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Abstract– The present chapter provides a comprehensive review of the more relevant contributions 
of nuclear modalities and radiopharmaceuticals for the diagnosis, therapy and follow-up of treatment 
in glioblastoma. Initially, a general overview of the different nuclear modalities and principal 
characteristics of radiopharmaceuticals for diagnostic or therapy are presented, anticipating that 
many readers are not familiar with the field. Special attention is given to the most important aspects 
involved in the design and preclinical evaluation of radiopharmaceuticals for glioblastoma targeting, 
as well as to the relevant molecular targets and to the cellular and animal models used to identify and 
evaluate candidates for further clinical trials. The chapter also contains a summarized description of 
the radioactive agents tested as radiopharmaceuticals for imaging and radiotheranostics of 
glioblastoma, either at the preclinical or clinical level, including radiolabeled small molecules, 
radiopeptides, radiolabeled antibodies and radioactive nanoparticles. 
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Abbreviatures – 2-Dimensional (2D); 3-Dimensional (3D); Auger Electrons (AE); Silver Nanoparticle (AgNP); 

Alisertib (Ali); Diacetyl-bis(N4-methylthiosemicarbazone) (ATSM); Gold Nanoparticle (AuNP); Blood-Brain 

Barrier (BBB); Bombesin (BBN); N,N-bis-(2-mercaptoethyl)-N',N'-diethylethylenediamine (BMEDA); Carbonic 

Anhydrase (CA); Convection Enhanced Delivery (CED); Choline (Cho); Computed Tomography (CT); 

Chlorotoxin (CTX/ ClTX); Chemokine Receptor-4 (CXCR4); Double Strand Breaks (DBS); Deoxycytidine 

Kinase (dCK); Deoxyribonucleic acid (DNA); 1,4,7,10-tetraazacyclododecane-1,4,7,10-tetraacetic acid (DOTA); 

1,4,7,10-tetraazacyclododecane-1,4,7,10-tetraacetic acid-Tyr3 (DOTATATE); 1,4,7,10-tetraazacyclododecane-

1,4,7,10-tetraacetic acid-D-Phe1,Tyr3 (DOTATOC); diethylenetriaminepentaacetic acid (DTPA); Extracellular 

Matrix (ECM); Epidermal Growth Factor Receptor (EGFR); Enhanced Permeability and Retention (EPR); Extra-

Domain B of Fibronectin (EDB-FN); Fibroblast Activation Protein (FAP); Fibroblast Activation Protein 

Inhibitors (FAPIs); Fluoro-azomycin arabinoside (FAZA); Fluorocholine (FCho); 2-fluoro-2-deoxy-D-glucose 

(FDG); 2,2-dihydroxymethyl-3-fluoropropyl-2-nitroimidazole (FDiFA); Fluoro-dihydroxyphenylalanine 

(FDOPA); Fluoroethyltyrosine (FET); Fluoro-erythro-nitroimidazole (FET-NIM); Flortanidazole (F-HX4); 

Fluorothymidine (FLT); Fluoromisonidazole (FMISO); FluorThanatrace (F-TT); Glioblastoma (GBM); Glucose 

Transporter 1 (GLUT1); Gastrin-releasing Peptide Receptor (GRPR); Glioma Stem-like Cells (GSCs); Gray (Gy); 

Hyaluronan (HA); Hexamethylpropyleneamine-oxime (HMPAO); Nimotuzumab (h-R3); Interleukin-13 receptor 

subunit α-2 (IL13RA2); Linear Energy Transfer (LET); Lipid Nanocapsule (LNC); Monoclonal Antibodies 

(mAb); Etaracizumab (MEDI-522); Methionine (MET); Methoxyisobutylisonitrile (MIBI); Matrix 

Metalloproteinase (MMP); Magnetic Resonance Imaging (MRI); Mesoporous Silica Nanoparticle (MSN); Neural 

Cell Adhesion Molecule (NCAM); Near-Infrared Fluorescent (NIRF); Neurokinin-1 Receptor (NK1R); 

Nanoparticle (NP); Poly(ADP-ribose) Polymerase 1 (PARP1); Poly(ADP-ribose) Polymerase inhibitor-
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fluorescently labelled (PARPi-FL); Patient-derived Orthotopic Xenografts (PDOXs); Polyethylene Glycol (PEG); 

Positron Emission Tomography (PET); poly(lactic-co-glycolic acid) (PLGA); Peptide Receptor Radionuclide 

Therapy (PRRT); Quantum Dot (QD); Relative Biological Effectiveness (RBE); Arginylglycylaspartic acid 

(RGD); Radioimmunotherapy (RIT); Substance P (SP); Single-Photon Emission Computed Tomography 

(SPECT); Somatostatin Receptor 2 (SSTR2); Tetrofosmin (TF); Temozolomide (TMZ); Tumour Necrosis 

Treatments (TNT); Targeted Radionuclide Therapy (TRT); Translocator Protein (TSPO); Positron (β+); Electron 

(β-); Gamma (γ); 1-(2-chlorophenyl)-N-methyl-N-(1-methylpropyl)-3-isoquinoline carboxamide ((R)PK11195).        

 

27.1 INTRODUCTION 

Glioblastoma (GBM) is the most frequent form of brain tumours, accounting for approximately 15% of all 

primary brain tumours in adults. Nowadays, the overall survival of GBM patients remains extremely low with an 

average lifespan of approximately 15 months after diagnosis (1, 2). Classical approaches, like open surgery, 

chemotherapy and radiotherapy, still remain the most commonly used strategies in GBM therapy (3). This 

scenario reflects the genetic complexity of GBM whose progression is accompanied by an intricate molecular 

evolution with increased number of genetic aberrations, which hamper the rise of effective therapies able to control 

the different biological processes involved in GBM tumour growth (4, 5).  

Due to these difficulties, only four compounds have been approved by the Food and Drug Administration for 

clinical use in GBM patients. One of these compounds is the 5-aminolevulinic acid used for fluorescence 

laparoscopic imaging in intraoperative procedures. The other three are the therapeutic drugs bevacizumab, 

carmustine and temozolomide (TMZ), that present moderated results in the treatment of this deadly disease (6). 

Nonetheless, the recent advances on GBM genomic characterization and on the identification of its signaling 

pathways should leverage the development of new molecular targeted therapies, namely based on monoclonal 

antibodies (mAb) for immunotherapy, tyrosine-kinase inhibitors and cellular approaches (e.g., chimeric antigen 

receptor genetically modified T cells or dendritic cells). Unfortunately, the majority of the clinical trials performed 

with these innovative molecular and cellular therapies led to suboptimal therapeutic outcomes. These 

disappointing results partly reflect the prevalence of a population-based approach in the design of clinical trials, 

instead of a personalized approach with a specific selection of GBM patients accordingly to the “molecular 

profile” of their disease. Besides other requisites, the rise of the personalized treatment of GBM with a molecular 

profile-oriented selection of patients requires an increasing crosstalk between molecular biology and in vivo 

molecular imaging. Nuclear medicine and radiopharmaceuticals offer unique features to bridge the gap and 

promote this crosstalk.  

Nuclear medicine modalities involve the administration of radiolabeled drugs, called radiopharmaceuticals, 

which are used for diagnostic or therapeutic applications depending on the physical properties of the labeling 

radionuclide. The two fundamental nuclear medicine imaging techniques are the Single-Photon Emission 

Computed Tomography (SPECT) and the Positron Emission Tomography (PET). The low detection limits of 

SPECT and PET allow the in vivo visualization of biomarkers at low local concentration thus providing 

biochemical/biological information with clinical relevance in a non-invasive way (7, 8).  

Therapeutic nuclear medicine makes use of radiopharmaceuticals carrying radionuclides that emit ionizing 

particles, such as - or  particles. In particular, targeted radionuclide therapy (TRT) is emerging as a promising 

anti-cancer modality for patient-tailored treatments, including radioimmunotherapy (RIT) that takes advantage 

from the on-going improvements in immunotherapies. Additionally, the same targeting biomolecule recognizing 

a particular molecular target can be labeled either with a diagnostic or with a therapeutic radionuclide, allowing 

the development of a patient-specific treatment. Thus, nuclear medicine modalities offer the unique advantage of 

easily switching from a diagnostic radionuclide to a therapeutic one, using the same or related chemical entities, 

giving rise to an increasing number of clinical applications with theranostic radiopharmaceuticals (9). Nuclear 

medicine modalities play an increasing role in the diagnosis and treatment of cancer in the clinical onset. In the 

particular case of GBM, several clinical trials were performed in the past decades with diagnostic and/or 

therapeutic radiopharmaceuticals, essentially based on radiolabeled peptides or antibodies (10-12). Moreover, 

PET and SPECT imaging can give an invaluable contribution for the “in vivo” characterization of the “molecular 

profile” of GBM, allowing the selection and follow-up of patients to be treated with experimental treatment 

options, namely molecular targeted drugs or immunotherapies.  

Given the increasing relevance and potential of Nuclear Medicine in the detection and management of disease, 

this chapter provides a review of contribution of radiopharmaceuticals for the diagnostic and therapy in GBM, 

with particular focus on their design and preclinical evaluation in cellular and animal models. Furthermore, an up-

to-date overview of the different types of radioactive agents is also provided. 
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27.2  NUCLEAR MEDICINE AND RADIOPHARMACEUTICALS  
 
27.2.1 Nuclear Medicine Modalities  

 

Radioactive decay is the process by which the nucleus of an unstable atom releases energy by spontaneous 

emission of ionizing radiation, such as photons (γ), alpha particles (α), beta particles (positrons (β+) or electrons 

(β-)). Such process may be internal, happening in the nucleus of the unstable atom or may occasionally involve 

an inner electron of the atom, through electron capture or internal capture. These unstable atoms are called 

radionuclides and can be naturally occurring or artificially produced (13). Nuclear medicine is the medical 

specialty that makes use of artificially produced radionuclides and their properties for diagnostic and/or 

therapeutic purposes.   

Radionuclides used in cancer diagnostic and therapy are generally attached to a carrier molecule, forming a 

radiopharmaceutical compound, that is able to bind to specific targets expressed in the tumour cells. The 

pharmaceutical component of the radiopharmaceutical, which targets for instance a specific protein in cells, can 

be a peptide, a monoclonal antibody, or other types of supramolecular structures like nanoparticles (NPs).    

The nuclear imaging modalities SPECT and PET have an important role in the diagnostic of GBM allowing 

for a non-invasive assessment of the tumour’s aggressiveness, differentiation of treatment-induced necrosis from 

tumour recurrence, prognosis estimation and assessment of response to treatment (14).  

SPECT is a tomographic scintigraphy where computer-generated 3 dimensional (3D) images of a radioisotope 

distribution are produced by detecting single photons from acquired multiple-planar images (15). Radionuclides 

that decay through the emission of photons are used for this imaging technique (Figure 1). SPECT data is collected 

based on the recording of the photons detected independently from each other. This detection relies on the use of 

physical collimation in order to obtain directional information for each incident photon. The detection of the 

photons is performed by a gamma camera with a single or multiple detector heads, composed of scintillation 

crystals capable of recording the photons that were not collimated (13, 16). After the administration of the 

radioactive compound, photons emitted will be detected using the appropriate equipment. These photons may or 

may not have a variety of interactions with the matter, such as photoelectric effect or Compton scattering, the 

predominant type of interaction (17). As a consequence, some of the emitted photons will reach the gamma-

camera detectors either uninterrupted or deflected from their original direction. Photons that reach the detectors 

parallel to the collimator holes will reach the scintillation crystals and ionize them. De-excitation of the 

scintillation crystals will occur through light emission that is detected by photomultiplier tubes that will convert 

it to an electrical signal. 

 PET is also a non-invasive imaging modality that provides functional and biochemical information through 

the injection of a radioactive compound, detection of the radiation, and reconstruction of the biodistribution of the 

injected compound, being routinely used for the diagnostic, grading, and staging of tumours as well as for the 

assessment of the efficacy of the therapeutic course (18, 19).  

The radioactive compound used for PET imaging must include a neutron-deficient radioisotope that emits a 

positron when decaying to a stable state. The emitted positron will travel a very short distance, of about 1 to 2 

mm, and interacts with an electron, leading to an annihilation reaction and consequent production of two 511 keV 

photons that will travel in opposite directions along an approximately straight line (Figure 1). These photons are 

detected by the PET scanner detectors that use scintillator crystals coupled to photomultipliers. When the two 

photons are detected in a short-coincidence time window (usually 1 to 10 ns), a true-coincidence event occurs. 

The total number of true-coincidence events detected by the opposed detectors will be proportional to the total 

amount of the radionuclide present in the tube of response (19). Unlike in the case of SPECT, in PET is not 

necessary to have physical collimation, since there is an electronic collimation resultant of the detection of the 

annihilation events, leading to an increased sensitivity.  

Combination of SPECT or PET imaging with an anatomical imaging technique, such as computed tomography 

(CT) or magnetic resonance imaging (MRI) provides a synergistic combination of the functional with the 

structural information (19). Even though SPECT is less expensive than PET and has a wider availability (14), 

PET has a better spatial resolution, allowing the detection of very small tumours, as well as a quantitative 

measurement of physiological parameters (14), being therefore the image modality of choice regarding GBM 

diagnostic (12). 
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Figure 1. Single-Photon Emission Computed Tomography (SPECT) and Positron Emission Tomography (PET) 

imaging schemes. Glioblastoma scans with SPECT and PET were obtained from (20) and (21), respectively. 

 

As mentioned above, nuclear medicine can also be applied for therapeutic purposes. Radionuclides suitable for 

GBM therapy include particle emitters that deliver ionizing radiation such as β- or α particles or Auger electrons 

(AE) (22). GBM targeted radionuclide therapy can be achieved through the targeting of molecular biomarkers and 

pathways on a cellular level, by combining suitable targeting vectors with a therapeutic radionuclide (23). 

Furthermore, it is possible to pursue a theranostic approach in which there is a combination of both therapeutics 

and diagnostic, using a radionuclide with simultaneous emission of diagnostic radiation and therapeutic particles 

or using more than one radionuclide, allowing for image-guided therapy and also for defining the treatment 

outcome at an early stage (10). When a theranostic approach is being used for GBM, PET or SPECT imaging can 

confirm the presence of the specific molecular target before applying the targeted radionuclide therapy, or in 

image-guided therapy (12). 

 

 

27.2.2  Medical Radionuclides  
 

As mentioned previously, radionuclides are unstable atoms with excess energy that will release particles and/or 

ionizing radiation to become stable, in the so-called radioactive decay. The radioactive decay can be measured 

with a time period called half-life, corresponding to the time it takes for the radioactivity of the radioisotope to 

reduce to one half of the original level, being unique for each radionuclide. The half-life of the clinical isotopes 

is an important parameter when it comes to choosing the appropriate diagnostic and/or therapeutic radionuclide, 

since it should match the biological half-life of the respective radiopharmaceuticals to obtain an optimal effective 

half-life for its purpose.  

In Table 1 are described certain physical characteristics (half-life, emission type, maximum energy of emission 

and soft tissue penetration) of some of the radionuclides used for GBM diagnostic, therapy or for both 

simultaneously, in the theranostic approach.  

Among the radionuclides used for SPECT imaging, 201TI was one of the most widely employed before 99mTc-

labeled tracers emerged, such as [99mTc]methoxyisobutylisonitrile ([99mTc]MIBI), 

[99mTc]hexamethylpropyleneamine-oxime ([99mTc]HMPAO) or [99mTc]tetrofosmin ([99mTc]TF). 99mTc has a 

shorter half-life, allowing the administration of a higher dose, and an optimal emission energy that will undergo 

less attenuation and scatter (24).    

One of the most common radionuclides used in PET imaging is 18F. Several radiotracers are available either 

based on sugar or amino acid analogues, such as 2-[18F]fluoro-2-deoxy-D-glucose ([18F]FDG), 

[18F]fluoroethyltyrosine ([18F]FET) and [18F]fluoro-dihydroxyphenylalanine ([18F]FDOPA), nucleosides, as 

[18F]fluorothymidine ([18F]FLT), or  based in choline, a precursor for the biosynthesis of phospholipids, such as 

[18F]fluorocholine ([18F]FCho) (25). Even though [18F]FDG is the gold standard for PET imaging, the high 

physiological brain uptake of glucose and the non-specific uptake in cerebral inflammatory processes hinders its 

application for GBM correct delineation and diagnostic (12).  
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Table 1. Physical properties of medical radionuclides used in GBM diagnostic, therapy and theranostic. 

Radionuclide 
T1/2

 

(h) 

Emission 

type 
Emax (keV) 

Range in 

soft tissue 

(mm) 

Ref. 

Diagnostic 

Technetium-99m (99mTc) 6 γ 140.5 - (24) 

Thallium-201 (201Tl) 73 γ 167 - (26) 
Carbon-11 (11C) 0.34 β+ 968 - (27) 
Nitrogen-13 (13N) 0.17 β+ 1190 - (27) 
Oxygen-15 (15O) 0.03 β+ 1720 - (27) 
Fluorine-18 (18F) 1.83 β+ 635 - (28) 
Scandium-44 (44Sc) 3.94 β+  /γ 1474 /1157 - (10, 29) 
Copper-62 (62Cu) 0.16 β+ 2925 - (30) 
Gallium-68 (68Ga) 1.14 β+ 1920 - (10) 

Yttrium-86 (86Y) 14.7 β+ /γ 3153 /1854 - (10, 31) 
Zirconium-89 (89Zr) 78.4 β+ /γ 897 /909 - (10, 32) 
Indium-124 (124I) 100.3 β+ 2138 - (10) 

Therapy 

Strontium-89 (89Sr) 
1 

217.7 
β- 1496 8 (33) 

Yttrium-90 (90Y) 64 β- 2280.1 11.0 (34) 
Astatine-211 (211At) 7.2 α 7.45 0.080 (22) 

Bismuth-213 (213Bi) 0.76 α 8.4 0.1 (22) 

Actinium-225 (225Ac) 240 α 8.4 0.1 (22) 

Theranostic 

Copper-64 (64Cu) 12.7 

γ 
β+ 

β- 

AE 

1 675 
657 
579 
6.84 

- 
- 

1.4 
0.005  

(35-38) 

Copper-67 (67Cu) 61.8 β- /γ 562185 3 /- (39, 40) 
Indium-111 (111In) 67.2 γ /AE 245 /0.325 - /0.01 (41, 42) 
Iodine-125 (125I) 1 426 γ /AE 35/3.19     -/nm  (22) 

Iodine-131 (131I) 193 β- /γ 606.3 /364.5 2.2 /- (33, 34) 
Lutetium-177 (177Lu) 162 β- /γ 498.3 /208 2.0 /- (22, 34) 
Rhenium-186 (186Re) 89.2 β- /γ 1 069.5 /137 5.0 /- (22, 33) 
Rhenium-188 (188Re) 16.9 β- / γ 2 120.4 /155 10.8 /- (22, 43) 

 

 

Other PET radionuclides, such as 15O, 13N and 11C, are also very useful given their easy incorporation into 

natural substances as water, carbohydrates, amino acids or lipids (27). Some of the radiotracers that incorporate 

these radionuclides and were already tested in GBM include, [15O]-labeled water, [11C]methionine ([11C]MET) or 

[11C]choline ([11C]Cho) (25). Nevertheless, these isotopes have very short half-lives being their use restricted to 

centres with adjacent cyclotron units, making harder their application in clinical practice (25).   

For PET diagnostic radiopharmaceuticals that have slow kinetics it is important to use positron emitters with 

longer half-lives, such as 89Zr and 124I. On the other hand, for radiopharmaceuticals with faster kinetics, 

intermediate or short half-life radionuclides are more suitable, such as 86Y, 18F, 44Sc and 68Ga (10). All these 

radionuclides are produced in cyclotrons, however 68Ga and 44Sc can be obtained using commercially available 

generators making them more widely accessible (41, 44).  

The β- emitters are among the radionuclides most commonly used and/or evaluated for GBM therapy (e.g., 
177Lu, 131I, 186Rh, 188Rh and 90Y). However, some alpha emitters are also under evaluation for GBM targeted 

therapies, namely 211At, 225Ac and 213Bi (45). One of the factors that influences the choice of radionuclide is the 

tumour size, and while a large mass requires an emitter with a longer range, minimal residual disease benefits 

from an emitter with a shorter range (22), as highlighted in Figure 2. 

The β- emitters, like 131I,177Lu and 90Y, are of interest mainly due to their cross-fire effect, allowing them to 

cross up to 300 cell diameters, in a range from 0.2 to 12 mm, which makes them efficient for the treatment of 
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bulky, heterogeneous primary and recurrent GBM tumours larger than 0.5 cm (46). These physical properties of 

the β- emitters have clear advantages, as the large irradiation of the tumour margins and the “cross fire” effects 

can surpass the possible heterogeneous distributions of the radiopharmaceutical within the tumour mass and inside 

its cells and tumour environment. However, these effects of - particles also have intrinsic disadvantages such as 

augmented radiotoxicity in the surrounding healthy tissues due its irradiation (22). Moreover, it is important to 

consider that the lower linear energy transfer (LET) of these β- emitting radionuclides, from 0.2 to 2 keV/µm, and 

their relative biological effectiveness (RBE), make them efficient only in particular cases of adequate tumour 

oxygenation and proliferation, excluding radioresistant and hypoxic types of GBM (12). 

 

Figure 2. Representation of the different types of emission of therapeutic radionuclides and their tissue penetration.  

 

 

The α emitters are characterized by a short tissue range, from only 40 to 100 µm (the average cell diameter 

range) and a high LET, leading to a highly efficient cell killing capacity and consequently a high RBE (47, 48). 

These characteristics make the α-particles emitters, as 211At, 225Ac and 213Bi, useful to eradicate isolated tumour 

cells (22), cerebral micro-metastases, minimally recurrent GBM lesions or residual GBM tumours (45, 46, 49).  

Overall, α-particles emitters can provide a very local irradiation with very low toxicity (50). However, these α 

emitters have a limited availability, which hinders their widespread clinical use (51). Furthermore, due to their 

short range it is important to ensure that these radionuclides can infiltrate into the tumour microenvironment to 

exert a damaging effect.  

Auger electrons emitters, such as 64Cu, 123I and  125I, 111In, or 161Tb, emit low-energy electrons that have an even 

shorter range than α particles, smaller than 100 nm, but also have a high LET and RBE. Furthermore, these emitters 

are less dependent on the oxygenation state of the tumour microenvironment allowing them to overcome the 

negative effects of hypoxic and necrotic areas (22, 45, 52-55). Given their small range, the AE emitters 

radionuclides need an intracellular targeted delivery, close to the tumour cell nucleus or to another radiosensitive 

organelle (e.g., the mitochondria), where they can cause direct DNA double strand breaks. Therefore, 

internalization of these emitters into GBM tumour cells nuclei is extremely important (47). This goal can be 

achieved, for example, by targeting enzymes that are recruited to the cell nucleus, as the case of poly(ADP-ribose) 

Polymerase 1 (PARP1), as it was showed by (56), or by incorporating the radionuclide into the a nucleoside that 

is incorporated by all DNA-synthetizing tumour cells (57).  
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27.3 DESIGN AND PRECLINICAL EVALUATION OF 

RADIOPHARMACEUTICALS FOR GBM TARGETING  
 

27.3.1 Design of the Radiopharmaceuticals  

 

Generally, radiopharmaceuticals are constituted by three main components: a vector molecule, a radionuclide, 

and a linker between them. The choice of the radionuclide will determine the intent of the radiopharmaceutical 

developed, either for a diagnostic, therapeutic or theranostic purpose, while the vector molecule will be 

determinant for the biological targeting.  

A large variety of radionuclides has been employed in the design of radiopharmaceuticals for imaging and 

theranostics of glioblastoma, as indicated in Table 1. From a chemical and radiochemical point of view, these 

radionuclides can be divided into two major classes: non-metallic radioisotopes (including radiohalogens) and 

radiometals. For non-metallic radioisotopes (e.g, 11C, 18F, 131I), their incorporation in the desired molecules is 

performed through the formation of covalent bonds with aliphatic or aromatic groups of the molecule backbone. 

Some of these non-metallic radioisotopes correspond to so-called classical PET radionuclides (e.g. 11C and 18F) 

that, due to their short-life, ranging from a few minutes to a few hours, usually require fast and automated 

processes to produce the corresponding radiopharmaceuticals. These automated radiosynthesis start from adequate 

“cold” and radioactive precursors, developed within the so-called “PET chemistry” that emerged in the past few 

decades as a new branch of medicinal chemistry (58). In the case of radiometals (e.g. 99mTc, 67/68Ga, 89Zr, 111In, 
177Lu or 225Ac), the synthesis of the radiopharmaceuticals normally involves the formation of a coordination 

complex, using adequate bifunctional chelators able to bind d- and f-transition metal ions. Some of the available 

chelators, like 1,4,7,10-tetraazacyclododecane-1,4,7,10-tetraacetic acid (DOTA), allow the stable coordination of 

a large range of radiometals, namely trivalent ones like 67/68Ga, 111In, or 177Lu. However, there is no universal 

chelator fitting all radiometals and therefore tailor-made chelators need to be designed for some, as is the case of 
89Zr, copper radioisotopes and radioactinides (59, 60).  

Several types of chemical forms have been evaluated for the design of radiopharmaceuticals for imaging and 

theranostics of GBM. As exemplified in Figure 3, the tested compounds span from simple inorganic salts like 
64CuCl2 to more elaborated molecular structures, such as radiolabeled glucose derivatives or amino acids, 

radiopeptides, radiolabeled antibodies and radiolabeled NPs (10-12, 22).  Independently of its chemical form, the 

radiopharmaceutical must be stable in physiological conditions to ensure that the radionuclide will reach the GBM 

tissues, and to avoid its uncontrolled release in the body with reduction of the image´s quality and undue irradiation 

of non-targeted organs.  

 

 

Figure 3. Schematic representation of different types of radiopharmaceuticals evaluated for GBM imaging and 

therapy. 
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For GBM therapeutic radiopharmaceuticals, several parameters need to be optimized to achieve a selective 

irradiation of tumour cells with minimization of the unwanted irradiation of non-target tissues. These are mostly 

dependent on the selection of the radionuclide (discussed in section 2.2), targeting vector, biodistribution profile 

of the radiopharmaceutical and administration route.  

Concerning the selection of the targeting vector, radiolabeled peptides are a valuable strategy to target tumour 

receptors. Peptides can favour a more effective infiltration of the radiopharmaceutical  into the extracellular space 

of a tumour cell mass and a faster blood clearance, with minimization of haematological and bone marrow damage, 

and overall appropriate target-to-non-target ratios (61).  However, peptides tend to show a high renal uptake and 

retention with consequent increase of renal radiotoxicity, which is the major drawback of peptide receptor 

radionuclide therapy (PRRT) (62). Preclinical and clinical studies have shown that high-molecular-weight 

compounds like mAbs can also be effective GBM radiopharmaceuticals, namely by bypassing their intrinsic 

biodistribution limitations upon intratumoural or intracavitary administration (8, 11). Based on well-validated 

targets, RIT and PRRT of glioblastoma are progressing with encouraging results in the completed and on-going 

clinical trials (11, 12, 22).  

Radionuclide therapy of glioblastoma with radiolabeled nanoparticles is also an emerging field. These 

nanocarriers can have a variety of core structures, such as organic polymers or metallic material and can also be 

radiolabeled with the different radionuclides described (51). Radioactive nanocarriers can passively accumulate 

in the tumour or can be decorated with a biologically active peptide or with a mAb for a specific targeting, in the 

same way of the molecular radiopharmaceuticals used in RIT and PRRT. In a passive approach, the radiolabeled 

nanoparticles exhibit the so-called enhanced permeability and retention (EPR) effect, in which large sized particles 

tend to accumulate more, and have a higher retention, in tumour tissues (63). The disadvantage of this type of 

approach is the dependency of the existence of a surgical access to reach the delivery point, and the possible 

leakage of the radiopharmaceutical to systemic circulation and diffusion to the extra-cellular matrix (22). With 

the active targeting approach, the leakage and diffusion risks are bypassed, existing a greater confinement of the 

radiopharmaceutical inside the tumour or the intra-resected tumour cavity (22).  

Besides the nuclear properties, chemical nature of the radionuclide and selection of targeting vectors, the 

development of radiopharmaceuticals for diagnostic and therapy of glioblastoma needs to take into consideration 

the possible administration route. To define the administration route, the ability of a diagnostic or therapeutic 

radiopharmaceutical to cross the blood–brain barrier (BBB) is a crucial issue (64). For the classical intravenous 

injection route, the radiopharmaceutical must be ideally a small molecule that is freely diffusible or actively 

transported through the BBB. However, a radiolabeled molecule fulfilling this requisite will not necessarily 

perform as an adequate GBM imaging or therapeutic agent. For instance, 2-[18F]fluoro-2-deoxy-D-glucose 

([18F]FDG), the most used PET tracer for cancer imaging, crosses the BBB by active transport mediated by the 

glucose transporter GLUT1 (65). However, the high physiological brain uptake of glucose and the non-specific 

uptake in cerebral inflammatory processes hampers the application of [18F]FDG PET imaging for brain tumour 

delineation and diagnosis, as already mentioned above (10). GBM is locally a very invasive tumour that often 

compromises the BBB integrity and increases its permeability, facilitating the passage of drugs and of the 

radiopharmaceutical. It is important to have in mind that this increased BBB permeability is dynamic and 

heterogeneous, and possibly absent in the invasive edges of the GBM tumour (66, 67). Despite its aggressiveness, 

GBM only rarely undergoes a metastatic spread, in part due to the short survival experienced by the patients. 

Thus, the intratumoural or intra-resected tumoural cavity injection are options that can be used in GBM therapy 

with possible benefits for the patient. In particular, the convection enhanced delivery (CED) is an innovative 

technique, in which a therapeutic radiopharmaceutical is directly administrated into a brain tumour through a 

surgically implanted cannula, bypassing the BBB (see Figure 4) (68). CED administration of a 

radiopharmaceutical leads to an increased diffusion and more homogeneous distribution of the radioactive 

molecule in the GBM tissue, which can be a crucial factor to obtain efficient therapeutic effects, particularly for 

radionuclides emitting short range particles.  
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Figure 4. Schematic representation of the administration of a radiopharmaceutical via intravenous injection (left 

panel) or Convection Enhanced Delivery (CED) (right panel). 

 

 

27.3.2 Targets for Imaging and Theranostics of GBM  

 
As discussed in the previous sections, the two major determinants of success of a radiopharmaceutical for 

imaging and targeted therapy are the choice of the radionuclide and the selection of the biological target. In general 

terms, a target for cancer imaging or therapy should be highly abundant in the tumour, but present negligible or 

no expression in normal cells. The most explored targets are cell surface antigens, which can be more easily 

accessible to radiopharmaceuticals present in the bloodstream or extracellular environment. Furthermore, the 

target density should be uniform in all tumour cells, and it is estimated that for antibody-targeting the antigen 

expression should be > 100k sites per cell (69).  When considering therapeutic and theranostics agents another 

relevant characteristic is the internalization of the receptor, or cell surface target, upon binding to the 

radiopharmaceutical, which contributes to retention and accumulation of the radionuclide intracellularly. This 

specific and efficient targeting of tumoural cells maximizes the dose of therapeutic radiation to the tumoural cells 

and tissue, while reducing, or ideally sparing, the unwanted effects in normal organs, either the ones surrounding 

the diseased region or the ones involved in the excretion pathways of the radiopharmaceutical.  

Glioblastoma, as one of the most recurrent types of brain tumours presenting a limited range of therapeutic 

options, has been a priority in the search for anticancer therapeutic strategies. In the effort of understanding the 

pathophysiology underlying the development of cancer, the United States government-funded initiative, The 

Cancer Genome Atlas, used GBM as its first studied cancer (70). Since then, an update on the landscape of somatic 

genomic alterations has been reported, based on the multidimensional and comprehensive characterization of more 

than 500 GBM tumours (4). More recently, the Ivy Glioblastoma Atlas Project has explored the anatomic and 

genetic basis of glioblastoma at the cellular and molecular levels (71). The data generated by these large-scale 

initiatives facilitates the identification of novel biomarkers that can be explored as potential targets for imaging 

and therapy of GBM (72).  

The malignant phenotype of GBM is driven by several mutations in key molecular pathways, such as signal 

transduction, as well as by alterations in biological contexts such as tumour microenvironment, hypoxia and stem 

cells. As such, the imaging or theranostic targets explored might not be limited to cancer cells, but can also 

encompass other tumour components, including vasculature, stromal cells, extracellular matrix (ECM), and 

infiltrating immune cells. In Table 2 are summarized the most relevant molecular targets for GBM imaging or 

theranostics, evaluated either clinically or pre-clinically. For the most explored, a brief overview of their biological 

relevance in the pathophysiology of GBM is given. In section 27.4, the radiopharmaceuticals targeting these 

proteins will be discussed in further detail.  
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Table 2- Biological targets explored for imaging and theranostics in Glioblastoma. 

 

Target 
Biological Process Expression in GBM tumours Selected References 

Cadherin 5  Cell adhesion /ECM  Endothelial cells (73) 

Carbonic anhydrase XII (CAXII) Response to hypoxia  Tumour cells  (74, 75) 

Chemokine Receptor-4 (CXCR4) Cell migration and proliferation  Tumour cells, infiltrating immune cells (76, 77) 

Deoxycytidine kinase (dCK) Cell metabolism/resistance to therapy  Tumour cells, infiltrating immune cells  (78) 

DNA Histone H1 complex Chromatin structure/ hypoxia Tumour cells (79) 

Epidermal growth factor receptor (EGFR) Cell growth/survival  Tumour cells (4) 

Extra-Domain B of Fibronectin  (EDB-FN) Cell adhesion/ECM Tumour cells, endothelial cells (80, 81) 

Fibroblast activation protein (FAP) ECM/inflammation Tumour cells, stromal cells  (82, 83) 

Gastrin-releasing peptide receptor (GRPR) Cell signalling Tumour cells (84) 

GD2 Disialoganglioside  Cell adhesion  Tumour cells  (85, 86) 

Hyaluronan (HA) Cell adhesion /ECM Tumour and stromal cells (87) 

Interleukin-13 receptor subunit -2  (IL13RA2) Cell signalling Tumour cells, infiltrating immune cells (88) 

Integrin alpha-V beta-3 (αvβ3) Cell adhesion/angiogenesis Tumour cells, endothelial cells  (89) 

Matrix Metalloproteinases 2 and 9 (MMP2/MMP9) Cell adhesion/ECM Tumour cells, infiltrating immune cells (90, 91) 

Mitochondrial translocator protein (TSPO) Cell growth/Apoptosis Tumour cells, infiltrating immune cells (92) 

Neural cell adhesion molecule (NCAM) Cell adhesion Tumour cells (93) 

Neurokinin-1 receptor (NK1R) Cell signalling/cell survival Tumour cells (94) 

Poly (ADP-ribose) polymerase 1 (PARP1) DNA repair Tumour cells (95) 

Somatostatin Receptor 2 (SSTR2) Cell signalling/cell survival Tumour cells, infiltrating immune cells (?) (96, 97) 

Tenascin-C Cell adhesion/ECM Tumour cells/endothelial cells (98) 
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The most investigated targets for molecular imaging with radioactive probes or targeted radiotherapy have 

been the ones related with ECM and cell migration and invasion, such as tenascin-C and fibronectin. The ECM 

proteins, their receptors, and other molecules such as glycans, contribute to normal cell behaviour but also to 

brain tumour proliferation, progression and migration with tumour cells presenting an abnormal overexpression 

of several components. This altered tumour microenvironment is highly relevant in the development of the 

invasive phenotype of GBM, but also for impaired diffusion of therapeutic drugs, being one of the major issues 

in GBM resistance to treatment (99).  

The second class of relevant targets is composed of cell surface receptors involved in cell signaling 

pathways, mostly G-protein coupled receptors (GPCR), such as NK1R and GRPR, or receptor tyrosine 

Kinases, as EGFR. These targets are, in general, also overexpressed in other types of cancer, which can 

facilitate the development of improved agents for GBM targeting.  Interestingly, the Cancer Genome Atlas 

consortium undertook a comprehensive and integrated molecular analysis of over 11K tumours from more than 

30 of the most prevalent forms of cancer and was able to identify molecular relationships across a large diverse 

set of human cancers (100). 

Despite the promising results obtained, several factors might contribute to the complexity of achieving 

effective imaging and/or therapeutic targeting of GBM. Phenotypic instability is a reason for concern as 

complex epigenetic factors can upregulate or downregulate target activation.  It has been shown in clinical 

trials that there is a need for a continuous validation of target expression in GBM therapy, as reported for anti-

EGFR therapy clinical trial where loss of expression was detected in the recurrence stage in more than 60% of 

the patients (101). Additionally, the relationship between receptor expression and radiopharmaceutical binding 

and uptake pathways may cause receptor saturation upon injection of therapeutic doses, as observed for 

instance for the SSTRs (102).  

Moreover, the pathophysiology of most GBM is not based on the mutation or dysregulation of a single 

pathway and, therefore, a strategy with a multi-targeted therapeutic design might also be of interest, such as 

combining selected membrane signaling proteins with ECM targets (103).   

Lastly, one cannot disregard other potential targets or pathways identified by genetic and phenotypic large 

scale studies mentioned before, which remain largely unexplored for molecular imaging and theranostics, such 

as the Ras/phosphoinositide 3-kinase pathway, cell cycle pathways, and immune checkpoints (104). Although 

targeting of some of these commonly observed alterations has been investigated as potential therapeutic 

strategies for GBM, several issues related with the design and production of radiopharmaceuticals, namely 

target specificity and selectivity, as well as radiochemistry difficulties, have hindered their application in this 

field (12). 

 

 

27.3.3 Cellular and Animal Models  

 

The development of radiopharmaceuticals has relied on the use of preclinical in vitro and in vivo models, 

which have proven to be important platforms for the prediction of the efficacy of novel compounds in the 

clinical setting. The choice of the appropriate model, however, is not without its challenges. An ideal model 

should mimic the original histological and molecular features of human GBMs, as well as their heterogenous 

nature, while also providing a flexible, reproducible and scalable system that can be recurrently used without 

loss of those desirable characteristics (105, 106). Nevertheless, currently, there is not available a single GBM 

model that is completely representative of a patient's tumour and its associated microenvironment, which 

explains why most of the therapeutic strategies that enter human clinical trials fail to be approved (106). Thus, 

novel therapeutic alternatives should be carefully evaluated using the preclinical model (or combination of 

models) offering the highest predictive value, in order to maximize the cost-effectiveness of the preclinical 

research and maximize the chances of succeeding in clinical trials. 
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Historically, the large majority of the therapeutic options evaluated in GBM have been assessed making use 

of traditional 2-dimensional (2D) cellular cultures of human GBM-derived cell lines. Those have provided 

significant contributions to understand the overall biology and specific molecular mechanisms operating in 

GBM cells (106, 107). Moreover, the development of recent techniques that allow the simultaneous, large-

scale analysis of vast panels of cancer cell lines has rekindled the interest in this type of model and on its 

potential clinical utility in translational research (108). Several GBM cell-lines are commercially available, 

being easy to handle in a laboratory setting due to their high growth rates, which allows access to a large 

number of cancer cells in a reproducible way, and to their high engraftment abilities, required for the generation 

of tumours in appropriate animal models (106, 107). Among the GBM cell lines used for research purposes, 

U251 and U87 are the two that are most commonly studied. Both were derived from human GBMs, cultured 

in vitro, and xenografted into immunodeficient mice in order to generate rodent models of this disease that are 

widely used nowadays (106, 107). At least to some extent, the genetic abnormalities of the original GBM 

tumours were maintained in these cell lines, making them extremely useful in the study of key carcinogenesis-

related cell signaling pathways (106, 107). However, both of these cell lines, originally isolated in the 1960s 

(109, 110), have shown to be lacking the heterogeneity observed in patients' tumours, while their continuous 

passaging has been proved to lead to the occurrence of genetic mutations and genetic drift, making them less 

representative of their tumour of origin (111-113). 

Due to the limitations inherent to the use of monolayer cultures, there has been an increased awareness in 

the scientific community of the need to transition from 2D to 3D culture models that better recapitulate the 

complexity and heterogeneity of GBMs, in order to obtain results with improved clinical translatability (114). 

Namely, 3D models are expected to allow the recreation of crucial tumoural environmental cues and 

phenotypes, normally missing in 2D culture, such as: the existence of interactions between tumour cells and 

the extracellular matrix or cellular elements of the microenvironment (immune cells, endothelial cells, and 

fibroblasts); the establishment of oxygen, nutrients, and metabolites gradients; and the preservation of the 

tumour's heterogeneity, for instance, through the maintenance of a significant glioma stem-like cells (GSCs) 

population, which have been shown to contribute to drug resistance and disease recurrence (114).  

The use of 3D models of GBM is currently still expanding, but the first step into their development was the 

growth of patient-derived neurospheres, through the cultivation of neural stem cells in serum-free medium, 

which were demonstrated to better recapitulate the genetic and phenotype background of tumours (115). In 

addition, intracranial implantation of neurosphere-derived GSCs in immunodeficient mouse models allows the 

formation of a highly invasive and heterogenous tumour, a feature not observed in 2D-derived mouse models 

of the disease (116, 117). The major disadvantage of the use of the neurospheres model is their lack of 

representativity in terms of the original tumour's complex structural architecture, which can be overcome 

through the use of more advanced, 3D organoid cultures (118). This ex vivo culture system has been emerging 

as a much more representative model to study the biology of the tumours, since it allows for the cancer cells to 

associate in an architecture that retains many of the histological features, intra- and inter- cellular heterogeneity, 

and genetic profile of the primary tumour from which they were derived (118). To avoid the limitations linked 

to their propagation in culture, cultivation of organoids derived from patients is performed in the brain of 

immunodeficient rodents (originating the so-called patient-derived orthotopic xenografts, PDOXs). However, 

current efforts are being employed on the development of PDOXs propagated in immunocompetent humanized 

mice, which should be particularly important in the study of immunotherapeutic compounds (118). 

Largely due to their closer proximity to human biology, in vivo animal models have frequently been explored 

in preclinical studies. In particular, three types of mouse models have been used for GBM: xenografts, 

genetically engineered, and syngeneic mouse models (106, 119, 120). Xenograft mouse models are among the 

ones most commonly used. They result from the transplantation of human GBM cells, through subcutaneous 

or orthotopic engraftment, into an immunocompromised mouse host (121). The xenografts used can originate 

from GBM cells, grown in 2D or 3D culture, or be patient-derived xenografts. The later, despite being more 

costly and less available overall, are clearly preferable as they result from the implantation of patients' tissues 
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without any transitional cell culture step, being far more representative of the characteristics of the primary 

tumours (106, 120). Orthotopic engraftment, particularly of material originating directly from the patients, 

originating PDOXs, are also much more desirable as they preserve the brain microenvironment and blood brain 

barrier permeability, as well as the tumour's infiltrative behavior (106, 120). 

The development of genetically engineered mouse models was based on the induction of modifications in 

key genes or cellular signaling pathways found to be altered in human tumours, allowing to accurately 

recapitulate many of the histopathological and biological features of human GBMs in an immune-competent 

environment (122). As such, it has proven to be a relevant system to study tumour initiation and evolution and 

the effectiveness of novel therapies, as well as the molecular mechanisms underlying those phenomena (106, 

119, 120).  

In turn, syngeneic models rely on the implementation of cancer cells into immunocompetent mice and are 

thus particularly useful in the study of compounds with immunotherapeutic potential, since they allow to assess 

the interaction and impact of the immune system on the developing tumour (106, 119, 120, 123). Despite their 

utility, each model has its own disadvantages. Moreover, in addition to their inherent practical limitations, such 

as the difficulty of following the tumour's growth in the brain, the use of animal models also raises important 

ethical questions that should be factored in when choosing the appropriate preclinical model to use (114, 119). 

 

 

27.4 RADIOACTIVE AGENTS FOR IMAGING AND THERANOSTICS OF GBM  
 

27.4.1 Radiolabeled Small Molecules 

 

In general, small-molecule based compounds have the potential to display more attractive pharmacokinetic 

properties than macromolecular pharmaceuticals, namely allowing for faster targeting and clearance from the 

body (9, 124). In particular for GBM, small molecules are expected to have a higher ability to cross BBB, 

which is considered one of the most significant hurdles to be overcome for an efficient management of the 

disease and guarantee therapeutic effectiveness (64). As such, different small molecule radiopharmaceuticals 

have been developed, exploiting a variety of relevant molecular targets and biologically relevant processes in 

GBM.  

Among those, detection of hypoxia using PET tracers is of high clinical relevance, since the hypoxic status 

of a tumour is known to be important for the development of GBM, also being involved in disease 

aggressiveness, radioresistance and recurrence (53). One large group of compounds available for hypoxia 

imaging is based on the existence of a nitroimidazole moiety that will be trapped in hypoxic cells, acting as a 

sensor of oxygen levels. Among those compounds is the first hypoxia tracer ever developed, 18F-labeled 

fluoromisonidazole ([18F]-FMISO), which has been recognized as one of the most clinically relevant PET 

tracers for hypoxia in many cancers, including glioma (125, 126). Other related compounds, possessing similar 

chemical structures that differ mainly on the linker groups used and in the position of the labelled fluorine, 

include fluoro-azomycin arabinoside ([18F]-FAZA), fluoro-erythro-nitroimidazole ([18F]-FET-NIM), and 

flortanidazole ([18F]-FHX4) (126). The major advantage of these compounds over [18F]-FMISO is their higher 

hydrophilicity, which can promote better clearance from non-target tissues (126). The same holds true for a 

second-generation compound, [18F]-FDiFA, which exhibits rapid clearance from the body, while allowing to 

achieve PET images of comparable quality to the ones obtained using [18F]FMISO (127). One other hypoxia-

sensitive PET tracer that has been explored for GBM imaging is the metal complex [62Cu(II)]- or [64Cu(II]]-

diacetyl-bis(N4-methylthiosemicarbazone) ([62Cu]- or [64Cu][CuATSM], which has the advantage of 

exhibiting a faster clearance kinetics than [18F]-FMISO, allowing to obtain results in a shorter time window 

after injection (18). In fact, several studies have supported that [62Cu]- or [64Cu][CuATSM] can be used to 

image brain cancer, while addressing the hypoxic status of tumours in a non-invasive way (128-130) (Figure 
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5). In addition, it has been reported at the preclinical (131) and patients (35) level that a simpler chemical form 

of copper, [64Cu]-copper dichloride ([64Cu]CuCl2), with some favourable and unique biological properties, 

allows the imaging of brain tumours with the potential to simultaneously detect the hypoxic status of the cells 

(132).  

 

Figure 5. Hypoxia µPET study in a C6 rat GBM model, highlighting the overlay (in yellow) in signal between the 

[18F]-FMISO (green) and [64Cu][CuATSM] (red) signals. The image was obtained from (132). 

 

Another biological target that has also been exploited for the development of small radioactive molecules is 

the enzyme poly (ADP-ribose) polymerase 1 (PARP1), involved in cellular repair of DNA (133). This enzyme 

has been shown to be overexpressed in GBM, exhibiting relatively low expression in non-tumoural brain tissue 

(134). PARP inhibitors were the first agents targeting the DNA damage response to be approved for cancer 

therapy, making them interesting candidates to be radiolabeled in order to develop novel radiopharmaceuticals 

for cancer imaging or therapy (133). In this context, the first inhibitor modified to be used as a PET imaging 

agent was olaparib radiolabeled with 18F ([18F]-olaparib) (135), which was also later on radiolabeled with 123I 

([123I]-olaparib) and preclinically evaluated as a SPECT imaging agent (136), achieving mild success. A second 

olaparib-based derivative, PARPi, was developed and evaluated preclinically as a bimodal imaging tracer, 

combining optical and PET imaging in the form of the fluorescently labelled [18F]-PARPi-FL (137), and as a 

targeted radionuclide therapeutic agent through its radiolabeling with 131I ([131I]-PARPi) (138). The later has 

exhibited promising results, having led to increased survival of treated animals, although it needs to be further 

assessed regarding its clinical relevance (138). However, it is the compound FluorThanatrace ([18F]-TT), 

derived from the inhibitor rucaparib, that has recently attracted the most attention for imaging using PET/CT, 

due to the encouraging results obtained in several preclinical studies, and also based on the existence of an 

ongoing clinical trial (NCT04221061) in GBM patients (18, 134, 139). 
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FAP is a protease abundantly expressed in stroma cells, found on the microenvironment of human GBM, 

which has a very low expression in healthy tissues (82). Imaging of GBM by targeting FAP has thus been 

attempted based on the development of radiolabeled FAP inhibitors (FAPIs). Among those, relative success 

has been achieved through the use of a 68Ga-labeled FAPI, which in glioma patients has shown potential to 

discriminate between low-grade and high-grade gliomas (140), as well as to aid in the assessment of target 

volume delineation in combination with MRI (141). In an attempt to expand the range of PET tracers available, 

a preclinical study has also recently reported the synthesis and evaluation of a 18F-labeled glycosylated FAPI 

(142).  

Stratification of brain tumours, to predict which patients will be responsive to a certain targeted therapy, is 

an important aspect for GBM management. For that purpose, another biological target that has been explored 

is the protein TSPO that is highly expressed in cancer cells, being considered a hallmark of GBM (92). In the 

clinical setting, PET imaging using radiolabeled 1-(2-chlorophenyl)-N-methyl-N-(1-methylpropyl)-3-

isoquinoline carboxamide ([11C]-(R)PK11195) allowed to discriminate between high-grade and low-grade 

glioma and healthy tissues (143), while the development of a novel 18F-radiolabeled TSPO ligand ([18F]-GE-

180) exhibited a promisingly high tumour-to-background contrast for GBM imaging (144). 

Abnormal cellular proliferation is another cancer hallmark that can be targeted by small radioactive 

molecules. One of those molecules is [18F]-clofarabine, an analogue of neutral amino acids, which explores the 

natural role of the kinase dCK, which in cells is involved in phosphorylation of deoxycytidine, a step required 

for DNA synthesis to occur. [18F]-clofarabine is able to cross the BBB and to outline regions of immune activity 

in the brain, being very interesting for the localization and quantification of the response of GBM patients to 

immunotherapeutic regimens (78). 

 

 

27.4.2 Radiopeptides 

 

As described in previous sections, the development of radiolabeled peptide agonists/antagonists for a 

specific biological target in tumour sites has led to the emergence of PRRT. In regards to GBM, various 

biological targets suitable for these approaches have been explored and different radiopeptides evaluated both 

pre-clinically and in human trials (145, 146). 

Somatostatin receptors (SSTR), of which five types of them are known (SSTR1-SSTR5), are some of the 

most explored in radiopharmaceutical development for GBM treatment, particularly SSTR2, which is 

overexpressed in neuroendocrine tumours (147, 148). Among the peptides developed for SSTR targeting, 

octreotide derivatives have seen the most success. Initial clinical trials performed for [90Y]Y-DOTA-lanreotide 

in 2002, in 154 patients, showed 41% with stable tumour disease and 14% with regressive tumour disease, after 

treatment with cumulative doses up to 232 mCi (149). With the relative success of [90Y]Y-DOTA-lanreotide, 

other octreotide derivatives have emerged, including [90Y]Y-DOTATOC (DOTA-D-Phe1-Tyr3-octreotide) and 

[177Lu]Lu-DOTATATE (DOTA-Tyr3-octreotate), which to date are some of the most used radiopeptides in 

clinical application for various cancer treatments (150, 151). Additionally, the use of positron or gamma-

emitting radionuclides (68Ga, 111In) in place of 90Y or 177Lu provides imaging data through PET or SPECT, 

which allows the prediction of the biological distribution and therapeutic performance of these 

radiopharmaceuticals (152, 153). Clinical trials in three patients with recurrent high-grade glioma treated with 

[90Y]Y-DOTATOC showed complete remission in one of the patients, and another with partial remission (154). 

There are, however, some limitations to the wide application of these radiolabeled octreotide derivatives, due 

to their high kidney uptake, which can lead to nephrotoxicity, although this can be attenuated through infusion 

of amino acids to reduce the renal excretion of the radiopharmaceuticals (155-157). 

Neurokinin type 1 (NK1) receptors are another widely explored target for PRRT in GBM treatment. NK1R 

is mostly distributed in the peripheral and central nervous systems, and is known to be overexpressed in primary 
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malignant gliomas like GBM (158, 159). The main physiological ligand for NK1R is substance P (SP), a 

peptide which belongs to the family of tachykinin neurotransmitters (160). Its biological half-life can be of 

several hours within the tumour site; it can be however rapidly degraded in the blood stream due to serum 

peptidases, which beckons for SP radiopharmaceuticals to be intratumourally administered (159, 161).  A pilot 

study involving 20 patients with 4 of them bearing GBMs was performed using [90Y]Y-DOTAGA-Substance 

P, and alternatively with the 177Lu and 213Bi-labeled counterparts to reduce the “cross-fire effect” in critically 

located tumours. The results showed no toxicity associated with the radiopharmaceutical administration, with 

high intratumoural dose localization and a median survival of 11 months in patients after initiation of treatment 

(159). 90Y-DOTAGA-Substance P also demonstrated positive results in neoadjuvant radionuclide therapy in 

patients with GBM. In a phase I study where 17 patients received intratumoural administration of 90Y-

DOTAGA-Substance P, 13 of the patients achieved tumour resection in a range of 96%, with no evidence of 

acute toxicity or side effects (162).  

Clinical trials were also performed using  [213Bi]Bi-DOTAGA-Substance P, for the treatment of critically 

located gliomas (Figure 6). The study demonstrated the potential of  213Bi-DOTAGA-Substance P to be used 

as an effective radiopharmaceutical for these critically located gliomas, allowing surgical removal of the 

tumour upon treatment, and improving prognosis (161). Following on these promising results, another clinical 

trial with 9 patients with recurring GBM  injected with [213Bi]Bi-DOTAGA-Substance P,  showed that the 

treatment was well tolerated and the median overall survival time from the first diagnosis was 52.3 months 

(163). Although these 213Bi-labeled Substance P derivatives showed promising results, the short-half-life of 
213Bi (45.6 min) presents serious challenges in radiopharmaceutical preparation and distribution. In order to 

tackle this issue, studies have explored alternative radionuclides, namely the α emitters 225Ac or 211At, with 

half-lives of 9.9 d and 7.21 h, respectively, which are under ongoing clinical trials (164, 165). 

 

 

 

Figure 6. MRI evaluation of a 32-year-old woman suffering from a secondary GBM, following treatment 

consisting of surgery, radio- and chemotherapy with TMZ and four cycles of [213Bi]Bi-DOTA-SP. Image adapted 

from reference (163).  

 

 

Chemokines are molecules responsible for the regulation of the chemotaxis of leukocytes in tissues, and are 

also involved in promoting mitosis and modulation of apoptosis, survival and angiogenesis, which are related 

to tumour growth (166, 167). Among the family of chemokines, CXCR4 has been verified to be up-regulated 

in gliomas, particularly high-grade ones (168). The radiopeptide [68Ga]Pentixafor, based on the cyclic 

pentapeptide cyclo(D-Tyr1-[NMe]-D-Orn2-Arg3-2-Nal4-Gly5), was evaluated as a PET agent for CXCR4 

targeting, demonstrating a high affinity towards the receptor (169). A pilot study performed in GBM patients 

injected with [68Ga]Pentixafor showed a high retention in the majority of GBM lesions, which proved the 



Radiopharmaceuticals for GBM Molecular Imaging and Theranostics  17 

 

 

  

effectiveness of this radiopeptide for non-invasive in vivo CXCR4 quantification and tumour diagnosis (170, 

171). The relative success of [68Ga]Pentixafor prompted researchers to explore its therapeutic counterpart, 

[177Lu]Pentixather, which to date is still in preclinical evaluation. However, preliminary studies show 

interesting results of [177Lu]Pentixather for GBM treatment, with suitable clearance kinetics and tumour 

retention, leading to a high uptake of therapeutic doses in tumour sites (172). 

MMPs are another interesting biological target for GBM treatment. These proteins are present in elevated 

levels in GBM cell lines and tissues when compared with healthy brain samples (173). In recent years, scorpion 

toxins have been studied as potential candidates for anticancer drugs (174). Among these, chlorotoxin (CTX), 

has emerged as one of the most promising (175). CTX is a 36-amino acid peptide, which can bind to GBM 

cells, particularly to MMP-2 located in the extracellular membrane, and with no cross reactivity to normal brain 

cells. In a clinical trial, 17 GBM patients received a single dose of 131I-TM-601 (radiopharmaceutical based on 

a synthetic CTX), upon cytoreductive craniotomy surgery. The administration was tolerated and 131I-TM-601 

was found to bound to the tumour periphery with long-term retention, and reduced accumulation in other tissues 

(176). After 180 days, four of the patients had stable disease and one had partial response, while after 30 months 

two of these patients showed no evidence of disease. 

Other biological targets for radiopeptides that have received attention more recently are the receptors EGFR, 

integrin αvβ3 and the GRPR. EGFR is overexpressed in a variety of tumours, including GBM (177). A recent 

study used EGFR targeting peptides, EEEEYFELV and DEDEYFELV, labeled with 131I, in order to evaluate 

the radiochemical and biological properties of these radiopeptides towards EGFr in rat GBM cells (C6). Results 

showed that the radiolabeled compounds presented a significant binding and internalization capability in vitro, 

as well as a considerable brain uptake in mice, particularly for [131I]I-EEEEYFELV (178). The same research 

group also explored the efficiency and biological properties of two integrin αvβ3 targeting peptides, GRGDYV 

and GRGDHV, towards GBM cells. Much like EGFR, integrin αvβ3 molecules are also overexpressed in a 

variety of cancer cells, including GBM (179). The integrin αvβ3 targeting peptides GRGDYV and GRGDHV 

were radiolabeled with 131I and 99mTc, respectively. Studies showed a high binding and internalization 

capability for both compounds in C6 rat GBM cells, and significant brain uptake in mice (180).  

GRPR is a well-known receptor involved in cell signaling cascades, and its presence has been verified in 

various glioma cell lines (181, 182). Natural bombesin (BBN) is an amphibian homolog for GRP, consisting 

of 14 amino acids with high affinity towards GRPR. Its affinity for the receptor, however, is mainly attributed 

to the last 8 amino acids in its sequence, Gln-Trp-Ala-Val-Gly-His-Leu-Met-NH2 (BBN(7-14) (183). In a 

clinical study, 4 healthy volunteers and 11 glioma patients (2 with GBM), were injected with the PET imaging 

neuropeptide 68Ga-NOTA-Aca-BBN(7-14). The radiopharmaceutical was well tolerated in all healthy 

volunteers, with no adverse side-effects, and showed an overall high signal retention in the glioma patients 

(184).  

 

 

27.4.3 Radiolabeled antibodies  

 

Among the various biological targets explored for RIT, the extracellular matrix protein tenascin-C is one of 

the most studied. Tenascin-C induces pro-angiogenic secretome in GBM cells and is overexpressed in over 

90% of GBM cases (185, 186). Clinical studies using an anti-tenascin monoclonal antibody (mAb), BC-2 

labeled with 131I, were performed in ten patients, with recurring GBM after surgery. No significant systemic 

and local toxicity was observed, and 24 h post-injection, 4.9%/g of dose was accumulated in the tumour. Upon 

multiple injections, 4 of the patients had stable disease, while  two of them showed partial disease and one 

complete remission (187). Following up on the relative success of BC-2, another anti-tenascin mAb (BC-4) 

also radiolabeled with 131I, was studied for the treatment of 30 patients with GBM. Upon treatment, 7 patients 

had stable disease, 4 of them had partial remission and 4 complete remission (188). A few years later, the same 
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research group performed a major phase I and II clinical trial, using 131I-labeled BC-2 and BC-4, to treat 111 

patients (91 with GBM). Results showed that in the group of 74 phase II GBM patients, 10 had stable disease, 

9 partial remission, 23 no evidence of disease and one complete remission (189).  
90Y has also been used to label BC-4 as an alternative to 131I. In a study involving 73 GBM patients, 35 of 

them were submitted to a combined treatment of RIT with 90Y-labeled BC-4 and the chemotherapeutic agent 

TMZ, and the other 38 were only submitted to RIT. The results confirmed the higher effectiveness of the 

combined therapeutic treatment, with a median overall survival of 25 months, as opposed to 17.5 months for 

the patients that received only RIT (190). 

 

81C6 is another anti-tenascin mAb that has seen relative success for GBM treatment. In a phase II clinical 

trial, 131I-labeled 81C6 was injected into 33 patients with previously untreated gliomas (27 of them being 

GBM), follow by conventional external-beam radiotherapy and alkylator-based chemotherapy.  The treatment 

led to a median survival of 79.4 weeks for the patients with GBM (191). In later years, novel clinical trials with 
131I-86C6 were performed in order to further evaluate the efficacy and related toxicity of this 

radiopharmaceutical in GBM patients. The overall treatments increased the median survival to 20.6 months for 

newly diagnosed tumours, and 14.5 months for recurrent disease (192, 193). However, in some cases, acute 

hematologic toxicity and acute reversible neurotoxicity were reported in patients. In an interesting study, 18 

patients were treated with the α-emitting 211At-labeled 81C6, and the median survival time was 54 weeks upon 

treatment. Additionally, no dose-limiting toxicity was observed; however, 6 of the patients still developed 

reversible neurotoxicity (194). 

EGFR has also been explored as a biological target for RIT of GBM. The 125I-labeled anti-EGFR-425 was 

one of the first mAbs to be studied in clinical trials.  A phase II trial was performed in 180 patients diagnosed 

with astrocytoma and GBM, which had received prior surgery and radiation therapy, and some chemotherapy. 

Upon treatment, the overall median survival for patients with GBM was 13.4 months, which demonstrated a 

remarkable improvement (195). Following up on these positive results, the same 125I-labeled mAb was used in 

another phase II clinical trial to test its efficacy in adjuvant RIT in patients with GBM.  From the 192 patients 

involved in this trial, following surgery and radiation therapy, some also received TMZ in combination with 

the RIT treatment. The overall median survival was 14.5 and 20.2 months for patients that received just the 

[125I]I-anti-EGFR-425 and for those that were treated with a combination of the radiolabeled mAb and TMZ, 

respectively (196). 

Another EGFR targeted mAb for RIT is the 188Re-labeled Nimotuzumab (h-R3). This mAb underwent phase 

I clinical trials with 11 patients, 8 of them with GBM. The treatment consisted of a single dose administration 

of [188Re]Re-Nimotuzumab, and the maximal tolerated dose was established at 10 mCi. The 6 patients treated 

with 10 mCi showed transitory worsening of pre-existing neurological symptoms, and one developed 

radionecrosis. Two of these patients presented a complete response after 3 years of treatment, and one presented 

a partial response for more than a year.(43)  

DNA histone H1 complex is an intracellular antigen that is present in necrotic regions of tumours (197). 

Treatments with this type of targeting are designated tumour necrosis treatments (TNT). The commercial 

compound 131I-chTNT-1/B mAb (Cotara®), was the first to undergo phase I and II clinical trials based on TNT. 

In this study, 51 patients were treated with Cotara to evaluate and define the dosing regimens for the 

radiopharmaceutical. It was also observed for patients with GBM an overall survival of 41 weeks (198, 199). 

With the steady emergence of RIT, other biological targets have been explored for GBM  targeting with 

mAbs, including CAs, cadherin 5 and integrin αvβ3. Although these targets present interesting biological 

features for GBM RIT, to date there are no reported clinical trials with radiolabeled mAbs specific for these 

antigens and the reported works describe uniquely preclinical studies. The CAs enzymes are a prognostic 

biomarker that correlates with tumour progression, which means that they are absent in normal healthy tissues 

(200, 201). Preliminary studies of a 177Lu-labeled DTPA-6A10 Fab, a CA targeting antigen, performed in 

human GBM xenograft mice, demonstrated the specific binding of the radiolabeled Fab to CA in tumour cells, 
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and significant tumour uptake 6 h post-injection (34). Integrin αvβ3 is another interesting target for RIT. 

Etaracizumab (MEDI-522), commercially known as Abegrin®, is a mAb known to bind and block integrin 

αvβ3-mediated angiogenesis (202). In a preliminary study, Abegrin was radiolabeled with 90Y and injected into 

human GBM xenograft mice. The treated mice showed partial regression of tumour volume, and reduced 

cancerous cell proliferation (203).  

Cadherins are calcium-binding proteins that are involved in cancer cell adhesion and migration, particularly 

cadherin 5, which is an endothelial cell marker in GBM (73, 204). [225Ac]Ac-E4G10, a cadherin 5 targeting 

mAb, was administered in GBM xenograft mice with the intent to evaluate its efficacy in the remodelling of 

the tumour microenvironment. Results confirmed the remodelling of the GBM vascular microenvironment, 

relief of edema and depletion of regulatory T and endothelial progenitor cells (205). 

 

 

27.4.4 Radioactive Nanoparticles   

 

Radioactive NPs have emerged as interesting tools for the development of novel platforms for the delivery 

of medically relevant radioisotopes to tumour sites (206, 207), although to date and to our best knowledge, 

there were no clinical trials performed on radiolabeled NPs for GBM treatment. However, various studies have 

been reported on the evaluation of these nanocarriers as potential radiopharmaceuticals towards GBM. These 

studies include a wide range of NP types, from organic to metallic, and various sizes, with tumour targeting 

based on passive or active approaches. 

Liposomes can be conveniently  loaded with different types of drugs and/or radiopharmaceuticals, by taking 

advantage of their hydrophilic inner core to encapsulate these molecules. 99mTc/188Re-BMEDA loaded 

liposomes were injected into human U87 GBM xenograft mice, with doses of up to 1850 Gy (for 188Re), without 

evidence of toxicity. Additionally, the treated mice had a median survival of 126 days, compared with 49 days 

for control mice (208).    

Lipid nanocapsules (LNCs) are very similar by design to liposomes, with only slight differences in 

composition and function (209). LNCs loaded with the lipophilic compound 188Re-SSS, were injected in rat 

orthotopic glioma models by CED administration. The radiolabeled LNCs showed significant survival benefits 

for the rat glioma models, with cure rates of 83% (210). In recent years, LNCs functionalized with 12G5, a 

CXCR4-targeting antibody, and loaded with lipophilic thiobenzoate complexes of 188Re, were developed as 

targeted nanocarriers for GBM. The LNCs were administered by convection-enhanced delivery to CXCR4-

positive GBM orthotopic and xenogenic mice. Results showed a significant improvement in median survival, 

indicating  that these targeting nanocarriers may provide optimal benefits for clinical application in GBM 

treatment (211). 
125I-labeled polymeric NPs of polyethylene glycol (PEG), functionalized with a RGD peptide derivative and 

a near-infrared (NIRF) dye (croconaine, CR780), were studied as a αvβ3 integrin targeting platform for 

multimodal theranostics of GBM. The radiolabeled polymeric NPs, [125I]RGD-CR780-PEG5k, showed highly 

integrated properties, suitable for nuclear, optical and thermal therapy modalities; human GBM tumour-bearing 

mice treated with these nanocarriers had an increased median survival. The authors also considered the 

possibility of loading these platforms with anticancer drugs, for chemo- and radio-thermal combined therapy 

(212).  

Silver NPs (AgNPs) are known to have toxicity issues, which can limit their use in biomedical applications, 

but can also be used advantageously in anticancer drug development (213). Interestingly, polymeric NPs have 

been explored to deliver AgNPs and the anticancer drug alisertib (Ali) to GBM tumours. The polymer used 

was PLGA-b-PEG-COOH functionalized with Cltx, a peptide that binds specifically to MMP-2. The AgNPs 

and Ali-loaded NPs were also labeled directly with 99mTc for SPECT imaging. Results showed induced 

cytotoxicity against GBM cells, and tumour shrinkage in GBM xenograft mice (214). 
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Self-assembling peptides are biological materials with particular structures that are formed in response to 

certain thermodynamic and kinetic conditions (215). Recently, a study on self-assembled peptide NPs was 

reported, using the cyclic heptapeptide Arg-Gly-Asp-Lys-Leu-Ala-Lys with the RGD sequence for targeting 

of the αvβ3 integrin receptor and the KLAK pro-apoptotic motif for mitochondria targeting, and carrying a 

DTPA moiety conjugated to the terminal Lys and a NIRF dye (Cy5.5) attached to the middle Lys. These NPs, 

C5.5@SAPD, were radiolabeled with 99mTc for SPECT imaging, and in vitro studies showed that they have 

high affinity for the αvβ3 integrin receptor, being also capable of inducing apoptosis in human GBM cells. 

These results also translated to in vivo studies in GBM subcutaneously induced xenografts, in which a high 

tumour accumulation of 99mTc-labeled C5.5@SAPD was observed, as well as a remarkable therapeutic 

response after one week of treatment (216). 

Inorganic NPs offer alternative functionalities to organic NPs, particularly in regards to optical properties, 

as seen in the case of gold nanoparticles (AuNPs) or quantum dots (QDs) (217), while mesoporous silica 

nanoparticles (MSNs) exhibit great capacity for drug loading and controlled bio-active drug release (218). 

MSNs functionalized with a DOTA derivative were radiolabeled with 111In and evaluated on orthotopic GBM 

mice models. These NPs showed a very low toxicity and high stability, and were capable of actively migrating 

towards the glioma xenografts after both intracranial and systemic administrations (219) (Figure 7).  

AuNPs have gained much interest in the latest decades in radiopharmaceutical development, not only 

because of their optical properties, but also due to their biocompatibility, low toxicity, and ease of 

functionalization (8, 220). Ferro-Flores et al. studied 177Lu-labeled AuNPs decorated with a cyclic Arg-Gly-

Asp (RGD) peptide, recognizing the αvβ3 integrin receptor, which is not specific for GBM but is involved in 

tumour angiogenesis (221). Following the intratumoural administration of the AuNPs in a murine C6-glioma 

xenograft model, the authors verified highest tumour retention and enhanced reduction in tumour growth for 

[177Lu]Lu-AuNP-RGD when compared with the same 177Lu-labeled AuNPs without the RGD peptide. These 

results pointed out that the target-specific approach can lead to improved GBM treatments based on 

intratumoural application of radiolabeled nanoseeds. In a more recent study, AuNPs functionalized with a 

DOTA derivative and decorated with a Substance P peptide for NK1R targeting, were developed as potential 

nanoseeds for GBM treatment, and successfully labeled with different medically relevant radioisotopes, 

including 67Ga, 125I and 177Lu. Cellular studies showed that the substance P peptide plays a crucial role in the 

accumulation of the NPs in NK1R-positive cells, and that the target-specific  177Lu-labeled nanocarriers 

displayed more pronounced radiobiological effects (51). In a similar way, Bilewicz et al. have designed AuNPs 

carrying a Substance P derivative (SP(5–11)) and proceeded with their labeling with 211At. The resulting 211At-

labeled AuNPs showed high in vitro radiocytotoxicity in T98G glioblastoma cells, moderately larger than that 

showed in the same cell line by the radiolabeled AuNPs without the SP peptide (222). 

One of the main advantages of QDs is their inherent optical properties, including high quantum yield, high 

photostability and tunable fluorescence emission (223). Intrinsically radioactive QDs have been developed by 

direct incorporation of 64Cu into the nanostructure, affording the radiochemically stable NPs [64Cu]CuInS/ZnS. 

These QDs have shown high tumour uptake in human GBM xenografted mice, and imaging studies showed 

promising in vivo PET/self-illuminating luminescence capabilities (224).  

Metallofullerenes are another interesting type of NPs, which exhibit combined properties of the carbon cages 

and the metallic moieties. For instance, metallofullerenes with Gd in their composition have magnetic 

properties that allow them to be explored for MRI (225). In a preclinical trial, a functionalized metallofullerene 

(f-Gd3N@C80), decorated with a DOTA derivative for 177Lu-labeling, was administered in human GBM 

tumour-bearing mice, via CED injection. The MR images obtained showed high tumour retention, which also 

led to an effective brachytherapy treatment, as verified by the extended survival time of the treated animals, up 

to 2.5 higher than the untreated group (226). 
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Figure 7. SPECT imaging of mouse brain after intracerebral delivery of NSCs loaded with 111In-MSN. (A) Three-

dimensional reconstruction of cranial CT scan shows NSC and glioma cell injection sites. (B) SPECT scans 

corresponding to radiolabeled NSCs at injection site at days 0, 1, and 2. Image adapted from reference (219). 
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27.5 CONCLUSIONS  
 

In the past decades, nuclear medicine modalities had an increasing contribution in the development of new 

tools for the diagnostic and/or treatment of glioblastoma, with encouraging results at preclinical and clinical 

levels. These advancements have been fuelled by the favourable features of nuclear imaging techniques (PET 

and SPECT) and targeted radionuclide therapy, such as their high sensitivity, non-invasiveness and intrinsically 

low toxicity, that favour the translation to the clinical setting. In addition, a large variety of medical 

radionuclides is already available and well-established radiochemical strategies can be applied to obtain 

radiopharmaceuticals in diverse chemical forms, for specific recognition of different GBM molecular targets 

and application by different administration routes depending on the tumour invasiveness and its cerebral 

localization.  

Most relevantly, PET or SPECT scans can image the tumour masses and metastases by targeting GBM 

cancer cells with the appropriate specific diagnostic radiopharmaceutical. Thereafter, guided by the imaging 

data and almost in real time, it is possible to select the most appropriate therapeutic radiopharmaceutical for a 

given patient, better adjusted to the molecular fingerprint of the target GBM tumours, and tune the 

administrated radioactive doses on an individual basis. Thus, nuclear modalities can offer unique possibilities 

to leverage precision and molecular medicine approaches for the personalized theranostic of GBM. 

Despite these progresses, the survival rate of GBM patients remains low and significant improvements are 

needed to reverse this scenario. Towards this goal, the improved molecular characterization of the disease will 

allow to explore with radiopharmaceuticals new clinically relevant targets for GBM theranostics, such as 

microenvironment immune checkpoint proteins. Nevertheless, it is important to have in mind that a unique 

treatment modality will hardly circumvent the current difficulties due to genetic complexity of GBM. 

Therefore, the combination of radiopharmaceuticals with other therapies might open new avenues for the 

improvement of treatment and management of the disease. This may include the combination with 

radiosensitizers, immunotherapy drugs and even external radiotherapy. For the development of these 

multimodality treatment approaches the versatility of nuclear medicine modalities and radiopharmaceuticals, 

ongoing progresses in the production of innovative theranostic radionuclides (227) and emerging 

nanotechnologies, among other scientific and technological developments, will be of paramount importance. 

 

 

 

27.6 ACKNOWLEDGMENTS 
 

Authors would like to acknowledge Fundação para a Ciência e Tecnologia (FCT), Portugal for the Research 

Unit grant to C2TN (UID/Multi/04349/2019), for the Projects PTDC/MEDQUI/29649/2017 and  PTDC/BTM-

TEC/29256/2017 and for the PhD fellowship to C.I.G. Pinto (960 2020.07119.BD). FCT and Agência Nacional 

de Inovação also provided funding through LISBOA-01-0247-FEDER-045904. 

 

 

 

 

 

 

 

 



Radiopharmaceuticals for GBM Molecular Imaging and Theranostics  23 

 

 

  

 27.7 REFERENCES 

 
 
1. Thakkar JP, Dolecek TA, Horbinski C, Ostrom QT, Lightner DD, Barnholtz-Sloan JS, et al. Epidemiologic and 

molecular prognostic review of glioblastoma. Cancer Epidemiol Biomarkers Prev. 2014;23(10):1985-96. 

2. Kaley T, Touat M, Subbiah V, Hollebecque A, Rodon J, Lockhart AC, et al. BRAF Inhibition in BRAFV600-

mutant gliomas: results from the VE-BASKET study. J Clin Oncol. 2018;36(35):3477-84. 

3. Stupp R, Mason WP, van den Bent MJ, Weller M, Fisher B, Taphoorn MJ, et al. Radiotherapy plus concomitant 

and adjuvant temozolomide for glioblastoma. N Engl J Med. 2005;352(10):987-96. 

4. Brennan CW, Verhaak RG, McKenna A, Campos B, Noushmehr H, Salama SR, et al. The somatic genomic 

landscape of glioblastoma. Cell. 2013;155(2):462-77. 

5. Filbin MG, Tirosh I, Hovestadt V, Shaw ML, Escalante LE, Mathewson ND, et al. Developmental and oncogenic 

programs in H3K27M gliomas dissected by single-cell RNA-seq. Science. 2018;360(6386):331-5. 

6. Johann P, Lenz D, Ries M. The drug development pipeline for glioblastoma-A cross sectional assessment of the 

FDA Orphan Drug Product designation database. PLoS One. 2021;16(7):e0252924. 

7. James ML, Gambhir SS. A molecular imaging primer: modalities, imaging agents, and applications. Physiol Rev. 

2012;92(2):897-965. 

8. Silva F, Cabral Campello MP, Paulo A. Radiolabeled Gold Nanoparticles for Imaging and Therapy of Cancer. 

Materials (Basel). 2020;14(1). 

9. Sgouros G, Bodei L, McDevitt MR, Nedrow JR. Radiopharmaceutical therapy in cancer: clinical advances and 

challenges. Nat Rev Drug Discov. 2020;19(9):589-608. 

10. Ruiz-López E, Calatayud-Pérez J, Castells-Yus I, Gimeno-Peribáñez MJ, Mendoza-Calvo N, Morcillo M, et al. 

Diagnosis of Glioblastoma by Immuno-Positron Emission Tomography. Cancers (Basel). 2021;14(1). 

11. Li Y, Marcu LG, Hull A, Bezak E. Radioimmunotherapy of glioblastoma multiforme - Current status and future 

prospects. Crit Rev Oncol Hematol. 2021;163:103395. 

12. Bolcaen J, Kleynhans J, Nair S, Verhoeven J, Goethals I, Sathekge M, et al. A perspective on the 

radiopharmaceutical requirements for imaging and therapy of glioblastoma. Theranostics. 2021;11(16):7911-47. 

13. Livieratos L. Basic Principles of SPECT and PET Imaging. In: Fogelman I, Gnanasegaran G, van del Wall H, 

editors. Radionuclide and Hybrid Bone Imaging. Berlin, Heidelberg: Springer; 2012. 

14. Alexiou GA, Tsiouris S, Voulgaris S, Kyritsis AP, Fotopoulos AD. Glioblastoma multiforme imaging: the role of 

nuclear medicine. Curr Radiopharm. 2012;5(4):308-13. 

15. Bybel B, Brunken RC, DiFilippo FP, Neumann DR, Wu G, Cerqueira MD. SPECT/CT imaging: clinical utility of 

an emerging technology. Radiographics. 2008;28(4):1097-113. 

16. Hutton BF. The origins of SPECT and SPECT/CT. European Journal of Nuclear Medicine and Molecular 

Imaging. 2014;41(1):3-16. 

17. Zanzonico P. Principles of nuclear medicine imaging: planar, SPECT, PET, multi-modality, and autoradiography 

systems. Radiat Res. 2012;177(4):349-64. 

18. Drake LR, Hillmer AT, Cai Z. Approaches to PET Imaging of Glioblastoma. Molecules. 2020;25(3). 

19. Vaquero JJ, Kinahan P. Positron Emission Tomography: Current Challenges and Opportunities for Technological 

Advances in Clinical and Preclinical Imaging Systems. Annu Rev Biomed Eng. 2015;17:385-414. 

20. Vallejo-Armenta P, Soto-Andonaegui J, Villanueva-Pérez RM, González-Díaz JI, Contreras-Contreras K, 

Bautista-Wong CG, et al. Nucl Med Biol. 2021;96-97:1-8. 

21. De Vleeschouwer S. Glioblastoma. 2017. 

22. Bailly C, Vidal A, Bonnemaire C, Kraeber-Bodéré F, Chérel M, Pallardy A, et al. Potential for Nuclear Medicine 

Therapy for Glioblastoma Treatment. Front Pharmacol. 2019;10:772. 

23. Bolcaen J, Acou M, Boterberg T, Vanhove C, De Vos F, Van den Broecke C, et al. 18F-FCho PET and MRI for 

the prediction of response in glioblastoma patients according to the RANO criteria. Nucl Med Commun. 

2017;38(3):242-9. 

24. Fukumoto M. Single-photon agents for tumor imaging: 201Tl, 99mTc-MIBI, and 99mTc-tetrofosmin. Ann Nucl 

Med. 2004;18(2):79-95. 

25. la Fougère C, Suchorska B, Bartenstein P, Kreth FW, Tonn JC. Molecular imaging of gliomas with PET: 

opportunities and limitations. Neuro Oncol. 2011;13(8):806-19. 

26. Saunders WB. Radiopharmaceuticals. In: Ziessman HA, O'Malley JP, Thrall JH, editors. Nuclear Medicine 

(Fourth Edition): Elsevier Inc.; 2014. p. 1-15. 



24   NEW INSIGHTS INTO GLIOBLASTOMA: DIAGNOSIS, THERAPEUTICS AND  THERANOSTICS 

 

 

27. Yamamoto YL, Thompson CJ, Diksic M, Meyer E, Feindel WH. Positron emission tomography. Neurosurg Rev. 

1984;7(4):233-52. 

28. Maschauer S, Prante O. Sweetening pharmaceutical radiochemistry by (18)f-fluoroglycosylation: a short review. 

Biomed Res Int. 2014;2014:214748. 

29. Ferguson S, Jans HS, Wuest M, Riauka T, Wuest F. Comparison of scandium-44 g with other PET radionuclides 

in pre-clinical PET phantom imaging. EJNMMI Phys. 2019;6(1):23. 

30. Williams HA, Robinson S, Julyan P, Zweit J, Hastings D. A comparison of PET imaging characteristics of 

various copper radioisotopes. Eur J Nucl Med Mol Imaging. 2005;32(12):1473-80. 

31. Li T, Ao ECI, Lambert B, Brans B, Vandenberghe S, Mok GSP. Quantitative Imaging for Targeted Radionuclide 

Therapy Dosimetry - Technical Review. Theranostics. 2017;7(18):4551-65. 

32. Zhang Y, Hong H, Cai W. PET tracers based on Zirconium-89. Curr Radiopharm. 2011;4(2):131-9. 

33. Yeong CH, Cheng MH, Ng KH. Therapeutic radionuclides in nuclear medicine: current and future prospects. J 

Zhejiang Univ Sci B. 2014;15(10):845-63. 

34. Fiedler L, Kellner M, Gosewisch A, Oos R, Böning G, Lindner S, et al. Evaluation of 177Lu[Lu]-CHX-A''-DTPA-

6A10 Fab as a radioimmunotherapy agent targeting carbonic anhydrase XII. Nucl Med Biol. 2018;60:55-62. 

35. Panichelli P, Villano C, Cistaro A, Bruno A, Barbato F, Piccardo A, et al. Imaging of Brain Tumors with Copper-

64 Chloride: Early Experience and Results. Cancer Biother Radiopharm. 2016;31(5):159-67. 

36. Lopes S, Ferreira S, Caetano M. PET/CT in the Evaluation of Hypoxia for Radiotherapy Planning in Head and 

Neck Tumors: Systematic Literature Review. J Nucl Med Technol. 2021;49(2):107-13. 

37. McMillan DD, Maeda J, Bell JJ, Genet MD, Phoonswadi G, Mann KA, et al. Validation of 64Cu-ATSM 

damaging DNA via high-LET Auger electron emission. J Radiat Res. 2015;56(5):784-91. 

38. Lewis J, Laforest R, Buettner T, Song S, Fujibayashi Y, Connett J, et al. Copper-64-diacetyl-bis(N4-

methylthiosemicarbazone): An agent for radiotherapy. Proc Natl Acad Sci U S A. 2001;98(3):1206-11. 

39. Hao G, Mastren T, Silvers W, Hassan G, Öz OK, Sun X. Copper-67 radioimmunotheranostics for simultaneous 

immunotherapy and immuno-SPECT. Sci Rep. 2021;11(1):3622. 

40. Szymański P, Frączek T, Markowicz M, Mikiciuk-Olasik E. Development of copper based drugs, 

radiopharmaceuticals and medical materials. Biometals. 2012;25(6):1089-112. 

41. Rosar F, Bohnenberger H, Moon ES, Rösch F, Denig A, Vincenz-Zörner D, et al. Impact of prompt gamma 

emission of. Appl Radiat Isot. 2021;170:109599. 

42. Reardon DA, Quinn JA, Akabani G, Coleman RE, Friedman AH, Friedman HS, et al. Novel human 

IgG2b/murine chimeric antitenascin monoclonal antibody construct radiolabeled with 131I and administered into 

the surgically created resection cavity of patients with malignant glioma: phase I trial results. J Nucl Med. 

2006;47(6):912-8. 

43. Casacó A, López G, García I, Rodríguez JA, Fernández R, Figueredo J, et al. Phase I single-dose study of 

intracavitary-administered Nimotuzumab labeled with 188 Re in adult recurrent high-grade glioma. Cancer Biol 

Ther. 2008;7(3):333-9. 

44. Romero E, Morcillo MA. Inorganic oxides with potential application in the preparation of a. Appl Radiat Isot. 

2017;119:28-35. 

45. Ersahin D, Doddamane I, Cheng D. Targeted radionuclide therapy. Cancers (Basel). 2011;3(4):3838-55. 

46. Gudkov SV, Shilyagina NY, Vodeneev VA, Zvyagin AV. Targeted Radionuclide Therapy of Human Tumors. Int 

J Mol Sci. 2015;17(1). 

47. Ku A, Facca VJ, Cai Z, Reilly RM. Auger electrons for cancer therapy - a review. EJNMMI Radiopharm Chem. 

2019;4(1):27. 

48. Søyland C, Hassfjell SP. Survival of human lung epithelial cells following in vitro alpha-particle irradiation with 

absolute determination of the number of alpha-particle traversals of individual cells. Int J Radiat Biol. 

2000;76(10):1315-22. 

49. Karagiannis TC. Comparison of different classes of radionuclides for potential use in radioimmunotherapy. Hell J 

Nucl Med. 2007;10(2):82-8. 

50. Pouget JP, Constanzo J. Revisiting the Radiobiology of Targeted Alpha Therapy. Front Med (Lausanne). 

2021;8:692436. 

51. Silva F, D'Onofrio A, Mendes C, Pinto C, Marques A, Campello M, et al. Radiolabeled Gold Nanoseeds 

Decorated with Substance P  Peptides: Synthesis, Characterization and In Vitro Evaluation in Glioblastoma 

Cellular Models Int J Mol Sci. 2022;23(617). 

52. Zalutsky MR, Reardon DA, Pozzi OR, Vaidyanathan G, Bigner DD. Targeted alpha-particle radiotherapy with 

211At-labeled monoclonal antibodies. Nucl Med Biol. 2007;34(7):779-85. 



Radiopharmaceuticals for GBM Molecular Imaging and Theranostics  25 

 

 

  

53. Colwell N, Larion M, Giles AJ, Seldomridge AN, Sizdahkhani S, Gilbert MR, et al. Hypoxia in the glioblastoma 

microenvironment: shaping the phenotype of cancer stem-like cells. Neuro Oncol. 2017;19(7):887-96. 

54. Staudacher AH, Liapis V, Brown MP. Therapeutic targeting of tumor hypoxia and necrosis with antibody α-

radioconjugates. Antibody Therapeutics. 2018;1(2):55-63. 

55. Graf F, Fahrer J, Maus S, Morgenstern A, Bruchertseifer F, Venkatachalam S, et al. DNA double strand breaks as 

predictor of efficacy of the alpha-particle emitter Ac-225 and the electron emitter Lu-177 for somatostatin 

receptor targeted radiotherapy. PLoS One. 2014;9(2):e88239. 

56. Pirovano G, Jannetti SA, Carter LM, Sadique A, Kossatz S, Guru N, et al. Targeted Brain Tumor Radiotherapy 

Using an Auger Emitter. Clin Cancer Res. 2020;26(12):2871-81. 

57. Thisgaard H, Halle B, Aaberg-Jessen C, Olsen BB, Therkelsen AS, Dam JH, et al. Highly Effective Auger-

Electron Therapy in an Orthotopic Glioblastoma Xenograft Model using Convection-Enhanced Delivery. 

Theranostics. 2016;6(12):2278-91. 

58. Deng X, Rong J, Wang L, Vasdev N, Zhang L, Josephson L, et al. Chemistry for Positron Emission Tomography: 

Recent Advances in 11C-, 18F-, 13N-, and 15O-Labeling Reactions. Angew Chem Int Ed Engl. 2019;58(9):2580-

605. 

59. Price EW, Orvig C. Matching chelators to radiometals for radiopharmaceuticals. Chem Soc Rev. 2014;43(1):260-

90. 

60. Herrero Álvarez N, Bauer D, Hernández-Gil J, Lewis JS. Recent Advances in Radiometals for Combined 

Imaging and Therapy in Cancer. ChemMedChem. 2021;16(19):2909-41. 

61. Opalinska M, Hubalewska-Dydejczyk A, Sowa-Staszczak A. Radiolabeled peptides: current and new 

perspectives. Q J Nucl Med Mol Imaging. 2017;61(2):153-67. 

62. Feijtel D, de Jong M, Nonnekens J. Peptide Receptor Radionuclide Therapy: Looking Back, Looking Forward. 

Curr Top Med Chem. 2020;20(32):2959-69. 

63. Greish K. Enhanced permeability and retention (EPR) effect for anticancer nanomedicine drug targeting. Methods 

Mol Biol. 2010;624:25-37. 

64. Wang D, Wang C, Wang L, Chen Y. A comprehensive review in improving delivery of small-molecule 

chemotherapeutic agents overcoming the blood-brain/brain tumor barriers for glioblastoma treatment. Drug 

Deliv. 2019;26(1):551-65. 

65. Meyer HJ, Wienke A, Surov A. Associations between GLUT expression and SUV values derived from FDG-PET 

in different tumors-A systematic review and meta analysis. PLoS One. 2019;14(6):e0217781. 

66. Huse JT, Holland EC. Targeting brain cancer: advances in the molecular pathology of malignant glioma and 

medulloblastoma. Nat Rev Cancer. 2010;10(5):319-31. 

67. Arvanitis CD, Ferraro GB, Jain RK. The blood-brain barrier and blood-tumour barrier in brain tumours and 

metastases. Nat Rev Cancer. 2020;20(1):26-41. 

68. Tosi U, Souweidane M. Convection Enhanced Delivery for Diffuse Intrinsic Pontine Glioma: Review of a Single 

Institution Experience. Pharmaceutics. 2020;12(7). 

69. Larson SM, Carrasquillo JA, Cheung NK, Press OW. Radioimmunotherapy of human tumours. Nat Rev Cancer. 

2015;15(6):347-60. 

70. Network CGAR. Comprehensive genomic characterization defines human glioblastoma genes and core pathways. 

Nature. 2008;455(7216):1061-8. 

71. Puchalski RB, Shah N, Miller J, Dalley R, Nomura SR, Yoon JG, et al. An anatomic transcriptional atlas of 

human glioblastoma. Science. 2018;360(6389):660-3. 

72. Chuang DF, Lin X. Targeted Therapies for the Treatment of Glioblastoma in Adults. Curr Oncol Rep. 

2019;21(7):61. 

73. Mao XG, Xue XY, Wang L, Zhang X, Yan M, Tu YY, et al. CDH5 is specifically activated in glioblastoma 

stemlike cells and contributes to vasculogenic mimicry induced by hypoxia. Neuro Oncol. 2013;15(7):865-79. 

74. Proescholdt MA, Merrill MJ, Stoerr EM, Lohmeier A, Pohl F, Brawanski A. Function of carbonic anhydrase IX 

in glioblastoma multiforme. Neuro Oncol. 2012;14(11):1357-66. 

75. Li G, Chen TW, Nickel AC, Muhammad S, Steiger HJ, Tzaridis T, et al. Carbonic Anhydrase XII is a Clinically 

Significant, Molecular Tumor-Subtype Specific Therapeutic Target in Glioma with the Potential to Combat 

Invasion of Brain Tumor Cells. Onco Targets Ther. 2021;14:1707-18. 

76. Rempel SA, Dudas S, Ge S, Gutiérrez JA. Identification and localization of the cytokine SDF1 and its receptor, 

CXC chemokine receptor 4, to regions of necrosis and angiogenesis in human glioblastoma. Clin Cancer Res. 

2000;6(1):102-11. 



26   NEW INSIGHTS INTO GLIOBLASTOMA: DIAGNOSIS, THERAPEUTICS AND  THERANOSTICS 

 

 

77. Gagner JP, Sarfraz Y, Ortenzi V, Alotaibi FM, Chiriboga LA, Tayyib AT, et al. Multifaceted C-X-C Chemokine 

Receptor 4 (CXCR4) Inhibition Interferes with Anti-Vascular Endothelial Growth Factor Therapy-Induced 

Glioma Dissemination. Am J Pathol. 2017;187(9):2080-94. 

78. Antonios JP, Soto H, Everson RG, Moughon DL, Wang AC, Orpilla J, et al. Detection of immune responses after 

immunotherapy in glioblastoma using PET and MRI. Proc Natl Acad Sci U S A. 2017;114(38):10220-5. 

79. Torres CM, Biran A, Burney MJ, Patel H, Henser-Brownhill T, Cohen AS, et al. The linker histone H1.0 

generates epigenetic and functional intratumor heterogeneity. Science. 2016;353(6307). 

80. Saw PE, Xu X, Kang BR, Lee J, Lee YS, Kim C, et al. Extra-domain B of fibronectin as an alternative target for 

drug delivery and a cancer diagnostic and prognostic biomarker for malignant glioma. Theranostics. 

2021;11(2):941-57. 

81. Serres E, Debarbieux F, Stanchi F, Maggiorella L, Grall D, Turchi L, et al. Fibronectin expression in 

glioblastomas promotes cell cohesion, collective invasion of basement membrane in vitro and orthotopic tumor 

growth in mice. Oncogene. 2014;33(26):3451-62. 

82. Busek P, Balaziova E, Matrasova I, Hilser M, Tomas R, Syrucek M, et al. Fibroblast activation protein alpha is 

expressed by transformed and stromal cells and is associated with mesenchymal features in glioblastoma. Tumour 

Biol. 2016;37(10):13961-71. 

83. Shi Y, Kong Z, Liu P, Hou G, Wu J, Ma W, et al. Oncogenesis, Microenvironment Modulation and Clinical 

Potentiality of FAP in Glioblastoma: Lessons Learned from Other Solid Tumors. Cells. 2021;10(5). 

84. Flores DG, Meurer L, Uberti AF, Macedo BR, Lenz G, Brunetto AL, et al. Gastrin-releasing peptide receptor 

content in human glioma and normal brain. Brain Res Bull. 2010;82(1-2):95-8. 

85. Longee DC, Wikstrand CJ, Månsson JE, He X, Fuller GN, Bigner SH, et al. Disialoganglioside GD2 in human 

neuroectodermal tumor cell lines and gliomas. Acta Neuropathol. 1991;82(1):45-54. 

86. Golinelli G, Grisendi G, Prapa M, Bestagno M, Spano C, Rossignoli F, et al. Targeting GD2-positive 

glioblastoma by chimeric antigen receptor empowered mesenchymal progenitors. Cancer Gene Ther. 2020;27(7-

8):558-70. 

87. Delpech B, Maingonnat C, Girard N, Chauzy C, Maunoury R, Olivier A, et al. Hyaluronan and hyaluronectin in 

the extracellular matrix of human brain tumour stroma. Eur J Cancer. 1993;29A(7):1012-7. 

88. Zeng J, Zhang J, Yang YZ, Wang F, Jiang H, Chen HD, et al. IL13RA2 is overexpressed in malignant gliomas 

and related to clinical outcome of patients. Am J Transl Res. 2020;12(8):4702-14. 

89. Schnell O, Krebs B, Wagner E, Romagna A, Beer AJ, Grau SJ, et al. Expression of integrin alphavbeta3 in 

gliomas correlates with tumor grade and is not restricted to tumor vasculature. Brain Pathol. 2008;18(3):378-86. 

90. Zhou W, Yu X, Sun S, Zhang X, Yang W, Zhang J, et al. Increased expression of MMP-2 and MMP-9 indicates 

poor prognosis in glioma recurrence. Biomed Pharmacother. 2019;118:109369. 

91. Pullen N, Pickford A, Perry M, Jaworski D, Loveson K, Arthur D, et al. Current insights into matrix 

metalloproteinases and glioma progression: transcending the degradation boundary. Metalloproteinases In 

Medicine. 2018;2018(5):13-30. 

92. Ammer LM, Vollmann-Zwerenz A, Ruf V, Wetzel CH, Riemenschneider MJ, Albert NL, et al. The Role of 

Translocator Protein TSPO in Hallmarks of Glioblastoma. Cancers (Basel). 2020;12(10). 

93. Amoureux MC, Coulibaly B, Chinot O, Loundou A, Metellus P, Rougon G, et al. Polysialic acid neural cell 

adhesion molecule (PSA-NCAM) is an adverse prognosis factor in glioblastoma, and regulates olig2 expression 

in glioma cell lines. BMC Cancer. 2010;10:91. 

94. Cordier D, Gerber A, Kluba C, Bauman A, Hutter G, Mindt TL, et al. Expression of different neurokinin-1 

receptor (NK1R) isoforms in glioblastoma multiforme: potential implications for targeted therapy. Cancer Biother 

Radiopharm. 2014;29(5):221-6. 

95. Galia A, Calogero AE, Condorelli R, Fraggetta F, La Corte A, Ridolfo F, et al. PARP-1 protein  expression in 

glioblastoma multiforme. Eur J Histochem. 2012;56(1):e9. 

96. Lamszus K, Meyerhof W, Westphal M. Somatostatin and somatostatin receptors in the diagnosis and treatment of 

gliomas. J Neurooncol. 1997;35(3):353-64. 

97. Lapa C, Linsenmann T, Lückerath K, Samnick S, Herrmann K, Stoffer C, et al. Tumor-associated macrophages in 

glioblastoma multiforme-a suitable target for somatostatin receptor-based imaging and therapy? PLoS One. 

2015;10(3):e0122269. 

98. Higuchi M, Ohnishi T, Arita N, Hiraga S, Hayakawa T. Expression of tenascin in human gliomas: its relation to 

histological malignancy, tumor dedifferentiation and angiogenesis. Acta Neuropathol. 1993;85(5):481-7. 

99. Zamecnik J. The extracellular space and matrix of gliomas. Acta Neuropathol. 2005;110(5):435-42. 

100. Hoadley KA, Yau C, Hinoue T, Wolf DM, Lazar AJ, Drill E, et al. Cell-of-Origin Patterns Dominate the 

Molecular Classification of 10,000 Tumors from 33 Types of Cancer. Cell. 2018;173(2):291-304.e6. 



Radiopharmaceuticals for GBM Molecular Imaging and Theranostics  27 

 

 

  

101. Weller M, Butowski N, Tran DD, Recht LD, Lim M, Hirte H, et al. Rindopepimut with temozolomide for 

patients with newly diagnosed, EGFRvIII-expressing glioblastoma (ACT IV): a randomised, double-blind, 

international phase 3 trial. Lancet Oncol. 2017;18(10):1373-85. 

102. Kölby L, Bernhardt P, Johanson V, Schmitt A, Ahlman H, Forssell-Aronsson E, et al. Successful receptor-

mediated radiation therapy of xenografted human midgut carcinoid tumour. Br J Cancer. 2005;93(10):1144-51. 

103. Yool AJ, Ramesh S. Molecular Targets for Combined Therapeutic Strategies to Limit Glioblastoma Cell 

Migration and Invasion. Front Pharmacol. 2020;11:358. 

104. Taylor OG, Brzozowski JS, Skelding KA. Glioblastoma Multiforme: An Overview of Emerging Therapeutic 

Targets. Front Oncol. 2019;9:963. 

105. Hambardzumyan D, Bergers G. Glioblastoma: Defining Tumor Niches. Trends Cancer. 2015;1(4):252-65. 

106. Akter F, Simon B, de Boer NL, Redjal N, Wakimoto H, Shah K. Pre-clinical tumor models of primary brain 

tumors: Challenges and opportunities. Biochim Biophys Acta Rev Cancer. 2021;1875(1):188458. 

107. Lenting K, Verhaak R, Ter Laan M, Wesseling P, Leenders W. Glioma: experimental models and reality. Acta 

Neuropathol. 2017;133(2):263-82. 

108. Sharma SV, Haber DA, Settleman J. Cell line-based platforms to evaluate the therapeutic efficacy of candidate 

anticancer agents. Nat Rev Cancer. 2010;10(4):241-53. 

109. Pontén J, Macintyre EH. Long term culture of normal and neoplastic human glia. Acta Pathol Microbiol Scand. 

1968;74(4):465-86. 

110. Westermark B, Pontén J, Hugosson R. Determinants for the establishment of permanent tissue culture lines from 

human gliomas. Acta Pathol Microbiol Scand A. 1973;81(6):791-805. 

111. Torsvik A, Stieber D, Enger P, Golebiewska A, Molven A, Svendsen A, et al. U-251 revisited: genetic drift and 

phenotypic consequences of long-term cultures of glioblastoma cells. Cancer Med. 2014;3(4):812-24. 

112. Clark MJ, Homer N, O'Connor BD, Chen Z, Eskin A, Lee H, et al. U87MG decoded: the genomic sequence of a 

cytogenetically aberrant human cancer cell line. PLoS Genet. 2010;6(1):e1000832. 

113. De Witt Hamer PC, Van Tilborg AA, Eijk PP, Sminia P, Troost D, Van Noorden CJ, et al. The genomic profile of 

human malignant glioma is altered early in primary cell culture and preserved in spheroids. Oncogene. 

2008;27(14):2091-6. 

114. Phon BWS, Kamarudin MNA, Bhuvanendran S, Radhakrishnan AK. Transitioning pre-clinical glioblastoma 

models to clinical settings with biomarkers identified in 3D cell-based models: A systematic scoping review. 

Biomed Pharmacother. 2022;145:112396. 

115. Yuan X, Curtin J, Xiong Y, Liu G, Waschsmann-Hogiu S, Farkas DL, et al. Isolation of cancer stem cells from 

adult glioblastoma multiforme. Oncogene. 2004;23(58):9392-400. 

116. Bougnaud S, Golebiewska A, Oudin A, Keunen O, Harter PN, Mäder L, et al. Molecular crosstalk between 

tumour and brain parenchyma instructs histopathological features in glioblastoma. Oncotarget. 2016;7(22):31955-

71. 

117. Lee J, Kotliarova S, Kotliarov Y, Li A, Su Q, Donin NM, et al. Tumor stem cells derived from glioblastomas 

cultured in bFGF and EGF more closely mirror the phenotype and genotype of primary tumors than do serum-

cultured cell lines. Cancer Cell. 2006;9(5):391-403. 

118. Klein E, Hau AC, Oudin A, Golebiewska A, Niclou SP. Glioblastoma Organoids: Pre-Clinical Applications and 

Challenges in the Context of Immunotherapy. Front Oncol. 2020;10:604121. 

119. Huszthy PC, Daphu I, Niclou SP, Stieber D, Nigro JM, Sakariassen P, et al. In vivo models of primary brain 

tumors: pitfalls and perspectives. Neuro Oncol. 2012;14(8):979-93. 

120. Hicks WH, Bird CE, Traylor JI, Shi DD, El Ahmadieh TY, Richardson TE, et al. Contemporary Mouse Models 

in Glioma Research. Cells. 2021;10(3). 

121. Morton CL, Houghton PJ. Establishment of human tumor xenografts in immunodeficient mice. Nat Protoc. 

2007;2(2):247-50. 

122. Richmond A, Su Y. Mouse xenograft models vs GEM models for human cancer therapeutics. Dis Model Mech. 

2008;1(2-3):78-82. 

123. Talmadge JE, Singh RK, Fidler IJ, Raz A. Murine models to evaluate novel and conventional therapeutic 

strategies for cancer. Am J Pathol. 2007;170(3):793-804. 

124. Zhong L, Li Y, Xiong L, Wang W, Wu M, Yuan T, et al. Small molecules in targeted cancer therapy: advances, 

challenges, and future perspectives. Signal Transduct Target Ther. 2021;6(1):201. 

125. Bell C, Dowson N, Fay M, Thomas P, Puttick S, Gal Y, et al. Hypoxia imaging in gliomas with 18F-

fluoromisonidazole PET: toward clinical translation. Semin Nucl Med. 2015;45(2):136-50. 



28   NEW INSIGHTS INTO GLIOBLASTOMA: DIAGNOSIS, THERAPEUTICS AND  THERANOSTICS 

 

 

126. Horsman MR, Mortensen LS, Petersen JB, Busk M, Overgaard J. Imaging hypoxia to improve radiotherapy 

outcome. Nat Rev Clin Oncol. 2012;9(12):674-87. 

127. Watanabe S, Shiga T, Hirata K, Magota K, Okamoto S, Toyonaga T, et al. Biodistribution and radiation 

dosimetry of the novel hypoxia PET probe [EJNMMI Res. 2019;9(1):60. 

128. Hino-Shishikura A, Tateishi U, Shibata H, Yoneyama T, Nishii T, Torii I, et al. Tumor hypoxia and microscopic 

diffusion capacity in brain tumors: a comparison of (62)Cu-Diacetyl-Bis (N4-Methylthiosemicarbazone) PET/CT 

and diffusion-weighted MR imaging. Eur J Nucl Med Mol Imaging. 2014;41(7):1419-27. 

129. Tateishi K, Tateishi U, Nakanowatari S, Ohtake M, Minamimoto R, Suenaga J, et al. (62)Cu-diacetyl-bis (N(4)-

methylthiosemicarbazone) PET in human gliomas: comparative study with [(18)F]fluorodeoxyglucose and L-

methyl-[(11)C]methionine PET. AJNR Am J Neuroradiol. 2014;35(2):278-84. 

130. Gangemi V, Mignogna C, Guzzi G, Lavano A, Bongarzone S, Cascini GL, et al. Impact of [BMC Cancer. 

2019;19(1):1197. 

131. Ferrari C, Asabella AN, Villano C, Giacobbi B, Coccetti D, Panichelli P, et al. Copper-64 Dichloride as 

Theranostic Agent for Glioblastoma Multiforme: A Preclinical Study. Biomed Res Int. 2015;2015:129764. 

132. Pérès EA, Toutain J, Paty LP, Divoux D, Ibazizène M, Guillouet S, et al. 64Cu-ATSM/64Cu-Cl2 and their 

relationship to hypoxia in glioblastoma: a preclinical study. EJNMMI Res. 2019;9(1):114. 

133. Pommier Y, O'Connor MJ, de Bono J. Laying a trap to kill cancer cells: PARP inhibitors and their mechanisms of 

action. Sci Transl Med. 2016;8(362):362ps17. 

134. Carney B, Carlucci G, Salinas B, Di Gialleonardo V, Kossatz S, Vansteene A, et al. Non-invasive PET Imaging 

of PARP1 Expression in Glioblastoma Models. Mol Imaging Biol. 2016;18(3):386-92. 

135. Reiner T, Lacy J, Keliher EJ, Yang KS, Ullal A, Kohler RH, et al. Imaging therapeutic PARP inhibition in vivo 

through bioorthogonally developed companion imaging agents. Neoplasia. 2012;14(3):169-77. 

136. Zmuda F, Malviya G, Blair A, Boyd M, Chalmers AJ, Sutherland A, et al. Synthesis and Evaluation of a 

Radioiodinated Tracer with Specificity for Poly(ADP-ribose) Polymerase-1 (PARP-1) in Vivo. J Med Chem. 

2015;58(21):8683-93. 

137. Carlucci G, Carney B, Brand C, Kossatz S, Irwin CP, Carlin SD, et al. Dual-Modality Optical/PET Imaging of 

PARP1 in Glioblastoma. Mol Imaging Biol. 2015;17(6):848-55. 

138. Jannetti SA, Carlucci G, Carney B, Kossatz S, Shenker L, Carter LM, et al. PARP-1-Targeted Radiotherapy in 

Mouse Models of Glioblastoma. J Nucl Med. 2018;59(8):1225-33. 

139. Michel LS, Dyroff S, Brooks FJ, Spayd KJ, Lim S, Engle JT, et al. PET of Poly (ADP-Ribose) Polymerase 

Activity in Cancer: Preclinical Assessment and First In-Human Studies. Radiology. 2017;282(2):453-63. 

140. Röhrich M, Loktev A, Wefers AK, Altmann A, Paech D, Adeberg S, et al. IDH-wildtype glioblastomas and grade 

III/IV IDH-mutant gliomas show elevated tracer uptake in fibroblast activation protein-specific PET/CT. Eur J 

Nucl Med Mol Imaging. 2019;46(12):2569-80. 

141. Windisch P, Röhrich M, Regnery S, Tonndorf-Martini E, Held T, Lang K, et al. Fibroblast Activation Protein 

(FAP) specific PET for advanced target volume delineation in glioblastoma. Radiother Oncol. 2020;150:159-63. 

142. Toms J, Kogler J, Maschauer S, Daniel C, Schmidkonz C, Kuwert T, et al. Targeting Fibroblast Activation 

Protein: Radiosynthesis and Preclinical Evaluation of an. J Nucl Med. 2020;61(12):1806-13. 

143. Su Z, Roncaroli F, Durrenberger PF, Coope DJ, Karabatsou K, Hinz R, et al. The 18-kDa mitochondrial 

translocator protein in human gliomas: an 11C-(R)PK11195 PET imaging and neuropathology study. J Nucl Med. 

2015;56(4):512-7. 

144. Albert NL, Unterrainer M, Fleischmann DF, Lindner S, Vettermann F, Brunegraf A, et al. TSPO PET for glioma 

imaging using the novel ligand. Eur J Nucl Med Mol Imaging. 2017;44(13):2230-8. 

145. Cimini A, Ricci M, Russo F, Egidi M, Calabria F, Bagnato A, et al. Peptide Receptor Radionuclide Therapy and 

Primary Brain Tumors: An Overview. Pharmaceuticals (Basel). 2021;14(9). 

146. Oliveira MC, Correia JDG. Clinical application of radioiodinated antibodies: where are we? Clinical and 

Translational Imaging. 2022. 

147. Eychenne R, Bouvry C, Bourgeois M, Loyer P, Benoist E, Lepareur N. Overview of Radiolabeled Somatostatin 

Analogs for Cancer Imaging and Therapy. Molecules (Basel, Switzerland). 2020;25(17):4012. 

148. Fani M, Nicolas GP, Wild D. Somatostatin Receptor Antagonists for Imaging and Therapy. J Nucl Med. 

2017;58(Suppl 2):61s-6s. 

149. Virgolini I, Britton K, Buscombe J, Moncayo R, Paganelli G, Riva P. In- and Y-DOTA-lanreotide: results and 

implications of the MAURITIUS trial. Semin Nucl Med. 2002;32(2):148-55. 

150. De Jong M, Valkema R, Jamar F, Kvols LK, Kwekkeboom DJ, Breeman WA, et al. Somatostatin receptor-

targeted radionuclide therapy of tumors: preclinical and clinical findings. Semin Nucl Med. 2002;32(2):133-40. 

151. Cives M, Strosberg J. Radionuclide Therapy for Neuroendocrine Tumors. Curr Oncol Rep. 2017;19(2):9. 



Radiopharmaceuticals for GBM Molecular Imaging and Theranostics  29 

 

 

  

152. Tolomeo A, Lopopolo G, Dimiccoli V, Perioli L, Modoni S, Scilimati A. Impact of 68Ga-DOTATOC PET/CT in 

comparison to 111In-Octreotide SPECT/CT in management of neuro-endocrine tumors: A case report. Medicine 

(Baltimore). 2020;99(7):e19162. 

153. Hofman MS, Lau WF, Hicks RJ. Somatostatin receptor imaging with 68Ga DOTATATE PET/CT: clinical utility, 

normal patterns, pearls, and pitfalls in interpretation. Radiographics. 2015;35(2):500-16. 

154. Heute D, Kostron H, von Guggenberg E, Ingorokva S, Gabriel M, Dobrozemsky G, et al. Response of recurrent 

high-grade glioma to treatment with (90)Y-DOTATOC. J Nucl Med. 2010;51(3):397-400. 

155. Rolleman EJ, Valkema R, de Jong M, Kooij PP, Krenning EP. Safe and effective inhibition of renal uptake of 

radiolabelled octreotide by a combination of lysine and arginine. Eur J Nucl Med Mol Imaging. 2003;30(1):9-15. 

156. Imhof A, Brunner P, Marincek N, Briel M, Schindler C, Rasch H, et al. Response, survival, and long-term 

toxicity after therapy with the radiolabeled somatostatin analogue [90Y-DOTA]-TOC in metastasized 

neuroendocrine cancers. J Clin Oncol. 2011;29(17):2416-23. 

157. Menda Y, Madsen MT, O'Dorisio TM, Sunderland JJ, Watkins GL, Dillon JS, et al. (90)Y-DOTATOC 

Dosimetry-Based Personalized Peptide Receptor Radionuclide Therapy. Journal of nuclear medicine : official 

publication, Society of Nuclear Medicine. 2018;59(11):1692-8. 

158. Garcia-Recio S, Gascón P. Biological and Pharmacological Aspects of the NK1-Receptor. BioMed Research 

International. 2015;2015:495704. 

159. Kneifel S, Cordier D, Good S, Ionescu MCS, Ghaffari A, Hofer S, et al. Local Targeting of Malignant Gliomas 

by the Diffusible Peptidic Vector 1,4,7,10-Tetraazacyclododecane-1-Glutaric Acid-4,7,10-Triacetic Acid-

Substance P. Clinical Cancer Research. 2006;12(12):3843. 

160. Bowden JJ, Garland AM, Baluk P, Lefevre P, Grady EF, Vigna SR, et al. Direct observation of substance P-

induced internalization of neurokinin 1 (NK1) receptors at sites of inflammation. Proceedings of the National 

Academy of Sciences of the United States of America. 1994;91(19):8964-8. 

161. Cordier D, Forrer F, Bruchertseifer F, Morgenstern A, Apostolidis C, Good S, et al. Targeted alpha-radionuclide 

therapy of functionally critically located gliomas with 213Bi-DOTA-[Thi8,Met(O2)11]-substance P: a pilot trial. 

Eur J Nucl Med Mol Imaging. 2010;37(7):1335-44. 

162. Cordier D, Forrer F, Kneifel S, Sailer M, Mariani L, Mäcke H, et al. Neoadjuvant targeting of glioblastoma 

multiforme with radiolabeled DOTAGA–substance P—results from a phase I study. Journal of Neuro-Oncology. 

2010;100(1):129-36. 

163. Krolicki L, Bruchertseifer F, Kunikowska J, Koziara H, Królicki B, Jakuciński M, et al. Prolonged survival in 

secondary glioblastoma following local injection of targeted alpha therapy with (213)Bi-substance P analogue. 

European journal of nuclear medicine and molecular imaging. 2018;45(9):1636-44. 

164. Lyczko M, Pruszynski M, Majkowska-Pilip A, Lyczko K, Was B, Meczynska-Wielgosz S, et al. 211At labeled 

substance P (5–11) as potential radiopharmaceutical for glioma treatment. Nuclear Medicine and Biology. 

2017;53:1-8. 

165. Majkowska-Pilip A, Rius M, Bruchertseifer F, Apostolidis C, Weis M, Bonelli M, et al. In vitro evaluation of 

(225) Ac-DOTA-substance P for targeted alpha therapy of glioblastoma multiforme. Chem Biol Drug Des. 

2018;92(1):1344-56. 

166. Moser B, Loetscher P. Lymphocyte traffic control by chemokines. Nature Immunology. 2001;2(2):123-8. 

167. Gerard C, Rollins BJ. Chemokines and disease. Nature Immunology. 2001;2(2):108-15. 

168. Stevenson CB, Ehtesham M, McMillan KM, Valadez JG, Edgeworth ML, Price RR, et al. CXCR4 expression is 

elevated in glioblastoma multiforme and correlates with an increase in intensity and extent of peritumoral T2-

weighted magnetic resonance imaging signal abnormalities. Neurosurgery. 2008;63(3):560-9; discussion 9-70. 

169. Gourni E, Demmer O, Schottelius M, D'Alessandria C, Schulz S, Dijkgraaf I, et al. PET of CXCR4 expression by 

a (68)Ga-labeled highly specific targeted contrast agent. J Nucl Med. 2011;52(11):1803-10. 

170. Lapa C, Lückerath K, Kleinlein I, Monoranu CM, Linsenmann T, Kessler AF, et al. (68)Ga-Pentixafor-PET/CT 

for Imaging of Chemokine Receptor 4 Expression in Glioblastoma. Theranostics. 2016;6(3):428-34. 

171. Buck AK, Stolzenburg A, Hänscheid H, Schirbel A, Lückerath K, Schottelius M, et al. Chemokine receptor – 

Directed imaging and therapy. Methods. 2017;130:63-71. 

172. Schottelius M, Osl T, Poschenrieder A, Hoffmann F, Beykan S, Hänscheid H, et al. [(177)Lu]pentixather: 

Comprehensive Preclinical Characterization of a First CXCR4-directed Endoradiotherapeutic Agent. 

Theranostics. 2017;7(9):2350-62. 

173. Hagemann C, Anacker J, Ernestus R-I, Vince GH. A complete compilation of matrix metalloproteinase 

expression in human malignant gliomas. World J Clin Oncol. 2012;3(5):67-79. 



30   NEW INSIGHTS INTO GLIOBLASTOMA: DIAGNOSIS, THERAPEUTICS AND  THERANOSTICS 

 

 

174. Ding J, Chua P-J, Bay B-H, Gopalakrishnakone P. Scorpion venoms as a potential source of novel cancer 

therapeutic compounds. Experimental Biology and Medicine. 2014;239(4):387-93. 

175. Ojeda PG, Wang CK, Craik DJ. Chlorotoxin: Structure, activity, and potential uses in cancer therapy. 

Biopolymers. 2016;106(1):25-36. 

176. Mamelak AN, Rosenfeld S, Bucholz R, Raubitschek A, Nabors LB, Fiveash JB, et al. Phase I single-dose study 

of intracavitary-administered iodine-131-TM-601 in adults with recurrent high-grade glioma. J Clin Oncol. 

2006;24(22):3644-50. 

177. Frederick L, Wang XY, Eley G, James CD. Diversity and frequency of epidermal growth factor receptor 

mutations in human glioblastomas. Cancer Res. 2000;60(5):1383-7. 

178. Sobral DV, Fuscaldi LL, Durante ACR, Rangel MG, Oliveira LR, Mendonça FF, et al. Radiochemical and 

biological properties of peptides designed to interact with EGF receptor: Relevance for glioblastoma. Nucl Med 

Biol. 2020;88-89:14-23. 

179. Taga T, Suzuki A, Gonzalez-Gomez I, Gilles FH, Stins M, Shimada H, et al. alpha v-Integrin antagonist EMD 

121974 induces apoptosis in brain tumor cells growing on vitronectin and tenascin. Int J Cancer. 2002;98(5):690-

7. 

180. Sobral DV, Fuscaldi LL, Durante ACR, Mendonça FF, de Oliveira LR, Miranda ACC, et al. Comparative 

Evaluation of Radiochemical and Biological Properties of 131I- and [99mTc]Tc(CO)3-Labeled RGD Analogues 

Planned to Interact with the αvβ3 Integrin Expressed in Glioblastoma. Pharmaceuticals. 2022;15(2). 

181. Sharif TR, Luo W, Sharif M. Functional expression of bombesin receptor in most adult and pediatric human 

glioblastoma cell lines; role in mitogenesis and in stimulating the mitogen-activated protein kinase pathway. Mol 

Cell Endocrinol. 1997;130(1-2):119-30. 

182. Flores DG, Meurer L, Uberti AF, Macedo BR, Lenz G, Brunetto AL, et al. Gastrin-releasing peptide receptor 

content in human glioma and normal brain. Brain Research Bulletin. 2010;82(1):95-8. 

183. Smith CJ, Volkert WA, Hoffman TJ. Radiolabeled peptide conjugates for targeting of the bombesin receptor 

superfamily subtypes. Nucl Med Biol. 2005;32(7):733-40. 

184. Zhang J, Li D, Lang L, Zhu Z, Wang L, Wu P, et al. 68Ga-NOTA-Aca-BBN(7-14) PET/CT in Healthy 

Volunteers and Glioma Patients. J Nucl Med. 2016;57(1):9-14. 

185. Rupp T, Langlois B, Koczorowska MM, Radwanska A, Sun Z, Hussenet T, et al. Tenascin-C Orchestrates 

Glioblastoma Angiogenesis by Modulation of Pro- and Anti-angiogenic Signaling. Cell Rep. 2016;17(10):2607-

19. 

186. Midwood KS, Chiquet M, Tucker RP, Orend G. Tenascin-C at a glance. J Cell Sci. 2016;129(23):4321-7. 

187. Riva P, Arista A, Sturiale C, Moscatelli G, Tison V, Mariani M, et al. Treatment of intracranial human 

glioblastoma by direct intratumoral administration of 131I-labelled anti-tenascin monoclonal antibody BC-2. Int J 

Cancer. 1992;51(1):7-13. 

188. Riva P, Arista A, Sturiale C, Tison V, Lazzari S, Franceschi G, et al. Glioblastoma therapy by direct intralesional 

administration of I-131 radioiodine labeled antitenascin antibodies. Cell Biophys. 1994;24-25:37-43. 

189. Pietro Riva GFMFNRGGAMCGGMCRGAAJKJAK. 131I Radioconjugated Antibodies for the Locoregional 

Radioimmunotherapy of High-grade Malignant Glioma: Phase I and II Study. Acta Oncologica. 1999;38(3):351-

9. 

190. Bartolomei M, Mazzetta C, Handkiewicz-Junak D, Bodei L, Rocca P, Grana C, et al. Combined treatment of 

glioblastoma patients with locoregional pre-targeted 90Y-biotin radioimmunotherapy and temozolomide. Q J 

Nucl Med Mol Imaging. 2004;48(3):220-8. 

191. Reardon DA, Akabani G, Coleman RE, Friedman AH, Friedman HS, Herndon JE, 2nd, et al. Phase II trial of 

murine (131)I-labeled antitenascin monoclonal antibody 81C6 administered into surgically created resection 

cavities of patients with newly diagnosed malignant gliomas. J Clin Oncol. 2002;20(5):1389-97. 

192. Reardon DA, Akabani G, Coleman RE, Friedman AH, Friedman HS, Herndon JE, 2nd, et al. Salvage 

radioimmunotherapy with murine iodine-131-labeled antitenascin monoclonal antibody 81C6 for patients with 

recurrent primary and metastatic malignant brain tumors: phase II study results. J Clin Oncol. 2006;24(1):115-22. 

193. Reardon DA, Zalutsky MR, Akabani G, Coleman RE, Friedman AH, Herndon JE, 2nd, et al. A pilot study: 131I-

antitenascin monoclonal antibody 81c6 to deliver a 44-Gy resection cavity boost. Neuro-oncology. 

2008;10(2):182-9. 

194. Zalutsky MR, Reardon DA, Akabani G, Coleman RE, Friedman AH, Friedman HS, et al. Clinical experience 

with alpha-particle emitting 211At: treatment of recurrent brain tumor patients with 211At-labeled chimeric 

antitenascin monoclonal antibody 81C6. J Nucl Med. 2008;49(1):30-8. 



Radiopharmaceuticals for GBM Molecular Imaging and Theranostics  31 

 

 

  

195. Emrich JG, Brady LW, Quang TS, Class R, Miyamoto C, Black P, et al. Radioiodinated (I-125) monoclonal 

antibody 425 in the treatment of high grade glioma patients: ten-year synopsis of a novel treatment. Am J Clin 

Oncol. 2002;25(6):541-6. 

196. Li L, Quang TS, Gracely EJ, Kim JH, Emrich JG, Yaeger TE, et al. A Phase II study of anti-epidermal growth 

factor receptor radioimmunotherapy in the treatment of glioblastoma multiforme. J Neurosurg. 2010;113(2):192-

8. 

197. Kunadis E, Lakiotaki E, Korkolopoulou P, Piperi C. Targeting post-translational histone modifying enzymes in 

glioblastoma. Pharmacology & Therapeutics. 2021;220:107721. 

198. Shapiro WR, Carpenter SP, Roberts K, Shan JS. (131)I-chTNT-1/B mAb: tumour necrosis therapy for malignant 

astrocytic glioma. Expert Opin Biol Ther. 2006;6(5):539-45. 

199. Hdeib A, Sloan A. Targeted radioimmunotherapy: the role of ¹³¹I-chTNT-1/B mAb (Cotara) for treatment of 

high-grade gliomas. Future Oncol. 2012;8(6):659-69. 

200. Mboge MY, McKenna R, Frost SC. Advances in Anti-Cancer Drug Development Targeting Carbonic Anhydrase 

IX and XII. Top Anticancer Res. 2015;5:3-42. 

201. Cetin B, Gonul, II, Gumusay O, Bilgetekin I, Algin E, Ozet A, et al. Carbonic anhydrase IX is a prognostic 

biomarker in glioblastoma multiforme. Neuropathology. 2018;38(5):457-62. 

202. Liu Z, Wang F, Chen X. Integrin alpha(v)beta(3)-Targeted Cancer Therapy. Drug Dev Res. 2008;69(6):329-39. 

203. Veeravagu A, Liu Z, Niu G, Chen K, Jia B, Cai W, et al. Integrin α<sub>v</sub>β<sub>3</sub>-Targeted 

Radioimmunotherapy of Glioblastoma Multiforme. Clinical Cancer Research. 2008;14(22):7330. 

204. Noronha C, Ribeiro AS, Taipa R, Castro DS, Reis J, Faria C, et al. Cadherin Expression and EMT: A Focus on 

Gliomas. Biomedicines. 2021;9(10). 

205. Behling K, Maguire WF, Di Gialleonardo V, Heeb LE, Hassan IF, Veach DR, et al. Remodeling the Vascular 

Microenvironment of Glioblastoma with α-Particles. J Nucl Med. 2016;57(11):1771-7. 

206. Xing Y, Zhao J, Conti PS, Chen K. Radiolabeled nanoparticles for multimodality tumor imaging. Theranostics. 

2014;4(3):290-306. 

207. Gholami YH, Maschmeyer R, Kuncic Z. Radio-enhancement effects by radiolabeled nanoparticles. Scientific 

Reports. 2019;9(1):14346. 

208. Phillips WT, Goins B, Bao A, Vargas D, Guttierez JE, Trevino A, et al. Rhenium-186 liposomes as convection-

enhanced nanoparticle brachytherapy for treatment of glioblastoma. Neuro-oncology. 2012;14(4):416-25. 

209. Kraft JC, Freeling JP, Wang Z, Ho RJY. Emerging research and clinical development trends of liposome and 

lipid nanoparticle drug delivery systems. J Pharm Sci. 2014;103(1):29-52. 

210. Vanpouille-Box C, Lacoeuille F, Belloche C, Lepareur N, Lemaire L, LeJeune JJ, et al. Tumor eradication in rat 

glioma and bypass of immunosuppressive barriers using internal radiation with (188)Re-lipid nanocapsules. 

Biomaterials. 2011;32(28):6781-90. 

211. Séhédic D, Chourpa I, Tétaud C, Griveau A, Loussouarn C, Avril S, et al. Locoregional Confinement and Major 

Clinical Benefit of (188)Re-Loaded CXCR4-Targeted Nanocarriers in an Orthotopic Human to Mouse Model of 

Glioblastoma. Theranostics. 2017;7(18):4517-36. 

212. Tang L, Sun X, Liu N, Zhou Z, Yu F, Zhang X, et al. Radiolabeled Angiogenesis-Targeting Croconaine 

Nanoparticles for Trimodality Imaging Guided Photothermal Therapy of Glioma. ACS Applied Nano Materials. 

2018;1(4):1741-9. 

213. Talarska P, Boruczkowski M, Żurawski J. Current Knowledge of Silver and Gold Nanoparticles in Laboratory 

Research—Application, Toxicity, Cellular Uptake. Nanomaterials. 2021;11(9). 

214. Locatelli E, Naddaka M, Uboldi C, Loudos G, Fragogeorgi E, Molinari V, et al. Targeted delivery of silver 

nanoparticles and alisertib: in vitro and in vivo synergistic effect against glioblastoma. Nanomedicine (Lond). 

2014;9(6):839-49. 

215. Lee S, Trinh THT, Yoo M, Shin J, Lee H, Kim J, et al. Self-Assembling Peptides and Their Application in the 

Treatment of Diseases. International journal of molecular sciences. 2019;20(23):5850. 

216. Rizvi SFA, Ali A, Ahmad M, Mu S, Zhang H. Multifunctional self-assembled peptide nanoparticles for 

multimodal imaging-guided enhanced theranostic applications against glioblastoma multiforme. Nanoscale 

Advances. 2021;3(20):5959-67. 

217. Giner-Casares JJ, Henriksen-Lacey M, Coronado-Puchau M, Liz-Marzán LM. Inorganic nanoparticles for 

biomedicine: where materials scientists meet medical research. Materials Today. 2016;19(1):19-28. 

218. Niculescu V-C. Mesoporous Silica Nanoparticles for Bio-Applications. Frontiers in Materials. 2020;7. 



32   NEW INSIGHTS INTO GLIOBLASTOMA: DIAGNOSIS, THERAPEUTICS AND  THERANOSTICS 

 

 

219. Cheng SH, Yu D, Tsai HM, Morshed RA, Kanojia D, Lo LW, et al. Dynamic In Vivo SPECT Imaging of Neural 

Stem Cells Functionalized with Radiolabeled Nanoparticles for Tracking of Glioblastoma. J Nucl Med. 

2016;57(2):279-84. 

220. Daems N, Michiels C, Lucas S, Baatout S, Aerts A. Gold nanoparticles meet medical radionuclides. Nucl Med 

Biol. 2021;100-101:61-90. 

221. Vilchis-Juarez A, Ferro-Flores G, Santos-Cuevas C, Morales-Avila E, Ocampo-Garcia B, Diaz-Nieto L, et al. 

Molecular Targeting Radiotherapy with Cyclo-RGDfK(C) Peptides Conjugated to Lu-177-Labeled Gold 

Nanoparticles in Tumor-Bearing Mice. Journal of Biomedical Nanotechnology. 2014;10(3):393-404. 

222. Dziawer L, Koźmiński P, Męczyńska-Wielgosz S, Pruszyński M, Łyczko M, Wąs B, et al. Gold nanoparticle 

bioconjugates labelled with 211At for targeted alpha therapy. RSC Advances. 2017;7(65):41024-32. 

223. Yong K-T. Quantum Dots for Biophotonics. Theranostics. 2012;2(7):629-30. 

224. Guo W, Sun X, Jacobson O, Yan X, Min K, Srivatsan A, et al. Intrinsically Radioactive [64Cu]CuInS/ZnS 

Quantum Dots for PET and Optical Imaging: Improved Radiochemical Stability and Controllable Cerenkov 

Luminescence. ACS Nano. 2015;9(1):488-95. 

225. Wang T, Wang C. Functional Metallofullerene Materials and Their Applications in Nanomedicine, Magnetics, 

and Electronics. Small. 2019;15(48):1901522. 

226. Shultz MD, Wilson JD, Fuller CE, Zhang J, Dorn HC, Fatouros PP. Metallofullerene-based nanoplatform for 

brain tumor brachytherapy and longitudinal imaging in a murine orthotopic xenograft model. Radiology. 

2011;261(1):136-43. 

227. Mikolajczak R, van der Meulen NP, Lapi SE. Radiometals for imaging and theranostics, current production, and 

future perspectives. J Labelled Comp Radiopharm. 2019;62(10):615-34. 


