Linköping Studies in Science and Technology
Dissertation No. 1360

Towards Subject Specific Aortic
Wall Shear Stress
- a combined CFD and MRI approach

Johan Renner

Division of Applied Thermodynamics and Fluid Mechanics
Department of Management and Engineering
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Abstract
The cardiovascular system is an important part of the human body since it transports both energy and oxygen to all cells throughout the body. Diseases in this
system are often dangerous and cardiovascular diseases is the number one killer
in the western world. Common cardiovascular diseases are heart attack and stroke,
which origins from obstructed blood flow. It is generally important to understand
the causes for these cardiovascular diseases. The main causes for these diseases
is atherosclerosis development in the arteries (hardening and abnormal growth).
This transform of the arterial wall is believed to be influenced by the mechanical
load from the flowing blood on the artery and especially the tangential force the
wall shear stress. To retrieve wall shear stress information in arteries in-vivo is
highly interesting due to the coupling to atherosclerosis and indeed a challenge.
The goal of this thesis is to develop, describe and evaluate an in-vivo method
for subject specific wall shear stress estimations in the human aorta, the largest
artery in the human body. The method uses an image based computational fluid
dynamics approach in order to estimate the wall shear stress.
To retrieve in-vivo geometrical descriptions of the aorta magnetic resonance imaging capabilities is used which creates image material describing the subject specific geometry of the aorta. Magnetic resonance imaging is also used to retrieve
subject specific blood velocity information in the aorta. Both aortic geometry and
velocity is gained at the same time. Thereafter the image material is interpreted
using level-set segmentation in order to get a three-dimensional description of the
aorta. Computational fluid dynamics simulations is applied on the subject specific
aorta in order to calculate time resolved wall shear stress distribution at the entire
aortic wall included in the actual model.
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This work shows that it is possible to estimate subject specific wall shear stress
in the human aorta. The results from a group of healthy volunteers revealed that
the arterial geometry is very subject specific and the differnt wall shear stress distributions have general similarities but the level and local distribution are clearly
different. Sensitivity (on wall shear stress) to image modality, the different segmentation methods and different inlet velocity profiles have been tested, which
resulted in these general conclusions:
• The aortic diameter from magnetic resonance imaging became similar to
the reference diameter measurement method.
• The fast semi-automatic level-set segmentation method gave similar geometry and wall shear stress results when compared to a reference segmentation
method.
• Wall shear stress distribution became different when comparing a simplified
uniform velocity profile inlet boundary condition with a measured velocity
profile.
The method proposed in this thesis have the possibility to produce subject specific wall shear stress distribution in the human aorta. The method can be used
for further medical research regarding atherosclerosis development and has the
possibility for usage in clinical work.
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Populärvetenskaplig beskrivning
Här följer en populärvetenskaplig sammanfattning som beskriver avhandlingens
innehåll och vilken betydelse resultaten kan ha för framtiden.
Detta arbete beskriver hur man med hjälp av avancerad flödesberäkningsteknik
och bildinformation av en specifik människas stora kroppspulsåder (aortan), kan
uppskatta friktionskrafterna som det flödande blodet utövar på blodåderns kärlvägg.
Kunskap och tillförlitliga data om denna friktionskraft kan underlätta förståelsen
kring hur åderförkalkning utvecklas och uppstår i kärlväggen. Att förstå uppkomsten och utvecklingen av åderförkalkning är viktigt, eftersom hjärt- och
kärlsjukdomar (exempelvis hjärtinfarkt och stroke) i mycket hög grad beror av
åderförkalkning. Hur åderförkalkningsprocessen går till kan inte ännu fullständigt
beskrivas och förklaras. Sedan länge vet man dock att faktorer såsom bl.a. rökning, högt blodtryck och blodfetter kan påverka denna process, men om denna
typ av globala faktorer vore de enda, så skulle fördelningen av åderförkalkade
områden vara jämnt utspridda i människans kärl. Så är inte fallet utan områden
med åderförkalkning är mycket specifikt lokaliserade, till exempel i närheten av
förgreningar i blodkärlssystemet. Detta har gjort att man tror och man har även
indikationer på att friktionsbelastningen kan spela en viktig roll vid utveckling
och lokalisering av åderförkalkning.
Teorin om sambanden mellan friktionskraft och åderförkalkning grundades från
början på flödesexperiment genomförda på modeller av blodkärl och utifrån experimenten drog man slutsatser om kopplingar mellan olika faktorer. Dessa försök
utfördes i början av 1970-talet och sedan dess har man försökt fördjupa kunskapen. Idag är den allmänna uppfattningen att lokala områden med låga och
varierande (i både riktning och tid) friktionskrafter på kärlväggen är ett riskområde
för utveckling av åderförkalkning. Undersökningar av friktionskraftens påverkan
har ibland gjorts med relativt grova metoder. Till exempel har friktionskraften
för ett tvärsnitt av blodkärlet uppskattats med hjälp av flödesteorier som bland
annat baseras på ett flöde som inte varierar med tiden samt att geometrin (röret)
uppströms mätningen ska vara rakt och 50-100 diametrar långt. Dessa förenklin-

ix

gar stämmer mycket dåligt med flödessituationen i ett blodkärl i människokroppen. Eftersom utveckling av åderförkalkning visar sig vara mycket lokal så är behovet av detaljerat uppskattade friktionskrafter mycket stort. Utvecklingen inom
de områden som ingår i detta arbete (exempelvis flödesberäkningar och medicinsk
bildinsamling) har utvecklats kraftigt under de senaste åren. Genom att kombinera
dessa är det nu möjligt med den föreslagna metoden att uppskatta friktionskraften
med mycket god detaljgrad och specifikt för en enskild individ. Avhandlingen
beskriver och utvärderar känsligheten för den utvecklade metoden, som på individspecifik nivå uppskattar friktionskraften på kärlväggen. Metoden innefattar:
bildinsamling med magnetresonanskamera, bildbehandling (tolkning av bildmaterialet), där en tredimensionell geometri av aktuellt kärl skapas, och flödesberäkningsteknik används utgående från denna geometri för att ta fram friktionskraften.
Den direkta framtida användningen av denna metod är att stödja den medicinska forskningen kring åderförkalkning. Framtida klinisk användning av metoden
till nytta för enskilda individer kan vara att göra uppskattningar av friktionsfördelningen före och efter kirurgiska ingrepp i kärlsystemet. Vidare in i framtiden kan
tänkbara användningsområden vara att i förväg planera och optimera ingrepp samt
att bedöma eller diagnostisera en specifik individs riskområden för kärlsjukdomar.
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Another for me important person is PhD Jonas Stålhand - thank you for all inspiring discussions regarding: research, academic issues as well as teaching and pedagogy strategies. I also want to acknowledge Professor Emeritus Dan Loyd for
his stamina in reviewing and discussing this text, and to make the engineering approach to fluid mechanics and thermodynamics pragmatically clear to me. I want
to give special thanks to Associate Professor Tino Ebbers for providing both data
and knowledge regarding magnetic resonance imaging and to PhD Einar Heiberg
(Lund) for his valuable expertise in image segmentation and providing software
for such tasks. I also want to thank M.D. Daniel Modin for impressive stamina
in performing manual segmentation and M.Sc. Hossein Nadali Najafabadi for
the efforts in meshing and computational fluid dynamics setup in paper IV. I send
my gratitude’s to all coworkers at the division of Applied Thermodynamics and
Fluid Mechanics for the valuable discussions as well as creating an excellent and
inspiring working environment.
To be able to perform my research the hardware infrastructure needed was the
magnetic resonance imaging capabilities at the Center for Medical Image Visualization and simulation (CMIV) and computational power at the National Supercomputer Center (NSC), Linköping.
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Linköping University (LiU):
• LiU: Strategic Research in Medical Image-Science & Visualization, SMIV,
Project VAMOS-Vascular Modeling and Simulation
• LiU: Efficient methods for parameter estimation from velocity data CENIIT 99.11
Others:
• Swedish - Heart-Lung Foundation

xiii

List of Papers
This thesis is based on the following six papers, which will be referred to by their
Roman numerals:
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Chapter 1
Introduction
The blood is the main transportation system in the human body which gives the
possibility to transport oxygen and energy to all the cells in the human body. Arteries and veins build a transportation network where arteries are the blood vessels
heading out of the heart and veins are the vessels heading back to the heart. The
three main parts of this transportation system are the vessels (network), the blood
(transportation fluid) and the heart (pump/motor). This transportation system is
very crucial and obstructions of the blood flow may be lethal. Occlusions in the
coronary arteries (supplying blood to the heart) can cause a myocardial infarction
(heart attack). Another dangerous scenario is when carotid arteries (supplying
blood to the brain) are occluded which causes cerebral infarction (stroke). In
2007, the total mortality in Sweden was 91 820 of whom 37 960 were due to
circulatory diseases, mainly myocardial infarctions and cerebral infarctions [47].
In general are approximately 50% of the deaths in the Western world today are
originating from atherosclerosis, which makes the disease to be the number one
killer in this part of the world [43]. It can clearly be stated that the function of the
cardiovascular system is crucial and interferences in blood flow function are not
desirable.

Time
Figure 1: Atherosclerosis development in artery. The lumen (inner) diameter remains
unchanged in early phases and in later phases are the atherosclerotic plaques reducing the
arterial lumen diameter.
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The most common underlying factor to circulatory diseases is atherosclerotic disease and the development of atherosclerotic plaques. In early phases there will be
an outward remodelling of the vessel while with time the lumen (inner) diameter
is reduced, see figure 1. The atherosclerotic process is prolonged in time and early
stages are already found in children (fatty streaks) but the clinical implications will
mainly be detected in middle age to elderly. Briefly described is the atherosclerosis development starting with fatty streaks which can develop into next stage
which is fibrofatty plaque. So far is the influence created by the atherosclerosis mainly clinically unnoticed, further development including e.g. inflammation,
plaque growth and calcification will create a vulnerable plaque. This stage can
further lead to three different clinical phases: I. rupture of the artery, II. occlusion by thrombus and III. critical stenosis which prevents blood flow, graphically
described in figure 2.
Fatty Streak

Normal Artery

I. Rupture

Fibrofatty Plaque

II. Occlusion by
Thrombus

Vulnerable Plaque

III. Critical Stenosis

Figure 2: Phases in atherosclerosis development in arteries, I-III describes clinical phases.

General risk factors are well known today e.g. smoking, high cholesterol levels in the blood, hypertension (high blood pressure) and lack of physical activity.
All these factors are seen from an overview and/or biochemical perspective. If
these factors would be the only factors influencing the atherosclerosis genesis the
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development of atherosclerotic plaques would become rather uniform in the arterial system. However, this is not the case. It has been shown [21, 27] that the
atherosclerosis development clearly is non-uniformly distributed in the arteries.
Typical atherosclerotic sites are at bifurcations in the arterial tree as well as at the
inside of an arch. This fact clearly gives questions, if the flow situation locally in
these sites favours atherosclerotic development? Such sites have indeed a complex flow situation and especially since the heart creates a pulsating flow entering
the arterial system. This means that the hemodynamic load on the arterial wall is
time dependent (both in magnitude and direction) and indeed very complex. In
order to define such risk sites it is interesting to look at hemodynamic factors that
influence the arterial wall. The wall shear stress, WSS, is such a factor, which can
be described as the friction that the flowing blood induces on the arterial wall.
Since the beginning of the seventies the WSS role in atherosclerotic development
has been investigated. At first the connection between WSS and atherosclerosis
were contradictory postulated as high respectively low WSS [19, 10]. Today it is
recognized that low and oscillating WSS must be taken into consideration when
looking for atherosclerotic risk sites [7, 53, 23, 12]. The part of the arterial wall
that is influenced the of WSS is principally the innermost part of the wall, which
consists of a singel cell layer thick, the endothelium. This is built of endothelial cells which are 1-2 µm thick and have a size about 10-20 µm. These cells
regulate the transport of substances and substances to and from the rest of the
arterial wall and they are very sensitive to frictional surface loading (WSS) [37].
Due to the mechanical load, the endothelium cells can remodel into different geu(y)
τwall = µ

y
Arterial Wall

x

h

∂u
∂y

i

wall

Endothelial Cells
Figure 3: Schematic image of WSS loading (τwall) on endothelial cells at the inside of
the arterial wall.

ometries [27]. The geometrical form of endothelial cells is normally elliptical.
However, both elliptical and circular endothelial cells have been found in different kinds of frictional load situations [37]. A more circular shape, seems to be
an indicator of some dysfunction as discovered by Ross and Glomset [45, 44].
Further, the thin layer of cells plays an important role in atherosclerotic development. Earlier, the endothelium was generally believed to be a non-active barrier
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between the blood and the rest of the arterial wall. The breakthrough by Ross and
Glomset showed that this layer is very active indeed and it has a regulatory function for the arterial wall, which also links atherosclerosis directly to the functional
response of the endothelium. This is constantly regulated due to local WSS loading (figure 3) [37]. The coupling between atherosclerosis and WSS was further
investigated by [15, 26, 30, 56, 51, 31].
The research disciplines concerning in-vivo WSS estimation continuously produces new and improved methods (both experimental and computational) and
tools to retrieve the details of WSS in the human arteries. This is indeed useful because the research field of estimating WSS in the cardiovascular system in humans
easily becomes very complex. To be able to make estimations of the WSS inside
the human body a range of disciplines must be involved e.g. medicine, physics,
fluid mechanics, non-invasive data acquisition and image processing. This chain
of actions needed for the WSS estimation method will be further addressed as
the workflow. The workflow includes Magnetic Resonance Imaging (MRI) measurement of the artery in focus, image segmentation to produce a 3D model of the
artery, Computational Fluid Dynamics (CFD) modeling, CFD simulation and post
processing the CFD results, see figure 4.

Subject

MRI Measurement

Segmentation

CFD Simulation

WSS

Figure 4: Schematic image of the subject specific WSS estimation method

The focus of this thesis will mainly be the fluid mechanics part of the workflow
which includes the CFD actions. The human aorta has been used in the studies.
The aorta is the largest artery in the human body and it is directly attached to the
heart. From the heart the aorta distributes the flowing blood through the branches
in the aortic arch that supply the head and arms with blood. Distally to the aortic
arch the aorta supply the rest of the body with blood and the main branching divide the blood to the kidneys and the two legs. The aortic section used for WSS
estimations in this work is the upper part of the human aorta starting imediately
distal (downstream) to the coronary arteries including the aortic arch as well as
the branches to the head and arm, see figure 5.
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Figure 5: The aorta the largest artery in the human body, dashed lines mark boundaries of
the part in focus.

Generally speaking the arterial system is from my perspective as a fluid mechanics
engineer nothing else then a piping system with a pump (heart) which has formerly
been analyzed in 1D. e.g. [9, 54, 55, 5, 50, 28]. From a fluid mechanics point of
view any flow even if it is around a car or in a fuel system or the cardiovascular
system in the human body, the basic equations that describe the flow behavior
are the same. However, the cardiovascular system in detail is a very difficult
and complex area of flow simulations which makes the undertaken task clearly
challenging. A special challenge is looking for detailed information such as WSS
on a subject specific level.
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Chapter 2
Aim
The overall aim of this work is to develop a method/workflow in order to estimate
the hemodynamic force wall shear stress (WSS) in the human aorta in-vivo on a
subject specific level. More specified the aims are:
• Show feasibility with a combined magnetic resonance imaging (MRI) and
computational fluid dynamics (CFD) approach in order to estimate WSS
from blood flow simulations in the human aorta.
• Performing validation of the velocity based CFD results produced by the
proposed method with MRI based in-vivo measurements of velocity on a
group of subjects.
• Determine the sensitivity of the method with regard to the geometrical description due to choice of segmentation method.
• Determine the influence of simplified velocity inlet boundary conditions
compared to a subject specific boundary condition.
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Chapter 3
Overview
This chapter will describe considerations which must be addressed when performing fluid mechanics simulations in the cardiovascular system. The description will
include both the flow situation inside the human body and how to choose and design an appropriate fluid mechanics model.

3.1 Modeling cardiovascular blood flow
To be able to retrieve detailed information about hemodynamic forces in the cardiovascular system the blood flow in the artery can be mathematically modeled
and calculated. This is essentially a matter of simplifying the real situation into
something that on one hand is a physiologically relevant model and on the other
hand a simple enough simulation model due to limitations in e.g. mathematical
and computational tools, measurement methods, computer power and knowledge.
Except for the computational costs, a more complex simulation model can sometimes introduce larger uncertainties in e.g. parameters, which gives simulation results with increased uncertainties compared to a simpler simulation model. Thus,
designing a simulation model is clearly a work of carefully making appropriate
simplifications.
The flow in the cardiovascular system is pulsatile, and each cardiac cycle is unique,
both between different subjects as well as during time within a subject. The geometry of the aorta and its branches also differs between each subject. Furthermore
the composition of blood differs by a number of individually specific parameters
e.g. hematocrite (amount of red blood cells) and plasma protein levels. In order to
be fully correct in analyzing the blood flow in large arteries this complex reality
has to be carefully considered. The situation is even more complex as all these
factors change in the long term during aging e.g. stiffening of the arterial wall ma-
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terial [32]. In short term very much can happen in the hemodynamic world; e.g.
smoking, exercise and stress which in a matter of seconds can give an influence
of the arterial wall response.
The setup to model and simulate the blood flow in the human body includes handling the previously discussed complexity. It is crucial to include the parameters
which are most important (e.g. aortic geometry), and excluded those that can be
neglected under certain circumstances. The studies in this thesis aim at the in-vivo
estimation of the WSS and have been limited to the blood flow situation in aorta at
a ”snapshot” of the examined individual. This ”snapshot” is defined as the actual
aortic geometry at a certain moment with a specific heart rate and flow velocity
distribution (in this work measured at the ascending aorta). This means that any
long term influences as well as short time influences are excluded in the work
presented. The main intention is to be as subject specific as possible in order to
show the possibilities to perform individually correct analyzes of the blood flow.
Another limitation is that the method should be so fast that it could be clinically
applicable in the future.

3.2 Fluid Mechanics
This section describes the general parts of making fluid mechanics simulations
in the cardiovascular system. The more specific approach for modeling the aortic
blood flow will shortly be described in Chapter 4, Method. To model any situation
including flowing fluids you must use some kind of flow equation that origins from
the full Navier-Stokes equation, see equation 1 and 2 (see e.g. [1]), where massforces are neglected.
∂ρ
+ ∇ · (ρu) = 0
(1)
∂t
∂(ρu)
+ ∇ · ρuu = −∇p + ∇τ
(2)
∂t
Where τ denotes the viscous stress tensor. Depending on the flow type and situation the equations are altered to fit the actual problem. Basically some simplifications/assumptions are made e.g. the fluid is considered incompressible and
Newtonian i.e. the density and viscosity can be assumed as constants, see equation 3 and 4.
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∇·u=0

(3)

 ∂u

ρ
+ (u · ∇)u = −∇p + µ∇2 u
∂t

(4)

3.2. FLUID MECHANICS
The equations will describe the behavior of a specific flowing fluid. However, this
is not enough to get results for a particular flow case. An individually defined
geometrical domain is necessary, and this domain must be limited in size (due to
limitations in the computational resources). The flow model also requires some
connection to the surroundings outside the model. An interaction between rigid
wall and flowing fluid can e.g. be described as a no slip boundary condition. This
is mathematically done by boundary conditions which describe the interaction
between the domain and its surroundings without resolving it to the same extent
as in the studied geometrical domain. The governing equations are solved inside
the geometrically defined domain which takes into account the internal fluid flow
interaction. In order to get the full flow situation the boundary conditions are
simultaneously applied on the domain boundaries, see figure 6. The flow field is
then gained in the whole geometrical domain. Properties of the fluid in focus must
also be properly defined in order to ensure the right physics of the flow results. The
main fluid properties are density and viscosity. The system of equations, boundary
conditions and fluid properties is solved by using numerical methods included in
a computational fluid dynamics (CFD) software.

SURROUNDINGS

Geometrical Domain
Flow Model
Fluid Description

Boundary Condition

Boundary Condition

Boundary Condition

Boundary Condition

Figure 6: Schematic description of fluid mechanics model setup and interaction with the
surroundings. The analysis is performed in the geometrical domain (white box) where the
flow model and fluid description influences the flow field. Flow model is also influenced
by the surroundings (grey ellipse), which is reduced to the applied boundary conditions
(light gray boxes) which shapes the flow field in focus.

A CFD analysis requires that the geometrically defined domain is split into a number of small volumes and in each of these volumes the flow equations (e.g. equatios 3 and 4) are solved. This geometry splitting procedure is called meshing and
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is crucial to be well designed in order to ensure reliable results. Depending on the
focus of the CFD simulations the mesh needs to be appropriate created in order to
fit both the flow situation and results in focus. It is important to address the overall
size of the mesh (the number of volumes) in order to ensure a good description of
the geometry as well as ensure that the result is mesh independent. Other issues
is the quality of the mesh that needs to be sufficienly resolved in particulary interesting regions e.g. introducing thin prism cells near a wall to estimate WSS with
good accuracy.
The wall shear stress (WSS) is defined as the shear rate (velocity derivative) normal hto aiwall times the viscosity of the flowing fluid, see equation 5. The shear
describes how the flow velocity changes when moving spatially in the
rate ∂u
∂y
h i
flow. For WSS the shear rate at the wall ∂u
is of interest and then the spatial
∂y
wall
direction normal to the wall. The (dynamic) viscosity (µ) is a fluid property that
describes the viscosity of the fluid, e.g. water has higher viscosity than air and
blood has higher viscosity then water. The concepts or meaning of WSS can be
described as the frictional force that a flowing fluid tangentially influences a wall
with both the magnitude and direction.
 
∂u
τwall = µ
(5)
∂y wall
The load in the normal direction of the wall is the pressure. A relatively easy and
very rough way to estimate WSS in an artery is to assume that the velocity profile
in an artery has the form of a fully developed Poiseuille profile. The assumption
means that the WSS basically is just a scaling of the flow rate, cross sectional
area and viscosity in the artery. This method gives only one value for each cross
section. Due to the high rate of simplification (described by e.g. [10, 29]) of
this approach it is not applicable for the task of estimating WSS in arteries. Details of this approach and its large limitations are found in Paper I. Another way
of estimation WSS is directly from MRI spatially distributed velocity measurements [41, 42, 13], which could give some more information about the spatial distribution around a cross-section. However, this method based on measurements
lacks in the assumptions needed for the flow near the wall in order to retrieve
WSS [8].
The proposed method, subject specific estimated WSS, is based on the use of CFD
simulations combined with geometry and flow information from MRI as boundary condition in the CFD model. This approach is generally named image based
CFD and relevant presentation of this approach is found in [48, 49, 2, 35, 40, 4].
Compared to the other approaches using velocity profile/flow measurements (de-
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3.2. FLUID MECHANICS
scribed above) this approach has an other type of simplifications and is far more
advanced e.g. the velocity profile is not assumed and the whole flow is fully resolved with high resolution by solving the governing flow equations. WSS results
can in principal be retrieved with a nearly unlimited resolution considering the
CFD modelling part, it is basically only the computational power available that
sets the limitations.
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Chapter 4
Method
In order to perform subject specific estimations of WSS there is a chain of actions
(workflow) that is necessary. The workflow includes: subjects to analyze, measurement of arterial geometry and blood flow with MRI, measurement of blood
viscosity, segmentation of the MRI data into 3D geometries and boundary conditions, meshing of the 3D geometries, CFD model setup, CFD calculations, and
post processing of the result, see figure 7. All included parts in the workflow are
in detail described in Paper V.

MRI acquisition

Segmentation

Mesh

CFD Model
Set-Up

CFD
Simulation

WSS

Geometry
Subject

Viscosity Measurement
MRI acquisition
Velocity

Inflow boundary condition
Ascending aorta velocity

Figure 7: Workflow of the in-vivo subject specific WSS estimation method. The twin line
boxes indicates where measurements is performed.

The subjects used in all studies included in this thesis is a homogeneous group
of male volunteers, age 21-26 years. The MRI measurements were performed
with the aim of retrieving measurements on the entire aortic geometry. MRI measurements were also performed for time resolved velocity acquisition of the blood
flow at two cross-sections at the ascending and descending aorta, see figure 8.
Measurements of the abdominal aorta diameter using ultrasound and measurement of the viscosity of the blood were also performed for each volunteer. Detailed data, e.g. age and BMI, about the volunteers is found in Paper V. This group
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Velocity

Geometry

Geometry Velocity

Figure 8: Left: The MRI acquisition (volume) of the human aortic geometry and the MRI
flow acquisition (plane) at ascending and descending aorta. Top Right: MRI images for
both geometry and velocity. Down Right: Trimmed and smoothed aortic model, with
applied measured velocity information at the inlet (black arrow).

of volunteers is very homogeneous when looking at the overall data e.g. age and
even BMI, which could suggest that the final findings (WSS) would be tight and
homogeneous as well.
The transformation from MRI image material to 3D geometry of the human aorta
is performed using a general 3D level-set segmentation algorithm implemented
in the freely available software Segment [24]. The segmented geometries were
smoothed using a Gaussian smoothing filter and then were the inlet and outlets
manually trimmed to get distinctly defined surfaces to apply boundary conditions
on, see the right part of figure 8. An unstructured mesh was assigned to the aortic
geometry with prism layers near the wall to resolve the velocity near the aortic
wall in order to ensure accurate WSS estimations. The experience of creating
these meshes, resulted in mesh size of 2 − 3 · 106 cells with 6 prism-layers near the
aortic wall. Meshing actions were conducted by using the commercially software
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ANSYS ICEM (ANSYS, Inc., Pittsburgh, PA, United States). The CFD boundary
condition setup included: velocity field at the inlet based on the subject specific
velocity (MRI measurement) at the ascending aorta, mass flow fractions at the outlets, and rigid aortic walls with no slip. The CFD equation was the Navier-Stokes´
equations with the flow assumptions: time dependent, laminar, incompressible
fluid (ρ = 1060kg/m3) and Newtonian fluid (µ = 0.0044 ± 0.0005 const. subject specific, see table 1 in Paper V). The CFD actions were conducted using the
commercially available software ANSYS Fluent (ANSYS, Inc., Pittsburgh, PA).
Simulations were conducted on Linux cluster capabilities at the National Super
Computer center (NSC), (http://www.nsc.liu.se). A typical simulation time for
two cardiac cycles was about 3600 cpuh (computer hours), which will be in the
reach for clinical applications where the time window would be over night simulations. Finally the post-processing gave the WSS estimations on the aortic wall
(subject 5); exemplified with a contour plot in figure 9.
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Figure 9: WSS contours on a human aorta (subject 5), at different time positions marked
in the cardiac cycle at the bottom.
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Chapter 5
Influencing Factors
All WSS estimation methods include a number of simplifications and assumptions, which can influence the results gained. The largest issues of our method are
to be addressed and briefly discussed in this chapter.

5.1 Geometry
Description of the arterial geometry used in the CFD simulations is very important [6, 11, 36, 52, 40] and essential for the result. This is the main reason for our
approach of performing simulations on subject specific aortas. The differences between individuals can be very significant, see e.g. Papers III and IV. Local arterial
geometry components as curvature and smoothness will influence the flow results
by i.a. the applied boundary conditions on the arterial wall. The flow in the human
aorta will also be influenced by the general geometry topology e.g. the number
and location of branches. The way the MRI images are interpreted and processed
into the 3D geometries is not trivial and there will always be uncertainties in the
geometry description. This can be seen in figure 10 where an aortic cross-section
of the aortic lumen is segmented. It is a challenge to put the arterial wall location
in its best fit position, which surely can influence the gained WSS results.

5.2 Flow and Fluid Model
The important fluid parameters for the actual CFD simulations are the density and
the viscosity. The blood is assumed to be incompressible and the density constant.
A typical density for blood is 1050-1060 kg/m3 , and in this work ρ = 1060kg/m3
is used. The blood is not a homogeneous fluid and it can roughly be described as
a suspension of blood plasma (fluid) and blood cells (red and white). Depending
on the fact that the blood is a suspension the viscosity becomes dependent on the
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Figure 10: MRI image of an aortic cross-section with the lumen segmentation marked on
the right image.

shear rate i.e. the fluid is non-Newtonian in its general behavior. Especially in
small arteries this will be prominent due to the larger influence of the particles
when the diameter of the artery is small. The smallest arteries have similar size as
the red blood cells and in these small arteries the blood cells must be deformed to
get through. In specific ranges of (high and low) shear rate (velocity derivative)
the viscosity can be considered constant. In large arteries as in the aorta the blood
can be assumed to be Newtonian and have constant viscosity because the shear
rate seldom reaches values, where the non-Newtonian effects are prominent. This
is especially relevant when comparing non-Newtonian effects with the influence
of arterial geometry [34]. The flow situation in the healthy subjects is assumed to
be laminar because the Reynolds number rarely exceeds (in these healthy subjects)
the critical value for stationary flow (2300-4000). In addition the critical Reynolds
number for time dependent flow is considered to be even higher [20]. However,
care should be taken when considering constricted arteries where turbulent effects
may play an important role. Details about turbulent WSS can be found in [22] and
a new perspective to turbulence in blood is discussed in [3].

5.3 Boundary Conditions
To ensure relevant results from a CFD model the boundary conditions are crucial
because they shape the flow into the aimed flow situation for the analyzed region.
In the actual cardiovascular blood flow simulations the three different boundary
conditions are; inlet, outlets and the wall. This gives that the in-flowing and outflowing blood need to be carefully taken into account as well as the interaction
between the vessel wall and the flowing blood.
The artery wall in this work is modeled as a rigid wall with a no-slip boundary
condition (i.e. fluid velocity at the wall is zero). This assumption can influence
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the result because a real artery is distensible. The aorta as the aortic diameter can
under certain circumstances change in the range of 10%, during a cardiac cycle.
One reason of the rigid wall boundary condition assumption is that the computational time including wall movement is today totally unacceptable in a clinical
setting, which is one goal with the proposed method. The coupled problem of the
arterial wall response to the flowing blood (called fluid structure interaction, FSI)
is out of the scope for this thesis and will be discussed in the Outlook, Chapter 7.
The measured subject specific velocity is used as inlet boundary condition. The
velocity is both spatially and temporally resolved, which indeed will be subject
specific and important, see Paper VI. The outflow boundary conditions are defined as outflow fractions of the inflowing blood, see figure 11. A rigid model
can not store any mass so the inflow must at all times be equal to the total sum of
outflows.
Boundary Condition
ṁoutlet = ṁinlet

Geometrical Domain
Flow Model
∇ · u = 0

+ (u · ∇)u = −∇p + µ∇2 u
ρ ∂u
∂t

Fluid Description
µ =const.
ρ =const.

Boundary Condition
u = u(x, y, z, t)

Boundary Condition
u=0

Figure 11: Schematic description of a CFD model of the human aorta and the boundary conditions used for interaction with the surroundings. Flow analysis is performed in
the geometrical domain where the flow model and fluid description influences the flow
field. The flow results is also influenced by the surroundings due to the different applied
boundary conditions which also shapes the flow field in the geometrical domain.
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Chapter 6
Results and Discussion
This section is a short summary of the results from the different papers included
in the thesis, and also some additional results from my on-going research that enlightens the aims and the future for the WSS estimation method.
The first question to address in the method evaluation is to see if the method produces relevant WSS values when comparing the result with a reference method.
Unfortunately there is lack of such methods. There are some WSS estimation
approaches that uses measured blood flow as a base directly. One such method
uses a simplified assumption, the Hagen-Poiseuille assumption, of the flow profile, see discussion in Paper I. This method estimates one WSS magnitude value
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Figure 12: Left: Crossections A1-A3 marked at a human aortic model. Right: WSSCF D
(cross-sectional averaged from CFD simulation) and WSSHP (using Hagen-Poiseuille assumption) in A1, A2 and A3 during a cardiac cycle.
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in a whole cross-section where the velocity flow profile assumes to be stationary and fully developed (which i.a. requires approximately 50-100 diameters of
straight pipe). This method has been intensively used to retrieve WSS data for
arteries [14, 18, 38, 39, 29, 16, 17]. A comparison with results from this approach
applied on CFD generated aortic flow velocities showed a large underestimation
in WSS as well as the obvious lack of details in the WSS distribution spatially. In
Paper I we conclude that this simplified method is too simplified and it has not the
possibility to estimate relevant WSS values, which is exemplified in figure 12.
In order to see if our method estimates relevant WSS values, we apply it on
on the whole volunteer group in order to estimate subject-specific WSS in-vivo.
Validation of WSS is indeed tricky due to the lack of a gold standard estimation
method [29]. The chosen way of estimating the validity of the gained WSS data
was done by comparing calculated (CFD) velocity profiles with MRI measured
velocities in the descending aorta. This choice was made because the WSS is
mainly retrieved from the gained velocity distribution near the vessel walls, see
equation 5. The method feasibility is presented in Paper II and the full description of the method and velocity comparison on the whole group of volunteers is
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Figure 13: Left: Positions in the aorta of anterior (A), posterior (P), left (L) and right
(R) points. Right: Velocity profiles in a thoracic ascending aorta, MRI measured velocity
profiles (circles) and CFD simulated profiles (solid line) at both anterior-posterior (A-P)
and left-right (L-R) directions. The figures show four different times in the cardiac cycle
defined as maximum acceleration (t1 ), maximum velocity (t2 ), maximum retardation (t3 )
and minimum velocity (t4 ).
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shown in Paper V. An example of flow profiles in the two main directions anteriorposterior (A-P) and left-right (L-R) is compared; in figure 13. The result indicates
clear similarities in the velocity profiles. The main limitations with the velocity
measurements is that the distribution near the wall is very hard to capture and
unfortuatley this area is the most important rgion for determination of WSS. To
measure this region with a good resolution is very difficult due to the fact that
MRI voxels (measurement volumes) near the arterial wall will include both the
wall material and the flowing blood. This is one of the main reasons to use the
approach with CFD simulations in order to retrieve WSS in detail.
The distribution of the WSS is highly dependent on the geometry and therefore the
segmentation process is very important. The process to retrieve reliable geometry
descriptions for the CFD simulations is thus very crucial. The image collection
scheme was tested to see if the geometries from two different methods give the
same geometrical results (lumen diameter). This was done by comparing our MRI
approach (manual segmentation) with ultrasound measurement of the abdominal
aortic lumen diameter measurement on the volunteer group. The full work is
presented in Paper III and states that the MRI approach (manual segmentation)
produces comparable abdominal aortic lumen diameters on the geometries that
are relevant for CFD simulation.
The average lumen diameters for gained were for manual segmentation of MRI
images 13.6 mm and for the ultrasound proceedure 13.8 mm so the difference

Close to Coil

Large Distance to Coil
Figure 14: MRI image slice of a human aorta with region of good (close to coil) and poor
(large distance to coil) image quality marked due to distance to MRI camera coil.
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was 0.2 mm which is considered as very low. This is even more remarkable due
to the fact that the whole aorta were examined by MRI with the coil focused on
the thoracic part of the aorta which resulted in poorer image quality in abdominal
aorta due to the larger distance to the coil, see figure 14. So the MRI methodology
combined with the manual segmentation method gives relevant geometries to use
in the CFD simulations, even in a region with poor image quality.
The manual segmentation approach is unfortunately very time consuming, approximately 16 h for each individual. A need of faster methods is necessary. A
semi-automatic level-set segmentation method was developed and implemented
Systolic Acceleration

Manual Semi-automatic
Systolic Deceleration

Manual Semi-automatic

Peak Systole

Manual Semi-automatic
Early Diastole

Manual Semi-automatic

Figure 15: WSS magnitude contours on the aortic wall of subject 5 based on different
segmentation methods (manual and semi-automatic). Displayed at four different cardiac
cycles locations: systolic acceleration, peak systole, systolic deceleration and early diastole.
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Figure 16: WSS magnitude distribution in a thoracic cross-section for subject 5 with
the two different segmentation methods (manual and semi-automatic). Describing the
influence of the segmentation method at four different cardiac cycle positions.

in the freely available software Segment (http://segment.heiberg.se/ ) [25]. This
method is much faster; it takes approximately 20 min to segment an aorta from
MRI images. The short segmentation time makes it possible to perform larger
image based CFD studies. In order to validate this faster segmentation method,
the WSS values from this method were compared with WSS estimations from the
manually created aortic geometries.
The WSS contours for the two segmentation methods are shown in figure 15
for one representable subject (subject 5). The results show good similarities in
the overall WSS distribution. More detailed information about the circumferential WSS distribution in the thoracic part of the aorta is shown in figure 16 for the
same subject as in figure 15. It can clearly be seen that there is similarities also
at this detailed view of the WSS. The differences that occur indicates the sensitivity to the geometry description. The different behavior at different times in the
cardiac cycle shows that the dependence of the geometry is greater in the deceleration and diastolic phases of the cardiac cycle. However, generally the results
show good agreement and the use of semi-automatic segmented models can be
used and trusted. The full set of data and the procedure are found in Paper IV.
In order to determine the influence of the inlet velocity profile the WSS distribu-
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Figure 17: Top Left: Subject specific aortic geometry with the three cross-sections CS1CS3 marked. Bottom Left: Mean inlet velocity in one subject, with time positions t1 − t4
marked. The positions correspond to maximum acceleration, maximum velocity, maximum retardation, and minimum velocity. Right: WSS values around CS3 for a subject
(descending aorta) where P, L, A and R denotes posterior, left, anterior, and right. Solid
line is WSS from the measured inlet profile and the dashed line comes from the uniform
inlet velocity profile (note the different y-axis scales in the 4 diagrams).

tion was gained using two different inlet profiles and the results were compared.
The hypothesis was that the aortic geometry shapes the flow to such extent that it is
possible to simplify the inlet velocity profile. The inlet velocity profiles used, were
the measured spatially distributed velocity profile and one profile with a unified
velocity with the same mass flow rate as the measured inlet profile. The evaluation
was made at three different cross-sections and at four different times in the cardiac
cycle and the results is shown to the left in figure 17. The distribution of WSS in a
cross-section in the thoracic descending aorta, described as cross-section 3 (CS3),
is exemplified to the right in figure 17 for a representative subject. It is interesting
to note the very small differences at peak systole (t2 ), where the WSS almost is
the same. This indicates that the importance of the spatially relevant inlet velocity
profile is more prominent at non systolic parts of the cardiac cycle where the flow
velocity is lower. The full set of results and details about this is found in Paper
VI.
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In conclusion all results and findings briefly presented in this chapter evidence that
the presented method for WSS estimations works very well. MRI image material
can be used with confidence as well as semi-automatic segmentation. For the
CFD setup the inlet velocity profile will influence the results and thus a subject
specific profile is strongly recommended. This is specially necessary when non
systolic WSS is of interest, because at these times in the cardiac cycle, the WSS is
sensitive to both inlet boundary condition as well as the geometrical description.
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Chapter 7
Outlook
One of the simplifications made with the proposed WSS estimation method is
that the aortic wall. This was mainly treated as a rigid wall, due to limitations in
computational speed to match clinical settings which have been the focus of this
work. A future step can be to include the elasticity of the aortic wall in a simulation model with the interaction between CFD and a structure mechanics software
and this interaction is called Fluid Structure Interaction (FSI). The basic concept
with FSI is to determine the forces (pressure and WSS) with CFD and use that as
boundary conditions on an arterial wall structural mechanics model. This strategy
both open a range of new possibilities to determine the real situation as well as
gives challenges e.g. flow boundary conditions which handles pressure waves and
arterial wall material descriptions and thickness. The development of both soft-

Figure 18: Left: Mesh of aortic wall (blue) and blood (red) for the FSI model. Right:
WSS distribution in aortic arch for the FSI model, contours describe the magnitude and
the vectors the direction [33].

ware’s and computational power will open this possibility and pilot tests with FSI
results show that computational time is about a hundred times the computational
time used with rigid wall approximation. Crucial to the FSI research is the need

31

CHAPTER 7. OUTLOOK
to improve boundary conditions, arterial material description, stability and computational efficiency. One of the largest challenges in the future is probably the
stability due to the large deformations that can occur in the aorta. The main reason
of using rigid walls today is that a reasonable computational time for a clinical use
of the WSS estimations is to target. This can be obtained by the use of rigid walls
and the FSI approch is not even near a clinical use today. A glance at the future
of preliminary WSS estimations using FSI is shown in figure 18, and described
in [33].
Future use of the described WSS estimation method is to apply it on both larger
groups of subjects and other types of groups in order to conduct medical research
involving WSS. Another possibility is to use the method on animal models. The
method has recently been used to retrieve WSS results for rats, see figure 19. The
use of animal models enables to investigate different vessel wall compositions and
influences on the arterial wall due to food as well as surgical procedures.

Figure 19: Left: MIP (maximum intensity projection) representation of MRI images of a
rat aorta. Right: WSS distribution (contours) and direction (vectors) in rat aortic arch.

To get the described method into the clinical setting the method needs to be more
streamlined especially in the segmentation and mesh generation. Newer and faster
approaches using prototype based segmentation [46] make the segmentation faster
and easier to perform. Automatically and robust mesh generation strategies which
will mesh an artery with appropriate mesh quality especially for the required fine
resolved region near the wall which is crucial for the WSS estimate quality.
The future surely looks exciting, promising and challenging!
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Chapter 8
Review of Papers
Paper I
In this paper a well known WSS estimation method that uses the Hagen-Poiseuille
assumptions is compared with WSS extracted from CFD simulations. The two
WSS estimating methods were applied on a relevant flow field in the human aorta
which was determined using the combination of MRI images and CFD. The results clearly shows that the Hagen-Poiseuille assumption method underestimates
WSS and it is not capable to retrieve any detailed information about the WSS
distribution.

Paper II
This paper shows the feasibility of the proposed WSS estimation method on two
subjects with stationary CFD simulations. The in-vivo WSS estimation method
was performed on the subject specific aortic geometries created from MRI images.
The results indicate that the method is feasible and that the simulated velocity field
is similar to measured velocity field in the descending aorta.

Paper III
To ensure that a correct geometry is used in the WSS estimation method the human
abdominal aortic diameter was analyzed by two image modalities. The aortic diameters from manually segmented geometries created from MRI were compared
with a commonly used Ultrasound strategy to measure the abdominal aortic diameter. The results from both strategies show good agreement. This indicates that
manually segmented geometries from MRI are suitable to use in WSS estimations.
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Paper IV
Due to the time consuming process of manually segmented MRI images the manual strategy (validated in paper III) was compared to a fast semi-automatic levelset segmentation method. The aortic geometries and the WSS distribution was
compared. Results show good agreement regarding geometrical description as
well as WSS distribution for the two segmentation strategies. The result gives
evidence of the validity of the semi-automatic segmentation method.

Paper V
Paper V throughly describes the WSS estimation method using the combination
of MRI images, semi-automatic segmentation and CFD simulations on the human
aorta. Time resolved for the whole cardiac cycle WSS estimations were performed
on a group of nine healthy volunteers. The gained flow fields were compared with
MRI measured flow fields at the descending aorta and this comparison served as
validation of the CFD simulation flow results.

Paper VI
The influence of the inflow boundary condition flow profile on the WSS results
was investigated. WSS results from the MRI measured inlet velocity profile (spatially distributed) were compared with a mass flow correct (MRI measurements)
uniform velocity profile. These two sets of velocity profiles were used as inlet
boundary conditions in the ascending aorta. This work shows the aortic WSS distribution sensitivity to the inlet boundary conditions. The main finding is that the
aortic WSS distribution is sensitive to the velocity profile used as inlet boundary
condition in the ascending human aorta. The recomendation is that a measured
velocity distribution should be used as inlet boundary condition.
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