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Case History
F-18 fluorodeoxy glucose (FDG) positron emission tomography/computed tomography (PET/

CT) scan was performed in a 75 years old female to stage a squmous cell carcinoma (SCC) arising 
from the base of the tongue. FDG embolism was noted in the right lung with uniform distribution 
of FDG as determined by standardized uptake value (SUV) from edge to edge, without any 
corresponding CT changes. Follow-up repeat FDG PET/CT scan after a week was unremarkable.

Imaging Findings
 FDG PET/CT revealed a small, rounded, well defined focal lesion with sharp borders in the right 

lung measuring 15.6 x 14.2 mm in maximum transverse diameter with SUV of 32.3 throughout the 
lesion from edge to edge, without any corresponding CT abnormality neither noted on pre PET 
dedicated CT evaluation of the chest nor on co-registered fused PET/CT images obtained during 
the PET study (Figure 1).

Discussion
 FDG embolism is an uncommon but important condition as failure to diagnose may have 

unexpected catastrophic consequences. Sporadic cases have been described in the literature 
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Abstract
Uniform focal uptake of FDG avid abnormality in the lung without any corresponding structural 
lesion on CT is iatrogenic pulmonary embolism. Awareness of this very uncommon condition is 
essential. It is proposed to avoid direct stick and use preplaced IV cannula for injecting FDG.
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Figure 1: A 75 year-old-female with SCC from the base of the tongue.  PET+CT evaluation showed focal FDG-
18 uptake with intense activity without corresponding CT abnormality. (Upper right = attenuation corrected (AC), 
Lower right = non attenuation corrected, Upper left = CT scan of the corresponding site, lung window and Lower 
left = PET, AC +CT fused image).
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sporadically from time to time [1-8] but it is difficult to mention 
exact incidence of this very unusual & uncommon condition. Focal 
intense activity with unusually high SUV distributed uniformly 
throughout the lesion from edge to edge, without corresponding CT 
abnormality should raise the suspicion. Exact anatomical localization 
of abnormal PET finding by analyzing PET+CT fused images is of 
tremendous help. Follow-up scan must not show the lesion. Follow-
up FDG PET/CT scan must be unremarkable. Kavanagh et al. [5] felt 
that a part of the administered FDG likely got clumped with platelet 
aggregate during administration, forming an embolus which traveled 
to the lung. We agree with the possibility suggested by Hany et al 
[3] that probably it is due to the clotting of the blood in the FDG 
loaded syringe while blood was withdrawn to confirm the placement 
of the needle in to the lumen of the vein for direct stick. The clot got 
labeled by the FDG in the in the lumen of the needle or the barrel of 
the syringe and subsequently got pushed as an embolus. With this 
probable hypothesis, it is proposed that FDG should be injected with 
a steady pace, without any delay, once it is confirmed that the tip of 
the needle is in the vein. It is rather recommended to avoid direct 
stick and use preplaced intra venous (IV) cannula for injecting FDG.

Conclusion
FDG embolism is an uncommon but important iatrogenic 

condition as failure to diagnose may have unexpected catastrophic 
consequences. Awareness of this uncommon condition is essential. It 
is recommended to avoid direct stick and use preplaced IV cannula 
for injecting FDG.
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