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Abstract
Objective: To demonstrate feasibility of quantifying myelosuppression after chemother-
apy for patients with ovarian cancer (OC) using fat density measurement on material
decomposition (MD) images in dual-energy computed tomography (DECT). Materials
and methods: Fifty-seven patients with OC after chemotherapy underwent DECT. MD
using fat and hydroxyapatite (HAP) as basis material pair was performed. Regions
of interest (ROIs) of 20 mm2 were placed on bone marrow of ilia and femoral
shafts bilaterally at level of coronal hip joint and the third sagittal lumbar vertebra
to measure fat density on FAT (HAP) MD images. Eight characteristics (age,
pathological type, International Federation of Gynaecology and Obstetrics (FIGO)
stage, unilateral/bilateral, chemotherapy protocol and cycle, days after therapy (DAT),
and ROI location) were recorded. Fat densities in ilia and femoral shafts were
compared bilaterally with paired sample t tests and among 3 ROI locations with
Kruskal-Wallis tests. Regression and correlations were made between fat density and
8 characteristics. Regression equations, correlation coefficients, scatterplot and normal
probability plot (P-P) are provided. Results: There were no statistically significant
differences in fat density in ilia or femoral shafts bilaterally (p > 0.05). Average fat
densities were significantly different with 916.93 ± 9.3 in ilia, 927.04 ± 11.86 in
femoral shaft, and 932.18 ± 8.45 in lumbar vertebra (p < 0.001). Regression equation
was Y = 923.26 − 0.29 × age + 0.05 × pathological-type − 0.94 × FIGO stage +
0.82 × unilateral/bilateral − 0.54 × chemotherapy-protocol + 0.52 × chemotherapy-
cycle + 0.01 × DAT + 7.63 × ROI location, with correlation coefficients with age,
DAT and ROI location at −0.23, 0.16 and 0.53, respectively (p < 0.05). Conclusions:
Myelosuppression after chemotherapy manifests as fat substitute and can be quantified
by measuring fat density on FAT (HAP) images. Fat density was significantly correlated
with patient age, DAT and measurement locations.
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1. Introduction

Ovarian cancer (OC) is one of the most common
gynaecological tumours and, in many countries, is the leading
cause of death among all malignant tumours of the female
reproductive tract [1–3]. The main treatment for OC is surgery
and chemotherapy [1–4]. Chemotherapy includes intravenous
chemotherapy and intraperitoneal chemotherapy [1–8].
Because of disputes regarding intraperitoneal chemotherapy
from the International Federation of Gynaecology and
Obstetrics (FIGO) guidelines and the National Comprehensive
Cancer Network (NCCN) guidelines [8] and because

intraperitoneal chemotherapy is significantly more toxic
[7], intravenous chemotherapy is the standard first-line
protocol [1–4]. There are complications associated with
chemotherapy, including chemotherapy-related toxicity,
which includes neurotoxicity, gastrointestinal adverse effects,
damage to renal function, and myelosuppression [9–13].
Paclitaxel/carboplatin is the standard first-line chemotherapy
for OC, and myelosuppression is the main complication
associated with carboplatin toxicity [9, 11, 12]. At present,
myelosuppression is evaluated by haemogram changes,
including changes in the numbers of leucocytes, neutrophils
and thrombocytes [10, 11, 13]. However, the haemogram is
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only a peripheral manifestation and cannot reflect the local
changes in the bone marrow. Bone marrow biopsy can detect
local bone marrow changes, but it is invasive.
For the diagnosis of OC, imaging examination plays an

important role in all supplementary examinations [1–4, 14].
Ultrasound examination can screen for OC. Computed to-
mography (CT) and magnetic resonance imaging (MRI) ex-
aminations can help in performing clinical staging. Single
photon emission computed tomography (SPECT) can diagnose
bone metastasis, and positron emission tomography-computed
tomography (PET-CT) can reflect the metabolism of tumours
[1–4, 14]. Among those imaging examinations, CT is the first-
line diagnostic tool [1, 14], while MRI is used a second-line
tool but has a limited scanning range, motion sensitivity, and
lack of the ability to display peritoneal carcinomatosis and
massive ascites [1, 13].
Cervical carcinoma (CC) is another common gynaecolog-

ical tumour treated with surgery, radiotherapy, or concurrent
chemoradiotherapy, and MRI is the best imaging examination
for CC [15, 16]. It has been reported that for patients with
CC after radiotherapy or chemotherapy, the fat signal of bone
marrow increases on MRI, which has a negative correlation
with the haemogram changes [17, 18]. Since the chemotherapy
protocol of OC is similar to that of CC [15, 16], it is logical
to assume that the fat composition changes can be used to
measure myelosuppression after chemotherapy for patients
with OC.
In conventional CT examination, CT images reflect the

average attenuation of X-rays in their path and have no ability
to separate different materials. In recent years, dual-energy
CT (DECT) or spectral CT has been developed and is widely
used in clinical applications. Material decomposition (MD) is
one of the most important techniques in DECT [19, 20]. In
the two-material decomposition, the two materials of fat and
hydroxyapatite (HAP) are chosen as the basis material pair to
perform postprocessing. Therefore, virtual FAT (HAP) images
can be obtained by removing HAP and can be used to measure
fat density. This is the method of fat quantification in DECT.
Fat quantification in DECT or MRI is reported in the liver,
muscle, bone marrow, thymus and so on [21–25] but is rarely
seen in myelosuppression evaluation after chemotherapy for
patients with OC.
This study aimed to demonstrate the feasibility of non-

invasively quantifying myelosuppression after chemotherapy
for patients with OC using fat density measurements on FAT
(HAP) MD images in DECT. Fat density may be used to
quantitatively evaluate the degree of myelosuppression and
be used to guide the adjustment of subsequent chemotherapy
protocols.

2. Materials and methods

2.1 Patients
This study included 57 patients with ovarian cancer (OC) who
underwent CT examination in our hospital after chemother-
apy and between October 2021 and May 2022. The ex-
clusion criteria were as follows: recurrent ovarian cancer,
ovarian cancer combined with other cancers, noncompliance

with chemotherapy, undergoing radiotherapy, and death from
related complications. This study was approved by the ethics
committee of our hospital, and all patients gave consent to
undergo CT examination and to have their data analysed for
research purposes.

2.2 CT acquisition and data measurement

All patients underwent full abdominal nonenhanced DECT
on a 256-row CT scanner (Revolution CT, GE Healthcare,
Waukesha, WI, USA) from the upper edge of the liver to
the lower edge of the syndesmosis of the ulna using the fast
tube voltage switching mode between 80 kVp and 140 kVp.
The other scan parameters were as follows: 355 mA to ob-
tain a preset noise index (NI) of 10 and a pitch of 0.992:1.
The scanning thickness was 5 mm. The total scan time was
5.8 seconds. Images were reconstructed to a 1.25 mm slice
thickness with an adaptive statistical iterative reconstruction-
V (ASIR-V) algorithm at a blending percentage of 20%. Mul-
tiplanar reformation (MPR) images were generated. Material
decomposition (MD) using fat and HAP as the basis material
pair was performed. Regions of interest (ROIs) of 20 mm2

were placed on the bone marrow of the ilia and femoral shafts
bilaterally at the level of the hip joint using coronal view
images (Fig. 1) and the third lumbar vertebra using sagittal
view images (Fig. 2) to measure fat density on FAT (HAP)
MD images. For every ROI, the average value of three mea-
surements was obtained to represent the final measurement
result. The 3 ROI locations were dependent on the distance
from the tumour to the bone marrow. Eight characteristics
from every patient, including age, pathological type, FIGO
stage, unilateral/bilateral, chemotherapy protocol and cycle,
days after therapy (DAT), and ROI location, were recorded.

FIGURE 1. Coronal view FAT (HAP) MD image at the
level of the hip joint generated in nonenhanced DECT. L1,
L2, L3 and L4 represent the ROI locations of 20mm2 placed on
the bone marrow of bilateral ilia and bilateral femoral shafts,
respectively. This figure shows the method to measure fat
densities of the above 4 locations.
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FIGURE 2. Sagittal view FAT (HAP) MD image
at the level of the third lumbar vertebra generated in
nonenhanced DECT. L5 represents the ROI location of 20
mm2 placed on the bone marrow of the third lumbar vertebra.
This figure shows the method used to measure the fat density
of the spine.

2.3 Statistical analysis
A paired sample t test was used to compare the fat densities be-
tween the two sides in the ilia and femoral shafts. The Kruskal-
Wallis test was used to compare the average fat densities
among the 3 ROI locations. Regression and correlations were
made between fat density and the 8 characteristics. Regression
equations, correlation coefficients, a scatterplot and a normal
P-P plot are provided. All statistical analyses were performed
by SPSS 16.0 (IBM Corp., Chicago, IL, USA), and p < 0.05
was considered statistically significant.

3. Results

The age of the 57 patients was 50.65 ± 9.88 years (age range:
from 29 years to 69 years), and other characteristics are shown
in Table 1. For pathological type, the percentage of serous
adenocarcinoma was the highest (59.6%), and that of clear
cell carcinoma was the second highest (21.1%). For FIGO
stage, almost half of the patients (49.1%) were diagnosed
with stage Ⅲ, and only 3 patients (5.3%) were diagnosed
with stage Ⅳ. The number of cancers with bilateral ovary
involvement (40.0%) was more than those that were unilateral
(29.8%). The majority of the chemotherapy protocols were pa-
clitaxel/carboplatin (49.1%), and the number of chemotherapy
cycles ranged from 1 to 9. The DAT of most patients was more
than 28 days (73.7%).
Table 2 lists the fat densities on FAT (HAP) MD images

among the bone marrow of ilia, femoral shafts and the third
lumbar vertebra. There were no statistically significant differ-
ences in fat density between the ROIs of the two sides for the
ilia and femoral shafts (p > 0.05). The average fat densities
(in g/cm3) were 916.93 ± 9.3 within the ilia, 927.04 ± 11.86
within the femoral shaft, and 932.18 ± 8.45 within the third
lumbar vertebra, with statistically significant differences (p <

0.001).
The regression equation between the fat density (Y in g/cm3)

and the 8 characteristics of the 57 patients was Y = 923.26
− 0.29 × age + 0.05 × pathological type − 0.94 × FIGO
stage + 0.82 × unilateral/bilateral − 0.54 × chemotherapy
protocol + 0.52 × chemotherapy cycle + 0.01 × DAT + 7.63
× ROI location, with a significant difference (p< 0.001). The
correlation coefficients with age, DAT and ROI location were
-0.23, 0.16 and 0.53, respectively, with statistically significant
differences (p < 0.05) (Table 3). The scatterplot and normal
P-P plot are shown in Fig. 3 and Fig. 4.

FIGURE 3. A scatterplot was used to elucidate the
outcomes of the regression equations.

F IGURE 4. A normal probability plot (P-P) was used to
elucidate the outcomes of the regression equations.
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TABLE 1. Patient characteristics.
Characteristic Parameters Frequency Percentage (%)
Pathological type

Serous adenocarcinoma 34 59.6
Clear cell carcinoma 12 21.1
Mucinous adenocarcinoma 1 1.8
Mixed adenocarcinoma 2 3.5
Endometrioid adenocarcinoma 4 7.0
Mesonephric tubuloid adenocarcinoma 1 1.8
Borderline cystadenoma 2 3.5
Granulosa cell tumour 1 1.8

FIGO stage
I 15 26.3
II 11 19.3
III 28 49.1
IV 3 5.3

Unilateral/bilateral
Right 17 29.8
Left 17 29.8
Bilateral 23 40.4

Chemotherapy protocol
Paclitaxel/carboplatin 28 49.1
Paclitaxel/carboplatin/cisplatin 3 5.3
Paclitaxel/carboplatin/cisplatin/DDP 8 14.0
Paclitaxel/carboplatin/DDP 4 7.0
Paclitaxel/DDP 3 5.3
Paclitaxel/carboplatin/bevacizumab 3 5.3
Paclitaxel/carboplatin/bevacizumab/Ankoda 1 1.8
Paclitaxel/carboplatin/bevacizumab/DDP 2 3.5
Paclitaxel/carboplatin/bevacizumab/DDP/5-Fu 1 1.8
Paclitaxel/carboplatin/bevacizumab/DDP/bevacizumab 1 1.8
Carboplatin/docetaxel 2 3.5
Paclitaxel/carboplatin/docetaxel/DDP 1 1.8

Chemotherapy cycle
1 8 14.0
2 6 10.5
3 2 3.5
4 6 10.5
5 1 1.8
6 24 42.1
7 1 1.8
8 6 10.5
9 3 5.3

Days after therapy
<7 6 10.5
7–13 1 1.8
14–27 8 14.0
≥28 42 73.7

FIGO: International Federation of Gynaecology and Obstetrics; DDP: a kind of cisplatin.
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TABLE 2. Fat densities among the ilia, femoral shaft and spine.
ROI position Fat density (in g/cm3) p value
Right ilia 917.09 ± 10.40

0.699
Left ilia 916.77 ± 9.58
Right femoral shaft 926.04 ± 13.36

0.139
Left femoral shaft 928.04 ± 12.38
Ilia (mean of the two sides) 916.93 ± 9.30

0.000Femoral shaft (mean of the two sides) 927.04 ± 11.86
The third lumbar vertebra 932.18 ± 8.45
ROI: Regions of interest.

TABLE 3. Correlation coefficients between fat density measurement and the 8 characteristics.
Characteristic Correlation coefficient p value
Age −0.23 0.003
Pathological type 0.04 0.632
FIGO stage 0.02 0.768
Unilateral/bilateral 0.06 0.463
Chemotherapy protocol −0.11 0.138
Chemotherapy cycle 0.02 0.822
Days after therapy 0.16 0.043
ROI location 0.53 0.000
FIGO: International Federation of Gynaecology and Obstetrics; ROI: Regions of interest.

4. Discussion

In our study, we investigated the feasibility of quantifying
myelosuppression after chemotherapy for patients with ovar-
ian cancer (OC) by measuring fat density using the material
decomposition (MD) technique in dual-energy CT (DECT).
Our results indicated that there was no statistically significant
difference in fat densities between the two sides in the ilia or
femoral shafts, but the average fat densities were significantly
different among the ilia, femoral shafts, and the lumbar spine.
Fat density had a significant correlation with patient age, days
after therapy and measurement location.
According to the latest OC guidelines, including the guide-

lines of China and the NCCN (version. 2022), epithelial OC
is the most common pathological type (approximately 80%)
[1, 4], and it has four main subtypes: serous, endometrioid,
mucinous, and clear cell [1, 4]. Serous cancer is the most
common epithelial OC (approximately 70%–80%) [1, 4]. In
this study, 34 of the 57 patients (59.6%) were diagnosed with
serous adenocarcinoma, which was the highest percentage,
consistent with the pathological distribution of OC. Because
of the absence of specific clinical symptoms in the early stage,
most patients with OC present with advanced-stage tumours
[1, 3]. In this study, almost half of them (49.1%) were diag-
nosed with stage III, similar to the guidelines [1, 3]. Twelve
kinds of chemotherapy protocols were used in this study,
with paclitaxel/carboplatin being the most common (49.1%)
because it is the standard first-line protocol [1, 5, 11]. Many
of the patients in this study suffered from myelosuppression
because myelosuppression is the main toxicity associated with

carboplatin [9, 11, 12]. Three to six cycles of adjuvant in-
travenous chemotherapy were recommended by the European
Society for Medical Oncology (ESMO) and European Society
of Gynaecologial Oncology (ESGO) consensus in 2019, the
guidelines of the NCCN (version. 2020) and of China (version.
2022) [1–3]. In this study, 47 patients (82.5%) received 1–6
cycles of chemotherapy, and only 10 patients (17.5%) received
more than 6 chemotherapy cycles in total. In addition to adju-
vant chemotherapy after surgery, the 10 patients with FIGO
stage III or IV disease received several cycles of neoadjuvant
chemotherapy before surgery, so their total number of cycles
was greater than 6.
According to the present method to evaluate myelosuppres-

sion after chemotherapy for patients with OC, haemograms
are measured one or two times during every chemotherapy
cycle [11, 13]. For bone marrow evaluation with CC using
MRI, the patients also receivedmultiple examinations [17, 18].
However, because of the ionizing radiation, CT examinations
were performed only once for each patient in this study. For
patients with CC, more than 4 weeks after radiotherapy, large
fat infiltration was seen on MRI [17]. In our study, the DAT
of most patients was more than 28 days (73.7%), similar to
other studies of CC. Therefore, the fat densities measured in
our study were close to 1000 g/cm3. In the research of CC
to evaluate the use of MRI to evaluate myelosuppression, 5
ROI locations were chosen, including the fifth lumbar vertebra,
sacrum, ilia, ischium and femoral neck [18]. With the local
region of radiotherapy for CC, the 5 ROI locations were all
close to the pelvic cavity. However, for OC, there are some
different situations. First, there are two ovaries distributed
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on the left and right sides of the pelvic cavity. Second,
peritoneal carcinomatosis and massive ascites can be seen in
the abdominal cavity. Third, standard chemotherapy proto-
cols are intravenous, and chemotherapeutic drugs can reach
the whole body. Therefore, in our study, 3 ROI locations
were chosen that were further apart and bilateral, with the
ilia standing for an irregular bone inner pelvic cavity, femoral
shafts standing for a long bone outside of pelvic cavity, and
the third lumbar vertebra standing for an irregular bone in
the region of abdominal cavity. The CT scanning orientation
was transverse, which is inconvenient for accurate positioning
of the 3 ROIs, so MPR images were generated to facilitate
ROI placement. Coronal view images of the hip were chosen
to place ROIs in the ilia and femoral shafts on both sides,
and sagittal view images were used to calculate the number
of spines and place ROIs in the third lumbar vertebra. With
limited space in the bone marrow cavity of the femoral shafts,
an ROI of 20 mm2was used.
For patients with CC after radiotherapy or chemotherapy,

the fat signal of bone marrow increases on MRI, and this
has a negative correlation with haemogram changes [17, 18].
Since the chemotherapy protocol of OC is similar to CC [15,
16], it is logical to assume that fat density also increases for
patients with OC after chemotherapy. However, in addition to
chemotherapy, the treatment of CC also includes radiotherapy.
Therefore, the potential interference of radiotherapy should not
be ignored. In our study, if baseline fat density values were
obtained before chemotherapy, we could compare the values of
fat density before and after chemotherapy and know the change
rule. This is our future research.
To avoid iodine interference, nonenhanced CT was per-

formed in our study. To more accurately measure the fat
content inside the bone marrow, fat and HAP were chosen as
the two basis material pairs, and virtual FAT (HAP) images
were used to measure fat density. In conventional CT images,
the CT value of fat reflects the average attenuation of mixed
energy, with uncertainty. However, in this study, fat densities
in bone marrow were obtained using the MD technique in
DECT by removing HAP. Therefore, fat density was more
accurate than the CT value. Fat densities on both sides of
the ilia and femoral shafts were measured to investigate the
location dependence and reliability of the fat density measure-
ment. Our results indicated that with intravenous systemic
administration, similar fat densities were obtained bilaterally
for the ilia and for the femoral shafts (all p > 0.05). However,
the fat densities were significantly different among the 3 ROI
locations longitudinally along the patient axis (p < 0.001).
This was because there are different bone marrow types along
the patient axis. The bone marrow of the femoral shafts is
yellow marrow, with more fat. The ilia has red marrow, with
less fat [26–28]. The bone marrow cavity space of the third
lumbar vertebra is the largest among the three. Therefore, the
fat densities were the highest in the spine and the lowest in the
ilia.
Currently, the evaluation of myelosuppression after

chemotherapy of tumours is mostly based on peripheral
haemogram changes, including changes in leucocytes,
neutrophils and thrombocytes [13, 29, 30]. In clinical
applications, the normal values of leucocytes, neutrophils and

thrombocytes are 4–10 × 109/L, 50%–70% leucocytes, and
100–400 × 109/L, respectively. Therefore, if their values are
lower than the minimum of normal values, myelosuppression
occurs. This method is location-insensitive and cannot
reflect the situation of the tumour itself. In our study,
there were some highlights as follows. First, the method
used in this study is noninvasive. Second, we introduced a
quantitative method using fat density measurement with the
MD technique in DECT to directly evaluate the bone marrow
of different locations and of different types to establish a more
sophisticated method for myelosuppression evaluation after
chemotherapy for OC. Third, the use of quantitative CT could
also be used to evaluate the tumour itself, providing more
information for treating patients with OC. The above 3 points
were also the advantages of DECT.
In the research by Yang [29] and Luo [30], myelosuppres-

sion after chemotherapy was found to be affected by age,
pathological type, FIGO stage, chemotherapy protocol and
cycles. In our study, another 3 characteristics were also anal-
ysed, including unilateral/bilateral ovary involvement, days
after therapy (DAT) and ROI location. There was a regression
relationship between fat density (Y in g/cm3) and the 8 char-
acteristics (p< 0.001). From the regression equation obtained
in our study, the influence modes of the 8 characteristics on
fat density were different. In the research by Yang [29] and
Luo [30], severe myelosuppression (grade Ⅲ and Ⅳ) was
seen in patients aged 50 to 60 years old. Most of the patients
in our study were in the age range of 40 to 60 years old.
From the regression equation obtained in our study, the fat
density slightly decreased with increasing age. The correlation
coefficients between fat density and age were also statistically
negative (−0.23) (p < 0.05). Our results are different from the
research by Yang [29] and Luo [30] because in addition to age,
in our study, fat density was affected by 7 other characteristics,
especially the chemotherapy protocol. The probability of
severe myelosuppression with paclitaxel/carboplatin or cis-
platin was 44.9%, but with other chemotherapy protocols,
the probability was only 30% [30]. The addition of other
chemotherapeutic drugs into the paclitaxel/carboplatin regi-
men may decrease the degree of myelosuppression. Half of
the 12 kinds of chemotherapy protocols used in our study
contained one or two additional chemotherapeutic drugs. The
12 kinds of chemotherapy protocols listed in Table 1 were
assigned values from 1 to 12. The first protocol with pacli-
taxel/carboplatin was assigned a value of 1, and the last pro-
tocol with paclitaxel/carboplatin/docetaxel/DDP was assigned
a value of 12. From values 1 to 12, the addition of other
chemotherapeutic drugs increased, and the degree of myelo-
suppression decreased. Therefore, in the regression equation,
fat density decreased as the value of the chemotherapeutic
protocol increased. The number of chemotherapy cycles is also
an important characteristic affecting the degree of myelosup-
pression. In the research by Yang [29] and Luo [30], severe
myelosuppression was seen in patients with 3–6 chemotherapy
cycles, especially in patients with ≥ 4 chemotherapy cycles.
From the regression equation obtained in our study, fat density
increased with an increasing number of chemotherapy cycles,
which is similar to the two abovementioned studies. In the
research by Yang [29] and Luo [30], there were statistically
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significant differences between the degrees of myelosuppres-
sion and pathological type and FIGO stage. Similarly, in
our study, there was a relationship between fat density and
the two characteristics above in the regression analysis. For
unilateral/bilateral ovary involvement in the correlation anal-
ysis, right ovary involvement was assigned a value of 1, and
left and bilateral involvement were assigned values of 2 and
3, respectively, as listed in Table 1. From the regression
equation obtained in our study, fat density increased as the
value increased. This finding suggested that myelosuppression
in patients with bilateral ovary involvement was more serious
than that in patients with unilateral ovary involvement. More-
over, fat density increased as DAT increased. The correlation
coefficients between fat density andDATwere also statistically
positive (0.16) (p < 0.05). This result suggested that the
degree of myelosuppression increased with DAT, similar to the
research on bone marrow changes with CC after radiotherapy
[17]. We also observed a positive correlation (correlation
coefficient of 0.53) between fat density and ROI location: fat
densities were increased from the ilia to the spine in our study.
However, since we did not have baseline fat density values
before chemotherapy, the dependency of fat density on ROI
location might only reflect the intrinsic changes in the human
body. Further studies with baseline measurements are needed.

The limitations of this studywere as follows. First, therewas
a lack of baseline fat densities before the first chemotherapy
was given to the patients. Most of the patients were initially
diagnosed and underwent chemotherapy treatments in other
hospitals. Therefore, they did not undergo DECT before
the first chemotherapy in our hospital. Second, the sample
size in this study was small, so the 57 patients were not
divided into groups by age, pathological type, FIGO stage, uni-
lateral/bilateral, chemotherapy protocol and cycles, or DAT.
There were fewer than 10 patients aged <30 years and ≥
60 years. Except for serous adenocarcinoma and clear cell
carcinoma, there were only 1 or 2 patients with the other
pathological types. Therewere only 3 patients with FIGO stage
IV and only a few patients with some chemotherapy protocols,
cycles, DAT that were less than 28 days. Statistical analysis
was meaningless with so few patients in some groups, so the 57
patients were only divided into 3 groups by the 3ROI locations.
Third, we did not perform correlation analysis between fat
densities and peripheral haemogram changes. Because some
patients did not receive the first chemotherapy in our hospital,
and for others, some chemotherapy cycles were performed
in other hospitals because of the 2019 coronavirus disease
(COVID-19) epidemic situation, they did not remember the
changes in their peripheral haemogram.

In further studies, baseline fat density measurements will
be obtained, and more patients will be recruited and will be
divided into groups by the 8 characteristics. Comparisons
between fat densities and peripheral haemogram changes will
bemade. The goal is to establish the criterion ofmyelosuppres-
sion evaluation after chemotherapy with OC using fat densities
to guide the adjustment of the subsequent chemotherapy pro-
tocol.

5. Conclusions

Myelosuppression after chemotherapy with OC manifests as a
fat substitute and can be quantified using fat density measure-
ments on virtual FAT (HAP) material decomposition images in
DECT. Fat densities are different among the different types of
bonemarrow but are similar bilaterally. There was a regression
relationship between fat density and patient age, pathologi-
cal type, FIGO stage, unilateral/bilateral ovary involvement,
chemotherapy protocol and cycles, DAT, and ROI location.
However, a significant correlation relationship was only seen
between fat density and patient age, DAT, and ROI location.
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