Role of Metabolic Dysfunction-associated Steatohepatitis (MASH) as a
Risk Factor for Hepatocellular Carcinoma (HCC) Development
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Figure 2: Adjusted ORs and 95% CI for HCC development Table 1: Characteristics of HCC cases and controls by MASH status

Non-HCC Controls HCC Cases
(N =5,030) (N =4,875)
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METHOD

A matched case-control study was conducted using
Surveillance, Epidemiology and End Results
(SEER)-Medicare linked data from October 1, 2015,
through December 31, 2020.

« Eligible controls (non-HCC cases) were matched to
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« Cirrhosis was found to be highly associated with HCC development, reflecting both the imbalance in cirrhosis status
between cases and controls (74% vs 3%, respectively) and the often linear nature of liver disease progression.

* Results suggesting that MASH patients are at a higher risk of HCC relative to non-MASH patients highlight the importance
of expanded surveillance and effective treatment in reducing the clinical burden of HCC in the MASH population.
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LIMITATIONS

« Main limitations include less stable estimates for MASH and cirrhosis status
due to imbalance between cases and controls; limited generalizability to
Medicare beneficiaries residing within SEER surveillance areas; potential
omitted variable bias; and an inability to establish causality, capture fibrosis
stage, or determine the method of HCC detection (e.g., screening).
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