
LETTER TO THE EDITOR  Optimal CAP cutoff values for detecting NAFLD in patients with T1DM 1

been varying in recent years, and different val‑
ues have been reported as optimal for detecting 
fatty liver.5 However, the applied CAP cutoff of 
238 dB/m might result in a falsely high number 
of patients with liver steatosis. Hence, the au‑
thors of the current study1 might consider rean‑
alyzing their data using a higher CAP threshold. 
Furthermore, a sensitivity analysis using various 
CAP cutoff values for detecting hepatic steatosis 
could help better define the association between 
the measured indirect IR markers and fatty liver 
in patients with T1DM.
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To the editor  We read with great interest the pa‑
per by Grzelka‑Woźniak et al1 published recently 
in Polish Archives of Internal Medicine. The authors 
of this study analyzed the relationship between 
insulin resistance (IR) and the presence of non‑
alcoholic fatty liver disease (NAFLD) in individ‑
uals with type 1 diabetes mellitus (T1DM). In to‑
tal, 151 adult patients with T1DM were included. 
Their liver steatosis and fibrosis were measured 
noninvasively using controlled attenuation pa‑
rameter (CAP) and transient elastography, respec‑
tively. CAP values above 238 dB/m were indica‑
tive of NAFLD. Such values were found in 43% of 
the recruited patients, who also had lower insu‑
lin sensitivity, as compared with the individuals 
with CAP below 238 dB/m. Grzelka‑Woźniak et al1 
concluded that NAFLD might coexist with T1DM, 
particularly in the setting of reduced insulin sen‑
sitivity, and recommended using indirect IR mark‑
ers to assess the NAFLD risk in T1DM patients.

First of all, we would like to congratulate the au‑
thors on tackling an important topic. Indeed, fat‑
ty liver is becoming one of the most common liv‑
er conditions worldwide.2 Although liver biopsy 
is regarded as a reliable tool for measuring liv‑
er steatosis, noninvasive methods are widely ap‑
plied in the clinic. In brief, CAP is an ultrasound
‑based technique that measures attenuation of ul‑
trasound waves in the liver to assess hepatic fat 
content. The CAP results are presented in dB/m 
and range from 100 to 400 dB/m. The CAP cutoff 
of 238 dB/m used in the current work was also 
adopted in a 2010 study by Sasso et al3 to detect 
hepatic steatosis. Nevertheless, based on the cur‑
rently available data, this threshold might be con‑
sidered relatively low.4 For example, the authors 
of the recent Practice Guidance of the Ameri‑
can Association for the Study of Liver Diseases 
on the clinical assessment and management of 
NAFLD2 suggested using the CAP threshold of 
at least 288 dB/m for detecting hepatic steato‑
sis. We acknowledge that the CAP cutoffs have 
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