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A B S T R A C T

Background: This Obesity Medicine Association (OMA) Clinical Practice Statement (CPS) provides clinicians an
overview of nonalcoholic fatty liver disease (NAFLD), potential progression to nonalcoholic steatohepatitis
(NASH), and their application to obesity.
Methods: The scientific information for this CPS is based upon published scientific citations, clinical perspectives
of OMA authors, and peer review by the Obesity Medicine Association leadership.
Results: Topics of this CPS include the prevalence of NAFLD and NASH, the prevalence of NAFLD and NASH
among patients with obesity, as well as NAFLD and NASH definitions, diagnosis, imaging, pathophysiology,
differential diagnosis, role of high fructose corn syrup and other simple sugars, and treatment (e.g., nutrition,
physical activity, medications).
Conclusions: This Obesity Medicine Association (OMA) Clinical Practice Statement (CPS) regarding NAFLD and
obesity is one of a series of OMA CPSs designed to assist clinicians in the care of patients with the disease of
obesity. Patients with obesity are at increased risk for NAFLD and NASH. Patients may benefit when clinicians
who manage obesity understand the etiology, diagnosis, and optimal treatment of NAFLD with a goal to prevent
NASH.
1. Introduction

Beginning in 2013, the Obesity Medicine Association (OMA) created
and maintained an online Adult “Obesity Algorithm” (i.e., educational
slides and eBook) that underwent yearly updates by OMA authors and
was reviewed and approved annually by the OMA Board of Trustees [1].
This was followed by a similar Pediatric “Obesity Algorithm” with up-
dates approximately every two years by OMA authors. This OMA Clinical
Practice Statement (CPS) regarding nonalcoholic fatty liver disease was
derived from the 2021 OMA Adult Obesity Algorithm and is one of a
series of OMA CPSs designed to assist clinicians in the care of patients
with the disease of obesity.
Atherosclerosis Research Center,
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1.1. Obesity and nonalcoholic fatty liver disease (NAFLD)

Nonalcoholic fatty liver disease (NAFLD) encompasses a spectrum of
fatty liver diseases. NAFLD is the most common cause of chronic liver
disease, affecting approximately 25% of adults [2]. Worldwide, the
prevalence of NAFLD is highest in South Asia, Middle East, Mexico, as
well as Central and South America (�30%). The prevalence NAFLD is
reportedly more moderate in the United States, Europe, and East Asia
(23–27%). The prevalence of NAFLD is lowest in Africa (14%) [3].

In the United States, the reported prevalence of NAFLD by race can
vary considerably, depending on the report, population, and diagnostic
methodology [4]. Hispanic individuals are sometimes reported to have
the highest prevalence rates, followed by White and Black individuals
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(21%, 12.5%, and 11.6% respectively) [3]. As previously noted, the
prevalence of NAFLD among Asians is approximately 30% [5], high-
lighting the importance of recognizing the unique nutritional consider-
ations from those of Asian descent [6], and the unique adipose tissue and
cardiovascular risk pathophysiology commonly found among those from
South Asian [7]. Irrespective of race, NAFLD is especially prevalent in
individuals with obesity, and more than two thirds of patients diagnosed
with NAFLD have obesity [8]. In recognition that NAFLD is often asso-
ciated with metabolic dysfunction, some have suggested the alternative
term “metabolic dysfunction associated fatty liver disease” (MAFLD) [9,
10]. All that said, 10–20% of patients with NAFLD are lean by body mass
index criteria [3]. Table 1 shows ten takeaway messages regarding
obesity and nonalcoholic fatty liver disease. Fig. 1 displays fatty liver
definitions.
1.2. NAFLD diagnosis: simple blood screening tests

Hepatosteatosis (i.e., a condition of increased liver fat) typically re-
sults in elevated liver transaminases such as alanine transaminase (ALT)
and aspartate transaminase (AST), with normal bilirubin. Increase in ALT
is sometimes described as more specific for NAFLD. AST:ALT ratio of
>1.5 may be more consistent with alcoholic liver disease; AST>ALT is
associated with increased hepatic fibrosis [23,27,28]. The
AST-to-platelet ratio is also sometimes used to evaluate NAFLD [14].
That said, some reports suggest that 25% of NAFLD patients and 19% of
Table 1
Ten takeaway messages: Obesity and nonalcoholic fatty liver disease.

1. Non-alcoholic fatty liver disease (NAFLD) includes a spectrum of fatty liver
diseases not due to alcohol intake (i.e., nonalcoholic fatty liver, nonalcoholic
steatohepatitis (NASH), advanced fibrosis, cirrhosis, and hepatocellular
carcinoma). NAFLD is the most common cause of chronic liver disease (>25%
of all adults) [2,3,11]. Over 1/2 to 2/3 of patients with NAFLD have obesity and
over ¾ of patients with NASH have obesity [12]. Among patients with NAFLD,
10–25% may have or develop NASH [3,13].

2. NAFLD is a risk factor for cardiovascular disease [3,8]. Development of NASH is
2–3 times higher in patients with obesity and/or type 2 diabetes mellitus [14].
The prevalence of NASH in patients with obesity is 30%, while the prevalence
of NASH in patients with type 2 diabetes mellitus ranges between 30% to over
50% [3,14].

3. Hepatosteatosis or fatty liver is defined as� 5% hepatic fat; NASH is the
presence of �5% hepatic fat with inflammation and hepatocyte injury with or
without fibrosis [15–17].

4. After a 20-year follow-up, the risk of cirrhosis with hepatosteatosis is 0–4%.
After a 9-year follow-up, the risk of cirrhosis with NASH may be 25% [18].

5. NASH is an important cause of end stage liver disease, hepatocellular
carcinoma, and is a leading indication for liver transplant (secondary to
hepatitis C) [3,14,19].

6. While some drugs are suggested to improve NASH, no drug has an approved
indication to treat NASH [8].

7. Simple screening for potential hepatosteatosis includes otherwise unexplained
elevation in alanine transaminase (ALT) [often accompanied by elevated
aspartate transaminase (AST)] especially in patients with obesity, type 2
diabetes mellitus [8], metabolic syndrome, or high triglyceride levels [3].

8. Among the safest and most reliable imaging tests for fatty liver include transient
elastography and magnetic resonance imaging proton density fat fraction (MRI-
PDFF) or MR spectroscopy (MRS) [20].

9. The adiposopathic consequence of obesity and use of some medications often
lead to NAFLD and may contribute to insulin resistance, type 2 diabetes
mellitus, and dyslipidemia (e.g., hypertriglyceridemia) [3]. Other NAFLD
etiologies include genetic predisposition, autoimmune processes, medications,
environmental exposure, and infectious diseases that can cause progressive
fatty liver disease in patients with obesity [21,22].

10. Management of NAFLD includes treatment of secondary causes, appropriate
nutrition and physical activity, potential administration of peroxisome
proliferator activated receptor gamma agonists or glucagon-like protein-1
receptors (i.e., the effects of metformin on NAFLD are inconclusive) [23–25],
and bariatric surgery [26].

Abbreviations: ALT¼ alanine transaminase; AST¼ aspartate transaminase; MRI-
PDFF¼magnetic resonance imaging proton density fat fraction; MRS¼magnetic
resonance spectroscopy; NAFLD¼ nonalcoholic fatty liver disease;
NASH¼ nonalcoholic steatohepatitis.
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NASH patients have normal AST blood levels [29].

1.3. NAFLD diagnosis: imaging tests

Liver biopsy is the definitive test for diagnosis of NAFLD and NASH.
Liver biopsies are currently required by the Food and Drug Administra-
tion as part of the development program for drugs approved to treat
NAFLD and NASH, with no drugs yet approved for these indications [24,
30,31]. The degree of liver steatosis can be graded based upon the his-
tologic percent of fat in hepatocytes:

� Grade 0: <5%
� Grade 1: 5–33%
� Grade 2: 33–66%
� Grade 3: >66%

Beyond liver biopsy, and within the scope of both clinical research
and clinical practice, NAFLD is often diagnosed by non-invasive hepatic
imaging. Particularly in patients with obesity, hyperglycemia, and
elevated ALT levels, imaging studies that may be useful to assess liver fat
include:

� Liver ultrasound is non-invasive and readily available. However, he-
patic ultrasound is not sensitive and may miss NAFLD with liver fat
content <20% [23,27,32]. Ultrasound has an 80% sensitivity and
86% specificity for detecting moderate to severe hepatic steatosis [3].

� Vibration-controlled transient elastography (VCTE or Fibroscan®) is
an ultrasound technique that can measure (a) Controlled Attenuation
Parameter (CAP), which is a measure of hepatic steatosis [27] and (b)
measure shear wave responses that assess liver stiffness, which infers
hepatic fibrosis, inflammation, or congestion [23,33,34]. VCTE ma-
chines are portable, noninvasive, and are performed without radia-
tion. However, clinical availably may be limited because the VCTE
machine is solely used to evaluate the liver (as opposed to multi-
purpose MRI scans), and because even when sold used or refurbished,
VCTE machines can be cost prohibitive for many providers. VCTE
reports often include 2 assessments:

� Controlled Attenuation Parameter (CAP) is an assessment of fat in the
liver, ranging from S0 to S3: [3,35].
� S0: 0–10% hepatic fat (represents a low CAP score with minimal to
no fat in the liver)

� S1: 11%–33% hepatic fat
� S2: 34%–66% hepatic fat
� S3: �67% hepatic fat (represents a high CAP score representing
severely elevated fat in the liver)

� Fibrosis Score measures hepatic connective tissue that accumulates
due to healing from tissue insults such as injury or inflammation.
Fibrosis scores vary, depending on the type of liver injury and
severity. Fibrosis score may over-estimate fibrosis if the liver has
active inflammation, benign tumors, or liver congestion.
� F0 – F1: Minimal fibrosis and low liver stiffness
� F2: Significant fibrosis some liver stiffness
� F3: Severe fibrosis and liver stiffness
� F4: Cirrhosis

� Computed tomography (CT) is of limited use for NAFLD due to ra-
diation exposure and limited accuracy in detecting mild hepatic
steatosis [32].

� Magnetic resonance imaging-proton density fat fraction (MRI-PDFF)
can assess the entire liver, can be used with multiple MRI platforms
[27,36], and is a common hepatic imaging procedure performed in
NAFLD/NASH drug development programs. As noted, NAFLD
assessed by liver biopsy is commonly defined as the presence of �5%
hepatic steatosis. Conversely, depending on the intent and report, the
published and proposed inclusion criteria for fatty liver when
assessed byMRI PDFF (proton density fat fraction) may have different
proposed cut-off points defining fatty liver, ranging from �5.0%



Fig. 1. NAFLD Definitions. Shown are the definitions of NAFLD, nonalcoholic fatty liver, nonalcoholic steatohepatitis (NASH), and NASH cirrhosis [24]. NAFLD
encompasses the spectrum of fatty liver not related to alcohol consumption: fatty liver, hepatosteatitis, and cirrhosis.
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to� 12%) [37,38]. [Biomarker Qualification Letter. MRI-PDFF of
Liver Tissue as a Diagnostic Enrichment Biomarker htt
ps://www.fda.gov/media/124105/download#:~:text¼The%20perc
entage%20of%20fat%20in,is%20a%20fundamental%20tissue%
20property (Submitted 11/2/2018; accessed June 9, 2022)]

� MRI is superior to ultrasound and CT for distinguishing grades of
steatosis [3].

� Magnetic resonance spectroscopy (MRS)measures fat in small regions
of interest; not all MRI platforms have the capability to perform MRS
[32,36].

� Magnetic resonance elastography (MRE) accurately assesses liver
fibrosis [39], but is not as available as MRI-PDFF.
1.4. NAFLD diagnosis: hepatic fibrosis tools

Hepatic fibrosis tools available for the diagnosis of fatty liver in adults
include [23,33]:

� NAFLD activity score: histologic diagnosis based upon liver biopsy
findings, and involving liver steatosis, lobular inflammation, and liver
cell injury ballooning [14].

� Fibrosis-4 index/calculator: Is a non-invasive tool that does not
involve liver biopsy, and instead incorporates age, AST, ALT, and
platelet count [14,40] Fibrosis-4 index (FIB-4) and NAFLD Fibrosis
Score (NFS described below) are the two most common noninvasive
tools for risk stratification of fibrosis [41]. One meta-analysis suggests
that FIB-4 to be associated with a higher performance in ruling in and
NFS in ruling out advanced fibrosis [41].

� NAFLD Fibrosis score: Estimates fibrosis based upon patient age,
body mass index, glucose, AST, ALT, platelet count, and albumin
[14].

� Enhanced Liver Fibrosis score/test: Incorporates tissue inhibitor of
metalloproteinases-1, amino-terminal propeptide of type III pro-
collagen, and hyaluronic acid [14].

� Fibrometer: The version for NAFLD incorporates age, weight,
platelet count, AST, ALT, ferritin, and glucose [42].

� FibroSure (United States)/FibroTest (ex-US): Incorporates age, sex,
gamma-glutamyltransferase (GGT), total bilirubin, alpha-2-
3

macroglobulin, apolipoprotein A1, and haptoblobin, as well as ALT
when ActiTest is assessed [43].

� Hepascore: Incorporates age, sex, and the serum levels of total bili-
rubin, δ-glutamyl transferase, α2-Macroglobulin, and hyaluronic acid
[44,45].

1.5. NAFLD diagnosis: assessment

Patients with suspected NAFLD (e.g., those with prediabetes, type 2
diabetes mellitus, pre-obesity/obesity, increase in ALT or AST) may un-
dergo non-invasive screening using the scores previously mentioned,
with some preferring the Fibrosis-4 index/calculator [3,14]. Patients
found to be at intermediate risk may benefit from VCTE or other fibrosis
scores, such as the Enhanced Liver Fibrosis score/test. Patients found to
be at high risk or have other lab abnormalities (like elevated autoimmune
markers) may benefit from liver biopsy [14]. MRI PDFF and VCTE are
often obtained in clinical research trials (and sometimes in clinical
practice) to help with diagnosis and monitor the progress of treatment.

1.6. NAFLD cause: obesity and adiposopathy

Fatty liver disease most often occurs due to multiple insults in
genetically or epigenetically predisposed individuals [46,47]. Genetic
causality is supported by family history of NAFLD being a risk factor for
NAFLD, as well as identifiable allele variants associated with NAFLD [3].
The ectopic fat deposition in patients with congenital or acquired lip-
odystrophy is another cause of NAFLD [3]. Among the most common
exogenous cause of fatty liver is excessive alcohol consumption. Common
secondary disorders that contribute to, or that often accompany NAFLD
include: [3,21,23,33,48].

� Adiposopathy with obesity-related immunopathies, endo-
crinopathies, and the increased circulation of free fatty acids may
contribute to “ectopic” deposition of free fatty acids into the liver as
well as other body tissues such as muscles, pancreas, and kidneys
[49–51].

� Physical inactivity and unhealthful nutrition (e.g., high intake of
saturated fats and processed carbohydrates) [52] in genetically sus-
ceptible individuals [47,53].

https://www.fda.gov/media/124105/download#:%7e:text=The%20percentage%20of%20fat%20in,is%20a%20fundamental%20tissue%20property
https://www.fda.gov/media/124105/download#:%7e:text=The%20percentage%20of%20fat%20in,is%20a%20fundamental%20tissue%20property
https://www.fda.gov/media/124105/download#:%7e:text=The%20percentage%20of%20fat%20in,is%20a%20fundamental%20tissue%20property
https://www.fda.gov/media/124105/download#:%7e:text=The%20percentage%20of%20fat%20in,is%20a%20fundamental%20tissue%20property
https://www.fda.gov/media/124105/download#:%7e:text=The%20percentage%20of%20fat%20in,is%20a%20fundamental%20tissue%20property
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� Type 2 diabetes mellitus
� Insulin resistance
� Components of the metabolic syndrome:
✓ Abdominal obesity
✓ Hyperglycemia (especially uncontrolled diabetes mellitus)
✓ High blood pressure
✓ Dyslipidemia (especially hypertriglyceridemia)

� Increase in visceral fat
� Poor sleep& sleep apnea: obstructive sleep apnea (OSA) may increase
hepatic fat via promotion of insulin resistance, as well as due to
hypoxia, inflammation, endotoxemia, and gut barrier dysfunction.

� Hepatitis (Hepatitis C infection)
� Polycystic ovarian syndrome
� Cardiovascular disease
� Chronic kidney disease

1.7. NAFLD cause: concomitant medications

Concomitant medications may contribute to NAFLD and should be
reviewed when assessing potential causes of NAFLD. These medications
include [21,54]:

� Allopurinol (As long as allopurinol does not cause hepatic injury,
reducing elevated uric acid with allopurinol may reduce NAFLD
[54]).

� Alpha methyldopa
� Amiodarone
� Some antipsychotics
� Some antidepressants
� Aspirin with Reye syndrome
� Corticosteroids (systemic)
� Halothane
� Highly active antiretroviral therapy (HAART)
� Isoniazid
� Lomitapide
� Methotrexate
� Possibly nonsteroidal anti-inflammatory drugs: Data is reportedly
inconsistent [55].

� Tamoxifen
� Tetracycline
� Valproate

1.8. NAFLD cause: uncommon causes

The following are more uncommon causes of NAFLD [14,21].

� Autoimmune hepatitis
� Celiac disease
� Cholesterol ester storage disease
� Citrin deficiency
� Disorders of lipid metabolism (e.g., abetalipoproteinemia, hypo-
lipoproteinemia, familial combined hyperlipidemia)

� Environmental toxicity, including some industrial solvents
� Glycogen storage disease
� Hypothyroidism [56].
� Lipodystrophy
� Lysosomal acid lipase deficiency (Wolman disease)
� Mauriac syndrome
� Mitochondrial defects in fatty acid oxidation
� Peroxisome dysfunction
� Pregnancy (including HELLP – hemolysis, elevated liver enzymes, low
platelet count)

� Reye syndrome
� Starvation and malnutrition
� Surgical rapid weight loss (i.e., bariatric surgery)
� Total parenteral nutrition
4

� Weber-Christian syndrome
� Wilson's disease

One of the primary mechanisms whereby obesity can cause NAFLD is
through the adiposopathic increase in free fatty acids (Fig. 2). Increased
circulating free fatty acids can lead to hepatic fat deposition, ballooning
of hepatocytes, which in turn may lead to hepatocyte injury/death,
inflammation, and fibroblast recruitment with end result of fibrosis/
cirrhosis [15,16]. Hepatosteatosis or NAFL is fatty liver defined as �5%
hepatic fat; hepatosteatitis or NASH is fatty liver with inflammation,
hepatocyte injury, with or without fibrosis [10,15,16] (Fig. 1). During
positive caloric balance, impaired uptake of energy in “sick” peripheral
subcutaneous adipose tissue may lead to increased circulating free fatty
acids and “ectopic” and pathogenic deposition of free fatty acids into the
liver and other body tissues (e.g., muscle, pancreas, kidneys) [49,50].
Fig. 2 shows the relationships between free fatty acids and NAFLD. Fig. 3
shows the relationship of lipotoxicity to fatty liver and dyslipidemia.

1.9. NAFLD causes: high fructose corn syrup (versus natural fruit intake)

A fruit is a plant that contains seeds and fiber whose carbohydrate
content is often approximately 50% fructose and 50% glucose. Glucose is
a simple sugar monosaccharide found in animals and plants with a gly-
cemic index (GI) of 100. Fructose is also a monosaccharide with a gly-
cemic index of GI of 25. The GI of fruit reflect the mixed effect of glucose
and fructose, with many citrus fruits having a glycemic index (GI)< 50
[63]. As a frame of reference, table sugar or sucrose (i.e., disaccharide of
glucose and fructose derived from sugar cane or sugar beets) has a GI of
65 [64]. Epidemiological data suggest that sucrose and high fructose corn
syrup (HFCS), the two most common added sugars to foods and drinks,
are not only potentially obesogenic, but also associated with fatty liver,
dyslipidemia, insulin resistance, hyperuricemia, cardiovascular disease,
type 2 diabetes mellitus, often independent of body weight gain or total
energy intake [65].

HFCS is a sweetener originally processed from corn starch, with
starch being a chain of glucose molecules used as a plant storage form of
carbohydrates [66]. Corn starch is broken down into 100% glucose
syrup, with syrup being defined as a liquid containing dissolved sugar.
Enzymes are then added to convert some of the glucose into fructose.
Fructose taste sweeter than sucrose, with both fructose and sucrose
tasting sweeter than glucose. The result is a syrup that is a processed
sweetener additive containing higher concentrations of fructose than
found in the pure glucose found in corn syrup. Hence the name “high
fructose corn syrup.”

Most HFCS is approximately 50% fructose and 50% glucose with a GI
of ~70 [67]. Sucrose (table sugar) is solid and contains covalently bound
50% glucose and 50% fructose with a GI of 65 [67]. While unclear if
HFCS and fruit juices (consumed as juice, and not in whole fruit) have the
same metabolic consequences, the free sugars content are similar, as are
their respective GI [68]. Regarding differences between HFCS and su-
crose, HFCS is a liquid originally derived from corn starch, and sucrose is
a solid derived from sugar cane and sugar beets. Excessive intake of HFCS
and other refined sugars can contribute to obesity, fatty liver disease,
hypertriglyceridemia, and diabetes mellitus [67,69,70]. It is challenging
to determine the relative pathogenic contributions of the fructose versus
glucose components of HFCS when compared to high intakes of other
sugars. However, fructose is a potent inducer of lipogenic enzyme
expression with the enhanced fatty acid synthesis resulting in increased
hepatic diacylglycerols thought to directly interfere with insulin
signaling. Fructose may also drive hepatic gluconeogenesis [71].

In contrast to HFCS (i.e., a processed carbohydrate sweetener), nat-
ural whole fruit may not be obesogenic [72]. Natural whole fruits with
fiber and fructose are more healthful than processed HFCS having no
fiber. The clinical consequence regarding the liver is that the HFCS found
in candy, processed sweets, soda, fruit juices, and other processed foods
is an important cause of NAFLD. HFCS typically has a higher



Fig. 2. Free fatty acids and NAFLD. An adiposopathic increase in free fatty acids can lead to liver fatty infiltration, which in turn may lead to hepatocyte injury/
death, inflammation, and fibrosis/cirrhosis [18,57–61].
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concentration of sugar than most fruit and elicits more rapid intestinal
absorption and transport to the liver. Animal studies suggest among the
most deleterious macronutrient consumption causing NAFLD is the
intake of both saturated fats and liquid fructose [73]. In short, HFCS is a
common component of processed carbohydrates, which may be obeso-
genic and contribute to NAFLD, particularly when accompanied by
increased saturated fat intake. Although they contain fructose, con-
sumption of unprocessed natural whole fruit (not fruit juices) is unlikely
to be obesogenic and is not thought to substantially contribute to NAFLD
[74].

An overall theme is the least healthful macronutrient dietary intake
that is most likely to promote NAFLD among patients with obesity in-
cludes: [75].

� Sugared drinks (sodas)
� Fruit juices
� Red meat
� Processed meat
� Saturated fats
� Energy dense processed “junk food,” cakes, and biscuits

Dietary intake least likely to promote NAFLD among patients at a
healthy body weight includes:

� Whole grains
5

� Lean meats
� Plant based sources of protein, fruits and vegetables [76].
� Healthful dietary patterns, such as theMediterranean diet and Dietary
Approaches to Stop Hypertension (DASH) diet [77,78].

1.10. NAFLD treatment: overview and objectives

Treatments for NAFLD are centered around nutrition, physical ac-
tivity, and medications. Generally, excessive alcohol intake [e.g., >2
drinks daily (24 oz beer, 8 oz wine, or 2 oz spirits)] is associated with
increased risk of alcohol-associated liver disease and cirrhosis.
Conversely, moderate ethanol intake (i.e., 1–2 drinks daily) may reduce
the risk of NASH and CVD. In patients with established NASH, however,
all alcohol consumption should be avoided [3].

Regarding treatment of NAFLD and NASH, the objectives should
include: [3].

� Preservation of liver function
� Preventing progression to end-stage liver disease
� Preventing hepatocellular carcinoma
� Preventing metabolic complications (e.g., diabetes mellitus, dyslipi-
demia, metabolic syndrome), which are cardiovascular disease risk
factors



Fig. 3. Lipotoxicity and Dyslipidemia. Shown are the relationships between the adiposopathic metabolic consequences of obesity, resulting in fatty liver, lip-
otoxicity, and dyslipidemia [49–51,62].
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1.11. NAFLD treatment: nutrition

For patients with NAFLD, medical nutrition therapy includes an
evidenced-based meal plan that helps achieve a healthy body weight,
limits saturated and trans fats and ultra-processed/refined carbohydrates
[79]. Potential options include the Mediterranean diet with moderate of
lean protein (plant or animal based) or other processed carbohy-
drate/saturated fat restricted nutritional interventions [3,6,77,78].
Among patients with overweight or obesity, weight loss of 3–5% may
improve hepatic steatosis with weight loss of 7–10% usually needed to
improve histopathological features of NASH (e.g., fibrosis) [22–24].

1.12. NAFLD treatment: Dynamic (“aerobic”) and resistance physical
activity

Dynamic (aerobic) and resistance-based physical activity help pa-
tients achieve and maintain a healthy body weight. Physical activity also
increases peripheral insulin sensitivity and reduces circulating free fatty
acids and glucose, which reduces their delivery to the liver [80,81].
Lastly, physical activity increases intrahepatic fatty acid oxidation, de-
creases fatty acid synthesis, and helps prevent mitochondrial and hepa-
tocellular damage [23,80], which may have therapeutic benefits in
treating NAFLD, with favorable effects that may be independent of
weight loss [3].

1.13. NAFLD treatment: weight reduction in patients with pre-obesity/
obesity

Among patients with pre-obesity/obesity, weight reduction of �10%
6

achieved by healthful nutrition (i.e., Mediterranean diet versus low fat
diet) and enhanced energy expenditure (i.e., routine physical activity)
can potentially improve NAFLD and NASH over a relatively short period
of time [3].

1.14. NAFLD treatment: medications

No pharmacotherapy has an approved indication to treat NAFLD [8].
Despite intuitive expectations, medications such as metformin and
dipeptidyl peptidase IV inhibitors have not been proven to reduce liver
fat or treat NASH [14]. Among pharmacotherapy that may help treat
NAFLD and its complications include:

� Vitamin E 800 IU may provide biochemical and histological
improvement in fatty liver in some adult patients with NASH without
diabetes mellitus and without cirrhosis [3,8,82]. However long-term
use may increase rates of prostate cancer [83].

� Peroxisome proliferator activated receptor gamma agonists (i.e.,
pioglitazone) may reduce liver fat and improve NASH [14,23,24],
even as body weight/fat may be increased [3].

� Glucagon-like protein–1 receptor agonists may reduce liver fat and
improve NASH [14,23,24]. Some evidence suggests liraglutide may
improve NAFLD [3]. In a study of 320 patients with biopsy-confirmed
NASH and liver fibrosis, treatment with semaglutide resulted in
greater improvement in NASH resolution than placebo but did not
demonstrate a difference in the percent of patients with an
improvement in fibrosis stage [84].

� Leptin therapy in patients with lipodystrophy may improve NAFLD
[3].
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1.15. NAFLD treatment: bariatric surgery

Bariatric surgery may not only improve type 2 diabetes mellitus,
dyslipidemia, and hypertension, and reduce cardiovascular morbidity
and/or mortality [85], but it may improve liver histology including
fibrosis secondary to NASH [26].

2. Conclusions

This OMA CPS on nonalcoholic fatty liver disease and obesity is one of
a series of OMA Clinical Practice Statements designed to assist clinicians
in the care of patients with the disease of obesity. Knowledge of the
relationship between obesity and nonalcoholic fatty liver disease, in-
clusive of diagnosis and treatment, may help improve the care of patients
with pre-obesity/obesity, particularly those patients with adverse fat
mass and adiposopathic metabolic consequences.

Transparency [86]

This manuscript was largely derived and edited from the 2021
Obesity Medicine Association (OMA) Obesity Algorithm. Beginning in
2013, OMA created and maintained an online Adult “Obesity Algorithm”

(i.e., educational slides and eBook) that underwent yearly updates by
OMA authors and was reviewed and approved annually by the OMA
Board of Trustees. This was followed by a similar Pediatric “Obesity Al-
gorithm,” with updates approximately every two years by OMA authors.
Authors of prior years’ version of the Obesity Algorithm are included in
Supplement #1.

Group composition

Over the years, the authors of the OMA Obesity Algorithm have
represented a diverse range of clinicians, allied health professionals,
clinical researchers, and academicians. (Supplement #1) The authors
reflect a multidisciplinary and balanced group of experts in obesity sci-
ence, patient evaluation, and clinical treatment.
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The content of the OMA Obesity Algorithm and this manuscript is
supported by citations, which are listed in the References section.

Ethics review

This OMA Clinical Practice Statement manuscript was peer-reviewed
and approved by the OMA Board of Trustee members prior to publica-
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Conclusions and recommendations

This Clinical Practice Statement is intended to be an educational tool
that incorporates the current medical science and the clinical experiences
of obesity specialists. The intent is to better facilitate and improve the
clinical care and management of patients with pre-obesity and obesity.
This Clinical Practice Statement should not be interpreted as “rules” and/
or directives regarding the medical care of an individual patient. The
decision regarding the optimal care of the patient with pre-obesity and
obesity is best reliant upon a patient-centered approach, managed by the
clinician tasked with directing an individual treatment plan that is in the
best interest of the individual patient.

Updating

It is anticipated that sections of this Clinical Practice Statement may
require future updates. The timing of such an update will depend on
decisions made by Obesity Pillars Editorial team, with input from the
OMA members and OMA Board of Trustees.

Disclaimer and limitations

Both the OMA Obesity Algorithms and this Clinical Practice State-
ment were developed to assist health care professionals in providing care
for patients with pre-obesity and obesity based upon the best available
evidence. In areas regarding inconclusive or insufficient scientific evi-
dence, the authors used their professional judgment. This Clinical Prac-
tice Statement is intended to represent the state of obesity medicine at
the time of publication. Thus, this Clinical Practice Statement is not a
substitute for maintaining awareness of emerging new science. Finally,
decisions by practitioners to apply the principles in this Clinical Practice
Statement are best made by considering local resources, individual pa-
tient circumstances, patient agreement, and knowledge of federal, state,
and local laws and guidance.

Acknowledgements and funding

Medical writing support (funded by the Obesity Medicine Associa-
tion) was provided by Savannah Logan, who helped implement author
revisions while adhering to Good Publication Practice (GPP3) guidelines
and International Committee of Medical Journal Editors (ICMJE) rec-
ommendations. Otherwise, this manuscript received no funding.

Appendix A. Supplementary data

Supplementary data to this article can be found online at https
://doi.org/10.1016/j.obpill.2022.100027.

References

[1] Bays HE, McCarthy W, Burridge K, Tondt J, Karjoo S, Christensen S, Ng J, Golden A,
Davisson L, Richardson L. Obesity Algorithm eBook, presented by the obesity
medicine association. www.obesityalgorithm.org. 2021, https://obesitymedicine
.org/obesity-algorithm/.

https://doi.org/10.1016/j.obpill.2022.100027
https://doi.org/10.1016/j.obpill.2022.100027
https://obesitymedicine.org/obesity-algorithm/
https://obesitymedicine.org/obesity-algorithm/


S. Karjoo et al. Obesity Pillars 3 (2022) 100027
[2] Bellentani S, Scaglioni F, Marino M, Bedogni G. Epidemiology of non-alcoholic fatty
liver disease. Dig Dis 2010;28:155–61.

[3] Duell PB, Welty FK, Miller M, Chait A, Hammond G, Ahmad Z, et al. Nonalcoholic
fatty liver disease and cardiovascular risk: a scientific statement from the American
heart association. Arterioscler Thromb Vasc Biol 2022;42:e168–85.

[4] Rich NE, Noureddin M, Kanwal F, Singal AG. Racial and ethnic disparities in non-
alcoholic fatty liver disease in the USA. Lancet Gastroenterol Hepatol 2021;6:422–4.

[5] Li J, Zou B, Yeo YH, Feng Y, Xie X, Lee DH, et al. Prevalence, incidence, and
outcome of non-alcoholic fatty liver disease in Asia, 1999-2019: a systematic review
and meta-analysis. Lancet Gastroenterol Hepatol 2019;4:389–98.

[6] Bays HE, Ng J, Sicat J, Look M. Obesity pillars roundtable: obesity and East Asians.
Obes. Pillars 2022;2:100011.

[7] Bays HE, Shrestha A, Niranjan V, Khanna M, Kambhamettu L. Obesity pillars
roundtable: obesity and South Asians. Obes. Pillars 2022;1:100006.

[8] Barb D, Portillo-Sanchez P, Cusi K. Pharmacological management of nonalcoholic
fatty liver disease. Metabol Clin Exp 2016;65:1183–95.

[9] Eslam M, Sanyal AJ, George J, International Consensus P. MAFLD: a consensus-
driven proposed nomenclature for metabolic associated fatty liver disease.
Gastroenterology 2020;158:1999–2014 e1.

[10] Fouad Y, Waked I, Bollipo S, Gomaa A, Ajlouni Y, Attia D. What's in a name?
Renaming 'NAFLD' to 'MAFLD. Liver Int 2020;40:1254–61.

[11] Rinella ME. Nonalcoholic fatty liver disease: a systematic review. JAMA, J Am Med
Assoc 2015;313:2263–73.

[12] Godoy-Matos AF, Silva Júnior WS, Valerio CM. NAFLD as a continuum: from obesity
to metabolic syndrome and diabetes. Diabetol Metab Syndrome 2020;12:60.

[13] Perumpail BJ, Khan MA, Yoo ER, Cholankeril G, Kim D, Ahmed A. Clinical
epidemiology and disease burden of nonalcoholic fatty liver disease. World J
Gastroenterol : WJG 2017;23:8263–76.

[14] Cusi K, Isaacs S, Barb D, Basu R, Caprio S, Garvey WT, et al. American association of
clinical endocrinology clinical practice guideline for the diagnosis and management
of nonalcoholic fatty liver disease in primary care and endocrinology clinical
settings: Co-sponsored by the American association for the study of liver diseases
(AASLD). Endocr Pract : Off J Am Coll Endocrinol Am Assoc Clin Endocrinologists
2022;28:528–62.

[15] Antunes C, Azadfard M, Hoilat GJ, Gupta M. Fatty liver. StatPearls. Treasure Island
(FL; 2022.

[16] Nassir F, Rector RS, Hammoud GM, Ibdah JA. Pathogenesis and prevention of
hepatic steatosis. Gastroenterol Hepatol 2015;11:167–75.

[17] Sharma B, John S. Nonalcoholic steatohepatitis (NASH). StatPearls. Treasure. 2022.
Island (FL).

[18] Calzadilla Bertot L, Adams LA. The natural course of non-alcoholic fatty liver
disease. Int J Mol Sci 2016;17.

[19] Pais R, Barritt ASt, Calmus Y, Scatton O, Runge T, Lebray P, et al. NAFLD and liver
transplantation: current burden and expected challenges. J Hepatol 2016;65:
1245–57.

[20] Caussy C, Reeder SB, Sirlin CB, Loomba R. Noninvasive, quantitative assessment of
liver fat by MRI-PDFF as an endpoint in NASH trials. Hepatology 2018;68:763–72.

[21] Kneeman JM, Misdraji J, Corey KE. Secondary causes of nonalcoholic fatty liver
disease. Therap. Adv. Gastroenterol. 2012;5:199–207.

[22] Vos MB, Abrams SH, Barlow SE, Caprio S, Daniels SR, Kohli R, et al. NASPGHAN
clinical practice guideline for the diagnosis and treatment of nonalcoholic fatty liver
disease in children: recommendations from the expert committee on NAFLD
(ECON) and the north American society of pediatric gastroenterology, hepatology
and nutrition (NASPGHAN). J Pediatr Gastroenterol Nutr 2017;64:319–34.

[23] Leoni S, Tovoli F, Napoli L, Serio I, Ferri S, Bolondi L. Current guidelines for the
management of non-alcoholic fatty liver disease: a systematic review with
comparative analysis. World J Gastroenterol : WJG 2018;24:3361–73.

[24] Chalasani N, Younossi Z, Lavine JE, Charlton M, Cusi K, Rinella M, et al. The
diagnosis and management of nonalcoholic fatty liver disease: practice guidance
from the American Association for the Study of Liver Diseases. Hepatology 2018;67:
328–57.

[25] Cholankeril R, Patel V, Perumpail BJ, Yoo ER, Iqbal U, Sallam S, et al. Anti-diabetic
medications for the pharmacologic management of NAFLD. Diseases 2018;6:93.

[26] Chauhan M, Singh K, Thuluvath PJ. Bariatric surgery in NAFLD. Dig Dis Sci 2022;
67:408–22.

[27] Pandyarajan V, Gish RG, Alkhouri N, Noureddin M. Screening for nonalcoholic fatty
liver disease in the primary care clinic. Gastroenterol Hepatol 2019;15:357–65.

[28] Nyblom H, Berggren U, Balldin J, Olsson R. High AST/ALT ratio may indicate
advanced alcoholic liver disease rather than heavy drinking. Alcohol Alcohol 2004;
39:336–9.

[29] Ma X, Liu S, Zhang J, Dong M, Wang Y, Wang M, et al. Proportion of NAFLD
patients with normal ALT value in overall NAFLD patients: a systematic review and
meta-analysis. BMC Gastroenterol 2020;20:10.

[30] Rau M, Geier A. An update on drug development for the treatment of nonalcoholic
fatty liver disease – from ongoing clinical trials to future therapy. Expet Rev Clin
Pharmacol 2021;14:333–40.

[31] Jia S, Zhao Y, Liu J, Guo X, Chen M, Zhou S, et al. Magnetic resonance imaging-
proton density fat fraction vs. Transient elastography-controlled attenuation
parameter in diagnosing non-alcoholic fatty liver disease in children and
adolescents: a meta-analysis of diagnostic accuracy. Front. Pediatr. 2022;9.

[32] Lee DH. Imaging evaluation of non-alcoholic fatty liver disease: focused on
quantification. Clin Mol Hepatol 2017;23:290–301.

[33] de Alwis NM, Anstee QM, Day CP. How to diagnose nonalcoholic fatty liver disease.
Dig Dis 2016;34(Suppl 1):19–26.

[34] Bays HE, Khera A, Blaha MJ, Budoff MJ, Toth PP. Ten things to know about ten
imaging studies: A preventive cardiology perspective (”ASPC top ten imaging“).
8

Am. J.Prev. Cardiol. 2021 Mar 27;6:100176. https://doi.org/10.1016/j.ajpc.20
21.100176. PMID: 34327499; PMCID: PMC8315431.

[35] Sansom SE, Martin J, Adeyemi O, Burke K, Winston C, Markham S, et al. Steatosis
rates by liver biopsy and transient elastography with controlled attenuation
parameter in clinical experience of hepatitis C virus (HCV) and human
immunodeficiency virus/HCV coinfection in a large US hepatitis clinic. Open Forum
Infect Dis 2019;6:ofz099.

[36] Idilman IS, Keskin O, Celik A, Savas B, Elhan AH, Idilman R, et al. A comparison of
liver fat content as determined by magnetic resonance imaging-proton density fat
fraction and MRS versus liver histology in non-alcoholic fatty liver disease. Acta
Radiol 2016;57:271–8.

[37] Tang A, Desai A, Hamilton G, Wolfson T, Gamst A, Lam J, et al. Accuracy of MR
imaging–estimated proton density fat fraction for classification of dichotomized
histologic steatosis grades in nonalcoholic fatty liver disease. Radiology 2015;274:
416–25.

[38] Kim M, Kang B-K, Jun DW. Comparison of conventional sonographic signs and
magnetic resonance imaging proton density fat fraction for assessment of hepatic
steatosis. Sci Rep 2018;8:7759.

[39] Selvaraj EA, Mozes FE, Jayaswal ANA, Zafarmand MH, Vali Y, Lee JA, et al.
Diagnostic accuracy of elastography and magnetic resonance imaging in patients
with NAFLD: a systematic review and meta-analysis. J Hepatol 2021;75:770–85.

[40] Vieira Barbosa J, Milligan S, Frick A, Broestl J, Younossi Z, Afdhal NH, et al.
Fibrosis-4 index as an independent predictor of mortality and liver-related
outcomes in NAFLD. Hepatol Commun 2022;6:765–79.

[41] Castellana M, Donghia R, Guerra V, Procino F, Castellana F, Zupo R, et al. Fibrosis-4
index vs nonalcoholic fatty liver disease fibrosis score in identifying advanced
fibrosis in subjects with nonalcoholic fatty liver disease: a meta-analysis. Am J
Gastroenterol 2021;116:1833–41.

[42] Aykut UE, Akyuz U, Yesil A, Eren F, Gerin F, Ergelen R, et al. A comparison of
FibroMeter™ NAFLD Score, NAFLD fibrosis score, and transient elastography as
noninvasive diagnostic tools for hepatic fibrosis in patients with biopsy-proven non-
alcoholic fatty liver disease. Scand J Gastroenterol 2014;49:1343–8.

[43] Vali Y, Lee J, Boursier J, Spijker R, Verheij J, Brosnan MJ, et al. FibroTest for
evaluating fibrosis in non-alcoholic fatty liver disease patients: a systematic review
and meta-analysis. J Clin Med 2021;10:2415.

[44] Huang Y, Adams LA, Joseph J, Bulsara MK, Jeffrey GP. The ability of Hepascore to
predict liver fibrosis in chronic liver disease: a meta-analysis. Liver Int 2017;37:
121–31.

[45] Kalantari H, Hoseini H, Babak A, Yaran M. Validation of hepascore as a predictor of
liver fibrosis in patients with chronic hepatitis C infection. Hepat Res Treat 2011;
2011:972759.

[46] Buzzetti E, Pinzani M, Tsochatzis EA. The multiple-hit pathogenesis of non-
alcoholic fatty liver disease (NAFLD). Metabol Clin Exp 2016;65:1038–48.

[47] Eslam M, Valenti L, Romeo S. Genetics and epigenetics of NAFLD and NASH:
clinical impact. J Hepatol 2018;68:268–79.

[48] Jang HR, Kang D, Sinn DH, Gu S, Cho SJ, Lee JE, et al. Nonalcoholic fatty liver
disease accelerates kidney functiondecline in patients with chronic kidney disease:
a cohort study. Sci Rep 2018;8:4718.

[49] Bays HE, Jones PH, Jacobson TA, Cohen DE, Orringer CE, Kothari S, et al. Lipids
and bariatric procedures part 1 of 2: scientific statement from the national lipid
association, American society for metabolic and bariatric surgery, and obesity
medicine association: full report. J Clin Lipidol 2016;10:33–57.

[50] Bays H, Kothari SN, Azagury DE, Morton JM, Nguyen NT, Jones PH, et al. Lipids
and bariatric procedures Part 2 of 2: scientific statement from the American society
for metabolic and bariatric surgery (ASMBS), the national lipid association (NLA),
and obesity medicine association (OMA). Surg Obes Relat Dis : Off J Am Soc Bariatr
Surg 2016;12:468–95.

[51] Bays HE, Toth PP, Kris-Etherton PM, Abate N, Aronne LJ, Brown WV, et al. Obesity,
adiposity, and dyslipidemia: a consensus statement from the National Lipid
Association. J Clin Lipidol 2013;7:304–83.

[52] Byrne CD, Targher G. NAFLD: a multisystem disease. J Hepatol 2015;62:S47–64.
[53] Romero-G�omez M, Zelber-Sagi S, Trenell M. Treatment of NAFLD with diet,

physical activity and exercise. J Hepatol 2017;67:829–46.
[54] Paschos P, Athyros VG, Tsimperidis A, Katsoula A, Grammatikos N, Giouleme O.

Can serum uric acid lowering therapy contribute to the prevention or treatment of
nonalcoholic fatty liver disease? Curr Vasc Pharmacol 2018;16:269–75.

[55] Nair S. Nonalcoholic Fatty liver disease from the perspective of an internist.
Ochsner J 2002;4:92–7.

[56] Tanase DM, Gosav EM, Neculae E, Costea CF, Ciocoiu M, Hurjui LL, et al.
Hypothyroidism-induced nonalcoholic fatty liver disease (HIN): mechanisms and
emerging therapeutic options. Int J Mol Sci 2020;21:5927.

[57] Choo VL, Viguiliouk E, Blanco Mejia S, Cozma AI, Khan TA, Ha V, et al. Food
sources of fructose-containing sugars and glycaemic control: systematic review and
meta-analysis of controlled intervention studies. BMJ 2018;363:k4644.

[58] Jung UJ, Choi MS. Obesity and its metabolic complications: the role of adipokines
and the relationship between obesity, inflammation, insulin resistance,
dyslipidemia and nonalcoholic fatty liver disease. Int J Mol Sci 2014;15:6184–223.

[59] Kanda H, Tateya S, Tamori Y, Kotani K, Hiasa K, Kitazawa R, et al. MCP-1
contributes to macrophage infiltration into adipose tissue, insulin resistance, and
hepatic steatosis in obesity. J Clin Invest 2006;116:1494–505.

[60] Duwaerts CC, Maher JJ. Mechanisms of liver injury in non-alcoholic steatohepatitis.
Curr Hepat Rep 2014;13:119–29.

[61] Saponaro C, Gaggini M, Carli F, Gastaldelli A. The subtle balance between lipolysis
and lipogenesis: a critical point in metabolic homeostasis. Nutrients 2015;7:
9453–74.

http://refhub.elsevier.com/S2667-3681(22)00018-3/sref2
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref2
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref2
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref3
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref3
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref3
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref3
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref4
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref4
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref4
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref5
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref5
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref5
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref5
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref6
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref6
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref7
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref7
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref8
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref8
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref8
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref9
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref9
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref9
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref9
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref10
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref10
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref10
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref11
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref11
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref11
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref12
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref12
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref13
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref13
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref13
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref13
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref14
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref14
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref14
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref14
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref14
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref14
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref14
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref15
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref15
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref16
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref16
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref16
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref17
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref17
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref18
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref18
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref19
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref19
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref19
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref19
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref20
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref20
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref20
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref21
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref21
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref21
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref22
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref22
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref22
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref22
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref22
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref22
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref23
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref23
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref23
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref23
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref24
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref24
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref24
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref24
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref24
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref25
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref25
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref26
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref26
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref26
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref27
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref27
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref27
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref28
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref28
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref28
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref28
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref29
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref29
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref29
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref30
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref30
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref30
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref30
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref30
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref31
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref31
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref31
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref31
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref32
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref32
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref32
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref33
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref33
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref33
https://doi.org/10.1016/j.ajpc.2021.100176
https://doi.org/10.1016/j.ajpc.2021.100176
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref35
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref35
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref35
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref35
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref35
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref36
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref36
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref36
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref36
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref36
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref37
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref37
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref37
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref37
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref37
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref37
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref38
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref38
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref38
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref39
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref39
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref39
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref39
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref40
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref40
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref40
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref40
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref41
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref41
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref41
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref41
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref41
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref42
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref42
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref42
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref42
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref42
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref43
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref43
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref43
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref44
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref44
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref44
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref44
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref45
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref45
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref45
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref46
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref46
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref46
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref47
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref47
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref47
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref48
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref48
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref48
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref49
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref49
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref49
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref49
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref49
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref50
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref50
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref50
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref50
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref50
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref50
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref51
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref51
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref51
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref51
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref52
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref52
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref53
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref53
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref53
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref53
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref54
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref54
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref54
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref54
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref55
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref55
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref55
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref56
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref56
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref56
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref57
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref57
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref57
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref58
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref58
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref58
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref58
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref59
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref59
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref59
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref59
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref60
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref60
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref60
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref61
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref61
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref61
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref61


S. Karjoo et al. Obesity Pillars 3 (2022) 100027
[62] Bays H. Adiposopathy, "sick fat," Ockham's razor, and resolution of the obesity
paradox. Curr Atherosclerosis Rep 2014;16:409.

[63] Jenkins DJ, Srichaikul K, Kendall CW, Sievenpiper JL, Abdulnour S, Mirrahimi A,
et al. The relation of low glycaemic index fruit consumption to glycaemic control
and risk factors for coronary heart disease in type 2 diabetes. Diabetologia 2011;54:
271–9.

[64] Truswell AS. Glycaemic index of foods. Eur J Clin Nutr 1992;46(Suppl 2):S91–101.
[65] Stanhope KL. Sugar consumption, metabolic disease and obesity: the state of the

controversy. Crit Rev Clin Lab Sci 2016;53:52–67.
[66] Alexander L, Christensen SM, Richardson L, Ingersoll AB, Burridge K, Golden A,

et al. Nutrition and physical activity: an obesity medicine association (OMA)
clinical practice statement 2022. Obes. Pillars 2022:1.

[67] Jensen T, Abdelmalek MF, Sullivan S, Nadeau KJ, Green M, Roncal C, et al. Fructose
and sugar: a major mediator of non-alcoholic fatty liver disease. J Hepatol 2018;68:
1063–75.

[68] Pepin A, Stanhope KL, Imbeault P. Are fruit juices healthier than sugar-sweetened
beverages? Rev Nutr 2019;11.

[69] Mai BH, Yan LJ. The negative and detrimental effects of high fructose on the liver,
with special reference to metabolic disorders. Diabetes Metab Syndr Obes 2019;12:
821–6.

[70] Gallagher C, Keogh JB, Pedersen E, Clifton PM. Fructose acute effects on glucose,
insulin, and triglyceride after a solid meal compared with sucralose and sucrose in a
randomized crossover study. Am J Clin Nutr 2016;103:1453–7.

[71] Geidl-Flueck B, Gerber PA. Insights into the hexose liver metabolism-glucose versus
fructose. Nutrients 2017;9.

[72] Sharma SP, Chung HJ, Kim HJ, Hong ST. Paradoxical effects of fruit on obesity.
Nutrients 2016;8.

[73] Vel�azquez AM, Bentanachs R, Sala-Vila A, L�azaro I, Rodríguez-Morat�o J,
S�anchez RM, et al. ChREBP-driven DNL and PNPLA3 expression induced by liquid
fructose are essential in the production of fatty liver and hypertriglyceridemia in a
high-fat diet-fed rat model. Mol Nutr Food Res 2022;66:e2101115.

[74] Tajima R, Kimura T, Enomoto A, Saito A, Kobayashi S, Masuda K, et al. No
association between fruits or vegetables and non-alcoholic fatty liver disease in
middle-aged men and women. Nutrition 2019;61:119–24.
9

[75] Bern�a G, Romero-Gomez M. The role of nutrition in non-alcoholic fatty liver
disease: pathophysiology and management. Liver Int 2020;40:102–8.

[76] Mirmiran P, Amirhamidi Z, Ejtahed H-S, Bahadoran Z, Azizi F. Relationship
between diet and non-alcoholic fatty liver disease: a review article. Iran J Public
Health 2017;46:1007–17.

[77] Alexander L, Christensen SM, Richardson L, Ingersoll AB, Burridge K, Golden A,
et al. Nutrition and physical activity: an obesity medicine association (OMA)
clinical practice statement 2022. Obes. Pillars 2022;1:100005.

[78] Bays HE, Antoun J, Censani M, Bailony R, Alexander L. Obesity pillars roundtable:
obesity and individuals from the Mediterranean region and Middle East. Obes.
Pillars 2022;2:100013.

[79] Luukkonen PK, Sadevirta S, Zhou Y, Kayser B, Ali A, Ahonen L, et al. Saturated fat is
more metabolically harmful for the human liver than unsaturated fat or simple
sugars. Diabetes Care 2018;41:1732–9.

[80] van der Windt DJ, Sud V, Zhang H, Tsung A, Huang H. The effects of physical
exercise on fatty liver disease. Gene Expr 2018;18:89–101.

[81] Harrison SA, Neuschwander-Tetri BA. Nonalcoholic fatty liver disease and
nonalcoholic steatohepatitis. Clin Liver Dis 2004;8:861–79. ix.

[82] Amanullah I, Khan YH, Anwar I, Gulzar A, Mallhi TH, Raja AA. Effect of vitamin E
in non-alcoholic fatty liver disease: a systematic review and meta-analysis of
randomised controlled trials. Postgrad Med 2019;95:601–11.

[83] Brunner KT, Henneberg CJ, Wilechansky RM, Long MT. Nonalcoholic fatty liver
disease and obesity treatment. Curr Obes Rep 2019;8:220–8.

[84] 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;384:1113–24.

[85] Shetye B, Hamilton FR, Bays HE. Bariatric surgery, gastrointestinal hormones, and
the microbiome: an obesity medicine association (OMA) clinical practice statement
(CPS) 2022. Obes. Pillars 2022;2:100015.

[86] Graham R, Mancher M, Miller Wolman D, Greenfield S, Steinberg E. Clinical
practice guidelines we can trust. Washington (DC: National Academies Press; 2011.

http://refhub.elsevier.com/S2667-3681(22)00018-3/sref62
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref62
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref63
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref63
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref63
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref63
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref63
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref64
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref64
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref65
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref65
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref65
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref66
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref66
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref66
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref67
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref67
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref67
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref67
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref68
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref68
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref69
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref69
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref69
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref69
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref70
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref70
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref70
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref70
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref71
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref71
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref72
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref72
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref73
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref73
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref73
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref73
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref73
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref73
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref73
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref73
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref74
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref74
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref74
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref74
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref75
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref75
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref75
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref75
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref76
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref76
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref76
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref76
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref77
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref77
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref77
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref78
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref78
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref78
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref79
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref79
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref79
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref79
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref80
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref80
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref80
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref81
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref81
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref81
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref82
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref82
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref82
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref82
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref83
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref83
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref83
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref84
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref84
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref84
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref84
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref85
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref85
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref85
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref86
http://refhub.elsevier.com/S2667-3681(22)00018-3/sref86

	Nonalcoholic fatty liver disease and obesity: An Obesity Medicine Association (OMA) Clinical Practice Statement (CPS) 2022
	1. Introduction
	1.1. Obesity and nonalcoholic fatty liver disease (NAFLD)
	1.2. NAFLD diagnosis: simple blood screening tests
	1.3. NAFLD diagnosis: imaging tests
	1.4. NAFLD diagnosis: hepatic fibrosis tools
	1.5. NAFLD diagnosis: assessment
	1.6. NAFLD cause: obesity and adiposopathy
	1.7. NAFLD cause: concomitant medications
	1.8. NAFLD cause: uncommon causes
	1.9. NAFLD causes: high fructose corn syrup (versus natural fruit intake)
	1.10. NAFLD treatment: overview and objectives
	1.11. NAFLD treatment: nutrition
	1.12. NAFLD treatment: Dynamic (“aerobic”) and resistance physical activity
	1.13. NAFLD treatment: weight reduction in patients with pre-obesity/obesity
	1.14. NAFLD treatment: medications
	1.15. NAFLD treatment: bariatric surgery

	2. Conclusions
	Transparency [86]
	Group composition
	Author contributions
	Managing disclosures and dualities of interest
	Individual disclosures
	Evidence
	Ethics review
	Conclusions and recommendations
	Updating
	Disclaimer and limitations
	Acknowledgements and funding
	Appendix A. Supplementary data
	References


