
OBJECTIVEBACKGROUND
To evaluate cost-effectiveness 

of the AGA’s Clinical Care 
Pathway for the screening of 

MASLD in patients with T2DM.
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RESULTS

KEY FINDINGS
Widespread adoption of the 
Pathway in clinical practice 
could critically improve 
MASLD-related outcomes.

The American Gastroenterological Association’s (AGA’s) 
Clinical Care Pathway could be highly cost-effective 
for the screening of metabolic dysfunction-associated 
steatotic liver disease (MASLD) in patients with type 2 
diabetes mellitus (T2DM).

In a simulation study, the 
incremental cost-effectiveness ratio 
(ICER) of the Pathway was USD 50,777 
per additional quality-adjusted life 
year (QALY), relative to usual care.
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METHODS
§ We developed a microsimulation model to evaluate the performance of the Pathway on health-related and economic outcomes.
§ We leveraged data from a cohort study which recorded non-invasive test (NIT) scores, specifically, FIB-4 and FibroScan® LSM, for 501 

T2DM patients at the University of California at San Diego [3].

< Natural history >
We extended the NAFLD Simulator [4], 
a general population MASLD natural 
history model, to the T2DM 
population by calibrating an 
increased rate of fibrosis progression.

< Base case population >
The base case population consisted 
of 1 million 50-year-old T2DM 
patients. For each patient, we 
sampled a NIT pair, then mapped the 
NIT pair to a fibrosis stage.

< Time-evolution of NIT scores >
NIT scores were updated every 3 
years conditional on patients’ change 
in fibrosis stage over the same 
period: improved by ≥1 stage, no 
change, or worsened by ≥1 stage.

§ MASLD is the most common cause of chronic liver disease [1].
§ The AGA recently published a Clinical Care Pathway to recommend a 

“best practice” for non-invasive screening [2], but it has thus far not 
been evaluated for cost-effectiveness.

§ Routine screening of the general population is impractical, but screening 
high-risk populations, such as patients with T2DM, could be cost-effective.

Table 1 summarizes the cost-effectiveness analysis. 
Using a willingness-to-pay (WTP) threshold of USD 
100,000 per additional QALY, the Pathway is cost-
effective with an ICER of USD 50,777.

The Pathway remained cost-effective throughout
all sensitivity analyses, as shown in Figures 2 and 3, 
and scenario analyses.

Figure 2.
Tornado plot of the 
10 most influential 
parameters

Figure 3.
(A) Scatterplot of 
incremental cost 
versus incremental 
QALYs for 1,000 
simulation runs; 
(B) Acceptability curve

Figure 1. Screening pathway based on the MASLD Clinical Care Pathway

< Screening >
We simulated the screening pathway in Figure 1 as a 
supplement to usual care, in which significant fibrosis may be 
detected by chance at a rate of 1% per year.

< Treatment >
After diagnosis of significant fibrosis, the base case allocation 
of patients to drugs was 50% pioglitazone, 25% semaglutide, 
and 25% combined for a “best of both worlds” effect.

COST-EFFECTIVENESS OF A CLINICAL CARE PATHWAY
ISPOR Europe 2023

FOR THE SCREENING OF METABOLIC DYSFUNCTION-ASSOCIATED
STEATOTIC LIVER DISEASE IN PATIENTS WITH TYPE 2 DIABETES MELLITUS

Jade Xiao1, Muhammad Haseeb2, Susy Kim3, Fasiha Kanwal4, Turgay Ayer5, Veeral Ajmera3, Daniel Q Huang3, Monica Tincopa3, Rohit Loomba3, Jagpreet Chhatwal1
1 Massachusetts General Hospital, Boston, MA, 2 University of Pittsburgh Medical Center, Pittsburgh, PA, 3 University of California, San Diego, La Jolla, CA, 4 Baylor College of Medicine, Houston, TX, 5 Georgia Institute of Technology, Atlanta, GA

HTA2

Table 1. Summary of cost-effectiveness analysis

Usual care Clinical Care 
Pathway

Cumulative incidence (per 100,000)
Decompensated cirrhosis 12,026 9,978
Hepatocellular carcinoma 5,562 4,619
Liver-related deaths 20,168 16,765
Non-liver-related deaths 42,302 41,356

Cost ($ per patient)
MASLD screening 40 2,345
MASLD intervention 2,917 18,289
MASLD management 37,664 34,362

Cost-effectiveness analysis
Total cost ($ per patient) 40,620 54,995
QALYs (per patient) 11.95 12.23
ICER ($/additional QALY) - 50,777


