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ease are characterized by high energy consumption and are therefore taking up the glucose
analogue PET tracer FDG avidly. It is therefore not surprising that a steadily growing body of
research and clinical reports now supports the use of FDG PET/CT to diagnose a wide range
of patients with non-oncological diseases. However, using FDG PET/CT in patients with
infectious or inflammatory diseases has some limitations and potential pitfalls that are not
necessarily as pronounced in oncology FDG PET/CT. Some of these limitations are of a gen-
eral nature and related to the laborious acquisition of PET images in patients that are often
acutely ill, whereas others are more disease-specific and related to the particular metabolism
in some of the organs most commonly affected by infections or inflammatory disease. Both
inflammatory and infectious diseases are characterized by a more diffuse and less pathogno-
monic pattern of FDG uptake than oncology FDG PET/CT and the affected organs also typi-
cally have some physiological FDG uptake. In addition, patients referred to PET/CT with
suspected infection or inflammation are rarely treatment naı̈ve and may have received varying
doses of antibiotics, corticosteroids or other immune-modulating drugs at the time of their
examination. Combined, this results in a higher rate of false positive FDG findings and also in
some cases a lower sensitivity to detect active disease. In this review, we therefore discuss
the limitations and pitfalls of FDG PET/CT to diagnose infections and inflammation taking
these issues into consideration. Our review encompasses the most commonly encountered
inflammatory and infectious diseases in head and neck, in the cardiovascular system, in the
abdominal organs and in the musculoskeletal system. Finally, new developments in the field
of PET/CT that may help overcome some of these limitations are briefly highlighted.
Semin Nucl Med 51:633-645 © 2021 The Author(s). Published by Elsevier Inc. This is an
open access article under the CC BY license
(http://creativecommons.org/licenses/by/4.0/)
Introduction

Over the past decades, the use of nuclear imaging for
diagnosing infectious and inflammatory diseases has
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rapidly expanded. One of the most commonly used nuclear
imaging techniques is positron emission tomography (PET).
PET can be used to visualize processes of interest by utilizing
the properties of specific molecules labeled with positron-
emitting isotopes.

Stand-alone PET was clinically introduced in the 1970s,
primarily to diagnose brain tumors.1 After technological
developments in detector materials such as increased scintil-
lator density and improvements in scintillation material led
to an increase in the resolution of PET imaging, the first
modest application of PET for imaging infection and inflam-
mation started in the mid-1990s.2,3 After the introduction of
hybrid imaging of PET combined with computed tomogra-
phy (CT), which significantly improved anatomical
633
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localization, and the release of the first commercially avail-
able PET/CT scanner in 2001, the application of PET/CT for
infectious and inflammatory diseases rapidly increased, such
as in fever of unknown origin and osteomyelitis.4,5 Now,
PET/CT is the most commonly used nuclear imaging tech-
nique for diagnosing a large number of infectious and inflam-
matory diseases.6

While various radiotracers are available, the most com-
monly used PET tracer for evaluating infectious and inflam-
matory diseases is 2-deoxy-2-[18F]fluoro-D-glucose (FDG).
Because white blood cells and other inflammatory cells that
are recruited to infected and inflamed tissue have a high glu-
cose metabolism compared to other cells, many infectious
and inflammatory diseases are often readily visible on FDG-
PET/CT. Additionally, inflammatory mediators may also
cause a local upregulation of glucose transporters as.7

Although FDG-PET/CT has been demonstrated to yield
acceptable diagnostic accuracy in a number of infectious and
inflammatory diseases and in the appropriate clinical setting,
it can also present important limitations. In particular, the
often less than perfect specificity of FDG PET/CT may result
in unnecessary biopsies or even treatments with known
adverse effects that are not always justified by the suspected
underlying disease. In this review, we will first discuss the
most important general limitations of FDG-PET/CT that
affect the diagnosis of most infectious and inflammatory dis-
eases, and how to address these. Then, we will zoom in on
the most commonly diagnosed infectious and inflammatory
diseases subdivided by body region, and we will mention
several disease-specific limitations of FDG-PET/CT that need
to be taken into account. Finally, we will discuss the latest
technological developments in PET/CT that may further
increase its diagnostic value and overcome some of the limi-
tations described in this review.
General Limitations of FDG-PET/
CT in Infection and Inflammation
Non-Specificity of Elevated FDG Uptake
As most human cells metabolize glucose for ATP synthesis,
physiologic FDG uptake occurs throughout the body. The
purpose of FDG-PET/CT is to detect an abnormal elevation
of FDG uptake that may indicate ongoing infection or inflam-
mation. Because both infection and inflammation cause ele-
vated FDG uptake, the distinction between the two can
present a diagnostic challenge. Additionally, cancer cells also
display elevated FDG uptake, which further challenges the
discrimination between different diseases.8 As part of hybrid
imaging, concurrently performed CT can often provide
important anatomical information to discriminate between
infection, inflammation, or cancer. For example, the forma-
tion of gas bubbles can point in the direction of abscess for-
mation, while high heterogeneity of nodular lesions may be
more suspect for malignancy.9 Elevated FDG uptake in mul-
tiple similar regions may point in the direction of a systemic
inflammatory disease. For example, increased FDG uptake in
multiple large vessels throughout the body may indicate a
disease such as large vessel vasculitis. Therefore, to correctly
interpret locally elevated FDG uptake, it is important to eval-
uate the whole patient. It is even more important that clinical
physicians who request FDG-PET/CT for their patients pro-
vide relevant clinical information that can aid in determining
the correct diagnosis. For example, a clinician might request
FDG-PET/CT for a patient with high fever of unknown ori-
gin, thereby only providing ‘high fever, focus?’ as additional
information. Because fever is such a nonspecific symptom,
additional information can be of great help to narrow the dif-
ferential diagnosis and point nuclear medicine physicians in
the right direction. When did the fever start, was the patient
previously diagnosed with a malignancy, is there any pain or
other localizing symptoms, were blood cultures positive for
microorganisms? As this kind of information leads to a better
interpretation of elevated FDG uptake on FDG-PET/CT and
a higher chance of determining the correct diagnosis, treating
physicians should provide this information about their
patient and nuclear medicine physicians should request it.
Preparation Time for FDG-PET/CT
Before FDG-PET/CT can be performed, patients have to be
prepared according to preparation guidelines. Amongst other
things, patients should fast for at least 4 to 6 hours before
FDG-PET/CT to reduce background FDG uptake, increase
FDG uptake of infectious or inflammatory lesions and subse-
quently generate a higher lesion-to-background ratio, which is
vital to distinguish physiologic from pathologic FDG uptake.

Apart from the preparation time, performing FDG-PET/CT
itself also takes longer than stand-alone CT. First, the FDG has
to be synthesized by nuclear lab technicians. Due to the short
half-life of FDG, which is 110 minutes, FDG cannot be synthe-
sized far in advance. After intravenous FDG injection, patients
have to lie still for one hour to allow biodistribution of FDG
throughout the body and prevent FDG uptake of skeletal mus-
cle caused by voluntary movement. Performing whole-body
PET/CT on a patient of 180 cm long takes approximately 30
minutes.10 Patients who must be nursed in isolation due to
multi resistant microorganisms or contagious disease such as
COVID-19 may also significantly delay the process.

These time restrictions may cause clinical physicians to
refrain from FDG-PET/CT and opt for other diagnostic pro-
cedures such as stand-alone CT, especially in critically ill
patients where a diagnosis has to be established as soon as
possible or where constant monitoring is necessary. This can
be the case in patients who are receiving vasopressors or are
undergoing mechanical ventilation.
FDG-PET/CT After Invasive Procedures
Patients who have undergone surgery or invasive procedures,
such as coronary angioplasty with stenting, are prone to
infection. Diagnosing infection with FDG-PET/CT shortly
after surgery can be challenging. After surgery, wound heal-
ing occurs which involves formation of granulation tissue in
large part consisting of inflammatory cells and fibroblasts.
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Within weeks to months, the granulation tissue is replaced
with scar tissue, which initially is also rich in inflammatory
cells such as macrophages. This causes an elevation of FDG
uptake in the surgical bed, which gradually subsides after a
couple months.11 Therefore, it can be difficult to distinguish
physiologic post-surgical FDG uptake from infection.
A suspected foreign body infection, such as vascular graft

or prosthetic hip infection, is also a common reason to per-
form FDG-PET/CT. Although FDG-PET/CT presents a high
sensitivity and specificity for diagnosing foreign body infec-
tions, several limitations need to be taken into account. For
vascular graft infections, for example, it is recommended to
perform CT instead of FDG-PET/CT in early graft infections
(within 2 months after placement) due to elevated FDG
uptake caused by post-surgical inflammation.12 Of interest,
some vascular grafts consist of materials that elicit a signifi-
cant inflammatory response reflected by avid FDG uptake
several years following the surgical procedure, most notably
Dacron based prostheses.13 Implanted foreign materials can
also be subject to sterile inflammation which may lead to ele-
vated FDG uptake.14 This may be difficult to distinguish
from low-grade infections. The location of elevated FDG
uptake may be of use to make the distinction, as focally ele-
vated FDG uptake is generally more suspect for infection
than diffusely elevated FDG uptake.15
Effect of Medical Drugs
Because FDG and glucose compete for the same glucose
transporters and hexokinase, it is recommended that FDG-
PET/CT is performed in patients with a blood glucose level
<11 mmol/L.16,17 This can be challenging in patients with
diabetes, especially when they are dependent on insulin
treatment. Because insulin causes cells to take up glucose
(and therefore FDG as well, resulting in elevated FDG uptake
in physiologic tissue), use of insulin before FDG-PET/CT
should be restricted. Rapid-acting insulin should not be
given within 4 hours of FDG-PET/CT, short-acting insulin
not within 6 hours of FDG-PET/CT, and intermediate or
long-acting insulin should not be used on the day FDG-PET/
CT is performed.16 Metformin, another commonly used glu-
cose-regulating drug, can also affect FDG-PET/CT outcome.
As metformin increases intestinal glucose uptake, patients
who are using metformin display high intestinal FDG uptake
on FDG-PET/CT.18,19 This may obscure pathologic FDG
uptake due to infection or inflammation.
Patients with a suspected or proven infection often receive

antibiotic treatment. A longer duration of antibiotic treat-
ment may be associated with a lower chance of finding an
infection focus on FDG-PET/CT, but literature on this topic
is conflicting.20,21

Patients with a suspected or proven inflammatory disease
may receive immunosuppressive medication during FDG-
PET/CT. Use of corticosteroids significantly reduces the sen-
sitivity of FDG-PET/CT for diagnosing inflammatory disease.
This has been demonstrated in several diseases, including
large vessel vasculitis, rheumatoid arthritis, and polymyalgia
rheumatic.22-24 As such, it is recommended to delay the
commencement of corticosteroid treatment until FDG-PET/
CT is performed, unless there is a risk of severe complica-
tions such as ocular ischemia in temporal arteritis.25,26

Of interest, the use of checkpoint inhibitors in patients
with cancer is increasing. Because this may cause an elevated
inflammatory response in tumors, increased FDG avidity of
tumor lesions can indicate both disease progression and
good response to treatment.27 Additionally, checkpoint
inhibitors may cause inflammation and elevated FDG uptake
in other organs as well leading to nonspecific findings on
FDG-PET/CT such as possible arthritis or colitis.28
Effect of Kidney and Liver Failure
FDG is primarily eliminated through the kidneys. In patients
with kidney failure, urinary FDG excretion may be reduced,
resulting in higher background activity and lower lesion-to-
background ratios.29 However, the exact impact of kidney
function on FDG biodistribution and its clinical implications
remain unclear, as some studies also report that kidney func-
tion does not significantly affect FDG biodistribution.30,31

Patients with liver failure may show diffusely increased hepatic
FDG uptake, but it remains unclear whether this also affects
FDG biodistribution and background-to-lesion ratios.32
Disease-Specific Limitations
Apart from the previously described general limitations of
FDG-PET/CT, various disease-specific and organ-specific
limitations may also affect its diagnostic value for infectious
and inflammatory disease. We will briefly discuss the most
common infectious and inflammatory diseases diagnosed
with FDG-PET/CT and potential pitfalls in diagnosing these
diseases.
Head and Neck
Due to the complex anatomy of the head and neck region,
special attention must be given to correct anatomic localiza-
tion of FDG avid regions.33 This necessitates precise fusion
of the PET image with the CT image, which may prove more
challenging in the head and neck due to patient motion
between PET and CT image acquisition. Similarly, anatomic
localization may be complicated by scatter on CT from dental
prosthetics.34

FDG uptake by primary malignancies or malignant spread
are important to differentiate from infectious or inflammatory
causes. Reactive, inflammatory lymph nodes are a common
cause of increased nodal FDG uptake in the head and neck
region. Clinical characteristics may help prevent misclassifi-
cation of reactive nodes as metastatic disease. The intensity
of FDG uptake is not a good indicator for distinguishing
benign from malignant disease.35 For FDG-PET/CT imaging
of the thyroid, diffuse and symmetric uptake is characteristic
of benign diseases, such as thyroiditis, or may be regarded as
physiologic uptake. Focal FDG uptake increases the likeli-
hood of malignancy up to 25% and may warrant additional
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investigation with ultrasound and cytology.36 Furthermore,
FDG uptake in the lower cervical nodal stations may some-
times be difficult to distinguish anatomically from focal
uptake in the thyroid.
Increased salivary gland FDG uptake may have several

inflammatory causes, such as infection, granulomatous dis-
ease (granulomatosis with polyangiitis), and autoimmune
disorders (Sj€ogren’s disease, Ig-G4-related disease). Low-
grade, symmetrical, and diffuse uptake may also be physio-
logical and is frequently observed in the parotid glands.37

Especially in young children, brown fat can also affect the
diagnostic value of FDG-PET/CT (Fig. 1). Brown fat displays
higher metabolic activity than white fat, and is primarily
located in the neck, shoulders and paravertebrally.38 FDG
avid brown fat may be mistaken for active lymph nodes or
malignancy. As being exposed to cold can induce brown fat
activation, it is important to keep patients warm prior to
FDG-PET/CT.39 (Low-dose) CT can aid in distinguishing ele-
vated FDG uptake in brown fat from lymph nodes, but may
prove difficult when brown fat activation is extensive.
Cardiovascular System
Cardiovascular infections are associated with high morbidity
and mortality.40 FDG-PET/CT can be used for a number of
cardiovascular infections including vascular graft infections
and endocarditis.
Figure 1 A 17-year-old boy with Staphylococcus aureus bacteremia
underwent FDG-PET/CT to identify the primary infection focus and
potential septic emboli. While the infection focus was not identified
on FDG-PET/CT, extensive brown fat activation (maximum inten-
sity projection, orange arrows) was noticed, which may have
obscured the infection focus. Due to high FDG uptake of the myo-
cardium, the presence or absence of endocarditis could not be
determined.
Interpretation of these pathologies may be complicated by
high FDG uptake in the myocardium. To limit this effect,
patients should be started on a carbohydrate-low diet
24 hours prior to FDG administration.41 This causes the car-
diac myocytes to switch from glucose to fatty-acid metabo-
lism. Additionally, a single-dose injection of heparin
administered 15 minutes before FDG-PET/CT can help sup-
press physiologic FDG uptake of the myocardium. Heparin
stimulates hydrolysis of circulating triglycerides releasing
more cardiac oxidative substrate in the form of fatty acids
and also reduces cellular surface expression of glucose trans-
porter 4 (GLUT4) which mediates cardiac glucose uptake. By
contrast, insulin-independent and less fluctuating GLUT1
and GLUT3 mediate the increased glucose consumption of
inflammatory cells.42,43

For endocarditis, it is important to realize that FDG-PET/
CT only presents a high sensitivity of 73 to 100% for diag-
nosing artificial valve endocarditis, but a low sensitivity of
approximately 14% for native valve endocarditis even after
appropriate dietary precautions.44 This discrepancy is likely
caused by the different sites of infection in artificial valve vs
native valve endocarditis: infections are typically located at
non-moving surgical anchor points in the artificial valves,
whereas the infection is located in valvular and thus moving
vegetations in native valve endocarditis. Imaging moving
objects has never been a strong feature of PET. Of interest,
the sensitivity for diagnosing focal cardiac infection and
inflammation may be improved by ECG-gated cardiac FDG-
PET acquisition. As the heart is constantly beating, this can
help to obtain FDG-PET and CT images ‘in sync’.45

Cardiac sarcoidosis (CS) is also increasingly imaged with
FDG-PET/CT. The diagnosis is inherently difficult to ascer-
tain by right sided catheterization and biopsy, where sensitiv-
ity may be as low as »30% due to the patchy nature of
myocardial sarcoid lesions.46 In a clinical context, CS is
therefore most often diagnosed when patients fulfill a set of
criteria originally set up by the Japanese Ministry of Health
and Welfare and modified by others to include a certain pat-
tern of myocardial FDG uptake.47 A pattern of patchy and
focal FDG uptake with predilection for the septum and
involvement of the right ventricle is highly suggestive of CS if
the patient has undergone preparations to suppress physio-
logical FDG uptake. However, correctly identifying patchy
FDG uptake may be difficult. In some � often younger -
patients, physiological FDG uptake is not completely sup-
pressed despite adequate preparations, and a pattern of FDG
uptake mimicking CS may be reported. Variants of physio-
logical uptake in the myocardium is a basal ring spanning
the entire base of the left ventricle, and FDG uptake at the
aortic ostium48 (Fig. 2). Also, in patients with insulin treated
diabetes, an 18 hour fast is most often not desirable. In these
cases, alternative macrophage tracers such as 68Ga-DOTA-
TOC may be considered.49

Involuntary movements of the feet and legs during image
acquisition may cause motion artifacts and may impede pre-
cise anatomic localization of cardiovascular infections. In
case of suspected vascular graft infections, the pattern of
FDG uptake should always be taken into account to



Figure 2 Examples of patients with CS. In the upper left column, avid FDG uptake is observed in the mediastinal and
hilar lymph nodes. In addition, myocardial FDG uptake is focal with patchy lesions in the septum and right ventricle.
Such a pattern is highly suggestive of CS. In the right upper column, pre- and post-therapy FDG PET/CT of a patient
with pulmonary and CS is presented. As seen, some physiological FDG uptake persisted in the basal and lateral parts
of the left ventricle despite good response to corticosteroid therapy. In the lower column, matching FDG and 68Ga-
DOTATOC scans of a patient with CS clearly reveal that the signal-to-noise ratio of 68Ga-DOTATOC may be less than
that of FDG.
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differentiate acute infection from chronic inflammation. Dif-
fuse uptake may represent chronic inflammation and may
persist years after surgery. Acute inflammation in infected
vascular grafts is generally characterized by focal and intense
FDG uptake. When evident abscesses are noticed around the
graft, a vascular graft infection may easily be diagnosed.
Sometimes, however, hematomas and seromas may appear
similar to abscess formation.13,50

Besides endocarditis and vascular graft infections, FDG-
PET/CT is also frequently used to diagnose infection of car-
diac implantable electronic devices and left ventricular assist
devices.51 While pocket infections can sometimes even be
diagnosed on physical examination, infection of the leads is
often more difficult to diagnose. It is important to establish
infection as certainly as possible, as the treatment consists of
surgical removal of the infected device which also poses
important risks.52 FDG-PET/CT presents a high sensitivity
for diagnosing cardiac implantable devices. The specificity
for infection is low within two months after surgical place-
ment due to postsurgical inflammation, but moderate when
this has subsided.52

FDG-PET/CT is now a main imaging technique in the
diagnosis of large vessel vasculitis (LVV) with impressive
diagnostic accuracy, in particular when including the cranial
vessels.53 The main pitfall of FDG-PET/CT imaging in LVV is
the effect of glucocorticoids (eg, prednisone) on the ability to
assess vessel wall inflammation. Glucocorticoid treatment
strongly decreases the FDG uptake in the vessel wall and,
therefore, renders FDG-PET/CT imaging unable to diagnose
LVV. Ideally, FDG-PET/CT imaging should be performed
prior to glucocorticoid treatment25 (Fig. 3). Diagnostic accu-
racy is maintained if FDG-PET/CT imaging is performed
within 3 days of starting glucocorticoid therapy.54 Moreover,
FDG-PET/CT interpretation of LVV is often based on com-
parison of the vascular uptake intensity to hepatic FDG
uptake Therefore, factors increasing liver uptake such as glu-
cocorticoid treatment may cause an underestimation of vas-
cular FDG uptake.55

Atherosclerotic lesions in the vessel wall may also cause
increased uptake on FDG-PET/CT. This way, atherosclerosis
may mimic LVV, and both diseases may also overlap. Several
factors may be taken into consideration when trying to dis-
tinguish atherosclerosis and LVV. First, the pattern of FDG
uptake in atherosclerosis is generally focal whilst vasculitis
most frequently presents with diffuse and circumferential
uptake along a large segment of the artery. Second, a patient
with suspected LVV and increased uptake at arterial junc-
tions should be interpreted with caution because atheroscle-
rotic plaques are often localized there. Third, (low-dose) CT
imaging may reveal arterial atherosclerotic calcifications.



Figure 4 Two patients with similar lesions are shown. The first
patient, a 41-year-old man, underwent FDG-PET/CT to determine
whether his thoracic pain and slightly elevated inflammatory
markers were caused by an infected pacemaker. While the pace-
maker leads did not show elevated FDG uptake, multiple FDG avid
pulmonary lesions were seen on fused axial PET/CT (A, orange
arrows), also visible on low-dose CT (B, orange arrows). Biopsy of
an extrapulmonary nodule excluded tuberculosis and confirmed
the diagnosis of sarcoidosis.

Figure 3 A 16-year-old girl underwent FDG-PET/CT because of gen-
eral malaise for two months and elevated inflammatory markers.
Fused coronal PET/CT showed elevated FDG uptake of the thoracic
aortic wall (A, green arrows), suggestive of Takayasu arteritis. After
corticosteroid treatment was started, FDG-PET/CT was performed 3
months later during follow-up showing resolved FDG avidity of the
thoracic aorta (B, orange arrows). This illustrates that a diagnosis
such as Takayasu arteritis can be missed when patients already
blindly receive corticosteroid treatment when an unknown
immune-mediated disease is suspected.
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Patients with suspected LVV and widespread calcifications
should warrant careful evaluation of FDG uptake.
Lungs
While pulmonary infections are very common, FDG-PET/CT
is rarely the first imaging modality of choice to diagnose these
infections. A plain thoracic X-ray or (when clinically indicated)
high-resolution CT are usually performed first to detect poten-
tial infectious anomalies. In patients with parapneumonic
pleural effusions, however, FDG-PET/CT may be used to
detect abnormal FDG uptake suggestive of persisting infection
or render this less likely due to normalized FDG uptake. Like-
wise, FDG-PET/CT can also be used to distinguish benign
pleural effusion from malignant pleural effusion.56

Especially in cancer patients with suspected infection, it
can be challenging to distinguish pulmonary metastases from
septic emboli, as both can feature multiple small FDG avid
nodules.57 Additionally, due to the relatively low spatial reso-
lution of 4 to 6 millimeters of FDG-PET/CT and partial vol-
ume effect, small lesions may not be detected.58,59

As FDG-PET/CT can examine the whole body within a sin-
gle examination, it can be very helpful in patients with pul-
monary diseases that can also be accompanied by
extrapulmonary lesions, such as tuberculosis and sarcoido-
sis.60 While tuberculosis is associated with caseating granulo-
mas and sarcoidosis with non-caseating granulomas, it may
not always be possible to make the distinction with FDG-
PET/CT61 (Fig. 4). Nevertheless, FDG-PET/CT can detect the
most favorable lesion for diagnostic puncture and subsequent
final diagnosis. Additionally, in patients with rheumatoid
arthritis, extra-articular pulmonary rheumatoid lesions
should also be included in the differential diagnosis.62,63

Because PET imaging of the lungs takes several minutes,
lesion blurring caused by breathing movements frequently
occurs. Breath-holding during PET imaging or respiratory-
gated PET/CT may reduce this problem, but current litera-
ture on the clinical benefits of performing breath-hold or
respiratory-gated PET/CT is limited.64,65

The second patient, a 39-year-old woman, underwent
FDG-PET/CT due to fever of unknown origin. Multiple FDG
avid pulmonary lesions were detected on fused axial PET/CT
(C, green arrows), also visible on low-dose CT (D, green
arrows). Molecular testing of respiratory sputum confirmed
the diagnosis of active tuberculosis.
Abdomen
FDG-PET/CT can be used to diagnose numerous abdominal
infectious and inflammatory diseases. For example, cholecys-
titis and pancreatitis can often easily be detected, and
abscesses can quickly be identified.26,66 However, FDG-PET/
CT is rarely the first diagnostic method of choice in these dis-
eases, as cholecystitis is usually diagnosed with ultrasonogra-
phy and pancreatitis can be diagnosed based on laboratory
work.67,68

When patients are suspected of cyst infection, however,
use of FDG-PET/CT should be strongly considered. Espe-
cially in patients with polycystic kidney or liver disease, diag-
nosing cyst infection can be challenging. Anatomic hallmarks
of infection are usually absent and performing percutaneous
cyst drainage can result in complications such as contamina-
tion of adjacent cysts and bleeding.66

Because FDG is excreted through the kidneys, the urine in
the pyelum will always show high FDG avidity in patients
with functioning kidneys. This makes it very difficult to diag-
nose pyelonephritis based on FDG-PET/CT when other ana-
tomic abnormalities are absent.



Figure 5 A 65-year-old woman with known diffuse large B-cell lym-
phoma underwent FDG-PET/CT because of fever and pain in the left
lower abdomen. Fused axial PET/CT showed intense FDG uptake in
several parts of the colon, including the sigmoid colon (A, green arrows).
This was most likely related to the use of metformin. Diverticulosis of the
sigmoid colon was visible on low-dose CT (B, green arrows). Due to the
intense FDG uptake of the sigmoid colon, it was difficult to assess the
possibility of diverticulitis. The fever remained of unknown origin.

Figure 6 A 38-year-old woman underwent FDG-PET/CT because of
cervical lymphadenopathy and fever. While she was diagnosed with
Hodgkin lymphoma, fused axial PET/CT showed increased FDG
uptake of the endometrium (A, green arrow), probably due to men-
struation. The contrast between the endometrium and myometrium
on low-dose CT (B, green arrow) was too low to clearly delineate
these separate structures. Follow-up FDG-PET/CT showed normal-
ized FDG uptake of the endometrium.
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Due to ongoing peristalsis, a certain degree of physiologic
FDG uptake in the gastrointestinal tract can always be
expected. When this is moderate to high, however, it may
obscure gastrointestinal disease such as Crohn’s disease, ulcer-
ative colitis, enterocolitis, or malignancy.69 As previously men-
tioned, use of metformin can also significantly increase
gastrointestinal FDG uptake, especially in the colon70 (Fig. 5).
Figure 7 In the left column, a 45-year old woman with known
No infectious foci were found, but her RA was clearly active w
Reactive local lymph nodes were also visible in the axillae an
year old man with negative biomarkers for RA. However, FD
and both wrists and finger joints were involved indicating a ten
Pelvis
Due to FDG accumulation in the urine bladder, it is usually
not possible to diagnose cystitis with FDG-PET/CT. How-
ever, this disease is usually easily diagnosed with urinalysis
without the need for imaging. In men, increased FDG uptake
in the prostate may indicate prostatitis.71 Because prostate
RA underwent FDG-PET/CT due to suspected infection.
ith avid FDG uptake in the shoulders, elbows, and hips.
d along the pelvic arteries. The right column was a 67-
G uptake was rounded and avid in the shoulder region
tative diagnosis of seronegative (or elderly onset) RA.



Figure 8 Typical pattern of FDG uptake in a 73-year old PMR patient with joint, shoulder, and hip pain, elevated CRP and
unintended weight loss. FDG uptake is more blurry and less avid than in RA patients. In addition, interspinous ligaments,
ischiogluteal bursae and sternoclavicular joints are almost always involved.
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cancer is usually not associated with high metabolic tumor
activity, it usually does not cause elevated FDG uptake.72 In
women of reproductive age, physiologic FDG uptake of the
uterus may occur during menstruation which can obscure
endometritis or be mistaken for endometrial cancer73

(Fig. 6). Likewise, pelvic inflammatory disease and ovarian
cancer may go unnoticed or may be false positively diag-
nosed during ovulation.73,74
Musculoskeletal
Although no physiologic FDG uptake should be seen in cor-
tical bone, increased FDG uptake in the assessment of mus-
culoskeletal infection or inflammation may be difficult to
distinguish from malignancies and degenerative changes.
Bone marrow FDG uptake may be increased in patients with
active inflammation and infection (often described as ‘reac-
tive bone marrow’), but hematologic malignancies may also
show diffusely increased FDG uptake. On the other hand,
focal and intense activity in the bone marrow should always
raise suspicion of malignant disease.75

FDG-PET/CT presents a high diagnostic sensitivity and
specificity for osteomyelitis and spondylodiscitis.
In some patients, it may be difficult to distinguish infec-
tion from mildly elevated FDG uptake associated with degen-
erative changes, but the distinction can usually be made
based on the exact localization of elevated FDG uptake (ie,
intervertebral disc in case of spondylodiscitis) and clinical
presentation.76

Another important indication for performing FDG-PET/
CT can be suspected infection of osteosynthesis material.
Especially in patients with non-union fractures, swelling, ery-
thema and hyperthermia can be present in the absence of
infection. While healing fractures can also cause elevated
FDG uptake, the distinction between fracture healing and
infection can usually be made based on the location of ele-
vated FDG uptake, as bone regeneration usually causes ele-
vated FDG uptake along the entire surface of the fracture
line, and infection causes focal elevation of FDG uptake.77

Inflammatory changes manifesting in rheumatic diseases
may also be imaged with FDG-PET/CT. Increased FDG
uptake localized around joints in polymyalgia rheumatica
(PMR), rheumatoid arthritis RA), and spondyloarthritis
(SpA) may appear similar. Distinguishing these different
pathologies from each other and from degenerative changes
may prove difficult. However, the intensity of the



Figure 9 A 42-year old woman with lumbar pain was referred due to suspicion of spondylodiscitis. FDG-PET/CT
revealed avid uptake in the zygapophyseal joints of the neck and lumbar region as well as some enthesitis. Inflamma-
tion of the vertebral spine was subsequently confirmed by MRI.
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periarticular FDG uptake tends to be greater in RA than in
PMR and the shape of the increased FDG also tends to be
more rounded, reflecting synovitis rather than bursitis
(Fig. 7). Moreover, symmetrical inflammation of the small
joints in the hand is characteristic for RA and rare in PMR.78

PMR is characterized by FDG uptake in the interspinous bur-
sae, ischiogluteal bursae and sacroiliac joints23 (Fig. 8)
whereas in SpA, vertebral column FDG avidity is often most
pronounced in the zygapophyseal (facet) and sacroiliac
joints79 (Fig. 9). Thus, in addition to clinical information, the
most important differentiating factor may be the pattern of
the involved joints.78

Physiologic FDG uptake in skeletal muscle should be
limited as much as possible by instructing the patient to
refrain from strenuous exercise 24 hours prior to FDG-
PET/CT. However, involuntary muscle movements from
cold or stress may also contribute to increased skeletal
muscle uptake.
Elevated FDG uptake due to movement can usually be dis-

tinguished from inflammatory myositis because the majority
of patients with inflammatory myositis show multiple muscle
lesions on FDG-PET/CT (Fig. 10). Focal lesions may be used
to localize the most suitable lesion for diagnostic biopsy.80

Malignancies such as sarcoma or muscular lymphoma can
often be diagnosed based on CT or MRI due to evident ana-
tomic abnormalities.
Current Technological Advances
and Future Developments
Dual time point imaging may aid in distinguishing malignant
disease from infection and inflammation. Due to differences
in glucose metabolism, FDG uptake tends to remain high for
a longer time in malignant lesions than in infection and
inflammation, which can be visualized by performing FDG-
PET/CT at two different time points. While dual time point
imaging can improve the specificity of elevated FDG uptake
in some cases, such as chronic inflammatory lesions in sar-
coidosis versus malignancy, the distinction can still be diffi-
cult to make.81 Dynamic PET imaging, where PET images
are obtained at various time intervals immediately after FDG
injection, is closely related to this.82 As distribution of FDG



Figure 10 A 33-year-old woman underwent FDG-PET/CT because of
chronic joint pain, weight loss, high inflammatory markers, and
night sweats. Maximum intensity projection PET showed multiple
FDG avid lesions in the muscles (A, orange arrows), which were
also visible on fused axial PET/CT (C, green arrows). On low-dose
CT, no clear anatomic abnormalities corresponding to the high
FDG avidity were seen (B, green arrows). Based on PET/CT, the dis-
tinction between polymyositis, sarcoidosis or systemic candidiasis
could not be made. Repeated biopsies showed myositis, which
could not further be specified. The patient responded well to immu-
nosuppressive treatment.
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throughout the body is a dynamic process, differences in glu-
cose metabolism may be more apparent in dynamic imaging
than static imaging one hour after FDG injection. The clinical
utility of dynamic imaging in patients without a strongly sus-
pected disease may be limited using current PET/CT systems,
as most PET/CT systems operate with a 20 cm wide detector
ring, the whole body needs to be assessed, and the region of
interest is unclear. However, automated dynamic whole
body (D-WB) imaging may become more widely available
Table 1 Overview of Common Practical Or Technical Pitfalls And Po

Challenges in FDG-PET/CT Consequence

Imaging of moving structures such
as the heart and lungs.

Reduced diagnostic accura
such as endocarditis or p
septic emboli.

High physiologic FDG uptake of the
myocardium.

Reduced ability to diagnose
infections, especially end

Inability to distinguish malignant
disease from infection or
inflammation

Additional testing such as b
necessary for diagnosis.

Suspicion of inflammatory disease
while the patient is already receiv-
ing immunosuppressive treatment.

Reduced sensitivity to diag
tory disease, especially v

Diabetic patients with
hyperglycemia.

A serum glucose level abov
may result in low lesion-t
ratios.

Extensive brown fat activation. Extensive FDG avidity in th
neck region that may mim
nodes
with the recent introduction of scanner systems and software
solutions that capture the input function during the initial 6-
minutes of the scan and subsequently make up to 20 passes
from the vertex of the skull to the lower extremities covering
all areas of interest. We have previously demonstrated that
D-WB is feasible in a clinical setting and it is possible that the
technique will be of particular interest in for example,
patients with inflammatory diseases such as suspected
vasculitis.83

As previously mentioned, respiratory movements and a
beating heart can complicate precise fusion of FDG-PET and
CT images. Respiratory-gated or ECG-gated FDG-PET/CT
may be used to overcome this problem. While literature on
the topic is still relatively limited, performing gated PET/CT
may cause a significant increase in diagnostic sensitivity and
specificity for infection and inflammation of the heart and
lungs, especially in infective endocarditis.45 An overview of
common practical or technical pitfalls and potential solutions
is shown in Table 1.

Due to the relative non-specificity of elevated FDG uptake,
there is an increasing interest in exploring alternative PET radio-
pharmaceuticals with a higher specificity for infection and inflam-
mation. While most of these novel tracers have currently only
been used in a research setting, they may be clinically used in the
future to distinguish infection from sterile inflammation. Exam-
ples of these novel PET tracers include 89Zr-SAC55 which con-
sists of a monoclonal antibody against Staphylococcus aureus
labeled with Zirkonium-89, 68Ga-NOTA-UBI which consists of
chelated ubiquicidin (an antimicrobial peptide) labeled with Gal-
lium-68, and 2-18F-fluorodeoxysorbitol which consists of sorbi-
tol labeled with Fluorine-18.84-86

Another interesting development in the field of nuclear medi-
cine is the introduction of total body PET/CT systems. While cur-
rent PET/CT systems operate with a 20 cm wide detector ring
and field of view, total body PET/CT systems contain a detector
tential Solutions

(Potential) solution

cy of diseases
ulmonary

Perform ECG-gated or respiratory-gated
PET/CT.

cardiac
ocarditis

Follow adequate dietary precautions.
Administer single dose of heparin before
FDG-PET/CT.

iopsy is Dual time point or dynamic PET/CT imag-
ing may be performed.

nose inflamma-
asculitis.

Lower the dosage of immunosuppressive
treatment before FDG-PET/CT where the
clinical status permits.

e 11 mmol/L
o-background

Dietary precautions should be followed
and rapid-acting insulin may be given up
to 4 hours before FDG-PET/CT.

e head and
ic active lymph

Keep (young) patients warm before FDG-
PET/CT.
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tube of up to 200 cm long.87 This could potentially decrease total
scanning time to less than a minute, increase sensitivity by a fac-
tor of 40, and decrease FDG dosage, partially because much less
high-energy photons scatter outside the detector tube and go
undetected.88 While this does not decrease the necessary dietary
preparation time for patients and the one hour wait after FDG
injection to allow biodistribution to occur, it may allow more
flexibility in hospital planning and increase patient capacity.
Additionally, a faster scanning procedure may also better
allow imaging of critically ill patients. The increase in image reso-
lution may enable a better discrimination between physiologic
and pathologic FDG uptake and may also allow the detection
of smaller FDG avid lesions. This would also benefit the detection
of smaller inflamed vessels such as in Kawasaki arteritis and
potentially inflamed cranial vessels in large vessel vasculitis.54,89

Lastly, it would enable dynamic imaging of (almost the) the
whole body, depending on the length of the detector tube.
Conclusion
For many infectious and inflammatory diseases, FDG-PET/CT
yields an acceptable diagnostic sensitivity and specificity, when
used in the appropriate clinical setting. However, there are vari-
ous caveats that need to be taken into account when performing
FDG-PET/CT and interpreting elevated FDG uptake. The most
important limitations of FDG-PET/CT are related to the relative
non-specificity of elevated FDG uptake, the ability to distinguish
physiologic from pathologic FDG uptake, and time needed for
adequate patient preparation including dietary precautions and
FDG biodistribution. In the future, these limitations may be
(partly) overcome by using radiotracers with a fast blood clear-
ance and a higher specificity for infection or inflammation, and
the introduction of new total body PET/CT systems that allow
rapid scanning and higher image resolution compared to current
PET/CT systems.
References
1. Portnow LH, Vaillancourt DE, Okun MS: The history of cerebral PET

scanning: From physiology to cutting-edge technology. Neurology 5;80
(10):952-956, 2013

2. Alavi A, Zhuang H: PET Imaging of Infection and Inflammation, An
Issue of PET Clinics - E-Book. Elsevier Health Sciences, 2012 Retrieved
from https://www.elsevier.com/books/pet-imaging-of-infection-and-
inflammation-an-issue-of-pet-clinics/alavi/978-1-4557-3916-5

3. Jones T, Townsend D: History and future technical innovation in posi-
tron emission tomography. J Med Imaging (Bellingham) 4:011013,
2017

4. Townsend DW: Combined positron emission tomography-computed
tomography: The historical perspective. Semin Ultrasound CT MR
29:232-235, 2008

5. Love C, Tomas MB, Tronco GG, et al: FDG PET of infection and inflam-
mation. Radiographics 25:1357-1368, 2005

6. Hess S, Blomberg BA, Rakheja R, et al: A brief overview of novel
approaches to FDG PET imaging and quantification. Clin Transl Imag-
ing 2:187-198, 2014

7. Wu C, Li F, Niu G: PET imaging of inflammation biomarkers. Thera-
nostics. 3:448-466, 2013
8. Kung BT, Seraj SM, Zadeh MZ, et al: An update on the role of F-FDG-
PET/CT in major infectious and inflammatory diseases. Am J Nucl Med
Mol Imaging 9:255-273, 2019

9. Ganeshan B, Miles KA: Quantifying tumour heterogeneity with CT.
Cancer Imaging 13:140-149, 2013

10. Wickham F, McMeekin H, Burniston M, et al: Patient-specific optimisa-
tion of administered activity and acquisition times for F-FDG PET imag-
ing. EJNMMI Res 7:3, 2017

11. Garg G, Benchekroun MT, Abraham T: FDG-PET/CT in the Postopera-
tive Period: Utility, expected findings, complications, and pitfalls. Semin
Nucl Med 47:579-594, 2017

12. Wilson WR, Bower TC, Creager MA, et al: Vascular graft infections,
mycotic aneurysms, and endovascular infections: A scientific statement
from the American Heart Association. Circulation 134:e412-e460, 2016

13. Keidar Z, Pirmisashvili N, Leiderman M, Nitecki S, Israel O: 18F-FDG
uptake in noninfected prosthetic vascular grafts: Incidence, patterns,
and changes over time. J Nucl Med 55:392-395, 2014

14. Keidar Z, Nitecki S: FDG-PET in prosthetic graft infections. Semin Nucl
Med 43:396-402, 2013

15. Sah B-R, Husmann L, Mayer D, et al: Diagnostic performance of 18F-
FDG-PET/CT in vascular graft infections. Eur J Vasc Endovasc Surg
49:455-464, 2015

16. Boellaard R, Delgado-Bolton R, Oyen WJG, et al: FDG PET/CT: EANM
procedure guidelines for tumor imaging: Version 2.0. Eur J Nucl Med
Mol Imaging 42:328-354, 2015

17. Evangelista L, Gori S, Rubini G, Gallo M: Management of hyperglycemia
in oncological patients scheduled for an FDG-PET/CT examination.
Clin Translational Imaging: 447-450, 2019

18. Gontier E, Fourme E, Wartski M, et al: High and typical 18F-FDG
bowel uptake in patients treated with metformin. Eur J Nucl Med Mol
Imaging 35:95-99, 2008

19. Hamidizadeh R, Eftekhari A, Wiley EA, Wilson D, Alden T, B�enard F:
Metformin Discontinuation prior to FDG PET/CT: A randomized con-
trolled study to compare 24- and 48-hour bowel activity. Radiology
289:418-425, 2018

20. Kagna O, Kurash M, Ghanem-Zoubi N, Keidar Z, Israel O: Does antibi-
otic treatment affect the diagnostic accuracy of F-FDG PET/CT studies
in patients with suspected infectious processes? J Nucl Med 58:1827-
1830, 2017

21. Pijl JP, Glaudemans AWJM, Slart RHJA, Yakar D, Wouthuyzen-Bakker
M, Kwee TC: FDG-PET/CT for detecting an infection focus in patients
with bloodstream infection: factors affecting diagnostic yield. Clin Nucl
Med 44:99-106, 2019

22. Fuchs M, Briel M, Daikeler T, et al: The impact of 18F-FDG PET on the
management of patients with suspected large vessel vasculitis. Eur J
Nucl Med Mol Imaging 39:344-353, 2012

23. Sondag M, Guillot X, Verhoeven F, Blagosklonov O, et al: Utility of 18F-
fluoro-dexoxyglucose positron emission tomography for the diagnosis
of polymyalgia rheumatica: A controlled study. Rheumatology 55:1452-
1457, 2016

24. Li Y, Wang Q, Wang X, et al: Expert consensus on clinical application of
FDG PET/CT in infection and inflammation. Ann Nucl Med 34:369-
376, 2020

25. Slart RHJA, Writing group, Reviewer group, Members of EANM Cardio-
vascular, Members of EANM Infection & Inflammation, Members of
Committees, SNMMI Cardiovascular: FDG-PET/CT(A) imaging in large
vessel vasculitis and polymyalgia rheumatica: Joint procedural recom-
mendation of the EANM, SNMMI, and the PET Interest Group (PIG),
and endorsed by the ASNC. Eur J Nucl Med Mol Imaging 45:1250-
1269, 2018

26. Jamar F, Buscombe J, Chiti A, et al: EANM/SNMMI guideline for
18F-FDG use in inflammation and infection. J Nucl Med 54:647-
658, 2013

27. Decazes P, Bohn P: Immunotherapy by Immune checkpoint inhibitors
and nuclear medicine imaging: Current and future applications. Cancers
6;12(2):371, 2020

28. Tirumani SH, Ramaiya NH, Keraliya A, et al: Radiographic profiling of
immune-related adverse events in advanced melanoma patients treated
with Ipilimumab. Cancer Immunol Res 3:1185-1192, 2015



644 J.P. Pijl et al.
29. Minamimoto R, Takahashi N, Inoue T: FDG-PET of patients with sus-
pected renal failure: Standardized uptake values in normal tissues. Ann
Nucl Med 21:217-222, 2007

30. Akers SR, Werner TJ, Rubello D, Alavi A, Cheng G: 18F-FDG uptake
and clearance in patients with compromised renal function. Nucl Med
Commun 37:825-832, 2016

31. Kode V, Karsch H, Osman MM, Muzaffar R: Impact of Renal Failure on
F18-FDG PET/CT Scans. Front Oncol 7:155, 2017

32. Verloh N, Einspieler I, Utpatel K, et al: In vivo confirmation of altered
hepatic glucose metabolism in patients with liver fibrosis/cirrhosis by
18F-FDG PET/CT. EJNMMI Research 2018

33. Al-Ibraheem A, Buck A, Krause BJ, Scheidhauer K, Schwaiger M: Clini-
cal applications of FDG PET and PET/CT in head and neck cancer. J
Oncol 2009:208725. 2009

34. Purohit BS, Ailianou A, Dulguerov N, Becker CD, Ratib O, Becker M:
FDG-PET/CT pitfalls in oncological head and neck imaging. Insights
Imaging 5:585-602, 2014

35. Kwee TC, Cheng G, Lam MGEH, Basu S, Alavi A: SUVmax of 2.5 should
not be embraced as a magic threshold for separating benign from malig-
nant lesions. Eur J Nucl Med Mol Imaging 40:1475-1477, 2013

36. Abouzied MM, Crawford ES, Nabi HA: 18F-FDG imaging: Pitfalls and
artifacts. J Nucl Med Technol 33:145-155, 2005. quiz 162�3

37. Metser U, Miller E, Lerman H, Even-Sapir E: Benign nonphysiologic
lesions with increased 18F-FDG uptake on PET/CT: Characterization
and incidence. AJR Am J Roentgenol 189:1203-1210, 2007

38. Chakraborty D, Bhattacharya A, Mittal BR: Patterns of brown fat uptake
of 18F-fluorodeoxyglucose in positron emission tomography/computed
tomography scan. Indian J Nucl Med 30:320-322, 2015

39. Steinberg JD, Vogel W, Vegt E: Factors influencing brown fat activation
in FDG PET/CT: A retrospective analysis of 15,000+ cases. Br J Radiol
90:20170093, 2017

40. Lawal I, Sathekge M: F-18 FDG PET/CT imaging of cardiac and vascular
inflammation and infection. Br Med Bull 120:55-74, 2016

41. Balink H, Hut E, Pol T, Flokstra F-J, Roef M: Suppression of 18F-FDG
myocardial uptake using a fat-allowed, carbohydrate-restricted diet. J
Nucl Med Technol 39:185-189, 2011

42. Scholtens AM, van den Berk AM, van der Sluis NL, Esser JP, Lammers
GK, de Klerk JMH, et al: Suppression of myocardial glucose metabolism
in FDG PET/CT: Impact of dose variation in heparin bolus pre-adminis-
tration. Eur J Nucl Med Mol Imaging 47:2698-2702, 2020

43. Wang AJ, Ren J, Abbadi A, Wang A, Hascall VC: Heparin affects cyto-
solic glucose responses of hyperglycemic dividing mesangial cells. J Biol
Chem 294:6591-6597, 2019

44. Gomes A, Glaudemans AWJM, Touw DJ, et al: Diagnostic value of imag-
ing in infective endocarditis: A systematic review. Lancet Infect Dis 17:
e1-e14, 2017

45. Boursier C, Duval X, Bourdon A, et al: ECG-Gated cardiac FDG PET
acquisitions significantly improve detectability of infective endocarditis.
JACC Cardiovasc Imaging 13:2691-2693, 2020

46. Ardehali H, Howard DL, Hariri A, et al: A positive endomyocardial
biopsy result for sarcoid is associated with poor prognosis in patients
with initially unexplained cardiomyopathy. Am Heart J 150:459-463,
2005

47. Blankstein R, Waller AH: Evaluation of Known or Suspected Cardiac
Sarcoidosis. Circ Cardiovasc Imaging 9:e000867, 2016

48. Maurer AH, Burshteyn M, Adler LP, Steiner RM: How to differentiate
benign versus malignant cardiac and paracardiac 18F FDG uptake at
oncologic PET/CT. Radiographics 31:1287-1305, 2011

49. Gormsen LC, Haraldsen A, Kramer S, Dias AH, Kim WY, Borgham-
mer P: A dual tracer (68)Ga-DOTANOC PET/CT and (18)F-FDG
PET/CT pilot study for detection of cardiac sarcoidosis. EJNMMI
Res 6:52, 2016

50. Tokuda Y, Oshima H, Araki Y, et al: Detection of thoracic aortic pros-
thetic graft infection with 18F-fluorodeoxyglucose positron emission
tomography/computed tomography. Eur J Cardiothorac Surg 43:1183-
1187, 2013

51. Piekarski E, Mahida B, Rouzet F, Le Guludec D: FDG PET/CT in CIEDs
infection: Don’t wait any longer!. JNucl Cardiol 2020. Advance online publi-
cation, retrieved from https://doi.org/10.1007/s12350-020-02377-w
52. Salom€aki SP, Saraste A, Kemppainen J, et al: F-FDG positron emission
tomography/computed tomography of cardiac implantable electronic
device infections. J Nucl Cardiol 2020. https://doi.org/10.1007/s12350-
020-02256-4

53. Nielsen BD, Hansen IT, Kramer S, et al: Simple dichotomous assessment
of cranial artery inflammation by conventional 18F-FDG PET/CT shows
high accuracy for the diagnosis of giant cell arteritis: a case-control
study. Eur J Nucl Med Mol Imaging 46:184-193, 2019

54. Nielsen BD, Gormsen LC, Hansen IT, Keller KK, Therkildsen P, Hauge
E-M: Three days of high-dose glucocorticoid treatment attenuates large-
vessel 18F-FDG uptake in large-vessel giant cell arteritis but with a lim-
ited impact on diagnostic accuracy. Eur J Nucl Med Mol Imaging
45:1119-1128, 2018

55. Stellingwerff MD, Brouwer E, Lensen K-JDF, et al: Different scoring
methods of FDG PET/CT in giant cell arteritis: Need for standardization.
Medicine 94:e1542, 2015

56. Yang M-F, Tong Z-H, Wang Z, et al: Development and validation of the
PET-CT score for diagnosis of malignant pleural effusion. Eur J Nucl
Med Mol Imaging 46:1457-1467, 2019

57. Singh H, Alam A, Tilak TVSVGK, Kinra P, Soni BK: Pitfalls in interpreta-
tion of FDG PET/CT: Septic pulmonary emboli mimicking metastases in
a case of gastric carcinoma. Indian J Radiol Imaging 26:524-527, 2016

58. Meyer M, Allenbach G, Lalonde MN, Schaefer N, Prior JO, Gnesin S.
Increased 18F-FDG signal recovery from small physiological structures
in digital PET/CT and application to the pituitary gland. Scientific
Reports. 2020.

59. Yang J, Hu C, Guo N, et al: Partial volume correction for PET quantifica-
tion and its impact on brain network in Alzheimer’s disease. Sci Rep
7:13035, 2017

60. Capitanio S, Nordin AJ, Noraini AR, Rossetti C: PET/CT in nononcolog-
ical lung diseases: current applications and future perspectives. Eur
Respir Rev 25:247-258, 2016

61. Ankrah AO, Glaudemans AWJM, Maes A, et al: Tuberculosis. Semin
Nucl Med 48:108-130, 2018

62. Bagga S: Rheumatoid lung disease as seen on PET/CT scan. Clin Nucl
Med 32:753-754, 2007

63. Shaw M, Collins BF, Ho LA, Raghu G: Rheumatoid arthritis-associated
lung disease. Eur Respir Rev 24:1-16, 2015

64. Balamoutoff N, Serrano B, Hugonnet F, Garnier N, Paulmier B, Faraggi
M: Added value of a Single Fast 20-second deep-inspiration breath-hold
acquisition in FDG PET/CT in the assessment of lung nodules. Radiol-
ogy 286:260-270, 2018

65. Frood R, McDermott G, Scarsbrook A: Respiratory-gated PET/CT for
pulmonary lesion characterisation-promises and problems. Br J Radiol
91:20170640, 2018

66. Pijl JP, Glaudemans AWJM, Slart RHJA, Kwee TC: F-FDG PET/CT in
autosomal dominant polycystic kidney disease patients with suspected
cyst infection. J Nucl Med 59:1734-1741, 2018

67. Pinto A, Reginelli A, Cagini L, et al: Accuracy of ultrasonography in the
diagnosis of acute calculous cholecystitis: Review of the literature. Crit
Ultrasound J 5(Suppl 1):S11, 2013

68. Shah AP, Mourad MM, Bramhall SR: Acute pancreatitis: Current per-
spectives on diagnosis and management. J Inflamm Res 11:77-85, 2018

69. Cronin CG, Scott J, Kambadakone A, et al: Utility of positron emission
tomography/CT in the evaluation of small bowel pathology. Br J Radiol
85:1211-1221, 2012

70. Yılmaz S, Ozhan M, Sager S, Y€or€uk Atik D, Halac M, S€onmezo�glu K:
Metformin-induced intense bowel uptake observed on restaging FDG
PET/CT Study in a patient with gastric lymphoma. Mol Imaging Radio-
nucl Ther 20:114-116, 2011

71. Lin K-H, Chen Y-S, Hu G, Tsay D-G, Peng N-J: Chronic Bacterial pros-
tatitis detected by FDG PET/CT in a patient presented with fever of
unknown origin. Clin Nucl Med: 894-895, 2010

72. O’Connor E, Teh J, Bolton D: Pitfalls of FDG-PET in the prostate for the
surgical oncologist. Urol Case Rep 33:101262, 2020

73. Liu Y: Benign ovarian and endometrial uptake on FDG PET-CT: pat-
terns and pitfalls. Ann Nucl Med 23:107-112, 2009

74. Lakhani A, Khan SR, Bharwani N, et al: FDG PET/CT pitfalls in gynecologic
and genitourinary oncologic imaging. Radiographics 37:577-594, 2017



Limitations and Pitfalls of FDG-PET/CT in Infection and Inflammation 645
75. Takalkar A, Yu JQ, Kumar R, Xiu Y, Alavi A, Zhuang H: Diffuse
bone marrow accumulation of FDG in a patient with chronic mye-
loid leukemia mimics hematopoietic cytokine-mediated FDG uptake
on positron emission tomography. Clin Nucl Med: 637-639, 2004

76. Rosen RS, Fayad L, Wahl RL: Increased 18F-FDG uptake in degenera-
tive disease of the spine: Characterization with 18F-FDG PET/CT. J
Nucl Med 47:1274-1280, 2006

77. Wenter V, Albert NL, Brendel M, et al: [F]FDG PET accurately differen-
tiates infected and non-infected non-unions after fracture fixation. Eur J
Nucl Med Mol Imaging 44:432-440, 2017

78. Kubota K, Yamashita H, Mimori A: Clinical value of FDG-PET/CT for
the evaluation of rheumatic diseases: rheumatoid arthritis, polymyalgia
rheumatica, and relapsing polychondritis. Semin Nucl Med 47:408-
424, 2017

79. Yamashita H, Kubota K, Takahashi Y, Kaneko H, Kano T, Mimori
A: Inflammation surrounding the vertebral spinous processes as
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