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iR CT X g A F5 [8] B &R 151 i 5 Bk &5 £ B9 12 B N (B

BB, I, W, RN, ETWH, HEGES
WMBERERE BB @) #2488 b OREL LI 471 221004

. HAY: BUFOUE CT ¥R B B 1) B B 43 (ASD) & Il sh ik s J (PAHD HIS Wi E . J5 k. [nl i
YE M B BE 75 4 ASD B2, MR AT 0 S (RHC) # 25 AR Br A5 Mli S Bk K- ¥ . (mPAP) J2& 75 > 25 mmHg
S5k PAH 41 (40 1) FJG PAH 20 (35 ). T A & & 38 7E AR AT 1 A 94T DSCT S KM ik 2, Il 7t
AR E AR (AAD) . LAk E A (MPAD) . A il ik T H A2 (RPAD) . Zililigh ik T H A2 (LPAD). 45 R ifi
FHk E 4% (RLPAD) . X0r 2 4 il fe R 9 4% (RVD. LVD). A ZE MG A . ASD B 4%, 5 MPAD 5 AAD H:
fH (rPA) RVD 5 LVD LUAH (RVD/LVD). KM ¢ K30 VPN PR 4L R Bk, RHC K & fia b CT L IMEE S
BrzE S, AFH ROC 1 45 1 5 WU CT % 8 A\ ASD &3 PAH [Ri2 3k B8 18 A Pearson 252040 2 B2 AT
CT 2% 5 mPAP. PVRIGAH G . £ WA N = RA S0 %= XMW CT F5#543 MPAD. RPAD. LPAD.
RLPAD. RVD. ¥FAE= (A BEI2 4. rPA. RVD/LVD. ASD B 4%, i RPAD. LPAD. ¥FAH: = [MBGIE . rPA.
RVD/LVD. ASD B 455} PAH HAT Fp 2500 B (K12 Wi 2 fig (AUC %) > 0. 7); MPAD. rPA. ASD Eif%tj mPAP & rp i
EAHSE, MPAD. rPA. RVD/LVD L5 PVR 2R EEIEAISE, ASD Hi2S PVR BfEEAC. 456 WK CT XA
ASD & 3F PAH BT — @ M2 Wi e, T LR IRIRIAIT AT &6 VRN K IR U5 5 8 B0 (LA 1R Ak 3

REEIA): X CT; OGS IIRE At lishlbkess s A0 A

DOI:10. 15953/ . ctta. 2022. 199 FESHES: R84 ICHEMARIREE: A

A RIFR Pt Catrial septal defect, ASD) #2& I bR &5 5 WL B B¢ N 56 R P00 JIE R (congenital
heart disease, CHD), /yrf5 CHD ] 6% ~10% "', ASD B RA-ili 28 Wi AE4E, A% (right
ventricle, RV) Ajfifaitdk, shEA LMW ER . DaemaE, Ml H J) (pulmonary vascular
resistance, PVR). fifizhfikJs J7 (pulmonary artery pressure, PAP) #EATIETFE, 253 2 iish ik
= JE (pulmonary arterial hypertension, PAH). A5 /Cy3E ¥ K5 K U/ I PR T U sk 5 P & 19 3
P, B E AR R B . DA, Xk ASD B 1K) PAH JEA T TIN5 PP A A EEAT H R S

T8 P 0 3l A AR R IR A & T B, A7 52 7 B SRR X 458 1 2 OR8N e 4 )
Ffro SOMERYE CT (dual source CT, DSCT) Ay A7 [ & (1 i [A] 43 # 26 R G T i, Al IS 26771
IR, RO A R E A MR, R RET, WA IR LA e R T RERR L s E, L
T ARG VAN Lo A S5 I AN R R B 52 B I R A . BRAE A9 27 CT 40 L A5 0 12 e A7 R
% PAP, |1 ASD HATRERR (0 M7 30 J 22 R e b F2 ™, L&A PAR 55 Z RPN R A, AAGHAi
KNy KR, RS B M ek, CT R bR A5 [ RS A A AL

AWFTE Rk DSCT M & e A\ ASD S FH WG y7 ar (L ML A XS5, At A 08K A
(right cardiac catheterization, RHC) FFrAHICHE, #RITHAERA ASD &3 PAH HH¥iZ Wi B -

1 BRERFE
1.1 WHRIR
ASCHEELE 2019 4F 1 H & 2022 4F 3 AERIMNERICE IR E B2 75 4] ASD B, Ho b

i HE: 2022-10-15.
HLWMB: 1LAH8 DA/EFELRTE (22018037),
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PE 21, Lot 54 5 4E# 18~69 (42. 72+ 14.71) % . FRAENGZN ik i 12 W e hrvie™, B B35 7E i
SETH . B ECIRATR, £ RHC I 5E B 1 ilish ik -3 & (mean pulmonary arterial pressure, mPAP)
1T > 25 mmHg, T MAXT G 5r A PAH 4 40 5. Jc PAH 41 35 41,

MAFRUE: O R K2 BN R AT LG IRIE Y, BHE WA F RIGJ7 1) ASD Al 4F B4
@ T BT RHC K2 3 T80 — 5 4T DSCT S5 Rtk oI 6 2

HeRRARvE: @ XA 20 ASD HF ok Ok By U R SR LA 1E . & IF A O I RIE W, ™
OIS . HoAth m] e 80 O / R ER 78 MR PO H DU/ DL L, @ &
HWE PRI . SEARHLG . VP RGO B BRI TR L I I AR A5 T B S R LA R . B A
FARE; @ CT UG S AME TGy AL IS br v .
1.2 IEREZERULE

T 3 A e TR R T B IR IR S ok, AFGAERE . MR, B, R,
1.3 RHC 5%

LE B VRN SRR ST s ARE ERA sk 2f R DD 5, SR 6F MPA2 & (EiE M
& N RATEAE, W U R B ) 2% ¥R AR B FE I B K46 e (pulmonary artery systolic
pressure, PASP). Mizhlik&F5k & (pulmonary artery diastolic pressure, PADP). mPAP. PVR.

1.4 DSCT %&XMOIRFERES X

JIT A % K H Siemens Somatom Force BUXUJE CT ML, & fbriEA BIERLO B L, BUBEMY,
WUEE B2, 27 IR AT bk S AR 1 AL (T Oversol, 350mgl/mL YT JREER) . RIEATE, X
USRI SR 3. 0~5. 0mL/s

K ADO LU AR B AR A R, JEOGER X E T I 3k Ad, B ERIX CT fHIA F) 100HU i, &R
6s 14, T 25%~40% R-R [MIAIEATEOR RAE . FIFERMAEA DRI T 2 om, FIREE A HEHEA
OVE M . 9S8 B K 80~120kV, & HLUL 380~420mA, Z)% 1mm, #ET 1. 25mm.

1.5 DSCT LIIESHNE

¥ 5 h B T NG A BE AR S BT O U8 S50 &, P il B 3 ol e 45 R P S84,
I & & 2 #0405 F+ 35 8 ik B 42 Cascending aortic diameter, AAD) . F:Mii &) ik H 42 (main
pulmonary artery diameter, MPAD). Zifflizhfik+ B 4% (left pulmonary artery diameter, LPAD).
sk T H 4 (right pulmonary artery diameter, RPAD). 4 FMizhfkT H & (right lower
pulmonary artery diameter, RLPAD).

MET75: A6 CT i R Fa Uizl ki K21, B TF 3 kb sk H 2 BT s Ikl
B3 1 BBl kA K B A MPAD (FE 1 Ca) FTEE 2 (a)), [F]— 2 I T 3 B ke kA2 B0 oA AAD (] 1 (a)
MK 2 (a)ds {5 CT #lifr BHE FIE B s k15 oK)z 1, ATt gk b s+ E 8 ks 5 40 i)
WKAT M SAH ) i 2 (A 2, A K2R 4340 il ) ik 557 42 R 24 RPAD BB (&1 1 (b) ATEE 2 (b))
7 CT AL MG L B e b s ik 1 e K2 H s ABCAS F I Ji moCo s R A it ik 55 2 i 280 ik 2 A 2 AH
VIR Z MBS, JLIEKE I3 Ze il 3 ik 1 42 B0 24 LPAD (& 1 (o) R 2 (e))s FEfa il i =g
AN X)ZH, WEA Tk EA, 18k RLPAD (B 1 () FIE 2 (d)). 5 Eishk 525 T
LBk EAR LA (rPA).

CMIE & ZE AR A O = M i KN AR (RVD) . Ze iy = Ml K IR (LVD) FIE AT = (R B 2 £
ASD A%, Rk A8 CT Hl7 PR LI RV, LV 37 30 RE Lo i T 5 4 19 B i e K T BB 5, BIT RVD,
LVD (J& 1 Ced MK 2 Cedds AE[R]— 2T B b fl 5 B ME R R IR 4, Wt 2 by = [A] g rh 0 2k 1)
HUPT I M, BIE AR IRg e (B 1 ) FIiE 2 (6). ihE A OB E R KNS A0 E
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Jis R A B K AR (P LA, B RVD/LVD. JEHR CT A 45 L) R B et o K 2 THI I i ASD B A%

(a) CT fiv % b3 & = fili 0 fik (b) CTHA UG A5 it 3 Fik (c) CT Hlhr MG bl & /e fili 20 fik
%N 50. 6 mm, F+ESMKERN THAN37.8mm THAZN 28.0mn

35.9mm, PHH rPA=1.41

(d) CT #hfu R _EDE AT A Ce) CT Hhfr & L sl 0 (f) CT hf FR_ENEAH R

FKTEA N 19. 3 mm JE 0 Z FL A K AR 48, 1 mms [H] k2 £y 76. 6°

28.8mm, 5L RVD/LVD = 1.67

1 2z, 57 %, ASD &9 PAH, mPAP =41. 0 mmHg

Fig.1 Female, 57 years old, atrial septal defect with pulmonary
hypertension, mPAP =41. 0 mmHg

(a) CT &l (% - & 3 il 3 ok L (b) CT Flhr PG bl A fili 30 ok (c) CT Flyhr PG bl e fili 50 ok
%N 39. Lmm, FEEIIKERN TH%N32. 7mm THAAHN27.0mn

34. Tmm, 5L rPA=1.13

(d) CT fhif % B & A R il Ce) CT HiAz MG F oy B A7 05 (£) CT A UG S E A=
FkFEAEN 23. 7 mm o = f il i K N 4% 55. 5 mmy i) B2 11 50. 4°

40. 3 mm, 15 RVD/LVD = 1. 38

Kl 2 “, 57 %, ASD AAJF PAH, mPAP = 16. 0 mmHg

Fig.2 Female, 57 years old, atrial septal defect without pulmonary
hypertension, mPAP = 16. 0 mmHg

1.6 ZHiHFPHH

U] SPSS 26. 0 Zr it AFREAT Bdla oMo TR BURN AL = hrtEZE (R £ 5) R, THEORERI LU AL
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R E L) s AL RHC F5F5. CT Dol S50 2% 5 LIRSS REAS ¢ K56

i FiI ROC HHEE P4 DSCT X N ASD & JF PAH (2 Wi Rk, +HEAELEE ROC #hZk R AL (AUC),
fiff o SLAR DT (R . MBUBRIE . KPS SE; Ml Pearson SEZAH ¢ R ESHT mPAP 55 CT (Lo Ifil %8 2 502 [R] (P AH
K. P<0.05 ZESEFG 7R .
2 #FR
2.1 IERELZLZERS RHC 15iR4ER

ATFFIEGYN 75 B N ASD 3%, 43>k PAH 20 40 51 PAH 40 35 . PHZHIRIAFE®S . . 44
Z A (body surface area, BSA) W ZE WG tH2¢ = X (£ 1); PAH 41 H3% NYHA O Ih e 2%
ELJC PAH 2 i 25, 223 45tk 2% 5 X PAH 2 RHC F5 4% PASP. PADP. mPAP. PVR %G PAH 417},
ERHG IR (R D,

R 1 PR ANIG PR B2k %kl & RHC $5 ¥R LA

Table 1 Comparison of clinical baseline data and right heart catheterization
indexes between the two groups

415
IiH P
JE PAH 41 (n=35) PAH 41 (n=40)
R/ % 40. 49 + 16. 99 44. 68 + 12. 28 0.22
B/ (ny %) 11.00 (31.43) 10. 00 (25. 00) 0.54
BSA/m’ 1.65+0.11 1.67+0.14 0.59
NYHA 434 <0.05
I ~1% (n, %) 35. 00 (100. 00) 31.00 (77.50)
MI~IV& (n, %) 0. 00 (0. 00) 9.00 (22. 50)
PASP/mmHg 38.03+12.78 50. 85 = 20. 76 <0.05
PADP/mmHg 16. 12 + 6. 80 20. 98 + 8. 80 <0.05
mPAP/mmHg 17.97+2.75 34,00+ 11. 08 <0.05
PVR (Wood) 1.38+0. 67 5.70 (3.24~15.12) <0.05
K2 WAL CT O3 S 400 218 Lh i
Table 2 Comparison of CT cardiovascular parameters between the two groups
253
DL S HL P
JC PAH 41 (n=35) PAH 41 (n =40
AAD 28.91 +4. 74 28.41 + 4. 81 0. 652
MPAD/mm 31. 14 +6. 27 36.34 + 8. 52 <0.05
RPAD/mm 23.66 + 5. 28 27.91+6. 23 <0.05
LPAD/mm 23.05 = 5. 24 27.30 +5. 84 <0.05
RLPAD/mm 14.24+2.78 16.49 + 3. 75 <0.05
RVD/mm 43.22+9.72 48.43+8.75 <0.05
LVD/mm 35.97 +5. 77 34.87+7.89 0. 499
A () BR A /0 51.93+ 12. 83 61.87+11.68 <0.05
rPA 1.08+0. 18 1.31+0.38 <0.05
RVD/LVD 1.21+0.24 1.43+0.29 <0.05
ASD T 4%/mm 17.28 + 4. 43 24.95+5. 32 <0.05

2.2 DSCT LINESHLER

5 G PAH 41 Lb#r, PAH 40 MPAD. RPAD. LPAD. RLPAD. RVD. #Hk:# A PG4 . rPA. RVD/LVD.
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ASD AR T, AAAEREE S (K 2); PI4LA AAD. LVD ZRTLgil %= X (R 2).
2.3 LA RHC %5 mPAP 3 PAH &#rf, 4747 DSCT (L IIES X PAH HIIZ BRI RE

DSCT & it £# MPAD. RPAD. LPAD. RLPAD. A #E=[AIF&E . rPA. RVD/LVD. ASD H 42X} PAH
BEAHZWME (AUC ¥ >0.5, P <0.05), M RPAD. LPAD. ##4: = Alk%J2 44 . rPA. RVD/LVD.
ASD H 42X} PAH HAG H 4558 12 Wik he (AUC > 0. 7) (5k 3D,

3 CT LS HIN PAH (¥ ROC #4253 H7
Table 3 ROC curve analysis of CT cardiovascular parameters predicting PAH

DS EL AUC {} (95%CT) P RN U/ % PR/ % ZUBIEM
MPAD,/mm 0. 68 (0. 55~0. 80) <0.05 35. 00 0.58 0. 74 0.32
RPAD/mm 0. 71 (0. 59~0. 83) <0.05 21.95 0.88 0.51 0.39
LPAD/mm 0. 72 (0. 60~0. 83) <0.05 23. 50 0. 80 0. 60 0. 40
RLPAD/mm 0. 68 (0. 56~0. 81) <0.05 16. 95 0.45 0.91 0. 36
FAEE R A/ 0.72 (0. 61~0.84) <0.05 63. 35 0.53 0. 86 0.38
rPA 0. 70 (0. 58~0. 82) <0.05 1. 20 0.63 0.83 0.45
RVD/LVD 0. 71 (0. 59~0. 82) <0.05 1.22 0.83 0.51 0. 34
ASD E14%/mm 0. 85 (0. 77~0. 93) <0.05 22.32 0. 68 0.89 0. 56

2.4 AXMTH

MPAD. RPAD. LPAD. RLPAD. ¥F #F & [W] F% % fi . rPA. RVD/LVD. ASD H 425 mPAP 34 & IF AH
K, HrMPAD. rPA. ASD EAtH mPAP R rp B IEAHOC (32 4). MPAD. rPA. RVD/LVD & PVR 2 IE
A, ASD B 4% 5 PVR 5w B IEAH ¢ (2 5) o DSCT I 5 (1) 00 JIF 25 B0 A %5 1) K& % /. RVD A
RVD/LVD — % A B IEAH G, LVD &5 RVD 2 IEAHOC, LVD S A= R ME MM, LY
RVD/LVD JG i 3 AH G (R 6D

4 wPAP 55 CT /LIS I8 2 HUH M 40 A

Table 4 Correlation analysis of mPAP and

* 5 PVR 5 CT /Lo M I & S HOH D1 43y
Table 5 Correlation analysis of PVR and

CT cardiovascular measurement CT cardiovascular measurement
parameters parameters
LILE S r P INIIIREE S r P
MPAD/mm 0.51 <0.05 MPAD/mm 0. 56 <0.05
RPAD/mm 0. 45 <0.05 RPAD/mm 0.48 <0.05
LPAD/mm 0.44 <0.05 LPAD/mm 0. 47 <0.05
RLPAD/mm 0.47 <0.05 RLPAD/mm 0. 44 <0.05
AT % )RRk A/ 0. 36 <0.05 AR IRk A/ 0. 39 <0.05
rPA 0.61 <0.05 rPA 0.63 <0.05
RVD/LVD 0.47 <0.05 RVD/LVD 0.52 <0.05
ASD H4%/mm 0.62 <0.05 ASD H4%/mm 0.81 <0.05
6 CTLoIESHN LA AH A BT
Table 6 Correlation analysis of CT cardiac parameter measurements
AR FREL RVD LVD RVD/LVD A 25 8] b I F
RVD 1. 00
LVD 0. 49" 1.00
RVD/LVD 0. 45" -0. 06 1. 00
B 8] g e 0.52" -0. 47" 0.50" 1.00
Wi w78 0. 01 203 (XU, AHKRMERZE.
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3 itig

ASD 5 il oL A 0 N T RE SRR I, bt A R A sz A AR DI REEREL, A0 e B A Y
Doof R s, e AR ER, O A EYE . DhRERERS, PVR. PAP BHATMETRR, M4
Oy PR AQA BE ) I IR TP PARL A7 L0538, VAIT TG M2 . Engelfriet &5 RO IE
93 20 P10 BB P DG T R N o U T o ke 453 25 2 R E 5 v B 380 RS DG BT o JUE ) B 5k 453, PAH ) ml A= B
SREHEIE . DRIk, iR ASD B KRG B ) R R AT H AR . RHC A2 H BT VPAY PAH 1)
bl HE TAOMEEAE, AR T AAETREME, BFARMNER 2, HoT PAH 195 R &0
AL BPL A R . DSCT VE A —F 0, AR MG EHR, TESERNIEETR, Tl
FE RO 1297 HR AN AT Bk 153

RVD/LVD YE N LUAEZ 4, AR ML, I B 3 B 1 4l s Ak T AN [ )y J&) J93  AH i i
AR 22 5, FEVEAE PAH (. Al EEm 5 30, SKRARZE" ] CTPA VP4l Sk ik 28 B & 26 PAHL (1)
W9 KB, B PAP JF i, RVD B & 8 K (42 PAH4 (38.46+5.43) mm, ' 5 & PAH 41
(44.95 + 6. 86) mm) 1 LVD T/, AHN RVD/LVD & 38 I, R IFA% 1 F B 9 0 4575 43 i 284
S0 B P PAH 41 (38. 55+ 6. 63) mm, RVD %75 PAH 4 (32. 36 + 4. 82) mm B4 K, X003 N 4% HL
b PAP F ANk (PAH 41 (1. 55 +0.55) mm, JG PAH 4 (1.13 £0. 26) mm).

AWF5T 57 PAH 2 RVD/LVD %5 JG PAH 2 W 5 184 K., RVD/LVD 1 mPAP. PVR 4% 1EAMH2%, *F mPAP
BT A 1,22, BUKEEHR 82.50% o AHFFUIE K ILPI 4L 835 RVD i 5% K, LVD 5 RVD 2 IEAH G,
{H LVD 55 RVD/LVD JC Wt AHOG, WAL LVD IR L 35 M 22 5. %5 18 ASD S8 38 HL 1O I T A8 ol AR 4 v
TAL, UG RV BEACEIEIG S ODIENRY RS, ABFFTAIN PAH A b RS PAH BB L LLED, e
LRGMARAETEHIEAR, W KRR — PR e A AR LR .

) 5 25 U URIE T e B R A R I I A0 N8 PR i A A ZEME PAHZE G (63 +11)°, B PAH A
(40 = T B EIIA, B AL B R IEADS, SA0RESE R ARG, FEA.0 D8 7
FPRF SR P %M ER I HEEN % . 5 EIRFFSARL,  ASBFSTH ASD-PAH 41 Hh B AT = (A1 BE i A 2
FE TG PAH 41, 5 mPAP. PVR ¥y SLIEAOG, iZ A% mPAP [k KT (8 A 63. 35°, HE /4 85.70% .
AL AT S 1R BE K A DPANY PAH J7 TR S0 2>, (H ASD B85 RV (045 % () RE A AR AR MR I SR 45 TR 4
ORI R E 2T T b R - e TR B S, LA A L s T o A 3800 ) ) 300 A A0 A 6 [
PRI H 3% A 1) ARk SO PAH 993 4 HE JE 45 AR AR 46 A

Kayawake %5 "*%f COPD #{2% PAH #JF 9% 7~ CT il & MPAD. RPAD. LPAD %545 k4545 5 mPAP A % 4f
(FIFH e PE ;s Corson 25" RIF5T % PR 1 CT Wl & MPAD > 29 mm %12 Wt PAH (R &5U=ME 2 89% , $:7 MPAD
%I PAH 5@ (M2 Wi BE 11 B A IFST 36 8k CTPA P& MPAD A% Wl 55 75 PAH £ 355 1 a8 R v e i
ST, BRSO ASD PAH 41 MPAD %5 G PAH 4110 5L FHi5, 5 mPAP. PVR ¥ S dh B A 5
FIRWESTAEL, ASHTST P2 H MPAD 89K, 2 WK mPAP ) S 4 35. 00mm, 5 ASHFST b RVD 4K
FALL, AIREERN ASD HE3E e R ARl o AR K IR RS, o0 R B 5 I I &7 R I 78 2 s ) I
AR DL K ASD KN o AHFFTSE SR s ASD BLAR7E PAH 414 JC PAH 41 0K, 5 PVR ¥
IEAHDG, 5 mPAP 2P EEIEAHOC, X mPAP BAG rhAE s FE S Wi dhe . MhAh, ARWFFNIE N B 6
PAH FREE W] e 43 g Bk 4R

Wu 25" W90 Bom rPA > 1 %12 COPD & 31 PAH AT 45 = s e M FIERf% . Caro—Dominguez 25
XT LR PAH (BIFFT k7 PAH ARG PAH B8 rPA 43558 1. 05 1 0. 87, rPA wJ4f24 PAH &35 5L T 1 il
Fo Truong 2551 H5 t rPA 5 RHC W& () mPAP 1R 58 (KA (95%CI: 0. 55~0. 78).,

5 FIRWEIT S5 AL, AWFST B s rPA 5 mPAP, PVR % 2 IE A ¢, rPA > 1. 20 IHi2 K PAH
URTE N 62.50%, HFfEh 82.90% . G PAH 41AHLL, PAH 41 RPAD. LPAD. RLPAD & JFt&, 5
mPAP, PVR ¥4 5 IEAHOC, RPAD. LPAD X mPAP H A rf &5 5 212 Wi 2 RE, UK 58 (87.50%
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80.00% ), %7~ DSCT 4 # & I rPA. RPAD. LPAD 5%, w] DLV N ASD & ZE PAH W27 M HE, JF Xt
PAH JEATH S0 )«

KA FINA — € JR BRPE o 3K — TR A A BRI B O R B PE R, AU R —, g5 iRid H
PRI REAEAE —E AP, B B AL . AT T ¥ DSCT S04 25 S8, 14k
RSN O LT T4% CTA W= Th g, BEFRO = AR O T S5 RE 3 0 I ) 58 52 B R 5 11 A2
Y, AT G M PAHY . gk Ah, CT FAFGEF WA S bR Bk AN . BTS2, L
U R 5 ASD H#E PAH AH I RO B TUS 2 A RRR AT
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The Diagnostic Value of Dual-source CT in Adult Atrial
Septal Defect with Pulmonary Hypertension

ZHAO Haishan®, WANG Cheng’, HAN Shuguang’,
XU Tongtong®, WU Xueqing®, HU Chunfeng™

a). Department of Radiology; b). Department of Cardiology, the Affiliated
Hospital of Xuzhou Medical University, Xuzhou 221004, China

Abstract: Objective: To investigate the diagnostic value of dual-source CT (DSCT) in evaluating adults with atrial septal
defect (ASD) with pulmonary hypertension (PAH). Methods: Seventy-five adult patients with ASD in our hospital were
retrospectively analyzed. The study sample was divided into 2 groups (PAH group (n = 40) and non-PAH group (n = 35 cases))
according to the mean pulmonary artery pressure (mPAP) obtained by right cardiac catheterization (RHC) (PAH: > 25 mmHg).
All patients were examined for congenital heart disease by DSCT one week before RHC. The ascending aorta diameter (AAD),
main pulmonary artery diameter (MPAD), right pulmonary artery diameter (RPAD), left pulmonary artery diameter (LPAD),
right lower pulmonary artery diameter (RLPAD), the maximum diameter of the short axis of both the ventricles (RVD, LVD),
included the angle of the spinal ventricular septum and ASD diameter, were measured on the image. The MPAD to AAD ratio
(rPA) and the RVD to LVD ratio (RVD/LVD) were calculated. Differences between the two groups in terms of clinical data,
RHC indexes, and CT cardiovascular parameters were evaluated by a r-test. The ROC curve was used to determine the
diagnostic efficacy of DSCT in adults with ASD and PAH. Pearson correlation coefficient was used to analyze the association
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between the CT parameters, mPAP, and PVR. Results: The statistically significant CT indexes between the two groups were
MPAD, RPAD, LPAD, RLPAD, RVD including the angle of the spinal ventricular septum, rPA, RVD/LVD, and ASD
diameter. Of these, the RPAD and LPAD including the angle of the spinal ventricular septum, rPA, RVD/LVD, and ASD
diameter demonstrated moderate diagnostic efficacy for PAH (AUC > 0.7). The MPAD, rPA, and ASD diameter with mPAP
were moderately positively correlated. The MPAD, rPA, and RVD/LVD with PVR were also mildly positively correlated.
Furthermore, the ASD diameter and PVR were highly positively correlated. Conclusion: DSCT is diagnostically valuable for
the evaluation of adults with ASD complicated with PAH. In particular, DSCT may be used to provide a comprehensive
evaluation before clinical treatment, as well as for long-term follow-up and management.

Keywords: dual source CT; adult atrial septal defect; pulmonary hypertension; right cardiac catheterization
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