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Figure 2. Study Participants

More than 2 million deaths each year are attributed to liver
diseasel. A growing cause of liver disease is metabolic
dysfunction-associated fatty liver disease (MAFLD), previously

Our study highlights a key deficiency at identifying patients
at risk for MAFLD and proceeding with imaging and referral
as appropriate which indicates a gap in care. This

Figure 1. Treatment Algorithm
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We expect to educate through improved uptake of the
MAFLD dot phrase in the electronic health record system by
the Oklahoma State University Internal Medicine Resident
Physicians in both internal medicine and HIV specialty
clinics. The use of this phrase imports key patient elements
Into the assessment and plan and reminds staff of appropriate

Our chart review returned 657 patients meeting initial inclusion criteria from the
OSU Internal Medicine and Specialty Clinics. Stratification for FIB-4 scores >1.3
Indicating intermediate to high risk of fibrosis included 73 (28%) patients with HIV
and 99 (24%) patients without HIV for screening. Three patients were excluded from

Our previous study has highlighted the gaps of care in

our previous study ha _ Table 1. Study Characteristics
Identifying patients with MAFLD and referring to hepatology

when indicated in a timely manner. evaluation after hepatic steatosis was determined to be due to secondary causes, T Tﬁ\t/’)'e iStUd}’chvh?raCteRr iStifS T next steps including FIB-4 score calculation as well as orders
leaving 172 patients for final analysis (Figure 2). Among patients with HIV, the ariable funits veragenon- verage vy * onee for transient elastography and hepatology referral as
The aim of this study was the identification of patients at risk average FIB-4 score was 1.15 and 1.21 in patients without HIV. General study AT (U/0) 58.02 30.69 7-130 3-109 appropriate. It is our opinion that these physicians are not
for metabolic dysfunction-associated fatty liver disease by characteristics are included in Table 1. Of the 73 patients with HIV, 9 (9/73, 3.5%) AST (U/L) 25.88 26.58 9-147 11-142 missing diagnosis of MAFLD with frequency, it is the follow
calculating a FIB-4 score to evaluate the need for transient met criteria for being at a high risk of fibrosis based on FIB-4 score. Of the 99 BMI 38.03 35.7 ceehdlas L (sl through according to the algorithm for those at intermediate
elastography and hepatology referral as appropriate. e have patients without HIV, 18 (18/99, 4.4%) met criteria for being at a high risk of fibrosis Z;L((lyzaorz)o u/) ;;972 2‘114029 :22:1 ;22?4 to high risk of fibrosis that needs to be addressed. Our future
Included patients since data collection began in 2021 through based on FIB-4 score. Only 7 (7/73, 9.5%) patients with HIV and 6 (6/99, 6%) Fib-4 1.1 1.15 0.29— 14.75 0.32-5.12 studies will evaluate the use of this dot phrase by Internal
present day as well as those with HIV in the current analysis. without HIV underwent transient elastography to measure for liver fibrosis. A total of Transient 19.62 8.74 9.98— 20.7 kPA 4.5—13.49 kPA Medicine Resident Physicians to identify those at risk for
four (4/73, 5.5%) patients with HIV and 11 (11/99, 11.1%) patients without HIV EIastog-rar-)hy . _ . _ MAFLD compared with those identified by chart review
: ; . Abbreviations: ALT (alanine transaminase): AST (Aspartate transaminase): BMI (Body mass index): PLT '
were referred to hepatology. The average liver stiffness measurement as determined (Platelet count)

by transient elastography in patients with HIV was 8.7 kPA and 19.6 kPa in patients
We performed a chart review of patients at the Oklahoma without HIV.
State University Medical Center Internal Medicine Clinics

from 2021-2024 in both internal medicine and HIV specialty

clinics. We screened patients using the following inclusion
criteria: 1) type 2 diabetes mellitus as a diagnosis, 2) 2 or
more of the following, which includes hypertension,
hyperlipidemia, metabolic syndrome, or BMI greater than or
equal to 30 as a diagnosis, or 3) fatty liver or hepatic steatosis
on imaging and/or elevated liver function tests with AST >
41 and ALT > 35. Exclusion criteria were any patients that
had any other contributing diagnosis that could lead to
hepatic steatosis such as alcoholic liver disease, chronic viral
hepatitis, drug induced liver injury, parental nutrition, severe
malnutrition, Wilson’s disease, autoimmune hepatitis, or
hemochromatosis. This data was used to estimate hepatic
fibrosis with calculation of a FIB-4 score to identify patients
that were either low, intermediate, or high risk for hepatic
fibrosis. Using this calculation, patients at intermediate to
high risk were further stratified with evaluation of liver
stiffness measurement with transient elastography or referred
to hepatology for further evaluation and management (Figure
1).
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