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ABSTRACT
Liver stiffness (LS) assessed by sonoelastography (SE), has been demonstrated as reliable non-invasive
indicator of liver fibrosis stage in patients with chronic liver diseases (CLD). Sonoelastography performs
best in ruling-out cirrhosis (F=4) and ruling-in signifficant fibrosis (F≥2). However, it is insufficiently
accurate to replace endoscopy for detection of esophageal varices (EV), being able to only ruling-out
large EV. LS ≥ 25 kPa by transient elastography (TE) is considered highly suggestive for the presence
of clinically significant portal hypertension (CSPH). Higher liver and spleen stiffness have been
asociated with adverse clinical outcomes in CLD.

Two-dimensional shear wave elastography (2D-SWE), the latest developed SE method, allows both
visualisation and quantification of liver elasticity in real time superimposed over B-mode ultrasound
image. Meta-analysis of studies with Supersonic Shear Imaging (SSI) revealed comparable performance
of this 2D-SWE to TE in fibrosis staging, with AUROCs 0.85 for F≥2 (LS cut-off 8.04 kPa) and 0.93 for F=4
(LS cut-off 11.12 kPa). Few studies reported very good performance of 2D-SWE (SSI) to rule-in CSPH
(AUROCs 0.79-0.95; LS cut-offs 15-25 kPa). While conflicting data exist with respect to its performance
in predicting the presence of EV, prognostic utility of 2D-SWE (SSI) was demonstrated in a single study
that reported 3.4-fold (P=0.026) higher risk of adverse outcome in patients with baseline LS21.5 kPa
followed over 28 months.

In conclusion, 2D-SWE (SSI) might be used to stage liver fibrosis in CLD, identify patients with
compensated cirrhosis under risk of adverse outcomes and potentially stratify risk of having CSPH and
EV.

KEYWORDS: Liver Cirrhosis, Fibrosis, Esophageal Varices, Prognosis, Ultrasonography, Elasticity
Imaging Techniques
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INTRODUCTION
Epidemiology, clinical signifficance and diagnostic challanges in chronic liver disease
In patients with chronic liver disease (CLD) liver fibrosis has been consistently reported as the most
important indicator of the disease severity and predictor of the rate and dynamics of development of
liver related complications and overall mortality (1,2). Cirrhosis as the distinctive advanced histological
stage and clinical entity represents a turning point in the natural history of CLD (3,4). Liver cirrhosis is
among the leading causes of death worldwide, with trends of increasing prevalence and mortality. It
was ranked the 13th cause of death on the global level in 2013 (5–7). Cirrhosis is no longer considered
as a static stage of liver disease, neither histologically nor clinically (8,9). It is indeed increasingly clear
that there is a defined chronology in the development of the complications of liver cirrhosis refecting
progressive deterioration of liver function and portal hypertension as well as the increased risk of
hepatocelular carcinoma (HCC) development (10,11,12). Increased portal pressure is the main driving
force for devopment of EV and ascites, and major determinant of prognosis in cirrhotic patients (13).
It is important to stress that the measurement of liver stiffness by transient elastography (TE), broadly
employed in todays clinical practice, reflects many of the tissue changes typical of an evolving cirrhotic
liver.
The recent Baveno VI consensus conference on portal hypertension has proposed the new term
“compensated advanced chronic liver disease“ (cACLD) encopassing both severe fibrosis and
compensated cirrhosis as a continuum to indetify asymptomatic individuals at risk of developing
clinically significant portal hypertension (CSPH, defined as hepatic venous pressure gradient HVPG>10
mmHg) (14).
For these reasons it is increasingly relevant to correlate the stage of liver fibrosis and its progressive
worsening in patients with advanced fibrosis and cirrhosis without overt clinical manifestations.
Indeed, information on the stage of liver fibrosis helps to prioritize patients for diagnostic approaches
such as measurement of HVPG, upper GI endoscopy to evaluate the presence of EV and for reaching a
realistic estimate of the risk of liver decompensation, HCC formation and death
These goals can be achieved by using invasive and noninvasive diagnostic methods. Liver fibrosis may
be detected and quantified by histological examination of liver biopsy specimen or by non-invasive
methods encompassing serological tests and elastographic assesment of the liver stiffness mostly by
ultrasound technology but also with magnetic resonance imaging (MRI) (15). The best method to
assess severity of portal hypertension (PH) is HVPG measurement, while endoscopy remains golden
standard for EV detection and staging (14).
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Ultrasound-based elastography (sonoelastography, SE) methods have become important in clinical
hepatology due to their non-invasiveness, increasing availability and simplicity of handling, as well as
diagnostic reliability especially in terms of fibrosis assessment. At present, different SE methods that
have been endorsed by the hepatology community might be divided into following cathegories (16) :
1.

Shear wave elastography (SWE):
1.1. Transient elastography (TE)
1.2. Point Shear wave elastography (pSWE): Virtual Tissue Quantification (VTQ) and Elasticity
Point quantification (ElastPQ),
1.2. Two dimensional Shear Wave elastography (2D-SWE)

2.

Strain elastography

These methods have been used in CLD to assess LS as the physical expression of the amount of liver
fibrosis, and some of them to measure spleen stiffness (SS) as this may reflect the increased pressure
in the portal vein leading to splenic congestion (17). Both LS and SS have also been investigated for
their ability to assess severity of PH, predict the presence of EV and prognosticate long-term clinical
outcomes in patients with liver cirrhosis.
Although introduced relatively late 2D-SWE has brought some important technological advances in the
arena largely dominated by TE. In this review we aimed to critically adress current clinical use of 2DSWE especialy Supersonic Shear imaging (SSI) in CLD based on the available scientific evidence.
Performance of 2D-SWE (SSI) for non-invasive assessment of liver fibrosis, portal hypertension, EV and
prognostic purposes in compensated liver cirrhosis will be discussed making a comparison with the
results obtained by employing other SE methods.
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DISCUSSION
1.

Quantitative ultrasound elastography (sonoelastography): technological aspects

Quantitative elastographic (or elastometric) methods measure the velocity of waves that travel
through the organ/tissue of interest following mechanical or acoustic compression from the external
source to the investigated structure (16). These vawes travel faster through harder/stiffer tissue, such
as fibrotic liver typical of CLD. The final result of the measurement is expressed in m/s or in kPa, with
the later calculated by the formula relative to the Young's modulus of elasticity (16). Thanks to this
physical approach, elastography provides a non-invasive estimate of liver fibrosis and provides
information on the stage of CLD.
The first among ultrasound based methods that used elastography for the assesment of of liver fibrosis
was TE (18). This method uses an external mechanical vibrator to induce low-frequency (50Hz) elastic
shear waves which are tracked in 4x1 cm large region of interest within the liver by ultrasound
transducer coaxially mounted on the vibrator (17). Since introduced, the method has gained large
popularity due to its simplicity and was tested on very large number of patients of different ethnicity
and with different etiology of CLD (19). The limitation of TE is that it does not provide US image of the
investigated liver, it is not able to meassure LS in patients with ascites and has limitted performance in
owerveight/obese patients (20).
The second technological approach uses a modified conventional US probe to generate enforced
acoustic impulses (Acoustic Radiation Force Impusle Imaging-ARFI) and transmit them into the
investigated structure, i.e. liver. On their way these impulses make small displacement of the liver
tissue and generate shear waves that travel perpendiculary to the axis of the exciting impulse with
their velocity measured by the same US probe and expressed in m/s or kPa (16,21). These technological
solutions are integrated within the conventional ultrasound machines and enable 2D US imaging of
the investigated structure with the possibility of selecting an area of interest by a measuring box. By
this approach it is possible to meassure stiffness in a selected region avoiding anatomical structures
that may interrupt or make signal unreliable such as blood vessels, ribs, air, gallbladder, tumors etc.
Methods based on ARFI technology using shear waves may be furtherly divided in to point SWE (pSWE:
such as VTQ and ElastPQ) and 2D-SWE (22). In pSWE only a small measuring box (6x10 mm) is used
with no direct visualisation of elastographic images making these methods similar to TE in terms of
stiffness measurement.
1.1.

Two-Dimensional Shear Wave Elastography

Two-Dimensional Shear Wave Elastography uses multiple and repeated acoustic impulses focused on
the different depths to form a conus-shaped wavefront in the liver maintaining the pressure and
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increasing the power and range of the shear waves within the tissue (23). By the SSI these waves are
scanned with an ultrafast US probe that, in contrast to conventional US probes, processes 5000
images/second and hence enables immaging of tissue elasticity in real-time, for which reason this
technology is also called Real Time 2-Dimensional Shear Wave Elastography (RT-2D-SWE) (24). In 2DSWE elasticity imaging is displayed in wider region of interest (for SSI round-shaped Q-box with
diameter up to 30 mm is used). Due to all these features 2D-SWE (SSI) seems potentialy advantageous
as compared to other SE methods. However, the clinical utility of TE and to some lesser extent VTQ,
has been strongly founded by scientific evidences in clinical hepatology, yet to be challenged by 2DSWE. At the same time 2D-SWE shares common limitations with other SE methods in terms of
aplicability which is limited in overweight people and still lacks standardized criteria for reliability of
measurements (25). Similar 2D-SWE technology has been developed by other manufacturers in the
meanwhile (General Electric, Siemens, Toshiba); however only SSI has been sufficiently validated by
now. For this reason the further text will focus on the data obtained by SSI as the representative of 2DSWE methods and the term 2D-SWE (SSI) would be used and may be considered synonymous to RT2D-SWE.

2.

Clinical applications of 2D-SWE in hepatology

2.1.

Non-invasive staging of liver fibrosis

All SE methods have been used to differentiate stages of liver fibrosis in different CLD. Most data on
this issue have been obtained in patients with chronic viral hepatitis by TE, ARFI, and more recently by
2D-SWE (SSI), with preliminary reports suggesting also a good performance of ElastPQ (26–30).
Transient elastography is a more accurate for the diagnosis of cirrhosis (F=4) than significant fibrosis
(F≥2), with AUROC values 0.93-0.96 (correct classification 80-98%) and 0.84-0.87 (correct classification
57-90%) respectively (15,31). Transient elastography performs better in ruling out than ruling in
cirrhosis as negative and positive predictive values of 96 and 74% were reported (15,26–30,32).
Comparable results have been obtained by other SE methods such as ARFI.
Several meta-analyses on the performance of 2D-SWE (SSI) for fibrosis staging have been recently
published (Table 1) (33–35). The meta-analysis that included 12 studies with a total of 1635 patients
reported cut-off values for stages F≥1, F≥2, F≥3 and F=4 were 7.50 ± 1.51 (range, 6.20–9.51), 8.04 ±
1.24 (range, 6.65–10.72), 9.27 ± 1.03 (range, 7.90–11.12), and 11.12 ± 1.45 (range, 9.59–14.00) kPa
with corresponding AUROCs (95% CI) 0.87 (0.84–0.90); 0.85 (0.81–0.88); 0.93 (0.91–0.95) and 0.93
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(0.90–0.95) respectively (33). In line with the results obtained by other SE methods 2D-SWE (SSI)
seems to perform better to diagnose severe fibrosis/cirrhosis than significant fibrosis.
It should be kept in mind that reported cut-off values of LS by all SE methods largely depend on the
prevalence of cirrhotic patients included in the study, a fenomenon known as “spectrum bias“.
Furthermore, respective positive (PPV) and negative predictive values (NPV) of LS cut-offs by TE are
influenced by disease prevalence and therefore not expected to work equally in populations with low
(such as general population) or high prevalence of cirrhosis (such as in tertiary hospitals, that produced
most of the quoted studies). According to one meta-analysis on TE and taking into account the reported
prevalence of F≥2 (roughly 70-75% per study) and F=4 (prevalence 20-30%) stages accurate diagnosis

following positive measurement (over the treshold) may be achieved in 92% of F≥2 patients when pretest probability is 75%, and in 72% of F4 patients when pre-test probability is 25% (such as in studies
encompassed by the meta-analysis) (26). At the same time and with the same pre-test probabilities,
diagnosis would be missed in 45% of F≥2 cases following negative measurement (below the treshold),
but only in 6% of F4 cases. Therefore, TE is reliable method to rule-in significant fibrosis and rule-out
cirrhosis, but not reliable enough to rule-out significant fibrosis or rule-in cirrhosis.
The same conclusion arises from the meta-analyses of studies by 2D-SWE (SSI) revealing better
performance of the method to rule-in significant fibrosis (post-test probability of correct result 93%
following over the threshold LS measurement, at 75% pre-test probability of the disease, according to
Fagan plot analysis) and rule-out cirrhosis (post-test probability of uncorrect classification only 5%
following below the threshold LS measurement, at 25% pre-test probability of cirrhosis). With the same
pre-test probability of the disease (fibrosis stage) post-test probability of uncorrect diagnosis following
below the threshold measurement for significant fibrosis is 35-41%, whereas post-test probability of
cirrhosis following over the threshold measurement is only 68-70% (33,34) . This led authors to
conclusion that 2D-SWE (SSI) might still not be ready for fibrosis staging in low-risk population (34).
Although widely available, user-friendly and extensively validated , TE has additional limitations as its
performance is hampered in overweight individuals (BMI > 30 kg/m2), elderly (>52 years of age) and
diabetics, with uninterpretable measurements (both complete failure + unreliable measurements) in
10-20% of patients (20,28,36).
In the absence of clear-cut instructions by the manufacturer, different reliability criteria for 2D-SWE
(SSI) measurement success have been proposed by investigators including the following: 3-5
measurements should be obtained during apnea in expiration from the same intercostal spot from the
right liver lobe (28,37,38), coefficient of variation of measurements less than 30%, lowest value
captured by the measuring box not < 0,2 kPa, SD/median of LS <10% and depth of LS measurement<5.6
cm (25,39). This could be one of the reasons explaining the proportion of unreliable measurements
7

(including complete failure) reported in the range of 6.2-26% (28,29,37,40). Again, the highest dropout rates were reported in obese and eldery people. SS measurements were unreliable in almost 40%
of patients, with significantly higher drop-out rates observed in obese and those with smaller spleen
size, the conditions making the spleen less accessible to US examination (29). Liver steatosis or
necroinflammation do not significantly affect the results of LS measurement by 2D-SWE (SSI) according
to the results published by Samir EA et al. (41). The impact of steatosis on LS measurements remains
a controversial issue with some studies showing that moderate to severe steatosis falsely increases LS
and overestimates fibrosis and other studies demostrating an underestimation (42,43). Overall, the
main problem hampering a reliable clinical utilisation of 2D-SWE (SSI) as well as all other SE methods
remains the lack of prospective validation of the proposed cut off values.

2.2.

Assessment of portal hypertension and detection of esophageal varices

For the non invasive assessment of PH, most experience derives from studies employing TE and VTQ
which have provided data on both liver and spleen stiffness, while preliminary data have been reported
with 2D-SWE (SSI). Liver stiffness shows a good correaltion with HVPG, but only up to 10-12 mmHg (10
mmHg representing treshold for CSPH), with a much weaker correlation for higher HVPG values. (44).
Along these lines, LS might serve to detect CSPH with 81% probability of correct diagnosis (AUROC
0.93), whereas it is not accurate enough to replace endoscopy for detection and grading of EVs
(AUROCs 0.84 and 0.87 for any EV and large EV respectively, primarily due to low specificity of 0.53
and 0.59), with overall accuracy of <70% following over the threshold measurement according to a
meta analysis that evaluated studies performed by TE (45). By using 2 cut-offs for >90% sensitivity (13.6
kPa) and >90% specificity (21 kPa) it was possible to avoid invasive HVPG measurements and correctly
classify 53% of patients with compensated cirrhosis undergoing liver resection due to HCC. The
remaining 47% of patients had either failure to obtain reliable measurements or had LS values in
between these cut-offs (46). In an elegant study by Augustin et al. performed in patients with
compensated chronic liver disease (mostly hepatitis C) and LS>13.6 kPa with no clinical signs of PH, EV
were detected in 20% (10/49) of patients. Of them only 2 had LS<25 kPa, and all others had LS>25 kPa.
No EV were detected if liver/spleen ultrasound and platelet count were normal, and 90% of EV were
detected in patients with abnormal both ultrasound and platelet count (47). At the cut-off value of 25
kPa, LS by TE might be reliably used to rule-in CSPH (PPV 94%, NPV 59%) and rule-out EV (NPV 93%,
PPV 42%). In both cases around 50% of patients would remain in a „grey zone“ with LS below/above
these values respectively. Based on the available scientific evidence, the Baveno VI conference
endorsed non-invasive methods to rule-in CSPH at least in virus-related etiology of CLD. Accordingly,
LS by TE (>20–25 kPa; at least two measurements on different days in fasting condition), alone or
8

combined to platelets and spleen size is sufficient to rule-in CSPH. On the other hand, patients with
LS<20 kPa and with a platelet count >150,000 have a very low risk of having varices requiring
treatment, and can safely avoid screening endoscopy (14). These reccomendations were validated
recently in a study that included 310 patients with a diagnosis of compensated chronic liver disease
who had LSM≥10kPa and an upper gastrointestinal endoscopy performed within 12 months (48).
Among patients (102/310 (33%)) who met combined LS and platelets criteria 11% had EV and 2% had
high risk EV. Therefore, by applying Baveno VI criteria it was possible to correctly identifiy 98% of
patients who could safely avoid endoscopy.
Spleen has been well recognized as one of the organs highly influenced by the hemodynamic changes
in the portal circulation that develop during the evolution of CLD. This leads to splenic congestion,
splenomegaly, but also to other structural changes within the splenic parenchyma including tissue
hyperplasia and fibrosis development resulting finally in an increased splenic stiffness (49,50).
Furthermore, as LS correlates well with HVPG only up to 10 mmHg (treshold for CSPH), SS has attracted
attention since it might hypothetically better reflect changes beyond this level of PH and therefore
might be used to non-invasivelly predict the size of EV, the goal not met by LS measurements. Several
studies with different SE methods reported on the high accuracy of SS measurements for non-invasive
detection of CSPH and EV. In patients with HCV-related cirrhosis performance of SS (by TE) was similar
to that of LS with AUROCs of 0.941 vs 0.899 (p=0.133) for EV and 0.966 vs 0.920 (p=0.099) for CSPH
respectively (51). A 54.0 kPa SS cut-off obtained by TE predicted grade 2/3 EV with 80% sensitivity and
70% specificity (AUROC 0.82) (52). In a study performed on 200 patients with cirrhosis of mixed
etiology, HVPG (n=52) showed significant correlation with SS (r=0.433, P=0.001) as assessed by TE, but
not with LS (r=0.178, p=0.20) (53). LS was significantly different between patients with and without EV
(51.4 vs. 23.9 kPa, P = 0.001), but not between the large vs small or bleeding vs non-bleeding, whereas
SS values were different between all the respective groups. LS at the cut-off value of ≥27.3 kPa and SS
≥40.8 kPa had the same diagnostic accuracy of 86% for predicting EV. At the cutoff value of 54.5 kPa,
SS could predict bleeding EV with 76 % sensitivity, 73 % specificity and AUROC of 0.819. These studies
proposed different but close cut-off values of SS for the prediction of EV in different causes of PH
ranging from 41.3 kPa by Colecchia A et al. (HCV), to 46.4 kPa by Stefanescu et al. (HCV and alcohol
related cirrhosis) (51,54). In a Japaneese study performed on 340 patients with cirrhosis of mixed
etiology, mailnly HCV, a SS valee of 3.18 m/s, measured by ARFI, identified patients with EVs with
98.4% negative predictive value, 75.0% accuracy, and SS cutoff value of 3.30 m/s identified patients
with high-risk EVs with a 99.4% negative predictive value, 72.1% accuracy. On the other hand, several
studies reported significant number of wrongly classified patients with respect to the presence and the
size of EV based on SS measurements both with TE and ARFI (52,55,56).
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Finaly, meta analysis of the 12 studies that reported results obtained by TE, VTQ and RTE revealed
suboptimal performance of SS for detecting the presence and size of EV with overal sensitivity and
specificity below 80% (57).
Recently 2D-SWE (SSI) has been evaluated as a tool for non-invasive assessment of PH showing a fair
correlation between LS and HVPG (R=0.61-0.65; p<0.001). Cut-off values of LS for CSPH were calculated
at 15.4 kPa (sensitivity and specificity both 91%; AUROC 0.95) and 15.2 kPa (sensitivity 85.7%;
specificity 80.0%)(Table 2) (25,58). The former study reported acceptable LS measurements by RT-2DSWE in 83% of patients with compensated chronic liver disease (most of them having cirrhosis)
appliying at least 1 of 2 reliability criteria: SD/median of LS <10% and depth of LS measurement <5.6
cm. Using this approach 91% of patients were correctly classified with regard to the presence of CSPH.
Confirming what already observed with TE this study showed that the best correlation between LS and
HVPG occurs for values of HVPG up to 10 mmHg. In addition, this study reported correlation between
SS and HVPG (R=0.51; p<0.001), revealing however a poor performance of SS for the prediction of CSPH
with less than 40% of patients correctly classified even after using 2 cut-off points optimised for the
best sensitivity (14.1 kPa) and specificity (25.8 kPa). In a French study of patients with advanced
cirrhosis most of whom were evaluated for liver transplantation, 2D-SWE (SSI) had success rate of LS
and SS measurements of 97%, as compared to 44% and 42% respectively by TE (56). However, after
restricting the analysis to patients with SD/mean (variation coefficient) <10% and <20% succes rate of
2D-SWE (SSI) decreased to 48% and 72% for LS measurements and to 46% and 73% for SS respectively.
At the cut-off value of 24.5 kPa, LS by 2D-SWE (SSI) had 81% sensitivity, 88% specificity, 98% PPV, 35%
NPV and 82% accuracy for CSPH, and it signifficantly outperformed SS measurements (AUROCs 0.87 vs
0.64, P = 0.003). The corresponding cut-off value of LS by TE was 65.3 kPa (52% sensitivity, 100%
specificity, 100% PPV, 21% NPV and 57% accuracy). Diagnostic Accuracy (AUCs) for CSPH was not
significantly different between TE and 2D-SWE (SSI) for both LS (AUROC 0.78 and 0.79) and SS
measurements (AUROCs 0.63 and 0.72). However, only 9 out of 79 patients had HVPG<10 mmHg and
post-hoc power analysis revealed that statistical power was low for LS assessed by TE (40%) and by
SWE (30%). This might be a reason why the obtained cut-off values by TE were much higher as
compared to results from previously cited studies. Performance of both methods (TE and 2D-SWE (SSI))
and both sites of measurements (LS and SS) were insufficient to detect the presence of high-risk EV.
In a study on 401 consecutive cirrhotic patients (305 with upper GI endoscopy: of them 43.9% had
high-risk EV) the performance of both LS and SS measurements by 2D-SWE (SSI) for detecting EV was
reported with AUROCs of 0.74 and 0.75 respectivelly in patients with compensated cirrhosis. At cutoff value of 12.8 kPa, LS had ≥90% negative predictive value for high-risk EV. While promising results
for diagnosing EV were obtained by SS measurement (cut-off 25.6 kPa, sens. 94%, spec. 36%, PPV 50%,
10

NPV 90%), the authors concluded it was not yet sufficiently robust for clinical practice owing to high
failure rates of 29.2% (40). Another study on 103 patients with compensated liver cirrhosis of mixed
etiology (mostly viral and alcoholic) revealed very good performance of LS by RT-2D-SWE in attempt
to predict the presence of any grade (cut-off 13.9 kPa, sens. 75%, spec. 88.9%, AUROC 0.887) or highrisk EV (cut-off 16.1 kPa, sens. 84.6%, spec. 85.6 %, AUROC 0.88) (59) .
Group from Zagreb reported on the performance of 2D-SWE (SSI) to detect EV in patients with cirrhosis
(N=87, mixed etiology). Higher LS and SS were associated with higher odds of having EV (by 8% for
each 1 kPa of LS (p=0.037) and 13% for 1 kPa of SS (p=0.009)) after adjustment for age, sex, and decompensation (60). Area under the ROC curve for both LS (0.796) and SS (0.79) had “good
discriminative properties”. At cut-off values 19.7 kPa for LS and 30.3 kPa for SS, with a 62% prevalence
rate of EV (including both patients with compensated (N=44) and decompensated (N=43) cirrhosis),
performance of RT-2D-SWE for detection of EV showed modest positive (80.4%) and, in particular,
negative predictive values (NPV=71%). However, since predictive values largely depend on the event
prevalence, and assuming EV prevalence of 35% (as in compensated cohort in this study, which is
indeed target for EV screening), NPV of LS (cut-off 19.7 kPa) would have been 90%, whereas for SS
(cut-off 30.3 kPa) it would fell slightly below 90% (87,6%).
Taken together results on the diagnostic performance of LS by 2D-SWE (SSI) for CSPH and EV are in
keeping with the results obtained by other SE methods. They suggest that LS measurement by 2D-SWE
(SSI) has good diagnostic performance for ruling-in CSPH. Along these lines it might be considered
promising alternative to TE. However, a wide range of cut-off values as proposed by different studies
requires prospective validation in the independent cohorts of patients with compensated
cirrhosis/cACLD as they represent target population for such an non-invasive approach. On the other
hand, LS does not correlate well with PH beyond 10-12 mmHg, and is therefore limited in predicting
the presence and size of EV. From the biological point of view this seems logical. Indeed, PH develops
as a consequence of progressive tissue fibrosis associated with chronic hepatocellular
damage/inflammation and neo-angiogenesis. It is conceivable that up to a certain limit, roughly
corresponsing to HVPG values of 10-12 mm Hg, LS is largely reflecting these changes occurring in the
liver tissue. It is also understandable how extrahepatic factors responsible for the progression of PH
and liver endothelial dysfunction cannot be captured by LS measurements. It should be stressed that
all sonoelastographic methods have invariably failed in accurately diagnosing EV, and the only
indication for elastography at the moment is for ruling out large varices in Child A patients as indicated
in the last Baveno VI criteria (14). Conflicting results exist on the clinical performance of SS
measurements for the detection of both CSPH and EV. Its clinical use by 2D-SWE (SSI) is limited by low
apllicability (unreliable SS measurements range from 29.2%-36.7% (29,40)) and SS seems not to
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consistently reflect the degree of PH at least in patients with advanced cirrhosis. For these reasons SS
might not be reccommended for diagnosing CSPH or EV yet.

2.3.

Performance of 2D-SWE for prognostic purposes

Another important issue in patients with CLD is assessment of prognosis. LS as assessed by TE has been
shown as the most important risk factor for adverse clinical outcomes even independently of the
treatment history and treatment success as revealed in large cohort of patients with chronic hepatitis
C (61). In a study on 100 patients with compensated CLD (mixed etiology, mostly alcohol-related and
chronic viral hepatitis B or C, 65% cirrhosis) 85.4% of those with LS <21.1 kPa by TE did not present
liver-related complications at 2-years follow up (62). In a meta-analysis of studies reporting on 7058
patients with CLD, higher degree of baseline LS (by TE or MRE) was associated with significantly
increased risk of hepatic decompensation, HCC, death, or a composite of these outcomes (RR 1.32;
95% CI 1.16–1.51) (63). Moreover, SS as assessed by TE has been reported to independently predicted
clinical outcomes including decompensation, HCC development and death with OR 1.11 (CI 1.05-1.17)
in a cohort of 92 patients with compensated HCV cirrhosis followed for 2 years (64). At the cut-off of
54 kPa, SS had 97% NPV for these adverse clinical outcomes in patients with compensated HCV
cirrhosis (64). Beside the influence of baseline LS or SS values, several longitudinal studies
demonstrated important impact of dynamic changes of LS over time as the reflection of the evolution
of CLD. Among patients with cACLD, LSM≥10 kPa and Child-Pugh score 5 at baseline who were subjects
to repeated LSM at 12-24 months, those with baseline LSM≥21 kPa, or increase in LSM (delta-LSM) by
10% had significantly higher risk of death and worsening liver function (decompensation or impairment
in at least 1 point in Child–Pugh score) in the follow-up period of median 43.6 months (65). In cohorts
of patients with primary sclerosing cholangitis and HCV infection annual increase of LS by >1,5 kPa and
>1 kPa respectivelly were associated with worse prognosis in terms of liver related complications and
survival (66,67).
Untill recently no study has evaluated the role of 2D-SWE (SSI) as a potential prognostic tool based on
assesment of LS and/or SS. The first study to evaluate 2D-SWE (SSI) in this regard has reported on a
retrospective analysis of the clinical outcomes of patients with compensated liver cirrhosis (N=44;
mixed etiology (45,5% alcoholic liver disease, 31,8% chronic viral hepatitis, 22,7% other)) particularly
focusing on survival or occurence of liver decompensation or HCC („event“) during the median period
of 28 months following the index measurement of LS and SS (60). The main finding was that patients
with baseline LS21.5 kPa, with adjustment for age and MELD score, had 3.4-fold (95% confidence
interval [CI] 1.16-10.4, P=0.026) higher risk of liver-related events. Although significant in univariate
12

analysis (HR 3.9, p=0,013), the association between high SS (31.7 kPa) and outcomes was of of
borderline significance (HR 2.7; P=0.056) after adjustment for age and MELD score. It is interesting to
note that LS values around 20 kPa as measured by 2D-SWE (SSI), in line to corresponding results by
other SE methods, have been confirmed as important turning point in terms of presence of PH, its
complications and long term prognosis. Namely, at LS values <19.7 kPa (as mentioned before) patients
with compensated cirrhosis have low risk of EV, whereas values of >21.5 kPa (above which increasing
incidence of EV might be expected) increase the rik of adverse clinical outcomes. Moreover, mediation
analysis revealed that the association of higher LS with a higher risk of an “event” was largely mediated
through its association with the presence of EV at baseline in this study. Hence, LS as assessed by 2DSWE (SSI) might be valuable non-invasive predictor of clinical outcomes, most likely through its
association with the presence of CSPH and EV with respective cut-off points of high accuracy yet to be
defined. With respect to the borderline effect of SS on clinical outcomes observed in cohort of patients
with mixed etiology of CLD (60), it should be noticed that spleen size, structure and stiffness might
differ due to the etiology of liver disease, and maybe the presence of collaterals that bypass the spleen
(49,50,68).
The correlation between LS and SS, i.e. the Stiffness Ratio Index (SRI=LSx10/SS), has been proposed
but was not shown to be predictive to rule-in or rule-out EV, at least when measured at a single time
point (29). Nevertheless, significant differences in SRI were noted between patients with compensated
and decompensated cirrhosis pointing to the fact that this ratio diminishes as liver cirrhosis
deteriorates. Hence, SRI could possibly be analysed longitudinally to identify patients under higher risk
of adverse clinical outcome, similar to what has been already observed with repeated LS
measurements. This possibility should be tested prospectively and the overall performance of SRI
compared to that of isolated LS or SS measurements.

CONCLUSION
In conclusion, the results of the recent studies suggest that 2D-SWE (SSI), a sophisticated new
sonoelastographic method, is a reliable non-invasive tool that might be used over the entire spectrum
of CLD with the comparable performance to other already established sonoelastographic methods to
stage liver fibrosis, recognize cirrhotic patients under increased risk of adverse clinical outcomes, with
promising role in stratifying patients according to the risk of having CSPH and EV.

REFERENCES

13

1.

Khan MH, Farrell GC, Byth K, Lin R, Weltman M, George J, et al. Which patients with hepatitis
C develop liver complications? Hepatology [Internet]. 2000 Feb [cited 2015 May 3];31(2):513–
20. Available from: http://www.ncbi.nlm.nih.gov/pubmed/10655279

2.

Germani G, Burroughs AK, Dhillon AP. The relationship between liver disease stage and liver
fibrosis: a tangled web. Histopathology [Internet]. 2010 Dec [cited 2015 May 3];57(6):773–84.
Available from: http://www.ncbi.nlm.nih.gov/pubmed/20812954

3.

Rosselli M, MacNaughtan J, Jalan R, Pinzani M. Beyond scoring: a modern interpretation of
disease progression in chronic liver disease. Gut [Internet]. 2013 Sep [cited 2014 Jun
19];62(9):1234–41. Available from: http://www.ncbi.nlm.nih.gov/pubmed/23645629

4.

Hytiroglou P, Snover DC, Alves V, Balabaud C, Bhathal PS, Bioulac-Sage P, et al. Beyond
“cirrhosis”: a proposal from the International Liver Pathology Study Group. Am J Clin Pathol
[Internet]. 2012 Jan [cited 2015 May 3];137(1):5–9. Available from:
http://www.ncbi.nlm.nih.gov/pubmed/22180471

5.

Mathers CD, Loncar D. Projections of global mortality and burden of disease from 2002 to
2030. PLoS Med [Internet]. 2006 Nov [cited 2014 Jul 9];3(11):e442. Available from:
http://www.pubmedcentral.nih.gov/articlerender.fcgi?artid=1664601&tool=pmcentrez&rend
ertype=abstract

6.

Beste LA, Leipertz SL, Green PK, Dominitz JA, Ross D, Ioannou GN. Trends in burden of
cirrhosis and hepatocellular carcinoma by underlying liver disease in US veterans, 2001-2013.
Gastroenterology [Internet]. 2015 Nov [cited 2016 Apr 28];149(6):1471-1482-8. Available
from: http://www.ncbi.nlm.nih.gov/pubmed/26255044

7.

GBD 2013 Mortality and Causes of Death Collaborators. Global, regional, and national age–sex
specific all-cause and cause-specific mortality for 240 causes of death, 1990–2013: a
systematic analysis for the Global Burden of Disease Study 2013. Lancet [Internet]. 2015 Dec
17 [cited 2014 Dec 19];385(9963):117–71. Available from:
http://www.pubmedcentral.nih.gov/articlerender.fcgi?artid=4340604&tool=pmcentrez&rend
ertype=abstract

8.

Garcia-Tsao G, Friedman S, Iredale J, Pinzani M. Now there are many (stages) where before
there was one: In search of a pathophysiological classification of cirrhosis. Hepatology
[Internet]. 2010 Apr [cited 2015 Jan 5];51(4):1445–9. Available from:
http://www.pubmedcentral.nih.gov/articlerender.fcgi?artid=2882065&tool=pmcentrez&rend
ertype=abstract

9.

Pugh R, Murray-Lyon I, Dawson J. Transection of the esophagus for bleeding esophageal
varices. Br J Surg. 1973;60:649–54.

10.

D’Amico G, Garcia-Tsao G, Pagliaro L. Natural history and prognostic indicators of survival in
cirrhosis: a systematic review of 118 studies. J Hepatol [Internet]. 2006 Jan [cited 2014 Aug
10];44(1):217–31. Available from: http://www.ncbi.nlm.nih.gov/pubmed/16298014

11.

El-Serag HB. Hepatocellular carcinoma. N Engl J Med [Internet]. 2011 Sep 22 [cited 2016 Jan
13];365(12):1118–27. Available from: http://www.ncbi.nlm.nih.gov/pubmed/21992124

12.

Pinzani M, Vizzutti F. Fibrosis and cirrhosis reversibility: clinical features and implications. Clin
Liver Dis [Internet]. 2008 Nov [cited 2016 May 5];12(4):901–13, x. Available from:
http://www.ncbi.nlm.nih.gov/pubmed/18984473

13.

Ripoll C, Groszmann R, Garcia-Tsao G, Grace N, Burroughs A, Planas R, et al. Hepatic venous
14

pressure gradient predicts clinical decompensation in patients with compensated cirrhosis.
Gastroenterology [Internet]. 2007 Aug [cited 2015 May 3];133(2):481–8. Available from:
http://www.ncbi.nlm.nih.gov/pubmed/17681169
14.

de Franchis R. EXPANDING CONSENSUS IN PORTAL HYPERTENSION Report of the Baveno VI
Consensus Workshop: stratifying risk and individualizing care for portal hypertension. J
Hepatol [Internet]. 2015 Jun 2 [cited 2015 Jun 8];63(3):743–52. Available from:
http://www.ncbi.nlm.nih.gov/pubmed/26047908

15.

European Association for Study of Liver, Asociacion Latinoamericana para el Estudio del
Higado. EASL-ALEH Clinical Practice Guidelines: Non-invasive tests for evaluation of liver
disease severity and prognosis. J Hepatol [Internet]. 2015 Jul [cited 2015 Jul 9];63(1):237–64.
Available from: http://www.ncbi.nlm.nih.gov/pubmed/25911335

16.

Bamber J, Cosgrove D, Dietrich CF, Fromageau J, Bojunga J, Calliada F, et al. EFSUMB
guidelines and recommendations on the clinical use of ultrasound elastography. Part 1: Basic
principles and technology. Ultraschall Med [Internet]. 2013 Apr [cited 2014 Jun 13];34(2):169–
84. Available from: http://www.ncbi.nlm.nih.gov/pubmed/23558397

17.

Cosgrove D, Piscaglia F, Bamber J, Bojunga J, Correas J-M, Gilja OH, et al. EFSUMB guidelines
and recommendations on the clinical use of ultrasound elastography. Part 2: Clinical
applications. Ultraschall Med [Internet]. 2013 Jun [cited 2014 Jun 19];34(3):238–53. Available
from: http://www.ncbi.nlm.nih.gov/pubmed/23605169

18.

Sandrin L, Fourquet B, Hasquenoph J-M, Yon S, Fournier C, Mal F, et al. Transient
elastography: a new noninvasive method for assessment of hepatic fibrosis. Ultrasound Med
Biol [Internet]. 2003 Dec [cited 2016 Aug 8];29(12):1705–13. Available from:
http://www.ncbi.nlm.nih.gov/pubmed/14698338

19.

Tapper EB, Castera L, Afdhal NH. FibroScan (Vibration-Controlled Transient Elastography):
Where Does It Stand in the United States Practice. Clin Gastroenterol Hepatol [Internet]. 2015
Jan [cited 2016 Aug 8];13(1):27–36. Available from:
http://linkinghub.elsevier.com/retrieve/pii/S1542356514008180

20.

Castéra L, Foucher J, Bernard P-H, Carvalho F, Allaix D, Merrouche W, et al. Pitfalls of liver
stiffness measurement: a 5-year prospective study of 13,369 examinations. Hepatology
[Internet]. 2010 Mar [cited 2011 Jul 24];51(3):828–35. Available from:
http://www.ncbi.nlm.nih.gov/pubmed/20063276

21.

Nightingale K, McAleavey S, Trahey G. Shear-wave generation using acoustic radiation force:
in vivo and ex vivo results. Ultrasound Med Biol [Internet]. 2003 Dec [cited 2016 Aug
8];29(12):1715–23. Available from: http://www.ncbi.nlm.nih.gov/pubmed/14698339

22.

Sporea I, Gilja OH, Bota S, Şirli R, Popescu A. Liver elastography - an update. Med Ultrason
[Internet]. 2013 Dec [cited 2016 Aug 8];15(4):304–14. Available from:
http://www.ncbi.nlm.nih.gov/pubmed/24286095

23.

Bavu E, Gennisson J-L, Couade M, Bercoff J, Mallet V, Fink M, et al. Noninvasive In Vivo Liver
Fibrosis Evaluation Using Supersonic Shear Imaging: A Clinical Study on 113 Hepatitis C Virus
Patients. Ultrasound Med Biol [Internet]. 2011 Jul 18 [cited 2011 Aug 1];(June):1–13. Available
from: http://www.ncbi.nlm.nih.gov/pubmed/21775051

24.

Piscaglia F, Salvatore V, Mulazzani L, Cantisani V, Schiavone C. Ultrasound Shear Wave
Elastography for Liver Disease. A Critical Appraisal of the Many Actors on the Stage.
15

Ultraschall Med [Internet]. 2016 Feb 12 [cited 2016 Dec 11];37(1):1–5. Available from:
http://www.thieme-connect.de/DOI/DOI?10.1055/s-0035-1567037
25.

Procopet B, Berzigotti A, Abraldes JG, Turon F, Hernandez-Gea V, García-Pagán JC, et al. Realtime shear-wave elastography: applicability, reliability and accuracy for clinically significant
portal hypertension. J Hepatol [Internet]. 2015 May [cited 2016 May 3];62(5):1068–75.
Available from: http://www.ncbi.nlm.nih.gov/pubmed/25514554

26.

Tsochatzis E, Gurusamy K, Ntaoula S, Cholongitas E, Davidson B, Burroughs A. Elastography for
the diagnosis of severity of fibrosis in chronic liver disease: a meta-analysis of diagnostic
accuracy. J Hepatol [Internet]. European Association for the Study of the Liver; 2011 Apr [cited
2011 Sep 19];54(4):650–9. Available from: http://www.ncbi.nlm.nih.gov/pubmed/21146892

27.

Nierhoff J, Chávez Ortiz AA, Herrmann E, Zeuzem S, Friedrich-Rust M. The efficiency of
acoustic radiation force impulse imaging for the staging of liver fibrosis: a meta-analysis. Eur
Radiol [Internet]. 2013 Nov [cited 2015 May 3];23(11):3040–53. Available from:
http://www.ncbi.nlm.nih.gov/pubmed/23801420

28.

Cassinotto C, Lapuyade B, Mouries A, Hiriart J-B, Vergniol J, Gaye D, et al. Non-invasive
assessment of liver fibrosis with impulse elastography: Comparison of Supersonic Shear
Imaging with ARFI and FibroScan®. J Hepatol [Internet]. 2014 Sep [cited 2014 Sep
25];61(3):550–7. Available from: http://www.ncbi.nlm.nih.gov/pubmed/24815876

29.

Grgurevic I, Puljiz Z, Brnic D, Bokun T, Heinzl R, Lukic A, et al. Liver and spleen stiffness and
their ratio assessed by real-time two dimensional-shear wave elastography in patients with
liver fibrosis and cirrhosis due to chronic viral hepatitis. Eur Radiol [Internet]. 2015 Apr 23
[cited 2015 Apr 29]; Available from: http://www.ncbi.nlm.nih.gov/pubmed/25903706

30.

Ferraioli G, Tinelli C, Lissandrin R, Zicchetti M, Dal Bello B, Filice G, et al. Point shear wave
elastography method for assessing liver stiffness. World J Gastroenterol [Internet]. 2014 Apr
28 [cited 2016 May 1];20(16):4787–96. Available from:
http://www.pubmedcentral.nih.gov/articlerender.fcgi?artid=4000517&tool=pmcentrez&rend
ertype=abstract

31.

Friedrich-Rust M, Poynard T, Castera L. Critical comparison of elastography methods to assess
chronic liver disease. Nat Rev Gastroenterol Hepatol [Internet]. 2016 Jul [cited 2016 Aug
8];13(7):402–11. Available from: http://www.ncbi.nlm.nih.gov/pubmed/27273167

32.

Ganne-Carrié N, Ziol M, de Ledinghen V, Douvin C, Marcellin P, Castera L, et al. Accuracy of
liver stiffness measurement for the diagnosis of cirrhosis in patients with chronic liver
diseases. Hepatology [Internet]. 2006 Dec [cited 2016 Aug 8];44(6):1511–7. Available from:
http://www.ncbi.nlm.nih.gov/pubmed/17133503

33.

Feng J-C, Li J, Wu X-W, Peng X-Y. Diagnostic Accuracy of SuperSonic Shear Imaging for Staging
of Liver Fibrosis: A Meta-analysis. J Ultrasound Med [Internet]. 2016 Feb [cited 2016 Aug
23];35(2):329–39. Available from: http://www.ncbi.nlm.nih.gov/pubmed/26795041

34.

Li C, Zhang C, Li J, Huo H, Song D. Diagnostic Accuracy of Real-Time Shear Wave Elastography
for Staging of Liver Fibrosis: A Meta-Analysis. Med Sci Monit [Internet]. 2016 [cited 2016 Aug
23];22:1349–59. Available from: http://www.ncbi.nlm.nih.gov/pubmed/27102449

35.

Jiang T, Tian G, Zhao Q, Kong D, Cheng C, Zhong L, et al. Diagnostic Accuracy of 2D-Shear
Wave Elastography for Liver Fibrosis Severity: A Meta-Analysis. PLoS One [Internet]. 2016
[cited 2016 Aug 23];11(6):e0157219. Available from:
16

http://www.ncbi.nlm.nih.gov/pubmed/27300569
36.

Sirli R, Sporea I, Bota S, Jurchiş A. Factors influencing reliability of liver stiffness measurements
using transient elastography (M-probe)-monocentric experience. Eur J Radiol [Internet]. 2013
Aug [cited 2016 Dec 11];82(8):e313-6. Available from:
http://linkinghub.elsevier.com/retrieve/pii/S0720048X13001265

37.

Sporea I, Bota S, Gradinaru-Taşcău O, Sirli R, Popescu A, Jurchiş A. Which are the cut-off
values of 2D-Shear Wave Elastography (2D-SWE) liver stiffness measurements predicting
different stages of liver fibrosis, considering Transient Elastography (TE) as the reference
method? Eur J Radiol [Internet]. 2014 Mar [cited 2014 Jun 19];83(3):e118-22. Available from:
http://www.ncbi.nlm.nih.gov/pubmed/24380640

38.

Sporea I, Grădinaru-Taşcău O, Bota S, Popescu A, Şirli R, Jurchiş A, et al. How many
measurements are needed for liver stiffness assessment by 2D-Shear Wave Elastography (2DSWE) and which value should be used: the mean or median? Med Ultrason [Internet]. 2013
Dec [cited 2016 Aug 8];15(4):268–72. Available from:
http://www.ncbi.nlm.nih.gov/pubmed/24286089

39.

Poynard T, Munteanu M, Luckina E, Perazzo H, Ngo Y, Royer L, et al. Liver fibrosis evaluation
using real-time shear wave elastography: applicability and diagnostic performance using
methods without a gold standard. J Hepatol [Internet]. 2013 May [cited 2014 Jun
19];58(5):928–35. Available from: http://www.ncbi.nlm.nih.gov/pubmed/23321316

40.

Cassinotto C, Charrie A, Mouries A, Lapuyade B, Hiriart J-B, Vergniol J, et al. Liver and spleen
elastography using supersonic shear imaging for the non-invasive diagnosis of cirrhosis
severity and oesophageal varices. Dig Liver Dis [Internet]. 2015 Aug [cited 2016 May
5];47(8):695–701. Available from: http://www.ncbi.nlm.nih.gov/pubmed/25959234

41.

Samir AE, Dhyani M, Vij A, Bhan AK, Halpern EF, Méndez-Navarro J, et al. Shear-wave
elastography for the estimation of liver fibrosis in chronic liver disease: determining accuracy
and ideal site for measurement. Radiology [Internet]. 2015 Mar [cited 2016 Aug
8];274(3):888–96. Available from: http://www.ncbi.nlm.nih.gov/pubmed/25393946

42.

Macaluso FS, Maida M, Cammà C, Cabibbo G, Cabibi D, Alduino R, et al. Steatosis affects the
performance of liver stiffness measurement for fibrosis assessment in patients with genotype
1 chronic hepatitis C. J Hepatol [Internet]. 2014 Sep [cited 2016 Aug 8];61(3):523–9. Available
from: http://www.ncbi.nlm.nih.gov/pubmed/24815874

43.

Gaia S, Carenzi S, Barilli AL, Bugianesi E, Smedile A, Brunello F, et al. Reliability of transient
elastography for the detection of fibrosis in Non-Alcoholic Fatty Liver Disease and chronic viral
hepatitis. J Hepatol [Internet]. 2011 Jan [cited 2016 Aug 8];54(1):64–71. Available from:
http://linkinghub.elsevier.com/retrieve/pii/S0168827810007129

44.

Vizzutti F, Arena U, Romanelli RG, Rega L, Foschi M, Colagrande S, et al. Liver stiffness
measurement predicts severe portal hypertension in patients with HCV-related cirrhosis.
Hepatology [Internet]. 2007 May [cited 2011 Sep 19];45(5):1290–7. Available from:
http://www.ncbi.nlm.nih.gov/pubmed/17464971

45.

Shi K-Q, Fan Y-C, Pan Z-Z, Lin X-F, Liu W-Y, Chen Y-P, et al. Transient elastography: a metaanalysis of diagnostic accuracy in evaluation of portal hypertension in chronic liver disease.
Liver Int [Internet]. 2013 Jan [cited 2015 Feb 22];33(1):62–71. Available from:
http://www.ncbi.nlm.nih.gov/pubmed/22973991

17

46.

Llop E, Berzigotti A, Reig M, Erice E, Reverter E, Seijo S, et al. Assessment of portal
hypertension by transient elastography in patients with compensated cirrhosis and potentially
resectable liver tumors. J Hepatol [Internet]. 2012 Jan [cited 2016 Aug 8];56(1):103–8.
Available from: http://www.ncbi.nlm.nih.gov/pubmed/21827733

47.

Augustin S, Millán L, González A, Martell M, Gelabert A, Segarra A, et al. Detection of early
portal hypertension with routine data and liver stiffness in patients with asymptomatic liver
disease: a prospective study. J Hepatol [Internet]. 2014 Mar [cited 2015 May 3];60(3):561–9.
Available from: http://www.ncbi.nlm.nih.gov/pubmed/24211744

48.

Maurice JB, Brodkin E, Arnold F, Navaratnam A, Paine H, Khawar S, et al. Validation of the
Baveno VI criteria to identify low risk cirrhotic patients not requiring endoscopic surveillance
for varices. J Hepatol [Internet]. 2016 Jul 5 [cited 2016 Sep 25]; Available from:
http://www.ncbi.nlm.nih.gov/pubmed/27388923

49.

Bolognesi M, Merkel C, Sacerdoti D, Nava V, Gatta A. Role of spleen enlargement in cirrhosis
with portal hypertension. Dig Liver Dis [Internet]. 2002 Feb [cited 2014 Jun 19];34(2):144–50.
Available from: http://www.ncbi.nlm.nih.gov/pubmed/11926560

50.

Bolondi L, Zironi G, Gaiani S, Li Bassi S, Benzi G, Barbara L. Caliber of splenic and hepatic
arteries and spleen size in cirrhosis of different etiology. Liver [Internet]. 1991 Aug [cited 2016
May 8];11(4):198–205. Available from: http://www.ncbi.nlm.nih.gov/pubmed/1943502

51.

Colecchia A, Montrone L, Scaioli E, Bacchi-Reggiani ML, Colli A, Casazza G, et al. Measurement
of spleen stiffness to evaluate portal hypertension and the presence of esophageal varices in
patients with HCV-related cirrhosis. Gastroenterology [Internet]. 2012 Sep [cited 2015 May
3];143(3):646–54. Available from: http://www.ncbi.nlm.nih.gov/pubmed/22643348

52.

Calvaruso V, Bronte F, Conte E, Simone F, Craxì A, Di Marco V. Modified spleen stiffness
measurement by transient elastography is associated with presence of large oesophageal
varices in patients with compensated hepatitis C virus cirrhosis. J Viral Hepat [Internet]. 2013
Dec [cited 2016 Aug 8];20(12):867–74. Available from:
http://www.ncbi.nlm.nih.gov/pubmed/24304456

53.

Sharma P, Kirnake V, Tyagi P, Bansal N, Singla V, Kumar A, et al. Spleen stiffness in patients
with cirrhosis in predicting esophageal varices. Am J Gastroenterol [Internet]. 2013 Jul [cited
2014 Sep 25];108(7):1101–7. Available from:
http://www.ncbi.nlm.nih.gov/pubmed/23629600

54.

Stefanescu H, Grigorescu M, Lupsor M, Procopet B, Maniu A, Badea R. Spleen stiffness
measurement using Fibroscan for the noninvasive assessment of esophageal varices in liver
cirrhosis patients. J Gastroenterol Hepatol [Internet]. 2011 Jan [cited 2016 Aug 8];26(1):164–
70. Available from: http://www.ncbi.nlm.nih.gov/pubmed/21175810

55.

Bota S, Sporea I, Sirli R, Focsa M, Popescu A, Danila M, et al. Can ARFI elastography predict the
presence of significant esophageal varices in newly diagnosed cirrhotic patients? Ann Hepatol
[Internet]. 2012 [cited 2016 Aug 8];11(4):519–25. Available from:
http://www.ncbi.nlm.nih.gov/pubmed/22700634

56.

Elkrief L, Rautou P-E, Ronot M, Lambert S, Dioguardi Burgio M, Francoz C, et al. Prospective
comparison of spleen and liver stiffness by using shear-wave and transient elastography for
detection of portal hypertension in cirrhosis. Radiology [Internet]. 2015 May [cited 2016 Aug
8];275(2):589–98. Available from: http://www.ncbi.nlm.nih.gov/pubmed/25469784

18

57.

Singh S, Eaton JE, Murad MH, Tanaka H, Iijima H, Talwalkar JA. Accuracy of spleen stiffness
measurement in detection of esophageal varices in patients with chronic liver disease:
systematic review and meta-analysis. Clin Gastroenterol Hepatol [Internet]. 2014 Jun [cited
2016 Mar 30];12(6):935–45.e4. Available from:
http://www.ncbi.nlm.nih.gov/pubmed/24055985

58.

Kim TY, Jeong WK, Sohn JH, Kim J, Kim MY, Kim Y. Evaluation of portal hypertension by realtime shear wave elastography in cirrhotic patients. Liver Int [Internet]. 2015 Nov [cited 2016
May 2];35(11):2416–24. Available from: http://www.ncbi.nlm.nih.gov/pubmed/25875718

59.

Kim TY, Kim TY, Kim Y, Lim S, Jeong WK, Sohn JH. Diagnostic Performance of Shear Wave
Elastography for Predicting Esophageal Varices in Patients With Compensated Liver Cirrhosis. J
Ultrasound Med [Internet]. 2016 Jul [cited 2016 Aug 23];35(7):1373–81. Available from:
http://www.ncbi.nlm.nih.gov/pubmed/27208198

60.

Grgurević I, Bokun T, Mustapić S, Trkulja V, Heinzl R, Banić M, et al. Real-time twodimensional shear wave ultrasound elastography of the liver is a reliable predictor of clinical
outcomes and the presence of esophageal varices in patients with compensated liver
cirrhosis. Croat Med J [Internet]. 2015 Oct [cited 2016 May 5];56(5):470–81. Available from:
http://www.pubmedcentral.nih.gov/articlerender.fcgi?artid=4655932&tool=pmcentrez&rend
ertype=abstract

61.

Vergniol J, Foucher J, Terrebonne E, Bernard P-H, le Bail B, Merrouche W, et al. Noninvasive
tests for fibrosis and liver stiffness predict 5-year outcomes of patients with chronic hepatitis
C. Gastroenterology [Internet]. 2011 Jun [cited 2015 May 3];140(7):1970–9, 1979-3. Available
from: http://www.ncbi.nlm.nih.gov/pubmed/21376047

62.

Robic MA, Procopet B, Métivier S, Péron JM, Selves J, Vinel JP, et al. Liver stiffness accurately
predicts portal hypertension related complications in patients with chronic liver disease: a
prospective study. J Hepatol [Internet]. 2011 Nov [cited 2016 Aug 8];55(5):1017–24. Available
from: http://www.ncbi.nlm.nih.gov/pubmed/21354450

63.

Singh S, Fujii LL, Murad MH, Wang Z, Asrani SK, Ehman RL, et al. Liver stiffness is associated
with risk of decompensation, liver cancer, and death in patients with chronic liver diseases: a
systematic review and meta-analysis. Clin Gastroenterol Hepatol [Internet]. 2013 Dec [cited
2014 Jun 19];11(12):1573-84-2-9. Available from:
http://www.ncbi.nlm.nih.gov/pubmed/23954643

64.

Colecchia A, Colli A, Casazza G, Mandolesi D, Schiumerini R, Reggiani LB, et al. Spleen stiffness
measurement can predict clinical complications in compensated HCV-related cirrhosis: a
prospective study. J Hepatol [Internet]. 2014 Jun [cited 2015 May 3];60(6):1158–64. Available
from: http://www.ncbi.nlm.nih.gov/pubmed/24607624

65.

Pons M, Simón-Talero M, Millán L, Ventura-Cots M, Santos B, Augustin S, et al. Basal values
and changes of liver stiffness predict the risk of disease progression in compensated advanced
chronic liver disease. Dig Liver Dis [Internet]. 2016 Oct [cited 2016 Oct 2];48(10):1214–9.
Available from: http://www.ncbi.nlm.nih.gov/pubmed/27388262

66.

Corpechot C, Gaouar F, El Naggar A, Kemgang A, Wendum D, Poupon R, et al. Baseline values
and changes in liver stiffness measured by transient elastography are associated with severity
of fibrosis and outcomes of patients with primary sclerosing cholangitis. Gastroenterology
[Internet]. 2014 Apr [cited 2016 Aug 8];146(4):970-9-6. Available from:
http://www.ncbi.nlm.nih.gov/pubmed/24389304

19

67.

Vergniol J, Boursier J, Coutzac C, Bertrais S, Foucher J, Angel C, et al. Evolution of noninvasive
tests of liver fibrosis is associated with prognosis in patients with chronic hepatitis C.
Hepatology [Internet]. 2014 Jul [cited 2016 Aug 8];60(1):65–76. Available from:
http://www.ncbi.nlm.nih.gov/pubmed/24519328

68.

Zykus R, Jonaitis L, Petrenkienė V, Pranculis A, Kupčinskas L. Liver and spleen transient
elastography predicts portal hypertension in patients with chronic liver disease: a prospective
cohort study. BMC Gastroenterol [Internet]. 2015 [cited 2016 Aug 11];15(15):183–90.
Available from: http://www.ncbi.nlm.nih.gov/pubmed/26702818

20

Table 1. Results of Meta-analyses on the performance of Real-time 2-dimensional Shear Wave
Elastography for staging of liver fibrosis (METAVIR classification: F≥2 (signifficant fibrosis); F=4
(cirrhosis)) in patients with chronic liver disease. All meta-analyses included mixed etiology of liver
disease. Sens=sensitivity; Spec=specificity; AUC=area under Receiver operating characteristic curve;
Pre-test probability= probability of disease (fibrosis stage) in tested population; Post-test probability
(+)=probability of accurate result following over the treshold measurement; Post-test probability ()=probability of having the disease (fibrosis stage) following below the treshold measurement.
NA=not assesed.

F≥2

F=4

Authors
(reference)

Year

Cut-off
Mean±SD (kPa)
(Range)
8.04 ± 1.24
(6.65–10.72)

Sens (%)

Spec (%) AUC

2016

Number
of
patients
1635

Feng JC
(33)

84

81

0.85

Li C
(34)

2016

934

NA

85

81

0.88

Jiang T
(35)

2016

2303

NA

84

83

0.87

Feng JC
(33)

2016

1635

11.12 ± 1.45
(9.59–14.00)

88

86

0.93

Li C
(34)

2016

934

NA

87

88

0.92

Jiang T
(35)

2016

2303

NA

89

88

0.94

P
p
(
2
5
7
2
5
7
2
5
7
2
5
7
2
5
7
2
5
7

Table 2. Results of the studies on the performance of Real-time 2-dimensional Shear Wave
Elastography for detecting clinically signifficant portal hypertension (CSPH) and esophageal varices
(EV) in patients with chronic liver disease. All studies included mixed etiology of liver disease.
Sens=sensitivity; Spec=specificity; AUC=area under Receiver operating characteristic curve, NA=not
assesed.

Clinically significant portal hypertension
Author
(reference)

Year

Number
of
patients

Condition
prevalence
(%)

Cut-off
(kPa)

Sens (%)

Spec (%) AUC

Esop
Condition
prevalence
(%)

21

Cut-o
(kPa)

Procopet
(24)

B 2015

88

49

15.4

91.3

90.9

0.94

54

NA

Kim TY
(58)

2015

92

83.7

15.2

85.7

80

0.82

77.8

NA

Elkrief L
(56)

2015

79

88.6

24.5

81

83

0.87

65 (high risk EV)

24.7

Cassinotto C
(40)

2015

305

NA

NA

NA

NA

NA

43.9 (high risk EV)

12.8

Kim TY
(59)

2016

103

NA

NA

NA

NA

NA

38.8 (any grade)
12.6 (high risk EV)

13.9
16.1

22

