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Advancements of dual-energy CT in diagnosis and
treatment of pulmonary nodules

WEN Qingyun, HOU Yang "
(Department o f Radiology, Shengjing Hospital of China Medical University ,
Shenyang 110004, China)

[Abstract] For diagnosis of pulmonary nodules, conventional chest CT relies mainly on morphological features of the
nodules. Multiple quantitative parameters and imaging modes of dual-energy CT, such as virtual mono-energetic
reconstruction, spectral HU curve, effective atomic number and material decomposition image play an irreplaceable role in

diagnosis of pulmonary nodules. The application of dual-energy CT in diagnosis and treatment of pulmonary nodules were

reviewed in this article.
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