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Abstract: Acute exacerbation of chronic obstructive pulmonary disease (AECOPD) has significant heterogeneity in disease
progression. Early imaging assessment can timely intervene in disease progression and reduce mortality. Quantitative analysis of
chest CT combined with artificial intelligence(Al) can identify and measure focal pulmonary structural and functional abnormal-
ities. These imaging indicators may have a predictive effect on AECOPD and evaluate therapeutic response. In the future,
QCT will develop in the direction of more accurate measurement methods and lower radiation dose, and combining Al tech-
nology will greatly improve the efficiency and quality of imaging diagnosis. In this paper, we reviewed the literature about AE-
COPD in terms of emphysema, airway disease, pulmonary vascular remodeling, imaging phenotype to improve the imaging un-
derstanding, diagnosis and treatment level of AECOPD.
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