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Abstract

Purpose This pilot study assessed the independent and incremental value of ®*Ga-V/Q PET/CT as compared with CT
pulmonary angiography (CTPA) for the management of cancer patients with suspected acute pulmonary embolism
(PE).

Methods All 24 cancer patients with suspected acute PE prospectively recruited underwent both ®*Ga-V/Q PET/CT
and CTPA within 24 h. PET/CT was acquired after inhalation of Galligas prepared using a Technegas generator and
administration of °®Ga-macroaggregated albumin. Initially, PET/CT and CTPA scans were read independently with
the reader blinded to the results of the other imaging study. CTPA and PET/CT were then coregistered and reviewed
by consensus between a radiologist and nuclear medicine physician. The therapeutic management was established by
the managing physician based on all available data.

Results The diagnostic conclusion was concordantly negative in 18 patients (75%). Of the six discordant diagnoses on indepen-
dent reading, combined interpretation of V/Q PET/CTPA enabled a consensus conclusion in two patients, excluding PE in one
and confirming PE in the other, similar to the initial diagnostic conclusion of the V/Q PET/CT. Of the remaining four patients,
three had a single subsegmental thrombus on CTPA but a negative V/Q PET/CT scan, and two of these did not receive long-term
anticoagulation and did not have a venous thromboembolic event during a 3-year follow-up period. The third patient, along with
a patient with a positive V/Q PET/CT scan but a negative CTPA scan, presented with acute complications preventing any
conclusions with regard to the appropriateness of the V/Q PET/CT results in the management of PE. Overall, V/Q PET had
an impact on management in four patients (17%).

Conclusion In this pilot study, we demonstrated the feasibility and potential utility of V/Q PET/CT for the manage-
ment of patients with suspected PE. V/Q PET/CT may be of particular relevance in patients with equivocal findings
or isolated subsegmental findings on CTPA, adding further discriminatory information to allow important decision-
making regarding the use or withholding of anticoagulation. Given the other advantages of V/Q PET/CT (reduced
acquisition time, low radiation dose), and with the increasing availability of °®Ga generators, PET/CT is a potential
replacement for V/Q SPECT/CT imaging.

Keywords Pulmonary embolism - V/Q PET/CT - Gallium-68 - CT pulmonary angiography

P4 Pierre-Yves Le Roux > Department of Haematology and Medical Oncology, Peter
pierre-yves.leroux @chu-brest. fr MacCallum Cancer Centre, Melbourne, Australia

P4 Michael S. Hofman 4 Sir Peter MacCallum Department of Oncology, University of
Michael.hofman @ petermac.org Melbourne, Melbourne, Australia

Respiratory Medicine, Peter MacCallum Cancer Centre and Royal

Cancer Imaging, Peter MacCallum Cancer Centre, Melbourne Hospital, Melbourne, Australia
Melbourne, Australia

2 Nuclear Medicine, Brest University Hospital, EA3878 (GETBO) IFR
148, Brest, France

1

@ Springer


http://crossmark.crossref.org/dialog/?doi=10.1007/s00259-019-04338-z&domain=pdf
http://orcid.org/0000-0002-8534-8203
mailto:pierre-yves.leroux@chu-brest.fr
mailto:Michael.hofman@petermac.org

Eur J Nucl Med Mol Imaging (2019) 46:1596-1604

1597

Introduction

Pulmonary embolism (PE) is a potentially life-threatening
condition and remains a diagnostic and therapeutic challenge
[1]. An accurate diagnosis is required in all patients with
suspected PE since, while anticoagulant therapy is effective,
it is also expensive and is associated with the risk of bleeding
[2]. Since venous thromboembolism (VTE) occurs in up to
20% of cancer patients and is both a predictor of poor survival
and a significant cause of death [3, 4], robust diagnostic par-
adigms are vital in this population. This is particularly impor-
tant since these patients have an incidence of major bleeding
ranging from 6.5% to 18% [5, 6].

Computed tomography pulmonary angiography (CTPA)
and ventilation-perfusion (V/Q) lung scan are the two nonin-
vasive procedures validated for the diagnosis of PE. CTPA
enables direct visualization of clot, and V/Q scintigraphy
demonstrates the functional consequences of PE. In cancer
patients, the interpretation of both techniques can be con-
founded, to variable degrees, by the presence of coexistent
lung conditions. These can include pleural effusions, infec-
tion, metastases, extrinsic compression of pulmonary vessels,
parenchymal lung disease and the effects of prior radiotherapy
or surgical intervention.

CTPA has become the initial imaging modality for
suspected PE in most institutions for a variety of reasons in-
cluding assessment of other differential diagnoses, a reported
lower rate of nondiagnostic scans and 24-h availability.
However, CTPA has some limitations, particularly related to
the use of intravenous contrast agent (e.g. anaphylaxis, renal
failure, thyroid dysfunction). Nondiagnostic results can occur
because of technical failure in up to 10% of patients. A major
current concern is that CTPA may lead to overdiagnosis and
overtreatment of PE [7—10], especially given a trend towards
prolonged duration of anticoagulation [11]. This has signifi-
cant implications in cancer patients given the incidence and
consequences of bleeding in this population.

V/Q lung scintigraphy is also a widely validated procedure
for the diagnosis of PE. A normal scan essentially excludes the
diagnosis of PE (1% VTE rate on follow-up) [7, 12]. The most
important limitation of planar V/Q scan is the higher propor-
tion of nondiagnostic tests [13], although the introduction of
single photon emission computed tomography (SPECT)
[14-16], and more recently SPECT/CT [17], has been report-
ed to improve the diagnostic performance of V/Q imaging,
allow binary reporting and reduce the proportion of non diag-
nostic scans [17, 18].

In recent years, nuclear medicine and molecular imaging
have undergone a technological revolution with the develop-
ment of new radioisotopes for positron emission tomography
(PET). The technical advantages of PET over conventional
single-photon techniques include higher sensitivity, spatial
and temporal resolution, speed of acquisition and quantitative

capability [19-21]. The transition from SPECT to PET imag-
ing have already rendered some SPECT applications obsolete,
e.g. for imaging somatostatin receptor expression on neuroen-
docrine tumours [22]. Similarly, it is now possible to perform
V/Q imaging with PET technology using the same carrier
molecule as conventional V/Q scans substituting **™Tc with
8Ga [23, 24]. Ventilation imaging can be performed with a
8Ga-labelled equivalent of Technegas. Perfusion imaging can
be acquired after injection “*Ga-macroaggregated albumin
(*Ga-MAA). Similar physiological processes are therefore
evaluated, but V/Q PET/CT is inherently a superior technolo-
gy for image acquisition.

Previous studies from our group have yielded promising
results in various clinical conditions. These have included
assessment of regional lung function [25, 26], radiotherapy
planning [27-29], presurgical evaluation of patients undergo-
ing bronchoscopic lung volume reduction surgery [30], and
assessment of pulmonary reserve prior to pulmonary resection
surgery [31]. Similarly, V/Q PET/CT imaging offers an op-
portunity to improve the accuracy of V/Q imaging in patients
with suspected PE, while decreasing the acquisition time and
maintaining the advantages of V/Q imaging over CTPA. This
includes a low radiation dose and no contraindications or
acute side effects related to the injection of iodinated contrast
agents. To our knowledge, no study has so far assessed the
performance of V/Q PET/CT imaging for PE diagnosis as
compared with CTPA. Furthermore, no study has combined
the two modalities in a single test and has analysed the incre-
mental value of the coregistration for PE diagnosis.

The aim of this pilot study was to assess, in a prospective
design, the independent and incremental value of V/Q PET/
CT as compared with CTPA for the management of cancer
patients with suspected acute PE.

Materials and methods
Study population and enrolment

The eligible study population consisted of patients aged
18 years or older with a diagnosis of malignancy who were
referred for CTPA or V/Q scan for suspected acute PE at the
Peter MacCallum Cancer Center, Melbourne, Australia, be-
tween October 2014 and September 2017. Exclusion criteria
were contraindication to the administration of contrast agent,
inability to tolerate a supine position, inability to perform
CTPA and V/Q PET/CT during the 24 h following the suspi-
cion of PE, deep vein thrombosis (DVT) or PE diagnosed
within the previous 3 months, use of therapeutic doses of
parenteral anticoagulants for more than 48 h, pregnancy and
breastfeeding. The protocol was approved by the Ethics
Committee of our institution (14/117) and was sponsored by
the Peter MacCallum Cancer Centre. The study was registered
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with the Australian New Zealand Clinical Trial Registry
(ACTRN12614001170617). Written informed consent was
obtained from all patients.

Image acquisition

All patients underwent both ®*Ga V/Q PET/CT and CTPA
within 24 h following referral for suspected PE. The V/Q
PET/CT scan was acquired on a Discovery 690 PET/CT
scanner (GE Healthcare, WI, USA) using a procedure that
we have previously described [32]. Ventilation images
were acquired after inhalation of Galligas prepared using
a Technegas generator (Cyclopharm, Sydney, Australia).
Approximately 200 MBq of ®*Ga was added to the carbon
crucible. The patients were placed in a supine position
and inhaled Galligas using the standard ventilation tech-
nique. Ventilation images were then acquired over two
bed positions. Each bed position was acquired for
5 min. Without the patient moving, approximately
50 MBq of ®*Ga-MAA was then injected [23]. Perfusion
PET images were acquired with two bed positions. Each
bed position was acquired for 3 min. CTPA images were
acquired on a Siemens SOMATOM Definition AS+
(Siemens Healthcare, Erlangen, Germany) from 2014 un-
til June 2016 and a Siemens SOMATOM Force (Siemens
Healthcare, Erlangen, Germany) from July 2016.
Acquisition was performed during the pulmonary arterial
enhancement phase following intravenous injection of
contrast agent.

Scheduling and clinical management

Initially, CTPA and %8Ga V/Q PET/CT scans were read in-
dependently with the reader blinded to the results of the
other imaging study. ®®Ga V/Q PET/CT images were
interpreted by a nuclear medicine physician. Studies were
read as positive if there was at least one segmental or two
subsegmental mismatched defects without anomaly on CT.
These criteria have been widely used and validated for V/Q
SPECT interpretation [14, 33, 34]. CTPA scans were read by
a radiologist. Scans were interpreted as positive if there was
a constant intraluminal filling defect with a configuration
consistent with thrombus. No communication between the
two physicians occurred before they had provided their final
diagnostic conclusions. The CTPA and ®*Ga V/Q PET/CT
scans were then coregistered using CT-CT registration
(MIM Software, OH, USA). Images were reviewed by a
radiologist and a nuclear medicine physician in a side-by-
side consensus reading of all lesions detected on CTPA and
V/Q PET. In the event of a discordant diagnostic conclusion
between CTPA and ®*Ga V/Q PET/CT, the physician in
charge of patient care was contacted to discuss patient man-
agement. The final diagnostic conclusion and the therapeutic
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management were established by the physician in charge of
patient care based on clinical symptoms, laboratory test re-
sults, CTPA, ®*Ga V/Q PET/CT and other imaging proce-
dures performed. The follow-up period to determine if the
patients did have VTE was at least 3 months. The impact of
®Ga V/Q PET/CT imaging on patient management was
assessed by monitoring the change in anticoagulation thera-
py in terms of duration or dose of treatment, as compared
with management based only on CTPA. This information
was obtained from the clinician and/or medical records.

Data analysis and sample size

The study aimed to recruit up to 50 patients, with the sample
size being pragmatic based on logistical considerations includ-
ing PET scanner, radiopharmaceutical availability and depart-
mental funding. After 24 patients had been recruited, the study
was ceased as the principal investigator (PYLR) had left the
institution resulting in difficulty in resourcing the study; fur-
thermore, it was felt that the aim of the pilot study had been
met and would not be enhanced by increasing the number of
patients.

Baseline statistics including primary malignancy, respira-
tory diseases, signs and symptoms, clinical probability of PE
using the revised Geneva score [35] are summarized using
descriptive statistics. The time between V/Q PET/CT and
CTPA was recorded. Patients were divided into two groups,
those with concordant and those with discordant V/Q PET/CT
and CTPA findings. Patients of the later group were then di-
vided into two groups, those with consensual and discordant
V/Q PET/CTPA.

Results
Populations

We recruited 24 patients with a median age of 58 years
(range 21-79 years). The general characteristics of the
included patients are shown in Table 1. The primary ma-
lignancies were lung (five), lymphoma (four), head and
neck (three), melanoma (three), leukaemia (two), breast
(two), and sarcoma, multiple myeloma, neuroendocrine
tumour, mesothelioma and rectum (one each). The clinical
probabilities for PE as assessed by the revised Geneva
score were low, intermediate and high in 6 patients
(25%), 16 patients (67%) and 2 patients (8%), respective-
ly. All included patients underwent both CTPA and V/Q
PET/CT scans within 24 h as planned. The median time
between the two acquisitions was 1 h 45 min (30 min to
24 h). All patients tolerated V/Q PET/CT and CTPA with-
out complications.



Eur J Nucl Med Mol Imaging (2019) 46:1596-1604

1599

Table 1  Patient characteristics
Characteristic Value
Age (years) 55+16
Female sex 10 (40)
Malignancy
Metastatic 16 (67)
Surgery <3 months 5(21)
Chemotherapy <3 months 16 (67)
Radiotherapy <3 months 11 (46)
Respiratory
Lung malignancy 11 (46)
Prior lung surgery 4(17)
Prior chest radiation therapy 9(38)
Prior venous thromboembolism (PE and/or DVT) 7 (29)
Chronic respiratory insufficiency 3(13)
Chronic obstructive pulmonary disease 6 (25)
Signs and symptoms
Shortness of breath 21 (83)
Chest pain 13 (54)
Haemoptysis 2(8)
Cough 8 (33)
Pretest clinical probability
Low 6 (25)
Intermediate 16 (67)
High 28

The values presented are number (%) of patients, except age as mean +
SD

Lung imaging results and management

The diagnostic conclusions of the independent V/Q PET/CT
scan interpretations were negative in 22 and positive in 2
patients. The diagnostic conclusions of the CTPA scan inter-
pretations were negative in 20, positive in 3 and equivocal in 1
patient. The diagnostic conclusions were concordant in 18 of
the 24 patients (75%; Fig. 1). All these patients had both a
negative CTPA scan and a negative V/Q PET/CT scan. During
the 3-month follow-up period, none of these patients received
anticoagulant therapy or developed a confirmed VTE event.
Three patients died as a consequence of advanced cancer.
Six patients (25%) had a discordant diagnostic conclusion
(Fig. 1). In two patients, the combined interpretation of
coregistered V/Q PET/CTPA images led to consensus conclu-
sions excluding PE in one patient and confirming PE in the
other. The first patient had an equivocal CTPA scan and a
negative V/Q PET/CT scan (Fig. 2), and was deemed not to
have PE and thereafter did not receive anticoagulant therapy
or have a VTE event. The second patient, with no documented
history of VTE, had a negative CTPA scan but the V/Q PET/
CT scan was positive for PE (Fig. 3). After consensus reading,
the patient received anticoagulant therapy for a likely

subacute/chronic rather than acute PE. A follow-up V/Q
PET/CT scan was performed 2 months later and again dem-
onstrated multiple unmatched wedge-shaped perfusion de-
fects, unchanged in size. The patient had chronic shortness
of breath associated with pulmonary and pleural metastases
and bilateral pleural effusions. After a 2-year follow up, the
patient was still on long-term thromboprophylaxis due to her
risk profile (hormonal therapy for metastatic breast cancer).

In the remaining four patients with a discordant diagnostic
conclusion, consensus was not reached in the combined inter-
pretation of coregistered V/Q PET/CTPA images. Three pa-
tients had a negative V/Q PET/CT scan but a positive CTPA
scan with one isolated subsegmental thrombus in each patient
(Fig. 4). Coregistered V/Q PET/CTPA images confirmed nor-
mal perfusion beyond the thrombus and also the presence of
iodinated contrast agent beyond the clot, consistent with an
isolated non-occlusive subsegmental thrombus. One of these
patients who had a low pretest clinical probability of PE and
no DVT on lower limb compression ultrasonography was not
treated. After a 3-year follow-up period, the patient had not
developed any VTE event. The second patient with an interme-
diate pretest clinical probability and no DVT on lower limb
compression ultrasonography was treated with enoxaparin for
3 months. The patient was then reviewed by the haematologist
and a decision was made to cease enoxaparin. After a 3-year
follow-up period, the patient remained free of VTE events. The
final patient, with a history of rectal carcinoma and two epi-
sodes of provoked VTE, had suspicion of acute PE recurrence
3 days after abdominal surgery (closure of ileostomy). A V/Q
PET/CTPA scan showed an isolated 4 mm non-occlusive
subsegmental thrombus along with an anastomotic leak with
intraperitoneal bleeding on a contemporaneous CT scan of the
abdomen. V/Q PET/CT was negative for PE. The patient was
taken back to theatre without thromboprophylaxis for 24 h be-
cause of the bleeding risk. Six days later, a further CTPA scan
showed a new segmental thrombus. At the time of this report,
the patient had been anticoagulated since that time.

One patient had a negative CTPA scan but a positive V/Q
PET/CT scan, with one segmental and one subsegmental un-
matched defect. This patient was admitted for shortness of
breath in the setting of metastatic lung cancer and anaemia.
On the coregistered V/Q PET/CTPA image there was no def-
inite filling defect corresponding to the unmatched V/Q PET
defects. Given the concern of possible bleeding in the setting
of anaemia, anticoagulation was maintained at a preventive
dose. The following day, the patient presented with respiratory
distress and intraperitoneal bleeding on CT and died the next
day.

Overall, V/Q PET correctly excluded PE in 18 patients
(75%) and had a further incremental impact on management
in four patients (17%), including three patients in whom anti-
coagulant therapy was avoided or reduced in duration despite
equivocal findings or small thrombi on CTPA. In these three
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Fig. 1 Study flow chart

patients, long-term follow-up confirmed the appropriateness
of withholding long-term anticoagulant therapy with no VTE
event recorded. The fourth patient received long-term antico-
agulant therapy despite a negative CTPA scan because of
multiple mismatched defects on V/Q PET images consistent
with chronic PE.

Discussion

In this prospective pilot study, we assessed the potential utility
of V/Q PET/CT imaging as compared with CTPA for the

management of cancer patients with suspected acute PE. To
the best of our knowledge, this is the first study to directly
compare V/Q PET/CT imaging and CTPA for PE diagnosis,
and to combine the two modalities in a single imaging study.
The diagnostic conclusion was concordantly negative in 18 of
24 patients (75%), while V/Q PET/CT would have appropri-
ately directed management in four additional patients if used
as a stand-alone investigation. These included two patients in
whom a consensus diagnosis could be reached in favour of the
V/Q PET/CT findings and two patients in whom the results
were clearly discordant but management was eventually di-
rected by the V/Q PET/CT result.

Fig.2 Patient with a focus of low attenuation within a segmental artery in
the middle lobe of the right lung (arrow) on CTPA interpreted as
suspicious but not diagnostic of a pulmonary embolus. The V/Q PET/
CT image is negative. The co-registered V/Q PET/CTPA coregistered
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image shows normal perfusion distal to the equivocal CT abnormality.
In light of this finding, the CT appearance was not considered to represent
thrombus and the V/Q PET/CTPA was considered negative for PE
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Fig. 3 Patient with a normal
CTPA scan and positive V/Q
PET/CT scan. PET/CT
demonstrated normal ventilation
and multiple unmatched, wedge-
shaped perfusion defects. The
coregistered V/Q PET/CTPA
images show tapering of
subsegmental pulmonary arteries
with distal oligaemia in the
regions of segmental unmatched
perfusion defects, supporting a
diagnosis of PE. The lack of overt
filling defects suggests subacute
rather than acute PE

Six patients (25%) had discordant findings. This group  subsegmental clot but no corresponding perfusion abnormal-
included three patients in whom CTPA showed a single ity on PET imaging leading to conservative management. This

CTPA

QPET

Q PET/CTPA

Fig.4 The CTPA images show one isolated subsegmental thrombus in the lingula. The V/Q PET/CT and coregistered Q PET/CT images are negative for
PE with no perfusion abnormality beyond the clot
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is, however, a controversial issue since the clinical signifi-
cance and therapeutic implications (i.e. the need for
anticoagulation treatment) of isolated subsegmental PE on
CTPA remains uncertain. There is growing evidence that
CTPA may lead to overdiagnosis and/or overtreatment of
PE. In a randomized clinical trial that directly compared a
CTPA-based strategy and a planar V/Q-based strategy,
Anderson et al. did not find a significant difference in terms
of the safety of diagnostic exclusion of PE despite CTPA
detecting PE in 30% more patients than V/Q imaging [7].
This suggests that, in a significant proportion of patients, PE
diagnosed using CTPA may not be clinically relevant or may
represent false-positive results. Several recent cohort studies
strengthen this idea [8, 10, 36]. A recent time trend analysis on
the impact of CTPA on the diagnosis of PE in the USA con-
cluded that the introduction of CTPA had been associated with
changes consistent with overdiagnosis: rising incidence but
minimal change in mortality leading to an apparently lower
case fatality rate [9]. Moreover, a low interobserver agreement
between radiologists has been reported for the diagnosis of
subsegmental PE (x =0.38, 95% CI 0.0-0.89) [37]. As a con-
sequence, in patients with subsegmental PE, clinical guide-
lines do not provide clear recommendations [11, 38, 39] and
management is often made on an individual basis, taking into
account the clinical probability and the bleeding risk, as well
as the results of correlative imaging tests, especially lower
limb ultrasonography. In all three patients in our series with
one isolated subsegmental clot, V/Q PET/CT was negative for
PE. Many studies have shown the safety of not treating pa-
tients with anticoagulant in the context of a normal planar V/Q
scan [7, 40, 41] or a negative SPECT V/Q scan [16, 42, 43].
As PET/CT is likely to be a more sensitive technique, an even
stronger argument for not treating these patients can be made.

Besides improving the diagnostic performance of V/Q im-
aging, transitioning from conventional scintigraphy to PET is
appealing for several reasons [24]. PET allows a reduction in
the acquisition time (approximately 10-15 min with current
PET/CT scans and probably less than 5 min with new digital
PET/CT scans, as compared with 30-40 min for SPECT im-
aging). Respiratory-gated acquisition is now possible with
PET technology, which may further improve the accuracy of
images and enable improved the coregistration with CTPA
images. PET remains a simple and noninvasive test, with no
contraindications or side effects related to the injection of
contrast agent. The radiation dose from V/Q PET/CT is sim-
ilar to the dose from conventional V/Q SPECT/CT (approxi-
mately 2—-3 mSv for the PET acquisition plus an additional 1—
2 mSv for the low-dose CT component), and lower than the
dose from CTPA. In departments that routinely perform V/Q
scans with Technegas, and equipped with a ®*Ga generator,
performing V/Q PET/CT does not require significant expen-
diture and additional resources. While V/Q PET requires a
8Ga generator, these are becoming increasingly available in
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nuclear medicine departments owing to growing use for neu-
roendocrine [22] and prostate cancer imaging [44]. Whereas
radiolabelling of MAA with **™Tc is a well established in
nuclear medicine practice, an automated kit or synthesis de-
vice for radiolabelling of MAA with ®®*Ga is not yet routinely
available. The lead shielding in the Technegas generator is
designed for *™Tc (140 keV). Additional radiation precau-
tions (increased distance and decreased time) should be used
by the technical staff operating the device because of the
higher energy of the annihilation photons. Pressure on PET/
CT imaging resources may, in some institutions, limit the abil-
ity to respond to requests for the diagnosis of suspected acute
PE.

A unique characteristic of this study was the inclusion of
patients with active malignancy. The integration of both ana-
tomical and functional imaging may be an important method
to improve the diagnosis of PE in this challenging population.
As previously detailed, in this population there are many
causes of perfusion abnormalities that may act as diagnostic
confounders increasing the risk of misdiagnosis. In our series,
46% of the patients had malignancy in the lungs, 17% had
prior lung surgery and 38% had previously undergone chest
radiation therapy. Furthermore, patient management with re-
gard to anticoagulation therapy is challenging given the in-
creased risk and consequences of both VTE [3, 4, 45] and
bleeding [5, 6]. An accurate diagnosis is therefore required
as both missed diagnosis and overdiagnosis may have major
consequences.

Our study had some limitations. Firstly, the study was not
designed as a formal study of diagnostic accuracy with an
independent reference standard used to assess the diagnostic
performance of the new test. Both CTPA and V/Q PET/CT
were used for patient management. Accordingly, it was not
possible to compute accuracy indices (sensitivity, specificity)
as there would have been a major incorporation bias [46]. As a
consequence, even though this pilot study showed promising
results for the management of patients with suspected PE, firm
conclusions cannot be drawn. A formal study of diagnostic
accuracy using an independent reference standard is now re-
quired. In this study, V/Q PET/CT and CTPA scans were
interpreted by senior imaging specialists in a routine clinical
setting in order to mimic daily clinical practice. It would be of
value to assess and compare interobserver and intraobserver
variability in the interpretation of both V/Q PET/CT and
CTPA scans in a larger series of patients.

Conclusion

In this pilot study, we demonstrated the feasibility and poten-
tial utility of V/Q PET/CT for the management of patients
with suspected acute PE. V/Q PET/CT may be of particular
relevance in patients with equivocal findings or subsegmental
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clots on CTPA, and appears capable of accurately guiding the
management of patients in whom CTPA is contraindicated.
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