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Feasibility of 80 kVp tube voltage coronary CTA combined with
volume-based adaptive statistical iterative reconstruction in
overweight or class ] obesity patients

DU Jingbo” , REN Ahong , LI Zhenwu , GUO Xiaohui, YANG Tao
(Department o f Radiology, Peoplés Hospital of Beijing Daxing District,
Beijing 102600, China)

[Abstract] Objective To explore the feasibility of using 80 kVp tube voltage coronary CTA (CCTA) combined with
volume-based adaptive statistical iterative reconstruction (ASiR-V) in overweight or class | obesity patients. Methods
Totally 120 overweight or class | obesity patients who underwent CCTA were randomly divided into 80 kVp group or
100 kVp group (each n=60), and 60% ASiR-V was used for image reconstructions. The image quality, CT value, SNR,
contrast noise ratio (CNR), CT dose index volume (CTDIvol), dose length product (DLP), contrast agent dose and
effective radiation dose were compared between the two groups. Results There was no significant difference of image
quality score between 2 groups (P>>0.05). There were statistical differences of CTDIvol, DLP, contrast agent dose and
effective radiation dose between 2 groups (all P<C0.05). There was no significant difference of CT values in aortic root,
right coronary artery, left anterior descending branch nor left circumflex branch between 2 groups (all P>>0.05). No
significant difference of SNR nor CNR of right coronary artery, left anterior descending branch and left circumflex branch
was found between 2 groups (all P>>0. 05). Conclusion Adopting 80 kVp tube voltage combined with 60% ASiR-V image
reconstruction for CCTA in overweight or class | obesity patients can obtain equivalent image quality to 100 kVp tube
voltage, while the contrast agent dose and effective radiation dose are reduced.
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