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Abstract: This review provides a practical and comprehensive overview of non-pharmacological
interventions for metabolic-associated fatty liver disease (MASLD), focusing on dietary and exercise
strategies. It highlights the effectiveness of coffee consumption, intermittent fasting, and Mediter-
ranean and ketogenic diets in improving metabolic and liver health. The review emphasizes the
importance of combining aerobic and resistance training as a critical approach to reducing liver fat
and increasing insulin sensitivity. Additionally, it discusses the synergy between diet and exercise in
enhancing liver parameters and the role of gut microbiota in MASLD. The paper underscores the need
for a holistic, individualized approach, integrating diet, exercise, gut health, and patient motivation.
It also highlights the long-term benefits and minimal risks of lifestyle interventions compared to the
side effects of pharmacological and surgical options. The review calls for personalized treatment
strategies, continuous patient education, and further research to optimize therapeutic outcomes in
MASLD management.

Keywords: metabolic-associated fatty liver disease (MASLD); nonalcoholic fatty liver disease; coffee;
diet; ketogenic; intermittent fasting; resistance training

1. Introduction

Fat accumulation in the liver that was not explained by alcohol intake was for over
30 years labeled as “nonalcoholic fatty liver disease (NAFLD)”. The term “nonalcoholic fatty
liver disease (NAFLD)” was first introduced in 1986 by Schaner and Thaler [1]. However,
the term “nonalcoholic” has several significant limitations. First, defining a disease entity
by what it is not felt unsatisfactory. It implies complete abstinence from alcohol use, leaving
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a gray zone for patients who consume alcohol at moderate levels. It ignored that many
people may not have both alcohol-induced and metabolic disease; some felt the term “fatty”
was too stigmatizing.

In early 2020, a group of international experts led a consensus-driven effort to create a
more suitable name for the disease. Through a two-stage Delphi consensus process, they
proposed the term “metabolic dysfunction-associated fatty liver disease” (MASLD) [2,3].
Three years later, the term metabolic dysfunction-associated steatotic liver disease (MASLD)
has been proposed, and it can be diagnosed based on a patient meeting one of five car-
diovascular risk factors, unlike MAFLD, which required that patients met two of seven
parameters of metabolic dysfunction. Among them, patients who meet both MASLD and
alcohol-related fatty liver disease (ALD) criteria are categorized as having MetALD [4,5].

The definition of MASLD relies on the presence of hepatic steatosis and at least one
other condition, such as overweight/obesity, T2DM, or metabolic abnormalities, with no
additional exclusion criteria. These metabolic abnormalities include at least two of the
following: increased waist circumference, low high-density cholesterol (HDL-C), hyper-
triglyceridemia, arterial hypertension, insulin resistance, subclinical inflammation, and
prediabetes [1,2,6]. The term MASLD offers a comprehensive, non-stigmatizing portrayal
of the condition and moves away from an exclusionary diagnosis. The definition now man-
dates the presence of at least one cardiometabolic risk factor alongside hepatic steatosis [7].

MASLD is a multifactorial disease characterized by the accumulation of excess fat
(steatosis) in the liver, typically constituting 5% or more of the liver, as diagnosed through
liver imaging or biopsy. It is usually associated with metabolic risk factors, such as obesity
and type 2 diabetes (T2DM) while excluding excessive alcohol consumption (≥30 g per day
for men and ≥20 g per day for women) and other chronic liver diseases [1,8,9]. However,
MASLD without diabetes or obesity in lean individuals has been reported and is diagnosed
based on BMI: <25 kg/m2 for non-Asians and <23 kg/m2 for Asians. Those with “lean
MASLD” should be evaluated for comorbidities like type 2 diabetes [10]. Furthermore,
even for patients with “Lean MASLD”, the first line of treatment is lifestyle optimization,
including some weight loss. Although the term “steatotic liver disease” (SLD) may be
less stigmatizing than “fatty liver disease”, an emerging concern is that this might shift
focus from the body’s abundant fat and may complicate patient education, and needs to be
evaluated in the future.

Numerous factors are believed to play a role in the development and advancement of
MASLD. These factors encompass obesity, unhealthy dietary patterns, a sedentary lifestyle,
genetic and epigenetic influences, and environmental factors, as well as insulin resistance
and type 2 diabetes. Collectively, these elements contribute to hepatic insulin resistance,
elevated insulin levels (hyperinsulinemia), inflammation, oxidative stress, mitochondrial
dysfunction, an imbalance in pro-inflammatory cytokines, and the progression from steato-
sis to fibrosis [11]. Most individuals with MASLD rarely exhibit any noticeable symptoms;
however, some signs/symptoms may include fatigue, discomfort in the right upper quad-
rant of the abdomen, hepatomegaly (enlarged liver), acanthosis nigricans (a skin condition
characterized by dark patches), and lipomatosis [12].

The spectrum of MASLD spans from mild steatosis to steatohepatitis, progressing
to fibrosis and cirrhosis and eventual decompensation and hepatocellular carcinoma
(HCC) [12–14]. Not only is type 2 diabetes mellitus a risk factor for MASLD, but MASLD is
also a risk factor for developing type 2 diabetes cardiovascular disease (CVD) and kidney
disease [15]. The general risk of non-liver-related cancer seems to be increased with MASLD,
which may be related to insulin resistance. Importantly, MASLD serves as an independent
risk factor for both liver-related and overall mortality, underscoring the urgency of halting
the progression of this condition [11].

Lifestyle changes offer a promising therapeutic strategy for addressing MASLD.
Weight loss of at least 10% has been linked to the resolution of steatohepatitis and even the
reversal of fibrosis by at least one stage in some cases [11,13]. Even modest weight loss
(over 5%) has benefits in several aspects assessed in the MASLD activity score. For instance,
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a 5% decrease in BMI has been associated with a 25% reduction in liver fat, as measured by
magnetic resonance imaging (MRI) [16]. Complete correction of mildly elevated LFTs can
sometimes be achieved after a few weeks on a strictly hypocaloric diet. Dietary interven-
tions have been shown to improve MASLD, both with and without physical activity [16].
However, there is ongoing debate regarding the specific composition of the diet and di-
etary patterns. In contrast, when it comes to exercise interventions, there is consensus in
the literature that various exercise modalities and intensities are generally beneficial for
MASLD [17,18]. Exercise has consistently been demonstrated to reduce hepatic steatosis
and lower liver enzyme levels. This likely is the result of improved blood glucose control,
enhanced insulin sensitivity, and improved lipid profiles, whether employed alone or with
dietary changes [19].

This review aims to link the research evidence to practical applications in the manage-
ment of MASLD. We will explore the latest insights into the role of diet, exercise, pharma-
cology, and endoscopic/surgical interventions in preventing, facilitating, and potentially
reversing MASLD.

2. Epidemiology

MASLD has emerged as the most prevalent chronic liver disease worldwide in the
last 20 years, affecting an estimated 25% of the global population [3,15]. A meta-analysis
by Liu et al. estimated the global prevalence of MASLD in overweight/obese adults to be
approximately 50.7% (95% CI [46.9% to 54.4%]) [20]. Current estimates show that MASLD
affects 30% of the United States (US) population, 32% of the Middle Eastern population,
30% of the South American population, 27% of Asian populations (highest in East Asians),
24% of the European population, and 13% of the African population (Figure 1) [8,9]. In
the US, Hispanic Americans (45%) have a higher prevalence of MASLD than Caucasians
(33%), while African Americans (24%) have the lowest prevalence among all racial and
ethnic groups (Figure 1) [21]. Furthermore, among the Hispanic population, those of
Mexican heritage have the highest prevalence, while Dominican Republicans have the
lowest prevalence [8,22]. In the US, men are disproportionately affected, making up to 58%
of total MASLD cases [23]. At the same time, postmenopausal women display an increased
risk of severe fibrosis compared to men, which can probably partially be attributed to
the loss of the protective effects of estrogen against fibrogenesis [13]. However, why the
loss of a protective factor results in a more accelerated deterioration in men remains to be
elucidated. One potential explanation may be the lower muscle mass at similar BMIs.
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The prevalence of MASLD in children is 3–10%, but it can increase to 40–70% among
obese children [24]. In developed countries, MASLD affects 16.9–23.8% of boys and
16.2–22.6% of girls, while in developing countries, the prevalence is 8–12% in boys and
8–13% in girls [25]. It is diagnosed in 47.3–63.7% of individuals with T2DM and up to 80%
of those with obesity [26,27].

In the United States, the population affected by MASLD is anticipated to increase
from 83.1 million in 2015 (approximately 25% of the population) to 100.9 million by
2030 [22], which is more than 1 in 4 Americans (Figure 2). This scale also indicates that
non-pharmacological interventions will be important, as it is not sustainable to treat all
patients pharmacologically, specifically at current prices.
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Although MASLD is often associated with central obesity in North America and
Europe, affecting roughly 83% of obese patients, it is noteworthy that in Asia, a significant
percentage of individuals with MASLD have a body mass index (BMI) below [25], a
condition referred to as lean-NAFLD/MASLD [28–30]. It is essential to recognize that
the BMI cutoff for defining overweight in Asia (BMI > 23) is lower than that in North
America and Europe (BMI > 25) [19,22]. Notably, cirrhosis secondary to MASLD is the
second leading cause of liver transplantation in the Western world [1,9,13].
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3. Risk Factors

Several risk factors have been identified, which will be reviewed individually below.

3.1. Metabolic Syndrome

Metabolic syndrome (MetS) is a prominent and significant risk factor for developing
MASLD. MetS exhibits variable definitions but typically encompasses increased waist
circumference (a better indicator of obesity than BMI), hyperglycemia, dyslipidemia, and
systemic hypertension (HTN) [22,31]. The clustering of disease comorbidities manifesting
as MetS is by far the most characteristic feature of NAFLD, present in 36–67% of patients [32].
The relationship between MASLD and MetS features can be bidirectional, especially with
diabetes and HTN. In essence, not only does MetS heighten the risk of MASLD, but MASLD
may also exacerbate several features and comorbidities associated with MetS [22,27].

3.2. Type 2 Diabetes Mellitus

MASLD prevalence is high in individuals with impaired glucose tolerance and newly
diagnosed diabetes at the proportion of 43% to 62%, respectively [33]. In a prospective
study of 100 patients with type 2 diabetes, the incidence of hepatic steatosis was 49%,
suggesting this strong independent risk factor for MASLD [34]. Diabetes mellitus is
the most evident biological connection to the development of MASLD, with as many as
75% of individuals with type 2 diabetes also having MASLD [35]. Diabetes is not only
a common comorbidity of MASLD but also one of the determinants of the progression
of MASLD toward MASH, developing accelerated liver fibrosis and HCC [36]. There
is a higher prevalence of steatohepatitis and advanced fibrosis in individuals with both
diabetes and MASLD [37]. Type 2 diabetes promotes MASLD progression to cirrhosis
and elevates the risks of liver-related and all-cause mortality by two- to three-fold. In
a recent study involving 713 participants with biopsy-proven MASLD (48% with type 2
diabetes), it was shown that each 1% increase in mean glycated hemoglobin (HbA1c) in
the year preceding liver biopsy was independently associated with a 15% higher odds of
harboring more severe stages of liver fibrosis, highlighting the effect of glycemia on fibrosis
progression [38]. The relation between MASLD and NIDDM is bidirectional, with each
contributing to the development and progression of the other disease [39]. In large studies
of individuals without diabetes at inclusion, the presence of MASLD was associated with
an increased adjusted risk of 2.4–3.5 for developing diabetes [40].

3.3. Hypertension

Hypertension, especially systolic hypertension, is also an independent MASLD pre-
dictor [34]. A pioneering cohort study enrolling 1635 Nagasaki atomic bomb survivors
without MASLD at baseline reported that HTN significantly predicted the development
of ultrasound-diagnosed MASLD over a mean follow-up of 11.6 years [41,42]. Another
study examining the existence of a reciprocal causality between MASLD and MetS has
confirmed that MetS components predict the risk of incident MASLD, although with some
variability [41,43]. The Framingham Heart Study investigators showed that HTN and other
MetS components were all similarly associated with increased odds of incident MASLD,
independently of adiposity measures, over approximately six years of follow-up [41,44].
All these findings clearly suggest that HTN and probably pre-HTN play a role in MASLD
development. However, HTN appears to have a smaller effect on the risk of incident
MASLD than other MetS components [41,45]. In another study, 50% of patients with HTN
have MASLD [22], and MASLD has been associated with changes in arterial stiffness,
myocardial remodeling, kidney disease, and heart failure. HTN is strongly associated with
fibrosis progression [22].

3.4. Obesity

Obesity is nearly ubiquitous among patients with MASLD, as up to 75% of patients
who are overweight and 90–95% of patients with morbid obesity have MASLD. The dis-
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tribution of adiposity, specifically the presence of truncal obesity, is a more important
determinant of MASLD risk than body mass index (BMI) [32]. Although obesity is in-
timately associated with liver fat, not all patients with obesity develop metabolic fatty
liver disease. Current consensus suggests that the distribution and the overall health of
fat, rather than its amount, is likely the major determinant of disease risk. For example,
higher amounts of visceral relative to peripheral and subcutaneous adipose tissue are
associated with greater metabolic risk and are directly linked to liver inflammation and
fibrosis, independent of insulin resistance and hepatic steatosis [46]. In MASLD, a nor-
mal BMI but an obese waist circumference is associated with a higher risk of mortality
secondary to cardiovascular disease compared to those who are overweight by BMI but
have an average waist circumference [15]. For waist circumference, measurements greater
than 102 cm in Caucasian men and greater than 88 cm in Caucasian women, or greater
than 90 cm in Asian men and greater than 80 cm in Asian women, are often used as thresh-
olds to assess abdominal obesity [2]. Increased visceral adipose tissue leads to, among
numerous other deleterious effects, insulin resistance and subsequent hyperinsulinemia,
which increases circulating FFA, hepatic VLDL production, and gluconeogenesis. Visceral
adiposity also increases portal blood FFA that drains into the liver. The combination of
these mechanisms results in excessive hepatic steatosis. Progressive steatosis may result in
hepatocellular lipotoxicity through cellular and organelle oxidative stress; endoplasmic
reticulum stress and mitochondrial dysfunction drive reactive oxygen species production,
leading to hepatic ballooning, inflammation, and cell death through apoptosis, histological
hallmarks of MASH [47]. Obesity is associated with increased adipose tissue lipolysis and
secretion of inflammatory/fibrotic mediators that can reach the liver. In adipose tissue, the
accumulation of inflammatory and immune cells and alterations in their activities give rise
to chronic low-grade inflammation [13,48]. Ongoing inflammation plays a role in mediating
insulin resistance and the subsequent development of MASLD [13]. Obesity also causes
the secretion of adipokines (e.g., leptin, adiponectin) and hormones in the liver, which can
contribute to the progression of MASLD to MASH cirrhosis and HCC [36].

3.5. High Fructose Intake

Unlike glucose, fructose is predominantly metabolized in the liver through the action
of glucose transporter type-5 (GLUT 5). This metabolic pathway leads to the significant
production of acetyl-CoA after fructose uptake, bypassing glycolysis, the rate-limiting step
in acetyl-CoA generation [49]. Although some acetyl-CoA is utilized for ATP production,
the surplus is directed toward de novo lipogenesis, a proposed mechanism contributing to
the development of MASLD when fructose is consumed in excess [49]. Beyond its role in
lipogenesis, fructose also exerts hepatotoxic effects by directly generating reactive oxygen
species (ROS), contributing to hepatocellular damage through protein fructosylation [26].

3.6. Gut Microbiota

The gut–liver axis signifies the connection between gut microbiota and the liver,
facilitated by the portal vein, which transports substances from the gut to the liver and
reciprocally carries bile and antibodies from the liver to the intestine [50]. A crucial
determinant of health appears to be the mucosal barrier, formed by intestinal epithelial
cells, with its permeability and mucus composition influenced by gut microbiota and
immune cell presence. The elevated permeability of this intestinal mucosal barrier and
unfavorable alterations in gut microbiota composition are potential contributors to the onset
and progression of MASLD [50]. Dysfunctional gut microbiota leads to the generation
of PAMPs (pathogen-associated molecular patterns), while increased mucosal barrier
permeability results in heightened liver inflammation, contributing to the development
and progression of liver disease [1,13].
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3.7. Genetics

Presently, at least five distinct genetic variants are strongly linked with an increased
susceptibility to MASLD progression. These variants are in PNPLA3, TM6SF2, GCKR,
MBOAT7, and HSD17B13 genes [3]. Some of these genetic variations also elevate the risk
of developing T2DM, such as TM6SF2, TCFL2, and SREBF2, while others are associated
with obesity risk, like ADIPOQ and SH2B1 [3]. As an example, some of these variables
likely explain the increased risk of MASH and the related increased prevalence of fibrosis
among Hispanic Americans. Although previously all Hispanics were thought to be at risk,
more recent data suggest that origin also plays a role, wherein Hispanics of Mexican origin
have a prevalence rate of 33% and those of Puerto Rican and Dominican descent have
prevalence rates of 18% and 16%, respectively. These differences are attributable, in part,
to the difference in carriage of a single polymorphism in the PNPLA3 gene, which has a
higher relative frequency in Mexico. Other countries, such as Japan and South Korea, have a
higher relative frequency of the PNPLA3 risk allele [32]. Although African Americans have
high rates of metabolic syndrome, MASLD, particularly MASH, is less common in African
Americans compared with Caucasian and Hispanic populations. This is attributable, in
part, to lower carriage rates of PNPLA3; however, differences in adipose tissue distribution
also play a role [32]. These genes play roles in insulin resistance, glucose regulation, and
lipid balance, suggesting shared mechanisms between MASLD, T2DM, and obesity in their
pathogenesis [3]. The most well-known is a single-nucleotide polymorphism in the PNPLA3
gene, responsible for regulating hepatocyte lipid droplet breakdown. This genetic variant,
PNPLA3-I148M, is strongly linked to steatohepatitis and resists expected degradation,
accumulating on lipid droplets and impeding lipolysis. Notably, the risk of steatohepatitis
associated with this variant is highest when coupled with excess body fat, highlighting the
combined impact of genetic and environmental factors on the disease [22,51]. Although
these genetic advancements have increased our understanding of the pathogenesis of
MASLD and may account in some part for the so-called “lean” MASLD patients, testing
for these genetic variants is currently still not advocated in routine clinical practice [32], as
none would currently change management of the disease. This may change in the future if
the effectiveness of some treatments depends on underlying genetics. For example, IL28B
is an interferon-based therapy for hepatitis C [52] but not for hepatitis B [53], where the
HBV genotype plays a role [54].

3.8. Aging

Recent literature reinforces the notion that aging, particularly biological age, plays a
pivotal role in the progression of metabolic-associated fatty liver disease (MASLD) [55].
Older age is seen to potentially accelerate the rate of MASLD progression, a phenomenon
likely linked to the progressive tissue degeneration that accompanies the aging process.
This effect is more profoundly influenced by biological age rather than chronological age,
underscoring the significance of epigenetic factors [56]. Epigenetics involves a dynamic
maintenance system that regulates gene activity (phenotype) without altering the DNA
code itself. The interaction between aging and epigenetics is crucial in understanding the
progression of MASLD. It highlights how age-related changes in the epigenome, often man-
ifested as altered DNA methylation patterns and epigenetic noise, contribute significantly
to disease severity. These epigenetic alterations not only reflect the cumulative impact of
an individual’s lifestyle and environmental exposures but also determine how effectively
the body can respond to the stresses imposed by aging and disease processes.

4. Pathophysiology of MASLD

MASLD has various proposed pathophysiological mechanisms described, with four
main mechanisms that contribute to the accumulation of triglycerides in the liver, including
de novo lipogenesis, increase in the uptake of fatty acids, triglyceride secretion, and
oxidation of fatty acids (Figure 3).
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4.1. Hepatic De Novo Lipogenesis (DNL)

De Novo Lipogenesis (DNL) is a process where our cells turn extra carbohydrates,
mainly glucose, into fatty acids [19] (Figure 1). This process is especially important when
we talk about obesity and MASLD. Studies have shown that in obese people with MASLD,
DNL is responsible for about 20–30% of the fat that accumulates in the liver [57,58]. One key
reason for this is insulin resistance, often seen in obesity. Insulin usually helps to control
how much fat is broken down in our bodies. However, when insulin resistance occurs, this
control is lost, leading to more fat being released into the bloodstream [14]. This excess
fat ends up being stored in the liver, contributing to MASLD [9,59]. Interestingly, not all
carbohydrates have the same impact on DNL. Fructose, for example, is more effective, and
therefore deleterious, than glucose at triggering this fat-making process [60,61]. Besides
carbohydrates, amino acids, and short-chain fatty acids also contribute to DNL. Three
enzymes—acetyl-CoA carboxylase (ACC), fatty acid synthase (FAS), and stearoyl-CoA
desaturase-1 (SCD1)—are crucial for this process. ACC starts by converting one molecule
into another, which FAS then turns into a type of fatty acid. SCD1 adds the finishing touches
by modifying these fatty acids [48]. These enzymes are controlled by “master switches”
called SREBP-1c and ChREBP [9,48]. When insulin resistance happens, it activates SREBP-
1c, which in turn ramps up DNL in liver cells [62] (Figure 4).

4.2. Fatty Acid Oxidation

Fatty acid oxidation (FAO) in cells generally matches plasma-free fatty acids (FFAs)
levels [63]. FFAs, acquired from the bloodstream or released through cellular processes,
are mainly oxidized in mitochondria, peroxisomes, and microsomes, primarily handling
very long-chain, branched-chain, and unsaturated fatty acids [14]. The status of hepatic
FAO in MASLD remains uncertain due to contradictory findings and a lack of in vivo
measurement of mitochondrial oxidation. Indirect indicators, such as plasma ketone body
concentrations, suggest that FAO in the liver may either increase or decrease in MASLD.
Significantly, the liver tissue in patients with steatotic liver disease unequivocally exhibits
decreased activities in all mitochondrial respiratory chain complexes [60].
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The transport of fatty acids into mitochondria is contingent on carnitine palmitoyl-
transferase 1 (CPT1), an enzyme located in the outer mitochondrial membrane. A key
controller of CPT1 activity is the peroxisome proliferator-activated receptor-α (PPARα).
When PPARα is activated, it stimulates the transcription of genes involved in fatty acid
oxidation within mitochondria (such as CPT1), peroxisomes (including acyl-CoA oxidase or
ACOX), and cytochromes (like the Cyp4A family) [48]. When peroxisomal enzymes (such
as acyl-coenzyme A oxidase or peroxisomal biogenesis factor 11α) are deficient, peroxiso-
mal β-oxidation is impaired, increasing lipid accumulation and exacerbating hepatocyte
damage [48]. This highlights the crucial role of peroxisomes in lipid metabolism in the
context of MASLD. In the case of microsomal ω-oxidation, an excess of hepatic fatty acids
serves as both a substrate and an inducer of cytochrome P-450 enzymes in microsomes.
Hence, these organelles and mitochondria play a significant role in generating reactive
oxygen species (ROS) [14].
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4.3. VLDL Excretion

VLDL consists of a triglyceride-rich core surrounded by phospholipids and proteins
like apolipoprotein B-100, aiding in its function. Interestingly, most of the triglycerides in
VLDL come from external sources, not de novo lipogenesis. In patients with steatohep-
atitis, impaired apolipoprotein B-100 synthesis may be linked to elevated free fatty acids,
disrupted redox balance, hyperinsulinemia, and reduced expression, leading to liver lipid
accumulation [14].

In MASLD, there is an increase in the release of triglyceride-enriched lipoproteins
from the liver; however, there is much higher fat buildup within hepatocytes. Patients
with steatohepatitis, in particular, experience reduced synthesis and export of lipopro-
teins, implying a limited ability to remove VLDL particles, possibly due to hepatocyte
impairment [14]. Additionally, patients with MASLD produce increased small, dense LDL
particles, which are associated with an increased risk of cardiovascular disease.
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4.4. Role of Insulin Resistance

Insulin resistance denotes an impaired response of target tissues when exposed to
insulin. The underlying cause of this anomaly is multifactorial, stemming from various
factors that collectively contribute to this metabolic abnormality. These factors include
alterations in the number or malfunction of insulin receptors, deficiencies in the insulin
signaling pathway, suppression of the pathway by inhibitors, and the presence of a pro-
inflammatory internal environment [14]. There is also a hypothesis suggesting that fatty
acids may induce IR by promoting abnormal lipid accumulation in muscles and the liver
due to altered metabolism [31].

Insulin resistance plays a pivotal role in the pathophysiology of MASLD. Under nor-
mal circumstances, pancreatic beta cells release insulin primarily in response to circulating
glucose levels. Insulin exerts its effects on various metabolic tissues, such as adipose tissue,
by promoting the esterification of fatty acids and their storage into lipid droplets while
simultaneously inhibiting the process of lipolysis [8,22]. Within hepatocytes, insulin has
three primary functions: promoting glycogen storage, inhibiting gluconeogenesis, and
activating key regulators of de novo lipogenesis. In individuals with MASLD, the develop-
ment of insulin resistance leads to several consequences: (1) heightened adipocyte lipolysis,
resulting in increased circulation of free fatty acids available for subsequent hepatic uptake;
(2) reduced hepatic glycogen storage; and (3) an elevated level of gluconeogenesis [8,64].

When insulin resistance occurs, it triggers the inhibition of lipolysis in adipose tis-
sue, leading to an increased breakdown of stored triglycerides within AT and a higher
release of FFAs into the bloodstream. These circulating FFAs subsequently activate the
pro-inflammatory nuclear factor kappa-light-chain-enhancer of activated B cells (NF-κB)
pathway in the liver, ultimately resulting in lipotoxicity.

4.5. Inflammatory Pathways

Liver inflammation is governed by the equilibrium between pro-inflammatory M1
Kupffer cells (KCs) and anti-inflammatory M2 KCs. The liver is constantly exposed to
various substances, such as nutrients and products from gut bacteria, which are transported
through the portal circulation and cleared by KCs [19]. A prolonged high-fat diet can
increase the number of KCs displaying a pro-inflammatory M1 phenotype [27]. KCs are
responsible for producing a range of inflammatory cytokines, including TNF-α, IL-1β,
IL-6, IL-12, and IL-18, and chemokines [19,27]. Saturated fatty acids have been observed
to encourage the M1 polarization of KCs, whereas omega-3 polyunsaturated fatty acids
(PUFAs) shift KCs towards the M2 phenotype. This shift was linked to the activation of the
NF-κB and PPAR-γ signaling pathways, respectively. Steatohepatitis is distinguished by
the significant enlargement and clustering of KCs in the perivenular regions, accompanied
by the presence of scattered large fat vacuoles within these KCs [27].

Inflammation is incited through two primary pathways: the IκB kinase-b (IKKb)
pathway and the JUN N-terminal kinase (JNK) pathway. Individuals with T2DM typ-
ically exhibit elevated levels of pro-inflammatory molecules in their serum, including
interleukin-1b (IL-1b), IL-6, tumor necrosis factor (TNF)-alpha, and C-reactive protein
(CRP), compared to those without T2DM. These inflammatory mediators activate the IKKb
and JNK pathways, exacerbating insulin resistance. The downstream transcription fac-
tor nuclear factor-kB (NF-kB) further amplifies the expression of these pro-inflammatory
cytokines [3].

4.6. Lipotoxicity

In MASLD, excess FFAs overwhelm the liver’s metabolic capacity, impairing beta-
oxidation and mitochondrial dysfunction. These surplus FFAs can be converted into
triglycerides, stored as lipid droplets, and partly released into the bloodstream as very
low-density lipoproteins. Excessive FFAs can serve as substrates for generating lipotoxic
lipid molecules such as ceramides and diacylglycerols. These lipotoxins induce stress in
hepatocytes and, along with the free pool of hepatic fatty acids, contribute to mitochondrial
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dysfunction and endoplasmic reticulum stress. They also activate NADPH oxidase (NOX),
an enzyme complex that generates superoxide free radicals, a major source of cellular
ROS. These processes lead to increased production of ROS, including O2−, H2O2, malondi-
aldehyde (MDA), and 4-hydroxy-2-nonenal (4-HNE). Elevated ROS levels modify insulin
and innate immune signaling and affect the expression and activity of crucial enzymes
involved in lipid regulation. Together, these effects result in redox-dependent dysregula-
tion of hepatic lipid metabolism observed in MASLD. Excessive and dysregulated ROS
production within the mitochondrial matrix may damage constituent structures, including
the mitochondrial membrane mitochondrial DNA (mtDNA). It may induce pro-apoptotic
pathways, including mitochondrial autophagy, a process also known as mitophagy [65].

It is important to note that lipotoxicity does not arise from a single pathway but rather
from the combined effects of FFAs, triglycerides (TGs), bile acids (BAs), free cholesterol, ce-
ramides, and lysophosphatidylcholines [31]. Lipotoxicity further impairs insulin signaling,
causes oxidative damage, and promotes inflammation and fibrosis through several mecha-
nisms. These downstream effects are thought to be responsible for the progression from
steatosis to steatohepatitis and the development of fibrosis and hepatocellular carcinoma in
MASLD [8]. Phosphorylation of c-Jun N-terminal kinases (JNKs) in adipocytes disrupts
post-receptor insulin signaling, particularly during inflammation. Consequently, inflamma-
tory and metabolic processes within adipose tissue can contribute to the development of
steatohepatitis, making them potential targets for therapy [22].

4.7. Endoplasmic Reticulum (ER) Stress

ER stress initiates a protective response aimed at restoring protein balance by trigger-
ing the unfolded protein response (UPR) pathway through three transmembrane sensor
proteins: inositol-requiring enzyme 1a (IRE1a), double-stranded RNA-dependent protein
kinase (PKR)-like ER kinase (PERK) and activating transcription factor 6 (ATF6) [66]. Under
typical circumstances, these molecules are bound to glucose-regulated protein 78 (GRP78),
maintaining them inactive. However, when ER stress occurs, these pathways can become
active as they dissociate from GRP78, influencing various downstream events that ulti-
mately result in cell death. The ER membrane primarily comprises a limited amount of
cholesterol and complex sphingolipids. This loose arrangement of lipids in the ER mem-
brane facilitates the production of new lipids and the transport of proteins. ER stress mainly
impacts the metabolic pathway of lipogenesis [9].

ER stress induces apoptosis through three sensor dimers and autophosphorylation.
The phosphorylation of eukaryotic initiation factor 2α (eIF2α) by PERK temporarily reduces
translation but activates transcription factor 4 (ATF4) for selective translation. ATF4 func-
tions as a transcription factor and promotes the expression of CCAAT-enhancer-binding
homologous protein (CHOP) associated with apoptosis. CHOP also serves as a substrate
for ATF6. Additionally, ATF6 upregulates the X-box binding protein-1 (XBP1) expression,
which mediates inflammatory responses through the JNK signaling pathway. IRE1 acti-
vates tumor necrosis factor (TNF) receptor-associated factor 2 (TRAF2) and JNK, promoting
apoptosis. Multiple studies have shown that the IRE1 pathway can activate JNK via its
kinase structural domain, increasing pro-inflammatory mediators’ expression. Activation
of IRE1 results in the splicing of XBP1, a key transcription factor regulating genes involved
in adaptive UPR. These findings suggest that ER stress contributes to the progression of
steatosis to steatohepatitis [9,66].

4.8. Inflammasome

Inflammasomes are cytoplasmic multi-protein complexes triggered by external pathogen-
associated molecular patterns (PAMPs) such as lipopolysaccharides and internal host
damage-associated molecular patterns (DAMPs). DAMPs, released when hepatocytes
die, can enhance inflammation by activating pattern recognition receptors on KCs and
attracting inflammatory cells such as monocytes and neutrophils [59,66]. Recruited mono-
cytes, known as LY6Chi monocytes, express high levels of lymphocyte antigen 6C. These
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monocytes differentiate into M1-type macrophages, which contribute to inflammation by
releasing cytokines and ROS. Certain cytokines, such as transforming growth factor-b, can
also directly affect hepatic stellate cells (HSCs). This can lead to the transformation of HSCs
into myofibroblasts, promoting fibrogenesis. Various types of macrophages are involved
in the resolution of inflammation. These are often referred to as alternatively activated
macrophages or M2-type macrophages. They can counteract the pro-inflammatory envi-
ronment and contribute to tissue repair. However, they can also promote fibrotic changes
in the liver that are part of the development of steatohepatitis [59]. The ligand membrane
receptors activate a complex intracellular cascade that produces many cytokines, including
IL-18 and IL-1β, which have pro-inflammatory and profibrotic effects. The involvement of
TLR2, 4, and 9 has been shown in the MASLD/steatohepatitis model. IL-1β, IL-1α, and
IL-33 are pivotal in initiating the sequence of events that lead to steatohepatitis. IL-1β has
been shown to stimulate the production of TNF and IL-6 and promote the accumulation
of triglycerides and cholesterol by upregulating genes involved in their synthesis, such
as diacylglycerol-O-acyltransferase and PPARγ. Interestingly, IL-33 administration has
ameliorated steatosis but exacerbated certain aspects of steatohepatitis, including fibrosis.
Additionally, individuals with fibrosis have demonstrated elevated transcript levels of
IL-33 in the liver [66].

4.9. Mitochondrial Dysfunction

Mitochondria play a pivotal role in the regulation of hepatic lipid metabolism and
the management of oxidative stress. In liver tissues of patients with both alcohol-related
and non-related liver disorders, there are observable changes such as ultrastructural dam-
age to mitochondria, altered mitochondrial dynamics, reduced respiratory chain complex
activities, and a compromised capacity for adenosine triphosphate synthesis [67]. The bal-
ance shifts towards increased lipogenesis and reduced fatty acid β-oxidation, resulting in
triglyceride accumulation within hepatocytes. This imbalance, along with elevated reactive
oxygen species, contributes to insulin resistance in steatohepatitis patients. Mitochondrial
reactive oxygen species are also key in signaling metabolic pathways and any disruption
in these pathways can influence the onset and progression of chronic liver diseases. The
stress and damage to mitochondria are implicated in cellular death, fibrogenesis of the liver,
inflammation, and innate immune responses to viral infections. Therefore, mitochondrial
functions are entwined with the development of various chronic liver conditions, such as
nonalcoholic fatty liver disease, alcohol-associated liver disease, drug-induced liver injury,
and viral hepatitis B and C. This exposure hints at the potential therapeutic strategies target-
ing these mitochondrial processes [67]. The equilibrium between the oxidation and storage
of fat hinges on the type of fuel mitochondria utilize rather than their capacity to generate
ATP through respiration. Therefore, therapeutic approaches that modulate mitochondrial
fuel choice could be more effective for managing nonalcoholic fatty liver disease (NAFLD).
In parallel, it may be more beneficial to inhibit maladaptive antioxidant responses instead
of disrupting the normal mitochondrial hydrogen peroxide-driven signaling pathways,
preserving proper hepatic insulin signaling in NAFLD. Investigating the specific roles of
different antioxidant systems within subcellular compartments, as well as the distinct roles
played by various mitochondrial subpopulations, could unveil novel targets for NAFLD
treatment [68].

5. Importance of Diet in MASLD

Although no medications are currently approved specifically for the treatment of
metabolic-associated fatty liver disease (MASLD) and related cirrhosis, lifestyle modifica-
tions, including diet and physical activity, are widely accepted as foundational treatments
for NAFLD/NASH [69]. Despite being recognized as essential for addressing the NAFLD
epidemic, existing guidelines offer imprecise and broad directives for dietary and exercise
interventions for affected individuals [70].



J. Pers. Med. 2024, 14, 61 13 of 27

Several scientific associations (EASL-EASD–EASO 2016 [71], AASLD 2018 [72], ES-
PEN 2019 [73], and APASL 2020 [74]) emphasize the significance of weight loss—aiming
for a 7–10% reduction in body weight achieved by a hypocaloric diet (energy deficit of
500–1000 kcal/d) and/or PA (in order to promote a caloric deficit). Despite the consensus
on the objective of weight loss, the specifics of the recommendations vary across different
associations.

Weight loss is crucial in reversing MASLD. We discuss different dietary approaches
that target weight loss and improve liver health through a variety of mechanisms.

5.1. Intermittent Fasting

Intermittent fasting, a dietary approach alternating between fasting and fed states,
has demonstrated notable metabolic and health benefits, including insulin sensitivity [75],
weight loss, dyslipidemia, and improvements in hepatic health [76,77]. Common modes
include the 5:2 diet, moderate alternate-day fasting, time-restricted feeding, and religious
fasting practices [78]. Literature reviews and a recent pooled analysis with intermittent
fasting as the intervention suggests a significant decrease in body weight, BMI, waist-to-hip
ratio, total serum triglycerides, serum LDL cholesterol, and Homa–IR (a marker of insulin
resistance). Additionally, marked enhancements in liver health were evident through
improvements in liver enzymes, liver steatosis, and liver stiffness [78]. The outcomes of
some of these studies highlight the potential of intermittent fasting as a potential lifestyle
modification that may be of benefit in MASLD.

5.2. Mediterranean Diet

The Mediterranean diet primarily consists of plant-based foods such as fruit, vegeta-
bles, whole grains, legumes, seeds, nuts, and olive oil and advocates moderate consumption
of fish, dairy products, alcohol, and red meat limited to two servings per month [79,80].
This diet yields significant positive effects, including reductions in total cholesterol levels,
liver stiffness, and waist circumference [79,80]. Individual studies have also demonstrated
benefits such as reduced BMI, weight loss, improved liver enzyme profiles, and enhanced
insulin sensitivity [81,82]. Even though the recent meta-analysis of the relevant trials found
a reduction in liver stiffness and total cholesterol levels, there were no statistically signifi-
cant differences in improvement in liver enzymes and waist circumference between the
intervention group (on the Mediterranean diet) and the control group [83]. High saturated
fat, low fiber, and carbohydrate-rich diets have all been associated with MASLD risk, but
little direct evidence exists in humans [8].

5.3. Low-Carb and Low-Fat Diet

A very low-carbohydrate or ketogenic diet typically defines a carbohydrate intake ratio
to a total daily calorie intake of less than 10%. A 0–26% ratio is termed as low-carbohydrate,
and 26–45% is moderate carbohydrate intake. Importantly, a low carbohydrate intake
correlates with higher dietary fats. A 2019 pooled analysis comparing low-carb diets to
low-fat diets revealed significant health marker improvements, including reductions in
hepatic fat content (HFC), triglycerides (TG), high-density lipoprotein (HDL) levels, HbA1c,
and HOMA–IR [84]. However, no significant improvements in BMI, blood pressure, fasting
blood glucose (FBG), or C-reactive protein (CRP) levels were observed. A recent meta-
analysis pooling five studies failed to demonstrate differences in H-MRS measurements,
weight loss, intrahepatic fat levels, or liver enzyme levels such as AST and ALT [85].
Nonetheless, individual studies showed significant effects of both diets on MASLD com-
pared to a standard diet [86]. When comparing solely low-carbohydrate diet interventions
against normal diets, reductions in liver fat content were observed [87]. Subgroup analyses
further unveiled favorable effects of low-carb diets, especially regarding AST levels and
liver fat content. Additionally, Chai et al. indicate that low-carb diets were associated
with improvements in hepatic fat content, triglyceride levels, HDL levels, HbA1c, and
HOMA–IR compared to low-fat diets [88,89].
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5.4. Ketogenic Diet

MASLD is associated with disrupted lipid metabolism, often due to mitochondrial
dysfunction, which initiates a harmful cycle that exacerbates oxidative stress and triggers
inflammation, leading to the progressive loss of hepatocytes and advancing MASLD to its
more severe stages. A ketogenic diet, characterized by very low carbohydrate intake (less
than 30 g per day) that leads to “physiological ketosis,” has shown promise in mitigating
oxidative stress and improving mitochondrial function [90]. There has been evidence
provided by studies that show that the ketogenic diet (KD) can enhance metabolic health
and increase the population of γδ T cells within adipose tissue, which plays a critical
role in controlling blood sugar levels in the context of obesity. Consequently, the KD
is being considered to be a potential treatment for individuals with sarcopenic obesity
due to its beneficial impacts on visceral adipose tissue (VAT), adipose tissue regulation,
inflammatory markers including cytokines, blood biochemistry, gut microbiota, and overall
body composition [91].

Studies on obese patients associate this diet with significant improvements, including
reductions in AST, ALT, GGT levels, blood pressure, and changes in the lipid profile [92].
One meta-analysis in patients with MASLD revealed a substantial reduction in visceral
adipose tissue and liver steatosis with the very low-calorie ketogenic diet [92]. Other
studies have noted a significant reduction in liver fat within the ketogenic diet intervention
group [93–95]. Cunha et al. also found that the very low-calorie ketogenic diet significantly
decreased residual adipose tissue and liver steatosis compared to a low-calorie diet at a
2-month follow-up [96].

5.5. Caffeine Consumption

The mechanism through which caffeine exerts its protective effect is believed to be its
capacity to curb the accumulation of fat and collagen in the liver, which are key indicators
of liver disease progression. By diminishing liver inflammation and decelerating fibrosis,
caffeine from coffee serves to manage MASLD and significantly contributes to overall liver
health [97]. This positions regular coffee consumption as an advantageous dietary choice
for MASLD patients. Interestingly, there is no significant association between total caffeine
consumption and the prevalence of hepatic fibrosis of MASLD [97]. However, regular
coffee, distinct from other sources of caffeine like espresso or tea, has been specifically
associated with reductions in liver enzymes like GGT and ALT, signifying improved liver
function. These findings align with the broader notion that coffee, in its regular form,
offers unique benefits in the context of liver health, making it a valuable addition to dietary
strategies for managing MASLD.

6. Importance of Exercise in MASLD

Although there are few emerging drugs in play for MASLD treatment, such as GLP-1
agonists [98]. The widely adapted first-line treatment for MASLD remains weight loss
through portion control and exercise training [99]. In patients with MASLD, exercise
has been shown to dramatically reduce ALT, insulin resistance, and the grade of liver
steatosis [100–102].

Diminished muscle mass is linked with lower survival rates, prolonged hospital
stays, and increased mortality in cirrhotic patients [103]. Muscle function also has a
reciprocal relationship with MASLD. Studies have shown that individuals with reduced
muscle mass are at a heightened risk of developing MASLD, even when factors like insulin
resistance (IR) and inflammation are accounted for [104]. Skeletal muscle index (SMI) has a
converse relationship with markers such as HOMA–IR, hs-CRP, triglycerides, and overall
body fat percentage MASLD even after adjusting for potential confounding factors [104].
Another subsequent study showed a positive relationship between sarcopenia and MASLD
regardless of obesity or IR [105]. Furthermore, it was found that sarcopenic individuals
with MASLD are at an increased risk of advanced fibrosis, regardless of their obesity status,
IR, or liver enzyme levels [105]. A 1% increase in SMI can lower the risk of MASLD by 20%
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in men with type 2 diabetes, and handgrip strength has been inversely associated with the
presence of MASLD [106–108].

6.1. Aerobic Exercise

Aerobic exercise, such as moderate-intensity continuous running, cycling, or swim-
ming, has emerged as a promising intervention for individuals with MASLD. It is a low-cost
and accessible form of exercise that has demonstrated significant positive effects on various
metabolic parameters, with certain limitations in patients with cardiovascular disease and
the elderly [109]. Several clinical trials have shown that aerobic exercise can reduce body
mass, percentage of fat mass, and total fat mass [110,111]. A recent meta-analysis showed
improvement in lipid profiles, particularly in reducing LDL cholesterol levels, increasing
HDL levels, and reducing TG levels [112]. Furthermore, aerobic exercise has been shown
to increase adiponectin levels, which is crucial for mitigating the inflammatory processes
associated with obesity and liver disease [113].

6.2. Resistance Training

Resistance training involves lifting weights or using resistance equipment to target
specific muscle groups, typically the upper arms, abdomen, and legs. Although it may
require special equipment and supervision, resistance training has improved metabolic
parameters with less energy consumption, making it a safe option for individuals with poor
cardiopulmonary fitness [114]. Interestingly, it has a comparable effect to aerobic exercise
in slowing the progression of MASLD but with lower energy consumption [115]. One
notable outcome of resistance training is enhancing muscle mass, endurance, and strength.
Importantly, muscle mass has been shown to stimulate the release of interleukin-6 (IL-6),
which directly impacts glucose and lipid metabolism [116]. These findings underscore the
potential of resistance training in improving insulin sensitivity and lipid profiles among
individuals with MASLD.

6.3. Synergistic Effects of Aerobic and Resistance Exercises

Both aerobic and resistance exercises offer individual benefits. One meta-analysis
demonstrates the superiority of resistance exercise over aerobic exercise in effectively
reducing HFC and TG, improving metabolic syndrome, cardiovascular risk parameters,
and body fat [88]. In contrast, this analysis showed that aerobic exercise was better than
resistance exercise in BMI reduction [88]. Combining them in a concurrent exercise program
has demonstrated superior outcomes in terms of greater improvement in anthropometric
measures, a more effective reduction in LDL levels, and a more prominent increase in
adipokines levels for individuals with MASLD [116]. A recent meta-analysis of randomized
controlled trials shows that the synergistic effects of aerobic and resistance exercise resulted
in greater reductions in BMI, both in percentage and kilograms, and an increase in lean body
mass, essential for metabolic health. Significant improvement in lipid profiles, especially in
LDL cholesterol level, was noted with combined aerobic training and exercise training as
opposed to aerobic or resistance training alone [116].

6.4. Impact of Exercise on Liver Fat and Insulin Sensitivity

All types of exercise have been shown to reduce liver fat content when lasting more
than 20 weeks [117]. Also, prolonged exercise interventions of more than 24 weeks provided
better health benefits, including improvement in anthropometric indicators of adiposity
such as body mass index and fat percentage and mass and lean mass. Combining exercise
training has been shown to enhance the benefits by significantly reducing abdominal fat
content [88,116].

One systematic review and meta-analysis suggests that exercise training improves
glucose disposal compared to individuals not engaging in structured exercise. The study
revealed that improvement of insulin sensitivity occurs independently of weight loss,
although weight loss can further enhance the effect. However, there was no observed
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improvement in hepatic insulin sensitivity (related to the liver). The positive effects on
insulin action were consistent across age groups (including those over 60 years) and
individuals with type 2 diabetes. However, the modality of exercise, particularly aerobic
exercise, was a significant predictor of improved glucose disposal. The research found
that the cumulative effect of exercise was not dependent on exercise intensity or session
length. Adipose tissue insulin resistance index documented a decrease with aerobic exercise
training but was not altered by exercise intensity. Interestingly, glucose disposal was
enhanced when exercise interventions resulted in significant weight loss. The analysis
indicated that every 5% weight loss was associated with improved insulin sensitivity. It
was noted that the effects of weight loss on different organ systems vary depending on
the extent and duration of metabolic dysregulation. The effects of exercise on glucose
disposal primarily stem from skeletal muscle, and exercise did not significantly impact the
suppression of hepatic glucose production [118].

6.5. Combined Effects of Diet and Exercise

Lifestyle interventions are of paramount importance in the management of MASLD.
Clinical trials highlight the combined benefits of diet and exercise, leading to pronounced
improvements in weight management, metabolic indicators, and liver-specific parame-
ters [119]. Although diet and exercise alone have exhibited favorable outcomes, combina-
tion therapy offers a more potent solution for the challenges of MASLD.

Current literature reinforces the individual merits of aerobic exercise and diet in
diminishing alanine aminotransferase (ALT) levels. One study showed that exercise sig-
nificantly reduced ALT levels compared to standard physical activity and standard care
(−17.55 U/L and −4.94 U/L, respectively) (Figure 5) [120]. Yet, integrating diet and exer-
cise was markedly more effective in decreasing ALT levels (MD, −9.63 IU/L) than exercise
alone (MD, −7.59 IU/L) [117]. A subsequent meta-analysis affirmed that a combination of
diet and exercise significantly lowered ALT (mean decrease of 14.15 U/L) and AST (mean
decrease of 7.33 U/L) relative to the control group [120].
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Another study revealed that aerobic exercise led to a notable decline in intrahepatic
fat (IHF) (MD, −2.72%). This reduction was further amplified when dietary modifications
were introduced (MD, −6.61%) [117]. Another investigation revealed that while exercise
alone contributed to diminished insulin resistance and bolstered insulin sensitivity, a
combination of diet and exercise substantially reduced insulin resistance, as indexed by
HOMA–IR scores (MD, −1.99), with an average reduction of 2.07 [120]. With regards to
lipid profiles, interventions solely focusing on exercise yielded results akin to combined
efforts, elevating HDL levels while reducing triglyceride and LDL concentrations [117,120].

Regarding body weight, an aggregated analysis underscored that merging diet with
exercise significantly reduced body weight compared to merely educating about a healthy
lifestyle (average decline of 2.82 kg). Although standalone exercise did not markedly
decrease weight against the primary control group, it exhibited pronounced reductions
compared to routine physical activities and lifestyle education (average weight loss of 8.06
kg and 1.85 kg, respectively) [117,120]. Merging dietary adjustments with exercise results
in substantial improvements across diverse health markers for patients with MASLD.

7. Role of Gut Microbiota

The human gut microbiota exhibits a pronounced link to the liver, epitomized by
the “gut–liver axis” [121]. Dysbiosis, or imbalances in gut microbiota, can engender dis-
turbances in immune function, leading to liver disease. Given that the liver processes
signals from the gut in the guise of bacterial products, toxins, and antigens, it crucially
maintains a balance between immunity and tolerance, vital for its function [122]. Therefore,
the interplay between MASLD and gut microbiota has been scrutinized through probiotics.
Probiotics, beneficial microorganisms influencing the host by modulating intestinal mi-
crobiota and curbing intestinal inflammation, have been examined in several randomized
controlled trials [123–125]. Their collective analysis has revealed improvements in hepatic
inflammation, demonstrated by decreased ALT, AST, and GGT levels. Additionally, there
was a marked reduction in lipid profiles, including TG, LDL-C, and HDL-C, and notable
decreases in insulin, insulin resistance, BMI, TNF-alpha, and CRP levels. These findings
highlight a potentially important role of probiotics in the management of MASLD [126]. In
addition to this, recently, the combination of exercise and probiotics has also yielded effec-
tive improvement in the metabolism of MASLD patients, thus reaffirming the importance
of probiotics [127,128].

8. Psychological Aspects and Compliance

The correlation between body weight and MASLD emphasizes the critical need to
target obesity as a foundational element in MASLD treatment strategies [129]. The primary
management strategy for MASLD hinges on lifestyle modifications, encompassing dietary
adjustments and increased physical activity to foster weight loss [130].

Although intensive lifestyle modifications can aid weight loss, these strategies often
demand considerable time and resources. One of the main challenges in MASLD remains
the enduring alterations to lifestyle modifications. Guiding patients towards sustainable
changes, resulting in weight loss and maintaining an optimal weight, can significantly
enhance liver health [130]. To mitigate the risk of non-compliance and re-weight gain, it is
essential to develop robust patient support systems. These systems should include regular
follow-ups, patient education, and motivational interviewing, which are pivotal in fostering
lasting lifestyle changes. Furthermore, understanding the behavioral underpinnings that
contribute to non-adherence can inform personalized intervention strategies, therefore
enhancing the efficacy of MASLD treatment protocols.

Numerous psychological determinants influence eating patterns. Evidence suggests
the idea that one’s body weight is not exclusively a result of dietary choices. Instead, it
reflects their distinctive cognitive, emotional, and behavioral characteristics [131]. It is
crucial to identify the psychological and behavioral elements that encourage patients to
sustain their lifestyle modifications [129].
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The trans-theoretical model of behavior change posits that individuals navigate vari-
ous stages while endeavoring to alter their behavior: pre-contemplation, contemplation,
preparation, action, and maintenance. Progression through these stages is non-linear r;
individuals might oscillate between stages as they pursue behavioral change. Motivational
interviewing (MI) is a clinical technique devised to aid patients in discerning their intrinsic
motivation for positive changes and tackling their ambivalence. MI elucidates that tradi-
tional medical interactions, characterized by a top-down flow of advice, might render some
patients even more resistant to change [129]. In healthcare, an emphasis on understand-
ing the patient’s vantage point is indispensable. Rather than directive communication,
clinicians should prioritize dialogues, aiming to comprehend patient experiences. Such a
collaborative approach enhances the shared decision-making process concerning treatment
pathways [130].

MI’s efficacy in augmenting weight loss outcomes within structured weight man-
agement frameworks has been corroborated [129]. However, research elucidating the
adherence to exercise regimens post-MI still needs to be explored across diverse scenarios
and populations [132].

An evolution towards a collaborative team-based methodology is essential for the
holistic treatment of MASLD. Such an approach mandates the union of medical and
behavioral faculties, operating synergistically to deliver tailored care [129].

9. Special Populations
9.1. Prediabetics

Prediabetes represents an intermediate stage where blood sugar levels are elevated
(fasting plasma glucose levels from 100 to 125 mg/dL) but have not yet reached the diabetic
threshold. It shares underlying mechanisms with diabetes, but the degree of insulin
resistance is less pronounced. Importantly, prediabetes can potentially be reversed through
lifestyle changes [133]. It is typically characterized by HbA1c levels between 5.7% and
6.4% [133].

A pivotal factor in the development of MASLD is insulin resistance. This condition
arises from enhanced gluconeogenesis and glycogenolysis in the liver, reduced glucose
uptake in peripheral muscles leading to hyperglycemia, and increased insulin levels. Addi-
tionally, the upregulation of lipogenic factors and heightened hepatic lipogenesis further
drive the progression of MASLD [134]. MASLD is a robust and independent predictor
for prediabetes in the general adult populace. Hence, patients with MASLD should be
recognized as a high-risk group.

9.2. Children

Children with biopsy-proven hepatic steatosis are more likely to develop prediabetes
or type 2 diabetes than their counterparts without MASLD [135]. Notably, even after
accounting for age and BMI, girls with MASLD appear more predisposed to type 2 diabetes
than boys with the same condition [136]. Adults with MASLD also commonly exhibit
abnormal glucose regulation [136]. Regardless of age, individuals with MASLD and
abnormal glucose tolerance are more likely to progress to metabolic dysfunction-associated
steatohepatitis (MASH) than those with standard glucose tolerance [135–137].

9.3. Advanced Age

As individuals advance in age, the elderly undergo physiological changes, leading to
functional decline and frailty [138]. MASLD is prevalent among the elderly, and its liver and
non-liver-related complications are more pronounced than in younger individuals [139].
As MASLD is associated with numerous comorbidities in the elderly, intervention is imper-
ative. However, recommended lifestyle modifications, such as diet and exercise, might be
met with skepticism, particularly concerning the feasibility of increased physical activity.
Furthermore, when contemplating pharmacological treatments, it is crucial to balance risks
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and benefits, especially given the high incidence of comorbidities and polypharmacy in the
elderly [139].

10. Future Directions

Prior research on diet and exercise in the management of MASLD showed that lifestyle
changes were thought to be the most integral in altering the progression of the disease.
Insulin resistance and altered levels of glucose and lipid metabolism play a role in the pro-
gression of MASLD. There are many ongoing clinical trials for future treatment, including
ones that target these modes of progression. Currently, none are approved. Reprogramming
anti-diabetes and anti-obesity medication is a major treatment option. Multiple pathways
involving hepatic inflammation, fibrosis, and cell death are critically important targets for
therapy [140].

There are many pathways to target when treating MASLD. TGF-B1 plays a key role
in liver cell apoptosis, fibrosis, and liver inflammation. Peroxisome proliferator-activated
receptors are nuclear protein receptors that play a vital role in modulating fatty acid. There
are numerous other options when choosing to treat MASLD. Glucose metabolism, Kruppel-
like factors, insulin signaling pathways, wnt signaling pathways, p53 pathway with the
use of huh7 cells, vascular cell adhesion molecule 1, GLP-1 receptors [141].

Currently, PPAR has been used for T2DM, hyperlipidemia, metabolic syndrome, and
cardiovascular disease. Rosiglitazone, a medication used for type 2 diabetes, has shown
ample effects against steatosis, hepatocellular inflammation, ballooning degeneration, and
fibrosis. A recent clinical trial showed that lobeglitazone decreased steatosis and glycemic
control and controlled liver enzymes for liver damage [140]. Saroglitazar, another PPAR
agonist, can be used to reverse the progression of MASLD. In a double-blind study, 4 mg of
saroglitazar resulted in a significant reduction of ALT and LFCs compared to placebo at
week 4 and 16-week intervals. Additionally, markers of hepatocellular injury and fibrosis,
including CK18, ELF, LSM, and APRI, showed significant improvement following 16 weeks
of drug use. In a dose-dependent fashion, saroglitazar decreased VLDL-TG, LDL-TG,
HDL-TG/HDL-C ratio, along with decreasing the levels of several bile acids, which play a
key role in MASLD progression [142].

MiRNAs have roles in the early progression and development of MASLD. miR-21
can help obesogenic diet-induced steatosis and glucose intolerance as seen in multiple
studies with mice. Different miRNAs can modulate different pathways and help to decrease
steatosis and fibrosis in many patients. miRNA can be used as an early noninvasive marker
for early MASLD before progressing to HCC, cirrhosis, or fibrosis. miRNA can be used
additionally as a potentially noninvasive diagnostic marker for the progression of MASLD.
Early diagnosis of MASLD is key to preventing later irreversible fibrosis, cirrhosis, and
HCC. Once diagnosed using the marker, many modalities, such as PPAR, GLP-1, and KLF,
can be used to treat and prevent progression [141].

In current studies, it is still unclear if Vitamin E is beneficial long-term in the progres-
sion of MASLD. A recent meta-analysis reports nine randomized control trials involving
the efficacy of Vitamin E in current treatments [143]. Five were RCTs with adults, and 4
were done on children. Four out of five studies showed improvement in ALT levels. On the
other hand, only one of four RCTs showed Vitamin E as beneficial for children in improving
ALT levels. The study showed biochemical and histological improvement in adults with
Vitamin E as a treatment in the progression of MASLD. The study was limited in length as
more time would be needed to see if Vitamin E provides a long-term benefit [143].

Another study showed that Vitamin E was beneficial in the long and short term for
adult and pediatric patients, decreasing ALT and AST levels and slowing the progression
of MASLD [144]. The dose-dependent studies ranging from 1 dose to 1000 IU showed a
significant reduction in AST and ALT levels at a 6-month follow-up and pediatric liver func-
tion levels at a 12-month follow-up. Fibrosis score and fibrosis levels significantly dropped
after 24 months. The meta-analysis showed that for pediatric patients, the long-term effects
of Vitamin E were most beneficial, and for adult populations, the most promising patients
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were obese and between ages 18–50 with baseline AST over 50 and a dose of 400–800 IU
who are actively trying to lose weight [144].

The role of bariatric surgery in MASLD has rapidly expanded over the past decade.
Roux-en-Y gastric bypass (RYGB) and sleeve gastrectomy are the two most common
bariatric procedures worldwide. Unique modalities that are under study as additional
options include an intragastric balloon in patients with MASLD and advanced fibrosis,
which have shown a reduction in liver stiffness and FIB-4. IBG therapy was placed in
obese patients without signs of endoscopic portal hypertension for 6 months [145]. This
retrospective analysis showed that 6 months of silicon-made IGB can induce weight loss in
obese patients and improve fibrosis by decreasing liver stress. This modality is limited due
to side effects, including nausea and reflux symptoms, causing many patients to request
removal after some time despite anti-emetics and PPI treatments [145].

Duodenal mucosal resurfacing (DMR) is another novel endoscopic procedure aimed at
achieving metabolic effects by resurfacing the duodenum. It is hypothesized that mucosal
remodeling may reset duodenal enteroendocrine cells that have become diseased [146].
This is carried out endoscopically by placing a balloon into the duodenum and ablating
the submucosa with cold and hot water. The goal is to complete circumferential ablation
of the postpapillary duodenum. The first human study decreased A1C levels by 1.2%
in 39 patients at 6 months, with patients with a baseline A1C of 9.6%. In the European
cohort (DMR: n = 39; sham: n = 36), the modified intention-to-treat analysis showed that
the median HbA1c at 24 weeks post-procedure decreased by −6.6 (17.5) mmol/mol in the
DMR group compared with −3.3 (10.9) mmol/mol in the sham procedure group (p = 0.033).
In patients with baseline liver magnetic resonance imaging proton density fat fraction >5%
and baseline fasting plasma glucose (FPG) ≥10 mmol/L, there was an absolute reduction
of liver fat content by 7.6% in the DMR group compared with a 3.1% reduction in the sham
procedure group at 12 weeks (p = 0.001). DMR is a novel procedure that has very beneficial
effects on T2DM patients, but the studies regarding MASLD progression are limited but
promising [147].

A biliopancreatic diversion with a duodenal switch is a variant of BPD in which sleeve
gastrectomy (SG) is performed instead of horizontal gastrectomy. Patients who underwent
DS-SG alone were compared with those who received SG alone and the combination. At
1 year, the DS-SG group experienced 39 ± 13% EWL compared with 47 ± 19% EWL in
the SG group. The HbA1c level decreased by 10% and 19% in the SG and DS-SG groups,
respectively [146]. Another option is the “Incisionless Magnetic Anastomotic System”.
The IMAS (GI Windows) creates an anastomosis via incisionless magnetic compression.
The HbA1c level decreased from 6.6 ± 1.8% to 5.4 ± 0.5% [78]. The postprandial GLP-1
level increased at 2 months; however, longer-term results are needed to draw further
conclusions [146].

In the future, it would be beneficial to do a retrospective study combining the effect of
physical activity and a compound that would block the pathway of progression for fibrosis
or even in combination with an endoscopic procedure. The outlook is promising regarding
the multiple treatment options.

11. Conclusions

This comprehensive review of MASLD highlights the pathophysiology of the disease
along with the lifestyle modifications, pharmacology, and endoscopic/surgical modalities
that can be of benefit. With regard to dietary modifications, intermittent fasting, the Mediter-
ranean diet, low-carb/low-fat diet, high-protein diet, and ketogenic diet offer distinctive
benefits for MASLD patients. Exercise, spanning aerobic, resistance, and combined forms,
is an effective non-pharmacological option, substantially reducing liver fat, enhancing
insulin sensitivity, and mitigating other metabolic risk factors.

Clinically, the integrated effects of diet and exercise surpass singular interventions.
Notably, combined diet and exercise regimens, such as calorie-restricted Mediterranean di-
ets supplemented with physical activity, showcase pronounced reductions in liver-specific
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parameters and metabolic indicators. Moreover, the gut–liver axis and the potential of
probiotics emerge as new frontiers in clinical therapy, offering avenues to combat inflam-
mation and enhance liver health. Additionally, more effective pharmacologic options may
be available on the horizon for MASLD. Bariatric surgery may have benefits in MASLD,
and the emergence of endoscopic sleeve gastroplasty may present another viable option for
patients. Psychological perspectives highlight the importance of patient engagement and
motivation, with models such as motivational interviewing offering promise in ensuring
adherence to lifestyle changes.
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1. Drożdż, K.; Nabrdalik, K.; Hajzler, W.; Kwiendacz, H.; Gumprecht, J.; Lip, G.Y.H. Metabolic-Associated Fatty Liver Disease

(MAFLD), Diabetes, and Cardiovascular Disease: Associations with Fructose Metabolism and Gut Microbiota. Nutrients 2021, 14,
103. [CrossRef] [PubMed]

2. Gofton, C.; Upendran, Y.; Zheng, M.-H.; George, J. MAFLD: How is it different from NAFLD? Clin. Mol. Hepatol. 2023, 29,
S17–S31. [CrossRef] [PubMed]

3. Xian, Y.-X.; Weng, J.-P.; Xu, F. MAFLD vs. NAFLD: Shared features and potential changes in epidemiology, pathophysiology,
diagnosis, and pharmacotherapy. Chin. Med. J. 2020, 134, 8–19. [CrossRef] [PubMed]

4. De, A.; Bhagat, N.; Mehta, M.; Taneja, S.; Duseja, A. Metabolic dysfunction-associated steatotic liver disease (MASLD) definition
is better than MAFLD criteria for lean patients with NAFLD. J. Hepatol. 2023. [CrossRef] [PubMed]

5. Chen, L.; Tao, X.; Zeng, M.; Mi, Y.; Xu, L. Clinical and histological features under different nomenclatures of fatty liver disease:
NAFLD, MAFLD, MASLD and MetALD. J. Hepatol. 2023. [CrossRef] [PubMed]

6. Sakurai, Y.; Kubota, N.; Yamauchi, T.; Kadowaki, T. Role of Insulin Resistance in MAFLD. Int. J. Mol. Sci. 2021, 22, 4156. [CrossRef]
[PubMed]

7. Rinella, M.E.; Lazarus, J.V.; Ratziu, V.; Francque, S.M.; Sanyal, A.J.; Kanwal, F.; Romero, D.; Abdelmalek, M.F.; Anstee, Q.M.; Arab,
J.P.; et al. A multisociety Delphi consensus statement on new fatty liver disease nomenclature. J. Hepatol. 2023, 79. [CrossRef]

8. Carr, R.M.; Oranu, A.; Khungar, V. Nonalcoholic Fatty Liver Disease: Pathophysiology and Management. Gastroenterol. Clin. N.
Am. 2016, 45, 639–652. [CrossRef]

9. Guo, X.; Yin, X.; Liu, Z.; Wang, J. Non-Alcoholic Fatty Liver Disease (NAFLD) Pathogenesis and Natural Products for Prevention
and Treatment. Int. J. Mol. Sci. 2022, 23, 15489. [CrossRef]

10. Albhaisi, S.; Chowdhury, A.; Sanyal, A.J. Non-alcoholic fatty liver disease in lean individuals. JHEP Rep. 2019, 1, 329–341.
[CrossRef]

11. Moore, M.P.; Cunningham, R.P.; Dashek, R.J.; Mucinski, J.M.; Rector, R.S. A Fad too Far? Dietary Strategies for the Prevention and
Treatment of NAFLD. Obesity 2020, 28, 1843–1852. [CrossRef] [PubMed]

12. Pouwels, S.; Sakran, N.; Graham, Y.; Leal, A.; Pintar, T.; Yang, W.; Kassir, R.; Singhal, R.; Mahawar, K.; Ramnarain, D. Non-
alcoholic fatty liver disease (NAFLD): A review of pathophysiology, clinical management and effects of weight loss. BMC Endocr.
Disord. 2022, 22, 63. [CrossRef] [PubMed]

13. Luci, C.; Bourinet, M.; Leclère, P.S.; Anty, R.; Gual, P. Chronic Inflammation in Non-Alcoholic Steatohepatitis: Molecular
Mechanisms and Therapeutic Strategies. Front. Endocrinol. 2020, 11, 597648. [CrossRef] [PubMed]

14. Geng, Y.; Faber, K.N.; de Meijer, V.E.; Blokzijl, H.; Moshage, H. How does hepatic lipid accumulation lead to lipotoxicity in
non-alcoholic fatty liver disease? Hepatol. Int. 2021, 15, 21–35. [CrossRef] [PubMed]

15. Pafili, K.; Roden, M. Nonalcoholic fatty liver disease (NAFLD) from pathogenesis to treatment concepts in humans. Mol. Metab.
2021, 50, 101122. [CrossRef]

16. Patel, N.S.; Doycheva, I.; Peterson, M.R.; Hooker, J.; Kisselva, T.; Schnabl, B.; Seki, E.; Sirlin, C.B.; Loomba, R. Effect of Weight
Loss on Magnetic Resonance Imaging Estimation of Liver Fat and Volume in Patients with Nonalcoholic Steatohepatitis. Clin.
Gastroenterol. Hepatol. 2015, 13, 561–568.e1. [CrossRef]

https://doi.org/10.3390/nu14010103
https://www.ncbi.nlm.nih.gov/pubmed/35010976
https://doi.org/10.3350/cmh.2022.0367
https://www.ncbi.nlm.nih.gov/pubmed/36443926
https://doi.org/10.1097/CM9.0000000000001263
https://www.ncbi.nlm.nih.gov/pubmed/33323806
https://doi.org/10.1016/j.jhep.2023.07.031
https://www.ncbi.nlm.nih.gov/pubmed/37558135
https://doi.org/10.1016/j.jhep.2023.08.021
https://www.ncbi.nlm.nih.gov/pubmed/37714381
https://doi.org/10.3390/ijms22084156
https://www.ncbi.nlm.nih.gov/pubmed/33923817
https://doi.org/10.1016/j.jhep.2023.06.003
https://doi.org/10.1016/j.gtc.2016.07.003
https://doi.org/10.3390/ijms232415489
https://doi.org/10.1016/j.jhepr.2019.08.002
https://doi.org/10.1002/oby.22964
https://www.ncbi.nlm.nih.gov/pubmed/32893456
https://doi.org/10.1186/s12902-022-00980-1
https://www.ncbi.nlm.nih.gov/pubmed/35287643
https://doi.org/10.3389/fendo.2020.597648
https://www.ncbi.nlm.nih.gov/pubmed/33384662
https://doi.org/10.1007/s12072-020-10121-2
https://www.ncbi.nlm.nih.gov/pubmed/33548031
https://doi.org/10.1016/j.molmet.2020.101122
https://doi.org/10.1016/j.cgh.2014.08.039


J. Pers. Med. 2024, 14, 61 22 of 27

17. Barrón-Cabrera, E.; Soria-Rodríguez, R.; Amador-Lara, F.; Martínez-López, E. Physical Activity Protocols in Non-Alcoholic Fatty
Liver Disease Management: A Systematic Review of Randomized Clinical Trials and Animal Models. Healthcare 2023, 11, 1992.
[CrossRef]

18. Heinle, J.W.; DiJoseph, K.; Sabag, A.; Oh, S.; Kimball, S.R.; Keating, S.; Stine, J.G. Exercise Is Medicine for Nonalcoholic Fatty
Liver Disease: Exploration of Putative Mechanisms. Nutrients 2023, 15, 2452. [CrossRef]

19. Nassir, F. NAFLD: Mechanisms, Treatments, and Biomarkers. Biomolecules 2022, 12, 824. [CrossRef]
20. Liu, J.; Ayada, I.; Zhang, X.; Wang, L.; Li, Y.; Wen, T.; Ma, Z.; Bruno, M.J.; de Knegt, R.J.; Cao, W.; et al. Estimating Global

Prevalence of Metabolic Dysfunction-Associated Fatty Liver Disease in Overweight or Obese Adults. Clin. Gastroenterol. Hepatol.
2022, 20, e573–e582. [CrossRef]

21. Browning, J.D.; Szczepaniak, L.S.; Dobbins, R.; Nuremberg, P.; Horton, J.D.; Cohen, J.C.; Grundy, S.M.; Hobbs, H.H. Prevalence of
hepatic steatosis in an urban population in the United States: Impact of ethnicity. Hepatology 2004, 40, 1387–1395. [CrossRef]
[PubMed]

22. Friedman, S.L.; Neuschwander-Tetri, B.A.; Rinella, M.; Sanyal, A.J. Mechanisms of NAFLD development and therapeutic
strategies. Nat. Med. 2018, 24, 908–922. [CrossRef] [PubMed]

23. Talens, M.; Tumas, N.; Lazarus, J.V.; Benach, J.; Pericàs, J.M. What Do We Know about Inequalities in NAFLD Distribution and
Outcomes? A Scoping Review. J. Clin. Med. 2021, 10, 5019. [CrossRef] [PubMed]

24. Bellentani, S.; Scaglioni, F.; Marino, M.; Bedogni, G. Epidemiology of Non-Alcoholic Fatty Liver Disease. Dig. Dis. 2010, 28,
155–161. [CrossRef] [PubMed]

25. Ullah, R.; Rauf, N.; Nabi, G.; Ullah, H.; Shen, Y.; Zhou, Y.-D.; Fu, J. Role of Nutrition in the Pathogenesis and Prevention of
Non-alcoholic Fatty Liver Disease: Recent Updates. Int. J. Biol. Sci. 2019, 15, 265–276. [CrossRef] [PubMed]

26. Kaya, E.; Yilmaz, Y. Metabolic-associated Fatty Liver Disease (MAFLD): A Multi-systemic Disease Beyond the Liver. J. Clin. Transl.
Hepatol. 2022, 10, 329–338. [CrossRef] [PubMed]

27. Kotlyarov, S. Immune and metabolic cross-links in the pathogenesis of comorbid non-alcoholic fatty liver disease. World J.
Gastroenterol. 2023, 29, 597–615. [CrossRef]

28. Truong, E.; Yeo, Y.H.; Cook-Wiens, G.; Muthiah, M.; Yang, J.D.; Sundaram, V.; Chang, D.; Todo, T.; Kim, I.K.; Lu, S.C.; et al.
Nonalcoholic fatty liver disease prevalence and severity in Asian Americans from the national health and nutrition examination
surveys 2017–2018. Hepatol. Commun. 2022, 6, 2253–2261. [CrossRef]

29. Long, M.T.; Noureddin, M.; Lim, J.K. AGA Clinical Practice Update: Diagnosis and Management of Nonalcoholic Fatty Liver
Disease in Lean Individuals: Expert Review. Gastroenterology 2022, 163, 764–774.e1. [CrossRef]

30. Pulzi, F.B.; Cisternas, R.; Melo, M.R.; Ribeiro, C.M.; Malheiros, C.A.; Salles, J.E. New clinical score to diagnose nonalcoholic
steatohepatitis in obese patients. Diabetol. Metab. Syndr. 2011, 3, 3. [CrossRef]

31. Pal, S.C.; Méndez-Sánchez, N. Insulin resistance and adipose tissue interactions as the cornerstone of metabolic (dysfunction)-
associated fatty liver disease pathogenesis. World J. Gastroenterol. 2023, 29, 3999–4008. [CrossRef] [PubMed]

32. Cotter, T.G.; Rinella, M. Nonalcoholic Fatty Liver Disease 2020: The State of the Disease. Gastroenterology 2020, 158, 1851–1864.
[CrossRef] [PubMed]

33. Asrih, M.; Jornayvaz, F.R. Metabolic syndrome and nonalcoholic fatty liver disease: Is insulin resistance the link? Mol. Cell.
Endocrinol. 2015, 418, 55–65. [CrossRef] [PubMed]

34. Souza, M.R.d.A.; Diniz, M.d.F.F.d.M.; de Medeiros-Filho, J.E.M.; de Araújo, M.S.T. Metabolic syndrome and risk factors for
non-alcoholic fatty liver disease. Arq. de Gastroenterol. 2012, 49, 89–96. [CrossRef] [PubMed]

35. Petunina, N.A.; Telnova, M.E.; Goncharova, E.V.; Martirosian, N.S.; Kuzina, I.A. Non-alcoholic fatty liver disease and type 2
diabetes mellitus: General approaches to the choice of therapy. Ter Arkh. 2022, 94, 1155–1162. [CrossRef] [PubMed]

36. Juanola, O.; Martínez-López, S.; Francés, R.; Gómez-Hurtado, I. Non-Alcoholic Fatty Liver Disease: Metabolic, Genetic, Epigenetic
and Environmental Risk Factors. Int. J. Environ. Res. Public Health 2021, 18, 5227. [CrossRef] [PubMed]

37. Younossi, Z.M.; Golabi, P.; de Avila, L.; Paik, J.M.; Srishord, M.; Fukui, N.; Qiu, Y.; Burns, L.; Afendy, A.; Nader, F. The global
epidemiology of NAFLD and NASH in patients with type 2 diabetes: A systematic review and meta-analysis. J. Hepatol. 2019, 71,
793–801. [CrossRef]

38. Lee, C.; Lui, D.T.; Lam, K.S. Non-alcoholic fatty liver disease and type 2 diabetes: An update. J. Diabetes Investig. 2022, 13, 930–940.
[CrossRef]

39. Padda, J.; Khalid, K.; Khedr, A.; Tasnim, F.; Al-Ewaidat, O.A.; Cooper, A.C.; Jean-Charles, G. Non-Alcoholic Fatty Liver Disease
and Its Association with Diabetes Mellitus. Cureus 2021, 13, e17321. [CrossRef]

40. Hu, M.; Phan, F.; Bourron, O.; Ferré, P.; Foufelle, F. Steatosis and NASH in type 2 diabetes. Biochimie 2017, 143, 37–41. [CrossRef]
41. Lonardo, A.; Nascimbeni, F.; Mantovani, A.; Targher, G. Hypertension, diabetes, atherosclerosis and NASH: Cause or consequence?

J. Hepatol. 2018, 68, 335–352. [CrossRef] [PubMed]
42. Tsuneto, A.; Hida, A.; Sera, N.; Imaizumi, M.; Ichimaru, S.; Nakashima, E.; Seto, S.; Maemura, K.; Akahoshi, M. Fatty liver

incidence and predictive variables. Hypertens. Res. 2010, 33, 638–643. [CrossRef] [PubMed]
43. Zhang, Y.; Zhang, T.; Zhang, C.; Tang, F.; Zhong, N.; Li, H.; Song, X.; Lin, H.; Liu, Y.; Xue, F. Identification of reciprocal causality

between non-alcoholic fatty liver disease and metabolic syndrome by a simplified Bayesian network in a Chinese population.
BMJ Open 2015, 5, e008204. [CrossRef] [PubMed]

https://doi.org/10.3390/healthcare11141992
https://doi.org/10.3390/nu15112452
https://doi.org/10.3390/biom12060824
https://doi.org/10.1016/j.cgh.2021.02.030
https://doi.org/10.1002/hep.20466
https://www.ncbi.nlm.nih.gov/pubmed/15565570
https://doi.org/10.1038/s41591-018-0104-9
https://www.ncbi.nlm.nih.gov/pubmed/29967350
https://doi.org/10.3390/jcm10215019
https://www.ncbi.nlm.nih.gov/pubmed/34768539
https://doi.org/10.1159/000282080
https://www.ncbi.nlm.nih.gov/pubmed/20460905
https://doi.org/10.7150/ijbs.30121
https://www.ncbi.nlm.nih.gov/pubmed/30745819
https://doi.org/10.14218/JCTH.2021.00178
https://www.ncbi.nlm.nih.gov/pubmed/35528971
https://doi.org/10.3748/wjg.v29.i4.597
https://doi.org/10.1002/hep4.1981
https://doi.org/10.1053/j.gastro.2022.06.023
https://doi.org/10.1186/1758-5996-3-3
https://doi.org/10.3748/wjg.v29.i25.3999
https://www.ncbi.nlm.nih.gov/pubmed/37476582
https://doi.org/10.1053/j.gastro.2020.01.052
https://www.ncbi.nlm.nih.gov/pubmed/32061595
https://doi.org/10.1016/j.mce.2015.02.018
https://www.ncbi.nlm.nih.gov/pubmed/25724480
https://doi.org/10.1590/S0004-28032012000100015
https://www.ncbi.nlm.nih.gov/pubmed/22481692
https://doi.org/10.26442/00403660.2022.10.201921
https://www.ncbi.nlm.nih.gov/pubmed/36468989
https://doi.org/10.3390/ijerph18105227
https://www.ncbi.nlm.nih.gov/pubmed/34069012
https://doi.org/10.1016/j.jhep.2019.06.021
https://doi.org/10.1111/jdi.13756
https://doi.org/10.7759/cureus.17321
https://doi.org/10.1016/j.biochi.2017.10.019
https://doi.org/10.1016/j.jhep.2017.09.021
https://www.ncbi.nlm.nih.gov/pubmed/29122390
https://doi.org/10.1038/hr.2010.45
https://www.ncbi.nlm.nih.gov/pubmed/20379184
https://doi.org/10.1136/bmjopen-2015-008204
https://www.ncbi.nlm.nih.gov/pubmed/26395497


J. Pers. Med. 2024, 14, 61 23 of 27

44. Ma, J.; Hwang, S.-J.; Pedley, A.; Massaro, J.M.; Hoffmann, U.; Chung, R.T.; Benjamin, E.J.; Levy, D.; Fox, C.S.; Long, M.T.
Bi-directional analysis between fatty liver and cardiovascular disease risk factors. J. Hepatol. 2017, 66, 390–397. [CrossRef]
[PubMed]

45. Johnson, C.; Green, B.N. Public Health, Wellness, Prevention, and Health Promotion: Considering the Role of Chiropractic and
Determinants of Health. J. Manip. Physiol. Ther. 2009, 32, 405–412. [CrossRef]

46. Eslam, M.; Sanyal, A.J.; George, J.; on behalf of theInternational Consensus Panel. MAFLD: A Consensus-Driven Proposed
Nomenclature for Metabolic Associated Fatty Liver Disease. Gastroenterology 2020, 158, 1999–2014.e1. [CrossRef]

47. Huang, T.; Behary, J.; Zekry, A. Non-alcoholic fatty liver disease: A review of epidemiology, risk factors, diagnosis and
management. Intern. Med. J. 2020, 50, 1038–1047. [CrossRef]

48. Badmus, O.O.; Hillhouse, S.A.; Anderson, C.D.; Hinds, T.D.; Stec, D.E. Molecular mechanisms of metabolic associated fatty liver
disease (MAFLD): Functional analysis of lipid metabolism pathways. Clin. Sci. 2022, 136, 1347–1366. [CrossRef]

49. Eng, J.M.; Estall, J.L. Diet-Induced Models of Non-Alcoholic Fatty Liver Disease: Food for Thought on Sugar, Fat, and Cholesterol.
Cells 2021, 10, 1805. [CrossRef]

50. Aron-Wisnewsky, J.; Vigliotti, C.; Witjes, J.; Le, P.; Holleboom, A.G.; Verheij, J.; Nieuwdorp, M.; Clément, K. Gut microbiota and
human NAFLD: Disentangling microbial signatures from metabolic disorders. Nat. Rev. Gastroenterol. Hepatol. 2020, 17, 279–297.
[CrossRef]

51. Utzschneider, K.M.; Kahn, S.E. Utzschneider KM, Kahn SE. Review: The role of insulin resistance in nonalcoholic fatty liver
disease. J. Clin. Endocrinol. Metab. 2006, 91, 4753–4761. [CrossRef] [PubMed]

52. Lee, T.-H.; Tillmann, H.L.; Patel, K. Individualized Therapy for Hepatitis C Infection: Focus on the Interleukin-28B Polymorphism
in Directing Therapy. Mol. Diagn. Ther. 2014, 18, 25–38. [CrossRef] [PubMed]

53. Tillmann, H.L.; Yu, M. IL28B: Relevance extended to hepatitis B virus or limited to interferon-based therapies in hepatitis C virus?
Liver Int. 2011, 31, 1068–1070. [CrossRef] [PubMed]

54. Erhardt, A.; Göbel, T.; Ludwig, A.; Lau, G.K.; Marcellin, P.; van Bömmel, F.; Heinzel-Pleines, U.; Adams, O.; Häussinger, D.
Response to antiviral treatment in patients infected with hepatitis B virus genotypes E–H. J. Med. Virol. 2009, 81, 1716–1720.
[CrossRef] [PubMed]

55. Zhang, X.; Wong, G.L.; Yip, T.C.; Cheung, J.T.K.; Tse, Y.; Hui, V.W.; Lin, H.; Lai, J.C.; Chan, H.L.; Kong, A.P.; et al. Risk of
liver-related events by age and diabetes duration in patients with diabetes and nonalcoholic fatty liver disease. Hepatology 2022,
76, 1409–1422. [CrossRef] [PubMed]

56. Field, A.E.; Robertson, N.A.; Wang, T.; Havas, A.; Ideker, T.; Adams, P.D. DNA Methylation Clocks in Aging: Categories, Causes,
and Consequences. Mol. Cell 2018, 71, 882–895. [CrossRef] [PubMed]

57. Donnelly, K.L.; Smith, C.I.; Schwarzenberg, S.J.; Jessurun, J.; Boldt, M.D.; Parks, E.J. Sources of fatty acids stored in liver and
secreted via lipoproteins in patients with nonalcoholic fatty liver disease. J. Clin. Investig. 2005, 115, 1343–1351. [CrossRef]

58. Fabbrini, E.; Luecking, C.T.; Love-Gregory, L.; Okunade, A.L.; Yoshino, M.; Fraterrigo, G.; Patterson, B.W.; Klein, S. Physiological
Mechanisms of Weight Gain−Induced Steatosis in People with Obesity. Gastroenterology 2016, 150, 79–81.e2. [CrossRef]

59. Hwang, S.; Yun, H.; Moon, S.; Cho, Y.E.; Gao, B. Role of Neutrophils in the Pathogenesis of Nonalcoholic Steatohepatitis. Front.
Endocrinol. 2021, 12, 751802. [CrossRef]

60. Rada, P. González-Rodríguez Á, García-Monzón C, Valverde ÁM. Understanding lipotoxicity in NAFLD pathogenesis: Is CD36 a
key driver? Cell Death Dis. 2020, 11, 802. [CrossRef]

61. Noureddin, M.; Mato, J.M.; Lu, S.C. Nonalcoholic fatty liver disease: Update on pathogenesis, diagnosis, treatment and the role
of S-adenosylmethionine. Exp. Biol. Med. (Maywood) 2015, 240, 809–820. [CrossRef] [PubMed]

62. Ober, K.G. Tumor registries--possibilities and risks. Geburtshilfe Frauenheilkd. 1983, 43 (Suppl. S1), 14–17. [CrossRef] [PubMed]
63. Frandsen, J.; Vest, S.D.; Ritz, C.; Larsen, S.; Dela, F.; Helge, J.W. Plasma free fatty acid concentration is closely tied to whole body

peak fat oxidation rate during repeated exercise. J. Appl. Physiol. 2019, 126, 1563–1571. [CrossRef] [PubMed]
64. Püschel, G.P.; Klauder, J.; Henkel, J. Macrophages, Low-Grade Inflammation, Insulin Resistance and Hyperinsulinemia: A Mutual

Ambiguous Relationship in the Development of Metabolic Diseases. J. Clin. Med. 2022, 11, 4358. [CrossRef] [PubMed]
65. Clare, K.; Dillon, J.F.; Brennan, P.N. Reactive Oxygen Species and Oxidative Stress in the Pathogenesis of MAFLD. J. Clin. Transl.

Hepatol. 2022, 10, 939–946. [CrossRef] [PubMed]
66. Moayedfard, Z.; Sani, F.; Alizadeh, A.; Lankarani, K.B.; Zarei, M.; Azarpira, N. The role of the immune system in the pathogenesis

of NAFLD and potential therapeutic impacts of mesenchymal stem cell-derived extracellular vesicles. Stem Cell Res. Ther. 2022,
13, 242. [CrossRef] [PubMed]

67. Mansouri, A.; Gattolliat, C.-H.; Asselah, T. Mitochondrial Dysfunction and Signaling in Chronic Liver Diseases. Gastroenterology
2018, 155, 629–647. [CrossRef]

68. Shum, M.; Ngo, J.; Shirihai, O.S.; Liesa, M. Mitochondrial oxidative function in NAFLD: Friend or foe? Mol. Metab. 2021,
50, 101134. [CrossRef]

69. Neuschwander-Tetri, B.A. Therapeutic Landscape for NAFLD in 2020. Gastroenterology 2020, 158, 1984–1998.e3. [CrossRef]
70. Semmler, G.; Datz, C.; Reiberger, T.; Trauner, M. Diet and exercise in NAFLD/NASH: Beyond the obvious. Liver Int. 2021, 41,

2249–2268. [CrossRef]

https://doi.org/10.1016/j.jhep.2016.09.022
https://www.ncbi.nlm.nih.gov/pubmed/27729222
https://doi.org/10.1016/j.jmpt.2009.07.001
https://doi.org/10.1053/j.gastro.2019.11.312
https://doi.org/10.1111/imj.14709
https://doi.org/10.1042/CS20220572
https://doi.org/10.3390/cells10071805
https://doi.org/10.1038/s41575-020-0269-9
https://doi.org/10.1210/jc.2006-0587
https://www.ncbi.nlm.nih.gov/pubmed/16968800
https://doi.org/10.1007/s40291-013-0053-4
https://www.ncbi.nlm.nih.gov/pubmed/24022240
https://doi.org/10.1111/j.1478-3231.2011.02594.x
https://www.ncbi.nlm.nih.gov/pubmed/22093410
https://doi.org/10.1002/jmv.21588
https://www.ncbi.nlm.nih.gov/pubmed/19697400
https://doi.org/10.1002/hep.32476
https://www.ncbi.nlm.nih.gov/pubmed/35334125
https://doi.org/10.1016/j.molcel.2018.08.008
https://www.ncbi.nlm.nih.gov/pubmed/30241605
https://doi.org/10.1172/JCI23621
https://doi.org/10.1053/j.gastro.2015.09.003
https://doi.org/10.3389/fendo.2021.751802
https://doi.org/10.1038/s41419-020-03003-w
https://doi.org/10.1177/1535370215579161
https://www.ncbi.nlm.nih.gov/pubmed/25873078
https://doi.org/10.1055/s-2008-1036586
https://www.ncbi.nlm.nih.gov/pubmed/6555127
https://doi.org/10.1152/japplphysiol.00995.2018
https://www.ncbi.nlm.nih.gov/pubmed/30844337
https://doi.org/10.3390/jcm11154358
https://www.ncbi.nlm.nih.gov/pubmed/35955975
https://doi.org/10.14218/JCTH.2022.00067
https://www.ncbi.nlm.nih.gov/pubmed/36304513
https://doi.org/10.1186/s13287-022-02929-6
https://www.ncbi.nlm.nih.gov/pubmed/35672797
https://doi.org/10.1053/j.gastro.2018.06.083
https://doi.org/10.1016/j.molmet.2020.101134
https://doi.org/10.1053/j.gastro.2020.01.051
https://doi.org/10.1111/liv.15024


J. Pers. Med. 2024, 14, 61 24 of 27

71. European Association for the Study of the Liver (EASL); European Association for the Study of Diabetes (EASD); European
Association for the Study of Obesity (EASO). EASL-EASD-EASO Clinical Practice Guidelines for the management of non-alcoholic
fatty liver disease. J. Hepatol. 2016, 64, 1388–1402. [CrossRef] [PubMed]

72. The diagnosis and management of nonalcoholic fatty liver disease: Practice guidance from the American Association for the
Study of Liver Diseases. Clin. Liver Dis. 2018, 11, 81. [CrossRef] [PubMed]

73. Plauth, M.; Bernal, W.; Dasarathy, S.; Merli, M.; Plank, L.D.; Schütz, T.; Bischoff, S.C. ESPEN guideline on clinical nutrition in liver
disease. Clin. Nutr. 2019, 38, 485–521. [CrossRef] [PubMed]

74. Eslam, M.; Sarin, S.K.; Wong, V.W.-S.; Fan, J.-G.; Kawaguchi, T.; Ahn, S.H.; Zheng, M.-H.; Shiha, G.; Yilmaz, Y.; Gani, R.; et al. The
Asian Pacific Association for the Study of the Liver clinical practice guidelines for the diagnosis and management of metabolic
associated fatty liver disease. Hepatol. Int. 2020, 14, 889–919. [CrossRef] [PubMed]

75. Ezpeleta, M.; Gabel, K.; Cienfuegos, S.; Kalam, F.; Lin, S.; Pavlou, V.; Song, Z.; Haus, J.M.; Koppe, S.; Alexandria, S.J.; et al. Effect
of alternate day fasting combined with aerobic exercise on non-alcoholic fatty liver disease: A randomized controlled trial. Cell
Metab. 2023, 35, 56–70.e3. [CrossRef] [PubMed]

76. Cai, H.; Qin, Y.-L.; Shi, Z.-Y.; Chen, J.-H.; Zeng, M.-J.; Zhou, W.; Chen, R.-Q.; Chen, Z.-Y. Effects of alternate-day fasting on body
weight and dyslipidaemia in patients with non-alcoholic fatty liver disease: A randomised controlled trial. BMC Gastroenterol.
2019, 19, 219. [CrossRef] [PubMed]

77. Ebrahimi, S.; Gargari, B.P.; Aliasghari, F.; Asjodi, F.; Izadi, A. Ramadan fasting improves liver function and total cholesterol in
patients with nonalcoholic fatty liver disease. Int. J. Vitam. Nutr. Res. 2020, 90, 95–102. [CrossRef] [PubMed]

78. Lange, M.; Nadkarni, D.; Martin, L.; Newberry, C.; Kumar, S.; Kushner, T. Intermittent fasting improves hepatic end points in
nonalcoholic fatty liver disease: A systematic review and meta-analysis. Hepatol. Commun. 2023, 7, e0212. [CrossRef]

79. Ryan, M.C.; Itsiopoulos, C.; Thodis, T.; Ward, G.; Trost, N.; Hofferberth, S.; O’dea, K.; Desmond, P.V.; Johnson, N.A.; Wilson, A.M.
The Mediterranean diet improves hepatic steatosis and insulin sensitivity in individuals with non-alcoholic fatty liver disease. J.
Hepatol. 2013, 59, 138–143. [CrossRef]

80. Katsagoni, C.N.; Papatheodoridis, G.V.; Ioannidou, P.; Deutsch, M.; Alexopoulou, A.; Papadopoulos, N.; Papageorgiou, M.-V.;
Fragopoulou, E.; Kontogianni, M.D. Improvements in clinical characteristics of patients with non-alcoholic fatty liver disease,
after an intervention based on the Mediterranean lifestyle: A randomised controlled clinical trial. Br. J. Nutr. 2018, 120, 164–175.
[CrossRef]

81. Properzi, C.; O’Sullivan, T.A.; Sherriff, J.L.; Ching, H.L.; Jeffrey, G.P.; Buckley, R.F.; Tibballs, J.; MacQuillan, G.C.; Garas, G.; Adams,
L.A. Ad Libitum Mediterranean and Low-Fat Diets Both Significantly Reduce Hepatic Steatosis: A Randomized Controlled Trial.
Hepatology 2018, 68, 1741–1754. [CrossRef] [PubMed]

82. Montemayor, S.; Bouzas, C.; Mascaró, C.M.; Casares, M.; Llompart, I.; Abete, I.; Angullo-Martinez, E.; Zulet, M.; Martínez, J.A.;
Tur, J.A. Effect of Dietary and Lifestyle Interventions on the Amelioration of NAFLD in Patients with Metabolic Syndrome: The
FLIPAN Study. Nutrients 2022, 14, 2223. [CrossRef] [PubMed]

83. Del Bo’, C.; Perna, S.; Allehdan, S.; Rafique, A.; Saad, S.; AlGhareeb, F.; Rondanelli, M.; Tayyem, R.F.; Marino, M.; Martini, D.; et al.
Does the Mediterranean Diet Have Any Effect on Lipid Profile, Central Obesity and Liver Enzymes in Non-Alcoholic Fatty Liver
Disease (NAFLD) Subjects? A Systematic Review and Meta-Analysis of Randomized Control Trials. Nutrients 2023, 15, 2250.
[CrossRef] [PubMed]

84. Chawla, S.; Silva, F.T.; Medeiros, S.A.; Mekary, R.A.; Radenkovic, D. The Effect of Low-Fat and Low-Carbohydrate Diets on
Weight Loss and Lipid Levels: A Systematic Review and Meta-Analysis. Nutrients 2020, 12, 3774. [CrossRef] [PubMed]

85. Varkaneh, H.K.; Poursoleiman, F.; Al Masri, M.K.; Alras, K.A.; Shayah, Y.; Masmoum, M.D.; Alangari, F.A.; Alras, A.A.; Rinaldi,
G.; Day, A.S.; et al. Low fat diet versus low carbohydrate diet for management of non-alcohol fatty liver disease: A systematic
review. Front. Nutr. 2022, 9, 987921. [CrossRef]

86. Kani, A.H.; Alavian, S.M.; Esmaillzadeh, A.; Adibi, P.; Haghighatdoost, F.; Azadbakht, L. Effects of a Low-Calorie, Low-
Carbohydrate Soy Containing Diet on Systemic Inflammation Among Patients with Nonalcoholic Fatty Liver Disease: A Parallel
Randomized Clinical Trial. Horm. Metab. Res. 2017, 49, 687–692. [CrossRef] [PubMed]

87. Azadbakht, L.; Haghighatdoost, F.; Salehi-Abargouei, A.; Surkan, P.J.; Azadbakht, L. The effects of low carbohydrate diets on
liver function tests in nonalcoholic fatty liver disease: A systematic review and meta-analysis of clinical trials. J. Res. Med. Sci.
2016, 21, 53. [CrossRef]

88. Chai, X.-N.; Zhou, B.-Q.; Ning, N.; Pan, T.; Xu, F.; He, S.-H.; Chen, N.-N.; Sun, M. Effects of lifestyle intervention on adults with
metabolic associated fatty liver disease: A systematic review and meta-analysis. Front. Endocrinol. 2023, 14, 1081096. [CrossRef]

89. Ahn, J.; Jun, D.W.; Lee, H.Y.; Moon, J.H. Critical appraisal for low-carbohydrate diet in nonalcoholic fatty liver disease: Review
and meta-analyses. Clin. Nutr. 2019, 38, 2023–2030. [CrossRef]

90. Paoli, A.; Cerullo, G. Investigating the Link between Ketogenic Diet, NAFLD, Mitochondria, and Oxidative Stress: A Narrative
Review. Antioxidants 2023, 12, 1065. [CrossRef]

91. Ilyas, Z.; Perna, S.; Alalwan, T.A.; Zahid, M.N.; Spadaccini, D.; Gasparri, C.; Peroni, G.; Faragli, A.; Alogna, A.; La Porta, E.; et al.
The Ketogenic Diet: Is It an Answer for Sarcopenic Obesity? Nutrients 2022, 14, 620. [CrossRef]

92. Castellana, M.; Conte, E.; Cignarelli, A.; Perrini, S.; Giustina, A.; Giovanella, L.; Giorgino, F.; Trimboli, P. Efficacy and safety of
very low calorie ketogenic diet (VLCKD) in patients with overweight and obesity: A systematic review and meta-analysis. Rev.
Endocr. Metab. Disord. 2020, 21, 5–16. [CrossRef]

https://doi.org/10.1016/j.jhep.2015.11.004
https://www.ncbi.nlm.nih.gov/pubmed/27062661
https://doi.org/10.1002/cld.722
https://www.ncbi.nlm.nih.gov/pubmed/30992795
https://doi.org/10.1016/j.clnu.2018.12.022
https://www.ncbi.nlm.nih.gov/pubmed/30712783
https://doi.org/10.1007/s12072-020-10094-2
https://www.ncbi.nlm.nih.gov/pubmed/33006093
https://doi.org/10.1016/j.cmet.2022.12.001
https://www.ncbi.nlm.nih.gov/pubmed/36549296
https://doi.org/10.1186/s12876-019-1132-8
https://www.ncbi.nlm.nih.gov/pubmed/31852444
https://doi.org/10.1024/0300-9831/a000442
https://www.ncbi.nlm.nih.gov/pubmed/30932777
https://doi.org/10.1097/HC9.0000000000000212
https://doi.org/10.1016/j.jhep.2013.02.012
https://doi.org/10.1017/S000711451800137X
https://doi.org/10.1002/hep.30076
https://www.ncbi.nlm.nih.gov/pubmed/29729189
https://doi.org/10.3390/nu14112223
https://www.ncbi.nlm.nih.gov/pubmed/35684022
https://doi.org/10.3390/nu15102250
https://www.ncbi.nlm.nih.gov/pubmed/37242133
https://doi.org/10.3390/nu12123774
https://www.ncbi.nlm.nih.gov/pubmed/33317019
https://doi.org/10.3389/fnut.2022.987921
https://doi.org/10.1055/s-0042-118707
https://www.ncbi.nlm.nih.gov/pubmed/28759939
https://doi.org/10.4103/1735-1995.187269
https://doi.org/10.3389/fendo.2023.1081096
https://doi.org/10.1016/j.clnu.2018.09.022
https://doi.org/10.3390/antiox12051065
https://doi.org/10.3390/nu14030620
https://doi.org/10.1007/s11154-019-09514-y


J. Pers. Med. 2024, 14, 61 25 of 27

93. Pilone, V.; Tramontano, S.; Renzulli, M.; Romano, M.; Cobellis, L.; Berselli, T.; Schiavo, L. Metabolic effects, safety, and acceptability
of very low-calorie ketogenic dietetic scheme on candidates for bariatric surgery. Surg. Obes. Relat. Dis. 2018, 14, 1013–1019.
[CrossRef]

94. Castaldo, G.; Monaco, L.; Castaldo, L.; Galdo, G.; Cereda, E. An observational study of sequential protein-sparing, very low-
calorie ketogenic diet (Oloproteic diet) and hypocaloric Mediterranean-like diet for the treatment of obesity. Int. J. Food Sci. Nutr.
2016, 67, 696–706. [CrossRef]

95. Crabtree, C.D.; Kackley, M.L.; Buga, A.; Fell, B.; LaFountain, R.A.; Hyde, P.N.; Sapper, T.N.; Kraemer, W.J.; Scandling, D.;
Simonetti, O.P.; et al. Comparison of Ketogenic Diets with and without Ketone Salts versus a Low-Fat Diet: Liver Fat Responses
in Overweight Adults. Nutrients 2021, 13, 966. [CrossRef]

96. Cunha, G.; de Mello, L.L.C.; Hasenstab, K.; Spina, L.; Bussade, I.; Mesiano, J.M.P.; Coutinho, W.; Guzman, G.; Sajoux, I. MRI
estimated changes in visceral adipose tissue and liver fat fraction in patients with obesity during a very low-calorie-ketogenic
diet compared to a standard low-calorie diet. Clin. Radiol. 2020, 75, 526–532. [CrossRef]

97. Shen, H.; Rodriguez, A.C.; Shiani, A.; Lipka, S.; Shahzad, G.; Kumar, A.; Mustacchia, P. Association between caffeine consumption
and nonalcoholic fatty liver disease: A systemic review and meta-analysis. Ther. Adv. Gastroenterol. 2016, 9, 113–120. [CrossRef]

98. Nevola, R.; Epifani, R.; Imbriani, S.; Tortorella, G.; Aprea, C.; Galiero, R.; Rinaldi, L.; Marfella, R.; Sasso, F.C. GLP-1 Receptor
Agonists in Non-Alcoholic Fatty Liver Disease: Current Evidence and Future Perspectives. Int. J. Mol. Sci. 2023, 24, 1703.
[CrossRef]

99. Whitsett, M.; VanWagner, L.B. Physical activity as a treatment of non-alcoholic fatty liver disease: A systematic review. World J.
Hepatol. 2015, 7, 2041–2052. [CrossRef] [PubMed]

100. Charatcharoenwitthaya, P.; Kuljiratitikal, K.; Aksornchanya, O.; Chaiyasoot, K.; Bandidniyamanon, W.; Charatcharoenwitthaya,
N. Moderate-Intensity Aerobic vs Resistance Exercise and Dietary Modification in Patients With Nonalcoholic Fatty Liver Disease:
A Randomized Clinical Trial. Clin. Transl. Gastroenterol. 2021, 12, e00316. [CrossRef]

101. Yu, Y.; Yu, L.; Cheng, N.; Liu, X.; Fang, C.; Liu, S.; Zhu, L. Exercise Alleviates the Apolipoprotein A5-Toll-Like Receptor 4 Axis
Impairment in Mice with High-Fat Diet-Induced Non-alcoholic Steatohepatitis. Front. Physiol. 2021, 12, 783341. [CrossRef]

102. Lule, K.O.; Akarsu, E.; Sayiner, Z.A.; Lule, N.O.; Balci, S.O.; Demirel, C.; Bozdag, Z.; Korkmaz, M.; Yilmaz, I. The effects of
metformin, pioglitazone, exenatide and exercise on fatty liver in obese diabetic rats: The role of IRS-1 and SOCS-3 molecules.
Inflammopharmacology 2022, 30, 243–250. [CrossRef]

103. Kim, G.; Kang, S.H.; Kim, M.Y.; Baik, S.K. Prognostic value of sarcopenia in patients with liver cirrhosis: A systematic review and
meta-analysis. PLoS ONE 2017, 12, e0186990. [CrossRef]

104. Hong, H.C.; Hwang, S.Y.; Choi, H.Y.; Yoo, H.J.; Seo, J.A.; Kim, S.G.; Kim, N.H.; Baik, S.H.; Choi, D.S.; Choi, K.M. Relationship
between sarcopenia and nonalcoholic fatty liver disease: The Korean Sarcopenic Obesity Study. Hepatology 2014, 59, 1772–1778.
[CrossRef]

105. Lee, Y.-H.; Jung, K.S.; Kim, S.U.; Yoon, H.-J.; Yun, Y.J.; Lee, B.-W.; Kang, E.S.; Han, K.-H.; Lee, H.C.; Cha, B.-S. Sarcopaenia is
associated with NAFLD independently of obesity and insulin resistance: Nationwide surveys (KNHANES 2008–2011). J. Hepatol.
2015, 63, 486–493. [CrossRef]

106. Meng, G.; Wu, H.; Fang, L.; Li, C.; Yu, F.; Zhang, Q.; Liu, L.; Du, H.; Shi, H.; Xia, Y.; et al. Relationship between grip strength and
newly diagnosed nonalcoholic fatty liver disease in a large-scale adult population. Sci. Rep. 2016, 6, 33255. [CrossRef]

107. Hashimoto, Y.; Osaka, T.; Fukuda, T.; Tanaka, M.; Yamazaki, M.; Fukui, M. The relationship between hepatic steatosis and skeletal
muscle mass index in men with type 2 diabetes. Endocr. J. 2016, 63, 877–884. [CrossRef]

108. Wong, V.W.-S.; Wong, G.L.-H.; Chan, R.S.-M.; Shu, S.S.-T.; Cheung, B.H.-K.; Li, L.S.; Chim, A.M.-L.; Chan, C.K.-M.; Leung, J.K.-Y.;
Chu, W.C.-W.; et al. Beneficial effects of lifestyle intervention in non-obese patients with non-alcoholic fatty liver disease. J.
Hepatol. 2018, 69, 1349–1356. [CrossRef]

109. Boutcher, Y.N.; Boutcher, S.H. Exercise intensity and hypertension: What’s new? J. Hum. Hypertens. 2017, 31, 157–164. [CrossRef]
[PubMed]

110. Whyte, M.B.; Shojaee-Moradie, F.; Sharaf, S.E.; Cuthbertson, D.J.; Kemp, G.J.; Barrett, M.; Jackson, N.C.; Herring, R.A.; Wright, J.;
Thomas, E.L.; et al. HDL-apoA-I kinetics in response to 16 wk of exercise training in men with nonalcoholic fatty liver disease.
Am. J. Physiol. Endocrinol. Metab. 2020, 318, E839–E847. [CrossRef] [PubMed]

111. Zhou, Y.; Wu, W.; Zou, Y.; Huang, W.; Lin, S.; Ye, J.; Lan, Y. Benefits of different combinations of aerobic and resistance exercise
for improving plasma glucose and lipid metabolism and sleep quality among elderly patients with metabolic syndrome: A
randomized controlled trial. Endocr. J. 2022, 69, 819–830. [CrossRef] [PubMed]

112. Liu, Y.; Xie, W.; Li, J.; Ossowski, Z. Effects of aerobic exercise on metabolic indicators and physical performance in adult NAFLD
patients: A systematic review and network meta-analysis. Medicine 2023, 102, e33147. [CrossRef] [PubMed]

113. Trapp, E.G.; Chisholm, D.J.; Freund, J.; Boutcher, S.H. The effects of high-intensity intermittent exercise training on fat loss and
fasting insulin levels of young women. Int. J. Obes. 2008, 32, 684–691. [CrossRef]

114. Liang, M.; Pan, Y.; Zhong, T.; Zeng, Y.; Cheng, A.S. Effects of aerobic, resistance, and combined exercise on metabolic syndrome
parameters and cardiovascular risk factors: A systematic review and network meta-analysis. Rev. Cardiovasc. Med. 2021, 22,
1523–1533. [CrossRef] [PubMed]

115. Yu, X.; Wang, Y.; Lai, J.; Song, T.; Duan, J. Comparative efficacy of exercise training processes in improving nonalcoholic fatty liver
disease: A systematic review and meta-analysis. Ir. J. Med. Sci. (1971) 2023, 192, 131–142. [CrossRef] [PubMed]

https://doi.org/10.1016/j.soard.2018.03.018
https://doi.org/10.1080/09637486.2016.1186157
https://doi.org/10.3390/nu13030966
https://doi.org/10.1016/j.crad.2020.02.014
https://doi.org/10.1177/1756283X15593700
https://doi.org/10.3390/ijms24021703
https://doi.org/10.4254/wjh.v7.i16.2041
https://www.ncbi.nlm.nih.gov/pubmed/26261693
https://doi.org/10.14309/ctg.0000000000000316
https://doi.org/10.3389/fphys.2021.783341
https://doi.org/10.1007/s10787-021-00916-6
https://doi.org/10.1371/journal.pone.0186990
https://doi.org/10.1002/hep.26716
https://doi.org/10.1016/j.jhep.2015.02.051
https://doi.org/10.1038/srep33255
https://doi.org/10.1507/endocrj.EJ16-0124
https://doi.org/10.1016/j.jhep.2018.08.011
https://doi.org/10.1038/jhh.2016.62
https://www.ncbi.nlm.nih.gov/pubmed/27604656
https://doi.org/10.1152/ajpendo.00019.2020
https://www.ncbi.nlm.nih.gov/pubmed/32286882
https://doi.org/10.1507/endocrj.EJ21-0589
https://www.ncbi.nlm.nih.gov/pubmed/35197411
https://doi.org/10.1097/MD.0000000000033147
https://www.ncbi.nlm.nih.gov/pubmed/37026928
https://doi.org/10.1038/sj.ijo.0803781
https://doi.org/10.31083/j.rcm2204156
https://www.ncbi.nlm.nih.gov/pubmed/34957791
https://doi.org/10.1007/s11845-022-02988-x
https://www.ncbi.nlm.nih.gov/pubmed/35366201


J. Pers. Med. 2024, 14, 61 26 of 27

116. García-Hermoso, A.; Ramírez-Vélez, R.; Ramírez-Campillo, R.; Peterson, M.D.; Martínez-Vizcaíno, V. Concurrent aerobic plus
resistance exercise versus aerobic exercise alone to improve health outcomes in paediatric obesity: A systematic review and
meta-analysis. Br. J. Sports Med. 2018, 52, 161–166. [CrossRef] [PubMed]

117. Rahimi, G.R.M.; Hosseini, S.R.A. Effect of Aerobic Exercise Alone or in Conjunction with Diet on Liver Function, Insulin
Resistance and Lipids in Non-Alcoholic Fatty Liver Disease. Biol. Res. Nurs. 2022, 24, 259–276. [CrossRef]

118. Rebello, C.J.; Zhang, D.; Kirwan, J.P.; Lowe, A.C.; Emerson, C.J.; Kracht, C.L.; Steib, L.C.; Greenway, F.L.; Johnson, W.D.; Brown,
J.C. Effect of exercise training on insulin-stimulated glucose disposal: A systematic review and meta-analysis of randomized
controlled trials. Int. J. Obes. 2023, 47, 348–357. [CrossRef]

119. Clark, J.E. Diet, exercise or diet with exercise: Comparing the effectiveness of treatment options for weight-loss and changes in
fitness for adults (18–65 years old) who are overfat, or obese; systematic review and meta-analysis. J. Diabetes Metab. Disord. 2015,
14, 31. [CrossRef]

120. Fernández, T.; Viñuela, M.; Vidal, C.; Barrera, F. Lifestyle changes in patients with non-alcoholic fatty liver disease: A systematic
review and meta-analysis. PLoS ONE 2022, 17, e0263931. [CrossRef]

121. Fan, S.X.; Wang, J.; Li, Q.; Li, Y.S.; Guan, W.X.; Li, J.S. Mechanism of gut-microbiota-liver axis in the pathogenesis of intestinal
failure-associated liver disease. Zhonghua Wei Chang Wai Ke Za Zhi 2021, 24, 94–100.

122. Bist, P.; Choudhary, S. Impact of Heavy Metal Toxicity on the Gut Microbiota and Its Relationship with Metabolites and Future
Probiotics Strategy: A Review. Biol. Trace Element Res. 2022, 200, 5328–5350. [CrossRef] [PubMed]

123. Alisi, A.; Bedogni, G.; Baviera, G.; Giorgio, V.; Porro, E.; Paris, C.; Giammaria, P.; Reali, L.; Anania, F.; Nobili, V. Randomised
clinical trial: The beneficial effects of VSL#3 in obese children with non-alcoholic steatohepatitis. Aliment. Pharmacol. Ther. 2014,
39, 1276–1285. [CrossRef] [PubMed]

124. Monem, S.M.A. Probiotic Therapy in Patients with Nonalcoholic Steatohepatitis in Zagazig University Hospitals. Euroasian J.
Hepato-Gastroenterology 2017, 7, 101–106. [CrossRef] [PubMed]

125. Ahn, S.B.; Jun, D.W.; Kang, B.-K.; Lim, J.H.; Lim, S.; Chung, M.-J. Randomized, Double-blind, Placebo-controlled Study of a
Multispecies Probiotic Mixture in Nonalcoholic Fatty Liver Disease. Sci. Rep. 2019, 9, 5688. [CrossRef] [PubMed]

126. Huang, Y.; Wang, X.; Zhang, L.; Zheng, K.; Xiong, J.; Li, J.; Cong, C.; Gong, Z.; Mao, J. Effect of Probiotics Therapy on Nonalcoholic
Fatty Liver Disease. Comput. Math. Methods Med. 2022, 2022, 7888076. [CrossRef] [PubMed]

127. LaVine, J.E.; Schwimmer, J.B.; Van Natta, M.L.; Molleston, J.P.; Murray, K.F.; Rosenthal, P.; Abrams, S.H.; Scheimann, A.O.; Sanyal,
A.J.; Chalasani, N.; et al. Effect of Vitamin E or Metformin for Treatment of Nonalcoholic Fatty Liver Disease in Children and
Adolescents: The TONIC randomized controlled trial. JAMA J. Am. Med Assoc. 2011, 305, 1659–1668. [CrossRef]

128. Sáez-Lara, M.J.; Robles-Sanchez, C.; Ruiz-Ojeda, F.J.; Plaza-Diaz, J.; Gil, A. Effects of Probiotics and Synbiotics on Obesity, Insulin
Resistance Syndrome, Type 2 Diabetes and Non-Alcoholic Fatty Liver Disease: A Review of Human Clinical Trials. Int. J. Mol. Sci.
2016, 17, 928. [CrossRef]

129. Stewart, K.E.; Haller, D.L.; Sargeant, C.; Levenson, J.L.; Puri, P.; Sanyal, A.J. Readiness for behaviour change in non-alcoholic fatty
liver disease: Implications for multidisciplinary care models. Liver Int. 2015, 35, 936–943. [CrossRef]

130. Hallsworth, K.; Avery, L.; Trenell, M.I. Targeting Lifestyle Behavior Change in Adults with NAFLD During a 20-min Consultation:
Summary of the Dietary and Exercise Literature. Curr. Gastroenterol. Rep. 2016, 18, 11. [CrossRef]

131. Evers, C.; Stok, F.M.; de Ridder, D.T.D. Feeding Your Feelings: Emotion Regulation Strategies and Emotional Eating. Pers. Soc.
Psychol. Bull. 2010, 36, 792–804. [CrossRef] [PubMed]

132. Frost, H.; Campbell, P.; Maxwell, M.; O’carroll, R.E.; Dombrowski, S.U.; Williams, B.; Cheyne, H.; Coles, E.; Pollock, A.
Effectiveness of Motivational Interviewing on adult behaviour change in health and social care settings: A systematic review of
reviews. PLoS ONE 2018, 13, e0204890. [CrossRef] [PubMed]

133. Ng, C.H.; Chan, K.E.; Chin, Y.H.; Zeng, R.W.; Tsai, P.C.; Lim, W.H.; Tan, D.J.H.; Khoo, C.M.; Goh, L.H.; Ling, Z.J.; et al. The effect
of diabetes and prediabetes on the prevalence, complications and mortality in nonalcoholic fatty liver disease. Clin. Mol. Hepatol.
2022, 28, 565–574. [CrossRef] [PubMed]

134. Li, C.; Chou, Y.; Shen, W.; Lu, F.; Yang, Y.; Wu, J.; Chang, C. Increased risks of different grades of non-alcoholic fatty liver disease
in prediabetic subjects with impaired fasting glucose and glucose tolerance, including the isolated glycosylated hemoglobin
levels of 5.7–6.4% in a Chinese population. J. Diabetes Investig. 2020, 11, 1336–1343. [CrossRef] [PubMed]

135. Nobili, V.; Mantovani, A.; Cianfarani, S.; Alisi, A.; Mosca, A.; Sartorelli, M.R.; Maffeis, C.; Loomba, R.; Byrne, C.D.; Targher,
G. Prevalence of prediabetes and diabetes in children and adolescents with biopsy-proven non-alcoholic fatty liver disease. J.
Hepatol. 2019, 71, 802–810. [CrossRef] [PubMed]

136. Newton, K.P.; Hou, J.; Crimmins, N.A.; Lavine, J.E.; Barlow, S.E.; Xanthakos, S.A.; Africa, J.; Behling, C.; Donithan, M.; Clark, J.M.;
et al. Prevalence of Prediabetes and Type 2 Diabetes in Children With Nonalcoholic Fatty Liver Disease. JAMA Pediatr. 2016, 170,
e161971. [CrossRef] [PubMed]

137. Mantovani, A.; Targher, G.; Zoppini, G. Nonalcoholic Fatty Liver Disease and Implications for Older Adults with Diabetes. Clin.
Geriatr. Med. 2020, 36, 527–547. [CrossRef]

138. Alqahtani, S.A.; Schattenberg, J.M. NAFLD in the Elderly. Clin. Interv. Aging 2021, 16, 1633–1649. [CrossRef]
139. Bertolotti, M.; Lonardo, A.; Mussi, C.; Baldelli, E.; Pellegrini, E.; Ballestri, S.; Romagnoli, D.; Loria, P. Nonalcoholic fatty liver

disease and aging: Epidemiology to management. World J. Gastroenterol. 2014, 20, 14185–14204. [CrossRef]

https://doi.org/10.1136/bjsports-2016-096605
https://www.ncbi.nlm.nih.gov/pubmed/27986760
https://doi.org/10.1177/10998004211068026
https://doi.org/10.1038/s41366-023-01283-8
https://doi.org/10.1186/s40200-015-0154-1
https://doi.org/10.1371/journal.pone.0263931
https://doi.org/10.1007/s12011-021-03092-4
https://www.ncbi.nlm.nih.gov/pubmed/34994948
https://doi.org/10.1111/apt.12758
https://www.ncbi.nlm.nih.gov/pubmed/24738701
https://doi.org/10.5005/jp-journals-10018-1226
https://www.ncbi.nlm.nih.gov/pubmed/29201787
https://doi.org/10.1038/s41598-019-42059-3
https://www.ncbi.nlm.nih.gov/pubmed/30952918
https://doi.org/10.1155/2022/7888076
https://www.ncbi.nlm.nih.gov/pubmed/35677177
https://doi.org/10.1001/jama.2011.520
https://doi.org/10.3390/ijms17060928
https://doi.org/10.1111/liv.12483
https://doi.org/10.1007/s11894-016-0485-1
https://doi.org/10.1177/0146167210371383
https://www.ncbi.nlm.nih.gov/pubmed/20460650
https://doi.org/10.1371/journal.pone.0204890
https://www.ncbi.nlm.nih.gov/pubmed/30335780
https://doi.org/10.3350/cmh.2022.0096
https://www.ncbi.nlm.nih.gov/pubmed/35585687
https://doi.org/10.1111/jdi.13268
https://www.ncbi.nlm.nih.gov/pubmed/32270583
https://doi.org/10.1016/j.jhep.2019.06.023
https://www.ncbi.nlm.nih.gov/pubmed/31279904
https://doi.org/10.1001/jamapediatrics.2016.1971
https://www.ncbi.nlm.nih.gov/pubmed/27478956
https://doi.org/10.1016/j.cger.2020.04.010
https://doi.org/10.2147/CIA.S295524
https://doi.org/10.3748/wjg.v20.i39.14185


J. Pers. Med. 2024, 14, 61 27 of 27

140. Castera, L.; Friedrich-Rust, M.; Loomba, R. Noninvasive Assessment of Liver Disease in Patients with Nonalcoholic Fatty Liver
Disease. Gastroenterology 2019, 156, 1264–1281.e4. [CrossRef]

141. Zhang, C.; Yang, M. Current Options and Future Directions for NAFLD and NASH Treatment. Int. J. Mol. Sci. 2021, 22, 7571.
[CrossRef] [PubMed]

142. Gawrieh, S.; Noureddin, M.; Loo, N.; Mohseni, R.; Awasty, V.; Cusi, K.; Kowdley, K.V.; Lai, M.; Schiff, E.; Parmar, D.; et al.
Saroglitazar, a PPAR-α/γ Agonist, for Treatment of NAFLD: A Randomized Controlled Double-Blind Phase 2 Trial. Hepatology
2021, 74, 1809–1824. [CrossRef] [PubMed]

143. Amanullah, I.; Khan, Y.H.; Anwar, I.; Gulzar, A.; Mallhi, T.H.; Raja, A.A. Effect of vitamin E in non-alcoholic fatty liver disease: A
systematic review and meta-analysis of randomised controlled trials. Postgrad Med. J. 2019, 95, 601–611. [CrossRef] [PubMed]

144. Abdel-Maboud, M.; Menshawy, A.; Menshawy, E.; Emara, A.; Alshandidy, M.; Eid, M. The efficacy of vitamin E in reducing
non-alcoholic fatty liver disease: A systematic review, meta-analysis, and meta-regression. Ther. Adv. Gastroenterol. 2020, 13,
1756284820974917. [CrossRef]

145. Salomone, F.; Currenti, W.; Magrì, G.; Boškoski, I.; Zelber-Sagi, S.; Galvano, F. Effects of intragastric balloon in patients with
nonalcoholic fatty liver disease and advanced fibrosis. Liver Int. 2021, 41, 2112–2116. [CrossRef]

146. Jirapinyo, P.; Thompson, C.C. Endoscopic Bariatric and Metabolic Therapies: Surgical Analogues and Mechanisms of Action.
Clin. Gastroenterol. Hepatol. 2016, 15, 619–630. [CrossRef]

147. Shamseddeen, H.; Vuppalanchi, R.; Gromski, M.A. Duodenal mucosal resurfacing for nonalcoholic fatty liver disease. Clin. Liver
Dis. 2022, 20, 166–169. [CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1053/j.gastro.2018.12.036
https://doi.org/10.3390/ijms22147571
https://www.ncbi.nlm.nih.gov/pubmed/34299189
https://doi.org/10.1002/hep.31843
https://www.ncbi.nlm.nih.gov/pubmed/33811367
https://doi.org/10.1136/postgradmedj-2018-136364
https://www.ncbi.nlm.nih.gov/pubmed/31434683
https://doi.org/10.1177/1756284820974917
https://doi.org/10.1111/liv.14917
https://doi.org/10.1016/j.cgh.2016.10.021
https://doi.org/10.1002/cld.1255

	Introduction 
	Epidemiology 
	Risk Factors 
	Metabolic Syndrome 
	Type 2 Diabetes Mellitus 
	Hypertension 
	Obesity 
	High Fructose Intake 
	Gut Microbiota 
	Genetics 
	Aging 

	Pathophysiology of MASLD 
	Hepatic De Novo Lipogenesis (DNL) 
	Fatty Acid Oxidation 
	VLDL Excretion 
	Role of Insulin Resistance 
	Inflammatory Pathways 
	Lipotoxicity 
	Endoplasmic Reticulum (ER) Stress 
	Inflammasome 
	Mitochondrial Dysfunction 

	Importance of Diet in MASLD 
	Intermittent Fasting 
	Mediterranean Diet 
	Low-Carb and Low-Fat Diet 
	Ketogenic Diet 
	Caffeine Consumption 

	Importance of Exercise in MASLD 
	Aerobic Exercise 
	Resistance Training 
	Synergistic Effects of Aerobic and Resistance Exercises 
	Impact of Exercise on Liver Fat and Insulin Sensitivity 
	Combined Effects of Diet and Exercise 

	Role of Gut Microbiota 
	Psychological Aspects and Compliance 
	Special Populations 
	Prediabetics 
	Children 
	Advanced Age 

	Future Directions 
	Conclusions 
	References

