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Results
-

Introduction
s

* Metabolic dysfunction-associated steatohepatitis
(MASH) is a progressive liver disease, characterized by
fat accumulation and inflammation of the liver

* Prolonged inflammation and liver damage resulting
from MASH can lead to liver fibrosis, cirrhosis, and
increased risk of liver failure and cardiovascular
diseases

 Resmetirom, an oral thyroid hormone receptor B-
selective agonist, was conditionally FDA approved
(based on Phase 3 MAESTRO-NASH trial) on
03/14/2024 for the treatment of patients with

 Atotal of 561 patients were included and 96.8% of these had at least one encounter during the baseline year.

At baseline

 The majority of patients were <100kg (59.5%), and 67.7% had a body mass
index of 230 kg/m2 (table 3)

* Type 2 diabetes mellitus was observed among 46.2%, hypertension among
29.2%, and hyperlipidemia among 22.5%; with 25.7% of patients having any
baseline use of incretins and 51.3% having use of statins (rable 2,6)

* Diagnosis of MASH based on ICD or SNOMED codes was observed during the
baseline period among 51.7% of the cohort (table 4)

* Similarly, diagnosis coding for MASLD was also commonly observed among
74.2% of the cohort

* At baseline, the average liver stiffness measured via FibroScan was 11.6 + 7.8
kPa (n=266), which is in line with published guidances!* (rable 5)

Ch a ra Cte riStiCS Of e 57.2% were female, had a mean (SD) age of 58.8

(12.8) years, and 38.3% were self-reported as White,
real-world

with 30.8% having unreported race/ethnicity
resmetirom users

information, and 62.2% were Florida residents (rable 1)

 The majority of these patients were prescribed the 80
were comparable to
that of the baseline

mg dose of resmetirom (58.8%), 37.6% were
characteristics of

prescribed the 100 mg dose, and 2.7% were
prescribed the 60 mg dose (Figures 1-3)

A small percentage (<1%) of patients were prescribed
more than one dose and/or had missing dose
information

Table 1: Population characteristics at index (n=561) Table 3: Weight characteristics at baseline (n=561)
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