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Simple Summary: Liver tumors like hepatocellular carcinoma (HCC) can be treated minimally
invasive, e.g., by Irreversible Electroporation (IRE), which destroys the cancer. As it is possible that
the tumor re-grows due to single tumor cells inadvertently not covered by the treatment, follow-up
imaging of the liver is important for early detection of local tumor progression. As ablation leaves
scarred tissue, recurrent tumor after IRE can appear vastly different than before treatment and thus
can be hard to detect on MRI via classical imaging features. We here examined cases of local tumor
progression after IRE of HCC and found distinct MR-imaging features helpful for the identification of
re-grown viable tumor, namely T2 BLADE and diffusion weighted images (DWI) at the ablation zone
border and T1 portal-venous and delayed phase post-contrast images in the center of the ablation
zone. This knowledge will help in early detection and re-treatment of HCC for a prolonged survival.

Abstract: This single-center retrospective study was conducted to improve the early detection of local
tumor progression (LTP) after irreversible electroporation (IRE) of a hepatocellular carcinoma (HCC)
using gadolinium ethoxybenzyl diethylenetriamine pentaacetic acid (Gd-EOB-DTPA)-based 3T MR
imaging and to identify helpful signal characteristics by comparing 23 patients with and 60 patients
without LTP. To identify the differences in the sensitivity of MRI sequences, the specificity, positive
prediction value, negative prediction value (NPV) and diagnostic odds ratio were calculated. A
chi-squared test, two-tailed student’s t-test and binary logistic regression model were used to detect
distinct patient characteristics and variables for the prediction of LTP. LTP was mostly detected in the
peripheral ablation zone (82.6%) within the first six months (87.0%). The central LTP ablation area
presented more hypointensities in T1 p.v. (sensitivity: 95.0%; NPV: 90.0%) and in T1 d.p. (sensitivity:
100.0%; NPV: 100.0) while its peripheral part showed more hyperintensities in T2 BLADE (sensitivity:
95.5%; NPV: 80.0%) and in diffusion sequences (sensitivity: 90.0%). Liver cirrhosis seems to be an
unfavorable prognosticator for LTP (p = 0.039). In conclusion, LTP mostly occurs in the peripheral
ablation zone within six months after IRE. Despite often exhibiting atypical Gd-EOB-DTPA MR signal
characteristics, T2 BLADE and diffusion sequences were helpful for their detection in the peripheral
zone while T1 p.v. and T1 d.p. had the highest sensitivity in the central zone.

Keywords: irreversible electroporation; hepatocellular carcinoma; early detection; magnetic reso-
nance imaging; Gd-EOB-DTPA

1. Introduction

Although surgical resection plays a significant role in the therapy of a hepatocellu-
lar carcinoma, many patients do not qualify for surgery because of the cancer spread,
localization near or infiltration of critical structures or certain comorbidities [1]. In this
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patient group, percutaneous ablation methods have increasingly been implemented in
the clinical routine in recent years. Most of the currently applied ablation techniques
such as microwave ablation, radiofrequency ablation or cryoablation are based on thermal
changes of the ablated tissue. In contrast, irreversible electroporation (IRE) represents a
predominantly non-thermal ablative method. By causing cell death through the repeated
application of high-voltage electrical impulses, which generate irreversible damage to the
membranes of tumor cells [2], IRE offers significant benefits over thermal-based ablative
methods especially concerning safety. While thermal ablation techniques mostly entail the
risk of damaging adjacent structures [3,4], several studies have proven that IRE protects
the architecture of hepatic structures such as large vessels and bile ducts in close proximity
to the IRE ablation area [1,5–8]. IRE is of interest for clinical use particularly because of its
safety characteristics and its high efficacy [9,10].

As IRE requires the placement of at least two and up to seven parallel electrodes
around the target lesion and as target lesions in IRE are often located in proximity to critical
anatomical structures, both the risk of a primary incomplete ablation as well as delayed
local tumor progression from microscopically small residual tumors are of concern [11].
This is tackled by establishing sufficient safety margins in ablations and the early detection
of local relapses. Both incomplete ablation and local tumor recurrence, which needs to be
considered as a local tumor progression of non-ablated microresidue, have to be detected
as early as possible to initiate further (re-)treatment.

Although magnetic resonance imaging (MRI) is considered to be the most effective
imaging modality to detect hepatic tumors [12,13], it is still a challenge even for the experi-
enced observer to differentiate between post-ablative tissue and local tumor progression.
This is because the signal behavior of the ablation area is complex and changes over time,
e.g., due to hemorrhagic transformation, the hemoglobin oxygenation state and heme
oxidative denaturation to the ferric (Fe3+) form. Gadolinium ethoxybenzyl diethylene-
triamine pentaacetic acid (Gd-EOB-DTPA) is a gadoxetic acid-based MRI contrast agent
(Eovist®/Primovist®; Bayer Schering, Berlin, Germany) and is considered the most sensi-
tive option for hepatocellular carcinoma (HCC) imaging especially in combination with
a 3 Tesla scanner [14]. About 50% of the injected dose of Gd-EOB-DTPA is taken up
via the organic anion transporter protein 1 and excreted by the biliary route in healthy
hepatocytes [15], which enables the detection of an HCC as a non-enhancing lesion in a
so-called delayed phase. So far, the literature provides no specific information whether
Gd-EOB-DTPA-based MRI at 3 Tesla offers reliable criteria for the detection of local tumor
progression after IRE of HCCs.

Thus, the aim of this study was to find imaging characteristics that help to improve
the detection of a local tumor relapse after IRE of an HCC, which is the hallmark for
initiation of early and successful treatment; a small tumor size and early treatment are two
of the most important factors influencing survival in almost all types of cancer including
HCCs [16,17].

2. Patients and Methods
2.1. Study Design, Patient Selection and Patient Characteristics

The study was conducted in accordance with the World Medical Association Declara-
tion of Helsinki, the guidelines of relevant local authorities and legal regulations. It was
approved by the local ethics committee (#18-1027-104). To determine characteristic changes
in the MR imaging appearance of the ablation area in patients a with local tumor progres-
sion after percutaneous IRE of an HCC, the follow-up MR images of all IRE procedures
performed at the University Hospital of Regensburg between December 2011 and August
2019 were retrospectively evaluated. Follow-up contrast-enhanced 3 Tesla (3T) MR imaging
using Gd-EOB-DTPA including a 20 min delayed hepatobiliary phase was routinely per-
formed at five defined timepoints after IRE. A first follow-up MRI was conducted on day
one or two after ablation. Further follow-up MR imaging was performed six weeks, three
months, six months, nine months and one year after ablation, according to our institution’s
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standard of practice. Patients with a local tumor progression formed one group (local
tumor progression; LTP-group). The control group (relapse-free; RF-group) contained all
patients without a local tumor progression within one year of follow-up (Figure 1). Thus,
the following inclusion criteria were applied: (I) a histologically proven HCC, (II) an HCC
treated by percutaneous IRE, (III) for patients of the LTP-group, a local tumor progression
during the first year after IRE either histologically proven or unequivocal by imaging
criteria, (IV) written informed consent for the acquisition of pre- and post-interventional
contrast-enhanced 3T MR images using Gd-EOB-DTPA, the IRE ablation procedure itself
and the anonymous use of the data for scientific purposes in accordance with our standard
of practice and with the above-stated applicable regulations.
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Additionally, the following exclusion criteria were defined: (I) a residual tumor, which
had been detected in the immediate post-interventional MRI within 24 h after IRE, (II) the
presence of a lesion in the post-interventional ablation area being suspicious for a local
tumor progression of an HCC that was not confirmed histologically.

2.2. Irreversible Electroporation (IRE)

All irreversible electroporation procedures/ablations were performed percutaneously
under computed tomographic (CT) fluoroscopy guidance and full anesthesia including
deep muscle relaxation using the NanoKnife system (AngioDynamics, Latham, NY, USA).
At the discretion of the interventionalists and technical feasibility, a biopsy of the LTP was
taken immediately before reablation. The operator placed two to six monopolar 18-gauge
IRE probes parallel to each other in or around the target tumor, depending on the size and
position of the target lesion. The IRE parameters were as follows [18]: pulses per cycle,
70; pulse length, 90 µs; electric field, 1500 V/cm needle distance with individual adaption
following the manufacturer’s instructions (range: 1000–3000 V). A test pulse of 270 V was
delivered before the delivery of 90 therapeutic pulses (range: 70–100 pulses) to confirm
sufficient conductivity. If the current between two electrodes exceeded 48 A (high-current
condition), pulses were aborted to prevent heat induction.

2.3. Image Acquisition

MR imaging was performed with a clinical whole-body 3T system (MAGNETOM
Skyra; Siemens, Erlangen, Germany). All patients were examined by contrast-enhanced
MR scans using the hepatocyte-specific contrast agent gadolinium ethoxybenzyl diethylen-
etriamine pentaacetic acid (Gd-EOB-DTPA; Eovist®/Primovist®; Bayer Schering, Berlin,
Germany). The contrast agent was applied by an intravenous bolus injection at a flow rate
of 1 mL/s and flushed with 20 mL of NaCl 0.9%. The dose was calculated as 0.025 mmol/kg
of body weight according to the manufacturer’s recommendations.

The MR protocol included the following sequences: T2 HASTE contrast-enhanced, T1
vibe3d fat suppressed unenhanced, T1 vibe3d fat suppressed contrast-enhanced arterial
phase (T1 art.), T1 vibe3d fat suppressed contrast-enhanced portal venous phase (T1 p.v.),
T2 BLADE fat suppressed contrast-enhanced, diffusion trace contrast-enhanced (b-value:
800 s/mm2) and T1 vibe3d fat suppressed contrast-enhanced delayed phase (T1 d.p.).
Every sequence contained the entire liver and both subtracted and unsubtracted images
were available and used for reading.

Two radiologists with five years and seven years of experience in liver imaging,
respectively, examined the post-interventional MR images for the appearance of the ablation
zone and the presence of a local tumor relapse by consensus reading. Criteria used were
(1) a new nodular mass, (2) classic imaging features of an HCC including early (arterial)
contrast-enhancement or portal venous and delayed phase wash-out and/or (3) divergent
signal characteristics from the ablation zone and neighboring non-ablated liver tissue. The
ablation area was classified into two parts, a central and a peripheral zone, which were
evaluated separately from each other. The peripheral zone was defined as the distance
measured from the rim of the ablation zone that corresponded with 10% of the zone’s
maximum diameter. The remaining inner part of the ablation area was defined as its central
zone. The signal intensity of the central and the peripheral zone in each available sequence
was categorized in one of three groups: hypointense, isointense or hyperintense relative to
the healthy liver parenchyma in the same sequence.

According to the International Working Group on Image-guided Tumor Ablation, the
Interventional Oncology Sans Frontières Expert Panel, the Technology Assessment Commit-
tee of the Society of Interventional Radiology (SIR) and the Standard of Practice Committee
of the Cardiovascular and Interventional Radiological Society of Europe (CIRSE), a local
tumor progression (LTP) describes the appearance of tumor foci after at least one study
has documented adequate ablation and an absence of viable tissue in the target tumor as
well as in the surrounding ablation margin regardless of when tumor foci were discovered
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either early or late in the course of imaging follow-up [19]. While the term local tumor
recurrence might be favorable in the clinical use, the term local tumor progression should
be preferred as we have to assume that local recurrences are indeed the consequence of
incomplete ablations despite no viable tissue being detectable in one or more post-ablation
imaging studies.

2.4. Statistical Analysis

To identify potential differences between both patient groups, the biometric and tumor
characteristics were compared by either a two-sided student’s t-test with alpha = 0.05 or a
comparison of proportion using the N-1 chi-squared test. A comparison was made between
the mean values of all MRI sequences in the LTP-group measured in the follow-up control
in which the local tumor progression had been detected for the first time and the mean
values of the RF-group, calculated from the data of the entire one year follow-up control
(six weeks to one year after IRE). All collected data are presented as frequency counts
and percentages.

The intrinsic test characteristics (sensitivity and specificity) and the performance in
the selected population (positive and negative predictive values) were calculated according
to standard formulas using a 2 × 2 contingency table as follows: sensitivity (true positive
rate, TPR) = TP/P; specificity (true negative rate, TNR) = TN/N; positive prediction value
(PPV) = TP/(TP + FP); negative prediction value (NPV) = TN/(TN + FN); diagnostic odds
ratio (DOR) = LR + /LR−; positive likelihood ratio (LR+) = TPR/FPR; negative likelihood
ratio (LR−) = FNR/TNR; false negative rate (FNR) = 1−TPR where TP = true positive,
P = positive, TN = true negative, N = negative, FP = false positive, FN = false negative,
FPR = false positive rate and FNR = false negative rate.

Higher signals were considered as indicative for an HCC for T2 BLADE fat suppressed
contrast-enhanced, T2 HASTE contrast-enhanced, T1 vibe3d fat suppressed unenhanced,
diffusion trace contrast-enhanced and T1 vibe3d fat suppressed contrast-enhanced arterial
phases [20]. For the T1 vibe3d fat suppressed contrast-enhanced portal venous phase and
the T1 vibe3d fat suppressed delayed phase, lower signals were considered as indicative of
an HCC (“wash-out”). When compared with non-affected liver tissue, isointense signals
were considered indeterminate for statistical calculations as this information does not
contribute to clinical decision making. Concerning sensitivity, specificity, PPV and NPV,
values ≥ 80.0% were considered relevant if a simultaneous DOR value ≥ 1.0 could be
observed. The only exception was constituted by the T1-delayed phase sequence in the
central part of the ablation area. In this case, no DOR value could be calculated.

To identify variables for the prediction of the local tumor progression of an HCC, a
binary logistic regression model was used. Equal correlation of the binary response for
individual patients was assumed, implying an exchangeable correlation structure. The
variables analyzed were the presence of liver cirrhosis, the localization of the HCC (segment
I–IV vs. segment V–VIII), the distance between the tumor and skin (≤60 cm vs. >60 cm),
the number of IRE electrodes (≤3 vs. >3) and the localization of the HCC (subcapsular vs
not subcapsular).

All statistical analyses were performed using Microsoft Excel (Microsoft Excel 2019,
Redmond, Washington, DC, USA) and SPSS statistics (IBM SPSS Statistics, V. 25, Armonk,
NY, USA). Values were either expressed as a percentage with or without a 95% confidence
interval, maximum likelihood odds ratio estimators or as an arithmetic mean with a
standard deviation. A p-value of ≤0.05 was considered statistically significant.

3. Results

In total, 83 patients (64 men and 19 women) fulfilled the inclusion criteria with 23 of
them showing a local tumor progression (LTP) and 60 remaining tumor-free within the
study-relevant 12-month time period serving as a control group. Each patient underwent
irreversible electroporation of exactly one HCC lesion; this lesion was 2.1 ± 1.1 cm in the
LTP-group and 2.3 ± 1.1 cm in the control group (p > 0.05). Further patient and disease
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characteristics are listed in Table 1; groups showed no statistically significant differences
with an exception for the presence of liver cirrhosis (p = 0.023). In the binary logistic
regression model, the presence of liver cirrhosis represented an unfavorable prognosticator
of a local tumor progression of an HCC after IRE (p = 0.039, Table 2).

Table 1. Patient and disease characteristics.

Characteristics Patients with a Local
Tumor Progression

Reference
Group p-Value

Number of patients 23 60

Age (y)

Mean ± SD 67.8 ± 11.3 67.6 ± 11.2 0.460 2

Median (IQR) 68.0 (16.0) 68.0 (17.0)

Range 48–85 36–84

Sex, n (%)

Male 17 (73.9) 47 (78.3) 0.671 1

Female 6 (26.1) 13 (21.7)

Patients with liver cirrhosis, n (%) 9 (39.1) 40 (66.7) 0.023 *1

Tumor localization, n (%)

Segment I 0 (0.0) 3 (5.0) 0.278 1

Segment II 3 (13.0) 6 (10.0) 0.696 1

Segment III 4 (17.4) 5 (8.4) 0.242 1

Segment IVa 2 (8.7) 5 (8.4) 0.965 1

Segment IVb 3 (13.0) 7 (11.6) 0.861 1

Segment V 4 (17.4) 8 (13.3) 0.636 1

Segment VI 2 (8.7) 7 (11.6) 0.705 1

Segment VII 0 (0.0) 5 (8.4) 0.154 1

Segment VIII 5 (21.8) 14 (23.3) 0.885 1

Tumor diameter (cm), mean ± SD 2.1 ± 1.1 2.3 ± 1.1 0.263 2

Tumor diameter (cm), median (IQR) 19.0 (10.0) 20.0 (9.0)

Subcapsular localization of the tumor,
n (%) 14 (60.9) 32 (53.3) 0.535 1

Distance between tumor and skin
(cm), mean ± SD 66.4 ± 23.1 73.1 ± 23.8 0.228 2

Distance between tumor and skin
(cm), median (IQR) 65.0 (39.0) 70.0 (31.0)

Tumors associated with vascular
structures, n (%) 13 (56.5) 43 (71.7) 0.189 1

Number of IRE electrodes, mean ± SD 4.7 ± 1.2 4.7 ± 1.0 0.94 2

Number of IRE electrodes, median
(IQR) 5.0 (2.0) 5.0 (2.0)

SD = standard deviation, IQR = interquartile range, * significant difference (p < 0.05), 1 using the “N-1” chi-squared
test as recommended by Campbell (2007) and Richardson (2011) [21]. 2 using a two-tailed student’s t-test for
independent samples (IBM SPSS Statistics, version 25, Armonk, New York, USA) [22].
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Table 2. Results of a binary logistic regression model predicting the local tumor progression of a
hepatocellular carcinoma after irreversible electroporation.

Variable OR (95% CI) p-Value

Liver cirrhosis: no vs. yes 0.34 (0.12–0.94) 0.039 *

Localization of the HCC: Segment I–IV vs. V–VIII 0.77 (0.26–2.28) 0.641

Distance between tumor and skin: ≤60 cm vs. >60 cm 0.70 (0.24–2.01) 0.503

Number of IRE electrodes: ≤3 vs. >3 0.99 (0.25–3.90) 0.991

Localization of the HCC: subcapsular vs. not subcapsular 1.45 (0.50–4.21) 0.496
HCC, hepatocellular carcinoma; OR, odds ratio; CI, confidence interval. * significant difference (p < 0.05).

A total of 19 (82.6%) out of 23 patients had a local tumor progression in the peripheral
ablation zone. In four patients (17.4%), an infiltration of both parts (the peripheral and the
central ablation zone) was noted (Table 3). No sole central progression occurred.

Table 3. Distribution of the local tumor progression after IRE of an HCC.

Localization of Local Tumor Progression Number of Patients, n (%)

Central ablation area 0 (0.0)

Central and peripheral ablation area 4 (17.4)

Peripheral ablation area 19 (82.6)

Time of First Observation of Local Tumor Progression

Six weeks after IRE 4 (17.4)

Three months after IRE 10 (43.5)

Six months after IRE 6 (26.1)

Nine months after IRE 2 (8.7)

One year after IRE 1 (4.3)
IRE = irreversible electroporation; HCC = hepatocellular carcinoma.

In 43.5% (n = 10) of cases, a local tumor progression was detected three months after
IRE and in 87.0% (n = 20) of all cases the tumor progression was noted within the first
six months after IRE. Table 3 summarizes the different points of time of the local tumor
progression.

The cumulative local tumor progression after MRI-verified primary ablation success in
99 out of 105 patients (94.3%) was 4/99 = 4.0%, 14/99 = 14.1%, 20/99 = 20.2%, 22/99 = 22.2%
and 23/99 = 23.2% after six weeks, three months, six months, nine months and one year,
respectively. The calculated MRI-verified three-month local progression-free rate was
69/105 = 65.7%, respectively, but 14/105 = 13.3% were lost to follow-up in this period.

On average, the mean diameter of the tumor relapse was 0.3 ± 0.1 cm on detection. A
total of 14 out of 23 LTPs were histologically proven by a biopsy (60.7%).

Comparing the MR imaging signal characteristics of the central ablation zone between
the groups, T1 p.v. had a sensitivity of 95% and a negative predictive value of 90% for
the detection of local tumor progressions. T1 d.p. had a sensitivity of 100% and negative
predictive value of 100%, respectively. The diffusion sequence had a negative predictive
value of 81.08% (Table 4; Figure 2; Appendix A).
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Table 4. Diagnostic accuracy of MRI signal characteristics for the local tumor progression in the
central part of the ablation area after IRE of HCC.

MRI
Sequence

Sensitivity
(95% CI)

Specificity
(95% CI)

PPV
(95% CI)

NPV
(95% CI) DOR

T2 BLADE 40.91
(20.71–63.65)

73.08
(58.98–84.43)

39.13
(19.71–61.46)

74.51
(60.37–85.67) 1.877

T2 HASTE * 29.41
(10.31–55.96)

53.85
(33.37–73.41)

29.41
(10.31–55.96)

53.85
(33.37–73.41) 0.486

T1 43.48
(23.19–65.51)

19.64
(10.23–32.43)

18.18
(9.08–30.9)

45.83
(25.55–67.18) 0.188

Diffusion * 61.11
(35.75–82.7)

65.22
(49.75–78.65)

40.74
(22.39–61.2)

81.08
(64.84–92.04) 2.948

T1 art. * 59.09
(36.35–79.29)

41.51
(28.14–55.87)

29.55
(16.76–45.2)

70.79
(51.96–85.78) 1.024

T1 p.v. * 95.00
(75.13–99.87)

17.65
(8.4–30.87)

31.15
(19.9–44.29)

90.00
(55.5–99.75) 4.078

T1 d.p. * 100.00
(85.18–100.0)

16.36
(7.77–28.8)

33.33
(22.44–45.71)

100.00
(66.37–100.0) -/- 1

PPV = positive prediction value; NPV = negative prediction value; DOR = diagnostic odds ratio; CI = confidence
interval; * = contrast-enhanced; art. = arterial phase; p.v. = portal venous phase; d.p. = delayed phase; 1 = unable
to calculate.
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Figure 2. Proportions of signal characteristics in the central ablation zone of patients with a local tumor progression after
IRE of an HCC (a) and of the reference group (b) * = contrast-enhanced; art. phase = arterial phase; p.v. phase = portal
venous phase.

Regarding the peripheral ablation zone, the highest sensitivity (95.45%) and negative
predictive value (80%) for the detection of local tumor progressions was noted for the T2
BLADE sequence. T2 HASTE showed a sensitivity of 85.0% and a diffusion sequence of
90%, respectively. T1 non-enhanced showed a specificity of 94.74% and T1 art. 81.48%,
respectively. All calculated values are presented in detail inTable 5 and Figure 3.
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Table 5. Diagnostic accuracy of MRI signal characteristics for a local tumor progression in the
peripheral part of the ablation area after IRE of an HCC.

MRI
Sequence

Sensitivity Specificity PPV NPV
DOR(95% CI) (95% CI) (95% CI) (95% CI)

T2 BLADE
95.45 7.27 29.17 80.00

1.646(77.16–99.88) (2.02–17.59) (19.05–41.07) (28.36–99.49)

T2 HASTE *
85.00 12.00 aat27.87 66.67

0.773(62.11–96.79) (4.53–24.31) (17.15–40.83) (29.93–92.51)

T1
22.73 94.74 62.50 76.06

5.292(7.82–45.37) (85.38–98.9) (24.49–91.48) (64.46–85.39)

Diffusion *
90 5.88 27.27 60

0.562(68.3–98.77) (1.23–16.24) (17.03–39.64) (14.66–94.73)

T1 art. *
18.18 81.48 28.57 70.97

0.978(5.19–40.28) (68.57–90.75) (8.39–58.1) (58.05–81.8)

T1 p.v. * 72.73 26.79 28.07 71.43
0.975(49.78–89.27) (15.83–40.3) (16.97–41.54) (47.82–88.72)

T1 d.p. * 91.3 5.26 28 60
0.583(71.96–98.93) (1.1–14.62) (18.24–39.56) (14.66–94.73)

PPV = positive prediction value; NPV = negative prediction value; DOR = diagnostic odds ratio; CI = confidence
interval; * = contrast-enhanced; art. = arterial phase; p.v. = portal venous phase; d.p. = delayed phase.
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Figure 3. Proportions of signal characteristics in the peripheral ablation zone of patients suffering from a local tumor
progression after IRE of an HCC (a) and of the reference group (b) * = contrast-enhanced; art. phase = arterial phase; p.v.
phase = portal venous phase.

As expected, the size of ablation defects showed an involution over time from
5.6 ± 1.3 cm in the LTP-group and 5.5 ± 1.5 cm in the reference group to 3.5 ± 1.1 cm for
the LTP-group at six weeks after IRE and 3.4 ± 1.8 for the reference group, respectively
(Table 6).
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Table 6. Diameter of the ablation area during the follow-up.

Point of Time

Patients with a Local Tumor
Progression Reference Group

Diameter of the Ablation Area (cm) Diameter of the Ablation Area (cm)

Mean ± SD Median (IQR) Mean ± SD Median (IQR)

Six weeks after
IRE 5.6 ± 1.3 5.6 (1.2) 5.5 ± 1.5 5.3 (1.1)

Three months
after IRE 4.5 ± 1.3 4.2 (1.1) 4.3 ± 1.5 4.1 (1.2)

Six months after
IRE 4.3 ± 1.1 4.2 (1.1) 3.6 ± 1.6 3.6 (1.0)

Nine months
after IRE 3.8 ± 1.2 3.9 (1.0) 3.5 ± 1.7 3.4 (1.0)

One year after
IRE 3.5 ± 1.1 3.5 (1.0) 3.4 ± 1.8 3.2 (1.1)

SD = standard deviation; IQR = interquartile range.

4. Discussion

Representing a minimally invasive option in the therapy of HCCs, the importance of
IRE has increased during recent years. Although several reports have been published con-
cerning the safety and efficacy of IRE [23–26], little is known about how and when to detect
local tumor progressions to enable early re-treatment and halt progress. For example, Ri-
mola et al. suggest post-interventional Gd-EOB-DTPA MRI including a hepatobiliary-phase
and DWI (diffusion weighted imaging) sequences to detect early HCC progression [27].
Unfortunately, their study does not contain a differentiation between patients who were
treated with surgery or several ablation techniques. To the best of our knowledge, this is
the first study addressing these questions using standard of care Gd-EOB-DTPA-based MR
imaging at 3 Tesla.

Overall, six out of 105 patients (5.7%) had an incomplete ablation detected on the
immediate post-IRE MRI. All six underwent successful reablation but were not covered
further in our study after drop-out per our protocol (Figure 1). Incomplete ablation is any
residual viable tumor after ablation. A newly detectable viable tumor after adequate abla-
tion and an absence of viable tissue in the target tumor and surrounding ablation margin
documented by imaging criteria is termed tumor progression as these cases most likely
resemble residual untreated microscopic tumors [19]. While technically both incomplete
ablations and tumor progressions feature a residual viable tumor, our clinical work was
limited by the imaging resolution and visibility of these tumor remnants. This phenomenon
or limitation perfectly parallels the well-known “R” status in tumor surgery. Minimally
invasive oncological therapies such as IRE or other ablation techniques have the inherent
shortcoming of tissue destruction, which forecloses the pathological work-up of the border
that serves as a quality check. As a consequence, post-ablation imaging and close controls
are of the utmost importance as we cannot rely on a microscopically validated R0 status.

In 82.6% (n = 19) of all patients suffering from a local tumor progression after IRE of
an HCC, the tumor progression was detected in the periphery of the ablation area. In all of
the other patients of the LTP-group (four patients; 17.4%) a local tumor progression was
observed in the periphery and simultaneously in the center of the ablation zone (Table 2)
although which part of the ablation zone housed the origin of the tumor could not be
differentiated. Thus, it needed to be taken into consideration that all progressions actually
arose in the peripheral zone and the here-mentioned cases represented a secondary tumor
invasion of the central zone. Without doubt, the findings indicated that the peripheral
part of the ablation area was affected more often by a local tumor progression than its
center, which was in line with several other studies that have pointed to the relevance of a
sufficient safety margin in ablations paralleling the well-known safety margin of surgical
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resection. An incomplete ablation of the peripheral ablation zone has to be contemplated
as a potential reason for a local tumor progression. This hypothesis coincided with the
results of Padia et al. [28] who assessed the post-IRE ablation areas of patients with an
HCC by evaluating MR imaging. The authors described a temporary enhancement in the
periphery of the ablation zone, which had been observed one day after IRE but had not
been observable in further follow-up controls. Padia et al. suggested that this phenomenon
might be caused by so called “reversible electroporation” [28]. This effect could lead to
an incomplete ablation of peripheral tumor tissue and, in a few cases, facilitating the
occurrence of a local tumor progression of a residual untreated microscopic tumor [19].
To verify this assumption, a histopathological correlation, which would have had to be
performed immediately after IRE but was not feasible in a daily routine, would have
been necessary.

In 87% (n = 20) of all patients of the LTP-group the tumor relapse was noted within
the first six months after IRE (Table 3) while the peak was observed three months after the
intervention (43.5%; n = 10). This outcome was consistent with the results of Kalra et al.
who treated 21 HCCs with IRE and reported a median time to a local tumor progression of
four months in five cases [29]. On the contrary, Sutter et al. described a median time to a
local tumor progression of nine months in 15 cases after the complete ablation of 69 HCCs
by IRE [30].

Taking all of the mentioned results into consideration, a closely performed follow-up
control after IRE of hepatocellular carcinomas seems to be indispensable especially during
the early period including at least the first six post-interventional months as a lack of
follow-up could lead to a missed detection of an early local tumor progression. For the
evaluation of a late-occurring local tumor progression, long-term studies consisting of a
larger study population are necessary, but several cohorts have shown that a local tumor
progression remains a concern even in the delayed timeframe ≥ 6 months after the initial
successful IRE of the target lesion [18,23,31–33].

Being considered to be the most effective imaging modality to detect hepatic malig-
nancies [12,13], MRI is currently the most commonly applied method for the follow-up
control after IRE in the clinical daily routine. Nevertheless, the MRI appearance of the
ablation area after IRE frequently differs greatly, often representing a diagnostic challenge
for the observer. To detect the potential characteristic signal intensities of a local tumor
progression after IRE of an HCC in Gd-EOB-DTPA-based MR imaging, the authors aimed
to identify certain MRI sequences providing a minimum risk of missing a local tumor
progression during follow-up. Therefore, the focus was placed on MRI sequences that
showed the highest sensitivity and negative prediction values (NPV) in comparison with
the reference group. It is of notable interest that the sequences considered the best, based
on our results, differed for the central and peripheral ablation zone; in the center, the T1
d.p. and T1 p.v. sequences were most beneficial while in the peripheral zone, T2 BLADE
and diffusion sequences were (statistically) more favorable in our cohort. One limitation of
this study worth mentioning here is the small number of central tumor progressions.

In addition, the detection of local tumor progressions is complicated by the fact that the
observed MRI signal characteristic of recurrent tumors after IRE often differ from the classic
MRI appearance of HCCs in Gd-EOB-DTPA-based MR imaging [34]. Presumably, this is
caused by the interfering signal behavior of the post-ablative tissue. Figure 4 illustrates the
signal behavior of a local tumor progression of an HCC being identical with the typical
MRI appearance of an HCC as described in the literature [34]. In contrast, Figure 5 shows
a tumor relapse after IRE of an HCC presenting atypical signal behavior, easily missed
by the non-experienced reader [35]. Taking everything into consideration, the current
study indicated that the detection of a local tumor progression in Gd-EOB-DTPA-based
MR imaging after IRE of an HCC remains challenging as the observer cannot focus solely
on the signal behavior of the ablation area. Although a few significant changes in the MRI
sequences of the LTP-group could be identified, the signal intensities of patients with a local
tumor progression after IRE of an HCC did not show classic HCC characteristics to ensure



Cancers 2021, 13, 1595 12 of 16

a reliable diagnosis. Therefore, it was even more important for the observer to additionally
focus on the configuration of the ablation area in order to detect suspicious inhomogeneous
parts or even progressively growing tissue (Figure 5). Knowing which MRI sequences
are most conclusive is of great importance for the individual patient possibly requiring
re-treatment. In cases of doubt, additional imaging techniques such as contrast-enhanced
ultrasound or computed tomography can be used. If in doubt of indeterminate MR imaging
characteristics, the radiologist can recommend a biopsy, which is also the standard of care
in our institution. Additionally, closely performed MR imaging follow-up controls of the
ablated area should be conducted.
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Figure 5. A 67-year-old man with a local tumor progression in the peripheral ablation zone (segment VIII/Iva) six months
after IRE of an HCC, which presented atypical signal behavior in Gd-EOB-DTPA-based MR imaging. The nodular, exophytic
HCC (red arrow) showed a slight peripheral enhancement and a central hypointensity in the contrast-enhanced T1 arterial
phase MR image (a), the typically known hypervascularization was lacking, however. The signal intensities of the HCC
remained unchanged during the contrast-enhanced T1 portal venous phase (b) and the contrast-enhanced T1 delayed phase
MR image (c). A typical “wash-out” could not be observed. The central part of the ablation area showed several hyperintense
spots (green arrow), which could be detected in all presented MRI sequences (a–c), attributable to post-interventional
hemorrhagic transformation.

The baseline characteristics of patients with and without a local tumor progression and
the binary logistic regression model indicated that there was a significant difference in the
presence of liver cirrhosis in patients with and without a local tumor progression (p = 0.023,
Table 1) and that liver cirrhosis may increase the risk of a local tumor progression of an
HCC after IRE (p = 0.039, Table 2). These findings were consistent with the findings of other
authors who identified liver cirrhosis as a risk factor for the development of HCCs [36,37]
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and underlined the importance of its routine evaluation in patients suffering from an HCC
even after being treated with IRE.

The present study had several limitations; the first was the retrospective and non-
blinded design of the study. The second was the small cohort size owing to the single-
center design. Third, there was an inconsistency between the LTP-group and the reference
group concerning the number of patients. Fourth, both patient groups consisted of a
heterogenous patient population concerning sex and age but exhibited no statistically
significant difference in those baseline characteristics. Nonetheless, this study provided
the largest cohort addressing the highly relevant topic of local tumor progression detection
after IRE of HCCs.

5. Conclusions

Our study revealed helpful insights for the early detection of local tumor progressions
after IRE of HCCs. First, most cases of a local tumor progression could be found within
three to six months post-intervention, respectively. Thus, follow-up using Gd-EOB-DTPA-
enhanced 3T MRI at three and six months after IRE is recommendable. Second, most
progressions were located in the peripheral ablation zone. This finding supports the
importance of sufficient ablation oversizing in IRE and calls for an especially careful
evaluation of the periphery in follow-up imaging. Third, a few contrast-enhanced MRI
sequences (T2 BLADE and diffusion sequences for the peripheral zone; T1 p.v. and T1 d.p.
for the center) had the highest sensitivity and NPV for the detection of tumor progressions;
however, a few HCC progressions showed atypical signal characteristics. Therefore, it
is of utmost importance to evaluate each and every MRI sequence available. Fourth,
liver cirrhosis seemed to be an unfavorable prognosticator for the development of local
HCC progressions.
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Abbreviations

BLADE
Proprietary name for periodically overlapping parallel lines with enhanced
reconstruction (PROPELLER) from Siemens Healthcare

CI Confidence interval
CIRSE Cardiovascular and Interventional Radiological Society of Europe
DOR Diagnostic odds ratio
DWI Diffusion weighted imaging
FN False negative
FNR False negative rate
FP False positive
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FPR False positive rate

Gd-EOB-DTPA
Gadoxetate-Disodium-Ethoxybenzyl-Diethylenetriamine-pentaacetic-acid
(C23H28GdN3Na2O11; Eovist®/Primovist®)

HASTE Half-Fourier acquisition single-shot turbo-spin echo
HCC Hepatocellular carcinoma
IRE Irreversible electroporation
LR– Negative likelihood ratio
LR+ Positive likelihood ratio
LTP Local tumor progression
MRI Magnetic resonance imaging
MWA Microwave ablation
N Negative
NPV Negative prediction value
P Positive
PPV Positive prediction value
RF Relapse-free/control
SD Standard deviation
SIR Society of Interventional Radiology
TN True negative
TNR True negative rate
TP True positive
TPR True positive rate
T1 d.p. T1 delayed phase
T1 p.v. T1 portal venous

Appendix A

A total of six patients were identified as having a residual tumor after IRE. These
HCCs showed the following signal characteristics (Table A1) with typical T1 arterial phase
contrast enhancement in five out of six cases (83.3%) and typical T1 delayed phase wash-out
in five out of six cases (83.3%). T2 BLADE and T2 HASTE signal hyperintensity were the
second most frequent characteristics observed with four out of six cases each (66.7%).

Table A1. Distribution of MRI signal characteristics in six patients with residual tumor tissue after
IRE of an HCC.

MRI Sequence
Signal Intensity

Hypointense Isointense Hyperintense

T2 BLADE * 0 2 4

T2 HASTE * 0 1 5

T1 1 3 2

Diffusion 0 3 3

T1 arterial phase * 0 1 5

T1 portal venous phase * 2 4 0

T1 delayed phase * 5 1 0
* = contrast-enhanced; IRE = irreversible electroporation; HCC = hepatocellular carcinoma.

References
1. Sasson, A.R.; Sigurdson, E.R. Surgical treatment of liver metastases. Semin Oncol. 2002, 29, 107–118. [CrossRef]
2. Ahmed, M. Technology Assessment Committee of the Society of Interventional Radiology. Image-guided tumor ablation:

Standardization of terminology and reporting criteria-a 10-year update: Supplement to the consensus document. J. Vasc. Interv.
Radiol. 2014, 25, 1706–1708. [CrossRef]

3. Meloni, M.F.; Andreano, A.; Bovo, G.; Chiarpotto, B.; Amabile, C.; Gelsomino, S.; Lazzaroni, S.; Sironi, S. Acute portal venous
injury after microwave ablation in an in vivo porcine model: A rare possible complication. J. Vasc. Interv. Radiol. 2011, 22, 947–951.
[CrossRef]

http://doi.org/10.1053/sonc.2002.31676
http://doi.org/10.1016/j.jvir.2014.09.005
http://doi.org/10.1016/j.jvir.2011.03.012


Cancers 2021, 13, 1595 15 of 16

4. Crocetti, L.; de Baere, T.; Lencioni, R. Quality improvement guidelines for radiofrequency ablation of liver tumours. Cardiovasc.
Interv. Radiol. 2010, 33, 11–17. [CrossRef] [PubMed]

5. Dollinger, M.; Müller-Wille, R.; Zeman, F.; Haimerl, M.; Niessen, C.; Beyer, L.P.; Lang, S.A.; Teufel, A.; Stroszczynski, C.;
Wiggermann, P. Irreversible electroporation of malignant hepatic tumors-Alterations in venous structures at subacute follow-up
and evolution at mid-term follow-up. PLoS ONE 2015, 10, e0135773. [CrossRef]

6. Rubinsky, B.; Onik, G.; Mikus, P. Irreversible electroporation: A new ablation modality-clinical implications. Technol. Cancer Res.
Treat. 2007, 6, 37–48. [CrossRef]

7. Lee, E.W.; Chen, C.; Prieto, V.E.; Dry, S.M.; Loh, C.T.; Kee, S.T. Advanced hepatic ablation technique for creating complete cell
death: Irreversible electroporation. Radiology 2010, 255, 426–433. [CrossRef]

8. Lee, Y.J.; Lu, D.S.; Osuagwu, F.; Lassman, C. Irreversible electroporation in porcine liver: Short- and long-term effect on the
hepatic veins and adjacent tissue by CT with pathological correlation. Investig. Radiol. 2012, 47, 671–675. [CrossRef]

9. Tameez Ud Din, A.; Tameez-Ud-Din, A.; Chaudhary, F.M.D.; Chaudhary, N.A.; Siddiqui, K.H. Irreversible Electroporation for
liver tumors: A review of literature. Cureus 2019, 11, e4994. [CrossRef]

10. Saini, A.; Breen, I.; Alzubaidi, S.; Pershad, Y.; Sheth, R.; Naidu, S.; Knuttinen, M.G.; Albadawi, H.; Oklu, R. Irreversible
Electroporation in liver lancers and whole organ engineering. J. Clin. Med. 2018, 8, 22. [CrossRef]

11. Mathy, R.M.; Tinoush, P.; da Florencia, R.D.; Braun, A.; Ghamarnejad, O.; Radeleff, B.; Kauczor, H.U.; Chang, D.H. Impact of
needle positioning on ablation success of irreversible electroporation: A unicentric retrospective analysis. Sci. Rep. 2020, 10, 21902.
[CrossRef]

12. Gazelle, G.S.; Goldberg, S.N.; Solbiati, L.; Livraghi, T. Tumor ablation with radio-frequency energy. Radiology 2000, 217, 633–646.
[CrossRef]

13. Lewin, J.S.; Connell, C.F.; Duerk, J.L.; Chung, Y.C.; Clampitt, M.E.; Spisak, J.; Gazelle, G.S.; Haaga, J.R. Interactive MRI-guided
radiofrequency interstitial thermal ablation of abdominal tumors: Clinical trial for evaluation of safety and feasibility. J. Magn.
Reson. Imaging 1998, 8, 40–47. [CrossRef]

14. Roberts, L.R.; Sirlin, C.B.; Zaiem, F.; Almasri, J.; Prokop, L.J.; Heimbach, J.K.; Murad, M.H.; Mohammed, K. Imaging for the
diagnosis of hepatocellular carcinoma: A systematic review and meta-analysis. Hepatology 2018, 67, 401–421. [CrossRef]

15. Haimerl, M.; Wächtler, M.; Zeman, F.; Verloh, N.; Platzek, I.; Schreyer, A.G.; Stroszczynski, C.; Wiggermann, P. Quantitative
evaluation of enhancement patterns in focal solid liver lesions with Gd-EOB-DTPA-enhanced MRI. PLoS ONE 2014, 9, e100315.
[CrossRef]

16. Balogh, J.; Victor, D., III; Asham., E.H.; Burroughs, S.G.; Boktour, M.; Saharia, A.; Li, X.; Ghobrial, R.M.; Monsour, H.P., Jr.
Hepatocellular carcinoma: A review. J. Hepatocell. Carcinoma 2016, 3, 41–53. [CrossRef]

17. Ozer Etik, D.; Suna, N.; Boyacioglu, A.S. Management of Hepatocellular Carcinoma: Prevention, Surveillance, Diagnosis, and
Staging. Exp. Clin. Transplant. 2017, 15, 31–35.

18. Niessen, C.; Igl, J.; Pregler, B.; Beyer, L.; Noeva, E.; Dollinger, M.; Schreyer, A.G.; Jung, E.M.; Stroszczynski, C.; Wiggermann, P.
Factors associated with short-term local recurrence of liver cancer after percutaneous ablation using irreversible electroporation:
A prospective single-center study. J. Vasc. Interv. Radiol. 2015, 26, 694–702. [CrossRef]

19. Ahmed, M.; Solbiati, L.; Brace, C.L.; Breen, D.J.; Callstrom, M.R.; Charboneau, J.W.; Chen, M.H.; Choi, B.I.; de Baère, T.; Dodd,
G.D., 3rd; et al. Image-guided tumor ablation: Standardization of terminology and reporting criteria-a 10-year update. Radiology
2014, 273, 241–260. [CrossRef]

20. Choi, J.Y.; Lee, J.M.; Sirlin, C.B. CT and MR imaging diagnosis and staging of hepatocellular carcinoma: Part I. Development,
growth, and spread: Key pathologic and imaging aspects. Radiology 2014, 272, 635–654. [CrossRef]

21. “N-1” Chi-squared Test as Recommended by Campbell (2007) and Richardson (2011). Available online: https://www.medcalc.
org/calc/comparison_of_proportions.php (accessed on 15 November 2020).

22. IBM SPSS Statistics, Version 25; Software for Technical Computation: Armonk, NY, USA.
23. Cannon, R.; Ellis, S.; Hayes, D.; Narayanan, G.; Martin, R.C. 2nd. Safety and early efficacy of irreversible electroporation for

hepatic tumors in proximity to vital structures. J. Surg. Oncol. 2013, 107, 544–549. [CrossRef]
24. Philips, P.; Hays, D.; Martin, R.C.G. Irreversible electroporation ablation (IRE) of unresectable soft tissue tumors: Learning curve

evaluation in the first 150 patients treated. PLoS ONE 2013, 8, e76260.
25. Thomson, K.R.; Cheung, W.; Ellis, S.J.; Federman, D.; Kavnoudias, H.; Loader-Oliver, D.; Roberts, S.; Evans, P.; Ball, C.; Haydon,

A. Investigation of the safety of irreversible electroporation in humans. J. Vasc. Interv. Radiol. 2011, 22, 611–621. [CrossRef]
26. Kingham, T.P.; Karkar, A.M.; D’Angelica, M.I.; Allen, P.J.; Dematteo, R.P.; Getrajdman, G.I.; Sofocleous, C.T.; Solomon, S.B.;

Jarnagin, W.R.; Fong, Y. Ablation of perivascular hepatic malignant tumors with irreversible electroporation. J. Am. Coll. Surg.
2012, 215, 379–387. [CrossRef]

27. Rimola, J.; Forner, A.; Sapena, V.; Llarch, N.; Darnell, A.; Díaz, A.; García-Criado, A.; Bianchi, L.; Vilana, R.; Díaz-González, Á.;
et al. Performance of gadoxetic acid MRI and diffusion-weighted imaging for the diagnosis of early recurrence of hepatocellular
carcinoma. Eur. Radiol. 2020, 30, 186–194. [CrossRef]

28. Padia, S.A.; Johnson, G.E.; Yeung, R.S.; Park, J.O.; Hippe, D.S.; Kogut, M.J. Irreversible electroporation in patients with
hepatocellular carcinoma: Immediate versus delayed findings at MR imaging. Radiology 2016, 278, 285–294. [CrossRef]

http://doi.org/10.1007/s00270-009-9736-y
http://www.ncbi.nlm.nih.gov/pubmed/19924474
http://doi.org/10.1371/journal.pone.0135773
http://doi.org/10.1177/153303460700600106
http://doi.org/10.1148/radiol.10090337
http://doi.org/10.1097/RLI.0b013e318274b0df
http://doi.org/10.7759/cureus.4994
http://doi.org/10.3390/jcm8010022
http://doi.org/10.1038/s41598-020-78660-0
http://doi.org/10.1148/radiology.217.3.r00dc26633
http://doi.org/10.1002/jmri.1880080112
http://doi.org/10.1002/hep.29487
http://doi.org/10.1371/journal.pone.0100315
http://doi.org/10.2147/JHC.S61146
http://doi.org/10.1016/j.jvir.2015.02.001
http://doi.org/10.1148/radiol.14132958
http://doi.org/10.1148/radiol.14132361
https://www.medcalc.org/calc/comparison_of_proportions.php
https://www.medcalc.org/calc/comparison_of_proportions.php
http://doi.org/10.1002/jso.23280
http://doi.org/10.1016/j.jvir.2010.12.014
http://doi.org/10.1016/j.jamcollsurg.2012.04.029
http://doi.org/10.1007/s00330-019-06351-0
http://doi.org/10.1148/radiol.2015150031


Cancers 2021, 13, 1595 16 of 16

29. Kalra, N.; Gupta, P.; Gorsi, U.; Bhujade, H.; Chaluvashetty, S.B.; Duseja, A.; Singh, V.; Dhiman, R.K.; Chawla, Y.K.; Khandelwal, N.
Irreversible Electroporation for unresectable hepatocellular carcinoma: Initial experience. Cardiovasc. Interv. Radiol. 2019, 42,
584–590. [CrossRef]

30. Sutter, O.; Calvo, J.; N’Kontchou, G.; Nault, J.C.; Ourabia, R.; Nahon, P.; Ganne-Carrié, N.; Bourcier, V.; Zentar, N.; Bouhafs, F.;
et al. Safety and efficacy of irreversible electroporation for the treatment of hepatocellular carcinoma not amenable to thermal
ablation techniques: A retrospective single-center case series. Radiology 2017, 284, 877–886. [CrossRef]

31. Langan, R.C.; Goldman, D.A.; D’Angelica, M.I.; DeMatteo, R.P.; Allen, P.J.; Balachandran, V.P.; Jarnagin, W.R.; Kingham, T.P.
Recurrence patterns following irreversible electroporation for hepatic malignancies. J. Surg. Oncol. 2017, 115, 704–710. [CrossRef]

32. Cheung, W.; Kavnoudias, H.; Roberts, S.; Szkandera, B.; Kemp, W.; Thomson, K.R. Irreversible electroporation for unresectable
hepatocellular carcinoma: Initial experience and review of safety and outcomes. Technol. Cancer Res. Treat. 2013, 12, 233–241.
[CrossRef]

33. Eisele, R.M.; Chopra, S.S.; Glanemann, M.; Gebauer, B. Risk of local failure after ultrasound guided irreversible electroporation of
malignant liver tumors. Interv. Med. Appl. Sci. 2014, 6, 147–153. [CrossRef]

34. European Association for the Study of the Liver. EASL Clinical practice guidelines: Management of hepatocellular carcinoma. J.
Hepatol. 2018, 69, 182–236. [CrossRef]

35. Choi, D.; Mitchell, D.G.; Verma, S.K.; Bergin, D.; Navarro, V.J.; Malliah, A.B.; McGowan, C.; Hann, H.W.; Herrine, S.K.
Hepatocellular carcinoma with indeterminate or false-negative findings at initial MR imaging: Effect on eligibility for curative
treatment initial observations. Radiology 2007, 244, 776–783. [CrossRef]

36. Takada, Y.; Otsuka, M.; Todoroki, T.; Fukao, K. Accompanying liver cirrhosis as a risk factor for recurrence after resection of
solitary hepatocellular carcinoma. Hepatogastroenterology 2003, 50, 1991–1995.

37. Bruix, J.; Sherman, M. American Association for the Study of Liver Diseases. Management of hepatocellular carcinoma: An
update. Hepatology 2011, 53, 1020–1022. [CrossRef]

http://doi.org/10.1007/s00270-019-02164-2
http://doi.org/10.1148/radiol.2017161413
http://doi.org/10.1002/jso.24570
http://doi.org/10.7785/tcrt.2012.500317
http://doi.org/10.1556/IMAS.6.2014.4.2
http://doi.org/10.1016/j.jhep.2018.03.019
http://doi.org/10.1148/radiol.2443061355
http://doi.org/10.1002/hep.24199

	Introduction 
	Patients and Methods 
	Study Design, Patient Selection and Patient Characteristics 
	Irreversible Electroporation (IRE) 
	Image Acquisition 
	Statistical Analysis 

	Results 
	Discussion 
	Conclusions 
	
	References

