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Abstract
Inflammatory bowel disease (IBD) is a chronic inflammatory disorder of the gastrointestinal tract that encompasses two 
major conditions: Crohn’s disease (CD) and ulcerative colitis (UC). Historically, IBD has been primarily reported in western 
countries, but over the past decades, its prevalence is rapidly increasing, especially in lower and middle-income countries 
(LMICs) such as India and China and also in Sub-Saharan Africa. The prevalence of IBD in LMICs has been the subject 
of growing concern due to the impact of access to public healthcare and the burden it places on healthcare resources. The 
classical thiopurines face significant challenges due to cessation of therapy in approximately half of patients within one year 
due to side effects or ineffectiveness. In this article, we highlight innovating thiopurine treatment for IBD patients in down-
regulating side effects and improving efficacy.
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Introduction

Inflammatory bowel disease (IBD) is a chronic inflamma-
tory disorder of the gastrointestinal tract that encompasses 
two major conditions: Crohn’s disease (CD) and ulcerative 
colitis (UC) [1, 2]. Historically, IBD has been primarily 
reported in western countries, but over the past decades, 
its prevalence is rapidly increasing, especially in lower 
and middle-income countries (LMICs) such as India and 

China and also in Sub-Saharan Africa [3]. Behcet’s disease 
is well recognized along the Silk Road as part of IBD, but 
nearly mentioned elsewhere. This rising trend has posed 
challenges for access to care of underprivileged patients in 
these regions, necessitating a better understanding of the 
factors contributing to the increased prevalence of IBD [4]. 
Furthermore, the global IBD visualization of epidemiology 
studies in the 21st Century (GIVES-21) has been developed 
to investigate the epidemiology of IBD and explores new 
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research questions on the association between environ-
mental, dietary, genetic factors and IBD development in 
newly industrialized countries [5]. The prevalence of IBD 
in patients from LMICs has been the subject of growing 
concern due to the impact of access to public healthcare 
and the burden it places on healthcare resources [4]. While 
the rise in IBD cases is multi-factorial and complex, several 
key factors have been recognized. One significant factor is 
the westernization of lifestyle and dietary habits, changing 
the gut microbiota and increasing exposure to environmen-
tal risk factors [6]. As access to healthcare and diagnostics 
improves, more individuals are being diagnosed, leading 
to a recognized increase in IBD prevalence rates [7]. The 
impact of IBD goes beyond the burden on individuals and 
healthcare systems. It also affects work productivity, qual-
ity of life and economic costs associated with its manage-
ment [6]. The challenges are further exacerbated by limited 
resources, inadequate access to specialized care and the lim-
ited availability of (expensive) medications [8]. Recently, 
Banerjee et al. [9] published a cross-sectional study of IBD 
demographics, disease phenotype and treatment across 38 
centers in 15 countries of South Asia, South-East Asia and 
Middle East within the IBD-Emerging Nations’ Consor-
tium (IBD-ENC). Their study consisted of a cohort of over 
10,000 patients from 15 countries in the same geographic 
belt, where epidemiological data on IBD are underreported. 
They found that in the IBD-ENC, the UC is twice as com-
mon as CD, familial disease is uncommon and the rates of 
surgery are low. The use of biologics was correlated to the 
capita gross national income per capita, which also suggests 
that the most financially disadvantaged patients do not have 
access to these treatments. Hence, there is a need for medica-
tions that are effective, available and affordable. Globally, 
there are approximately 4.9 million cases of IBD worldwide, 
wherein thiopurines are the key therapy in a majority of 
IBD patients, not only because of their affordability [10–12]. 
Thiopurines are immunosuppressive medications used in 
various autoimmune and inflammatory conditions, includ-
ing IBD [13]. Thiopurines were developed by Gertrude B. 
Elion and George H. Hitchings in the 1950s. They initially 
investigated thiopurines for their potential as an anticancer 
agent, but later recognized their immunosuppressive prop-
erties [14]. Thiopurines have demonstrated their efficacy 
in managing IBD and are affordable [15, 16]. The classi-
cal thiopurines, azathioprine and 6-MP, unfortunately have 
a relatively narrow therapeutic window and have adverse 
effects such as gastric intolerance, flu-like syndrome, pan-
creatitis, hepatotoxicity, skin rash, myelotoxicity and devel-
opment of infections secondary to neutropenia [17]. The 
adverse effects are partly related to genetic variations in the 
metabolism of thiopurines. Because of this, the classical 
thiopurines face significant challenges such as monitoring of 
therapy and, if available, using therapeutic drug monitoring 

(TDM). Furthermore, genetic polymorphism testing for thi-
opurine S-methyltransferase (TPMT) and nudix hydrolase 
15 (NUDT15) may also benefit patients, if testing for these 
polymorphisms is available and afforable [18]. The main 
reasons to monitor therapy include risk of hepatotoxicity and 
myelotoxicity. In this article, we highlight how to innovate 
strategies that are mandatory for IBD patients in downregu-
lating side effects and improving efficacy.

Azathioprine or mercaptopurine

Maintaining remission in IBD is crucial for improving 
patients’ quality of life and preventing disease progression. 
Azathioprine (AZA) (1.0–3.0 mg/kg) and mercaptopurine 
(MP) (1.0–1.5 mg/kg) have demonstrated, since the early 
1980s, efficacy in reducing disease activity and promoting 
long-term remission in various Cochrane reviews. Based on 
evidence, the classical thiopurines are used for the mainte-
nance of (surgically induced) remission in participants with 
CD [19]. AZA is effective for the maintenance of remission 
in ulcerative colitis. Furthermore, AZA or MP may be effec-
tive as maintenance therapy for patients who have failed 
or cannot tolerate mesalazine and for patients who require 
repeated courses of steroids [16]. The mesalazine treat-
ments, in contrast to thiopurines, are not always affordable 
for underprivileged populations in countries such as India 
(Table 3) [20]. AZA seems more effective for the mainte-
nance of remission in Crohn’s disease [15, 21]. A majority 
of drug trials are primarily performed with prescriptions 
under patent in high-income countries (HIC). Studies from 
rapidly rising countries have also demonstrated positive ben-
efits from generic thiopurine therapies in IBD. Sood et al. 
[22] reported recently the effectiveness and safety of AZA in 
Indian UC patients. They reported that in patients who were 
steroid-refractory, steroid-dependent or had frequent relapse, 
the mean numbers of relapses prior to and post initiation 
of AZA therapy were 3.3 (± 0.8) and 0.9 (± 0.3), respec-
tively (p < 0.01). They only recognized 16.2% (18/111) of 
patients who required discontinuation of AZA, lower than 
the usual rates reported in western countries. Ranjan et al. 
[23] reported results of 988 IBD patients (UC = 73%) on 
thiopurines (MP or AZA). They reported median efficacy 
rates of 79% and 72% at five years and 68% and 61% at 
10 years in UC and CD patients, respectively, after classical 
dosing of AZA or MP. Yewale et al. [24] publish long-term 
real-world data from 320 Indian IBD patients treated with 
AZA. Approximately 20.6% of patients experienced side 
effects, which included myelotoxicity (7.2%) and gastroin-
testinal intolerance (5.6%). They also reported that 38.1% 
of patients had relapses requiring corticosteroid therapy 
and 16.2% had more than one relapse after AZA use. AZA 
was continued until last follow-up (median follow-up was 
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41 months) in 76.5% of patients. Löwenberg et al. [25] pub-
lished a randomized placebo-controlled trial from the Neth-
erlands for patients with active UC who were randomized 
for TDM-guided MP treatment. In their study, the primary 
endpoint was corticosteroid-free clinical remission and 
endoscopic improvement (total Mayo score ≤ 2 points and 
no item > 1) at week 52. In this study, it was allowed for 
patients who were “shunters” to add allopurinol; TG was not 
allowed in this study. Addition of allopurinol was required 
in 14 out of 29 (48.3%) patients. This primary endpoint was 
achieved in 48.3% of patients on MP and in only 10% using 
placebo (p = 0.002). Adverse events occurred more fre-
quently with MP (808.8 per 100 patient-years) compared to 
placebo (501.4 per 100 patient-years). Unfortunately, despite 
being an efficacious treatment for CD and UC, up to 50% 
of patients cease thiopurine treatment within the first two 
years due to intolerance or ineffectiveness [26]. Therefore, 
innovating dosing for thiopurines should be introduced in 
daily practice such as low-dose classical thiopurines in com-
bination with allopurinol (AzaAllo) or low-dose thioguanine 
(TG) therapy to improve efficacy and prevent intolerance 
[18]. In the following sections, the different innovative thio-
purine treatment strategies will be discussed.

Low‑dose azathioprine/allopurinol 
combination therapy

AZA/allopurinol therapy (AzaAllo), 25–50 mg/100 mg, 
is a properly reported approach for IBD, firstly reported in 
2005 for its use in IBD by Sparrow et al. [27]. This inno-
vative approach was primarily used for “shunting” patients 
who had relative high amounts of 6-methyl mercaptopurine 
ribonucleotides (6-MMP) in ratio to 6-thioguanine nucleo-
tides (6-TGN) and are thus more susceptible to hepatotox-
icity induced by high 6-MMP and reduced efficacy from 
low 6-TGN concentrations. When combined with low-dose 
azathioprine dosed in 25–50 mg (25% to 33% of regular 
dose), 100 mg of allopurinol enhances the conversion of 
azathioprine into its active metabolites, 6-TGN, by inhibit-
ing the enzymes responsible for the breakdown of 6-MP into 
6-MMP and 6-thiouric acid. This leads to higher intracel-
lular 6-TGN levels, responsible for the therapeutic effects 
of AZA [28]. The risk of hepatotoxity (and myelotoxicity) 
is dramatically reduced, as high 6-MMP is associated with 
developing hepatotoxicity, not only in the first months of 
therapy, but sometimes even after 10-15 years [29, 30]. 
Regarding the usefulness of AzaAllo, various retrospective 
studies have reported long-term efficacy and safety [31–36]. 
A randomized-controlled trial was recently reported (2020) 
in UC patients in Denmark who were steroid-dependent/
refractory, thiopurine naïve, had a normal thiopurine 
methyltransferase and achieved remission with steroids or 

infliximab. They were randomized to either AzaAllo or 
AZA monotherapy. It was found that after 52 weeks, 43% 
patients in the AzaAllo group and 21% patients in the AZA 
group achieved remission (odds ratio 2·54 [95% CI 1·00 to 
6.78, p < 0·048]). Fourteen patients (30%) in the AzaAllo 
group and 16 (38%) in the AZA group were withdrawn from 
the study due to adverse events. Recently, Vasudevan et al. 
[37] published the results of the multicenter, randomized 
placebo-controlled DECIDER trial, which evaluated the low-
dose thiopurine-allopurinol combination (LDTA) compared 
to standard thiopurine therapy plus placebo in IBD patients. 
In this study, the primary outcome was the proportion of 
patients achieving remission (Harvey Bradshaw Index < 5 for 
Crohn’s disease, Simple Clinical Colitis Activity Index < 4 
for ulcerative colitis) and a fecal calprotectin < 150 μg/g after 
26 weeks of treatment. The primary outcome was achieved 
in 50% of patients in the LDTA group, compared to 35% 
in the standard thiopurine group (p = 0.14). Furthermore, 
fewer participants stopped their allocated therapy due 
to adverse events (11% vs. 29%, p = 0.02) in favor of the 
LDTA group. Thiopurine dose adjustments were less fre-
quently performed in LDTA group (69% vs. 92%, p = 0.03), 
which suggests optimal dosing is more easier achieved 
with LDTA. Furthermore, with regard to TDM, similar 
6-TGN levels were obtained between LDTA and standard 
thiopurine groups (318 pmol/8 × 108 RBC [IQR 213–456] 
and 312  pmol/8 × 108 RBC [IQR 194–440], p = 0.77). 
More importantly, despite similar therapeutic 6-TGN lev-
els, significantly lower 6-MMP levels were obtained in the 
LDTA group compared to the standard thiopurine group 
(139 pmol/8 × 108 RBC [IQR 83–254] vs. 725 pmol/8 × 108 
RBC [IQR 140–2172], p = 0.005). Furthermore, liver func-
tion derangement occurred much less in the LDTA group 
compared to the standard thiopurine group (n = 2 [4%] vs. 
n = 11 [23%], p = 0.006). This suggests that indeed LDTA 
provides a biochemical advantage (i.e. lower 6-MMP values) 
compared to conventional thiopurines and that it is asso-
ciated with significantly reduced abnormal liver function 
tests. However, it must be noted that the trial was terminated 
early due to slow recruitment. Based on these studies, the 
use of AzaAllo offers several important advantages. Firstly, 
it allows for reduced dosage of azathioprine, decreasing 
adverse effects while maintaining therapeutic efficacy. Sec-
ondly, the combination therapy optimizes drug metabolism 
and increases the proportion of azathioprine converted to 
its active metabolites. Lastly, it provides a viable affordable 
alternative for patients who are steroid-dependent/refrac-
tory or have previously failed and/or experienced intoler-
ance to standard-dose azathioprine monotherapy and/or 
biological treatments. IBD specialists should discuss and 
consider AzaAllo as first-line treatment in patients with 
normal TPMT or NUD15, which might reduce the risk of 
side effects and the need to measure metabolites. In case of 
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the unavailability of therapeutic drug monitoring (i.e. 6-TGN 
measurements), TG seems a better alternative than AzaAllo 
because 6-TGN levels might become too high after switch-
ing from AZA to AzaAllo. We advise to proactively measure 
6-TGNs after switching to AzaAllo.

Low‑dose 6‑thioguanine monotherapy

TG (0.2–0.3 mg/kg) is an emerging approach since 2001 in 
the treatment of IBD, particularly for patients who have not 
responded to or cannot tolerate conventional thiopurine therapies 
[38]. TG is currently only available on-label since 2022 in the 
Netherlands (Thiosix® 10–20 mg) and off-label (Lanvis® 40 mg) 
elsewhere, but offers an alternative option for IBD patients. It 
provides a potential avenue for achieving maintenance for IBD 
patients [14]. One of the major advantages of TG (0.2–0.3 mg/kg/
day dosing) is that it is directly converted to 6-TGN without the 
formation of non-6-TGN metabolites that are formed in the con-
version of MP (1.0–1.5 mg/kg) and AZA (1.0–3.0 mg/kg). While 
low-dose TG therapy holds promise, it is essential to consider its 
side effects. Like other thiopurines, TG may cause myelotoxicity, 
liver toxicity and gastrointestinal symptoms, but these occur at 
much lower frequencies compared to conventional thiopurines. 
Close monitoring of patients’ complete blood counts, liver func-
tion and adherence to therapy is necessary to ensure safety and 
optimal treatment outcomes [39]. Regarding the safety and effi-
cacy of TG in IBD, a recent systematic review and meta-analysis 
from an Indian research group was reported [40]. They published 
that in 31 included studies; the pooled clinical response rate of 
TG therapy in IBD was 0.66 (95% C.I. 0.62–0.70; I2 = 16%). 
The duration of follow-up of the individual studies varied from 
two to 156 months. The pooled clinical response rate with low 
dose (≤ 20 mg/day) was similar to high dose (> 20 mg/day) TG 
therapy (0.65 [95% C.I. 0.59–0.70; I2 = 24%] and 0.68 [95% C.I. 
0.61–0.75; I2 = 18%], respectively). Furthermore, the pooled 
remission maintenance rate was 0.74 (95% C.I. 0.61–0.84; 
I2 = 79%). The pooled rates of occurrence of nodular regenerative 
hyperplasia, liver function test abnormalities and cytopenia were 
0.05 (95% C.I. 0.03–0.08; I2 = 75%), 0.12 (95% C.I. 0.08–0.16; 
I2 = 71%) and 0.06 (95% C.I. 0.04–0.09; I2 = 63%), respectively. 
The authors concluded that TG is a well-tolerated and efficacious 
therapy for maintenance in IBD. TG may also be considered first-
line therapy in IBD [41].

Combination therapy of biologicals with TG/
AzaAllo

Combining the above-mentioned innovative strategies along-
side biological therapies should be practiced when they 
become more available and affordable for the underprivi-
leged patients. Use of biologics in the IBD-ENC cohort was 

only 4% for ulcerative colitis and 13% for Crohn’s disease 
[9]. As shown in Table 3, the most affordable medications 
available to patients are methotrexate injections ($42), thio-
purines ($70) and mesalamine ($183) suppositories in India. 
These are the estimated annual costs for an IBD patient in 
India. The average monthly income in India is approximately 
$410 [42] and this might even be lower in IBD patients 
whose income is reduced by their inability to work due to 
their disease. This average income might even be lower in 
other countries in South-East Asia [20]. In comparison, 
the annual cost for biological therapies in India such as 
adalimumab ($2908), infliximab ($5270) and vedolizumab 
($7520) is not within the purchasing power of the average 
Indian patient compared to methotrexate or thiopurines [20]. 
Thus, currently in LMICs, but unfortunately also in finan-
cially non-insured patients in high-income countries such as 
in the US, biological use is not common in the management 
of IBD if indicated due to high costs for such patients [18].

Safe use of thiopurines

Since thiopurines have been used for a considerable period 
of time, there is extensive IBD literature about the adverse 
effects and the optimal use of these drugs [17]. Classical 
thiopurines, as previously mentioned, are useful as a main-
tenance therapy. The indications for starting thiopurines can 
be found in Table 1. Therefore, it is of extreme importance 
to start these in a timely manner so that the maximal action 
is achieved by the time the induction therapy (typically ster-
oids) is tapered. Thiopurines should not be started during 
active bacterial, mycobacterial, viral or fungal infection. It is 
important to be up to date with vaccinations as use of immu-
nomodulating therapies is well recognized to pre-dispose to 
infections (Fig. 1). The vaccination recommendations dif-
fer by country and region. It would be advisable to follow-
up local guidelines regarding vaccinations. There is now 
consistent evidence that the recognition of certain genetic 
polymorphisms in TPMT and NUDT15 could identify the 
subset of patients at an increased risk of thiopurine-related 
cytopenia. Similar to other Asian countries, evidence from 
South Asia supports the use of NUDT15 testing [43–45]. 
Where affordable and applicable, these should be considered 
prior to starting thiopurines in (migrant) Asian populations. 
In homozygous mutants, the use of thiopurines should be 
avoided (or use very low dose 0% to 10%), while in heterozy-
gotes, 25% to 50% of the standard dose should be given. 
One should be aware of potential drug interactions of thio-
purines; for example, allopurinol inhibits xanthine oxidase 
and increases thiopurine metabolites. One should be aware of 
other adverse effects such as pancreatitis, hepatotoxicity, flu-
like syndrome and gastrointestinal tolerance. Most of these 
are believed to be idiosyncratic (Table 2). Thiopurine-related 
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hepatotoxicity is believed to be largely mediated through 
6-MMP, which may be formed in increased amounts due to 
shunting [46]. Furthermore, TDM strategies may monitor 
thiopurine therapy by using 6-TGN [47]. This strategy can 
be quite costly and as an alternative monitoring mean cor-
puscular volume (MCV) may be used [48]. MCV levels rise 

during thiopurine therapy and can be used as a surrogate 
marker for thiopurine therapy compliance, in settings where 
6-TGN measurements are not available [48]. Thiopurines can 
cause both an elevation of aminotransferases and thrombo-
cytopenia. Chronic liver injury may result in veno-occlusive 
disease or nodular regenerative hyperplasia (NRH). While 

Table 1   Indications of thiopurines in inflammatory bowel disease. IFX infliximab CD Crohn's disease, UC ulcerative colitis 

Ulcerative colitis Crohn’s disease

Clear indications • Steroid-dependent UC
• Two courses of steroids in 1 year
• Acute severe colitis where remission was induced with cyclosporine
• In combination with biologicals (IFX)

• Inflammatory phenotype 
where remission was achieved 
with steroids

• In combination with biologi-
cals (anti-TNF)

• Postoperative CD
Less established indications First episode of Acute Severe Ulcerative Colitis (ASUC) together with 

IFX [49]
Fistulizing CD [15, 50] (only in 

combination with IFX)
Stricturing CD [51] (only in 

combination with IFX)

Fig. 1   Schematic overview of 
the management of thiopurine-
treated inflammatory bowel 
disease (IBD) patients. a 
Clinical history should deter-
mine individuals who may be 
at increased risk of adverse 
events like those with previous 
pancreatitis, liver disease, and 
cytopenias, or those who had 
previous alcohol abuse. b Many 
experts recommend additional 
tests such as Varicella Zoster 
virus (VZV) and Epstein-Barr 
virus (EBV) serology, but the 
cost-effectiveness of these 
tests is unclear.. cVaccina-
tions, as recommended for IBD 
patients, should be considered 
and administered. Vaccinations 
depends on local prevalence. 
dGenotype testing can guide 
initial thiopurine dosing. The 
choice of genotype testing 
should be based on geographic 
predominance (e.g. nucleotide 
diphosphatase [NUDT] in India 
and Asia). eWhile the frequency 
of monitoring may be reduced 
with time, it should never be 
stopped as cytopenias could 
occur at any time. We typically 
target a total leukocyte count of 
4000/mm3, although a leukocyte 
count till 3000/mm3 may be safe
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Table 2   Overview of recommendations that can be considered in 
patients starting AzaAllo or 6-TG therapy. These guidelines and posi-
tions are intended to support daily practice. This guideline is based 

on the medication guideline IBD (allopurinol in combination with 
azathioprine/mercaptopurine) of the Dutch Gastroenterology Society 
[52]

Brand names Mercaptopurine (Puri-Nethol®) Tablet 50 mg
Azathioprine (Imuran®) Tablet 25 mg, 50 mg
Allopurinol Tablet 100 mg
Thioguanine (Thiosix®, Lanvis®) Tablet 20 mg, 40 mg

Dosages AZA monotherapy
  1.0–3.0 mg/kg/day
MP monotherapy
  1.0–1.5 mg/kg/day
Thiopurine-allopurinol combination:
  Mercaptopurine
    1 od 0.25–0.375 mg/kg/day usually 25 mg increase dose based on 6-TGN level
  Azathioprine
    1 od 0.5–0.70 mg/kg/day usually 50 mg, increase dose based on 6-TGN level
  Allopurinol
    1 od 100 mg/day
Thioguanine monotherapy
  Thioguanine
    1 od (0.2–0.3 mg/kg/day) usually 20 mg (up to 40 mg/day), no dose adjustments necessary based on 6-TGN level

Therapeutic effect     2–3 months
Interactions • 5-ASA: higher 6-TGN levels/bone marrow depression [53]

• Allopurinol: higher 6-TGN levels (active metabolite) and lower 6-MMP levels (side-metabolite). [28]
• Ribavirine: (increased likelihood of bone marrow depression) [54]

Fertility • Fertility: no adverse effects, based on current literature [55]
• Pregnancy: sparse data available. Caution is advised [56, 57]
• Lactation: Allopurinol passes into breast milk. Consequences not clear. Be very cautious with the use of allopurinol. [58, 

59]
Lab prior to therapy • Hb, MCV, leukocytes + differentiation, trombocytes

• Kreatinine + eGFR
• ASAT, ALAT, alkaline phosphatase, gamma-GT, bilirubin (total)
• In case of low Hb: ferritin and transferrin saturation
• Hepatitis B and C screening and EBV status
• On indication: CMV
• Feces calprotectine and/or endoscopy

Lab during therapy Weeks 1. 2, 4, 6, 8, and 12: Hb, MCV [48] (might be increased during thiopurine usage), trombocytes, leukocytes + differ-
entiation, kreatinine, alkaline phosphatase, bilirubin (total), gamma-GT, ASAT, ALAT

Afterwards, every three months during first year: Hb, MCV, trombocytes, leukocytes + differentiation, kreatinine, alkaline 
phosphatase, bilirubin (total), gamma-GT, ASAT, ALAT

After first year of thiopurine usage, every six months: Hb, MCV, trombocytes, leukocytes + differentiation, kreatinine, 
alkaline phosphatase, bilirubin (total), gamma-GT, ASAT, ALAT

Drug levels AZA/6-MP
  Therapeutic levels
    6-TGN: 235–450 pmol/8*108 RBC (Lennard Method)
    6-TGN: 300–600 pmol/8*108 RBC (Dervieux Method)
  Toxic levels
    6-MMP: > 5700 pmol/8*108 RBC
    In case of low 6-TGN and high 6-MMP: 25% of current dosage and add 100 mg allopurinol under frequent follow-up of 

general lab and 6-TGN levels
6-TG
  Therapeutic levels
    6-TGN: 235–1000 pmol/8*108 RBC (Lennard Methode)
    6-TGN: 300–1250 pmol/8*108 RBC (Dervieux Methode)
  Toxic levels
    6-TGN: > 2000 pmol/8*108 RBC (Lennard Method)
    6-TGN: > 2600 pmol/8*108 RBC (Dervieux Method)
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mild aminotransferase elevations may disappear with contin-
uation of therapy, clinically manifest toxicity warrants drug 
cessation. In such situations, re-challenge should be avoided.

Additional safety issues of thiopurines

Nodular regenerative hyperplasia

NRH is a rare liver condition characterized by the devel-
opment of small regenerative nodules throughout the liver 
[63–65]. It has been reported in association with the use of 
thiopurines, particularly azathioprine, although the overall 
risk is relatively low. The exact incidence of (symptomatic) 
NRH in individuals taking thiopurines is not well estab-
lished and data on its prevalence in this specific population 
are limited. However, a study by van Asseldonk et al. [66] 
suggested that the risk of developing (symptomatic) NRH 
while on low-dose TG therapy in IBD is 6%; interestingly, 
the background incidence of NRH within IBD is also around 
6% [67, 68]. In non-IBD patients, the incidence is around 2% 
[69]. NRH is generally considered a dose-related phenom-
enon; it is important to note that a vast majority of individu-
als who take thiopurines do not develop NRH. Toksvang 
et al. [68] wrote a comprehensive, systematic review cover-
ing the risk of developing NRH in TG-treated patients. For 
TG, it was found that there is a dose-related relationship, as 
most cases who developed NRH were using higher dosages 
(> 20 mg/day) of TG [70]. The authors stated that dosages 

Table 2   (continued)

TPMT AZA/6-MP
  TPMT intermediate metabolizer
    Start with 50% of the standard dose [60]
  TPMT poor metabolizer
    1. 10% of standard dosage [60]
    2. Choose other alternative
  Thiopurine-allopurinol combination
    Only use in TPMT normal metabolizer [61]
Thioguanine therapy
  TPMT intermediate metabolizer
    Start with 50% of the standard dose (0.1–0.15 mg/kg/day) [60]
  TPMT poor metabolizer
    1. TG 20 mg every week [62]
    2. Choose other alternative
* It must be noted that the evidence of the use of genotyping in TG therapy is not clear

NUDT15 AZA/6-MP
  NUDT15 intermediate metabolizer
    Start with 25% to 50% of the standard dose
  NUDT15 poor metabolizer
    1. Avoid thiopurines,
    or 2. If cannot be avoided use 10% of standard dosage
Thiopurine-allopurinol combination
    Only use in NUDT15 normal metabolizer
Thioguanine therapy
  NUDT15 intermediate metabolizer
    Start with 25% to 50% of the standard dose
  NUDT15 poor metabolizer
    1. Avoid TG,
    Or if cannot be avoided, 2.  Use 25% to 50% of standard dose TG every week

AZA Azathioprine, MCV mean corpuscular volume, MP mercaptopurine, NUDT15 nudix hydrolase 15,  TDM therapeutic drug monitoring, TG 
thioguanine, TPMT thiopurine S-methyltransferase, 6-MMP 6-methyl mercaptopurine ribonucleotides, 6-TGN 6-thioguanine nucleotides

Table 3   Annual costs of pharmacological therapies for IBD in India. 
Cost of medication has been calculated for an average adult weighing 
approximately 60  kg. The average monthly income in India is esti-
mated to be approximately US$411. Based on the figures by Balasu-
bramaniam et al. [20]

Drug Costs ($)

Prednisolone     2 (per induction course)
Methotrexate injection   42
Thiopurines   70
Hydrocortisone enema 160 (1 g for a year)
Mesalamine supppository 183
Oral mesalazine 604
Mesalamine foam 997
Tofacitinib generics 368
Adalimumab biosimilar     2.908
Infliximab biosimilar     4.512
Infliximab     5.270
Vedolizumab     7.520
Tofacitinib   11.580
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at or below 12 mg/m2/day are rarely associated with notable 
hepatotoxicity and TG can probably be considered safe [68].

Risk of malignancy

In the past, there have been concerns that thiopurines might 
increase the risk of cancer, particularly lymphoma, leuke-
mia and skin cancer. The increased risk of malignancy with 
thiopurines is thought to be related to immunosuppression 
and subsequent viral infection (e.g. EBV infections) [71] 
or deoxyribonucleic acid (DNA) damage (higher suscep-
tibility of DNA-TG to oxidation) [72]. In a Dutch study, 
thiopurine use (AZA/MP) was found in 92% of EBV-pos-
itive lymphomas, while in EBV-negative lymphomas only 
19% of patients used thiopurines. This suggests that a cor-
relation may exist between the use of thiopurines and the 
risk of developing EBV-positive lymphoma. Furthermore, 
a study found that cultured human cells incorporated with 
TG in the DNA (DNA-TG) who were exposed to ultraviolet 
A produced more DNA-TG oxidation products that inhibit 
transcript elongation by blocking RNA-polymerase II. This 
suggests that thiopurines may have carcinogenic hazard 
risk. But, conflicting results have been published in the lit-
erature regarding the thiopurine-related incidence of cancer 
[73–76]. The discrepancies might reflect different ranges of 
treatment duration, patient age and disease severity and the 
risks of long-term treatment might have been underestimated 
[72]. Lemaitre et al. [65] performed a nationwide cohort 
study in France on the risk of lymphoma in IBD patients. 
In this cohort study of 189,289 patients with IBD, the risk 
of incident lymphoma was significantly higher in patients 
exposed to thiopurine monotherapy (adjusted hazard ratio 
2.60; 95% CI, 1.96–3.44; p < 0.001), anti-TNF monotherapy 
(aHR, 2.41; 95% CI, 1.60–3.64; p < 0.001) or combination 
therapy (aHR, 6.11; 95% CI, 3.46–10.8; p < 0.001) com-
pared with those who were unexposed. The risk was higher 
in patients exposed to combination therapy vs those exposed 
to thiopurine monotherapy (aHR, 2.35; 95% CI, 1.31–4.22; 
p < 0.001) or anti-TNF monotherapy (aHR, 2.53; 95% CI, 
1.35–4.77; p < 0.001). The authors concluded that the use 
of thiopurine monotherapy or anti-TNF monotherapy was 
associated with a small but statistically significant increased 
risk of lymphoma and that this risk was higher with com-
bination therapy. A study performed by Ranjan et al. [77] 
found that the risk of developing lymphoma was minimal 
in IBD patients using AZA in northern India. In 1093 IBD 
patients (UC = 72%) who received thiopurines for over 
three months (of whom 23.2% received thiopurines for more 
than five years); no patients developed lymphoma or non-
melanoma skin cancer. A study from Japan also did not find 
evidence of increased risk of non-Hodgkin lymphoma in 
thiopurine-treated patients, but did find evidence that thiopu-
rines may cause non-melanoma skin cancer [78]. However, 

it is important to note that the absolute risk of developing 
malignancy while taking thiopurines is generally considered 
to be low. Otherwise, there are reports that TG might inhibit 
the development of colitis-associated colon cancer [79–81]. 
The benefits of thiopurine therapy in managing the under-
lying disease outweigh the potential risks. More research 
is needed to fully establish the role of thiopurines on the 
development of various types of cancer such as lymphoma 
and non-melanoma skin cancer.

How to highlight innovating thiopurines 
among IBD community and patients

Currently, there is a lack of prospective studies being per-
formed using thiopurines for IBD due to a lack of industrial 
funding because thiopurines are generic drugs [11, 14]. As 
highlighted in this article, thiopurines still have a major role 
in the management of IBD, not only because of the afford-
ability of these drugs. Many IBD patients in developing 
countries can only afford thiopurines, while biologicals and 
newer small molecule therapies are not yet financially avail-
able to these patients. However, most of the current research 
within the IBD landscape is performed for biologicals and 
newer small molecules (e.g. Janus kinase [JAK] inhibitors). 
Therefore, patients in LMICs are double burdened because 
they cannot access expensive therapies, if indicated and there 
is a lack of ongoing research on these drugs (e.g. thiopurines/
methotrexate) that are used for their IBD. Gastroenterologists 
in LMICs do perform studies regarding local IBD patients 
using thiopurines, contributing extensively to the body of 
scientific data on the effectiveness and safety of thiopurines 
[17, 21, 40, 77, 82, 83]. However, in our opinion, more fund-
ing should be directed to innovating thiopurine evaluations 
in order to continue to improve current therapies for the bet-
ter good, especially considering that patients in LMICs and 
underprivileged unassured patients in high-income countries 
use classical thiopurines as IBD maintenance therapy as their 
only option. Traditionally, classical thiopurines have been 
used in weight-based doses. This results in toxicity in about 
30% to 50% of patients needing withdrawal of the drug [24]. 
Pre-emptive testing for TPMT variants identifies in about 
10% of these patients [84]. NUD15 variants like rs116855232 
might be linked to thiopurine toxicity [85]. In high-risk popu-
lations, this genotyping can be considered. If not available, 
simple liver and blood count testing should be done, in case 
of side effects and/or inefficacy. AzaAllo or TG should be 
discussed and applied before moving to early biological 
therapies (Table 3).

Thiopurines are cost-effective and affordable, which ben-
efits patients in LMICs. Strategies such as AzaAllo and TG 
can be used not only in patients who previously failed and/
or experienced intolerance to standard-dose thiopurines, but 
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even as first-line therapies to improve the chance of treat-
ment success and reduce risk of toxicity at an early stage of 
treatment. However, so far we do not know which therapy 
strategy (AzaAllo or TG) is the most optimal as first-line 
therapy and warrants more research. TG seems preferable to 
AzaAllo in (suspected) non-compliant patients, as only one 
pill needs to be given daily and therapy non-adherence has 
been shown to increase with increase in the number of pills 
per day. Also, TG seems safer in cases of pregnancy, because 
allopurinol cannot be given safely then and there is increas-
ing evidence for safe use in pregnancy of thioguanine [56]. 
A majority of the AZA-related side effects occur within the 
first six months of starting AZA with less than 2% of patients 
developing a new onset of side effects beyond five years of 
AZA usage [24]. This underlines the need for optimal out-
patient clinic control in the first six months after starting 
thiopurines. Long-term AZA therapy directed by thiopurine 
metabolite levels and metabolic enzyme activity appears to 
be reasonably safe and clinically effective for maintaining 
durable clinical remission in IBD. Evaluating AzaAllo and/
or TG is urgently needed for the 30% to 50% of patients who 
cannot tolerate the classical thiopurines, to keep IBD patients 
on innovated, affordable and available thiopurine treatment 
before switching early to biological treatments.

In conclusion,  the prevalence of IBD is on the rise not 
only among the rich, but also in underprivileged patients and 
one of the efforts to address this growing burden should be 
to focus on an innovative and inclusive thiopurine approach 
to mitigate the impact of IBD on individuals and healthcare 
systems in LMICs. Improving of proper dosing of thiopu-
rines feels like an uphill battle. In case of inefficacy or side 
effects, we would prefer TG over AzaAllo, because suppos-
edly AzaAllo might still produce some side metabolites such 
as 6-MMP, while TG is directly metabolized to 6-TGNs. 
Moreover, dosing two prescriptions instead of one also influ-
ences the compliance of those drugs.

Author contribution  AB and CJJM has written and edited the manu-
script and created the tables; AB, CJJM, AA, MB, TF, MKK, NdB, 
LD and VS have reviewed and edited the manuscript. VS has created 
the figures.

Data availability  Not applicable.

Declarations 

Competing interests  NdB has served as a speaker for AbbVie and 
MSD and has served as consultant and principal investigator for TEVA 
Pharma BV and Takeda. He has received a (unrestricted) research grant 
from Dr. Falk, TEVA Pharma BV, MLDS and Takeda. All outside 
the submitted work. CJJM has served as consultant for HLW Pharma 
BV, The Netherlands and Douglas Pharma New Zealand, otherwise 
no conflicts of interest. MB has served as a consultant for Douglas 
Pharmaceuticals; AB, MKK, LD and VS has no conflict of interests.

Ethical approval and consent to participate  Not applicable.

Consent for publication  Not applicable.

Human ethics  Not applicable.

Disclaimer  The authors are solely responsible for the data and the con-
tents of the paper. In no way, the Honorary Editor-in-Chief, Editorial 
Board Members, the Indian Society of Gastroenterology or the printer/
publishers are responsible for the results/findings and content of this 
article.

Open Access   This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, distribution and reproduction in any medium or format, as long 
as you give appropriate credit to the original author(s) and the source, 
provide a link to the Creative Commons licence, and indicate if changes 
were made. The images or other third party material in this article are 
included in the article's Creative Commons licence, unless indicated 
otherwise in a credit line to the material. If material is not included in 
the article's Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a 
copy of this licence, visit http://​creat​iveco​mmons.​org/​licen​ses/​by/4.​0/.

References

	 1.	 Roda G, Chien Ng S, Kotze PG, et al. Crohn’s disease. Nat Rev 
Dis Prim. 2020;6:22. https://​doi.​org/​10.​1038/​s41572-​020-​0156-2.

	 2.	 Kobayashi T, Siegmund B, Le Berre C, et al. Ulcerative coli-
tis. Nat Rev Dis Prim. 2020;6:74. https://​doi.​org/​10.​1038/​
s41572-​020-​0205-x.

	 3.	 Molodecky NA, Soon IS, Rabi DM, et al. Increasing incidence 
and prevalence of the inflammatory bowel diseases with time, 
based on systematic review. Gastroenterology. 2012;142:46-54.
e42. https://​doi.​org/​10.​1053/j.​gastro.​2011.​10.​001.

	 4.	 Rajbhandari R, Blakemore S, Gupta N, et al. Crohn’s disease 
among the poorest billion: burden of Crohn’s disease in low- and 
lower-middle-income countries. Dig Dis Sci. 2023;68:1226–36. 
https://​doi.​org/​10.​1007/​s10620-​022-​07675-6.

	 5.	 Mak JWY, Sun Y, Limsrivilai J, et al. Development of the global 
inflammatory bowel disease visualization of epidemiology stud-
ies in the 21(st) century (GIVES-21). BMC Med Res Methodol. 
2023;23:129. https://​doi.​org/​10.​1186/​s12874-​023-​01944-2.

	 6.	 Agrawal M, Jess T. Implications of the changing epidemiology of 
inflammatory bowel disease in a changing world. U Eur Gastro-
enterol J. 2022;10:1113–20. https://​doi.​org/​10.​1002/​ueg2.​12317.

	 7.	 M’Koma AE. Inflammatory bowel disease: an expanding global 
health problem. Clin Med Insights Gastroenterol. 2013;6:33–47. 
https://​doi.​org/​10.​4137/​CGast.​S12731.

	 8.	 Pakdin M, Zarei L, Bagheri Lankarani K, Ghahramani S. The cost 
of illness analysis of inflammatory bowel disease. BMC Gastroen-
terol. 2023;23:21. https://​doi.​org/​10.​1186/​s12876-​023-​02648-z.

	 9.	 Banerjee R, Pal P, Hilmi I, et al. Emerging inflammatory bowel 
disease demographics, phenotype, and treatment in South Asia, 
South-East Asia, and Middle East: preliminary findings from the 
Inflammatory Bowel Disease-Emerging Nations’ Consortium. J 
Gastroenterol Hepatol. 2022;37:1004–15. https://​doi.​org/​10.​1111/​
jgh.​15801.

	10.	 Banerjee R, Raghunathan N, Pal P. Managing inflammatory bowel 
disease: what to do when the best is unaffordable? Lancet Gas-
troenterol Hepatol. 2023;8:396–8. https://​doi.​org/​10.​1016/​S2468-​
1253(23)​00062-6.

44 Indian Journal of Gastroenterology (January-February 2024) 43(1):36-47

http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1038/s41572-020-0156-2
https://doi.org/10.1038/s41572-020-0205-x
https://doi.org/10.1038/s41572-020-0205-x
https://doi.org/10.1053/j.gastro.2011.10.001
https://doi.org/10.1007/s10620-022-07675-6
https://doi.org/10.1186/s12874-023-01944-2
https://doi.org/10.1002/ueg2.12317
https://doi.org/10.4137/CGast.S12731
https://doi.org/10.1186/s12876-023-02648-z
https://doi.org/10.1111/jgh.15801
https://doi.org/10.1111/jgh.15801
https://doi.org/10.1016/S2468-1253(23)00062-6
https://doi.org/10.1016/S2468-1253(23)00062-6


	

	11.	 Simsek M, Meijer B, van Bodegraven AA, de Boer NKH, 
Mulder CJJ. Finding hidden treasures in old drugs: the chal-
lenges and importance of licensing generics. Drug Discov Today. 
2018;23:17–21. https://​doi.​org/​10.​1016/j.​drudis.​2017.​08.​008.

	12.	 Wang R, Li Z, Liu S, Zhang D. Global, regional and national bur-
den of inflammatory bowel disease in 204 countries and territories 
from 1990 to 2019: a systematic analysis based on the Global 
Burden of Disease Study 2019. BMJ Open. 2023;13:e065186. 
https://​doi.​org/​10.​1136/​bmjop​en-​2022-​065186.

	13.	 Crouwel F, Buiter HJC, de Boer NK. The thiopurine tale: an unex-
pected journey. J Crohns Colitis. 2022;16:1177–83. https://​doi.​
org/​10.​1093/​eccoj​cc/​jjac0​04.

	14.	 de Boer NKH, Simsek M, Meijer B, Neurath MF, van Bode-
graven A, Mulder CJJ. Drug rediscovery in gastroenterology: 
from off-label to on-label use of thioguanine in inflammatory 
bowel disease. Gut. 2023;72:1985–91. https://​doi.​org/​10.​1136/​
gutjnl-​2023-​329679.

	15.	 Chande N, Patton PH, Tsoulis DJ, Thomas BS, MacDon-
ald JK. Azathioprine or 6-mercaptopurine for maintenance 
of remission in Crohn's disease. Cochrane Database Syst Rev. 
2015;2015(10):CD000067. https://​doi.​org/​10.​1002/​14651​858.​
CD000​067.​pub3.

	16.	 Timmer A, Patton PH, Chande N, McDonald JW, MacDonald 
JK. Azathioprine and 6-mercaptopurine for maintenance of 
remission in ulcerative colitis. Cochrane Database Syst Rev. 
2016;2016(5):CD000478. https://​doi.​org/​10.​1002/​14651​858.​
CD000​478.​pub4.

	17.	 Singh A, Mahajan R, Kedia S, et al. Use of thiopurines in inflam-
matory bowel disease: an update. Intest Res. 2022;20:11–30. 
https://​doi.​org/​10.​5217/​ir.​2020.​00155.

	18.	 Bayoumy AB, de Boer NKH, Mulder CJJ. Management of Crohn 
disease. JAMA. 2021;325:1793–4. https://​doi.​org/​10.​1001/​jama.​
2021.​2918.

	19.	 Gjuladin-Hellon T, Iheozor-Ejiofor Z, Gordon M, Akobeng AK. 
Azathioprine and 6-mercaptopurine for maintenance of surgically-
induced remission in Crohn’s disease. Cochrane Database Syst 
Rev. 2019;8:CD010233. https://​doi.​org/​10.​1002/​14651​858.​CD010​
233.​pub3.

	20.	 Balasubramaniam M, Nandi N, Aswani-Omprakash T, Sebastian 
S, Sharma V, Deepak P. Identifying care challenges as opportuni-
ties for research and education in inflammatory bowel disease in 
South Asia. Gastroenterology. 2022;163:1145–50. https://​doi.​org/​
10.​1053/j.​gastro.​2022.​08.​051.

	21.	 Ranjan MK, Kumar P, Kumar Vuyyuru S, et al. Thiopurines have 
sustained long-term effectiveness in patients with inflammatory 
bowel disease which is independent of disease duration at ini-
tiation: a propensity score matched analysis. J Crohns Colitis. 
2023:jjad135. https://​doi.​org/​10.​1093/​ecco-​jcc/​jjad1​35.

	22.	 Sood A, Midha V, Sood N, Bansal M. Long term results of use of 
azathioprine in patients with ulcerative colitis in India. World J 
Gastroenterol. 2006;12:7332–6. https://​doi.​org/​10.​3748/​wjg.​v12.​
i45.​7332.

	23.	 Ranjan MK, Kumar P, Vuyyuru SK, et al. P423 Azathioprine still 
remains the first step-up therapy in patients with inflammatory 
bowel disease in lowmiddle income countries. J Crohns Colitis. 
2022;16 Supplement_1:i409–10. https://​doi.​org/​10.​1093/​ecco-​jcc/​
jjab2​32.​550.

	24.	 Yewale RV, Ramakrishna BS, Doraisamy BV, et al. Long-term 
safety and effectiveness of azathioprine in the management of 
inflammatory bowel disease: a real-world experience. JGH Open. 
2023;7:599–609. https://​doi.​org/​10.​1002/​jgh3.​12955.

	25.	 Löwenberg M, Volkers A, van Gennep S, et al. Mercaptopurine 
for the treatment of ulcerative colitis: a randomized placebo-con-
trolled trial. J Crohns Colitis. 2023;17:1055–65. https://​doi.​org/​
10.​1093/​ecco-​jcc/​jjad0​22.

	26.	 Jharap B, Seinen ML, de Boer NK, et al. Thiopurine therapy in 
inflammatory bowel disease patients: analyses of two 8-year inter-
cept cohorts. Inflamm Bowel Dis. 2010;16:1541–9. https://​doi.​
org/​10.​1002/​ibd.​21221.

	27.	 Sparrow MP, Hande SA, Friedman S, et al. Allopurinol safely 
and effectively optimizes tioguanine metabolites in inflammatory 
bowel disease patients not responding to azathioprine and mer-
captopurine. Aliment Pharmacol Ther. 2005;22:441–6. https://​doi.​
org/​10.​1111/j.​1365-​2036.​2005.​02583.x.

	28.	 Turbayne AK, Sparrow MP. Low-dose azathioprine in combina-
tion with allopurinol: the past, present and future of this useful 
duo. Dig Dis Sci. 2022;67:5382–91. https://​doi.​org/​10.​1007/​
s10620-​022-​07719-x.

	29.	 Munnig-Schmidt E, Zhang M, Mulder CJ, Barclay ML. Late-onset 
rise of 6-MMP metabolites in IBD patients on azathioprine or 
mercaptopurine. Inflamm Bowel Dis. 2018;24:892–6. https://​doi.​
org/​10.​1093/​ibd/​izx081.

	30.	 Meijer B, Kreijne JE, van Moorsel SAW, et al. 6-methylmercap-
topurine-induced leukocytopenia during thiopurine therapy in 
inflammatory bowel disease patients. J Gastroenterol Hepatol. 
2017;32:1183–90. https://​doi.​org/​10.​1111/​jgh.​13656.

	31.	 van Liere E, Bayoumy AB, Mulder CJJ, et al. Azathioprine with 
allopurinol is a promising first-line therapy for inflammatory 
bowel diseases. Dig Dis Sci. 2022;67:4008–19. https://​doi.​org/​
10.​1007/​s10620-​021-​07273-y.

	32.	 Thomsen SB, Allin KH, Burisch J, et al. Outcome of concomitant 
treatment with thiopurines and allopurinol in patients with inflam-
matory bowel disease: a nationwide Danish cohort study. United 
European Gastroenterol J. 2020;8:68–76. https://​doi.​org/​10.​1177/​
20506​40619​868387.

	33.	 Vasudevan A, Beswick L, Friedman AB, et al. Low-dose thiopu-
rine with allopurinol co-therapy overcomes thiopurine intolerance 
and allows thiopurine continuation in inflammatory bowel disease. 
Dig Liver Dis. 2018;50:682–8. https://​doi.​org/​10.​1016/j.​dld.​2018.​
02.​001.

	34.	 Pavlidis P, Stamoulos P, Abdulrehman A, et al. Long-term safety 
and efficacy of low-dose azathioprine and allopurinol cotherapy in 
inflammatory bowel disease: a large observational study. Inflamm 
Bowel Dis. 2016;22:1639–46. https://​doi.​org/​10.​1097/​mib.​00000​
00000​000827.

	35.	 Hoentjen F, Seinen ML, Hanauer SB, et al. Safety and effective-
ness of long-term allopurinol-thiopurine maintenance treatment in 
inflammatory bowel disease. Inflamm Bowel Dis. 2013;19:363–9. 
https://​doi.​org/​10.​1002/​ibd.​23021.

	36.	 Ansari A, Elliott T, Baburajan B, et al. Long-term outcome of 
using allopurinol co-therapy as a strategy for overcoming thiopu-
rine hepatotoxicity in treating inflammatory bowel disease. Ali-
ment Pharmacol Ther. 2008;28:734–41. https://​doi.​org/​10.​1111/j.​
1365-​2036.​2008.​03782.x.

	37.	 Vasudevan A, Con D, De Cruz P, et al. Clinical trial: Combination 
allopurinol-thiopurine versus standard thiopurine in patients with 
IBD escalating to immunomodulators (the DECIDER study). Ali-
ment Pharmacol Ther. 2024;59:504-14. https://​doi.​org/​10.​1111/​
apt.​17831.

	38.	 Bayoumy AB, Simsek M, Seinen ML, et al. The continuous redis-
covery and the benefit-risk ratio of thioguanine, a comprehen-
sive review. Expert Opin Drug Metab Toxicol. 2020;16:111–23. 
https://​doi.​org/​10.​1080/​17425​255.​2020.​17199​96.

	39.	 Bayoumy AB, Mulder CJJ, Loganayagam A, et al. Relation-
ship between thiopurine S-methyltransferase genotype/phe-
notype and 6-thioguanine nucleotide levels in 316 patients 
with inflammatory bowel disease on 6-thioguanine. Ther Drug 
Monit. 2021;43:617–23. https://​doi.​org/​10.​1097/​ftd.​00000​
00000​000869.

	40.	 Jena A, Neelam PB, Telaprolu H, et al. Effectiveness and safety 
of thioguanine as a maintenance therapy of inflammatory bowel 

Indian Journal of Gastroenterology (January-February 2024) 43(1):36-47 45

https://doi.org/10.1016/j.drudis.2017.08.008
https://doi.org/10.1136/bmjopen-2022-065186
https://doi.org/10.1093/eccojcc/jjac004
https://doi.org/10.1093/eccojcc/jjac004
https://doi.org/10.1136/gutjnl-2023-329679
https://doi.org/10.1136/gutjnl-2023-329679
https://doi.org/10.1002/14651858.CD000067.pub3
https://doi.org/10.1002/14651858.CD000067.pub3
https://doi.org/10.1002/14651858.CD000478.pub4
https://doi.org/10.1002/14651858.CD000478.pub4
https://doi.org/10.5217/ir.2020.00155
https://doi.org/10.1001/jama.2021.2918
https://doi.org/10.1001/jama.2021.2918
https://doi.org/10.1002/14651858.CD010233.pub3
https://doi.org/10.1002/14651858.CD010233.pub3
https://doi.org/10.1053/j.gastro.2022.08.051
https://doi.org/10.1053/j.gastro.2022.08.051
https://doi.org/10.1093/ecco-jcc/jjad135
https://doi.org/10.3748/wjg.v12.i45.7332
https://doi.org/10.3748/wjg.v12.i45.7332
https://doi.org/10.1093/ecco-jcc/jjab232.550
https://doi.org/10.1093/ecco-jcc/jjab232.550
https://doi.org/10.1002/jgh3.12955
https://doi.org/10.1093/ecco-jcc/jjad022
https://doi.org/10.1093/ecco-jcc/jjad022
https://doi.org/10.1002/ibd.21221
https://doi.org/10.1002/ibd.21221
https://doi.org/10.1111/j.1365-2036.2005.02583.x
https://doi.org/10.1111/j.1365-2036.2005.02583.x
https://doi.org/10.1007/s10620-022-07719-x
https://doi.org/10.1007/s10620-022-07719-x
https://doi.org/10.1093/ibd/izx081
https://doi.org/10.1093/ibd/izx081
https://doi.org/10.1111/jgh.13656
https://doi.org/10.1007/s10620-021-07273-y
https://doi.org/10.1007/s10620-021-07273-y
https://doi.org/10.1177/2050640619868387
https://doi.org/10.1177/2050640619868387
https://doi.org/10.1016/j.dld.2018.02.001
https://doi.org/10.1016/j.dld.2018.02.001
https://doi.org/10.1097/mib.0000000000000827
https://doi.org/10.1097/mib.0000000000000827
https://doi.org/10.1002/ibd.23021
https://doi.org/10.1111/j.1365-2036.2008.03782.x
https://doi.org/10.1111/j.1365-2036.2008.03782.x
https://doi.org/10.1111/apt.17831
https://doi.org/10.1111/apt.17831
https://doi.org/10.1080/17425255.2020.1719996
https://doi.org/10.1097/ftd.0000000000000869
https://doi.org/10.1097/ftd.0000000000000869


disease: Systematic review, meta-analysis and meta-regression. 
Clin Res Hepatol Gastroenterol. 2023;47:102155. https://​doi.​org/​
10.​1016/j.​clinre.​2023.​102155.

	41.	 Crouwel F, Bayoumy AB, Mulder CJJ, et al. The effectiveness and 
safety of first-line thioguanine in thiopurine-naïve inflammatory 
bowel disease patients. Inflamm Bowel Dis. 2023:izad197. https://​
doi.​org/​10.​1093/​ibd/​izad1​97.

	42.	 Average Salary in India 2023. https://​www.​salar​yexpl​orer.​
com/​avera​ge-​salary-​wage-​compa​rison-​india-​c100 Accessed: 
03–09–2023.

	43.	 Jena A, Jha DK, Kumar MP, et al. Prevalence of polymorphisms 
in thiopurine metabolism and association with adverse outcomes: 
a South Asian regionspecific systematic review and meta-analysis. 
Expert Rev Clin Pharmacol. 2021;14:491–501. https://​doi.​org/​10.​
1080/​17512​433.​2021.​19007​29.

	44.	 Grover N, Bhatia P, Kumar A, et al. TPMT and NUDT15 poly-
morphisms in thiopurine induced leucopenia in inflammatory 
bowel disease: a prospective study from India. BMC Gastroen-
terol. 2021;21:327. https://​doi.​org/​10.​1186/​s12876-​021-​01900-8.

	45.	 Desai D, Jena A, Sharma V, Hibi T. Time to incorporate preemp-
tive NUDT15 testing before starting thiopurines in inflammatory 
bowel disease in Asia and beyond: a review. Expert Rev Clin 
Pharmacol. 2023;16:643–53. https://​doi.​org/​10.​1080/​17512​433.​
2023.​22323​00.

	46.	 Hindorf U, Johansson M, Eriksson A, Kvifors E, Almer SH. Mer-
captopurine treatment should be considered in azathioprine intol-
erant patients with inflammatory bowel disease. Aliment Pharma-
col Ther. 2009;29:654–61. https://​doi.​org/​10.​1111/j.​1365-​2036.​
2008.​03925.x.

	47.	 Barnes A, Ooi SJ, Lynch KD, et al. Proactive metabolite testing 
in patients on thiopurine may yield long-term clinical benefits 
in inflammatory bowel disease. Dig Dis Sci. 2023;68:889–96. 
https://​doi.​org/​10.​1007/​s10620-​022-​07556-y.

	48.	 Dujardin RW, Meijer B, de Boer NK, D’Haens GR, Löwenberg M. 
Usefulness of mean corpuscular volume as a surrogate marker for 
monitoring thiopurine treatment in inflammatory bowel disease. 
Eur J Gastroenterol Hepatol. 2016;28:991–6. https://​doi.​org/​10.​
1097/​meg.​00000​00000​000675.

	49.	 Holvoet T, Lobaton T, Hindryckx P. Optimal management of acute 
severe ulcerative colitis (ASUC): challenges and solutions. Clin 
Exp Gastroenterol. 2021;14:71–81. https://​doi.​org/​10.​2147/​ceg.​
S1977​19.

	50.	 Dejaco C, Harrer M, Waldhoer T, Miehsler W, Vogelsang H, 
Reinisch W. Antibiotics and azathioprine for the treatment of 
perianal fistulas in Crohn’s disease. Aliment Pharmacol Ther. 
2003;18:1113–20. https://​doi.​org/​10.​1046/j.​1365-​2036.​2003.​
01793.x .

	51.	 Kante B, Vuyyuru SK, Kedia S, et al. Monotherapy with thio-
purines in stricturing Crohn’s disease: a real-life experience 
from low- and middle-income countries. Indian J Gastroenterol. 
2022;41:343–51. https://​doi.​org/​10.​1007/​s12664-​022-​01258-z.

	52.	 Nurses Inflammatory Bowel Disease (NIBD) - Medicatie-
leidraad IBD - Allopurinol in combinatie met Azathioprine/
Mercaptopurine – NVMDL. https://​www.​mdl.​nl/​sites/​www.​
mdl.​nl/​files/​files/​Medic​atiel​eidra​ad%​20All​opuri​nol%​20in%​
20com​binat​ie%​20met%​20aza​thiop​rine%​20of%​20mer​capto​
purine.​pdf. Geraadpleegd: 25–09–2023. 2022. Accessed 28 
December 2023.

	53.	 de Graaf P, de Boer NK, Wong DR, et al. Influence of 5-amino-
salicylic acid on 6-thioguanosine phosphate metabolite levels: a 
prospective study in patients under steady thiopurine therapy. Br 
J Pharmacol. 2010;160:1083–91. https://​doi.​org/​10.​1111/j.​1476-​
5381.​2010.​00731.x.

	54.	 Peyrin-Biroulet L, Cadranel JF, Nousbaum JB, et al. Interaction 
of ribavirin with azathioprine metabolism potentially induces 

myelosuppression. Aliment Pharmacol Ther. 2008;28:984–93. 
https://​doi.​org/​10.​1111/j.​1365-​2036.​2008.​03812.x.

	55.	 Simsek M, Lambalk CB, Wilschut JA, Mulder CJJ, de Boer NKH. 
The associations of thiopurines with male fertility and paternally 
exposed offspring: a systematic review and meta-analysis. Hum 
Reprod Update. 2018;24:192–206. https://​doi.​org/​10.​1093/​
humupd/​dmx034.

	56.	 Crouwel F, Simsek M, de Boer MA, et al. Exposure to thioguanine 
during 117 pregnancies in women with inflammatory bowel dis-
ease. J Crohns Colitis. 2023;17:738–45. https://​doi.​org/​10.​1093/​
ecco-​jcc/​jjac1​83.

	57.	 Torres J, Chaparro M, Julsgaard M, et al. European Crohn’s and 
colitis guidelines on sexuality, fertility, pregnancy, and lacta-
tion. J Crohns Colitis. 2023;17:1–27. https://​doi.​org/​10.​1093/​
ecco-​jcc/​jjac1​15.

	58.	 Christensen LA, Dahlerup JF, Nielsen MJ, Fallingborg JF, 
Schmiegelow K. Azathioprine treatment during lactation. Ali-
ment Pharmacol Ther. 2008;28:1209–13. https://​doi.​org/​10.​
1111/j.​1365-​2036.​2008.​03843.x.

	59.	 Drugs and Lactation Database (LactMed®) [Internet]. Bethesda 
(MD): National Institute of Child Health and Human Develop-
ment; 2006-. Allopurinol. [Updated 2022 March 21]. Available 
from: https://​www.​ncbi.​nlm.​nih.​gov/​books/​NBK50​1198/

	60.	 Derijks L. Berlo Iv. Dutch pharmacogenetics monograph - thiopu-
rine S-methyltransferase. https://​tdm-​monog​rafie.​org/​thiop​urine-
s-​methyl-​trans​ferase/. Accessed 28 December 2023.

	61.	 Kiszka-Kanowitz M, Theede K, Thomsen SB, et al. Low-dose 
azathioprine and allopurinol versus azathioprine monotherapy in 
patients with ulcerative colitis (AAUC): an investigator-initiated, 
open, multicenter, parallel-arm, randomised controlled trial. 
EClinicalMedicine. 2022;45:101332. https://​doi.​org/​10.​1016/j.​
eclinm.​2022.​101332.

	62.	 Mares WG, Wong DR, Gilissen LP, Masclee AA, Hooymans 
PM, Engels LG. Safe 6-thioguanine therapy of a TPMT deficient 
Crohn’s disease patient by using therapeutic drug monitoring. J 
Crohns Colitis. 2009;3:128–30. https://​doi.​org/​10.​1016/j.​crohns.​
2009.​02.​002.

	63.	 Beaugerie L, Brousse N, Bouvier AM, et al. Lymphoprolifera-
tive disorders in patients receiving thiopurines for inflammatory 
bowel disease: a prospective observational cohort study. Lan-
cet. 2009;374:1617–25. https://​doi.​org/​10.​1016/​s0140-​6736(09)​
61302-7.

	64.	 Kandiel A, Fraser AG, Korelitz BI, Brensinger C, Lewis JD. 
Increased risk of lymphoma among inflammatory bowel disease 
patients treated with azathioprine and 6-mercaptopurine. Gut. 
2005;54:1121–5. https://​doi.​org/​10.​1136/​gut.​2004.​049460.

	65.	 Lemaitre M, Kirchgesner J, Rudnichi A, et  al. Association 
between use of thiopurines or tumor necrosis factor antagonists 
alone or in combination and risk of lymphoma in patients with 
inflammatory bowel disease. JAMA. 2017;318:1679–86. https://​
doi.​org/​10.​1001/​jama.​2017.​16071.

	66.	 van Asseldonk DP, Jharap B, Verheij J, et al. The prevalence of 
nodular regenerative hyperplasia in inflammatory bowel disease 
patients treated with thioguanine is not associated with clinically 
significant liver disease. Inflamm Bowel Dis. 2016;22:2112–20. 
https://​doi.​org/​10.​1097/​mib.​00000​00000​000869.

	67.	 De Boer NK, Tuynman H, Bloemena E, et al. Histopathology of 
liver biopsies from a thiopurine-naïve inflammatory bowel disease 
cohort: prevalence of nodular regenerative hyperplasia. Scand J 
Gastroenterol. 2008;43:604–8. https://​doi.​org/​10.​1080/​00365​
52070​18002​66.

	68.	 Toksvang LN, Schmidt MS, Arup S, et al. Hepatotoxicity during 
6-thioguanine treatment in inflammatory bowel disease and child-
hood acute lymphoblastic leukaemia: a systematic review. PLoS 
ONE. 2019;14:e0212157. https://​doi.​org/​10.​1371/​journ​al.​pone.​
02121​57

46 Indian Journal of Gastroenterology (January-February 2024) 43(1):36-47

https://doi.org/10.1016/j.clinre.2023.102155
https://doi.org/10.1016/j.clinre.2023.102155
https://doi.org/10.1093/ibd/izad197
https://doi.org/10.1093/ibd/izad197
https://www.salaryexplorer.com/average-salary-wage-comparison-india-c100
https://www.salaryexplorer.com/average-salary-wage-comparison-india-c100
https://doi.org/10.1080/17512433.2021.1900729
https://doi.org/10.1080/17512433.2021.1900729
https://doi.org/10.1186/s12876-021-01900-8
https://doi.org/10.1080/17512433.2023.2232300
https://doi.org/10.1080/17512433.2023.2232300
https://doi.org/10.1111/j.1365-2036.2008.03925.x
https://doi.org/10.1111/j.1365-2036.2008.03925.x
https://doi.org/10.1007/s10620-022-07556-y
https://doi.org/10.1097/meg.0000000000000675
https://doi.org/10.1097/meg.0000000000000675
https://doi.org/10.2147/ceg.S197719
https://doi.org/10.2147/ceg.S197719
https://doi.org/10.1046/j.1365-2036.2003.01793.x
https://doi.org/10.1046/j.1365-2036.2003.01793.x
https://doi.org/10.1007/s12664-022-01258-z
https://www.mdl.nl/sites/www.mdl.nl/files/files/Medicatieleidraad%20Allopurinol%20in%20combinatie%20met%20azathioprine%20of%20mercaptopurine.pdf
https://www.mdl.nl/sites/www.mdl.nl/files/files/Medicatieleidraad%20Allopurinol%20in%20combinatie%20met%20azathioprine%20of%20mercaptopurine.pdf
https://www.mdl.nl/sites/www.mdl.nl/files/files/Medicatieleidraad%20Allopurinol%20in%20combinatie%20met%20azathioprine%20of%20mercaptopurine.pdf
https://www.mdl.nl/sites/www.mdl.nl/files/files/Medicatieleidraad%20Allopurinol%20in%20combinatie%20met%20azathioprine%20of%20mercaptopurine.pdf
https://doi.org/10.1111/j.1476-5381.2010.00731.x
https://doi.org/10.1111/j.1476-5381.2010.00731.x
https://doi.org/10.1111/j.1365-2036.2008.03812.x
https://doi.org/10.1093/humupd/dmx034
https://doi.org/10.1093/humupd/dmx034
https://doi.org/10.1093/ecco-jcc/jjac183
https://doi.org/10.1093/ecco-jcc/jjac183
https://doi.org/10.1093/ecco-jcc/jjac115
https://doi.org/10.1093/ecco-jcc/jjac115
https://doi.org/10.1111/j.1365-2036.2008.03843.x
https://doi.org/10.1111/j.1365-2036.2008.03843.x
https://www.ncbi.nlm.nih.gov/books/NBK501198/
https://tdm-monografie.org/thiopurine-s-methyl-transferase/
https://tdm-monografie.org/thiopurine-s-methyl-transferase/
https://doi.org/10.1016/j.eclinm.2022.101332
https://doi.org/10.1016/j.eclinm.2022.101332
https://doi.org/10.1016/j.crohns.2009.02.002
https://doi.org/10.1016/j.crohns.2009.02.002
https://doi.org/10.1016/s0140-6736(09)61302-7
https://doi.org/10.1016/s0140-6736(09)61302-7
https://doi.org/10.1136/gut.2004.049460
https://doi.org/10.1001/jama.2017.16071
https://doi.org/10.1001/jama.2017.16071
https://doi.org/10.1097/mib.0000000000000869
https://doi.org/10.1080/00365520701800266
https://doi.org/10.1080/00365520701800266
https://doi.org/10.1371/journal.pone.0212157
https://doi.org/10.1371/journal.pone.0212157


	

	69.	 Wanless IR. Micronodular transformation (nodular regenerative 
hyperplasia) of the liver: a report of 64 cases among 2,500 autopsies 
and a new classification of benign hepatocellular nodules. Hepatol-
ogy. 1990;11:787–97. https://​doi.​org/​10.​1002/​hep.​18401​10512.

	70.	 Derijks LJ, Gilissen LP, de Boer NK, Mulder CJ. 6-Thioguanine-
related hepatotoxicity in patients with inflammatory bowel dis-
ease: dose or level dependent? J Hepatol. 2006;44:821–2. https://​
doi.​org/​10.​1016/j.​jhep.​2005.​11.​049.

	71.	 Vos AC, Bakkal N, Minnee RC, et al. Risk of malignant lym-
phoma in patients with inflammatory bowel diseases: a Dutch 
nationwide study. Inflamm Bowel Dis. 2011;17:1837–45. https://​
doi.​org/​10.​1002/​ibd.​21582.

	72.	 Karran P, Attard N. Thiopurines in current medical practice: 
molecular mechanisms and contributions to therapy-related cancer. 
Nat Rev Cancer. 2008;8:24–36. https://​doi.​org/​10.​1038/​nrc22​92.

	73.	 Bernstein CN, Blanchard JF, Kliewer E, Wajda A. Cancer risk 
in patients with inflammatory bowel disease: a population-based 
study. Cancer. 2001;91:854–62. https://​doi.​org/​10.​1002/​1097-​
0142(20010​215)​91:4%​3c854::​aid-​cncr1​073%​3e3.0.​co;2-z.

	74.	 Masunaga Y, Ohno K, Ogawa R, Hashiguchi M, Echizen H, Ogata 
H. Meta-analysis of risk of malignancy with immunosuppres-
sive drugs in inflammatory bowel disease. Ann Pharmacother. 
2007;41:21–8. https://​doi.​org/​10.​1345/​aph.​1H219.

	75.	 Lu MJ, Qiu XY, Mao XQ, Li XT, Zhang HJ. Systematic review 
with meta-analysis: thiopurines decrease the risk of colorectal neo-
plasia in patients with inflammatory bowel disease. Aliment Phar-
macol Ther. 2018;47:318–31. https://​doi.​org/​10.​1111/​apt.​14436.

	76.	 Laharie D, Riviere P. Editorial: weighing the global risk of cancer 
with thiopurines in inflammatory bowel disease. Aliment Pharma-
col Ther. 2018;47:689–90. https://​doi.​org/​10.​1111/​apt.​14475.

	77.	 Ranjan MK, Kante B, Vuyyuru SK, et al. Minimal risk of lym-
phoma and non-melanoma skin cancer despite long-term use of 
thiopurines in patients with inflammatory bowel disease: a lon-
gitudinal cohort analysis from northern India. J Gastroenterol 
Hepatol. 2022;37:1544–53. https://​doi.​org/​10.​1111/​jgh.​15880.

	78.	 Kobayashi T, Uda A, Udagawa E, Hibi T. Lack of increased risk 
of lymphoma by thiopurines or biologics in Japanese patients with 
inflammatory bowel disease: a large-scale administrative data-
base analysis. J Crohns Colitis. 2020;14:617–23. https://​doi.​org/​
10.​1093/​ecco-​jcc/​jjz204.

	79.	 Sheng YH, Giri R, Davies J, et al. A nucleotide analog prevents 
colitis-associated cancer via beta-catenin independently of 
inflammation and autophagy. Cell Mol Gastroenterol Hepatol. 
2021;11:33–53. https://​doi.​org/​10.​1016/j.​jcmgh.​2020.​05.​012.

	80.	 van Schaik FD, van Oijen MG, Smeets HM, van der Heijden GJ, 
Siersema PD, Oldenburg B. Thiopurines prevent advanced colo-
rectal neoplasia in patients with inflammatory bowel disease. Gut. 
2012;61:235–40. https://​doi.​org/​10.​1136/​gut.​2011.​237412.

	81.	 De Salvo C. The ugly duckling of thiopurines becomes the beau-
tiful swan of colitis-associated cancer management. Cell Mol 
Gastroenterol Hepatol. 2021;11:297–8. https://​doi.​org/​10.​1016/j.​
jcmgh.​2020.​09.​006.

	82.	 Banerjee R, Ravikanth VV, Pal P, et al. NUDT15 C415T variant 
compared with TPMT genotyping in predicting azathioprine-
induced leucopenia: prospective analysis of 1014 inflamma-
tory bowel disease patients in India. Aliment Pharmacol Ther. 
2020;52:1683–94. https://​doi.​org/​10.​1111/​apt.​16137.

	83.	 Jena A, Grover N, Bhatia P, et al. ITPA polymorphisms do not 
predict additional risk beyond TPMT and NUDT15 for thiopurine-
induced cytopenia in inflammatory bowel disease. Rev Gastroen-
terol Mex (Engl Ed). 2023:S2255-534X(23)00006-3. https://​doi.​
org/​10.​1016/j.​rgmxen.​2021.​11.​017.

	84.	 Coenen MJ, de Jong DJ, van Marrewijk CJ, et al. Identification of 
patients with variants in tpmt and dose reduction reduces hema-
tologic events during thiopurine treatment of inflammatory bowel 
disease. Gastroenterology. 2015;149:907-17.e7. https://​doi.​org/​10.​
1053/j.​gastro.​2015.​06.​002.

	85.	 Yin D, Xia X, Zhang J, et al. Impact of NUDT15 polymorphisms 
on thiopurines-induced myelotoxicity and thiopurines tolerance 
dose. Oncotarget. 2017;8:13575–85. https://​doi.​org/​10.​18632/​
oncot​arget.​14594.

Publisher's Note  Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.

Indian Journal of Gastroenterology (January-February 2024) 43(1):36-47 47

https://doi.org/10.1002/hep.1840110512
https://doi.org/10.1016/j.jhep.2005.11.049
https://doi.org/10.1016/j.jhep.2005.11.049
https://doi.org/10.1002/ibd.21582
https://doi.org/10.1002/ibd.21582
https://doi.org/10.1038/nrc2292
https://doi.org/10.1002/1097-0142(20010215)91:4%3c854::aid-cncr1073%3e3.0.co;2-z
https://doi.org/10.1002/1097-0142(20010215)91:4%3c854::aid-cncr1073%3e3.0.co;2-z
https://doi.org/10.1345/aph.1H219
https://doi.org/10.1111/apt.14436
https://doi.org/10.1111/apt.14475
https://doi.org/10.1111/jgh.15880
https://doi.org/10.1093/ecco-jcc/jjz204
https://doi.org/10.1093/ecco-jcc/jjz204
https://doi.org/10.1016/j.jcmgh.2020.05.012
https://doi.org/10.1136/gut.2011.237412
https://doi.org/10.1016/j.jcmgh.2020.09.006
https://doi.org/10.1016/j.jcmgh.2020.09.006
https://doi.org/10.1111/apt.16137
https://doi.org/10.1016/j.rgmxen.2021.11.017
https://doi.org/10.1016/j.rgmxen.2021.11.017
https://doi.org/10.1053/j.gastro.2015.06.002
https://doi.org/10.1053/j.gastro.2015.06.002
https://doi.org/10.18632/oncotarget.14594
https://doi.org/10.18632/oncotarget.14594

	Uphill battle: Innovation of thiopurine therapy in global inflammatory bowel disease care
	Abstract
	Introduction
	Azathioprine or mercaptopurine
	Low-dose azathioprineallopurinol combination therapy
	Low-dose 6-thioguanine monotherapy
	Combination therapy of biologicals with TGAzaAllo
	Safe use of thiopurines
	Additional safety issues of thiopurines
	Nodular regenerative hyperplasia
	Risk of malignancy

	How to highlight innovating thiopurines among IBD community and patients
	References




