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INTRODUCTION

RECENTLY, 99mTc preparations, which are convenient for
emergency examinations, are commonly used as tracers
for nuclear medicine examinations, e.g. 99mTc-HM-PAO
for imaging of the cerebral blood flow and 99mTc-
tetrofosmin for imaging of myocardial perfusion. For
transmission computed tomography (TCT), 99mTc is also
used as a relatively available external source.1,2 However,
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Purpose: In attenuation correction of ECT images by transmission CT (TCT) with an external 99mTc
γ-ray source, simultaneous TCT/ECT data acquisition is difficult, when the same radionuclide such
as 99mTc-tetrofosmin or 99mTc-GSA is used as the tracer. In this case, TCT is usually acquired before
administration of the tracer, and ECT is acquired separately after the tracer injection. However, mis-
registration may occur between the TCT and ECT images, and the repetition of examinations add
to the mental and physical stress of the patients. In this study, to eliminate this problem, we evaluated
whether attenuation correction of ECT images can be achieved by acquiring TCT and ECT
simultaneously, then acquiring ECT alone, and preparing an attenuation map by subtracting the
latter from the former using 99mTc-GSA liver ECT. Method: The ECT system used was a three-head
gamma camera equipped with one cardiac fan beam collimator and two parallel beam collimators.
External γ-ray source for TCT of 99mTc was 740 MBq, and ECT of 99mTc-GSA was 185 MBq. First,
pure TCT data were acquired for the original TCT-map, then, ECT/TCT data were acquired for the
subtracted TCT-map, and finally, pure ECT data were acquired. The subtracted attenuation map was
produced by subtracting the pure ECT image from the TCT/ECT image, and attenuation correction
of the ECT image was done using both this subtracted TCT map and attenuation map from pure
TCT. These two attenuation corrected images and non-corrected images were compared. Hot rods
phantom, a liver phantom with a defect, and 10 patients were evaluated. Results: Attenuation
corrected ECT values using the subtraction attenuation map showed an error of about 5%
underestimation compared with ECT values of the images corrected by original attenuation map at
the defect in the liver phantom. A good correlation of y = 22.65 + 1.06x, r = 0.958 was observed
also in clinical evaluation. Conclusion: By means of the method proposed in this study, it is possible
to perform simultaneous TCT/ECT data acquisition for attenuation correction using Tc-99m
external source in Tc-99m GSA liver SPECT. Moreover, it is thought that this method decreases
the mental and physical stress of the patients.
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if the same nuclide is used, TCT and ECT must be
acquired separately. But the effects of the registration
errors between TCT and ECT images, and the repetition
of examinations increases the mental and physical stress
of the patients.

TCT/ECT simultaneous acquisition can be performed
by SPECT/CT system, or TCT (Gd-153)/ECT (Tc-99m)
dual-isotope SPECT; however, the radioactive half life of
153Gd of external source in these systems is as short as 240
days, and these isotopes are expensive. Therefore, if Tc-
99m is used as an external source, attenuation correction
could be performed easily at a low cost, although there is
a problem with the present regulation system. To avoid
mis-registration, it is necessary to perform TCT and ECT
in the simultaneous mode.3

In this study, we, therefore, evaluated the feasibility of
the method in which TCT and ECT are acquired simulta-
neously, then ECT alone is performed, using the same Tc-
99m as the radiopharmaceuticals for imaging and a TCT
map, which was generated by subtracting the latter from
the former. ECT is corrected using this map. In this study,
the effect of attenuation correction by this method was
evaluated by comparing images a TCT alone to obtain an
original attenuation map before the injection of the tracer
for simultaneous TCT and ECT and comparing the results
of correction using this original attenuation non-corrected
and corrected by the subtraction TCT map and by the
original TCT map.

MATERIALS AND METHODS

ECT system and condition
The ECT system used was a GCA-9300A/UI (Toshiba
Medical Systems, Tochigi, Japan) equipped with one
cardiac fan beam collimator and two parallel beam colli-
mators, with the data processor also Toshiba, GMS-
5500A/PI. The TCT external γ-ray source was a sheet-
shape made from a bellows tube filled with 740 MBq of

99mTc. The tube was 1 mm in the inner diameter made of
fluorocarbon resin embedded in an acrylic rectangular
board of 250 × 100 mm.

Both TCT and ECT images were sampled with a matrix
size of 128 × 128, continuous mode (15 min/rotation) at
intervals of 6 degrees (60 directions, 360-degree acquisi-
tion/detector). The pixel size was 3.2 mm. With these
parameters, the count per detector in the phantom study
was about 75 counts/pixel; and the counts/pixel in the
myocardial area of patients was higher than 120. Accord-
ing to the triple-energy window (TEW) method,4 the
acquisition window widths were 20% for the main win-
dow at 140 keV of 99mTc and 7% for the lower subwindow.

After truncation correction, attenuation maps of TCT
acquisition data5 were produced by the filtered back
projection (FBP) method. Subsequently, parallel beam
projection data of the 2 detectors for ECT imaging were
summated, then TEW scatter correction (SC) was per-
formed and ECT images were reconstructed using Or-
dered Subsets-Expectation Maximization (OS-EM).6–8

The ECT acquisition data were reconstructed with a
ramp convolution filter, and high frequency noise was
decreased with post-reconstruction Butterworth filtering
(cutoff frequency = 0.44 cycle/cm).

Data acquisition and imaging protocols
In the phantom study, 99mTc was filled in the phantom,
then, protocol A′ (TCT + ECT) was acquired with the
external source, followed by protocol A″ (ECT only)
which was acquired without the external source. Then, a
subtraction attenuation map (S-Map) was generated by
subtracting data (protocol A′ − protocol A″), and attenu-
ation corrected ECT images of the protocol A″ were
reconstructed. In the phantom study, the phantom was left
as it was for four days, a TCT source was placed again
after 96 hours, then protocol A (TCT only) was acquired.
An original attenuation map (O-Map) was generated by
protocol A alone.

Fig. 1   The all directions method of data acquisition is shown.
(a) original TCT, (b) TCT and ECT simultaneous acquisition, (c) ECT
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In the human study, protocol A was acquired first, then
protocol A′ was acquired, and finally protocol A″ was
acquired. Attenuation corrected ECT images of the proto-
col A″ reconstructed using O-Map and S-Map were
compared (Fig. 1). The acquisition time was 15 minutes in
all cases.

Phantom study
In the cylindrical phantom (200 mm × 200 mm × 200 mm
circle, AZ-660, Anzai-Sogyo, Tokyo, Japan), areas filled
with uniform tracer activity (92.5 kBq/ml) and hot rods
areas (9.25 kBq/ml) were created, and the image quality
was compared using uniformity and hot rods (#1 (a) in
Fig. 3). The ECT images after attenuation correction
using the S-Map and O-Map were compared with the
uniformity phantom with the profile curves and normal-

ized root mean square errors (NRMSE (%), √[Σ(Xi − Oi)2/
ΣOi

2] × 100; Xi, subtraction image; Oi, original image; i,
pixel number (i = 1 − n)). Spatial resolution of the hot rods
phantom was evaluated with the profile curves.

In the liver phantom (LSF-type, Kyoto-Kagaku, Kyoto,
Japan, Fig. 2), the concentration of 99mTc in the liver part
was 247 kBq/ml 9 and the body part was 24.7 kBq/ml. In
this study, a spherical defect of 20 × 20 mm in diameter
was established in the left lobe, and ECT images after
attenuation correction using S-Map and O-Map were
compared with regard to the clarity of the defect image
using profile curves.

Human study
As a human study, a 60-year-old female patient with liver
cirrhosis diagnosed on the basis of clinical and CT findings
was evaluated. The acquisition times of ECT and TCT
were the same. Before administration of 99mTc-GSA,
transmission data (protocol A) were acquired first. Then,
15 minutes after the intravenous injection of 185 MBq of
99mTc-GSA, simultaneous TCT/ECT data (protocol A′)
were acquired with an external source (740 MBq of
99mTc). Finally, only ECT data (protocol A″) of 99mTc-
GSA were acquired without an external source (Fig. 1).

Fig. 2   The appearance of the liver phantom.

Fig. 3   (a) A scheme and an attenuation map of the columnar
phantom, (b) a SPECT image of a uniformity phantom, and (c)
a SPECT image of a hot rods phantom. #1: No attenuation
correction. #2: Original TCT. #3: Subtraction TCT.

Fig. 4   (a) Schemes and attenuation maps of the liver phantom
and a clinical case, (b) phantom SPECT images. (c) abdomen
(liver) CT images and (d) abdomen (liver) ECT images. #1: No
attenuation correction. #2: Original TCT. #3: Subtraction TCT.
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S-Map was prepared by the subtraction, and O-Map was
prepared from protocol A. In protocol A and protocol A″,
4 markers were placed on the body surface as the land-
marks for the Automatic Registration Tool (ART),10 and
ECT images after attenuation correction using S-Map and
O-Map were compared.

Human materials consisted of 10 patients (7 liver
cirrhosis [4 males and 3 females aged 65 ± 6 years], and
3 hepatocellular carcinoma [2 males and 1 females aged
67 ± 5 years]).

RESULTS

Phantom study
The transaxial images of the uniformity phantom are
shown in Figure 3 (b), and the place for the count profile
curves (Table 1, upper left) shown as the broken line #1 (a)
in Figure 3. The ECT values (mean ± SD, [CV(%)]) are for
the internal side at both ends of the transaxial image: O-
map 92.33 ± 3.52 [3.81], S-map 95.96 ± 1.94 [2.02], and
ECT values without attenuation correction were 78.54 ±
15.60 [19.86]. ECT values using the S-Map was overes-
timated by about 9% near the center. The NRMSE in these
images were 10.5%.

Figure 3 (c) shows the transaxial images of the hot rods
phantom. The profile curves (Fig. 5, upper right) were
nearly identical. Visualization was similar.

Defect in the liver phantom was shown as dotted lines
in the scheme. Normalized ECT values of the defects
(minimum value) using the S-Map were 10% better than

those using the O-Map (Fig. 5, lower left). Over correction
of 4–7% was observed in the center and peripheries (Fig.
5, upper right).

Human study
The case (Fig. 4) presented here had liver cirrhosis with
mild swelling of the left lobe. After angiography, a defect

Fig. 5   CPR at the dotted line in each scheme. Upper left, uniformity phantom; upper right, hot rods
phantom; lower left, liver phantom; lower right, case study.

Fig. 6   Comparison of ECT values in 25 ROI including SOL and
hepatectomy sites in 10 patients.
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of GSA was noted at the porta hepatis. The normalized
ECT value of the defect (CPR in the area surrounded by
the dotted line in the scheme; Fig. 5, lower right) was
reduced by 10% with the S-Map as compared with the O-
Map. In the caudate lobe, a 12% overestimation was
observed.

In the 25 ROIs in 10 patients, the ECT values after
attenuation correction using the O-Map and S-Map showed
a good correlation (y = 22.65 + 1.06x, r = 0.958, p = 1.4 ×
10−6).

DISCUSSION

For attenuation correction of ECT images by TCT with an
external source, TCT with 153Gd can be acquired in
combination with ECT simultaneously using tracers such
as 201Tl and 99mTc-MIBI in myocardial scintigraphy.11 In
an evaluation using TCT in the liver,12 good quantitative
results of volume measurements were reported.13 In a
liver 99mTc-GSA scintigraphy which is an analog ligand
of the asialoglycoprotein receptor, it is report and attenu-
ation correction is necessary in the quantitative evaluation
of the liver.14

99mTc can also be used as an external source for TCT;
however, TCT/ECT simultaneous acquisition2 can not be
used, when the same 99mTc radiotracer such as99mTc-GSA
is used. In the sequential mode,14 TCT must be acquired
before the administration of the tracer, and ECT thereafter
can be acquired. However a mis-registration may between
when TCT and ECT images for attenuation correction.15

The mis-registration must be avoided by use of the ART
method.11 In sequential mode, improvement of concen-
tration linearity was reported by combination of TCT
attenuation correction and TEW scatter compensation.14

Since the external source is comparatively large, TEW
scatter compensation can also correct ECT scatter as well
as TCT scatter.16

In order to reduce the repetition of examinations, we
examined whether attenuation correction can be per-
formed by acquiring TCT and ECT twice serially in the
simultaneous mode and acquiring an attenuation map by
image subtraction. When the protocol “simultaneous TCT/
ECT (99mTc-GSA) followed ECT”, i.e., (1) i.v. of ra-
diotracer, (2) waiting for fixation of the radiotracer, (3)
TCT/ECT, (4) ECT, subtracted TCT map (TCT/ECT −
ECT) can be generated. This protocol saves the time
needed for fixation of the radiotracer, compared with the
conventional protocol “TCT (GSA) followed ECT”, i.e.,
(1) TCT, (2) i.v. of radiotracer, (3) waiting for fixation, (4)
ECT. In the phantom study, to minimize mis-registration
between the ECT and TCT images, TCT and ECT were
acquired simultaneously, ECT alone was then acquired,
and original TCT was acquired after the phantom was
allowed to stand for 96 hours in consideration of the
attenuation time. However, as this protocol is difficult in
clinical cases, markers were placed at 4 points on the

phantom, and images were overlayed by the landmark
method of the ART.10 In the experiments using unifor-
mity, hot rods and liver phantoms, no marked difference
was observed between the O-map and S-map, and a 5%
error was observed in the defect value in the liver phantom
with a model SOL. In human study, also, errors of ECT
values in the defects after hepatectomy and relatively
large SOL (space occupying lesion) of 3 cm or greater in
diameter were 0–7%, but they were larger and more
variable with a maximum of 20% for small tumors about
1 cm in diameter or other hepatic resions. Since this value
was within the limits of agreement (mean ± 2SD) of the
evaluation method of Bland & Altman,17 it is clinically
acceptable. However, there was no such error in the
phantom study, and therefore, a part of the errors may due
to respiration, which is uncorrectable by the subtraction
method. Evaluation of the respiratory affect and its cor-
rection must be performed using respiratory gated18 liver
SPECT in future studies.

The subtraction method in 99mTc-GSA must take phar-
macokinetic analyses into consideration; namely the liver
is described in 30 seconds after injection, the tracer is
accumulated rapidly, and after 15 to 40 minutes has
comparatively little change in time-activity.19 Therefore,
TCT and ECT were acquired at the same time. Moreover,
time-activity is considered to decrease more by acquiring
continuous repetitive rotation of the gamma camera.20

Since about 50% of the amount of administered 99mTc-
GSA is accumulated in the liver,19 sufficient radiotracer
counts are obtained in the liver ECT may be obtained
using one detector with parallel beam collimator. Then
two other detectors may be used for TCT with high
radioactivity counts. This method may improve the accu-
racy of TCT attenuation correction.

CONCLUSION

By means of the subtraction attenuation correction method
proposed in this study, it is possible to perform simulta-
neous TCT/ECT data acquisition for attenuation correc-
tion using Tc-99m external source in Tc-99m GSA liver
SPECT. Moreover, it is thought that this method de-
creases the mental and physical surden of the patients.
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