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Abstract
Background: To determine the difference in the radiation exposure of patients undergoing conventional single-energy computed 
tomography pulmonary angiography (SECTPA) and dual-energy CT pulmonary angiography (DECTPA) and determination of the 
benefits of both methods in the diagnosis of pulmonary embolism (PE). Material and Methods: In this single-center retrospective study, 
105 consecutive CTPA examinations performed on dual-source dual-energy CT scanner November 2018–December 2020 at St. Michael’s 
University Hospital Radiodiagnostic Clinic, Bratislava, Slovakia were reviewed for detection of acute PE and dose-length product (DLP) in 
each examination was noted and compared in SECTPA and DECTPA. The 105 examinations included 95 patients (mean [M] = 60.5 years, 
range 20–88 years). Results: Of the 95 examined patients, 92 had an initial examination, of whom 22 had confirmed acute PE (23.9% of 
initially examined patients, 11 by SECTPA, and 11 by DECTPA), in 70 patients (i.e., 76.1%) PE was not present. The DLP in DECTPA was 
M  =  344.4  mGy × cm, and in SECTPA M  =  176.7  mGy × cm. Conclusions: Mean DLP in DECTPA was almost 2-times higher than 
in SECTPA (with a statistically significant difference, p < 0.001), while in three-quarters of patients, acute PE was not confirmed, which is in 
the era of CTPA overuse unnecessary radiation exposure. However, DECTPA with iodine perfusion maps is superb in the follow-up of 
patients with confirmed PE by detecting small chronic subsegmental PE and thus preventing chronic complications in the form of chronic 
thromboembolic pulmonary hypertension, which, if untreated, is fatal. Med Pr Work Health Saf. 2025;76(1)
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INTRODUCTION

Pulmonary embolism (PE) is a relatively frequent and 
life-threatening disease that represents a severe medical 
problem with a high rate of hospitalization and death. 
Therefore, a quick and correct diagnosis is essential in 
managing patients with PE. In addition to proper clini-
cal diagnosis, an examination with imaging methods is 
necessary, of which the method of choice for confirma-
tion or exclusion of PE is computed tomography pul-
monary angiography (CTPA). Due to the increasing 
availability of non-invasive imaging, especially CTPA, 
there is a tendency in clinical examination to assume 
PE more often than in the past, leading to the overuse of 
CTPA examinations [1,2].

Modern devices enabling examination with 2 ener-
gies dual-energy CT (DECT) scanners enable the de-
tection of even small subsegmental embolization during 
DECT pulmonary angiography (DECTPA) with favor-

able results [3,4], but potentially at the cost of higher 
radiation exposure to the patient. There is the overuse 
of CT examinations in diagnosing PE in daily practice. 
Therefore, DECTPA in patients without PE represents 
an unnecessary excessive radiation load with risks of un-
wanted biological effects.

The aim of this study was to determine the difference 
in the radiation exposure of patients undergoing con-
ventional single-energy CTPA (SECTPA) and DECTPA, 
while based on meta-analysis published in 2021 [5] the 
sensitivity of SECTPA and DECTPA in clinically signif-
icant lobar and segmental PE is the same.

MATERIAL AND METHODS

To this single-center retrospective study were en-
rolled all patients examined at St. Michael’s Universi-
ty Hospital Radiodiagnostic Clinic, Bratislava, Slova-
kia 1 November 2018–31 December 2020. During this 
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period, 105  CTPA examinations were performed in 
95 adult patients (47 males, 48 females), M = 60.5 years 
(median [Me] = 65 years, range 20–88 years).

Patients were examined on a dual-source DECT sca n- 
ner Siemens Somatom Definition Flash (Siemens 
Healthineers AG, Forchheim, Germany) with 2 detec-
tor rows, each with 128 slices. In conventional SECTPA 
the voltage on the X-ray tube was fixed at 100 kV, tube 
current of reference 150 mAs (effective mAs modulat-
ed by CARE Dose4D), pitch of 1.2 and rotation time 
0.28 s; in DECTPA the voltage on the X-ray tubes was 
set by manufacturer to 100 kVp for tube A and 140 kVp 
for tube B, tube current of reference 150 mAs for tube 
A and 116 mAs for tube B (effective mAs modulated by 
CARE Dose4D), pitch of 0.7 and rotation time 0.33 s. 
In initial, first examination in suspicion for acute PE in-
dividual doctors in charge of CT selected the examina-
tion technique (SECTPA or DECTPA) in each patient, 
i.e., patients were randomly examined with SECTPA or 
DECTPA. Patients undergoing repeated follow-up ex-
amination preferably examined with DECTPA.

For each examination, automatically calculated dose-
length product (DLP) and volume computed tomogra-
phy dose index (CTDIvol) was recorded.

Statistical analysis was performed with commercial-
ly available statistic software (Microsoft Excel [Microsoft 
Corporation, Redmond, Washington, USA] with open-
source statistical add-in BESH Stat). For assessment 
of statistical significance difference, a  non-parametric 
Mann-Whitney test was performed. Non-parametric test 
was chosen because of small sample size and non-Gauss-
ian distribution of data and the presence of outliers, es-
pecially in data group of DECTPA.

RESULTS

Of the 95 examined patients, 92 patients had initial exam-
ination (45 males, 47 females) of whom 22 had confirmed 
acute PE (13 males, 9 females), which represents 23.9% 

of initially examined patients, in 70 patients (32 males, 
38 females), i.e., 76.1%, PE was not present.

Of the 92 initially examined patients 8 patients had 
follow-up examination – 7 patients had 1 follow-up ex-
amination and 1 patient had 2 follow-up examinations. 
Three patients were examined only with follow-up exam-
inations after diagnosed PE at another hospital radiolo-
gy department – 2 patients had 1 and 1 patient had 2 fol-
low-up examinations.

Of the 92 initially examined patients 59 patients (64.1%) 
underwent DECTPA, 33 patients (35.9%) were examined 
with SECTPA. With DECTPA 11 cases of acute PE were 
detected, which represents 18.6% of DECTPA examina-
tions; with SECTPA also 11 cases of acute PE were detect-
ed, which represents 33.3% of SECTPA examinations.

Location of acute PE was in 5 patients in main pul-
monary arteries, in 7 patients in lobar arteries and in 
10 patients in segmental and subsegmental pulmonary 
arteries, whereas 1 patient had isolated subsegmental PE.

Of overall 105 examinations 67 examinations were 
DECTPA (63.8%) and 38 examinations were SECTPA 
(36.2%) (Table 1).

From clinical signs in suspicion of acute PE 4 ma-
jor signs include deep vein thrombosis (DVT), dys-
pnea, chest pain and elevated D-dimer in blood test. 
Out of 92 initially examined patients in 11 patients no 
data were provided, since these were outpatients from 
private health care. In the rest of 81 patients all 4 clin-
ical signs were provided in 65 patients, in 16 patients 
≥1 sign was not stated. Patients had present ≥1 sign or 
different combinations of clinical signs. The majority of 
patients had elevated D-dimer; the second most com-
mon sign was dyspnea. The combination of all 4 clinical 
signs was present only in 4 patients; all of them had con-
firmed acute PE (Table 2). Nevertheless, presented clini-
cal signs had no effect on radiation exposure.

Total DLP in DECTPA examination was 257–612 
mGy × cm (M = 344.4 mGy × cm, Me = 319 mGy × cm), and 
total DLP in SECTPA examination was 77–245 mGy × cm 

Table 1. Results summary of single-center study group examined with computed tomography pulmonary angiography (CTPA) 
at St. Michael’s University Hospital Radiodiagnostic Clinic, Bratislava, Slovakia, 1 November 2018 – 31 December 2020

Method
Examinations

(N = 105)
[n (%)]

Initially examined patients
(N = 92)

total
[n (%)]

with confirmed PE
(N = 22, 23.9%)

[n]

without PE
(N = 70, 76.1%)

DECTPA 67 (63.8) 59 (64.1) 11 (18.6% of initial DECTPA) 48 (81.4% of initial DECTPA)

SECTPA 38 (36.2) 33 (35.9) 11 (33.3% of initial SECTPA) 22 (66.7% of initial SECTPA)

DECTPA – dual-energy computed tomography pulmonary angiography, PE – pulmonary embolism, SECTPA – single-energy computed tomography pulmonary angiography.
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(M = 176.7 mGy × cm, Me = 182.5 mGy × cm) (Figure 1). 
The difference in DLP during DECTPA and SECTPA 
showed statistically significant (p < 0.001).

Volume computed tomogra phy dose index in 
DECTPA examinations ranged 7.13–14.85  mGy 
(M = 9.19 mGy, Me = 8.96 mGy) and in SECTPA ex-
aminations ranged 1.86–6.25  mGy (M  =  4.86  mGy, 
Me = 5.18 mGy) (Figure 2). The difference in CTDIvol 
during DECTPA and SECTPA also showed statistically 
significant (p < 0.001).

DISCUSSION

Computed tomography pulmonary angiography is the 
method of choice for diagnosing PE and is a crucial part 
of commonly used diagnostic algorithms. It is now read-
ily available and has a high negative predictive value [2]. 
The use of modern multidetector CT devices has in-
creased the sensitivity of CTPA by imaging small seg-
mental or subsegmental PE, but the clinical significance 
of these small emboli is questionable, especially when it 
comes to isolated subsegmental pulmonary emboli [6–8]. 
In a retrospective review of isolated subsegmental embo-
lization, Pena et al. [7] found that a small proportion of 
patients diagnosed with isolated subsegmental emboliza-
tion (18 of 70 patients) did not receive any anticoagula-
tion therapy, yet these patients did not develop recurrent 
venous thromboembolism (VTE), i.e., PE or DVT, during 
a  3-month follow-up. Therefore, undiagnosed isolated 
subsegmental embolization does not pose an immediate 
risk of recurrent VTE; on the contrary, patients may be at 
risk of overtreatment with bleeding complications [9,10].

The sensitivity of SECTPA and DECTPA in the assess-
ment of lobar and segmental acute PE is the same [5], the 

advantage of DECTPA is the possibility to determinate the 
patency of the pulmonary vascular bed simultaneously with 
the pulmonary perfusion, which helps in the detection of 
small subsegmental pulmonary embolization and thus cap-
tures more PE than SECTPA allows. However, according to 
a study by Weidman et al. [3], the use of iodine perfusion 
maps helped to additionally detect acute PE in only 11 pa-
tients in a set of 1144 patients, representing 1.1%. In this 
single-center small cohort of patients examined for suspect-
ed PE, authors did not determine the number of cases in 
which DECTPA helped in the diagnosis of small subseg-
mental PE, but based on the results of a published study, 
the small benefit of iodine maps in the diagnosis of small 
acute subsegmental PE does not balance the fact that the 
radiation exposure in patients examined by DECTPA is 
almost double compared to SECTPA (the mean DLP in 
the cohort of patients in DECTPA was 344.4 mGy × cm, 
in SECTPA M = 176.7 mGy × cm, the ratio between the 
average DLP in DECTPA and SECTPA is 1.95), the max 
DLP in DECTPA was up to 2.5  times the max DLP in 
SECTPA (the max DLP in DECTPA was 612 mGy × cm, 

Table 2. Clinical signs in suspicion of acute pulmonary embolism (PE)  
at St. Michael’s University Hospital Radiodiagnostic Clinic, Bratislava, 
Slovakia, 1 November 2018 – 31 December 2020

Variable

Patients
(N = 92)

[n]

out of 81 patientsa out of 22 patients 
with acute PE

Deep vein thrombosis (DVT) 14 9

Dyspnea 47 14

Chest pain 19 8

Elevated D-dimer 63 18

All 4 clinical signs 4 4

a 11 patients with no data.
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Figure 1. Dose-length product (DLP) of X-ray radiation exposure 
during the examination, depending on the chosen examination 
method at St. Michael’s University Hospital Radiodiagnostic Clinic, 
Bratislava, Slovakia, 1 November 2018 – 31 December 2020
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Figure 2. Volume computed tomography dose index (CTDIvol) 
of X-ray radiation output from the scanner during the examination, 
depending on the chosen examination method at St. Michael’s 
University Hospital Radiodiagnostic Clinic, Bratislava, Slovakia, 
1 November 2018 – 31 December 2020



4 M. Hazlinger et al. 

Med Pr Work Health Saf. 2025;76(1)

the max DLP in SECTPA was 245 mGy × cm, the ratio be-
tween the max DLP in DECTPA and SECTPA is 2.50). 
The same results were observed in CTDIvol values with 
mean CTDIvol value in DECTPA almost 2 times higher 
than mean CTDIvol value in SECTPA (M = 9.19 mGy vs. 
M = 4.86 mGy, respectively).

Based on the European Guidelines on Quality Crite-
ria for CT from 2000, which are still valid, the DLP in 
chest CT is set at 650 mGy × cm [11]. In this cohort of 
patients the diagnostic reference level was not exceed-
ed. The examination with the highest overall DLP was 
in DECTPA with 612 mGy × cm.

In this study acute PE was not confirmed in up to 
three-quarters of patients (76.1%) from this group of 
patients who were initially examined for suspected PE. 
Also, the clinical significance of the diagnosis of small 
acute subsegmental PE as an advantage of DECTPA re-
mains questionable, especially if it concerns isolated 
subsegmental embolization that could remain untreat-
ed [7,12,13]. Considering the higher radiation  exposure 
of DECTPA compared to SECTPA with their possi-
ble adverse stochastic effects on patients, in suspected 
acute PE the target should be a lower radiation expo-
sure. The risk of adverse stochastic effects increases pro-
portionally with the absorbed radiation dose and accu-
mulates during the patient’s life [14].

Findings of higher radiation exposure in DECTPA over 
SECTPA in this study conflict with the previously pub-
lished research, showing that in phantom studies, there was 
no significant difference in radiation dose between DECT 
and conventional CT of the thorax [15,16]. Phantom stud-
ies compared dual-energy mode at 140 and 80 kVp and 
140  and 100  kVp with single-energy CT at 120  kVp. 
In SECTPA examinations used for the study the voltage on 
the X-ray tube was lower – fixed at 100 kV, which improved 
the iodine contrast-to-noise ratio compared with 120 kV, 
and also reduced voltage on the X-ray tube during a sin-
gle-source CT examination from 120 kVp to 100 kVp leads 
to a reduction of the radiation dose >30% [17,18].

The undoubted advantage of DECTPA with recon-
structed perfusion iodine maps is not only the visualiza-
tion of defects in the contrast filling of the lung paren-
chyma in acute PE, but also the visualization of defects in 
the contrast filling associated with chronic PE [4]. In the 
control examination after anticoagulant or  thrombolytic 
treatment of acute PE, in the case of incompletely dis-
solved emboli in the peripheral pulmonary arteries, per-
fusion defects in the periphery of the lung parenchyma 
will be displayed. Subsegmental pulmonary arteries can 
also be closed by small clot remnants that can arise from 

the disruption of larger pulmonary emboli at the segmen-
tal or lobar level during anticoagulant treatment. In the 
chronic stage of PE, the pulmonary arteries are smaller, 
and the vessel lumen tends to be narrowed. These changes 
can be observed both on SECTPA and on DECTPA, but 
due to the narrowing of the vessels in the chronic stage, 
this detection is difficult only based on visual tracking 
of the vessels contrast filling in the periphery of the lung 
parenchyma at the subsegmental level. Defects in the sub-
segmental pulmonary arteries are very well revealed by 
the iodine perfusion map [19], which contributes to the 
follow-up of patients, and the possibility of monitoring 
the development of chronic subsegmental PE enables to 
detect of the early stages of possible chronic thromboem-
bolic pulmonary hypertension (CTEPH) [20,21].

Limitations of this study are the small group of pa-
tients and voltage on the X-ray tubes set by the manu-
facturer to 100 and 140 kVp during the observed period 
of study, instead of 80 and 140 kVp used in other radiol-
ogy departments [4,22]. Reducing the X-ray tube volt-
age leads directly to a reduction in the radiation expo-
sure, and in the case of DECTPA with the advantage of 
enhancing of the contrast filling in the vessels. There-
fore, at authors’ Radiodiagnostic Clinic the input volt-
age on the X-ray tubes was already decreased to 80 kVp 
and 140 kVp, which contributed to the reduction of the 
radiation load in DECTPA.

Computed tomography scanner at authors’ Radio-
diagnostic Clinic undergoes regular quality controls 
provided by The Institute of Radiation Protection, Ltd. 
twice a  year where among other things accuracy of 
CTDIvol and DLP is measured on a phantom. Therefore, 
the CTDIvol and DLP measured by the scanner reflect 
 actual exposure.

CONCLUSIONS

Based on this study results, authors suggest using SECTPA 
instead of DECTPA in the diagnosis of acute PE to reduce 
the patient radiation exposure. The advantage of DECTPA is 
to monitor the PE evolution with the possibility of making 
iodine perfusion maps that help detect small chronic sub-
segmental PE and thus prevent chronic complications in the 
form of CTEPH, which, if untreated, is fatal.

AUTHOR CONTRIBUTIONS
Research concept: Martin Hazlinger, Zuzana Berecova
Research methodology: Martin Hazlinger, 
Zuzana Berecova, Viera Lehotska
Collecting material: Martin Hazlinger, Zuzana Berecova



 CTPA patient radiation exposure reduction 5

Med Pr Work Health Saf. 2025;76(1)

Statistical analysis: Martin Hazlinger, Zuzana Berecova, 
Viera Lehotska
Interpretation of results: Martin Hazlinger, 
Zuzana Berecova, Viera Lehotska
References: Martin Hazlinger, Zuzana Berecova

REFERENCES

1. Osman M, Subedi SK, Ahmed A, Khan J, Dawood T, Rios- 
Bedoya CF, et al. Computed tomography pulmonary angi-
ography is overused to diagnose pulmonary embolism in 
the emergency department of academic community hospi-
tal. J Community Hosp Intern Med Perspect. 2018;8:6–10. 
https:// doi.org/10.1080/20009666.2018.1428024.

2. Konstantinides SV, Meyer G, Becattini C, Bueno H, Geers-
ing GJ, Harjola VP, et al. 2019 ESC Guidelines for the diag-
nosis and management of acute pulmonary embolism de-
veloped in collaboration with the European  Respiratory 
Society (ERS). Eur Heart J. 2020;41:543–603. https://doi. 
org/ 10. 1093/eurheartj/ehz405.

3. Weidman EK, Plodkowski AJ, Halpenny DF, Hayes SA, Pe-
rez-Johnston R, Zheng J, et al. Dual-energy CT angiogra-
phy for detection of pulmonary emboli: incremental ben-
efit of iodine maps. Radiology. 2018;289:546–553. https:// 
doi. org/10.1148/radiol.2018180594.

4. Lu GM, Wu SY, Yeh BM, Zhang LJ. Dual-energy computed 
tomography in pulmonary embolism. Br J Radiol. 2010; 83: 
707–718. https://doi.org/10.1259/bjr/16337436.

5. Monti CB, Zanardo M, Cozzi A, Schiaffino S, Spagnolo P, 
Secchi F, et al. Dual-energy CT performance in acute pul-
monary embolism: a meta-analysis. Eur Radiol. 2021;31: 
6248–6258. https://doi.org/10.1007/s00330-020-07633-8.

6. Righini M, Robert-Ebadi H, Le Gal G. Diagnosis of acute pul-
monary embolism. J Thromb Haemost. 2017;15: 1251–1261. 
https://doi.org/10.1111/jth.13694.

7. Pena E, Kimpton M, Dennie C, Peterson R, Le Gal G, Car-
rier M. Difference in interpretation of computed tomog-
raphy pulmonary angiography diagnosis of subsegmental 
thrombosis in patients with suspected pulmonary embo-
lism. J Thromb Haemost. 2012;10:496–498. https://doi. org/ 
10. 1111 /j.1538-7836.2011.04612.x.

8. Ritchie G, McGurk S, McCreath C, Graham C, Murchin-
son JT. Prospective evaluation of unsuspected pulmonary 
embolism on contrast enhanced multidetector CT (MDCT) 
scanning. Thorax. 2007;62:536–540. https://doi. org/ 10. 1136/ 
thx.2006.062299.

9. Remy-Jardin  M, Pistolesi  M, Goodman  LR, Gefter  WB, 
Gottschalk A, Mayo JR, et al. Management of suspected 
acute pulmonary embolism in the era of CT angiography: 

a statement from the Fleischner society. Radiology. 2007; 
245: 315–329. https://doi.org/10.1148/ radiol. 2452070397.

10. Hutchinson BD, Navin P, Marom EM, Truong MT, Bruzzi JF. 
Overdiagnosis of pulmonary embolism by pulmonary CT 
angiography. Am J Roentgenol. 2015;205: 271–277. https://
doi.org/10.2214/AJR.14.13938.

11. Directorate-General for Research and Innovation (Euro-
pean Commission). European Guidelines on Quality Cri-
teria for Computed Tomography [Internet]. Luxemburg 
Office for Official Publications of the European Communi-
ties; 2000 [cited 2023 Mar 31]. Available from: https:// op. 
europa.eu/en/publication-detail/-/publication/ d2 2 9 c9e1- 
a9 67- 49de-b169-59ee68605f1a.

12. Dobler CC. Overdiagnosis of pulmonary embolism: defi-
nition, causes and implications. Breathe. 2019;15:46–53. 
https:// doi.org/10.1183/20734735.0339-2018.

13. Freund J, Cachanado M, Aubry A, Orsini C, Raynal PA, 
Feral-Pierssens  AL, et  al. Effect of the pulmonary em-
bolism rule-out criteria on subsequent thromboembolic 
events among low-risk emergency department patients: 
The PROPER randomized clinical trial. JAMA. 2018; 319: 
559–566. https://doi.org/10.1001/ jama. 2017. 21904.

14. Mettler FA. Medical effects and risks of exposure to ionis-
ing radiation. J Radiol Prot. 2012;32:N9–N13. https://doi.
org/10.1088/0952-4746/32/1/N9.

15. Schenzle  JC, Sommer  WH, Neumaier  K, Michalski  G, 
Lechel U, Nikolaou K, et al. Dual Energy CT of the Chest: 
How About the Dose? Invest Radiol. 2010;45:347–353. 
https://doi.org/10.1097/RLI.0b013e3181df901d.

16. Henzler T, Fink C, Schoenberg SO, Schoepf UJ. Dual-en-
ergy CT: Radiation Dose Aspects. Am J Roentgenol. 2012; 
199: S16–S25. https://doi.org/10.2214/AJR.12.9210.

17. Kubo T, Lin PJP, Stiller W, Takahashi M, Kauczor HU, 
Ohno Y, et al. Radiation dose reduction in chest CT: a re-
view. Am J Roentgenol. 2008;190:335–343. https://doi. org/ 
10. 2214/AJR.07.2556.

18. Zhang WG, Liu JP, Jia XQ, Zhang JY, Li XN, Yang Q.  Effects 
of  the Sn100 kVp Tube Voltage Mode on the Radiation 
Dose and Image Quality of Dual-Source Computed To-
mography Pulmonary Angiography. Int J Gen Med. 2021; 
14:1033–1039. https://doi.org/10.2147/IJGM. S2 9 3 173.

19. Lefebvre B, Kyheng M, Giordano J, Lamblin N, de Groote P, 
Fertin M, et al. Dual-energy CT lung perfusion charac-
teristics in pulmonary arterial hypertension (PAH) and 
pulmonary veno-occlusive disease and/or pulmonary 
capillary hemangiomatosis (PVOD/PCH): preliminary ex-
perience in 63 patients. Eur Radiol. 2022;32:4574–4586. 
https://doi.org/10.1007/s00330-022-08577-x.

20. An J, Nam Y, Cho H, Chang J, Kim DK, Lee KS. Acute pul-
monary embolism and chronic thromboembolic pulmo-

https://doi.org/10.1080/20009666.2018.1428024
https://doi.org/10.1093/eurheartj/ehz405
https://doi.org/10.1093/eurheartj/ehz405
https://doi.org/10.1148/radiol.2018180594
https://doi.org/10.1148/radiol.2018180594
https://doi.org/10.1259/bjr/16337436
https://doi.org/10.1007/s00330-020-07633-8
https://doi.org/10.1111/jth.13694
https://www.jthjournal.org/article/S1538-7836(22)06197-9/fulltext
https://www.jthjournal.org/article/S1538-7836(22)06197-9/fulltext
https://doi.org/10.1136/thx.2006.062299
https://doi.org/10.1136/thx.2006.062299
https://doi.org/10.1148/radiol.2452070397
https://doi.org/10.2214/AJR.14.13938
https://doi.org/10.2214/AJR.14.13938
https://op.europa.eu/en/publication-detail/-/publication/d229c9e1-a967-49de-b169-59ee68605f1a
https://op.europa.eu/en/publication-detail/-/publication/d229c9e1-a967-49de-b169-59ee68605f1a
https://op.europa.eu/en/publication-detail/-/publication/d229c9e1-a967-49de-b169-59ee68605f1a
https://doi.org/10.1183/20734735.0339-2018
https://doi.org/10.1001/jama.2017.21904
https://doi.org/10.1088/0952-4746/32/1/N9
https://doi.org/10.1088/0952-4746/32/1/N9
https://doi.org/10.1097/RLI.0b013e3181df901d
https://doi.org/10.2214/AJR.12.9210
https://doi.org/10.2214/AJR.07.2556
https://doi.org/10.2214/AJR.07.2556
https://doi.org/10.2147/IJGM.S293173
https://doi.org/10.1007/s00330-022-08577-x


6 M. Hazlinger et al. 

Med Pr Work Health Saf. 2025;76(1)

nary hypertension: clinical and serial CT pulmonary an-
giographic features. J Korean Med Sci. 2022;37(10):e76. 
https://doi.org/10.3346/jkms.2022.37.e76.

21. Abozeed  M, Conic  S, Bullen  J, Rizk  A, Saeedan  MB, 
Karim W, et al. Dual energy CT based scoring in  chronic 
thromboembolic pulmonary hypertension and cor-
relation with clinical and hemodynamic parameters: 
a retrospective cross-sectional study. Cardiovasc Diagn 

Ther. 2022;12(3):305–313. https://doi.org/10.21037/cdt-
21-686.

22. Pontana F, Faivre JB, Remy-Jardin M, Flohr T, Schmidt B, 
Tacelli N, et  al. Lung perfusion with dual-energy mul-
tidetector-row CT (MDCT): feasibility for the evalua-
tion of acute pulmonary embolism in 117 consecutive 
patients. Acad Radiol. 2008;15:1494–1504. https://doi.
org/10.1016/j.acra.2008.05.018.

This work is available in Open Access model and licensed under a Creative Commons Attribution 4.0 International (CC BY 4.0) – https://creativecommons.
org/licenses/by/4.0/.

Publisher: Nofer Institute of Occupational Medicine, Łódź, Poland

https://doi.org/10.3346/jkms.2022.37.e76
https://doi.org/10.21037/cdt-21-686
https://doi.org/10.21037/cdt-21-686
https://doi.org/10.1016/j.acra.2008.05.018
https://doi.org/10.1016/j.acra.2008.05.018
https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/

