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Figure legend 

Figure S1: Venous excess ultrasound (VExUS) grading. When the diameter of IVC is more than 

2cm, three grades of congestion are defined based on the severity of abnormalities on 

hepatic, portal, and renal parenchymal venous Doppler. Hepatic vein Doppler is considered 

mildly abnormal when the S wave is < D wave, but still below the baseline; it is considered 

severely abnormal when the S wave is reversed. Portal vein Doppler is considered mildly 

abnormal when the pulsatility is 30-50%, and severely abnormal when it is ≥ 50%. Asterisks 

represent points of pulsatility measurement. Renal parenchymal vein Doppler is mildly 

abnormal when it is pulsatile with distinct S and D components, and severely abnormal when 

only D-wave is seen below the baseline. 

Figure adapted from NephroPOCUS.com with permission. 

 

 


