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[Abstract] Objective: To explore the manifestations dual-energy CT of chronic thromboembolic pulmonary hyperten-
sion (CTEPH). Methods: Dual-energy CT scan was performed in 13 patients with CTEPH confirmed by clinical evidence
and cardiac ultrasound. Lung perfused blood volume (lung PBV) imaging was analyzed by two radiologists independently
with pulmonary lobe as analysis unit on the number and location of perfusion defects of CTEPH. The results of CT pulmo-
nary angiography (CTPA) were also analyzed and recorded. Kappa test was used to evaluate the consistency of detecting
CTEPH between the two radiologists. Results: All 13 patients with chronic pulmonary emboli showed as irregular, eccentric,
and mural filling defects along the pulmonary arteries. Pulmonary infarction was seen in one patient, "mosaic" sign in 6 ca-
ses,pleural effusion in 1 case,pulmonary trunk/aorta diameter ratio >1 (PA/AA>>1) in 12 cases,and vena cava reflux in 3
cases. With lobe-based analysis, both readers found a total of 21 perfusion defects separately on dual-energy CT lung PBV
imaging. Two readers jointly found 20 lesions when reading together. Kappa value was 0. 918 (P<C0. 001). The perfusion
defects were mostly located at the peripheral interface appeared as wedge shaped decreased perfusion areas. Conclusion; Du-
al-energy CT can simultaneously obtain both CTPA and lung PBV images, which can facilitate the diagnosis of CTEPH and
can be a preferred modality for patients with clinically suspected CTEPH.
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