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Prevalence of Significant Liver Fibrosis in People with Obesity +
Type 2 Diabetes and MASLD in the Outpatient Setting

25% R N
[ V| m=F2 m>F3
I I
20% | :
I I
I I
I I
15% | 14% | 14%
: : 12%
I I
0% | :
: : 7% 7%
I I
5% | :
I I
I I
I I
0% | |
‘\ Endocrine clinic ,' Internal Medicine clinics Family Medicine clinics
N o o o e e - -

Total number = 578 participants with obesity and type 2 diabetes mellitus (65% of all people with T2D).

From Endocrine clinics (Endo) n = 198; Internal Medicine clinics (IM) n = 159; from Family Medicine

clinics (FM) n =221. UF [$i.5R15A
AACE 2026: Multidisciplinary Management of MASLD and MASH session — Isaacs, Cusi, Rinella, Lofton. e



AGA MASLD Clinical Care Pathway

Primary care providers, endocrinologists, general gastroenterologists, diabetologists, cardiologists, and
obesity specialists should screen for MASLD with clinically significant fibrosis

Step 1: identify patients at risk

Incidentally-found steatosis
on any imaging modality or
elevated aminotransferases

Overweight or obesity
with one additional
metabolic risk factor!

Type 2 diabetes

*Rule out other liver diseases

Step 2: history and laboratory tests: in patients with elevated

Assess alcohol intake?, complete blood count, liver function tests* aminotransferases
(see Figure 2)

Step 3: noninvasive testing (NIT) for liver fibrosis®*
FIB-4 is a calculated value® based on age, AST, ALT, and platelet count

Proceed with
imaging-based
NIT (i.e.
elastography) if
readily available

FIB-4<1.3
(FIB-4 < 2.0 if age 65 or over)

FIB-4=21.3
(FIB-4 = 2.0 if age 65 or over)

v

Step 4: second test®7 &9, 10

—————————————— » VCTE LSM < 8.0 kPa
or ELF <9.2

VCTE LSM = 8.0 kPa
orELF=9.2

Low risk for significant fibrosis Low rlsk// High risk for significant fibrosis
Repeat FIB-4 in 1-2 years" Repeat second Refer to liver specialist for
unless clinical circumstances change test |n 3 years confirmatory tests

A AC E 2@26 Kanwal F, et al, Gastroenterology (2026) Adapted from AACE 2026: Multidisciplinary Management of

MASLD and MASH session — Isaacs, Cusi, Rinella, Lofton.



o RESEARCH OBJECTIVES

Gain a baseline understanding of
how MASLD/MASH is being treated
and detected today. Part 1 of 3

AACE

®

ORGANIZATIONAL

OBJECTIVES
focuses on:
Develop resources and
education to ensure  Assessing awareness of
AACE members have MASLD/MASH

what they need when

. D . n "
treating patients with etermining what method(s) are

MASLD/MASH used to detect and/or diagnhose
| MASLD/MASH
This research is being used at this consensus roundtable meeting, hosted by AACE, with the AL CEo

goal of developing shared agreement and guidance for the treatment of MASLD/MAS H.



Research Method & Sample

 To achieve the research
objectives of this project, an
online quantitative survey was
conducted with:

n =
208 HCPs, including:

107 101
& Primary Care & Endocrinologists
Physicians

This survey was in field from February 13 - March 5, 2026.

v

v

Recruitment criteria for the survey included:

Majority of patients are

adults

Does not work in an
urgent care, ED, or
inpatient hospital
setting

50%+ of professional
time is spent in an
outpatient clinic /
office

50%+ of professional
time is spent in direct
patient care

Sees 25+ adult
patients per week

Statistical differences are noted with letters corresponding to segments (PCPs or
Endos). Capital letters (A, B) note differences at the 95% confidence level.
Lowercase letters (a, b) note differences at the 90% confidence level.

v' Treats and/or manages

patients with Type 2
diabetes

Is at least slightly
familiar with
MASLD/MASH and at
least moderately
familiar with
NAFLD/NASH

Has seen at least 6
patients with
MASLD/MASH in the

past year

Is involved in the
detection and/or
management of
patients with
MASLD/MASH

AACZE®o



!:f"et'_ff pr;"“y in 55% of PCPs and 41% of Endos say

identifying/ managing : . . _

MASLD/MASH |dent|fy|ng and managing MASLD/MASH is
an emerging priority at best.

Top reasons for placing a high or moderate priority on
identifying/managing MASLD/MASH include...

60% Routine fibrosis risk scoring

42% 50% High percentage of patients with MASLD/MASH
49% Access to FibroScan testing (particularly for Endos)

18%

m High priority 44%, Established referral relationship with hepatology
47 %"
35% . . ..
’ - Mpdirate Top reasons for placing an emerging or no priority on
priorty identifying/managing MASLD/MASH include...
8‘V ° - . .
. Emerging 58% Time constraints
riori ' . e i
ECPs(A)  Endos (B) priority 27% Lack of clarity on what to do after identification
& '{“‘(’jt a priority 21% Limited tools/testing access
oday
Q24 To what extent does your practice actively prioritize identification and/or management of MASLD/MASH in patients with type 2
diabetes? Q25 Which of the following contributes to your practice prioritizing MASLD/MASH? Please select all that apply. Q26 What @
best explains why MASLD/MASH is not actively prioritized in your endocrinology practice today? Please select up to two options AACE

below. PCPs (n=107), Endos (n=101)



Frequency that MASLD or MASH

factors into treatment decisions for MASLD/MASH often

patients with Type 2 diabetes _
factors into treatment

decisions for patients with
T2 diabetes, but some
HCPs take this into
consideration less

9% 12%

m Always frequently.
o/,B m Oft
40% 269 4 Endos (73%) are
2% o Sometimes g% more likely to select
Always or Often than
PCPs (A) Endos (B) = Rarely PCPs (58%)

Q2 Thinking about your adult patients with type 2 diabetes, how frequently does MASLD and/or MASH
factor into your treatment decisions?. PCPs (n=107), Endos (n=101)

AACE:3



Typical driver of referring to a specialist

Selected PCPs (A) & 65% Score at which
FIB-4 score they refer
SRy Endos (B) &O 47% MEAN VALUES

HCPs use a variety of

41%

metrics to identify el i 2% gk
patients for referral, e Xl 9.9+
but a FIB-4 score is aminotégg;)errrgsles (ALT.. =
the most common. N u s N
Imaging findings ls;ﬁz
Something else ‘3;2
Q3b Which of the following typically causes you to refer a patient to a specialist? Physicians that work with specialists: PCPs AACEP

(n=79), Endos (n=83)



Share that say they are typically responsible for each task

PCPs (A
93%8B & )

= ) Endos ©) Most PCPs &
89%8 Endos say they

3 are screening &
treating MASLD
e themselves.

88%

Identifying risk/initiating screening

Ordering initial labs/imaging

66%

Counseling on weight/lifestyle
7

Prescribing weight loss medications

7% However, assessing

Adjusting diabetes medications in

the context of MASLD 86% fibrosis risk and
m Gastroenterol . ]
% o IR i managing MASH is
More common Assessing liver fibrosis risk i ogis! 9ing
handled by 51% " Hepatologist  often shared or
specialists or
t
cere e Managing confirmed MASH with 22% 26% 25% Team-based referred to a
liver fibrosis 20% T
specialist.

Q6 In your experience, who is typically responsible for each of the following for a patient with type 2 diabetes and suspected or AACEQ

confirmed MASLD? PCPs (n=107), Endos (n=101)



Three quarters of PCPs & Endos say they routinely or often
evaluate for MASLD, most commonly reviewing ALT/AST
tests, lipid profile patterns, and/or using fibrosis risk scoring.

Frequency of evaluating

for MASLD among T2D Methods used to identify MASLD
patients*
Lipid profile patterns / metabolic 80%
syndrome risk 80%

Order ultrasound specifically for hepatic - 78%B
steatosis 50%
77%;%‘2;":9;;;& Fibrosis risk scoring m 86%A
Incidental imaging results _6(?02%
Transient elastography m 589,A

ELF test or other blood-based fibrosis ‘3%
tests 29%
1% Sometimes
/ Liver biopsy 1].‘%% C% PCPs (A)

® Routinely

m Often

® Rarely
E%) Endos (B)
Q7 How often do you actively evaluate for MASLD in patients with type 2 diabetes? Q8 Which of the following do you use to identify g
MASLD in patients with type 2 diabetes? Please select all that apply. PCPs (n=107), Endos (n=101). *No significant differences AACE

between PCPs and Endos.



Usual first step when MASLD is

suspected

35%
Calculate a fibrosis risk score

51%A

_ _ 31%8
Order imaging

Counsel on weight loss and

monitor 27%

Repeat/monitor liver enzymes 16%"°

over time 8%

Immediately refer to Gl or | 1%

hepatology

1%

Q9 When you suspect MASLD in a patient with type 2 diabetes, what is your usual first step?. PCPs (n=107), Endos (n=101).

Endos most often
calculate a fibrosis risk
score when MASLD is
suspected, while PCPs
typically calculate a risk
score or order imaging.

AACE.



~75% of PCPs & Endos say they routinely or often assess liver
fibrosis risk, most often via ultrasound, FIB-4, and/or FibroScan.

Frequency of assessing
liver fibrosis risk in
patients with MASLD*

739% routinely or
often
assess risk

® Routinely

m Often

/ 5% Sometimes

m Rarely

Q10 How often do you assess liver fibrosis risk in patients with type 2 diabetes with suspected/confirmed MASLD? Q11a Which of the following are
available to you in your practice system for assessing liver fibrosis risk in patients with type 2 diabetes with suspected/confirmed MASLD? Please select
all that apply. Q12 How often do you use each of the following for assessing liver fibrosis risk in patients with type 2 diabetes with suspected/ confirmed

Methods available for assessing

liver fibrosis risk

85%*

FIB-4

FibroScan / transient
elastography

Liver biopsy referral

Steatosis by MRI

ELF or other proprietary
fibrosis blood test

MR elastography
Shear wave elastography

Liver Multiscan

1%

43%
20%
37%A

21%
17%

11%
13%

10%
8%

MASLD? PCPs (n=107), Endos (n=101). *No significant differences between PCPs and Endos.

Frequency of using

each tool
0% 8%
41% 51%
1% [ 3%
I[ 19% 77%
o .
1% 6% m Routinely
\ 64% 30%
48% 34% 8% B Sometimes
10%
N 29% 53% 8Y%
59, Rarely
N EA 44% 35%
10% ® Never
W 26% 56% 8%



For PCPs, ultrasound or a FIB-4 score is typically the first-line tool to
identify increased risk of advanced MASLD/MASH, with FibroScan the
most common second line tool. Endos most often use a FIB-4 score

then FibroScan.

Non-invasive tools used to identify patients at increased risk of advanced MASLD/MASH

FIB-4 score

Ultrasound

FibroScan / transient
elastography

ELF score
NFS

MR elastography

FIRST-LINE

%
3%

0%
0%

18%

42%

59%"

50%°B

SECOND-LINE

16%
10%A

20%
24%

8%
5%2

0%
0%

12%P
4%

Q11b Which of the following non-invasive tools do you typically use in routine practice as a first- and second-line option to
identify patients at increased risk of advanced MASLD/MASH? PCPs (n=107), Endos (n=101).

54%?



~50(yo ~2 50/0

The main limitations of of HCPs call out limitations of HCPs mention that cost
: : related to accuracy, to the patient or difficulty
non-invasive tools used specificity, and/or patient- accessing the test
to identify at-risk related factors (age, body (particularly ultrasound
tients—most often the habitus, etc.) that can and FibroScan) represent
patients impact the results. limitations.
FIB-4 Score, ultrasound, ] ]
& FibroScan—are lack 66 “Yes...patients who are 86 “The Ultrasound is less
Endo obese: ultrasound is very PCP costly, but less intuitive, and
of specificity and/or difficult and not accurate on the Fibroscan is more costly
many occasions. Fibroscan and harder to schedule.”
definitive results, and also has limitations.”

86 “Fib-4 has low specificity,
PCcP could underestimate the risk
in obesity/diabetes.

66 “Ultrasound can show
pcp évidence of fatty infiltration
but 9’093 not provide good Elastrography is difficult to
scoring system for degree of access.”
fibrosis.” ' a

Q11c In your experience, are there any limitations when using [first-line tool] and [second line tool] to identify patients at increased AACE
risk of MASLD/MASH? PCPs (n=107), Endos (n=101).

cost/access issues.

®



Next-step evaluation typically takes place within 3 months, but the
steps along the treatment journey create many opportunities for
patient drop off or delayed treatment.

Point where patients most often drop off or get

Time between suspicion of
MASLD and next-step
evaluation®

Long-term follow-
up/monitoring

Treatment initiation and

delayed in receiving treatment

21%
r 21%®
12%

8% = Same adherence
visit Referral completed (never 17%
e scheduled/attended) 18%
m Within 1 15%
month Completing ordered testing o
18%
- Getting risk stratified for 13%
Within 3 . :
months fibrosis 15%
Getting evaluated (testing 7%
m 3+ never ordered) 10% & PCPs (A)
months
later
‘NOT SURE” (4%/7%) NOT SHOWN & Endos (B)
Q27 After MASLD is suspected, roughly how long does it typically take for a patient to receive next-step evaluation (e.g., imaging, Q

fibrosis assessment, or referral)? Q28 Based on your experiences, where do patients most often drop off or get delayed in receiving

AACE.

MASLD/MASH treatment and care? PCPs (n=107), Endos (n=101). *No significant differences between PCPs and Endos.



Key Takeaways Detection & Diagnosis

Screening is Care is highly Non-invasive

happening, but collaborative— tools are
MASLD/MASH is recognized— approaches are but creat_es W|d<_ely used—

fragmented. complexity. but imperfect.

but not consistently prioritized.
I s

A— o
u Wh'!e 75% of HCPs B Heavy reliance on | Majority co- W FIB-4, ultrasound,
routinely evaluate for ALT/AST, manage with and FibroScan are
MASLD, ~40-55% still view it metabolic risk specialists; few used most frequently
: . factors, and FIB-4 manage
as only an emerging priority independently
B Competing priorities, time B There is variation M Referral-driven B But some cite
constraints. and unclear next between PCPs model introduces limitations related
{ i 't, istent and Endos in delays and drop- to accuracy/
Steps limit consisten first-line vs. next- off across the specificity, access,
action step approaches patient journey and cost o

AACE.
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MASLD treatment goals typically involve weight loss & preventing the progression
of the disease. A1c, ALT/AST, weight, and lipids are the focal point.

Treatment goals for T2s with MASLD
% selecting each as a top 3 goal

Weight loss

I 527%
]

60%

’-------------------------------

4 —  EN
' Halt or reverse progression to MASH ‘ = |
: D 58%
- ]
. . . 55%

I Halt or reverse fibrosis progression
i Pos DY 55% !
|
] [ oy

Prevent cirrhosis 7
\\ 50‘%

Improve glycemic control

Improve liver enzymes ' 22%
17%
. . ‘ 210A,B
Improve quality of life F
’ e 8%

Q13 What are your main goals when managing a patient with type 2 diabetes and suspected/confirmed MASLD? Please select up to three options below. Q14 Which outcomes do you
typically monitor over time for patients with type 2 diabetes and MASLD? Please select all that apply. PCPs (n=107), Endos (n=101). MCE

I 297
]

42%:2



Management Algorithm for NAFLD - Overview

High-risk groups
for the development
of NAFLD

History and
physical exam

Prevention of
Cardiovascular
Disease

Prediabetes
or

T2D

Management of
1. Obesity
2. Diabetes
3. Hypertension

4. Atherogenic
dyslipidemia

Obesity’
and/or
22 cardiometabolic
risk factors?

Prevention of
Cirrhosis

- - 1— - - .- ®
Hepatic steatosis Rule out Fibrosis Risk Stratification

(onimaging) 2° causes’

 AST or ALT

03010  LowRisk

Abbreviations: ALT = Alanine aminotransfarase, AST = Aspartate aminotransferase, T2D = Type 2 diabetes mellitus
1 Adiposity-basad chronic diseasa (ABCD) is a diagnostic term propesed by AACE to beatter describe the diseasa of obesity in a complication-cantric manner of abnormal adipose tissus
mass, distribution, function and resulting morbidity that can ba ameliorated with weight loss.
2. Cardiometabolic risk factors of the metabolic syndrome are waist circumference »40 inches men »35 inches women, triglycerides 2150 mg/dL, HDL-C «40 mg/dL men, <50 mg/dL wemen, BP
2130285 mm Hg, fasting plasma glucose 2100 mg/dL (NCEP ATP |I1)
3 Secondary causes of liver steatosss or elevated transaminases (AST or ALT) are excessive alcohol consumption (214 drinks/week for women or 221drinks/week for men), hepatitis B,
hapatitis C {(genotype 3), Wilkon's disease, alpha 1antitrypsin deficiency, lipodystrophy, starvation, parenteral nutrition, abetalipoproteinamia, hemochromatosis, mass lesions,
medications and other causes. Q
COPYRIGHT @ 2022 AACE | MAY NOT 8F REPRODUCED IN ANY SO WITHOUT EXPRESS WRITTEN PERMISSION FROM AACE httpe/docorg NOA0K  opme 2072 03 000 mE

AlgcerhmFigun | .

UNIVERSITY of

UF FLORIDA Cusi K, Isaacs S, Barb D, et al. Endocrine Practice 2022; 28: 528-562.

College of Medicine




American Diabetes Association 2026 Diagnostic Algorithm
for the Prevention of Cirrhosis in MASLD

Managed by primary care
(and interprofessional team)

' Lower risk of
future cirrhosis

Repeat FIB-4 every 1-2 years
» Optimize lifestyle and treatment
of comorbidities
Groups with the highest risk of
future cirrhosis
No
. No
Type 2 diabetes
> Is LSM
=8.0 kPa#*?
Prediabetes Rule out
secondary
causes of
steatosis Yes
- +ALT
_ Obesity or Ves
with 21 CV factors
v
If FIB-4 Managed by liver specialist
Higher risK of >2.67 (and interprofessional team)
_’ futire cirthosis [

Additional imaging and biomarker
risk stratification

Treatment + long-term follow-up

Cusi et al. MASLD Consensus Report. Diabetes Care 2025;48:1057-1082.

American Diabetes Association Professional Practice Committee. Diabetes Care 2026;49(Suppl. 1):S61-S88.

UNIVERSITY of

UF

College of Medicine



MASLD treatment goals typically involve weight loss & preventing the progression
of the disease. A1c, ALT/AST, weight, and lipids are the focal point.

Treatment goals for T2s with MASLD
% selecting each as a top 3 goal

Weight loss

I 527%
]

60%

I 537%
]

58%

I 55%
]

Halt or reverse progression to MASH

Halt or reverse fibrosis progression
S 55%

D o
Prevent cithosis ] 0%

I 297
]

Improve glycemic control

Improve liver enzymes ' 22%
17%
. . ‘ 210A,B
Improve quality of life F
’ e 8%

Q13 What are your main goals when managing a patient with type 2 diabetes and suspected/confirmed MASLD? Please select up to three options below. Q14 Which outcomes do you
typically monitor over time for patients with type 2 diabetes and MASLD? Please select all that apply. PCPs (n=107), Endos (n=101). MCE

42%:2




Most HCPs provide liver-health related lifestyle counseling.
GLP-1s are the most frequently considered meds for liver-related benefit.

Frequency of providing liver health
lifestyle counseling to T2 patients*

o/ routinely or often
92% provide counseling

B Routinely
= Often
Sometimes
1% H Rarely
Q15 How often do you provide lifestyle counseling specifically with liver health in mind for patients with type 2 diabetes (e.g., weight-loss thresholds, diet patterns, alcohol guidance)? Q16a When treating a Q
patient with type 2 diabetes and suspected/confirmed MASLD/MASH, which medication classes do you prioritize or consider partly due to liver-related benefit? Please select all that apply. PCPs (n=107), MCE o

Endos (n=101). *No significant differences between PCPs and Endos.



About 40% of HCPs say GLP-1s are the most frequently prescribed med for liver-related benefit.
Endos are more likely to prescribe dual GLP-1/GIP agents than PCPs.

Rank of meds prescribed for liver-related benefit

PCPs (A) Endos (B)
| GLP-1 receptor agonists 87% 96% :
! i
I‘ Dual GLP-1/GIP agents 60% 78%A !
Metformin 4398 7 14%
2% 2%
SGLT-2inhibitors TN 36%°8 = 13%
4% 2%
Weight loss medications (other than GLP-1) \- 18% I/ 12%
( Pioglitazone ‘- 16% 23% I
: 3% 4% |
| Resmetirom ‘. 7% I/ 26%A 'I
Bariatric surgery referral . 7% I/ 13%
Top 3 prescribed
Vitamin E supplements 1 6% 3% B Most prescribed

Q16b Please rank the following medication classes you prescribe for its liver-related benefit, placing the class you prescribe most often at the top and the class you prescribe least often at the bottom.. Q

PCPs (n=107), Endos (n=101). MCE@



Many HCPs, particularly
Endos, have started or
escalated therapies due
to MASLD/MASH
concerns, most often
using GLP-1s or dual
GLP-1/GIP agents.

Medications that were initiated/escalated

84%37"%

70% 84%

say they started or escalated a therapy primarily due to concern about
MASLD/MASH progression (beyond glucose control) within the last year

’___\

GLP-1 receptoll Dual GLP-

agonists

PCPs (A) Endos (B)

[ 78% \

1 |

1 |

1 |

1 |

I i [ 38w : i -
1 132% I 1 31PeA

: I o 27%B 27% 2% [ I |
I | I 19% ] | i !
I I 16% ’ 1 400, I, I
I i 9% [ -
| ! = |
1 | I I

I scLT-2 Metformin Welght loss Bariatric | Pioglitazone I vitamin E | Resmetifo
\ 1/GIP agents J inhibitors medications surgery referral§ 1 supplements \ /'
= = = - (other than S=——
GLP-1)

Q17 In the past year, have you started or escalated any therapies primarily due to concern about MASLD/MASH progression (beyond glucose control)? PCPs (n=107), Endos (n=101). Q18 What did you

initiate/escalate? Please select all that apply... PCPs (n=75), Endos (n=85).



American Diabetes Association 2025 MASLD Consensus Report

Treatment Algorithm
Obesity
pharmacotherapy
MASLD ﬁ
Prefer GLP-1RA,
dual GIP/GLP-1RA
-
aE s
& following: acotherapy
) ﬁﬂﬁmrn;n Prefer GLP-1 RA,
al =} o
« Wight loss (i indicated) dusl GIP/GLP-1RA
. ﬂp-t'rnaldiab-atas .
management i
Obesity
+ Cardiovascular pharmacatherapy
risk reduction Corl]prﬁ nsated S
+ Meed for metabolic CAMOSE As with F2-F3 (1) avOID
surgery |as recommended M AS L D with caution® ) AVO
by guidelines)
Obesi
Decompensated pharmacatherapy
cirhosis
(D avoID () avoID

Figure 4—MASLD treatment algorithm for individuals with prediabetes or diabetes. Fibrosis stages: FO and F1, mild or no liver fibrosis; F2, moder-
ate fibrosis; F3, advanced fibrosis. CV, cardiovascular; SGLT2i, SGLT2 inhibitors. *Individualized care and close monitoring is needed in compen-
sated cirrhosis given limited safety data available. +Only semaglutide among GLP-1RA has been reported to be of benefit in a phase 3 RCT with
histological outcomes in MASH. Adapted from “Standards of Care of Diabetes—2025" (59).

Cusi et al. MASLD Consensus Report. Diabetes Care 2025;48:1057-1082.
American Diabetes Association Professional Practice Committee. Diabetes Care 2026;49(Suppl. 1):S61-S88. AACE



Key Takeaways Management & Treatment

Treatment is anchored in
metabolic health—but lacks
standardization.

Focus is on weight loss,
B preventing progression, and
cardiometabolic control

Monitoring centers on A1c, liver
enzymes, weight/BMI, and lipids

AACE
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Patient Care Journey — Guidelines in Place

MASLD Suspected

Cirrhosis Prevention in NAFLD

High-risk groups
for NAFLD

Groups with the |
future cir

Type 2 di

and/or
22 cardiometabolic

rigk factors
Prediat Steatosis
(on imaging)
or
4 AST or ALT
Obes
with =1CV

'

« Managed by primary care team, endocrinologist, other
« Focus care on obesity management
& CVD prevention

Fibrosis Risk Stratification

FIB-4 Index
B-4:<1.3 FIB-4:>2.67

Dbty \ FIB-4:13-267
g e S e

« Referral to liver specialist for additional proprietary
biomarkers or imaging (MRE, cT1, other)
« Multidisciplinary team to prevent cirthosis and CVD

Fibrosis Risk

Initial Evaluation
Assessm

ent Treatment

Primary care provi sy

obesity specialists should screen for MASLD with clinically significant fibrosis

general g i i i i i and

Type 2 diabetes

Step 1: identify patients at risk

Overweight or obesity
with one additional
metabolic risk factor'

Incidentally-found steatosis
on any imaging modality or
elevated aminotransferases

I

Step2: h

Assess alcohol intake?, complete blood count, liver function tests*

hneie siek

v

istory and laboratory tests:

(see Figure 2)

Still Breaks in the System

Low risk for significant fibrosis

High risk for significant fibrosis

VCTE LSM < 8.0 kPa or
MRE LSM < 3.1 kPa or
ELF<9.2

ST VETRIS SOt aimicle, 1 Repeat FIB-4 in 1-2 years" Repeat second Refer to liver specialist for
unless clinical circumstances change testin 3 years confirmatory tests
Refer
gists and should di; ini ignifi fibrosis and cirrhosis in patients with MASLD

Confirmatory testing (VCTE, MRE, ELF)®

VCTE LSM 8.0-19.9 kPa™ or VCTE LSM = 20.0 kPa or
MRE LSM 3.1-4.9 kPa™ or MRE LSM = 5.0 kPa or
ELF9.2-11.2 ELF=11.3

|

T
If VCTE LSM 8.0-9.9 kPa or

Low risk for significant fibrosis
Repeat VCTE, MRE, or ELF in 1-3 years"
unless clinical circumstances change'®

ELF 9.2-9.8 confirm with other test' l

Cirrhosis
(Fa)

ficant fibrosis

(F2-F3)

Specialist Referral &

AACE.



Most HCPs say they are at least moderately confident in various
MASLD-related tasks.

Medication Selection

Least Confidence

g Endps are more likely to be or
than PCPs

41% 42% a7% i 47% 42% e
50% ° .
34% o
38% 38% . 29% 41% 35A)
39% 40%
4% 2% o
Selecting diabetes/weight-  Identifying patients with T2D Knowing when to refer to Counseling patients on  Determining next steps after ~ Assessing fibrosis risk using
loss treatments with liver ~ who should be evaluated for hepatology evidence-based targets for elevated ALT/AST non-invasive methods
disease in mind MASLD improvement

Extremely confident
Moderately confident
Somewhat confident

I Slightly confident
H Not at all confident
AACE.

Tttt 1t

Q19 Thinking about your experiences in clinic, how confident are you in each of the following? PCPs (n=107),



Most helpful potential EMR and lab-reporting functionalities® ~50% say auto-calculated FIB-

4 scores In their EMR would be
most helpful in detecting
MASLD/MASH, followed by

reflex fibrosis panels (~30%).

50%

32%

B Auto-calculated Fibrosis-4
(FIB-4) scores

B Reflex fibrosis panels

Standardized steatosis/
fibrosis language in imaging

PCPs (A) Endos (B) _
B Alerts for persistently elevated
ALT/ AST test results
B Something else
Q22 From your perspective, what core electronic medical record (EMR) and lab-reporting functionalities would be most helpful to help support detection of MASLD/MASH? PCPs (n=107), Endos (n=101). a a CEQ
®

*No significant differences between PCPs and Endos.



Barriers to optimal MASLD/MASH management*
HCPs most often cite

. _ 61% As a reminder, many HCPs prefer
INSuU rance/COVG rage to prescribe GLP-1s for liver benefit
restrictions as a barrier to compeng comariaies ake prry ([ 42%
optimal MASLD/MASH S

31%

management, followed
by competing priorities. - B

Lack of specialist availability |- 21%
-

Less frequently called out, but an
opportunity for AACE to assist
e

Q20 What are the biggest barriers to optimal MASLD/MASH management in your practice? Please select up to three options below. PCPs (n=107), Endos (n=101). @
*No significant differences between PCPs and Endos. MCE

Insurance/coverage restrictions

AACE could help make
patient visits more efficient

Lack of time during visits

Limited access to fibrosis testing

Low patient adherence or engagement

Limited effective MASH treatment options

Unclear clinical guidelines for physicians

Uncertainty about which patients need referral to a specialist




Outside of cost/coverage
Issues for medications,
many HCPs also say the
lack of time in routine
appointments represents
a challenge in managing
MASLD/MASH

Q23 More generally, what system-level barriers or challenges do you face, if any, when it comes to screening for, and managing, MASLD/MASH with your patients? Please select all that apply... PCPs
(n=107), Endos (n=101). *No significant differences between PCPs and Endos.

System-level barriers or challenges for screening/managing MASLD/MASH*

Poorinsurance coverage / high out of pocket costs for patients
for effective medications

68%

Lack of time in routine patient appointments

53%

Lack of reimbursement and/or billing codes for healthcare
professional

36%

Screening and management methods are not integrated into my
workflow

35%

Poor access to appropriate tests and technology at my practice 25%
Access to tests, tech, and
specialists is a modest, but
not widespread, challenge
Poor access to specialists in my area - 20%



Resources that would improve MASLD/MASH screening,
risk stratification & longitudinal management
% selecting each as a top 2 resource

Automated liver fibrosis score calculated based on
labs (e.g. FIB-4) and provided with guidance

Concise algorithms

Guidance on pharmacologic options and evidence
Multidisciplinary care models

Training in non-invasive testing interpretation
EMR integrated pathways

Patient-facing education tools

Simple referral pathway guidance

PCPs (A)

Endos (B)

HCPs, particularly PCPs,
are looking for support
calculating and interpreting
liver fibrosis scores and

algorithms/guidance related
to MASLD/MASH.

Q21 What resources would most improve MASLD/MASH screening, risk stratification, and longitudinal management? Please select up to two options below. PCPs (n=107), Endos (n=101). a a CE



Key Takeaways Knowledge Gaps & Opportunities

Confidence ga System-level barriers
persist—especially in limit optimal care.

fibrosis assessment. ]

HCPs have the lowest confidence If'surance/ °°_Verage’
. time constraints, and

B in interpreting non-invasive . )
. . competing priorities
fibrosis tools and next steps. are the biggest barriers

Access to testing and
. specialists is a secondary—
but real—challenge

Clear demand
for practical,

actionable guidance.

. HCPs want:

Simple algorithms &
clinical pathways

Automated FIB-4 scoring
with interpretation available

Clear referral
thresholds androles

Guidance on
pharmacologic
decision-making

Major opportunity:
Standardize and simplify
the care pathway.

B Align
on:
When to screen

How to risk stratify

When to treat vs. refer

. Integrate into EMR workflows
and team-based care models

AACE:Q
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