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Abstract: Background and Aims: The presence of steatohepatitis in obese patients can be multifactorial.
The current study tries to determine the differences between diabetic and non-diabetic patients regarding
the presence of steatohepatitis. We evaluated sequential liver samples and collected the times of bariatric
surgery to assess the presence of NASH in patients with obesity, in the circuit of bariatric surgery.
Methods: We performed a retrospective study of 49 patients presenting high-grade obesity in the
circuit of bariatric surgery, with liver biopsy. The patients underwent bariatric surgery at a single
center in France and were followed for 2 years. The liver biopsies were performed intraoperatively
on all 49 patients before the bariatric surgery. The primary endpoint of the study was to evaluate
the relationships between steatohepatitis/liver fibrosis and the presence of diabetes and to evaluate
the current relationships between the biochemical work-ups. Special importance was accorded to the
correlations between vitamin D levels and the presence of hepatic steatosis, due to the antifibrogenic
pattern in the liver, as shown in many important papers in the field. Results: Significant correlations were
found between the presence of liver fibrosis and the presence of diabetes (p = 0.022), but not regarding
the antidiabetic treatment. An important correlation was found between the vitamin D levels and the
presence of liver fibrosis, as well as with the levels of A1C hemoglobin and LDL cholesterol levels.
Conclusions: Vitamin D deficiency presents a strong correlation with hepatic steatosis in individuals
with morbid obesity. Correcting vitamin D deficiency may present a beneficial role in treating hepatic
steatosis, diabetes, and cardiovascular risk in patients with morbid obesity.

Keywords: steatohepatitis; NASH; diabetes; obesity; vitamin D

1. Introduction

Current epidemiological data present a worldwide epidemic of obesity and
type 2 diabetes mellitus (T2DM), with an emerging prevalence of non-alcoholic fatty
liver disease or metabolic (dysfunction) associated fatty liver disease (MAFLD) among
these patients [1].

Metabolic (dysfunction)-associated fatty liver disease (MAFLD) is the principal cause of
abnormal liver function biochemical evaluation and liver disease among obese adults [2,3].
Metabolic (dysfunction)-associated fatty liver disease (MAFLD) involves increased concen-
trations of triglycerides in hepatocytes, determining an increase in liver mass by 5–10% [4]
in subjects with low or no alcohol consumption. MAFLD can present different degrees of
histological modifications, from simple hepatic steatosis and non-alcoholic steatohepatitis
(NASH) to an inflammatory reaction and cellular damage in the liver such as the ballooning
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of hepatic cells, or the presence of different degrees of fibrosis, progressing to cirrhosis
and eventually to hepatocellular carcinoma. MAFLD is commonly associated with obe-
sity, type 2 diabetes (T2DM), dyslipidemia, and insulin resistance, all components of the
metabolic syndrome, as well as the presence of metabolic dysregulation and colonic divertic-
ulosis [5], implying that MAFLD is the hepatic involvement of the metabolic syndrome [6].

Dyslipidemia and insulin resistance (IR) present an association with excessive triglyc-
eride deposits in the liver hepatocytes [7,8]. This accumulation of increased gluconeogenesis
decreases glycogen synthesis, exacerbates insulin resistance, and increases hepatic inflam-
mation, producing a progression of liver disease from healthy to fibrosis, to cirrhosis, and
therefore producing a higher risk of hepatocarcinoma [5,7,8]. Weight loss is a very impor-
tant and decisive change in controlling MAFLD. Bariatric surgery on MAFLD has presented
beneficial effects, improving histological results, as stated in some studies, with a resolution
of NASH in 75% of cases, a further reduction in fibrosis in 35% of patients [9,10], and a
partial reversion of cirrhosis; these results were not achieved with other treatment, such as
diet and habit changing [10]. In 2017, the International Diabetes Federation published data
estimating the rising prevalence of type 2 diabetes (T2DM) in 415 million humans and with
an expectation of further growth to 642 million by 2040 [11]. Given this situation, better
control of obesity should be achieved by better educating people and anticipating these
facts by controlling weight loss via bariatric surgery and metabolic surgery, further improv-
ing global outcomes, and controlling cardiovascular risks, thus decreasing the economic
burden of what is to come [12].

The prevalence of MAFLD has been reported to be in the 15–30% range in the general
population in various countries [13] and increasing. Compared with non-diabetic patients,
people presenting type 2 diabetes appear to have an increased risk of MAFLD appearing
and surely present a higher risk of developing fibrosis and cirrhosis [2,6].

Vitamin D is an important hormone that presents multiple roles apart from the home-
ostasis of bone. Important papers in the field have presented a crucial role of vitamin D
in the modulation of the immune system, presenting important anti-inflammatory and
antifibrogenic roles, especially in liver fibrosis [14–16]. A recent meta-analysis has depicted
an important association between vitamin D status and the presence of MAFDL, both in
adults and children [16–19].

The main objective of this study is to associate the histology results of liver biopsy in
patients who underwent bariatric surgery for obesity with the presence of diabetes and the
status of vitamin D. The result is to estimate the prevalence of NASH and fibrosis in this
group of patients and to verify if there is any correlation between the biochemical features,
such as vitamin D, lipids, biochemical profile, and the current medications.

2. Materials and Methods

In this retrospective study, 49 patients with severe obesity, diabetic and non-diabetic
patients who underwent bariatric surgery by the same team from the Mercy Hospital, Metz
from 2020 to 2021, underwent perioperative liver biopsy.

Patients with reported alcohol consumption greater than 140 g/week for men and
70 g/week for women [7], current use or ingestion of hepatotoxic treatments, current other
liver diseases such as viral hepatitis or liver carcinoma, or the previous bariatric surgery of
intragastric balloon insertion, were excluded from the cohort.

For the cohort, anthropometric data before surgery were recorded, including body
mass index (BMI), biochemical work-up, and histopathological results. The cohort consisted
of patients without diabetes, patients with T2DM in treatment with insulin-basal or rapid
analogs or other oral antidiabetic drugs in the preoperative assessment, and patients
without active diabetes but with glycosylated hemoglobin (HbA1c) >6.5. The study was
approved by the Local Ethics Committee (II/11.2020) and the study was following the
Ethics Code of the World Medical Association (Declaration of Helsinki, Seoul, Korea,
October 2008).
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Regarding the histopathological results, we used the MAFLD activity score (NAS)
system, created by Kleiner et al. [20], to assess the degree of hepatic steatosis, the presence
of ballooning, inflammation activity, and fibrosis degree.

The NAS system [21] evaluation comprises the scores for histological evaluation (0–8),
the extent of steatosis (0–3), lobular inflammation (0–3), and ballooning (0–2). To quantify
the liver steatosis, the following were considered:

• Less than 5% of steatosis received a score of 0;
• A total of 5% to 33% received a score of 1;
• An amount of 34% to 66% was noted as score of 2;
• Greater than 66% was noted as score of 3.

For the correct diagnosis of NASH [22], steatosis must be associated with hepatocyte
ballooning and/or inflammatory infiltration. NASH activity was graded from 0 to 2,
according to the presence of ballooning as none (0), mild (1), or severe (2). Lobular
inflammation was noted as the absence of foci (0), the presence of 1–2 foci in twenty
fields (1), the presence of 3–4 foci in twenty fields (2), and the presence of more than 4 foci
in twenty fields (3).

We presented the degree of fibrosis as:

• Stage 0, without presence of fibrosis;
• Grade 1a, when mild fibrosis was found in zone 3;
• Grade 1b, when moderate fibrosis was found in zone 3;
• Grade 1c, when only periportal/portal fibrosis was found;
• Grade 2, when periportal/portal fibrosis and zone 3 were present;
• Grade 3, when bridging fibrosis was identified;
• Grade 4, when cirrhosis was found.

An additional elastographic measurement was added, and the degree of hepatic
fibrosis was measured with transient elastography with ARFI-Fibroscan. Elastography is a
validated complementary method to 2B ultrasound evaluation [23–25]. It is simple, non-
invasive, and operator-independent and with a good correlation with the histopathological
liver biopsy results [26].

The biochemical work-up was assessed preoperatively, and it included a complete
lipid profile—total cholesterol, HDL cholesterol, LDL cholesterol, triglycerides, a complete
blood count with platelets count, the liver enzymes with total bilirubin level (BT), glucose,
and hemoglobin A1C.

Statistical Analysis

Data were collected and analyzed using SPSS version 26 (SPSS Inc., Chicago, IL,
USA) and are presented as means ± standard deviation for continuous variables with
Gaussian distribution, and as median and interquartile range for continuous variables
without Gaussian distribution or percentages for categorical variables. To assess the
significance of the differences studied between groups, we used the Student’s t-test, the
analysis of variance (means and Gaussian populations), the Mann–Whitney U test, the
Kruskal–Wallis test (medians and non-Gaussian populations), or the χ2 (proportions) test.
Continuous-variable distributions were tested for normality using the Shapiro–Wilk test
and for equality of variance using Levene’s test. The strength of association between two
continuous variables from non-Gaussian populations was evaluated using Spearman’s
correlation coefficient. Sample-size calculation was performed before the study, aiming to
provide a confidence level of 95%. In this study, p,0.05 was considered the threshold for
statistical significance.

3. Results

Our study included 49 patients, 18 diabetics (2 patients with type 1 diabetes and
16 patients with type 2 diabetes mellitus) and 31 non-diabetic patients, who underwent
bariatric surgery by the same operating team. Of those patients, 14 (28.6%) had grade II
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obesity and 35 (71.4%) had morbid obesity. From the cohort, 34 patients were women and
15 were men, with ages between 29 and 63 years, and the median age was 50 years.

Liver biopsy was performed intraoperatively and liver fibrosis in the patients was
evaluated preoperatively by using transient elastography.

Ten patients did not present liver fibrosis by elastographic evaluation, confirmed by
the histopathological evaluation of the liver biopsy. According to the liver histological
findings, 7 patients (14.3%) had cirrhosis, 3 patients (6.1%) had F3 fibrosis, 8 patients (42.0%)
had F2 fibrosis, and 21 patients (20.44%) had F1 fibrosis, followed by 10 patients with no
fibrosis (36.4%).

Thirty-one patients presented type 2 diabetes with oral medication and one patient
presented type 1 diabetes with insulin treatment. When analyzing their current antidiabetic
treatment, we found that 27 (44.9%) had a treatment with Metformine, 6 (9.1%) with
dipeptidyl peptidase-4 inhibitor (DPP4), and 3 (6.1%) with sulphamides, followed by
2 (4.1%) in treatment with sodium-glucose cotransporter-2 (SGLT2) inhibitors.

The baseline characteristics of the studied cohort are presented in Table 1. The HbA1C
results presented in Table 1 are from diabetic and non-diabetic patients, as all of them were
evaluated with this parameter before surgery.

Table 1. Patient baseline characteristics.

Parameter Value

Age (years) b 50 (20)
BMI b 43.20 kg/m2 (6)

Total bilirubin a 5.3 mg/dL (2.6)
Albumin a 40.4 g/L (4.6)
Platelets a 269,061 cc/m3 (57,931)

Vitamine D a 23.9 ng/mL (9.5)
Glucose b 1.05 g/L (0.38)
HbA1c b 6.1% (1.3)

HDL cholesterol b 0.44 g/L (0.23)
Triglycerides b 1.36 g/L (1.2)

AST b 22 UI/L (12)
ALT b 26 UI/L (19)
GGT b 26 UI/L (52)

Fibroscan a 7.33 kPa (2.95)
Notes: a Numeric variables with Gaussian distribution. Results are presented as mean ± standard devia-
tion. b Numeric variables without Gaussian distribution. Results presented as median and interquartile range.
Legend: BMI—body mass index; HbA1c—hemoglobin A1c; HDL cholesterol—high-density lipoprotein choles-
terol; LDL cholesterol—low-density lipoprotein cholesterol; AST—aspartate transaminase; ALT—alanine transam-
inase; GGT—gamma-glutamyltransferase.

There were significant differences regarding the presence of liver fibrosis between the
patients with diabetes and the non-diabetic cohort p = 0.022 (Chi-square) (Figure 1).

Significant correlations were found when regarding the biochemical workups and the
presence of fibrosis.

In Table 2 are presented the clinical correlations of the histopathological findings, gender,
body mass index, and the presence of diabetes with the total preoperative vitamin D levels.

The correlation between vitamin D and biochemical work-ups was evaluated using
Pearson’s correlation coefficient r. The statistical relationships between vitamin D and
fibrosis, LDL, HDL triglycerides, and Hba1c was evaluated.

The results (R coefficient, 95% confidence intervals for each, and a p-value for the
difference between the r values) were as follows: low-density lipoprotein (LDL) cholesterol
and vitamin D correlation (R 0.39, 95% CI [0.12–0.6], p = 0.007), high-density protein
(HDL) cholesterol and vitamin D correlation (R −0.38, 95% CI [−0.6–−0.11], p = 0.025),
triglycerides and vitamin D concentration (R −0.33, 95% CI [−0.56–−0.061], p = 0.018),
hemoglobin A1c and vitamin D (R 0.38, 95% CI [0.11–0.6], p = 0.006), and liver fibrosis and
vitamin D concentration (R 0.41, 95% CI [0.15–0.62], p = 0.003). We observed moderate
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positive correlation between vitamin D and LDL cholesterol, as well as a positive correlation
between liver fibrosis and vitamin D and a moderate negative correlation between HDL
cholesterol and triglycerides.
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Figure 1. Statistical differences between non-diabetic and diabetic patients regarding the presence of
liver fibrosis.

Table 2. Vitamin D association between groups.

Parameters N Vitamin D (ng/dl) p Value

Fibrosis

0 10 (36.4%) 19.7 (7.2)

0.001
1 21 (20.44%) 24.1 (6.8)
2 8 (42.29%) 20.5 (12.7)
3 3 (6.1%) 39.9
4 7 (14.3%) 34.7 (3.8)

Steatosis

0 4 (12.1%)

0.053
1 14 (28.6%) 20.8 (7.4)
2 22 (44.9%) 20.5 (12.7)
3 9 (18.4%) 28.2 (10.5)
4 4 (8.2%) 35

NASH

0 7 (14.3%) 20.2 (7.4)

0.094
1 35 (71.4%) 24.6 (9.3)
2 3 (6.1%) 28.8 (16.2)
3 4 (8.2%) 35

Ballooning
0 12 (24.5%) 24.7 (11.3)

0.3081 18 (63.3%) 24.2 (9.1)
2 6 (12.2%) 30.7 (7.3)

Lobular
inflammation

0 11 (22.4%) 26.5 (10.5)
0.0711 25 (51%) 22,1 (8,9)

2 13 (26.5%) 29.7 (8.6)

Gender
M 15 (30.6%) 25.4 (10.5)

0.103F 34 (69.4%) 25 (9.3)

BMI scale
Grade II obesity 14 (28.6%) 30.3 (9.4)

0.098Morbid obesity 35 (71.4%) 23 (9)

Diabetes
Non-diabetic 17 (34.7%) 22 (7.2)

0.093Type 2 diabetes 32 (65.3%) 26.8 (10.4)
Notes: Categorical variables are expressed as count and frequency. Results are presented as mean and SD.
p values are from ANOVA and independent T-test.
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We observe a positive correlation between the mean vitamin D value and fibrosis
(r = 0.41, p = 0.003) and between the Hba1c and vitamin D concentrations (r = 0.38,
p = 0.006), as presented in the scatterplot in Figure 2, indicating a positive linear asso-
ciation between vitamin D, fibrosis, and hemoglobin A1c.
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4. Discussion

In this study, we performed a retrospective analysis in patients with morbid obesity
who underwent bariatric surgery. Our primary endpoint was to evaluate the differences
between diabetic and non-diabetic patients regarding the presence of steatohepatitis. We
did find significant differences regarding the presence of diabetes in this cohort of patients,
as it is a plausible difference considering the presence of the metabolic syndrome in patients
with type 2 diabetes. However, when assessing their preoperative biochemical status, we
also observed a significant correlation between the vitamin D status and the presence of
liver fibrosis.

Literature studies have identified a strong correlation between obesity, liver steatosis,
and low vitamin D levels.

Numerous literature studies have determined the association between vitamin D and
MAFLD. Targher et al. [27] conducted the first study proving the association and confirming
that vitamin D levels were lower in patients presenting with liver steatosis compared
to controls. Furthermore, vitamin D serum concentrations can predict the histological
severity of MAFLD, and NASH patients have lower vitamin D levels compared to the
levels found in patients with isolated fatty liver disease, proven by many other literature
studies [18,28–30]. Knowing that vitamin D undergoes an important biological activation
in the liver, it is biologically possible that chronic liver diseases, including MAFLD, could



J. Clin. Med. 2022, 11, 5482 7 of 9

alter the vitamin D metabolism, decreasing its plasmatic levels [31]. However, further
research is necessary.

It was observed in many studies including meta-analysis that vitamin D concentrations
are linked to a decrease in the risk of occurrence of the metabolic syndrome, diabetes, and
cardiovascular diseases [32–34].

Furthermore, strong evidence from the literature database shows that MAFLD can
present serious extrahepatic manifestations such as cardiovascular disease, polycystic
ovarian syndrome, chronic kidney disease, and hypothyroidism, as well as a higher risk of
developing various infections [16,35].

In addition, there is a significant correlation between vitamin D status and A1c
hemoglobin, suggesting that a deficiency in vitamin D could lead to worse glycemic
control independently from the antidiabetic treatment.

Numerous publications propose that low levels of vitamin D are strongly associated
with features of the metabolic syndrome [28,31], suggesting that a normalization in the
serum concentrations of vitamin D could impact the total outcome in the cardiovascular
risk in patients presenting with type 2 diabetes [31]. A recent study suggested that there is
a high prevalence of hypovitaminosis D among patients with type 2 diabetes, especially in
those associating obesity and patients with dyslipidemia with poor glycemic control and in
those with longer diabetes durations, with a higher prevalence in women [36].

A meta-analysis concluded that vitamin D levels above 25 ng/mL were associated
with a 43% lower risk of type 2 diabetes compared to levels <14 ng/mL, thus presenting
that vitamin D supplementation can improve insulin resistance and the baseline glucose
tolerance in this group of patients [31,37]. Similarly, another meta-analysis concluded that
vitamin D supplementation can improve insulin resistance but has a weak effect [38].

We also found a significant positive correlation between vitamin D and LDL cholesterol
levels, suggesting that a deficiency in vitamin D can have an important impact on the
cardiovascular impact and re-evaluating the management of patients at risk.

A recent meta-analysis reviewed 41 randomized trials comprising 3434 patients, mostly
female patients, comparing the changes from baseline vitamin D levels and cholesterol
levels to follow-up vitamin D supplementation, concluding that vitamin D supplementation
appears to have a beneficial effect on reducing serum total cholesterol, LDL cholesterol, and
triglyceride levels but not HDL cholesterol levels. A deficiency in vitamin D can increase
the risk of cardiovascular diseases [39].

There are some limitations to our work that must be acknowledged. Firstly, this is
a retrospective study and therefore we could not perform any methods directed at the
diagnosis of non-alcoholic fatty liver disease. We had a relatively small cohort of patients,
with a slightly higher number of diabetic patients. Furthermore, we only evaluated the
parameters in one moment; we did not follow the patients’ parameters after the bariatric
surgery to compare the values before and after surgery, as values can vary according to
acute events and offending factors.

5. Conclusions

Taking all the results into account, vitamin D deficiency seems to be associated with
a higher risk of hepatic steatosis in patients with obesity. Moreover, vitamin D seems
to present an important role in glycemic control in patients with type 2 diabetes and in
the cardiovascular risk, presenting a direct correlation with the levels of LDL cholesterol.
More studies, preferably prospective and randomized on larger cohorts, are necessary to
establish the direct relationship between vitamin D with liver steatosis and the potential
role of vitamin D supplementation in the management of this disease.

Author Contributions: Conceptualization, L.T. and N.L.; Data curation, C.A.; Formal analysis, B.T.;
Investigation, L.T.; Methodology, D.S.; Project administration, L.T.; Resources, R.F.; Software, B.T. and
A.M.; Supervision, N.L.; Validation, L.T., D.S. and D.A.; Visualization, L.T.; Writing—original draft,
L.T.; Writing—review & editing, A.B. All authors have read and agreed to the published version of
the manuscript.



J. Clin. Med. 2022, 11, 5482 8 of 9

Funding: This research received no external funding.

Institutional Review Board Statement: The study was conducted in accordance with the Declaration
of Helsinki, and approved by the Local Ethics Committee (II/11.2020).

Informed Consent Statement: Informed consent was obtained from all subjects involved in the study.

Conflicts of Interest: The authors declare no conflict of interest.

Abbreviations

NASH non-alcoholic steatohepatitis
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HDL-C high-density lipoprotein cholesterol
LDL-C low-density lipoprotein cholesterol
T2DM type 2 diabetes mellitus

References
1. World Health Organization. Diabetes. [Internet]. Fact Sheet no 312. Geneva: WHO; 2016 [Reviewed 2016 June; Cited 2016 June].
2. Angulo, P. Nonalcoholic fatty liver disease. N. Engl. J. Med. 2002, 346, 1221–1231. [CrossRef] [PubMed]
3. McCullough, A.J. Pathophysiology of nonalcoholic steatohepatitis. J. Clin. Gastroenterol. 2006, 40, S17–S29. [PubMed]
4. Festi, D.; Colecchia, A.; Sacco, T.; Bondi, M.; Roda, E.; Marchesini, G. Hepatic steatosis in obese patients: Clinical aspects and

prognostic significance. Obes. Rev. 2004, 5, 27–42. [CrossRef] [PubMed]
5. Pantic, I.; Lugonja, S.; Rajovic, N.; Dumic, I.; Milovanovic, T. Colonic diverticulosis and non-alcoholic fatty liver disease: Is there a

connection? Medicina 2022, 58, 38. [CrossRef] [PubMed]
6. Targher, G.; Bertolini, L.; Scala, L.; Cigolini, M.; Zenari, L.; Falezza, G.; Arcaro, G. Associations between serum 25-hydroxyvitamin

D3 concentrations and liver histology in patients with non-alcoholic fatty liver disease. Nutr. Metab. Cardiovasc. Dis. 2007,
17, 517–524. [CrossRef] [PubMed]

7. Ott-Fontes, P.R.; Neto, J.A.D.; Goldoni, M.B. Comparison of the severity of non-alcoholic fatty liver disease in diabetic and
non-diabetic obese patients. Rev. Col. Bras. Cir. 2020, 47, e20202485. [CrossRef]

8. Chitturi, S.; Abeygunasekera, S.; Farrell, G.C.; Holmes-Walker, J.; Hui, J.M.; Fung, C.; Karim, R.; Lin, R.; Samarasinghe, D.; Liddle,
C.; et al. NASH and insulin resistance: Insulin hypersecretion and specific association with the insulin resistance syndrome.
Hepatology 2002, 35, 373–379. [CrossRef]

9. Lassailly, G.; Caiazzo, R.; Buob, D.; Pigeyre, M.; Verkindt, H.; Labreuche, J.; Raverdy, V.; Leteurtre, E.; Dharancy, S.; Louvet,
A.; et al. Bariatric Surgery Reduces Features of Nonalcoholic Steatohepatitis in Morbidly Obese Patients. Gastroenterology 2015,
149, 376–379. [CrossRef]

10. Lassailly, G.; Caiazzo, R.; Ntandja-Wandji, L.C.; Gnemmi, V.; Baud, G.; Verkindt, H.; Ningarhari, M.; Louvet, A.; Leteurtre, E.;
Raverdy, V.; et al. Bariatric Surgery Provides Long-term Resolution of Nonalcoholic Steatohepatitis and Regression of Fibrosis.
Gastroenterology 2020, 159, 1290–1301.e5. [CrossRef]

11. Webber, S. International Diabetes Federation. Diabetes Res. Clin. Pract. 2013, 102, 147–148.
12. Schauer, P.R.; Burguera, B.; Ikramuddin, S.; Cottam, D.; Gourash, W.; Hamad, G.; Eid, G.M.; Mattar, S.; Ramanathan, R.;

Barinas-Mitchel, E.; et al. Effect of laparoscopic Roux-en Y gastric bypass on type 2 diabetes mellitus. Ann. Surg. 2003,
238, 467–485. [CrossRef] [PubMed]

13. Clark, J.M.; Brancati, F.L.; Diehl, A.M. The prevalence and etiology of elevated aminotransferase levels in the United States.
Am. J. Gastroenterol. 2003, 98, 960–967. [CrossRef] [PubMed]

14. Ding, N.; Yu, R.T.; Subramaniam, N.; Sherman, M.H.; Wilson, C.; Rao, R.; Leblanc, M.; Coulter, S.; He, M.; Scott, C.; et al. A
vitamin D receptor/SMAD genomic circuit gates hepatic fibrotic response. Cell 2013, 153, 601–613. [CrossRef] [PubMed]

15. Abramovitch, S.; Dahan-Bachar, L.; Sharvit, E.; Weisman, Y.; Tov A ben Brazowski, E.; Reif, S. Vitamin D inhibits proliferation
and profibrotic marker expression in hepatic stellate cells and decreases thioacetamide-induced liver fibrosis in rats. Gut 2011,
60, 1728–1737. [CrossRef]

16. Barchetta, I.; Cimini, F.A.; Cavallo, M.G. Vitamin d supplementation and non-alcoholic fatty liver disease: Present and future.
Nutrients 2017, 9, 1015. [CrossRef]

17. Eliades, M.; Spyrou, E.; Agrawal, N.; Lazo, M.; Brancati, F.L.; Potter, J.J.; Koteish, A.A.; Clark, J.M.; Guallar, E.; Hernaez, R.
Meta-analysis: Vitamin D and non-alcoholic fatty liver disease. Aliment. Pharmacol. Ther. 2013, 38, 246–254. [CrossRef]

http://doi.org/10.1056/NEJMra011775
http://www.ncbi.nlm.nih.gov/pubmed/11961152
http://www.ncbi.nlm.nih.gov/pubmed/16540762
http://doi.org/10.1111/j.1467-789X.2004.00126.x
http://www.ncbi.nlm.nih.gov/pubmed/14969505
http://doi.org/10.3390/medicina58010038
http://www.ncbi.nlm.nih.gov/pubmed/35056346
http://doi.org/10.1016/j.numecd.2006.04.002
http://www.ncbi.nlm.nih.gov/pubmed/16928437
http://doi.org/10.1590/0100-6991e-20202485
http://doi.org/10.1053/jhep.2002.30692
http://doi.org/10.1053/j.gastro.2015.04.014
http://doi.org/10.1053/j.gastro.2020.06.006
http://doi.org/10.1097/01.sla.0000089851.41115.1b
http://www.ncbi.nlm.nih.gov/pubmed/14530719
http://doi.org/10.1111/j.1572-0241.2003.07486.x
http://www.ncbi.nlm.nih.gov/pubmed/12809815
http://doi.org/10.1016/j.cell.2013.03.028
http://www.ncbi.nlm.nih.gov/pubmed/23622244
http://doi.org/10.1136/gut.2010.234666
http://doi.org/10.3390/nu9091015
http://doi.org/10.1111/apt.12377


J. Clin. Med. 2022, 11, 5482 9 of 9

18. Nobili, V.; Giorgio, V.; Liccardo, D.; Bedogni, G.; Morino, G.; Alisi, A.; Cianfarani, S. Vitamin D levels and liver histological
alterations in children with nonalcoholic fatty liver disease. Eur. J. Endocrinol. 2014, 170, 547–553. [CrossRef]

19. Zhai, H.L.; Wang, N.J.; Han, B.; Li, Q.; Chen, Y.; Zhu, C.F.; Chen, Y.-C.; Xia, F.-Z.; Cang, Z.; Zhu, C.-X.; et al. Low vitamin D levels and
non-alcoholic fatty liver disease, evidence for their independent association in men in East China: A cross-sectional study (Survey on
Prevalence in East China for Metabolic Diseases and Risk Factors (SPECT-China)). Br. J. Nutr. 2016, 115, 1352–1359. [CrossRef]

20. Kleiner, D.E.; Brunt, E.M.; van Natta, M.; Behling, C.; Contos, M.J.; Cummings, O.W.; Ferrell, L.D.; Liu, Y.; Torbenson, M.S.;
Unalp-Arida, A.; et al. Design and validation of a histological scoring system for nonalcoholic fatty liver disease. Hepatology 2005,
41, 1313–1321. [CrossRef]

21. Brunt, E.M.; Kleiner, D.E.; Wilson, L.A.; Belt, P.; Neuschwander-Tetri, B.A. Nonalcoholic fatty liver disease (NAFLD) activity
score and the histopathologic diagnosis in NAFLD: Distinct clinicopathologic meanings. Hepatology 2011, 53, 810–820. [CrossRef]

22. Takahashi, Y.; Fukusato, T. Histopathology of nonalcoholic fatty liver disease/nonalcoholic steatohepatitis. World J. Gastroenterol.
2014, 20, 15539–15548. [CrossRef] [PubMed]

23. 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. [CrossRef]

24. Sporea, I. Is ARFI elastography reliable for predicting fibrosis severity in chronic HCV hepatitis? World J. Radiol. 2011, 3, 188–193. [CrossRef]
25. Berger, A.; Shili, S.; Zuberbuhler, F.; Hiriart, J.-B.; Lannes, A.; Chermak, F.; Hunault, G.; Foucher, J.; Oberti, F.; Fouchard-Hubert, I.;

et al. Liver Stiffness Measurement with FibroScan: Use the Right Probe in the Right Conditions! Clin. Transl. Gastroenterol. 2019,
10, e00023. [CrossRef]

26. Cassinotto, C.; Boursier, J.; de Lédinghen, V.; Lebigot, J.; Lapuyade, B.; Cales, P.; Hiriart, J.B.; Michalak, S.; Bail, B.L.; 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. [CrossRef]

27. Targher, G.; Bertolini, L.; Padovani, R.; Rodella, S.; Tessari, R.; Zenari, L.; Day, C.; Arcaro, G. Prevalence of nonalcoholic
fatty liver disease and its association with cardiovascular disease among type 2 diabetic patients. Diabetes Care. 2007,
30, 1212–1218. [CrossRef] [PubMed]

28. Eliades, M.; Spyrou, E. Vitamin D: A new player in non-alcoholic fatty liver disease? World J. Gastroenterol. 2015,
21, 1718–1727. [CrossRef] [PubMed]

29. Borges-Canha, M.; Neves, J.S.; Mendonça, F.; Silva, M.M.; Costa, C.; Cabral, P.M.; Guerreiro, V.; Lourenço, R.; Meira, P.; Salazar,
D.; et al. The impact of vitamin d in non-alcoholic fatty liver disease: A cross-sectional study in patients with morbid obesity.
Diabetes Metab. Syndr. Obes. 2021, 14, 487–495. [CrossRef] [PubMed]

30. Hariri, M.; Zohdi, S. Effect of Vitamin D on Non-Alcoholic Fatty Liver Disease: A Systematic Review of Randomized Controlled
Clinical Trials. Int. J. Prev. Med. 2019, 10, 14. [CrossRef]

31. Pittas, A.G.; Chung, M.; Trikalinos, T.; Mitri, J.; Brendel, M.; Patel, K.; Lichtenstein, A.H.; Lau, J.; Balk, E.M. Systematic review:
Vitamin D and cardiometabolic outcomes. Ann. Intern. Med. 2010, 152, 307–314. [CrossRef]

32. Pereira-Santos, M.; Costa, P.R.F.; Assis, A.M.O.; Santos, C.A.S.T.; Santos, D.B. Obesity and vitamin D deficiency: A systematic
review and meta-analysis. Obes. Rev. 2015, 16, 341–349. [CrossRef] [PubMed]

33. Cordeiro, A.; Pereira, S.; Saboya, C.J.; Ramalho, A. Relationship between Nonalcoholic Fatty Liver Disease and Vitamin D
Nutritional Status in Extreme Obesity. Can. J. Gastroenterol. Hepatol. 2017, 2017, 9456897. [CrossRef] [PubMed]

34. Paiva, E.S.; Pereira, A.E.; Lombardi, M.T.F.C.; Nishida, S.K.; Tachibana, T.T.; Ferrer, C.; Hauache, O.M.; Vieira, J.G.H.; Reis, A.F.
Insulin autoimmune syndrome (Hirata disease) as differential diagnosis in patients with hyperinsulinemic hypoglycemia [2].
Pancreas 2006, 32, 431–432. [CrossRef] [PubMed]

35. Adenote, A.; Dumic, I.; Madrid, C.; Barusya, C.; Nordstrom, C.W.; Rueda Prada, L. NAFLD and Infection, a Nuanced Relationship.
Can. J. Gastroenterol. Hepatol. 2021, 2021, 5556354. [CrossRef] [PubMed]

36. Salih, Y.A.; Rasool, M.T.; Ahmed, I.H.; Mohammed, A.A. Impact of vitamin D level on glycemic control in diabetes mellitus type
2 in Duhok. Ann. Med. Surg. 2021, 64, 102208. [CrossRef] [PubMed]

37. Mitri, J.; Muraru, M.D.; Pittas, A.G. Vitamin D and type 2 diabetes: A systematic review. Eur. J. Clin. Nutr. 2011,
65, 1005–1015. [CrossRef] [PubMed]

38. George, P.S.; Pearson, E.R.; Witham, M.D. Effect of vitamin D supplementation on glycaemic control and insulin resistance: A
systematic review and meta-analysis. Diabet. Med. 2012, 29, e142–e150. [CrossRef] [PubMed]

39. Dibaba, D.T. Effect of vitamin D supplementation on serum lipid profiles: A systematic review and meta-analysis. Nutr. Rev.
2019, 77, 890–902. [CrossRef]

http://doi.org/10.1530/EJE-13-0609
http://doi.org/10.1017/S0007114516000386
http://doi.org/10.1002/hep.20701
http://doi.org/10.1002/hep.24127
http://doi.org/10.3748/wjg.v20.i42.15539
http://www.ncbi.nlm.nih.gov/pubmed/25400438
http://doi.org/10.1111/liv.12240
http://doi.org/10.4329/wjr.v3.i7.188
http://doi.org/10.14309/ctg.0000000000000023
http://doi.org/10.1002/hep.28394
http://doi.org/10.2337/dc06-2247
http://www.ncbi.nlm.nih.gov/pubmed/17277038
http://doi.org/10.3748/wjg.v21.i6.1718
http://www.ncbi.nlm.nih.gov/pubmed/25684936
http://doi.org/10.2147/DMSO.S286334
http://www.ncbi.nlm.nih.gov/pubmed/33568925
http://doi.org/10.4103/ijpvm.IJPVM_499_17
http://doi.org/10.7326/0003-4819-152-5-201003020-00009
http://doi.org/10.1111/obr.12239
http://www.ncbi.nlm.nih.gov/pubmed/25688659
http://doi.org/10.1155/2017/9456897
http://www.ncbi.nlm.nih.gov/pubmed/28685131
http://doi.org/10.1097/01.mpa.0000220872.18153.72
http://www.ncbi.nlm.nih.gov/pubmed/16670629
http://doi.org/10.1155/2021/5556354
http://www.ncbi.nlm.nih.gov/pubmed/33977096
http://doi.org/10.1016/j.amsu.2021.102208
http://www.ncbi.nlm.nih.gov/pubmed/33786167
http://doi.org/10.1038/ejcn.2011.118
http://www.ncbi.nlm.nih.gov/pubmed/21731035
http://doi.org/10.1111/j.1464-5491.2012.03672.x
http://www.ncbi.nlm.nih.gov/pubmed/22486204
http://doi.org/10.1093/nutrit/nuz037

	Introduction 
	Materials and Methods 
	Results 
	Discussion 
	Conclusions 
	References

