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Abstract---Background: measurement of spleen stiffness (SS) by ARFI 

may predict the presence of EVs. Aim: To assess the correlation of SS 
measured by ARFI as noninvasive assessment with HVPG in the 

prediction of presence and grades of EVs in cirrhotic patients. 

Methods: 30 patients with post HCV liver cirrhosis who underwent 
biochemical tests, abdominal ultrasound (US) , Doppler , Upper 

gastrointestinal endoscopy (UGE), liver stiffness (LS) and spleen 

stiffness (SS) measurements using ARFI elastography and HVPG. 

Results: statistically significant difference was found between EVs 
presence and grades in relation to HVPG. In contrary no statistically 

significant difference was found between EVs presence and grades in 

relation to SS. Conclusion: HVPG had good significant positive 
correlation with presence and grades of EVs. There was no significant 

correlation between non-invasive parameters including the SS and LS 

(by ARFI) and presence or grades of EVs. There was no significant 
correlation between HVPG and SS and LS (by ARFI). 

 

Keywords---Spleen stiffness, ARFI, liver cirrhosis, HPVG, Esophageal 
varices. 

 

 

Introduction  
 

Portal hypertension (PH) is common sequelae of liver cirrhosis, leading to the EVs 

development, which is considered the most dangerous complication. HVPG is 
considered the optimal method for PH assessment (Garcia-Tsao et al., 2017). To 

diagnose clinically significant EVs, screening by periodic upper endoscopy should 

be done. However, repeated endoscopies are expensive and may be refused by 
many patients. So, we should find out a non-invasive and cheap technique to 

predict EVs presence and risky EVs (Şirli et al., 2015). 

 
The Baveno VI criteria recommended using LS measurement less than 20 kPa by 

transient elastography (TE) and PLT count more than 150 × 109/L for excluding 

risky EVs in compensated cirrhotic patients (De Franchis, 2015). Splenic 

congestion which occur secondary to PH leads to architectural changes in the 
splenic arteries and veins and this results in the spleen fibrosis and consequently 

increase in SS. Different elastographyic ways to assess SS including shear wave 

elastography (SWE), TE and ARFI.  ARFI is preferred for SS measurement because 
it is not affected by ascites presence or obesity (Attia et al., 2015). It was reported 

that ARFI SS is considered an ideal method clinically for screening of EVs in 

cirrhotic patients. Also by easily diagnosing risky EVs, ARFI can differentiate 
variceal bleeders from non-bleeders (Braticevici et al., 2019). Our aim is to assess 

the correlation of SS measured by ARFI as non-invasive assessment with HVPG in 

the prediction of presence and grades of EVs in cirrhotic patients. 
 

Patients and Methods 

 
Thirty patients with post HCV liver cirrhosis were included in this prospective 

study. This study was conducted in Hepato-gastroenterology and Intervention 

Radiology Departments in Theodor Bilharz research institute (TBRI) and Cairo 
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University Center for hepatic fibrosis (CUC HF); funded by STDF (5274 center of 

excellence) in the faculty of medicine, Cairo University.  

 

Adults with HCV related Liver cirrhosis were included in the study. 
The following patients were excluded: 

1) Patients with HCC 

2) Patients with previous variceal bleeding. 
3) Patients how have been treated with beta blockers or nitrates, or endoscopic 

band ligation or injection sclerotherapy of EVs. 

4) Pregnant patients. 
5) Patients with thrombosis of spleno-portal axis. 

6) Serum creatinine more than 2 mg/dl. 

7) INR more than 1.7 and platelet count less than 50000/mm³ (Patel et al., 2012). 

8) Splenctomized patients 

All included patients were evaluated by the following: - 

  

1- History taking: with special stress on the following: 
a- Symptoms of decompensated liver cirrhosis as hepatic encephalopathy, 

bleeding tendency, hematemesis or melena. 

b- Previous documented history of upper GI endoscopic examination or doing any 
therapeutic endoscopic intervention. 

c- Use of beta blocker or nitrate drugs. 

d- Previous history of splenectomy. 
e- History of shistosomiasis. 

 

2- Clinical Examination: with special emphasis on:  
a- Conscious level. 

b- Vital signs (pulse and blood pressure). 

c- Signs of decompensated liver cirrhosis as jaundice, ascites, palmer erythema 

and lower limb edema. 
d- Hepatomegaly or splenomegaly. 

 

3- Laboratory investigations: 

 Complete blood picture. 

  Biochemical profile including hepatic and kidney function tests. 

 HCV Ab and HBs Ag. 

 
4-Noninvasive parameters and scores:  

 ARFI-spleen diameter to platelet ratio score (ASPS): ARFI velocity LS (m/s) × 

spleen diameter (mm)/plt count (×103/mm3) was measured to be correlated 

with EVs (Park et al., 2015). 

 Portal hypertension risk score = -5.953 + 0.188 x LS + 1.583 x sex (1: male; 0: 

female) + 26.705 x spleen diameter (cm)/platelet count (×103/mm3) ratio and 

varices risk score = 4.364 + 0.538 x spleen diameter (cm) - 0.049 x plt count 

(×103/mm3) - 0.044 x LS + 0.001 x (LS x plt count) were evaluated (Berzigotti 
et al., 2013). 

 We constructed a possible ARFI-based prediction models by using the following 

variables (plt count, SS, LS and splenic vein diameter (SVD)), where these 
variables were put in these equations (platelet count/SS ratio, SS x SVD/plt 
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count ratio and LS x SVD/plt count ratio) to be correlated with EVS and 

HVPG.  
 
5-Abdominal ultrasonography and Doppler study:  
6-Upper GIT endoscopy: 
The grades of EVs were categorized into three grades (Grade I to III) by using the 

criteria proposed by the Japanese Research Society for PH (deFranchis, 2016). 

 
7-Acoustic Radiation Force Impulse (ARFI) elastography: 
ARFI Elastography was performed by with a Siemens ACUSON S3000 Ultrasound 

System (Siemens AG, Erlangen, Germany) with a 6C1 HD transducer, by using 

Virtual Touch Tissue Quantification application for measuring LS and SS. 10 
valid measurements were aimed for every patient where the mean value of these 

valid measurements was calculated and expressed in (meters/second - m/s) (Bota 

et al., 2011). 
 
8-HVPG measurement 
The HVPG is calculated by subtracting free hepatic venous pressure (FHVP) 
(which reflects intra-abdominal pressure) from wedged hepatic venous pressure 

(WHVP) (which reflects portal venous pressure), where these values are gained by 

right hepatic vein catheterization. The FHVP was obtained by direct assessment of 

pressure in the hepatic vein. The WHVP was obtained by balloon occlusion of the 
hepatic vein or by wedging the catheter in the end tributaries of a hepatic vein. 

The balloon occlusion technique is preferred because the pressure from large 

portion of the liver can be measured (Berzigotti et al., 2013). 
 

Statistical analysis 
 

Data were analyzed using Stata® version 14 (StataCorp LLC, College Station, TX, 

USA). Normality of numerical data distribution was examined using the Shapiro-

Wilk test. Normally distributed numerical variables were presented as mean ± SD 
and intergroup differences were compared using the unpaired t test (for two-group 

comparison) or one-way analysis of variance (ANOVA) (for multiple-group 

comparison). The Tukey-Kramer post hoc test was applied when ANOVA revealed 
a statistically significant difference among the groups. 

 

Categorical variables were presented as number and percentage and intergroup 
differences were compared using Fisher’s exact test (for nominal data) or the chi-

squared test for trend (for ordinal data). Correlations were tested using the 

Pearson correlation or Spearman correlation as appropriate. Receiver-operating 
characteristic (ROC) curve analysis was used to examine the predictive value of 

numerical variables. 

 

Results 
 

Demographic, laboratory,   ARFI quantitative data, other noninvasive scores and 

HVPG characteristics of the study populations are represented in (Table 1).  
 

EGD was done and showed that 25 patients (83%) had varices, divided into: 13 

patients (43%) with varices grade III, 6 patients (20%) with varices grade II and 6 
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patients (20%) with varices grade I, while 5 patients (17%) had no varices. There 

was statistically significant difference between presence and absence of EVs, 

regarding HVPG, where HVPG was higher in patient with EVs, but there was no 

statistically significant difference between presence and absence of EVs regarding 
liver and spleen stiffness (by ARFI) (Table 2). 

 

There was statistically significant  difference between different grades of EVs 
regarding HVPG, where HVPG was higher in Patients with EVs grade III , but 

there was no statistically significant difference between different grades of EVs 

regarding liver and spleen stiffness (by ARFI) (Table 3). 
 

Our results showed that there was no statistically significant difference between 

presence and absence of EVs, Also between their different grades regarding the 
other noninvasive scores. Even with the constructed a possible ARFI-based 

prediction models by using the following variables (plt count, SS, LS and SVD), 

where these variables were put in these equations (plt count/SS ratio, SS x SVD 

/plt count ratio and LS x SVD/plt count ratio) to be correlated with EVs and 
HVPG. We cannot found statistically significant difference between presence and 

absence or different grades of EVs. 

 
There was no statistically significant correlation between all non-invasive scores & 

HVPG (table 4). Cut off value for HVPG was put at 10 mmHg (the level of clinical 

significant portal hypertension) and the correlations were statistically done with 
all parameters showed that there were statistically significant positive correlations 

with presence and grades of EVs (p value 0.000 and 0.003 respectively) (Table 5) 

 
Table (1): Characteristics of the studied patients (n = 30). 

Characteristics Range(Mean±SD)/Number 

Age(yrs.) 45 – 65/53.93±4 

Sex Male 18 

Female 12 

Platelet count (x103/mm3) 98.7±32.2 

PC 76.05±13.14 

INR 1.23±0.15 

AST(IU/L) 86.83±43.84 

ALT(IU/L) 54.70±34.36 

Bilirubin(mg/dl) 1.26±0.61 

Albumin(g/dl) 3.30±0.71 

Creatinine(mg/dl) 0.85±0.18 

Liver stiffness (m/s)       1.87 – 4.24/2.81±0.58 

Spleen stiffness (m/s) 2.17 – 4.21/3.44±0.57 

ARFI-spleen diameter to platelet ratio score 
(ASPS) 

5.11±2.09 

PH risk score 0.54±0.32 

Varices risk score 0.48±0.32 

HVPG(mmHg)  9.00 – 30.00/17.52±6.57 
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Table (2): The comparison between presence and absence of EVs as regard to 

liver and spleen stiffness (by ARFI) and HVPG (n=30).  

 Absence of EVs 

(n=5) 

presence of EVs (n=25)  

 Variable  Mean SD Mean SD p-value 

Hepatic ARFI 

(m/s) 

2.66 0.92 2.83 0.52 0.553 

Splenic ARFI 

(m/s) 

3.43 0.77 3.45 0.54 0.957 

HVPG (mmHg) 12 4 19 6 0.034  

 

Table (3): The comparison between the different grades of EVs as regard to 
liver and spleen stiffness (by ARFI) and HVPG (n=30). 

 No EVs 

(n=5) 

Grade I 

EVs (n=6) 

Grade II 

EVs (n=6) 

Grade III 

EVs (n=13) 

 

 Variable  Mea

n 

SD Mea

n 

SD Mea

n 

SD Mea

n 

SD p-value 

Hepatic ARFI 

(m/s) 

2.66 0.9

2 

3.06 0.7

3 

2.64 0.4

5 

2.82 0.4

2 

0.611 

Splenic ARFI 

(m/s) 

3.43 0.7

7 

3.46 0.5

4 

3.09 0.4

8 

3.61 0.5

2 

0.343 

HVPG (mmHg) 12 4 15 5 15 2 22 5 0.001  

 
Table (4): The correlation of the noninvasive scores with HVPG (n=30). 

Variable HVPG  

R p value Significance 

Splenic ARFI 0.343 0.093 NS 

Heptic ARFI 0.035 0.870 NS 

ASPS 0.256 0.216 NS 

PH risk score 0.204 0.328 NS 

Varices risk score 0.190 0.362 NS 

SS x SVD/ platelet count  0.15 0.5 NS 

LS x SVD/ platelet count 0.30 0.1 NS 

 

Table (5)): The correlation of all parameters with HVPG at cut off 10 mmHg 

(n=30).  

Variable HVPG (Cut off value at 10 mmHg) 

R p value Significanc

e 

Presence of EVS 0.846 0.000 S 

Grade of EVs 0.568 0.003 S 

Splenic ARFI 0.137 0.515 NS 

Heptic ARFI 0.111 0.597 NS 

APRI score 0.324 0.114 NS 

ASPS 0.034 0.871 NS 

PH risk score 0.085 0.685 NS 

Varices risk score -0.084 0.688 NS 
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Figure (1) shows (ROC) curve for prediction of presence of EVs using ARFI 

and HVPG (n=30). 

 
HVPG was found as good significant predictor of grade 111 EVs (p value< 0, 

0001). 

 

 
Figure (2) shows (ROC) curve for prediction of grade III using ARFI or HVPG. 

HVPG was found as good significant predictor of EVS of any grade (p value 0,004). 

 
Discussion 

 

Zykus et al. (2015) predicted that SS might be more precise than LS for HVPG 

evaluation because the dynamic component of PH is reflected by SS. Our study 
showed that there were no statistically significant difference between presences or 

absence and between different grades of EVs regarding SS by ARFI. We found that 

SS failed to have predictive value for detection of presence of EVs where the cut 
off value was ≤ 3.29, giving 48 % sensitivity and 80 % specificity. Also, SS had 

poor predictive value for detection of grade III EVs where the best cut off value 

was >3.94, giving 46.2 % sensitivity and 82.4 % specificity with AUC = 0.640. This 
result was in agree with the study done by Bota et al. (2010), where 82 subjects 

were evaluated, found that there is no significant differences between presence 

and absence of EVs and also between patients with and without risky bleeding 
EVs as regard to SS by ARFI . In a study done by Mori et al. (2013), on HCV 

cirrhotic patients, found that SS measured by ARFI did not differ between the 
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groups with and without EVs. Moreover, Park et al. (2016), found that SS by ARFI 

was not reliable for prediction of EVs with no clear explanation and this study 
was done on 100 patients with alcohol induced liver cirrhosis.  

 

Against our result, SS measurement using ARFI in 340 cirrhotic patients (most of 
them were HCV positive) was effective in detecting EVs and in predicting the 

presence of high-risk EVs (Takuma et al., 2013). Peagu et al. (2019), found that 

SS measured using ARFI is an excellent method for detecting EVs and diagnosing 

large EVs in patients with virus-related cirrhosis. 
 

Another study done by Kim et al. (2015) on 125 cirrhotic patients, found that SS 

by ARFI was significantly higher in patients with EVs than in patients without 
EVs. Ferreira et al. (2016), reported that the group of patients with EVs had 

splenic-ARFI higher than 2.96 (± 0.53) m/s, but the group of patients without EV 

had splenic-ARFI lower than 2.11 (± 0.52) m/s.  
 

Moreover, Bota et al. (2012), detected a positive association between different 

grades of EVs and SS measurement by ARFI in patients with various etiologies.  
Our study showed that there were no statistically significant difference between 

presences or absence and between different grades of EVs regarding LS by ARFI. 

We found that LS had poor predictive value for detection of presence of EVs where 

the best cut off value was >2.63, giving 68 % sensitivity and 80 % specificity. LS 
failed to have predictive value for detection of grade III EVs where the best cut off 

value was > 2.66, giving 69.2 % sensitivity and 52.9 % specificity. This was in 

agree with a study done by Peagu et al. (2019), who found that LS was not 
correlated with the presence of EVs or large EVs. Also, study done on 74 HCV 

cirrhotic patients where EVs were found in 34 patients not succeeded to find 

association between LS by ARFI and EVs .14 Study published by Şirli et al. (2010) 
on 157 patients, found that no significant difference between presence and 

absence of EVs and also between small and large EVs as regard to LS measured 

by ARFI. 
 

Moreover, Ye et al. (2012) reported that there was no association between LS by 

ARFI and EVs grades. Also, in a study done by Mori et al. (2013) found that the 

LS measured by ARFI in HCV patients did not differ between the groups with and 
without EVs.  

 

In contrast to our study, the study of Morishita et al. (2014) on 135 cirrhotic 
patients where all of them were HCV positive, Showed that the LS by ARFI had 

positive correlation with the EV grades.  

 
This discrepancy due to EVs are one of the collateral circulation and represent 

only a part of PH (Mori et al. 2013). Also, this may attributed to small sample size 

in our study as compared with other studies. In addition, most of our patients 
have EVs (25 patients 83%) and this made the relation between ARFI and 

presence of varices statistically insignificant. As regard to etiology of cirrhosis, our 

study did on HCV only while most of other studies recruited patients of various 
etiologies.  
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In this study, we found that there was no significant association between SS and 

HVPG or HVPG at cut off 10 mmHg. 

 

This result was in agreement with Elkrief et al. (2015) who found no significant 
differences among groups analyzing CSPH regarding SS measured by TE and 

shear wave elastography (SWE). Also, Zykus et al. (2015) reported that 

insufficient accuracy of SS by TE may be explained by development of various 
shunts which are formed during progression of PH. Also, in the study done by 

Sharma et al. (2013), they found that SS by TE was not associated with the HVPG 

in the group of 24 patients with HVPG ≥ 19 mm Hg. 
 

On the other hand, the study published by Dvorak et al. (2014) on 25 cirrhotic 

patients of multiple etiologies found that SS by ARFI significantly correlated with 
HVPG. Also Borghi et al. (2012), found a good correlation between SS measured 

by ARFI and HVPG in study done on 40 cirrhotic patients of various etiologies. 

Moreover, SS measurement by ARFI was significantly higher in patients with 

HVPG of high values than in patients with HVPG of low values (Attia et al. 
2015).This difference between our results and these of other studies could be 

explained by variability of SS according to the degree of HVPG and the presence 

or absence of EVs and its grade. Needless to say that the etiology of liver disease 
affects the results. All our patients have cirrhosis and PH due to HCV while most 

of other studies recruited patients of various etiologies.  

 
In this study, we found that there was no significant correlation between LS and 

HVPG or HVPG at cut off 10 mmHg. This result was in agree with the study which 

found that LS by ARFI did not correlate with HVPG (Dvorak et al. 2014; Borghi et 

al., 2012). In another study, LS by fibroscan  showed no correlation  with HVPG 
(Sharma et al., 2013). Similarly, LS measurement by TE was insufficient accurate 

for predicting patients of HVPG more than 12mmHg and also had poor prediction 

for  EVs. Thus, LS is not considered as effective as HVPG with respect to overall 
diagnostic accuracy (Carrion et al., 2006; Kazemi et al., 2006; Castéra et al., 

2009). Castera et al. (2012). Vizzutti et al. (2007) and Reiberger et al.(2012) found 

that the correlation between LS by TE and HVPG had lost the linearity for HVPG 
values more than  12 mmHg. 

 

Against our results, LS measurement by ARFI was significantly higher in patients 
with HVPG of higher values than in patients with HVPG of lower values (Attia et 

al., 2015). Another study found that LS measured ARFI was well correlated with 

PH (Salzl et al., 2014).  Also, Procopet et al. (2015) found that LS measured by 

SWE has a good correlation with HVPG. 
 

Colecchia et al. (2012) found that LS measured by fibroscan has the strongest 

positive correlation with HVPG than the other noninvasive tests. Our results may 
be explained by in late stages of cirrhosis, The PH becomes  independent from the 

increased hepatic resistance (which is assessed by LS), but there are  extra 

hepatic components which are more obvious such as (hyper dynamic circulation, 
peripheral vasodilatation and splanchnic vasodilatation) (Vizzutti et al.,2007, 

Reiberger et al., 2012). Castera et al.(2012) found that clinical significant PH and 

EVs formation occur with  HVPG values which  exceed 10-12 mmHg and this 
explain why PH occur independent from liver cirrhosis,. Accordingly, the LS 
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measurement is not precise for the prediction EVs presence and grades, this is 

applied to our study as the most of our patients have HVPG > 10. 
 

In our study, we found that there were statistical significant positive correlation 

between HVPG at cut off 10 mmHg and endoscopic findings as regard to presence 
and grade of EVs. We found that the best cut-off level for prediction of presence of 

EVs was >10 mmHg , giving a sensitivity 100% and specificity 60% ( good 

predictive value ) , As regard to prediction of grade III EVs, the best cut off level 

was > 17,  giving a sensitivity 76.9% and specificity 88.2%  (excellent predictive 
value) . This was in agree with Lee et al. (2016), who found that HVPG showed a 

positive correlation with the EVs grades. Also, Wadhawan et al. (2006); Kim et al. 

(2008); Silkauskaite et al. (2009) and Gulzar et al. (2009) demonstrated a positive 
relationship between HVPG and EVS grades. 

 

On the contrary, Patch et al. (1999), found that HVPG did not correlate with EVs 
grades, their study differs from those published previously where their patients 

group were different in cause of cirrhosis. Also, Pemier-Layrargues et al. (1985) 

failed to found correlation between EVs grades and HVPG. 
There are some limitations to the current study. Firstly, it was carried out on 

relatively small number of subjects, thus more studies on larger groups of 

patients with different etiologies of cirrhosis are needed to confirm these results. 

Secondly, only five patients had no varices and this made the comparison 
between presence or absence of EVs as regard to most of other parameters 

statistically insignificant. 

 
Conclusion 

 

HVPG had good significant positive correlation with presence and grade of EVs.  
There was no significant correlation between the non-invasive parameters and 

scores including the SS and LS (by ARFI) and presence or grade of EVs. There was 

no significant correlation between HVPG and non-invasive parameters and scores 
including the SS and LS (by ARFI). 

 

References 

 
Attia, D., Schoenemeier, B., Rodt, T., Negm, A.A., Lenzen, H., Lankisch, T.O., 

Manns, M., Gebel, M., & Potthoff, A.  (2015). Evaluation of Liver and Spleen 

Stiffness with Acoustic Radiation Force Impulse Quantification Elastography 
for Diagnosing Clinically Significant Portal Hypertension. Ultraschall Med. 

36(6):603-10. 

Berzigotti, A., Seijom S., Reverter, E & Bosch, J. (2013). Assessing portal 
hypertension in liver diseases. Expert Rev Gastroenterol Hepatol. 7(2): 141- 55.  

Borghi A, Piscaglia F, Venerandi L, et al. (2012). Splenic stiffness assessed by 

ARFI (Acoustic Radiation Force Imaging) correlates with portal pressure in 
cirrhosis.  J Hepatol. 56 (Suppl 2):243-4. 

Bota, S., Sporea, I., Sirli, R., Focsa, M., Popescu, A., Danila, M., & Strain, M. 

(2012). Can ARFI elastography predict the presence of significant esophageal 
varices in newly diagnosed cirrhotic patients?. Ann Hepatol. 11(4): 519–525. 

https://www.ncbi.nlm.nih.gov/pubmed/?term=Attia%20D%5BAuthor%5D&cauthor=true&cauthor_uid=26565516
https://www.ncbi.nlm.nih.gov/pubmed/?term=Schoenemeier%20B%5BAuthor%5D&cauthor=true&cauthor_uid=26565516
https://www.ncbi.nlm.nih.gov/pubmed/?term=Rodt%20T%5BAuthor%5D&cauthor=true&cauthor_uid=26565516


 

 

19 

Bota, S., Sporea, I., Sirli, R., Popescu, A., Dănilă, M., & Sendroiu, M. (2011). 

Factors that influence the correlation of acoustic radiation force impulse 

(ARFI), elastography with liver fibrosis. Med Ultrason. 13(2): 135–140. 

Bota, S., Sporea, I., Sirli, R., Popescu, A., Dănilă, M., Sendroiu, M., & Focşa, M. 
(2010). Spleen assessment by Acoustic Radiation Force Impulse Elastography 

(ARFI) for prediction of liver cirrhosis and portal hypertension. Medical 

Ultrason. 12(3): 213–217. 
Carrión, J. A., Navasa, M., Bosch, J., Bruguera, M., Gilabert, R., & Forns, X. 

(2006). Transient elastography for diagnosis of advanced fibrosis and portal 

hypertension in patients with hepatitis C recurrence after liver 
transplantation. Liver transplantation : official publication of the American 

Association for the Study of Liver Dis Int Liver Transplant Soc. 12(12:, 1791–

1798. https://doi.org/10.1002/lt.20857 
Castéra, L., Le Bail, B., Roudot-Thoraval, F., Bernard, P. H., Foucher, J., 

Merrouche, W., Couzigou, P., & de Lédinghen, V. (2009). Early detection in 

routine clinical practice of cirrhosis and oesophageal varices in chronic 

hepatitis C: comparison of transient elastography (FibroScan) with standard 
laboratory tests and non-invasive scores. J Hepatol 50(1): 59–68. 

https://doi.org/10.1016/j.jhep.2008.08.018 

Castera, L., Pinzani, M., & Bosch, J. (2012). Non invasive evaluation of portal 
hypertension using transient elastography. J Hepatol 56(3): 696–703. 

https://doi.org/10.1016/j.jhep.2011.07.005 

Colecchia, A., Montrone, L., Scaioli, E., Bacchi-Reggiani, M. L., Colli, A., Casazza, 
G., Schiumerini, R., Turco, L., Di Biase, A. R., Mazzella, G., Marzi, L., Arena, 

U., Pinzani, M., & Festi, D. (2012). Measurement of spleen stiffness to evaluate 

portal hypertension and the presence of esophageal varices in patients with 
HCV-related cirrhosis. Gastroenterol. 143(3): 646–654. 

https://doi.org/10.1053/j.gastro.2012.05.035 

De Franchis, R. (2015). Expanding consensus in portal hypertension: report of the 

Baveno VI consensus workshop: stratifying risk and individualizing care for 
portal hypertension. J Hepatol. 63(3):743–752. 

deFranchis, R. (2016). Portal Hypertension VI: Proceedings of the Sixth Baveno 

Consensus Workshop: Stratifying Risk and Individualizing Care, DOI 
10.1007/978-3-319-23018-4_4. 

Dvorak, K., Smid, V., Sroubkova, R., et al. (2014): Non – invasive evaluation of 

portal hypertension by spleen elastography.22th united European 
Gastroenterology week .18-22. 

Elkrief, L., Rautou, P. E., Ronot, M., Lambert, S., Dioguardi Burgio, M., Francoz, 

C., Plessier, A., Durand, F., Valla, D., Lebrec, D., Vilgrain, V., & Castéra, L. 
(2015). Prospective comparison of spleen and liver stiffness by using shear-

wave and transient elastography for detection of portal hypertension in 

cirrhosis. Radiol. 275(2): 589–598. https://doi.org/10.1148/radiol.14141210 

Ferreira1, F.B., Schmillevitch, J., Silva Junior, R.G., L. A. Szutan3 & Ferreira, F. 
(2016). Prediction of esophageal varices in cirrhotic by ARFI. HPB, 18 (S1), 

e1ee384. 

Fierbinteanu-Braticevici, C., Tribus, L., Peagu, R., Petrisor, A., Baicus, C., 
Cretoiu, D., Pasternak, A., Oprea, G., Purcareanu, A., & Moldoveanu, A. C. 

(2019). Spleen Stiffness as Predictor of Esophageal Varices in Cirrhosis of 

Different Etiologies. Sci rep. 9(1): 16190. https://doi.org/10.1038/s41598-
019-52407-y. 

https://doi.org/10.1002/lt.20857
https://doi.org/10.1016/j.jhep.2008.08.018
https://doi.org/10.1016/j.jhep.2011.07.005
https://doi.org/10.1053/j.gastro.2012.05.035
https://doi.org/10.1148/radiol.14141210


         20 

Garcia-Tsao, G., Abraldes, J.G., Berzigotti, A., & Bosch. J. (2017). Portal 

hypertensive bleeding in cirrhosis: Risk stratification, diagnosis, and 
management: 2016 practice guidance by the American Association for the 

study of liver diseases. Hepatology. 65(1):310-335. doi: 10.1002/hep.28906. 

Epub 2016 Dec 1. Erratum in: Hepatology. 2017 Jul;66(1):304. PMID: 
27786365. 

Gulzar, G. M., Zargar, S. A., Jalal, S., Alaie, M. S., Javid, G., Suri, P. K., Shah, N. 

A., Bilal-Ul-Rehman, Hakeem, M. S., Shoukat, A., & Dar, G. A. (2009). 

Correlation of hepatic venous pressure gradient with variceal bleeding, size of 
esophageal varices, etiology, ascites and degree of liver dysfunction in cirrhosis 

of liver. Indian J Gastroenterol. 28(2): 59–61. 

https://doi.org/10.1007/s12664-009-0019-y 
Kazemi, F., Kettaneh, A., N'kontchou, G., Pinto, E., Ganne-Carrie, N., Trinchet, J. 

C., & Beaugrand, M. (2006). Liver stiffness measurement selects patients with 

cirrhosis at risk of bearing large oesophageal varices. J Hepatol. 45(2): 230–
235. https://doi.org/10.1016/j.jhep.2006.04.006 

Kim, H. Y., Jin, E. H., Kim, W., Lee, J. Y., Woo, H., Oh, S., Seo, J. Y., Oh, H. S., 

Chung, K. H., Jung, Y. J., Kim, D., Kim, B. G., & Lee, K. L. (2015). The Role of 
Spleen Stiffness in Determining the Severity and Bleeding Risk of Esophageal 

Varices in Cirrhotic Patients. Med. 94(24): e1031. 

https://doi.org/10.1097/MD.0000000000001031 

Kim, M. Y., Baik, S. K., Suk, K. T., Yea, C. J., Lee, I. Y., Kim, J. W., Cha, S. H., 
Kim, Y. J., Um, S. H., & Han, K. H. (2008).  Korean J Hepatol. 14(2): 150–158. 

https://doi.org/10.3350/kjhep.2008.14.2.150 

Lee, E., Kim, Y. J., Goo, D. E., Yang, S. B., Kim, H. J., Jang, J. Y., & Jeong, S. W. 
(2016). Comparison of hepatic venous pressure gradient and endoscopic 

grading of esophageal varices. World J Gastroenterol. 22(11), 3212–3219. 

https://doi.org/10.3748/wjg.v22.i11.3212 
Mori, K., Arai, H., Abe, T., Takayama, H., Toyoda, M., Ueno, T., & Sato, K. (2013). 

Spleen stiffness correlates with the presence of ascites but not esophageal 

varices in chronic hepatitis C patients. BioMed Res Int.  857862. 
https://doi.org/10.1155/2013/857862 

Morishita, N., Hiramatsu, N., Oze, T., Harada, N., Yamada, R., Miyazaki, M., 

Yakushijin, T., Miyagi, T., Yoshida, Y., Tatsumi, T., Kanto, T., & Takehara, T. 

(2014). Liver stiffness measurement by acoustic radiation force impulse is 
useful in predicting the presence of esophageal varices or high-risk esophageal 

varices among patients with HCV-related cirrhosis. J Gastroenterol. 49(7): 

1175–1182. https://doi.org/10.1007/s00535-013-0877-z 
Park, J., Kwon, H., Cho, J., Oh, J., Lee, S., Han, S., Lee, S. W., & Baek, Y. (2016). 

Is the spleen stiffness value acquired using acoustic radiation force impulse 

(ARFI) technology predictive of the presence of esophageal varices in patients 
with cirrhosis of various etiologies?. Med Ultrason. 18(1): 11–17. 

https://doi.org/10.11152/mu.2013.2066.181.sff 

Park, Y., Kim, S. U., Park, S. Y., Kim, B. K., Park, J. Y., Kim, D. Y., Ahn, S. H., 
Tak, W. Y., Kweon, Y. O., & Han, K. H. (2015). A novel model to predict 

esophageal varices in patients with compensated cirrhosis using acoustic 

radiation force impulse elastography. PloS one, 10(3): e0121009. 
https://doi.org/10.1371/journal.pone.0121009 

Patch, D., Armonis, A., Sabin, C., Christopoulou, K., Greenslade, L., McCormick, 

A., Dick, R., & Burroughs, A. K. (1999). Single portal pressure measurement 

https://doi.org/10.1007/s12664-009-0019-y
https://doi.org/10.1016/j.jhep.2006.04.006
https://doi.org/10.1097/MD.0000000000001031
https://doi.org/10.3350/kjhep.2008.14.2.150
https://doi.org/10.3748/wjg.v22.i11.3212
https://doi.org/10.1155/2013/857862
https://doi.org/10.1007/s00535-013-0877-z
https://doi.org/10.11152/mu.2013.2066.181.sff
https://doi.org/10.1371/journal.pone.0121009


 

 

21 

predicts survival in cirrhotic patients with recent bleeding. Gut, 44(2): 264–

269. https://doi.org/10.1136/gut.44.2.264 

Patel, I. J., Davidson, J. C., Nikolic, B., Salazar, G. M., Schwartzberg, M. S., 

Walker, T. G., Saad, W. A., & Standards of Practice Committee, with 
Cardiovascular and Interventional Radiological Society of Europe (CIRSE) 

Endorsement (2012). Consensus guidelines for periprocedural management of 

coagulation status and hemostasis risk in percutaneous image-guided 
interventions. J Vascul intervent Radiol. 23(6): 727–736. 

https://doi.org/10.1016/j.jvir.2012.02.012 

Peagu, R., Săraru, R., Necula, A., Moldoveanu, A., Petrişor, A., & Fierbinţeanu-
Braticevici, C. (2019). The role of spleen stiffness using ARFI in predicting 

esophageal varices in patients with Hepatitis B and C virus-related 

cirrhosis. Roma J Int Med (Revue Roumaine De Medecine Interne). 57(4): 334–
340. https://doi.org/10.2478/rjim-2019-0017 

Pomier-Layrargues, G., Kusielewicz, D., Willems, B., Villeneuve, J. P., Marleau, 

D., Côté, J., & Huet, P. M. (1985). Presinusoidal portal hypertension in non-

alcoholic cirrhosis. Hepatol (Baltimore, Md.), 5(3), 415–418. 
https://doi.org/10.1002/hep.1840050312. 

Procopet, B., Berzigotti, A., Abraldes, J. G., Turon, F., Hernandez-Gea, V., García-

Pagán, J. C., & Bosch, J. (2015). Real-time shear-wave elastography: 
applicability, reliability and accuracy for clinically significant portal 

hypertension. J Hepatol 62(5): 1068–1075. 

https://doi.org/10.1016/j.jhep.2014.12.007 
Reiberger, T., Ferlitsch, A., Payer, B. A., Pinter, M., Homoncik, M., Peck-

Radosavljevic, M., & Vienna Hepatic Hemodynamic Lab (2012). Non-selective 

β-blockers improve the correlation of liver stiffness and portal pressure in 
advanced cirrhosis. J Gastroenterol. 47(5): 561–568. 

https://doi.org/10.1007/s00535-011-0517-4 

Salzl, P., Reiberger, T., Ferlitsch, M., Payer, B. A., Schwengerer, B., Trauner, M., 

Peck-Radosavljevic, M., & Ferlitsch, A. (2014). Evaluation of portal 
hypertension and varices by acoustic radiation force impulse imaging of the 

liver compared to transient elastography and AST to platelet ratio 

index. Ultraschall in der Medizin (Stuttgart, Germany: 1980), 35(6): 528–533. 
https://doi.org/10.1055/s-0034-1366506 

Sharma, P., Kirnake, V., Tyagi, P., Bansal, N., Singla, V., Kumar, A., & Arora, A. 

(2013). Spleen stiffness in patients with cirrhosis in predicting esophageal 
varices. Am J Gastroenterol. 108(7): 1101–1107. 

https://doi.org/10.1038/ajg.2013.119 

Silkauskaite, V., Pranculis, A., Mitraite, D., Jonaitis, L., Petrenkiene, V., & 
Kupcinskas, L. (2009). Hepatic venous pressure gradient measurement in 

patients with liver cirrhosis: a correlation with disease severity and variceal 

bleeding. Medicina (Kaunas, Lithuania), 45(1): 8–13.  

Şirli R, Sporea I, Bota S, et al. (2010): Can Acoustic Radiation Force Impulse 
Elastography (ARFI) predict the complications of liver cirrhosis? Rom J Intern 

Med. 7: 15-20. 

Şirli, R., Sporea, I., Popescu, A. & Dănilă, M. (2015). Ultrasound-based 
elastography for the diagnosis of portal hypertension, in cirrhotics. World J 

Gastroenterol. 7; 21(41): 11542-51. 

Takuma, Y., Nouso, K., Morimoto, Y., Tomokuni, J., Sahara, A., Toshikuni, N., 
Takabatake, H., Shimomura, H., Doi, A., Sakakibara, I., Matsueda, K., & 

https://doi.org/10.1136/gut.44.2.264
https://doi.org/10.2478/rjim-2019-0017
https://doi.org/10.1016/j.jhep.2014.12.007
https://doi.org/10.1007/s00535-011-0517-4
https://doi.org/10.1055/s-0034-1366506
https://doi.org/10.1038/ajg.2013.119


         22 

Yamamoto, H. (2013). Measurement of spleen stiffness by acoustic radiation 

force impulse imaging identifies cirrhotic patients with esophageal 
varices. Gastroenterol. 144(1): 92–101.e2. 

https://doi.org/10.1053/j.gastro.2012.09.049 

Vizzutti, F., Arena, U., Romanelli, R. G., Rega, L., Foschi, M., Colagrande, S., 
Petrarca, A., Moscarella, S., Belli, G., Zignego, A. L., Marra, F., Laffi, G., & 

Pinzani, M. (2007). Liver stiffness measurement predicts severe portal 

hypertension in patients with HCV-related cirrhosis. Hepatology (Baltimore, 

Md.), 45(5): 1290–1297. https://doi.org/10.1002/hep.21665 
Wadhawan, M., Dubey, S., Sharma, B. C., Sarin, S. K., & Sarin, S. K. (2006). 

Hepatic venous pressure gradient in cirrhosis: correlation with the size of 

varices, bleeding, ascites, and child's status. Digest Dis Sci. 51(12): 2264–
2269. https://doi.org/10.1007/s10620-006-9310-2 

Ye, X. P., Ran, H. T., Cheng, J., Zhu, Y. F., Zhang, D. Z., Zhang, P., & Zheng, Y. Y. 

(2012). Liver and spleen stiffness measured by acoustic radiation force impulse 
elastography for noninvasive assessment of liver fibrosis and esophageal 

varices in patients with chronic hepatitis B. J Ultrasou Med. 31(8): 1245–1253. 

https://doi.org/10.7863/jum.2012.31.8.1245 
Zykus, R., Jonaitis, L., Petrenkienė, V., Pranculis, A., & Kupčinskas, L. (2015). 

Liver and spleen transient elastography predicts portal hypertension in 

patients with chronic liver disease: a prospective cohort study. BMC 

Gastroenterol. 15: 183. https://doi.org/10.1186/s12876-015-0414-z 
 

  

https://doi.org/10.1053/j.gastro.2012.09.049
https://doi.org/10.1002/hep.21665
https://doi.org/10.1007/s10620-006-9310-2
https://doi.org/10.7863/jum.2012.31.8.1245
https://doi.org/10.1186/s12876-015-0414-z

