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Abnormal LFTs – Tips 
History – time-line, triggers?

Medication, medication, medication….
◦ LiverTox online 

PMHX – especially autoimmune disease

Social history – wt, alcohol, recreational drugs, travel  

Previous bloods
◦ Pattern of abnormal LFTs -> cholestatic (ALP, GGT) vs hepatocellular (ALT, AST) vs mixed



Pattern 
Hepatocellular – elevated ALT and AST

◦ Mild – MASLD, medications, chronic alcohol consumption 

◦ Moderate / severe – viral, alcohol-related hepatitis, autoimmune hepatitis, drug induced liver injury, 
ischaemic hepatitis 

Cholestatic – elevated ALP and GGT 
◦ Mechanical obstruction – gallstones, tumour, bile duct injury

◦ Functional – drugs, hereditary, microscopic bile duct injury 

Jaundice, prolonged INR, encephalopathy – indicative of acute liver failure (ALF)

Synthetic dysfunction – low alb, elevated INR, elevated bili

Portal hypertension – low platelet count 



Case 1 – Ms BG
19F, Caucasian 

3/12 of worsening lethergy 

PHMx
◦ Hay fever, acne

◦ BMI 30 

Medication – nil 

Work – apprentice hairdresser

No EtOH 



Blood tests

Bili 40, Alb 34, ALT 640, AST 410, ALP 220, GGT 74

Hb 130 Plt 237 INR 1.7

Cr 150 Ur 5

Thoughts?



What else?
Other symptoms – joints, skin, pain, weight loss 

Drug history 

◦ Lymecycline – completed 4mths prior to presentation  

◦ No herbs, OCP, over the counter meds, gym supplements, NSAIDs

Travel 

◦ Camping, ?water ?party drugs ?tattoos 

◦ Returned home 1mth prior to development of symptoms

Sexual history 

◦ Not sexually active 

Family history

◦ Uncle ankylosing spondylitis, great-aunt pemphigoid, uncle scleroderma 



What are the differentials?
1. Drug Induced Liver Injury (DILI)

2. Infection – biliary, leptospirosis, HBV 

3. Autoimmune hepatitis 

4. MASLD (Metabolic dysfunction associated steatotic liver disease)

Where to now? 







Causes

Liver ultrasound



CPC



Progress 
ANA 1/640, smooth muscle anti-body positive

Liver biopsy – autoimmune hepatitis 

Normal AIH



Management
Prednisolone – 40mg daily for two weeks, then wean. Initially weekly blood tests

◦ Excellent biochemical response 

Commenced 6-mercaptopurine 8 weeks post as steroids sparing agent



Autoimmune Hepatitis 
Multifactorial aetiology – genetics, immune dysregulation, environment

Insidious onset, F >M

Diagnostic criteria 

Treatment 

◦ Prednisolone 

◦ Taper steroids, add steroid sparing agent – azathioprine, 6-mercaptopurine (mycophenolate, tacrolimus) 

AZA/6MP side effects

◦ Cholestatic hepatitis, pancreatitis, infections, rash, N+V, opportunistic infections – 10%

◦ Cytopaenia 5%

Implication for GP

◦ Steroid and immunosuppression complications

◦ 6 monthly skin review whilst on immunosuppression 



Case 2
71F referred for management of abnormal LFTs

History 
◦ Normal LFTs 2019

◦ Became abnormal in Jul 2020

◦ Atorvastatin 80 changed to Rosuvastatin 40mg

◦ EtOH – 15 units a week

◦ No abdominal pain 

PMHx – COPD, carotid stenosis, T2DM, osteoporosis 

Med – risedronate, amlodipine, aspirin, citalopram, emplagliflozin/metformin, thiamine, 
pregabalin, esomeprazole, vit D, calcium

Exam – no stigmata CLD, no organomegaly. BMI 40



Investigations

Liver US – normal 
liver, normal biliary 
system, normal 
spleen 



Any other questions?
What are the causes?

◦ Alcohol 

◦ NAFLD

◦ Autoimmune hepatitis

◦ Drug induced liver injury 

◦ Other



Management 
CLD screen – unremarkable 

Remain off statin 

Phone consult one month later – results explained LFTs improving 

Bloods March 2021

What’s going on?





Approach to DILI
LiverTox online is an excellent resource 

◦ Type of liver injury and frequency 

◦ Severity 

◦ Potential treatment 

Detailed medication history including doses

Look at pattern over time 

Never reintroduce offending agent – can lead to acute liver failure 



Case 3 – Mr ND
50M, Caucasian 

New patient to your practice

PMHx

◦ T2DM

◦ Dyslipidaemia

◦ Ischaemic heart disease 

Medication 

EtOH – 15 units/wk

Exam – BMI 27, central adiposity



Routine blood tests
Alb 33, Bili 4, ALT 30, AST 67, GGT 300, ALP 250

Hb 120, Plt 140, INR 1.1

HbA1c 8%

Choles – within normal range 

Concerns?

Further tests → Health Pathways
◦ Liver screen negative 



Interpretation 
1. Alcohol-associated liver disease 

2. Metabolic dysfunction associated steatotic liver disease

3. Met-ALD 

4. Advanced liver disease  

5. Drug induced liver disease 

6. Autoimmune hepatitis 

What next?

- Liver US – nodular liver, splenomegaly, 3cm lesion 

Low albumin
Low platelets



Tertiary management 
Seen as Cat 1 pt 

No symptoms of hepatic decompensation (ascites, variceal bleed, hepatic encephalopathy)

Multi-phase CT confirmed 3cm HCC without extra hepatic spread 
◦ Discussed at hepatoma MDT

◦ Not suitable for locoregional curative therapy 

◦ Referred for consideration of liver transplantation – accepted  



Who to refer with abnormal LFTs?
ALL patients with cirrhosis (decompensation, bloods, imaging)

Healthcare Pathways



How to identify patients with cirrhosis 
History – known diagnosis, presentation with hepatic decompensation (ascites, variceal bleed, 
hepatic encephalopathy)

Exam – above 

Investigations
◦ Blood tests – low normal plt count, elevated bilirubin, elevated INR, AST=2×ALT

◦ US – nodular liver outline

◦ Features of portal hypertension on imaging – splenomegaly, ascites, varices, recanalization of umbilical 
vein 

◦ Liver biopsy 

◦ Fibroscan or Shearwave elastography 



Take home…
Framework to tackle abnormal LFTs – Health Pathways

Include as much history as possible in referral – CPC guidelines

Recognise the cirrhotic patient – low normal plt count 

Online resources 
◦ LiverTox LiverTox - NCBI Bookshelf

◦ GESA “Understanding Liver Tests 2024” 
https://www.gesa.org.au/public/13/files/Education%20%26%20Resources/Clinical%20Practice%20Reso
urces/Understanding%20Liver%20Tests/Understanding%20Liver%20Tests_2024_update%20(1).pdf 

◦ Clinical Prioritisation Criteria- abnormal LFTs https://www.health.qld.gov.au/cpc/hepatology/abnormal-
liver-function-tests-jaundice 

◦ Health pathways 

https://www.ncbi.nlm.nih.gov/books/NBK547852/
https://www.gesa.org.au/public/13/files/Education%20%26%20Resources/Clinical%20Practice%20Resources/Understanding%20Liver%20Tests/Understanding%20Liver%20Tests_2024_update%20(1).pdf
https://www.gesa.org.au/public/13/files/Education%20%26%20Resources/Clinical%20Practice%20Resources/Understanding%20Liver%20Tests/Understanding%20Liver%20Tests_2024_update%20(1).pdf
https://www.health.qld.gov.au/cpc/hepatology/abnormal-liver-function-tests-jaundice
https://www.health.qld.gov.au/cpc/hepatology/abnormal-liver-function-tests-jaundice
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