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Abstract

Background: Ultrasound exam as a screening test for abdominal aorta (AA) can visualize the aorta in 99% of patients
and has a sensitivity and specificity approaching 100% in screening settings for aortic aneurysm. Pocket Size Imaging
Device (PSID) has a potential value as a screening tool, because of its possible use in several clinical settings. Our aim
was to assess the impact of demographics and cardiovascular (CV) risk factors on AA size by using PSID in an outpatient
screening.

Methods: Consecutive patients, referring for a CV assessment in a 6 months period, were screened. AA was visualized
by subcostal view in longitudinal and transverse plans in order to determine the greatest anterior-posterior diameter.
After excluding 5 patients with AA aneurysm, 508 outpatients were enrolled. All patients underwent a sequential
assessment including clinical history with collection of CV risk factors, physical examination, PSID exam and standard
Doppler echoc exam using a 2.5 transducer with harmonic capability, both by expert ultrasound operators, during the
same morning. Standard echocardiography operators were blinded on PSID exam and viceversa.

Results: Diagnostic accuracy of AA size by PSID was tested successfully with standard echo machine in a subgroup
(n = 102) (rho = 0.966, p < 0.0001). AA diameter was larger in men than in women and in ≥50 -years old subjects than
in those <50 -years old (both p < 0.0001). AA was larger in patients with coronary artery disease (CAD) (p < 0.0001). By a
multivariate model, male sex (p < 0.0001), age and body mass index (both p < 0.0001), CAD (p < 0.01) and heart
rate (p = 0.018) were independent predictors of AA size (cumulative R2 = 0.184, p < 0.0001).

Conclusion: PSID is a reliable tool for the screening of determinants of AA size. AA diameter is greater in men and
strongly influenced by aging and overweight. CAD may be also associated to increased AA diameter.

Keywords: Abdominal aorta, Pocket size imaging device, Ultrasound, Aging, Cardiovascular risk factors, Coronary artery
disease

Background
Abdominal aortic aneurysm (AAA) is a localized abnor-
mal dilatation of the aorta defined as a diameter ≥30 mm
or a >50% increase of the aortic diameter at the diaphragm
[1]. Incidence of AAA is increasing [2] due mainly to life
prolongation in the current era. The incidence of AAAs in
the general population is about 1.0 to 1.5% [3]. This

incidence is particularly high in presence of male gender,
advanced age, arterial systemic hypertension, family his-
tory of AAA, peripheral artery disease or coronary artery
disease (CAD), and/or cerebrovascular disease [4–6]. The
most feared complication is rupture, which relates directly
to size and is especially frequent in patients with AAA
>5.5 cm [7]. AAA rupture entails 85–90% overall mortal-
ity, 60% pre-hospital and from 40 to 70% in-hospital (fol-
lowing emergency interventions) [8]. AAAs usually do not
produce symptoms and ruptured aneurysms often occur
without warning. This comprehensive information high-
lights the need for an early detection of abdominal aorta
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(AA) dilatation, together with identification of high-risk
patients that could benefit from a screening program.
Ultrasound exam as a screening test for AAA is able to

visualize the aorta in 99% of patients and has a sensitivity
and specificity approaching 100% in screening settings for
AAA [9, 10]. In addition, ultrasound test is non invasive,
fast, relatively inexpensive, and without biological risk of
radiation. The feasibility of population-based ultrasound
screening of AAA has been established through large
randomized screening trials [11, 12]. Pocket Size Imaging
Device (PSID) is an ultrasound machine not classifiable as
a standard echocardiographic machine because of impos-
sibility of calculating chamber volumes and quantifying
valvular flow by pulsed or continuous Doppler. It has a
potential value as a screening tool [13, 14], because of its
possible use in several clinical settings.
The present study was designed to identify the influ-

ence of demographic variables and cardiovascular (CV)
risk factors on AA size in a screening of outpatient
population using PSID and to validate it in comparison
to standard transthoracic echo-Doppler exam.

Methods
Five hundred thirteen consecutive patients, referring to
Echo-lab of Federico II University hospital for a CV as-
sessment in a 6 months period, were screened. All sub-
jects gave written informed consent and the study was
approved by the Institutional Ethical Committee. During
the screening, 5 patients with AAA (diameter ≥ 3.0 cm
in maximum antero-posterior or latero-lateral dimen-
sions) were identified and excluded from subsequent
analysis. The final study population included 508 outpa-
tients (M/F = 305/203). All the patients underwent a se-
quential assessment including: 1. clinical history with
collection of CV risk factors; 2. physical examination; 3.
PSID exam (Vscan, GE, Horten, Norway) and 4. stand-
ard Doppler echocardiographic exam (Vivid E9 ultra-
sound scanner, GE, Horten, Norway) using a 2.5
transducer with harmonic capability, both by expert
ultrasound operators, during the same morning. Stand-
ard echocardiography operators were blinded on PSID
exam and viceversa.
Arterial systemic hypertension was diagnosed if sys-

tolic blood pressure (BP) exceeded 140 mmHg and/or
diastolic BP exceeded 90 mmHg, or if the patient was
taking antihypertensive drugs [15]. Hypercholesterolemia
was defined as plasma total cholesterol >200 mg/dL,
plasma low-density lipoprotein cholesterol >130 mg/dL,
or when the patient used lipid-lowering medications
[16]. Diabetes mellitus was diagnosed if plasma fasting
glucose exceeded 126 mg/dL or if the patient used
hypoglycaemic drugs [17]. A history of CAD was
documented by hospital records, it including acute cor-
onary syndromes, angina pectoris, previous coronary

revascularization procedures and positive inducible
ischemia test.
AA ultrasound exam was performed using a PSID

(unit + probe = 390 g) which provides 2-D, black and
white and colour flow images (fixed pulse-repetition fre-
quency and colour-box size), and is connected to a
broad-bandwith, phased array probe (1.7–3.8 MHz). The
flow sector represents blood flow within an angle of 30°.
Videos (automatic autocycle without ECG need) and im-
ages can be produced and stored in separate folders,
recalled via a gallery function and transferred to hard-
ware by an intermediate docking station. In the present
study we utilized an abdominal setting whereas the alter-
native cardiac/thoracic setting was not applied. AA was
visualized using subcostal and abdominal views, with the
patient lying supine. No abdominal preparation was re-
quired. The entire AA was first visualized in longitudinal
and transverse plans from the diaphragm to the aorta bi-
furcation in order to determine the greatest aortic diam-
eter, which was considered for statistical analyses.
Antero-posterior and latero-lateral outer diameters were
measured in the transverse plane, at the largest portion
of infrarenal aorta [18, 19] (Fig. 1). In a subgroup of 102
patients the diagnostic accuracy of AA size measure-
ments obtained by PSID was tested in comparison with
the same measurements taken by a standard echocardio-
graphic machine.

Statistical analyses
Statistical analyses were performed by SPSS package,
release 12 (SPSS Inc, Chicago, Illinois, USA). Data are
presented as mean value ± SD. Descriptive statistics were
done by one-factor ANOVA (Bonferroni post-hoc test).
Intra-class correlation analysis was used to assess agree-
ment of AA size between PSID and standard echo. The
null hypothesis was rejected at p ≤ 0.05.

Results
The feasibility of AA measurements by both PSID and
standard echo machine was 100%.
Figure 2 shows the univariate relation between AA

size measured by PSID and that taken by standard
echocardiography. The agreement between the two in-
strumentations was also excellent (rho = 0.966, 95%
CI = 0.956–0.974, p < 0.0001).
Demographic characteristics and CV risk factors of the

study population are listed in Table 1. Of note, hyperten-
sive patients were 64.9% of the study population, the
majority being under anti-hypertensive therapy.
AA diameter was larger in men (1.84 ± 0.35 cm) than

in women (1.65 ± 0.29 cm) (p < 0.0001) and in pa-
tients with > 50 years (1.80 ± 0.36 cm), compared with
patients >50 years old (1.64 ± 0.25 cm) (p < 0.0001). Of
note, smokers had larger AA diameter in comparison with
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non smokers (p = 0.007) as well as hypercholesterolemic
(p < 0.01) versus non hypercholesterolemic. Conversely,
the presence of both arterial hypertension and diabetes
mellitus did not differentiate larger AA diameters. AA
was larger also in patients with CAD (1.93 ± 0.43 cm)
than in those without (1.72 ± 0.31 cm) (p < 0.0001).
In the pooled population, AA diameter was posi-

tively related to age (p < 0.0001) (Fig. 3), systolic BP
(p < 0.005) (Fig. 4), mean BP and pulse pressure (both
r = 0.11, p < 0.01), weight, height and body mass
index (BMI) (all p < 0.0001) (Fig. 5). Diastolic BP and
heart rate were not significantly related with AA size.
In a multiple linear regression analysis performed in the

pooled population, after adjusting for several confounders,
male sex, age and BMI (all p < 0.0001), and, with a lesser
extent, CAD (p < 0.01) and heart rate (p = 0.018) were
independent predictors of AA size whereas cigarette

smoking and hypercholesterolemia did not enter the model
(cumulative R2 = 0.184, SEE = 0.31 cm, p < 0.0001)
(Table 2).

Discussion
The present study demonstrates (1) PSID's excellent feasi-
bility and accuracy in assessing AA size in comparison to
standard echocardiography and that (2) by using this tool,
male sex, age, body mass index are major independent de-
terminants of AA size, whereas the presence of CAD and
increased heart rate should not be underestimated.
PSID is a latest generation, portable device that allows

to acquire real-time 2D and colour Doppler images, giv-
ing the chance to obtain linear and area measurements
of cardiac and vascular structures. Its additional diagnos-
tic value to the simple physical examination has been
shown [20–22], particularly in conditions such as evalu-
ation of left ventricular size and function [21–23], right
ventricular heart failure [21, 24], mitral valve prolapse
[25] and pleural or pericardial effusions [26]. Being a
very small unit it offers the potential possibility of an
easy and practical use and effectiveness for population
screening [13]. The screening for AAA using PSID by
experienced physicians has been already proposed as a
valuable extension of routine physical examination in

Fig. 2 Univariate relation of PSID and standard echocardiographic
machine measurements of abdominal aorta (AA) in a subgroup of
102 patients

Table 1 Characteristics of Study Population

Variable Patients (n = 508)

Sex (M/F) 305/203

Age (years) 57.0 ± 15.5

Arterial Hypertension, n (%) 330 (64.9%)

Hypercholesterolemia, n (%) 228 (44.8%)

Type II diabetes mellitus, n (%) 77 (15.1%)

Cigarette smoking, n (%) 115 (22.6%)

Coronary artery disease, n (%) 90 (17.7%)

Anti-hypertensive therapy, n (%) 290 (57.1%)

Fig. 1 AA visualized in longitudinal and transverse plans from the diaphragm to the bifurcation of the aorta. Antero-posterior and latero-lateral
outer diameters were measured in the transverse plane, at the largest portion of infrarenal aorta. The figure shows the good concordance of the
two measured diameters between standard echocardiography (panel a) and PSID (panel b): 17.89 mm versus 1.77 cm and 17.11 mm versus 1.71 cm
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vascular patients. It appeared to have a 100% of agreement
with a standard ultrasound machine in diagnosing aneu-
rysms in 204 patients hospitalized in a cardiology institute
[27]. Another study showed a good diagnostic accuracy in
measuring AA size in comparison with standard ultra-
sound exam in patients referring for acute myocardial in-
farction in coronary care unit [28]. The present study is in
agreement with these findings since we found an excellent
concordance between measurements of AA taken by PSID
and those obtained by a standard ultrasound machine. Ac-
cordingly, PSID can be judged as a valuable tool for de-
tecting AA dilation.
AAA represents still nowadays an important cause of

mortality in the western countries [29]. To date, in expert
hands, ultrasound exam represents a consolidated tool for
AA assessment [30]. Therefore, an effective screening plan

could be valuable to prevent extreme AA dilation and
rupture and appropriately address high risk patients
towards surgery. The importance of an early detection of
AA dilatation has been indirectly proven by the observa-
tion that AAA and AA rupture can be reasonably
excluded in old patients with abdominal pain admitted in
emergency department if they had a normal AA size on a
previously performed computed tomography or ultra-
sound exam [31]. A recent study has also shown that a
systematic and targeted approach based on CV risk as-
sessment could be very useful to identify undiagnosed
cases [32]. The cost-effectiveness of AAA screening pro-
grams has been demonstrated in men with >65 years [33].
Even women should be involved in these programs, be-
cause, in spite of the lower prevalence, AAA in woman
has a higher risk of rupture [34].
By using standard ultrasound machines, determinants of

AAA have been more extensively investigated than factors
influencing AA size itself. In an unselected population of
742 patients, Bekkers et al. observed that AAA prevalence
increased with age, especially in men [35]. In the very
large sample size of Tromso study, the prevalence of AAA
increased with age, additional factors being represented by
smoke, low serum high density lipoprotein cholesterol
and antihypertensive therapy [36]. In a meta-analysis of 15
cross-sectional studies, male sex was strongly associated
with AAA (OR 5.69), while cigarette smoking (OR 2.41),
history of myocardial infarction (OR 2.28) or peripheral
vascular disease (OR 2.50) showed moderate associations
and arterial hypertension was only weakly associated with
AAA (OR 1.33) [37]. The association of obesity with AAA
is controversial. Body mass index was not associated with
AAA presence and growth in the experiences of Tagaki et
al. [38, 39]. However, in a large cohort of 12.203 men who
had an ultrasound examination of their AA and filled out
a questionnaire including demographic, behavioural and
medical variables, AAA was significantly associated with a
waist/hip ratio greater than 0.9 [35].
In our study population, we extended the screening

to outpatients without overt AAA. By this assessment.
male sex, age and BMI were all major independent
determinants of AA size, whereas the association of
higher heart rate and AA was marginal but signifi-
cant. Although this latter finding is in disagreement
with a cross sectional study showing a negative cor-
relation between heart rate and AA diameter [40], it
is conceivable that tachycardia could exert a detri-
mental effect on AA size [41]. Systolic BP showed a
positive univariate relation with AA diameter in our
study population but this association disappeared in
the multivariate model. Conversely, in a recent study
diastolic BP was a risk factor of AAA expansion [42].
The undergoing anti-hypertensive therapy of the ma-
jority of our patients (57%, see Table 1) could have

Fig. 3 Positive univariate relation between age and abdominal aorta
(AA) diameter

Fig. 4 Positive univariate relation between systolic blood pressure
(BP) and abdominal aorta (AA) diameter
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blunted the association between increased afterload
due to hypertension and AA size of the present study.
The independent association of CAD with AA size is
consistent with the data of Bekkers et al., who found
a significant association of AAA with established cor-
onary and peripheral arterial disease [35] and also
with a meta-analysis of 15 cross-sectional studies [37].
Cigarette smoking and hypercholesterolemia were not
independently associated with increased AA size, find-
ings which are in disagreement with some previous
studies assessing determinants of AAA [36, 37]. It has
however to be taken into account that the rate of
smoking in our population sample was relatively low
and that the present study investigated determinants
of AA diameter in earlier stages than that explored in
these previous observations on AAA.

Study limitations
The main limitation of the present study is repre-
sented by the fact that we demonstrated the diagnos-
tic capability of PSID in measuring AA and not AAA.
However, looking at our correlation between AA data
assessed by PSID and standard echo we can suppose
that PSID-derived measurements of AAA could be
also consistent with those taken by standard echo
machine. Another limitation could be considered our
lack of correlation data between AA and ascending
aorta, an association previously reported by Agricola
et al. in patients with known AAA [42]. Finally, PSID
derived AA size in the present study was measured by
experts in cardiac ultrasound whereas it could be even
more important to collect measurements taken by non ex-
pert operators.

Conclusion
The physical examination does not always allow diag-
nosis of AAA in patients without a very large AA
diameter [43]. The findings of the present study dem-
onstrate that the use of a miniaturized and portable
device such as PSID could allow to widen the
spectrum of patients susceptible of screening, allowing
AA visualization also during a routine medical exam-
ination. Thus, the physician has the opportunity to
complete the evaluation of patients, especially those
at higher CV risk, to precociously detect patients with
abnormalities of AA size and possibly treat cardiovas-
cular risk factors more aggressively.

Abbreviations
AA: Abdominal aorta; AAA: Abdominal aorta aneurysm; CAD: Coronary artery
disease; CV: Cardiovascular; PSID: Pocket size imaging device

Fig. 5 Positive relation of weight (panel a), height (panel b) and body mass index (BMI) (panel c) with abdominal aorta (AA) diameter

Table 2 Independent predictors of AA Size by multiple linear
regression analysis

Dependent
variable

Predictor Standardized β
coefficient

P value

AA size Male sex 0.279 <0.0001

Age 0.174 <0.0001

BMI 0.170 <0.0001

HR 0.099 =0.018

Systolic BP 0.018 0.671

Cigarette smoking 0.019 0.654

Hypercholesterolemia 0.040 0.352

Coronary artery disease 0.106 <0.01

Cumulative R2 = 0.184, SEE = 0.31 cm, p < 0.0001
AA abdominal aorta, BP blood pressure, BMI body mass index, HR heart rate

Esposito et al. Cardiovascular Ultrasound  (2017) 15:2 Page 5 of 7



Funding
No funding.

Authors’ contributions
RE and FI designed the study and drafted the manuscript, VSL, RS and VS
participated in the design of the study and performed the statistical analyses,
GG participated in the study design and coordination and helped to draft
the manuscript, GE, BT and MG conceived the study and its designed and
revised critically the final manuscript All authors read and approved the final
manuscript.

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

Ethics approval and consent to participate
Ethics approval from Federico II University Hospital Naples (2014). Informed
consent obtained from each patient.

Received: 27 September 2016 Accepted: 28 December 2016

References
1. Braunwald E, Fauci AS, Kasper DL, Hauser S, Longo DL, Jameson JL. Harrison’s

principles of internal medicine. 15th ed. New York: McGraw-Hill; 2001.
2. Spittell PC, Ehrsam JE, Anderson L, Seward JB. Screening for abdominal

aortic aneurysm during transthoraric echocardiography in a hypertensive
patient population. J Am Soc Echocardiogr. 1997;10:722–7.

3. Salo JA, Soisalon-Soininen S, Bondestam S, Mattila PS. Familial occurrence of
abdominal aortic aneurysm. Ann Intern Med. 1999;130:637–42.

4. Karanjia PN, Madden KP, Lobner S. Coexistence of abdominal aortic aneurysm
in patients with carotid stenosis. Stroke. 1994;25:627–30.

5. Folsom AR, Yao L, Alonso A, Lutsey PL, Missov E, Lederle FA, Ballantyne CM,
Tang W. Circulating biomarkers and abdominal aortic aneurysm incidence: The
Atherosclerosis Risk in Communities (ARIC) Study. Circulation. 2015;132:578–85.

6. Giugliano G, Perrino C, Schiano V, Brevetti L, Sannino A, Schiattarella GG,
Gargiulo G, Serino F, Ferrone M, Scudiero F, Carbone A, Bruno A, Amato B,
Trimarco B, Esposito G. Endovascular treatment of lower extremity arteries is
associated with an improved outcome in diabetic patients affected by
intermittent claudication. BMC Surg. 2012;12 Suppl 1:S19.

7. Lederle FA, Johnson GR, Wilson SE, Ballard DJ, Jordan Jr WD, Blebea J, Littooy
FN, Freischlag JA, Bandyk D, Rapp JH, Salam AA, Veterans Affairs Cooperative
Study #417 Investigators. Rupture rate of large abdominal aortic aneurysms in
patients refusing or unfit for elective repair. JAMA. 2002;287:2968–72.

8. Health Quality Ontario. Ultrasound screening for abdominal aortic aneurysm:
an evidence-based analysis. Ont Health Technol Assess Ser. 2006;6:1–67.

9. Quill DS, Colgan MP, Sumner DS. Ultrasonic screening for the detection of
abdominal aortic aneurysms. Surg Clin North Am. 1989;69:713–20.

10. Eisenberg MJ, Geraci SJ, Schiller NB. Screening for abdominal aortic aneurysms
during transthoracic echocardiography. Am Heart J. 1995;130:109–15.

11. Ashton HA, Buxton MJ, Day NE, Kim LG, Marteau TM, Scott RA, Thompson SG,
Walker NM, Multicentre Aneurysm Screening Study Group. The Multicentre
Aneurysm Screening Study (MASS) into the effect of abdominal aortic
aneurysm screening on mortality in men: a randomised controlled trial. Lancet.
2002;360:1531–9.

12. Seelig MH, Malouf YL, Klingler PJ, Oldenburg WA, Atkinson EJ. Clinical utility
of routine screening for abdominal aortic aneurysm during
echocardiography. Vasa. 2000;29:265–8.

13. Sicari R, Galderisi M, Voigt JU, Habib G, Zamorano JL, Lancellotti P, Badano LP.
The use of pocket sixe imaging device: a position statement of the European
Association of Echocardiography. Eur J Echocardiogr. 2011;12:85–7.

14. Galderisi M, Santoro A, Versiero M, Lomoriello VS, Esposito R, Raia R, Farina
F, Schiattarella PL, Bonito M, Olibet M, de Simone G. Improved cardiovascular
diagnostic accuracy by pocket size imaging device in non-cardiologic
outpatients: the NaUSiCa (Naples Ultrasound Stethoscope in Cardiology) study.
Cardiovasc Ultrasound. 2010;8:51.

15. Mancia G, Fagard R, Narkiewicz K, Redon J, Zanchetti A, Böhm M, Christiaens T,
Cifkova R, De Backer G, Dominiczak A, Galderisi M, Grobbee DE, Jaarsma T,
Kirchhof P, Kjeldsen SE, Laurent S, Manolis AJ, Nilsson PM, Ruilope LM, Schmieder
RE, Sirnes PA, Sleight P, Viigimaa M, Waeber B, Zannad F, Redon J, Dominiczak A,
Narkiewicz K, Nilsson PM, Burnier M, Viigimaa M, Ambrosioni E, Caufield M, Coca
A, Olsen MH, Schmieder RE, Tsioufis C, van de Borne P, Zamorano JL, Achenbach

S, Baumgartner H, Bax JJ, Bueno H, Dean V, Deaton C, Erol C, Fagard R, Ferrari R,
Hasdai D, Hoes AW, Kirchhof P, Knuuti J, Kolh P, Lancellotti P, Linhart A,
Nihoyannopoulos P, Piepoli MF, Ponikowski P, Sirnes PA, Tamargo JL, Tendera M,
Torbicki A, Wijns W, Windecker S, Clement DL, Coca A, Gillebert TC, Tendera M,
Rosei EA, Ambrosioni E, Anker SD, Bauersachs J, Hitij JB, Caulfield M, De Buyzere
M, De Geest S, Derumeaux GA, Erdine S, Farsang C, Funck-Brentano C, Gerc V,
Germano G, Gielen S, Haller H, Hoes AW, Jordan J, Kahan T, Komajda M, Lovic D,
Mahrholdt H, Olsen MH, Ostergren J, Parati G, Perk J, Polonia J, Popescu BA,
Reiner Z, Rydén L, Sirenko Y, Stanton A, Struijker-Boudier H, Tsioufis C, van de
Borne P, Vlachopoulos C, Volpe M, Wood DA. 2013 ESH/ESC Practice guidelines
for the management of arterial hypertension. Eur Heart J. 2013;34:2159–219.

16. Reiner Z, Catapano AL, De Backer G, Graham I, Taskinen MR, Wiklund O,
Agewall S, Alegria E, Chapman MJ, Durrington P, Erdine S, Halcox J, Hobbs
R, Kjekshus J, Filardi PP, Riccardi G, Storey RF, Wood D, ESC Committee for
Practice Guidelines (CPG) 2008–2010 and 2010–2012 Committees, European
Association for Cardiovascular Prevention & Rehabilitation. ESC/EAS Guidelines for
the management of dyslipidaemias: the Task Force for the management of
dyslipidaemias of the European Society of Cardiology (ESC) and the European
Atherosclerosis Society (EAS). Eur Heart J. 2011;32:1769–818.

17. Rydén L, Grant PJ, Anker SD, Berne C, Cosentino F, Danchin N, Deaton C,
Escaned J, Hammes HP, Huikuri H, Marre M, Marx N, Mellbin L, Ostergren J,
Patrono C, Seferovic P, Uva MS, Taskinen MR, Tendera M, Tuomilehto J,
Valensi P, Zamorano JL, ESC Committee for Practice Guidelines (CPG),
Zamorano JL, Achenbach S, Baumgartner H, Bax JJ, Bueno H, Dean V,
Deaton C, Erol C, Fagard R, Ferrari R, Hasdai D, Hoes AW, Kirchhof P, Knuuti
J, Kolh P, Lancellotti P, Linhart A, Nihoyannopoulos P, Piepoli MF,
Ponikowski P, Sirnes PA, Tamargo JL, Tendera M, Torbicki A, Wijns W,
Windecker S. ESC Guidelines on diabetes, pre-diabetes, and cardiovascular
diseases developed in collaboration with the EASD: the Task Force on
diabetes, pre-diabetes, and cardiovascular diseases of the European Society
of Cardiology (ESC) and developed in collaboration with the European
Association for the Study of Diabetes (EASD). Eur Heart J. 2013;34:3035–87.

18. Johnston KW, Rutherford RB, Tilson MD, Shah DM, Hollier L, Stanley JC.
Suggested standards for reporting on arterial aneurysms: Subcommittee on
reporting standards for arterial aneurysms, ad hoc Committee on reporting
standards, Society for Vascular Surgery and North American Chapter,
International Society for Cardiovascular Surgery. J Vas Surg. 1991;13:452–8.

19. Erbel R, Aboyans V, Boileau C, Bossone E, Bartolomeo RD, Eggebrecht H,
Evangelista A, Falk V, Frank H, Gaemperli O, Grabenwöger M, Haverich A,
Iung B, Manolis AJ, Meijboom F, Nienaber CA, Roffi M, Rousseau H, Sechtem
U, Sirnes PA, Allmen RS, Vrints CJ, ESC Committee for Practice Guidelines.
2014 ESC Guidelines on the diagnosis and treatment of aortic diseases:
Document covering acute and chronic aortic diseases of the thoracic 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;35:2873–926.

20. Cardim N, Fernandez Golfin C, Aubele A, Aubele A, Toste J, Cobos MA,
Carmelo V, Nunes I, Oliveira AG, Zamorano J. Usefulness of a new miniaturized
echocardiographic system in outpatient cardiology consultations as an
extension of physical examination. J Am Soc Echocardiogr. 2011;24:117–24.

21. Prinz C, Dohrmann J, van Buuren F, Bitter T, Bogunovic N, Horstkotte D,
Faber L. Diagnostic performance of hand-held echocardiography for the
assessment of basic cardiac morphology and function: a validation study in
routine cardiac patients. Echocardiography. 2012;29:887–94.

22. Michalski B, Kasprzak JD, Szymczyk E, Lipiec P. Diagnostic utility and clinical
usefulness of the pocket echocardiographic device. Echocardiography. 2012;29:1–6.

23. Gianstefani S, Catibog N, Whittaker AR, et al. Pocket-size imaging device:
effectiveness for ward-based transthoracic studies. Eur Heart J Cardiovasc
Imaging. 2013;14:1132–9.

24. Schiano-Lomoriello V, Esposito R, Santoro C, de Simone G, Galderisi M.
Early markers of right heart involvement in regular smokers by Pocket Size
Imaging Device. Cardiovasc Ultrasound. 2015;13:33.

25. Kimura BJ, Scott R, De Maria AN. Accuracy and cost-effectiveness of single-view
echocardiographic screening for suspected mitral valve prolapse. Am J Med.
2000;108:331–3.

26. Lisi M, Cameli M, Mondillo S, Luzzi L, Zacà V, Cameli P, Gotti G, Galderisi M.
Incremental value of pocket size imaging device for bedside diagnosis of
unilateral pleural effusions and ultrasound-guided thoracentesis. Interact
Cardiovasc Thorac Surg. 2012;15:596–601.

27. Cueff C, Keenan NG, Krapf L, Steg PG, Cimadevilla C, Ducrocq G, Michel JB,
Vahanian A, Messika-Zeitoun D. Screening for abdominal aortic aneurysm in

Esposito et al. Cardiovascular Ultrasound  (2017) 15:2 Page 6 of 7



coronary care unit patients with acute myocardial infarction using portable
transthoracic echocardiography. Eur Heart J Cardiovasc Imaging. 2012;13:574–8.

28. Prance SE, Wilson YG, Cosgrove CM, Walker AJ, Wilkins DC, Ashley S.
Ruptured abdominal aortic aneurysms: selecting patients for surgery. Eur J
Vasc Endovasc Surg. 1999;17:129–32.

29. Kostun ZW, Malik RK. Screening for abdominal aortic aneurysms. Clin Imaging.
2016;40:321–4.

30. Hahn B, Bonhomme K, Finnie J, Adwar S, Lesser M, Hirschorn D. Does a normal
screening ultrasound of the abdominal aorta reduce the likelihood of rupture
in emergency department patients? Clin Imaging. 2016;3:398–401.

31. Jones GT, Hill BG, Curtis N, Kabir TD, Wong LE, Tilyard MW, Williams MJ, van
Rij AM. Comparison of three targeted approaches to screening for abdominal
aortic aneurysm based on cardiovascular risk. Br J Surg. 2016;103:1139–46.

32. Bergqvist D, Bjorck M, Wanhainen A. Abdominal aortic aneurysm–to screen
or not to screen. Eur J Vasc Endovasc Surg. 2008;35:13–8.

33. Wanhainen A, Lundkvist J, Bergqvist D, Björck M. Cost-effectiveness of
screening women for abdominal aortic aneurysm. J Vasc Surg. 2006;43:908–14.

34. Jamrozik K, Norman PE, Spencer CA, Parsons RW, Tuohy R, Lawrence-Brown
MM, Dickinson JA. Screening for abdominal aortic aneurysm: lessons from a
population-based study. Med J Aust. 2000;173:345–50.

35. Bekkers SC, Habets JH, Cheriex EC, Palmans A, Pinto Y, Hofstra L, Crijns HJ.
Abdominal aortic aneurysm screening during transthoracic echocardiography
in an unselected population. J Am Soc Echocardiogr. 2005;18:389–93.

36. Singh K, Bonaa KH, Jacobsen BK, Bjork L, Solberg S. Prevalence of and risk
factors for abdominal aortic aneurysms in a population-based study: The
Tromso Study. Am J Epidemiol. 2001;154:236–44.

37. Cornuz J, Sidoti Pinto C, Tevaearai H, Egger M. Risk factors for asymptomatic
abdominal aortic aneurysm: systematic review and meta-analysis of
population-based screening studies. Eur J Public Health. 2004;14:343–9.

38. Takagi H, Umemoto T. A meta-analysis of the association of obesity with
abdominal aortic aneurysm presence. Int Angiol. 2015;34:383–91.

39. Takagi H, Umemoto T. The association between body mass index and
abdominal aortic aneurysm growth: a systematic review. Vasa. 2016;45:119–24.

40. Wei R, Liu LS, Wang LW, Zhang T, Liu J, Zuo SW, Jia SH, Song YX, Wu ZY,
Duan C, Ge YY, Li HB, Xiong J, Jia X, Wang X, Kong W, Xu XP, Guo W, Huo
Y. Association of resting heart rate with infrarenal aortic diameter: A cross-
sectional study in chinese hypertensive adults. Eur J Vasc Endovasc Surg.
2015;50:714–21.

41. Bhak RH, Wininger M, Johnson GR, Lederle FA, Messina LM, Ballard DJ, Wilson
SE, Aneurysm Detection and Management (ADAM) Study Group. Factors
associated with small abdominal aortic aneurysm expansion rate. JAMA Surg.
2015;150:44–50.

42. Agricola E, Slavich M, Tufaro V, Fisicaro A, Oppizzi M, Melissano G, Bertoglio
L, Marone E, Civilini E, Margonato A, Chiesa R. Prevalence of thoracic ascending
aortic aneurysm in adult patients with known abdominal aortic aneurysm: an
echocardiographic study. Int J Cardiol. 2013;168:3147–8.

43. Fink HA, Lederle FA, Roth CS, Bowles CA, Nelson DB, Haas MA. The accuracy
of physical examination to detect abdominal aortic aneurysm. Arch Intern
Med. 2000;160:833–6.

•  We accept pre-submission inquiries 

•  Our selector tool helps you to find the most relevant journal

•  We provide round the clock customer support 

•  Convenient online submission

•  Thorough peer review

•  Inclusion in PubMed and all major indexing services 

•  Maximum visibility for your research

Submit your manuscript at
www.biomedcentral.com/submit

Submit your next manuscript to BioMed Central 
and we will help you at every step:

Esposito et al. Cardiovascular Ultrasound  (2017) 15:2 Page 7 of 7


	Abstract
	Background
	Methods
	Results
	Conclusion

	Background
	Methods
	Statistical analyses

	Results
	Discussion
	Study limitations

	Conclusion
	Abbreviations
	Funding
	Authors’ contributions
	Competing interests
	Ethics approval and consent to participate
	References

