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Abstract

:

The prevalence of nonalcoholic fatty liver disease (NAFLD) is increasing worldwide. NAFLD management is mainly focused on weight loss, but the optimal characteristics of the diet demand further investigation. This study aims to evaluate the effects of two personalized energy-restricted diets on the liver status in overweight or obese subjects with NAFLD after a 6 months follow-up. Ninety-eight individuals from the Fatty Liver in Obesity (FLiO) study were randomized into two groups and followed different energy-restricted diets. Subjects were evaluated at baseline and after 6 months. Diet, anthropometry, body composition, and biochemical parameters were evaluated. Liver assessment included ultrasonography, Magnetic Resonance Imaging, elastography, and determination of transaminases. Both dietary groups significantly improved their metabolic and hepatic markers after the intervention, with no significant differences between them. Multivariate regression models evidenced a relationship between weight loss, adherence to the Mediterranean Diet (MedDiet), and a decrease in liver fat content, predicting up to 40.9% of its variability after 6 months. Moreover, the antioxidant capacity of the diet was inversely associated with liver fat content. Participants in the group with a higher adherence to the MedDiet showed a greater reduction in body weight, total fat mass, and hepatic fat. These results support the benefit of energy-restricted diets, high adherence to the MedDiet, and high antioxidant capacity of the diet for the management of NAFLD in individuals with overweight or obesity.
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1. Introduction


Nonalcoholic fatty liver disease (NAFLD) is defined as an excessive accumulation of hepatic fat in the absence of consumption of significant amounts of alcohol or other related causes of secondary hepatic steatosis [1,2]. The worldwide prevalence of NAFLD is rising parallelly to the obesity burden and type 2 diabetes mellitus epidemics [3,4]. The pathogenesis of NAFLD is complex, and multiple environmental and genetic factors are involved in its development and progression [5]. The background of genetic predisposition may include variants in genes, such as the Patatin-like phospholipase domain-containing 3 (PNPLA3) or the Transmembrane 6 superfamily member 2 (TM6SF2) [5,6]. Other important factors involved are obesity, dietary intake, physical inactivity, insulin resistance, gut microbiota dysbiosis, epigenetic impairments, among others [4,7,8]. Indeed, NAFLD is considered not only a liver disturbance but also a multisystem disease that is related to type 2 diabetes mellitus, cardiovascular disease, and chronic kidney disease [9]. This condition can lead to nonalcoholic steatohepatitis (NASH), fibrosis, cirrhosis, and, finally, hepatocellular carcinoma [10], which will be the leading cause for liver transplantation in the next few years [11].



Regarding the management of NAFLD, lifestyle modifications focused on weight loss remain the cornerstone of therapy [12]. Strategies like changes in dietary patterns and exercise have demonstrated benefits for the prevention of the onset and progression of this morbid condition [13,14]. Caloric restriction apparently plays a major role in weight loss and in hepatic fat reduction, so it is considered a central element in nutritional interventions for subjects with NAFLD [15]. Currently, 3%–5% loss in body weight is often recommended to improve liver steatosis, with greater medical improvements of liver status when the weight loss is higher [2,16]. However, the evidence for nutritional factors, characteristics of the diet, and dietary strategies for NAFLD treatment remains inconclusive and demands further investigation [14,15,17].



In this context, the objective of this study was to evaluate the effects of two personalized energy-restricted dietary strategies differing in several dietary factors (macronutrients, fiber, meal frequency, total antioxidant capacity, and Mediterranean diet adherence) on liver status, as assessed by imaging techniques and biochemical markers in overweight and obese subjects with NAFLD after a 6 months follow-up.




2. Materials and Methods


2.1. Study Participants


Ninety-eight (55 Male and 43 Female) overweight or obese (BMI ≥ 27.5 kg/m2 to < 40 kg/m2) adults between 40–80 years old and with hepatic steatosis confirmed by abdominal ultrasonography were enrolled in the study. A total of 76 of the participants completed the evaluation after 6 months (Figure 1). Exclusion criteria included the presence of known liver disease other than NAFLD, ≥3 kg of body weight loss in the last 3 months, excessive alcohol consumption (>21 and >14 units of alcohol per week for men and women, respectively [18], endocrine disorders (hyperthyroidism or uncontrolled hypothyroidism), pharmacological treatment with immunosuppressants, cytotoxic agents, systemic corticosteroids (or other drugs that could potentially cause hepatic steatosis or altering liver tests) [2], active autoimmune diseases or requiring pharmacological treatment, the use of weight modifiers and severe psychiatric disorders, and the lack of autonomy or an inability to follow the diet, as well as difficulties in following the scheduled visits. This information was obtained in a clinical interview of the subjects before their participation in the study. Each individual gave written informed consent prior to their enrollment. All the procedures performed were in accordance with the Declaration of Helsinki. This trial was approved by the Research Ethics Committee of the University of Navarra (ref. 54/2015) and appropriately registered in www.clinicaltrails.gov (FLiO: Fatty Liver in Obesity study; NCT03183193).




2.2. Study Protocol


This randomized controlled trial was designed to compare the effects of two dietary strategies for weight loss with different nutritional characteristics for hepatic status, as well as for anthropometric measurements, body composition, and biochemical markers, in overweight or obese subjects with ultrasonography proven liver steatosis. The intervention had a duration of 6 months, and the participants were randomly assigned to the American Heart Association (AHA) or the Fatty Liver in Obesity (FLiO) group (Figure 1). A comprehensive assessment was carried out at the baseline and at the endpoint of the study, including anthropometric measurements, body composition by dual energy X-Ray absorptiometry (DXA), biochemical determinations, and evaluation of the liver using ultrasonography, Acoustic Radiation Force Impulse (ARFI) elastography, and Magnetic Resonance Imaging (MRI). The imaging evaluations of the liver were performed by a qualified radiologist and hepatologist at the University of Navarra Clinic. Additionally, fasting blood samples were properly collected, processed, and stored at −80 °C for further analyses. A step-based physical activity recommendation of 10,000 steps/day was given to the participants [19]. Physical activity was estimated using the validated Spanish version of the Minnesota Leisure-Time Physical Activity Questionnaire [20]. The energy expenditure in physical activity was estimated assuming the value of 1 MET = 3.5 mL/kg/min, as previously described [21], and the ratio between energy intake and energy expenditure was computed.




2.3. Dietary Intervention


Two energy-restricted diets were prescribed and compared. Both diets applied a 30% energy restriction of the total energy requirements of each participant in order to achieve a loss of at least 3%–5% of the initial body weight, according to the objective of the American Association for the Study of Liver Diseases (AASLD) [2]. Resting metabolic rate was calculated using the equation of the Institute of Medicine, as elsewhere described [22], in order to estimate the energy prescription for each subject. The control diet was based on the guidelines of the American Heart Association (AHA) [23], which suggest 3–5 meals/day, with a conventionally balanced distribution of macronutrients (50%–55% of total caloric value from carbohydrates, 15% from proteins, and 30% from lipids) and a healthy fatty acid profile. On the other hand, the FLiO diet was designed with a higher meal frequency (7 meals/day), including breakfast, lunch, dinner, two snacks in the morning, and two snacks in the afternoon. The established macronutrient distribution was 40%–45% of the total caloric value from carbohydrates (low glycemic index), 25% from proteins (mainly from vegetable sources), and 30%–35% from lipids (extra virgin olive oil and Omega-3 fatty acids to the detriment of saturated and trans fats). Moreover, the dietary pattern included a high adherence to the Mediterranean Diet (MedDiet), subsequently involving an increased quantity of natural antioxidants [24]. Participants were provided with a 7 days menu plan in both groups. A semiquantitative food frequency questionnaire (FFQ) of 137 items previously validated in Spain for energy and nutrient intake [25] was used to assess the diets of the participants at baseline and after 6 months of the study. The mean antioxidant capacity values of the foods contained in each item of the FFQ were used to estimate the total antioxidant capacity (TAC) of the diet, as previously described [26]. The adherence to the MedDiet was assessed with a 17-point screening questionnaire, with a final score ranging from 0 to 17 and a higher score indicating a better adherence to the MedDiet [27].




2.4. Anthropometric, Body Composition and Biochemical Assessment


The determination of anthropometric measurements (body weight, height, and waist circumference), body composition by DXA (Lunar iDXA, encore 14.5, Madison, WI, USA), and blood pressure (Intelli Sense. M6, OMRON Healthcare, Hoofddorp, the Netherlands) was carried out under fasting conditions at the Metabolic Unit of the University of Navarra following standardized procedures, as previously described [28]. Body Mass Index (BMI) was calculated as the body weight divided by the squared height (kg/m2). Biochemical determinations, including blood glucose, aspartate aminotransferase (AST), alanine aminotransferase (ALT), gamma glutamyl transferase (GGT), total cholesterol (TC), high-density lipoprotein cholesterol (HDL-c), low density lipoprotein cholesterol (LDL-c), and triglyceride (TG) concentrations were measured on an autoanalyzer Pentra C-200 (HORIBA ABX, Madrid, Spain) with specific commercial kits. Insulin, C-reactive protein (CRP), leptin, and adiponectin concentrations were measured using specific ELISA kits (Demeditec; Kiel-Wellsee, Germany) in a Triturus autoanalyzer (Grifols, Barcelona, Spain). Insulin resistance was estimated using the Homeostasis Model Assessment Index (HOMA-IR), which was calculated using the formula elsewhere described [28]. Finally, the Fatty Liver Index (FLI) was computed using serum TG, BMI, waist circumference, and GGT concentrations, as previously published [29]. FLI values <30 rule out liver steatosis and values ≥60 indicate liver steatosis [30].




2.5. Imaging Techniques for the Assessment of Liver Status


The entire hepatic assessment was performed under fasting conditions by qualified staff at the University of Navarra Clinic. Ultrasonography (Siemens ACUSON S2000 and S3000) was carried out to determine the presence of hepatic steatosis in accordance with the previously described methodology [31,32,33]. In addition, ARFI elastography was performed along with the ultrasonography in order to assess liver stiffness. The median value of liver stiffness was obtained from the ten valid ARFI measurements that were performed on each participant [34]. The same experienced radiologist executed all the ultrasonographic evaluations at the department of Ultrasonography and Radiology. Finally, an MRI (Siemens Aera 1.5 T) was used to determine the hepatic volume and the fat content of the liver (Dixon technique), as described elsewhere [31].




2.6. Statistical Analyses


The sample size was calculated with weight loss as a primary outcome, given that the current recommendations of the AASLD are focused on weight loss to ameliorate NAFLD features [2]. In this sense, and according to previous studies [28], the sample size was calculated to detect a difference of 1.0 (1.5 kg) between the AHA and FLiO groups in their reduction of weight, with a 95% confidence interval (α = 0.05) and a statistical power of 80% (β = 0.8). This approach estimated a total of 36 participants per study group but considering the estimated dropout rate of 20%–30% (according to the experience of the research group), 50 subjects were included in each group. However, two subjects were excluded from the AHA group due to important alterations in the initial evaluation of biochemical parameters, which indicated that they required medical treatment. Consequently, this trail started with 98 subjects (n = 48 in AHA group and n = 50 in FLiO group). The mean value (standard deviation) is reported for the studied variables. The normality of the distribution of the evaluated variables was assessed by the Shapiro–Wilk test. The differences between the groups were compared by means of Student’s t-test or the Mann–Whitney U test when appropriate. The differences between the beginning and the end of the intervention period within each group were analyzed by a paired Student’s t-test or Wilcoxon signed-rank test when appropriate. Categorical variables were compared using a Chi-squared test. Linear regression analyses were used to evaluate the potential association between the anthropometry, body composition, and components of the diet with the hepatic status variables. Multivariate linear regression models were adjusted for potential confounders considering the group of intervention, age, sex, physical activity, and energy intake. The median value of the MedDiet Adherence questionnaire was used to classify the participants into low adherence (<50th percentile) or high adherence (≥50th percentile). The differences between the two groups were assessed by Student’s t-test or a Mann–Whitney U test. Analyses were carried out using Stata version 12.0 software (StataCorp, College Station, TX, USA). All p-values presented are two-tailed and were considered statistically significant at p < 0.05.





3. Results


After 6 months of nutritional intervention, a total of 76 participants completed the evaluation. Both the AHA and FLiO groups exhibited a significant body weight loss (−9.7% (5.0) vs. −10.1% (6.5); p = 0.757). Furthermore, BMI and the rest of the anthropometrical measurements were significantly lowered in both dietary groups. No statistically significant differences were found between the intervention groups for these variables (Table 1). Regarding the biochemical parameters, both dietary groups showed improvements in total cholesterol, high-density lipoprotein cholesterol (HDL-c), low-density lipoprotein cholesterol (LDL-c), and triglycerides concentrations. Fasting glucose, insulin, HOMA-IR, and leptin had a significant reduction in both groups, while adiponectin and C-reactive protein only showed significant improvements in the FLiO group (Table 1). However, the changes from baseline to 6 months of intervention for all these variables did not differ between both dietary strategies.



MRI evidenced a significant reduction in hepatic volume and hepatic fat content after 6 months of follow-up in both groups (Table 2). A significant reduction in liver enzymes (AST, ALT, and GGT) was observed in both groups, with the exception of AST, which significantly decreased only in the AHA group (Table 2). On the other hand, liver stiffness did not show a significant change after this period in any of the groups (Table 2). A significant reduction was found in the Fatty Liver Index with both dietary interventions. Notably, there were no mentionable statistical differences in the changes of liver markers between the groups (Table 2).



Furthermore, there were no significant differences at baseline in relation to dietary intake for both dietary groups (Table 3). As expected, the changes in meal frequency, percentage of protein, PUFA, and TAC were significantly higher in the FLiO group, while the percentage of carbohydrates significantly decreased. Notably, the adherence to the MedDiet significantly increased in both groups, but this change was significantly higher (p = 0.002) in the FLiO group. Similar results were found when the intake at 6 months was compared. Regarding energy intake, there was a significant difference between both groups at 6 months. However, the change from baseline to the endpoint was not statistically significant between them. On the other hand, physical activity significantly increased in both intervention groups, but the difference between them (p = 0.326) was not statistically significant (Table 3). When comparing the ratio of energy intake to the energy expenditure in physical activity, there was no significant difference between the groups (Table 3).



Given that the changes in anthropometric clinical and biochemical parameters did not statistically differ between AHA and FLiO groups and that both approaches displayed similar outcomes for relevant variables of liver status, we considered both dietary strategies as equally nutritionally effective (Table 2 and Table 3), and, consequently, the two groups were merged and evaluated as one sample for the subsequent analyses.



Linear regression analyses (adjusted by group of intervention, age, sex, 6 months physical activity, and 6 months energy intake) were performed in order to evaluate the factors potentially involved with hepatic status parameters after the 6 months of the dietary intervention (Table 4). Notably, weight loss percentage was significantly associated with improvements in ALT, a reduction of liver fat percentage, FLI, and liver stiffness. Parallelly, the decrease in total fat mass was significantly associated with a reduction in liver fat content, FLI, and liver stiffness, while the decrease in visceral adipose tissue seemed to influence liver stiffness. Regarding dietary factors, the increase in the adherence to MedDiet seemed to play a role in the decrease of liver fat percentage, while its association with lower values of ALT and liver stiffness was only marginally significant. Additionally, the decrease in the lipid percentage of the diet was associated with a reduction in hepatic fat content. Finally, the change in dietary fiber consumption was inversely associated with FLI.



To explore this issue in a more comprehensive manner, a linear regression analysis was used. The effect of nutritional factors on liver fat content after 6 months of dietary treatment was analyzed by linear univariate regression and subsequently a multivariate analysis (Table S1). In addition to the global MedDiet adherence, the TAC of the diet was the only nutritional factor that showed a consistent, significant, and inverse association with liver fat content.



According to the relationships observed in the previous analyses, the influence of weight loss, adherence to MedDiet, and TAC on liver fat content is summarized in Table 5. Models of these main factors that are unadjusted and adjusted by potential confounders are presented. In model 5 and model 6, both weight loss and adherence to the MedDiet were included along with the rest of the adjusting variables. In model 5, MedDiet adherence remained statistically significant, while in model 6, both variables showed statistical significance and explained up to 40.9% of the variation in liver fat content (Adjusted R2 = 0.409; p-model < 0.001) after the 6 months intervention. In model 7 and model 8, the TAC of the diet was included instead of its MedDiet adherence. Model 7 illustrates the inverse association between the TAC and liver fat content, even after an adjustment for weight loss, and explains up to 30.5% of the variation in liver fat (Adjusted R2 = 0.305; p-model < 0.001).



Because the adherence to the MedDiet was an important dietary factor significantly associated with an improvement in hepatic status variables even after multiple adjustments in the regression analyses, the whole sample was categorized into two groups according to the median value of the adherence to the MedDiet questionnaire (low adherence <12 points, n = 30, and high adherence ≥12 points, n = 46). The percentage of changes in anthropometric and hepatic status variables were compared between these two groups (Figure 2). The group with a higher adherence to the MedDiet showed significantly greater reductions in body weight, BMI, total fat mass, liver fat, and FLI.




4. Discussion


This randomized controlled trial compared the effects of two personalized energy-restricted dietary strategies on anthropometry, body composition, biochemical determinations, and the non-invasive parameters of liver status in overweight or obese subjects with ultrasonography proven liver steatosis after 6 months of intervention. The main results evidenced the important association between weight loss, TAC, and MedDiet adherence, with an improvement in hepatic status variables such as liver fat content, FLI, and liver stiffness, regardless of the group of intervention and under the prescription of an energy-restricted balanced diet.



The pathogenesis of NAFLD involves a variety of components where dietary factors seem to be of key importance and have been associated with weight gain, obesity, and NAFLD development. Such factors include a high intake of calories and an excessive consumption of saturated fats, refined carbohydrates, and fructose, all distinctive features of the Western diet [35,36]. The important association between NAFLD and obesity emphasizes the role of dietary intake in the development and progression of NAFLD, since its prevalence rises with an increase in BMI [4]; in general, weight gain leads to the accumulation of fat in the liver [37]. Accordingly, lifestyle interventions focusing on weight loss by means of a reduction in caloric intake and/or an increase in energy expenditure are currently the first line treatment for subjects with NAFLD [2,38,39].



In the present study, both groups achieved comparable results in the evaluated variables, including weight loss, and the reduction in liver fat content and hepatic volume was evaluated by MRI, transaminases, and FLI. The findings with no significant differences in the changes between the intervention groups (even when dietary intake presented the expected statistical differences) may be explained by the energy restriction of 30% applied to both diets and the consequently similar weight loss of more than 9% in both groups, which agrees with the objectives proposed by the AASLD for the treatment of subjects with NAFLD. The AASLD recommends a weight loss of at least 3%–5% of body weight to reduce liver steatosis, while a loss of 7%–10% may be needed to improve fibrosis and the other histological characteristics of NASH [2,40]. Moreover, both dietary strategies in this trail were carefully designed and based on previously studied healthy dietary approaches, which have shown beneficial effects in the management of cardiovascular risk factors. The AHA diet was based on the AHA guidelines, and the FLiO diet was based on the RESMENA diet [28,41], instead of a comparison with a control group without active intervention or receiving only general recommendations.



On the other hand, several authors have proposed that dietary pattern analysis is the most realistic approach to evaluate the associations between diet and disease [42,43]. Accordingly, we evaluated the adherence to the MedDiet, as well as individual dietary features.



The MedDiet has shown a variety of health effects mainly related to the prevention of cardiovascular disease [44]. Thus, its potential repercussions in NAFLD development and treatment continue to be studied. A recent cross-sectional study with more than 13,000 individuals evaluated two population-based cohorts of adults from Switzerland and England and found that a greater adherence to the MedDiet was associated with a lower prevalence of hepatic steatosis [45]. Meanwhile, a study that compared subjects with NAFLD to an age, sex, and BMI matched control group found that a higher adherence to the MedDiet was not associated with a lower likelihood of having NAFLD but was associated with lower insulin resistance and less severe liver disease [46]. Recently, a randomized controlled trail compared a group that only followed a MedDiet, a group that followed a “Mediterranean lifestyle” (diet, exercise, and sleep recommendations), and a group that only received general dietary guidelines. The MedDiet group had significantly lowered liver stiffness values, while the subjects with the “Mediterranean lifestyle” prescription had significantly reduced ALT levels and liver stiffness in comparison with the third group [17]. In our study, most of the individual characteristics of the diet showed a small association with liver status after the dietary intervention, while a greater increase in the TAC and a higher adherence to the MedDiet (along with weight loss) seemed to be more decisive factors for additional benefits in the treatment of subjects with NAFLD. In the regression analyses, the TAC of the diet and the adherence to the MedDiet were significant and inversely associated with less hepatic fat content, even when the models included the percentage of weight loss.



Given that weight reduction through lifestyle changes is not a feasible alternative for all individuals with NAFLD, an increasing number of studies have been carried out to determine if certain dietary or lifestyle modifications might have beneficial effects on liver status even in the absence of weight loss [39,47]. These dietary modifications are focused on following a “high quality” and a “healthy” diet and aim to avoid foods typically present in the Western dietary pattern [15]. In a recent study with a duration of 12 weeks, hepatic steatosis was significantly diminished to a similar degree by both ad libitum low-fat and Mediterranean diets, even with only a 2% body weight loss [48].



Regarding liver stiffness, the results of the ARFI elastography did not significantly change in the whole sample after the intervention period and the differences between the groups did not reach statistical significance. Interestingly, liver stiffness decreased only in the FLiO group, although the difference in the changes was only marginally significant (p = 0.062). The remission or the stabilization of fibrosis is considered to be a positive aspect in clinical trials with NAFLD subjects [34]. Even when our results were derived from a medium-term intervention (6 months), the period of follow-up may have not been long enough to evidence an improvement in liver stiffness assessed by ARFI elastography. Previous studies have found an improvement in liver stiffness [49] while others have found no changes after dietary treatment [48]. Notably, in the regression analyses, a lower liver stiffness at the endpoint of the intervention was associated with a loss of body weight, visceral adipose tissue, and total fat mass and was marginally associated with a higher adherence to the MedDiet.



Inflammation plays a major role in the evolution of NAFLD; liver steatosis accompanied by hepatic inflammation (NASH) increases the risk of progression to fibrosis and cirrhosis [11]. Moreover, an association between adiponectin levels and liver fibrosis in subjects with chronic liver disease, including those with NAFLD, has been suggested. However, this relationship varies widely among the different liver diseases, and conflicting results are reported in the literature, so the nature of these associations remains poorly understood [50]. On the other hand, there is evidence that weight loss is a central factor in reducing the pro-inflammatory markers in obese or overweight individuals and that a hypocaloric diet has anti-inflammatory effects independent of the diet’s composition [51]. Interestingly, even when the weight loss percentage and the changes in the rest of the variables evaluated in our study were not significantly different between the groups, inflammatory markers (such as adiponectin and C-reactive protein) significantly improved in the FLiO group but not in the AHA group. These results might be related to the higher adherence to the MedDiet and the significant increase of the TAC in subjects following the FLiO diet, which entails a higher intake of fruits and vegetables and a “healthier profile” of fatty acids. A recent review and meta-analysis concluded that a higher intake of fruits and vegetables leads to a reduction in proinflammatory mediators [52]. Thus, the effect of weight loss in inflammatory markers might be greater when accompanied by a higher intake of fruits and vegetables, and we hypothesize that in a longer follow-up, the FLiO diet (with a higher adherence to de MedDiet and a higher TAC) may provide greater improvements. Due to the limited evidence on this issue, more well-designed trails specifically aiming to evaluate the interplay between inflammatory markers and dietary features in the treatment of NAFLD are needed, especially regarding NASH and liver fibrosis.



There are some limitations in this study that should be acknowledged. First, NAFLD was evaluated using non-invasive techniques instead of a liver biopsy, which is currently the most reliable approach for detecting steatohepatitis and fibrosis in NAFLD subjects. Nevertheless, liver biopsy is limited by cost, sampling errors, and procedure-related complications [2]. However, we carried out a compressive evaluation of liver status, and the design of this study was based on validated and widely used imaging techniques for the assessment of liver steatosis (MRI and ultrasonography [33]) and liver stiffness (ARFI elastography [53]). Second, the evaluation of the diet was carried out using self-reported information of the participants by means of an FFQ, which may produce a bias in dietary evaluation. On the other hand, the major strengths of this study include that it is a randomized controlled trial (considered to be the gold standard for evaluating the efficacy and safety of dietary interventions). Additionally, the implemented strategies consisted of personalized diets with individual follow-ups and tended to promote long term behavioral changes and a healthy lifestyle.




5. Conclusions


The data in this study suggest that, in the context of energy restriction, both the AHA and the FLiO diets may be valid options for the dietary treatment of NAFLD in overweight or obese subjects. Moreover, a higher TAC and adherence to the MedDiet might provide additional benefits to weight loss in the treatment of obesity and associated comorbidities, such as NAFLD.








Supplementary Materials


The following are available online at https://www.mdpi.com/2072-6643/11/10/2543/s1, Table S1: Regression analyses of liver fat percentage at 6 months as dependent variable and selected dietary components after the dietary intervention as independent variables.





Author Contributions


Conceptualization, B.A.M.-A., I.A., I.C., J.I.M., M.E., J.I.H., A.B.-B., J.Q., A.M.-E., J.I.U.-O., M.P.H.-M., J.A.T., J.A.M., and M.A.Z.; methodology, B.A.M.-A., I.A., I.C., J.I.M., M.E., A.B.-B., J.I.H., J.A.M., and M.A.Z.; validation, B.A.M.-A., I.A., J.A.M., and M.A.Z.; formal analysis, B.A.M.-A., I.A., J.A.M., and M.A.Z.; investigation, B.A.M.-A., I.A., J.A.M., and M.A.Z.; resources, B.A.M.-A., I.A., J.A.M., and M.A.Z.; data curation, B.A.M.-A., I.A., J.A.M., and M.A.Z.; writing—original draft preparation, B.A.M.-A., I.A., J.A.M., and M.A.Z.; writing—review and editing, B.A.M.-A., I.A., J.A.M., and M.A.Z.; visualization, B.A.M.-A., I.A., J.A.M., and M.A.Z.; supervision, B.A.M.-A., I.A., J.A.M., and M.A.Z.; project administration, I.A., J.A.T., J.A.M., and M.A.Z.; funding acquisition, M.A.Z., J.A.T., and J.A.M.




Funding


This research was funded by the Health Department of the Government of Navarra (61/2015), CIBERobn (Physiopathology of Obesity and Nutrition) and Fundació La Marató de TV3 (201630.10). B.A.M.-A. was supported by fellowships from Consejo Nacional de Ciencia y Tecnología (CONACYT) y el Estado de Michoacán (440104/2016).




Acknowledgments


The authors are grateful to all the participants of the study. The authors wish to express their gratitude to the Government of Navarra, CIBERobn, and Fundació La Marató de TV3 for their financial support. B.A.M.-A appreciates the predoctoral grant received from Consejo Nacional de Ciencia y Tecnología (CONACYT) y el Estado de Michoacán. Thanks are given to Carmen Fuertes-Ran, Verónica Ciaurriz, Vanessa Bullon-Vela, Cristina Galarregui, and to the nurses from the departments of Clinical Chemistry, Radiology, Internal Medicine, and the Liver Unit of the Clinica Universidad de Navarra for their contributions to the FLiO project.




Conflicts of Interest


The authors declare no conflict of interest.




References


	



Buzzetti, E.; Pinzani, M.; Tsochatzis, E.A. The multiple-hit pathogenesis of non-alcoholic fatty liver disease (NAFLD). Metabolism 2016, 65, 1038–1048. [Google Scholar] [CrossRef] [PubMed]

	



Chalasani, N.; Younossi, Z.; Lavine, J.E.; Charlton, M.; Cusi, K.; Rinella, M.; Harrison, S.A.; Brunt, E.M.; Sanyal, A.J. The diagnosis and management of nonalcoholic fatty liver disease: Practice guidance from the American Association for the Study of Liver Diseases. Hepatology 2018, 67, 328–357. [Google Scholar] [CrossRef] [PubMed]

	



Vilar-Gomez, E.; Calzadilla-Bertot, L.; Wai-Sun Wong, V.; Castellanos, M.; Aller-de la Fuente, R.; Metwally, M.; Eslam, M.; Gonzalez-Fabian, L.; Alvarez-Quiñones Sanz, M.; Conde-Martin, A.F.; et al. Fibrosis Severity as a Determinant of Cause-Specific Mortality in Patients With Advanced Nonalcoholic Fatty Liver Disease: A Multi-National Cohort Study. Gastroenterology 2018, 155, 443–457. [Google Scholar] [CrossRef] [PubMed]

	



Younossi, Z.; Anstee, Q.M.; Marietti, M.; Hardy, T.; Henry, L.; Eslam, M.; George, J.; Bugianesi, E. Global burden of NAFLD and NASH: Trends, predictions, risk factors and prevention. Nat. Rev. Gastroenterol. Hepatol. 2018, 15, 11–20. [Google Scholar] [CrossRef]

	



Seko, Y.; Yamaguchi, K.; Itoh, Y. The genetic backgrounds in nonalcoholic fatty liver disease. Clin. J. Gastroenterol. 2018, 11, 97–102. [Google Scholar] [CrossRef]

	



Di Costanzo, A.; Belardinilli, F.; Bailetti, D.; Sponziello, M.; D’Erasmo, L.; Polimeni, L.; Baratta, F.; Pastori, D.; Ceci, F.; Montali, A.; et al. Evaluation of Polygenic Determinants of Non-Alcoholic Fatty Liver Disease (NAFLD) By a Candidate Genes Resequencing Strategy. Sci. Rep. 2018, 8, 3702. [Google Scholar] [CrossRef]

	



Pelusi, S.; Valenti, L. Hepatic fat as clinical outcome and therapeutic target for nonalcoholic fatty liver disease. Liver Int. 2019, 39, 250–256. [Google Scholar] [CrossRef]

	



Bullón-Vela, M.V.; Abete, I.; Martinez, J.A.; Zulet, M.A. Obesity and Nonalcoholic Fatty Liver Disease: Role of Oxidative Stress. In Obesity: Oxidative Stress and Dietary Antioxidants; Marti del Moral, A., García, C.M.A., Eds.; Elsevier: London, UK, 2018; pp. 111–133. ISBN 9780128125052 0128125055. [Google Scholar]

	



Byrne, C.D.; Targher, G. NAFLD: A multisystem disease. J. Hepatol. 2015, 62, S47–S64. [Google Scholar] [CrossRef]

	



Liu, H.; Fu, J.; Hong, R.; Liu, L.; Li, F. Acoustic Radiation Force Impulse Elastography for the Non-Invasive Evaluation of Hepatic Fibrosis in Non-Alcoholic Fatty Liver Disease Patients: A Systematic Review & Meta-Analysis. PLoS ONE 2015, 10, e0127782. [Google Scholar] [CrossRef]

	



McGettigan, B.; McMahan, R.; Orlicky, D.; Burchill, M.; Danhorn, T.; Francis, P.; Cheng, L.L.; Golden-Mason, L.; Jakubzick, C.V.; Rosen, H.R. Dietary Lipids Differentially Shape Nonalcoholic Steatohepatitis Progression and the Transcriptome of Kupffer Cells and Infiltrating Macrophages. Hepatology 2019, 70, 67–83. [Google Scholar] [CrossRef]

	



Romero-Gómez, M.; Zelber-Sagi, S.; Trenell, M. Treatment of NAFLD with diet, physical activity and exercise. J. Hepatol. 2017, 67, 829–846. [Google Scholar] [CrossRef] [PubMed]

	



Oh, S.; So, R.; Shida, T.; Matsuo, T.; Kim, B.; Akiyama, K.; Isobe, T.; Okamoto, Y.; Tanaka, K.; Shoda, J. High-intensity aerobic exercise improves both hepatic fat content and stiffness in sedentary obese men with nonalcoholic fatty liver disease. Sci. Rep. 2017, 7, 43029. [Google Scholar] [CrossRef] [PubMed]

	



Cantero, I.; Abete, I.; Monreal, J.I.; Martinez, J.A.; Zulet, M.A. Fruit fiber consumption specifically improves liver health status in obese subjects under energy restriction. Nutrients 2017, 9, 667. [Google Scholar] [CrossRef]

	



Eslamparast, T.; Tandon, P.; Raman, M. Dietary composition independent of weight loss in the management of non-alcoholic fatty liver disease. Nutrients 2017, 9, 800. [Google Scholar] [CrossRef] [PubMed]

	



Ratziu, V. Non-pharmacological interventions in non-alcoholic fatty liver disease patients. Liver Int. 2017, 37, 90–96. [Google Scholar] [CrossRef] [PubMed]

	



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

	



Sanyal, A.J.; Brunt, E.M.; Kleiner, D.E.; Kowdley, K.V.; Chalasani, N.; Lavine, J.E.; Ratziu, V.; Mccullough, A. Endpoints and clinical trial design for nonalcoholic steatohepatitis. Hepatology 2011, 54, 344–353. [Google Scholar] [CrossRef]

	



Tudor-Locke, C.; Craig, C.L.; Brown, W.J.; Clemes, S.A.; De Cocker, K.; Giles-Corti, B.; Hatano, Y.; Inoue, S.; Matsudo, S.M.; Mutrie, N.; et al. How many steps/day are enough? for adults. Int. J. Behav. Nutr. Phys. Act. 2011, 8, 79. [Google Scholar] [CrossRef]

	



Colom, A.; Fiol, M.; Ruiz, M.; Compa, M.; Morey, M.; Moñino, M.; Romaguera, D. Association between access to public open spaces and physical activity in a mediterranean population at high cardiovascular risk. Int. J. Environ. Res. Public Health 2018, 15, 1285. [Google Scholar] [CrossRef]

	



Ainsworth, B.E.; Haskell, W.L.; Herrmann, S.D.; Meckes, N.; Bassett, D.R.; Tudor-Locke, C.; Greer, J.L.; Vezina, J.; Whitt-Glover, M.C.; Leon, A.S. Compendium of Physical Activities: A Second Update of Codes and MET Values. Med. Sci. Sport. Exerc. 2011, 43, 1575–1581. [Google Scholar] [CrossRef]

	



Trumbo, P.; Schlicker, S.; Yates, A.A.; Poos, M. Dietary reference intakes for energy, carbohydrate, fiber, fat, fatty acids, cholesterol, protein and amino acids. J. Am. Diet. Assoc. 2002, 102, 1621. [Google Scholar] [CrossRef]

	



Zulet, M.A.; Navas-Carretero, S.; Bondia-Pons, I.; Abete, I.; Martinez, J.A.; Lopez-Legarrea, P.; Forga, L.; de la Iglesia, R. A new dietary strategy for long-term treatment of the metabolic syndrome is compared with the American Heart Association (AHA) guidelines: The MEtabolic Syndrome REduction in NAvarra (RESMENA) project. Br. J. Nutr. 2013, 111, 643–652. [Google Scholar] [CrossRef]

	



Lopez-Legarrea, P.; De La Iglesia, R.; Abete, I.; Bondia-Pons, I.; Navas-Carretero, S.; Forga, L.; Martinez, J.A.; Zulet, M.A. Short-term role of the dietary total antioxidant capacity in two hypocaloric regimes on obese with metabolic syndrome symptoms: The RESMENA randomized controlled trial. Nutr. Metab. 2013, 10, 22. [Google Scholar] [CrossRef] [PubMed]

	



Fernández-Ballart, J.D.; Piñol, J.L.; Zazpe, I.; Corella, D.; Carrasco, P.; Toledo, E.; Perez-Bauer, M.; Martínez-González, M.Á.; Salas-Salvadó, J.; Martn-Moreno, J.M. Relative validity of a semi-quantitative food-frequency questionnaire in an elderly Mediterranean population of Spain. Br. J. Nutr. 2010, 103, 1808–1816. [Google Scholar] [CrossRef]

	



Galarregui, C.; Zulet, M.; Cantero, I.; Marín-Alejandre, B.; Monreal, J.; Elorz, M.; Benito-Boillos, A.; Herrero, J.; Tur, J.; Abete, I.; et al. Interplay of Glycemic Index, Glycemic Load, and Dietary Antioxidant Capacity with Insulin Resistance in Subjects with a Cardiometabolic Risk Profile. Int. J. Mol. Sci. 2018, 19, 3662. [Google Scholar] [CrossRef]

	



Galmes-Panades, A.M.; Konieczna, J.; Abete, I.; Colom, A.; Rosique-Esteban, N.; Zulet, M.A.; Vázquez, Z.; Estruch, R.; Vidal, J.; Toledo, E.; et al. PREDIMED-Plus investigators Lifestyle factors and visceral adipose tissue: Results from the PREDIMED-PLUS study. PLoS ONE 2019, 14, e0210726. [Google Scholar] [CrossRef]

	



de la Iglesia, R.; Lopez-Legarrea, P.; Abete, I.; Bondia-Pons, I.; Navas-Carretero, S.; Forga, L.; Martinez, J.A.; Zulet, M.A. A new dietary strategy for long-term treatment of the metabolic syndrome is compared with the American Heart Association (AHA) guidelines: The MEtabolic Syndrome REduction in NAvarra (RESMENA) project. Br. J. Nutr. 2014, 111, 643–652. [Google Scholar] [CrossRef]

	



Bedogni, G.; Bellentani, S.; Miglioli, L.; Masutti, F.; Passalacqua, M.; Castiglione, A.; Tiribelli, C. The fatty liver index: A simple and accurate predictor of hepatic steatosis in the general population. BMC Gastroenterol. 2006, 6, 33. [Google Scholar] [CrossRef]

	



Kahl, S.; Straßburger, K.; Nowotny, B.; Livingstone, R.; Klüppelholz, B.; Keßel, K.; Hwang, J.H.; Giani, G.; Hoffmann, B.; Pacini, G.; et al. Comparison of liver fat indices for the diagnosis of hepatic steatosis and insulin resistance. PLoS ONE 2014, 9, e94059. [Google Scholar] [CrossRef]

	



Cantero, I.; Elorz, M.; Abete, I.; Marin, B.A.; Herrero, J.I.; Monreal, J.I.; Benito, A.; Quiroga, J.; Martínez, A.; Huarte, M.P.; et al. Ultrasound/Elastography techniques, lipidomic and blood markers compared to Magnetic Resonance Imaging in non-alcoholic fatty liver disease adults. Int. J. Med. Sci. 2019, 16, 75–83. [Google Scholar] [CrossRef]

	



Marin-Alejandre, B.; Abete, I.; Cantero, I.; Riezu-Boj, J.; Milagro, F.; Monreal, J.; Elorz, M.; Herrero, J.; Benito-Boillos, A.; Quiroga, J.; et al. Association between Sleep Disturbances and Liver Status in Obese Subjects with Nonalcoholic Fatty Liver Disease: A Comparison with Healthy Controls. Nutrients 2019, 11, 322. [Google Scholar] [CrossRef] [PubMed]

	



Lee, S.S.; Park, S.H. Radiologic evaluation of nonalcoholic fatty liver disease. World J. Gastroenterol. 2014, 20, 7392–7402. [Google Scholar] [CrossRef] [PubMed]

	



Cassinotto, C.; Boursier, J.; de Lédinghen, V.; Lebigot, J.; Lapuyade, B.; Cales, P.; Hiriart, J.B.; Michalak, S.; Le Bail, B.; Cartier, V.; et al. Liver stiffness in nonalcoholic fatty liver disease: A comparison of supersonic shear imaging, FibroScan, and ARFI with liver biopsy. Hepatology 2016, 63, 1817–1827. [Google Scholar] [CrossRef] [PubMed]

	



Cantoral, A.; Contreras-Manzano, A.; Luna-Villa, L.; Batis, C.; Roldán-Valadez, E.; Ettinger, A.; Mercado, A.; Peterson, K.; Téllez-Rojo, M.; Rivera, J. Dietary Sources of Fructose and Its Association with Fatty Liver in Mexican Young Adults. Nutrients 2019, 11, 522. [Google Scholar] [CrossRef] [PubMed]

	



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

	



Marchesini, G.; Petta, S.; Dalle Grave, R. Diet, weight loss, and liver health in nonalcoholic fatty liver disease: Pathophysiology, evidence, and practice. Hepatology 2016, 63, 2032–2043. [Google Scholar] [CrossRef]

	



Rachakonda, V.; Wills, R.; DeLany, J.P.; Kershaw, E.E.; Behari, J. Differential Impact of Weight Loss on Nonalcoholic Fatty Liver Resolution in a North American Cohort with Obesity. Obesity 2017, 25, 1360–1368. [Google Scholar] [CrossRef]

	



Katsagoni, C.N.; Georgoulis, M.; Papatheodoridis, G.V.; Panagiotakos, D.B.; Kontogianni, M.D. Effects of lifestyle interventions on clinical characteristics of patients with non-alcoholic fatty liver disease: A meta-analysis. Metabolism 2017, 68, 119–132. [Google Scholar] [CrossRef]

	



Sayiner, M.; Lam, B.; Golabi, P.; Younossi, Z.M. Advances and challenges in the management of advanced fibrosis in nonalcoholic steatohepatitis. Therap. Adv. Gastroenterol. 2018, 11, 175628481881150. [Google Scholar] [CrossRef]

	



Van Horn, L.; Carson, J.A.S.; Appel, L.J.; Burke, L.E.; Economos, C.; Karmally, W.; Lancaster, K.; Lichtenstein, A.H.; Johnson, R.K.; Thomas, R.J.; et al. American Heart Association Nutrition Committee of the Council on Lifestyle and Cardiometabolic Health; Council on Cardiovascular Disease in the Young; Council on Cardiovascular and Stroke Nursing; Council on Clinical Cardiology; and Stroke Council Recommended Dietary Pattern to Achieve Adherence to the American Heart Association/American College of Cardiology (AHA/ACC) Guidelines: A Scientific Statement From the American Heart Association. Circulation 2016, 134, e505–e529. [Google Scholar] [CrossRef]

	



Hu, F.B. Dietary pattern analysis: A new direction in nutritional epidemiology. Curr. Opin. Lipidol. 2002, 13, 3–9. [Google Scholar] [CrossRef] [PubMed]

	



Varraso, R.; Garcia-Aymerich, J.; Monier, F.; Le Moual, N.; De Batlle, J.; Miranda, G.; Pison, C.; Romieu, I.; Kauffmann, F.; Maccario, J. Assessment of dietary patterns in nutritional epidemiology: Principal component analysis compared with confirmatory factor analysis. Am. J. Clin. Nutr. 2012, 96, 1079–1092. [Google Scholar] [CrossRef]

	



Ros, E.; Martínez-González, M.A.; Estruch, R.; Salas-Salvadó, J.; Fitó, M.; Martínez, J.A.; Corella, D. Mediterranean Diet and Cardiovascular Health: Teachings of the PREDIMED Study. Adv. Nutr. 2014, 5, 330S–336S. [Google Scholar] [CrossRef]

	



Khalatbari-Soltani, S.; Imamura, F.; Brage, S.; De Lucia Rolfe, E.; Griffin, S.J.; Wareham, N.J.; Marques-Vidal, P.; Forouhi, N.G. The association between adherence to the Mediterranean diet and hepatic steatosis: Cross-sectional analysis of two independent studies, the UK Fenland Study and the Swiss CoLaus Study. BMC Med. 2019, 17, 19. [Google Scholar] [CrossRef] [PubMed]

	



Kontogianni, M.D.; Tileli, N.; Margariti, A.; Georgoulis, M.; Deutsch, M.; Tiniakos, D.; Fragopoulou, E.; Zafiropoulou, R.; Manios, Y.; Papatheodoridis, G. Adherence to the Mediterranean diet is associated with the severity of non-alcoholic fatty liver disease. Clin. Nutr. 2014, 33, 678–683. [Google Scholar] [CrossRef] [PubMed]

	



Della Pepa, G.; Vetrani, C.; Lombardi, G.; Bozzetto, L.; Annuzzi, G.; Rivellese, A. Isocaloric Dietary Changes and Non-Alcoholic Fatty Liver Disease in High Cardiometabolic Risk Individuals. Nutrients 2017, 9, 1065. [Google Scholar] [CrossRef] [PubMed]

	



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

	



Abenavoli, L.; Greco, M.; Milic, N.; Accattato, F.; Foti, D.; Gulletta, E.; Luzza, F. Effect of Mediterranean Diet and Antioxidant Formulation in Non-Alcoholic Fatty Liver Disease: A Randomized Study. Nutrients 2017, 9, 870. [Google Scholar] [CrossRef]

	



Udomsinprasert, W.; Honsawek, S.; Poovorawan, Y. Adiponectin as a novel biomarker for liver fibrosis. World J. Hepatol. 2018, 10, 708–718. [Google Scholar] [CrossRef]

	



Bianchi, V.E. Weight loss is a critical factor to reduce inflammation. Clin. Nutr. ESPEN 2018, 28, 21–35. [Google Scholar] [CrossRef]

	



Hosseini, B.; Berthon, B.S.; Saedisomeolia, A.; Starkey, M.R.; Collison, A.; Wark, P.A.B.; Wood, L.G. Effects of fruit and vegetable consumption on inflammatory biomarkers and immune cell populations: A systematic literature review and meta-analysis. Am. J. Clin. Nutr. 2018, 108, 136–155. [Google Scholar] [CrossRef] [PubMed]

	



Bota, S.; Herkner, H.; Sporea, I.; Salzl, P.; Sirli, R.; Neghina, A.M.; Peck-Radosavljevic, M. Meta-analysis: ARFI elastography versus transient elastography for the evaluation of liver fibrosis. Liver Int. 2013, 33, 1138–1147. [Google Scholar] [CrossRef] [PubMed]








[image: Nutrients 11 02543 g001 550] 





Figure 1. Flowchart of participants in the Fatty Liver in Obesity (FLiO) study. 
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Figure 2. Weight loss percentage and percentage of changes in selected variables according to the median score of the Mediterranean Diet (MedDiet) adherence questionnaire (<12 points n = 30 and > 12 points n = 46) after 6 months of dietary intervention. 
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Table 1. Characteristics at baseline and after 6 months of dietary intervention in subjects with NAFLD according to the group of intervention.
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AHA

	

	
FLiO

	

	

	




	

	
Baseline

(n = 48)

	
6 months

(n = 37)

	
p-Value a

	
Baseline

(n = 50)

	
6 months

(n = 39)

	
p-Value a

	
Baseline

p-Value b

	
∆ p-Value c






	
Age (years)

	
51.1 (9.8)

	
-

	
49.2 (8.9)

	
-

	
0.326

	
-




	
Sex (Women/Men)

	
20/28

	
-

	
27/23

	
-

	
0.666 e

	
-




	
Anthropometry and body composition




	
Weight (kg)

	
94.4 (14.4)

	
84.2 (13.1)

	
<0.001

	
95.1 (14.0)

	
86.6 (13.2)

	
<0.001

	
0.791

	
0.621




	
BMI (kg/m2)

	
33.7 (4.0)

	
30.2 (4.1)

	
<0.001

	
33.3 (3.5)

	
30.1 (3.6)

	
<0.001

	
0.645

	
0.929




	
Waist circumference (cm)

	
109.7 (9.6)

	
98.7 (14.8)

	
<0.001

	
108.3 (9.2)

	
99.4 (9.5)

	
<0.001

	
0.462

	
0.614




	
Total fat mass (%)

	
42.7 (6.0)

	
37.0 (7.4)

	
<0.001

	
42.3 (6.2)

	
37.8 (7.8)

	
<0.001

	
0.759

	
0.857




	
Visceral adipose tissue (kg)

	
2.5 (1.1)

	
1.6 (0.8)

	
<0.001

	
2.3 (1.1)

	
1.5 (0.8)

	
<0.001

	
0.235

	
0.330




	
SBP (mmHg)

	
133 (14.3)

	
119 (23.2)

	
0.003

	
128 (15.2)

	
123 (15.3)

	
0.009

	
0.089

	
0.111




	
DBP (mmHg)

	
87 (8.2)

	
79 (7.9)

	
<0.001

	
86 (9.3)

	
82 (8.3)

	
<0.001

	
0.797

	
0.661




	
Biochemical parameters




	
Total cholesterol (mg/dL)

	
192 (40.4)

	
177 (42.9)

	
0.089

	
197 (34.7)

	
185 (41.3)

	
0.051

	
0.514

	
0.362




	
HDL cholesterol (mg/dL)

	
51.9 (14.3)

	
53.0 (13.8)

	
0.073

	
53.8 (12.1)

	
54.7 (12.0)

	
0.251

	
0.436

	
0.858




	
LDL cholesterol (mg/dL)

	
114 (37.3)

	
103 (36.7)

	
0.264

	
118 (30.4)

	
112 (35.4)

	
0.265

	
0.576

	
0.934




	
Triglycerides (mg/dL)

	
128.6 (65.7)

	
98.6 (41.4)

	
0.003

	
129.1 (61.9)

	
90.6 (58.5)

	
<0.001

	
0.960

	
0.103




	
Fasting glucose (mg/dL)

	
103.8 (17.9)

	
94.7 (14.4)

	
<0.001

	
101.4 (13.5)

	
93.0 (10.8)

	
<0.001

	
0.912

	
0.204




	
Insulin (mU/L)

	
17.5 (9.4)

	
11.2 (7.2)

	
<0.001

	
16.6 (7.4)

	
11.2 (7.3)

	
<0.001

	
0.615

	
0.788




	
HOMA-IR

	
4.6 (2.8)

	
2.7 (2.2)

	
<0.001

	
4.2 (2.1)

	
2.6 (1.9)

	
<0.001

	
0.623

	
0.581




	
Leptin (ng/mL)

	
37.1 (27.0)

	
20.8 (15.7)

	
<0.001

	
38.8 (31.1)

	
22.3 (17.1)

	
<0.001

	
0.934

	
0.770




	
Adiponectin (µg/mL)

	
6.7 (2.2)

	
8.0 (3.0)

	
0.118

	
6.6 (2.2)

	
9.5 (3.7)

	
<0.001

	
0.