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 A 47 yo woman presents with a recent history of dyspnea on exertion. She has 
no prior history of liver disease.  She is a current smoker with a 30 pk year 
history. She reports drinking 3-4 beers, 3 or 4 times per week.  She has a BMI 
of 34.  On exam, she has ascites.  Her blood tests show the following:

 T.bili 2.4

 AST 143

 ALT 37

 Alk Phos 112

 Platelet count 113

 Hgb A1C 6.5

 A1AT phenotype MM

Which of the following describes this histological appearance: 

 A hematoxylin and eosin stain showing 
a normal distribution of hepatocyte 
plates with support collagen

 A reticulin stain showing compression 
of plates in nodular regenerative 
hyperplasia

 A period acid schiff (PAS) stain after 
diastase digestion showing bright 
magenta globules typical of A1AT

 A Masson’s trichrome stain showing 
advanced fibrosis likely secondary to 
steatohepatitis

 Which of the following is an incorrect match-up between disease and LFT 
abnormalities?

 Acute acetaminophen-induced hepatitis: AST 4,000 / ALT 3,000

 Chronic Hepatitis C: AST 56 / ALT 37

 Alcoholic Hepatitis: AST 1500 / ALT 747

 Non-Alcoholic Fatty Liver Disease: ALT 87 / AST 65

 Ischemic Hepatitis: AST 1282 / ALT 1085
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 Which of the following is not a cause of acute hepatitis?

 Autoimmune hepatitis

 Hepatitis B

 Drug-Induced Hepatitis

 Hepatitis A

 Alpha 1 Anti-trypsin Deficiency

 A 50-year-old white male presents to your clinic with elevated liver enzymes. He does not smoke cigarettes or drink alcohol. H
He has no family history of liver disease or liver cancer.

 His laboratory results are as follows:

 Leukocyte count 6000 [4000-11,000/�L]

 Hematocrit 42 [42-50%]

 Platelet count 190,000 [150,000-400,000/�L]

 ALT 55 [10-40 U/L]

 AST 50 [10-40 U/L]

 Alkaline phosphatase 112 [30-120 U/L]

 Albumin 4.0 [3.5-55 g/dL]

 Hepatitis A IgG positive

 Hepatitis B surface antigen Negative

 Hepatitis C antibody Negative

 Iron saturation 65 [20%-50%]

 Ferritin 1200 [20-235 ng/mL]

 HFE C282Y/C282Y

 Ultrasound of the abdomen is normal.

 Which of the following should you do next?

 A. No further testing needed

 B.  Supportive management for acute hepatitis A

 C. Liver biopsy for quantification of hepatic iron

 D. Initiate iron supplementation

 E. Repeat iron profile in 3 months

 Which of the following features on liver biopsy supports a histologic diagnosis
of nonalcoholic steatohepatitis?

 A. Ground-glass hepatocytes

 B. Plasma cells

 C. Ballooned hepatocytes

 D. Cholestasis

 E. Periportal fibrosis
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 50 yo man with a history of ETOH use disorder and history of chronic back and 
joint pains comes for office visit.  He reports no abdominal pain but has been 
taking increasing amounts of Norco tablets in recent weeks for low back pain.  
Labs show AST 6145 and ALT 5090. TB is 2.6 and INR is 2.3. 

 Most likely diagnosis based on clinical presentation? 

 A. Alcoholic hepatitis 

 B. Acetaminophen toxicity 

 C. Acute hepatitis A 

 D. Ischemic hepatitis 

 E. Choledocholithiasis

 35 yo man presents with abdominal distension. He has history of multiple 
myeloma and underwent a stem cell transplant 30 days ago.  He was 
recovering well but developed abdominal distention and right upper quadrant 
pain 1 week ago. He denies edema, dyspnea, chest pain, or fever. Liver 
enzymes 1 month ago were normal. He drinks 2 beers/day.

 Exam: moderate ascites, jaundice. 

 WBC 2.3, Plt 77, ALP 133, alt 85, t.bili 4.5, INR 1.3, albumin 2.2 

 US: ascites, hepatomegaly, patent hepatic and portal vein, no biliary 
ductal dilatation 

 What is the most likely diagnosis? 

 Primary sclerosing cholangitis 

 Sinusoidal obstruction syndrome 

 Hepatic vein thrombosis 

 Right heart failure 

 Peritoneal carcinomatosis 

 Which of the following changes occurs in the sinusoids with the development of 
cirrhosis? 

1. The passage of macromolecules across the sinusoidal walls is increased.  

2. The microvilli become blunted to prevent passage of nutrients

3. The endothelial fenestrations increase in size and number 

4. Space of disse becomes widened with collagen 



1/18/2023

5

A predominantly direct hyperbilirubinemia is present in all of the following 
causes of jaundice, except:

a. Hemolysis

b. Bile duct obstruction

c. Drug-induced liver injury

d. Chronic Hepatitis C 

 Bilirubin liberated from erythrocytes is unconjugated (indirect) and insoluble.

 It is transported bound to albumin to the liver where it is conjugated and 
thereby converted into a soluble substance (direct bilirubin) that can be 
excreted in bile. 

 Of the above conditions, only hemolysis increases bilirubin production prior to 
conjugation in the liver.

 Bile duct obstruction results in extra-hepatic cholestasis and increased levels 
of conjugated bilirubin

 Drug-Induced Liver Injury and PBC result in liver dysfunction, resulting in high 
levels of conjugated bilirubin, as a result of abberations in bilirubin transport 
or hepatocyte cytoskeletal function.  

The following entity can cause both 
intrahepatic and extrahepatic cholestasis:
The following entity can cause both 
intrahepatic and extrahepatic cholestasis:

a. Primary biliary cirrhosisa. Primary biliary cirrhosis

b. Viral hepatitisb. Viral hepatitis

c. Primary sclerosing cholangitisc. Primary sclerosing cholangitis

d. Autoimmune Hepatitis d. Autoimmune Hepatitis 
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The initial test in a patient with cholestasis should be:

 a. Antimitochondrial antibodies

 b. HBsAg

 c. Liver ultrasound

 d. Iron tests

 Ultrasonography is currently the first imaging option in the workup of a 
patient with cholestasis. 

 If biliary dilatation is present, cholestasis is 'extrahepatic'. If biliary dilatation 
is not present, cholestasis is 'intrahepatic’. 

 Although in a patient with clinical characteristics suggestive of PBC (middle-
aged woman, associated thyroid disease), AMA is the initial test, an 
ultrasound should always be performed to rule out extrahepatic obstruction. 
Hepatitis B is very rarely the cause of cholestasis, would be more likely to 
cause hepatocellular injury.   

 Hemochromatosis does not lead to cholestasis. It causes chronic 
hepatocellular injury and fibrosis, resulting in jaundice from liver 
dysfunction.  

In a patient with chronic liver disease, all of the following suggest the presence 
of chronic liver insufficiency, except:

 a. Low albumin

 b. Prolonged prothrombin time

 c. Elevated bilirubin

 d. Elevated aminotransferases
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 Aminotransferases are indicative of hepatocyte necrosis and inflammation, 
but are not indicators of liver synthetic function. 

 Albumin, prothrombin time, bilirubin, and cholesterol levels are real liver 
function tests and will be altered with liver insufficiency. 

 While INR is the best indicator of acute liver failure, albumin is the best 
indicator of chronic liver failure.  

 A 24 year old female presents to the emergency department with RLQ pain.  
She is on oral contraceptives.  She has no past medical history and is afebrile.   
Physical exam reveals mild tenderness to palpation in the RLQ.  Liver enzymes 
are within normal limits.  Abdominal ultrasound imaging demonstrates a 5 cm 
mass in the right lobe of the liver.  CT scan is performed and the lesion is seen 
to have a central scar.   Gallbladder is normal without cholelithiasis.  What do 
you inform the patient about the mass in her liver?  

 The lesion is a benign hemangioma and she can follow up routinely with her PCP

 The lesion is likely an adenoma and should be resected.  

 The lesion is concerning for malignancy and a biopsy is indicated

 She should stop her oral contraceptives

 The lesion is most likely an FNH and conservative management is recommended


