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Controlled attenuation parameter measurement

The examination was performed by trained physician by applying the probe through the
intercostal spaces, in an anterior axillary line, at the level of xiphoid process of the sternum, to
the right lobe of the liver, with the patient lying in a dorsal position with the right arm in
maximal abduction. The final results of CAP and transient elastography were the median value

of 10 measurements expressed in dB/m and kPa, respectively.

Hepatorenal Index measurement

To estimate the HRI, a visualization of the liver and right kidney in a single, longitudinal
sonographic plane, usually at the intercostal space in the mid or anterior axillary line, was
obtained. The regions of interest (ROI) were determined by the operator using circles in the
most homogenous regions of the liver parenchyma and kidney cortex between the pyramids.
This was done to avoid anatomic structures such as vessels, bile ducts or incidental cysts in the
liver and the renal sinus, and perinephric fat in the kidney.! The HRI was then calculated
automatically by the software incorporated in the ultrasound machine. Proper images and the
HRI calculation were obtained for each patient three times. The final result was the average of

three ratio measurements.

Hamaguchi Score measurement
Hamaguchi’s ultrasound score uses four variables to assess liver steatosis. Hepatorenal echo
contrast and liver parenchyma brightness are calculated together with score from 0 to 3. If they

are negative (score 0) also the final summarised score is zero. Vessel blurring can be present



(score 1) and absent (score 0) and the attenuation depth scores from 0 to 2 points. Hepatic

steatosis is defined by a score >2 and moderate/severe steatosis by score >4.
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