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The utility of 99mTc-EDDA/HYNIC-TOC scintigraphy for assessment of lung 
lesions in patients with neuroendocrine tumors
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Our aim was to assess clinical utility of 99mTc-EDDA/HYNIC-TOC scintigraphy for evaluation of lung lesions in patients 
with neuroendocrine tumors (NETs). Single photon emission computed tomography (SPECT) of the thorax and whole 
body scintigraphy were performed in 34 patients using 99mTc-EDDA/HYNIC-TOC. Visual assessment was complemented 
by semiquantitative evaluation based on tumor to non-tumor (T/NT) ratio. Clinical, laboratory, and histological findings
served as the standard for comparison. Enhanced tracer uptake was observed on both SPECT and whole body scintigraphy 
in 29 of 34 patients (88% sensitivity). T/NT ratios were significantly higher on SPECT than whole body images (2.96±1.07
vs.1.70±0.43, p<0.01) and did not correlate with NET proliferation index Ki-67 (r= - 0.36, p=0.27). Conclusion: 99mTc-EDDA/
HYNIC-TOC scintigraphy is useful for evaluation of NET tissue in the lungs. SPECT provides better visualization of lung 
lesions than whole body scintigraphy. The intensity of tracer uptake, however, does not relate to the proliferation rate of NETs.
99mTc-EDDA/HYNIC-TOC scintigraphy may be helpful for selecting and monitoring treatment options, particularly when 
radiolabeled somatostatin analogue therapy becomes available. 
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More recently, somatostatin analogue depreotide has been 
labeled with 99mTechnetium (99mTc) and the resulting compound 
(NeoSpect) has been approved by the U.S. Food and Drug Ad-
ministration for evaluation of solitary pulmonary nodules [7]. 
However, high uptake in the liver and bone marrow has been 
reported [2, 7]. Mecke and Behe introduced hydrasinonicoti-
namide (HYNIC) as a bifunctional chelator for 99mTc labeling 
of octreotide and Tyr3-octreotide (TOC) with high efficiency
[8]. Decristoforo and co-workers reported favorable clinical 
characteristics of HYNIC when ethylene diamine diacetic 
acid (EDDA) was used as a co-ligand, thereby introducing 
99mTc-EDDA/HYNIC-TOC somatostatin analogue to clinical 
practice [9]. Recent investigations indicated a potential value 
of 99mTc-EDDA/HYNIC-TOC for evaluating malignant tumors 
that express SSTRs, especially subtype 2, but indicated the need 
for further investigations [10, 11]. 

The main purpose of this study was to assess the clinical
utility of 99mTc-EDDA/HYNIC-TOC scintigraphy (single 

Expression of somatostatin receptors (SSTRs) has been 
documented in neuroendocrine tumors (NET) and in small 
cell (SCLC) and some non-small cell lung cancers (NSCLC) 
[1, 2]. These receptors constitute molecular basis for clinical
application of somatostatin analogues, particularly for in-vivo 
localization of lung tumors.

Somatostatin analogues, such as the 123Iodine-labeled octre-
otide [3], have been used in attempt to improve early detection 
of NETs and various cancers in the lungs. Since this compound 
has several drawbacks (e.g., high gastrointestinal activity due 
to liver excretion, short half-life), recent efforts have been
focused on labeling octreotide with 111Indium (111In) using the 
chelate dietilene triamine penta-acetic acid, which resulted in 
111In-pentetreotide [4, 5]. 111In-pentetreotide proved sensitivity 
for detecting NETs and bronchogenic carcinoma, although dif-
ferentiating SCLC from NSCLC was not possible [6]. The use
of 111In-pentetreotide, however, has also substantial drawbacks 
(high cost, suboptimal physical characteristics). 

Neoplasma 57, 1, 2010

doi:10.4149/neo_2010_01_068



69SOMATOSTATIN RECEPTOR SCINTIGRAPHY IN NET LUNG LESIONS

photon emission computed tomography-SPECT) and whole 
body imaging for evaluation of lung lesions in patients with 
NETs . Our specific aims were to 1) determine sensitivity of
99mTc-EDDA/HYNIC-TOC scintigraphy for detecting NETs 
in the lungs, 2) compare tumor to non tumor (T/NT) ratio 
of 99mTc-EDDA/HYNIC-TOC on SPECT and whole body 
scintigraphy in lung lesions, and 3) relate the uptake of 99mTc-
EDDA/HYNIC-TOC by NETs to the tumor proliferation 
index Ki-67.

Patients and methods

Patients were recruited from a sample referred by the 
Institute for Endocrinology for clinical staging or follow-up. 
Thirty-four consecutive patients (18 men, 16 women, mean
age 52 years, range 23-74) with a known or suspected NET 
and lung lesions on chest X-ray or computed tomography-CT 
were included in the study. The diagnosis of NET was based
on clinical symptoms, increased urinary excretion of serotonin 
metabolite 5-hydroxyindolacetic acid (5HIAA), chromogranin 
A, and biopsy or postoperative histology. 

Twenty-one patients underwent surgery after 99mTc-EDDA/
HYNIC-TOC scintigraphy (mean interval 14±6 days). For 
13 of 21 patients, Ki-67 labeling index was derived after im-
munostaining tumor material with MIB-1 antibody. The same
13 patients underwent a follow-up 99mTc-EDDA/HYNIC-TOC 
SPECT and whole body scintigraphy between 6 months and 
one year after surgery. 3 patients received radionuclide therapy
with radiolabeled somatostatin analogues while the remaining 
10 of 34 patients continued with a long-acting somatostatin 
analogue treatment. All patients provided written consent 
prior to the study. 

Imaging protocol. Long-acting cold somatostatin analogue 
treatment was stopped one month before imaging. Patients 
were on laxatives and liquid diet for 2 days before the exami-
nation. 99mTc-EDDA/HYNIC-TOC (740 MBq) was injected 
intravenously. Imaging started 2 hours post-injection. A whole 
body scan was first performed followed by SPECT of the tho-
rax. Data were acquired using dual-head Mediso or one-head 
e-cam Siemens gamma camera. A general purpose collimator 
and an image matrix of 512x1024 pixels were used for whole 
body scans. SPECT was acquired in 64 projections (each last-
ing 30 sec) with a matrix size of 128x128 pixels.

Image reconstruction and analysis. Reconstruction of to-
mographic images was performed by the iterative method 
(MOSEM). Whole body and SPECT images were first evalu-
ated visually by two experienced nuclear medicine physicians. 
Visual appearance of an increased focal uptake of the tracer 
in the suspected tumor site was considered a positive finding,
which served for determining sensitivity of 99mTc-EDDA/HYN-
IC-TOC SPECT and whole body imaging (aim 1). Subsequent 
semi-quantitative analysis was limited to cases with positive 
findings to compare the tumor uptake of 99mTc-EDDA/HYNIC-
TOC to non tumor tissue in NETs on SPECT and whole body 
imaging (aim 2). For that purpose, tumor to non-tumor (T/

NT) ratio was calculated after drawing the region of interest
around the lesion and at the corresponding contralateral area 
on both whole body and SPECT images. T/NT ratio was also 
used to relate the uptake of 99mTc-EDDA/HYNIC-TOC by 
NETs to the tumor proliferation index Ki-67 (aim 3).

Statistical analysis. Statistical program SPSS for Windows 
was used for analysis. Standard statistical formula was used for 
calculating sensitivity of scintigraphy (aim 1). Student’s t-test 
was used to test differences between T/NT ratios derived from
whole body and SPECT images (aim 2). Pearson’s correlation 
coefficient was calculated to relate T/NT ratio to Ki-67 index
(aim 3). Data are presented as mean ± SD. P value of less than 
0.05 was considered significant.

Results

Overall, there were 34 primary or metastatic NETs in the 
lungs (see Table 1 for primary tumor locations). Mean lesion 
size on CT was 2.9±1.2 cm (range 1.4-4.1 cm).

Sensitivity of 99mTc-EDDA/HYNIC-TOC scintigraphy. On 
visual examination, both SPECT and whole body scintigra-
phy identically identified patients with and without increased
99mTc-EDDA/HYNIC-TOC uptake. Increased focal uptake in 
NETs was found in 29 of 34 patients (true positive findings-
TP), including 14 primary lung NETs (Fig. 1) and 15 lung 
metastases from NETs of different or unknown origin. Five
false negative (FN) results included two cases with low-dif-
ferentiated primary lung NETs, a case with lung metastases 
from a low-differentiated aggressive NET in the esophagus,
and two cases with NETs of unknown origin. The tumor size
for 5 FN cases is given in Table 2. None of 13 patients who 
underwent surgery showed evidence of increased tracer uptake 
in the lungs on the follow-up SPECT or whole body imaging 
(true negative-TN) (Fig 2). Accordingly, the results indicate 
88% sensitivity of both 99mTc-EDDA/HYNIC-TOC SPECT 
and whole body scintigraphy for detecting lung lesions in 
patients with NETs.

T/NT ratio and correlation with Ki-67 proliferation index. 
The mean T/NT ratio for TP cases (n=29) was significantly
(p<0.01) higher on SPECT (2.96±1.07) than whole body im-
ages (1.70±0.43). 

Table 1. Primary locations of neuroendocrine tumors (n=34).

Tumor site Number of patients (n)

Lungs 17
Esophagus 2
Appendix 1
Endocrine pancreas 2
Pituitary gland 2
Thyroid 2
Unknown 8
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Figure 1 a) Enhanced uptake of 99mTc-EDDA/HYNIC-TOC 
on whole body scintigraphy in a patient with NET in the 
right upper lobe (arrows); Ki-67 = 37% b) Solitary pulmo-
nary nodule with soft tissue density in the right upper lobe
on CT, di ameter 2.8cm (dash arrow)

Figure 2  a) Enhanced uptake of 99mTc-EDDA/HYNIC-TOC 
on whole body scintigraphy and SPECT in a patient with 
NET in the right lower lobe, diameter 2.2cm (arrow). b) 
No uptake after surgery. Ki-67= 0%.

Figure 3 a) Whole body scan with 99mTc-EDDA/HYNIC-
TOC shows multifocal lung, bone and liver lesions in 
a patient with low differentiated NET of unknown origin
(black arrows). b) High uptake in the same metastatic 
sites 96 hours after application of the therapeutical dose
(3.5 GBq) of 90Y-DOTA TATE (“bremsstrahlung images”)( 
dash arrows).
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Ki-67 index was 18±7% (range 0-78%) for 13 patients who 
had tumor material immunostained with MIB-1 antibody 
after surgical removal. Ki-67 index was low (0-20%) for 10
patients who had positive findings on scintigraphy (TP). Two
of the remaining 3 patients had high Ki-67 index and negative 
SPECT and whole body findings (FN). The correlation between
T/NT ratio and Ki-67 index was negative and not statistically 
significant (r= -0.36, p=0.27, n=11).

Preliminary results of peptide receptor radionuclide therapy. 
Because of high uptake of 99mTc-EDDA/HYNIC-TOC in the 
tumor tissue, and after using all available treatment options
(surgery, somatostatin analogues, α-interferons), three pa-
tients with metastatic NETs underwent a peptide receptor 
radionuclide therapy with 90Yttrium tetraazacyclododecane 
tetra acetic acid (metal chelator-DOTA) Tyr3-octreotate 
(TATE)-90Y DOTA TATE (Fig. 3). At the clinical follow-up 
6 to 12 months later, one patient was in a partial remission, 
one was in a stable condition, and one was presented with 
signs of disease progression.

Discussion

This study has 3 main findings. First, it demonstrates high
sensitivity of 99mTc-EDDA/HYNIC-TOC scintigraphy for 
detecting tumor tissue within lungs in patients with NETs. 
Secondly, T/NT ratio of 99mTc-EDDA/HYNIC-TOC is expect-
edly higher on SPECT than whole body scintigraphy. Finally, 
the intensity of tracer uptake does not correlate with the rate 
of NET proliferation (Ki-67 index).

The diagnosis of lung tumors remains a challenge. Conven-
tional radiologic imaging techniques are of limited value for 
detecting malignant solitary lung lesions because of 20-50% er-
ror rate [12]. That is not surprising since radiologic assessment
is mainly based on a lesion size or detection of calcifications
[12]. High diagnostic accuracy of contrast-enhanced CT is 
promising but requires further validation [13]. Bronchoscopy 
is only useful when lesion is accessible for a bronchoscope. 
The receptor scintigraphy widens the spectrum of available
methods, particularly in uncertain cases [11]. 

The reported 88% sensitivity of both 99mTc-EDDA/HYNIC-
TOC SPECT and whole body scintigraphy for detecting 
primary lung NETs or lung metastases is in agreement with 

previous reports [14, 15]. Several factors may be responsible 
for our FN findings, such as an insufficient expression of 
SSTR2 for in-vivo detection by 99mTc-EDDA/HYNIC-TOC 
or a comparably higher expression of other SSTR subtypes 
(SSTR3, SSTR4 or SSTR5) in our cases with low-differentiated
tumors. Additional reasons may be a limited spatial resolu-
tion of SPECT imaging system along with relatively small 
size of lung lesions in 3 patients (1.4 cm, 1.7 cm and 1.9 cm, 
respectively). Finally, a non-specific uptake of radiolabeled
somatostatin analogues, such as in arteries supplying tumor 
tissue or in epithelial cells of lung granulomatosis, also needs 
to be considered when interpreting the accumulation of 
99mTc-EDDA/HYNIC-TOC. This factors may influence the
specificity of the method [16, 17, 7].

Semiquantitative results in our study confirm previously
reported higher T/NT ratios on SPECT than whole body 
images [9, 15]. As expected, therefore, SPECT should be pre-
ferred over whole body scintigraphy as it can more precisely 
detect and localize focal lung lesions. The previous study using
99mTc-EDDA/Hynic-octreotate (99mTc-EDDA/HYNIC-TATE) 
revealed higher tumor/lung ratios (8.3) than reported here 
(2.96,) and concluded that this analogue is an excellent alter-
native to 111In-Octreoscan for staging of carcinoids [15]. The
reason for a higher uptake of 99mTc-EDDA/HYNIC-TATE is 
its comparably higher potential to bind and internalize in 
tumor cells expressing SSTR2 than 99mTc-EDDA/HYNIC-
TOC [18]. 

The final finding of our study is that intensity of tracer
uptake (T/NT ratio) in NETs is not closely associated with 
the rate of tumor proliferation (Ki-67 index). This result, how-
ever, has to be taken with caution considering a small sample 
size (n=11) available for correlation analysis. It is reassuring, 
however, that the relationship between 99mTc-EDDA/HYNIC-
TOC uptake and tumor proliferation rate was negative. The
negative correlation is expected because somatostatin recep-
tors responsible for tracer uptake are more expressed in slowly 
growing, highly differentiated NETs compared to aggressive
low-differentiated NETs [2, 5]. Therefore, a smaller uptake of
99mTc-EDDA/HYNIC-TOC is expected in NETs with a high 
proliferation rate. This is further supported by the finding
that two patients with low-differentiated NETs of high pro-
liferation rate were false negative on scintigraphy, as found 
in the previous report [19]. Positron emission tomography 
(PET) with 18Fluor (18F) fluorothymidine (18F-FLT), which is 
a marker of tumor cell proliferation, similarly yields no cor-
relation between 18F-FLT uptake and Ki-67 [20]. PET imaging 
with 18F- fluoro-deoxy-glucose (18F-FDG) is highly accurate 
in differentiating malignant from benign solitary lung lesions
[13] and for detecting NETs in the lungs due to different FDG
metabolism in malignant and benign cells [21]. More recently, 
PET using specific 68Gallium (68Ga) labeled somatostatin ana-
logue DOTA-D-Phe1-Tyr3-(DOTATOC) was found superior to 
18F-FDG for detecting NETs [22]. However, PET is expensive 
and not easily accessible. On the other hand, because of its 
higher spatial resolution compared to SPECT, PET may be 

Table 2. Tumor size for 5 false negative cases on99mTc-EDDA/HYNIC-TOC 
scintigraphy

Lung lesion Size (cm)

Low-differentiated primary lung NET 1.4
Low-differentiated primary lung NET 3.5
Lung metastases from a low-differentiated NET in the es-
ophagus

1.7

Lung lesion from NET of unknown origin 1.9
Lung lesion from NET of unknown origin 4.2

NET- neuroendocrine tumor
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helpful for detecting small NETs with low density of SSTRs 
for which the classic, conventional scintigraphy seems insuf-
ficient [23].

Three patients with NETs received radionuclide therapy
with radiolabeled somatostatin analogue 90Yttrium (90Y) DOTA 
TATE because of its high potential to bind and internalize in 
tumor cells expressing SSTR2 [18]. Despite our mixed results, 
radionuclide therapy with radiolabeled somatostatin analogues 
warrants further investigations in a larger sample. Such an 
approach may become the therapy of choice for patients with 
metastatic or inoperable NET [24]. 

This study has several limitations. 99mTc-EDDA/HYNIC-
TOC is indicated for diagnosis of tumors that express mainly 
SSTR2, thus of limited value for tumors expressing other recep-
tor types. Another limitation is that we did not evaluate in-vitro 
somatostatin receptor status, which is planned in our future 
investigations. In this series, however, SSTR2 was evidently 
expressed in lung lesions in patients with NETs, resulting in 
high sensitivity of 99mTc-EDDA/HYNIC-TOC scintigraphy. 
The limited spatial resolution of SPECT is also of concern
in detection of small lesions. A newly introduced hybrid 
SPECT/CT system provides precise anatomical localization 
with overall better visualization of lung lesions and increases 
sensitivity and specificity of scintigraphic findings [25].

In conclusion, our results demonstrate the clinical utility 
of SPECT and whole body scintigraphy with 99mTc-EDDA/
HYNIC-TOC for diagnosing NET tissue within the lungs. 
Although the two methods yield identical sensitivity, SPECT 
is preferred over whole body scintigraphy as it provides better 
visualization of lung lesions. The intensity of tracer uptake,
however, does not closely relate to the proliferation rate of 
NETs. Overall, 99mTc-EDDA/HYNIC-TOC scintigraphy may 
be helpful for selecting and monitoring treatment options, 
particularly when radiolabeled somatostatin analogue therapy 
becomes widely available. 

Acknowledgements: This work was supported by grant
No145033 Ministry of Science Republic of Serbia. We thank 
Stokic S. Dobrivoje, M.D., D.Sc., Senior Scientist at Center 
for Neuroscience and Neurological Recovery, Administra-
tive director for research and Chair of Research Council of 
Methodist Rehabilitation Center, Jackson, Mississippi, USA 
for his kind assistance and suggestions and in particular for 
English revision.

References

[1] REUBI JC, MAURER K, VON WERDER K, TORHORST J, 
KLIJN JG et al. Somatostatin receptors in human endocrine 
tumors. Cancer Res 1987; 47: 551–558

[2] VIRGOLINI I, LEIMER M, HANDMAKER H, LASTORIA S, 
BISCHOF C et al. Somatostatin receptor subtype specificity
and in vivo binding of a novel tumor tracer, 99mTc-P829. 
Cancer Res 1998; 58: 1850–1859

[3] KWEKKEBOOM D, KRENNING E, BAKKER WH, OEI HY, 
SPLINTER TA et al. Radioiodinated somatostatin analogue 

scintigraphy in small cell lung cancer. J Nucl Med 1991; 32: 
1845–1848

[4] KRENNING EP, BAKKER WH, KOOIJ PPM, BREEMAN 
WA, OEI HY et al. Somatostatin receptor scintigraphy with 
indium-111 DTPA-D-Phe-1-octreotide in man: metabolism, 
dosimetry and comparison with iodine-123-Tyr-octreotide. J 
Nucl Med 1992; 33: 652–658

[5] KRENNING EP, KWEKKEBOOM DJ, BAKKER WH, BREE-
MAN WA, KOOJI PP et al. Somatostatin receptor scintigraphy 
with [111-In-DTPA-D-Phe1]-and [123-I-Tyr3]-octreotide: 
the Roterdam experience with more than 1000 patients. Eur 
J Nucl Med 1993; 20: 716–731

[6] KIRSCH CM, VON PAWEL J,GRAU I, TATSCH K. Indium-
111 pentetreotide in the diagnostic work-up of patients with 
bronchogenic carcinoma. Eur J Nucl Med 1994; 21: 1318–1325   
doi:10.1007/BF02426696

[7] BLUM J, HANDMAKER H, LISTER-JAMES J, RINNE N. A 
multicenter trial with a somatostatin analog 99mTc Depreotide 
in the evaluation of solitary pulmonary nodules. Chest 2000; 
117: 1232–1238   doi:10.1378/chest.117.5.1232

[8] MAECKE HR, BEHE M. New octreotide derivatives labelled 
with technetium-99m (abstract). J Nucl Med 1996; 37: 1144

[9] DECRISTOFORO C, MATHER SJ, CHOLEWINSKI W, 
DONNEMILLER E, RICCABONA G et al. 99mTc-EDDA/
Hynic-TOC: a new 99mTc-labelled radiopharmaceutical for 
imaging somatostatin receptor-positive tumours: first clinical
results and intra-patients comparison with 111-In-labelled 
octreotide derivatives. Eur J Nucl Med 2000; 27: 1318–1325   
doi:10.1007/s002590000289

[10] PLACHCINSKA A, MIKOLAJCZAK R, MEACKE HR, 
MLODKOWSKA E, KUNERT-RADEK J et al. Clinical 
usefulness of 99mTc-EDDA/HYNIC-TOC scinitgraphy in 
oncological diagnostics: a preliminary communication. Eur 
J Nucl Med Mol Imaging 2003; 30: 1402–1406   doi:10.1007/
s00259-003-1254-6

[11] PLACHCINSKA A, MIKOLAJCZAK R, MAECKE HR, 
MICHALSKI A, RZESZUTEK K et al. 99mTc-EDDA/Hynic-
TOC scintigraphy in the differential diagnosis of solitary
pulmonary nodules. Eur J Nucl Med Mol Imaging 2004; 31: 
1005–1010   doi:10.1007/s00259-004-1511-3

[12] HARTMAN TE. Radiologic evaluation of the solitary pul-
monary nodule. Semin Thorac Cardiovasc Surg 2002;14:
261–267

[13] GOULD MK, MACLEAN CC, KUSCHNER WG, RYDZAK 
E, OWENS DK. Accuracy of positron emission tomography 
for diagnosis of pulmonary nodules and mass lesions: a 
meta-analysis. JAMA 2001; 285: 914–924   doi:10.1001/
jama.285.7.914

[14] KWEKKEBOOM DJ, KRENNING EP. Somatostatin receptor 
imaging. Semin Nucl Med 2002; 32: 84–91   doi:10.1053/
snuc.2002.31022

[15] HUBALEWSKA-DYDEJCZYK A, FLOSS-BARON K, 
MIKOLAJCZAK R, MAECKE HR, HUSZNO B et al. 99mTc-
EDDA/Hynic-octreotate scintigraphy, an efficient method
for the detection and staging of carcinoid tumours: results 
of 3 years’experience. Eur J Nucl Med Mol Imaging 2006; 33: 
1123–1133   doi:10.1007/s00259-006-0113-7

http://dx.doi.org/10.1007/BF02426696
http://dx.doi.org/10.1378/chest.117.5.1232
http://dx.doi.org/10.1007/s002590000289
http://dx.doi.org/10.1007/s00259-003-1254-6
http://dx.doi.org/10.1007/s00259-003-1254-6
http://dx.doi.org/10.1007/s00259-004-1511-3
http://dx.doi.org/10.1001/jama.285.7.914
http://dx.doi.org/10.1001/jama.285.7.914
http://dx.doi.org/10.1053/snuc.2002.31022
http://dx.doi.org/10.1053/snuc.2002.31022
http://dx.doi.org/10.1007/s00259-006-0113-7


73SOMATOSTATIN RECEPTOR SCINTIGRAPHY IN NET LUNG LESIONS

[16] WINTER FP, LAPKE J, WINEK R. Subcutaneous cavernous 
hemangiona visualized on an Indiumm-111-Octreotide scan. 
J Nucl Med 1996; 37: 1516–1517

[17] COMTE F, GUILLERMARD S, RIVIERE S, SERRE I, BOUR-
DIN A et al. Reverse myocardail and vascular uptake of In-111 
Pentreotide in vasculitis. Clin Nucl Med 2006;31: 482–482   
doi:10.1097/01.rlu.0000227415.06526.9c

[18] GANDOMKAR M, NAJAFI R, BABAEI MH, SHAFIEI M, 
SADAT E. Syntesis, development and preclinical compari-
son of two new peptide based freezed-dries kit formulation 
99mTc-EDDA-Tricine-HYNIC-TOC and 99mTc-EDDA-Tri-
cine-HYNIC-TATE for somatostatin receptor positive tumor 
scintigraphy. DARU 2006; 14: 183–189

[19] RODRIGUES M, GABRIEL M, HEUTE D, PUTZER D, 
GRIESMACHER A et al. Çoncordance between results of 
somatostatin receptor scintigraphy with 111In-DOTA-Dphe1-
Tyr3-octreotide and chromogranin A assay in patients with 
neuroendocrine tumours . Eur J Nucl Med Mol Imaging 2008; 
35: 1796–1802   doi:10.1007/s00259-008-0794-1

[20] DITTMANN H, DOHMEN DM, PAULSEN F, EICHHORN 
K, EISCHMANN SM et al. [218F] FLT PET for diagnosis and 
staging of thoracic tumours. Eur J Nucl Med Mol Imaging 
2003; 30: 1407–1412   doi:10.1007/s00259-003-1257-3

[21] CHONG S, KYUNG SL, KIM B, CHOI JM, YI CA et al. 
Integrated PET/CT of pulmonary neuroendocrine tumors : 
Diagnostic and prognostic implications. AJR Am J Roentgenol 
2007; 188: 1223–1231   doi:10.2214/AJR.06.0503

[22] KOUKOURAKI S, STRAUSS LG, GEORGOULIAS V, 
EISENHUT M, HABERKORN U et al. Comparison of the 
pharmacokinetics of 68-Ga-DOTATOC and 18-F-FDG in 
patients with metastatic neuroendocrine tumours (NET) 
sheduled for 90-Y-DOTATOC therapy. Eur J Nucl Med 
Mol Imaging 2006; 33: 460–466   doi:10.1007/s00259-005-
0006-1

[23] BEDFORD M, MAISEY MN. Requirements for clinical PET: 
comparison within Europe. Eur J Nucl Med Mol Imaging 2004; 
31: 208–221   doi:10.1007/s00259-003-1351-6

[24] VAN ESSEN M, KRENNING EP, DE JONG M, VALKEMA 
R, KWEKKEN BOOM DJ. Peptide Receptor Radionuclide 
Therapy with radiolabelled somatostatin analogues in patients
with somatostatin receptor positive tumours Acta Oncol 2007; 
46: 723–734   doi:10.1080/02841860701441848

[25] BUCK AK, NEKOLLA S, ZIEGLER S, BEER A, KRAUSE 
BJ et al. SPECT/CT. J Nucl Med 2008; 49: 1305-1319, 
Erratum in: J Nucl Med 2008; 49: 1407   doi:10.2967/
jnumed.107.050195

http://dx.doi.org/10.1097/01.rlu.0000227415.06526.9c
http://dx.doi.org/10.1007/s00259-008-0794-1
http://dx.doi.org/10.1007/s00259-003-1257-3
http://dx.doi.org/10.2214/AJR.06.0503
http://dx.doi.org/10.1007/s00259-005-0006-1
http://dx.doi.org/10.1007/s00259-005-0006-1
http://dx.doi.org/10.1007/s00259-003-1351-6
http://dx.doi.org/10.1080/02841860701441848
http://dx.doi.org/10.2967/jnumed.107.050195
http://dx.doi.org/10.2967/jnumed.107.050195

