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Introduction 

Chronic viral hepatitis B is a global public health problem leading to liver 

fibrosis and ultimately to cirrhosis, decompensated liver disease, and 

hepatocellular carcinoma (Stibbe et al., 2011). 

Approximately one third of the world’s population has serological evidence of 

past or present infection with HBV and 350 million people are chronically 

infected. HBV- related end stage liver disease or HCC are responsible for over 1 

million deaths per year and currently represent 5–10% of cases of liver 

transplantation (Patrick et al., 2009). 

An accurate assessment of liver fibrosis in patients with CHB is mandatory 

not only in predicting the long-term clinical course but also in determining whether 

and when to begin antiviral therapy. This is because maintenance of viral 

suppression can reduce liver-related complications in patients with significant 

fibrosis to cirrhosis (Lok and McMahon, 2007). 

Individuals with non-significant fibrosis are not likely to develop advanced 

fibrosis in the short term, even in the light of long-standing disease, and are 

typically monitored every 3–5 years. Individuals with significant fibrosis are at 

increased risk of developing cirrhosis and are usually treated (Manning and 

Afdhal, 2008). 

Liver biopsy is still considered the gold standard for assessing liver fibrosis. 

This procedure is very useful because it provides information about the degree of 

liver fibrosis, as well as the severity and extent of inflammation. However, it is 

invasive and can lead to grave complications. Furthermore, its accuracy in 
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assessing fibrosis is questionable because of sampling errors and intra- and inter-

observer discrepancies (Lee et al., 2010).  

As liver biopsy is an invasive procedure, alternative, simple and non-invasive 

tests have been developed to reliably assess the stages of liver fibrosis (Skripenova 

et al., 2007). 

Ideally, non-invasive alternatives should be simple, cheap, easy to perform, 

safe, precise, reproducible and validated externally, and capable of differentiating 

patients in need of therapy (Omran et al., 2011). 

Non-invasive markers can be broadly divided into two major groups: 

radiological and serum-based markers (Rajasekhara et al., 2010). 

Fibroscan is a new, noninvasive approach to evaluate liver fibrosis by 

measuring liver stiffness. The FibroScan uses an ultrasound-based technique 

known as transient elastography (TE) to measure the speed of propagation of the 

shear wave through the liver. The wave is produced by a vibrator which is 

combined with an ultrasonic transducer probe. Each vibration pulse provides a 

liver stiffness measurement (LSM) measured in kilo Pascals (kPa) which is used to 

quantify the stiffness of the liver. The velocity of these waves is directly correlated 

with liver stiffness. The intra- and inter-observation coefficients of variation are 

3.2% and 3.3%, respectively, indicating very good reproducibility. Recently, the 

measurement of liver stiffness by TE has been shown to be an accurate predictor of 

histological fibrosis in patients with various etiologies of liver disease (Marcellin 

et al., 2009). 


