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Abstract
Due to the rising prevalence of its common lifestyle-related metabolic risk factors-obesity, inactivity, smoking, and alcohol consumption-addressing 
primary care's low confidence in detecting and managing chronic liver disease (CLD) is becoming increasingly important. Although liver blood 
tests are frequently used to manage long-term conditions, their interpretation rarely focuses on specific risk factors for liver disease. Primary care 
education should emphasize that isolated minor LFT abnormalities are unreliable in estimating risk of fibrosis progression, emphasize the use of 
pragmatic algorithms like FIB-4 to differentiate between patients who require referral for further fibrosis risk assessment and those who can be 
managed in the community, and outline how liver fibrosis is the flag of pathological concern. Utilizing existing frameworks for long-term condition 
care, measures to increase primary care's interest and engagement should incorporate liver disease consideration alongside other metabolic 
disorders, type 2 diabetes, cardiovascular disease, chronic kidney disease, and so on. Reduced reflex repeat testing of minor abnormalities, 
improved secondary care referrals, and improvements in the patient's journey through long-term multimorbidity care are selling points when 
considering the necessary investment in developing local fibrosis assessment pathways. When pathways are aligned with community lifestyle 
support services, it is likely that focusing on improving CLD will have a wide range of benefits for metabolic disorders that coexist. The most 
important message for primary care is to increase the value of the monitoring that is already in place rather than creating more work.
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Introduction 

Due to the rising prevalence of its common lifestyle-related metabolic 
risk factors-obesity, inactivity, smoking, and alcohol consumption-addressing 
primary care's low confidence in detecting and managing chronic liver disease 
(CLD) is becoming increasingly important. Although liver blood tests are 
frequently used to manage long-term conditions, their interpretation rarely 
focuses on specific risk factors for liver disease. Primary care education should 
emphasize that isolated minor LFT abnormalities are unreliable in estimating 
risk of fibrosis progression, emphasize the use of pragmatic algorithms like 
FIB-4 to differentiate between patients who require referral for further fibrosis 
risk assessment and those who can be managed in the community, and 
outline how liver fibrosis is the flag of pathological concern. Utilizing existing 
frameworks for long-term condition care, measures to increase primary care's 
interest and engagement should incorporate liver disease consideration 
alongside other metabolic disorders, type 2 diabetes, cardiovascular disease, 
chronic kidney disease, and so on. Reduced reflex repeat testing of minor 
abnormalities, improved secondary care referrals, and improvements in the 
patient's journey through long-term multimorbidity care are selling points when 
considering the necessary investment in developing local  fibrosis assessment 
pathways. When pathways are aligned with community lifestyle support 

services, it is likely that focusing on improving CLD will have a wide range of 
benefits for metabolic disorders that coexist. The most important message for 
primary care is to increase the value of the monitoring that is already in place 
rather than creating more work [1-3].

Description

Patients' responses to learning about their liver health should also be 
evaluated to see if it affects their willingness to make lifestyle changes or use 
support services. Currently, primary care staffs have the perception that major 
diagnoses like diabetes or heart disease have little effect on lifestyle changes. 
This has an effect on the way lifestyle advice is given. Using a "good news" 
voice to deliver an intervention is a surprising effective modification, but the 
intervention provider must believe in its impact [4].

Coding is a crucial issue in any field that aims to improve 
health

The impact of the intervention, its costs, and issues related to equality, 
and the degree of rollout will all remain hidden unless data can be gathered, 
and as a result, they won't be able to affect future research or investment. In 
addition to covering which diagnostic codes to use, training ought to cover the 
advantages of auditing. However, since GP IT systems in the UK do not yet 
include FIB-4 calculation, it is impossible to collect data or audit the impact 
of pathway adoption in any locality. Additionally, it is still unclear whether 
accurately defining ALD or NAFLD in primary care is clinically relevant. For 
example, many people drink more than 14 units per week on an irregular 
basis while also carrying excess weight. Which code applies? From a primary 
care perspective, the most important thing is to think beyond individual 
clinical specialties and comprehend the connections between each person's 
clusters of metabolic risks. This includes instructing HPs on the significance of 
assessing the risk of liver fibrosis regardless of the cause of liver fat deposition 
and providing customized lifestyle support based on the patient's prioritization 
of health concerns related to all co-morbidities [5].

Indeed, even certain, helpful change requires exertion. In a multidisciplinary 
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health system, understanding the benefits and obstacles to adoption from 
a variety of perspectives is necessary to figure out how change can be 
driven. From a variety of clinical and patient perspectives, the following box 
examines the advantages and disadvantages of adopting a fibrosis algorithm 
pathway in primary care. The Scarred liver project, a case study in the United 
Kingdom, exemplifies some significant lessons: Co-creating a referral route 
between primary and secondary care was a major contributor to success. This 
has assisted with beating an underlying boundary of the need to just show 
momentary expense reserve funds, which is a test for a program looking for long 
haul medical advantage. The most important thing was getting commissioners 
to accept a long-term perspective. In parallel, pragmatic decisions were made 
in hepatology by focusing on what represented value in terms of "population 
health" rather than simply selecting the lowest threshold that does not miss 
any diseases. The pathway, which was an essential component if a hepatology 
opinion was being considered, drove GP engagement rather than any financial 
incentive. Capacity issues (based on the availability of trained staff and capital 
equipment) have become apparent as the pathway has become ingrained 
in the community. The final aspect of the Scarred Liver project is that it was 
initially planned to be iterative and to dynamically incorporate new diagnostic 
strategies, behavioral change interventions, and architectural modifications 
into the healthcare system. Social prescribers and health coaches, for 
instance, are now available alongside the community VCTE service in the 
current iteration [6-9].

Measuring the value of improving CLD care 

The introduction of fibrosis pathways has shown that referral rates for 
VCTE will rise quickly. However, the impact on clinically important outcomes 
(like mortality from LD) won't be seen in the relatively short timeframe of 
typical commissioning cycles, making it difficult to convince health systems 
that don't have enough money to invest in scanning capacity. Due to the fact 
that community care budgets are held separate from hospital service budgets, 
comparing the increased costs of expanding community fibro-scanning capacity 
with the potential reduced costs of fewer referrals to hepatology is further 
complicated. In a disjointed health system, gains in money for one department 
may not matter to budgets held separately elsewhere. By incorporating CLD 
into broader metabolic long-term condition and multimorbidity management, 
it is hoped that more efficient testing, potential reductions in unnecessary 
investigations and referrals, and increased confidence in the ability of lifestyle 
changes to produce significant clinical health benefits will be achieved across 
the metabolic spectrum [10].

Conclusion

Through the implementation of local fibrosis pathways and educational 
strategies to promote the structured "Consider-Act-Manage" conceptual 
framework that is outlined in this article, the care of patients with chronic liver 
disease could be incorporated into broader long-term condition care in a way 
that is both useful and effective for the patient population. Without adjusting 
itself close by the more normal metabolic problems that structure the greater 
part of essential consideration responsibility, then CLD will keep on being side-
lined by essential consideration because of persevering misguided judgments 
that liver illness is excessively hard/uncommon/insignificant/or a lot of work. 

When CLD and multimorbidity are aligned, hepatology has a chance to 
integrate care across specialties, break down care silos, leverage resources, 
and enhance patient care in general.

Acknowledgement

None.

Conflict of Interest

None.

References
1.	 Scaglione, Steven, Stephanie Kliethermes, Guichan Cao and David Shoham, et 

al. "The epidemiology of cirrhosis in the United States." J Clin Gastroenterol 49 
(2015): 690-696. 

2.	 Black, Alexander, Rosario Cortina, Irene Bossi and Remi Choussat, et al. 
"Unprotected left main coronary artery stenting: correlates of midterm survival and 
impact of patient selection." J  Am Coll Cardiol 37 (2001): 832-838. 

3.	 Bruschke, Albert VG, William L. Proudfit and F. Mason Sones. "Progress study 
of 590 consecutive nonsurgical cases of coronary disease followed 5-9 years: II. 
Ventriculographic and other correlations." Circulation 47 (1973): 1154-1163. 

4.	 Lee, Pil Hyung, Jung-Min Ahn, Mineok Chang and Seunghee Baek, et al. "Left main 
coronary artery disease: Secular trends in patient characteristics, treatments, and 
outcomes." J Am Coll Cardiol 68 (2016): 1233-1246. 

5.	 Conley, M. J., R. L. Ely, J. Kisslo and K. L. Lee, et al. "The prognostic spectrum of 
left main stenosis." Circulation 57 (1978): 947-952. 

6.	 Wise, Matthew, Stephanie Bialek, Lyn Finelli and Beth P. Bell, et al. "Changing 
trends in hepatitis C–related mortality in the United States, 1995-2004." Hepatology 
47 (2008): 1128-1135. 

7.	 Nappi, Anthony G. and William E. Boden. "Does physiology trump anatomy as the 
“best course” to guide PCI decision making and outcomes?" J Am Coll Cardiol 67 
(2016): 1712-1714.

8.	 Cartwright, Emily J., Christopher Rentsch and David Rimland. "Hepatitis C virus 
screening practices and seropositivity among US veterans born during 1945–1965." 
BMC Res Notes 7 (2014): 1-5. 

9.	 Mitchell, Tarissa, Gregory L. Armstrong, Dale J. Hu and Annemarie Wasley, et al. 
"The increasing burden of imported chronic hepatitis B—United States, 1974–
2008." PloS One 6 (2011): e27717. 

10.	 Rustgi, Vinod K., Gary L. Davis, Steven K. Herrine and Arthur J. McCullough, et al. 
"Future trends in hepatology: Challenges and opportunities." Hepatology 48 (2008): 
655-661.

How to cite this article: Guilloteau, Paul. “Time to Focus Chronic Liver Diseases 
Back into the Community: A Review of Primary Care Hepatology Tools, Pathways 
of Care and Reimbursement Mechanisms.” Hepatol Pancreat Sci 6 (2022): 204.

mailto:https://www.ingentaconnect.com/content/wk/jcga/2015/00000049/00000008/art00012
mailto:https://www.jacc.org/doi/abs/10.1016/S0735-1097(00)01176-1
mailto:https://www.jacc.org/doi/abs/10.1016/S0735-1097(00)01176-1
mailto:https://www.ahajournals.org/doi/abs/10.1161/01.cir.47.6.1154
mailto:https://www.ahajournals.org/doi/abs/10.1161/01.cir.47.6.1154
mailto:https://www.ahajournals.org/doi/abs/10.1161/01.cir.47.6.1154
mailto:https://www.jacc.org/doi/abs/10.1016/j.jacc.2016.05.089
mailto:https://www.jacc.org/doi/abs/10.1016/j.jacc.2016.05.089
mailto:https://www.jacc.org/doi/abs/10.1016/j.jacc.2016.05.089
mailto:https://www.ahajournals.org/doi/abs/10.1161/01.cir.57.5.947
mailto:https://www.ahajournals.org/doi/abs/10.1161/01.cir.57.5.947
mailto:https://aasldpubs.onlinelibrary.wiley.com/doi/full/10.1002/hep.22165
mailto:https://aasldpubs.onlinelibrary.wiley.com/doi/full/10.1002/hep.22165
mailto:https://www.jacc.org/doi/full/10.1016/j.jacc.2016.01.057
mailto:https://www.jacc.org/doi/full/10.1016/j.jacc.2016.01.057
mailto:https://bmcresnotes.biomedcentral.com/articles/10.1186/1756-0500-7-449
mailto:https://bmcresnotes.biomedcentral.com/articles/10.1186/1756-0500-7-449
mailto:https://journals.plos.org/plosone/article?id=10.1371/journal.pone.0027717
mailto:https://journals.plos.org/plosone/article?id=10.1371/journal.pone.0027717
mailto:https://aasldpubs.onlinelibrary.wiley.com/doi/full/10.1002/hep.22451

