
1 
 

Table type display items for manuscript report EASL-Lancet Commission 

  



2 
 

Table 1. European Region epidemiology on non-alcohol related fatty liver disease 

(NAFLD) and non-alcohol related steatohepatitis (NASH). For detailed methods 

description on estimation of case counts from the Global Burden of Disease (GBD) 

2019 resources, see Supplementary Methods. UI; uncertainty interval. YLL; years of 

life lost. 
 

Causes Prevalence 

case count  

 (95% UI)  

Incidence  

case count  

(95% UI)  

YLL 

count   

(95% UI)  

NAFLD/NASH 148,000,000 

(134,000,000 to 163,000,000) 

- - 

Cirrhosis due to NASH 
total 

862,000 

(600,000 to 1,200,000) 

44,500  

(32,000 to 62,600) 

591,000  

(416,000 to 807,000) 

Cirrhosis due to NASH 
compensated  

804,000  

(559,000 to 1,120,000) 

21,000  

(13,600 to 32,700) 

- 

Cirrhosis due to NASH 
decompensated 

58,400  

(40,900 to 81,700) 

23,600  

(16,700 to 32,600) 

- 

Liver cancer due to 
NASH 

 6,610  

(5,060 to 8,720) 

5,010 

(3,810 to 6,610) 

89,900  

(69,400 to 117,000) 
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Table 2. Per capita consumption, liver cirrhosis death rates, and alcohol policy implementation in the European Union (EU) and the 

UK. For ‘per capita consumption’ and ‘cirrhosis mortality’, countries with a rate larger than one standard deviation (SD) from the EU 

mean are indicated by red cells, whereas countries with a rate smaller than one SD from the EU mean are indicated in green. For 

policies, a graded scale from green to red is used, with green indicating best policy implementation, amber moderate policy 

implementation, and red poor policy implementation. Table created based on data in https://www.euro.who.int/en/health-

topics/disease-prevention/alcohol-use/data-and-statistics/alcohol-country-fact-sheets-2019.   

Country 

Per capita alcohol 
consumption 15+ 

years 
Males / Females 

Age standardised 
cirrhosis death rates 

per 100,000 
population 15+ years  

Males / Females 

Excise tax on 
beer/wine/spirits 

Restrictions for on-/off-
premise sales of alcoholic 

beverages: 
Hours/days/places/densit

y 

Legally binding 
regulations on alcohol 
advertising / product 

placement (any) 

Austria 12.0 11.6 21.1 7.4 N/N/N Y/Y/Y/N Y/Y 
Belgium 11.4 12.1 14.7 6.8 Y/Y/Y N/N/N/N N/Y 
Croatia 11.2 8.9 30.1 7.3 Y/N/Y N/N/Y/N/ Y/Y 
Cyprus 11.3 10.8 9.5 2.7 Y/N/Y Y/Y/Y/Y/ Y/N 

Czech Republic 14.0 14.4 21.7 8.9 Y/Y/Y N/N/Y/N Y/Y 
Denmark 10.9 10.4 15.0 6.3 Y/Y/Y N/N/N/N Y/Y 
Estonia 12.4 11.6 31.3 11.7 Y/Y/Y Y/N/Y/N Y/N 
Finland 12.6 10.7 27.6 9.1 Y/Y/Y Y/Y/Y/Y Y/Y 
France 12.2 12.6 14.9 5.1 Y/Y/Y Y/N/Y/Y Y/Y 

Germany 12.9 13.4 18.9 7.8 Y/N/Y N/N/N/N Y/Y 
Greece 10.4 10.4 8.8 2.4 Y/Y/Y N/N/N/N N/N 
Hungary 20.1 5.0 19.1 4.5 Y/N/Y N/N/Y/N Y/N 
Ireland 12.3 13.0 9.2 4.6 Y/Y/Y Y/Y/Y/Y Y/Y 

Italy 7.0 7.5 11.1 5.5 Y/N/Y Y/N/Y/N Y/Y 
Latvia 11.6 12.9 28.0 13.0 Y/Y/Y Y/N/Y/N Y/Y 

Lithuania 15.1 15.0 39.3 15.9 Y/Y/Y Y/N/Y/N Y/Y 
Luxembourg 12.6 13.0 16.3 6.7 Y/N/Y Y/N/N/Y Y/N 

Malta 7.0 8.1 7.4 1.3 Y/Y/Y Y/N/N/N Y/Y 

https://www.euro.who.int/en/health-topics/disease-prevention/alcohol-use/data-and-statistics/alcohol-country-fact-sheets-2019
https://www.euro.who.int/en/health-topics/disease-prevention/alcohol-use/data-and-statistics/alcohol-country-fact-sheets-2019
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Netherlands 10.4 8.7 5.8 2.9 Y/Y/Y N/N/Y/N Y/Y 
Poland 11.4 11.6 24.1 8.3 Y/Y/Y N/N/Y/N Y/N 

Portugal 13.5 12.3 18.6 4.1 Y/N/Y Y/N/Y/N Y/Y 
Romania 15.0 12.6 51.8 22.9 Y/Y/Y N/N/Y/N Y/Y 
Slovakia 11.9 11.5 40.9 12.7 Y/Y/Y N/N/Y/N Y/Y 
Slovenia 11.5 12.6 31.2 8.7 Y/N/Y Y/N/Y/N Y/Y 

Spain 10.5 10.0 12.8 4.1 Y/N/Y Y/N/Y/N Y/N 
Sweden 9.5 9.2 8.4 4.2 Y/Y/Y Y/Y/Y/Y Y/Y 

United Kingdom 12.3 11.4 14.7 7.9 Y/Y/Y Sub-national N/N 
EU average  12.0 11.2 20.5 7.5 2.6 / 3 2.2 / 4 1.6 / 2 
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Table 3. Recommendations of the EASL-Lancet Commission on Liver Disease in Europe. The panel of recommendations 

was developed by a Delphi-like consensus process amongst the Commissioners through a series of physical and digital meetings. 

For each of the ten recommendations, we have listed key barriers to their implementation as well as example activities to facilitate 

actual change. The list of example activities is not exhaustive, and priorities and actual implementation will be important tasks 

during further work of relevant stakeholders.
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RECOMMENDATIONS KEY BARRIERS TO IMPLEMENTATION  
Suggested actions for implementing 

recommendations 
1. We recommend a simplified outreach approach 

(Figure 18) using standardized liver blood tests 

(LBTs) with laboratory reflex-testing to facilitate early 

case finding among individuals at high risk of liver 

disease along with a consistent emphasis on fibrosis 

testing using FIB-4 to rule out patients with advanced 

fibrosis. Social inequalities are intimately linked to 

susceptibility to liver disease, meaning dedicated 

strategies are needed to engage disadvantaged 

groups in care. 

A.  Difficulties communicating about risk 
factors (e.g. alcohol use) of liver disease  
   
B. Lack of coherent and simple algorithm 
recommendations to detect liver fibrosis for 
use outside of specialized settings 
  
C. Lack of health literacy of liver disease in 
the general population and in particular in 
disadvantaged groups 
 
D. Most severe cases are often difficult-to-
reach individuals in marginalized 
communities 
 
E. Limited health care funding and lack of 
reimbursement 
 
 
 
 
 

A. Promote awareness of simplified algorithms for 
screening for liver disease for health staff, in 
particular primary care physicians to improve 
communication with patients and facilitate early 
detection of liver disease in high risk groups. 
  
B, E. Ensure laboratory implementation of 
computerized, automated algorithms of hepatic 
fibrosis markers for use during routine and specialist 
consultations coupled with appropriate 
reimbursement. 
 
C. Support advertising and education programs to 
increase health literacy in disadvantaged groups. 
 
D, E. Use population-specific outreach approaches led 
by trained peers to better engage socially deprived 
groups in screening and care of liver disease and 
cirrhosis complications. 
 
D,E. Prioritize management of more advanced or 
complex cases by specialists in the hospital setting, 
leaving that of less severe cases to primary care, 
specialized nurses, community health settings. 
 

2.   We recommend investment to scale up case 

finding and screening for viral hepatitis in selected 

(e.g. primary care serving immigrants, harm 

reduction/drug services and prisons) and broader 

community settings (e.g. coupled with SARS-CoV-2-

A. National plans only recommend testing in 
high risk populations  
 
B. Lack of financial support for nucleic acid 
testing (“viraemia”).  
  
C. Failure to procure reflex testing for HCV 
RNA, HBV DNA and anti-HDV in patients with 
a positive anti-HCV or HBsAg test.  
 
D. Screening mainly performed in secondary 
and tertiary health care centers. 

A, B, C. Support at national and local level for 
widespread testing for HBV and HCV based on past or 
present risk, and country of origin. 
 
C. Updating laboratory protocols to automatically 
perform HCV RNA and HBV DNA testing upon a 
positive anti-HCV or HBsAg test coupled with 
appropriate reimbursement. 

 
D. Involve primary care and community-based 
practitioners including general practitioners, 
pharmacists, addiction specialists, and prison services 
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antibody testing), with reflex testing for viraemia for 

those antibody positive. 

 
E. The effectiveness of annual vaccination 
programs to control Covid-19 with emergent 
variants is challenging in disadvantaged and 
marginalized communities. 

in the diagnosis and monitoring of liver disease and 
diagnosis of viral hepatitis.  
 
D. Increase access to harm reduction for PWID, 
combining packages of opioid agonist therapy (OAT) 
and needle and syringe programs (NSP), ensuring one 
or more sterile syringes for each injection to prevent 
acquisition. 
 
E. Linking sentinel anti-SARS-CoV-2 serological testing 
to HBsAg, anti-HCV and anti-HIV testing will increase 
the detection of hepatitis cases among disadvantaged 
communities. 

3. We recommend that EASL and other medical 

specialist organizations collaborate to develop a 

European wide syllabus for primary care hepatology 

with an emphasis on simplified patient-centred 

pathways and multimorbidity models of care, 

accounting for the collaboration between 

hepatologists and primary care clinicians, nurses, 

peer educators and other medical specialties. 

A. Lack of clear recommendations on what to 
do and systems and tools to do it 
 
B. Lack of time and incentivisation, including 
lack of appropriate reimbursement 
 
C. Difficulties with managing behavioral 
disorders such as alcohol use 
 

A, B. Facilitating simplified guidance on standardized 
scale-up of simplified testing and treatment (where 
appropriate) in primary care and other relevant 
specialist (e.g. endocrinology) and community settings 
(e.g. pharmacies, harm reduction/drug services and 
prisons). 
 
A. Establish clear recommendations on the co-
management of patients with liver disease by general 
practitioners, specialists and specialized nurses. These 
recommendations need to be adapted to local 
context and resources. 
 
A. Promote research to develop technology to detect 
conjugated bilirubin (> 25 µmol/L) in dry blood spots 
for detection of neonatal jaundice in primary care.  
 
B. Promote incentivized involvement of primary care 
physicians, specialist nurses and peer educators who 
together have a key role for lifestyle and risk factors 
modification, viral hepatitis elimination, detection of 



8 
 

cirrhosis and comorbidities, palliative care in 
advanced disease. 
 
C. Promote the development of specialized nursing 
programs for caring for patients with cirrhosis and 
engagement of individuals at high risk to testing.  

4. We recommend that all non-viral liver diseases be 

classed as non-communicable diseases (NCDs) to 

allow the commonalities of NCDs to prompt a network 

of chronic care models (CCMs), which include 

specialists, primary care and nurses, trained in 

obesity, diabetes, liver disease, cardiovascular 

disease and chronic kidney disease, as well as peers 

and members of the communities, to facilitate 

engagement in liver patient care across classical 

medical specialty boundaries. 

A. Difficulty to set up chronic care models in 
disadvantaged areas 
 
B. Reluctance to abandon silo disease 
working by medical specialists and lack of 
appropriate reimbursement mechanisms 
 
C. Lack of public, parental and professional 
awareness of paediatric liver disease and   
the importance of early diagnosis 

D. Difficulties in transition of care from 
infancy to adulthood 

E. Lack of experience in handling rare liver 
diseases 

F. Ageism (i.e. stigma against people with 
aging-related comorbidities) which affects 
health outcomes 

 

A. B. Promote alternative and low-cost models of care 
using health houses, primary care network, 
pharmacists, specialist nurses, community health 
sites. 
 
A,C. Advocate for legislation regarding rights and 
protections for specific groups (e.g. immigrants, 
children) 
 
B,C. Advocate for organizational policies in hospitals 
that oppose silo working by medical specialists. 
 
B. Establish reimbursement mechanisms to account 
for patient-centric, multimorbidity models of care 
across a range of medical specialties 
 
C.  Establish screening programs for neonatal liver 
disease, routine genetic screening for inherited liver 
disease by gene panels and standardized diagnostic 
and treatment protocols for pediatric liver disease  
 
C. Encourage centralization of medical and surgical 
care for rare liver disease 
 
D. Identify a share-care model including adult and 
paediatric care providers, psychology and social 
services and education to improve outcomes and 
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empower the young patients to self-manage their 
condition in adult-care. 
 
F. Implement education/social contact interventions 
for chronic care model staff to fight against ageism 
 

5. We recommend a range of initiatives to oppose all 

forms and sources of stigma and discrimination of 

people at risk of or with liver disease using multilevel 

interventions which also involve peers and members 

of community. 

. 

A. Self-stigma (internalized stigma) leading to   
care avoidance / delay or not engagement in 
care 
 
B. Self-stigma resulting in unhealthy 
behaviors 
 
C. Persistent stereotypes resulting in 
discriminating attitudes from health staff 
 
D. Obsolete use of previous stigmatizing 
terminology in medical literature and ICD-10 
and ICD-11 coding systems (e.g. using 
alcoholic or fatty, see Table 5) 

A, B. Offer patient education programs involving 
peers for empowering, reducing self-stigma and 
support engagement in care in people with liver 
disease 
 
A,B Adopt when possible gender-tailored approaches 
as women are more concerned by stigmatizing 
attitudes.  

 
C. Introduce evidence-based anti-stigma training 
programs of health staff based on social contact with 
community members who deliver their own 
experiences with discrimination and its effects.   
 
D. Change WHO ICD-12 liver disease coding to reflect 
an updated nomenclature on liver disease, with 
removal of stigmatizing terms such as “alcoholic” and 
more rational coding for all forms of non-viral 
hepatitis and obesity-related liver disease. During 
clinician-patient encounter, the name of the disease 
should reflect the clinical disease as opposed to 
outdated behavioral or histopathological 
terminologies (Table 5). 

6. We recommend public disclosure of pricing 

information of approved antiviral drugs currently used 

A. Lack of uniform systems of state health 
coverage, and variability in reimbursement 
systems and health insurance for treatment 
of viral hepatitis across Europe 
 

A. Set up a transparent observatory for prices of 
antiviral drugs in the WHO European region. 
 
A. Implement a monitoring system for access to  
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to treat viral hepatitis in Europe, which would 

reinforce the WHO and World Health Assembly 

resolution to improve the transparency, and fairness 

of market prices for medicines.  

A. Restriction of antiviral therapy to hospital 
specialists in part due to the high prices of 
antiviral therapy in some countries. 
 
A. Lack of access to generics in most 
European countries  
 
B. Lack of primary care prescription of HCV 
treatment    
 

antiviral drugs in the European regions to reduce gaps 
in specific areas or groups and simplify treatment 
pathways.  
 
A: Provide guidelines stating unrestricted access to 
antiviral therapy in Europe for hepatitis C irrespective 
of stage of fibrosis. 
  
B: Establish mechanisms for prescription of HCV 
therapy in primary care and community services 
coupled with appropriate reimbursement.  

7. We recommend that European governments 

introduce uniform and effective policies to reduce the 

harmful use of alcohol. Specifically, we recommend 

that a minimum price of one Euro per centilitre of pure 

alcohol (MPC) is introduced across all countries of 

the European Union and associated countries and 

that the MPC is accompanied by appropriate 

increases in levels of alcohol taxation to ensure that 

any MPC windfall to retailers is returned to 

government finances. 

A The stigma related to unhealthy alcohol 
use from all sections of society including 
policymakers and hepatologists  
 
B Failure of the medical profession to make 
effective evidence-based arguments for 
alcohol policy as that they successfully made 
for smoking 
 
C Limited power of communities and 
patients to lobby for change, related to the 
stigmatisation of people with unhealthy 
alcohol use 
 
D Strong, coordinated opposition from the 
alcohol industries 
 
E. Lack of standardized high-quality data to 
monitor effects of policy changes 

B, D. Ensure WHO Europe (EU and non-EU European 
countries) coordination to monitoring 
implementation of alcohol policies. 
 
B,D Verify taxation funds are used to promote health 
community services and social insertion for people at 
risk of  unhealthy alcohol use. 
 
A, B, C. Implement attractive care strategies for 
people with unhealthy alcohol use which target 
alcohol controlled drinking and harm reduction as 
outcomes. 
 
A, B. Promote effective advocacy campaigns led by 
the medical professions and the community to change 
alcohol policies. 
 
D Ensure support from the European Court of Justice 
and UK Supreme Court defeating challenges from 
industry. 
 
E. Ensure the availability and access to high-quality 
standardized data to provide accurate estimates of 
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the burden of liver disease complications and the 
impact of population-level policy interventions, 
similar to the monitoring of diagnosis and mortality of 
Covid-19 in real-time. 

8. Recognising the deleterious impact of the 

marketing of alcohol and ultra-processed, high sugar 

food and drinks to children, we call for attention to 

unregulated narrowcasting of marketing messages to 

mobile phones by digital and social media. 

Experience from tobacco has shown that the only 

effective means to protect children is through a 

complete ban on the marketing of alcohol and ultra-

processed high fat and sugar foods, and hence we 

call for such a complete ban in all social and digital 

media. 

A. Alcohol, tobacco and food industry lobbies 
 
B Lack of understanding of how the business 
models of social media marketing operates  
 
C Global sites commonly visited by children 
(e.g. Instagram, YouTube) which expose 
them to large amounts of alcohol/high fat, 
salt and sugar food (HFSS) marketing 
 
D National government difficulties in 
regulating multi-national corporations in the 
advertising area related to children health   
 

A. Delegate to the European Union and WHO Europe  
the leadership to make countries apply uniform 
marketing regulations in all social and digital media, 
expanding from the AVMSD and CLICK. 
 
B,C,D. Promote in-depth analysis to identify better 
responses to contrast the effects of marketing 
business models of social media. 
 
C. Promote multicomponent school-based 
interventions focusing on both physical activity and 
healthy diet in children with obesity 
 
C,D. Adopt models which better identify when 
marketing strategies indirectly or directly target 
children (e.g.  model used by the US Federal Trade 
Commission Children’s Online Privacy Protection Act 
[COPPA]). 
 

9. We call for policy measures to promote industry-led 

food reformulation and minimizing social inequities by 

subsidizing healthy foods.  

A. Availability and access to UPFs/HFSS and 
cigarettes/drugs higher in disadvantaged 
areas 
 
B. Cultural barriers 
 
C. Economic barriers 
 

A. Disseminate prevention spots, facilitate availability 
of low-cost healthy food, harm reduction services and 
education programs. 
 
B. Promote food labelling (e.g. nutriscore, removal of 
cartoons and other children-oriented branding). 
 
B. Involve communities to increase food literacy. 
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C. Apply UPF and HFSS-related taxations and use 
taxation funds to:  
• Involve members of the community in prevention 

and to increase job opportunities in 
disadvantaged groups;  

• Subsidizing prevention: from healthy food to 
physical activity programs and anti-stigma 
interventions  

• Create low-threshold sites for obesity prevention 
to be used as entry points and referral to care in 
disadvantaged areas 

10. We call for a co-ordinated and systematic public 

health case to be made to rebut the "nanny state" and 

“pseudo-protective” arguments, which favour 

exclusion of specific groups and obstruct population-

level policies to reduce liver disease mortality. In 

particular, the EU and European governments should 

prioritise the harmonisation of all forms of public 

health interventions across Europe with a particular 

emphasis on vulnerable groups like children, people 

who inject drugs, immigrants and the less affluent. 

A. Economic difficulties 
 
B. Environmental effects (e.g. marketing) 
counterbalancing prevention efforts  
 
C. Cultural and political heterogeneity of 
Europe. 
 
 

A. Use taxations to subsidize health services and 
increase access to healthy food. 
 
A.  Implement a monitoring system for disparities in 
access to specialized care for patients with cirrhosis in 
the European regions 
 
B. Adjust health information to various populations 
(culturally adjusted, several languages and lay 
explanations) and explore ways to effectively 
disseminate it.  
 
B,C. Create uniform European countries legislation to 
restrict advertising and aggressive marketing 
especially among less affluent populations and 
children.  
 
B. Establish mechanisms for rewarding industry 
initiatives for healthy food reformulation (responsible 
industry actions). 
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B,C. Convince policy makers and the public that food 
and drinks intake is not really a matter of free-choice, 
but rather heavily influenced by the food industry 
actions (“nanny-industry”), driven by economic 
interests. 
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Table 4. Proposed sharing of responsibilities in management of patients with cirrhosis 
between community based hepatology/primary care and hospital-based/specialized 
care.  
 

 
PRIMARY CARE HOSPITAL-BASED, SPECIALIZED 

CARE 
Patients with compensated cirrhosis 

 
- Management of etiological factors in 
alcohol and metabolic-dysfunction 
associated cirrhosis 
- Curative treatment of hepatitis C 
- Coordination of regular screening 
for hepatocellular carcinoma 
- Coordination of regular screening 
for gastroesophageal varices 
- Health education of patients and 
caregivers 
- Management of comorbidities 
- Identification of perceived stigma 
 

 
- Management of etiological factors in 
hepatitis B-associated cirrhosis 
- Treatment of hepatocellular 
carcinoma 
 
 
 
 

Patients with decompensated cirrhosis 
 
- Child-Pugh grade A-B patients in 
stable condition (without recurrent 
complications and with steady 
treatment) 
- Health education of patients and 
caregivers 
- Management of comorbidities 
- Patients under palliative care 
(regardless of Child-Pugh grade) 
- Identification of perceived stigma 

 
- Unstable Child-Pugh grade B-C 
patients, with recurrent complications 
- Patients with specific complications, 
such as refractory ascites, acute 
kidney injury, bacterial infections, and 
overt hepatic encephalopathy 
- Patients with suspicion of alcoholic 
hepatitis 
- Treatment of hepatocellular 
carcinoma 
- Patients’ candidates to liver 
transplantation 
- Health education of patients and 
caregivers 
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Table 5. Revisions to reduce structural stigma resulting from aberrant liver disease 

nomenclature. The WHO ICD-11 codes (https://icd.who.int/browse11/l-m/en), to be 

launched in 2022 are given below together with “adjusted terms” that reflect 

recommended terminology with patients and future considerations. The table reflects a 

move to focus on the name of the condition and not the cause of the condition. Risk 

factors overlap and attribution can be difficult or even mixed and oftentimes 

stigmatising, such as when using the terms “alcohol” or “fat”. The new nomenclature is 

intentionally simple, to be used during the clinician-patient encounter.* International 

Network of People Who Use Drugs (INPUD). Words Matter! INPUD & ANPUD 

Language statement and Reference Guide. 2020. Available at: 

https://www.inpud.net/sites/default/files/000595_INP_Terminology%20booklet_v11.pdf 

ICD-11 
code 

Current term Adjusted term(s) Future 
considerations 

DB94 Alcoholic liver disease  Alcohol-related liver 
disease 
 
Steatosis 

Alcohol remains a key 
risk factor for liver 
disease and complete 
removal of alcohol 
from nomenclature 
removes 
responsibility related 
to alcohol regulations 

DB94.3  Alcoholic cirrhosis of 
liver without hepatitis 

Cirrhosis due to 
alcohol-related liver 
disease 
 
Cirrhosis 

Synergy of multiple 
risk factors is 
prevalent, consider 
cirrhosis as a 
separate entity from 
risk factors with 
emphasis on 
complications 

DB94.1  Alcoholic hepatitis Alcohol-related acute 
liver injury 
 
Acute liver injury 

Pathophysiological 
specification upon 
new knowledge 

https://icd.who.int/browse11/l-m/en
https://www.inpud.net/sites/default/files/000595_INP_Terminology%20booklet_v11.pdf
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DB96.1  Primary biliary 
cholangitis 

Primary biliary 
cholangitis (previously 
called primary biliary 
cirrhosis) 

Aetiologic 
classification upon 
new knowledge 

DB92  Non-alcoholic fatty 
liver disease 

Metabolic associated 
fatty liver disease or 
metabolic dysfunction-
associated fatty liver 
disease (MAFLD) 
 
Steatosis 

Pathophysiological 
specification, account 
for synergy of multiple 
risk factors 

DB92.0  Non-alcoholic fatty 
liver disease without 
non-alcoholic 
steatohepatitis 

Fatty liver disease 
 
Steatosis 

Pathophysiological 
specification, 
category to account 
for synergy of multiple 
risk factors 

DB92.1  Non-alcoholic 
steatohepatitis 

Steatohepatitis Pathophysiological 
specification, 
category to account 
for synergy of multiple 
risk factors, add 
consideration for 
fibrosis (missing for 
NAFLD in ICD-11) 

N/A Alcoholic, drinker Alcohol use disorder  N/A 
N/A Drug addict, drug 

abuser, intravenous 
drug user, injecting 
drug user 

Person/people who 
inject drugs, or persons 
who use drugs* 

N/A 

N/A Someone receiving 
opioid substitution 
treatment5 

A person in an opioid 
treatment programme, 
not simply “replacing” or 
“substituting” one drug 
for another one. 

N/A 

N/A Prostitute/prostitution  For adults (18 years 
and older), use sex 
work, sex worker, 
commercial sex, or the 
sale of sexual services. 
For children (younger 
than 18 years old), use 
sexual exploitation of 
children. 

N/A 

N/A Target populations Priority populations, key 
populations 

 

  



17 
 

Table 6. Progress towards key viral hepatitis elimination targets in the most heavily burdened countries in Europe.  
 

  • : Yes,   •    : Partial,   •    : No,  ND: no data.  1Harm reduction coverage estimates obtained from Larney et al. Lancet Global Health 2017. GREEN: 

ADEQUATE (based on WHO recommendated coverage levels: >200 needles-syringes distributed per PWID per year and >40 OST recipients per 100 PWID); 

 Public funded screening 
programmes 

Coverage of  
Harm-reduction programmes1 

Viral Hepatitis treatment Non-prescriber 
type restrictions2 

 Hepatitis C Hepatitis B Needle and syringe 
programmes 

Opioid agonist 
therapy 

DAAs  
reimbursed 

TDF/ETV 
reimbursed 

Hepatitis C Hepatitis B 

Central Europe         
France         
Germany   ND      
Greece         
Hungary         
Italy   ND      
Poland   ND              ND     
Romania         
Spain         
UK   ND         
Eastern Europe        

Armenia         
Azerbaijan         
Belarus         
Georgia         
Kazakhstan         
Kyrgyzstan       ND  
Moldova      ND  ND 
Russia             
Tajikistan       ND ND 
Ukraine         
Uzbekistan         
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YELLOW: AVAILABLE BUT INADEQUATE (below WHO recommended coverage levels); RED: NOT AVAILABLE; ND: AVAILABLE BUT NO DATA ON COVERAGE. 2 
Refers to prescriber-type restrictions for reimbursment of viral hepatitis treatment; GREEN: no restrictions; RED: Specialist only;  ND : no data.  

 


