
Yang et al. BMC Medical Imaging          (2023) 23:161  
https://doi.org/10.1186/s12880-023-01107-1

RESEARCH Open Access

© The Author(s) 2023. Open Access This article is licensed under a Creative Commons Attribution 4.0 International License, which 
permits use, sharing, adaptation, distribution and reproduction in any medium or format, as long as you give appropriate credit to the 
original author(s) and the source, provide a link to the Creative Commons licence, and indicate if changes were made. The images or 
other third party material in this article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line 
to the material. If material is not included in the article’s Creative Commons licence and your intended use is not permitted by statutory 
regulation or exceeds the permitted use, you will need to obtain permission directly from the copyright holder. To view a copy of this 
licence, visit http://creativecommons.org/licenses/by/4.0/. The Creative Commons Public Domain Dedication waiver (http://creativecom-
mons.org/publicdomain/zero/1.0/) applies to the data made available in this article, unless otherwise stated in a credit line to the data.

BMC Medical Imaging

Dynamic evaluation of unruptured 
intracranial aneurysms by 4D-CT angiography: 
comparison with digital subtraction 
angiography (DSA) and surgical findings
Liping Yang1†, Xing Gao2†, Chao Gao3, Shichuan Xu4* and Shaodong Cao3,4* 

Abstract 

Background This study was to prospectively investigate the feasibility of four-dimensional computed tomography 
angiography (4D-CTA) with electrocardiogram-gated (ECG) reconstruction for preoperative evaluation of morpho-
logical parameters, and compared with digital subtraction angiography (DSA). We also aimed to detect pulsation 
in unruptured intracranial aneurysms (UIAs) by using 4D-CTA, as a potential predicting factor of growth or rupture.

Materials 64 patients with 64 UIAs underwent ECG-gated dynamic 4D-CTA imaging before treatment, of which 
46 patients additionally underwent DSA. Original scanning data were reconstructed to produce 20 data sets of car-
diac cycles with 5%-time intervals. The extent of agreement on UIAs morphological features assessed with 4D-CTA 
and DSA was estimated using the k coefficient of the Kappa test. The radiation doses were also calculated and com-
pared between 4D-CTA and DSA. In the aneurysmal surgically treated in our institution, we were able to compare 
the surgical findings of the aneurysm wall with 4D-CTA images. We performed long-term follow-up on untreated 
patients.

Results The morphological characteristics detected by 4D-CTA and DSA were consistent in aneurysm location 
(k = 1.0), shape (k = 0.76), maximum diameter (k = 0.94), aneurysm neck (k = 0.79) and proximity to parent and branch 
vessels (k = 0.85). 4D-CTA required lower radiation doses (0.32 ± 0.11 mSv) than DSA (0.84 ± 0.37 mSv, P < 0.001). Pulsa-
tion was detected in 26 of the 64 unruptured aneurysms, and all underwent neurosurgical clipping or interventional 
embolization. In aneurysms surgically treated in our hospital, we observed a significant correlation between 4D-CTA 
findings and surgical evaluation of the aneurysmal wall, in particular the irregular pulsations detected on 4D-CTA have 
demonstrated to correspond to dark-reddish thinner wall at surgery.

Conclusions In this proof-of-concept study, 4D-CTA provided real-time, non-invasive preoperative assessments 
of UIAs comparable to DSA. Moreover, optimal correlation between the irregular pulsation detected by 4D-CTA 
and the surgical findings support a possible role of this technique to identify aneurysms with a higher risk of rupture.
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Introduction
The incidence rate of cerebral aneurysms is approxi-
mately 1-5% in the adult population, which is further 
complicated by the rupture with permanent neurological 
deterioration and silent embolic events [1]. In particular, 
subarachnoid hemorrhage (SAH) from intracranial aneu-
rysm rupture tends to be associated with high rates of 
mortality and morbidity [2]. Conventional morphologi-
cal parameters, such as aneurysmal shape, aneurysmal 
location, and size, are associated with aneurysm rupture; 
however, these parameters are confounding and contro-
versial [3]. Most researchers believe that the larger the 
aneurysm, the greater the risk of rupture [4, 5]. However, 
a series of studies have shown that small aneurysms also 
have a high possibility of rupture [6]. Morphology has 
provided an important basis on which to study the risk of 
aneurysm rupture, but most computed tomography angi-
ography (CTA) studies of aneurysm morphology have 
been based on static data generated by three-dimensional 
CTA (3D-CTA) [7]. It may be more useful to dynamically 
investigate the morphological changes of intracranial 
aneurysms. Exactly, the pulsation point in a cardiac cycle 
is a morphological indicator that reflects the dynamic 
change of an aneurysm at a weak point in the aneurysm 
wall [8].

Digital subtraction angiography (DSA) provides a rel-
atively high spatial and temporal resolution and is the 
current “gold standard” for the evaluation of intracranial 
aneurysms, but it is an invasive, expensive, and time-con-
suming process [9]. In contradistinction, CTA is a mini-
mally invasive, fast, and simple procedure to assess the 
anatomic details of UIAs [10]. Moreover, CT technology 
is rapidly advancing with the introduction of a 320-row 
CT scanner that can acquire volumetric 3D-CTA scans 
of the whole brain in a sub-second time [11]. Combined 
with ECG-gating, 320-row CT scanners can now perform 
dynamic studies of UIA over a cardiac cycle, so-called 
four-dimensional CTA (4D-CTA). Unlike 3D-CTA, 
4D-CTA can acquire time-resolved three-dimensional 
reconstructions to provides dynamic information on 
aneurysm wall and visualizes wall motion during car-
diac cycle. Therefore, irregular pulsation detected by 
4D-CTA could be a novel imaging marker of aneurysm 
vulnerability [12]. The objective of this proof-of-concept 
study is to investigate the association of the morpho-
logical risk factors characterized by 4D-CTA and DSA. 
With this prospective observational study, we also aimed 
to visualize aneurysm irregular pulsation by means of 

ECG-gated 4D-CTA in a series of unruptured intracra-
nial aneurysms, investigating the correlations with intra-
operative findings in a subset of patients who underwent 
neurosurgery.

Materials and methods
This prospective study was reviewed, approved, and 
overseen by the institutional review board of The Fourth 
Affiliated Hospital of Harbin Medical University and 
conducted under the 1964 Declaration of Helsinki and 
its later amendments or comparable ethical standards. 
All subjects signed informed consent forms in line with 
the local ethics committee’s regulations for prospective 
research.

Patients
 This was a prospective study on 64 consecutive patients 
with 64 UIAs who underwent 4D-CTA and were enrolled 
from July 2016 to June 2018. 4D-CTA is a routine exami-
nation for patients with intracranial aneurysms in our 
hospital. Among them, 46 patients also underwent DSA 
examination (Fig. 1). Clinical information, including sex, 
age, family history, smoking history, and hypertension 
was prospectively collected. Inclusion criteria are the fol-
lowing: 1) patients between 18 and 80 years of age; 2) all 
4D-CTA images demonstrated a clear edge of the aneu-
rysm, and conform to the diagnostic criteria; 3) patients 
or their families gave written informed consent. Exclu-
sion criteria are the following:1) cerebral aneurysms 
with a high risk of rupture (multiple aneurysms, history 
of subarachnoid hemorrhage); 2) secondary intracranial 
cerebral aneurysm (aneurysms caused by infection or 
trauma); 3) history of cerebrovascular malformations; 
4) dissecting aneurysms; 5) women who are pregnant or 
breastfeeding and 6) patients with severe systemic dis-
eases such as acute myocardial infarction, renal dysfunc-
tion, and malignant tumors.

4D‑CTA image acquisition, interpretation and analysis
Retrospective ECG-gated CTA was performed with the 
volumetric imaging mode using a 320-row CT scan-
ner (Acquilion ONE, Toshiba medical systems, Japan). 
Scan parameters were: 120-KV tube voltage, 270-mA 
tube current, 350ms gantry rotation time, and 160 mm 
Z-coverage. The field of view (FOV) was 240 mm with an 
imaging matrix size of 512 × 512. First, a non-enhanced 
helical CT head acquisition was performed (120 kV, mA 
modulation). Then, a low-dose pre-contrast volume scan 
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was performed as a subtraction mask. Subsequently, non-
ionic contrast medium (100mL, Iopamiron 370; Scher-
ing, Osaka, Japan) was injected intravenously at a rate of 
3 mL/s 20–23 s post-injection or in conjunction with the 
CT scanner bolus-tracking function (SureStart; Toshiba).

4D-CTA source data were transferred to an image 
processing workstation (Vitrea 2 software 6.02, Toshiba, 
Japan) for ECG-gated reconstruction with the cardiac 
cycle (i.e., R-R interval) divided into 20 phases (from 0 
to 95% every 5% cardiac circle). All phases were recon-
structed with slice thickness of 0.25 mm and 0.25 mm 
interval. In this study, the vessel wall in the 3D or 4D 
image was determined by the aneurysm cavity, and a 
voxel threshold greater than 200HU was determined 
as an aneurysm cavity containing contrast agents. Two 
experienced neuroradiology readers, blinded to the DSA 
results, independently evaluated the 4D-CTA images for 
UIA location, shape, maximum diameter, the neck of the 
aneurysm, and proximity to parent and branch vessels. In 
the rare case of discordant assessments, the images were 
reassessed to reach a consensus.

ECG‑gated reconstruction method
ECG-gated reconstruction is a method for minimizing 
cardiac motion artifacts by performing image acqui-
sition while monitoring the ECG [13]. Recently, with 
the increase of helical CT tube rotation speed and the 

introduction of multisession technology, it is possible 
to apply the ECG-gated reconstruction method to mini-
mize cardiac motion artifacts in imaging of the coronary 
arteries and the aortic arch [14]. The half-reconstruction 
method and the segmental reconstruction method are 
two different ECG-gated reconstruction methods. The 
former method can improve the temporal resolution 
regardless of the beam pitch. The latter method can also 
be used to improve the temporal resolution, but it suffers 
from limitations in terms of helical pitch, tube rotation 
speed, and heart rate [15]. Our study adopts a combina-
tion of half-reconstruction and segmental reconstruc-
tion to improve the temporal resolution. Specifically, one 
cardiac cycle was divided into 20 phases, and the images 
were processed.

Criteria for identifying aneurysmal pulsation
The RR interval was divided into 20 phases at 5% inter-
vals for ECG-gated reconstruction, and aneurysmal 
pulsation was determined to be present when a small 
bleb-shaped protuberance in a part of the aneurysm 
was observed in at least 3 consecutive images (Fig.  2). 
The decision of whether or not a pulsation was present 
was made by one neurosurgeon and one radiologist, 
respectively. All of them carefully reviewed the 4D-CTA 
data of the aneurysms as a group. In the case of differ-
ent judgments between the two reviewers, a third more 

Fig. 1 Diagnostic and therapeutic outcomes in patients with UIAs
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experienced neuroradiologist (with more than 15-year 
experience) was consulted for final decision. The detec-
tion of aneurysmal pulsation was displayed as movies 
(see Supplementary Materials).

Digital Subtraction angiography
DSA was performed using Axiom Artis Unit System 
(Siemens, Germany). A standard four-vessel study was 
performed with a 3D rotational sequence for enhanced 
delineation of the aneurysms. UIA morphological fea-
tures, including location, shape, maximum diameter, 
the neck of the aneurysm, and proximity to parent and 
branch vessels, were assessed with DSA as performed 
for CTA.

Effective radiation dose estimation
Radiation exposure was determined for each technique. 
The dose-length product (DLP) values of DSA and 
4D-CTA and the total volume CT dose index (CTDI 
vol) of 4D-CTA were determined. The effective dose was 
determined as the DLP value multiplied by a conversion 
factor of 0.021 mSV/mGy•cm.

Post‑operative evaluation of 4D‑CTA and outcome 
follow‑up
Neurosurgeons post-operatively graded the preoperative 
value of 4D-CTA information for the surgical interven-
tion: grade 1 was defined as highly useful and sufficient 
for surgical treatment decisions, grade 2 as a useful result 
with insufficient information, and grade 3 was insuffi-
cient UIA information requiring additional DSA exami-
nation. Patients untreated for UIA were contacted and 
interviewed for clinical neurological status. In addition, 
these patients underwent a first follow-up after 6–12 

months (CTA or magnetic resonance angiography exam-
ination), followed by a follow-up every year or every 2 
years according to current US guidelines.

Statistical analysis
Cohen’s kappa coefficient (k) was used to evaluate inter-
pretation consistency between the 4D-CTA and DSA 
results for each morphologic parameter. Inter-modality 
consistency was classified as: excellent (k>0.80), good 
(k = 0.61–0.80); moderate (k = 0.21–0.40), fair (k = 0.21–
0.40), or poor (k < 0.20).

Results
Baseline characteristics
 Sixty-four unruptured aneurysms from 64 patients (20 
males, 44 females; 47.0 ± 12.7 years old) were analyzed 
by 4D-CTA in order to evaluate the morphological 
and dynamic features of these lesions. The aneurysms’ 
medium size at the moment of initial diagnosis was 
6.21 ± 3.04 mm and locations were variable. Characteris-
tics of patients and aneurysms are presented in Table  1 
along with clinical presentations provided in Table 2.

Fig. 2 Criteria for identifying aneurysmal pulsation: Twenty frames corresponding to the twenty phases in the R-R interval of a single cardiac cycle 
were acquired. Elevation in a part of the aneurysm was observed in at least three successive frames

Table 1 Characteristics of patients and aneurysms

No Number; SD Standard deviation

Parameters

Gender of patients (no. of males) 24

Average age of patients (year): mean± SD 47 ± 12.7

Family history (no. of patients) 6

History of smoking (no. of patients) 34

Hypertension (no. of patients) 42

Size of aneurysm (mm): mean± SD 6.21 ± 3.04
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Inter‑modality consistency
 The location of the aneurysm demonstrated in CTA and 
DSA was presented in Table  3. The aneurysmal shape, 
maximum diameter, neck, and proximity to parent and 
branch vessels demonstrated in CTA and DSA were sum-
marized in Table 4. As shown in Table 5, inter-modality, 
i.e. CTA vs. DSA, agreement in the assessment of aneu-
rysmal location is excellent (k = 1.0; 95% CI 1.00–1.00), 
in the assessment of aneurysmal shape is good (k = 0.76; 

Table 2 Clinical presentations of patients

Symptoms No. of patients (%)

Headache 26 (40%)

Dizziness 14 (22%)

Aphasis 8 (12%)

Hemiplegia 5 (8%)

Vision changes 6 (9%)

Incidental 5 (9%)

Table 3 Frequency of location of UIAs in 4D-CTA 

4D-CTA  Four-dimensional CT angiography; UIAs Unruptured intracranial aneurysms; No. of patients The number of patients; CTAa Interpretations of both readers 
for CTA were identical, MCA-MI The M1 portion of the middle cerebral; MCA-M2 The M2 portion of the middle cerebral; AcomA The anterior communicating artery; 
PcomA The posterior communicating artery; Distal ACA  The distal anterior cerebral artery; IC-PC The internal carotid artery-posterior communicating artery; 
IC-AChA The internal carotid artery-anterior choroidal artery

No. of patients (%)

CTA CTAa DSA Agreement 
between CTA 
and DSA

Aneurysmal location Reader 1 Reader 2

MCA-M1 8 8 8 8  46/46(100%)

MCA-M2 6 6 6 6

AccomA 10 10 10 10

PcomA 8 8 8 8

Distal ACA 2 2 2 2

IC-PC 6 6 6 6

IC-AChA 4 4 4 4

Basilar tip 2 2 2 2

Total 46 46 46 46

Table 4 Other characteristics of UIAs in 4D-CTA and DSA

CTAa Interpretations of both readers for CTA were identical

No. of patients (%)

CTA CTAa DSA Agreement 
between CTA 
and DSA

Parameters Definition Reader 1 Reader 2

Shape No lobe 22 18 22 14 34/46(74%)

One or two lobes 16 22 16 18

More than two lobes 8 6 8 14

Maximum diameter Small (4mm-6mm) 6 6 6 6 42/46(91%)

Medium (7mm-10mm) 16 16 16 18

Large (10mm-25mm) 20 20 20 18

Narrow (smaller than the dome diameter) 16 14 16 14

Neck Medium (equal to the dome diameter) 20 24 20 26 36/46(78%)

Wide (larger than the dome diameter) 10 8 10 6

Proximity to parent 
and branch vessels

Poor (cannot display parent and branch vessels) 0 0 0 0 40/46 (87%)

Fair (clear parent but unclear branch vessels) 4 6 4 2

Good (clear visualization of parent and branch vessels) 42 40 42 44
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95% CI 0.53–0.89), in the assessment of aneurysmal max-
imum diameter is excellent (k = 0.94; 95% CI 0.92-1.00), 
in the assessment of aneurysmal neck is good (k = 0.79; 
95% CI 0.54–0.94), in the assessment of proximity to 
parent and branch vessels is excellent (k = 0.85; 95% CI 
0.69-1.00).

Pulsation of aneurysm and surgery
Pulsation was detected in 26 of 64 unruptured aneurysm 
patients with the above criterion. Twenty-six patients 
with abnormal pulsation detected by 4D-CTA were 
treated as follows: 15 patients underwent neurosurgical 
clipping, 10 patients received interventional embolization 
therapy directly, and 1 accepted interventional emboliza-
tion therapy because of subarachnoid hemorrhage upon 

36 d follow-up. Intraoperative results showed that these 
dangerous pulsations detected on 4D-CTA were corre-
sponding to the dark-reddish thin walls at the surgery.

Estimated effective radiation dose
The average DLP, CTDI vol, and effective doses for 
4D-CTA were 121.53 ± 14.91 mGy·cm, 11.92 ± 2.14 
mGy, and 0.32 ± 0.11 mSv, respectively. The effective 
dose of 4D-CTA is significantly lower than that of DSA 
(0.84 ± 0.37 mSv, P < 0.05).

Post‑operative evaluation and follow‑up
During a post-operative evaluation, neurosurgeons 
agreed that 4D-CTA could provide enough morphologi-
cal information for the surgical intervention, including 

Table 5 Inter-modality agreement between UIA morphological features assessed with 4D-CTA and DSA using the Kappa test

Inter-modality: 4D-CTA and DSA

Location Shape Maximum diameter Neck Proximity to parent 
and branch vessels

Inter-modality agreement 1.00 0.762 0.938 0.794 0.847

(1.000-1.000) (0.531-0.889) (0.920-1.000) (0.541-0.938) (0.689-1.000)

Fig. 3  A-B CTA showed a left MCA-M1 aneurysm (10.8 mm x 5.7 mm), and an obvious pulsation was observed by 4D CTA (as indicated 
by the white arrow). C-D Photographs obtained during surgery, small vesicles shaped convex and calcified plaque were seen intra-operation (as 
indicated by the white and red arrow, respectively), an intra-operational finding confirmed that the abnormal pulsation site is an at-risk aneurysmal 
wall
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aneurysmal location, shape, maximum diameter, aneu-
rysm neck, and proximity to parent and branch vessels, 
as well as dynamically monitor the pulsation of UIAs to 
evaluate its stability in all cases, which is highly useful 
and sufficient for surgical treatment decision. Addition-
ally, patients untreated for UIAs had no adverse cerebro-
vascular events during follow-up.

Discussion
In this study, 4D-CTA was used prospectively to evalu-
ate patients with UIAs and referenced to DSA, and in 
cases suspected of UIA instability, compared to the 
surgical presentation of the aneurysm. The overarch-
ing experimental conclusion was that 4D-CTA was reli-
able for the localization and anatomical characterization 
of UIAs with excellent agreement with DSA results and 
surgical findings. Importantly, high-resolution tempo-
ral acquisitions of UIA pulsation helped to recognize 
unstable smaller lesions that might be overlooked with 
static DSA imaging. Advantages of 4D-CTA over DSA 
included being a non-invasive and lower-cost technique 
that offered rapid multi-vessels, multi-angle imaging sig-
nificantly lower effective radiation dose exposure [16, 17].

DSA is the current “gold standard” for the diagnosis of 
intracranial aneurysms and surgical strategy guide because 
of its ability to elucidate the UIA pedicle and origin as well 
as its spatial relationship with nearby vascular branches. 
The inherent drawbacks of DSA remain potential pro-
cedural complications and high costs associated with the 
invasive intravascular intervention [18]. Magnetic reso-
nance angiography (MRA) is also challenging the routine 
use of DSA. The diagnostic advantages of MRA for UIA 
include its non-invasive nature, avoidance of contrast 
agents, avoidance of radiation, better soft tissue defini-
tion, and multi-directional reconstruction and display 
to enhance assessment of anatomical detail [19, 20]. UIA 
greater than 3 mm in diameter can be resolved by MRA 
with an accurate rate of 67–86% [21, 22].

3D-CTA has also evolved to challenge DSA as the ref-
erence standard. 3D-CTA is very rapid, low cost, and 
minimally invasive but does require contrast agents [19]. 
Improvements for single-slice spiral CT to 16 multi-slice 
CT have enhanced the detection of cerebral vascular 
branch vessels to 3–4 branches and increased UIA diag-
nostic sensitivity to aneurysms larger than 3 mm, simi-
lar to MRA [23]. Further development of 64-multislice 

Fig. 4  A-B CTA showed a left posterior communicating artery aneurysm (PcomA) (10.2 mm x 7.8 mm), and an obvious pulsation was observed 
by 4D-CTA (as shown by the white arrow). Both observers reported a large aneurysm, having more than two lobes (as shown by the blue arrow). 
a narrow neck, and clear visualization of parent and branch vessels. C-D DSA findings confirmed CTA findings, the patient underwent interventional 
embolization therapy directly, the therapeutic effect was shown in frame D 
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spiral CT allowed the use of isotropic voxels, such that 
the reconstructed image achieves the same resolution 
within or through plane, and in any oblique cross-sec-
tion. The improved angiography images were further 
refined through the continual development of more pow-
erful reconstruction and post-processing software [24], 
which allowed 3D-CTA can make to achieve the same 
sensitivity, specificity, accuracy, and precision for nonin-
vasive UIA evaluations as DSA [25].

Although aneurysms less than 3 mm have been con-
sidered to be the lower limit of detection for 3D-CTA, 
in the present study, using 320-multi-slice spiral CT, 
all aneurysms were well recognized on the CTA image 
including those less than 3 mm [26]. In general, many 

studies have reported that artifacts, the amount of con-
trast agent, and CT scan parameters greatly influenced 
and could detract from CT image quality. However, such 
artifacts have been minimized with new-generation 
scanners, such as in the present study, which employed 
advanced wide-detector CT scanning technology, which 
facilitated image post-processing results, morphological 
detail and quantitative measurements [27]. Moreover, 
the recent implementation of iterative reconstruction 
algorithms (i.e., maximum likelihood approaches) rather 
than traditional filtered back projection methods, as used 
in the present study can further improve image qual-
ity and reduce patient radiation exposure, even beyond 
the significant benefits achieved in this study over DSA 

Fig. 5  A-B CTA showed a right MCA-M1 aneurysm (1.5 mm x2.0 mm), and a tiny pulsation was observed by 4D-CTA (indicated by the white arrow). 
Both observers recorded the aneurysm as small, having no lobe, a wide neck, and clear visualization of parent and branch vessels. C DSA findings 
confirmed CTA findings. D-F photographs obtained during surgery, an abnormal thin wall of the aneurysm was observed during the surgery, i.e., 
there was a small protuberance, like a “bleeding blister”. The pulsation site displayed on CTA images colocalized with the relatively weak aneurysmal 
wall that is prone to rupture
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[28]. Encouraging, in our experience, CTA has excellent 
consistency with DSA for the assessment of intracranial 
unruptured aneurysms. We found that CTA has a high 
detection rate in aneurysms, which may be due to the 
removal of bone structure interference by CTA, leading 
to a higher vascular resolution and increased detection 
rate of intracranial aneurysms.

Although noninvasive MRA and 3D-CTA enhance the 
details of UIA and surrounding anatomy, these methods 
lack the temporal resolution to characterize the dynam-
ics of the aneurysms [29]. Aneurysm features are not 
always static within the cardiac cycle. They can undergo 
continuous morphological and volumetric changes that 
manifest as abnormal pulsation [30], as confirmed in the 
present study. Large UIA is more likely to rupture than 
smaller counterparts [31]. However, small aneurysms are 
also at risk of rupture [32], and discrimination of a small 
stable UIA versus one at higher risk of rupture is critical 
to patient risk-benefit stratification for therapeutic inter-
vention. Increasingly, the use of static morphological 
parameters is questioned [33], with the adjunctive pres-
ence of UIA pulsation perhaps being critical to rupture 
risk decisions, particularly for small UIA [34]. However, 
while UIA pulsation is suggested to be important in the 

risk assessment of UIA, the requirements for CT imag-
ing equipment capable of evaluating pulsation have been 
a practical clinical barrier [35]. While the development 
of 64-multi-slice spiral CT has found success in over-
coming large-scale motions of the heart and the great 
vessels, requisite long scan time, small z-axis coverage, 
and low temporal resolution preclude capturing the 
needed CT scan data within a single cardiac cycle, which 
is required to observe the minute pulsation of UIAs [10].

In the present study using 320-multi-slice CT to per-
form 4D-CTA imaging, the 16 cm scan range permitted 
the field-of-view (FOV) to encompass the entire brain in 
one rotation of the X-ray tubes without table reposition-
ing of the patient. The improved image quality and tem-
poral resolution were substantial, which was reflected in 
the definitive detection of abnormal aneurysm pulsation 
that was subsequently confirmed intraoperatively [36]. 
In our study, all large cerebral aneurysms in the 4D-CTA 
imaging showed a significant pulsation, the patients 
received surgical treatment in time, successfully carried 
out an aneurysm clamping, effectively prevented and 
avoided the rupture of the aneurysms, greatly improved 
the patient’s clinical prognosis. The results of the opera-
tion confirmed that the abnormal pulsation site observed 

Fig. 6  A-B CTA showed a right MCA-M1 aneurysm (7.6 mm x 5.1 mm), and a tiny pulsation was observed by 4D-CTA (indicated by the white 
arrow. C-D photographs obtained during surgery, small vesicles shaped convex were seen intra-operation (as indicated by the white arrow), 
intra-operational findings confirmed that the abnormal pulsation site is an at-risk aneurysmal wall
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in 4D-CTA was corresponding to the weak area of the 
aneurysmal wall in surgery (as shown in Figs.  3 and 4). 
In addition, in this study, some of the relatively small 
cerebral aneurysms appeared stable, but in the 4D-CTA 
imaging, there also was an abnormal pulsation, the 
majority of patients actively engaged in craniotomy sur-
gery or interventional embolization treatment, achieved 
good clinical results and avoided the occurrence of bad 
cerebrovascular events. Thus, Small and large aneu-
rysms with foreboding pulsations were corroborated to 
be dark-reddish, thin-wall, high-risk lesions at surgery 
(as shown in Figs.  5 and 6). Aneurysm irregularity may 
reflect the focal weakness of the wall of the aneurysm, 
which is related to degeneration. These changes may 
lead to a variety of aneurysm wall remodeling, including 
endothelial cell damage, smooth muscle cell migration 
and inflammatory cell infiltration. Irregular pulsation will 
more likely develop, but underlying mechanisms require 
further studies [37].

Unfortunately, for one patient with abnormal 
aneurysmal pulsation detected by 4D-CTA, surgi-
cal intervention was deferred. However, 36 days later 
interventional embolization of a subarachnoid hemor-
rhage was required when the patient presented severe 

neurological symptoms (as shown in Fig.  7) was per-
formed. It indicated that the pulsation of the aneurysm 
was a predictor of the risk of rupture of an aneurysm. In 
practice, when an abnormal pulsation was found in an 
unruptured intracranial aneurysm, it indicated a higher 
risk of rupture, suggesting that the neurosurgeon should 
take treatment as early as possible to avoid sudden rup-
ture during follow-up. In contrast, the patients without 
UIA pulsations observed by 4D-CTA were discharged 
without intervention, and clinical neurological evidence 
of aneurysm ruptures was reported at the standard reg-
ular follow-up contact. We boldly believed that these 
aneurysms were in a relatively stable state, and currently, 
there is no occurrence of aneurysmal rupture in those 
patients. However, long-term follow-up is still required. 
Two patients without pulsation noted by 4D-CTA vol-
untarily requested neurosurgical clipping for prevention 
therapy due to concerns about their own severe hyper-
tension. Intraoperative findings showed more stable 
homogenous walls (as shown in Fig.  8). To summarize, 
using 4D-CTA images, we found that irregular pulsation 
was closely associated with aneurysm rupture, and the 
discovery of the pulsation with unruptured aneurysms 
has important implications for the guiding treatment of 

Fig. 7  A-B CTA showed a right posterior communicating artery aneurysm (PcomA) aneurysm (5.5 mm x3.8 mm), and an obvious pulsation 
was observed by 4D-CTA (as shown by the white arrow). Both observers recorded the aneurysm as small, having more than two lobes (as shown 
by the blue arrow), a narrow neck, and clear visualization of parent and branch vessels. C-D DSA findings confirmed CTA findings, the patient 
underwent interventional embolization therapy after a 36-day follow-up finally in frame D 
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the aneurysms. This finding is in line with those of some 
studies that reported irregular pulsation was correlated 
with the status of aneurysm rupture [10, 38]. Kato et al. 
observed that aneurysms with irregular pulsation had 
varied thicknesses and an absence of the internal elastic 
lamina and tunica media [17]. Krings et al. demonstrated 
that the presence of abnormal pulsation was related to 
aneurysm growth [39]. Similarly, Ferrari and colleagues 
reported that the irregular pulsation detected by 4D-CTA 
may potentially lead to a morphologic change in shape at 
follow-up and had a significant correlation with dark red-
dish thinner walls [40]. Therefore, it indicates that this 
method may be useful for identifying aneurysms with a 
higher risk of rupture.

Our study has some limitations: first of all, there is a 
lack of comparison with the results of surgery in terms 
of morphology, as a previous study showed a comparison 
with DSA could be sufficient to evaluate the morphology 
of aneurysms [41]. Secondly, the occurrence of thrombo-
sis in the aneurysm wasn’t evaluated due to the absence 
of thrombosis in all aneurysms in this study. However, 
it is critical for the treatment plan decision-making 
whether or not thrombosis is present. Finally, the rela-
tively small sample size may limit the power of the analy-
sis. Hence, future prospective studies with larger patient 
populations and longer follow-up period are needed to 
further explore the role of 4D-CTA in the visualization of 
aneurysmal pulsation.

Conclusions
Even considering the limitations of our preliminary 
results due to the relatively restricted group of patients 
enrolled and the short follow-up, our data show the reli-
ability of 4D-CTA with ECG-gated reconstructions in 
defining the morphological characteristics and dynamic 
pulsation of the aneurysm wall. Moreover, the opti-
mal correlation between the findings provided by the 

4D-CTA and the intraoperative observations a supports 
possible role of this technique in identifying unruptured 
aneurysms that are at high risk of rupture. On the basis 
of findings obtained with 4D-CTA, we could obtain 
novel, highly useful information regarding as-yet unrup-
tured aneurysms. Our purpose for the future is to recruit 
more patients and conduct longer follow-up periods, 
looking for further confirmations of our data. We intend 
to undertake such studies at the earliest opportunity.

Abbreviations
4D-CTA   Four-Dimensional Computed Tomography Angiography
3D-CTA   Three-Dimensional Computed Tomography Angiography
ECG  Electrocardiogram-Gated
UIAs  Unruptured Intracranial Aneurysms
DSA  Digital Subtraction Angiography
SAH  Subarachnoid Hemorrhage
DLP  Dose-Length Product
CTDI vol  Volume CT Dose Index
MRA  Magnetic Resonance Angiography
FOV  Field-Of-View

Supplementary Information
The online version contains supplementary material available at https:// doi. 
org/ 10. 1186/ s12880- 023- 01107-1.

Additional file 1. 

Additional file 2. 

Additional file 3. 

Additional file 4. 

Additional file 5. 

Acknowledgements
The authors would like to thank professor Thelma R. Gower for her selfless and 
valuable assistance.

Code availability
Not applicable.

Consent to participate
Informed consent was obtained from all individual participants included in 
the study.

Fig. 8  A-B CTA showed an anterior communicating artery aneurysm (AcomA) (4.2 mm x 3.5 mm), and no obvious pulsation was observed 
by 4D-CTA (as indicated by the white arrow). C Photographs obtained during surgery; a homogenous aneurysmal wall was observed 
during the surgery (as indicated by the white arrow)

https://doi.org/10.1186/s12880-023-01107-1
https://doi.org/10.1186/s12880-023-01107-1


Page 12 of 13Yang et al. BMC Medical Imaging          (2023) 23:161 

Authors’ contributions
LY and XG conceived and planned the study. LY and XG wrote the manuscript. 
LY and CG carried out the research. LY and CG contributed to data preparation. 
SC and SX provided critical feedback and helped shape the research, analysis, 
and manuscript. All authors read and approved the final manuscript.

Funding
This study was sponsored in part by the Haiyan Fund of Harbin Medical Uni-
versity Cancer Hospital (No. JJMS-2023-05). The funders had no role in study 
design, data collection and analysis, decision to publish, or preparation of this 
manuscript.

Availability of data and materials
The datasets generated during and analyzed during the current study are not 
publicly available due to patient privacy concerns but are available from the 
corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
The study was conducted in accordance with the Declaration of Helsinki (as 
revised in 2013). The study was approved by the Institutional Review Board 
and Ethical Committee of The Fourth Affiliated Hospital of Harbin Medical 
University. 

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Author details
1 Department of PET-CT, Harbin Medical University Cancer Hospital, Harbin, 
China. 2 Department of physical diagnostics, Heilongjiang Provincial Hospital, 
Harbin, China. 3 Medical Imaging Department, The Fourth Affiliated Hospital 
of Harbin Medical University, Harbin 150001, China. 4 Department of medical 
instruments, Second Hospital of Harbin, Harbin 150001, China. 

Received: 24 March 2023   Accepted: 22 September 2023

References
 1. Matsubara S, Hadeishi H, Suzuki A, Yasui N, Nishimura H. Incidence and 

risk factors for the growth of unruptured cerebral aneurysms: observa-
tion using serial computerized tomography angiography. J Neurosurg. 
2004;101:908–14.

 2. Wang GX, Zhang D, Wang ZP, Yang LQ, Zhang L, Wen L. Risk factors for 
the rupture of bifurcation intracranial Aneurysms using CT angiography. 
Yonsei Med J. 2016;57:1178–84.

 3. Jeon TY, Jeon P, Kim KH. Prevalence of unruptured intracranial aneurysm 
on MR angiography. Korean J Radiol. 2011;12:547–53.

 4. Ikawa F, Morita A, Tominari S, Nakayama T, Shiokawa Y, Date I, et al. Japan 
Neurosurgical Society for UCAS Japan Investigators rupture risk of small 
unruptured cerebral aneurysms. J Neurosurg. 2020;132:69–78.

 5. Xu T, Lin B, Liu S, Shao X, Xia N, Zhang Y, et al. Larger size ratio associated 
with the rupture of very small (=3 mm) anterior communicating artery 
aneurysms</at. J Neurointerv Surg. 2017;9:278–82.

 6. Malhotra A, Wu X, Geng B, Hersey D, Gandhi D, Sanelli P. Management of 
small unruptured intracranial aneurysms: a survey of neuroradiologists. 
AJNR. 2018;39:875–80.

 7. Varble N, Tutino VM, Yu J, Sonig A, Siddiqui AH, Davies JM, et al. Shared 
and distinct rupture discriminants of small and large intracranial aneu-
rysms. Stroke. 2018;49:856–64.

 8. Ishida F, Ogawa H, Simizu T, Kojima T, Taki W. Visualizing the dynamics 
of cerebral aneurysms with four-dimensional computed tomographic 
angiography. Neurosurgery. 2005;57:460–71. discussion 460–471.

 9. Miyazawa N, Akiyama I, Yamagata Z. Risk factors for growth of unrup-
tured intracranial aneurysms: follow-up study by serial 0.5-T magnetic 

resonance angiography. Neurosurgery. 2006;58:1047–53. discussion 
1047–1053.

 10. Hayakawa M, Maeda S, Sadato A, Tanaka T, Kaito T, Hattori N, et al. Detec-
tion of pulsation in ruptured and unruptured cerebral aneurysms by 
electrocardiographically gated 3-dimensional computed tomographic 
angiography with a 320-row area detector computed tomography and 
evaluation of its clinical usefulness. Neurosurgery. 2011;69:843–51. discus-
sion 851.

 11. Donmez H, Serifov E, Kahriman G, Mavili E, Durak AC, Menku A. Compari-
son of 16-row multislice CT angiography with conventional angiography 
for detection and evaluation of intracranial aneurysms. Eur J Radiol. 
2011;80:455–61.

 12. Dissaux B, Ognard J, Cheddad El Aouni M, Nonent M, Haioun K, Magro E, 
et al. Volume variation may be a relevant metric in the study of aneurysm 
pulsatility: a study using ECG-gated 4D-CTA (PULSAN). J Neurointerv 
Surg. 2020;12:632–6.

 13. Willemink MJ, Habets J, de Jong PA, Schilham AM, Mali WP, Leiner T, et al. 
Iterative reconstruction improves evaluation of native aortic and mitral 
valves by retrospectively ECG-gated thoracoabdominal CTA. Eur Radiol. 
2013;23:968–74.

 14. Oda S, Weissman G, Vembar M, Weigold WG. Iterative model recon-
struction: improved image quality of low-tube-voltage prospective 
ECG-gated coronary CT angiography images at 256-slice CT. Eur J Radiol. 
2014;83:1408–15.

 15. Simon-Yarza I, Viteri-Ramírez G, Saiz-Mendiguren R, Slon-Roblero PJ, Par-
amo M, Bastarrika G. Feasibility of epicardial adipose tissue quantification 
in non-ECG-gated low-radiation-dose CT: comparison with prospectively 
ECG-gated cardiac CT. Acta Radiol. 2012;53:536–40.

 16. Nakase H, Aketa S, Sakaki T, Nakamura M, Aoyama N. Detection of a 
newly-developed thin-walled out pouching (bleb) in an unruptured 
intracranial aneurysm by computed tomographic angiography. Acta 
Neurochir (Wien). 1998;140:517–8.

 17. Kato Y, Hayakawa M, Sano H, Sunil MV, Imizu S, Yoneda M, et al. Prediction 
of impending rupture in aneurysms using 4D-CTA: histopathological veri-
fication of a real-time minimally invasive tool in unruptured aneurysms. 
Minim Invasive Neurosurg. 2004;47:131–5.

 18. Sandoval-Garcia C, Royalty K, Aagaard-Kienitz B, Schafer S, Yang P, Strother 
C. A comparison of 4D DSA with 2D and 3D DSA in the analysis of 
normal vascular structures in a Canine Model. AJNR Am J Neuroradiol. 
2015;36:1959–63.

 19. Mine B, Pezzullo M, Roque G, David P, Metens T, Lubicz B. Detection and 
characterization of unruptured intracranial aneurysms: comparison of 3T 
MRA and DSA. J Neuroradiol. 2015;42:162–8.

 20. Anzalone N, Scomazzoni F, Cirillo M, Cadioli M, Iadanza A, Kirchin MA, 
et al. Follow-up of coiled cerebral aneurysms: comparison of three-
dimensional time-of-flight magnetic resonance angiography at 3 tesla 
with three-dimensional time-of-flight magnetic resonance angiogra-
phy and contrast-enhanced magnetic resonance angiography at 1.5 
Tesla. Invest Radiol. 2008;43:559–67.

 21. Fushimi Y, Fujimoto K, Okada T, Yamamoto A, Tanaka T, Kikuchi T, 
et al. Compressed sensing 3-Dimensional Time-of-flight magnetic 
resonance angiography for cerebral aneurysms: optimization and 
evaluation. Invest Radiol. 2016;51:228–35.

 22. Marciano D, Soize S, Metaxas G, Portefaix C, Pierot L. Follow-up of 
intracranial aneurysms treated with stent-assisted coiling: comparison 
of contrast-enhanced MRA, time-of-flight MRA, and digital subtraction 
angiography. J Neuroradiol. 2017;44:44–51.

 23. Yang ZL, Ni QQ, Schoepf UJ, De Cecco CN, Lin H, Duguay TM, et al. Small 
intracranial aneurysms: diagnostic accuracy of CT angiography. Radiol-
ogy. 2017;285:941–52.

 24. Villablanca JP, Duckwiler GR, Jahan R, Tateshima S, Martin NA, Frazee J, 
et al. Natural history of asymptomatic unruptured cerebral aneurysms 
evaluated at CT angiography: growth and rupture incidence and correla-
tion with epidemiologic risk factors. Radiology. 2013;269:258–65.

 25. Zhang H, Hou C, Zhou Z, Zhang H, Zhou G, Zhang G. Evaluating of small 
intracranial aneurysms by 64-detector CT angiography: a comparison 
with 3-dimensional rotation DSA or surgical findings. J Neuroimaging. 
2014;24:137–43.

 26. Philipp LR, McCracken DJ, McCracken CE, Halani SH, Lovasik BP, Salehani 
AA, et al. Comparison between CTA and Digital Subtraction Angiography 
in the diagnosis of ruptured aneurysms. Neurosurgery. 2017;80:769–77.



Page 13 of 13Yang et al. BMC Medical Imaging          (2023) 23:161  

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

 27. Sun G, Ding J, Lu Y, Li M, Li L, Li GY, et al. Comparison of standard- and 
low-tube voltage 320-detector row volume CT angiography in detection 
of intracranial aneurysms with digital subtraction angiography as gold 
standard. Acad Radiol. 2012;19:281–8.

 28. Yaghmai V, Rohany M, Shaibani A, Huber M, Soud H, Russell EJ, et al. Pul-
satility imaging of saccular aneurysm model by 64-slice CT with dynamic 
multiscan technique. J Vasc Interv Radiol. 2007;18:785–8.

 29. Washington CW, Zipfel GJ, Chicoine MR, Derdeyn CP, Rich KM, Moran CJ, 
et al. Comparing indocyanine green videoangiography to the gold stand-
ard of intraoperative digital subtraction angiography used in aneurysm 
surgery. J Neurosurg. 2013;118:420–7.

 30. Kuroda J, Kinoshita M, Tanaka H, Nishida T, Nakamura H, Watanabe Y, et al. 
Cardiac cycle-related volume change in unruptured cerebral aneurysms: 
a detailed volume quantification study using 4-dimensional CT angiogra-
phy. Stroke. 2012;43:61–6.

 31. Turjman AS, Turjman F, Edelman ER. Role of fluid dynamics and inflamma-
tion in intracranial aneurysm formation. Circulation. 2014;129:373–82.

 32. Malhotra A, Wu X, Forman HP, Grossetta Nardini HK, Matouk CC, Gandhi D, 
et al. Growth and rupture risk of small unruptured intracranial aneurysms: 
a systematic review. Ann Intern Med. 2017;167:26–33.

 33. Zheng Y, Xu F, Ren J, Xu Q, Liu Y, Tian Y, et al. Assessment of intracranial 
aneurysm rupture based on morphology parameters and anatomical 
locations. J Neurointerv Surg. 2016;8:1240–6.

 34. Illies T, Saering D, Kinoshita M, Fujinaka T, Bester M, Fiehler J, et al. 
Feasibility of quantification of intracranial aneurysm pulsation with 
4D CTA with manual and computer-aided Post-Processing. PLoS ONE. 
2016;11:e0166810.

 35. Illies T, Säring D, Kinoshita M. Cerebral aneurysm pulsation: do iterative 
reconstruction methods improve measurement accuracy in vivo?AJNR. 
Am J Neuroradiol. 2014;35:2159–63.

 36. Karamessini MT, Kagadis GC, Petsas T, Karnabatidis D, Konstantinou D, 
Sakellaropoulos GC, et al. CT angiography with three-dimensional tech-
niques for the early diagnosis of intracranial aneurysms. Comparison with 
intra-arterial DSA and the surgical findings. Eur J Radiol. 2004;49:212–23.

 37. Zhang J, Li X, Zhao B, Zhang J, Sun B, Wang L, et al. Irregular pulsation 
of intracranial unruptured aneurysm detected by four-dimensional CT 
angiography is associated with increased estimated rupture risk and 
conventional risk factors. J Neurointerv Surg. 2021;13:854–9.

 38. Gu Y, Zhang Y, Luo M, Zhang H, Liu X, Miao C. Risk factors for asympto-
matic intracranial small aneurysm rupture determined by electrocardio-
graphicgated 4D computed tomographic (CT) angiography. Med Sci 
Monit. 2020;26:e921835.

 39. Krings T, Willems P, Barfett J, Ellis M, Hinojosa N, Blobel J, et al. Pulsatility 
of an intracavernous aneurysm demonstrated by dynamic 320-detector 
row CTA at high temporal resolution. Cent Eur Neurosurg. 2009;70:214–8.

 40. Ferrari F, Cirillo L, Calbucci F, Bartiromo F, Ambrosetto P, Fioravanti A, et al. 
Wall motion at 4D-CT angiography and surgical correlation in unruptured 
intracranial aneurysms: a pilot study. J Neurosurg Sci. 2019;63:501–8.

 41. Missler U, Hundt C, Wiesmann M, Mayer T, Bruckmann H. Three-dimen-
sional reconstructed rotational digital subtraction angiography in plan-
ning treatment of intracranial aneurysms. Eur Radiol. 2000;10:564–8.

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


	Dynamic evaluation of unruptured intracranial aneurysms by 4D-CT angiography: comparison with digital subtraction angiography (DSA) and surgical findings
	Abstract 
	Background 
	Materials 
	Results 
	Conclusions 

	Introduction
	Materials and methods
	Patients
	4D-CTA image acquisition, interpretation and analysis
	ECG-gated reconstruction method
	Criteria for identifying aneurysmal pulsation
	Digital Subtraction angiography
	Effective radiation dose estimation
	Post-operative evaluation of 4D-CTA and outcome follow-up
	Statistical analysis

	Results
	Baseline characteristics
	Inter-modality consistency
	Pulsation of aneurysm and surgery
	Estimated effective radiation dose
	Post-operative evaluation and follow-up

	Discussion
	Conclusions
	Anchor 25
	Acknowledgements
	References


