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Introduction

Nonalcoholic fatty liver disease (NAFLD) is the most
common chronic liver disease (CLD) in many developed
countries and is a serious public health problem world-
wide. NAFLD includes a wide spectrum of liver diseases
that range from simple steatosis, which is usually a
benign and nonprogressive condition, to nonalcoholic
steatohepatitis (NASH), which can progress to liver cir-
rhosis (L.C) and hepatocellular carcinoma (HCC) despite
the absence of significant alcohol consumption [1-5].
Liver biopsy remains a reliable tool for the diagnosis of
NASH [1, 6], and the most sensitive and specific method
of providing prognostic information. Practically speaking,
however, it is difficult to perform liver biopsy for every
patient with NAFLD to ascertain the presence of NASH
[7]1. Moreover, biopsy itself has significant limitations
such as pain, risk of severe complications, sampling error
[8, 9], cost, and patient unwillingness to undergo invasive
testing. Therefore, there is an urgent need to develop and
validate simple, reproducible, noninvasive tests that
accurately distinguish NASH from NAFLD and determine
the stage of the disease [7]. Noninvasive approaches for
this purpose have included a combination of clinical
features and routine laboratory investigations, as well as
some readily available serum markers of fibrosis [6, 7, 10,
11]. Most of these noninvasive approaches have consisted
of small sample sizes and have lacked rigorous external
validation.

The purposes of this study were (1) to develop a simple
noninvasive scoring system aimed at differentiating NASH
from NAFLD patients by using easily available clinical and
biochemical variables and (2) to validate the results in a
separate cohort of patients.

Methods
Patients

A total of 177 patients with well-characterized and liver-
biopsy-confirmed NAFLD were included in this study to
establish a simple method to detect NASH. They were
consecutively biopsied patients who were seen at the
Center for Digestive and Liver Diseases, Nara City Hos-
pital from 2002 to 2008. To validate the model, 442
patients with biopsy-proven NAFLD from 2002 to 2008
were enrolled from eight Hepatology Centers in Japan:
Division of Gastroenterology, Yokohama City University
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Graduate School of Medicine; Department of Medicine
and Molecular Science, Graduate School of Biomedical
Sciences, Hiroshima University; Department of Gastroen-
terology and Hepatology, Kochi Medical School; Depart-
ment of Internal Medicine, Saga Medical School, Saga
University; Department of Hepatology, Graduate School of
Medicine, Osaka City University; Department of Gastro-
enterology and Hepatology, Kyoto Prefectural University of
Medicine; Division of Gastroenterology and Hematology/
Oncology, Department of Medicine, Asahikawa Medical
College; and Hepatology Center, Saiseikai Suita Hospital.

The diagnosis of NAFLD was based on the following
criteria: (1) liver biopsy showing steatosis in at least 5% of
hepatocytes [12] and (2) appropriate exclusion of liver
diseases of other etiology including viral hepatitis, auto-
immune hepatitis, drug-induced liver disease, primary
biliary cirrhosis, biliary obstruction, hemochromatosis,
Wilson’s disease, and a-1-antitrypsin-deficiency-associated
liver disease. Patients who consumed >20 g alcohol per
day and patients with evidence of decompensated LC or
HCC were excluded. Diabetic patients treated with exog-
enous insulin or insulin sensitizers (metformin or pioglit-
azone) were also excluded. Written informed consent was
obtained from all patients at the time of their liver biopsy,
and the study was conducted in accordance with the Hel-
sinki Declaration.

Anthropometric and laboratory evaluation

Venous blood samples were taken in the morning after a
12-h overnight fast. The laboratory evaluation in all
patients included a blood cell count and the measurement
of aspartate aminotransferase (AST), alanine aminotrans-
ferase (ALT), y-glutamyl transpeptidase, cholinesterase
(ChE), total cholesterol, triglyceride, albumin, fasting
plasma glucose (FPG), immunoreactive insulin (IRI), fer-
ritin, hyaluronic acid (HA), and type IV collagen 7S. These
parameters were measured using the standard techniques of
clinical chemistry laboratories. Body mass index (BMI)
was also calculated. Obesity was defined as BMI >25,
according to the criteria of the Japan Society for the Study
of Obesity [13]. Patients were assigned a diagnosis of
diabetes mellitus (DM) if they had documented use of oral
hypoglycemic medication, a random glucose level >200
mg/dl, or FPG >126 mg/dl [14]. Dyslipidemia was diag-
nosed if the cholesterol level was >220 mg/dl and/or
triglyceride level was >160 mg/dl. Hypertension was
diagnosed if the patient was taking antihypertensive med-
ication and/or had a resting recumbent blood pressure
>140/90 mmHg on at least two occasions.

The HAIR score [15] was calculated by summation
of the scores of hypertension (1 point), ALT >40 IUA
(1 point), and insulin resistance (IR) index >5 (1 point). IR
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index was calculated using the formula: 1/quantitative
insulin sensitivity check index (QUICKI) [16] = log fast-
ing IRT (pU/ml) + log FPG (mg/dl). Palekar’s score [17}
was calculated by summing the risk factor of age
>50 years, female sex, AST >45 IU/l, BMI >30 kg/m?,
AST/ALT ratio (AAR) >0.80, and HA >55 ng/ml. Gho-
lam’s score [18] was calculated by the formula: 2.627 x In
AST + 2.13 for DM. The BAAT score [19] was calculated
by summing the risk factor of BMI >28, age >50 years,
ALT levels measuring twice normal or higher, and tri-
glyceride level >1.7 mmol/l (150 mg/dl). The BARD score
[20] is a weighted sum of three easily available variables
[BMI >28 kg/m2 (1 point), AAR >0.8 (2 points), and DM
(1 point)]. Modified scores (with cutoff values of BMI
changed to 25 kg/m?) of Palekar’s, BAAT, and BARD were
also calculated. The NAFLD fibrosis score (NFS) [21] was
calculated according to the following formula: —1.675 +
0.037 x age (years) + 0.094 x BMI + 1.13 x impaired
fasting glycemia (IFG)YDM (yes = 1, no = 0) 4+ 0.99 x
AAR — 0.013 x platelet (x10°/1) — 0.66 x albumin (g/dl).
The N (Nippon) score [22] was calculated as the total
number of the following risk factors: female sex, older age
(>60 years), type 2 DM (T2DM), and hypertension.

Histological evaluation

All patients enrolled in this study underwent a percutane-
ous liver biopsy under ultrasonic guidance. The liver
specimens were embedded in paraffin and stained with
hematoxylin and eosin, Masson-trichrome, and reticulin
silver stain. Two hepatopathologists (T.O. and Y.S.) who
were blinded to the clinical data reviewed the liver biopsy
specimens. Adequate liver biopsy samples were defined as
>1.5 cm long and/or having more than six portal tracts.
NASH was defined as steatosis with lobular inflammation
and ballooning degeneration, with or without Mallory-
Denk body or fibrosis [2, 3]. Patients whose liver biopsy
specimens showed simple steatosis or steatosis with non-
specific inflammation were identified as the nonNASH
cohort [2, 3]. The presence or absence of hepatocyte bal-
looning degeneration is influenced by the variability in
pathologists’ interpretation. The NAFLD Activity Score
(NAS) proposed by Kleiner et al. [12] was the unweighted
sum of the scores for steatosis (0-3), lobular inflammation
(0-3), and ballooning degeneration (0-2). If liver histology
was too atypical to make a judgment, cases with an NAS of
>5 were considered to be NASH. The severity of hepatic
fibrosis (stage) was defined as follows: stage 1, zone 3
perisinusoidal fibrosis; stage 2, zome 3 perisinusoidal
fibrosis with portal fibrosis; stage 3, zone 3 perisinusoidal
fibrosis and portal fibrosis with bridging fibrosis; and stage
4, cirrhosis [23].

Statistical analysis

Results are presented as the means and standard deviation
(SD) for quantitative data, or as numbers with percentages
in parentheses for qualitative data. Statistical differences in
quantitative data were determined using the # test. Fisher’s
exact probability test or > analysis was used for qualitative
data. Multivariate analysis was performed by logistic
regression analysis to identify variables independently
associated with the presence of NASH. Those variables
with P < 0.05 by multivariate analysis were used to con-
struct a scoring system to predict NASH. The scoring
system was a weighted sum of significant variables on the
basis of odds ratio (OR) obtained from logistic regression
analysis. To assess the accuracy of the clinical scoring
system in differentiating NASH from NAFLD, we calcu-
lated the sensitivity (Se) and specificity (Sp) for each value
of each test, and then constructed receiver operating
characteristic (ROC) curves by plotting the Se against
(1 — Sp) at each value. The diagnostic performance of the
scoring systems was assessed by analysis of ROC curves.
The most commonly used index of accuracy was the area
under the ROC curve (AUROC), with values close to
1.0 indicating high diagnostic accuracy. To evaluate the
overall accuracy of our score and NFS in detecting sig-
nificant or advanced fibrosis, the sensitivity, specificity,
positive predictive value (PPV), and negative predictive
value (NPV) were calculated. Differences were considered
statistically significant at P < 0.05.

Results

Characteristics of the patient population
in the estimation group

Table 1 summarizes the clinical, laboratory, and liver
biopsy data of the patient population in the estimation
group. Eighty-six (49%) patients were female, and 120
(68%) were obese. Of 177 NAFLD patients involved in this
estimation group, 98 (55%) were histologically diagnosed
with NASH, and 79 (45%) had nonNASH NAFLD. NASH
patients were significantly older, predominantly female,
heavier, hypertensive, and more likely to have T2DM; had
lower hemoglobin (Hb), platelet count and ChE; and had
higher levels of AST, ALT, AAR, ferritin, FPG, IRI, HA,
and type IV collagen 7S.

Predictors of NASH
Table 2 shows the univariate comparison and the results of

the multivariate analysis performed in the 177 patients in the
estimation group. Univariate analysis showed that age
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Table 1 Clinical characteristics of patients in the estimation and validation groups

Clinical parameter Estimation group (n = 177)

Validation group (n = 442)

NASH (n = 98) NonNASH (n = 79) P value NASH (n = 244) NonNASH (7 = 198) P value
Age (years) 577 £15.2 47.8 + 16.5 0.0001 542+ 152 482 £ 143 <0.0001
Gender (female) 58 (59%) 28 (35%) 0.0024 127 (52%) 77 (39%) 0.0072
BMI (kg/m?) 28.5 + 5.0 26.6 £ 4.7 0.0075 284 +5.0 274 £ 4.7 0.0207
Obesity (BMI >25) 74 (16%) 46 (58%) 0.0311 187 (77%) 139 (70%) 0.1548
Dyslipidemia 57 (58%) 39 (49%) 0.2886 173 (71%) 149 (75%) 0.3339
Hypertension (yes) 33 (34%) 12 (15%) 0.0055 100 (41%) 47 (24%) 0.0002
Type 2 diabetes (yes) 50 (51%) 14 (18%) <0.0001 121 (50%) 69 (35%) 0.0027

Hemoglobin (g/dl)
Platelet count (x10%pl)

AST (IU/1) 70 + 30 44 £ 25
ALT (1U/) 102 + 53 79 4 54
AST/ALT ratio 0.77 + 0.32 0.63 & 0.23
GGT (1U/1) 105 & 128 86 = 66 (n = 78)

Cholinesterase (IU/I)
Total cholesterol (mg/dl)

365 & 83 (n = 93)
206 £ 43 (n = 97)

Triglyceride (mg/dl) 189 £ 106 (n = 93) 167 £ 81 (n = 73)
Ferritin (ng/ml) 270.7 £ 231 160 =+ 158

FPG (mg/dl) 108 + 45 96 + 17.0

IRT (uU/ml) 18.5 £ 14.7 9.6 63
Hyaluronic acid (ng/ml) 95 4+ 134 29 + 30

Type IV collagen 7S (ng/ml) 54 + 1.7 39+£0.7

Histological fibrosis

0-1 47 (48%)
2 29 (30%)
3 18 (18%)
4 4 (4%)

141+16Mn=97) 148+ 15 =78)
213+ 64 (n=97) 248 £8.1(n=7178)

390 & 83 (n = 78)
214 £ 42 (n=177)

0.0029 14.7 £2.5 (n =239) 14.7 £ 1.5 (n = 195) 0.9758
0.0018 21.2 & 6.7 (n = 240) 24.1 £ 5.7 (n = 194) <0.0001

<0.0001 88 & 387 38 422 0.0694
0.0002 111 %217 65 + 43 0.0001
0.0022 0.75 & 0.32 0.65 + 0.21 0.0001
01211 85+73 (n=1242) 854 102(n=197) 0.9852
0.0317 364 & 89 (n = 224) 387 £ 85 (n = 176)  0.0091
02431 207 43 (n = 195) 210439 (n = 125) 0.5121
0.1365 172 £ 106 (n = 241) 173 + 86 0.9038
0.0011 346 + 989 183 & 159 0.0221
0.0301 113 + 63 105 + 39 0.1081

<0.0001 16.8 & 12.9 11.9 & 8.3 <0.0001

<0.0001 6774 (n=211) 34437 (n=181) <0.0001
<0.0001 5.2 2.1 39+ 08 <0.0001
143 (59%)
56 (23%)
30 (12%)
15 (6%)

Results are presented as numbers with percentages in parenthesis for qualitative data or as means & SD for quantitative data
BMI Body mass index, AST aspartate aminotransferase, ALT alanine aminotransferase, GGT gamma glutamyl transpeptidase, FPG fasting

plasma glucose, IR/ immunoreactive insulin
P values were calculated by ¢ test or y* analysis

(=55 years), female sex, obesity, Hb <14.5 g/dl, presence
of T2DM, platelet count <22 x 104/u1, AST >60 IU/,
ALT >90 IU/I, AAR >0.8, ferritin >200 ng/ml (female) or
>300 ng/ml (male), FPG >100 mg/di, IRI >10.0 pU/ml,
HA >50 ng/ml, and type IV collagen 7S >5.0 ng/ml were
significant variables. By multivariate analysis, three vari-
ables remained significant, including ferritin, IRI, and
type IV collagen 7S. Thus, these three variables, ferritin
>200 ng/ml (female) or >300 ng/ml (male), IRT >10.0 pU/
ml, and type IV collagen 7S >5.0 ng/ml, were combined to
form the NAFIC score. The score was weighted based on OR
obtained from logistic regression analysis (Table 2). Ferritin
was given 1 point, IRI 1 point, and type IV collagen 7S 2
points. A score ranging from 0 to 4, defined by the presence
of laboratory parameters, was calculated. The score for

Q Springer

NASH patients (n = 98, 2.36 + 1.28) was significantly
higher than that for nonNASH patients (n = 79, 0.66 +
0.82, P < 0.0001). The percentage of NASH in NAFLD
with an NAFIC score of 0, 1, 2, 3, and 4 was 14% (6/44),
44% (34/61), 74% (14/19), 100% (28/28), and 92% (23/25),
respectively (Fig. 1). The score was significantly higher
even in NASH patients without significant fibrosis (stage 0
or 1) (n =47, 1.83 £ 1.15) than in nonNASH patients
(P < 0.0001). Figure 2 shows the ROC curve for NAFIC
score to differentiate NASH from NAFLD. This scoring
system had an AUROC of 0.851. At a cutoff value of NAFIC
score 2, the sensitivity, specificity, PPV, and NPV were 66,
91, 90, and 67%, respectively. At a cutoff value of NAFIC
score 1, the sensitivity, specificity, PPV, and NPV were 94,
48, 31, and 86%, respectively.
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Table 2 Results of univariate and multivariate analysis: independent predictors of NASH and assigned score values in the estimation group
(n=177)

Variables Unadjusted (univariate) Adjusted (multivariate) Score value
OR 95%C1 P value OR 95%CI P value

Age >55 years 228  1.244.18 0.0077

Gender (female) 2.64 1.43-4.87 0.0019

Obesity (BMI >25) 2.10  1.09-4.04 0.0268

Hemoglobin <14.5 g/dl 194  1.06-3.56 0.0312

Hypertension 283  1.35-5.96 0.0060

Type 2 diabetes . 484  2.40-9.74 <0.0001

Platelet count <22 x 10%/pl 2.66  1.43-491 0.0019

AST >60 1UN 574 281-11.73  <0.0001

ALT =90 IU/N 2.04  1.10-3.77 0.0230

AST/ALT ratio >0.8 198 1.18-4.76 0.0153

Cholinesterase <380 IU/1 1.55 0.83-2.90 0.1689

Ferritin >200 ng/ml (female) or >300 ng/ml (male) 5.08 2.48-10.37 <0.0001 4.01 1.07-15.02 0.0396 1
FPG >100 mg/dl 225  1.194.26 0.0127

IRI >10 pU/ml 533 2.78-1022 <0.0001 5.59 1.71-18.31 0.0045 1
Hyaluronic acid >50 ng/ml 494  2.38-1026  <0.0001

Type IV collagen 7S =>5.0 ng/ml 2120 7.19-6249 <0.0001 1554 1.49-162.39  0.0219 2

OR Odds ratio, CI confidence interval, AST aspartate aminotransferase, ALT alanine aminotransferase, GGT gamma glutamyl transpeptidase,
FPG fasting plasma glucose, IR/ immunoreactive insulin
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Validation results group. Two hundred and two patients (46%) were female,

and 326 (74%) patients were obese. Patients with NASH
The diagnostic accuracy of the scoring system in separating ~ were significantly older, predominantly female, heavier,
patients with and without NASH was validated in 442  hypertensive, and more likely to have T2DM; had lower
patients. Table 1 summarizes the clinical, laboratory, and  platelet count and ChE level; and had higher levels of AST,
liver biopsy data of the patient population in the validation =~ ALT, AAR, ferritin, IRI, HA, and type IV collagen 7S,
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than those with nonNASH NAFLD. The NAFIC score of
NASH patients (n = 244, 2.03 £ 1.27) was significantly
higher than that of nonNASH patients (n = 198, 0.76 +
0.87, p < 0.0001). The percentage of NASH in NAFLD
with an NAFIC score of 0, 1, 2, 3, and 4 was 25%
(29/115), 44% (67/153), 76% (55/72), 92% (54/59), and
91% (39/43), respectively (Fig. 3). The score was signifi-
cantly higher even in NASH patients without significant
fibrosis (stage 0 or 1) (n = 143, 1.57 £ 1.17) than non-
NASH patients (p < 0.0001). The AUROC remained
relatively high in the validation set (0.782, Fig. 2;
Table 3). At a cutoff value of NAFIC score 2, the
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sensitivity, specificity, PPV, and NPV were 60, 87, 85 and
64%, respectively. At a cutoff value of NAFIC score 1,
the sensitivity, specificity, PPV, and NPV were 88, 43,
66, and 75%, respectively.

Comparing the NAFIC score to several previously
established scoring systems

The AUROCs of various scoring systems that have been
reported to differentiate NASH from NAFLD, or advanced
from mild fibrosis, are shown in Table 3. To differentiate
NASH from NAFLD, the AUROC in the validation group
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Table 3 AUROC of NAFIC score and various scoring systems previously reported in the estimation and validation groups

Score Group AUROC AUROC for AUROC for
for NASH significant fibrosis advanced fibrosis
NAFIC Estimation (n = 177) 0.851 0.835 0.856
Validation (n = 442) 0.782 0.833 0.874
Total (n = 619) 0.803 0.834 0.869
HAIR [15] Estimation (n = 177) 0.632 0.549 0.448
Validation (n = 432) 0.636 0.620 0.631
Total (n = 609) 0.631 0.593 0.566
Palekar et al. [17] Estimation (n = 173) 0.784 0.794 0.847
Validation (n = 390) 0.711 0.798 0.826
Total (n = 563) 0.733 0.799 0.835
Modified Palekar et al. Estimation (n = 173) 0.780 0.801 0.843
Validation (n = 390) 0.709 0.810 0.830
Total (n = 563) 0.730 0.808 0.837
Gholam et al. [18] Estimation (n = 177) 0.829 0.784 0.713
Validation (n = 442) 0.758 0.787 0.739
Total (n = 619) 0.777 0.786 0.729
BAAT [19] Estimation (n = 164) 0.672 0.533 0.473
Validation (n = 440) 0.633 0.560 0.498
Total (n = 604) 0.647 0.585 0.526
Modified BAAT Estimation (n = 164) 0.741 0.615 0.566
Validation (n = 440) 0.666 0.654 0.576
Total (n = 604) 0.687 0.641 0.573
BARD [20] Estimation (n = 164) 0.646 0.686 0.745
Validation (n = 440) 0.621 0.689 0.731
Total (n = 604) 0.627 0.688 0.734
Modified BARD Estimation (rn = 164) 0.647 0.709 0.734
Validation (n = 440) 0.603 0.689 0.730
Total (n = 604) 0.614 0.695 0.730
NAFLD fibrosis score [21] Estimation (rn = 168) 0.735 0.843 0.834
Validation (n = 420) 0.663 0.805 0.862
Total (n = 588) 0.685 0.817 0.853
N score (Nippon) [22] Estimation (n = 177) 0.733 0.739 0.728
Validation (n = 408) 0.642 0.715 0.698
Total (n = 585) 0.668 0.720 0.704

was greatest for NAFIC (0.782, Fig. 2), then Gholam’s
score (0.758), followed by Palekar’s score (0.711), modi-
fied Palekar’s score (0.709), modified BAAT (0.666), NFS
(0.663), N score (0.642), HAIR (0.636), BAAT (0.633),
BARD score (0.621), and modified BARD score (0.603).
Based on an evaluation of AUROC, NAFIC score outper-
formed other scoring systems in the estimation and vali-
dation groups to differentiate NASH from NAFLD. To
differentiate NASH with significant fibrosis from NAFLD,
the AUROC in the total cohort was greatest for NAFIC
score (0.834), then NFS (0.817), followed by modified
Palekar’s score (0.808), Palekar’s score (0.799), Gholam’s
score (0.786), N score (0.720), modified BARD (0.695),

BARD (0.688), modified BAAT score (0.641), HAIR
(0.593), and BAAT score (0.585). To differentiate NASH
with advanced fibrosis from NAFLD, the AUROC in the
total cohort was greatest for NAFIC score (0.869), then
NFS (0.853), followed by modified Palekar’s score (0.837),
Palekar’s score (0.835), BARD (0.734), modified BARD
(0.730), Gholam’s score (0.729), N score (0.704), modified
BAAT (0.573), HAIR (0.566), and BAAT score (0.526).
Among these prediction models, NAFIC score was superior
to others in not only detecting NASH, but also predicting
fibrosis stage.

We compared the diagnostic accuracy of NAFIC score
to that of NFS in detecting advanced fibrosis (stage 3-4)

@_ Springer

- 901~



264

J Gastroenterol (2011) 46:257-268

Table 4 Accuracy of the NAFIC score and NAFLD fibrosis score (NFS) in predicting advanced fibrosis (stage 3—4) and significant fibrosis

(stage 2-4) in the total cohort

NAFIC score NAFLD fibrosis score
0-1 2 3-4 Low cutoff point Indeterminate High cutoff point
(<—1.455) (—1.455 t0 0.676) (>0.676)
Predicting advanced fibrosis (stage 3—4)
N (%) 374 (60%) 90 (15%) 155 (25%) 330 (56%) 209 (36%) 49 (8%)
Stage 0-2 371 82 99 325 171 28
Stage 3-4 3 8 56 5 38 21
Se 96% 84% 92% 33%
Sp 67% 82% 62% 95%
PPV 26% 36% 23% 43%
NPV 99% 98% 98% 92%
LR (+) 2913 4.660 2.427 6.141
LR (-) 0.067 0.200 0.126 0.710
Interpretation Absence of advanced Presence of advanced Absence of advanced Presence of advanced
fibrosis fibrosis fibrosis fibrosis

(99% certainty) (36% certainty)

(98% certainty) (43% certainty)

NAFIC score

NAFLD fibrosis score

0 1 2-4

Low cutoff point Indeterminate High cutoff point

(<—1.455) (—1.455 to 0.676) (>0.676)
Predicting significant fibrosis (stage 2—4)
N (%) 160 (26%) 214 (35%) 245 (40%) 330 (56%) 209 (36%) 49 (8%)
Stage 0-1 153 196 118 305 122 16
Stage 2-4 7 18 127 25 87 33
Se 95% 84% 86% 23%
Sp 33% 74% 69% 96%
PPV 32% 52% 47% 67%
NPV 96% 93% 92% 79%
LR (+) 1.416 3.266 2.657 6.301
LR () 0.141 0.070 0.250 0.801
Interpretation  Absence of Presence of Absence of Presence of

significant fibrosis
(96% certainty)

significant fibrosis
(52% certainty)

significant fibrosis
(67% certainty)

significant fibrosis
(92% certainty)

Se Sensitivity, Sp specificity, PPV positive predictive value, NPV negative predictive value, LR likelihood ratio

and significant fibrosis (stage 2~4) (Table 4). To exclude
advanced fibrosis using the low cutoff point (NFS <
—1.455), 325 of 330 (98%) patients were correctly staged,
whereas only 5 (2%) were understaged. The NPV of this
cutoff for advanced fibrosis was 98%. Using the low cutoff
point (NAFIC <1), 371 of 374 (99%) patients were cor-
rectly staged, whereas only 3 (1%) were understaged. The
NPV of this cutoff for advanced fibrosis was 99%, which
was equal to that of NFS. Using the high cutoff point (NFS
>0.676), 21 of 49 (43%) patients were correctly staged,
whereas 28 (57%) were overstaged. The PPV of this cutoff
for advanced fibrosis was 43%. Using the high cutoff point
(NAFIC >3), 56 of 155 (36%) patients were correctly
staged, whereas 99 (64%) were overstaged. The PPV of
this cutoff for advanced fibrosis was 36%, which was lower
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than that of NFS. The percentage of the undetermined
range was much lower for the NAFIC score (15%) than for
NFS (36%) (Table 4).

When the NFS low cutoff (NFS <—1.455) was applied to
predict significant fibrosis, 305 of 330 (92%) patients were
correctly staged, whereas 25 of 330 (8%) patients were
understaged. The NPV for significant fibrosis was 92%.
‘When their high cutoff (NFS >0.676) was applied to predict
significant fibrosis, 33 of 49 (67%) patients were correctly
staged, whereas 16 of 49 (33%) patients were overstaged.
The PPV for significant fibrosis was 67%. When our low
cutoff point (NAFIC = 0) was applied to exclude signifi-
cant fibrosis, 153 of 160 (96%) patients were correctly
staged, whereas only seven (4%) were understaged. The
NPV of this cutoff for significant fibrosis was 96%, which
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was slightly higher than NFS. Using our high cutoff point
(NAFIC >2), 127 of 245 (52%) patients were correctly
staged, whereas 118 (48%) were overstaged. The PPV of
this cutoff for significant fibrosis was 52%, which was lower
than that of NFS (67%) (Table 4).

Discussion

In this study, we developed and validated a simple scoring
system to differentiate NASH from NAFLD. Our scoring
system with the three variables ferritin, IR, and type IV
collagen 7S had an AUROC of 0.851 and 0.782 in the
estimation and validation groups, respectively. Elevation of
serum ferritin levels, a marker of iron storage, is associated
with NASH [24, 25]. We previously reported high fre-
quencies of hyperferritinemia and increased hepatic iron
stores in Japanese NASH patients [11]. Yoneda and
colleagues [26], our collaborative research group, also have
reported that measurement of serum ferritin is useful to
distinguish NASH from NAFLD. Their optimal cutoff value
was 196 ng/ml, and their results for sensitivity, specificity,
PPV, and NPV were 64, 77, 89, and 43%, respectively.
Serum ferritin levels have been found to be a significant
independent predictor of severe fibrosis in 167 Italian
NAFLD subjects [27], but this has not been confirmed by
other studies [28]. In Western countries, mildly increased
serum ferritin does not necessarily indicate coexisting iron
overload. However, it is well known that serum ferritin is
closely associated with IR and can be considered a marker
for metabolic syndrome [29].

Hyperinsulinemia (IRT >10.0 pU/ml) was also selected
as an independent predictor of NASH. Hyperinsulinemia
and increased IR could have important roles in the patho-
genesis of NASH in both Western and Asian countries
[30-33]. Hyperinsulinemia in NASH patients is attribut-
able to increased insulin secretion, which compensates for
reduced insulin sensitivity, and is not the consequence of
decreased hepatic extraction of insulin, which occurs in all
forms of CLD at the stage of advanced fibrosis or cirrhosis
[30, 31]. The homeostasis model assessment (HOMA) has
been validated and widely used for determining the degree
of IR, and strongly predicts the development of T2DM
[34]. Patients with NASH have a higher HOMA index
compared with those with nonNASH NAFLD {30, 35].
Similarly, another study has reported the QUICKI model as
being useful for predicting NASH [15]. However, appro-
priate cutoff values of these models have never been
established. In contrast with these parameters that are
mathematical transformations of FPG and IRI levels,
fasting IRI, which has the advantage of being easily
determined without calculations, was only applied to
multivariate analysis in our study.

Type IV collagen is one of the extracellular matrices
that are produced by hepatic fibroblasts. The 7S domain in
the N-terminus of type IV collagen is inserted in tissues
and released into the blood by turnover in connective tis-
sues. Therefore, the serum 7S domain level increases in
parallel with the amount of fibrosis and in synthesis from
stellate cells and myofibroblasts following increased liver
fibrosis [36]. In Japan, type IV collagen 7S is now widely
used for assessing the extent of hepatic fibrosis in CLD
because the test is covered by public health insurance.
According to two reports [37, 38], a cutoff point of 5.0 or
4.25 ng/ml provided high NPV to exclude advanced
fibrosis in Japanese NAFLD patients. Shimada et al. [39]
have demonstrated that a cutoff point of 5.0 ng/ml pro-
vided sensitivity and specificity of 41 and 95%, respec-
tively, to detect early-stage NASH. Serum HA levels are
elevated during accelerated deposition of collagen in the
extracellular space due to upregulation of HA production
by activated stellate cells and myofibroblasts, and down-
regulation of its clearance by sinusoidal endothelial cells.
Serum HA appears to be a relatively accurate predictor of
advanced fibrosis stage in NAFLD, but less for distin-
guishing between minor degrees of fibrosis in NASH and
nonNASH NAFLD [40, 41]. In our study, serum HA level
was not an independent predictor of NASH by multivariate
analysis. Moreover, HA increases in systematic inflam-
matory conditions, which might produce false-positive
results. We believe that type IV collagen 7S is superior to
HA in predicting the extent of fibrosis in NAFLD patients.

Currently, the NAFLD biomarkers have been evaluated
for (1) distinguishing NASH from NAFLD and/or (2)
diagnosing advanced fibrosis or cirrhosis. HAIR [15],
Palekar’s [17], and Gholam’s [18] scores were derived for
distinguishing NASH from NAFLD, and the others are for
detecting significant or advanced fibrosis. The present
study clearly demonstrated that NAFIC score was more
useful than other scoring systems for detection of NASH
and for prediction of fibrosis (Table 3). The HAIR score
uses a combination of presence of hypertension, elevated
ALT (>40 U/L), and IR, with at least two parameters that
indicate NASH with high sensitivity and specificity [15].
None had an IR index >5 in our overall cohort (data not
shown), and AUROCs were 0.632 and 0.634 in the esti-
mation and validation groups, respectively. The score does
not appear useful in a less obese population because it was
described in a group of severely obese patients who were
undergoing gastric bypass surgery. In Palekar’s study [17],
the presence of at least three out of six factors (age
>50 years, female sex, AST >45 IU/l, BMI >30 kg/mz,
AAR >0.80, and HA >55 ng/ml) had a sensitivity and
specificity for NASH diagnosis of 74 and 66%, respec-
tively. In our estimation group, the presence of at least
three of these factors had a sensitivity and specificity for
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NASH diagnosis of 68 and 71%, respectively. In our val-
idation group, the presence of at least three of these factors
had a sensitivity and specificity for NASH diagnosis of 63
and 64%, respectively. AUROCs were 0.784 and 0.711 in
the estimation and validation groups, respectively. There-
fore, Palekar’s score was not superior to NAFIC score for
predicting NASH (Table 3).

Gholam’s score [18], which consists of only two vari-
ables (AST and the presence of DM), is very simple and
equally useful as NAFIC score for detection of NASH, but
it was not superior to our score for predicting severe
fibrosis in our cohort. Gholam et al. [18] have constructed
other models that consist of ALT and HbAlc to detect the
presence of fibrosis. We could not evaluate these models
because HbAlc was only measured in a limited number of
patients. Angulo et al. [21] have shown that the NFS, which
consists of six variables (age, BMI, AAR, IFG/DM, platelet
count, and albumin), can reliably predict advanced fibrosis.
In ROC analysis, NFS is shown to be useful for prediction
of advanced or significant fibrosis. The low cutoff point
(NFS <—1.455) showed higher NPV (98%) than that in the
estimation (93%) and validation (88%) cohort reported by
Angulo et al. The low cutoff point in NAFIC score (<1)
had equally high NPV (99%). In contrast, the high cutoff
point (NFS >0.676) showed lower PPV (43%) than that in
the estimation (98%) and validation (80%) cohort reported
by Angulo et al. The high cutoff point in NAFIC score
(=3) had lower PPV (36%). By applying the low cutoff
score (NFS <—1.455, NAFIC <1), advanced fibrosis could
be excluded with high accuracy. By applying the high
cutoff score (NFS >0.676, NAFIC >3), the presence of
advanced fibrosis could not be diagnosed with high accu-
racy. Consistent with our results, a separate validation
study of NFS in 162 Chinese patients found that the NPV
for excluding advanced fibrosis was 91%, but the PPV for
predicting advanced fibrosis was 0% [42]. It is suggested
that this low PPV might be due to lower prevalence of
advanced fibrosis in the study of Wong et al. (11%) [42]
than in that by Angulo et al. (27%) [21]. Similarly, the
prevalence of advanced fibrosis was low (11%) in our
study.

In Asian patients, steatohepatitis and other metabolic
complications tend to develop at a lower BMI, which is one
of the factors in the equation of the NFS. Therefore, NFS
and NAFIC score were applicable to exclusion rather than
detection of significant or advanced fibrosis. NFS can be
easily obtained in clinical practice, but this scoring system
can be cumbersome and difficult to apply in every practice.
The easily determined NAFIC score is at least equivalent to
the more complex NFS. Our results suggest that liver
biopsies can be avoided in NAFLD patients with a NAFIC
score of 0 or 1 because they are likely to have NAFLD
without advanced fibrosis. In contrast, liver biopsies should
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be recommended in NAFLD patients with an NAFIC score
of >2 to assess the extent of hepatic fibrosis and predict
prognosis. The BARD score developed by Harrison et al. is
a weighted sum of three easily available variables [BMI
>28 kg/m* (1 point), AAR >0.8 (2 points), and DM (1
point)], and the authors have shown that a score of 2-4 was
associated with an OR of 17 for predicting advanced
fibrosis [20]. Although the BARD score is simple to cal-
culate, our validation study did not reveal an advantage of
this score over others. In our cohort, when a BARD score
of >2 was found, the sensitivity, specificity, PPV, and NPV
for detecting advanced fibrosis were 73, 65, 19, and 95%,
respectively. According to a study of 122 Japanese NAFLD
patients by Fujii and colleagues [43], our collaborative
research group, when a BARD score of >2 was used, the
AUROC was 0.73 with an OR of 4.9 for detection of
advanced fibrosis. It has been concluded that BARD score
is less predictive of advanced fibrosis in Japanese NAFLD
patients because they are not as obese as those in Western
countries. Disappointingly, modified scores of Palekar’s
score, BAAT, and BARD could not improve the diagnostic
accuracy for NASH or advanced fibrosis. The N score (the
total number of the following risk factors: female sex, age
>60 years, T2DM, and hypertension), which was estab-
lished on the basis of data collection from 182 Japanese
NAFLD patients in multiple centers in Nagasaki [22], is
very simple, without the need for detailed laboratory tests.
However, it was not superior to other scoring systems in
our validation study.

Our study had several limitations. The fact that we
excluded diabetic patients treated with exogenous insulin
or insulin sensitizers (metformin or pioglitazone) from the
analysis was a major limitation. In the future, we must find
better scoring systems that are applicable to these patients.
Other limitations include the largely retrospective study
design and lack of complete data in many subjects. We
included patients from different hepatology centers in
Japan that have a particular interest in studying NAFLD,
and thus, some referral bias could not be ruled out. Patient
selection bias could also have existed because liver biopsy
might have been considered for NAFLD patients who were
likely to have NASH. We acknowledge that pathological
diagnosis was mainly determined using liver tissues
derived from percutaneous liver biopsy, which is prone to
sampling error or interobserver variability [8, 9]. In fact, 11
patients of our total cohort were diagnosed as nonNASH in
spite of an NAFIC score of 3 or 4. Although the exact
reason was unknown, sampling error could have led to this
misdiagnosis. These patients need follow-up care or repeat
liver biopsies. It should be emphasized that we had a
central pathology review by two hepatopathologists to
prevent interobserver variability, although we were not
able to quantify the effect on our results of some
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intraobserver variability. Because all participants were
Japanese, there is a possibility that our results might not be
adaptable for NAFLD patients of other races. Due to these
limitations, the present results need to be validated in
independent populations by other investigators.

In conclusion, NAFIC score can predict NASH in Jap-
anese NAFLD patients with sufficient accuracy and sim-
plicity to be considered for clinical use, thus identifying a
very high-risk group in whom liver biopsy would be very
likely to detect NASH, as well as a low-risk group in whom
liver biopsy can be safely delayed or avoided.
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5T LAELERT Y. £, AFDNASH
EFOENITZDEREFLTCED, Z0D
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120
Time (min)

6 75 gREIIFEER AR

180

120
Time {min)

180

Trp64ArgZ 2 % F 3 % & NASHIZ 2415 &
BLR T hbLHfetahse. £/, —H
Trp64Arg R EE I NASH % FHEET 5 &,
[R5 D Fige— NASH OB IE= T #HE (L E R |
EVIRFUCHBO R T NWZ e3P h, &
EIEFAE O NASHIZH L T & 0 3 EEIK
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M2 ER T 525 5.
BA YV AY VI

EEERE I U LIXBERE 2 &0 5 72
¥, NASH %, FFHEZEICE 2 gt sis
BWahTnse0, Zokd ZERO%<IZ
BEDA VA VESEERET 20T, IE
2 B OFED M %I 2 T 22 I s & (i
MR 2720ICBEREDA V2 ) VABEE
Lhd. BBRIFED LFEWHT 5201
i, XD —BEEREDOA V) VHANBETH
%)11)‘

Z D& 5 BREGIO R 36 07 5 FRERg AL
EMREARISITR L. BE - IEMICE DT
fEic 30 2RI AR TTET 52 —F T, &
BEo4v2) YVEFIEC L DER S
v Z Y VIMKED 72812 VLDL O 53 HE 5
D B ERLAHIE &, FFREREIC hERER 8
BUTIRIAEREhE, c5iid, Bk
2 b L 2D ETHRMDEFDOREEIZ &
D NASH ZHRET 222D, ML RS
HriEEEns.

HA ANASHEFNIZ 51 275 gR O T K
U R ABROBE A X6 L7z, EE
KADA VA2 DY — 2 4#1350 mU/LFE
ETH A, EEAEDONASHERTIZED
BESERINTHS, Thbb, &4 2
VYBMWETHOENE, BEDAL VY v
PO D ICTERREE 22 T2 2 L2345
5. BWRBEORKEBEEL TR, V2 v
SWOHEREIZ DD TCEFF A IZE BT h T
WBH, ZOKIEEA VA U AWEDH
ANZI BENERICDONTUL, +5%
TREAD I 2 TN,

i, HAADSLIZA VY V3T
TRZ L7280, ZEDL V2 vEBEIC
bl THMWT 5L IIRETH 5. L

EETIBEBETCARADEZSEBA VR V5
WARBIZKEY, Z2IERANE 2 BRI 3
ZEHRTEELRD, BRRERET S L%
Zbhd. LarL, ZOLILERTE AL v
2 VIMEERITH B AN T =T LT
JEEIOWS #ZFIE, B VR VoW
BT A Z LAATEEE 2 ), VLDLDZ W
SRR D B AL OWIRI B L, BEDIE
BERF 2> & EREUME NASH D FEREIZD 7 28 5 Al B
D 5.

FHEfRIC ST DREREIHE

FFHlREIC B0 5 R ERERG R, FIIR2 &
O ERRRE DA EICIFIEIC B0 B Ighhk
DEEEZNA-HHEL, FHlEckY
2 RERAT B AL BEIZ VLDL (very low density
lipoprotein) & U Torih & 115 B & %
MA7-HEBEEL DNV ATHEENS, T
fifi= 34 % HEHAER B MR {LREIX IR PE D PPAR-
a ligand % adiponectiniZ & - CTHIfI X L 5
EELONBLORN, FOFEFMIZPPAR v
OBEFEZR L EBHLEPIZENZZDAT
NASH F#JEIZ#E OV < BIZHE R OKE 41
W E ZBE S T .

ZhizH LT, 7RV KERBICHHELE
ffi % 40 L C VLDL & JER L 53§ % @2 D
fRE X A T 1, microsomal triglyceride
transfer protein (MTP) DR 7= T HREIOEE
PEASERER X LTy 51419, MTP @ promoter
RE I I3 M RE MBS T £ BU(GA493D) 28 F
HEWL, BEHAAD6H], NASHEEFI DS
B H P ERRRF & D4 22 VLDL & g 5K
HReE S T EAKRTH 5. (EHEREN R TEE
o5 e, NASHIZ30fERELPT< &3
LHERIE B9,

MIPOREIZA VAV V2L ETS
B4 OERFICKOFIH SN L 20, BEFE
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e I by ¥ Y 7IXEEAKL, paracrystalline
HAGZETS

DAL TMIPHEENRE ST Tidk
W, 7 ZCNASHEGZRZIZLT, Z0&E
ZF 2O 5§ SRR ERFE D IFET 5
HRE LT AL, WEEFEM TBMIICIE
ERFBPHENDIZ, CTHREIZE T B/
I L AMERRREIE R BB AR TIEANT T iRAK
FDEETH -7 ZHIEMIPORESL
RFickoflifmehsicgr2rbo g, EE
BME R EHRA R T EARRE O 5 e A MKAE
Thh, P EREALOEELST
WZEERNTHEEEE L bz,

= hI RUTICBIFD
BREABL R

NASHYEGI O I b v FY 75
WEBBLZ PV ZICBERA TS, @, Z
D> BBLZ NV ADKEESIEI PV
F U 7 IZFFE 3 5 Mn-superoxide dismutase
(Mn-SOD)IZ &k hiEEEND. LarL, B
ICHEETERWEAIIEI Y ary P Y 7RI
FAET 5 AN Eaf g s d R % 2 ¢,
4-hydroxy-2-noneal (4AHNE)DIREA4EL 5.
ZOXS BFlEOI ba Yy FUTELIEL
WHEK L, paracrystalline H AKZEH 325 (X

7.

Mn-SOD 1= I T1183C &\ 5 BBt {E T
ZEINFEYL, EEHAADTE], NASH
S O 8 21 L1_E A Mn-SOD 8 0 4> 75 WM E R
B ERAKTH B, CORD, [EEEE
ek EHEARDEA, NASHIZ24EREL
230, —HNASHARET S &, ~5 0
BARICIL UL A P L ADEBEELRLZ
FRF<L, IV FY TEEREEICE
DAREMED B 5.

| BEMIOY URZIE

PEMTiZ 2 ) VARICEE T 2R TH
D, Vall75Meti&{Z ¥ ZEUAFLEL, 175Met
BIEREAME T T2 8ZFEITH 5 Z LAHIS
NTW3, I—H V4 FTidMet/MetEID
FEEEERB0%ICEETIHEEH0,
BIENZE ) VRZIREEIC & 5 ATgE M2 A0
ENRTVWBY, ZD78, Met/MetB D &
EHEARIZNASH ORIEERRE T & 5 NAFLD
(nonalcoholic fatty liver disease, JE7 )L 2T —
MERRIITRER) OfEREATFTH 5 Z &ML
S5NTV3. FVWHERAIZET 5 175MetD
HEIZ23%EETH 5729, Met/MetD
BHEIX0.05% BELHEEEINS., LIAN
NASH TiZ Met/Met D & T A KA 3% HTF
HETHZ D oHRVEE UWERISFET
BZEHMENITE ST,

GNIEEE

NASH i3 FFfBa D IRRFE PRSI A C, BT
INEENAN D KIEMI ISR AR E T H
. ZO&D kEMBOBREICE, EFEEo
&2 niffaREEOTEICINA T, BEEk
DLV FhF T 2 EZEOTUERE
YA DI VIGEE E 7 LR TWERRVESE
THLELLND.
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tumor necrosis factor- ¢« (TNF-«a)
¥ interleukin-1 § (IL-1 g ) X REW &
proinflammatory cytokine T& % 2%, ZH 5
12 & FERAITFERE (Z B ¢ A i RE MBI T £ 1
BES T W3, IL-1 L D promoter 38 i 1=
B E T S R(T51IO 28 FEL, #
W HAAD3E], NASHEFI O 6E 211 8
BEAMATEEHRTH S, 200, =FE
MR EEAMIINASHICA7TERE L BV
EHERT SN B0,

GWASZ HUWoEIGRIZERE DT

FAIZ %1 5 GWAS i3 NASH ¥ i 1< B
54 3HF & LT, PNPLASE{EF LR D
BB MR SN 2®, g H G = M R = g
FOEREMNEC D L, ZOBEFOEYT
& % adiponutrin DEH L IEIR X 5. lipase
HHEEET S IOEHDEBIETZEIIAE
HHATIESAAL, BREAD2/313Z D&
EF&HEETH. HERAIZE T 5 GWAS
Xk ABETIR, ZOBETFLSREIEKA
2B B NASHREED R KD GRKT TH
D, HAADNASH TZ DBEEFLEIH3/4
OB THHE IR ZERHEE L E L5
729 X5, D%, FFROBHEER
Kb HFEETHILE WL RS/ 20D
BIE T £ AT adiponutriniZ 7 3V BER &
EUBEEFLETH 5729, adiponutrin
DHERESE L BNNASHO fERKF T % »
adiponutrin R~ v X # F =85 2 7k X
N7z L»r»L, BHBATORBEAR 2
PTTCY, BEAE Y ZEEEDL V2
VRSB AE L ZDOAT, EDX
5 K HEFIC & D NASHOfaf R+ & %6 5 D
DRRES 2 TR AL, BEH—EBEOMHERF
H 1z X % dominant negative {E F 12 0] B M A3
FBRINBIZEE-> TS, GWASTIZR
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E AN EET SRS EEEEETFEET
HBEPErEEEETHBEETORMLICH

WHENB728, BEAREHEIZDH S MHOBIE
FEAE, & B5WNTEEICH HHOBETFD

BEFLZEPEOBREFTHZ I L &H
TEAEVWEELLNS., ZORICDWTH
SHOMERETH 5.
T, ZOflDGWASIC &k 5058, Hic

apolipoprotein {Z B3 2 WF 48 D BIRIZ £ D &
F3EEDTHAHAIH». TTICHRREZLSIC
FEfREIc 3 o 2 PRI &, FlkA2 5 0
FREIRRE DO FRA EICHFIRIC B 4 5 ERFER
EEEEAMAZEEEL, FHICEY 3
fe i B B2 {k 88 12 VLDL (very low density
lipoprotein) & U T & 5 kI & %
MAZEEREDNS VA THESI NS,
JFRg 2> & B & 7= VIDLIC & £ h 5 i
5 1A SRR 0% PN B2 12 454 3 % lipoprotein
lipase = & O 73 fif X 4, RIGREMIC IR =
#4594 5. lipoprotein lipase ¥& 1% % 4 %
apolipoprotein C3 {3 Ifl 7 D VLDLIRE % L&
S, BIREECICIEERIC/ER T2 2 &2
M5 T 3. apolipoprotein C3EIEF Tl
promotor EALIZEE T DB % 5 ¥ 5 &R
FEMBFEEL, MR ORERIRE %5
megs. 4V ABHEEISZE Lz GWAS
T, ZDBIETF LIS NASH FIE O faf A+
LREE ALY, ZOBEFEHIENCS
RH 5N HHARMNIIZFEET, NASH
2s3RO MDO NEZ L ST SR TFLF
Abhb.
BHbIC

HARDESE hE - TRRID T, BARA
BERIC L WK ERT LIS E LTS,
Ak zRDUS 5 A THEHATH - 220
WIKIC X D EESEN U 728ET 280,
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SR, EFEFHEROERET & UTHRR
Ehtkd5ELTWB, GWASIZKDBEES »
Lo 7-NASHEZZER LR TWEENRE
adiponutrin variant carrier 28 £ O X 5 Z %%
X DNASHEFEXET 222 oI Th

i,

ZIUTNASHIBEIC R BEH T 5 6JREME

AE, 5313 NASH O FIE P ICHLD #ldr
TEMTEB LI, 4 VT T ORHENIRS
BHENSLUTH 5. ‘
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EHBERBEEUTOIET IV I—)VIEEIEFRE (NAFLD)

Headline

1. EZILO—)VIERERAERFARR (NAFLD), 3E7)LJ—)VI4REREATR (NASH) (FBEfEA
CDEMOHER(CHE>THD, BEEDEEMFTEVMBEFRERTHS.

2. NAFLD, NASHIZRERAOOEMCH > TE2HFNITEIMEAICS D, SBRIE—BE
EOSVEHFRERICE ST DT ENFEENS.

3. RADOHEST, INERE, NEOXFIRU v Iy RO—LIICH# T NAFLD,

NASH DENNHBZEINTND.

4. NAFLD, NASHOREELODMEANY bEDEEFHASHMCETNTLEND,
NAFLD, NASHEE[CEFIEEZFRLEULEAYRU v IV Y FO—-LDSEWL e,
HD 1 IFDMEANY hEFEOTHD, GHICEEDNNETHD.

R I N B/ A M = A o 2 )
SEXMOLLVHARANTVZVERDNS
LWREIIHT 2R EEE-oTH
D, AFR) v 7y Fa— LD ETOE
B CTHAIET VT — VIERIEITFES
(nonalcoholic fatty liver disease;NAFLD) <3
72— JVHEERRIET % (nonalcoholic steatohe-
patitis; NASH) 125t 5 BRakZ LLRT I <5
EALEREBELTCELL)ICEDNS, 72
72, —RIELERAIRHE S — KK IZIE NASH
DEFEEDPTFITREL TN DE LIETF VDT
WONRERBFTHE., TDD, AFKR) v
VRO - LADEEFETH BB L
NAFLD 3 X UFNASH D FEfESH & 25 A2 123
ML TWB D%, F72NAFLD D#E&D & D
LA LTHELENA LN ol E
WZOWTHHEHHT 5.

0370-999X/11/¥100/ H /JICOPY

19804F, Ludwig 3tz ERMEL L,
HIEEICZ LWIZd b 5 7 v a2 — ik
JFREEICHEU L BRI 2T 2 ES %
NASH & L, #Fi7-EBMas LTREL
720 ZhUE TV a— VIEFEE O RS
2% LI L id steatohepatitis £ FRIL SN A Z &1
EOLLDTHY, £k, NASHS 7V
I - VEFEE & ERICET RS EE T
HEZEPEAITHLONIhoTEL, 20
t, bHETIRECKICH L TIHEBI Y A LA
ZE B BUREENS P72 8%, A
ObMEE R LI ELL o728 bdH
0, NASHIZIZIFE e dro7z. LA L,
1990 4E 12 A o T hepatitis C virus (HCV) ik
WAZ) =V THRETELLHICRDE L
b1, FEECHERF R O EEEEROEM
RV, SRIEREICZ LV AIC S BERART R stea-
tohepatitis ¥ FRD 5 T — ADE {ED LN D
L9122y, HAETDH NASH DEBMEH

B
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