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[bookmark: _Hlk140221361]Business Case Proposal for ‘Place based’ liver service: one stop liver clinic with fibroscan and new MASLD[footnoteRef:1] primary care liver pathway [1:  Metabolic dysfunction-associated steatotic liver disease Introduction of new terminology for fatty liver diseases - British Liver Trust] 



1. Outline 
	Overview / Context / What and why

	
Metabolic dysfunction-associated steatotic liver disease (MASLD formerly Non Alcoholic Fatty liver Disease) has a high prevalence and affects between 20% to 30% of the general population in the developed world (Williams et al 2015). The prevalence of MASLD is thought to have doubled over the past 20 years in the UK, and MASLD is now the commonest cause of abnormal liver function tests (LFTs).  The impact on hepatology services throughout the UK should not be underestimated and there is desperate need to identify and manage these patients within primary care whilst ensuring that the higher risk patients with chronic liver disease are seen quickly and effectively in secondary care services. The advent of investigations such as serological markers of liver fibrosis and “Fibroscan” to determine the degree of fibrosis or cirrhosis in the absence of liver biopsy, have led to the prospect of new direct access pathways for GPs. The MASLD pathway will enable easy, rapid access to the right services for these patients.

NICE published a diagnostics guidance [DG48] FibroScan for assessing liver fibrosis and cirrhosis in primary or community care, in June 2023. It recommends FibroScan as an option for assessing liver fibrosis or cirrhosis outside secondary and specialist care.[footnoteRef:2] [2:  NICE, FibroScan for assessing liver fibrosis and cirrhosis in primary and community care https://www.nice.org.uk/guidance/dg48/resources/fibroscan-for-assessing-liver-fibrosis-and-cirrhosis-outside-secondary-and-specialist-care-pdf-1053817906885 ] 


The aim of this business case is to provide the staff, equipment, support and biochemistry requirements to enable the development of a one stop nurse led liver clinic, improve access to fibroscanning across the place based areas, access to nutritional support for patients with chronic liver disease both as in-patients and out-patients with dedicated hepatology clinics in parallel with dieticians, shorten waiting times in consultant clinics by off setting MASLD referrals in the absence of cirrhosis and mild rises in ALT – these will now be managed in nurse led one stop clinic at a lower tariff or within primary care.  Enhanced nutrition in patients with chronic liver disease improved all cause mortality in this patient group and is poorly supported outside of tertiary centres. This business case allows a dedicated dietician to support outpatients with chronic liver disease as well as developing an out-patient nasogastric service that will prevent the need for admission for feeding - particularly in patients heading towards liver transplant.

We propose the reconfiguration of the referral pathway to hepatology along with improvements in place based services and prospective monitoring of outcomes. Enhanced place based liver services will include outpatient management of resistant ascites (already a national exemplar of best practice), a one stop liver clinic for investigation and management of suspected chronic liver disease as well as enhanced nutritional support for patients with chronic liver disease and early identification of patients with encephalopathy (“Flicker Testing”).  

We hope to see a reduction in DNA rates as waiting times reduce in consultant led clinics and enable hepatologists to run specialist hepatology clinics at the higher tariff rate.  Place based referrals to the new nurse led clinic will be at a lower tariff.  After the initial outlay for the fibroscanner and IT package to set up biochemistry testing, the service should be cost neutral and will need to be prospectively audited to ensure that this remains the most cost effective and clinically efficient service to both the Trust and Integrated Care Board, whilst ensuring that the right patient gets to the right clinic in a timely manner and with the optimal care.









2. Proposal
	Objectives / Benefits / recurring and non recurring

	
Example services offer

Purchase of a mobile fibroscanner to ensure place based need and enable access to fibroscanning on ward as well as in all clinics across sites.  

Direct access for fibroscanning for patients with hazardous alcohol intake:
This encompasses alcohol dependence / alcoholism.
NICE define this as:
-men who drink over 50 units of alcohol per week and have done so for a minimum several months
-women who drink over 35 units of alcohol per week and have done so for a minimum several months
Lifestyle advice and support in primary care for those with low fibroscan scores – no need for referral to secondary care

FIB 4 will be implemented as a single access on ICE for GPs to help identify patients who require referral.
The FIB4 evaluates liver fibrosis based on age, platelet count, AST and ALT to help with fibrosis/cirrhosis diagnosis.  The FIB 4 score evaluates the degree of fibrosis in patients suspected of or already diagnosed with hepatic fibrosis.
The score contributes to assessment of metabolic-associated steatohepatitis MASH (formerly NASH non-alcoholic steatohepatitis), HCV (hepatic C virus) or cholestatic and metabolic liver diseases.
There are four variables taken into account:
•	Patient age is used because there is a direct correlation between age increase and progression of liver fibrosis. This is particularly obvious in patients with hepatitis C and chronic alcohol consumption.
•	AST (aspartate aminotransferase) 
•	ALT (alanine aminotransferase) 
•	Platelet count 
This score employs the following equation:
FIB 4 = (Age x AST) / (Platelet count x √ALT ) 
The result provided from the above equation is interpreted according to two cut off values:
•	FIB 4 <1.45 indicates absence of cirrhosis (with a negative predictive value of 90% for advanced fibrosis);
•	FIB 4 between 1.45 - 3.25 are deemed inconclusive;
•	FIB 4 >3.25 indicates cirrhosis (with a positive predictive value of 65% for advanced fibrosis).

Set up costs £1000 without recurring costs.  Potential saving has also been discussed with biochemistry in regards to refining the NILS screen and ensuring FIB4 is only requested on appropriate patients who fulfil the criteria.  GGT is being removed from standard liver function tests requested in primary care but will still be available on request.

Hepatology dietician – parallel clinics for chronic liver disease with both nurse led and consultant service, OP support for patients heading to transplant, NG support as OP without need for admission, enhanced IP service for patients with decompensated liver disease.








3. Financial Analysis 

	
	Enabling investment required

	Pay / Non-Pay 
	Recurring / Non-Recurring
	Budget Code (if known)
	Cost 
	Cost 2023

	
FIB 4 Software licence

Dietician Pay

Fibroscanner
Maintenance contract

Dietetic equiptment
	
Non-recurring


Recurring

Non-recurring
Recurring

Non recurring (OP and ward based)
	
	£1000


£52624

£54000
£4000

£750
	



TBC
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