NOVEL PROTEIN MARKERS IN BILE AND SERUM ARE ASSOCIATED WITH PRIMARY SCLEROSING CHOLANGITIS DISEASE SEVERITY AND PROGNOSIS
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ABSTRACT

BACKGROUND&AIMS: We aimed to identify novel protein biomarkers of disease severity and prognosis in primary sclerosing cholangitis (PSC). 

METHODS: Using a bead-based array targeting 63 proteins, we profiled a derivation panel of Norwegian endoscopic retrograde cholangiography-bile samples (55 PSC, 20 disease controls) and a Finnish validation panel (34 PSC, 10 disease controls). Selected identified proteins were measured in serum from two Norwegian PSC cohorts (n=167 [1992-2006] and n=138 [2008-2012]), inflammatory bowel disease (n=96) and healthy controls (n=100).

RESULTS: In the bile derivation panel, levels of 14 proteins were different between PSC patients and controls (P<0.05); all were confirmed in the validation panel. Twenty-four proteins in the bile derivation panel were significantly (P<0.05) different between PSC patients with mild compared to severe cholangiographic changes (modified Amsterdam criteria); this was replicated for 18 proteins in the validation panel. IL-8, MMP9/LCN2-complex, S100A8/9, S100A12 and TPH2 in bile were associated with both a PSC diagnosis and grade of cholangiographic changes. Stratifying PSC patients according to tertiles of serum IL-8, but not MMP9/LCN2 and S100A12, provided excellent discrimination for transplant-free survival both in the serum derivation and validation cohort. Furthermore, IL-8 was associated with transplant-free survival in multivariable analyses in both serum panels independently of age and disease duration, indicating an independent influence on PSC progression. However, the Enhanced Liver Fibrosis (ELF®) test and Mayo-risk score proved to be stronger predictors of transplant-free survival. 

CONCLUSIONS: Based on assaying of biliary proteins, we have identified novel biliary and serum biomarkers of severity and prognosis in PSC. 

Key words: PSC, biomarker, prognosis, calprotectin, IL-8
INTRODUCTION

Primary sclerosing cholangitis (PSC) is a chronic cholestatic liver disease characterized by progressing inflammation and fibrosis of the intra- and extrahepatic bile ducts, leading to cirrhosis in the majority of patients. PSC is frequently associated with inflammatory bowel disease (IBD) and other immunologic diseases. To date, liver transplantation is the only curative treatment in PSC, as there is no medical therapy of proven benefit to halt disease progression. The disease course is highly variable between PSC patients, with transplant-free survival ranging from 12-21 years in different cohorts 
 ADDIN EN.CITE 
(1, 2)
. 
Predictors of outcome in terms of liver transplantation or death have been proposed, mainly based on biochemical variables (e.g. bilirubin or alkaline phosphatase) or clinical signs (e.g. variceal bleeding or ascites) 3()
, but currently there are no validated prognostic tools to reliably estimate the prognosis in the individual patient 
 ADDIN EN.CITE 
(4, 5)
. Furthermore, the lack of validated biomarkers reflecting relevant disease inflammatory activity is a major hurdle for clinical trials struggling to demonstrate effect of new therapeutic options. A position paper was recently published by the International PSC Study Group aiming to define surrogate endpoints for clinical trials based on a consensus process 
 ADDIN EN.CITE 
(6)
. Biomarkers reflecting liver fibrosis including the serum-based Enhanced Liver Fibrosis (ELF®; Siemens Medical Solutions Diagnostics Inc., Tarrytown, NY, USA) Test have been reported to predict prognosis in PSC 
 ADDIN EN.CITE 
(7)
.  Although promising biomarkers, a critical question is whether the proposed markers reflect disease activity or disease stage.
In this study, we aimed to explore whether inflammatory biomarkers or biomarkers of fibrosis other than ELF® represented biomarkers of disease activity or disease stage in large-duct PSC. Since bile is in immediate contact with the primary target of the disease, i.e. the cholangiocytes (of the bile ducts), we hypothesized that the biliary protein pool would be more likely than serum to accurately reflect disease activity. In order to investigate this we performed an exploratory analysis of a large number of putative biomarker proteins in bile, using a custom multiplex antibody array platform and applying a two-step analysis with validation of significant results in an independent panel. Secondly, we investigated the prognostic potential of key proteins identified in bile, in sera from two independent cohorts by a similar two-step derivation-validation analysis.
MATERIAL AND METHODS

Patient Population and Data Collection

PSC was diagnosed based on typical cholangiographic findings according to acknowledged criteria after exclusion of secondary causes of sclerosing cholangitis, and excluding small duct PSC 
 ADDIN EN.CITE 
(8, 9)
. The first pathological cholangiography defined the time of diagnosis of PSC. For the PSC patients, we queried patient records and research databases for information on clinical and laboratory data, including fever, cholangitis, jaundice, ascites, encephalopathy, esophageal varices, variceal bleeding, IBD status, colorectal or hepatobiliary malignancy, and medication at the time of bile or serum extraction. IBD diagnosis was based on findings at colonoscopy and histology. Diagnoses of ulcerative colitis (UC) and Crohn’s disease were established by accepted criteria. We retrieved updated information on liver transplantation dates and indications (Suppl. Table 1) by December 31st 2012 from the Nordic Liver Transplant Registry and data on all-cause death by the same date from the Norwegian Death Registry.

We included two panels of bile samples; an exploratory derivation panel (Bile panel-1), and an independent validation panel (Bile panel-2) (Supplementary Fig. 1A). We selected bile samples from PSC patients based on clinical and laboratory data in order to constitute groups of varying disease activity, applying the original Amsterdam score 
 ADDIN EN.CITE 
(10)
 to categorize the PSC patients into groups of “mild” or “advanced” disease (Amsterdam scores 0-2 or ≥3, respectively) based on revision of ERC images. Bile panel-1 consisted of bile samples extracted at ERC from 55 large-duct PSC patients (16 mild, 37 advanced) and 20 disease controls (details in Suppl. Fig. 1)) retrieved from the NoPSC Biobank, Oslo, Norway (Table 1). Bile panel-2 included bile samples extracted at ERC from a Finnish cohort of 34 PSC patients (12 mild, 22 advanced) and 10 controls (Table 1). 
For the serum analyses, we adopted a two-step study design including two PSC panels recruited during two different, well-defined time periods (Supplementary Fig. 1B). The panels were not overlapping. Statistically significant results obtained in Serum panel-1 were tested in Serum panel-2. Serum panel-1 included serum samples from 167 large-duct PSC patients (median follow-up time [range] of 4 years [0-20.1] from time of serum sampling) collected 1992-2006. Serum panel-2 included 138 independent PSC patients (median follow-up time [range] of 2.2 years [0.0-4.3] from serum sampling) collected 2008-2012 in the NoPSC biobank. Control serum panels of 100 healthy controls and 96 UC cases from a population based Norwegian cohort were retrieved for comparison 
 ADDIN EN.CITE 
(11)
. The characteristics of the study populations are shown in Table 2.
Standard biochemical analyses were retrieved from clinical routine laboratory databases including C-reactive protein (CRP), white blood count, platelets, creatinine, total bilirubin, albumin, international normalized ratio (INR), aspartate aminotransferase (AST), alanine aminotransferase (ALT), alkaline phosphatase (ALP) and gamma-glutamyltransferase (GGT). Mayo risk scores were calculated using the algorithm for the revised Mayo risk score 
 ADDIN EN.CITE 
(12)
.
Ethical approval

The protocol was in accordance with Declaration of Helsinki and approved by the regional committee for research ethics in South Eastern Norway (reference number 2011/2572). All study participants provided written, informed consent.
Bile sample preparation

The samples were thawed and 100 µL of bile was added to 150 µL PBS containing 0.1% Tween 20 and Protease Inhibitor Cocktail (Sigma-Aldrich, St. Louis, Missouri, USA), then centrifuged at 4 °C for 10 minutes at 14000 rpm. CleanAscite™ (100 µL, Biotech Support Group, NJ, USA) and Protein G Sepharose (50 µL; Sigma-Aldrich) were used for removal of lipids and immunoglobulins, respectively. Proteins were labelled with amine-reactive biotin (NHS-PEO4-Biotin 1mg/mL, Thermo Fischer Scientific, IL, USA) for 45 minutes on ice and separated on a Superdex 200 10/300 GL SEC column coupled to an Äkta Purifier (GE Lifesciences). The mobile phase was PBS containing 0.05% Tween 20 at a flow rate of 0.5 mL/min. After a retention volume of 8 mL, 24 fractions of 0.5 mL each were collected. The fractions were aliquoted and stored at -70 °C until analysis. The samples and fractions were kept cold at all times during the preparation procedure to limit proteolysis.     

Antibody array analysis

The production of the bead-based antibody array has been described in detail elsewhere 
 ADDIN EN.CITE 
(13)
. The antibodies used are commercially available and have been evaluated thoroughly in-house with regard to specificity prior to the current study 14()
. A comprehensive list of the antibodies used is provided in Supplementary Table 2. Antibody-coupled beads were mixed, aliquoted and stored at -70 °C.  Mixtures of beads with up to 1728 different color codes were added to SEC fractions containing biotinylated bile proteins. After overnight incubation, the beads were washed three times with PBS containing 1% Tween 20 (PBT). Streptavidin-conjugated phycoerythrin was added to label captured biotinylated proteins (SA-PE, Jackson Immunoresearch). The beads were washed in PBT and analyzed with an LSRII flow cytometer (BD Biosciences, San Jose, California, USA) as described previously 13()
. Flow cytometry files were analyzed with a customized software capable of automatically reading the fluorescent bar codes of microsphere subsets and exporting the median SA-PE fluorescence in text format 
 ADDIN EN.CITE 
(15)
. The data output is reactivity profiles for all antibodies in the array where molecular size is on the x-axis and fluorescence intensity on the y-axis. Specific target capture is visualized as peaks in the reactivity profile. In order to obtain quantitative data we calculated the peak areas using scripts in Microsoft Excel.
ELISA

Commercial kits from RnD Systems (Minneapolis, MN, US) were used to analyze serum levels of interleukin (IL)-8, S100A12 and the MMP9-LCN2 complex in frozen serum samples from all 305 PSC patients, the 100 healthy controls and the 96 UC patients. Serum levels of tryptophan hydroxylase 2 (TPH2) were analyzed using a commercial kit from Cusabio (Baltimore, MD, US; cat number CSB-EL02410HU) in frozen serum samples from 137 patients in Serum panel-2. Inter-and intra-assay coefficients of variation were <10% for the biochemical analyses for all of the associated markers. Plasma levels of calprotectin (S100A8/A9 complex) were analyzed in Serum panel-2 (n=138) using a commercial kit (Calprolab, Calpro, Lysaker, Norway). 
Statistical Analyses

Statistical analyses were performed using SPSS (version 21, SPSS Inc., Chicago, IL, USA), MedCalc (MedCalc Software, Ostend, Belgium) and R (R Foundation for Statistical Computing, Vienna, Austria). P-values of < 0.05 were considered significant. Continuous variables were tested for normal distribution and the Student’s t-test or the Mann-Whitney U test was applied as appropriate. Data are presented as median (range). Spearman’s rho was used to test for correlations between putative biomarkers and prognostic scores. 
Predictive values of putative biomarkers were evaluated by Receiver operating characteristic (ROC) curves and are presented as area under the curves (AUCs) with 95% confidence intervals (CI). Optimal cut-off values were determined by ROC analyses according to the Youden’s index and we calculated sensitivities and specificities of each protein to differentiate between PSC patients and controls. Primary end point was time to death or liver transplantation. We explored the associations between tertiles of IL-8, S100A12, the MMP-LCN2 complex and TPH2 and clinical outcome by the Kaplan-Meier method and tested statistical significance by the log-rank test. 
We assessed the associations between clinical, laboratory and radiological features at the time of first diagnosis and clinical outcome by univariate Cox proportional hazards regression analyses. Factors found to be of prognostic significance by univariate analysis were entered into a multivariable model to identify factors independently related to prognosis. From these, a prognostic model was constructed. IL-8 and ELF® and Mayo score were assessed in different Cox models owing to collinearity (r > 0.5). Lasso analysis 16()
 using the R penalized package was performed to find subsets of biomarkers best discriminating between PSC vs controls and severe vs mild PSC, respectively. To avoid overfitting due to multiple explanatory variables (the 63 biomarkers), we first trained the lasso models on Bile panel-1, using cross-validation to find the optimal penalization parameter. The coefficient estimates of these trained models were used to evaluate model performance (AUC) using Bile panel-2 as independent test data set. In all tests, P values of <0.05 were considered statistically significant.

RESULTS

Explorative analysis of putative biomarkers by protein array analysis
The antibody array consisted of 144 well-characterized antibodies targeting 63 proteins described to be involved in pathways related to inflammation and fibrosis. Antibody array analysis revealed 14 proteins that were significantly different between PSC patients and controls (Supplementary Table 3). The PSC patients were classified as having either early or advanced disease (ERC-based Amsterdam score 0-2 or ≥3, respectively). Comparing early and advanced PSC, 24 proteins showed significant differences (Supplementary Table 4). Subsequent analysis in an independent Bile panel-2 (Table 1) replicated significant results for 13 proteins differing between PSC and controls (Supplementary Table 3). Eighteen of the 24 proteins differing between mild and advanced disease in Bile panel-1 were also significantly different in Bile panel-2 (Supplementary Table 4).
Evaluation of the diagnostic utility of the novel bile biomarkers in PSC
All of the 13 proteins that were consistently significantly different between PSC patients and controls were evaluated by ROC-AUC analyses in Bile panel-1 and Bile panel-2 (Table 3). The proteins performing best as single discriminators in the two panels combined were IL-8, S100A12, LCN2, S100A8 and ITGB2. However, lasso analysis (optimizing subset selection in order to enhance the prediction accuracy of the model it produces) identified ICAM1, MMP7, S100A4 and S100A12 as the group of markers that collectively best distinguished PSC from controls (Fig. 1A). 
Evaluation of the utility of the novel bile biomarkers in measuring disease severity in PSC

In order to evaluate the ability of putative biomarkers to distinguish between mild and advanced disease, all proteins consistently showing significant differences between mild and advanced PSC in both bile panels, were evaluated by ROC-AUC analyses in Bile panel-1 and Bile panel-2, respectively (Table 4). The top three single targets best fit to distinguish mild from advanced PSC were C5, S100A8 and TIMP1 (Bile panel-1) and S100A12, MPO, S100A8 and S100A7 (Bile panel-2). Combining ROC-AUC results, the targets best fit to distinguish advanced from mild PSC were S100A8 (mean AUC 0.800), S100A12 (mean AUC 0.787), TGFB1 (mean AUC 0.786) and LCN2 (mean AUC 0.783). Lasso analysis identified S100A8 (calprotectin) alone as the protein best capturing the difference between mild and advanced PSC (Fig. 1B). 
Evaluation of the predictive value of the putative prognostic biomarkers in peripheral blood
Serum analyses were performed in two independent cohorts described in Table 2. In bile, seven proteins were significantly different both between PSC patients and controls and between PSC patients with mild and advanced disease (IL-8, MMP9/LCN2 complex, S100A12, TPH2, ITGB2 and S100A8), and we considered these good candidates for further investigation.
In serum, IL-8 levels were significantly higher in PSC compared to UC patients and healthy controls (median [range]: 39 [1-1891] pg/mL, 10.4 [1-1150] pg/mL and 3 [10-229] pg/mL, respectively; p<0.001 for both comparisons; Fig. 2A). PSC patients had higher levels of IL-8 compared to subgroups of UC patients either active or in remission (median [range] 12 [1-1038] pg/mL, p<0.001, and 8 [1-28] pg/mL, p<0.001, respectively). IL-8 was correlated to the ELF® score and Mayo score (Serum panel-1: Spearman’s rho 0.68 and 0.59, respectively; p<0.001 for both; Serum panel-2: Spearman’s rho 0.64 and 0.46, respectively; p<0.001 for both). Exploration of Serum panel-1 by Kaplan Meier plot analysis showed a significant inverse association between IL-8 levels and transplant-free survival for PSC patients (log-rank test: Chi-square 31.2, P<0.001;  Fig. 2B). This was replicated in Serum panel-2 (Fig. 2C).
PSC patients had lower serum levels of the MMP9/LCN2 complex compared to either UC or healthy controls (median [range] 3.9 [0.2-150.0], 21.6 [0.9-130.0] and 15.3 [1.4-65.6], respectively; p<0.001 for both comparisons). Likewise, S100A12 levels were lower in PSC compared to either UC or healthy controls (median [range] 7.4 [1.0-30.0], 8.6 [1.0-28.2] and 9.2 [1.0-16.9], respectively; p=0.001 and p<0.001, respectively). No associations with survival were found for S100A12, the MMP9-LCN2 complex or TPH2 (log-rank test: Chi-square 0.73 [P=0.70], 3.60 [P=0.17] and 1.63 [P=0.20], respectively; Supplementary Fig. 2A and B). 
Plasma (only available from panel-2) calprotectin (S100A8/A9) levels were not significantly different between PSC patients and controls (median [range] 414.6 [89.2-2501.0] and 424.7 [153.9-1557.2], respectively; p=0.62; Suppl. Fig. 2C). No significant differences in survival were found for tertiles of calprotectin using log-rank test (p=0.32, Suppl. Fig. 2D), although further exploration of the data identified a weak association with poorer prognosis in the upper quartile when comparing with the other patients (p=0.03; Suppl. Fig. 2E/F).
Prognostic modeling of novel and previously reported biomarkers in PSC
Results from univariate Cox proportional hazards regression analysis including all patients with complete data in the derivation and the validation panels, respectively, are listed in Table 5. Age, age at diagnosis, bilirubin, albumin, AST, INR, the Mayo risk score, ELF score and IL-8 showed significant (P<0.05) association with transplant-free survival consistently in both panels. We have previously reported that the ELF score and Mayo risk score are both independently associated with transplant-free survival.
 ADDIN EN.CITE 
(7)
 Owing to collinearity (rho > 0.5), we assessed IL-8 in a Cox model separate from ELF and Mayo score in the multivariable analyses. Other variables showing collinearity with IL-8 were also excluded.
In Serum panel-1, multivariable Cox-regression analysis including IL-8 and sex, age at diagnosis, PSC duration, serum platelets and albumin, yielded a final model including IL-8 (HR 1.18 95% CI [1.01, 1.37], P=0.04), age at diagnosis (HR 1.02, 95% CI [1.00, 1.04], P=0.02), PSC duration (HR 1.09, 95% CI [1.05, 1.14], P<0.001) and albumin (HR 0.90, 95% CI [0.87, 0.93], P<0.001); whereas in Serum panel-2, the identical analysis yielded a final model including IL-8 (HR 1.50, 95% CI [1.18, 1.91], P=0.001), age at diagnosis (HR 1.05, 95% CI [1.02, 1.07], P<0.001), platelets (HR 0.59, 95% CI [0.35, 0.99], P=0.04) and albumin (HR 0.92, 95% CI [0.87, 0.97], P=0.002) (Table 6). When patients in Serum panel-1 were divided by the median Mayo score, repeating the analysis showed a final model including IL8 in the low-Mayo score group but not in the high-Mayo score group (Suppl. Table 5). In a multivariable analysis adding serum bilirubin to the analysis, IL-8 was still an independent predictor of transplant-free survival in Serum panel-2; whereas in Serum panel-1 IL-8 was not part of the final model (Suppl. Table 6). The Mayo score and ELF score were assessed in separate analyses excluding IL-8, and the final models included independent associations of Mayo score and ELF score with outcome as previously reported (data not shown) 
 ADDIN EN.CITE 
(7)
. Application of an alternative endpoint defined as liver failure related transplantation or death, confirmed an independent association of IL-8 with prognosis (Suppl. Fig.3 and Suppl. Table 7).
Given the possible association between plasma calprotectin and progression only investigated in panel-2, we also performed univariable Cox regression with Ln Calprotectin, which was significant (HR 1.60 [1.04, 2.47], p=0.03). In multivariable models, plasma calprotectin was an independent predictor in all models (Suppl. Table 8), with a final model including Ln Calprotectin (HR 1.65 [1.07, 2.54], p=0.03), Mayo score (HR 1.54 [1.15, 2.08], p=0.004) and ELF test (HR 1.41 [1.09, 1.83], p=0.008).

DISCUSSION

In this exploratory study, we identified in ductal bile a number of proteins related to inflammation and fibrosis that were associated with disease activity or severity in a large number of PSC patients, through the use of advanced antibody array technology. We considered as true findings only results that were validated by replication in an independent panel. Out of the eighteen proteins differing between mild and advanced PSC, lasso analysis showed that S100A8 alone (representing the S100A8/A9 complex, more commonly known as calprotectin) best captured the difference between mild and severe disease in PSC. Serum analyses identified IL-8 as the best predictor of transplant-free survival in PSC out of the identified inflammatory markers.
In the present study we found a widely different proteomic profile between patients with and without PSC, and between PSC patients with early and advanced disease. In contrast to previous reports focusing on the predictive value of markers of fibrosis like ELF in PSC, the results of the present study highlight the importance of inflammation. Out of the lists of suggested diagnostic or prognostic markers, seven proteins were associated both with PSC as such, and with PSC severity, namely IL-8, ITGB2, LCN2, MMP9, S100A8/A9, S100A12 and TPH2. Interestingly, all of these are markers of inflammation, except for TPH2 which is a marker of proliferation 
 ADDIN EN.CITE 
(17)
.
IL-8 attracts and activates neutrophils, leading to the release of a wide variety of substances including S100A8/A9, S100A12 and MMP9, also highlighted by present data. Previous reports have also demonstrated elevated serum IL-8 levels in various chronic liver diseases, with increased levels associated with advanced stages of fibrosis and cirrhosis. Interestingly, higher levels were found in cholestatic liver disease compared to other etiologies, and in PSC patients compared to healthy controls 
 ADDIN EN.CITE 
(18, 19)
. IL-8 has also been implicated in biliary atresia, another cholestatic disease 20()
. Moreover, an elevated expression of IL-8 was observed in cholangiocytes from PSC livers compared to cholangiocytes from the livers of patients with PBC, HCV and normal liver 21()
. In the same study, exposure to LPS induced a state of hypersecretion of IL-8 by the biliary epithelial cells, suggesting a possible link to inflammatory bowel disease and the leaky gut hypothesis. Overall, the very high concentrations of IL-8 both in bile and serum and the link to disease severity as well as prognosis suggest that it has an important role in PSC, and that the cellular source at least in part may be the biliary epithelium. Of note, cholangiocyte senescence with transition of cholangiocytes to a pathological state involving, amongst other things, hypersecretion of IL-8, has been suggested as a putative contributing factor in PSC pathogenesis 21()
. Studies to further detail the roles of IL-8 in cholangiocyte biology and its relevance in biliary inflammation appear warranted based on available data.
Biliary calprotectin (the S100A8/A9 heterodimer) was both associated with PSC per se and PSC severity, as evaluated by Amsterdam score. This is in line with previous reports proposing calprotectin as a bile protein marker for disease activity in PSC 
 ADDIN EN.CITE 
(22-24)
. Calprotectin was previously shown to correlate with the Mayo risk score in PSC patients regardless of the presence or absence of IBD. Calprotectin is involved in the promotion of inflammatory responses in several autoimmune diseases as well as in inflammation-associated cancer, acting in part via toll-like receptor 4, which has also been implicated in PSC 22()
. In IBD, calprotectin is a well-established fecal marker of colonic inflammation and a commercially available test is widely used in the clinical follow-up 25()
. In analogy to this, it appears an intriguing opportunity whether assays for calprotectin could be modified for the assessment of S100A8/A9 levels in bile sampled at ERC to provide severity assessments. The observed association between plasma calprotectin and disease progression in one study panel is promising but needs validation in independent cohorts.
We have previously demonstrated that a biomarker panel for fibrosis, the Enhanced Liver Fibrosis (ELF) score, based on three direct components of liver fibrogenesis, is well suited to stratify PSC patients into groups of differing prognosis 3()
. In the present study, we show that the Mayo risk score and ELF score likely are stronger predictors of clinical outcome compared to IL-8. However, IL-8 was associated with transplant-free survival in multivariable analyses in two independent PSC cohorts, indicating an important influence on PSC progression. Our findings underline the implication of IL-8, as a marker of inflammation, in the pathogenesis of PSC. Interestingly, novel data confirming increased levels of IL-8 in bile of PSC patients compared to controls indicate that IL-8 stimulates proliferation and fibrogenic gene expression in primary human cholangiocytes, linking the primarily inflammatory marker IL-8 also to fibrosis development 
 ADDIN EN.CITE 
(26)
. Taken together, the inflammatory pathways represented by IL-8 may thus harbor potential treatment targets for PSC, and mechanistic studies to elaborate the relationship between IL-8 production and fibrosis development are warranted.
The large number of putative biomarkers explored using extensively validated antibodies and the validation of results in independent patient panels represent strengths of the present study. Limitations include its retrospective design. In future, improved proteomic techniques might allow more comprehensive unbiased analyses in bile. Any bias of ERC indication (diagnostic versus intervention) was not evaluated due to uncertainty of available retrospective data and should be assessed in subsequent prospective cohorts. The bile panel disease control groups included non-cholestatic diseases perhaps more relevant for investigation of pathogenetic pathways than assessment of diagnostic utility; however, ERC-bile samples were scarce, complicating tailoring of optimal control panels. All patients in the present series were included at a tertiary referral center and may represent more severely affected subgroups. The long follow up allowed us to use all-cause death and liver transplantation as combined end-points, however, we acknowledge that lead-time bias may influence the accuracy of such measures.  
Through exploration of a wide range of putative biomarkers in the bile of PSC patients in two independent patient panels, we have identified multiple proteins related to inflammation distinguishing mild from advanced disease, including IL-8 and calprotectin. Serum analyses in two independent PSC patient panels demonstrated that serum IL-8 was predictive of liver transplantation free survival, suggesting a contribution of IL-8 associated inflammatory mechanisms to PSC pathogenesis. Subanalyses in groups defined by Mayo score seemed to support a role of IL-8 particularly in early PSC. While markers of disease stage (Mayo risk score) and fibrosis (ELF score) were stronger predictors of survival than IL8, our data strongly suggest that inflammatory markers should be included alongside fibrosis markers in the further search for parameters providing a comprehensive description of PSC severity and progression.
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FIGURE LEGENDS

Fig.1: Identification of biomarker panels by Lasso analysis. Lasso analysis identified (A) ICAM1, MMP7, S100A4 and S100A12 as the group of markers that collectively best distinguished primary sclerosing cholangitis (PSC) from controls(AUC 0.85), and (B) S100A8 (S100A8/A9 complex; calprotectin) as the single marker best distinguishing mild from advanced PSC, with no added value by addition of other markers.
Figure 2. Prediction of transplant-free survival by serum biomarkers (IL-8). Panel A illustrates elevated serum IL-8 levels in PSC (n=305) compared to UC (n=98) or healthy controls (n=100). Panels B and C show Kaplan-Meier curves of time to transplantation or death for PSC patients stratified into tertiles of IL-8 for Serum panel-1 (B) and 2 (C), respectively, illustrating that in patients in the lower tertile of IL-8 (solid line), survival was significantly longer compared to the intermediate and high IL-8 tertiles (dashed line and dotted line, respectively). PSC, primary sclerosing cholangitis; UC, ulcerative colitis.
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