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ABSTRACT

Background & Aims: Metabolic dysfunction-associated steatotic liver disease (MASLD) is the most prevalent
chronic liver disease globally and a rising cause of cirrhosis, hepatocellular carcinoma, liver transplantation,
cardiovascular events and impaired quality of life. In Romania, a 30-33% adult prevalence would correspond
to approximately 4.5-5.1 million adults with MASLD, including an estimated 225,000-410,000 with the
progressive phenotype of metabolic dysfunction-associated steatohepatitis (MASH) with fibrosis. In May
2026, a national multidisciplinary initiative was launched to support a coordinated response aligned with the
World Health Assembly. draft resolution on steatotic liver disease.

Methods: The 3™ Romanian Forum of Metabolic Hepatology (Bucharest, 12 March 2026), co-hosted by
Romanian Society of Gastroenterology and Hepatology (SRGH) and Romanian Association for Liver Diseases
(RoALD), convened hepatology, primary care, metabolic, cardiovascular, renal, respiratory, ENT, transfusion
medicine, public health, policy and patient representatives. Evidence, Romanian estimates, EASL-EASD-EASO
2024 guidance and policy documents were reviewed and refined into ten consensus statements.

Results: The statements address burden, nomenclature, policy gaps, MASLD phenotypes, metabolic
dysfunction and alcohol-associated liver disease (MetALD), integration within the cardio-reno-hepato-
metabolic/non-communicable diseases framework, fibrosis-4 index (FIB-4) based case-finding, cross-specialty
prescribing, a Romanian clinical care pathway and a national action plan including quality-of-life outcomes
and access to EU-approved resmetirom for eligible adults with non-cirrhotic MASH and F2-F3 fibrosis.
Conclusions: This position paper provides a Romanian framework for MASLD prevention, detection and
care, requiring coordinated action by professional societies, health authorities, the Romanian National Health
Insurance Agency (CNAS), primary care, patient organisations and civil society.

Key words: MASLD — MASH — MetALD — non-communicable diseases — FIB-4 — multidisciplinary care —
Romania — health policy — quality of life — consensus.

Abbreviations: ALD: alcohol-related liver disease; CKD: chronic kidney disease; CLD: chronic liver disease;
CNAS: Romanian National Health Insurance Agency; FIB-4: fibrosis-4 index; GLP-1 RA: glucagon-like peptide-1
receptor agonist; HCC: hepatocellular carcinoma; HRQoL: health-related quality of life; MASH: metabolic
dysfunction-associated steatohepatitis; MASLD: metabolic dysfunction-associated steatotic liver disease; MetALD:
metabolic dysfunction and alcohol-associated liver disease; NCD: non-communicable disease; OSA: obstructive
sleep apnea; RoALD: Romanian Association for Liver Diseases; SLD: steatotic liver disease; SGLT2: sodium-
glucose cotransporter 2; SRGH: Romanian Society of Gastroenterology and Hepatology; T2D: type 2 diabetes.

INTRODUCTION and hepatocellular carcinoma (HCC) [1-4]. It also generates
substantial economic consequences, derived from increased
healthcare expenditures, decreased productivity and long-
term disability [5, 6]. Therefore, the focus of care has moved
upstream, from the management of complications to prevention,
early detection and therapy engaging screening and linkage to
care for viral hepatitis, limitation of alcohol consumption, and

improving detection of advanced fibrosis [7, 8].

Chronic liver disease (CLD)
represents the 11th leading
cause of mortality worldwide,
accounting for 2 million
deaths annually, attributable to
decompensated liver cirrhosis
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Despite substantial progress in the control of viral hepatitis
B and C, the burden of CLDs continues to rise, reflecting a
profound epidemiological transition. In Europe, including
Romania, this shift is increasingly driven by metabolic
dysfunction and harmful alcohol use. Metabolic dysfunction-
associated steatotic liver disease (MASLD) has emerged as the
most prevalent CLD worldwide and is estimated to affect 30.4%
of adults in the European Union and the United Kingdom, with
Romanian adult prevalence estimates in a comparable range
of approximately 30-33%. Without effective prevention, early
diagnosis, and access to treatment, MASLD-related morbidity
is expected to increase further in the coming decades [9-11].

Current estimates suggest that MASLD affects
approximately 4.5-5.1 million adults in Romania, of whom
roughly 225,000-410,000 may have metabolic dysfunction-
associated steatohepatitis (MASH) with significant fibrosis
(F2-F4), placing them at increased risk of liver-related
morbidity, HCGC, liver transplantation, and mortality. Romania
also retains a relevant viral hepatitis burden, with LIVE(RO)2
data reporting HBsAg positivity of 1.67% and HCV prevalence
of 1.21% [12, 13]. In parallel, Romania has one of the highest
European mortality burdens from cirrhosis and other chronic
liver diseases, with a GBD 2021 age-standardized death rate
of 55.6 per 100,000 population [14]. However, the absence of
a national MASLD registry and systematic etiology-specific
reporting prevents precise quantification of the MASLD/
MASH contribution to cirrhosis, HCC, liver transplantation
requirements, and liver-related mortality.

MASLD is not solely a liver disease. It is the hepatic
manifestation of systemic metabolic dysfunction, clustering
with type 2 diabetes (T2D), obesity, dyslipidaemia,
hypertension, chronic kidney disease (CKD), obstructive
sleep apnoea (OSA) and cardiovascular disease [15-16]. In
this multimorbid context, the dominant cause of mortality in
most MASLD patients is cardiovascular disease; however, liver
mortality steeply increases once fibrosis progresses to cirrhosis
[17]. The progressive phenotype of MASH with fibrosis is
now the second leading indication for liver transplantation in
Europe and the United States [18], and projections for the next
25 years indicate a near four-fold increase in MASLD-related
transplants, a doubling of HCC and a tripling of liver-related
deaths in the absence of treatment [11]. Health-related quality
of life (HRQoL) is significantly impaired across the MASLD
spectrum, even in patients without cirrhosis, contributing to
reduced work productivity and increased socio-economic
burden.

Despite this trajectory, MASLD remains under-addressed
in European and national health frameworks. A recent ISGlobal
Public Health Liver Group policy review identified substantial
gaps in Romania’s response to MASLD and metabolic
dysfunction and alcohol-associated liver disease (MetALD)
across policy, strategy, action plans, clinical guidelines,
coordinated models of care, and reimbursed pathways [9].
MASLD is neither formally included as a non-communicable
disease (NCD) priority in the Romanian Cardiovascular
National Plan or Cancer National Plan, nor supported by a
national screening, referral and reimbursement architecture.

A unique policy window is now opening. In May 2026,
the World Health Assembly approved the first draft resolution

proposed by several Member States, including Romania, on
steatotic liver disease (SLD): “Steatotic liver disease: a missing
piece in the global noncommunicable disease response” [19].
Formal WHO recognition of SLD within the NCDs framework
can elevate screening, early recognition, and intervention, and
accelerate integration of liver health into national agendas.

The Romanian Society of Gastroenterology and Hepatology
(SRGH) and the Romanian Association for Liver Diseases
(RoALD) strongly endorse this initiative. This position paper
is our response: a multidisciplinary, evidence-based, nationally
calibrated framework to translate global momentum into
concrete action for Romanian patients.

METHODS

The Consensus Process

The 3" Romanian Forum of Metabolic Hepatology was
convened in Bucharest on 12 March 2026, co-organised by
SRGH and RoALD, in collaboration with representatives
of the Romanian Association for the Study of Obesity
(RASO), Romanian Society of Diabetes, Nutrition and
Metabolic Diseases (SRDNBM), Romanian Society of
Endocrinology (SRE), Romanian Society of Cardiology
(SRC), Romanian Society of Nephrology, Romanian Society of
Otorhinolaryngology and Cervico-Facial Surgery, and National
Society of Family Medicine. Invited participants included
clinicians from gastroenterology/hepatology, endocrinology,
diabetology, cardiology, pulmonology, otorhinolaryngology,
nephrology, primary care, transfusion medicine, public health
and patient advocacy representatives.

The drafting methodology was informed by the EASL-
EASD-EASO 2024 Clinical Practice Guidelines on MASLD [20],
the multi-society Delphi consensus on SLD nomenclature [21],
and recent European policy documents including the EASO
Position on the EU Cardiovascular Health Plan [22]. Each
statement was calibrated to Romanian health-system structures,
existing reimbursement pathways (National Health Insurance
Agency - CNAS) and the national specialist workforce.

THE TEN STATEMENTS

Statement 1

Chronic liver disease represents a major medical and
socio-economic burden in Romania, showing a progressive
epidemiological transition from viral-driven to metabolic and
alcohol-related etiology, and demanding a coordinated national
strategy oriented to prevention and control of risk factors, early
diagnosis and access to specific therapies, comprehensive care,
and improvement of HRQoL.

Statement. Chronic liver disease, including compensated and
decompensated cirrhosis and HCC, remains a leading cause of
premature mortality and socio-economic burden in Romania, with one
of the highest age-standardized cirrhosis mortality rates in Europe (55.6
per 100,000 in 2021) and an estimated 4,000-8,000 liver-related deaths
annually. CLD must be addressed through a coordinated national
strategy oriented towards: (i) prevention and control of modifiable risk
factors such as obesity, T2D, harmful alcohol use and viral hepatitis; (ii)
early, structured diagnosis of fibrosis; (iii) equitable access to
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Statement. Chronic liver disease, including compensated and
decompensated cirrhosis and HCC, remains a leading cause of

Rationale. Romania has historically faced one of Europe’s
highest burdens of cirrhosis and HCC, driven by viral
hepatitis [23]. While the viral hepatitis-driven CLD burden
was progressively controlled through vaccination programs,
systematic testing, expanding access to curative treatment for
hepatitis C and effective suppressive therapy for hepatitis B, the
new wave of MASLD and alcohol-related liver disease (ALD) is
rising owing to the increasing contribution of cardiometabolic
risk factors (obesity, type 2 diabetes, dyslipidemia) and high
alcohol consumption [24]. Quality of life is severely impaired
in patients with advanced fibrosis, cirrhosis and HCC, and
constitutes a key driver of healthcare utilization and social
costs. Without a coordinated response, the increasing burden
of metabolic- and alcohol-related liver disease will jeopardize
national efforts to reduce CLD morbidity and mortality. A
national strategy anchored in primary care, specialist hubs and
reimbursed pathways of care is urgently required.

Statement 2

The SRGH and RoALD formally adopt the 2023 multi-
society Delphi consensus nomenclature regarding SLD and
its categories as the national standard.

Statement. Steatotic liver disease is adopted as the umbrella term for
liver steatosis irrespective of aetiology, comprising three principal
entities: MASLD (steatosis associated with at least one cardiometabolic
risk factor and no significant alcohol intake), MetALD (MASLD with
moderate alcohol intake: 20-50 g/day in women and 30-60 g/day in
men), and ALD (steatosis associated with heavy alcohol intake >50
g/day in women and >60 g/day in men). SRGH and RoALD formally
endorse the 2023 multi-society Delphi-consensus nomenclature
aligned with the EASL-EASD-EASO 2024 guidelines and recommend
its use across clinical, coding, teaching, and administrative documents.

Rationale. The transition from NAFLD/NASH to MASLD/
MASH is more than semantic. It reflects a pathogenetic
reframing centered on metabolic dysfunction and insulin
resistance, is inclusive allowing co-existence of other diseases,
eliminates stigmatizing terminology such as “fatty” and
“non-alcoholic” [20, 21], and creates diagnostic space for the
clinically important MetALD phenotype. To translate this new
concept into practice, SRGH and RoALD, in coordination
with the Ministry of Health and CNAS, must work together
to incorporate the new nomenclature into the national clinical
coding system (ICD-11), medical education curricula, and
reimbursement frameworks. Without coding alignment,
neither epidemiological surveillance, nor health-technology
assessment, nor reimbursed therapy pathway can be reliably
built.

Statement 3

Despite its scale, MASLD is under-diagnosed and
inadequately addressed in non-gastroenterology and
hepatology settings and in national health policy.

] Gastrointestin Liver Dis, September 2026 Vol. 35 No 3: 482-491

Statement. MASLD affects an estimated 30-33% of the adult
Romanian population, paralleling the rise in obesity, T2D and
cardiometabolic risk factors. Despite its prevalence, MASLD remains
under-diagnosed and poorly reflected in national health policy. The
silent natural history of fibrosis, the absence of systematic screening
programs, and limited awareness outside gastroenterology/hepatology
together account for delayed diagnosis and a weak policy response.
Implementing a national MASLD registry, building articulated and
reimbursed screening pathways, and establishing a MASLD-specific
clinical coding system are prerequisites for early detection and
adequate interventions.

Rationale. National and international epidemiological data
consistently show that MASLD prevalence follows the trajectory
of obesity and T2D [9, 10]. Among high-risk populations the
prevalence of MASLD/MASH is estimated at 65.0% and 31.6%,
respectively, in T2D, and 42.5% and 33.5%, respectively, in
overweight or obese patients [25, 26]; in adults with T2D or
obesity, the global MASLD prevalence reaches approximately
65%, with advanced fibrosis in 15% [27]. Applying these
estimates to Romania’s diabetic (approximately 1.8 million
diagnosed cases) and obese populations implies that several
hundred thousand individuals carry progressive MASLD, most
undiagnosed. Romania currently lacks a national MASLD
registry, articulated and reimbursed screening pathways, and
MASLD-specific clinical coding, rendering the true national
burden invisible to policymakers and health budget holders.
Closing this visibility gap is a prerequisite for any sustained
policy response.

Statement 4

MASLD comprises two distinct clinical phenotypes with
markedly different prognoses; communication and resource
allocation must reflect this clinico-pathological spectrum.

Statement. MASLD comprises two distinct phenotypes with different
prognosis: (i) non-progressive simple steatosis, which accounts for
most cases and does not, in isolation, constitute a disease state in the
conventional sense; and (ii) the progressive phenotype of MASH
associated with fibrosis, which drives liver-related morbidity and
mortality and accounts for approximately 5-8% of the MASLD
population globally. A phenotype-based approach enables
explicit, credible communication about risk and sustains public
and policymaker trust in MASLD as a clinical priority, focusing
surveillance and reimbursed therapy on the at-risk subgroup.

Rationale. A failure to differentiate simple steatosis from
progressive MASH may result in unnecessary medicalization of
low-risk individuals and inappropriate allocation of resources
away from patients at risk. Across cohort studies and meta-
analyses, fibrosis stage, not steatosis per se, emerges as the
strongest and most consistent predictor of adverse liver-related
outcomes and all-cause mortality [28]. All-cause mortality rates
increase steeply along the fibrosis stages, from approximately
0.14/100 person-months at FO-F1 to 2.02 at compensated
cirrhosis and 4.62 at decompensated cirrhosis [27]. Quality
of life declines significantly as fibrosis advances and is
independently associated with fatigue, depression, and reduced
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work capacity. Distinguishing between the two phenotypes
will help deliver credible communication about risk and
focus surveillance and therapy on the real target, the subset of
patients with MASLD and risk of fibrosis progression, avoiding
unnecessary utilization of healthcare system resources.

Statement 5

Alcohol and metabolic risk factors act synergistically in
SLD to markedly increase the risk of liver disease, all-cause
and liver-specific mortality. The newly characterized phenotype
of MetALD requires explicit and dynamic assessment and
interventions.

Statement. Alcohol consumption and cardiometabolic risk factors act
synergistically to accelerate SLD progression and increase all-cause
and liver-related mortality. The MetALD phenotype must be promptly
and dynamically assessed along the trajectory of SLD patients, using
detailed current and lifetime alcohol history, validated questionnaires
(AUDIT-C), alcohol-specific biomarkers and collateral information
where appropriate. All individuals with SLD and moderate-to-high
alcohol intake should be counselled to reduce alcohol consumption
through motivational interviewing and brief intervention; complete
and permanent abstinence is required in those with advanced fibrosis
or cirrhosis.

Rationale. Romania ranks among the highest alcohol-
consuming countries in Europe and worldwide, with an annual
intake of 12.3-12.6 liters of pure alcohol per capita, including
both recorded and unrecorded consumption, substantially
exceeding the Organization for Economic Co-operation and
Development average of 8.5 liters [29]. Our country is among
the few European countries where alcohol consumption has
increased over the past decade, particularly in the young
population [30]. The 2023 multi-society nomenclature
formally created the MetALD category to capture the large and
often under-recognized subgroup of patients in whom both
metabolic and alcohol risk factors contribute to liver injury
[21]. The relative contribution of these drivers may change over
time, so classification should be revisited at each presentation
[31]. MetALD management should be longitudinal and
tailored, integrating clinical, biochemical, imaging, and, where
justified, histological assessment. Romanian primary care and
specialty settings must be trained and equipped with validated
alcohol assessment tools and should receive reimbursement
for structured counselling, motivational interviewing, and
brief interventions, with clear referral pathways for patients
requiring specialized addiction medicine or psychiatric
evaluation and treatment [32].

Statement 6
MASLD is a core component of the cardio-reno-hepato-
metabolic spectrum of NCDs.

Statement. SLD and its entities must be formally incorporated
into the broader NCDs framework as the hepatic manifestation of
systemic metabolic dysfunction. The May 2026 WHO resolution
recognizing SLD as “a missing piece of NCDs” provides the political
mandate to integrate SLD into national prevention, early detection
and management strategies, with quality of life improvement as an

explicit program goal. This will strengthen collaboration with partners
from related medical specialties, patients’ associations, stakeholders,
and policymakers. The national MASLD policy should explicitly
integrate evidence-based obesity management, including access to
incretin-based pharmacotherapy for adults living with obesity when
clinically indicated, rather than restricting these therapies through
diabetes-only reimbursement pathways.

Rationale. MASLD is bidirectionally linked with and
shares risk factors with NCDs (obesity, T2D, dyslipidemia,
cardiovascular disease, CKD and several chronic respiratory
conditions including OSA), thus requiring multidisciplinary
management [33]. The multimorbid clustering of MASLD is
well established: CKD prevalence among MASLD patients
ranges from 20% to 55%, with the highest risk in those with
advanced fibrosis [34, 35]; MASLD is associated with increased
prevalence of chronic respiratory diseases, pulmonary
embolism, and worse chronic obstructive pulmonary disease
outcomes [36]; OSA correlates with MASH and significant
fibrosis, with prevalence reaching 64% in severe OSA
cohorts [37]; and T2D is bidirectionally linked with MASLD,
accelerating fibrosis progression and liver-related mortality
[27]. People living with obesity have a 67.5% increased
risk of cardiovascular death and approximately 10% of all
cardiovascular deaths globally are attributable to body mass
index-related risk [22]. Weight loss is a cornerstone of MASLD
management: >5% weight loss reduces steatosis, 7-10%
improves MASH and >10% improves fibrosis [38]. Fragmented,
organ-directed care should be avoided; a cardio-reno-hepato-
metabolic framework better reflects shared pathogenesis and
leads to improved patient outcomes, including HRQoL.

Statement 7

Screening is focused on detecting moderate-to-severe
fibrosis (F2-F4), which is associated with increased risk of
progression, liver-related events and mortality and can be
reliably diagnosed by non-invasive tests (NITs) applied in a
two-tier algorithmic pathway.

Statement. MASLD screening in the general population is neither
feasible nor recommended, owing to the high prevalence of low-risk
MASLD. Screening should be focused on detecting moderate-to-severe
fibrosis (F2-F4). A cost-effective case-finding strategy consists of
targeting at-risk groups: T2D, obesity, metabolic syndrome, persistently
elevated transaminases (typically ALT>AST, + GGT), steatosis on
imaging, medically complicated obesity, or family history of metabolic
syndrome or cryptogenic cirrhosis. The proposed two-tier non-invasive
algorithm uses fibrosis-4 index (FIB-4) as the first-tier test at every
primary care and metabolic-specialty setting (values <1.3, or <2.0 if
aged >65, indicate low risk and should be reassessed in 1-3 years); and
vibration-controlled transient elastography (VCTE/FibroScan®), shear
wave elastography (SWE), ARFI elastography, magnetic resonance
elastography (MRE), or Enhanced Liver Fibrosis (ELF) test as second-
tier tools in referral centers. Liver stiffness <8 kPa excludes advanced
fibrosis; 8-12 kPa requires clinical judgement or confirmatory testing;
>12 kPa mandates specialist management. This pathway should be
applied systematically across primary care, diabetes, obesity, cardiology,
nephrology, and ear-nose and throat/OSA clinics, and opportunistically
at sentinel contact points including blood donation centres.
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Rationale. Fibrosis-4 index is an inexpensive, widely
available and validated test derived from age, AST, ALT, and
platelets, recommended by major guidelines as the initial (first
tier) test in primary care and non-gastroenterology/hepatology
settings, enabling rapid identification of low-risk patients who
do not require further liver work-up [20]. It is a filter, not a
definitive test: approximately 26% of patients with low FIB-4
may still harbor significant fibrosis, particularly those with
obesity or diabetes [26], reinforcing the need for second-tier
testing. Elastography (VCTE, SWE/ARFI, MRE) has replaced
liver biopsy as the new standard for fibrosis staging in most
clinical contexts. The EASL-EASD-EASO 2024 algorithm
endorses this stratified approach [20]. The “detect but not
treat” approach is meaningless and unethical. Screening has
value only when it triggers action: a defined referral and
treatment pathway must follow NIT-based risk stratification,
including (i) structured lifestyle and behavioral intervention,
(ii) optimized cardiometabolic management, and (iii) ensuring
access to evidence-based therapy for obesity and MASH/
fibrosis according to European and national approval processes.
Reimbursement for NITs and downstream interventions must
therefore be planned together as a unified strategy.

Statement 8

MASLD demands an integrated, multidisciplinary
approach based on cross-specialty engagement, a consensual
prescribing framework, and explicit recognition of approved
liver-targeted therapies.

Statement. MASLD demands an integrated, multidisciplinary
approach rather than management within a single specialty. SRGH
and RoALD commit to leading a national cross-specialty engagement
framework involving primary care physicians, endocrinologists,
diabetologists, cardiologists, nephrologists, pulmonologists, ear-
nose-throat specialists (particularly for OSA), transfusion medicine
specialists, and obesity specialists. This engagement must deliver: (i)
MASLD-relevant content in the specialty curricula and continuing
education of non-hepatology specialties; (ii) simple, validated case-
finding tools (FIB-4, abdominal ultrasound reporting standards)
embedded in each specialty’s workflow; (iii) explicit MASLD
recommendations in current and updated national guidelines of
related specialties; and (iv) a formal cross-specialty prescribing and
monitoring consensus (gastroenterology/hepatology, endocrinology/
diabetology, cardiology, primary care) governing the use of gglucagon-
like peptide-1 receptor agonist (GLP-1 RA), sodium-glucose
cotransporter 2 (SGLT2) inhibitors, and, importantly EU-approved
liver-targeted therapies (including resmetirom/Rezdiffra® the first
therapy with conditional marketing authorization from the European
Commission for non-cirrhotic MASH with F2-F3 fibrosis, granted in
August 2025) in patients with MASLD, T2D, obesity, cardiovascular,
and/or renal disease. Improvement of HRQoL must be an explicitly
monitored outcome in all cross-specialty management protocols.

Rationale. Patients with MASLD typically experience
fragmented care, with multiple specialty contacts and lack of
a unifying management plan. Primary care physicians have a
complex role in screening, case finding, and coordination of
multi-morbidity management across the MASLD spectrum;
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however, several barriers limit their role in MASLD care,
including low adherence to MASLD guidelines, limited
time, and inadequate skills and tools [39]. Cross-specialty
prescription policy is particularly important for GLP-1 RA
and SGLT2 inhibitors, whose cardio-reno-hepato-metabolic
benefits extend well beyond their original indications [38,
40], and whose access in Romania is currently restricted
through diabetes-only reimbursement rules. Resmetirom
(Rezdiftra®) received conditional marketing authorization from
the European Commission on 18 August 2025, becoming the
first and only EU-approved therapy for non-cirrhotic MASH
with moderate-to-advanced fibrosis (F2-F3) [41]. Following
its EU regulatory approval, supported by the MAESTRO-
NASH Phase 3 randomized controlled trial [42] demonstrating
significant histological benefit, resmetirom should be described
as an approved therapy rather than an emerging treatment. A
cross-specialty consensus would prevent access gaps, reduce
prescribing heterogeneity, and ensure guideline-consistent
use in patients with MASLD plus obesity and/or impaired
glucose metabolism. Bidirectional screening should also
be operationalized: screening for MASLD in cardiology,
diabetology, nephrology, and OSA clinics, and screening for
OSA, CKD and cardiovascular disease in MASLD patients.

Statement 9

A clinical care pathway for referral and management of
MASLD patients, calibrated to Romania, is the most valuable
operational output of this initiative, providing the health system
with a quality strategy that maximizes clinical efficiency and
ensures patients’ safety.

Statement. SRGH and RoALD, in coordination with partner scientific
societies, will develop and disseminate a national MASLD Clinical
Care Pathway as a health policy instrument that clearly defines
each step of care, from case-finding in primary care and non-
gastroenterology specialties, through NIT-based risk stratification,
management of metabolic risk and, where indicated, liver-targeted
therapy (including EU-approved resmetirom for eligible F2-F3 MASH
patients), to surveillance of compensated cirrhosis and prevention
of first decompensation. This Clinical Care Pathway must: (i) define
a cost-effective, country-specific strategy based on FIB-4 as the
first-tier test and elastography or ELF as second-tier confirmatory
tools; (ii) establish clear criteria for referral from primary care to
secondary and tertiary gastroenterology and hepatology care; (iii)
detail and algorithmize each step of care in a working protocol; (iv)
establish well-defined responsibilities for each care level calibrated
for Romania; (v) include a post-liver-transplant pathway reflecting
the high rates of graft steatosis recurrence, de novo MASLD, and
cardiovascular and extrahepatic mortality in this population; and
(vi) embed cardiovascular and metabolic risk management, as well
as HRQoL assessment, as co-primary goals alongside liver outcomes.

Rationale. Without a clear operational pathway, evidence-
based recommendations are unlikely to be translated into
practice. The Romanian model must be pragmatic: FIB-4
in every clinic, elastography concentrated in regional hubs
to preserve access and cost-effectiveness, and liver-targeted
therapy delivered within a defined specialist network.
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Baveno VII reframed cirrhosis management by introducing
recompensation as a novel therapeutic goal in advanced
liver disease, while Baveno VIII provided a more precise and
comprehensive definition globally [43]. While recompensation
is best established in viral and alcohol-related cirrhosis,
sustained metabolic control in MASLD-cirrhosis may shift the
paradigm in time, but this will only occur within structured
pathways that deliver durable metabolic management aiming
at improving fibrosis, liver function and portal hypertension.

The Clinical Care Pathway must also operationalize clear
referral thresholds from hepatology to partner specialties.
Referral to cardiology is indicated when SCORE2 (or SCORE2-
Diabetes in patients with T2D) places the patient in a high
or very-high 10-year cardiovascular risk category, or when
established atherosclerotic cardiovascular disease is already
present [44]. Referral to diabetology is indicated when HbA1lc
>5.7% (prediabetes) or 26.5% (T2D) is identified ina MASLD
patient without current endocrine follow-up, or when HOMA-
IR exceeds 2.5, suggesting insulin resistance in a non-diabetic
patient with progressive MASLD/MASH [45]. Referral to
endocrinology/obesity specialist is recommended when
body mass index =35 kg/m? (or 230 kg/m?* with significant
comorbidities) or when structured lifestyle intervention
fails to achieve >7% total body weight loss after 6-12 months
[20]; endocrinology referral is also indicated when TSH is
persistently elevated (>4.5 mU/L), as primary hypothyroidism
is independently associated with hepatic steatosis and fibrosis
progression [46]. Referral to pulmonology/ear-nose-throat
for OSA evaluation is indicated in any MASLD patient with a
positive STOP-BANG score (=3) [47] or Epworth Sleepiness
Scale score >10 [48], given that severe OSA is independently
associated with MASH in 64.4% and significant fibrosis in
37.5% of cases [37]. Referral to nephrology is indicated when
eGFR is persistently below 60 mL/min/1.73 m? (CKD stage
G3a or higher) or when urine albumin-to-creatinine ratio is
>30 mg/g, given that CKD is present in 20-55% of MASLD
patients [34, 35, 49, 50].

Statement 10

Building a MASLD national action plan, based on the
WHO resolution including SLD within NCDs, represents the
cornerstone of a coherent strategy against the rising wave of
metabolic disorders in Romania.

Statement. Aligned to the 2026 WHO resolution on SLD as part
of NCDs, SRGH and RoALD, with partner societies and patient
organizations, call the Ministry of Health, CNAS, the Romanian
Parliament - Health Commission and civil society to support a
National MASLD Action Plan that should deliver: (1) routine FIB-4
calculation in every PCP office and metabolic specialty, supported by
national-level integration into electronic medical records; (2) mapped
and expanded elastography access, with CNAS reimbursement for
liver stiffness measurement in defined at-risk populations; (3) a
formal cross-specialty prescribing consensus endorsing preferential
use of GLP-1 RAs and SGLT?2 inhibitors in patients with MASLD
and associated metabolic conditions such as T2D or obesity, with
explicit liver-benefit language; (4) an accelerated access roadmap
for EU-approved liver-targeted therapies, specifically resmetirom
(Rezdiffra®, conditionally authorized by the European Commission

in August 2025 for non-cirrhotic MASH with F2-F3 fibrosis), with
CNAS pricing and reimbursement pathways aligned with registered
indications; (5) a National MASLD Registry providing prospective,
standardized data on fibrosis stage, progression, decompensation
events, treatment outcomes, and HRQoL; (6) integration of MASLD
into the already existing National Cardiovascular and Cancer Plans;
(7) dedicated policy measures to address harmful alcohol use in people
with SLD; (8) a sustained national awareness campaign engaging
civil society, patient associations, and policymakers, based on anti-
stigma principles and unrestricted access to screening and care; and
(9) explicit measurement and reporting of HRQoL outcomes as a
program performance indicator.

Rationale. Engaging policy and decision-makers is a
prerequisite for durable change in public health. The May 2026
WHO resolution offers an unprecedented political window to
integrate SLD into the NCDs spectrum. Screening, development
of pathways of care, and access to therapy must be planned
and reimbursed together; the non-ethical “detect but not
treat” trajectory must be explicitly foreclosed. Resmetirom
(Rezdiffra®), now conditionally authorized for the EU, including
all 27 EU Member States, by the European Commission (August
2025), marks a historic first for MASH pharmacotherapy in
Europe and must be incorporated promptly into Romanian
reimbursement discussions. The plan must be equitably offered,
auditable, and adaptive, with outcomes, including patient-
reported outcomes and quality of life measures, fed back into
continuous improvement. Early, systematic fibrosis detection
makes liver-related deaths largely preventable.

Table I reflects the summary of the ten statements and Fig
1 synthetized the national impact of these statements for policy
and practice in SLD.

CONCLUSIONS

MASLD is no longer a condition confined to the liver
and gastroenterology/hepatology specialty, but a complex
multisystem disease with major clinical and public health
consequences. Its links with cardiovascular, renal, and
metabolic disorders support its recognition as a cardio-reno-
hepato-metabolic disease, with a burden reflected in rising rates
of cirrhosis, liver transplantation, cardiovascular morbidity
and mortality, impaired quality of life, and broader societal
and economic costs. In Romania, one of the countries with the
highest liver disease mortality burden in Europe, this burden
is expected to increase over the next decades in parallel with
the growing prevalence of obesity and T2D, while important
gaps remain in reimbursement pathways, structured models
of care, and alignment of national coding systems with the
updated nomenclature.

At the same time, the field has reached a stage at which
the main limitations are no longer related to the absence
of diagnostic or therapeutic tools. Validated NITs for risk
stratification based on FIB-4, followed by elastography-
based assessment, are already available and supported by
international guidelines. Therapeutic strategies targeting
obesity and cardiometabolic dysfunction have shown relevant
hepatic benefits and resmetirom (Rezdiffra®), a selective
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Table I. Summary of the ten consensus statements on MASLD in Romania

# Theme Key statement

1 CLD - a major medical and socio-economic burdenin  CLD is a leading cause of premature mortality and socio-economic burden in
Romania Romania. A coordinated national strategy is required to control risk factors (obesity,

T2D, harmful alcohol use, viral hepatitis) and to facilitate early diagnosis, equitable
access to therapy, longitudinal care and improvement of HRQoL.

2 The new nomenclature and conceptualization of SLD SRGH and RoALD formally endorse the 2023 multi-society Delphi nomenclature
and recommend its integration into ICD-11 coding system, clinical practice, teaching
curricula and CNAS reimbursement frameworks.

3 The gap between SLD prevalence and policy response ~ MASLD affects an estimated 30-33% of the adult population but remains under-
diagnosed and under-recognized in national health policy due to absence of a national
MASLD registry, lack of a structured and reimbursed screening program and absence
of MASLD-specific clinical coding.

4 MASLD comprises two distinct clinical phenotypes MASH with associated fibrosis drives liver-related morbidity and mortality and

with markedly different prognoses: simple non- accounts for approximately 5-8% of the MASLD population. Distinguishing between

progressive steatosis and progressive MASH associated  the two phenotypes focuses surveillance and therapy on the at-risk subset and

with fibrosis avoids unnecessary utilization of healthcare system resources. Quality of life declines
significantly as fibrosis advances.

5 The newly characterized phenotype of MetALD Metabolic and alcohol risk factors act synergistically, amplifying liver injury. The
represents a major advance of the new nomenclature MetALD phenotype must be promptly and dynamically assessed using detailed

alcohol history, validated questionnaires (AUDIT-C), alcohol-specific biomarkers
and collateral information. Patients should be counselled to reduce or stop alcohol
consumption through motivational interviewing and brief intervention.

6 SLD must be formally incorporated into the broader MASLD is inseparable from obesity, T2D, cardiovascular disease, CKD and
NCDs framework as the hepatic manifestation of OSA, and should be integrated into the national prevention strategy for early
systemic metabolic dysfunction, per the 2026 WHO detection and management of NCDs. The national MASLD policy should explicitly
resolution integrate evidence-based obesity management, including access to incretin-based

pharmacotherapy when clinically indicated, with quality of life as an explicit program
goal.

7 A cost-effective and early case-finding strategy uses a The 2-step strategy uses FIB-4 as first-tier test in primary care and metabolic-specialty
2-step algorithm based on NITs to detect significant settings, and elastography/ELF as second-tier assessment in gastroenterology/
fibrosis (F2-F4) in at-risk groups hepatology centers for indeterminate or high-risk patients; opportunistic screening at

sentinel points (e.g., blood donation centers) is endorsed.

8 MASLD demands an integrated, multidisciplinary This engagement must deliver continuing MASLD education for non-hepatology
approach based on cross-specialty engagement and specialties, validated tools for screening, and a formal cross-specialty prescribing
a prescribing consensus for GLP-1 RAs, SGLT2 and monitoring consensus regarding the use and reimbursement of GLP-1 RAs,
inhibitors, and EU-approved liver-targeted therapies SGLT2 inhibitors, and EU-approved liver-targeted therapies, including resmetirom

(Rezdiffra®), the first liver-directed therapy with EU conditional marketing
authorization for non-cirrhotic MASH with F2-F3 fibrosis.

9 A clinical care pathway for referral and management This clinical care pathway must: (1) define a cost-effective, country-specific strategy
of MASLD patients, calibrated to Romania, is the most  based on FIB-4 as first-tier and elastography or ELF as second-tier confirmatory
valuable operational output of this initiative tools; (2) establish clear criteria for referral to secondary and tertiary care; (3)

detail and algorithmize each step in a working protocol; (4) establish well-defined
responsibilities for each care level; (5) include a post-liver-transplant pathway; and

(6) embed cardiovascular and metabolic risk management and HRQoL assessment, as
co-primary goals alongside liver outcomes.

10 Building a MASLD national action plan, based on the  This plan should have specific milestones, concrete responsibilities and deadlines. It

WHO resolution including SLD within NCDs, is the
cornerstone of a coherent strategy against the rising
wave of metabolic disorders in Romania

must include: FIB-4 and elastography reimbursement, cross-prescribing consensus,
accelerated CNAS reimbursement pathway for EU-approved liver-targeted therapies
(resmetirom/Rezdiffra®, GLP-1 RA), national MASLD registry (with HRQoL data),
integration into Cardiovascular/Cancer Plans, alcohol policy measures, awareness and
anti-stigma campaigns and monitoring of patient-reported outcomes.

ALD: alcoholic liver disease; CKD: chronic kidney disease; CLD: chronic liver disease; CNAS: Romanian National Health Insurance Agency; FIB-4: fibrosis-4
index; GLP-1 RA: glucagon-like peptide 1 receptor agonist; HCC: hepatocellular carcinoma; HRQoL: health-related quality of life; MASH: metabolic dysfunction-
associated steatohepatitis; MASLD: metabolic dysfunction-associated steatotic liver disease; MetALD: metabolic dysfunction and alcohol-associated liver
disease; NCD: non-communicable disease; OSA: obstructive sleep apnea; SLD: steatotic liver disease; SGLT: sodium-glucose cotransporter; T2D: type 2 diabetes.

thyroid hormone receptor- agonist, has received conditional
marketing authorization from the European Commission for
adults with non-cirrhotic MASH with moderate-to-advanced
fibrosis (F2-F3), becoming the first and only EU-approved
therapy specifically for MASH. These advances, together with
the May 2026 WHO resolution formally recognising SLD
within the global NCDs agenda, provide an unprecedented
policy window for Romania to act.
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Developed by the multidisciplinary Romanian MASLD
community and endorsed by SRGH and RoALD, this
position paper proposes ten statements intended to support
a national framework for MASLD prevention, detection and
care with quality of life as an explicit patient-centered goal.
Implementation will require collaboration among clinicians,
health authorities, policymakers, primary care networks,
patient organizations and civil society. Given the scale of the
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population affected and the availability of new diagnostic and
therapeutic tools, timely and coordinated action should be
regarded as an important public health priority.
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