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                Non-alcoholic   fatty   liver   disease  
                (NAFLD) is usually considered to be a 
                hepatic manifestation of metabolic 
syndrome.  
NAFLD consists of two clinicopathological 
entities: simple steatosis, which generally 
follows a benign non-progressive clinical 
course, and non-alcoholic steatohepatitis 
(NASH), which may progress to cirrhosis and 
hepatocellular carcinoma.  

Diagnosis of NAFLD is based on three criteria: 
non-alcoholic, appropriate exclusion of other 
liver diseases and detection of steatosis either 
by imaging or by histology.  

As the NASH field rapidly evolves, with NASH 
awareness increasing and novel NASH-
indicated therapy launches imminent, both will 
potentially increase patient volume, thus 
creating a real-world challenge of how to 
diagnose larger volumes of NASH patients 
beyond liver biopsy only.  
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conditions affect not only adherence but also   
outcomes for all conditions.  

Anxiety/depression are common and, coupled 
with current invasive diagnostic measures and 
lack of effective treatment, the NASH patient 
has many complex and unmet needs.  

As the global obesity epidemic fuels metabolic 
conditions, not only will prevalence of 
NAFLD/NASH increase but the clinical and 
economic burden will be amplified. 
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In Adelphi’s recent benchmark NASH Disease 
Specific ProgrammeTM, while most physicians 
recognize liver biopsies as the clinical 
diagnostic gold standard, they also estimate a 
third or less of their NASH patients actually 
receive a biopsy to confirm diagnosis 
(Hepatologists 26%/Gastroenterologists 30%).  
A key reason for not performing biopsies was 
high physician confidence that they could 
diagnose NASH using ways other than biopsy 
(Hepatologists 44%/Gastroenterologists 51%).  
Patient-level records highlight non-invasive 
blood tests and Fibroscans as preferred 
options ahead of biopsies, irrespective of 
fibrosis stage [see above]. 
While the race is underway to identify non-
invasive tests and biomarkers for accurate 
NASH diagnosis, today’s environment presents 
many challenges.  
Data from the NASH DSPTM (available now) 
provide insights into these and more.  
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Real-World NASH Diagnosis Approaches 
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DSP PORTFOLIO 

How widespread is diabetes device training? 

Diabetes Devices 
Diabetes 
DMO 
NASH 
Obesity 
CKD 
RA 
SpA 
Crohn’s/UC 
Psoriasis/PsA 
Lupus 
Sjogren’s Syndrome 
Atopic Dermatitis 
Impetigo 
HIV-AIDS 
Hepatitis C 
Ophthalmology 
Heart Failure 
Stroke 
Atrial Fibrillation 
Dyslipidemia 
Hypothyroidism 
Asthma/COPD 
Pulm. Hypertension 
IPF 
Multiple Sclerosis 
Dementia 
Parkinson’s 
Depression/Anxiety 
Schizophrenia 
Neuropathic/CLBP 
Migraine 
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Osteoarthritis 
Huntington’s 
Hemophilia 
Breast Cancer 
Prostate Cancer 
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Head/Neck Cancer 
Multiple Myeloma 
AML 
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The next three years are crucial for                 
insulin manufacturers with most of                 
the branded treatments going off patent.  
Factors driving the market include  population 
increases, growing diabetes prevalence, 
reduced prices, and cost saving initiatives by 
governments and third party payers.  
Biosimilar insulins are manufactured copies of 
previously approved insulins with similar 
action; more expensive than generics but 
cheaper than their reference product. 
While opportunity clearly exists, there is also 
uncertainty around the role of biosimilars, 
including interchangeability and substitution 
and, thus, potential impact on patient safety. 

                 In Adelphi’s most recent Diabetes Disease 
Specific ProgrammeTM, almost two thirds 
(60%) of physicians strongly agreed that 
introduction of biosimilar insulins is related to 
overall lowering of treatment costs 

Three quarters of physicians indicated they 
trust biosimilar insulins for use in their patients 
(above) but, with some concern still remaining 
around biosimilar manufacturing issues, 40% 
said they may wait before prescribing them. 

Reasons for physician reticence include being 
unconvinced of equivalent efficacy (24%) or 
dosing schedule (19%) with the biologic 
originator, or simply lack of familiarity (48%), 
although this will almost certainly change over 
time. 

The next wave of the Diabetes DSPTM will field 
in 5EU, US and Japan in Q4 2018 with results 
available from March 2019 onwards. 

               A  race  is  on between biosimilar and  
               branded  drug  manufacturers to  gain 
               maximum revenue share in the 
lucrative insulin market.  

The insulin biosimilar race has begun 

Diabetes self-management education training 
can improve glucose control and thus reduce 
complications but the cost/time incurred for 
HCPs to keep track of technological advances 
and patient training can be prohibitive. 
Adelphi’s Diabetes Devices DSPTM suggests 
that  device training for patients is primarily 
specialist-driven and often by physicians 
instrumental in influencing local/national 
assessments of drug/device formularies.  
This translates into almost all their patients 
being offered and subsequently accepting 
some form of device training. 
In general however, whereas patient training 
on glucose monitoring devices is relatively 
common,  the proportion of doctors who offer 

               Poor   glucose   control   results   in  
               increased  rates  of  diabetes-related 
               complications and an increase in 
health care expenditure.  

training for insulin delivery devices is lower 
(above), especially for newer technologies 
such as smart pens (including bluetooth pens), 
jet injectors and wearable technology. 

Training 
provided? 
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Would you be willing to  
prescribe a biosimilar insulin? 

 

Why do you not  
trust biosimilar insulins? 

 

48% 

33% 

25% 

24% 

22% 

19% 

19% 

Lack of familiarity

lack of clinical evidence

Unknown patient biovariability response

Unconvinced of equivalent efficiacy with biologic originator

Unsure of manufacturing standards and regulations

Unconvinced of equivalent dosing with biologic originator

Not on local/hospital formulary

YES 
75% 

NO 
25% 


	Slide Number 1
	Slide Number 2

