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Abstract: We performed a systematic review and meta-analysis to assess the association between
epicardial fat thickness (EFT) and nonalcoholic fatty liver disease (NAFLD). This systematic review
was conducted in accordance with the Preferred Reporting Items for Systematic reviews and Meta-
Analysis (PRISMA) and was based on a registered protocol (CRD 4201809 5493). We searched Medline
and Embase until December 2021 for studies reporting on the association between EFT and NAFLD.
Qualitative reviews, meta-analyses and meta-regressions were performed to explore this association.
Effect sizes are reported as standardized mean differences. We included 12 studies, comprising
3610 individuals. EFT was evaluated with trans-thoracic echocardiography in nine studies, two
studies using cardiac computed tomography and one study using magnetic resonance imaging (MRI).
The presence of NAFLD was evaluated using transabdominal liver ultrasound in nine studies. Other
studies used histology, magnetic resonance spectroscopy and MRI-derived proton density fat fraction.
Liver biopsy was performed to assess the severity of NAFLD in four studies. The random-effects
meta-analysis indicated that, as compared to control patients with lean livers, patients with NAFLD
displayed significantly higher EFT (standardized mean difference 0.61, 95% confidence interval:
0.47–0.75, p < 0.0001, I2 = 72%). EFT was further significantly higher in patients with severe liver
steatosis versus patients with mild–moderate liver steatosis (standardized mean difference 1.21 95%
confidence interval: 0.26–2.16, p < 0.001, I2 S = 96%). Through the meta-regression analysis, we
found that patients with increasingly higher blood levels of aspartate aminotransferase displayed an
increasingly higher depth of association. The current meta-analysis suggests that EFT may represent
a useful surrogate for assessing the presence and severity of NAFLD in a non-invasive manner.

Keywords: non-alcoholic fatty liver disease; steatosis; epicardial fat; non-invasive marker; CT-SCAN;
MRI; ultrasonography

1. Introduction

Epicardial adipose tissue is a visceral fat deposit positioned between the heart and
the pericardium. Epicardial fat covers around 80% of the surface of the heart, representing
20% of the organ’s total weight [1]. Putative roles of epicardial adipose tissue comprise car-
diac thermoregulation, lipid storage, control of coronary artery vasomotion and coronary
atherosclerosis development [2,3]. In clinical practice, excessive epicardial fat is associated
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with left ventricular dysfunction, coronary artery disease and atrial fibrillation [4–6]. Epi-
cardial fat thickness can be measured using non-invasive radiological approaches such as
transthoracic echocardiography, computerized tomography or magnetic resonance imaging
(MRI, gold standard) [7]. The growing use of thoracic imaging has contributed to an in-
crease in the detection of epicardial fat deposits, raising interest as to whether this adipose
tissue may be a marker for cardiovascular disease or for metabolic syndrome.

Nonalcoholic fatty liver disease (NAFLD) is defined as excessive lipid accumulation
in the liver in the absence of secondary causes of hepatic fat accumulation such as alcohol
consumption (<20 g/day in men and 10 g/day in women), viral hepatitis, use of steatogenic
medication, or hereditary disorders [8]. NAFLD is now the most common cause of chronic
liver disease worldwide and it is estimated that up to 25% of the global population may be
affected by this condition [8,9]. Abundant evidence has documented the role of NAFLD as
an independent cardiovascular disease risk factor, and indeed cardiovascular events are
the main cause of mortality among patients with NAFLD [10–12].

Liver biopsy is the gold standard for the diagnostic evaluation of the severity of
NAFLD [8], but this procedure remains invasive and can lead to complications including
pain, as well as minor or even major bleeding [13].

To avoid such pitfalls, non-invasive approaches to assess liver fibrosis have been
developed, using a combination of clinical–biochemical factors and imaging techniques.
Simple non-invasive tools to predict liver fibrosis and liver-related morbidity include
the NAFLD Fibrosis Score (NFS) and Fibrosis-4 (FIB-4) score that are endorsed by the
European Association for the Study of the Liver (EASL), European Association for the
Study of Diabetes (EASD) and European Association for the Study of Obesity (EASO)
clinical practice guidelines [14]. These scores appear to be reliable, easy to perform and
have shown good ability to stratify the risk of liver-related morbidity and mortality. Some
authors even consider such risk-scoring tools to offer similar performances to a liver
biopsy [15]. When using the FIB-4 score, patients falling in the low-risk categories of liver-
related morbidity usually require no additional investigation, but clinical and biological
follow-up should be considered. When risk estimations are intermediate or high, a transient
elastography should be performed. Transient elastography represents the most validated
imaging tool to assess the stage of fibrosis in NAFLD patients and it allow a stratification
for the potential use of a liver biopsy [8]. In this regard, a meta-analysis based on 19 studies
and 2495 NAFLD patients showed that transient elastography had remarkable accuracy
for diagnosing advanced fibrosis with a summary AUROCS of 0.88 [16]. Despite these
encouraging lines of evidence, the routine use of non-invasive NAFLD markers remains
limited, especially outside the specialized practice of hepato-gastroenterology, and NALFD
remains a largely underdiagnosed condition. In this regard, novel surrogate markers for
NAFLD and its severity are or interest [17].

Both epicardial fat thickness and liver steatosis can be considered as features of the
metabolic syndrome in that they both correspond to the accumulation of ectopic lipids.
One could therefore hypothesize their presence to be concomitant. Several studies have
addressed this question [18–20]. However, the evidence remains inconclusive, in part due
to the small sample sizes of the individual studies and due to the presence of potential
confounders. We therefore embarked on this systematic review of the literature to assess
the association between epicardial fat thickness and the presence and severity of NAFLD.

2. Method
2.1. Data Sources and Searches

The search strategy, study selection, data extraction and analysis were performed
according to a predefined protocol described in the International Prospective Register of
Systematic Reviews (PROSPERO, CRD 42014013578). This systematic review was con-
ducted according to Preferred Reporting Items for Systematic reviews and Meta-Analysis
(PRISMA) guideline [21].
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We gathered all studies providing a quantitative estimate of the association between
EFT and NAFLD presence and severity. The literature search was completed using Medline
(1966–December 2021) and EMBASE (1980–December 2021). Within these databases, we
conducted structured computerized literature searches using the following search terms:
«((nonalcoholic steatohepatitis) OR (non-alcoholic fatty liver disease)) AND ((epicardial
fat) OR (epicardial adipose tissue))». Duplicate entries were excluded. No time limit
or language restrictions were applied to the search. Reference lists of retrieved articles
were hand-searched to identify additional relevant articles. Two investigators (KG and
LO) reviewed the titles, abstracts, and full-text articles. Discrepancies concerning study
inclusion were resolved by discussion between the two authors or with a third author (FRJ).

2.2. Data Extraction and Methodological Quality Rating

We retrieved data on patient age, gender, and on the imaging techniques used to
characterize epicardial fat thickness and NAFLD. We used the Newcastle–Ottawa Scale
(NOS) to rate the methodological quality of the included studies [22]. The NOS is composed
of three sections: patient selection (up to four points), between-groups comparability (up
to two points), and outcome definition and reporting (up to three points). The maximum
score given by summing the value of each section is nine points. Based on this calculation,
the methodological quality of each study was considered as poor (score, 0–3), fair (score,
4–6), or good (score, 7–9). Studies with overly severe flaws (NOS ≤ 2) were excluded.

2.3. Data Synthesis and Analysis

Because of the various units of measures reported in the individual studies, the primary
endpoint of the current meta-analysis was the standardized mean difference in epicardial
fat between patients with or without NAFLD. We further compared epicardial fat thickness
among (i) patients with severe steatosis versus those with mild–moderate steatosis and
(ii) patients with advanced (F3–F4) liver fibrosis versus those with early (F1–F2) fibrosis
(when results of a liver biopsy were reported). Random-effects models were used. We
did meta-regression analyses to assess the relationship between the calculated effect sizes
and patient blood level of aminotransferases. Statistical heterogeneity of the results was
assessed with the Cochrane Q test and the I2 value. Analyses were performed with Revman
5.3 (Cochrane Collaboration) and Stata 15 (Stata Corp, College Station, TX, USA).

3. Results
3.1. Characteristics of Included Studies, Methodological Quality

Our search strategy identified 146 unique publications, of which 121 were excluded on
the basis of their title and abstract. We examined 25 full-text citations. A total of 12 studies
were eventually retained in our systematic review. Overall, data on 3610 patients were
gathered. The study selection process is illustrated in Figure 1. Nine studies took place in
Europe, two in Asia and one in North America. There were seven case–control studies,
four cross-sectional studies and one prospective cohort study.

The presence of NAFLD was evaluated with ultrasound in nine studies. Magnetic
resonance (MR)-imaging-derived proton density fat fraction, MR spectroscopy and liver
biopsy were used in one study each, respectively. To quantify epicardial fat thickness,
nine studies used trans-thoracic echocardiogram (TTE), one study used MR imaging and
two studies used cardiac computed tomography (CT) (Table 1). As for the relationship
between epicardial fat thickness and the severity of liver steatosis, six studies provided
comparisons of epicardial fat thickness in patients with severe versus mild or moderate
liver steatosis [6,18,20,23–25] and two studies compared individuals with severe (F3–F4)
versus early (F1–F2) hepatic fibrosis [18,23].
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Figure 1. Flow chart of the inclusion/exclusion process, according to the Preferred Reporting Items
for Systematic reviews and Meta-Analysis (PRISMA) guidelines.

Critical appraisal of the included studies is shown in Table 1. Based on the NOS scale,
one study scored a nine, ten studies scored a seven, and one study scored a six. No study
was excluded due to low quality (score of less than two).

3.2. Quantitative Assessment

The primary outcome of interest of the current meta-analysis was the standardized
mean difference in epicardial fat thickness between patients with or without NAFLD
(Figure 2). A random-effects meta-analysis of the 12 included studies showed a strongly
significant difference between groups (standardized mean difference 0.61, moderate effect
size, 95% CI: 0.47–0.75, p < 0.001), suggesting that epicardial fat thickness was greater in
patients with NAFLD. We observed a significant heterogeneity across studies (I2 = 72%, Q
test p < 0.1).

Six studies compared epicardial fat thickness between patients with severe liver steato-
sis versus those with only mild–moderate steatosis. Though being highly heterogeneous
(I2 = 96%), the results indicated that patients with severe liver steatosis display a markedly
higher epicardial fat thickness as compared to their leaner counterparts (standardized
mean difference 1.21 95% CI: 0.26–2.16, p = 0.010) (Figure 3). Furthermore, two studies
compared epicardial fat thickness according to the presence of severe (F3–F4) versus early
(F1–F2) liver fibrosis. Consistent with the above results, a meta-analysis revealed that
patients with advanced liver fibrosis harbored significantly higher amounts of epicardial
fat as compared to patients with early fibrosis (standardized mean difference 0.66 95% CI:
0.35–0.97, p < 0.001, no significant heterogeneity) (Figure 4).
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Table 1. Main characteristics of included studies.

Author, Year Design Country NAFLD (n) Control (n) Age (yr)
NAFLD

Age (yr)
Control

Male
NAFLD (%)

Male
Control (%)

Method for
NAFLD

Diagnosis
and/or

Intrahepatic
Lipid Mea-
surement

Liver Biopsy
Performed
for NAFLD

Severity
Assessment

Method for
Epicardial

Fat
Thickness
Measure-

ment

NOS Score

Brouha, 2017 Cross-
sectional USA 62 33 57.4 ± 11.1 62.6 ± 10.3 51.6 57.6 MRI-PDFF N CT 6

Cho, 2017 Case-control South Korea 309 463 51.9 52.6 88.0% 71.1 Ultrasound N TTE 7

Cikim, 2007 Cross-
sectional Turkey 49 14 - - 0 0 Ultrasound N TTE 7

Colak, 2012 Case-control Turkey 57 30 44.2 ± 9.4 42.7 ± 14.5 83.9 87.5
Ultrasound

and liver
biopsy

Y TTE 7

Fracanzani,
2016

Cross-
sectional Italy 512 0 61 ± 13 - 61.3 -

Ultrasound
and liver
biopsy

Y TTE 7

Iacobellis,
2014

Prospective
cohort study Italy 62 62 43.9 ± 9.3 44 ± 8.5 67.8 72.6 Ultrasound N TTE 9

Kim, 2016 Case-control South Korea 676 796 44.0 ± 8.0 44.3 ± 9.1 94.0 76.1 Ultrasound N CT 7

Oguz, 2016 Case-control Turkey 41 37 37.9 ± 8.9 34.5 ± 8.6 65.9 46.0 Ultrasound N TTE 7

Perseghi,
2007 Case-control Italy 21 21 35 ± 7 36 ± 7 100 100 1H-MRS N MRI 7

Psychari,
2016

Cross-
sectional Greece 57 48 50 ± 13 50 ± 15 61 56 Ultrasound N TTE 7

Sunbul, 2014 Case-control Turkey 100 50 44.8 ± 9.8 45.1 ± 6.3 59 68
Ultrasound

and liver
biopsy

Y TTE 7

Yilmaz, 2011 Case-control Turkey 54 56 47 ± 10 46 ± 11 48.1 48.2 Liver biopsy Y TTE 7

CT: Computed tomography; ETT: Transthoracic echocardiogram; 1H-MRS: Proton magnetic resonance spectroscopy; MRI-PDFF: Magnetic Resonance Imaging Proton Density Fat Fraction.
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By using a meta-regression analysis, we found a significant correlation between the
calculated effect size and patient blood level of aspartate aminotransferase (p = 0.024). The
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trend was similar for alanine aminotransferase, though this meta-regression did not reach
statistical significance (Figure 5A,B).
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4. Discussion

In this meta-analysis of non-randomized studies the pooling data of 3610 patients, we
found evidence supporting that the presence of exaggerated epicardial adipose tissue is
associated with NAFLD. The vast majority of the studies included in this systematic review
consistently showed that epicardial fat was more abundant in patients with NAFLD as
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compared to the control patients. This association is further supported by the results of
two sensitivity analyses, which showed incrementally greater amounts of adipose tissue in
patients with severe fatty liver infiltration, and a significant difference between patients
with advanced vs. early liver fibrosis. Meta-regression analysis also revealed a significant
and positive correlation between the depth of association reported by the individual studies
and baseline AST levels.

A single study did not find a positive association between epicardial fat and the pres-
ence of NAFLD [26]. As mentioned by the authors, the control group included individuals
with increased levels of aminotransferases and γ-GT but who did not show fatty liver
infiltration during liver ultrasound. One can therefore not rule out that, in this study, the
echographic assessment was not sensitive enough to detect some cases of NAFLD in this
group, leading to the misclassification of cases. It is noteworthy that the authors observed
a positive association between epicardial fat thickness and markers of inflammation and
insulin resistance, both being common findings in NAFLD [9].

The interpretation of a standardized mean difference as an effect size may be challeng-
ing in clinical practice [27] and the clinical relevance of this measure has been a matter of
debate for decades [28]. For instance, Cohen [29] proposed interpreting standardized mean
difference values of 0.2, 0.5, and 0.8 as corresponding to, respectively, a small, moderate, and
large effect size. Using this approach, our results would convey the message that epicardial
fat thickness may have a greater role at discriminating between patients with marked vs.
limited liver steatosis (standardized mean difference 1.21, 95% CI: 0.26–2.16) than merely at
trying to detect NAFLD (standardized mean difference 0.61, 95% CI: 0.47–0.75). Another
approach to interpreting standardized mean differences would be to use the cut-off value
of 0.5 to consider a result of clinical significance. In this case, as well, results of the current
meta-analysis indicate that epicardial fat measurement may be of value in the clinical
context [30].

A fine-tuned coordination between various organs and tissues is required for the
maintenance of systemic homeostasis [31]. The accumulation of fat in multiple organs
is observed in several conditions, such as metabolic syndrome, alcoholic liver disease,
viral hepatitis, or chemotherapy-induced parenchymal lesions, and contributes to the
development or aggravation of pathologies such as atherosclerosis or diabetes [32–35].
However, the mechanisms underlying these observations remain only partially elucidated
and are currently an active field of investigation. Ectopic fat deposits such as visceral fat or
dorso-cervical fat have already been shown to play a role in the pathogenesis of NAFLD
and in its histological severity [36,37]. The association between NAFLD and epicardial
fat thickness may explain at least in part the increased risk of cardiovascular risk among
patients with NAFLD [12]. Elevated amounts of epicardial adipose tissue may not only be a
maker of a hepatic involvement in the metabolic syndrome, but also of other organs such as
blood vessels or the heart itself. In this regard, it has been shown that epicardial fat thickness
can independently predict coronary artery atherosclerosis plaque vulnerability [34,38].
Similarly, several lines of evidence suggest that epicardial adipose tissue deposits and
the associated cardiovascular risk may be reduced through physical exercise, weight loss
and pharmacological interventions with glucagon-like peptide 1 receptor agonists and
sodium-glucose co-transporter 2 inhibitors [39–42]. Further longitudinal studies are needed
to assess whether epicardial fat thickness may be an independent predictor of the risk of
progressive cardiovascular disease among NAFLD patients, especially considering that
cardiovascular events remain the first cause of mortality in this population.

It is noteworthy that our work has several limitations. First, our systematic review and
meta-analysis included observational studies that by definition carry systematic biases or
undetected confounding factors. Such methodological issues limit us from making causal
inferences on whether epicardial adipose tissue and NAFLD are both concomitant pheno-
types that arise in patients with metabolic syndrome, or whether one of them precedes the
other. Another limitation is that the majority of included studies used liver ultrasound to
diagnose NAFLD instead of liver histology, which may have resulted in some degree of
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misclassification. However, liver ultrasound is the first-line diagnostic modality for NAFLD
as proposed by the American College of Gastroenterology and the American Gastroenterol-
ogy Association [43]. On a similar note, most of the included studies used transthoracic
echocardiography to assess epicardial fat thickness, while the gold-standard technique
in this context is MRI [44]. One should bear in mind that even though transthoracic
echocardiography is less costly and more readily available, it remains less accurate than
MRI or CT and carries the drawbacks of being operator-dependent [7] and requiring clear
acoustic windows, which can prove to be challenging in obese patients [45]. In addition,
transthoracic echocardiography uses linear measurements of epicardial fat thickness (while
mediastinal adiposity forms three-dimensional conglomerates). Another limitation to our
work is that the included studies reported only crude associations between epicardial fat
thickness and liver steatosis but did not report dedicated measures of diagnostic accuracy
such as sensitivity, specificity, and positive predictive values.

In conclusion, while awaiting more prospective data, the currently available evidence
indicates that excessive amounts of epicardial fat may be associated with NAFLD, the
degree of liver steatosis, and the severity of liver fibrosis. Future research should identify
reproducible thresholds of epicardial fat thickness and evaluate the cost-effectiveness of
this approach. Comparing the impact of epicardial fat to that of other forms of ectopic
adipose tissue would also address an important gap in the knowledge.

Author Contributions: Concept, design of the study and analysis of the data, L.A.O. and K.G.;
interpretation of the data, writing of the manuscript and approval of the final version, L.A.O., F.R.J.,
C.T. and K.G. All authors have read and agreed to the published version of the manuscript.

Funding: This research was funded by the Swiss National Foundation (#189003) to F.R.J. and the Swiss
National Foundation (#182471), the Fondation Francis & Marie-France Minkoff and the Leenaards
Foundation (#5489) to C.T.

Institutional Review Board Statement: Not applicable.

Informed Consent Statement: Not applicable.

Data Availability Statement: Not applicable.

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

References
1. Rabkin, S.W. Epicardial fat: Properties, function and relationship to obesity. Obes. Rev. 2007, 8, 253–261. [CrossRef] [PubMed]
2. Salazar, J.; Luzardo, E.; Mejias, J.C.; Rojas, J.; Ferreira, A.; Rivas-Rios, J.R.; Bermudez, V. Epicardial Fat: Physiological, Pathological,

and Therapeutic Implications. Cardiol. Res. Pract. 2016, 2016, 1291537. [CrossRef] [PubMed]
3. Villasante Fricke, A.C.; Iacobellis, G. Epicardial Adipose Tissue: Clinical Biomarker of Cardio-Metabolic Risk. Int. J. Mol. Sci.

2019, 20, 5989. [CrossRef] [PubMed]
4. Iacobellis, G.; Bianco, A.C. Epicardial adipose tissue: Emerging physiological, pathophysiological and clinical features. Trends

Endocrinol. Metab. 2011, 22, 450–457. [CrossRef] [PubMed]
5. Perseghin, G.; Lattuada, G.; De Cobelli, F.; Esposito, A.; Belloni, E.; Ntali, G.; Ragogna, F.; Canu, T.; Scifo, P.; Del Maschio, A.; et al.

Increased mediastinal fat and impaired left ventricular energy metabolism in young men with newly found fatty liver. Hepatology
2008, 47, 51–58. [CrossRef]

6. Granér, M.; Nyman, K.; Siren, R.; Pentikäinen, M.O.; Lundbom, J.; Hakkarainen, A.; Lauerma, K.; Lundbom, N.; Nieminen,
M.S.; Taskinen, M.R. Ectopic fat depots and left ventricular function in nondiabetic men with nonalcoholic fatty liver disease.
Circulation. Cardiovasc. Imaging 2015, 8, e001979. [CrossRef]

7. Wong, C.X.; Ganesan, A.N.; Selvanayagam, J.B. Epicardial fat and atrial fibrillation: Current evidence, potential mechanisms,
clinical implications, and future directions. Eur. Heart J. 2017, 38, 1294–1302. [CrossRef]

8. Chalasani, N.; Younossi, Z.; Lavine, J.E.; Charlton, M.; Cusi, K.; Rinella, M.; Harrison, S.A.; Brunt, E.M.; Sanyal, A.J. The diagnosis
and management of nonalcoholic fatty liver disease: Practice guidance from the American Association for the Study of Liver
Diseases. Hepatology 2018, 67, 328–357. [CrossRef]

9. Gariani, K.; Jornayvaz, F.R. Pathophysiology of NASH in endocrine diseases. Endocr. Connect. 2021, 10, R52–R65. [CrossRef]
10. Bhatia, L.S.; Curzen, N.P.; Calder, P.C.; Byrne, C.D. Non-alcoholic fatty liver disease: A new and important cardiovascular risk

factor? Eur. Heart J. 2012, 33, 1190–1200. [CrossRef]

http://doi.org/10.1111/j.1467-789X.2006.00293.x
http://www.ncbi.nlm.nih.gov/pubmed/17444966
http://doi.org/10.1155/2016/1291537
http://www.ncbi.nlm.nih.gov/pubmed/27213076
http://doi.org/10.3390/ijms20235989
http://www.ncbi.nlm.nih.gov/pubmed/31795098
http://doi.org/10.1016/j.tem.2011.07.003
http://www.ncbi.nlm.nih.gov/pubmed/21852149
http://doi.org/10.1002/hep.21983
http://doi.org/10.1161/CIRCIMAGING.114.001979
http://doi.org/10.1093/eurheartj/ehw045
http://doi.org/10.1002/hep.29367
http://doi.org/10.1530/EC-20-0490
http://doi.org/10.1093/eurheartj/ehr453


Biomedicines 2022, 10, 2204 10 of 11

11. Tana, C.; Ballestri, S.; Ricci, F.; Di Vincenzo, A.; Ticinesi, A.; Gallina, S.; Giamberardino, M.A.; Cipollone, F.; Sutton, R.;
Vettor, R.; et al. Cardiovascular Risk in Non-Alcoholic Fatty Liver Disease: Mechanisms and Therapeutic Implications. Int. J.
Environ. Res. Public Health 2019, 16, 3104. [CrossRef]

12. Adams, L.A.; Anstee, Q.M.; Tilg, H.; Targher, G. Non-alcoholic fatty liver disease and its relationship with cardiovascular disease
and other extrahepatic diseases. Gut 2017, 66, 1138–1153. [CrossRef] [PubMed]

13. Seeff, L.B.; Everson, G.T.; Morgan, T.R.; Curto, T.M.; Lee, W.M.; Ghany, M.G.; Shiffman, M.L.; Fontana, R.J.; Di Bisceglie, A.M.;
Bonkovsky, H.L.; et al. Complication rate of percutaneous liver biopsies among persons with advanced chronic liver disease in
the HALT-C trial. Clin. Gastroenterol. Hepatol. 2010, 8, 877–883. [CrossRef]

14. European Association for the Study of the Liver; European Association for the Study of Diabetes; European Association for the
Study of Obesity. EASL-EASD-EASO Clinical Practice Guidelines for the management of non-alcoholic fatty liver disease. J.
Hepatol. 2016, 64, 1388–1402. [CrossRef] [PubMed]

15. Lee, J.; Vali, Y.; Boursier, J.; Spijker, R.; Anstee, Q.M.; Bossuyt, P.M.; Zafarmand, M.H. Prognostic accuracy of FIB-4, NAFLD
fibrosis score and APRI for NAFLD-related events: A systematic review. Liver Int. 2021, 41, 261–270. [CrossRef]

16. Xiao, G.; Zhu, S.; Xiao, X.; Yan, L.; Yang, J.; Wu, G. Comparison of laboratory tests, ultrasound, or magnetic resonance elastography
to detect fibrosis in patients with nonalcoholic fatty liver disease: A meta-analysis. Hepatology 2017, 66, 1486–1501. [CrossRef]

17. Cotter, T.G.; Rinella, M. Nonalcoholic Fatty Liver Disease 2020: The State of the Disease. Gastroenterology 2020, 158, 1851–1864.
[CrossRef] [PubMed]

18. Fracanzani, A.L.; Pisano, G.; Consonni, D.; Tiraboschi, S.; Baragetti, A.; Bertelli, C.; Norata, G.D.; Dongiovanni, P.; Valenti,
L.; Grigore, L.; et al. Epicardial Adipose Tissue (EAT) Thickness Is Associated with Cardiovascular and Liver Damage in
Nonalcoholic Fatty Liver Disease. PLoS ONE 2016, 11, e0162473. [CrossRef]

19. Colak, Y.; Karabay, C.Y.; Tuncer, I.; Kocabay, G.; Kalayci, A.; Senates, E.; Ozturk, O.; Doganay, H.L.; Enc, F.Y.; Ulasoglu, C.; et al.
Relation of epicardial adipose tissue and carotid intima-media thickness in patients with nonalcoholic fatty liver disease. Eur. J.
Gastroenterol. Hepatol. 2012, 24, 613–618. [CrossRef]

20. Iacobellis, G.; Barbarini, G.; Letizia, C.; Barbaro, G. Epicardial fat thickness and nonalcoholic fatty liver disease in obese subjects.
Obesity 2014, 22, 332–336. [CrossRef]

21. Moher, D.; Liberati, A.; Tetzlaff, J.; Altman, D.G.; Group, P. Preferred reporting items for systematic reviews and meta-analyses:
The PRISMA statement. BMJ 2009, 339, b2535. [CrossRef] [PubMed]

22. Wells, G.S.; O’Connell, D.; Robertson, J.; Peterson, J.; Welch, V.; Losos, M.; Tugwell, P. The Newcastle-Ottawa Scale
(NOS) for Assessing the Quality of Nonran-Domized Studies on Meta-Analysis. 2009. Available online: http://www.
evidencebasedpublichealth.de/download/Newcastle_Ottowa_Scale_Pope_Bruce.pdf (accessed on 31 August 2022).

23. Petta, S.; Argano, C.; Colomba, D.; Cammà, C.; Di Marco, V.; Cabibi, D.; Tuttolomondo, A.; Marchesini, G.; Pinto, A.; Licata, G.;
et al. Epicardial fat, cardiac geometry and cardiac function in patients with non-alcoholic fatty liver disease: Association with the
severity of liver disease. J. Hepatol. 2015, 62, 928–933. [CrossRef] [PubMed]

24. Cikim, A.S.; Topal, E.; Harputluoglu, M.; Keskin, L.; Zengin, Z.; Cikim, K.; Ozdemir, R.; Aladag, M.; Yologlu, S. Epicardial adipose
tissue, hepatic steatosis and obesity. J. Endocrinol. Invest. 2007, 30, 459–464. [CrossRef] [PubMed]

25. Cho, K.I.; Jo, E.A.; Cho, S.H.; Kim, B.H. The Influence of Epicardial Fat and Nonalcoholic Fatty Liver Disease on Heart Rate
Recovery in Metabolic Syndrome. Metab. Syndr. Relat. Disord. 2017, 15, 226–232. [CrossRef] [PubMed]

26. Psychari, S.N.; Rekleiti, N.; Papaioannou, N.; Varhalama, E.; Drakoulis, C.; Apostolou, T.S.; Iliodromitis, E.K. Epicardial Fat in
Nonalcoholic Fatty Liver Disease: Properties and Relationships With Metabolic Factors, Cardiac Structure, and Cardiac Function.
Angiology 2016, 67, 41–48. [CrossRef] [PubMed]

27. Faraone, S.V. Interpreting estimates of treatment effects: Implications for managed care. Pharm. Ther. 2008, 33, 700–711.
28. Jaeschke, R.; Singer, J.; Guyatt, G.H. Measurement of health status. Ascertaining the minimal clinically important difference.

Control. Clin. Trials 1989, 10, 407–415. [CrossRef]
29. Cohen, J. Statistical Power Analysis for the Behavioral-Sciences; Erlbaum Associates: Hillsdale, MI, USA, 1988.
30. Norman, G.R.; Sloan, J.A.; Wyrwich, K.W. Interpretation of changes in health-related quality of life: The remarkable universality

of half a standard deviation. Med. Care 2003, 41, 582–592. [CrossRef]
31. Priest, C.; Tontonoz, P. Inter-organ cross-talk in metabolic syndrome. Nat. Metab. 2019, 1, 1177–1188. [CrossRef]
32. Oishi, Y.; Manabe, I. Organ System Crosstalk in Cardiometabolic Disease in the Age of Multimorbidity. Front. Cardiovasc. Med.

2020, 7, 64. [CrossRef]
33. Britton, K.A.; Fox, C.S. Ectopic fat depots and cardiovascular disease. Circulation 2011, 124, e837–e841. [CrossRef] [PubMed]
34. Ito, T.; Nasu, K.; Terashima, M.; Ehara, M.; Kinoshita, Y.; Ito, T.; Kimura, M.; Tanaka, N.; Habara, M.; Tsuchikane, E.; et al. The

impact of epicardial fat volume on coronary plaque vulnerability: Insight from optical coherence tomography analysis. Eur. Heart
J. Cardiovasc. Imaging 2012, 13, 408–415. [CrossRef] [PubMed]

35. Yerramasu, A.; Dey, D.; Venuraju, S.; Anand, D.V.; Atwal, S.; Corder, R.; Berman, D.S.; Lahiri, A. Increased volume of epicardial
fat is an independent risk factor for accelerated progression of sub-clinical coronary atherosclerosis. Atherosclerosis 2012, 220,
223–230. [CrossRef] [PubMed]

36. van der Poorten, D.; Milner, K.L.; Hui, J.; Hodge, A.; Trenell, M.I.; Kench, J.G.; London, R.; Peduto, T.; Chisholm, D.J.; George, J.
Visceral fat: A key mediator of steatohepatitis in metabolic liver disease. Hepatology 2008, 48, 449–457. [CrossRef]

http://doi.org/10.3390/ijerph16173104
http://doi.org/10.1136/gutjnl-2017-313884
http://www.ncbi.nlm.nih.gov/pubmed/28314735
http://doi.org/10.1016/j.cgh.2010.03.025
http://doi.org/10.1016/j.jhep.2015.11.004
http://www.ncbi.nlm.nih.gov/pubmed/27062661
http://doi.org/10.1111/liv.14669
http://doi.org/10.1002/hep.29302
http://doi.org/10.1053/j.gastro.2020.01.052
http://www.ncbi.nlm.nih.gov/pubmed/32061595
http://doi.org/10.1371/journal.pone.0162473
http://doi.org/10.1097/MEG.0b013e3283513f19
http://doi.org/10.1002/oby.20624
http://doi.org/10.1136/bmj.b2535
http://www.ncbi.nlm.nih.gov/pubmed/19622551
http://www.evidencebasedpublichealth.de/download/Newcastle_Ottowa_Scale_Pope_Bruce.pdf
http://www.evidencebasedpublichealth.de/download/Newcastle_Ottowa_Scale_Pope_Bruce.pdf
http://doi.org/10.1016/j.jhep.2014.11.030
http://www.ncbi.nlm.nih.gov/pubmed/25445395
http://doi.org/10.1007/BF03346328
http://www.ncbi.nlm.nih.gov/pubmed/17646719
http://doi.org/10.1089/met.2016.0132
http://www.ncbi.nlm.nih.gov/pubmed/28346857
http://doi.org/10.1177/0003319715576672
http://www.ncbi.nlm.nih.gov/pubmed/25818101
http://doi.org/10.1016/0197-2456(89)90005-6
http://doi.org/10.1097/01.MLR.0000062554.74615.4C
http://doi.org/10.1038/s42255-019-0145-5
http://doi.org/10.3389/fcvm.2020.00064
http://doi.org/10.1161/CIRCULATIONAHA.111.077602
http://www.ncbi.nlm.nih.gov/pubmed/22156000
http://doi.org/10.1093/ehjci/jes022
http://www.ncbi.nlm.nih.gov/pubmed/22294682
http://doi.org/10.1016/j.atherosclerosis.2011.09.041
http://www.ncbi.nlm.nih.gov/pubmed/22015177
http://doi.org/10.1002/hep.22350


Biomedicines 2022, 10, 2204 11 of 11

37. Cheung, O.; Kapoor, A.; Puri, P.; Sistrun, S.; Luketic, V.A.; Sargeant, C.C.; Contos, M.J.; Shiffman, M.L.; Stravitz, R.T.; Sterling,
R.K.; et al. The impact of fat distribution on the severity of nonalcoholic fatty liver disease and metabolic syndrome. Hepatology
2007, 46, 1091–1100. [CrossRef]

38. Yamashita, K.; Yamamoto, M.H.; Ebara, S.; Okabe, T.; Saito, S.; Hoshimoto, K.; Yakushiji, T.; Isomura, N.; Araki, H.; Obara, C.;
et al. Association between increased epicardial adipose tissue volume and coronary plaque composition. Heart Vessel. 2014, 29,
569–577. [CrossRef]

39. Saco-Ledo, G.; Valenzuela, P.L.; Castillo-Garcia, A.; Arenas, J.; Leon-Sanz, M.; Ruilope, L.M.; Lucia, A. Physical exercise and
epicardial adipose tissue: A systematic review and meta-analysis of randomized controlled trials. Obes. Rev. 2021, 22, e13103.
[CrossRef] [PubMed]

40. Iacobellis, G.; Villasante Fricke, A.C. Effects of Semaglutide Versus Dulaglutide on Epicardial Fat Thickness in Subjects with Type
2 Diabetes and Obesity. J. Endocr. Soc. 2020, 4, 42. [CrossRef]

41. Requena-Ibáñez, J.A.; Santos-Gallego, C.G.; Rodriguez-Cordero, A.; Vargas-Delgado, A.P.; Mancini, D.; Sartori, S.; Atallah-Lajam,
F.; Giannarelli, C.; Macaluso, F.; Lala, A.; et al. Mechanistic Insights of Empagliflozin in Nondiabetic Patients With HFrEF: From
the EMPA-TROPISM Study. JACC Heart Fail. 2021, 9, 578–589. [CrossRef] [PubMed]

42. Rabkin, S.W.; Campbell, H. Comparison of reducing epicardial fat by exercise, diet or bariatric surgery weight loss strategies: A
systematic review and meta-analysis. Obes. Rev. 2015, 16, 406–415. [CrossRef]

43. 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 Association for the Study of Liver Diseases,
American College of Gastroenterology, and the American Gastroenterological Association. Hepatology 2012, 55, 2005–2023.
[CrossRef]

44. Elming, M.B.; Lonborg, J.; Rasmussen, T.; Kuhl, J.T.; Engstrom, T.; Vejlstrup, N.; Kober, L.; Kofoed, K.F. Measurements of
pericardial adipose tissue using contrast enhanced cardiac multidetector computed tomography–comparison with cardiac
magnetic resonance imaging. Int. J. Cardiovasc. Imaging 2013, 29, 1401–1407. [CrossRef] [PubMed]

45. Gulgun, M.; Genc, F.A. Measurement of Epicardial Fat Thickness by Echocardiography Presents Challenges. Arq. Bras. Cardiol.
2016, 107, 497–498. [CrossRef] [PubMed]

http://doi.org/10.1002/hep.21803
http://doi.org/10.1007/s00380-013-0398-y
http://doi.org/10.1111/obr.13103
http://www.ncbi.nlm.nih.gov/pubmed/32692478
http://doi.org/10.1210/jendso/bvz042
http://doi.org/10.1016/j.jchf.2021.04.014
http://www.ncbi.nlm.nih.gov/pubmed/34325888
http://doi.org/10.1111/obr.12270
http://doi.org/10.1002/hep.25762
http://doi.org/10.1007/s10554-013-0218-6
http://www.ncbi.nlm.nih.gov/pubmed/23702948
http://doi.org/10.5935/abc.20160167
http://www.ncbi.nlm.nih.gov/pubmed/27982277

	Introduction 
	Method 
	Data Sources and Searches 
	Data Extraction and Methodological Quality Rating 
	Data Synthesis and Analysis 

	Results 
	Characteristics of Included Studies, Methodological Quality 
	Quantitative Assessment 

	Discussion 
	References

