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Purpose: The same projection data (or line integrals) are often measured multiple times, e.g., twice
from opposite directions during one gantry rotation. The redundant data must be normalized by
applying redundancy weighting such as the halfscan algorithm, which assumes that the noise of the
data is uniform. This assumption, however, is not correct when a tube current modulation technique
is employed. The variance of line integrals, which is inversely related to the tube current, could vary
significantly. The purpose of this work is to improve how the projection data are used during analytical
reconstruction when the tube current is modulated during the scan.
Methods: The authors developed a new redundancy weighting scheme. It not only takes into account
the data statistics but also can control how much to weigh the statistics from 100% (αs = 1.0) to
0% (αs = 0.0) by a parameter αs. The proposed weighting scheme reduces to the conventional
redundancy weighting scheme when αs = 0.0. The authors evaluated the performance of the proposed
scheme using computer simulations targeting at myocardial perfusion CT imaging. The image quality
was evaluated in terms of the image noise and halfscan artifacts, and perfusion defect detection
performance was evaluated by the positive predictive value (PPV) and the area-under-the-receiver
operating characteristic-curve (AUC) value.
Results: Results showed a tradeoff between the image noise and halfscan artifacts. The normalized
noise standard deviation was 1.00 with halfscan, 0.89 with αs = 1.0, 0.97 with αs = 0.5, and 1.20
with αs = 0.0 when projections over one rotation (75% of projections are acquired with full dose,
25% with 1/10 of the full dose) are used. The halfscan artifacts were 13.4 Hounsfield unit (HU) with
halfscan, 8.2 HU with αs = 1.0, 4.5 HU with αs = 0.5, and 3.1 HU with αs = 0.0. Both the PPVs and
AUCs were improved from the halfscan method: PPV, 69.0%–70.6% vs 58.0%, P < 0.003; AUC,
0.935–0.938 vs 0.908, P < 0.003.
Conclusions: The new redundancy weight allows for decreasing the image noise and controlling
the tradeoff between the image noise and artifacts. C 2015 American Association of Physicists in
Medicine. [http://dx.doi.org/10.1118/1.4915954]
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1. INTRODUCTION

The same CT projection data (or line integrals) are often
measured multiple times, e.g., twice from opposite directions
during one gantry rotation (Fig. 1). The redundant projection
data must be normalized by applying redundancy weighting
when filtered backprojection (FBP) is performed to recon-
struct an image,1 and all of the available redundancy weighting
schemes assume that the noise of the data is uniform. This
assumption, however, is not always correct. The variance of
x-ray intensity data is proportional to the expected data, which
is affected by the following factors: the intensity and energy of
x-rays exiting the x-ray tube, the attenuation of x-rays with the
bowtie filter and the object, and the scatter. With the current
protocols, it is safe to make the following three assumptions:
a constant tube voltage is used for the scan; the bowtie filter
is symmetric with respect to fan- and cone-angles; and the
scattered radiation is limited due to antiscatter grids. There-

fore, the variance of the redundant x-ray data that go through
the same ray-path (thus, which will be attenuated identically)
is proportional to the tube current values used to acquire the
projections. The tube current is often modulated for redundant
projections to decrease radiation dose to the breasts (i.e., lower
tube current values are used when the x-ray tube is on the breast
side than the back side) or to decrease the dose outside of the
middiastole phase for cardiac exams (Fig. 2).

Many iterative image reconstruction methods take into ac-
count the noise of data, for example, by maximizing a likeli-
hood function. However, only a few iterative methods consider
the redundancy of projection data.2,3 Schmitt et al. found that
taking redundancy weights into account with Landweber’s
method changed the noise-bias (artifacts) tradeoff with fewer
number of iterations. Zeng et al. showed that normalizing
the data redundancy for cone-beam helical scanning prior
to penalized maximum likelihood reconstruction provided a
favorable tradeoff between artifacts and noise. In contrast,
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F. 1. Four factors that affect the noise variance of CT projections: (1) tube
current and potential energy, (2) bowtie filters, (3) attenuation inside the
object, and (4) scattered radiation.

to our best knowledge, there is only one FBP-based method
that takes into account the noise of data. Zeng and Zamyatin
introduced a projection- and fan-angle-dependent ramp filter-
ing kernel to weight data based on the noise variance.4,5 This
method requires repeating the FBP process with different ramp
filtering kernels. Thus, it is computationally very expensive,

although Zeng recently proposed a method to use an image-
domain filtering efficiently.6

In this paper, we propose a computationally efficient, new
redundancy weighting scheme for FBP that takes into account
the noise of data. It not only takes into account the data statis-
tics but also can control how much to weigh from 100% (αs

= 1.0) to 0% (αs = 0.0) by a single parameter, αs. The pro-
posed weighting scheme reduces to the conventional redun-
dancy weighting scheme when αs = 0.0.

We evaluated the new weighting scheme using myocar-
dial CT perfusion (CTP) imaging. CTP imaging has shown
promise in improving the positive predictive value (PPV) of
cardiac CT examinations.7 We not only want to minimize the
dose by modulating the tube current aggressively but also wish
to decrease image noise and halfscan artifacts. The presence
of halfscan artifacts is one of the major challenge with CTP,
resulting in variations of the measured pixel values of the same
pixel by as much as 30–50 Hounsfield unit (HU) from one
heart beat to another and sometimes from lesion to lesion.8,9

This fluctuation of pixel values is called halfscan artifacts
and when it is larger than the targeted ischemic contrast one
wishes to detect (i.e., 10–30 HU), both the perfusion defect
detection performance and the reproducibility of the CTP test
are degraded. Thus, it is desirable to decrease the halfscan
artifacts.

The halfscan artifacts are associated with the halfscan algo-
rithm1,11 which is the generic cardiac CT image reconstruction
method implemented in many clinical CT scanners. Let dR

define the effective angular range of projection data used for
image reconstruction (Fig. 2). The halfscan method uses a dR

of 0.5 rotations and causes streaks in the images that rotate with
the “central angle,” which is the projection angle that corre-
sponds to the center of dR. A patient’s heart beat is an invol-
untary motion and it is impossible to mechanically control the
gantry position for the central angle for each heartbeat and

F. 2. The part of projection data, dR, that corresponds to the same cardiac phase will rotate from one heart beat to another if the time durations for one gantry
rotation and one heart beat are different. Images are then reconstructed from the data acquired along the blue arcs at different central angles (β0, red lines).
(Bottom) Tube current modulation for cardiac CT.

Medical Physics, Vol. 42, No. 5, May 2015



2661 K. Taguchi and J. Cammin: Redundancy weighting for nonstationary variance 2661

each scan. Thus, pixel values may vary from one image slice to
another if several axial scans are performed to cover the entire
heart, and also from one scan to another. Various factors make
projections taken from opposite directions slightly different,
including cone-angle, scattered radiation, beam-hardening ef-
fect, and cardiac motion. The cone-angle becomes a prob-
lem because the halfscan weight is designed to handle the
redundancy of 2-D Radon data in fan-beam geometry but
is applied to 3-D Radon data in cone-beam geometry prior
to filtered backprojection.12 The beam-hardening correction
scheme often ignores the cone-angle and uses a fan-beam
geometry with in-plane ray-paths, while data are acquired in a
cone-beam geometry with oblique (through-plane) ray-paths.
Due to the mismatch, a part of the beam-hardening effect
will remain uncorrected, which will produce a difference in
projections from opposite directions. The inconsistency will
increase and become noticeable when the cone-angle becomes
large.

Cardiac CTP imaging can be improved using a larger dR,
with either a motion compensated image reconstruction tech-
nique or a faster gantry rotation, and a tube current modulation
technique. The motion compensated reconstruction or a faster
gantry rotation will minimize the motion artifacts; the tube
current modulation will allow for a larger dR while limiting
the radiation dose to the patient. The tube current is set higher
at IH for the cardiac phase-of-interest for a duration of dH

and lower at IL for the other phases. This makes the statistical
variation of projection data for the same ray-of-interest to vary
strongly: the signal-to-noise ratio of data is larger during IH
and smaller during IL. In this work, we evaluate the perfor-
mance of the proposed scheme using computer simulations
targeting at myocardial perfusion CT imaging.

While the proposed approach aims at decreasing the half-
scan artifacts by using a larger dR, it would be desirable to

F. 3. Parameters for redundant rays.

address one or more causes of halfscan artifacts. Noo,13 Nett
et al.,14 and Pack et al.15 proposed new filtered backprojection-
type algorithms which take into account a redundancy of 3-D
Radon data in cone-beam geometry. Hsieh et al. approximated
a cone-beam geometry with a tilted parallel-beam geometry
in his beam-hardening correction method in order to take into
account the effect of cone-angles.16 Stenner et al. proposed
to split an image into high and low spatial frequency compo-
nents and reconstruct them separately with different dR.17

They aimed at decreasing the halfscan artifacts by reconstruct-
ing low frequency components with a larger dR, while recon-
structing edges of anatomy with a smaller dR. The images,
however, may present pseudo-hyperperfused lesions in the
endocardium,18 which may make transmural perfusion anal-
yses inaccurate. Further improvements with some of the ap-
proaches are desirable; nonetheless, adaption of these methods
would decrease the halfscan artifacts.

This paper is organized as follows. In Sec. 2, we propose the
new redundancy weighting. We evaluate the proposed method
in Sec. 3, and discuss relevant issues and conclude the paper
in Sec. 4.

2. THEORY
2.A. The current redundancy weight

Let g(β,γ,α) be cone-beam projections of an object f
measured along a continuous circular orbit with a radius of
R, where (β,γ,α) denote projection-, fan-, and cone-angle,
respectively. The image can be reconstructed using a weighted
filtered backprojection over the range where the redundancy
weight w is nonzero

f̂ (r)= R
2π


1

L2(r , β) [(w×g)∗hramp]dβ, (1)

where hramp is a 1-D ramp filter kernel, “∗” is the convolution
operation, L is the distance from the focus to the reconstruction
point r projected onto an xy-plane, and w is a weighting
function that normalizes the redundancy of the data g.

When the 2-D redundancy is considered (Fig. 3),
n

w
�
βc(n),γc(n)

�
= 1, n= 0,±1,±2,±3,. . ., (2)

βc(n)(β,γ)=



β+nπ+2γ (n= odd)
β+nπ (n= even) , (3)

γc(n)(γ)=



−γ (n= odd)
γ (n= even) . (4)

The function a below reflects the number of times projections
were acquired along this ray-path. A 1-D function is used to
define the effective range of nonzero values and enforce the
smoothness along β and γ,

a(β,βR)= rect[(β− β0)/βR]∗hs

�
2β/β f 1

�
, (5)

rect(t)=



0 if |t | > 1/2
1/2 if |t | = 1/2
1 if |t | < 1/2

, (6)
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hs(t)=



1−3|t |2+2|t |3 if |t | ≤ 1
0 if |t | > 1

, (7)

βR = 2πdR, (8)

where βR is the full-width-at-half-maximum (measured in
radians) of the projection angular range dR (measured in rota-
tions) used for image reconstruction, β0 is the central projec-
tion angle of the range (see Fig. 2), hs is a 1-D smoothing
kernel, and 2β f 1 is the width of the kernel, which must be
larger than the full fan-angle. A smooth redundancy weighting
function can finally be obtained by

w1(β,γ,βR)= a(β,βR)/

n

a
�
βc(n)(β,γ), βR� (9)

and is used in the place of w in Eq. (1) for the current method.

2.B. The proposed redundancy weight

We will first propose a new redundancy weighting scheme
which takes into account the data statistics, then combine it
with the current scheme to control how much to weigh the
statistics.

When multiple line integrals are acquired at different tube
current values at I(β1), I(β2), . . . , the ratios of variance of the
acquired line integrals can be approximated by the inverse of
the tube current values, var(g(β1)): var(g(β2)): . . . = I−1(β1):
I−1(β2) : . . ., due to the logarithm process to convert x-ray
intensities into line integrals. An image can be decomposed
into multiple images, each of which is partially reconstructed
only from a ray-of-interest. Let us consider the noise of such
a partial image. When the image reconstruction is performed
using Eq. (1), the image variance at the midpoint of a given ray-
of-interest is minimized when each line integral value along the
ray-of-interest is weighted by the inverse of the variance, I (β).
However, such weights may produce image artifacts because,
if I(β) changes significantly between two projections, they
would result in abrupt changes in w along γ, which would then
be amplified by the ramp filtering process. Thus, a 1-D smooth
function is used to enforce the smoothness and

b(β,βH) = [(IH− IL)× rect[(β− β0)/βH]+ IL]
∗ hs

�
2β/β f 2

�
, (10)

βH = 2πdH , (11)

where dH is the duration in gantry rotations that corresponds to
higher tube current value IH (see Fig. 2) and 2β f 2 is the width
of the smoothing kernel.

Using two functions a and b, we get a redundancy weightw2
that takes into account statistics, guarantees the smoothness,
and limits the effective range of nonzero values to βR,

w2(β,γ,βR, βH)
= a(β,βR)b(β,βH)/


n

�
a
�
βc(n), βR

�
b
�
βc(n), βH

��
.

(12)

Finally, the proposed weights are obtained by a weighted
summation of two weights w1 and w2,

wnew(β,γ,βR, βH ,αs)= (1−αs)×w1+αs×w2, (13)

and used in the place of w in Eq. (1). The parameter αs controls
how much to take into account the data statistics from 100%
(αs = 1.0) to 0% (αs = 0.0).

Figure 4(a) shows plots of a, b, and w1 and w2 for γ= 0 with
dR = 1.00 rot and dR = 2.00 rot when IL/IH = 0.1, dH = 0.75
rot, β f 1 = 28.6◦, and β f 2 = 50.0◦. It can be seen in Fig. 4(a)
that w1 (or wnew with αs = 0.0) was constant at 0.50 for dR =

1.00 rot, as most rays were measured twice over 1 rotation.
In contrast, w2 (or wnew with αs = 1.0) was larger when b was
larger when tube current IH was larger, providing a better data
statistics. The difference between w1 and w2 becomes larger
with dR = 2.00 rot [Fig. 4(b)], as the value of the constant area
of w1 decreases to 0.25. Figures 4(a) and 4(b) show that w1 was
similar to the overscan weight,11 while the middle part of w2
[−0.5 < β/(2π)< 0.5] looks similar to the halfscan weight.

3. EVALUATION
3.A. Evaluation methods

3.A.1. Noise and halfscan artifacts analyses

The noise at the origin was estimated assuming that a
cylinder or sphere was placed with its center at the rotation
axis and was scanned without changing the x-ray energy.
The image noise standard deviation was calculated as σ=C

×


w2
new

�
βc(n), . . .

�
/I(βc(n))dβ, where C is a constant, for

various scan and reconstruction parameters such as IL/IH , dH ,
dR, and αs. The σ was then normalized by that of the current
halfscan method (dR = 0.5 rot and αs = 0.0).

As discussed in Sec. 1, the halfscan artifacts are caused
by the inconsistency between projections acquired along one
direction and projections taken from the opposite direction.
The artifacts may be present when projections in the opposite
directions are not weighted equally. Thus, we empirically esti-
mated a risk factor for halfscan artifacts (HSA) by calculating
the absolute difference of a sum of redundancy weights in one
direction and a sum of redundancy weights in the opposite
direction and integrating the absolute difference over half a
rotation:

HSA=
 π

0

�
n
wnew

�
βc(2n), . . .

�
−


n
wnew

�
βc(2n+1), . . .

��
dβ.

The HSA was then normalized by that of the current halfscan
method.

3.A.2. Synthesized patient data

3.A.2.a. Scan and reconstruction. A synthesized patient
image with a static heart with a perfusion defect of 24.4±5.8
HU (range, 7.8–34.3 HU) [Fig. 5(a)] was scanned with a tube
current modulation using the following parameters: IH = 875
mA, IL/IH = 0.1, dH = 0.75 rot, 0.3 s/rot, and 1000 projec-
tions/rot. The scanner had 626 detector channels over 28.7◦ and
335×0.48 mm detector rows, and monochromatic x-ray at
100 keV was used. The scan started from 12 different angles,
each 30◦ apart, and five noise realizations were performed for
each angle, resulting in 60 scans in total. The tube current
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F. 4. (a) Profiles of the functions a and b and weights w1 and w2 for γ = 0 with two different dR (top, dR = 1.0 rot; bottom, dR = 2.0 rot) when IL/IH = 0.1
and dH = 0.75 rot. (b) Gray scale displays of w1 and w2 when IL/IH = 0.1, dH = 0.75 rot, and dR = 2.0 rot. Window width and level are 0.8 and 0.4,
respectively.

values changed immediately from IL to IH and from IH to
IL. This unrealistic setting was chosen to introduce a large
mismatch between the actual noise variance and the function
b which has to be smooth in order to avoid introducing discon-
tinuities in w. Noisy projections were generated as follows.
The x-ray focus emits 2.2×106 photons mA−1 mm−2 at 1 m
distance from the focal spot. Image pixel values of the object
were converted to linear attenuation coefficients assuming they
consisted of water. A detector pixel was divided into 2×2
subpixels, and the attenuated photon counts were calculated
for each sub-pixel, to which Poisson noise was added. A 2-D
Gaussian filter with a sigma of 0.9 subpixels and a kernel size

of 15×15 subpixels was applied to the subpixel data in order
to simulate the effect of data correction and cross-talks among
pixels in CT scanners. The outputs of 2×2 subpixels were
added to form one detector pixel, which was then converted
to noisy line integrals of linear attenuation coefficients.

Note that among the four causes of halfscan artifacts dis-
cussed in Sec. 1—cone-angle, scattered radiation, beam-hard-
ening effect, and cardiac motion—only cone-angle was in-
volved in this study. The artifacts could be more severe if the
other three causes were also present.

3.A.2.b. Halfscan artifacts and noise. Images at z=22.0
mm (which corresponds to a cone-angle of ∼2.1◦) were

F. 5. (a) The true image with perfusion defect of 24.4±5.8 HU (range, 7.8–34.3 HU) (yellow arrow). Yellow circular ROIs on the myocardium and red
circular ROIs on the left ventricular blood chamber were used for the measurements. [(b) and (c)] Images reconstructed by the halfscan method (dR = 0.5
rot) when the central angles are 0◦ (b) and 180◦ (c), respectively. Due to halfscan artifacts, the mean value of the myocardium was biased to 69.3 HU (b) and
100.8 HU (c), while the true value was 80.2 HU (a). The window width and level are 200 and 100 HU, respectively.

Medical Physics, Vol. 42, No. 5, May 2015
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F. 6. The concept of a binary classification test. (a) The test outcomes are positive when myocardial signal density ratios are lower than a given threshold
(black line); the test outcomes are negative when higher. Comparing the test outcomes with actual conditions, there are four possible results from a binary
classifier: a true positive (TP), a false positive (FP), a true negative (TN), and a false negative (FN). (b) The test is repeated by sweeping the threshold value from
low to high and calculating the true positive rate and the false positive rate for each threshold value. The ROC-curve is obtained by plotting true positive rates
against false positive rates. The AUC value was the shaded area.

reconstructed using the following parameter sets: dR of 0.50,
0.75, 1.00, 1.25, 1.50, 1.75, and 2.00 rot; and αs of 0.0, 0.5, and
1.0 for each of dR. Twenty-eight circular regions-of-interest
(ROIs) with a diameter of 3.2 mm (8 pixels) were placed
covering the entire myocardium in that slice (i.e., the lateral
wall, the apex, and the interventricular septum) [Fig. 5(a)]. The
standard deviation of the mean values of the same ROI over the
starting angles was measured, and the average of the standard
deviation values over 28 ROIs was used to quantify the strength
of the halfscan artifacts. Image noise was quantified by the
standard deviation of pixel values within ROIs averaged over
all five noise realizations and 28 locations.

3.A.2.c. Perfusion defect detection. Images at z=22.0 mm
were reconstructed using the following four parameter sets: (1)
dR=0.5 rot, αs=0.0 (halfscan); (2) dR=1.0 rot, αs=0.0; (3)
dR=1.0 rot, αs=0.5; and (4) dR=1.0 rot, αs=1.0. Perfusion
ratios were quantified using the myocardial signal density ratio
as follows.19,20 The same 28 ROIs placed covering the entire
myocardium used above [see Fig. 5(a)] were used. A ROI was
set to contain a perfusion defect (i.e., a condition positive) if
the ROI was located inside the perfusion defect lesion, and a

condition negative if outside. For each noise realization, the
mean value of each ROI was divided by the mean value of
four ROIs placed in the left ventricular blood pool [Fig. 5(a)].
This quantity is called the myocardial signal density ratio of
the ROI. The myocardial signal density ratio showed an excel-
lent agreement with microsphere-derived myocardial blood
flow,12,13 which is considered the gold standard of quantitative
myocardial perfusion.

Perfusion defect detection tests were performed by sweep-
ing the threshold values as follows: When the myocardial
signal density ratio of a ROI was lower than a given threshold,
then the ROI was considered to contain a perfusion defect
(i.e., a test outcome positive); on the other hand, when the
signal density ratio was higher than the threshold value, the
ROI was considered not to contain a perfusion defect (i.e., a
test outcome negative). Comparing the test outcome with the
true condition, the test result was categorized as a true positive
(TP), a false positive (FP), a true negative (TN), or a false
negative (FN) [Fig. 6(a)]. For a given threshold, the PPV is
the number of true positives divided by the number of positive
calls, and the negative predictive value (NPV) is the number

F. 7. The results of the image noise analyses with αs = 0.0, 0.5, and 1.0 at (a) IL/IH = 0.1 and dH = 0.75 rot, (b) IL/IH = 0.05 and dH = 0.75 rot, and (c)
IL/IH = 0.1 and dH = 1.50 rot. The image noise was normalized by that of the halfscan image. The data points (markers) in (a) were the measured image noise
in the synthesized patients: for dR = 1.0, they were 1.20 with αs = 0.0; 0.97 with αs = 0.5; and 0.89 with αs = 1.0.
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F. 8. Analyses and measurements of halfscan artifacts. (a) Normalized HSA, the risk factor for halfscan artifacts, was the largest at dR = 0.5 rot. Regardless
of the value of αs, the use of larger dR decreased the artifacts substantially. The conventional weighting scheme (αs = 0.0) had a local maxima at dR = 1.5 rot,
while αs = 0.5 provided the least HSA values. (b) Halfscan artifacts measured in the synthesized patient study qualitatively agreed with the calculated normalized
HSA values (a). Very large halfscan artifacts were observed with the halfscan algorithm (13.4 HU at dR = 0.5 rot), which had a significantly negative effect on
detecting a moderate perfusion defect (24.4±5.8 HU).

of true negatives divided by the number of negative calls. The
true positive rate is the number of true positives divided by
the number of condition positives; the false positive rate is the
number of false positives divided by the number of condition
negatives. A receiver operating characteristic (ROC)-curve
was obtained by sweeping the threshold values, repeating the
test, and plotting true positive rates against false positive rates
[Fig. 6(b)].

The following two indices were calculated for each scan
and reconstruction method: (1) the PPV at a NPV of 95%;
and (2) the area-under-the-ROC-curve (AUC) value. A two-
tail paired student’s t-test was performed and results were
considered statistically significant if the P values were less
than 0.05.

3.B. Evaluation results

3.B.1. Noise and halfscan artifacts analyses

Figure 7 presents the plots of the normalized noise with αs

= 0.0, 0.5, and 1.0 against dR at (a) IL/IH = 0.1 and dH = 0.75
rot; (b) IL/IH = 0.05 and dH = 0.75 rot; and (c) IL/IH = 0.1 and

dH = 1.50 rot. It shows that while dR < dH , the image noise
decreases with increasing the projection angular range, dR,
as more photons are used in image reconstruction. However,
when dR > dH and αs = 0.0, the image noise increases with
increasing dR. In contrast, when statistics were 100% taken
into account with αs = 1.0, the noise monotonically decreased
with increasing dR in general and the least image noise was
achieved. The image noise withαs = 0.5 was closer to the noise
with αs = 1.0 than with αs = 0.0. We believe that the bumps at
dR = 0.75 and 1.50 were due to the discrepancy between the
actual variance of the data and the weights due to the smooth-
ing enforced by hs in Eqs. (5) and (10). These trends remained
the same with different dH and IL/IH .

Figure 8(a) presents the plots of the normalized HSA values
with αs = 0.0, 0.5, and 1.0 against dR at IL/IH = 0.1 and
dH = 0.75 rot. It shows that while dR < 1.0, the HSA de-
creases with increasing the projection angular range, dR, as the
relative contribution from the opposite projections to image
reconstruction increases. However, when 1.0 < dR < 1.5 rot
and αs = 0.0, the HSA increases with increasing dR, because
by having odd (three) projections at dR = 1.5 rot (e.g., two
with n= even and one with n= odd in Fig. 3), the redundancy

F. 9. Images reconstructed from projections with the central angle at 0◦ [(a)–(d)] or 180◦ [(e)–(h)]. The other parameters were [(a) and (e)] dR = 0.5 rot,
αs = 0.0 (halfscan), [(b) and (f)] dR = 1.0 rot, αs = 0.0, [(c) and (g)] dR = 1.0 rot, αs = 0.5, and [(d) and (h)] dR = 1.0 rot, αs = 1.0. Window width and level
are 200 and 100 HU, respectively.
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T I. Results of perfusion defect detection test. Note: (*) P < 0.003, (†)
P = 0.07, and (‡) P = 0.06.

weighting scheme will provide asymmetric weights in the ratio
of 2:1. The αs = 1.0 provided the larger HSA values than αs

= 0.0 and αs = 0.5, because as it can be seen in Fig. 4, the
redundancy weights withαs = 1.0 remained similar to halfscan
weights when IL/IH = 0.1 and dH = 0.75 rot. The αs = 0.5
provided the least HSA values near dR = 1.5, as a weighted
sum of the two asymmetric weights with αs = 0.0 and αs = 1.0
resulted in the most balanced contributions from two opposite
directions.

3.B.2. Synthesized patient data

Representative reconstructed images are presented in Fig. 9.
It can be seen that the pixel values were different between the
two images reconstructed by the halfscan method with two
different central projection angles [Figs. 9(a) and 9(e)]; this is
a typical halfscan artifact. The difference in pixel values was
decreased significantly with dR = 1.0 regardless of the value
of αs. The image noise with αs = 0.0 and dR = 1.0 [Figs. 9(b)
and 9(f)] was larger than that of halfscan, while the noise was
decreased with increasing αs.

The measured halfscan artifacts, presented in Fig. 8(b),
qualitatively agreed with HSA, the calculated normalized risk
factor, presented in Fig. 8(a). The measured halfscan artifacts
were as large as 13.4 HU with the halfscan algorithm (dR = 0.5
rot). Regardless of the value of αs, the use of a larger dR

decreased the artifacts substantially. When dR = 1.0 rot, the
conventional weighting scheme (αs = 0.0) provided halfscan
artifacts of 3.1 HU or 23% of the halfscan method, andαs = 1.0
resulted in 8.2 HU. With αs = 0.5, the halfscan artifacts were
close to or better than that of αs = 0.0 (4.5 HU or 33% of
the halfscan method when dR = 1.0 rot; 2.9 HU or 22% when
dR = 1.25 rot).

The measured image noise in the myocardium [shown as
markers in Fig. 7(a)] agreed qualitatively with the expected
value predicted by the model.

The results of the perfusion defect detection test are summa-
rized in Table I. The perfusion detection performance was bet-
ter with dR = 1.0 rot than with halfscan (dR = 0.5 rot) in terms
of the AUC values (0.935–0.938 versus 0.908, P < 0.003) and
the PPV at a NPV of 95% (69.0%–70.6% versus 58.0%, P
< 0.003). Thus, it is critical to increase the projection angular
range dR in order to improve the detection performance and
PPV for cardiac perfusion defects. Among the three methods,
αs = 0.5 provided the best performance index values, although
the difference was not statistically significant (P = 0.06–0.07
with AUC values).

4. DISCUSSION AND CONCLUSIONS

We have developed a new redundancy weighting scheme
which not only takes into account the data statistics but also can
easily control how much to weigh by parameter αs. The results
of the study showed that the proposed method allows for
decreasing the image noise or halfscan artifacts or both, when
applied to CT perfusion imaging with tube current modulation.
The halfscan artifacts with αs = 0.5 can be better than those
with αs = 0.0 and αs = 1.0. In future work, one may change the
parameter αs adaptively as a function of the projection angle
β in order to obtain more desirable improvements in the image
noise and halfscan artifacts. For example, it may work better if
αs is kept smaller (thus favoring equal weights) for projections
up to one gantry rotation [|β |/(2π)< 0.5] and made larger (thus
favoring statistics) for the others [|β |/(2π) > 0.5]. Balancing
the two factors will also be important for other applications
such as the tube current modulation to decrease the dose to the
breasts.

The proposed method is very easy to implement and com-
putationally efficient to perform; however, it does not take
into account the different noise levels in different directions,
for example, vertical rays and lateral rays, which needs to
be handled by other adaptive noise filtering methods.21 In
contrast, Zeng’s algorithms4,5 modify the ramp filtering kernel
for each ray, thus it potentially omits the adaptive filtering.

The size of ROI could influence the significance of the
halfscan artifacts and image noise on the perfusion defect
detection performance. If the ROI size were smaller, noise
would be more of an issue and one would want to set αs to
be larger to decrease noise.

One might think that the performance of CTP may not be
sufficient even after the improvement. We want to emphasize
that this was a challenging case with a heterogeneous and
moderate perfusion defect. The performance would improve
further if the perfusion defect was homogeneous and more
severe.

Another major problem in CT perfusion which degrades the
reproducibility of perfusion data is the cardiac and respiratory
motion between scans and the misregistration among a series
of images.10 There are two methods—static and dynamic—
being investigated for CTP imaging. Static CTP assesses the
perfusion using a step-and-shoot or helical scan obtained dur-
ing the first-pass enhancement of coronary CT angiography,
while dynamic CTP obtains time-attenuation curves from mul-
tiple scans over 10–40 s. The misregistration becomes a prob-
lem except for static CTP performed with a large detector. We
shall leave it to other study.

There are limitations in this study. The heart remained
stationary during the scan; in real cases, the heart beats (de-
forms) and the use of a larger dR could introduce motion
artifacts. We argue that the stationary heart allowed us to
focus on the halfscan artifacts and image noise, excluding
the effect of the motion artifacts. Therefore, the results of
the study could be applicable to other applications such as
chest CT exams of female patients. The amount of motion
artifacts varies strongly depending on the patient heart rates,
the gantry rotation speed, and the specific motion compen-
sated image reconstruction method employed. Specific condi-
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tions must be chosen to assess the tradeoff of overall artifacts
and image noise. This simulation study was performed using
monochromatic x-rays, not polychromatic x-rays. We argue,
again, that the use of monochromatic x-rays allowed us to
exclude the effect of imperfect beam-hardening correction
methods.
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