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GASTROENTEROLOGY  

JAUNDICE 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

Case 1: 17 year old girl taken to A&E by 

her parents. She is jaundiced, has a 

hepatic flap and is confused. There are no 

signs of chronic liver disease. PMH: 

depression. 

Bili 140  

AST 1218  

ALT 1055  

ALP 191  

Alb 31  

INR 3.8 

 

Case 2: 54 year male with increased leg 

swelling, icteric sclerae, spider naevi, 

dilated superficial abdominal veins, 

shifting dullness and palmar erythema. 

PMH: IVDU. 

Bili: 96  

AST: 115  

ALT: 198  

ALP: 180  

Alb: 28 

INR: 2.6 
 

Case 3: 43 year old woman with jaundice, 

epigastric/right upper quadrant pain, N&V 

and fever. She describes a history of 

intermittent, severe post-prandial pain. 

She is clinically septic. 

Bili: 120  

AST: 160  

ALT: 130  

ALP: 4036  

Alb: 30  

INR: 1.1 
 

Case 4: 67 year old man with a history of 

slowly progressive jaundice, dark urine, 

pale stools and weight loss. There is no 

abdominal pain and there are no signs of 

sepsis. 

Bili: 160  

AST: 190  

ALT: 152  

ALP: 3460  

Alb: 39  

INR: 1.2 
 

Case 5 

25 year old Caucasian man with jaundice, temp 40 degrees, headache, N&V and 

arthralgia. He has recently returned from holiday in India. On examination you find 

hepatosplenomegaly.  

Bili: 83 AST: 96 ALT: 72 ALP: 210 Alb: 30 INR: 1.1 

Full blood count shows a normocytic anaemia. 
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Case 1: late presentation of paracetamol overdose. 

 Paracetamol overdose is the most common cause of acute liver failure. 

 The absence of an alternative cause and the history of depression raise the possibility. 

 Check paracetamol levels to confirm diagnosis rather than guide treatment. 

 Although ingestion is likely to have been >24 hours ago treat with N-acetylcysteine. 

 Contact the liver unit in Edinburgh for advice. 

Case 2: decompensated chronic liver disease. 

 There are signs of portal hypertension and liver failure. 

 The history of intravenous drug use suggests chronic hepatitis C infection with cirrhosis. 

 LFTs in cirrhosis may be largely normal or only mildly deranged. Only bilirubin, albumin & 

INR correspond with the severity of disease - see the Child-Pugh score.   

 Commence lactulose and pabrinex and refer to the medical team. 

Case 3: cholangitis 

 This patient has Charcot’s triad of fever, right upper quadrant pain and jaundice. 

 Likely cause: CBD stone with secondary infection of obstructed bile. 

  Complete “sepsis 6” and treat with amoxicillin, metronidazole and gentamicin. 

 Refer to the general surgical team. 

Case 4: obstructive jaundice 

 Jaundice, dark urine and pale stools suggest obstructive jaundice. 

 His history is worrying for malignancy (eg. pancreatic, cholangiocarinoma) though there 

may be a benign cause such as pancreatic pseudocyst, stricture or obstructing stone. 

 Refer to the general surgical team. 

Case 5: Malaria 

 Suspect malaria in the febrile returning traveller from malaria endemic regions, 

especially if inadequate prophylaxis was taken.  

 Jaundice is caused by haemolysis and (in falciparum) hepatocyte injury and cholestasis. 

 The differential diagnosis includes acute viral hepatitis, liver abscess, typhoid, 

leptospirosis, dengue and yellow fever.  

 Take blood for thick and thin films in addition to blood cultures and other routine tests. 

 Discuss with the infectious diseases doctor on-call. If severe disease will need HDU/ITU. 


