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Abstract 

Hepatic blood flow measurement constitutes an essential tool for successful hepatic surgery, especially in 
situations where graft patency needs to be controlled, such as for instance during and after liver transplantation. 
In addition, because of its complex intrinsic regulation, the hepatic circulation may be seriously affected in 
the perioperative setting not only because of systemic hemodynamic alterations but also secondary to the 
administration of various drugs including anesthetic agents. Unravelling and understanding such effects implies 
studies involving measurement of hepatic blood flow. Therefore, knowledge and understanding of various tools 
for estimation of hepatic blood flow is important for correct interpretation of findings from experimental and 
clinical studies before potential implementation in daily clinical practice. This review summarizes the different 
techniques, their strengths and limitations, and potential applications in clinical practice and research.

Introduction

HBF measurement constitutes a crucial tool for 
succesful hepatic surgery, especially in situations 
where graft patency needs to be controlled, such as 
for instance during and after liver transplantation. 
In addition, the hepatic circulation may be seriously 
affected in the perioperative setting not only 
because of systemic hemodynamic alterations but 
also secondary to the administration of various 
drugs including anesthetic agents. Understanding 
these effects implies reliable hepatic blood flow 
measurements. 

The aim of the current contribution is to provide 
a concise overview of the determinants of hepatic 
blood flow and the technology currently available 
for its measurement. This knowledge should help 
the clinician involved in perioperative hepatic 
surgery to better understand the relevance and 
implications of findings using various hepatic flow 
measurement systems1.

Regulation of the hepatic circulation

The liver, despite its small size of only 2.5% of 
total body weight, receives a considerable amount 
of blood supply from both the hepatic artery and 

portal vein. While the hepatic artery provides only 
a quarter of the blood supply, it delivers 30-50% of 
the liver’s oxygen requirement due to the arterial 
blood’s higher oxygen content. The remaining 
75-80% of deoxygenated blood comes from the 
stomach, intestine, spleen, and pancreas through 
the portal vein. The hepatic venous system mixes 
the blood in the sinusoids and empties it into the 
inferior vena cava, with the hepatic blood volume 
accounting for 10-15% of total blood volume. 
The portal vein is formed by the merging of the 
inferior and superior mesenteric veins with the 
splenic vein and carries approximately 75% of total 
blood flow to the liver, supplying up to 70% of the 
liver’s oxygen requirement. Hepatic blood flow is 
mainly regulated by the interplay between arterial 
and portal inflow circuits, rather than extrinsic 
innervation or vasoactive agents. Evidence suggests 
that hepatic arterial blood flow increases following 
a reduction in portal blood flow. The hepatic artery 
possesses a distinctive mechanism whereby it 
can respond to changes in portal venous flow by 
producing compensatory changes in blood flow. In 
situations where portal blood flow decreases, the 
hepatic artery dilates, whereas it constricts when 
portal flow increases. As a result, an increase in 
hepatic arterial blood flow can mitigate up to 
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25% to 60% of the reduction in portal flow. This 
relationship, known as the hepatic arterial buffer 
response, is regulated by adenosine which plays a 
significant role in the regulation of hepatic arterial 
dilation1.

 Overall, the liver’s blood supply is complex, with 
intricate interactions between the hepatic arterial 
and portal venous circulations.

Measurement of the hepatic circulation 

Historically, HBF measurements have been 
classified into direct and indirect techniques. Direct 
measurements are usually more reliable, however 
these techniques are usually also more invasive. 

Direct methods

Direct flow measurement 

In-continuity systems  

The first systems for measuring blood flow were 
developed in the 19th century and are now only of 
historical importance. The “Stromuhr” was the first 
medical instrument capable of measuring flow in 
major blood vessels. It had to be manually attached 
to the vessel of interest and a marker was injected 
into the device to measure the rate of propagation, 
which was proportional to blood flow. Although 
measurements were limited to mean flow, an 
advantage of this method was that vessels could be 
left unopened2-4.

Timed collection of hepatic vein output  

Blalock et al. described a method in 1936 to 
temporarily occlude the inferior vena cava above and 
below the hepatic veins to measure hepatic blood 
flow. This method is accurate but invasive, causing 
extreme physiological changes. It is therefore 
limited to animal studies and used as a reference for 
calibrating experimental methods5-7.

Plethysmography

A technique used in rabbits involves completely 
occluding venous hepatic outflow, causing acute 
liver volume increase proportional to blood inflow 
rate. Its invasiveness limits its use in humans8.

Flowmeters

Metered flow probes are devices that measure the 
flow rate of a liquid or gas and are used in various 
applications, including measuring hepatic flow. 
They are highly accurate and provide continuous 
readings but require an abdominal incision for direct 
application to the vessel of interest. The probes rely 
on electromagnetism or ultrasound, using either 
transit time or the Doppler effect.

Electromagnetic flowmeters  

Hans Christian Osted’s observation in 1820 led 
to the understanding of Faraday’s law, which 
indirectly states that the application of a magnetic 
field across a vessel with blood flow results in the 
development of an electric field. Kolin A. developed 
the first flowmeter in 1936 by applying a magnetic 
field to a tube of fluid, using the moving liquid as 
the conductor and introducing two non-polarizable 
electrodes in the tube. The generated voltage is 
proportional to the velocity of motion, the strength of 
the magnet and the length of the moving conductor. 
In practice the electrodes are placed on the outside 
of the vessel being studied, at a 90 degrees angle 
to the vessel. Blood vessel thickness and the ratio 
of outer to inner diameter can influence readings of 
electrical current flow through vessels, especially 
in smaller vessels like the hepatic artery. A film 
of serous fluid between the vessel wall and probe 
can create additional barriers. Changes in blood 
viscosity and tight or loose-fitting probes can also 
affect readings. The diameter of the portal vein can 
change as much as 40% due to respiration, resulting 
in inevitable turbulence. Probes should be calibrated 
with zero flow and repeated zeroing to avoid drift. 
Electrical interference, like electrocautery, reduces 
in vivo accuracy. Electromagnetic flow probes are 
highly accurate and insensitive to changes in blood 
temperature and can be used for the measurement of 
flow rates in any exposed vessel. Disadvantages of 
these probes include their invasiveness and the need 
for calibration and correct placement11-25.

Transit time ultrasound  

Transit time ultrasonic flowmeters measure blood 
flow by emitting an ultrasound signal from a first 
transducer that crosses the vessel and is received by a 
second transducer. The travel time in both directions 
is compared, and the difference is used to calculate 
flow through the vessel. The preferred transducer 
configuration depends on the characteristics of 
the object being measured. The “Z” configuration 
(Figure 1), with transducers on opposite sides of 
the vessel, is used for measuring blood flow. The 
vessel size can easily be determined, and the flow 
volume is calculated by multiplying vessel cross-
sectional area with blood flow velocity. Unlike 
Doppler flowmeters, transit time flow meters can 
accurately measure volumetric blood flow. Transit 
time ultrasound flowmeters are less expensive 
than electromagnetic probes and can measure 
absolute flow independently of vessel size. They 
have been validated in vivo and shown to be as 
effective as other methods. Advantages include 
continuous measurements and the possibility of 
implanting flow probes for longer periods. However, 
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limitations include the inability to reliably measure 
simultaneous portal vein and hepatic artery flow, 
and technical challenges related to vessel diameter 
changes. Contact temperature, acoustic coupling 
medium, vessel probe fit, and probe diameter can 
also significantly influence readings. Additionally, 
surgical manipulation may result in arterial 
vasospasm, which can affect measurements26-30.

Flowmeters based on Doppler ultrasound  

Doppler ultrasound emits high-frequency waves that 
bounce off moving objects, such as red blood cells 
in the bloodstream, and the change in frequency 
of the waves is used to calculate the speed and 
direction of blood flow. These flowmeters require 
the presence of bubbles or particles to reflect the 
ultrasonic signals, and in vivo, red blood cells 
serve as these reflecting particles (Figure 2). The 
disadvantages of these flowmeters include high 
interobserver variability due to various factors 
influencing the obtained measurements. Doppler 
flowmetry has been successfully used as implantable 
microprobes in human subjects undergoing 
orthotopic liver transplantation and for the study of 
portal hemodynamics in liver disease.

Transabdominal ultrasound is a non-invasive 
technique that can be used to measure blood flow in 
the portal vein without exposing vessels. Portal vein 
flows are easier to measure than hepatic artery flows, 
yet both flows need to be measured to determine total 
hepatic blood flow. This total flow is calculated by 
multiplying velocity by cross-sectional area, which 
is measured using B-mode ultrasound. However, 
the portal vein’s diameter can vary up to 40% with 
respiration, leading to potential errors. Paulson 
et al. found a 69% variability when repeating 
measurements. While this method is not precise, it 
is useful for noninvasive, painless measurement of 

Table I. — There were no differences in demographic 
characteristics between pediatric subjects who received 
midazolam, dexmedetomidine (2µg/kg) or dexmedetomidine 
(4µg/kg) premedications.

blood flow changes. Again, absolute values may not 
be reliable31-37.

Laser Doppler  

Laser doppler combines doppler techniques with 
monochromatic photon emissions to measure blood 
flow velocity by analyzing the frequency shift 
of scattered light from red blood cells. Although 
mostly used for skin blood flow measurements, it has 
been compared to the hydrogen clearance method 
for hepatic flow measurement. Its advantages 
include continuous measurements unaffected by 
physiological variables, while disadvantages include 
invasiveness, superficial flow measurement and lack 
of absolute flow values38-40.

Echocardiography

Hepatic veins can be visualized with 
echocardiography and their flow velocities 
determined using pulsed wave Doppler ultrasound. 
The flow pattern normally consists of 4 waves: S, 
D, Ar, and Vr. The S-wave represents anterograde 
flow from the hepatic veins towards the right 
atrium during right ventricular contraction, while 
the D-wave represents anterograde flow from the 
hepatic veins towards the right atrium when the 
tricuspid valve opens. The Ar-wave is retrograde 
flow from the right atrium towards the hepatic veins 
due to elevated right atrial pressure, and the Vr-wave 
is ventricular reversal when there is backflow. Left 
hepatic vein visualization is more challenging, with 
successful acquisition rates of 18% and 47% using 
transoesophageal and transthoracic approaches, 
respectively. Blood flow can be calculated using 
the formula: blood flow = VTI x π x (D/2)2 x HR, 
where VTI is the total velocity time integral of one 
cardiac cycle, π x (D/2) is the cross-sectional area 
of the vessel, and HR is heart rate. This method is 

 
 
Figure 1: Principle of transit time ultrasound 

Fig. 1 — Principle of transit time ultrasound.

 
Figure 2: Principle of Doppler flowmeters 
 

Fig. 2 — Principle of Doppler flowmeters.
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and radioactive-labeled substances are commonly 
used. Calculated plasma flows can be converted to 
actual blood flow by knowing the hematocrit52.

Continuous dye infusion  

Bradley et al. described this technique in 1945 to 
analyze hepatic blood flow in humans without 
surgery. However, determining the concentration 
of the indicator entering (Ci) and the amount 
extracted (R) is difficult. Using an indicator with an 
infusion rate that maintains constant blood levels 
overcomes this issue. Indocyanine green (ICG) 
is now commonly used due to its high hepatic 
extraction rate and ease of measurement. However, 
ICG contains iodine, which contraindicates its use 
in thyrotoxicosis or iodine allergy. Transcutaneous 
devices are available to simplify the standard 
determination of ICG. Hepatic vein catheterization 
is necessary, making it a moderately invasive 
procedure. Markers are not extracted effectively 
during disease states, since the hepatic extraction 
ratio is decreased in severe liver disease53-59.

Bolus dye injection  

This method uses a single dose of indicator and 
calculates blood flow based on a decay curve. After 
injection, multiple blood samples are taken from 
the hepatic vein and a peripheral vessel to construct 
decay curves. The plasma clearance is calculated 
using the area under the curve of the peripheral 
artery decay curve (AUCa). The extraction rate can 
be calculated using (AUCa - AUChv) / AUCa, with 
AUChv being the area under the curve of the hepatic 
vein decay curve. This method has some advantages 
over the continuous infusion technique, such as 
reduced invasiveness and the ability to determine 
extraction ratios accurately in patients with limited 
dye clearance. However, it has been criticized in 
subjects with liver disease55.

Dye dilution techniques are simple and have been 
extensively used, but have several limitations. These 
include underestimating flow due to extrahepatic 
shunting, diminished hepatic clearance in liver 
disease, dilution from backflow, and inaccuracies 
from dye removal. As a result, the use of this 
technique has decreased with the development of 
more accurate methods60-62.

Radio isotopic methods 

Radionuclides can be used to determine hepatic 
blood flow by using gas tracers or radionuclide 
angiography. Inert gases like Xenon-133 and 
Krypton-85 are delivered to the organ and measured 
using a semiconductor or gamma camera. Flow is 
calculated using a formula and total hepatic flow can 
be calculated by multiplying the height/area of the 

low in invasiveness but has limitations, including 
inaccuracy in determining vessel diameter and 
assuming a consistent velocity profile. Total hepatic 
blood flow cannot be determined in most patients 
due to difficulty in visualizing the left hepatic vein. 
This method is useful for monitoring changes in 
hepatic flow during therapeutic interventions41-45.

Heat exchange techniques

Heat exchange relies on thermocouples, which are 
made up of two metals welded together to form a 
junction. When there’s a change in temperature, a 
voltage is created, and when submerged in a fluid, 
temperature changes are proportional to fluid flow. 
To measure liver tissue temperature, a thermocouple 
2 to 4°C higher than the tissue temperature must 
be inserted. However, this method only measures 
relative flow changes and is semi-quantitative due to 
the location of the thermocouple, probe temperature, 
and liver metabolic state. Its invasiveness has limited 
its use in clinical practice46-48.

Indirect methods

Dye dilution 

The indicator dilution technique uses the injection 
of an inert marker to determine regional blood flow. 
An indicator dilution curve is constructed based on 
the injected indicator and indicator concentration 
at the outflow, and hepatic blood flow is calculated 
by dividing the indicator dose by the area under 
the curve. Examples of markers include labeled 
albumin, labeled red blood cells, cold saline, and 
para-aminohippurate (PAH). This technique is 
independent of hepatocellular function, but limited 
by laparotomy for catheter implantation, blood 
sampling-induced variation, lack of continuous 
measurements, and inaccurate readings due to 
splanchnic-systemic shunts or an aberrant artery in 
some patients. While useful for research, it has no 
clinical practicality49-51.

Clearance methods 

These methods are based on the Fick principle, 
which relates organ blood flow (Q) to the amount 
of indicator extracted by the organ (R) and the 
concentration difference of the indicator entering 
(Ci) and leaving the organ (C0). The equation Q 
= R / (Ci – C0) is used to determine blood flow. 
Only indicators with high hepatic clearance can 
be used and the clearance of compounds with low 
extraction rates reflects metabolism rather than 
blood flow. Hepatic vein catheterization is required 
to determine C0, as the hepatic extraction rate is not 
always 100% during the first pass. Indicators can be 
continuously infused or given as a bolus, and dyes 
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decay curve by 100 x λ. This method is invasive and 
has limited uses due to its accuracy and variation. 
Radionuclides can also be bound to colloids and 
delivered intravenously, with blood flow calculated 
using the Fick principle. 99mTc is the most 
commonly used radionuclide for this method63-68.

Microspheres / fractional distribution method 

This method uses microspheres to measure blood 
flow by determining the fractional distribution 
of cardiac output. Microspheres are trapped in 
capillaries and compared to a reference sample to 
measure individual organ blood flow. This method 
brings important limitations, especially for hepatic 
flow measurements. Microspheres are trapped 
in capillaries of the gastro-intestinal tract and do 
not enter the portal system. Consequently, portal 
flow cannot be measured, it can only be estimated 
by adding up the measured flows of splanchnic 
organs draining into the portal vein. Impaction 
of microspheres may also affect local flow, and 
therefore the accuracy of measurements. Finally, the 
main disadvantage is the necessary sacrifice of the 
study object which makes it impossible to perform 
it on humans and in clinical practice67-68.

Radiographic methods 

Angiography is useful for obtaining high-quality 
images of blood vessels, but its role in flow 
measurements is limited. Angiodensitometry 
involves looking at contrast medium in a vessel 
during angiography to calculate blood flow based 
on the degree of dilution. The technique requires 
densitometric calibration. Another technique 
involves measuring the time it takes for a contrast 
bolus to pass between two sites, but accurate timing 
is difficult. Angiography for flow measurements is 
mainly used in cardiac hemodynamics, and liver 
blood flow measurements are limited to hepatic 
artery flow. These techniques require direct 
vascular catheterization and are mainly of historical 
interest69-70.

Positron Emission Tomography (PET) 

Positrons are charged electrons that, when they react 
with electrons, produce two gamma photons, which 
is called the annihilation process. By capturing both 
photons, the exact location of this process can be 
determined, resulting in the creation of tomographic 
images that have better resolution and sensitivity 
than other nuclear medicine techniques. Organ 
blood flow can be determined by using a bolus dose 
of PET tracer, commonly using C11, N13, or O15 
tracers. However, few studies have validated hepatic 
blood flow measurements using PET. Chen et al 
and Ziegler et al have shown good correlation with 

radiolabeled microspheres in separate studies, while 
Shiomi et al reported encouraging results compared 
to the 99mTc method. Nevertheless, PET techniques 
remain experimental and are not currently used in 
daily clinical practice71-74.

Hydrogen electrode 

Hydrogen saturates tissue, then platinum electrodes 
on the liver measure its clearance polarographically 
as it is oxidized to hydrogen ions. The generated 
current reflects perfusion within 5mm of the 
electrode, mainly studied for cerebral blood 
flow. Gouma et al found lower flows in porcine 
liver compared to indocyanine green clearance, 
concluding mainly arterial perfusion. Advantages 
include no reported influence on flows, but concerns 
arise due to inflammability and inability to measure 
rapid flow changes or heterogeneous perfusion75-77.

Oxygen electrode 

Oxygen electrodes measure tissue oxygen saturation 
in the liver, and although they cannot determine 
absolute flow values, they correlate well with 
changes in local blood flow and arterial pO2. Studies 
have shown that oxygen electrode measurements 
correlate with portal blood flow measured by 
electromagnetism and may be a reliable and 
inexpensive way to monitor liver perfusion during 
transplant surgery78-80.

Magnetic resonance imaging (MRI) 

MRI is used for quantifying blood flow in organs, 
particularly in the cerebral and cardiac vasculature. 
It has been found to be more accurate than 
Doppler ultrasound and has good comparability 
to perivascular flow probes. However, the MRI 
method tends to underestimate blood flow compared 
to transit time ultrasound, and it cannot be used 
perioperatively due to the immobility of the MRI 
machine. MRI measurements have advantages 
of low invasiveness, low variability, and high 
reproducibility81-88.

Clinical importance 

While studying hepatic flow is important for 
expanding our understanding of hepatic blood 
flow, measured hepatic flow also plays a crucial 
role in clinical practice. The hepatic venous 
pressure gradient (HVPG), which measures the 
pressure difference between the portal vein and the 
inferior vena cava, is the most validated marker 
for portal hypertension. However, measuring 
HVPG is invasive and typically involves using a 
balloon catheter in the right hepatic vein. HVPG is 
determined by both vascular resistance and blood 



294 ActA AnAesth. Bel., 2023, 74 (4)

References

1.  Johnson DJ, Muhlbacher F, Wilmore DW. Measurement 
of hepatic blood flow. Journal of Surgical Research. 
1985;39(5):470–81. 

2.  Shipley RE WC. An Improved Recording Rotameter. 
Proceedings of the Society for Experimental Biology and 
Medicine. 1951;78(3):724–8. 

3.  Bruner H. Bubble flow meter. Methods in Medical Research. 
1948;I:80–8. 

4.  Dogiel J. Die ausmessung der stromenden. Blutvolumina 
Arb Physiol. 1867;196. 

5.  Blalock A., Mason MF. Observation on the blood flow and 
gaseous metabolism of the liver of unanesthetized dogs. 
Amer J Physiol. 1936;117:328–34. 

6.  Lautt W. Method for measuring hepatic uptake of oxygen 
or other blood-borne substances in situ. J Appl Physiol. 
1976;40:269–74. 

7.  Selkurt E. Comparison of the Bromsulphalein Method 
with Simultaneous Direct Hepatic Blood Flow. Circ Res. 
1954;2(March):155–9. 

8.  Lautt WW. Hepatic Plethysmography in Hepatic Circulation 
in Health and Disease. Greenway C, editor. New York: 
Raven Press; 1981. 41–54. 

9.  Zhang J, Pegoli WJ, Clemens M. Endothelin-1 induces 
direct constriction of hepatic sinusoids. Am J Physiol. 
1994;266(4):G624-32. 

10.  Koo A, Liang I, Cheng K. Hepatic sinusoidal responses 
to intraportal injections of phenylephrine and isoprenaline 
in the rato Title. Clin Exp Pharmacol Physiol. 1976;Jul-
Aug(3):391–5. 

11.  Kolin A. An electromagnetic flow meter. Principles of the 
method and its application to blood flow measurements. 
Exp Biol Med. 35:53–6. 

12.  Kolin A. An A.C. induction flow meter for measurement 
blood flow in intact blood vessels. Proc Sot Exp Biol Med. 
1941;46:235–9. 

13.  Denison A, Spencer MP, Green HD. A Square Wave 
Electromagnetic Flowmeter for Application to Intact Blood 
Vessels. Circ Res. 1955;III:39–46. 

14.  Edgerton R. The effect of arterial wall thickness and 
conductivity on electromagnetic flowmeter readings. Med 
Biol Eng. 1968;6:627–36. 

15.  Egerton R. The effect of arterial wall thickness and 
conductivity on electromagnetic flowmeter reading. Med F 
Biol Eng. 1968;6:627. 

16.  Gessner U. Effects of the vessel wall on electromagnetic 
flow measurement. Biophys J. 1(8):627–37. 

17.  Edgerton R. The effect of arterial wall thickness and 
conductivity on electromagnetic flowmeter readings. Med 
Biol Eng. 6(6):627–36. 

18.  Roberts V. Hematocrit variations and electromagnetic 
flowmeter sensitivity. Biomed Eng. 1969;4:408–12. 

19.  Goldmann S, Marple N, Scolnik W. Effects of flow profile 
on electromagnetic flowmeter accuracy. J Appl Physiol. 
1963;18:652–7. 

20.  Goldmann S, Marple N, Scolnik W. Effects of flow profile 
on electromagnetic flowmeter accuracy. J Appl Physiol. 
1963;18:652. 

21.  Sellers A, Dobson A. Some applications and limitations 
of electromagnetic blood flow measurements in chronic 
animal preparations. Gastroenterology. 1967;52:374–9. 

22.  Wyatt DG. Blood flow and blood velocity measurement in 
vivo by electromagnetic induction. Med Biol Eng Comput. 
1984;22:193–211. 

23.  Meisner H, Messmer K. Significance and limitations of 
electromagnetic blood flowmetry. Progr Surg. 1970;8:122–
44. 

24.  Peschl L. Clinical and experimental investigations of the 
effect of Dopamine on hemodynamics and function of 
kidney and liver. Wien Klin Wochenschr. 1978;(Suppl. 
86:1–33. 

flow, and non-invasive measurement of portal blood 
flow can serve as a useful surrogate marker for 
HVPG and portal hypertension. In liver cirrhosis, 
flow is the primary determinant of portal pressure, 
which is why interventions like transjugular 
intrahepatic portosystemic shunts redirect blood 
flow to the systemic circulation. Therefore, 
measuring portal flow has the potential to quantify 
the response to treatment. Additionally, hepatic 
blood flow measurements can play a crucial role 
during hepatic resections as blood flow may serve 
as an indicator of liver functional reserve and aid 
in decision-making. However, organ dysfunction 
is expected during transplant surgery, and the 
extent of organ injury is unpredictable. Changes in 
hepatic blood flow during liver transplant surgery 
are a crucial factor in predicting liver failure. 
Studies have shown that hepatic arterial blood 
flow measured by electromagnetic flowmeters 
correlates with early graft viability and function. 
Portal blood flow is the most reliable predictor of 
early graft dysfunction, as it correlates with bile 
secretion, bilirubin, transaminase levels, and the 
coagulation profile. In partial liver transplant, the 
“small for size syndrome” can be avoided by using 
a calibrated portocaval shunt with portal vein flow 
about twice its baseline value. The transesophageal 
echocardiographic-derived hepatic vein flow index, 
which is calculated by dividing hepatic vein flow 
by donor liver weight, has the potential to predict 
postoperative graft dysfunction.

It’s worth noting that while several methods 
have been used to measure liver blood flow, 
many of them are of historical importance or are 
mainly used in research. However, there are some 
methods that have clinical importance, such as 
the clearance method, ultrasound, and transit-time 
flow measurement (TTFM). The clearance method 
involves measuring the rate at which a substance is 
cleared from the blood after being injected into the 
liver, which allows for the calculation of liver blood 
flow. Ultrasound can provide a non-invasive way to 
assess liver blood flow, while TTFM is a surgical 
method that uses an ultrasonic probe to measure 
blood flow in real-time during liver transplantation 
or hepatic surgery. These methods have practical 
applications in clinical settings and can provide 
valuable information for diagnosing and managing 
liver diseases89-94.



 DIFFERENT METHODS FOR HEPATIC FLOW MEASUREMENTS – ITURRIAGAGOITIA BASSAS And HENTE 295

25.  Schenk WG, McDonald J, McDonald K, Drapanas T. Direct 
measurement of hepatic blood flow in surgical patients: 
with related observations on hepatic flow dynamics in 
experimental animals. . Ann Surg. 1962 Sep;156(3):463–71. 

26.  Beldi G, Bosshard A, M. Hess O, Althaus U, H. Walpoth B. 
Transit Time Flow Measurement: Experimental Validation 
and Comparison of Three Different Systems. Ann Thorac 
Surg . 2000;70:212–7. 

27.  Hartman J, Olszanski D, Hullinger T, Brunden M. In vivo 
validation of a transit-time ultrasonic volume flow meter . J 
Pharmacol Toxicol Methods. 1994 Jun;31(3):153–60. 

28.  Laustsen J, Pedersen E, Terp K. Validation of a new transit 
time ultrasound flowmeter in man. Eur J Endovasc Surg. 
1996;12:91–6. 

29.  D’Almeida M, Cailmail S, Lebrec D. Validation of transit-
time ultrasound flow probes to directly measure portal blood 
flow in conscious rats. Am J Physiol. 1996 Dec;271(6 (Pt 
2)):2701–9. 

30.  Transonic. Keys to accurate flow measurements with 
transit-time ultrasound [Internet]. Business Park Stein 205 
6181MB Elsloo The Netherlands. Avail- able from: http://
www.transonic.com/resources/research/keys-to-accurate- 
perivascular- flow- measurements- with- transit- time- 
ultrasound/ . 

31.  Long JW, Stevens R, Lichti E, Silver D. Reliability 
of continuous-wave Doppler probes. J Vasc Surg. 
1987;5(4):558–65. 

32.  de Vries P, van Hattum J, Hoekstra J, de Hooge P. Duplex 
Doppler measurements of portal venous flow in normal 
subjects. Inter- and intra-observer variability. J Hepatol. 
1991;13:358–63. 

33.  Wong D, Watson T, Gordon I. Comparison of changes 
in transit time ultrasound, oesophageal Doppler, and 
thermodilution cardiac output after changes in preload, 
afterload, and contractility in pigs. Anesth Analg. 
1991;72:584–8. 

34.  Payen D, Fratacci M, Dupuy P, Gatecel C, Vigourourx C, 
Ozier Y. Portal and hepatic arterial blood flow measurements 
of human transplanted liver by implanted Doppler probes: 
interest for early complications and nutrition. Surgery. 
1990;107:417–27. 

35.  Ohnishi K, Saito M, Sato S, Terabayashi H, Iida S, 
Nomura F. Portal hemodynamics in idiopathic portal 
hypertension (Banti’s syndrome). Comparison with chronic 
persistent hepatitis and normal subjects. Gastroenterology. 
1987;92:751–8. 

36.  Kurol M, Forsberg L. Ultrasonographic investigation 
of respiratory influence on diameters of portal vessels in 
normal subjects. Acta Radiol Diagn (Stockh). 1986;27(675). 

37.  Paulson E, Kliewer M, Frederick M, Keogan M, DeLong 
D, Nelson R. Doppler US measurement of portal venous 
flow: variability in healthy fasting volunteers. Radiology. 
1997;202(3):721–4. 

38.  Riva C, Ross B, Benedek G. Laser Doppler measurements 
of blood flow in capillary tubes and retinal arteries. Invest 
Opthalmol. 1972;11:936–44. 

39.  Swain ID, Grant LJ. Methods of measuring skin blood flow. 
Phys Med Biol. 1989;34:151–75. 

40.  Arvidsson D, Svensson H, Haglung U. Laser Doppler 
flowmetry for estimating liver blood flow. Am J Physiol. 
1988;254:471–6. 

41.  Appleton C, Hatle L, Popp R. Superior vena cava and 
hepatic vein Doppler echocardiography in healthy adults. J 
Am Coll Cardiol. 1987;10:1032–9. 

42.  Meierhenric R, Gauss A, Georgieff M, Schütz W. Use 
of multi-plane transoesophageal echocardiography in 
visualization of the main hepatic veins and acquisition 
of Doppler sonography curves. Comparison with 
the transabdominal approach. Br J Anaesth. 2001 
Nov;87(5):711–7. 

43.  Pinto F, Wranne B, St Goar F, Schnittger I, Popp R. Hepatic 
venous flow assessed by transesophageal echocardiography.J 
Am Coll Cardiol. 1991 Jun;17(7):1493–8. 

44.  Schütz W, Meierhenrich R, Träger K, Gauss A, 
Radermacher P, Georgieff M. Is it feasible to monitor total 
hepatic blood flow by use of transesophageal echography? 
An experimental study in pigs. Intensive Care Med. 2001 
Mar;27(3):580–5. 

45.  Gill R. Measurement of blood ¯ow by ultrasound: accuracy 
and sources of error. Ultrasound Med Biol. 1985;11:625–
41. 

46.  Gibbs FA. A thermoelectric blood flow recorder in form of 
a needle. Proc Soc Exp Biol Med. 1933;31:141–6. 

47.  Grabner G, Neumayer A. A continuous recording method 
for the estimation of liver bloodflow in man. Proceedings 
Harey Tercentenary Congress. 1958;386–92. 

48.  Grayson J, Johnson D. The effect ofadrenalin and 
noradrenalin on the liver blood flow. tle. J Physiol. 
1953;(120):73–94. 

49.  Stewart G. Researches on the circultaion time and on the 
influences which affect it. IV. The output of the heart. J 
Physiol. 1897;22(159). 

50.  Katz M, Bergmann E. Simultaneous measurement of 
hepatic and portal venous bloodflow in the sheep and dog. 
Amer J Physiol. 1969;(216):946–52. 

51.  Cohn J, Khatri I, Groszmann R, Kotelanski B. Hepatic blood 
flow in alcoholic liver disease measured by an indicator 
dilution technique. Am J Med. 1972;53(704). 

52.  Groszmann R. The measurement of liver blood flow using 
clearance techniques. Hepatology. 1983;3:1039. 

53.  Bradley S, Ingelfinger F, Bradley G, et al. The estimation of 
hepatic bloodflow in man. J Clin Invest. 1945;(24):890–7. 

54.  Ohnhaus E. Methods of the assessment of the effect of 
drugs on liver blood flow in man. Brit J Clin Pharmacol. 
1979;(7):223–9. 

55.  Villenevue J, Huot R, Marleau D, Huet P. The estimation 
of hepatic blood flow with indocyanine green: Comparison 
between the continuous infusion and single injection 
methods. Amer J Gastroenterol. 1982;(77):233–7. 

56.  Halle B, Poulsen T, Pedersen H. Indocyanine green plasma 
disappearance rate as dynamic liver function test in critically 
ill patients. Acta Anaesthesiol Scand. 2014;58:1214–9. 

57.  Paumgartner G, Vasella D, Herz R. Thepatic extraction of 
taurocholate and indocyanine green in patients with liver 
disease. Z Gastroenterol. 1979;(17):753–6. 

58.  Henderson J, Kutner M, Bain R. First order clearance 
of plasma galactose: The effect of liver disease. 
Gastroenterology83: 1982;83:1090–6. 

59.  McDougal W, Heimburger S, Wilmore D, Pruit B. The 
effect of exogenous substrate on hepatic metabolism 
and membrane transport during endotoxemia. Surgery. 
1978;(84):55–61. 

60.  Grainger SL, Keeling PWN, Brown IMH, Marigold JH, 
Thompson RPH. Clearance and non-invasive determination 
of the hepatic extraction of indocyanine green baboons and 
men. Clin Sci. 1983;64:307–412. 

61.  Combes B. Estimation of hepatic blood flow in man and 
dogs by 3q-labelled Rose Benfal:Simultaneous comparison 
with sulfabromophthalein sodium. J Lab Clin Med. 
1960;56:537–43. 

62.  Teranaka M, Schenk W. A comparison of the indocyanine 
green and electromagnetic techniques normal and abnormal 
flow states in the dog. Ann Surg. 1977 Jan;185(1):58–63. 

63.  Mackenzie R, Leiberman D, Mathie R, Rice G, Harper 
A, Blumgart L. Liver blood flow measurement the 
interpretation of xenon133 clearance curves. Acta Chir 
Scand. 1976;142:519. 

64.  Birtch AG, Casey BH, Zakheim RM. Hepatic blood flow 
measured by the 85Kr clearance technique. Surgery. 
1967;62:174–80. 

65.  MacLellan D, Shulkes A, Hardy K. Effect of somatostatin 
on liver blood flow in the rat. Horm Res. 1983;17(103). 

66.  Yu W, Chow P, Somanesan S, Ng T, Sundrem F, Clan 
S, et al. A non-invasive isotope dilution technique for 
quantifying hepatic blood flow using radiolabelled red 
blood cells. Nucl Med Commun. 2000;21(269). 



296 ActA AnAesth. Bel., 2023, 74 (4)

83.  Frydrychowicz A, Roldan-Alzate A, Winslow E, Consigny 
D, Campo C, Moto- sugi U. Comparison of radial 4D 
Flow-MRI with perivascular ultrasound to quantify 
blood flow in the abdomen and introduction of a porcine 
model of pre-hepatic portal hypertension. Eur Radiol. 
2017;27:5316–24. 

84.  Yzet T, Bouzerar R, Allart J, Demuynck F, Legallais C, 
Robert B. Hepatic vascular flow measurements by phase 
contrast MRI and doppler echography: a comparative 
and reproducibility study. J Magn Reson Imaging. 
2010;31(3):579–88. 

85.  Bekheit M, Audebert C, Bucur P, Adriaensen H, Bled E, 
Wartenberg M, et al. Transit time ultrasound perivascular 
flow probe technology is superior to MR imaging on 
hepatic blood flow measurement in a porcine model. . 
Hepatobiliary Pancreat Dis Int. 2018 Dec;17(6):538–45. 

86.  Annet L, Materne R, Danse E, Jamart J, Horsmans Y, 
van Beers B. Hepatic flow parameters measured with 
MR imaging and Doppler US: correlations with de- 
gree of cirrhosis and portal hypertension. Radiology. 
2003;229:409–14. 

87.  Lycklama à Nijeholt G, Burggraaf K, Wasser M, Schultze 
Kool L, Schoemaker R, Cohen A. Variability of splanchnic 
blood flow measurements using MR velocity mapping 
under fasting and post-prandial conditions–comparison 
with echo-Doppler. J Hepatol. 1997;26:298–304. 

88.  Andersson C, Kihlberg J, Ebbers T, Lindström L, 
Carlhäll C, Engvall J. Phase–contrast MRI volume 
flow –a comparison of breath held and navigator based 
acquisitions. BMC Med Imaging. 2016;16(26). 

89.  Sanyal A. Hepatic venous pressure gradient: to measure 
or not to measure, that is the question. Hepatology. 
2000;32(5):1175–6. 

90.  Roldán-Alzate A, Frydrychowicz A, Niespodzany E, 
Landgraf B, Johnson K, Wieben O, et al. In vivo validation 
of 4D flow MRI for assessing the hemodynamics of 
portal hypertension. J Magn Reson Imaging. 2013 
May;37(5):1100–8. 

91.  Nanashima A, Shibasaki S, Sakamoto I, Sueyoshi E, 
Sumida Y, Abo T. Clinical evaluation of magnetic 
resonance imaging flowmetry of portal and hepatic veins in 
patients following hepatectomy. Liver Int. 2006;26:587–
94. 

92.  Lisik W, Gontarczyk G, Kosieradzki M, Lagiewska 
B, Pacholczyk M, Adadyński L, et al. Intraoperative 
blood flow measurements in organ allografts can 
predict postoperative function. Transplant Proc. 2007 
Mar;39(2):371–2. 

93.  Hessheimer A, Fondevila C, Taurá P, Muñoz J, Sánchez 
O, Fuster J, et al. Decompression of the portal bed 
and twice-baseline portal inflow are necessary for the 
functional recovery of a “small-for-size” graft. Ann Surg. 
2011 Jun;253(6):1201–10. 

94.  Morita Y, Navas-Blanco J, Isley M, Itani A, Kinoshita 
H. Hepatic vein flow index during orthotopic liver 
transplantation as predictive factor for postoperative 
early allograft dysfunction. Echocardiography. 2019 
Dec;36(12):2282–3. 

67.  Greenway CV, Oshiro G. Intrahepatic distribution of 
portal and hepatic arterial blood flows in anaesthetized 
cats and dogs and the effects of portal occlusion, raised 
venous pressure and histamine. J Physiol. 1972;227:473–
85. 

68.  Peters A, Gunasekera R, Henderson B. Noninvasive 
measurement of blood flow and extraction fraction. Nucl 
Med Commun. 1987;8(823). 

69.  Hillal SK. The determination of the blood flow by a 
radiographic technique. Am J Roentgenol. 1966;96:896–
906. 

70.  Seifalian AM, Hawkes DJ, Colchester ACF, Hobbs 
KEF. A new algorithm for deriving pulsatile blood flow 
waveforms tested using simulated dynamic angiographic 
data. Neuroradiology. 1989;31:263–9. 

71.  Peters A, Myers M. Measurement of total liver blood 
flow. In A. M. Peters (Ed.), Physiological Measurements 
with Radionuclides in Clinical Practice. London: Oxford 
University Press. In 1998. p. 183. 

72.  Chen B, Huang S, Germano G, Kuhle W, Hawkins R, 
Buxton D, et al. Noninvasive quantification of hepatic 
arterial blood flow with nitrogen-13-ammonia and 
dynamic positron emission tomography. J Nucl Med. 1991 
Dec;32(12):2199–206. 

73.  Ziegler SI, Haberkorn U, Byrne H, Tong C, Kaja S, 
Richolt J, et al. Measurement of liver blood flow using 
oxygen-15 labelled water and dynamic positron emission 
tomography: Limitations of model description. Eur J Nucl 
Med. 1996;23(169). 

74.  Shiomi S, Iwata Y, Sasaki N, Morikawa H, Tamori A, 
Habu D, et al. Assessment of hepatic blood flow by PET 
with 15O water: correlation between per-rectal portal 
scintigraphy with 99Tc(m)-pertechnetate and scintigraphy 
with 99Tc(m)-GSA. Nucl Med Commun. 2000;21(533). 

75.  Aukland K, Bower BF, Berliner RW. Measurement of 
local blood flow with hydrogen gas. Circulation Research. 
1964;XIV:164–87. 

76.  Fieschi C, Bozzao L, Agnoli A, Nardini M, Bartolini A. 
The hydrogen method of measuring local blood flow in 
subcortical structures of the brain: Including a comparative 
study with the 14-C antipyrine method. Exp Brain Res. 
1969;7:111–9. 

77.  Gouma DJ, Coelho JC, Schlegel J, Fisher JD, Li YG, 
Moody FG. Estimation of hepatic blood flow by hydrogen 
gas clearance. Surgery. 1986;99(4):439–44. 

78.  Kram HB, Shoemaker WC. Method for intraoperative 
assessment of organ perfusion and viability using a 
miniature oxygen sensor. Am J Surg. 1984;148:404–7. 

79.  Piasecki C, Seifalian AM. Continuous intraoperative 
monitoring of hepatic blood perfusion using a noninvasive 
surface electrode. Dig, Dis Sci. 1990;35(3):399–405. 

80.  Seifalian A, Mallett S, Piasecki C, Rolles K, Davidson B. 
Non-invasive measurement of hepatic oxygenation by an 
oxygen electrode in human orthotopic liver transplantation. 
Med Eng Phys. 2000 Jun;22(5):371–7. 

81.  Yzet T, Bouzerar R, Baledent O, Renard C, Lumbala D, 
Nguyen-Khac E, et al. Dynamic measurements of total 
hepatic blood flow with Phase Contrast MRI. Eur J Radiol. 
2010 Jan;73(1):119–24. 

82.  Burkart D, Johnson C, Ehman R, Weaver A, Ilstrup D. 
Evaluation of portal venous hypertension with cine 
phase-contrast MR flow measurements: high association 
of hyperdynamic portal flow with variceal hemorrhage. . 
Radiology. 1993;188:643–8. doi.org/10.56126/74.4.30


