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Abstract

Introduction: The aim of the study was to compare the detectability of neck vessels with contrast enhanced
magnetic resonance angiography (MRA) in the setting of a whole-body MRA and multislice computed tomography
angiography (CTA) for preoperative vascular mapping of head and neck.

Methods: In 20 patients MRA was performed prior to microvascular reconstruction of the mandible with
osteomyocutaneous flaps. CTA of the neck served as the method of reference.
1.5 T contrast enhanced magnetic resonance angiograms were acquired to visualize the vascular structures of the
neck in the setting of a whole-body MRA examination. 64-slice spiral computed tomography was performed with a
dual-phase protocol, using the arterial phase images for 3D CTA reconstruction. Maximum intensity projection was
employed to visualize MRA and CTA data. To retrieve differences in the detectability of vessel branches between
MRA and CTA, a McNemar test was performed.

Results: All angiograms were of diagnostic quality. There were no statistically significant differences between MRA
and CTA for the detection of branches of the external carotid artery that are relevant host vessels for microsurgery
(p = 0.118). CTA was superior to MRA if all the external carotid artery branches were included (p < 0.001).

Conclusions: MRA is a reliable alternative to CTA in vascular mapping of the cervical vasculature for planning of
microvascular reconstruction of the mandible. In the setting of whole-body MRA it could serve as a radiation free
one-stop-shop tool for preoperative assessment of the arterial system, potentially covering both, the donor and host
site in one single examination.
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Introduction
Microvascular grafts are often required to cover large re-
section defects following oral tumor surgery or osteoradio-
necrosis of the mandible. Their use has been well
established in oral and maxillofacial surgery. One of the
main factors for the success of these reconstructions is a
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sufficient blood supply of the graft by the host vessels.
However, the perfusion of the host vessels can be impaired
as a consequence of tumor infiltration, previous irradi-
ation or surgery. Moreover, as a result of chronic nicotine
abuse, many patients with cancer of the oral cavity are at a
higher risk for coexisting atherosclerosis in peripheral
arteries. Therefore the status of the host vessels has to be
determined in order to identify vascular problems before
the reconstruction procedure is performed. A detailed
planning includes proof of a sufficient vessel perfusion to
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decide whether the host site meets the requirements for
microvascular reconstruction [1].
Selective intraarterial angiography is considered the gold

standard in the assessment of the carotid arteries due to
excellent spatial and temporal resolution. Nevertheless the
invasive nature of this procedure with a small but not neg-
ligible risk of neurological complications is a drawback of
this modality. Multislice spiral computed tomography has
been established as a non-invasive alternative for compre-
hensive imaging of the anatomy of the cervical vasculature
and soft tissues [2-4]. Contrast enhanced magnetic reson-
ance angiography (MRA) is an ideal non-invasive tool
without radiation exposure for whole-body evaluation of
atherosclerotic disease. Therefore whole-body MRA has
been introduced recently for presurgical planning of
microvascular (e.g. fibular) free-flap head and neck recon-
structions [5] and could serve as a potential one-stop shop
tool for preoperative assessment of the arterial system,
covering both the donor and host site.
Therefore it was the aim of our study to compare the

detectability of neck vessels with contrast enhanced
magnetic MRA in the setting of a whole-body MRA and
multislice computed tomography angiography (CTA) for
vascular mapping of head and neck.

Materials and methods
Patients
Twenty consecutive patients, mean age 64years (range:
42–78 years), with a history of oral squamous cell carcin-
oma, scheduled for resection and microvascular recon-
struction were included in this prospective study. Twelve
patients had no previous treatment; eight patients had either
tumor recurrence or osteoradionecrosis after previous
radiotherapy (50–70 Gy).
All studies were conducted in accordance with the

guidelines of the Declaration of Helsinki and in coordin-
ation with institutional board guidelines of the University
of Erlangen-Nuremberg. Written informed consent was
obtained from each patient. A dual-phase CT examination
(arterial and late venous phase) is the routine procedure in
the work-up of these patients at our institution. In addition
to CT, all patients underwent whole body MRA prior to
surgery. Patients were excluded from the study if they had
contraindications for MRA or CTA (e.g. pacemaker, claus-
trophobia, severe renal insufficiency or history of adverse
reactions to contrast material). Both examinations were
performed within less than 72 hours.

Examination protocols
Multislice computed tomography angiography
CT was performed with a 64-slice spiral CT scanner
(Somatom Sensation 64, Siemens Healthcare, Forchheim,
Germany) as described before [4]. Arterial phase as well as
late phase images (tdelay = 80s) were acquired in order to
improve both the visualisation of tumor vascularization
and tumor extent. 100 ml of a nonionic contrast agent
(Imeron 350, Bracco, Milan, Italy) followed by a saline
flush of 50 ml were injected via an 18-gauge antecubital
venous catheter with a power injector at a rate of 5 ml/s. To
choose the individual start delay (tdelay) for the arterial phase
imaging, a test bolus technique (10 ml CM, 5 ml/s, saline
flush of 30 ml) was used. The scan volume ranged from the
skull base to C6 level, resulting in a typical scan length of
about 15 cm. The scanning settings for CTA were 120 kV,
140 eff. mAs, 64 × 0.6-mm slice detector configuration; table
speed was 19.2 mm/s (pitch 1.0) and gantry rotation time
was 0.33 s. All examinations were performed under breath
hold and the patients were instructed to avoid swallowing
during the examination. Thin slices of 0.75-mm were recon-
structed with an increment of 0.5 mm using a soft tissue
convolution algorithm (field of view (FOV) 180 mm; matrix
of 512 × 512; voxel size 0.35 × 0.35 × 0.5 mm).
Adverse reactions or complications during and after

the procedure were recorded.

Contrast enhanced magnetic resonance angiography
MRA was performed as a whole-body examination on a
1.5-T MR scanner (Magnetom Avanto, Siemens Health-
care, Erlangen, Germany) [5]. Surface coils consisting of
up to 76 coil elements that can be assigned to 32 inde-
pendent receiver channels which covered the entire body.
No repositioning was required during the examination.
Four overlapping fields of view (FOVs) of 500 mm in read
direction were used. The overlap between adjacent FOVs
was 40 mm resulting in a total coverage of 1800 mm in
the feet-head direction. Anatomical coverage was divided
into four stations: Station I (aortic arch and the head and
neck vessels), station II (thoracic, abdominal, and pelvic
vessels), station III (upper leg), and station IV (lower leg).
Image acquisitions of stations I and II were performed
under inspiratory breath hold. Prior to the examination,
an 18-gauge intravenous catheter was placed into an ante-
cubital vein of the right arm for injection of contrast
medium. After acquiring a vessel scout and determination
of the circulation time with a test bolus (1 ml CM, 1 ml/s,
saline flush of 20 ml) MRA was performed after injection of
a total of 0.1 ml/kg body weight (bw) gadobutrol (Gadovist,
Bayer HealthCare, Leverkusen, Germany) at a rate of 1 ml/s
followed by a saline bolus of 20 ml. After acquiring the non-
enhanced baseline images of station I-IV MRA at station I
and IV was performed using 50% of the contrast material
followed by 20 ml saline. Thereafter stations II and III were
acquired using the remaining 50% contrast material. For
sequence parameters see Table 1.
To improve vessel to background contrast, baseline

images were subtracted from the contrast-enhanced images.
As with CTA any adverse reactions or complications
were noted.



Table 1 Sequence parameters for contrast enhanced whole-body magnetic resonance angiography

Parameter Station I Station II Station II Station IV

TR (ms) 2.6 2.9 3.6 4.0

TE (ms) 1.0 1.0 1.3 1.3

Flip angle (°) 25 21 25 30

Band width (Hz) 620 440 340 290

Slice thickness (mm) 1.2 1.6 1.4 1.2

Slices per slab 88 72 72 96

FOV (mm2) 500 x 328 500 x 375 500 x 328 500 x 328

Parallel acquisition PAT 2 (GRAPPA) PAT 2 (GRAPPA) PAT 2 (GRAPPA) PAT 2 (GRAPPA)

k-space sampling Linear Linear Centric Centric

Voxel size (mm3) 1.1 x 1.5 x 1.2 1.0 x 1.6 1.6 1.0 x 1.4 x 1.4 1.0 x 1.2 x 1.2

Scan time (s) 19 13 15 26
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Image evaluation
The assessment of the branches of the external carotid
artery in the two imaging modalities was performed in a
randomized fashion on a workstation by two radiologists
with broad experience in both head and neck imaging
and MRA in consensus. Evaluation sessions for MRA
and CTA were performed at least 4 weeks apart to avoid
possible recall bias. Only station I (for comparison with
CTA of the neck) and station IV (for evaluation of the
donor site in the lower leg) from the whole-body MRA
was evaluated in this study. The visualization of the
carotid bifurcation and the major branches of the external
carotid artery (external carotid artery mainstem, superior
thyroid artery, lingual artery, facial artery, ascending
pharyngeal artery, occipital artery, posterior auricular ar-
tery, superficial temporal artery and maxillary artery) were
recorded for MRA and CTA separately. At the potential
donor sites in the lower legs the visualisation of the tibial-
peroneal trunk, anterior tibial artery, posterior tibial artery
and fibular artery was recorded in Station IV of the whole
body MRA. CTA of the lower leg was not performed.
The data sets were read interactively in 3D mode using

both thin slice multi planar reconstructions (MPR) and thin-
slab maximum intensity projections (MIP; slab thickness
10 mm). Individual adjustments of the slab thickness were
allowed to optimize the visualization of small caliber vessels.

Statistics
Our null-hypothesis was equivalence of both imaging
modalities. To detect differences between MRA and CTA
a McNemar test was used for comparison of paired
samples. P values equal to or smaller than 0.05 were
considered significant. All calculations were done using
SPSS for Windows 20.0 (IBM, Armonk, NY, U.S.A.).

Results
All examinations could be performed successfully. No
adverse reactions or complications occurred during or
after both of the procedures. For all patients CT and MR
angiograms could be acquired with a minimum of motion
artefact and were of diagnostic quality; therefore no exam-
inations had to be repeated or excluded from the study.
The carotid artery bifurcation was displayed in patients

not subjected to prior surgery (Figure 1), as well as in
postsurgery (Figure 2) patients. In one patient, with recur-
rent tumor disease, the mainstem of the external carotid
artery was occluded on both sides of the neck, in four
patients this vessel was not visualized on one side because
of previous surgery. The numbers of branches identified
with MRA and CTA respectively are given in Table 2.
The tibial-peroneal trunks and fibular arteries in both

lower legs were patent in all cases. There was occlusion of
the anterior tibial artery in 2 of 40 and occlusion of the
posterior tibial artery in 7 of 40 cases.
More vessels were detected with CTA as compared to

MRA (p < .001). This was especially the case for the smallest
vessels, the ascending pharyngeal artery and the posterior
auricular artery. When the ascending pharyngeal artery
and the posterior auricular artery, vessels not suited for
microanastomosis of osteomyocutaneous flaps to recon-
struct the mandible, were excluded from the analysis, the
difference was no longer statistically significant (p = .118).
There was also no statistically significant difference in the
subgroup of previously untreated (p = .625) and treated
(p = .227) patients.

Discussion
Prior to head and neck reconstructive surgery using
microvascular grafts imaging is warranted to confine the
tumor extent, to rule out tumor recurrence, and to assess
the vasculature in the host and donor site.
Nonselective digital subtraction angiography (DSA) of

the supraaortic vessels is insufficient to display exactly the
branches of the external carotid artery; therefore, selective
catheter angiography is the modality of choice [6], provid-
ing an exquisite spatial resolution and the ability to obtain



Figure 1 Sagittal maximum intensity projection (MIP) reconstructions of computed tomography angiography (left) and subtracted
magnetic resonance angiography (right) images of the cervical vasculature of a patient scheduled for microvascular reconstruction.
1: external carotid artery; 2: facial artery; 3: maxillary artery.
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dynamic information. On the other hand it is an inva-
sive diagnostic procedure that is associated with add-
itional costs as well as significant risks of periprocedural
complications [7,8]. Major catheter-associated compli-
cations are laceration or dissection of vessels and cere-
bral embolization by detached plaques or thrombotic
Figure 2 Sagittal maximum intensity projection (MIP) reconstructions
magnetic resonance angiography (right) images of a patient who suf
microvascular graft with vessel anastomosis. The external carotid artery
material leading to neurological complications (1.3–4.5%)
including permanent neurological deficits or death in 0.5–
1.3% [9-11].
CTA has been established as a noninvasive standard

procedure for a comprehensive imaging of the anatomy of
the cervical vasculature. Previous studies comparing DSA
of computed tomography angiography (left) and subtracted
fers from tumor recurrence and who had previously received a
has been resected. Asterisk: graft vessel.



Table 2 Numbers of arterial branches detected with multi
slice computed tomography angiography (CTA) and
contrast enhanced magnetic resonance angiography
(MRA), in 20 patients (due to previous therapy or
atherosclerotic disease the total number of detected
vessel segments can be less than 40)

External carotid artery branches CTA MRA p

Total % Total %

Carotid artery bifurcation 40 100 40 100 1.000

External carotid artery mainstem 34 85 34 85 1.000

Superior thyroid artery 37 92.5 37 92.5 1.000

Lingual artery 37 92.5 35 87.5 .500

Facial artery 28 70 28 70 1.000

Ascending pharyngeal artery 33 82.5 3 7.5 < .001

Occipital artery 39 97.5 37 92.5 .500

Posterior auricular artery 33 82.5 16 40 < .001

Superficial temporal artery 36 90 34 85 .500

Maxillary artery 38 95 37 92.5 1.000

All segments 365 91.3 311 77.8 < .001

Figure 3 Coronal (MIP) of a subtracted whole-body MRA
(two step contrast injection protocol, four overlapping field
of views (FOVs)).
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with CTA have proved that the latter is a reliable modality
in vascular mapping of the cervical vasculature for plan-
ning of microvascular reconstructions [2,4,12]. Although
modern CT systems allow arterial phase imaging of the
neck and lower extremity with only one contrast bolus
injection and additional late phase imaging for soft tissue
evaluation, CT is at most institutions confined to one
body region due to radiation concerns.
Colour-coded duplex ultrasound would be a relatively in-

expensive alternative without radiation burden. For carotid
artery stenosis high sensitivity and specificity values have
been reported [13]. Although the carotid bifurcation can be
well visualized, ultrasound does not allow visualization of
the complete branching of the external carotid artery,
especially in the postoperative, irradiated neck, it is highly
operator dependent and allows only segmental views of
vascular anatomy rather than longitudinal images.
Recent developments in MR hard- and software over-

came long-standing limitations like reduced longitudinal
coverage, insufficient spatial resolution, and long acquisi-
tion times. High resolution whole-body MRA became
clinically available with modern MR systems and replaced
catheter angiography in a variety of indications [14-17]. It
has been introduced [5] as a promising tool for preopera-
tive assessment of the arterial system, covering both the
donor and host site (Figure 3).
The most feared donor-site complication in fibula flap

harvest is foot ischemia secondary to sacrifice of the
peroneal artery. In patients with peripheral arterial dis-
ease or congenital variants (absent or hypoplastic tibial
artery, peroneal artery magna, etc.), the peroneal artery
may be the dominant blood supply of the foot [18].
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Although only a minority of patients present with congenital
variants, atherosclerotic disease is frequently encountered
in this population.
The vessels in the host site also need to meet certain

preconditions such as equivalent caliber, absence of ath-
erosclerotic or radiation induced stenosis. Excellent results
in the detection and grading of carotid artery stenosis have
been reported [19-21]. Lohan et al. proposed high filed
(3 T) MRA for the evaluation of the external carotid artery
and its branches for road mapping surgical and interven-
tional procedures [22]. We sought to evaluate the ability
to visualize the donor and host site arterial system with
whole-body MRI at 1.5 T. We have chosen a whole-body
approach in order to allow identification of alternative
donor sites in case fibular harvesting is contraindicated.
The MRA protocol we used for the lower extremity has
been validated against conventional catheter angiography
[23]. The acquisition protocol for the head and neck
region had to be adapted in order to include the branches of
the external carotid artery. Contrary to Lohan et al. who
performed their measurements in a sagittal plane on a 3 T
system using an acceleration factor of 6 (phase-encoding
direction × 3, slice-encoding direction × 2), we measured
the 3D-FLASH sequence in coronal orientation. With this
approach we had to focus on the proximal parts of the
ECA branches, which are relevant for anastomosis in
order to keep imaging time within reasonable limits.
Before this modality could be adopted alone in the

clinical routine it had to be tested versus well-established
techniques. Unfortunately there exists just limited data on
comparison CTA and MRA of the neck [24] and no studies
existed that compared the branching of the external carotid
artery visualized with whole body MRA to another imaging
modality so far. Our study revealed that CTA was superior
to MRA when all branches of the external carotid artery
were assessed (p < .001). The ascending pharyngeal artery
was frequently missed with MRA, presumably due to
inferior spatial resolution compared to CTA. When the
ascending pharyngeal and posterior auricular artery, arteries
which are not relevant for microanastomosis of osteomyo-
cutaneous flaps because of their small caliber and anatomic
position, were excluded from the analysis, the differences
between CTA and MRA were no longer statistically sig-
nificant (p = .118). Moreover with the exclusion of these
vessels MRA of the head and neck region, being part of
a whole-body MRA protocol has demonstrated to be a
reliable screening modality for both patients without
previous surgery (p = .625) and who were operated or
irradiated before (p = .227). This indicates that cervical
contrast enhanced MRA can be used as an alternative
to CTA, even in the setting of a whole-body angiog-
raphy prior to free-flap surgery of head and neck. More-
over additional techniques as quantitative MRA could
support further advantage of MRA (e.g. to predict the
outcome of the implanted grafts) which has to be
proven in future studies.
A limitation of our study is that MRA has not been

compared to DSA, the standard of reverence. It has been
demonstrated, that CTA, the reference we used in our
study, is a reliable noninvasive alternative to DSA in the
vascular mapping of head and neck [2,4,12], therefore we
decided not to expose the patients to the periprocedural
risks of DSA. An advantage of CT and MR imaging over
DSA is the ability to depict not only the vascular system
but also the soft tissues, allowing accurate tumor staging
within one imaging session with either modality. How-
ever in patients with carcinomas of the oral cavity and
oropharynx, metal implants from dental restorations
frequently affect image quality of CT studies more than
MR studies. As CTA or DSA of the lower legs was not part
of the study, no direct comparison of the results of MRA in
station IV (lower legs) could be made. However, as MRA of
the lower extremity represents a well established diagnostic
method, we consider the non-visualisation of the reported
vessels in the lower leg as true occlusions. Another limita-
tion lies within the rather low patient number (n = 20).
Therefore the statistical results of this study should be con-
firmed in a follow up study with a larger patient population.

Conclusions
Our results indicate that whole-body MRA is a promising
screening modality for planning of microvascular recon-
structions, allowing the identification of relevant host site
target vessels in the neck. Therefore it could potentially
serve as a radiation free one-stop-shop tool for preopera-
tive assessment of the arterial system, covering both the
donor and host site in one single examination.

Competing interest
The authors declare that they have no competing interests.

Authors’ contributions
All authors contributed to the conception, design and coordination of the study.
MK, SAS, EN, JB, MU, ML made substantial contributions to the acquisition of data
and the preparation of the manuscript. MK and SAS drafted and wrote the
manuscript. EN, AE, FK, MM, JB, MU, ML revised the manuscript. All authors have
given final approval of the version to be published and agree to be accountable
for all aspects of the work in ensuring that questions related to the accuracy or
integrity of any part of the work are appropriately investigated and resolved.

Author details
1Institute of Radiology, Maximiliansplatz 1, 91054 Erlangen, University of
Erlangen-Nuremberg, Maximiliansplatz 1, Erlangen 91054, Germany.
2Department of Oral and Maxillofacial Surgery, University of Halle (Saale),
Halle (Saale), Germany.

Received: 29 November 2013 Accepted: 5 May 2014
Published: 12 May 2014

References
1. Ehrenfeld M, Riediger D, Wolburg H, Thron A: Angiographic visualization

and morphology of anastomosed vessels in microsurgical tissue
transplantation. Fortschr Kiefer Gesichtschir 1987, 32:71–74.

2. Lell M, Tomandl BF, Anders K, Baum U, Nkenke E: Computed tomography
angiography versus digital subtraction angiography in vascular mapping



Kramer et al. Head & Face Medicine 2014, 10:16 Page 7 of 7
http://www.head-face-med.com/content/10/1/16
for planning of microsurgical reconstruction of the mandible. Eur Radiol
2005, 15:1514–1520.

3. Thurmuller P, Kesting MR, Holzle F, Retzgen H, Wolff KD: Volume-
rendered three-dimensional spiral computed tomographic angiography
as a planning tool for microsurgical reconstruction in patients who
have had operations or radiotherapy for oropharyngeal cancer.
Br J Oral Maxillofac Surg 2007, 45:543–547.

4. Kramer M, Vairaktaris E, Nkenke E, Schlegel KA, Neukam FW, Lell M: Vascular
mapping of head and neck: computed tomography angiography versus
digital subtraction angiography. J Oral Maxillofac Surg 2008, 66:302–307.

5. Kramer M, Nkenke E, Kikuchi K, Schwab SA, Janka R, Uder M, Lell M: Whole-
body magnetic resonance angiography for presurgical planning of
free-flap head and neck reconstruction. Eur J Radiol 2012, 81:262–266.

6. Barsekow F, Bach-Diesing H, Becker H: Superselective angiography–
possibilities and limitations in the preoperative diagnosis of angiomas.
Fortschr Kiefer Gesichtschir 1987, 32:66–68.

7. Buskens E, Nederkoorn PJ, Buijs-Van Der Woude T, Mali WP, Kappelle LJ,
Eikelboom BC, Van Der Graaf Y, Hunink MG: Imaging of carotid arteries in
symptomatic patients: cost-effectiveness of diagnostic strategies.
Radiology 2004, 233:101–112.

8. U-King-Im JM, Hollingworth W, Trivedi RA, Cross JJ, Higgins NJ, Graves MJ,
Gutnikov S, Kirkpatrick PJ, Warburton EA, Antoun NM, Rothwell PM, Gillard
JH: Cost-effectiveness of diagnostic strategies prior to carotid
endarterectomy. Ann Neurol 2005, 58:506–515.

9. Dion JE, Gates PC, Fox AJ, Barnett HJ, Blom RJ: Clinical events following
neuroangiography: a prospective study. Stroke 1987, 18:997–1004.

10. Hankey GJ, Warlow CP, Sellar RJ: Cerebral angiographic risk in mild
cerebrovascular disease. Stroke 1990, 21:209–222.

11. Davies KN, Humphrey PR: Complications of cerebral angiography in
patients with symptomatic carotid territory ischaemia screened by
carotid ultrasound. J Neurol Neurosurg Psychiatry 1993, 56:967–972.

12. Tan O, Kantarci M, Parmaksizoglu D, Uyanik U, Durur I: Determination of
the recipient vessels in the head and neck using multislice spiral
computed tomography angiography before free flap surgery: a
preliminary study. J Craniofac Surg 2007, 18:1284–1289.

13. Jahromi AS, Cina CS, Liu Y, Clase CM: Sensitivity and specificity of color
duplex ultrasound measurement in the estimation of internal carotid
artery stenosis: a systematic review and meta-analysis. J Vasc Surg 2005,
41:962–972.

14. Goyen M, Herborn CU, Vogt FM, Kröger K, Verhagen R, Yang F, Bosk S,
Debatin JF, Ruehm SG: Using a 1 M Gd-chelate (gadobutrol) for total-
body three-dimensional MR angiography: preliminary experience.
J Magn Reson Imaging 2003, 17:565–571.

15. Goyen M, Herborn CU, Kroger K, Lauenstein TC, Debatin JF, Ruehm SG:
Detection of atherosclerosis: systemic imaging for systemic disease with
whole-body three-dimensional MR angiography–initial experience.
Radiology 2003, 227:277–282.

16. Fenchel M, Scheule AM, Stauder NI, Kramer U, Tomaschko K, Nägele T,
Bretschneider C, Schlemmer HP, Claussen CD, Miller S: Atherosclerotic
disease: whole-body cardiovascular imaging with MR system with 32
receiver channels and total-body surface coil technology–initial clinical
results. Radiology 2006, 238:280–291.

17. Kramer H, Quick HH, Tombach B, Schoenberg SO, Barkhausen J: Whole-
Body MRA. Eur Radiol 2008, 18:1925–1936.

18. Kelly AM, Cronin P, Hussain HK, Londy FJ, Chepeha DB, Carlos RC:
Preoperative MR angiography in free fibula flap transfer for head and
neck cancer: clinical application and influence on surgical decision
making. AJR Am J Roentgenol 2007, 188:268–274.

19. Lell M, Fellner C, Baum U, Hothorn T, Steiner R, Lang W, Bautz W, Fellner FA:
Evaluation of carotid artery stenosis with multisection CT and MR
imaging: influence of imaging modality and postprocessing.
AJNR Am J Neuroradiol 2007, 28:104–110.

20. Anzalone N, Scomazzoni F, Castellano R, Strada L, Righi C, Politi LS, Kirchin MA,
Chiesa R, Scotti G: Carotid artery stenosis: intraindividual correlations of 3D
time-of-flight MR angiography, contrast-enhanced MR angiography,
conventional DSA, and rotational angiography for detection and grading.
Radiology 2005, 236:204–213.

21. Nederkoorn PJ, van der Graaf Y, Hunink MG: Duplex ultrasound and
magnetic resonance angiography compared with digital subtraction
angiography in carotid artery stenosis: a systematic review. Stroke 2003,
34:1324–1332.
22. Lohan DG, Barkhordarian F, Saleh R, Krishnam M, Salamon N, Ruehm SG,
Finn JP: MR angiography at 3 T for assessment of the external carotid
artery system. AJR Am J Roentgenol 2007, 189:1088–1094.

23. Janka R, Wenkel E, Fellner C, Lang W, Bautz W, Uder M: Magnetic
resonance angiography of the peripheral vessels in patients with
peripheral arterial occlusive disease: when is an additional conventional
angiography required? Cardiovasc Intervent Radiol 2006, 29:220–229.

24. Cappabianca S, Scuotto A, Iaselli F, di Pignatelli Spinazzola N, Urraro F, Sarti G,
Montemarano M, Grassi R, Rotondo A: Computed tomography and magnetic
resonance angiography in the evaluation of aberrant origin of the external
carotid artery branches. Surg Radiol Anat 2012, 34(5):393–399. Jul.

doi:10.1186/1746-160X-10-16
Cite this article as: Kramer et al.: Whole body magnetic resonance
angiography and computed tomography angiography in the vascular
mapping of head and neck: an intraindividual comparison. Head & Face
Medicine 2014 10:16.
Submit your next manuscript to BioMed Central
and take full advantage of: 

• Convenient online submission

• Thorough peer review

• No space constraints or color figure charges

• Immediate publication on acceptance

• Inclusion in PubMed, CAS, Scopus and Google Scholar

• Research which is freely available for redistribution

Submit your manuscript at 
www.biomedcentral.com/submit


	Abstract
	Introduction
	Methods
	Results
	Conclusions

	Introduction
	Materials and methods
	Patients
	Examination protocols
	Multislice computed tomography angiography
	Contrast enhanced magnetic resonance angiography

	Image evaluation
	Statistics

	Results
	Discussion
	Conclusions
	Competing interest
	Authors’ contributions
	Author details
	References

