
New guidelines available on interpreting abnormal 
liver blood tests (previously called LFTs)
The British Society of Gastroenterology (BSG), in collaboration with multiple stakeholders including the Royal College  
of General Practitioners (RCGP), has published new guidelines on the management of abnormal liver blood tests.  
These guidelines promote a shift away from repeat testing of minimally abnormal LFT results and highlight the need 
to reach a diagnosis early. They also promote only requesting liver blood tests when liver disease is suspected.

An easy-to-follow algorithm highlights when to refer urgently and has specific guidance/flow diagrams to follow when 
alcohol-related liver disease (ARLD) or non-alcohol related fatty liver disease (NAFLD) are suspected. In these 
two common scenarios the focus is very much on the need to assess for the risk of advanced liver fibrosis/cirrhosis 
before making decisions on referral and follow-up. 

Below are copies of the general pathways for interpretation of abnormal liver blood tests, as well as the ARLD and 
NAFLD pathways, and a link to the full guidelines, which provide detail of the rationale and evidence base. These national 
guidelines have been developed in collaboration with the RCGP and are aligned with the latest relevant NICE guidelines. 

You can find the full guidance on liver blood tests at www.britishlivertrust.org.uk/liverbloodtests

General pathway for the management of abnormal liver blood tests:

History
Alcohol history / Metabolic Syndrome & BMI 
Drug history / Risk factors for viral hepatitis 

Personal family history / comorbidities

Clinical Pattern Recognition Suspected alcohol risk  
ARLD algorithym

Hepatitic liver enzymes  
 ALT or AST

Synthetic failure 
Jaundice, low albumin, prolonged INR 

OR 
Suspected malignancy 

Weight loss 
Marked Cholestasis

Isolated raised Bilirubin  
with otherwise normal liver blood tests

Isolated Cholestatic  
liver enzymes  
  ALP & GGT

Liver blood tests including  
AST, GGT & FBC

+ 
Ultrasound

+
Liver aetiology screen

Hepatitis B & C
Autoantibodies and Immunoglobulins 

Ferritin & Transferrin saturation
HbA1c

Urgent Referral
Urgent Ultrasound and/or 

 
Consider urgent referral to  

secondary care or admission

Most commonly due to Gilbert’s 
syndrome (unconjugated 

Hyperbilirubinemia)
Less commonly due to haemolysis 
(Consider Reticulocyte count, LDH, 

haptoglobin)

Liver blood tests including GGT
+  

Ultrasound
+  

Liver aetiology screen 
Autoantibodies and Immunoglobulins 

Ferritin & Transferrin saturation

NAFLD 
T2DM 

BMI >25
Dyslipidemia
Hypertension

Normal USS 
Negative liver 

aetiology screen 
No NAFLD  
risk factors

Repeat liver blood tests with split 
bilirubin and FBC

Consider: Reticulocyte  
and LDH if haemolysis

Abnormal USS 
appearances and/

or positive liver 
aetiology screen

Normal USS and 
negative liver 

aetiology screen

NAFLD fibrosis 
algorithm

ALT & AST remain 
abnormal

Gilbert’s syndrome confirmed then 
inform patient and provide information

ALP & GGT  
remain abnormal

Refer for further 
diagnostic 
evaluation

Refer for further specialist management/
investigation as defined by tests



Management of people with high risk of alcohol-related liver disease (ARLD)

Management of people with suspected non-alcohol related fatty liver disease (NAFLD)

History
Suspected alcohol risk

NAFLD suggested by  
Ultrasound and/or  

Negative liver screen

Determine risk of Advanced Fibrosis

Calculate FIB4 or NAFLD fibrosis score

ELF test OR ARFi elastography / FibroscanLow Risk of  
Advanced Fibrosis

Manage in Primary Care 

• 	 Assess cardiovascular risk
• 	 QRISK2 & Consider Statin
•	 Diabetes / Alcohol / Hypertension
• 	 Weight loss

Re-assess risk periodically  
(2-5 years depending on clinical risk) 

Refer to Hepatology Clinic 

• 	 For assessment of liver disease
• 	 For management of advanced fibrosis
• 	 Screening and treatment of Portal 

Hypertension
• 	 HCC screening and management

≤ 9.5
OR

≤ 7.8kPa

High Risk of  
Advanced Fibrosis

> 9.5
OR

> 7.8kPa
or invalid scan

FIB-4*
1.30 to 3.25 

NFS*
-1.455 to 0.675

> 3.25 

> 0.675

≤ 1.30 

≤ -1.455

Full AUDIT questionnaire

Full AUDIT 8-19Full AUDIT >19 Full AUDIT <7

• 	 Brief alcohol intervention
• 	 Check GGT*
• 	 Practice nurse to see again in 3/12
• 	 Consider referral to alcohol services if  

drinking persistsELF test OR
ARFI elastography/Fibroscan

Consider referral to alcohol services

Fibroscan ≥ 16kPa - possible cirrhosis
REFER TO HEPATOLOGY CLINIC 

• 	 For assessment of liver disease
• 	 For management of advanced fibrosis
• 	 Screening and treatment of Portal Hypertension
• 	 HCC Screening and management

Fibroscan 8-16kPa - possible  
advanced liver fibrosis 

• 	 Feed back result
• 	 Consider hepatology referral if still  

drinking harmfully

Fibroscan < 8kPa   
Does not exclude early liver disease 

• 	 Repeat pathway in 3-5 years if risk  
factors remain

LOWER RISKHIGHER RISK

Alcohol history
AUDIT-C questionnaire

< 35 units/week women
< 50 units/week men

 
AUDIT-C ≥ 5

≥ 35 units/week women
≥ 50 units/week men

 
HARMFUL DRINKER (NICE Guidance)

< 35 units/week women
< 50 units/week men

 
AUDIT-C < 5

* Higher cut-offs, <2.0 and 
<0.12, should be used for 

patients over 65 years.

For further information see our liver disease tool kit: www.rcgp.org.uk/liverdisease

Flowchart Source: Philip N Newsome et al. Gut 2018; 67:6-19


