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Diagnosis and evaluation of fatty liver disease

Jiang Tingting', Deng Wen', Wang Shiyu', Yang Liu', Bi Xiaoyue', Lin Yanjie’, Lu Yao',
Yi Wei’, Li Minghui'?, Xie Yao * (1. Department of Hepatology Division 2, Beijing Ditan
Hospital, Capital Medical University, Beijing 100015, China; 2. Department of Hepatology
Division 2, Peking University Ditan Teaching Hospital, Beijing 100015, China; 3. Department
of Gynecology and Obstetrics, Beijing Ditan Hospital, Capital Medical University, Beijing
100015, China)

Abstract: In recent years, with the prevalence of obesity and metabolic syndrome, the
incidence of fatty liver disease is on the rise, and it has been replaced chronic viral hepatitis
as the most common chronic liver disease in China. Fatty liver disease is closely related to
the occurrence of cirrhosis and hepatocellular carcinoma. Therefore, early diagnosis and
intervention are beneficial to reduce the burden of disease and control the progression of the
disease. Liver biopsy is the “gold standard” for the diagnosis of fatty liver disease, however,
its wide application is limited by invasiveness, inconsistent evaluation and significant
complications. At present, there is an urgent need for non-invasive methods to diagnose fatty
liver disease, as well as non-invasive marker screening, monitoring patients’ disease changes
and judging the curative effect. This paper reviewed the definition, disease spectrum, invasive
diagnosis and non-invasive diagnosis of fatty liver disease, in order to provide help for the
diagnosis and treatment of fatty liver disease.

Keywords: Fatty liver disease; Invasive diagnose; Non-invasive diagnose; Evaluation
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JUE . SEYRFIEFLIAE oo RS TERE DT A L JE
REJE (A EFE%L (body mass index, BMD) << 25 kg/m’]
NBE. 18R 4995 (hepatitis B virus, HBV)
A (8 FRRF 4 (hepatitis C virus, HCV)
TG IR 07 P 0 B8 2 DA K 1 B S I s & 0
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