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Abstract

Background: C-arm computed tomography (CT) guided intervention is an increasingly applied technique in
transarterial chemoembolization (TACE) of hepatocellular carcinoma (HCC). The aim of this study was to analyse the
value of parenchymal blood volume (PBV) maps acquired during C-arm CT acquisition, for pre-treatment evaluation
and planning of TACE in HCC patients.

Methods: A total of 64 HCC lesions in 29 patients (median age, 73 years, range, 62–77 years) were included in this
retrospective study. All patients received cross-sectional imaging (MRI or CT) prior to TACE and C-arm CT PBV
measurement acquisition before performing TACE. Results of cross-sectional imaging regarding the number of HCC
lesions and maximum diameter were compared to PBV–maps. Number of lesions and tumour feeding vessels
detected in PBV-maps were compared to conventional angiography. Results of PBV were analysed concerning
different tumour morphologies (pre-treated, encapsulated and diffuse).

Results: Pre-interventional cross-sectional imaging and PBV maps showed an excellent agreement in lesion
diameter (p = 0.88, MD = −0.28 mm) and number of detected lesions (κ = 1.0). Compared to conventional
angiography, PBV maps showed an increased number of detected lesions (κ = 0.77, p = 0.001) and tumour feeding
vessels (κ = 0.71, p < 0.0001). Diffuse HCC lesion revealed a significantly lower PBV compared to encapsulated lesions
(p = 0.0001).

Conclusions: C-arm CT acquired PBV measurements detect HCC tumours with a lesion detectability comparable to
pre-interventional cross-sectional imaging. Furthermore, this technique facilitates TACE, allowing a more precise
localization of HCC lesions and tumour feeding vessels compared to conventional angiography. Additionally,
calculated PBV values enable a real time quantitative assessment of tumour perfusion.
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Background
Hepatocellular carcinoma (HCC) is one of the leading
tumour entities in industrialized countries. Within the
standard of care, transarterial chemoembolization (TACE)
is recommended as the first-line treatment for compen-
sated patients with intermediate-stage [BCLC (Barcelona
classification of liver cancer) stage B]. Furthermore TACE
might be suitable in early stage HCC as bridging to trans-
plantation or adjuvant therapy (BCLC A) [1].
Detection of smaller or less vascularised liver tumours

is reported to be limited using conventional angiography,
especially in liver parenchyma with inhomogeneous per-
fusion such as cirrhotic liver tissue [2–4]. Besides con-
ventional angiography peri-procedural C-arm computed
tomography (CT) is increasingly used during TACE. The
aim of C-arm CT with a flat detector panel as part of an
angiographic suite is to improve the performance of
intraarterial treatments such as TACE or selective
internal radiation therapy [5]. It allows intraprocedural
acquisition of a volume of interest and post-processing
including maximum intensity projections and multipla-
nar reconstructions comparable to conventional CT. C-
arm CT enables acquisition of unenhanced and contrast
enhanced images of liver parenchyma during different
parenchymal phases [5]. Especially regarding TACE, C-
arm CT increases detectability of HCC lesions and
tumour feeding vessels [6]. Additional information is
gained in over 80 % of patients undergoing TACE [7],
and a substantial change of treatment procedure is de-
scribed in up to 30 % of patients [8]. The introduction of
dual phase C-arm CT increases the amount of informa-
tion acquired as different contrast phases facilitate lesion
detectability [9]. Acquisition of unenhanced and contrast
enhanced C-arm CT furthermore enables acquisition of
parenchymal blood volume (PBV) information and al-
lows assessment of three dimensional (3D) cross-
sectional images including native and contrast-enhanced
anatomical as well as perfusion based data after arterial
or venous injection of contrast medium [10]. Its applica-
tion in neurological imaging has been reported [11] to
show benefits as a monitoring tool during the procedure
but also as an important tool during the pre-selection
process of patients.
This is of great interest for intraarterial treatments of

the liver as perfusion based imaging techniques, such as
volume perfusion CT (VPCT), dynamic contrast en-
hanced ultrasound, or dynamic contrast-enhanced MRI
(DCE-MRI), are currently used for peri-interventional
diagnostics [12–15].
First experiences with this technique in the evaluation

of HCC have been published recently [16–18]. The ap-
plied algorithm in our study allows an acquisition of per-
fusion data using new flat detector generation with 16
bit for 4-fold better low contrast resolution, which is of

great interest especially in parenchymal imaging (Artis Q,
Forchheim, Siemens Healthcare). Compared to previous
studies, the detector readout rate has become faster so
that the acquisition time has been slightly shortened to
approximately 2 s allowing improved patient comfort and
avoiding potential motion artefacts.
The aim of this study was to compare PBV-based cross-

sectional images acquired immediately before performing
drug-eluting bead (DEB) TACE to pre-interventional con-
ventional cross-sectional images (MRI, CT) performed for
tumour staging. Furthermore, the feasibility and accuracy
of PBV acquired images by C-arm CT using newly devel-
oped algorithms embedded in a new flat detector gener-
ation should be evaluated and investigated concerning its
potential in the detection of tumour feeding vessels in
comparison to conventional angiography.

Methods
Study population
A total of 29 patients suffering from early or intermedi-
ate stage HCC (median age, 73 years, range, 62–77
years) and undergoing TACE in our institution between
January and November 2014 were included in this retro-
spective study. Indication for TACE was determined by
our local gastrointestinal tumour board consisting of an
experienced radiologist, a surgeon, a hepatologist and a
pathologist. Patients with intermediate stage HCC
(BCLC B) and early stage HCC (BCLC A) were included.
TACE in BCLC A was performed as bridging therapy or
as adjuvant therapy if curative treatment, such as radio-
frequency ablation or surgery, was not possible. Exclu-
sion criteria in this study were determined considering
CIRSE guidelines [19] and included main portal vein
thrombosis, bilirubin level above 2 mg/dl, creatinine
level above 2 mg/dl, poor functional status (ECOG > 2),
extrahepatic tumour spread, and limited liver function
(Child-Pugh stage C, encephalopathy, ascites). All inter-
ventions were performed by the same board certified
interventional radiologist. Underlying causes for the devel-
opment of HCC were Hepatitis-C-virus infection (n = 9),
Hepatitis-B-virus infection (n = 2), alcohol abuse (n = 9),
or other causes (n = 5). In six patients, the underlying
cause for developing HCC was cryptogenic. Detailed
patient information is given in Table 1. Due to the retro-
spective nature of the study informed consent for retro-
spective data evaluation was waived by the local institutional
review board (IRB).

Pre-interventional imaging
All patients underwent cross-sectional imaging (MRI,
n = 10, or CT, n = 19) before TACE (median, 16 days be-
fore TACE, range, 1–25 days), observing the national
guidelines for the assessment of HCC [20]. Multiphase
CT included non-enhanced, arterial (30 s after injection of
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contrast media) and portal venous phase (70 s after injec-
tion of contrast media) and was performed at a 128 row
detector CT (Definition AS+, Siemens, Germany). In gen-
eral, MRI included at least a T2 weighted turbo-spin-echo
sequence as well as an unenhanced and three dynamic
contrast enhanced T1 weighted gradient-echo sequences
acquired at a field strength of 1.5 T (Avanto, Siemens,
Germany). Patients received 0.1 ml gadobutrol per kilo-
gram of body weight (Gadovist 1,0 mmol/ml, Bayer
Healthcare, Germany). Arterial phase was acquired using
bolus tracking.
All HCC lesions were classified concerning morph-

ology in diffuse (n = 31) or encapsulated (n = 33) lesions.
Encapsulated HCC is defined as a predominantly round

lesion with presence of a capsule and remarkable wash-
out in cross-sectional imaging. Diffuse HCC lesions are
defined as predominantly irregular or lobular lesions
without a capsule [21].
CT and MRI evaluation consisted of detection of num-

ber and extent of HCC lesions. All images were assessed
concerning the modified Response Evaluation Criteria in
Solid Tumours (mRECIST) for the presence and extent
of HCC [22]. Maximum cross-sectional diameter of
viable tumour mass was processed, preferably in an ar-
terial phase. Images analysis concerning mRECIST was
performed retrospectively and blinded to evaluation of
angiographic and C-arm CT data sets by the board certi-
fied radiologist.

Conventional angiography and chemoembolization
The arterial system was accessed through the common
right femoral artery. After arterial puncture (19 G nee-
dle), a 4 F sheath (Terumo, Leuven, Belgium) and a 4 F
straight catheter (Terumo, Leuven, Belgium) were intro-
duced. An aortography was performed to assess the
number and origin of hepatic arteries and for detection
of abnormal anatomic blood supply of the liver in cases
receiving first treatment, especially if anatomic blood
supply was not clear from cross-sectional imaging.
Furthermore, potential parasitic tumour supply was ex-
cluded or in case of presence of such a blood supply,
these vessels were occluded by coils, immediately before
performing chemoembolization. Afterwards, a 4 F Cobra
(C2) or sidewinder (SIM1) configured catheter (Cordis,
Bridgewater, New Jersey, USA) was introduced in the celiac
trunk and coeliacography was performed. For selective
catheterization of hepatic arteries, a 2,7 F coaxial micro-
catheter was used (Progreat, Terumo, Leuven, Belgium).
Superselective chemoembolization was performed using
epirubicin-loaded DC Bead particles (100–300 μm, Ter-
umo, Leuven, Belgium). Loaded microspheres were injected
slowly until near stasis was reached. After a time interval of
approximately 10 min, a selective control angiography was
performed. Number of HCC lesion and tumour feeding
vessels were analysed in selective angiogram of the com-
mon hepatic artery (corresponding to catheter positioning
of C-arm CT).

C-arm CT PBV measurement and image processing
All interventions were performed using a robotic angio-
graphic suite (Artis Zeego Q, VE 40 A, Siemens, For-
chheim, Germany). For acquisition of PBV maps, an
unenhanced rotation (mask run) and contrast enhanced
rotations (return and fill run) were acquired (Acquisition
time per rotation 4 s, total examination time 16 s, 90
KV, 200 ° total angle, 0.8° per frame, 248 frames, matrix
616x480 pixel, flat panel pixel size 616 μm, dose
0.36μGy per frame). For the contrast enhanced rotation,

Table 1 Baseline patient characteristics

Data Value

Age (years)

Mean (SD) 69.83 (9.06)

Sex

Male 24

Female 5

Child-Pugh_Classification

Child A 19

Child B 10

Serum AFP level (ng/mL)

MELD score

Mean (SD) 9.77 (3.06)

No. of nodules

1 11

2 6

3 8

4 3

> = 5 1

Lesion size (mm) mRECIST

Mean (SD) 32.33 (21.24)

Range 16.25 to 44.5

Lesion margins

Capsulated 33

Infiltrative 31

Previous of TACES

Yes 15

No 14

Epirubicin hydrochloride dose (mg)

Median 40

Range 25 to 50

Interval between baseline CT and TACE (d)

Mean (SD) 15.72 (14.01)
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a total of 30 ml diluted contrast media [7,5 ml Ultravist
370 (Bayer Schering, Leverkusen, Germany) and 22,5 ml
saline solution] was injected by an automated power in-
jector (Accutron-HP-D, Medtron, Saarbrücken, Germany)
with a flow rate 3 ml/s. Contrast injection was manually
triggered after mask run, to guarantee a contrast enhanced
acquisition in a steady state of liver perfusion, according
to a previous study on PBV of the liver [16]. As blood
volume refers to the amount of blood which is present at
a given moment, it can be assumed to be constant during
the time of acquisition. This makes the calculation of CBV
from only two measurements possible: a base-line (mask)
acquired before contrast administration and the contrast
distribution (fill) after contrast injection. Acquired data
allowed reconstruction of non-enhanced images, contrast
enhanced images (arterial phase) including tumour feed-
ing vessels, and PBV maps.
Acquired data were sent to a commercially available

workstation (Syngo XWP, Siemens Healthcare) and
reconstructed automatically. The software adopted the
same post-processing workflow as previously described
in the literature [23]. The mask and the fill run were
reconstructed and subtracted. Non-rigid registration al-
gorithm was performed to mitigate the motion between
the two runs. The steady-state arterial input function
value was calculated from an automated histogram ana-
lysis of the vessel tree. A final scaling was then applied
to the dataset to account for the arterial input value. In
the end, a smoothing filter was applied to the images to
reduce pixel noise.
All processed PBV maps were analysed concerning

number and extent of HCC lesions, whereas the number
of tumour feeding vessels was investigated in PBV maps
and arterial phase C-arm CT images. Retrospective
evaluation of number and extent of HCC lesions were
performed blinded to any results of pre-interventional

cross-sectional imaging. Assessment of tumour feeding
vessels were performed within the angiographic session
in C-arm CT acquisition and conventional angiogram by
a board certified interventional radiologist as all detected
vessels were immediately verified by super selective angi-
ography which means at least segmental angiograms ac-
cording to CIRSE guidelines [19].

Statistics
Statistics were performed using the statistical software
Package JMP (SAS, Cary, NC). Median and interquartile
ranges are given for descriptive statistics. The Wilcoxon
signed rank test for non-normal distributed data was
applied to assess the level of significance. A p-value
lower than 0.05 was accepted as a significant difference.
In case of categorical data Cohen’s κ was processed to
evaluate agreement of different methods. In case of
numerical data a Bland-Altman-plot was performed and
mean difference (MD) as well as 95 % confidence inter-
vals (95 % CI) were given. Correlation between different
measurements and methods was calculated using Spear-
man’s correlation coefficient ρ.

Results
Lesion detection in PBV maps and pre-interventional
imaging
PBV-based C-arm CT was feasible in all patients and
provided diagnostic quality in all cases. All HCC typical
lesions (64/64, lesion diameter >10 mm) detected in pre-
interventional imaging have been identified in PBV maps
(κ = 1, p = 1.0) (Fig. 1). 49/64 lesions were detected in
conventional angiography (κ = 0.77, p = 0.001). A total of
90 tumour feeding vessels were detected in PBV maps
and arterial phase C-arm CT compared to 64 vessels in
conventional angiography (κ = 0.71). This represents a
median of 3 (range 2 to 4) tumour feeding vessels

Fig. 1 a Cross-sectional CT imaging (arterial phase) of an encapsulated HCC lesion with central necrosis. b Corresponding real-time PBV map
gained during C-arm CT acquisition reveals an inhomogeneous hypervascularised HCC lesion in liver segment VII
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detected by PBV maps compared to a median of 2
(range 1 to 3) tumour feeding vessels seen in conven-
tional angiography (p < 0.0001) (Fig. 2). All detected ves-
sels were verified by super selective angiography. No
additional tumour feeding vessels were seen in the super
selective approach. Detailed information about number
of tumour feeders and lesions in C-arm CT and corre-
sponding angiogram are summed up in Table 2.
Comparison of maximum cross-sectional diameter of

all lesions in PBV maps and pre-interventional imaging
revealed a maximum diameter of 32.61 (21.44) mm in
PBV maps and 32.33 (21.24) mm in pre-interventional
imaging (p = 0.88, MD = −0.28 mm, 95 % CI = −5.1 to
4.6 mm). Both method showed excellent correlation
(rho = 0.98, p < 0.0001). The Bland-Altman plot is shown
in Fig. 3.

PBV in diffuse, encapsulated HCC lesions and after
previous treatment
Overall, PBV was 18.25 (6.22) ml/100 ml in HCC lesions,
compared to normal liver parenchyma with PBV of 2.89
(1.16) ml/100 ml (p < 0.0001, mean difference −15.36 ml/
100 ml). HCC lesions having received a previous TACE
session revealed no significant difference in PBV as com-
pared to non-treated HCC lesions (p = 0.09), with a ten-
dency towards higher PBV values in non-treated HCC
lesions, revealing a mean PBV of 19.66 (6.88) ml/100 ml
for non-treated lesions, compared to a mean PBV of 17.08
(5.44) ml/100 ml for pre-treated lesions. Concerning liver
parenchyma, there was no significant difference in pre-
treated and firstly treated parenchyma (p = 0.89). Com-
parison between diffuse and encapsulated HCC lesions
revealed a significantly higher PBV in encapsulated le-
sions, 21.22 (6.29) ml/100 ml, compared to diffuse lesions
with a mean PBV of 15.09 (4.35) ml/100 ml (p = 0.0001).
Normal liver tissue showed no significant difference in
PBV between the groups, with a mean PBV for encapsu-
lated HCC group of 3.05 (1.22) ml/100 ml and a mean PBV
for diffuse HCC group of 2.71 (1.09) ml/100 ml (p = 0.23).

PBV and maximum diameter
Comparison of maximum diameter assessed in pre-
interventional imaging and PBV values revealed no cor-
relation regarding all HCC lesions (rho = 0.23). Separate
analysis of diffuse and encapsulated HCC lesions also
showed no correlation between maximum diameter and
PBV for encapsulated HCC lesions (rho = 0.18). How-
ever, in diffuse HCC lesions, a moderate correlation be-
tween PBV values and maximum diameters was seen
(rho = 0.52).

Discussion
This retrospective study investigates the applicability
and the clinical potential and value of PBV maps as well
as non-enhanced and contrast enhanced C-arm CT ac-
quisition in pre-treatment evaluation of TACE in HCC.
Evaluation of the amount and location of HCC lesions

and tumour feeding vessels is of great importance in
treatment planning of TACE. Conventional angiography
allows only a two dimensional approach to tumour vol-
ume and feeding vessels, whereas most pre-interventional
assessments are based on three-dimensional data, e.g.,
MRI and CT acquisitions. C-arm CT provides an exciting
technology for interventional radiology, as it allows 3D
real-time imaging [24].
Virmani et al. investigated the usefulness of C-arm CT

to optimize the catheter positioning during conventional
TACE. Based on C-arm CT assessment, a correction of
catheter positioning was necessary in 7 of 18 patients
[25]. Kakeda et al. showed that C-arm CT added useful
information for catheter positioning in 81 % of the cases
[7]. These results are supported by our study which
showed an advantage in the detection of tumour feeding
vessels for C-arm CT PBV measurement and arterial
phase imaging in comparison to conventional overview
angiography. Furthermore, anatomic location and extent
of smaller or less vascularised HCC lesions was more
easily appreciated using C-arm CT PBV measurement
when compared to conventional overview angiography.

Fig. 2 a Angiographic overview shows a hypervascularised HCC lesion in Segment VII (white line) with multiple tumour feeders (white arrows).
Extent and location of tumour feeders is confusing. The black arrow marks the right hepatic artery. b–d 2D coronar (b, c) and 3D (d) PBV map
reconstructions after C-arm CT acquisition facilitates analysis of location and extent of tumour feeding vessels
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Fifteen supplementary lesions (23 %) were detected
using PBV maps. All supplementary lesions were con-
firmed in pre-interventional cross-sectional imaging.
These results are comparable to a previous study con-
cerning C-arm CT which reported a detection rate of
supplementary lesions of 15 % [8]. In summary, use of
C-arm CT PBV measurement including non-enhanced
and contrast enhanced anatomical images results in a
more appropriate tumour targeting during DEB-TACE.
In addition to anatomic information in terms of

tumour extent and location, C-arm CT PBV measure-
ment provides quantitative real time information about
tumour perfusion and vascularisation.
Previous studies reported on treatment effects of con-

ventional TACE on blood volume (BV) assessed by

VPCT. Lesions reported to have a partial response
showed decreased BV of about 50 % compared to pre-
treatment values [15, 26]. In our study, pre-treated HCC
lesions tended to have lower PBV compared to HCC
lesions which received TACE for the first time. The
reduction of PBV was about 15 %. The difference is
probably based on two facts. Firstly, we have only cross-
sectional data at one time point. The difference might be
more obvious in longitudinal data sets in which pre- and
post-treatment PBV values of the same subject would be
available. Secondly, the time interval between baseline
and follow-up was only four weeks in the reported stud-
ies [15, 26]. The normal time interval between consecu-
tive TACE sessions in our study ranges between 6 and
12 weeks. C-arm CT with additional PBV maps has only
be evaluated in one previous study which focused on
pre-treatment PBV evaluation in comparison to VPCT
[16]. C-arm CT PBV measurement was described as a
feasible method which allows to process hepatic blood
volume comparable to VPCT data. Our study addition-
ally assessed tumour size which has also be reported to
be a relevant parameter in outcome of patients suffering
from HCC [27]. C-arm CT PBV measurement provides
a real time assessment of tumour size comparable to
pre-interventional cross-sectional imaging and seems

Table 2 Detection of HCC lesions and tumour feeding vessels

Feeders Lesions

Overall Median (range) Overall Median (range)

Angiogram 64 2 (1–3) 49 1 (1–2.5)

C-arm CT/PBV maps 90 3 (2–4) 64 2 (1–3)

CSI n.a. n.a. 64 2 (1–3)

Detection of HCC lesions and tumour feeding vessels in C-arm CT/PBV maps
and corresponding angiogram (common hepatic artery) as well as detection in
pre-interventional cross-sectional imaging (CSI)

Fig. 3 Bland-Altman-plot comparing maximum viable tumour diameter detected in pre-interventional cross-sectional imaging and PBV maps
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therefore to be appropriate for assessment of tumour ex-
tent applying mRECIST criteria. The mean PBV value
for HCC lesions and liver parenchyma observed in our
study was 18.25 ml/100 ml vs. 2.89 ml/100 ml, respect-
ively. This was slightly lower compared to previous study
(25.9 ml/100 ml vs. 4.2 ml/100 ml). The higher PBV of
liver parenchyma might be due to the fact that in the
earlier study, mainly Hepatitis-B associated tumours
were included and it is well known that different under-
lying diseases provoke a different grade of liver fibrosis
[28]. The difference in PBV concerning HCC lesions
could be associated with different tumour morphology
(number of diffuse/encapsulated HCC). Furthermore,
the previous study did not include pre-treated HCC
lesions as we did in our study [16]. Both pre-treatment
situations and diffuse HCC seem to be associated with
lower PBV values. Whereas the lower PBV in pre-treated
lesion might underline a therapeutic effect, the lower
PBV values as well as the association between maximum
lesion diameter and PBV values in diffuse lesions could
be related to the different microvessel structure in
expansive growing HCC [29].
In summary, anatomic as well as quantitative informa-

tion gained in PBV maps and non-enhanced as well as
contrast enhanced C-arm CT acquisition could be used
for a further optimization of chemoembolic treatment of
HCC. Miyayama et al. already showed the usefulness of
tumour feeder detection by C-arm CT for an ultraselec-
tive approach in TACE [30].
The main limitation of this study is its retrospective

design. Only a small sample size of 29 patients is investi-
gated in a cross-sectional approach. Further prospective
longitudinal trials have to be performed to analyse po-
tentials of PBV in prediction of outcome and survival.
Another limitation is the use of two different imaging
techniques in pre-interventional assessment. This limita-
tion is due to the retrospective design of the study and
its acquisition in clinical routine. The aim of this study
was to underline that PBV maps generated from unen-
hanced and contrast enhanced C-arm CT data provides
a useful technique in real-time assessment of HCC. A
histological correlation was not possible, as this was a
human in-vivo study.

Conclusion
C-arm CT PBV measurement provides an appropriate
tool for pre-interventional real time assessment of the
location and extent of HCC tumours with a diagnostic
accuracy comparable to pre-interventional conventional
cross-sectional imaging. Compared to simple contrast
enhanced C-arm CT, PBV maps additionally enable a
quantitative assessment of hepatic and tumour blood
volume, which could be of further interest in a real-time
treatment assessment and planning in DEB TACE of

HCC. Furthermore, C-arm CT acquisition in combin-
ation with PBV measurement seems to be superior in lo-
calisation of tumour anatomy and feeding vessels when
compared to conventional overview angiography.

Competing interest
The authors declare that they have no competing interests.

Authors’ contributions
RS, GG, KN and DK conceived of the study, participated in the collection and
analysis of the data and drafted the manuscript. GG, MM, LZ, and MH
participated in the design and coordination of the study and assisted with
the collection of the data. RS, GG, and DK performed the statistical analysis.
All authors read and approved the final manuscript.

Acknowledgement
We acknowledge support by Deutsche Forschungsgemeinschaft and Open
Access Publishing Fund of University of Tübingen.

Author details
1Department of Radiology, Diagnostic and Interventional Radiology,
Eberhard-Karls-University, Hoppe-Seyler-Str. 3, 72076 Tübingen, Germany.
2Division of Translational Gastrointestinal Oncology, Department of Internal
Medicine I, University of Tuebingen, Tuebingen, Germany.

Received: 19 October 2015 Accepted: 1 December 2015

References
1. Llovet JM, Brú C, Bruix J. Prognosis of hepatocellular carcinoma: The BCLC

staging classification. Semin Liver Dis. 1999;19:329–38.
2. Rizzi PM, Kane PA, Ryder SD, Ramage JK, Gane E, Tan KC, et al. Accuracy of

radiology in detection of hepatocellular carcinoma before liver
transplantation. Gastroenterol. 1994;107:1425–9.

3. Santis MD, Romagnoli R, Cristani A, Cioni G, Casolo A, Vici FF, et al. MRI of
small hepatocellular carcinoma: comparison with US, CT, DSA, and Lipiodol-
CT. J Comput Assist Tomogr. 1992;16:189–97.

4. Sumida M, Ohto M, Ebara M, Kimura K, Okuda K, Hirooka N. Accuracy of
angiography in the diagnosis of small hepatocellular carcinoma. Am J
Roentgenol. 1986;147:531–6.

5. Bapst B, Lagadec M, Breguet R, Vilgrain V, Ronot M. Cone Beam Computed
Tomography (CBCT) in the Field of Interventional Oncology of the Liver.
Cardiovasc Intervent Radiol 2015; doi:10.1007/s00270-015-1180-6.

6. Tacher V, Radaelli A, Lin M, Geschwind J-F. How I Do It: Cone-Beam CT during
Transarterial Chemoembolization for Liver Cancer. Radiol. 2015;274:320–34.

7. Kakeda S, Korogi Y, Ohnari N, Moriya J, Oda N, Nishino K, et al. Usefulness of
Cone-Beam Volume CT with Flat Panel Detectors in Conjunction with
Catheter Angiography for Transcatheter Arterial Embolization. J Vasc
Intervent Radiol. 2007;18:1508–16.

8. Tognolini A, Louie JD, Hwang GL, Hofmann LV, Sze DY, Kothary N. Utility of
C-arm CT in Patients with Hepatocellular Carcinoma undergoing Transhepatic
Arterial Chemoembolization. J Vasc Intervent Radiol. 2010;21:339–47.

9. Loffroy R, Lin M, Rao P, Bhagat N, Noordhoek N, Radaelli A, et al. Comparing
the detectability of hepatocellular carcinoma by C-Arm Dual-Phase Cone-
Beam computed tomography during hepatic arteriography with
conventional contrast-enhanced Magnetic Resonance Imaging. Cardiovasc
Intervent Radiol. 2012;35:97–104.

10. Chu WF, Lin CJ, Chen WS, Hung SC, Chiu CF, Wu TH, et al. Radiation doses
of cerebral blood volume measurements using C-Arm CT: a phantom study.
Am J Neuroradiol. 2014;35:1073–7.

11. Fiorella D, Turk A, Chaudry I, Turner R, Dunkin J, Roque C, et al. A
prospective, multicenter pilot study investigating the utility of flat detector
derived parenchymal blood volume maps to estimate cerebral blood
volume in stroke patients. J Neurointerv Surg. 2014;6:451–6.

12. Frampas E, Lassau N, Zappa M, Vullierme M-P, Koscielny S, Vilgrain V. Advanced
hepatocellular carcinoma: early evaluation of response to targeted therapy and
prognostic value of perfusion CT and dynamic contrast enhanced-ultrasound
preliminary results. Eur J Radiol. 2013;82:e205–11.

13. Ippolito D, Capraro C, Casiraghi A, Cestari C, Sironi S. Quantitative
assessment of tumour associated neovascularisation in patients with liver

Syha et al. Cancer Imaging  (2015) 15:22 Page 7 of 8

http://dx.doi.org/10.1007/s00270-015-1180-6


cirrhosis and hepatocellular carcinoma: role of dynamic-CT perfusion
imaging. Eur Radiol. 2012;22:803–11.

14. Kaufmann S, Schulze M, Spira D, Horger M. Comparison of volume
perfusion computed tomography and contrast-enhanced ultrasound for
assessment of therapeutic effect of transarterial chemoembolization in
patients with hepatocellular carcinoma: a preliminary report. Acta
Radiologica 2015. doi:10.1177/0284185114566442.

15. Chen X, Xiao E, Shu D, Yang C, Liang B, He Z, et al. Evaluating the
therapeutic effect of hepatocellular carcinoma treated with transcatheter
arterial chemoembolization by magnetic resonance perfusion imaging.
Eur J Gastroenterol Hepatol. 2014;26:109–13.

16. Z-g Z, X-b Z, J-f H, Beilner J, Deuerling-Zheng Y, J-c C, et al. Hepatic
blood volume imaging with the use of flat-detector ct perfusion in the
angiography suite: comparison with results of conventional multislice CT
perfusion. J Vasc Intervent Radiol. 2014;25:739–46.

17. Peynircioğlu B, Hızal M, Barbaros Çil B, Deuerling-Zheng Y, Von Roden M,
Hazırolan T, et al. Quantitative liver tumor blood volume measurements by
a C-arm CT post-processing software before and after hepatic arterial
embolization therapy: comparison with MDCT perfusion. Diagn Interv
Radiol. 2015;21:71–7.

18. Vogl T, Schaefer P, Lehnert T, Nour-Eldin N-E, Ackermann H, Mbalisike E, et
al. Intraprocedural blood volume measurement using C-arm CT as a
predictor for treatment response of malignant liver tumours undergoing
repetitive transarterial chemoembolization (TACE). Eur Radiol 2015.
doi:10.1007/s00330-015-3869-y.

19. Basile A, Carrafiello G, Ierardi A, Tsetis D, Brountzos E. Quality-improvement
guidelines for hepatic transarterial chemoembolization. Cardiovasc Intervent
Radiol. 2012;35:765–74.

20. Sommer CM, Stampfl U, Kauczor HU, Pereira PL. National S3 guidelines on
hepatocellular carcinoma. Radiologe. 2014;54:642–53.

21. Witjes CDM, Willemssen FEJA, Verheij J, van der Veer SJ, Hansen BE, Verhoef
C, et al. Histological differentiation grade and microvascular invasion of
hepatocellular carcinoma predicted by dynamic contrast-enhanced MRI.
J Magn Reson Imaging. 2012;36:641–7.

22. Lencioni R, Llovet JM. Modified RECIST (mRECIST) Assessment for
Hepatocellular Carcinoma. Semin Liver Dis. 2010;30:52–60.

23. Zellerhoff M, Deuerling-Zheng Y, Strother CM, Ahmed A, Pulfer K, Redel T, et
al. Measurement of cerebral blood volume using angiographic C-arm
systems. Proc. SPIE 7262, Medical Imaging 2009: Biomedical Applications in
Molecular, Structural, and Functional Imaging, 72620H (February 27, 2009).

24. Orth RC, Wallace MJ, Kuo MD. C-arm Cone-beam CT: general principles and
technical considerations for use in interventional radiology. J Vasc Intervent
Radiol. 2008;19:814–20.

25. Virmani S, Ryu RK, Sato KT, Lewandowski RJ, Kulik L, Mulcahy MF, et al.
Effect of C-arm Angiographic CT on Transcatheter Arterial Chemoembolization
of Liver Tumors. J Vasc Intervent Radiol. 2007;18:1305–9.

26. Ippolito D, Bonaffini PA, Ratti L, Antolini L, Corso R, Fazio F, et al.
Hepatocellular carcinoma treated with transarterial chemoembolization:
Dynamic perfusion-CT in the assessment of residual tumor. World J
Gastroenterol: WJG. 2010;16(47):5993–6000.

27. Pinato DJ, Arizumi T, Allara E, Jang JW, Smirne C, Kim YW, et al. Validation
of the hepatoma arterial embolization prognostic score in european and
asian populations and proposed modification. Clin Gastroenterol Hepatol.
2015;13(6):1204–8.

28. Poynard T, Mathurin P, Lai C-L, Guyader D, Poupon R, Tainturier M-H, et al.
A comparison of fibrosis progression in chronic liver diseases. J Hepatol.
2003;38:257–65.

29. Chen ZY, Wei W, Guo ZX, Lin JR, Shi M, Guo RP. Morphologic classification
of microvessels in hepatocellular carcinoma is associated with the prognosis
after resection. J Gastroenterol Hepatol. 2011;26:866–74.

30. Miyayama S, Yamashiro M, Ikuno M, Okumura K, Yoshida M. Ultraselective
transcatheter arterial chemoembolization for small hepatocellular carcinoma
guided by automated tumor-feeders detection software: technical success
and short-term tumor response. Abdom Imaging. 2014;39:645–56.

•  We accept pre-submission inquiries 

•  Our selector tool helps you to find the most relevant journal

•  We provide round the clock customer support 

•  Convenient online submission

•  Thorough peer review

•  Inclusion in PubMed and all major indexing services 

•  Maximum visibility for your research

Submit your manuscript at
www.biomedcentral.com/submit

Submit your next manuscript to BioMed Central 
and we will help you at every step:

Syha et al. Cancer Imaging  (2015) 15:22 Page 8 of 8

http://dx.doi.org/10.1177/0284185114566442
http://dx.doi.org/10.1007/s00330-015-3869-y

	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Methods
	Study population
	Pre-interventional imaging
	Conventional angiography and chemoembolization
	C-arm CT PBV measurement and image processing
	Statistics

	Results
	Lesion detection in PBV maps and pre-interventional imaging
	PBV in diffuse, encapsulated HCC lesions and after previous treatment
	PBV and maximum diameter

	Discussion
	Conclusion
	Competing interest
	Authors’ contributions
	Acknowledgement
	Author details
	References



