
Retraction
Retracted: Interventional Treatment of Bronchiectasis
Macrosomia Based on Multirow CT Tomography Monitoring

Journal of Healthcare Engineering

Received 5 December 2023; Accepted 5 December 2023; Published 6 December 2023

Copyright © 2023 Journal of Healthcare Engineering. Tis is an open access article distributed under the Creative Commons
Attribution License, which permits unrestricted use, distribution, and reproduction in anymedium, provided the original work is
properly cited.

Tis article has been retracted by Hindawi, as publisher,
following an investigation undertaken by the publisher [1].
Tis investigation has uncovered evidence of systematic
manipulation of the publication and peer-review process.
We cannot, therefore, vouch for the reliability or integrity of
this article.

Please note that this notice is intended solely to alert
readers that the peer-review process of this article has been
compromised.

Wiley and Hindawi regret that the usual quality checks
did not identify these issues before publication and have
since put additional measures in place to safeguard research
integrity.

We wish to credit our Research Integrity and Research
Publishing teams and anonymous and named external re-
searchers and research integrity experts for contributing to
this investigation.

Te corresponding author, as the representative of all
authors, has been given the opportunity to register their
agreement or disagreement to this retraction. We have kept
a record of any response received.

References

[1] D. Lu, W. Chai, X. Gao, and X. Yan, “Interventional Treatment
of Bronchiectasis Macrosomia Based on Multirow CT To-
mography Monitoring,” Journal of Healthcare Engineering,
vol. 2021, Article ID 9116765, 12 pages, 2021.

Hindawi
Journal of Healthcare Engineering
Volume 2023, Article ID 9817063, 1 page
https://doi.org/10.1155/2023/9817063

https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1155/2023/9817063


RE
TR
AC
TE
DResearch Article

Interventional Treatment of BronchiectasisMacrosomiaBased on
Multirow CT Tomography Monitoring

DongDong Lu ,1 Wenshu Chai ,1 Xue Gao ,2 and Xue Yan 1

1Department of Respiratory Medicine, �e First Affiliated Hospital of Jinzhou Medical University, Jinzhou,
Liaoning 121000, China
2Department of Ophthalmology, �e First Affiliated Hospital of Jinzhou Medical University, Jinzhou, Liaoning 121000, China

Correspondence should be addressed to Xue Yan; yanxue@jzmu.edu.cn

Received 28 September 2021; Revised 3 November 2021; Accepted 5 November 2021; Published 9 December 2021

Academic Editor: Gu Xiaoqing

Copyright © 2021 DongDong Lu et al..is is an open access article distributed under the Creative Commons Attribution License,
which permits unrestricted use, distribution, and reproduction in any medium, provided the original work is properly cited.

We present in this paper an in-depth study and analysis of bronchiectasis haemoptysis by multirow CT tomography and
a multifaceted treatment and analysis of the interventions monitored by the scan. Although coronary CT is of great clinical value
in the diagnosis and monitoring of coronary artery disease, the potential radiation damage caused by coronary CT should not be
underestimated because CTimaging is based on X-rays and the actual effective dose is 5–30mSv, which is reported in the literature
to be high when using conventional imaging modalities for coronary CT. Although there is no direct evidence of a definite causal
relationship between X-ray exposure during CT examinations and tumorigenesis, theoretically, even small doses of radiation
exposure may pose some potential health risk. .erefore, in clinical practice, coronary CT examinations should be performed in
strict compliance with the radiation protection rule “as low as reasonably achievable” (ALARA) recognized by the radiation
industry. For longitudinal openings in the range of 0° to 59° and transverse openings in the range of 0° to 44°, the CB2 catheter is
significantly more stable than the MIK catheter, and for longitudinal openings in the range of 60° to 119° and transverse openings
in the range of 0° to 44°, the CB2 catheter is more stable than the MIK catheter. For longitudinal openings from 0° to 120° and
lateral openings from 45° to 90°, there was no significant difference in cannulation stability between the CB2 and MIK catheters.
.ere was a potential tendency for MIK cannulation stability to be higher than CB2 for longitudinal openings in the range of 120°
to 180° and lateral openings in the range of 45° to 90°, but there was no significant difference.

1. Introduction

.e bronchial artery (BA) is the main trophoblastic vessel of
the lung, which delivers blood to the trachea, extra- and
intrapulmonary airways, supporting tissues, nerves, oe-
sophagus, lymph nodes, and visceral pleura, and has nu-
merous and cumbersome anastomosing structures with
various capillaries at the end of the pulmonary arterial. It is
involved during various congenital and acquired conditions
in humans, congenital diseases such as bronchopulmonary
isolation and pulmonary venous pressure syndrome, and
acquired disorders such as tumours and inflammatory
diseases [1]. Because of the significant angiogenic potential
of BA, bronchial arteries thicken, twist, and increase blood
flow in these conditions, making bronchial circulation

a common source of haemoptysis. Given the degree of di-
latation that can be achieved in the bronchial arteries,
haemoptysis is often substantial and highly fatal, and its
severity and natural course are clinically unpredictable [2].
.e most common causes of haemoptysis in our country are
mainly tuberculosis (active or its sequelae), bronchiectasis,
primary bronchial carcinoma, hematogenous lung abscess,
and less frequent etiologist such as chronic pneumonia,
bronchial artery-pulmonary artery fistula due to pulmonary
embolism, coronary artery-bronchial artery fistula, and
rupture of aortic aneurysm [3]. Recently, most scholars
believe that either primary or metastatic lung cancer is
generally supplied by BA, which is the most common and
important responsible vessel involved in lung cancer, while
the pulmonary artery does not participate in blood supply,
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and only a few reports can have pulmonary circulation to
participate in lung cancer blood supply [4]. In contrast,
intermediate and advanced central lung cancer is a common
and frequent disease, and their morbidity andmortality rates
are extremely high. Bronchopulmonary sequestration and
pulmonary venous pressure syndrome acquired diseases
such as tumours and inflammatory diseases. .e confir-
mation of the diagnosis is mainly based on imaging
methods, and the treatment relies mainly on bronchial artery
embolization. .erefore, it is crucial to understand the
changes in BA to the chest (especially for tumour surgery).
In addition, in patients with acute and severe haemoptysis
who are considered for bronchial artery embolization, the
anatomy of the bronchial arterial systemmust be understood
for accurate and safe embolization [5]. In the past, evaluation
of the bronchial circulation usually required invasive im-
aging with angiography to determine the location of the
haemorrhage, which was limited by the fact that the origin,
number, coaptation, course, diameter, and course of BA
varied from person to person and textbook descriptions of
the bronchial arteries were rather superficial and not
carefully depicted, which limited their clinical use because of
the obvious invasiveness, high surgical risk, high cost, and
lack of stereoscopic images.

Haemoptysis is one of the many symptoms of lung
disease and usually refers to bleeding from the trachea,
bronchi, their branches, and lung tissue below the lar-
yngopharynx, as well as the process of coughing up the
airways. Haemoptysis of between 300 and 600mL or more in
a day is usually specified as macrohaemoptysis, and the
mortality rate of conservatively treated macrohaemoptysis
exceeds 50%. Recurrent small amounts of haemoptysis, with
a duration of more than 3 days and average daily hae-
moptysis of more than 100mL, are considered clinically
significant [6]. Both occasional small amounts of blood in
the sputum and life-threatening large amounts of coughing
can cause some psychological stress and burden on the
patient’s life. Because haemoptysis can be life-threatening
and affect the patient’s quality of life, it is especially im-
portant to clarify its aetiology and the mechanism of its
development, especially to show the anatomy of the re-
sponsible vessels associated with haemoptysis and its re-
lationship with the lesion, which is crucial for the early
intervention of those patients with haemoptysis whose
medical treatment is unsatisfactory and who cannot tolerate
surgical procedures. In recent years, with the rapid devel-
opment of CT imaging equipment, the display of micro-
structures has reached the millimetre level; coupled with the
continuous improvement of CT-related postprocessing
technology, CTA has been recognized by increased physi-
cians because of its powerful spatial display capability, es-
pecially for microvascular lesions, which can show the origin
and course of dilated bronchial arteries and the relationship
between vessels and lesions. It can also show whether there is
extrapulmonary circulation involved in the haemoptysis
supply so that the responsible vessels for the haemoptysis
can be detected in a one-stop scan.

Bronchiectasis can be classified as congenital or sec-
ondary, congenital due to congenital bronchial dysplasia or

other genetic disorders (e.g., pulmonary cystic fibrosis and
congenital chondrodysplasia) and secondary due to re-
current bronchial infections and bronchial obstruction. .e
typical clinical presentation of bronchiectasis is frequent
cough and profuse sputum production. Bronchial infections
are the most common cause of bronchiectasis, and chronic
inflammation leads to hypertrophy, distortion, and aneu-
rysm formation in the bronchial arteries. Haemoptysis due
to bronchiectasis occurs inconsistently, ranging from small
amounts of sputum and blood to large amounts of hae-
moptysis, with approximately 50%–70% of patients having
varying degrees of haemoptysis. In clinical practice, small
amounts of haemoptysis tend to stop on their own after
symptomatic treatment; if major haemoptysis occurs, it can
lead to death due to ventricular rest or haemorrhagic shock,
seriously endangering the patient’s life. Vascular malfor-
mations are a common cause of haemoptysis and can be
caused by congenital vascular malformations (e.g., con-
genital venous fistula), long-term chronic inflammatory
infections, trauma, and diseases such as vasculitis. As the
pressure in the pulmonary bronchial artery is higher than
that in the pulmonary artery and pulmonary vein, rupture of
the vessel occurs in the malformed vessel due to obstruction
of blood flow leading to haemoptysis.

2. Related Work

.e lungs are supplied with blood by two separate vascular
systems, the bronchial arteries and the pulmonary arteries
[7]. .e pulmonary arteries supply 99% of the blood to the
lungs, carry hypoxic blood at low pressure, and are involved
in gas exchange in the alveolar capillaries; the bronchial
arteries, on the other hand, carry oxygenated blood to the
lungs at six times the pressure of the pulmonary arteries [8].
.e bronchial arteries also provide the blood supply to the
supporting structures of the lungs but are not generally
involved in gas exchange [9]. .e bronchial arteries coincide
with the pulmonary arteries at the level of the alveoli and
respiratory fine bronchi through several microvessels. In the
fourth week of embryonic development, the 4th aortic arch
gives off peribranchial vascular reticular tissue, which
supplies the trachea and bronchi, and pulmonary vascular
reticular tissue, which supplies the lung parenchyma [10].
Subsequently, the ventral root of the 6th aortic arch grows
downward from the aortic bulb and fuses with the vascular
network that grows dorsally from the pulmonary vascular
reticular tissue to form the pulmonary arteries [11]..us, the
primitive blood supply of the pulmonary vascular reticular
tissue is transformed into the newly formed pulmonary
artery, and the dorsal aortic vessels degenerate to form
bronchial arteries. In early embryonic life, arteries of dif-
ferent origins on the pulmonary buds are connected to
a common capillary network, and these capillary networks
later differentiate into different arteries within and outside
the lung that may remain connected to each other; that is,
there are anastomoses between the pulmonary arteries and
vessels of the body circulation, such as the bronchial arteries,
these anastomosing branches are located in the bronchial
wall, the pulmonary artery wall, and the pulmonary pleura,
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and during embryonic development, the pulmonary circu-
lation must obtain blood through anastomosing branches
with the body circulation and for gas exchange [12].
However, after birth, the body circulation has only bronchial
arteries supplying blood to the intrapulmonary bronchi, and
there are also many traffic branches between the bronchial
arteries and pulmonary vessels at the capillary and pre-
capillary levels, which become completely occluded as po-
tential traffic after birth. .e interaction between the two
circulations through these anastomoses can result in both
anatomic developmental abnormalities, that is, vascular
malformations and so on, and anatomic snow remodelling,
which can lead to altered hemodynamics.

In the past decade or so, with the rapid development of
multilayer spiral CT technology, especially with the in-
troduction of 64-layer and later 128-layer, 256-layer, and
320-layer CT, the temporal resolution and z-axis coverage of
CT equipment have been greatly improved, making the
image quality and diagnostic efficacy of coronary CTA re-
liably guaranteed. Literature reports have shown that the
sensitivity of multilayer spiral CT coronary CTA is 82%–
99%; the specificity is 93%–98% and has a high negative
predictive value (95%–100%) compared with conventional
coronary angiography, suggesting that coronary CTA has
a very efficient and credible clinical value for the diagnosis
and exclusion of coronary artery disease [13]. Physical ex-
amination is usually the first examination for patients, and
by taking a detailed history and performing a thorough
physical examination, the patient’s condition can be quickly
grasped and provide key clues for diagnosis [14]. At the time
of intake, it is necessary to ask if there is a history of in-
fection, respiratory system diseases, gastrointestinal symp-
toms, and bleeding disorders. .e physical examination
requires a detailed examination of areas such as the nose and
throat [15]. .e diagnosis of haemoptysis requires attention
to differentiate haemoptysis from gastrointestinal bleeding
and upper respiratory bleeding. Since upper respiratory and
upper gastrointestinal bleeding can also be aspirated into the
trachea and expelled from the mouth, it is easy to mis-
diagnose the same symptoms as haemoptysis. Gastrointes-
tinal bleeding is usually dark red, often mixed with food
debris, and is accompanied by nausea and vomiting [16].

Treatment for haemoptysis should be tailored to the
cause, the patient’s condition, and medical resources. .e
principles of emergency treatment for patients with hae-
moptysis are to keep the airway open and isolate the source
of bleeding. .e clinical first aid measures are to first clear
the airway and encourage the patient to remove the blood in
the airway by coughing to avoid asphyxia; otherwise, it is
easy to cause hypoxemia due to respiratory distress, and
tracheal intubation is needed immediately if the patient has
respiratory distress. While clearing the blood in the airway,
isolation of the source of bleeding is also needed to prevent
blood clots from blocking the airway and affecting the pa-
tient’s breathing. While carrying out the above emergency
management measures, simultaneous treatment with hae-
mostatic drugs can be used to speed up the formation of clots
by reducing the blood flow rate and activating clotting
factors. Also, in terms of care, patients with massive

haemoptysis are asked to remain bedridden to avoid the
aggravation of bleeding due to activity. .ose with re-
spiratory distress can be treated in a semirecumbent position
and given oxygen.

3. AnalysisofBronchiectasisMacrohaemoptysis
Monitored by Multirow CT Tomography

3.1. Multirow CT Tomography Monitoring Design for Large
Bronchial Dilatation. After obtaining informed consent
from the study subjects, 203 inpatients, aged 45–80 years,
eligible for macrohaemoptysis from December 2019 to
December 2020 in our hospital were selected according to
the inclusion criteria. Each group of patients underwent
bronchial artery embolization, and the bronchial artery
embolus was a nonantigenic, absorbable medical gelatin
sponge. Some of the study subjects used spring boluses with
gelatin sponges. Inclusion criteria were as follows: generally,
haemoptysis of ≥500ml per day or more than 100ml at one
time was considered as massive haemoptysis [17]. .e most
common causes of haemoptysis are mainly pulmonary tu-
berculosis, bronchiectasis, primary bronchial carcinoma,
blood-borne lung abscess, mycotoxin, and so on. .e rare
causes are chronic pneumonia, bronchial artery-pulmonary
fistula caused by pulmonary embolism, coronary artery-
bronchial fistula, arterial fistula, rupture of aortic aneurysm,
and so on. In this trial, patients with daily haemoptysis
>500ml or haemoptysis more than 100ml at one time,
where the aetiology included pulmonary tuberculosis,
bronchiectasis, vascular malformation, and pulmonary tu-
mour, were selected, and the above-included subjects were
diagnosed by a combination of clinical manifestations,
laboratory tests, chest CT, and bronchial artery CTA. .e
vessels responsible for haemoptysis were all bronchial ar-
teries treated with BAE. Exclusion criteria include patients
with autoimmune diseases, severe hepatic, renal in-
sufficiency, acrembolic diseases, and preoperative
transfusion.

All patients underwent routine blood, coagulation, liver
and kidney function, cardiac enzymology, calcitonin, elec-
trolytes, CT scan of the chest, and CTA of the bronchial
artery. Bronchial arteriography and BAE treatment: the CTA
results of the bronchial arteries of the patients need to be
read carefully before the procedure to understand the
condition of the lesions and to clarify the location of the
responsible vessels. After disinfection of the right inguinal
region, local anaesthesia was performed, and the 5F vascular
sheath was placed through a modified Salinger’s procedure,
and the 5F C3, 5F MiK, and 5F VERT catheters were in-
troduced separately before the DSA machine fluoroscopy
bronchial arteriography was performed. .e diluted in-
jection was injected through a high-pressure syringe, and
angiography was performed. .e responsible vessel was
identified, and its alignment, diameter, terminal blood
supply, and relationship with the surrounding vessels were
observed. After identification of the responsible vessel,
a step-by-step embolization of the diseased vessel was
performed using microcatheter superselective angiography.
.e degree of embolization was determined by the presence
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of slowed blood flow or contrast spillage in the responsible
vessel. After embolization is complete, the responsible vessel
is again contrasted with iontophoresis injection, and suc-
cessful embolization is judged by the fact that the terminal
vessel is no longer visible. .e patient was monitored
throughout the procedure for cardiac, blood pressure, and
finger pulse oxygen monitoring, and changes in vital signs
and changes in subjective sensation were monitored [18].
After the procedure is completed, the puncture site is
compressed for 15 minutes to stop bleeding, and the
puncture site is bandaged with pressure. After returning to
the ward, the patient needs to be placed in a flat position
while the punctured limb is braked for 12 hours, and internal
haemostasis and symptomatic treatment are required in case
of bleeding, as shown in Figure 1.

Haemoptysis has numerous causes, not only respiratory
diseases but also circulatory, hematologic, and traumatic
diseases..emain underlying diseases of haemoptysis in our
country include mainly bronchiectasis, pulmonary in-
fections (tuberculosis, varicella, and other infections), and
lung cancer. Another major underlying disease in Western
countries is cystic fibrosis, which has ethnically inherited
characteristics. Other rare underlying diseases include 5
areas: bronchopulmonary arteriovenous fistula, pulmonary
isolation, ideology’s disease (a rare submucosal arterial
vasculopathy), anomalous somatic arteries supplying the
basal segment of the normal lower lung, and true pulmonary
aneurysms. Somatic arterial compensatory includes chronic
pulmonary embolism, various congenital heart diseases such
as tetralogy of Fallot, ventricular septal defect, patent ductus
arteriosus, and pulmonary artery agenesis and pulmonary
vein atresia; pulmonary contusions, stab wounds, rib frac-
tures, postlung puncture biopsy, postradiofrequency abla-
tion of lung tumours and postright heart catheterization
chronic smoking haemoptysis; other rare diseases, such as
pneumoconiosis, ruptured thoracic aortic aneurysm, idio-
pathic pulmonary hypertension, pulmonary endometriosis,
and pulmonary-renal haemorrhagic syndrome.

.e goal of minimally invasive techniques is to ac-
complish the same surgical results as traditional surgery, but
with better visual detail, less tissue trauma, and smaller
incisions. .e advantages of minimally invasive techniques
include less tissue damage (presumably with less probability
of pain and inflammation), less perioperative bleeding, less
need for postoperative analgesia, faster recovery of normal
function, shorter hospital stays, and less reliance on re-
habilitation. However, minimally invasive surgery cannot be
performed in the presence of certain conditions, such as
hemodynamic instability, sepsis, and coagulation disorders.
In the past, the assessment of bronchial circulation usually
requires invasive imaging of angiography to determine the
location of bleeding because the origin, number, coin-
tervention, course, diameter, and course of BA vary from
person to person. .e minimally invasive surgical technique
involves the surgeon entering the patient from the dorsal
side of the thoracolumbar segment, separating the spinal
muscles at the location of the lesion, using a Casper cervical
retractor to open and secure the wound, endoscopic access
to the wound, endoscopic imaging to visualize the surgical

site, and a long-necked microscraper to perform a hemi-
section of the intervertebral foramen for spinal cord de-
compression. Disc herniation/extrusion and subsequent
spinal cord compression are common causes of clinical
motor deficits in dogs. Chronic disc herniation is more
severe because the disc herniation may be hard and dense
and often adheres to the dura and intervertebral venous
plexus. .ese factors make removal by conventional surgical
methods difficult while increasing the risk of medically
induced spinal cord injury and venous sinus bleeding.
Minimally invasive techniques offer a way to treat chronic
disc herniations as well as remove some of the remaining
disc material left in the interspace while reducing spinal cord
manipulation and allowing for nerve root inspection. Ret-
rospective studies have demonstrated the feasibility of this
technique, as shown in Figure 2.

.e line generator is mainly connected to the cathode
electron generator by a high-voltage power supply to gen-
erate high-voltage electrons. Electrons collide with the anode
tungsten target under the acceleration of high pressure, and
about 1% of its kinetic energy is converted into X-rays. .e
generator is divided into two types of fixed and rotating
anode tubes, with the long axis of the fixed tube parallel to
the detector and the long axis of the rotating tube per-
pendicular to the detector. Fixed and rotating anodes are
used in different generations of CT. Collimators are used in
CT to ensure good image quality and to reduce unnecessary
radiation doses to the patient. .e collimator is used to limit
the angular distribution of radiation reaching the detector
assembly and serves to spatially position it. It consists of a set
of collimator blades made of highly absorbent material such
as tungsten or molybdenum..e openings of these vanes are
adjusted according to the selected slice width and the size
and position of the focal spot. .e slice thickness of a single
layer CT is defined. .e filter serves to constrain the X-rays
emitted by the X-ray tube into a hard beam of uniform
energy distribution. It is used to remove soft X-rays and low
energy X-rays that radiate and scatter doses strongly to the
patient but have less effect on the detection signal. Flat filters
made of copper or aluminium are placed between the X-ray
source and the patient. .ey allow a uniform distribution of
the X-ray spectrum over the entire field of view. Since the
cross section of the patient is mostly elliptical, these filters
are thinner in the middle and thicker at the edges, making
them hardly attenuate the radiation in the centre and have
a strong signal at the periphery. In some machines, comb
collimators near the detector array are used to reduce the
effective detector element width and thus increase the
achievable geometric resolution [19]. Detectors are energy
conversion devices; their role is to detect analog signals for
digital-to-analog signal conversion, converting analog sig-
nals to digital signals. .e most important characteristics of
detectors are high conversion efficiency, stability, fast re-
sponse, and accuracy. Detectors are generally classified as
gas detectors and solid-state detectors.

Selective bronchial arteriography, with its high spatial
resolution, clearly shows the main trunk of the bronchial
arteries and their branches, and it is worth emphasizing the
digital subtraction angiography DSA technique, which has
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been the gold standard in the in vivo study of bronchial
arteries. Because haemoptysis can be life-threatening and
affect the quality of life of patients, it is particularly im-
portant to understand its aetiology and the mechanism of its
development. To show clearly the anatomy of the responsible
blood vessels related to haemoptysis and its relationship with
the disease is not effective for those medical treatments.
Early interventional treatment of ideal patients with hae-
moptysis who cannot tolerate surgery is very important. It
has obvious advantages in the direction of interventional
treatment; for example, BAE, which is considered the main
method of haemostasis in cases where medical treatment is
ineffective and surgical procedures cannot be tolerated, is
increasingly recognized clinically because of its rapid hae-
mostasis, quick recovery, definite efficacy, and minimal
trauma. DSA, as a confirmatory means of BAE, is considered
the gold standard for the diagnosis of the vessel responsible
for haemoptysis, and after clarifying the vessel responsible
for haemoptysis, timely treatment with BAE treatment is
very important for patients with haemoptysis. However,
when selective bronchial arteriography is performed to re-
veal all bronchial arteries and some nonbronchial body
arteries involved in the blood supply of the disease, the
operation time, contrast dosage, and radiation dose are
increased, which may lead to suboptimal intervention or

secondary interventions if they are not detected or missed in
time.

3.2. Experimental Design of Interventions for Bronchiectasis
Macrosomia. CT bronchial arteriography: all patients must
have 4 cardiac leads attached to the anterior chest wall in
a standard position and a localization and enhancement scan
performed after the normal appearance of heart rate. .e
scope of the scan is generally from top to bottom, from the
entrance of the thorax to the level of the lumbar I vertebrae,
and from the foot side to the head side. .e scan parameters
were tube ball voltage 80–120 kV (conventional 120 kV),
current 250mAs (increase milliamperes for body mass index
over 28), layer thickness 1.0mm, layer spacing 1.0mm, and
rotation speed 0.27 s; tiropramide (370mg/ml) was injected
via the anterior elbow vein and the total amount varied
according to the patient’s body mass (body mass ≤70 kg).
Monitoring was started with a 15 s delay after drug injection,
the scan was started when the region of interest reached the
triggerable threshold, and the patient was instructed to hold
his breath at the same time. .e pitch of the chest biphasic
enhanced CT is 0.16, the current is 250mAs, the tube voltage
is 120 kV, the matrix is 512× 512, and the frame speed is
0.27 s/week. Tiropramide (370mg/ml) was injected via the
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Kidney function
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Figure 1: CT tomography monitoring framework.
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anterior elbow vein and scanned from the level of the
cervical 7 to lumbar I vertebrae, from the cephalad side to the
pedicle side. .e scan was started when the area of interest
reached the triggerable threshold, and the patient was si-
multaneously instructed to hold his breath. At the end of the
scan, the original image was reconstructed in the back-
ground, and the image layer thickness and layer spacing
were 1.0mm.

.e degree of haemoptysis caused by bronchiectasis is
inconsistent, from a small amount of sputum to a large
amount of haemoptysis, and about 50%–70% of patients
have different degrees of haemoptysis. Bronchial arteries
originating from the thoracic aorta or intercostal arteries
between the levels of the thoracic 5 and thoracic 6 vertebrae
were coded as in situ arteries, and those originating beyond
the expected level of origin (i.e., outside the descending aorta
at levels T5 to T6) or from branch vessels of the thoracic
aorta were coded as anomalous or ectopic openings, as
shown in Figure 3.

CT has largely overturned traditional angiographic
techniques. CT has been increasingly used in a wide range of
clinical scenarios because it is noninvasive and easily ac-
cessible, combined with low radiation dose capacity and low
noise, and provides good detail to determine the location
and nature of lesions, driven by advances in technology and
data showing improved results, and there is now a growing
body of evidence that continues to refine and support the
central role of CT in clinical care. .e clinical application of
CT is now gradually expanding to many noncoronary

cardiovascular diseases and can demonstrate the spatial
anatomy and lesion characteristics of BA from a variety of
angles quite perfectly due to the good submillimetre iso-
tropic spatial resolution and contrast resolution, which al-
lows multiplanar reconstruction in any plane; also, CT relies
on timed, fast volume scans with an open scanning field and
wide availability. .e ability to acquire images continuously
during the first circulation venous contrast through the
vessel of interest allows visualization of the aorta and other
vascular systems such as pulmonary arteries, veins, and
adjacent parenchymal organs in a single scan, aiding in the
diagnosis and identification of other pathologies that may
explain nonspecific symptoms.

Because of the realistic morphology and colour of VR, its
display is closer to the anatomical structure, and it can image
various arterioles, soft tissues, and bone structures in three
dimensions, so it can not only visually and three-di-
mensionally display the origin and opening position of BA
but also display the three-dimensional relationship between
bronchial arteries and adjacent surrounding tissues in
multiple angles and directions and restore the overall shape
of bronchial arteries and their course, which can provide
exquisite anatomical images, but it has a high demand on the
intravascular diameter and contrast injection pressure, flow
rate, and concentration. In this group, 17 cases of MPR+VR
could not identify the origin of BA, and only 108 branches of
BA alignment could be completely displayed, which was
considered to be related to its small diameter (1∼2mm),
tortuous alignment, and insufficient filling of contrast agent
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Figure 2: Bronchial dilatation macromonitoring.
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in the diameter, resulting in a reduced display of bronchial
arteries; it may also be because the post-VR cutting oper-
ation process is very complicated and related to the oper-
ator’s handling, and once the wrong identification is made, it
is very easy to cut off the relevant [20]. .erefore, it is
important to be careful during the postcropping process and
to focus on the cross-axis images.

CPR is a special form of 2D reconstruction, which is of
great significance for tracing the panoramic view of the BA,
showing the curved vessels clearly by “spot seeding” and
observing the contrast filling in the lumen. However, the
accuracy and objectivity of the image are dependent on the
image processor, and the wall may be jagged if the lines are
not smooth. .ere were 8 cases in our group in which the
origin of BA could not be determined by MPR+CPR, which
may be related to the fact that BA is slenderer or the patient’s
respiratory and heart rate artifacts produce artifacts on BA.

Xu Xiaoping performed FIB and D-dimer assays on 150
patients with non-small-cell lung cancer grouped and found
that the levels of FIB and D-dimer were significantly higher
in the group with lung cancer complicated by pulmonary
artery embolization than in the group with lung cancer and
the levels of both substances were significantly higher in lung
cancer patients than in healthy controls. BAE injects embolic
material into the bronchial artery to occlude the vessel,
generally by directly blocking the rupture of the vessel and
haemostasis or by reducing pressure and blood flow in the
distal vessel, which contributes to platelet aggregation at the
distal rupture to form a thrombus to seal the rupture. In
malformed blood vessels, the blood flow is blocked and the
blood vessels rupture causing massive haemoptysis. In the
present study, both FIB and D-dimer increased significantly
in patients after surgery compared to preoperative levels,
and the concentrations were positively correlated with the
efficacy of surgery, suggesting that surgery in BAE activates
the coagulation system and thrombus formation contributes
to sealing the ruptured vessel, which is positively correlated
with the efficacy of surgery. .e results of this study indicate
that fibrinogen and D-dimer concentrations can be used as
clinical indicators to assess recurrent haemoptysis after BAE

surgery, which has the advantages of being rapid, accurate,
and inexpensive, does not require moving the patient, and is
suitable for wide clinical application, as shown in Figure 4.

FIB and D-dimer can be detected by blood collection,
which is simple to obtain and does not pose a serious risk to
patients [21]. If FIB and D-dimer can be used to evaluate
postoperative recurrent haemoptysis, with their advantages
of simplicity, minimally invasive, and safety, clinicians can
be guided to intervene promptly in patients at risk of re-
current haemoptysis and improve the cure rate. In this study,
we found that patients’ FIB and D-dimer concentrations
were significantly higher after surgery compared with those
before surgery, while there were significant differences be-
tween different efficacy groups, and the concentrations in the
superior group were significantly higher than those in the
poor group, indicating that both substances can be used as
effective indicators to evaluate the effect of BAE.

4. Analysis of Results

4.1. CT Tomography Monitoring Performance Results. .e
bronchial arterial circulation has significant interindividual
variability. .e origin of the BA is thought to be either at the
T5 and T6 vertebral levels of the descending aorta in the case
of an in situ origin or at the level of a branch vessel from the
thoracic aorta in the case of an ectopic origin, in addition to
the expected origin (i.e., other than the T5 to T6 level of the
descending aorta). Bronchial ectopic arteries originate most
frequently from the thoracic aorta, aortic arch, subclavian
artery, cephalic trunk, internal thoracic artery, and coronary
arteries. For patients with haemoptysis exceeding 100ml at
a time, the causes include tuberculosis, bronchiectasis,
vascular malformations, and lung tumours. .e above-in-
cluded subjects were diagnosed with comprehensive clinical
manifestations, laboratory examinations, chest CT, and
bronchial artery CTA. A total of 13 bronchial ectopic arteries
were presented in the tumour group of this study, including
7 on the right and 6 on the left. Although the type VI BA was
only 4.0%, it is critically important for finding BA during
interventional procedures and plays a guiding role to avoid
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Figure 3: Results of display of bronchial artery origin.
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missing target vessels. For example, if a lung cancer or
haemoptysis patient is successfully treated with interven-
tional embolization and the mass enlarges or haemoptysis
occurs again not long after, this is one of the possible causes.
An issue of concern is that either BA originating from the
coronary arteries or undercrossing with them is not an
isolated case and has been reported in some cases, as Moberg
and colleagues thought that some of these variants are
present at birth but rarely lead to associated hemodynamic
changes in humans.

At the same time, the radiation dose to the patient is
reduced. .e long scanning range, from the thoracic inlet to
the lumbar I vertebral level, can be completed in a single
scan, thus significantly expanding the examination range
and depth of study. .e submillimetre isotropic spatial
resolution and contrast resolution have been greatly im-
proved, and vessels with a diameter of less than 1mm can be
accurately displayed, thus making BA easier to develop.
With powerful image postprocessing functions, multiplanar
reconstruction of images in any plane becomes a reality.
Previously, many researchers used MSCT chest double-
phase enhancement scan to acquire the original image and
then used MPR, MIP, VR, CPR, and other postprocessing
methods to present the opening, number, and de-
velopmental variation of BA. .e most important charac-
teristics of the detector are high conversion efficiency,

stability, fast response, and high accuracy. Detectors are
generally divided into gas detectors and solid-state detectors.
.e introduced EWB 4.0.2.145 workstation is known for its
display of images with high contrast resolution and has the
advantage of one-click debulking and automatic extraction
of blood vessels during postprocessing, which can provide
convenient operation for radiologists; then, the number of
bronchial arteries is determined using MPR thin-layer axial
images, the origin and opening orientation of BA are ob-
served on MIP with a layer thickness of 3mm, BA is ob-
served on MIP images with a layer thickness of 30mm MIP
image, and the z-axis orientation of the BA is observed at the
beginning of the descending aorta on the VR image. .is
combination of postprocessing techniques helps to guide
successful catheter cannulation and rapid embolization of
bronchial ectopic arteries. As can be seen, the exploration
and innovation of postprocessing procedures are in-
dispensable to obtain excellent projections such as BA walk,
but no procedures specifically for BA imaging have yet
emerged, as shown in Figure 5.

In the initial phase of coronary CTA imaging, the clinical
routine is to use a retrospective spiral scan with synchro-
nized ECG monitoring for imaging, during which the CT
device performs a spiral scan at a low pitch while the scan
bed is continuously fed at a low speed to complete the
acquisition of all cardiac data, while the CT device
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automatically records the patient’s ECG information during
the scan and after the completion of the scan. After the scan
is completed, this ECG information is used to guide the
reconstruction of the image data and the selection of the
optimal image phase. .is scanning modality allows for
multiphase data reconstruction, a wide range of adaptations
for heart rate and rhythm, and the ability to improve the
image quality of coronary CTA by editing the ECG in pa-
tients with arrhythmias. However, this imaging modality
also has the disadvantage that, to obtain a good image quality
that satisfies the diagnosis, it is necessary to maintain a low
bed feed speed during the spiral scan to achieve a high degree
of overlap between the spiral data, and therefore this im-
aging modality requires a high radiation dose, as shown in
Figure 6. When selective bronchial arteriography wants to
show all bronchial arteries and some nonbronchial body
arteries that are involved in the blood supply of the disease,
the operation time, contrast medium dosage, and radiation
dose will all increase. If it is not found in time, it may lead to
unsatisfactory interventional treatment effects or the need
for secondary interventional treatment.

At a reduction of nearly 1/3 of the radiation dose, there is
no compromise in coronary image quality or diagnostic
power. At 256-layer spiral CT, the use of the dose iterative
reconstruction algorithm allows for a more than 50% re-
duction in radiation dose for retrospective spiral scan
coronary CTA imaging. In dual-source CT, using the IRIS
iterative reconstruction algorithm for coronary CTA im-
aging at a tube voltage of 80/100 kV resulted in a 62% re-
duction in radiation dose compared with coronary CTA
imaging at a tube voltage of 120 kV using the conventional
filtered inverse projection algorithm, while the noise level of
the images was essentially the same and showed better for
stents than the latter. For second-generation 128-layer dual-
source CT, moreover, the SAFIRE iterative reconstruction

method has been used to perform prospective large-pitch
helical-scan coronary CTA imaging, which reduced the
radiation dose to an ultralow level of less than 0.1mSv. In
addition to low radiation dose capability and low noise, it
can also provide good details to determine the location and
nature of the lesion, so it is increasingly used in clinical
scenarios. .is is due to the advancement of technology and
the improvement of display results.

4.2. Experimental Results of Interventions for Bronchiectasis
Macrosomia. Selective bronchial arteriography, with its
high spatial resolution, clearly shows the main trunk of the
bronchial arteries and their branches, and it is worth em-
phasizing the digital subtraction angiography DSA tech-
nique, which has been the gold standard in the in vivo study
of bronchial arteries. DSA is considered the gold standard
for diagnosing the responsible vessel for haemoptysis as
a means of confirming the diagnosis of BAE. Patients with
haemoptysis need to receive timely treatment after identi-
fying the responsible vessel for haemoptysis. Selective
bronchial arteriography is to show that all bronchial arteries
and some nonbronchial arteries are involved in the blood
supply of the disease. Selective bronchial angiography
showed that the operation time, contrast dose, and radio-
therapy dose all increased, and if they are not detected or
missed in time, it may lead to unsatisfactory intervention or
secondary intervention, as shown in Figure 7.

Pulmonary vascular diseases include nodular aortitis;
diseases of the extrapulmonary system include cardiogenic
hemoptysis and endometriosis. Among the 106 patients in
this subject, 60 cases of bronchiectasis, 13 cases of bron-
chiectasis with old tuberculosis, 4 cases of destroyed lung, 8
cases of lung cancer, 8 cases of pneumonia, 2 cases of
bronchial artery malformation, 1 case of idiopathic aortitis,
and 10 cases of unknown cause were diagnosed. Most eti-
ologists were still dominated by infectious and inflammatory
airway diseases and cancer. .e aorta and other vascular
systems such as pulmonary arteries, veins, and adjacent
parenchymal organs can be seen in a single scan, which helps
in the diagnosis and identification of other pathologies, and
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may explain nonspecific symptoms. It is generally believed
that the imaging of abnormal BA is mainly of three types,
showing obvious tortuous dilatation of the main trunk and
poorly displayed peripheral branches, which are mostly seen
in bronchial dilatation, and the degree of dilatation is
positively correlated with the duration of the disease. BA
main trunk and branches are dilated and thickened and may
even reach below the lung segment, and the blood supply of
multiple branches of BA can traffic anastomose with each
other. .e BA trunk and branches may be thickened and
even reach below the lung segment. .ere are BA and
extrapulmonary body circulation arteries supplying blood to
the same lesion in the lesion area, and the extrapulmonary
body circulation communicates with the intrapulmonary
BA, which is mainly seen in tuberculosis. In the present
study, bronchial artery CTA had a high quantitative ability
to detect BA responsible for haemoptysis (93.55%, 145/155)
but differed from DSA in terms of different imaging pre-
sentations. .e direct signs of imaging macrohaemoptysis
were manifested by spillage of contrast agent from the re-
sponsible vessel and indirect signs by thickening and dis-
tortion of the responsible vessel, aneurysmal dilatation,
increased distal branch vascular disorder, B-P shunt or
body-pulmonary circulation shunt, and aneurysm forma-
tion, as shown in Figure 8.

FIB is an acute-phase reactive protein, a coagulation
factor, present in plasma, with an important role in platelet
aggregation and changes in blood viscosity. Clinical studies
have found that hyperfibrinogenaemia predicts the long-
term risk of death after infarction. Statistics on European
patients aged 40–79 years have found that FIB is associated
with the long-term risk of death after cerebral infarction.
Elevated concentrations of FIB Elevated FIB can be an in-
dependent risk factor for the development and progression
of coronary artery disease. D-Dimers are degradation
products resulting from the hydrolysis of fibrin monomers
by fibrinolytic enzymes after the formation of crosslinks..e

concentration of D-dimers in the peripheral blood of healthy
individuals is very low and increases significantly in patients
with thrombosis. D-Dimers can indicate fibrinolysis, which
does not occur during primary fibrinolysis, and is significantly
increased during thrombosis and secondary fibrinolysis, and
its elevation can increase thrombin production. It has been
shown that plasma D-dimer levels are significantly elevated in
patients with acute cerebral infarction. In this study, there
were 13 ectopic bronchial arteries in the tumour group, in-
cluding 7 on the right side and 6 on the left side. Although
type VI BA is only 4.0%, it is extremely important to find BA
during interventional surgery. It plays a certain guiding role
and can avoid missing target blood vessels.

Second, in terms of intraoperative contrast dosage, pa-
tients in group A underwent CTA preoperatively, and the
operator could selectively cannulate normal and ectopic BAs
directly by observing the reconstructed images after post-
processing, without the need to do thoracic aortography to
clarify the location and number of responsible BAs. Group B
underwent thoracic aortography before cannulation and then
selectively cannulated after the location and number of re-
sponsible BAs were clarified; however, only relying on tho-
racic aortic angiography has limitations. However, simple
thoracic aortography has limited ability to detect certain
ectopic BAs, so an extended angiogram is also needed to find
possible supply arteries. Finally, group A was higher than
group B in terms of first embolization success rate.

5. Conclusion

Although bronchial artery vascular imaging has not been
technically successful enough for widespread use, the ap-
plication of 256-layer spiral CT cardiac gated scanning for
bronchial artery vascular imaging is an ideal imaging mo-
dality, and the use of MPR+MIP is a stepwise combined
postprocessing method that provides a good representation
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of the anatomy of the bronchial artery, including its origin
and general course. Spiral CT to familiarize oneself with the
depiction of bronchial arteries can provide useful in-
formation and guidance for bronchial artery interventions,
and the anatomic information it provides can help guide
successful catheter cannulation and rapid embolization of
bronchial ectopic arteries, as well as depicting and detect
abnormal nonbronchial systemic arteries and helping focus
on the artery in question. .e use of multirow spiral CT
before angiography reduces the failure rate of interventional
catheter insertion and the number of patients requiring
surgical intervention, reduces imaging time, contrast dosage,
and radiation dose, and reduces false embolization and
postembolization complications, such as transverse myelitis.
Like reconstructive CT, it will show more information about
the responsible vessels and can provide interventionalists
with rapid morphological and spatial anatomical in-
formation about the responsible vessels associated with
haemoptysis, which can play an important role in the di-
agnosis and treatment of patients and interventional em-
bolization. In clinical practice, the scanning protocol of
bronchial artery CT can be optimized to provide more
comprehensive and clear images for surgical or interven-
tional treatment of chest diseases.
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