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18F-fluorodeoxyglucose positron emission tomography–com-
puted tomography (FDG-PET/CT) allows prompt cyst infection
(CI) diagnosis in patients with autosomal dominant polycystic
kidney disease (ADPKD) [1–4]. Assuming a close correlation be-
tween 18F-FDG uptake and the clinical outcome, it has been pro-
posed to repeat FDG-PET/CT: a negative image would indicate
complete recovery, while persistent hypermetabolism would
mean active infection, that is, treatment failure requiring re-
sumption of antibiotic therapy or performance of an invasive
procedure [5]. To evaluate the value of FDG-PET/CT in monitor-
ing CI, we conducted a retrospective study reporting the experi-
ence of a referral centre in Western France between 2009 and
2019. Definition of liver/kidney CI as definite or probable was
based on criteria established by Sallée et al. [1] and treatment
failure/recurrence definition on criteria established by Lantinga
et al. [6] FDG-PET/CT images were reviewed using a standardized
approach consisting of a visual four-point scoring scale
(Supplementary data, Figure S1) [7]. We identified 44 CI episodes
occurring in 38 patients, 7 had 9 CI episodes with initial and fol-
low-up FDG-PET/CT, whose characteristics are detailed in
Table 1. In all cases, initial FDG-PET/CT imaging showed evident
18F-FDG uptake of the infected cyst. A microorganism, mostly
Escherichia coli, was identified in half of the cases. In all cases,
initial therapy consisted only of antibiotics with a median dura-
tion of 42 (21–43) days. FDG-PET/CT was repeated after antibiot-
ics discontinuation in all patients, after a median time of 13 (1–
64) days [55 (43–90) days from the start of antibiotic]. At this

moment, all patients were asymptomatic with a clear decrease
in C-reactive protein (CRP) concentration [5 (<5–66) mg/L].
Differential analysis of both FDG-PET/CT found persistence,
slight improvement and disappearance of cyst wall hyperme-
tabolism score in, respectively, 4 (44%), 2 (22%) and 3 (33%) cases
(Table 1 and Supplementary data, Table S1). There was no corre-
lation between the evolution of 18F-FDG uptake scoring and CRP
concentration at the time of the follow-up FDG-PET/CT
(r¼ 0.03). Otherwise, antibiotic duration (r¼ 0.02), delay between
antibiotic discontinuation and follow-up FDG-PET/CT (r¼ 0.13)
and time from antibiotic initiation to follow-up FDG-PET/CT
(r¼ 0.19) were not correlated with FDG-PET/CT scoring kinetic
(Figure 1). Review of medical records revealed that persistent
18F-FDG uptake was not interpreted as treatment failure by
physicians in charge (i.e. leading to a modification of therapy
consisting of resuming antimicrobials and/or considering an in-
vasive procedure) except in one case, as detailed below. No CI
relapse was observed in the study period, including in cases
with persistent 18F-FDG uptake on follow-up. In Patient 2, a per-
sistent 18F-FDG uptake on FDG-PET/CT performed 17 days after
antibiotic discontinuation led to percutaneous cyst aspiration
(CA). Bacterial culture remained sterile and FDG-PET/CT results
were interpreted as false positive. No antimicrobials were re-
sumed, and no CI relapse developed.

Until now, only a single retrospective study reported four CI
cases with follow-up FDG-PET/CT imaging performed 3–6 weeks
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after diagnostic imaging [8]. Based on the persistence of 18F-
FDG uptake, interpreted as treatment failure, antibiotic was
continued until 18F-FDG uptake resolution on a third FDG-PET/
CT performed 3–4 weeks after. Authors recognized that tailor-
ing treatment duration according to FDG-PET/CT results sup-
posed an unproven relationship between 18F-FDG uptake and
infection. Our results contradict this assumption considering
the absence of relapse in patients with 18F-FDG persistent up-
take, which could be explained by non-specific healing pro-
cesses [9]. Thus, waiting for the resolution of the 18F-FDG
uptake appears to be unjustified and could lead to extension of
treatment without benefit and the associated risks inherent to
long antimicrobial exposure. Conversely, whether an early
negative FDG-PET/CT in patients with satisfying clinical–bio-
logical improvement could help to reduce the antibiotic dura-
tion remains unknown. This question should be addressed in
future studies.

In all, our results do not support using FDG-PET/CT to diag-
nose CI treatment failure; however, its value in monitoring early
recovery needs to be further explored.

SUPPLEMENTARY DATA

Supplementary data are available at ckj online.
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