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Prevalence of nonalcoholic fatty liver disease in health medical examination
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[ Abstract]Objective : To investigate the prevalence and to analyze the population distribution of nonalcoholic fatty liver disease
(NAFLD) in 30 826 medical participants in Chongqing based on the ZJU index. Methods : Anthropometric measurements and bio—
chemical parameters were collected,and ZJU index was calculated. Statistical analysis was performed according to age,gender differ—
ence and state of NAFLD to identify the prevalence of NAFLD in the cohort. Results : Within 30 826 participants,the prevalence of
NAFLD was 34.83%,while the prevalence in male sex was significantly higher than that of female sex(40.53% vs. 29.26%, x*=431.440,
P=0.000). In male sex,the prevalence of NAFLD ranged from 21.67% to 49.90%. Whilst, it ranged from 8.86% to 58.70% in the fe—
male cohort. Overall , the prevalence presented a trend of rise first then fall in male as well as increased with age in female (Poug=
0.000). Conclusion . The overall prevalence of NAFLD was 34.83% ;the prevalence was 40.53% and 29.26% for male and female,re—
spectively. The prevalence increases with the increasing of age in general cohort in Chongging.
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AR EIES (body mass index, BMI)=weight(kg)/height(m )2,
122 AAREHH THRRYX 8~10 SHHEZEE 8 h U
b B Bk I, A0 25 B8 M4 (fasting plasma glucose, FPG) ; Il
feAer i B £045 . & H B BZ (total cholesterol, TC) . H il = H
(triglyceride , TG ) . i % BE J§ & H (low —density lipoprotein

cholesterol, LDL—c) , 1 % J& I§ & A (high—density lipoprotein
cholesterol , HDL—c ) ; I Ui 8B M B B4 . S EB B B
(gamma—glutamy! transpeptidase , GGT) . 2+ P % 24 B (alanine
transaminase, ALT) | ¥ ¥ % 4 B (aspartate aminotransferase,
AST) | EHZT # (total bilirubin, T-Bil) , 1% £ (albumin ) ,
123 ZJU 3HATE H ¥ ZJU $E 8 =BMI (kg/m?) +FPG
(mmol/L) +TG (mmol/L) +3xALT (TU/L)/AST (TU/L) (+2 if fe~
male),
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50~59 £ .60~69 3\ =70 B HAITHE , WA R4 it B Futk
HIE BRI, KBk HE =0.05,

2 & B

2.1 WREAAIRIFHIE ST

E XA Z R B RBP4, SR BN . B R
SE#% BMI,ALT,AST TG FPG i ZJU FEEH B = Tt
7 (P<0.000) , T HDL-c B BAKF Lt AB¥ (P<0.000),TC 2
(A 225 (P=0.065) , 4M ,NAFLD 20 5 IE B AR I, 4R 48 |
BMI,ALT,AST TG .FPG Hl ZJU 5 %% 51 5.3 55 (P<0.000),
MHEEA HDL-c SH BT IE# 4 (P<0.000),2 HE &5
HERTH IR L (P=0.859), TFABRIIFE 1,

1 R ABRIRR R &L IBEREUR 5 #7(n=30 826)
Tab.1 Clinical and biochemical indexes of 30 826 medical participants(r=30 826)

= B @& P{H NAFLD (+) NAFLD (-) Py

FR (D) 47.0+152 447+ 14.8 0.000* 50.7 £ 14.1 432+ 149 0.000°
B% (cm) 1683 + 6.4 157058 0.000° 162.6+8.7 162.6 + 8.1 0.859
iR (kg) 67.6+9.6 54.7+7.6 0.000* 69398 56.7+85 0.000*
BMI ( kg/m? ) 23.8+3.0 222430 0.000* 26.1+23 21421 0.000°
R (cm) 83.1+79 744+79 0.000 865+ 7.1 74.8+73 0.000°
W4 & (mmHg ) 126.5 £ 18.1 118.1+19.5 0.000° 131.8+19.2 117.1+17.3 0.000*
£ E (mmHg ) 786+ 119 71.6£11.2 -0.000* 80.5+122 722+ 11.1 0.000°
BEH(gL) 469 +2.8 46.0+2.6 0.000° 463 £2.7 46.6+2.8 0.000*
T-Bil ( pmol/L ) 139+56 11.8+4.5 0.000* 12449 13.0+53 0.000*
GGT(U/L) 24.0(17.0,36.0) 14.0(11.0,20.0) 0.000 21.0(14.0,33.0) 16.0(12.0,23.0) 0.000"
ALT(U/L) 21.0(16.0,28.0) 15.0(11.0,20.0) 0.000° 23.0(18.0,30.0) 15.0(12.0,21.0) 0.000°
AST(U/L) 21.0(18.0,24.0) 19.0(16.0,22.0) 0.000° 21.0(18.0,24.0) 19.0( 17.0,23.0) 0.000°
TG ( mmol/L ) 1.40(1.00,2.00) 1.04(0.77,1.47) 0.000" 1.75(1.27,2.47) 1.01(0.77,1.36) 0.000
TC ( mmol/L ) 4.94 +0.94 4.92 +0.96 0.065" 5.17 £ 1.00 479+ 0.89 0.000°
HDL~c ( mmol/L) 1.33+£0.31 1.59 +0.34 0.000° 1.30 £ 0.31 1.55+0.34 0.000°
LDL-c ( mmol/L ) 3.18 +0.87 299 +0.88 0.000" 3.36 £ 0.90 2.93 +0.84 0.000*
FPG { mmol/L ) 5.53+127 5.31+0.94 0.000° 5.92£1.65 5.15+0.51 0.000*
ZJU 3% 34.19 + 4.48 33.26 + 4.08 0.000° 38.32x3.16 31.26 +2.39 0.000°
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# 2 NAFLD ZEF R ERRBHTINEFE(»=30 826)
Tab.2 The predicted prevalence of NAFLD in different sex and age(n=30 826)

A4 <30 % 30~39% 40~49 % 50 ~59 % 60 ~ 69 & =70 %
Bt 460/2 123 1 204/3 382 1 606/3 336 1 445/2 896 920/2 114 536/1 372
BRHE(%) 21.67 35.60 49.90 43.52 39.07
T 254/2 867 606/3 704 905/3 415 1187/2 706 1 020/1 889 594/1 012
BHER(%) 8.86 16.36 4385 54.00 58.70
1 163.195 344.074 338.312 20.427 43.846 95.867
P8 ‘ 0.000 0.000 0.000 0.000 0.000 0.000

2.2 30 826 LA ASE NAFLD 9 % & A £ A R B &5
NAFLD #) &% &b

ATFFTPA 30 826 B IAA A 5L (49.38% 4 B, 50.62%
Hcte), %t NAFLD 7EHAS ABE AR B BUR R IEAT AT, R
BIR ,NAFLD Sk \HEBINHN 34.83%, BHEMLZ TR
TRy B R 40.53%F1 29.26% , B BRI B F Aotk
(x*=431.440, P<0.000) ,

2.3 NAFLD A& F# B eyl ¢ 5 %
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VLSRR B, TR B R T B 1 (P=0.000), 10
B R, A BAERR AT, B BRREINE LA ET
M #a 3 (3?=542.099, P,..,=0.000) , <30 & 4E 3 Bt i) NAFLD
BRREIE, R 21.67%;50~59 FERBRBE , BRIFER
49.90% ., SR, TE LR AT | BB BREREHZS L F
AR (2=2146.778, Pouy=0.009) , <30 BB EAR , B
XA 8.86%; =70 H R BB , BIRFA 58.70%,

805
-& 5tk

60 : - ik

404

NAFLDESHH (%)

204

L] L) L] Ll L) 1
<30 30~39 40~49 50~59 60~69 =70
(YY)

.0 AR H R 3 =542.099, P,..< 0.000;
A HEBETIEE =2 146.778 P, ,=0.009

B 1 NAFLD i A B &4 8 B i Bt (n=30 826)
Fig.1 The prevalence of NAFLD in different sex and age
(n=30 826)
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