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Background: The evidence suggests a detrimental effect of cigarette smoking on

the progression of chronic liver disease. However, the impact of cigarette smoking on

mortality among patients with non-alcoholic fatty liver disease (NAFLD) remain unclear.

Methods: We used the National Health Examination Survey data collected during

2008–2009 to link the National Death Index to follow-up respondent survival. Diagnosis

of NAFLD was based on a lipid accumulation product in participants without significant

alcohol use or other liver diseases.

Results: During 64,116 person-years of follow-up, 928 of 7,529 participants with

NAFLD died, and the cumulative all-cause mortality was 14.5 per 1,000 person-years.

In a Cox regression model adjusted for age, body mass index, alcohol intake, exercise,

comorbidities, lipid profiles, and handgrip strength, current smoking increased the risk

of mortality by 109% (adjusted hazard ratio (aHR): 2.09, 95% confidence interval [CI]:

1.18–3.71) compared with never smoker status in women, but showed only a trend

toward harm among men (aHR: 1.41, 95% CI: 0.96–2.08). After controlling for potential

confounders, smoking ≥10 pack-years continued to show a significant harmful effect

on all-cause mortality among women (aHR: 5.40, 95% CI: 2.19–13.4), but not in men.

Among women who drink alcohol ≥10 grams per day, current smoking (aHR: 13.8,

95% CI: 1.66–145) and smoking ≥10 pack-years (aHR: 310, 95% CI: 78–1,296) also

significantly increased risk of death.

Conclusion: This nationwide population-based study highlight a detrimental effect of

cigarette smoking on mortality, with a similar but more definite association in women than

in men with NAFLD.
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INTRODUCTION

Non-alcoholic fatty liver disease (NAFLD) is a growing global
health problem that affects almost a quarter of the world’s
population (1). NAFLD-related liver complications are predicted
to become the most common indication for liver transplantation
within the next decade (2). Notably, a large body of clinical
evidence indicates that NAFLD is also associated with an
increased risk of other extrahepatic manifestations, such as
cardiovascular disease and extrahepatic cancers, which are the
predominant causes of mortality in patients with NAFLD (3–6).
Since NAFLD causes a considerable health burden worldwide,
it is important to identify modifiable risk factors and develop
prevention strategies.

Cigarette smoking is a known major risk factor for developing
chronic diseases, such as chronic obstructive pulmonary disease,
cardiovascular disease, and several malignancies (7–9). The
risk of death from these conditions increases with increasing
exposure to cigarette smoking, as measured by the number of
cigarettes smoked daily and the duration of smoking (10). There
is also growing evidence that cigarette smoking has negative
association with the prognosis of chronic liver diseases (11–16).
Cigarette smoking was demonstrated to be associated with a
dose-dependent relationship with the stage of liver fibrosis in
patients with NAFLD via its effect on insulin resistance (11).

Patients with advanced liver fibrosis are believed to have the
highest risk of progressing to end-stage liver disease. A recent
meta-analysis of 4,428 NAFLD patients showed fibrosis stage to
be the histological feature independently associated with liver-
related events, liver-related mortality, and overall mortality (17).
The relationship between fatal clinical outcomes and lifestyle
risk factors, mainly moderate alcohol consumption, has been
established (18). However, little is known about the effect of
cigarette smoking on long-term prognosis among persons with
NAFLD in the general population. Accordingly, this study
was designed to evaluate the effect of cigarette smoking on
overall mortality in patients with NAFLD after adjustment for
important potential confounders using patient data derived from
a nationwide population-based cohort.

MATERIALS AND METHODS

Study Population
Study participants were enrolled from the Fourth Thai National
Health Examination Survey (NHES-IV), which is a nationally
representative survey that employs a complex multistage,
stratified strategy to sample Thai civilian, non-institutionalized
population (19). The NHES-IV cohort included 21,960 persons
aged≥15 years that were recruited during August 2008 to March
2009. In the present study, 19,181 persons aged ≥18 years were
included in the analysis.

Data Collection and Measurements
All information was collected in face-to-face interviews
conducted by research nurses using standardized questions.
Smoking status was classified as never smoker, former smoker, or
current smoker. Participants who smoked<100 cigarettes during

their lifetime were classified as never smokers. Current smokers
were defined as those who currently smoke and who reported
having smoked more than 100 cigarettes in their lifetime.
Former smokers were defined as those who reported having
smoked >100 cigarettes in their lifetime, but who no longer
smoked at all at the time of the health checkup examination.
Cigarette smoking was also quantified as pack-years, which was
defined as the average number of packs per day multiplied by
the number of years as a smoker. Alcohol consumption was
calculated using self-reported questionnaire items relating to the
frequency and amount of alcohol use per day over the 12-months
period preceding the examination. The weekly frequency of
physical activities was assessed by the Global Physical Activity
Questionnaire version 2.

Blood pressure was measured using a standard automatic
blood pressure monitor. Weight, height, and waist circumference
(WC) were measured using standard procedures, and body mass
index (BMI) was calculated as weight in kilograms divided by
height in meters squared. Obesity was defined as BMI ≥25
kg/m2, and central obesity was defined as a WC of >90 cm
for men and >80 cm for women, following the Asian-specific
criteria (20). Metabolic syndrome was defined according to the
harmonizing criteria (21). Handgrip strength was measured by
digital dynamometer.

Blood samples were obtained from participants in the
morning after an overnight fast. The samples were transferred
for determination of fasting plasma glucose using an enzymatic
hexokinase method. Total cholesterol, low-density lipoprotein
cholesterol (LDL-C), triglycerides, and high-density lipoprotein
cholesterol (HDL-C) were measured by homogeneous enzymatic
colorimetric methods. The non-HDL-C and total cholesterol to
HDL-C ratio were calculated to estimate cardiovascular risk.

Definition of NAFLD
To identify patients with NAFLD, NHES participants with
the following conditions were excluded: excessive alcohol
consumption (defined as>210 g/week formen, and>140 g/week
for women) or any other possible causes of chronic liver disease
(Figure 1). Lipid accumulation product (LAP) was the parameter
that was then used to identify NAFLD among the remaining
subjects (22, 23). LAP is a non-invasive method that predicts the
presence of NAFLD based on the patient’s WC and triglyceride
concentration that is calculated using the formula: [WC (cm) –
65] × triglyceride concentration (mmol/L)] for men, and [WC
(cm) – 58] × triglyceride concentration (mmol/L)] for women.
This model was reported to be a valid assessment for establishing
NAFLD in general population. Using ultrasound as a reference,
hepatic steatosis can be predicted by LAP with an area under the
curve value of 0.843 (95% confidence interval [CI]: 0.837–0.849)
in men, and 0.887 (95% CI: 0.882–0.892) in women (23). In the
present study, participants were presumed to have NAFLD if they
had a LAP score of ≥30.5 in men, and ≥23.0 in women (23).

Mortality Follow-Up
Follow-up andmortality data were obtained by linking the NHES
data to the National Civil Registration and Vital Statistics System,
Ministry of Interior, which is the most reliable database source of

Frontiers in Medicine | www.frontiersin.org 2 December 2020 | Volume 7 | Article 604919

https://www.frontiersin.org/journals/medicine
https://www.frontiersin.org
https://www.frontiersin.org/journals/medicine#articles


Charatcharoenwitthaya et al. Cigarette Smoking in NAFLD

FIGURE 1 | Flow diagram of the study protocol. NHES-IV, National Health Examination Survey IV; LAP, lipid accumulation product; NAFLD, non-alcoholic fatty liver

disease.

mortality data in Thailand. Information regarding vital status was
obtained from the date of NHES-IV survey participation to 31
December 2019, or to the date of death. The study was carried out
in accordance with the Declaration of Helsinki and was approved
by the Institutional Review Board.Written informed consent was
obtained from all participants during the initial assessment.

Statistical Analysis
The analysis took into account the complex survey design, since
all of the estimates were weighted according to the inverse
probability of being sampled based on the registered Thai
population. Chi-square test and one-way analysis of variance
(ANOVA) were used to compare the baseline characteristics of
study participants among the smoking status categories. Post hoc
multiple comparison analysis was performed with Bonferroni
correction. The survival analysis of participants with NAFLDwas
performed using unadjusted Kaplan-Meier method, and log-rank
test was used to compare survival distribution between groups.

Cox proportional hazard regression models were constructed
to estimate adjusted hazard ratios (aHRs) of overall mortality
based on smoking status and pack-years. Models were initially
adjusted for age, and then further adjusted for BMI, alcohol
intake, regular exercise, and medical conditions (metabolic
syndrome, diabetes, hypertension, and history of cardiovascular
and cerebrovascular diseases). To account for other potential
confounders, a fully adjusted analysis was performed, which
included handgrip strength and LDL-C, HDL-C, and triglyceride
levels. All analyses were performed using STATA version 14.0

(StataCorp LP, College Station, Texas, USA). A two-sided p-value
of <0.05 was considered statistically significant.

RESULTS

Population Characteristics
After excluding participants with significant alcohol use and
other possible causes of chronic liver disease, 14,834 participants
were eligible for inclusion (Figure 1). Of those, 2,315 men
(38.3%) and 5,214 (59.4%) women had a LAP score of≥30.5 and
≥23, respectively, and those 7,529 participants were classified as
having NAFLD. The proportions of never, former, and current
smokers based on the self-report were 36.4, 33.7, and 29.9% in
men, respectively, and 92.8, 3.9, and 3.3% in women, respectively.
Among the current smokers, the median pack-year of cigarette
smoking was 15 (range: 8–25.6) in men, and 8.5 (range: 4.2–15)
in women.

Among men, current smokers were more likely to be
younger, alcohol drinkers, have highermeasurements for glucose,
triglycerides, total cholesterol to HDL-C ratio, and handgrip
strength and lower HDL-C, and less likely to have hypertension
and history of cerebrovascular disease compared with never
smokers (Table 1). Former smokers were more likely to be
older, alcohol drinkers, have hypertension and history of
cerebrovascular disease, and have lower measurements for BMI,
WC, and handgrip strength compared with never smokers.
In women, both former and current smokers were more
likely to be older and have lower measurements for BMI and
handgrip strength compared with never smokers (Table 2).
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TABLE 1 | Baseline characteristics of male study participants with NAFLD by smoking status.

Characteristics Smoking status p-value Multiple comparison

Overall Never smoker (a) Former smoker (b) Current smoker (c)

Number (%) 2,315 (100%) 842 (36.4%) 780 (33.7%) 693 (29.9%)

Age (years) 49.1 ± 13.2 47.7 ± 13.2 55.0 ± 12.5 46.5 ± 12.3 <0.001 a 6= b 6= c

Body mass index (kg/m2 ) 26.6 ± 3.8 27.0 ± 3.8 26.4 ± 3.6 26.3 ± 3.8 <0.001 a 6= b, a 6= c

Waist circumference (cm) 90.7 ± 9.2 91.8 ± 9.3 91.0 ± 9.2 89.6 ± 9.0 <0.001 a 6= b 6= c

Obesity, n (%) 1,354 (62.8%) 541 (66.9%) 432 (60.3%) 381 (60.5%) 0.053

Alcohol intake, n (%) 747 (38.7%) 219 (29.7%) 242 (41.0%) 286 (45.5%) <0.001 a 6= b, a 6= c

Regular exercise, n (%) 1,729 (78.7%) 619 (77.8%) 615 (81.8%) 495 (77.6%) 0.506

Cardiovascular disease, n (%) 93 (2.2%) 31 (1.5%) 44 (4.2%) 18 (1.5%) 0.031 a 6= b, b 6= c

Cerebrovascular disease, n (%) 83 (2.6%) 30 (4.0%) 42 (3.6%) 11 (0.6%) 0.011 a 6= c, b 6= c

Metabolic syndrome, n (%) 1,548 (59.2%) 582 (62.2%) 556 (60.2%) 410 (55.7%) 0.273

Diabetes mellitus, n (%) 421 (11.2%) 148 (9.4%) 171 (13.2%) 102 (11.7%) 0.073

Hypertension, n (%) 1,131 (33.6%) 421 (34.7%) 447 (41.6%) 263 (27.2%) <0.001 a 6= b 6= c

Systolic blood pressure (mmHg) 130 ± 18 131 ± 19 133 ± 18 127 ± 15 <0.001 a 6= c, b 6= c

Diastolic blood pressure (mmHg) 80 ± 10 81 ± 10 81 ± 10 80 ± 10 <0.001 a 6= c, b 6= c

Glucose (mg/dL) 96 ± 31 96 ± 31 98 ± 32 95 ± 29 <0.001 a 6= c, b 6= c

Total cholesterol (mg/dL) 220 ± 44 221 ± 42 215 ± 45 223 ± 45 0.179

LDL-C (mg/dL) 133 ± 40 135 ± 40 129 ± 38 134 ± 42 0.184

HDL-C (mg/dL) 40 ± 8.9 40 ± 8.4 40 ± 8.3 38 ± 9.6 <0.001 a 6= c, b 6= c

Non-HDL-C (mg/dL) 180 ± 42 180 ± 39 175 ± 42 184 ± 43 0.031 b 6= c

Total cholesterol to HDL-C ratio 5.7 ± 1.3 5.6 ± 1.2 5.5 ± 1.2 6.0 ± 1.4 <0.001 a 6= c, b 6= c

Triglycerides (mg/dL) 245 ± 130 226 ± 115 246 ± 132 261 ± 140 <0.001 a 6= c, b 6= c

Handgrip strength (kg) 38.6 ± 8.6 38.7 ± 9.1 36.8 ± 8.2 39.7 ± 8.1 <0.001 a 6= b 6= c

A p-value < 0.05 indicates statistical significance.
Data presented as number and percentage or mean ± standard deviation. LDL-C, low-density lipoprotein cholesterol; HDL-C, high-density lipoprotein cholesterol; NAFLD, nonalcoholic
fatty liver disease.
Chi-square test and one-way analysis of variance (ANOVA) were used to compare the baseline characteristics of study participants among the smoking status categories. Post hoc
multiple comparison analysis was performed with Bonferroni correction.
a 6= b 6= c: Statistically significant difference among never smoker (a), former smoker (b), and current smoker (c).
a 6= b, a 6= c: Statistically significant difference between never smoker (a) and former smoker (b), and between never smoker (a) and current smoker (c); however, there was no significant
difference between former smoker (b) and current smoker (c).
b 6= c: Statistically significant difference between former smoker (b) and current smoker (c).
a 6= b, b 6= c: Statistically significant difference between never smoker (a) and former smoker (b), and between former smoker (b) and current smoker (c); however, there was no
significant difference between never smoker (a) and current smoker (c).

Current smokers were more likely to have a lower mean HDL-
C, whereas former smokers were more likely to have metabolic
syndrome and higher triglyceride concentrations compared with
never smokers.

All-Cause Mortality
The mean follow-up period for the study cohort was 8.52
± 1.43 years (range: 0.76–8.96). During the 64,116 person-
years of follow-up, 928 participants with NAFLD died, and the
cumulative all-cause mortality was 14.5 per 1,000 person-years.
As shown in Figure 2, mortality from all causes was higher
among male subjects with NAFLD than female subjects with
NAFLD (19.2 vs. 12.5 per 1,000 person years, HR: 1.33, 95% CI:
1.17–1.52; p < 0.001). Compared to subjects without fatty liver
and significant alcohol use, participants with NAFLD had non-
significantly lower overall mortality (HR: 0.90, 95%CI: 0.68–1.20;
p= 0.46) after adjusting for age and sex.

Smoking and Risk of All-Cause Mortality
The effect of smoking status on all-cause mortality in men
and women with NAFLD is depicted in Figure 3. Self-reported
current smoking significantly increased the risk of death in
women, but not in men with NAFLD (Table 3). For women, after
adjusting for age, BMI, alcohol intake, regular exercise, diabetes,
hypertension, metabolic syndrome, and history of cardiovascular
disease and cerebrovascular disease (model 1), the multivariable-
adjusted HR (95%CI) for all-cause mortality comparing current
smoking to never smoking was 1.99 (95% CI: 1.11–3.54). For
model 2, which included LDL-C, HDL-C, triglycerides, and
handgrip strength to the list of variables included in model 1,
the effect of current smoking on all-cause mortality in women
remained significant and was slightly increased (aHR: 2.09, 95%
CI: 1.18–3.71). To investigate the combined effect of smoking
and alcohol consumption, we performed stratified analysis by
drinking level (<10 and ≥10 gm per day). Among women who
drank <10 gm per day, former or current smoking was not
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TABLE 2 | Baseline characteristics of female study participants with NAFLD by smoking status.

Characteristics Smoking status p-value Multiple comparison

Overall Never smoker (a) Former smoker (b) Current smoker (c)

Number (%) 5,214 (100%) 4,839 (92.8%) 204 (3.9%) 171 (3.3%)

Age (years) 49.6 ± 13.6 49.2 ± 13.5 59.9 ± 12.5 55.7 ± 13.1 <0.001 a 6= b 6= c

Body mass index (kg/m2 ) 26.8 ± 4.3 26.9 ± 4.3 25.4 ± 4.5 24.8 ± 3.7 <0.001 a 6= b, a 6= c

Waist circumference (cm) 85.9 ± 9.3 86.0 ± 9.3 84.7 ± 9.1 82.9 ± 8.8 <0.001 a 6= c

Obesity, n (%) 3,181 (64.3%) 3,004 (65.1%) 101 (55.4%) 76 (41.6%) 0.001 a 6= c

Alcohol intake, n (%) 619 (15.6%) 563 (15.6%) 28 (17.1%) 28 (15.1%) 0.879

Regular exercise, n (%) 3,743 (81.1%) 3,490 (81.1%) 131 (75.7%) 122 (83.9%) 0.391

Cardiovascular disease, n (%) 169 (2.2%) 153 (2.2%) 9 (2.4%) 7 (1.9%) 0.873

Cerebrovascular disease, n (%) 127 (2.0%) 118 (2.0%) 7 (2.0%) 2 (0.6%) 0.135

Metabolic syndrome, n (%) 2,228 (36.4%) 2,056 (36.4%) 106 (58.3%) 66 (37.7%) 0.010 a 6= b

Diabetes mellitus, n (%) 917 (13.2%) 846 (13.2%) 44 (16.1%) 27 (11.4%) 0.678

Hypertension, n (%) 2,330 (33.1%) 2,154 (32.7%) 104 (45.7%) 72 (35.1%) 0.171

Systolic blood pressure (mmHg) 127 ± 19 127 ± 18 132 ± 18 125 ± 21 0.009 a 6= b, b 6= c

Diastolic blood pressure (mmHg) 77 ± 10 77 ± 10 79 ± 10 75 ± 11 0.053

Glucose (mg/dL) 95 ± 34 95 ± 34 104 ± 38 99 ± 28 0.101

Total cholesterol (mg/dL) 219 ± 45 219 ± 45 228 ± 49 220 ± 47 0.634

LDL-C (mg/dL) 138 ± 41 138 ± 41 144 ± 45 140 ± 41 0.961

HDL-C (mg/dL) 45 ± 10 46 ± 10 44 ± 10 44 ± 11 0.023 a 6= c

Non-HDL-C (mg/dL) 174 ± 43 173 ± 43 185 ± 46 176 ± 44 0.432

Total cholesterol to HDL-C ratio 5.0 ± 1.3 5.0 ± 1.3 5.4 ± 1.3 5.2 ± 1.3 0.052

Triglycerides (mg/dL) 179 ± 101 179 ± 101 206 ± 107 180 ± 91 0.024 a 6= b

Handgrip strength (kg) 24.9 ± 5.8 25.0 ± 5.7 22.2 ± 5.5 23.0 ± 5.7 <0.001 a 6= b, a 6= c

A p-value < 0.05 indicates statistical significance.
Data presented as number and percentage or mean ± standard deviation. LDL-C, low-density lipoprotein cholesterol; HDL-C, high-density lipoprotein cholesterol; NAFLD, nonalcoholic
fatty liver disease.
Chi-square test and one-way analysis of variance (ANOVA) were used to compare the baseline characteristics of study participants among the smoking status categories. Post hoc
multiple comparison analysis was performed with Bonferroni correction.
a 6= b 6= c: Statistically significant difference among never smoker (a), former smoker (b), and current smoker (c).
a 6= b, a 6= c: Statistically significant difference between never smoker (a) and former smoker (b), and between never smoker (a) and current smoker (c); however, there was no significant
difference between former smoker (b) and current smoker (c).
b 6= c: Statistically significant difference between former smoker (b) and current smoker (c).
a 6= b, b 6= c: Statistically significant difference between never smoker (a) and former smoker (b), and between former smoker (b) and current smoker (c); however, there was no
significant difference between never smoker (a) and current smoker (c).

associated with a significant effect on mortality compared to
never smokers. Among women who drank ≥10 gm per day,
former smokers (aHR: 5.91, 95% CI: 2.05–17.0) and current
smokers (aHR: 13.8, 95% CI: 1.66–145) had a significant increase
in the risk of death after adjusting for all potential variables.

We further explored the effect of cigarette smoking on overall
mortality in patients with NAFLD based on smoking intensity
(Table 3). Compared to never smokers, smoking ≥10 pack-
years was associated with a significantly increased risk of death
in women (aHR: 5.40, 95% CI: 2.19–13.4), but not in men
after adjusting for age, BMI, alcohol intake, regular exercise,
comorbidities, serum lipid profiles, and handgrip strength.
Smoking <10 pack-years did not show a significant effect on
mortality in either women or men with NAFLD. We also
assessed the effects of smoking intensity on mortality in women
with NAFLD according to drinking level. Among women who
drank ≥10 gm per day, smoking ≥10 pack-years strongly
significantly increased the risk of death (aHR: 310, 95% CI:

78–1,296) compared to never smokers after adjusting for all
potential variables. Among women who drank <10 gm per day,
smoking ≥10 pack-years was not associated with a significant
effect on mortality compared to never smokers (aHR: 2.31, 95%
CI: 0.80–6.67).

In the multivariable-adjusted model for the mortality risk,
we found significant effects of sarcopenia and metabolic
features, especially diabetes, on death among men and women
with NAFLD (Table 4). To investigate the association between
cigarette smoking and diabetes on mortality, we performed
the stratified analysis by comorbid diabetes controlling for age,
BMI, alcohol intake, regular exercise, hypertension, underlying
atherosclerotic diseases, serum lipid profiles, and handgrip
strength (Table 5). The significantly increased risk of mortality
was observed with current smoking (aHR: 2.07, 95% CI: 1.07–
4.03) and smoking ≥10 pack-years (aHR: 6.82, 95% CI: 2.66–
17.5) in non-diabetic women but not in men. In the diabetic
subjects, current smoking significantly increased the risk of

Frontiers in Medicine | www.frontiersin.org 5 December 2020 | Volume 7 | Article 604919

https://www.frontiersin.org/journals/medicine
https://www.frontiersin.org
https://www.frontiersin.org/journals/medicine#articles


Charatcharoenwitthaya et al. Cigarette Smoking in NAFLD

FIGURE 2 | Unadjusted Kaplan-Meier survival analysis of men and women with non-alcoholic fatty liver disease.

mortality compared with never smoking (aHR: 1.76, 95% CI:
1.09–2.84) in men, but showed only a trend toward harm among
women (aHR: 1.61, 95% CI: 0.71–3.65). The potential hazard of
smoking pack-years on mortality was observed in both men and
women with diabetes but did not reach statistical significance.

DISCUSSION

Though there is evidence suggesting potential detrimental effects
of cigarette smoking in patients with NAFLD, the association
between cigarette smoking andmortality has not been adequately
evaluated in this population. In this nationally representative
sample of 7,529 adults with NAFLD, we demonstrate that current
smoking is associated with a robust and significant increase in
all-cause mortality among women with NAFLD. Furthermore,
smoking ≥10 pack-years is associated with an increased risk of
mortality in womenwith NAFLD.We failed to find a significantly
harmful effect of smoking in men with NAFLD. Interestingly,
we found that modest alcohol consumption has a synergistic

effect with cigarette smoking on all-cause mortality in women
with NAFLD.

It has been suggested that cigarette smoking reduces life
expectancy, primarily by increasing the risks of chronic
obstructive pulmonary disease, cancer, and cardiovascular
disease (10). However, epidemiological data specific to the
relationship between cigarette smoking and the risk of death
in NAFLD is scarce. Our study revealed current smoking to be
significantly associated with a 2-fold increased risk of all-cause
mortality among women with NAFLD, independent of alcohol
intake, exercise, diabetes, hypertension, metabolic syndrome,
underlying atherosclerotic diseases, lipid profiles, and handgrip
strength. These findings are virtually identical to those from
studies that evaluated the contemporary risks of smoking in
Western and Asian countries, where the relative risk of all-cause
mortality in current smokers compared to never smokers has
been consistently reported to be 2.0 to 3.0 (24–26). Importantly,
our findings indicate an elevated risk of mortality in patients
with NAFLD based on the cumulative quantity of cigarettes
smoked. In particular, women with NAFLD who smoked ≥10
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FIGURE 3 | Unadjusted Kaplan-Meier survival analysis for smoking status on all-cause mortality in men (A) and women (B) with non-alcoholic fatty liver disease.
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TABLE 3 | Overall mortality of study participants with NAFLD by smoking status and smoking intensity.

Variables Person-years Deaths Deaths per 1,000 person-years Age-adjusted HR (95% CI) Multivariable-adjusted HR (95% CI)

Model 1 Model 2

MEN (n = 2,315)

Smoking status

Never smoker (n = 842) 7,131.2 113 15.8 Reference Reference Reference

Former smoker (n = 780) 6,425.9 151 23.5 1.16 (0.82–1.64) 1.27 (0.90–1.79) 1.31 (0.93–1.85)

Current smoker (n = 693) 5,812.4 107 18.4 1.35 (0.94–1.95) 1.52 (0.98–2.33) 1.41 (0.96–2.08)

Pack-years

0 (n = 842) 7,131.2 113 15.8 Reference Reference Reference

<10 (n = 116) 982.4 12 12.2 1.79 (0.86–3.74) 2.10 (0.90–4.88) 1.46 (0.65–3.25)

10-19.9 (n = 93) 805.4 11 13.7 1.50 (0.54–4.19) 1.64 (0.44–6.04) 1.73 (0.53–5.64)

≥20 (n = 124) 1,051.7 20 19.0 1.35 (0.72–2.52) 1.20 (0.51–2.81) 1.09 (0.53–2.23)

WOMEN (n = 5,214)

Smoking status

Never smoker (n = 4,839) 41,646.1 482 11.6 Reference Reference Reference

Former smoker (n = 204) 1,687.9 42 24.9 1.31 (0.80–2.15) 1.34 (0.86–2.10) 1.32 (0.84–2.11)

Current smoker (n = 171) 1,413.3 33 23.3 1.90 (1.13–3.20) 1.99 (1.11–3.54) 2.09 (1.18–3.71)

Pack-years

0 (n = 4,839) 41,646.1 482 11.6 Reference Reference Reference

<10 (n = 24) 204.2 4 19.6 0.64 (0.24–1.76) 0.17 (0.03–1.10) 0.19 (0.03–1.19)

≥10 (n = 21) 176.9 3 17.0 4.60 (2.31–9.15) 5.25 (2.26–12.2) 5.40 (2.19–13.4)

NAFLD, nonalcoholic fatty liver disease; HR, hazard ratio; CI, confidence interval.
Multivariable-adjusted model 1 was adjusted for age, body mass index, alcohol intake, regular exercise, diabetes, hypertension, metabolic syndrome, history of cardiovascular disease,
and history of cerebrovascular disease.
Multivariable-adjusted model 2 was adjusted for the parameters in model 1 plus low-density lipoprotein cholesterol, high-density lipoprotein cholesterol, triglycerides, and
handgrip strength.

TABLE 4 | Effect of smoking status on all-cause mortality among men and women with NAFLD after adjusting for all variables.

Men Women

Adjusted HR (95% CI) p-value Adjusted HR (95% CI) p-value

Smoking status

Never smoke Reference Reference

Former smoke 1.31 (0.93–1.85) 0.113 1.33 (0.84–2.11) 0.215

Current smoke 1.41 (0.96–2.08) 0.077 2.09 (1.18–3.71) 0.014

Age (years) 1.05 (1.03–1.07) <0.001 1.04 (0.99–1.08) 0.058

Body mass index (kg/m2 ) 1.00 (0.94–1.07) 0.875 0.99 (0.93–1.05) 0.619

Alcohol intake 0.69 (0.37–1.29) 0.227 0.77 (0.29–2.09) 0.597

Regular exercise 1.44 (0.85–2.43) 0.163 0.70 (0.43–1.14) 0.143

Cerebrovascular disease 1.43 (0.55–3.67) 0.442 0.98 (0.44–2.16) 0.948

Cardiovascular disease 1.71 (0.88–3.33) 0.107 1.67 (0.89–3.14) 0.106

Hypertension 1.52 (0.93–2.50) 0.092 1.39 (1.07–1.80) 0.018

Diabetes 1.65 (1.13–2.41) 0.012 2.09 (1.43–3.04) 0.001

Metabolic syndrome 0.86 (0.52–1.42) 0.545 1.06 (0.75–1.49) 0.742

LDL-C (mg/dL) 1.00 (0.99–1.01) 0.052 1.00 (0.99–1.01) 0.626

HDL-C (mg/dL) 0.97 (0.94–1.01) 0.064 0.99 (0.98–1.02) 0.874

Triglycerides (mg/dL) 1.00 (0.99–1.002) 0.423 1.001 (1.0001–1.002) 0.039

Handgrip strength (kg) 0.95 (0.91–0.99) 0.018 0.96 (0.93–0.99) 0.024

CI, confidence interval; LDL-C, low-density lipoprotein cholesterol; HDL-C, high-density lipoprotein cholesterol; HR, hazard ratio; NAFLD, non-alcoholic fatty liver disease.
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TABLE 5 | Overall mortality of study participants with NAFLD by diabetes and smoking status.

Variables Person-years Deaths Deaths per 1,000 person-years Age-adjusted HR (95% CI) Multivariable-adjusted HR (95% CI)

Model 1 Model 2

MEN WITHOUT DIABETES (n = 1,894)

Smoking status

Never smoker (n = 694) 5938.6 75 12.6 Reference Reference Reference

Former smoker (n = 609) 5124.8 101 19.7 1.22 (0.82–1.81) 1.29 (0.90–1.86) 1.36 (0.95–1.93)

Current smoker (n = 59) 5027.7 75 14.9 1.32 (0.75–2.32) 1.42 (0.83–2.42) 1.30 (0.84–2.00)

Pack-years

0 (n = 694) 5938.6 75 12.6 Reference Reference Reference

<10 (n = 101) 858.7 9 10.5 1.92 (0.65–5.66) 2.19 (0.75–6.36) 1.38 (0.49–3.86)

>10 (n = 186) 1599.6 21 13.1 1.22 (0.55–2.71) 1.14 (0.41–3.15) 1.12 (0.40–3.16)

MEN WITH DIABETES (n = 421)

Smoking status

Never smoker (n = 148) 1192.7 38 31.9 Reference Reference Reference

Former smoker (n = 171) 1301.1 50 38.4 1.04 (0.66–1.64) 1.13 (0.72–1.77) 1.21 (0.75–1.96)

Current smoker (n = 102) 784.8 32 40.8 1.48 (0.67–3.28) 1.69 (0.81–3.57) 1.76 (1.09–2.84)

Pack-years

0 (n = 148) 1192.7 38 31.9 Reference Reference Reference

<10 (n = 9) 69.9 3 42.9 1.94 (0.34–11.2) 6.07 (1.06–34.9) 9.98 (1.57–63.3)

>10 (n = 37) 311.3 10 32.1 1.63 (0.44–6.11) 2.32 (0.38–14.2) 2.73 (0.47–15.9)

WOMEN WITHOUT DIABETES (n = 4,297)

Smoking status

Never smoker (n = 3,993) 34590.4 9.89 342 Reference Reference Reference

Former smoker (n = 160) 1320.9 24.98 33.0 1.31 (0.80–2.14) 1.32 (0.78–2.21) 1.33 (0.81–2.19)

Current smoker (n = 144) 1204.2 19.93 24.0 2.06 (1.09–3.90) 1.96 (1.01–3.82) 2.07 (1.07–4.03)

Pack-years

0 (n = 3,993) 34590.4 342 9.9 Reference Reference Reference

<10 (n = 20) 173.6 3 17.3 0.49 (0.17–1.45) 0.37 (0.06–1.98) 0.44 (0.08–2.31)

>10 (n = 16) 136.8 2 14.6 6.11 (2.85–13.0) 6.48 (2.89–14.6) 6.84 (2.71–17.2)

WOMEN WITH DIABETES (n = 917)

Smoking status

Never smoker (n = 846) 7055.8 19.84 140 Reference Reference Reference

Former smoker (n = 44) 366.9 24.53 9.0 1.46 (0.69–3.09) 1.56 (0.75–3.27) 1.54 (0.73–3.26)

Current smoker (n = 27) 209.1 43.05 9.0 1.81 (0.93–3.52) 1.78 (0.71–4.50) 1.61 (0.71–3.65)

Pack-years

0 (n = 846) 7055.8 140 19.8 Reference Reference Reference

<10 (n = 4) 30.6 1 32.7 0.66 (0.27–1.58) NA NA

>10 (n = 5) 40.1 1 24.9 1.70 (0.18–15.7) 2.23 (0.26–19.0) 1.86 (0.37–9.33)

NA, not assessed; NAFLD, nonalcoholic fatty liver disease; HR, hazard ratio; CI, confidence interval.
Multivariable-adjusted model 1 was adjusted for age, body mass index, alcohol intake, regular exercise, hypertension, history of cardiovascular disease, and history of
cerebrovascular disease.
Multivariable-adjusted model 2 was adjusted for the parameters in model 1 plus low-density lipoprotein cholesterol, high-density lipoprotein cholesterol, triglycerides, and
handgrip strength.

pack-years had approximately 5-fold increased overall mortality
compared to never smokers. This finding was adjusted for a range
of potential confounders, including BMI, alcohol intake, exercise,
and several comorbidities.

The influence of alcohol consumption within the accepted safe
limits on the association between cigarette smoking and the risk
of death by any cause was investigated in our NAFLD study.

That analysis revealed an increased risk of all-cause mortality
among women who smoke and drink a moderate amount
alcohol, defined as consumption of equal to or more than 10 g
per day. This finding is consistent with prospective studies that
found even modest alcohol intake to be associated with possible
disease progression (27), and more significantly, with cancer
development in patients with NAFLD (28).
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Gender-related differences in the effects of cigarette smoking
on the risk of death are not well-established. In this NAFLD
cohort, we found smoking to be more harmful in women than
in men, with a larger negative impact from the same number of
smoking pack-years. Since patients with NAFLD are at higher
risk for cardiovascular disease compared to general population
(4), active smokers with NAFLD are more likely to die from
cardiovascular disease. This assertion is supported by evidence
from a Danish study that showed higher cardiovascular disease
risk in women who smoke than in men who smoke (29). This
may be due to the fact that smoking causes downregulation
of estrogen-dependent vasodilatation of the endothelial wall
(30). Hence, the effect of cigarette smoking on the risk of
atherothrombotic clinical events was higher in postmenopausal
women (31). Cigarette smoking was also found to be a risk factor
for developing extrahepatic malignancies (7). This association
is clinically relevant since de novo tumors are a leading cause
of death among NAFLD patients (3, 5, 6). Overall, these data
indicate that female smokers with NAFLD are at higher risk for
smoking-related morbidity and mortality. However, the effect of
smoking on disease-specific mortality was not analyzed in our
population because the NHES database could not capture the
causes of death.

Although the prevalence of current smoking was somewhat
higher among men than among women, we observed no
significantly increased risk for overall mortality among men who
currently smoke compared with never smokers. Further, we did
not find a significant association between smoking ≥10 pack-
years and mortality over the 9-year period among men with
NAFLD. It is plausible that smoking-mediated diseases occur at
a prolonged smoking duration and higher number of cigarettes
smoked in male subjects, and it may require coincident genetic
predisposition. Smoking cessation almost completely reverses the
risk of cardiovascular disease due to smoking, which makes it
potentially themost effective and lifesaving intervention available
for those at risk for and those with existing cardiovascular disease
(32). Unfortunately, we observed a non-significant increase in
overall mortality among those who stopped smoking at an older
age (the mean age of 55 years or older in both genders). The
potentially higher risk of death in former smokers compared with
never smokers might be explained by a tendency for smokers,
particularly older smokers, to quit due to ill health.

Although the mechanisms by which smoking contributes
to mortality among NAFLD patients remain unknown, it has
been shown that smoking would accelerate atherosclerosis
by inducing insulin resistance and altering lipid metabolism
(33–35). However, we found that after adjusting for metabolic
parameters (diabetes, hypertension, and lipid profiles), the
association between current smoking and mortality risk
remained significant, indicating that atherogenic risk factors did
not fully explain the relationship. Another potential mechanism
is that tobacco constituents induce or promote oxidative
stress/inflammatory pathways, which can play a role in the
pathogenesis of NAFLD (36, 37). Recently, a longitudinal cohort
study demonstrated a dose-response relationship of smoking
with the development and progression of NAFLD (38). Hence, it
is anticipated that increased risk of steatohepatitis and advanced

fibrosis possibly driven by smoking in patients with NAFLD
may significantly impact their mortality. However, the NHES
did not collect variables for estimating non-invasive fibrosis
scores (e.g., Hepamet, Fibrosis-4, and NAFLD fibrosis scores)
to identifying individuals in the NAFLD population at risk for
advanced fibrosis. Given that diabetes is a major contributor
to perpetual chronic injury leading to eventual steatohepatitis,
advanced liver fibrosis, and hepatocellular carcinoma (39),
individuals with diabetes may represent the target population
with a high-risk of advanced liver disease. Thus, NAFLD patients
with diabetes who continue smoking should be a subgroup with
high mortality risk. Supporting this assumption, our analysis
showed that current smokers with diabetes, particularly men, had
a significantly greater probability of deaths than those who did
not smoke. Nevertheless, a low number of current smokers in the
diabetes subgroups limit the power to estimate smoking status
and intensity associated with mortality, especially in women.

Sarcopenia that is defined as the loss of skeletal muscle mass
and strength has been increasingly recognized in patients with
NAFLD. It is a crucial indicator of adverse outcomes in patients
with cirrhosis, including hepatic decompensation and premature
mortality (40). In the Cox regression model, we found that
weaker handgrip strength was significantly associated with an
increased risk of death among NAFLD population. Thus, it
may be suggested that the substantially increased risk of death
may be mediated via sarcopenia among smoking women with
NAFLD, who were more likely to have low measurements of
handgrip strength and BMI. This finding is supported by data
from a meta-analysis involving 22,515 participants reporting
that cigarette smoking may contribute to the development
of sarcopenia (41). Physiological mechanisms are complex,
and several studies showed that cigarette smoking induced
muscle protein degradation via oxidative stress and chronic
inflammation (42).

This study has some limitations. Firstly, the diagnosis of
NAFLD was made using LAP and not by gold standard tissue
biopsy. Although a validation study showed that LAP exhibited
high diagnostic accuracy for identifying NAFLD (23), some of
our study participants would inevitably have been misclassified
as NAFLD. Using a model based on anthropomorphic and
laboratory data enabled us to study a large population-based
sample and facilitate avoidance of ascertainment bias that is
routinely found in clinical studies of conveniently selected
patients. Secondly, the smoking assessment was based on self-
reports and was not verified by objective measures of smoking
(urinary cotinine and breath carbon monoxide tests). The
assessment of smoking status by questionnaires may lead to
inaccurate measures of smoking exposure due to smoking
denial or difficulty in recalling the quantity and duration of
smoking (43). This misclassification potentially leads to the
underestimation of the detrimental effects of smoking exposure.
However, nationwide studies in Canada and the United States
revealed that smoking behavior self-reported by the participants
in such surveys was highly consistent with estimates based on
urinary or serum cotinine concentration (44–46). This data
indicates that a low-cost questionnaire survey applicable to large
samples can effectively determine the smoking status of the
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general population. Lastly, the lack of a significant difference
in mortality between the general population with and without
NAFLD in this study should not prove that NAFLD does not
lead to overall mortality. This contrasts with the findings from
previous studies frequently conducted in NAFLD patients who
underwent liver biopsies at specialty liver clinics (5, 6, 17).
The difference between those and population-based studies is
probably attributable to selection bias entailed in referral patients.
Instead, we believe that it is likely a type II error, given a low
number of deaths during a 9-year follow-up in our population-
based sample. The study of the impact of NAFLD on mortality
may require a much longer follow-up to draw a firm conclusion.

CONCLUSION

The results from this nationwide population-based cohort study
suggest a detrimental effect of cigarette smoking on all-cause
mortality, with a similar but more definite association in
women than in men with NAFLD. In addition, our findings
are consistent with previous studies showing a relationship
between smoking intensity and mortality, where an increase in
the quantification of cigarette smoke becomes more harmful.
The results of this study can be used to improve counseling
of the growing population of patients with NAFLD by
discouraging smoking.

DATA AVAILABILITY STATEMENT

The raw data supporting the conclusions of this article will be
made available by the authors, without undue reservation.

ETHICS STATEMENT

The studies involving human participants were reviewed and
approved by the Ethics Committee of the Faculty of Medicine
Siriraj Hospital, Mahidol University, Bangkok, Thailand (COA
no. Si 513/2019). The patients/participants provided their written
informed consent to participate in this study.

AUTHOR CONTRIBUTIONS

PC and WA contributed to study concept and design. PC
drafted the initial manuscript. PC, KK, and WA contributed
to analyze and interpret data, and approved the final version
of the manuscript. All authors contributed to the article and
approved the submitted version.

FUNDING

This study was supported by a grant from the Siriraj Research
Development Fund.

REFERENCES

1. Younossi ZM, Koenig AB, Abdelatif D, Fazel Y, Henry L, Wymer M. Global

epidemiology of nonalcoholic fatty liver disease-Meta-analytic assessment

of prevalence, incidence, and outcomes. Hepatology. (2016) 64:73–84.

doi: 10.1002/hep.28431

2. Estes C, Razavi H, Loomba R, Younossi Z, Sanyal AJ, Modeling the

epidemic of nonalcoholic fatty liver disease demonstrates an exponential

increase in burden of disease.Hepatology. (2018) 67:123–33. doi: 10.1002/hep.

29466

3. Adams LA, Lymp JF, St Sauver J, Sanderson SO, Lindor KD, Feldstein

A, et al. The natural history of nonalcoholic fatty liver disease: a

population-based cohort study. Gastroenterology. (2005) 129:113–21.

doi: 10.1053/j.gastro.2005.04.014

4. Targher G, Day CP, Bonora E. Risk of cardiovascular disease in patients

with nonalcoholic fatty liver disease. N Engl J Med. (2010) 363:1341–50.

doi: 10.1056/NEJMra0912063

5. Ekstedt M, Hagstrom H, Nasr P, Fredrikson M, Stal P, Kechagias S, et al.

Fibrosis stage is the strongest predictor for disease-specific mortality in

NAFLD after up to 33 years of follow-up. Hepatology. (2015) 61:1547–54.

doi: 10.1002/hep.27368

6. Angulo P, Kleiner DE, Dam-Larsen S, Adams LA, Bjornsson ES,

Charatcharoenwitthaya P, et al. Liver fibrosis, but no other histologic

features, is associated with long-term outcomes of patients with

nonalcoholic fatty liver disease. Gastroenterology. (2015) 149:389–97

e10. doi: 10.1053/j.gastro.2015.04.043

7. Warren GW, Sobus S, Gritz ER, The biological and clinical effects of

smoking by patients with cancer and strategies to implement evidence-

based tobacco cessation support. Lancet Oncol. (2014) 15:e568–80.

doi: 10.1016/S1470-2045(14)70266-9

8. Patel RR, Ryu JH, Vassallo R. Cigarette smoking and diffuse lung disease.

Drugs. (2008) 68:1511–27. doi: 10.2165/00003495-200868110-00004

9. Erhardt L, Cigarette smoking: an undertreated risk factor

for cardiovascular disease. Atherosclerosis. (2009) 205:23–32.

doi: 10.1016/j.atherosclerosis.2009.01.007

10. Jacobs DR, Adachi H Jr, Mulder I, Kromhout D, Menotti A, Nissinen

A, et al. Cigarette smoking and mortality risk: twenty-five-year follow-

up of the Seven Countries Study. Arch Intern Med. (1999) 159:733–40.

doi: 10.1001/archinte.159.7.733

11. Zein CO, Unalp A, Colvin R, Liu YC, McCullough AJN. Nonalcoholic

steatohepatitis clinical research, smoking and severity of hepatic

fibrosis in nonalcoholic fatty liver disease. J Hepatol. (2011) 54:753–9.

doi: 10.1016/j.jhep.2010.07.040

12. Dev A, Patel K, Conrad A, Blatt LM, McHutchison JG. Relationship of

smoking fibrosis in patients with chronic hepatitis C. Clin Gastroenterol

Hepatol. (2006) 4:797–801. doi: 10.1016/j.cgh.2006.03.019

13. Pessione F, Ramond MJ, Njapoum C, Duchatelle V, Degott C, Erlinger S, et

al. Cigarette smoking and hepatic lesions in patients with chronic hepatitis C.

Hepatology. (2001) 34:121–5. doi: 10.1053/jhep.2001.25385

14. Liu X, Baecker A, Wu M, Zhou JY, Yang J, Han RQ, Wang PH, et al.

Interaction between tobacco smoking and hepatitis B virus infection on the

risk of liver cancer in a Chinese population. Int J Cancer. (2018) 142:1560–7.

doi: 10.1002/ijc.31181

15. Mantaka A, Koulentaki M, Samonakis D, Sifaki-Pistolla D, Voumvouraki A,

Tzardi M, et al. Association of smoking with liver fibrosis and mortality in

primary biliary cholangitis. Eur J Gastroenterol Hepatol. (2018) 30:1461–9.

doi: 10.1097/MEG.0000000000001234

16. Corpechot A, Gaouar F, Chretien Y, Johanet C, Chazouilleres O, Poupon R.

Smoking as an independent risk factor of liver fibrosis in primary biliary

cirrhosis. J Hepatol. (2012) 56:218–24. doi: 10.1016/j.jhep.2011.03.031

17. Taylor RS, Taylor RJ, Bayliss S, Hagstrom H, Nasr P, Schattenberg JM,

et al. Association between fibrosis stage and outcomes of patients with

non-alcoholic fatty liver disease, a systematic review and meta-analysis.

Gastroenterology. (2020) 158:1611–25.e12. doi: 10.1053/j.gastro.2020.01.043

18. Hajifathalian K, Torabi Sagvand B, McCullough AJ, Effect of alcohol

consumption on survival in nonalcoholic fatty liver disease: a

national prospective cohort study. Hepatology. (2019) 70:511–21.

doi: 10.1002/hep.30226

19. Aekplakorn W, Inthawong R, Kessomboon P, Sangthong R, Chariyalertsak

S, Putwatana P, et al. Prevalence and trends of obesity and association with

Frontiers in Medicine | www.frontiersin.org 11 December 2020 | Volume 7 | Article 604919

https://doi.org/10.1002/hep.28431
https://doi.org/10.1002/hep.29466
https://doi.org/10.1053/j.gastro.2005.04.014
https://doi.org/10.1056/NEJMra0912063
https://doi.org/10.1002/hep.27368
https://doi.org/10.1053/j.gastro.2015.04.043
https://doi.org/10.1016/S1470-2045(14)70266-9
https://doi.org/10.2165/00003495-200868110-00004
https://doi.org/10.1016/j.atherosclerosis.2009.01.007
https://doi.org/10.1001/archinte.159.7.733
https://doi.org/10.1016/j.jhep.2010.07.040
https://doi.org/10.1016/j.cgh.2006.03.019
https://doi.org/10.1053/jhep.2001.25385
https://doi.org/10.1002/ijc.31181
https://doi.org/10.1097/MEG.0000000000001234
https://doi.org/10.1016/j.jhep.2011.03.031
https://doi.org/10.1053/j.gastro.2020.01.043
https://doi.org/10.1002/hep.30226
https://www.frontiersin.org/journals/medicine
https://www.frontiersin.org
https://www.frontiersin.org/journals/medicine#articles


Charatcharoenwitthaya et al. Cigarette Smoking in NAFLD

socioeconomic status in Thai adults, National Health Examination Surveys,

1991-2009. J Obes. (2014) 2014:410259. doi: 10.1155/2014/410259

20. WHOE. Consultation: Appropriate body-mass index for Asian populations

and its implications for policy and intervention strategies. Lancet. (2004)

363:157–63. doi: 10.1016/S0140-6736(03)15268-3

21. Alberti KG, Eckel RH, Grundy SM, Zimmet PZ, Cleeman JI, Donato

KA, et al. International Diabetes Federation Task Force on, Prevention,

Hational Heart L, Blood I, American Heart A, World Heart F, International

Atherosclerosis S, and O. International Association for the Study of,

Harmonizing the metabolic syndrome: A joint interim statement of

the International Diabetes Federation Task Force on Epidemiology and

Prevention; National Heart, Lung, and Blood Institute; American Heart

Association; World Heart Federation; International Atherosclerosis Society;

and International Association for the Study of Obesity. Circulation. (2009)

120:1640–5. doi: 10.1161/CIRCULATIONAHA.109.192644

22. Kahn HS, The “lipid accumulation product” performs better

than the body mass index for recognizing cardiovascular risk: a

population-based comparison. BMC Cardiovasc Disord. (2005) 5:26.

doi: 10.1186/1471-2261-5-26

23. Dai H, Wang W, Chen R, Chen Z, Lu Y, Yuan H. Lipid accumulation product

is a powerful tool to predict non-alcoholic fatty liver disease in Chinese adults.

Nutr Metab (Lond). (2017) 14:49. doi: 10.1186/s12986-017-0206-2

24. Doll R, Peto R, Boreham J, Sutherland I. Mortality in relation to smoking:

50 years’ observations on male British doctors. BMJ. (2004) 328:1519.

doi: 10.1136/bmj.38142.554479.AE

25. Carter BD, Abnet CC, Feskanich D, Freedman ND, Hartge P, Lewis CE,

Ockene JK, Prentice RL, Speizer FE, Thun MJ, J Jacobs E, Smoking and

mortality–beyond established causes. N Engl J Med. (2015) 372:631–40.

doi: 10.1056/NEJMsa1407211

26. Sakata R, McGale P, Grant EJ, Ozasa K, Peto R, Darby SC, Impact of smoking

on mortality and life expectancy in Japanese smokers: a prospective cohort

study. BMJ. (2012) 345:e7093. doi: 10.1136/bmj.e7093

27. Aberg F, Helenius-Hietala J, Puukka P, Farkkila M, Jula A. Interaction

between alcohol consumption and metabolic syndrome in predicting severe

liver disease in the general population. Hepatology. (2018) 67:2141–9.

doi: 10.1002/hep.29631

28. Boyle M, Masson S, Anstee QM, The bidirectional impacts of alcohol

consumption and the metabolic syndrome: Cofactors for progressive fatty

liver disease. J Hepatol. (2018) 68:251–67. doi: 10.1016/j.jhep.2017.11.006

29. Prescott E, Hippe M, Schnohr P, Hein HO, Vestbo J. Smoking and risk of

myocardial infarction in women and men, longitudinal population study.

BMJ. (1998) 316:1043–7. doi: 10.1136/bmj.316.7137.1043

30. Vanhoutte PM, Shimokawa H, Tang EH, Feletou M. Endothelial

dysfunction and vascular disease. Acta Physiol (Oxf). (2009) 196:193–222.

doi: 10.1111/j.1748-1716.2009.01964.x

31. Stoberock K, Debus ES, Atlihan G, Daum G, Larena-Avellaneda A, Eifert S, et

al. Gender differences in patients with carotid stenosis. Vasa. (2016) 45:11–6.

doi: 10.1024/0301-1526/a000490

32. Duncan MS, Freiberg MS, Greevy RA, Kundu S Jr., Vasan RS, Tindle HA,

Association of smoking cessation with subsequent risk of cardiovascular

disease. JAMA. (2019) 322:642–50. doi: 10.1001/jama.2019.10298

33. Facchini FS, Hollenbeck CB, Jeppesen J, Chen YD, Reaven GM,

Insulin resistance and cigarette smoking. Lancet. (1992) 339:1128–30.

doi: 10.1016/0140-6736(92)90730-Q

34. Attvall S, Fowelin J, Lager I, Von Schenck H, Smith U. Smoking induces

insulin resistance–a potential link with the insulin resistance syndrome. J

Intern Med. (1993) 233:327–32. doi: 10.1111/j.1365-2796.1993.tb00680.x

35. Sinha-Hikim AP, Sinha-Hikim I, Friedman TC, Connection of nicotine

to diet-induced obesity and non-alcoholic fatty liver disease: cellular

and mechanistic insights. Front Endocrinol (Lausanne). (2017) 8:23.

doi: 10.3389/fendo.2017.00023

36. Koek GH, Liedorp PR, Bast A. The role of oxidative stress in non-

alcoholic steatohepatitis. Clin Chim Acta. (2011) 412:1297–305.

doi: 10.1016/j.cca.2011.04.013

37. Malfertheiner P K. Schutte: Smoking–a trigger for chronic inflammation and

cancer development in the pancreas. Am J Gastroenterol. (2006) 101:160–2.

doi: 10.1111/j.1572-0241.2006.00402.x

38. Jung HS, Chang Y, Kwon MJ, Sung E, Yun KE, Cho YK, et al. Smoking and

the risk of non-alcoholic fatty liver disease: a cohort study.Am J Gastroenterol.

(2019) 114:453–63. doi: 10.1038/s41395-018-0283-5

39. Loria P, Lonardo A, Anania F. Liver and diabetes. A vicious circle.Hepatol Res.

(2013) 43:51–64. doi: 10.1111/j.1872-034X.2012.01031.x

40. El Sherif O, Dhaliwal A, Newsome PN, Armstrong MJ. Sarcopenia

in nonalcoholic fatty liver disease: new challenges for clinical

practice. Expert Rev Gastroenterol Hepatol. (2020) 14:197–205.

doi: 10.1080/17474124.2020.1731303

41. StefflM, Bohannon RW, Petr M, Kohlikova E, Holmerova I. Relation between

cigarette smoking and sarcopenia: meta-analysis. Physiol Res. (2015) 64:419–

26. doi: 10.33549/physiolres.932802

42. Rom O, Kaisari S, Aizenbud D, Reznick AZ. Sarcopenia and

smoking: a possible cellular model of cigarette smoke effects on

muscle protein breakdown. Ann N Y Acad Sci. (2012) 1259:47–53.

doi: 10.1111/j.1749-6632.2012.06532.x

43. Connor Gorber Schofield-Hurwitz S, Hardt J, Levasseur G, Tremblay M. The

accuracy of self-reported smoking: a systematic review of the relationship

between self-reported and cotinine-assessed smoking status.Nicotine Tob Res.

(2009) 11:12–24. doi: 10.1093/ntr/ntn010

44. Wong SL, Shields M, Leatherdale S, Malaison E, Hammond D. Assessment of

validity of self-reported smoking status. Health Rep. (2012) 23:47–53.

45. Arheart KL, Lee DJ, Fleming LE, LeBlancWG, Dietz NA,McCollister KE, et al.

Accuracy of self-reported smoking and secondhand smoke exposure in the US

workforce, the National Health and Nutrition Examination Surveys. J Occup

Environ Med. (2008) 50:1414–20. doi: 10.1097/JOM.0b013e318188b90a

46. Yeager DS, Krosnick JA, The validity of self-reported nicotine product use in

the 2001-2008 National Health and Nutrition Examination Survey.Med Care.

(2010) 48:1128–32. doi: 10.1097/MLR.0b013e3181ef9948

Conflict of Interest: The authors declare that the research was conducted in the

absence of any commercial or financial relationships that could be construed as a

potential conflict of interest.

Copyright © 2020 Charatcharoenwitthaya, Karaketklang and Aekplakorn. This is an

open-access article distributed under the terms of the Creative Commons Attribution

License (CC BY). The use, distribution or reproduction in other forums is permitted,

provided the original author(s) and the copyright owner(s) are credited and that the

original publication in this journal is cited, in accordance with accepted academic

practice. No use, distribution or reproduction is permitted which does not comply

with these terms.

Frontiers in Medicine | www.frontiersin.org 12 December 2020 | Volume 7 | Article 604919

https://doi.org/10.1155/2014/410259
https://doi.org/10.1016/S0140-6736(03)15268-3
https://doi.org/10.1161/CIRCULATIONAHA.109.192644
https://doi.org/10.1186/1471-2261-5-26
https://doi.org/10.1186/s12986-017-0206-2
https://doi.org/10.1136/bmj.38142.554479.AE
https://doi.org/10.1056/NEJMsa1407211
https://doi.org/10.1136/bmj.e7093
https://doi.org/10.1002/hep.29631
https://doi.org/10.1016/j.jhep.2017.11.006
https://doi.org/10.1136/bmj.316.7137.1043
https://doi.org/10.1111/j.1748-1716.2009.01964.x
https://doi.org/10.1024/0301-1526/a000490
https://doi.org/10.1001/jama.2019.10298
https://doi.org/10.1016/0140-6736(92)90730-Q
https://doi.org/10.1111/j.1365-2796.1993.tb00680.x
https://doi.org/10.3389/fendo.2017.00023
https://doi.org/10.1016/j.cca.2011.04.013
https://doi.org/10.1111/j.1572-0241.2006.00402.x
https://doi.org/10.1038/s41395-018-0283-5
https://doi.org/10.1111/j.1872-034X.2012.01031.x
https://doi.org/10.1080/17474124.2020.1731303
https://doi.org/10.33549/physiolres.932802
https://doi.org/10.1111/j.1749-6632.2012.06532.x
https://doi.org/10.1093/ntr/ntn010
https://doi.org/10.1097/JOM.0b013e318188b90a
https://doi.org/10.1097/MLR.0b013e3181ef9948
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://www.frontiersin.org/journals/medicine
https://www.frontiersin.org
https://www.frontiersin.org/journals/medicine#articles

	Cigarette Smoking Increased Risk of Overall Mortality in Patients With Non-alcoholic Fatty Liver Disease: A Nationwide Population-Based Cohort Study
	Introduction
	Materials and Methods
	Study Population
	Data Collection and Measurements
	Definition of NAFLD
	Mortality Follow-Up
	Statistical Analysis

	Results
	Population Characteristics
	All-Cause Mortality
	Smoking and Risk of All-Cause Mortality

	Discussion
	Conclusion
	Data Availability Statement
	Ethics Statement
	Author Contributions
	Funding
	References


