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Precise and reliable assessment of left ventricular (LV) function
and dimensions is prognostically important in cardiac patients.
As the integration of SPECT and multislice CT into hybrid scan-
ners will promote the combined use of both techniques in the
same patient, a comparison of the 2 methods is pertinent. We
aimed at comparing LV dimensions, muscle mass, and function
obtained by electrocardiographically gated 64-slice CT versus
gated-SPECT. Methods: Sixty patients (mean age, 64 6 8 y)
referred for evaluation of coronary artery disease underwent
99mTc-tetrofosmin gated SPECT and 64-slice CT within 4 6 2 d.
LV ejection fraction (LVEF), end-systolic volume (ESV), and end-
diastolic volume (EDV) from CT were compared with SPECT. Ad-
ditionally, LV muscle mass and quantitative regional wall motion
were assessed in 20 patients with both methods. Results: CT
was in good agreement with SPECT for quantification of LVEF
(r 5 0.825), EDV (r 5 0.898), and ESV (r 5 0.956; all P , 0.0001).
LVEF was 59% 6 13% measured by SPECT and slightly higher
but not significantly different by CT (60%6 12%;mean difference
compared with SPECT, 1.1%6 1.7%; P5 not significant). A sys-
tematic overestimation using CT for EDV (1476 60 mL vs. 1136

52mL;mean difference, 33.56 23.1mL) and ESV (636 55mL vs.
53 6 49 mL; mean difference, 9.3 6 15.9 mL; P , 0.0001) was
found compared with SPECT. A good correlation for muscle
mass was found between the 2 methods (r 5 0.868; P , 0.005).
However, muscle mass calculated by SPECT was significantly
lower compared with CT (1276 24 g vs. 1486 37 g; mean differ-
ence, 23.0 6 12.2 g; P , 0.001). The correlation for regional wall
motion between the 2 methods was moderate (r 5 0.648; P ,

0.0001). Conclusion: LVEF and LV functional parameters as de-
termined by 64-slice CT agree over a wide range of clinically rele-
vant values with gated SPECT. However, interchangeable use
of the 2 techniques should be avoided for LV volumes, muscle
mass, and regional wall motion because of variances inherent to
the different techniques.
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A precise and reliable assessment of left ventricular
(LV) function and LV dimensions is prognostically impor-
tant in various cardiac diseases (1). Quantifying the degree
and extent of LV function provides an objective basis for
the risk stratification and therapeutic strategy and allows for
the sequential follow-up of the therapeutic response (2–4).
Several noninvasive techniques are available for this purpose,
including 2-dimensional echocardiography (5), electrocar-
diographically (ECG) gated SPECT (6–10), radionuclide
ventriculography (5,10,11), MRI (11–14), and, more re-
cently, multislice CT (15–18). ECG gated SPECT offers the
potential to assess LV function (LV volumes, LV ejection
fraction [LVEF], regional wall motion, wall thickening) and
myocardial perfusion simultaneously within a single study.
The widespread quantitative gated SPECT analysis software
(QGS; Cedars-Sinai Medical Center, Los Angeles, CA) used
for assessing LV function and LV volumes has been exten-
sively validated against other imaging modalities, including
planar radionuclide ventriculography (19), echocardiography
(20,21), and, more recently, MRI (8,22,23), which has be-
come the current reference standard for quantification of
LVEF and evaluation of regional wall motion (13,14). Retro-
spective ECG gated multislice CT has proven an excellent
sensitivity and specificity for the detection of coronary artery
disease (CAD) (24–28). However, simultaneous LV function
analysis was not routinely performed, thus not taking full
benefit of the acquired data. Previously published results
with the 4- and 16-slice CT scanners proved the feasibility
and good results for the assessment of LV function and LV
volumes in comparison with MRI (15–18,29). The latest CT
generation with 64 slices will accelerate the widespread
clinical use of CT for noninvasive CAD assessment. So far,
no published data exist on a comparison of LV functional
parameters with gated SPECT and 64-slice CT. The recently
developed 64-slice CT scanners may improve morphologic
and functional measurements as compared with 16- or 4-slice
CT systems because of an increased spatial and temporal
resolution (30).

Therefore, the purpose of this study was to evaluate LV
dimensions, muscle mass, and function using retrospectively
ECG gated 64-slice CT in comparison with gated SPECT.
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MATERIALS AND METHODS

Patients
We studied 60 consecutive patients (44 men, 16 women; mean

age 6 SD, 64 6 8 y; age range, 38–81 y) who were referred for
gated SPECT 99mTc-tetrofosmin myocardial perfusion imaging
(MPI) for evaluation of suspected or known CAD. Gated SPECT
and 64-slice CT were performed within 4 6 2 d during which
there was no clinical event or intervention. Exclusion criteria for
CT were renal insufficiency (serum creatinine level, .115 mmol/
L), atrial fibrillation, hemodynamic instability, or known iodine
contrast allergy. According to these criteria, 2 additional patients
with renal insufficiency could not be enrolled. The study protocol
was approved by the local ethics committee. Written informed
consent was obtained from all subjects.

Gated SPECT
All patients underwent a single-day stress/rest protocol. In this

protocol, 300 MBq of 99mTc-tetrofosmin were injected after 3 min
of a 7-min infusion of intravenous adenosine at a standard rate of
140 mg/kg/min, as reported previously (31,32). After 45–60 min,
the nongated acquisition of the stress study was performed. One
hour after the first injection, 900 MBq of 99mTc-tetrofosmin were
injected, and the gated image acquisition of the rest examination
began 45–60 min later. Only gated data from the high-dose rest
examination were included in the present analysis.

Data acquisition was performed with a dual-head detector
hybrid SPECT/CT camera (Millenium VG and Hawkeye; GE
Healthcare); a low-energy, high-resolution collimator; a 20%
symmetric window at 140 keV; a 64 · 64 matrix; an elliptic orbit
with step-and-shoot acquisition at 3� intervals over 180�; and a
20-s dwell time per stop were used. Acquisitions were gated for
16 frames per R–R cycle with an acceptance window of 50%.
Immediately after acquistion of the SPECT images, low-dose CT
for attenuation correction of perfusion data was performed by
use of the GE Hawkeye system as reported previously (33). CT
data were transformed into attenuation maps and used for recon-
structing SPECT data using an iterative ordered-subsets expecta-
tion maximization (OSEM) algorithm with 2 iterations and 10
subsets.

Images were viewed on a dedicated workstation (eNTEGRA or
Xeleris; GE Healthcare). LV volumes were calculated from the
gated SPECT images using the commercially available software
package QGS, as described previously (7). Briefly, the algorithm
segments the LV, estimates and displays the endo- and epicardial
surfaces, and the valve plane for every gating interval, calculates
LV end-systolic volume (ESV) and end-diastolic volume (EDV),
and derives the related LVEF by dividing stroke volume (EDV –
ESV) by EDV. In addition, polar maps of perfusion and wall
motion were acquired. In a subgroup of 20 patients, regional wall
motion was assessed with the QGS software analysis, which offers
automatic quantitative indices of regional wall motion. A 20-
segment model was used as suggested by the American Heart
Association (34) (Fig. 1). Additionally, LV myocardial mass was
calculated in these 20 patients using the Emory Cardiac Toolbox
(ECToolbox; Emory University, Atlanta, GA) software package,
as LV myocardial mass cannot be calculated by the QGS soft-
ware. LV systolic dysfunction was defined as LVEF , 50%.
All volumetric data and regional wall motion analysis were as-
sessed by an experienced observer who was unaware of the CT
results.

64-Slice CT
Data acquisition was performed with a 64-slice CT scanner

(LightSpeed VCT; GE Healthcare). Scanning parameters were
detector collimation of 64 · 0.625 mm, total z-axis coverage of
40 mm per rotation, gantry rotation speed of 0.35 s, tube voltage
of 120 kV, a pitch of 0.20–0.26, and ECG modulated tube current
ranging from 88 to 228 mA�s. First, 2 localization scans without
contrast material were performed to obtain an anteroposterior and
a lateral view of the chest. Using this, we positioned the imaging
volume extending from the carina to the diaphragm. Test-bolus
tracking with 15 mL of iodinated, nonionic contrast material was
applied to calculate the exact arrival time of contrast agent to the
coronary arteries, considering the proximal part of the ascending
aorta as the region of interest. A total of 70–100 mL of iodinated,
nonionic contrast agent (Ultravist, 370 mg/mL; Schering) was
injected continuously into the antecubital vein (50–80 mL at 5.0
mL/s, then 20 mL at 3.5 mL/s), followed by a 50-mL saline flush
injected at a flow rate of 3.5 mL/s. After this, scanning was
initiated during a single inspiratory breath hold for an acquisition
time of 5–7 s. For optimal heart-phase selection, retrospective
ECG gating was used. Retrospective reconstruction of the image
data was performed for acquisition of images starting from early
systole (5% of R–R interval) and ending at the end of diastole
(95% of R–R interval) using 10% steps. All images were re-
constructed with an effective slice thickness of 0.625 mm.
Reconstructed image data were transferred to a remote worksta-
tion (Advantage Windows 4.2; GE Healthcare) for postprocessing.

FIGURE 1. Schematic representation of 20-segment model
used for gated SPECT and 64-slice CT. 1 5 anterior basal; 2 5

anteroseptal basal; 3 5 inferoseptal basal; 4 5 inferior basal;
5 5 inferolateral basal; 6 5 anterolateral basal; 7 5 anterior
midventricular; 8 5 anteroseptal midventricular; 9 5 inferosep-
tal midventricular; 10 5 inferior midventricular; 11 5 infero-
lateral midventricular; 12 5 anterolateral midventricular; 13 5

anterior apical; 14 5 anteroseptal apical; 15 5 inferoseptal
apical; 16 5 inferior apical; 17 5 inferolateral apical; 18 5

anterolateral apical; 19 5 apex anterior; 20 5 apex inferior.
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CT images were analyzed by 2 experienced observers who were
unaware of the SPECT results.

To calculate LVEF and volumes, endocardial contours were
automatically drawn on both the end-systolic and end-diastolic
4-chamber long-axis, short-axis, and 2-chamber views and manually
adjusted, excluding the large papillary muscles (Fig. 2). ESV and
EDV were calculated using a commercially available software
tool (QardIQ Analysis; GE Healthcare) (35). For muscle mass and
regional wall motion analysis, short-axis images with 5-mm
section thickness without intersection gap were obtained in the
short-axis plane using a commercially available software tool
(QardIQ Function; GE Healthcare), covering the entire LV from
the base to the apex, as reported previously (36). Endo- and
epicardial contours were drawn semiautomatically with manual
adjustment. The first slice with a visible lumen during the entire
cardiac cycle was defined as LV apex, whereas the base of the LV
was defined as the most basal slice surrounded by at least 50%
myocardium in all heart phases. Slices not suitable for analysis
due to motion artifacts were excluded. From the resulting polar

maps, quantitative regional wall motion was obtained for all 20
segments corresponding to the 20 segments assessed by SPECT.

Statistical Analysis
Data are reported as mean values6 SD and compared using the

2-tailed Student t test for paired data when appropriate. Linear
regression analysis and the limits of agreement according to Bland
and Altman (37) were determined to compare LV functional
parameters between CT and gated SPECT. Heterogeneity was
expressed as the coefficient of variance (COV) (SD/mean). Intra-
observer reproducibility for LVEF and LV volume measurements
was determined for the first 30 consecutive patients using linear
regression analysis to assess the intrinsic consistency of each
method. For all tests, P , 0.05 was considered significant.

RESULTS

Gated SPECT and CT were performed successfully in all
patients, and no complications occurred. Themean heart rate

FIGURE 2. LV volumes were calculated
for gated SPECT (A) and for 64-slice CT
(B) by tracing of endocardial contour of
standardized reformats in end-systolic
(ES) and end-diastolic (ED) short- and
long-axis view. ANT 5 anterior; SEPT 5

septal; INF 5 inferior.
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of all subjects during the CT scan (626 8 bpm) was not sig-
nificantly different from that observed during gated SPECT
at rest (63 6 6 bpm). All SPECT and CT images were of
sufficient image quality and suitable for analysis. Baseline
characteristics of the study group are presented in Table 1.

Intraobserver and Interobserver Reproducibility

Intraobserver reproducibility by gated SPECT was ex-
cellent for LVEF (r 5 0.953), EDV (r 5 0.989), and ESV
(r 5 0.993; all P , 0.0001). The mean paired difference
was 1.6% 6 4.6% for LVEF, 1.3 6 10.0 mL for EDV, and
21.1 6 7.6 mL for ESV.
Similarly, a high interobserver agreement was observed

for measuring LVEF (r 5 0.904), ESV (r 5 0.991), and
EDV (r 5 0.977; all P , 0.0001) using CT. The mean
paired difference was 22.4% 6 6.4% for LVEF, 20.5 6

14.9 mL for EDV, and 1.7 6 8.8 mL for ESV.

LVEF and LV Volumes

Mean values and COVs for global LVEF, LV volumes,
and myocardial mass are presented in Table 2.
The mean LVEF measured by gated SPECT was 59% 6

13% (range, 11%–81%). LVEF derived from CTwas slightly
higher (60% 6 12%; range 14%–84%) but not significantly
different compared with gated SPECT (mean difference,
1.1% 6 1.7%; P 5 not significant [NS]), demonstrating a
good correlation and agreement between the 2 methods
(r 5 0.825) (Figs. 3A and 3B).
The mean EDV measured by gated SPECTwas 1136 52

mL (range, 46–375 mL). The EDV derived from CT was
significantly higher (147 6 60 mL; range, 71–455 mL)
compared with gated SPECT (mean difference, 33.56 23.1
mL; P , 0.0001). The corresponding mean values for ESV
were 536 49 mL (range, 14–345 mL) for gated SPECT and
636 55mL (range, 18–395mL) for CT (mean difference, 9.3
6 15.9 mL; P , 0.0001). The correlation between both
imagingmodalities for EDV (r5 0.898) andESV (r5 0.956;

both P, 0.0001) was also high, although with slightly wider
limits of agreement (Figs. 3C, 3D, 3E, and 3F).

A subgroup of 10 patients had LV systolic dysfunction
(LVEF, 35% 6 12%; range, 11%–48%) calculated by gated
SPECT. An excellent correlation between CT and gated
SPECT for LVEF (r 5 0.936), ESV (r 5 0.983), and EDV
(r 5 0.977; all P , 0.0001) was confirmed in this group.

Left Ventricular Mass

The mean LV myocardial mass calculated by gated
SPECT was significantly lower compared with CT (127 6

24 g vs. 148 6 37 g; mean difference, 23.0 6 12.2 g; P ,

0.001). A good correlation for LV myocardial mass was found
between the 2 methods (r 5 0.868; P , 0.005).

Regional Wall Motion Analysis

Four-hundred segments in 20 patients were analyzed and
compared. Perfusion SPECTwas normal in 12 patients. The
remaining patients had reversible (n 5 2) or fixed (n 5 6)
perfusion defects. The mean LVEF as determined by gated
SPECT was 54% 6 14% (range, 21%–71%). Five patients
had LV systolic dysfunction (LVEF, 38% 6 10%; range,
21%–48%).

Overall, absolute regionalwallmotion as assessedwithCT
compared well with gated SPECT, although the 2 techniques
were less concordant for the septal segments (Table 3),
resulting in a moderate correlation between the 2 methods
(r 5 0.648; P , 0.0001) (Figs. 4A and 4B). This was not
influenced by the presence of an abnormal perfusion scan or
by the presence of abnormal LV function.When the 5 patients
with abnormal LV function were excluded from analysis, no
relevant improvement of the correlation between CT and
gated SPECT was observed (r 5 0.632; P , 0.0001). A
slightly inferior correlation between CT and gated SPECT
was found for the 8 patients with fixed or reversible perfusion
defects (r 5 0.593; P , 0.0001).

TABLE 1
Patient Characteristics

Characteristic Total n 5 60

Age (y) 64 6 8

Men/women 44/16
Known CAD 9

Previous myocardial infarction 10

LVEF

$50% 50
,50% 10

Previous percutaneous coronary intervention 4

Previous coronary bypass grafting 3
Diabetes mellitus 9

Hypertension 30

Dyslipidemia 29

Current or former smokers 27

Data are mean 6 SD or numbers of patients.

TABLE 2
LVEF, Volumes, and Mass

Mean

difference

Parameter 64-Slice CT SPECT Abs. % P

LVEF

Mean (%) 60 6 12 59 6 13 11.1 11.7 NS

COV 0.23 0.20

EDV
Mean (mL) 147 6 60 113 6 52 133.5 123.1 ,0.0001

COV 0.41 0.46

ESV

Mean (mL) 63 6 55 53 6 49 19.3 115.9 ,0.0001
COV 0.87 0.92

Myocardial mass

Mean (g) 127 6 24 148 6 37 223 214 ,0.001
COV 0.19 0.25

NS 5 not significant; Abs. 5 absolute value.
Data are mean 6 SD.
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DISCUSSION

To our knowledge, this is the first study comparing
functional LV parameters with gated SPECT and 64-slice
CT. Analysis of intraobserver reproducibility demonstrated
excellent agreement for both CT and gated SPECT, indicat-
ing the reliability and intrinsic consistency for each method.
LVEF derived from CT was not significantly different com-
pared with SPECT, and good correlations for LVEF, LV
volumes, and LV myocardial mass between CT and gated
SPECTwere found. However, CT yielded a substantial over-
estimation of EDV and ESV compared with gated SPECT,
whereas LV myocardial mass was significantly underesti-
mated by CT.
Several explanations are possible for the apparent over-

estimation of LV volumes using CT. Accuracy of gated
SPECT largely depends on the proper delineation of the

endocardial contours, which can be hampered in the pres-
ence of severe perfusion defects. However, in our study the
observed overestimation of LV volumes by CT was pre-
served after exclusion of patients with perfusion defects in
MPI and those with LV systolic dysfunction (EF , 50%).
The good agreement for LVEF over a wide range of values
by the 2 methods indicates that assessment of LV function
is reliable in normal and distorted ventricles (as docu-
mented by the high COVs for LV volumes). These findings
are in accordance with a previous study comparing gated
SPECTwith MRI in ischemic cardiomyopathy, which found
a substantial underestimation of ESV and EDV with gated
SPECT, whereas LVEF was comparable between the 2
methods (23).

Accuracy with gated SPECT is also known to be limited
in patients with a small heart. Because of the partial-volume

FIGURE 3. Correlation and Bland–
Altman plots for LVEF (A and B), ESV (C
and D), and EDV (E and F) by gated
SPECT and 64-slice CT.
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effect and a limited image resolution, ESV is underesti-
mated more than EDV, resulting in an overestimation of
LVEF.
A further reason for the relative overestimation of LV

volumes by CT might be the fact that more outflow tract
tissue was included on CT images than is routinely visible
on gated SPECT images. The outflow tract is never part of
the LV volume acquired by gated SPECT because the edge
of the LV is defined by the mitral valve (38). Furthermore,
the membranous part of the septum is not visible on gated
SPECT images, whereas calculation of LV volumes on CT
images includes this part of the septum.
The fact that end-systolic and end-diastolic timing was

not identical in SPECT and CT might have further contrib-
uted to the differences between the 2 methods.
In a recent study, Yamamuro et al. compared LVEF

assessed by gated SPECT and 8-slice CT versus MRI in 27
patients (29). Values obtained from CT showed a better
agreement with MRI than did gated SPECT. Unfortunately,
no data for ESV and EDV were provided and, to the best of
our knowledge, no other published data comparing LV
functional parameters including quantitative regional wall
motion analysis between gated SPECT and CT exist.
The 64-slice CT scanners provide 0.4 · 0.4 · 0.4 mm3

isotropic voxels with a gantry rotation time of 330 ms, thus

increasing temporal and spatial resolution and potentially
improving morphologic and functional measurements as
compared with 16- or 4-slice CT systems. Therefore, the
introduction of 64-slice CT might improve the yield in this
application. To our knowledge, this study provides the first
report on quantitative assessment of regional wall motion
analysis by CT. Overall, we found a good agreement in
regional wall motion between CT and gated SPECT, except
for the septal segments. This is attributed primarily to the
fact that the basal part of the septum is membranous and,
therefore, proper delineation of the endocardial contours by
SPECT is less accurate.

Gated SPECT was chosen as the method of reference
because it represents an increasingly used and accepted
standard for measuring LV function simultaneously with
the evaluation of myocardial perfusion. In addition, after
the introduction of hybrid PET/CT scanners (39,40), the
integration of SPECT and CT into SPECT/CT scanners will
promote the combined use of both techniques in the same
patient in the near future.

CONCLUSION

LVEF and LV functional parameters as determined by
64-slice CT agree over a wide range of clinically relevant

FIGURE 4. Correlation and Bland–
Altman plots for regional wall motion by
gated SPECT and 64-slice CT (A and B).

TABLE 3
Quantitative Regional Wall Motion

Apex Midventricular Basal ventricular

Segment 64-Slice CT SPECT P 64-Slice CT SPECT P 64-Slice CT SPECT P

Anterior 7.8 6 2.9 6.9 6 2.5 NS 9.2 6 1.7 8.3 6 1.8 NS 9.2 6 1.5 8.9 6 1.3 NS
Anteroseptal 6.5 6 2.7 5.5 6 2.7 NS 7.2 6 2.9 5.7 6 2.7 ,0.01 4.8 6 1.4 5.1 6 1.3 NS

Inferoseptal 6.5 6 2.6 6.0 6 3.1 NS 6.4 6 2.5 4.8 6 2.4 ,0.005 5.9 6 1.4 4.0 6 1.6 ,0.0001

Inferior 7.5 6 3.0 7.5 6 3.6 NS 7.8 6 2.6 7.2 6 2.4 NS 6.7 6 1.7 6.3 6 1.5 NS

Inferolateral 8.4 6 3.1 8.1 6 2.7 NS 8.9 6 2.2 8.3 6 2.1 NS 8.7 6 1.5 8.5 6 2.2 NS
Anterolateral 7.9 6 2.3 7.6 6 2.2 NS 8.9 6 2.2 8.5 6 1.9 NS 9.8 6 1.7 9.4 6 2.2 NS

Apex anterior 6.4 6 3.1 6.1 6 3.3 NS

Apex inferior 6.9 6 3.4 7.1 6 4.0 NS

Data are mean 6 SD. All values are in millimeters.
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values with gated SPECT. However, interchangeable use of
the 2 techniques should be avoided for LV volumes, myo-
cardial mass, and regional wall motion because of variances
inherent to the different techniques.

ACKNOWLEDGMENTS

We are grateful to our head radiographer Gabi Hasler for
her excellent technical assistance. This work was supported
by grants PP00A-68835 and 31-68386 of the Swiss National
Science Foundation and the National Center of Compe-
tence in Research, Computer Aided and Image Guided
Medical Interventions (NCCR CO-ME) of the Swiss National
Science Foundation.

REFERENCES

1. Emond M, Mock MB, Davis KB, et al. Long-term survival of medically treated

patients in the Coronary Artery Surgery Study (CASS) Registry. Circulation.

1994;90:2645–2657.

2. Hammermeister KE, DeRouen TA, Dodge HT. Variables predictive of survival in

patients with coronary disease: selection by univariate and multivariate analyses

from the clinical, electrocardiographic, exercise, arteriographic, and quantitative

angiographic evaluations. Circulation. 1979;59:421–430.

3. Yamaguchi A, Ino T, Adachi H, et al. Left ventricular volume predicts post-

operative course in patients with ischemic cardiomyopathy. Ann Thorac Surg.

1998;65:434–438.

4. White HD, Norris RM, Brown MA, Brandt PW, Whitlock RM, Wild CJ. Left

ventricular end-systolic volume as the major determinant of survival after

recovery from myocardial infarction. Circulation. 1987;76:44–51.

5. Starling MR, Crawford MH, Sorensen SG, Levi B, Richards KL, O’Rourke RA.

Comparative accuracy of apical biplane cross-sectional echocardiography and

gated equilibrium radionuclide angiography for estimating left ventricular size

and performance. Circulation. 1981;63:1075–1084.

6. Germano G, Erel J, Kiat H, Kavanagh PB, Berman DS. Quantitative LVEF and

qualitative regional function from gated thallium-201 perfusion SPECT. J Nucl

Med. 1997;38:749–754.

7. Germano G, Kiat H, Kavanagh PB, et al. Automatic quantification of ejection

fraction from gatedmyocardial perfusion SPECT. J NuclMed. 1995;36:2138–2147.

8. Vaduganathan P, He ZX, Vick GW 3rd, Mahmarian JJ, Verani MS. Evaluation of

left ventricular wall motion, volumes, and ejection fraction by gated myocardial

tomography with technetium 99m-labeled tetrofosmin: a comparison with cine

magnetic resonance imaging. J Nucl Cardiol. 1999;6:3–10.

9. Iskandrian AE, Germano G, VanDecker W, et al. Validation of left ventricular

volume measurements by gated SPECT 99mTc-labeled sestamibi imaging. J Nucl

Cardiol. 1998;5:574–578.

10. Williams KA, Taillon LA. Left ventricular function in patients with coronary

artery disease assessed by gated tomographic myocardial perfusion images:

comparison with assessment by contrast ventriculography and first-pass radio-

nuclide angiography. J Am Coll Cardiol. 1996;27:173–181.

11. Bellenger NG, Burgess MI, Ray SG, et al. Comparison of left ventricular

ejection fraction and volumes in heart failure by echocardiography, radionuclide

ventriculography and cardiovascular magnetic resonance: Are they interchange-

able? Eur Heart J. 2000;21:1387–1396.

12. van der Wall EE, Vliegen HW, de Roos A, Bruschke AV. Magnetic resonance

imaging in coronary artery disease. Circulation. 1995;92:2723–2739.

13. Pattynama PM, De Roos A, Van der Wall EE, Van Voorthuisen AE. Evaluation of

cardiac function withmagnetic resonance imaging. AmHeart J. 1994;128:595–607.

14. Peshock RM, Willett DL, Sayad DE, et al. Quantitative MR imaging of the heart.

Magn Reson Imaging Clin N Am. 1996;4:287–305.

15. Juergens KU, Grude M, Maintz D, et al. Multi-detector row CTof left ventricular

function with dedicated analysis software versus MR imaging: initial experience.

Radiology. 2004;230:403–410.

16. Heuschmid M, Kuttner A, Schroder S, et al. Left ventricular functional

parameters using ECG-gated multidetector spiral CT in comparison with inva-

sive ventriculography [in German]. Rofo. 2003;175:1349–1354.

17. Mahnken AH, Spuntrup E, Wildberger JE, et al. Quantification of cardiac

function with multislice spiral CT using retrospective EKG-gating: comparison

with MRI [in German]. Rofo. 2003;175:83–88.

18. Wintersperger BJ, Herzog P, Jakobs T, Reiser MF, Becker CR. Initial experience

with the clinical use of a 16 detector row CT system. Crit Rev Comput Tomogr.

2002;43:283–316.

19. DePuey EG, Nichols K, Dobrinsky C. Left ventricular ejection fraction assessed

from gated technetium-99m-sestamibi SPECT. J Nucl Med. 1993;34:1871–1876.

20. Chua T, Kiat H, Germano G, et al. Gated technetium-99m sestamibi for

simultaneous assessment of stress myocardial perfusion, postexercise regional

ventricular function and myocardial viability: correlation with echocardiography

and rest thallium-201 scintigraphy. J Am Coll Cardiol. 1994;23:1107–1114.

21. Choragudi NL, Prakash AM, Sun Y, Prasad P, Chiaramida SA, Lucariello RJ.

Comparison of echocardiography with technetium 99m-gated single photon

emission computed tomography as diagnostic tools for left ventricular ejection

fraction. Echocardiography. 2001;18:627–632.

22. Bavelaar-Croon CD, Kayser HW, van der Wall EE, et al. Left ventricular

function: correlation of quantitative gated SPECT and MR imaging over a wide

range of values. Radiology. 2000;217:572–575.

23. Bax JJ, Lamb H, Dibbets P, et al. Comparison of gated single-photon emission

computed tomography with magnetic resonance imaging for evaluation of left

ventricular function in ischemic cardiomyopathy. Am J Cardiol. 2000;86:

1299–1305.

24. Achenbach S, Ropers D, Pohle FK, et al. Detection of coronary artery stenoses

using multi-detector CT with 16 · 0.75 collimation and 375 ms rotation. Eur

Heart J. 2005;26:1978–1986.

25. Leschka S, Alkadhi H, Plass A, et al. Accuracy of MSCT coronary angiography

with 64-slice technology: first experience. Eur Heart J. 2005;26:1482–1487.

26. Raff GL, Gallagher MJ, O’Neill WW, Goldstein JA. Diagnostic accuracy of

noninvasive coronary angiography using 64-slice spiral computed tomography.

J Am Coll Cardiol. 2005;46:552–557.

27. Leber AW, Knez A, von Ziegler F, et al. Quantification of obstructive and

nonobstructive coronary lesions by 64-slice computed tomography: a compar-

ative study with quantitative coronary angiography and intravascular ultrasound.

J Am Coll Cardiol. 2005;46:147–154.

28. Nieman K, Cademartiri F, Lemos PA, Raaijmakers R, Pattynama PM, de Feyter

PJ. Reliable noninvasive coronary angiography with fast submillimeter multi-

slice spiral computed tomography. Circulation. 2002;106:2051–2054.

29. Yamamuro M, Tadamura E, Kubo S, et al. Cardiac functional analysis with

multi-detector row CT and segmental reconstruction algorithm: comparison with

echocardiography, SPECT, and MR imaging. Radiology. 2005;234:381–390.

30. Flohr TG, Stierstorfer K, Ulzheimer S, Bruder H, Primak AN, McCollough CH.

Image reconstruction and image quality evaluation for a 64-slice CT scanner

with z-flying focal spot. Med Phys. 2005;32:2536–2547.

31. Wyss CA, Koepfli P, Mikolajczyk K, Burger C, von Schulthess GK, Kaufmann

PA. Bicycle exercise stress in PET for assessment of coronary flow reserve:

repeatability and comparison with adenosine stress. J Nucl Med. 2003;44:

146–154.

32. Kaufmann PA, Gnecchi-Ruscone T, Yap JT, Rimoldi O, Camici PG. Assessment

of the reproducibility of baseline and hyperemic myocardial blood flow

measurements with 15O-labeled water and PET. J Nucl Med. 1999;40:

1848–1856.

33. Bocher M, Balan A, Krausz Y, et al. Gamma camera-mounted anatomical x-ray

tomography: technology, system characteristics and first images. Eur J Nucl

Med. 2000;27:619–627.

34. Cerqueira MD, Weissman NJ, Dilsizian V, et al. Standardized myocardial

segmentation and nomenclature for tomographic imaging of the heart: a

statement for healthcare professionals from the Cardiac Imaging Committee of

the Council on Clinical Cardiology of the American Heart Association. Circu-

lation. 2002;105:539–542.

35. Raman SV, Cook SC, McCarthy B, Ferketich AK. Usefulness of multidetector

row computed tomography to quantify right ventricular size and function in

adults with either tetralogy of Fallot or transposition of the great arteries. Am J

Cardiol. 2005;95:683–686.

36. Raman SV, Shah M, McCarthy B, Garcia A, Ferketich AK. Multi-detector row

cardiac computed tomography accurately quantifies right and left ventricular size

and function compared with cardiac magnetic resonance. Am Heart J. 2006;

151:736–744.

37. Bland JM, Altman DG. Statistical methods for assessing agreement between two

methods of clinical measurement. Lancet. 1986;1:307–310.

38. Kaufmann PA. Measurement of left ventricular volumes and function using

O-15-labeled carbon monoxide gated PET. J Nucl Cardiol. 2005;12:620–621.

39. Koepfli P, Hany TF, Wyss CA, et al. CT attenuation correction for myocardial

perfusion quantification using a PET/CT hybrid scanner. J Nucl Med. 2004;45:

537–542.

40. Namdar M, Hany TF, Koepfli P, et al. Integrated PET/CT for the assessment of

coronary artery disease: a feasibility study. J Nucl Med. 2005;46:930–935.

1294 THE JOURNAL OF NUCLEAR MEDICINE • Vol. 47 • No. 8 • August 2006


