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Since the introduction of the endoluminal stent
graft for the treatment of abdominal aortic
aneurysm,1 several studies have demonstrated the
feasibility of this therapy.2-9 This kind of endovascu-

lar intervention depends increasingly on accurate
and detailed visualization of the anatomy of the
abdominal aorta. Intravascular ultrasonography
(IVUS), which permits detailed high-quality imag-
ing of coronary and peripheral vessels,10-12 may be
suitable to provide information before and during
endovascular treatment of patients with abdominal
aortic aneurysm. This in vitro study was undertaken
to acquire insight into the interpretation of IVUS
images of normal and diseased abdominal aorta and
to examine the accuracy of IVUS-assessed parame-
ters that may be useful during endovascular
aneurysm repair.

METHODS
Human specimens. Human aortic specimens

removed at autopsy from patients older than 60
years of age at death and classified on external
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appearance as normal (n = 5), atherosclerotic with
calcification (n = 5), or aneurysmal (diameter 3.5 to
7 cm, n = 5) were studied in vitro. Side branches
were tied off with sutures, and the proximal and dis-
tal ends were connected to sheaths fixed to a water-
bath that was maintained at room temperature. Dur-
ing the study the aorta was pressurized at 100 mm
Hg by means of a fluid reservoir containing water
connected to the side arm of the distal sheath (Fig.
1). The investigation was approved by the Local
Committee on Human Research.

Intravascular ultrasonography. Mechanical IVUS
systems used were the Microsound system with a Prin-
ceps 30 MHz 4.3F catheter (Endosonics, Rijswijk, the
Netherlands) and the HP-Sonos Intravascular Imaging
System (Hewlett Packard, Andover, Mass.) with a Son-
icath Side-Saddle 12.5 MHz 6.2 F catheter (Boston
Scientific Corp., Watertown, Mass.). Because the
Microsound system permits a maximum radius of 30
mm, this system was used only in normal and athero-
sclerotic aortas. A displacement-sensing device was
used to match IVUS images with corresponding histo-
logic sections, to assess the distance between the major
side branches, and to determine the length of the
aneurysm and proximal and distal neck; in addition, the
displacement-sensing device was used to reconstruct a
three-dimensional (3D) image of the aorta.13 The dis-
placement of the IVUS catheter tip in steps of 0.01 cm
was related to the reference site (i.e., the proximal
sheath) and was mixed automatically with the ultra-
sound information on the video screen (Fig. 1). IVUS
images were stored on videotape (S-VHS) for fur-
ther analysis.

Histologic evaluation. Immediately after the
IVUS examination was performed, the aortic speci-
mens were fixed under pressure (100 mm Hg) in
10% buffered formalin for 2 hours. The distance
between the aortic bifurcation and major side
branches, that is, the celiac trunk, the superior and
inferior mesenteric arteries, and the renal arteries,
was measured externally, as was the distance between
consecutive major side branches. In a similar fashion,
in aneurysmal aortas the length of the aneurysm and
the length of the proximal and distal neck were mea-
sured (Fig. 2). The specimens were subsequently
decalcified in a standard RDO solution (Apex Inc.,
Plainfield, Ill.) for 5 hours and were further
processed for routine paraffin embedding. Trans-
verse sections (5 µm thick) were cut at 10 mm inter-
vals for normal and atherosclerotic aortas and at 5
mm intervals for aneurysmal aortas. The sections
were stained with elastic van Gieson and hema-
toxylin-eosin techniques.

Qualitative data analysis. IVUS images
obtained were photographed at increments of 5
mm. For comparison with the corresponding histo-
logic sections, data from the displacement-sensing
device and anatomic markers such as side branches

Fig. 1. In vitro setup showing intravascular ultrasound
catheter advanced through sensing unit of displacement-
sensing device and sheath toward pressurized vascular
specimen. Catheter tip position in relation to proximal
sheath is indicated in right upper corner. Displacement-
sensing device is seen in insert in left upper panel. Cali-
bration: 5 mm.

Fig. 2. Artist’s rendition of abdominal aortic aneurysm
illustrating side branches, aneurysm, and proximal and dis-
tal neck. On left, measurements as performed externally,
on right, measurements with IVUS. Intraluminal line rep-
resents ultrasound catheter.
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were used. Aortic wall characteristics and lesion
morphologic characteristics assessed with IVUS
were verified with the corresponding histologic
characteristics.

Quantitative data analysis. For each specimen
a set of five infrarenal histologic sections and their
corresponding IVUS cross-sections taken at incre-
ments of 2 cm were quantitatively analyzed. Because
the histologic sections did not maintain a circular
shape as a result of the processing procedure, the
lumen diameter was calculated from the lumen cir-
cumference both on histologic evaluation and
IVUS. For this purpose a digital video analyzing sys-
tem was used.14 Distances between the major side
branches and the aortic bifurcation measured exter-
nally along the central axis of the vessel with the use
of a pair of compasses were compared with the dis-
tances measured with IVUS. The caudal borders of
the side branches and the border of the aortic bifur-
cation were used as a reference (Fig. 2). Further-
more the distances between consecutive major side
branches measured externally and with IVUS were
compared, as were the length of the aneurysm and
the length of the proximal and the distal neck. The
proximal neck was defined as the distance between
the caudal border of the most distal renal artery and
the cranial border of the aneurysm; the distal neck
was defined as the distance between the caudal bor-
der of the aneurysm and the aortic bifurcation (Fig.
2). Measurements of the length of the aneurysm and
the proximal and distal neck were compared togeth-
er because of the small number of measurements.

Three-dimensional analysis. To create a 3D
model of the aorta the IVUS images were digitized
at a resolution of 800 × 600 × 8 bits by a frame grab-
ber (DT-3852) and aligned and stacked longitudi-
nally.15,16 Up to 200 images were acquired with a
given interval (0.5 to 1.0 mm). In the resulting
model two planes parallel to the linear axis of the
vessel were selected to create longitudinal images
that displayed the position and size of the aneurysm
in relation to major side branches and aortic bifurca-
tion.

Statistical analysis. Diameter and axial measure-
ments obtained from aortic specimens and IVUS
were compared with linear regression analysis and
with the paired sample t test. A p value less than 0.05
was considered statistically significant.

RESULTS
Qualitative analysis. A total of 285 IVUS cross-

sections were matched with histologic sections for
qualitative analysis. IVUS identified normal and ath-

erosclerotic vessel wall as a two- or three-layered
structure (Fig. 3). In a two-layer structure the inner,
less echogenic layer corresponded with intima and
media; the outer hyperechoic layer corresponded
with the adventitia. When a three-layered aspect was
encountered, the intima appeared as a hyperechoic
layer on the inside, the adventitia as an echo-bright
layer on the outside, and the media as a hypoechoic
layer between the intima and adventitia (Fig. 3).

In the presence of a lesion IVUS was able to dis-
tinguish fibrous lesions from calcified lesions.
Fibrous lesion appeared as an echogenic structure
through which the underlying wall was visible; calci-
fied lesion was seen as a hyperechoic structure with
peripheral shadowing preventing visualization of the

Fig. 3. Intravascular ultrasound cross sections and histo-
logic counterparts (hematoxylin-eosin stain). Upper
panel shows normal aorta with two-layered structure.
Middle panel shows normal aorta with three-layered
structure. Lower panel shows atherosclerotic aorta with
calcified lesion at 4 o’clock position (straight arrow) and
fibrous lesion at 8 o’clock position (curved arrow). Note
absence of circular shape in histologic section in middle
panel. Calibration: 5 mm (IVUS) and 1 mm (histologic
evaluation).
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vessel wall (Fig. 3). Thrombus, seen in three out of
five aneurysms, was identified as a hypoechoic struc-
ture attached to the arterial wall (Fig. 4). Because
the thrombotic lesions attenuated rather than
reflected the signal, thrombus was distinguished
from the echogenic reflection observed in fibrous
lesions and the hyperechoic reflection with shadow-
ing in calcified lesions. The two- or three-layered
aspect of the aortic wall disappeared in the aneurys-
mal part of the aortas, although microscopy revealed
a very thin media to be present in all histologic sec-
tions. Side branches were seen with IVUS as a dis-
tinct interruption of the vessel wall. Besides major
side branches, small side branches (lumbar arteries)
could be identified as well.

Quantitative analysis. Lumen diameter was
assessed in 66 histologic and IVUS cross-sections; in
9 histologic sections lumen diameter could not be
assessed because of damage incurred during histo-
logic processing. Comparison between histologic
evaluation and IVUS on lumen diameter showed a
high correlation (r = 0.93, p < 0.001, Fig. 5). His-
tologic lumen diameters were consistently smaller
(17%) than the corresponding diameters measured
with IVUS (mean difference, -3.1 ± 2.0 mm, p <
0.001).

A total of 56 major side branches could be iden-
tified. Fifteen side branches were absent in the stud-
ied specimens, and the inferior mesenteric artery was
not identified with IVUS in four instances; in three
instances an aneurysmal aorta was involved, and in
one an atherosclerotic aorta was involved. Measure-
ments of the distance of the major side branches in
relation to the aortic bifurcation obtained externally
correlated well with IVUS measurements (r = 0.99,
p < 0.001, Fig. 5). External measurements were
larger than those obtained with IVUS; the mean dif-
ference between both groups was significant (0.32 ±

0.45 cm, p < 0.001). The distance between the con-
secutive side branches showed a high correlation (r
= 0.99, p < 0.001, Fig. 5) with no significant differ-
ence (mean difference of 0.03 ± 0.34 cm, p = 0.59).
Measurements of the length of the aneurysm and
the proximal and distal neck showed a high correla-
tion (r = 0.99, p < 0.001, Fig. 5) with a mean dif-
ference of 0.06 ± 0.15 cm (p = 0.22). The proximal
neck was present in all specimens, and the distal neck
was present in two specimens.

Three-dimensional reconstruction. In the lon-
gitudinal images derived from 3D analysis, the major
side branches and the aneurysm were manifest (Fig.
6). The longitudinal image positioned through the
renal arteries and the aortic bifurcation displayed the
aneurysm and the proximal and distal neck. Com-
pared with the single tomographic images, the tran-
sition from nonaneurysmal to aneurysmal aorta was
better appreciated in the longitudinal (3D) recon-
structions.

DISCUSSION
With the introduction of the endovascular treat-

ment of abdominal aortic aneurysms, new demands
are being made on vascular surgeons and interven-
tional radiologists. The success and safety of this new
form of treatment require accurate and detailed pre-
operative and intraoperative visualization of the
abdominal aorta and its side branches and character-
istic features of the aneurysm.17

Techniques such as angiography and contrast
computed tomography (CT) scanning have been
used so far to evaluate the anatomic characteristics of
aortic aneurysm.18,19 Angiography, however, out-
lines only the vessel lumen and fails to show the out-
line of the aneurysm, the presence of thrombus, and
the precise relation of the aneurysm to the side
branches, thereby failing to define the length of the
proximal and distal neck.

CT scanning, on the other hand, provides all the
aforementioned information on aneurysms but pro-
vides little information on vessel wall condition and
cannot be used during the intervention.20

Recently IVUS was recognized to determine
luminal morphologic characteristics, to quantitate
dimensions for device sizing, and to ensure secure
device placement at the time of intervention.21-23

White et al.21 reported a single patient study in
which preoperative IVUS compared with CT scan-
ning in abdominal aortic aneurysm was capable of
providing accurate information on aortic wall char-
acteristics and on the position of the visceral and
renal arteries in relation to the aneurysm. Verbin et

Fig. 4. Intravascular ultrasound cross section and histo-
logic counterpart (hematoxylin-eosin stain) of aneurysmal
aorta showing thrombus from 1 o’clock position to 7
o’clock position. Calibration: 5 mm (IVUS) and 1 mm.
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al.22 demonstrated that IVUS used in normal and
aneurysmal canine aortas after stent graft placement
could identify stent-aorta interfaces, thrombus for-
mation, and graft folding, characteristics missed by
angiography and postinterventional CT scanning.
Lyon et al.23 reported on the clinical use of IVUS in
endovascular procedures. IVUS was found to be
more sensitive in detecting major arterial and graft
lesions, which could result in graft thrombosis or
technical failure, than intraoperative angiography.
IVUS, however, was less sensitive in detecting
endoleaks than postoperative CT.

This validation study performed in vitro demon-
strates the capacity of IVUS to identify the different
morphologic and quantitative characteristics of nor-
mal, atherosclerotic, and aneurysmal aorta. A dis-
tinction could be made between fibrous and calcified
lesion and thrombus that allows definition and char-
acterization of the proximal and distal neck. This
information might be valuable during the endovas-

cular treatment of patients with abdominal aortic
aneurysms. The comparison between histologic
evaluation and IVUS on lumen diameter and axial
measurements showed a high correlation. The
observation that lumen diameter in the histologic
sections was smaller than in the IVUS cross-sections
was attributed to shrinkage of histologic specimens
during fixation, a process also observed by other
investigators.24 The observation that the distance
between major side branches and aortic bifurcation
was larger (0.3 cm) on external measurements than
that measured with IVUS can be ascribed to the
curved nature of the pullback of the ultrasound
catheter (Fig. 2). This assumption is supported by
the finding that no significant difference was
observed in the distance between the consecutive
major side branches where no curvation occurred.
More important, the length of the aneurysm and the
length of the proximal and distal neck were ade-
quately assessed with IVUS.

Fig. 5. Comparison between histologic and external measurements and intravascular ultrasound measurements.
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The 3D reconstructions and longitudinal images
enhance the spatial insight in the aneurysm. The
perpendicular cuts show a better continuity between
the consecutive images and therefore have an addi-
tional value in the interpretation of IVUS images.
Similarly, White et al.21 reported that 3D IVUS
imaging facilitated interpretation of the tomograph-
ic images.

Because of the results of this study and the high
costs of IVUS catheters, we believe that in the future
IVUS should be used during the endovascular treat-
ment of patients with abdominal aortic aneurysm
and not as a diagnostic device before intervention
only. Immediately before stent graft placement
IVUS will be able to assess the relevant quantitative
parameters of the aneurysm; after intervention
IVUS can be used to document position and deploy-
ment of the stent graft. Additional interventions
may be performed during the same session based on
information obtained with IVUS. These features
give IVUS a head start, because neither angiography
nor CT scanning can supply all the necessary infor-
mation on the position and deployment of the stent
graft during intervention. IVUS would be the most

appropriate choice for interventional imaging.
It should be acknowledged that the number of

aneurysmal specimens studied was limited and that
the aneurysms studied were not suspected on clini-
cal evaluation. Three of the aneurysms were smaller
than 5 cm. In addition, this study was performed
without pulsatile blood flow; its presence may have
consequences on the quality of 3D reconstruction.

CONCLUSION
IVUS provides accurate information on vessel

wall and lesion morphologic characteristics of the
abdominal aorta. The precise identification of the
major side branches, aortic bifurcation, and
aneurysm allows accurate assessment of the length of
the aneurysm and the proximal and distal neck. 3D
reconstruction facilitates spatial insight in the
aneurysm and surrounding vascular structures.

We thank H. van Seyen and G. Verheyen for their sup-
port in harvesting the aortic specimens. We thank Dr. R.
Berger for supplying the HP IVUS system.
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