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2MNINOHPOITPAOHMA AIMATQZEQ2 MYOKAPAIOY

 TL-201

* Tc99M EMIONUOCEVEC EVWOELC
— Tc99m woovitpidia (MIBI)
— Tc99m Tetrofosmin (MYOVIEW)
— Tc99m Teboroxime
— Tc99m-HL-91



TEXVLKEC KOTIWOEWC

e Test KOMWOEWC 0€ KUALOMEVO TATINTA N
EPYOUETPLKO TtodNAato.
* QappakoAloyikn dokipaotia:
— AutupldapoAn
— Abdevooivn
— AoBoutapivn
— Regadenoson:

* Aokipoaoia Ppuxpov vdatoc (cold pressure)
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ENAEIZEIX PAAIOIXOTONIKHE MEAETHX
TOY MYOKAPAIOY XE XTE®ANIAIA NOXO

- A. EAETXOZ NIOANHZ ZTEDQANIAIAZ NOZOY

e ATopa e ATuTta evoxAnpota i pn dtoyvwotiko HKI
KOTIWOEWC

e Tuvaikec pe Pevdwc BTk SOKLUACIO KOTIWOEWC

e |BBB

e JUvdpopo WPW

e AldTOoon OPLOTEPAC KOLALOLC

e Extipnon tng otedpaviaioc vooou yia tn LEAAOVTLKN
BeparmeuTIkn aywyn
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ENAEIZEIX PAAIOIXOTONIKHE MEAETHX
TOY MYOKAPAIOY XE XTE®ANIAIA NOXO

- B.INQZTH ZTEQANIAIA NOZOZ
loxoupia — Epdpaypa
e Extipnon Baputntog
e EKTiMNON EKTAOCEWC
e [Ipoyvwon
e EAeyxoC BLwoLpoTnTog
e EAeyxoc tn¢ e€eAifewc TG otedpavialoc vooou

> I, NPO KAl META ENEMBATIKHZ OEPANEYTIKHZ
ANTIMETQNIZEQ2Z



ENAEIZEIX PAAIOIZOTOHNIKQN TEXNIKQN

Eldikotepa oL padLOICOTOTILKEC MEOOSOL Elval XPAOLUEG OTLC KATWOL TEPLNTWOEL :
a) 2tn dtayvwon tng urapéng N KN KAWLKA onuavtikng IN, Tnv ektipnon tng
B€onc, Tou Babpov Kal TNE EKTAONC TNC LOXOLULAC 1 TNG LUoKapdLaLKAC OUARC.
B) ZtnVv ekTipnon TNS ALLOSUVAULKIC ONUOVTIKOTNTOC YVWOTWV OO TN
otedavioypadia aAAolwoewv

y) Ztov kaBoplopo tou Kivduvou (risk stratification) kat tng mpoyvwong tou
otedaviaiov aocBevoulc yevikad. Ocov adopd Tov KaBopLopo tou Kwvduvou,
LSlaitepn katnyopia amoteAovyV : i) acBeveic petd amo ofL Epdpaypo Tou
nuokapdiou kat ii) aocBeveic pe yvwotn r umorttn 2N mpLv amno peilova (pn
KapSLOXELPOUPYLKN) XELPOLPYLKN ETEMPOON.

0) Emi epdpaypatoc, otnv EKTinon tne Blwoipotntog tov puokapdiov. H
HnEBodocC eival xprnolun yla tnv dtakplon ouAng — Loxolpiag kat tnv poPAedn
TNC AELTOUPVYLKN G ATIOKATAOTAONC TOU HUOKAPOLOU HETA QIO EMAVAYYELWON.

g) 2tn SLakplon otedavialwyv N pUn attiwv oe acOeveic mov MPOoEpYovTaL oTa
enelyovta e€wtepka latpeia pe cuvOpouo pocOlov Bwpakikou AAyouC.

--------------



Hendel of al.
Appropriate Use Criteria for Cardiac Radionuclide Imaging

Table A. Pretest Probability of CAD by Age, Gender. and Symptoms*

Age
(Years)

=39

40-49

Typical / Definite Atypical /Probable
Angina Pectoris Angina Pectoris

Intermediate

Intermediate

High

Intermediate

High

Intermediate

High

High

JACE Val, 53, No. 23, 2009
June 9, 2009:2201-29

High: Grazter than 90% pretest probablity. inbermedliste: Betwaen 10% and 90% relest probablity. Lew: Betwesn 5% and 10% pretest probablity. ey lew: Less than 5% pretest probability. *Modited
trom the ACC/AHA Exercise Testing Guidedings to reflect all ags ranges (14).
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Fig 1. Relationship between pretest likelihood (X axis) and
posttest likelihood (Y axis) of angiographically significant CAD
for a test with 90% sensitivity and 90% specificity. The upper
curve (dashed) depicts this relationship for the abnormal test
results, and the lower curve (solid) for the normal test results.
The center line is the line of identity. Vertical lines a, b, and ¢
delineate three different pretest likelihoods of 0.01, 0.5, and
0.99, respectively. The length of these lines can be considered
a measure of the diagnostic value of the test. Note that the




GATED SPECT Acquisition

> LUOKQPJLAKN dlaxuon

> MEPLOXIKI CUOTOALKN TTaxuvon

> gKTiMNoN dpaocTnEIOTNTAC APLoTEPAS KOLAlag - EF %
> MPOOJLOPLONOC OYKWV apLOTEPACS KOIAIOG

> EAEYXOG KIVNTIKOTNTAG

> EAEYXOG BLwoINOTNTAG

> N gualoBnoiag kai ewdikoTnTag otn diayvwon CAD
>V Peudwg BETIKWY - eKTiUnon mbavov artifacts

XD
5%



p=002 p=0.17

Figure 1. Specificity of *'Tl (open bars), ®™Tc-sestamibi perfu
sion (striped bars), and gated *™Tc-sestamibi SPECT (specklec
bars) imaging studies for both women without CAD and normz

volunteers.” Values are given for =50% and =70% stenosis as

definition for significant CAD. Reprinted with permission from
LNe Anericar QHLede O ardioloay.”
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Comparison of gated SPECT, echocardiography and
cardiac magnetic resonance imaging for the assessment
of left ventricular ejection fraction and volumes.

>Zuoxan’0ag METACU TWV TIMWV TwV LVEF,
EDV kal ESV, TTou TTpoékupay atro TN MEAETN
ue GSPECT, ECHO kai CMRI.

Demir H, et al. Ann Saudi Med. 2007 Nov-Dec;27(6):415-20.



Normal Abnormal

Figure 2. Rate of death or nonfatal myocardial infarction in
patients with normal and abnormal stress SPECT images from
14 published reports comprising >12 000 patients. Reprinted
with permission from the American College of Cardiology.26
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Figure 1. Three-vear adjusted rate of cardiac death or
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women and >43% m men. LVEF, left ventricular ejecuon
fraction. Adapted with permission. '

Myocardial perfusion imaging in women for
the evaluation of stable ischemic heart
disease— state-of-the-evidence and clinical
recommendations. Taqueti et al. Journal of
Nuclear Cardiology May 15, 2017
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Low-Dose Dobutamine Electrocardiograph-Gated Myocardial SPECT for
Identifying Viable Myocardium:Comparison with Dobutamine Stress

Echocardiography and PET

23 patients 294 segments
99mTc-Tetrofosmin gated-SPECT low-dose dobutamine(7,5 pg/kg/min)

DIAGNOSTIC ACCURACY of VIABILITY ASSESSMENT by EACH METHOD

K.Yoshinata et al,J Nucl Med 2001:42:838-844

METHOD Sensitivity Specificity PPV NPV

DSSPECT | 76% 100% 100% 72%
DSE 78% 94% 96% 70%
Rest SPECT | 8504 52% 74% 69%




2[MNINOHPOINPA®HMA AIMATQZEQ2 MYOKAPAIOY
META AITEIONAAZTIKH

e Oetkn MpoyvwoTtikn aéla (PPV) :93%

* Apvntikn mpoyvwotikn aéia (NPV) : 93%

e OeTko omvBnpoypadnua 4-6 eBOOUASEC LETA OYYELOTIAQOTLKN)
SLaylyVwoKeL 1) TtpoPAETEL EMavVAOTEVWON € 3-6 UNVEC.

e ApvNTLKO oTilvOnpoypadnua moptovwVeL opada xapnAou
KlvéUuvou
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EMEITOY2A IMTYPHNIKH KAPAIOAOTIA
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Duca, et al, Comparison of acute rest myocardial perfusion
Imaging and serum markers of myocardial injury in patients with
'j'.'jjif: ''''''''''''' Qhest pain syndromes. J. Nucl. Cardiol. 6:570-576, 1999
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l Acute Rest Myocardit"l Perfusion Imaging
Y

Figure 2. Conceptual model depicts role of diagnostic modalities throughout a wide spectrum of acute coronary
syndromes. Spectrum varies from those patients with atypical symptoms and no ECG changes to patients with typical
symptoms, ECG changes, and higher likelihood of acute MI (biochemical markers, serum enzymes, and acute rest MPI)

Duca, et al, Comparison of acute rest myocardial perfusion
____________________ Imaging and serum markers of myocardial injury in patients
;@\; ; with chest pain syndromes. J. Nucl. Cardiol. 6:570-576, 1999
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Acute Perfusion Study
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ATTENUATION CORRECTION

Name

PatID

Sex MALE

Limits

TID 0.87

LHR

SRS 1 SRS 1 SDS 0
SR%1 SR% 1 5D% 0

0 'O
10 O

Proc ID 180 Gated Tc 99m CT
View D SAX-RST

Date 2011-09-02 11:18:02
Datahase MaleRestMB

Volume 73ml

-

Wall 138ml
Defect 12ml
Extent 8%
TPD 6%

Shape  0.58[SI], 0.82 [Ecc]

Proc ID 180 Gated Tc 99m CT
Wiew D  SAX-CTAC-RST

Date 2011-09-02 11:18:02
Datahase MaleRestMB-AC
Yolume  76ml

S ON) Yy

Wiall 138ml
Defect 10mi
Extent 7%
TPD 6%

Shape 0.59 [SI], 0.83 [Ecc]
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Tunpa TTupnvikng Iatpikng & PET/CT



Tumikég Tipéc Evepyou Aoong

Efectaoeic kapdiag

E€éraon Evepyn déon
(mSv)
Emeupariki
2Tepavioypawid | 4.6 - 15.8 mSv2
HE ayyeioypdyo
AyyeiomtAdoTiky | 7.5 - 57 mSv?
CT 6.4 mSv (16-
agTepavioypaygia slice)3
11 mSv (64
slice)3
1035 aoBeveic

2. UNSCEAR Vol 1: 2000
Circulation 2006;113:1305-10

ZmveOnpoypdenua Evepyn déon
(mSv)
TI-201 17+ mSve
Tc-99m- 8.5+ mSvé
tetrofosmin
Tc-99m- 8.9+ mSv?
sestamibi
E€éraon Evepyn d6on (mSv)
RF-ablation 15.2 (2.1-59.6)
mSv*
H/® peAétn | 3.2 (1.3-23.9)

mSv?




Table 3. Strategies for reducing radiation exposure in women undergoing radionuclide myocardial
perfusion imaging

1. Use AUC to guide patient selection for nuclear cardiology procedures.

2. Use technetium-based tracers for SPECT MPI studies. Avoid use of thallium-based and dual-isotope SPECT
protocols.

3. Consider stress-first MPI (especially with attenuation correction techniques) for select patients without evidence
of prior MI or cardiomyopathy.

4. Implement iterative reconstruction algorithms for use with existing SPECT technology.

5. Use high-sensitivity solid-state CZT SPECT cameras and/or PET MPI where available.

6. Continually review nuclear laboratory practices to implement dose-reduction strategies to decrease patient
radiation doses to levels that are as low as reasonably achievable (ALARA) and appreaching levels of natural
background radiation (3 m5V/year) whenever possible.

AUC, appropriate use criteria; SPECT, single-photon emission computed tomography; MPI, myocardial perfusion imaging; M,
myocardial infarction; CZT, cadmium zinc telluride; PET, positron emission tomography; ALARA, as low as reasonably achievable

Myocardial perfusion imaging in women for the evaluation of stable ischemic heart disease— state-of-the-evidence and
clinical recommendations. Taqueti et al. Journal of Nuclear Cardiology May 15, 2017



-Dlagnostic Cost (OFollow-up Cost l

Low Int High Low Int

n= 813 2928 1,682 816 3379 1,631
Pretest Clinical Risk Pretest Clinical Risk

Direct Cath Myocardial Perfusion Imaging
(n=5,423) + Selective Catheterization
(n=5,826)

Figure 6. Overall diagnostic and follow-up costs of care for
direct catheterization (Cath) and initial stress perfusion imag-
ing.%¢ Diagnostic and follow-up costs of care were 30% to 41%
higher for patients undergoing direct cardiac catheterization.
Groups are divided into those with low, intermediate (Int), and
high pretest clinical risk of CAD. Reprinted with permission from
the American College of Cardiology.¢
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PET Perfusion for Cardiac Imaging

PET 32Rb Stress-rest
< Cardiac PET allows evaluation:
Myocardial viability
* FDG (T1/2 110 min)
¢ Others less available
Myocardial perfusion
+ 82Rb (T1/2 90 sec)
82Rb-Generator

* BN-ammonia (T1/2 10 min)_

»
Cyclotron >

¢ Advantage: .
Better resolution . )
Lower radiationdose # # f)

Attenuation correction

= Short with CT Courtesy of J. Machac-Mt Sinai, NY




SA-1

SA-2

SA-3

HLA

VLA

Stress Rest

A, Normal stress and rest 82Rb PET images. B, Resting
end-diastolic (ED) and end-systolic (ES) gated images, showing uniformly
good contractility.



Stress

Rest

SA HLA VLA

13N Ammonia PET images demonstrating anterior and lateral
defects during pharmacological stress and significant improvement
at rest, consistent with ischemia. SA, short axis; HLA, horizontal
long axis; VLA, vertical long axis (courtesy of Dr. H Schelbert,
UCLA School of Medicine, CA).



A OSPECT) “p=0.0000 'p=0.002 B OSPECT| ‘'Pe0a2 .
B FPET mPET I 1 p=0.03
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Figure 3. Overall diagnostic accuracy for PET and SPECT: 50% coronary stenosis threshold
(A) and 70% stenosis threshold (B). Adapted from Bateman et al'~ (with permission).

Beanlands and Youssel Joumal of Muclear Cardinlogy
Diamosis and prognosis of coronary artery & sease Julv/August 2010



Diagnostic Accuracy: PET vs SPECT

DIAGNOSTIC ACCURACY BY GENDER DIAGNOSTIC ACCURACY BY BMI

1m .P:.55 P: ,mg e *P= 1(}5 IF= .ﬂg
B4% = 87% 85%
80  go% 67% 70% 67%
60
40
20
0 : :
Men Women BMI <30 BMI=>30

MVD SENSITIVITY

1
- *P=.03
80 71%
B SPECT 60 48%
] PET 40
20

Multl Vessel Disease

Fig. 2. Diagnostic accuracy: body mass index (BEMI), gender influence, comparison of SPECT/PET disease severity.
(Data from Bateman TM, Heller GV, McGhie Al, et al. Diagnostic accuracy of rest/stress ECG-gated Rb-82
myocardial perfusion PET: comparison with ECG-gated Tc-99m sestamibi SPECT. J Nucl Cardiol 2006;13:24-33.)
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**F-fluoride positron emission tomography for identification

of ruptured and high-risk coronary atherosclerotic plaques:
a prospective clinical trial

Nikhil V Joshi, Alex T Vesey, Michelle CWilliams, Anoop 5V Shah, Patrick A Calvert, Felicity H M Craighead, Su Ern Yeoh, William Wallace,
Donald Salter, Alison M Fletcher, Edwin | R van Beek, Andrew D Flapan, Neal G Uren, Miles W H Behan, Nicholas L M Cruden, Nicholas L Mills,
Keith A A Fox, James H F Rudd, Marc R Dweck*, David E Newby™*

wwnw.thelancet.com Published online November 11, 2013 httpy/ /dx.doi.org/10.1016/50140-6736(13)61754-7

B “Ffluorodenoyglucose
Culprit plague Macimem ! Culprit plague | Maimum !
non-culprit plagus non-oulprit: plague
Figure 2: “F-fluoride and “F-fluorodemeyglucose uptake in patients with nyocardial infarction
¥-fluoride activity (maximum tissue-to-background ratio) was increased in the culprit plaque (red) compared

with the maximuem uptake in any of the non-culprit plagues (blue). By contrast, therewas no difference inthe
activity of *F-fluorodecxyglucose batween these regions.

Tissue to-background ratis

o



Figure 3: Carotid *F-fluoride uptake and carotid plaque rupture
In-vivo (A and B) and ex-vivo (C and D) positron emission and computed tomograms showing colocalisation of *F-fluoride (*F-NaF) uptake (yellow-orange) to the

site of plaque rupture with adher

it thrombus on excised carotid endarterectomy tissue (E and F). Histology of the “F-NaF-positive region shows a large necrotic
core (Mavat's pentachrome, magnification 4x, G), within which increased staining for tissue non-specific alkaline phosphatase can be seen as a marker of calcification
activity on immunohistochemistry (magnification 4x, H: magnification 10x, 1)

www.thelancet com Published online November 11, 2013 http://dx.doi.org/10.1016/50140-6736(13)61754-7
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Figure 1: Focal “F-fluoride and **F-fluorodeos yglucose uptake in patients
with myocardial infarction and stable angina

Patientwith acute ST-segment elevation myocardial infarction with (&) prosdmal
ocdusion (red arrow ) of the left anterior descending artery on imvasive coronary
angicgraphy and (B) intense focal *F-fluonide ("F- MaF, tissue-to-background
ratios, culprit 2-27 versus reference segment 1.0 [ 108% increase ) uptake
{yellow-red) at the site of the culprit plague (red arrow) on the combined positron
emission and computed tomogram (PET-CT). Comesponding
SE-flucrodecerygleoose PET-CT image (C) showing no uptake at the site of the
culprit plaque (*F-FDG, tisswe-to-background mtios, 1-63 versus reference
sagment 1-91 [15% decrease |). Note the significant myocardial uptake overlapping
with the coronary artery (vellow arrow) and vptake within the oesophagus

(blue armow). Patientwith anterior non-ST-segment elevation myocardial
infarction with (D) culprit {red arrow; left anterior descending artery) and
bystander non-culprit fwhite armow; circemflex artery) lesions on imvasive coronary
angiography that were both stented during the index admission. Only the culprit
lesion had increased “F-NaF uptake [*F-Naf. tisswe-to-badkground ratiog, culprit
2073 versus reference segment 1-08 [ 88% increase ) on PET-CT (E) after
percutaneous coronary intervention. Comesponding **F-fluorcdeoxyglucose
PET-CT showing no uptake either at the culprit (*F-FDG, tissue-to-background
ratics, culprit 1-62 versus reference segment 1-49 [ 9% inorease]) or the bystander
stented lesicn. Mote intense uptake within the ascending acrta. In a patient with
stable angina with previous coronary artery bypass grafting, invasive coronary
angicgraphy (G) showed non-obstructive disease in the right coronary artery.
Coresponding PET-CT scan (H) showed a region of increased - NaF activity
{positive lesson, red ling) in the mid-right coronary artery (tissue-to-background
ratio, 3-13) and a region without increased uptake in the preedimal vessal (negative
lesion, yellow line). Radiofrequency intravasoular utresound shows that the
®F-MaF negative plague (I) is principally composed of fibrous and fibrofatty tissue
{green)with confluent calcivm (whitewith acoustic shadow) but litte avidence of
necrosis. On the contrary, the *F-NaF positive plague () shows high-risk features
surch as a lange necrotic core (red) and microcalcification {white).
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MEXPI 2ZHMEPA:

Eunopika StaBeotpa cvotnuo SPECT/CT npoodEpovtal pe emtloyn €we Kol
64 TopwV ava TtEpLoTPOodn Kol KALVIKEC EPOAPLLOYEC OL OTIOLEC EETIEPVAVE KATA
oAU tnv 610pOwon Tng amoppodnonc, Kol Tov EVIOTILOUO TNC BAARNC.
XapoKTNPLOTIKA avadEpovTal:

1. Calcium Scoring
2. ATTELKOVLON TWV OTEPAVIALWY ayYELWV

3. Ayyeloypadlec




Murthy and Di Carli

Figure 4. Addition of CTA to quantitative PET improves
diagnostic accuracy sensitivity, specificity, positive predictive
value (PPV), negative predictive value (NPV) and overall
diagnostic accuracy for coronary CT angiography (CTA),
quantitative '°O water PET stress perfusion or both among 107
prospective patients compared to quantitative invasive coro-
nary angiography and fractional flow reserve assessments.
Addition of CTA to PET significantly improved overall
diagnostic accuracy compared to CTA alone (P = .004) or
PEI‘T?}lnue (P = .01). Adapted with permission from Kajander
et al”".

Coronary vascular dysfunction and the diagnosis and management of CAD

h ” |

Journal of Nuclear Cardiology

September/October 2012









Table 1. Multimodality appropriate use criteria for the detection and
women and men. Reproduced with permission’

risk assessment of ischemic heart disease in symplomatic

High pre-test probability of CAD

+ ECG uninterpretable OR unable to exercise

Invasive
Exercise Stress Stress Stress Calcium Coronary
Indication Text ECG RNI Echo CMR Scoring CCTA Angiography
1 Low pre-test probability of CAD A R M R R R R
ECG interpretable AND able to exercise
2. Low pre-test probability of CAD A A M 1 M b
ECG uninterpretable OR unable to exercise
3 Intermediate pre-test probability of CAD A A A M R M R
ECG interpretable AND able to exercise
4, Intermediate pre-test probability of CAD A A A R A M
¥ Coa WS TRIEIanIE Un Unauis 10 SASTLE
5. High pre-test probability of CAD M A A A R M A
ECG interpretable AND able to exercise
6. A A A R M A

Appropriate use key: A, Appropriate; M, May be appropriate; R, Rarely appropriate; CAD, Coronary artery disease; CCTA,
coronary computed tomography angiography; CMR, cardiac magnetic resonance; ECG, electrocardiography; Echo, echocardio-
graphy; RNI, radionuclide imaging

Myocardial perfusion imaging in women for the evaluation of stable ischemic heart disease— state-of-the-evidence and
clinical recommendations. Taqueti et al. Journal of Nuclear Cardiology May 15, 2017
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Potential Applications for Chest Pain
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Potentlal Applications for Asymptomatic = Patlents

Only in high CHD risk patients was RNI felt to be appropriate, although those with intermediate CHD risk with an
uninterpretable ECG were uncertain. The presence of syncope did not alter the appropriateness of patients separate from
their CHD risk, with low-risk patients being inappropriate and high-risk patients being appropriate. *Asymptomatic patients
exhibiting the following clinical indications are appropriate (or uncertain) for RNI and do not require risk assessment by
either step: 1) new-onset or newly

diagnosed heart failure with LV systolic dysfunction without ischemic equivalent who have not had a prior CAD evaluation
AND have no planned coronary angiography (Appropriate); 2) ventricular tachycardia (Appropriate); 3) elevated troponin
without additional evidence of acute coronary syndrome (Appropriate); 4) new-onset atrial fibrillation (Uncertain). tIncludes
diabetes mellitus or the presence of other clinical atherosclerotic disease, including peripheral arterial disease, abdominal
aortic aneurysm, carotid

artery disease, and other likely forms of clinical diseas%&ﬂé%%%@é@msE/SC_CT/SCMR/SN_M 2009 _
Appropriate Use Criteria for Cardiac Radionuclide Imaging



Table 2. Detection of CAD/Risk Assessment Without lschemic Equivalent

Appropriate Use
Indication Score (1-9)
Asymptomatic
12, « Low CHD risk (ATP Il risk criteria) 1{1}
13. « Intermediate CHD risk (ATP 1l risk criteria) 1{3)
« ECG interpratable
14 « Intermediate CHD nsk (ATP I risk criteria) U (5]
« ECG uninterpratable
15. « High CHD risk [ATP Il risk criteria) AT]
New-Onset or Mewly Diagnosed Heart Failure With LV Systolic Dysfunction Without Ischemic Equivalent
16. | « Mo prior CAD evaluation AND no planned coronary angiography | A(8)
Mew-Onset Atrial Fibrillation
i7. | « Part of evaluation when eticlogy unclear | U (&)
Ventricular Tachycardia
18. « Low CHD risk (ATP Il risk criteria)) AT)
15, « Intermediate or high CHID risk (ATP Il risk criteria) A(8)
Syncope
20. « Low CHD risk (ATP Il risk criteria) 1{3)
21, « Intermediate or high CHID risk (ATP Il risk criteria) AlT)
Elevated Troponin
22 « Troponin elevation without additional evidence of acute coronary syndrome A(T]

ACCF/ASNC/ACR/AHA/ASE/SCCT/SCMR/SNM 2009
Appropriate Use Criteria for Cardiac Radionuclide Imaging
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When new or worsening symptoms were present, RNI was appropriate if prior abnormal results were present, but was uncertain if the
prior study was normal. RNI was inappropriate when no or stable symptoms were present if prior test results were known, except
when performed more than 2 years later, and only if an abnormal study was previously present or if the patient was at intermediate or
greater CHD risk. In those circumstances, RNI use was “uncertain.” *RNI is appropriate if prior test results were uncertain in the
following 2 scenarios: 1) Coronary Angiography: coronary stenosis or anatomic abnormality of uncertain significance; OR 2) Prior
Noninvasive Evaluation: equivocal, borderline, or discordant stress testing where obstructive CAD remains a concern.
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Perioperative Evaluation

RNI was felt to be inappropriate for preoperative risk assessment except in the setting of intermediate risk or vascular surgery when
at least 1 risk factor is present and the patient has poor or unknown functional capacity. Additionally, patients who are asymptomatic
up to 1 year postnormal catheterization, noninvasive test, or previous revascularization in the setting of intermediate risk or vascular
surgery were also rated as inappropriate for RNI. *History of ischemic heart disease, compensated or prior heart failure,

cerebrovascular disease, diabetes mellitus (requiring insulin), or renal insufficiency (creatinine 2.0).

ACCF/ASNC/ACR/AHA/ASE/SCCT/SCMR/SNM 2009
Appropriate Use Criteria for Cardiac Radionuclide Imaging
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