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Abstract

This brief review focuses on two contentious issues within the field of non-alcoholic fatty liver disease (NAFLD); the first is 
the recent effort to redefine NAFLD as metabolic (dysfunction)-associated fatty liver disease (MAFLD). The modification of 
“NAFLD” to “MAFLD” is expected to highlight the role of metabolic factors in the disease aetiology, which is hoped to improve 
patient understanding of the disease, facilitate patient-physician communication and highlight the importance of public health 
interventions in prevention and management. The diagnostic criteria for MAFLD allow it to coexist with other forms of liver 
disease, which recognises that metabolic dysfunction contributes towards disease progression in other liver pathologies, such as 
alcoholic liver disease. However, there remain concerns that renaming NAFLD may be premature without fully considering the 
broader implications, from diagnostic criteria to trial endpoints; therefore, the new definition has not yet been accepted by major 
societies. Another contentious issue within the field is the gap in our understanding of how patients undergoing therapeutic inter-
ventions should be monitored to assess amelioration/attenuation or the worsening of their liver disease. Biomarker scoring systems 
(such as the ELF test and FIB-4 test) and imaging techniques (such as transient elastography [TE] and magnetic resonance 
imaging [MRI] techniques) are proven to be reasonably accurate, and comparable with histology, in the diagnosis of NAFLD and 
evaluation of disease severity; however, their use in monitoring the response of disease to therapeutic interventions is not well 
established. Whilst biomarker scoring systems and TE are limited by poor diagnostic accuracy in detecting moderate fibrosis (e.g. 
F2 liver fibrosis defined by histology), more accurate MRI techniques are not practical for routine patient follow-up due to their 
expense and limited availability. More work is required to determine the most appropriate method by which therapeutic interven-
tions for NAFLD should be monitored in clinical practice. 
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Abbreviations
ALT; alanine aminotransferase, CKD; chronic kidney disease, 
CVD; cardiovascular disease, ELF; enhanced liver fibrosis,  
ELPA; European Liver Patient’s Association, GCKR; glucoki-
nase regulatory protein, GLP-1; glucagon-like peptide-1, GIP; 
glucose-dependent insulinotropic peptide, HSD17B13; hydroxys-
teroid 17-beta dehydrogenase 13, NAFLD; non-alcoholic fatty 
liver disease, NAS; non-alcoholic fatty liver disease activ-
ity score, NASH; non-alcoholic steatohepatitis, NM-NAFLD;  
non-metabolic-non-alcoholic fatty liver disease, MBOAT7; 
membrane-bound O-acyltransferase domain containing 7, 
MAFLD; metabolic (dysfunction)-associated fatty liver disease, 
MRE: magnetic resonance elastography, MRI; magnetic reso-
nance imaging, MRI-PDFF; MRI-proton density fat fraction, 
PNPLA3; patatin-like phospholipase domain-containing protein 
3, SGLT2; sodium-glucose cotransporter-2, TE; transient elas-
tography, TM6SF2; transmembrane 6 superfamily member 2,  
T2DM; type 2 diabetes mellitus.

Introduction
Non-alcoholic fatty liver disease (NAFLD) is the most common 
liver disease, affecting around one-quarter of the popula-
tion worldwide1. Despite the significant rising epidemic of 
NAFLD, limited pharmacological interventions are available for  
its treatment, and unlike other highly prevalent conditions, 
NAFLD has received little attention from the global public 
health community. That said, significant progress has been 
made in the development of biomarkers and imaging techniques  
to diagnose NAFLD and grade the severity of liver fibro-
sis. In this brief review, we have chosen to focus on two  
contentious issues in the field of NAFLD. The first contentious 
issue is the recent effort to redefine NAFLD, the impact that 
this may have on the population with the disease, its recogni-
tion amongst affected people and healthcare professionals, the  
potential to find new treatments, and interpretation of the effects 
of existing drugs and their efficacy in treating this fatty liver 
disease. The second focus of this review will highlight the cur-
rent gap in our understanding of how patients undergoing  
therapeutic interventions should be monitored to assess amel-
ioration/attenuation or the worsening of their liver disease. 
This is particularly relevant as several drugs are now used  
routinely in clinical practice to treat patients with type 2 diabetes  
mellitus (T2DM) that also have efficacy in treating liver  
disease in NAFLD. For these persons living with both T2DM 
and NAFLD, clear guidance is needed on the most appropriate  
method for monitoring liver disease responses to treatment.

1. A change in terminology from “NAFLD” to “MAFLD”
Previously, there has been criticism that the characterisation 
of NAFLD has led physicians to overemphasise alcohol use, 
and therefore underemphasise the importance of metabolic risk  
factors2–4. As a result, there is also debate over what should be 
considered the threshold for “significant” alcohol consump-
tion when diagnosing NAFLD5–7. There has been increased  
recognition of NAFLD as a heterogenous disorder, with differ-
ent metabolic and genetic factors involved in its pathogenesis 
and contributing to its progression and prognosis. It may be the  

heterogeneity and the imprecise definition of NAFLD that are 
in part responsible for the muted efficacy of many of the drugs 
in development for the treatment of this condition. In 2020,  
a group of international experts from the European Liver Patients’ 
Association (ELPA) reached a consensus that NAFLD does 
not reflect our current understanding of the disease and a more 
accurate term would be metabolic (dysfunction)-associated 
fatty liver disease (MAFLD)8. The modification of “NAFLD”  
to “MAFLD” is expected to highlight the role of metabolic  
factors in the disease aetiology, which is hoped to improve 
patient understanding of the disease, facilitate patient-physician  
communication and highlight the importance of public health  
interventions in prevention and management.

Unlike NAFLD, the diagnosis of MAFLD does not require the 
absence of other secondary causes of hepatic steatosis and is 
based only on positive diagnostic criteria (see Figure 1). The diag-
nosis of MAFLD is made by the presence of hepatic steatosis  
(detected by serum biomarker scores, imaging techniques or 
histology) and at least one of the following: (a) overweight/ 
obesity; (b) T2DM; or (c) metabolic dysregulation (requiring at 
least two of the metabolic abnormalities described in Figure 1)8.  
Diagnostic criteria for MAFLD emphasise the importance of 
metabolic dysfunction in contributing to hepatic steatosis, regard-
less of other potential aetiologies, and allows MAFLD to coex-
ist with other liver diseases. Furthermore, MAFLD criteria  
may identify the presence of metabolic dysfunction in those 
with “lean-NAFLD”, a disorder that previously may have 
caused diagnostic dilemmas. The ELPA also proposed that if 
patients with cirrhosis meet the specified criteria outlined in  
Figure 1, then they should be diagnosed with MAFLD-
related cirrhosis, and the term “cryptogenic cirrhosis” in these  
individuals should be avoided8.

MAFLD coexisting with other liver diseases is defined as 
dual aetiology fatty liver disease and is likely to be highly 
prevalent amongst all causes of liver disease, given the rising  
epidemic of metabolic dysfunction. For example, the preva-
lence of obesity and metabolic syndrome in alcoholic liver 
disease (ALD) is as high as 44.5% and 32.4%, respectively9.  
Allowing MAFLD to coexist with other forms of liver disease 
recognises that these pathologies often work synergistically to 
progress liver dysfunction. For example, a number of population- 
based prospective studies and patient cohort studies have  
provided evidence that obesity, T2DM and metabolic syndrome 
can exacerbate the progression of ALD and also increase  
hepatocellular carcinoma incidence and mortality8–10.

A further statement from the ELPA suggests that disease sever-
ity should be described by the grade of activity and the stage 
of fibrosis, in a manner similar to that done for other chronic  
liver diseases8. The dichotomous stratification of NAFLD into 
steatohepatitis and non-steatohepatitis may not capture the 
full spectrum of the disease course, particularly in response  
to pharmacological interventions. This shift in severity grad-
ing is hoped to help case identification and improve the way 
therapeutic interventions are monitored. However, as ongoing  
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clinical trials were designed to account for the current sever-
ity stratifications, abandoning the term “steatohepatitis” could  
lead to potential derailment of active research.

The impact of a change in both classification and diagnos-
tic criteria from “NAFLD” to “MAFLD”. A shift in diag-
nosis from “NAFLD” to “MAFLD” will change the popula-
tion with the disease. In two large cross-sectional studies of the  
general population, the prevalence of NAFLD and MAFLD 
were 37.1% and 39.1%, respectively, in the North American 
population, and 28% and 37.3%, respectfully, in the South 
Korean population11,12. The majority of subjects with MAFLD  
that did not meet the NAFLD criteria in these studies consumed 
significant alcohol or had viral hepatitis. A small proportion of 
patients with NAFLD will not meet the criteria for MAFLD 
and can be termed non-metabolic-NAFLD (NM-NAFLD).  
The proportion of NM-NAFLD varies among studies and may 
represent true population differences; in three separate stud-
ies, the proportion of individuals with NAFLD who were clas-
sified as NM-NAFLD were <1% in North America13, 6.3% in  
China14, and 15.3% in Japan15.

The difference between the severity of liver disease in NAFLD, 
MAFLD and NM-NAFLD is not clear. Huang et al. found a 
similar severity of liver fibrotic burden (based on biochemi-
cal markers) between 4,087 patients with MAFLD and 46 with  
NM-NAFLD13. Conversely, a Taiwanese study, using histo-
logical findings, showed that 42.8% of patients with MAFLD  
presented with advanced liver fibrosis, while none of the sub-
jects with NM-NAFLD did16. Yamaura et al. found that patients 
with MAFLD, but without NAFLD, had significantly higher fatty 
liver index scores, NAFLD fibrosis scores, and liver stiffness  
assessed by transient elastography (TE)15.

NAFLD is a multisystemic disease associated with an increased 
risk of T2DM, cardiovascular disease (CVD) and chronic 
kidney disease (CKD)17. Owing to the metabolic dysfunc-
tion required for the diagnosis of MAFLD, and the potential  
presence of coexistent pathologies, such as viral hepatitis and 
alcohol excess, it could be expected that the MAFLD popula-
tion, compared to the NAFLD population, would be burdened 
by more extrahepatic disease. Very few studies have explored 
the different prevalence of extrahepatic disease between  

Figure 1. Flow chart for the proposed diagnostic criteria for MAFLD and MAFLD-related cirrhosis. Adapted from 8.
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the NAFLD, MAFLD and NM-MAFLD populations, and  
current data are not conclusive. CVD is the most common cause 
of death in individuals with NAFLD, and several studies have 
shown the risk to be even higher in patients diagnosed with  
MAFLD12,18,19. Huang et al. found that MAFLD increased 
the risk for all-cause mortality by a greater magnitude than 
NAFLD; however, this association was not confirmed after 
adjusting for metabolic parameters20. A recent Chinese study 
found that MAFLD was associated with worse renal outcomes  
compared to NM-NAFLD14.

NM-NAFLD represents a distinct disease with a pathogenesis, 
prognosis and therapeutic strategy that are likely to be differ-
ent to that of MAFLD. The identification of individuals with  
NM-NAFLD will allow further research into the aetiology and  
most appropriate management of this disease, an area that is 
still very poorly understood. Several secondary factors have 
been implicated in the aetiology of NAFLD that may be  
particularly relevant in the pathogenesis of NM-NAFLD, such 
as high fructose intake, protein malnutrition, the gut microbi-
ome, steatogenic drugs and genetic predisposition21–23. The genes 
involved in the development of NAFLD, are related to the regu-
lation of lipid metabolism in the liver and include patatin-like 
phospholipase domain-containing protein 3 (PNPLA3), trans-
membrane 6 superfamily member 2 (TM6SF2), glucokinase  
regulatory protein (GCKR), membrane bound O-acyltransferase 
domain containing 7 (MBOAT7) and hydroxysteroid 17-beta 
dehydrogenase 13 (HSD17B13)24. Gene polymorphisms, 
changes in messenger RNA expression and variable splic-
ing of these genes influence liver disease severity and the risk 
of progression towards cirrhosis25. A number of genetic vari-
ants associated with NAFLD development have also been linked  
to a decreased risk of other metabolic disorders26 and as such 
may have some role in NM-NAFLD pathogenesis. For exam-
ple, the NAFLD susceptibility variant GCRK P446L is known 
to improve hepatic glucose metabolism and induce de novo  
lipogenesis, leading to elevated triglycerides in the liver but 
a decreased blood glucose level, therefore having a protec-
tive role in T2DM development24. Conversely, some NAFLD-
predisposing genetic variants are associated with an increased 
risk of metabolic dysfunction; for example, the NAFLD sus-
ceptibility variant TM6SF2 is associated with an increased  
risk of T2DM27.

The benefits of a change from “NAFLD” to “MAFLD”. 
A key driver for a change in terminology and definition of 
“NAFLD” to “MAFLD” is to reduce the perceived trivialisa-
tion of the disease. Several studies have reported that the major-
ity of patients with NAFLD are unaware that they have the 
disease, and that those who are aware tend to trivialise their 
condition, with most indicating they are not concerned by the  
diagnosis28–30. Patients have expressed unhappiness with the 
term NAFLD, mostly because it contains the word “alcohol.”31 
According to a recent survey of 191 professionals, 96% of phy-
sicians had a substantial lack of knowledge regarding the dif-
ferences between NAFLD and non-alcoholic steatohepatitis  
(NASH)32. Renaming the condition to “MAFLD” is hoped to 
increase awareness of the disease and emphasise the metabolic 

contribution, leading patients to recognise the importance of 
lifestyle changes in treating the condition. The new definition  
of MAFLD is expected to engage and establish better collabora-
tion with other healthcare groups involved in the care of patients 
with metabolic disease (such as T2DM, CVD and CKD)33.  
By focusing on the metabolic aspects, the acronym highlights 
that the disease is potentially preventable and emphasises the 
need for appropriate resource allocation and effective public 
health policy decisions, an area which, despite the significant  
human, social and economic burden of the disease, is felt 
to be lacking. The pharmaceutical industry may be affected 
by changing the terminology and definition of NAFLD to  
MAFLD, which could encourage shared funding with other 
metabolic illnesses and result in the implementation of efficient  
system-wide therapies.

The barriers to a change from “NAFLD” to “MAFLD”. There 
are concerns that renaming NAFLD may be premature with-
out fully considering the broader implications, from diagnos-
tic criteria to trial endpoints. According to several experts, the  
MAFLD definition does not adequately account for genetic 
steatosis, does not resolve many of the ambiguities present in 
the NAFLD classification, and does not improve patient risk  
stratification34. There is concern that as our understanding of 
the natural history, aetiology, and management of NAFLD  
continues to improve, we may find that the term “MAFLD” is 
not representative of the disease, and therefore some experts feel  
we should wait until we have a greater understanding of the 
disease before making any changes to the definition and  
terminology. Since this change has not been fully accepted by  
major societies, future studies are required to confirm the fea-
sibility of this novel terminology. We also consider that it is 
really important to reach a consensus on the MAFLD criteria 
and how reclassifying this fatty liver disease affects diagno-
sis, treatments, and extrahepatic complications of this fatty liver  
disease.

2. Methods of monitoring the response of NAFLD to 
therapeutic intervention
Although liver biopsy is considered the gold standard for assess-
ing disease activity and severity in NAFLD, its invasiveness, 
expense, unpredictability in sampling and interpretation, and 
all of these drawbacks prevent its widespread use in clini-
cal practice to screen for advanced fibrosis, track the course of 
the illness, and assess therapeutic response in patients with  
NAFLD35. Intense research has been done to find non- 
invasive, repeatable, and reliable methods to fulfil these unmet 
clinical demands and economically viable biomarkers and 
imaging techniques for diagnosing NAFLD and assessing dis-
ease severity. The majority of these biomarkers and imaging  
techniques are proven to be accurate, and comparable with 
histology, in the diagnosis of NAFLD and evaluation of  
disease severity; however, their use in monitoring the response 
of disease to therapeutic intervention is less well established.  
This is particularly relevant as several drugs, such as pioglita-
zone and glucagon-like peptide-1 (GLP-1) receptor agonists 
are already being used in individuals with NASH and coexistent  
T2DM without clear guidance on the most appropriate method 
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for monitoring liver disease in these patients36. pioglitazone 
and GLP-1 receptor agonists have been shown to improve his-
tological features of NASH (i.e., steatosis, ballooning, lobular  
inflammation) or achieve resolution of NASH without further 
deterioration of fibrosis and therefore are widely used in patients 
with NAFLD and coexistent T2DM36. New agents such as tirze-
patide, a dual GLP-1 and glucose-dependent insulinotropic 
peptide (GIP) receptor agonist, are showing potential promise  
for their ability to improve liver disease and, in our opinion, 
are likely to play a future role in the management of NAFLD. 
In a sub-study of the randomised phase 3 SURPASS-3 trial,  
tirzepatide significantly improved liver steatosis (assessed 
using MRI techniques) compared to insulin in individuals with 
NAFLD and coexistent T2DM37. Sodium-glucose cotransporter-2  
(SGLT2) inhibitors have been shown to reduce liver fat con-
tent (assessed using MRI techniques) but without convincing  
evidence of histological improvement in NAFLD and, there-
fore, may be a less favourable option for influencing liver  

disease in patients with NAFLD who have coexistent T2DM36.  
Table 1 summarises a selection of the available biomarker 
scoring systems and imaging techniques that have been pro-
posed as methods for monitoring the response to therapeutic  
interventions in patients with NAFLD.

The use of biomarkers for monitoring liver disease responses 
to therapeutic intervention. The Enhanced Liver Fibrosis 
(ELF) algorithm is a specialist biochemical test that has supe-
rior accuracy over other simple biochemical scoring systems38.  
The algorithm combines hyaluronic acid, the N-terminal propep-
tide of collagen type III, and tissue inhibitor of metalloprotei-
nase-1, three non-liver-specific serum markers of extracellular 
matrix remodelling and fibrogenesis and is being routinely used 
by both primary care and secondary care in some centres in  
the UK39. The ELF test has good diagnostic accuracy for detect-
ing advanced fibrosis (defined by F3 & F4 fibrosis on liver his-
tology) and is recommended by several governing bodies as the 

Table 1. Biochemical and imaging methods available for monitoring liver disease responses to therapeutic interventions in NAFLD. 
ALT; alanine aminotransferase, ELF; enhanced liver fibrosis, MRI; magnetic resonance imaging, MRI-PDFF; MRI-proton density fat fraction, 
MRE; magnetic resonance elastography, TE; transient elastography.

Investigation Evidence for its use in monitoring disease 
response to therapeutic intervention in 

NAFLD

Advantages Limitations

Biopsy Used in clinical trials as the gold standard 
to assess disease response to therapeutic 
intervention in NAFLD. 

•    Gold standard for 
diagnosis of hepatic 
steatosis, steatohepatitis, 
fibrosis and cirrhosis

•   False negatives 
•   Expensive 
•   Invasive
•    Not suitable for routine long-term 

monitoring in clinical practice

FIB-4 Score Both the FIB-4 score and ALT alone have 
been shown to correlate with histological 
changes in NAFLD in response to 
treatment40,41.

•   Widely available 
•    Accurate at predicting 

advanced fibrosis42

•    Intermediate score range has poor 
diagnostic performance

•    Inaccurate in those <35 years of 
age43

ELF test Correlates well with histological improvement 
in liver disease in some trials, including the 
LEAN trial (liraglutide)44. 
Performed poorly in assessing disease 
response to pioglitazone in the PIVENS trial45.

•   Widely available 
•    Accurate at predicting 

advanced fibrosis46

•    Intermediate score range has poor 
diagnostic performance47

TE (FibroScan) Correlates well with histological changes 
in liver disease in response to treatment in 
other diseases such as antiviral treatment in 
Hepatitis B48.

•   Widely available 
•    Validated thresholds for 

assessing different stages 
of fibrosis49

•    Controlled attenuation 
parameters offer a 
measure of steatosis

•    Accurate at predicting 
advanced fibrosis50

•    Potential inaccuracies due to 
obesity, significant hepatic 
steatosis, hepatic congestion, 
biliary obstruction, liver lesions51–55

MRI-PDFF The majority of studies have found that 
MRI-PDFF correlates well with histological 
changes in steatosis in NAFLD in response 
to treatment, however some have been 
conflicting40,56–58.

•    Superior diagnostic 
accuracy compared to 
ultrasound techniques for 
assessing liver steatosis59.

•   Less affected by obesity60 
•   Non-invasive

•   Not widely available 
•   Time consuming 
•   Expensive 
•    Reduced accuracy if fibrosis 

present or severe hepatic steatosis

MRE MRE correlates well with histological changes 
in NAFLD in response to treatment40.

•    Superior diagnostic 
accuracy compared to 
ultrasound techniques59

•   Less affected by obesity61 
•   Non-invasive

•   Not widely available 
•   Time consuming 
•   Expensive 
•    Affected by iron overload and acute 

inflammation61
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investigation of choice for ruling out advanced fibrosis38,46,62,63.  
However, the utility of the ELF test to monitor treatment 
response in NAFLD needs further validation, and what con-
stitutes a clinically meaningful response remains controver-
sial. A limitation of the ELF test, which may restrict its use in 
monitoring the response of NAFLD to treatment, relates to its  
performance in detecting less severe liver fibrosis. Although 
the ELF test has been validated above a certain threshold to 
have high diagnostic accuracy at ruling out advanced fibrosis46, 
its performance at lower thresholds to detect moderate fibrosis  
(e.g. F2 liver fibrosis) is hindered by poor specificity47.

Several trials have shown promise that changes in the ELF test 
score may reflect histological improvement in liver fibrosis 
in patients with NAFLD undergoing therapeutic intervention.  
The LEAN trial demonstrated that liraglutide, when com-
pared to placebo, improved liver fibrosis on histology, which 
was associated with a reduction in ELF scores44. Two sepa-
rate trials, the first involving treatment with simtuzumab and  
selonsertib and the second with a fibroblast growth factor-19 
analogue, demonstrated that patients undergoing treatment had 
a reduction in their ELF score that was significantly associ-
ated with fibrosis regression on histology64,65. However, a post 
hoc analysis of the PIVENS trial demonstrated that ELF scores  
did not relate to improvement in fibrosis or NASH resolution  
in patients treated with pioglitazone, although the scores did 
correlate with histological improvements in those treated with  
Vitamin E45.

The FIB-4 index, consisting of four parameters (age, aspar-
tate aminotransferase (AST), alanine aminotransferase (ALT), 
and platelets), is simple, cheap and available in any clinical  
laboratory. The diagnostic accuracy in detecting advanced 
fibrosis in NAFLD is superior to other simple biomarker scor-
ing systems, such as the NAFLD fibrosis score42. Although data  
are limited regarding the utility of the FIB-4 score in assess-
ing the response of NAFLD to therapeutic intervention, sev-
eral studies have been encouraging. Changes in ALT have been  
shown in two randomised controlled trials to correlate well 
with histological changes in patients with NAFLD undergo-
ing therapeutic intervention41. In a phase 2 trial investigating the  
efficacy of selonsertib in NAFLD, the FIB-4 score correlated 
with histological improvement in hepatic steatosis, fibrosis and 
the NAFLD activity score (NAS)40. A small study involving only 
seven patients found that treatment with an SGLT2 inhibitor  
improved the FIB-4 score along with histological improve-
ments in the NAS66. Some studies have shown a poor associa-
tion between changes in FIB-4 scores and NAFLD progression.  
A retrospective study of 135 patients with NAFLD found 
that biomarkers for NAFLD, including the FIB-4 test and the 
NAFLD fibrosis score, were only weakly associated with dis-
ease progression (as assessed by liver biopsy or TE) and  
concluded that repeated measurements of these markers should 
not be used to monitor treatment response in NAFLD67. Further-
more, a recent study in patients with T2DM showed that 22.4%  
of patients with advanced liver fibrosis diagnosed by mag-
netic resonance elastography (MRE) or TE had a low FIB-4  
score <1.368. These data indicate that a significant percentage of 

patients at risk are incorrectly classified by the FIB-4 score. A 
limitation of the FIB-4 score is its poor diagnostic accuracy in 
patients below the age of 35 years old, a particular issue within 
the NAFLD population, as the prevalence among the young  
is rapidly growing43.

The use of transient elastography to monitor liver disease 
responses to therapeutic intervention. TE is widely used for 
the diagnosis of advanced fibrosis and cirrhosis in NAFLD69.  
TE has the advantage of being widely available, quick, non-
invasive, easy to learn and well-tolerated by patients. A  
meta-analysis consisting of 1,047 NAFLD patients suggested 
that TE is excellent in diagnosing F4 fibrosis (92% sensitivity, 
92% specificity) and has moderate accuracy for F2–4 fibro-
sis (79% sensitivity, 75% specificity)50. One of the biggest chal-
lenges of TE examination is the lower success rate in obese  
patients, which limits its utility in monitoring the response of 
treatment in the NAFLD population, which has a high preva-
lence of obesity51. However, the manufacturers of TE have  
developed an XL probe, which measures liver stiffness at a 
greater depth than the standard M probe (35–75 vs. 25–65 mm) 
and is more successful in determining liver stiffness in obese 
patients with NAFLD70. Other confounding factors, which can 
lead to falsely high liver stiffness using TE, include the presence 
of significant hepatic steatosis52, hepatic congestion53, biliary  
obstruction54, and benign or malignant liver lesions55.

There are few data regarding the ability of TE to moni-
tor the response of NAFLD to therapeutic intervention. Zeng  
et al. demonstrated that TE was accurate, and comparable 
to histology, in monitoring the response of liver fibrosis to  
antiviral treatment in patients with hepatitis B48. Similar stud-
ies, but involving the NAFLD population, need to be under-
taken to determine the role of TE in monitoring patients on 
treatment and to consider the use of TE combined with simple  
biomarkers in monitoring therapeutic interventions.

The use of MRI techniques to monitor disease response to  
therapeutic intervention. Magnetic resonance imaging (MRI) 
techniques, such as MRI-proton density fat fraction (MRI-PDFF) 
and MRE, have shown superiority over ultrasound-based tech-
niques in the evaluation of steatosis and fibrosis in NAFLD59,71.  
MRE has low failure rates, is less affected by obesity com-
pared to TE, and has an exceptional interobserver agreement61,72.  
However, overestimation of liver stiffness and exam fail-
ure may be linked to acute inflammation and iron overload,  
respectively72. A portion of patients who might be too obese for 
the MRI scanner, have metallic implants that are incompat-
ible, or are claustrophobic might not be able to endure MRI  
procedures.

Data from paired liver biopsy and MRI results generally sup-
port the use of MRI to monitor disease response to treatment in 
NAFLD, although some findings are conflicting. A single-centre  
study found that a 29% reduction in liver fat, as seen on  
MRI-PDFF, was associated with a 2-point decrease in the his-
tological NAS score56. In a recent analysis of patients enrolled  
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in a phase II study of selonsertib, MRI-PDFF and MRE changes 
were associated with histological improvements in hepatic stea-
tosis and fibrosis, respectively40. A recent, randomised con-
trolled trial of MGL-3196 (a thyroid hormone receptor B 
agonist) versus placebo found that in patients who received  
MGL-3196, changes in fat reduction on MRI-PDFF predicted 
histological resolution of NASH57. In contrast, a recent analy-
sis of pooled data found that MRI changes correlated with 
changes in steatosis but not with changes in the resolution  
of NASH, inflammation, ballooning, or fibrosis58. A recent lon-
gitudinal prospective study showed that combining MRI-PDFF 
with ALT response was more effective at predicting histologi-
cal improvement in NAFLD than MRI-PDFF or ALT alone, 
which suggests that combining different monitoring modali-
ties could be the most effective method to monitor liver disease  
response to treatment in NAFLD73. Despite the largely encour-
aging performance of MRI techniques to monitor disease 
response to therapeutic intervention in NAFLD, its use is lim-
ited by its restriction to specialist centres, which makes MRI  
largely unsuitable for widespread use.

There is currently no consensus as to how patients undergo-
ing treatment for NAFLD should be monitored, both in terms 
of the modality and the frequency. Furthermore, there is no  
consensus on what constitutes a clinically meaningful improve-
ment in liver disease (although most would agree that a decrease 
in level of fibrosis would be beneficial) and what would be 
an indication for continuing or discontinuing treatment for  
NAFLD. Larger studies are required to clarify the performance 

of biomarkers and imaging techniques, and their correla-
tion with histologic changes, in response to therapeutic inter-
vention in NAFLD. Additionally, with a move from the  
definition of NAFLD to MAFLD, it is important that future 
studies not only assess changes in liver steatosis and fibrosis in 
response to therapeutic intervention but also analyse changes 
in cardio-metabolic parameters used within the definition  
of MAFLD, such as improvements in glycaemia (assessed with 
HbA1c), obesity (assessed by BMI), and other signs of metabolic 
dysfunction (blood pressure, waist circumference, fasting lipid  
profile and high-sensitivity CRP).

Conclusion
Huge progress is being made within the field of NAFLD, from 
our understanding of the disease pathogenesis to the devel-
opment of potential new therapeutic interventions; however,  
several contentious issues remain that require further clarifica-
tion to optimise the best clinical care for patients with NAFLD. 
Although a change in terminology and definition of “NAFLD” 
to “MAFLD” has significant potential to improve patient care,  
it is first essential that a consensus on the MAFLD criteria is 
reached and that the implications of this change in terms of its 
effects on diagnosis, treatments, and extrahepatic complica-
tions are fully understood. As more therapeutic interventions for 
patients with NAFLD become available, it is vital that we estab-
lish guidelines on the most appropriate non-invasive method 
to monitor these patients in terms of modality, frequency and 
what constitutes a clinically meaningful improvement in liver  
disease.

References Faculty Opinions Recommended

1.   Younossi ZM, Koenig AB, Abdelatif D, et al.: Global epidemiology of 
nonalcoholic fatty liver disease-Meta-analytic assessment of prevalence, 
incidence, and outcomes. Hepatology. 2016; 64(1): 73–84.  
PubMed Abstract | Publisher Full Text | Faculty Opinions Recommendation 

2.  Dufour J-F: Time to Abandon NASH? Hepatology. 2016; 63(1): 9–10.  
PubMed Abstract | Publisher Full Text 

3.  Bellentani S, Tiribelli C: Is it time to change NAFLD and NASH nomenclature? 
Lancet Gastroenterol Hepatol. 2017; 2(8): 547–8.  
PubMed Abstract | Publisher Full Text 

4.  Loria P, Lonardo A, Carulli N: Should nonalcoholic fatty liver disease be 
renamed? Dig Dis. 2005; 23(1): 72–82.  
PubMed Abstract | Publisher Full Text 

5.  Chalasani N, Younossi Z, Lavine JE, 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(1): 328–57. 
PubMed Abstract | Publisher Full Text 

6.  European Association for the Study of the Liver (EASL), European Association 
for the Study of Diabetes (EASD), European Association for the Study of Obesity 
(EASO): EASL-EASD-EASO Clinical Practice Guidelines for the Management 
of Non-Alcoholic Fatty Liver Disease. Obes Facts. 2016; 9(2): 65–90.  
PubMed Abstract | Publisher Full Text | Free Full Text 

7.  Wong VW-S, Chan W-K, Chitturi S, et al.: Asia-Pacific Working Party on Non-
alcoholic Fatty Liver Disease guidelines 2017-Part 1: Definition, risk factors 
and assessment. J Gastroenterol Hepatol. 2018; 33(1): 70–85.  
PubMed Abstract | Publisher Full Text 

8.  Eslam M, Newsome PN, Sarin SK, et al.: A new definition for metabolic 
dysfunction-associated fatty liver disease: An international expert consensus 

statement. J Hepatol. 2020; 73(1): 202–9.  
PubMed Abstract | Publisher Full Text 

9.  Stepanova M, Rafiq N, Younossi ZM: Components of metabolic syndrome are 
independent predictors of mortality in patients with chronic liver disease: A 
population-based study. Gut. 2010; 59(10): 1410–5.  
PubMed Abstract | Publisher Full Text 

10.  Hart CL, Morrison DS, Batty GD, et al.: Effect of body mass index and alcohol 
consumption on liver disease: Analysis of data from two prospective cohort 
studies. BMJ. 2010; 340: c1240.  
PubMed Abstract | Publisher Full Text | Free Full Text 

11.  Ciardullo S, Perseghin G: Prevalence of NAFLD, MAFLD and associated 
advanced fibrosis in the contemporary United States population. Liver Int. 
2021; 41(6): 1290–3.  
PubMed Abstract | Publisher Full Text 

12.  Lee H, Lee Y-H, Kim SU, et al.: Metabolic Dysfunction-Associated Fatty Liver 
Disease and Incident Cardiovascular Disease Risk: A Nationwide Cohort 
Study. Clin Gastroenterol Hepatol. 2021; 19(10): 2138–2147.e10.  
PubMed Abstract | Publisher Full Text 

13.  Huang J, Kumar R, Wang M, et al.: MAFLD criteria overlooks a number of 
patients with severe steatosis: Is it clinically relevant? J Hepatol. 2020; 73(5): 
1265–7.  
PubMed Abstract | Publisher Full Text 

14.  Sun D-Q, Jin Y, Wang T-Y, et al.: MAFLD and risk of CKD. Metabolism. 2021; 115: 
154433.  
PubMed Abstract | Publisher Full Text 

15.  Yamamura S, Eslam M, Kawaguchi T, et al.: MAFLD identifies patients with 
significant hepatic fibrosis better than NAFLD. Liver Int. 2020; 40(12): 3018–30. 
PubMed Abstract | Publisher Full Text 

https://facultyopinions.com/726043459
http://www.ncbi.nlm.nih.gov/pubmed/26707365
http://dx.doi.org/10.1002/hep.28431
https://facultyopinions.com/726043459
http://www.ncbi.nlm.nih.gov/pubmed/26452651
http://dx.doi.org/10.1002/hep.28276
http://www.ncbi.nlm.nih.gov/pubmed/28691681
http://dx.doi.org/10.1016/S2468-1253(17)30146-2
http://www.ncbi.nlm.nih.gov/pubmed/15920328
http://dx.doi.org/10.1159/000084728
http://www.ncbi.nlm.nih.gov/pubmed/28714183
http://dx.doi.org/10.1002/hep.29367
http://www.ncbi.nlm.nih.gov/pubmed/27055256
http://dx.doi.org/10.1159/000443344
http://www.ncbi.nlm.nih.gov/pmc/articles/5644799
http://www.ncbi.nlm.nih.gov/pubmed/28670712
http://dx.doi.org/10.1111/jgh.13857
http://www.ncbi.nlm.nih.gov/pubmed/32278004
http://dx.doi.org/10.1016/j.jhep.2020.03.039
http://www.ncbi.nlm.nih.gov/pubmed/20660697
http://dx.doi.org/10.1136/gut.2010.213553
http://www.ncbi.nlm.nih.gov/pubmed/20223873
http://dx.doi.org/10.1136/bmj.c1240
http://www.ncbi.nlm.nih.gov/pmc/articles/2837144
http://www.ncbi.nlm.nih.gov/pubmed/33590934
http://dx.doi.org/10.1111/liv.14828
http://www.ncbi.nlm.nih.gov/pubmed/33348045
http://dx.doi.org/10.1016/j.cgh.2020.12.022
http://www.ncbi.nlm.nih.gov/pubmed/32819754
http://dx.doi.org/10.1016/j.jhep.2020.06.016
http://www.ncbi.nlm.nih.gov/pubmed/33212070
http://dx.doi.org/10.1016/j.metabol.2020.154433
http://www.ncbi.nlm.nih.gov/pubmed/32997882
http://dx.doi.org/10.1111/liv.14675


Faculty Reviews 2023 12:(10)Faculty Opinions

16.  Huang S-C, Su H-J, Kao J-H, et al.: Clinical and Histologic Features of Patients 
with Biopsy-Proven Metabolic Dysfunction-Associated Fatty Liver Disease. 
Gut Liver. 2021; 15(3): 451–8.  
PubMed Abstract | Publisher Full Text | Free Full Text 

17.   Younossi Z, Anstee QM, Marietti M, et al.: Global burden of NAFLD and 
NASH: Trends, predictions, risk factors and prevention. Nat Rev Gastroenterol 
Hepatol. 2018; 15(1): 11–20.  
PubMed Abstract | Publisher Full Text | Faculty Opinions Recommendation 

18.  Tsutsumi T, Eslam M, Kawaguchi T, et al.: MAFLD better predicts the 
progression of atherosclerotic cardiovascular risk than NAFLD: Generalized 
estimating equation approach. Hepatol Res. 2021; 51(11): 1115–28.  
PubMed Abstract | Publisher Full Text 

19.  Niriella MA, Ediriweera DS, Kasturiratne A, et al.: Outcomes of NAFLD and 
MAFLD: Results from a community-based, prospective cohort study. PLoS 
One. 2021; 16(2): e0245762.  
PubMed Abstract | Publisher Full Text | Free Full Text 

20.  Huang Q, Zou X, Wen X, et al.: NAFLD or MAFLD: Which Has Closer 
Association With All-Cause and Cause-Specific Mortality?-Results From 
NHANES III. Front Med (Lausanne). 2021; 8: 693507.  
PubMed Abstract | Publisher Full Text | Free Full Text 

21.  Wang AY, Dhaliwal J, Mouzaki M: Lean non-alcoholic fatty liver disease. Clin 
Nutr. 2019; 38(3): 975–81.  
PubMed Abstract | Publisher Full Text 

22.  Duarte SMB, Stefano JT, Miele L, et al.: Gut microbiome composition in lean 
patients with NASH is associated with liver damage independent of caloric 
intake: A prospective pilot study. Nutr Metab Cardiovasc Dis. 2018; 28(4): 369–
84.  
PubMed Abstract | Publisher Full Text 

23.  Albhaisi S, Chowdhury A, Sanyal AJ: Non-alcoholic fatty liver disease in lean 
individuals. JHEP Rep. 2019; 1(4): 329–41.  
PubMed Abstract | Publisher Full Text | Free Full Text 

24.   Speliotes EK, Yerges-Armstrong LM, Wu J, et al.: Genome-wide association 
analysis identifies variants associated with nonalcoholic fatty liver disease 
that have distinct effects on metabolic traits. PLoS Genet. 2011; 7(3): e1001324. 
PubMed Abstract | Publisher Full Text | Free Full Text | 
Faculty Opinions Recommendation 

25.  Sveinbjornsson G, Ulfarsson MO, Thorolfsdottir RB, et al.: Multiomics study of 
nonalcoholic fatty liver disease. Nat Genet. 2022; 54(11): 1652–63.  
PubMed Abstract | Publisher Full Text | Free Full Text 

26.  Liu DJ, Peloso GM, Yu H, et al.: Exome-wide association study of plasma lipids 
in >300,000 individuals. Nat Genet. 2017; 49(12): 1758–66.  
PubMed Abstract | Publisher Full Text | Free Full Text 

27.  Mahajan A, Wessel J, Willems SM, et al.: Refining the accuracy of validated 
target identification through coding variant fine-mapping in type 2 diabetes. 
Nat Genet. 2018; 50(4): 559–71.  
PubMed Abstract | Publisher Full Text | Free Full Text 

28.  Cleveland ER, Ning H, Vos MB, et al.: Low Awareness of Nonalcoholic Fatty 
Liver Disease in a Population-Based Cohort Sample: The CARDIA Study.  
J Gen Intern Med. 2019; 34(12): 2772–8.  
PubMed Abstract | Publisher Full Text | Free Full Text 

29.  Singh A, Dhaliwal AS, Singh S, et al.: Awareness of Nonalcoholic Fatty Liver 
Disease Is Increasing but Remains Very Low in a Representative US Cohort. 
Dig Dis Sci. 2020; 65(4): 978–86.  
PubMed Abstract | Publisher Full Text 

30.  Wieland AC, Mettler P, McDermott MT, et al.: Low awareness of nonalcoholic 
fatty liver disease among patients at high metabolic risk. J Clin Gastroenterol. 
2015; 49(1): e6–e10.  
PubMed Abstract | Publisher Full Text 

31.  Alem SA, Gaber Y, Abdalla M, et al.: Capturing patient experience: A qualitative 
study of change from NAFLD to MAFLD real-time feedback. J Hepatol. 2021; 
74(5): 1261–2.  
PubMed Abstract | Publisher Full Text 

32.  Fouad Y, Gomaa A, Semida N, et al.: Change from NAFLD to MAFLD increases 
the awareness of fatty liver disease in primary care physicians and 
specialists. J Hepatol. 2021; 74(5): 1254–6.  
PubMed Abstract | Publisher Full Text 

33.  Shiha G, Korenjak M, Eskridge W, et al.: Redefining fatty liver disease: An 
international patient perspective. Lancet Gastroenterol Hepatol. 2021; 6(1): 73–9. 
PubMed Abstract | Publisher Full Text 

34.  Younossi ZM, Rinella ME, Sanyal AJ, et al.: From NAFLD to MAFLD: Implications 
of a Premature Change in Terminology. Hepatology. 2021; 73(3): 1194–8. 
PubMed Abstract | Publisher Full Text 

35.  Byrne CD, Targher G: Time to Replace Assessment of Liver Histology With 
MR-Based Imaging Tests to Assess Efficacy of Interventions for Nonalcoholic 
Fatty Liver Disease. Gastroenterology. 2016; 150(1): 7–10.  
PubMed Abstract | Publisher Full Text 

36.  Mantovani A, Byrne CD, Targher G: Efficacy of peroxisome proliferator-activated 
receptor agonists, glucagon-like peptide-1 receptor agonists, or sodium-
glucose cotransporter-2 inhibitors for treatment of non-alcoholic fatty liver 
disease: A systematic review. Lancet Gastroenterol Hepatol. 2022; 7(4): 367–78. 
PubMed Abstract | Publisher Full Text 

37.  Gastaldelli A, Cusi K, Fernández Landó L, et al.: Effect of tirzepatide versus 
insulin degludec on liver fat content and abdominal adipose tissue in people 
with type 2 diabetes (SURPASS-3 MRI): A substudy of the randomised, open-
label, parallel-group, phase 3 SURPASS-3 trial. Lancet Diabetes Endocrinol. 
2022; 10(6): 393–406.  
PubMed Abstract | Publisher Full Text 

38.  Glen J, Floros L, Day C, et al.: Non-alcoholic fatty liver disease (NAFLD): 
Summary of NICE guidance. BMJ. 2016; 354: i4428.  
PubMed Abstract | Publisher Full Text 

39.  Reinson T, Byrne CD, Patel J, et al.: Transient elastography in patients at risk of 
liver fibrosis in primary care: A follow-up study over 54 months. BJGP Open. 
2021; 5(6): BJGPO.2021.0145.  
PubMed Abstract | Publisher Full Text | Free Full Text 

40.  Jayakumar S, Middleton MS, Lawitz EJ, et al.: Longitudinal correlations 
between MRE, MRI-PDFF, and liver histology in patients with non-alcoholic 
steatohepatitis: Analysis of data from a phase II trial of selonsertib. J Hepatol. 
2019; 70(1): 133–41.  
PubMed Abstract | Publisher Full Text 

41.  Vuppalanchi R, Jain AK, Deppe R, et al.: Relationship between changes in serum 
levels of keratin 18 and changes in liver histology in children and adults 
with nonalcoholic fatty liver disease. Clin Gastroenterol Hepatol. 2014; 12(12): 
2121–30.e1-2.  
PubMed Abstract | Publisher Full Text | Free Full Text 

42.  Sun W, Cui H, Li N, et al.: Comparison of FIB-4 index, NAFLD fibrosis score and 
BARD score for prediction of advanced fibrosis in adult patients with non-
alcoholic fatty liver disease: A meta-analysis study. Hepatol Res. 2016; 46(9): 
862–70.  
PubMed Abstract | Publisher Full Text 

43.  McPherson S, Hardy T, Dufour J-F, et al.: Age as a Confounding Factor for 
the Accurate Non-Invasive Diagnosis of Advanced NAFLD Fibrosis. Am J 
Gastroenterol. 2017; 112(5): 740–51.  
PubMed Abstract | Publisher Full Text | Free Full Text 

44.   Armstrong MJ, Gaunt P, Aithal GP, et al.: Liraglutide safety and efficacy in 
patients with non-alcoholic steatohepatitis (LEAN): A multicentre, double-
blind, randomised, placebo-controlled phase 2 study. Lancet. 2016; 387(10019): 
679–90.  
PubMed Abstract | Publisher Full Text | Faculty Opinions Recommendation 

45.  Gawrieh S, Wilson LA, Yates KP, et al.: Relationship of ELF and PIIINP With 
Liver Histology and Response to Vitamin E or Pioglitazone in the PIVENS 
Trial. Hepatol Commun. 2021; 5(5): 786–97.  
PubMed Abstract | Publisher Full Text | Free Full Text 

46.  Guha IN, Parkes J, Roderick P, et al.: Noninvasive markers of fibrosis in 
nonalcoholic fatty liver disease: Validating the European Liver Fibrosis Panel 
and exploring simple markers. Hepatology. 2008; 47(2): 455–60.  
PubMed Abstract | Publisher Full Text 

47.  Xie Q, Zhou X, Huang P, et al.: The performance of enhanced liver fibrosis (ELF) 
test for the staging of liver fibrosis: A meta-analysis. PLoS One. 2014; 9(4): 
e92772.  
PubMed Abstract | Publisher Full Text | Free Full Text 

48.  Zeng J, Cai S, Liu J, et al.: Dynamic Changes in Liver Stiffness Measured by 
Transient Elastography Predict Clinical Outcomes Among Patients With 
Chronic Hepatitis B. J Ultrasound Med. 2017; 36(2): 261–8.  
PubMed Abstract | Publisher Full Text 

48.   Eddowes PJ, Sasso M, Allison M, et al.: Accuracy of FibroScan Controlled 
Attenuation Parameter and Liver Stiffness Measurement in Assessing 
Steatosis and Fibrosis in Patients With Nonalcoholic Fatty Liver Disease. 
Gastroenterology. 2019; 156(6): 1717–30.  
PubMed Abstract | Publisher Full Text | Faculty Opinions Recommendation 

50.  Kwok R, Tse Y-K, Wong GL-H, et al.: Systematic review with meta-analysis: 
Non-invasive assessment of non-alcoholic fatty liver disease--the role 
of transient elastography and plasma cytokeratin-18 fragments. Aliment 
Pharmacol Ther. 2014; 39(3): 254–69.  
PubMed Abstract | Publisher Full Text 

51.  Wong GL-H, Wong V-W, Chim A-M, et al.: Factors associated with unreliable 
liver stiffness measurement and its failure with transient elastography in the 
Chinese population. J Gastroenterol Hepatol. 2011; 26(2): 300–5.  
PubMed Abstract | Publisher Full Text 

52.  Petta S, Maida M, Macaluso FS, et al.: The severity of steatosis influences 
liver stiffness measurement in patients with nonalcoholic fatty liver disease. 
Hepatology. 2015; 62(4): 1101–10.  
PubMed Abstract | Publisher Full Text 

53.   Millonig G, Friedrich S, Adolf S, et al.: Liver stiffness is directly influenced by 
central venous pressure. J Hepatol. 2010; 52(2): 206–10.  
PubMed Abstract | Publisher Full Text | Faculty Opinions Recommendation 

54.   Millonig G, Reimann FM, Friedrich S, et al.: Extrahepatic cholestasis 
increases liver stiffness (FibroScan) irrespective of fibrosis. Hepatology. 2008; 
48(5): 1718–23.  
PubMed Abstract | Publisher Full Text | Faculty Opinions Recommendation 

55.  Ferraioli G, Wong V-W, Castera L, et al.: Liver Ultrasound Elastography: An 
Update to the World Federation for Ultrasound in Medicine and Biology 

http://www.ncbi.nlm.nih.gov/pubmed/33431715
http://dx.doi.org/10.5009/gnl20218
http://www.ncbi.nlm.nih.gov/pmc/articles/8129653
https://facultyopinions.com/731251933
http://www.ncbi.nlm.nih.gov/pubmed/28930295
http://dx.doi.org/10.1038/nrgastro.2017.109
https://facultyopinions.com/731251933
http://www.ncbi.nlm.nih.gov/pubmed/34129272
http://dx.doi.org/10.1111/hepr.13685
http://www.ncbi.nlm.nih.gov/pubmed/33534815
http://dx.doi.org/10.1371/journal.pone.0245762
http://www.ncbi.nlm.nih.gov/pmc/articles/7857550
http://www.ncbi.nlm.nih.gov/pubmed/34277667
http://dx.doi.org/10.3389/fmed.2021.693507
http://www.ncbi.nlm.nih.gov/pmc/articles/8280321
http://www.ncbi.nlm.nih.gov/pubmed/30466956
http://dx.doi.org/10.1016/j.clnu.2018.08.008
http://www.ncbi.nlm.nih.gov/pubmed/29482963
http://dx.doi.org/10.1016/j.numecd.2017.10.014
http://www.ncbi.nlm.nih.gov/pubmed/32039383
http://dx.doi.org/10.1016/j.jhepr.2019.08.002
http://www.ncbi.nlm.nih.gov/pmc/articles/7001558
https://facultyopinions.com/720225287
http://www.ncbi.nlm.nih.gov/pubmed/21423719
http://dx.doi.org/10.1371/journal.pgen.1001324
http://www.ncbi.nlm.nih.gov/pmc/articles/3053321
https://facultyopinions.com/720225287
http://www.ncbi.nlm.nih.gov/pubmed/36280732
http://dx.doi.org/10.1038/s41588-022-01199-5
http://www.ncbi.nlm.nih.gov/pmc/articles/9649432
http://www.ncbi.nlm.nih.gov/pubmed/29083408
http://dx.doi.org/10.1038/ng.3977
http://www.ncbi.nlm.nih.gov/pmc/articles/5709146
http://www.ncbi.nlm.nih.gov/pubmed/29632382
http://dx.doi.org/10.1038/s41588-018-0084-1
http://www.ncbi.nlm.nih.gov/pmc/articles/5898373
http://www.ncbi.nlm.nih.gov/pubmed/31595464
http://dx.doi.org/10.1007/s11606-019-05340-9
http://www.ncbi.nlm.nih.gov/pmc/articles/6854130
http://www.ncbi.nlm.nih.gov/pubmed/31187324
http://dx.doi.org/10.1007/s10620-019-05700-9
http://www.ncbi.nlm.nih.gov/pubmed/24440943
http://dx.doi.org/10.1097/MCG.0000000000000075
http://www.ncbi.nlm.nih.gov/pubmed/33497764
http://dx.doi.org/10.1016/j.jhep.2021.01.022
http://www.ncbi.nlm.nih.gov/pubmed/33582129
http://dx.doi.org/10.1016/j.jhep.2020.12.035
http://www.ncbi.nlm.nih.gov/pubmed/33031758
http://dx.doi.org/10.1016/S2468-1253(20)30294-6
http://www.ncbi.nlm.nih.gov/pubmed/32544255
http://dx.doi.org/10.1002/hep.31420
http://www.ncbi.nlm.nih.gov/pubmed/26602219
http://dx.doi.org/10.1053/j.gastro.2015.11.016
http://www.ncbi.nlm.nih.gov/pubmed/35030323
http://dx.doi.org/10.1016/S2468-1253(21)00261-2
http://www.ncbi.nlm.nih.gov/pubmed/35468325
http://dx.doi.org/10.1016/S2213-8587(22)00070-5
http://www.ncbi.nlm.nih.gov/pubmed/27605111
http://dx.doi.org/10.1136/bmj.i4428
http://www.ncbi.nlm.nih.gov/pubmed/34580065
http://dx.doi.org/10.3399/BJGPO.2021.0145
http://www.ncbi.nlm.nih.gov/pmc/articles/9447304
http://www.ncbi.nlm.nih.gov/pubmed/30291868
http://dx.doi.org/10.1016/j.jhep.2018.09.024
http://www.ncbi.nlm.nih.gov/pubmed/24846279
http://dx.doi.org/10.1016/j.cgh.2014.05.010
http://www.ncbi.nlm.nih.gov/pmc/articles/4830682
http://www.ncbi.nlm.nih.gov/pubmed/26763834
http://dx.doi.org/10.1111/hepr.12647
http://www.ncbi.nlm.nih.gov/pubmed/27725647
http://dx.doi.org/10.1038/ajg.2016.453
http://www.ncbi.nlm.nih.gov/pmc/articles/5418560
https://facultyopinions.com/725963353
http://www.ncbi.nlm.nih.gov/pubmed/26608256
http://dx.doi.org/10.1016/S0140-6736(15)00803-X
https://facultyopinions.com/725963353
http://www.ncbi.nlm.nih.gov/pubmed/34027269
http://dx.doi.org/10.1002/hep4.1680
http://www.ncbi.nlm.nih.gov/pmc/articles/8122381
http://www.ncbi.nlm.nih.gov/pubmed/18038452
http://dx.doi.org/10.1002/hep.21984
http://www.ncbi.nlm.nih.gov/pubmed/24736610
http://dx.doi.org/10.1371/journal.pone.0092772
http://www.ncbi.nlm.nih.gov/pmc/articles/3988013
http://www.ncbi.nlm.nih.gov/pubmed/27914175
http://dx.doi.org/10.7863/ultra.15.12054
https://facultyopinions.com/734936850
http://www.ncbi.nlm.nih.gov/pubmed/30689971
http://dx.doi.org/10.1053/j.gastro.2019.01.042
https://facultyopinions.com/734936850
http://www.ncbi.nlm.nih.gov/pubmed/24308774
http://dx.doi.org/10.1111/apt.12569
http://www.ncbi.nlm.nih.gov/pubmed/21261720
http://dx.doi.org/10.1111/j.1440-1746.2010.06510.x
http://www.ncbi.nlm.nih.gov/pubmed/25991038
http://dx.doi.org/10.1002/hep.27844
https://facultyopinions.com/2082961
http://www.ncbi.nlm.nih.gov/pubmed/20022130
http://dx.doi.org/10.1016/j.jhep.2009.11.018
https://facultyopinions.com/2082961
https://facultyopinions.com/1127188
http://www.ncbi.nlm.nih.gov/pubmed/18836992
http://dx.doi.org/10.1002/hep.22577
https://facultyopinions.com/1127188


Faculty Reviews 2023 12:(10)Faculty Opinions

Guidelines and Recommendations. Ultrasound Med Biol. 2018; 44(12): 2419–40. 
PubMed Abstract | Publisher Full Text 

56.   Patel J, Bettencourt R, Cui J, et al.: Association of noninvasive quantitative 
decline in liver fat content on MRI with histologic response in nonalcoholic 
steatohepatitis. Therap Adv Gastroenterol. 2016; 9(5): 692–701.  
PubMed Abstract | Publisher Full Text | Free Full Text | 
Faculty Opinions Recommendation 

57.  Harrison SA, Bashir MR, Guy CD, et al.: Resmetirom (MGL-3196) for the 
treatment of non-alcoholic steatohepatitis: A multicentre, randomised, double-
blind, placebo-controlled, phase 2 trial. Lancet. 2019; 394(10213): 2012–24. 
PubMed Abstract | Publisher Full Text 

58.  Bril F, Barb D, Lomonaco R, et al.: Change in hepatic fat content measured 
by MRI does not predict treatment-induced histological improvement of 
steatohepatitis. J Hepatol. 2020; 72(3): 401–10.  
PubMed Abstract | Publisher Full Text 

59.  Park CC, Nguyen P, Hernandez C, et al.: Magnetic Resonance Elastography 
vs Transient Elastography in Detection of Fibrosis and Noninvasive 
Measurement of Steatosis in Patients With Biopsy-Proven Nonalcoholic Fatty 
Liver Disease. Gastroenterology. 2017; 152(3): 598–607.e2.  
PubMed Abstract | Publisher Full Text | Free Full Text 

60.  Garteiser P, Castera L, Coupaye M, et al.: Prospective comparison of transient 
elastography, MRI and serum scores for grading steatosis and detecting non-
alcoholic steatohepatitis in bariatric surgery candidates. JHEP Rep. 2021; 3(6): 
100381.  
PubMed Abstract | Publisher Full Text | Free Full Text 

61.  Singh S, Venkatesh SK, Loomba R, et al.: Magnetic resonance elastography 
for staging liver fibrosis in non-alcoholic fatty liver disease: A diagnostic 
accuracy systematic review and individual participant data pooled analysis. 
Eur Radiol. 2016; 26(5): 1431–40.  
PubMed Abstract | Publisher Full Text | Free Full Text 

62.  Nobili V, Parkes J, Bottazzo G, et al.: Performance of ELF serum markers 
in predicting fibrosis stage in pediatric non-alcoholic fatty liver disease. 
Gastroenterology. 2009; 136(1): 160–7.  
PubMed Abstract | Publisher Full Text 

63.  European Association for the Study of the Liver (EASL), European Association 
for the Study of Diabetes (EASD), European Association for the Study of Obesity 
(EASO): EASL-EASD-EASO Clinical Practice Guidelines for the management 
of non-alcoholic fatty liver disease. J Hepatol. 2016; 64(6): 1388–402.  
PubMed Abstract | Publisher Full Text 

64.  Sanyal AJ, Anstee QM, Trauner M, et al.: Cirrhosis regression is associated 
with improved clinical outcomes in patients with nonalcoholic steatohepatitis. 

Hepatology. 2022; 75(5): 1235–46.  
PubMed Abstract | Publisher Full Text | Free Full Text 

65.  Harrison SA, Rossi SJ, Paredes AH, et al.: NGM282 Improves Liver Fibrosis 
and Histology in 12 Weeks in Patients With Nonalcoholic Steatohepatitis. 
Hepatology. 2020; 71(4): 1198–212.  
PubMed Abstract | Publisher Full Text | Free Full Text 

66.  Akuta N, Kawamura Y, Fujiyama S, et al.: SGLT2 Inhibitor Treatment Outcome 
in Nonalcoholic Fatty Liver Disease Complicated with Diabetes Mellitus: The 
Long-term Effects on Clinical Features and Liver Histopathology. Intern Med. 
2020; 59(16): 1931–7.  
PubMed Abstract | Publisher Full Text | Free Full Text 

67.  Balkhed W, Åberg FO, Nasr P, et al.: Repeated measurements of non-invasive 
fibrosis tests to monitor the progression of non-alcoholic fatty liver disease: A 
long-term follow-up study. Liver Int. 2022; 42(7): 1545–56.  
PubMed Abstract | Publisher Full Text | Free Full Text 

68.  Ajmera V, Cepin S, Tesfai K, et al.: A prospective study on the prevalence of 
NAFLD, advanced fibrosis, cirrhosis and hepatocellular carcinoma in people 
with type 2 diabetes. J Hepatol. 2022; 78(3): 471–478.  
PubMed Abstract | Publisher Full Text | Free Full Text 

69.  Wong V-W, Vergniol J, Wong G-L, et al.: Diagnosis of fibrosis and cirrhosis 
using liver stiffness measurement in nonalcoholic fatty liver disease. 
Hepatology. 2010; 51(2): 454–62.  
PubMed Abstract | Publisher Full Text 

70.  Wong V-W, Vergniol J, Wong G-L, et al.: Liver stiffness measurement using XL 
probe in patients with nonalcoholic fatty liver disease. Am J Gastroenterol. 
2012; 107(12): 1862–71.  
PubMed Abstract | Publisher Full Text 

71.  Loomba R, Wolfson T, Ang B, et al.: Magnetic resonance elastography predicts 
advanced fibrosis in patients with nonalcoholic fatty liver disease: A 
prospective study. Hepatology. 2014; 60(6): 1920–8.  
PubMed Abstract | Publisher Full Text | Free Full Text 

72.  Singh S, Venkatesh SK, Wang Z, et al.: Diagnostic performance of magnetic 
resonance elastography in staging liver fibrosis: A systematic review and 
meta-analysis of individual participant data. Clin Gastroenterol Hepatol. 2015; 
13(3): 440–451.e6.  
PubMed Abstract | Publisher Full Text | Free Full Text 

73.  Huang DQ, Sharpton SR, Amangurbanova M, et al.: Clinical Utility of Combined 
MRI-PDFF and ALT Response in Predicting Histologic Response in 
Nonalcoholic Fatty Liver Disease. Clin Gastroenterol Hepatol. 2022; S1542-
3565(22)00832-1.  
PubMed Abstract | Publisher Full Text 

http://www.ncbi.nlm.nih.gov/pubmed/30209008
http://dx.doi.org/10.1016/j.ultrasmedbio.2018.07.008
https://facultyopinions.com/727023474
http://www.ncbi.nlm.nih.gov/pubmed/27582882
http://dx.doi.org/10.1177/1756283X16656735
http://www.ncbi.nlm.nih.gov/pmc/articles/4984335
https://facultyopinions.com/727023474
http://www.ncbi.nlm.nih.gov/pubmed/31727409
http://dx.doi.org/10.1016/S0140-6736(19)32517-6
http://www.ncbi.nlm.nih.gov/pubmed/31589891
http://dx.doi.org/10.1016/j.jhep.2019.09.018
http://www.ncbi.nlm.nih.gov/pubmed/27911262
http://dx.doi.org/10.1053/j.gastro.2016.10.026
http://www.ncbi.nlm.nih.gov/pmc/articles/5285304
http://www.ncbi.nlm.nih.gov/pubmed/34786549
http://dx.doi.org/10.1016/j.jhepr.2021.100381
http://www.ncbi.nlm.nih.gov/pmc/articles/8578045
http://www.ncbi.nlm.nih.gov/pubmed/26314479
http://dx.doi.org/10.1007/s00330-015-3949-z
http://www.ncbi.nlm.nih.gov/pmc/articles/5051267
http://www.ncbi.nlm.nih.gov/pubmed/18992746
http://dx.doi.org/10.1053/j.gastro.2008.09.013
http://www.ncbi.nlm.nih.gov/pubmed/27062661
http://dx.doi.org/10.1016/j.jhep.2015.11.004
http://www.ncbi.nlm.nih.gov/pubmed/34662449
http://dx.doi.org/10.1002/hep.32204
http://www.ncbi.nlm.nih.gov/pmc/articles/9303958
http://www.ncbi.nlm.nih.gov/pubmed/30805949
http://dx.doi.org/10.1002/hep.30590
http://www.ncbi.nlm.nih.gov/pmc/articles/7187438
http://www.ncbi.nlm.nih.gov/pubmed/32448832
http://dx.doi.org/10.2169/internalmedicine.4398-19
http://www.ncbi.nlm.nih.gov/pmc/articles/7492114
http://www.ncbi.nlm.nih.gov/pubmed/35319156
http://dx.doi.org/10.1111/liv.15255
http://www.ncbi.nlm.nih.gov/pmc/articles/9314831
http://www.ncbi.nlm.nih.gov/pubmed/36410554
http://dx.doi.org/10.1016/j.jhep.2022.11.010
http://www.ncbi.nlm.nih.gov/pmc/articles/9975077
http://www.ncbi.nlm.nih.gov/pubmed/20101745
http://dx.doi.org/10.1002/hep.23312
http://www.ncbi.nlm.nih.gov/pubmed/23032979
http://dx.doi.org/10.1038/ajg.2012.331
http://www.ncbi.nlm.nih.gov/pubmed/25103310
http://dx.doi.org/10.1002/hep.27362
http://www.ncbi.nlm.nih.gov/pmc/articles/4245360
http://www.ncbi.nlm.nih.gov/pubmed/25305349
http://dx.doi.org/10.1016/j.cgh.2014.09.046
http://www.ncbi.nlm.nih.gov/pmc/articles/4333001
http://www.ncbi.nlm.nih.gov/pubmed/36075503
http://dx.doi.org/10.1016/j.cgh.2022.08.036

	12-9_Byrne_Front.pdf
	12-9_Byrne.pdf
	12-9_Byrne_Front
	12-9_Byrne




