LT [50]. So, H.M. Evans et 

al. (2006) studied 164 biopsies performed in 158 PLTRs at 1, 5, and 10 

years after LT. The incidence of IPTH was 22%, 43%, and 64% at 1, 5, 

and 10 years, respectively. The incidence and severity of fibrosis also 

increased over time, with 52%, 81%, and 91% of recipients developing 

fibrosis at 1, 5, and 10 years, respectively. At 10 years after LT, bridging 

fibrosis or liver cirrhosis was detected in 50% of recipients. Researchers 

have identified a significant relationship between chronic hepatitis and 

graft fibrosis [51]. 

Studies by authors from the United States and Finland also 

revealed a correlation between the inflammation grade and the graft 

fibrosis severity in PLTRs [52, 53]. The correlation between IPTH and 

progressive fibrosis has been demonstrated in many studies. Interesting 

design and the results were in a study by scientists from Belgium, who 

traced the temporal relationship between inflammation and fibrosis, based 

on consecutive graft biopsies (a total of 5 biopsies within 10 years). The 

authors showed that the main predictor of graft fibrosis was portal 

inflammation observed in a previous biopsy. Moreover, the severity of 

inflammation correlated with the risk of developing fibrosis in a 

subsequent biopsy [54]. Moreover, the authors revealed a genetic 

predisposition to the development of graft fibrosis. They have shown that 

the HLA allele DRB 1*03/04 and DSA class II are associated with portal 

fibrosis. Portal tracts are immunologically active zones with a high 



concentration of stellate cells that have profibrogenic properties under 

conditions of inflammation, and fibrinolytic properties at rest. The 

authors have hypothesized that DSA-mediated inflammation-induced 

fibrosis is limited to the portal tracts. 

On the contrary, according to the results obtained by R. Scheenstra 

et al. (2009), graft fibrosis in PLTRs was not associated with either the 

inflammatory changes characteristic of chronic hepatitis or with signs of 

rejection. The incidence of portal fibrosis at 1, 3, 5, and 10 years after LT 

was 31%, 48%, 65%, and 69%, respectively. At the same time, in most 

cases, recipients with liver fibrosis retained normal or close to normal 

LFT values. The incidence of severe fibrosis increased from 10% at 5 

years to 29% at 10 years. In contrast, graft portal fibrosis was associated 

with factors such as prolonged cold ischemia time, an early age at the 

time of LT, high donor-to-recipient age ratio, and the use of liver 

lobe/segment grafts [55]. There are other studies in which no correlations 

have been confirmed between chronic hepatitis and portal fibrosis. 

In the years following the publication of the review by D. Kelly et 

al. (from 2016 to 2022), a number of similar studies were conducted. 

Investigators from Poland analyzed the results of 61 protocol-based liver 

biopsies in 61 PLTRs at 9–17 years (median 12 years) after LT. Various 

pathomorphological abnormalities were found in a more than half of the 

recipients, having normal laboratory parameters in most cases. Graft 

fibrosis (scored 3 or more by the Ishak Score) was identified in 17 

recipients, and 7 of them (11.5%) had severe fibrosis (Ishak Score 5-6) 

[56]. The authors did not find any abnormalities in 26 biopsies (42.6%). 

None of the recipients showed signs of acute or chronic rejection. In 23 

samples (37.7%), nonspecific lymphoid infiltrates had occurred. 

Recently, researchers from the UK published the results of a 

histological study of 460 extracted liver grafts in 276 adults and 118 



children who underwent re-LT from 1987 to 2014. Of particular interest 

was the analysis of a subgroup of recipients who underwent re-LT in the 

long term (more than 10 years after LT). In adult recipients, the most 

common cause leading to re-LT was the recurrence of the original liver 

disease (54%); the next followed were IPTH (19%); and hepatic artery 

thrombosis (15%). In PLTRs, the main causes of re-LT in the long term 

were IPTH (40%), biliary tract complications (20%), and chronic 

rejection (15%). In terms of the course duration from the moment of LT 

to re-LT, IPTH ranked first in PLTRs (10.8 years) and second in adults 

(8.7 years) after a relapse of autoimmune liver disease. Hepatitis C was 

the main cause among recurrent liver diseases. Due to advances in the 

treatment of hepatitis C, IPTH will become the main indication for late 

re-LT both in PLTRs, but also in adults [57]. 

In liver transplant recipients, three main types of graft fibrosis can 

be distinguished: portal, sinusoidal, and perivenular (centrilobular). The 

pathogenesis and clinical significance of these forms of fibrosis are not 

well understood. It is possible that greater severity of perivenular and 

sinusoidal fibrosis in liver recipients in the late post-transplant period, as 

compared with immunocompetent patients with chronic liver diseases, 

causes higher TE values, with the same METAVIR scores. 

The generally accepted systems for assessing the native liver 

fibrosis stage make it possible to correctly assess only portal fibrosis, 

rather than other variants of graft fibrosis [58-60]. This required the 

development and validation of a separate scale for assessing the fibrosis 

severity in a transplanted liver. In 2012, Belgian scientists proposed a 

new liver allograft fibrosis (LAF) scoring system, which scored 

separately (from 0 to 3 each) the severities of portal tract fibrosis, 

sinusoidal fibrosis, and fibrosis around the central veins. Based on these 

scores, the total graft fibrosis score (0–9 points) was calculated [61]. The 



LAF score showed good reproducibility across repeated examinations by the 

same and different experts, as well as a higher correlation with fibrosis 

quantification by morphometry than METAVIR or Ishak fibrosis scores. 

The results of subsequent studies by the same group of scientists confirmed 

that LAF can be a useful tool in assessing the dynamics of fibrosis 

progression in serial liver graft biopsies [62]. Unfortunately, the 

applicability of LAF has only been studied in the PLTR population (albeit in 

the long-term [up to 20 years] after LT). We believe it is necessary to study 

the applicability of LAF in the adult population of liver transplant recipients. 

While chronic hepatitis (IPTH or liver disease relapse in the graft) 

or transplant-associated factors may play a role in the development of 

portal fibrosis [55], the causes of perivenular and sinusoidal fibrosis are 

less studied. 

V. Fouquet et al. (2005) found perivenular fibrosis in 22% of 

recipients with normal graft function who received immunosuppressive 

therapy for 10 years after LT [63]. Many years later, almost identical 

results were published by M. Markiewicz-Kijewska et al. (2021), who 

found perivenular fibrosis in 21.3% of PLTRs [56]. H. Egawa et al. (2012) 

suggest that these changes may be associated with too low 

immunosuppression or its complete withdrawal in the long term after LT in 

PLTRs [64]. S. Varma et al. (2016) specifically studied the distribution of 

fibrosis in a liver graft in PLTRs. The authors found that LT from a post-

mortem donor is the only factor predisposing for central fibrosis. 

Inflammation in the lobules, in contrast to the portal tracts, was neither a 

predictor of fibrosis nor associated with DSA class II, but rather associated 

with the antibodies not directed against the HLA complex [54]. The 

relationship between the sinusoidal fibrosis presence and autoantibodies 10 

years after LT has been confirmed by researchers from Korea [65]. 



M. Pinon et al. (2022) retrospectively analyzed 134 biopsy 

specimens from 94 PLTRs [35]. Graft fibrosis was assessed using the LAF 

score [61]. Fibrosis was found in 87% of cases (mild in 30%, moderate in 

45%, and severe in 12%), in most cases (80%) in the portal tracts. An 

increase in fibrosis severity was found among the groups of recipients who 

underwent biopsy 1–3 years and 4–6 years after LT. Inflammation was 

observed in 44% of recipients, in 90% of cases being in the portal tracts. 

Portal fibrosis was associated with portal inflammation in the 1-3-year 

group. At the same time, sinusoidal fibrosis correlated with a low level of 

immunosuppression and the presence of DSA. 

C. Venturi et al. (2014) suggested that the early development of 

fibrosis may be associated with ongoing graft damage. The authors noted 

a correlation between portal fibrosis and prolonged ischemic time, post-

mortem donor graft, and prior lymphoproliferative disease. In their study, 

they also identified biliary tract complications as a risk factor for 

sinusoidal fibrosis, while vascular complications, the presence of 

autoantibodies, and high levels of gamma globulin were associated with 

centrilobular fibrosis [62]. 

The authors hypothesized that there were three periods in the 

evolution of graft fibrosis in PLTRs: the early phase in the first 2 years 

was associated with the fibrosis accumulation, the second period (3–7 

years) when both immunosuppression and liver fibrosis remained stable, 

and the third period, starting from 7 years after transplantation, when 

there was usually a decrease in immunosuppression, when graft fibrosis 

again began slowly increasing or remained the same with normal liver 

function [62]. 

Researchers from the UK studied graft pathology in 60 clinically 

asymptomatic PLTRs receiving low doses of immunosuppressive drugs. 

In 14 (23%) cases, signs of acute or early chronic rejection were found, 



and immunosuppression was increased. Fibrosis was found in 36% of 

PLTRs at 5 or more years after LT [66]. 

When discussing the results described above, the question arises, 

whether trying to minimize immunosuppression is always justified. And 

can excessive minimization or complete withdrawal of 

immunosuppression serve as a trigger for the development of graft 

fibrosis? Usually, in the long term after LT, the LFT parameters are 

normal and are not satisfactory markers of sluggish rejection and a 

progression of graft fibrosis. The pathogenesis and long-term 

consequences of latent fibrosis in liver transplant recipients still need to 

be clarified. Moreover, it remains unclear whether IPTH and post-

transplant fibrosis are two different forms of the disease, or IPTH can 

progress over time with the development of liver graft fibrosis. 

 

Graft cirrhosis 

The most severe form of chronic graft dysfunction is graft 

cirrhosis. Interesting are the results of the study by M. Seyam et al. 

(2007) based on a retrospective analysis of 1287 adult liver transplant 

recipients who survived the first year after LT. Graft cirrhosis developed 

in 48 cases (3.7%). Meantime, it was associated with the recurrence of the 

graft disease in 29 cases, and with the development of the specified graft 

disease de novo in 9 cases. In the remaining 10 cases (21%), the cause of 

graft cirrhosis could not be identified. Previous biopsy specimens showed 

signs of chronic hepatitis. Not surprisingly, the incidence of such 

"cryptogenic" graft cirrhosis was significantly higher in the recipients 

who underwent LT for fulminant seronegative hepatitis (6%) than in the 

recipients who underwent LT for other diseases (0.3%). Chronic hepatitis 

is the most common underlying pathological process in cases where the 

cause of cirrhosis remains unspecified [67]. 



Researchers from France observed severe forms of return to alcohol 

abuse in 73 (20%) of 369 liver transplant recipients operated on for ALD 

and survived 1 year after LT. The results of the histological examination of 

the graft were available in 56 recipients. Alcoholic graft cirrhosis 

developed in 18 of them (32%) at a mean of 6 years after LT. The 

cumulative risk of severe fibrosis (F4) was 15% at 3 years, 32% at 5 years, 

and 54% at 10 years after resuming alcohol abuse [68]. Similar results 

were reported by another group of French researchers. Of 712 recipients 

transplanted for ALD, 128 (18%) experienced a return to heavy alcohol 

abuse. In 41 of them (32%), alcoholic graft cirrhosis developed at 5 years 

after LT and 4 years after the resumption of alcohol intoxication, [69]. 

 

Vanishing bile duct syndrome 

Occasionally, bile ducts are not found in every portal tract on 

histological examination of a liver graft. This histological pattern is called 

"vanishing bile duct syndrome". If the ducts are absent in more than half 

of the portal tracts, it is customary to speak of ductopenia. The most 

common causes of vanishing bile ducts are the chronic rejection (CR) and 

ischemic cholangiopathy. 

The main mechanism of damage and loss of the bile ducts during 

rejection is a direct immunological destruction of the biliary epithelium. 

The histological pattern of cellular rejection is characterized by 

lymphocytic invasion and degenerative changes in the biliary epithelium. 

The phenomena of cholangiolitis are less pronounced in CR. Lymphocyte 

cultures derived from rejected liver graft tissue showed cytotoxic activity 

directed at donor HLA antigens. In CR, ischemic mechanisms also play a 

role. Indirect ischemic injury develops as a result of the chronic 

arteriopathy obliterans process, which is suggested by the simultaneous 

vanishing of the bile ducts and arteries in liver graft samples [70]. It is 



generally accepted that CR is a pathology of the first year after LT. In 

recent years, studies have appeared demonstrating the possibility of 

developing CR in a very long-term (up to 25 years) after LT [49]. In early 

studies analyzing protocol-based liver biopsies, ductopenia was frequently 

detected. So, M. Sebagh et al. (2003) reported the detection of ductopenia 

5 years after LT in 34%, and 10 years later in 49% of recipients. At the 

same time, 80% of the examined patients had normal LFT results [71]. The 

clinical significance of these findings needs to be clarified. 

Ischemic cholangiopathy is characterized by multiple diffuse 

strictures of large and small ducts, as well as by a vanishing bile ducts 

syndrome up to the development of ductopenia. Ischemic cholangiopathy 

develops in 3%–17% of cases in the late post-transplant period as a result 

of pathological processes in the outcome of hepatic artery thrombosis or 

stenosis suffered in the early post-transplant period. Usually it is 

manifested by cholestasis and cholangitis. In the pathogenesis of ischemic 

cholangiopathy, such cofactors as long cold and warm ischemia time, 

transplantation from a non-heart-beating donor play a role [72]. 

Another group of diseases in which the vanishing bile duct 

syndrome can be observed is represented by recurrent PBC and PSC in 

the graft. We recently published the results of our own study on the 

recurrence of autoimmune diseases after LT [73]. We observed a 

recurrence of PBC in 10%, and PSC in 17% of cases. According to 

literature reports, PSC recurrence happens in 50% of liver transplant 

recipients within 5 years after LT and may lead to a graft loss in 25% 

within 5 years. The PSC recurrence is associated with an almost 5-fold 

increase in the risk of death, with 1-, 5-, and 10-year graft survival rates 

of 98%, 84%, and 56%, respectively, compared to 95%, 88%, and 72% in 

patients who develop no PSC in the graft [74]. The diagnosis of PSC 



recurrence is based primarily on radiological findings. Histological 

examination of the liver tissue is of secondary importance. 

The incidence of PBC recurrence after LT ranges from 21 to 37% 

after 10 years and approximately 40% after 15 years [75]. The 

histological examination of the liver tissue plays a more important role 

for diagnosing the recurrent PBC of the graft. Histological signs of PBC 

recurrence include: lymphoplasmacytic infiltrate in the portal tracts; 

lymphoid accumulations; epithelioid granulomas; bile duct injury [76]. 

Antimitochondrial antibodies (AMA) are low-informative markers 

of PBC recurrence. The content of AMA remains elevated after LT in 

most recipients. On the contrary, it has been shown that with the PBC 

recurrence, the total IgM is increased compared to the patients without 

recurrence. This laboratory parameter can be used to select recipients for 

diagnostic liver biopsy [75]. Recently, authors from Finland published the 

results of protocol-based biopsies performed on clinically healthy liver 

transplant recipients with a history of PBC or PSC. Normal graft 

histology without any abnormalities was reported in 12% of biopsies 

from PBC recipients (14/117) and in 26% of PSC recipients (34/133). 

The disease relapse was diagnosed in 15% (18/117) of PBC patients and 

3% (4/133) of PSC patients. Chronic hepatitis was present in 14% 

(16/117) of PBC patients and in 7% (10/133) of PSC patients. 

Steatohepatitis was found only in 2/133 patients with PSC. Vanishing bile 

duct syndrome was present in 1% (1/117) of biopsies in recipients after 

PBC and 2% (2/133) of biopsies after PSC [77]. 

A number of authors have reported cases of graft loss and recipient 

deaths from the development of end-stage graft cirrhosis. P. Manousou et 

al. (2010) reported the mean time of 6.7 years from PBC recurrence to 

decompensation [78]. I.A. Rowe et al. (2008) noted that the median time 

to graft loss caused by PBC recurrence was 7.8 years. However, the 



authors found no significant difference in survival between patients with 

and without PBC recurrence [41]. We observed the PBC recurrence in 5 

recipients; in all 5 cases, there occurred a graft loss [73]. 

 

Conclusion 

The detection of graft pathology in liver recipients in the late post-

transplant period is of great clinical importance both in the presence of 

graft dysfunction, and in the uneventful course of the post-transplant 

period. A key role here belongs to the histological examination of the 

liver tissue. An auxiliary place belongs to non-invasive methods for 

assessing fibrosis, the detection of auto- and alloantibodies. According to 

the literature data, 5 years after transplantation, a normal histological 

pattern is seen in no more than a third of recipients. The most common 

cause of late graft dysfunction in adults is the recurrence of the original 

liver disease. In recipients who received a graft in childhood, the main 

causes of graft pathology leading to its loss are idiopathic post-transplant 

hepatitis and liver fibrosis. Idiopathic post-transplant hepatitis and 

"idiopathic" graft fibrosis have also been described in recipients who 

underwent liver transplantation in adulthood. Moreover, the location and 

spread of fibrosis in liver transplant recipients differs from those in 

immunocompetent patients with chronic hepatitis. Other common 

findings in recipients with normal liver function tests include 

asymptomatic or oligosymptomatic reduction in the number of bile ducts, 

the signs of graft fatty disease. The etiological and pathogenetic 

relationship between all the described changes and their prognostic value 

require studying. 

 

 

 



References 

1. Kwong AJ, Ebel NH, Kim WR, Lake JR, Smith JM, Schladt DP, 

et al. OPTN/SRTR 2020 annual data report: liver. Am J Transplant. 

2022;22(Suppl 2):204–309. PMID: 35266621 

https://doi.org/10.1111/ajt.16978 

2. Adam R, Karam V, Cailliez V, O Grady JG, Mirza D, Cherqui D, 

et al. 2018 annual report of the European Liver Transplant Registry (ELTR) 

– 50-year evolution of liver transplantation. Transpl Int. 

2018;31(12):1293-1317. PMID: 30259574 https://doi.org/10.1111/tri.13358 

3. Åberg F, Gissler M, Karlsen TH, Ericzon BG, Foss A, 

Rasmussen A, et al. Differences in long-term survival among liver 

transplant recipients and the general population: a population-based 

Nordic study. Hepatology. 2015;61(2):668–677. PMID: 25266201 

https://doi.org/10.1002/hep.27538 

4. Younossi Z, Anstee QM, Marietti M, Hardy T, Henry L, Eslam 

M, et al. Global burden of NAFLD and NASH: trends, predictions, risk 

factors and prevention. Nat Rev Gastroenterol Hepatol. 2018;15(1):11–

20. PMID: 28930295 https://doi.org/10.1038/nrgastro.2017.109 

5. Sprinzl MF, Weinmann A, Lohse N, Tönissen H, Koch S, 

Schattenberg J, et al. Metabolic syndrome and its association with fatty 

liver disease after orthotopic liver transplantation. Transpl Int. 

2013;26(1):67–74. PMID: 23126674 

https://doi.org/10.1111/j.1432-2277.2012.01576.x 

6. Dumortier J, Giostra E, Belbouab S, Morard I, Guillaud O, 

Spahr L, et al. Non-alcoholic fatty liver disease in liver transplant recipients: 

another story of "seed and soil". Am J Gastroenterol. 2010;105(3):613–620. 

PMID: 20040915 https://doi.org/10.1038/ajg.2009.717 

7. Laish I, Braun M, Mor E, Sulkes J, Harif Y, Ben Ari Z. 

Metabolic syndrome in liver transplant recipients: prevalence, risk 



factors, and association with cardiovascular events. Liver Transpl. 

2011;17(1):15–22. PMID: 21254340 https://doi.org/10.1002/lt.22198 

8. Malik SM, Devera ME, Fontes P, Shaikh O, Sasatomi E, Ahmad 

J. Recurrent disease following liver transplantation for nonalcoholic 

steatohepatitis cirrhosis. Liver Transpl. 2009;15(12):1843–1851. PMID: 

19938117 https://doi.org/10.1002/lt.21943 

9. Lim LG, Cheng CL, Wee A, Lim SG, Lee YM, Sutedja DS, et 

al. Prevalence and clinical associations of posttransplant fatty liver 

disease. Liver Int. 2007;27(1):76–80. PMID: 17241384 

https://doi.org/10.1111/j.1478-3231.2006.01396.x 

10. Tejedor-Tejada J, Valenzuela EF, Muñoz RN, Gómez LH, 

García-Pajares F, Álvarez C, et al. De-novo nonalcoholic fatty liver 

disease at 5 years after liver transplantation: prevalence and predictive 

factors. Eur J Gastroenterol Hepatol. 2021;33(3):399–406. PMID: 

32317584 https://doi.org/10.1097/MEG.0000000000001736 

11. Narayanan P, Mara K, Izzy M, Dierkhising R, Heimbach J, 

Allen AM, et al. Recurrent or de novo allograft steatosis and long-term 

outcomes after liver transplantation. Transplantation. 2019;103(1):e14–

e21. PMID: 29994981 https://doi.org/10.1097/TP.0000000000002317 

12. Choudhary NS, Saraf N, Dhampalwar S, Mishra S, Gautam D, 

Lipi L, et al. Nonalcoholic fatty liver disease in living donor liver transplant 

recipients: a histology-based study. J Clin Exp Hepatol. 2022;12(5):1328–

1332. PMID: 36157151 https://doi.org/10.1016/j.jceh.2022.04.012 

13. Saeed N, Glass L, Sharma P, Shannon C, Sonnenday CJ, 

Tincopa MA. Incidence and risks for nonalcoholic fatty liver disease and 

steatohepatitis post-liver transplant: systematic review and meta-analysis. 

Transplantation. 2019;103(11):e345–e354. PMID: 31415032 

https://doi.org/10.1097/TP.0000000000002916 



14. Losurdo G, Castellaneta A, Rendina M, Carparelli S, Leandro 

G, Di Leo A. Systematic review with meta-analysis: de novo 

non-alcoholic fatty liver di-sease in liver-transplanted patients. Aliment 

Pharmacol Ther. 2018;47(6):704–714. PMID: 29359341 

https://doi.org/10.1111/apt.14521 

15. Duseja A, Nanda M, Das A, Das R, Bhansali A, Chawla Y. 

Prevalence of obesity, diabetes mellitus and hyperlipidaemia in patients 

with cryptoge-nic liver cirrhosis. Trop Gastroenterol. 2004;25(1):15–17. 

PMID: 15303464 

16. Karam V, Sebagh M, Rifai K, Yilmaz F, Bhangui P, Danet C, 

et al. Quality of life 10 years after liver transplantation: the impact of 

graft histo-logy. World J Transplant. 2016;6(4):703–711. PMID: 

28058221 https://doi.org/10.5500/wjt.v6.i4.703 

17. Pageaux GP, Bismuth M, Perney P, Costes V, Jaber S, Possoz 

P, et al. Alcohol relapse after liver transplantation for alcoholic liver 

disease: does it matter? J Hepatol. 2003;38(5):629–634. PMID: 

12713874 https://doi.org/10.1016/s0168-8278(03)00088-6 

18. DiMartini A, Dew MA, Day N, Fitzgerald MG, Jones BL, 

deVera ME, et al. Trajectories of alcohol consumption following liver 

transplantation. Am J Transplant. 2010;10(10):2305–2312. PMID: 

20726963 https://doi.org/10.1111/j.1600-6143.2010.03232.x 

19. Rice JP, Eickhoff J, Agni R, Ghufran A, Brahmbhatt R, Lucey 

MR. Abusive drinking after liver transplantation is associated with allograft 

loss and advanced allograft fibrosis. Liver Transpl. 2013;19(12):1377–1386. 

PMID: 24115392 https://doi.org/10.1002/lt.23762 

20. Burra P, Mioni D, Cecchetto A, Cillo U, Zanus G, Fagiuoli S, 

et al. Histological features after liver transplantation in alcoholic 

cirrhotics. J Hepatol. 2001;34(5):716–722. PMID: 11434618 

https://doi.org/10.1016/s0168-8278(01)00002-2 



21. Nikogosova AD, Umrik DV, Tsirulnikova OM. De novo 

hepatitis B virus infection after liver transplantation. Russian Journal of 

Transplantology and Artificial Organs. 2022;24(3):37–41. (In Russ.). 

https://doi.org/10.15825/1995-1191-2022-3-37-41 

22. Voskanyan SE, Syutkin VE, Shabalin MV, Artemyev AI, 

Kolyshev IYu, Bashkov AN, et al. Seronegative fibrosing cholestatic 

hepatitis С after liver retransplantation for unresectable neuroendocrine 

tumor liver metastases. Transplantologiya. The Russian Journal of 

Transplantation. 2020;12(4):319–331. (In Russ.). 

https://doi.org/10.23873/2074-0506-2020-12-4-319-331 

23. van der Eijk AA, Pas SD, de Man RA. Hepatitis E virus: A 

potential threat for patients with liver disease and liver transplantation. 

Best Pract Res Clin Gastroenterol. 2017;31(2):143–150. PMID: 

28624102 https://doi.org/10.1016/j.bpg.2017.03.006 

24. Vij M, Rammohan A, Rela M. Long-term liver allograft fibrosis: 

A review with emphasis on idiopathic post-transplant hepatitis and chronic 

antibody mediated rejection. World J Hepatol. 2022;14(8):1541–1549. 

PMID: 36157865 https://doi.org/10.4254/wjh.v14.i8.1541 

25. Londoño MC, Souza LN, Lozano JJ, Miquel R, Abraldes JG, 

Llovet LP, et al. Molecular profiling of subclinical inflammatory lesions in 

long-term surviving adult liver transplant recipients. J Hepatol. 

2018;69(3):626–634. PMID: 29709679 

https://doi.org/10.1016/j.jhep.2018.04.012 

26. Shaikh OS, Demetris AJ. Idiopathic posttransplantation 

hepatitis? Liver Transpl. 2007;13(7):943–946. PMID: 17600346 

https://doi.org/10.1002/lt.21202 

27. Neil DA, Hubscher SG. Current views on rejection pathology 

in liver transplantation. Transpl Int. 2010;23(10):971–983. PMID: 

20723179 https://doi.org/10.1111/j.1432-2277.2010.01143.x 



28. Krasinskas AM, Demetris AJ, Poterucha JJ, Abraham SC. The 

prevalence and natural history of untreated isolated central perivenulitis 

in adult allograft livers. Liver Transpl. 2008;14(5):625–632. PMID: 

18433038 https://doi.org/10.1002/lt.21404 

29. Demetris AJ, Bellamy C, Hübscher SG, O'Leary J, 

Randhawa PS, Feng S, et al. 2016 Comprehensive update of the Banff 

working group on liver allograft pathology: introduction of 

antibody-mediated rejection. Am J Transplant. 2016;16(10):2816–2835. 

PMID: 27273869 https://doi.org/10.1111/ajt.13909 

30. Levitsky J, Kaneku H, Jie C, Walsh RC, Abecassis M, 

Tambur AR. Donor-specific HLA antibodies in li-ving versus deceased 

donor liver transplant recipients. Am J Transplant. 2016;16(8):2437–

2444. PMID: 26896194 https://doi.org/10.1111/ajt.13757 

31. O'Leary JG, Kaneku H, Banuelos N, Jennings LW, Klintmalm 

GB, Terasaki PI. Impact of IgG3 subclass and C1q-fixing donor-specific 

HLA alloantibodies on rejection and survival in liver transplantation. Am 

J Transplant. 2015;15(4):1003–1013. PMID: 25772599 

https://doi.org/10.1111/ajt.13153 

32. Kaneku H, O'Leary JG, Banuelos N, Jennings LW, Susskind 

BM, Klintmalm GB, et al. De novo donor-specific HLA antibodies 

decrease patient and graft survival in liver transplant recipients. Am J 

Transplant. 2013;13(6):1541–1548. PMID: 23721554 

https://doi.org/10.1002/ajt.12212 

33. O'Leary JG, Klintmalm GB. Impact of donor-specific 

antibodies on results of liver transplantation. Curr Opin Organ 

Transplant. 2013;18(3):279–284. PMID: 23591739 

https://doi.org/10.1097/MOT.0b013e3283614a10 

34. Gül-Klein S, Hegermann H, Röhle R, Schmelzle M, Tacke F, 

Schöning W, et al. Donor-specific antibodies against donor human 



leukocyte antigen are associated with graft inflammation but not with 

fibrosis long-term after liver transplantation: an analysis of protocol 

biopsies. J Inflamm Res. 2021;14:2697–2712. PMID: 34188517 

https://doi.org/10.2147/JIR.S307778 

35. Pinon M, Pizzol A, Chiadò C, David E, Chiusa L, Dell'Olio D, 

et al. Evaluation of graft fibrosis, inflammation, and donor-specific 

antibodies at protocol liver biopsies in pediatric liver transplant patients: a 

single-center experience. Transplantation. 2022;106(1):85–95. PMID: 

33496554 https://doi.org/10.1097/TP.0000000000003649 

36. Miyagawa-Hayashino A, Yoshizawa A, Uchida Y, Egawa H, 

Yurugi K, Masuda S, et al. Progressive graft fibrosis and donor-specific 

human leukocyte antigen antibodies in pediatric late liver allografts. Liver 

Transpl. 2012;18(11):1333–1342. PMID: 22888064 

https://doi.org/10.1002/lt.23534 

37. Taner T, Heimbach JK, Rosen CB, Nyberg SL, Park WD, 

Stegall MD. Decreased chronic cellular and antibody-mediated injury in 

the kidney following simultaneous liver-kidney transplantation. Kidney 

Int. 2016;89(4):909–917. PMID: 26924059 

https://doi.org/10.1016/j.kint.2015.10.016 

38. Mells G, Mann C, Hubscher S, Neuberger J. Late protocol liver 

biopsies in the liver allograft: a neglected investigation? Liver Transpl. 

2009;15(8):931–938. PMID: 19642126 https://doi.org/10.1002/lt.21781 

39. Montano-Loza AJ, Mason AL, Ma M, Bastiampillai RJ, Bain 

VG, Tandon P. Risk factors for recurrence of autoimmune hepatitis after 

liver transplantation. Liver Transpl. 2009;15(10):1254–1261. PMID: 

19790153 https://doi.org/10.1002/lt.21796 

40. Mottershead M, Neuberger J. Transplantation in autoimmune 

liver diseases. World J Gastroenterol. 2008;14(21):3388–3395. PMID: 

18528936 https://doi.org/10.3748/wjg.14.3388 



41. Rowe IA, Webb K, Gunson BK, Mehta N, Haque S, Neuberger 

J. The impact of disease recurrence on graft survival following liver 

transplantation: a single centre experience. Transpl Int. 2008;21(5):459–

465. PMID: 18225996 https://doi.org/10.1111/j.1432-2277.2007.00628.x 

42. Visseren T, Darwish Murad S. Recurrence of primary sclerosing 

cholangitis, primary biliary cholangitis and auto-immune hepatitis after 

liver transplantation. Best Pract Res Clin Gastroenterol. 2017;31(2):187–

198. PMID: 28624107 https://doi.org/10.1016/j.bpg.2017.04.004 

43. Choudhary NS, Kumar N, Saigal S, Rai R, Saraf N, Soin AS. 

Liver transplantation for alcohol-related liver disease. J Clin Exp Hepatol. 

2016;6(1):47–53. PMID: 27194896 

https://doi.org/10.1016/j.jceh.2016.02.001 

44. Choudhary NS, Saraf N, Dhampalwar S, Saigal S, Gautam D, 

Rastogi A, et al. Poor outcomes after recidivism in living donor liver 

transplantation for alcohol-related liver disease. J Clin Exp Hepatol. 

2022;12(1):37–42. PMID: 35068783 

https://doi.org/10.1016/j.jceh.2021.04.005 

45. Goldschmidt I, Stieghorst H, Munteanu M, Poynard T, 

Schlue J, Streckenbach C, et al. The use of transient elastography and 

non-invasive serum markers of fibrosis in pediatric liver transplant 

recipients. Pediatr Transplant. 2013;17(6):525–534. PMID: 23802661 

https://doi.org/10.1111/petr.12116 

46. Hagan M, Asrani SK, Talwalkar J. Non-invasive assessment of 

liver fibrosis and prognosis. Expert Rev Gastroenterol Hepatol. 

2015;9(10):1251–1260. PMID: 26377444 

https://doi.org/10.1586/17474124.2015.1075391 

47. Sandrin L, Fourquet B, Hasquenoph JM, Yon S, Fournier C, 

Mal F, et al. Transient elastography: a new noninvasive method for 



assessment of hepatic fibrosis. Ultrasound Med Biol. 2003;29(12):1705–

1713. PMID: 14698338 https://doi.org/10.1016/j.ultrasmedbio.2003.07.001 

48. Della-Guardia B, Evangelista AS, Felga GE, Marins LV, 

Salvalaggio PR, Almeida MD. Diagnostic accuracy of transient 

elastography for detecting liver fibrosis after liver trannsplantation: a 

specific cut-off value is really needed? Dig Dis Sci. 2017;62(1):264–272. 

PMID: 27785710 https://doi.org/10.1007/s10620-016-4349-1 

49. Ekong UD, Gupta NA, Urban R, Andrews WS. 20- to 25-year 

patient and graft survival following a single pediatric liver 

transplant-analysis of the United Network of Organ Sharing database: 

where to go from here. Pediatr Transplant. 2019;23(6):e13523. PMID: 

31211487 https://doi.org/10.1111/petr.13523 

50. Kelly D, Verkade HJ, Rajanayagam J, McKiernan P, 

Mazariegos G, Hübscher S. Late graft hepatitis and fibrosis in pediatric 

liver allograft recipients: current concepts and future developments. Liver 

Transpl. 2016;22(11):1593–1602. PMID: 27543906 

https://doi.org/10.1002/lt.24616 

51. Evans HM, Kelly DA, McKiernan PJ, Hübscher S. Progressive 

histological damage in liver allografts following pediatric liver 

transplantation. Hepatology. 2006;43(5):1109–1117. PMID: 16628633 

https://doi.org/10.1002/hep.21152 

52. Ekong UD, Melin-Aldana H, Seshadri R, Lokar J, Harris D, 

Whitington PF, et al. Graft histology characteristics in long-term 

survivors of pediatric liver transplantation. Liver Transpl. 

2008;14(11):1582–1587. PMID: 18975292 

https://doi.org/10.1002/lt.21549 

53. Kosola S, Lampela H, Jalanko H, Mäkisalo H, Lohi J, Arola J, 

et al. Low-dose steroids associated with milder histological changes after 



pediatric liver transplantation. Liver Transpl. 2013;19(2):145–154. 

PMID: 23109058 https://doi.org/10.1002/lt.23565 

54. Varma S, Ambroise J, Komuta M, Latinne D, Baldin P, 

Reding R, et al. Progressive fibrosis is driven by genetic predisposition, 

allo-immunity, and inflammation in pediatric liver transplant recipients. 

EBioMedicine. 2016;9:346–355. PMID: 27333038 

https://doi.org/10.1016/j.ebiom.2016.05.040 

55. Scheenstra R, Peeters PM, Verkade HJ, Gouw AS. Graft 

fibrosis after pediatric liver transplantation: ten years of follow-up. 

Hepatology. 2009;49(3):880–886. PMID: 19101912 

https://doi.org/10.1002/hep.22686 

56. Markiewicz-Kijewska M, Szymańska S, Pyzlak M, Kaliciński 

P, Teisseyre J, Kowalski A, et al. Liver histopathology in late protocol 

biopsies after pediatric liver transplantation. Children (Basel). 

2021;8(8):671. PMID: 34438562 

https://doi.org/10.3390/children8080671 

57. Neves Souza L, de Martino RB, Sanchez-Fueyo A, Rela M, 

Dhawan A, O'Grady J, et al. Histopathology of 460 liver allografts 

removed at retransplantation: a shift in disease patterns over 27 years. 

Clin Transplant. 2018;32(4):e13227. PMID: 29478248 

https://doi.org/10.1111/ctr.13227 

58. Poynard T, Bedossa P, Opolon P. Natural history of liver 

fibrosis progression in patients with chronic hepatitis C. The OBSVIRC, 

METAVIR, CLINIVIR, and DOSVIRC groups. Lancet. 

1997;349(9055):825–832. PMID: 9121257 

https://doi.org/10.1016/s0140-6736(96)07642-8 

59. Knodell RG, Ishak KG, Black WC, Chen TS, Craig R, 

Kaplowitz N, et al. Formulation and application of a numerical scoring 

system for assessing histological activity in asymptomatic chronic active 



hepatitis. Hepatology. 1981;1(5):431–435. PMID: 7308988 

https://doi.org/10.1002/hep.1840010511 

60. Knodell RG, Ishak KG, Black WC, Chen TS, Craig R, 

Kaplowitz N, et al. Histological grading and staging of chronic hepatitis. 

J Hepatol. 1995;22(6):696–699. PMID: 7560864 

https://doi.org/10.1016/0168-8278(95)80226-6 

61. Venturi C, Sempoux C, Bueno J, Ferreres Pinas JC, Bourdeaux 

C, Abarca-Quinones J, et al. Novel histologic scoring system for 

long-term allograft fibrosis after liver transplantation in children. Am J 

Transplant. 2012;12(11):2986–2996. PMID: 22882699 

https://doi.org/10.1111/j.1600-6143.2012.04210.x 

62. Venturi C, Sempoux C, Quinones JA, Bourdeaux C, Hoyos SP, 

Sokal E, et al. Dynamics of allograft fibrosis in pediatric liver 

transplantation. Am J Transplant. 2014;14(7):1648–1656. PMID: 

24934832 https://doi.org/10.1111/ajt.12740 

63. Fouquet V, Alves A, Branchereau S, Grabar S, Debray D, 

Jacquemin E, et al. Long-term outcome of pediatric liver transplantation 

for biliary atresia: a 10-year follow-up in a single center. Liver Transpl. 

2005;11(2):152–160. PMID: 15666395 https://doi.org/10.1002/lt.20358 

64. Egawa H, Miyagawa-Hayashino A, Haga H, Teramukai S, 

Yoshizawa A, Ogawa K, et al. Non-inflammatory centrilobular sinusoidal 

fibrosis in pediatric liver transplant recipients under tacrolimus 

withdrawal. Hepatol Res. 2012;42(9):895–903. PMID: 22524409 

https://doi.org/10.1111/j.1872-034X.2012.01003.x 

65. Rhu J, Ha SY, Lee S, Kim JM, Choi GS, Joh JW, et al. Risk 

factors of silent allograft fibrosis 10 years post-pediatric liver 

transplantation. Sci Rep. 2020;10(1):1833. PMID: 32019996 

https://doi.org/10.1038/s41598-020-58714-z 



66. Briem-Richter A, Ganschow R, Sornsakrin M, Brinkert F, 

Schirmer J, Schaefer H, et al. Liver allograft patho-logy in healthy 

pediatric liver transplant recipients. Pediatr Transplant. 2013;17(6):543–

549. PMID: 23834615 https://doi.org/10.1111/petr.12119 

67. Seyam M, Neuberger JM, Gunson BK, Hübscher SG. Cirrhosis 

after orthotopic liver transplantation in the absence of primary disease 

recurrence. Liver Transpl. 2007;13(7):966–974. PMID: 17370332 

https://doi.org/10.1002/lt.21060 

68. Erard-Poinsot D, Guillaud O, Hervieu V, Thimonier E, 

Vallin M, Chambon-Augoyard C, et al. Severe alcoholic relapse after 

liver transplantation: what consequences on the graft? A study based on 

liver biopsies analysis. Liver Transpl. 2016;22(6):773–784. PMID: 

26929100 https://doi.org/10.1002/lt.24425 

69. Dumortier J, Dharancy S, Cannesson A, Lassailly G, Rolland 

B, Pruvot FR, et al. Recurrent alcoholic cirrhosis in severe alcoholic 

relapse after liver transplantation: a frequent and serious complication. 

Am J Gastroenterol. 2015;110(8):1160–1167. PMID: 26169514 

https://doi.org/10.1038/ajg.2015.204 

70. Mourad MM, Algarni A, Liossis C, Bramhall SR. Aetiology 

and risk factors of ischaemic cholangiopathy after liver transplantation. 

World J Gastroenterol. 2014;20(20):6159–6169. PMID: 24876737 

https://doi.org/10.3748/wjg.v20.i20.6159 

71. Sebagh M, Rifai K, Féray C, Yilmaz F, Falissard B, Roche B, 

et al. All liver recipients benefit from the protocol 10-year liver biopsies. 

Hepatology. 2003;37(6):1293–1301. PMID: 12774007 

https://doi.org/10.1053/jhep.2003.50231 

72. Croome KP, Mathur AK, Aqel B, Yang L, Taner T, 

Heimbach JK, et al. Classification of distinct patterns of ischemic 

cholangiopathy following DCD liver transplantation: distinct clinical 



courses and long-term outcomes from a Multicenter cohort. 

Transplantation. 2022;106(6):1206–1214. PMID: 34468429 

https://doi.org/10.1097/TP.0000000000003928 

73. Syutkin VE, Salienko AA, Olisov OD, Novruzbekov MS. Relapse 

of autoimmune diseases after liver transplantation. Transplantologiya. The 

Russian Journal of Transplantation. 2022;14(4):421–431. (In Russ.). 

https://doi.org/10.23873/2074-0506-2022-14-4-421-431 

74. Ravikumar R, Tsochatzis E, Jose S, Allison M, Athale A, 

Creamer F, et al. Risk factors for recurrent primary sclerosing cholangitis 

after liver transplantation. J Hepatol. 2015;63(5):1139–1146. PMID: 

26186988 https://doi.org/10.1016/j.jhep.2015.07.005 

75. Aguilar MT, Carey EJ. Current status of liver transplantation 

for primary biliary cholangitis. Clin Liver Dis. 2018;22(3):613–624. 

PMID: 30259857 https://doi.org/10.1016/j.cld.2018.03.011 

76. Neuberger J. Recurrent primary biliary cirrhosis. Liver Transpl. 

2003;9(6):539–546. PMID: 12783392 https://doi.org/10.1053/jlts.2003.50096 

77. Vannas M, Arola J, Nordin A, Isoniemi H. Value of 

posttransplant protocol biopsies in 2 biliary autoimmune liver diseases: a 

step toward personalized immunosuppressive treatment. Medicine 

(Baltimore). 2022;101(2):e28509. PMID: 35029206 

https://doi.org/10.1097/MD.0000000000028509 

78. Manousou P, Arvaniti V, Tsochatzis E, Isgro G, Jones K, 

Shirling G, et al. Primary biliary cirrhosis after liver transplantation: 

influence of immunosuppression and human leukocyte antigen locus 

disparity. Liver Transpl. 2010;16(1):64–73. PMID: 19866449 

https://doi.org/10.1002/lt.21960 

 

 

 



Information about the authors 

Sergey E. Voskanyan, Corresponding Member of the Russian 

Academy of Sciences, Prof., Dr. Sci. (Med.), Deputy Chief Physician for 

Surgical Care – Head of Surgery and Transplantation Center, State Research 

Center – Burnasyan Federal Medical Biophysical Center of Federal Medical 

Biological Agency, https://orcid.org/0000-0001-5691-5398 

20%, development of the study concept, review of literature data, 

final approval of the manuscript for publication 

Vladimir E. Syutkin, Dr. Sci. (Med.), Professor of the Surgery 

Department with the Courses of Oncology, Anesthesiology and 

Resuscitation, Endoscopy, Surgical Pathology, Clinical Transplantation 

and Organ Donation, the Medical and Biological University of Innovation 

and Continuing Education, State Research Center – Burnasyan Federal 

Medical Biophysical Center of Federal Medical Biological Agency; 

Leading Researcher, Department for Liver Transplantation, 

N.V. Sklifosovsky Research Institute for Emergency Medicine, 

https://orcid.org/0000-0001-8391-5211 

50%, development of the study concept, review of literature data, 

writing the text of the article 

Alexander I. Sushkov, Cand. Sci. (Med.), Head of Laboratory of 

New Surgical Technologies, State Research Center – Burnasyan Federal 

Medical Biophysical Center of Federal Medical Biological Agency, 

https://orcid.org/0000-0002-1561-6268, sushkov.transpl@gmail.com 

10%, review of literature data, preparation of the manuscript for 

publication 

Yuliya V. Voskanyan, Gastroenterologist of the Out-patient 

Department, State Research Center – Burnasyan Federal Medical 

Biophysical Center of Federal Medical Biological Agency, 

https://orcid.org/0000-0003-2445-7382 



10%, obtaining the study material, review of literature data 

Alexandra Yu. Veselkova, Pathologist of the Pathology 

Department, State Research Center – Burnasyan Federal Medical 

Biophysical Center of Federal Medical Biological Agency, 

https://orcid.org/0000-0002-1135-7430 

10%, obtaining the study material, review of literature data 

 
The article was received on March 13, 2023; 

approved after reviewing March 27, 2023; 

accepted for publication June 28, 2023 


	REVIEW ARTICLES AND LECTURES
	https://doi.org/10.23873/2074-0506-2023-15-3-359-375
	Liver allograft pathology in the late post-transplant period0F
	Abstract
	Conflict of interests Authors declare no conflict of interest
	AIH, autoimmune hepatitis
	Introduction
	Allograft fatty disease
	Chronic hepatitis
	Table. Updated terminology [29]
	Graft fibrosis
	Graft cirrhosis
	Vanishing bile duct syndrome
	Conclusion
	References
	Information about the authors
	10%, obtaining the study material, review of literature data

