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ABSTRACT
Background: Renal cell carcinoma (RCC) includes a wide variety of 
histopathologic subtypes. About 25–30% patients present with 
metastatic disease initially and 20%-40% patients later develop distant 
metastases. Accurate re-staging of disease as early as possible is 
crucial for optimum therapeutic decision and alters outcome of 
patients. F-18 FDG PET-CT plays a vital role in effective 
postoperative surveillance and restaging with high sensitivity, 
specificity, and accuracy.

Materials & Methods: This prospective observational study included 
67post-operative patients with renal cell carcinoma who were referred 
to Institute of Nuclear Medicine and allied sciences, Dhaka for an 18F 
FDG PET scan during the period of July, 2019 to July, 2024. PET-CT 
was performed with ‘Philips 128 slice ingenuity TF PET CT’ machine 
60 minutes after intravenous administration of radiopharmaceutical. 
Semi-quantitative estimation of FDG uptake was performed by 
calculating SUVmax value, corrected for dose administered and body 
weight (g/ml). 

Results: 16 out of 22 patients with suspected metastases in other 
imaging modalities were positive in 18F FDG PET-scan. 22 new 
metabolically active distant metastatic foci without previous evidence 
were detected. 8 new locoregional recurrences were found. In total,35 
patients had distant metastases in 114 foci among which lymph node 
(41 foci, comprising of 34 %) & lung (27 foci, comprising of 22.5 %) 
were the commonest sites. The other metastatic foci were present in 
adrenal glands (12 foci), peritoneum (7 foci), pleura (4 foci), bones 
(12 foci), soft tissue (8 foci), muscle (4 foci), liver (3 foci), brain (1 
foci) & opposite kidney (1 foci). 

Conclusion: Our study was done to find the impact of 18F FDG 
PET-CT in restaging of post-operative cases due to RCC.

Keywords: Renal cell carcinoma, re-staging, 18F FDG PET-CT, local 
recurrence, metastases.
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INTRODUCTION
Renal cell carcinoma (RCC) includes a wide variety of 
histopathologic subtypes and accounts for about 3% of all 
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cancers worldwide (1, 2). In 2020, there were an estimated 
431,288 new cases of RCC globally (3). Though more 
common in western world, it is not rare in Asian countries 
like ours. Overall, 5-year survival rate of RCC is 68.4% (4). 
Localized cases are surgically treated &usually have 
favorable outcomes whereas about 25–30% patients present 
with metastatic disease initially and 20%-40% patients later 
develop distant metastases.

Unlike most of the malignancies, impact of 
18F-fluorodeoxyglucose positron emission tomography– 
computed tomography scan (18F FDG PET-CT) is limited in 
evaluation of primary lesion, mainly due to renal excretion of 
FDG, which decreases contrast between renal mass and 
normal tissue and thus obscuring or masking the lesions 
sometimes yielding false negative results and decreasing 
overall sensitivity of the modality, 60% vs 91.7% in case of 
conventional CT (5).In other hand, in case of metastatic RCC 
it has better specificity (83%-100%) and sensitivity 
(80%-100%) as compared with CT scan or PET scan alone, 
particularly for detection of involved lymph nodes& 
locoregional recurrence (4, 6, 7, 8).CT scan uses the 1 cm size 
criteria and interpretation of the renal fossa in postoperative 
state is difficult due to postoperative changes. PET-CT, being 
a metabolic scan, is independent from these factors. 
Moreover, CT scan from vertex to mid-thigh is done in a 
single setting during the procedure. Therefore, PET/CT can 
identify locoregional recurrence or distant metastases earlier 
and better than CT scan (7). PET-CT is similarly useful in 
renal impairment where a contrast CT or MRI cannot be 
performed. Acting as an imaging biomarker, it can provide 
useful information about patient’s survival.
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Current guidelines do not recommend FDG PET-CT as 
the initial diagnostic imaging modality of choice in RCC. 
However, multiple studies revealed this scan to be better 
than conventional imaging for detecting local recurrence 
and distant metastases (6) thus yielding better patient 
management. Our study was done to find the impact of 
FDG PET-CT in re-staging and thus management of 
patient with RCC.

PATIENTS AND METHODS

This prospective observational study included 67 
post-operative (nephrectomy/ partial nephrectomy) 
patients with renal cell carcinoma who were referred to 
Institute of Nuclear Medicine and allied sciences, Dhaka 
for an 18F FDG PET scan from July, 2019 to July, 2024. 
Informed consent was obtained from the patients or their 
accompanied persons. Meticulous review of medical 
history was done regarding evidence of previous known 
metastases, locoregional recurrence based on available 
histopathology, CT scan, USG, bone scan, tumor 
markers, etc. Proper treatment history was sought about 
chemo-radio and immunotherapy. All the patients were 
advised standard preparations for PET-CT.  Proper 
history was taken regarding pregnancy & lactation. 
Patients were counseled about radiation hazards. Dose of 
F-18 FDG was calculated according to patient weight. 
PET-CT was performed with ‘Philips 128 slice ingenuity 
TF PET CT’ machine 60 minutes after intravenous 
administration of radiopharmaceutical. Images were 
reconstructed using List mode TF HD algorithm and 
slices were reformatted into trans-axial, coronal and 
sagittal views. Semi-quantitative estimation of FDG 

uptake was performed by calculating SUVmax value, 
corrected for dose administered and body weight (g/ml).

RESULT

Among the 67 patients 55 were male (80%) and the rest 
13 (20%) female with age ranging from 31 to 78 year 
(mean age 58 year). All cases were post-operative. 
Histopathology revealed 49 (72%) clear cell carcinomas, 
7 (10%) papillary carcinomas, 4 (5%) transitional cell 
carcinomas, 3 (4%) sarcomoid carcinoma, 1 (1.5%) 
chromophobe type & 4 (5%) reports shows renal cell 
carcinoma without other histopathologic specification.

4 cases had known locoregional recurrence while 16 had 
known metastases. All of them received chemo, radio 
and/or immunotherapy. 22 patients had evidence of 
suspected metastases in other imaging modalities among 
which 8 were ametabolic in 18F FDG PET-scan.35 (52%) 
patients out 67 had distant metastases. New metabolically 
active foci were found beyond renal bed without previous 
evidence in 11 patients (16%). 8 (12%) patients revealed 
locoregional recurrence without prior evidence. Lymph 
nodes (41 foci, comprising of 34 %) & lungs (27 foci, 
comprising of 22.5 %) were the commonest distant 
metastatic sites among 114 foci. The other metastatic foci 
were present in adrenal glands (12foci), peritoneum (7 
foci), pleura (4 foci), bones (12 foci), soft tissue (8 foci), 
muscle (4 foci), liver (3 foci), brain (1 foci) & opposite 
kidney (1 foci).

One patient had diffuse FDG uptake along the incision 
site with multiple discharging sinuses and was later 
diagnosed as tuberculosis by histopathology.

Patient groups 
Patients with 

metabolically active 
lesion in FDG PET-CT 

Patients without 
metabolically active 

lesion in FDG PET-CT 
Total 

Patients with suspected 
metastases in CT scan (22) 14 8 22 

Patients without any CT 
evidence of suspected 

metastases (45) 
19 26 45 

Total 33 34 67 

Table 1: Comparison of findings between CT scan and PET-CT among the study population
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DISCUSSION

Renal cell carcinoma is usually detected incidentally and 
about one-fourth of the patients are found to be metastatic 
at initial presentation. About 20%-40% patients later 
develop distant metastases (6).

Conventional CT-scan provides anatomical detail while 
PET offers metabolic status of any suspected lesions. 
MRI is considered better for detecting brain metastasis; 
however, it is not routinely one and is suggested only in 
symptomatic patients. (7). PET plays vital role in 
detecting neoplastic potential in an otherwise normal CT 
finding, e.g. a lymph node less than 10 mm in diameter. 
In case of metastatic RCC, PET has better specificity 
(83%-100%) and sensitivity (80%-100%) in comparison 
to CT (4, 6, 7, 8).In other hand, PET-CT has a sensitivity 
of 86% and a specificity of 96% for disease assessment, 
compared to 81% and 41% for CT alone.

PET-CT examination offers complete anatomic as well as 
metabolic evaluation in a single scan. Moreover, 
scanning from vertex to mid-thigh allows better detection 
of local recurrence as well as distant metastasis. 
Knowledge of both anatomic and metabolic 
characteristics of renal lesions on PET-CT is necessary to 
help minimize unnecessary biopsies and ensure the ideal 
treatment of doubtful lesions. (9, 10,11)

In our study, 16 patients out of 67 had distant metastases 
in initial diagnoses which comprises about 23% and 
another 4 had local recurrence. These patients came for 
post-therapy (Radio/chemo/immune therapy) evaluation.  
Among these 16 cases 6 revealed no residual mass or any 
metabolically active foci throughout the scanned area in 
PET-CT while the rest (~70%) had one or more 
metabolically active foci in renal bed or distant sites.

22 patients presented with evidence of suspected 
metastases in other imaging modalities, e.g. CT and MRI. 
16 of them (72%) showed metabolically active foci in 
corresponding CT abnormalities suggesting metastases. 

In 11 patients (16%) new distant metastatic foci were 
detected in total 22 foci without any prior CT 
abnormality or known metastases. 8 new cases of 
locoregional recurrences (11%) without previous 
evidence were also found.

Nakatani et al. evaluated the surveillance role of FDG 
PET in 23 postoperative patients with RCC (12). FDG 
PET was demonstrated to have 81% sensitivity, 71% 
specificity, and 79% diagnostic accuracy. PET was able 
to accurately detect local recurrence and metastases to the 
peritoneum, bone, muscle, and adrenal gland in all cases. 
In six cases (21%), additional information was obtained 
from scans, ultimately affecting the course of therapeutic 
management in three cases (11%). In our study, PET-CT 
provided undetected foci in 16% cases which is closer to 
the result of the stated above.

Kumar et al. assessed FDG PET-CT scans of 63 patients 
with suspected recurrent RCC after nephrectomy, 
confirmed with histological examination and/or clinical 
follow-up and conventional imaging modalities (13). The 
results of the scans were 63 true positive studies, 30 true 
negative studies, 7 false negative studies, and 3 false 
positive studies. 109 lesions were detected by FDG 
PET/CT in the 63 true positive scans. FDG PET-CT was 
demonstrated to have 90% sensitivity, 91% specificity, 
and 90% accuracy in the study. Bertagna et al. 
retrospectively evaluated 68 patients with renal 
carcinoma who had postoperative FDG PET-CT 
following partial or radical nephrectomy (4). FDG 
PET-CT was reported to have 82% sensitivity, 100% 
specificity, 100% positive predictive value, 66.7% 
negative predictive value, and 86.6% accuracy. In another 
study reported by Fuccio et al., the usefulness of FDG 
PET-CT was assessed in the restaging of 69 RCC patients 
with clinical or radiological suspicion of metastases after 
nephrectomy (6, 18). Validation of FDG PET-CT results 
was established by biopsy, other imaging modalities, 
and/or clinical and radiological follow-up of 12 months. 
Forty patients had true positive, 2 patients false positive, 
23 patients true negative, and 4 patients false negative. 
Sensitivity, specificity, accuracy, positive predictive 
value, and negative predictive value were 90, 92, 91, 95, 
and 85%, respectively. On a lesion basis, FDG PET-CT 
detected 114 areas of abnormal uptake in 42 positive 
patients of which 112 resulted to be true positive. 

Aide et al. stated that PET is more efficient than CT in 
diagnosing distant metastasis in RCC, particularly lymph 
node metastases as CT commonly uses the size criteria of 

1cm (15).  In our study, we found metabolic activity 
multiple subcentimetric lymph nodes.

In our study PET-CT complied with 72% of suspected 
lesions in CT scan, detected unknown metastatic foci in 
16% cases and local recurrence in 11% cases. The result 
guided the oncologists for a better management of 
patients thus affecting outcome and overall survival. Our 
limitation was the inability to confirm histopathology of 
each metabolically active foci which is not feasible in our 
socio-economic context.   

CONCLUSION

F-18 FDG PET-CT plays a vital role in effective 
postoperative surveillance and restaging, though limited 
use is observed in evaluating primary lesions due to renal 
excretion of FDG, which can mask lesions and decrease 
sensitivity. However, it has better specificity and 
sensitivity in metastatic RCC, particularly for detecting 
involved lymph nodes and locoregional recurrence. 
PET/CT is independent of postoperative changes and can 
identify recurrence or distant metastases earlier than CT 
scans. It is also useful in renal impairment where contrast 
CT or MRI cannot be performed. 

Conflict of Interest: The authors has no conflict of 
interest regarding this study.
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DISCUSSION

Renal cell carcinoma is usually detected incidentally and 
about one-fourth of the patients are found to be metastatic 
at initial presentation. About 20%-40% patients later 
develop distant metastases (6).

Conventional CT-scan provides anatomical detail while 
PET offers metabolic status of any suspected lesions. 
MRI is considered better for detecting brain metastasis; 
however, it is not routinely one and is suggested only in 
symptomatic patients. (7). PET plays vital role in 
detecting neoplastic potential in an otherwise normal CT 
finding, e.g. a lymph node less than 10 mm in diameter. 
In case of metastatic RCC, PET has better specificity 
(83%-100%) and sensitivity (80%-100%) in comparison 
to CT (4, 6, 7, 8).In other hand, PET-CT has a sensitivity 
of 86% and a specificity of 96% for disease assessment, 
compared to 81% and 41% for CT alone.

PET-CT examination offers complete anatomic as well as 
metabolic evaluation in a single scan. Moreover, 
scanning from vertex to mid-thigh allows better detection 
of local recurrence as well as distant metastasis. 
Knowledge of both anatomic and metabolic 
characteristics of renal lesions on PET-CT is necessary to 
help minimize unnecessary biopsies and ensure the ideal 
treatment of doubtful lesions. (9, 10,11)

In our study, 16 patients out of 67 had distant metastases 
in initial diagnoses which comprises about 23% and 
another 4 had local recurrence. These patients came for 
post-therapy (Radio/chemo/immune therapy) evaluation.  
Among these 16 cases 6 revealed no residual mass or any 
metabolically active foci throughout the scanned area in 
PET-CT while the rest (~70%) had one or more 
metabolically active foci in renal bed or distant sites.

22 patients presented with evidence of suspected 
metastases in other imaging modalities, e.g. CT and MRI. 
16 of them (72%) showed metabolically active foci in 
corresponding CT abnormalities suggesting metastases. 

In 11 patients (16%) new distant metastatic foci were 
detected in total 22 foci without any prior CT 
abnormality or known metastases. 8 new cases of 
locoregional recurrences (11%) without previous 
evidence were also found.

Nakatani et al. evaluated the surveillance role of FDG 
PET in 23 postoperative patients with RCC (12). FDG 
PET was demonstrated to have 81% sensitivity, 71% 
specificity, and 79% diagnostic accuracy. PET was able 
to accurately detect local recurrence and metastases to the 
peritoneum, bone, muscle, and adrenal gland in all cases. 
In six cases (21%), additional information was obtained 
from scans, ultimately affecting the course of therapeutic 
management in three cases (11%). In our study, PET-CT 
provided undetected foci in 16% cases which is closer to 
the result of the stated above.

Kumar et al. assessed FDG PET-CT scans of 63 patients 
with suspected recurrent RCC after nephrectomy, 
confirmed with histological examination and/or clinical 
follow-up and conventional imaging modalities (13). The 
results of the scans were 63 true positive studies, 30 true 
negative studies, 7 false negative studies, and 3 false 
positive studies. 109 lesions were detected by FDG 
PET/CT in the 63 true positive scans. FDG PET-CT was 
demonstrated to have 90% sensitivity, 91% specificity, 
and 90% accuracy in the study. Bertagna et al. 
retrospectively evaluated 68 patients with renal 
carcinoma who had postoperative FDG PET-CT 
following partial or radical nephrectomy (4). FDG 
PET-CT was reported to have 82% sensitivity, 100% 
specificity, 100% positive predictive value, 66.7% 
negative predictive value, and 86.6% accuracy. In another 
study reported by Fuccio et al., the usefulness of FDG 
PET-CT was assessed in the restaging of 69 RCC patients 
with clinical or radiological suspicion of metastases after 
nephrectomy (6, 18). Validation of FDG PET-CT results 
was established by biopsy, other imaging modalities, 
and/or clinical and radiological follow-up of 12 months. 
Forty patients had true positive, 2 patients false positive, 
23 patients true negative, and 4 patients false negative. 
Sensitivity, specificity, accuracy, positive predictive 
value, and negative predictive value were 90, 92, 91, 95, 
and 85%, respectively. On a lesion basis, FDG PET-CT 
detected 114 areas of abnormal uptake in 42 positive 
patients of which 112 resulted to be true positive. 

Aide et al. stated that PET is more efficient than CT in 
diagnosing distant metastasis in RCC, particularly lymph 
node metastases as CT commonly uses the size criteria of 

1cm (15).  In our study, we found metabolic activity 
multiple subcentimetric lymph nodes.

In our study PET-CT complied with 72% of suspected 
lesions in CT scan, detected unknown metastatic foci in 
16% cases and local recurrence in 11% cases. The result 
guided the oncologists for a better management of 
patients thus affecting outcome and overall survival. Our 
limitation was the inability to confirm histopathology of 
each metabolically active foci which is not feasible in our 
socio-economic context.   

CONCLUSION

F-18 FDG PET-CT plays a vital role in effective 
postoperative surveillance and restaging, though limited 
use is observed in evaluating primary lesions due to renal 
excretion of FDG, which can mask lesions and decrease 
sensitivity. However, it has better specificity and 
sensitivity in metastatic RCC, particularly for detecting 
involved lymph nodes and locoregional recurrence. 
PET/CT is independent of postoperative changes and can 
identify recurrence or distant metastases earlier than CT 
scans. It is also useful in renal impairment where contrast 
CT or MRI cannot be performed. 
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ABSTRACT
Background: Neoadjuvant chemotherapy is used in breast cancer 
patients to reduce tumor size and prevent micrometastasis, with 
accurate assessment through 18F-FDG PET-CT and DCE-MRI 
providing operation guidelines.

Objective: To establish the diagnostic accuracy of 18F-FDG PET-CT 
scans and MRI compared to pathological response for NAC 
assessment in BC management.

Patients and Methods: This cross-sectional comparative study was 
conducted at NINMAS, Shahbag, Dhaka, under a Coordinated 
Research Project (CRP)-E1.30.44 of IAEA. The study spanned from 
September 2022 to February 2024, examining 17 stage II and stage III 
BC patients who had received NAC before surgery and had prior 
18F-FDG PET-CT and DCE-MRI studies. For therapy response of 
NAC, 18F-FDG PET-CT and MRI were performed after completion of 
NAC. Parameters of 18F-FDG PET-CT and MRI were obtained and 
evaluated by using PET Response Criteria in solid tumors (PERCIST) 
1.0 based on SUV normalized by lean body mass (SULpeak) in 
PET-CT and Response Evaluation Criteria in solid tumors (RECIST) 
1.1 based on the longest diameter in MRI of primary tumors and 
axillary lymph nodes, respectively. Descriptive and analytical 
analyses were performed to examine 18F-FDG PET-CT and MRI to 
compare pathological response after surgery, and diagnostic 
accuracies were compared.

Result: The study patients were divided into responder 12 (70.5%) 
and non-responder five (29.4%) groups according to overall 
pathological response to NAC after surgery. Both RECIST 1.1 and 
PERCIST 1.0 with post-surgical pathological response to NAC of BC 
patients were compared.

The sensitivity of PET-CT with pathological response to NAC of the 
study population was 80%, followed by specificity 100%, positive 
predictive value (PPV) 100%, and negative predictive value (NPV) 
92.31%. The sensitivity of MRI with pathological response to NAC of 
study patients was 100%, followed by specificity at 83.33%, PPV at 
71.43%, and NPV at 100%. The accuracy levels of PET-CT and MRI 
were 94.12% and 88.24%, respectively. PPV and accuracy compared 
to RECIST 1.1.; PERCIST 1.0 was more accurate in predicting 
pathological response to NAC of BC patients.

Conclusion: PET-CT accurately predicts pathological response in breast 
cancer patients following NAC, reducing surgical intervention and 
chemo radiation burden, thereby reducing the need for chemo radiation.

Keywords: Neoadjuvant Chemotherapy, Response Evaluation Criteria 
in Solid Tumors, PET Response Criteria in Solid Tumors, Pathological 
Response
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INTRODUCTION
Female breast cancer (BC) is responsible for 6.9% of deaths 
for cancer-related mortality globally. BC in women has 
overtaken lung cancer to become the most common type of 
cancer (11.7%), with lung cancer following closely behind at 
11.4%. BC is affecting 1 in 8 women worldwide. In 2020, 
GLOBOCAN estimated 2.3 million cases and 685 thousand 
deaths from female BC globally (1).

In Bangladesh, approximately 7,000 women die from BC 
annually, and 13,000 are diagnosed, according to the 
International Agency for Research on Cancer (2).

As per the Bangladesh Maternal Mortality Survey conducted 
in 2010, BC contributes to a significant proportion of female 
mortalities within the age of 15 to 44 years. Incidence is 
higher in developed countries, but mortality rates are similar 
due to limited resources in developing countries. Early 
diagnosis and management could not be done properly due to 
a lack of screening and imaging. Nowadays, neoadjuvant 
chemotherapy (NAC) is increasingly used to treat BC in 
Bangladesh (3).

NAC is a pre-surgery treatment for 4-6 months to reduce 
tumor size. It may prevent unnecessary surgery, lower 
complications, help with breast-conserving surgery (BCS), 
and guide post-surgery treatment. Malignancy negative 
margin is crucial during surgery (4).

The gold standard for evaluating therapeutic response is 
post-operative histopathology analysis, which determines 

whether pathological response is achieved or not. 
Preoperative evaluation after NAC can help guide surgical 
resection and ensure removal of active tumor. This 
information is essential since it is believed that patients who 
receive a response after NAC would do better in treatment 
outcomes than those who do not. It can be difficult to assess 
the pathological response before surgery and without doing 
histology. For the initial evaluation of BC, conventional 
imaging techniques like mammography and ultrasound are 
frequently used as diagnostic imaging modalities. Dynamic 
Contrast Enhanced Magnetic Resonance Imaging 
(DCE-MRI) is used to establish the extent of the disease and 
also for the assessment of NAC response to BC. The lack of 
ability of MRI to differentiate between viable tissue and 
fibrotic scar tissue, however, may be a drawback. So there is 
a necessity to find out the accurate imaging method for 
predicting pathological response evaluation after NAC 
treatment. 18F-FDG PET-CT may be a better predictor of 
response than MRI due to its ability to detect metabolic 
changes earlier. It's also useful for whole-body staging and 
re-staging. The study aims to assess the accuracy of . 
18F-FDG PET-CT and MRI for predicting pathological 
response in patients with BC (5).

The MRI measurements may not always assess these 
metabolic changes and also blood flow and microvascular 
permeability. Changes in the standardized uptake value 
(SUV) assessment on. 18F-FDG PET-CT scan are a 
reasonably reliable predictor of the pathologic response to 
NAC in BC patients. . 18F-FDG PET-CT scan is also useful 
in the management of BC patients over traditional imaging 
modalities for not only evaluating treatment response but also 
whole-body staging and re-staging.

For NAC response prediction, the most accurate imaging 
modality must be chosen. The aim of this study is to assess 
the diagnostic accuracy of. 18F-FDG PET-CT and MRI breast 
as well as pathological response prediction for patients with 
BC. The findings of this investigation may give clinicians 
new information about the value of . 18F-FDG PET-CT and 
MRI imaging in assessing patients' responses to NAC.

The results obtained from the research conducted in this 
study could potentially provide healthcare professionals with 
a fresh perspective on the significance of utilizing. 18F-FDG 

PET-CT and MRI imaging techniques for evaluating patients' 
response to NAC. These findings may offer valuable insight 
into the efficacy of these diagnostic tools, which can 
ultimately aid clinicians in making informed decisions 
regarding patient care and treatment plans.

PATIENTS AND METHODS 

This cross-sectional comparative study was conducted at the 
‘PET-CT division and Cyclotron Center’ of the National 
Institute of Nuclear Medicine and Allied Sciences 
(NINMAS), Bangabandhu Sheikh Mujib Medical University 
(BSMMU) campus, Shahbag, Dhaka. This study was 
approved by the Medical Research Ethics Committee 
(MREC) under a Co-ordinated Research Project (CRP)- 
E1.30.44 of the International Atomic Energy Agency 
(IAEA).

The study period was from September 2022 to February 2024 
and was conducted among 17 stage II and stage III BC 
patients who were given NAC before surgery with a history 
of previous baseline. 18F-FDG PET-CT and DCE-MRI study. 
For therapy response of NAC. 18F-FDG PET-CT and MRI 
were performed. Parameters of 18F-FDG PET-CT and MRI 
were obtained and evaluated before and after NAC by using 
PET Response Criteria in solid tumors (PERCIST) 1.0 based 
on SUV normalized by lean body mass (SULpeak) in 
PET-CT and Response Evaluation Criteria in solid tumors 
(RECIST) 1.1 based on the longest diameter in MRI of 
primary tumors and axillary lymph nodes, respectively. 
Informed written consent was obtained from all patients. 
Descriptive and analytical analyses were performed to 
examine 18F-FDG PET-CT and MRI to compare pathological 
response after surgery, and diagnostic accuracies were 
compared.

INTERPRETATION CRITERIA

The present study's reference for tumoral response was the 
pathology that existed after surgery. Tumoral response was 
categorized into responder and non-responder groups based 
on postoperative pathology. The pathological response for 
NAC was examined following surgical excision of the 
residual tumor in the breast (6). The pathological response 
was defined by tumor necrosis or fibrosis of more than 50% 
on pathology and nonresponse by necrosis or fibrosis of less 
than 50%, regardless of the presence of in situ or invasive 

carcinomas. The complete pathological response was 
defined as the absence of invasive or in situ carcinomas in 
the breast (7).

According to RECIST 1.1 and PERCIST 1.0, patients were 
split into two groups: responders and non-responders for each 
modality. Patients were classified as responder groups, 
including those with CR or PR (as determined by RECIST 
1.1) (8) and those with CMR or PMR (as determined by 
PERCIST 1.0 criteria) (9). Patients were classified as 
non-responder groups: those with SD or PD (as determined 
by RECIST 1.1) or those with SMD or PMD (as determined 
by PERCIST 1.0 criteria).

Data processing and statistical analysis: The study used SPSS 
for statistical analysis, using descriptive tools for quantitative 

and qualitative variables. Cross-tabulation was conducted, 
with P-values <0.01 and <0.05 considered significant. 
Validity tests were conducted, and tests were conducted for 
sensitivity, specificity, positive predictive value, negative 
predictive value, and accuracy.

RESULT 

Among 17 patients, the majority (70.6%) belonged to the age 
group 41 to 60 years, and the mean age was 48.2±8.88 years 
at the time of diagnosis of BC. 7 (41.2%) patients had a 
positive family history of BC, and a maximum of 15 (88.2%) 
were in stage III. About 10 (58.8%) of the study population 
were ER positive and PR positive. Maximum 13 (76.5%) 
were HER2 negative, and 17 (100%) were ductal type 
histopathologically.


