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Risk factors for atrial fibrillation in patients with

non-alcoholic fatty liver disease combined with type 2 diabetes
Lei Wei,Wang Yanli
(Department of Gastroenterology ,the Third People’s Hospital of Chongging)
[ Abstract ]Objective : To study risk factors for atrial fibrillation(AF)in patients with non—-alcoholic fatty liver disease(NAFLD) com-
bined with type 2 diabetes. Methods ; Totally 208 patients with NAFLD combined with type 2 diabetes were enrolled and the general
clinical data and results of conventional electrocardiogram examination,and abdominal ultrasonography were collected. Patients were
further divided into AF group and non—AF group,then multiple factors logistic regression model was used to screen the main risk
factors. Results : The levels of body mass index,haemoglobin Alc,total cholesterol(TC),low density lipoprotein cholesterol, triglyceride,
glutamic—oxaloacetic transaminase and glutamyl transpeptidase in AF group were higher than those in non-AF group(P<0.05). Mean—
while, the proportions of family history of diabetes and fatty liver disease as well as smoking in AF group were higher than those in
non—AF group(P<0.01). In addition, patients in AF group were older compared with non—AF group (P<0.01). Univariate logistic re~
gression analysis showed that male gender,age,body mass index,family history of diabetes and fatty liver disease, hypertension,levels
of haemoglobin Alc,TC and low density lipoprotein cholesterol were significantly related to higher incidence of AF in patients with
both NAFLD and type 2 diabetes(P<0.05). The age and levels of TC were positive risk factors for AF in the patients with both NAFLD
and type 2 diabetes according to the following multivariate logistic regression analysis(OR=2.769,95%CI=1.329 to 5.769,P=0.007; OR=
1.435,95%CI=1.027 to 2.014,P=0.005). Conclusion ;. The age and TC levels are the risk factor for AF in the patients with NAFLD |
combined with type 2 diabetes mellitus.
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Tab.1 Incidence of AF in patients with type 2 diabetes

2R 51 B (n) AFRAER(n,%)
ik NAFLD 198 5(2.5)
NAFLD 208 26(12.5)
X {E 14311
P{a 0.000

22 NAFLD &4 % 4 AT ek A & AF &5 — A6 K F#
#h Po gk

NAFLD B3 & 4 AF 4§ BMI HbAlc TC LDL.TG i
BETRESE AF Y BH (P<0.01);NAFLD B F K4 AFH
B AST.GGT Bl B & F R K4 AF 4 B3 (P<0.05); [F AT,
NAFLD B & AF AAEMRBRRES . B REL W
WA AR AR IR B 8 T ok & 4 AF 4 (P<0.01), HEFERWHE ST
KEL AF HEE (P<0.01), W3 2,

NAFLD BE KL AF MAEREZE, HHEE logistic |13
AT MR RS BMIL BRI R IGE IR RS &
MLFE \HbAle TC.LDL 5 NAFLD ## & 4E AF BEHIX(P <
0.05), 1.3 3, ZHFE logistic FIF4F £ AT TCE
NAFLD & AF MIfER E & (P<0.01), 3% 4, HE—PAH M
SRR AR TC 505 AER BMI PR 2R SE ARy
P& B IfUE JHbA le . LDL S8 1IFHE (P<0.01), W35,

F 2 NAFLD g&h3E AF 1 AF BE— ik F R L3
Tab.2 Comparison of general clinical data between AF and non—AF in the patients with NAFLD

A5 Bl (n)  HHN(B&)  BERERESR (n, %) BBHIFREL (2,%) B (2,%) SLEGR%)  FiL(n,%)
4k AF 4 182 123/59 27(14.8) 59(324) 15(8.2) 150(82.4) 5(2.7)
AF 4 26 17/9 19(73.1) 18(69.2) 19(73.1) 18(69.2) 2(7.7)
Y 1& 0.050 44.803 13.224 69.936 2.547 1711
PiE 0.823 0.000 0.000 0.000 0.111 0.213
e BMI HbAle TC LDL TG AST ALT GGT
(%) (kg/m?) (%) (mmoll)  (mmol/1)  (mmol/1)  (mmol/l) (un) (un) un

FEAFH(x£s5) 59.1£142 27.0£3.6 859+1.54 4542156 1.46+0.63 3.64+ 132 1452070 39.56 £ 1638 31.56 £879 46.61 = 10.78

AF#(x+s) 695144 288+43 944+ 123 643087 1.53£0.70 553+ 1.08 2.50 £0.56 48.36 + 15.26 36.65 + 10.57 51.55 + 9.75
¢ {H" -3.461 -2.057 -2.700 -6.058 -0.471 -8.089 -7.294 -2.726 -1.882 -2.385
PE 0.002 0.048 0.008 0.000 0.000 0.000 0.010 0.070 0.023
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Tab.3 Single logistic regression analysis of patients with AF
EEE B S.E. Wald OR 95%CI P
5 -0.824 0.409 4.064 0.438 0.197~0.977 0.044
FE(S) 0.079 0.021 14.266 1.082 1.039~1.127 0.000
BMI(kg/m?) 0.181 0.059 9.470 1.198 1.068~1.344 0.002
i el -2.910 0.452 41.391 0.054 0.022~0.132 0.000
ey -3.183 0.550 33.476 0.041 0.014~0.122 0.000
R ILE -1.477 ' 0.467 14.513 0.169 0.068~0.422 0.000
HbAlc(%) 0.590 0.164 12.970 1.805 1.309~2.488 0.000
TC(mmol/L) 0.298 0.123 5.893 1.348 1.059~1.714 0.015
LDL{mmol/L) 0.587 0.146 16.174 1.799 1.351~2.395 0.000
#£ 4 NAFLD &4k AF B9Z B E Logistic 447
Tab.4 Multiple logistic regression analysis of patients with AF
BEE B S.E. Wald 3 OR 95%CI P
FR(S) 1.019 0.374 7.399 2.769 1.329~5.769 © 0,007
TC(mmol/L) . -2632 0.756 8.361 1.435 1.027~2.214 0.005
R5 ER.TC SHMERMBXRERH
Tab.5 Correlation analysis of age and TC with other factors
HEER BMI VERRRFEGS  BWHRES ‘MLE HbAlc LDL
ER R1E 0.824 0.707 0.838 0.676 0.770 0.677
P& 0.000 0.000 0.000 0.000 0.000 0.000
TC RH 0.815 0.663 0.828 0.676 0.743 0.689
P& 0.000 0.000 0.000 0.000 0.000 0.000
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3 3 i Fi 7 P e e R AT SR D BBk ST A T 7, ] e a2
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#BA 2 NAFLD, #2/~ 2 BUMEIR G & 3+ NAFLD &
Fik 2 BRI R A 3T NAFLD B # A EE S HIAF
ERRE, SR H AR & B I 7% 2 B (AST \ALT,
GGT)5 AF A HERH  fm L5 R EAMIF AL L
W7 NAFLD #¢ ¥ RyF84R , BUA it s 20
K HERR NAFLD 2 W # W s B E B 5ER . NAFLD
R BE BT TE G5 O LR B A O B RE R 28 B L BE IR

BECUAMFA AR IR S B2 IEMR, Tk
VLAY 1 IR BRBFFEION B , R BR B & B 1Y
MESBERY KRUKEE AF KRR ; Eal
SCIG B, SR O AN R IS R SRR B
HATENE FRENSRNE, SEESHOREE
KSR R BT MR : NAFLD B S5 £ f%
WHEF, I C RMEM . AR -6 IRt
TR, IO B SRR ES X AF &
BRI —EMEM, R EERTFEHR— LI
FRIRIRAESE , [ AR o8 % 2 BUBE IR & 3F
NAFLD B 5K & NAFLD & # 0 — Bk K BT
BLEATAT, 553 B 7R NAFLD 25 % 4 AF A/
BMI . HbAlc TC .LDL.TG AST.GGT K F B ER®T
KA AF HE R E  [F,NAFLD & 24 AF A
HA W PRI X IR 52 R O P AR 32 L WA L B
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RRIES BEM T RIE S LA \HbAle TC.LDL
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AR P A I B 4 1 O L N B2 T REEE O I
REM T HACE BB YR, ok, A M 4B 45
SRR TC 514 P IT0E A /K SEA77E IE A AR
WM R T X — A, I AT R B R IR O R

BAHZEE EFIRTIEEZ L, FRT DAL e R B,

R AF Wja 6k Rt IR B AR LR, (BXEAE
RHEZHEE logistic FIHLRHFK LR MHE AF
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5, XA RE S A RN AAREREAR R R/NE X, [F
FERY FEIG PR TAE P R e EiREFRAZR1E, A
T B 47 HiFE Mk NAFLD & 3F AF B,

AR MAFE—ERRRE, §5%, FHR2
FEUWTTEIRF ST , AN AEHAE NAFLD 1 AF WERR LR | F
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