
Ismaheel O. Lawal MD,

Kehinde O. Ololade MD,

Thabo Lengana MD, 

Florette Reyneke MD, 

Alfred O. Ankrah MD, 

Thomas Ebenhan PhD, 

Mariza Vorster MD, PhD, 

Mike M. Sathekge MD, PhD

Department of Nuclear Medicine, 

University of Pretoria and  Steve 

Biko Academic Hospital,  Pretoria, 

South Africa.

Keywords: Neuroendocrine tumors 
68- Ga-dotatate, -PET/CT

- Pheochromocytoma- Carcinoid

Corresponding author: 
Mike M. Sathekge, MD, PhD

 Department of Nuclear Medicine,

 University of Pretoria and 

Steve Biko Academic Hospital, 

Private Bag X169, Pretoria 0001,

 South Africa. 

mike.sathekge@up.ac.za

Rece�ved:

    16 March 2017 

 Accepted revised:

    20 May 2017

Gallium-68-dotatate PET/CT is better than CT in the 

management of somatostatin expressing tumors: First 

experience in Africa

Abstract
Objectives: In this study we aimed to present our experience on the use of Gallium-68-dotatate with posi-

68tron emission tomography, computed tomography ( Ga-dotatate PET/CT) in the management of neuro-
endocrine tumors (NET) and other somatostatin expressing tumors. Subjects and Methods: We retro-
spectively reviewed patients with histologically con�rmed or biochemically suspected NET and other 

68somatostatin expressing (SSTR) tumors imaged at our department with Ga-dotatate PET/CT. We deter-
mined the performance of this imaging technique as well as its impact on patients management. A total of 
203 patients were studied: 103 females, 100 males median age 52years. Results: The commonest tumor 
type was gastroenteropancreatic NET (41% of patients) and the commonest sites of distant metastases 
were lymph nodes and the liver 34.0% and 30.5% respectively. Positron emission tomography detected fo-
ci of disease in 19 patients where CT was falsely negative. The sensitivity, speci�city, positive predictive va-

68lue, negative predictive value and accuracy of Ga-dotatate PET/CT imaging of NET and other SST expres-
sing tumors were 94.16%, 91.89%, 95.55%, 89.47% and 96.55% respectively. Conclusion: Gallium-68-do-
tatate PET/CT was better than CT in detecting primary sites of the disease and highly sensitive and speci�c 
for diagnosis and treatment of NET and other SSTR expressing tumors.
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Introduction

Neuroendocrine tumors (NET) are a diverse group of slow growing tumors that 
overexpress the somatostatin receptors (SSTR). They derive from the 
ectodermal neural crest cells [1]. The wide dispersal of the neural crest cells ex-

plains the ubiquity of NET affecting almost all organs of the body. Neuroendocrine tu-
mors have been traditionally described as rare tumors with an incidence of 2.5-5/100, 
000 in the US [2]. However, their incidence has been on the increase in most regions of 
the world over the course of the last four decades [3]. This has been largely attributed to 
increase in the rate of disease detection [4]. In the US, the age-adjusted incidence of 
gastroenteropancreatic NET increased from 1.00 to 3.65 between the years 2003 and 
2007 [5]. In the UK, a rise in the incidence of gastrointestinal NET of 4.8 in males and of 3.8 
in females was reported in the years between the 1970 and early 2000 [6]. Similar rise has 
been reported in other parts of the world [3]. Neuroendocrine tumors are generally less 
agressive compared to tumors of other histologies of the same organ [7]. 

Neuroendocrine tumors can be described as secretory or non-secretory tumors. The 
secretory NET produce different vasoactive peptides owing to their ability to take up 
amines precursors and decarboxylate them. They therefore become symptomatic even 
when they are quite small and their localization during imaging is challenging. Conver-
sely, non-secretory NET may remain undetectable until they are advanced or widely me-
tastatic or as a result of pressure symptoms or complications.

Functional imaging with nuclear medicine techniques have studied the overexpres-
sion of SSTR tumors as well as their ability to uptake amines [8] and is useful in localizing 
initial staging or re-staging following treatment and in selecting patients for peptide 
receptor radionuclide therapy (PRRT) [9].

Somatostatin analogue imaging of NET and other SSTR tumors is done using gallium-
6868 datatate in positron emission tomography/computed tomography ( Ga-dotatate 

PET/CT) imaging. Dotatate is an acronym where dota stands for 1, 4, 7, 10 tetraazacyclo-
dodecane-1, 4, 7, 10-tetraacetic acid which is a bi-functional chelator that binds an ana-

1 3 8logue of octreotide (D-Phe -Tyr -Thr -octrotide) ) to the radionuclide gallium-68. Tate 
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1 3 8stands for D-Phe -Tyr -Thr -octrotide which is a synthetic 
analogue of somatostatin. This radiopharmaceutical used in 
PET imaging performs better than anatomic imaging only 
with CT or magnetic resonance imaging (MRI) [10-12]. Tradi-
tionally, functional imaging of NET uses single photon emis-
sion tomography (SPET) technique with indium-111 conju-
gated with diethyl triamine penta-acetic acid to octreotide 

111( In-DTPA-octreotide) or radioiodine-123 or -131 labeled 
123,131 68metaiodobenzylguanidine ( I-MIBG) [13-15]. Ga-dota-

tate PET/CT imaging has however been shown to outper-
form SPET imaging [16] as the imaging modality of choice in 
the management of NET leading to change in patient 
management in up to 81% of patients [17, 18].

The aim of this study was to report our experience on 
68using Ga-dotatate PET/CT scans in the management of pa-

tients with NET and other SSTR tumors. To the best of our 
knowledge, this is the �rst such study reported from Africa.  

Subjects and Methods

68This was a retrospective study of Ga-dotatate PET/CT ima-
ging done in patients with NET and other SSTR tumors gra-
des I and II between November 2011 and February 2017 car-
ried out in the Department of Nuclear Medicine, Steve Biko 
Academic Hospital, Pretoria, South Africa.

68Dotatate was mixed with Ga to prepare the radiophar-
maceutical and was administered intravenously (i.v.) in a 
dose of 150 to 250MBq with purity greater than 95% [19]. 
Concentration of dotatate injected varied from 20µg to 50 
µg. Patients on treatment with short or with long acting so-
matostatin analogues discontinued their medication for 24 
hours or for 3 to 4 weeks prior to imaging. 

Gallium-68-dotatate PET/CT scan was performed accor-
ding to European Association of Nuclear Medicine guide-
lines [20]. Imaging was acquired on a Biograph 40 TruePoint 
PET/CT scanner (Siemens Medical Solution, Illinois, USA). 
Whole-body (vertex to mid-thigh) CT imaging commenced 
after about 65 min. (range: 55 to 70min). Thirty mL of gastro-
gra�n (Bayers, Isando, South Africa) in 1 liter of water was 
given orally over 1 hour prior to imaging. For an intravenous 
contrast agent, 100mL of Omnipaque (GE Healthcare, Wis-
consin, USA) which contains 350mg of iodine was given. PET 
scan was acquired in 3D-mode with acquisition time of 4min 
per bed position. Computed tomography data were used for 
attenuation correction. Image reconstruction was done wi-
th iterative reconstruction algorithm. No side effects were 
noticed.

Image interpretation
Reconstructed images were displayed on a workstation 
equipped with syngo, image processing software (Siemens 
Medical Solutions, Illinois, USA). Reconstructed axial, coro-
nal and sagittal images were viewed as PET, CT and fused 
PET/CT images. Areas of abnormally increased tracer accu-
mulation were considered as positive for the presence of SS-
TR tumors and were correlated with the CT images. Areas of 
disparity between PET and CT �ndings were noted. Findings 

on PET/CT images were compared with the pre-imaging tre-
atment plan. Image interpretation was done by two experi-
enced nuclear medicine physicians. Areas of disagreement 
were resolved by a third physician. Presence or absence of 
malignant disease was determined by biopsy and histo-
logical examination and disease progression by imaging. 
Positron emission tomography �ndings were considered as 
true positive, if histologically con�rmed as SSTR tumors or if 
their size and tracer uptake increased on the subsequent 
images. Findings were considered as false positive when 

68there was Ga-dotatate uptake in in�ammatory changes. 
Unequivocal CT lesions but histologically positive for SSTR 
were considered as false negative.

Statistical analysis
Descriptive data were presented as mean±standard devi-
ation (M±SD) when normally distributed and as median 
(range) for skewed data. Categorical data were presented as 
frequency (percentage). A two by two table was used to de-

68termine sensitivity and speci�city of the Ga-dotatate PET/ 
CT scan. The number of patients in which imaging led to up-
stage of disease and to change in treatment was expressed. 

Results 

A total of 203 patients were included in this study, females: 
103 (50.7%), males: 100 (49.3%), mean age: 49.31±18.70. 
Mid-gut SSTR tumors were the commonest tumour subtype 
39 patients, 19.2%. 

Image �ndings by histology were con�rmed in 107 pati-
ents (52.70%). Follow-up imaging was used as gold standard 
in 96 patients (47.30%). 

In total, there were 129 true positive cases, 68 true nega-
tive, 6 false positive and 8 false negative cases. Overall sensi-
tivity, speci�city, positive predictive value, negative predic-
tive value and accuracy were 94.16%, 91.89%, 95.55%, 89. 
47% and 96.55%, respectively. 

68The Ga-dotatate PET/CT study was most often perfor-
med for re-staging of the disease in patients treated before. 
Table 1 shows the detailed demographics as well as histopa-
thological characteristics of the patients. A total of 68 

68patients (33.50%) were scanned for restaging by Ga-dota-
tate PET/CT imaging: 26 to evaluate the completeness of 
surgical resection, 28 to evaluate the response to PRRT with 

177lutetium-177 ( Lu)-dotatate and 14 to evaluate response to 
other forms of treatments including chemotherapy and ra-
diotherapy. 

Of all 203 patients, 129 had metastases, with 81 patients 
(63%) having �ve or more sites of malignant disease. Lymph 
nodes and liver were the commonest sites of distant metas-
tatic spread detected in almost half of the study population. 
Table 2 shows the detailed �ndings of PET/CT imaging.

Positron emission tomography outperformed contrast 
enhanced CT in 19 patients (9.4%) by detecting lesions not 
detected by CT. The liver and the pancreas were the commo-
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nest sites of falsely negative CT scan. Figure 1 shows the dis-
tribution of false negative CT �ndings.

In nine out of the 49 patients imaged for initial staging of 
68the disease, Ga-dotatate PET/CT detected additional sites 

of disease leading to up-staging of the disease. In 20 other 
patients there was only one site of disease, so that surgical 
resection was a possible treatment. On the whole, manage-
ment was altered in 29 patients (14.3%). The primary tumor 
was localized in 11 cases. Figure 2 shows the yield of positive 
imaging in localizing NET. 

Galium-68-dotatate PET/CT demonstrated 100% sensi-
tivity and speci�city in localizing oncogenic osteomalacia 
but failed to localize iodine refractory papillary thyroid can-
cer. 

Table 1. Demographic and pathology data of the 203 pati-
ents 

Variable
Frequency

(N=203)
Percent

Age (years)

Mean±SD 49.31±18.70

Median (range) 52.00 (1.00 – 87.00)

Gender

Male 100 49.26

Female 103 50.74

Type of 
Tumour

Foregut NET 14 6.70

Midgut NET 39 19.21

Hindgut NET 8 3.94

Bronchial 
Carcinoid

11 5.41

Pancreatic NET 23 11.33

Metastatic car-
cinoid primary  
unknown

15 7.39

Biochemically 
suspected car-
cinoid tumour

30 14.78

Pheochromocyt
oma/ Paragan-
glioma

21 10.34

Neuroblastoma 5 2.46

Biochemically 
suspected phe-
ochromocytoma

11 5.41

Medullary thy-
roid carcinoma 6 3.00

Ovarian NET 3 1.48

NET of the cervix 3 1.48

NET of the breast 2 0.99

Merkel cell 
carcinoma

2 0.99

Oncogenic 
osteomalacia

2 0.99

Meningioma 1 0.49

Medulloblastoma 1 0.49

NET of the 
parotid gland

1 0.49

NET of the 
larynx

1 0.49

Dedifferentiated 
papillary thyroid 
carcinoma

1 0.49

NET of the 
thymus

1 0.49

Rosai-Dorfman 
disease

1 0.49

Indications 

Initial Staging 49 24.14

Re-staging 68 33.50

Evaluate suita-
bility for PRRT

16 7.88

Recurrence 14 6.90

Localize 
primary site of 
tumour

56 27.59

SD, standard deviation; NET, Neuroendocrine tumour; PRRT, Pep-

tide r eceptor radionuclide therapy 
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Discussion

In our study gastroenteropancreatic NET was by far the 
commonest tumor type accounting for 41% of our study 
population (84/203) with the mid-gut being the commo-
nest site of primary tumor in this subpopulation (39/84) [22, 
23]. 

Figure 1. Distribution of organs with true positive �ndings on PET images but false 
negative CT �ndings.

68Figure 2. The yield of Ga-dotatate PET/CT in identifying the site of primary le-
sions among 56 patients with biochemical suspicion or of unknown NET primary.

Figure 3. A 24 years old female with persistent symptomatic hypoglycemia as-
68sociated with hyperinsulinaemia. Ga-dotatate PET/CT scan done to localize pos-

sible insulinoma showed a polypoid arising from the posterior wall of the stomach 
and protruding into its lumen. Histological examination con�rmed the diagnosis of 
insulinoma.
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68Table 2. Image findings on Ga dotatate PET/CT scans

Variable
Analogy 
(N=203)

Number of lesions
on positive scans 
(n = 129) (%)

1 20(16)

2 13(10)

3 11(9)

4 4(3)

≥5 81(13)

Site of metastases 
on positive scans

Lymph node 69

Liver 62

Bone 30

Lung 13

Pancreas 7

Peritoneum 5

Brain 4

Adrenal gland 4

Bowel 3

Thyroid 1

Prostate 1

Type of gold standard (%) 

Histology 107 (53)

Follow-up 96 (49)



Figure 4. A 64 years old male with metastatic pancreatic neuroendocrine tumor. 
Axial PET/DET/CT and fused PET/CT images through the upper abdomen are sho-
wn. Two foci of liver metastases are seen on the PET image. No corresponding mor-
phologic abnormality is seen in the CT image. 

Figure 5. False positive �ndings in a 34 years old HIV positive female with severe 
hypertension associated with elevated urinary vanilmandelic acid and homova-

68nilic acid. She was evaluated with Ga-dotatate on suspicion of possible pheochro-
mocytoma/paraganglioma. Sagittal fused PET/CT image shows two pharyngeal 

68masses with avidity for Ga-dotatate. Histological examination showed features 
consistent with pyogenic granuloma.

There were 26 patients (12.8%) with tumors of the 
sympathetic-adrenal axis (pheochromocytomas/paragan-
gliomas: 21, neuroblastomas: 5). These tumors have traditio-

131nally been imaged and treated by I-MIBG. Recent studies 

have however demonstrated better diagnostic accuracy 
68with Ga-labeled peptides [24, 25]. 

The primary site of disease was found in 11/56 unknown or 
doubtful sites (19.6%). This low yield has similarly been re-
ported in other studies [26].

Analysis of images showed �ndings not demonstrated on 
contrast enhanced CT (Figures 1, 4). This is in accord with pre-

68vious reports that have demonstrated the superiority of Ga-
68dotatate PET/CT and other Ga-labeled peptides over anato-

mic imaging in the evaluation of NET [12, 29]. Another study 
68also reported the superiority of Ga-dotatate PET/CT over 

enhanced CT [12]. Another study with limited population 
68showed that, Ga-dotatate detected more lesions compared 

to anatomic CT or MRI imaging [29]. 
68Imaging with Ga-dotatate PET/CT led to up-staging of di-

sease in 9 patients and in 9% of patients PET demonstrated 
lesions not seen on CT. Imaging impacted on management 
in 29/203 patients (14.8%). This �nding is much lower than 
what is reported in the literature (47% to 81%) [17, 18, 30, 31]. 
This lower impact is likely to have resulted from the large pro-
portion of our patients with known distant metastases at the 
time of imaging. Almost 63% of all patients with positive scan 
�ndings in our study population had �ve or more lesions 
detected on imaging. Finding additional sites of disease 
involvement is unlikely to lead to a change in the stage of di-
sease or have an impact on management to any signi�cant 
proportion in this setting. 

All 6 cases of false positive �ndings were due to tracer up-
take in in�ammatory lesions (Figure 5). The sensitivity, spe-
ci�city, positive predictive value, negative predictive value 

68and accuracy of Ga-dotatate demonstrated in our study are 
comparable to what have been previously reported [21, 23, 
32].

68In conclusion, PET imaging with Ga-dotatate has a sensiti-
vity, speci�city, positive predictive value, negative predictive 
and accuracy of 94.16%, 91.89%, 95.55%, 89.47% and 96. 
55%, respectively. Out of 56 patients with unknown sites of 
primary disease we detected using 68Ga-dotatate PET/CT 
scan primary tumor NET sites in 19.6%. Widespread metas-
tases were found in 63% of which 40% had 5 or more metas-
tases. Primary NET tumors were by 9% better diagnosed by 

68the Ga-dotate PET scan than by CT. 

Acknowledgements
We acknowledge the contributions of all members of staff of 
the department of nuclear medicine, Steve Biko Academic 
Hospital, Pretoria, South Africa.

The authors of this study declare no con�ict of interest

Bibliography
1.    Pictet RL, Rall LB, Phelps P, Rutter WJ. The neural crest and the origin of 

the insulin-producing and other gastrointestinal hormone-produ-
cing cells. Science 1976; 191: 191-2.

2.    Modlin IM, Lye KD, Kidd M. A 5-decade analysis of 13,715 carcinoid tu-
mours. Cancer 2003;97:934-59.

3.    Fraenkel M, Kim M, Faggiano A et al. Incidence of gastroenteropancre- 

93Hellenic Journal of Nuclear Medicine     May-August 2017•   www.nuclmed.gr 132

Original Article



    atic neuroendocrine tumors: a systematic review of the literature. 
Endocr Relat Cancer  2014; 21: R153-R63.

4.    Hallet J, Law CHL, Cukier M et al. Exploring the rising incidence of neu-
roendocrine tumors: A population-based analysis of epidemiology, 
metastatic presentation, and outcome. Cancer 2015; 121: 589-97.

5.   Lawrence B, Gustafsson BI, Chan A et al. The epidemiology of gastro-
enteropancreatic neuroendocrine tumours. Endocrinol Metab Clin 
North Am 2011; 40: 1-18.

6.    Ellis L, Shale MJ, Coleman MP. Carcinoid tumors of the gastrointestinal 
tract: trends in incidence in England since 1971. Am J Gastroenterol 
2010; 105: 2563-9.

7.   DiSario JA, Burt RW, Vurgas H, McWhorter WP. Small Bowel Cancer: 
Epidemiological and Clinical Characteristics from a Population-based 
Registry. Am J Gastroenterol 1994; 88: j699-701.

8.   Sundin A, Garske U, Örlefors H. Nuclear imaging of neuroendocrine 
tumors. Best Pract Res Clin Endocrinol Metab 2007; 21: 69-85.

9.    Deppen SA, Liu E, Blume JD et al. Safety and Efficacy of 68Ga-dotatate 
PET/CT for Diagnosis, Staging, and Treatment Management of Neuro-
endocrine Tumors. J Nucl Med 2016; 57: 708-14.

6810.  Janssen I, Chen CC, Millo CM et al. PET/CT comparing Ga-DOTATATE 
and other radiopharmaceuticals and in comparison with CT/MRI for 
the localization of sporadic metastatic pheochromocytoma and para-
ganglioma. Eur J Nucl Med Mol Imaging 2016; 43: 1784-91.

11. Schmid-Tannwald C, Schmid-Tannwald CM, Morelli JN et al. Compa-
68rison of abdominal MRI with diffusion-weighted imaging to Ga-do-

tatate PET/CT in the detection of neuroendocrine tumors of the pan-
creas. Eur J Nucl Med Mol Imaging 2013; 40: 897-907.

6812.  Goel R, Shukla J, Bansal D et al. Ga-dotatate positron emission tomo-
graphy/ computed tomography scan in the detection of bone metas-
tases in paediatric neuroendocrine tumors. Indian J Nucl Med 2014; 29: 
13-7.

13.  Vainas I, Drimonitis A, Georgiou E, et al. The therapeutic value of SST-A 
octreotide alone or with adjuvant treatment in patients with advan-

111ced medullary thyroid carcinoma and positive In-octrotide scan. 
Hell J Nucl Med 2005; 8: 43-7.

14.  Lyra M, Prouva T, Paraskevopoulou C, et al. Estimation of the dose ab-
111sorbed in a hepatic tumor after the therapeutic infusion of In pentet-

reotide. Hell J Nucl Med  2003; 6: 78-83.
15. Gerasimou G, Moralidis E, Gotzamani-Psarrakou. Somatostatin rece-

111ptor imaging with In-pentetreotide in gastrointestinal and lung neu-
roendocrine tumors-Impact on targeted treatment. Hell J Nucl Med 
2010; 13: 158-62.

6816.  Mojtahedi A, Thamake S, Tworowska I et al. The value of Ga-dotatate 
PET/CT in the diagnosis and management of neuroendocrine tumors 
compared to current FDA approved imaging modalities: a review of 
literature. Am J Nucl Med Mol Imaging  2014; 4: 426-34.

6817.  Srirajaskanthan R, Kayani I, Quigley AM et al. The role of Ga-dotatate 
PET in patients with neuroendocrine tumors and negative or equi-

111vocal �ndings on In-DTPA-octreotide scintigraphy. J Nucl Med 2010; 

51: 875-82.
6818.  Hofman MS, Kong G, Neels OC et al. High management impact of Ga- 

dotatate (GaTate) PET/CT for imaging neuroendocrine and other so-
matostatin expressing tumors. J Med Imaging Radiat Oncol 2012; 56: 
40-7.

19.  Breeman WA, de Jong M, de Blois E et al. Radiolabelling DOTA-pepti-
68des with Ga. Eur J Nucl Med Mol Imaging 2005; 32: 478-85.

20.  Virgolini I, Ambrosini V, Bomanji JB et al. Procedure guidelines for PET/ 
68 68CT tumor imaging with Ga-DOTA-conjugated peptides: Ga-dota-

68 68toc, Ga-dota-noc, Ga-dota-tate. Eur J Nucl Med Mol Imaging 2010; 37: 
2004-10.

6821. Etchebehere ECSC, Santos AO, Gumz B et al. Ga-dotatate PET/CT, 
99mTc-HYNIC-Octreotide SPECT/CT, and Whole-Body MR Imaging in 
Detection of Neuroendocrine Tumors: A prospective Trial. J Nucl Med 
2014; 55: 1598-604.

22.  Riihimäki M, Hemminki A, Sundquist K et al. The epidemiology of me-
tastases in neuroendocrine tumors. Int J Cancer 2016; 139: 2679-86.

 6823.  Skoura E, Michopoulou S, Mohmaduvesh M et al. The impact of Ga-
dotatate PET/CT Imaging on Management of Patients with Neuroen-
docrine Tumors: Experience from a National Referral Center in the Uni-
ted Kingdom. J Nucl Med 2016; 57: 34-40.

6824. Win Z, Al-Nahhas A, Towey D  et al. Ga-dotatate PET in neuroen-
docrine tumors: First experience. Nucl Med Commun 2007; 28: 359-63.

6825.  Tan TH, Hussein Z, Saad FF, Shuaib IL. Dioagnostic Performance of Ga-
18 131dotatate PET/CT, F-FDG PET/CT and I-MIBG Scintigraphy in Map-

ping Metastatic Pheochromocytoma and Paraganglioma. Nucl Med 
Mol Imaging 2015; 49: 143-51.

6826.  Mittal BR, Agrawal K, Shukla J et al. Ga-dotatate PET/CT in Neuroen-
docrine Tumors: Initial Experience. J Postgrad Med Edu Res 2013; 47:1-6.

27.  Eisenhofer G, Goldstein DS, Walther MM et al. Biochemical Diagnosis 
of Pheochromocytoma: How to Distinguish True- from False-positive 
Test Results. J Clin Endocrinol Metab  2003; 88: 2656-66.

28.  Candito M, Billaud E, Chauffert M et al. Biochemical diagnosis of pheo-
chromocytoma and Neuroblastoma. Ann Biol Clin (Paris) 2002; 60: 15-36.

6829.   Janssen I, Blanchet EM, Adams K et al. Superiority of Ga-dotatate PET/ 
CT to Other Functional Imaging Modalities in the Localization of SDHB 
-Associated Metastatic Pheochromocytoma and Paraganglioma. Clin 
Cancer Res 2015; 21: 3888-95.

 6830.  Ilhan H, Fendler WP, Cyran MC et al. Impact of Ga-dotatate PET/CT on 
the Surgical Management of Primary Neuroendocrine Tumors of the 
Pancreas or Ileum. Ann Surg Oncol  2015; 22: 164-71.

6831.  Frilling A, Sotiropoulos GC, Radtke A et al. The Impact of Ga-dotatoc 
Positron Emission Tomography/Computed Tomography on the Multi-
modal Management of Patients With Neuroendocrine Tumors. Ann 
Surg 2010; 252: 850-6.

6832.  Haidar M, Shamseddine A, Panagiotidis E et al. The role of Ga-dota-
noc PET/CT in evaluating neuroendocrine tumors: real-world experi-
ence from two large neuroendocrine tumor centers. Nucl Med Com-
mun 2017; 38: 170-7.

9
93 Hellenic Journal of Nuclear Medicine     May-August 2017•   www.nuclmed.gr133

Original Article

DEPARTEMENT OF ERRORS

In the paper under the title: “An ultrasound image navigation robotic prostate brachytherapy system based on US to MRI 
rddeformable image registration method”, published in the 3  issue of 2016, on pages 223-230, the correct formulas 

(number 1 to 5 and number 8 to 11) are as follows:   

                                                            (1),                                                                 (2),                                                        (3),                                                                            (4),

                                                                                      (5),                                                    ,                                                   (8),                                                               (9), 

                                                                                                       (10),                                                                  (11)
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