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Abstract: Nonalcoholic fatty liver disease (NAFLD) is increasing worldwide, highlighting the im-
portance of early and accurate detection and the appropriate management of NAFLD. However,
ultrasonography (US) is not included in many mass screening programs, and people have limited
access to it. The aim of this study is to validate the fatty liver index (FLI) and investigate the optimal
cutoff value for predicting NAFLD in an asymptomatic population. We conducted a retrospective
cohort study in Korea. All subjects who underwent health checkup exams, including abdominal US,
controlled attenuation parameter (CAP) and blood testing, were enrolled. Analyses of the area under
the receiver operating characteristic curve (AUROC) were used to evaluate the diagnostic accuracy
and to calculate the optimal FLI cutoff for US-NAFLD. Among the 4009 subjects (mean age 54.9 years,
83.5% male), the prevalence of US-diagnosed NAFLD and CAP-defined hepatic steatosis was 61.4%
and 55.4%. The previously used cutoff of FLI = 60 showed poor performance in predicting US-
diagnosed NAFLD, with an AUROC of 0.63 (0.62–0.64), and CAP-defined NAFLD, with an AUROC
0.63 (0.62–0.64). The optimal FLI cutoff values to discriminate fatty liver detected by US were 29 for
the entire population, with an AUROC of 0.82 (0.81–0.84). The sex-specific values were 31 for males
and 18 for females (sensitivity 72.8% and 73.4%; specificity 74.2% and 85.0%, respectively). The FLI
cutoff for US-diagnosed NAFLD can be set as 29 for the entire Korean population. Considering the
sex dimorphism in NAFLD, different cutoff values are suggested to predict US-diagnosed NAFLD.
These results may be helpful in the accurate non-invasive diagnosis of NAFLD.
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1. Introduction

Non-alcoholic fatty liver disease (NAFLD) is the most common cause of chronic liver
disease worldwide, with a prevalence of 25% globally and 27% in Asia [1,2]. Although
most NAFLD shows a benign clinical course, some patients progress to advanced liver
disease, including cirrhosis and hepatocellular carcinoma [3]. Moreover, NAFLD is closely
related to various extrahepatic metabolic conditions, including obesity, insulin resistance,
type 2 diabetes and cardiovascular diseases [4]. Thus, early and accurate diagnosis and
appropriate management of NAFLD are important.

Ultrasonography (US) is considered a first-line screening tool for the diagnosis of
NAFLD in clinical practice guidelines [5,6]. As a new modality for detecting liver steato-
sis, the controlled attenuation parameter (CAP) during transient elastography using
FibroScan® is considered to be an accurate method for the detection and quantification of
hepatic steatosis. CAP can be used for the early and noninvasive detection of NAFLD at the
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subclinical stage [7–9] and is considered a reference for diagnosing hepatic steatosis [10].
However, US and CAP are not included in many mass screening programs, such as the
Korean National Health Insurance System; thus, the fatty liver index (FLI), a proxy marker
of hepatic steatosis, has been used to measure NAFLD instead of US in many studies using
claim data [11,12].

The FLI is calculated by an equation that accounts for waist circumference (WC), body
mass index (BMI), triglycerides and gamma glutamyl transpeptidase (GGT). It was first
proposed by Bedogni et al. to predict fatty livers. In an Italian population, an FLI < 30
was used to rule out hepatic steatosis, and an FLI ≥ 60 was used to diagnose NAFLD [13].
Huang et al. suggested that the FLI cutoff value of 30 for Chinese individuals had a high
sensitivity and specificity [14]. A recent study reported that the optimal FLI cutoffs in
females and males were 10 and 20, respectively, suggesting that a lower cutoff should be
applied in Asian people compared to Western countries [15]. Similarly, Yang et al. reported
lower FLI cutoff values of 35 for males and 20 for females in a Taiwanese population [16].
In the Korean population, an FLI ≥ 60 was previously validated to correspond to US-
diagnosed fatty liver, and the optimal FLI cutoff was suggested to be 39.9 [17,18]. However,
these results are limited because the cutoff value was not stratified by sex and the sample
size was small. Thus, we investigated the optimal FLI cutoff values using US or CAP as the
reference method in an asymptomatic health checkup population.

2. Methods
2.1. Study Population

We conducted a retrospective cohort study based on subjects who underwent health
checkups at the Seoul National University Hospital Health Care System Gangnam Center
between January 2018 and December 2019. This institution has several health checkup
programs that specialize in specific organs. This study included subjects who underwent
various liver-related exams on the same day, including abdominal US, FibroScan (Echosens,
Paris, France) and laboratory tests. The subjects were mostly free of symptoms and under-
went the examinations upon their own request or through employer-sponsored coverage.

A total of 5804 subjects were initially enrolled. For NAFLD, subjects who displayed any
potential cause of chronic liver disease were excluded: 332 were positive for the hepatitis B
virus, 51 were positive for the hepatitis C virus and 1314 had a significant alcohol intake (>20
g/day for males and >10 g/day for females) [6]. Additionally,
98 subjects with missing information were excluded. Finally, 4009 subjects were included
for analysis.

2.2. Clinical Parameters and Biochemical Analysis

As previously described [19], standardized self-report questionnaires were used to
collect data at the time of enrollment. BMI was calculated as weight (kg) divided by the
square of the person’s height (m). Well-trained personnel measured the WC at the midpoint
between the lower costal margin and the iliac crest. Systolic and diastolic blood pressures
were measured twice on the same day. A systolic/diastolic blood pressure ≥ 140/90 mm
Hg and/or previous use of antihypertensive medication were used to define hypertension.
Fasting glucose levels ≥ 126 mg/dL and/or oral hypoglycemic agent or insulin treatment
were defined as clinical presentations of diabetes mellitus.

After an overnight fast of ≥8 h, blood specimens were obtained from each partici-
pant. Laboratory tests included serum levels of fasting glucose, triglycerides, aspartate
aminotransferase (AST), alanine transaminase (ALT), GGT and creatinine. The glomerular
filtration rate (GFR) was calculated using the modification of diet in renal disease equation.

2.3. Noninvasive Markers for NAFLD Measurement

The FLI was calculated based on the following equation [13] and expressed as a value
ranging from 0 to 100.

FLI = [(e0.953×lntriglyceride+0.139×BMI+0.718×lnGGT+0.053×WC−15.745)/(1 + e0.953×lntriglyceride+0.139×BMI+0.718×lnGGT+0.053×WC−15.745)] × 100 (1)
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2.4. Measurement of Fatty Liver Using US and CAP

Experienced radiologists, who were kept blind from the clinical characteristics of
the subjects, conducted hepatic ultrasonography (Acuson Sequoia 512; Siemens, Moun-
tain View, CA, USA). Fatty liver was diagnosed based on characteristic ultrasonographic
features consistent with a “bright liver”, evident contrast between hepatic and renal
parenchyma, vessel blurring, focal sparing, and luminal narrowing of the hepatic veins [20].

The CAP was obtained by FibroScan using an M or XL probe (Echosens, Paris, France).
The procedure was performed by an experienced investigator who was kept blind from
the patients’ clinical information as previously described [21]. Briefly, the individual
was positioned in dorsal decubitus with the right arm in a maximally abducted state,
and the exam was performed on the right lobe through the intercostal spaces. Liver
stiffness measurement (LSM) values were considered reliable if 10 valid measurements
were obtained and the interquartile range/median of the measurements were <0.3, or when
the LS median was <7.1 kPa. All of the patients with 10 valid measurements were included
in the analysis. The CAP values measured simultaneously during LSM measurement were
used. A CAP value of 248 dB/m or greater was used to define hepatic steatosis [9].

2.5. Statistical Analyses

The data are presented as the mean ± standard deviation for normally distributed,
continuous variables and as proportions for categorical variables, unless otherwise indi-
cated. Log transformations were performed for non-normally distributed variables. The
comparison of baseline characteristics was conducted using independent t tests and analy-
sis of variance for continuous variables and the chi-square test for categorical variables.
Among variables with a p value < 0.05 in univariate analyses, those with clinical importance
were subjected to multivariate analyses. A ROC curve was applied to establish the optimal
FLI cutoff value to differentiate between individuals with or without fatty liver by US. The
optimal cutoff was selected as the maximum Youden’s index (sensitivity + specificity-1)
in the ROC curve analysis. The sensitivity (SN), specificity (SP), positive predictive value
(PPV), negative predictive value (NPV), positive likelihood ratio (LR+), and negative like-
lihood ratio (LR–) were calculated. The statistical analyses were performed using SAS
version 9.4 (SAS Institute, Cary, NC, USA) and R version 4.0.4 (R Project for Statistical Com-
puting, Vienna, Austria, http://www.Rproject.org, accessed on 27 July 2021). A two-sided
p value < 0.05 was considered statistically significant.

3. Results
3.1. Baseline Characteristics of the Study Population

The mean age of the study population was 54.9 years, and 83.5% were male. Among
the 4009 subjects, the prevalence of US-diagnosed NAFLD was 61.4% and CAP-defined
hepatic steatosis was 55.4%.

The baseline characteristics of the subjects stratified by sex according to the presence
of NAFLD are shown in Table 1. In both males and females, individuals with NAFLD
had higher BMI and WC values. Serum AST, ALT, GGT and triglyceride levels were
significantly higher in subjects with NAFLD (p < 0.001). The prevalence of diabetes was
also higher in individuals with NAFLD than in those without NAFLD. These trends were
similar for both ultrasonography-diagnosed and CAP-defined NAFLD.

http://www.Rproject.org
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Table 1. Baseline characteristics of the study population stratified by sex.

Male No NAFLD
(N = 1187)

US-NAFLD
(N = 2162) p-Value No NAFLD

(N = 1430)
CAP-NAFLD

(N = 1918) p-Value

Age (years) 55.5 ± 11.6 54.4 ± 9.7 0.008 55.2 ± 10.9 54.5 ± 10.1 0.091

Diabetes, n (%) 111 (9.4) 385 (17.8) <0.001 142 (9.9) 354 (18.5) <0.001

Hypertension, n (%) 247 (20.8) 488 (20.7) 0.958 301 (21.0) 394 (20.5) 0.721

Systolic blood pressure (mmHg) 120.9 ± 14.0 120.5 ± 13.8 0.432 120.7 ± 13.9 120.5 ± 13.9 0.772

Diastolic blood pressure (mmHg) 79.2 ± 10.2 79.8 ± 10.4 0.188 79.3 ± 10.2 79.8 ± 10.4 0.172

BMI (kg/m2) 23.3 ± 2.5 25.9 ± 3.0 <0.001 23.4 ± 2.4 26.1 ± 3.0 <0.001

WC (cm) 85.8 ± 7.3 92.8 ± 7.8 <0.001 86.0 ± 6.9 93.6 ± 7.8 <0.001

AST (IU/L) 26.2 ± 11.5 28.6 ± 13.7 <0.001 25.9 ± 10.3 29.1 ± 14.6 <0.001

ALT (IU/L) 27.7 ± 20.0 33.3 ± 23.3 <0.001 27.7 ± 17.9 34.0 ± 24.8 <0.001

GGT (IU/L) 30.0 ± 27.5 41.4 ± 33.1 <0.001 31.6 ± 28.8 41.4 ± 33.1 <0.001

Triglyceride (mg/dL) + 83 (62,114) 128 (92,177) <0.001 91 (66,126) 127 (90,179) <0.001

GFR, mL/min/1.73 m2 84.7 ± 15.2 85.8 ± 14.2 0.034 84.6 ± 15.2 86.0 ± 14.2 0.006

CAP dB/m 224 (200,248) 278 (247,309) <0.001 218 (198,233) 289 (268,315) <0.001

NAFLD detected by USG, n (%) 544 (38.0) 1617 (84.3) <0.001

Female No NAFLD
(N = 360)

US-NAFLD
(N = 301) p-value No NAFLD

(N = 357)
CAP-NAFLD

(N = 304) p-value

Age (years) 53.8 ± 10.6 57.6 ± 9.1 <0.001 53.3± 10.3 58.1 ± 9.2 <0.001

Diabetes, n (%) 12 (3.3) 57 (18.9) <0.001 18 (5.0) 51 (16.8) <0.001

Hypertension, n (%) 78 (21.7) 72 (23.9) 0.491 85 (23.8) 65 (21.4) 0.458

Systolic blood pressure (mmHg) 120.1 ± 14.4 121.6 ± 14.7 0.175 121.6 ± 14.8 119.9 ± 14.2 0.137

Diastolic blood pressure (mmHg) 80.0 ± 9.5 81.0 ± 10.2 0.342 80.7 ± 9.4 80.0 ± 10.3 0.424

BMI (kg/m2) 22.3 ± 2.7 24.9 ± 3.4 <0.001 21.4 ± 2.8 24.8 ± 3.5 <0.001

WC (cm) 79.1 ± 7.6 88.1 ± 8.4 <0.001 79.3 ± 7.9 87.8 ± 8.4 <0.001

AST (IU/L) 24.5 ± 11.2 26.7 ± 13.6 0.023 24.3 ± 11.3 27.0 ± 13.3 0.006

ALT (IU/L) 27.5 ± 23.3 29.3 ± 18.0 0.259 26.7 ± 23.4 30.2 ± 17.8 0.029

GGT (IU/L) 19.3 ± 12.0 30.5 ± 36.4 <0.001 19.7 ± 14.6 29.8 ± 35.3 <0.001

Triglyceride (mg/dL) + 67 (49, 88.5) 112 (78,152) <0.001 66 (49, 89) 110 (77,148) <0.001
GFR, mL/min/1.73 m2 84.1 ± 14.9 86.6 ± 14.5 0.033 84.4 ± 15.4 86.3 ± 13.9 0.090

CAP dB/m 213 (189,240) 283 (256,319) <0.001 209 (185,229) 290 (268,319) <0.001

NAFLD detected by USG, n (%) 62 (17.4) 238 (78.6) <0.001

Data are shown as the mean ± SD. + median (interquartile range). NAFLD, nonalcoholic fatty liver disease; US, ultrasonography;
CAP, controlled attenuation parameter; BMI, body mass index; WC, waist circumference; AST, aspartate aminotransferase; ALT, alanine
aminotransferase; GGT, gamma glutamyl transpeptidase; GFR, glomerular filtration rate.

3.2. Validation of FLI for Predicting NAFLD

First, we validated previously known FLI cutoff values for ruling out and detecting
NAFLD by comparing their AUROCs. Measures of discriminatory accuracy are provided
in Table 2. An FLI < 30 to rule out US-diagnosed NAFLD showed a sensitivity of 71.4%
and NPV of 63.0% with an area under the receiver operating characteristic curve (AUROC)
of 0.74 (0.73–0.76). An FLI ≥ 60 to predict US-diagnosed NAFLD showed a specificity of
95.7% and a PPV of 91.6%, with an AUROC of 0.63 (0.62–0.64). In addition, an FLI < 30 to
rule out CAP-defined NAFLD had a sensitivity of 71.5% and a NPV of −66.7%, with an
AUROC of 0.71 (0.70–0.73). An FLI ≥ 60 to predict CAP-defined NAFLD had a specificity
of 94.7% and a PPV of 87.9%, with an AUROC 0.63 (0.62–0.64).
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Table 2. Comparison of AUCs of fatty liver index for predicting nonalcoholic fatty liver disease.

Cut Point Sensitivity Specificity PPV NPV AUC (95% C.I.) pLR nLR

US 30 71.4% 77.4% 83.4% 63.0% 0.74 (0.73–0.76) 3.2 0.4
60 29.3% 95.7% 91.6% 46.0% 0.63 (0.62–0.64) 6.9 0.7

CAP 30 71.5% 71.0% 75.4% 66.7% 0.71 (0.70–0.73) 2.5 0.4
60 31.2% 94.7% 87.9% 52.5% 0.63 (0.62–0.64) 5.9 0.7

AUC, area under the receiver operating characteristic curve; PPV, positive predictive value; NPV, negative predictive value; C.I., confidence
interval; pLR, positive likelihood ratio; nLR, negative likelihood ratio; US, ultrasonography; CAP, controlled attenuation parameter.

3.3. Optimal FLI Cutoff Values for Predicting NAFLD

We evaluated the optimal FLI cutoff values for predicting US-diagnosed NAFLD.
A cutoff value of FLI ≥ 29 (sensitivity 73.4%, specificity 76.1%) predicted US-diagnosed
NAFLD with good accuracy, with an AUC of 0.82 (0.81–0.84) (Table 3).

Table 3. Optimal cut-off levels of fatty liver index for predicting ultrasonography-diagnosed NAFLD.

Cut Points AUC (95% C.I.) Youden’s J Index Sensitivity Specificity PPV NPV

Total 29 0.82 (0.81–0.84) 0.495 73.4% 76.1% 83.0% 64.2%
Male 31 0.74 (0.72–0.75) 0.470 72.8% 74.2% 83.7% 60.0%

Female 18 0.79 (0.76–0.82) 0.584 73.4% 85.0% 80.4% 79.3%

NAFLD, nonalcoholic fatty liver disease; AUC, area under the receiver operating characteristic curve; PPV, positive predictive value; NPV,
negative predictive value; C.I., confidence interval.

Because the prevalence of NAFLD is different according to sex, the FLI cutoff analysis
was conducted separately for males and females. A cutoff value of FLI ≥ 31 (sensitivity
72.8%, specificity 74.2%) for males and FLI ≥ 18 (sensitivity 73.4%, specificity 85.0%) for
females predicted US-diagnosed NAFLD (Table 3). Figure 1 illustrates the FLI AUROCs
for the prediction of US-diagnosed NAFLD in males and females.
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Figure 1. Area under the receiver operating characteristics curve of the fatty liver index for predicting
nonalcoholic fatty liver disease in males (A) and females (B).

4. Discussion

In this study, we validated the FLI in an asymptomatic Korean population. Consid-
ering that AUCs between 0.8–0.9 are usually regarded as good values and those between
0.7–0.8 as fair values, the previously used cutoff of FLI = 60 performed poorly in predicting
NAFLD in the Korean population. In our study, to predict NAFLD by US diagnosis in the
Korean population, we proposed optimal FLI cutoff values of 29 for the entire population,
31 for males and 18 for females. These results may be helpful to identify asymptomatic
individuals who should undergo abdominal US screening for NAFLD diagnosis.
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In Western populations, the previously validated cutoff values have shown good
accuracy, with AUROCs of 0.81–0.84 [13,22] and an FLI < 30 rules out hepatic steatosis
(sensitivity = 87%) and an FLI ≥ 60 predicts the condition (specificity = 86%). When
the same cutoff (FLI ≥ 60) was applied to an Asian population, although the accuracy
was similarly good (AUC 0.87), the Youden index decreased to 23–27% [18]. In the cur-
rent study, an FLI ≥ 60 to predict US-diagnosed NAFLD showed a similar performance
(specificity = 95.7%); however, an FLI < 30 to rule out NAFLD showed relatively lower
performance (sensitivity = 71.4%). These results suggest that different cutoff values are
needed for the Asian population. In an Asian population, the optimal FLI cutoff has been
suggested to be 30 for middle-aged to elderly Chinese individuals, presenting a maxi-
mum Youden’s index of 0.51 and achieving a high sensitivity of 79.9% and a specificity
of 71.5% [14]. In addition, Kim et al. suggested an FLI cutoff of 36.9, with a sensitivity of
77.4% and specificity 69.8% in a Korean population [17].

Because NAFLD is a sexually dimorphic disease with respect to epidemiological and
clinical features [23], a sex-specific approach is required to establish optimal FLI cutoff
values. A study performed in Taiwan that stratified by sex suggested optimal values of
FLI ≥ 35 (specificity 79.8%, LR+: 3.12) for males and ≥20 (specificity 86.8%, LR+: 4.43)
for females to predict US-diagnosed fatty liver [16]. Chen et al. suggested FLI cutoff
values of 20 for males and 10 for females, with sensitivities of 80.3% and 76.1% and
specificities of 66.9% and 65.5%, respectively [15]. Consistent with previous results, we
presented data classified according to sex, and identified an FLI ≥ 31 (sensitivity 72.8%,
specificity 74.2%) for males and an FLI ≥ 18 (sensitivity 73.4%, specificity 85.0%) for females
to predict US-diagnosed NAFLD.

The FLI cutoff values in our study were lower for both sexes compared to those
proposed by Bedogni et al. [13]. A possible reason for this is that, according to the Joint
Interim Statement of the International Diabetes Federation Task Force on Epidemiology
and Prevention, the metabolic syndrome criteria cutoff values for WC, which are a major
component of the FLI, are set lower for the Asian population (90 cm for males and 80 cm
for females) [24]. Thus, the low WC values likely led to the lower cutoff values of FLI in
the current study, especially for females. Additionally, the Asia–Pacific population criteria
for obesity are lower than those for Western populations (such as a BMI ≥ 25 kg/m2 [25]),
which might have influenced the lower FLI cutoff values in the current study. Further
studies are needed to validate these results.

In this study, we used CAP as an alternative method for diagnosing hepatic steato-
sis. The AUROC of FLI < 30 to rule out CAP-defined NAFLD was 0.71 and that of
FLI ≥ 60 to predict NAFLD was 0.63—similar to US as a reference method. Although CAP
measurement is a good noninvasive biomarker of fatty liver [9], further studies are need
using CAP as a reference method for diagnosing NAFLD.

The present study has some limitations. First, we were unable to obtain liver histo-
logical samples, which is the gold standard for diagnosing NAFLD. Although US may
produce false negative results when fatty infiltration of the liver is less than 20–30% [26,27],
representing inter- and intra-observer diagnostic variability, ethical restrictions prohibit
the application of invasive tests in apparently healthy populations. Thus, radiographic
techniques such as US or magnetic resonance imaging are used as a first-line modality to
diagnose NAFLD in clinical practice guidelines [5]. Regarding CAP, the ideal cutoff CAP
values for detecting and grading steatosis have not yet been established [28,29]. However,
the threshold used to diagnose hepatic steatosis in this study is similar to those in previous
studies [10,30]. Second, since not all people who undergo health checkups at our institution
receive a FibroScan exam, there may be selection bias, because we included only the subset
of the screened individuals who underwent the related exams. Furthermore, the cutoff
values established in this study have not been externally validated in other populations.
Therefore, the results of our study should be interpreted carefully, and further studies are
needed to validate our results. Finally, we could not evaluate the severity of US-diagnosed
NAFLD or the stage of fibrosis in this study.
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In conclusion, the FLI cutoff for US-diagnosed NAFLD can be set as 29 for the entire
Korean population. Considering the sex dimorphism in NAFLD, different cutoff values
are suggested—31 for males and 18 for females—to predict US-diagnosed NAFLD. These
results may be helpful in the accurate non-invasive diagnosis of NAFLD.

Author Contributions: Conceptualization, G.-E.C.; data curation, G.-E.C., E.-J.C., G.-C.J., M.-S.K., J.-I.Y.
and J.-Y.Y.; formal analysis, G.-C.J.; supervision; J.-Y.Y. and S.-J.Y.; writing—original draft preparation,
G.-E.C. and E.-J.C. All authors have read and agreed to the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: The study protocol conformed to the ethical guidelines of
the World Medical Association Declaration of Helsinki and was approved by the Institutional Review
Board of Seoul National University Hospital (2006-024-1130).

Informed Consent Statement: Informed consent was waived by the Institutional Review Board as
the study used de-identified secondary data.

Data Availability Statement: The data presented in this study are available on request from the
corresponding author.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Younossi, Z.M.; Koenig, A.B.; 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. [CrossRef] [PubMed]
2. Younossi, Z.M. Non-alcoholic fatty liver disease—A global public health perspective. J. Hepatol. 2019, 70, 531–544. [CrossRef]
3. Singh, S.; Allen, A.M.; Wang, Z.; Prokop, L.J.; Murad, M.H.; Loomba, R. Fibrosis progression in nonalcoholic fatty liver vs.

nonalcoholic steatohepatitis: A systematic review and meta-analysis of paired-biopsy studies. Clin. Gastroenterol. Hepatol. 2015,
13, 643–654. [CrossRef] [PubMed]

4. Wijarnpreecha, K.; Aby, E.S.; Ahmed, A.; Kim, D. Evaluation and management of extrahepatic manifestations of nonalcoholic
fatty liver disease. Clin. Mol. Hepatol. 2021, 27, 221–235. [CrossRef]

5. Kang, S.H.; Lee, H.W.; Yoo, J.J.; Cho, Y.; Kim, S.U.; Lee, T.H.; Jang, B.K.; Kim, S.G.; Ahn, S.B.; Kim, H.; et al. KASL clinical practice
guidelines: Management of nonalcoholic fatty liver disease. Clin. Mol. Hepatol. 2021, 27, 363–401. [CrossRef] [PubMed]

6. Chalasani, N.; Younossi, Z.; Lavine, J.E.; Diehl, A.M.; Brunt, E.M.; Cusi, K.; Charlton, M.; Sanyal, A.J. The diagnosis and
management of non-alcoholic fatty liver disease: Practice guideline by the American Gastroenterological Association, American
Association for the Study of Liver Diseases, and American College of Gastroenterology. Gastroenterology 2012, 142, 1592–1609.

7. Myers, R.P.; Pollett, A.; Kirsch, R.; Pomier-Layrargues, G.; Beaton, M.; Levstik, M.; Duarte-Rojo, A.; Wong, D.; Crotty, P.; Elkashab,
M. Controlled Attenuation Parameter (CAP): A noninvasive method for the detection of hepatic steatosis based on transient
elastography. Liver Int. 2012, 32, 902–910. [CrossRef]

8. Kwak, M.S.; Chung, G.E.; Yang, J.I.; Yim, J.Y.; Chung, S.J.; Jung, S.Y.; Kim, J.S. Clinical implications of controlled attenuation
parameter in a health check-up cohort. Liver Int. 2018, 38, 915–923. [CrossRef]

9. Karlas, T.; Petroff, D.; Sasso, M.; Fan, J.G.; Mi, Y.Q.; de Lédinghen, V.; Kumar, M.; Lupsor-Platon, M.; Han, K.H.;
Cardoso, A.C.; et al. Individual patient data meta-analysis of controlled attenuation parameter (CAP) technology for as-
sessing steatosis. J. Hepatol. 2017, 66, 1022–1030. [CrossRef]

10. Kozłowska-Petriczko, K.; Wunsch, E.; Petriczko, J.; Syn, W.K.; Milkiewicz, P. Diagnostic Accuracy of Non-Imaging and Ultrasound-
Based Assessment of Hepatic Steatosis Using Controlled Attenuation Parameter (CAP) as Reference. J. Clin. Med. 2021, 10, 1507.
[CrossRef]

11. Chung, G.E.; Cho, E.J.; Yoon, J.W.; Yoo, J.J.; Chang, Y.; Cho, Y.; Park, S.H.; Han, K.; Shin, D.W.; Yu, S.J. Nonalcoholic fatty
liver disease increases the risk of diabetes in young adults: A nationwide population-based study in Korea. Metabolism 2021,
123, 154866.

12. Cho, E.J.; Yu, S.J.; Jung, G.C.; Kwak, M.S.; Yang, J.I.; Yim, J.Y.; Chung, G.E. Body weight gain rather than body weight variability
associated with increased risk of nonalcoholic fatty liver disease. Sci. Rep. 2021, 11, 14428. [CrossRef]

13. Bedoogni, G.; Bellentani, S.; Miglioli, L.; Masutti, F.; Passalacqua, M.; Castiglione, A.; Tiribelli, C. The Fatty Liver Index: A simple
and accurate predictor of hepatic steatosis in the general population. BMC Gastroenterol. 2006, 6, 33. [CrossRef]

14. Huang, X.; Xu, M.; Chen, Y.; Peng, K.; Huang, Y.; Wang, P.; Ding, L.; Lin, L.; Xu, Y.; Chen, Y.; et al. Validation of the Fatty Liver
Index for Nonalcoholic Fatty Liver Disease in Middle-Aged and Elderly Chinese. Medicine 2015, 94, e1682. [CrossRef]

15. Chen, L.W.; Huang, P.R.; Chien, C.H.; Lin, C.L.; Chien, R.N. A community-based study on the application of fatty liver index in
screening subjects with nonalcoholic fatty liver disease. J. Formos. Med. Assoc. 2020, 119, 173–181. [CrossRef]

http://doi.org/10.1002/hep.28431
http://www.ncbi.nlm.nih.gov/pubmed/26707365
http://doi.org/10.1016/j.jhep.2018.10.033
http://doi.org/10.1016/j.cgh.2014.04.014
http://www.ncbi.nlm.nih.gov/pubmed/24768810
http://doi.org/10.3350/cmh.2020.0239
http://doi.org/10.3350/cmh.2021.0178
http://www.ncbi.nlm.nih.gov/pubmed/34154309
http://doi.org/10.1111/j.1478-3231.2012.02781.x
http://doi.org/10.1111/liv.13558
http://doi.org/10.1016/j.jhep.2016.12.022
http://doi.org/10.3390/jcm10071507
http://doi.org/10.1038/s41598-021-93883-5
http://doi.org/10.1186/1471-230X-6-33
http://doi.org/10.1097/MD.0000000000001682
http://doi.org/10.1016/j.jfma.2019.03.016


Diagnostics 2021, 11, 2233 8 of 8

16. Yang, B.L.; Wu, W.C.; Fang, K.C.; Wang, Y.C.; Huo, T.I.; Huang, Y.H.; Yang, H.I.; Su, C.W.; Lin, H.C.; Lee, F.Y.; et al. External
validation of fatty liver index for identifying ultrasonographic fatty liver in a large-scale cross-sectional study in Taiwan.
PLoS ONE 2015, 10, e0120443. [CrossRef]

17. Kim, J.H.; Kwon, S.Y.; Lee, S.W.; Lee, C.H. Validation of fatty liver index and lipid accumulation product for predicting fatty liver
in Korean population. Liver Int. 2011, 31, 1600–1601. [PubMed]

18. Lee, Y.H.; Bang, H.; Park, Y.M.; Bae, J.C.; Lee, B.W.; Kang, E.S.; Cha, B.S.; Lee, H.C.; Balkau, B.; Lee, W.Y.; et al. Non-laboratory-
based self-assessment screening score for non-alcoholic fatty liver disease: Development, validation and comparison with other
scores. PLoS ONE 2014, 9, e107584. [CrossRef] [PubMed]

19. Chung, G.E.; Kim, D.; Kwak, M.S.; Yang, J.I.; Yim, J.Y.; Lim, S.H.; Itani, M. The serum vitamin D level is inversely correlated with
nonalcoholic fatty liver disease. Clin. Mol. Hepatol. 2016, 22, 146–151. [CrossRef] [PubMed]

20. Saadeh, S.; Younossi, Z.M.; Remer, E.M.; Gramlich, T.; Ong, J.P.; Hurley, M.; Mullen, K.D.; Cooper, J.N.; Sheridan, M.J. The utility
of radiological imaging in nonalcoholic fatty liver disease. Gastroenterology 2002, 123, 745–750. [CrossRef]

21. Heo, N.J.; Park, H.E.; Yoon, J.W.; Kwak, M.S.; Yang, J.I.; Chung, S.J.; Yim, J.Y.; Chung, G.E. The Association between Vitamin D
and Nonalcoholic Fatty Liver Disease Assessed by Controlled Attenuation Parameter. J. Clin. Med. 2021, 10, 2611. [CrossRef]
[PubMed]

22. Koehler, E.M.; Schouten, J.N.; Hansen, B.E.; Hofman, A.; Stricker, B.H.; Janssen, H.L. External validation of the fatty liver index
for identifying nonalcoholic fatty liver disease in a population-based study. Clin. Gastroenterol. Hepatol. 2013, 11, 1201–1204.
[CrossRef] [PubMed]

23. Lonardo, A.; Suzuki, A. Sexual Dimorphism of NAFLD in Adults. Focus on Clinical Aspects and Implications for Practice and
Translational Research. J. Clin. Med. 2020, 9, 1278. [CrossRef]

24. Alberti, K.G.; Eckel, R.H.; Grundy, S.M.; Zimmet, P.Z.; Cleeman, J.I.; Donato, K.A.; Fruchart, J.C.; James, W.P.; Loria, C.M.;
Smith, S.C., Jr.; et al. 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, 1640–1645.

25. Kim, M.K.; Lee, W.Y.; Kang, J.H.; Kang, J.H.; Kim, B.T.; Kim, S.M.; Kim, E.M.; Suh, S.H.; Shin, H.J.; Lee, K.R.; et al. 2014 clinical
practice guidelines for overweight and obesity in Korea. Endocrinol. Metab. 2014, 29, 405–409. [CrossRef]

26. Sanyal, A.J. American Gastroenterological A: AGA technical review on nonalcoholic fatty liver disease. Gastroenterology 2002,
123, 1705–1725. [CrossRef] [PubMed]

27. Dasarathy, S.; Dasarathy, J.; Khiyami, A.; Joseph, R.; Lopez, R.; McCullough, A.J. Validity of real time ultrasound in the diagnosis
of hepatic steatosis: A prospective study. J. Hepatol. 2009, 51, 1061–1067. [CrossRef]

28. Castera, L.; Friedrich-Rust, M.; Loomba, R. Noninvasive Assessment of Liver Disease in Patients With Nonalcoholic Fatty Liver
Disease. Gastroenterology 2019, 156, 1264–1281. [CrossRef]

29. Kozłowska-Petriczko, K.; Wunsch, E.; Milkiewicz, P. Controlled Attenuation Parameter in Nonalcoholic Fatty Liver Disease: The
Thresholds Do Matter. Clin. Gastroenterol. Hepatol. 2021, 19, 1507–1508. [CrossRef]

30. Chon, Y.E.; Jung, K.S.; Kim, S.U.; Park, J.Y.; Park, Y.N.; Kim, D.Y.; Ahn, S.H.; Chon, C.Y.; Lee, H.W.; Park, Y.; et al. Controlled
attenuation parameter (CAP) for detection of hepatic steatosis in patients with chronic liver diseases: A prospective study of a
native Korean population. Liver Int. 2014, 34, 102–109. [CrossRef]

http://doi.org/10.1371/journal.pone.0120443
http://www.ncbi.nlm.nih.gov/pubmed/22093336
http://doi.org/10.1371/journal.pone.0107584
http://www.ncbi.nlm.nih.gov/pubmed/25216184
http://doi.org/10.3350/cmh.2016.22.1.146
http://www.ncbi.nlm.nih.gov/pubmed/27044765
http://doi.org/10.1053/gast.2002.35354
http://doi.org/10.3390/jcm10122611
http://www.ncbi.nlm.nih.gov/pubmed/34199258
http://doi.org/10.1016/j.cgh.2012.12.031
http://www.ncbi.nlm.nih.gov/pubmed/23353640
http://doi.org/10.3390/jcm9051278
http://doi.org/10.3803/EnM.2014.29.4.405
http://doi.org/10.1053/gast.2002.36572
http://www.ncbi.nlm.nih.gov/pubmed/12404245
http://doi.org/10.1016/j.jhep.2009.09.001
http://doi.org/10.1053/j.gastro.2018.12.036
http://doi.org/10.1016/j.cgh.2020.08.055
http://doi.org/10.1111/liv.12282

	Introduction 
	Methods 
	Study Population 
	Clinical Parameters and Biochemical Analysis 
	Noninvasive Markers for NAFLD Measurement 
	Measurement of Fatty Liver Using US and CAP 
	Statistical Analyses 

	Results 
	Baseline Characteristics of the Study Population 
	Validation of FLI for Predicting NAFLD 
	Optimal FLI Cutoff Values for Predicting NAFLD 

	Discussion 
	References

