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Background " Across three US National Health and Nutrition Examination Survey (NHANES) studies, MASH prevalence varied according to NIT and cutoff applied:

B | | | | | | S . = |n patients with steatosis identified by VCTE (2017-2020; n=6969) rates of MASH were 2—5% on FAST, 0.4-12% on FIB-4, 0.1-2% on APRI, 5% on FS-LSM (Figure 1).3
= The rising epidemiological burden of MASH, associated with the increasing incidence of obesity, type 2 = The prevalence of MASH with fibrosis was 11.6% for patients with NAS >4 (2017-2018; n=9254).4
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. $Ihaebreetiess :\TOZV'VDE)V Zp?er:se;‘fatiil'Cosr:'?sgoT:C'i'ssewflelvr;?ir;'zent e e ACH botentially refloctin = In a lean population with T2D (2017-2020; n=1628) MASH prevalence on FAST scores were between 0.1-1%, and 4% (Figure 2).5
‘ / Y P P P / 5 * In an older (age 50+) US clinical cohort of patients of normal weight with T2D, 13.6% had moderate to advanced fibrosis (2F2, including higher risk of disease progression;

barriers to diagnosis and disparate diagnostic approaches (Table 1); ascertainment of incidence and L , , . _ ,
orevalence of MASH is critical for clinical decision-making. positive MEFIB score [MRE >3.3 kPa + Fib4 > 1.6], FAST score >0.67 or a MAST score >0.242), while 15.9% of those with obesity (BMI 230 kg/m2) and T2D, had these
disease features (Figure 3).°

" This targeted literature review aims to capture a multi-dimensional view of MASH epidemiology by ' . . .
" Biopsy-based MASH prevalence estimates varied by population:

characterizing prevalence by population and diagnostic approaches.
= 37-61% among US’ and global meta-analytic patient populations® with steatosis;

Table 1. MASH diagnostic approaches = 66% in T2D° with an indication for a biopsy compared with 5% in a voluntarily biopsied individuals from a meta-analytic general global populations®©
Histologi '\ hatocyte ballooning, lobular inflammation, and steatosis = Based on Markov modelling, country-specific MASH prevalence estimates in general populations point to the highest MASH prevalence in the US (5.3%), relatively

C

. Aspartate aminotransferase (AST) to platelet ratio index (APRI) consistent across European countries and the UK (between 4.4-3.6%), and lowest in Japan and China (3.0-2.4%)."
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Targeted literature searches (2014—-2024) covered US and global studies on MASH prevalence or incidence in o ° I Uow O‘_7% 0.1% I 0 0.10% .
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adults lean, with or without obesity or T2D, respectively, as diagnosed with NITs or biopsy. SR S S e | S e SRR Seee | i S s e e 0% — 0%
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Searches identified five systematic literature reviews/meta-analyses (overall covering studies from inception
to 2023) and 11 primary observational studies; all pointing to a range of MASH prevalence rates in various
general and patient populations (key studies are summarized).
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