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Quantification of liver iron concentration (LIC) is crucial in the
management of patients suffering from certain pathologies that
can produce iron overload, such as Cooley’s anemia and hemo-
chromatosis. All of these patients must control the level of iron
deposits in their organs to avoid the toxicity of high LIC, which
is potentially lethal. This paper describes experimental proto-
cols for LIC measurement using two magnetic techniques:
magnetic resonance imaging (MRI) and biomagnetic liver sus-
ceptometry (BLS). MRI proton transverse relaxation rate (R2)
and image intensity, evaluated pixel by pixel, were used as
indicators of iron load in the tissue. LIC measurement by BLS
was performed using an AC superconducting susceptometer
system. A group of 23 patients with a large range of iron over-
load (0.9 to 34.5 mgFe/gdry tissue) was evaluated with both tech-
niques (MRI � BLS). A significant linear correlation (r � 0.89–
0.95) was found between the LIC by MRI and by BLS. These
results show the feasibility of using two noninvasive methodol-
ogies to evaluate liver iron store in a large concentration range.
Both methodologies represent an equivalent precision. Magn
Reson Med 54:122–128, 2005. © 2005 Wiley-Liss, Inc.
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Iron is an essential element in all living cells, but becomes
toxic if accumulated beyond the capacity of its storage
proteins (ferritin and hemosiderin) and its transport pro-
tein (transferin). Iron overload causes damage to the liver,
various endocrine organs, and the heart (1–4). This con-
dition may result from increased gastrointestinal absorp-
tion or from repeated blood transfusions (5–7), when
chronically transfused and inadequately chelated patients
develop cellular injury, skin hyperpigmentation, and
growth retardation. This is followed in adolescence by
pubertal failure, insulin-dependent diabetes, hypothyroid-
ism, cardiac failure, and arrhythmias (8,9). Practical man-
agement of iron overload requires a reliable estimation of

body iron content and its distribution, as well as an un-
derstanding of how iron overload produces clinical se-
quelae (10).

The safest and most effective way of removing iron
excess depends on the underlying condition as well as on
the degree of iron load. Therefore, the use of noninvasive
techniques to serially evaluate body iron overload is very
useful to monitor the efficacy of the treatment (11).

In the majority of clinical centers, the standard method
to evaluate the total amount of body iron is measurement
of the serum ferritin concentration in the blood. However,
the correlation between serum ferritin and body iron is not
sufficiently precise to be of strong prognostic value, espe-
cially in association with inflammation or tissue damage
(12). Moreover, the relationship between blood serum fer-
ritin concentration and body iron content is altered in a
complex manner by chelation and vitamin C treatment. In
addition, the relationship between serum ferritin and body
iron appears to be different for different hematologic con-
ditions (9,13).

An alternative to evaluating body iron overload is the
measurement of liver iron concentration (LIC). Liver is the
main iron storage in the body, containing approximately
70% of the total content (14). Liver iron correlates closely
with total body iron and can be assessed by needle biopsy
or, more recently, by noninvasive magnetic resonance im-
aging (MRI) and biomagnetic liver susceptometry (BLS).

Needle biopsy is the current gold standard technique,
which can provide direct LIC measurement by atomic
absorption spectroscopy and histologic evolution of the
liver pathology. However, liver biopsy cannot be used as a
routine method due to its invasiveness, discomfort, and
significant risk to the patient. In addition, inadequate sam-
ple size (�0.5 mg dry weight) and nonuniform liver iron
distribution may give misleading results (15).

On the other hand, MRI has recently proved its effec-
tiveness in measuring LIC (16). The presence of iron ions
in a sample causes a reduction of MRI signal intensity,
which is related to a decrease in T2 relaxation time of the
protons (17). Based on this principle, MRI may serve as a
noninvasive technique to determine LIC (18–23). Recent
studies have shown that the logarithm of signal intensity
(SI) and transverse relation rate R2 (� 1/T2) of images
acquired using gradient-echo and spin-echo sequences
have a linear correlation with needle biopsy (24–27). Nev-
ertheless, MRI measurements in patients with severe iron
overload are inaccurate due to ultrafast transverse relax-
ation times. Thus, there is an upper limit of LIC that can be
evaluated by MRI (28). Another disadvantage of MRI is its
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Matemática, FFCLRP-USP, Av. Bandeirantes, 3900, 14040–901 Ribeirão
Preto-SP, Brazil. E-mail: adilton@biomag.usp.br
Received 25 October 2004; accepted 20 January 2005.
DOI 10.1002/mrm.20510
Published online in Wiley InterScience (www.interscience.wiley.com).

Magnetic Resonance in Medicine 54:122–128 (2005)

© 2005 Wiley-Liss, Inc. 122



dependence on tissue alterations such as fibrosis and in-
flammation, which are common in patients with iron over-
load (13). However, MRI has the advantage of allowing
assessment of iron load in different storage organs, such as
the heart and the spleen.

Another technique capable of determining LIC is BLS,
which is the most specific noninvasive method of estimat-
ing LIC. BLS is a direct method that is able to quantify LIC
at levels from normal (0.05 LIC � 0.50 mg Fe/gliver) to
overloads up to 8 mg Fe/gliver. It uses a magnetic suscep-
tometer based on the superconducting quantum interfer-
ence device (SQUID) detector (29–32). The susceptometric
technique entails measurement of magnetic field varia-
tions produced in the region of the liver in response to an
external magnetizing field. Normal tissue is diamagnetic
and has a magnetic susceptibility (�) close to that of water
(�9.032 � 10�6 S.I. When iron atoms are present, � is
modified and the variation of the magnetization is propor-
tional to the amount of iron present. Therefore, iron load
alters the signal measured by the susceptometer.

The response of the susceptometer is dependent on the
geometry of the magnetizing and detection coils, the size
of the sample, and the sensor-to-sample distance (33).
Therefore, in LIC evaluation, the sensor-to-skin distance
and the liver depth should be precisely measured. To
minimize the influence of different tissues (skin, fat, bone,
etc.), a water bag is placed around the torso, homogenizing
the geometry. The measurement is performed with the
patient in a supine position on a nonmagnetic bed below
the magnetic detector. Other parameters like radius of the
upper curvature of the torso, height, weight, and age were
also recorded for use in the mathematical model applied to
calculate LIC. The computed variation of magnetization is
linearly proportional to LIC.

In this paper we compare the results of LIC as obtained
by MRI and BLS in the same group of patients and evaluate
their correlation with serum ferritin measurements. Also,
two different MRI modalities to infer iron overload, based
on spin echo (SE) and gradient echo (GRE) acquisitions, is
compared. The relationship between the liver iron concen-
tration and signal intensity was evaluated for all images
acquired by SE and GRE sequences.

METHODS

Patients

A group of 27 patients was studied (23 men, 4 women; age
range, 7–68 years old; mean age, 30 years old). Thirteen
had chronic anemia and received blood transfusions reg-
ularly, 1 had hemochromatosis, and 13 had hepatitis C. Of
this group 4 were claustrophobic and could not be evalu-
ated by MRI. The Ethics Committee of the Hospital and
Clinics of Faculdade de Medicina de Ribeirao Preto ap-
proved the study protocol and informed consent was ob-
tained from all patients.

Biomagnetic Liver Susceptometry

BLS measurement was performed using a susceptometer
based on a RF-SQUID. This system applied a homogenous
(�5 ppm) AC magnetizing field (114 �T and 7.7 Hz) in the
hepatic region. The detector consisted of a second-order

gradiometer coil with diameter 2.5 cm and baseline 4 cm.
A water bag of approximate volume 5 L surrounded the
torso in order to minimize other tissue contributions. A
special vacuum mattress fixed the subject in a comfortable
position and also supported the water bag. A simplified
drawing of the biomagnetic susceptometer system and the
patient position is presented in Fig. 1.

To evaluate the depth and size of the liver and the
distance between the liver and the lung we used an ultra-
sound scanner (Hitachi EUB-305), with the patients lying
in position for the susceptometric measurements (supine
position with the body rotated about 35o relative to the
vertical axis).

To perform BLS measurements, the bed was moved
down 8 cm at a constant speed of 2 mm/s. The liver iron
concentration, corresponding to the variation of the mag-
netization detected, was calculated with software devel-
oped using Matlab 6.5 (Mathworks Inc., Natick, MA, USA).
The algorithm takes into account all of the factors men-
tioned above in estimating the LIC; all of the various tissue
susceptibilities are considered, especially those of the
lungs.

In this susceptometer configuration, the output signal is
practically zero when a measurement is performed in a
large volume, like an adult torso, with homogenous sus-
ceptibility. Thus, in the measurements reported here, the
output signal is generated mainly by the iron distributed in
the liver volume.

FIG. 1. Simplified diagram of the susceptibility system apparatus
showing the superconducting detector coil immersed in liquid he-
lium, positioning of the patient, the water bag, and the magnetizing
coil distribution around the patient.
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Since the magnetizing field is homogenous over the
entire torso, a large volume near the sensor also contrib-
utes to the susceptometric measurement. The main contri-
bution of the lung is related to the absence of tissue in the
air cavities. The mean volume susceptibility of the bio-
logic tissue (�tissue) is practically equal to that of water
(�9.03 � 10�6 S.I.) and the air volume susceptibility (�air)
is equal to 0.36 � 10�6 S.I.. Therefore, the lungs have an
effective susceptibility equal to �tissue � �air � 9.39 � 10�6

S.I. The iron concentration corresponding to this lung
contribution is approximately 2 mg Fe/gwet tissue (32). Due
to their small volume and large distance from the center of
the liver, other neighboring organs with different suscep-
tibility, such as the heart and spleen, give a negligible
contribution for this susceptometer configuration (33). The
volume susceptibility (��) of iron in the liver is given by
the product of the LIC and the mass susceptibility of he-
patic iron (�m,ftn � 1.6 � 10�6 m3/kg) (34).

The LIC is calculated from the signal output of the BLS,
based on modeling of the magnetic flux assuming a spher-
ical and cylindrical geometry for the liver and lung, re-
spectively, using the equation

LIC �
1

�m,ftn�	liver ��0(�VBLS � �Vsystem 
 �)
C

� (�air � �tissue) ��
lung

�, [1]

where �Vsystem is the system (bed, bag, etc.) contribution
expressed as the output voltage of the sensor, measured
keeping the same position and displacement of the bed,
but without the patient; � is a correction factor to compen-
sate for the small difference in the signal caused mainly by
the susceptibility mismatch between the water in the bag
and hepatic tissue; C is the calibration factor; �0 is the
vacuum permeability; and �	 is the variation of the inte-
gral volume (see equation below) calculated over the liver
and lung volume when the torso is displaced. The integral
is given by

	vol � �
vol

B� m(r) �
B� d(r)

Id
d3r, [2]

where B� m(r�)is the magnetizing field density and B� d(r�) is
the magnetic field density that the detector coils would
generate in the element of volume (d3r) if energized with a
current Id.

The calibration factor C is intrinsic to the susceptomet-
ric system and was obtained from measurements on a
cylindrical phantom, with dimensions equivalent to an
adult human torso filled with pure water. The factor � was
determined from measurements in a control group of 34
normal volunteers (32). In this case, an average liver iron
store of 0.20 mg Fe/gliver in the normal volunteers was
assumed (30) and the average value of � was calculated
using Eq. [1]. As the water content in hepatic tissue is
about 71%, the output of the BLS results was multiplied

by a factor of 3.45 for conversion to concentration referred
to dry tissue weight.

MRI Procedure

To evaluate liver iron overload, MR images were acquired
using two SE and two GRE sequences on a 1.5-T whole-
body scanner (Siemens Magneton Vision Plus). The first
SE sequence was a multislice single-spin-echo (SSE) se-
quence (TR � 2500 ms, matrix � 192 � 256, TE � 6, 7, 8,
9, 12, 15, and 18 ms, and slice thickness � 5 mm). The
seven repeated sequences were acquired under fixed sig-
nal amplifier gain, lasting 4 min each. This SSE sequence
was developed by Clark and St. Pierre (27) to evaluate liver
iron overload using proton transverse relaxation rates. The
second SE sequence was a single-slice multi-spin-echo
(MSE) sequence (TR � 2000 ms, matrix 256 � 256, TE �
22.5, 45, and 300 ms, and slice thickness � 8 mm), lasting
approximately 5 min.

A saline solution bag was used as a reference in all MRI
measurements. It had a volume of 1 L and was placed at
the left side of the torso. The SE sequences were employed
without attempting to use respiratory gating or breath-
holding techniques.

As TR is large compared to typical T2 and T1 relaxation
times of the liver tissue, the transverse relaxation rate, R2,
was calculated by fitting the image signal intensities by the
exponential equation (25,27)

SSE(TE) � SSE(0)e�R2TE 
 SLO, [3]

where SLO is the signal level offset and SSE (0) is the signal
intensity at TE � 0 ms.

The transverse relaxation rate, R2, was evaluated pixel
by pixel on a selected region of interest (ROI), and a his-
togram was used to assess R2 distribution. A set of Gauss-
ian functions was fitted to the R2 distribution and the
weighted average value of the distribution that corre-
sponds to the hepatic tissue was used as the R2 value (Fig.
2) (35). Fluctuations in voxel intensity, caused mainly by
respiratory motion, were filtered using a 5 � 5 smoothing
window, progressively centered on each voxel in the ROI.
Variations of liver signal intensity (SIliver) between the
images acquired with different TE were corrected using
the signal intensity of the water bag imaged together with
the patient (SIwater bag). For the pulse parameters used, it
was expected that the signal intensity coming from the
water in the saline would have almost same intensity for
all TE.

LIC values from relaxometry (R2) using SSE sequences
were computed according to the protocol developed by
Clark and St. Pierre (27), who have validated their protocol
of quantifying iron overload from R2 with more than 100
biopsies (37). To evaluate possible image differences
caused by homogeneity of the magnetic field between our
scanners, a phantom with paramagnetic material that pro-
duces a disturbance in the proton relaxation equivalent to
that caused by the iron levels found in the human liver
tissue was imaged in our scanner and at the scanner used
by Clark and St. Pierre with the same protocol used in the
patients. Therefore, any differences in the R2 of the phan-
tom could be used to correct the R2 in the patients.
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The GRE sequences (TR � 18 ms, TE � 5 ms, flip
angles � 10 and 70o and slice thickness � 8 mm) were
performed with breath holding using a single section with
a 256 � 128 matrix. These GRE sequences were chosen
based on the methodology presented by Bonkovsky et al.
(24). The imaged slice was on the middle of the upper
lobule of the liver and the ratio of the signal intensity in
the liver region to the background signal was evaluated.
The average pixel intensity in a ROI, covering the entire
liver but avoiding veins and arteries, was used. The back-
ground signal was taken from a region outside the torso
and free of breathing artifacts.

RESULTS

The iron evaluation by the three different methodologies
(serum ferritin, MRI, and BLS) was performed in a time
interval shorter than 15 days for the same patient. The LIC
values for the 27 patients evaluated by BLS varied from 0.9
to 34.5 mg Fe/gdry tissue (mean LIC � SD � 12.1 � 9.9 mg
Fe/gdry tissue).

The correlation coefficient between serum ferritin and
LIC deduced by BLS was 77% (Fig. 3). This relatively low
correlation was expected since serum ferritin is not a good
parameter to evaluate total body iron.

Table 1 shows the correlation among all MRI analyses
and the BLS results. As shown in Fig. 4, the LIC measured
by the relaxometric protocol using the SSE sequence, ver-
sus LIC measured by BLS, showed a correlation of 93%.
The same high correlation was observed between the log-
arithm of the liver-to-background signal intensity ratio for
TE of 15 ms and the BLS results.

The relaxation rate (R2) evaluated from the MSE se-
quence showed a low correlation (63%) with BLS. Figure
5 shows the logarithm of the liver-to-background signal
intensity ratio from the MSE sequence versus the BLS
results. In this case a correlation 95% was found.

Figure 6a and b shows MRI results using GRE sequences
versus BLS results. As found by Bonkovsky et al. (24) the

GRE sequence showed a higher correlation for flip angle
10° (91%) than for flip angle 70o (89%), as shown in Fig. 6.

This high correlation of MRI with BLS is similar to the
results of MRI versus LIC by biopsy presented by other
authors (23–25).

DISCUSSION

By the first time, the two most precise and specific nonin-
vasive methods available to evaluate liver iron concentra-
tion were applied to patients with liver iron overload. The
biomagnetic liver susceptometry measurement, performed
with a biosusceptomer developed in our laboratory (34),
demonstrated high efficacy and specificity in liver iron
quantification. In addition, the procedure is well tolerated
by patients, an important issue for pediatric and claustro-
phobic patients. The total time of BLS measurement was
about 20 min, including all three acquisitions that were
performed in each session.

FIG. 2. Transverse relaxation rate (R2) map of the
liver superimposed on the 6-ms spin-echo image.
Bright areas indicate high relaxation values, sug-
gesting high iron concentration. The scale at right
of the figure represents the R2 value on the liver
region. High R2 values indicate high LIC regions.

FIG. 3. Correlation between LIC by BLS and serum ferritin for 27
patients with iron overload. A 77% of correlation was obtained.
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The SE and GRE sequences used in this study to acquire
MR images were similar to the ones used by other authors
(24,27), and the high correlation found in this work be-
tween LIC measured by MRI and by BLS was consistent
with the high correlation found by these authors between
MRI and needle biopsy. Figures 5 and 6 show clearly that,
using standard sequences currently available in most clin-
ical centers, the GRE sequence with (TR/TE/FA � 18/5/
10o or 70o) is not able to assess LICs higher than 30 mg
Fe/g dry tissue.

The relaxometry method using a long TR and a short TE
was able to evaluate LICs as high as 40 mg Fe/gdry tissue, as
indicated by Clark and St. Pierre (27). This LIC value
corresponds to a very high iron load in regularly trans-
fused patient. Generally, most carefully chelated patients
have a LIC less than 40 mg Fe/gdry tissue.

In our results, the MRI parameter that best correlated
with the BLS results was the signal intensity of the first
echo of the MSE sequence. This sequence was used to
evaluate the transversal relaxation, R2. But the very low
signal intensity in the liver region, already by the second

echo, even for low LIC, was responsible for the low corre-
lation between R2 and BLS (63%).

Bonkvosky et al. (24) found a low correlation of the MRI
signal intensity using a SE (TR � 2000 ms and TE � 12 and
80 ms) sequence with LIC by biopsy. Upon analyzing the
SI of images acquired with the SSE sequence for all TE
(Table 1), we found that its correlation with LIC by BLS is
lower for TE values shorter than the T2 value of the liver
tissue. The correlation increased when TE was closer to
the mean T2 value. A possible explanation could be the
very long TR and very short TE, compared with transverse
relaxation time (T2) of the target tissue. In this situation,
the SI is proton density weighted; consequently, it is more
sensitive to such tissue conditions as fibrosis. On the other
hand, if the TE is larger than T2 of the tissue, the SI is
T2-weighted and will be close to the background noise SI.
The T2 value in normal liver is approximately 40 ms and
in patients with moderate LIC the typical value of T2 is
about 20 ms.

One difficulty in using MRI to evaluate LIC is variation
of control parameters and magnetic field inhomogeneity
between different scanners. This can be overcome by cal-
ibrating the scanner with a standard phantom and using
this same reference phantom together with the patient as
was indicated by Pierre et al. (37) This procedure of cali-
bration was employed in this work.

This work confirms the feasibility of using two non-
invasive methodologies to quantify liver iron concentra-
tion at levels from normal to the highest found in com-
mon clinical practice. These techniques have potential
application in guiding therapy to control the liver iron
balance in patients submitted to blood transfusion and
iron chelation treatment and in evaluating the efficacy of
new oral chelation agents. Although both techniques,
MRI and BLS, are able to evaluate a wide range of LIC in
vivo, some important comments should be made. BLS is
presented in the literature as a direct and more precise
noninvasive methodology. The precision of the mea-
surement is related to the physical model that involves

FIG. 4. LIC by transverse relaxation of MRI imaging using SSE
sequence versus LIC by BLS.

FIG. 5. Results of the MRI analysis acquired by MSE sequence
versus LIC obtained by BLS. MRI signal was analyzed by the mean
value of the intensity signal of each pixel of the ROIs. The image
shown was acquired with TE of 22.5 ms.

Table 1
MR Imaging Sequences Evaluated

Sequence
(parameter
measured)

TR/TE (ms)
Correlation
MRI � BLS
(r values, %)

SSE (R2) 2500/(6,7,8,9,12,15,18) 
93
SSE (SI) 2500/6 �77
SSE(SI) 2500/9 �83
SSE (SI) 2500/12 �89
SSE (SI) 2500/15 �93
SSE (SI) 2500/18 �90
MSE (SI, first echo) 2000/22.5 �95
GRE (SI) 18/5, fa � 10° �91
GRE (SI) 18/5, fa � 70° �89

Note. R2, transversal relaxation rate (1/T2); SI, signal intensity; fa, flip
angle.
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the geometric modeling of each torso. In addition, BLS
measurement is very sensitive to the position of the
patient and in particular to the susceptometer-skin dis-
tance (33). If this parameter is carefully controlled, BLS
becomes a useful tool to follow variations of iron store in
patients regularly transfused with the body iron balance
controlled by chelation therapy.

In contrast to BLS, MRI signal intensity decreases with
increasing iron stores and is affected by tissue damage.
But with the development of improved protocols for
acquisition and imaging processing, this uncertainty has
been minimized (27,35,36). An important advantage of
MRI over BLS is its potential to evaluate iron distribu-
tion throughout the organ and to show it as image con-
trast. The MRI protocol is well suited to a clinic with a
small number of patients that already has an MRI scan-
ner.

In conclusion, the high correlation found between the
LIC by BLS and the LIC by MRI suggests that the present
state-of-the-art MRI systems and pulse sequences can be
calibrated with phantoms to perform accurate LIC.
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