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The nuclear cardiology community is a diverse one.

Nuclear cardiology is practiced in a wide range of set-

tings. It is practiced in hospitals and outpatient facilities,

health maintenance organizations and academic medical

centers, single- and multi-specialty groups, veterans and

military hospitals, hybrid settings, and even on wheels. It

is practiced by cardiologists, nuclear medicine physi-

cians, and radiologists, working together with nuclear

and radiologic technologists, physician assistants and

nurse practitioners, nurses, exercise physiologists, resi-

dents, and fellows. It is practiced across the country and

around the globe, with ASNC membership spanning all

50 states and 64 countries, from Nepal to Namibia and

Moldova to Montenegro. The Journal of Nuclear Car-

diology’s publications reflect that diversity, as do

speakers at the annual scientific sessions.

At the same time, much of the research advancing

the field of nuclear cardiology emanates from academic

medical centers, as do most publications in JNC. This

reflects no systematic preference for work from this

segment of our community, or bias against private

practitioners, but simply the realities of which of our

colleagues spend a greater portion of their professional

time researching and writing. Many of the developments

in nuclear cardiology have begun in academic medicine

and spread to the larger practice community beyond.

Indeed, this parallels the nature of translational research.

Beginning with basic scientific discovery, research is

translated into humans (referred to as ‘‘T1’’ translational

research), and ultimately extends beyond controlled

settings to implementation in general clinical practice

and to population health (‘‘T3/T4 research’’).1

Implementation of new developments in nuclear

cardiology beyond the rarefied confines of the academic

medical center is critical to the continued development

and health of the field. They offer the opportunity to

improve diagnostic performance and risk stratification,

and to extend diagnosis to new areas. Yet, new devel-

opments require the time to learn and to train staff, they

may require changes in laboratory workflow, and some

incur economic costs which may be prohibitive for some

laboratories. Thus for example, not every laboratory will

be able to incorporate cardiac PET or CT attenuation

correction into its practice, and few will perform PET/

MR in the foreseeable future.

Nevertheless, it is incumbent upon all of us, regard-

less of the context in which we work, to constantly aim to

‘‘raise the bar’’ and improve our standards of practice.

While this can pose unique considerations for those of us

in private practice, it certainly can be achieved. Not only is

most nuclear cardiology care in the United States deliv-

ered in the private practice setting, but some of the highest

quality care is delivered in private practice.

With this issue, JNC inaugurates our Private Prac-

tice Corner, aimed at illustrating such implementation of

advances in nuclear cardiology in the private practice

world. We begin this series with a paper2 from Stephen

Bloom and Karen Meyers from Midwest Heart and

Vascular Associates (MHVA), a 27-person, office-based

community private practice in the Kansas City area.

MHVA has integrated a number of advances described

in the literature into their practice. These include routine

prone imaging,3 stress-only imaging,4 low-level
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treadmill exercise in conjunction with regadenoson

stress testing,5,6 wide-beam reconstruction software with

resolution recovery,7 and stress and rest imaging on

separate days to avoid shine-through artifact.6 The net

effect has been to reduce radiation dose and improve

image quality in their patient population. This approach,

which embodies the patient-centered imaging and focus

on the reduction of radiation dose that ASNC has been

advocating, deserves to be emulated. Dr. Bloom and his

colleagues should be applauded for the varied approa-

ches they now employ to provide high-quality nuclear

cardiology care, while operating within the economic

challenges of private practice in Kansas.

We enthusiastically invite our readers to submit

additional manuscripts to the Private Practice Corner for

review. We want to know about the great things you are

doing, which can serve as a model for other private

practices. Share with our readers and your local com-

munity how you have built a PET program, or use a

mobile camera to bring nuclear cardiology to an

underserved area, or reduced radiation to your patients,

or introduced a new radiopharmaceutical or technique.

The private practice community is a critical part of

nuclear cardiology, and we want to hear from you.
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