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Abstract

Background: The aim of this study is to find the sensitivity of the [18F]FDG PET/CT and the classification of the primary sites 
of carcinoma of unknown primary (CUP) as a single-center experience.

Material and methods: Sixty-eight patients with a mean age of 62.43 ± 12.78 years were included in this study retrospectively. 
Sixty-five patients had biopsy or surgery after PET/CT, which revealed pathological diagnoses of malign primary tumors, while 
primary tumor site could not be detected in three patients with histopathological examination. We evaluated the primary site 
of CUP with [18F]FDG PET/CT.

Results: Primary sites of three patients were not determined by histopathological examination. Malign lesions indicating the 
primary site of tumor were identified in 52 of 68 patients with PET/CT correctly. The primary tumor was lung cancer in 14 patients, 
cholangiocellular cancer in 9 patients, lymphoma in 9 patients, pancreas cancer in 6 patients, gastric cancer in 4 patients, ovary 
cancer in 4 patients, colon cancer in 4 patients, breast cancer in 3 patients, hepatocellular cancer in 2 patients, rectal cancer 
in 2 patients, sarcoma in 2 patients, esophagus, renal cell cancer, squamous cell cancer, endometrium cancer, malign mela-
noma, and multiple myeloma in 1 patient with histopathological examination. PET/CT was false positive in one patient. There 
were 13 patients in whom primary tumor could not be localized by PET/CT, but was diagnosed by histopathological evaluation.

Conclusions: PET/CT should be the first-line diagnostic tool for CUP, other diagnostic imaging tools should be applied after 
a negative whole-body PET/CT.
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Introduction

Cancer of unknown primary (CUP) presents with metastasis and 
the original site of malignancy cannot be identified with a properly 
standardized diagnostic work-up. CUP is a separate entity because 

of its different biological properties from other known primary 
tumors [1]. CUP is one of the ten most frequent cancers and the 
fourth most common cancer-related death cause [2]. Identification 
of the primary tumor influences the patient management positively 
because specific chemotherapy regimens and targeted therapy 
develop continuously [3]. 

Detection of the primary tumor in CUP is a diagnostic chal-
lenge. Despite many investigations, the primary tumor cannot 
be identified. The detection rate of the primary tumor varies in 
a range of 22–73% [2, 4]. Whole-body scanning with fluorode-
oxyglucose (FDG) positron emission tomography/computed to-
mography (PET/CT) may detect the primary tumor. FDG PET/CT 
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provides functional and anatomical imaging [4]. The therapeutic 
impact of PET/CT is not only the localization of the primary tumor 
but also the result of the identification of additional metasta-
ses [5, 6]. FDG PET/CT contributes to patient management by 
determining the extent of the disease [7]. Despite the identification 
of the primary tumor, optimal staging, and an opportunity for prog-
nosis, monitoring of chemotherapy response can be evaluated by 
FDG PET/CT [8].

In this study, we aimed to find the sensitivity of the [18F]FDG 
PET/CT and the classification of the primary sites of CUP as a sin-
gle-center experience.

Material and methods

Sixty-eight patients (31 female and 37 male) with a mean age of 
62.43 ± 12.78 years (min.: 29, max.: 88) were enrolled in this study 
retrospectively. Sixty-five patients had biopsy or surgery after 
PET/CT, which revealed malign pathological diagnoses of the pri-
mary tumor, while primary tumor sites of three patients could not be 
found with histopathological examination. We evaluated the primary 
site of CUP with [18F]FDG PET/CT. An ethical approval was ob-
tained from Mustafa Kemal University Local Ethics Committee. 

[18F]FDG PET/CT imaging
All patients underwent [18F]FDG PET/CT imaging after 6 hours of 

fasting. Before [18F]FDG injection, the blood glucose of all pa-
tients was evaluated and a blood sugar level less than 180 mg/dL 
was accepted. Oral contrast was given to all patients without 
intravenous (iv) contrast. After iv injection of F-18 FDG in a dose 
of ~300–450 mBq according to body weight. Approximately 
60 minutes after injection, whole-body scan from vertex to feet 
was acquired by a PET/CT scanner (Siemens, BioGraph mCT, 
Germany) with 1–2 minute acquisition for each 6–8 bed positions. 
The CT scan was used for attenuation correction and anatomical 
localization. The images were evaluated by two experienced nuclear 
medicine specialists both visually and semiquantitatively. A lesion 
with a SUVmax value equal to or greater than 2.5 other than met-
astatic lesions was considered as the primary site of the tumor. 

Data analysis
Age which is a quantitative parameter was represented 

as mean±standard deviation. Qualitative parameters such as gen-
der and primary sites of CUP were expressed as frequency. Sen-
sitivity, specificity, and accuracy of PET/CT were calculated as the 
histopathological results accepted as gold standard.

Results

Locations of the metastatic foci were as liver in 29, bone in 13, 
lymphadenopathy in 10, peritoneal carcinomatosis or omental cake 
in 5, brain in 6, adrenal in 2, lung in 1, ascites in 1, and pelvic mass in 
1 patient. Sixty-five patients had malignancy with histopathological 
evaluation. The primary sites of three patients were not determined 
by histopathological examination. Malign lesions indicating the pri-
mary site of tumor were identified in 52 of 68 patients with PET/CT 
correctly. Fifty-two patients detected with PET/CT had malign 
histopathological results. The primary tumor was lung cancer in 
14 patients, cholangiocellular cancer in 9 patients, lymphoma in 

9 patients, pancreas cancer in 6 patients, gastric cancer in 4 pa-
tients, ovarian cancer in 4 patients, colon cancer in 4 patients, 
breast cancer in 3 patients, hepatocellular cancer in 2 patients, 
rectal cancer in 2 patients, sarcoma in 2 patients, esophagus, renal 
cell cancer, squamous cell cancer, endometrium cancer, malign 
melanoma and multiple myeloma in 1 patient with histopatholog-
ical examination. PET/CT could not detect the primary tumor site 
in 16 patients correctly. PET/CT was false positive in one patient. 
There were 13 patients that primary tumor could not be localized 
by PET/CT, but was diagnosed by histopathological evaluation. 
The diagnosis was lymphoma in four patients, ovary cancer in 
three patients, lung cancer in three patients, malign melanoma 
in one patient, sarcoma in one patient, squamous cell cancer in 
one patient. Sensitivity, specificity, and accuracy values were 80%, 
66.7%, and 79.4% respectively (Fig. 1 and 2). 

Discussion

CUP is an aggressive disease with early dissemination, ac-
counting for 3–5% of all malignant epithelial tumors [9]. Accurate 
localization of the primary tumor provides the targeted therapy 
and maintains better locoregional treatment and survival [10]. The 
primary site of cancer can be identified as antemortem in less than 
20% of patients with CUP despite extensive workup and 70% of 
cases remained undiagnosed in autopsy series. Half of the pa-
tients with CUP are diagnosed as well to moderately differentiated 
adenocarcinoma, 30% with poorly differentiated or undifferentiated 
carcinomas, 15% with squamous cell carcinomas, and 5% with 
undifferentiated carcinomas [11].

FDG PET/CT is a noninvasive and sensitive whole-body imaging 
modality both allowing for the detection of the primary tumor and 
tumor staging. FDG PET/CT should be used as a first-line imaging 
modality rather than using after other imaging procedures that 
failed to detect primary tumors [12]. If PET/CT is used as an initial 
workup, it may reduce the cost, save time and guide the other 
examinations and biopsies [13]. PET/CT-directed biopsy is also 
more accurate than random biopsies for the detection of the occult 
primary tumor [14]. High glucose metabolism in cancer cells is ex-
ploited in PET/CT scans [15]. FDG PET/CT is not a specific for 
malign tumors. [18F]FDG is also accumulated in inflammatory or 
benign tumors and causes false-positive results [7]. Tumors with 
low or no FDG uptake may be missed with PET/CT [2]. FDG PET/CT 
also guides biopsy of probable sites of the primary tumor. Intrave-
nous contrast enhancement improves the detection of non-FDG 
avid tumors like hepatocellular carcinoma, neuroendocrine tumors, 
and bronchoalveolar carcinoma [16].

Kaya et al. [17] evaluated the primary tumor site with metastatic 
carcinoma of unknown origin. FDG PET/CT detected the primary 
tumor in 24 of 43 patients (55.8%), with one false positive benign 
inflammatory lung lesion. Positive predictive value (PPV) of PET/CT 
was 96%, whereas in 18 patients (41.8%) scan was negative. Most 
of the primary (54.2%) tumors were in the lung. In our study, there 
was only one false-positive result too. In this false positive patient, 
the primary site was taught ovary with PET/CT, but hypermetabolism 
in the ovary was physiological as seen in other imaging methods. 
In another study, the primary tumor was correctly identified in 24% 
of patients. 31% of patients had metastatic spread without clear 
identification of a primary tumor. In 4% of patients had a potential 
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Figure 1. Multiple metastatic lesions on pelvic bones were incidentally detected with bone scintigraphy in a 55-year-old male patient. A lung 
lesion compatible with the primary tumor was detected in the superior segment of the inferior lobe of the right lung with positron emission 
tomography/computed tomography 

Figure 2. Positron emission tomography/computed tomography was performed for the metastatic lesion in the cerebellum in 62-year-old male 
patients. The primary tumor was detected in the hepatic flexure of the colon
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primary tumor identified turned out to be false positive. The sen-
sitivity, specificity, PPV, and negative predictive value (NPV) were 
found at 96%, 80%, 95% and 86% when the presence or absence 
of malignant lesions anywhere in the body were considered [18]. In 
a study of Deonarine et al. [19], the overall detection rate of primary 
tumor locations with FDG PET/CT and additional investigations and 
procedures was 49% with the detection rate of FDG PET/CT being 
37.3% and the sensitivity was 79.2%. Lung was the most common 
primary tumor site and they mentioned that FDG PET/CT should be 
an early method to improve the accuracy of tumor staging. As in 
these studies, the most common primary tumor was in the lung. 
Fencl et al. [20] found the sensitivity and specificity 62.0% and 
81.9% for the primary search, 93.6%, and 85.7% for the presence of 
malignancy search. In our study, the most common primary tumor 
site was the lung as in these previous studies. In a study of Tamam 
et al. [21] FDG PET/CT findings correctly diagnosed lesions as the 
site of the primary true positive in 75% (238 of 316 patients) with the 
most common was lung cancer (42.4%). Fifty-six cases were false 
negative with PET/CT. The sensitivity, specificity, accuracy, PPV and 
NPV of PET/CT were 81%, 45%, 78%, 95% and 15%, respectively 
[21]. In our study, the sensitivity (80%) and accuracy (79.4%) were 
similar to the study of Tamam et al. [21].

In some studies identification of the primary tumor was studied 
in specific metastatic locations. Koç et al. [22] studied the primary 
tumor which has been admitted with brain metastases. Twenty of 
26 patients had positive PET/CT for the primary tumor, 6 lung cancer, 
9 primary brain tumor, 2 renal cell carcinoma, 1 skin, 1 breast, and 
1 neuroendocrine tumor. They mentioned that PET/CT must be per-
formed in patients with brain metastases to find the primary tumor. 
Dandekar et al. [23] studied the utility of PET in an unknown primary 
with cervical metastases. They found the sensitivity and specificity 
of conventional imaging 92.3% and 50% whereas FDG PET showed 
92.8% and 71.4%, respectively. PET had an additional benefit over 
CT because PET aids in screening infraclavicular primaries and 
distant metastases. Fan et al. [24] observed patients with malig-
nant ascites of unknown primary sites after conventional imaging 
methods. 23 of 28 cases had elevated FDG with 20 patients were 
confirmed by pathology, but 3 were found to be falsely positive 
due to tuberculosis. In patients with bone metastasis of unknown 
origin, the primary tumor was identified in 92% of patients, with the 
most common cause being adenocarcinoma. The most common 
primary tumor was lung carcinoma (52%) [25].

In a study, the performance of FDG PET/CT was compared with 
conventional imaging methods, including CT, magnetic resonance 
imaging, and mammography in cancer of unknown primary. FDG 
PET/CT detected the primary tumor more than conventional im-
aging, but not statistically significant. It was considered that FDG 
PET/CT can be performed as a first-line imaging tool and then 
adding radiodiagnostic imaging in selective cases [5]. Jain et al. 
[16] mentioned that tumors that cannot be identified with PET/CT 
should be subjected to further extensive workup. All patients do 
not require PET/CT to identify the primary tumor. The decision of 
PET/CT scan should be made multidisciplinary [14]. But in a few 
studies, it was found that FDG PET/CT did not have or might be 
less diagnostic advantage than expected over CT or extensive 
conventional diagnostic workups for the detection of primary tumor 
site in CUP patients [26, 27]. Invasive diagnostic procedures or 

additional imaging were reduced after PET/CT. Additional imaging 
of selected organs was needed in individual cases after PET/CT 
[28]. As a limitation, FDG PET/CT had a very low detection rate in 
locating the primary site in metastatic melanoma and metastatic 
location in the axilla [29]. We have only one patient diagnosed with 
malign melanoma, and in this patient PET/CT could not detect the 
primary tumor site. 

As in our study, PET/CT should be the first-line diagnostic tool for 
CUP, because almost four of five patients’ primary tumor sites can 
be determined with PET/CT. Other diagnostic imaging tools should 
be applied after a negative whole-body PET/CT. 

References

1. Losa F, Iglesias L, Pané M, et al. 2018 consensus statement by the Spanish 

Society of Pathology and the Spanish Society of Medical Oncology on the 

diagnosis and treatment of cancer of unknown primary. Clin Transl Oncol. 

2018; 20(11): 1361–1372, doi: 10.1007/s12094-018-1899-z, indexed in 

Pubmed: 29808414.

2. Kwee TC, Kwee RM. Combined FDG-PET/CT for the detection of unknown 

primary tumors: systematic review and meta-analysis. Eur Radiol. 2009; 

19(3): 731–744, doi: 10.1007/s00330-008-1194-4, indexed in Pubmed: 

18925401.

3. Moller AK, Loft A, Berthelsen AK, et al. 18F-FDG PET/CT as a diagnostic 

tool in patients with extracervical carcinoma of unknown primary site: 

a literature review. Oncologist. 2011; 16(4): 445–451, doi: 10.1634/theon-

cologist.2010-0189, indexed in Pubmed: 21427201.

4. Riaz S, Nawaz MK, Faruqui ZS, et al. Diagnostic accuracy of 18F-fluorode-

oxyglucose positron emission tomography-computed tomography in the 

evaluation of carcinoma of unknown primary. Mol Imaging Radionucl Ther. 

2016; 25(1): 11–18, doi: 10.4274/mirt.05706, indexed in Pubmed: 27299283.

5. Cetin Avci N, Hatipoglu F, Alacacıoglu A, et al. FDG PET/CT and conventional 

imaging methods in cancer of unknown primary: an approach to overscan-

ning. Nucl Med Mol Imaging. 2018; 52(6): 438–444, doi: 10.1007/s13139-

018-0544-7, indexed in Pubmed: 30538775.

6. Garin E, Prigent-Lejeune F, Lesimple T, et al. Impact of PET-FDG in 

the diagnosis and therapeutic care of patients presenting with metas-

tases of unknown primary. Cancer Invest. 2007; 25(4): 232–239, doi: 

10.1080/07357900701206331, indexed in Pubmed: 17612933.

7. Cengiz A, Göksel S, Yürekli Y. Diagnostic value of 18F-FDG PET/CT in 

patients with carcinoma of unknown primary. Mol Imaging Radionucl 

Ther. 2018; 27(3): 126–132, doi: 10.4274/mirt.64426, indexed in Pubmed: 

30317849.

8. Yapar Z, Kibar M, Yapar AF, et al. The value of 18F-fluorodeoxyglucose 

positron emission tomography/computed tomography in carcinoma of 

an unknown primary: diagnosis and follow-up. Nucl Med Commun. 2010; 

31(1): 59–66, doi: 10.1097/MNM.0b013e328332b340, indexed in Pubmed: 

19952921.

9. Pavlidis N, Pentheroudakis G. Cancer of unknown primary site. Lancet. 

2012; 379(9824): 1428–1435, doi: 10.1016/s0140-6736(11)61178-1, indexed 

in Pubmed: 22414598.

10. Liu Y. FDG PET/CT for metastatic squamous cell carcinoma of unknown 

primary of the head and neck. Oral Oncol. 2019; 92: 46–51, doi: 10.1016/j.

oraloncology.2019.03.014, indexed in Pubmed: 31010622.

11. Pavlidis N, Fizazi K. Carcinoma of unknown primary (CUP). Crit Rev Oncol 

Hematol. 2009; 69(3): 271–278, doi: 10.1016/j.critrevonc.2008.09.005, 

indexed in Pubmed: 18977667.

12. Han A, Xue J, Hu M, et al. Clinical value of 18F-FDG PET-CT in detecting 

primary tumor for patients with carcinoma of unknown primary. Cancer 

Epidemiol. 2012; 36(5): 470–475, doi: 10.1016/j.canep.2012.03.002, indexed 

in Pubmed: 22504050.

http://dx.doi.org/10.1007/s12094-018-1899-z
https://www.ncbi.nlm.nih.gov/pubmed/29808414
http://dx.doi.org/10.1007/s00330-008-1194-4
https://www.ncbi.nlm.nih.gov/pubmed/18925401
http://dx.doi.org/10.1634/theoncologist.2010-0189
http://dx.doi.org/10.1634/theoncologist.2010-0189
https://www.ncbi.nlm.nih.gov/pubmed/21427201
http://dx.doi.org/10.4274/mirt.05706
https://www.ncbi.nlm.nih.gov/pubmed/27299283
http://dx.doi.org/10.1007/s13139-018-0544-7
http://dx.doi.org/10.1007/s13139-018-0544-7
https://www.ncbi.nlm.nih.gov/pubmed/30538775
http://dx.doi.org/10.1080/07357900701206331
https://www.ncbi.nlm.nih.gov/pubmed/17612933
http://dx.doi.org/10.4274/mirt.64426
https://www.ncbi.nlm.nih.gov/pubmed/30317849
http://dx.doi.org/10.1097/MNM.0b013e328332b340
https://www.ncbi.nlm.nih.gov/pubmed/19952921
http://dx.doi.org/10.1016/s0140-6736(11)61178-1
https://www.ncbi.nlm.nih.gov/pubmed/22414598
http://dx.doi.org/10.1016/j.oraloncology.2019.03.014
http://dx.doi.org/10.1016/j.oraloncology.2019.03.014
https://www.ncbi.nlm.nih.gov/pubmed/31010622
http://dx.doi.org/10.1016/j.critrevonc.2008.09.005
https://www.ncbi.nlm.nih.gov/pubmed/18977667
http://dx.doi.org/10.1016/j.canep.2012.03.002
https://www.ncbi.nlm.nih.gov/pubmed/22504050


5www.journals.viamedica.pl/nuclear_medicine_review

Hasan Ikbal Atilgan, Hulya Yalcin, PET/CT for carcinoma of unknown primary

Original

13. Pak K, Kim SJ, Kim IJ, et al. Clinical implication of (18)F-FDG PET/CT in 

carcinoma of unknown primary. Neoplasma. 2011; 58(2): 135–139, doi: 

10.4149/neo_2011_02_135, indexed in Pubmed: 21275463.

14. Kinder KJ, Lavertu P, Yao M. Positron emission tomography in head and 

neck squamous cell carcinoma of unknown primary. PET Clin. 2012; 7(4): 

443–452, doi: 10.1016/j.cpet.2012.06.007, indexed in Pubmed: 27157650.

15. Burglin SA, Hess S, Høilund-Carlsen PF, et al. 18F-FDG PET/CT for detection 

of the primary tumor in adults with extracervical metastases from cancer 

of unknown primary: a systematic review and meta-analysis. Medicine 

(Baltimore). 2017; 96(16): e6713, doi: 10.1097/MD.0000000000006713, 

indexed in Pubmed: 28422888.

16. Jain A, Srivastava MK, Pawaskar AS, et al. Contrast-enhanced [18F] fluo-

rodeoxyglucose-positron emission tomography-computed tomography as 

an initial imaging modality in patients presenting with metastatic malignancy 

of undefined primary origin. Indian J Nucl Med. 2015; 30(3): 213–220, doi: 

10.4103/0972-3919.158529, indexed in Pubmed: 26170563.

17. Kaya AO, Coskun U, Unlu M, et al. Whole body 18F-FDG PET/CT imaging 

in the detection of primary tumours in patients with a metastatic carcinoma 

of unknown origin. Asian Pac J Cancer Prev. 2008; 9(4): 683–686, indexed 

in Pubmed: 19256759.

18. Breuer N, Behrendt FF, Heinzel A, et al. Prognostic relevance of (18)F-FDG 

PET/CT in carcinoma of unknown primary. Clin Nucl Med. 2014; 39(2): 131– 

–135, doi: 10.1097/RLU.0000000000000304, indexed in Pubmed: 24368527.

19. Deonarine P, Han S, Poon FW, et al. The role of 18F-fluoro-2-deoxyglucose 

positron emission tomography/computed tomography in the management 

of patients with carcinoma of unknown primary. Scott Med J. 2013; 58(3): 

154–162, doi: 10.1177/0036933013496958, indexed in Pubmed: 23960054.

20. Fencl P, Belohlavek O, Skopalova M, et al. Prognostic and diagnostic 

accuracy of [18F]FDG-PET/CT in 190 patients with carcinoma of unknown 

primary. Eur J Nucl Med Mol Imaging. 2007; 34(11): 1783–1792, doi: 

10.1007/s00259-007-0456-8, indexed in Pubmed: 17541584.

21. Tamam MO, Mulazimoglu M, Guveli TK, et al. Prediction of survival and 

evaluation of diagnostic accuracy whole body 18F-fluoro-2-deoxyglucose 

positron emission tomography/computed tomography in the detection 

carcinoma of unknown primary origin. Eur Rev Med Pharmacol Sci. 2012; 

16(15): 2120–2130, indexed in Pubmed: 23280029.

22. Koç ZP, Kara PÖ, Dağtekin A. Detection of unknown primary tumor in patients 

presented with brain metastasis by F-18 fluorodeoxyglucose positron emis-

sion tomography/computed tomography. CNS Oncol. 2018; 7(2): CNS12, 

doi: 10.2217/cns-2017-0018, indexed in Pubmed: 29708403.

23. Dandekar MR, Kannan S, Rangarajan V, et al. Utility of PET in unknown 

primary with cervical metastasis: a retrospective study. Indian J Cancer. 

2011; 48(2): 181–186, doi: 10.4103/0019-509X.82882, indexed in Pubmed: 

21768663.

24. Fan HB, Wang AJ, Yang DL, et al. Use of 18F-FDG PET/CT to locate 

primary malignancies in patients with hepatic cirrhosis and malignant 

ascites. Chin J Cancer Res. 2013; 25(5): 500–504, doi: 10.3978/j.issn.1000-

9604.2013.09.01, indexed in Pubmed: 24255572.

25. Budak E, Yanarateş A. Role of F-FDG PET/CT in the detection of primary 

malignancy in patients with bone metastasis of unknown origin. Rev Esp 

Med Nucl Imagen Mol (Engl Ed). 2020; 39(1): 14–19, doi: 10.1016/j.

remn.2019.06.002, indexed in Pubmed: 31744788.

26. Møller AK, Loft A, Berthelsen AK, et al. A prospective comparison of 18F-FDG 

PET/CT and CT as diagnostic tools to identify the primary tumor site in 

patients with extracervical carcinoma of unknown primary site. Oncologist. 

2012; 17(9): 1146–1154, doi: 10.1634/theoncologist.2011-0449, indexed 

in Pubmed: 22711751.

27. Park JS, Yim JJ, Kang WJ, et al. Detection of primary sites in unknown 

primary tumors using FDG-PET or FDG-PET/CT. BMC Res Notes. 2011; 4: 

56, doi: 10.1186/1756-0500-4-56, indexed in Pubmed: 21385465.

28. Reinert CP, Sekler J, la Fougère C, et al. Impact of PET/CT on clinical man-

agement in patients with cancer of unknown primary-a PET/CT registry study. 

Eur Radiol. 2020; 30(3): 1325–1333, doi: 10.1007/s00330-019-06518-9, 

indexed in Pubmed: 31728688.

29. Yu X, Li X, Song X, et al. Advantages and disadvantages of F-18 fluoro-

deoxyglucose positron emission tomography/computed tomography in 

carcinoma of unknown primary. Oncol Lett. 2016; 12(5): 3785–3792, doi: 

10.3892/ol.2016.5203, indexed in Pubmed: 27895731.

http://dx.doi.org/10.4149/neo_2011_02_135
https://www.ncbi.nlm.nih.gov/pubmed/21275463
http://dx.doi.org/10.1016/j.cpet.2012.06.007
https://www.ncbi.nlm.nih.gov/pubmed/27157650
http://dx.doi.org/10.1097/MD.0000000000006713
https://www.ncbi.nlm.nih.gov/pubmed/28422888
http://dx.doi.org/10.4103/0972-3919.158529
https://www.ncbi.nlm.nih.gov/pubmed/26170563
https://www.ncbi.nlm.nih.gov/pubmed/19256759
http://dx.doi.org/10.1097/RLU.0000000000000304
https://www.ncbi.nlm.nih.gov/pubmed/24368527
http://dx.doi.org/10.1177/0036933013496958
https://www.ncbi.nlm.nih.gov/pubmed/23960054
http://dx.doi.org/10.1007/s00259-007-0456-8
https://www.ncbi.nlm.nih.gov/pubmed/17541584
https://www.ncbi.nlm.nih.gov/pubmed/23280029
http://dx.doi.org/10.2217/cns-2017-0018
https://www.ncbi.nlm.nih.gov/pubmed/29708403
http://dx.doi.org/10.4103/0019-509X.82882
https://www.ncbi.nlm.nih.gov/pubmed/21768663
http://dx.doi.org/10.3978/j.issn.1000-9604.2013.09.01
http://dx.doi.org/10.3978/j.issn.1000-9604.2013.09.01
https://www.ncbi.nlm.nih.gov/pubmed/24255572
http://dx.doi.org/10.1016/j.remn.2019.06.002
http://dx.doi.org/10.1016/j.remn.2019.06.002
https://www.ncbi.nlm.nih.gov/pubmed/31744788
http://dx.doi.org/10.1634/theoncologist.2011-0449
https://www.ncbi.nlm.nih.gov/pubmed/22711751
http://dx.doi.org/10.1186/1756-0500-4-56
https://www.ncbi.nlm.nih.gov/pubmed/21385465
http://dx.doi.org/10.1007/s00330-019-06518-9
https://www.ncbi.nlm.nih.gov/pubmed/31728688
http://dx.doi.org/10.3892/ol.2016.5203
https://www.ncbi.nlm.nih.gov/pubmed/27895731

	_GoBack
	_GoBack
	_Hlk3213308
	_Hlk3213522
	_Hlk18447658
	_Hlk22685247
	_Hlk22678799
	_Hlk40635078
	_Hlk40631476
	_Hlk40635141
	_Hlk22679109
	_Hlk50996746
	_Hlk50996795
	_Hlk64728893
	_Hlk50999321
	_Hlk3214047
	_GoBack
	_GoBack
	OLE_LINK1
	OLE_LINK2
	OLE_LINK3
	OLE_LINK109
	OLE_LINK110
	_Hlk93672782
	OLE_LINK52
	OLE_LINK53
	OLE_LINK5
	OLE_LINK6
	_GoBack
	OLE_LINK7
	OLE_LINK8
	_Hlk92127778
	OLE_LINK9
	OLE_LINK10
	OLE_LINK13
	OLE_LINK14
	OLE_LINK21
	OLE_LINK22
	OLE_LINK25
	OLE_LINK26
	OLE_LINK46
	OLE_LINK47
	OLE_LINK48
	OLE_LINK49
	OLE_LINK43
	OLE_LINK44
	_Hlk40820972
	_Hlk67861989
	_Hlk80394563
	_Hlk80387849
	_Hlk74688686
	_Hlk74695260
	_Hlk80950092
	_GoBack
	_Hlk81929340
	_Hlk81932905
	_Hlk81932990
	_Hlk80879200
	_Hlk80878703
	_GoBack
	04_NMR_2022_1_O_Okada.pdf
	_Hlk3213308
	_Hlk3213522
	_Hlk18447658
	_Hlk22685247
	_Hlk22678799
	_Hlk40635078
	_Hlk40631476
	_Hlk40635141
	_Hlk22679109
	_Hlk50996746
	_Hlk50996795
	_Hlk64728893
	_Hlk50999321
	_Hlk3214047

	Pusta strona
	Pusta strona



