
Abstract. Aim: To examine the real-life impact of baseline
positron-emission tomography/computed tomography
(PET/CT) in Hodgkin lymphoma (HL). Patients and
Methods: A total of 162 consecutive patients with HL were
retrospectively studied. Results: Disease was up-staged in 26
patients (16%) and down-staged in 9 (6%). However,
treatment strategy was modified in only 10 patients (6% of
total). Involved field radiotherapy was delineated according
to PET/CT in 36/66 patients (59%). These treatment
modifications did not significantly affect outcome. Moreover,
three potent prognostic parameters were identified: the
number of involved sites, maximum standardized uptake
value (SUVmax), and the product of SUVmax and maximal
largest lesion diameter, as a surrogate of total lesion
glycolysis. All three significantly correlated with 5-year
freedom from disease progression p=0.004, p=0.009 and
p=0.04, respectively). Conclusion: Baseline PET/CT findings
may lead to treatment modification in <15% of patients with
HL without a significant impact on outcome. Certain
PET/CT parameters have potent prognostic significance. 

Disease stage is the most powerful prognostic system in
therapy of Hodgkin lymphoma (HL) and represents the main
determinant of treatment strategy (1, 2). Conventional
staging with clinical examination, whole-body computed
tomography (CT) and trephine bone marrow biopsy (BMB)
is considered the standard of care (1-3).

Positron-emission tomography using 2-deoxy-2-18F-fluoro-
D glucose (FDG) combined with CT (PET/CT) has an
established role in post-treatment evaluation of patients with
HL, while several studies support the implication of interim
PET/CT in the design of treatment strategy (4-13). Currently,
PET/CT at diagnosis is considered essential for initial staging
(14, 15) due to its ability to detect more disease sites
compared to CT (16-21). The percentage of patients in whom
stage is changed due to PET/CT findings ranges between 15
and 47.7% (16-20, 22, 23). Although baseline PET/CT is
highly recommended (24), it is not always available or
reimbursed. Furthermore, the effect of baseline PET/CT on
the choice of first-line treatment has not been systematically
studied outside clinical trials (15). Thus, in everyday practice,
treating physicians may be confusing in decision making by
evaluating both CT and PET/CT findings.

The aim of this retrospective study was to investigate the
potential impact of baseline PET/CT on staging,
modification of therapeutic strategy and radiotherapy field in
everyday clinical practice. Moreover, we aimed to
investigate the prognostic significance of several baseline
PET/CT parameters in comparison to conventional CT.
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Patients and Methods
We retrospectively studied 162 consecutive patients with HL,
diagnosed and treated at a single Hematology Unit between
12/12/2006 and 25/7/2014. Their selection was solely based on
PET/CT availability at diagnosis. The study was approved with the
number 6685, 17/13-4-11 by the Ethics Committee of Laikon
General Hospital, according to the Declaration of Helsinki. Patients
underwent initial conventional staging including clinical
examination, contrast-enhanced whole-body CTs and BMB.

PET/CT scans were performed at three different sites and were
reviewed by a single nuclear medicine physician at each site. The
majority were performed at the Nuclear Medicine Department,
Evangelismos Hospital. No central review was undertaken. The
standardized uptake value (SUV) was defined as the ratio of the
tumoral tracer concentration to the average tracer concentration in the
entire body and was used as a semi-quantitative measure of the degree
of FDG uptake. All acquired and reconstructed images and their
corresponding SUV calculation was carried out on Siemens Biograph
6 Syngo Software Workstation (Siemens AG Erlangen Germany) for
each metabolic region detected in scanning (10, 17, 25-27). Ann-
Arbor definitions were used both for clinical staging (CS) and
PET/CT staging (1, 2). Bone marrow (BM) involvement by PET/CT
was defined as multifocal or unifocal bone uptake without bone
lesions in CT (3, 17, 28-30). The number of involved sites (NIS) was
calculated by both imaging modalities as shown in Figure 1. Bulky
disease was defined as any lymph node with largest diameter >7 cm
or a mediastinal mass >10 cm in its transverse diameter by CT. 

Patients were uniformly treated as follows: Patients with early
stages (IA/B, IIA and IIB without bulky mediastinum or
extranodal extension) received 4-6 cycles of adriamycin,
bleomycin, vinblastine, and dacarbazine (ABVD) followed by 30-
36 Gy involved-field radiotherapy (IF-RT) (31-36). Patients with
advanced stages (III/IV) were treated with chemotherapy without
preplanned RT, receiving either 6-8 cycles of ABVD or two
cycles of ABVD and interim PET-guided treatment as follows: 4-
6 further ABVD cycles (total 6-8) if interim PET was negative or
six cycles of escalated therapy with bleomycin, etoposide,
adriamycin, cyclophosphamide, vincristine, procarbazine and
prednisone (BEACOPP) if the interim PET was positive
(Deauville 5-point scale score ≥4) (37-39). RT was given
selectively to patients with PET-positive residual lesions after
chemotherapy. Patients with stage IIB HL with bulky
mediastinum with or without extranodal extension followed the
same schedule as those with stage III/IV with the invariable
addition of IF-RT. 

For the comparison of disease parameters, the appropriate non-
parametric tests were used. The primary endpoint of the study was
freedom from HL progression (FFP), calculated from treatment
initiation to relapse, progression, or last follow-up. Deaths from
unrelated causes without prior disease progression were censored at
the time of death. Overall survival (OS) was calculated from
treatment initiation to death from any cause or to last follow-up.
Survival functions were estimated according to the Kaplan–Meier
method and compared using the log-rank test. p-Values of less than
0.05 were considered statistically significant.

ANTICANCER RESEARCH 37: 5727-5736 (2017)

5728

Figure 1. Enumeration scheme of disease involved sites. 1: Each rectangle represents one involved site. 2: Right and left lymph node areas were
enumerated as separate sites for cervical, axillary, iliac, inguinal and femoral lymph nodes. 3: Bone involvement, whether multi- or unifocal, was
enumerated as a single site. 4: Right and left lung were enumerated as separate sites.



Results

Correlations between CS and PET staging. The
characteristics of the 162 patients are shown in Table I.
According to CS compared with staging by PET, 16, 69, 39
and 38 patients versus 10, 66, 39 and 47 patients were
classified as stage I/II/III/IV, respectively. The distribution of
staging and NIS by PET compared with CS are shown in
Table II and III. CS was highly correlated to staging by PET
(p<0.0001); however, HL in 26 patients (16%) was up-staged
by PET and in nine patients (6%) was down-staged. The
highest frequency of stage shift was observed in those with
CS I, where HL in 50% of the patients were up-staged,
followed by CS III, where 11/39 cases (28%) changed (5/39
up-staged and 6/39 down-staged). Among patients with CS
II, 20% changed staging by PET, the majority of which were
up-staged. Lastly, only 5% of CS IV cases were down-staged. 

The median NIS by CS and by PET were highly correlated
(p<0.0001, Spearman’s rho=0.831). However, the NIS by
PET was significantly higher (p<0.0001) and this was true

within each single CS (p=0.01 for CS I and p<0.0001 for all
others). In total, 88/161 (54%) patients had additional
involved sites shown by PET, 13 (8%) had fewer sites and 30
(19%) had other sites added and others removed. Finally, only
in 30 (19%) patients was the NIS identical both by PET and
CS. Within this latter group, 25/30 patients had early CS.

Spleen and extranodal involvement increased from 20%
and 34% by CS respectively to 27% and 45% by PET
respectively. PET/CT detected significantly more patients
with BM involvement (p<0.0001) compared to BMB. Thus,
BM involvement increased from 8% by BMB to 17% by
PET/CT. Impressively, there was no single patient with a
negative PET/CT for BM involvement having a positive
BMB, resulting in a negative predictive value of 100% for
PET/CT. There were 24 patients with diffuse BM uptake,
none of whom had a positive biopsy.

Treatment decision change due to staging by PET. According
to our treatment policy, treatment strategy could have
theoretically been changed in 23 patients (14%) on the basis
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Table I. Patient characteristics.

                                                                                         N               %

All patients                                                                     162            100
Median age in years (range)                                             33 (17-82)
Male gender                                                                    83              51
Median number of involved sites by CS (range)              4 (1-14)
Median number of involved 
sites by staging by PET (range)                                        5 (1-15)

Clinical stage vs. stage by PET/CT                                                   
   I                                                                               16 vs. 10    10 vs. 6
   II                                                                             69 vs. 66   42 vs. 41
   III                                                                            39 vs. 39   24 vs. 23
   IV                                                                            38 vs. 47   24 vs. 30
B-Symptoms                                                                   71              44
Splenic involvement by CS vs. PET-S                    32 vs. 44   20 vs. 27
Extranodal disease: by CS vs. PET-S                      54 vs. 72   34 vs. 45
   1 site                                                                       41 vs. 55   25 vs. 34
   2 sites                                                                     10 vs. 14     6 vs. 9
   ≥3 sites                                                                     3 vs. 3       2 vs. 2
Bulky disease                                                                  30              19
Median SUVmax (range)                                              11.5 (2.5-31.1)

Table II. Correlation between clinical staging and staging by positron-
emission tomography/computed tomography (PET/CT). 

Table III. Number of involved sites by clinical staging (CS) and staging
by Positron emission tomography/ computed tomography (PET/CT) in
the different clinical stages. 

                                        Median number of involved sites (range)

Clinical stage                               CS                           PET/CT

I                                                 1 (1-1)                        1.5 (1-5)
II                                               2 (2-6)                        4 (1-10)
III                                           5.5 (2-14)                      7 (1-15)
IV                                             6 (3-11)                     10.5 (3-14)

Table IV. Actual radiotherapy administered to our patient population.

RT: Radiotherapy, IF-RT: involved field radiotherapy, CS: clinical
staging, PET/CT: positron-emission tomography/computed tomography.
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of staging by PET. However, only in 10 patients (6% of the
whole group) did the treating physician decide to modify the
therapeutic strategy from early- to advanced-stage treatment
and vice versa. Among these 10 patients in whom treatment
strategy was modified, six had advanced CS and four were
down-staged by PET and received IF-RT. In the remaining
13 patients, treatment was administered according to CS;
12/13 cases were up-staged by PET. However, RT was
maintained as an integral part of the treatment strategy.

Change of IF-RT due to staging by PET. There were 66
patients in whom the IF-RT field might have theoretically
been modified according to staging by PET, the majority of
which (n=55) had early CS (Table IV). Among them, IF-RT
did not actually change in 20/66 (32%) patients and these
received RT to the CT-defined IF. In 36/66 (59%), the IF-RT
field was delineated according to PET/CT. Seven patients
were non-evaluable due to the development of progressive
disease before RT or early death. In the remaining three
patients, the exact RT field was unknown. Table IV shows
the RT actually received in detail.

Prognostic factor analysis. At a median follow-up of 56.7
months (range=5.2-119.6 months), the 5-year FFP and OS
were 81% and 93%, respectively. The following potentially
prognostic parameters were evaluated by univariate analysis:
gender, CS, staging by PET, B-symptoms, spleen
involvement, number of extranodal sites, bulky disease, BM
involvement by PET, NIS, SUVmax, modification of
treatment strategy according to staging by PET and
modification of IF-RT field according to staging by PET. 

The presence of B-symptoms had an adverse prognostic
impact (5-year FFP 86% vs. 74%; p=0.004). Stage was a
significant prognostic factor for FFP both by CS and staging
by PET (p<0.001 for both). The 5-year FFP was 100%, 85%,
86% and 59% for those with CS I/ II/III/IV vs. 100%, 83%,
95% and 63% for those with PET stage I/II/III/IV,
respectively (Figure 2). Notably, 5-year FFP for patients with
stage III HL by PET was superior to that of those with stage
II disease (95% vs. 83%), although not statistically
significantly because no events were recorded in the 10
patients with HL up-staged from CS I/II to PET stage III and
the single patient down-staged from CS IV to PET stage III.
Of note, these patients were mainly up-staged due to small,
isolated infradiaphragmatic lesions. Up-staging or down-
staging by PET did not have any prognostic significance,
with a 5-year FFP of 79% for patients without stage
modification vs. 89% for those who were up-staged and 78%
for those who were down-staged (Figure 3, p=0.547).

The NIS by PET was of prognostic significance at
multiple different cut-offs (data not shown), meaning that
three groups of patients were identified: The 5-year FFP was
100% vs. 80% vs. 69% for patients with ≤2, 3-8 and >8 sites

by PET respectively (p=0.004, Figure 4). The NIS by CS
was less predictive compared to staging by PET, being
statistically significant only at the cut-offs of two and three
sites (p=0.02 and p=0.04, respectively).

Likewise, the number of extranodal sites was highly
significant for FFP both by CS and by PET (p=0.001 and
p=0.003, respectively). When the number of extranodal sites
was analyzed within patients with stage IV HL, the 5-year
FFP for cases with 1, 2 and ≥3 sites was 67%, 50% and 33%
by CS, and 73%, 50% and 33% by PET, respectively.
However, these differences were not significant, most likely
due to low patient number. Focal uptake of FDG by the BM
was a highly significant adverse prognostic factor
(p<0.0001) and more potent compared to BMB (p=0.009).
Patients with diffuse or no BM FDG uptake had a 5-year
FFP of 87% vs. 54% for those with uni- or multifocal
skeletal uptake. 

SUVmax was significant at different cut-offs. Three
groups of patients were identified: patients with SUVmax
≤9, 9-18 and >18 had 5-year FFP rates of 93%, 81% and
58% respectively (p=0.009; Figure 5a). Next we examined
the product of SUVmax and maximal largest lesion diameter
(Dmax) as an estimate of total lesion glycolysis (TLG).
Three groups of patients with different outcomes were
identified: There were 36 patients with values ≤35, 66
patients with values ranging between 35.1 and 100, and 28
patients with values >100. The corresponding 5-year FFP
rates were 94%, 81% and 70% (p=0.04; Figure 5b). 

Outcome according to modification of treatment strategy.
Change of treatment strategy according to staging by PET
did not have any impact on outcome: among the 23 patients
in whom treatment strategy could have been changed
according to staging by PET, the 5-year FFP was 92% for
those for whom it did not change versus 80% for those for
whom it did (p=0.427). Regarding the IFRT modification,
among 63 patients in whom IF could have changed due to
staging by PET, there were 20 patients for whom the IF was
not actually modified and 36 for whom the IF changed. FFP
was 90% versus 80% respectively (p=0.48). This difference
remained non-significant, even when only early CS patients
were evaluated (p=0.468). 

Discussion

The present study compared baseline staging by PET to the
established standard of care, i.e. CS with whole-body CT
and BMB. Although baseline PET/CT is highly
recommended, its impact on everyday clinical decision-
making outside clinical trials has not been studied
adequately. This retrospective study on 162 consecutive
patients with HL with available baseline PET/CT provides
some insight into the above issues. We found that staging



by PET altered disease stage in 22% of the patients (16%
up-staged and 6% down-staged) compared to the standard
approach. This finding is in accordance with earlier studies
(16-20, 22, 23) and verified by the recent prospective
RATHL trial (15). In this trial, in which cases with early
favorable disease were excluded, 14% and 6% of the
patients were up- and down-staged respectively which our
results are in agreement with.

We found that sites of disease were added in 54% of the
patients and in an additional 19%, involved sites were both
added and reduced, whereas only in 19% were the involved
sites exactly the same. The most frequent additional sites
were lymph nodes, lung, skeletal (BM) lesions and spleen.
These findings are consistent with those of Hutchings et al.
(40) who reported 25-30% more lesions being identified by
PET/CT. Moreover, we showed that BM involvement
increased from 8% by BMB to 17% by staging by PET.
More interestingly, none of the patients showing either no or
diffuse BM uptake had a positive BMB, indicating that
PET/CT is not only extremely sensitive but also has a 100%
negative predictive value in accordance with published
results (30). El Galaly et al. reported an increase of BM
involvement from 6% to 18% by PET/CT and a 99%
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Figure 3. Freedom from progression according to upstaging and
downstaging.

Figure 2. Freedom from progression according to clinical stage (CS) (a), and stage by positron-emission tomography/computed tomography
(PET/CT) (b).



negative predictive value for PET-based BM involvement
(29). These data indicate that BMB may be omitted in the
PET/CT staging era (3). 

Although sites of disease were added in more than half
of the patients and stage altered in approximately 20% of
them, the percentage of patients in whom the therapeutic
strategy changed was relatively small (9, 40). In our study,
according to our treatment policy, treatment strategy could
theoretically have been changed due to staging by PET in
only 23 patients (14%). However, only in 10 (6% of the
whole patient population) did the treating physician actually
decided to change the treatment strategy due to staging by
PET. In the remaining 13 patients, treatment was based on
CS. It is of interest that among these 13 patients, HL in the
vast majority (12/13) had been up-staged by PET. In our
Institution, patients with early stages routinely receive IF-
RT after the end of chemotherapy, whereas those with
advanced stages receive chemotherapy only, unless a PET-
avid residual lesion is present. Thus, physicians were
reluctant to abandon IF-RT for CS I and II, even if patients
were up-staged by PET due to additional infradiaphragmatic
lymph nodes or splenic lesions. The same pattern was
evident in the 10 patients for whom treatment strategy was
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Figure 4. Freedom from progression according to the number of
involved sites by positron-emission tomography/computed tomography
(PET/CT).

Figure 5. Freedom from progression according to maximum standardized uptake value (SUVmax) (a), and the value of the product of SUVmax and
maximal diameter of the largest lesion (b).



changed: 6/10 were down-staged from advanced to early
stages and received IF-RT. Thus, there is a prevailing trend
for IF-RT to be included in the treatment plan by the
treating physicians whenever there is a discrepancy between
CS and staging by PET. Moreover, change of treatment
strategy according to staging by PET did not have any
impact on outcome. However, the small number of patients
who were affected by staging by PET may not have been
enough to demonstrate a significant difference in outcome.

The next question that we tried to answer was the impact
of baseline PET/CT on the delineation of the IF-RT field,
mainly by including additional lesions. PET/CT is considered
extremely useful in planning RT, in order to spare toxicity to
adjacent tissues (41-45) as well as to include occult disease
sites not evident by CT. In this study, IF-RT might have been
theoretically modified to include sites defined by staging by
PET in a considerable percentage (41%) of the cases. Finally,
the IF-RT field was actually changed in more than half of
them (57%) while, interestingly, the modification of the IF-
RT field did not affect outcome positively. This is
understandable in the context of systemic chemotherapy and
suggests that designing the RT field by PET/CT might
increase the risk of secondary cancer by adding further
involved sites. These issues have not been resolved and
further follow-up is needed to draw conclusions about the
best method to design RT fields.

Staging by PET did not have a more potent prognostic
significance compared to CS. However, staging by PET
revealed two strong prognostic parameters, namely, the NIS
and SUVmax. On the contrary, the NIS by CS did not
strongly discriminate different risk groups. Thus the NIS by
PET seems to improve the already known prognostic
significance of this parameter in traditional CS (33,36,46-
48). Furthermore, the higher the SUVmax, the worse the
outcome is. SUVmax was able to identify three prognostic
groups (≤9, 9.1-18 and >18) with corresponding 5-year FFP
of 93%, 81% and 58%, respectively. We also found an easily
calculated parameter as a surrogate of TLG: the product of
SUVmax and Dmax showed that product values ≤35, 35.1-
100 and >100 were able to stratify patients into three
different prognostic groups. Recent evidence (49-51)
indicates the importance of metabolic tumor volume (50) and
TLG (52) as prognostic factors for patients with HL. 

A limitation of the present study was its retrospective
nature and the fact that PET/CTs were not centrally
reviewed. In addition, the limited number of patients in
whom stage and therapeutic strategy was altered, prevents
firm conclusions to be drawn. Clinical trials incorporating
initial staging by PET are carefully and elaborately planned
but their findings do not necessarily apply in the community
setting. Thus, our findings reflect real-world decision-making
where physicians may be misled when there is a discrepancy
between CS and staging by PET. Moreover, the construction

of IF-RT in early CS is even more problematic. The trend of
PET-guided RT field delineation seems to prevail but follow-
up is needed in order to assess long-term effects. 

In conclusion, staging by PET leads to identification of
additional involved sites in more than half of cases and
change of stage in approximately 25% of them, even though
modification of therapeutic strategy affects only a small
percentage of patients. Although in the majority of early-
stage cases the RT field is delineated according to PET/CT
involved sites, the impact of such a procedure on outcome
is questionable: inclusion of more disease sites by PET/CT
may affect the incidence of secondary cancer. This
highlights the need for optimal delineation of the RT field
according to the involved sites and dose. CS using
conventional staging methods has been the long-standing
standard of care in HL. However, certain parameters related
to PET/CT, such as the NIS, SUVmax, metabolic tumor
volume and TLG, are emerging as potent prognostic
parameters. As PET is being used more and more frequently
for baseline staging, we need to obtain more accurate
information regarding the use of traditional parameters of
tumor burden in the PET era.

References
1 Carbone PP, Kaplan HS, Musshoff K, Smithers DW and Tubiana

M: Report of the Committee on Hodgkin’s disease staging
classification. Cancer Res 31: 1860-1861, 1971.

2 Lister TA, Crowther D, Sutcliffe SB, Glastein E, Canellos GP,
Young RC, Rosenberg SA, Cotman CA and Tubiana M: Report
of a committee convened to discuss the evaluation and staging
of patients with Hodgkin’s disease: Cotswolds Meeting. J Clin
Oncol 7: 1630-1636, 1989.

3 Cheson BD, Fisher RI, Barrington SF, Cavalli F, Schwartz LH,
Zucca E and Lister TA: Recommendations for initial evaluation,
staging and response assessment of Hodgkin and non-Hodgkin
lymphoma: the Lugano classification. J Clin Oncol 32: 3059-
3068, 2014.

4 Hutchings M, Loft A, Hansen M, Pedersen LM, Buhl T,
Jurlander J, Buus S, Keiding S, D’Amore F, Boesen AM,
Berthelsen AK and Specht L: FDG-PET after two cycles of
chemotherapy predicts treatment failure and progression-free
survival in Hodgkin lymphoma. Blood 107: 52-59, 2006.

5 Gallamini A, Hutchings M, Rigacci L, Specht L, Merli F,
Hansen M, Patti C, Loft A, Di Raimondo F, D’Amore F, Biggi
A, Vitolo U, Stelitano C, Sancetta R, Trentin L, Luminari S,
Iannito E, Viviani S, Pierri I and Levis A: Early interim 2-
[18F]fluoro-2- deoxy-D-glucose positron emission tomography
is prognostically superior to international prognostic score in
advanced-stage Hodgkin’s lymphoma: a report from a joint
Italian-Danish study. J Clin Oncol 25: 3746-3752, 2007.

6 Johnson P, Federico M, Kirkwood A, Fosså A, Berkahn L,
Carella A, d’Amore F, Enblad G,Franceschetto A, Fulham M,
Luminari S, O’Doherty M, Patrick P, Roberts T, Sidra G, Stevens
L, Smith P, Trotman J, Viney Z, Radford J, and Barrington S:
Adapted treatment guided by interim PET-CT scan in advanced
Hodgkin’s lymphoma. N Engl J Med 374: 2419-2429, 2016.

Angelopoulou et al: Baseline PET/CT and Hodgkin Lymphoma

5733



7 Engert A, Haverkamp H, Kobe C, Markova J, Renner C, Ho A,
Zijlstra J, Král Z, Fuchs M, Hallek M, Kanz L, Döhner H, Dörken
B, Engel N, Topp M, Klutmann S, Amthauer H, Bockisch A,
Kluge R, Kratochwil C, Schober O, Greil R, Andreesen R, Kneba
M, Pfreundschuh M, Stein H, Eich HT, Müller RP, Dietlein M,
Borchmann P and Diehl V: Reduced-Intensity chemotherapy and
PET-guided radiotherapy in patients with advanced-stage
Hodgkin’s lymphoma (HD15 TRIAL): A randomized open-label,
phase 3 non-inferiority trial. Lancet 379: 1791-1799, 2012.

8 Sher DJ, Mauch PM,Van Den Abbeele A, LaCasce AS, Czerminski
J and Ng AK: Prognostic significance of mid- and post- ABVD
PET imaging in Hodgkin’s lymphoma: the importance of involved
field radiotherapy. Ann Oncol 20: 1848-1853, 2009.

9 Radford J, Illidge T, Counsell N, Hancock B, Pettengell R,
Johnson P, Wimperis J,Culligan D, Popova B, Smith P,
McMillan A, Brownell A, Kruger A, Lister A, Hoskin P,
O’Doherty M, and Barrington S: Results of a trial of PET-
directed therapy for early-stage Hodgkin’s lymphoma. N Engl J
Med 372: 1598-1607, 2015.

10 Barrington SF, Mikhaeel NG, Kostakoglu L, Meignan M,
Hutchings M, Müeller SP, Schwartz LH, Zucca E, Fisher RI,
Trotman J, Hoekstra OS, Hicks RJ, O’Doherty MJ, Hustinx R,
Biggi A, and Cheson BD: Role of imaging in the staging and
response assessment of lymphoma: Consensus of the
International Conference on Malignant Lymphomas Imaging
Working Group. J Clin Oncol 32: 3048-3058, 2014.

11 Barrington SF, Mikhaeel NG: When should FDG-PET be used
in the modern management of lymphoma? Br J Haematol 164:
315-328, 2014.

12 Vassilakopoulos TP, Rontogianni P, Pangalis GA, Boutsikas G,
Prassopoulos V, Masouridis S, Kokoris S, Dimou M, Galani Z,
Chatziioannou S, Moschogiannis M, Sachanas S, Yiakoumis X,
Pappi V, Sinni E, Tzenou T, Petevi K, Kanellopoulos A,
Ntalagiorgos T, Vardounioti I, Koutsi K, Papageorgiou L,
Pessach E, Telonis V, Variamis E, Kyrtsonis M-C, Dimopoulou
M, Siakantaris M, Beris P, Datseris I, Panayiotidis P, Meletis I
and Angelopoulou MK: Outcome and prognostic factors in
patients with Hodgkin lymphoma (HL) who remain PET/CT-
positive after ABVD combination chemotherapy: Potential
applications for the design of subsequent treatment.
Haematologica 97(Suppl 1): abstr.1404, 2012. 

13 Vassilakopoulos TP and Johnson PW: Treatment of advanced-
stage Hodgkin lymphoma. Semin Hematol 53: 171-179, 2016.

14 Raanani P, Shasha Y, Perry C, Metser U, Naparstek E, Apter S,
Nagler A, Polliack A, Ben-Bassat I and Even-Sapir E: Is CT scan
still necessary for staging in Hodgkin and non-Hodgkin lymphoma
patients in the PET/CT era? Ann Oncol 17: 117-122, 2006.

15 Barrington SF, Kirkwood AA, Franceschetto A, Fulham MJ,
Roberts TH, Almquist H, Brun E, Hjorthaug K, Viney ZN, Pike
LC, Federico M, Luminari S, Radford J, Trotman J, Fosså A,
Berkahn L, Molin D, D’Amore F, Sinclair DA, Smith P, O’Doherty
MJ, Stevens L and Johnson PW: PET-CT for staging and early
response: results from the Response-Adapted Therapy in Advanced
Hodgkin Lymphoma study. Blood 127: 1531-1538, 2016.

16 Rigacci L, Vitolo U, Nassi L, Merli F, Gallamini A, Pregno P,
Alvarez I, Salvi F, Sancetta R, Castagnoli A, Versari A, Biggi A,
Gregianin M, Pelosi E, Chisesi T, Bosi A and Levis A: Positron
emission tomography in the staging of patients with Hodgkin’s
lymphoma. A prospective multicentric study by the Intergruppo
Italiano Linfomi. Ann Hematol 86: 897-903, 2007.

17 Hutchings M, Loft A, Hansen M, Pedersen LM, Berthelsen AK,
Keiding S, D’Amore F, Boesen AM, Roemer L and Specht L:
Position emission tomography with or without computed
tomography in the primary staging of Hodgkin’s lymphoma.
Haematologica 91: 482-489, 2006.

18 Munker R, Glass J, Griffith LK, Sattar T, Zamani R, Heldmann
M, Shi R and Lilien DL: Contribution of PET imaging to the
initial staging and prognosis of patients with Hodgkin’s disease.
Ann Oncol 15: 1699-1704, 2004.

19 Naumann R, Beuthien-Baumann B, Reiss A, Schulze J, Hänel
A, Bredow J, Kühnel G, Kropp J, Hänel M, Laniado M,
Kotzerke J and Ehninger G: Substantial impact of FDG PET
imaging on the therapy decision in patients with early-stage
Hodgkin’s lymphoma. Br J Cancer 90: 620-625, 2004.

20 Partridge S, Timothy A, O’Doherty MJ, Hain SF, Rankin S and
Mikhaeel G: 2-Fluorine-18-fluoro-2-deoxy-D glucose positron
emission tomography in the pretreatment staging of Hodgkin’s
disease: influence on patient management in a single institution.
Ann Oncol 11: 1273-1239, 2000.

21 Vassilakopoulos TP, Prassopoulos V, Rondogianni P,Chatziioannou
S, Konstantopoulos K and Angelopoulou MK: Role of FDG-
PET/CT in staging and first-line treatment of Hodgkin and
aggressive B-cell lymphomas. MEMO 8: 105-114, 2015.

22 Weihrauch MR, Re D, Bischoff S, Dietlein M, Scheidhauer
K,Krug B, Textoris F, Ansen S, Franklin J, Bohlen H, Wolf J,
Schicha H, Diehl V and Tesch H: Whole- body positron-
emission tomography using 18F-fluorodeoxyglucose for initial
staging of patients with Hodgkin’s disease. Ann Hematol 81(1):
20-25, 2002.

23 Bednaruk-Mlynski E, Pienkowska J, Skorzak A, Malkowski B,
Kulikowski W, Subocz E Dzietczenia J, Zalewska M,
Lesniewski-Kmak K, Zaucha R, Wrobel T and Zaucha JM:
Comparison of the positron emission tomography/computed
tomography with classical contrast-enhanced computed
tomography in the initial staging of Hodgkin lymphoma. Leuk
Lymphoma 56: 377-382, 2015.

24 Cheson BD, Pfistner B, Juweid ME, Gascoyne RD, Specht L,
Horning SJ, Coiffier B, Fisher RI, Hagenbeek A, Zucca E, Rosen
ST, Stroobants S, Lister A, Hoppe RT, Dreyling M, Tobinai K,Vose
JM, Connors JM, Federico M and Diehl V: Revised response
criteria for malignant lymphoma. J Clin Oncol 25: 579-586, 2007.

25 Seam P, Juweid ME and Cheson BD: The role of FDG-PET
scans in patients with lymphoma. Blood 110: 3507-3516, 2007.

26 Boellaard R, O’Doherty MJ, Weber WA, Mottaghy FM,
Lonsdale MN, Stroobants SG, Oyen WJG, Kotzerke J, Hoekstra
OS, Pruim J, Marsden PK, Tatsch K, Hoekstra CJ, Visser EP,
Arends B, Verzijlbergen FJ, Zijlstra JM, Comans EFI,
Lammertsma AA, Paans AM, Willemsen AT, Beyer T, Bockisch
A, Schaefer-Prokop C, Delbeke D, Baum RP, Chiti A, and
Krause BJ: FDG PET and PET/ CT:EANM procedure guidelines
for tumour PET imaging: version 1.0. Eur J Nucl Med Mol
Imaging 37: 181-200, 2010.

27 Retif P, Jegouic C and Slosman DO: Quality assessment of
fluorodeoxyglucose positron emission tomography imaging in
clinical setting: definition of standard quality control parameters
for patients treated for lymphoma. Nucl Med Commun 32: 794-
801, 2011.

28 Pakos EE, Fotopoulos AD and Ioannidis JP: 18F-FDG PET for
evaluation of bone marrow infiltration in staging of lymphoma:
a meta-analysis. J Nucl Med 46: 958-963, 2005.

ANTICANCER RESEARCH 37: 5727-5736 (2017)

5734



29 El Galaly TC, d’Amore F, Mylam KJ,de Nully Brown P, Bogsted
M, Bukh A, Specht L, Loft A, Iyer V, Hjorthaug K, Nielsen AL,
Christiansen I, Madsen C, Johnsen HE and Hutching M: Routine
bone marrow biopsy has little or no therapeutic consequence for
positron emission tomography/computed tomography-staged
treatment-naïve patients with Hodgkin lymphoma. J Clin Oncol
30: 4508-4514, 2012.

30 Vassilakopoulos T, Angelopoulou MK, Prassopoulos V,
Chatziioannou S, Moschogiannis M, Tsirkinidis P, Poziopoulos
C, Symeonidis A, Repoussis P, Matsouka CH, Kontopidou FN,
Sotiropoulos V, Variamis E, Vyniou N-A, Zikos P, Petevi K,
Boutsikas G, Kanellopoulos A, Papageorgiou L, Panayiotidis P,
Pangalis GA, Datseris I, Meletis J and Rontogianni PH:
Comparative assessment of bone marrow involvement by bone
marrow biopsy or positron emission tomography in Hodgkin
lymphoma. Heamatologica 98(Suppl 2): abstract P114, 2013. 

31 Angelopoulou MK, Vassilakopoulos THP, Siakantaris MP,
Kontopidou FN, Boussiotis VA, Papavassiliou C, Kittas C and
Pangalis GA: EBVD combination chemotherapy plus low dose
involved field radiation is a highly effective treatment modality
for early-stage Hodgkin’s disease. Leukemia Lymphoma 37: 131-
143, 2000.

32 Vassilakopoulos TP, Angelopoulou MK, Siakantaris MP,
Kontopidou FN, Dimopoulou MN, Kokoris SI, Kyrtsonis MC,
Tsaftaridis P, Karkantaris C, Anargyrou K, Boutsis DE, Variamis
E, Michalopoulos T, Boussiotis VA, Panayiotidis P, Papavassiliou
C and Pangalis GA: Combination chemotherapy plus low-dose
involved field radiotherapy for early clinical stage Hodgkin’s
lymphoma. Int J Radiat, Oncol Biol Phys 59: 765-781, 2004.

33 Raemaekers JM, André MP, Federico M, Girinsky T, Ourmedaly
R, Brusamolino E, Brice P, Ferme C, van der Maazen R, Gotti
M, Bouabdallah R, Sebban CJ, Lievens Y, Re A, Stamatoullas A,
Morschhauser F, Lugtenburg PJ, Abruzzese E, Olivier P,
Casasnovas RO, Van Imhoff Gustaaf, Raveloarivahy T, Bellei M,
van der Borght T, Bardet S, Versari A, Hutchings M, Meignam
M and Fortpied C: Omitting radiotherapy in early positron-
emission tomography-negative stage I/II Hodgkin lymphoma is
associated with an increased risk of early relapse: Clinical results
of the preplanned interim analysis of the randomized
EORTC/LYSA/FIL H10 trial.J Clin Oncol 32: 1188-1194, 2014. 

34 Eich HT, Diehl V, Görgen H, Pabst T, Markova J, Debus J, Ho A,
Dörken B, Rank A, Grosu AL, Wiegel T, Karstens JH, Greil R,
Willich N, Schmidberger H, Döhner H, Borchmann P, Müller-
Hermelink HK, Müller RP, Engert A: Intensified chemotherapy and
dose-reduced involved-field radiotherapy in patients with early
unfavorable Hodgkin’s lymphoma: final analysis of the German
Hodgkin Study Group HD11 trial. J Clin Oncol 28: 4199-4206, 2010. 

35 Engert A and Raemaekers J: Treatment of early-stage Hodgkin
lymphoma. Semin Hematol 53: 165-170, 2016. 

36 Engert A, Plütschow A, Eich HT, Lohri A, Dörken B,
Borchmann P, Berger B, Greil R, Willborn KC, Wilhelm M,
Debus J, Eble MJ, Sökler M, Ho A, Rank A, Ganser A, Trümper
L, Bokemeyer C, Kirchner H, Schubert J, Král Z, Fuchs M,
Müller- Hermelink HK, Müller RP and Diehl V: Reduced
treatment intensity in patients with early-stage Hodgkin’s
lymphoma. N Engl J Med 363: 640-652, 2010. 

37 Diehl V, Franklin J, Pfreundschuh M, Lathan B, Paulus U,
Hasenclever D, Tesch H, Herrmann R, Dörken B, Müller-
Hermelink HK, Dühmke E and Loeffler M; German Hodgkin’s
Lymphoma Study Group :Standard and increased-dose BEACOPP

chemotherapy compared with COPP-ABVD for advanced
Hodgkin’s disease. N Engl J Med 348: 2386-2395, 2003.

38 Press OW, Li H, Schöder H, Straus DJ, Moskowitz CH, LeBlanc
M, Rimsza LM, Bartlett NL, Evens AM, Mittra ES, LaCasce AS,
Sweetenham JW, Barr PM, Fanale MA, Knopp MV, Noy A, Hsi
ED, Cook JR, Lechowicz MJ, Gascoyne RD, Leonard JP, Kahl
BS, Cheson BD, Fisher RI and Friedberg JW: US Intergroup
Trial of response-adapted therapy for stage III to IV Hodgkin
lymphoma using early interim fluorodeoxyglucose-positron
emission tomography imaging: Southwest Oncology Group
S0816. J Clin Oncol 34: 2020-2027, 2016.

39 Gallamini A, Patti C, Viviani S, Rossi A, Fiore F, Di Raimondo
F, Cantonetti M, Stelitano C, Feldman T, Gavarotti P, Sorasio R,
Mulè A, Leone M, Rambaldi A, Biggi A, Barrington S, Fallanca
F, Ficola U, Chauvie S and Gianni AM: Early chemotherapy
intensification with BEACOPP in advanced-stage Hodgkin
lymphoma patients with a interim-PET positive after two ABVD
courses. Br J Haematol 152: 551-560, 2011.

40 Hutchings M: How does PET/CT help in selecting therapy for
patients with Hodgkin lymphoma? Hematol Am Soc Hematol
Educ Programm 2012: 322-327, 2012.

41 Galamini A and Borra A: Role of PET in lymphoma. Curr Treat
Options Oncol 15: 248-261, 2014.

42 Specht L, Yahalom J, Illidge T, Berthelsen AK, Constine LS,
Eich HT, Girinsky T, Hoppe RT, Mauch P, Mikhaeel NG, Ng A
and ILROG: Modern radiation therapy for hodgkin lymphoma:
field and dose guidelines from the International Lymphoma
Radiation Oncology Group (ILROG).Int. J. Radiat Oncol Biol
Phys 89: 854-862, 2014.

43 Sickinger MT, von Tresckow B, Kobe C, Engert A, Borchmann
P and Skoetz N: Positron-emission tomography-adapted therapy
for the first-line treatment in individuals with Hodgkin
lymphoma. Cochrane Database Syst Rev 1: CD010533, 2015.

44 Iberri DJ, Hoppe RT and Advani RH: Hodgkin Lymphoma: the
Challenging role of radiation therapy in early-stage disease – the
role of functional imaging. Curr. Treat. Options Oncol 16: 45, 2015.

45 Witkowska M, Majchrzak A and Smolewski P: The role of
radiotherapy in Hodgkin’s Lymphoma: What has been achieved
during the last 50 years? Biomed Res Int 2015: 485071, 2015.

46 Heutte N, Flechtner HH, Mounier N, Mellink WA, Meerwaldt
JH, Eghbali H, van’t Veer MB, Noordijk EM, Kluin-Nelemans
JC, Lampka E, Thomas J, Lugtenburg PJ, Viterbo L, Carde P,
Hagenbeek A, van der Maazen RW, Smit WG, Brice P, van
Marwijk Kooy M, Baars JW, Poortmans P, Tirelli U, Leeksma
OC, Tomsic R, Feugier P, Salles G, Gabarre J, Kersten MJ, Van
Den Neste E, Creemers GJ, Gaillard I, Meijnders P, Tertian G,
Reman O, Muller HP, Troncy J, Blanc M, Schroyens W, Voogt
PJ, Wijermans P, Rieux C, Fermé C and Henry-Amar M: Quality
of life after successful treatment of early-stage Hodgkin’s
lymphoma: 10-year follow-up of the EORTC-GELA H8
randomised controlled trial. Lancet Oncol 10: 1160-1170, 2009.

47 André MPE, Girinsky T, Federico M, Reman O, Fortpied C,
Gotti M, Casasnovas O, Brice P, van der Maazen R, Re A,
Edeline V, Fermé C, van Imhoff G, Merli F, Bouabdallah R,
Sebban C, Specht L, Stamatoullas A, Delarue R, Fiaccadori V,
Bellei M, Raveloarivahy T, Versari A, Hutchings M, Meignan M
and Raemaekers J: Early Positron-emission tomography
response-adapted treatment in stage I and II Hodgkin lymphoma:
final results of the randomized EORTC/LYSA/FIL H10 trial. J
Clin Oncol 35: 1786-1794, 2017.

Angelopoulou et al: Baseline PET/CT and Hodgkin Lymphoma

5735



48 Vassilakopoulos TP, Angelopoulou MK, Siakantaris MP,
Kontopidou FN, Dimopoulou MN, Barbounis A, Grigorakis V,
Karkantaris C, Anargyrou K, Chatziioannou M, Rombos J,
Boussiotis VA, Vaiopoulos G, Kittas C and Pangalis GA:
Prognostic factors in advanced-stage Hodgkin’s lymphoma: the
significance of the number of involved anatomical sites. Eur J
Haematol 67: 279-288, 2001.

49 Kanoun S, Tal I, Berriolo-Riedinger A, Rossi C, Riedinger JM,
Vrigneaud JM, Legrand L, Humbert O, Casasnovas O, Brunotte
F and Cochet A: Influence of software tool and methological
aspects of total metabolic tumor volume calculation on baseline
[18F] FDG PET to predict survival in Hodgkin lymphoma. PLos
One 10: e0140830, 2015.

50 Kanoun S, Rossi C, Berriolo-Riedinger A, Dygai-Cochet I,
Cochet A, Humbert O, Toubeau M, Ferrant E, Brunotte F and
Casasnovas RO: Baseline metabolic tumour volume is an
independent prognostic factor in Hodgkin lymphoma. Eur J Nucl
Med Mol Imaging 41: 1735-1743, 2014.

51 Meignam M: Baseline metabolic tumour volume in Hodgkin
lymphoma :the prognostic value of accessory cells. Eur J Nucl
Med Mol Imaging 41: 1732-1734, 2014.

52 Procházka V, Klugar M, Bachanova V, Klugarova J, Tuckova D
and Papajik T: Comparing the accuracy of quantitative versus
qualitative analyses of interim PET to prognosticate Hodgkin
lymphoma: a systematic review protocol of diagnostic test
accuracy. BMJ Open 6: e011729, 2016.

Received August 19, 2017
Revised September 11, 2017

Accepted September 14, 2017

ANTICANCER RESEARCH 37: 5727-5736 (2017)

5736


