Clinical Outcome of Patients with Previous
Myocardial Infarction and Left Ventricular
Dysfunction Assessed with Myocardial
PmMTc-MIBI SPECT and'®F-FDG PET

Xiaoli Zhang, Xiu-Jie Liu, Qingyu Wu, Rongfang Shi, Ronglin Gao, Yunzhong Liu, Shengshou Hu, Yueqin Tian,

Shaoxian Guo, and Wei Fang

Departments of Nuclear Medicine, Surgery, and Cardiology, Cardiovascular Institute and Fu Wai Hospital, Chinese Academy of
Medical Sciences, Peking Union Medical College, Beijing, China

Myocardial viability was assessed by 99mTc-methoxyisobutyl-
isonitrile (MIBI) SPECT and '8F-FDG PET to evaluate the prog-
nosis and treatment strategy of patients with myocardial infarc-
tion (MI) and left ventricular (LV) dysfunction. Methods: One
hundred twenty-three consecutive patients with previous Ml
and LV dysfunction (LV ejection fraction [EF], 35% * 6%
[mean = SD]) who underwent **mTc-MIBI SPECT and FDG PET
were followed-up for 26 = 10 mo (mean = SD). Distributions of
the 2 radiotracers in myocardial segments were classified into 2
patterns: myocardial perfusion-metabolism mismatch (MM) and
match (M). LV EF and LV end-diastolic diameter (EDD) were
measured by echocardiography at baseline, 3 mo (Pos1), and 6
mo (Pos2) after revascularization. Cardiac death, acute MI, un-
stable angina, and late revascularization (>3 mo) experienced
by the patients during follow-up were defined as cardiac events.
Results: Sixty-seven patients underwent revascularization and
56 patients were treated medically. Of the 72 patients with =2
MM segments, 42 underwent revascularization (group A1) and
30 were treated medically (group A2). Of the 51 patients with <2
MM segments, 25 underwent revascularization (group B1) and
26 were treated medically (group B2). The 4 groups had similar
baseline characteristics and rest LV EF. After revascularization,
EF (mean *= SD) increased in group A1 from 36% * 5% to
44% *+ 8% (P < 0.0001) in Pos1 and to 51% * 9% (P < 0.0001)
in Pos2. EDD (mean * SD) decreased from 62 = 8 mm to 56 =
5mm (P < 0.001) in Pos1 and to 55 = 5 mm (P < 0.001) in Pos2.
However, EF and EDD were unchanged in group B1 (P > 0.05).
During the follow-up, 22 patients (17.9%) suffered from cardiac
events, including 11 cardiac deaths, 4 acute MI, 6 late coronary
artery bypass grafting, and 1 unstable angina pectoris. The
cardiac event rate in group A2 (50%) was significantly higher
than that of groups A1 (2.4%; x2 = 23.08; P < 0.0001), B1 (12%;
x2 = 8.94; P = 0.003), and B2 (11.5%; x2 = 9.45; P = 0.002).
Conclusion: Assessment of myocardial viability using hybrid
99mTc-MIBI SPECT and FDG PET can predict the clinical out-
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come and is helpful to decision making in the treatment strategy
of patients with Ml and LV dysfunction. Revascularization can
improve the LV function and clinical outcome of patients with
>2 viable myocardial segments.
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The fact that patients with previous myocardial infarction
(MI) and left ventricular (LV) dysfunction have a marked
propensity for cardiovascular morbidity and mortality is
evident (). Therefore, identification and proper manage-
ment of such patients are very important not only for de-
creasing the mortality but also for improving the quality of
life (2,3). Several studies have shown tH&fTc-methoxy-
isobutylisonitrile (MIBI) myocardial perfusion SPECT and
18F-FDG myocardial metabolic PET are comparable with
13N-ammonia perfusion PET and FDG metabolic PET in
evaluation of myocardial viability and suitability for revas-
cularization in patients with chronic coronary artery disease
(CAD) (4-9. Previous studies usin§N-ammonia or ru-
bidium perfusion PET and FDG metabolic PET have re-
vealed that myocardial viability is a powerful predictor of
subsequent cardiac event$0(12). Other studies have
shown that improvement of LV function after revascular-
ization is related to the extent of myocardial viability
(13,14. However, the role of hybri@®Tc-MIBI perfusion
SPECT and FDG PET in evaluation of the prognosis, treat-
ment strategy, and improvement of LV function in patients
with MI and LV dysfunction remains to be clearly defined.
The purpose of this study was to evaluate whether the
presence or absence of myocardial viability assessed with
99T c-MIBI SPECT and FDG PET could predict the clinical
outcome of patients with previous MI and LV dysfunction
and whether revascularization could improve the prognosis
and LV function in such patients with viable myocardium.
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MATERIALS AND METHODS method with a cutoff frequency of 0.45 and an order of 7. Tomo-
graphic imagesvere displayed as short-axis, horizontal, and vertical

Study Population e
\Ipng-ams slices.

One hundred twenty-three patients with previous Ml and L
dysfunction between March 1997 and May 1998 were enrolled jfhage Analysis
this study. The inclusion criteria were as follows: patients with The images of left ventricle obtained fro¥¥Tc-MIBI SPECT
previous MI confirmed by history, electrocardiography, and corgmd FDG PET were divided into 9 segments (apex, anterior,
nary angiography; and patients with rest LV ejection fraction (ERnterobasal, inferior, posterior, anteroseptal, inferoseptal, antero-
=45% determined by 2-dimensional echocardiography. Patiefégeral, and inferolateral). Perfusion and metabolism images were
with recent MI (<8 wk), unstable angina, cardiomyopathy, valvueyaluated by 2 experienced nuclear medicine physicians who were
lar disease, previous coronary artery bypass grafting (CABG), @haware of the clinical data. The myocardial uptake€%Tc-
previous percutaneous transluminal coronary angioplasty (PTCfIBI and FDG were assessed using a 4-point scoring system (0
were excluded. All decisions concerning the choice of treatmefgrmal tracer uptake, & moderate reduction in tracer uptake=2
were made by the referring physicians and were not based oBe¥ere reduction in tracer uptake, and=3absence of tracer
random assignment. The ethics committee of the Cardiovasculgftake). If=2 continuous slices had a scorel, the image was

Institute and Fu Wai Hospital, the Chinese Academy of Medic@efined as abnormal and a single segment with a score of 2 or 3
Sciences, and Peking Union Medical College approved the Stug¥s also defined as abnormal.

protocol. In normal myocardial images, uptake ¥f"c-MIBI or FDG
. was relatively uniform, but in abnormal radioactive distribution, 2
Coronary Angiography different patterns of"Tc-MIBI and FDG uptake were observed.

Selective coronary angiography was performed (using Judkingegions with perfusion defect but preserved FDG uptake were
technique) on all patients within 4 wk of radionuclide imagingefined as perfusion-metabolism mismatch (MM), indicating
studies. Two experienced observers who were unaware of §88n4rdized but viable myocardium. Regions with perfusion defect
clinical data visually assessed each study. The severity of coronany matched decrease of FDG uptake were defined as match (M)

artery stenosis is expressed as a percentage of luminal diam%@rcating myocardial necrosis (Figs. 1 and 2).
narrowing. Significant CAD was defined as50% stenosis of at

least 1 of the major coronary arteries or their major branches. Echocardiography
Resting 2-dimensional echocardiography was performed with a

FDG Metabolic PET Toshiba-380 system (Toshiba, Tokyo, Japan). The short axes of

FDG PET was performed using a whole-body PET scanngte left ventricle were obtained from the parasternal region at 3
(Chinese PET-BO03; Beijing High Energy Institute, Beijing, China)evels: the mitral valve, high muscle, and midpapillary muscle. The
with 2 bed positions that can provide 14 tomographic slices. Theng axes were obtained at the apical 4-chamber and 2-chamber
spatial resolution is 6.7 mm full width at half maximum. Theviews. EF was calculated using Sympson’s method. In addition,
sensitivity is 125 kilocounts/second per microcuries/milliliter (20@he LV end-diastolic diameter (EDD) was measured. Regional wall
mm water). Studies were performed after fasting for at least 13 fotion of 9 segments (as for MIBI SPECT) was assessed using a
If the serum glucose levet 120 mg/mL, 50-75 g glucose were
ingested, and sequential measurements of serum glucose were
made. If the serum glucose level 160 mg/mL, serum glucose
was adjusted by injection of insulin. When the serum glucose le
reached 120—160 mg/mL, 296370 MBq (8—10 mCi) FDG (Chiii\ALLi]]
nese Atomic Energy Institute; Beijing, China) were given intravd
nously. The serum glucose level (meanSD) was 136+ 30
mg/mL. One hour after FDG administration, data were acquirg
with a 128 X 128 matrix (140 mm) over 20—25 min (approxi-
mately 20 million time coincidence counts). Transaxial image
were reconstructed using the Butterworth-filtered backprojectig
method (order, 5; cutoff frequency, 0.3). Horizontal long-axid
vertical long-axis, and short-axis images were obtained. The thig
ness of each tomographic slice was 3.33 mm, and 2 PET slig
were combined to achieve a thickness comparable with that
SPECT (6.7 and 6.4 mm, respectivelg) ).

99mTc-MIBI SPECT Perfusion Imaging

Two hours after intravenous injection of 740-925 MBq (20-2
mCi) 99"Tc-MIBI (Radiation Chemistry Department, Beijing Nor
mal University, Beijing, China) at rest, myocardial perfusion im

aging was performed using a multi-SPECT 3 scanner (Siemeﬂ%URE 1. 9nTG-MIBI SPECT and FDG PET images of pa-
Medical Systems, Hof‘f_man Estates, IL) equipped with a IOWt'lent with MI. (A) Perfusion-metabolism MM at apex, anterior,
energy, all-purpose collimator centered on the 140-keV photopeglta|, and inferoposterior walls (arrows) before revasculariza-
with a 20% symmetric energy window. Sixty images coveringion. (B) After CABG, perfusion defects of segments improved
360° were acquired with a 64 64 matrix. The transaxial data significantly and size of left ventricle decreased. EF increased
were reconstructed using the Butterworth-filtered backprojectidrom 30% to 42%. ST = stress; RE = rest.
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A
Pre-MIBI

6%. Fifty-two patients had a history of hypertension
“ ‘ ‘ (42.3%), 56 had a history of smoking (45.5%), 16 had
diabetes (13.0%), 26 had hyperlipidemia (21.1%), and 25
t had family history of CAD (20.3%). Ninety-five patients
B had Q-wave MI (77.2%) and 41 had LV aneurysm (33.3%).
« « « Sixty-four patients had NYHA heart failure class Ill—IV
Pre-FDG g (52.0%) and 106 had CCS angina class II-IV (86.2%).
Sixty-eight patients had 3-vessel disease (55.3%), 7 had left

t
main CAD (5.7%), 41 had 2-vessel disease (33.3%), and 14
a A ‘ had 1-vessel disease (11.4%).
1 Sixty-seven patients underwent revascularization
(54.5%) either by PTCAR( = 9) or by CABG fi = 58).
FIGURE 2. %mTc-MIBI SPECT (A) and FDG PET (B) images of | /-SIX patients received medical therapy (45.5%). Pa-
patient with Ml show perfusion-metabolism M in inferoposterior tients with>2 MM segments indicating myocardial viabil-

wall (arrows) before revascularization. (C) After CABG, perfusion ity were classified as group A, and patients wit2 MM
defects did not improve and EF did not change (38% vs. 39%). segments indicating myocardial necrosis were classified as

group B. According to the treatment strategy, patients who
underwent revascularization were assigned as group Al

4-point scoring system (& normal, 2= hypokinetic, 3= aki- (N = 42) and group B1r{= 25) and those treated medically

Cc

Pos-MIBI

netic, and 4= dyskinetic). were assigned as group A2 € 30) and group B2r( = 26).
The clinical and angiographic characteristics are shown in
Follow-Up Table 1. No significant differences were found between

The echocardiography studies were repeated at 3 mo (Pos1)
6 mo (Pos2) after revascularization.

Follow-up data were obtained by review of patients’ clinica,
records and phone contact with the patients or their relatives.

average follow-up period was 26 10 mo (range, 1-36 mo; Changes of LV Function Before and After
median, 28 mo). Cardiac death, acute MI, unstable angina reqi{ayascularization

ing revascularization, and late revascularization3(mo after fter revascularization, EF of group Al increased from
radionuglide imaging) experienced by the patients were considerg % + 5% to 44% + 80/; (P < 0.0001) in Posl and to
as cardiac events. 519% + 9% (P < 0.0001) in Pos2. In addition, EF in Pos2
Statistical Analysis was higher than that in PosP (= 0.02). EDD decreased
Data analysis was performed using SPSS version 9.0 (SPB&m 62 = 8 mm to 56+ 5 mm (P < 0.001) in Pos1 and
Inc., Chicago, IL) software. All data are expressed as me&@D, o 55+ 5 mm (P < 0.001) in Pos2. However, the EF and

with categoric data expressed as a percentage. Comparisonsgigp of group B1 had no significant changes after revascu-
tween groups with continuous data were made by the unpair%jrization @ > 0.05) (Fig. 3)

Studentt test. A x? test was used for categoric variables (with

Yates’ correction or Fisher’s exact test in smaller sizBsX 0.05 Prediction of Cardiac Events

was considered statistically significant. During follow-up, 22 patients suffered from cardiac
Cox proportional hazards regression analysis was applied to defgfants (17.9%), including 11 cardiac deaths (50%), 4 acute

mine the independent predictors of cardiac events. Multivariate dm (18.2%), 6 late CABG (27.3%), and 1 unstable angina

analysis was performed in a forward-stepwise fashion. The clini 5%). The cardiac event rate of patients who received
variables included age, gender, risk factors (such as smoking, fal 'j!y -

3P9ups A1, A2, B1, and B2 in terms of age, gender, risk
actors, NYHA heart failure class, CCS angina class, EF,
PD, and number of vessels involved.

history of CAD, hypertension, diabetes mellitus, and hyperlipidemiag ’edlcal therapy was S|gn|flcantly_h|g_h er than (Ehat of poa _
prior M1, LV aneurysm, New York Heart Association (NYHA) heart lents who underwent revascularization (32.1% vs. 6%;
failure class, and Canadian Cardiovascular Society (CCS) ang?hzaz 14.23;P = 0.001).
class. The LV functional variable was EF. The imaging variable was The cardiac event rate of patients with viable myocar-
the number of MM segments. The coronary angiography variable wdigim and who received medical therapy (group A2) was
the number of diseased vessels and the final variable was whethersigmificantly higher than that of groups A1 (50% vs. 2.4%;
patient underwent revascularization. x% = 23.08;P < 0.0001), B1 (50% vs. 12%? = 8.94;P =
Event-free survival curves and survival curves were constructgd)03), and B2 (50% vs. 11.5%2 = 9.45; P = 0.002).
using the Kaplan—Meier method and were compared with the '%Wever, no statistical differences were found between

rank test. groups of A1, B1, and B2.

The cardiac mortality rate of group A2 was significantly
RESULTS higher than that of groups Al (26.7% vs. 0%5;, > 48.8;
Clinical Characteristics P < 0.0000) and B2 (26.7% vs. 4%? = 5.38;P = 0.02).

The final study group comprised 123 patients (114 men,Univariate analysis showed that the CCS angina class
9 women; mean age, 56 9 y) with a mean EF of 35% (P < 0.05) and number of MM segment8 K 0.05) were
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TABLE 1
Clinical and Angiographic Data

Group
Variable Al (n = 42) A2* (n = 30) B1 (n = 25) B2* (n = 26)

Age (y) 53 =10 56 =9 56 =7 56 + 9
M/F 39/3 28/2 23/2 24/2
History (mo.) 44 + 48 67 = 50 48 = 50 57 + 65
Smoking (%) 21 (50) 12 (40) 12 (48) 11 (42)
Hypertension (%) 21 (50) 12 (40) 12 (48) 7 (27)
Diabetes (%) 8 (19) 2(7) 3(12) 3(12)
Hyperlipidemia (%) 7(17) 7 (23) 7 (28) 5(19)
Family history of CAD (%) 7(17) 6 (20) 7 (28) 5(19)
Previous Ml

Q-wave Ml (%) 33 (79) 23 (77) 19 (76) 20 (77)

Anterior MI (%) 28 (67) 20 (67) 19 (76) 18 (69)

Aneurysm (%) 13 (31) 9 (30) 10 (40) 9 (35)

NYHA classt llI-IV (%) 20 (48) 16 (53) 14 (56) 14 (54)

CCS class* II-IV (%) 37 (88) 25 (83) 22 (88) 22 (85)
EF (%) 36 +5 35+8 36 +6 34 +6
EDD (mm) 62 +8 617 60 = 4 61 +6
Coronary angiography

IVD (%) 5(12) 4(13) 3(12) 2 (8)

MVD (%) 37 (88) 26 (87) 22 (88) 24 (92)

*P > 0.05 (group A1 vs. group A2, group B1 vs. group B2).
TNYHA heart failure class.

*CCS angina class.

IVD = single-vessel disease; MVD = multiple-vessel disease.

predictive of cardiac events, and the NYHA heart failurbeart failure class was an independent predictor for cardiac
class P < 0.005) and EFR < 0.01) were predictive of mortality (P < 0.001) (Table 2).

cardiac mortalllty. However, reva.sculanzatm.n hac! a p(.)s't'\f:estimate d Event-Free Survival Curves and Survival

effect on cardiac event-free survivgP(= 13.3; relative risk
[RR] = 0.17; 95% confidence interval, 0.06—0.12;<

0.001) and on survivaly¢ = 6.56; RR = 0.18; 95%
confidence interval, 0.04—0.82; < 0.05).

Curves

The estimated event-free survival rates of group A2 were
66%, 48%, and 48% at 1, 2, @B y of follow-up, respec-
A&ively. However, estimated event-free survival rates of

Multivariate analysis showed that the number of M .
. . roup Al were 100%, 100%, and 92% during the same
segments, CCS angina class, and NYHA heatrt failure class P ° ° ° 9

were independent predictors for cardiac events. The NYHA

TABLE 2
Independent Predictors of Cardiac Event and Cardiac
Mortality by Cox Multivariate Analysis

Relative
Variable X2 risk 95% ClI P

Cardiac event
Revascularization 29.5 0.05 0.01-0.18  <0.0000

CCS class* 10.2 2.27 1.27-4.03  <0.005
No. of MM
segments 4.04 1.4 1.00-1.95 <0.05
NYHA classt 3.93 1.90 1.03-3.47 <0.05
Cardiac mortality
GroupAl-EF(%) GroupB1-EF(%) GroupAl- GroupB1- Revascularization  8.58 0.13 0.03-0.64 <0.01
EDD(mm) EDD(mm) NYHA class’ 8.72 3.27 1.46-7.29 <0.001

* P<0.0001 vs Pre; T P=0.02 vs Posl; $P<0.001 vs Pre

*CCS angina class.
TNYHA heart failure class.
Cl = confidence interval.

FIGURE 3. Changes of EF (%) and EDD (mm) at baseline
(Pre), 3 mo (Pos1), and 6 mo (Pos2) after revascularization in
groups A1 and B1.
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FIGURE 4. Cumulative cardiac event-free survival curves of groups A1 and A2 (A) and groups B1 and B2 (B). RVS =
revascularization; Med = medical therapy.

periods P < 0.0001). No significant difference of event-freed.001). No significant difference of survival rates was found
survival rates was found between groups B1 and B2 (Fig. éetween groups B1 and B2 (Fig. 5).

The estimated survival rates of group A2 were 85%, 69%,
and 69% at 1, 2, and 3 y dbllow-up, respectively. In Cardiac Events in Patients With and Without Aneurysm
contrast, the estimated event-free survival rates of group A1The cardiac event rates and cardiac mortality of patients
were 100%, 100%, and 100% during the same periBds ( With LV aneurysm (i = 41) and without aneurysnm(= 82)

A
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(GroupAl) og Tan —a— RVS (Group B1) Log rank
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FIGURE 5. Cumulative survival curves of groups A1 and A2 (A) and groups B1 and B2 (B). RVS = revascularization; Med =
medical therapy.
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were 24.4% versus 14.6% (> 0.05) and 12.1% versustion of patients with Ml and LV dysfunction is still uncer-
7.3% P > 0.05), respectively. tain. Our study showed that the presence of myocardial
The estimated cardiac event-free survival rate of patientsbility (=2 MM segments) in patients with Ml and LV
with aneurysm and viable myocardium who underwent relysfunction who underwent medical treatment (group A2)
vascularizationr{ = 8) was significantly higher than that ofusually was associated with poor prognoses, and such pa-
patients who received medical therapy=¢ 13) (100% vs. tients could benefit most from revascularization (group Al).
46%;x* = 7.06;P < 0.005). Patients with aneurysm and no Using the Cox proportional hazards model, our study
viable myocardium who underwent revascularizationr< showed that the number of MM segments, CCS angina
10) did not show a decrease in the cardiac event-free solass, and NYHA heart failure class had negative effects on
vival rate compared with those who received medical thethe cardiac eventd(< 0.05), and the NYHA heart failure
apy ( = 10) (80% vs. 80%P > 0.05) (Fig. 6). class and EF had negative effects on the cardiac mortality
(P < 0.01), whereas revascularization had a positive effect
DISCUSSION on the clinical outcomeR < 0.01). Patients who underwent
Patients with previous MI and LV dysfunction usuallyrevascularization had a higher event-free survival rate com-
have poor prognoses when treated medicdlf).(Coronary Pared with those who were treated medically (94% vs. 68%;
revascularization could improve the survival rate and L¥ = 0.001). The results are consistent with the findings of
function (16,17). However, patients suffered high risks fron previous study1(0).
revascularization, especially those with severe LV dysfunc-According to the%™c-MIBI SPECT and FDG PET
tion (18). Therefore, evaluation and management of patier@sults and treatment strategy, patients with Ml and LV
with Ml and LV dysfunction are very important issues fodysfunction had different event-free survival rates and sur-
decreasing the cardiac mortality and improving the qualitjval rates. Kaplan-Meier analysis showed that patients
of life (2,3). Several studies have shown that the use wfith myocardial viability who underwent revascularization
9nTc-MIBI SPECT and FDG PET is comparable with(group Al) had a higher estimated 3-y event-free survival
13N-ammonia and FDG PET for assessment of myocardiate (92%) and a higher survival rate (100%). In contrast,
viability in patients with CAD and LV dysfunction and patients with myocardial viability who received medical
identification of patients who are suitable for revascularizéierapy (group A2) had the lowest estimated 3-y event-free
tion (4-9. However, the role of the hybrid technique ofsurvival rate (48%) and a low survival rate (69%)
9"Tc-MIBI SPECT and FDG PET in evaluation of the0.01). However, patients without myocardial viability had
prognosis, treatment strategy, and improvement of LV funsimilar 3-y event-free survival rates (88% vs. 88.5%) and

A . _ B
Viable@=2D) No viable (n1=20)
10 S 1.07
8 81 —=a v A At A—A
=
= E
Z 61 6"
2 Z
@ v g
3 £
& 4 s 41
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E ~— RVS ~ LogRan o__RVS Log Rank
2 x2=7.06 s
—v—Med  p<0.005 ——Med p>0.05
oo o0~
0 8 16 24 32 40 0 8 16 24 32 40
Follow-up (months) Follow-up (months)

FIGURE 6. Cumulative cardiac event-free survival curves of patients with aneurysm and viable myocardium (A) and patients with
aneurysm and no viable myocardium (B). RVS = revascularization; Med = medical therapy.
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similar survival rates (92% vs. 96%) whether patients umvas correlated with the intensity and severity of myocardial
derwent revascularization or received medical therapyability. However, this study did not assess the changes of
(Figs. 4 and 5). Therefore, patients with myocardial viabil-V function.
ity, assessed b§#"Tc-MIBI SPECT and FDG PET, have The limitation of our study is that patients with an LV
the greatest benefit from coronary revascularization. aneurysm were included. It is well known that patients with
These findings are concordant with the results of previoas LV aneurysm have LV remodeling and poor ventricular
studies, which showed that patients with viable myocardiufanction that would make our study complex and might
were at high risk for future cardiac events if they did nohave some impact on the results. However, the presence of
undergo revascularizatiori1,19-22. Di Carli et al. 1) the aneurysm did not make a difference in terms of out-
have shown that patients with an MM pattern who undecome. Statistical analysis showed that the cardiac event rate
went revascularization had a higher survival rate than thoaed cardiac mortality were not significantly different in
who were treated medically (88% vs. 50%). Recently, thgatients with and without an LV aneurysm. However, the
same group reported that the 4-y survival rate of patientardiac event rate of patients with viable myocardium and
with viable myocardium who received bypass grafting waan aneurysm who underwent revascularization was much
much higher than that of patients who received medickwer than that of patients who were treated medically (0%
therapy (75% vs. 30%)2@). vom Dahl et al. 23) showed vs. 54%;P < 0.005). In contrast, the prognosis of patients
that the rate of cardiac events in patients with viable myavith an aneurysm and no viable myocardium was not im-
cardium who were treated medically was 22%; howeveproved even if revascularization was performed. Therefore,
those patients benefited from coronary revascularizatitimee prognosis of patients with an aneurysm correlated with
with a cardiac event rate of 0%. In addition, the cardiate extent of viable myocardium and treatment strategy.
mortality of patients with viable myocardium who under-
went early revascularization<@5 d after PET study) was CONCLUSION

lower than that of patients who underwent delayed revas-aggessment of myocardial viability using hybf#Tc-
cularization &35 d after PET study) (0% vs. 24%, < \yg| SPECT and FDG PET can predict the clinical out-

0.05) @4). The earlier revascularization was performed, th§yme and is helpful to decision making in the treatment

more improvement of LV function would be achievedyyateqgy for patients with MI and LV dysfunction. Revas-
(24,29. These studies d|ffer$?d from ours in th@N-am ¢ jarization can improve the LV function and clinical out-
monia or rubidium rather thatt™Tc-MIBI was used as the ., me of patients with>2 viable myocardial segments.
perfusion agentl(1,20—22. *3N-ammonia or rubidium has a
very short half-life and requires a cyclotron in the hospit{ ckNOWLEDGMENTS
for production. The cost dfN or 82Rb is much higher than . )
that of %Tc-MIBI, which is the most cost-effective radio 1 N€ authors thank Yunjian Zhao, PhD, and his colleagues
pharmaceutical for this purpose. for excellent technical assistance.
In addition, we assessed the relationship between the
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