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& Introduction

INTRODUCTION

Nonalcoholic fatty liver disease (NAFLD) is recently
considered the leading cause of chronic liver disease
worldwide (Bellentani, 2017). It is expected that it will
become the commonest cause of end-stage liver disease
(i.e., cirrhosis and hepatocellular Carcinoma) in the near
future and, therefore, the most common indication for liver
transplantation (Younossi, et al., 2019).

Non-alcoholic fatty liver disease (NAFLD) is defined
as macro vesicular steatosis in more than 5% of
hepatocytes, in the absence of a secondary cause such as
alcohol or drugs. It includes a spectrum of histological
lesions ranging from non-alcoholic fatty liver (NAFL) to
non-alcoholic  steatohepatitis (NASH), fibrosis and
cirrhosis. (Koenig, 2016).

Recent studies proved that liver fibrosis is considered
the most important pathological feature of NAFLD,
because it is associated with the prognosis of the disease.
(Dulai, et al., 2017).

Liver biopsy is assumed to be the gold standard tool
for the assessment of liver fibrosis; Despite being
associated with several drawbacks, including its
invasiveness, cost, high sampling error and procedure-
related morbidity and mortality. (Janiec, et al., 2015).
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