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Analysis of prevalence and risk factors of non-alcoholic fatty liver

disease in patients with type 2 diabetes mellitus”

XU Jing',BU Ning"?*,JIAO Yang' ,DONG Peng' ,KONG Ying',ZHANG Chunhong' ,WEI Jia'

(1. Department of Endocrinology sthe Second Affiliated Hospital of Xi'an Jiaotong University , Xi'an
Shaanxi 710004 ,China ;2. Department of Anesthesiology sthe First Affiliated Hospital of
Xi 'an Jiaotong University s Xi'an sShaanxi 710004 ,China)

[Abstract] Objective To explore the prevalence and risk factors of non-alcoholic fatty liver disease
(NAFLD) in patients with type 2 diabetes mellitus (T2DM) ,in order to provide theoretical references for pre-
vention and treatment of T2DM combined with NAFLD. Methods A total of 808 patients with T2DM who
hospitalized in Department of Endocrinology of the Second Affiliated Hospital of Xi'an Jiaotong University
were enrolled from July 2014 to April 2015. All patients were divided into the T2DM group (n=431) and the
T2DM combined with NAFLD group (n=2377) according to the results of abdominal ultrasound imaging. The
demographic data were collected,and the blood sugar, blood lipids and other biochemical indicators were detec-
ted for analysis. Results 46. 66 % of these T2DM patients had NAFLD,and the prevalence of NAFLD in male
patients was higher than that in females, but there was no statistically significant difference (48. 47% ws.
43.36% ,P>>0.05). The prevalence of NAFLD in patients with a course of 5—10 years (44. 9%) and more
than 10 years (33. 5%) was significantly lower than that of patients with a course of less than 5 years
(56.2%) ,and the difference was statistically significant (P <C0. 01). Logistic regression analysis found that
the body mass index (BMI) , waist circumference (WC) , cystatin-C (Cys-C) , fasting C peptide (FCP) were in-
dependent risk factors for T2DM combined with NAFLD (OR =1. 039,1. 076,0. 184,1. 919, P<0. 05). Ac-
cording to gender stratification, the independent risk factors for T2DM combined with NAFLD in female pa-
tients were BMI, apolipoprotein B (apoB) level and FCP (OR =1. 533, 27. 416, 3. 859, P<0. 05),and those
were WC,Cys-C and FCP in males (OR=1.096,0.073,1. 700, P<C0. 05). Conclusion Nearly half of T2DM
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patients suffered from NAFLD, especially in new-onset and young male patients. Obesity, poorly controlled

blood sugar,dyslipidemia,hepatocyte inflammation and renal dysfunction are major risk factors for the forma-

tion and progression of NAFLD.

[Key words] diabetes mellitus,type 2;non-alcoholic fatty liver disease; prevalence;risks factors; gender
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