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Coregistered Comparisons of 60-MHz IVUS Versus OCT

F I G U R E 1 Coregistered High-Deﬁnition Intravascular Ultrasound and Optical Coherence Tomographic Images of Native and Stented Coronary Segments

High-deﬁnition (HD) intravascular ultrasound (IVUS) images are displayed in the upper panels, and optical coherence tomographic images are displayed the lower
panels. The intimal, medial, and adventitial layers within a healthy coronary segment are seen crisply by both HD IVUS and optical coherence tomography (OCT) (A).
Imaging slices separated 3 mm apart within the same coronary vessel illustrate the differences in ﬁbrous (B) and lipidic (C) plaque as seen by both modalities.
Post-stenting, appearances of tissue prolapse, subtle stent malapposition, and calcium underlying stent struts are shown (D, E). A distal edge dissection is seen
clearly on OCT, appearing on HD IVUS imaging as a discontinuation of the intimal layer without an obvious ﬂap or hematoma (F).
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