
Citation: Ferrandino, G.; Ricciardi, F.;

Murgia, A.; Banda, I.; Manhota, M.;

Ahmed, Y.; Sweeney, K.;

Nicholson-Scott, L.; McConville, L.;

Gandelman, O.; et al. Exogenous

Volatile Organic Compound (EVOC®)

Breath Testing Maximizes

Classification Performance for

Subjects with Cirrhosis and Reveals

Signs of Portal Hypertension.

Biomedicines 2023, 11, 2957.

https://doi.org/10.3390/

biomedicines11112957

Academic Editor: Marica Meroni

Received: 2 October 2023

Revised: 20 October 2023

Accepted: 23 October 2023

Published: 1 November 2023

Copyright: © 2023 by the authors.

Licensee MDPI, Basel, Switzerland.

This article is an open access article

distributed under the terms and

conditions of the Creative Commons

Attribution (CC BY) license (https://

creativecommons.org/licenses/by/

4.0/).

biomedicines

Article

Exogenous Volatile Organic Compound (EVOC®) Breath Testing
Maximizes Classification Performance for Subjects with Cirrhosis
and Reveals Signs of Portal Hypertension
Giuseppe Ferrandino 1,*, Federico Ricciardi 1 , Antonio Murgia 1, Iris Banda 1, Menisha Manhota 1,
Yusuf Ahmed 1, Kelly Sweeney 1, Louise Nicholson-Scott 1, Lucinda McConville 1, Olga Gandelman 1,
Max Allsworth 1, Billy Boyle 1, Agnieszka Smolinska 1,2, Carmen A. Ginesta Frings 3,4, Jorge Contreras 3,
Claudia Asenjo-Lobos 5, Viviana Barrientos 4, Nataly Clavo 4, Angela Novoa 6, Amy Riviotta 5, Melissa Jerez 7

and Luis Méndez 3,4

1 Owlstone Medical, 183 Cambridge Science Park, Milton Road, Cambridge CB4 0GJ, UK
2 Department of Pharmacology and Toxicology, School for Nutrition and Translational Research in

Metabolism (NUTRIM), Maastricht University Medical Center, 6229 HX Maastricht, The Netherlands
3 Centro de Estudios Clínicos, Instituto de Ciencias e Innovación en Medicina (ICIM), Facultad de Medicina

Clínica Alemana, Universidad del Desarrollo, Santiago 7610315, Chile
4 Unidad de Gastroenterología y Endoscopía, Clínica Alemana, Facultad de Medicina Clínica Alemana,

Universidad de Desarrollo, Santiago 7650568, Chile
5 Unidad de Endoscopia, Hospital Padre Hurtado, Santiago 8880465, Chile
6 Laboratorio de Fisiología Digestiva, Clínica Alemana, Santiago 7650568, Chile
7 Nursing School, Universidad de Las Américas, Santiago 8242125, Chile
* Correspondence: giuseppe.ferrandino@owlstone.co.uk

Abstract: Background: Cirrhosis detection in primary care relies on low-performing biomarkers.
Consequently, up to 75% of subjects with cirrhosis receive their first diagnosis with decompensation
when causal treatments are less effective at preserving liver function. We investigated an unprece-
dented approach to cirrhosis detection based on dynamic breath testing. Methods: We enrolled
29 subjects with cirrhosis (Child–Pugh A and B), and 29 controls. All subjects fasted overnight. Breath
samples were taken using Breath Biopsy® before and at different time points after the administration
of 100 mg limonene. Absolute limonene breath levels were measured using gas chromatography–mass
spectrometry. Results: All subjects showed a >100-fold limonene spike in breath after administration
compared to baseline. Limonene breath kinetics showed first-order decay in >90% of the participants,
with higher bioavailability in the cirrhosis group. At the Youden index, baseline limonene levels
showed classification performance with an area under the roc curve (AUROC) of 0.83 ± 0.012, sensi-
tivity of 0.66 ± 0.09, and specificity of 0.83 ± 0.07. The best performing timepoint post-administration
was 60 min, with an AUROC of 0.91, sensitivity of 0.83 ± 0.07, and specificity of 0.9 ± 0.06. In the
cirrhosis group, limonene bioavailability showed a correlation with MELD and fibrosis indicators,
and was associated with signs of portal hypertension. Conclusions: Dynamic limonene breath testing
enhances diagnostic performance for cirrhosis compared to static testing. The correlation with disease
severity suggests potential for monitoring therapeutic interventions. Given the non-invasive nature
of breath collection, a dynamic limonene breath test could be implemented in primary care.

Keywords: breath biopsy; volatile organic compounds; functional diagnostics; non-invasive; MELD

1. Introduction

Cirrhosis is an end-stage liver disease resulting from long-term exposure to chronic
liver injuries of different aetiologies [1]. Globally, the main causes of cirrhosis are hepatitis B
and C, alcoholic-related liver disease, and non-alcoholic steatohepatitis (NASH) [2]. Disease
progression is often asymptomatic, with up to 75% of the cases diagnosed with manifesta-
tion of decompensation defined by hepatic encephalopathy, jaundice, variceal bleeding, or
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ascites [1,3,4]. Patients with a diagnosis of cirrhosis, before decompensation, can benefit
from causal treatments of the underlying aetiology (e.g., viral suppression/eradication,
alcohol abstinence, lifestyle improvements) [5], and achieve a life expectancy similar to
that of the general population [2]. Conversely, patients diagnosed with decompensation,
especially with deadly complications, have a poor prognosis, and can benefit from costly
and invasive treatments (i.e., fluid resuscitation, vasopressors, endoscopic band ligation,
injection sclerotherapy, transjugular intrahepatic portosystemic shunt (TIPS), paracentesis,
lactulose, liver transplant) [5]. The incidence of cirrhosis-related deaths increased from
1.9% of all deaths in 1990 to 2.7% in 2017 [2]. Calls for action [6–8] and a statement on the
health policy of the European Union [9] emphasised the need for earlier diagnosis to lower
the burden of chronic liver diseases and associated mortality.

The detection of cirrhosis in primary care relies on biomarkers with poor specificity
and sensitivity [10], while better-performing algorithms rely on tests available in secondary
and tertiary care [11,12]. The consequent short-circuit in the diagnostic pathway results in
patients who should be referred for treatment but remain undetected until overt decompen-
sation. Overcoming this impasse requires the implementation of novel, more practical, and
less invasive diagnostic methods [1]. The analysis of volatile organic compounds (VOCs)
in exhaled breath represents an emerging diagnostic means with the potential to develop
non-invasive tests for early disease detection in primary care, or at-home testing [13]. The
majority of exhaled VOCs stem from blood–air alveolar exchange, and their breath concen-
tration is proportional to the blood concentration and dictated by well-defined physical
chemistry properties [14]. A subset of VOCs is mainly introduced with the diet and defined
as exogenous volatile organic compounds (EVOCs) [15]. Most of these EVOCs undergo
hepatic phase I/II metabolism for excretion in the urine [16,17], with a small fraction of the
dose achieving the systemic circulation and excreted unchanged in the breath [18]. Chronic
liver diseases, with the associated metabolic and anatomical hepatic alterations, change the
excretion route [19] or the systemic bioavailability of certain compounds [20–22]. These
changes could be used for diagnostic purposes.

Limonene is an EVOC that is ingested mainly through the diet [23]. It is a monoterpene
present in citrus fruits and is accepted as a safe product and used in the pharmaceutical
and food industry. It is rapidly absorbed in the gastrointestinal (GI) tract [24], where it
is distributed to the body, especially in the richly perfused organs, and mainly accumu-
lates in the liver [25], with a small fraction excreted unchanged in the breath after acute
exposure [15,18]. Previous studies found elevated breath limonene in subjects with cirrho-
sis [23,26–30], suggesting that reduced liver function increases the amount of the compound
excreted in the lungs, providing a classification performance for a potential limonene breath
test. We showed that, in subjects with cirrhosis, levels of breath limonene correlate with
biomarkers used as a proxy for hepatic clearance and protein synthesis capacity, but not
with biomarkers of liver damage [23]. Consistently, breath limonene was higher in subjects
with more advanced cirrhosis, measured as Child–Pugh class [23]. In addition, we found
that breath limonene levels also depend on the extent of the dietary exposure [23], which
represents a confounder to control in order to maximize the classification performance of a
potential limonene breath test [18].

For this purpose, we established an unprecedented approach, in which subjects with
cirrhosis or controls ingest a defined dose of limonene in a formulation with high bioavail-
ability, and breath is collected before and at different timepoints after administration.

2. Materials and Methods
2.1. Study Design and Subjects

This prospective diagnostic accuracy study was designed according to the STAndards
for the Reporting of Diagnostic accuracy studies (STARD) guidelines and approved by
“Comité Ético Científico de la Facultad de Medicina—Clínica Alemana Universidad del
Desarrollo de Santiago, Chile”. All participants provided written informed consent. All
procedures were conducted in compliance with the applicable guidelines for the ethical
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conduct of the study, with origins in the Declaration of Helsinki [31] and Istanbul. The
presence or absence of cirrhosis and signs of portal hypertension were established using
ultrasound and blood tests according to EASL and AASLD guidelines [32,33]. Participants
older than 18 years and weighing more than 60 kg were randomly enrolled between January
2022 and December 2022. Cases of cirrhosis were patients under outpatient control with a
follow-up in gastroenterology at two centres in Santiago de Chile. Patients with fever, signs
of acute decompensation, or recent hospitalization were excluded. Healthy relatives of the
patients and other volunteers were invited to participate. To confirm the absence of liver
disease, abdominal ultrasound, and liver laboratory tests (transaminases, bilirubin, and
prothrombin time) dated no more than 6 months prior to breath testing were requested. All
participants were instructed before the experiment to fast for ≥10 h, to not consume citrus
fruits and alcohol the previous day, and to not brush their teeth or use mouthwash in the
previous 2 h. Participants provided a first breath sample followed by limonene ingestion
(100 mg) in liquid form using an oral fluid medicine syringe (BD Discardit II 309050 BD,
Vaud, Switzerland), followed by 200 mL of water to wash potential residual compound
from the mouth. Subsequently, post-administration breath samples were collected at
scheduled timepoints. Sample size estimation was performed using G*power 3.1 (UCLA,
Los Angeles, CA, USA) [34] based on previous findings [23,35]. With the expected effect
size (Cohen’s d), and assuming a non-parametric distribution, a sample size of 54 subjects
(27 control, 27 cirrhosis) was predicted to provide a power > 0.9. Accounting for a potential
10% sample loss, we aimed to enroll a total of 60 subjects (30 control, 30 cirrhosis).

Ultrasound analysis revealed that one subject enrolled in the control group had undiag-
nosed liver disease, while a subject with cirrhosis, due to autoimmune hepatitis diagnosed
3 years before breath analysis, showed cirrhosis resolution in a follow-up check. These
subjects were initially excluded and treated as a case report.

2.2. Breath Biopsy Collection

The acquisition of Breath Biopsy samples was achieved using the ReCIVA® Breath
Sampler (Owlstone Medical, Cambridge, UK) [23]. Detailed methods are available in the
Supplementary File S1.

2.3. Limonene Measurements

Breath samples were analyzed using Breath Biopsy OMNI global VOC analysis [36].
Detailed methods are available in the Supplementary File S1.

2.4. Data Handling and Statistical Analysis

Data were analysed using Python (Python Software Foundation, Fredericksburg, VA,
USA, V. 3.11) [37] and RStudio (Posit, PBC, Boston, MA, USA, V. 2023.06.1) [38]. Data
visualisation was performed using libraries matplotlib (V. 3.7) [39], seaborn (V. 0.12.2) [40],
Corrplot (V. 0.92) [41], and ggplot2 (V. 3.4.4) [42].

Limonene exhalation kinetics were analysed using non-compartmental analysis. The
PKA NCA package (V. 0.10.2, https://CRAN.R-project.org/package=PKNCA, accessed
on 15 March 2023) [43] was used to calculate area under the curve (AUC). Time to peak
concentration (Tmax), highest concentration (Cmax), initial concentration (T0), and slope
(rate of elimination) parameters were calculated for each subject and summarized by
disease group.

Statistical significance between the group medians was tested using non-parametric
Mann–Whitney U tests.

Log transformation was performed to bring variables closer to a symmetric distribution.
At each timepoint, the difference in limonene levels between the two groups was

evaluated using generalised linear models. Additionally, classification models were built
using logistic regression with 5-fold cross validation on an 80/20% training/test split.
Performance metric estimates (i.e., AUC, sensitivity, and specificity) obtained from the test
set were then averaged to provide a more robust evaluation of the model accuracy. The

https://CRAN.R-project.org/package=PKNCA
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impact of age on Limonene values was evaluated using a Linear Mixed-Effect’s model to
account for the longitudinal nature of the washout data.

The relationship between FIB4, APRI, MELD, and breath limonene in cirrhotic patients
was assessed using canonical correlation analysis (CCA) [44]. CCA finds the relationship
between two sets of variables measured for the same set of samples and is considered an
extension of bivariate correlations. The resulting CCA score plot was generated using the
statistically significant canonical variates. The contribution of the original variables to the
correlation between the two blocks can be estimated by calculating the canonical loadings,
which express the correlation between the original variable and the canonical variate.

3. Results
3.1. Subjects Characteristics

Breath samples were collected from 29 controls (M: age 43, IQR 38–57 years, m/f,
11/18 (38/62%) and 29 patients with cirrhosis (M: age 59, IQR 54–67 years, m/f, 9/20
(31/69%). Liver condition was confirmed by ultrasound. Study subject details are provided
in Table 1. A significant difference in age was observed between study groups (p < 0.001.
No significant differences were observed for morphometric parameters, except waist
circumference (p = 0.036).

Table 1. Subjects’ characteristics.

Control Cirrhosis p-Values

Number of patients 29 29

Age median [IQR] Years 43 [38–57] 59 [54–67] <0.001

Sex, n (%)

Male 11 (38%) 9 (31%)

Female 18 (62%) 20 (69%)

Height median [IQR] cm 163 [158–170] 160 [156–170] 0.32

Weight median [IQR] kg 75 [64–84] 78 [68–85] 0.50

BMI median [IQR] 26.8 [23.9–31.2] 27.7 [26.0–32.8] 0.23

Waist circumference median [IQR] (cm) 90 [81.5–104] 106 [97–113] 0.036

Child–Pugh class

-A 23 (78%)

B 5 (16%)

N/A 2 (6%)

MELD median [IQR] - 10 [7.2–12.8]

FIB4 median [IQR] 1.4 [0.8–3.1] 2.3 [1.9–4] p < 0.001

APRI median [IQR] 0.2 [0.2–0.3] 0.6 [0.4–0.9] p < 0.001

Platelets median [IQR]
×109/L 240 [216–294] 147 [107–209] p < 0.001

Total bilirubin median [IQR] (µmol/L) 8.2 [6.5–12.9] 14.3 [8.2–18.4] p < 0.001

Serum albumin median [IQR] (g/L) 45 [44–45] 40 [37–44.5] p < 0.001

INR median [IQR] 1 [1–1.06] 1.2 [1.0–1.4] p < 0.001

ALT median [IQR] (IU/L) 18 [15–26] 28.5 [18.7–38] p < 0.001

AST median [IQR] (IU/L) 21 [18.5–24] 35 [27.2–45.7] p < 0.001

GGT median [IQR] (IU/L) 24 [16–32] 76 [59.2–108.7] p < 0.001

ALP median [IQR] (IU/L) 85 [71.5–101.5] 117 [94.5–153] p < 0.001

Creatinine median [IQR] (mg/dL) 0.78 [0.68–1.93] 0.74 [0.64–0.87] 0.31

Sodium median [IQR] (mM) 141 [138.7–142.5] 142 [139.5–142.5] 0.65

IQR: interquartile range; BMI: body mass index; MELD: model for end-stage liver disease; FIB4: Fibrosis-4;
APRI: AST to Platelet Ratio Index; INR: international normalised ratio; ALT: alanine transaminase; AST: aspartate
aminotransferase; GGT: gamma–glutamyl transferase; ALP: Alkaline phosphatase; N/A: not available.
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3.2. Limonene Exhalation Kinetic

After overnight fasting (ON), at baseline, we detected a GC-MS spectral peak of
limonene in all the tested subjects. However, six controls with a low, non-quantifiable peak
area were approximated to the limit of quantification (1.18 ng). The ingestion of 100 mg
limonene induced a spike in breath of >100-fold the baseline levels in all subjects. More than
90% of the subjects showed a limonene maximal breath amount (Cmax) within 20 and 40 min
(Tmax). The investigated timecourse in a semi-logarithmic presentation showed single-
phase exponential decay of breath limonene with first-order kinetics (R2 > 0.8) in >90% of
the subjects (Figure 1A). Limonene breath kinetics for subjects with an R2 lower than 0.8
are shown in Supplementary Figure S1. A groupwise comparison of this subset showed no
significant differences in the slope at the semi-logarithmic scale (p = 0.297) (Figure 1B), while
subjects with cirrhosis had a significantly higher Y intercept (C0) (p < 0.001) (Figure 1C).
Groupwise comparisons of all the participants showed that subjects with cirrhosis had
higher levels of limonene on breath for each tested timepoint (p < 0.001) (Figure 1D,E), with
the cirrhosis group presenting with a higher Cmax and bioavailability (Figure 1F). Limonene
breath kinetic data are summarized in Table 2. These data indicate that the effect of cirrhosis
on limonene exhalation kinetics mirrors the pharmacokinetic (PK) alterations induced by
cirrhosis on drugs with high hepatic extraction, also known as flow-limited [21,22].

Table 2. Limonene exhalation kinetic parameters.

Parameter Control Cirrhosis p-Value

Cmax (ng) median [IQR] 595 [361–903] 2077 [1051–4260] <0.001

Log10 C0 (ng) median [IQR] 6.9 [6.69–7.29] 8.4 [7.9–8.9] <0.001

Tmax, n (%)
20 min 18 (62.1%) 13 (44.8%)
40 min 11 (37.9%) 12 (41.4%)
60 min 0 2 (6.9%)
90 min 0 1 (3.4%)
120 min 0 1 (3.4%)

AUC (0–90 min) ng × min/400 mL
median [IQR] 27,107 [17,605–34,946] 121,437 [57,921–202,733] <0.001

Slope −0.027 [−0.031–−0.023] −0.025 [−0.027–0.019] 0.072

IQR: Interquartile range; AUC: area under the curve.

3.3. Limonene Association with Signs of Portal Hypertension

Portal hypertension stems from increased intrahepatic vascular resistance [45] and
is the main complication that affects the prognosis and quality of life of patients with
cirrhosis [46]. As limonene showed an exhalation kinetic similar to the PK of flow limited
drugs, we hypothesized that alterations in limonene bioavailability are associated with signs
of portal hypertension identified with ultrasound. Consistent with our hypothesis, patients
with portal hypertension showed significantly higher levels of limonene bioavailability
compared to patients reported without portal hypertension (Figure 2A).

Similarly, patients with thrombocytopenia (platelets count < 150 × 109/L) and
splenomegaly (Spleen length > 12 cm) showed increased limonene bioavailability
(Figure 2B,C). Interestingly, one subject (DYL10420) with outstanding limonene bioavail-
ability (Figure 2A) was of Child–Pugh class B with the presence of mild ascites. Of the two
patients reported not to have portal hypertension (DYL20098, and DYL10289) who showed
higher levels of limonene bioavailability (Figure 2A), both were Child–Pugh class A, and one
of them was affected by thrombocytopenia. These findings suggest that a limonene breath
test could be used to identify cirrhosis subjects who have developed portal hypertension.
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than 0.8 are shown in Supplementary Figure S1. A groupwise comparison of this subset
showed no significant differences in the slope at the semi-logarithmic scale (p = 0.297)
(Figure 1B), while subjects with cirrhosis had a significantly higher Y intercept (C0) (p <
0.001) (Figure 1C). Groupwise comparisons of all the participants showed that subjects
with cirrhosis had higher levels of limonene on breath for each tested timepoint (p < 0.001)
(Figure 1D,E), with the cirrhosis group presenting with a higher Cmax and bioavailability
(Figure 1F). Limonene breath kinetic data are summarized in Table 2. These data indicate
that the effect of cirrhosis on limonene exhalation kinetics mirrors the pharmacokinetic
(PK) alterations induced by cirrhosis on drugs with high hepatic extraction, also known
as flow-limited [21,22].

Figure 1. Limonene exhalation shows first-order kinetics and increased bioavailability in subjects
with cirrhosis. From semi-logarithmic plots of breath limonene levels as a function of time from
Tmax: (A) the distribution of R2 for all the subjects; (B,C) boxplots by group of the coefficients of the
linear regression representing, respectively, the slope (decay), and the intercept (C0); (D) enlarged
boxplot for breath limonene levels before administration; (E) boxplots of breath limonene levels
before and after administration at the indicated timepoints; (F) mean and 95% confidence interval, by
group, of breath limonene levels across the measured timepoints to highlight alterations in systemic
bioavailability induced by cirrhosis.
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Figure 2. Limonene association with signs of portal hypertension. Comparison of limonene bioavail-
ability estimated as AUC in patients with and without portal hypertension. (A) Boxplot of limonene
AUC by presence or absence of portal hypertension. (B) Boxplot of limonene AUC by presence or
absence of thrombocytopenia. (C) Boxplot of limonene AUC by presence or absence of Splenomegaly.

3.4. Limonene Classification Performance

Elevated levels of limonene in subjects with cirrhosis were found in several stud-
ies [23,26–30,47,48] and were cleared after liver transplant [27], indicating that breath
alterations are a consequence of hepatic dysfunction [23,27]. Consistently, after ON fast-
ing we found elevated levels of limonene in the breath of subjects with cirrhosis, which
provided a discriminatory performance with an area under the ROC curve (AUROC) of
0.83 ± 0.12 (Figure 3A). The Youden index threshold of the logistic function produced a
specificity of 0.83 ± 0.07 and a sensitivity of 0.66 ± 0.09 (Figure 3A). In agreement with
the hypothesis that random dietary limonene exposure represents a confounding factor
in enhancing classification performance [18], 60 min post-ingestion was one of the best-
performing timepoints, with an AUROC of 0.91 ± 0.07, a specificity of 0.9 ± 0.06, and a
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sensitivity of 0.83 ± 0.07 at Youden index (Figure 3B). Breath washouts for misclassified
subjects in relation to the groupwise confidence intervals are presented in Supplementary
Figure S2. All the post-administration timepoints showed an improved classification perfor-
mance compared to baseline (Figure 3C and Table 3). The results of the linear mixed-effect’s
model confirmed that age is not a confounder for limonene exhalation kinetics (p = 0.623).
These findings suggest that a dynamic limonene breath test is a potential high-performing
diagnostic test for cirrhosis.

Biomedicines 2023, 11, x FOR PEER REVIEW 9 of 17 
 

classification performance [18], 60 min post-ingestion was one of the best-performing 
timepoints, with an AUROC of 0.91 ± 0.07, a specificity of 0.9 ± 0.06, and a sensitivity of 
0.83 ± 0.07 at Youden index (Figure 3B). Breath washouts for misclassified subjects in rela-
tion to the groupwise confidence intervals are presented in Supplementary Figure S2. All 
the post-administration timepoints showed an improved classification performance com-
pared to baseline (Figure 3C and Table 3). The results of the linear mixed-effect’s model 
confirmed that age is not a confounder for limonene exhalation kinetics (p = 0.623). These 
findings suggest that a dynamic limonene breath test is a potential high-performing diag-
nostic test for cirrhosis. 

 
Figure 3. Limonene classification performances. Comparison of breath limonene levels of control 
vs. cirrhosis. (A) ROC plot and confusion matrix before limonene administration, (B) and 60 min 
after administration. (C) Visualization of AUROC, sensitivity, and specificity for each timepoint and 
Cmax. Sensitivity and specificity were measured at the Youden index of the logistic regression func-
tion. 

Table 3. Summary of limonene diagnostic performances at different timepoints. 

Figure 3. Limonene classification performances. Comparison of breath limonene levels of control vs.
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administration. (C) Visualization of AUROC, sensitivity, and specificity for each timepoint and Cmax.
Sensitivity and specificity were measured at the Youden index of the logistic regression function.
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Table 3. Summary of limonene diagnostic performances at different timepoints.

Timepoint
(min) AUROC Sensitivity/Specificity +/− Predictive Values (%) +/− Likelihood Ratios

0 0.83 ± 0.12 0.66 ± 0.09/
0.83 ± 0.07 79.17/70.59 3.8/0.42

20 0.92 ± 0.07 0.82 ± 0.095/
0.79 ± 0.08 79.88/81.62 3.97/0.23

40 0.94 ± 0.06 0.79 ± 0.08/
0.9 ± 0.06 88.37/80.71 7.6/0.24

60 0.91 ± 0.07 0.83 ± 0.07/
0.9 ± 0.06 88.89/83.87 8.0/0.19

90 0.91 ± 0.07 0.76 ± 0.08/
0.86 ± 0.06 84.62/78.12 5.5/0.28

120 0.93 ± 0.06 0.83 ± 0.07/
0.86 ± 0.06 85.71/83.33 6.0/0.2

3.5. Correlation of Limonene Breath Test with Severity of Cirrhosis and Potential Use as a
Prognostic Tool

Given that cirrhosis-induced alterations in limonene kinetics mimic those observed
in the PK of flow-limited drugs [21], we considered breath limonene AUC as a proxy of
bioavailability in the cirrhosis group, and correlated this parameter with the MELD score
for disease severity, and FIB4 and APRI for risk of advanced fibrosis, using the CCA. In
the cirrhosis group, breath limonene AUC showed a significant collective correlation with
the explored scoring systems on the first dimension (p = 0.0002) (Figure 4A). As expected,
no significant collective correlation was observed in the control group (p = 0.6). MELD
showed a higher loading than FIB4 and APRI, of 0.94, 0.57, and 0.33, respectively, indicating
that MELD is the main parameter contributing to the correlation (Figure 4B). Correlations
between single variables are summarized in Supplementary Figure S3. These data highlight
the potential of a limonene breath test to monitor disease progression/regression after
therapeutic intervention.

3.6. Case Reports

The abdomen ultrasound of one subject (ID: DYL10297) enrolled as a control showed
a normal liver size with cholecystectomy. However, the parenchyma was slightly heteroge-
nous. Increased parenchymal echogenicity was compatible with steatosis. Focal lesions
were not observed. The bile duct was 9 mm at the hepatic hilum, with no obstructions
(Figure 5A). Mild chronic liver disease was suspected, and a clinic pathological correlation
was suggested. Remarkably, the exhalation kinetic of this subject was similar to that ob-
served in cirrhosis patients (Figure 5C), with a Cmax at 40 min of 2421 ng. Consistently, this
patient was allocated as cirrhotic by the classification model.

Another subject (ID: DYL10008) was diagnosed with cirrhosis due to autoimmune
hepatitis three years before the limonene breath test. This subject was initially enrolled in the
cirrhosis group. However, a follow-up confirmatory ultrasound showed a liver of normal
size with mild steatosis, a 15 mm pseudo-nodular hyper-congenic focus in segment IV with
no evident vascularization, and a regression of cirrhosis following immunosuppressant
treatment (Figure 5B).
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The limonene breath profile of this subject is shown in Figure 5C and resembles that of
the healthy group. These cases support the utility of a limonene breath test for diagnostic
and prognostic purposes.
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Figure 5. Case reports. Subjects found to have been allocated in the wrong group after ultrasound
confirmation of liver condition. (A) Ultrasound image of a subject who received a diagnosis of
liver disease by enrolling in this study, initially allocated as healthy. (B) Ultrasound image of a
subject diagnosed with cirrhosis 3 years before the breath tests, who showed recovery after treatment.
(C) Breath profile of these subjects. Shaded areas represent the 95% confidence interval for the
cirrhosis group (blue) and control (grey) for comparison. Each line represents a subject.

4. Discussion

Establishing the diagnosis of cirrhosis before symptomatic complications is very
important to commence etiological treatments and preserve liver function. An accurate,
non-invasive, and simple-to-apply test could be of great clinical utility.

Here, we demonstrated for the first time that dynamic limonene breath analysis pro-
vides an excellent diagnostic performance for cirrhosis, with high sensitivity and specificity.
Given the low invasiveness and simplicity of breath collection, a diagnostic test relying on
this approach could complement or even replace the current methods used in primary care.

Breath analysis has been investigated for the detection of several diseases [13,49,50].
However, especially for liver diseases, potential biomarkers are mainly of exogenous ori-
gin [18]. Consequently, their breath levels depend on dietary habits [23], and subjects
with cirrhosis whose clearance remains higher than exposure would be classified as a false
negative by a static test, whereas exposure to a standard dose before breath collection
overcomes this limitation. We found that alterations in limonene breath levels at baseline,
before administration, align with previous reports [27], although we used an earlier-stage
cirrhosis cohort with the majority of the subjects having Child–Pugh class A in the lower
range of the MELD score. As levels of limonene in breath reflect those of the venous
blood [14], we compared the dynamic portion of our study with previous studies exploring
limonene PK and alterations in cirrhosis [22,51]. Limonene appears in the circulation
rapidly after oral administration, with a distribution volume that is greater than total body
water, indicating extensive tissue binding and distribution [24,52]. Oral doses primarily
accumulate in the liver, with a minor fraction reaching the systemic circulation and richly
perfused organs [25], suggesting a high hepatic extraction. Consistently, adipose tissue,
a slowly perfused organ, showed no accumulation after a single dose, with an average
44-fold increase after 4 weeks of continuous exposure [53]. Compounds with high hepatic
extraction, also known as flow-limited, are mainly cleared during the first pass, with a small
fraction reaching systemic circulation. In the cirrhotic liver, sinusoidal capillarization and
portosystemic shunt impair blood contact with hepatocytes, reducing hepatic extraction
and leading to the increased bioavailability of flow-limited compounds [54]. On the con-
trary, compounds with low hepatic extraction are also known as enzyme-limited, and show
retarded elimination with an unchanged maximum plasma concentration and bioavailabil-
ity [21]. Limonene breath profile mimics the PK of flow-limited drugs, suggesting high
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hepatic extraction. This observation is consistent with the organ distribution observed
in mice by oral and inhalation intake, with the majority of limonene found in the liver
within 30 min post administration [25]. Consistently, in this study, we observed a higher
limonene bioavailability in subjects with signs of portal hypertension, indicating that a
dynamic limonene breath test could be used to monitor the efficacy of treatments for this
complication. Interestingly, hepatic microcirculation deteriorates already at pre-cirrhotic
stages [55], suggesting a potential for earlier-stage liver disease detection.

The detection of cirrhosis and earlier-stage liver diseases achieved an excellent perfor-
mance in large cohort studies reporting cross-validated algorithms that combine multiple
non-invasive diagnostic methods [11,12]. However, many of these parameters are generated
with tests that are available in secondary and tertiary care. The sub-optimal performance of
methods used in primary care leads to undetected cases that remain unreferred to follow-
up [10]. This short-circuit in the diagnostic pathway explains the reports of up to 75%
of cirrhosis cases being diagnosed at advanced stages with overt decompensation [1,3,4].
Strikingly, the SEAL screening program revealed that 50% of subjects with suspected cirrho-
sis did not attend their appointment with liver specialists and neglected further diagnostic
workups [4].

Compared to the current diagnostic availability for cirrhosis, dynamic breath analysis
offers several advantages. It does not require extensive training, because it consists of
compound(s) ingestion followed by timely breath collection; additionally, compound(s)
administration boosts breath levels, preventing the need for highly sensitive detection
methods or long breath collections. For example, by using selected ion flow tube mass
spectrometry (SIFT-MS), we measured the breath levels of limonene at a few parts per
billion (PPB) before administration, and up to 5–10 parts per million (PPM) (>1000 fold)
after administration from one 15 s exhalation and obtained real-time results (unpublished
data). The development of miniaturized sensors [56,57] in portable devices, facilitates
the implementation of this approach in primary care or at-home self-testing, with the
consequent benefits to patients’ quality of life, especially when monitoring disease progres-
sion/regression after therapeutic interventions.

Baseline limonene breath measurement represents a static test. Although this is
more practical compared to a dynamic approach, dynamic limonene measurement boosts
classification performance, especially sensitivity. The misclassified subjects with cirrhosis
allocated by our model are all CP class A (score = 5) with a MEDL score ≤ 8. They showed
missing data points, a breath profile with a low spike after administration, or a fast decay
after the peak. These limonene exhalation kinetics may be explained by technical problems,
slow adsorption, faster CYPs-metabolizing variants, and/or lower alterations in hepatic
perfusion. However, test performance can be further improved by using formulations with
higher bioavailability, and combining multiple compounds metabolized by the liver that
are detectable in breath [18].

One study strength is the extensive characterization of the participants, especially the
confirmation of liver condition by ultrasound. This approach led us to identify one subject
with pre-symptomatic liver disease who was enrolled in the control group and described
as a case report. Strikingly, this subject was correctly allocated by our classification model,
providing additional evidence of its real-life utility in diagnostics. Similarly, a participant
who showed regression of morphological changes in cirrhosis, was classified as healthy,
providing insight into treatment efficacy applications.

One study limitation, stemming from the necessity of maintaining a simpler study
design, is the lack of blood collection at the same timepoints when breath was collected.
Determining limonene blood concentration allows for an estimation of the exact blood/air
ratio. However, compounds’ exhalation kinetics in relation to blood concentrations have
been determined either experimentally [58] or by modelling [14], and showed consistent
ratios. This evidence, together with available limonene PK information from rodents [24]
and humans [52], led us to conclude that this limitation does not affect the strength of
data interpretation.
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The risk of selection bias was partially mitigated by enrolling subjects with earlier-
stage cirrhosis and morphometric matching controls. The majority of the cirrhosis cohort
are Child–Pugh class A and in the lower range of the MELD score spectrum. Since the
test showed a correlation with MELD, a higher diagnostic performance is expected for
advanced stages.

While we obtained a significantly younger control population, a linear mixed-effect
model test indicated that age has no effect on exhalation kinetics. Nevertheless, additional
studies with a screening set-up in at-risk populations are essential to validate primary
care performance.

5. Conclusions

This study demonstrates, for the first time, the potential of breath analysis with a
dynamic set-up to develop a non-invasive diagnostic test that can be implemented in
primary care to enhance cirrhosis detection and prognosis.

Supplementary Materials: The following supporting information can be downloaded at: https://
www.mdpi.com/article/10.3390/biomedicines11112957/s1. Supplementary File S1: Breath Biopsy
Collection; Supplementary File S2: Limonene measurements; Supplementary Figure S1: Breath
profile of the 3 subjects showing an R2 < 0.8 in Figure 1A; Supplementary Figure S2: Breath profile
of misclassified subjects. Supplementary Figure S3: Correlation matrix visualizing the Spearman
correlation between indicated variables. References [1,59] are cited in the supplementary.

Author Contributions: G.F., O.G., B.B., M.A. and L.M. (Luis Méndez): conceived the study. G.F., F.R.
and A.S.: analysed the data. M.J., N.C., V.B., A.N. and L.M. (Luis Méndez): conducted the study with
patients, participated in sample collection, and data recording. J.C., C.A.G.F. and L.M. (Luis Méndez):
investigated clinical aspects of theoretical framework, and clinical assessment of patients and follow
up. C.A.-L. and A.R.: reviewed the clinical record, supervised protocol compliance. A.M., I.B., M.M.
and Y.A.: measured limonene. K.S., L.N.-S. and L.M. (Lucinda McConville): coordinated the study
and ethics. G.F.: drafted the manuscript. All authors have read and agreed to the published version
of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: The study was conducted in accordance with the Declaration
of Helsinki, and approved by Ethics Committee of “Comité Ético Científico de la Facultad de
Medicina—Clínica Alemana Universidad del Desarrollo de Santiago, Chile”. Approval date: 13 April
2022, approval number: 2021-18.

Informed Consent Statement: Informed consent was obtained from all subjects involved in the study.

Data Availability Statement: The data presented in this study are available on request from the
corresponding author. The data are not publicly available due to privacy or ethical reasons.

Acknowledgments: We wish to acknowledge the selfless contributions of all subjects who partook in
this study and Victor Gabrielli for their dedication and precision in collecting samples.

Conflicts of Interest: G.F., F.R., A.M., I.B., M.M., Y.A., K.S., L.N.-S., O.G., M.A., B.B. and A.S. are
employees of Owlstone Medical LTD.

References
1. Tsochatzis, E.A.; Bosch, J.; Burroughs, A.K. Liver cirrhosis. Lancet 2014, 383, 1749–1761. [CrossRef] [PubMed]
2. GBD 2017 Cirrhosis Collaborators. The global, regional, and national burden of cirrhosis by cause in 195 countries and territories,

1990–2017: A systematic analysis for the Global Burden of Disease Study 2017. Lancet Gastroenterol. Hepatol. 2020, 5, 245–266.
[CrossRef]

3. Holzhutter, H.G.; Wuensch, T.; Gajowski, R.; Berndt, N.; Bulik, S.; Meierhofer, D.; Stockmann, M. A novel variant of the (13)C-
methacetin liver function breath test that eliminates the confounding effect of individual differences in systemic CO2 kinetics.
Arch. Toxicol. 2020, 94, 401–415. [CrossRef]

4. Labenz, C.; Arslanow, A.; Nguyen-Tat, M.; Nagel, M.; Worns, M.A.; Reichert, M.C.; Heil, F.J.; Mainz, D.; Zimper, G.; Romer, B.;
et al. Structured Early detection of Asymptomatic Liver Cirrhosis: Results of the population-based liver screening program SEAL.
J. Hepatol. 2022, 77, 695–701. [CrossRef] [PubMed]

5. Sharma, A.; Nagalli, S. Chronic Liver Disease. In StatPearls; StatPearls Publishing: Treasure Island, FL, USA, 2021.

https://www.mdpi.com/article/10.3390/biomedicines11112957/s1
https://www.mdpi.com/article/10.3390/biomedicines11112957/s1
https://doi.org/10.1016/S0140-6736(14)60121-5
https://www.ncbi.nlm.nih.gov/pubmed/24480518
https://doi.org/10.1016/S2468-1253(19)30349-8
https://doi.org/10.1007/s00204-020-02654-0
https://doi.org/10.1016/j.jhep.2022.04.009
https://www.ncbi.nlm.nih.gov/pubmed/35472313


Biomedicines 2023, 11, 2957 14 of 16

6. Gines, P.; Castera, L.; Lammert, F.; Graupera, I.; Serra-Burriel, M.; Allen, A.M.; Wong, V.W.; Hartmann, P.; Thiele, M.; Caballeria, L.;
et al. Population screening for liver fibrosis: Toward early diagnosis and intervention for chronic liver diseases. Hepatology 2022,
75, 219–228. [CrossRef] [PubMed]

7. Gines, P.; Graupera, I.; Lammert, F.; Angeli, P.; Caballeria, L.; Krag, A.; Guha, I.N.; Murad, S.D.; Castera, L. Screening for liver
fibrosis in the general population: A call for action. Lancet Gastroenterol. Hepatol. 2016, 1, 256–260. [CrossRef] [PubMed]

8. Graupera, I.; Lammert, F. Screening is caring: Community-based non-invasive diagnosis and treatment strategies for hepatitis C
to reduce liver disease burden. J. Hepatol. 2018, 69, 562–563. [CrossRef]

9. Karlsen, T.H.; Sheron, N.; Zelber-Sagi, S.; Carrieri, P.; Dusheiko, G.; Bugianesi, E.; Pryke, R.; Hutchinson, S.J.; Sangro, B.;
Martin, N.K.; et al. The EASL-Lancet Liver Commission: Protecting the next generation of Europeans against liver disease
complications and premature mortality. Lancet 2022, 399, 61–116. [CrossRef]

10. Macpherson, I.; Abeysekera, K.W.M.; Harris, R.; Mansour, D.; McPherson, S.; Rowe, I.; Rosenberg, W.; Dillon, J.F.; Yeoman, A.;
Specialist Interest Group in the Early Detection of Liver Disease. Identification of liver disease: Why and how. Frontline
Gastroenterol. 2022, 13, 367–373. [CrossRef]

11. Kim, B.K.; Tamaki, N.; Imajo, K.; Yoneda, M.; Sutter, N.; Jung, J.; Lin, T.; Tu, X.M.; Bergstrom, J.; Nguyen, K.; et al. Head-to-head
comparison between MEFIB, MAST, and FAST for detecting stage 2 fibrosis or higher among patients with NAFLD. J. Hepatol.
2022, 77, 1482–1490. [CrossRef]

12. Sanyal, A.J.; Foucquier, J.; Younossi, Z.M.; Harrison, S.A.; Newsome, P.N.; Chan, W.K.; Yilmaz, Y.; De Ledinghen, V.; Costentin, C.;
Zheng, M.H.; et al. Enhanced diagnosis of advanced fibrosis and cirrhosis in individuals with NAFLD using FibroScan-based
Agile scores. J. Hepatol. 2023, 78, 247–259. [CrossRef] [PubMed]

13. Haworth, J.J.; Pitcher, C.K.; Ferrandino, G.; Hobson, A.R.; Pappan, K.L.; Lawson, J.L.D. Breathing new life into clinical testing and
diagnostics: Perspectives on volatile biomarkers from breath. Crit. Rev. Clin. Lab. Sci. 2022, 59, 353–372. [CrossRef] [PubMed]

14. Mochalski, P.; King, J.; Mayhew, C.A.; Unterkofler, K. Modelling of Breath and Various Blood Volatilomic Profiles-Implications for
Breath Volatile Analysis. Molecules 2022, 27, 2381. [CrossRef] [PubMed]

15. Gaude, E.; Nakhleh, M.K.; Patassini, S.; Boschmans, J.; Allsworth, M.; Boyle, B.; van der Schee, M.P. Targeted breath analysis:
Exogenous volatile organic compounds (EVOC) as metabolic pathway-specific probes. J. Breath. Res. 2019, 13, 032001. [CrossRef]

16. Miyazawa, M.; Shindo, M.; Shimada, T. Metabolism of (+)- and (−)-limonenes to respective carveols and perillyl alcohols by
CYP2C9 and CYP2C19 in human liver microsomes. Drug Metab. Dispos. 2002, 30, 602–607. [CrossRef]

17. Miyazawa, M.; Marumoto, S.; Takahashi, T.; Nakahashi, H.; Haigou, R.; Nakanishi, K. Metabolism of (+)- and (−)-menthols by
CYP2A6 in human liver microsomes. J. Oleo Sci. 2011, 60, 127–132. [CrossRef]

18. Murgia, A.; Ahmed, Y.; Sweeney, K.; Nicholson-Scott, L.; Arthur, K.; Allsworth, M.; Boyle, B.; Gandelman, O.; Smolinska, A.;
Ferrandino, G. Breath-Taking Perspectives and Preliminary Data toward Early Detection of Chronic Liver Diseases. Biomedicines
2021, 9, 1563. [CrossRef]

19. Hardwick, R.N.; Fisher, C.D.; Street, S.M.; Canet, M.J.; Cherrington, N.J. Molecular mechanism of altered ezetimibe disposition in
nonalcoholic steatohepatitis. Drug Metab. Dispos. 2012, 40, 450–460. [CrossRef]

20. Dietrich, C.G.; Gotze, O.; Geier, A. Molecular changes in hepatic metabolism and transport in cirrhosis and their functional
importance. World J. Gastroenterol. 2016, 22, 72–88. [CrossRef]

21. Krähenbühl, S.; Reichen, J. Pharmacokinetics and Pharmacodynamics in Cirrhosis. Medicine 2002, 30, 24–27. [CrossRef]
22. Duthaler, U.; Bachmann, F.; Suenderhauf, C.; Grandinetti, T.; Pfefferkorn, F.; Haschke, M.; Hruz, P.; Bouitbir, J.; Krahenbuhl, S.

Liver Cirrhosis Affects the Pharmacokinetics of the Six Substrates of the Basel Phenotyping Cocktail Differently. Clin. Pharma-
cokinet. 2022, 61, 1039–1055. [CrossRef] [PubMed]

23. Ferrandino, G.; Orf, I.; Smith, R.; Calcagno, M.; Thind, A.K.; Debiram-Beecham, I.; Williams, M.; Gandelman, O.; de Saedeleer, A.;
Kibble, G.; et al. Breath Biopsy Assessment of Liver Disease Using an Exogenous Volatile Organic Compound-Toward Improved
Detection of Liver Impairment. Clin. Transl. Gastroenterol. 2020, 11, e00239. [CrossRef] [PubMed]

24. Chen, H.; Chan, K.K.; Budd, T. Pharmacokinetics of d-limonene in the rat by GC-MS assay. J. Pharm. Biomed. Anal. 1998, 17,
631–640. [CrossRef] [PubMed]

25. Chen, C.; Sheng, Y.; Hu, Y.; Sun, J.; Li, W.; Feng, H.; Tang, L. Determination of d-limonene in mice plasma and tissues by a new
GC-MS/MS method: Comparison of the pharmacokinetics and tissue distribution by oral and inhalation administration in mice.
Biomed. Chromatogr. 2019, 33, e4530. [CrossRef]

26. Dadamio, J.; Van den Velde, S.; Laleman, W.; Van Hee, P.; Coucke, W.; Nevens, F.; Quirynen, M. Breath biomarkers of liver
cirrhosis. J. Chromatogr. B Analyt Technol. Biomed. Life Sci. 2012, 905, 17–22. [CrossRef]

27. Fernandez Del Rio, R.; O’Hara, M.E.; Holt, A.; Pemberton, P.; Shah, T.; Whitehouse, T.; Mayhew, C.A. Volatile Biomarkers in
Breath Associated With Liver Cirrhosis—Comparisons of Pre- and Post-liver Transplant Breath Samples. EBioMedicine 2015, 2,
1243–1250. [CrossRef]

28. Friedman, M.I.; Preti, G.; Deems, R.O.; Friedman, L.S.; Munoz, S.J.; Maddrey, W.C. Limonene in expired lung air of patients with
liver disease. Dig. Dis. Sci. 1994, 39, 1672–1676. [CrossRef]

29. Pijls, K.E.; Smolinska, A.; Jonkers, D.M.; Dallinga, J.W.; Masclee, A.A.; Koek, G.H.; van Schooten, F.J. A profile of volatile organic
compounds in exhaled air as a potential non-invasive biomarker for liver cirrhosis. Sci. Rep. 2016, 6, 19903. [CrossRef]

https://doi.org/10.1002/hep.32163
https://www.ncbi.nlm.nih.gov/pubmed/34537988
https://doi.org/10.1016/S2468-1253(16)30081-4
https://www.ncbi.nlm.nih.gov/pubmed/28404098
https://doi.org/10.1016/j.jhep.2018.06.001
https://doi.org/10.1016/S0140-6736(21)01701-3
https://doi.org/10.1136/flgastro-2021-101833
https://doi.org/10.1016/j.jhep.2022.07.020
https://doi.org/10.1016/j.jhep.2022.10.034
https://www.ncbi.nlm.nih.gov/pubmed/36375686
https://doi.org/10.1080/10408363.2022.2038075
https://www.ncbi.nlm.nih.gov/pubmed/35188863
https://doi.org/10.3390/molecules27082381
https://www.ncbi.nlm.nih.gov/pubmed/35458579
https://doi.org/10.1088/1752-7163/ab1789
https://doi.org/10.1124/dmd.30.5.602
https://doi.org/10.5650/jos.60.127
https://doi.org/10.3390/biomedicines9111563
https://doi.org/10.1124/dmd.111.041095
https://doi.org/10.3748/wjg.v22.i1.72
https://doi.org/10.1383/medc.30.11.24.28446
https://doi.org/10.1007/s40262-022-01119-0
https://www.ncbi.nlm.nih.gov/pubmed/35570253
https://doi.org/10.14309/ctg.0000000000000239
https://www.ncbi.nlm.nih.gov/pubmed/33094960
https://doi.org/10.1016/S0731-7085(97)00243-4
https://www.ncbi.nlm.nih.gov/pubmed/9682146
https://doi.org/10.1002/bmc.4530
https://doi.org/10.1016/j.jchromb.2012.07.025
https://doi.org/10.1016/j.ebiom.2015.07.027
https://doi.org/10.1007/BF02087774
https://doi.org/10.1038/srep19903


Biomedicines 2023, 11, 2957 15 of 16

30. Sinha, R.; Lockman, K.A.; Homer, N.Z.M.; Bower, E.; Brinkman, P.; Knobel, H.H.; Fallowfield, J.A.; Jaap, A.J.; Hayes, P.C.;
Plevris, J.N. Volatomic analysis identifies compounds that can stratify non-alcoholic fatty liver disease. JHEP Rep. 2020, 2, 100137.
[CrossRef]

31. The World Medical Association (WMA). World Medical Association Declaration of Helsinki. Ethical principles for medical
research involving human subjects. Bull. World Health Organ. 2001, 79, 373–374.

32. European Association for the Study of the Liver; European Organisation for Research; Treatment of Cancer. EASL-EORTC clinical
practice guidelines: Management of hepatocellular carcinoma. J. Hepatol. 2012, 56, 908–943. [CrossRef] [PubMed]

33. European Association for the Study of the Liver. EASL Clinical Practice Guidelines: Management of hepatocellular carcinoma.
J. Hepatol. 2018, 69, 182–236. [CrossRef] [PubMed]

34. Faul, F.; Erdfelder, E.; Buchner, A.; Lang, A.G. Statistical power analyses using G*Power 3.1: Tests for correlation and regression
analyses. Behav. Res. Methods 2009, 41, 1149–1160. [CrossRef] [PubMed]

35. Razlan, H.; Marzuki, N.M.; Tai, M.L.; Shamsul, A.S.; Ong, T.Z.; Mahadeva, S. Diagnostic value of the C methacetin breath test in
various stages of chronic liver disease. Gastroenterol. Res. Pract. 2011, 2011, 235796. [CrossRef]

36. Ferrandino, G.; De Palo, G.; Murgia, A.; Birch, O.; Tawfike, A.; Smith, R.; Debiram-Beecham, I.; Gandelman, O.; Kibble, G.;
Lydon, A.M.; et al. Breath Biopsy((R)) to Identify Exhaled Volatile Organic Compounds Biomarkers for Liver Cirrhosis Detection.
J. Clin. Transl. Hepatol. 2023, 11, 638–648. [CrossRef]

37. Python Software Foundation. Python Language Reference, Version 2.7. Available online: http://www.python.org (accessed on
15 March 2023).

38. The R Development Core Team. R: A Language and Environment for Statistical Computing; R Foundation for Statistical Computing:
Vienna, Austria, 2021; Available online: https://www.R-project.org (accessed on 15 March 2023).

39. Hunter, J.D. Matplotlib: A 2D Graphics Environment. Comput. Sci. Eng. 2007, 9, 90–95. [CrossRef]
40. Waskom, M.L. Seaborn: Statistical data visualization. J. Open Source Softw. 2021, 6, 1–4. [CrossRef]
41. Wei, T.; Simko, V. R package “corrplot”: Visualization of a Correlation Matrix. Available online: https://github.com/taiyun/

corrplo (accessed on 15 March 2023).
42. Wickham, H. ggplot2: Elegant Graphics for Data Analysis; Springer, Ed.; Springer: New York, NY, USA, 2016.
43. Denney, W.; Duvvuri, S.; Buckeridge, C. Simple, Automatic Noncompartmental Analysis: The PKNCA R Package. J. Pharmacokinet.

Pharmacodyn. 2015, 41, 11–107. [CrossRef]
44. Smolinska, A.; Tedjo, D.I.; Blanchet, L.; Bodelier, A.; Pierik, M.J.; Masclee, A.A.M.; Dallinga, J.; Savelkoul, P.H.M.; Jonkers, D.;

Penders, J.; et al. Volatile metabolites in breath strongly correlate with gut microbiome in CD patients. Anal. Chim. Acta 2018,
1025, 1–11. [CrossRef]

45. Iwakiri, Y. Pathophysiology of portal hypertension. Clin. Liver Dis. 2014, 18, 281–291. [CrossRef]
46. Maruyama, H.; Yokosuka, O. Ultrasonography for Noninvasive Assessment of Portal Hypertension. Gut Liver 2017, 11, 464–473.

[CrossRef] [PubMed]
47. Morisco, F.; Aprea, E.; Lembo, V.; Fogliano, V.; Vitaglione, P.; Mazzone, G.; Cappellin, L.; Gasperi, F.; Masone, S.; De Palma, G.D.;

et al. Rapid “breath-print” of liver cirrhosis by proton transfer reaction time-of-flight mass spectrometry. A pilot study. PLoS ONE
2013, 8, e59658. [CrossRef] [PubMed]

48. O’Hara, M.E.; Fernandez Del Rio, R.; Holt, A.; Pemberton, P.; Shah, T.; Whitehouse, T.; Mayhew, C.A. Limonene in exhaled breath
is elevated in hepatic encephalopathy. J. Breath. Res. 2016, 10, 046010. [CrossRef] [PubMed]

49. Stavropoulos, G.; van Munster, K.; Ferrandino, G.; Sauca, M.; Ponsioen, C.; van Schooten, F.J.; Smolinska, A. Liver Impairment-The
Potential Application of Volatile Organic Compounds in Hepatology. Metabolites 2021, 11, 618. [CrossRef] [PubMed]

50. Broza, Y.Y.; Har-Shai, L.; Jeries, R.; Cancilla, J.C.; Glass-Marmor, L.; Lejbkowicz, I.; Torrecilla, J.S.; Yao, X.; Feng, X.; Narita, A.; et al.
Exhaled Breath Markers for Nonimaging and Noninvasive Measures for Detection of Multiple Sclerosis. ACS Chem. Neurosci.
2017, 8, 2402–2413. [CrossRef]

51. Saltzman, A.; Caraway, W.T. Cinnamic acid as a test substance in the evaluation of liver function. J. Clin. Investig. 1953, 32,
711–719. [CrossRef]

52. Vigushin, D.M.; Poon, G.K.; Boddy, A.; English, J.; Halbert, G.W.; Pagonis, C.; Jarman, M.; Coombes, R.C. Phase I and
pharmacokinetic study of D-limonene in patients with advanced cancer. Cancer Research Campaign Phase I/II Clinical Trials
Committee. Cancer Chemother. Pharmacol. 1998, 42, 111–117. [CrossRef]

53. Miller, J.A.; Hakim, I.A.; Chew, W.; Thompson, P.; Thomson, C.A.; Chow, H.H. Adipose tissue accumulation of d-limonene with
the consumption of a lemonade preparation rich in d-limonene content. Nutr. Cancer 2010, 62, 783–788. [CrossRef]

54. Hernandez-Gea, V.; Toffanin, S.; Friedman, S.L.; Llovet, J.M. Role of the microenvironment in the pathogenesis and treatment of
hepatocellular carcinoma. Gastroenterology 2013, 144, 512–527. [CrossRef]

55. Yan, J.; Kang, Y.; Xu, S.; Ong, L.L.; Zhuo, S.; Bunte, R.M.; Chen, N.; Asada, H.H.; So, P.T.; Wanless, I.R.; et al. In vivo label-free
quantification of liver microcirculation using dual-modality microscopy. J. Biomed. Opt. 2014, 19, 116006. [CrossRef]

56. Nazir, N.U.; Abbas, S.R.; Nasir, H.; Hussain, I. Electrochemical sensing of limonene using thiol capped gold nanoparticles and its
detection in the real breath sample of a cirrhotic patient. J. Electroanal. Chem. 2022, 905, 115977. [CrossRef]

57. Weber, I.C.; Oosthuizen, D.N.; Mohammad, R.W.; Mayhew, C.A.; Pratsinis, S.E.; Guntner, A.T. Dynamic Breath Limonene Sensing
at High Selectivity. ACS Sens. 2023, 8, 2618–2626. [CrossRef] [PubMed]

https://doi.org/10.1016/j.jhepr.2020.100137
https://doi.org/10.1016/j.jhep.2011.12.001
https://www.ncbi.nlm.nih.gov/pubmed/22424438
https://doi.org/10.1016/j.jhep.2018.03.019
https://www.ncbi.nlm.nih.gov/pubmed/29628281
https://doi.org/10.3758/BRM.41.4.1149
https://www.ncbi.nlm.nih.gov/pubmed/19897823
https://doi.org/10.1155/2011/235796
https://doi.org/10.14218/JCTH.2022.00309
http://www.python.org
https://www.R-project.org
https://doi.org/10.1109/MCSE.2007.55
https://doi.org/10.21105/joss.03021
https://github.com/taiyun/corrplo
https://github.com/taiyun/corrplo
https://doi.org/10.1007/s10928-015-9432-2
https://doi.org/10.1016/j.aca.2018.03.046
https://doi.org/10.1016/j.cld.2013.12.001
https://doi.org/10.5009/gnl16078
https://www.ncbi.nlm.nih.gov/pubmed/28267700
https://doi.org/10.1371/journal.pone.0059658
https://www.ncbi.nlm.nih.gov/pubmed/23573204
https://doi.org/10.1088/1752-7155/10/4/046010
https://www.ncbi.nlm.nih.gov/pubmed/27869108
https://doi.org/10.3390/metabo11090618
https://www.ncbi.nlm.nih.gov/pubmed/34564434
https://doi.org/10.1021/acschemneuro.7b00181
https://doi.org/10.1172/JCI102785
https://doi.org/10.1007/s002800050793
https://doi.org/10.1080/01635581003693066
https://doi.org/10.1053/j.gastro.2013.01.002
https://doi.org/10.1117/1.JBO.19.11.116006
https://doi.org/10.1016/j.jelechem.2021.115977
https://doi.org/10.1021/acssensors.3c00439
https://www.ncbi.nlm.nih.gov/pubmed/37377394


Biomedicines 2023, 11, 2957 16 of 16

58. Jones, A.W.; Cowan, J.M. Reflections on variability in the blood-breath ratio of ethanol and its importance when evidential
breath-alcohol instruments are used in law enforcement. Forensic Sci. Res. 2020, 5, 300–308. [CrossRef]

59. Markar, S.R.; Brodie, B.; Chin, S.T.; Romano, A.; Spalding, D.; Hanna, G.B. Profile of exhaled-breath volatile organic compounds
to diagnose pancreatic cancer. Br. J. Surg. 2018, 105, 1493–1500. [CrossRef] [PubMed]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1080/20961790.2020.1780720
https://doi.org/10.1002/bjs.10909
https://www.ncbi.nlm.nih.gov/pubmed/30019405

	Introduction 
	Materials and Methods 
	Study Design and Subjects 
	Breath Biopsy Collection 
	Limonene Measurements 
	Data Handling and Statistical Analysis 

	Results 
	Subjects Characteristics 
	Limonene Exhalation Kinetic 
	Limonene Association with Signs of Portal Hypertension 
	Limonene Classification Performance 
	Correlation of Limonene Breath Test with Severity of Cirrhosis and Potential Use as a Prognostic Tool 
	Case Reports 

	Discussion 
	Conclusions 
	References

