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Table 3
Laboratory test findings for some of the common causes of cirrhosis 
Aetiology
Alcohol

Non-alcoholic 
fatty liver disease

Hepatitis B

Hepatitis C

Autoimmune hepatitis

Primary biliary cirrhosis

Primary sclerosing cholangitis
Haemochromatosis

Wilson’s disease
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cystic lesions within the liver parenchyma.
IV contrast (microbubble agents)
and/or Doppler can further improve
overall sensitivity. Ultrasound also has
a high sensitivity (91%) and specificity
(94%) for the detection of cirrhosis.12 

Non-invasive markers of cirrhosis
The gold standard test for the
diagnosis of cirrhosis remains a liver
biopsy, however this is only available in
secondary care and is associated with
complications such as sub-capsular
haemorrhage in up to 1% of cases.
Non-invasive serum markers of cirrhosis
are currently being investigated as an
alternative method of stratifying referrals
to secondary care, see table 2, p16.

Currently, if any combination of
these initial investigations is
suggestive of chronic liver disease,
referral to secondary care is advised.
The referral should be arranged
urgently if the patient displays signs of
decompensation e.g. variceal
bleeding, jaundice, significant ascites,
hepatic encephalopathy. 

For patients with stable disease
awaiting a routine appointment, many
GPs will begin to investigate the cause
of the liver disease by sending 
a non-invasive liver screen in addition
to the investigations above, as this
may inform specific treatment, see
table 3, above.

GRADING THE SEVERITY OF
CHRONIC LIVER DISEASE  
Severity of chronic liver disease can be
assessed clinically or pathologically.
Staging of liver fibrosis is an important
predictor of prognosis and is
necessary to guide management.

Clinical scoring systems
Commonly used scores include the
Child-Pugh score, see table 4, left, or
the Model for End Stage Liver Disease
(MELD) score (www.mdcalc.com/meld
-score-model-for-end-stage-liver-
disease-12-and-older/)

Biopsy
A liver biopsy remains the gold
standard investigation for diagnosis

Laboratory test findings
AST:ALT >2
Raised γGT
Raised MCV
Low HDL cholesterol
Raised glucose
Raised triglycerides
HBsAg (+ve) 
HBV-DNA (+ve)  
Anti-HCV
HCV–RNA (+ve)
ANA (+ve) 
ASMA (+ve)
Cholestatic LFTs
AMA (+ve)
Cholestatic LFTs
Raised ferritin
Transferring saturation index (> 45%)
Raised liver iron content
HFE gene mutation 
Low ceruloplasmin 
Low serum copper 
Raised 24-hour urine copper excretion 

Specific treatments
Abstinence

Low calorie diet, 
diet and exercise

Antivirals

Antivirals

Prednisolone,
azathioprine
Ursodeoxycholic acid

Phlebotomy,
deferoxamine

Penicillamine, zinc

groups and individual practices.8
Guidelines are currently being
developed for primary care to
standardise the investigation of
patients with suspected cirrhosis and
to define criteria for referral to
secondary care.9 Guidelines will also
attempt to standardise methods used
in secondary care to diagnose and
assess the severity of cirrhosis and to
define referral criteria to tertiary care
e.g. for assessment for liver transplant.9

If a patient is suspected of having
cirrhosis, most GPs will arrange for
blood tests and an ultrasound of the
liver to be performed.

Blood tests
Abnormal liver function tests (LFTs)
are a common finding in primary care.
However, they can be elevated for
many reasons and correlate poorly
with the presence of liver fibrosis or

cirrhosis e.g. alanine amino transaminase
(ALT) is only elevated in 1–4% of
asymptomatic patients with cirrhosis.10

In 2001, a national audit of the
management of patients with
abnormal LFTs (twice the upper limit
of normal reference range) in UK
primary care was performed:
•62% of patients had an identifiable
diagnosis requiring hospital
intervention or follow-up
• 18% of patients were not
appropriately followed up
• 11% had undetected major liver
disease which would have benefitted
from specialist review.8 

Ultrasound
Ultrasound is an excellent first-line
investigation in patients with
suspected liver disease. It can detect
more than 90% of gallstones.11 It can
also differentiate between solid and

Table 4

Child-Pugh score 

Score
Bilirubin (mg/dl)
Prothrombin time 
(INR)
Albumin (g/dl)
Ascites
Encephalopathy

The Child-Pugh score ranks the severity of cirrhosis into three classes. 
A score of  ≤ 6 defines the patient as class A, 7 to 9 as class B, and  ≥ 10 as class C. 
Class A is associated with a 3-year survival of 73%, Class B 59% and Class C 46%38

1
< 2
< 4s 
(< 1.7)
> 3.5
Absent
Absent

2
2-3
4-6s
(1.7–2.3)
2.8–3.5
Mild
Mild

3
>3
> 6s
(> 2.3)
< 2.8
Severe
Severe

‘Ultrasound has
a high sensitivity
and specificity
for the detection
of cirrhosis ’
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