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Abstract
Aim The development of biomarkers that can reliably and early predict response to immune checkpoint inhibitors (ICIs) is 
crucial in melanoma. In recent years, the gut microbiome has emerged as an important regulator of immunotherapy response, 
which may, moreover, serve as a surrogate marker and prognosticator in oncological patients under immunotherapy. Aim 
of the present study is to investigate if physiologic colonic  [18F]FDG uptake in PET/CT before start of ICIs correlates with 
clinical outcome of metastatic melanoma patients. The relation between  [18F]FDG uptake in lymphoid cell-rich organs and 
long-term patient outcome is also assessed.
Methodology One hundred nineteen stage IV melanoma patients scheduled for immunotherapy with ipilimumab, applied 
either as monotherapy or in combination with nivolumab, underwent baseline  [18F]FDG PET/CT. PET/CT data analysis 
consisted of standardized uptake value (SUV), metabolic tumor volume (MTV), and total lesion glycolysis (TLG) calcula-
tions in the colon as well as measurements of the colon-to-liver SUV ratios  (CLRmean,  CLRmax). Visual grading of colon 
uptake based on a four-point scale was also performed. Moreover, the spleen-to-liver SUV ratios  (SLRmean,  SLRmax) and the 
bone marrow-to-liver SUV ratios  (BLRmean,  BLRmax) were calculated. We also measured serum lipopolysaccharide (LPS) 
levels as a marker for bacterial translocation and surrogate for mucosal defense homeostasis. The results were correlated with 
patients’ best clinical response, progression-free survival (PFS), and overall survival (OS) as well as clinical signs of colitis.
Results Median follow-up [95%CI] from the beginning of immunotherapy was 64.6 months [61.0–68.6 months]. Best 
response to treatment was progressive disease (PD) for 60 patients, stable disease (SD) for 37 patients, partial response 
(PR) for 18 patients, and complete response (CR) for 4 patients. Kaplan–Meier curves demonstrated a trend for longer PFS 
and OS in patients with lower colonic SUV and CLR values; however, no statistical significance for these parameters as 
prognostic factors was demonstrated. On the other hand, patients showing disease control as best response to treatment (SD, 
PR, CR) had significantly lower colonic MTV and TLG than those showing PD. With regard to lymphoid cell-rich organs, 
significantly lower baseline  SLRmax and  BLRmax were observed in patients responding with disease control than progression 
to treatment. Furthermore, patients with lower  SLRmax and  BLRmax values had a significantly longer OS when dichotomized 
at their median. In multivariate analysis, PET parameters that were found to significantly adversely correlate with patient 
survival were colonic MTV for PFS, colonic TLG for PFS, and  BLRmax for PFS and OS.
Conclusions Physiologic colonic  [18F]FDG uptake in PET/CT, as assessed by means of SUV, before start of ipilimumab-
based treatment does not seem to independently predict patient survival of metastatic melanoma. On the other hand, volu-
metric PET parameters, such as MTV and TLG, derived from the normal gut may identify patients showing disease control 
to immunotherapy and significantly correlate with PFS. Moreover, the investigation of glucose metabolism in the spleen and 
the bone marrow may offer prognostic information.
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Introduction

Over the last decade, tremendous advances have taken 
place in the treatment of metastatic melanoma. In particu-
lar, the introduction in clinical practice of immune check-
point inhibitors (ICIs) has exhibited remarkable benefit 
in the malignancy, leading to unprecedented response and 
survival rates [1]. The most widely used ICIs in meta-
static melanoma are the PD-1 inhibitors nivolumab and 
pembrolizumab, applied both as monotherapy and in com-
bination with the CTLA-4 inhibitor ipilimumab, which 
represents a landmark agent, being the first ICI approved 
in 2011, paving the way for the wide application of ICIs 
in clinical routine [2–6]. Moreover, recently, a new gen-
eration of ICIs, namely, the inhibitors of the lymphocyte-
activation gene 3 (LAG-3), applied in combination with 
PD-1 inhibitors, has yielded very promising results and 
has been added in the therapeutic armamentarium for 
patients with metastatic or unresectable melanoma [7].

Despite these indisputable improvements, the advent 
of novel cancer immunotherapies is also linked with 
some challenges. These include the heterogeneous ther-
apeutic efficacy of these agents, which is linked with a 
high incidence of resistance [8], the emergence of novel 
imaging response patterns previously not or seldom seen 
with cytotoxic approaches, challenging the conventional 
ways of assessing treatment efficacy [9, 10], and the 
development of immune-related adverse events (irAEs) 
due to the reactivation and unleashing of T lymphocyte-
mediated immune responses against tumors [11]. There-
fore, the need for reliable biomarkers of efficacy and 
toxicity in the context of immunotherapy is crucial, since 
these could facilitate the tailoring of patient management 
with significant therapeutic and prognostic implications.

The gut microbiome has emerged as an important regula-
tor of immunotherapy response, playing a crucial role in the 
interplay of tumor and immune system [12]. Several studies 
have highlighted the association between high gut micro-
biome diversity and beneficial clinical response to ICIs in 
various tumors [13–17]. Moreover, a linkage between base-
line gut microbiome composition and ICI-associated colitis 
has been suggested [17, 18]. Of note, in a mouse melanoma 
model, anti-PD-1/CTLA-4 therapy induced translocation 
of bacteria into secondary lymphoid organs and tumors, 
which can activate dendritic cells and prime antitumor 
T cell responses [19]. It has also been hypothesized that 
increased gut permeability after ICI-induced inflammation 
leads to translocation of bacteria or their toxins from the 
gut epithelium into the circulation, which further modulates 
antitumor efficacies and/or ICI-induced toxicity [20]. How-
ever, associations between bacterial translocation, colonic 

inflammation, and ICI efficacy or toxicity have not been 
studied in melanoma patients.

18F-fluorodeoxyglucose  ([18F]FDG) positron emission 
tomography/computed tomography (PET/CT) is the elec-
tive imaging modality in detection of metastatic disease in 
advanced melanoma [21, 22], with, moreover, an upgraded 
role in recent years as a tool for treatment response evalu-
ation and prognosis, mainly in the immunotherapy setting 
[23–25]. In particular, apart from monitoring tumor/target 
lesions [26, 27],  [18F]FDG PET/CT has been applied in the 
investigation of the metabolism and signs of immune activa-
tion in otherwise healthy tissues, showing promising results 
in prediction of response to ICIs [28–30]. In this context, 
several PET parameters have been recognized to unfavora-
bly influence melanoma survival, including the number of 
tumor lesions [31], the intensity of tracer uptake in mela-
noma lesions reflected by standardized uptake value (SUV) 
[32, 33], volumetric parameters of tumor burden reflected 
by metabolic tumor volume (MTV), and total lesion glyco-
lysis (TLG) [34–37], as well as changes in the metabolism 
of organs not infiltrated by tumor cells such as the colon, 
the bone marrow, and the spleen [30, 38–41]. Based on this 
knowledge, PET/CT may be potentially utilized as a non-
invasive tool for the study of the metabolism and, in turn, the 
predictive role of the gut microbiome in patients undergoing 
immunotherapy.

Aim of the present study is to investigate the role of func-
tional imaging using physiologic colonic  [18F]FDG uptake in 
PET/CT in prediction of the clinical outcome of metastatic 
melanoma patients undergoing immunotherapy with the 
agent ipilimumab. The relation between  [18F]FDG uptake in 
lymphoid cell-rich organs, namely, the spleen and the bone 
marrow, and long-term patient outcome is also assessed.

Materials and methods

Study population

One hundred nineteen patients (79 males, 40 females; mean 
age 56.4 years) with unresectable, stage IV melanoma, 
scheduled for ipilimumab-based therapy between February 
2012 and October 2018 were enrolled in the study. Ipili-
mumab was applied either as monotherapy or as combina-
tion ICI treatment with nivolumab. As monotherapy ipili-
mumab was administered intravenously at a dose of 3 mg/
kg every 3 weeks for a total of 4 doses. Respectively, the 
combination ICI therapy was administered as an induction of 
4 cycles of nivolumab (1 mg/kg) and ipilimumab (3 mg/kg) 
every 3 weeks, followed by single-agent nivolumab admin-
istration (3 mg/kg) every 2 weeks.
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All participants did not receive medication that can 
influence gut microbiota at least within 4 weeks before 
the baseline PET/CT. In particular, patients did not have 
a medication history that included probiotics, antibiotics, 
metformin, or chemotherapy [42]. Moreover, patients with 
concurrent inflammatory bowel disease were excluded. 
On the other hand, patients under systemic steroid therapy 
were not excluded from the analysis. Patients gave written 
informed consent to participate in the study and to have their 
medical records released. This is a retrospective analysis of 
a prospective study approved by the Ethical Committee of 
the University of Heidelberg (S-107/2012) and the Federal 
Agency for Radiation Protection (Bundesamt für Strahlens-
chutz, Z 5–22,463/2–2012-016).

PET/CT data acquisition

[18F]FDG PET/CT was performed before the start of 
ICI treatment. All patients underwent whole body PET/
CT 60 min after intravenous administration of maximum 
250 MBq  [18F]FDG. PET/CT studies were performed from 
the head to the feet with an image duration of 2 min per 
bed position for the emission scans. A dedicated PET/CT 
system (Biograph mCT, S128, Siemens Co., Erlangen, Ger-
many) with an axial field of view of 21.6 cm with TruePoint 
and TrueV operated in a three-dimensional mode was used. 
A low-dose attenuation CT (120 kV, 30 mA) was used for 
attenuation correction of the PET data and for image fusion. 
All PET images were attenuation corrected and an image 
matrix of 400 × 400 pixels was used for iterative image 
reconstruction. Iterative image reconstruction was based 
on the ordered subset expectation maximization algorithm 
(OSEM) with six iterations and twelve subsets.

PET/CT data analysis

Quantitative PET/CT data analysis of the colon was based 
on volumes of interest (VOIs) drawn over the entire extent 
of colonic regions with the visually, highest diffuse or seg-
mental  [18F]FDG uptake compared to rest colon activity if 
without focal tracer enhancement [43, 44]. Patients with 
clearly delineated, focal hypermetabolic lesions in the 
colon were not enrolled in the analysis, since these could 
represent cancerous tissue (colon metastases), given the 
very aggressive nature of advanced melanoma. In the cases 
of failure to clearly identify a colonic area of higher tracer 
concentration, VOIs were drawn over the cecum includ-
ing at least five regions of interest (ROIs) in sequential 
PET/CT images. Based on this, average SUV  (SUVmean), 
maximum SUV  (SUVmax), MTV, and TLG of the respec-
tive colonic areas were calculated. SUV was calculated 
in the respective VOIs as (radioactivity)/(injected dose/
body weight). MTV (ml) was measured setting a margin 

threshold of 40% of  SUVmax. TLG (g) was calculated as the 
product of  SUVmean and MTV for the segmented regions 
(TLG =  SUVmean × MTV) [32]. Moreover, the SUV values 
of the physiologic liver parenchyma, if without dissemi-
nated metastatic disease, were measured after placement 
of a VOI on the right liver lobe. Based on these measure-
ments, the colon-to-liver SUV ratios  (CLRmean,  CLRmax) 
were calculated. Further, colon uptake was graded based 
on visual assessment of PET/CT images, according to a 
four-point scale, as proposed by Gontier et al.: (1) uptake 
less than the background hepatic activity, (2) uptake simi-
lar to that of the liver, (3) uptake moderately greater than 
that of the liver, and (4) intense and diffuse uptake, mark-
edly higher than hepatic activity [45].

In an attempt to investigate lymphoid cell-rich organs, 
the  SUVmean and  SUVmax of the physiologic spleen paren-
chyma as well the bone marrow were measured after 
placing a central VOI in the spleen and the lower tho-
racic vertebral bodies, respectively. On the basis of these 
measurements, the spleen-to-liver SUV ratios  (SLRmean, 
 SLRmax) and the bone marrow-to-liver SUV ratios 
 (BLRmean,  BLRmax) were calculated. VOIs were drawn 
using the pseudo-snake algorithm of the Pmod software 
[46].

Clinical data

Clinical data were extracted from the patients’ medical 
records. Patients developing symptoms of colitis/diarrhea 
during immunotherapy were graded using the Common 
Terminology Criteria for Adverse Events (CTC-AE) 4.03 
[47].

Patients’ best clinical response to immunotherapy was 
based on standard-of-care imaging (including follow-up 
brain MRI and  [18F]FDG PET/CT studies). Response to 
therapy was defined by the following:

• response rate “RR” (responders = complete response 
[CR] + partial response [PR] vs non-responders = pro-
gressive disease [PD] + stable disease [SD]), and

• disease control  rate  “DCR” (disease con-
trol = CR + PR + SD vs no-disease control = PD).

Lipopolysaccharide (LPS) analysis from patient serum 
samples was performed using the Limulus amebocyte 
lysate (LAL) chromogenic endpoint assay (Hycult Biotech) 
according to the manufacturer’s guidelines. The LAL assay 
is among the most sensitive tests for detecting LPS as an 
endotoxin [48], validated in several clinical studies regarding 
the detection of endotoxemia in patients with gram-negative 
bacteremias [49], while it has also been investigated in other 
patient cohorts apart from infectious diseases [50].
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Statistical analysis

To investigate the relationship between the quantitative PET 
and binary clinical parameters, Wilcoxon rank sum test was 
used. Additionally, Spearman’s rank correlation was used 
to evaluate correlations between the continuous clinical and 
quantitative PET parameters as well as among the quantita-
tive PET parameters. The association between the quanti-
tative PET parameters and best response to treatment was 
investigated using the Jonckheere-Terpstra test, where best 
response to treatment was classified into the ordinal cat-
egories PD, SD, PR CR. Differences in survival, progres-
sion-free survival (PFS), and overall survival (OS) among 
groups were investigated using Kaplan–Meier plots and the 
log-rank test. Median follow-up was calculated using the 
reverse Kaplan–Meier. To investigate association between 
survival time of patients and multiple predictors simulta-
neously, the Cox proportional-hazards model was used. 
For parameters highly correlated with each other, such as 
 SUVmean and  SUVmax, MTV and TLG,  SUVmean and TLG, 
only one was included at a time in the model. No correction 
for multiple testing was performed as the study was explora-
tory. The results were considered significant for p-values 
less than 0.05 (p < 0.05). Statistical analysis was done in R 
(version 4.0.3).

Results

Patient cohort

Patient characteristics are summarized in Table 1. Accord-
ing to the American Joint Committee on Cancer (AJCC, 
8th edition) stratification, 17 patients (14%) were classified 
M1a, 19 patients (16%) M1b, and 83 patients (70%) M1c. 
Sixty-two patients of the cohort received first-line systemic 
treatment with ipilimumab (with or without nivolumab), 
while the remaining 57 patients had received at least one 
systemic pretreatment. Thirty-eight patients had previously 
received radiotherapy. Baseline mean LDH was 304.4 
U/l (median = 231.5 U/l). All included patients received 
treatment with ipilimumab applied either as monotherapy 
(n = 104 patients) or as combination ICI treatment with 
nivolumab (n = 15 patients).

PET/CT findings

Quantitative, VOI-based, tracer uptake calculations led 
to yielding of baseline colonic  SUVmean,  SUVmax, MTV, 
and TLG values. Moreover, the respective ratios  CLRmean, 
 CLRmax,  SLRmean,  SLRmax,  BLRmean, and  BLRmax were cal-
culated. The descriptive statistics of baseline PET param-
eters are presented in Table 1.

Table 1  Patient characteristics and descriptive statistics of baseline 
PET parameters

Patient characteristics Value

Median age, years 56.6 [14.3–84.6]
Gender

  Male 79 (66%)
  Female 40 (34%)

Stage (AJCC classification)
  M1a 17 (14%)
  M1b 19 (16%)
  M1c 83 (70%)

ECOG performance status
  Score 0 94 (79%)
  Score 1 21 (18%)
  Score 2 4 (3%)

ICI treatment
  Ipilimumab 104 (87%)
  Ipilimumab/nivolumab 15 (13%)

Prior systemic therapies
  No 62 (52%)
  Yes 57 (34%)

Prior chemotherapy 51 (43%)
Prior radiation therapy 38 (32%)
Diarrhea

  Yes 29 (24%)
  No 89 (75%)
  n.d 1 (1%)

Diarrhea CTC-AE grade
  Grade 1 13
  Grade 2 6
  Grade 3 8
  n.d 2

Systemic steroids
  Yes 44 (37%)
  No 74 (62%)
  n.d 1 (1%)

Baseline median LDH, U/l 231.5 [108.0–1859.0]
Baseline median S100, μg/l 0.09 [0.01–8.71]
Baseline median LPS, EU/ml 0.94 [0.00–25.73]
Best response to treatment

  PD 60 (50%)
  SD 37 (31%)
  PR 18 (15%)
  CR 4 (3%)

Response rate (RR)§ 22 (18%)
Disease control rate (DCR)† 59 (50%)
PET parameters

  Colonic  SUVmean 2.8 [1.3–8.3]
  Colonic  SUVmax 4.9 [1.6–13.9]
   CLRmean 1.41 [0.71–3.96]
   CLRmax 1.72 [0.68–5.30]
  Colonic MTV, ml 2.5 [0.3–13.5]
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Moderate but significant correlations were observed 
between colonic and splenic  [18F]FDG uptake both for 
 SUVmean (r = 0.27; p = 0.005) and  SUVmax (r = 0.39; 
p < 0.001). Moreover, a significant correlation was observed 
between colonic and bone marrow uptake for  SUVmax 
(r = 0.30; p = 0.002). Colonic  [18F]FDG uptake showed a 
significant correlation with baseline LDH plasma levels, 
both for  SUVmean (r = 0.21; p = 0.025) and  SUVmax (r = 0.25; 
p = 0.007). On the other hand, volumetric colonic PET met-
rics demonstrated no significant correlation with LDH, 
either for MTV (p = 0.221) or TLG (p = 0.289). Further, 
there were no significant correlations between quantitative 
colonic PET parameters and baseline S100.

With regard to visual grading of  [18F]FDG uptake, this 
was performed in 114/119 patients, since in five patients 
(4%) the scaling was not feasible due to diffuse hepatic 
metastases. The results of the application of the four-point 
tracer scaling system are presented in Table 2. Figure 1 
shows examples of patients with different levels of colonic 
 [18F]FDG uptake before treatment.

Since the administration of steroids may influence  [18F]
FDG uptake in the gut, we subcategorized the patients based 
on steroid usage at the time of PET/CT in order to assess its 
potential effect on colonic uptake. No significant difference 

Table 1  (continued)

Patient characteristics Value

  Colonic TLG, g 7.5 [0.9–68.2]
   SLRmean 0.86 [0.49–1.50]
   SLRmax 0.90 [0.42–1.72]
   BLRmean 0.99 [0.38–1.74]
   BLRmax 1.10 [0.50–2.28]
  Visual grading of colonic  [18F]FDG uptake
    Grade 1 32 (27%)
    Grade 2 38 (32%)
    Grade 3 34 (29%)
    Grade 4 10 (8%)
    n.d. (diffuse hepatic metastases) 5 (4%)

AJCC, American Joint Committee on Cancer; ECOG, Eastern Coop-
erative Oncology Group; n.d., not defined; CTC-AE, Common Ter-
minology Criteria for Adverse Events; LDH, lactate dehydrogenase; 
LPS, lipopolysaccharide; PD, progressive disease; SD, stable dis-
ease; PR, partial response; CR, complete response; RR, response rate; 
DCR, disease control rate; SUV, standardized uptake value; CLR, 
colon-to-liver SUV ratio; MTV, metabolic tumor volume; TLG, total 
lesion glycolysis; SLR, spleen-to-liver SUV ratio; BLR, bone marrow-
to-liver SUV ratio; n.d., not defined
§  RR = CR + PR
†  DCR = CR + PR + SD

Table 2  Multivariate Cox 
regression analysis of clinical 
parameters and PET metrics 
derived from the colon and 
the spleen. Since the PET 
parameters colonic MTV and 
TLG are highly correlated, two 
models were applied, with only 
one of them being included at 
a time in the model (model 1 
including MTV and model 2 
including TLG)

*  Statistically significant correlation
HR, hazard ratio; 95% CI, 95% confidence intervals; MTV, metabolic tumor volume; TLG, total lesion gly-
colysis; LDH, lactate dehydrogenase; LPS, lipopolysaccharide; AJCC, American Joint Committee on Can-
cer; ECOG, Eastern Cooperative Oncology Group; SLRmax, spleen-to-liver  SUVmax ratio
High AJCC is defined by M1c patients (vs. M1a and M1b)
High ECOG score is defined by score 1 and score 2 (vs. score 0)

Model 1 (incl. colonic MTV) Model 2 (incl. colonic TLG)

Parameters HR (95% CI) p-value HR (95% CI) p-value

Progression-free survival
  AJCC
    High AJCC 1.542 (0.884–2.690) 0.13 1.534 (0.874–2.690) 0.14
  ECOG score
    High ECOG score 1.334 (0.663–2.684) 0.42 1.254 (0.626–2.511) 0.52
  LDH 1.002 (1.000–1.003)  < 0.01* 1.001 (1.000–1.003)  < 0.01*
  LPS 0.901 (0.827–0.982) 0.02* 0.905 (0.830–0.986) 0.02*
  Colonic MTV 1.087 (1.007–1.175) 0.03* 1.025 (1.001–1.050) 0.04*
   SLRmax 1.953 (0.383–9.953) 0.42 2.069 (0.403–10.619) 0.38

Overall survival
  AJCC
    High AJCC 2.775 (1.357–5.676)  < 0.01* 2.764 (1.346–5.674)  < 0.01*
  ECOG score
    High ECOG score 2.992 (1.464–6.117)  < 0.01* 3.004 (1.468–6.144)  < 0.01*
  LDH 1.002 (1.001–1.003)  < 0.01* 1.002 (1.001–1.003)  < 0.01*
  LPS 0.889 (0.794–0.996) 0.04* 0.888 (0.793–0.994) 0.04*
  Colonic MTV 0.987 (0.904–1.077) 0.77 0.999 (0.973–1.026) 0.95
   SLRmax 0.999 (0.160–6.248) 0.99 0.993 (0.160–6.167) 0.99
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was observed between the two groups for any PET parameter 
studied, in terms of both quantitative and visual analysis.

Diarrhea and colitis

A total of 29 patients (24%) suffered from clinically sig-
nificant diarrhea during immunotherapy: thirteen patients 
had grade-1, six patients grade-2, and eight patients grade-3 
diarrhea. For two patients the grade of diarrhea was not 
defined (Table 1). None of the quantitative PET parameters, 
namely, colonic  SUVmean (p = 0.866),  SUVmax (p = 0.712), 
 CLRmean (p = 0.567),  CLRmax (p = 0.248), colonic MTV 
(p = 0.414), or TLG (p = 0.448) showed any significant dif-
ference between patients suffering from clinical diarrhea and 
those who did not. The same applies also for the visual grad-
ing of colonic  [18F]FDG uptake.

Further, the patients with clinically significant diarrhea 
during ICIs treatment were dichotomized based on the grade 
of the symptoms (grade 1/grade 2 vs. grade 3). No significant 
differences were found between the two patient groups regard-
ing PET parameters, namely, colonic  SUVmean (p = 0.658), 

 SUVmax (p = 0.360),  CLRmean (p = 0.531),  CLRmax (p = 0.334), 
colonic MTV (p = 0.488), and TLG (p = 0.334).

LPS levels in the peripheral blood

The mean LPS levels in patient sera before start of treatment 
were 1.99 (EU/ml) (median = 0.94 EU/ml). There were no 
significant differences in LPS levels between patients suffer-
ing from diarrhea and those who did not (p = 0.137). Simi-
larly, when patients were dichotomized based on the grade 
of diarrhea (grade 1/grade 2 vs. grade 3), no differences were 
observed in LPS (p = 0.759). In addition, no significant corre-
lation was observed between LPS levels and the quantitative 
PET parameters colonic SUV  (SUVmean, p = 0.828;  SUVmax, 
p = 0.505), CLR values  (CLRmean, p = 0.146;  CLRmax, 
p = 0.454), colonic MTV (p = 0.221), or TLG (p = 0.289).

Best response to treatment

Among the 119 patients, best response to treatment was 
PD for 60 patients, SD for 37 patients, PR for 18 patients, 

Fig. 1  PET/CT examinations (maximal intensity projection images) 
of melanoma patients before initiation of ipilimumab-based immuno-
therapy, exhibiting different levels of colonic [.18F]FDG uptake. Based 
on visual assessment, colon uptake can be graded according to a four-

point scale, as proposed by Gontier et al. [45]: 1. uptake less than the 
background hepatic activity (A), 2. uptake similar to that of the liver 
(B), 3. uptake moderately greater than that of the liver (C), 4. intense 
and diffuse uptake, markedly higher than hepatic activity (D)
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and CR for four patients. None of the quantitative colonic 
PET parameters  SUVmean (p = 0.608),  SUVmax (p = 0.388), 
 CLRmean (p = 0.98),  CLRmax (p = 0.271), MTV (p = 0.091), 
or TLG (p = 0.139) demonstrated significant association 
with best response, when this was divided in four groups 
(PD, SD, PR, CR). Moreover, no association was demon-
strated between response to treatment and visual scaling of 
 [18F]FDG uptake in the gut in four grades (p = 0.723).

When response to therapy was defined by “RR,” no dif-
ferences between responders (PR, CR) and non-responders 
(PD, SD) were demonstrated in the parameters colonic 
 SUVmean (p = 0.406), colonic  SUVmax (p = 0.329),  CLRmean 
(p = 0.528),  CLRmax (p = 0.774), colonic MTV (p = 0.642), 
or colonic TLG (p = 0.901).

On the other hand, according to the “DCR”-based dichot-
omization, patients showing disease control (SD, PR, CR) 
had lower colonic MTV (p = 0.051) and TLG (p = 0.049) 
than those showing no-disease control (PD). In contrary, 
no differences were demonstrated between the two patient 
groups for the parameters colonic  SUVmean (p = 0.379), 
colonic  SUVmax (p = 0.146),  CLRmean (p = 0.853), and 
 CLRmax (p = 0.14).

Regarding the PET data derived from the spleen and the 
bone marrow, significantly lower  SLRmax (p = 0.026) and 
 BLRmax (p = 0.03) values were observed in patients respond-
ing with disease control to treatment compared to those with 
PD. No other significant differences or correlations were 
observed for these parameters with regard to best response 
to treatment.

We also investigated the association between baseline 
LPS levels and patient response, without, however, revealing 
any significant correlation according to either the RR-based 
(p = 0.955) or DCR-based (p = 0.795) approach.

Patient survival

Median follow-up [95%CI] of the patient cohort from 
the beginning of immunotherapy was 64.6  months 
[61.0–68.6  months]. Median PFS of the whole cohort 
was 3.7 months [3.0–5.0 months], while median OS was 
17.3 months [12.6–30.3 months].

With regard to baseline clinical factors, Kaplan–Meier 
analysis revealed an adverse, non-significant trend for 
PFS (p = 0.07) and a significant effect on OS (p < 0.01) for 
patients in higher M stage (AJCC classification). Further, 
patients with higher Eastern Cooperative Oncology Group 
(ECOG) performance status score demonstrated a non-sig-
nificant trend for shorter PFS (p = 0.09) and a marginally 
shorter OS (p = 0.05). Previous administration of radiother-
apy was associated with a significantly shorter OS (p = 0.01), 
while LDH plasma levels had a marginally significant 
adverse effect on PFS (p = 0.05) and a significant effect on 
OS (p < 0.001). All rest clinical parameters assessed (S-100, 

previous administration of systemic therapies, LPS levels) 
had no significant effect on survival.

The effect of quantitative PET parameters on patient sur-
vival was also studied by means of Kaplan–Meier analysis. 
However, no statistically significant differences in survival 
were demonstrated for any of the studied parameters. The 
detailed results of survival analysis based on PET quantita-
tive data derived from colonic tissue are presented in Sup-
plementary Table 1. The respective curves demonstrated a 
trend for longer PFS and OS in patients with lower colonic 
SUV and CLR; however, the log-rank test revealed no sta-
tistical significance (Figs. 2 and 3). Also the four-grade vis-
ual scaling of colonic  [18F]FDG uptake had no significant 
effect either on PFS (p = 0.88) or OS (p = 0.17). Further, 
no optimal cut-offs for these parameters regarding PFS or 
OS prediction could be identified using maximally selected 
rank statistics. With regard to the quantitative parameters 
derived from the spleen and the bone marrow, a significantly 
longer OS was observed for patients with lower than median 
 SLRmax (p = 0.004) and  BLRmax (p = 0.047) (Supplementary 
Table 2; Fig. 4).

A further Kaplan–Meier sub-analysis was performed on 
patients’ survival data based on the combination of splenic 
and colonic uptake, as well as bone marrow and colonic 
uptake. The respective curves demonstrated a trend for 
shorter PFS and OS in patients with higher uptake in both 
organs, with the log-rank test partly revealing statistical 
significance (for the combination of splenic and colonic 
 SUVmax) or borderline significance (for the combination of 
splenic and colonic  SUVmean) (Supplementary Figs. 1 and 
2).

In multivariable analysis, effect on survival of quanti-
tative PET and clinical parameters was assessed simulta-
neously. In terms of PFS, the analysis revealed that high 
values of the parameters LDH, colonic MTV, colonic TLG, 
and  BLRmax significantly adversely correlated with survival, 
while high LPS levels significantly favorably influenced 
PFS. With regard to OS, high M stage, ECOG status, LDH, 
and  BLRmax correlated significantly adversely with patient 
survival, while high LPS levels significantly favorably influ-
enced OS (Tables 2 and 3).

Discussion

With the current study we investigated the potential contri-
bution of the intensity of physiologic pretreatment colonic 
 [18F]FDG PET uptake in prediction of the clinical outcome 
of metastatic melanoma patients undergoing immunotherapy 
with the agent ipilimumab. In addition, the relation between 
 [18F]FDG uptake in non-tumoral immune and hematopoi-
etic organs and long-term patient outcome was assessed. To 
our knowledge, this is the largest study to date investigating 
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these relationships. The major findings from our analysis are 
the following: Firstly, no statistically significant correlation 
was observed between baseline colonic  [18F]FDG uptake and 
clinical signs of colitis during immunotherapy or LPS levels 
in the peripheral blood as a marker for gut bacteria translo-
cation and surrogate for gut mucosal integrity. Secondly, no 
significant correlation was observed between colonic  [18F]
FDG uptake, as assessed by SUV values, and patient sur-
vival, although the respective Kaplan–Meier curves dem-
onstrated a trend for longer PFS and OS in patients with 
lower uptake values. Thirdly, the volumetric colonic PET 
parameters (MTV, TLG) were lower in patients showing 
disease control to immunotherapy compared to those with 
PD. Moreover, a significantly longer OS was observed in 
patients with lower baseline  SLRmax and  BLRmax values 
when dichotomized at their median. And finally, in multi-
variate analysis, colonic MTV, colonic TLG, and  BLRmax 
significantly adversely correlated with patient survival.

[18F]FDG uptake in the colon shows a wide variety both 
in distribution and intensity. In particular, a high colonic 

tracer uptake is quite frequent on PET imaging and often 
relates to a physiologic origin. Several hypotheses have 
been suggested to explain this finding, such as  [18F]FDG 
uptake by the smooth muscle and the superficial mucosal 
cells in the intestinal wall or the lymphoid tissue of the gut 
as well as intraluminal tracer excretion; however, there still 
exists a lack of understanding regarding its exact underly-
ing mechanism [45, 51]. Moreover, although colonic  [18F]
FDG uptake may be correlated with different concentrations 
of specific intestinal bacteria [21, 42, 52–54], it is unclear 
to what extent the PET/CT method can reliably reveal the 
complexity of the microbiome composition.

We showed that baseline  [18F]FDG gut uptake, evalu-
ated by different approaches, both quantitative, such as 
colonic SUV (either as an absolute value or in relation to 
liver uptake), and qualitative, based on visual evaluation 
of PET images [45], neither correlated with best clinical 
response to treatment nor predicted patient survival at a sig-
nificant level. This can be attributed to the non-specific and 
normally, highly variable uptake of  [18F]FDG in the organ. 

Fig. 2  Kaplan–Meier estimates of PFS according to colonic  SUVmean (A) and  SUVmax (B) as well as estimates of OS according to colonic 
 SUVmean (C) and  SUVmax (D). The numbers of patients at risk in each group and for the respective time points are shown below the plots
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Notably, however, the respective Kaplan–Meier curves of 
SUV and CLR revealed a non-significant trend for longer 
PFS and OS in patients with lower colonic  [18F]FDG uptake.

Interestingly, the metabolic volumetric parameters MTV 
and TLG from the normal gut were lower in patients show-
ing disease control compared to those with disease progres-
sion. This finding is considerable, since in immunotherapy 
disease control represents a satisfactory outcome, given 
that SD can be durable, with survival rates comparable to 
those associated with response [55–57]. This contrasts the 
traditional approaches for definition of treatment efficacy 
applied in conventional chemotherapy. In line with the previ-
ous studies, multivariate analysis revealed that colonic MTV 
and TLG significantly adversely affected patients’ PFS, sug-
gesting the role of these parameters as potential prognostica-
tors of immunotherapy outcome.

In a smaller study of 14 patients, Boursi et  al. also 
investigated the role of physiologic colonic  [18F]FDG 
uptake as a possible predictor for response to ipilimumab 

in melanoma. They reported that total colonic  SUVmax of 
individuals showing CR to ipilimumab was significantly 
lower than those without CR (PR or PD), concluding that 
physiologic colonic  [18F]FDG uptake may predict CR to 
immunotherapy [29]. Apart from the cohort size, which 
was markedly smaller than in our analysis, and the follow-
up period, which was not provided by the authors, a con-
siderable difference between the above-mentioned study 
and ours lies in the PET/CT image analysis. Boursi et al. 
calculated the total colonic SUV after manually draw-
ing ROIs around the outer boundaries of the four colonic 
regions (cecum and ascending, transverse, descending, and 
rectosigmoid) and, subsequently, combining the regional 
measurements. On the other hand, our analysis focused 
on the assessment of  [18F]FDG uptake, including volu-
metric measurements, in colonic regions with the high-
est diffuse or segmental  [18F]FDG uptake compared to 
rest colon activity, or alternatively in the cecum, in the 
case of failure to visually identify a colonic region with 

Fig. 3  Kaplan–Meier estimates of PFS according to  CLRmean (A) and  CLRmax (B) as well as estimates of OS according to  CLRmean (C) and 
 CLRmax (D). The numbers of patients at risk in each group and for the respective time points are shown below the plots
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Fig. 4  Kaplan–Meier estimates of OS according to  SLRmax (A) and  BLRmax (B). The numbers of patients at risk in each group and for the 
respective time points are shown below the plots

Table 3  Multivariate Cox 
regression analysis of clinical 
parameters and PET metrics 
derived from the colon and the 
bone marrow. Since the PET 
parameters colonic MTV and 
TLG are highly correlated, two 
models were applied, with only 
one of them being included at 
a time in the model (model 1 
including MTV and model 2 
including TLG)

*  Statistically significant correlation
HR, hazard ratio; 95% CI, 95% confidence intervals; MTV, metabolic tumor volume; TLG, total lesion gly-
colysis; LDH, lactate dehydrogenase; LPS, lipopolysaccharide; AJCC, American Joint Committee on Can-
cer; ECOG, Eastern Cooperative Oncology Group; BLRmax, bone marrow-to-liver  SUVmax ratio
High AJCC is defined by M1c patients (vs. M1a and M1b)
High ECOG score is defined by score 1 and score 2 (vs. score 0)

Model 1 (incl. colonic MTV) Model 2 (incl. colonic TLG)

Parameters HR (95% CI) p-value HR (95% CI) p-value

Progression-free survival
  AJCC
    High AJCC 1.664 (0.920–3.009) 0.09 1.616 (0.891–2.930) 0.11
  ECOG score
    High ECOG score 1.446 (0.731–2.859) 0.29 1.345 (0.681–2.654) 0.39
  LDH 1.004 (1.002–1.006)  < 0.01* 1.003 (1.001–1.006)  < 0.01*
  LPS 0.895 (0.818–0.979) 0.02* 0.904 (0.827–0.989) 0.03*
  Colonic MTV 1.129 (1.040–1.225)  < 0.01* 1.029 (1.005–1.053) 0.02*
   BLRmax 2.144 (1.020–4.505) 0.04* 1.805 (0.878–3.710) 0.11

Overall survival
  AJCC
    High AJCC 3.165 (1.481–6.767)  < 0.01* 3.166 (1.472–6.813)  < 0.01*

ECOG score
  High ECOG score 3.121 (1.520–6.406)  < 0.01* 3.120 (1.520–6.404)  < 0.01*
  LDH 1.004 (1.001–1.006)  < 0.01* 1.004 (1.001–1.006)  < 0.01*
  LPS 0.890 (0.796–0.995) 0.04* 0.890 (0.797–0.994) 0.04*
  Colonic MTV 1.001 (0.917–1.093) 0.98 1.000 (0.974–1.026) 0.99
   BLRmax 2.605 (1.035–6.555) 0.04* 2.604 (1.031–6.578) 0.04*
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distinctly increased tracer concentration. The choice of the 
cecum was based on previous  [18F]FDG PET/CT studies, 
which highlighted this colonic region as a site potentially 
exhibiting signs of lymphocyte activation, and showing, 
moreover, a correlation with patient survival during immu-
notherapy and microbiome diversity [30, 58]. Although 
it cannot be ascertained which approach performs bet-
ter, we preferred to evaluate intestinal areas of increased 
tracer concentration instead the whole colon in order to 
assess the gut areas with the highest metabolic activity. 
Moreover, the herein applied approach seems more opera-
tor friendly and less time intensive to implement in daily 
clinical practice.

Another study in the field, albeit at a different tumor and 
with different therapeutic agents, was recently published by 
Cvetkovic et al. The authors studied a group of patients with 
advanced NSCLC treated with anti-PD-1/PD-L1 monother-
apy or in combination with chemotherapy, and found that a 
lower colon  [18F]FDG uptake on PET/CT at baseline was 
associated with better clinical outcomes [58]. Also in this 
study, the method of analysis of the PET/CT images was 
more complex than ours. In particular, colon segmentation 
was based on division of the organ in five anatomic segments 
(cecum, right, transverse, left, and rectosigmoid), followed 
by manual contouring of each portion separately on axial CT 
images, which were then transposed onto the corresponding 
axial PET images.

Apart from the assessment of colonic metabolism, our 
analysis also involved quantitative calculations of  [18F]FDG 
uptake in lymphoid cell-rich organs, namely, the spleen and 
the bone marrow. The main finding here was the significantly 
shorter OS for patients with high  SLRmax and  BLRmax, when 
dichotomized at their median, while in multivariate analysis, 
the parameter  BLRmax was found to significantly adversely 
correlate both for PFS and OS. Moreover, the Kaplan–Meier 
analysis based on the combination of tracer uptake in the 
colon and lymphoid cell-rich organs demonstrated a trend 
for shorter PFS and OS in patients with higher uptake, with 
the log-rank test partly revealing statistical significance or 
borderline significance. The finding that hematopoietic and 
lymphoid tissue metabolism, investigated by means of PET/
CT, correlates with unfavorable clinical outcomes is in line 
with recent works in the field [35, 59, 60], suggesting their 
predictive role in ICI treatment. At the same time, however, 
a less contributory role of the baseline metabolism of these 
organs in prediction of response to immunotherapy has also 
been demonstrated [39]. In this respect, although our results 
highlight the potential role of these imaging metrics as pre-
dictive indicators, they should be cautiously interpreted, 
since there exists a clear need for prospective and transla-
tional studies correlating glucose metabolism in these organs 
with the pathophysiology of immune activation elicited by 
ICIs [61]. Overall, however, the extraction and investigation 

of PET biomarkers related to the host immune system is 
gradually gaining importance as a potential surrogate marker 
of therapeutic response.

Our study has some limitations. First, this is a single-
center retrospective analysis of prospectively acquired 
data. This resulted in the lack of certain evidence, such 
as gut microbiome data, stool samples, as well as other 
clinical and laboratory data, that would allow a further elu-
cidation of the association between  [18F]FDG uptake and 
microbiome composition. Thus, a validation of these find-
ings in larger patient cohorts, ideally studied in the con-
text of a multicenter, prospective trial, would be required. 
Second, our analysis was focused on ipilimumab-based 
immunotherapy, since colitis has been mainly associated 
with anti-CTLA-4 agents, occurring in 10–20% of patients 
undergoing this type of treatment [62]. Although, since the 
introduction of anti–PD-1 antibodies, ipilimumab has been 
less commonly used as first-line monotherapy, the agent 
is still used in combination with nivolumab as first-line 
therapy in patients with advanced melanoma and as sub-
sequent therapy in patients with disease progression after 
single-agent anti-PD-1 treatment [63]. Finally, no exact 
volumetric PET calculations of whole-body tumor burden 
were performed in the context of the present analysis. Our 
group is, however, in the process of developing and evalu-
ating a respective tool for whole-body metabolic tumor 
calculations, which will be the topic of a future work [64].

Conclusion

In an attempt to investigate the role of baseline, physiologic 
colonic  [18F]FDG uptake in prediction of immunotherapy 
outcome, we studied by means of PET/CT a cohort of 119 
stage IV melanoma patients undergoing treatment with the 
agent ipilimumab. At a median follow-up of 64.6 months 
[61.0–68.6 months] after treatment, start physiologic colonic 
 [18F]FDG uptake, as assessed by SUV, did not indepen-
dently predict patient survival, although a non-significant 
trend for longer PFS and OS was observed in patients with 
lower colonic  [18F]FDG uptake. Moreover, colonic  [18F]
FDG uptake was not correlated with either clinical signs of 
colitis during immunotherapy or LPS levels in the periph-
eral blood. On the other hand, volumetric PET parameters, 
such as MTV and TLG, derived from the normal gut sig-
nificantly correlated with disease control to immunotherapy, 
suggesting their potential role as prognosticators of response 
to ICIs. Further, the analysis of the spleen and bone marrow 
metabolism showed considerable promise for the long-term 
prediction of treatment outcome through the demonstration 
of a significant correlation between  SLRmax and  BLRmax 



3720 European Journal of Nuclear Medicine and Molecular Imaging (2023) 50:3709–3722

1 3

values (when dichotomized at their median) with OS. Nota-
bly, in multivariate analysis, the PET parameters colonic 
MTV, colonic TLG, and  BLRmax were found to significantly 
adversely correlate with patient survival.

Supplementary Information The online version contains supplemen-
tary material available at https:// doi. org/ 10. 1007/ s00259- 023- 06327-9.

Funding Open Access funding enabled and organized by Projekt 
DEAL.

Data availability The datasets generated during and/or analyzed dur-
ing the current study are available from the corresponding author on 
reasonable request.

Declarations 

Ethical approval All procedures performed in studies involving human 
participants were in accordance with the ethical standards of the insti-
tutional and/or national research committee and with the 1964 Helsinki 
declaration and its later amendments or comparable ethical standards.

Consent to participate Informed consent was obtained from all par-
ticipants enrolled in the study.

Consent for publication Consent to publish has been received from 
all participants.

Competing interests The authors declare no competing interests.

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:// creat iveco mmons. org/ licen ses/ by/4. 0/.

References

 1.  Carlino MS, Larkin J, Long GV. Immune checkpoint inhibitors 
in melanoma. Lancet. 2021;398(10304):1002–14. https:// doi. org/ 
10. 1016/ S0140- 6736(21) 01206-X.

 2.  Pardoll D. Cancer and the immune system: Basic concepts and tar-
gets for intervention. Semin Oncol. 2015;42(4):523–38. https:// doi. 
org/ 10. 1053/j. semin oncol. 2015. 05. 003.

 3.  Robert C, Long GV, Brady B, Dutriaux C, Maio M, Mortier L, et al. 
Nivolumab in previously untreated melanoma without BRAF muta-
tion. N Engl J Med. 2015;372(4):320–30.

 4.  Robert C, Schachter J, Long GV, Arance A, Grob JJ, et al. Pembroli-
zumab versus Ipilimumab in advanced melanoma. N Engl J Med. 
2015;372(26):2521–32.

 5.  Larkin J, Chiarion-Sileni V, Gonzalez R, Grob JJ, Cowey CL, et al. 
combined nivolumab and ipilimumab or monotherapy in untreated 
melanoma. N Engl J Med. 2015;373(1):23–34.

 6.  Hodi FS, O’Day SJ, McDermott DF, Weber RW, Sosman JA, 
Haanen JB, et al. Improved survival with ipilimumab in patients 
with metastatic melanoma. N Engl J Med. 2010;363:711–23.

 7.  Tawbi HA, Schadendorf D, Lipson EJ, Ascierto PA, Matamala L, 
Castillo Gutiérrez E, et al. RELATIVITY-047 investigators. relatli-
mab and nivolumab versus nivolumab in untreated advanced mela-
noma. N Engl J Med. 2022;386(1):24–34. https:// doi. org/ 10. 1056/ 
NEJMo a2109 970.

 8.  Sharma P, Hu-Lieskovan S, Wargo JA, Ribas A. Primary, adap-
tive, and acquired resistance to cancer immunotherapy. Cell. 
2017;168(4):707–23. https:// doi. org/ 10. 1016/j. cell. 2017. 01. 017.

 9.  Decazes P, Bohn P. Immunotherapy by immune checkpoint inhibitors 
and nuclear medicine imaging: current and future applications. Can-
cers (Basel). 2020;12:371. https:// doi. org/ 10. 3390/ cance rs120 20371.

 10.  Hughes DJ, Subesinghe M, Taylor B, Bille A, Spicer J, Papa S, 
et al. 18F FDG PET/CT and novel molecular imaging for directing 
immunotherapy in cancer. Radiology. 2022;304(2):246–64. https:// 
doi. org/ 10. 1148/ radiol. 212481.

 11.  Postow MA, Sidlow R, Hellmann MD. Immune-related adverse 
events associated with immune checkpoint blockade. N Engl J Med. 
2018;378(2):158–68.

 12.  Koulouridi A, Messaritakis I, Gouvas N, Tsiaoussis J, Souglakos 
J. Immunotherapy in solid tumors and gut microbiota: the corre-
lation-a special reference to colorectal cancer. Cancers (Basel). 
2020;13(1):43. https:// doi. org/ 10. 3390/ cance rs130 10043.

 13.  Sivan A, Corrales L, Hubert N, Williams JB, Aquino-Michaels 
K, Earley ZM, et al. Commensal Bifidobacterium promotes anti-
tumor immunity and facilitates anti-PD-L1 efficacy. Science. 
2015;350(6264):1084–9.

 14.  Vétizou M, Pitt JM, Daillère R, Lepage P, Waldschmitt N, Flament 
C, et al. Anticancer immunotherapy by CTLA-4 blockade relies on 
the gut microbiota. Science. 2015;350(6264):1079–84. https:// doi. 
org/ 10. 1126/ scien ce. aad13 29.

 15.  Routy B, Le Chatelier E, Derosa L, Duong CPM, Alou MT, Daillère 
R, et al. Gut microbiome influences efficacy of PD-1-based immu-
notherapy against epithelial tumors. Science. 2018;359(6371):91–7. 
https:// doi. org/ 10. 1126/ scien ce. aan37 06.

 16.  Gopalakrishnan V, Spencer CN, Nezi L, Reuben A, Andrews 
MC, Karpinets TV, et al. Gut microbiome modulates response 
to anti-PD-1 immunotherapy in melanoma patients. Science. 
2018;359(6371):97–103. https:// doi. org/ 10. 1126/ scien ce. aan42 36.

 17.  Simpson RC, Shanahan ER, Batten M, Reijers ILM, Read M, Silva 
IP, et al. Diet-driven microbial ecology underpins associations 
between cancer immunotherapy outcomes and the gut microbiome. 
Nat Med. 2022; https:// doi. org/ 10. 1038/ s41591- 022- 01965-2.

 18.  Chaput N, Lepage P, Coutzac C, Soularue E, Le Roux K, Monot C, 
et al. Baseline gut microbiota predicts clinical response and colitis in 
metastatic melanoma patients treated with ipilimumab. Ann Oncol. 
2017;28(6):1368–79. https:// doi. org/ 10. 1093/ annonc/ mdx108.

 19.  Choi Y, Lichterman JN, Coughlin LA, Poulides N, Li W, Del Valle P, 
et al. Immune checkpoint blockade induces gut microbiota transloca-
tion that augments extraintestinal antitumor immunity. Sci Immunol. 
2023;8(81):eabo2003. https:// doi. org/ 10. 1126/ sciim munol. abo20 03.

 20.  Pezo RC, Wong M, Martin A. Impact of the gut microbiota on 
immune checkpoint inhibitor-associated toxicities. Therap Adv 
Gastroenterol. 2019;16(12):1756284819870911. https:// doi. org/ 
10. 1177/ 17562 84819 870911.

 21.  Xing Y, Bronstein Y, Ross MI, et al. Contemporary diagnostic imag-
ing modalities for the staging and surveillance of melanoma patients: 
a metaanalysis. J Natl Cancer Inst. 2011;103:129–42.

 22.  Schüle SC, Eigentler TK, Garbe C, la Fougère C, Nikolaou K, Pfan-
nenberg C. Influence of (18)F-FDG PET/CT on therapy manage-
ment in patients with stage III/IV malignant melanoma. Eur J Nucl 
Med Mol Imaging. 2016;43:482–8.

 23.  Dimitrakopoulou-Strauss A. Monitoring of patients with meta-
static melanoma treated with immune checkpoint inhibitors using 

https://doi.org/10.1007/s00259-023-06327-9
http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1016/S0140-6736(21)01206-X
https://doi.org/10.1016/S0140-6736(21)01206-X
https://doi.org/10.1053/j.seminoncol.2015.05.003
https://doi.org/10.1053/j.seminoncol.2015.05.003
https://doi.org/10.1056/NEJMoa2109970
https://doi.org/10.1056/NEJMoa2109970
https://doi.org/10.1016/j.cell.2017.01.017
https://doi.org/10.3390/cancers12020371
https://doi.org/10.1148/radiol.212481
https://doi.org/10.1148/radiol.212481
https://doi.org/10.3390/cancers13010043
https://doi.org/10.1126/science.aad1329
https://doi.org/10.1126/science.aad1329
https://doi.org/10.1126/science.aan3706
https://doi.org/10.1126/science.aan4236
https://doi.org/10.1038/s41591-022-01965-2
https://doi.org/10.1093/annonc/mdx108
https://doi.org/10.1126/sciimmunol.abo2003
https://doi.org/10.1177/1756284819870911
https://doi.org/10.1177/1756284819870911


3721European Journal of Nuclear Medicine and Molecular Imaging (2023) 50:3709–3722 

1 3

PET-CT. Cancer Immunol Immunother. 2019;68(5):813–22. https:// 
doi. org/ 10. 1007/ s00262- 018- 2229-6.

 24.  Sachpekidis C, Dimitrakopoulou-Strauss A. Melanoma: 18F-FDG 
PET/CT for response assessment of melanoma following immuno-
therapy. In: Lopci E, Fanti S, editors. Atlas of Response to Immu-
notherapy. Cham: Springer; 2020.

 25.  Ayati N, Sadeghi R, Kiamanesh Z, Lee ST, Zakavi SR, Scott AM. 
The value of 18F-FDG PET/CT for predicting or monitoring immu-
notherapy response in patients with metastatic melanoma: a sys-
tematic review and meta-analysis. Eur J Nucl Med Mol Imaging. 
2021;48(2):428–48. https:// doi. org/ 10. 1007/ s00259- 020- 04967-9.

 26.  Lopci E, Hicks RJ, Dimitrakopoulou-Strauss A, Dercle L, Iravani 
A, Seban RD, et  al. Joint EANM/SNMMI/ANZSNM practice 
guidelines/procedure standards on recommended use of [18F]FDG 
PET/CT imaging during immunomodulatory treatments in patients 
with solid tumors version 1.0. Eur J Nucl Med Mol Imaging. 
2022;49(7):2323–41. https:// doi. org/ 10. 1007/ s00259- 022- 05780-2.

 27.  Evangelista L, Bianchi A, Annovazzi A, Sciuto R, Di Traglia S, Bauckneht 
M, et al. ITA-IMMUNO-PET: The Role of [18F]FDG PET/CT for Assess-
ing Response to Immunotherapy in Patients with Some Solid Tumors. 
Cancers. 2023;15(3):878. https:// doi. org/ 10. 3390/ cance rs150 30878.

 28.  Lang N, Dick J, Slynko A, Schulz C, Dimitrakopoulou-Strauss A, 
Sachpekidis C, et al. Clinical significance of signs of autoimmune 
colitis in 18F-fluorodeoxyglucose positron emission tomography-
computed tomography of 100 stage-IV melanoma patients. Immuno-
therapy. 2019;11(8):667–76. https:// doi. org/ 10. 2217/ imt- 2018- 0146.

 29.  Boursi B, Werner TJ, Gholami S, Margalit O, Baruch E, Markel 
G, et al. Physiologic colonic fluorine-18-fluorodeoxyglucose uptake 
may predict response to immunotherapy in patients with metastatic 
melanoma. Melanoma Res. 2019;29(3):318–21. https:// doi. org/ 10. 
1097/ CMR. 00000 00000 000566.

 30.  Prigent K, Lasnon C, Ezine E, Janson M, Coudrais N, Joly E, et al. 
Assessing immune organs on 18F-FDG PET/CT imaging for therapy 
monitoring of immune checkpoint inhibitors: inter-observer vari-
ability, prognostic value and evolution during the treatment course of 
melanoma patients. Eur J Nucl Med Mol Imaging. 2021;48(8):2573–
85. https:// doi. org/ 10. 1007/ s00259- 020- 05103-3.

 31.  Anwar H, Sachpekidis C, Winkler J, Kopp-Schneider A, Haberkorn 
U, Hassel JC, Dimitrakopoulou-Strauss A. Absolute number of new 
lesions on 18F-FDG PET/CT is more predictive of clinical response 
than SUV changes in metastatic melanoma patients receiving ipili-
mumab. Eur J Nucl Med Mol Imaging. 2018;45(3):376–83. https:// 
doi. org/ 10. 1007/ s00259- 017- 3870-6.

 32.  Seban RD, Moya-Plana A, Antonios L, Yeh R, Marabelle A, Deutsch 
E, et al. Prognostic 18F-FDG PET biomarkers in metastatic mucosal 
and cutaneous melanoma treated with immune checkpoint inhibi-
tors targeting PD-1 and CTLA-4. Eur J Nucl Med Mol Imaging. 
2020;47(10):2301–12. https:// doi. org/ 10. 1007/ s00259- 020- 04757-3.

 33.  Ito K, Teng R, Schöder H, Humm JL, Ni A, Michaud L, et al. 18F-
FDG PET/CT for Monitoring of Ipilimumab Therapy in Patients 
with Metastatic Melanoma. J Nucl Med. 2019;60(3):335–41. https:// 
doi. org/ 10. 2967/ jnumed. 118. 213652.

 34.  Ito K, Schöder H, Teng R, Humm JL, Ni A, Wolchok JD, Weber 
WA. Prognostic value of baseline metabolic tumor volume measured 
on 18F-fluorodeoxyglucose positron emission tomography/com-
puted tomography in melanoma patients treated with ipilimumab 
therapy. Eur J Nucl Med Mol Imaging. 2019;46(4):930–9. https:// 
doi. org/ 10. 1007/ s00259- 018- 4211-0.

 35.  Seban RD, Nemer JS, Marabelle A, Yeh R, Deutsch E, Ammari 
S, et  al. Prognostic and theranostic 18F-FDG PET biomark-
ers for anti-PD1 immunotherapy in metastatic melanoma: asso-
ciation with outcome and transcriptomics. Eur J Nucl Med 
Mol Imaging. 2019;46(11):2298–310. https:// doi. org/ 10. 1007/ 
s00259- 019- 04411-7.

 36.  Iravani A, Osman MM, Weppler AM, Wallace R, Galligan A, 
Lasocki A, et al. FDG PET/CT for tumoral and systemic immune 

response monitoring of advanced melanoma during first-line com-
bination ipilimumab and nivolumab treatment. Eur J Nucl Med 
Mol Imaging. 2020;47(12):2776–86. https:// doi. org/ 10. 1007/ 
s00259- 020- 04815-w.

 37.  Nakamoto R, Zaba LC, Rosenberg J, Reddy SA, Nobashi TW, 
Davidzon G, et al. Prognostic value of volumetric PET parameters at 
early response evaluation in melanoma patients treated with immu-
notherapy. Eur J Nucl Med Mol Imaging. 2020;47(12):2787–95. 
https:// doi. org/ 10. 1007/ s00259- 020- 04792-0.

 38.  Sachpekidis C, Larribère L, Kopp-Schneider A, Hassel JC, Dim-
itrakopoulou-Strauss A. Can benign lymphoid tissue changes in 
18F-FDG PET/CT predict response to immunotherapy in metastatic 
melanoma? Cancer Immunol Immunother. 2019;68(2):297–303. 
https:// doi. org/ 10. 1007/ s00262- 018- 2279-9.

 39.  Nobashi T, Baratto L, Reddy SA, Srinivas S, Toriihara A, Hatami N, 
et al. Predicting response to immunotherapy by evaluating tumors, 
lymphoid cell-rich organs, and immune-related adverse events using 
FDG-PET/CT. Clin Nucl Med. 2019;44(4):e272–9. https:// doi. org/ 
10. 1097/ RLU. 00000 00000 002453.

 40.  Hribernik N, Huff DT, Studen A, Zevnik K, Klaneček Ž, Emame-
khoo H, et al. Quantitative imaging biomarkers of immune-related 
adverse events in immune-checkpoint blockade-treated metastatic 
melanoma patients: a pilot study. Eur J Nucl Med Mol Imaging. 
2022;49(6):1857–69. https:// doi. org/ 10. 1007/ s00259- 021- 05650-3.

 41.  Sachpekidis C, Hassel JC, Dimitrakopoulou-Strauss A. Adverse 
effects under immune checkpoint inhibitors on [18F]FDG PET/CT 
imaging. Q J Nucl Med Mol Imaging. 2022;66(3):245–54. https:// 
doi. org/ 10. 23736/ S1824- 4785. 22. 03453-7.

 42.  Yoon HJ, Kim HN, Bang JI, Lim W, Moon BI, Paik NS, et al. Physi-
ologic intestinal 18F-FDG uptake is associated with alteration of gut 
microbiota and proinflammatory cytokine levels in breast cancer. Sci 
Rep. 2019;9(1):18273. https:// doi. org/ 10. 1038/ s41598- 019- 54680-3.

 43.  Treglia G, Taralli S, Salsano M, Muoio B, Sadeghi R, Giovanella L. 
Prevalence and malignancy risk of focal colorectal incidental uptake 
detected by (18)F-FDG-PET or PET/CT: a meta-analysis. Radiol 
Oncol. 2014;48(2):99–104. https:// doi. org/ 10. 2478/ raon- 2013- 0035.

 44.  Keyzer C, Dhaene B, Blocklet D, De Maertelaer V, Gold-
man S, Gevenois PA. Colonoscopic findings in patients with 
incidental colonic focal FDG uptake. AJR Am J Roentgenol. 
2015;204(5):W586–91. https:// doi. org/ 10. 2214/ AJR. 14. 12817.

 45.  Gontier E, Fourme E, Wartski M, Blondet C, Bonardel G, Le Stanc 
E, et al. High and typical 18F-FDG bowel uptake in patients treated 
with metformin. Eur J Nucl Med Mol Imaging. 2008;35(1):95–9. 
https:// doi. org/ 10. 1007/ s00259- 007- 0563-6. http:// www. pmod. com/ 
files/ downl oad/ v31/ doc/ pbas/ 4729. htm. 

 46.  http:// www. pmod. com/ files/ downl oad/ v31/ doc/ pbas/ 4729. htm 
Accessed: December 17, 2022.

 47.  National Cancer Institute. Common terminology criteria for adverse 
events (CTCAE) Version 4.0 [internet]. Available from: https:// 
www. eortc. be/ servi ces/ doc/ ctc/ CTCAE_4. 03_ 2010- 06- 14_ Quick 
Refer ence_ 5x7. pdf. [cited 2022, Sep 30].

 48.  Lindsay GK, Roslansky PF, Novitsky TJ. Single-step, chromogenic 
Limulus amebocyte lysate assay for endotoxin. J Clin Microbiol. 
1989;27(5):947–51. https:// doi. org/ 10. 1128/ jcm. 27.5. 947- 951. 1989.

 49.  Hurley JC. Diagnosis of endotoxemia with gram-negative bacteremia 
is bacterial species dependent: a meta-analysis of clinical studies. J Clin 
Microbiol. 2009;47(12):3826–31. https:// doi. org/ 10. 1128/ JCM. 01189- 09.

 50.  Nymark M, Pussinen PJ, Tuomainen AM, Forsblom C, Groop PH, 
Lehto M, FinnDiane Study Group. Serum lipopolysaccharide activ-
ity is associated with the progression of kidney disease in finnish 
patients with type 1 diabetes. Diabetes Care. 2009;32(9):1689–93. 
https:// doi. org/ 10. 2337/ dc09- 0467.

 51.  Kohan A, Avril NE. Pelvis: normal variants and benign findings in 
FDG-PET/CT imaging. PET Clin. 2014;9(2):185–93. https:// doi. 
org/ 10. 1016/j. cpet. 2013. 10. 002.

https://doi.org/10.1007/s00262-018-2229-6
https://doi.org/10.1007/s00262-018-2229-6
https://doi.org/10.1007/s00259-020-04967-9
https://doi.org/10.1007/s00259-022-05780-2
https://doi.org/10.3390/cancers15030878
https://doi.org/10.2217/imt-2018-0146
https://doi.org/10.1097/CMR.0000000000000566
https://doi.org/10.1097/CMR.0000000000000566
https://doi.org/10.1007/s00259-020-05103-3
https://doi.org/10.1007/s00259-017-3870-6
https://doi.org/10.1007/s00259-017-3870-6
https://doi.org/10.1007/s00259-020-04757-3
https://doi.org/10.2967/jnumed.118.213652
https://doi.org/10.2967/jnumed.118.213652
https://doi.org/10.1007/s00259-018-4211-0
https://doi.org/10.1007/s00259-018-4211-0
https://doi.org/10.1007/s00259-019-04411-7
https://doi.org/10.1007/s00259-019-04411-7
https://doi.org/10.1007/s00259-020-04815-w
https://doi.org/10.1007/s00259-020-04815-w
https://doi.org/10.1007/s00259-020-04792-0
https://doi.org/10.1007/s00262-018-2279-9
https://doi.org/10.1097/RLU.0000000000002453
https://doi.org/10.1097/RLU.0000000000002453
https://doi.org/10.1007/s00259-021-05650-3
https://doi.org/10.23736/S1824-4785.22.03453-7
https://doi.org/10.23736/S1824-4785.22.03453-7
https://doi.org/10.1038/s41598-019-54680-3
https://doi.org/10.2478/raon-2013-0035
https://doi.org/10.2214/AJR.14.12817
https://doi.org/10.1007/s00259-007-0563-6
http://www.pmod.com/files/download/v31/doc/pbas/4729.htm
http://www.pmod.com/files/download/v31/doc/pbas/4729.htm
http://www.pmod.com/files/download/v31/doc/pbas/4729.htm
https://www.eortc.be/services/doc/ctc/CTCAE_4.03_2010-06-14_QuickReference_5x7.pdf
https://www.eortc.be/services/doc/ctc/CTCAE_4.03_2010-06-14_QuickReference_5x7.pdf
https://www.eortc.be/services/doc/ctc/CTCAE_4.03_2010-06-14_QuickReference_5x7.pdf
https://doi.org/10.1128/jcm.27.5.947-951.1989
https://doi.org/10.1128/JCM.01189-09
https://doi.org/10.2337/dc09-0467
https://doi.org/10.1016/j.cpet.2013.10.002
https://doi.org/10.1016/j.cpet.2013.10.002


3722 European Journal of Nuclear Medicine and Molecular Imaging (2023) 50:3709–3722

1 3

 52.  Franquet E, Palmer MR, Gifford AE, Selen DJ, Chen YC, 
Sedora-Roman N, et al. Rifaximin suppresses background intes-
tinal 18F-FDG uptake on PET/CT scans. Nucl Med Commun. 
2014;35(10):1026–31. https:// doi. org/ 10. 1097/ MNM. 00000 00000 
000170.

 53.  Kang JY, Kim HN, Chang Y, Yun Y, Ryu S, Shin H, Kim HL. Gut 
microbiota and physiologic bowel 18F-FDG uptake. EJNMMI 
Res. 2017;7(1):72. https:// doi. org/ 10. 1186/ s13550- 017- 0318-8.

 54.  Boursi B, Werner TJ, Gholami S, Houshmand S, Mamtani R, Lewis 
JD, et al. Functional imaging of the interaction between gut microbi-
ota and the human host: A proof-of-concept clinical study evaluating 
novel use for 18F-FDG PET-CT. PLoS One. 2018;13(2):e0192747. 
https:// doi. org/ 10. 1371/ journ al. pone. 01927 47.

 55.  Wolchok JD, Hoos A, O'Day S, Weber JS, Hamid O, Lebbé C, 
Maio M, Binder M, Bohnsack O, Nichol G, Humphrey R, Hodi 
FS. Guidelines for the evaluation of immune therapy activity in 
solid tumors: immune-related response criteria. Clin Cancer Res. 
2009;15:7412–20.

 56.  Wolchok JD, Weber JS, Maio M, Neyns B, Harmankaya K, 
Chin K, Cykowski L, de Pril V, Humphrey R, Lebbé C. Four-
year survival rates for patients with metastatic melanoma who 
received ipilimumab in phase II clinical trials. Ann Oncol. 
2013;24:2174–80.

 57.  Hughes T, Klairmont M, Broucek J, Iodice G, Basu S, Kauf-
man HL. The prognostic significance of stable disease follow-
ing high-dose interleukin-2 (IL-2) treatment in patients with 
metastatic melanoma and renal cell carcinoma. Cancer Immu-
nol Immunother. 2015;64(4):459–65. https:// doi. org/ 10. 1007/ 
s00262- 014- 1652-6.

 58.  Cvetkovic L, Régis C, Richard C, Derosa L, Leblond A, Malo 
J, et al. Physiologic colonic uptake of 18F-FDG on PET/CT is 
associated with clinical response and gut microbiome composi-
tion in patients with advanced non-small cell lung cancer treated 

with immune checkpoint inhibitors. Eur J Nucl Med Mol Imaging. 
2021;48(5):1550–9. https:// doi. org/ 10. 1007/ s00259- 020- 05081-6.

 59.  Wong A, Callahan J, Keyaerts M, Neyns B, Mangana J, Aberle 
S, et al. 18F-FDGPET/CT based spleen to liver ratio associates 
with clini¬cal outcome to ipilimumab in patients with metastatic 
melanoma. Cancer Imaging. 2020;20:36.

 60.  Sachpekidis C, Kopp-Schneider A, Hassel JC, Dimitrakopoulou-
Strauss A. Assessment of early metabolic progression in mela-
noma pa¬tients under immunotherapy: an 18F-FDG PET/CT 
study. EJNMMI Res. 2021;11:89.

 61.  Seban RD, Champion L, Schwartz LH, Dercle L. Spleen glucose 
metabolism on [18F]-FDG PET/CT: a dynamic double-edged bio-
marker predicting outcome in cancer patients. Eur J Nucl Med 
Mol Imaging. 2021;48(8):2309–11. https:// doi. org/ 10. 1007/ 
s00259- 020- 05126-w.

 62.  Martins F, Sofiya L, Sykiotis GP, Lamine F, Maillard M, Fraga 
M, et al. Adverse effects of immune-checkpoint inhibitors: epi-
demiology, management and surveillance. Nat Rev Clin Oncol. 
2019;16(9):563–80. https:// doi. org/ 10. 1038/ s41571- 019- 0218-0.

 63.  Dalle S, Mortier L, Corrie P, Lotem M, Board R, Arance AM, 
et al. Long-term real-world experience with ipilimumab and 
non-ipilimumab therapies in advanced melanoma: the IMAGE 
study. BMC Cancer. 2021;21(1):642. https:// doi. org/ 10. 1186/ 
s12885- 021- 08032-y.

 64.  Vagenas TP, Economopoulos TL, Sachpekidis C, Dimitrakopou-
lou-Strauss A, Pan L, Provata A, Matsopoulos GK. A decision 
support system for the identification of metastases of Metastatic 
Melanoma using whole-body FDG PET/CT images. IEEE J 
Biomed Health. Inform. 2022; https:// doi. org/ 10. 1109/ JBHI. 2022. 
32300 60.

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

Authors and Affiliations

Christos Sachpekidis1  · Christoph K. Stein‑Thoeringer2 · Annette Kopp‑Schneider3 · Vivienn Weru3 · 
Antonia Dimitrakopoulou‑Strauss1 · Jessica C. Hassel4

 * Christos Sachpekidis 
 christos_saxpe@yahoo.gr

1 Clinical Cooperation Unit Nuclear Medicine, German 
Cancer Research Center (DKFZ), Im Neuenheimer Feld 280, 
69210 Heidelberg, Germany

2 Laboratory of Translational, Microbiome Science, Internal 
Medicine I, University Clinic Tuebingen, Tuebingen, 
Germany

3 Department of Biostatistics, German Cancer Research Center 
(DKFZ), Heidelberg, Germany

4 Department of Dermatology and National Center for Tumor 
Diseases (NCT), University Hospital Heidelberg, Heidelberg, 
Germany

https://doi.org/10.1097/MNM.0000000000000170
https://doi.org/10.1097/MNM.0000000000000170
https://doi.org/10.1186/s13550-017-0318-8
https://doi.org/10.1371/journal.pone.0192747
https://doi.org/10.1007/s00262-014-1652-6
https://doi.org/10.1007/s00262-014-1652-6
https://doi.org/10.1007/s00259-020-05081-6
https://doi.org/10.1007/s00259-020-05126-w
https://doi.org/10.1007/s00259-020-05126-w
https://doi.org/10.1038/s41571-019-0218-0
https://doi.org/10.1186/s12885-021-08032-y
https://doi.org/10.1186/s12885-021-08032-y
https://doi.org/10.1109/JBHI.2022.3230060
https://doi.org/10.1109/JBHI.2022.3230060
http://orcid.org/0000-0001-8739-8741

	Can physiologic colonic [18F]FDG uptake in PETCT imaging predict response to immunotherapy in metastatic melanoma?
	Abstract
	Aim 
	Methodology 
	Results 
	Conclusions 

	Introduction
	Materials and methods
	Study population
	PETCT data acquisition
	PETCT data analysis
	Clinical data
	Statistical analysis

	Results
	Patient cohort
	PETCT findings
	Diarrhea and colitis
	LPS levels in the peripheral blood
	Best response to treatment
	Patient survival

	Discussion
	Conclusion
	Anchor 23
	References


