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Dual source CT in the diagnosis of pulmonary arteriovenous fistula GUAN Xue-chun.KE Hong-hong.LV Bin,et al. Depart-
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[ Abstract] Objective: To explore the value of dual source CT pulmonary angiography in diagnosis of pulmonary arteri-
ovenous fistula (PAVF). Methods: We retrospectively collected 86 patients with suspected pulmonary arteriovenous fistula
undergone dual source CT pulmonary angiography,all cases had pulmonary DSA as the reference standard, the results of CT
diagnosis were compared with DSA. Results: Dual source CT pulmonary angiography diagnosed pulmonary arteriovenous fis-
tula in 49 cases,including 43 cases of cystic type (12 cases of simple cystic type,31 cases of complex cystic type) ,and 6 ca-
ses of diffuse type. Dual source CT imaging in the diagnosis of pulmonary artery arteriovenous fistula had an accuracy of
95. 3% . sensitivity of 92. 3%, specificity of 100% , positive predictive value of 100% , and negative predictive value of
89.2%. We found that there were dilated small pulmonary artery and pulmonary vein in the ground glass opacities of diffuse
type of PAVF. Conclusion: The diagnosis of PAVF using dual source CT has high accuracy compared with DSA, among
them, CT diagnosis of cystic PAVF was completely consistent with DSA. VR, MIP, MPR can be used to display the number
of cystic PAVF, pulmonary artery and pulmonary vein drainage, to provide help for clinical treatment. In diffuse type PAVF
one should pay attention to the search for the presence or absence of small pulmonary artery and small pulmonary veins con-
nected to the pleural nodules and whether or not containing both the dilated small pulmonary artery and small pulmonary
vein in the ground glass opacity.in order to avoid misdiagnosis and missed diagnosis.
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