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NEWS AND EVENTS

SWEDISH’S METABOLIC HEALTH SYNDROME

June 9-11, 2022

Renaissance Seattle Hotel and Virtual Breakfast
More details about this incredible CME learning opportunity will be available at 
https://www.swedish.org/cmeconferences in the upcoming months.

TAKE STEPS FUNDRAISER

The Crohn’s and Colitis Foundation is holding its annual “Take Steps” Walk on Saturday, 
May 21, 2022 at Jefferson Park, Seattle. Please mark your calendars and join the cause!

 • “Team Swedish, Just Doo It” is participating as usual, and we’re hoping you can join us!

 • Search for Team Swedish under the corporate teams at the Western Washington 
Take Steps home page and click to join.

Management options for non-alcoholic 
fatty liver disease

(continued on page 2)

Non-alcoholic fatty liver disease (NAFLD) encompasses a spectrum of liver abnormalities 
related to the accumulation of excess fat in the liver. NAFLD ranges from simple steatosis to 
steatosis plus inflammation, with or without hepatic fibrosis. Steatosis plus inflammation is 
called non-alcoholic steatohepatitis (NASH). Unlike simple steatosis, NASH is associated with 
progressive liver injury, fibrosis and, ultimately, decompensated liver disease. Some 60% of 
patients referred to outpatient hepatology practices now present with NAFLD, compared to 
4.5% in the early 1990s. Based on current trends, NASH will be the leading indicator for liver 
transplantation in the next decade. 

NAFLD is a marker of metabolic syndrome. Indeed, the most common cause of death 
in this patient population is cardiovascular disease and stroke. The disease is typically 
asymptomatic, commonly discovered during the evaluation of patients with elevated 
liver enzymes or routine abdominal imaging. Unfortunately, these patients may not be 
referred to a hepatologist until they are already symptomatic from liver decompensation. 
Early recognition of NAFLD and management of the comorbidities associated with 
metabolic syndrome are critical steps in improving morbidity and mortality.  

The most prominent risk factors for NAFLD are obesity and insulin resistance, two 
primary components of metabolic syndrome. Less common risk factors are sleep apnea, 
hypothyroidism, hypopituitarism, medications and polycystic ovarian syndrome. In addition, 
there is an evolving entity of lean NAFLD, in which patients with BMI < 25 develop NAFLD. 
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(continued on page 3)

Management options for non-alcoholic fatty liver disease (continued)

Diagnosis of NAFLD
In patients with elevated transaminases and no other 
identifiable etiology, physicians should consider the 
possibility of NAFLD. This is particularly important in 
patients who have the risk factors outlined previously. 
Non-invasive biochemical panels (Enhanced Liver 
Fibrosis [ELF], Fibrosis-4 index, etc.) can easily be 
ordered from commercial labs. 

More accurate but expensive modalities include 
transient elastography (Fibroscan), which can be 
performed in the clinic and read immediately, and 
magnetic resonance elastography, which is much 
more costly, time-consuming, and requires dedicated 
radiologists for interpretation. 

Unfortunately, these modalities cannot differentiate 
simple steatosis from NASH, so they are unsuitable for 
endpoint determination in clinical trials. Liver biopsy 
is the only study that can distinguish simple steatosis 
from NASH and is the gold standard in therapeutic 
clinical trials.

NASH represents the progressive variant of fatty liver 
disease, but patients may take decades to progress to 
end-stage liver disease. Factors associated with rapid 
disease progression include moderate alcohol use, 
elevated BMI, poorly controlled diabetes and coexisting 
liver disease (chronic viral hepatitis). 

Role of medical weight loss centers
Patients with NAFLD should take steps to protect their 
liver health. Some over-the-counter (OTC) drugs, 
dietary supplements and vitamins can stress the liver. 
Patients with NAFLD should also be counseled to 
abstain from alcohol. 

One of the best ways 
to manage NAFLD and 
prevent it from advancing 
into NASH is for patients 
to decrease their body 
weight. Studies show that 
even 5% weight loss is 
effective for NAFLD, but 
the goal is 10%, so patients 
should be counseled 
based on the latter target. 

Studies show that 
moderate-intensity 
exercise three to five 
days per week is also 
effective for managing 
NAFLD. Even without weight loss, aerobic activity and 
resistance training can improve fatty liver.

A good diet for NAFLD patients is similar to the 
Mediterranean diet, focusing on fruits, vegetables, 
whole grains, fish and other lean proteins. According to 
a 2021 study, the Mediterranean diet can benefit NAFLD 
patients through interactions with the gut microbiome. 
Dr. Enrica Basilico from the Swedish Weight Loss 
Program cautions that the average Mediterranean 
diet is much lower in carbohydrates than most people 
assume. Ultimately, any diet that produces weight loss 
will effectively reduce NAFLD risk. In obesity treatment, 
we often say, “The best diet is the diet you will stick to.” 
Patient preferences, cultural preferences and available 
resources should play central roles in determining 
which diet this should be. 

According to the NIH, it is also important to replace 
saturated fats and trans fats with unsaturated fats such 
as omega-3 fatty acids. 

Therapeutic approaches to NAFLD
Some supplements are gathering evidence for their 
ability to protect the liver. For example, Vitamin E 
(an antioxidant) can protect the liver by reducing 
inflammation. However, Vitamin E is associated with 
an increased risk of prostate cancer, so it is not a 
panacea for NAFLD. 

Anti-obesity medications called injectable GLP-1 
receptor agonists (RA) are a more likely candidate 
for NAFLD therapy. Although they are currently still 

ROLE OF THE HEPATOLOGIST 

• Evaluating the patient with suspected fatty liver 
and making a diagnosis

• Disease staging

• Monitoring disease progression

• Diagnosis and treatment of other liver-related 
conditions (viral hepatitis, alcohol injury)

• Risk stratification 

• Initial discussions with patient regarding diet and 
weight-loss strategies

• Referral to medical weight loss clinic

Enrica Basilico, M.D.
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Management options for non-alcoholic fatty liver disease (continued)

Gluten: Friend or foe

(continued on page 4)

“off label” for NAFLD, they are commonly used. GLP-1 
RAs are approved as obesity medications and work 
primarily through appetite regulation. Recent research 
shows that GLP-1 RAs help reduce blood glucose levels 
after meals. A 2021 study from Italy found that treatment 
with GLP-1 RAs over 26 weeks was associated with 
reduced liver fat on MRI and better control of liver 
fibrosis in NASH. 

Helping patients find a balanced, healthy lifestyle 
can go a long way to managing NAFLD and its 
comorbidities. But we know that lifestyle modification 
is often not enough to produce 10% weight loss; in fact, 
data shows that only 25% of patients will achieve this. 

This is where medication management and bariatric 
surgery may come into play, as they significantly 
increase the chances of sustained weight loss. 

In NAFLD, like many other diseases states, primary 
care and specialty physicians will have a prominent 
role in treating the disease and prescribing anti-obesity 
medications to increase the chance of remission. 
Coverage for anti-obesity medicines is still a challenge, 
especially for GLP-1 RAs. Referral to a weight loss 
program is a step in the right direction, as it provides 
patients with more options once they reduce their 
body weight. 

If you’ve made bread before, you know firsthand the 
unique elastic qualities gluten gives to dough as you 
knead it. It’s also what allows bread to rise while holding 
its shape, so without gluten we wouldn’t have delicate 
croissants, everyone’s pandemic favorite of sourdough, 
or most leavened breads. 

But for certain people, the family of proteins found in 
wheat, rye and barley that make up gluten are the cause 
of diarrhea, discomfort and other intestinal issues. 
Along with clinically understood conditions like celiac 
disease and wheat allergies, some patients fall into the 
category that remains after other causes have been 
ruled out: non-celiac gluten sensitivity (NCGS), also 
called non-celiac wheat sensitivity.

The gluten issue has been further complicated by the 
rise in popularity of gluten-free diets and the resulting 
billion-dollar industry of gluten-free products. In recent 
years, gluten has been much maligned in popular 
culture from books like Wheat Belly to Internet theories 
about “leaky gut syndrome” which build off the increase 
in intestinal permeability seen in conditions like celiac 
disease but lack medical evidence and resonate with 
people looking to lose weight or explain undiagnosed 
abdominal symptoms. 

As many as 30% of Americans have self-reported 
wanting to avoid gluten.1 While such a drastic diet 
change will reduce symptoms for some, others are 
paying for more expensive grocery products and cutting 
an important food group out for no medical reason.  

Gluten-free zone
For those diagnosed with celiac disease, the choice—
though not the diet itself—is easy. Even trace amounts 
of gluten trigger an immune response in the small 
intestine, leading to damage that prevents the 
absorption of nutrients and a whole host of systemic 
complications including an increased risk of cancer. 
Removing gluten from the diet is the main therapy to 
treat life-limiting symptoms like diarrhea, constipation, 
abdominal pain and the intestinal damage and 
malabsorption that comes with it. 

But getting that initial diagnosis can be a challenge. 
While weight-loss and fatigue are textbook signs of 
the disease, gastroenterologist Leslie Price, M.D., has 
found that many patients present with seemingly 
unrelated symptoms. She’s glad to have a simple blood 
test available to help her patients down the road to 
diagnosis. 

A celiac serology blood test includes four antibodies 
that can indicate a non-allergic reaction to gluten: 
tissue transglutaminase IgA and IgG, and deamidated 
gliadin peptide IgA and IgG. Both GI and primary 
care physicians can order it. “I would recommend the 
test for anyone with family history of celiac disease, 
unexplained iron deficiency or pregnancy loss, nutrition 
deficiency, unexplained bone fracture/decreased bone 
density, personal history of autoimmune disease, and 
irritable bowel syndrome-like symptoms of diarrhea, 
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Gluten: Friend or foe? (continued)

(continued on page 5)

or diarrhea alternating 
with constipation,” 
says Dr. Price. After a 
positive result, an upper 
endoscopy confirms 
the diagnosis. At least 
six biopsies or samples 
are taken from the small 
intestine to determine 
if there is inflammation 
and/or flattened intestinal 
villi, the hallmark of celiac 
disease.

Often when patients 
first suspect they might 
have celiac disease, they 

want to start a gluten-free diet that will make them 
feel better right away and start healing their intestines, 
which can take more than a year to normalize. 
Unfortunately, even a short time on a gluten-free diet 
can lead to inconclusive biopsy results, which means 
patients might need to restart eating gluten to confirm 
diagnosis. That’s why Dr. Price recommends patients 
see a gastroenterologist for diagnosis before making 
dietary changes. 

For those cases with inconclusive results, another 
option can be genetic testing of human leukocyte 
antigen (HLA) DQ2/DQ8 to rule out celiac disease, which 
can point to another less understood condition: NCGS. 

An occasional slice of cake
Even if a patient’s celiac serology comes back negative 
for celiac disease proper, a borderline elevation of 
antibody levels can be a clue of a lower level reaction to 
gluten, or non-celiac gluten sensitivity (NCGS).2

While patients with NCGS experience symptoms related 
to eating gluten-containing foods, they aren’t at risk for 
intestinal damage, malabsorption or cancer. That means 
they can make decisions about if or how often they eat 
food that might taste delicious—like a slice of cake—
but will give them symptoms. And unlike celiac 
disease, the symptoms will resolve after the food is 
out of their system.

More research is needed to understand the mechanisms 
of NCGS, but a 2020 study points to a connection with 
autoimmune diseases in 25% of patients.3

The larger immune system question
Many patients with irritable bowel syndrome (IBS) have 
reported that cutting or limiting gluten in their diet 
improves symptoms, but with no link to celiac disease, 
the reason was unclear. A 2021 study has found that 
for patients with IBS and elevated levels of anti- 
gliadin antibodies, following a gluten-free diet led 
to a reduction in diarrhea and abdominal pain.4 

Even patients who didn’t follow the diet strictly felt 
better over the course of the four-week period. 

Other immune-system related conditions like 
eosinophilic esophagitis, where the esophagus 
becomes inflamed from a buildup of white blood cells, 
have also been linked with eating gluten or wheat 
without a specific mechanism or cause.

It’s not clear if gluten is at the heart of all these 
immune conditions, or just one potential trigger 
for the start of the immune response. It’s even been 
questioned whether gluten is the culprit at all, 
or whether some other unknown part of wheat 
could be escaping our notice. 

For those with no known gluten-related condition, 
eating whole grains remains an important part of a 
healthy, high-fiber diet. While fad diets may eliminate 
wheat, Dr. Price doesn’t recommend making that 
change without medical advice. Gastroenterology 
nutrition educator Katharie Kong, RD, agrees, “It’s hard 
to achieve optimal nutrition or establish a healthy 
relationship with eating when you have some form of 
restriction in the diet that might not be necessary.” 

Katharie works with patients to make a plan that takes 
into consideration their medical data, history, lifestyle 
and preferences and she also offers counseling and 
education on the transition to new, healthier diets. 
It’s not enough to just cut gluten without finding healthy 
replacements. “It can be detrimental to health 
if whole grain is replaced with excessive animal protein 
or gluten-free empty calorie foods,” she says.

And because whole grains can be such a beneficial 
part of a high-fiber diet, trials are underway testing 
enzymes like endopeptidase and endoprotease that 
could allow patients with celiac disease to safely 
eat whole grains, as well as larazotide acetate which 
reduces intestinal permeability to stop the immune 
response.

Leslie Price, M.D.
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Gluden: Friend or foe? (continued)

(continued on page 6)

GLUTEN FRIEND OR FOE —  
THE PATH TO DIAGNOSIS

• Patient expresses concern about gluten

• Celiac serology blood test

• If positive blood test: Upper endoscopy with 
biopsy

• If inconclusive results: Genetic testing of human 
leukocyte antigen (HLA) DQ2/DQ8

1  Jones AL. The Gluten-Free Diet: Fad or Necessity?. Diabetes Spectr. 2017;30(2):118-123. 
doi:10.2337/ds16-0022

2  Leonard MM, Sapone A, Catassi C, et al. Celiac Disease and Nonceliac Gluten 
Sensitivity: A Review. JAMA. 2017;318(7):647–656. 

3  Mansueto P, Soresi M, Candore G, et al. Autoimmunity Features in Patients With Non-
Celiac Wheat Sensitivity. Am J Gastroenterol. 2021 May 1;116(5):1015-1023.

4  Pinto-Sanchez MI, Nardelli A, Borojevic R, et al. Gluten-Free Diet Reduces Symptoms, 
Particularly Diarrhea, in Patients With Irritable Bowel Syndrome and Antigliadin IgG. 
Clin Gastroenterol Hepatol. 2021;19(11):2343-2352.e8.

Here for your patients
While there are still many unresolved questions around 
how gluten is implicated in immune-related conditions 
beyond celiac disease like NCGS, IBS and eosinophilic 
esophagitis, our GI specialists and dietitians help 
patients make the right decisions about what they 
should and shouldn’t eat for the healthiest diet and 
healthiest life possible.

Gluten friend or foe — beginning steps in diagnosis 
and treatment

1.   If there is concern for gluten allergy or sensitivity, 
get a blood test.

2.   GI referral for EGD with biopsy is required to confirm 
celiac disease.

3.   Nutritional counseling is beneficial to ensure a 
balanced diet.  

Eosinophilic esophagitis: 
Once thought rare, EoE is increasingly common

Eosinophilic esophagitis (EoE) is a chronic immune 
disorder resulting in inflammation and damage to the 
esophagus. In EoE, the presence of eosinophils is often 
associated with difficulty swallowing.  

EoE was once considered a rare disease, but it is 
growing in prevalence along with asthma and allergies. 
Dr. Talya Miller, a pediatric gastroenterologist at 
Swedish, says she adds about one new case of EoE 
a week to her practice through referral or diagnosis. 
In the U.S., about one person in every 2,000 has EoE, 
and rates are even higher in other developed nations. 
According to a 2014 epidemiological study, EoE appears 
in 12–23% of U.S. patients undergoing endoscopy for 
dysphagia. A large 2015 Swiss study found that males 
are nearly three times more likely than females to 
develop EoE.

IN BRIEF
• Patients with difficulty swallowing may have EoE.

• Diagnosis of EoE requires upper endoscopy 
with biopsy.

• Patients may find relief using elimination diets, 
steroids, PPIs, biologics or dilation.

Presentation
EoE may present differently in adults than in children. 
Because young children may have difficulty articulating 
what they are feeling, parents often say their child is a  
“picky eater” before the child is diagnosed, says Miller. 
She adds that children with EoE might avoid certain 
foods or textures or drink a lot of fluids in an attempt 
to push food down. 

Miller suspects that EoE originates in childhood 
in many cases. “As we probe more into adult EoE 
diagnoses, many have had chronic symptoms from 
childhood. They may have self-managed their 
symptoms for decades, and only as adults did their 
symptoms become so severe they sought care,” she 
says. Miller says some self-management methods 
include dietary modifications, excessive chewing, and 
increased drinking during meals. As a result of long-
term inflammation, strictures, the fibrous bands that 
narrow the esophagus, are more common in adult EoE 
patients than children. 

https://dx.doi.org/10.1016%2Fj.gtc.2014.02.002
https://doi.org/10.1111/all.12733
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Eosinophilic esophagitis: Once thought rare, EoE is increasing common 
(continued)

(continued on page 7

Risk factors
While food allergy plays a role in developing EoE, 
the molecular pathway differs from food allergies 
that lead to anaphylaxis. “We don’t understand all the 
triggers that lead to EoE. We know there’s a genetic 
predisposition. But environmental interactions play 
a large role in deciding who develops the disease,” 
says Miller. Dairy is among the most common of the 
known dietary triggers of EoE; studies find that up to 
50 percent of patients respond to dairy elimination.

Other risk factors for EoE include living in a dry or cold 
climate, pollen season, being male, environmental 
allergies, asthma, atopic dermatitis, and chronic 
respiratory diseases. 

Diagnosis
A specialist diagnoses EoE using upper endoscopy, 
including a biopsy of the esophagus. Physicians 
may also order blood tests to look for allergic 
reactions, excessive eosinophil counts or excessive 
immunoglobulin E counts. Unfortunately, says Miller, 
although food allergy tests perform well in predicting 
anaphylaxis, we do not have food allergy tests that 
indicate which foods trigger an individual patient’s EoE.

One of the challenges in diagnosing EoE is the “guess 
and test” approach, which means re-checking with an 
upper endoscopy each time patients try a new therapy 
or give up an additional food. Repeated endoscopies are 
expensive, uncomfortable and can provoke anxiety. 

“I think we might be underestimating the stress or 
anxiety caused by repeated endoscopies. It is a unique 
stressor for young kids. Finding noninvasive options to 
monitor their disease would be particularly impactful,” 
says Miller.

Fortunately, physicians at Swedish are anticipating 
some new noninvasive EoE tests. One is the string test, 
in which a patient swallows a string, allows it to sit 
in the esophagus and then the provider pulls it back 
out. This test can measure increases or decreases in 
esophageal inflammation, marked by the concentration 
of cytokines (an inflammatory protein that eosinophils 
release). A similar test involves a small sponge enclosed 
in a soluble capsule on a string. The sponge performs 
much the same function as the string test once its 
capsule dissolves. 

Miller notes that these noninvasive tests do not replace 
upper endoscopy entirely. “With endoscopy, we can 
survey the esophagus and say, ‘Is there narrowing of the 
esophagus? Is there fibrosis or scar tissue?’” Of course, 
a string can’t answer those questions. But it can reveal 
whether elimination diets are helping.

Disease management
Once diagnosed, EoE can be managed with medication or 
elimination diets to remove food triggers from the diet. 
“If we put a patient on a diet that’s just a hydrolyzed 
formula, meaning no actual food proteins recognizable 
to your immune system, almost everybody will respond. 
And the EoE will go away. So we know that food protein in 
some capacity is driving the inflammation,” says Miller.

Elimination diets are usually terraced at one, two or six 
foods removed from the diet. Dairy, soy, egg and wheat 
are common triggers for EoE. Miller says it’s important 
to consider what’s feasible for patients and their families 
to forego. While about 70 percent of patients respond 
well to a six-food elimination diet, that diet can be 
challenging to maintain. If a patient can eliminate just 
one food, Miller usually starts with dairy. 

“It’s critical to look not just at the pathophysiology of the 
disease, but the impact on patients and their families. 
And in my mind, that’s equally important. So even if you 
had this amazing way of figuring out exactly the foods 
to avoid, it might not be right for a three-year-old to 
avoid ten foods for the next decade,” says Miller. 

“Dietary elimination is an amazing option if it means 
you can avoid medication. But being social, eating out, 
eating at the dinner table; there’s so much stress that 
goes into preparing or ordering meals when you have 
to avoid certain foods. We seem to underestimate how 
difficult that can be,” says Miller.

Some patients find relief from swallowing low-dose 
topical steroids. “It’s not risk-free; there are things that 
we monitor. But overall, these topical steroids are very 
safe, even in young growing children,” says Miller.

A mounting body of evidence indicates that proton pump 
inhibitors (PPIs) can help patients with EoE, distinct from 
their effect on acid production. “Our studies show that 
anywhere from 40 to 60 percent of EoE patients respond 
to PPI therapy, but we don’t have any way of predicting 
which patients will respond,” says Miller.

https://www.mayoclinic.org/diseases-conditions/eosinophilic-esophagitis/symptoms-causes/syc-20372197
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PROVIDER PROFILE: Talya Miller, M.D., MSHS

If the esophagus is constricted, another option is 
dilation, in which a specialist stretches the esophagus 
during endoscopy. Dilation is used more commonly 
for adults than children, as many adults present with 
a stricture. “No matter what medications or therapies 
you’ve offered them, even when all the eosinophils are 
gone and your therapies are working appropriately, 
patients may have accumulated scar tissue in their 
esophagus that needs to be addressed,” notes Miller.

Teamwork
A gastroenterologist treating a patient with EoE often 
teams with an allergist. “The allergist plays a critical role 
in thinking about atopic disease in general. Some of the 
comorbid conditions for EoE are asthma, allergic rhinitis 
and eczema, which are best addressed and evaluated 
by an allergist,” says Miller.  

Another key member of the team is a feeding therapist, 
who provides occupational therapy to EoE patients 
learning how to feel comfortable eating. “If you have 
spent years feeling uncomfortable eating, you have 
learned behaviors around how to eat. A feeding 
therapist helps kids feel more comfortable with eating, 
helps them expand their diet, expand the textures in 
their diet, and hopefully alleviate some of their anxiety 
around eating,” says Miller. 

Miller also encourages her patients to receive mental 
health support. “EoE is a chronic disease that impacts 
patients’ sense of community and their ability to engage 
with family and friends around meals. Having mental 
health support when you have any chronic disease is 
critical,” says Miller.  

Eosinophilic esophagitis: Once thought rare, EoE is increasing common 
(continued)

Talya Miller, M.D., MSHS

We are excited to introduce 
Talya Miller, M.D., MSHS, 
as a new pediatric 
gastroenterologist at 
Swedish. Dr. Miller is 
passionate about caring 
for children with 
gastrointestinal disorders 
and is committed to 
developing treatment and 
monitoring plans which 
optimize a child’s health- 
related quality of life. 
She believes in fostering 
a partnership between 
a patient, their family and 
their clinical care team, 

in order to develop a treatment plan most appropriate 
for each child. 

Dr. Miller is committed to bringing evidence-based 
care and innovative therapies to children with 

gastrointestinal disorders. Part of her focus is offering 
new diagnostic and management strategies for children 
with eosinophilic esophagitis and other eosinophilic 
gastrointestinal disorders. 

Dr. Miller completed both her pediatric residency 
and gastroenterology fellowship at Seattle Children’s 
Hospital/University of Washington. Dr. Miller also has 
advanced training as a health services researcher, 
completing a research fellowship and Master of Health 
Services at the University of Washington. As part of the 
Swedish Digestive Health Institute, Dr. Miller actively 
supports clinical trials in order to bring innovative 
therapies to pediatric patients in the Pacific Northwest. 
She is available for virtual patient visits and in-person 
at Swedish Pediatric Specialty in Seattle and Mill Creek.

Dr. Miller lives in Seattle with her husband and son. 
They love being outdoors, and are now learning to 
explore the Pacific Northwest a little bit differently 
with their toddler in tow.   



Call us at 855-411-MyGI (6944) or email 
digestivehealth@swedish.org.

 

RESEARCH FOCUS: Novo liver trial

In April 2022, the Liver Center at Swedish Gastroenterology 
will open enrollment for a multinational Phase 2 clinical trial 
for patients with non-alcoholic steatohepatitis (NASH).  
This trial is critical for these patients because there are 
no drug treatments currently approved for the treatment 
of NASH. It is also thought that combination treatment 
directed against multiple targets may result in better 
efficacy in NASH. 

This randomized study is being done using a combination 
of two medicines (called NNC0194-0499 and semaglutide). 
In addition, a combination of semaglutide and another 
weight-loss medicine called NNC0174-0833, will be 
evaluated as another treatment option for NASH. 
The primary endpoint will be reduction in liver fibrosis. 

Semaglutide is a well-known medicine, which is already 
used by doctors to treat type 2 diabetes. It also helps with 
weight loss and may reduce liver injury, and so prevent 
future liver complications. NNC0194-0499 is a new medicine 
which works in the liver. It works in a different way than 
semaglutide. The two medicines may work better together 
than on their own.

Patients who are suspected of having advanced fibrosis by 
non-invasive modalities will be screened but will require 
a liver biopsy prior to randomization. The main inclusion 
criteria are biopsy proven NASH with an NAS activity index 
of > 4 and a liver fibrosis stage greater than or equal to 2. 
Patients with compensated cirrhosis are eligible. 

Drs. Glen Lutchman and Nicolas Procaccini are the principal 
investigators at Swedish Gastroenterology. If you have 
patients with fatty liver who might benefit from this study, 
please contact Allison Everett (Allison.everett@swedish.org). 
Enrollment is scheduled to begin in April 2022.

Protocol title: Efficacy and safety investigation of 
NNC0194-0499 co-administered with semaglutide in 
subjects with non-alcoholic steatohepatitis: a dose-ranging, 
placebo-controlled trial 

Trial sponsor: Novo Nordisk

ClinicalTrials.gov identifier: NCT05016882

Study contact: Allison Everett 
(allison.everett@swedish.org)  

Glen Lutchman, M.D. Nicolas Procaccini, M.D.

mailto:Allison.everett@swedish.org

