Clinical outcomes among patients with metabolic dysfunction-associated
steatohepatitis (MASH) in France: a real-world claims analysis
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» Metabolic dysfunction-associated steatohepatitis represents . o . . .
3 significant health concern that imposes 3 considerable TABLE 1. Baseline characteristics and cardiometabolic profile
economic burden on healthcare systems.(1,2) All Non-cirrhotic| Advanced ce Liver
: . : s isti liver disease transplant
» Given the rising prevalence of MASH in France (3), itis (N=4,206) | (N=3,535) (N=671) (N=74) = = (N=22)
crucial to estimate the up-to-date clinical burden of the Sex Male 2,186 (52%) 1,754 (50%) 432(64%)  39(53%)  306(61%)  71(92%) 16 (73%)
disease. Female 2,020 (48%) 1,781(50%) 239(36%)  35(47%) 192 (39%) 6 (7.8%) 6 (27%)
* The study aimed to describe real-world incidence of liver Age, inyears Mean (SD) 56 (16) 55 (16) 64 (15) 64 (12) 63 (16) 70(8) 59 (14)
disease progression, cardiovascular events, and mortality Follow-up, in years '\[45?.'2‘3] 2.9[1.3:4.4] 3.0[1.5;4.5] 2.1[0.7;3.9] 2.4[1.1;4.0] 2[0.6:3.9] 2,2[0.8;3.6] 3,5[1.2;5.5]
among hospitalized adults diagnosed with MASH in France. : — :
Cardiometabolic Risk Factors
METHODS Obesity 1,254 (30%) 1,084 (31%) 170 (25%) 28 (38%) 108 (22%) 29 (38%) 5 (23%)
Type 2 diabetes 1,491 (35%) 1,231(35%) 260(39%)  43(58%) 161 (32%) 46 (60%) 10 (46%)
Data source Hypercholesterolemia 1,287 (31%) 1,067 (30%) 220(33%)  31(42%) 151 (30%) 33 (43%) 5 (23%)
_ _ . Arterial hypertension 1,995 (47%) 1,593 (45%) 402 (60%)  56(76%) 267 (54%) 64 (83%) 15 (68%)
* This retrOSp.eCtlve cohort StUdy used data frOm the 2 ./0 N ] f 0 1,356 (32%) 1,164 (33%) 192 (29%) 2 (16%) 169 (34%) 8 (10%) 3 (14%)
representative sample, on sex, age and region of residence, ol 1 1,030 (24%) 885(25%)  145(22%)  11(15%)  110(22%)  15(20%) 9 (41%)
of the French national health claims database (Echantillon r?:k f;‘)ctoersa OHe 2 798 (19%) 644 (18%) 154 (23%) 7(23%)  111(22%) 20 (26%) 6 (27%)
National des Données de Santé, ESND). >=3 1,022 (24%) 842(24%) 180 (27%) 34 (46%) 108 (22%) 4 (44%) 4 (18%)
Inclusion criteria
- Adults (=218 years) identified with an inpatient diagnosis of Disposition of patient FIGURE 2. All-cause mortality (Kaplan-Meier curves)
MASH or metabolic dysfunction-associated steatotic liver A total of 4.906 patient f the inclusion/exclusi
disease (MASLD) (index date) via ICD-10 codes K75.8 and/or otal o j pa Ielnds rg? € 'TC L_JSlontxc u3|g_n
K76.0, between 2019 and 2024 (period of inclusion), with =2 ]Sr:fe”a an f‘g’ege Inciu 61 0; 31”2 ﬂs’ with @ median
years of historical period and =1 year of follow-up required. oflow-up of 2.9 years [Q1-Q3: 1.3-4.4]. .
Exclusion criteria Characteristics of patient i
» Patients with other chronic liver disease etiologies, such as * At baseline, 84.0% were non-cirrhotic and 15.9% had T
viral hepatitis, toxic liver disease, Wilson's disease, Gaucher's  advanced liver disease (1.8% CC, 11.8% DCC, 1.8% P
disease, alcohol dependency, alcoholic liver disease, drug HCC, 0.5% LT).
HSE dtl)sc]zrder.s,dhurgan |mmunode|f|g|ecrlmcy virus) during the 2- Patients with advanced liver disease were older (63.6
year e Ore In eX ate Were eXC u e . VS 54'9 years)' 10 Advan[::::lsTi:rﬁ'hd?Isease E\Fﬂzr?l;?gggtﬂ M??S???ilg;—ﬁE?" ?IEII; E:EB?BCQIEJ
- Mon-cirrhotic 181/3535 ME (NE-ME) Reference
FIGURE 1. Study design - Among all patients, cardiometabolic comorbidities ettt
Follow-up period were common (30% obesity, 35% type 2 diabetes, Time in state to death (Months)
, , , minimum 1 year . . Advance d liver disease 986 740 619 527 432 361 287 241 177 127 85
(::ifﬁ::ﬁil;:;gi} P - . ( y } 9 31 % hyperChOIeSterOIemla, 47% ar’terlal Man-cirrhotic 3535 3217 2846 2534 2235 1964 1a69 1427 1076 814 B03
) 9 Inclusion period : 7 years b hypertenS|0n)
_______________ | : —'_, % \ :
’1 """" T ] """ i | Overall survival FIGURE 3. Disease progression (Kaplan-Meier curves)
(el January | December {  December - Five-year mortality was higher in patients with
zr,ea,m;m,ical. First MASH e T ot rolown advanced liver disease compared to non-cirrhotic
LTI ocrio | comsienions e esrcos |2 erai patients (28.2% vs 7.8%). -
- Comorbidities Disease progression E
. : - Five-year progression to more severe di £
Characteristics at baseline Five-year prog ©SsIo to more se Oe e« seaseost_ages
Baseline di " assified rrhotic (FO or death was estimated to be 33.6% and 12.5% in £
nge med |seasdel§evedr_| y was C.fhsfr']'ef I?S NON-CIrrhotie (FO- advanced liver disease and non-cirrhotic, £
) or advanced liver disease wi e following: respectively.
— Compensated cirrhosis (CC . . . .
P _ ( ) - Among non-cirrhotic patients at baseline, 1.1%
o 104 class_label Events/Total Median (95% CI} HR (95% CI)
DeCompensated C”ThOSlS (DCC) progressed to CC, 60% to DCC, 03% to HCC, — Advanh:::_ll:t:;u:i:fease 434331;;953355 ?1& E;iiga 3.5:3{{5;:1:;4;?1
— Hepatocellular Carcinoma (HCC) 0.03% to LT, and 5.12% died, with a median time to T h e e e w
— Liver transplant (LT) progression of 17.3 months o rime in state to disease progression or death (Months)
- Baseline risk factors for cardiometabolic disease were MACE-5
described (type 2 diabetes, obesity, hypercholesterolemia, - Five-year cardiovascular event rates were higher in
arterial hypertension) were ascertained during the 2-year advanced liver disease than in non-cirrhotic patients FIGURE 4. MACE-5 incidence (Kaplan-Meier curves)
before index date. (MACE-5, 8.8% versus 6.1%, respectively).
Endpoint definition Study limitations Eaa—
* Patients who were coded to a higher disease severity during . |npatient-only identification may limit generalizability 50
follow-up were classified as having disease progression (e.9.,  and likely undercapture earlier, non-cirrhotic disease 2
non-cirrhotic 2 CC or CC 2 DCC) managed outside hospital settings. f,
* Major AS_VTYS? C?_rdlov?sckulagl\ilvcelntt(rl]\/IﬁCEﬁ) lllncludegl * Reliance on administrative diagnosis codes without e
mycftcilr al ITArction, stroxe, =dih, eart laldre an supporting clinical, laboratory, or imaging results may g+
dnstable angina. - introduce misclassification and make the recorded
- Mortality was defined as all-cause death occurring in diagnosis date a poor proxy for true disease onset.
outpatient or inpatient settings. |
P P J - Because the ESND represents only 2% of the 0 et e asease e AR 188 (1S
Survival analyses national population, some subgroups may be under- o tprekPeweoto2 e
- Non-adjusted survival analysis using the non-parametric or over-represented, particularly rarer advanced- Time from baseline state to MACES (Month)
Kaplan_Me|er SU r'V|VaI curve was used to assess t|me tO event dlsease grou pS Advanced Irluvner:gulriiifui 365?315 3645903 3?551 364328? 3642091 3632350 3632532 363148? 36313?5 3631352 3631243

(progression, overall survival, and MACE-5)

In this real-world French study, hospitalized adults diagnosed with MASH experienced substantial liver, cardiovascular, and mortality burden, with
markedly worse outcomes among those with advanced liver disease.

Up to one-third of the patients with advanced liver disease progressed during the follow-up, highlighting the severity of the underlying liver disease and
therefore the need for treatments that prevent disease progression.

Earlier identification and more effective disease-modifying management may help reduce both the clinical burden and the healthcare costs associated with
progression.
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