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Abstract
Purpose

To assess the diagnostic performance of 68Ga-FAPI-04 (68Ga-FAPI) PET/MR for primary as well as
metastatic lesions in pancreatic cancer patients and to compare the results with those of 18F-FDG
PET/CT.

Methods

Prospectively, we evaluated 31 patients suspected to have pancreatic malignancy. Within one week, each
patient underwent both 18F-FDG PET/CT and 68Ga-FAPI PET/MR. Comparisons of the detection abilities
and the standardized uptake values (SUVs) for primary tumors, lymph nodes, as well as hepatic
metastases were conducted for the two imaging approaches.

Results

Twenty-eight pancreatic cancer patients and three pancreatitis ones were enrolled. 68Ga-FAPI and 18F-
FDG exhibited equivalent (100%) detection rates for primary tumors. The SUVs of primary tumors on
68Ga-FAPI PET were markedly higher than those on 18F-FDG (p < 0.05). Fifteen pancreatic cancer patients
were accompanied by pancreatic parenchymal uptake, whereas 18F-FDG PET images showed
parenchymal uptake in 3 patients only (53.57% vs. 10.71%, p < 0.001). The number of positive lymph
nodes detected was higher for 68Ga-FAPI than for 18F-FDG PET (31 vs. 26), led to N upstaging in 27.27%
(3/11) of patients, however, the difference was not statistically signi�cant (p = 0.053). 18F-FDG PET was
able to detect more liver metastases than 68Ga-FAPI, and 68Ga-FAPI uptake of metastatic tumors was
signi�cantly lower than 18F-FDG (6.13 ± 1.63 vs. 8.09 ± 1.68, p < 0.001). In larger liver metastatic lesions,
68Ga-FAPI tended to distribute around the periphery of the lesions. In addition, multiple sequence MR
imaging was helpful for �nding more micrometastases.

Conclusion

68Ga-FAPI PET demonstrated equivalent detection rate with 18F-FDG for primary tumors of pancreatic
cancer, and its percentage of pancreatic parenchymal uptake caused by in�ammation was higher. It
might be better in the detection of suspicious lymph node metastases. The MR multiple sequence
imaging of integrated PET/MR was helpful for detecting tiny liver metastases.

Introduction
Pancreatic cancer is one of the malignancies with high mortality. Its global incidence has tripled since the
1950s, ranking the seventh leading cause of tumor-associated mortalities [1]. Surgical therapy remains
the only pancreatic cancer cure. With insidious clinical symptoms, most pancreatic tumors were found at
the late stage, causing only 10–20% of patients eligible for surgical resection when detected [2]. Thus,
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early pancreatic cancer diagnosis will inform the choice of optimal therapy. Currently, relative to other
imaging examinations, positron emission tomography (PET) with 18F-�uorodeoxyglucose (FDG) has
higher sensitivity and speci�city for pancreatic cancer staging [3,4]. Therapeutic responses and disease
recurrence for pancreatic cancer have also been evaluated by 18F-FDG PET/CT [4]. Furthermore, 18F-FDG
PET/CT imaging parameters may predict its treatment e�cacy and clinical outcome [5]. It should be
noted that 18F-FDG sometimes produces false positives for various non-malignant lesions exhibiting a
moderate FDG avidity (e.g., reactive lymph nodes or in�ammation). And the low resolution of low-dose CT
does not allow satisfactory anatomic evaluation of lesions in the retroperitoneal region [6,7].

The combination of PET and magnetic resonance imaging (MRI) is a very capable hybrid imaging
technique, which integrates the superiority of MRI soft-tissue contrast with the molecular speci�city as
well as sensitivity of PET [8]. Integrated PET/MR, as a versatile modality, has the potential to make up for
the known limitation of PET/CT in detecting small pancreatic cancer, distinguishing mimics and
detecting small hepatic metastases [3,6].

Pancreatic cancer is characterized by a prominent desmoplastic reaction. The desmoplastic stroma is
mainly produced by pancreatic stellate cells (PSCs) [9]. Cancer-associated �broblasts (CAFs) are in part
derived from PSCs and transform their tumor-promoting biological properties through crosstalk with
neoplastic cells [10,11]. Unlike normal �broblasts, CAFs in particular play key roles in tumor proliferation,
invasion, metastasis, and therapy resistance [12,13]. The expressions of �broblast activation protein (FAP),
an essential homodimeric membrane gelatinase of the dipeptidyl peptidase (DPP) family, in CAFs are
selective [14,15]. Based on FAP-speci�c inhibitors (FAPI), radiopharmaceuticals targeting FAP has been
developed. Applications of a 68Ga-labeled FAPI with DOTA-containing ligand (68Ga-FAPI) is a viable
radiotracer in detecting malignant cancers; thus, 68Ga-FAPI-based imaging has been important in
characterization of various malignant cancers [16,17,18]. Röhrich et al. found that relative to contrast-
enhanced CT, 68Ga-FAPI PET/CT is better at detecting recurrent and metastatic lesions in patients with
pancreatic ductal carcinoma (PDAC) [18].

This is a prospective study to determine if the performance of 68Ga-FAPI PET/MR is superior to that of
18F-FDG PET/CT in diagnosing primary tumor, involvement of the lymph nodes, as well as distant
metastases in patients with pancreatic cancer and to compare the potential impacts of both on
therapeutic management.

Materials And Methods

Patients
Thirty-one patients successively diagnosed with suspected pancreatic malignancy by radiologic
examinations (contrast-enhanced CT or MRI) were recruited in this study. Patients who were subjected to
invasive examinations prior to PET scans, including histopathological biopsy, endoscopic retrograde
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cholangiopancreatography (ERCP), and stent placement; received adjuvant radiotherapy or chemotherapy
before PET scans; or without available complete clinical or pathological records were excluded. The
enrolled patients were subjected to both 68Ga-FAPI PET/MR as well as 18F-FDG PET/CT scans within one
week. Prior to their inclusion in this study, all patients signed written informed consents.

Biological and clinical data, including sex, clinical presentation, age, and laboratory indexes were
collected from each patient. Final diagnosis was based on the histopathological assessments of tumor
samples harvested by surgical resection or biopsy. This prospective study was permitted by the Ethical
Committee of the First A�liated Hospital of Naval Medical University (Changhai Hospital, CHEC2021-
071).

Radiopharmaceuticals
Synthesis and labeling of 68Ga-FAPI was according to a previously documented method [19]. 68Ga was
obtained from an in-house 68Ge-to-68Ga generator (ITG, Germany). Chelation was done after the
adjustment of pH using sodium acetate. Then, for 10 min, heating of the reaction mixture was done to
100 °C for 10 min. The reactions integrity was assessed by radio-liquid chromatography. Solid-phase
extraction of 68Ga compounds was performed before injection. The �nal product was sterile and pyrogen-
free.

18F-FDG injections were obtained from Shanghai Atom Kexing Pharmaceutical Co., Ltd. (their
radiochemical purity was> 95%).

68Ga-FAPI PET/MR imaging
PET/MR assessments were conducted on an integrated PET/MR scanner (Biograph mMR; Siemens
Healthcare, Erlangen, Germany) that has a combination of PET and 3.0-T MRI scanners. Intravenous
injection activity of 68Ga-FAPI was 1.85–3.70 MBq/kg. After a fast and simple MRI scout imaging
sequence, a PET scan was conducted for the whole-body from the skull vertex to mid-thigh, in 5–6 bed
positions. MRI was concurrently conducted using the protocol: T1-weighted 3D volumetric interpolated
breath-hold examination (VIBE) with Dixon fat saturation (T1-VIBE-DIXON) (3D, transversal, TR 4.07 ms,
TE 1.28 ms, �ip angle 12°, 72 slices, 3 mm slice thickness, �eld of view (FOV) 400 × 400, voxel size 1.3 ×
1.3 × 3.0 mm3), T2W-BLADE (transversal, TR 3000 ms, TE 89 ms, �ip angle 90°, 33 slices, Slice thickness
6 mm, FOV 400 × 400, voxel size 1.3 × 1.3 × 6.0 mm3), DWI (2D, transversal, TR 6270 ms, TE 50 ms, 33
slices, 6 mm slice thickness, FOV 400 × 400, voxel size 1.6 × 1.6 × 6.0 mm3, b-values 50, 800 s/mm2).
The PET data were reconstructed using high-de�nition PET (HD-PET) (3 iterations, 21 subsets; matrix
172 × 172, voxel size 2.3 × 2.3 × 5.0 mm3). The DIXON sequence was used to derive MRI-based
attenuation correction.
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18F-FDG PET/CT imaging
Prior to 18F-FDG PET/CT scan, study participants were asked to fast for at least 6 h, ensuring the blood
glucose (BG) less than 11.1 mmol/L, and then they were intravenously administered 18F-FDG (3.70–5.55
MBq/kg). All acquisitions were performed on a Biograph 64 PET/CT scanner (Siemens Healthcare,
Erlangen, Germany) 45–60 min after 18F-FDG injection. The whole-body CT scanning parameters were
set as follows: current (170 mA), voltage (120 kV), and scan layer thickness (3 mm). The PET scan was
performed after CT scan acquisition. It was conducted in 5–6 bed positions. Per bed position, PET data
were acquired with 2–3 min of acquisition time. Reconstruction of the acquired data was done by the
postprocessing workstation with iterative TrueD reconstruction System (Siemens Medical Solutions), and
correction attenuation was done by CT images.

Image interpretation
All reconstructed PET/MR as well as PET/CT images were evaluated using Syngo.Via (Siemens
Healthcare, Erlangen, Germany) by 2 experienced nuclear medicine physicians. Any difference between
the two was solved by consensus.

Pancreatic masses were the target lesions. For lesions with an unclear boundary, contrast-enhanced CT
or MR images were referenced during the segmentation. To calculate the standard uptake values (SUVs),
circular regions of interest were drawn around the lesions and automatically adapted to a tridimensional
volume of interest. For every lesion, the maximum SUV (SUVmax), mean SUV (SUVmean) as well as peak

SUV (SUVpeak) were determined. SUVpeak was the SUVmean of a sphere sized 1-cm3 around the SUVmax in
the target lesion. As a normal tissue reference, two circular regions of interest (ROIs) with the diameter of
2-cm were drawn in the right and left liver lobe. The averaged SUVmean of each ROI was used as the liver
SUVmean. Calculation of tumor-to-liver ratio (TLR) was as: SUVmax of the tumor/SUVmean of liver.

If 68Ga-FAPI or 18F-FDG uptake surpassed the surrounding tissue, it was considered a positive lymph
node. Distant metastases were assessed by tracer uptake as well as abnormalities in MR signal
intensities. Locations of metastases were documented.

Statistical analysis
Data analyses were conducted using SPSS (version 26.0; IBM, Armonk, NY, USA). The quantitative data
are presented as mean ± SD. The Wilcoxon signed-rank test was used to compare the number of primary
as well as metastatic lesions, respectively identi�ed by two examinations. We used a paired t-test to
compare different paired 18F-FDG and 68Ga-FAPI PET SUV parameters. Correlation between 68Ga-FAPI
with 18F-FDG SUVs was assessed by Pearson correlation test. p < 0.05 was the cutoff for signi�cance,
and all tests were two-sided.
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Results

Patient characteristics
We recruited 31 patients between January 2020 and July 2021. Patient information including clinical
presentation and laboratory indexes was recorded, as summarized in Table 1.

Table 1
Clinical characteristics of all patients

  Pancreatic cancer (n = 28) Pancreatitis (n = 3)

Population    

Age (range, mean) 48–81, 62.82 47–52, 49.33

Gender (M: F) 15:13 2:1

Laboratory    

CA19-9 (> 37U/ml) 20(71.43%) 1(33.33%)

CEA (> 5ng/ml) 9(32.14%) 2(66.67)

CA125(> 35 U/ml) 15(53.57%) 1(33.33%)

History    

Smoking 7(25.00%) 1(33.33%)

Alcohol 6(21.43%) 1(33.33%)

Diabetes 5(17.86%) 1(33.33%)

Hypertension 14(50.00%) 0

Abdominal pain 23(82.14%) 1(33.33%)

Jaundice 4(14.29%) 1(33.33%)

Weight loss 14(50.00%) 1(33.33%)

Treatment    

surgical resection 9(32.14%) 2(66.67%)

EUS-FNA 19(67.86%) 1(33.33%)

Abbreviation: CA19-9, carbohydrate antigen 19 − 9; CEA, carcinoembryonic antigen; CA125,
carbohydrate antigen 125; EUS-FNA, Endoscopic ultrasound-�ne needle aspiration

 

Clinical diagnosis of suspicious patients
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Among the 31 patients, 28 cases were con�rmed as pancreatic cancer by pathological results, with 9
patients undergoing surgical resection and 19 patients undergoing endoscopic ultrasound-�ne needle
aspiration (EUS-FNA). Of the nine surgical samples, eight were pancreatic ductal adenocarcinoma and
one was pancreatic adenosquamous carcinoma.

The other three patients were con�rmed as pancreatitis. Two were con�rmed as chronic pancreatitis by
surgery. In the other patient, tumor cells were not detected by needle biopsy, and her clinical symptoms
got better after glucocorticoid treatment, the diagnosis of autoimmune pancreatitis was established.

Primary tumor detection
18F-FDG and 68Ga-FAPI PET exhibited comparable detection abilities for primary pancreatic tumors with a
100% positive detection rate. In the primary tumor, uptake parameters of 68Ga-FAPI were higher compared
to those of 18F-FDG and the differences were statistically signi�cant (p < 0.01, Table 2). We explored the
association between uptake of the two tracers. There was no relationship between 68Ga-FAPI and 18F-
FDG in SUVmax, SUVmean and SUVpeak (p > 0.05). The TLR of 68Ga-FAPI was moderately correlated to that

of 18F-FDG (r = 0.426, p = 0.024, Fig. 1).

Table 2
Comparison of the primary tumor, lymph node and metastases uptake between 68Ga-FAPI

and 18F-FDG PET

    68Ga-FAPI 18F-FDG t p value

Primary tumor (n = 28)          

  SUVmax 12.58 ± 4.58 8.78 ± 3.93 -3.165 0.004

  SUVmean 7.07 ± 2.69 5.00 ± 2.38 -2.930 0.007

  SUVpeak 9.59 ± 3.72 6.65 ± 2.99 -3.206 0.003

  TLR 4.24 ± 2.12 3.10 ± 1.50 -2.985 0.006

Lymph node (n = 26)          

  SUVmax 9.01 ± 5.14 7.98 ± 3.77 -0.748 0.462

Liver metastases (n = 30)          

  SUVmax 6.13 ± 1.63 8.09 ± 1.68 6.079 < 0.001

 

Elevated tracer uptake was observed in the adjacent tissue of the pancreas at the same time in 68Ga-FAPI
imaging in 15 patients (53.57%), which may mask the tumor uptake. The diffused or focal parenchymal
uptake in 18F-FDG PET imaging was only observed in 3 patients (10.71% vs. 53.57%, p < 0.001). The
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SUVmax of in�ammatory pancreatic parenchyma was higher than that of pancreatic cancer lesions in
68Ga-FAPI (SUVmax, 13.76 ± 5.50 vs. 12.58 ± 4.58, p = 0.628). Two of the 15 patients had a clinical history
of chronic pancreatitis and seven showed dilated pancreatic ducts on MR or CT images. Typical cases
are presented in Fig. 2 and Fig. 3.

Regional lymph node assessment
In this study, each lymph node with obvious 68Ga-FAPI or 18F-FDG uptake was deemed a positive lymph
node. Among the 11 patients with alleged metastasis of lymph nodes, 68Ga-FAPI PET led to N upstaging
in 27.27% (3/11) of patients compared with 18F-FDG, upstaging from N0 to N1 occurred in two cases
(18.18%) and one (9.09%) from N1 upstaging to N2. However, the difference in lesion numbers detected
by 68Ga-FAPI and 18F-FDG PET were not signi�cant (31 vs. 26, p = 0.053). All 18F-FDG-positive lymph
nodes were 68Ga-FAPI positive as well. Typical cases are presented in Fig. 4.

All 26 double-positive lymph nodes exhibited elevated 68Ga-FAPI uptake compared to 18F-FDG, but the
difference was insigni�cant (SUVmax, 9.01 ± 5.14 vs. 7.98 ± 3.77, p = 0.462). No correlation between the
two tracers regarding lymph nodal uptake was found (r = -0.222, p = 0.276).

Distant metastases
Of the three patients with multiple liver metastases, 18F-FDG imaging demonstrated more metastatic
lesions than 68Ga-FAPI imaging. 18F-FDG exhibited a higher uptake than 68Ga-FAPI (SUVmax, 6.13 ± 1.63
vs. 8.09 ± 1.68, p < 0.001) in all 30 double-positive intrahepatic metastasis lesions. In these three patients,
visual analysis revealed that intrahepatic metastases larger lesions often showed ring-shaped 68Ga-FAPI
uptake with tracer merely around the edge of the lesions, and the uptake intensity was signi�cantly lower
than those of 18F-FDG. Typical cases are presented in Fig. 5.

All intrahepatic metastases with increased 18F-FDG or 68Ga-FAPI uptake were detected by MRI, and more
micrometastases were detected by MRI. However, the results have no in�uence on tumor M staging,
which was important for clinical management and outcomes.

Discussion
The present study was designed as a single-center and prospective study. We compared the diagnosing
and staging e�cacy of 68Ga-FAPI PET/MR with 18F-FDG PET/CT for pancreatic cancer.

Pancreatic cancer is characterized by vascular de�ciency and plentiful desmoplastic stroma, accounting
for 90% of the tumor volume. The stroma consists of extracellular matrix proteins and CAFs [20]. Our
study revealed that the primary tumor could be visualized by 68Ga-FAPI, which was consistent to previous
studies [16,18]. Fibrosis of the pancreas is often a striking feature of chronic pancreatitis [21]. 68Ga-FAPI
was not highly tumor-precise than 18F-FDG, and has a limitation of false-positive uptake caused by the
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in�ammation-induced �brosis, which has been demonstrated by previous studies [18,22]. In this study,
there seemed to be an overlap of the uptake intensities in the pancreatic mass and obstructive
pancreatitis of pancreatic parenchyma, and it is crucial to differentiate pathological FAPI uptake from
tumor-induced obstructive pancreatitis. The positive FAPI uptake caused by tumor-induced in�ammation
sometimes affects the visual interpretation of PET, thus the qualitative reading of FAPI PET images
sometimes must combine other radiological data. Based on the above factors, we suggest to be cautious
about the use of 68Ga-FAPI-chelated therapeutic nuclides for intratumoral irradiation treatment for
pancreatic cancer, before resolving the hyperconcentration of 68Ga-FAPI in in�ammatory pancreatic
parenchyma.

Our results indicate that 68Ga-FAPI might be better than 18F-FDG in assessment of lymph node
metastasis in pancreatic cancer. Overall, N upstaging occurred in three patients compared with 18F-FDG
PET. This result was accordant with previous research [23]. These �ndings may have a signi�cant impact
on clinical management. Of course, our disadvantage is that there is no pathological con�rmation. A
recent study by Qin et al. proposed contrary opinion, who found that the number of avid lymph nodes
detected by 18F-FDG was higher than that of 68Ga-FAPI in nasopharyngeal carcinoma (100 vs. 48) [24]. As
we know, 18F-FDG is not tumor-speci�c, and false-positive results can be found, especially in the
in�ammatory lesions [6,7]. At the same time, 18F-FDG PET sensitivity may be decreased in metastatic
nodes because of low glucose transporter-1 expression, which results in reduced FDG uptake. Therefore,
there still exist practical challenges in lymph node staging based on preoperative FDG PET due to above
mentioned reasons [6,25]. Earlier data show that CAFs can be found in lesions above 1–2 mm in diameter
[26]. These �ndings, unfortunately, were not histopathologically veri�ed. Further studies with larger
sample size and histopathological results are required to compare the diagnostic accuracy of lymph node
metastases between 68Ga-FAPI and 18F-FDG PET in patients of pancreatic cancer.

In our study, the 68Ga-FAPI uptake was usually observed only at the edge of larger lesions of liver
metastases. This phenomenon needs further observation and its mechanism need deep study. We
speculate that this tracer uptake pattern may be partially attributed to inadequate delivery of the
radiotracer to the central portion of the metastatic tumors. Varasteh et al. found that 68Ga-FAPI
accumulated predominantly in the border region of permanent coronary artery occlusion [27]. The
interface of the tumor and the host stroma at the tumor margin is called “the invasive front”. The stroma
at the invasive front of the tumor is composed of �broblasts, myo�broblasts, and myeloid progenitor
cells, which are signi�cantly stiffer than those at the tumor core or in normal tissue [28,29]. Tumors
composed of more than one component might contribute to intratumoral heterogeneity [30]. A previous
study also showed that there are three subtypes of CAFs in PDAC [31]. We speculate that the above
factors may be partly responsible for this phenomenon, and, further studies were needed to explain this
phenomenon.
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18F-FDG PET/CT, which has a good accuracy, is a powerful screening tool for metastatic disease
assessment. However, assessment of liver lesions is inhibited by high background liver uptake as well as
other intrinsic technical limitations [32]. In contrast, 68Ga-FAPI demonstrates very low unspeci�c liver
uptake and is expected to be superior for identifying liver metastasis. However, in three patients with liver
metastasis in our cases, some 18F-FDG hypermetabolic micrometastases were not detected by 68Ga-FAPI,
and the SUVmax was signi�cantly lower in 68Ga-FAPI than in 18F-FDG PET. This is contrary to previously

published studies that showed 68Ga-FAPI PET/CT identi�ed more metastatic sites than 18F-FDG with a
signi�cantly higher SUV [16,23]. The reason for this discrepancy remains unclear, but might be due to the
difference in the origins of CAFs. The differences of progenitor cellular origins result in different
phenotypes and functions of CAFs [33,34]. Patients who were identi�ed with pancreatic cancer as their
only tumor or �rst primary tumor were included in this study, whereas the metastases reported in other
studies consisted of mixed primary tumor compositions, with few pancreatic primary tumors. As
mentioned above, MRI has a much higher soft tissue resolution, and the detection rate of lesions is not
lower than 18F-FDG [3,6,8,35]. To some extent, integrated PET/MR has made up for the de�ciency of low
detection rate of 68Ga-FAPI imaging, thus, PET/MR might work as the best partner of 68Ga-FAPI in hepatic
metastases. Studies with randomized controlled designs and larger sample sizes should be conducted to
verify the difference of 68Ga-FAPI uptake between this study and previous ones.

The lack of a signi�cant correlation between 68Ga-FAPI and 18F-FDG uptake reveals that the two PET
tracers provide different information. 18F-FDG is a glucose analog, thus its uptake re�ects glucose uptake
and, indirectly, metabolic activity [4]. 68Ga-FAPI is a ligand based on quinoline targeting cancer-associated
�broblasts [16]. Qin et al. also did not �nd any correlation in tumor uptake values of the two tracers [24].

As a result of the small sample size, we focused on comparative study of 18F-FDG imaging as well as
68Ga-FAPI imaging in pancreatic cancer, as well as the preliminary study of the additional value of
PET/MR. The comparative study of MRI and PET-related parameters will be discussed in the subsequent
article of this series.

Conclusion
68Ga-FAPI did not show overwhelming superiority to 18F-FDG in visualizing the primary pancreatic cancer.
68Ga-FAPI might be better than 18F-FDG in lymph node metastasis, but the value of 68Ga-FAPI PET for N
staging need further study. The characteristics of 68Ga-FAPI uptake in intrahepatic metastases require
larger sample size studies for corroboration. The MRI multiple sequence imaging of integrated PET/MR
has many advantages and was helpful for detecting tiny liver metastases, thus we recommend the use of
PET/MR for 68Ga-FAPI imaging for pancreatic cancer diagnosing and staging.
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Figure 1

Comparison of SUVmax, SUVmean, SUVpeak and TLR of 68Ga-FAPI with 18F-FDG in primary tumor. The
SUVmax, SUVmean, and SUVpeak measured with 68Ga-FAPI as well as 18F-FDG were not signi�cantly
correlated (p > 0.05). The TLR of 68Ga-FAPI was mildly moderately correlated with 18F-FDG (r = 0.426, p
= 0.024)
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Figure 2

A man (53-year-old) with a pancreatic ductal adenocarcinoma (PDAC). (a-f) 68Ga-FAPI PET/MR and 18F-
FDG PET/CT exhibited a high focal uptake (FAPI: SUVmax = 9.59; FDG: SUVmax = 12.10) in the
pancreatic head (arrows) and lymph node metastasis (FAPI: SUVmax = 6.77; FDG: SUVmax = 15.40) in
the lesser omentum (dashed arrows). (g) Hematoxylin‐eosin (HE) staining of pancreatic cancer tissues
(200× magni�cation). (h-i) Dilatation of the major pancreatic duct with obstructive pancreatitis related
68Ga-FAPI uptake in the region of body and pancreatic tail (SUVmax = 11.70)



Page 18/20

Figure 3

A man (72 years old) with pancreatic ductal adenocarcinoma (PDAC). 68Ga-FAPI PET/MR and 18F-FDG
PET/CT exhibited a high focal uptake (FAPI: SUVmax = 19.30; FDG: SUVmax = 7.64) in the pancreatic
head (arrows). Pancreatitis related 68Ga-FAPI uptake could be seen in the pancreatic body and tail
(SUVmax = 14.9), nodular 18F-FDG uptake could also be seen in the body of pancreas (SUVmax = 4.34)
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Figure 4

In these three patients, 18F-FDG-negative lymph nodes were showed 68Ga-FAPI-positive (arrows)
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Figure 5

Two liver metastatic patients of pancreatic tumor, 68Ga-FAPI uptake was only detected at the edge of
liver metastases, and the 18F-FDG uptake intensity was more obvious. All intrahepatic metastases with
increased 18F-FDG metabolism were detected by MRI, and more micrometastases undetectable by CT
were identi�ed by MRI (arrows)


