& frontiers | Frontiers in Cardiovascular Medicine

ORIGINAL RESEARCH
published: 26 April 2022
doi: 10.3389/fcvm.2022.889597

OPEN ACCESS

Edited by:
Yi Tan,
University of Louisville, United States

Reviewed by:

Xiaoxia Peng,

Capital Medical University, China
Jing Liu,

Capital Medical University, China

*Correspondence:
Shou-Ling Wu
drwusl@163.com

Jun Cai
caijjun@fuwaihospital.org

*These authors have contributed
equally to this work

Specialty section:

This article was submitted to
Cardiovascular Metabolism,

a section of the journal

Frontiers in Cardiovascular Medicine

Received: 04 March 2022
Accepted: 04 April 2022
Published: 26 April 2022

Citation:

Song Q-R, Liu S-L, Bi Y-G, Chen S-H,
Wu S-L and Cai J (2022)
Non-alcoholic Fatty Liver Disease Is
Associated With Cardiovascular
QOutcomes in Subjects With
Prediabetes and Diabetes: A
Prospective Community-Based
Cohort Studly.

Front. Cardiovasc. Med. 9:889597.
doi: 10.3389/fcvm.2022.889597

Check for
updates

Non-alcoholic Fatty Liver Disease Is
Associated With Cardiovascular
Outcomes in Subjects With
Prediabetes and Diabetes: A
Prospective Community-Based
Cohort Study

Qi-Rui Song ', Shuo-Lin Liu?3t, Ya-Guang Bi?3, Shuo-Hua Chen*, Shou-Ling Wu** and
Jun Cai™

! Hypertension Center, Fuwai Hospital, State Key Laboratory of Cardiovascular Disease of China, National Center for
Cardiovascular Diseases of China, Chinese Academy of Medical Sciences and Peking Union Medical College, Beijjing, China,
2 Department of Cardiology, Zhongshan Hospital, Fudan University, Shanghai, China, ° Shanghai Institute of Cardiovascular
Diseases, Shanghai, China, * Department of Cardiology, Kailuan General Hospital, Tangshan, China

Background: There have been no studies of the effect of non-alcoholic fatty liver disease
(NAFLD) on cardiovascular events (CVEs) in patients with pre-diabetes (pre-DM), and
diabetes mellitus (DM). We performed a community-based cohort study to evaluate the
relationship between NAFLD and CVEs in patients with glucose metabolism disorder.

Methods: We enrolled 71,852 participants from the Kailuan study who had not
experienced CVEs, after excluding alcohol abuse and other liver diseases. NAFLD was
assessed using abdominal ultrasonography. Besides, participants were categorized by
glucose metabolism status [normal glucose regulation (NGR), pre-DM, and DM]. Al
subjects were followed up for the occurrence of CVEs.

Results: During a median of 13.01 (0.64) years of follow-up, 6,037 CVEs occurred.
NAFLD was present in 22,525 (31.3%), and compared with participants without
NAFLD, those with NAFLD had a 12.3% [95% confidence interval (Cl) 1.059-1.191,
P < 0.001] higher risk of CVEs, after adjustment for potential confounders. The
hazard ratios for patients with mild, moderate, and severe NAFLD were 1.104
(95% CI 1.035-1.179, P < 0.001), 1.149 (95% CI 1.055-1.251, P < 0.001), and
1.235 (95% Cl 1.059-1.441, P < 0.001), respectively. Moreover, participants with
pre-DM plus NAFLD and participants with DM plus NAFLD had 1.267-fold (95%
Cl 1.151-1.395, P < 0.001) and 1.829-fold (95% Cl 1.666-2.008, P < 0.001)
higher risks of CVEs, respectively, compared with those with NGR and no NAFLD.
The addition of the combination of NAFLD and glucose metabolism status to the
crude Cox model increased the C-statistic by 0.0066 (0.0053-0.0080, P < 0.001).
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Conclusions: NAFLD is associated with higher risks of CVEs. Moreover, NAFLD is an
independent predictor of CVEs in patients with pre-DM and DM, suggesting that NAFLD
may provide greater risk predictive value for patients with glucose metabolism disorder.

Keywords: non-alcoholic fatty liver disease, cardiovascular disease, diabetes mellitus, coronary artery disease,

prognosis

BACKGROUND

Non-alcoholic fatty liver disease (NAFLD) is becoming the
commonest cause of chronic liver disease, affecting ~25% of
the general population worldwide. In China, the prevalence of
NAFLD has doubled over the past 20 years (1).

NAFLD involves the pathological accumulation of fat in the
liver and is associated with the pathogenesis of multiple
metabolic  disorders, including hyperlipidemia, obesity,
the metabolic syndrome, insulin resistance, and diabetes.
These conditions may interact synergistically to increase
the risks of hepatic and extrahepatic complications and
mortality (2). The findings of a number of epidemiological
studies imply that NAFLD is an independent predictor
of subclinical cardiovascular diseases, such as artery
endothelial dysfunction, thickening of the carotid artery
wall, coronary artery calcification, and the progression of
atherosclerosis (3-6). Moreover, NAFLD is also associated
with coronary artery stenosis and the need for coronary

artery intervention (7). However, previous studies have
generated contrasting data regarding the relationship
between NAFLD and long-term clinical cardiovascular

outcomes (7-10).

NAFLD and glucose metabolism disorders are common
metabolic diseases that regularly coexist and each affects
the progression of the other. Individuals with NAFLD are
predisposed toward a deterioration of insulin sensitivity (11),
which results in a two-fold higher incidence of type 2 diabetes
mellitus (T2DM) (12). Furthermore, NAFLD substantially
increases the risk of developing cardiovascular complications
of diabetes (13). Interestingly, the presence of prediabetes (pre-
DM) is not an independent risk factor for cardiovascular
events (CVEs), but it does increase the risk of a CVE in
combination with other metabolic disorders (14, 15). However,
it is unknown whether NAFLD is associated with poorer
cardiovascular outcomes in patients with prediabetes.

We aimed to determine the effect of NAFLD on cardiovascular
outcomes in a large cohort of Chinese people derived from the
general population, who had normal glucose regulation (NGR),
pre-diabetes (pre-DM), or diabetes mellitus (DM).

Abbreviations: NAFLD, non-alcoholic fatty liver disease; HBsAg, hepatitis B
surface antigen; FBG, fasting blood glucose; NGR, normal glucose regulation;
DM, diabetes mellitus; pre-DM, prediabetes; MI, myocardial infarction; HS,
hemorrhagic stroke; IS, ischemic stroke; CR, creatinine; UA, uric acid; TC, total
cholesterol; LDL-C, low-density lipoprotein-cholesterol; HDL-C, high-density
lipoprotein-cholesterol; TG, triglyceride; eGFR, estimated glomerular filtration
rate; BP, blood pressure; BMI, body mass index; HR, hazard ratio; CI, confidence
interval; SBP, systolic blood pressure; hsCRP, high-sensitivity C-reactive protein;
NASH, non-alcoholic steatohepatitis.

MATERIALS AND METHODS
Study Design and Population

The data were extracted from that collected during the Kailuan
study (trial registration number, ChiCTR-TNC-1100148; trial
registration site, http://www.chictr.org.cn/index.aspx). This is a
community-based prospective cohort study being performed in
Kailuan, Tangshan City, northern China. Detailed information
regarding the study design and procedures of the Kailuan
study has been published previously (16). Briefly, a total of
101,510 participants (81,110 men and 20,400 women, aged 18-98
years) were recruited for the initial survey, and they completed
questionnaires and underwent physical examinations and
laboratory testing in the 11 hospitals in the Kailuan community
between June 2006 and October 2007. Re-examinations were
conducted every 2 years until December 31, 2019 or death.

Of the participants recruited for the initial survey, we
excluded 1,219 for whom baseline ultrasonographic data were
not available, 24,338 for whom information regarding alcohol
intake was not available or who consumed an excessive amount of
alcohol (defined as an alcohol intake >30 g/day for men and >20
g/day for women), 3,160 who were positive for hepatitis B surface
antigen (HBsAg) or for whom this information was not available,
125 with liver cirrhosis, 366 who had previously experienced
ischemic or hemorrhagic stroke, myocardial infarction, or cancer,
and 450 for whom detailed data were not available. Thus, 71,852
participants who were recruited at baseline were included in the
present study (Figure 1).

Assessment of NAFLD

Experienced radiologists who were blinded to the clinical
presentation and laboratory findings of each participant
performed abdominal ultrasonography. A high-resolution
B-mode topographical ultrasound system with a 3.5 MHz probe
(Acuson X300, Siemens, Munich, Germany) was used.

NAFLD was diagnosed on the basis of the presence of at
least two of the following abnormal findings on abdominal
ultrasonography, according to the criteria for the assessment and
management of NAFLD in China (17): (1) increased echogenicity
of the liver near-field region with deep attenuation of the
ultrasound signal; (2) hyperechogenicity of liver tissue (“bright
liver”), compared with the echogenicity of the kidney cortex; and
(3) vascular blurring. NAFLD was diagnosed in the presence of
fatty liver and in the absence of excessive alcohol consumption or
other causes of chronic liver disease (18).

The severity of NAFLD was defined ultrasonographically,
as previously described (19), as mild (diffuse increase in fine
echoes from the liver parenchyma), moderate (diffuse increase
in fine echoes, with impaired visualization of the intrahepatic
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Patients with baseline examination (2006-2007
examination) completed (N=101510)

Excluded:

+ Patients who did not have baseline
ultrasound data(N=1219);

+ Patients with excessive alcohol intake or
not having information of alcohol
intake(N=24338);

o] ¢ Patients with hepatitis B surface antigen

A\ 4

Patients included in the study (N=71852)

FIGURE 1 | Flowchart of the study.

positive or lacking of hepatitis B surface
antigen status(N=3160);

+ Patients with liver cirrhosis (N=125);

+ Patients with ischemic or hemorrhagic
stroke, myocardial infraction ,cancer
before baseline(N=366);

+ Patients without detailed data (N=450);

vessel borders and diaphragm), or severe (diffuse increase in fine
echoes, with no visualization possible of the intrahepatic vessel
borders or diaphragm).

Definitions of Diabetes and Prediabetes
Blood samples were obtained from the anterior elbow of
the participants under fasting conditions (at least 8h) in
the morning. Fasting blood glucose (FBG) concentration
was measured using the hexokinase/glucose-6-phosphate
dehydrogenase method (Mind Bioengineering Co. Ltd, Shanghai,
China). DM was diagnosed if participants had an FBG of >7.00
mmol/L, self-reported a physician diagnosis, or self-reported the
use of antidiabetic medication. Pre-DM was defined using an
FBG of 5.60-6.99 mmol/L for participants who were not taking
antidiabetic medication. Participants without pre-DM or DM
were defined as having normal NGR.

Definitions of Outcomes

The primary outcome of the present study was an incident CVE,
including myocardial infarction (MI), hemorrhagic stroke (HS),
and ischemic stroke (IS). The CVEs were identified by ICD
10th edition codes, as described previously (16). Information
regarding incident CVEs was gathered at biennial interviews
and from annual discharge lists, which were reviewed and
adjudicated by a committee consisting of three experienced
blinded physicians from the 11 Kailuan hospitals. Information
regarding mortality was collected from the provincial vital
statistics offices and reviewed by clinicians. In line with

the World Health Organization’s Multinational Monitoring of
Trends and Determinants in Cardiovascular Disease (MONICA)
criteria (20), MI was diagnosed on the basis of clinical
symptoms, high circulating cardiac enzyme activities, or
biomarker concentrations, as well as electrocardiography. Stroke
was diagnosed according to the World Health Organization
criteria (21) on the basis of neurological signs, clinical
symptoms, neurological images (computed tomography or
magnetic resonance imaging), and other diagnostic reports, as
described previously (16).

Assessments of Covariates

Plasma alanine aminotransferase (ALT) activity and the
plasma total bilirubin (TBIL), creatinine (CR), uric acid
(UA), triglyceride (TG), total cholesterol (TC), high-density
lipoprotein-cholesterol (HDL-C), and low-density lipoprotein-
cholesterol (LDL-C) concentrations were measured in the
central laboratory of Kailuan hospital using an auto-analyzer
(Hitachi 747; Hitachi, Tokyo, Japan). Hepatitis B surface antigen
(HBsAg) was assayed using an enzyme-linked immunosorbent
assay (Shanghai Kehua Bio-Engineering, Shanghai, China).
Plasma high-sensitivity C-reactive protein concentration
was measured using a high-sensitivity particle-enhanced
immunonephelometric assay (Cias Latex CRP-H, Kanto
Chemical Co Inc, Tokyo, Japan). Estimated glomerular
filtration rate (eGFR) was calculated using the Chronic Kidney
Disease Epidemiology Collaboration creatinine equation (22).
Hyperlipidemia was defined using a compatible medical history,
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a fasting total cholesterol (TC) concentration >5.18 mmol/L, or
a triglyceride (TG) concentration >1.7 mmol/L.

Blood pressure (BP) was measured by well-trained operators
between 07:00 and 09:00 on the day of the physical examination.
Smoking, caffeine consumption, and physical activity were
prohibited for 30min prior to the measurement and the
participants were seated quietly for at least 5min beforehand.
Mercury sphygmomanometers were used to measure BP three
times at intervals of 1-2 min, and the mean value was obtained.
To avoid measurement bias, the sphygmomanometers were
regularly checked and calibrated. The heart rate, height, and
weight of the participants were measured by trained field workers
during the surveys. Body mass index (BMI) was calculated as
weight (kg) divided by the square of height (m?).

Information  regarding sociodemographic  parameters
(e.g., birth date and sex), lifestyle (e.g., smoking status,
alcohol consumption, and physical activity) and previous
medical history (e.g., hypertension, diabetes, and the use of
antihypertensive agents) was collected by trained interviewers
using questionnaires, as described previously (16). Smokers were
defined as participants who had a history of smoking or who
were current smokers, and those who had a history of alcohol
consumption or who currently consumed alcohol were defined
asdrinkers. Physical activity was defined as engaging in aerobic
exercise >3 times/week, for >30 min/session.

Statistical Analysis

Statistical analyses were performed using SAS version 9.4 (SAS
Institute, Inc, Cary, NC, USA) and R, version 3.5.2 (R Foundation
for Statistical Computing, Vienna, Austria). Continuous variables
are presented as mean = standard deviation (SD) or median with
interquartile range, and categorical variables are described as
number or percentage. The Kolmogorov-Smirnov test was used
to identify the distributions of the variables.

One-way ANOVA, the Kruskal-Wallis test or the chi-square
test was used to compare the data according to the glucose
control status of the participants, as appropriate. The event-free
survival rates of the groups were determined using the Kaplan-
Meier method and compared using the log-rank test. Univariate
and multivariate cox proportional hazard regression models
were used to calculate hazard ratios (HRs) and 95% confidence
intervals (CIs) for incident cardiovascular disease for each group.
Model 1 was unadjusted. Model 2 was adjusted for age, sex,
BMI (>30, 25-29.9, 18.5-24.9, or <18.5 kg/m?), physical activity
(<3 or >3 times/week), and smoking status (never a smoker
or a smoker). Model 3 was further adjusted for hyperlipidemia,
the use of lipid-lowering medication, HDL-C, systolic blood
pressure (SBP), high-sensitivity C-reactive protein (hsCRP), and
eGFR. We conducted trend tests in the Cox proportional hazard
regression models, with the median value of each group being
included as a continuous variable.

We calculated the C-statistic and AC-statistic to evaluate the
efficiency of the models and the incremental value of adding
the combination of NAFLD and glucose control status to the
original model. Sensitivity analyses were performed by excluding
all the participants who experienced a CVE within the first year of
follow-up to assess the robustness of the results. All the statistical

tests were two-sided and P < 0.05 was considered to represent
statistical significance.

RESULTS

Baseline Characteristics of the

Participants

The 71,852 participants were allocated to the NGR (n = 50,820),
pre-DM (13,990), and DM (7,042) groups and the baseline
characteristics of the sample are shown in Table 1. Participants
with pre-DM or DM were more likely to be older; to have a
large waist circumference, high BMI, high blood pressure, and
high FBG; to be smokers and drinkers; to have high lipid (TC,
LDL-C, and TG), creatinine, TBIL, and HsCRP concentrations;
to have high AST activity; and to have low eGFR (all P <
0.001) than the NGR group. Moreover, the percentages of
participants with hypertension or hyperlipidemia, and of those
taking antihypertensive or antidiabetic medication, increased
from the NGR to the pre-DM and the DM group (P < 0.001).

Relationships Between NAFLD and

Cardiovascular Outcomes

During a median follow-up period of 13.01 (0.64) years, 6,037
CVEs occurred (1,385 MIs and 4,652 strokes). Compared
with participants without NAFLD, those with NAFLD had
a 1.123-fold higher risk (95% CI 1.059-1.191) of CVEs
after adjustment for confounding factors in the three models
(Supplementary Table S1). As shown in Figure 2A, Kaplan-
Meier analysis showed that participants with NAFLD had a lower
event-free survival rate than those without (P < 0.001).

The participants were also allocated to four groups (no
NAFLD, mild NAFLD, moderate NAFLD, or severe NAFLD)
according to the severity of their NAFLD. Relative to participants
without NAFLD, the HRs for participants with mild or moderate
NAFLD were 1.449 (95% CI 1.365-1.539) and 1.694 (95% CI
1.568-1.831), respectively. Moreover, those with severe NAFLD
were at a 1.957-fold higher risk of a CVE. This association
remained significant after adjustment for potential confounders
in the three models (all P < 0.001, Supplementary Table S1).
Kaplan-Meier analysis showed that participants with more severe
NAFLD were more likely to experience an event (P < 0.001,
Figure 2B).

Glucose Metabolism, NAFLD, and

Cardiovascular Outcomes
The prevalence of CVEs in participants with pre-DM or DM
group during the study were 9.2 and 16.4%, respectively.
Univariate Cox regression analysis demonstrated that pre-DM
and DM were associated with 1.333-fold (95% CI 1.251-1.420)
and 2.605-fold (95% CI 2.438-2.784) higher risks of CVEs,
respectively, compared with the NGR group. The adjustment for
confounding factors in the three models only slightly attenuated
these relationships (Supplementary Table S2).

Furthermore, we assessed the risk of CVE according to
both the presence of NAFLD and glucose metabolism status.
Univariate Cox proportional hazard regression analyses revealed
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TABLE 1 | Clinical characteristics of the participants, classified according to their glucose metabolism status.

Variables Total (n = 71,852) NGR (n = 50,820) Pre-DM (n = 13,990) DM (n = 7,042) P-value
Age (years) 51.83 + 12.72 50.91 + 13.06 52.58 + 11.71 55.96 + 10.58 <0.001
Male, n (%) 53,740 (75.75) 36,859 (72.53) 11,349 (81.12) 5,532 (78.56) <0.001
Waist circumference (cm) 86.78 + 9.91 85.97 + 9.86 87.85 +9.80 90.52 £+ 9.32 <0.001
Body mass index, (kg/m?) 25.07 £+ 3.62 24.76 £ 3.48 25.63 £+ 3.49 26.23 £+ 3.45 <0.001
Hypertension, n (%) 31,964 (44.49) 20,387 (40.12) 7,072 (50.55) 4,505 (63.97) <0.001
Diabetes, n (%) 7,042 (9.80) 0(0) 0(0) 7,042 (100) <0.001
Hyperlipidemia, n (%) 24,834 (34.56) 15,778 (31.05) 5,325 (38.06) 3731 (52.98) <0.001
Physical activity >3 times/week, n (%) 10,401 (14.48) 6,975 (13.72) 2,090 (14.94) 1,336 (18.97 <0.001
Current or previous smoking, n (%) 21,181 (29.48) 14,513 (28.56) 4,513 (32.26) 2,155 (30.60) <0.001
Current or previous drinking, n (%) 17,616 (24.52) 12,041 (23.69) 3,869 (19.47) 1,706 (9.80) <0.001
Systolic blood pressure (mmHg) 130.84 £ 21.17 128.74 + 20.61 133.91 +£ 21.21 139.82 +£21.94 <0.001
Diastolic blood pressure (mmHg) 83.30 + 11.70 82.40 +£ 11.54 85.06 + 11.69 86.29 + 11.96 <0.001
Laboratory findings

Fasting blood pressure, (mmol/L) 549 +1.73 4.80 +0.48 6.04 + 0.36 9.37 £ 3.10 <0.001
Creatinine (mg/dL) 91.94 + 30.54 91.84 + 28.89 90.75 + 31.13 76.42 + 20.01 <0.001
eGFR (ml/min/1.73 m?) 80.35 + 19.58 80.43 + 19.25 82.08 + 20.27 94.64 + 36.53 <0.001
TG (mmol/L) 1.27 (0.90-1.91) 1.21(0.86-1.78) 1.38 (0.99-2.08) 1.66 (1.15-2.56) <0.001
TC (mmol/L) 4.93+1.14 4.86 £ 1.11 5.06 +1.13 521 +1.32 <0.001
HDL-C (mmol/L) 1.52+0.35 1562+ 0.35 1.50+0.34 1.52+0.36 <0.001
LDL-C (mmol/L) 2.334+0.87 2.27 £0.85 2.49 £ 0.86 2.43 +0.96 <0.001
HsCRP (mg/L) 0.80 (0.30-2.12) 0.72 (0.27-2.00) 0.88 (0.33-2.19) 1.20 (0.49-3.08) <0.001
ALT (UL) 18.00 (13.00-24.00) 18.00 (12.00-24.00) 18.00 (13.00-25.00) 19.00 (14.00-26.00) <0.001
TBIL (umol/L) 12.77 £ 4.84 12.85 £ 4.88 12.45 + 4.60 12.86 + 5.03 <0.001
Medications

Antihypertensive medication, n (%) 8,136 (11.32) 4,852 (9.55) 1,657 (11.84) 1,626 (23.09) <0.001
Antidiabetic medication, n (%) 1,973 (2.75) 0(0) 0(0) 1,973 (28.02) <0.001
Lipid-lowering medication, n (%) 728 (1.01) 383 (0.75) 119 (0.85) 226 (3.21) <0.001

eGFR, estimated glomerular filtration rate; TG, triglyceride; TC, total cholesterol; HDL-C, high-density lipoprotein cholesterol; LDL-C, low-density lipoprotein cholesterol; hsCRR,

high-sensitivity C-reactive protein; ALT, alanine aminotransferase; TBIL, total bilirubin.

that NAFLD was associated with a higher risk of CVE across
the glucose metabolism status compared with the NGR and
non-fatty liver group (HR 1.243, 95% CI 1.225-1.262, P for
trend < 0.001, Table 2). Notably, NAFLD plus pre-DM and
NAFLD plus DM were associated with 1.809- and 3.003-fold
higher risks of CVEs, respectively (both P < 0.001). Adjustment
for potential confounding factors in the three models did not
abrogate these associations, with an adjusted HR of 1.267 (95%
CI 1.151-1.395, P < 0.001) for the pre-DM plus NAFLD group
and an adjusted HR of 1.829 (95% CI 1.666-2.008, P < 0.001)
for the DM plus NAFLD group (Table 2). The risks of incident
CVEs also remained significant after the exclusion of participants
who experienced events within the first year of follow-up
(Supplementary Table S3).

Kaplan-Meier analysis with the log-rank test demonstrated
that there was a significant difference in the cumulative
event-free survival rates among the participants under
different glucose metabolism status. Participants with DM
were the most likely to experience an event (P < 0.001,
Figure 2C). We also evaluated the prognostic utility of
combining NAFLD and glucose metabolism status, and
found that participants with both NAFLD and DM had

the lowest cumulative event-free survival rate, followed by
NAFLD plus pre-DM, compared with the reference group
(non-NAFLD and NGR group, all comparisons P < 0.01,
Figure 2D).

Incremental Value of the NAFLD and
Glucose Control Statuses Over

Conventional Risk Factors for CVEs

In the predictive model comprising conventional risk
factors, the C-statistic was 0.7331 (95% CI 0.7274-0.7388,
Table 3). The addition of the presence of NAFLD to this
model improved the C-statistic [AC-statistic 0.0008 (0.0004—
0.0013), P < 0.001], and the addition of glucose metabolism
status to the original model also significantly improved the
C-statistic to 0.7396 (0.7340-0.7452) [AC-statistic 0.0065
(0.0051-0.0078), P < 0.001]. Finally, the incorporation of
both the NAFLD and glucose metabolism status into the
original model further increased the C-statistic to 0.7398
(0.7341-0.7454)  [AC-statistic  0.0066  (0.0053-0.0080),
P < 0.001].
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FIGURE 2 | Kaplan-Meier curves for non-alcoholic fatty liver disease (NAFLD) (A), the severity of NAFLD (B), glucose control status (C), and a combination of NAFLD
and glucose metabolism (D).

TABLE 2 | Relationships of cardiovascular outcomes with non-alcoholic fatty liver disease and glucose metabolism status.

HR (95% CI)

Variables Events/subjects (6,037/71,852) Crude model P-value Model 1 P-value Model 2 P-value Model 3 P-value
NGR
Non-fatty liver (2,352/37,417) Reference Reference Reference Reference

Nafld
Pre-DM

(1,241/13,403)

1.493 (1.394-1.600) <0.001

1.461 (1.364-1.565) <0.001

1.298 (1.206-1.397) <0.001

1.158 (1.075-1.247) <0.001

Non-fatty liver (706/8,676) 1.320 (1.214-1.436) <0.001 1.192 (1.095-1.296) <0.001 1.172 (1.077-1.275) <0.001 1.100 (1.011-1.197) 0.0274
Nafld (584/5,314) 1.809 (1.653-1.981) <0.001 1.699 (1.552-1.860) <0.001 1.498 (1.362-1.646) <0.001 1.267 (1.151-1.395) <0.001
DM

Non-fatty liver (507/5,314) 2.864 (2.602-3.153) <0.001 2.109 (1.915-2.322) <0.001 2.052 (1.863-2.260) <0.001 1.821 (1.653-2.007) <0.001
Nafld (647/3,808) 3.003 (2.753-3.276) <0.001 2.536 (2.325-2.767) <0.001 2.237 (2.042-2.451) <0.001 1.829 (1.666-2.008) <0.001

P for trend

1.243 (1.225-1.262) <0.001

1.190 (1.173-1.208) <0.001

1.166 (1.148-1.184) <0.001

1.126 (1.108-1.143) <0.001

BMI, body mass index; FBG, fasting blood glucose; HDL, high-density lipoprotein; HR, hazard ratio; hsCRR, high-sensitivity C-reactive protein; NAFLD, non-alcoholic fatty liver disease;
TG, triglyceride.

Model 1 was adjusted for age and sex. Model 2 was adjusted for age, sex, physical activity, BMI (=30, 25-29.9, 18.5-24.9, or <18.5 kg/m?), and smoking status. Model 3 was adjusted
for age, sex, physical activity, BMI (=30, 25-29.9, 18.5-24.9, or <18.5 kg/m?), smoking status, systolic blood pressure, hyperlipidemia, the use of lipid-lowering medication, HDL,
hsCRRF, and estimated glomerular filtration rate.

DISCUSSION incidence of CVEs in participants with NGR, pre-DM, or T2DM.
Cox proportional hazard regression analyses demonstrated that
participants with NAFLD were at 12.3% higher risk of a CVE

after adjustment for potential confounding factors. Furthermore,

In this community-based, observational prospective study of
71,852 people, we determined the effect of NAFLD on the
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TABLE 3 | Incremental predictive values of non-alcoholic fatty liver disease and glucose metabolism status for cardiovascular outcomes.

Models C-statistic (95% Cl) AC-statistic (95% CI) P-value
Original model 0.7331 (0.7274-0.7388)

Original model + NAFLD 0.7339 (0.7282-0.7396) 0.0008 (0.0004-0.0013) <0.001
Original model + DM 0.7396 (0.7340-0.7452) 0.0065 (0.0051-0.0078) <0.001
Original model + NAFLD + DM 0.7398 (0.7341-0.7454) 0.0066 (0.0053-0.0080) <0.001

BMI, body mass index; FBG, fasting blood glucose; HDL, high-density lipoprotein; HR, hazard ratio; hsCRF, high-sensitivity C-reactive protein; NAFLD, non-alcoholic fatty liver disease;

TG, triglyceride.

Model 1 was adjusted for age and sex. Model 2 was adjusted for age, sex, physical activity, BMI (=30, 25-29.9, 18.5-24.9, or <18.5 kg/m?), and smoking status. Model 3 was adjusted
for age, sex, physical activity, BMI (=30, 25-29.9, 18.5-24.9, or <18.5 kg/m?), smoking status, systolic blood pressure, hyperlipidemia, the use of lipid-lowering medication, HDL,

hsCRF, and estimated glomerular filtration rate.

more severe NAFLD was significantly associated with a higher
risk of CVE. Notably, when they were categorized according
to glucose metabolism status and the presence of NAFLD, we
found that participants with pre-DM plus NAFLD and those
with DM plus NAFLD had 1.267- and 1.829-fold higher risks of
a CVE, respectively, than those with NGR and non-fatty liver
disease. Furthermore, the addition of NAFLD to the original
model improved its predictive efficiency, and the addition of
a combination of the NAFLD and glucose metabolism status
to the crude model further improved the prediction of CVE
risk. Thus, the present findings suggest that patients with a
combination of NAFLD and pre-DM or DM have a worse long-
term clinical prognosis.

Accumulating evidence demonstrates that NAFLD is strongly
associated with a higher risk of CVD, which is principally
the result of a close interaction between NAFLD and other
cardiometabolic disorders, including dyslipidemia, aberrant
glucose metabolism, hypertension, and obesity (23, 24). Several
studies have also shown that NAFLD contributes to the
progression of subclinical atherosclerosis (increasing carotid
artery intima-media thickness/plaques, arterial stiffness, and
coronary artery calcification) and results in a higher prevalence
of clinically apparent cardiovascular morbidity (24-26).

A number of epidemiological studies have shown that
patients with NAFLD are more likely to experience ischemic
stroke, MI, and cardiovascular-related mortality, independent of
conventional risk factors (25, 27-29). The MESA study (Multi-
Ethnic Study of Atherosclerosis) of 6,814 participants showed
that NAFLD is associated with higher incidences of all-cause
mortality and non-fatal CVEs (MI, resuscitated cardiac arrest,
angina, or coronary revascularization) during a median follow-
up period of 7.6 years (29). Similar results were obtained in
a meta-analysis of 16 observational studies comprising 34,043
participants who were followed over a median follow-up period
of 6.9 years. This showed that NAFLD confers a higher risk of
non-fatal CVE and that participants with more severe NAFLD
are more likely to experience a CVE (30). Finally, some other
large studies have recently shown that NAFLD is independently
associated with a higher incidence of MI, even in primary care
populations. However, a recent population-based, retrospective,
case-control study of 18 million European adults failed to show
any significant association between NAFLD or non-alcoholic
steatohepatitis (NASH) and the risk of experiencing an MI or

stroke over a follow-up period of 2.1-5.5 years, after adjustment
for established CVD risk factors (31). However, although this
study was large and the participants were carefully matched,
the lack of a significant association between NAFLD and CVEs
may have been the results of misclassification bias, the design,
and methodological issues (31). Thus, there is no consensus
regarding whether the inclusion of NAFLD could improve the
prediction of CVE (29). In the present large, population-based
prospective study, we found that NAFLD confers a significantly
higher long-term risk of a CVEs, independent of other risk
factors. In addition, more severe NAFLD is associated with a
higher risk of a CVE.

Recent studies have shown a reciprocal relationship between
NAFLD and aberrant glucose metabolism that contributes
to a higher risk of CVD. NAFLD is associated with fat
accumulation in liver, aberrant metabolism, and the activation
of inflammatory signals, which substantially accelerate the
development of insulin resistance and glucose dysmetabolism
(32, 33). Individuals with more severe NAFLD are more likely to
have prediabetes or diabetes (12, 34). NAFLD is independently
associated with a two-to-five-fold higher risk of T2DM, even
after adjustment for other, potentially confounding risk factors
(35). A cohort study of 88 participants with biopsy-confirmed
NAFLD showed that 69 developed impaired glucose tolerance or
DM during a mean follow-up period of 13.7 years. In addition,
participants with progressive liver fibrosis experienced more
serious insulin resistance (36), and those with cirrhosis also had
a higher incidence of T2DM than those with mild or moderate
fibrosis (37).

Conversely, insulin resistance and diabetes have been shown
to promote the progression of hepatic steatosis to NASH and
biopsy-confirmed fibrosis (38). It has been reported that patients
with T2DM have a significantly higher incidence of NAFLD,
ranging from 41.6 to 86% (32). Further studies based on the
histology of liver biopsies have revealed that patients with DM are
at a higher risk of developing severe NAFLD than those without
DM, with a prevalence of NASH of up to 80% and a prevalence
of advanced fibrosis of up to 30% in all patients (34, 36).
Moreover, the presence of NAFLD in individuals with DM not
only results in poor glucose control, but also predisposes toward
microvascular and macrovascular disorders, such as diabetic
nephropathy, diabetic retinopathy, cardiovascular disease, and
stroke, as well as all-cause mortality (38, 39). Specifically, the
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presence of NAFLD in patients with diabetes confers a two-fold
additional risk of overall mortality compared with those without
NAFLD (34).

Targher et al. (40) found a significant value of NAFLD
for the prediction of CVE in patients with type 1 diabetes,
and they also (39) found that NAFLD is associated with a
higher risk of cardiovascular events (cardiovascular death, non-
fatal MI, late coronary revascularization, non-fatal stroke, or
hospitalization for heart failure) in patients with T2DM and
suspected coronary artery disease. A recent cross-sectional study
also showed that NAFLD is linked to a higher prevalence of
cardiovascular risk in patients with prediabetes or diabetes (41).
However, whether NAFLD increases the prognostic value of
the presence of prediabetes or diabetes for CVE in the long
term remains to be explored. In the present study, we analyzed
the prognosis of NAFLD according to glucose metabolic status.
The main findings were that patients with NAFLD and pre-
DM or DM are at 1.267- and 1.829-fold higher risks of CVE
after adjustment for other potential confounding factors, which
confirms the importance of NAFLD in patients with pre-DM
or DM.

The present study had several limitations. First, it was
an observational study, and therefore may have been
influenced by the non-random assignment of exposure.
Second, the criteria for the diagnosis of NAFLD was based
on ultrasonographic examination, instead of on liver biopsy;
therefore, we could not assess the relationship between liver
fibrosis and subsequent CVE. In addition, DM was defined
using FBG concentration, rather than hemoglobin Alc, and
therefore the relationship between long-term glucose status
and CVE could not be investigated. Third, we recruited
participants from a community-based study, which may limit
the applicability and generalizability of the results. Fourth,
a stratified analysis among the stages of glucose metabolism
can only indicate that patients with NAFLD at different
stages of study have different risk of CVE, there might be
modification effect, which requires further exploration through
quantitative analysis.

CONCLUSIONS

In this population-based prospective study, we have shown
that more severe NAFLD is associated with a higher risk of
CVE. Furthermore, the presence of both NAFLD and pre-DM
was associated with a worse prognosis, and the presence of
both NAFLD and DM was associated with the highest risk,
indicating that the consideration of a diagnosis of NAFLD

REFERENCES

1. Younossi ZM. Non-alcoholic fatty liver disease - a global public health
perspective. ] Hepatol. (2019) 70:531-44. doi: 10.1016/j.jhep.2018.10.033

2. Stefan N, Htefan HU Cusi K. Non-alcoholic fatty liver disease: causes,
diagnosis, cardiometabolic consequences, and treatment strategies. Lancet
Diab Endocrinol. (2019) 7:313-324. doi: 10.1016/S2213-8587(18)30154-2

may aid the cardiovascular risk stratification of patients with
pre-DM or DM.

DATA AVAILABILITY STATEMENT

The raw data supporting the conclusions of this article will be
made available by the authors, without undue reservation.

ETHICS STATEMENT

The study complied with the principles of the Declaration of
Helsinki and was approved by the Ethics Committee of the
Kailuan Medical Group, Kailuan Group. All the participants gave
their written informed consent.

AUTHOR CONTRIBUTIONS

S-LW and JC planned the study. Q-RS and S-LL conducted a
survey, analyzed the data, and wrote the article. S-HC and Y-GB
contributed to the drafting. All authors read and approved the
final manuscript.

FUNDING

This work was supported by CAMS Innovation Fund
for Medical Sciences (No. 2021-1-12M-007), National
Natural Science Foundation of China (Nos. 81825002 and
81800367), Beijing Outstanding Young Scientist Program
(No. BJJWZYJH01201910023029), Capital Clinical Diagnosis
and Treatment Technology Research and Demonstration
Application Project of Beijing Science and Technology
Commission (No. Z191100006619106), and AI+ Health
Collaborative Innovation Cultivation Project of Beijing Science
and Technology Commission (No. Z201100005620006).

ACKNOWLEDGMENTS

We thanked patient advisers for the information they provided.
We thank Mark Cleasby, Ph.D. from Liwen Bianji (Edanz)
(www.liwenbianji.cn), for editing the language of a draft of
this manuscript.

SUPPLEMENTARY MATERIAL

The Supplementary Material for this article can be found
online at: https://www.frontiersin.org/articles/10.3389/fcvm.
2022.889597/full#supplementary-material

3. Bhatia LS, Curzen NP, Calder PC, Byrne CD. Non-alcoholic fatty liver disease:
a new and important cardiovascular risk factor? Eur Heart J. (2012) 33:1190-
200. doi: 10.1093/eurheartj/ehr453

4. Perticone M, Cimellaro A, Maio R, Caroleo B, Sciacqua A, Sesti G, et al.
Additive effect of non-alcoholic fatty liver disease on metabolic syndrome-
related endothelial dysfunction in hypertensive patients. Int ] Mol Sci. (2016)
17:456. doi: 10.3390/ijms17040456

Frontiers in Cardiovascular Medicine | www.frontiersin.org

April 2022 | Volume 9 | Article 889597


http://www.liwenbianji.cn
https://www.frontiersin.org/articles/10.3389/fcvm.2022.889597/full#supplementary-material
https://doi.org/10.1016/j.jhep.2018.10.033
https://doi.org/10.1016/S2213-8587(18)30154-2
https://doi.org/10.1093/eurheartj/ehr453
https://doi.org/10.3390/ijms17040456
https://www.frontiersin.org/journals/cardiovascular-medicine
https://www.frontiersin.org
https://www.frontiersin.org/journals/cardiovascular-medicine#articles

Song et al. Non-alcoholic Fatty Liver Disease, Cardiovascular Outcomes
5. Kim D, Choi SY, Park EH, Lee W, Kang JH, Kim W, et al. Nonalcoholic 23. Targher G, Byrne CD, Tilg H. NAFLD and increased risk of
fatty liver disease is associated with coronary artery calcification. Hepatology. cardiovascular  disease:  clinical  associations,  pathophysiological
(2012) 56:605-13. doi: 10.1002/hep.25593 mechanisms and pharmacological implications. Gut. (2020) 69:1691-705.
6. Targher G, Bertolini L, Padovani R, Rodella S, Zoppini G, Zenari L, et al. doi: 10.1136/gutjnl-2020-320622
Relations between carotid artery wall thickness and liver histology in subjects 24. Stahl EP, Dhindsa DS, Lee SK, Sandesara PB, Chalasani NP Sperling LS.
with nonalcoholic fatty liver disease. Diabetes Care. (2006) 29:1325-30. Nonalcoholic fatty liver disease and the heart: JACC state-of-the-art review.
doi: 10.2337/dc06-0135 J Am Coll Cardiol. (2019) 73:948-963. doi: 10.1016/j.jacc.2018.11.050
7. Wong VW, Wong GL, Yeung JC, Fung CY, Chan JK, Chang ZH, et al. 25. Chang Y, Ryu S, Sung KC, Cho YK, Sung E, Kim HN, et al. Alcoholic and non-
Long-term clinical outcomes after fatty liver screening in patients undergoing alcoholic fatty liver disease and associations with coronary artery calcification:
coronary angiogram: a prospective cohort study. Hepatology. (2016) 63:754— evidence from the Kangbuk Samsung Health Study. Gut. (2019) 68:1667-665.
63. doi: 10.1002/hep.28253 doi: 10.1136/gutjnl-2018-317666
8. Saokaew S, Kanchanasurakit S, Thawichai K, Duangprom P, Wannasri 26. CuiX, YeL,Li]J,Jin L, Wang W, Li S, et al. Metagenomic and metabolomic
M, Khankham S, et al. Association of non-alcoholic fatty liver analyses unveil dysbiosis of gut microbiota in chronic heart failure patients.
disease and all-cause mortality in hospitalized cardiovascular disease Sci Rep. (2018) 8:635. doi: 10.1038/s41598-017-18756-2
patients: a systematic review and meta-analysis. Medicine. (2021) 27. Mantovani A, Scorletti E, Mosca A, Alisi A, Byrne CD Targher G.
100:e24557. doi: 10.1097/MD.0000000000024557 Complications, morbidity and mortality of nonalcoholic fatty liver disease.
9. Wong VW, Wong GL, Yip GW, Lo AO, Limquiaco J, Chu WC, et al. Coronary Metab Clin Exp. (2020) 111s:154170. doi: 10.1016/j.metabol.2020.154170
artery disease and cardiovascular outcomes in patients with non-alcoholic 28. Younossi ZM, Koenig AB, Abdelatif D, Fazel Y, Henry L, Wymer M. Global
fatty liver disease. Gut. (2011) 60:1721-7. doi: 10.1136/gut.2011.242016 epidemiology of nonalcoholic fatty liver disease-Meta-analytic assessment
10. Mellinger JL, Pencina KM, Massaro JM, Hoffmann U, Seshadri S, Fox of prevalence, incidence, and outcomes. Hepatology. (2016) 64:73-84.
CS, et al. Hepatic steatosis and cardiovascular disease outcomes: an doi: 10.1002/hep.28431
analysis of the Framingham Heart Study. ] Hepatol. (2015) 63:470-6. 29. Zeb I, Li D, Budoff MJ, Katz R, Lloyd-Jones D, Agatston A, et al.
doi: 10.1016/j.jhep.2015.02.045 Nonalcoholic fatty liver disease and incident cardiac events: the multi-
11. Fabbrini E, Yoshino J, Yoshino M, Magkos F, Tiemann Luecking C, Samovski ethnic study of atherosclerosis. ] Am Coll Cardiol. (2016) 67:1965-6.
D, et al. Metabolically normal obese people are protected from adverse effects doi: 10.1016/j.jacc.2016.01.070
following weight gain. J Clin Invest. (2015) 125:787-95. doi: 10.1172/JC178425 30. Targher G, Byrne CD, Lonardo A, Zoppini G, Barbui C. Non-alcoholic fatty
12. Mantovani A, Byrne CD, Bonora E, Targher G. Nonalcoholic fatty liver disease liver disease and risk of incident cardiovascular disease: a meta-analysis. ]
and risk of incident type 2 diabetes: a meta-analysis. Diabetes care. (2018) Hepatol. (2016) 65:589-600. doi: 10.1016/j.jhep.2016.05.013
41:372-382. doi: 10.2337/dc17-1902 31. Alexander M, Loomis AK, van der Lei ], Duarte-Salles T, Prieto-
13. Targher G, Lonardo A, Byrne CD. Nonalcoholic fatty liver disease and chronic Alhambra D, Ansell D, et al. Non-alcoholic fatty liver disease and risk
vascular complications of diabetes mellitus. Nature Rev Endocrinol. (2018) of incident acute myocardial infarction and stroke: findings from matched
14:99-114. doi: 10.1038/nrendo.2017.173 cohort study of 18 million European adults. BMJ (Clin Res Ed). (2019)
14. Jin JL, Cao YX, Zhang HW, Sun D, Hua Q, Li YE et al. Lipoprotein(a) 367:15367. doi: 10.1136/bmj.15367
and cardiovascular outcomes in patients with coronary artery disease 32. Muzica CM, Sfarti C, Trifan A, Zenovia S, Cuciureanu T, Nastasa R,
and prediabetes or diabetes. Diabetes Care. (2019) 42:1312-318. et al. Nonalcoholic fatty liver disease and type 2 diabetes mellitus:
doi: 10.2337/dc19-0274 a bidirectional relationship. Can ] Gastroenterol Hepatol. (2020)
15. Liu SL, Wu NQ, Shi HW, Dong Q, Dong QT, Gao Y, et al. Fibrinogen 2020:6638306. doi: 10.1155/2020/6638306
is associated with glucose metabolism and cardiovascular outcomes 33. Lomonaco R, Ortiz-Lopez C, Orsak B, Webb A, Hardies J, Darland C, et al.
in patients with coronary artery disease. Cardiovasc Diabetol. (2020) Effect of adipose tissue insulin resistance on metabolic parameters and liver
19:36. doi: 10.1186/s12933-020-01012-9 histology in obese patients with nonalcoholic fatty liver disease. Hepatology.
16. Wang C, Yuan Y, Zheng M, Pan A, Wang M, Zhao M, et al. Association of age (2012) 55:1389-97. doi: 10.1002/hep.25539
of onset of hypertension with cardiovascular diseases and mortality. J Am Coll 34. Zelber-Sagi S, Shoham D, Zvibel I, Abu-Abeid S, Shibolet O. Fishman S.
Cardiol. (2020) 75:2921-930. doi: 10.1016/j.jacc.2020.04.038 Predictors for advanced fibrosis in morbidly obese non-alcoholic fatty liver
17. Gao X, Fan ]G, Study Group of Liver and Metabolism, Chinese Society patients. World ] Hepatol. (2017) 9:91-98. doi: 10.4254/wjh.v9.i2.91
of Endocrinology. Diagnosis and management of non-alcoholic fatty liver 35. Armstrong MJ, Adams LA, Canbay A, Syn WK. Extrahepatic complications
disease and related metabolic disorders: consensus statement from the Study of nonalcoholic fatty liver disease. Hepatology. (2014) 59:1174-97.
Group of Liver and Metabolism, Chinese Society of Endocrinology. ] Diabetes. doi: 10.1002/hep.26717
(2013) 5:406-15. doi: 10.1111/1753-0407.12056 36. Ekstedt M, Franzra LE, Mathiesen UL, Thorelius L, Holmqvist M, Bodemar G.
18. Shen X, Jin C, Wu Y, Zhang Y, Wang X, Huang W, et al. Prospective study of Kechagias S. Long-term follow-up of patients with NAFLD and elevated liver
perceived dietary salt intake and the risk of non-alcoholic fatty liver disease. | enzymes. Hepatology. (2006) 44:865-73. doi: 10.1002/hep.21327
Hum Nutr Diet. (2019) 32:802-809. doi: 10.1111/jhn.12674 37. Sanyal AJ, Van Natta ML, Clark J, Neuschwander-Tetri BA, Diehl A, Dasarathy
19. Xu ], Dai L, Zhang Y, Wang A, Li H, Wang Y, et al. Severity of nonalcoholic S, et al. Prospective study of outcomes in adults with nonalcoholic fatty liver
fatty liver disease and risk of future ischemic stroke events. Stroke. (2021) disease. N Engl ] Med. (2021) 385:1559-1569. doi: 10.1056/NEJM0a2029349
52:103-110. doi: 10.1161/STROKEAHA.120.030433 38. McPherson S, Hardy T, Henderson E, Burt AD, Day CP Anstee
20. Tunstall-Pedoe H, Kuulasmaa K, Amouyel P, Arveiler D, Rajakangas QM. Evidence of NAFLD progression from steatosis to fibrosing-
AM Pajak A. Myocardial infarction and coronary deaths in the World steatohepatitis using paired biopsies: implications for prognosis and
Health Organization MONICA Project. Registration procedures, event clinical management. ] Hepatol. (2015) 62:1148-14. doi: 10.1016/j.jhep.2014.
rates, and case-fatality rates in 38 populations from 21 countries in 11.034
four continents. Circulation. (1994) 90:583-612. doi: 10.1161/01.CIR.90. 39. Targher G, Bertolini L, Padovani R, Rodella S, Tessari R, Zenari L,
1.583 et al. Prevalence of nonalcoholic fatty liver disease and its association
21. Stroke—1989. Recommendations on stroke prevention, diagnosis, and with cardiovascular disease among type 2 diabetic patients. Diabetes Care.
therapy. Report of the WHO Task Force on Stroke and other Cerebrovascular (2007) 30:1212-8. doi: 10.2337/dc06-2247
Disorders.  Stroke. ~ (1989)  20:1407-31.  doi:  10.1161/01.STR.20. 40. Targher G, Bertolini L, Rodella S, Zoppini G, Lippi G, Day C, et al.
10.1407 Non-alcoholic fatty liver disease is independently associated with an
22. Levey AS, Stevens LA, Schmid CH, Zhang YL, Castro AFE III, et al. increased prevalence of chronic kidney disease and proliferative/laser-treated

A new equation to estimate glomerular filtration rate. Ann Intern Med.
(2009) 150:604-12. doi: 10.7326/0003-4819-150-9-200905050-00006

retinopathy in type 2 diabetic patients. Diabetologia. (2008) 51:444-50.
doi: 10.1007/s00125-007-0897-4

Frontiers in Cardiovascular Medicine | www.frontiersin.org

April 2022 | Volume 9 | Article 889597


https://doi.org/10.1002/hep.25593
https://doi.org/10.2337/dc06-0135
https://doi.org/10.1002/hep.28253
https://doi.org/10.1097/MD.0000000000024557
https://doi.org/10.1136/gut.2011.242016
https://doi.org/10.1016/j.jhep.2015.02.045
https://doi.org/10.1172/JCI78425
https://doi.org/10.2337/dc17-1902
https://doi.org/10.1038/nrendo.2017.173
https://doi.org/10.2337/dc19-0274
https://doi.org/10.1186/s12933-020-01012-9
https://doi.org/10.1016/j.jacc.2020.04.038
https://doi.org/10.1111/1753-0407.12056
https://doi.org/10.1111/jhn.12674
https://doi.org/10.1161/STROKEAHA.120.030433
https://doi.org/10.1161/01.CIR.90.1.583
https://doi.org/10.1161/01.STR.20.10.1407
https://doi.org/10.7326/0003-4819-150-9-200905050-00006
https://doi.org/10.1136/gutjnl-2020-320622
https://doi.org/10.1016/j.jacc.2018.11.050
https://doi.org/10.1136/gutjnl-2018-317666
https://doi.org/10.1038/s41598-017-18756-2
https://doi.org/10.1016/j.metabol.2020.154170
https://doi.org/10.1002/hep.28431
https://doi.org/10.1016/j.jacc.2016.01.070
https://doi.org/10.1016/j.jhep.2016.05.013
https://doi.org/10.1136/bmj.l5367
https://doi.org/10.1155/2020/6638306
https://doi.org/10.1002/hep.25539
https://doi.org/10.4254/wjh.v9.i2.91
https://doi.org/10.1002/hep.26717
https://doi.org/10.1002/hep.21327
https://doi.org/10.1056/NEJMoa2029349
https://doi.org/10.1016/j.jhep.2014.11.034
https://doi.org/10.2337/dc06-2247
https://doi.org/10.1007/s00125-007-0897-4
https://www.frontiersin.org/journals/cardiovascular-medicine
https://www.frontiersin.org
https://www.frontiersin.org/journals/cardiovascular-medicine#articles

Song et al.

Non-alcoholic Fatty Liver Disease, Cardiovascular Outcomes

41. Bazick J, Donithan M, Neuschwander-Tetri BA, Kleiner D, Brunt EM, Wilson
L, et al. Clinical model for NASH and advanced fibrosis in adult patients
with diabetes and NAFLD: guidelines for referral in NAFLD. Diabetes Care.

(2015) 38:1347-55. doi: 10.2337/dc14-1239

Conflict of Interest: The authors declare that the research was conducted in the
absence of any commercial or financial relationships that could be construed as a
potential conflict of interest.

Publisher’s Note: All claims expressed in this article are solely those of the authors
and do not necessarily represent those of their affiliated organizations, or those of

the publisher, the editors and the reviewers. Any product that may be evaluated in
this article, or claim that may be made by its manufacturer, is not guaranteed or
endorsed by the publisher.

Copyright © 2022 Song, Liu, Bi, Chen, Wu and Cai. This is an open-access article
distributed under the terms of the Creative Commons Attribution License (CC BY).
The use, distribution or reproduction in other forums is permitted, provided the
original author(s) and the copyright owner(s) are credited and that the original
publication in this journal is cited, in accordance with accepted academic practice.
No use, distribution or reproduction is permitted which does not comply with these
terms.

Frontiers in Cardiovascular Medicine | www.frontiersin.org

10

April 2022 | Volume 9 | Article 889597


https://doi.org/10.2337/dc14-1239
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://www.frontiersin.org/journals/cardiovascular-medicine
https://www.frontiersin.org
https://www.frontiersin.org/journals/cardiovascular-medicine#articles

	Non-alcoholic Fatty Liver Disease Is Associated With Cardiovascular Outcomes in Subjects With Prediabetes and Diabetes: A Prospective Community-Based Cohort Study
	Background
	Materials and Methods
	Study Design and Population
	Assessment of NAFLD
	Definitions of Diabetes and Prediabetes
	Definitions of Outcomes
	Assessments of Covariates
	Statistical Analysis

	Results
	Baseline Characteristics of the Participants
	Relationships Between NAFLD and Cardiovascular Outcomes
	Glucose Metabolism, NAFLD, and Cardiovascular Outcomes
	Incremental Value of the NAFLD and Glucose Control Statuses Over Conventional Risk Factors for CVEs

	Discussion
	Conclusions
	Data Availability Statement
	Ethics Statement
	Author Contributions
	Funding
	Acknowledgments
	Supplementary Material
	References


