'Doubling the diagnostic rate of at-risk metabolic dysfunction-associated steatohepatitis – leave no one behind’: author´s reply
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We thank Abdelgadir and colleagues for their comments on our study on doubling the diagnostic rate of at-risk metabolic dysfunction-associated steatohepatitis (MASH).1 This work sought to highlight the importance of early detection and optimised and individualised care to prevent liver fibrosis and the development of cirrhosis, hepatocellular carcinoma (HCC) and extrahepatic manifestations, which are all central pillars of the metabolic dysfunction-associated steatotic liver disease (MASLD) public health and policy agenda.2 Further, we share their concern about equity and recognise the importance of “lean MASLD”, noting that MASLD exists across a dynamic disease spectrum, from simple steatosis to MASH to fibrotic disease. Patients can have different combinations of cardiometabolic risk factors; however, fundamentally everyone living with these conditions needs care.

With an estimated one in three adults living with MASLD around the world, and the vast majority remaining undiagnosed, our call to action is to find the missing millions, regardless of where they live, and that starts with doubling the number of diagnosed people by 2027.1 We have the means, but we lack the will and dedicated resources, despite the commitments made in the 2023 Political Declaration on Universal Health Coverage (UHC). The next United Nations High-Level Meeting on UHC, where progress towards Sustainable Development Goal (SDG) target 3.8 will be reviewed, is in 2027, and we have aligned our call to action to this milestone. 

If countries are to achieve the SDGs by 2030 and "Reduce by one third premature mortality from non-communicable diseases through prevention and treatment and promote mental health and well-being", we need to find, link to care and treat people living with MASLD and MASH in all countries, not just some. While we agree with Abdelgadir et al. that the cost of testing is a concern, the cost of inaction,3 high human and economic burden, is of greater concern and represents even greater cost implications across society.

This will require expanding the community of practice and bringing together people with lived experience, healthcare providers, researchers and policymakers.4 In the call to action, we proposed a new paradigm for the field. This includes, for example, over the next 5 years, "Widening [the] array of efficient and effective non-invasive tests (NITs), widely available within different healthcare settings [and] clear referral pathways that recommend the appropriate use of NITs, including sequential and repeat testing over time”.1 Closing this gap requires innovative, yet simplistic, approaches including automation5 and person-cent models of care that include MASLD as part of the broader metabolic health agenda.

We call on the community to agree to end the MASLD/MASH public health threat by 2030. The next steps require policy frameworks that support early detection through proactive case finding, multidisciplinary collaboration and real-world implementation. Early detection of MASLD will allow for targeted prevention and, for those people living with MASH and clinically significant liver fibrosis, specific treatments and targeted surveillance to decrease the risk of suboptimal clinical outcomes. 
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