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Abstract

With the rising epidemic of obesity, metabolic syndrome, and
type 2 diabetes mellitus in China, metabolic dysfunction-
associated non-alcoholic fatty liver disease has become the
most prevalent chronic liver disease. This condition frequent-
ly occurs in Chinese patients with alcoholic liver disease and
chronic hepatitis B. To address the impending public health
crisis of non-alcoholic fatty liver disease and its underlying
metabolic issues, the Chinese Society of Hepatology and
the Chinese Medical Association convened a panel of clini-
cal experts to revise and update the “Guideline of preven-
tion and treatment of non-alcoholic fatty liver disease (2018,
China)”. The new edition, titled “Guideline for the preven-
tion and treatment of metabolic dysfunction-associated fatty
liver disease (Version 2024)", offers comprehensive recom-
mendations on key clinical issues, including screening and
monitoring, diagnosis and evaluation, treatment, and follow-
up for metabolic dysfunction-associated fatty liver disease
and metabolic dysfunction-associated steatotic liver disease.
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Metabolic dysfunction-associated fatty liver disease is now
the preferred English term and is used interchangeably with
metabolic dysfunction-associated steatotic liver disease. Ad-
ditionally, the guideline emphasizes the importance of mul-
tidisciplinary collaboration among hepatologists and other
specialists to manage cardiometabolic disorders and liver
disease effectively.
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Introduction

Non-alcoholic fatty liver disease (NAFLD) is a chronic pro-
gressive liver condition resulting from over-nutrition and
insulin resistance (IR) in genetically susceptible individuals.
The spectrum of NAFLD ranges from non-alcoholic fatty liv-
er and non-alcoholic steatohepatitis (NASH) to progressive
fibrosis, cirrhosis, and hepatocellular carcinoma (HCC).1-3
The global prevalence and incidence of NAFLD are increas-
ing alongside the epidemics of obesity and type 2 diabe-
tes mellitus (T2DM), particularly in China.4-6 Additionally,
NAFLD has a reciprocal relationship with metabolic syn-
drome (MetS) and T2DM, contributing to the development
of atherosclerotic cardiovascular disease (CVD), chronic kid-
ney disease (CKD), hepatic decompensation, and both he-
patic and non-hepatic malignancies.!~3.7.8 Therefore, NAFLD
has emerged as a significant public health issue worldwide,
including in China.>®

To standardize the screening, diagnosis, management,
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Table 1. Revised quality of evidence and grades of recommendation
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Evidence Definitions

Quality of evidence

High quality (A)
efficacy.

Moderate quality (B)

Further research is unlikely to change our confidence in the diagnosis or the assessment of

The confidence in the observed values is moderate. The true values may be close to the

observed values, but there is still a possibility of the two being different.

Low quality (C)
observed values.

Grades of recommendation

Strong (1)
than good.

Weak (2)

The confidence in observed values is limited. The true values may be different from the

It is clearly demonstrated that the interventions do more good than harm, or do more harm

It is not clearly demonstrated that the interventions do more good or more harm. Evidence of

both high and low quality shows that good and harm are comparable.

and follow-up of NAFLD patients, the Chinese Society of Hepa-
tology and the Chinese Medical Association published the
Guideline of prevention and treatment of non-alcoholic fatty
liver disease (2018, China) (hereinafter referred to as 2018
guideline).?2 In 2020, an international panel of experts rec-
ommended renaming NAFLD to metabolic dysfunction-asso-
ciated fatty liver disease (MAFLD). The same year, the Asian
Pacific Association for the Study of the Liver published clini-
cal practice guidelines for the diagnosis and management of
MAFLD.10-12 However, in 2023, a multi-society Delphi consen-
sus statement led by the American Association for the Study
of Liver Diseases suggested the name and acronym meta-
bolic dysfunction-associated steatotic liver disease (MASLD)
to replace NAFLD.13 In 2024, the European Association for
the Study of the Liver (hereinafter referred to as EASL), the
European Association for the Study of Diabetes (hereinafter
referred to as EASD), and the European Association for the
Study of Obesity (hereinafter referred to as EASO) published
EASL-EASD-EASO Clinical Practice Guidelines on the Manage-
ment of Metabolic Dysfunction-associated Steatotic Liver Dis-
ease.3 Regarding the renaming, the Chinese Society of Hepa-
tology and the Chinese Medical Association actively expressed
their expert committee’s opinion,® emphasizing that the di-
agnosis and treatment of NAFLD should reflect the specific
context in China. After extensive discussion, the expert com-
mittee recommended that both MAFLD and MASLD be trans-
lated as “MUCMAHSCHRMPEAFBE” in Chinese. Concurrently, the
committee decided to revise and update the 2018 guideline
to the “Guideline for the prevention and treatment of meta-
bolic dysfunction-associated (non-alcoholic) fatty liver disease
(Version 2024)" (hereinafter referred to as this guideline).14
The authors were invited by the Chinese Society of Hepa-
tology and the Chinese Medical Association to develop this
practice guideline document for managing patients with fat-
ty liver disease (FLD). The recommendations are structured
using a patient-intervention-comparison-outcome format
and a modified Grading of Recommendations, Assessment,
Development, and Evaluations (GRADE) system, informed
by expert opinion and a review of current literature. The
evidences supporting the recommendations are categorized
into three levels: A, B, and C, while the recommendations
themselves are grouped into two grades: 1 and 2 (Table 1).
Although the terms MAFLD (2020) and MASLD (2023) have
different working definitions, they largely overlap on major
issues, with only minor differences. Therefore, this guide-
line proposes a modified diagnostic criterion for MAFLD/
MASLD, with MAFLD being the preferred English term that

is interchangeable with MASLD.

The recommendations in this guideline aimed to assist cli-
nicians in making informed decisions regarding the screen-
ing, diagnosis, management, follow-up, and monitoring of
FLD. However, these recommendations should be tailored to
the individual patient with MAFLD and their specific circum-
stances in routine clinical practice. Clinicians should consider
the best clinical evidence, available medical resources, the
patient’s specific condition and preferences, and their knowl-
edge and experience when developing diagnostic, therapeu-
tic, and follow-up strategies. As research on MAFLD rapidly
advances, this guideline should be continuously updated and
refined based on ongoing developments in the field and clini-
cal requirements.14

Terminology and pathophysiology

Terminology of FLD

FLD, or steatotic liver disease, is a heterogeneous group of
diseases caused by various factors, including genetic sus-
ceptibility, epigenetic changes, diet, and lifestyle choices.!
Advances in technology and clinical research have led to on-
going updates in the terminology, classification, and staging
of FLD (Tables 2 and 3). Aside from alcohol-related liver dis-
ease (ALD), the original term NAFLD has been classified into
MAFLD and cryptogenic FLD.11 In clinical practice, it is not
uncommon to encounter FLD with mixed etiologies, where
two or more causes coexist. Furthermore, FLD can present
alongside other types of liver disease, such as chronic hepa-
titis B (CHB) infection.1213

Pathophysiology of MAFLD

The liver plays a key role in regulating energy balance, as
well as glucose and lipid metabolism in the body. A high-en-
ergy diet and sedentary lifestyle, along with conditions such
as obesity, MetS, and T2DM, are major risk factors for MAFLD
(Table 4). The ability of adipose tissue and the liver to handle
excess nutrients influences the development and progression
of MAFLD. Dysfunction in adipose tissue, along with IR and
low-grade systemic inflammation, leads to increased synthe-
sis of triglycerides (TG) and decreased oxidation and trans-
port in hepatocytes, resulting in hepatic fat accumulation.
Additional factors such as gut microbiota dysbiosis, glycolipid
toxicity, and other mechanisms contribute to mitochondrial
dysfunction, endoplasmic reticulum stress, lipid peroxidation
damage, and hepatic inflammation. These processes activate
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Table 2. Clinical classification of fatty liver disease

Terminology

Definition

Fatty liver disease
Metabolic dysfunction-

associated fatty liver disease
Alcohol related-liver disease

Secondary fatty liver disease

Mixed etiology of fatty liver
disease

Cryptogenic fatty liver
disease

Special type of fatty liver
disease

A group of heterogeneous diseases characterized by the presence of diffuse fatty liver on
imaging technique or histological features of significant macrovesicular steatosis.

Chronic metabolic stress-induced liver disease caused by over-nutrition and insulin
resistance in genetically susceptible individuals.

Chronic progressive liver disease caused by long-term excessive alcohol consumption
initially presents as simple fatty liver disease. With continued consumption, the disease
advances to alcoholic hepatitis, liver fibrosis, and cirrhosis.

Macrovesicular steatosis caused by specific etiologies such as toxic/drug-induced liver
disease (environmental factors, amiodarone, methotrexate, 5-fluorouracil, irinotecan,
tamoxifen, glucocorticoids, etc.), nutrient deficiency, genotype 3 hepatitis C virus infection,
Wilson disease, hypobetalipoproteinemia, congenital lipodystrophy, and celiac disease, etc.

Chronic liver diseases are caused by two or more coexisting factors that can lead to
macrovesicular steatosis, in which the most common factors are obesity, type 2 diabetes
mellitus, metabolic syndrome, and alcohol (ethanol) abuse.

Idiopathic fatty liver disease, when no specific cause is detected, usually progresses to
metabolic dysfunction-associated fatty liver disease. It's important to remain cautious
about missing diagnosis of secondary fatty liver disease.

A group of acute liver diseases characterized by microvesicular steatosis, including
acute fatty liver of pregnancy, HELLP syndrome (hemolysis, elevated liver enzymes, and
low platelet count), Reye’s syndrome, Reye-like syndrome (liver damage induced by
toxins or drugs such as carbon tetrachloride, sodium valproate, tetracycline, salicylate,
phosphorus, etc.), alcoholic foamy degeneration, mitochondrial fatty acid oxidation gene
defect, and acute hepatitis D.

stellate cells and ultimately cause metabolic dysfunction-as- steatohepatitis can contribute to the development of MetS
sociated steatohepatitis (MASH), liver fibrosis, cirrhosis, and and T2DM through mechanisms such as IR, disruptions in
even HCC.1213.15 Furthermore, hepatic fat accumulation and glucose and lipid metabolism, and oxidative stress, creating

Table 3. Clinical classification of metabolic dysfunction-associated fatty liver disease

Terminology Definition

Metabolic dysfunction-  Early stage of MAFLD. Hepatic steatosis identified by imaging techniques or 5% of macrovesicular
associated simple steatosis by liver histology, with or without non-specific inflammation. The mild (S1), moderate
fatty liver (S2), and severe (S3) steatosis are defined that the percentage of hepatocyte steatosis is 5-33%,

34-66%, and 267% in view of hematoxylin and eosin stain under light microscope, respectively.

Metabolic dysfunction-  MAFLD patients coexist with >5% of liver steatosis, lobularinflammation, and ballooned hepatocytes
associated in liver histology. According to the fibrosis stage, it can be divided into early MASH (FO-1),
steatohepatitis fibrotic MASH (F2-3), and MASH cirrhosis (F4).

Metabolic dysfunction-  MAFLD patients with biopsy-proven significant fibrosis (F2, F3) or NITs diagnosing advanced
associated liver fibrosis fibrosis (F3, F4), with or without elevated liver enzymes and histologic features of MASH.

Metabolic dysfunction-  MAFLD patients with cirrhosis are suggested by noninvasive tests or liver biopsy, with or without
associated cirrhosis histologic features of MASH.

MAFLD, metabolic dysfunction-associated fatty liver disease; MASH, metabolic dysfunction-associated steatohepatitis.

Table 4. The main risk factors for metabolic dysfunction-associated fatty liver disease

Terminology Definition

Obesity A chronic metabolic endocrine disorder characterized by excessive accumulation of body fat and
overweight. BMI is an important indicator of obesity. BMI 24.0-27.9 kg/m? is classified as
overweight and > 28 kg/m? as obesity.

Sarcopenic obesity A state characterized by skeletal muscle mass loss and function decline, alongside excessive body
fat, which BMI may underestimate or miss diagnose.

Type 2 diabetes The most common type of diabetes characterized by elevated plasma glucose caused by
mellitus hyperinsulinemia and insulin resistance. Diagnostic criteria include fasting plasma glucose = 7.0
mmol/L, or 2-h postprandial plasma glucose > 11.1 mmol/L, and glycated hemoglobin Alc > 6.5%.

Metabolic syndrome A cluster of conditions including three or more metabolic cardiovascular risk factors.

BMI, body mass index.
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a vicious cycle.”.8

Genetic polymorphisms in proteins such as patatin-like
phospholipase domain-containing protein 3 (PNPLA3), trans-
membrane 6 superfamily member 2 (TM6SF2), and glucoki-
nase regulatory protein increase susceptibility to MAFLD/
MASH, cirrhosis, and HCC.1213 Alcohol consumption also
plays a role in the pathogenesis of MAFLD, acting as a trigger,
risk factor, or co-pathogen. Both excessive alcohol intake and
over-nutrition can induce metabolic disorders and synergisti-
cally damage the liver.12:13,16 Even mild alcohol intake can
increase the risk of hepatic oxidative stress, lipid peroxida-
tion, and HCC in patients with MetS or fibrotic MAFLD.12:13,16
Additionally, conditions such as sarcopenia, hypothyroidism,
obstructive sleep apnea, polycystic ovary syndrome, and
panhypopituitarism are also involved in the pathogenesis of
MAFLD.2:4.7

Epidemiology

NAFLD is the most common chronic liver disease worldwide
and the primary cause of abnormal serum aminotransferases
in individuals undergoing health check-ups. In China, it has
surpassed CHB as the leading cause of chronic liver disease
.5:6,11,14 Retrospective analyses of epidemiological data show
that over 95% of NAFLD patients meet the diagnostic cri-
teria for MAFLD, allowing NAFLD data to be extrapolated to
MAFLD.17

Global epidemiology of NAFLD

The global prevalence of NAFLD is estimated at 32.4%, with
a significantly higher rate in men than women (39.7% vs.
25.6%). Over the past two decades, the prevalence has risen
significantly, reaching 37.8% since 2016.> The highest prev-
alence is found in Latin America (44.4%), followed by the
Middle East and North Africa, South Asia, Southeast Asia,
North America, and East Asia, with the lowest prevalence
in Western Europe (25.1%).18 Overweight and obese pop-
ulations exhibit similar rates of NAFLD, non-alcoholic fatty
liver, NASH, significant fibrosis (=F2), and advanced fibrosis
(=F3), at 70.0% vs. 75.3%, 42.5% vs. 43.1%, 33.5% vs.
33.7%, 20.3% vs. 21.6%, and 6.7% vs. 6.9%, respective-
ly.19 Globally, 19.2% of NAFLD patients have a normal body
mass index (BMI), classified as lean individuals, and 40.8%
are non-obese. In the general population, 12.1% have non-
obese NAFLD, and 5.1% have lean NAFLD. Among non-obese
or lean NAFLD patients, 39.0% have NASH, 29.2% have
significant fibrosis, and 3.2% have cirrhosis. Advanced age
(>40 years) and cardiometabolic risk factors are indepen-
dently associated with liver fibrosis in NAFLD patients.20

Among patients with T2DM, the global prevalence of
NAFLD, NASH, significant fibrosis, and advanced fibrosis
was 65.0%, 31.6%, 35.5%, and 15.0%, respectively.?! In
a study of 501 patients with T2DM, 29 had cirrhosis (includ-
ing two cases of HCC and one case of gallbladder cancer).
Obesity and insulin use were independently associated with
advanced fibrosis and cirrhosis in diabetic patients.22 The
prevalence of NAFLD in patients with type 1 diabetes is not
higher than in the general population unless combined with
obesity and MetS.” The pooled incidence of NAFLD in the
Asian population is 46.1 per 1,000 person-year, with a higher
rate in males than in females (53.1 vs. 33.7 per 1,000 per-
son-year). Obese or overweight individuals have a threefold
higher risk of developing NAFLD compared to non-obese or
lean individuals (86.7 vs. 29.6 per 1,000 person-year, and
84.2 vs. 33.6 per 1,000 person-year). China shows the high-
est incidence (59.4 per 1,000 person-year) and the greatest
increase in NAFLD prevalence worldwide.>23
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Epidemiology of NAFLD in China

Over the past 20 years, the pooled prevalence of NAFLD
among adults in China was 29.6%, with a higher rate in
males (34.8%) than in females (23.5%).24 Among obese in-
dividuals and those with T2DM, the prevalence of NAFLD was
66.2% and 51.8%, respectively. In Shanghai, the preva-
lence of NAFLD increased with BMI and waist circumference,
even affecting 17.5% of adults with normal BMI and waist
circumference (accounting for 11.1% of all NAFLD cases)
and was associated with cardiometabolic risk factors.?5 In a
2012 study of adults aged 45 and older in the Chongming
District of Shanghai, the prevalence of NAFLD and MAFLD
(based on 2020 criteria) was 36.9% and 40.3%, respective-
ly. Of those with NAFLD, 95.1% met the criteria for MAFLD.
Among diabetic patients with NAFLD, 11.4% were diagnosed
with advanced fibrosis based on non-invasive tests (NITs).26
Although patients with chronic hepatitis B virus (HBV) infec-
tion generally have a lower prevalence of FLD compared to
non-infected individuals, NAFLD is becoming more common
in this population, largely driven by metabolic dysfunction.2?
Based on ultrasonic attenuation parameter (UAP) and liver
stiffness measurement (LSM) data from transient elastogra-
phy (TE) FibroTouch® performed on over 5.75 million adults
during health check-ups in China between 2017 and 2022,
the prevalence of FLD (UAP > 244 dB/m), severe FLD (UAP
> 296 dB/m), advanced fibrosis (LSM > 10 kPa), and cirrho-
sis (LSM > 13.5 kPa) was 44.4%, 10.6%, 2.9%, and 0.87%,
respectively. Common risk factors for FLD and fibrosis in-
cluded male gender, obesity, diabetes mellitus, hyperten-
sion, dyslipidemia, MetS, elevated aminotransferase levels,
and excessive alcohol consumption. Additionally, FLD, along
with decreased serum albumin or blood platelet counts and
HBV infection, was strongly associated with advanced fibro-
sis and cirrhosis.?® It should be noted, however, that this
study did not rely on a general population survey and did not
differentiate the underlying causes of FLD.

Recommendation 1: MAFLD is the most common
chronic progressive liver disease in China and should
be a priority in screening and prevention efforts (B, 1).
Recommendation 2: High-risk populations, such as
individuals with obesity (BMI > 28 kg/m?2), T2DM, MetS
(=three cardiometabolic risk factors), or elevated se-
rum aminotransferases without symptoms, should be
screened for MAFLD and liver fibrosis (B, 1).

Nature history

It is well-established that MetS and T2DM interact with FLD to
mutually promote the development of multi-system metabo-
lism-related chronic diseases.2® The morbidity and mortality
of patients with NAFLD are primarily associated with CVD and
non-hepatic malignancies. Liver-related events—such as he-
patic decompensation, HCC, liver transplantation, and liver-
related death—are significantly increased only in patients with
advanced fibrosis or cirrhosis.27.8 Moreover, MetS is indepen-
dently associated with an increased risk of all-cause mortality,
as well as liver- and CVD-related mortality, in NAFLD patients.
Interestingly, T2DM may have a more substantial impact on
the outcomes of NAFLD patients than obesity.30.31

Increased risk of hepatic decompensation and HCC

Compared to the general population, the pooled global all-
cause mortality (15.44/1,000 person-year for NAFLD and
25.56/1,000 person-year for NASH), and liver-related mor-
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tality (0.77/1,000 person-year for NAFLD and 11.77/1,000
person-year for NASH) increased by 1.05 and 1.94 times,
respectively, in patients with NAFLD and NASH. Advanced
fibrosis has a more significant effect on long-term progno-
sis than NASH, with approximately 40.8% of NASH patients
showing fibrosis progression during follow-up.32 In a median
four-year follow-up of 1,773 patients with biopsy-proven
NAFLD, all-cause mortality increased with fibrosis stage:
0.32, 0.89, and 1.76 deaths per 100 person-year at stages
FO-F2, F3, and F4, respectively. Hepatic decompensation in-
creased the all-cause mortality risk in NAFLD patients by 6.8
times, and the likelihood of complications such as ascites,
esophageal variceal bleeding, hepatic encephalopathy, and
HCC rises with fibrosis progression.33

The global pooled incidence of NAFLD-related HCC was
1.25 per 1,000 person-year, increasing to 14.46 per 1,000
person-year in patients with advanced fibrosis.34 A study of
U.S. veterans with NAFLD found that over a mean follow-up
of nine years, the risk of developing cirrhosis and/or HCC in-
creased with the number of MetS components, with T2DM
being more strongly associated with HCC than with cirrho-
sis.31 Although 30% to 50% of NASH-related HCC cases oc-
cur without underlying cirrhosis, the incidence of HCC in non-
cirrhotic NASH patients is only 0.01% to 0.13%, compared to
0.5% to 2.6% in cirrhotic NASH patients. From 2012 to 2017,
global mortality from cirrhosis and HCC increased by 11.4%,
largely driven by NAFLD. During this period, the age-stand-
ardized death rate for cirrhosis and HCC due to NAFLD rose by
0.29% and 1.42%, respectively, accounting for 9% and 8%
of deaths from cirrhosis and HCC.3> However, the incidence
of liver-related events in NAFLD patients was only 0.97 per
1,000 person-year, while the risk of CVD and non-hepatic ma-
lignancies was nine to sixteen times higher. Additionally, the
risk of CKD in NAFLD patients aged 50 years and older was
also higher than the risk of liver-related events.36

Increased risk of cardiovascular-kidney-metabolic
disease

Cardiovascular-kidney-MetS is a systemic disease caused by
the pathophysiological interactions between cardiometabolic
risk factors, CKD, and CVD, with NAFLD playing a central
role as a metabolic condition.3? The incidence rates of MetS,
T2DM, and CKD in NAFLD patients are higher than in the
general population. NAFLD independently increases the risk
of T2DM and CKD by 2.19 times and 1.43 times, respec-
tively.38:3% Compared to NAFLD patients with fibrosis stages
FO-F2, those with stage F4 have a higher risk of develop-
ing T2DM (75.3 per 1,000 person-year vs. 44.5 per 1,000
person-year) and experiencing renal function deterioration
(29.8 per 1,000 person-year vs. 9.7 per 1,000 person-year).
In the meanwhile, T2DM and NAFLD synergistically increase
the risk of developing CKD.33:40

NAFLD is also a critical early warning indicator of CVD, in-
dependently increasing the risk of coronary heart disease by
1.33 times and major cardiovascular events by 1.45 times.
The pooled prevalence of clinical and subclinical coronary ar-
tery disease in NAFLD patients was 38.7% and 55.4%, respec-
tively. NAFLD patients also face a significantly higher risk of
heart failure and atrial fibrillation.41-43 Additionally, the pooled
prevalence of carotid atherosclerosis, ischemic stroke, and
hemorrhagic stroke in NAFLD patients was 35.0%, 6.1%, and
2.2%, respectively. NAFLD increases the risk of carotid athero-
sclerosis by 3.2 times and stroke by 1.9 times.** The impact of
NAFLD on incident CVD and all-cause mortality is even more
pronounced in patients with T2DM and advanced fibrosis.*>:46
Genetic polymorphisms in PNPLA3, TM6SF2, and membrane-
bound O-acyltranferase domain containing 7 (MBOATY) in-

crease liver-related mortality in overweight or obese NAFLD
patients but reduce their CVD-related mortality.4”

Increased risk of non-hepatic malignancies

NAFLD, along with its associated metabolic inflammation, ab-
normal immune surveillance, and intestinal microbiota imbal-
ance, contributes to carcinogenesis.*® Globally, the incidence
of non-hepatic malignancies in NAFLD patients (10.58 per
1,000 person-year) is eight times higher than that of HCC, with
endometrial, breast, prostate, colorectal, and lung cancers
being the most common.34 The elevated risk of non-hepatic
malignancies in NAFLD patients is independent of age, gen-
der, smoking, obesity, diabetes, and fibrosis stage.3* NAFLD
also increases the risk of esophageal, gastric, pancreatic, and
colorectal cancers by 1.5 to 2 times, and the risk of lung,
breast, gynecological, and urinary system cancers by 1.2 to
1.5 times.*? In the prospective cohort study of male adults in
Kailuan, China, NAFLD was associated with an increased risk
of total non-hepatic malignancies (hazard ratio [HR], 1.22),
thyroid cancer (HR, 2.79), and lung cancer (HR, 1.23).30

Metabolic dysfunction as a driver of the liver disease

According to the Third National Health and Nutrition Exami-
nation Survey (NHANES III) in the U.S., the overall mortal-
ity rate among 12,878 patients with FLD was 30% over a
median follow-up of 23 years. IR and cardiometabolic risk
factors were associated with an increased risk of mortality
in NAFLD patients. Coexisting ALD was the primary cause
of increased liver-related mortality in patients with MAFLD
(2020 criteria).30 Fibrosis-4 index (FIB-4) = 2.67 predicted
liver-related mortality in both MAFLD (HR, 17.2) and NAFLD
(HR, 9.3) patients. Liver-related mortality in MAFLD patients
was nearly 50% higher than in NAFLD patients, and all-
cause mortality in MAFLD patients increased by 17%, with
the most significant rise in CVD-related mortality. Among
subgroups, MAFLD+/NAFLD- patients had the most signifi-
cant increase in all-cause mortality, while MAFLD-/NAFLD+
(cryptogenic FLD) patients had a lower mortality rate than
the control group without FLD.3% NAFLD patients with normal
BMI had similar liver- and non-liver-related events to those
with overweight and obesity. Metabolic dysfunction and ad-
vanced fibrosis were also associated with adverse outcomes
in lean NAFLD patients.51.52 Additionally, MetS and T2DM are
significant risk factors for the progression of liver disease in
patients with ALD and/or CHB infection.6:27:53

Recommendation 3: Patients with MAFLD should be
screened and monitored for liver fibrosis (B, 1).
Recommendation 4: MAFLD patients with advanced
fibrosis should be screened for HCC, and if cirrhosis is
diagnosed, screening for esophageal varices and he-
patic decompensation events should also be performed
(B, 1).

Recommendation 5: Patients with MAFLD should be
screened and monitored for MetS components (Table
5) and T2DM using fasting plasma glucose, hemoglobin
Alc, and oral glucose tolerance tests, if necessary (B, 1).
Recommendation 6: Patients with MAFLD should be
screened for CKD using estimated glomerular filtration
rate and/or urine albumin, and the 10-year and lifetime
CVD risk assessment model should be used to evaluate
CVD risk in Chinese adults (B, 1).

Recommendation 7: MAFLD patients should adhere to
age- and gender-stratified screening for common ma-
lignancies (C, 1).

Journal of Clinical and Translational Hepatology 2024 vol. 12(11) | 955-974 959



Table 5. Definitions of metabolic syndrome components
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Components Definition

Overweight/obesity
fat content and percentage.

Blood pressure

BMI > 24.0 kg/m2, or waist circumference > 90 cm (male) and = 85 cm (female), or excessive body

Blood pressure = 130/85 mmHg, or undergoing antihypertensive medication therapy.

Dysglycaemia or type Fasting plasma glucose = 6.1 mmol/L, or 2-h postprandial plasma glucose = 7.8 mmol/L, or HbAlc

2 diabetes mellitus
Plasma TG

HDL-cholesterol
medication therapy.

> 5.7%, or history of type 2 diabetes mellitus, or HOMA-IR > 2.5.
Plasma TG = 1.70 mmol/L, or undergoing lipid-lowering medication therapy.
Plasma HDL-cholesterol < 1.0 mmol/L (male) and 1.3 mmol/L (female), or undergoing lipid-lowering

BMI, body mass index; HOMA-IR, homeostasis model assessment of insulin resistance; HbAlc, hemoglobin Alc; HDL, high-density lipoprotein; TG, triglyceride; 1

mmHg = 0.133 kPa.

Diagnosis and assessment

Diagnosis of MAFLD alone and MAFLD with other
liver disease

The diagnosis of MAFLD alone requires evidence of diffuse
fatty liver on imaging and/or histological confirmation of
significant hepatic steatosis (=5% macrovesicular steato-
sis), at least one component of the MetS (Fig. 1, Table 5),
and the exclusion of excessive alcohol consumption (=210
g/week in men and =140 g/week in women over the past
12 months) and other specific causes of FLD.1:2:13,14 Rou-
tine blood tests and non-invasive assessments of hepatic
steatosis and fibrosis are essential for suspected MAFLD
cases. However, a liver biopsy is necessary for diagnosing
MASH in MAFLD patients and for differential diagnosis in

certain cases or clinical trials (Fig. 2, Table 6).1.212,14 In
patients with ALD and other specific etiologies of FLD who
have obesity, T2DM, or MetS, the coexistence of MAFLD
(mixed etiology of FLD) should be considered.®-12 Patients
with other chronic liver diseases, such as CHB, chronic
hepatitis C caused by non-genotype 3 hepatitis C virus
infection, and primary biliary cholangitis, often have con-
comitant MAFLD, with CHB and MAFLD being the most
common combination in China.212.27 Additionally, MAFLD
patients may be more susceptible to drug-induced liver
injury.2 A comprehensive analysis of a patient’s medical
history, including medication history, laboratory data, and
other specialized examinations, can assist in identifying
the primary causes of liver injury in FLD patients with two
or more etiologies, as well as in MAFLD patients combined

Hepatic steatosis identified by imaging techniques and/or 25% macrovesicular steatosis by liver histology

Presence of specific etiology inducing steatosis: genotype 3 HCV infection, drug-induced fatty liver, Wilson disease, malnutrition, etc

v v
Yes No
Excessive alcohol intake (male = 210 g/wk, female = 140 g/wk)
|
v v
Yes No
v v v

Presence of obesity and/or type 2
diabetes, metabolic syndrome

Yes No Yes
v v v
MAFLD with Secondary MAFLD with ALD
secondary FLD FLD

Presence of obesity and/or type 2
diabetes, metabolic syndrome

Presence of at least one MetS components:

« BMI 2 24.0 kg/m?, or WC = 90 cm(male)/85 cm(female), or excessive
body fat content and percentage

« Blood pressure 2 130/85 mmHg, or undergoing antihypertensive
medication therapy

« Fasting plasma glucose = 6.1 mmol/L, or 2-hour postprandial plasma
glucose 2 7.8 mmol/L, or HbA1c 2 5.7%, or history of type 2 diabetes
mellitus, or HOMA-IR 2 2.5

* Plasma TG 2 1.70 mmol/L, or undergoing lipid-lowering medication
therap

* Plasma HDL-cholesterol < 1.0 mmol/L(male)/1.3 mmol/L(female), or
undergoing lipid-lowering medication therapy

v v
Yes No
v v
MAFLD Cryptogenic FLD

Fig. 1. Etiological diagnosis flowchart of fatty liver disease. HCV, hepatitis C virus; MetS, metabolic syndrome; MAFLD, metabolic dysfunction-associated fatty
liver disease; FLD, fatty liver disease; ALD, alcoholic liver disease; BMI, body mass index; WC, waist circumstance; HbAlc, hemoglobin Alc; HOMA-IR, homeostasis
model assessment of insulin resistance; TG, triglycerides; HDL-cholesterol, high-density lipoprotein cholesterol; 1 mmHg = 0.133 kPa.
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Screening steatosis with ultrasound in patient at risk (obesity, metabolic syndrome, type 2 diabetes, elevated aminotransferases) ‘9:’
3
=
3

€ Imaging identified steatosis E
@  Exclude secondary steatosis > MAFLD §
@ Atleast 1 cardiometabolic criteria o
v 2]
7
Primary assessment
FIB-4
P |
FIB-4<1.3 2
~ Lowrisk o
Normal o — | 5
- AT Secondary assessment g”
— LSM ]
Regular Abnormal =
] | =
follow up ALT v e
LSM < 8 kPa
Low risk
- Tertiary assessment ¢
- Hepatologist: clinical classification, staging and complications
FAST predict MASH | 1Agile3+/Agile 4 assess fibrosis stage =
°
v v 2
FAST <0.35 0.35 < FAST < 0.67 Rule out advanced Advanced fibrosis %
Low risk Indeterminate risk fibrosis (F<2 ) (F=3) &
: 2
(7]
[1]
(7]
7

Fig. 2. Screening, diagnosis and assessment of metabolic dysfunction-associated fatty liver disease. ALT, alanine aminotransferase; FIB-4, fibrosis-4; LSM,
liver stiffness measurement; FAST, Fibro scan-AST; MASH, metabolic dysfunction-associated steatohepatitis; CSPH, clinically significant portal hypertension.

with other types of liver diseases. diagnosing significant hepatic steatosis, including diffuse and

Non-invasive assessment of hepatic steatosis

non-homogeneous steatosis.12:12:54 The controlled attenua-
tion parameter (CAP)/UAP, based on TE, has greater sensitiv-

Ultrasound is the most widely used imaging technique for ity in detecting hepatic steatosis compared to routine ultra-

Table 6. Systematic assessment of patients suspected of metabolic dysfunction-associated fatty liver disease

History

Physical
examination

Laboratory
tests

Additional
tests

Smoking history, alcohol consumption history (including amount, pattern, and duration of use); diet and
exercise habits; body weight and its change. History of hypertension, diabetes, dyslipidemia, hyperuricemia/
gout, obstructive sleep apnea, polycystic ovary syndrome (for women), recent and current medications.
Family history of obesity, fatty liver, diabetes, coronary artery disease, stroke, cirrhosis.

Height, body weight, waist circumference, arterial blood pressure, features of insulin resistance (e.g.,
dorsocervical fat pad, acanthosis nigricans). Features of advanced chronic liver disease (e.g., hepatomegaly
and firm liver, splenomegaly, prominent abdominal veins, ascites, gynecomastia, spider angiomata, palmar
erythema, lower limb edema, and jaundice).

Complete blood count, high-sensitivity C-reactive protein, biochemical tests for the assessment of liver
and renal function, lipid panel, fasting plasma glucose, insulin, glycated hemoglobin, and even oral glucose
tolerance test; alpha-fetoprotein testing for patients with cirrhosis.

If there is no prior screening for hepatitis B and C, testing for hepatitis B surface antigen and hepatitis C
antibodies will be recommended. Further analysis including HBV DNA and HCV RNA can be performed if
necessary. Additional evaluation will be required if liver biochemistry parameters are significantly abnormal
or if other causes of liver disease are suspected, such as testing for anti-nuclear antibodies and anti-smooth
muscle antibodies (for autoimmune hepatitis), anti-mitochondrial antibodies (for primary biliary cholangitis),
ceruloplasmin and 24-h urine copper (for Wilson disease), low-density lipoprotein, and apolipoprotein B (for
hypobetalipoproteinemia). Ultrasonography (of the liver, gallbladder, pancreas, spleen, and kidneys) should
be conducted, along with transient elastography recommended to assess liver fat content and fibrosis. Body
composition analysis is recommended for individuals with normal BMI. Fundoscopy or carotid artery ultrasound
can be performed to observe for signs of atherosclerosis, and if necessary, screening for coronary artery disease
and stroke can be conducted through electrocardiography, cardiac dual-source CT, cranial MRI, etc.

HBYV, Hepatitis B virus; HCV, Hepatitis C virus; BMI, Body mass index; CT, Computed tomography; MRI, magnetic resonance imaging.
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Table 7. Summary of non-invasive techniques and thresholds in the assessment of MAFLD

Non-invasive techniques

Diagnostic thresholds

Assessment of steatosis grade
CAP>7
UAPS6
MRI-PDFF>8
Assessment of fibrosis stage
FIB-459,61
NFS3
LSM1,3,61
LSM60
Agile 3+62
Agile 462
Assessment of MASH with significant fibrosis (F2, F3)
FAST®3
MAST®5
acFibroMASH index54

>S1: 248 dB/m, =S2: 268 dB/m, and S3: 280 dB/m
>S1: 244 dB/m, =2S2: 269 dB/m, and S3: 296 dB/m
>S1: 25% and =S2: 10%

1.3 for rule-out and 2.67 for rule-in advanced fibrosis
—1.455 for rule-out and 0.676 for rule-in advanced fibrosis
8 kPa for rule-out and 12 kPa for rule-in advanced fibrosis
10 kPa for rule-out and 15 kPa for rule-in cirrhosis

0.451 for rule-out and 0.679 for rule-in advanced fibrosis
0.251 for rule-out and 0.565 for rule-in cirrhosis

0.35 for rule-out and 0.67 for rule-in
0.165 for rule-out and 0.242 for rule-in
0.15 for rule-out and 0.39 for rule-in

CAP, controlled attenuation parameter; UAP, ultrasonic attenuation parameter; S1, mild steatosis (<10% hepatocytes); S2, moderate steatosis (10-30% hepatocytes);
S3, severe steatosis (>30% hepatocytes); MRI-PDFF, magnetic resonance imaging proton density fat fraction; NFS, NAFLD fibrosis score; LSM, liver stiffness measure-

ment; FAST, FibroScan-AST; MAST, MRI-AST.

sound. As a continuous variable, CAP/UAP can also monitor
changes in liver fat content over time (Table 7).1,3:12,54-65
Based on the CAP values measured by FibroScan® with M
probe, the optimal cutoffs for significant hepatic steatosis
(=2S1), moderate-to-severe steatosis (=S2), and severe
steatosis (S3) in patients with chronic liver diseases were
248 dB/m, 268 dB/m, and 280 dB/m, respectively.5” CAP
has been shown to be more accurate than ultrasound in
diagnosing hepatic steatosis in CHB patients. However, its
accuracy declines when the interquartile range exceeds 30
dB/m. Factors like obesity, skin-to-liver capsule distance >
25 mm, and the use of XL probes can also lead to overesti-
mation of CAP values. Currently, no consensus exists on the
ideal CAP cutoffs for diagnosing and grading hepatic stea-
tosis.1:2:55,:66,67 FibroTouch® measurements of UAP provide
results similar to CAP values from FibroScan®. In patients
with chronic liver diseases, hepatic steatosis can be diag-
nosed based on UAP cutoffs by > S1 (244 dB/m), 2S2 (269
dB/m), and S3 (296 dB/m).56 Quantitative ultrasound fat
fraction may offer greater accuracy in diagnosing significant
steatosis compared to CAP or UAP.58 Magnetic resonance
imaging proton density fat fraction (MRI-PDFF) provides an
objective assessment of total liver fat content and is used
in some clinical trials. MRI-PDFF > 5% and 10% indicate
significant and moderate-to-severe hepatic steatosis, re-
spectively.>® However, its high cost and limited availability
restrict routine clinical practice.>868 Simple discriminant
models based on anthropometric parameters, medical his-
tory, and common laboratory markers—such as the fatty
liver index, hepatic steatosis index, NAFLD liver fat score,
and TG-glucose-waist circumference index—are primarily
used in epidemiological studies of FLD in the general popu-
lation.®9

Non-invasive assessment of steatohepatitis and fi-
brosis

Serum markers like alanine aminotransferase (ALT) and cy-

tokeratin-18 M30 can indicate hepatocyte damage and ap-
optosis in patients with MAFLD. However, their accuracy is
insufficient for diagnosing MASH.1.2470 Novel biomarkers,
such as those derived from gut microbiota and their me-
tabolites, are also unable to replace liver biopsy for MASH
diagnosis.”1:72

Fortunately, liver biopsy is usually unnecessary for stag-
ing fibrosis (Table 7). Thresholds such as the FIB-4 (<1.30
and >2.67) and the NAFLD Fibrosis Score (<—1.455 and
>0.676) can be used to preliminarily assess the likelyhood
of advanced fibrosis in MAFLD patients. However, their ac-
curacy is influenced by age (less reliable in patients under
35 or over 65 years old) and serum transaminase levels.>°
Other non-invasive fibrosis models, such as the Hepamet
fibrosis score, enhanced liver fibrosis, and ADAPT algo-
rithm, are rarely reported in China.>* The LSM obtained by
FibroScan® offers greater accuracy in diagnosing fibrosis
compared to simple fibrosis scores such as FIB-4, but its
accuracy can be affected by factors such as severe obesity,
non-fasting state, elevated serum ALT, liver congestion,
cholestasis, and severe hepatic steatosis.’374 LSM cut-off
values of 8 kPa and 12 kPa are used to rule out and rule in
advanced fibrosis/advanced chronic liver disease in MAFLD
patients, respectively!-3:7576; L SM cut-off values of 10 kPa
and 15 kPa can be used to rule out and rule in cirrhosis.®?
A sequential or combined application of FIB-4 and LSM can
improve fibrosis diagnostic accuracy. A combination using
FIB-4 cut-off values (<1.3; 22.67) followed by LSM cut-off
values (<8.0; =12.0 kPa) for ruling out or ruling in ad-
vanced fibrosis achieved sensitivity and specificity rates of
66% and 86%. Another combination of FIB-4 cut-off values
(<1.3; 23.48) and LSM cut-off values (<8.0; >20.0 kPa)
to rule out advanced fibrosis or rule in cirrhosis showed a
sensitivity of 38% and specificity of 90%.61

Incorporating anthropometric indices, underlying meta-
bolic diseases, laboratory biomarkers, and imaging data can
further improve NITs for identifying steatohepatitis and fi-
brosis in MAFLD patients.”” The Agile scoring system, which
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combines gender, T2DM status, aspartate aminotransferase
(AST)/ALT ratio, platelet count, and LSM by FibroScan®, en-
hances diagnostic performance for advanced fibrosis (Agile
3+) and cirrhosis (Agile 4) in patients with MAFLD. The cut-
off values of Agile 3+ were 0.451 and 0.679 to rule out and
rule in advanced fibrosis, respectively, while for Agile 4, the
cut-offs were 0.251 and 0.565 to rule out and rule in cirrho-
sis.®2 A combined model incorporating FIB-4, high-density
lipoprotein cholesterol, and LSM by FibroScan® can further
improve diagnostic efficiency for advanced fibrosis in T2DM
patients.”® LSM assessed by FibroTouch® and shear wave
elastography is likely comparable to FibroScan® for diagnos-
ing advanced fibrosis and cirrhosis.”® While the positive pre-
dictive value of magnetic resonance elastography (MRE) for
diagnosing advanced fibrosis and cirrhosis in MAFLD patients
is similar to that of FibroScan®, MRE has a higher negative
predictive value.”® However, there is limited data on MRE’s
use in fibrosis diagnosis in China.8% Composite scores such as
FAST (calculated from CAP, LSM via FibroScan®, and AST lev-
els), MAST (based on LSM using MRE, MRI-PDFF, and AST),
ME-FIB (combining LSM from MRE with FIB-4), and acFibro-
MASH index (including serum creatinine, AST concentrations,
and LSM by TE) may be helpful to diagnose suspected MASH
with significant fibrosis and predict the risk of liver-related
events.63-65,81

Assessment of liver histology

Liver biopsy is the gold standard for classifying and stag-
ing MAFLD. It is essential for differentiating MASH from
metabolic dysfunction-associated simple steatosis, and it
may be necessary when there is diagnostic uncertainty re-
garding the fibrosis stage based on NITs. Biopsy specimens
should undergo hematoxylin-eosin staining to evaluate
morphological features, along with Sirius red or Masson’s
trichrome staining to assess fibrosis. The pathology report
must clearly describe the degree and distribution of he-
patic steatosis, hepatocyte ballooning, inflammation, and
fibrosis. Additionally, the report should indicate the pres-
ence or absence of significant lesions, such as architectural
distortion and pseudolobules of the liver.1:2:12,14 The histo-
logical criteria for diagnosing hepatic steatosis in MAFLD
specify significant steatosis (=5% of hepatocytes show-
ing macrovesicular steatosis). The diagnosis of MASH re-
quires the coexistence of steatosis, hepatocyte ballooning
and inflammation. Compared to the NAFLD Activity Score
(the unweighted sum of steatosis, lobular inflammation,
and hepatocellular ballooning scores) proposed by the U.S.
NASH Clinical Research Network, the SAF score (which
combines steatosis, activity, and fibrosis scores) proposed
by the European Fatty Liver Inhibition of Progression Pa-
thology Consortium has improved interobserver variability
in diagnosing MASH.1:2,6,12,14 However, these scoring sys-
tems rely on semi-quantitative assessments of histological
features of FLD and must be interpreted alongside clinical
information for an accurate etiological diagnosis. Artificial
intelligence and machine learning can enhance the con-
sistency of pathologists’ evaluations regarding MASH and
fibrosis stage.82

When considering liver biopsy, the cost and associated
risks must be weighed against the potential benefits, includ-
ing clarifying etiology, elucidating pathogenesis, assessing
prognosis, and guiding treatment for suspected MAFLD pa-
tients. Indications for liver biopsy in MAFLD patients include
(1) Participation in clinical trials for new drug development in
MASH and NITs; (2) Inconsistent results from two or more
NITs when assessing fibrosis or discordance between NIT and
clinical features; (3) Determination of the cause of elevat-

ed serum liver enzymes or advanced fibrosis when two or
more liver injury factors coexist; (4) Endoscopic bariatric and
metabolic surgery; and (5) Coexisting presence of atypical
manifestations, such as significant elevation of blood immu-
noglobulins, high-titer positivity of autoantibodies, moder-
ate to severe elevation of serum transaminases, or persis-

tent abnormal serum transaminases after significant weight
loss.1/2/6:12

Assessment of liver-related complications

MAFLD patients diagnosed with advanced fibrosis or cir-
rhosis, whether through liver biopsy or NITs, should be
screened and monitored for liver-related events, includ-
ing HCC.83 Therefore, MAFLD patients with FIB-4 > 2.67
and LSM by TE > 12 kPa or Agile 3+ = 0.679 should be
screened for HCC by serum alpha-fetoprotein and ab-
dominal ultrasound. In cases of poor ultrasound quality
or suspected liver cancer, further evaluation with com-
puted tomography and/or magnetic resonance imaging is
recommended.82 For suspected intrahepatic cholangiocar-
cinoma, it is advised to test for serum carcinoembryonic
antigen and carbohydrate antigen 199 as well. LSM by TE
and blood platelet count in patients with advanced chronic
liver disease can help predict clinically significant portal
hypertension. Cirrhotic MAFLD patients with LSM > 20 kPa
and/or blood platelet count < 150 x 109/L typically require
endoscopic screening for esophageal varices.3:76

Assessment of extrahepatic complications

Patients with suspected MAFLD should undergo routine
measurements of height, body weight (to calculate BMI),
waist circumference, and blood pressure. A thorough eval-
uation should include questions about smoking and alcohol
consumption, diet and exercise habits, as well as a history
of obesity, hypertension, diabetes, dyslipidemia, coronary
artery disease, stroke, and any family history of cirrhosis or
HCC. Special attention should be given to medications that
may increase body weight or induce liver injury. MAFLD
patients without a history of diabetes should be tested for
fasting plasma glucose and hemoglobin Alc. For those with
fasting plasma glucose levels between 6.1 and 6.9 mmol/L
or hemoglobin Alc levels of 5.7% to 6.4%, an oral glucose
tolerance test should be conducted to screen for T2DM. For
patients with normal glucose metabolism, the homeostasis
model assessment of insulin resistance (HOMA-IR) index
can be calculated based on fasting plasma glucose and in-
sulin levels. A lipid panel and biochemical tests for renal
function can help screen for dyslipidemia, hyperuricemia,
and CKD. MAFLD patients with a normal BMI should un-
dergo body composition analysis to screen for sarcopenia
and sarcopenic obesity.84 Additionally, screening for ather-
osclerosis should be conducted using fundoscopy or carotid
artery ultrasound. Screening for CVD should be based on
the 10-year and lifetime CVD risk assessment models for
Chinese adults.85 Screening for non-hepatic malignancies
should be tailored according to the patient’s age, gender,
and other risk factors.1:2:6:12,14.84 The independent roles of
hypothyroidism, hypopituitarism, and polycystic ovary syn-
drome in the pathogenesis of MASH and fibrosis require
further investigation; therefore, routine testing of thyroid
function, androgens, and growth hormone is not recom-
mended.® Furthermore, the accuracy of genetic risk vari-
ant testing is suboptimal for the prediction of liver disease
severity and progression of MAFLD at the individual level.1:3
Consequently, routine measurement of genetic risk profiles,
such as PNPLA3 p.1148M and TM6SF2 p.E167K variants, is
not recommended in clinical practice.
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Recommendation 8: The diagnosis of MAFLD should
meet the following three criteria: (1) Imaging tech-
niques and/or liver biopsy confirming hepatic steatosis;
(2) Presence of one or more components of MetS; (3)
Exclusion of other potential etiologies of hepatic stea-
tosis (B, 1).

Recommendation 9: In patients with ALD and/or fatty
liver caused by other specific etiologies, the presence of
obesity and/or T2DM, MetS should be considered as a
potential coexistence of MAFLD (C, 1).
Recommendation 10: MAFLD can often coexist with
other liver diseases, such as CHB infection (B, 1).
Recommendation 11: Ultrasonography is the pre-
ferred imaging technique for diagnosing hepatic steato-
sis and for screening and monitoring HCC (B, 1).
Recommendation 12: Transient elastography cut-off
values of CAP/UAP (248/244 dB/m, 268/269 dB/m, and
280/296 dB/m for diagnosis of steatosis degree as >S1,
>S2, and S3, respectively) and LSM (8 kPa to rule out
and 12 kPa to rule in advanced fibrosis) can be used
for non-invasive assessments of hepatic steatosis and
advanced fibrosis (B, 1).

Recommendation 13: MRI-PDFF can accurately as-
sess hepatic fat content and its changes in some clinical
trials of MAFLD (B, 1).

Recommendation 14: The FIB-4 score can serve as
an initial tool to evaluate the risk of advanced fibrosis in
MAFLD patients and high-risk populations. Individuals
with FIB-4 > 1.3 should undergo LSM by transient elas-
tography for further risk stratification of fibrosis (B, 1).
Recommendation 15: MAFLD patients with FIB-4 >
1.3 and LSM = 8 kPa should undergo further diagnosis
and assessment by hepatologists (B, 1).
Recommendation 16: MAFLD patients with inconsist-
ent NIT results for fibrosis assessment and/or persistent
elevation of serum aminotransferases should undergo
further diagnosis and assessment by hepatologists (C,
1).

Recommendation 17: Indications for liver biopsy in
suspected MAFLD patients include: the need for accu-
rate assessment of MASH and fibrosis in clinical trials;
differential diagnosis or identification of primary etiol-

Multidisciplinary
treatment of
MAFLD
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Endocrinology
Weight loss, improve IR and
hypoglycemic drugs

Cardiology
Anti-platelet, lipid lowering
and antihypertensive drugs

Hepatology
Management of liver injury
and fibrosis, and prevent
complications of cirrhosis

Surgery
Bariatric surgery and liver
transplantation

Fig. 3. The multidisciplinary management for MAFLD. MAFLD, metabolic dysfunction-associated fatty liver disease; IR, insulin resistance.

ogy when two or more liver injury factors coexist; un-
certain or inconsistent results from NITs for advanced
fibrosis; bariatric surgery; and atypical presentations,
such as moderate to severe elevation of transaminases
or persistent abnormal transaminases after weight loss
(B, 1).

Recommendation 18: Liver biopsy specimens require
hematoxylin-eosin staining, as well as Sirius red or
Masson'’s trichrome staining. Pathological results should
be described using standardized scoring systems, such
as the SAF and NAFLD Activity Score (C, 1).
Recommendation 19: The diagnosis of MASH should
be based on the following two criteria: (1) Meeting clini-
cal diagnostic criteria for MAFLD; (2) Presence of >5%
macrovesicular steatosis with hepatocyte ballooning
and lobular inflammation and/or portal inflammation
(C, 1).

Recommendation 20: The diagnosis of metabolic
dysfunction-associated liver fibrosis may be based on
the following three criteria: (1) Liver biopsy-proven
significant fibrosis (F2 and F3) and/or NITs diagnosing
advanced fibrosis (F3 and F4); (2) Presence of one or
more components of MetS; (3) Exclusion of other po-
tential etiologies of liver fibrosis (C,1).
Recommendation 21: The diagnosis of metabolic dys-
function-associated cirrhosis/MAFLD-related cirrhosis
may be based on the following three criteria: (1) Liver
biopsy and/or NITs proven cirrhosis; (2) Past or present
history of MAFLD; (3) Exclusion of other potential eti-
ologies of liver cirrhosis (C,1).

Recommendation 22: For MAFLD patients with cirrho-
sis, endoscopic screening for esophageal varices can be
determined based on platelet count and LSM obtained
through transient elastography (C, 1).

Treatment

The treatment of MAFLD requires a multidisciplinary ap-
proach, focusing on strategies that aim to reduce body
weight and waist circumference, improve IR, prevent and
manage MetS and T2DM, alleviate MASH, and reverse liver
fibrosis (Fig. 3).1.2:6,7,12,86,87 A|| patients across the spec-
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trum of MAFLD require health education to modify unhealthy
lifestyles, and further medication interventions are neces-
sary when cardiometabolic diseases and liver injury coexist.
Weight loss can improve metabolic dysfunction and liver inju-
ry in MAFLD patients in a dose-dependent manner. When se-
lecting weight loss medications, lipid-lowering medications,
antihypertensive medications, antidiabetic medications, and
antiplatelet medications, it is essential to consider cardiovas-
cular, renal, and hepatic benefits, while also paying attention
to their role in preventing obesity-related malignancies. Even
in patients with established cirrhosis, medication therapy for
cardiometabolic risk factors and associated diseases should
be emphasized. MAFLD patients who meet the appropriate
surgical criteria may consider metabolic surgery and liver
transplantation.1.2:6,7,12,14

Lifestyle modification

Lifestyle modifications aimed at adjusting dietary patterns
and increasing physical activity are the cornerstone of treat-
ing all forms of MAFLD.12:6,7,12,14,87-89 Tn MAFLD patients
with overweight or obesity, achieving greater weight loss
yields more significant benefits for metabolism, cardiovas-
cular health, and liver function in the long term. A gradual
weight loss of 3% to 5% within one year may reverse hepatic
steatosis; a loss of 7% to 10% can alleviate MASH; a loss
exceeding 10% may reverse fibrosis; and a loss of 15% may
even alleviate coexisting T2DM.90-92 Moreover, MAFLD pa-
tients with a normal BMI should also aim for modest weight
loss (3% to 5%) to address metabolic dysfunction and liver
disease.?3 Lean individuals with MAFLD typically require a
low-calorie, high-protein diet, and increased physical activity
to prevent and treat underlying sarcopenic obesity.

Dietary therapy: A close association exists between high-
energy-density or pro-inflammatory foods (rich in saturated
fats, cholesterol, refined carbohydrates, sugar-sweetened
beverages, and ultra-processed foods) and the prevalence
of MAFLD. Conversely, diets adhering to the Healthy Diet In-
dex, Dietary Approaches to Stop Hypertension, Mediterra-
nean diet, and those high in antioxidant-rich foods (such as
fresh fruits, green vegetables, whole grains, and foods rich
in w-3 polyunsaturated fatty acids) are linked to a reduced
risk of MAFLD. MAFLD patients are advised to focus on both
controlling energy intake and adjusting their dietary pat-
terns.87:94-96 There is a dose-response relationship between
energy restriction and improvements in body weight and
liver function. Reducing daily energy intake by 500 to 1,000
kcal can facilitate gradual weight loss and decrease liver fat
content, accompanied by improvements in IR and normali-
zation of serum aminotransferase levels. Low-carbohydrate,
low-fat, intermittent fasting, and Mediterranean diets can all
promote weight loss while providing metabolic, cardiovascu-
lar, and hepatic benefits.97-100 To facilitate implementation
and long-term adherence, clinical nutritionists should devel-
op personalized dietary plans based on the patient’s comor-
bidities and preferences. Adequate water intake and limiting
sodium (salt) intake to 2,300 mg or less per day are also
essential. Currently, there is a lack of randomized controlled
trials (RCTs) investigating the effectiveness of dietary inter-
ventions, functional foods, prebiotics, vitamin D, folic acid,
and similar approaches in improving hepatic inflammation
or fibrosis in MAFLD patients. The efficacy of the Jiangnan
dietary pattern, akin to the Mediterranean diet, in Chinese
patients with MAFLD remains to be studied./2:6:7,12,14,88,89

Exercise therapy: Gradually increasing physical activity
can enhance skeletal muscle mass and function while in-
dependently reducing liver fat content.27.87,101 Engaging in
moderate-intensity aerobic exercise for three to five days per

week, accumulating over 135 mins, can improve cardiopul-
monary function and decrease liver fat in MAFLD patients.
When exercise duration exceeds 150 to 240 mins per week,
moderate-intensity aerobic exercise additionally reduces body
weight and waist circumference. High-intensity interval train-
ing (comprising one to five bouts of high-intensity exercise
lasting 2 to 4 mins each, interspersed with 2 to 3 mins of low-
intensity recovery exercise) for three to five days per week,
can further reduce liver fat content and potentially enhance
cardiopulmonary function.192 Therefore, MAFLD patients are
encouraged to engage in moderate-intensity aerobic exer-
cise and/or high-intensity interval training. A dose-response
relationship exists between exercise volume and reductions
in liver fat content. For instance, brisk walking for 150 mins
per week over three months can reduce liver MRI-PDFF by
over 30% in MAFLD patients.103.104 Combining dietary and
exercise therapies proves more effective for MAFLD than ei-
ther intervention alone, whereas exercise alone does not sig-
nificantly improve liver inflammation and fibrosis.105-107 Fyr-
thermore, there is insufficient evidence supporting resistance
training as a standalone approach for reducing body weight
and liver fat; it is currently recommended only for MAFLD pa-
tients with poor cardiopulmonary function or those unable to
tolerate aerobic exercise.102 Personalized exercise prescrip-
tions tailored to patients’ capabilities can enhance the safety
and efficacy of physical activity for MAFLD.

Behavioral therapy: MAFLD patients should adopt an en-
ergy-deficit diet and avoid smoking, alcohol consumption,
irregular eating patterns (such as skipping breakfast, late-
night snacking, rapid eating, and consuming soft drinks),
staying up late, and a sedentary lifestyle.87:88,108 Consuming
three or more cups of coffee (with or without caffeine) daily is
associated with a reduced risk of advanced liver disease and
HCC in MAFLD patients, while the hepatoprotective effects
of green tea and black tea require further investigation.8”
Strategies are needed to overcome barriers to healthy life-
styles for MAFLD patients and to promote a multidisciplinary
integrated care model that includes clinical nutritionists, ex-
ercise rehabilitation specialists, and psychological counselors
to manage the dual challenges of cardiometabolic risk factors
and liver disease. Digital therapies for MAFLD, facilitated by
mobile health applications, could fundamentally assist in al-
tering unhealthy lifestyles.1.6,12,14,109,110

Pharmacological therapy

Weight loss drugs: Achieving a weight loss of over 5% with-
in one year through intensive lifestyle modifications can
be challenging for many patients. Therefore, patients with
MAFLD and a BMI = 28 kg/m?2 can be prescribed weight
loss medications such as orlistat, liraglutide, and beinaglu-
tide. For obese patients with concomitant T2DM, glucagon-
like peptide-1 (GLP-1) receptor agonists, sodium-glucose
cotransporter 2 (SGLT-2) inhibitors, and metformin are pre-
ferred to manage both body weight and blood glucose lev-
els.1:2,6,7,12,14,111-116 However, the efficacy of these medica-
tions in improving MASH, particularly fibrosis, still requires
confirmation through RCTs.2 Furthermore, the use of medica-
tions for coexisting conditions that may contribute to weight
gain should be avoided.

Antidiabetic drugs: MAFLD patients with prediabetes or
T2DM should prioritize antidiabetic medications that offer
potential hepatic benefits.1:2.6.7,12,14,117,118 Metformin is the
first-line treatment for preventing and managing T2DM in
overweight or obese patients. Although it does not allevi-
ate MASH, it may reduce the risk of HCC in patients with
MAFLD.!13 Pioglitazone, a peroxisome proliferator-activated
receptor y agonist, has been shown to significantly improve
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NAFLD activity scores and MASH in non-cirrhotic MASH pa-
tients with prediabetes or T2DM at doses of 30-45 mg/day.
However, it requires constant monitoring for side effects
such as weight gain, edema, worsening heart failure, and
an increased risk of osteoporosis.118 SGLT-2 inhibitors, such
as dapagliflozin and empagliflozin, can help reduce body
weight, improve IR, and enhance cardiovascular and renal
outcomes. They also prevent and treat heart failure, lower
serum aminotransferase levels, and reduce liver fat con-
tent as assessed through imaging in MAFLD patients with
T2DM. The primary adverse effects of these medications
include genitourinary tract infections, hypovolemia, and os-
teoporosis.114-116 Recent evidence suggests that incretin-
based therapies may be superior to pioglitazone and SGLT-
2 inhibitors for the treatment of MAFLD.!1°® GLP-1 receptor
agonists (e.g., liraglutide and semaglutide) are approved
for the treatment of T2DM and obesity, which can reduce
body weight and IR, lower CVD risk, delay CKD progres-
sion, and even prevent stroke. Two phase 2 trials showed
semaglutide and liraglutide treatment resulted in hepatic
histological benefits for patients with MASH.120.121 However,
semaglutide has not been shown to reverse fibrosis or reso-
lute MASH in patients with compensated cirrhosis.122 Addi-
tionally, the dual agonist of the glucose-dependent insulino-
tropic polypeptide and GLP-1 receptors (e.g., tirzepatide)
and the dual agonist of glucagon and GLP-1 receptors (e.g.,
survodutide) are in development and have shown promising
results in phase 2 trials.123:124 Therefore, these newly devel-
oped dual agonists demonstrate better therapeutic effects
than GLP-1 receptor agonists, warranting further investiga-
tion in phase 3 trials.125 Currently, there is still a paucity of
research data on the use of antidiabetic drugs in patients
with MASH-related cirrhosis. Insulin remains the only safe
option for patients with decompensated cirrhosis and acute-
on-chronic liver failure (ACLF).118 There is no evidence that
insulin, acarbose, or dipeptidyl peptidase IV inhibitors have
therapeutic effects on MAFLD.

Lipid-lowering drugs: For MAFLD patients with concomi-
tant dyslipidemia, lipid-lowering drugs should be selected
based on CVD risk stratification to maintain serum low-den-
sity lipoprotein cholesterol, non-high-density lipoprotein cho-
lesterol, TG, and apolipoprotein B at target levels.1/6:7,12,14,118
Statins are the first-line agents for reducing CVD risk and are
typically started at low doses; however, moderate to high
doses may be necessary to achieve low-density lipoprotein
cholesterol targets. In cases of statin intolerance or failure
to reach lipid goals, adding or switching to ezetimibe or pro-
protein convertase subtilisin/kexin type-9 inhibitors is rec-
ommended.1.6:7:12,.14 Increasing evidences show that statins
have good hepatic safety profiles and may slow liver disease
progression, reduce portal vein pressure, and prolong sur-
vival in patients with compensated cirrhosis.1/6:7,12,14,126-128
Recent results from a cohort study following 7,988 patients
with MAFLD for a median of 4.6 years indicate that statin
use is associated with a lower long-term risk of all-cause
mortality, liver-related events, and fibrosis progression.129
While statins, metformin, and aspirin can reduce the risk of
HCC, only statins are independently associated with a de-
creased risk of HCC in patients with cirrhosis, MAFLD, and
those treated concomitantly with aspirin or metformin.130
Simvastatin can improve liver blood circulation and reduce
portal vein pressure in patients with decompensated cirrhosis
but should be used cautiously at low doses (20 mg/day).131
However, there is currently a lack of histological evidence
showing that statins improve MASH and fibrosis, so they
should be used with caution or temporarily discontinued in
patients with decompensated cirrhosis or ACLF.6:7.12 Fibrates
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do not provide cardiovascular benefits and are primarily used
in MAFLD patients with serum TG levels > 5.6 mmol/L to
reduce the risk of acute pancreatitis.1/6:7,12,14

Antihypertensive drugs: MAFLD patients with arterial hy-
pertension should aim to maintain their blood pressure below
130/85 mmHg. The preferred medications are angiotensin-
converting enzyme inhibitors (ACEIs) or angiotensin receptor
blockers (ARBs), which can simultaneously reduce the risks
of CVD, CKD, and their associated complications.:6:7,12,132
When blood pressure control is suboptimal, additional medi-
cations such as calcium channel blockers, non-selective be-
ta-blockers (with carvedilol or propranolol being the primary
choices for patients with clinically significant portal hyperten-
sion to prevent esophageal variceal bleeding), and thiazide
diuretics may be added. A compound medication containing
aspirin (81 mg), atorvastatin (20 mg), hydrochlorothiazide
(12.5 mg), and either enalapril (5 mg) or valsartan (40 mg),
taken once daily, has been shown to significantly reduce
major cardiovascular events and CVD-related mortality in
adults aged 40 to 75. This effect is even more pronounced
in patients with MAFLD.!33 These commonly prescribed anti-
hypertensive medications have good hepatic safety profiles,
and ACEIs may help lower the risk of liver-related events in
MAFLD patients.134 Additionally, an RCT found that an 81 mg/
day dose of aspirin significantly reduced liver fat content in
MAFLD patients.135

Therapeutic agents for MASH and fibrosis: In non-diabet-
ic and non-cirrhotic MASH patients, an 18-month course of
antioxidant therapy using vitamin E (alpha-tocopherol, 800
IU/day) significantly improves hepatic steatosis and can
alleviate MASH without worsening fibrosis. However, the
potential risks of hemorrhagic stroke and prostate cancer
limit its routine long-term use at a high dose.13%/137 Results
from a multicenter RCT in China demonstrated that oral vi-
tamin E at a dose of 300 mg daily was safe and resulted in
significantly higher histological improvement (MASH remis-
sion without worsening fibrosis) in nondiabetic MASH pa-
tients.138:139 Ursodeoxycholic acid, whether administered at
conventional or high doses, can improve serum biochemical
parameters of liver function but does not alleviate MASH.
On the other hand, obeticholic acid, a farnesoid X receptor
agonist, can reverse fibrosis, but adverse reactions such as
pruritus and dyslipidemia hinder its approval for the treat-
ment of MASH.140 Preliminary results from RCTs of novel
drugs, including the liver-directed thyroid hormone recep-
tor beta-selective agonist (Resmetirom), pan-peroxisome
proliferator-activated receptor agonists (Lanifibranor), fi-
broblast growth factor 21 analogs (Efruxifermin, Pegoza-
fermin), and the dual glucose-dependent insulinotropic
polypeptide and GLP-1 receptor agonist (tirzepatide), show
promising results.141-146 In March 2024, the U.S. Food and
Drug Administration approved Resmetirom for treating non-
cirrhotic MASH patients with significant fibrosis.14” Patients
with MASH and advanced fibrosis or cirrhosis should be en-
couraged to participate in RCTs.

Several widely used therapeutic agents for liver injury in
China, including silymarin (Silybin), polyenylphosphatidyl-
choline, bicyclol, glycyrrhizic acid preparations (e.g., mag-
nesium isoglycyrrhizinate, compound glycyrrhizin, diammo-
nium glycyrrhizinate), and reduced glutathione, have been
found to assist in improving liver biochemical parameters in
patients with chronic liver diseases, including MAFLD. Howev-
er, there is insufficient evidence supporting their histological
benefits in MAFLD.1:2:12,14,148-150 Cyrrently, these therapeutic
drugs for liver injury might be used in the following types of
MAFLD patients: (1) Patients with liver biopsy-proven MASH
and/or significant fibrosis; (2) Patients with persistently el-
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evated liver enzymes or NITs suggesting a risk of advanced
fibrosis; (3) Patients with concomitant drug-induced liver in-
jury, autoimmune hepatitis, chronic viral hepatitis, or other
types of liver injury. It is recommended to select one of these
therapeutic agents for long-term treatment, in addition to
comprehensive therapy, based on the type and severity of
liver injury, as well as the efficacy and cost of the medication.
If there is no significant reduction in serum aminotransferase
levels after six months of treatment, alternative hepatopro-
tectants should be considered.

Surgical therapy

Bariatric surgery: Obese patients and those with related
metabolic disorders can undergo laparoscopic surgery to
reduce body weight and treat metabolic disorders. Proce-
dures such as gastric bypass, sleeve gastrectomy, duode-
nal switch surgery, and adjustable gastric banding have
significant and lasting effects on weight loss in obese pa-
tients. These surgeries also lead to high remission rates of
MetS and T2DM, along with decreased incidence and mor-
tality of CVD and malignancies (including HCC).1/6,7,12,14,151
Approximately 65% to 90% of patients undergoing bari-
atric surgery have MAFLD, with postoperative remission of
MASH and reversion of fibrosis in about 75% and 70% of
cases, respectively.1.6:152 MAFLD patients with overweight or
obese who meet the criteria for bariatric surgery and have
no evidence of established cirrhosis can be considered for
the treatment of MASH and fibrosis through bariatric sur-
gery, particularly when BMI > 32.5 kg/m?2 and accompanied
by T2DM. However, it is essential to be aware of potential
perioperative complications, postoperative malnutrition, and
the risk of alcohol abuse.l6:12 Currently, there is a lack of
RCTs comparing different types of bariatric surgery with oth-
er interventions, making it challenging to accurately assess
their advantages and disadvantages in treating MASH and
related fibrosis. Endoscopic sleeve gastrectomy, intragastric
balloon insertion, and other weight-loss techniques may hold
potential for treating obesity and related diseases; however,
they lack sufficient histological evidence of liver benefits and
are therefore not recommended for fibrotic MASH.1.6:12 The
type, safety, and efficacy of bariatric surgery in patients with
compensated cirrhosis remain to be clarified. Evaluation by
a multidisciplinary team, including liver disease experts, is
necessary to assess the benefits and risks associated with
bariatric surgery. Additionally, surgeries on cirrhotic patients
should be performed by experienced experts in hospitals with
liver transplantation qualifications..6:12,152 Studies have re-
ported the safety and effectiveness of sleeve gastrectomy
in treating severe obesity in patients with cirrhosis and clini-
cally significant portal hypertension. After surgery, patients
typically experience reductions in body weight, blood pres-
sure, fasting plasma glucose, lipids, CAP, and LSM obtained
through TE.153 However, the risk of complications from bari-
atric surgery is notably high and severe in patients with de-
compensated cirrhosis.152:153

Liver transplantation: MASH-related cirrhosis, ACLF, and
HCC are increasingly recognized as indications for liver
transplantation worldwide,154 including in China. Most pa-
tients with these conditions also have coexisting CHB or ALD
(mixed etiologies of end-stage liver disease). The incidence
of complications, overall survival rates, and graft survival
rates in MASH patients undergoing liver transplantation are
comparable to those of patients undergoing transplantation
for other etiologies of liver diseases.!:6:12/155156 Extrahepat-
ic complications can increase the risk of adverse outcomes
following liver transplantation, with CVD being a significant
contributor to postoperative mortality, particularly in patients

with a history of T2DM, CKD, and CVD.16.7:12,14 perioperative
monitoring and postoperative follow-up for MASH patients
undergoing liver transplantation require effective manage-
ment of comorbidities such as MetS components and CVD,
as well as careful use of immunosuppressive agents such
as corticosteroids and calcineurin antagonists. Patients with
dyslipidemia and/or a history of CVD should receive statin
therapy and enhanced management of cardiometabolic risk
factors post-transplantation..6.7.12,14 Gjven that obesity is a
significant risk factor for MASH recurrence after liver trans-
plantation, combining liver transplantation with bariatric sur-
gery may be considered for patients with severe obesity and
end-stage liver disease.152

Recommendation 23: Patients with MAFLD require
health education to promote lifestyle modifications.
Structured dietary and exercise programs are the cor-
nerstones of MAFLD treatment (B, 1).
Recommendation 24: For MAFLD patients who are
overweight or obese, a weight reduction of at least 5%
to 10% is crucial for treating metabolic disorders and
liver disease. For patients with a normal BMI, a weight
loss of 3% to 5% is sufficient (B, 1).
Recommendation 25: Patients with MAFLD should
adhere to energy-deficit dietary therapy, limiting the in-
take of ultra-processed foods, high-saturated-fat foods,
and high-sugar/fructose foods or beverages, while in-
creasing consumption of high-fiber foods such as veg-
etables, whole grains, and foods rich in unsaturated
fatty acids (C, 1).

Recommendation 26: Patients with MAFLD should en-
gage in physical activity, aiming for moderate-intensity
aerobic exercise for at least 150 mins per week and/or
high-intensity interval training for three to five days per
week over a period of more than three months (B, 1).
Recommendation 27: Patients with MAFLD should
avoid unhealthy behaviors such as irregular eating, soft
drink consumption, smoking, alcohol intake, and a sed-
entary lifestyle (C, 1).

Recommendation 28: Coexisting conditions in MAFLD
patients, such as obesity, T2DM, dyslipidemia, hyper-
tension, and CVD, should be managed in a standardized
manner by appropriate specialists or general practition-
ers (C, 1).

Recommendation 29: MAFLD patients with a BMI >
28 kg/m?2 may consider using weight loss medications,
with a priority on incretin-based therapies for those
with coexisting T2DM (B, 1).

Recommendation 30: For T2DM management in
MAFLD patients, priority should be given to drugs with
potential hepatic benefits, such as incretin-based thera-
pies, SGLT-2 inhibitors, pioglitazone, and metformin (B,
1).

Recommendation 31: In patients with compensated
MAFLD, statins are the preferred treatment for athero-
sclerotic dyslipidemia. However, statins should be dis-
continued in patients with decompensated cirrhosis or
ACLF (C, 1).

Recommendation 32: For managing hypertension in
MAFLD patients, the preferred medications are ACEIs or
ARBs. In cases of clinically significant portal hyperten-
sion, non-selective beta-blockers can be used alone or
in combination with ACEIs or ARBs (C, 1).
Recommendation 33: MAFLD patients with biopsy-
proven MASH and fibrosis, or NITs indicating suspected
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liver inflammation and/or fibrosis, can be treated with
long-term liver injury therapeutic agents or be encour-
aged to participate in clinical trials (C, 1).
Recommendation 34: Non-cirrhotic MAFLD patients
who meet the criteria for bariatric surgery may consider
undergoing the surgery for the treatment of MASH and
fibrosis (C, 2).

Recommendation 35: Patients with MAFLD-related
decompensated cirrhosis, ACLF, or HCC should consider
liver transplantation (B, 1).

Recommendation 36: MAFLD patients with advanced
fibrosis and cirrhosis should strenthen management of
body weight and plasma glucose levels. Medications
such as statins, metformin, aspirin, and strategies for
smoking cessation and alcohol abstinence may help re-
duce the risk of HCC (C, 1).

Efficacy evaluation and follow-up

Efficacy evaluation of the management

The treatment goals for MAFLD include reducing the risk
of cardiovascular-renal-MetS, malignant tumors, and liver-
related complications, while also improving patient-reported
outcomes and quality of life. Efficacy evaluation encom-
passes various factors, including anthropometric indicators,
blood biochemical analyses, the degree of liver steatosis, in-
flammation and fibrosis, adherence and adverse reactions to
medication therapy, as well as patient satisfaction regarding
quality of life and lifestyle changes, thereby continually refin-
ing treatment strategies and improving therapeutic effects
during long-term follow-up.1:2:6,7,12,157-163 | jyer biopsy dem-
onstrating remission of steatohepatitis and reversal of fibro-
sis are crucial treatment endpoints in clinical trials for fibrotic
MASH. However, frequent liver biopsies for dynamic observa-
tion of histological changes are not feasible in routine clini-
cal practice. In drug clinical trials, a decrease in serum ALT
levels by more than 17 U/L, along with a reduction of more
than 30% in liver MRI-PDFF compared to baseline, typically
indicates hepatic histological improvement.!

Lifestyle interventions have better sustained effects in
MAFLD patients with a normal BMI, often requiring only a
subtle reduction in body weight. For MAFLD patients who
achieve a weight loss of over 5% and maintain it for more
than three months, it is essential to monitor for potential co-
morbidities, such as sarcopenia, T2DM, hyperthyroidism, and
malignant tumors, especially if no improvement is observed
in biochemical markers such as HOMA-IR and plasma glucose
levels. If there is no decrease in serum aminotransferases,
patients should be vigilant for other etiologies of liver inju-
ry, such as alcohol abuse, drug-induced hepatotoxicity, or
concurrent liver diseases. Additionally, a decrease in serum
aminotransferase levels and CAP/UAP, accompanied by an in-
crease in LSM by TE during follow-up, may indicate ongoing
liver disease progression.12,161

The coexistence of metabolic dysfunction and FLD may
not impact the viral response to antiviral therapy in CHB
patients with MAFLD. The remission rate and incidence of
biopsy-proven MASH after 72 weeks of entecavir antiviral
treatment are influenced by baseline overweight status and
subtle changes in body weight in CHB patients.27.163,164
Moreover, other liver diseases coexisting with MAFLD re-
quire active intervention, following the treatment princi-
ples outlined in relevant disease prevention and treatment
guidelines. During follow-up, MAFLD patients should abstain
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from alcohol or limit consumption to mild levels. For cases
of MAFLD with coexisting ALD, prompt cessation of alcohol
consumption and long-term abstinence are crucial for fa-
vorable outcomes.1:2:12

Regular follow-up and monitoring

Given that MAFLD is a slowly progressive disease, clinicians
should pay more attention to patients’ lifestyles and regu-
larly monitor their blood biochemical indicators, steatosis de-
gree, and fibrosis stage. It is also vital to manage emerging
comorbidities during long-term follow-up.1:2:6:7.12,14 Regular
assessments should include changes in body weight, waist
circumference, and blood pressure, as well as dietary hab-
its, physical activity levels, smoking, alcohol consumption,
and medication adherence. Blood biochemical indicators,
including liver and kidney function tests, blood lipid levels,
and blood glucose, should be monitored every three to six
months. Complete blood counts, along with upper abdomi-
nal and carotid ultrasounds, should be performed every six
to twelve months. For patients without glucose metabolism
abnormalities, insulin sensitivity should be monitored us-
ing HOMA-IR. Patients with a normal BMI should undergo
annual body composition analyses to evaluate fat and skel-
etal muscle mass. Furthermore, FIB-4, CAP/UAP, and LSM
by TE should be evaluated at least once annually. Baseline
and follow-up changes in FIB-4, LSM by TE, and Agile scores
can help monitor liver fibrosis and predict the risk of liver-
related events.1:2:6:12,14,160-163 An increase of 20% in LSM by
TE during follow-up is associated with a 50% increase in the
risk of liver decompensation and liver-related mortality in
patients with compensated advanced MAFLD. Conversely, a
20% decrease in LSM reflects a reduced risk of liver-related
events,160-163 MAFLD patients with advanced fibrosis should
undergo annual alpha-fetoprotein testing, and those diag-
nosed with established cirrhosis should also assess the risk
of esophageal varices annually and closely monitor liver de-
compensation events.12

Recommendation 37: Follow-up indicators for
MAFLD patients include assessing lifestyle changes,
body weight, regular monitoring of blood pressure,
blood biochemical indexes, hepatic steatosis degree, fi-
brosis stage, and extrahepatic comorbidities (C, 1).
Recommendation 38: If serum biochemical indica-
tors, such as aminotransferases, do not improve after
weight loss in patients with MAFLD, further investigation
and management of the etiology are necessary (C, 1).
Recommendation 39: Histological resolution of ste-
atohepatitis in MAFLD patients may be predicted by
changes in non-invasive markers (e.g., serum ALT re-
duction by =17 U/L, MRI-PDFF relative reduction by
>30%) in the context of RCTs and depending on the
mode of intervention (C, 2).

Recommendation 40: An increase in FIB-4 and LSM
by TE during follow-up in MAFLD patients usually indi-
cates liver disease progression and an increased risk for
liver-related events (B, 1).

Recommendation 41: Treatment for other liver dis-
eases coexisting with MAFLD should adhere to recom-
mendations from relevant disease prevention and treat-
ment guidelines (C, 1).

Recommendation 42: Patients with MAFLD, regard-
less of whether they have concomitant ALD, must re-
duce alcohol consumption and strive for abstinence
whenever possible (C, 1).
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Summary, research agenda, and prospects

In summary, the screening, diagnosis, assessment, treat-
ment, and follow-up of MAFLD necessitate the multidiscipli-
nary involvement of hepatologists, endocrinologists, cardi-
ologists, nutritionists, as well as primary care physicians and
general practitioners.16> Lifestyle modifications for weight
management, including energy-deficit diets and exercise, are
crucial for preventing and managing sarcopenic obesity and
for improving cardiovascular, kidney, metabolic, and hepatic
health. Medications such as GLP-1 receptor agonists, met-
formin, SGLT-2 inhibitors, statins, ACEIs/ARBs, and aspirin
help prevent cardiometabolic diseases and related complica-
tions, with potential benefits for liver health. Liver-directed
therapies are primarily used for MASH patients with signifi-
cant fibrosis. Incretin-based therapy is currently effective in
alleviating obesity and T2DM and should be recognized as an
important component in the comprehensive prevention and
treatment of MAFLD/MASH.125

Despite significant advances in clinical hepatology, many
critical areas related to the management of MAFLD and its
complications require further evidence to refine clinical prac-
tices. The research agenda and future prospects include: (1)
As one of the most common causes of chronic progressive
liver disease and a looming public health emergency in Chi-
na, MAFLD urgently needs to be integrated into the national
chronic disease management system.166-169 (2) Follow-up
cohorts of MAFLD patients with comprehensive clinical phe-
notypes and biological specimens should be established, uti-
lizing multi-omics technologies for non-invasive assessment
of MASH and fibrosis. This effort aims to develop and validate
new indicators for the clinical classification of MAFLD and to
predict long-term outcomes and treatment responses. (3)
Large-sample, long-term, real-world observational studies
and multi-center, large-sample RCTs on digital or pharma-
cological therapies for MAFLD/MASH should be conducted
nationwide. (4) A big data platform for dynamic cohort stud-
ies of MAFLD should be established to facilitate resource
sharing, leveraging the capabilities of artificial intelligence
and machine learning to enhance diagnostic and treatment
techniques. This initiative aims to address current academic
controversies regarding the renaming of NAFLD170-173 and
to develop a Chinese methodology for precise and stratified
management strategies for MAFLD based on scientific clas-
sification and staging. (5) Given the increasing prevalence of
MAFLD in younger populations and chronic HBV-infected in-
dividuals, there is a pressing need to strengthen research on
the prevention and treatment of FLD in children, adolescents,
and patients with CHB infection.27.174:175

Acknowledgments

The expert group for the Guidelines, listed alphabetically by
last name, includes: Ji-Hong An (Inner Mongolia Autono-
mous Region People’s Hospital), Hong-Song Chen (Peking
University People’s Hospital), Yu Chen (Beijing Youan Hospi-
tal, Capital Medical University), Xiao-Guang Dou (Shengjing
Hospital of China Medical University), Guo-Hong Deng (The
First Hospital Affiliated to Army Medical University (South-
west Hospital)), Hui-Guo Ding (Beijing Youan Hospital, Capi-
tal Medical University), Yan-Hang Gao (The First Hospital of
Jilin University), Yu-Juan Guan (Guangzhou Eighth People’s
Hospital), Tao Han (Tianjin Union Medical Center, Nankai Uni-
versity), Ying Han (The First Affiliated Hospital of Air Force
Medical University (Xijing Hospital)), Peng Hu (The Second
Affiliated Hospital of Chongging Medical University), Yan
Huang (Xiangya Hospital, Central South University), Ying-
An Jiang (Hubei General Hospital), Jie Li (Peking University

Health Science Center), Jun Li (Jiangsu Province Hospital),
Shu-Chen Li (The Second Affiliated Hospital of Harbin Medi-
cal University), Rong-Kuan Li (The Second Hospital of Da-
lian Medical University), Wen-Gang Li (The Fifth Medical
Center of Chinese PLA General Hospital), Yu-Fang Li (Gen-
eral Hospital of Ningxia Medical University), Yi-Ling Li (The
First Hospital of China Medical University), Shu-Mei Ling
(The First Affiliated Hospital of Xi‘an Jiao Tong Universi-
ty), Jing-Feng Liu (Fujian Cancer Hospital, Fujian Medical
University), Xiao-Qing Liu (Peking Union Medical College
Hospital), Lun-Gen Lu (Shanghai General Hospital, Shang-
hai Jiao Tong University), Xiao-Bo Lu (The First Affiliated
Hospital of Xinjiang Medical University), Ming-Qin Lu (The
First Affiliated Hospital of Wenzhou Medical University),
Xin-Hua Luo (Guizhou Provincial People’s Hospital), Xiong
Ma (Renji Hospital, Shanghai Jiao Tong University School of
Medicine), Yi-Min Mao (Renji Hospital, Shanghai Jiao Tong
University School of Medicine), Yu-Qiang Mi (Tianjin Sec-
ond People’s Hospital), Jun-Qi Niu (The First Hospital of
Jilin University), Hui-Ying Rao (Peking University People’s
Hospital), Wan-Hua Ren (Shandong Provincial Hospital),
Jia Shang (Henan Provincial People’s Hospital), Ming-Hua
Su (The First Affiliated Hospital of Guangxi Medical Univer-
sity), Li Wang (Institute of Basic Medical Sciences, Chinese
Academy of Medical Sciences), Rong-Qi Wang (The Third
Hospital of Hebei Medical University), Zhi-Li Wen (The Sec-
ond Affiliated Hospital of Nanchang University), Biao Wu
(Hainan General Hospital), Chao Wu (The Affiliated Hos-
pital of Nanjing University Medical School (Nanjing Drum
Tower Hospital)), Wen Xie (Beijing Ditan Hospital, Capital
Medical University), Yao Xie (Beijing Ditan Hospital, Capital
Medical University), Shao-Jie Xin (The Fifth Medical Center
of Chinese PLA General Hospital), Yong-Ning Xin (Qingdao
Municipal Hospital), Hui-Chun Xing (Beijing Ditan Hospital,
Capital Medical University), Jing-Hang Xu (Peking Univer-
sity First Hospital), You-Qing Xu (Beijing Tiantan Hospital,
Capital Medical University), Bao-Shan Yang (The Second
Affiliated Hospital of Harbin Medical University), Chang-
Qing Yang (Tongji Hospital, Tongji University), Ji-Ming Yang
(Tianjin Second People’s Hospital), Li Yang (West China
Hospital, Sichuan University), Jin-Hui Yang (The Second Af-
filiated Hospital of Kunming Medical University), Yong-Feng
Yang (The Second Hospital of Nanjing), Hong You (Beijing
Friendship Hospital, Capital Medical University), Chao-Hui
Yu (The First Affiliated Hospital, Medical School, Zhejiang
University), Liao-Yun Zhang (First Hospital of Shanxi Medi-
cal University), Da-Zhi Zhang (The Second Affiliated Hos-
pital of Chongging Medical University), Jing Zhang (Beijing
Youan Hospital, Capital Medical University), Ling-Yi Zhang
(The Second Hospital of Lanzhou University), Li-Ting Zhang
(The First Hospital of Lanzhou University), Xin-Xin Zhang
(Ruijin Hospital, Shanghai Jiao Tong University), Jing-Min
Zhao (The Fifth Medical Center of Chinese PLA General
Hospital), Shou-Song Zhao (The First Affiliated Hospital of
Bengbu Medical College), Ming-Hua Zheng (The First Af-
filiated Hospital of Wenzhou Medical University), Yue-Yong
Zhu (The First Affiliated Hospital, Fujian Medical Univer-
sity), Yong-Jian Zhou (Guangzhou First People’s Hospital),
Hong-Mei Zu (The Fourth People’s Hospital of Qinghai Prov-
ince), Wei-Ze Zuo (First Affiliated Hospital, School of Medi-
cine, Shihezi University), Bi-Hui Zhong (The First Affiliated
Hospital, Sun Yat-Sen University).

Funding

This work was supported by the National Science and Tech-
nology Major Project of China (No: 2023ZD0508700).

Journal of Clinical and Translational Hepatology 2024 vol. 12(11) | 955-974 969



Conflict of interest

JGF has been an Associate Editor of Journal of Clinical and
Translational Hepatology since 2013. YMN has been an Edi-
torial Board Member of Journal of Clinical and Translational
Hepatology since 2022. JDJ and LW have been Executive As-
sociate Editors of Journal of Clinical and Translational Hepa-
tology since 2013. CS has been an Editorial Board Member of
Journal of Clinical and Translational Hepatology since 2020.
JL has been an Editorial Board Member of Journal of Clinical
and Translational Hepatology since 2024. The other authors
have no conflict of interests related to this publication.

Author contributions

Material preparation, data collection and analysis (JGF, YMN,
LW), and the first draft of the manuscript (RXY, JGF, XYX).
All authors contributed to the study conception and design,
commented on previous versions of the manuscript. All au-
thors have read and approved the final version and publica-
tion of the manuscript.

Practice guideline registration

Practice Guideline Registration for Transparency (PRE-
PARE2024CN426).

References

[1] Rinella ME, Neuschwander-Tetri BA, Siddiqui MS, Abdelmalek MF, Cald-
well S, Barb D, et al. AASLD Practice Guidance on the clinical assess-
ment and management of nonalcoholic fatty liver disease. Hepatology
2023;77(5):1797-1835. doi:10.1097/HEP.0000000000000323, PMID:367
27674.

[2] National Workshop on Fatty Liver and Alcoholic Liver Disease, Chinese
Society of Hepatology, Chinese Medical Association, Fatty Liver Expert
Committee, Chinese Medical Doctor Association. [Guidelines of prevention
and treatment for nonalcoholic fatty liver disease: a 2018 update]. Zhon-
ghua Gan Zang Bing Za Zhi 2018;26(3):195-203. doi:10.3760/cma.j.is
sn.1007-3418.2018.03.008, PMID:29804393.

[3] European Association for the Study of the Liver (EASL), European As-
sociation for the Study of Diabetes (EASD), European Association for
the Study of Obesity (EASO). EASL-EASD-EASO Clinical Practice Guide-
lines on the management of metabolic dysfunction-associated steatotic
liver disease (MASLD). J Hepatol 2024;81(3):492-542. doi:10.1016/j.
jhep.2024.04.031, PMID:38851997.

[4] Riazi K, Azhari H, Charette JH, Underwood FE, King JA, Afshar EE, et al.
The prevalence and incidence of NAFLD worldwide: a systematic review
and meta-analysis. Lancet Gastroenterol Hepatol 2022;7(9):851-861.
doi:10.1016/52468-1253(22)00165-0, PMID:35798021.

[5] Lou TW, Yang RX, Fan JG. The global burden of fatty liver disease: the
major impact of China. Hepatobiliary Surg Nutr 2024;13(1):119-123.
doi:10.21037/hbsn-23-556, PMID:38322226.

[6] Cusi K, Isaacs S, Barb D, Basu R, Caprio S, Garvey WT, et al. American
Association of Clinical Endocrinology Clinical Practice Guideline for the Di-
agnosis and Management of Nonalcoholic Fatty Liver Disease in Primary
Care and Endocrinology Clinical Settings: Co-Sponsored by the Ameri-
can Association for the Study of Liver Diseases (AASLD). Endocr Pract
2022;28(5):528-562. doi:10.1016/j.eprac.2022.03.010, PMID:35569886.

[7] Duell PB, Welty FK, Miller M, Chait A, Hammond G, Ahmad Z, et al. Non-
alcoholic Fatty Liver Disease and Cardiovascular Risk: A Scientific State-
ment From the American Heart Association. Arterioscler Thromb Vasc Biol
2022;42(6):e168-e185.doi:10.1161/ATV.0000000000000153, PMID:3541
8240.

[8] Sun DQ, Targher G, Byrne CD, Wheeler DC, Wong VW, Fan ]G, et al. An in-
ternational Delphi consensus statement on metabolic dysfunction-associat-
ed fatty liver disease and risk of chronic kidney disease. Hepatobiliary Surg
Nutr 2023;12(3):386-403. d0i:10.21037/hbsn-22-421, PMID:37351121.

[9] Nan Y, An J, Bao J, Chen H, Chen Y, Ding H, et al. The Chinese Society
of Hepatology position statement on the redefinition of fatty liver dis-
ease. J Hepatol 2021;75(2):454-461. doi:10.1016/j.jhep.2021.05.003,
PMID:34019941.

[10] Eslam M, Sanyal AJ, George J, International Consensus Panel. MAFLD:
A Consensus-Driven Proposed Nomenclature for Metabolic Associated
Fatty Liver Disease. Gastroenterology 2020;158(7):1999-2014.el. doi:
10.1053/j.gastro.2019.11.312, PMID:32044314.

[11] Eslam M, Newsome PN, Sarin SK, Anstee QM, Targher G, Romero-Gomez
M, et al. A new definition for metabolic dysfunction-associated fatty
liver disease: An international expert consensus statement. J Hepatol
2020;73(1):202-209. doi:10.1016/j.jhep.2020.03.039, PMID:32278004.

[12] Eslam M, Sarin SK, Wong VW, Fan JG, Kawaguchi T, Ahn SH, et al. The

Fan J.G. et al: MAFLD guideline

Asian Pacific Association for the Study of the Liver clinical practice guide-
lines for the diagnosis and management of metabolic associated fatty
liver disease. Hepatol Int 2020;14(6):889-919. doi:10.1007/s12072-020-
10094-2, PMID:33006093.

[13] Rinella ME, Lazarus ]V, Ratziu V, Francque SM, Sanyal AJ, Kanwal F, et
al. A multisociety Delphi consensus statement on new fatty liver dis-
ease nomenclature. J Hepatol 2023;79(6):1542-1556. doi:10.1016/j.
jhep.2023.06.003, PMID:37364790.

[14] Chinese Society of Hepatology, Chinese Medical Association. [Guidelines for
the prevention and treatment of metabolic dysfunction-associated (non-
alcoholic) fatty liver disease (Version 2024)]. Zhonghua Gan Zang Bing Za
Zhi 2024;32(5):418-434. doi:10.3760/cma.j.cn501113-20240327-00163,
PMID:38858192.

[15] Loomba R, Friedman SL, Shulman GI. Mechanisms and disease conse-
quences of nonalcoholic fatty liver disease. Cell 2021;184(10):2537-2564.
doi:10.1016/j.cell.2021.04.015, PMID:33989548.

[16] Diaz LA, Arab JP, Louvet A, Bataller R, Arrese M. The intersection between
alcohol-related liver disease and nonalcoholic fatty liver disease. Nat Rev
Gastroenterol Hepatol 2023;20(12):764-783. doi:10.1038/s41575-023-
00822-y, PMID:37582985.

[17] Song SJ, Lai JC, Wong GL, Wong VW, Yip TC. Can we use old NAFLD
data under the new MASLD definition? J Hepatol 2024;80(2):e54-e56.
doi:10.1016/j.jhep.2023.07.021, PMID:37541393.

[18] Younossi ZM, Golabi P, Paik JM, Henry A, Van Dongen C, Henry L. The
global epidemiology of nonalcoholic fatty liver disease (NAFLD) and
nonalcoholic steatohepatitis (NASH): a systematic review. Hepatology
2023;77(4):1335-1347. doi:10.1097/HEP.0000000000000004, PMID:366
26630.

[19] Quek J, Chan KE, Wong ZY, Tan C, Tan B, Lim WH, et al. Global prevalence
of non-alcoholic fatty liver disease and non-alcoholic steatohepatitis in the
overweight and obese population: a systematic review and meta-analy-
sis. Lancet Gastroenterol Hepatol 2023;8(1):20-30. doi:10.1016/52468-
1253(22)00317-X, PMID:36400097.

[20] Ye Q, Zou B, Yeo YH, Li J, Huang DQ, Wu Y, et al. Global prevalence, in-
cidence, and outcomes of non-obese or lean non-alcoholic fatty liver dis-
ease: a systematic review and meta-analysis. Lancet Gastroenterol Hepa-
tol 2020;5(8):739-752. doi:10.1016/S2468-1253(20)30077-7, PMID:324
13340.

[21] En Li Cho E, Ang CZ, Quek J, Fu CE, Lim LKE, Heng ZEQ, et al. Global
prevalence of non-alcoholic fatty liver disease in type 2 diabetes mellitus:
an updated systematic review and meta-analysis. Gut 2023;72(11):2138-
2148. doi:10.1136/gutjnl-2023-330110, PMID:37491159.

[22] Ajmera V, Cepin S, Tesfai K, Hofflich H, Cadman K, Lopez S, et al. A pro-
spective study on the prevalence of NAFLD, advanced fibrosis, cirrhosis
and hepatocellular carcinoma in people with type 2 diabetes. J Hepatol
2023;78(3):471-478. doi:10.1016/j.jhep.2022.11.010, PMID:36410554.

[23] Le MH, Le DM, Baez TC, Wu Y, Ito T, Lee EY, et al. Global incidence of
non-alcoholic fatty liver disease: A systematic review and meta-analysis
of 63 studies and 1,201,807 persons. ] Hepatol 2023;79(2):287-295.
doi:10.1016/j.jhep.2023.03.040, PMID:37040843.

[24] Zhou J, Zhou F, Wang W, Zhang X3, Ji YX, Zhang P, et al. Epidemio-
logical Features of NAFLD From 1999 to 2018 in China. Hepatology
2020;71(5):1851-1864. doi:10.1002/hep.31150, PMID:32012320.

[25] Zeng J, Yang RX, Sun C, Pan Q, Zhang RN, Chen GY, et al. Prevalence, clini-
cal characteristics, risk factors, and indicators for lean Chinese adults with
nonalcoholic fatty liver disease. World J Gastroenterol 2020;26(15):1792-
1804. doi:10.3748/wjg.v26.i15.1792, PMID:32351294.

[26] Zeng J, Qin L, Jin Q, Yang RX, Ning G, Su Q, et al. Prevalence and char-
acteristics of MAFLD in Chinese adults aged 40 years or older: A com-
munity-based study. Hepatobiliary Pancreat Dis Int 2022;21(2):154-161.
doi:10.1016/j.hbpd.2022.01.006, PMID:35153138.

[27] Shi YW, Yang RX, Fan JG. Chronic hepatitis B infection with concomitant
hepatic steatosis: Current evidence and opinion. World ] Gastroenterol
2021;27(26):3971-3983. doi:10.3748/wjg.v27.i26.3971, PMID:34326608.

[28] Man S, Deng Y, Ma Y, Fu J, Bao H, Yu C, et al. Prevalence of Liver Steato-
sis and Fibrosis in the General Population and Various High-Risk Popula-
tions: A Nationwide Study With 5.7 Million Adults in China. Gastroenterol-
ogy 2023;165(4):1025-1040. doi:10.1053/j.gastro.2023.05.053, PMID:
37380136.

[29] Muzurovi¢ E, Mikhailidis DP, Mantzoros C. Non-alcoholic fatty liver disease,
insulin resistance, metabolic syndrome and their association with vascular
risk. Metabolism 2021;119:154770. doi:10.1016/j.metabol.2021.154770,
PMID:33864798.

[30] Younossi ZM, Paik JM, Al Shabeeb R, Golabi P, Younossi I, Henry L. Are
there outcome differences between NAFLD and metabolic-associated
fatty liver disease? Hepatology 2022;76(5):1423-1437. doi:10.1002/
hep.32499, PMID:35363908.

[31] Kanwal F, Kramer JR, Li L, Dai ], Natarajan Y, Yu X, et al. Effect of Meta-
bolic Traits on the Risk of Cirrhosis and Hepatocellular Cancer in Nonalco-
holic Fatty Liver Disease. Hepatology 2020;71(3):808-819. doi:10.1002/
hep.31014, PMID:31675427.

[32] Younossi ZM, Golabi P, de Avila L, Paik JM, Srishord M, Fukui N, et al. The
global epidemiology of NAFLD and NASH in patients with type 2 diabetes:
A systematic review and meta-analysis. J Hepatol 2019;71(4):793-801.
doi:10.1016/j.jhep.2019.06.021, PMID:31279902.

[33] Sanyal AJ, Van Natta ML, Clark J, Neuschwander-Tetri BA, Diehl A, Dasar-
athy S, et al. Prospective Study of Outcomes in Adults with Nonalcoholic
Fatty Liver Disease. N Engl J Med 2021;385(17):1559-1569. doi:10.1056/
NEJM0a2029349, PMID:34670043.

[34] Thomas JA, Kendall B], Dalais C, Macdonald GA, Thrift AP. Hepatocellu-
lar and extrahepatic cancers in non-alcoholic fatty liver disease: A sys-

970 Journal of Clinical and Translational Hepatology 2024 vol. 12(11) | 955-974


https://doi.org/10.1097/HEP.0000000000000323
http://www.ncbi.nlm.nih.gov/pubmed/36727674
http://www.ncbi.nlm.nih.gov/pubmed/36727674
https://doi.org/10.3760/cma.j.issn.1007-3418.2018.03.008
https://doi.org/10.3760/cma.j.issn.1007-3418.2018.03.008
http://www.ncbi.nlm.nih.gov/pubmed/29804393
https://doi.org/10.1016/j.jhep.2024.04.031
https://doi.org/10.1016/j.jhep.2024.04.031
http://www.ncbi.nlm.nih.gov/pubmed/38851997
https://doi.org/10.1016/S2468-1253(22)00165-0
http://www.ncbi.nlm.nih.gov/pubmed/35798021
https://doi.org/10.21037/hbsn-23-556
http://www.ncbi.nlm.nih.gov/pubmed/38322226
https://doi.org/10.1016/j.eprac.2022.03.010
http://www.ncbi.nlm.nih.gov/pubmed/35569886
https://doi.org/10.1161/ATV.0000000000000153
http://www.ncbi.nlm.nih.gov/pubmed/35418240
http://www.ncbi.nlm.nih.gov/pubmed/35418240
https://doi.org/10.21037/hbsn-22-421
http://www.ncbi.nlm.nih.gov/pubmed/37351121
https://doi.org/10.1016/j.jhep.2021.05.003
http://www.ncbi.nlm.nih.gov/pubmed/34019941
https://doi.org/10.1053/j.gastro.2019.11.312
http://www.ncbi.nlm.nih.gov/pubmed/32044314
https://doi.org/10.1016/j.jhep.2020.03.039
http://www.ncbi.nlm.nih.gov/pubmed/32278004
https://doi.org/10.1007/s12072-020-10094-2
https://doi.org/10.1007/s12072-020-10094-2
http://www.ncbi.nlm.nih.gov/pubmed/33006093
https://doi.org/10.1016/j.jhep.2023.06.003
https://doi.org/10.1016/j.jhep.2023.06.003
http://www.ncbi.nlm.nih.gov/pubmed/37364790
https://doi.org/10.3760/cma.j.cn501113-20240327-00163
http://www.ncbi.nlm.nih.gov/pubmed/38858192
https://doi.org/10.1016/j.cell.2021.04.015
http://www.ncbi.nlm.nih.gov/pubmed/33989548
https://doi.org/10.1038/s41575-023-00822-y
https://doi.org/10.1038/s41575-023-00822-y
http://www.ncbi.nlm.nih.gov/pubmed/37582985
https://doi.org/10.1016/j.jhep.2023.07.021
http://www.ncbi.nlm.nih.gov/pubmed/37541393
https://doi.org/10.1097/HEP.0000000000000004
http://www.ncbi.nlm.nih.gov/pubmed/36626630
http://www.ncbi.nlm.nih.gov/pubmed/36626630
https://doi.org/10.1016/S2468-1253(22)00317-X
https://doi.org/10.1016/S2468-1253(22)00317-X
http://www.ncbi.nlm.nih.gov/pubmed/36400097
https://doi.org/10.1016/S2468-1253(20)30077-7
http://www.ncbi.nlm.nih.gov/pubmed/32413340
http://www.ncbi.nlm.nih.gov/pubmed/32413340
https://doi.org/10.1136/gutjnl-2023-330110
http://www.ncbi.nlm.nih.gov/pubmed/37491159
https://doi.org/10.1016/j.jhep.2022.11.010
http://www.ncbi.nlm.nih.gov/pubmed/36410554
https://doi.org/10.1016/j.jhep.2023.03.040
http://www.ncbi.nlm.nih.gov/pubmed/37040843
https://doi.org/10.1002/hep.31150
http://www.ncbi.nlm.nih.gov/pubmed/32012320
https://doi.org/10.3748/wjg.v26.i15.1792
http://www.ncbi.nlm.nih.gov/pubmed/32351294
https://doi.org/10.1016/j.hbpd.2022.01.006
http://www.ncbi.nlm.nih.gov/pubmed/35153138
https://doi.org/10.3748/wjg.v27.i26.3971
http://www.ncbi.nlm.nih.gov/pubmed/34326608
https://doi.org/10.1053/j.gastro.2023.05.053
http://www.ncbi.nlm.nih.gov/pubmed/37380136
https://doi.org/10.1016/j.metabol.2021.154770
http://www.ncbi.nlm.nih.gov/pubmed/33864798
https://doi.org/10.1002/hep.32499
https://doi.org/10.1002/hep.32499
http://www.ncbi.nlm.nih.gov/pubmed/35363908
https://doi.org/10.1002/hep.31014
https://doi.org/10.1002/hep.31014
http://www.ncbi.nlm.nih.gov/pubmed/31675427
https://doi.org/10.1016/j.jhep.2019.06.021
http://www.ncbi.nlm.nih.gov/pubmed/31279902
https://doi.org/10.1056/NEJMoa2029349
https://doi.org/10.1056/NEJMoa2029349
http://www.ncbi.nlm.nih.gov/pubmed/34670043

Fan J.G. et al: MAFLD guideline

tematic review and meta-analysis. Eur J Cancer 2022;173:250-262.
doi:10.1016/j.ejca.2022.06.051, PMID:35944373.

[35] Paik JM, Golabi P, Younossi Y, Mishra A, Younossi ZM. Changes in the Global
Burden of Chronic Liver Diseases From 2012 to 2017: The Growing Impact
of NAFLD. Hepatology 2020;72(5):1605-1616. doi:10.1002/hep.31173,
PMID:32043613.

[36] Mannistd VT, Salomaa V, Farkkila M, Jula A, Mannisté S, Erlund I, et al.
Incidence of liver-related morbidity and mortality in a population cohort
of non-alcoholic fatty liver disease. Liver Int 2021;41(11):2590-2600.
doi:10.1111/liv.15004, PMID:34219352.

[37] Ndumele CE, Rangaswami J, Chow SL, Neeland 1J, Tuttle KR, Khan SS, et
al. Cardiovascular-Kidney-Metabolic Health: A Presidential Advisory From
the American Heart Association. Circulation 2023;148(20):1606-1635.
doi:10.1161/CIR.0000000000001184, PMID:37807924.

[38] Mantovani A, Petracca G, Beatrice G, Tilg H, Byrne CD, Targher G. Non-
alcoholic fatty liver disease and risk of incident diabetes mellitus: an updat-
ed meta-analysis of 501 022 adult individuals. Gut 2021;70(5):962-969.
doi:10.1136/gutjnl-2020-322572, PMID:32938692.

[39] Mantovani A, Petracca G, Beatrice G, Csermely A, Lonardo A, Schat-
tenberg JM, et al. Non-alcoholic fatty liver disease and risk of incident
chronic kidney disease: an updated meta-analysis. Gut 2022;71:156-162.
doi:10.1136/gutjnl-2020-323082, PMID:33303564.

[40] Zou ZY, Fan JG. Incidence of chronic kidney disease in patients with non-al-
coholic fatty liver disease. J Hepatol 2020;73(1):214-216. doi:10.1016/j.
jhep.2020.03.003, PMID:32229037.

[41] Toh JZK, Pan XH, Tay PWL, Ng CH, Yong JN, Xiao J, et al. A Meta-Analysis
on the Global Prevalence, Risk factors and Screening of Coronary Heart
Disease in Nonalcoholic Fatty Liver Disease. Clin Gastroenterol Hepatol
2022;20(11):2462-2473.e10. doi:10.1016/j.cgh.2021.09.021, PMID:345
60278.

[42] Mantovani A, Csermely A, Petracca G, Beatrice G, Corey KE, Simon TG,
et al. Non-alcoholic fatty liver disease and risk of fatal and non-fatal car-
diovascular events: an updated systematic review and meta-analysis.
Lancet Gastroenterol Hepatol 2021;6(11):903-913. d0i:10.1016/52468-
1253(21)00308-3, PMID:34555346.

[43] Mantovani A, Petracca G, Csermely A, Beatrice G, Bonapace S, Rossi A, et
al. Non-alcoholic fatty liver disease and risk of new-onset heart failure: an
updated meta-analysis of about 11 million individuals. Gut 2023;72:372-
380. doi:10.1136/gutjnl-2022-327672, PMID:35879047.

[44] Tang ASP, Chan KE, Quek J, Xiao J, Tay P, Teng M, et al. Non-alcoholic
fatty liver disease increases risk of carotid atherosclerosis and ischemic
stroke: An updated meta-analysis with 135,602 individuals. Clin Mol Hepa-
tol 2022;28(3):483-496. doi:10.3350/cmh.2021.0406, PMID:35232007.

[45] Kim KS, Hong S, Han K, Park CY. Association of non-alcoholic fatty liv-
er disease with cardiovascular disease and all cause death in patients
with type 2 diabetes mellitus: nationwide population based study. BMJ]
2024;384:e076388. doi:10.1136/bmj-2023-076388, PMID:38350680.

[46] van Kleef LA, Lu Z, Ikram MA, de Groot NMS, Kavousi M, de Knegt RJ.
Liver stiffness not fatty liver disease is associated with atrial fibrillation:
The Rotterdam study. J Hepatol 2022;77(4):931-938. doi:10.1016/j.
jhep.2022.05.030, PMID:35688226.

[47] Xia M, Ma S, Huang Q, Zeng H, Ge ], Xu W, et al. NAFLD-related gene
polymorphisms and all-cause and cause-specific mortality in an Asian
population: the Shanghai Changfeng Study. Aliment Pharmacol Ther
2022;55(6):705-721. doi:10.1111/apt.16772, PMID:35023183.

[48] Llovet IJM, Willoughby CE, Singal AG, Greten TF, Heikenwalder M, El-Se-
rag HB, et al. Nonalcoholic steatohepatitis-related hepatocellular car-
cinoma: pathogenesis and treatment. Nat Rev Gastroenterol Hepatol
2023;20(8):487-503. doi:10.1038/s41575-023-00754-7, PMID:36932227.

[49] Mantovani A, Petracca G, Beatrice G, Csermely A, Tilg H, Byrne CD, et
al. Non-alcoholic fatty liver disease and increased risk of incident extra-
hepatic cancers: a meta-analysis of observational cohort studies. Gut
2022;71(4):778-788. doi:10.1136/gutjnl-2021-324191, PMID:33685968.

[50] Wang Z, Zhao X, Chen S, Wang Y, Cao L, Liao W, et al. Associations Be-
tween Nonalcoholic Fatty Liver Disease and Cancers in a Large Cohort in
China. Clin Gastroenterol Hepatol 2021;19(4):788-796.e4. doi:10.1016/j.
cgh.2020.05.009, PMID:32407969.

[51] Younes R, Govaere O, Petta S, Miele L, Tiniakos D, Burt A, et al. Cauca-
sian lean subjects with non-alcoholic fatty liver disease share long-term
prognosis of non-lean: time for reappraisal of BMI-driven approach? Gut
2022;71(2):382-390. doi:10.1136/gutjnl-2020-322564, PMID:33541866.

[52] Ren TY, Fan JG. What are the clinical settings and outcomes of lean NAFLD?
Nat Rev Gastroenterol Hepatol 2021;18(5):289-290. doi:10.1038/
s41575-021-00433-5, PMID:33649583.

[53] van Kleef LA, Choi HS], Brouwer WP, Hansen BE, Patel K, de Man RA,
et al. Metabolic dysfunction-associated fatty liver disease increases
risk of adverse outcomes in patients with chronic hepatitis B. JHEP Rep
2021;3(5):100350. doi:10.1016/j.jhepr.2021.100350, PMID:34557660.

[54] Li G, Zhang X, Lin H, Liang LY, Wong GL, Wong VW. Non-invasive tests of
non-alcoholic fatty liver disease. Chin Med J (Engl) 2022;135(5):532-546.
doi:10.1097/CM9.0000000000002027, PMID:35089884.

[55] Cao YT, Xiang LL, Qi F, Zhang YJ, Chen Y, Zhou XQ. Accuracy of controlled
attenuation parameter (CAP) and liver stiffness measurement (LSM) for
assessing steatosis and fibrosis in non-alcoholic fatty liver disease: A sys-
tematic review and meta-analysis. EClinicalMedicine 2022;51:101547.
doi:10.1016/j.eclinm.2022.101547, PMID:35844772.

[56] Qu Y, Song YY, Chen CW, Fu QC, Shi JP, Xu Y, et al. Diagnostic Performance
of FibroTouch Ultrasound Attenuation Parameter and Liver Stiffness Meas-
urement in Assessing Hepatic Steatosis and Fibrosis in Patients With Nonal-
coholic Fatty Liver Disease. Clin Transl Gastroenterol 2021;12(4):e00323.
doi:10.14309/ctg.0000000000000323, PMID:33848277.

[57] Karlas T, Petroff D, Sasso M, Fan ]G, Mi YQ, de Lédinghen V, et al. Individ-
ual patient data meta-analysis of controlled attenuation parameter (CAP)
technology for assessing steatosis. J Hepatol 2017;66(5):1022-1030.
doi:10.1016/j.jhep.2016.12.022, PMID:28039099.

[58] Gu J, Liu S, Du S, Zhang Q, Xiao J, Dong Q, et al. Diagnostic value of MRI-
PDFF for hepatic steatosis in patients with non-alcoholic fatty liver disease:
a meta-analysis. Eur Radiol 2019;29(7):3564-3573. doi:10.1007/s00330-
019-06072-4, PMID:30899974.

[59] van Kleef LA, Sonneveld MJ, de Man RA, de Knegt R]. Poor performance of
FIB-4 in elderly individuals at risk for chronic liver disease - implications
for the clinical utility of the EASL NIT guideline. J Hepatol 2022;76(1):245-
246. doi:10.1016/j.jhep.2021.08.017, PMID:34461208.

[60] Chinese Foundation for Hepatitis Prevention and Control., Chinese Society
of Infectious Disease and Chinese Society of Hepatology, Chinese Medi-
cal Association., Liver Disease Committee of Chinese Research Hospital
Association. [Consensus on clinical application of transient elastography
detecting liver fibrosis: a 2018 update]. Zhonghua Gan Zang Bing Za Zhi
2019;27(3):182-191. doi:10.3760/cma.j.issn.1007-3418.2019.03.004,
PMID:30929334.

[61] Mdzes FE, Lee JA, Selvaraj EA, Jayaswal ANA, Trauner M, Boursier J, et al. Di-
agnostic accuracy of non-invasive tests for advanced fibrosis in patients with
NAFLD: an individual patient data meta-analysis. Gut 2022;71(5):1006-
1019. doi:10.1136/gutjnl-2021-324243, PMID:34001645.

[62] Sanyal AJ, Foucquier J, Younossi ZM, Harrison SA, Newsome PN, Chan
WK, et al. Enhanced diagnosis of advanced fibrosis and cirrhosis in in-
dividuals with NAFLD using FibroScan-based Agile scores. ] Hepatol
2023;78(2):247-259. doi:10.1016/j.jhep.2022.10.034, PMID:36375686.

[63] Newsome PN, Sasso M, Deeks 1], Paredes A, Boursier], Chan WK, etal. Fibro-
Scan-AST (FAST) score for the non-invasive identification of patients with
non-alcoholic steatohepatitis with significant activity and fibrosis: a pro-
spective derivation and global validation study. Lancet Gastroenterol Hepa-
tol 2020;5(4):362-373. doi:10.1016/52468-1253(19)30383-8, PMID:
32027858.

[64] Feng G, Mdzes FE, Ji D, Treeprasertsuk S, Okanoue T, Shima T, et al.
acFibroMASH index for the diagnosis of fibrotic MASH and prediction of
liver-related events: An international multicenter study. Clin Gastroenterol
Hepatol 2024. doi:10.1016/j.cgh.2024.07.045, PMID:39362618.

[65] Noureddin M, Truong E, Gornbein JA, Saouaf R, Guindi M, Todo T, et
al. MRI-based (MAST) score accurately identifies patients with NASH
and significant fibrosis. J Hepatol 2022;76(4):781-787. doi:10.1016/j.
jhep.2021.11.012, PMID:34798176.

[66] Caussy C, Brissot J, Singh S, Bassirian S, Hernandez C, Bettencourt R, et
al. Prospective, Same-Day, Direct Comparison of Controlled Attenuation
Parameter With the M vs the XL Probe in Patients With Nonalcoholic Fatty
Liver Disease, Using Magnetic Resonance Imaging-Proton Density Fat Frac-
tion as the Standard. Clin Gastroenterol Hepatol 2020;18(8):1842-1850.
e6. doi:10.1016/j.cgh.2019.11.060, PMID:31843596.

[67] Petroff D, Blank V, Newsome PN, Shalimar, Voican CS, Thiele M, et al.
Assessment of hepatic steatosis by controlled attenuation parameter
using the M and XL probes: an individual patient data meta-analysis.
Lancet Gastroenterol Hepatol 2021;6(3):185-198. doi:10.1016/52468-
1253(20)30357-5, PMID:33460567.

[68] Jung J, Han A, Madamba E, Bettencourt R, Loomba RR, Boehringer AS, et
al. Direct Comparison of Quantitative US versus Controlled Attenuation Pa-
rameter for Liver Fat Assessment Using MRI Proton Density Fat Fraction as
the Reference Standard in Patients Suspected of Having NAFLD. Radiology
2022;304(1):75-82. doi:10.1148/radiol.211131, PMID:35348378.

[69] Anstee QM, Castera L, Loomba R. Impact of non-invasive biomarkers on
hepatology practice: Past, present and future. J Hepatol 2022;76(6):1362-
1378. doi:10.1016/j.jhep.2022.03.026, PMID:35589256.

[70] Zhang H, Rios RS, Boursier J, Anty R, Chan WK, George J, et al. Hepatocyte
apoptosis fragment product cytokeratin-18 M30 level and non-alcoholic
steatohepatitis risk diagnosis: an international registry study. Chin Med
J (Engl) 2023;136(3):341-350. doi:10.1097/CM9.0000000000002603,
PMID:36848175.

[71] Masoodi M, Gastaldelli A, Hyotyldinen T, Arretxe E, Alonso C, Gaggini M,
et al. Metabolomics and lipidomics in NAFLD: biomarkers and non-invasive
diagnostic tests. Nat Rev Gastroenterol Hepatol 2021;18(12):835-856.
doi:10.1038/s41575-021-00502-9, PMID:34508238.

[72] Wu MY, Fan JG. Gut microbiome and nonalcoholic fatty liver disease.
Hepatobiliary Pancreat Dis Int 2023;22(5):444-451. doi:10.1016/j.
hbpd.2023.06.006, PMID:37308360.

[73] Shen F, Mi YQ, Xu L, Liu YG, Wang XY, Pan Q, et al. Moderate to severe
hepatic steatosis leads to overestimation of liver stiffness measurement in
chronic hepatitis B patients without significant fibrosis. Aliment Pharmacol
Ther 2019;50(1):93-102. doi:10.1111/apt.15298, PMID:31094016.

[74] Chan WK, Treeprasertsuk S, Goh GB, Fan JG, Song MJ, Charatcharoenwit-
thaya P, et al. Optimizing Use of Nonalcoholic Fatty Liver Disease Fibrosis
Score, Fibrosis-4 Score, and Liver Stiffness Measurement to Identify Patients
With Advanced Fibrosis. Clin Gastroenterol Hepatol 2019;17(12):2570-
2580.e37. doi:10.1016/j.cgh.2019.03.006, PMID:30876959.

[75] Kanwal F, Shubrook JH, Adams LA, Pfotenhauer K, Wai-Sun Wong
V, Wright E, et al. Clinical Care Pathway for the Risk Stratification and
Management of Patients With Nonalcoholic Fatty Liver Disease. Gastro-
enterology 2021;161(5):1657-1669. doi:10.1053/j.gastro.2021.07.049,
PMID:34602251.

[76] Papatheodoridi M, Hiriart 1B, Lupsor-Platon M, Bronte F, Boursier J,
Elshaarawy O, et al. Refining the Baveno VI elastography criteria for the
definition of compensated advanced chronic liver disease. ] Hepatol
2021;74(5):1109-1116. doi:10.1016/j.jhep.2020.11.050, PMID:33307138.

[77] Shi YW, He FP, Chen 1], Deng H, Shi JP, Zhao CY, et al. Metabolic Dis-

Journal of Clinical and Translational Hepatology 2024 vol. 12(11) | 955-974 971


https://doi.org/10.1016/j.ejca.2022.06.051
http://www.ncbi.nlm.nih.gov/pubmed/35944373
https://doi.org/10.1002/hep.31173
http://www.ncbi.nlm.nih.gov/pubmed/32043613
https://doi.org/10.1111/liv.15004
http://www.ncbi.nlm.nih.gov/pubmed/34219352
https://doi.org/10.1161/CIR.0000000000001184
http://www.ncbi.nlm.nih.gov/pubmed/37807924
https://doi.org/10.1136/gutjnl-2020-322572
http://www.ncbi.nlm.nih.gov/pubmed/32938692
https://doi.org/10.1136/gutjnl-2020-323082
http://www.ncbi.nlm.nih.gov/pubmed/33303564
https://doi.org/10.1016/j.jhep.2020.03.003
https://doi.org/10.1016/j.jhep.2020.03.003
http://www.ncbi.nlm.nih.gov/pubmed/32229037
https://doi.org/10.1016/j.cgh.2021.09.021
http://www.ncbi.nlm.nih.gov/pubmed/34560278
http://www.ncbi.nlm.nih.gov/pubmed/34560278
https://doi.org/10.1016/S2468-1253(21)00308-3
https://doi.org/10.1016/S2468-1253(21)00308-3
http://www.ncbi.nlm.nih.gov/pubmed/34555346
https://doi.org/10.1136/gutjnl-2022-327672
http://www.ncbi.nlm.nih.gov/pubmed/35879047
https://doi.org/10.3350/cmh.2021.0406
http://www.ncbi.nlm.nih.gov/pubmed/35232007
https://doi.org/10.1136/bmj-2023-076388
http://www.ncbi.nlm.nih.gov/pubmed/38350680
https://doi.org/10.1016/j.jhep.2022.05.030
https://doi.org/10.1016/j.jhep.2022.05.030
http://www.ncbi.nlm.nih.gov/pubmed/35688226
https://doi.org/10.1111/apt.16772
http://www.ncbi.nlm.nih.gov/pubmed/35023183
https://doi.org/10.1038/s41575-023-00754-7
http://www.ncbi.nlm.nih.gov/pubmed/36932227
https://doi.org/10.1136/gutjnl-2021-324191
http://www.ncbi.nlm.nih.gov/pubmed/33685968
https://doi.org/10.1016/j.cgh.2020.05.009
https://doi.org/10.1016/j.cgh.2020.05.009
http://www.ncbi.nlm.nih.gov/pubmed/32407969
https://doi.org/10.1136/gutjnl-2020-322564
http://www.ncbi.nlm.nih.gov/pubmed/33541866
https://doi.org/10.1038/s41575-021-00433-5
https://doi.org/10.1038/s41575-021-00433-5
http://www.ncbi.nlm.nih.gov/pubmed/33649583
https://doi.org/10.1016/j.jhepr.2021.100350
http://www.ncbi.nlm.nih.gov/pubmed/34557660
https://doi.org/10.1097/CM9.0000000000002027
http://www.ncbi.nlm.nih.gov/pubmed/35089884
https://doi.org/10.1016/j.eclinm.2022.101547
http://www.ncbi.nlm.nih.gov/pubmed/35844772
https://doi.org/10.14309/ctg.0000000000000323
http://www.ncbi.nlm.nih.gov/pubmed/33848277
https://doi.org/10.1016/j.jhep.2016.12.022
http://www.ncbi.nlm.nih.gov/pubmed/28039099
https://doi.org/10.1007/s00330-019-06072-4
https://doi.org/10.1007/s00330-019-06072-4
http://www.ncbi.nlm.nih.gov/pubmed/30899974
https://doi.org/10.1016/j.jhep.2021.08.017
http://www.ncbi.nlm.nih.gov/pubmed/34461208
https://doi.org/10.3760/cma.j.issn.1007-3418.2019.03.004
http://www.ncbi.nlm.nih.gov/pubmed/30929334
https://doi.org/10.1136/gutjnl-2021-324243
http://www.ncbi.nlm.nih.gov/pubmed/34001645
https://doi.org/10.1016/j.jhep.2022.10.034
http://www.ncbi.nlm.nih.gov/pubmed/36375686
https://doi.org/10.1016/S2468-1253(19)30383-8
http://www.ncbi.nlm.nih.gov/pubmed/32027858
https://doi.org/10.1016/j.cgh.2024.07.045
http://www.ncbi.nlm.nih.gov/pubmed/39362618
https://doi.org/10.1016/j.jhep.2021.11.012
https://doi.org/10.1016/j.jhep.2021.11.012
http://www.ncbi.nlm.nih.gov/pubmed/34798176
https://doi.org/10.1016/j.cgh.2019.11.060
http://www.ncbi.nlm.nih.gov/pubmed/31843596
https://doi.org/10.1016/S2468-1253(20)30357-5
https://doi.org/10.1016/S2468-1253(20)30357-5
http://www.ncbi.nlm.nih.gov/pubmed/33460567
https://doi.org/10.1148/radiol.211131
http://www.ncbi.nlm.nih.gov/pubmed/35348378
https://doi.org/10.1016/j.jhep.2022.03.026
http://www.ncbi.nlm.nih.gov/pubmed/35589256
https://doi.org/10.1097/CM9.0000000000002603
http://www.ncbi.nlm.nih.gov/pubmed/36848175
https://doi.org/10.1038/s41575-021-00502-9
http://www.ncbi.nlm.nih.gov/pubmed/34508238
https://doi.org/10.1016/j.hbpd.2023.06.006
https://doi.org/10.1016/j.hbpd.2023.06.006
http://www.ncbi.nlm.nih.gov/pubmed/37308360
https://doi.org/10.1111/apt.15298
http://www.ncbi.nlm.nih.gov/pubmed/31094016
https://doi.org/10.1016/j.cgh.2019.03.006
http://www.ncbi.nlm.nih.gov/pubmed/30876959
https://doi.org/10.1053/j.gastro.2021.07.049
http://www.ncbi.nlm.nih.gov/pubmed/34602251
https://doi.org/10.1016/j.jhep.2020.11.050
http://www.ncbi.nlm.nih.gov/pubmed/33307138

orders Combined with Noninvasive Tests to Screen Advanced Fibrosis in
Nonalcoholic Fatty Liver Disease. J Clin Trans| Hepatol 2021;9(5):607-614.
doi:10.14218/3CTH.2021.00058, PMID:34722175.

[78] Pennisi G, Enea M, Falco V, Aithal GP, Palaniyappan N, Yilmaz Y, et al. Nonin-
vasive assessment of liver disease severity in patients with nonalcoholic fat-
ty liver disease (NAFLD) and type 2 diabetes. Hepatology 2023;78(1):195-
211. doi:10.1097/HEP.0000000000000351, PMID:36924031.

[79] Duan WJ, Wang XZ, Ma AL, Shang J, Nan YM, Gao ZL, et al. Multicenter pro-
spective study to validate a new transient elastography device for staging
liver fibrosis in patients with chronic hepatitis B. J Dig Dis 2020;21(9):519-
525. doi:10.1111/1751-2980.12924, PMID:32700794.

[80] Liang JX, Ampuero J, Niu H, Imajo K, Noureddin M, Behari J, et al. An
individual patient data meta-analysis to determine cut-offs for and con-
founders of NAFLD-fibrosis staging with magnetic resonance elastogra-
phy. J Hepatol 2023;79(3):592-604. doi:10.1016/j.jhep.2023.04.025,
PMID:37121437.

[81] Imajo K, Saigusa Y, Kobayashi T, Nagai K, Nishida S, Kawamura N, et
al. M-PAST score is better than MAST score for the diagnosis of active
fibrotic nonalcoholic steatohepatitis. Hepatol Res 2023;53(9):844-856.
doi:10.1111/hepr.13927, PMID:37237426.

[82] Taylor-Weiner A, Pokkalla H, Han L, Jia C, Huss R, Chung C, et al. A Ma-
chine Learning Approach Enables Quantitative Measurement of Liver His-
tology and Disease Monitoring in NASH. Hepatology 2021;74(1):133-147.
doi:10.1002/hep.31750, PMID:33570776.

[83] Loomba R, Lim JK, Patton H, El-Serag HB. AGA Clinical Practice Update
on Screening and Surveillance for Hepatocellular Carcinoma in Patients
With Nonalcoholic Fatty Liver Disease: Expert Review. Gastroenterology
2020;158(6):1822-1830. doi:10.1053/j.gastro.2019.12.053, PMID:320
06545.

[84] Expert Committee of Fatty Liver Prevention and Treatment Fund of China
Health Promotion Foundation CDMBoCMBA. Brief version of health man-
agement service package of metabolic dysfunction-associated fatty liver
disease. Zhonghua Jian Kang Guan Li Xue Za Zhi 2023;17(3):169-179.
doi:10.3760/cma.j.cn115624-20230112-00026.

[85] Joint Task Force for Guideline on the Assessment and Management of
Cardiovascular Risk in China. [Guideline on the assessment and man-
agement of cardiovascular risk in China]. Zhonghua Yu Fang Yi Xue Za
Zhi 2019;53(1):13-35.d0i:10.3760/cma.j.issn.0253-9624.2019.01.004,
PMID:30605960.

[86] Zeng J, Fan JG, Francque SM. Therapeutic management of metabolic dys-
function associated steatotic liver disease. United European Gastroenterol
J2024;12(2):177-186. doi:10.1002/ueg2.12525, PMID:38193865.

[87] Younossi ZM, Zelber-Sagi S, Henry L, Gerber LH. Lifestyle interventions
in nonalcoholic fatty liver disease. Nat Rev Gastroenterol Hepatol 2023;
20(11):708-722. doi:10.1038/s41575-023-00800-4, PMID:37402873.

[88] Balakrishnan M, Liu K, Schmitt S, Heredia NI, Sisson A, Montealegre JR,
et al. Behavioral weight-loss interventions for patients with NAFLD: A sys-
tematic scoping review. Hepatol Commun 2023;7(8):e0224. doi:10.1097/
HC9.0000000000000224, PMID:37534947.

[89] Chai XN, Zhou BQ, Ning N, Pan T, Xu F, He SH, et al. Effects of lifestyle
intervention on adults with metabolic associated fatty liver disease:
A systematic review and meta-analysis. Front Endocrinol (Lausanne)
2023;14:1081096. doi:10.3389/fendo.2023.1081096, PMID:36875459.

[90] Vilar-Gomez E, Martinez-Perez Y, Calzadilla-Bertot L, Torres-Gonzalez A,
Gra-Oramas B, Gonzalez-Fabian L, et al. Weight Loss Through Lifestyle
Modification Significantly Reduces Features of Nonalcoholic Steatohepa-
titis. Gastroenterology 2015;149(2):367-378.e5. doi:10.1053/j.gas-
tro.2015.04.005, PMID:25865049.

[91] Malespin MH, Barritt AS 4th, Watkins SE, Schoen C, Tincopa MA, Cor-
bin KD, et al. Weight Loss and Weight Regain in Usual Clinical Practice:
Results From the TARGET-NASH Observational Cohort. Clin Gastroenterol
Hepatol 2022;20(10):2393-2395.e4. doi:10.1016/j.cgh.2021.01.023,
PMID:33486083.

[92] Lean ME, Leslie WS, Barnes AC, Brosnahan N, Thom G, McCombie L, et al. Pri-
mary care-led weight management for remission of type 2 diabetes (DIRECT):
an open-label, cluster-randomised trial. Lancet 2018;391(10120):541-551.
doi:10.1016/S0140-6736(17)33102-1, PMID:29221645.

[93] Wong VW, Wong GL, Chan RS, Shu SS, Cheung BH, Li LS, et al. Benefi-
cial effects of lifestyle intervention in non-obese patients with non-alco-
holic fatty liver disease. J Hepatol 2018;69(6):1349-1356. doi:10.1016/j.
jhep.2018.08.011, PMID:30142427.

[94] Abdallah J, Assaf S, Das A, Hirani V. Effects of anti-inflammatory dietary
patterns on non-alcoholic fatty liver disease: a systematic literature re-
view. Eur J Nutr 2023;62(4):1563-1578. doi:10.1007/s00394-023-030
85-0, PMID:36690886.

[95] Tsompanaki E, Thanapirom K, Papatheodoridi M, Parikh P, Chotai de Lima
Y, Tsochatzis EA. Systematic Review and Meta-analysis: The Role of Diet
in the Development of Nonalcoholic Fatty Liver Disease. Clin Gastroenterol
Hepatol 2023;21(6):1462-1474.e24. do0i:10.1016/j.cgh.2021.11.026,
PMID:34838723.

[96] Henney AE, Gillespie CS, Alam U, Hydes TJ, Cuthbertson DJ. Ultra-Processed
Food Intake Is Associated with Non-Alcoholic Fatty Liver Disease in Adults:
A Systematic Review and Meta-Analysis. Nutrients 2023;15(10):2266.
d0i:10.3390/nu15102266, PMID:37242149.

[97] Haigh L, Kirk C, El Gendy K, Gallacher ], Errington L, Mathers JC, et al.
The effectiveness and acceptability of Mediterranean diet and calorie re-
striction in non-alcoholic fatty liver disease (NAFLD): A systematic review
and meta-analysis. Clin Nutr 2022;41(9):1913-1931. doi:10.1016/j.
clnu.2022.06.037, PMID:35947894.

[98] Hadefi A, Arvanitakis M, Trépo E, Zelber-Sagi S. Dietary strategies in
non-alcoholic fatty liver disease patients: From evidence to daily clini-

Fan J.G. et al: MAFLD guideline

cal practice, a systematic review. United European Gastroenterol J
2023;11(7):663-689. doi:10.1002/ueg2.12443, PMID:37491835.

[99] Del Bo’ C, Perna S, Allehdan S, Rafique A, Saad S, AlGhareeb F, 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. Nu-
trients 2023;15(10):2250. doi:10.3390/nu15102250, PMID:37242133.

[100] Lange M, Nadkarni D, Martin L, Newberry C, Kumar S, Kushner T. Intermit-
tent fasting improves hepatic end points in nonalcoholic fatty liver disease: A
systematic review and meta-analysis. Hepatol Commun 2023;7(8):e0212.
doi:10.1097/HC9.0000000000000212, PMID:37534936.

[101] Nam H, Yoo 13, Cho Y, Kang SH, Ahn SB, Lee HW, et al. Effect of exercise-
based interventions in nonalcoholic fatty liver disease: A systematic review
with meta-analysis. Dig Liver Dis 2023;55(9):1178-1186. doi:10.1016/j.
dld.2022.12.013, PMID:36653265.

[102] Ghaffari M, Sadeghiyan S, Faramarzi M, Moghaddam M, Baghurst T.
The effect of aerobic exercise on metabolic parameters of patients with
non-alcoholic fatty liver disease: systematic review and meta-analysis.
J Sports Med Phys Fitness 2023;63(1):178-187. doi:10.23736/S0022-
4707.22.13801-6, PMID:35816139.

[103] Stine ]G, DiJoseph K, Pattison Z, Harrington A, Chinchilli VM, Schmitz
KH, et al. Exercise Training Is Associated With Treatment Response in
Liver Fat Content by Magnetic Resonance Imaging Independent of Clini-
cally Significant Body Weight Loss in Patients With Nonalcoholic Fatty
Liver Disease: A Systematic Review and Meta-Analysis. Am ] Gastroen-
terol 2023;118(7):1204-1213. doi:10.14309/ajg.0000000000002098,
PMID:36705333.

[104] Yu X, Wang Y, Lai J, Song T, Duan J. Comparative efficacy of exercise
training processes in improving nonalcoholic fatty liver disease: a sys-
tematic review and meta-analysis. Ir J Med Sci 2023;192(1):131-142.
doi:10.1007/s11845-022-02988-x, PMID:35366201.

[105] Chen G, Banini BA, Do A, Gunderson C, Zaman S, Lim JK. Exercise
Does Not Independently Improve Histological Outcomes in Biopsy-Prov-
en Non-Alcoholic Fatty Liver Disease: A Systematic Review and Meta-
Analysis. Genes (Basel) 2023;14(9):1811. doi:10.3390/genes14091811,
PMID:37761951.

[106] Houttu V, Bouts 1], Vali Y, Daams J, Grefhorst A, Nieuwdorp M, et al.
Does aerobic exercise reduce NASH and liver fibrosis in patients with
non-alcoholic fatty liver disease? A systematic literature review and meta-
analysis. Front Endocrinol (Lausanne) 2022;13:1032164. doi:10.3389/
fendo.2022.1032164, PMID:36407307.

[107] Chen G, Banini B, Do A, Lim JK. The independent effect of exercise on
biopsy-proven non-alcoholic fatty liver disease: A systematic review. Clin
Mol Hepatol 2023;29(Suppl):S319-S332. doi:10.3350/cmh.2022.0366,
PMID:36517000.

[108] Zhang X, Goh GB, Chan WK, Wong GL, Fan ]G, Seto WK, et al. Unhealthy
lifestyle habits and physical inactivity among Asian patients with non-alco-
holic fatty liver disease. Liver Int 2020;40(11):2719-2731. doi:10.1111/
liv.14638, PMID:32799384.

[109] Muftah AA, Banala C, Raasikh T, Jamali T, Bustamante G, Cholankeril
G, et al. Telehealth interventions in patients with chronic liver diseases:
A systematic review. Hepatology 2023;78(1):179-194. doi:10.1097/
HEP.0000000000000265, PMID:36632994.

[110] Sun C, Fan J. Effects of mobile health applications on lifestyle inter-
vention for patients with nonalcoholic fatty liver disease. Zhonghua Jian
Kang Guan Li Xue Za Zhi 2023;17(10):796-800. doi:10.3760/cma.j.
cn115624-20230615-00374.

[111] Liao C, Liang X, Zhang X, Li Y. The effects of GLP-1 receptor agonists
on visceral fat and liver ectopic fat in an adult population with or with-
out diabetes and nonalcoholic fatty liver disease: A systematic review and
meta-analysis. PLoS One 2023;18(8):e0289616. doi:10.1371/journal.
pone.0289616, PMID:37616255.

[112] Park MJ, Kim H, Kim MG, Kim K. Comparison of glucagon-like peptide-1
receptor agonists and thiazolidinediones on treating nonalcoholic fatty liver
disease: A network meta-analysis. Clin Mol Hepatol 2023;29(3):693-704.
doi:10.3350/cmh.2022.0330, PMID:36907574.

[113] Huang Y, Wang X, Yan C, Li C, Zhang L, Zhang L, et al. Effect of met-
formin on nonalcoholic fatty liver based on meta-analysis and network
pharmacology. Medicine (Baltimore) 2022;101(43):e31437. doi:10.1097/
MD.0000000000031437, PMID:36316840.

[114] Raj H, Durgia H, Palui R, Kamalanathan S, Selvarajan S, Kar SS, et al.
SGLT-2 inhibitors in non-alcoholic fatty liver disease patients with type 2
diabetes mellitus: A systematic review. World J Diabetes 2019;10(2):114~
132. doi:10.4239/wjd.v10.i2.114, PMID:30788048.

[115] Jin Z, Yuan Y, Zheng C, Liu S, Weng H. Effects of sodium-glucose co-
transporter 2 inhibitors on liver fibrosis in non-alcoholic fatty liver disease
patients with type 2 diabetes mellitus: An updated meta-analysis of ran-
domized controlled trials. J Diabetes Complications 2023;37(8):108558.
doi:10.1016/j.jdiacomp.2023.108558, PMID:37499274.

[116] Hameed I, Hayat J, Marsia S, Samad SA, Khan R, Siddiqui OM, et al. Com-
parison of sodium-glucose cotransporter-2 inhibitors and thiazolidinediones
for management of non-alcoholic fatty liver disease: A systematic review
and meta-analysis. Clin Res Hepatol Gastroenterol 2023;47(5):102111.
doi:10.1016/j.clinre.2023.102111, PMID:36931466.

[117] Zafar Y, Rashid AM, Siddigi AK, Ellahi A, Ahmed A, Hussain HU, et al. Ef-
fect of novel glucose lowering agents on non-alcoholic fatty liver disease:
A systematic review and meta-analysis. Clin Res Hepatol Gastroenterol
2022;46(7):101970. doi:10.1016/j.clinre.2022.101970, PMID:35659603.

[118] Wang Z, Du H, Zhao Y, Ren Y, Ma C, Chen H, et al. Response to piogl-
itazone in non-alcoholic fatty liver disease patients with vs. without type
2 diabetes: A meta-analysis of randomized controlled trials. Front Endo-

972 Journal of Clinical and Translational Hepatology 2024 vol. 12(11) | 955-974


https://doi.org/10.14218/JCTH.2021.00058
http://www.ncbi.nlm.nih.gov/pubmed/34722175
https://doi.org/10.1097/HEP.0000000000000351
http://www.ncbi.nlm.nih.gov/pubmed/36924031
https://doi.org/10.1111/1751-2980.12924
http://www.ncbi.nlm.nih.gov/pubmed/32700794
https://doi.org/10.1016/j.jhep.2023.04.025
http://www.ncbi.nlm.nih.gov/pubmed/37121437
https://doi.org/10.1111/hepr.13927
http://www.ncbi.nlm.nih.gov/pubmed/37237426
https://doi.org/10.1002/hep.31750
http://www.ncbi.nlm.nih.gov/pubmed/33570776
https://doi.org/10.1053/j.gastro.2019.12.053
http://www.ncbi.nlm.nih.gov/pubmed/32006545
http://www.ncbi.nlm.nih.gov/pubmed/32006545
https://doi.org/10.3760/cma.j.cn115624-20230112-00026
https://doi.org/10.3760/cma.j.issn.0253-9624.2019.01.004
http://www.ncbi.nlm.nih.gov/pubmed/30605960
https://doi.org/10.1002/ueg2.12525
http://www.ncbi.nlm.nih.gov/pubmed/38193865
https://doi.org/10.1038/s41575-023-00800-4
http://www.ncbi.nlm.nih.gov/pubmed/37402873
https://doi.org/10.1097/HC9.0000000000000224
https://doi.org/10.1097/HC9.0000000000000224
http://www.ncbi.nlm.nih.gov/pubmed/37534947
https://doi.org/10.3389/fendo.2023.1081096
http://www.ncbi.nlm.nih.gov/pubmed/36875459
https://doi.org/10.1053/j.gastro.2015.04.005
https://doi.org/10.1053/j.gastro.2015.04.005
http://www.ncbi.nlm.nih.gov/pubmed/25865049
https://doi.org/10.1016/j.cgh.2021.01.023
http://www.ncbi.nlm.nih.gov/pubmed/33486083
https://doi.org/10.1016/S0140-6736(17)33102-1
http://www.ncbi.nlm.nih.gov/pubmed/29221645
https://doi.org/10.1016/j.jhep.2018.08.011
https://doi.org/10.1016/j.jhep.2018.08.011
http://www.ncbi.nlm.nih.gov/pubmed/30142427
https://doi.org/10.1007/s00394-023-03085-0
https://doi.org/10.1007/s00394-023-03085-0
http://www.ncbi.nlm.nih.gov/pubmed/36690886
https://doi.org/10.1016/j.cgh.2021.11.026
http://www.ncbi.nlm.nih.gov/pubmed/34838723
https://doi.org/10.3390/nu15102266
http://www.ncbi.nlm.nih.gov/pubmed/37242149
https://doi.org/10.1016/j.clnu.2022.06.037
https://doi.org/10.1016/j.clnu.2022.06.037
http://www.ncbi.nlm.nih.gov/pubmed/35947894
https://doi.org/10.1002/ueg2.12443
http://www.ncbi.nlm.nih.gov/pubmed/37491835
https://doi.org/10.3390/nu15102250
http://www.ncbi.nlm.nih.gov/pubmed/37242133
https://doi.org/10.1097/HC9.0000000000000212
http://www.ncbi.nlm.nih.gov/pubmed/37534936
https://doi.org/10.1016/j.dld.2022.12.013
https://doi.org/10.1016/j.dld.2022.12.013
http://www.ncbi.nlm.nih.gov/pubmed/36653265
https://doi.org/10.23736/S0022-4707.22.13801-6
https://doi.org/10.23736/S0022-4707.22.13801-6
http://www.ncbi.nlm.nih.gov/pubmed/35816139
https://doi.org/10.14309/ajg.0000000000002098
http://www.ncbi.nlm.nih.gov/pubmed/36705333
https://doi.org/10.1007/s11845-022-02988-x
http://www.ncbi.nlm.nih.gov/pubmed/35366201
https://doi.org/10.3390/genes14091811
http://www.ncbi.nlm.nih.gov/pubmed/37761951
https://doi.org/10.3389/fendo.2022.1032164
https://doi.org/10.3389/fendo.2022.1032164
http://www.ncbi.nlm.nih.gov/pubmed/36407307
https://doi.org/10.3350/cmh.2022.0366
http://www.ncbi.nlm.nih.gov/pubmed/36517000
https://doi.org/10.1111/liv.14638
https://doi.org/10.1111/liv.14638
http://www.ncbi.nlm.nih.gov/pubmed/32799384
https://doi.org/10.1097/HEP.0000000000000265
https://doi.org/10.1097/HEP.0000000000000265
http://www.ncbi.nlm.nih.gov/pubmed/36632994
https://doi.org/10.3760/cma.j.cn115624-20230615-00374
https://doi.org/10.3760/cma.j.cn115624-20230615-00374
https://doi.org/10.1371/journal.pone.0289616
https://doi.org/10.1371/journal.pone.0289616
http://www.ncbi.nlm.nih.gov/pubmed/37616255
https://doi.org/10.3350/cmh.2022.0330
http://www.ncbi.nlm.nih.gov/pubmed/36907574
https://doi.org/10.1097/MD.0000000000031437
https://doi.org/10.1097/MD.0000000000031437
http://www.ncbi.nlm.nih.gov/pubmed/36316840
https://doi.org/10.4239/wjd.v10.i2.114
http://www.ncbi.nlm.nih.gov/pubmed/30788048
https://doi.org/10.1016/j.jdiacomp.2023.108558
http://www.ncbi.nlm.nih.gov/pubmed/37499274
https://doi.org/10.1016/j.clinre.2023.102111
http://www.ncbi.nlm.nih.gov/pubmed/36931466
https://doi.org/10.1016/j.clinre.2022.101970
http://www.ncbi.nlm.nih.gov/pubmed/35659603

Fan J.G. et al: MAFLD guideline

crinol (Lausanne) 2023;14:1111430. doi:10.3389/fendo.2023.1111430,
PMID:37065735.

[119] Hu Y, Sun C, Chen Y, Liu YD, Fan JG. Pipeline of New Drug Treatment
for Non-alcoholic Fatty Liver Disease/Metabolic Dysfunction-associat-
ed Steatotic Liver Disease. J Clin Transl Hepatol 2024;12(9):802-814.
doi:10.14218/3CTH.2024.00123, PMID:39280073.

[120] Newsome PN, Buchholtz K, Cusi K, Linder M, Okanoue T, Ratziu V, et al.
A Placebo-Controlled Trial of Subcutaneous Semaglutide in Nonalcoholic
Steatohepatitis. N Engl J Med 2021;384(12):1113-1124. doi:10.1056/NE-
JM0a2028395, PMID:33185364.

[121] Armstrong MJ, Gaunt P, Aithal GP, Barton D, Hull D, Parker R, et al.
Liraglutide safety and efficacy in patients with non-alcoholic steatohepa-
titis (LEAN): a multicentre, double-blind, randomised, placebo-controlled
phase 2 study. Lancet 2016;387(10019):679-690. doi:10.1016/S0140-
6736(15)00803-X, PMID:26608256.

[122] Loomba R, Abdelmalek MF, Armstrong MJ, Jara M, Kjeer MS, Krarup N, et
al. Semaglutide 2:4 mg once weekly in patients with non-alcoholic steato-
hepatitis-related cirrhosis: a randomised, placebo-controlled phase 2 trial.
Lancet Gastroenterol Hepatol 2023;8(6):511-522. d0i:10.1016/52468-
1253(23)00068-7, PMID:36934740.

[123] Loomba R, Hartman ML, Lawitz EJ, Vuppalanchi R, Boursier J, Bugianesi
E, et al. Tirzepatide for Metabolic Dysfunction-Associated Steatohepatitis
with Liver Fibrosis. N Engl J Med 2024;391(4):299-310. doi:10.1056/NEJ-
Mo0a2401943, PMID:38856224.

[124] Sanyal Al, Bedossa P, Fraessdorf M, Neff GW, Lawitz E, Bugianesi E,
et al. A Phase 2 Randomized Trial of Survodutide in MASH and Fibro-
sis. N Engl J Med 2024;391(4):311-319. doi:10.1056/NEJM0a2401755,
PMID:38847460.

[125] Ren TY, Eslam M, Fan JG. Incretin-based therapy in the management
of metabolic dysfunction-associated steatotic liver disease (MASLD): one
piece of the puzzle. Clin Mol Hepatol 2024;30(4):649-652. doi:10.3350/
cmh.2024.0558, PMID:39038961.

[126] Abdallah M, Brown L, Provenza J, Tarig R, Gowda S, Singal AK. Safety
and efficacy of dyslipidemia treatment in NAFLD patients: a meta-anal-
ysis of randomized controlled trials. Ann Hepatol 2022;27(6):100738.
doi:10.1016/j.aohep.2022.100738, PMID:35781090.

[127] Dai W, Xu B, Li P, Weng J. Statins for the Treatment of Nonalcoholic
Fatty Liver Disease and Nonalcoholic Steatohepatitis: A Systematic Re-
view and Meta-Analysis. Am J Ther 2023;30(1):e17-e25. doi:10.1097/
MJT.0000000000001499, PMID:36608070.

[128] Ayada I, van Kleef LA, Zhang H, Liu K, Li P, Abozaid Y], et al. Dissecting the
multifaceted impact of statin use on fatty liver disease: a multidimensional
study. EBioMedicine 2023;87:104392. doi:10.1016/j.ebiom.2022.104392,
PMID:36502575.

[129] Zhou XD, Kim SU, Yip TC, Petta S, Nakajima A, Tsochatzis E, et al. Long-
term liver-related outcomes and liver stiffness progression of statin us-
age in steatotic liver disease. Gut 2024;73(11):1883-1892. doi:10.1136/
gutjnl-2024-333074, PMID:39089860.

[130] Zeng RW, Yong JN, Tan DJH, Fu CE, Lim WH, Xiao J, et al. Meta-analysis:
Chemoprevention of hepatocellular carcinoma with statins, aspirin and
metformin. Aliment Pharmacol Ther 2023;57(6):600-609. doi:10.1111/
apt.17371, PMID:36625733.

[131] Pose E, Napoleone L, Amin A, Campion D, Jimenez C, Piano S, et al.
Safety of two different doses of simvastatin plus rifaximin in decompensat-
ed cirrhosis (LIVERHOPE-SAFETY): a randomised, double-blind, placebo-
controlled, phase 2 trial. Lancet Gastroenterol Hepatol 2020;5(1):31-41.
doi:10.1016/S2468-1253(19)30320-6, PMID:31607677.

[132] Kim KM, Roh JH, Lee S, Yoon JH. Clinical implications of renin-angiotensin
system inhibitors for development and progression of non-alcoholic fatty
liver disease. Sci Rep 2021;11(1):2884. doi:10.1038/541598-021-81959-
1, PMID:33536442.

[133] Ramandi A, George ], Merat S, Jafari E, Sharafkhah M, Radmard AR, et
al. Polypill protects MAFLD patients from cardiovascular events and mor-
tality: a prospective trial. Hepatol Int 2023;17(4):882-888. doi:10.1007/
$12072-023-10542-9, PMID:37227560.

[134] Zhang X, Wong GL, Yip TC, Tse YK, Liang LY, Hui VW, et al. Angioten-
sin-converting enzyme inhibitors prevent liver-related events in nonalco-
holic fatty liver disease. Hepatology 2022;76(2):469-482. doi:10.1002/
hep.32294, PMID:34939204.

[135] Simon TG, Wilechansky RM, Stoyanova S, Grossman A, Dichtel LE,
Lauer GM, et al. Aspirin for Metabolic Dysfunction-Associated Stea-
totic Liver Disease Without Cirrhosis: A Randomized Clinical Trial. JAMA
2024;331(11):920-929. doi:10.1001/jama.2024.1215, PMID:38502074.

[136] 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. Therap Adv Gastro-
enterol 2020;13:1756284820974917. doi:10.1177/1756284820974917,
PMID:33335561.

[137] Vogli S, Naska A, Marinos G, Kasdagli MI, Orfanos P. The Effect of Vita-
min E Supplementation on Serum Aminotransferases in Non-Alcoholic Fatty
Liver Disease (NAFLD): A Systematic Review and Meta-Analysis. Nutrients
2023;15(17):3733. doi:10.3390/nu15173733, PMID:37686767.

[138] Song Y ZM, Sheng HP, Wang J, Xie SL, Yang YF, et al. Vitamin E (300mg)
versus Placebo in the Treatment of Nonalcoholic Steatohepatitis: a Multi-
center, Randomized, Double-blind, Placebo-controlled Study. Proceedings
of the AASLD annual meeting; Nov 11, 2023; Boston, USA.

[139] Zang S, Chen J, Song Y, Bai L, Chen J, Chi X, et al. Haptoglobin Genotype
and Vitamin E Versus Placebo for the Treatment of Nondiabetic Patients
with Nonalcoholic Steatohepatitis in China: A Multicenter, Randomized, Pla-
cebo-Controlled Trial Design. Adv Ther 2018;35(2):218-231. doi:10.1007/
$12325-018-0670-8, PMID:29411270.

[140] Ng CH, Tang ASP, Xiao J, Wong ZY, Yong IN, Fu CE, et al. Safety and
tolerability of obeticholic acid in chronic liver disease: a pooled analysis
of 1878 individuals. Hepatol Commun 2023;7(3):e0005. doi:10.1097/
HC9.0000000000000005, PMID:36757421.

[141] Harrison SA, Bedossa P, Guy CD, Schattenberg JM, Loomba R, Taub R,
et al. A Phase 3, Randomized, Controlled Trial of Resmetirom in NASH
with Liver Fibrosis. N Engl J Med 2024;390(6):497-509. doi:10.1056/NEJ-
Mo0a2309000, PMID:38324483.

[142] Francque SM, Bedossa P, Ratziu V, Anstee QM, Bugianesi E, Sanyal AJ,
et al. A Randomized, Controlled Trial of the Pan-PPAR Agonist Lanifibranor
in NASH. N Engl J Med 2021;385(17):1547-1558. doi:10.1056/NEJ-
M0a2036205, PMID:34670042.

[143] Harrison SA, Frias JP, Neff G, Abrams GA, Lucas KJ, Sanchez W, et al. Safety
and efficacy of once-weekly efruxifermin versus placebo in non-alcoholic ste-
atohepatitis (HARMONY): a multicentre, randomised, double-blind, placebo-
controlled, phase 2b trial. Lancet Gastroenterol Hepatol 2023;8(12):1080-
1093. doi:10.1016/52468-1253(23)00272-8, PMID:37802088.

[144] Loomba R, Sanyal AJ, Kowdley KV, Bhatt DL, Alkhouri N, Frias JP, et al.
Randomized, Controlled Trial of the FGF21 Analogue Pegozafermin in NASH.
N Engl J Med 2023;389(11):998-1008. doi:10.1056/NEJM0a2304286,
PMID:37356033.

[145] Romero-Gémez M, Lawitz E, Shankar RR, Chaudhri E, Liu J, Lam RLH,
et al. A phase Ila active-comparator-controlled study to evaluate the ef-
ficacy and safety of efinopegdutide in patients with non-alcoholic fatty liver
disease. J Hepatol 2023;79(4):888-897. doi:10.1016/j.jhep.2023.05.013,
PMID:37355043.

[146] Hartman ML, Sanyal AJ, Loomba R, Wilson JM, Nikooienejad A, Bray R,
et al. Effects of Novel Dual GIP and GLP-1 Receptor Agonist Tirzepatide
on Biomarkers of Nonalcoholic Steatohepatitis in Patients With Type 2
Diabetes. Diabetes Care 2020;43(6):1352-1355. doi:10.2337/dc19-1892,
PMID:32291277.

[147] Ledford H. First US drug approved for a liver disease surging around the
world. Nature 2024. doi:10.1038/d41586-024-00747-9, PMID:38499800.

[148] Kalopitas G, Antza C, Doundoulakis I, Siargkas A, Kouroumalis E, Ger-
manidis G, et al. Impact of Silymarin in individuals with nonalcoholic
fatty liver disease: A systematic review and meta-analysis. Nutrition
2021;83:111092. doi:10.1016/j.nut.2020.111092, PMID:33418491.

[149] Dajani AI, Popovic B. Essential phospholipids for nonalcoholic fatty
liver disease associated with metabolic syndrome: A systematic review
and network meta-analysis. World J Clin Cases 2020;8(21):5235-5249.
doi:10.12998/wjcc.v8.i21.5235, PMID:33269259.

[150] Lin X, Mai M, He T, Huang H, Zhang P, Xia E, et al. Efficiency of ursodeoxy-
cholic acid for the treatment of nonalcoholic steatohepatitis: A systematic re-
view and meta-analysis. Expert Rev Gastroenterol Hepatol 2022;16(6):537-
545. doi:10.1080/17474124.2022.2083605, PMID:35617696.

[151] Wang G, Huang Y, Yang H, Lin H, Zhou S, Qian J. Impacts of bariat-
ric surgery on adverse liver outcomes: a systematic review and meta-
analysis. Surg Obes Relat Dis 2023;19(7):717-726. doi:10.1016/j.
soard.2022.12.025, PMID:36890087.

[152] de Barros F, Cardoso Faleiro Uba PH. Liver transplantation and bariat-
ric surgery: a new surgical reality: a systematic review of the best time
for bariatric surgery. Updates Surg 2021;73(5):1615-1622. doi:10.1007/
s13304-021-01106-3, PMID:34118015.

[153] Manzano-Nunez R, Rivera-Esteban ], Comas M, Angel M, Flores V,
Bafares J, et al. Outcomes of Patients with Severe Obesity and Cirrhosis
with Portal Hypertension Undergoing Bariatric Surgery: a Systematic Re-
view. Obes Surg 2023;33(1):224-233. d0i:10.1007/511695-022-06362-
9, PMID:36422758.

[154] Younossi Z, Stepanova M, Ong JP, Jacobson IM, Bugianesi E, Duseja
A, et al. Nonalcoholic Steatohepatitis Is the Fastest Growing Cause of
Hepatocellular Carcinoma in Liver Transplant Candidates. Clin Gastroen-
terol Hepatol 2019;17(4):748-755.e3. doi:10.1016/j.cgh.2018.05.057,
PMID:29908364.

[155] Younossi ZM, Stepanova M, Al Shabeeb R, Eberly KE, Shah D, Nguyen
V, et al. The changing epidemiology of adult liver transplantation in the
United States in 2013-2022: The dominance of metabolic dysfunction-as-
sociated steatotic liver disease and alcohol-associated liver disease. Hepa-
tol Commun 2024;8(1):e0352. doi:10.1097/HC9.0000000000000352,
PMID:38126928.

[156] Yong JN, Lim WH, Ng CH, Tan DJH, Xiao J, Tay PWL, et al. Outcomes
of Nonalcoholic Steatohepatitis After Liver Transplantation: An Up-
dated Meta-Analysis and Systematic Review. Clin Gastroenterol Hepatol
2023;21(1):45-54.e6. doi:10.1016/j.cgh.2021.11.014, PMID:34801743.

[157] Tan HC, Shumbayawonda E, Beyer C, Cheng LT, Low A, Lim CH, et al.
Multiparametric Magnetic Resonance Imaging and Magnetic Resonance
Elastography to Evaluate the Early Effects of Bariatric Surgery on Non-
alcoholic Fatty Liver Disease. Int J Biomed Imaging 2023;2023:4228321.
doi:10.1155/2023/4228321, PMID:37521027.

[158] Semmler G, Yang Z, Fritz L, Kock F, Hofer BS, Balcar L, et al. Dynamics
in Liver Stiffness Measurements Predict Outcomes in Advanced Chronic
Liver Disease. Gastroenterology 2023;165(4):1041-1052. doi:10.1053/j.
gastro.2023.06.030, PMID:37442301.

[159] Lee SW, Huang DQ, Bettencourt R, Ajmera V, Tincopa M, Noureddin N, et
al. Low liver fat in non-alcoholic steatohepatitis-related significant fibrosis
and cirrhosis is associated with hepatocellular carcinoma, decompensation
and mortality. Aliment Pharmacol Ther 2024;59(1):80-88. doi:10.1111/
apt.17783, PMID:37968251.

[160] Lin H, Lee HW, Yip TC, Tsochatzis E, Petta S, Bugianesi E, et al. Vibration-
Controlled Transient Elastography Scores to Predict Liver-Related Events
in Steatotic Liver Disease. JAMA 2024;331(15):1287-1297. doi:10.1001/
jama.2024.1447, PMID:38512249.

Journal of Clinical and Translational Hepatology 2024 vol. 12(11) | 955-974 973


https://doi.org/10.3389/fendo.2023.1111430
http://www.ncbi.nlm.nih.gov/pubmed/37065735
https://doi.org/10.14218/JCTH.2024.00123
http://www.ncbi.nlm.nih.gov/pubmed/39280073
https://doi.org/10.1056/NEJMoa2028395
https://doi.org/10.1056/NEJMoa2028395
http://www.ncbi.nlm.nih.gov/pubmed/33185364
https://doi.org/10.1016/S0140-6736(15)00803-X
https://doi.org/10.1016/S0140-6736(15)00803-X
http://www.ncbi.nlm.nih.gov/pubmed/26608256
https://doi.org/10.1016/S2468-1253(23)00068-7
https://doi.org/10.1016/S2468-1253(23)00068-7
http://www.ncbi.nlm.nih.gov/pubmed/36934740
https://doi.org/10.1056/NEJMoa2401943
https://doi.org/10.1056/NEJMoa2401943
http://www.ncbi.nlm.nih.gov/pubmed/38856224
https://doi.org/10.1056/NEJMoa2401755
http://www.ncbi.nlm.nih.gov/pubmed/38847460
https://doi.org/10.3350/cmh.2024.0558
https://doi.org/10.3350/cmh.2024.0558
http://www.ncbi.nlm.nih.gov/pubmed/39038961
https://doi.org/10.1016/j.aohep.2022.100738
http://www.ncbi.nlm.nih.gov/pubmed/35781090
https://doi.org/10.1097/MJT.0000000000001499
https://doi.org/10.1097/MJT.0000000000001499
http://www.ncbi.nlm.nih.gov/pubmed/36608070
https://doi.org/10.1016/j.ebiom.2022.104392
http://www.ncbi.nlm.nih.gov/pubmed/36502575
https://doi.org/10.1136/gutjnl-2024-333074
https://doi.org/10.1136/gutjnl-2024-333074
http://www.ncbi.nlm.nih.gov/pubmed/39089860
https://doi.org/10.1111/apt.17371
https://doi.org/10.1111/apt.17371
http://www.ncbi.nlm.nih.gov/pubmed/36625733
https://doi.org/10.1016/S2468-1253(19)30320-6
http://www.ncbi.nlm.nih.gov/pubmed/31607677
https://doi.org/10.1038/s41598-021-81959-1
https://doi.org/10.1038/s41598-021-81959-1
http://www.ncbi.nlm.nih.gov/pubmed/33536442
https://doi.org/10.1007/s12072-023-10542-9
https://doi.org/10.1007/s12072-023-10542-9
http://www.ncbi.nlm.nih.gov/pubmed/37227560
https://doi.org/10.1002/hep.32294
https://doi.org/10.1002/hep.32294
http://www.ncbi.nlm.nih.gov/pubmed/34939204
https://doi.org/10.1001/jama.2024.1215
http://www.ncbi.nlm.nih.gov/pubmed/38502074
https://doi.org/10.1177/1756284820974917
http://www.ncbi.nlm.nih.gov/pubmed/33335561
https://doi.org/10.3390/nu15173733
http://www.ncbi.nlm.nih.gov/pubmed/37686767
https://doi.org/10.1007/s12325-018-0670-8
https://doi.org/10.1007/s12325-018-0670-8
http://www.ncbi.nlm.nih.gov/pubmed/29411270
https://doi.org/10.1097/HC9.0000000000000005
https://doi.org/10.1097/HC9.0000000000000005
http://www.ncbi.nlm.nih.gov/pubmed/36757421
https://doi.org/10.1056/NEJMoa2309000
https://doi.org/10.1056/NEJMoa2309000
http://www.ncbi.nlm.nih.gov/pubmed/38324483
https://doi.org/10.1056/NEJMoa2036205
https://doi.org/10.1056/NEJMoa2036205
http://www.ncbi.nlm.nih.gov/pubmed/34670042
https://doi.org/10.1016/S2468-1253(23)00272-8
http://www.ncbi.nlm.nih.gov/pubmed/37802088
https://doi.org/10.1056/NEJMoa2304286
http://www.ncbi.nlm.nih.gov/pubmed/37356033
https://doi.org/10.1016/j.jhep.2023.05.013
http://www.ncbi.nlm.nih.gov/pubmed/37355043
https://doi.org/10.2337/dc19-1892
http://www.ncbi.nlm.nih.gov/pubmed/32291277
https://doi.org/10.1038/d41586-024-00747-9
http://www.ncbi.nlm.nih.gov/pubmed/38499800
https://doi.org/10.1016/j.nut.2020.111092
http://www.ncbi.nlm.nih.gov/pubmed/33418491
https://doi.org/10.12998/wjcc.v8.i21.5235
http://www.ncbi.nlm.nih.gov/pubmed/33269259
https://doi.org/10.1080/17474124.2022.2083605
http://www.ncbi.nlm.nih.gov/pubmed/35617696
https://doi.org/10.1016/j.soard.2022.12.025
https://doi.org/10.1016/j.soard.2022.12.025
http://www.ncbi.nlm.nih.gov/pubmed/36890087
https://doi.org/10.1007/s13304-021-01106-3
https://doi.org/10.1007/s13304-021-01106-3
http://www.ncbi.nlm.nih.gov/pubmed/34118015
https://doi.org/10.1007/s11695-022-06362-9
https://doi.org/10.1007/s11695-022-06362-9
http://www.ncbi.nlm.nih.gov/pubmed/36422758
https://doi.org/10.1016/j.cgh.2018.05.057
http://www.ncbi.nlm.nih.gov/pubmed/29908364
https://doi.org/10.1097/HC9.0000000000000352
http://www.ncbi.nlm.nih.gov/pubmed/38126928
https://doi.org/10.1016/j.cgh.2021.11.014
http://www.ncbi.nlm.nih.gov/pubmed/34801743
https://doi.org/10.1155/2023/4228321
http://www.ncbi.nlm.nih.gov/pubmed/37521027
https://doi.org/10.1053/j.gastro.2023.06.030
https://doi.org/10.1053/j.gastro.2023.06.030
http://www.ncbi.nlm.nih.gov/pubmed/37442301
https://doi.org/10.1111/apt.17783
https://doi.org/10.1111/apt.17783
http://www.ncbi.nlm.nih.gov/pubmed/37968251
https://doi.org/10.1001/jama.2024.1447
https://doi.org/10.1001/jama.2024.1447
http://www.ncbi.nlm.nih.gov/pubmed/38512249

[161] Shi YW, Fan JG. Surveillance of the progression and assessment of
treatment endpoints for nonalcoholic steatohepatitis. Clin Mol Hepatol
2023;29(Suppl):5228-S243. doi:10.3350/cmh.2022.0401, PMID:36521
452.

[162] Huang R, Fan JG, Shi JP, Mao YM, Wang BY, Zhao M, et al. Health-related
quality of life in Chinese population with non-alcoholic fatty liver disease:
a national multicenter survey. Health Qual Life Outcomes 2021;19(1):140.
doi:10.1186/512955-021-01778-w, PMID:33962617.

[163] Sun C, Fan JG. Editorial: changes of health-related quality of life as-
sociated with liver disease severity and its improvement after treatment
in NAFLD. Aliment Pharmacol Ther 2023;57(2):257-258. doi:10.1111/
apt.17318, PMID:36565008.

[164] Chang XJ, Shi YW, Wang J, Liu HB, Chen Y, Zhu XN, et al. Influence
of weight management on the prognosis of steatohepatitis in chronic
hepatitis B patients during antiviral treatment. Hepatobiliary Pan-
creat Dis Int 2021;20(5):416-425. doi:10.1016/j.hbpd.2021.06.009,
PMID:34275749.

[165] Zou ZY, Ren TY, Fan JG. Multidisciplinary participation: The key to a cure
for non-alcoholic fatty liver disease. J Dig Dis 2021;22(12):680-682.
doi:10.1111/1751-2980.13060, PMID:34697893.

[166] Liu H, Qi J, Yang J, Liu F, Li X, Yin P, et al. Burden of liver complica-
tions related to non-alcoholic fatty liver disease in China from 2005 to
2019: Observations from the Global Burden of Disease Study, 2019. Dia-
betes Obes Metab 2023;25(Suppl 1):43-52. doi:10.1111/dom.15010,
PMID:36781698.

[167] Yip TC, Fan ]G, Wong VW. China’s Fatty Liver Crisis: A Looming Pub-
lic Health Emergency. Gastroenterology 2023;165(4):825-827. doi:
10.1053/j.gastro.2023.06.008, PMID:37343791.

[168] Lazarus JV, Mark HE, Anstee QM, Arab JP, Batterham RL, Castera L, et al.

Fan J.G. et al: MAFLD guideline

Advancing the global public health agenda for NAFLD: a consensus state-
ment. Nat Rev Gastroenterol Hepatol 2022;19(1):60-78. doi:10.1038/
s41575-021-00523-4, PMID:34707258.

[169] Lazarus 1V, Mark HE, Allen AM, Arab JP, Carrieri P, Noureddin M, et al.
A global research priority agenda to advance public health responses
to fatty liver disease. J Hepatol 2023;79(3):618-634. doi:10.1016/j.
jhep.2023.04.035, PMID:37353401.

[170] Sarin SK, Eslam M, Fan JG, Lin HC, George ], Omata M. MAFLD, pa-
tient-centred care, and APASL. Hepatol Int 2022;16(5):1032-1034.
doi:10.1007/s12072-022-10408-6, PMID:36070122.

[171] Marchesini G, Vettor R, Pinzani M. MASLD emerging from the fog of fatty
liver. J Hepatol 2024;80(2):178-180. doi:10.1016/j.jhep.2023.10.011,
PMID:38278621.

[172] Lonardo A, Bril F, Caldwell SH, Eslam M, Fan JG, Gish RG, et al. Research-
ers call for more flexible editorial conduct rather than abruptly adopting
only the new MASLD nomenclature. J Hepatol 2024;80(5):e192-e194.
doi:10.1016/j.jhep.2024.01.012, PMID:38336589.

[173] Yang R, Jin Q, Fan J. Metabolic dysfunction-associated fatty liver dis-
ease: from basic research to clinical application. Chin Med J (Engl) 2022;
135(10):1138-1140. doi:10.1097/CM9.0000000000002136, PMID:3578
7543.

[174] Zeng J, Jin Q, Yang J, Yang RX, Zhang RN, Zhao J, et al. Prevalence and in-
cidence of MAFLD and associated anthropometric parameters among prepu-
bertal children of the Shanghai Birth Cohort. Hepatol Int 2023;17(6):1416-
1428. doi:10.1007/s12072-023-10574-1, PMID:37728728.

[175] Gao XY, Yang YF, Li L, Xing YF, Wang YX, Li XY, et al. Survey of phy-
sicians’ knowledge about pediatric nonalcoholic fatty liver disease in
China. J Dig Dis 2024;25(6):380-393. doi:10.1111/1751-2980.13297,
PMID:38992957.

974 Journal of Clinical and Translational Hepatology 2024 vol. 12(11) | 955-974


https://doi.org/10.3350/cmh.2022.0401
http://www.ncbi.nlm.nih.gov/pubmed/36521452
http://www.ncbi.nlm.nih.gov/pubmed/36521452
https://doi.org/10.1186/s12955-021-01778-w
http://www.ncbi.nlm.nih.gov/pubmed/33962617
https://doi.org/10.1111/apt.17318
https://doi.org/10.1111/apt.17318
http://www.ncbi.nlm.nih.gov/pubmed/36565008
https://doi.org/10.1016/j.hbpd.2021.06.009
http://www.ncbi.nlm.nih.gov/pubmed/34275749
https://doi.org/10.1111/1751-2980.13060
http://www.ncbi.nlm.nih.gov/pubmed/34697893
https://doi.org/10.1111/dom.15010
http://www.ncbi.nlm.nih.gov/pubmed/36781698
https://doi.org/10.1053/j.gastro.2023.06.008
http://www.ncbi.nlm.nih.gov/pubmed/37343791
https://doi.org/10.1038/s41575-021-00523-4
https://doi.org/10.1038/s41575-021-00523-4
http://www.ncbi.nlm.nih.gov/pubmed/34707258
https://doi.org/10.1016/j.jhep.2023.04.035
https://doi.org/10.1016/j.jhep.2023.04.035
http://www.ncbi.nlm.nih.gov/pubmed/37353401
https://doi.org/10.1007/s12072-022-10408-6
http://www.ncbi.nlm.nih.gov/pubmed/36070122
https://doi.org/10.1016/j.jhep.2023.10.011
http://www.ncbi.nlm.nih.gov/pubmed/38278621
https://doi.org/10.1016/j.jhep.2024.01.012
http://www.ncbi.nlm.nih.gov/pubmed/38336589
https://doi.org/10.1097/CM9.0000000000002136
http://www.ncbi.nlm.nih.gov/pubmed/35787543
http://www.ncbi.nlm.nih.gov/pubmed/35787543
https://doi.org/10.1007/s12072-023-10574-1
http://www.ncbi.nlm.nih.gov/pubmed/37728728
https://doi.org/10.1111/1751-2980.13297
http://www.ncbi.nlm.nih.gov/pubmed/38992957

	﻿﻿Abstract﻿

	﻿﻿﻿﻿Introduction﻿

	﻿﻿﻿Terminology and pathophysiology﻿

	﻿﻿Terminology of FLD﻿

	﻿﻿﻿﻿﻿Pathophysiology of MAFLD﻿


	﻿﻿﻿﻿Epidemiology﻿

	﻿﻿Global epidemiology of NAFLD﻿

	﻿﻿﻿Epidemiology of NAFLD in China﻿


	﻿﻿﻿﻿﻿Nature history﻿

	﻿﻿Increased risk of hepatic decompensation and HCC﻿

	﻿﻿﻿Increased risk of cardiovascular-kidney-metabolic disease﻿

	﻿﻿﻿Increased risk of non-hepatic malignancies﻿

	﻿﻿﻿Metabolic dysfunction as a driver of the liver disease﻿


	Diagnosis and assessment﻿

	﻿﻿Diagnosis of MAFLD alone and MAFLD with other liver disease﻿

	﻿﻿﻿﻿﻿﻿Non-invasive assessment of hepatic steatosis﻿

	﻿﻿﻿﻿Non-invasive assessment of steatohepatitis and fibrosis﻿

	﻿﻿﻿Assessment of liver histology﻿

	﻿﻿﻿Assessment of liver-related complications﻿

	﻿﻿﻿Assessment of extrahepatic complications﻿


	﻿﻿﻿﻿﻿Treatment﻿

	﻿﻿﻿Lifestyle modification﻿

	﻿﻿﻿Pharmacological therapy﻿

	﻿﻿﻿Surgical therapy﻿


	﻿﻿﻿﻿﻿Efficacy evaluation and follow-up﻿

	﻿﻿Efficacy evaluation of the management﻿

	﻿﻿﻿Regular follow-up and monitoring﻿


	﻿﻿﻿﻿﻿Summary, research agenda, and prospects﻿

	﻿﻿﻿﻿﻿Acknowledgments﻿

	﻿﻿﻿Funding﻿

	﻿﻿﻿Conflict of interest﻿

	﻿﻿﻿Author contributions﻿

	﻿﻿﻿Practice guideline registration﻿

	﻿﻿﻿References﻿


