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[bookmark: _Toc243320471]1. Definition
Chronic liver disease is a condition involving persistent damage to the liver resulting from either inflammation, accumulation of fat in the organ, infection, immune injury or exposure to toxins. Chronic damage to the liver could lead to fibrosis and even cirrhosis due to scarring of the organ. The early stages of the condition might not have any symptoms. Symptoms of the later stages of the condition include fatigue, lack of appetite, nausea, loss of weight, itching, jaundice, swelling in legs or abdomen, easy bruising, confusion and gastrointestinal bleeding. Blood in vomit, black stools or confusion are emergencies requiring prompt medical evaluation (National Health Service, 2025).
[bookmark: _Toc243320472]2. Burden / Prevalence
Chronic liver disease is a significant global health burden characterized by different causes. A study conducted in 2025 estimated 58.4 million cases of incidence of cirrhosis and other chronic liver diseases and 1.43 million deaths from the conditions globally in 2021. The incidence of the condition has been rising at a rate of 18% between 2010 and 2021 due to metabolic dysfunction-associated steatohepatitis. The estimated figures are to be considered together with the difference in diagnoses in the countries (Tham et al., 2025).
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Figure 1: Annual change in age-standardised incidence of cirrhosis and other chronic liver diseases across global regions
Source: Zhang, Luo and Ming (2025), Global burden of cirrhosis and other chronic liver diseases caused by specific etiologies from 1990 to 2021. Available at: https://link.springer.com/article/10.1186/s12876-025-04264-5 (Accessed: 19 October 2026).
Viral hepatitis is another common cause of long-term liver damage. It was estimated that 254 million people had hepatitis B and 50 million people had hepatitis C in 2022 according to WHO. 1.3 million deaths have been associated with viral hepatitis in 2022, although many cases have been undiagnosed (World Health Organization, 2024a). 
In the whole United Kingdom, alcohol-related liver disease is one of the main causes of mortality. National figures provided by the British Liver Trust revealed that there were over 10,000 alcohol-related deaths in 2022, among which 7,635 were due to alcohol-related liver disease. These statistics are alcohol-specific deaths and not overall deaths from any cause of chronic liver disease (British Liver Trust, 2024).
Alcohol-related liver disease was mentioned as the cause of death in 5,984 of 10,858 liver disease deaths of people below 75 years of age in England in 2023. The premature mortality rate increased from 15.4 deaths per 100,000 in 2001 to 21.9 deaths in 2023. Deprived populations had higher rates of death. However, these numbers only reveal the importance of preventive measures but not cover all ages and UK nations (Office for Health Improvement and Disparities, 2024). National mortality statistics compendiums present useful information for understanding long-term changes in population health. Local mortality statistics are helpful in discovering current disparities between regions and social groups, although both kinds of sources rely on the quality of routine coding and registration (NHS Digital, 2022, Office for Health Improvement and Disparities, 2024). There is no interchangeability of national and global statistics because of the difference in measured populations and outcomes. Coding and testing differences will affect comparative analysis, and therefore, planning must use the most relevant indicator (Tham et al., 2025, Office for Health Improvement and Disparities, 2024).
[bookmark: _Toc243320473]3. Risk factors
[bookmark: _Toc243320474]3.1 Modifiable risk factors
Excessive alcohol consumption leads to fatty liver deposition, inflammation, fibrosis, and cirrhosis. The risk depends on quantity, pattern, duration and personal predisposition. Alcohol use disorder risk depends on accessibility, socio-cultural context, and treatment options (World Health Organization, 2024b). Alcohol addiction is a medical condition, not an issue of lack of willpower. Recommendation to stop alcohol use must link people to specialist treatment and medically assisted withdrawal (British Liver Trust, 2024, World Health Organization, 2024b, National Institute for Health and Care Excellence, 2023).
Metabolic risk is another one. Overweight, type 2 diabetes, hypertension, elevated lipids, sedentary lifestyle, and calorie-dense diets can contribute to metabolic dysfunction associated with liver steatohepatitis. Older United States' guidelines use the term non-alcoholic fatty liver disease, while new international guidelines use metabolic dysfunction associated terms. Therefore, it is crucial to properly interpret older literature and understand that metabolic risks and alcohol abuse may coexist (Rinella et al., 2023, European Association for the Study of the Liver et al., 2024). The guidelines encourage sustainable weight loss, dietary quality, and physical activities; however, such recommendations are less applicable to the situation when there are no healthy foods available or safe opportunities for physical activity (European Association for the Study of the Liver et al., 2024).
Hepatitis B and C viruses may cause chronic inflammation and scarring. Screening and treatment help prevent the disease from advancing, while direct-acting antivirals can help cure hepatitis C. Injection equipment sharing and risk of exposure to blood are preventable risks. Also, medicines and herbal supplements can adversely affect liver, and clinicians have to assess all products, as natural does not mean safe (World Health Organization, 2024a, UK Health Security Agency, 2024, National Health Service, 2025).
[bookmark: _Toc243320475]3.2 Non-modifiable risk factors
Age, family history, and genetic predispositions may increase the risk. Autoimmune hepatitis, primary biliary cholangitis, primary sclerosing cholangitis, and haemochromatosis may be associated with liver damage, even in the absence of a particular lifestyle factor. Viral hepatitis exposure also differs depending on the country of birth, access to healthcare, and socioeconomic status. Case-control study among rural central India residents revealed some clinical and social risk factors, which demonstrates that the pattern of risks is population-specific (Banait et al., 2021, Cheemerla and Balakrishnan, 2021).
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Figure 2: Major causes and risk factors associated with cirrhosis and fatty liver disease
Source: National Institute of Diabetes and Digestive and Kidney Diseases (2024), Cirrhosis and fatty liver disease: causes and risk factors. Available at: https://www.niddk.nih.gov/news/media-library/24418 (Accessed: 19 October 2026).
The risk assessment process must take into account alcohol consumption, metabolic health, infections, family history, drugs, deprivation, and care barriers. This approach may contribute to increased stigmatization and neglect important aspects of treatment and health policy (European Association for the Study of the Liver et al., 2024, Office for Health Improvement and Disparities, 2024). For this reason, prevention requires personal measures as well as interventions at the population level. They include access to alcohol services, hepatitis testing and vaccination, improved nutrition environment, and information in various languages. These measures tackle various factors instead of assuming that chronic liver disease is associated only with certain lifestyles (World Health Organization, 2022, UK Health Security Agency, 2024).
[bookmark: _Toc243320476]4. Aim
This booklet evaluates the burden, causes, effects and management of chronic liver disease, with attention to person-centred care, UK policy and coordinated long-term support.
[bookmark: _Toc243320477]5. Physical, Psychological and Social Implications
[bookmark: _Toc243320478]5.1 Physical implications
Liver disease may advance from asymptomatic stages to cirrhosis and liver failure. Possible complications involve portal hypertension, ascites, bleeding from dilated veins, infections, kidney problems, muscle wasting, malnutrition, encephalopathy, and liver cancer. Such complications tend to interconnect, causing a number of conditions in patients simultaneously (Fadlallah et al., 2025).
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Figure 3: Major physical complications of liver cirrhosis across body systems
Source: Fadlallah et al. (2025), Update on the complications and management of liver cirrhosis. Available at: https://www.mdpi.com/2076-3271/13/1/13 (Accessed: 19 October 2026).
Physical effects may include weakness, difficulty with work, hospitalizations and loss of independence. Management should move beyond liver blood tests and consider fibrosis, nutrition, muscle strength, symptoms and the risk of complications (National Institute for Health and Care Excellence, 2023, Mansour et al., 2023a). Routine blood tests may under-represent fibrosis, so non-invasive evaluation and re-review could be preferable to one-off testing. Nutrition and muscle status are important as malnutrition and frailty affect outcomes (Lai et al., 2021).
[bookmark: _Toc243320479]5.2 Psychosocial aspects
People may fear cancer and liver failure and feel guilty, uncertain, anxious or depressed. Depression and anxiety were found to be higher in cirrhosis and associated with lower quality of life, worse symptoms and reduced treatment effectiveness by Zimbrean and Jakab. Fatigue and insomnia should not always be considered purely physical phenomena (Zimbrean and Jakab, 2025).
Alcohol-related stigma may prevent patients from undergoing testing and follow-up as well as disclosing their condition to clinicians. Providers should consider mood issues and alcohol consumption when asking people, and provide appropriate psychological help and treatment of dependence in liver care. Testing requires a referral pathway for evaluation and treatment (Rogal et al., 2022, Zimbrean and Jakab, 2025). Psychiatric evaluation should cover the issue of sleep, cognition and medication management. Hepatic encephalopathy mimics other conditions, so evaluation is necessary. Support should be tailored to each patient (Zimbrean and Jakab, 2025).
[bookmark: _Toc243320480]5.3 Social aspects
Patients' appointments, fatigue, nutritional changes and hospitalisation can negatively impact their work, financial situation, place of living and relationships. Patients who have low incomes may have difficulties with transport, visiting clinics or recommended foods. The connection between deprivation and premature liver mortality rates in England reveals that education alone is not enough to equalise outcomes (Office for Health Improvement and Disparities, 2024).
Relatives can provide transport, medication reminders, and assistance during confusion and illness deterioration, resulting in emotional, physical, and financial pressure. Some studies highlight quality-of-life problems and caregiver burden among patients with cirrhosis. Informed consent from patients must allow health care services to evaluate caregivers’ needs and provide practical assistance (Hareendran et al., 2020; Ching et al., 2025). Family support is not something that must be considered to be present and applicable in all cases. A contact professional and an emergency plan can help eliminate any confusion while ensuring privacy (Rogal et al., 2022).
[bookmark: _Toc243320481]6. Evidence-Based Treatment and Management Through the National Health Service
Treatment varies depending on the cause, disease stage and comorbidity. Treatment for alcohol-associated liver disease involves support for abstinence and supervised withdrawal in case dependence requires it. Metabolic dysfunction-associated steatotic liver disease benefits from sustainable eating habits, exercise and weight reduction. Treatment advice includes promoting overall heart and metabolic health rather than just the liver health (National Institute for Health and Care Excellence, 2023, European Association for the Study of the Liver et al., 2024).
Treatment with direct-acting antivirals cures most hepatitis C cases, whereas hepatitis B requires lifelong antiviral treatment. Immunosuppression might be required for autoimmune hepatitis. Specific treatment is required for cholestatic diseases. It is critical for a correct diagnosis because the lifestyle support cannot substitute the antiviral treatment, immune system treatment and other treatments (World Health Organization, 2024a, UK Health Security Agency, 2024, Yoshiji et al., 2021).
Treatment for cirrhosis is targeted at preventing its complications and involves taking medicines that reduce portal pressure, endoscopy for varices, diuretics for ascites, lactulose for hepatic encephalopathy, infection prevention, nutrition and screening for liver cancer. High-risk individuals require specialist assessment. National guidelines recommend six-monthly liver ultrasound for appropriate patients with cirrhosis (National Institute for Health and Care Excellence, 2023, Mansour et al., 2023b, De Franchis et al., 2022).
[image: Figure 4: Lifestyle management algorithm for metabolic dysfunction-associated steatotic liver disease]

Figure 4: Lifestyle management pathway for metabolic dysfunction-associated steatotic liver disease
Source: European Association for the Study of the Liver, European Association for the Study of Diabetes and European Association for the Study of Obesity (2024), Clinical practice guideline figure on the management of metabolic dysfunction-associated steatotic liver disease. Available at: https://pubmed.ncbi.nlm.nih.gov/38851997/ (Accessed: 19 October 2026).
Medications and supplements should be evaluated carefully as they could do harm and kidney functioning can influence treatment safety. Proper nutrition, evaluation of frailty and safe resistance training may help prevent muscle wasting. Advanced disease requires assessment for transplantation. Palliative care can be provided together with active treatment to alleviate symptoms and help patients' relatives (Lai et al., 2021, Rogal et al., 2022, Mansour et al., 2023c). Treatment should be reviewed as a result of change in the course of the disease because the treatment regimen that was appropriate for stable disease may become unsafe when there is kidney injury, infection or decompensation. Treatment should address cardiovascular risk, diabetes, adverse effects, and medication interactions (European Association for the Study of the Liver et al., 2024, Yoshiji et al., 2021).
[bookmark: _Toc243320482]7. Theoretical Perspectives and Models for Improving Outcomes
[bookmark: _Toc243320483]7.1 UK model: National Health Service Comprehensive Model for Personalised Care
National Health Service Comprehensive Model for Personalised Care includes shared decision-making, personalized care planning, supported self-management, social prescribing, personal health budgets, and community support. The goals of this approach applied to chronic liver disease may be reduction of fatigue, going back to work, receiving treatment for alcohol abuse or fulfilling family responsibilities, not just achieving laboratory values. National guidance also calls for engagement in decisions (NHS England, 2021a, National Institute for Health and Care Excellence, 2021).
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Figure 5: National Health Service personalised care operating model
Source: NHS England (2021), Personalised care operating model. Available at: https://www.england.nhs.uk/publication/personalised-care-operating-model/ (Accessed: 19 October 2026).
The model acknowledges the importance of community support in determining the outcomes. Nevertheless, there is likely to be inconsistency in personalization in case there is a limitation of staff, interpreters, treatment of alcohol use disorders or social support from the voluntary agencies in the area. Person-centred planning is not possible without the provision of required services as specified in the care plan (NHS England, 2021a, NHS England, 2021b). People should be given the required support and their outcomes evaluated. There should be an auditing of missed appointments, delays in referral, surveillance completion and patients' experiences. This should be considered in deprivation, ethnicity and disability where appropriate because the average improvements might conceal the inequality of benefits (Office for Health Improvement and Disparities, 2024).
[bookmark: _Toc243320484]7.2 International model: Expanded Chronic Care Model
The Expanded Chronic Care Model connects organization of the healthcare system with community efforts and policy making. It promotes informed patients, proactive care teams, decision support, information systems and community partnerships. In the context of chronic liver disease, it includes surveillance recalls, referral coordination, record sharing, nutritional and psychological support, and connections between general practitioners, hospitals and alcohol services (Agency for Healthcare Research and Quality, 2013, Mansour et al., 2023a).
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Figure 6: Expanded Chronic Care Model showing community, health system and patient-care interactions
Source: Agency for Healthcare Research and Quality (2013), Clinical-community relationships measures atlas, Figure 3-2, based on Barr et al. (2003). Available at: https://www.ahrq.gov/prevention/resources/chronic-care/clinical-community-relationships-measures-atlas/ccrm-atlas3.html (Accessed: 19 October 2026).
Its strengths include its system-level perspective on fragmented care provision. However, it was not designed specifically for liver diseases and needs modification to fit the case of urgent decompensation, monitoring, transplantation and alcohol dependence. Indicators should not only address clinical processes but also experience of patients and equity of access (Agency for Healthcare Research and Quality, 2013; Fadlallah et al., 2025).
[bookmark: _Toc243320485]7.3 Critical comparison of the models
Personalised care starts with the person’s needs while the Expanded Chronic Care Model emphasises service design, proactive care and community connection. These two approaches complement each other. Personalised care helps to identify obstacles, whereas chronic care could help to enhance recall, referral and information exchange. Neither one will solve the problems associated with understaffing, stigma and poverty, so services will need to try changes and measure clinical outcomes and patient experience (NHS England, 2021a; Agency for Healthcare Research and Quality, 2013).
[bookmark: _Toc243320486]8. Political, Health and Social Care Agendas
Agenda of integration of healthcare in England has been articulated in NHS England’s 2020 policy document and subsequent guidance on implementation of integration. Integrated care systems unite NHS, local authorities and other partners in the delivery of care. Liver diseases require general practitioners, emergency services, hepatologists, alcohol therapy, psychiatry, dietetic support, social care and voluntary sector involvement. Integration may decrease missed transfers, however, responsibilities and data exchange must be transparent (NHS England, 2020; NHS England, 2021b).
Core20PLUS5 focuses on the most deprived 20% of the population and others who experience inequity of care. For liver disease, Core20PLUS5 framework may inform hepatitis screening and vaccination, alcohol therapy, cultural competency, and monitoring of waiting times. Policy must translate into funded local services and improvements measured (NHS England, 2021c; Office for Health Improvement and Disparities, 2024).
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Figure 7: FibroScan assessment in a United Kingdom liver clinic
Source: Future Humber (n.d.), New liver clinics to launch at Goole Hospital. Available at: https://www.futurehumber.com/news/new-liver-clinics-to-launch-at-goole-hospital (Accessed: 19 October 2026).
While there is progress in hepatitis C therapy and testing according to the United Kingdom Health Security Agency, reaching those outside of conventional healthcare remains a priority. Policy should include effective treatment combined with easy access to testing and appropriate outreach and support that reduces stigma and practical barriers (UK Health Security Agency, 2024, World Health Organization, 2024a). National targets cannot secure local capacity. Commissioners should assess delays between testing and treatment, engagement with community organizations, and outcomes among higher-risk populations. Public reporting should describe both shortcomings and successes (NHS England, 2021b, UK Health Security Agency, 2024).
[bookmark: _Toc243320487]9. Recommendations for person-centred care, self-management and end-of-life care
[bookmark: _Toc243320488]9.1 Person-centred care and shared decision making
At every review, the clinician should discuss the cause and stage of the condition using clear language and agree on the achievable goals taking into account benefits and side effects as well as responsibilities, culture, mental health problems, alcohol use, and access to food. If the patient gives a consent, the caregiver can be included without neglecting patients' preferences (National Institute for Health and Care Excellence, 2021).
[bookmark: _Toc243320489]9.2 Self-management and health literacy
The self-management programme should include a written action plan, a medication review, medication reminders, indicated vaccinations, nutrition advice, safe physical activities and alcohol support. It is necessary to discuss the symptoms of disease worsening and to give contact information for swollen abdomen, yellowish skin, fever, or confusion. Explain the plan with teach-back, use easily readable materials, interpret and give non-digital solutions (National Health Service, 2025, Mansour et al., 2023b).
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Figure 8: Three public health steps to support liver health and self-management
Source: British Liver Trust (n.d.), Love Your Liver: three steps to support liver health. Available at: https://britishlivertrust.org.uk/information-and-support/love-your-liver/ (Accessed: 19 October 2026).
Suggested long-term care plan aligned with National Health Service and specialist guidance
· At the point of diagnosis, ascertain the cause of disease, fibrosis and complications, check alcohol and medications, test for viral hepatitis if needed, assess nutritional and psychological state, and identify a lead clinician.
· Within three to six months after starting management, assess implementation of treatment, completion of referrals, ability to manage according to the plan, changes in symptoms or risks. If the condition is advanced or there are complications, assessment should be more frequent.
· For patients with compensated cirrhosis, arrange expert follow-up and assessment of risks at least according to the recommendations of the treating team. Six-months follow-up and calculation of Model for End-Stage Liver Disease score are recommended in national guidelines for patients with cirrhosis suitable for liver cancer screening and for compensated cirrhosis.
· Each time, assess medications, alcohol and metabolic risks, nutrition, frailty, mood, vaccinations, needs of relatives or caregivers, and barriers to treatment access. Address urgently new ascites, GI bleeding, infections, deterioration of renal function or mental status.
· In cases of recurrent decompensation, discuss transplant listing and palliative care possibilities. Note the preferences of the patient regarding place of treatment and future care options, revisit them regularly.
This is a service planning framework, not a replacement for a patient’s clinical advice. Follow-up time and test intervals should vary according to causality and disease stage along the appropriate care pathway. Every review should capture action details, responsible party, deadlines, and follow-up arrangements for any missed procedures. This promotes accountability through general practice, hospital care, and community services. National guidance recommends a risk-based specialist surveillance (National Institute for Health and Care Excellence, 2023; Mansour et al., 2023a; Mansour et al., 2023b).
[bookmark: _Toc243320490]9.3 End-of-life care
End-of-life care does not have to wait until treatment for the underlying disease is discontinued. Palliative care can provide symptom management, including pain, pruritus, nausea, sleep disturbance, distress and discussion of treatment priorities during ongoing specialist care. The discussions should cover uncertainty, place of care preferences, emergency admissions, and family concerns. National guidance encourages early palliative involvement in decompensated cirrhosis (Rogal et al., 2022; Philips and Kedarisetty, 2023).
[bookmark: _Toc243320491]10. Conclusion
Chronic liver disease is a complex public health problem. The most common causes are alcohol use, metabolic risk, and viral hepatitis, but auto-immune and genetic disorders must not be overlooked. Physical manifestations are interlinked with distress, reduced self-sufficiency and family stress. Effective long-term management requires targeted therapy, surveillance, psychosocial and sociocultural support, proper communications and equitable access. Patient-centered approach and Expanded Chronic Care Model are alternative frameworks for organising services, which will be effective in terms of implementation and outcomes monitoring (Tham et al., 2025; European Association for the Study of the Liver et al., 2024; NHS England, 2021a).
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