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ABSTRACT 
 

ABSTRACT 

Diagnosis of the stage of liver fibrosis is essential for making a prognosis 

and deciding an antiviral therapy. Liver biopsy is the gold standard for 

fibrosis staging, but due to its limitations, alternative tests for liver fibrosis 

evaluation have been developed. Among them, serum markers and transient 

elastography have been compared against histology. 

 Aim of work: Evaluate the efficacy of  transient elastography in the 

diagnosis of hepatic fibrosis among Egyptian chronic HCV patients. 

Patients and methods:   Our study included 197 chronic HCV patients and 

for them routine investigations, ultrasound guided liver biopsy and liver 

stiffness measurement using fibroscan were done. All biopsy specimens 

were analyzed by two experienced pathologists blinded to the results of each 

other and were classified according to the specimen length into ideal biopsy, 

subideal biopsy and not accepted. 

 Results: 1- inter-observer variability between pathologists is less evident in 

fibrosis staging and is not related to the liver biopsy specimen length. 

               2- Fibroscan is a sensitive tool in detection of significant fibrosis 

F≥2 as assessed by the METAVIR score at a cut off level of 6.35 kpa and in 

detection of cirrhosis F≥4 at a cut off level of 10.75 kpa. 

             3- Schistososmal infection decrease the sensitivity of the new 

fibroscan score cut off level to detect significant fibrosis (F2-F3) as assessed 

by the METAVIR scoring system. 

Key words: liver fibrosis, transient elastography (fibroscan), liver biopsy 
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INTRODUCTION 
          Chronic hepatitis C virus (HCV) infection is responsible for liver 

fibrosis and may lead to potential long-term complications such as liver 

cirrhosis and hepatocellular carcinoma. (Franck et al, 2000). 

         In Egypt about 13.3 % of population are chronically infected with 

HCV and are at risk of liver complications .Individuals living in rural areas 

had significantly more anti-HCV seropositivity (36.1%) than those living in 

urban areas (24.7%) (Mohamed, 2004) 

          This high prevalence has been attributed to transmission through 

insufficiently sterilised needles during mass anti-bilharzial treatment 

campaigns in the 1960s and 1970s. Epidemiological studies have shown that 

genotype 4 (HCV-G4) was the most frequent (91%) genotype isolated in 

Egypt (Ray et al, 2000). 

        Diagnosis of the stage of liver fibrosis is essential for making a 

prognosis and deciding an antiviral therapy. Liver biopsy is the gold 

standard for fibrosis staging, although it is limited by its invasive nature, 

poor acceptance, availability, cost, intra- and interobserver variability, and 

sampling errors (Cadranel et al, 2000).  

       To avoid biopsy, alternative tests for liver fibrosis evaluation have been 

developed. Among them, serum markers and elastometry are the two main 

techniques which have been compared against histology. Serum markers 

have been the first to appear, and typically combine several indicators, 

among which α2 macroglobuline, haptoglobin, apolipoprotein A1, bilirubin, 


