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Application value of multi-phase left atrial appendage CTA imaging
with pulmonary artery monitoring in preoperative

evaluation of left atrial appendage closure”
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[Abstract] Objective To investigate the application value of 320-slice wide-detector multi-phase left at-
rial appendage computed tomography angiography (LAA-CTA) with pulmonary artery (PA) monitoring in
the preoperative evaluation of left atrial appendage closure. Methods A retrospective analysis was conducted
on the clinical data of 110 patients who underwent LAA-CTA before left atrial appendage closure. Among
them,47 patients underwent single-phase enhanced scanning with superior vena cava (SVC) monitoring (con-
trol group), and 63 patients underwent multi-phase enhanced scanning with pulmonary artery monitoring
(study group). The differences in imaging effects of the left atrial appendage under different monitoring points
and phase imaging methods were compared, as well as the accuracy of comparing with the diagnostic results
of transesophageal ultrasound (TEE), and the differences in the presentation of thrombus, perithrombus,
and hypoperfusion areas in the left atrial appendage. Results The study group could comprehensively display
the multi-phase CT value changes of different components (thrombus, peri-thrombotic viscosity, normal
blood) within the left atrial appendage cavity,and its evaluation of lesion size and progression was superior to
that of the control group. Using TEE as the gold standard, the study group demonstrated better diagnostic ac-
curacy for different components and normal regions within the left atrial appendage cavity compared to the
control group (P<C0.001). Additionally, the study group improved the detection rate of peri-thrombotic vis-

cosity,clearly delineated thrombus boundaries,and enhanced diagnostic accuracy (P<Z0. 001). Conclusion Multi-

ESIA . LG T E R F T3R5 H (SHDC2022CRD045),  © @45 1E#E . E-mail:13917414353@163. com ,



FTHRESF 202556 A% 54 55 64

1357

phase LAA-CTA with pulmonary artery monitoring can effectively evaluate the morphological dimensions,

thrombus,and peri-thrombotic CT manifestations of the left atrial appendage. It is simple to operate,with an

accuracy rate close to the gold standard, providing reliable imaging evidence for preoperative evaluation of left

atrial appendage closure.
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