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Navigating MASLD in Type 2 Diabetes



PMHx: 

o Dyslipidemia for 10 years, HTN for 5 years
FHx: 

o T2DM in first-degree relatives
o No family history of premature CAD
SHx:

o Sedentary lifestyle
o Non-Smoker
o Non-drinker

Daily medications:

o Metformin/Linagliptin 500/2.5 mg BD
o Gliclazide MR 30 mg QD
o Atorvastatin 20 mg QD

o Losartan 50 mg QD

55 y/o female, T2DM 10 years ago, First time visit in your clinic for her diabetes control.

Clinical Case Scenario



Physical examination: 

Unremarkable
Office BP: 140/90 mm/Hg
BMI: 27 kg/m2

Paraclinical Data: 

ECG: Normal Sinus Rythm
Echocardiography report: 
EF:55%, Mild LVH

Sonography: 
Grade 2 fatty liver

Lab Data:

HbA1c: 8.3%

Cr: 1.1 mg/dL, eGFR: 56 mL/min/1.73 m2

Total Chol: 205 mg/dL

LDL: 115 mg/dL

HDL: 40 mg/dL

TG: 250 mg/dL

UACR: 20 mg/g

AST: 32 IU/L

ALT: 20 IU/L

Platelet Count: 200 103/uL

K:5.2 mEq/L

55 y/o female, T2DM 10 years ago, First time visit in your clinic for her diabetes control.

10-year ASCVD risk: 8.4%

FIB-4 score: 1.97

Daily Medications: 

Met+Lina 500/2.5 mg BD, Gliclazide 30 mg daily, Ator 20 mg QD, Losar 50 mg daily

Clinical Case Scenario



o F/55 y/o (postmenopause)

o T2D for 10 yr

o HTN for 5 yr

o No clinical ASCVD

o Never-smoker

o No Alcohol consumption

o Overweight (BMI: 27 kg/m²)

o Not meeting goal BP (140/90 mmHg)

o HbA1c: 8.3%

o Not meeting goal LDL-C (115 mg/dL); TG: 250 mg/dL, HDL-C: 40 mg/dL

o CKD: G3a-A1/Moderately increased risk

o FIB-4 index score: 1.97

Clinical Scenario

o Medications:

o Metformin, Linagliptin, Gliclazide

o Atorvastatin 20 mg daily

o Losartan 50 mg daily



o Hepatic steatosis in conjunction with at least one cardiometabolic risk factor 

(traits of metabolic syndrome) in the absence of secondary causes of 

steatosis 

Metabolic dysfunction associated 
steatotic liver disease (MASLD)

Rinella ME, et al. Hepatology. 2023;78:1966-1986.

WC Iran:

M & F: 90 cm



Clinical implications of MASLD in people 
with prediabetes and diabetes 

Targher G, et al. N Engl J Med 2025;393:683-98.



Diagnostic algorithm for risk stratification and 
prevention of cirrhosis in individuals with MASLD

American Diabetes Association. Diabetes Care 2025;48(Suppl. 1):S59-S85.



Cusi K, et al. Diabetes Care 2025;48:1057-1082.



Liver effects of glucose-lowering medications

Cusi K, et al. Diabetes Care 2025;48:1057-1082.

Phase 3 trial

Phase 2 trial



BMI: 

34.3±7.2 kg/m²

T2D:

55.4%

ESSENCE study



NNT: ~3.5

Sanyal, AJ, et al. N Engl J Med 2025;392:2089-99.



Incretins in MASLD and MASH

Targher G, et al. N Engl J Med 2025;393:683-98.



• Resmetirom 100 mg:

BMI: 36.2±7.4 kg/m²

T2D: 66%

GLP-1RA use: ~13%

an oral, liver-directed, 

thyroid hormone receptor 

beta selective agonist 



NNT: 5

NNT: 8.5



Wrap UP

American Diabetes Association. Diabetes Care 2025;48(Suppl. 1):S59-S85.



Fine-tuning patient care: 
Tackling Residual Risk in Diabetic Kidney 
Disease

Syed Adel Jahed; M.D.

Endocrinologist 



PMHx: 

o Dyslipidemia for 12 years, HTN for 5 years
FHx: 
o No family history of premature CAD
SHx:

o Sedentary lifestyle
o Non-Smoker
o Non-drinker

Daily medications:

o Metformin/Empagliflozin 1000/12.5 mg Daily
o Glargine 20 units QHS
o Atorvastatin 20 mg QD

o Telmisartan/Amlodipine 80/5 mg Daily

A 60-year-old man with a 12-year history of T2DM and HTN is seen for follow-up.

He reports mild ankle edema but no dyspnea or orthopnea.

Clinical Case Scenario



Physical examination: 

Lower Limbs: 
o Peripheral pulses: 2+ 
o Symmetric mild non pitting ankle edema

Office BP: 120/75 mm/Hg
HR: 76 bpm and regular
BMI: 29 kg/m2

Paraclinical Data: 

ECG: Normal Sinus Rythm
Echocardiography report: 
EF:55%, Mild LVH

Lab Data:

HbA1c: 7.1%

Cr: 1.8 mg/dL, eGFR: 43 mL/min/1.73 m2

Total Chol: 130 mg/dL

LDL: 70 mg/dL

HDL: 30 mg/dL

TG: 150 mg/dL

UACR: 180 mg/g

AST: 30 IU/L

ALT: 34 IU/L

Platelet: 280 103/uL

K: 4.6 mEq/L

Na: 140 mEq/L

10-year ASCVD risk: 16.3%

FIB-4 score: 1.1

Daily Medications: 

Met+Empa 1000/12.5 mg daily, Glargine 20 U QHS, Ator 20 mg QD, Telmi/Amlo 80/5 mg daily

Clinical Case Scenario



Goals of Care

Comprehensive Medical Evaluation and Assessment of Comorbidities: Standards of Care in Diabetes - 2025. Diabetes Care 2025;48(Suppl. 1):S59-S85
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Pharmacologic Approaches to Glycemic Treatment: 

Standards of Care in Diabetes - 2025 Diabetes Care 2025;48(Suppl. 1):S181-S206

9.13 In adults with T2D who have CKD (with confirmed eGFR 20–

60 mL/min/1.73 m2 and/or albuminuria), an SGLT2i or GLP-1 RA 

with demonstrated benefit in this population should be used for 
both glycemic management (irrespective of A1C) and for slowing 
progression of CKD and reduction in cardiovascular events. 
The glycemic benefits of SGLT2i are reduced at eGFR <45 
mL/min/1.73 m2. A

9.14 In adults with T2D and eGFR <30 mL/min/1.73 m2, a GLP-
1 RA is preferred for glycemic management due to lower risk 
of hypoglycemia and for cardiovascular event reduction. B



FLOW Trial

• T2D and CKD

o eGFR of 50 to 75 ml/min/1.73 m2 and a UACR of >300 and <5000 mg/gr

o eGFR of 25 to <50 ml/min/1.73 m2 and a UACR of >100 and <5000 mg/gr

• Semaglutide, SC, at a dose of 1.0 mg weekly or placebo

o 1767 semaglutide group; 1766 placebo group

o median follow-up: 3.4 years

• The primary outcome was major kidney disease events, a composite of

o the onset of kidney failure (dialysis, transplantation, or an eGFR of <15 ml/min/1.73 m2)

o at least a 50% reduction in the eGFR from baseline

o death from kidney-related or cardiovascular causes.

• Prespecified confirmatory secondary outcomes were tested hierarchically.

Perkovic, V. Et al. N Engl J Med 2024;391:109-21.. DOI: 10.1056/NEJMoa2403347



Perkovic, V. Et al. N Engl J Med 2024;391:109-21.. DOI: 10.1056/NEJMoa2403347
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2025

Section 11.

Chronic Kidney Disease and Risk Management

(https://doi.org/10.2337/dc25-S011)
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European Heart Journal (2023) 00, 1–98

Recommendations for 
the Treatment of 
Patients with T2DM 

to Reduce CKD Risk¹

European Heart Journal (2023) 00, 1–98



FIDELIO-DKD Trial

• 5734 patients with CKD and T2D, in a 1:1 ratio, received finerenone or placeboe.

o UACR of >30 and <300 mg/gr & eGFR of 25 to <60 ml/min/1.73 m2 & diabetic retinopathy

o UACR of >300 and <5000 mg/gr & eGFR of 25 to 75 ml/min/1.73 m2 and

• A median follow-up of 2.6 years

• The primary composite outcome was:
o kidney failure

o a sustained decrease of at least 40% in the eGFR from baseline, 

o death from renal causes

• The key secondary composite outcome, was death from cardiovascular causes, nonfatal MI, 
nonfatal stroke, or hospitalization for heart failure.

Bakris G, et al. N Engl J Med 2020;383:2219-29. DOI: 10.1056/NEJMoa2025845



Bakris G, et al. N Engl J Med 2020;383:2219-29. DOI: 10.1056/NEJMoa2025845

FIDELIO-DKD Trial



FIGARO-DKD Trial

Pitt B, et al. N Engl J Med 2021;385:2252-63. DOI: 10.1056/NEJMoa2110956

• 7437 patients with CKD and T2D, in a 1:1 ratio, received finerenone or placebo.

o UACR of >30 and <300 mg/gr & eGFR of 25 to <90 ml/min/1.73 m2 

o UACR of >300 and <5000 mg/gr & eGFR of >60 ml/min/1.73 m2

• A median follow-up of 3.4 years

• The primary composite outcome was:
o death from cardiovascular causes

o nonfatal MI

o nonfatal stroke

o hospitalization for heart failure

• The first secondary outcome was a composite of kidney failure, a sustained decrease 

from baseline of at least 40% in the eGFR, or death from renal causes.



Pitt B, et al. N Engl J Med 2021;385:2252-63. DOI: 10.1056/NEJMoa2110956

FIGARO-DKD Trial



Physical examination: 

Lower Limbs: Peripheral pulses: 2+ and symmetric
mild non pitting ankle edema
Office BP: 120/75 mm/Hg

HR: regular 76 bpm
BMI: 29 kg/m2

Paraclinical Data: 

ECG: Normal Sinus Rythm
Echocardiography report: 
EF:55%, Mild LVH

Lab Data:

HbA1c: 7.1%

Cr: 1.8 mg/dL, eGFR: 43 mL/min/1.73 m2

Total Chol: 130 mg/dL

LDL: 70 mg/dL

HDL: 30 mg/dL

TG: 150 mg/dL

UACR: 180 mg/g

AST: 30 IU/L

ALT: 34 IU/L

Platelet: 280 103/uL

K: 4.6 mEq/L

Na: 140 mEq/L

Daily Medications: 

Met+Empa 1000/12.5 mg daily, Glargine 20 U QHS, Ator 20 mg QD, Telmi/Amlo 80/5 mg daily

My advise:

▪ Start Semaglutide, 0.25 mg, weekly/SC

o Gradual decrease in Glargine dose

&

▪ Start Finerenone, 10 mg, OD

Clinical Case Scenario
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