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Comparison of Blood Glucose Level in Pancreatic Cancer on
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Purpose: Normal pancreas has low uptake rate in "®F_.FDG PET scan. However, it is possible to diagnose
malignancy of pancreatic cancer which has high uptake rate. Many studies approve a high prevalence of diabetes
in pancreatic cancer and if the blood glucose level (BGL) is over the normal range, FDG uptake will be decreased
and there will be inconvenience for patients from the delay time to reduce the high BGL or could cause difficulty
to arrange the schedule. Therefore, we studied the relation of BGL and image quality in pancreatic cancer on
PET. Materials and Methods: A hundred patients had PET scan. The prevalence of pancreatic cancer and
diabetes were evaluated using SPSS ver. 17. The fasting BGL of patients were examined and sorted as diabetes
mellitus (DM) group and Non-DM group. For the evaluation, patients were divided into 3 groups (Non-DM,
DM; BGL >7.0 mmol/L, and DM; BGL<7.0 mmol/L). The ROI was drown on Liver and Lung for the PET
imaging analysis. Results: Fifty three male and forty seven female were in the patients. The average age was
60.1+13.5. There were 36 patients (male: 22, female: 14, 36%) who had pancreatic cancer with DM. There were
15 patients who showed over 7.0 mmol/L in their fasting BGL and 85 patients who showed under 7.0 mmol/L in
their fasting BGL. Among the Non-DM, DM; BGL > 7.0 mmol/L, and DM; BGL<7.0 mmol/L, there was not a
statistical significance (p>0.05). Conclusion: The prevalence of pancreatic cancer was comparatively high in
this study. If the fasting BGL was slightly over the normal BGL, we believe it will not give a severe disturbance
when the patients have PET scan. Furthermore, the examination schedule doesn't need to change and the
inconvenience from the delay of patients preparation will be reduced. (Korean J Nucl Med Technol
2011;15(1):65-69)
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1. Preparation : Water 500~1,000 cc

2. Sugarcheck & FDG injection

3. Resting: 1 hour

4. PET Scan (Emission): 6~7 Bed (5 min/Bed)

5. Transmission Scan : 6~7 Bed (3 min/Bed)

Fig. 1. All patients fasted for at least 8 hrs before PET imaging. The blood glucose level was routinely measured

and then FDG was injected.
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Fig. 2. PET Advance equipment (GE Healthcare, USA) and
Accu-Check inform (F. Hoffmann-La Roche Ltd, Switzerland)
blood glucose machine was used.
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Table 1, Comparison of each groups
Group A Group A Group A val

DM & 126 mg/dL< DM & 126 mg/dL> Non DM prvatue
Number of patients 13 23 64
Plasma glucose (mg/dL) 159+32.60 99.78+13.17 92.06+14.51
Liver SUVmax * 2.68+0.30 2.54+0.39 2.47+0.34 0.132
Lung SUVmax * 0.52+0.10 0.53+0.11 0.56+0.11 0.330
Mean+SD
* 1 p>0.05 (One-way ANOVA test : Group A, B and C)
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Fig. 3. PET images of blood glucose level on each groups. The image shows a maximum, median, and minimum
glucose level in each group. The highest level was 223 mg/dL, and the lowest was 61 mg/dL.
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Fig. 4. The box illustrates interquartile distribution, the bottom and top of the box shows 25%, 75% and
the transverse axis in the box shows median value.
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