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Abstract
Introduction Hybrid  [18F]FDG PET imaging is currently the method of choice for a wide variety of infectious and inflamma-
tory disorders and was recently adopted in several clinical guidelines. A large amount of evidence-based articles, guidelines 
and appropriate use criteria have been published since the first version of this guideline in 2013.
Purpose To provide updated evidence-based information to assist physicians in recommending, performing and interpreting 
hybrid  [18F]FDG PET examinations for infectious and inflammatory disorders in the adult population.
Methods A systematic literature search of evidence-based articles using whole-body  [18F]FDG hybrid imaging on the 
indications covered within this guideline was performed. All systematic reviews and meta-analyses published within 
the last 10 years until January 2023 were identified in PubMed/Medline or Cochrane. For each indication covered in 
this manuscript, diagnostic performance was provided based on meta-analyses or systematic reviews. If not available, 
results from prospective or retrospective studies were considered based on predefined selection criteria.
Results and conclusions Hybrid  [18F]FDG PET is extremely useful in the work-up and management of adults with infec-
tious and inflammatory diseases, as supported by extensive and rapidly growing evidence-based literature and adoption in 
clinical guidelines. Practical recommendations are provided describing evidence-based indications as well as interpretation 
criteria and pitfalls. Monitoring treatment response is the most challenging but insufficiently studied potential application 
in infection and inflammation imaging.
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Introduction

[18F]fluorodeoxyglucose  ([18F]-2-fluoro-2-deoxyglucose or 
 [18F]FDG) positron emission tomography with computed 
tomography (PET/CT) and magnetic resonance imaging 
(PET/MRI), further referred to as hybrid  [18F]FDG PET 
imaging, are non-invasive diagnostic imaging procedures 
providing tomographic images for the determination of met-
abolic activity. The technology and radiotracers have been 
previously described in detail in the EANM guidelines for 
tumor imaging version 2.0 [1] and will be discussed only in 
the context of clinical indications discussed in the present 

document. Cells involved in infection and inflammation and 
their host response, especially neutrophils and the monocyte/
macrophage family, result in increased  [18F]FDG delivery to 
affected sites, up-regulation of glucose transporters, particu-
larly GLUT1 and GLUT3, and increased hexokinase activity. 
Increased cell glycolysis occurs in both the acute and chronic 
inflammatory response [2]. The increased  [18F]FDG uptake 
in infectious and inflammatory processes, its widespread 
availability, decreasing cost and ease of use, together with 
imaging devices that provide excellent sensitivity and resolu-
tion have led to the widespread use of  [18F]FDG PET imag-
ing for a variety of infectious and inflammatory diseases.
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Goals

The aim of this guideline is to provide general informa-
tion about indications and protocols for hybrid  [18F]FDG 
PET imaging in infection and inflammation in the adult 
population. Since the first version of this guideline was 
published in 2013 [3], there has been a rapidly growing 
use of  [18F]FDG imaging in inflammation and infection, 
together with a large amount of published evidence-based 
articles, guidelines and appropriate use criteria on spe-
cific indications within this field. It has become evident 
that hybrid  [18F]FDG metabolic imaging is nowadays the 
method of choice for most infection and inflammation 
indications. A systematic literature search of evidence-
based articles using whole-body  [18F]FDG imaging on the 
indications covered within this guideline was performed. 
All systematic reviews and meta-analyses on the topics 
listed in PubMed/Medline or Cochrane Library and pub-
lished within the last 10 years until January 2023 were 
identified using the following search strings [(PET OR 
Positron OR FDG) AND (systematic review OR (meta-
analysis)]. Results of reported systematic reviews and 
meta-analyses are based on publications including only 
PET/CT studies unless otherwise specified. Data from 
stand-alone PET devices were included only in indica-
tions when combined with PET/CT data in systemic 
reviews or meta-analyses in which separate data could 
not be extracted. An attempt to search for publications on 
the specific use of PET/MRI in this field resulted in only 
limited data, although it is expected that more data will be 
available in the future [4]. For each indication, we provide 
evidence for diagnostic performance based on systematic 
reviews or meta-analyses. When these are not available, 
results from prospective or retrospective studies are con-
sidered. As the use of  [18F]FDG imaging in infection and 
inflammation is rapidly evolving, these guidelines cannot 
be seen as definitive and should be regarded as current 
advice. Therefore, the topics mentioned within this guide-
line also aim to identify further areas for clinical research 
when evidence is lacking at present.

This publication complements many EANM and 
SNMMI guidelines/procedure standards, which will be 
referenced in the appropriate sections, attempting to avoid 
duplication and replication of more specific recommenda-
tions on a particular topic such as information concerning 
PET/CT or PET/MRI performance and quality control, 
general acquisition parameters, radiopharmaceutical char-
acteristics, and general basic and clinical aspects of  [18F]
FDG imaging addressed in topic-specific guidelines. The 
present guideline aims to provide physicians the knowledge 

and competence in the use of  [18F]FDG imaging for infec-
tious and inflammatory disorders. For each topic a short 
introduction will be followed by indications with and 
without sufficient evidence, diagnostic performance and 
areas of potential research. For certain indications, specific 
protocols and interpretation criteria will be covered with 
reference to existing procedural recommendations. State-
ments common to subsections for all or most of the topics 
will be covered in the second, general part of the document.

Common clinical indications

A. Fever and inflammation of unknown origin

Fever of unknown origin (FUO) is defined as fever higher than 
38.3°C (100.9°F) persisting for at least 3 weeks, with no diag-
nosis despite 3 outpatient visits or in-patient days [5]. FUO 
is divided into four different subcategories: classical, noso-
comial, neutropenic and Human Immunodeficiency Virus 
(HIV) – related. The etiology includes infectious, inflamma-
tory, malignant and miscellaneous causes. The distribution 
varies according to the FUO subcategory and geographical 
location. Inflammation of unknown origin (IUO), defined as 
unexplained and prolonged elevation of inflammatory mark-
ers, without fever, shares similar etiologies [6].  [18F]FDG 
PET/CT has a high diagnostic yield in both these clinical set-
tings. As many patients never have a final causative diagnosis, 
the diagnostic yield and helpfulness of  [18F]FDG PET/CT are 
usually preferred over sensitivity and specificity.

Indications

• Evaluation of patients with FUO/IUO without a diagno-
sis despite standard work-up.

Indications with insufficient evidence

• Evaluation of patients with FUO and normal inflamma-
tory markers (C-reactive protein-CRP, erythrocyte sedi-
mentation rate-ESR).

Specific protocol points and interpretation criteria

• Consider myocardial suppression preparation (See sec-
tion "Patient preparation and precautions, no.5") when 
there is a potential cardiac etiology.

• [18F]FDG PET/CT study should ideally be performed 
within 3 days of initiation of oral glucocorticoid therapy.



512 European Journal of Nuclear Medicine and Molecular Imaging (2025) 52:510–538

Diagnostic performance (Table 1)

Additional data:

• The results of  [18F]FDG PET/CT can aid in identifying 
the etiology of FUO/IUO. It can guide further investiga-
tions, biopsy or specific treatment when the cause of the 
FUO/IUO is established.

• A negative  [18F]FDG PET/CT can predict favorable 
prognosis through spontaneous remission of fever and 
potentially allows a watchful waiting approach [12].

• Cost effectiveness of  [18F]FDG PET/CT, particularly 
when performed early in the diagnostic work-up, has 
been demonstrated in both FUO [13] and IUO [14].

Areas of potential research

• Prospective studies on diagnostic yield, helpfulness and 
impact in patients with IUO.

B. Infection

1.  Bacteremia/septicemia and evaluation of metastatic 
infection/septic embolism

Bacteremia, the presence of viable bacteria in the blood-
stream, can be incidental, occult, and non-life-threatening, 
but is often associated with severe illness. The term sep-
ticemia is used interchangeably with bacteremia but typi-
cally refers to a pathogenic organism in the bloodstream, 

frequently bacteria, which is associated with severe illness. 
Both entities are associated with high mortality and morbid-
ity [15].

Indications

• Evaluation of the source of infection.
• Evaluation of septic emboli and metastatic infections.

Specific protocol points and interpretation criteria

• Myocardial suppression preparation should be per-
formed.

Diagnostic performance (Table 2)

Additional data:

• A systematic review including 5 studies with 804 patients 
found low certainty of evidence that  [18F]FDG PET/CT 
reduces mortality in patients with Staphylococcus aureus 
bacteremia [17].

• In a retrospective study of 30 intensive care patients with 
general bloodstream infections,  [18F]FDG PET/CT had a 
sensitivity of 91%, specificity of 88%, positive predictive 
value (PPV) of 95%, and negative predictive value (NPV) 
of 78% [18].

• One study found  [18F]FDG PET/CT to be cost effective 
in patients with gram positive bacteremia due to its abil-

Table 1  Major performance values from systematic reviews and meta-analyses on  [18F]FDG PET/CT in patients with FUO/IUO

*NR – Not reported.

Authors No. studies (patients) Sensitivity (95% CI) Specificity (95% CI) Comments

Hao et al. [7] (2013) 15 (595) 85% (81-88) NR* FUO
Takeuchi et al. [8] (2016) 22 (1137) 86% (81-90) 52% (36-67) FUO
Bharucha et al. [9] (2017) 18 (905) NR NR FUO

Diagnostic yield: 56% (95% CI: 50-61)
Kan et al. [10] (2019) 23 (1927) 84% (79-89) 63% (49-75) FUO & IUO

Likelihood ratio +: 2.3 (1.5-3.4) and -: 
0.25 (0.16 – 0.38)

Diagnostic odds ratio (DOR): 9 (4-20)
Van Rijsewijk et al. [11] (2023) 54 (3192) 84% (NR) 62% (NR) FUO & IUO

Diagnostic accuracy 76%, helpfulness 61%

Table 2  Major performance values of  [18F]FDG PET/CT in a meta-analysis of critically ill patients with suspected infection

Authors No. studies 
(patients)

Sensitivity (95% 
CI)

Specificity (95% 
CI)

Change in manage-
ment (95% CI)

Contribution to 
diagnosis (95% CI)

DOR (95% CI)

Huang et al. [16] 
(2020)

4 (87) 94% (79-99) 66% (45-83) 41% (15-66) 65% (55-74) 2.8 (1.3-4.2)
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ity to decrease mortality with a cost per prevented death 
within the range considered to be efficient by the authors’ 
national guidelines [19].

Areas of potential research

• Prospective randomized trials on outcome in patients 
with bacteremia of unknown origin.

2.  Suspected spondylodiscitis, with and without spinal 
hardware

Spondylodiscitis, also referred to as spinal/vertebral 
osteomyelitis or spinal infection, involves the vertebral body 
(spondylitis) and disc (discitis). Clinical presentation typi-
cally includes fever and back pain. Bacteremia and endocar-
ditis are among the most significant risk factors. In adults, 
the disc is avascular and is usually involved following an 
initial hematogenous septic embolus to the vertebral end-
plate. Infection can also extend to the posterior elements 
of the bone, pre- and para-vertebral soft tissues and the 
epidural space. Less commonly, spondylodiscitis can result 
from direct extension from adjacent soft tissue infection or 
direct inoculation during spinal procedures or penetrating 
trauma. A single level is involved in 65% of patients, while 
multilevel contiguous infection occurs in about 20% and 
non-contiguous infection in about 10% of patients [20]. A 
multi-society joint consensus document containing detailed 
evidence-based recommendations and a flow chart for the 
diagnosis of spondylodiscitis was published in 2019 [21]. 
Appropriate use criteria containing recommendations for 
selecting the imaging technique in musculoskeletal infec-
tions were published in 2021 [22].

Indications

• Suspected spondylodiscitis in patients without spinal 
hardware, particularly if MRI is contra-indicated.

• Suspected spondylodiscitis in patients with spinal hard-
ware, preferably performed 3-4 months after surgery.

• Suspected spondylodiscitis with inconclusive/indetermi-
nate MRI and elevated inflammatory markers (ESR and/
or CRP).

• Evaluation of multi-level spondylodiscitis.

• Identification of the source and/or extent of dissemina-
tion of infection in established spondylodiscitis.

Specific protocol points and interpretation criteria

• Sagittal views should routinely be assessed to analyze the 
spine.

• In patients without hardware, spondylodiscitis appears as:

o Focal or linear increased uptake in one or adjacent 
vertebral endplates above the intensity of normal 
bone marrow activity.

o Increased uptake in the adjacent disc space and/or 
paravertebral soft tissues may also be present.

• Extension of abnormal uptake, particularly to the epi-
dural space, should be assessed.

• Correlative CT findings supportive for infection: end-
plate irregularities, erosions and/or destruction, extension 
to adjacent soft tissues or presence of collections. How-
ever, these findings may be absent early in the disease.

• In patients with spinal hardware:

o    Spondylodiscitis appears as intense, confluent uptake 
in the soft tissues and bone adjacent to the hardware 
at multiple contiguous levels, potentially extending 
to the bone-hardware interface of one or more inter-
pedicular screws.

o     Aseptic inflammation in loosening and bone remod-
eling appears as uptake adjacent to one or two hooks, 
screws or anchors, usually at the upper or lower por-
tions of the hardware.

Diagnostic performance (Table 3)

Additional data:

• [18F]FDG PET/CT could be the modality of choice for 
detection of spondylodiscitis in patients within 14 days 
of symptom onset [24].

• According to a retrospective study,  [18F]FDG PET/CT 
changed management in 52% of patients with spondylo-
discitis, including starting or modifying antibiotic ther-
apy, or guiding biopsy and surgical interventions [25].

Table 3  Major performance values in a single systematic review on  [18F]FDG PET/CT in patients with suspected spinal infections

Authors No. of studies 
(patients)

Sensitivity (95% 
CI)

Specificity (95% 
CI)

Likelihood ratio + 
(95% CI)

Likelihood ratio – 
(95% CI)

DOR (95% CI)

Treglia et al. [23] 
(2020)

26 (833) 95% (89-98) 91% (78-97) 4.7 (2.9-7.7) 0.11 (0.07-0.16) 63.4 (28.9-139)
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Areas of potential research

• Understanding the kinetics of post-operative  [18F]FDG 
uptake following spinal surgery with metallic hardware to 
improve specificity of interpretation.

• Prospective studies to assess the added value of PET/MRI 
for the diagnosis of spondylodiscitis.

3.  Suspected non-complicated osteomyelitis and septic 
arthritis (excluding diabetic foot and spine)

Osteomyelitis is caused by direct extension from trauma 
and/or surgery or by hematogenous spread from a remote 
source [22]. In the acute phase, infection can usually be recog-
nized clinically. In the chronic phase, signs and symptoms are 
often non-specific. Imaging procedures performed routinely as 
part of the diagnostic workup consist of radiographs followed 
by MRI, labelled white blood cells (WBC) scintigraphy with 
SPECT/CT or  [18F]FDG PET/CT [26].

Septic arthritis is the involvement of a single or multiple 
joints and synovial fluid by an infectious pathogen. Risk fac-
tors are among others, diabetes mellitus and HIV. It is more 
common in patients with rheumatoid arthritis or a prosthetic 
joint [22]. Early diagnosis is essential to initiate prompt and 
adequate treatment to avoid destruction of cartilage.

Indications

• Suspicion of bone involvement in cases of a known soft 
tissue infection.

• In specific cases, to assess for dissemination of infection to 
other skeletal sites or organs.

Indications with insufficient evidence

• Differentiation between infectious and non-infectious/
inflammatory arthritis.

Specific protocol points and interpretation criteria

• Infection appears as heterogeneous, intense, focal uptake 
in the bone, usually adjacent to and extending from a soft 
tissue infection in cases of osteomyelitis or in the joints, in 
cases of septic arthritis.

• Absence of joint  [18F]FDG uptake can exclude septic 
arthritis.

• Adjacent bones should be assessed for involvement in 
selected cases with suspected dissemination of infection.

Diagnostic performance (Table 4)

No systematic reviews specifically addressed the role of 
 [18F]FDG PET/CT for the diagnosis of uncomplicated osteo-
myelitis or septic arthritis.

Areas of potential research

• Assessing whether  [18F]FDG PET/CT can be used as the 
standard diagnostic modality for uncomplicated periph-
eral bone osteomyelitis or whether it requires confirma-
tion with other tests.

4.  Suspected osteomyelitis (excluding diabetic foot, 
prosthesis and spine) in complicated bone

Osteomyelitis can occur in bones that were previously vio-
lated by fractures, surgery, and/or metallic hardware. Diagno-
sis of infection in this setting is difficult. Persistent pain can be 
multifactorial, due to healing, inflammation and/or infection. 
Bone may be regenerating, fracture healing may be hampered, 
and the bone structure may be inadequate, affecting the image 
quality and interpretation. In these cases, functional nuclear 
medicine tests are better suited than radiological modalities 
for the diagnosis of complicated osteomyelitis [28].

Indications

• Suspected (1) fracture-related infection, with and with-
out metallic hardware and (2) sternal wound infection, 
including mediastinitis:

o To differentiate between osteomyelitis and reactive 
inflammation.

o To define the extent of infection.
o To guide appropriate treatment strategies such as the 

need for and planning of surgery.
o To assess for dissemination of infection to other 

skeletal sites or organs in selected cases.

Table 4  Major performance 
values of single systematic 
review of  [18F]FDG PET 
and PET/CT for diagnosis of 
osteomyelitis

Authors No. studies (patients) Sensitivity
(95% CI)

Specificity
(95% CI)

DOR (95% CI)

Llewellyn et al. [27] (2019) 16 (656) 85% (72-93) 93% (83-97) 38.5 (17.8-83.3)
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Specific protocol points and interpretation criteria

• Acquisition FOV:

o In suspected sternal wound infection and/or medi-
astinitis, the whole-body study should ideally be 
acquired with arms above the head. 

• Patterns of infection [29]:

o Osteomyelitis: heterogenous/focal uptake localizing 
to bone.

o Fracture-related infection: heterogenous/focal 
uptake at the fracture site, extending to adjacent 
soft tissue or focally involving metallic hardware 
interface when present.

- Non-infectious patterns: diffuse homogenous 
uptake confined to the fracture line. Intensity 
of uptake can vary with time since the occur-
rence of the fracture or healing complications. 
Uncomplicated fracture uptake usually normal-
izes within 3 months of trauma [30].

- Homogenous mild uptake along the surface 
or tip of a metallic implant can persist in non-
infected hardware.

o Sternal osteomyelitis: sternal focal uptake, extend-
ing to adjacent soft tissue or sternal wire uptake 
[31].

- Diffuse, homogeneous uptake confined to the 
sternum can persist for months to years after 
surgery without any signs of infection.

Diagnostic performance

Fracture‑related infection (Table 5)

Additional data:

• [18F]FDG PET/CT performed within the first month after 
surgery was found to be an independent variable with the 

highest predictive value for a false positive test result 
[33].

• No systematic review specifically addressed the role of 
 [18F]FDG PET/CT for diagnosing metallic hardware 
infection. In a single retrospective study including 
more than 20 patients with metallic hardware, sensitiv-
ity was 88%, specificity 76% and diagnostic accuracy 
82% [34].

Sternal infection, including mediastinitis

• No systematic review specifically addressed the role of 
 [18F]FDG PET/CT for diagnosing bone infection and/
or mediastinitis after sternal surgery.

• Available studies [31, 35] reported diagnostic perfor-
mance indices of  [18F]FDG PET/CT for:

o Sternal osteomyelitis: sensitivity 91-98%, specificity 
95-97%.

o Mediastinitis: sensitivity 78%, specificity 82%.

Areas of potential research

• Standardized interpretation criteria for diagnosis of com-
plicated osteomyelitis based on pattern and intensity of 
uptake.

• Determine  [18F]FDG PET/CT criteria for the evaluation 
of response to conservative antibiotic treatment and to 
surgery, including debridement.

5. Diabetic foot infections

Diabetic patients are predisposed to severe foot infec-
tions, including osteomyelitis in addition to soft tissue 
involvement, which are associated with high morbidity 
and increased mortality. Evidence-based guidance for 
imaging of the diabetic foot have recently been published 
[36, 37].

Table 5  Major performance values of systematic reviews or meta-analyses on  [18F]FDG PET/CT in patients with fracture-related infections

Authors No. 
studies 
(patients)

Sensitivity
(95%CI)

Specificity
(95% CI)

Area Under the Curve
(95% CI)

Likelihood 
ratio + (95% 
CI)

Likelihood ratio - 
(95% CI)

DOR (95% CI)

Govaert et al. [28] 
(2017)

3 (NR) 86-94% 76-100% NR NR NR NR

Zhang et al. [32]
(2021)

6 (NR) 89% (81-94) 78% (72-84) 0.93 (0.90-0.95) 4.1 (3.1-5.4) 0.14 (0.08-0.25) 29 (14-61)



516 European Journal of Nuclear Medicine and Molecular Imaging (2025) 52:510–538

Indications

• Diagnosis of diabetic foot osteomyelitis in patients with 
a soft tissue ulcer and high suspicion of bone involve-
ment after clinical examination, probe to bone test and 
radiographs [22].

Indications with insufficient evidence

• Differentiation of osteomyelitis in diabetic patients with 
mid- and hind-foot ulcers from superimposed active dia-
betic neuropathic osteoarthropathy (Charcot) [38].

Specific protocol points and interpretation criteria

• Acquisition FOV can be limited to the feet, except in 
cases of sepsis/bacteremia.

• Use of a foot holder to prevent movement is recom-
mended.

• Additional parameters are specified in sections "Image 
acquisition protocol" and "Image analysis and interpreta-
tion".

• Soft tissue infection: focal or diffuse uptake localized 
only to soft tissues without extension to bone.

• Osteomyelitis: focal or diffuse uptake, regardless of SUV, 
localized to bone, extending contiguously and/or tracking 
from an adjacent infected soft tissue ulcer.

• Diabetic foot neuropathic-osteoarthropathy (Charcot): 
diffuse uptake localized to joints, usually in the mid- and/
or hind-foot.

• CT: bones adjacent to the soft tissue infection should be 
assessed for erosions or osseous destruction.

Diagnostic performance (Table 6)

Areas for potential research

• Validation of standardized interpretation criteria in a 
multi-center study.

• Define the role of  [18F]FDG PET/MRI for the diagnosis 
of diabetic foot osteomyelitis, as well as for differentia-
tion from diabetic neuropathic osteoarthropathy.

6. Peri-prosthetic joint infections

Peri-prosthetic joint infections (PJI) involve prosthe-
ses and adjacent soft tissues. Patients usually present with 
joint pain. Fever and erythema are less common. Labora-
tory tests show elevated inflammatory markers, CRP and/or 
ESR. Diagnosis of PJI is based on a combination of blood, 
synovial and tissue sample analyses. When the diagnosis is 
clinically challenging, functional imaging can provide useful 
information [42].

Appropriate use criteria for musculoskeletal infections 
include a detailed analysis of optimal imaging test selection 
[22]. A multi-society joint consensus document published 
in 2019 contains detailed evidence-based recommendations 
and a flow chart with respect to the diagnosis [43], role and 
choice of imaging tests in PJI [44].

Indications

• Suspected PJI of the hip in patients in whom an imaging 
test with high sensitivity is clinically necessary (prefer-
ably at least 2 years after surgery [43]).

• To rule out PJI in selected cases with a low pre-test prob-
ability of infection, e.g. before revision surgery.

Indications with insufficient evidence

• Utility for diagnosis of PJI at other sites, such as the 
knees [45, 46], shoulders [43] and ankles.

Specific protocol points and interpretation criteria

• See sections "Image acquisition protocol" and "Image 
analysis and interpretation".

• Acquisition FOVs can usually be limited to the prosthetic 
region, except in cases of sepsis/bacteremia.

Table 6  Major performance values of meta-analyses for diabetic foot osteomyelitis with  [18F]FDG PET or PET/CT

Authors No. studies 
(patients)

Sensitivity (95% CI) Specificity (95% CI) Likelihood 
Ratio +(95% 
CI)

Likelihood 
Ratio -(95% CI)

DOR (95% CI)

Treglia et al. [39] (2013) 4 (178) 74% (60-85) 91% (85-96) 5.6 (2-15.3) 0.37 (0.1-1.35) 16.9 (2-139.6)
Lauri et al. [40] (2017) 6 (254) 89% (68-97) 92% (85-96) 11 (4.7-25) 0.11 (0.03-0.4) 95 (18-504)
Llewellyn et al. [41] (2020) 6 (NR) 84% (53-96) 93% (76-98) NR NR 33.9 (12-98)
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• The date of surgery and type of prosthesis should be con-
sidered when interpreting studies.

• Absence of peri-prosthetic uptake reliably excludes infec-
tion in both hip and knee prostheses [44].

• The presence of peri-prosthetic uptake should be inter-
preted with caution.

o High specificity may be difficult to obtain. The dif-
ferential diagnosis of increased uptake can include 
recent surgery, peri-prosthetic inflammation, foreign 
body reaction, aseptic loosening, fractures, metal-
related disease, pseudo-tumors and malignancy.

o WBC scintigraphy may be obtained when  [18F]FDG 
PET/CT results are inconclusive.

PJI of the hip:

• Various interpretation criteria for PJI have been proposed 
with variable results [47–51].

o Uptake at the bone-prosthesis interface, particularly 
when associated with peri-prosthetic soft tissue 
uptake.

o Extensive, heterogeneous uptake in collections or 
intramuscular fluid.

o The presence of a sinus tract is infection specific.

• Non-infected hip prostheses can show heterogeneous 
uptake at and adjacent to the femoral head and/or neck 
portion of the prosthesis, particularly in the greater tro-
chanteric region [52–54].

• CT: presence of soft tissue collections, fluid filled bur-
sae, joint distension, fluid collections in muscles and 
adjacent fat, support, but are not diagnostic of infection. 
Absence of joint distension has a high NPV for infection. 
New periosteal bone reaction is a specific finding. Bone 

lucency surrounding the prosthesis is non-specific unless 
severe [44].

Diagnostic performance (Table 7)

Additional data:

• In a study comparing the various criteria for PJI of the 
hip, uptake along the femoral bone-prosthesis interface 
(Zone B-mid femur) showed the highest diagnostic per-
formance with a sensitivity of 81% and specificity of 84% 
[51].

Areas of potential research

• Multicenter studies to define and validate the optimal 
imaging time post prosthesis implantation to reduce false 
positive  [18F]FDG PET/CT results, as well as the uptake 
variability dependant on type of prosthesis used (e.g. 
cemented vs. non-cemented).

• Validation and reproducibility of standardized inter-
pretation criteria for diagnosis of PJI for different sites, 
including assessing the variability and potential patterns 
of uptake in painful, non-infected prostheses in different 
joints, such as shoulders, hips, knees, ankles.

7. Prosthetic valve endocarditis

Prosthetic valve endocarditis (PVE) represents 20% of 
all cases of infective endocarditis (IE) and is associated 
with high morbidity and mortality [58, 59]. Accurate, early 
diagnosis is critical to guide management, which frequently 
involves removal of the infected material and implantation of 
a new valve. The yield of the modified Duke criteria for PVE 
is limited by the low sensitivity of echocardiography and 

Table 7  Major performance values of systematic reviews and meta-analyses on  [18F]FDG PET or PET/CT in patients with suspected peri-pros-
thetic joint infections

Authors No. studies 
(prostheses)

Sensitivity (95%CI) Specificity (95%CI) Area 
Under 
Curve

Likelihood Ratio +
(95%CI)

Likelihood Ratio -
(95%CI)

DOR
(95%CI)

Jin et al. [55] 
(2014)

14 (838) 86% (82-90) 86% (83-89) 0.93 NR NR NR

Verberne et al. [56] 
(2016)

12 (725) 69% (58-79) 96% (93-98) NR NR NR NR

Verberne et al. [45] 
(2017)

5 (179) 70% (56-81) 84% (76-90) NR NR NR NR

Kim et al. [57] 
(2021)

19 (826) 88% (80-93) 89% (83-93) 0.94 7.9 (5.1-12.2) 0.14 (0.08-0.23) 57 (31-106)

Hu et al. [46] 
(2022)

23 (1437) 85% (76-91) 86% (78-91) 0.92 6.1 (3.8-9.7) 0.17 (0.11-0.28) 35 (17-74)
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frequent negative blood cultures as compared to native valve 
endocarditis (NVE).  [18F]FDG PET/CT has been included as 
a major criterion for the diagnosis of IE in clinical practice 
guidelines [60, 61].

Indications

• Suspected PVE with negative or inconclusive echocardi-
ography [60, 62].

• Detection of septic emboli/metastatic infections when 
PVE is suspected or established [60, 62].

• Detection of the primary source of infection when the 
diagnosis of PVE is established [62].

• Therapy response assessment in PVE patients on con-
servative medical treatment due to contraindication to 
surgery [60].

Specific protocol points and interpretation criteria

• Myocardial suppression protocol is critical for patient 
preparation.

• Acquisition FOV encompassing the vertex-to-toes is 
recommended to evaluate for suspected emboli and to 
identify the source of bacteremia.

• Performing CT angiography (CTA) as part of the study 
can reduce the number of equivocal cases.

• Image reorientation in the valve plane allows for better 
assessment of  [18F]FDG distribution.

• PVE: focal or heterogeneous uptake on or adjacent to the 
prosthetic valve [60].

• Non-infected prosthetic valves: homogeneous diffuse 
uptake of the valve, which can persist indefinitely after 
surgery.

o Use of surgical adhesives may result in focal uptake 
and should be considered during interpretation [63, 
64].

• In selected cases of suspected PVE with indeterminate 
 [18F]FDG PET/CT uptake, a positive WBC SPECT/CT 
could confirm PVE, although a negative study cannot 
rule out the diagnosis.

Diagnostic performance (Table 8)

Additional data:

• In a multicenter prospective study including 175 
patients, adding  [18F]FDG PET/CT as a major crite-
rion to the Duke criteria increased the sensitivity from 
57% to 84% and decreased specificity from 96% to 71% 
mainly by reclassifying ‘Possible IE’ to ‘Definite IE’ 
[68].

• Lower CRP levels are associated with higher rates of 
false negative studies [63, 69].

• A single center prospective study, combining  [18F]
FDG PET with CTA had superior diagnostic perfor-
mance compared to  [18F]FDG PET/CT, mainly by 
reducing the proportion of equivocal cases from 20% 
to 8% [70].

• In a prospective multicenter study, including both NVE 
and PVE, 35% of patients had extra-cardiac findings on 
 [18F]FDG PET/CT, such as spondylodiscitis or malig-
nancy, leading to a change in management in 10% of 
cases [71].

• In the prospective multicenter TEPvENDO study, modi-
fication of management occurred in 21% of patients fol-
lowing  [18F]FDG PET/CT, mainly due to documentation 
of perivalvular uptake [72].

• In a prospective study of 109 patients with 1-year fol-
low-up,  [18F]FDG PET/CT predicted adverse events 
defined as a composite of death, recurrence, acute car-
diac failure, hospitalization, and new embolic events 
[69].

• In a single center prospective cohort study, systematic 
utilization of  [18F]FDG PET/CT was associated with a 
2-fold reduction of relapse [73].

Areas of potential research

• Added value of delayed static cardiac images, gated 
acquisition. and the addition of CTA in multicenter stud-
ies.

Table 8  Major performance values of meta-analyses for PVE with  [18F]FDG PET/CT

Authors No. studies 
(patients)

Sensitivity (95% CI) Specificity (95% CI) Likelihood Ratio 
+ (95% CI)

Likelihood 
Ratio - 
(95% CI)

DOR (95% CI)

Juneau et al. [65] (2018) 7 (NR) 85% (77-91) 81% (72-88) NR NR NR
Mahmood et al. [66] (2019) 8 (NR) 81% (74-86) 73% (64-81) NR NR NR
Wang et al. [67] (2020) 15 (634) 86% (81-89) 84% (79-88) 3.23 (1.75-5.95) 0.21 (0.14-

0.32)
22 (10-48)
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8.  Native valve endocarditis

NVE affects approximately 10-15/100,000 persons per 
year [74]. Its incidence increases in the presence of risk 
factors such as valvular abnormalities (e.g. bicuspid aortic 
valve), previous history of NVE and intravenous drug use. 
Diagnosis of NVE is based on the modified Duke Crite-
ria, which include major and minor criteria composed of 
clinical and para-clinical findings such as blood cultures and 
echocardiography findings [60]. Abnormal  [18F]FDG native 
valvular uptake was included as a major criterion in the 2023 
update of the Duke’s criteria. Septic emboli can be detected 
in 15-45% of patients with suspected IE [67, 75].

Indications

• FUO or bacteremia with suspected NVE.
• Detection of septic emboli/metastatic infections in sus-

pected or confirmed NVE.
• Detection of source of infection in suspected or con-

firmed NVE [60].

Indications with insufficient evidence

• Diagnosis of NVE when echocardiography is inconclu-
sive or negative but with persistent high clinical suspi-
cion.

Specific protocol points and interpretation criteria

• Myocardial suppression protocol is critical for patient 
preparation.

• Acquisition FOV encompassing the vertex-to-toes is 
recommended to evaluate for suspected emboli and to 
identify the source of bacteremia.

• Static delayed imaging of the heart can be performed at 
more than 90 minutes post injection, especially in equiv-
ocal cases [75].

• NVE: focal uptake projecting in the valve plane, regard-
less of intensity.

o Focal papillary muscle uptake, and incomplete myo-
cardial suppression patterns should be distinguished 
from valvular uptake.

• Valvular calcifications can demonstrate mild diffuse 
uptake.

• Septic emboli represent an indirect sign of NVE and are 
considered minor criteria.

• Diffuse increased splenic uptake may represent an indi-
rect sign of active infection and increases the likelihood 
of NVE [60, 76].

Diagnostic performance (Table 9)

Additional data:

• Compared to PVE, the sensitivity of  [18F]FDG PET/CT 
for NVE is historically very low, but the specificity is 
very high [65–67].

• Utilization of appropriate study preparation and contem-
porary PET/CT devices increases sensitivity [77].

• In the prospective multicenter TEPvENDO study, modi-
fication of management occurred in 31.4% of patients 
with NVE following  [18F]FDG PET/CT, mostly due to 
extra-cardiac  findings72.

• In a prospective study including 64 NVE patients with a 
1-year follow-up,  [18F]FDG PET/CT was an independent 
predictor of new embolic events [69].

• [18F]FDG PET/CT can provide additional data when 
surgical intervention is considered in patients with large 
vegetations [69].

Areas of potential research

• To assess if sensitivity can be improved with digital PET/
CT, delayed static or gated cardiac studies and PET/CTA.

9. Cardiac implantable electronic device infection

Cardiac implantable electronic devices (CIEDs) 
include pacemakers, implantable cardiac defibrillators 
(ICD), and cardiac resynchronization therapy (CRT) 
devices. While relatively rare, with an incidence rang-
ing between 0.6 and 3.4%, CIED infections are associ-
ated with significant morbidity, mortality, and health-
care costs [78]. Prompt removal of infected devices is 

Table 9  Major performance values of meta-analyses for NVE with  [18F]FDG PET/CT

Authors No. 
studies 
(patients)

Sensitivity (95% CI) Specificity (95% CI) Likelihood 
Ratio + (95% 
CI)

Likelihood Ratio - (95% 
CI)

DOR (95% CI)

Wang et al. [67] (2020) 4 (297) 31% (21-41) 98% (95-99) 14.0 (5.6-35.4) 0.71 (0.60-0.84) 23.0 (8.1-65.6)
Kamani et al. [77] (2020) 7 (351) 36% (22-54) 99% (89-100) 8.3 (3.7-18.3) 0.6 (0.27-1.33) 15.3 (6.1-38.4)
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associated with shorter hospitalization durations and 
lower in-hospital mortality, hence the importance of 
early diagnosis [79]. Reporting on lead/valve involve-
ment is important as it may change the therapeutic 
approach.

Indications

• Suspected CIED infection [78].
• FUO or sustained bacteremia in patients with CIED to 

identify a potential source of infection.
• Diagnosis of deep CIED pocket infection.
• Suspected CIED related endocarditis [60, 62].
• Assessment of disease dissemination in patients with 

CIED infection.

Specific protocol points and interpretation criteria

• Myocardial suppression preparation is critical to accu-
rately assess intra-cardiac leads and valves.

• Delayed acquisition may improve sensitivity to detect 
lead infection without compromising specificity [80].

• Deep pocket infection: intense, focal or heterogeneous 
uptake posterior to the generator.

• Lead infection: focal uptake along the leads.
• Increased  [18F]FDG uptake in the immediate post implan-

tation period surrounding the pocket and the proximal 
lead is to be expected.

Diagnostic performance (Table 10)

Additional data:

• In a prospective study including 105 patients with CIED 
infection,  [18F]FDG imaging increased the sensitivity to 
detect CIED-related IE and predicted long-term survival 
[83].

• The sensitivity to detect CIED related infection is higher 
when using appropriate preparation protocols [81, 82].

Areas of potential research

• Define the diagnostic and prognostic performance for dif-
ferent device subtypes (e.g. subcutaneous defibrillator).

 10. Ventricular Assist Device Infection

Ventricular assist devices (VAD) are utilized for the man-
agement of end-stage heart failure as a bridge to transplanta-
tion, for destination therapy in patients not eligible for trans-
plantation, and as a bridge to recovery [84]. VAD infection 
is relatively frequent and can affect any component of the 
device, with an incidence of 37/100 VAD patient-years [85]. 
Management strategy is guided by the severity of infection 
and the components involved. Superficial infection can be 
treated conservatively while deep infection may require sur-
gical debridement or device explantation [86].

Table 10  Summary of major performance values of meta-analyses for CIED infections with  [18F]FDG PET/CT

Authors No. studies 
(patients)

Sensitivity (95% CI) Specificity (95% CI) Likelihood 
Ratio + (95% 
CI)

Likelihood Ratio 
– (95% CI)

DOR (95% CI)

Cardiac Implantable Electronic Device Infection Overall
Juneau et al. [81] (2017) 11 (340) 87% (82-91) 94% (88-98) NR NR NR
Mahmood et al. [82] (2019) 14 (492) 85% (80-89) 90% (84-94) NR NR NR
Cardiac Implantable Electronic Device Infective Endocarditis /Lead Infection
Juneau et al. [81] (2017) 6 (133) 65% (53-76) 88% (77-94) NR NR NR
Mahmood et al. [82] (2019) 7 (NR) 76% (65-85) 83% (72-90) NR NR NR
Wang et al. [67] (2020) 9 (208) 72% (61-81) 83% (75-89) 5.3 (1.4-19.4) 0.36 (0.19-0.69) 18 (4.7-68.9)
Cardiac Implantable Electronic Device Generator/Pocket Infection
Juneau et al. [81] (2017) 4 (115) 93% (84-98) 98% (88-100) NR NR NR
Mahmood et al. [82] (2019) 3 (NR) 96% (86-99) 97% (86-99) NR NR NR
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Indications

• Evaluation of driveline, pump, or cannula infection.
• FUO or bacteremia in VAD patients.
• VAD patients with embolic events of unknown source.
• Assessment of infection source and disease dissemination.

Specific protocol points and interpretation criteria

• Myocardial suppression preparation protocol is neces-
sary.

• Acquisition encompassing the head and lower limbs is 
recommended to evaluate for dissemination and identi-
fication of the source of bacteremia.

• VAD infection: focal or heterogeneous uptake.
• Uninfected LVAD: may show homogeneous uptake, more 

intense at the left ventricular apex.
• Use of adhesives/biological glue may lead to focal 

uptake, especially at the inflow and outflow cannula.

Diagnostic performance (Table 11)

Additional data:

• [18F]FDG PET/CT can detect and localize VAD-related 
infection and predict clinical outcomes based on the loca-
tion of infection [89]:

o Driveline infection: sensitivity 97%, specificity 99% 
[88].

o Pump/pocket infection: sensitivity 97%, specificity 
93% [88].

• In a prospective study including 57 LVAD recipients, a 
positive  [18F]FDG PET/CT study was associated with 
adverse outcome, including mortality. Involvement of the 
pocket was associated with worse outcomes [90].

• In a small retrospective study,  [18F]FDG PET/CT altered 
medical management in 12 out of 21 patients [91].

Areas of potential research

• Diagnostic accuracy for latest generation VADs.
• Diagnostic accuracy for fungal VAD infection.

 11. Vascular graft and endograft infections (VGEI)

Diagnosis of vascular graft and endograft infections 
(VGEI) is usually made with the help of clinical and imag-
ing findings, and microbiological examinations. The clini-
cal presentation varies from mild to severe symptoms. The 
Management of Aortic Graft Infection (MAGIC) group has 
developed a list of major and minor criteria with respect to 
clinical, surgical, radiological, and laboratory findings [92]. 
CTA is the first-line imaging method. A second-line imag-
ing test such as  [18F]FDG PET/CT or WBC scintigraphy is 
useful in cases with equivocal or even negative CTA and a 
high clinical probability [92, 93]. Recently published clinical 
[92] and EANM imaging [93] guidelines on VGEI provide 
detailed recommendations regarding the use of  [18F]FDG 
PET/CT.

Indications

• Diagnosis of VGEI in the presence of at least one 
major clinical or laboratory MAGIC criterion with 
negative or doubtful CTA results and persisting clini-
cal suspicion (preferably at least 4 months after sur-
gery) [93].

• Diagnosis of suspected VGEI in the presence of at least 
two minor clinical or laboratory MAGIC criteria (lower 
pre-test probability) independently from the results of a 
previous CTA [93].

• Evaluation of the extent of VGEI.

Specific protocol points and interpretation criteria

• Suggested visual scoring interpretation criteria, none 
being universally accepted [93].

o Five-point visual scale: 1: normal background activ-
ity; 2: mild, diffuse uptake along graft; 3: focal/mild 
or intense/diffuse uptake along graft; 4: focal and 
intense uptake; 5: focal and intense uptake associ-
ated with fluid collections. Score values of 3-5 are 
positive for VGEI [94].

o Six-point visual scale: 1: normal background activ-
ity; 2: homogeneous, diffuse uptake of any intensity 
along graft; 3: non-homogeneous, diffuse uptake 

Table 11  Major performance values of meta-analyses for VAD infections with  [18F]FDG PET/CT

Authors No. studies 
(patients)

Sensitivity (95% CI) Specificity (95% CI) Likelihood 
Ratio + (95% 
CI)

Likelihood Ratio 
– (95% CI)

DOR (95% CI)

Tam et al. [87] (2020) 4 (95) 92% (82-97) 83% (24-99) NR NR NR
Ten Hove et al. [88] (2021) 8 (256) 95% (89-97) 91% (54-99) 3.5 (1.8-6.9) 0.14 (0.10-0.18) 38.4 (NR)
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of any intensity not uniformly distributed along the 
graft; 4: focal uptake of any intensity; 5: focal and dif-
fuse uptake of any intensity with ≥ 1 focal area clearly 
detectable; 6: uptake extending to peri-prosthetic tis-
sues. Score values of 4-6 are positive for VGEI [95].

• Pitfalls:

o Physiological uptake or activity in sterile inflamma-
tion/foreign body reaction that may persist indefi-
nitely and depends on the prosthetic material used: 
diffuse, homogeneous uptake along the graft [93].

o False positive findings can occur within the first 
4 months after surgery, due to a difficult differen-
tial diagnosis between physiological sterile/post-
operative inflammation and an infected or throm-
bosed graft. In the later post-surgical phase, uptake 
decreases when there is less sterile inflammation.

Diagnostic performance (Table 12)

Additional data:

• [18F]FDG PET/CT can detect unknown incidental 
findings with impact on management in about 40% of 
patients with suspected VGEI [101].

12.  Suspected infected liver and kidney cysts

Liver and renal cysts can become infected primarily 
by gram negative bacteria [102]. Patients with autosomal 

dominant polycystic kidney disease (ADPKD) who have 
suffered renal failure and required transplantation are at 
higher risk for liver and kidney cyst infection. Use of  [18F]
FDG PET/CT has been reported in only 3 papers with more 
than 20 patients, all with underlying ADPKD. None of these 
papers reported infection of liver or kidney cysts separately 
[103–105].

Indications

• To identify infected liver and/or renal cysts, primarily in 
patients with ADPKD.

Indications with insufficient evidence

• Suspected infected echinococcus liver cysts [106].

Specific protocol points and interpretation criteria

• If registration is poor and cannot be corrected, consider 
rescanning the FOV containing the liver and/or kid-
neys (as appropriate) with the CT performed in shal-
low breathing or mid-breath hold or using intrinsic or 
extrinsic respiratory gating acquisitions.

• Any focal  [18F]FDG uptake with an intensity above 
liver uptake should be localized using the CT to iden-
tify the structure involved. An uptake equal or higher 
than liver background is considered positive for infec-
tion.

Table 12  Major performance values from meta-analyses on diagnostic accuracy of  [18F]FDG PET/CT in suspected VGEI

Authors No. studies 
(patients)

Sensitivity (95%  
CI)

Specificity (95%  
CI)

Likelihood  
Ratio + (95%  
CI)

Likelihood  
Ratio – (95%  
CI)

DOR (95% CI) Comments (PET  
interpretation  
criteria)

Reinders Folmer 
et al. [96] 
(2018)

5 (144) 95% (87-99) 80% (69-89) NR NR 38.0 (8.5-170.4) NR

Kim et al. [97] 
(2019)

10 (286) 96% (89-98) 74% (67-81) 3.7 (2.9-4.9) 0.06 (0.02-0.15) 63 (23-173)

Rojoa et al. [98] 
(2019)

8 (NR) 97% (89-99) 89% (70-96) NR NR NR Focal uptake
97% (77-99) 62% (31-86) NR NR NR Graded uptake
99% (95-99) 78% (68-86) NR NR NR SUVmax

Reinders Folmer 
et al. [99] 
(2020)

13 (415) 90% (79-96) 59% (38-78) NR NR 10.7 (3.4-33.6) Uptake intensity
94% (89-97) 81% (71-88) NR NR 52.4 (19.4-141.6) Uptake pattern
95% (76-99) 77% (63-87) NR NR 30.9 (7.3-130.8) SUVmax

Mahmoodi et al. 
[100] (2022)

10 (320) 92% (88-95) 76% (70-81) 3.5 (2.3-5.3) 0.14 (0.09-0.23) 37.1 (14.8-92.8)
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Diagnostic performance

• The evidence is based on single center retrospective studies 
[103–105]. In a summed total of 122 patients with suspected 
liver or kidney cysts infection, the overall sensitivity and 
PPV was 79% and the specificity and NPV 78%. There was 
not enough available information to calculate performance 
indices for liver and kidney cyst infections separately.

o If only uptake in the cyst wall higher than liver back-
ground is considered as positive for infection, the 
specificity increased to 85% [103].

Areas of potential research

• To define optimal protocols for imaging infected liver and 
renal cysts in order to improve sensitivity.

o For example, in patients with residual renal function, 
whether administration of diuretics can differentiate 
physiological accumulation in communicating renal 
cysts from an infected cyst.

o In patients with suspected infected liver echino-
coccus cysts, evaluate if delayed acquisition can 
improve sensitivity.

 13. Invasive fungal infections

Invasive fungal infections (IFI) occur mainly in immuno-
suppressed patients. A role of  [18F]FDG PET/CT in this set-
ting has been suggested. The intensity of uptake helps stage 
IFI, and the resolution of the uptake as result of the healing 
process forms the basis of monitoring therapy. To monitor 
antifungal treatment with [ [18]F]FDG PET/CT, at least two 
studies performed at different times while the patient is on 
antifungal treatment are required [107].

Indications with insufficient evidence

• Assessment of disease extent and monitoring response to 
therapy.

Diagnostic performance

• There are no systematic reviews assessing the role of 
 [18F]FDG PET/CT in patients with invasive fungal infec-
tions at diagnosis and following therapy.

• One prospective study reported the presence of increased 
uptake in sites of IFI identified by conventional imaging. In 
addition,  [18F]FDG PET/CT detected small IFI lesions not 

seen on conventional imaging. Uptake disappeared after 6 
months of antifungal therapy in some of the patients [108].

• A prospective study concluded that baseline  [18F]FDG 
PET/CT does not replace conventional imaging for initial 
staging of chronic disseminated candidiasis but should be 
performed after 3 months of antifungal therapy [109].

 14. Tuberculosis and other mycobacterioses

The morbidity and mortality of tuberculosis (TB) remains 
high, despite the progress in understanding the pathogenesis 
and in imaging. Currently,  [18F]FDG PET/CT is under-utilized 
for evaluation of TB and other mycobacterioses in the clinical 
setting, most likely because of cost and limited availability 
in countries with high prevalence of these pathologies [110].

Indications

• Assessment of extrapulmonary TB (EPTB) disease extent.
• Assessment of treatment response and identification of 

TB patients at high risk of relapse.

Specific protocol points and interpretation criteria

• TB can mimic malignancy, and thus  [18F]FDG cannot be 
used for assessment of single pulmonary nodules. Histo-
pathological confirmation should be obtained.

Diagnostic performance

• A prospective multicenter study in 358 HIV-negative 
patients referred for assessing EPTB demonstrated high 
sensitivity in detecting previously unknown sites of dis-
ease involvement, most commonly lymph nodes, bones, 
brain, and pleura. Furthermore, in 28% of these patients 
 [18F]FDG PET/CT showed concomitant pulmonary 
lesions suggestive of TB [111].

• Amongst patients with latent TB,  [18F]FDG PET/CT can 
identify the sub-group with subclinical disease who are 
at higher risk of progressing to active TB [112].

• A systematic review and meta-analysis demonstrated that 
 [18F]FDG PET/CT has a potential role in the assessment 
of response to anti-tuberculous drug treatment and treat-
ment outcome [113], including in patients with multid-
rug-resistant TB [114].

• In patients with pulmonary TB,  [18F]FDG PET/CT corre-
lated better with the clinical response to anti-tuberculous 
drug treatment than bacterial counts in sputum [115].

• The role of  [18F]FDG PET/CT for response assessment 
in EPTB has been demonstrated by prospective multi-
centric studies [116, 117]. At treatment completion, most 
patients considered cured according to the current stand-
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ard of care still have significant residual uptake in their 
lesions [117, 118].

• Uptake in TB lesions at the end of treatment could pre-
dict relapse [119, 120].

Areas of potential research

• To evaluate the bronchial spread of TB [121].
• To identify latent TB that can progress to active disease, 

with potential therapeutic implications.

Infection summary (Table 13)

C. Inflammation

1. Large vessel vasculitis and polymyalgia rheumatica

Large vessel vasculitides (LVV) are a group of diseases 
characterized by inflammation of the medium- and large 
size arteries. The two main subtypes are giant cell arteritis 
(GCA) in patients above 50 years of age and Takayasu arte-
ritis (TA) in younger patients, primarily below the age of 40. 
GCA can affect only the cranial arteries (C-GCA) present-
ing with the classic symptoms of headache, scalp tender-
ness, jaw claudication and sudden visual loss, only the aorta 
and its main branches (LV-GCA), or a combination of both. 

Table 13  Summary of most recent published meta-analyses in the diagnosis of infectious disorders

°: 95% confidence interval between parentheses
DOR diagnostic odds ratio, NR not reported, PVE prosthetic valve endocarditis, NVE native valve endocarditis, CIED cardiac implantable elec-
tronic device, VAD ventricular assist device, AUC  area under the curve, NPV negative predictive value

Clinical condi-
tion

Author (year) No studies 
(patients)

Sensitivity° Specificity° Positive 
likelihood 
ratio°

Negative likeli-
hood ratio°

DOR° Additional 
parameters°

Suspected 
infection in 
critically ill 
patients

Huang [16] 
(2020)

4 (87) 94% (79-99) 66% (45-83) NR NR 2.8 (1.3-4.2) Change in man-
agement: 41% 
(15-66)

Contribution 
to diagnosis: 
65% (55-74)

Suspected spi-
nal infection

Treglia [23] 
(2020)

26 (833) 95% (89-98) 91% (78-97) 4.7 (2.9-7.7) 0.11 (0.07-
0.16)

63 (29-139)

Non-compli-
cated osteo-
myelitis

Llewellyn [27] 
(2019)

16 (656) 85% (72-93) 93% (83-97) NR NR 39 (18-83)

Fracture-
related infec-
tion

Zhang [32] 
(2021)

6 (NR) 89% (81-94) 78% (72-84) 4.1 (3.1-5.4) 0.14 (0.08-
0.25)

29 (14-61) AUC: 0.93 
(0.90-0.95)

Diabetic foot 
infection

Llewelynn [41] 
(2020)

6 (NR) 84% (53-96) 93% (76-98) NR NR 34 (12-98)

Prosthetic joint 
infection

Hu [46] (2022) 23 (1437) 85% (76-91) 86% (78-91) 6.1 (3.8-9.7) 0.17 (0.11-
0.28)

35 (17-74) AUC: 0.92 (NR)

PVE Wang [67] 
(2020)

15 (634) 86% (81-89) 84% (79-88) 3.2 (1.7-5.9) 0.21 (0.14-
0.31)

22 (10-48)

NVE Kamani [77] 
(2020)

7 (351) 36% (22-54) 99% (89-100) 8.3 (3.7-18) 0.6 (0.27-1.3) 15 (6.1-38)

CIED (overall) Mahmood [82] 
(2019)

14 (492) 85% (80-89) 90% (84-94) NR NR NR

VAD infection Ten Hove [88] 
(2021)

8 (256) 95% (89-97) 91% (54-99) 3.5 (1.8-6.9) 0.14 (0.10-
0.18)

38 (NR) Driveline vs. 
pump/pocket 
results are 
available in 
this paper

Vascular graft/
endograft 
infection

Mahmoodi 
[100] (2022)

10 (320) 92% (88-95) 76% (70-81) 3.5 (2.3-5.2) 0.14 (0.09-
0.23)

37 (15-93)



525European Journal of Nuclear Medicine and Molecular Imaging (2025) 52:510–538 

Polymyalgia rheumatica (PMR), an inflammatory condition 
affecting joints, bursae and tendons frequently co-exists with 
GCA. Therefore, these entities are considered as a disease 
continuum [122]. The classification criteria for GCA have 
been updated in 2022 and now include  [18F]FDG uptake in 
the aorta in the point-based criteria [123]. Imaging guide-
lines have been published in 2018 [124] and 2023 [125].

Indications

• Suspected LV-GCA and TA based on key symptoms and 
suggestive clinical findings [125].

• Suspected C-GCA, particularly when a digital PET 
device is used [125–127].

• In patients with known or suspected PMR to confirm or 
exclude co-existing GCA [128].

• To confirm or exclude flare or recurrence of LVV based 
on clinical/biochemical suspicion [125].

Specific protocol points and interpretation criteria (refer 
to published guidelines [124, 125])

• Uptake time following  [18F]FDG PET/CT injection 
should be a minimum of 60 minutes, and preferably 
90-120 minutes [125].

• Acquisition should encompass a vertex-to-knees FOV 
and should be performed with arms next to the body.

• Increased acquisition time of cranial FOV and high-res-
olution reconstruction are recommended for assessment 
of cranial arteries.

• For large arteries, a 4-point visual grading scale of vascu-
lar uptake has been recommended based on a 60 minute 
post-injection acquisition [124].

o Grade 0: no uptake (≤ mediastinum) and Grade 1: 
uptake < liver uptake, are negative for LVV.

o Grade 2: vascular uptake = liver uptake, may be 
indicative of LVV. However, with digital PET, many 
patients without LVV have grade 2 activity in the 
aorta, which should therefore be interpreted with 
caution in the context of normal variants.

o Grade 3: vascular uptake > liver uptake, positive for 
LVV.

• For cranial arteries, a 3-point visual grading scale has 
been used with reference to surrounding tissues, with 
grades 1 and 2 positive for GCA [129]:

o Grade 0: no uptake above surrounding tissue.
o Grade 1: uptake just above surrounding tissue.
o Grade 2: uptake significantly above surrounding tissue.

• For PMR, refer to composite scores [124, 130, 131].

Diagnostic performance (Tables 14, 15, and 16)

Additional data:

• In 30 patients with suspected GCA, addition of  [18F]FDG 
PET/CT increased the diagnostic accuracy from 54% to 
71% and changed treatment in 27% of patients [134].

• Digital PET/CT devices show the highest reported sen-
sitivity for detection of cranial artery GCA [135].

Areas of potential research

• The impact of high dose IV glucocorticoids administered 
for less than 3 days.

• Monitoring treatment in LVV, possibly using imaging-
based composite scores.

• Prediction of disease relapse.
• PET/MRI and digital PET and/or large FOV PET perfor-

mance indices for the diagnosis of C-GCA.

2. Sarcoidosis

Sarcoidosis is a multisystemic inflammatory disease 
associated with a broad clinical presentation, ranging from 
incidental findings in otherwise asymptomatic patients to 
sudden cardiac death, depending on organ involvement and 
disease severity [136]. Diagnosis of sarcoidosis relies on 
suspicious clinical presentation, exclusion of alternative 
causes and the presence of non-caseating granulomas on 
tissue samples, with additional specific criteria for cardiac 
sarcoidosis [136–138].

Indications

• Suspected clinical diagnosis in cases of equivocal prior 
investigations.

• Assessment of disease extent.
• Assessment of pulmonary disease activity.
• Assessment of cardiac sarcoidosis in the following sce-

narios:

o Biopsy proven extra-cardiac sarcoidosis with abnor-
mal screening for cardiac involvement [137, 139].

o Unexplained new conduction abnormality in patients 
below the age of 60 [137, 139].

o Assessment of response to therapy in cardiac sar-
coidosis [139].

Specific protocol points and interpretation criteria

• Acquisition FOV should be expanded in specific settings 
such as involvement of peripheral bones.
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• To allow assessment of known or suspected cardiac 
involvement:

o Myocardial suppression protocol preparation is criti-
cal.

o Resting myocardial perfusion imaging should be 
performed [139].

• Cardiac sarcoidosis presents as focal or focal on diffuse 
uptake. Diffuse, isolated homogenous basal lateral wall, 
papillary muscle, or basal ‘ring’ uptake most frequently 
represents physiological uptake related to poor suppres-
sion.

Diagnostic performance (Table 17)

Additional data:

• [18F]FDG PET/CT enables detection of unsuspected sites 
of extrapulmonary sarcoidosis [142].

• In prospective studies,  [18F]FDG PET/CT identified more 
extensive disease compared to CT, mainly in bone and 
bone marrow, spleen, liver, and abdominal lymph nodes 
[143, 144].

• In pulmonary sarcoidosis,  [18F]FDG PET/CT demon-
strates active lesions and guides therapeutic choices 
[145–147].

• A prospective study in patients refractory to conventional 
therapy suggests that  [18F]FDG PET/CT is useful in pre-
dicting response to advanced therapies [148].

• Sensitivity for diagnosis of cardiac sarcoidosis is 
improved when specific preparation protocols are used 
(see section "Patient preparation and precautions, no.5") 
[149], as well as by adding rest myocardial perfusion 
imaging [140].

o A meta-analysis comparing  [18F]FDG PET/CT and 
MRI for cardiac sarcoidosis reports higher sensi-
tivity for MRI and comparable specificity. When 
excluding patients receiving anti-inflammatory 
therapy, the sensitivity of  [18F]FDG PET/CT was 
significantly higher and comparable to that of MRI 
[141], likely because  [18F]FDG uptake is an indica-
tor of active inflammation.

• In cardiac sarcoidosis,  [18F]FDG PET/CT enables risk 
stratification. Abnormal uptake was associated with 
increased rates of major cardiovascular adverse events 

Table 14  Major performance values of meta-analyses for diagnostic accuracy of  [18F]FDG PET/CT in LVV

Authors No. 
studies 
(patients)

Sensitivity (95% CI) Specificity (95% CI) Likelihood 
Ratio + (95% 
CI)

Likelihood Ratio - (95% 
CI)

DOR (95% CI)

Lee et al. [132] (2016) 3 (56) 84% (72-92) 87% (73-96) 5.2 (2.4-11.3) 0.20 (0.11-0.37) 27.2 (8.6-86.6)
Moreel et al. [126] (2023) 3 (149) 82% (61-93) 79% (60-90) 3.9 (2.1-7.3) 0.23 (0.10-0.50) NR

Table 15  Major performance values of meta-analysis for diagnostic accuracy of  [18F]FDG PET/CT for cranial artery GCA 

Authors No. studies 
(patients)

Sensitivity (95% 
CI)

Specificity (95% 
CI)

Likelihood Ratio + 
(95% CI)

Likelihood Ratio - 
(95% CI)

DOR (95% CI)

Moreel et al. [126] 
(2023)

3 (149) 58% (45-71) 97% (91-99) 18.7 (6.0-58.3) 0.43 (0.31-0.59) NR

Table 16  Major performance values of meta-analyses for treatment monitoring with  [18F]FDG PET/CT in LVV

Authors No. studies 
(patients)

Sensitivity (95% 
CI)

Specificity (95% 
CI)

Likelihood 
Ratio + (95% 
CI)

Likelihood 
Ratio - (95% 
CI)

DOR (95% CI) Comments

Van der Geest 
et al. [133] 
(2021)

4 (111) 77% (57-90) 71% (47-87) 2.7 (1.2-6.1) 0.32 (0.13-0.80) 8.3 (1.6-44.0) Report addresses 
detection of 
relapsed/refrac-
tory disease
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(MACE), mainly in cases with right ventricular involve-
ment [150].

Areas of potential research

• Evaluation of response to second- or third-line therapies.

3. Inflammatory bowel diseases (IBD)

Inflammatory bowel diseases (IBD), a group of chronic 
relapsing disorders of the gastrointestinal (GI) tract, include 
Crohn’s disease (CD) and ulcerative colitis (UC) which dif-
fer in bowel location and pattern. Diagnosis is based on clin-
ical, endoscopic and histological criteria. Treatment depends 
on disease severity [151, 152]. Imaging tests are performed 
in unclear cases to evaluate the extent and severity of dis-
ease, to diagnose early relapse or complications, and during 
follow-up [151, 153].

[18F]FDG PET/CT can evaluate disease extent at diag-
nosis and differentiate between fibrotic and inflammatory 
strictures during follow-up. Several guidelines and society 
recommendations for assessment of IBD provide indications 
[154] and interpretation criteria for  [18F]FDG PET/CT [154, 
155].

Indications

• Extent of IBD at diagnosis.
• Early assessment of therapy.
• Differential diagnosis between fibrotic and inflammatory 

stricture.

Specific protocol points and interpretation criteria

• Specific bowel preparation recommendations have been 
published in general imaging guidelines [156].

• The acquisition FOV should be limited to the abdomen 
and pelvis.

• Visual analysis can be hampered by imperfect registra-
tion due to bowel motion and incomplete patient prepara-
tion.

• SUVmax is a semi-quantitative parameter used for 
the evaluation of  [18F]FDG uptake in IBD, although 
no defined cut-off has been identified to differentiate 
between positive and negative findings [153, 157, 158].

Diagnostic performance (Table 18)

4.  Retroperitoneal fibrosis and IgG4-related disease

Retroperitoneal fibrosis (RPF) is a rare collagen vascular 
disease with unknown etiology. It is characterized by a fibro-
inflammatory reaction, usually originating around the retro-
peritoneal vessels and extending to the neighboring struc-
tures. Over two thirds of RPF cases are idiopathic while the 
rest occurs secondary to other causes. The main role of  [18F]
FDG PET/CT is to evaluate the presence of disease activity 
and its extent with impact on prognosis, treatment options, 
outcomes and treatment response assessment [159, 160].

Immunoglobulin G4 (IgG4)-related disease (IgG4-RD) 
is an immune-mediated condition that can occur at any 
anatomical site, mainly affecting the salivary glands, pan-
creas, thyroid, lymph nodes, large vessels and lungs.  [18F]
FDG PET/CT is useful for evaluation of disease extent and 
potentially for treatment response assessment [161].

Indications

• Assessment of RPF disease activity, particularly in 
asymptomatic patients with acute phase reactant increase 
[159, 160].

• Assessment of disease extent in IgG4-RD [161].

Indications with insufficient evidence

• Diagnosis of IgG4-RD.

Table 17  Major performance values of meta-analyses for  [18F]FDG PET/CT in cardiac sarcoidosis

Authors No. studies (patients) Sensitivity (95% CI) Specificity (95% CI) Likelihood 
Ratio + (95% 
CI)

Likeli-
hood 
Ratio - 
(95% CI)

DOR (95% CI)

Kim et al. [140] (2020) 17 (891) 84% (71-91) 83% (74-89) 4.9 (3.3-7.3) 0.20 
(0.11-
0.35)

25 (12-51)

Aitken et al. [141] (2022) 26 (1363) 84% (74-90) 82% (75-88) NR NR NR
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Specific protocol points and interpretation criteria

• RPF: Abnormal uptake in retroperitoneal tissue involving 
the abdominal aorta and adjacent structures.

• IgG4-RD: Abnormal uptake in one of the common sites 
of disease mentioned above.

Diagnostic performance

Systemic descriptive reviews are available for RPF [160] and 
IgG4-RD [161], but no meta-analyses are available Table 19.

Inflammation summary (Table 19)

D. Other  [18F]FDG infection and inflammation 
indications with insufficient evidence to date

• COVID-19 including long-COVID [162]
• Interstitial lung diseases [163]
• Inflammatory arthropathies (e.g. rheumatoid arthritis, 

psoriatic arthritis, ankylosing spondylitis, spondyloar-
thropathies) and myopathies [164]

physician who performs the study and signs the report is 
responsible for the procedure, according to national laws 
and rules.

Procedure/specifications of the examination

In general,  [18F]FDG PET/CT studies in patients with known 
or suspected infection and inflammation follow the recom-
mendations for imaging malignancies, as well as general 
patient preparation instructions and common pitfalls detailed 
in the most recently published 2015 EANM guidelines for 
 [18F]FDG PET/CT for tumor imaging version 2.0 [1].

Request

The request for the examination should include all relevant 
medical information, justifying the clinical need to perform 
an  [18F]FDG PET/CT study, including a known or suspected 
diagnosis, relevant patient history and the specific question 
of the referring physician.

Results of relevant laboratory tests and prior imag-
ing studies including radiographs, ultrasound, CT, MRI, 
and  [18F]FDG PET/CT or their written reports, should be 
available for comparison. Knowledge of prior treatment 
including surgery, radiation therapy, immunotherapy, 
antibiotic and glucocorticoid therapy and their timing are 
essential.

Table 18  Major performance values of meta-analyses for  [18F]FDG PET/CT in inflammatory bowel disease

Authors No. Studies (patients) Sensitivity
(95% CI)

Specificity
(95% CI)

Likelihood Ratio + 
(95% CI)

Likelihood Ratio - 
(95% CI)

DOR (95% CI)

Treglia et al. [153] 
(2013)

19 (454) 85% (81-88) 87% (84-90) 6.2 (2.9-13.4) 0.19 (0.10-0.34) 44.4 (11.8-167.1)

Table 19  Summary of most recent published meta-analyses in the diagnosis of inflammatory disorders

°: 95% confidence interval between parentheses
DOR diagnostic odds ratio, NR not reported, LVV large vessel vasculitis, GCA giant cell arteritis, AUC area under the curve

Clinical condi-
tion

Author (year) No studies 
(patients)

Sensitivity° Specificity° Positive likeli-
hood ratio°

Negative likeli-
hood ratio°

DOR° Additional 
parameters°

LVV Moreel 
[126] (2023)

3 (149) 82% (61-93) 79% (60-90) 3.9 (2.1-7.3) 0.23 (0.10-
0.50)

NR

Cranial artery 
GCA 

Moreel 
[126] (2023)

3 (149) 58% (45-71) 97% (91-99) 19 (6.0-58.3) 0.43 (0.31-
0.59)

NR

Cardiac sar-
coidosis

Aitken 
[141] (2022)

26 (1363) 84% (74-90) 82% (75-88) NR NR NR

Inflammatory 
bowel disease

Treglia [153] 
(2013)

19 (454) 85% (81-88) 87% (84-90) 6.2 (2.9-13.4) 0.19 (0.10-
0.34)

44 (12-167) AUC: 0.93 
(0.87-
1.00)

Qualifications and responsibilities 
of personnel

In the United States, see the SNMMI guideline for general 
imaging [165]. In Europe, the certified nuclear medicine 
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Patient preparation and precautions

Present document underscores specific issues related to 
 [18F]FDG imaging of infection and inflammation. Some 
of the known general preparatory measures may not be 
needed when limited FOV studies are performed, in par-
ticular to evaluate localized infectious processes in the lower 
extremities.

1. Pregnancy (suspected or confirmed)

In the case of a patient who is known or suspected to 
be pregnant, the decision for performing the test has to 
be agreed in consensus by the patient, referring physician 
and the imaging expert. In non-urgent cases, a pregnancy 
test may help with the decision to postpone the study, pro-
vided the 10-day post-ovulation blackout is understood and 
adopted.

2.  Breastfeeding

Interruption of breastfeeding after  [18F]FDG administra-
tion is not required since little is excreted in the milk [166]. 
Contact between the mother and child should be avoided or 
at least restricted for 4 hours after injection of  [18F]FDG to 
reduce the radiation dose the infant receives from exposure 
to the mother [167].

3.  Diabetes and serum glucose level before  [18F]FDG 
administration

[18F]FDG and glucose compete for the same transporters. 
High serum glucose levels can therefore potentially inter-
fere with radiotracer uptake in target sites and it has been 
therefore recommended that  [18F]FDG should be adminis-
tered when blood glucose levels are below 11 mmol/L [1]. 
While in a group of patients with suspected infection neither 
diabetes nor hyperglycemia had any significant impact on 
the false negative rate of  [18F]FDG imaging [168], more 
recently, an inverse relation has been shown between the 
yield of  [18F]FDG-PET/CT and glycemia in patients with 
bacteremia [169]. In patients with severe, poorly controlled 
diabetes, a population often associated with infection, all 
efforts should be made to decrease blood glucose values to 
the lowest possible level, e.g. by appropriate study sched-
uling for late morning, approximately 4 hours after break-
fast. Recording blood glucose levels at the time of injec-
tion is mandatory prior to radiotracer administration. The 
time interval between various types of insulin and  [18F]
FDG administration should follow published recommen-
dations [1]. Metformin increases intestinal glucose uptake 
and colonic  [18F]FDG activity [170] which can mask adja-
cent sites of abdominal infection or inflammation. Holding 

metformin for 48 hours may improve assessment of the 
bowel and abdomen [171], but withholding is not necessary 
when the abdomen is not in the imaged FOV or when is not 
the main clinical region of interest.

4. Kidney and liver failure

[18F]FDG is primarily eliminated through the kidneys. 
This hampers its utility for detecting urinary tract infections. 
Image quality may be suboptimal in patients with kidney 
failure [172–174]. If contrast-enhanced CT is planned to be 
part of the PET/CT study, all precautions necessary for IV 
iodine contrast material administration should be followed 
[175].

Diffuse increased hepatic  [18F]FDG activity has been 
described in patients with liver failure, with no clear evi-
dence whether these findings affect the diagnostic accuracy 
in hepatic infectious or inflammatory processes [173]. How-
ever, caution is needed when using a visual scoring system 
in which liver uptake serves as reference activity.

5. Myocardial suppression protocol

As a glucose analogue,  [18F]FDG accumulates in the nor-
mal myocardium. Thus, specific protocols are required to 
minimize the physiologic  [18F]FDG uptake in the heart in 
cases of a known or suspected infectious or inflammatory 
process located in the myocardium or nearby anatomical 
structures or cardiac devices. Optimal myocardial suppres-
sion improves the diagnostic accuracy of  [18F]FDG PET/
CT for diagnosing cardiac sarcoidosis [149] and IE [77]. A 
multitude of myocardial suppression protocols have been 
proposed [176]. Current recommendations suggest a pro-
longed fasting period of at least 12 hours preceded by a high 
fat-low/no carbohydrate-diet for 24-48 hours, with or with-
out the administration of intravenous heparin (50 IU/kg) 15 
min before tracer injection [62, 177, 178]. Despite the use of 
these preparation protocols, suboptimal myocardial suppres-
sion may be observed in 5-20% of patients [176]. Emerging 
evidence suggests that beta-hydroxybutyrate serum levels 
could be used to indicate if a patient has reached adequate 
ketosis following a myocardial suppression preparation 
[179].

6. Glucocorticoids

Glucocorticoids are a mainstay for treating inflammatory 
conditions that are currently often evaluated with  [18F]FDG-
PET/CT at both diagnosis and during follow-up. In general, 
it is recommended to perform the study prior to starting 
treatment (unless there is a risk of complications) since 
glucocorticoid administration can rapidly reduce  [18F]FDG 
uptake. False negative results following steroid treatment 
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have been described mainly in GCA and other systemic vas-
culitides [180]. However, more recent studies have shown 
that high dose oral glucocorticoids do not significantly affect 
the diagnostic accuracy within the first few days after treat-
ment onset in patients with large vessel arteritis, rheumatoid 
arthritis, and PMR. As such, an open “diagnostic window” 
of up to three days after the beginning of treatment has been 
proposed. There was no decrease in sensitivity when com-
paring studies in untreated patients with those receiving glu-
cocorticoids for 3 days or less despite a decrease in uptake 
intensity of up to 15% [181, 182]. After approximately 10 
days, a more significant reduction in the intensity of uptake, 
up to 40% was reported [182] resulting in a correct diagnosis 
in only one-third of cases [182, 183]. The use of IV gluco-
corticoids with more rapid reduction in inflammation may 
shorten this “diagnostic window” to less than 3 days. Very 
few studies have been specifically designed to investigate if 
and how long glucocorticoids should be discontinued prior 
to  [18F]FDG-PET/CT. One study in PMR patients showed 
that a controlled reduction of prednisolone dose for 1 week 
followed by a 1 week discontinuation (in patients that had 
been treated for 8 weeks) significantly enhanced the sensitiv-
ity from 36% to 66%, but remained lower compared to base-
line  [18F]FDG-PET/CT prior to treatment. Based on limited 
data and expert opinion, a discontinuation of glucocorticoids 
for at least 2 weeks can be considered if clinical presentation 
allows. The safety and utility for other indications has not 
been validated [184].

7. Antibiotics

Studies should preferentially be performed prior to the 
beginning of antibiotic treatment or as soon as possible 
thereafter, however, without delaying treatment initiation. 
 [18F]FDG PET/CT studies performed during antibiotic 
treatment in patients with suspected infection should be 
interpreted with caution. A decrease in the intensity and a 
change in the distribution pattern of  [18F]FDG uptake in 
known infectious processes are parameters used to assess 
the results of antibiotic therapy.  [18F]FDG PET/CT has been 
reported to correctly identify foci of increased uptake com-
patible with infection in all studies performed in patients 
with microbiologically documented infections receiving 
appropriate antibiotic therapy, with no false negative results. 
Positive study results were reported in a small number of 
patients with severe disease showing a lack of response even 
after receiving appropriate antibiotic therapy for a duration 
of one month [185].

8. Evaluation of critically ill patients

The management of such patients is a logistical and tech-
nical time-consuming challenge for the nuclear medicine 

department staff. It requires the on-site presence of a highly 
trained multidisciplinary team. When scheduling a test in 
such a patient, logistics, nursing and medical care should 
be prepared well in advance with regards to general but also 
specific recommendations, including radiotracer adminis-
tration within the ICU unit and use of large FOV PET/CT 
systems when available can minimize the time spent away 
from the ICU unit [186].

9. Specific instructions for  [18F]FDG PET/CT imaging in 
inflammatory or infectious diseases (in addition to the 
general recommendations described in the guidelines for 
 [18F]FDG PET/CT [1]).

• When a process involving the heart is known or sus-
pected, a dedicated myocardial suppression regimen 
is recommended to suppress physiological myocardial 
uptake and adherence to cardiac regimen prior to FDG 
administration should be verified (see "Patient prepara-
tion and precautions, no.5").

• Record the administration and duration (start of treat-
ment) of specific drugs that may interfere with  [18F]FDG 
uptake such as antibiotics or glucocorticoids.

• The following parameters must be checked, known and 
recorded:

o Fever and/or elevation of acute inflammatory markers 
such as ESR or CRP.

o Diabetes and its ongoing treatment.
o History of trauma, recent surgery or invasive diagnos-

tic procedures performed within the last 4 weeks.
o Neoplastic disorder, recent chemo- and radiotherapy 

that may influence the interpretation of a procedure 
performed in the framework of infection and inflam-
mation.

o Known immunosuppressive status.
o Recent vaccination and site of injection.
o Presence of a known infectious or inflammatory condi-

tion.

Radiopharmaceutical administration

1. The radiopharmaceutical should be administered 
through an IV line. The administered activity varies 
according to local regulations, in addition to patient 
characteristics, indication for study, type of imaging 
device and acquisition protocol.

2. Uptake period after injection: a minimum 60-minute 
interval between  [18F]FDG injection and acquisition is 
recommended to achieve an adequate radiotracer bio-
distribution. A preferred uptake period of 90 minutes 
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and/or the addition of delayed images can be applied for 
vasculitis, cardiac sarcoidosis or IE.

3. Post-procedure recommendations:

At the end of the imaging procedure the technical qual-
ity of the study must be checked by the technologist and 
approved by the nuclear medicine physician. Patients 
can then resume their normal routine without further 
precautions.

Radiation exposure

The effective dose for  [18F]FDG is 1.9x10-2 mSv/MBq [166]. 
In addition, radiation exposure from the CT, which depends 
on the type of study, diagnostic CT vs low-dose, needs to 
be considered.

Image acquisition protocol

Specific acquisition protocols are discussed in appropriate 
sections as needed.

• Cardiac: delayed dedicated static (>90 minutes post-
injection) and cardiac gated acquisition can improve the 
diagnostic accuracy for selected indications [187].

• In patients with suspected or known involvement of the 
lower extremities the acquisition FOV should include the 
feet. The upper extremities should be included in selected 
cases when clinically relevant.

• For specific clinical indications such as assessment of a 
suspected PJI or a diabetic foot infection, imaging can be 
confined to one or two FOVs.

• Recent technological advances in PET equipment have 
enabled a further reduction of injected activity and/or 
acquisition duration in cases with infection and inflam-
mation, similar to cancer patients, while maintaining 
excellent image quality [188, 189], resulting in a sub-
sequent decrease in radiation exposure. Total-body 
PET/CT systems can be potentially used for single-step 
whole-body PET images in an expanding, wider range of 
patient populations, including critically ill and debilitated 
patients with suspected or known infectious processes.

• CT acquisition parameters are detailed in the EANM 
tumor imaging guidelines [1].

• Metallic artifact reduction techniques should be used 
whenever available and indicated.

• For peripheral musculoskeletal infection indications, CT 
should be performed for a limited FOV, with thin slice 
acquisition and reconstruction with bone matrix in all 
orthogonal planes.

Image analysis and interpretation

1. Physiologic 18F-FDG distribution, relevant for evalua-
tion of infection and inflammation:

• In the fasting state without any specific myocardial sup-
pression protocol, variable  [18F]FDG uptake can be 
observed in the myocardium.

• [18F]FDG is excreted via the kidneys and accumulates in 
the urinary tract.

• Variable uptake can be found in skeletal muscles, depend-
ing on recent physical activity and insulin administration.

• Uptake in the GI tract is highly variable and can be influ-
enced by ongoing treatment with metformin or analogs.

• Uptake in the lymphoid tissue and normal size lymph 
nodes can be variable and is non-specific [1, 190].

• Diffuse bone marrow and splenic uptake can be noted 
in the presence of active infection or inflammation, and 
other conditions [191].

2. Qualitative, visual analysis

• PET images are evaluated for abnormal sites of increased 
uptake according to their intensity and uptake patterns 
(focal, linear, diffuse, heterogeneous). In general, a posi-
tive study shows increased uptake in a lesion, with an 
intensity higher than the surrounding background and 
not explained by physiological activity. A grading score 
has been described for various indications to standardize 
interpretation. Findings are then correlated with location 
and morphologic data obtained from the CT component. 
Specific criteria are described in the “interpretation cri-
teria” section for various clinical indications.

• Radiotracer avidity in loco-regional lymph nodes has 
been suggested as a predictor of an infectious process 
but its role as a specific interpretation criterion is not 
known and should therefore be used with caution [192, 
193].

• The CT component should be reviewed for findings sup-
porting the suspected diagnosis or other causes of  [18F]
FDG uptake.

• In musculoskeletal infections:

o Accurate co-registration of PET and CT images is 
of utmost importance to evaluate for the presence of 
osteomyelitis.

o In cases with intense soft tissue uptake and suspected 
blooming into adjacent bone, the intensity of the win-
dow to define the epicenter of the lesion should be 
adjusted to evaluate for bone involvement.
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o CT findings should be assessed for signs of acute and 
chronic osteomyelitis [194].

o Signs of fracture, arthropathy, metastases and degen-
erative changes, if present, can indicate a differential 
diagnosis for increased  [18F]FDG uptake.

• In view of potential false negative  [18F]FDG PET results, 
it is essential that even in cases of a negative PET study, 
the CT component should be thoroughly evaluated. In 
general, causes for false-negative  [18F]FDG PET results 
are related to:

o Size of the lesion.
o Location of lesions adjacent to sites of high physiologic 

activity.
o Intake of drugs interfering with uptake.

Low quality studies should be specifically recorded. 
Interpretation can be potentially impaired, in particular in 
scenarios such as:

• Obese patients.
• Altered biodistribution.
• Patient movement between the PET and CT acquisitions, 

resulting in incorrect fusion.
• Patients with metallic hardware and no or inappropriate 

software correction.
• In the presence of metallic hardware, when older PET/

CT devices are used and in case of doubt, both non-
attenuated (NAC) and attenuation corrected (AC) images 
should be reviewed to identify metal induced artifacts 
on AC images. Such artifacts are infrequent with more 
recent PET/CT devices.

3. Quantitative analysis (SUV)

Unlike for its use in oncology, SUV or target-to-back-
ground (T/B) ratios have not been generally validated in 
the field of infection to allow differentiation from a sterile 
inflammation or malignancy [60] and should therefore be 
used with caution both at diagnosis and during treatment 
evaluation.

Areas of future research and perspectives

Research should preferably be designed in the framework 
of multicenter studies with standardized data collection 
and interpretation, consecutive recruitment of patients and 
proper blinding of test assessors for appropriate health 

technology assessment. Where appropriate, patient com-
pliance and patient outcomes should be also evaluated.

• Assess the potential role for late imaging (90-180 min-
utes post  [18F]FDG injection) in selected indications such 
as osteomyelitis, vascular and cardiac imaging aiming at 
improving image quality through higher target to back-
ground ratios.

• Assess the role of ECG-synchronized cardiac gated 
acquisition in suspected endocarditis.

• Assess the added value and potential improvement of 
diagnostic yield using IV contrast with  [18F]FDG PET/
CT in selected indications.

• Define the role and threshold(s) for SUV or lesion-to-
background ratios to diagnose and differentiate an infec-
tion from a sterile inflammation or a malignant process.

• Determine whether the diagnostic accuracy is further 
improved with new digital or large FOV hybrid PET 
systems, particularly in the evaluation of small lesions, 
while also reducing the administered radiotracer activity.

• Determine the potential added value of PET/MRI for 
assessment of infectious processes in general and spe-
cifically for indications such as spondylodiscitis, diabetic 
foot infection, osteomyelitis, polycystic disease, cardiac 
sarcoidosis, cranial artery vasculitis and IBD.

• Compare the diagnostic accuracy of  [18F]FDG imaging 
vs other modalities such as WBC SPECT/CT and MRI 
in various indications. This should include defining the 
appropriate choice between these tests considering their 
performance indices as well as local availability, exper-
tise and cost effectiveness.

• Understand the impact of antibiotic therapy and its dura-
tion prior to imaging on the diagnostic accuracy.

• Monitoring therapy response remains one of the most 
important but insufficiently studied potential additional 
applications of  [18F]FDG PET imaging in infection and 
inflammation. Appropriate interpretation criteria and 
added value needs to be validated for several indications.

• Identify the optimal time point for integrating  [18F]FDG 
PET/CT in the diagnostic work-up of infectious and 
inflammatory processes in terms of cost-effectiveness.

• Evaluate the role of artificial intelligence for  [18F]FDG 
PET/CT in the assessment of infectious and inflamma-
tory diseases.

Supplementary Information The online version contains supplemen-
tary material available at https:// doi. org/ 10. 1007/ s00259- 024- 06915-3.

Acknowledgements The guidelines were brought to the attention of 
SNMMI, the relevant EANM Committees and the National Societies 
of Nuclear Medicine. The comments and suggestions from SNMMI 
members and the Infection and Inflammation committee of the EANM 
are highly appreciated and have been considered for this guideline.

https://doi.org/10.1007/s00259-024-06915-3


533European Journal of Nuclear Medicine and Molecular Imaging (2025) 52:510–538 

Author contribution All authors contributed to the study conception 
and design. Material preparation, data collection and analysis were 
performed by all authors. The first draft of the manuscript was written 
by Gad Abikhzer and Olivier Gheysens, and all authors commented 
on previous versions of the manuscript. All authors read and approved 
the final manuscript.

Funding No funding was provided for this guideline.

Data Availability Data are available upon request.

Liability This guideline summarizes the views of the EANM inflamma-
tion and infection committee and the SNMMI. It reflects recommenda-
tions for which the EANM and SNMMI cannot be held responsible. 
The recommendations should be taken into context of good practice of 
nuclear medicine and do not substitute for national and international 
legal or regulatory provisions.

Declarations 

Ethics approval This guideline did not involve human participants 
or animals, and hence was exempt from institutional review board 
approval.

Consent to participate Not applicable.

Consent to publish Not applicable.

Conflicts of interest Authors Mike Machaba Sathekge, Ora Israel, and 
Arturo Chiti are editors of this journal.
GA: Novartis – Advanced Accelerator Applications- speaker honoraria
GT: nothing to disclose
MP-G: supported by a Fonds de recherche du Québec – Santé (FRQ-S) 
clinical research scholar award
JB: nothing to disclose
AC: Novartis – Advanced Accelerator Applications, advisory boards 
and speaker honoraria; Sirtex, speaker honorarium; General Electric 
Healthcare, speaker honorarium; Telix, advisory board; Bracco, speak-
er honorarium; European Journal of Nuclear Medicine and Molecular 
Imaging, Editor in Chief
EHD: nothing to disclose
AWJMG: nothing to disclose
CJP: nothing to disclose
MS: nothing to disclose
AS: nothing to disclose
FJ: nothing to disclose
OI: GE Healthcare- consultant
OG: nothing to disclose

Open Access This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, distribution and reproduction in any medium or format, as long 
as you give appropriate credit to the original author(s) and the source, 
provide a link to the Creative Commons licence, and indicate if changes 
were made. The images or other third party material in this article are 
included in the article’s Creative Commons licence, unless indicated 
otherwise in a credit line to the material. If material is not included in 
the article’s Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a 
copy of this licence, visit http://creativecommons.org/licenses/by/4.0/.

References

 1. Boellaard R, et al. FDG PET/CT: EANM procedure guidelines 
for tumour imaging: version 2.0. Eur J Nucl Med Mol Imaging. 
2015;42:328.

 2. Vaidyanathan S, et al. FDG PET/CT in infection and inflam-
mation–current and emerging clinical applications. Clin Radiol. 
2015;70:787.

 3. Jamar F, et al. EANM/SNMMI guideline for 18F-FDG use in 
inflammation and infection. J Nucl Med. 2013;54:647.

 4. Kirienko M, et al. Hybrid PET/MRI in Infection and Inflamma-
tion: An Update About the Latest Available Literature Evidence. 
Semin Nucl Med. 2023;53:107.

 5. Durack DT, Street AC. Fever of unknown origin–reexamined and 
redefined. Curr Clin Top Infect Dis. 1991;11:35.

 6. Vanderschueren S, et al. Inflammation of unknown origin versus fever 
of unknown origin: Two of a kind. Eur J Intern Med. 2009;20:415.

 7. Hao R, et al. Diagnostic performance of 18F-FDG PET/CT in 
patients with fever of unknown origin: a meta-analysis. Nucl Med 
Commun. 2013;34:682.

 8. Takeuchi M, et al. Nuclear Imaging for Classic Fever of Unknown 
Origin: Meta-Analysis. J Nucl Med. 2016;57:1913.

 9. Bharucha T, et al. Diagnostic yield of FDG-PET/CT in fever of 
unknown origin: a systematic review, meta-analysis, and Delphi 
exercise. Clin Radiol. 2017;72:764.

 10. Kan Y, et al. Contribution of 18F-FDG PET/CT in a case-mix of 
fever of unknown origin and inflammation of unknown origin: a 
meta-analysis. Acta Radiol. 2019;60:716.

 11. van Rijsewijk ND, et al. Molecular Imaging of Fever of Unknown 
Origin: An Update. Semin Nucl Med. 2023;53:4.

 12. Takeuchi M, et al. Association of 18F-FDG PET or PET/CT 
results with spontaneous remission in classic fever of unknown 
origin: a systematic review and meta-analysis. Medicine (Balti-
more). 2018;97:e12909.

 13. Becerra Nakayo EM, et al. Analysis of cost-effectiveness in the 
diagnosis of fever of unknown origin and the role of (18)F-FDG 
PET-CT: a proposal of diagnostic algorithm. Rev Esp Med Nucl 
Imagen Mol. 2012;31:178.

 14. Balink H, et  al. (1)(8)F-FDG PET/CT in inflammation of 
unknown origin: a cost-effectiveness pilot-study. Eur J Nucl Med 
Mol Imaging. 2015;42:1408.

 15. Goto M, Al-Hasan MN. Overall burden of bloodstream infec-
tion and nosocomial bloodstream infection in North America 
and Europe. Clin Microbiol Infect. 2013;19:501.

 16. Huang CK, et al. Diagnostic performance of FDG PET/CT in 
critically ill patients with suspected infection: A systematic 
review and meta-analysis. J Formos Med Assoc. 2020;119:941.

 17. Buis DTP, et al. [18F]FDG-PET/CT in Staphylococcus aureus 
bacteremia: a systematic review. BMC Infect Dis. 2022;22:282.

 18. Pijl JP, et al. FDG-PET/CT in intensive care patients with blood-
stream infection. Crit Care. 2021;25:133.

 19. Vos FJ, et al. Cost-effectiveness of routine (18)F-FDG PET/CT 
in high-risk patients with gram-positive bacteremia. J Nucl Med. 
2011;52:1673.

 20. Raghavan M, Palestro CJ. Imaging of Spondylodiscitis: An 
Update. Semin Nucl Med. 2023;53:152.

 21. Lazzeri E, et al. Joint EANM/ESNR and ESCMID-endorsed con-
sensus document for the diagnosis of spine infection (spondylo-
discitis) in adults. Eur J Nucl Med Mol Imaging. 2019;46:2464.

 22. Palestro C, et al. Appropriate Use Criteria for the Use of Nuclear 
Medicine in Musculoskeletal Infection Imaging. J Nucl Med. 
2021;62:1815.

 23. Treglia G, et al. Diagnostic performance of (18)F-FDG PET/CT 
in patients with spinal infection: a systematic review and a bivari-
ate meta-analysis. Eur J Nucl Med Mol Imaging. 2020;47:1287.

http://creativecommons.org/licenses/by/4.0/


534 European Journal of Nuclear Medicine and Molecular Imaging (2025) 52:510–538

 24. Smids C, et al. A comparison of the diagnostic value of MRI 
and (18)F-FDG-PET/CT in suspected spondylodiscitis. Infection. 
2017;45:41.

 25. Ito K, et al. Clinical impact of (18)F-FDG PET/CT on the man-
agement and diagnosis of infectious spondylitis. Nucl Med Com-
mun. 2010;31:691.

 26. Glaudemans A, et al. Consensus document for the diagnosis of 
peripheral bone infection in adults: a joint paper by the EANM, 
EBJIS, and ESR (with ESCMID endorsement). Eur J Nucl Med 
Mol Imaging. 2019;46:957.

 27. Llewellyn A, et al. Imaging tests for the detection of osteomyeli-
tis: a systematic review. Health Technol Assess. 2019;23:1.

 28. Govaert GA, et al. Accuracy of diagnostic imaging modali-
ties for peripheral post-traumatic osteomyelitis - a systematic 
review of the recent literature. Eur J Nucl Med Mol Imaging. 
2017;44:1393.

 29. Wenter V, et al. [18F]FDG PET accurately differentiates infected 
and non-infected non-unions after fracture fixation. Eur J Nucl 
Med Mol Imaging. 2017;44:432.

 30. Zhuang H, et al. Rapid normalization of osseous FDG uptake 
following traumatic or surgical fractures. Eur J Nucl Med Mol 
Imaging. 2003;30:1096.

 31. Hariri H, et al. Utility of FDG-PET/CT for the Detection and 
Characterization of Sternal Wound Infection Following Ster-
notomy. Nucl Med Mol Imaging. 2019;53:253.

 32. Zhang Q, et al. Comparative diagnostic accuracy of respective 
nuclear imaging for suspected fracture-related infection: a sys-
tematic review and Bayesian network meta-analysis. Arch Orthop 
Trauma Surg. 2021;141:1115.

 33. Lemans JVC, et al. The diagnostic accuracy of (18)F-FDG PET/
CT in diagnosing fracture-related infections. Eur J Nucl Med Mol 
Imaging. 2019;46:999.

 34. Wenter V, et al. The diagnostic value of [(18)F]FDG PET for the 
detection of chronic osteomyelitis and implant-associated infec-
tion. Eur J Nucl Med Mol Imaging. 2016;43:749.

 35. Liu S, et al. The value of (18) F-FDG PET/CT in diagnosing and 
localising deep sternal wound infection to guide surgical debride-
ment. Int Wound J. 2020;17:1019.

 36. Lauri C et al. Diagnostic imaging of the diabetic foot: an EANM 
evidence-based guidance. Eur J Nucl Med Mol Imaging. 2024. 
https:// doi. org/ 10. 1007/ s00259- 024- 06693-y

 37. Senneville É et al. IWGDF/IDSA Guidelines on the diagnosis 
and treatment of diabetes-related Foot Infections (IWGDF/IDSA 
2023). Clin Infect Dis. 2023. https:// doi. org/ 10. 1093/ cid/ ciad5 27

 38. Lauri C, et al. Comparison of White Blood Cell Scintigraphy, 
FDG PET/CT and MRI in suspected diabetic foot infection: 
results of a large retrospective multicenter study. J Clin Med. 
2020;9:1645.

 39. Treglia G, et  al. Diagnostic performance of Fluorine-
18-Fluorodeoxyglucose positron emission tomography for the 
diagnosis of osteomyelitis related to diabetic foot: a systematic 
review and a meta-analysis. Foot (Edinb). 2013;23:140.

 40. Lauri C, et al. Detection of osteomyelitis in the diabetic foot 
by imaging techniques: a systematic review and meta-analysis 
comparing MRI, White Blood Cell Scintigraphy, and FDG-
PET. Diabetes Care. 2017;40:1111.

 41. Llewellyn A, et al. Imaging for detection of osteomyelitis in 
people with diabetic foot ulcers: a systematic review and meta-
analysis. Eur J Radiol. 2020;131:109215.

 42. Palestro CJ. Molecular imaging of periprosthetic joint infec-
tions. Semin Nucl Med. 2023;53:167.

 43. Signore A, et al. Consensus document for the diagnosis of 
prosthetic joint infections: a joint paper by the EANM, EBJIS, 
and ESR (with ESCMID endorsement). Eur J Nucl Med Mol 
Imaging. 2019;46:971.

 44. Romano CL, et al. The role of imaging techniques to define a 
Peri-prosthetic hip and knee joint infection: multidisciplinary 
consensus statements. J Clin Med. 2020;9:2548.

 45. Verberne SJ, et al. What is the accuracy of nuclear imaging 
in the assessment of periprosthetic knee infection? A Meta-
analysis. Clin Orthop Relat Res. 2017;475:1395.

 46. Hu M, et al. A Systematic review and meta-analysis on the 
accuracy of fluorodeoxyglucose positron emission tomography/ 
computerized tomography for diagnosing periprosthetic joint 
infections. Front Surg. 2022;9:698781.

 47. Reinartz P. FDG-PET in patients with painful hip and knee 
arthroplasty: technical breakthrough or just more of the same. 
Q J Nucl Med Mol Imaging. 2009;53:41.

 48. Love C, et al. Diagnosing infection in the failed joint replace-
ment: a comparison of coincidence detection 18F-FDG and 
111In-labeled leukocyte/99mTc-sulfur colloid marrow imag-
ing. J Nucl Med. 2004;45:1864.

 49. Stumpe KD, et al. FDG PET for differentiation of infection and 
aseptic loosening in total hip replacements: comparison with 
conventional radiography and three-phase bone scintigraphy. 
Radiology. 2004;231:333.

 50. Chacko TK, et al. The importance of the location of fluoro-
deoxyglucose uptake in periprosthetic infection in painful hip 
prostheses. Nucl Med Commun. 2002;23:851.

 51. Verberne SJ, et  al. Fluorodeoxyglucose positron emis-
sion tomography imaging for diagnosing periprosthetic hip 
infection: the importance of diagnostic criteria. Int Orthop. 
2018;42:2025.

 52. Gelderman SJ, et al. (18)F-FDG-PET uptake in non-infected total 
hip prostheses. Acta Orthop. 2018;89:634.

 53. Zhuang H, et al. Persistent non-specific FDG uptake on PET 
imaging following hip arthroplasty. Eur J Nucl Med Mol Imag-
ing. 2002;29:1328.

 54. Aydin A, et al. Patterns of 18F-FDG PET images in patients 
with uncomplicated total hip arthroplasty. Hell J Nucl Med. 
2015;18:93.

 55. Jin H, et al. Diagnostic performance of FDG PET or PET/CT in 
prosthetic infection after arthroplasty: a meta-analysis. Q J Nucl 
Med Mol Imaging. 2014;58:85.

 56. Verberne SJ, et al. The Accuracy of Imaging Techniques in the 
Assessment of Periprosthetic Hip Infection: A Systematic Review 
and Meta-Analysis. J Bone Joint Surg Am. 2016;98:1638.

 57. Kim K, Kim SJ. Diagnostic role of PET or PET/CT for prosthetic 
joint infection: A systematic review and Meta-analysis. Hell J 
Nucl Med. 2021;24:83.

 58. Pelletier-Galarneau M, et  al. Detection of Native and Pros-
thetic Valve Endocarditis: Incremental Attributes of Functional 
FDG PET/CT over Morphologic Imaging. Current Cardiology 
Reports. 2020;22:93.

 59. Wang A, et al. Contemporary clinical profile and outcome of 
prosthetic valve endocarditis. JAMA. 2007;297:1354.

 60. Delgado V, et al. 2023 ESC guidelines for the management of 
endocarditis. Eur Heart J. 2023;44:3948.

 61. Fowler VG, et  al. The 2023 duke-international society for 
cardiovascular infectious diseases criteria for infective endo-
carditis: updating the modified duke criteria. Clin Infect Dis. 
2023;77:518.

 62. Dilsizian V, et al. Best practices for imaging cardiac device-
related infections and endocarditis: a JACC: Cardiovascular 
Imaging Expert Panel Statement. JACC Cardiovasc Imaging. 
2022;15:891.

 63. Swart LE, et al. Improving the diagnostic performance of (18)
F-fluorodeoxyglucose positron-emission tomography/computed 
tomography in prosthetic heart valve endocarditis. Circulation. 
2018;138:1412.

https://doi.org/10.1007/s00259-024-06693-y
https://doi.org/10.1093/cid/ciad527


535European Journal of Nuclear Medicine and Molecular Imaging (2025) 52:510–538 

 64. Wahadat AR, et al. Normal imaging findings after aortic valve 
implantation on (18)F-Fluorodeoxyglucose positron emis-
sion tomography with computed tomography. J Nucl Cardiol. 
2021;28:2258.

 65. Juneau D, et al. Molecular Imaging for the diagnosis of infective 
endocarditis: A systematic literature review and meta-analysis. 
Int J Cardiol. 2018;253:183.

 66. Mahmood M, et al. Meta-analysis of 18F-FDG PET/CT in the 
diagnosis of infective endocarditis. J Nucl Cardiol. 2019;26:922.

 67. Wang TKM, et al. Diagnosis of infective endocarditis by subtype 
using (18)F-fluorodeoxyglucose positron emission tomography/
computed tomography: a contemporary meta-analysis. Circ Car-
diovasc Imaging. 2020;13:e010600.

 68. Philip M, et al. Comparison Between ESC and Duke Criteria for 
the Diagnosis of Prosthetic Valve Infective Endocarditis. JACC 
Cardiovasc Imaging. 2020;13:2605.

 69. San S, et al. Prognostic Value of (18)F-Fluorodeoxyglucose Posi-
tron Emission Tomography/Computed Tomography in Infective 
Endocarditis. J Am Coll Cardiol. 2019;74:1031.

 70. Pizzi MN, et al. Improving the diagnosis of infective endocarditis 
in prosthetic valves and intracardiac devices with 18F-fluordeox-
yglucose positron emission tomography/computed tomography 
angiography: initial results at an infective endocarditis referral 
center. Circulation. 2015;132:1113.

 71. Holle SLK, et al. Clinical usefulness of FDG-PET/CT for identi-
fication of abnormal extra-cardiac foci in patients with infective 
endocarditis. Int J Cardiovasc Imaging. 2020;36:939.

 72. Duval X, et al. Impact of systematic whole-body 18F-fluorode-
oxyglucose pet/ct on the management of patients suspected of 
infective endocarditis: the prospective multicenter TEPvENDO 
study. Clin Infect Dis. 2021;73:393.

 73. Kestler M, et al. Role of (18)F-FDG PET in Patients with Infec-
tious Endocarditis. J Nucl Med. 2014;55:1093.

 74. Ambrosioni J, et al. The changing epidemiology of infective 
endocarditis in the twenty-first century. Curr Infect Dis Rep. 
2017;19:21.

 75. Abikhzer G, et al. [(18)F]FDG-PET CT for the evaluation of 
native valve endocarditis. J Nucl Cardiol. 2022;29:158.

 76. Philip M, et al. (18)F-fluorodeoxyglucose positron emission 
tomography/computed tomography for the diagnosis of native 
valve infective endocarditis: A prospective study. Arch Cardio-
vasc Dis. 2021;114:211.

 77. Kamani CH, et al. Diagnostic performance of (18)F-FDG PET/
CT in native valve endocarditis: systematic review and bivariate 
meta-analysis. Diagnostics (Basel). 2020;10:754.

 78. Blomstrom-Lundqvist C, et al. European Heart Rhythm Associ-
ation (EHRA) international consensus document on how to pre-
vent, diagnose, and treat cardiac implantable electronic device 
infections-endorsed by the Heart Rhythm Society (HRS), the 
Asia Pacific Heart Rhythm Society (APHRS), the Latin Ameri-
can Heart Rhythm Society (LAHRS), International Society for 
Cardiovascular Infectious Diseases (ISCVID), and the Euro-
pean Society of Clinical Microbiology and Infectious Diseases 
(ESCMID) in collaboration with the European Association for 
Cardio-Thoracic Surgery (EACTS). Eur Heart J. 2020;41:2012.

 79. Viganego F, et al. Effect of early diagnosis and treatment with 
percutaneous lead extraction on survival in patients with cardiac 
device infections. Am J Cardiol. 2012;109:1466.

 80. Leccisotti L, et al. Cardiovascular implantable electronic device 
infection: delayed vs standard FDG PET-CT imaging. J Nucl 
Cardiol. 2014;21:622.

 81. Juneau D et al. Positron emission tomography and single-photon 
emission computed tomography imaging in the diagnosis of car-
diac implantable electronic device infection: a systematic review 
and meta-analysis. Circ Cardiovasc Imaging. 2017;10. https:// 
doi. org/ 10. 1161/ CIRCI MAGING. 116. 005772

 82. Mahmood M, et al. Role of (18)F-FDG PET/CT in the diagno-
sis of cardiovascular implantable electronic device infections: A 
meta-analysis. J Nucl Cardiol. 2019;26:958.

 83. Diemberger I, et al. Contribution of PET imaging to mortality 
risk stratification in candidates to lead extraction for pacemaker 
or defibrillator infection: a prospective single center study. Eur J 
Nucl Med Mol Imaging. 2019;46:194.

 84. Givertz MM, et al. HFSA/SAEM/ISHLT Clinical Expert Consen-
sus Document on the Emergency Management of Patients with 
Ventricular Assist Devices. J Card Fail. 2019;25:494.

 85. Blanco-Guzman MO, et al. Epidemiology of Left Ventricular 
Assist Device Infections: Findings From a Large Nonregistry 
Cohort. Clin Infect Dis. 2021;72:190.

 86. Koval CE, et al. Ventricular assist device-related infections and 
solid organ transplantation-Guidelines from the American Soci-
ety of Transplantation Infectious Diseases Community of Prac-
tice. Clin Transplant. 2019;33:e13552.

 87. Tam MC, et al. Diagnostic Accuracy of FDG PET/CT in sus-
pected LVAD infections: a case series, systematic review, and 
meta-analysis. JACC Cardiovasc Imaging. 2020;13:1191.

 88. Ten Hove D, et al. The value of (18)F-FDG PET/CT for the 
diagnosis of device-related infections in patients with a left ven-
tricular assist device: a systematic review and meta-analysis. Eur 
J Nucl Med Mol Imaging. 2021;48:241.

 89. Kim J, et al. FDG PET/CT for early detection and localization of 
left ventricular assist device infection: impact on patient manage-
ment and outcome. JACC Cardiovasc Imaging. 2019;12:722.

 90. Sommerlath Sohns JM, et al. (18)F-FDG PET/CT in left-ventric-
ular assist device infection: initial results supporting the useful-
ness of image-guided therapy. J Nucl Med. 2020;61:971.

 91. Bernhardt AM, et al. The value of fluorine-18 deoxyglucose 
positron emission tomography scans in patients with ventricular 
assist device specific infectionsdagger. Eur J Cardiothorac Surg. 
2017;51:1072.

 92. Chakfe N, et al. Editor’s Choice - European Society for Vascular 
Surgery (ESVS) 2020 Clinical Practice Guidelines on the Man-
agement of Vascular Graft and Endograft Infections. Eur J Vasc 
Endovasc Surg. 2020;59:339.

 93. Lauri C, et al. Evidence-based guideline of the European Asso-
ciation of Nuclear Medicine (EANM) on imaging infection in 
vascular grafts. Eur J Nucl Med Mol Imaging. 2022;49:3430.

 94. Sah BR, et  al. Diagnostic performance of 18F-FDG-PET/
CT in vascular graft infections. Eur J Vasc Endovasc Surg. 
2015;49:455.

 95. Lauri C, et al. How to combine CTA, (99m)Tc-WBC SPECT/CT, 
and [(18)F]FDG PET/CT in patients with suspected abdominal 
vascular endograft infections? Eur J Nucl Med Mol Imaging. 
2023;50:3235.

 96. Reinders Folmer EI, et al. Diagnostic imaging in vascular graft 
infection: a systematic review and meta-analysis. Eur J Vasc 
Endovasc Surg. 2018;56:719.

 97. Kim SJ, et  al. A systematic review and meta-analysis of 
(18)F-fluorodeoxyglucose positron emission tomography 
or positron emission tomography/computed tomography for 
detection of infected prosthetic vascular grafts. J Vasc Surg. 
2019;70:307.

 98. Rojoa D, et al. 18F-FDG PET in the diagnosis of vascular pros-
thetic graft infection: a diagnostic test accuracy meta-analysis. 
Eur J Vasc Endovasc Surg. 2019;57:292.

 99. Reinders Folmer EI, et al. A systematic review and meta-analysis 
of (18)F-fluoro-d-deoxyglucose positron emission tomography 
interpretation methods in vascular graft and endograft infection. 
J Vasc Surg. 2020;72:2174.

 100. Mahmoodi Z, et al. Prosthetic vascular graft infection: A system-
atic review and meta-analysis on diagnostic accuracy of 18FDG 
PET/CT. Gen Thorac Cardiovasc Surg. 2022;70:219.

https://doi.org/10.1161/CIRCIMAGING.116.005772
https://doi.org/10.1161/CIRCIMAGING.116.005772


536 European Journal of Nuclear Medicine and Molecular Imaging (2025) 52:510–538

 101. Husmann L, et al. Impact of unknown incidental findings in PET/
CT examinations of patients with proven or suspected vascular 
graft or endograft infections. Sci Rep. 2021;11:13747.

 102. Sallee M, et al. Cyst infections in patients with autosomal dominant 
polycystic kidney disease. Clin J Am Soc Nephrol. 2009;4:1183.

 103. Bobot M, et al. Diagnostic performance of [(18)F]fluorodeoxy-
glucose positron emission tomography-computed tomography 
in cyst infection in patients with autosomal dominant polycystic 
kidney disease. Clin Microbiol Infect. 2016;22:71.

 104. Pijl JP, et al. (18)F-FDG PET/CT in Autosomal Dominant Poly-
cystic Kidney Disease Patients with Suspected Cyst Infection. J 
Nucl Med. 2018;59:1734.

 105. Neuville MF, et al. The use of a visual 4-point scoring scale 
improves the yield of (18)F-FDG PET-CT imaging in the diagno-
sis of renal and hepatic cyst infection in patients with autosomal 
dominant polycystic kidney disease. Eur J Nucl Med Mol Imag-
ing. 2021;48:254.

 106. Salvador F, et al. Usefulness of the FDG PET/CT in the man-
agement of cystic echinococcosis: A pilot study. Acta Trop. 
2022;227:106295.

 107. Ankrah AO, et al. Imaging of Invasive Fungal Infections- The 
Role of PET/CT. Semin Nucl Med. 2023;53:57.

 108. Hot A, et al. Diagnostic contribution of positron emission tomog-
raphy with [18F]fluorodeoxyglucose for invasive fungal infec-
tions. Clin Microbiol Infect. 2011;17:409.

 109. Rammaert B, et al. Does (18)F-FDG PET/CT add value to con-
ventional imaging in clinical assessment of chronic disseminated 
candidiasis? Front Med (Lausanne). 2022;9:1026067.

 110. Lawal IO, et al. Molecular imaging of tuberculosis. Semin Nucl 
Med. 2023;53:37.

 111. Bomanji J, et al. PET/CT features of extrapulmonary tuberculo-
sis at first clinical presentation: a cross-sectional observational 
(18)F-FDG imaging study across six countries. Eur Respir J. 
2020;55:1901959.

 112. Esmail H, et al. Characterization of progressive HIV-associated 
tuberculosis using 2-deoxy-2-[(18)F]fluoro-D-glucose positron 
emission and computed tomography. Nat Med. 2016;22:1090.

 113. Sjölander H, et al. Value of FDG-PET/CT for treatment response 
in tuberculosis: a systematic review and meta-analysis. Clin 
Translational Imaging. 2018;6:19.

 114. Chen RY et al. PET/CT imaging correlates with treatment out-
come in patients with multidrug-resistant tuberculosis. Sci Transl 
Med. 2014; 6:265ra166

 115. Xie YL et al. Fourteen-day PET/CT imaging to monitor drug com-
bination activity in treated individuals with tuberculosis. Sci Transl 
Med. 2021;13. https:// doi. org/ 10. 1126/ scitr anslm ed. abd76 18

 116. Sarda-Mantel L, et al. [(18) F]FDG positron emission tomog-
raphy for initial staging and healing assessment at the end of 
therapy in lymph nodes and bone tuberculosis. Front Med (Laus-
anne). 2021;8:715115.

 117. Bomanji J, et al. Sequential (18)F-fluorodeoxyglucose positron 
emission tomography ((18)F-FDG PET) scan findings in patients 
with extrapulmonary tuberculosis during the course of treatment-
a prospective observational study. Eur J Nucl Med Mol Imaging. 
2020;47:3118.

 118. Malherbe ST, et al. Persisting positron emission tomography 
lesion activity and mycobacterium tuberculosis mRNA after 
tuberculosis cure. Nat Med. 2016;22:1094.

 119. Lawal IO, et al. (18)F-FDG PET/CT as a noninvasive biomarker 
for assessing adequacy of treatment and predicting relapse 
in patients treated for pulmonary tuberculosis. J Nucl Med. 
2020;61:412.

 120. Lawal IO, et al. Correlation Between CT features of active tuber-
culosis and residual metabolic activity on end-of-treatment FDG 
PET/CT in patients treated for pulmonary tuberculosis. Front 
Med (Lausanne). 2022;9:791653.

 121. Chen RY, et al. Radiological and functional evidence of the bron-
chial spread of tuberculosis: an observational analysis. Lancet 
Microbe. 2021;2:e518.

 122. Rehak Z, et al. (18)F-FDG PET/CT in polymyalgia rheumatica-a 
pictorial review. Br J Radiol. 2017;90:20170198.

 123. Ponte C, et al. 2022 American College of Rheumatology/EULAR 
classification criteria for giant cell arteritis. Ann Rheum Dis. 
2022;81:1647.

 124. Slart R, et al. FDG-PET/CT(A) imaging in large vessel vasculi-
tis and polymyalgia rheumatica: joint procedural recommenda-
tion of the EANM, SNMMI, and the PET Interest Group (PIG), 
and endorsed by the ASNC. Eur J Nucl Med Mol Imaging. 
2018;45:1250.

 125. Dejaco C et al. EULAR recommendations for the use of imaging 
in large vessel vasculitis in clinical practice: 2023 update. Ann 
Rheum Dis. 2023. https:// doi. org/ 10. 1136/ ard- 2023- 224543

 126. Moreel L, et al. Diagnostic yield of combined cranial and large ves-
sel PET/CT, ultrasound and MRI in giant cell arteritis: a system-
atic review and meta-analysis. Autoimmun Rev. 2023;22:103355.

 127. Thibault T, et al. PET/CT of cranial arteries for a sensitive 
diagnosis of giant cell arteritis. Rheumatology (Oxford). 
2023;62:1568.

 128. Salvarani C, et al. Is PET/CT essential in the diagnosis and fol-
low-up of temporal arteritis? Autoimmun Rev. 2017;16:1125.

 129. Nielsen BD, 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. 2019;46:184.

 130. van der Geest KSM, et al. Comparison and validation of FDG-
PET/CT scores for polymyalgia rheumatica. Rheumatology 
(Oxford). 2022;61:1072.

 131. Moreel L, et al. Diagnostic accuracy and validation of (18)
F-fluorodeoxyglucose positron emission tomography scores in a 
large cohort of patients with polymyalgia rheumatica. Front Med 
(Lausanne). 2022;9:1026944.

 132. Lee YH, et al. Diagnostic accuracy of 18F-FDG PET or PET/
CT for large vessel vasculitis: a meta-analysis. Z Rheumatol. 
2016;75:924.

 133. van der Geest KSM, et al. Diagnostic value of [18F]FDG-PET/
CT for treatment monitoring in large vessel vasculitis: a system-
atic review and meta-analysis. Eur J Nucl Med Mol Imaging. 
2021;48:3886.

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

 135. Sammel AM, et al. Diagnostic accuracy of positron emission 
tomography/computed tomography of the head, neck, and chest 
for giant cell arteritis: a prospective, double-blind cross-sectional 
study. Arthritis Rheumatol. 2019;71:1319.

 136. Crouser ED et al. Diagnosis and detection of sarcoidosis. An 
official american thoracic society clinical practice guideline. Am 
J Respir Crit Care Med. 2020;201:e26

 137. Birnie DH, et al. HRS expert consensus statement on the diag-
nosis and management of arrhythmias associated with cardiac 
sarcoidosis. Heart Rhythm. 2014;11:1305.

 138. Hiraga H, et al. Diagnostic standard and guidelines for sarcoido-
sis. Jpn J Sarcoidosis Granulomatous Disord. 2007;27:102.

 139. Chareonthaitawee P, et al. Joint SNMMI-ASNC expert consensus 
document on the role of (18)F-FDG PET/CT in cardiac sarcoid 
detection and therapy monitoring. J Nucl Med. 2017;58:1341.

 140. Kim SJ, et al. Diagnostic performance of F-18 FDG PET for 
detection of cardiac sarcoidosis; A systematic review and meta-
analysis. J Nucl Cardiol. 2020;27:2103.

 141. Aitken M, et al. Diagnostic accuracy of cardiac MRI versus FDG 
PET for cardiac sarcoidosis: a systematic review and meta-anal-
ysis. Radiology. 2022;304:566.

https://doi.org/10.1126/scitranslmed.abd7618
https://doi.org/10.1136/ard-2023-224543


537European Journal of Nuclear Medicine and Molecular Imaging (2025) 52:510–538 

 142. Treglia G, et al. The role of 18F-FDG-PET and PET/CT in 
patients with sarcoidosis: an updated evidence-based review. 
Acad Radiol. 2014;21:675.

 143. Ambrosini V, et al. (18)F-FDG PET/CT for the assessment of dis-
ease extension and activity in patients with sarcoidosis: results of 
a preliminary prospective study. Clin Nucl Med. 2013;38:e171.

 144. Mostard RL, et al. F-18 FDG PET/CT for detecting bone and 
bone marrow involvement in sarcoidosis patients. Clin Nucl Med. 
2012;37:21.

 145. Keijsers RG, et al. (18)F-FDG PET patterns and BAL cell profiles in 
pulmonary sarcoidosis. Eur J Nucl Med Mol Imaging. 2010;37:1181.

 146. Mostard RL, et al. Severity of pulmonary involvement and (18)
F-FDG PET activity in sarcoidosis. Respir Med. 2013;107:439.

 147. Keijsers RG, et al. 18F-FDG PET as a predictor of pulmonary func-
tion in sarcoidosis. Sarcoidosis Vasc Diffuse Lung Dis. 2011;28:123.

 148. Vorselaars AD, et al. Effectiveness of infliximab in refractory 
FDG PET-positive sarcoidosis. Eur Respir J. 2015;46:175.

 149. Tang R, et al. Impact of patient preparation on the diagnostic per-
formance of 18F-FDG PET in cardiac sarcoidosis: a systematic 
review and meta-analysis. Clin Nucl Med. 2016;41:e327.

 150. Ahmed AI, et al. The prognostic role of cardiac positron emission 
tomography imaging in patients with sarcoidosis: a systematic 
review. J Nucl Cardiol. 2021;28:1545.

 151. Rubin DT, et al. ACG Clinical Guideline: Ulcerative Colitis in 
Adults. Am J Gastroenterol. 2019;114:384.

 152. Caobelli F, et al. Role of molecular imaging in the management 
of patients affected by inflammatory bowel disease: state-of-the-
art. World J Radiol. 2016;8:829.

 153. Treglia G, et al. Diagnostic performance of Fluorine-18-Fluoro-
deoxyglucose positron emission tomography in patients with 
chronic inflammatory bowel disease: a systematic review and a 
meta-analysis. J Crohns Colitis. 2013;7:345.

 154. Panes J, et al. Imaging techniques for assessment of inflammatory 
bowel disease: joint ECCO and ESGAR evidence-based consen-
sus guidelines. J Crohns Colitis. 2013;7:556.

 155. Casali M, et al. State of the art of (18)F-FDG PET/CT application 
in inflammation and infection: a guide for image acquisition and 
interpretation. Clin Transl Imaging. 2021;9:299.

 156. Baker ME, et al. CT enterography for Crohn’s disease: optimal 
technique and imaging issues. Abdom Imaging. 2015;40:938.

 157. Noriega-Alvarez E, Martin-Comin J. molecular imaging in 
inflammatory bowel disease. Semin Nucl Med. 2023;53:273.

 158. Lovinfosse P, Hustinx R. The role of PET imaging in inflamma-
tory bowel diseases: state-of-the-art review. Q J Nucl Med Mol 
Imaging. 2022;66:206.

 159. Treglia G, et al. Emerging role of Fluorine-18-fluorodeoxyglu-
cose positron emission tomography in patients with retroperito-
neal fibrosis: a systematic review. Rheumatol Int. 2013;33:549.

 160. Grozdic Milojevic IT, et al. Impact of hybrid molecular imaging 
in retroperitoneal fibrosis: a systematic review. Rheumatol Int. 
2018;38:179.

 161. Dondi F, et al. 18F-fluorodeoxyglucose PET and PET/computed 
tomography for the evaluation of immunoglobulin G4-related 
disease: a systematic review. Nucl Med Commun. 2022;43:638.

 162. Elsakka A, et al. The clinical utility of molecular imaging in 
COVID-19: an update. Semin Nucl Med. 2023;53:98.

 163. Vass L, et al. Advances in PET to assess pulmonary inflamma-
tion: a systematic review. Eur J Radiol. 2020;130:109182.

 164. Jamar F, et al. Update on imaging of inflammatory arthritis and 
related disorders. Semin Nucl Med. 2023;53:287.

 165. SNMMI Procedure Standard for General Imaging version 6.0
 166. Icrp. Radiation dose to patients from radiopharmaceuticals. Adden-

dum 3 to ICRP Publication 53. ICRP Publication 106. Approved 
by the Commission in October 2007. Ann ICRP. 2008;38:1

 167. Mattsson S, et al. radiation dose to patients from radiopharma-
ceuticals: a compendium of current information related to fre-
quently used substances. Ann ICRP. 2015;44:7.

 168. Rabkin Z, et al. Do hyperglycemia and diabetes affect the inci-
dence of false-negative 18F-FDG PET/CT studies in patients 
evaluated for infection or inflammation and cancer? A Compara-
tive analysis. J Nucl Med. 2010;51:1015.

 169. Pijl JP, et al. Importance of blood glucose management before 
18F-FDG PET/CT in 322 patients with bacteremia of unknown 
origin. J Nucl Med. 2023;64:1287.

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

 171. Hamidizadeh R, et al. Metformin discontinuation prior to FDG 
PET/CT: a randomized controlled study to compare 24- and 
48-hour bowel activity. Radiology. 2018;289:418.

 172. Minamimoto R, et al. FDG-PET of patients with suspected renal 
failure: standardized uptake values in normal tissues. Ann Nucl 
Med. 2007;21:217.

 173. Kode V, et al. Impact of renal failure on F18-FDG PET/CT 
Scans. Front Oncol. 2017;7:155.

 174. Akers SR, et al. 18F-FDG uptake and clearance in patients with 
compromised renal function. Nucl Med Commun. 2016;37:825.

 175. ACR. Manual on Contrast Media. 2023.
 176. Osborne MT, et al. Patient preparation for cardiac fluorine-18 

fluorodeoxyglucose positron emission tomography imaging of 
inflammation. J Nucl Cardiol. 2017;24:86.

 177. Slart R, et al. Procedural recommendations of cardiac PET/CT 
imaging: standardization in inflammatory-, infective-, infiltra-
tive-, and innervation (4Is)-related cardiovascular diseases: a 
joint collaboration of the EACVI and the EANM. Eur J Nucl 
Med Mol Imaging. 2021;48:1016.

 178. Dilsizian V, et al. ASNC imaging guidelines/SNMMI procedure 
standard for positron emission tomography (PET) nuclear cardi-
ology procedures. J Nucl Cardiol. 2016;23:1187.

 179. Alfawara MS, et al. The utility of beta-hydroxybutyrate in detect-
ing myocardial glucose uptake suppression in patients undergo-
ing inflammatory [18F]-FDG PET studies. Eur J Nucl Med Mol 
Imaging. 2023;50:1103.

 180. Blockmans D, et al. Repetitive 18F-fluorodeoxyglucose positron 
emission tomography in giant cell arteritis: a prospective study 
of 35 patients. Arthritis Rheum. 2006;55:131.

 181. Clifford AH, et al. Positron emission tomography/computerized 
tomography in newly diagnosed patients with giant cell arteritis 
who are taking glucocorticoids. J Rheumatol. 2017;44:1859.

 182. Nielsen BD, et al. Three days of high-dose glucocorticoid treat-
ment attenuates large-vessel 18F-FDG uptake in large-vessel 
giant cell arteritis but with a limited impact on diagnostic accu-
racy. Eur J Nucl Med Mol Imaging. 2018;45:1119.

 183. Taimen K, et al. The Clinical Impact of Using (18)F-FDG-PET/
CT in the diagnosis of suspected vasculitis: the effect of dose and 
timing of glucocorticoid treatment. Contrast Media Mol Imaging. 
2019;2019:9157637.

 184. Nielsen AW, et al. The effect of prednisolone and a short-term 
prednisolone discontinuation for the diagnostic accuracy of 
FDG-PET/CT in polymyalgia rheumatica—a prospective study 
of 101 patients. Eur J Nucl Med Mol Imaging. 2024;51:2614.

 185. Kagna O, et al. Does antibiotic treatment affect the diagnostic 
accuracy of (18)F-FDG PET/CT studies in patients with sus-
pected infectious processes? J Nucl Med. 2017;58:1827.

 186. van Leer B, et al. Practice of 18F-FDG-PET/CT in ICU patients: 
a systematic review. Semin Nucl Med. 2023;53:809.

 187. Boursier C, et al. ECG-Gated cardiac FDG PET acquisitions sig-
nificantly improve detectability of infective endocarditis. JACC 
Cardiovasc Imaging. 2020;13:2691.



538 European Journal of Nuclear Medicine and Molecular Imaging (2025) 52:510–538

Authors and Affiliations

Gad Abikhzer1  · Giorgio Treglia2,3,4  · Matthieu Pelletier‑Galarneau5  · John Buscombe6  · Arturo Chiti7  · 
Elizabeth H. Dibble8  · Andor W. J. M. Glaudemans9  · Christopher J. Palestro10  · Mike Sathekge11  · 
Alberto Signore12  · Francois Jamar13  · Ora Israel14  · Olivier Gheysens13 

 * Andor W. J. M. Glaudemans 
 a.w.j.m.glaudemans@umcg.nl

 Gad Abikhzer 
 gad.abikhzer@mcgill.ca

 Giorgio Treglia 
 giorgio.treglia@eoc.ch

 Matthieu Pelletier-Galarneau 
 matthieu.pelletier-galarneau@icm-mhi.org

 John Buscombe 
 john.buscombe1@nhs.net

 Arturo Chiti 
 chiti.Arturo@hsr.it

 Elizabeth H. Dibble 
 edibble@lifespan.org

 Christopher J. Palestro 
 palestro@northwell.edu

 Mike Sathekge 
 mike.sathekge@up.ac.za

 Alberto Signore 
 alberto.signore@uniroma1.it

 Francois Jamar 
 francois.jamar@uclouvain.be

 Ora Israel 
 o_israel@rambam.health.gov.il

 Olivier Gheysens 
 olivier.gheysens@uclouvain.be

1 Department of Medical Imaging, Faculty of Medicine 
and Health Sciences, Jewish General Hospital, McGill 
University, Montreal, Quebec, Canada

2 Nuclear Medicine, Imaging Institute of Southern 
Switzerland, Ente Ospedaliero Cantonale, Bellinzona, 
Switzerland

3 Department of Nuclear Medicine and Molecular Imaging, 
Lausanne University Hospital, University of Lausanne, 
Lausanne, Switzerland

4 Faculty of Biomedical Sciences, Università della Svizzera 
Italiana, 6900 Lugano, Switzerland

5 Department of Medical Imaging, Montreal Heart Institute, 
Montreal, Quebec, Canada

6 Department of Nuclear Medicine, Cambridge University 
Hospitals, Cambridge, United Kingdom

7 Department of Nuclear Medicine, IRCCS San Raffaele 
and Vita-Salute San Raffaele University, Milano, Italy

8 Department of Diagnostic Imaging, Warren Alpert Medical 
School of Brown University, Rhode Island Hospital, 
Providence, RI, USA

9 Department of Nuclear Medicine and Molecular Imaging, 
University of Groningen, University Medical Center 
Groningen, Groningen, the Netherlands

10 Department of Radiology, Zucker School of Medicine 
at Hofstra, Northwell, USA

11 Nuclear Medicine Research Infrastructure (NuMeRI), 
University of Pretoria, Steve Biko Academic Hospital, 
Pretoria, South Africa

12 Nuclear Medicine Unit, Department of Medical-Surgical 
Sciences and of Translational Medicine, University Hospital 
S. Andrea, “Sapienza” University, Roma, Italy

13 Department of Nuclear Medicine, Cliniques Universitaires 
Saint-Luc and Institute of Clinical and Experimental 
Research (IREC), Université Catholique de Louvain, 
Brussels, Belgium

14 Rappaport School of Medicine, Technion- Israel Institute 
of Technology, Haifa, Israel

 188. Slart R, et al. Long axial field of view PET scanners: a road map 
to implementation and new possibilities. Eur J Nucl Med Mol 
Imaging. 2021;48:4236.

 189. van Sluis J, et al. Image quality and activity optimization in onco-
logic (18)F-FDG PET using the digital biograph vision PET/CT 
system. J Nucl Med. 2020;61:764.

 190. Pijl JP, et al. Limitations and pitfalls of FDG-PET/CT in Infection 
and Inflammation. Semin Nucl Med. 2021;51:633.

 191. Kazama T, et al. Effect of colony-stimulating factor and con-
ventional- or high-dose chemotherapy on FDG uptake in bone 
marrow. Eur J Nucl Med Mol Imaging. 2005;32:1406.

 192. Isern-Kebschull J, et al. Accuracy of computed tomography-guided 
joint aspiration and computed tomography findings for prediction 
of infected hip prosthesis. J Arthroplasty. 2019;34:1776.

 193. van Rijsewijk ND, et al. Added value of abnormal lymph nodes 
detected with FDG-PET/CT in suspected vascular graft infection. 
Biology. 2023;12:251.

 194. Abikhzer G, et al. Hybrid imaging of diabetic foot infections. 
Semin Nucl Med. 2023;53:86.

Publisher's Note Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.

http://orcid.org/0000-0001-5280-6960
http://orcid.org/0000-0001-9808-780X
http://orcid.org/0000-0001-6408-0511
http://orcid.org/0000-0003-0121-5591
http://orcid.org/0000-0002-5806-1856
http://orcid.org/0000-0002-3906-6272
http://orcid.org/0000-0001-8081-0641
http://orcid.org/0000-0002-5998-832X
http://orcid.org/0000-0002-2806-0625
http://orcid.org/0000-0001-8923-648X
http://orcid.org/0000-0002-2106-958X
http://orcid.org/0000-0001-6545-0924
http://orcid.org/0000-0001-8478-9675

	EANMSNMMI guidelineprocedure standard for [18F]FDG hybrid PET use in infection and inflammation in adults v2.0
	Abstract
	Introduction 
	Purpose 
	Methods 
	Results and conclusions 

	Introduction
	Goals
	Common clinical indications
	A. Fever and inflammation of unknown origin
	Indications
	Indications with insufficient evidence
	Specific protocol points and interpretation criteria
	Diagnostic performance (Table 1)
	Areas of potential research

	B. Infection
	Indications
	Specific protocol points and interpretation criteria
	Diagnostic performance (Table 2)
	Areas of potential research
	Indications
	Specific protocol points and interpretation criteria
	Diagnostic performance (Table 3)
	Areas of potential research
	Indications
	Indications with insufficient evidence
	Specific protocol points and interpretation criteria
	Diagnostic performance (Table 4)
	Areas of potential research
	Indications
	Specific protocol points and interpretation criteria
	Fracture-related infection (Table 5)
	Sternal infection, including mediastinitis
	Areas of potential research
	Indications
	Indications with insufficient evidence
	Specific protocol points and interpretation criteria
	Diagnostic performance (Table 6)
	Areas for potential research
	Indications
	Indications with insufficient evidence
	Specific protocol points and interpretation criteria
	Diagnostic performance (Table 7)
	Areas of potential research
	Indications
	Specific protocol points and interpretation criteria
	Diagnostic performance (Table 8)
	Areas of potential research
	Indications
	Indications with insufficient evidence
	Specific protocol points and interpretation criteria
	Diagnostic performance (Table 9)
	Areas of potential research
	Indications
	Specific protocol points and interpretation criteria
	Diagnostic performance (Table 10)
	Areas of potential research
	Indications
	Specific protocol points and interpretation criteria
	Diagnostic performance (Table 11)
	Areas of potential research
	Indications
	Specific protocol points and interpretation criteria
	Diagnostic performance (Table 12)
	Indications
	Indications with insufficient evidence
	Specific protocol points and interpretation criteria
	Diagnostic performance
	Areas of potential research
	Indications with insufficient evidence
	Diagnostic performance
	Indications
	Specific protocol points and interpretation criteria
	Diagnostic performance
	Areas of potential research
	Infection summary (Table 13)

	C. Inflammation
	Indications
	Specific protocol points and interpretation criteria (refer to published guidelines [124, 125])
	Diagnostic performance (Tables 14, 15, and 16)
	Areas of potential research
	Indications
	Specific protocol points and interpretation criteria
	Diagnostic performance (Table 17)
	Areas of potential research
	Indications
	Specific protocol points and interpretation criteria
	Diagnostic performance (Table 18)
	Indications
	Indications with insufficient evidence
	Specific protocol points and interpretation criteria
	Diagnostic performance
	Inflammation summary (Table 19

	D. Other [18F]FDG infection and inflammation indications with insufficient evidence to date

	Qualifications and responsibilities of personnel
	Procedurespecifications of the examination
	Request
	Patient preparation and precautions
	Radiopharmaceutical administration
	Radiation exposure
	Image acquisition protocol
	Image analysis and interpretation

	Areas of future research and perspectives
	Acknowledgements 
	References


