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Liver Stiffness and Steatosis Evaluation in Type 2 Diabetes Mellitus Complicated with Nonalcoholic Fatty Liver Disease Patients. Zhang
Fan,Ye Chunyan,He Jun,et al. Changzhou No.3 People's Hospital, Jiangsu 213001 ,China

Abstract Objective To evaluate a population of type 2 diabetic complicated with nonalcoholic fatty liver disease (NAFLD) pa-
tients regarding the severity of liver steatosis and liver fibrosis. Methods The study included 198 type 2 diabetic complicated with
NAFLD patients prospectively randomized, evaluated in the same session by by liver elastography to assess fibrosis and steatosis( Transient
Elastography — TE, FibroScan, EchoSens). Steatosis severity was graded using controlled attenuation parameter: SO ( <238dB/m) , Sl
(238 —258dB/m) ,S2(259 -291dB/m) ,S3( =292dB/m). For differentiation between stages of liver fibrosis, the following cut — off val-
ues were used; FOF1( <7.0kPa),F2[ (7.0 -8.6)kPa],F3[ (8.7 -10.2)kPa],F4( =10.3kPa). Results Reliable elastographic
measurements were obtained in 89.4% (171/198) patients. By using the controlled attenuation parameter cut — off values, mild steatosis
was found in 4.1% (7), while 21. 6% (37 ) had moderate steatosis and 71.3% (122) had severe steatosis. By using the liver stiffness
measurement cut — off values, significant fibrosis(F2 — F3) was found in 28.7% (49) patients with steatosis, while 17.5% (30) had cir-
rhosis(F4). Liver stiffness values higher than 10. 3kPa(F4) and (7.0 - 10.2) kPa(F2 - F3) were both significantly more frequently
found in patients with severe steatosis( S3) than in patients with absent, mild or moderate steatosis( SO — S2). The univariant and multivari-
ate logistic regression analysis showd that higher ALT and higher controlled attenuation parameter values were independently associated
with LS values =7kPa. Conclusion Liver steatosis and fibrosis diagnosed by transient elastography is very effective found in type 2 dia-
betes mellitus with nonalcoholic fatty liver disease patients, more than 90% of them having moderate/severe steatosis. A significant liver
stiffness increase was found in more than 45% of these patients. Liver stiffness assessment in type 2 diabetic with nonalcoholic fatty liver
disease patients should be performed systematically to identify those with significant liver fibrosis.

Key words Type 2 diabetes mellitus; Nonalcoholic fatty liver disease ;Liver steatosis;Liver fibrosis;Transient elastography
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LSM) Sz e JiTF £F 4t Ak A% B, 38 3o 52 45 562 0l 2 %4 ( con-
trolled attenuation parameter, CAP) 52 & & M AT 8 Wi
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e LR (R 3E) 5 Wie4i JR 160 ~ 179mmHg Hl (&) &F 5K
JE 100 ~ 109mmHg 24 2 2 0 & (P BE) 5 e 4 =
180 mmblg (5 ) & 3K JE = 110mmHg 3 24 % (i /&
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21 4i4k) ;7.0 ~ 8. 6kPa Jy F2 (W £ 4E1k) ;8.7 ~
10.2kPa iy F3 (kR4 41k ) ; =10. 3kPa Sy F4 (JIF
mife) . MK CAP DK AT AR D5 228 3y 4 D3 <
238dB/m & SO ( TCHTF N8 W5 A8 ) ;238 ~258dB/m iy Sl
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TG( mmol/L) 2.06(1.30 ~3.05)
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JHF 2T 2 AL AR
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T2 AEAHFERTEEEEENRAHELEELR (n(%)]
TR b SO ~S2(n=49) S3(n=122) X P

FO ~ F1 44(89.8) 48(39.3)  35.800  0.000
F2 ~ F3 3(6.1) 46(37.7)  17.056  0.000
F4 2(4.1) 28(23.0) 8.604  0.003

3. et e R PR L Z W R Logistic [l
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KRAE OR 95% CI P OR 95% CI P
AEH 0.988  0.964 ~1.012  0.320
WP 0.766 0.420 ~1.434  0.418
BMI 1.129 1.043 ~1.222 0.003
B 1.449 0.924 ~2.273 0.106
ALT 1.012 1.005~1.018 0.001 1.010 1.004 ~1.017 0.001
AST 1.056 1.033 ~1.078 0.000
GGT 1.002 0.999 ~1.005 0.154
ALP  1.008 0.999 ~1.016 0.072
TBIL 1.020 0.975~1.068 0.387
TG 1.016 0.932~1.107 0.723
CHOL 1.112 0.883 ~1.399 0.367
ALB  0.985 0.909 ~1.067 0.709
HbAlc 1.110 0.944 ~1.305 0.207
1

CAP 1.026 1.016~1.036 0.000 1.026 1.015~1.037 0.000

12 it

REAEWEFEIN N, IFIEAG 5 722 1 J2 th T T2DM A AE
R S A7 T B B B A — S BT g
W, EAR 2205 ) L, UG 07 73 1 58 IR O v B A 45
AAER AT L A Sl RS B B 7 2 I (nonaleo-
holic fatty liver disease, NAFLD) 1 T2DM ZZ |&] 7] GE 1%
TE—FOBLi RO R o NAFLD (3 47 2 L
2 J ok AR RS M I8 5 ME BT 48 ( nonalcoholic steato-
hepatitis,NASH) , it — 28k € g i AL . H i 2 £ B2
A LR R T 5 0 S A i AR T JB S OB PR Y



B 2019486 4 48 % 6

e B

FF R i A R AR, (F R A B 2 O R 0 I A S T T
) T 0, JHF JUE A S — 18T A B0 25 B 32 31 T kiR 2 1
Ko bl BAC A PR 5 A A 0 T = el s e
FERREIR H £ e K, B R 8 22 0 B PR R0 1 30 i
(ALT/AST) iy, 1 0 68 75 A A s 23 & 0 AS [m] 7%
JE 1 07 A8 1

B 5 697 1% 1 N BT 4 5 B (HCV ) J8k e 4% il
1M G B2 9 B (HBV ) &1 09 A 250245 ) 1 A I I
K, BT 9055 B e 5| RS A I R AL 1) LE 38 1E 38 AT
o 1M T2DM () &A= R B AR a4, et A it
7E 2030 4E3K 5] 7.7% ,{E T2DM % i NAFLD iy %
HERAR L IR B 60% g AR M5 1R ) A AR L R
Wk B Y . NASH BRI 4 MR XU AR
LA TER 0.3% /4%, By LU 192 B A o3 B 0 2 1 43
wEE,

TER Z 500 ) B, g 5 A8 M2 & R i NASH 1)
¥— . % H F| A FibroScan 1) CAP X —3E&E A4
T I= 0 2 =R o o @ ) G R I DR T
CAP 7% 7 v 25 B2 R I 28 A7 658 v v 500 B R R
PE 76 58 500 v BE g 195 2% B %) ME R M TR B 93% 1 4
ST 67 VT M 7 A8 1 o 1 O 949% L ARG A
97. 1% 11 5835 A Mg i A8 1, G v vl 3 0S8 1) 5 )
93.0% .,

T2DM 4 Jf NAFLD iy &8 %, SR %€l iy NASH,
N AT R 20 205 A o H Bl TR DR 1 & A R AR
i, LT R TS A AR XE S B, TE 08Ok B2 R
JF 336 A A R A 7 1k b T I AR 4R B PE AL . TE BER
B T PR I BB i IR 2T 44k, I ok B A
T8k & F B33 F NAFLD J35 1F R PFAl T 0k 27
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