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ABSTRACT. Purpose: We aim to investigate the localization, visibility, and measurement of lung
nodules in digital chest tomosynthesis (DTS).

Approach: Computed tomography (CT), maximum intensity projections (CT-MIP)
(transaxial versus coronal orientation), and computer-aided detection (CAD) were
used as location reference, and inter- and intra-observer agreement regarding lung
nodule size was assessed. Five radiologists analyzed DTS and CT images from
24 participants with lung nodules ≥ 100 mm3, focusing on lung nodule localization,
visibility, and measurement on DTS. Visual grading was used to compare if coronal
or transaxial CT-MIP better facilitated the localization of lung nodules in DTS.

Results: The majority of the lung nodules (79%) were rated as visible in DTS,
although less clearly in comparison with CT. Coronal CT-MIP was the preferred
orientation in the task of locating nodules on DTS. On DTS, area-based lung nodule
size estimates resulted in significantly less measurement variability when compared
with nodule size estimated based on mean diameter (mD) (p < 0.05). Also, on DTS,
area-based lung nodule size estimates were more accurate (SEE ¼ 38.7 mm3) than
lung nodule size estimates based on mean diameter (SEE ¼ 42.7 mm3).

Conclusions: Coronal CT-MIP images are superior to transaxial CT-MIP images in
facilitating lung nodule localization in DTS. Most nodules ≥ 100 mm3 found on CT
can be visualized, correctly localized, and measured in DTS, and area-based meas-
urement may be the key to more precise and less variable nodule measurements on
DTS.

© The Authors. Published by SPIE under a Creative Commons Attribution 4.0 International License.
Distribution or reproduction of this work in whole or in part requires full attribution of the original
publication, including its DOI. [DOI: 10.1117/1.JMI.12.S1.S13007]

Keywords: digital chest tomosynthesis; lung nodule measurements; area; mean
diameter

Paper 24194SSRR received Jun. 26, 2024; revised Sep. 18, 2024; accepted Sep. 23, 2024; published Oct.
28, 2024.

1 Introduction
Digital tomosynthesis (DTS) of the chest is a relatively modern modality, based on conventional
X-ray techniques, which allows superior visualization of anatomical structures and pathological
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findings in multiple sections that would otherwise be seen in the same projection in a standard
posterior-anterior chest X-ray.1,2 The ability to isolate small structures is ideal for the visuali-
zation of lung nodules. A lung nodule is a relatively well-defined approximately rounded opacity
measuring up to 3 cm in diameter within the lung parenchyma.3 It is known that nodule size,
morphology, nodule location, and nodule growth rate are characteristics associated with the risk
of malignancy.4 Consequently, nodule size estimate is an important factor in nodule assessment
in all major recommended algorithms.5–7

Lung nodules can be divided into three size categories: small, intermediate, and large. In
general, small nodules (<100 mm3) can be discharged or followed with longer intervals, inter-
mediate nodules (100 to 250 mm3) need regular follow-up, and larger nodules (≥300 mm3) need
further assessment.4,5 The recommended tool for follow-up is computed tomography (CT).5,6

However, one problem with follow-up CT examinations is that the radiation associated with
CT per se is a risk factor for cancer.8

DTS has been proposed as an alternative to CT for lung nodule follow-up,9 and the technique
has been reported to have the potential to become a first-line screening tool for lung cancer.2

DTS allows visualization of the lungs in section images with less radiation compared with CT.10

However, there are some limitations associated with DTS, for instance, limited depth resolution
and high sensitivity for artifacts from medical devices. The technique comes with a lower cost
when compared with CT, and this could be of importance in centers with limited accessibility to
CT scans.11

Lung nodules can be measured with one-dimensional measurements such as diameter, two-
dimensional measurements such as area, and three-dimensional measurements such as volume.12

Measuring the diameter is the most common way to document lung nodule size in a radiological
report. The recommendation from the Fleischner Society is to report the mean diameter (mD)
based on the longest and its perpendicular diameter of the nodule independently of the plane
(axial, coronal, or sagittal).5,6,13 However, diameter measurements might be unreliable for the
assessment of small nodules both on CT14 and on DTS.9

Due to the limitations of one-dimensional measurements, some efforts have been made to
incorporate area measurement as a way to provide more information about the lung nodules.15

However, with the introduction of multiplanar reformations (MPR) of CT images the hot topic in
research soon evolved to three-dimensional measurements of lung nodule volume. Some guide-
lines pointed out volume as the best way to document lung nodules, not only just during the first
report but also during follow-up.16 Two of those are the recommendations from the Fleischner
Society and the British Thoracic Society, both recognizing the importance of volumetry for the
measurement and management of lung nodules.5,6 Volumetry is the principal method for meas-
uring solid nodules according to the British Thoracic Society recommendations and the European
Lung Cancer Screening position statement.17 Despite these statements even 3D measurements
have multiple limitations. Image acquisition, reconstruction method, CT-slice thickness, and
variability between the breath-holds of the patients can influence the precision of volume
measurements.18 A good nodule segmentation is needed to perform volumetry measurements,16

and the same software should be used when performing automated or semi-automated volumetry
both for the initial examination and for the follow-ups.4,19 Volume cannot be measured on DTS,
and consequently, nodule measurements must be performed using diameter or area. To the best of
our knowledge, there are no previous studies about area measurement of lung nodules on DTS
images of the chest.

If DTS should be considered as a follow-up examination for lung nodules it is important that
radiologists are confident in localizing a nodule known from CT in a DTS examination. As far as
we are aware, the confidence of radiologists in translating the correspondence of anatomical
location of lung nodules on CT to the corresponding nodule on DTS has not been studied before.
However, experts in the field have constructed ground truth regarding nodule localization in
detection studies.20–22

The role of CT maximum intensity projections (CT-MIP) has been studied by others,23

concluding that CT-MIP images allow high diagnostic accuracy in the diagnosis of malignant
pulmonary nodules. The best inter-observer agreement has been shown for axial MIP
reconstruction.24 However, a comparison between coronal and transaxial CT-MIP regarding
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their usefulness in the process of localizing a nodule known from CT in a DTS examination has,
to the best of our knowledge, not been investigated previously.

Consequently, the aims of the present study were to investigate (1) the preferred orientation
of CT-MIP for facilitating localization of lung nodules in DTS, (2) the visibility of nodules in
DTS in direct comparison to CT, and (3) which nodule size measurement technique (diameter or
area) results in the smallest measurement variability in DTS.

2 Materials and Methods

2.1 Image Data
Twenty-four randomly selected cases containing lung nodules were selected from the Swedish
Cardiopulmonary Bioimage Study (SCAPIS), a population-based study with participants
recruited from six university cities.25,26 These 24 cases were composed of 14 males and
10 females, aged between 50 and 64, with a BMI variation between 22.4 and 35.3.
Information about smoking habits was not available for the present study. SCAPIS was approved
as a multi-center study by the regional ethical review board in Umeå (#2010/228-31M).
Participants in the Gothenburg cohort underwent a DTS examination in conjunction with the
chest CT performed in SCAPIS, and participants with lung nodules were invited to a study
in which DTS were performed in addition to the chest CT performed clinically for lung nodule
follow-up. The follow-up study was approved by the regional ethical review board in Gothenburg
(#521-13). Both studies adhered to the Declaration of Helsinki, and informed consent was
obtained from all participants.

All CTexaminations in SCAPIS were performed with a Somatom Definition Flash (Siemens
Healthcare, Forchheim, Germany). Details have been described previously.25 The detector con-
figuration was 128 × 0.6 ðmmÞ, tube voltage 120 kV, tube current (mA) or reference dose for
care dose 4D 25, rotation time 0.5 s, pitch 0.9, and matrix size 512 × 512. The median effective
dose for the pulmonary imaging to the SCAPIS cohort was 2 mSv. The image reconstruction
parameters were slice thickness 0.75 mm, increment 0.6 mm, and kernel I50f medium sharp.
Evaluation of lung nodules was performed with computer-aided detection (CAD), using the soft-
ware program MM oncology (Syngo.via, Siemens Healthineers, Erlangen, Germany). Nodule
segmentation was performed using the commercially available software (Syngo.via version
VB10B_HF03, Siemens Healthineers, Erlangen, Germany), providing estimates of nodule diam-
eters and volume.27–29 For the present study, additional images with coronal MPR (slice thickness
3 mm, increment 2 mm) and coronal as well as transaxial MIPs (slice thickness 10 mm, slice
spacing 0.6 mm) were reconstructed.

All DTS examinations were performed with a GE Definium 8000 system with a
VolumeRAD option (GE Healthcare). Sixty low-dose projection images were collected in a linear
sweep of the X-ray tube. A sweep angle of 30 deg and a stationary detector were used.
Acquisition time was ∼11 s using a tube voltage of 120 kV and additional filtration of
3 mm Al + 0.1 mm Cu. The tube load (mAs) used for the collection of each projection image
was determined from a posterior-anterior scout image collected using automatic exposure con-
trol. The DTS system multiplies the exposure obtained for the scout image with a factor of 10 and
evenly distributes the resulting exposure over the 60 projection images included in the DTS
examination. The exposure obtained for each projection image was rounded down to the closest
mAs setting possible on the system. The coronal DTS section images were reconstructed with
a 5-mm interval.

Twenty-four participants with solid lung nodules examined with CT and DTS on the same
day were randomly selected for the present study. The CAD volume of the largest nodule in
each participant ranged from 104 to 630 mm3 (median volume 144 mm3).

2.2 Study Design and Statistical Analysis
The present study entails three parts. In the first part, the preferred orientation of CT-MIP
when localizing a nodule in DTS was evaluated. The second part assessed nodule localization
and visibility in DTS compared with CT, and the third part concerned nodule size estimated
by diameter and area measurements. Five radiologists with different levels of experience

Diniz et al.: Lung nodule localization and size estimation on chest tomosynthesis

Journal of Medical Imaging S13007-3 Vol. 12(S1)



participated as observers in the study. Observers 1 and 2 were senior cardiothoracic consultant
radiologists each with over 25 years of experience. Observer 3 was a senior cardiothoracic con-
sultant radiologist with over 10 years of experience. Observers 4 and 5 were radiologists each
with ∼5 years of experience. A medical doctor with a few months of training in radiology
(observer 6) participated in the study, but the measurements of this observer were not compared
with the other observers. The image viewer ViewDEX30–33 was used for image visualization and
data collection, and all cases were evaluated in a randomized order, unique for each observer. An
illustration of the image display used in the study is presented in Fig. 1. The study consisted of
two review sessions, described in detail below. For each review session, the observers reviewed
the cases using two monitors. The first monitor was divided into four canvases displaying trans-
verse CT images, coronal CT images, CAD results (showing the location and size of the largest
nodule in the case), and CT-MIP images (transaxial or coronal in review session 1 and only
coronal in review session 2, for details, see below). The second monitor displayed the corre-
sponding DTS.

2.3 Review Session 1
Three observers participated in the first review session (observers 1, 4, and 6) and reviewed all 24
cases twice: once with access to coronal CT-MIP and once with access to transaxial CT-MIP.
Both the order of the cases and which orientation of the CT-MIP that were presented first were
randomized for each observer. The task for the observers in review session 1 was to identify the
largest nodule (shown by CAD on CT) and to localize and mark the nodule on CT images as well
as on DTS images. The observers were also asked to grade to what extent the CT-MIP facilitated
the localization of the largest nodule in the DTS images, using a five-point Likert scale (Table 1,
Question 1). After identifying the nodule in the DTS images, the observers were instructed to
grade the visibility of the nodule in DTS compared with coronal MPR CT images using a five-
point Likert scale (Table 1, Questions 2 and 3) and to measure the area and diameter of the nodule
in the DTS images. The latter was accomplished using a freehand region of interest (ROI) tool to
draw the boundary area of the nodule and an electronic caliper to draw the longest and its
perpendicular diameter of the nodule. The two diameter measurements were used to establish
a nodule mD, in accordance with Fleischner Society Guidelines.4,5 After completion of the
nodule measurements in DTS, the corresponding nodule diameter and area were measured in
coronal CT.

Fig. 1 Illustration of the image display used in the study. The observers were instructed to select
the largest nodule in the CAD series (c) and to mark and localize the nodule in all CT series and
DTS (e) images using the transaxial (a), the coronal MPR (b), and the CT-MIP (d) series as refer-
ence. In the first review session, a coronal or transaxial MIP series were shown to the observers in
a unique randomized order. Abbreviations; CT = computed tomography, CAD = computer-aided
detection, MIP = maximum intensity projection, and DTS = digital tomosynthesis.
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2.4 Review Session 2
All five radiologist observers (observers 1–5) participated in review session 2. In this session, the
tasks of the observers were the same as in review session 1, except for the task of grading the
extent to which the CT-MIP facilitated the localization of the nodule in DTS. The orientation of
the CT-MIP shown to the observers during review session 2 was decided based on the results
from review session 1. To reduce recall bias, the review of each session was separated in time by
a minimum of 2 weeks.

2.5 Data Analysis
Prior to the data analysis, the pixel location on DTS and coordinates ðx; y; zÞ on CTwere checked
to ensure that the same nodules were identified and measured by the observers.

The collected observer data from the two review sessions were analyzed using visual grading
characteristics (VGC) analysis,34,35 Bland-Altman analysis,36 Wilcoxon signed-rank test, and
descriptive statistics in three parts (see below).

2.5.1 Part 1, coronal MIP versus transaxial MIP

AVGC analysis was performed for evaluation of the preferred orientation of CT-MIP in the task
of localizing nodules in DTS based on the data acquired in review session 1. The statistical
analysis was performed using VGC Analyzer,37–39 which determined the area under the VGC
curve (AUCVGC) and its associated 95% confidence interval (CI). In the analysis, the coronal
CT-MIP was used as the reference condition, meaning that an AUCVGC significantly below
0.5 (95% CI not covering 0.5) indicates that the coronal CT-MIP was rated as superior to

Table 1 Questions to be answered by the observers. The first question (Q1) was used in the first
part of the study, evaluating to what extent coronal and transaxial maximum intensity projections
(MIPs) from computed tomography (CT) facilitated the localization of a lung nodule in digital tomo-
synthesis (DTS). The second and third questions (Q2 and Q3) were used in the second part of
the study, evaluating localization and visibility of nodules in DTS and CT.

Question 1 (Q1) MIP facilitated the localization of the nodule.

1 = Confident that the statement is true.

2 = Somewhat confident that the statement is true.

3 = I do not know if the statement is true or not.

4 = Somewhat confident that the statement is not true

5 = Confident that the statement is not true.

Question 2 (Q2) Confident that marking in DTS corresponds to CT.

1 = Confident that the statement is true.

2 = Somewhat confident that the statement is true.

3 = I do not know if the statement is true or not.

4 = Somewhat confident that the statement is not true.

5= Confident that the statement is not true.

Question 3 (Q3) The visibility of the nodule in MPR coronal (COR) and DTS

1 = Definitely better in MPR COR.

2 = Somewhat better in MPR COR.

3 = Equally good in MPR COR and DTS.

4 = Somewhat better in DTS.

5 = Definitely better in DTS.
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transaxial CT-MIP and an AUCVGC significantly above 0.5 (95% CI not covering 0.5) indicates
that the coronal CT-MIP was rated as inferior to transaxial CT-MIP. The analysis was performed
based on a random reader assumption and the trapezoidal rule of curve fitting.

2.5.2 Part 2, nodule localization and visibility of nodules

The confidence of nodule localization and visibility was assessed by descriptive statistics and
presented in pie charts. The markings of the nodule in DTS and CTwere confirmed by analyzing
and comparing the marking coordinates in ViewDEX.

2.5.3 Part 3, nodule size measurements

Initially, to assess if there were any significant differences between measuring mD and area on
DTS and CT, respectively, a t-test assuming unequal variances was performed using Microsoft
Excel©.

To be able to compare measurement variability between nodule mD and area measurements,
a calculation of the volumes of the nodules was performed. In the case of diameter measure-
ments, the mD of each nodule was used to calculate the volume of a sphere with the correspond-
ing diameter, and in the case of area measurements, the volume of a sphere with a central section
area corresponding to the measured nodule area was determined. Inter- and intra-observer agree-
ments for nodule size estimates were evaluated according to Bland-Altman,36 presenting mean
difference, the 95% CI, and limits of agreement (LoA). When assessing the inter-observer agree-
ment for volumes based on mD and area, the results were presented considering the pair of
observers (observers 1–5) with the best and worst agreement. Three observers (observers 1,
4, and 5) measured all nodules twice in review sessions 1 and 2. Intra-observer agreement for
volumes based on mD and area was presented considering the observers with the best and worst
agreement between their two rounds of measurements. To assess if there was a statistically
significant difference in inter-observer variability between the mD-based volumes and area-
based volumes, the standard deviation (SD) of the nodule measurements of the five observers
(observers 1–5) was calculated for each nodule, both for the mD-based volumes and for the
area-based volumes. For statistical analysis of the difference, a Wilcoxon signed-rank test was
applied using Ref. 40. Additional linear regression calculations including coefficient of deter-
mination (R2) and standard error of the estimate (SEE) were performed using Microsoft Excel©.

Finally, the nodule volumes from CAD were compared with the nodule volumes based on
measurements of diameter and area on coronal CT from observers 1–5.

2.6 Radiation Dose Calculations
After a DTS examination, the raw-data projection images containing detailed exposure data are
usually not stored in the picture archiving and communication system (PACS). Båth et al.41 have
therefore presented a method that can be used to retrospectively estimate radiation doses resulting
from DTS examinations using the VolumeRAD system (GE Healthcare, Chalfont St Giles,
United Kingdom). The method was used in the present study and is based on using detailed
exposure information from the scout image to estimate the total dose-area product (DAP) of
the entire chest DTS examination. After determining the total DAP for each DTS examination
included in the study using the method by Båth et al.,41 a conversion factor between DAP and
effective dose of 0.26 mSvGy−1 cm−2 42 was applied to estimate the resulting effective dose
from the examinations.

To estimate the effective dose resulting from the CT examinations included in the study, the
dose-length product (DLP) value for each CT examination was multiplied with the conversion
factor 0.015 mSv∕mGy · cm.43

3 Results

3.1 Part 1, Coronal MIP Versus Transaxial MIP
The visual grading analysis showed that coronal CT-MIP was the preferred orientation for
assistance of nodule localization in DTS (AUCVGC ¼ 0.1, asymmetric CI 0.0–0.1).
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3.2 Part 2, Nodule Localization and Visibility of Nodules
In most cases (79%), the observers were confident or somewhat confident that their marked
nodule on DTS corresponded to their nodule marked on CT, as shown in Fig. 2. The markings
were confirmed by coordinates in ViewDEX, and only one nodule was wrongly marked on DTS
by one of the observers. One observer could not identify the nodule on DTS in two cases. Hence,
only 21 of the 24 nodules were included in the further analysis.

The vast majority of the observers considered that the nodules were better visualized on
coronal MPR CT images than in DTS (Fig. 3). However, one of the experienced observers
considered five nodules to be somewhat better visualized on DTS in comparison to CT.

3.3 Part 3, Nodule Measurement
Three nodules out of 24 were not considered measurable by all the observers. Consequently,
diameter and area measurements of 21 nodules performed by five observers were included
in the analysis. An illustration of the measurement of a representative nodule is given in
Fig. 4.

Concerning linear measurement, there were no statistically significant differences between
measuring the mD (p ¼ 0.40) and the area (p ¼ 0.68) on DTS or CT, respectively.

Scatter plots showing the nodule volumes based on mD measurements and area
measurements compared with the nodule volumes obtained by CT-CAD are presented in
Fig. 5.

1
56%

2
23%

3
17%

4
2%

5
2%

1 2 3 4 5

Fig. 2 Results of the question “confident that marking in DTS corresponds to the marking CT.”
1 = Confident that the statement is true. 2 = Somewhat confident that the statement is true.
3 = I do not know if the statement is true or not. 4 = Somewhat confident that the statement is
not true. 5 = Confident that the statement is not true. Abbreviations; DTS = digital tomosynthesis
and CT = computed tomography.
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When assessing the inter-observer agreement for volumes based on mD measurements, the
mean difference ranged from −23.7 (CI − 40.2 to −7.2; LoA − 101.0 to 53.6) mm3 for the best
inter-observer agreement to 65.1 (CI − 4.4 to 134.6; LoA − 259.4 to 389.7) mm3 for the worst
inter-observer agreement. When assessing the corresponding inter-observer agreement for
volumes based on area measurements, the mean difference ranged from −12.7 (CI − 28.2 to 2.8;
LoA −85.2 to 59.8) mm3 for the best inter-observer agreement to 38.1 (CI − 12.1 to 88.2;
LoA −196.4 to 272.5)mm3 for the worst inter-observer agreement. Bland-Altman plots showing
the agreement are presented in Fig. 6.

The performed Wilcoxon signed-rank test showed that the measurement variability was sig-
nificantly larger when calculating nodule volume based on mD measurements in comparison to
nodule volume based on area measurements (p < 0.05).

Three observers (observers 1, 4, and 5) measured all nodules twice (review session 1 and
review session 2). These data were used to assess the intra-observer agreement of the measure-
ments. For nodule volumes based on mD measurements, the mean difference in intra-observer
agreement ranged from 4.6 (CI − 11.2 to 20.4; LoA − 69.5 to 78.7) mm3 for the best intra-
observer agreement to −38.0 (CI − 67.7 to −8.2; LoA − 177.1 to 101.2) mm3 for the worst
intra-observer agreement. When assessing the corresponding intra-observer agreement for nod-
ule volumes based on area measurements, the mean difference ranged from −1.3 (CI − 10.4 to
7.7; LoA − 43.8 to 41.1) mm3 for the best intra-observer agreement to −4.0 (CI − 35.2 to 27.2;
LoA −150.0 to 142.0 mm3 for the worst intra-observer agreement. Bland-Altman plots showing
the agreement are presented in Fig. 7.

1
50%

2
28%

3
18%

4
4%

5 =0%

1 2 3 4 5

Fig. 3 Results of the question “The visibility of the nodule in MPR COR and DTS.” 1 = Definitely
better in MPR COR. 2 = Somewhat better in MPR COR. 3 = Equally good in MPR COR and DTS.
4 = Somewhat better in DTS. 5 = Definitely better in DTS. Abbreviations; MPR = multiplanar
reformation, COR= coronal, and DTS = digital tomosynthesis.
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Fig. 5 Scatter plots of the lung nodule volume estimate on DTS of the chest based on mD-based
nodule volume (a) and area-based nodule volume (b) of the five observers in comparison to CAD-
derived nodule volumes. Scatter plots of the lung nodule volume estimate on DTS of the chest
based on mD-based nodule volume (average of the five observers) with a SEE 42,7 (c), and
area-based nodule volume (average of the five observers) with a SEE 38,7 (d) of the five observers
in comparison to CAD-derived nodule volumes and respective linear regressions. Abbreviations;
DTS = digital tomosynthesis, mD = mean diameter, CAD = computer-aided detection, SEE = stan-
dard error of the estimate, and R2 = coefficient of determination.

Fig. 4 Illustration of the same nodule on CT and DTS (one case out of 24). (a) The selected nodule
on a CAD axial view. (b) The selected nodule on DTS (2 diameter measurements used to calculate
the mD in red). (c) The selected nodule on a coronal MIP. (d) The selected nodule on DTS (drawn
area in red). (e) The selected nodule on DTS. Abbreviations; CT = computed tomography, DTS =
digital tomosynthesis, CAD = computer-aided detection, mD = mean diameter, and MIP = maxi-
mum intensity projection.
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3.4 Agreement of Volume Estimates on DTS in Comparison with CAD Volumes
from CT

Regarding nodule volume based on mD measurements on DTS, the agreement with CT-CAD
volumes ranged from a mean difference of −85.7 (CI − 117.7 to −53.8; LoA − 235.1 to 63.7)
mm3 for the best agreement to −9.1 (CI − 68.8 to 50.6; LoA − 288.3 to 270.0)mm3 for the worst
agreement.

Regarding nodule volume based on area measurement on DTS, the agreement with CT-CAD
volumes ranged from a mean difference of −64.2 (CI −89.8 to −38.6; LoA − 183.9 to 55.5)
mm3 for the best agreement to −51.7 (CI − 95.9 to 7.6; LoA − 258.3 to 154,8) mm3 for the
worst agreement.

The study design also included an observer with minor experience in radiology, this medical
doctor (observer 6) presented, in comparison to CAD, a mean difference of −105.0 (CI − 143.8
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when assessing measurements of mD-based nodule volume and area-based nodule volume on
DTS of the chest. Abbreviations: mD = mean diameter and DTS = digital tomosynthesis.
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to −66.7; LoA − 285.6 to 75.1) mm3 regarding nodule volume based on mD, and a mean differ-
ence of −104.0 (CI − 13.19 to −68.6; LoA − 268.8 to 61.0)mm3 regarding nodule volume based
on area measurement.

3.5 Agreement of Volume Estimates on CT in Comparison with CAD Volumes
from CT

Regarding nodule volume based on mD measurements on CT (coronal plane), the agreement
with CT-CAD volumes ranged from a mean difference of −81.3 (CI − 109.7 to −53.0;
LoA − 214.1 to 51.4) mm3 for the best agreement to −58.9 (CI − 98.3 to −19.4;
LoA − 243.3 to 125.6) mm3 for the worst agreement.

Regarding nodule volume based on area measurement on CT (coronal plane), the agreement
with CT-CAD volumes ranged from a mean difference of −60.0 (CI − 89.0 to −31.0;
LoA −195.6 to 75.6) mm3 for the best agreement to −82.6 (CI − 116.6 to −48.6;
LoA − 241.5 to 76.2) mm3 for the worst agreement.

The medical doctor with limited training in radiology (observer 6) presented, in comparison
to CAD, a mean difference of −101.3 (CI − 137.9 to −64.8; LoA − 272.3 to 69.7) mm3 regard-
ing nodule volume based on mD, and a mean difference of −96.7 (CI − 137.4 to −56.0;
LoA − 286.8 to 93.4) mm3 regarding nodule volume based on area measurement.

3.6 Radiation Dose
The average effective dose per DTS in the present study was 0.2 mSv (minimum of 0.1 mSv,
maximum of 0.3 mSv). The average effective dose per CT in the present study was 0.7 mSv
(minimum of 0.5 mSv, maximum of 1.0 mSv). Scout images were not included in the dose
estimates for DTS or CT.

4 Discussion
The findings in the present study indicate that coronal CT-MIPs are the preferred orientation
when localizing lung nodules known from CT in DTS images, that most nodules detected with
CT are visible in DTS, and that measurements of nodule area on DTS result in less measurement
variability than measurements of nodule diameter.

In previous studies, CT-MIP have been shown to be a useful tool to help radiologists detect
lung nodules on CT.44–47 However, further research on the preferred orientation of the CT-MIP
was needed to specifically address the usefulness of CT-MIP in the process of identifying nodules
on DTS. In this study, coronal CT-MIP images were considered to facilitate the localization of
the nodule in DTS and were rated by the observers as superior to transaxial CT-MIP images,
at a strong statistical significance level.

Concerning the localization and visibility of lung nodules on DTS, the observers were highly
confident in their ability to localize the same nodules on DTS and on CT (see Fig. 2), even though
the visibility of the nodules was rated higher in the CT images than in the DTS images (see
Fig. 3). Most of the lung nodules could be identified on DTS regardless of observer experience.
These results are in line with the results from other studies. For example, in a study by Lee et al.,48

focusing on lung nodule visibility on DTS and learning curves associated with DTS reading
times, it was shown that most malignant nodules > 5 mm were visible on DTS.

The fact that five nodules were considered somewhat better visualized on DTS when com-
pared with coronal CT could possibly be explained by their more central location in the coronal
plane on DTS. It is known that DTS presents better spatial resolution in the x − y plane (coronal
plane) than CT.49 This benefit may however be obscured by blurring from out-of-plane objects
caused by the limited depth resolution in reconstructed DTS images. According to Machida
et al.,50 the blurring effect increases if the structures are denser and located perpendicular to the
sweep angle and decreases with increasing distance from the dense object. Consequently, the
visualization of nodules with a more central location in the reconstructed volume may be less
affected by disturbing blurring from, e.g., ribs compared with nodules located close to the rib
cage and therefore benefit more from the higher in-plane resolution in DTS compared with CT.

It has previously been suggested that DTS might have the potential to be a modality that
could be used in lung cancer screening51 as well as for lung nodule follow-up.9 The benefits of
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DTS in terms of lower radiation and lower cost when compared with CT could promote the use of
DTS as an alternative screening method.52 The recent European policy statement encourages
countries to implement lung cancer screening,53 and low-dose CT is the primary diagnostic
method for lung cancer screening.54 However, Bertolaccini et al. suggested that DTS could
be used as the first-line lung cancer screening modality,52 which could be an alternative if
CT resources are scarce.

Determination of nodule size is crucial in lung cancer screening. Previous studies have
shown that measurement variability is a concern in DTS.9 Nodule volume is the preferred size
estimate in lung cancer screening as well as for lung nodule follow-up.16 Unfortunately, volume
cannot be measured on DTS. Measurements of diameter and or area should therefore be con-
sidered. In a study by Söderman et al.,55 it was shown that there is a risk for underestimation of
lung nodule size when lung nodule diameter is manually measured, especially if in-plane artifacts
are present in the images. In-plane artifacts are perceived as a darker rim around for example a
lung nodule, related to the direction of the scan. As the artifact is more prominent in the scan
direction, it can be anticipated that the effect of the artifact on nodule size determination is larger
for diameter measurements than for area measurements. Consequently, area-based measurements
may be a way to decrease the measurement variability. This hypothesis is supported by the results
of the current study. It should be noted that in the case of nodule follow-up, it is recommended by
RECIST guidelines56 that the same observer measures the nodule using the same modality and
measurement technique. This is a well-known method to avoid inter-modality and inter-observer
variability.

Even though measurements of nodule size in CT and DTS cannot be used interchangeably,57

it might still be possible to use DTS for follow-up of nodules detected on DTS in a screening
scenario. It has been shown that manual measurements on DTS have comparable repeatability
when compared with manual measurements on CT and that no bias existed between the two
modalities.57 Most nodules in the present study were rated as visible in DTS in contrast to the
study by Lee et al.48 where only 53.3% of the nodules were reported as visible on DTS. The
results in the present study probably reflect the inclusion of larger nodules in comparison to the
previously mentioned study48 and the access to CT images used as a reference for nodule loca-
tion. Even if all the observers considered that the nodules were better visualized on coronal MPR
CT images compared with DTS, some nodules were at least equally visible on DTS. Regarding
the three nodules that were not measured by all the observers, one observer measured another
nodule positioned close to the nodule measured by the other four observers and one out of five
observers considered two nodules non-measurable, which might be due to lesser contrast in the
DTS images in comparison to CT. However, the reason is at the discretion of this observer.

It should also be noted that factors such as different patient positionings, nodule sizes, and
dose levels during different scan occasions (baseline and follow-ups) could interfere with the
precision of the measurements performed on DTS, as described by Söderman et al.58

The present study aims at investigating nodule size estimates in a situation that resembles
clinical praxis. Due to the limited depth resolution in DTS, there is little relevance in reconstruct-
ing section images using an interval smaller than 5 mm, whereas CT images frequently are recon-
structed with a slice thickness of 3 mm with a 2-mm interval. Nevertheless, this limited depth
resolution on DTS will affect the size measurements.

The present study had the strength of having a decent number of observers, and the exami-
nations were carried out on the same day and on the same equipment. Furthermore, the present
study benefited from having observers with different experiences in the field of radiology, with a
range of experience extending from just some months of training in radiology to many years of
experience in thoracic radiology. Our results indicate that even an observer with minor experi-
ence in the field of radiology can perform measurements on DTS comparable to radiologists.
In addition, this study benefited from the fact the images were visualized with anonymization of
the cases and in a unique randomized order for each observer. However, there were also several
limitations in the present study. The numbers regarding both cases and nodules were low, and
consequently, the number of nodules in each size category was limited. Only solid lung nodules
were included, and the measuring tool used in the present study was new to the observers. Also,
even if our study shows that most intermediate or large-size nodules (nodules greater than or
equal to 100 mm3) that were found on CT could be visualized, accurately localized, and correctly
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measured in DTS, the assumption made in the present study that lung nodules are sphere-like
structures will introduce an uncertainty in the resulting estimated nodule volumes. Using this
assumption, even small differences in measured diameters and areas might result in considerable
differences in resulting nodule volume. For example, if one observer measures the diameter of a
specific nodule in DTS to be 6 mm and a different observer measures the same nodule diameter to
be 7 mm, the assumption that the lung nodules are sphere-like structures results in estimated
nodule volumes of 113 and 179.6 mm3 for the 6-mm-diameter nodule and the 7-mm-diameter
nodule, respectively. Hence, there will be a large difference in resulting nodule volume despite
only a 1-mm difference in measured nodule diameter. Using area-based measurements instead of
diameter-based measurements for the estimation of the nodule volumes in DTS improves the
agreement of the estimated nodule volumes between DTS and CT, but even with area-based
volume estimations on DTS, the method might still introduce considerable differences in nodule
volumes between DTS and CT.

To summarize, assessing lung nodules with DTS would be a way to reduce patient exposure
to radiation and the costs associated with lung nodule assessment. Estimating lung nodule size
through area measurements at screening and follow-up could be a key to reduce inter-observer
variation on DTS. The results of the present study will be further explored in a larger cohort of
participants with lung nodules in SCAPIS.

5 Conclusions
The present study shows that coronal CT-MIP images are superior to transaxial CT-MIP images
in facilitating lung nodule localization in DTS. Furthermore, most nodules with a size larger than
100 mm3 found on CT can be visualized, correctly localized, and measured in DTS. Finally,
when assessing nodule size in DTS, area measurements might result in less variability in com-
parison to diameter measurements.
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