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hepatitis C, liver cirrhosis (eg, variceal hemor‑
rhage, hepatic encephalopathy), and hepatocellu‑
lar carcinoma are the second most common cause 
of death in patients with hemophilia.7-9

Progression of chronic liver disease is affect‑
ed by such factors as age, sex, HCV genotype, in‑
flammation activity, alcohol use, concomitant in‑
fection with hepatitis B virus (HBV) or human 
immunodeficiency virus (HIV), other infections 

Introduction  There is a high prevalence of 
hepatitis C virus (HCV) infection among patients 
with hemophilia and other congenital bleeding 
disorders. About 40% to 90% of these individuals 
are positive for anti‑HCV antibodies in serum.1-4 
The incidence of liver disease in these patients 
is 17‑fold higher than in the general population, 
and hepatocellular carcinoma is even 6‑fold more 
common.5,6 Moreover, complications of chronic 
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Abstract

Introduction  Hepatitis C virus (HCV) is the major cause of chronic liver disease in patients with 
hemophilia. However, since liver biopsy should not be routinely used in these patients, the accurate 
assessment of the stage of fibrosis has been limited so far.
Objectives  The aim of this study was to determine the stage of liver fibrosis in HCV‑infected patients 
with hemophilia by using noninvasive methods of fibrosis assessment, and to analyze the influence of 
risk factors on liver fibrosis.
Patients and methods  The study included 71 HCV‑infected patients with hemophilia and other congenital 
bleeding disorders. Patients were divided into 3 groups: HCV-RNA negative after successful treatment,  
HCV-RNA negative after spontaneous elimination of infection, and HCV‑RNA positive. Liver fibrosis was 
measured with shear wave elastography and FibroTest. The risk factors for liver fibrosis  were analyzed, 
including demographic factors, HCV genotype, coinfections, and comorbidities.
Results  Cirrhosis or significant fibrosis (METAVIR score >F2) was observed in 26.8% of the patients. 
The stage of fibrosis was associated with age and estimated duration of infection (P <0.001). Active 
and past HBV infection did not affect fibrosis. The stage of liver fibrosis was lower in patients with 
spontaneous clearance of HCV (P = 0.007).
Conclusions  Patients in our study had a similar stage of liver fibrosis to that reported by other studies 
on hemophilia. The older age and long duration of infection are the main risk factors for advanced fibrosis. 
Noninvasive methods such as shear wave elastography and FibroTest may allow a proper assessment of 
the fibrosis stage in hemophilia patients, particularly when used together and in correlation with other 
clinical parameters. They may also be useful in other groups of HCV‑infected patients.
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Biopredictive website at www.biopredictive.com. 
The results were analyzed according to a patent‑
ed formula for fibrosis. The analysis was conduct‑
ed in the fasting state. Conditions known to re‑
strict the method accuracy were excluded (acute 
inflammation, hemolysis, acute hepatitis, mas‑
sive liver necrosis, extrahepatic cholestasis, and 
hypercholesterolemia [with high values of high
‑density lipoprotein cholesterol]).

Patients had blood samples analyzed for sero‑
logical tests for infections with hepatotropic vi‑
ruses and bloodborne viruses. The following tests 
were performed: anti‑HCV (Monolisa Anti‑HCV 
Plus version 2, Bio‑Rad, Marnes‑la‑Coquette, 
France), HIV Ag/Ab (Genscreen Ultra HIV Ag‑Ab, 
Bio‑Rad, Marnes‑la‑Coquette, France), HBsAg 
(Murex HBsAg version 3, Murex Biotech Limited, 
Dartford, United Kingdom), anti‑HBc (ETI‑AB
‑Corek Plus, DiaSorin S.p.A, Saluggia, Italy), and 
anti‑HAV (ETI‑AB‑HAVK Plus Anti‑HAV, DiaSo‑
rin S.p.A., Saluggia, Italy). Enzyme immunoas‑
says were performed and interpreted according 
to the manufacturers’ instructions. HCV RNA was 
determined by quantification technique, real‑time 
PCR HCV (Real‑TMQuant DX Sacace Biotechnol‑
ogies, Como, Italy) using a Rotor‑Gene 3000 an‑
alyzer (Corbett Research, Mortlake, New South 
Wales, Australia). The test was performed and 
interpreted according to the manufacturer’s in‑
structions. The HCV-RNA genotype was also de‑
termined (Versant HCV, HCV genotype 2.0 Assay 
[LiPA], Siemens Healthcare Diagnostics Inc, Tar‑
rytown, New York, United States).

Statistical analysis  A statistical analysis was per‑
formed using the statistical package Statistica 
64 v. 12 (StatSoft, Inc, Tulsa, Oklahoma, Unit‑
ed States). Statistical tests were adjusted for the 
type of variables and analysis. For parametric 
comparisons, the analysis of variance (ANOVA) 
was used, and for nonparametric comparisons, 
the Mann–Whitney, Kruskal–Wallis ANOVA, and 
χ2 tests were used. A P value of less than 0.05 was 
considered statistically significant.

Results  The study group included 71 patients 
(67 men [94.4%]; mean [SD] age, 40.4 [12.5] years 
[range, 24–73 years]). Hemophilia A was report‑
ed in 60 patients (84.5%); hemophilia B, in 5 pa‑
tients (7%); and von Willebrand disease and defi‑
ciencies of other plasma clotting factors, in 6 pa‑
tients (8.5%). Severe hemophilia was diagnosed 
in 87.7% of the patients. Previous treatment with 
interferon alfa and ribavirin was reported in 28 
patients; in 21 of these patients (75%), the treat‑
ment was successful.

Of 71 patients, 29 (40.8%) were positive for 
HCV RNA. Based on the presence of HCV RNA and 
a history of treatment, patients were divided into 3 
groups: HCV-RNA negative after successful treat‑
ment (group 1); HCV-RNA negative after sponta‑
neous HCV clearance (group 2), and HCV-RNA pos‑
itive (no or failed treatment; group 3). The char‑
acteristics of the groups are presented in TABLE 1.

associated with blood transfusions, the presence 
of metabolic disorders (diabetes, obesity, fatty liv‑
er, increased serum iron concentration), and cig‑
arette smoking.10-12

The stage of liver fibrosis can be assessed by 
liver biopsy and histological examination of liv‑
er tissue or by new noninvasive methods. Re‑
cently, liver biopsy has become less popular be‑
cause of potential complications and higher cost. 
According to current recommendations, in pa‑
tients with chronic HCV infection, liver biopsy 
should not be used routinely but only in case of 
diagnostic doubts or if its result significantly af‑
fects the management.13 The noninvasive meth‑
ods include different types of elastography and 
mathematical models of serum fibrosis markers 
(eg, FibroTest [FT]).14 The new noninvasive meth‑
ods have enabled the assessment of liver fibro‑
sis in patients in whom this measurement was so 
far not available due to contraindications to liver 
biopsy or refusal to perform the invasive proce‑
dure. These methods represent a new diagnostic 
approach, which is increasingly used by doctors 
of various specialties.

The aim of this study was to evaluate liver fi‑
brosis in HCV‑infected patients with bleeding 
disorders, with consideration of the factors that 
affect disease progression. To date, no study has 
been published assessing the stage of liver fibro‑
sis in patients with congenital bleeding disorders 
in the Polish population.

Patients and methods  The study included 71 
Polish individuals with congenital bleeding disor‑
ders and chronic HCV infection defined as positiv‑
ity for anti‑HCV antibodies in serum. All partic‑
ipants were adults and had signed a written con‑
sent form to participate in the study. Data were 
collected using the following procedures: histo‑
ry taking, physical examination, blood sampling 
for viral studies, and measurement of liver fibro‑
sis using 2 methods: FT and shear wave elastog‑
raphy (SWE). Fibrosis was staged according to 
the METAVIR scoring system, from F0 (no fibro‑
sis) to F4 (cirrhosis). In each patient, the exami‑
nations were conducted on the same day.

Shear wave elastography  Liver fibrosis was staged 
with real‑time SWE, using the Aixplorer® US 
system (SuperSonic Imagine, Aix‑en‑Provence, 
France) with a convex broadband probe (SC6‑1). 
Liver stiffness was measured in 5 different circu‑
lar regions of interest on the right lobe of the liver, 
through intercostal spaces. Tissue elasticity was 
expressed in kilopascals; then, the mean value 
was calculated and presented using the METAVIR 
scoring system. The examinations were done in 
the fasting state.

FibroTest  The  laboratory acted  in compli‑
ance with the preanalytical and analytical rec‑
ommendations required to achieve the fibro‑
sis marker FT score (Biopredictive, Houilles, 
France). The FT score was calculated using the 
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Discussion  An accurate assessment of liver 
fibrosis is essential for the proper management 
and prognosis in chronic liver disease. Liver bi‑
opsy is considered a reference method for the as‑
sessment of liver fibrosis, but limitations of this 
procedure (ie, invasiveness, sampling error, in‑
terobserver variability, and cost) have contrib‑
uted to the development of noninvasive meth‑
ods. Two different approaches, serum fibrosis 
markers and radiologic methods, have been used. 
The radiologic approach is based on ultrasonogra‑
phy, magnetic resonance imaging, and elastogra‑
phy, while serum biomarkers of fibrosis and their 
combinations with other serum tests and clini‑
cal parameters have been developed as complex 
algorithms. Currently, noninvasive methods are 
widely available and, in many cases, spare pa‑
tients from liver biopsy. The advantages of non‑
invasive methods include the lack of contraindi‑
cations and complications. They are also useful 

The results of SWE and FT were expressed as 
the METAVIR score of liver fibrosis. The mean fi‑
brosis score for the entire study group was 0.84 
for SWE and 1.21 for FT. The percentages of pa‑
tients with significant fibrosis (METAVIR >F2) 
were 4.48% (3 of 67 patients) for SWE and 26.47% 
(18 of 68 patients) for FT. The results of liver fibro‑
sis measurement differed significantly between 
the 2 methods. The results of fibrosis staging as‑
sessed with SWE and FT depending on the pres‑
ence of HCV RNA are shown in Tables 2 and 3, 
respectively.

Cirrhosis or significant fibrosis (METAVIR >F2) 
was observed in 19 patients (26.8%). Minimal or 
no fibrosis was observed in 52 patients (73.2%). 
A comparative analysis of the 2 groups depend‑
ing on the factors that may have affected the pro‑
gression of fibrosis is presented in TABLE 4. No cas‑
es of hepatocellular carcinoma or end‑stage liver 
disease were diagnosed.

TABLE 1  Characteristics of the study groups: HCV-RNA negative after successful treatment (group 1); HCV-RNA negative after spontaneous HCV 
clearance (group 2), and HCV-RNA positive (group 3)

Variable Group 1

n = 21 (100%)

Group 2

n = 21 (100%)

Group 3

n = 29 (100%)

P value

Age, y, mean (SD) 45.52 (2.71) 40.33 (2.71) 45.07 (2.31) 0.32

Male sex, n (%) 21 (100) 20 (95) 26 (90) –

HCV genotypesa, n (%) Genotype 1 7 (33.33) – 20 (68.96) –

Genotype 2 0 (0) 1 (3.44)

Genotype 3 8 (38.09) 4 (13.79)

Genotype 4 0 (0) 2 (6.89)

Mixed 1/4 0 (0) 1 (3.44)

Missing 6 (28.57) 1 (3.44)

HCV viral load, IU/ml, n (%) ≤8 × 105 – – 11 (37.93) –

>8 × 105 18 (62.07)

HBsAg (+), n (%) 2 (9.52) 1 (4.76) 4 (13.79) 0.65a

0.29b

anti‑HBc (+), n (%) 16 (76.19) 17 (80.95) 20 (68.96) 0.20a

0.095b

HBV DNA (+), n (%) 0 1(4.76) 2 (6.89) –

anti‑HAV (+), n (%) 6 (28.57) 4 (19.04) 11 (37.93) 0.49a

0.15b

HIV Ag/Ab, n (%) 0 0 1 (3.44) –

BMI, kg/m2 25.46 (1.05) 24.66 (1.05) 23.45 (0.89) 0.34

Alcohol consumption, n (%)d 0 6 (28.57) 6 (28.57) 10 (34.48) <0.001a

<0.001b1 10 (47.61) 6 (28.57) 14 (48.27)

2 3 (14.28) 6 (28.57) 2 (6.89)

3 2 (9.52) 3 (14.28) 3 (10.34)

For age and BMI parametric comparisons, the analysis of variance was used; for nonparametric comparisons, the χ2 test was used. 

a  Group 1 vs group 2

b  Group 1 vs group 3

c  The genotype was determined on the basis of medical records.

d  Frequency of alcohol consumption: up to 4 standard drinks (a standard drink in Poland contains about 10 g of alcohol): 0, up to twice a month; 1, 
up to once a week; 2, every other day; 3, daily

Abbreviations: anti‑HAV, anti‑hepatitis A virus antibodies; anti‑HBc, anti‑hepatitis B core total antibodies; BMI, body mass index; HBsAg, hepatitis B 
surface antigen; HBV, hepatitis B virus; HCV, hepatitis C virus; HIV Ag/Ab, human immunodeficiency virus antigen and antibodies
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much slower rate than in older patients, and in 
patients infected at a young age, the progression 
is slower regardless of the duration of the dis‑
ease.19,24-26 Poynard et al24 demonstrated that af‑
ter 20 years of infection, cirrhosis developed in 
63% of patients infected at an age older than 50 
years and only in 2% of patients infected before 
20 years of age. Importantly, the progression of 
fibrosis is not linear.24 On the other hand, the es‑
timated duration of HCV infection was long. Our 
study group was still relatively young, and it is 
possible that the acceleration of fibrosis would 
be observed in the future.

Although there were differences in the distribu‑
tion of HCV genotypes, the group with a known 
genotype was too small for proper interpretation. 
We also noted significant differences in the rate of 
past hepatitis A virus (HAV) infection markers; 
however, this finding was attributed to a much 
higher incidence of HAV infection in Poland until 
the 1980s, resulting in a higher rate of anti‑HAV 
antibody positivity in older patients.27-29

Coinfections with HBV and HIV are well
‑established risk factors for faster progression 
of liver fibrosis.30-35 Hence, it is important to vac‑
cinate patients against HBV, which is highly effec‑
tive.36 In our group, 7 patients had an active HBV  
infection, but we did not show any association 
with advanced fibrosis. Only 1 person was infect‑
ed with HIV. The number of coinfected patients 
was too low to show any impact on liver fibrosis.

The stage of liver fibrosis differed between 
the subgroups classified according to HCV elim‑
ination and successful treatment.37 Regardless 

to determine and differentiate between advanced 
fibrosis stages and allow the dynamic assessment 
of fibrosis over time. Simplicity and ease of use 
makes these methods an effective diagnostic tool 
in every day clinical practice.14-16

Chronic liver disease in individuals with hemo‑
philia is associated mainly with HCV infection. 
HCV infection in these patients leads to liver cir‑
rhosis in 10% to 30% of patients after 20 to 30 
years.17-21 In our study, we used the recent nonin‑
vasive methods of fibrosis assessment to evalu‑
ate the stage of fibrosis.14-16 FT has been used for 
more than 10 years, while SWE is a new method 
that has been investigated in a limited number of 
studies in patients with hemophilia.

In our study, the stage of fibrosis in patients 
with hemophilia was similar to that report‑
ed by other studies (using FT): advanced fibro‑
sis (MICROVIR >F2) was observed in 26.8% of 
the patients, determined with at least one of 
the methods (SWE or FT).22,23 Only 1 patient with 
spontaneous clearance of HCV infection had ad‑
vanced fibrosis, which was attributed to the pres‑
ence of additional risk factors such as past HBV 
infection and regular alcohol consumption. There 
was no difference in the fibrosis stage between 
patients with hemophilia A, hemophilia B, and 
other coagulation disorders (however, 84.5% of 
our patients were diagnosed with hemophilia A).

The most important risk factor for advanced fi‑
brosis in our study was age. Probably, our patients 
acquired HCV infection in the early years of life, 
when nonvirus‑inactivated blood products were 
used. In young patients, fibrosis progresses at a 

TABLE 2  Shear wave elastography (SWE) results in the study groups (n = 67): HCV-RNA negative after successful 
treatment (group 1); HCV-RNA negative after spontaneous HCV clearance (group 2), and HCV-RNA positive (group 3) 

Liver fibrosis 
(METAVIR score)

Group 1

(n = 20)

Group 2

(n = 19)

Group 3

(n = 28)

0 7 (35) 10 (52.63) 6 (21.4)

>0 – <2 11 (55) 8 (42.1) 17 (60.7)

2–3 2 (25) 1 (5.26) 3 (10.7)

>3–4 0 0 2 (7.1)

Data are presented as number (percentage) of patients. Kruskal–Wallis ANOVA: P = 0.82. 
 
For SWE, the average liver fibrosis score in group 1, group 2, and group 3 was 0.72, 0.53, and 1.12, respectively.

TABLE 3  FibroTest (FT) results in the study groups (n = 67): HCV-RNA negative after successful treatment (group 
1); HCV-RNA negative after spontaneous HCV clearance (group 2), and HCV-RNA positive (group 3)

Liver fibrosis

(METAVIR score)

Group 1

(n = 20)

Group 2

(n = 19)

Group 3

(n = 28)

0 9 (42.85) 13 (68.42) 8 (28.6)

>0 – <2 6 (28.57) 5 (26.31) 8 (28.6)

2–3 0 1 (5.26) 6 (21.4)

>3–4 6 (28.57) 0 6 (21.4)

Data are presented as number (percentage) of patients. Mann–Whitney test: group 1 vs group 2, P = 0.08; group 1 vs 
group 3, P = 0.17; group 2 vs group 3, P = 0.002. Kruskal–Wallis ANOVA: P = 0.005.

For FT, the average liver fibrosis score in group 1, group 2, and group 3 was 1.19, 0.39, and 1.79, respectively.
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In conclusion, our study showed that the stage 
of liver fibrosis in Polish patients with congeni‑
tal bleeding disorders and HCV infection is simi‑
lar to that reported in other studies on hemophil‑
ia. Considering the presence of multiple risk fac‑
tors for the progression of liver disease, we were 
expecting to confirm advanced fibrosis in most 
patients; meanwhile, the percentage of patients 
with significant fibrosis was 26.8%. Older age and 
estimated duration of infection are the main risk 
factors for advanced fibrosis. On the other hand, 
the lowest stages of fibrosis were observed in pa‑
tients with spontaneous elimination of HCV. Our 
results emphasize the role of noninvasive meth‑
ods of fibrosis assessment, SWE and FT. Both 
methods may properly assess the stage of liv‑
er disease in patients with hemophilia, particu‑
larly when used together and in relation to oth‑
er clinical parameters. However, the significant 
discrepancies between the results of both meth‑
ods require further studies. The noninvasive tech‑
niques of liver fibrosis assessment may also be 
useful in other patients with contraindications 
to liver biopsy.

of the method used, the lowest stage was ob‑
served in patients with spontaneous elimination 
of HCV infection, and the highest stage, in un‑
treated individuals.

The significant discrepancies between the re‑
sults of FT and SWE, particularly in the scope of 
advanced fibrosis (>2), require a comment. FT is 
registered for use in patients with hemophilia and 
was performed in a certified laboratory, accord‑
ing to the manufacturer’s recommendations.23,38,39 
SWE has been used in hemophilia patients in sev‑
eral studies.40,41 We cannot exclude that the higher 
fibrosis stage in FT may be caused by additional 
factors associated with hemophilia itself. For ex‑
ample, Maor et al23 discussed the effect of some 
pathological states in hemophilia that may ex‑
plain the overestimation of liver fibrosis by FT.23 
The detailed analysis of the discrepancies will be 
the subject of a separate publication.

We could not refer the results of SWE and FT 
in our patients to those of liver biopsy; howev‑
er, we assume that these methods may proper‑
ly assess the stage of liver disease in hemophilia 
patients, particularly when used together and in 
correlation with other clinical parameters.

TABLE 4  Comparison of the group with significant fibrosis (METAVIR >F2) with the group with minimal or no 
fibrosis (METAVIR, F0–F2)

Variable METAVIR F0–F2

n = 52 (100%)

METAVIR >F2

n = 19 (100%)

P value

Age, y, mean (SD) 39.56 (10.4) 55.42 (10.13) <0.001

Male sex, n (%) 48 (92.3) 19 (100) 0.21

Hemophilia A, n (%) 45 (86.53) 15 (78.94) 0.13

Hemophilia B, n (%) 3 (5.76) 2 (10.52)

Other coagulation disorders, n (%) 4 (7.69) 2 (10.52)

HCV RNA (+), n (%) 17 (32.69) 12 (63.15) 0.021

Spontaneous clearance, n (%) 20 (38.46) 1 (5.26) 0.007

Successful HCV treatment, n (%) 15 (28.84) 6 (31.57) 0.072

HCV genotypesa, n (%) Genotype 1 13 (76.47) 7 (58.33) –

Genotype 2 0 (0) 1 (8.33)

Genotype 3 2 (11.76) 2 (16.66)

Genotype 4 1 (5.88) 1 (8.33)

Mixed 1/4 0 (0) 1 (8.33)

Missing 1 (5.88) 0

HCV viral load, IU/ml,  
n (%)

>8×105, IU/ml 9/17 (52.94) 9/12 (75.00) 0.56

<8×105, IU/ml 8/17 (47.05) 3/12 (25.00) 0.41

anti‑HBc (+), n (%) 38 (73.07) 15 (78.94) 0.16

HBsAg (+), n (%) 4 (7.69) 3 (15.78) 0.31

anti‑HAV (+), n (%) 2 (3.84) 9 (47.36) 0.0001

HIV Ag/Ab (+), n (%) 0 1 (5.26) 0.096

BMI, kg/m2, mean (SD) 24.55 (4.19) 24.00 (6.32) 0.67

ALT, U/l, mean (SD) 30.4 (21.22) 36.33 (26.84) 0.67

GGTP, U/l, mean (SD) 33.00 (11.68) 38.83 (22.57) 0.60

Lipids, mg/dl, mean (SD) 96.94 (44.12) 92.47 (33.98) 0.69

Abbreviations: ALT, alanine transaminase; GGTP, γ‑glutamyl transpeptidase; others, see TABLE 1

a  The genotype was determined on the basis of medical records.



ORIGINAL ARTICLE  Liver fibrosis in congenital bleeding disorders and HCV 417

23  Maor Y, Halfon P, Bashari D, et al. Fibrotest or Fibroscan for evaluation 
of liver fibrosis in haemophilia patients infected with hepatitis C. Haemo‑
philia. 2010; 16: 148-154.

24  Hajarizadeh B, Grebely J, Dore GJ. Epidemiology and natural history of 
HCV infection. Nat Rev Gastroenterol Hepatol. 2013; 10: 553-562.

25  Freeman AJ, Dore GJ, Law MG, et al. Estimating progression to cir‑
rhosis in chronic hepatitis C virus infection. Hepatology. 2001; 34: 809-816.

26  Poynard T, Ratziu V, Charlotte F, et al. Rates and risk factors of liver fi‑
brosis progression in patients with chronic hepatitis C. J Hepatol. 2001; 
34: 730-739.

27  Bilski B. Viral hepatitis as an occupational disease in Poland. Hepat 
Mon. 2011; 11: 539-543.

28  Cianciara J. Hepatitis A shifting epidemiology in Poland and Eastern 
Europe. Vaccine. 2000; 18 Suppl 1: 68-70.

29  Ryszkowska A, Gładysz A, Inglot M, et al. Prevalence of anti‑HAV an‑
tibodies in selected groups of children. Przegl Epidemiol. 2000; 54: 375-383.

30  Chen SL, Morgan TR. The natural history of hepatitis C virus (HCV) in‑
fection. Int J Med Sci. 2006; 3: 47-52.

31  Benhamou Y, Bochet M, Di Martino V, et al. Liver fibrosis progression 
in human immunodeficiency virus and hepatitis C virus coinfected patients. 
The Multivirc Group. Hepatology. 1999; 30: 1054-1058.

32  Zampino R, Pisaturo MA, Cirillo G, et al. Hepatocellular carcinoma in 
chronic HBV‑HCV co‑infection is correlated to fibrosis and disease duration. 
Ann Hepatol. 2015; 14: 75-82.

33  Karchava M, Sharvadze L, Dolmazashvili E, et al. Correlation between 
HIV viral load, increased fibrogenesis and HCV genotypes among HIV posi‑
tive patients in Georgia. Clin Microbiol Infect. 2010; 16: S334.

34  Labarga P, Fernandez‑Montero JV, De Mendoza C, et al. Liver fibrosis 
progression despite HCV cure with antiviral therapy in HIV‑HCV‑coinfected 
patients. Antivir Ther. 2015; 20: 329-334.

35  Poynard T, Mathurin P, Lai CL, et al. A comparison of fibrosis progres‑
sion in chronic liver diseases. J Hepatol. 2003; 38: 257-265.

36  Rymer W, Zalewska M, Szymczak A, et al. Interchangeability of 3 
recombinant anti‑HBV vaccines in primary schedule, irrespective of dose 
and HBsAg subtype: the first prospective, open‑label, randomized study in 
healthy adult population. Pol Arch Med Wewn. 2015; 125: 695-697.

37  Batorova A, Belovicova M, Prigancova T, et al. Evaluation of liver fibro‑
sis in hemophilia patients with HCV infection using transient elastography: 
Fibrotest. Haemophilia. 2012; 18: 81-82.

38  Maor Y, Bashari D, Kenet G, et al. Non‑invasive biomarkers of liver fi‑
brosis in haemophilia patients with hepatitis C: can you avoid liver biopsy? 
Haemophilia. 2006; 12: 372-379.

39  Maor Y, Cales P, Bashari D, et al. Improving estimation of liver fibro‑
sis using combination and newer noninvasive biomarker scoring systems in 
hepatitis C‑infected haemophilia patients. Haemophilia. 2007; 13: 722-729.

40  Fransen van de Putte DE, Fischer K, de Knegt RJ, et al. Liver stiff‑
ness measurements to assess progression of fibrosis in HCV‑infected pa‑
tients with inherited bleeding disorders. Haemophilia. 2011; 17: e975‑e980.

41  Posthouwer D, Mauser‑Bunschoten EP, Fischer K, et al. Significant liv‑
er damage in patients with bleeding disorders and chronic hepatitis C: non

‑invasive assessment of liver fibrosis using transient elastography. J Thromb 
Haemost. 2007; 5: 25-30.

Acknowledgments  We thank Anna Zubkiewicz
‑Zarębska for assistance in data collection. This 
study was financed by Wroclaw Medical Univer‑
sity (No. ST‑789, to WR).

Contribution statement  MK, Małgorzata Inglot, 
AS, UZD, WR designed the study and were re‑
sponsible for the overall study management. MZ, 
UZD, and MKJ were responsible for the analysis of 
the results. Małgorzata Inglot, AS, MK, and WR 
prepared the manuscript. The SWE was perfomed 
by Marcin Inglot. Statistical analyses were per‑
formed by KM. All authors contributed to the fi‑
nal version of the manuscript.

References

1  Makris M, Preston FE, Triger DR, et al. Hepatitis C antibody and chronic 
liver disease in haemophilia. Lancet. 1990; 335: 1117-1119.

2  Mauser‑Bunschoten EP, Bresters D, Van Drimmelen AAJ, et al. Hepati‑
tis C infection and viremia in Dutch hemophilia patients. J Med Virol. 1995; 
45: 241-246.

3  Windyga J, Grabarczyk P, Stefańska E, et al. Prevalence of HCV, HBV 
and HIV infections among severe Polish haemophiliacs. Przegl Epidemiol. 
2008; 62: 415-423.

4  Zawilska K, Podolak‑Dawidziak M. Therapeutic problems in elderly pa‑
tients with hemophilia. Pol Arch Med Wewn. 2012; 122: 567-576.

5  Makris M, Preston F, Rosendaal F, et al. The natural history of chronic 
hepatitis C in haemophiliacs. Br J Haematol. 1997; 96: 875-876.

6  Telfer P, Sabin C, Devereux H, et al. The progression of HCV‑associated 
liver disease in a cohort of haemophilic patients. Br J Haematol. 1994; 87: 
555-561.

7  Plug I, Van Der Bom JG, Peters M, et al. Mortality and causes of 
death in patients with hemophilia, 1992-2001: A prospective cohort study. 
J Thromb Haemost. 2006; 4: 510-516.

8  Quraishi MN, Khan F, Tripathi D. How we manage variceal hemorrhage 
in cirrhotic patients. Key practical messages from the British Guidelines. Pol 
Arch Med Wewn. 2016; 126: 174-184.

9  Musialik J, Chwist A, Baron J, et al. An unusual cause of hepatic en‑
cephalopathy. Pol Arch Med Wewn. 2015; 125: 303-304.

10  Harris HE. Clinical course of hepatitis C virus during the first decade of 
infection: cohort study. BMJ. 2002; 324: 450-450.

11  Hourigan LF, Macdonald GA, Purdie D, et al. Fibrosis in chronic hep‑
atitis C correlates significantly with body mass index and steatosis. Hepa‑
tology. 1999; 29: 1215-1219.

12  Thomas DL, Astemborski J, Rai RM, et al. The natural history of hep‑
atitis C virus infection: host, viral, and environmental factors. JAMA. 2000; 
284: 450-456.

13  EASL Recommendations on treatment of hepatitis C 2016. J Hepatol. 
2016. http://dx.doi.org/10.1016/j.jhep.2016.09.001.

14  Castera L, Vergniol J, Foucher J, et al. Prospective comparison of tran‑
sient elastography, Fibrotest, APRI, and liver biopsy for the assessment of fi‑
brosis in chronic hepatitis C. Gastroenterology. 2005; 128: 343-350.

15  Smith JO, Sterling RK. Systematic review: non‑invasive methods of fi‑
brosis analysis in chronic hepatitis C. Aliment Pharmacol Ther. 2009; 30: 
557-576.

16  Tonello S, Bizzotto P, Piovesan S, et al. Usefulness of shear wave elas‑
tography in the evaluation of liver fibrosis in patients with HCV‑related liv‑
er disease: A comparison with transient elastography. Hepatology. 2015; 
62: 595A‑596A.

17  Poynard T, Bedossa P, Opolon P. Natural history of liver fibrosis pro‑
gression in patients with chronic hepatitis C. Lancet. 1997; 349: 825-832.

18  Lee M‑H, Yang H‑I, Yuan Y, et al. Epidemiology and natural history of 
hepatitis C virus infection. World J Gastroenterol. 2014; 20: 9270-9280.

19  Thein HH, Yi Q, Dore GJ, et al. Estimation of stage‑specific fibrosis pro‑
gression rates in chronic hepatitis C virus infection: A meta‑analysis and 
meta‑regression. Hepatology. 2008; 48: 418-431.

20  Westbrook RH, Dusheiko G. Natural history of hepatitis C. J Hepatol. 
2014; 61: S58‑S68.

21  Christensen PB, Krarup HB, Moller A, et al. Liver biopsy performance 
and histological findings among patients with chronic viral hepatitis: A Dan‑
ish database study. Scand J Infect Dis. 2007; 39: 245-249.

22  Maor Y, Halfon P, Bashari D, et al. The prevalence of significant liver fi‑
brosis and cirrhosis in haemophilia patients infected with hepatitis C using 
FibroScan. Haemophilia. 2011; 17: 316-317.


