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For PET/CT, fast CT acquisition time can lead to errors in attenuation correction, 
particularly at the lung/diaphragm interface. Gated 4D PET can reduce motion 
artifacts, though residual artifacts may persist depending on the CT dataset used 
for attenuation correction. We performed phantom studies to evaluate 4D PET 
images of targets near a density interface using three different methods for attenu-
ation correction: a single 3D CT (3D CTAC), an averaged 4D CT (CINE CTAC), 
and a fully phase matched 4D CT (4D CTAC). A phantom was designed with two 
density regions corresponding to diaphragm and lung. An 8 mL sphere phantom 
loaded with 18F-FDG was used to represent a lung tumor and background FDG 
included at an 8:1 ratio. Motion patterns of sin(x) and sin4(x) were used for dynamic 
studies. Image data was acquired using a GE Discovery DVCT-PET/CT scanner. 
Attenuation correction methods were compared based on normalized recovery 
coefficient (NRC), as well as a novel quantity “fixed activity volume” (FAV) intro-
duced in our report. Image metrics were compared to those determined from a 3D 
PET scan with no motion present (3D STATIC). Values of FAV and NRC showed 
significant variation over the motion cycle when corrected by 3D CTAC images. 
4D CTAC- and CINE CTAC–corrected PET images reduced these motion artifacts. 
The amount of artifact reduction is greater when the target is surrounded by lower 
density material and when motion was based on sin4(x). 4D CTAC reduced arti-
facts more than CINE CTAC for most scenarios. For a target surrounded by water 
equivalent material, there was no advantage to 4D CTAC over CINE CTAC when 
using the sin(x) motion pattern. Attenuation correction using both 4D CTAC or 
CINE CTAC can reduce motion artifacts in regions that include a tissue interface 
such as the lung/diaphragm border. 4D CTAC is more effective than CINE CTAC 
at reducing artifacts in some, but not all, scenarios.
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I. InTroDuCTIon

Computed tomography (CT) and positron emission tomography (PET)† are imaging modali-
ties of different qualities which are complementary. The development of PET/CT scanners has 
 allowed for both modalities to be acquired in a single session with the significant advantage 
that their spatial coordinates are inherently linked. In addition to providing important diagnostic 

a Corresponding author: Joseph H. Killoran, Department of Radiation Oncology, Dana-Farber/Brigham & 
Women’s Cancer Center, 75 Francis St ASBI-L2, Boston MA; phone: 617-732-6310; fax: 617-732-7347; email: 
jkilloran@lroc.harvard.edu

† Throughout this report, references to positron emission tomography and/or PET imaging refer to PET using 
the radiotracer FDG.
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information, the CT component of PET/CT also provides information necessary for attenuation 
correction (CTAC) of the emission data during PET image reconstruction. This step is essential 
for the PET image data to be accurate for quantitative applications such as standardized update 
value (SUV) calculation.

Both PET and PET/CT imaging have multiple clinical applications. In radiotherapy, PET is 
frequently used to assist physicians in defining target volumes to be irradiated.(1) Since its incep-
tion, numerous researchers have evaluated the potential for PET and PET/CT to be employed in 
the treatment planning process for lung cancer, with a number of studies focusing specifically 
on the impact of PET on target volume definition.(2-5) Understanding the efficacy of PET in 
this context is hindered by the lack of a suitable ground truth, and the ideal methodology for 
quantitative use of PET or PET/CT in these processes remains a subject of debate.(6,7) It has 
been shown, however, that interobserver variability is reduced when PET/CT is used for lung 
cancer radiotherapy target definition.(2)  In any case, a quantitative application of PET images 
clearly requires that the image data possess quantitative accuracy.

While applications of PET to lung cancer are well established, this anatomical site in par-
ticular presents a well-known challenge due to internal respiratory motion. Motion produces 
two distinct challenges for PET/CT. First, it blurs PET emission data and reduces SUVs. In 
addition, the fast acquisition times of CT produce images which represent a specific moment 
within the respiratory cycle, while the much slower acquisition time of PET produces an image 
that represents the average of many respiratory cycles. This mismatch in phases can produce 
artifacts and affect SUV values.(8-12) This is particularly true when the region of interest is at a 
boundary between tissue types of different densities, most significantly, at the lung/diaphragm 
interface.(11,13,14) It has been reported that using CT data acquired at deep inspiration can produce 
severe artifacts,(15) and also that CT protocols using normal expiration breath-hold or partial 
breath-hold acquisition can reduce artifacts in this region.(15,16) Others have proposed that er-
rors due to attenuation correction can be reduced by using a Cine-CT to produce an averaged 
(or max) image dataset for correction purposes.(17-20)

Gated PET (4D PET) can be used to reduce motion artifacts due to the blurring of the emis-
sion data and the reconstructed images. However, a 4D PET study may or may not be corrected 
for attenuation by an analogously acquired phase matched 4D CT scan (4D CTAC). Figure 1 
illustrates the imaging artifact that can occur when a 4D PET image is corrected using CTAC 
data which is out of phase of the 4D PET data. While it has been reported that it is feasible to 
minimize motion artifacts by using 4D PET corrected by 4D CT in patients in a clinical set-
ting,(21-23) the addition of a 4D CT adds considerable complexity, as well as increased patient 
dose. As a consequence, clinical centers may avoid these complications by using 4D PET 
imaging protocols with attenuation correction based on 3D CT. A number of studies have com-
pared different methods for 4D PET attenuation correction in patients(21) and phantoms,(24-26) 
as well as simulated data based on 3D PET and 4D CT in patients.(13) As expected, these stud-
ies conclude generally that 4D PET reduces motion artifacts, and that 4D PET corrected by 
phase matched 4D CT is the most quantitatively accurate approach. However, 4D CT may not 
always be appropriate or available in the clinical setting due to scanner capabilities and/or the 
additional patient dose and complexity it adds to the scan. For this reason, it is important to 
fully understand the relative benefits of different attenuation correction methods.   

The purpose of this study is to evaluate the performance of 4D PET imaging, and exam-
ine the choice of attenuation correction method using a phantom designed to represent the 
lung–diaphragm interface. While it is well-known that this interface is a source of attenuation 
correction errors, we know of no other report that has employed a phantom specifically designed 
to model this anatomical region. In particular, we sought to quantify motion artifacts that occur 
during the attenuation correction portion of PET image reconstruction. 
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II. MATErIALS AnD METHoDS

Phantom studies were specifically designed to evaluate 4D PET images of targets near a density 
interface using three different methods for attenuation correction: a single 3D CT (3D CTAC), 
an averaged 4D CT (CINE CTAC), and a fully phase matched 4D CT (4D CTAC).

A.1 Phantom
The phantom was designed to approximate the geometry of the anatomical region between the 
lung and diaphragm. A watertight plastic box was used which consisted of two sections: a low 
density section to represent lung and a water-filled section to approximate liver. The “lung” 
side was filled with a mixture of water and Styrofoam packing material (‘peanuts’), as shown 
in Fig. 2. CT images of the phantom show an average HU value of -630 on the ‘lung’ side 
and close to zero on the ‘liver’ side, being representative of the relative densities at the lung/
diaphragm interface. A small amount of 18F-FDG (~300 μCi) was added to both sections to 
represent background activity. The tumor was represented by an 8 mL sphere phantom (Hollow 

Fig. 1. Illustration of the type of artifact that can occur from using a single CT image for attenuation correction when motion 
is present. Both PET images are reconstructed from the same raw data of the 0% phase bin of a 4D gated PET acquisition. 
The PET image on the left has been corrected for attenuation using CT 0% phase CT data (phase-matched), while the image 
on the right has been corrected using CT data from the 50% phase (phase-mismatched) resulting in overcorrection.  
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Sphere Set, Model ECT/HS/SET6, Data Spectrum Corporation, Hillsborough, NC) loaded with 
18F-FDG which could be placed on either side of the border. The phantom was situated on a 
small platform with wheels, and the entire assembly was connected to a commercially avail-
able dynamic phantom (Dynamic Thorax Phantom, Computerized Imaging Reference Systems 
(CIRS), Norfolk, VA) which was driven by a computerized motion controller. Figure 3 shows 
a photo of the phantom in position for scanning. 

Fig. 2. The phantom used for our studies. It consists of a watertight plastic box with two sections designed to represent 
lung and liver.

Fig. 3. The phantom positioned for scanning using the dynamic phantom controller. 



265  Killoran et al.: Motion artifacts at the diaphragm 265

Journal of Applied Clinical Medical Physics, Vol. 12, no. 4, Fall 2011

A.2 PET/CT scanner 
A GE PET/CT scanner (Discovery DVCT-PET/CT, GE Medical Systems, Milwaukee, WI) was 
used for these studies. The PET scanner has a 15 cm axial field of view which is combined with 
a 64 slice CT scanner. The Varian RPM motion tracking system (Real-time Position Manage-
ment System, Varian Medical Systems, Palo Alto, CA) is used for motion tracking based on 
an IR reflective maker. Clinically this marker is normally placed on the anterior surface of 
the patient’s abdomen to allow respiratory motion monitoring via an optical camera. For this 
phantom study, the marker box was placed on a small platform which moves in the AP direc-
tion synchronously with the phantom’s SI motion.  

A.3 Imaging studies: acquisition 
CT scans for attenuation correction were acquired using a standard protocol: a 0.5 s rotation 
time, 32 × 1.25 mm scan acquisition reconstructed to 3.75 mm thick slices with a 500 mm axial 
field of view. Tube potential of 140 kVp and current of 75 mAs were used. Traditional 3D PET/
CT studies were acquired both with and without the phantom in motion. 4D PET scans were 
acquired with the phantom in motion while the RPM system simultaneously recorded the mo-
tion of the IR reflective marker. The motion trace and images from the CINE scan were then 
transferred to a GE workstation (Advantage 4D, Advantage Windows, GE Medical Systems, 
Milwaukee, WI) for reconstruction of a phase binned 4D image dataset using the Advantage 
4D application. These data were then transferred back to the PET/CT console to be used for 
attenuation correction of PET emission data.

10 μCi of 18F-FDG, a concentration of (1.25 μCi/cc), was loaded into the sphere phantom 
“target”, as well as a lower concentration (300 μCi–0.16 μCi/cc) into both phantom compart-
ments to provide an approximate target to background ratio of 8:1. A series of scans was 
performed with the target vial on the “liver” side of the phantom and then repeated with the vial 
placed on the “lung” side. The vial was reloaded with 18F-FDG prior to the second series. 

Data was acquired with the phantom moving according to two different motion patterns, 
a simple sinusoid sin(x) as well as sin4(x). The simple sinusoid sin(x) provides a baseline for 
motion effects but may not be a realistic model of actual breathing patterns. The motion pattern 
sin4(x), as suggested by Lujan et al. and Seppenwoolde et al.,(27,28) more closely represents an 
actual realistic breathing motion than the simple sinusoid. For both motion patterns an amplitude 
of 2 cm over a period of 4.5 sec was used with the direction of motion towards and away from 
the gantry, corresponding to the superior/inferior direction in a patient.

Three basic types of imaging studies were performed:

• 3D Static: To set a baseline for comparison, a traditional 3D PET/CT scan was first acquired 
without phantom motion. The PET portion was performed using a 2 min acquisition time.

• 3D Dynamic: With the phantom in motion, a 3D PET/CT scan was acquired using the same 
parameters as for 3D Static, for both phantom motion patterns sin(x) and sin4(x).

• 4D Dynamic: Next, a gated study was acquired consisting of a 4D CT scan and a 20 min 
PET acquisition. 4D CT and 4D PET scans were acquired with the phantom in motion while 
the RPM system simultaneously recorded the motion of the IR reflective marker. CT data 
was processed into a 10-bin 4D image set using GE Advantage 4D software.

The 3D Static and 3D Dynamic studies were both acquired using a 2 min acquisition time 
in order to match the average acquisition time per bin of the 4D studies (10 bins over 20 min-
utes acquisition). Since a 4 min acquisition time is more typical for clinical 3D PET, both 3D 
Static and 3D Dynamic studies were repeated using a 4 min acquisition. A comparison of the  
2 min vs. 4 min acquisition images revealed only a small effect of the increased acquisition 
time (a difference of ~2% or less for maximum and average activity) for our phantom. Thus, 
for our subsequent analysis comparing 3D to 4D image data, the 2 min acquisition images were  
used exclusively. 



266  Killoran et al.: Motion artifacts at the diaphragm 266

Journal of Applied Clinical Medical Physics, Vol. 12, no. 4, Fall 2011

A.4 Imaging studies: attenuation correction
PET images were reconstructed, based on an existing clinical protocol, using a 128 × 128 matrix 
and an iterative ordered subsets expectation maximization (OSEM) algorithm (2 iterations, 
30 subsets), yielding a volume of 47 sections with thickness and spacing of 3.27 mm and an 
 in-plane pixel size of 4.69 × 4.69 mm.

A.4.1 3D image studies (static and dynamic)
Examples of both the 3D Static and 3D Dynamic scans were reconstructed using a single 3D 
CTAC dataset. This represented the current typical practice and was a basis for comparison. For 
the 3D Dynamic study, an ungated PET scan of a moving target was corrected with a 3D CTAC 
that was started at a random breathing phase. Since this example was meant to represent clinical 
practice, we did not make any effort to determine or control the phase. The result, therefore, 
represented one example from a random distribution. We did not feel that it was necessary 
to explore the range of possible outcomes for the 3D Dynamic case as this was achieved by 
extracting specific extremes of motion from the 4D studies.

A.4.2 4D image studies
The 4D PET studies were reconstructed into 10-bin 4D images using the PET/CT dedicated 
computer console. The uncorrected 4D PET images were then corrected for attenuation using 
the four different attenuation correction scenarios described below. 

A.4.3 3D CTAC
A single 3D CTAC image set was used for attenuation correction of the 4D PET datasets. This 
was closest to the current clinical practice, in which the fast CT acquisition speed will capture 
the patient (or phantom) at a random phase within the respiratory cycle. To determine the range 
of possible outcomes from using a single 3D CTAC image set, the 4D PET reconstruction was 
also performed with single phases picked from a 4D CT dataset, capturing the extremes of 
motion. These are described in more detail below.

• 3D-CTAC-00: the 0% phase CT images extracted from the 4D CT; this is analogous to using 
a breath hold ‘inhale’ CT scan

• 3D-CTAC-50: the 50% phase CT images extracted from the 4D CT; this is analogous to a 
breath-hold ‘exhale’ CT scan

It should be emphasized that CTAC-00 and CTAC-50 are not practical methods for attenua-
tion correction per se. By analysis of the images reconstructed using these extremes, the range 
of possible outcomes can be determined from the 3D-CTAC. 

A.4.4 CINE CTAC
To reduce artifacts associated with using a single “snap-shot” CT scan, a CINE CTAC scan 
was used for attenuation correction. Using CINE mode, the scanner acquires multiple images 
at each couch position. When used for attenuation correction, the images are combined by the 
console reconstruction software to generate a correction based on the average density at each 
image location.

A.4.5 4D CTAC
A 4D CT image set was acquired for attenuation correction and phase matched to the 4D 
PET data. In this way, each bin of the 4D PET data was corrected using CT data of the same 
nominal phase. 
 
A.5 Analysis
A computer program was developed, using the Java programming language, to read DICOM 
image data files and calculate quantitative measures for comparison of the different images. 
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Values for activity/mL for each voxel were corrected for decay using the 3D Static image study 
as the basis for comparison. Two specific quantities are presented for analysis.

• Normalized Recovery Coefficient (NRC): The maximum value of activity/mL, represented 
as a percentage relative to the maximum value found for the corresponding 3D Static  image 
acquisition. The presence of motion reduces this value.(24) A 4D imaging technique can be 
evaluated in terms of its ability to increase NRC towards the levels observed when no  motion 
is present.

While the recovery coefficient is commonly used in the analysis of PET images, it represents 
a single voxel (the max) and is disproportionately affected by image noise. To address these 
deficiencies we devised a quantity more directly related to the ability of the specific correc-
tion method to quantify the true volume of the target vial. We call this new quantity the Fixed 
Activity Volume (FAV).

The FAV was determined by first making an array ‘list’ of the voxels in the image set sorted 
in descending order by activity/mL. From this list, the total amount of activity was found rep-
resenting the known volume of the vial (8 mL) for the 3D STATIC image set. With this total 
activity value as a reference (corrected for decay), the amount of volume, in mL, needed to find 
the same amount of total activity in the dynamic image studies was calculated. The presence 
of motion spreads the activity over a large area and increases the FAV. The 4D imaging tech-
niques can be compared in terms of how well they lower FAV values towards those observed 
without motion. We present FAV values as a percentage of the known volume (8 mL) of the 
target vial. 

Values for FAV and NRC were calculated for each of the 3D Static, 3D Dynamic, and the 
4D Dynamic studies reconstructed with the methods of attenuation correction described above. 
For the 3D cases, only one value per image set was produced. For the 4D studies, a value was 
determined for each phase of the image dataset, producing a range of possible values over the 
motion cycle.

 
III. rESuLTS 

Results for NRC and FAV are summarized in Tables 1 and 2, respectively. Values are tabulated 
for the average, standard deviation, minimum, maximum, and range of values for FAV and 
NRC. For each quantity (FAV or NRC), values are shown for data collected with the vial on the 
‘lung side’ and on the ‘liver side’ using motion patterns sin(x) and sin4(x). Both FAV and NRC 
are normalized so that 100% represents the baseline: the 3D Static’ dataset. For the values of 
FAV, 100% also represents the known volume of the target vial (8 mL). 

In addition, the results are shown in graphs which compare the various attenuation correction 
methods in terms of the average values for comparison, as well as the range of values from 
each of the 10 phases of the motion cycle. Values representing the 3D Static and 3D Dynamic 
cases are shown for comparison purposes as flat lines. The graphs shown in Fig. 4 compare 
the range of outcomes of FAV for different correction methods for the case of the vial on the 
corresponding ‘lung’ and ‘liver’ sides of the 4D phantom when a motion pattern of sin(x) is 
used. The heading “3D CTAC RANGE” combines data from the extreme phases, 0% and 50%. 
This illustrates the full range of outcomes that can be produced when a single 3D CTAC image 
set of an essentially random phase is used. Figure 5 shows the results for FAV for the phantom 
motion pattern of sin4(x). The values for normalized recovery coefficient for sin(x) motion are 
shown in Fig. 6, while values for sin4(x) motion are shown in Fig. 7. 
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Table 1. Summary of the results comparing the different attenuation correction methods in terms of normalized 
recovery coefficient (NRC). These values are normalized such that 100% represents the baseline recovery for the 3D 
Static dataset. The average, standard deviation, minimum, maximum, and range were determined over all the phases 
of a 10-bin 4D PET image dataset reconstructed using the attenuation correction method in question. Key values are 
highlighted to illustrate the differences in the range of values for the different attenuation correction methods.

Normalized Recovery Coefficient
 Sin(x) in Lung Sin4(x) in Lung
  Average STD Min Max Range Average STD Min Max Range

 CTAC 00 87.0 7.0 75.5 93.6 18.1 87.2 7.9 75.3 97.9 22.6
 CTAC 50 112.5 15.4 91.8 131.1 39.4 110.5 16.2 92.5 136.9 44.4
 3D CTAC 99.8 17.5 75.5 131.1 55.7 98.9 17.2 75.3 136.9 61.6
 4D CINE 97.3 8.4 85.5 109.1 23.6 101.0 11.7 87.0 123.0 36.0
 4D CTAC 94.3 2.6 89.0 97.7 8.7 96.8 3.4 91.8 102.5 10.7

 Sin(x) in Lung Sin4(x) in Lung
  Average STD Min Max Range Average STD Min Max Range

 CTAC 00 92.7 7.4 75.8 100.9 25.1 92.3 9.5 76.1 102.6 26.5
 CTAC 50 97.8 5.5 88.0 108.7 20.6 99.0 4.5 93.2 108.5 15.3
 3D CTAC 95.3 6.9 75.8 108.7 32.8 95.7 8.0 76.1 108.5 32.4
 4D CINE 95.6 5.3 88.1 105.8 17.8 96.5 6.6 84.7 106.0 21.4
 4D CTAC 97.6 5.5 87.9 108.7 20.7 99.1 4.8 92.3 109.0 16.7

Table 2. Summary of the results comparing different methods for attenuation correction in terms of fixed activity 
volume (FAV). FAV values are normalized to the known volume of the sphere phantom (8 ml). The average, standard 
deviation, minimum, maximum, and range were determined over all the phases of a 10-bin 4D PET image dataset 
reconstructed using the attenuation correction method in question. Key values are highlighted to illustrate the differ-
ences in the range of values for the different attenuation correction methods. 

Fixed Activity Volume
 Sin(x) in Lung Sin4(x) in Lung
  Average STD Min Max Range Average STD Min Max Range

 CTAC 00 137.8 21.2 112.6 166.7 54.1 144.2 22.3 114.4 175.7 61.3
 CTAC 50 91.1 18.1 69.4 114.4 45 96.5 18 71.2 118 46.8
 3D CTAC 114.5 30.7 69.4 166.7 97.3 120.4 31.4 71.2 175.7 104.5
 4D CINE 111.7 17 90.1 134.2 44.1 111.1 18 84.7 134.2 49.5
 4D CTAC 115.2 5.9 107.2 126.1 18.9 115.5 9.5 100.9 130.6 29.7

 Sin(x) in Lung Sin4(x) in Lung
  Average STD Min Max Range Average STD Min Max Range

 CTAC 00 128.8 21 108.2 168.2 60 136.9 26 107.3 172.7 65.5
 CTAC 50 111.8 5.8 99.1 118.2 19.1 111.9 3.8 107.3 117.3 10
 3D CTAC 120.3 17.3 99.1 168.2 69.1 124.4 22.2 107.3 172.7 65.5
 4D CINE 117.1 8.9 105.5 134.5 29.1 118.9 9.5 107.3 133.6 26.4
 4D CTAC 113.1 6.6 99.1 121.8 22.7 112.5 4.6 107.3 120.9 13.6
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Fig. 4. Graphs comparing the different methods for attenuation correction based on the volume of voxels determined 
from PET images needed to recover the known amount of activity (Fixed Activity Volume). For each method, the value 
for FAV was calculated for each of the 10 phases of the 4D PET image sets and the results are shown as a range of values. 
The upper graph shows the results for the target vial on the ‘lung’ side of the phantom, and the lower graph shows the 
results for the vial on the ‘liver’ side. The phantom motion was according to sin(x).
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Fig. 5. Graphs comparing the different methods for attenuation correction based on the volume of voxels determined from 
PET images needed to recover the known amount of activity (Fixed Activity Volume). For each method, the value for 
FAV was calculated for each of the 10 phases of the 4D PET image set and the results are shown as a range of values. The 
upper graph shows the results for the target vial on the ‘lung’ side of the phantom and the lower graph shows the results 
for the vial on the ‘liver’ side.  The phantom motion was according to sin(x) raised to the 4th power. 
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Fig. 6. Graphs comparing the different methods for attenuation correction based on the normalized recovery coefficient. 
For each method, the value for NRC was calculated for each of the 10 phases of the 4D PET image set and the results are 
shown as a range of values. The upper graph shows the results for the target vial on the ‘lung’ side of the phantom and the 
lower graph shows the results for the vial on the ‘liver’ side. The phantom motion was according to sin(x).
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Fig. 7. Graphs comparing the different methods for attenuation correction based on the normalized recovery coefficient. 
For each method, the value for NRC was calculated for each of the 10 phases of the 4D PET image set and the results 
are shown as a range of values. The upper graph shows the results for the target vial on the ‘lung’ side of the phantom 
and the lower graph shows the results for the vial on the ‘liver’ side. The phantom motion was according to sin(x) raised 
to the 4th power.

IV. DISCuSSIon

To assess the results presented in Figs. 4–7, it is helpful to keep in mind that the primary purpose 
of 4D imaging is to reduce or eliminate motion artifacts. As such, the effectiveness of a specific 
4D imaging and reconstruction method can be evaluated in terms of its ability to effectively 
stop motion. Within the context of these phantom studies the 3D Static case, in which no motion 
is present, serves as a useful benchmark for comparison. By contrast, the 3D Dynamic values 
represent an example of the other extreme — motion is present but not accounted for.  

What is immediately apparent from the results is that the use of a 3D CTAC, with no control 
over the specific phase it represents, can produce a wide range of results when motion is present. 
Both NRC and FAV metrics show that the 4D correction methods produce a clear reduction in 
the range of variation, reducing the effects of motion when compared to 3D CTAC. Between the 
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two 4D techniques, 4D CTAC was generally more effective than 4D CINE at reducing motion 
effects, particularly when the target was placed on the low density (lung) side of the phantom. 
With the target on the “liver” side, the difference between 4D CINE and 4D CTAC was reduced. 
In particular, for the “liver” side studies, the 4D CTAC method produced a somewhat larger 
amount of variation in NRC than the 4D CINE method when the sin(x) motion pattern was 
used. This was not the case for the sin4(x) pattern, however, for which the 4D CTAC did have 
an advantage over 4D CINE for scans on the “liver” side. 

Our results also illustrate that the errors due to incorrect density correction as a result of 
motion are distinctly different if the target is on the “liver” side or the “lung” side. For a target 
region on the “lung” side, depending on the specific phase of the CTAC, an error in the den-
sity correction can occur in two distinct ways: either by low density “lung” without the target 
present (undercorrection), or by higher density “liver” (overcorrection). A target on the “liver” 
side, however, is surrounded by a material of similar density. Motion due to inspiration may 
result in an undercorrection if lung is substituted for liver, but motion in the other direction 
will simply substitute more liver in place of target plus liver, resulting in virtually no error in 
the correction. As such, a target in this location is generally only subject to undercorrection and 
not overcorrection, while a target on the “lung” side suffers from both. 

As a consequence of this, when the target is on the higher density “liver” side, a correction 
based on the CTAC 50% appears to do about the same, or even slightly better, than the 4D 
CTAC. This does suggest that a strategy of using end expiration 3D CT for correction could 
be a reasonable alternative to either 4D CINE or 4D CTAC in some situations. However, this 
approach would require that the target location be reliably known a priori, which will not gen-
erally be the case in clinical situations. 

While our results show that 4D CT correction methods will reduce the effects of phase mis-
match between PET emission and CTAC data, a number of factors complicate the use of 4D CT 
in a clinical setting. Whereas the addition of a 4D CT series by itself does not add significantly 
to the acquisition time of a 4D PET study, 4D PET acquisition requires a substantially longer 
acquisition time. While the acquisition of 4D CT data (either CINE or 4D CTAC) does not add 
significantly to the total acquisition time, it is important to consider that 4D studies involve 
substantially increased radiation dose to the patient. The current method used for our study for 
4D PET image reconstruction using 4D CTAC also requires significant additional effort on the 
part of the scanner operator for two specific reasons. The 4D CT data must be phase-binned 
using a separate imaging workstation and transferred back to the scanner console and, once 
transferred, must be manually matched to the appropriate phase of the uncorrected 4D PET. 
As such, in current form, the 4D CTAC method does not appear to be a practical method for 
routine clinical use. This is not the case for the 4D CINE method, for which the only drawback 
is the additional radiation exposure to the patient. 

 
V. ConCLuSIonS

Based on phantom studies using a simulated lung/diaphragm interface, 4D PET images re-
constructed using both the 4D CINE and 4D CTAC attenuation correction methods showed 
fewer motion artifacts when compared to 4D PET images reconstructed using a traditional 3D 
CTAC. A larger effect was observed when the target was in low-density material (simulated 
lung) as opposed to water equivalent (simulated liver) material, and also when motion was 
according to sin4(x) rather than sin(x). The 4D CTAC correction method was more effective at 
reducing artifacts than the 4D CINE method for most scenarios, with the exception of a target 
in high-density (liver) material and a motion pattern of sin(x) for which the two methods were 
approximately equivalent. We conclude that when 4D PET images are acquired near a tissue 
interface such as the lung/diaphragm border, 4D attenuation correction techniques are of value 
for reducing motion artifacts. 
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