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Abstract
Aim In the CheckRad-CD8 trial patients with locally advanced head and neck squamous cell cancer are treated with a single 
cycle of induction chemo-immunotherapy (ICIT). Patients with pathological complete response (pCR) in the re-biopsy enter 
radioimmunotherapy. Our goal was to study the value of F-18-FDG PET/CT in the prediction of pCR after induction therapy.
Methods Patients treated within the CheckRad-CD8 trial that additionally received FDG- PET/CT imaging at the following 
two time points were included: 3–14 days before (pre-ICIT) and 21–28 days after (post-ICIT) receiving ICIT. Tracer uptake 
in primary tumors (PT) and suspicious cervical lymph nodes (LN +) was measured using different quantitative parameters 
on EANM Research Ltd (EARL) accredited PET reconstructions. In addition, mean FDG uptake levels in lymphatic and 
hematopoietic organs were examined. Percent decrease (Δ) in FDG uptake was calculated for all parameters. Biopsy of the 
PT post-ICIT acquired after FDG-PET/CT served as reference. The cohort was divided in patients with pCR and residual 
tumor (ReTu).
Results Thirty-one patients were included. In ROC analysis, ΔSUVmax PT performed best (AUC = 0.89) in predicting pCR 
(n = 17), with a decline of at least 60% (sensitivity, 0.77; specificity, 0.93). Residual SUVmax PT post-ICIT performed best 
in predicting ReTu (n = 14), at a cutpoint of 6.0 (AUC = 0.91; sensitivity, 0.86; specificity, 0.88). Combining two quantitative 
parameters (ΔSUVmax ≥ 50% and SUVmax PT post-ICIT ≤ 6.0) conferred a sensitivity of 0.81 and a specificity of 0.93 for 
determining pCR. Background activity in lymphatic organs or uptake in suspected cervical lymph node metastases lacked 
significant predictive value.
Conclusion FDG-PET/CT can identify patients with pCR after ICIT via residual FDG uptake levels in primary tumors and 
the related changes compared to baseline. FDG-uptake in LN + had no predictive value.
Trial registry ClinicalTrials.gov identifier: NCT03426657.
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Introduction

Squamous cell cancers of the head and neck region (HNSCC) 
are quite prevalent, representing the sixth common cancer 
entity. In patients with advanced non-resectable disease the 
3-year progression-free survival is approximately 50–60% 
[1, 2] Surgery and/or combination radio- and chemotherapy 
(CRT) are standard therapeutic options often permanently 
impair quality of life [3]. The concept of short-term induction 
chemotherapy (IC) prior to radiotherapy has more recently 
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become a controversial topic [4–8]. Although long-term IC 
did not improve overall survival (OS) [9], there is evidence 
that monitoring tumor response to a single cycle of IC helps 
identify patients best suited for laryngeal preservation with 
CRT [6]. Furthermore, F-18 fluorodeoxyglucose positron 
emission tomography/computed tomography (FDG-PET/CT) 
has proven useful in assessing metrics other than histologic 
response, correctly determining reduced tumor metabolism 
after IC [6, 10, 11] and predicting long-term outcomes after 
CRT [5]. This approach is superior to conventional imaging 
(i.e. CT) and visual endoscopic examination in sensitivity and 
specificity [7].

Immunotherapy (IT) with immune checkpoint inhibitors is 
a newer treatment modality used successfully in a rising num-
ber of malignancies [12, 13] and has become first-line therapy 
in recurrent/metastatic HNSCC [14]. The CheckRad-CD8 
study is currently investigating a combined regimen of induc-
tion immunochemotherapy consisting of combined PD-L1/
CTLA-4 checkpoint blockade followed by chemotherapy-free 
radioimmunotherapy for locally advanced HNSCC. Patient 
selection for radioimmunotherapy is based on the patients` 
responses after single cycle ICIT. Biopsy specimens and FDG-
PET/CT studies are performed before and after ICIT.

At present, it is unclear whether FDG-PET/CT is a rea-
sonable means of therapeutic monitoring in this early phase 
of therapy. IT agents, especially CTLA-4-inhibitors, cause 
substantial influx of immune cells into tumors, triggering 
localized inflammatory reactions [15]. Such changes appear 
as heightened metabolic foci on FDG-PET/CT scans and 
no doubt are of benefit when screening for inflammatory 
or infectious disease [16]. In this context, however, treat-
ment-related metabolic changes may be entirely mislead-
ing (particularly during early-phase therapy) interpreted as 
insufficient therapeutic responses that prompt unnecessary 
changes in treatment [17]. Instances of pseudoprogression 
detected by CT and FDG-PET/CT in early phases of IT have 
been reported in the literature, undermining the diagnostic 
utility of these scans [17, 18].

Our goal was to prospectively investigate the use of FDG-
PET/CT for therapeutic monitoring after ICIT in patients 
with locally advanced HNSCC. Endoscopy with biopsy of 
the primary tumor post-ICIT was acquired after FDG-PET/
CT and served as reference. To our knowledge, this is the 
first attempt to investigate early ICIT responses in the above 
setting using quantifiable parameters of FDG-PET/CT.

Materials and methods

Trial design and treatment

CheckRad-CD8 is a multicenter open-label phase II study 
with a single treatment arm in patients with locally advanced 

HNSCC without distant metastases (UICC stage III to 
IVB, according TNM version 8) and with no prior treat-
ment. Patients received a single cycle of ICIT in week 1 
with cisplatin 30 mg/m2 body surface area (BSA) on days 
1–3 and docetaxel 75 mg/m2 BSA on day 1. The immune 
checkpoint inhibitors tremelimumab (anti-CTLA4) at a fixed 
dose of 75 mg and durvalumab (anti-PDL1) at a fixed dose 
of 1500 mg were both administered on day 5. Restaging 
was performed in week 4 with endoscopy with representa-
tive re-biopsy of the primary tumor. Patients with increased 
intratumoral CD8 + cell density (at least + 20% compared to 
baseline) or pCR continued with radioimmunotherapy. To 
ensure a sufficient coverage of a former tumor bed, a relevant 
resorptive inflammation together with granulation and scar 
tissue was required in the pathologic assessment of post ther-
apeutic biopsies. Radiotherapy was performed as intensity 
modulated radiation therapy (IMRT) with a simultaneous 
integrated boost. A dose per fraction of 2.0/1.8/1.6 Gy was 
delivered up to 70.0/63.0/56 Gy in 35 fractions. Immuno-
therapy was continued with two concomitant and one sub-
sequent doses of combined durvalumab and tremelimumab 
followed by eight doses of durvalumab maintenance therapy 
administered every fourth week.

Patients eligible for this analyses were scanned 1–14 days 
before (pre-ICIT) and 21–28 days after (post-ICIT) ICIT 
initiation via FDG-PET/CT. PET scans were only performed 
in the subgroup of patients treated in one study center. A 
flowchart of the study can be found in Fig. 1.

Trial oversight

The trial was registered with ClinicalTrials.gov (identifier: 
NCT03426657). The local review board (number: 131_18 
Az) approved the trial. All patients gave written informed 
consent. The trial was funded by AstraZeneca (ESR-16-
12,356) and was conducted as investigator sponsored trial.

Re‑biopsy

Restaging was performed in week 4 with representative re-
biopsy of the primary tumor. The re-biopsy was performed 
in mean 3.3 ± 2.6 days after the post-ICIT PET scan. Biopsy 
was planned according to the results of the PET. Samples 
out of the hottest regions of the tumor bed were gathered.

Scanning procedures

FDG-PET/CT imaging was performed using a Biograph 
mCT scanner (Siemens Healthineers, Erlangen, Germany), 
with a field of view of 21.8 cm. Patients fasted for at least 
4 h prior to procedures. Blood sugar levels in routine test-
ing were < 180 mg/dl in all patients. Data acquisition began 
on average 60 min (± 10 min) after injecting ~ 3 MBq/kg 
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F-18-FDG, scanning patients for 3 min in each bed posi-
tion from the head to the mid thighs. PET data were recon-
structed using a European Association of Nuclear Medicine 
(EANM) Research Ltd (EARL) criteria v1.0- accredited iter-
ative time-of-flight (TOF) reconstruction method (256 × 256 
matrix, voxel size 3.2 × 3.2 × 2 mm) with 21 iterations and 
one subset, without correcting for point spread function. A 
6-mm Gaussian filter was applied. Additionally, a diagnos-
tic, contrast enhanced CT, covering the same area, was per-
formed (120 kV tube voltage, 160 mAs tube current with 
patient individual modulation CAREDose4D (Siemens 
Healthineers, Erlangen, Germany)). CT data were recon-
structed using a filtered back projection method with a slice 
thickness of 1.5 mm and B41 and B70 kernel.

Outcome measures

Two physicians specializing in nuclear medicine and skilled 
in interpreting PET scans, blinded for the clinical informa-
tion, reviewed all studies, both visually and quantitatively. 
All reviews took place on dedicated workstations using 
proprietary software (syngo.via; Siemens Healthineers). 
Lesions with questionable tracer uptake were rated by con-
sensus. On baseline and post-ICIT PET scans (pre-ICIT and 

post-ICIT), tracer uptake levels at primary tumor (PT) sites 
and within suspicious cervical lymph nodes (LN +) were 
measured as body weight-corrected standardized uptake 
values (SUVs). The following quantitative parameters 
were assessed by isocontour volumes of interest (VOIs) at 
thresholds of 40%: SUVmax PT, SUVpeak PT, metabolic 
tumor volume (MTV) PT, total lesion glycolysis (TLG) PT, 
SUVmax LN + , SUVpeak LN + , MTV LN + , TLG LN + , 
whole-body (WB) MTV, and WB TLG. For the measure-
ment of SUVmax LN + and SUVpeak LN + the hottest 
LN + on the pre-ICIT PET scan was selected. The same 
measurements were then also performed in the post-ICIT 
PET scan on this LN + . For WB TLG and WB MTV the 
TLG and MTV of all suspicious lesions were added up.

In addition, the SUVmean of liver, spleen, vertebral bod-
ies L1-L3, and infracarinal lymph node region 7 were meas-
ured using spherical VOIs. These regions were selected as 
representative organs of the lymphatic and the hematopoietic 
system, possibly monitoring the immune reaction induced 
by immunotherapy.

Declines in metabolic activity were calculated as follows:
% Activity Decline (eg, ΔSUVmax PT) = (SUV-

max PT pre-ICIT–SUVmax PT post-ICIT)/SUVmax PT 
pre-ICIT × 100.

Prior to and 21–28 days after ICIT initiation, tumors 
were also subjected to endoscopic biopsy, collecting repre-
sentative samples. The cohort was divided in patients with 
pCR and residual tumor (ReTu). To gauge sensitivities, 
specificities, positive predictive values (PPVs), and nega-
tive predictive values (NPVs) of quantitative assessments, 
patients were grouped by outcomes of ROC analyses as 
PET responders or non-responders. Optimal cutpoints were 
rounded to facilitate clinical use.

Statistical analysis

Differences were tested using the non-parametric 
Mann–Whitney U-test. Correlations were tested using the 
Kendall rank correlation coefficient Tau B. Optimal thresh-
olds were calculated by plotting receiver operator charac-
teristics curves. Sensitivity, specificity, negative and posi-
tive predictive value for defined thresholds were estimated 
via  Chi2 test. All computations relied on standard software 
(SPSS v24; IBM Corp, Armonk, NY, USA), setting signifi-
cance at p < 0.05.

Results

Patient characteristics and treatment

The first 33 consecutive patients recruited at a single centre 
were included in this analysis. FDG-PET/CT was available 

Fig. 1  Flowchart of the CheckRad CD-8 trial design BSA body sur-
face area, pCR pathological complete remission; ReTu residual tumor
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pre- and post-induction therapy in 31 patients which were 
included in this analysis. Most tumors were located in the 
oropharynx (N = 15) of which ten were HPV positive. A 
total of 18 patients had a Tumor Proportion Score (TPS) 
per tumor cell (TC) percentage or a PD-L1-expression in 
the surrounding immune cells (IC Area) of at least 25% 
prior to initiation of ICIT. Patient characteristics are given 
in Table 1. Safety and efficacy of this ICIT treatment scheme 
have been previously reported [19].

Re‑biopsy results

Re-biopsy was performed in mean 26.2 ± 3.6 days after the 
initiation of ICIT. Re-biopsy revealed a pCR in 17 patients 
(55%) after ICIT, 14 patients showed ReTu (45%). There 
was no clear correlation between the timing of the re-biopsy 
and the occurrence of pCR (Ʈb = 0.17; p = 0.288). CD8 + cell 
density pre-ICIT was 1023.9 ± 821.8 cells per  mm2, whereas 
CD8 + cell density post ICIT in patients with ReTu was 
1294.2 ± 731.6 cells per  mm2. There was a mean increase in 
CD8 + cell density post-ICIT of 29.5% ± 49.0%. In patients 
with pCR CD8 + cell density post ICIT was not estimated. 
We found no correlation between the measured metabolic 
parameters and the pre-ICIT and post-ICIT CD8 + cell den-
sity, e.g. correlation between pre-ICIT SUVmax PT and pre-
ICIT CD8 + cell density was Ʈb = − 0.21 (p = 0.103). Further 
details can be found already published by our workgroup 
[19, 20].

Pre‑ICIT glucose metabolism

In all patients, PTs were identifiable by F18-FDG PET/
CT imaging, with markedly elevated metabolic levels on 
average (SUVmax PT, 12.9 ± 5.1; TLG PT, 157.7 ± 151.7 
 cm3). Glucose metabolism was of similar extent at baseline 
in patients who failed to achieve pCR after ICIT (SUVmax 
PT: pCR, 11.8 ± 5.1 [95% CI 9.3–14.5]; ReTu, 14.1 ± 5.1 
[95% CI 11.2–17.1]; p = 0.28). Baseline metabolic levels in 
patients with HNSCC of oropharynx (n = 15) did not differ 
significantly, regardless of human papilloma virus (HPV) 
status. Suspicious nodal metabolic activity at baseline was 
evident in 25 of 31 patients (80.7%), with an average SUV-
max LN + of 9.7 ± 5.1 [95% CI 7.6–11.8]. The WB TLG was 
229.3 ± 177.9  cm3 [95% CI 164.1–294.5]. An overview of 
quantitative measures is provided in Table 2.

Post‑ICIT glucose metabolism

After ICIT, the average metabolic activity of PTs declined 
significantly (SUVmax PT, 6.6 ± 4.5 [95% CI 4.9–8.3]; TLG, 
84.6 ± 242.2  cm3 [95% CI − 4.1 to 173.4]); and patients who 
achieved pCR showed significantly less metabolic activity 
than those who did not (SUVmax PT: pCR, 4.0 ± 2.3 [95% 

CI 2.8–5.2]; ReTu, 9.8 ± 4.7 [95% CI 7.1–12.5]; p < 0.001). 
The average SUVmax LN + after ICIT was 7.3 ± 4.3 [95% 
CI 5.5–9.1], with a TLG LN + of 60.6 ± 93.8  cm3 [95% CI 
21.9–99.4]. The WB TLG after ICIT was 132.9 ± 265.9 
 cm3 [95% CI 35.4–230.5]. See Table 2 for other quantita-
tive measures.

Metabolic changes after ICIT

In average, ΔSUVmax PT was 47.3 ± 31.8% [95% CI 
35.7–59.0] and ΔTLG PT was 67.4 ± 46.4% [95% CI 
50.4–84.4] following ICIT; and patients who achieved 
pCR showed a significantly greater decline in metabolic 
activity than those who did not (ΔSUVmax PT: pCR, 
64.9 ± 15.8% [95% CI 56.8–73.1]; ReTu, 26.1 ± 33.7% 
[95% CI 6.6–45.5]; p < 0.001). Results for ΔSUVpeak 

Table 1  Characteristics of patient population (n = 31)

HPV human papilloma virus, PD-L1 programmed death receptor-1 
ligand, TPS tumor proportion score, TC tumor cell, IC area immune 
cell in tumor area, pCR Pathologic complete remission, ReTu residual 
tumor

Variable No of patients

Sex
 Male 27
 Female 4

Tumor status
 cT1 2
 cT2 4
 cT3 6
 cT4 19

Location
 Oropharynx, p16 positive 10
 Oropharynx, p16 negative 5
 Hypopharynx 10
 Larynx 6

Grading
 G2 5
 G3 16

Nodal status
 cN0 6
 cN1 5
 cN2 15
 cN3 5

PD-L1-expression
 TPS/TC % < 25% + IC area < 25% 13
 TPS/TC % < 25% + IC area ≥ 25% 11
 TPS/TC % ≥ 25% + IC area < 25% 3
 TPS/TC % ≥ 25% + IC area ≥ 25% 4

Therapeutic response
 pCR 17
 ReTu 14
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PT and ΔTLG PT were similar. The ΔSUVmax LN + was 
18.9 ± 33.5% [95% CI 5.1–32.8]. There was no significant 
difference in ΔSUVmax LN + whether or not pCR was 
achieved (pCR, 25.8 ± 29.4% [95% CI 7.7–42.9]; ReTu 
12.2 ± 37.6% [95% CI − 11.7 to 36.1]; p = 0.44). The aver-
age ΔTLG WB was 56.5 ± 48.1%, patients achieving pCR 
showing significant greater change than those who did not 
(ΔTLG WB: pCR 68.7 ± 33.1% [95% CI 51.6–85.7%]; 
ReTu 41.7 ± 59.7% [95% CI 7.2–76.1%]; p = 0.044). Data 
on metabolic changes are given in Table 3. A representa-
tive patient example can be found in Fig. 2.

Metabolic activity of lymphatic and hematopoietic 
tissue

Mean FDG uptake values in spleen, bone, and a repre-
sentative region 7 mediastinal node were fairly consistent 
in patients overall, with no apparent changes in metabolic 
activity levels before and after ICIT (see Table 2). Liver 
uptake was significantly greater in patients who achieved 
pCR than in those who did not (SUVmean: pCR, 2.4 ± 0.3 
[95% CI 2.3–2.5]; ReTu, 2.1 ± 0.4 [95% CI 1.9–2.3]; 

p = 0.01), even before initiation of ICIT. However, similar 
results were noted after ICIT. There were no significant 
changes in background activity levels after ICIT, as shown 
in Table 3.

Receiver operating characteristic (ROC) analyses

In ROC analysis of pCR, ΔSUVmax PT yielded the high-
est AUC (0.89), with an optimal cutpoint (OC) of 0.56 for 
decline in tumor metabolism (sensitivity, 0.88; specific-
ity, 0.93). Results for ΔSUVpeak PT (AUC = 0.83; OC, 
0.53; sensitivity, 0.82; specificity, 0.71) and ΔTLG PT 
(AUC = 0.85; OC, 0.90%; sensitivity, 0.77; specificity, 0.86) 
were similar. ΔTLG WB showed the lowest performance 
(AUC = 0.714; OC, 0.75; sensitivity, 0.71; specificity, 0.79) 
(Fig. 3).

In terms of ReTu, measuring residual PT activity 
yielded the best ROC outcome (SUVmax PT Post-ICIT: 
AUC = 0.908; OC, 6.0; sensitivity, 0.86; specificity, 0.88).

ROC analysis indicated no apparent correlation between 
histologic response and activity levels or changes thereof in 
LN + or other lymphatic and hematopoietic organs pre- or 
post-ICIT.

Table 2  Overview of quantifiable FDG-PET/CT parameters, 95% Confidence Intervals in brackets

Bold values are correct selected and indicate significant differences
FDG-PET/CT fluorodeoxyglucose—positron emission tomography/computed tomography, ICIT induction chemoimmunotherapy, pCR patho-
logic complete remission, ReTu residual tumor, PT primary tumor, LNM lymph node metastasis, WB whole body, SUV standardized uptake 
value, MTV metabolic tumor volume, TLG total lesion glycolysis

Pre-ICIT Post-ICIT

pCR ReTu P pCR ReTu P

SUVmax PT 11.8 ± 5.1 [9.3–14.5] 14.1 ± 5.1 [11.2–17.1] 0.28 4.0 ± 2.3 [2.8–5.2] 9.8 ± 4.7 [7.1–12.5]  < 0.01
SUVpeak PT 9.8 ± 4.7 [7.4–12.2] 11.9 ± 4.6 [9.3–14.6] 0.20 3.6 ± 1.7 [2.6–4.5] 8.1 ± 4.4 [5.5–10.6]  < 0.01
MTV PT,  cm3 17.2 ± 15.5 [9.3–25.2] 23.5 ± 17.7 [13.3–33.7] 0.26 5.2 ± 10.6 [– 0.2 to 

10.7]
18.1 ± 26.1 [3.0–33.1]  < 0.01

TLG PT,  cm3 118.2 ± 108.4 [62.4–
173.9]

205.6 ± 184.8 [98.9–
313.3]

0.12 21.8 ± 49.8 [– 3.8 to 
47.4]

160.9 ± 347.4 [− 40.0 to 
361.5]

 < 0.01

SUVmax LN + 11.4 ± 5.6 [8.0–14.8] 7.9 ± 3.8 [5.4–10.3] 0.10 7.9 ± 4.5 [5.2–10.6] 6.6 ± 4.2 [4.0–9.3] 0.30
SUVpeak LN + 9.6 ± 4.8 [6.6–12.5] 6.1 ± 3.4 [3.9–8.3] 0.09 6.4 ± 3.3 [4.4–8.4] 5.2 ± 3.6 [3.0–7.6] 0.30
MTV WB 31.5 ± 21.0 [20.7–42.3] 30.0 ± 22.9 [16.8–43.2] 0.74 16.8 ± 17.8 [7.6–26.0] 23.8 ± 31.2 [5.7–41.8] 0.60
TLG WB 217.2 ± 143.0 [143.6–

290.6]
244.1 ± 217.8 [118.3–

369.8]
0.89 80.3 ± 100.4 [28.7–

131.9]
198.2 ± 377.4 [− 19.7 to 

416.1]
0.52

SUVmean liver 2.41 ± 0.25 [2.27–2.54] 2.13 ± 0.36 [1.92–2.33] 0.01 2.35 ± 0.27 [2.19–2.50] 2.13 ± 0.44 [1.88–2.38] 0.06
SUVmean ratio spleen/

liver
0.82 ± 0.09 [0.77–0.87] 0.90 ± 0.08 [0.85–0.94] 0.02 0.84 ± 0.09 [0.79–0.90] 0.91 ± 0.10 [0.86–0.97] 0.01

SUVmean ratio bone/liver 0.83 ± 0.13 [0.76–0.90] 0.93 ± 0.25 [0.79–1.08] 0.24 0.84 ± 0.16 [0.75–0.93] 0.91 ± 0.24 [0.77–1.04] 0.48
SUVmean ratio lymph 

node/liver
0.59 ± 0.19 [0.49–0.69] 0.79 ± 0.29 [0.63–0.96] 0.02 0.64 ± 0.17 [0.54–0.74] 0.76 ± 0.21 [0.64–0.88] 0.08
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Table 3  Overview of percent change (Δ) in FDG uptake after induction chemoimmunotherapy (post-ICIT), shown by patient response, 95% 
Confidence Intervals in brackets

Bold values are correct selected and indicate significant differences
pCR pathologic complete remission, ReTu residual tumor, PT primary tumor, LN +  lymph node metastasis, WB whole body, SUV standardized 
uptake value, MTV metabolic tumor volume, TLG total lesion glycolysis

pCR ReTu P

ΔSUVmax PT 64.9 ± 15.8 [56.8–73.0] 26.1 ± 33.7 [6.6–45.5]  < 0.01
ΔSUVpeak PT 60.4 ± 15.8 [52.3–68.6] 26.8 ± 35.8 [6.1–47.5] 0.01
ΔMTV PT,  cm3 74.2 ± 21.8 [63.0–85.5] 38.0 ± 33.3 [18.8–57.2]  < 0.01
ΔTLG PT  cm3 86.7 ± 15.1 [78.9–94.5] 44.0 ± 60.0 [9.3–78.6]  < 0.01
ΔSUVmax LN + 25.2 ± 29.4 [7.4–42.9] 12.2 ± 37.6 [− 11.7 to 36.1] 0.44
ΔSUVpeak LN + 25.2 ± 28.9 [7.7–42.6] 9.6 ± 46.3 [− 19.9 to 39.0] 0.38
ΔMTV WB 53.8 ± 35.0 [35.8–71.8] 36.8 ± 33.1 [17.7–55.9] 0.10
ΔTLG WB 68.7 ± 33.1 [51.6–85.7] 41.7 ± 59.7 [7.2–76.1] 0.04
ΔSUVmean liver 0.5 ± 15.7 [− 8.6 to 9.5] 0.03 ± 14.2 [− 8.2 to − 8.2] 1.00
ΔSUVmean ratio spleen/liver − 3.6 ± 10.3 [− 9.5 to − 2.4] − 2.2 ± 9.6 [− 7.8 to 3.3] 0.74
ΔSUVmean ratio bone/liver − 0.5 ± 19.4 [− 11.7 to − 10.7] − 0.04 ± 24.1 [− 13.9 to 13.8] 0.80
ΔSUVmean ratio lymph node/liver − 9.8 ± 20.7 [− 21.8 to 2.1] − 0.02 ± 18.9 [− 11.0 to − 10.9] 0.22

Fig. 2  Upper row: Representative patient with (A) cT2 cN2c HNSCC 
of hypopharynx prior to induction chemoimmunotherapy. FDG-
PET/CT records a high baseline metabolic activity high (SUVmax, 
19.8). Histology shows a moderately to poorly differentiated non-
keratinizing squamous cell carcinoma (B) HE staining with a low 
levels of stromal and intratumoral infiltration with cytotoxic T-Cells 
(CD8 immunohistochemistry) (C). Lower row: Same patient after 

ICIT: (D) marked decline in uptake by primary tumor (SUVmax, 2.8; 
ΔSUVpeak, 85.9%). Histology shows a densely packed lymphoid 
stroma in the HE stain (E) with CD8 positive lymphocytes after 
immunolabeling (D) but without evidence of viable tumor cells (F). 
PT primary tumor, SUV standardized uptake value, HE stain hema-
toxylin and eosin stain
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Subgroup analysis

To investigate the clinical applicability of ROC analy-
ses, we established the following cutpoints for declines in 
FDG uptake by PET responders, grouping patients accord-
ing to various standards: (1) European Organization for 
Research and Treatment of Cancer (EORTC) PET criteria 
[21] → ΔSUVmax PT ≥ 0.25; (2) Positron Emission Tomog-
raphy Response Criteria in Solid Tumors (PERCIST) defined 
by Wahl et al. [22] → ΔSUVpeak PT ≥ 0.30; and (3) ROC 
analysis → ΔSUVmax PT ≥ 0.50, ΔSUVmax PT ≥ 0.60, and 
ΔTLG WB ≥ 0.75. We also combined the two best quan-
titative parameters at set thresholds, namely ΔSUVmax 
PT ≥ 0.50 and SUVmax PT Post-ICIT ≤ 6, obtaining high-
level specificity and NPV (both, 0.93) in predicting pCR. 
All sensitivity, specificity, NPV, and PPV data are found in 
Table 4.

Discussion

The current single-center analysis of the prospective phase 
II CheckRad-CD8 trial found a pCR rate of 55%. This is 
comparable to the interim analysis of this endpoint of the 
whole multi-center study [19]. The current single-center 
analysis focuses on the question if the pCR can be identi-
fied by FDG-PET/CT.

To our knowledge, this the first study reporting on the use 
of FDG-PET/CT for monitoring early responses to combined 
ICIT in patients with locally advanced HNSCC. However, 
other researchers have similarly evaluated responses to IC in 
this setting. In 2013, Kikuchi et al. published a study on the 
predictive value of early metabolic response after neoadju-
vant chemotherapy. They defined PET response as a decline 
in SUVmax ≥ 55% or a residual SUVmax ≤ 3.5 at PT sites, 

Fig. 3  Receiver operating char-
acteristic (ROC) curve plotted 
for complete remission in subset 
of patients with nodal metasta-
sis (n = 25)

Table 4  PET responses at 
various thresholds in testing for 
pCR (17 of 31 patients)

PET positron emission tomography, EORTC  European organization for research and treatment of cancer, 
PERCIST positron emission tomography response criteria in solid tumors, NPV negative predictive value, 
PPV positive predictive value, percentage decrease (Δ), PT primary tumor, LNM lymph node metastasis, 
WB whole body, SUV standardized uptake value, TLG total lesion glycolysis

PET respond-
ers (n)

Sensitivity Specificity NPV PPV

ΔSUVmax PT ≥ 25.0% (EORTC) 23 0.94 0.50 0.70 0.87
ΔSUVpeak PT ≥ 30.0% (PERCIST) 24 0.94 0.57 0.73 0.88
ΔSUVmax PT ≥ 50.0% 20 0.88 0.64 0.75 0.81
ΔSUVmax PT ≥ 60.0% 14 0.76 0.93 0.93 0.76
ΔTLG WB ≥ 75.0% 15 0.80 0.79 0.82 0.76
ΔSUVmax PT ≥ 50.0% + SUVmax PT 

post-ICIT ≤ 6
15 0.82 0.93 0.93 0.81
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identifying early PET response as an independent prognostic 
factor for local tumor control and disease-specific survival. 
Our own study group has recently published a paper on met-
abolic responses after one cycle of IC, confirming the results 
of Kikuchi et al. [10, 11]. In this work, a decline in SUVmax 
of at least 60% corresponded with better local tumor control 
(LC) and OS, whereas insufficient FDG-PET responses were 
linked to high local recurrence rates after definitive CRT or 
surgery due to initial IC failure.

On the other hand, it is not entirely clear whether if FDG-
PET/CT is suitable for monitoring ICIT responses. Past 
studies aimed at other malignancies have shown its erratic 
diagnostic accuracy when used for this purpose, one being 
a report by Gilles et al in which a small patient popula-
tion received interferon-alpha for renal cell carcinoma [23]. 
They found no correlation between post-therapeutic changes 
in FDG uptake and progression-free survival (PFS) or OS. 
Furthermore, because immunotherapy triggers local inflam-
mation within tumorous areas, there are several accounts of 
metabolic pseudoprogression on PET [24–26]. Inhibitors of 
the PD-1/PD-L1 pathway are known to induce a systemic 
immune response leading to extensive immunologic changes 
measurable in the peripheral blood [27]. As recently pub-
lished, such systemic immunological changes can lead to 
misclassification of metabolic responses in up to one-third of 
patients monitored by FDG-PET/CT after PD-L1-blockade 
for non-small cell lung cancer [28].

In our patient group, there was a high concordance 
between metabolic activity and clinical remission. In the 
future this might hold the possibility to replace invasive 
biopsy to evaluate treatment response and allow an appro-
priate patient selection for radio-immunotherapy. The value 
of patient selection for definitive radio-chemotherapy based 
on metabolic response has already been proven in the con-
cept of conventional induction chemotherapy [6]. Probably 
due to the limited number of patients studied, we found no 
obvious cases of metabolic pseudoprogression. We identified 
one patient with a significant increase in metabolic activity 
on post-ICIT scan (ΔSUVmax PT = − 49.6%), fulfilling the 
conditions of an unconfirmed progressive metabolic disease 
(UPMD) as defined by the recently published iPERCIST-
criteria [29]. Histologic assessment confirmed an insufficient 
response to ICIT. The prospect of metabolic pseudopro-
gression in our study setting remains uncertain, as only the 
basline and one subsequent PET was performed. One could 
speculate that when induction chemotherapy and immuno-
therapy are combined, the decrease in FDG uptake due to 
the cytotoxic effects of IC may be overridden by a potential 
inflammatory increase in FDG uptake. This is supported by 
our post-ICIT findings, namely median residual SUVmax 
PT post-ICIT of 5.3 and median decline of 56.7%, and the 
analogous reporting of residual FDG uptake (SUVmax, 5.8) 
in our own group of patients with HNSCC after IC alone 

[6]. Additional studies are still needed to clarify this point. 
Histologic pCR (vs ReTu) was associated with significantly 
greater decline in PT metabolic activity measured by FDG-
PET/CT (p < 0.01).

In the ROC analyses, changes in FDG uptake yielded 
high AUCs (up to 0.89) in predicting pCR, whereas resid-
ual activity (SUVmax PT post-ICIT ≥ 6) correctly predicted 
ReTu (AUC = 0.91) sensitivity = 0.86; specificity = 0.88). 
The combination of both ΔSUVmax PT ≥ 0.5 and SUV-
max PT post-ICIT ≤ 6 enabled prediction of pCR after ICIT 
with a high level of diagnostic confidence (sensitivity, 0.82; 
specificity, 0.93; NPV, 0.93; PPV, 0.81).

All quantitative parameters investigated, including SUV-
max, SUVpeak, MTV, and TLG, performed comparably in 
our study and are viable indices for therapeutic monitoring. 
Given that EARL criteria v1.0 (accredited for PET recon-
struction) were applied to our analysis, allowing compari-
sons of SUVmax determinations across various institutions 
and PET systems, we concentrated on reporting of SUV-
max. However, SUVpeak and TLG may further improve 
such comparability. Unfortunately, FDG uptake in LN + or 
in healthy lymphatic and hematopoietic tissue as a surrogate 
measure of immunotherapy response is not a valid approach. 
Our group has already published similar results for patients 
after IC, and there was simply no correlation between thera-
peutic response and FDG uptake in nodal metastases [7].

At this juncture, we have reported early pathologic 
responses after ICIT in a limited number of patients with 
HNSCC. No data on long-term follow-up or OS is available 
so far to assess the prognostic utility of FDG-PET/CT in 
these patients. Additional studies focusing on clinical out-
comes are essential in addressing this issue.

Conclusion

In patients with locally advanced HNSCC, quantifying resid-
ual FDG uptake levels of PTs and corresponding percent 
changes allows the identification of histological complete 
response after a single cycle of ICIT. However, background 
activity within lymphatic and hematopoietic organs and 
quantifiable FDG uptake in nodal metastases are no valid 
measures.

Author contributions MB: conceptualization, image acquisition, data 
analysis, clinical data collection, statistics, writing–original draft JH: 
image acquisition, data analysis, clinical data collection, statistics 
ME: conceptualization, pathological analyses, clinical data collec-
tion, writing–review and editing DS: image acquisition, supervision, 
writing–review and editing AOG: conceptualization, biopsy, writ-
ing–review and editing SM: biopsy, writing–review and editing SR: 
conceptualization, writing–review and editing USG: conceptualiza-
tion, writing–review and editing JG: conceptualization, writing–review 



631Annals of Nuclear Medicine (2022) 36:623–633 

1 3

and editing IT: conceptualization, writing–review and editing MGH: 
conceptualization, writing–review and editing GK: conceptualization, 
writing–review and editing JD: conceptualization, writing–review 
and editing BT: conceptualization, writing–review and editing AH: 
conceptualization, pathological examinations, clinical data collection, 
resources, supervision, writing–review and editing HI: conceptualiza-
tion, biopsy, resources, supervision, writing–review and editing TK: 
image acquisition, resources, supervision, writing–review and editing 
RF: conceptualization, resources, supervision, writing–review and 
editing MH: conceptualization, data analysis, clinical data collection, 
methodology, writing–review and editing SS: conceptualization, data 
analysis, clinical data collection, methodology, supervision, writing–
review and editing.

Funding Open Access funding enabled and organized by Projekt 
DEAL. The trial was funded by AstraZeneca (ESR-16-12356) and was 
conducted as investigator sponsored trial.

Declarations 

Conflict of interest M.B. conflict of interest with Novartis (travel ex-
penses); Bayer (advisory role, honoraria); SIRTEX (travel expenses). 
J.H. has no conflict of interest. M.E. conflict of interest with Diaceu-
tics (employment, honoraria, advisory role, speakers’ bureau, travel 
expenses); AstraZeneca (honoraria, advisory role, speakers’ bureau, 
travel expenses); Roche (honoraria, travel expenses); MSD (honoraria, 
speakers’ bureau); GenomicHealth (honoraria, advisory role, speak-
ers bureau, travel expenses); Astellas (honoraria, speakers’ bureau); 
Janssen-Cilag (honoraria, advisory role, research funding, travel ex-
penses); Stratifyer (research funding, patents). D.S. has no conflict 
of interest. A.O.G. has no conflict of interest. S.M. has no conflict of 
interest. S.R. conflict of interest with AstraZeneca (research funding); 
MSD (research funding). U.S.G. conflict of interest with AstraZen-
eca (advisory role, research funding); BMS (advisory role); MSD 
(research funding); Sennewald Medizintechnik (travel expenses). J.G. 
has no conflict of interest. I.T. has no conflict of interest. M.G.H. con-
flict of interest with Roche (stock, honoraria); Varian (stock); Sanofi 
(honoraria); AstraZeneca (honoraria, travel expenses); BMS (hono-
raria, advisory role); MSD (honoraria, advisory role); Merck Serono 
(honoraria); Celgene (honoraria). G.K. conflict of interest with BMS 
(advisory role); Lilly (advisory role); Roche (advisory role). J.D. has 
no conflict of interest. B.T. conflict of interest with BMS (honoraria, 
advisory role, travel expenses); Merck Serono (honoraria, advisory 
role); MSD (travel expenses). A.H. conflict of interest with BMS 
(honoraria, advisory role); MSD (honoraria, advisory role); Roche 
(honoraria, advisory role, research funding); AstraZeneca (honoraria, 
advisory role, research funding); Boehringer Ingelheim (honoraria); 
Abbvie (honoraria); Cepheid (advisory role, research funding); Quia-
gen (advisory role); Janssen-Cilag (honoraria, advisory role, research 
funding); Ipsen (honoraria, advisory role); NanoString Technologies 
(advisory role, research funding, expert testimony); Illumina (advi-
sory role); 3DHistech (advisory role); Diaceutics (advisory role); Bi-
oNTech (research funding). H.I. has no conflict of interest. T.K. con-
flict of interest with Siemens Healthineers (advisory role, honoraria, 
speakers’ bureau, travel expenses, research funding). R.F. conflict of 
interest with MSD (honoraria, advisory role, research funding, travel 
expenses); Fresenius (honoraria); BrainLab (honoraria); AstraZeneca 
(honoraria, advisory role, research funding, travel expenses); Merck 
Serono (advisory role, research funding, travel expenses); Novocure 
(advisory role, speakers’ bureau, research funding); Sennewald (speak-
ers’ bureau, travel expenses). The other authors declare no conflicts of 
interest. M.H. conflict of interest with Merck Serono (advisory role, 
speakers’ bureau, honoraria, travel expenses, research funding); MSD 
(advisory role, speakers’ bureau, travel expenses, research funding); 
AstraZeneca (research funding); Novartis (research funding); BMS 

(advisory role, honoraria, speakers’ bureau); Teva (travel expenses). 
S.S. conflict of interest with Strycker (stock); Varian (stock); Abbot 
(stock); Crispr Techn. (stock); Pfitzer (stock); Merck Serono (stock); 
Symrise (stock); Ortho (honoraria, advisory role, speakers’ bureau, re-
search funding, travel expenses); PharmaMar (speakers’ bureau, travel 
expenses); Haema (speakers’ bureau).

Ethical approval The trial was registered with ClinicalTrials.gov 
(identifier: NCT03426657). The institutional review board at the Frie-
drich-Alexander-Universität Erlangen-Nürnberg (number: 131_18 Az) 
approved the trial. All patients gave written informed consent to the 
study and to publication. The trial was funded by AstraZeneca (ESR-
16-12356) and was conducted as investigator sponsored trial. The study 
was carried out in accordance with the ethical standards as laid down in 
the 1964 Declaration of Helsinki and its later amendments.

Open Access This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, distribution and reproduction in any medium or format, as long 
as you give appropriate credit to the original author(s) and the source, 
provide a link to the Creative Commons licence, and indicate if changes 
were made. The images or other third party material in this article are 
included in the article's Creative Commons licence, unless indicated 
otherwise in a credit line to the material. If material is not included in 
the article's Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a 
copy of this licence, visit http:// creat iveco mmons. org/ licen ses/ by/4. 0/.

References

 1. Fietkau R, Hecht M, Hofner B, Lubgan D, Iro H, Gefeller O, 
et al. Randomized phase-III-trial of concurrent chemoradiation for 
locally advanced head and neck cancer comparing dose reduced 
radiotherapy with paclitaxel/cisplatin to standard radiotherapy 
with fluorouracil/cisplatin: the PacCis-trial. Radiother Oncol. 
2020;144:209–17.

 2. Ang KK, Zhang Q, Rosenthal DI, Nguyen-Tan PF, Sherman EJ, 
Weber RS, et al. Randomized phase III trial of concurrent acceler-
ated radiation plus cisplatin with or without cetuximab for stage 
III to IV head and neck carcinoma: RTOG 0522. J Clin Oncol. 
2014;32(27):2940–50.

 3. Mogadas S, Busch CJ, Pflug C, Hanken H, Krull A, Petersen 
C, et al. Influence of radiation dose to pharyngeal constrictor 
muscles on late dysphagia and quality of life in patients with 
locally advanced oropharyngeal carcinoma. Strahlenther Onkol. 
2020;196(6):522–9.

 4. Forastiere AA, Zhang Q, Weber RS, Maor MH, Goepfert H, 
Pajak TF, et al. Long-term results of RTOG 91–11: a comparison 
of three nonsurgical treatment strategies to preserve the larynx 
in patients with locally advanced larynx cancer. J Clin Oncol. 
2013;31(7):845–52.

 5. Breheret M, Lubgan D, Haderlein M, Hecht M, Traxdorf M, 
Schmidt D, et al. Single-cycle induction chemotherapy before 
chemoradiotherapy or surgery in functionally inoperable head 
and neck squamous cell carcinoma: 10-year results. Eur Arch 
Otorhinolaryngol. 2020;277(1):245–54.

 6. Semrau S, Haderlein M, Schmidt D, Lell M, Wolf W, Waldfahrer 
F, et al. Single-cycle induction chemotherapy followed by chemo-
radiotherapy or surgery in patients with head and neck cancer: 
what are the best predictors of remission and prognosis? Cancer. 
2015;121(8):1214–22.

http://creativecommons.org/licenses/by/4.0/


632 Annals of Nuclear Medicine (2022) 36:623–633

1 3

 7. Semrau S, Schmidt D, Lell M, Waldfahrer F, Lettmaier S, Kuwert 
T, et al. Results of chemoselection with short induction chemo-
therapy followed by chemoradiation or surgery in the treatment 
of functionally inoperable carcinomas of the pharynx and larynx. 
Oral Oncol. 2013;49(5):454–60.

 8. Tanadini-Lang S, Balermpas P, Guckenberger M, Pavic M, 
Riesterer O, Vuong D, et  al. Radiomic biomarkers for head 
and neck squamous cell carcinoma. Strahlenther Onkol. 
2020;196(10):868–78.

 9. Budach W, Bolke E, Kammers K, Gerber PA, Orth K, Gripp S, 
et al. Induction chemotherapy followed by concurrent radio-chem-
otherapy versus concurrent radio-chemotherapy alone as treatment 
of locally advanced squamous cell carcinoma of the head and neck 
(HNSCC): a meta-analysis of randomized trials. Radiother Oncol. 
2016;118(2):238–43.

 10. Semrau S, Schmidt D, Hecht M, Haderlein M, Kitzsteiner C, 
Muller S, et al. Classification of three prognostically different 
groups of head and neck cancer patients based on their meta-
bolic response to induction chemotherapy (IC-1). Oral Oncol. 
2020;100: 104479.

 11. Kikuchi M, Nakamoto Y, Shinohara S, Fujiwara K, Yamazaki 
H, Kanazawa Y, et al. Early evaluation of neoadjuvant chemo-
therapy response using FDG-PET/CT predicts survival prognosis 
in patients with head and neck squamous cell carcinoma. Int J Clin 
Oncol. 2013;18(3):402–10.

 12. Franklin C, Livingstone E, Roesch A, Schilling B, Schadendorf D. 
Immunotherapy in melanoma: recent advances and future direc-
tions. Eur J Surg Oncol. 2017;43(3):604–11.

 13. Considine B, Hurwitz ME. Current status and future directions 
of immunotherapy in renal cell carcinoma. Curr Oncol Rep. 
2019;21(4):34.

 14. Burtness B, Harrington KJ, Greil R, Soulieres D, Tahara M, 
de Castro G, et al. Pembrolizumab alone or with chemotherapy 
versus cetuximab with chemotherapy for recurrent or meta-
static squamous cell carcinoma of the head and neck (KEY-
NOTE-048): a randomised, open-label, phase 3 study. Lancet. 
2019;394(10212):1915–28.

 15. Ott PA, Hodi FS, Robert C. CTLA-4 and PD-1/PD-L1 blockade: 
new immunotherapeutic modalities with durable clinical benefit 
in melanoma patients. Clin Cancer Res: Off J Am Assoc Cancer 
Res. 2013;19(19):5300–9.

 16. Bleeker-Rovers CP, de Kleijn EM, Corstens FH, van der Meer 
JW, Oyen WJ. Clinical value of FDG PET in patients with fever 
of unknown origin and patients suspected of focal infection or 
inflammation. Eur J Nucl Med Mol Imaging. 2004;31(1):29–37.

 17. Cho SY, Huff DT, Jeraj R, Albertini MR. FDG PET/CT for assess-
ment of immune therapy: opportunities and understanding pitfalls. 
Semin Nucl Med. 2020;50(6):518–31.

 18. Tsai KK, Pampaloni MH, Hope C, Algazi AP, Ljung BM, Pin-
cus L, et al. Increased FDG avidity in lymphoid tissue associated 
with response to combined immune checkpoint blockade. J Immu-
nother Cancer. 2016;4:58.

 19. Hecht M, Gostian AO, Eckstein M, Rutzner S, von der Grun 
J, Illmer T, et al. Safety and efficacy of single cycle induction 
treatment with cisplatin/docetaxel/ durvalumab/tremelimumab 
in locally advanced HNSCC: first results of checkrad-CD8. J 
Immunother Cancer. 2020;8(2):e001378.

 20. Hecht M, Eckstein M, Rutzner S, von der Grun J, Illmer T, 
Klautke G, et al. Induction chemoimmunotherapy followed by 
CD8+ immune cell-based patient selection for chemotherapy-free 
radioimmunotherapy in locally advanced head and neck cancer. J 
Immunother Cancer. 2022;10(1):e003747.

 21. Therasse P, Arbuck SG, Eisenhauer EA, Wanders J, Kaplan RS, 
Rubinstein L, et al. New guidelines to evaluate the response to 
treatment in solid tumors European organization for research 
and treatment of cancer, national cancer institute of the United 
States, national cancer institute of canada. J National Cancer Inst. 
2000;92(3):205–16.

 22. Wahl RL, Jacene H, Kasamon Y, Lodge MA. From RECIST to 
PERCIST: evolving considerations for PET response criteria 
in solid tumors. J Nuclear Med: Off Publ, Soc Nuclear Med. 
2009;50(Suppl 1):122S-S150.

 23. Gilles R, de Geus-Oei LF, Mulders PF, Oyen WJ. Immuno-
therapy response evaluation with (18)F-FDG-PET in patients 
with advanced stage renal cell carcinoma. World J Urol. 
2013;31(4):841–6.

 24. Aide N, Hicks RJ, Le Tourneau C, Lheureux S, Fanti S, Lopci E. 
FDG PET/CT for assessing tumour response to immunotherapy: 
report on the EANM symposium on immune modulation and 
recent review of the literature. Eur J Nucl Med Mol Imaging. 
2019;46(1):238–50.

 25. Carter BW, Bhosale PR, Yang WT. Immunotherapy and the role 
of imaging. Cancer. 2018;124(14):2906–22.

 26. Shields AF, Jacobs PM, Sznol M, Graham MM, Germain RN, 
Lum LG, et  al. Immune modulation therapy and imaging: 
workshop report. J Nuclear Med: Off Publ, Soc Nuclear Med. 
2018;59(3):410–7.

 27. Zhou JG, Donaubauer AJ, Frey B, Becker I, Rutzner S, Eckstein 
M, et al. Prospective development and validation of a liquid 
immune profile-based signature (LIPS) to predict response of 
patients with recurrent/metastatic cancer to immune checkpoint 
inhibitors. J Immunother Cancer. 2021;9(2):e001845.

 28. Humbert O, Cadour N, Paquet M, Schiappa R, Poudenx M, Char-
din D, et al. (18)FDG PET/CT in the early assessment of non-
small cell lung cancer response to immunotherapy: frequency and 
clinical significance of atypical evolutive patterns. Eur J Nucl Med 
Mol Imaging. 2020;47(5):1158–67.

 29. Goldfarb L, Duchemann B, Chouahnia K, Zelek L, Soussan M. 
Monitoring anti-PD-1-based immunotherapy in non-small cell 
lung cancer with FDG PET: introduction of iPERCIST. EJNMMI 
Res. 2019;9(1):8.

Publisher's Note Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.

Authors and Affiliations

M. Beck1  · J. Hartwich1 · M. Eckstein2 · D. Schmidt1 · A. O. Gostian3 · S. Müller3 · S. Rutzner4 · U. S. Gaipl4 · 
J. von der Grün5 · T. Illmer6 · M. G. Hautmann7 · G. Klautke8 · J. Döscher9 · T. Brunner10 · B. Tamaskovics11 · 
A. Hartmann2 · H. Iro3 · T. Kuwert1 · R. Fietkau4 · M. Hecht4 · S. Semrau4

http://orcid.org/0000-0003-2523-6266


633Annals of Nuclear Medicine (2022) 36:623–633 

1 3

1 Clinic of Nuclear Medicine, Friedrich-Alexander-Universität 
Erlangen-Nürnberg, University Hospital Erlangen, 
Ulmenweg 18, 91054 Erlangen, Bayern, Germany

2 Institute of Pathology, Friedrich-Alexander-Universität 
Erlangen-Nürnberg, Erlangen, Bayern, Germany

3 Department of Otolaryngology-Head and Neck Surgery, Fri
edrich-Alexander-Universität Erlangen-Nürnberg, Erlangen, 
Bayern, Germany

4 Department of Radiation Oncology, Friedrich-Alexander-Uni
versität Erlangen-Nürnberg, Erlangen, Bayern, Germany

5 Department of Radiotherapy and Oncology, Goethe 
University Frankfurt, Frankfurt am Main, Germany

6 Medical Oncology Clinic Dresden Freiberg, Dresden, 
Saxony, Germany

7 Department of Radiotherapy, Universität Regensburg, 
Regensburg, Bayern, Germany

8 Department of Radiation Oncology, Chemnitz Hospital, 
Chemnitz, Sachsen, Germany

9 Department of Otolaryngology-Head and Neck Surgery, 
Universität Ulm, Ulm, Baden-Württemberg, Germany

10 Department of Radiation Oncology, Otto Von Guericke 
Universität Magdeburg, Magdeburg, Sachsen-Anhalt, 
Germany

11 Department of Radiation Oncology, 
Heinrich-Heine-Universität Düsseldorf, Düsseldorf, 
Nordrhein-Westfalen, Germany


	F18-FDG PETCT imaging early predicts pathologic complete response to induction chemoimmunotherapy of locally advanced head and neck cancer: preliminary single-center analysis of the checkrad-cd8 trial
	Abstract
	Aim 
	Methods 
	Results 
	Conclusion 
	Trial registry 

	Introduction
	Materials and methods
	Trial design and treatment
	Trial oversight
	Re-biopsy
	Scanning procedures
	Outcome measures
	Statistical analysis

	Results
	Patient characteristics and treatment
	Re-biopsy results
	Pre-ICIT glucose metabolism
	Post-ICIT glucose metabolism
	Metabolic changes after ICIT
	Metabolic activity of lymphatic and hematopoietic tissue
	Receiver operating characteristic (ROC) analyses
	Subgroup analysis

	Discussion
	Conclusion
	References




