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& Introduction

INTRODUCTION

Lymphomas have had a somewhat different approach

to response assessment than solid tumours. Briefly, residual or
even bulky masses after therapy completion are frequent in both
Hodgkin disease and non-Hodgkin lymphoma. Masses often do
not regress completely after adequate (curative) treatment
because of residual fibrosis and necrotic debris. (Baratto et al. ,
2016)

In patients with lymphoma, anatomic response criteria often
underestimate the chemotherapeutic effect.( Maffione et al |,
2015)

RECIST and RECIST 1.1 are the standard anatomic response
assessments currently accepted by most regulatory agencies,
however this anatomic processes do not have the ability to detect
functional changes in tumours resulting from early effective
treatment. Hence, Functional imaging with PET offered major
advantages.( Moghbel et al, 2016)

PET assessments of treatment response with 18F-FDG
appear to have substantial biologic relevance when obtained at
the end of treatment, at mid treatment, or soon after treatment is
started. Tracer uptake by a tumour is expected to decline over
time with effective treatment. Thus, capturing and reporting the

fractional change in SUV from the starting value and when the

1



