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ABSTRACT　Non-invasive  cardiac  imaging  has  explored  enormous  advances  in  the  last  few  decades.  In  particular,  hybrid
imaging represents the fusion of information from multiple imaging modalities, allowing to provide a more comprehensive data-
set compared to traditional  imaging techniques in patients  with cardiovascular  diseases.  The complementary anatomical,  func-
tional and molecular information provided by hybrid systems are able to simplify the evaluation procedure of various patholo-
gies in a routine clinical setting. The diagnostic capability of hybrid imaging modalities can be further enhanced by introducing
novel and specific imaging biomarkers. The aim of this review is to cover the most recent advancements in radiotracers develop-
ment for SPECT/CT, PET/CT, and PET/MRI for cardiovascular diseases.

  

D uring the last decades, the emergence of
new technologies able to integrate dual
imaging modalities into hybrid systems

and to combine the acquisition of different data sets
(e.g., positron emission tomography (PET)/com-
puted tomography (CT)) has dramatically im-
proved the management of oncologic patients com-
pared to stand-alone CT and PET images.[1] Moreover,
hybrid imaging techniques in cardiovascular field
combining either single-photon emission computed
tomography (SPECT) or PET with CT may simul-
taneously capture morphological abnormalities and
related pathophysiological processes.[2] Therefore,
hybrid systems are able to provide a more compre-
hensive dataset compared to traditional imaging
techniques in patients with cardiovascular diseases.[3,4]

Since 2010, when the first hybrid PET/magnetic res-
onance imaging (MRI) platform equipped with se-
quential and integrated scanners has been intro-
duced, hybrid imaging protocols have been increas-
ingly included in clinical practice.[5,6] Complement-
ary information obtained from hybrid systems sim-
plifies the evaluation procedure of various patholo-
gies in a routine clinical setting. The diagnostic cap-
ability of hybrid imaging modalities can be further
enhanced by introducing novel and specific ima-
ging biomarkers.[7]

Conventional nuclear cardiology evaluates myo-
cardial perfusion, viability, function, and scar in or-
der to assess the severity of the disease after an ini-
tial injury.[4] The development of new molecular-
targeted imaging probes offers the potential to
deepen our understanding of the physiology and
the underlying molecular physiology of various car-
diovascular diseases, enabling imaging at an earlier
stage of the disease. This allows a timely interven-
tion, an improved patient risk stratification, thera-
peutic guidance, optimized diagnostic accuracy,
and ultimately improves prognosis.[8,9] This paper
will review the most recent advancements in radio-
tracer development for SPECT/CT, PET/CT, and
PET/MRI to evaluate the main pathophysiological
processes of cardiomyopathies. 

INFLAMMATION TRACERS

Inflammation plays a pivotal role in the physiop-
atogenesis of cardiovascular diseases. After an
ischemic damage, cardiomyocyte death determines
the release of inflammatory factors, which is gener-
ally followed by leukocyte infiltration and tissue re-
modeling.[10] Non-ischemic cardiac diseases are
characterized by diffuse myocardial inflammation
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too. The presence of inflammation in atherosclerosis
of coronary arteries is an important factor to pre-
dict future adverse cardiac events.[11] Molecular
imaging could enable a non-invasive tissue charac-
terisation and represent an added value in diagnosis,
prognosis and probably even in therapy because of
the emerging of precise molecular therapies which
binds to specific elements of inflammation.[12] For
these reasons, many radiotracers have been ex-
plored for the evaluation of cardiovascular inflam-
mation. Even if the majority of medical experience
relies on 18F-fluorodeoxyglucose (18F-FDG), novel
molecular radioligands have been developed to
study specific cellular components of the inflam-
matory response.[9,13,14]
 

68Ga-DOTA-ECL1i for Chemokine Receptor CCR2
68Ga-DOTA-ECL1i (1,4,7,10-tetraazacyclodo-

decane-1,4,7,10-tetraacetic acid)-(extracellular loop
1 inverso) is a peptide-based PET tracer able to bind
an allosteric position within the CCR2 (C-C
chemokine receptor type 2) protein which is typic-
ally expressed in activated monocytes and macro-
phages. Furthermore, ECL1i-CCR2 binding is se-
lectively increased in the presence of a CCR2 lig-
and.[15,16] 68Ga-DOTA-ECL1 has been recently shown
to track the recruitment, accumulation, and resolu-
tion of CCR2+ monocytes and macrophages in the
injured myocardium in a mouse model, proving its
potential to imaging inflammation[16] in to the in-
farct and peri-infarct area. In mouse models, 68Ga-
DOTA-ECL1i also showed its predictive value in
monitoring left ventricular function and the extent
of infarction and its ability to recognize human
CCR2+ monocytes and macrophages within tissue
specimens obtained from patients who either exper-
ienced a myocardial infarction (MI) or were dia-
gnosed with chronic ischemic cardiomyopathy. This
makes 68Ga-DOTA-ECLli a promising candidate to
image the injured myocardium in humans.[16] The
short half-life and rapid clearance with low liver re-
tention are the main advantages of 68Ga-DOTA-
ECLli.  Furthermore, commercially available
68Ge/68Ga generators enable in-situ multiple-dose
preparations and serial imaging.[16] When used in
combination with MRI or CT, 68Ga-DOTAECL1i
PET could provide new insights into the patho-
physiology of inflammation in myocardial injuries

and identify patients that would benefit from im-
munomodulatory therapy.[16] One of the major
drawbacks associated with 68Ga-DOTA-ECL1i lie in
its ability to recognize other immune cells that ex-
press CCR2 (e.g., cardiac dendritic cells), which
may compromise its diagnostic efficacy.[17] Despite
its potential, further studies on the use of 68Ga-
DOTA-ECL1i in humans are required for its clinical
translation. 

ATHEROSCLEROSIS TRACERS
 

68Ga-Pentixafor for Cytokine Receptor CXCR4
68Ga-pentixafor is a radiotracer for PET that ex-

hibits high affinity and selectivity for C-X-C
chemokine receptor type 4 (CXCR4), which is a pro-
tein involved in biological trafficking processes and
have an essential role in the signaling of inflammat-
ory cells.[18,19] Due to its overexpression on mem-
branes of cells involved in the inflammatory pro-
cess, such as macrophages, some groups hypothes-
ized that 68Ga-pentixafor might find a role in the de-
tection of inflammatory cells with PET, and so to
non-invasively evaluate atherosclerosis plaques.
Hyafil, et al.[19] revealed that CXCR4 expression
grade in atherosclerotic plaques could be evaluated
with 68Ga-pentixafor-PET-MRI imaging in rabbits.
Subsequently, they used a small cohort of patients
to confirm 68Ga-pentixafor uptake in human carotid
plaques. These results support a potential role of
68Ga-pentixafor-PET imaging for the visualization of
macrophages in atherosclerotic plaques exceeding
the well-known limitations of FDG.[19] Li, et al.[20]

evaluated CXCR4 expression in carotid atheroscler-
otic lesions through 68Ga-Pentixafor PET/MRI in
oncologic patients. The Authors demonstrated that
68Ga-Pentixafor uptake was abnormally increased in
eccentric carotid atherosclerosis showing its poten-
tial to non-invasively evaluate atherosclerotic le-
sions by combining morphological plaque charac-
terisation via MRI and quantifying the inflammat-
ory activity measuring CXCR4 expression via
PET.[20] For imaging atherosclerosis, compared to 18F-
FDG, radiolabeled pentixafor binds exclusively to
CXCR4 expressed on the cell membrane, generat-
ing high signal intensity in atherosclerosis plaques
to be detectable with PET. Furthermore, consider-
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ing that CXCR4 is expressed only in the spleen, ad-
renal glands, and bone marrow, it generates a low
background signal adjacent to the arterial wall. It
does not require the patient to fast, as is the case for
18F-FDG. Moreover, it can be easily radiolabeled
with the generator nuclide 68Ga and does not re-
quire an on-site cyclotron.[19] However, the value of
68Ga-pentixafor PET imaging for atherosclerosis
cannot be assessed yet because of the small number
of patients examined. 

68Ga-DOTATATE SST2-binding for Imaging Ath-
erosclerotic Inflammation

68Ga-DOTATATE (1,4,7,10-tetraazacyclododecane-
N,N’,N’’,N’’’-tetraacetic acid-D-Phe1, Tyr3-octreotate)
is widely used for molecular imaging of neuroendo-
crine tumors where somatostatin receptor, mainly
somatostatin receptor-2 (SST2), are generally over-
expressed.[21,22] It also binds to SST2 expressed ex-
clusively by proinflammatory M1 macrophages in
atherosclerosis. Tarkin, et al. [23] validate 68Ga-
DOTATATE as a marker for atherosclerotic inflam-
mation. They showed it can differentiate culprit
from non-culprit lesions, both on coronary and ca-
rotid arteries, in groups of patients with previous
acute coronary syndrome and cerebrovascular acci-
dent, respectively. Although atherosclerosis plaque
inflammation and consequently the risk of plaque
rupture can be estimated using 18FDG, it does not
show a good cell specificity, and above all, coronary
imaging is not assessable because of the myocardial
background. It becomes clear that 68Ga-DOTATATE
has superior coronary imaging, excellent macro-
phage specificity, and it is capable of discriminat-
ing high-risk versus low-risk plaques.[23] However,
it produces many image artefacts due to cardiores-
piratory motion that are accentuated by the high
positron energy of 68Ga. To now, a very low num-
ber of patients have been imaged with 68Ga- DOTATATE
for atherosclerosis inflammation, so further re-
searches are needed to explore the utility of 68Ga-
DOTATATE PET imaging in inflammatory cardi-
ovascular diseases.[23]
 

18F-NaF
18F-NaF has been used for long as bone tracer to

detect conditions associated with high bone turnover
and new bone formation.[24,25] Its uptake mechan-

ism in bones is well known. 18F-NaF diffuses via the
capillary system into the bone extracellular liquid,
and then it exchanges with hydroxyl groups on ex-
posed regions of hydroxyapatite crystals on the
bone surface to form fluorapatite.[26] The intensity of
the PET signal depends mainly on the bone blood
flow and the surface area of exposed hydroxyapat-
ite.[26] More recently, the use of 18F-NaF has been ex-
plored for cardiovascular imaging applications. As
for bone tissue, 18F-NaF binds to calcified tissue
within the heart. Here, the blood flow is generally
constant, making the uptake of 18F-NaF dependent
only on the surface area of hydroxyapatite.[24,26,27]

Furthermore, 18F-NaF also demonstrates very low
uptake in the myocardium, which is a crucial fea-
ture to enable good visualization of regions of in-
creased 18F-NaF uptake in areas of active calcifica-
tion in the heart.[28] Dweck, et al.[29] were the first to
study the feasibility of using 18F-NaF PET-TC to as-
sess coronary artery plaque biology. Their study
showed how 18F-NaF uptake could discriminate
between patients with active and inactive coronary
calcification exploiting the spatial resolution of
PET/CT that allows localization of the 18F-NaF sig-
nal to specific coronary territories and plaques, of-
fering the possibility of identifying vulnerable or
culprit plaque. This information is of critical relev-
ance, correlating with higher rates of anginal symp-
toms, prior major adverse cardiovascular events,
and cardiovascular risk factor scores observed in
active disease patients.[29] 18F-NaF PET in combina-
tion with either computed tomography or magnetic
resonance can also be used to evaluate calcification
and microcalcification activity to investigate a wide
range of cardiovascular diseases, both valvular con-
ditions such as aortic stenosis, mitral annular calci-
fication and bioprosthetic valve disease, as well as
vascular conditions, including abdominal aortic an-
eurysm disease, carotid atherosclerosis, peripheral
vascular disease, and erectile dysfunction.[30] 18F-
NaF PET represents a marker of calcification activ-
ity across a range of cardiovascular diseases and could
be helpful in the prediction of disease progression
and clinical events. Anyway, further work is re-
quired to demonstrate this imaging technique's in-
cremental clinical utility and justify its relatively
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high costs. 18F-NaF has also been investigated to
study cardiac amyloidosis, but this will be dis-
cussed in the following sections. 

FIBROSIS TRACERS

Myocardial fibrosis represents the last stage of
cardiovascular diseases and exhibits cardiac fibro-
blast activation, which releases fibrillary collagen
and remodels the extracellular matrix. An ischemic
injury triggers reparative fibrosis, which initiates
scar formation to stabilize the infarcted area.[31]

Many different inputs trigger fibrosis as myocyte
death, a mechanical stimulus such as pressure or
volume overload, or neurohormonal activation.[32]

Also, the prolonged duration of the pathological
processes supports progressive fibrogenesis over
time.[33] Echocardiography and MRI are two primary
imaging modalities to non-invasively characterize
fibrosis by estimating ventricle stiffness and filling
and characterizing tissue differences.[34,35] Unfortu-
nately, they only target the late stages of the dis-
ease when the process is irreversible. Therefore,
new biomarkers of fibroblast activation at the early
stages of the disease are needed. Activated my-
ofibroblasts highly release fibroblast activation pro-
tein (FAP) in response to ischemic and non-ischem-
ic injury.[12] Thanks to these features, FAP-targeted
cardiac imaging has gained increasing attention. 

68Ga-FAPI for Fibroblasts Activation

Radiolabeled FAP inhibitors (FAPIs) for non-in-
vasive imaging of FAP expression[36,37] recently led
to 68Ga-FAPI development. FAPi binds to the FAP, a
serine protease expressed explicitly by activated
fibroblasts during wound healing.[38] A high level of
FAP in myofibroblasts has been reported in in-
farcted rat hearts and human hearts[39] and more
generally in different fibrotic processes like liver cir-
rhosis and fibrosis.[40] Varasteh, et al.[41] non-invas-
ively image activated fibroblasts using PET/CT and
PET/MRI with 68Ga-FAPI to investigate ventricular
remodeling after MI in rats. The Authors also evalu-
ate the grade of fibroblast activation at different
time points from MI. Furthermore, while MRI late
gadolinium enhancement identifies just the pres-
ence of fibrous tissue at its final stage, through 68Ga-
FAPI, evaluating and monitoring fibroblast activa-

tion and formation is possible. This is theoretically
feasible for all cardiological conditions associated
with fibroblast activation.[41,42] Some authors stud-
ied cardiac FAPI uptake in cancer patients, trying to
assess localized and generalized myocardial injury
in oncologic patients. They imaged fibroblast activ-
ity via 68Ga-FAPI PET, demonstrating that it is well
correlated with coronary atherosclerosis, MI, age,
and especially left ventricular ejection fraction, thus
highlighting the potential of this technique to better
understand cardiac remodeling.[43] For the reasons
above, 68Ga-FAPI is a promising radiotracer to
study and monitor tissue alterations such as fibrosis
formation and remodeling that generally led to
heart failure, the last stage of any cardiac physio-
pathological processes, including chemo-or radi-
ation therapy toxicity.[44] Early detection of myocar-
dial remodeling and fibrosis may be critical to pre-
vent the development of heart failure and to guide
therapy. Compared to FDG, 68Ga-FAPI presents a
more specific signal with a very low background in
organs adjacent to the heart, low nanomolar affin-
ity, an almost complete internalization and rapid
clearance.[36] However, these studies cannot demon-
strate that FAPI accumulation is specific for FAP ex-
pression or myofibroblast activation because there
is no histopathological validation. Further research
is needed to link myocardial 68Ga-FAPI uptake to
myocardial fibroblast activation and to risk-stratify
patients for progression of left ventricular remodel-
ing and heart failure. 

INNERVATION TRACERS

The sympathetic nervous system is the main con-
trol system of heart rate and contractility. It has a
high sensitivity to ischemia which can determine
cardiac dysinnervation, generating a substrate of
ventricular arrhythmia and sudden cardiac arrest.[45,46]

Imaging of the cardiac sympathetic nervous system
has been pursued over the last decades, but with
poor impact on clinical routine. Newer radiotracers
with better labelling and kinetics and binding new
targets such as angiotensin II type 1 and cannabin-
oid type 1 receptors have been proposed.[47,48]
 

11C-KR31173 for AT1R and 11C-OMAR for CB1-R
11C-KR31173 is a selective AT1R antagonist ra-
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diolabeled with 11C for PET imaging to non-invas-
ively visualize AT1R upregulation in different car-
diac pathophysiological processes.[48] At the heart
level, renin-angiotensin system activation determ-
ines inflammation, fibrosis and apoptosis through
AT1R,[49] and its disproportionate activation may
contribute to tissue remodeling.[48,50] 11C-OMAR is a
radioligand that selectively bind to CB-1R that is
already used for PET in patients with schizophrenia.[51]

Fukushima, et al.[52] explored the feasibility of ima-
ging cardiac AT1R, using PET/CT in combination
with using 11C-KR31173. They first experimented
the radiotracer on healthy farm pigs and after in-
duced MI. Then the group evaluate this biomarker
in four healthy men, both baseline and under AT1R
blocking; their first-in-man application was safe and
showed detectable and specific myocardial 11C-
KR31173 retention.[52] Recent studies have demon-
strated the capability of 11C-OMAR or 11C-KR31173
and PET/CT to image and quantify myocardial CB1-
R and/or AT1-R expression, respectively. As told
before, these receptors seem to play a role in influ-
encing ventricular remodeling process in heart fail-
ure.[53] After MI, they could evaluate the grade of
upregulation and predict the risk for subsequent
heart failure. Imaging myocardial AT1R could be
convenient also in other condition as left ventricu-
lar hypertrophy and hypertension. And finally, mo-
lecular imaging could facilitate and improve tar-
geted therapy, adapting drug dosage on the basis of
myocardial CB1-R and/or AT1-R expressions as de-
termined with PET/CT.[48,53] However, 11CKR31173
uptake signal cannot differentiate between my-
ofibroblasts and cardiomyocytes, so the precise con-
tributions of these cell lines to signal formation in
the infarcted areas remain to be explored.[48,54] 11C-
OMAR lipophilicity determines high background in
adjacent organ and could compromise myocardial
analysis. This limitation calls for the development
of less lipophilic CB1-R radiotracer ligand.[55] Fur-
ther evaluation of the feasibility and practicability
of this PET imaging approach in different forms of
heart failure development is warranted. 

11C-meta-hydroxyephedrine
11C-meta-hydroxyephedrine is an ephedrine ana-

logue radiotracer that binds to sympathetic nerve
terminals with a similar metabolic profile to nore-

pinephrine. It is transported to the pre-synapsis via
the uptake-1 mechanism and is resistant to MAO
and COMT metabolism. Its retention in the myocar-
dium mainly reflects a continuing release and reup-
take, which allows the quantification of retention
fraction in myocardial tissue.[56] Harms, et al.[57]

have explored the possibility of measuring myocar-
dial blood flow and myocardial innervation via
single PET scan using 15O-water and 11C-meta-hy-
droxyephedrine to eventually assess myocardial
perfusion-innervation mismatches that represent
the substrate of ventricular arrhythmias and con-
sequently of sudden cardiac arrest.[46] Furthermore,
Werner, et al.[58] used 11C-HED PET imaging to es-
timate the effects of ageing on cardiac innervation
in rats. They observed a dose-dependent reduction
of cardiac 11C-HED uptake at different ages points,
underlying potential correlation between age and
damage to sympathetic innervation.[58] Another
group[59] evaluated sympathetic abnormalities in
Brugada syndrome through 11C-HED PET, finding
out an increased presynaptic norepinephrine recyc-
ling with average adrenoceptor density, suggesting
the hypothesis of autonomic dysfunction in Brugada
syndrome. Through PET 1C-HED, Schafers, et al.[60]

observed that both myocardial catecholamine reup-
take and beta-adrenoceptor density were abnor-
mally reduced in idiopathic right ventricular out-
put tachyarrhythmia suggesting a new patho-
physiological process. Also, in long QT patients,
PET imaging studies have shown a heterogeneous
and decreased cardiac retention of 11C-HED at left
ventricular walls. They stated that the number of
heterogeneous sectors could play a role in stratify-
ing the severity of the disease.[61] All these studies
represent a step toward understanding the patho-
physiology of these diseases. In this setting, 11C-
HED PET imaging could play a role in establishing
the diagnosis, risk stratification and therapeutic
strategies. However, because it needs an on-site
cyclotron and 11C has a very short half-life, the use
in clinical routine is challenging, and further stud-
ies are needed. 

LMI1195

Heart failure represents the last stage of many
cardiac diseases, and it is associated with many mo-
lecular abnormalities, among which increased nore-
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pinephrine release and impaired cardiac neuronal
norepinephrine transporter (NET) function play a
fundamental role.[62] False radiolabeled neurotrans-
mitters such as 11C-HED and 123I-meta-iodobenzyl-
guanidine (MIBG) are substrates for the NET and
are currently used for cardiac imaging of the sym-
pathetic neuronal function.[63] LMI1195 (N-[3-Bromo-
4-(3- [18F]fluoro-propoxy)-benzyl]-guanidine) is a
new radiolabeled tracer that was designed like 123I-
MIBG as a benzylguanidine-based false neurotrans-
mitter for the NET but labelled with 18F. Yu, et al.[64]

studied LMI1195 as a novel 18F imaging agent for a
better evaluation of the cardiac sympathetic neur-
onal function by PET imaging in vitro and in vivo
in animals compared to MIBG and 11C-HED. They
found out that LMI1195 grants a better resolution
and good attenuation correction than 123I-MIBG.
Also, MIBG liver accumulation is high and can in-
terfere with cardiac visibility, while LMI1195 has an
optimal background activity. Many of these advant-
ages are also seen with the NET substrates labelled
with 11C, but a longer half-life of LMI1195 could
grant a wider clinical application.[64] Sinusas, et al.[65]

designed the first study to evaluate the feasibility of
using LMI1195 for PET imaging in humans, estab-
lishing the normal quantitative regional myocardi-
al uptake of LMI1195. So, LMI1195 provides a po-
tentially quantitative approach for evaluating both
regional denervation and the heterogeneity of in-
nervation, features that could be predictive of sud-
den cardiac death. In this study, LMI1195 was well
tolerated by patients with a radiation dose compar-
able to that of other commonly used PET radio-
tracers.[65] However, to define the true advantage of
LMI1195 imaging over currently used radiotracers,
additional comparison studies are required. 

MITOCHONDRIAL MEMBRANE POTEN-
TIAL (ΔΨM) TRACERS

Mitochondria are responsible for the production
of approximately 90% of cellular adenosine triphos-
phate (ATP) through oxidative phosphorylation.[66]

The electron transport chain (ETC) of the mitochon-
drion converts supplied nutrients into energy; in
this context, the mitochondrial membrane potential
(ΔΨm) is needed for the conversion of adenosine bi-
phosphate (ADP) to ATP. The ΔΨm is typically

about −140 mV and can vary among different cells
types.[67] In healthy conditions, the ΔΨm is within
the physiological range and a small amount of re-
active oxygen species (ROS) is generated. In patho-
logical mitochondrial dysfunction, a change in the
ΔΨm results in the overproduction of ROS, which
lowers the amount of ATP produced, and patholo-
gical conditions.[68] Since mitochondria are the most
important source of energy and ROS for the cells,
mitochondrial dysfunctions are associated to several
diseases, including myopathies and cardiac ar-
rhythmias.[69–71]
 

18F-TPP+ for Mithocondrial Membrane Potential

Alpert, et al.[72] introduced a method to perform
in vivo imaging with PET/CT to measure and map
the total membrane potential (ΔΨT) of cells, whereby
ΔΨT is defined as the sum of ΔΨm and of cellular
(ΔΨc) electric potential. A cationic lipophilic tracer,
TPP+, labeled with 18F was used to quantitatively
map myocardial ΔΨT. The Nernst equation was
used to calculate the transmembrane electric poten-
tial from the radiotracer concentration measured by
PET. This method was used for the quantitative
mapping of ΔΨT of myocardial swine cells.[72] In a
follow-up study, Pelletier-Galarneau, et al.[73] im-
aged 13 healthy subjects using 18F-triphenylphos-
phonium (18F-TPP+) on a PET/MR scanner and con-
firmed the ability of this methodology to measure
ΔΨT in humans.[73] Given the role of mitochondrial
dysfunction in numerous pathologies, this imaging
methodology has wide applicability. The possibil-
ity to quantify the membrane potential allows a dir-
ect comparison between subjects and is particularly
relevant for the study of several pathologies such as
diabetes and chemotherapy-induced cardiotoxicity,
which are typically associated with diffuse myocar-
dial involvement. Furthermore, measuring ΔΨT
could inform the progress of clinical trials involving
the use of mitochondria-targeting therapeutics and
assess the response to therapy. The method can be
easily applied to image other organs and tissues
and could be used for tumor characterization.[74]
 

AMYLOIDOSIS TRACERS

Amyloidosis is a group of protein-folding dis-
orders that cause organs infiltration by deposits res-
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ulting from misfolded precursor protein, with char-
acteristic histopathological features of apple-green
birefringence with polarized light on Congo red
staining, that lead to organ damage.[75] Cardiac
amyloidosis is most commonly secondary to the ac-
cumulation of amyloid fibrils derived from immun-
oglobulin light chains (AL) which is often associ-
ated with extra-cardiac manifestations and multi-
organ involvement. More recently, transthyretin
amyloidosis (ATTR) has been identified as an im-
portant cause of cardiac amyloidosis subdivided in-
to senile cardiac amyloidosis, due to amyloid fibrils
composed of wild-type non-mutant transthyretin
(ATTRwt), and hereditary forms caused by gene
mutations in the transthyretin.[76] The gold stand-
ard for diagnosis of cardiac amyloidosis is en-
domyocardial biopsy but cardiac imaging tech-
niques can non-invasively detect amyloid with high
sensibility. Thioflavin-analogue based tracers such
as18F-florbetapir, 18F-florbetaben, 18F-flutemetamol,
and 11C-labeled Pittsburg Compound-B (PiB) could
enhance amyloid deposition in the heart targeting
the beta-pleated motif of the amyloid fibril due to
their similarity to the thioflavin structure.[77]
 

11C-labeled Pittsburg Compound-B (PiB)
11C-PiB is a widely studied brain radiotracer that

was designed by modifying the amyloid-binding
site, thioflavin-T.[78] Antoni, et al.[79] first found out
that there was high 11C-PiB uptake values in the
heart of amyloidosis patients, but no uptake was
present in their control group. This finding was suc-
cessively confirmed by another group in a study on
patients with monoclonal gammopathy and suspec-
ted cardiac amyloidosis where 11C-PiB PET/CT up-
take was highlightable in the majority of the pa-
tients with positive biopsy, while it was absent in
the negative ones.[80] Furthermore, Pilebro, et al.[81]

stated that 11C-PiB is a sensitive method for detect-
ing ATTR amyloid through its greater binding af-
finity with fibril type B. Considering that ATTR
amyloidosis generally has a late onset, it could rep-
resent a sensitive biomarker for its early diagnosis.[81]

However, 11C-PiB has some disadvantages: it needs
an on-site cyclotron and, as told in previous section
11C has a very short half-life, making challenging it
use in clinical practice.[77] These data suggests that
11C-PiB may be a sensitive tracer for diagnosis CA

but further studies are needed for its application in
clinical routine. 

18F-Florbetapir
18F-florbetapir has a different structure from 11C-

PiB, since it is composed by a styrylpyridine ra-
diolabeled with 18F.[82] Some authors studied the
feasibility of 18F-florbetapir for imaging in CA and
tried to understand if its myocardial uptake could
differentiate AL from ATTR CA but without reach-
ing any clear conclusion.[83] The same group also
analyzed endomyocardial biopsy specimens with
autopsy-positive AL and ATTR using 18F-florbetapir
and digital autoradiography, demonstrating high
affinity of the tracer to myocardial amyloid fibers,
particularly in those with AL amyloid, suggesting a
difference in concentration of available binding sites
AL and ATTR.[84] Since there are no modalities to
identify multi-organ involvement in AL amyloidosis
accurately, recent researches suggest that 18F-
florbetapir could be useful to evaluate fibril depos-
ition in systemic AL amyloidosis, even in patients
where there is no clinical appearance of organ in-
volvement. It may also be helpful to monitor organ
response to therapies.[85]
 

18F-Florbetaben

Florbetaben is a stilbene derivative that shares
similar structural features to PiB but radiolabeled
with 18F. In cardiac amyloidosis, Law, et al.[86] were
the first to evaluate Florbetaben in cardiac amyl-
oidosis and to understand that it does not differen-
tiate between AL and ATTR. However they show a
correlation between radiotracer retention and con-
tractile function via an inverse curve relationship,
suggesting it may play a role in monitoring the severity
of disease and response to therapies.[86] More re-
cently, another study[87] evaluated 18F-florbetaben
via PET/CT highlighting different retention pat-
terns for any amyloid subtypes. At this point, data
are controversial and so further studies are needed
to understand if 18F-florbetaben could be helpful in
differentiating among CA subtypes and for estab-
lish severity of disease. Thus, PET amyloid radio-
tracers are promising; however, more data is
needed to define their accuracy and added value in
quantification and therapy monitoring in patients
with cardiac amyloidosis. 
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18F-NaF

As stated above,18F-NaF has been traditionally
employed as a bone tracer and it is currently under
investigation for cardiovascular diseases. In the
context of amyloidosis, it has been postulated that
ATTR fibrils have high calcium content and can in-
teract with calcium-sensitive probes such as 18F-
NaF. The use of 18F-NaF allows the detection of car-
diac amyloidosis and treatment monitoring; fur-
thermore, 18F-NaF is more readily available than
other F-labeled tracers. However, the ability of this
tracer to discriminate between mutant ATTR and
AL is still unclear, as highlighted by two European
case reports.[88,89] More recently, the use of 18F-NaF
in patients with AL and ATTR CA was evaluated
by using qualitative and quantitative analysis with
average left ventricular standardized uptake value
(SUV) and target to background ratio (TBR). The
authors found that the TBR was significantly higher
in patients with ATTR compared with AL patients
and healthy controls.[90] However, more studies are
necessary to benchmark 18F-NaF against 99mTc-PYP,
which is bone tracer currently used in the clinical
practice. 

CONCLUSIONS

The recent advancements in radiotracers develop-
ment for specific targets in cardiovascular imaging
confirm that the way forward for a personalized
medicine is just at beginning of the race. 
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