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Abstract 

Background: Patients with thoracic aortic dilatation who undergo annual computed tomography angiography 
(CTA) are subject to repeated radiation and contrast exposure. The purpose of this study was to evaluate the feasibility 
of a non‑contrast, respiratory motion‑resolved whole‑heart cardiovascular magnetic resonance angiography (CMRA) 
technique against reference standard CTA, for the quantitative assessment of cardiovascular anatomy and monitoring 
of disease progression in patients with thoracic aortic dilatation. 

Methods: Twenty‑four patients (68.6 ± 9.8 years) with thoracic aortic dilatation prospectively underwent clinical CTA 
and research 1.5T CMRA between July 2017 and November 2018. Scans were repeated in 15 patients 1 year later. A 
prototype free‑breathing 3D radial balanced steady‑state free‑precession whole‑heart CMRA sequence was used in 
combination with compressed sensing‑based reconstruction. Area, circumference, and diameter measurements were 
obtained at seven aortic levels by two experienced and two inexperienced readers. In addition, area and diameter 
measurements of the cardiac chambers, pulmonary arteries and pulmonary veins were also obtained. Agreement 
between the two modalities was assessed with intraclass correlation coefficient (ICC) analysis, Bland–Altman plots 
and scatter plots.

Results: Area, circumference and diameter measurements on a per‑level analysis showed good or excellent agree‑
ment between CTA and CMRA (ICCs > 0.84). Means of differences on Bland–Altman plots were: area 0.0 cm2 [− 1.7; 
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Background
Thoracic aortic ectasia is defined as a localized dilata-
tion that is less than 150% of the normal aortic diameter 
[1]. Such dilatation may progress into an aortic aneu-
rysm (> 150% increase in diameter) or other potentially 
life-threatening conditions such as aortic rupture or dis-
section [1, 2]. Once thoracic aortic dilatation has been 
diagnosed, a “watch and wait” surveillance program is 
initiated until the risk of aortic rupture outweighs the 
potential risks of the surgical repair [3]. During this 
period, patients are typically examined annually with 
computed tomography angiography (CTA) of the chest 
[4]. Yet, this practice raises concerns regarding the 
administration of multiple doses of iodinated contrast 
media and repeated exposure to ionizing radiation [5, 
6]. These concerns are even greater in young patients 
with aortic dilatation arising from genetic connective 
tissue disorders, such as Marfan syndrome [7]. As such, 
alternative imaging modalities that may reduce or even 
eliminate cumulative exposure to radiation and repeated 
contrast administration would be of great benefit to such 
patients.

The choice of the preferred imaging modality for 
the evaluation of thoracic aortic dilatation is based on 
patient-related factors (e.g. age, renal function, hemody-
namic stability, etc.), and institutional resources. Current 
American Heart Association [1] and European Society 
of Cardiology [2] guidelines do not specify a preferred 
imaging modality for the assessment of non-emergent 
aortic disease. Despite the guidelines emphasize the need 
for minimizing episodic and cumulative radiation expo-
sure, CTA often remains the method of choice due to its 
wide availability, speed, and isotropic spatial resolution 
[8].

Various potential cardiovascular magnetic resonance 
(CMR) techniques have been proposed for the assess-
ment of aortic disease to avoid radiation and contrast 

exposure in these patients. Among these, balanced 
steady-state free-precession (bSSFP) based bright blood 
imaging is very common [9–14]. Conventional 3D bSSFP 
CMR angiography (CMRA) techniques require res-
piratory navigation, which results in unpredictable and 
excessively long acquisition times of up to 28 min in most 
cases [15, 16]. In addition, failure of respiratory gating or 
respiratory motion correction often results in unsuccess-
ful acquisitions in as many as 14% of cases [16]. Several 
techniques have been proposed to overcome this dif-
ficulty and provide 100% scan efficiency, which in turn 
substantially shortens the acquisition time to 5–8  min 
[17–20]. Among those, respiratory self-navigation is one 
of the promising alternatives [21, 22], however, this tech-
nique may suffer from artifacts among other potential 
limitations [23–25].

A novel image reconstruction framework, extradimen-
sional golden-angle radial sparse parallel (XD-GRASP) 
CMR, was recently introduced with the advantage of 
integrating the benefits of reduced k-space sampling and 
sparse reconstruction [24, 26]. Such a technique has also 
been used to reconstruct 3D radial golden-angle coro-
nary artery CMRA data acquired during free-breathing 
at multiple respiratory phases by exploiting the sparsity 
along the respiratory dimension [27]. While the image 
quality of radial XD-GRASP CMRA has been investi-
gated in comparison to a radial self-navigated CMRA 
technique before [25], its ability to accurately evaluate 
quantitative cardiovascular parameters and monitor dis-
ease progression remains unestablished.

Therefore the purpose of this study was to evaluate the 
feasibility of the non-contrast, XD-GRASP-based, res-
piratory motion-resolved whole-heart CMRA technique 
against reference standard CTA, for the quantitative 
assessment of cardiovascular anatomy and monitoring 
of disease progression in patients with thoracic aortic 
dilatation.

1.6]; circumference 1.0 mm [− 10.0; 12.0], and diameter 0.6 mm [− 2.6; 3.6]. Area and diameter measurements of the 
left cardiac chambers showed good agreement (ICCs > 0.80), while moderate to good agreement was observed for 
the right chambers (all ICCs > 0.56). Similar good to excellent inter‑modality agreement was shown for the pulmonary 
arteries and veins (ICC range 0.79–0.93), with the exception of the left lower pulmonary vein (ICC < 0.51). Inter‑reader 
assessment demonstrated mostly good or excellent agreement for both CTA and CMRA measurements on a per‑level 
analysis (ICCs > 0.64). Difference in maximum aortic diameter measurements at baseline vs follow up showed excel‑
lent agreement between CMRA and CTA (ICC = 0.91).

Conclusions: The radial whole‑heart CMRA technique combined with respiratory motion‑resolved reconstruction 
provides comparable anatomical measurements of the thoracic aorta and cardiac structures as the reference standard 
CTA. It could potentially be used to diagnose and monitor patients with thoracic aortic dilatation without exposing 
them to radiation or contrast media.

Keywords: Aortic dilatation, Aortic aneurysm, Magnetic resonance angiography, Compressed sensing, Computed 
tomography
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Methods
Patients
The study protocol was approved by our Institutional 
Review Board and written informed consent was 
obtained from every patient. All procedures were con-
ducted in compliance with Health Insurance Portability 
and Accountability Act guidelines. Twenty-four patients 
who had undergone a clinically indicated CTA between 
July 2017 and November 2018 for the evaluation and fol-
low up of their known thoracic aortic dilatation, were 
prospectively enrolled for a research CMRA. Our study 
cohort partially overlapped with the image quality cohort 
reported before, comparing XD-GRASP to self-navi-
gated whole heart CMRA [25]. General CMR exclusion 
criteria were applied to patient selection. The research 
CMRA was performed within 30 days following the clini-
cal CTA. The patients’ medical charts were accessed to 
obtain demographics and medical history. A subset of 
the patient cohort (n = 15) underwent follow up CTA 
and CMRA 1 year after their baseline imaging to evalu-
ate for disease progression. Baseline and follow up scans 
were performed with the same imaging protocols. Follow 
up CTA and CMRA were acquired within 30 days.

CTA protocol
CTA studies were conducted on a 3rd generation dual 
source CT system (SOMATOM Force; Siemens Health-
ineers, Forchheim, Germany) according to standard of 
care at our institution. Image acquisition was performed 
using prospective electrocardiographic  (ECG) triggering 
at 70% of the R–R interval if the heart rate was < 70 bpm 
or 40% if the heart rate was > 70  bpm. Automated tube 
current modulation (CareDose, Siemens Healthineers) 
was utilized, with a reference tube current time product 
of 256  mAs per rotation, gantry rotation time 280  ms, 
and collimation 64 × 2 × 0.6  mm. Iodinated contrast 
material (Iohexol; 350  mg of organic iodine/ml, Omni-
paque 350, GE Healthcare, Waukesha, Wisconsin, USA) 
was intravenously administered. CTA raw data were 
reconstructed using a standard medium-sharp (I26f ) 
reconstruction algorithm and sinogram affirmed itera-
tive reconstruction (Safire, strength level 3, Siemens). 
Images were reconstructed with 0.75 mm slice thickness 
at 0.3 mm increments.

CMR protocol
A 1.5T clinical system (MAGNETOM Avanto Dot, Sie-
mens Healthineers, Erlangen, Germany) was used to 
obtain the CMR scans. Patients were scanned head-first 
in a supine position. A multi-channel spine phased-array 
radiofrequency coil with 24 elements integrated into the 

patient table and a six element, 6-channel phased-array 
surface coil was used for signal reception. Acquisitions 
were ECG triggered.

Based on the initial scout images, a free-breathing 2D 
bSSFP cine image set in a parasagittal long-axis view of 
the left ventricle was acquired using the following param-
eters: repetition time/echo time (TR/TE), 2.3/1.1  ms; 
field of view (FOV), 340 × 340 mm; matrix,  1922; number 
of segments, 15; reconstructed phases, 25; temporal reso-
lution, 45 ms; flip angle, 77°; number of averages, 3; and 
parallel acquisition acceleration factor, 2. Cine image data 
were used to match the timing of the whole-heart CMRA 
to that of CTA.

Whole-heart CMRA was performed using a prototype 
pulse sequence employing a 3D radial trajectory follow-
ing a spiral phyllotaxis pattern [13, 27]. Image acquisition 
was ECG triggered and image collection was positioned 
during the cardiac cycle according to the phase that the 
CTA was reconstructed at. The typical duration of the 
image acquisition window was 96  ms, determined by 
the number of k-space lines read out per cardiac cycle 
(average of 32 lines, ~ 3  ms each). Typically, a total of 
~ 12,000  k-space lines were read, distributed over 377 
heartbeats.

The following imaging parameters were used to image 
the entire thoracic aorta: TR/TE, 3.1/1.5  ms; FOV, 
(320 mm)3; matrix,  1923; isotropic voxel size, (1.66 mm)3; 
flip angle, 115°; and bandwidth, 898  Hz/pixel. Raw data 
were exported offline after the acquisition and then pro-
cessed on a dedicated workstation using an XD-GRASP 
framework similar to the one previously described, fully 
implemented in MATLAB 2015a (MathWorks, Natick, 
Massachusetts, USA) [24, 28]. The signal-readouts from 
individual heartbeats of the 3D radial acquisition were 
binned according to their respiratory phase using a res-
piratory signal extracted directly from the imaging data 
[28]. The resultant series of undersampled images were 
then reconstructed using an XD-GRASP framework, 
which promotes sparsity along the respiratory dimen-
sion [26]. The respiratory phase of CMRA was matched 
to the respiratory phase of the corresponding CTA. Rep-
resentative image examples demonstrating the different 
respiratory phases in two patients are shown in Fig. 1 and 
Additional files 1 and 2.

Image analysis
CTA and CMRA images were reviewed on a dedicated 
workstation (Aquarius iNtuition Edition v4.4.12, Ter-
aRecon, Inc., Foster City, California, USA). Two expe-
rienced readers, with 11 and 2  years of experience 
respectively, and two inexperienced readers individu-
ally reviewed all scans. CTA and CMRA images were 
evaluated independently in a blinded fashion with a 
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time gap of 2  weeks to minimize recall bias. Standard 
axial, sagittal and coronal planes were used to generate 
multi-planar reformats (MPR) allowing for the visu-
alization of the aorta at each level. MPR images were 
used to measure area, circumference and diameter 
of the aorta using the double oblique technique. An 
automated aortic edge detection tool was utilized, and 
manual adjustments were performed when necessary. 
The aorta was assessed at the following 7 anatomical 
landmarks: (1) aortic sinus of Valsalva, (2) sinotubular 
junction, (3) mid ascending aorta (half way between (2) 
and (4)), (4) proximal aortic arch (by the origin of the 
innominate artery), (5) mid aortic arch (between left 
common carotid and subclavian arteries), (6) proximal 
descending aorta (2 cm distal to left subclavian artery) 
and (7) mid descending aorta (midpoint between (6) 
and diaphragm) [1]. In addition, the maximum diam-
eter of the dilatation was obtained. A representative 
example for the measurement levels is shown in Fig. 2. 
To further evaluate the accuracy of the CMRA tech-
nique in more challenging measurements, for exam-
ple small caliber vessels and cardiac chambers that are 
more sensitive to motion, the following parameters 
were evaluated: area and maximum diameter of the left 
ventricle, left atrium, right ventricle, and right atrium 
measured on a 4-chamber view, and area and diameter 

of the left and right pulmonary arteries, as well as the 
pulmonary veins using MPRs.

The 1-year follow up CTA and CMRA scans were ana-
lyzed by the same experienced readers in a blinded fash-
ion, similarly as described for the baseline evaluation. The 
readers measured the maximum diameter of the aortic 
dilatation. Disease progression was evaluated by calcu-
lating the difference between the follow up and baseline 
scans, as well as the percentage of difference relative to 
the baseline scan.

Statistical analysis
All statistical analysis was performed on SPSS (v25, Sta-
tistical Package for the Social Sciences, International 
Business Machines, Inc., Armonk, New  York, USA). 
Categorical variables are described as counts with per-
centages and continuous variables as mean ± standard 
deviation (SD). Means of the measurements obtained 
by the experienced readers were used for inter-modality 
comparison. Two-way mixed effects, absolute agreement 
and single rater intraclass correlations (ICC) were used 
to assess agreement between CTA and CMRA measure-
ments of area, circumference and diameter at each of 
the cardiac and vascular locations. Bland–Altman plots 
were used to illustrate any differences between CMRA 
and CTA measurements, as well as between baseline and 

Fig. 1 Representative case examples demonstrating image reconstruction at different respiratory phases. Coronal view images reconstructed at 
four different respiratory phases are shown in a 60‑year‑old man (a–d) and a 70‑year‑old woman (e–h). The reference lines (white dotted lines) 
indicate the top of the dome of the diaphragm at the end‑inspiratory phase. Additional GIF files are provided to demonstrate respiratory motion 
(Additional files 1 and 2)



Page 5 of 13Yacoub et al. J Cardiovasc Magn Reson            (2021) 23:7  

follow up assessments. ICC was also used to assess inter-
reader agreement and was interpreted as follows: < 0.5, 
poor agreement; 0.5–0.75, moderate agreement; 0.75–
0.9, good agreement; and > 0.9, excellent agreement [29].

Results
A total of 24 patients (16 males; 45 to 81  years) were 
enrolled. Seventeen patients had a predominantly 
ascending aortic dilatation while seven subjects had dila-
tation predominantly affecting the descending aorta. The 
average maximum baseline diameter of the dilatation in 
the ascending aorta measured by CTA and CMRA was 
44.4 ± 4.2  mm and 43.7 ± 4.0  mm, respectively (ICC 
0.94), while for the descending aorta was 40.3 ± 4.0 mm 
and 39.3 ± 4.8  mm, respectively (ICC 0.93). Detailed 
patients’ characteristics are reported in Table  1. Repre-
sentative CTA and CMRA image examples are shown in 
Fig. 3.

Mean area, circumference and diameter aortic meas-
urements by the two experienced readers are reported in 
Table  2. ICC for level-based agreement between meas-
urements on CTA and CMRA are also reported. ICC for 
area ranged from 0.90 at the sinotubular junction to 0.96 
at the mid descending aorta. For circumference measure-
ments, it ranged from 0.86 at the proximal arch to 0.97 at 
the mid descending aorta. For diameter measurements, 

it ranged from 0.84 at the proximal descending aorta to 
0.97 at the mid descending aorta.

Area and diameter measurements of the left car-
diac chambers showed similarly good levels of agree-
ment with all ICCs > 0.80, while agreement for the 
right chambers was moderate to good (all ICCs > 0.56). 
Pulmonary artery and pulmonary vein area and diam-
eter measurements showed good to excellent inter-
modality agreement (ICC range 0.79–0.93), except for 
the left lower pulmonary vein, for which only poor to 

Fig. 2 An example for the aortic measurement levels at the seven anatomical landmarks. Representative cardiovascular magnetic resonance 
angiography (CMRA) images in a 59‑year‑old man with ascending aortic dilatation. Candy cane view of the aorta (a) and the typical measurement 
planes at the level of the sinus (b), sinotubular junction (c), mid ascending aorta (d), proximal (e) and mid arch (f), proximal (g) and mid descending 
aorta (h) are shown

Table 1 Patient characteristics

Data are displayed as mean ± standard deviation or frequency (%)

Gender (males) 16 (66.7%)

Age (years) 68.6 ± 9.8

Weight (kg) 88.3 ± 18.0

Body mass index (kg/m2) 28.9 ± 5.8

Body surface area  (m2) 2.0 ± 0.2

Diabetes mellitus 5 (20.8%)

Hypertension 11 (45.8%)

Dyslipidemia 12 (50.0%)

Coronary artery disease 10 (41.7%)

Myocardial infarction 3 (12.5%)

Stroke 3 (12.5%)

Coronary artery bypass graft 2 (8.3%)
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Fig. 3 Representative case examples demonstrating comparison between CMRA and computed tomography angiography (CTA). Representative 
CMRA (a, c, e and g) and CTA (b, d, f and h) maximum intensity projection images displayed as 5 mm thick slabs are shown in the candy cane view 
of the aorta. Case 1 (a CMRA and b CTA) features a 68‑year‑old woman with ascending aortic dilatation (maximum diameter of 49.2 mm, open 
arrows). Case 2 (c CMRA and d CTA) shows a 73‑year‑old man with dilatation affecting both the ascending (open arrows) and the descending 
aorta (solid arrows) with maximum diameters of 44.0 mm and 35.8 mm, respectively. Case 3 (e CMRA and f CTA) presents a 64‑year‑old man with 
dilatation predominantly in the ascending aorta reaching a maximum of 45.3 mm (open arrows). The descending aorta has a borderline maximum 
diameter of 30.7 mm. Case 4 (g CMRA and h CTA) shows a 77‑year‑old woman with a tortuous thoracic aorta, likely accentuated by scoliosis. The 
maximum diameter of the ascending aorta (open arrows) is 52.6 mm

Table 2 Inter-modality agreement

Area, circumference and diameter measurements on CTA and CMRA at different levels of the thoracic aorta. Data are reported as means with standard deviation. Inter-
modality agreement is shown with ICC values

CTA  computed tomography angiography, CMRA cardiovascular magnetic resonance angiography, ICC intra-class correlation coefficient

Aorta levels Area  (cm2) Circumference (mm) Diameter (mm)

CTA CMRA ICC CTA CMRA ICC CTA CMRA ICC

Sinus 11.8 ± 2.8 12.0 ± 2.7 0.96 127.6 ± 14.7 130.8 ± 15.7 0.92 39.2 ± 4.9 41.0 ± 5.0 0.90

Sinotubular junction 10.4 ± 2.0 10.4 ± 2.0 0.90 115.5 ± 11.1 116.7 ± 12.1 0.90 36.5 ± 3.5 37.0 ± 3.8 0.89

Mid ascending aorta 14.1 ± 2.6 14.2 ± 2.5 0.94 133.5 ± 13.7 135.7 ± 12.9 0.90 42.3 ± 4.2 43.1 ± 4.2 0.93

Proximal arch 11.4 ± 2.6 11.6 ± 2.7 0.93 120.5 ± 14.3 123.0 ± 14.7 0.86 38.1 ± 4.5 39.1 ± 4.8 0.91

Mid arch 7.7 ± 2.0 7.3 ± 2.0 0.91 98.6 ± 12.4 97.6 ± 13.0 0.94 31.3 ± 4.0 31.1 ± 4.0 0.94

Proximal descending aorta 6.2 ± 1.3 6.0 ± 1.2 0.92 89.0 ± 9.7 88.9 ± 9.1 0.90 28.1 ± 3.1 28.1 ± 3.0 0.84

Mid descending aorta 6.2 ± 3.2 6.1 ± 2.6 0.96 88.0 ± 19.5 87.6 ± 16.7 0.97 27.8 ± 6.2 28.1 ± 5.5 0.97



Page 7 of 13Yacoub et al. J Cardiovasc Magn Reson            (2021) 23:7  

moderate agreement was achieved (ICC < 0.51). Further 
details are reported in Table 3. The means of differences 
in area, circumference and diameter measurements 
between CTA and CMRA were 0.0  cm2, 1.0  mm and 
0.6 mm, respectively. ICC for agreement of all area, cir-
cumference and diameter measurements were 0.97 for 
each. Bland–Altman plots and scatter plots for all area, 
circumference and diameter measurements are illus-
trated in Fig. 4.

Inter-reader agreement among all four readers on a 
per-level based assessment showed mostly moderate to 
excellent agreement on both CTA (ICCs for area ≥ 0.70; 
circumference ≥ 0.72; and diameter ≥ 0.64) and CMRA 
(ICCs for area ≥ 0.76; circumference ≥ 0.70; and diam-
eter ≥ 0.72) measurements. Inter-reader agreement on 
CMRA measurements at each level was reflective of 
their agreement on the CTA measurements (Table 4).

Out of the 24 patients, six patients chose not to take 
part in the follow up study and three subjects under-
went aortic surgery. The remaining 15 patients (12 males) 
underwent follow up imaging 1  year after the baseline 
evaluation. Two patients showed clinically significant 
disease progression with a maximum diameter increase 
of 5.6  mm (11.8%) in the ascending aorta (baseline and 
follow up CMRA and CTA are shown in Fig.  5) and 
3.5 mm (10.1%) in the descending aorta. The maximum 
aortic diameters and disease progression in this subset of 
patients are shown in Table 5 and Fig. 6. Excellent agree-
ment (all ICCs > 0.9) was observed between CTA and 
CMRA follow up scans for the measurement of maxi-
mum aortic diameters. Agreement in progression was 
good to excellent for the ascending aorta, while excellent 
for the descending aorta.

Discussion
This study aimed to evaluate a recently developed non-
contrast 3D radial free-breathing whole-heart CMRA 
acquisition and respiratory motion-resolved reconstruc-
tion technique for the assessment and monitoring of 
thoracic cardiovascular anatomy in patients with known 
thoracic aortic dilatation in comparison with reference 
CTA. Area, circumference, and diameter along differ-
ent levels of the thoracic aorta were measured for both 
the CTA and CMRA according to current guidelines [1]. 
Overall, we found good to excellent agreement between 
the CTA and CMRA measurements and mostly good and 
excellent agreement among the experienced and inex-
perienced readers. Furthermore, CMRA provided excel-
lent agreement with CTA for the monitoring of disease 
progression in a 1-year follow up period. These findings 
support that such a CMRA technique is a potential radia-
tion- and contrast-free alternative modality to CTA for 
the diagnosis and monitoring of patients with thoracic 
aortic dilatation.

In this study, we reported good to excellent agree-
ment on a level-based area, circumference, and diam-
eter measurements between CMRA and CTA. Such 
a study design can be considered unique due to the 
lack of studies reported in the literature that demon-
strate the ability of any whole heart CMRA technique 
to monitor disease progression, especially with refer-
ence CTA, the most commonly used imaging modal-
ity for the routine assessment of patients with thoracic 
aortic dilatation. The majority of studies published in 
similar patient populations used other CMR/CMRA 
techniques, such as contrast enhanced CMRA, 2D 
T2-weighted black blood or cine bSSFP for comparison 

Table 3 Inter-modality agreement

Area and diameter measurements of the cardiac chambers, pulmonary arteries and pulmonary veins on CTA and CMRA. Data are reported as means with standard 
deviation. Inter-modality agreement is shown with ICC values
a Left common pulmonary vein was present in six patients

Structures Area  (cm2) Diameter (mm)

CTA CMRA ICC CTA CMRA ICC

Left ventricle 35.5 ± 6.9 33.5 ± 6.2 0.80 47.9 ± 7.4 46.7 ± 6.7 0.86

Left atrium 19.9 ± 5.5 18.9 ± 5.2 0.90 52.2 ± 8.4 50.8 ± 7.5 0.85

Right ventricle 29.0 ± 7.3 29.2 ± 7.2 0.84 49.4 ± 8.6 48.2 ± 8.5 0.76

Right atrium 16.8 ± 4.8 17.6 ± 4.1 0.84 40.2 ± 6.8 43.8 ± 5.2 0.56

Left pulmonary artery 5.1 ± 1.2 4.8 ± 1.1 0.91 25.2 ± 2.9 24.5 ± 2.8 0.91

Right pulmonary artery 4.7 ± 1.2 4.3 ± 1.1 0.84 24.2 ± 3.3 23.2 ± 3.0 0.86

Left lower pulmonary vein 1.7 ± 0.5 1.8 ± 0.6 0.51 14.5 ± 2.2 15.1 ± 2.2 0.49

Left upper pulmonary vein 2.2 ± 0.7 2.0 ± 0.6 0.86 16.6 ± 2.5 15.9 ± 2.3 0.84

Left common pulmonary  veina 4.7 ± 1.1 4.5 ± 1.0 0.92 24.3 ± 2.8 23.9 ± 2.5 0.93

Right lower pulmonary vein 2.2 ± 0.9 2.3 ± 1.0 0.89 16.5 ± 3.6 16.9 ± 3.8 0.90

Right upper pulmonary vein 2.6 ± 1.0 2.7 ± 0.9 0.85 18.0 ± 3.3 18.1 ± 3.1 0.79
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[1, 12, 30–33]. A very limited number of studies inves-
tigated 3D CMRA for the evaluation of thoracic aorta 
(mainly the aortic root anatomy) in comparison with 
CTA. Ruile et al. studied patients with aortic valve ste-
nosis prior to transcatheter aortic valve replacement 

and found that CMRA using a respiratory navigated 
3D gradient echo fast low-angle shot (FLASH) tech-
nique allowed reliable assessment of the aortic annu-
lus dimensions compared to CTA reference [34]. All 
of these studies used respiratory navigation to avoid 

Fig. 4 Bland–Altman and scatter plots comparing baseline CTA and CMRA measurements. Bland–Altman plots (a–c) show high agreement 
between CTA and CMRA for the measurements of aortic anatomic parameters. The means of differences (solid line) shown by the Bland–Altman 
plots are 0 cm2 (area), 1.0 mm (circumference), and 0.6 mm (diameter). Dashed lines show the 95% limits of agreement (± 1.96 standard deviation). 
Scatter plots (d–f) also show excellent agreement between measurements on CTA and CMRA with ICC values for area, circumference and diameter 
of 0.97 for each. CTA  computed tomography angiography, CMRA cardiovascular magnetic resonance angiography, ICC intra‑class correlation 
coefficient

Table 4 Inter-reader agreement in the aorta anatomic measurements among all four readers is shown with ICC values

Aorta levels Area Circumference Diameter

CTA CMRA CTA CMRA CTA CMRA

Sinus 0.92 0.89 0.83 0.77 0.77 0.78

Sinotubular junction 0.80 0.76 0.72 0.70 0.81 0.78

Mid ascending aorta 0.92 0.79 0.85 0.73 0.93 0.85

Proximal arch 0.96 0.81 0.93 0.71 0.92 0.86

Mid arch 0.90 0.80 0.88 0.75 0.90 0.79

Proximal descending aorta 0.70 0.79 0.73 0.75 0.64 0.72

Mid descending aorta 0.89 0.93 0.87 0.90 0.86 0.92
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breathing artifacts which, as mentioned in the intro-
duction, may come with unreasonably long and unpre-
dictable image acquisition time and a non-negligible 
failure rate [30–34]. Although respiratory self-navi-
gation may sufficiently reduce acquisition time, the 
1D nature of the superior-inferior self-navigation has 
its own shortcomings [12, 24, 25]. The novelty in the 

respiratory motion-resolved XD-GRASP reconstruc-
tion is that the image data can be acquired in a free-
breathing fashion without the need for any kind of 
navigation or motion correction [24, 28]. The recon-
struction algorithm extracts the respiratory motion 
directly from the imaging data and takes it into account 
as an additional dimension, without imposing a specific 

Fig. 5 Representative case example demonstrating disease monitoring over a 1‑year follow up. Cinematic volume rendering technique (a), 
generated from the baseline CTA of a 46‑year‑old woman, shows the overview of an extensively calcified and tortuous aorta. Aneurysmal aortic 
dilatation is present at the level of the root, ascending and descending aorta, extending to the level of the celiac artery. Corresponding CMRA (top 
row, b–d and h–j) and CTA (bottom row, e–g and k–m) images in sagittal, coronal and curved planar reformat views are shown at baseline (b–g) 
and at 1‑year follow up (h–m). The maximum diameter increased from 47.4 to 53.0 mm (11.8%) in the ascending aorta, and from 53.2 to 54.3 mm 
(2.1%) in the descending aorta. VRT volume rendering technique, CPR curved planar reformat

Table 5 Maximum aortic diameter measurements and disease progression in the follow up cohort (n = 15)

a Includes both predominantly ascending and descending dilatations

Parameters Baseline 1-year follow up

CTA CMRA ICC CTA CMRA ICC

Ascending aorta dilatation

 Maximum diameter (mm) 44.5 ± 2.7 44.5 ± 2.6 0.98 45.3 ± 3.3 45.3 ± 3.1 0.99

 Progression (mm) 0.7 ± 1.7 0.8 ± 1.8 0.90

 Progression (%) 1.6 ± 3.5 1.7 ± 3.8 0.89

Descending aorta dilatation

 Maximum diameter (mm) 38.4 ± 6.8 38.0 ± 6.9 0.99 38.9 ± 6.6 38.5 ± 6.7 0.99

 Progression (mm) 0.5 ± 1.4 0.5 ± 1.2 0.93

 Progression (%) 1.4 ± 3.9 1.4 ± 3.1 0.93

Combineda

 Maximum diameter (mm) 41.9 ± 5.7 41.7 ± 5.8 0.99 42.5 ± 5.8 42.3 ± 5.9 0.99

 Progression (mm) 0.6 ± 1.5 0.7 ± 1.5 0.91

 Progression (%) 1.5 ± 3.6 1.6 ± 3.4 0.90
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motion model for the reconstruction. This also allows 
for the selection of the most suitable phase from the 
respiratory domain during the post-processing steps.

While measurement accuracy is one aspect that is 
important when evaluating a potentially new tech-
nique for a new indication, reproducibility of the ana-
tomic measurements is another crucial factor. As we 
have shown in our study, the inter-reader agreement, 
between the experienced and inexperienced readers 
showed mostly good and excellent agreement on the 
anatomical level-based analysis of aortic parameters 
for CMRA. The inter-reader agreement on CMRA 
was reflective of that on CTA meaning that the dif-
ferences are mostly due to inherent reader differences 
rather than due to difficulty in reading the new CMRA 

technique. These results suggest that the measurements 
obtained from the CMRA technique are just as intui-
tive as measurements made from CTA and do not need 
extensive cardiovascular imaging experience.

A subset of our patients underwent 1-year follow up 
CTA and CMRA to evaluate for disease progression. 
Our results indicate that monitoring of change in maxi-
mum aortic diameter can be performed using the pro-
posed CMRA technique with excellent agreement with 
CTA. Both CMRA and CTA were able to identify the two 
patients who had clinically significant disease progression 
and exclude aneurysm growth in the other 13 patients. 
Demonstrating the ability to accurately monitor disease 
progression further increases the value of CMRA and 
its potential to replace CTA, the most frequently used 

Fig. 6 Bland–Altman and scatter plots comparing maximum aortic measurements and disease progression between CTA and CMRA. Bland–
Altman plots (a–c) show good agreement between measurements of maximum aortic diameters obtained by CTA and CMRA both at baseline 
(mean difference: − 0.21 mm; a) and at 1‑year follow up (mean difference: − 0.19 mm; b). The mean of differences for disease progression was 
0.03 mm between the techniques (c). Scatter plots (d–f) demonstrate excellent agreement between measurements on CTA and CMRA of the 
baseline (d) and follow up (e) maximum aortic diameters with ICC values of 0.99. The difference between the baseline and follow up measurements, 
representing disease progression, showed an ICC value of 0.91 (f). Note, that both the ascending and descending sections of the aorta showed 
dilatation in some patients, therefore the number of data points displayed (n = 23) is higher than the number of subjects included (n = 15). Red 
markers represent the ascending, while green markers show the descending aorta. CTA  computed tomography angiography, CMRA cardiovascular 
magnetic resonance angiography, ICC intra‑class correlation coefficient
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technique for annual follow up examinations in patients 
with thoracic aortic disease.

Thoracic aortic dilatation, including ectasia and aneu-
rysm, is typically an asymptomatic process that results 
in a weakened aortic wall, leading to cardiovascular 
complications such as rupture or dissection and pos-
sible death. Thus, the importance of early detection and 
techniques to monitor the progression of this disease, 
whether acquired or genetic, is vital to these individu-
als. Currently, echocardiography, CTA, and CMR are the 
only noninvasive methods used to detect and monitor 
thoracic aortic dilatation [1, 35]. Transthoracic echocar-
diography is widely available to evaluate cardiovascular 
anatomy; however, its limited acoustic window is not 
suitable to assess the entire thoracic aorta and it is not 
recommended for external aortic diameter size measure-
ments [1, 36]. The advantages of CT imaging, the cur-
rent reference standard to assess thoracic aorta anatomy, 
include widespread availability and fast image acquisition 
time. In addition, CTA has been demonstrated to have a 
high accuracy (92%) for diagnosing thoracic aortic abnor-
malities [1]. However, CTA exposes patients to cumu-
lative ionizing radiation and iodinated contrast media 
during annual follow up examinations [6, 37]. While a 
large variety of CMR techniques have been investigated 
to detect thoracic aortic dilatation, most of these con-
ventional approaches have certain limitations preventing 
them to compete with CTA [38]. Such limitations include 
the need for breath-holds, the administration of gadolin-
ium-based contrast, the extensively long table time and/
or the use of 2D imaging techniques that are less suitable 
to visualize complex anatomy.

The prototype free-breathing whole-heart CMRA 
technique that we evaluated in this work can address all 
of these limitations as it eliminates the need for breath-
holds or respiratory navigation thanks to the respira-
tory motion-resolved XD-GRASP reconstruction, and 
provides a 3D volume of the chest in a relatively short 
(~ 6  min) acquisition time without the use of contrast 
agents.

There are a few promising recent CMR pulse sequence 
developments that have similarly been able to address 
the limitations of respiratory-navigation and provide 
adequate image quality for the evaluation of thoracic 
cardiovascular anatomy. Haji-Valizadeh et  al. intro-
duced a stack-of-stars k-space sampling-based GRASP 
technique for self-navigated aorta CMRA and demon-
strated clinically acceptable image quality compared 
to contrast enhanced CMRA [39]. The XD-ORCCA 
(Optimized Respiratory-resolved Cartesian Coronary 
CMR Angiography) technique by Correia et  al. has 
been shown to provide robust respiratory-resolved 

motion compensation using a Cartesian approach [40]. 
In addition, not motion-resolved, but highly advanced 
motion corrected techniques with 100% respiratory 
efficiency and isotropic sub-millimeter resolution, such 
as the water/fat CMRA and the low-rank patch-based 
undersampled reconstruction (3D-PROST), have been 
found feasible for coronary CMRA [41, 42]. As a future 
outlook, it is worth to mention that the XD-GRASP 
technique has further potentials. Feng et  al. reported 
the use of a 5D untriggered XD-GRASP technique that 
provides continuous acquisition with respiratory and 
cardiac motion resolved reconstruction [43], which has 
also been implemented in a free-running, fully auto-
mated and self-gated framework [28].

Our study has some limitations to consider. Sam-
ple size is relatively small, and all subjects had known 
thoracic aortic dilatation; however, the study was still 
statistically well powered for the feasibility evaluation 
that we proposed. Going forward, we are planning to 
expand the assessment of diagnostic accuracy, which 
may require a larger population. Moreover, we did not 
compare the proposed CMRA technique to the widely 
available Cartesian respiratory navigator gated CMRA 
method as CTA, an independent reference stand-
ard, was available in our patients. A previous study in 
healthy subjects investigating coronary arteries demon-
strated signal homogeneity and time efficiency with the 
self-navigated technique, but inferior vessel sharpness 
[44]. Although, no vessel sharpness quantification was 
performed in the current study, we also did not visually 
observe limited sharpness when evaluating the aorta. 
Another noteworthy limitation is the time and compu-
tational power needed for image reconstruction. Cur-
rently the XD-GRASP reconstruction process is rather 
time consuming as the iterative algorithm requires sev-
eral non-uniform Fourier transforms to be performed 
and the processing time may vary between 10 and 
30  min based on the workstation configuration avail-
able and reconstruction settings used. However, with 
continued technological improvement both in com-
puter hardware and software, this is not likely to be a 
long-term obstacle.

Conclusions
The free-breathing, whole-heart CMRA technique 
combined with respiratory motion-resolved recon-
struction provides comparable anatomical measure-
ments of the thoracic aorta to the reference standard 
CTA. Thus, this novel and unique CMRA technique 
is a potential radiation- and contrast-free alternative 
modality for diagnosing and monitoring patients with 
thoracic aortic dilatation.



Page 12 of 13Yacoub et al. J Cardiovasc Magn Reson            (2021) 23:7 

Supplementary Information
The online version contains supplementary material available at https ://doi.
org/10.1186/s1296 8‑020‑00697 ‑x.

Additional file 1. Demonstration of respiratory motion in transverse, 
coronal and sagittal views (identical to patient shown in Fig. 1, top row).

Additional file 2. Demonstration of respiratory motion in transverse, 
coronal and sagittal views (identical to patient shown in Fig. 1, bottom 
row).

Abbreviations
bSSFP: Balanced steady‑state free‑precession; CMR: Cardiovascular magnetic 
resonance; CMRA: Cardiovascular magnetic resonance angiography; CPR: 
Curved planar reformat; CTA : Computed tomography angiography; ECG: Elec‑
trocardiogram; FLASH: Fast low angle shot; FOV: Field of view; ICC: Intra‑class 
correlation coefficient; MPR: Multi‑planar reformat; TE: Echo Time; TR: Repeti‑
tion time; VT: Volume rendering technique; XD‑GRASP: Extradimensional 
golden‑angle radial sparse parallel.

Acknowledgements
None.

Authors’ contributions
BY contributed to acquisition, analysis and interpretation of the data and to 
revision of the manuscript; RES contributed to acquisition and analysis of the 
data and to drafting of the manuscript; DP, JH, JY and LDS contributed to the 
conception and design of the work and to the revision of the manuscript; 
JS contributed to the conception and design of the work, acquisition and 
interpretation of the data and to the revision of the manuscript; JDR, TE, FX 
and PS contributed to interpretation of the data and to the revision of the 
manuscript; DAT contributed to acquisition of the data; AVS contributed to the 
conception and design of the work, acquisition, analysis and interpretation of 
the data and to the drafting and revision of the manuscript. All authors read 
and approved the final manuscript.

Funding
This study was supported by a research grant from Siemens.

Availability of data and materials
The datasets used and/or analyzed during the current study are available from 
the corresponding author on reasonable request.

Ethics approval and consent to participate
This study was approved by the Institutional Review Board at Medical Uni‑
versity of South Carolina. Written informed consent was obtained from every 
patient.

Consent for publication
Not applicable.

Competing interests
U. Joseph Schoepf is a consultant for and/or receives research support from 
Bayer, Bracco, Elucid Bioimaging, Guerbet, HeartFlow Inc., and Siemens. Davide 
Piccini and Fei Xiong are employees of Siemens. John Heerfordt’s doctoral 
studies are financially supported by Siemens. Tilman Emrich has received a 
speaker fee and travel support from Siemens. Akos Varga‑Szemes receives 
institutional research support and travel support from Siemens and is a con‑
sultant for Elucid Bioimaging. The other authors have no conflicts of interest 
to declare.

Author details
1 Division of Cardiovascular Imaging, Department of Radiology and Radiologi‑
cal Science, Medical University of South Carolina, Ashley River Tower, MSC 
226, 25 Courtenay Dr, Charleston, SC 29425, USA. 2 Department of Diagnostic 
and Interventional Radiology, Lausanne University Hospital and University 
of Lausanne, Lausanne, Switzerland. 3 Advanced Clinical Imaging Technology, 
Siemens Healthcare AG, Lausanne, Switzerland. 4 Center for Biomedical Imag‑
ing (CIBM), Lausanne, Switzerland. 5 College of Medicine, Medical University 

of South Carolina, Charleston, SC, USA. 6 Department of Radiology, University 
Medical Center of the Johannes Gutenberg University Mainz, Mainz, Germany. 
7 German Center for Cardiovascular Research (DZHK), Partner Site Rhine Main, 
Mainz, Germany. 8 Cardiovascular MR R&D, Siemens Medical Solutions USA Inc, 
Charleston, SC, USA. 

Received: 19 May 2020   Accepted: 9 December 2020

References
 1. Hiratzka LF, Bakris GL, Beckman JA, Bersin RM, Carr VF, Casey DE Jr, et al. 

2010 ACCF/AHA/AATS/ACR/ASA/SCA/SCAI/SIR/STS/SVM guidelines for 
the diagnosis and management of patients with Thoracic Aortic Disease: 
a report of the American College of Cardiology Foundation/American 
Heart Association Task Force on Practice Guidelines, American Associa‑
tion for Thoracic Surgery, American College of Radiology, American 
Stroke Association, Society of Cardiovascular Anesthesiologists, Society 
for Cardiovascular Angiography and Interventions, Society of Interven‑
tional Radiology, Society of Thoracic Surgeons, and Society for Vascular 
Medicine. Circulation. 2010;121(13):e266‑369.

 2. Erbel R, Aboyans V, Boileau C, Bossone E, Bartolomeo RD, Eggebrecht H, 
et al. 2014 ESC guidelines on the diagnosis and treatment of aortic dis‑
eases: document covering acute and chronic aortic diseases of the tho‑
racic and abdominal aorta of the adult. The Task Force for the Diagnosis 
and Treatment of Aortic Diseases of the European Society of Cardiology 
(ESC). Eur Heart J. 2014;35(41):2873–926.

 3. Coady MA, Ikonomidis JS, Cheung AT, Matsumoto AH, Dake MD, Chaikof 
EL, et al. Surgical management of descending thoracic aortic disease: 
open and endovascular approaches: a scientific statement from the 
American Heart Association. Circulation. 2010;121(25):2780–804.

 4. Green DB, Palumbo MC, Lau C. Imaging of thoracoabdominal aortic 
aneurysms. J Thorac Imaging. 2018;33(6):358–65.

 5. McLarty AJ, Bishawi M, Yelika SB, Shroyer AL, Romeiser J. Surveillance 
of moderate‑size aneurysms of the thoracic aorta. J Cardiothorac Surg. 
2015;10:17.

 6. Lin EC. Radiation risk from medical imaging. Mayo Clin Proc. 
2010;85(12):1142–6 (quiz 1146).

 7. Hammer MM, Miller WT Jr. Thoracic manifestations of Klippel–Trenaunay 
syndrome. J Thorac Imaging. 2017;32(3):W5–6.

 8. Bhave NM, Nienaber CA, Clough RE, Eagle KA. Multimodality imag‑
ing of thoracic aortic diseases in adults. JACC Cardiovasc Imaging. 
2018;11(6):902–19.

 9. Srichai MB, Kim S, Axel L, Babb J, Hecht EM. Non‑gadolinium‑enhanced 
3‑dimensional magnetic resonance angiography for the evaluation 
of thoracic aortic disease: a preliminary experience. Tex Heart Inst J. 
2010;37(1):58–65.

 10. Krinsky GA, Rofsky NM, DeCorato DR, Weinreb JC, Earls JP, Flyer MA, 
et al. Thoracic aorta: comparison of gadolinium‑enhanced three‑
dimensional MR angiography with conventional MR imaging. Radiology. 
1997;202(1):183–93.

 11. Neimatallah MA, Ho VB, Dong Q, Williams D, Patel S, Song JH, et al. 
Gadolinium‑enhanced 3D magnetic resonance angiography of the 
thoracic vessels. J Magn Reson Imaging. 1999;10(5):758–70.

 12. Renker M, Varga‑Szemes A, Schoepf UJ, Baumann S, Piccini D, Zenge 
MO, et al. A non‑contrast self‑navigated 3‑dimensional MR technique 
for aortic root and vascular access route assessment in the context of 
transcatheter aortic valve replacement: proof of concept. Eur Radiol. 
2016;26(4):951–8.

 13. Piccini D, Monney P, Sierro C, Coppo S, Bonanno G, van Heeswijk RB, et al. 
Respiratory self‑navigated postcontrast whole‑heart coronary MR angi‑
ography: initial experience in patients. Radiology. 2014;270(2):378–86.

 14. Cannao PM, Muscogiuri G, Schoepf UJ, De Cecco CN, Suranyi P, Lesslie 
VW, et al. Technical feasibility of a combined noncontrast magnetic reso‑
nance protocol for preoperative transcatheter aortic valve replacement 
evaluation. J Thorac Imaging. 2018;33(1):60–7.

 15. Stuber M, Weiss RG. Coronary magnetic resonance angiography. J Magn 
Reson Imaging. 2007;26(2):219–34.

https://doi.org/10.1186/s12968-020-00697-x
https://doi.org/10.1186/s12968-020-00697-x


Page 13 of 13Yacoub et al. J Cardiovasc Magn Reson            (2021) 23:7  

 16. Sakuma H, Ichikawa Y, Chino S, Hirano T, Makino K, Takeda K. Detection of 
coronary artery stenosis with whole‑heart coronary magnetic resonance 
angiography. J Am Coll Cardiol. 2006;48(10):1946–50.

 17. Henningsson M, Smink J, van Ensbergen G, Botnar R. Coronary MR 
angiography using image‑based respiratory motion compensation 
with inline correction and fixed gating efficiency. Magn Reson Med. 
2018;79(1):416–22.

 18. Prieto C, Doneva M, Usman M, Henningsson M, Greil G, Schaeffter T, et al. 
Highly efficient respiratory motion compensated free‑breathing coronary 
MRA using golden‑step Cartesian acquisition. J Magn Reson Imaging. 
2015;41(3):738–46.

 19. Bustin A, Ginami G, Cruz G, Correia T, Ismail TF, Rashid I, et al. Five‑minute 
whole‑heart coronary MRA with sub‑millimeter isotropic resolution, 
100% respiratory scan efficiency, and 3D‑PROST reconstruction. Magn 
Reson Med. 2019;81(1):102–15.

 20. Pang J, Bhat H, Sharif B, Fan Z, Thomson LE, LaBounty T, et al. Whole‑heart 
coronary MRA with 100% respiratory gating efficiency: self‑navigated 
three‑dimensional retrospective image‑based motion correction (TRIM). 
Magn Reson Med. 2014;71(1):67–74.

 21. Albrecht MH, Varga‑Szemes A, Schoepf UJ, Apfaltrer G, Xu J, Jin KN, et al. 
Coronary artery assessment using self‑navigated free‑breathing radial 
whole‑heart magnetic resonance angiography in patients with congeni‑
tal heart disease. Eur Radiol. 2018;28(3):1267–75.

 22. Albrecht MH, Varga‑Szemes A, Schoepf UJ, Nance JW, De Cecco CN, De 
Santis D, et al. Diagnostic accuracy of noncontrast self‑navigated free‑
breathing MR angiography versus CT angiography: a prospective study 
in pediatric patients with suspected anomalous coronary arteries. Acad 
Radiol. 2019;26(10):1309–17.

 23. Manke D, Nehrke K, Bornert P, Rosch P, Dossel O. Respiratory motion in 
coronary magnetic resonance angiography: a comparison of different 
motion models. J Magn Reson Imaging. 2002;15(6):661–71.

 24. Piccini D, Feng L, Bonanno G, Coppo S, Yerly J, Lim RP, et al. Four‑dimen‑
sional respiratory motion‑resolved whole heart coronary MR angiogra‑
phy. Magn Reson Med. 2017;77(4):1473–84.

 25. Stroud RE, Piccini D, Schoepf UJ, Heerfordt J, Yerly J, Di Sopra L, et al. Cor‑
recting versus resolving respiratory motion in free‑breathing whole‑heart 
MRA: a comparison in patients with thoracic aortic disease. Eur Radiol 
Exp. 2019;3(1):29.

 26. Feng L, Axel L, Chandarana H, Block KT, Sodickson DK, Otazo R. XD‑
GRASP: golden‑angle radial MRI with reconstruction of extra motion‑
state dimensions using compressed sensing. Magn Reson Med. 
2016;75(2):775–88.

 27. Piccini D, Littmann A, Nielles‑Vallespin S, Zenge MO. Spiral phyllotaxis: the 
natural way to construct a 3D radial trajectory in MRI. Magn Reson Med. 
2011;66(4):1049–56.

 28. Di Sopra L, Piccini D, Coppo S, Stuber M, Yerly J. An automated approach 
to fully self‑gated free‑running cardiac and respiratory motion‑resolved 
5D whole‑heart MRI. Magn Reson Med. 2019;82(6):2118–32.

 29. Koo TK, Li MY. A guideline of selecting and reporting intraclass correlation 
coefficients for reliability research. J Chiropr Med. 2016;15(2):155–63.

 30. Francois CJ, Tuite D, Deshpande V, Jerecic R, Weale P, Carr JC. Unenhanced 
MR angiography of the thoracic aorta: initial clinical evaluation. Am J 
Roentgenol. 2008;190(4):902–6.

 31. Krishnam MS, Tomasian A, Malik S, Desphande V, Laub G, Ruehm 
SG. Image quality and diagnostic accuracy of unenhanced SSFP MR 

angiography compared with conventional contrast‑enhanced MR 
angiography for the assessment of thoracic aortic diseases. Eur Radiol. 
2010;20(6):1311–20.

 32. Potthast S, Mitsumori L, Stanescu LA, Richardson ML, Branch K, Dubinsky 
TJ, et al. Measuring aortic diameter with different MR techniques: com‑
parison of three‑dimensional (3D) navigated steady‑state free‑precession 
(SSFP), 3D contrast‑enhanced magnetic resonance angiography 
(CE‑MRA), 2D T2 black blood, and 2D cine SSFP. J Magn Reson Imaging. 
2010;31(1):177–84.

 33. von Knobelsdorff‑Brenkenhoff F, Gruettner H, Trauzeddel RF, Greiser A, 
Schulz‑Menger J. Comparison of native high‑resolution 3D and contrast‑
enhanced MR angiography for assessing the thoracic aorta. Eur Heart J 
Cardiovasc Imaging. 2014;15(6):651–8.

 34. Ruile P, Blanke P, Krauss T, Dorfs S, Jung B, Jander N, et al. Pre‑procedural 
assessment of aortic annulus dimensions for transcatheter aortic valve 
replacement: comparison of a non‑contrast 3D MRA protocol with 
contrast‑enhanced cardiac dual‑source CT angiography. Eur Heart J 
Cardiovasc Imaging. 2016;17(4):458–66.

 35. Rajiah P. CT and MRI in the evaluation of thoracic aortic diseases. Int J 
Vasc Med. 2013;2013:797189.

 36. Ghulam Ali S, Fusini L, Dalla Cia A, Tamborini G, Gripari P, Muratori M, 
et al. Technological advancements in echocardiographic assessment of 
thoracic aortic dilatation: head to head comparison among multidetector 
computed tomography, 2‑dimensional, and 3‑dimensional echocardiog‑
raphy measurements. J Thorac Imaging. 2018;33(4):232–9.

 37. McCullough PA, Choi JP, Feghali GA, Schussler JM, Stoler RM, Vallabahn 
RC, et al. Contrast‑induced acute kidney injury. J Am Coll Cardiol. 
2016;68(13):1465–73.

 38. Francois CJ, Carr JC. MRI of the thoracic aorta. Cardiol Clin. 
2007;25(1):171–84, vii.

 39. Haji‑Valizadeh H, Collins JD, Aouad PJ, Serhal AM, Lindley MD, Pang J, et al. 
Accelerated, free‑breathing, noncontrast, electrocardiograph‑triggered, 
thoracic MR angiography with stack‑of‑stars k‑space sampling and 
GRASP reconstruction. Magn Reson Med. 2019;81(1):524–32.

 40. Correia T, Ginami G, Cruz G, Neji R, Rashid I, Botnar RM, et al. Optimized 
respiratory‑resolved motion‑compensated 3D Cartesian coronary MR 
angiography. Magn Reson Med. 2018;80(6):2618–29.

 41. Munoz C, Cruz G, Neji R, Botnar RM, Prieto C. Motion corrected water/fat 
whole‑heart coronary MR angiography with 100% respiratory efficiency. 
Magn Reson Med. 2019;82(2):732–42.

 42. Bustin A, Rashid I, Cruz G, Hajhosseiny R, Correia T, Neji R, et al. 3D whole‑
heart isotropic sub‑millimeter resolution coronary magnetic resonance 
angiography with non‑rigid motion‑compensated PROST. J Cardiovasc 
Magn Reson. 2020;22(1):24.

 43. Feng L, Coppo S, Piccini D, Yerly J, Lim RP, Masci PG, et al. 5D whole‑heart 
sparse MRI. Magn Reson Med. 2018;79(2):826–38.

 44. Heerfordt J, Stuber M, Maillot A, Bianchi V, Piccini D. A quantitative 
comparison between a navigated Cartesian and a self‑navigated radial 
protocol from clinical studies for free‑breathing 3D whole‑heart bSSFP 
coronary MRA. Magn Reson Med. 2020;84(1):157–69.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub‑
lished maps and institutional affiliations.


	Measurement accuracy of prototype non-contrast, compressed sensing-based, respiratory motion-resolved whole heart cardiovascular magnetic resonance angiography for the assessment of thoracic aortic dilatation: comparison with computed tomography angiograp
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusions: 

	Background
	Methods
	Patients
	CTA protocol
	CMR protocol
	Image analysis
	Statistical analysis

	Results
	Discussion
	Conclusions
	Acknowledgements
	References


