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Patient protocol
Redistribution For info see
Stress study rest study paragraph
Dose 3 mdi MN/A Standlard i
Position Supline Supine Standard 2z
Prone Prone Optional
Delay time (intervals)
Injection — Imaging 10-15 min* MN/A Optional 3
Stress — rest 4 h Optional 3
Acquisition protocol
Energy window 30% symmetric 70 keV Same Optional 4
20% symmetric 167 keV
Collimator Low-energy, all-purpose Same Preferred 5
Orbit 180° (45" RAQ-45 LPO) Same Preferred 6
Orbit type Clrcular Same Stanclarc 7
Mon-clrcular Same Optional 7
Pixel size 6.4 + 0.2 mm Same Standlard 8
Acquisition type Continuous Same Preferred 0
Step-and-shoot Same Stanclarc 0
MNo. of projections 32 Same Standard 10
Matrix ad x 64 Same Standard 11
Time/projection 40 s 40 s Standard 12
Total time 22 min 22 min Standarc 13
Multidetector systems Optional 15

*An anterlor planar Image may be acquired during this interval to evaluate TI-201 lung uptake.

2. Reconstruction. The two main reconstruction methods are classified as “analytic” or “iterative.” Analytic methods
are based on an exact mathematical solution to image reconstruction, whereas iterative methods estimate the distri-
bution through successive approximations. The most common analytic method, offered by all manufacturers, is fil-

tered backprojection, which remains the primary reconstruction method.

There is considerable evidence that iterative methods, such as OSEM, provide a more accurate approxima-
tion of the actual count distribution. The most thorough and realistic of this class of reconstruction techniques
still may be too time-consuming for routine clinical use. However, sufficient improvements in computer hard-
ware and software have made clinical implementation of some iterative reconstruction methods feasible, and
some manufacturers do supply these as an option. A major reason this class of algorithms is being pursued vig-
orously is that they permit the incorporation of attenuation, scatter and detector resolution depth dependence

corrections.
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Patient protocol

(Redistribution) For info see
Stress study Reinjection  rest study paragraph
Dose 3 mdl 1.5 mCl N/A Standard 1
Position Suplne Supine Standard i
Prone Prone Optlonal i
Delay time (intervals)
Injection — Imaging 10-15 min NSA Standard 3
Stress — redistribution 3-4h Optlional 3
Reinjection — Imaging (MI) 10-30 min Optional 3
Acquisition protocol
Energy window 30% symmetric 70 keV Same Optlonal 4
20% symmetric 167 keV
Collimator Low-energy, all-purpose Same Preferred 5
Orbit 180° (45" RAQ-45° LPO) Same Preferred G
Orbit type Clrcular Same Standard 7
Meon-clrcular Same Optlonal 7
Pixel slze 6.4 £ 0.2 mm Same Standard 8
Acquisition type Continuous Same Preferred O
Step-and-shoot Same Standard Q
No. of projections 32 Same Standard 10
Matrix od x a4 Same Standard 11
Time/ projection 40 s 40 s Standard 12
Total time 22 min 22 min Standard 13
Multidetector systems Optlonal 15
3. Reorientation. A critical phase of myocardial processing 1s reorientation of tomographic data into the natural

approximate symmetry axes of an individual patient’s heart. This is performed either by an observer or automati-
cally, and results in sectioning the data into vertical long axis, horizontal long axis, and short axis planes. Long axis
orientation lines should be parallel to long axis walls of the myocardium and should be consistent between rest and
stress studies. Inappropriate plane selections can result in misaligned myocardial walls between rest and stress data
sets, potentially resulting in clinical misinterpretations. It is crucial that all axis choices be available as QC screens,
and that these are reviewed by the technologist and the physician who reads each study to verify that axes were
selected properly.

Display—cine review. The most important post-acquisition QC procedure is to view the original projection data in
cine mode. This presentation offers a sensitive method for detecting patient andfor heart motion, “upward creep,”
breast shadow due to attenuation, diaphragmatic attenuation, and superimposed abdominal visceral activity, all of
which can create artifacts in the reconstructed images. Review of cined images is performed twice: once by the tech-
nologist immediately after the acquisition, and again by the physician during image interpretation. For gated stud-















