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Abstract: Objective To investigate the association between metabolic associated fatty liver disease (MAFLD) and the risk of
atherosclerotic cardiovascular disease (ASCVD), and to provide data support for the prevention and treatment of such metabolic-
associated diseases in clinical practice. Methods An observation cohort was established for the workers of Kailuan who underwent
physical examination for the first time from June 2006 to October 2007 and had complete liver assessment data, without the history
of malignant tumor, MAFLD or ASCVD. According to the presence or absence of MAFLD, the patients were divided into non-
MAFLD group with 67 565 patients and MAFLD group with 29 004 patients, and according to the presence or absence of ASCVD,
the patients were divided into non-ASCVD group with 69 141 patients and ASCVD group with 481 patients. The group ¢-test or the
Wilcoxon rank-sum test was used for comparison of continuous data between the two groups. The y* test was used for comparison of
categorical data between the two groups. The life-table method was used to calculate the cumulative incidence rates of new-onset
ASCVD and MAFLD; the Kaplan-Meier method was used to plot the survival curves of the cumulative incidence rates of ASCVD in
the MAFLD group and the non-MAFLD group and the cumulative incidence rates of MAFLD in the ASCVD group and the non-
ASCVD group, and the log-rank test was used for comparison of cumulative incidence rates between two groups. A multivariate Cox
proportional-hazards regression model analysis was used to investigate the impact of MAFLD on the risk of ASCVD and the impact
of ASCVD on the risk of MAFLD. Results Compared with the non-MAFLD group, the MAFLD group had significantly higher
levels of body mass index (BMI) , waist circumference, systolic blood pressure (SBP), diastolic blood pressure (DBP), resting
heart rate, alanine aminotransferase, uric acid (UA) , fasting blood glucose (FBG) , triglyceride (TG) , total cholesterol, low-
density lipoprotein cholesterol, and high sensitivity C-reactive protein (hs-CRP), as well as significanty lower levels of estimated
glomerular filtration rate (eGFR) and high-density lipoprotein cholesterol (all P <0.05). Compared with the non-ASCVD group,
the ASCVD group had significantly higher levels of BMI, waist circumference, SBP, DBP, UA, FBG, TG, and hs-CRP and a
significantly lower level of eGFR (all P<0.05). The incidence rate of new-onset ASCVD continued to increase over time in the
MAFLD group and the non-MAFLD group, while the incidence rate of new-onset MAFLD firstly increased and then remained stable
over time in the ASCVD group and the non-ASCVD group. There were 4 263 cases (14.70%) of new-osnet ASCVD in the MAFLD
group, with an incidence density of 12.90 per 1 000 person-years, while there were 6 529 cases (9.66%) of new-osnet ASCVD in
the non-MAFLD group, with an incidence density of 8.24 per 1 000 person-years, and there were significant differences in the
incidence density and cumulative incidence rate of ASCVD between the two groups (x*=519.09 and 531.80, both P<0.05). There
were 148 cases (30.77%) of new-onset MAFLD in the ASCVD group, with an incidence density of 40.10 per 1 000 person-years,
while there were 32 194 cases (46.56%) of new-onset MAFLD in the non-ASCVD group, with an incidence density of 57.59 per
1 000 person-years, and there were significant differences in the incidence density and cumulative incidence rate of MAFLD
between the two groups (x*=19.29 and 30.78, both P<0.05). The corrected multivariate Cox proportional-hazards regression model
analysis showed that MAFLD was a risk factor for new-onset ASCVD (hazard ratio [HR]1=1.11, 95% confidence interval [ CI] :
1.06—1.16, P<0.001), while ASCVD was a protective factor against new-onset MAFLD (HR=0.72, 95%CI: 0.61—0.85, P<
0.001). Conclusion There is a significant association between MAFLD and ASCVD, with an increase in the risk of ASCVD in the
MAFLD population and a reduction in the risk of MAFLD in the ASCVD population.
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B 1 219 B RAEAT R8T 22 376 4 LA K R AT
ASCVD i S35 3 346 i, e AN A GE 53T 96 569 4],
T MAFLD 41 29 004 4] , s MAFLD 41 67 565 il . W41l
PRIELLR GER LS5 R 7R , MAFLD 2147 % \BMI, % [ |
SBP . DBP 503 TN AR 24 K54 F4 i (alanine amino-
transferase, ALT) . JR1& (uric acid, UA) .FBG.TG . A fiH
i (total cholesterol, TC) Ak %5 B I8 4 9 H [& 2 (low-
density lipoprotein cholesterol, LDL-C) . hs-CRP 7K 3, LA
Le itk A NI =800 T A F R I S DR
L = 192 S N (1= o N A 2 2 A R 2N
FHFE NG 25 5 H 387 T3 MAFLD 41, A4 55 B /N ek g i %
(estimated glomerular filtration rate, eGFR) .HDL-C K
T & UL EBE R & R TR MAFLD 41, 22 5+ 44
A G (P {EIY<0.05) (K 1),

%1 MAFLD /A.53F MAFLD 4RI A 5 A< 45 4E bk 3%
Table 1 Comparison of basic clinical characteristics between MAFLD and non-MAFLD groups

A BB (n=96 569)  MAFLD41(n=29004) JEMAFLD41(n=67565)  SiilfH P

(%) 51.48 +12.57 52.32+11.42 51.11+13.02 =-13.73  <0.001
BMI(kg/m®) 25.02+3.49 27.61 +3.06 23.91+3.05 1=-172.26  <0.001
JEEFl (em ) 86.96 + 10.04 92.75+8.74 84.47+9.52 1=-126.90  <0.001
SBP(mmHg) 130.68 +20.90 137.06 +20.83 127.94 +20.32 1=-63.43  <0.001
DBP(mmHg) 83.40 £ 11.77 87.31+11.80 81.73+11.35 =—-69.30  <0.001
# R F (K /min) 73.80+10.17 74.56+10.28 73.47+10.11 t=—-1526  <0.001
ALT(U/L) 18.00(13.00 ~ 25.00)  22.00(16.00 ~ 30.00)  17.00(12.00 ~ 23.00) 7=80.48  <0.001
UA (pmol/L) 288.95 + 83.65 311.67 £ 90.03 279.20 +78.77 =-56.19  <0.001
eGFR(mL min™*1.73 m?) 82.30+25.79 80.65+25.10 83.01 +26.05 t=13.02  <0.001
FBG(mmol/L) 5.47+1.67 5.91+2.04 5.28+1.44 1=-5426  <0.001
TG(mmol/L) 1.27(0.89 ~ 1.93) 1.76(1.22 ~2.65) 1.13(0.81 ~ 1.62) 7=105.79  <0.001
TC(mmol/L) 495+1.15 5.10+1.24 4.88+1.10 1=-28.22  <0.001
HDL-C(mmol/L) 1.55+0.40 1.53+0.41 1.56 +0.40 t=9.71 <0.001
LDL-C(mmol/L) 2344091 2.38+0.92 2.33+0.91 1=-9.05  <0.001
hs-CRP(mg/L) 0.83(0.30 ~ 2.34) 1.21(0.50 ~ 3.12) 0.70(0.26 ~ 2.00) 7=5198  <0.001
LB (%) ] 76 835(79.56) 23 773(81.96) 53 062(78.53) X'=146.82  <0.001
I L E R (%) ) 19 336(20.02) 5544(19.11) 13 792(20.41) X'=2136  <0.001
A NI A =800 75 [ ] (%) ] 69 073(71.53) 21 082(72.69) 47991(71.03) X'=27.36  <0.001
H B L6(%) ] 88 264(91.40) 26 649(91.88) 61 615(91.19) Y=12.18  0.023
W AR s [5](% ) ] 32902(34.07) 10 016(34.53) 22 886(33.87) =394  0.139
I (%) ] 35946(37.22) 11 318(39.02) 24 628(36.45) X=5742  <0.001
BRI L [ (%) ] 9312(9.64) 5012(17.28) 4300(6.36) X¥=277531 <0.001
fR IR S [ ] (%) ] 42 007(43.50) 16 968(58.50) 25039(37.06) X'=379.50  <0.001
Mg S5 [#1(%) ] 57 444(59.48) 21 642(74.62) 35802(52.99) ¥'=3938.80 <0.001
IR B M 245 [ 4] (% ) | 2 557(2.65) 1585(5.46) 972(1.44) Y=1276.10 <0.001
JReRE e 245 [ 45 (%) ] 8 338(8.63) 4038(13.92) 4300(6.36) X'=1469.42 <0.001
kBRG] (%) ] 7162(7.42) 3412(11.76) 3750(5.55) X=1141.06 <0.001

T BMI, G HG SBP, W46 1 s DBP, T 3K I 5 ALT, INEIRZIE L RSl s UA, JRIZ ; e GFR A B /RIS 45 FBG, 25 IR LA s TG, i =i 5
TC, SRR HDL-C, 5 % BZ IR 8 1 HH 85 5 LDL-C, AR % BZ IR 25 1 B I8 5 he-CRP BB C S 8 s MAFLD  ACBHAR SC AR B VAT o
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2.12 ASCVD #8 %5 4F ASCVD 0% % 5t % 16 Sk A A 4%
AE 101 510 AR Hh , HEBR I IEPEAS 58RO 58 3% 5
1219 B B AT A % 1 b 8 s < 5 376 3 DL M BEAE A
MAFLD 5 5 # 30 293 ] , e X9 A Ge it 5 B & 69 622
i, et ASCVD 41 481 4], 4E ASCVD 41 69 141 ], #i4H
I A 3 2 W6 L A 45 SR /R, ASCVD ZH 4F 1% BMI I
[l .SBP .DBP . UA .FBG TG .hs-CRP /K, LA B2 B &
BB WP S IR B R R R 2 IR R B 2
7 e B 3 TR ASCVD 41, AR L eGFR 5 M LU
FHERE S YR T HE ASCVD A (PE <
0.05)(5£2).

2.2 MAFLD 5 #7 % ASCVD #5 % 2 MAFLD 403 &
ASCVD 4 263 4 (14.70% ) , K993 % FE R 12.90/F N4
4 MAFLD 4387 % ASCVD J 6 529 141 (9.66% ) , % 95 %5 i

h 8.24/ T NAE , Wi ZH ASCVD 114 % 5 %5 J5 il 0 & s %
L#, 22 A Gt 22 5 O B4 519.09 .531.80,
PE<0.05) (E11,33) . ARMER 320 ASCVD &
WA BRI WL 3,

2.3 ASCVD 5 #7 & MAFLD # % %  ASCVD #H %1 %
MAFLD 4 148 $i (30.77%) , % 9 % FE } 40.10/ T AN 4F
4k ASCVD 4181 & MAFLD 4 32 194 491 (46.56% ) , %35 %
N 57.59/T NAF, WiZH MAFLD fY & 5 % 55 i 2 0%
REE, 22 T G S P55 0 19.29..30.78,
P1E#<0.05) (E12,5£4) . AR 53)2 09 MAFLD A%
WM BB R IR 4,

2.4 MAFLD 5 ASCVD #8 Z %169 % B & Cox Hof) W[4
WA A LR A HTRK ASCVD (RAE : &=1, 5 =0)
AR &, DL MAFLD OBE - J2=1, %5 =0) 8 H 2 &, iff 17

%2 ASCVDZE53IEASCVD Al REA4FE L%

Table 2 Comparison of basic clinical characteristics between ASCVD and non-ASCVD groups

| BB (n=69 622) ASCVD#1(n=481) AEASCVDH (n=69 141)  Siff{H Py

(%) 51.49+13.11 63.29 +10.50 51.40 +13.09 1=-19.87  <0.001
BMI(kg/m®) 23.92 +3.05 24.64+3.15 23.92 +3.05 t=—5.18 <0.001
R (em) 84.53+9.50 88.19 +8.86 84.51+9.50 1=-8.48 <0.001
SBP(mmHg) 128.32+20.52 143.40+24.20 128.21 +20.45 t=-1621  <0.001
DBP(mmHg) 81.81+11.37 86.88 + 12.50 81.77+11.35 1=-9.81 <0.001
# R0 F (K /min) 73.46+10.11 73.88 +10.70 73.46+10.11 1=-0.91 0.664
ALT(U/L) 17.00(12.00 ~ 22.90)  17.00(12.00 ~22.20)  17.00(12.00 ~ 22.92) 1=-1.39 0.382
UA (pmol/L) 280.39 +76.38 320.87 +93.34 280.10 +79.20 1=-1124  <0.001
eGFR(mL-min™*1.73 m?) 82.69 +25.91 74.82+30.18 82.75 +25.87 =6.69 <0.001
FBG(mmol/L) 5.29+1.46 5.90+2.38 5.28+1.45 1=-9.23 <0.001
TG(mmol/L) 1.13(0.81 ~ 1.62) 1.24(0.91 ~ 1.82) 1.13(0.81 ~ 1.62) Z=4.51 <0.001
TC(mmol/L) 4.88+1.10 4.97+1.09 4.88+1.10 1=—1.86 0.178
HDL-C(mmol/L) 1.56+0.40 1.54+0.41 1.56+0.40 1=0.67 0.798
LDL-C(mmol/L) 2.33+0.91 237+ 1.10 2334091 1=-1.01 0.997
hs-CRP(mg/L) 0.70(0.27 ~ 2.00) 1.28(0.48 ~ 3.49) 0.70(0.26 ~ 2.00) 7Z=8.31 <0.001
LB (%) ] 54.930(78.90) 443(92.10) 54 487(78.81) X=50.71  <0.001
L E R (%) ) 14 107(20.26) 73(15.18) 14 034(20.30) X=175 0.021
A NI A =800 78 [ ] (%) ] 49 204(70.67) 351(72.97) 48 853(70.66) X=124 0.539
HEERLH(%) ] 63 473(91.17) 457(95.01) 63 016(91.14) X'=8.88 0.012
W AR s [51](% ) ] 23 756(34.12) 149(30.98) 23 607(34.14) X=2.13 0.345
PRI [ 1(%) ] 25310(36.35) 132(27.44) 25 178(36.42) ¥=16.62  <0.001
BRI L [ (%) ] 4718(6.78) 99(20.58) 4619(6.68) X=146.13  <0.001
fe L S (45 (%) 26 457(38.00) 325(67.57) 26 132(37.80) Y=125.92  <0.001
MLAE 7 [H1(%) ] 36 978(53.11) 273(56.76) 36 705(53.09) X'=2.58 0.275
IR K3RE 24 (451 (%) ] 1028(1.48) 8(1.66) 1020(1.48) X'=0.12 0.944
JIR B R 25 4] (%) ] 4733(6.80) 133(27.65) 4 600(6.65) X'=332.40  <0.001
R BERE 25 11 (%) ] 4119(5.92) 126(26.20) 3993(5.78) X'=357.85  <0.001

1 : BMI, R E 550 SBP, i 1 s DBP, &7 5K T s ALT, IN R IEFE RO ; UA, IRIR ; e GFR A 53 B /NERUE L 5 FBG, 23 M LW s TG, HIth =188 5
TC, SIH [ 5 s HDL-C, 2% )15 28 11 I [ §% ; LDL-C , {0 %% 5 15 2 (1 IH [ 8% s hs-CRP, 8 53 C SN 75 113 ASCVD , sl TS RERE AL U 1 4590
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Figure 1 Survival curves of cumulative incidence of new- Figure 2 Survival curves of cumulative incidence of new-
onset ASCVD in MAFLD group and non-MAFLD group onset MAFLD in ASCVD group and non-ASCVD group

#3 MAFLDA53EMAFLD AASCVD ERMEZFRESLHREE
Table 3 The cumulative incidence and incidence density of new ASCVD in the MAFLD group and the non-MAFLD group

=] B ASCVD[ (%) ] BIREE (TN SRR (%)
3k MAFLD 21 6 529(9.66) 8.24 10.02
A
18 ~ <45 % 767(11.75) 2.65 3.26
45 ~ <60 % 3415(52.31) 8.94 10.82
>60 % 2347(35.95) 19.25 22.13
MAFLD 20 4263(14.70) 12.90 15.43
AR
18 ~ <45 % 577(13.54) 5.88 6.99
45 ~ <60 % 2 400(56.30) 13.25 15.97
260 % 1286(30.17) 25.08 28.01

TE : MAFLD , ACHHAHSCRR 7 PE S s ASCV D, Sh Bk oi RERE Ak Mo i 4520

%4 ASCVDA5IEASCVDEASCVD ERRFEELREZE
Table 4 Cumulative incidence and incidence density of new ASCVD in the ASCVD group and the non-ASCVD group

TiH & MAFLD[ (%) ] KIREE (T NAF) RPN (%)
JEASCVD 4 32 194(46.56) 57.59 47.57
AF Il
18 ~<45% 11517(35.77) 70.73 56.01
45 ~ <60 % 15 580(48.39) 60.65 50.35
>60 % 5097(15.83) 36.58 33.15
ASCVD# 148(30.77) 40.10 35.01
GR
18 ~ <45 % 10(6.76) 85.24 54.39
45 ~ <60 % 72(48.65) 52.23 45.16
>60 % 66(44.59) 30.07 26.56

TE :MAFLD , AR PEIT 5 ASCVD, Bl R ok B S AL i 37505

Z2 N3 Cox LA KUK [T AV RBE Y 37 o ASEOED 1A TEAF 8%
PG 5 RS 2 FEASE R 1 RE Rt b MIE A K R RO

W A KPR S AT S S g I T B PR | I
SR LR MR 245 o (R T 2 B2l FReliR 25 ) s 1R 3 7t
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A2 SLAih A OE BMILER (SBP . DBP . # 2.0 % (ALT,
UA.eGFR.FBG.TG.TC . HDL-C . LDL-C #l hs-CRP, #%
A3 455 7K, MAFLD J& 5 & ASCVD B & K 2% (HR=
1.11,95%CI: 1.06 ~ 1.16, P<0.001) (£ 5) . 4F #5320
Mrat S R, JE MAFLD 4145 47 % 20357 & ASCVD KUK &5
F MAFLD 4 &4 4 (£ 5) .

DL & MAFLD (BAE : & =1, 5 =0) A R AL &,
PLASCVD (BB - /=1, 75 =0) 4 A AE &, 1T 2 &K Cox
Fb A AU [l USSR A A, BBE 78N 3 25 SR il 7S, ASCV D S5
7% MAFLD iy 2 (HR=0.72,95%C1:0.61 ~ 0.85, P<
0.001) (£ 6). F5ZEHrh, A ASCVD H & 4F I 4H
B % MAFLD XU 55 T ASCVD A AR IR 4 (% 6) .

25 R AT HEBRBE VI 2 4F N BT & ASCVD &Y
MAFLD F {4 B # J5 , HURME A P45 R 5 ik =200
SRR, HIER eI T 58 RFAE TS

KF, IR 3 BEATAET 3 40 AR AT , 2 BRXU: 3 A 4
R FE A RAPI(ERT)

3 Tt

AHFFE 45 5 & I, MAFLD 55 ASCVD % 9% KUK ££-7E
38 I, MAFLD 2587 & ASCVD fgh 7 fE [ I 2 (HR=
1.11, 95%CI: 1.06 ~ 1.16) , & & MAFLD i A #f ¥ &
ASCVD - 52 8 KURIR S 5 i — 2B AT AR I8 43 )22 43 #r
N B AR R, AT B RS A G fE I PR 3R R AR
EE I, T30 ASCVD K AU T, i — RS T
AT . — TR A i 2009—2010 4 4 [ 4
R G A5 5000 28 v AR R (8 BB BIFSE , 40 A 8 962 813 f3il 4
1% 40 ~ 64 % 152383, FPALRE DT R] R 10.1 4, 25 51
/8, MAFLD 5 ASCVD £ & 2 &5 KU A ¢ (HR=1.43,
95%CI:1.41 ~ 1.45)"%) SRR R 30, %R —)

&5 ZEZE Cox LBk EVFHEE 547 MAFLD XF 37 & ASCVD KUK B 50
Table 5 Multivariate Cox proportional risk regression model analysis of the effect of MAFLD on the risk of new-onset ASCVD

A Y 1 I 2 F70 3
HR(95%CI) P1E HR(95%CI) P HR(95%CI) P
JE MAFLD 4H 1.00 1.00 1.00
A
18 ~ <45 % 1.00 1.00 1.00
45 ~ <60 % 3.15(2.92~3.41) <0.001 2.48(2.29 ~2.69) <0.001 2.32(2.14~2.52) <0.001
260 % 6.21(5.72 ~ 6.74) <0.001 4.62(4.25~5.03) <0.001 4.13(3.78 ~4.52) <0.001
MAFLD 41 " 1.53(1.47 ~ 1.59) <0.001 1.24(1.19 ~ 1.29) <0.001 1.11(1.06 ~ 1.16) <0.001
A
18 ~ <45 % 1.00 1.00 1.00
45 ~ <60 % 2.39(2.18 ~2.62) <0.001 2.08(1.90 ~ 2.28) <0.001 1.97(1.79 ~ 2.17) <0.001
>60 % 4.37(3.96 ~ 4.82) <0.001 3.66(3.31 ~ 4.05) <0.001 3.30(2.96 ~ 3.68) <0.001

1), LLAEMAFLD 4 A M, HR RS 1L ;95%CT,95% &5 X [H] s MAFLD , A Gt AH SEBE Wi P s ASCVD , Sk RERE AL O 1L 306

*6 ZEZE Cox b HIXK EAEE 547 ASCVD X137 & MAFLD XUk 5 35114
Table 6 Multivariate Cox proportional risk regression model analysis of the effect of ASCVD on the risk of new-onset MAFLD

5iA FHY | F5i28 2 Y 3
’ HR(95%CI) P1H HR(95%CI) P HR(95%CI) P
JEASCVD 4 1.00 1.00 1.00
A
18 ~ <45 % 1.00 1.00 1.00
45 ~ <60 % 0.80(0.78 ~ 0.82) <0.001 0.74(0.72 ~ 0.76) <0.001 0.70(0.69 ~ 0.72) <0.001
>60 % 0.45(0.43 ~ 0.46) <0.001 0.40(0.39 ~ 0.42) <0.001 0.39(0.37 ~ 0.40) <0.001
ASCVD AV 0.80(0.68 ~ 0.94) 0.006 0.77(0.66 ~ 0.91) 0.002 0.72(0.61 ~ 0.85) <0.001
RIS
18 ~ <45 % 1.00 1.00 1.00
45 ~ <60 % 0.58(0.30 ~ 1.11) 0.101 0.59(0.30 ~ 1.18) 0.141 0.40(0.20 ~ 0.83) 0.014
>60 % 0.30(0.16 ~ 0.59) <0.001 0.29(0.14 ~ 0.57) <0.001 0.23(0.11 ~ 0.48) <0.001

1), LIAEASCVD 4L 2. HR KU L 395%C1,95% ‘&5 X 1] s MAFLD , ACI5HAH S8 107 1 S s ASCVD , Sl KSR AR B AL 24 O M 455 .
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%7 MAFLD 5 ASCVD id E# NS 47
Table 7 Sensitivity analyses for bidirectional MAFLD and ASCVD study

yE| HR(95%CI) P
ASCVD
HERR 2 4 N & ASCVD S 1y i
AEMAFLD 4 1.00
MAFLD 41 1.12(1.07 ~ 1.17) <0.001
FET 5 G AU A 2
4E MAFLD 4H 1.00
MAFLD 21 1.11(1.06 ~ 1.16) <0.001
MAFLD
HEBR 2 4 N3 & MAFLD FH 441
JEASCVD4H 1.00
ASCVD 41 0.69(0.56 ~ 0.84) <0.001
FET 5 4 XU AR 78
JEASCVD 2 1.00
ASCVD 44 0.59(0.50 ~ 0.69) <0.001

T HR, AR L 595%CT, 95% A X [8] s MAFLD , ARIIAH S AR W PE 5 s ASCVD , 2l ik ok BE A Ah M0 1l 99507

[ W], MAFLD JEE 1 2 5 AR IR AC 2L , 1M 58 1
Wi G 7K -3 T ASCVD W & 95 KU 5 55— J7 T4 7
MAFLD 1 2 48 3 P 52 0, 5 18] S 48 36 A O %2 9 1Y
ASCVD H- A A5 LAY & 5 L . 52 PR b, MAFLD 7E
ASCVD 1 5L 10T B B £ 22 30 1 A Ry A s PR 3R 9 AR AT
Wang 25 2 BF 58 o , 76 o [/ B4R A, MAFLD 45 313
Jik P S e 2 TR 350 B0 K BB SRR S0 KA A A0 I i 5
JIK A A B 25 STV W DS 50 IOk s e s A ) 2 A 4 G, LR A
e (95%CI) 439 1.41(1.18 ~ 1.68) . 1.23(1.02 ~ 1.48) .
1.60(1.24 ~ 2.08) F11.79(1.28 ~ 2.52) , #%¢  J& 5 [A] i 47
T 22 FBAE B Ik ok RSB P A DG 1 B 5, B 3 LTI R
Sk RERE AL B B o FE T I B 23 315 S 104 1 3 3k Bl
Hﬂ(%ﬁﬁﬁﬁ’fk?ﬁ‘%&(atherogenic index of plasma, AIP), A] J
WAL A AT AR IERAR B L 55 MAFLD % 9 XU IR 777 B
AR HOCER Y [N, BEE AIP B T1E , MAFLD 2
W rp AR R R A SR b £ =B B AR
2 R BRI A3 2520 B 2k s IR T Bl 2 434
FHFT R , ATP X ASCVD & A= JRURS: B U A7 (BT Hh 7
HENTE AR <65 4 ) R SV B B 220 ) HL ATP X 37 % Bk
I A 2 v XU RS ) 00 4 FH AT e 6 598 & 2B i B 2
TF i B

BEAh 1B 5 AT AP R I I U A 2R a1 i A
Ji 105 4 i 2l g 2% kAR 45 25 RT fE & MAFLD 8 % & 4=
ASCVD B AR SEHLHN 22731 Bk MAFLD 1 ASCVD 345
(14 fes B P2 A, MAFLD AR B 7R 218 i ASCVD &9 KU
JHEAE R 5 MU ) i AR b & R AR R, T SR B

F 82 R B () It 2 TG AR i Ak A TC AR Y 3
BT . YF IR R B — e S, RO A T
MAFLD & TV i i Se e 45 44, 1 MAFLD Jir £ Bl 1) JiF ik
& PR S 2 R 3 0 I NG R L ) 2 2 i e 22

[ IREUEAT T A [F] 2 B Y Af IR T A58 ¢ MAFLD
HI ASCVD Z 9 XU 9 2538 o

T #E—3E B MAFLD A1 ASCVD B A B AR, A
WL AR T ASCVD X} MAFLD % 5 XU 4 5% i, 2%
BN, ASCVD 1] [ AR MAFLD () % 9 XU (HR=0.72,
95%CI:0.61 ~0.85) . 43 B H i A AT B 7E T+, ASCVD f#
H (2 RNk e G AF e M e 0o i O WL
AR A 45 )RR S SE EE MR BEARE, 2B
P 5 5 T P R g2 SO IR U 9 L L A L A LA
KA FRBT A /N 25 4 45 5 B T4, 8 i AR AR AR AR
BRAKE  BEIK R 5 028 R A M A S R A 0
IR AEAT 7 S e 25 5 PR TR W 7T RE S [+)
WA T MAFLD B %0 KU 0L 4RI 3 243 W e W, 76
TR AR AR DA IS R 2 5, ARG 4 T B2 7 R A 1
PRI 2 4 ol e el S RO PR 3K 4, i — 20 EIE T AR B9 i 45
15, BN ASCVD ABER) MAFLD % 95 XU FAAIK
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(R 43 10 A B 23 TT RE 2 P TE TR A DR 3R 5 ), LA 2R
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