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Background : A pulmonary embolism often presents with nonspecific symptoms and signs. However, a delayed
diagnosis can result in catastrophic outcome. The majority of preventable deaths associated with a pulmonary embolism
can be ascribed to a missed diagnosis rather than to the failure of existing treatments. Therefore, accurate and rapid
diagnostic methods are essential for the management of a pulmonary embolism. The recent generation of
multidetector-row spiral CT scanners appears to outperform other imaging modalities in detecting a central and
peripheral pulmonary embolism. However, there are some variations in the interpretations of the findings between
observers. This study examined the inter-observer differences of the diagnoses in patients with a pulmonary embolism.
Method : 64 patients who were diagnosed with a pulmonary embolism either clinically or with spiral chest CT from
2002 to 2004, were included. Two thoracic radiologists interpreted the multidetector-row spiral CT in terms of the
diagnosis of a pulmonary embolism and the location of the thrombus independently. Among 64 patients, 14 patients
were excluded because there was no evidence of a pulmonary embolism or there was different interpretation of the
pulmonary embolism between radiologists. A clinical diagnosis was based on “Rules for predicting the probability of
embolism”.

Results : The mean score of the patients according to the Wells method was 3.91 + 0.30 (0-9). The accordance of the
radiologists was 95% in the main, 85% in the lobar, 91.2% in the segmental, and 96% in the sub-segmental pulmonary
arteries. After excluding the negative interpretation from both radiologists, their agreement was 76.2%(x: 0.83) in the
main, 57.6%(x: 0.63) in the lobar, 51.5%(x: 0.63) in the segmental, and 34.6%(x: 0.49) in the sub-segmental pulmonary
arteries.

Conclusion : Chest CT has been recently applied to patients suspected of having a pulmonary embolism. It was found
that spiral CT is a rapid test for diagnosing a thrombus, and there was reliable accordance between the observers from
the area of the large pulmonary arteries. However, there was a lack of agreement between the observers in diagnosing
thrombi located distal to the sub-segmental arteries. (Tuberc Respir Dis 2006 59: 473-479)
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Table 1. Predicting the probability of PE
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Risk factors

No of patients

Clinical signs and symptoms of deep venous thrombosis

An atemative diagnosis deemed less likely than pulmonary embolism
Heart rate > 100 beats/min

Immobilization in the previous 4 wk

surgery in the previous 4 wk

Previous deep venous thrombosis or pulmonary embolism
Hemoptysis

Cancer (receving treatment, treted in the past 6 months, or palliative care)
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Table 2. Interobserver agreement in spiral chest CT

Main territories

Lobar territories

Segmental territorie Subsegmental territories

% agreement 9B.0%
Yo .agreement after  exclusion  of 7629%
negative results

K value 083

85.0% 91.2% %6.0%
576% 51.5% 346%
063 063 049
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Table 3. Radiologic findings of acute and chronic PE

No of patients
Acute PE + 21 (42%)
Chronic PE 3 (6%
Undetermined 18 (36%)
Mismatched interpretation 8 (16%)
Total 30

* PE © Pumonary Embolism
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