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Aims

•Metabolic dysfunction-associated steatotic liver disease (MASLD)

•Liver function tests and their interpretation

•Treatment, including CVD prevention

•When to refer

•Liver transplant
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The artist 
formerly known 

as…..
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Why is diabetes 
important in 

MASLD?

▪ One of the major risk factors for fibrosis progression 

▪ Paired liver biopsy study of MASLD patients with and 

without DM → higher rate of progression in diabetic 

cohort

▪ Poor outcomes in patients with biopsy-proven MASH 

cirrhosis

▪ 4-fold increased risk of death and 2-fold increased risk of 

liver-related outcomes including HCC over 5 years

▪ T2DM strongest independent risk factor for 

development of HCC in large European study (136,703 

patients with MASLD and low fibrosis rates)
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2 X all cause mortality

Major cause of death

- Cardiovascular disease

- Non-HCC cancer

NB 95% MASLD population non-

cirrhotic
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Why risk-stratify?

LIVER HEART

Simple steatosis – address risk 

factors

Cardiac risk factors – address risk 

factors

Fibrosis (asymptomatic) – potentially 

reversible

Angina – warning signs but no 

permanent damage yet

Cirrhosis – established and 

permanent damage (often still 

asymptomatic) – address risk 

factors, screen for HCC +/- varices

Myocardial infarction – established 

damage
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Liver “function” 
tests

▪ Bilirubin & albumin (and coagulation)

▪ AST and ALT (+/- GGT)

▪ ALP and GGT
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FDA Approval 

August 2025 USA
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Semaglutide 2.4mg weekly versus placebo

- Resolution of steatohepatitis without worsening of fibrosis occurred in 
62.9% of the 534 patients in the semaglutide group and in 34.3% of the 266 
patients in the placebo group (p<0.001)

- A reduction in liver fibrosis without worsening of steatohepatitis was 
reported in 36.8% of the patients in the semaglutide group and in 22.4% of 
those in the placebo group (p<0.001)

Secondary outcomes
1. Resolution of steatohepatitis and improvement in fibrosis 

Semaglutide>Placebo   P<0.001
2. Change in body weight Semaglutide>Placebo   P<0.001
3. Change in pain scores - NS
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Nurse led 
MASLD 
service

▪ Service commenced in October 2023. 

▪ Referrals via the consultants & GP Pilot scheme (3 Belfast 

practices)

▪ 3 independent clinics a week with 6 patients in each session

▪ 30 minute appointment 

▪ 1 stop shop for Belfast Trust MASLD patients 
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NL MASLD 
appointment ▪ Risk factor assessment 

▪ Fibroscan

▪ Vitals & BMI

▪ Dietary education - balanced diet, Lean protein, lower 

in carbs, reduced salt intake, plenty of fruit & veg and 

reduced sugary snacks & drinks 

▪ Exercise – setting sensible goals (20-30mins daily)

▪ Weight loss - target of 5-10% over 6 months as per BLT 

guidelines  

▪ BLT information barcode advice leaflet
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Smart phrase: 

.QRCODEMASLD
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Outcomes

▪ 460 patients offered appointments to date

▪ 52% of patients suitable for discharge back to primary care 

due to Liver stiffness score <8kPa, with lifestyle advice and 

asked to contact their GP in 3 years time for bloods & FIB-4 

recalculation
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MASH 
outcomes

▪ 23% =100 patients require urgent consultant review 

appointments (ideally within 3 months) due to LSM >11

▪ This patient group are also added to the HCC screening 

programme & if LSM is >20 they are considered for OGD

▪ 18% patients had evidence of early scarring (LSM 8-11) 

requiring routine consultant follow up within 6 months and a 

repeat Fibroscan in 2 years 

▪ Others - review no longer required or Pt declined offer

▪ DNA’s - 4%
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Service 
Impacts

▪ 182 consultant clinic appointments saved in 2024 following NL 

MASLD discharge criteria

▪ Reduced the number of patients identified with MASLD at 

triage from being adding to the Routine/Urgent Fibroscan 

waiting lists, which has allowed improvement in waiting times. 

▪ 326 patients scanned at NL MASLD clinic in 2024
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Diabetes pre-
liver transplant

▪ Cardiovascular risk profile

▪ Cerebrovascular risk profile

▪ NG feeding

▪ Predictive of post-transplant CKD
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HbA1c, lipids

Cardiovascular risk profile

Arterial calcification

Physical condition

NOT TO BE COPIED



Diabetes post-
liver transplant

▪ Peri-operative infections

▪ Steroid use 

▪ Calcineurin inhibitor

▪ Metabolic syndrome
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Chronic Kidney Disease in Liver Transplant Recipients
 

Andrew Walker1, Rebecca O’Kane2, Michael Corr1, 3, Christopher Hill1, Leanne Stratton4

High Prevalence but Low Risk of End-Stage Kidney Disease in Contemporary Practice

• Studies report 5–15% of LT 
recipients develop ESKD 
within 10 years post-
transplantation

• CKD independently drives 
cardiovascular disease 
(CVD) risk in LT patients

• CKD may be caused by
• Pre-existing disease 
• Perioperative complications
• Use of Calcineurin inhibitors

• There is limited recent data on 
renal function post LT

Background

• 48 patients died during study 

period

• Median follow up time – 8 years

• Median time to CKD stage 3+ in 
those without pre-transplant CKD 
-  7.7 years 

• Risk factors for CKD

• Pre-transplant diabetes 

• Older age at transplant

Results

- Previously reported high rates of ESKD after LT may not reflect contemporary clinical practice
- CKD is still highly prevalent and proactive management is vital to reduce patient morbidity and mortality

 

Conclusions

Retrospective analysis of:

• 216 patients with LT

• Between Jan 2010 – Dec 2019

• Within the regional Liver Unit in 
NI 

Methods
 CKD 

Stage 5 – 1.4% 
  CKD 

Stage 4 – 4.6%

  CKD 

Stage 3b – 11.1%

  CKD 

Stage 3a – 49.5%

  No CKD 

– 34.3%

Renal function at 

most recent 

assessment 

Risk Factor Odds Ratio (95% 

CI)

p-value

Age at transplant (per year) 1.04 (1.03-1.08) 0.001

Pre-transplant diabetes 3.23 (1.44-5.19) 0.019

Hypertension pre-transplant 0.93 (0.37-2.5) 0.879

Hepatorenal syndrome pre-

transplant

2.37 (0.26-4.12) 0.445

eGFR one month pre-

transplant

(per ml/min/1.73m²)

0.99 (0.97-1.01) 0.434

Evaluate the incidence and risk 
factors for CKD stage 3 or higher 
among LT recipients in Northern 

Ireland

Aim

1) Regional Nephrology and Transplant 
Unit, Belfast City Hospital, Belfast

2) Gastroenterology Unit, Altnagelvin 
Hospital, Derry 

3) Centre for Public Health, Queen’s 
University Belfast. Belfast 

4) Regional Liver Unit, Royal Victoria 
Hospital, Belfast 
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Questions?
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