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Abstract: Background: The impact of dietary niacin on metabolic dysfunction-associated steatotic
liver disease (MASLD) is elusive. This sub-study aimed to investigate the relationship between dietary
niacin intake and the presence of MASLD in participants from two Catalonian cohorts. Methods: A
total of 222 subjects with MASLD were age- and sex-matched to 222 non-MASLD subjects. Dietary
nutrients were analyzed using a validated food frequency questionnaire (FFQ). Dietary niacin and
other nutrients were adjusted for total energy intake. MASLD was defined by a Fatty Liver Index
(FLI) of >60 and by having at least one component of metabolic syndrome. The association between
niacin intake (distributed into tertiles) and the presence of MASLD was assessed using multivariate
logistic regression. Potential non-linear relationships were also analyzed through restricted cubic
spline regression (RCS). Results: Our data revealed that subjects with MASLD had worse metabolic
profiles. The dietary intake of niacin did not differ between subjects with and without MASLD.
Even after adjusting for different confounding variables, i.e., sociodemographic variables, smoking
status, physical activity, and cardiometabolic comorbidities, no significant associations were observed
between higher intakes of niacin (tertiles 2 and 3) and the presence of MASLD: odds ratio (95%
confidence) second tertile: 0.99 (0.89–1.09); third tertile: 0.98 (0.89–1.10). However, RCS analysis
uncovered a significant non-linear dose-response association between dietary niacin intake and
odds of MASLD. Specifically, such analysis revealed that MASLD risk was decreased in subjects
with niacin intake values of <35 mg/day. Conclusions: Our data showed that dietary niacin intake
was associated with lower odds of MASLD in a Mediterranean population; however, our logistic
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regression analysis failed to reveal significant associations between the intake of niacin and the risk
of MASLD. Further research is warranted to establish a causal relationship between dietary niacin
interventions and MASLD.

Keywords: hepatic steatosis; vitamin B3; niacin; tryptophan; fatty liver; case-control study

1. Introduction

Metabolic dysfunction-associated steatotic liver disease (MASLD) is a dysmetabolic
condition of the liver that is frequently linked to excessive caloric intake, overweight/obesity,
or impaired insulin signaling in the absence of excessive alcohol consumption, autoimmune
factors, infection, and/or other liver disorders [1,2]. Clinically, MASLD is defined by the
presence of excessive triglyceride accumulation in hepatocytes (hepatic steatosis) and the
presence of at least one cardiometabolic risk factor, i.e., type 2 diabetes mellitus (T2DM),
obesity, or one of the components of metabolic syndrome [3,4]. Epidemiologically, its
prevalence is steadily increasing worldwide. MASLD affects about one-third of the general
population, reaching values closer to 55% in subjects with T2DM [1,5].

MASLD can be a reversible condition [6]. With emerging pharmacological therapies
to specifically prevent or regress MASLD still under investigation, current clinical man-
agement consists of lifestyle modifications, including healthy diet/nutritional counseling
and physical activity recommendations [1,2]. In particular, caloric restriction, limiting the
energy intake to 500 to 750 kcal/day in combination with adherence to Mediterranean
Diet (MetDiet) patterns, is currently considered the recommended dietary pattern in the
treatment of MASLD [6]. In MetDiet, about 35% of calories come from low-glycemic car-
bohydrates, 45% from monounsaturated fatty acids, and 15–20% from proteins [6,7]. The
favorable effects of MetDiet components on hepatic fat accumulation have been assessed in
several studies, particularly focusing on the relative proportions of dietary carbohydrates
and fats [8–10]. In contrast, the contribution of protein intake, both quantitatively and
qualitatively, to MASLD remains poorly studied [11].

Niacin, also known as vitamin B3, encompasses both nicotinamide and nicotinic acid,
two forms of the vitamin that contribute to essential metabolic processes in the body. Im-
portantly, tryptophan, an essential amino acid from dietary protein, also contributes to the
niacin pool in an organism [12]. Thus, the main dietary sources of niacin are predominantly
protein-based, such as beef, poultry, eggs, fish, dairy, legumes, some cereals, and yeast,
which are also high in tryptophan [13]. In this respect, the term “niacin equivalents” (NE)
is used to estimate niacin intakes and requirements from other macronutrients, particularly
proteins, in humans, where 1 mg NE corresponds to 60 mg tryptophan [12–14]. By meeting
the daily protein needs of adults, typically achieved by consuming a total of 100 g of protein
per day, the daily niacin requirements can by far be fulfilled [13].

Compelling evidence suggests that low levels of the oxidative form of nicotinamide
adenine dinucleotide (NAD+) are a common feature of MASLD [15–20]. In this regard, the
use of NAD+ precursors, i.e., niacin derivatives and tryptophan, has been assessed as a
NAD+-increasing approach to ameliorate experimental MASLD in preclinical models [21–28].
Additionally, niacin may also inhibit hepatic lipogenesis via GPR109A-mediated signaling
pathway [29]. Despite this, data on the potential effect of NAD+ precursor-based inter-
ventions on MASLD in humans are limited and inconsistent [2,30,31]. A few studies have
suggested that dietary niacin may help ameliorate MASLD [32,33]. Supporting this, a two-
year non-randomized intervention study showed that higher niacin intake reduced liver
fat content in 58 subjects with MASLD, of whom 23 reversed their disease [33]. In contrast,
a placebo-controlled clinical trial of nicotinamide riboside supplementation (250 mg/day)
and pterostilbene (50 mg/day) for 6 months only showed a reduction in signs of liver
inflammation but not steatosis in humans with MASLD/MASH [31]. Notably, plasma
levels of liver enzymes showed a time-dependent decrease in those subjects receiving the
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supplementation compared with placebo [31]. Furthermore, in a trial in patients with
diabetes and MASLD, a daily nicotinamide supplementation of 1000 mg daily did not
influence liver steatosis or fibrosis [30]. On the other hand, to the best of our knowledge,
only one recent cross-sectional study conducted in the United States found that moderate
niacin intake was associated with a decrease in the prevalence of MASLD [34].

The present study aimed to assess the association between the intake of niacin and
NE and the presence of MASLD in subjects from Catalonia, Northeast Spain. Additionally,
because the intake of dietary NE and protein are tightly related, as a secondary objective,
we further analyzed whether there was an association between protein intake with the
presence of MASLD.

2. Materials and Methods
2.1. Study Design and Settings

This was a case-control analysis using data from two cohorts previously recruited from
Catalonia between March 2010 and July 2014 [35–38]. The first study included a cohort
of individuals with T2DM that aimed to study microvascular disease in patients with
T2DM [37,38]. The second study was a population-based cohort designed to determine the
prevalence of prediabetes and risk factors associated with this condition [35,36].

2.2. Participants

For the purpose of this analysis, we screened all of the subjects from the two cohorts [28–30].
We included a total sample of 444 age- and sex-matched subjects: 222 with MASLD and
222 without MASLD. The glucose tolerance status of the study subjects included T2DM,
prediabetes, or normal glucose tolerance. The inclusion criteria in the T2DM cohort were
age between 40 and 75 and a diagnosis of T2DM. The exclusion criteria were as follows:
being a health professional, cognitive impairment (dementia and mental illness), presence
of macrovascular complications (heart failure, cerebrovascular disease, ischemic heart
disease, and peripheral arterial disease), previous diabetic foot disease, macroalbuminuria
(defined as a urine albumin/creatinine ratio greater than 300 mcg/g), renal insufficiency
(defined as a glomerular filtration rate < 60 mL/min), and the presence of any other
condition requiring specific nutritional therapy (e.g., pregnancy). For the subjects without
T2DM, the inclusion criteria were as follows: subjects aged 25 or over attending the Primary
Care Centre of the Alt Urgell region of the province of Lleida. Subjects were excluded if
they had already been diagnosed with diabetes [type 1 diabetes mellitus (TD1M), T2DM,
or other specific subtypes], treatment with oral antidiabetic agents, cardiovascular diseases,
history of cancer treated in the last 5 years, non-melanoma skin cancer, renal disease
or anemia, hepatitis or other significant liver diseases, gastrointestinal disease, recent
abdominal surgery, chronic obstructive pulmonary disease, chronic infectious disease, use
glucocorticoids or beta-blockers, and significant psychiatric disorders with psychological
symptoms.

Additionally, in this study, we excluded subjects with alcohol consumption exceed-
ing >30 g/day in men and >20 g/day in women [1], individuals with highly unbalanced
and/or extreme dietary intake (<1000 kcal/day or ≥4000 kcal/day), high consumption of
niacin (mg/day) > 44, NE (mg/day) > 60 and >2.3 g protein /kg weight/day), those lack-
ing anthropometric measurements and biochemical values (gamma-glutamyl transferase,
triglycerides) necessary for Fatty Liver Index (FLI) calculation, and individuals without
dietary intake data available.

Both cohorts were approved by the Ethics Committee of the University Hospital
of Lleida (CEIC 1079) and Ethics Committee of the Primary Health Care University Re-
search Institute (IDIAP) Jordi Gol (PI12/043). Informed consents were obtained from all
participants according to the Declaration of Helsinki [35–38].
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2.3. Variables

We estimated the presence of MASLD using the FLI formula, which includes the
following clinical parameters: triglycerides (mg/dL); body mass index (BMI; kg/m2);
gamma-glutamyl transferase (GGT; U/L); and waist circumference (WC; cm) [39]. FLI has
proven to be a reliable proxy for the diagnosis of hepatic steatosis in current clinical practice
and has been proposed as a good predictor of hepatic steatosis in patients diagnosed with
MASLD [40,41]. A cut-off point of ≥60 was used in this study to enhance the specificity of
the diagnostic tool [42]. FLI ≥ 60, along with one of the three criteria outlined in the new
definition consensus for MASLD, was used to define a diagnosis of MASLD, consistent
with previous protocols [43]. Variables related to weight, height, blood pressure, BMI, and
WC were analyzed [35,37]. Various potential confounding variables were considered a
priori, including sociodemographic factors, alcohol intake, current smoking habits, and
biochemical measurements.

Physical activity was assessed using the International Physical Activity Questionnaire
(IPAQ) validated in Spanish [44], according to the Bernstein et al. [45] method: this was
classified as sedentary if less than 10% of daily energy expenditure came from activities
requiring at least four METs (metabolic equivalent of tasks, e.g., walking or cycling for
over 25 min per day). Regular physical activity was classified if more than 10% of energy
expenditure came from such activities. According to the World Health Organization
(WHO), one MET is the energy cost of sitting quietly, equivalent to 1 kcal/kg/h [46].
Hypertension and dyslipidemia were considered if patients were on antihypertensive or
lipid-lowering medication [36,37]. Prediabetes and diabetes were classified based on the
American Diabetes Association (ADA) criteria [47,48].

2.4. Dietary Niacin Consumption

Dietary information was collected using the validated Spanish 101-item semi-quantitative
food frequency questionnaire (FFQ) administrated by trained researchers face-to-face [49].
The FFQ allows for the measurement of dietary frequency categorized as monthly, weekly,
or daily intake of various food groups and collects data on food consumption during the
last year prior to the study visit [49,50]. Nutrient intake food consumption data were
obtained from US Department of Agriculture composition tables, as well as other food
sources and serving sizes in English and Spanish composition tables [51–53]. Dietary niacin
and NE (mg/day) intakes were obtained from the FFQ. NEs were calculated based on
both tryptophan and niacin dietary intake, adjusted for the total energy intake [49]. The
adjusted niacin and NE intake were evaluated, taking into account the Recommended Daily
Allowance (RDA) intake of niacin and NE according to European Food Safety Authority
(EFSA) data. The RDA is 5.5 mg NE1000 kcal per day [13].

2.5. Dietary Macronutrient Consumption

All macronutrients were obtained from the FFQ [49]. All these were adjusted for total
energy intake (kcal/day). In particular, protein intake was also adjusted for weight using
the formula g/kg/day [54]. An established RDA of 0.8 g/kg/day was used as the reference
value [54].

2.6. Statistical Analysis

Categorical and binary variables were summarized using frequency counts and per-
centages (n, %), while group differences in numeric variables were assessed using the
chi-square test or Fisher’s test. For the comparison of categorical variables with numerical
variables, t-student or the Kruskal–Wallis test was used, depending on the distribution of
the data. The intake of niacin, NE and protein was stratified into tertiles (T1 = lowest intake,
T3 = highest intake), and the association between the presence of MASLD and intake tertiles
was analyzed using multivariate logistic regression, with a total of four models (unadjusted
model, model 1, model 2, and model 3). Model 1 was adjusted by age and sex, model 2
by age, sex, physical activity level, smoking status, and total caloric intake, and finally,
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model 3 was adjusted for all the confounding variables (age, sex, sedentary activity, total
caloric intake, smoking, BMI, GFR, hypertension, dyslipidemia, and T2DM). Non-linear
relationship analysis between the dietary intake of niacin and MASLD was explored using
restricted cubic spline (RCS) regression with three knots (10th, 50th, and 90th percentiles).
In our study, we selected the number of nodes based on previous studies and statistics
guidelines [55]. Specifically, a three-node, non-linear association model was used to warrant
an adequate balance between model flexibility and the risk of overfitting, hence allowing
an effective interpretability and robustness of the results. A conservative type I error rate
of 5% was adopted, with statistical significance set at p-value < 0.05. Confidence intervals
(CIs) were examined for the presence of the null value (0 for categorical variables and 1 for
continuous variables) to ensure the reliability of the findings. The statistical analysis was
performed using R statistical software [56].

3. Results

Out of the 857 participants from both cohorts, 444 were included after applying the
selection criteria. Figure S1 summarizes the flowchart of the study.

Compared with the group of subjects without MASLD (non-MASLD group), subjects
with MASLD had lower levels of education (p < 0.001), higher weight (p < 0.001), WC
(p < 0.001), and BMI (p < 0.001). Additionally, they were more sedentary (p = 0.002), had
a higher frequency of T2DM (52.7%; p < 0.001), dyslipidemia (31.5%; p = 0.005), and
hypertension (25.4%; p < 0.001) (Table 1).

Table 1. Clinical and demographic characteristics of study participants.

Characteristics Non-MASLD
(n = 222)

MASLD
(n = 222) p-Value

Age, years 55.1 (11.9) 55.2 (11.9) 0.975
Women, n (%) 113 (50.9) 113 (50.9) 1.000

Caucasian, n (%) 218 (98.2) 211 (95.0) 0.096
Secondary high cycle, n (%) 123 (55.4) 95 (42.8) 0.004

Weight, kg 70.2 (10.8) 89.2 (13.3) <0.001
Height, cm 166 (9.7) 165 (9.3) 0.080

WC, cm 92.1 (9.7) 110 (10.0) <0.001
BMI, kg/m2 25.4 (3.1) 33.0 (5.0) <0.001

Glucose, mg/dL 102 (30.6) 130 (54.1) <0.001
HbA1c, % 5.9 (0.9) 6.8 (1.7) <0.001

sBP, mm/Hg 126 (18.9) 136 (18.4) <0.001
dBP, mm/Hg 77.0 (9.9) 79.8 (10.9) 0.005

Total cholesterol, mg/dL 203 (34.4) 200 (38.9) 0.360
HDL, mg/dL 59.6 (15.1) 50.5 (12.8) <0.001
LDL, mg/dL 125 (29.1) 121 (33.1) 0.139

Triglycerides, mg/dL 94.5 (39.9) 163 (134) <0.001
GGT, U/L 22.6 (30.3) 45.9 (107) 0.002
ALT, U/L 21.3 (25.8) 27.3 (16.6) 0.004

FLI 31.5 (17.1) 81.4 (12.4) <0.001
GFR 91.0 (13.3) 93.6 (16.2) 0.150

Physically sedentary, n, (%) 76 (34.2) 109 (49.5) 0.002
Smoking, n, (%) 42 (18.9) 54 (24.3) 0.384
Alcohol, g/day 5.25 (6.3) 5.02 (7.1) 0.724
T2DM, n, (%) 50 (22.5) 117 (52.7) <0.001

Prediabetes, n, (%) 66 (29.7) 48 (21.6) 0.065
Dyslipidemia, n, (%) 43 (19.4) 70 (31.5) 0.005
Hypertension, n, (%) 90 (15.2) 74 (25.4) <0.001

Data are mean (SD) for continuous variables and number (%) for categorical variables. ALT, alanine amino-
transferase; BMI, body mass index; CT, total cholesterol; dBP, diastolic blood pressure; FLI, Fatty Liver Index;
GFR, glomerular filtration rate; GGT, gamma-glutamyl transferase; HbA1c, glycosylated hemoglobin; HDL,
high-density lipoprotein; LDL, low-density lipoprotein; MASLD, metabolic dysfunction-related steatotic liver
disease; sBP: systolic blood; TG, triglyceride; T2DM, type 2 diabetes mellitus; WC, waist circumference.
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3.1. Dietary Intake

Dietary niacin and NE consumption did not differ between study groups (p-value = 0.931,
p-value = 0.800, respectively) (Table 2). Regarding weight-adjusted protein intake, subjects
with MASLD had a significantly lower intake (~1.3-fold, p-value < 0.001) compared with
those without MASLD. There were no differences between the two study groups in the
intake of macronutrients (Table 2).

Table 2. Dietary intake of main macronutrients and niacin.

Dietary Intake Non-MASLD
(n = 222)

MASLD
(n = 222) p-Value

Energy intake (kcal/day) 2197.0 (533.0) 2168.0 (543.0) 0.569
Carbohydrates (g/day) 219.0 (35.6) 217.0 (36.8) 0.712

Proteins (g/day) 98.4 (14.6) 99.6 (15.8) 0.400
Protein intake (g/kg/day) 1.4 (0.3) 1.1 (0.2) <0.001

Total fat (g/day) 89.1 (14.4) 89.2 (15.1) 0.923
Saturated fat (g/day) 25.0 (5.7) 24.8 (4.9) 0.805

Monounsaturated fat (g/day) 42.2 (10.1) 42.8 (10.7) 0.533
Polyunsaturated fat (g/day) 15.1 (4.2) 14.9 (4.4) 0.482

Total fiber (g/day) 24.7 (5.5) 24.4 (5.5) 0.517
Fiber soluble (g/day) 3.8 (1.1) 3.9 (1.2) 0.468

Insoluble fiber (g/day) 14.2 (4.6) 14.2 (4.5) 0.915
Niacin (mg/day) 27.2 (5.13) 27.2 (5.16) 0.931

Niacin Equivalents (mg/day) 43.1 (6.9) 43.3 (6.9) 0.800
Data are mean (SD) for continuous variables. All macronutrients and food groups were adjusted for total caloric
intake (kcal/day). Protein intake was further adjusted for the body weight (g/kg/day). MASLD, metabolic
dysfunction-related steatotic liver disease.

3.2. Association Analysis Between Dietary Niacin and MASLD

Both dietary niacin intake and odds of MASLD were significantly associated
(p-value = 0.035), as revealed by non-linear dose-response relationship analysis using
the RCS approach. The distribution of odds of MASLD across dietary niacin intake showed
a maximal peak at a dietary niacin intake of 25 mg/day and a plain valley peak at a dietary
niacin intake of 32 g/day. Overall, dietary niacin intake conferred protection when niacin
intake values were in the range below 35 mg/day (Figure 1), being significantly related to
lower odds of MASLD those niacin intake values below 22 g/day and values within the
niacin intake range from >25 to <35 mg/day, respectively. In contrast, for dietary niacin
intake values beyond 35 mg/day, the area of CI clearly overlapped the neutral OR line,
which was defined by the zero value of the log OR. The RCS shape was similar when
the dietary NE intake was considered for non-linear association analysis with MASLD
(Figure 2). In this case, the distribution of odds of MASLD across dietary niacin intake
showed a maximal peak at a dietary niacin intake of 40 mg/day, and a plain valley at
a dietary niacin of 50 g/day. The shape of the curve defined by the odds values across
dietary NE intake values was very similar to that built when dietary niacin intake was
considered. The range of dietary NE intake values showing lower odds of MASLD was
established at intake levels below 55 mg/day, being significantly related to lower odds of
MASLD in the range of NE intake values below 35 g/day and from >42.5 to <55 mg/day,
respectively. Similarly, for dietary NE intake values beyond >55 mg/day, the area of CI
clearly overlapped the neutral OR line defined by the zero value of log OR.

Niacin and NE were also considered categorical variables and were analyzed using
multivariate logistic regression analysis (Tables 3 and 4; Figures 3 and 4). Descriptive
analysis of both variables showed no statistically significant differences in the proportion
of subjects in each tertile between the MASLD and non-MASLD group (Tables 3 and 4).



Nutrients 2024, 16, 4178 7 of 15

Nutrients 2024, 16, 4178  7  of  15 
 

 

NE intake values below 35 g/day and from >42.5 to <55 mg/day, respectively. Similarly, 

for dietary NE  intake values beyond >55 mg/day, the area of CI clearly overlapped the 

neutral OR line defined by the zero value of log OR. 

 

Figure  1.  Restricted  cubic  spline  regression  analysis  of  the  association  between  niacin  intake 

(mg/day) and MASLD. RCS regression adjusted for age, sex, total caloric intake, sedentary activity, 

smoking, GFR, dyslipidemia, hypertension and T2DM. The X-axis represents niacin intake (mg/day) 

as a continuous variable, and the Y-axis is the Log odds ratio (OR) of the probability of developing 

MASLD. Greyish red represents  the confidence  interval  (CI). The dashed red  lines  indicated  the 

inflection points of niacin intake (mg/day). 

 

Figure 2. Restricted cubic spline regression analysis of  the association between niacin equivalent 

intake (mg/day) and MASLD. RCS regression adjusted for age, sex, total caloric intake, sedentary 

activity, smoking, GFR, dyslipidemia, hypertension and T2DM. The X-axis represents the EN intake 

Figure 1. Restricted cubic spline regression analysis of the association between niacin intake (mg/day)
and MASLD. RCS regression adjusted for age, sex, total caloric intake, sedentary activity, smoking,
GFR, dyslipidemia, hypertension and T2DM. The X-axis represents niacin intake (mg/day) as a
continuous variable, and the Y-axis is the Log odds ratio (OR) of the probability of developing
MASLD. Greyish red represents the confidence interval (CI). The dashed red lines indicated the
inflection points of niacin intake (mg/day).

Nutrients 2024, 16, 4178  7  of  15 
 

 

NE intake values below 35 g/day and from >42.5 to <55 mg/day, respectively. Similarly, 

for dietary NE  intake values beyond >55 mg/day, the area of CI clearly overlapped the 

neutral OR line defined by the zero value of log OR. 

 

Figure  1.  Restricted  cubic  spline  regression  analysis  of  the  association  between  niacin  intake 

(mg/day) and MASLD. RCS regression adjusted for age, sex, total caloric intake, sedentary activity, 

smoking, GFR, dyslipidemia, hypertension and T2DM. The X-axis represents niacin intake (mg/day) 

as a continuous variable, and the Y-axis is the Log odds ratio (OR) of the probability of developing 

MASLD. Greyish red represents  the confidence  interval  (CI). The dashed red  lines  indicated  the 

inflection points of niacin intake (mg/day). 

 

Figure 2. Restricted cubic spline regression analysis of  the association between niacin equivalent 

intake (mg/day) and MASLD. RCS regression adjusted for age, sex, total caloric intake, sedentary 

activity, smoking, GFR, dyslipidemia, hypertension and T2DM. The X-axis represents the EN intake 

Figure 2. Restricted cubic spline regression analysis of the association between niacin equivalent
intake (mg/day) and MASLD. RCS regression adjusted for age, sex, total caloric intake, sedentary
activity, smoking, GFR, dyslipidemia, hypertension and T2DM. The X-axis represents the EN intake
(mg/day) as a continuous variable, and the Y-axis is the Log ORs (OR) of the probability of developing
MASLD. Greyish red represents the confidence interval (CI). The dashed red lines indicated the
inflection points of NE intake (mg/day).
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Table 3. Niacin consumption (mg/day) in the study groups distributed by tertiles.

Niacin Intake (mg/day)

Tertile 1
(<25)

(n = 151)

Tertile 2
(25–30)

(n = 157)

Tertile 3
(>30)

(n = 136)
p-Value

Non-MASLD 75 (49.7) 80 (51.0) 67 (49.3) 0.954

MASLD 76 (50.3) 77 (49.0) 69 (50.7)
Data are presented as number (%) for the categorical variable niacin intake (mg/day). Niacin intake levels were
categorized into tertiles, being: T1 < 25 mg/day, T2 from 25 to 30 mg/day and T3 > 30 mg/day. MASLD, metabolic
dysfunction-related steatotic liver disease.

Table 4. Dietary niacin equivalents (NE) (mg/day) distributed by tertiles.

Niacin Equivalents Intake (NE) (mg/day)

Tertile 1
(<40)

(n = 141)

Tertile 2
(40–46)

(n = 154)

Tertile 3
(>46)

(n = 149)
p-Value

Non-MASLD 73 (51.8) 76 (49.4) 73 (49.0) 0.876

MASLD 68 (48.2) 78 (50.6) 76 (51.0)
Data are presented as number (%) for the categorical variable NE intake (mg/day). NE intake levels were
categorized into tertiles, being: T1 < 40 mg/day, T2 from 40 to 46 mg/day and T3 > 46 mg/day. MASLD,
metabolic dysfunction-related steatotic liver disease.

Nutrients 2024, 16, 4178  9  of  15 
 

 

any of the analyses. The detrimental effect of smoking was maintained  in Model 2 and 

Model 3 (OR (95% CI) = 1.15 (1.03–1.27), p = 0.012; 1.23 (1.11–1.37), p < 0.001, respectively). 

Higher BMI was also associated with a negative effect  in Model 3  (OR  (95% CI) = 1.07 

(1.05–1.08), p < 0.001). Total caloric intake, along with MASLD-related comorbidities (hy-

pertension, dyslipidemia, T2DM, and GFR), had no statistically significant effect in Model 

3 (Table S4). 

 

Figure 3. Forest plot of multiple logistic regression of niacin intake (mg/day) in the MASLD group. 

Data are mean (SD) for continuous variables and number (%) for categorical variables. BMI, body 

mass index; GFR, glomerular filtration rate; MASLD, metabolic dysfunction-related steatotic liver 

disease; T2DM, type 2 diabetes. Model 1: adjusted for age and sex. Model 2: adjusted for age and 

sex, plus physical activity, total calories (kcal/day), and smoking status. Model 3: adjusted for the 

variables of model 2 plus BMI, hypertension, dyslipidemia, T2DM, and GFR. The blue lines repre-

sent  the unadjusted model, while  the red  lines correspond  to Model 1,  the green  lines represent 

Model 2, and the purple lines correspond to Model 3. The association between MASLD and NE was 

calculated with the relative effect measure of odds ratios (ORs) and the 95% confidence interval (CI). 

 

Figure 4. Forest plot of multiple logistic regression of niacin equivalents intake (mg/day) in MASLD 

group. Data are mean (SD) for continuous variables and number (%) for categorical variables. BMI, 

body mass index; GFR, glomerular filtration rate; MASLD, metabolic dysfunction-related steatotic 

liver disease; T2DM, type 2 diabetes. Model 1: adjusted for age and sex. Model 2: adjusted for age 

Figure 3. Forest plot of multiple logistic regression of niacin intake (mg/day) in the MASLD group.
Data are mean (SD) for continuous variables and number (%) for categorical variables. BMI, body
mass index; GFR, glomerular filtration rate; MASLD, metabolic dysfunction-related steatotic liver
disease; T2DM, type 2 diabetes. Model 1: adjusted for age and sex. Model 2: adjusted for age and
sex, plus physical activity, total calories (kcal/day), and smoking status. Model 3: adjusted for the
variables of model 2 plus BMI, hypertension, dyslipidemia, T2DM, and GFR. The blue lines represent
the unadjusted model, while the red lines correspond to Model 1, the green lines represent Model 2,
and the purple lines correspond to Model 3. The association between MASLD and NE was calculated
with the relative effect measure of odds ratios (ORs) and the 95% confidence interval (CI).
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Figure 4. Forest plot of multiple logistic regression of niacin equivalents intake (mg/day) in MASLD
group. Data are mean (SD) for continuous variables and number (%) for categorical variables. BMI,
body mass index; GFR, glomerular filtration rate; MASLD, metabolic dysfunction-related steatotic
liver disease; T2DM, type 2 diabetes. Model 1: adjusted for age and sex. Model 2: adjusted for age
and sex, plus physical activity, total calories (kcal/day), and smoking status. Model 3: adjusted
for the variables of model 2 plus BMI, hypertension, dyslipidemia, T2DM, and GFR. The blue lines
represent the unadjusted model, while the red lines correspond to Model 1, the green lines represent
Model 2, and the purple lines correspond to Model 3. The association between MASLD and NE was
calculated with the relative effect measure of odds ratios (ORs) and the 95% confidence interval (CI).

The multivariable analysis showed that neither dietary niacin nor NE consumption
was associated with MASLD, even after adjusting for confounding variables (Figures 3
and 4; Tables S2 and S3).

Among intrinsic, non-modifiable confounders, the female sex was significantly pro-
tective against MASLD, as revealed after adjusting for all relevant confounding variables
(Model 3, Figure 3): OR (95% CI) = 0.89 (0.81–0.97) (p-value = 0.009). Aging, which is
considered another non-modifiable risk factor for MASLD, did not have any statistically
significant influence in any of the models.

Regarding other known modifiable risk factors for MASLD, sedentarism failed to remain
associated with MASLD in Model 3 (OR (95% CI) = 1.04 (0.95–1.14) p-value = 0.366). BMI
was associated with MASLD in the fully adjusted model (Model 3, OR (95% CI) = 1.07
(1.06–1.08), p-value < 0.001). Smoking was identified as one of the variables positively asso-
ciated with MASLD (OR (95% CI) = 1.23 (1.11–1.36), p-value < 0.001). Finally, other clinical
conditions, such as hypertension, dyslipidemia, T2DM, and GFR, were not associated with
MASLD (Figure 3; Table S2). Similar results were reached when considering dietary NE as
a variable (Figure 2; Table S3).

Protein intake was also analyzed as a categorical variable according to tertiles of intake.
The descriptive analysis showed significant differences, with the group without MASLD
having a higher protein intake compared with the non-MASLD group (Table S1). In the
multivariable analysis, the second and third tertiles of protein intake showed significant
protective effects in the fully adjusted model (Model 3, Figure S2; Table S4). Regarding
the non-modifiable factors, neither sex nor age were associated with MASLD in any of
the analyses. The detrimental effect of smoking was maintained in Model 2 and Model 3
(OR (95% CI) = 1.15 (1.03–1.27), p = 0.012; 1.23 (1.11–1.37), p < 0.001, respectively). Higher
BMI was also associated with a negative effect in Model 3 (OR (95% CI) = 1.07 (1.05–1.08),
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p < 0.001). Total caloric intake, along with MASLD-related comorbidities (hypertension,
dyslipidemia, T2DM, and GFR), had no statistically significant effect in Model 3 (Table S4).

4. Discussion

Our data showed that both dietary niacin and NE did not differ between subjects
with or without MASLD. However, the RCS analysis uncovered a significant non-linear
dose-response association between dietary niacin intake and odds of MASLD. Specifically,
such analysis revealed that MASLD risk was decreased in subjects with niacin intake
values of <35 mg/day. In addition, dietary protein intake (expressed as g/kg/day) was
significantly lower in the MASLD group; however, it was not related to incident MASLD.
Notably, our analysis also revealed that smoking was consistently associated with MASLD
in all the models.

Hepatic steatosis in MASLD is closely linked to reduced liver NAD+ levels [18]. Niacin,
a precursor of NAD+, replenishes these levels, mitigating oxidative stress, inflammation,
and lipotoxicity, as shown in preclinical studies [15–20,23]. Additionally, niacin may also
ameliorate MASLD by, on one side, inhibiting hepatic lipogenesis [29] and, on another,
by reducing free fatty acid flux to the liver because of the inhibiting effect on adipose
tissue lipolysis via the nicotinic acid-specific receptor GPR109A-mediated signaling path-
way [29,33]. The relationship between daily dietary niacin intake and MASLD is poorly
studied and elusive. To our knowledge, only two large observational, cross-sectional
studies have revealed that higher daily dietary niacin intake is associated with a lower
likelihood of MASLD [32,34]. Specifically, an independent study using the NHANES co-
hort found a U-shaped non-linear dose-response relationship between niacin intake and
MASLD [34], with the odds of MASLD showing a gradual reduction along with niacin
intake increase until reaching the threshold of 23.6 mg/day, where the odds of MASLD
was null, while from this, niacin intake value on the odds MASLD progressively increased
along with increasingly higher dietary niacin intake values [34]. In contrast with the latter
study, in our study, the range of dietary niacin intakes showing potentially protective odds
of MASLD was roughly <35 mg/day. Intriguingly, and similar to us, the logistic regression
models did not reveal any association between niacin intake and MASLD, despite adjusting
for almost the same confounding variables [34]. In support of this, daily niacin intake
was not associated with MASLD in two other independent case-control studies [57,58]. In
one of these studies, an Iranian case-control study, daily dietary niacin intake in subjects
with MASLD did not differ from that estimated in the control group [58]. Furthermore,
niacin intake only showed a marginal, non-significant inverse association with MASLD
in another independent Indian case-control study, including 160 cases with MASLD and
160 controls [57]. In both previous studies, the estimated dietary niacin values were much
lower than those calculated in our study; in the Indian study, 50% of the participants did
not meet the RDA for niacin [57,58].

In general, the daily niacin intake reported in all previous studies was much lower
than that calculated for our cohort. In our study, niacin intake ranged from the lowest (less
than 25 mg) to the highest (greater than 30 mg); the sources considered to estimate dietary
niacin intake included dairy products, eggs, meat, fish, poultry, legumes, and nuts, based on
the FFQ with 101 items [49]. For instance, in the three NHANES observational studies, the
reported daily niacin intake was much lower than the one calculated in our study [32,34,59].
In the first NHANES study, the lower quartile of daily niacin intake established for the
participants of the NHANES cohort study group was <16 g/day (1st quartile) compared
with the dietary niacin and NE estimated for our lowest tertile (<25 mg/day; <40 mg/day,
respectively) [32]. Similar findings were reported in the other independent NHANES cross-
sectional sub-study, where participants were distributed into tertiles according to their
daily niacin intakes, in which the lowest tertile included participants displaying values of
<18 g niacin/day [59]. Of note, in this last NHANES sub-study, the highest tertile of daily
dietary niacin intake (i.e., ≥26.7 mg niacin/day) was not significantly associated with a
lower likelihood of MASLD, but the risk of all-cause mortality was lower in participants
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in the MASLD group with the highest intake of niacin [59]. Finally, in the third study of
the NHANES cohort, the mean niacin intake was 22.6 mg/day [34]. The reason(s) for the
differences in daily niacin consumption between our study and others is unknown; however,
possible explanations could include the use of different methods for dietary data collection,
along with different dietary patterns due to, e.g., geographical and ethnic differences
in the cohorts [32,57–60]. Regarding dietary data collection, a study using the NHANES
observational data and the Indian case-control study used two 24-hour recall questionnaires
to assess niacin intake [32,34,57,59]. In contrast, the Iranian case-control study utilized a
valid and reliable 168-item semi-quantitative FFQ [58]. In our study, we used a 101-item
semi-quantitative FFQ validated for the Spanish population [49]. Additionally, in previous
studies, only niacin intake and not NE was analyzed [32,57–59], in contrast to our study,
which included both. In general, dietary NE values are frequently higher than dietary
niacin values, as NE also includes niacin derived from dietary tryptophan, i.e., from protein
breakdown. Consistently, in our cohort, dietary protein intake was not associated with
incident MASLD after adjusting for other confounders.

Our study identified a direct relationship between smoking and incident MASLD.
This relationship remained significant even after discounting other major confounding
variables. Consistent with this observation, a recent meta-analysis revealed a significant
association between smoking and MASLD [61]. Although the metabolic basis of this
relationship is still under investigation, intake of nicotine has been found to enhance
hepatic steatosis in an experimental preclinical model of MASLD [62]. In this regard, the
increased release of toxins coming from heavy smoking has been recently reported to
induce hepatic necroinflammation and worsening liver lesions to much more active forms,
such as fibrosis, in chronic liver disease [63]. Taken together, this body of evidence suggests
smoking to be a significant risk factor in the development and progression of liver disease.

Another relevant finding from our study was the contribution of sex to MASLD,
whereby females were protected against MASLD across the models. Our observation is
aligned with the notion that females are less prone to dysmetabolic features compared with
males and with epidemiological data showing that MASLD prevalence and severity are
significantly increased in men compared with women [64,65]. Furthermore, consistent with
previous studies, our analysis revealed that higher BMI was a risk factor for MASLD [66,67].

One of the main strengths of our study was having data from two cohorts collected
during the same period in the Mediterranean areas of Catalonia, enhancing the represen-
tativeness of the study sample. Furthermore, to our knowledge, this is the first study to
consider NE as a dietary parameter for estimating niacin intake and incident MASLD. This
approach is more reliable and realistic as it also considers tryptophan sources [40]. Another
strength was the use of the FFQ, which has good reproducibility for estimating dietary
intake, with data being collected by trained professionals. However, the current study has
several limitations, mainly due to its observational case-control design, which does not
allow us to establish causal relationships between the study variables. Additionally, FLI,
along with at least one trait of metabolic syndrome, was used as a diagnostic proxy for
MASLD, so it is a score calculated using cardiometabolic variables; therefore, data should
be interpreted with caution. The maximal levels of dietary niacin estimated from FFQ may
not be high enough to exert a favorable effect on MASLD incident; therefore, intervention
studies with higher doses of niacin than estimated from the FFQ are warranted to directly
assess the favorable influence of niacin on MASLD. Finally, the estimation of dietary niacin
can be significantly influenced by the methods used to collect dietary data and information
on supplements, making it even more challenging to assess the potential benefits of niacin
intake on MASLD in human studies. Further research on dietary niacin intake, particularly
through interventional studies, is therefore warranted to develop targeted and specific
nutritional recommendations for MASLD management.
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5. Conclusions

RCS analysis revealed that lower dietary niacin or NE were significantly associated
with odds values of MASLD, indicating a negative association with MASLD. However, the
fully adjusted logistic regression models did not show any association between dietary
intake of niacin or NE and MASLD. Additionally, protein intake was not associated with
MASLD after adjusting for the same confounding variables. Instead, our analysis identified
the contribution of certain intrinsic characteristics, such as female sex, or modifiable charac-
teristics, such as smoking and BMI, to MASLD. Further clinical studies of interventions with
niacin derivatives are warranted to better assess the contribution, if any, to clinical MASLD.
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//www.mdpi.com/article/10.3390/nu16234178/s1, Figure S1: Flowchart of inclusion and exclusion
criteria of the study; Figure S2: Forest plot of multiple logistic regression of protein intake (g/kg/day)
in MASLD group; Table S1: Protein intake (g/kg/day) in the study groups by tertiles categorization;
Table S2: Results of multiple logistic regression models for relations between niacin intake and
MASLD according to patient sex, age, clinical variables and comorbidities; Table S3: Results of
multiple logistic regression models for relations between NE intake and MASLD according to patient
sex, age, clinical variables and comorbidities; Table S4: Results of multiple logistic regression models
for protein intake (g/kg/day) and MASLD according to patient sex, age, clinical variables and
comorbidities.

Author Contributions: Conceptualization, J.J. and D.M.; methodology, J.J. and D.M.; software, P.V.;
formal analysis, P.V., M.A., and M.I.R.-L.; investigation, J.J.; resources, M.G.-C., E.C., D.M., and N.A.;
data curation, M.G.-C., E.C., and P.V.; writing—original draft preparation, M.A.; writing—review and
editing, M.A., M.I.R.-L., J.N.-N., P.V., M.G.-C., I.G., E.M., B.F.-C., B.V., J.R., E.C., E.O., N.A., D.M., and
J.J.; supervision, M.I.R.-L., B.V., and J.J.; project administration, D.M., and J.J.; funding acquisition;
E.O., N.A., J.J., and D.M. All authors have read and agreed to the published version of the manuscript.

Funding: This work was funded by the Spanish Ministry of Health, Instituto de Salud Carlos III
(Madrid, Spain) grants PI21/00770 (to J.J.), PI15/0625 and PI18/0328 (to D.M.), and PI21/00817 (to
N.A.). J.J. has received financial support from Agencia Estatal de Investigación (MCIN/AEI/10.13039/
501100011033 and European Union “NextGeneration EU”/PRTR) within the action “Consolidación
Investigadora 2022” (CNS2022-135559). Additionally, this study also received support from CIBER-
Consorcio Centro de Investigación Biomédica en Red- (leading group CB15/00071), Instituto de
Salud Carlos III, Ministerio de Ciencia e Innovación, Spain. M.I.R.-L. holds a predoctoral grant
SLT017/20/000107 from Pla Estratègic de Recerca i Innovació en Salut (PERIS) 2021-2024 of Generali-
tat de Catalunya, and I.G. received a grant from the Associació Catalana de Diabetis (ACD) “Ajut
a la Recerca Clínica en Diabetis 2023”. Institut d’Investigació Biomèdica Sant Pau and Biomedical
Research Institute’s Dr. Pifarré Foun-dation from Lleida (IRBLleida) are accredited by the Generalitat
de Catalunya as Centre de Recerca de Catalunya (CERCA).

Institutional Review Board Statement: The study was conducted in accordance with the Declaration
of Helsinki and approved by the local Ethics Committee from the University Hospital of Lleida
(CEIC 1079) (Approval Code: CEIC 2075, Approval Date: 29 October 2009 (approval of the amended
protocol study on 30 June 2011) and Ethics Committee of the Primary Health Care University Research
Institute (IDIAP) Jordi Gol (PI12/043) (Approval Code: P11/11, Approval Date: 3 March 2011).

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

Data Availability Statement: The data presented in this study are available on request from the
corresponding author.

Acknowledgments: We want to particularly acknowledge the professionals who analyzed the dietary
data from the food frequency questionnaires. Finally, we want to acknowledge Maria Barranco-
Altirriba for her advice.

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

https://www.mdpi.com/article/10.3390/nu16234178/s1
https://www.mdpi.com/article/10.3390/nu16234178/s1


Nutrients 2024, 16, 4178 13 of 15

References
1. 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 on the Management of Metabolic
Dysfunction-Associated Steatotic Liver Disease (MASLD). Obes. Facts 2024, 17, 374–444. [CrossRef] [PubMed]

2. Kashyap, M.L.; Ganji, S.; Nakra, N.K.; Kamanna, V.S. Niacin for treatment of nonalcoholic fatty liver disease (NAFLD): Novel use
for an old drug? J. Clin. Lipidol. 2019, 13, 873–879. [CrossRef]

3. Boccatonda, A.; Andreetto, L.; D’Ardes, D.; Cocco, G.; Rossi, I.; Vicari, S.; Schiavone, C.; Cipollone, F.; Guagnano, M.T. From
NAFLD to MAFLD: Definition, Pathophysiological Basis and Cardiovascular Implications. Biomedicines 2023, 11, 883. [CrossRef]

4. 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. [CrossRef] [PubMed]

5. Younossi, Z.M.; Golabi, P.; Paik, J.M.; Henry, A.; Van Dongen, C.; Henry, L. The global epidemiology of nonalcoholic fatty liver
disease (NAFLD) and nonalcoholic steatohepatitis (NASH): A systematic review. Hepatology 2023, 77, 1335–1347. [CrossRef]

6. Paternostro, R.; Trauner, M. Current treatment of non-alcoholic fatty liver disease. J. Intern. Med. 2022, 292, 190–204. [CrossRef]
[PubMed]

7. Fraser, A.; Abel, R.; Lawlor, D.A.; Fraser, D.; Elhayany, A. A modified Mediterranean diet is associated with the greatest reduction
in alanine aminotransferase levels in obese type 2 diabetes patients: Results of a quasi-randomised controlled trial. Diabetologia
2008, 51, 1616–1622. [CrossRef] [PubMed]

8. Hydes, T.; Alam, U.; Cuthbertson, D.J. The Impact of Macronutrient Intake on Non-alcoholic Fatty Liver Disease (NAFLD): Too
Much Fat, Too Much Carbohydrate, or Just Too Many Calories? Front. Nutr. 2021, 8, 640557. [CrossRef]

9. Orliacq, J.; Pérez-Cornago, A.; Parry, S.A.; Kelly, R.K.; Koutoukidis, D.A.; Carter, J.L. Associations between types and sources of
dietary carbohydrates and liver fat: A UK Biobank study. BMC Med. 2023, 21, 444. [CrossRef]

10. Yki-Järvinen, H.; Luukkonen, P.K.; Hodson, L.; Moore, J.B. Dietary carbohydrates and fats in nonalcoholic fatty liver disease. Nat.
Rev. Gastroenterol. Hepatol. 2021, 18, 770–786. [CrossRef]

11. Hashemi Kani, A.; Alavian, S.M.; Haghighatdoost, F.; Azadbakht, L. Diet macronutrients composition in nonalcoholic Fatty liver
disease: A review on the related documents. Hepat. Mon. 2014, 14, e10939. [CrossRef] [PubMed]

12. Freese, R.; Lysne, V. Niacin—A scoping review for Nordic Nutrition Recommendations 2023. Food Nutr. Res. 2023, 67, 10299.
[CrossRef] [PubMed]

13. Dietary Reference Values for Niacin|EFSA. Available online: https://www.efsa.europa.eu/en/efsajournal/pub/3759 (accessed
on 19 February 2024).

14. Mousa, T.Y.; Mousa, O.Y. Nicotinic Acid Deficiency (Archived). In StatPearls; StatPearls Publishing: Treasure Island, FL, USA,
2024.

15. Colak, Y.; Yesil, A.; Mutlu, H.H.; Caklili, O.T.; Ulasoglu, C.; Senates, E.; Takir, M.; Kostek, O.; Yilmaz, Y.; Enc, F.Y.; et al. A potential
treatment of non-alcoholic fatty liver disease with SIRT1 activators. J. Gastrointest. Liver Dis. 2014, 23, 311–319. [CrossRef]
[PubMed]

16. Ponugoti, B.; Kim, D.-H.; Xiao, Z.; Smith, Z.; Miao, J.; Zang, M.; Wu, S.-Y.; Chiang, C.-M.; Veenstra, T.D.; Kemper, J.K. SIRT1
deacetylates and inhibits SREBP-1C activity in regulation of hepatic lipid metabolism. J. Biol. Chem. 2010, 285, 33959–33970.
[CrossRef] [PubMed]

17. Ganji, S.H.; Kukes, G.D.; Lambrecht, N.; Kashyap, M.L.; Kamanna, V.S. Therapeutic role of niacin in the prevention and regression
of hepatic steatosis in rat model of nonalcoholic fatty liver disease. Am. J. Physiol. Gastrointest. Liver Physiol. 2014, 306, G320–G327.
[CrossRef]

18. Zhou, C.-C.; Yang, X.; Hua, X.; Liu, J.; Fan, M.-B.; Li, G.-Q.; Song, J.; Xu, T.-Y.; Li, Z.-Y.; Guan, Y.-F.; et al. Hepatic NAD(+)
deficiency as a therapeutic target for non-alcoholic fatty liver disease in ageing. Br. J. Pharmacol. 2016, 173, 2352–2368. [CrossRef]

19. Hu, G.; Ling, C.; Chi, L.; Thind, M.K.; Furse, S.; Koulman, A.; Swann, J.R.; Lee, D.; Calon, M.M.; Bourdon, C.; et al. The role of the
tryptophan-NAD + pathway in a mouse model of severe malnutrition induced liver dysfunction. Nat. Commun. 2022, 13, 7576.
[CrossRef]

20. Dall, M.; Hassing, A.S.; Treebak, J.T. NAD+ and NAFLD—Caution, causality and careful optimism. J. Physiol. 2022, 600, 1135–1154.
[CrossRef]

21. Fukuwatari, T.; Shibata, K. Nutritional Aspect of Tryptophan Metabolism. Int. J. Tryptophan Res. 2013, 6, 3–8. [CrossRef]
22. Romani, M.; Hofer, D.C.; Katsyuba, E.; Auwerx, J. Niacin: An old lipid drug in a new NAD+ dress. J. Lipid Res. 2019, 60, 741–746.

[CrossRef]
23. Bogan, K.L.; Brenner, C. Nicotinic acid, nicotinamide, and nicotinamide riboside: A molecular evaluation of NAD+ precursor

vitamins in human nutrition. Annu. Rev. Nutr. 2008, 28, 115–130. [CrossRef] [PubMed]
24. Méndez-Lara, K.A.; Rodríguez-Millán, E.; Sebastián, D.; Blanco-Soto, R.; Camacho, M.; Nan, M.N.; Diarte-Añazco, E.M.G.; Mato,

E.; Lope-Piedrafita, S.; Roglans, N.; et al. Nicotinamide Protects Against Diet-Induced Body Weight Gain, Increases Energy
Expenditure, and Induces White Adipose Tissue Beiging. Mol. Nutr. Food Res. 2021, 65, e2100111. [CrossRef] [PubMed]

25. Li, D.-J.; Sun, S.-J.; Fu, J.-T.; Ouyang, S.-X.; Zhao, Q.-J.; Su, L.; Ji, Q.-X.; Sun, D.-Y.; Zhu, J.-H.; Zhang, G.-Y.; et al. NAD+-boosting
therapy alleviates nonalcoholic fatty liver disease via stimulating a novel exerkine Fndc5/irisin. Theranostics 2021, 11, 4381–4402.
[CrossRef]

https://doi.org/10.1159/000539371
https://www.ncbi.nlm.nih.gov/pubmed/38852583
https://doi.org/10.1016/j.jacl.2019.10.006
https://doi.org/10.3390/biomedicines11030883
https://doi.org/10.1002/hep.28392
https://www.ncbi.nlm.nih.gov/pubmed/26663351
https://doi.org/10.1097/HEP.0000000000000004
https://doi.org/10.1111/joim.13531
https://www.ncbi.nlm.nih.gov/pubmed/35796150
https://doi.org/10.1007/s00125-008-1049-1
https://www.ncbi.nlm.nih.gov/pubmed/18597068
https://doi.org/10.3389/fnut.2021.640557
https://doi.org/10.1186/s12916-023-03135-8
https://doi.org/10.1038/s41575-021-00472-y
https://doi.org/10.5812/hepatmon.10939
https://www.ncbi.nlm.nih.gov/pubmed/24693306
https://doi.org/10.29219/fnr.v67.10299
https://www.ncbi.nlm.nih.gov/pubmed/38187785
https://www.efsa.europa.eu/en/efsajournal/pub/3759
https://doi.org/10.15403/jgld.2014.1121.233.yck
https://www.ncbi.nlm.nih.gov/pubmed/25267960
https://doi.org/10.1074/jbc.M110.122978
https://www.ncbi.nlm.nih.gov/pubmed/20817729
https://doi.org/10.1152/ajpgi.00181.2013
https://doi.org/10.1111/bph.13513
https://doi.org/10.1038/s41467-022-35317-y
https://doi.org/10.1113/JP280908
https://doi.org/10.4137/IJTR.S11588
https://doi.org/10.1194/jlr.S092007
https://doi.org/10.1146/annurev.nutr.28.061807.155443
https://www.ncbi.nlm.nih.gov/pubmed/18429699
https://doi.org/10.1002/mnfr.202100111
https://www.ncbi.nlm.nih.gov/pubmed/33870623
https://doi.org/10.7150/thno.53652


Nutrients 2024, 16, 4178 14 of 15

26. Pham, T.X.; Bae, M.; Kim, M.-B.; Lee, Y.; Hu, S.; Kang, H.; Park, Y.-K.; Lee, J.-Y. Nicotinamide riboside, an NAD+ precursor,
attenuates the development of liver fibrosis in a diet-induced mouse model of liver fibrosis. Biochim. Biophys. Acta Mol. Basis Dis.
2019, 1865, 2451–2463. [CrossRef]

27. Sambeat, A.; Ratajczak, J.; Joffraud, M.; Sanchez-Garcia, J.L.; Giner, M.P.; Valsesia, A.; Giroud-Gerbetant, J.; Valera-Alberni, M.;
Cercillieux, A.; Boutant, M.; et al. Endogenous nicotinamide riboside metabolism protects against diet-induced liver damage. Nat.
Commun. 2019, 10, 4291. [CrossRef]

28. Ganji, S.H.; Kashyap, M.L.; Kamanna, V.S. Niacin inhibits fat accumulation, oxidative stress, and inflammatory cytokine IL-8 in
cultured hepatocytes: Impact on non-alcoholic fatty liver disease. Metabolism 2015, 64, 982–990. [CrossRef] [PubMed]

29. Ye, L.; Cao, Z.; Lai, X.; Shi, Y.; Zhou, N. Niacin Ameliorates Hepatic Steatosis by Inhibiting De Novo Lipogenesis via a
GPR109A-Mediated PKC-ERK1/2-AMPK Signaling Pathway in C57BL/6 Mice Fed a High-Fat Diet. J. Nutr. 2020, 150, 672–684.
[CrossRef]

30. El-Kady, R.R.; Ali, A.K.; El Wakeel, L.M.; Sabri, N.A.; Shawki, M.A. Nicotinamide supplementation in diabetic nonalcoholic fatty
liver disease patients: Randomized controlled trial. Ther. Adv. Chronic Dis. 2022, 13, 20406223221077958. [CrossRef]

31. Dellinger, R.W.; Holmes, H.E.; Hu-Seliger, T.; Butt, R.W.; Harrison, S.A.; Mozaffarian, D.; Chen, O.; Guarente, L. Nicotinamide
riboside and pterostilbene reduces markers of hepatic inflammation in NAFLD: A double-blind, placebo-controlled clinical trial.
Hepatology 2023, 78, 863–877. [CrossRef]

32. Pan, J.; Hu, Y.; Pang, N.; Yang, L. Association between Dietary Niacin Intake and Nonalcoholic Fatty Liver Disease: NHANES
2003–2018. Nutrients 2023, 15, 4128. [CrossRef]

33. Linder, K.; Willmann, C.; Kantartzis, K.; Machann, J.; Schick, F.; Graf, M.; Kümmerle, S.; Häring, H.-U.; Fritsche, A.; Stefan, N.;
et al. Dietary Niacin Intake Predicts the Decrease of Liver Fat Content During a Lifestyle Intervention. Sci. Rep. 2019, 9, 1303.
[CrossRef] [PubMed]

34. Zhou, J.; Han, J. Association of niacin intake and metabolic dysfunction-associated steatotic liver disease: Findings from National
Health and Nutrition Examination Survey. BMC Public Health 2024, 24, 2742. [CrossRef]

35. Falguera, M.; Vilanova, M.B.; Alcubierre, N.; Granado-Casas, M.; Marsal, J.R.; Miró, N.; Cebrian, C.; Molló, À.; Franch-Nadal, J.;
Mata-Cases, M.; et al. Prevalence of pre-diabetes and undiagnosed diabetes in the Mollerussa prospective observational cohort
study in a semi-rural area of Catalonia. BMJ Open 2020, 10, e033332. [CrossRef] [PubMed]

36. Vilanova, M.B.; Falguera, M.; Marsal, J.R.; Rubinat, E.; Alcubierre, N.; Castelblanco, E.; Granado-Casas, M.; Miró, N.; Molló, À.;
Mata-Cases, M.; et al. Prevalence, clinical features and risk assessment of pre-diabetes in Spain: The prospective Mollerussa
cohort study. BMJ Open 2017, 7, e015158. [CrossRef]

37. Alcubierre, N.; Rubinat, E.; Traveset, A.; Martinez-Alonso, M.; Hernandez, M.; Jurjo, C.; Mauricio, D. A prospective cross-sectional
study on quality of life and treatment satisfaction in type 2 diabetic patients with retinopathy without other major late diabetic
complications. Health Qual. Life Outcomes 2014, 12, 131. [CrossRef] [PubMed]

38. Alcubierre, N.; Granado-Casas, M.; Real, J.; Perpiñán, H.; Rubinat, E.; Falguera, M.; Castelblanco, E.; Franch-Nadal, J.; Mauricio, D.
Spanish People with Type 2 Diabetes Show an Improved Adherence to the Mediterranean Diet. Nutrients 2020, 12, 560. [CrossRef]

39. Byrne, C.D.; Targher, G. NAFLD: A multisystem disease. J. Hepatol. 2015, 62, S47–S64. [CrossRef]
40. Han, A.L. Validation of fatty liver index as a marker for metabolic dysfunction-associated fatty liver disease. Diabetol. Metab.

Syndr. 2022, 14, 44. [CrossRef]
41. Han, A.L.; Lee, H.K. Comparison of the Diagnostic Performance of Steatosis Indices for Discrimination of CT-Diagnosed Metabolic

Dysfunction-Associated Fatty Liver Disease. Metabolites 2022, 12, 664. [CrossRef]
42. Castellana, M.; Donghia, R.; Guerra, V.; Procino, F.; Lampignano, L.; Castellana, F.; Zupo, R.; Sardone, R.; De Pergola, G.;

Romanelli, F.; et al. Performance of Fatty Liver Index in Identifying Non-Alcoholic Fatty Liver Disease in Population Studies. A
Meta-Analysis. J. Clin. Med. 2021, 10, 1877. [CrossRef]

43. Rinella, M.E.; Lazarus, J.V.; Ratziu, V.; Francque, S.M.; Sanyal, A.J.; Kanwal, F.; Romero, D.; Abdelmalek, M.F.; Anstee, Q.M.;
Arab, J.P.; et al. NAFLD Nomenclature consensus group A multisociety Delphi consensus statement on new fatty liver disease
nomenclature. Hepatology 2023, 78, 1966–1986. [CrossRef] [PubMed]

44. Ruescas-Nicolau, M.-A.; Sánchez-Sánchez, M.L.; Cortés-Amador, S.; Pérez-Alenda, S.; Arnal-Gómez, A.; Climent-Toledo, A.;
Carrasco, J.J. Validity of the International Physical Activity Questionnaire Long form for Assessing Physical Activity and
Sedentary Behavior in Subjects with Chronic Stroke. Int. J. Environ. Res. Public Health 2021, 18, 4729. [CrossRef] [PubMed]

45. Bernstein, M.S.; Morabia, A.; Sloutskis, D. Definition and prevalence of sedentarism in an urban population. Am. J. Public Health
1999, 89, 862–867. [CrossRef]

46. Physical Activity. Available online: https://www.who.int/news-room/fact-sheets/detail/physical-activity (accessed on 13 June 2024).
47. American Diabetes Association. 2. Classification and Diagnosis of Diabetes. Diabetes Care 2017, 40, S11–S24. [CrossRef] [PubMed]
48. Olson, D.E.; Rhee, M.K.; Herrick, K.; Ziemer, D.C.; Twombly, J.G.; Phillips, L.S. Screening for diabetes and pre-diabetes with

proposed A1C-based diagnostic criteria. Diabetes Care 2010, 33, 2184–2189. [CrossRef]
49. Vioque, J.; Navarrete-Muñoz, E.-M.; Gimenez-Monzó, D.; García-de-la-Hera, M.; Granado, F.; Young, I.S.; Ramón, R.; Ballester, F.;

Murcia, M.; Rebagliato, M.; et al. INMA-Valencia Cohort Study Reproducibility and validity of a food frequency questionnaire
among pregnant women in a Mediterranean area. Nutr. J. 2013, 12, 26. [CrossRef]

50. CFA 101 EMBARAZADAS|Unidad de Epidemiología de la Nutrición. Available online: https://epinut.umh.es/cfa-101-inma-
embarazadas/ (accessed on 7 March 2024).

https://doi.org/10.1016/j.bbadis.2019.06.009
https://doi.org/10.1038/s41467-019-12262-x
https://doi.org/10.1016/j.metabol.2015.05.002
https://www.ncbi.nlm.nih.gov/pubmed/26024755
https://doi.org/10.1093/jn/nxz303
https://doi.org/10.1177/20406223221077958
https://doi.org/10.1002/hep.32778
https://doi.org/10.3390/nu15194128
https://doi.org/10.1038/s41598-018-38002-7
https://www.ncbi.nlm.nih.gov/pubmed/30718741
https://doi.org/10.1186/s12889-024-20161-0
https://doi.org/10.1136/bmjopen-2019-033332
https://www.ncbi.nlm.nih.gov/pubmed/31964673
https://doi.org/10.1136/bmjopen-2016-015158
https://doi.org/10.1186/s12955-014-0131-2
https://www.ncbi.nlm.nih.gov/pubmed/25138117
https://doi.org/10.3390/nu12020560
https://doi.org/10.1016/j.jhep.2014.12.012
https://doi.org/10.1186/s13098-022-00811-2
https://doi.org/10.3390/metabo12070664
https://doi.org/10.3390/jcm10091877
https://doi.org/10.1097/HEP.0000000000000520
https://www.ncbi.nlm.nih.gov/pubmed/37363821
https://doi.org/10.3390/ijerph18094729
https://www.ncbi.nlm.nih.gov/pubmed/33946690
https://doi.org/10.2105/AJPH.89.6.862
https://www.who.int/news-room/fact-sheets/detail/physical-activity
https://doi.org/10.2337/dc17-S005
https://www.ncbi.nlm.nih.gov/pubmed/27979889
https://doi.org/10.2337/dc10-0433
https://doi.org/10.1186/1475-2891-12-26
https://epinut.umh.es/cfa-101-inma-embarazadas/
https://epinut.umh.es/cfa-101-inma-embarazadas/


Nutrients 2024, 16, 4178 15 of 15

51. ARS Home: USDA ARS. Available online: https://www.ars.usda.gov/ (accessed on 3 May 2024).
52. Tablas de Composición de Alimentos Del CESNID. Available online: https://www.sennutricion.org/es/2013/05/13/tablas-de-

composicin-de-alimentos-del-cesnid (accessed on 7 March 2024).
53. Composition of Foods Integrated Dataset (CoFID). Available online: https://www.gov.uk/government/publications/

composition-of-foods-integrated-dataset-cofid (accessed on 3 May 2024).
54. EFSA Sets Population Reference Intakes for Protein|EFSA. Available online: https://www.efsa.europa.eu/en/press/news/1202

09 (accessed on 28 March 2024).
55. Harrell, F.E. Regression Modeling Strategies: With Applications to Linear Models, Logistic and Ordinal Regression, and Survival Analysis;

Springer: Nashville, TN, USA, 2024. [CrossRef]
56. R: The R Project for Statistical Computing. Available online: https://www.r-project.org/ (accessed on 7 March 2024).
57. Chaturvedi, S.; Tripathi, D.; Vikram, N.K.; Madhusudan, K.S.; Pandey, R.M.; Bhatia, N. Association of nutrient intake with

non-alcoholic fatty liver disease and liver steatosis in adult Indian population—A case control study. Hum. Nutr. Metab. 2023, 32,
200188. [CrossRef]

58. Salehi-Sahlabadi, A.; Teymoori, F.; Ahmadirad, H.; Mokhtari, E.; Azadi, M.; Seraj, S.S.; Hekmatdoost, A. Nutrient patterns and
non-alcoholic fatty liver disease in Iranian Adul: A case-control study. Front. Nutr. 2022, 9, 977403. [CrossRef]

59. Pan, J.; Zhou, Y.; Pang, N.; Yang, L. Dietary Niacin Intake and Mortality Among Individuals with Nonalcoholic Fatty Liver
Disease. JAMA Netw. Open 2024, 7, e2354277. [CrossRef]

60. Li, L.; Sun, J.; Wang, H.; Ouyang, Y.; Zhang, J.; Li, T.; Wei, Y.; Gong, W.; Zhou, X.; Zhang, B. Spatial Distribution and Temporal
Trends of Dietary Niacin Intake in Chinese Residents ≥ 5 Years of Age between 1991 and 2018. Nutrients 2023, 15, 638. [CrossRef]

61. Rezayat, A.A.; Moghadam, M.D.; Nour, M.G.; Shirazinia, M.; Ghodsi, H.; Zahmatkesh, M.R.R.; Noghabi, M.T.; Hoseini, B.;
Rezayat, K.A. Association between smoking and non-alcoholic fatty liver disease: A systematic review and meta-analysis. SAGE
Open Med. 2018, 6, 2050312117745223. [CrossRef] [PubMed]

62. Rivera, J.C.; Espinoza-Derout, J.; Hasan, K.M.; Molina-Mancio, J.; Martínez, J.; Lao, C.J.; Lee, M.L.; Lee, D.L.; Wilson, J.; Sinha-
Hikim, A.P.; et al. Hepatic steatosis induced by nicotine plus Coca-ColaTM is prevented by nicotinamide riboside (NR). Front.
Endocrinol. 2024, 15, 1282231. [CrossRef] [PubMed]

63. El-Zayadi, A.-R. Heavy smoking and liver. World J. Gastroenterol. 2006, 12, 6098–6101. [CrossRef] [PubMed]
64. Ballestri, S.; Nascimbeni, F.; Baldelli, E.; Marrazzo, A.; Romagnoli, D.; Lonardo, A. NAFLD as a Sexual Dimorphic Disease:

Role of Gender and Reproductive Status in the Development and Progression of Nonalcoholic Fatty Liver Disease and Inherent
Cardiovascular Risk. Adv. Ther. 2017, 34, 1291–1326. [CrossRef]

65. Kojima, S.-I.; Watanabe, N.; Numata, M.; Ogawa, T.; Matsuzaki, S. Increase in the prevalence of fatty liver in Japan over the past
12 years: Analysis of clinical background. J. Gastroenterol. 2003, 38, 954–961. [CrossRef]

66. Zhou, M.; Yang, N.; Xing, X.; Chang, D.; Li, J.; Deng, J.; Chen, Y.; Hu, C.; Zhang, R.; Lu, X.; et al. Obesity interacts with
hyperuricemia on the severity of non-alcoholic fatty liver disease. BMC Gastroenterol. 2021, 21, 43. [CrossRef]

67. Zimmermann, E.; Gamborg, M.; Holst, C.; Baker, J.L.; Sørensen, T.I.A.; Berentzen, T.L. Body mass index in school-aged children
and the risk of routinely diagnosed non-alcoholic fatty liver disease in adulthood: A prospective study based on the Copenhagen
School Health Records Register. BMJ Open 2015, 5, e006998. [CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://www.ars.usda.gov/
https://www.sennutricion.org/es/2013/05/13/tablas-de-composicin-de-alimentos-del-cesnid
https://www.sennutricion.org/es/2013/05/13/tablas-de-composicin-de-alimentos-del-cesnid
https://www.gov.uk/government/publications/composition-of-foods-integrated-dataset-cofid
https://www.gov.uk/government/publications/composition-of-foods-integrated-dataset-cofid
https://www.efsa.europa.eu/en/press/news/120209
https://www.efsa.europa.eu/en/press/news/120209
https://doi.org/10.1007/978-3-319-19425-7
https://www.r-project.org/
https://doi.org/10.1016/j.hnm.2023.200188
https://doi.org/10.3389/fnut.2022.977403
https://doi.org/10.1001/jamanetworkopen.2023.54277
https://doi.org/10.3390/nu15030638
https://doi.org/10.1177/2050312117745223
https://www.ncbi.nlm.nih.gov/pubmed/29399359
https://doi.org/10.3389/fendo.2024.1282231
https://www.ncbi.nlm.nih.gov/pubmed/38756999
https://doi.org/10.3748/wjg.v12.i38.6098
https://www.ncbi.nlm.nih.gov/pubmed/17036378
https://doi.org/10.1007/s12325-017-0556-1
https://doi.org/10.1007/s00535-003-1178-8
https://doi.org/10.1186/s12876-021-01615-w
https://doi.org/10.1136/bmjopen-2014-006998

	Introduction 
	Materials and Methods 
	Study Design and Settings 
	Participants 
	Variables 
	Dietary Niacin Consumption 
	Dietary Macronutrient Consumption 
	Statistical Analysis 

	Results 
	Dietary Intake 
	Association Analysis Between Dietary Niacin and MASLD 

	Discussion 
	Conclusions 
	References

