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Simple Summary: Various types of cancers can lead to brain metastasis. Treatment strategies have
improved substantially in the past decade, leading to longer survival in many cases, but also to new
diagnostic challenges. Being able to locate those parts of a lesion suspicious for brain metastasis
that contain the highest concentrations of viable tumor cells can be crucial, e.g., to obtain a precise
diagnosis via targeted biopsies or to differentiate recurring tumor from dead tissue after treatment.
Positron emission tomography (PET) imaging has the potential to provide this kind of information.
However, studies relating PET findings to actual tissue properties are sparse. The aim of this study
was to investigate the association of PET imaging with microscopic tissue properties in samples
obtained neurosurgically from brain metastases. Our findings can improve the planning and yield
of biopsies from brain metastases, and they may inform future studies aimed at improving the
discrimination of recurring from dead tumor in treated brain metastases using PET.

Abstract: Amino acid positron emission tomography (PET) has been employed in the management
of brain metastases. Yet, histopathological correlates of PET findings remain poorly understood. We
investigated the relationship of O-(2-[18F]Fluoroethyl)-L-tyrosine ([18F]FET) PET, magnetic resonance
imaging (MRI), and histology in brain metastases. Fifteen patients undergoing brain metastasis
resection were included prospectively. Using intraoperative navigation, 39 targeted biopsies were
obtained from parts of the metastases that were either PET-positive or negative and MRI-positive or
negative. Tumor and necrosis content, proliferation index, lymphocyte infiltration, and vasculariza-
tion were determined histopathologically. [18F]FET PET had higher specificity than MRI (66% vs.
56%) and increased sensitivity for tumor from 73% to 93% when combined with MRI. Tumor content
per sample increased with PET uptake (rs = 0.3, p = 0.045), whereas necrosis content decreased
(rs = −0.4, p = 0.014). PET-positive samples had more tumor (median: 75%; interquartile range:
10–97%; p = 0.016) than PET-negative samples. The other investigated histological properties were
not correlated with [18F]FET PET intensity. Tumors were heterogeneous at the levels of imaging and
histology. [18F]FET PET can be a valuable tool in the management of brain metastases. In biopsies,
one should aim for PET hotspots to increase the chance for retrieval of samples with high tumor
cell concentrations. Multiple biopsies should be performed to account for intra-tumor heterogeneity.
PET could be useful for differentiating treatment-related changes (e.g., radiation necrosis) from
tumor recurrence.

Keywords: brain metastasis; amino acid positron-emission tomography; targeted biopsy; tumor
heterogeneity; radiation necrosis; pseudoprogression
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1. Introduction

In advanced neoplastic disease, brain metastases are common, and metastasis is the
most frequent type of brain cancer [1]. As diagnostic tools and treatment strategies have
improved, the number of cancer patients who are diagnosed with brain metastases has
increased. Novel systemic treatment options, such as targeted therapy or immunotherapy,
have been able to control intracranial metastases at least in some forms of cancer, and
more patients survive longer with brain metastases than before [2]. Long-term follow-up
of these patients usually includes MRI with contrast enhancement, which is the corner-
stone of diagnostics in brain metastasis. However, it has some limitations, such as low
specificity [3–5]. This can be problematic in confirming the initial diagnosis as well as
during treatment monitoring. Amino acid positron emission tomography (PET), such as
O-(2-[18F]Fluoroethyl)-L-tyrosine ([18F]FET) PET [6], is thought to reveal metastasis-specific
uptake of radiolabeled amino acids that is mediated by L-type amino acid transporters [7].
This type of molecular imaging has been well established for primary brain tumors [8],
and it has also been proposed to provide useful diagnostic information on brain metas-
tases in addition to MRI imaging [7,9,10]; for a recent review, see [11]. For example, the
differentiation of treatment effects (such as post-radiation tissue changes or pseudopro-
gression following immunotherapy) from tumor recurrence appears to be possible with
high specificity and sensitivity, and several studies have found that amino acid PET might
even be more useful than MRI for this purpose [12–16]. However, in most of these studies,
the histological confirmation of diagnosis and additional imaging were not available for
the majority of cases.

Additional clinical applications of amino acid PET are possible. For example, the
identification of biopsy targets most likely providing viable tumor tissue yielding a valid
diagnosis could be supported by pre-biopsy [18F]FET PET imaging, as has been shown
for amino acid PET in glioma [17]. This could be helpful not only when histological
confirmation is required in suspected newly diagnosed brain metastasis but also when
recurrent brain metastasis must be distinguished histologically from post-therapeutic
reactive changes, such as radiation necrosis [18]. Thus, even though not recommended
by current guidelines, the employment of amino acid PET for biopsy planning might
prove useful.

Unlike gliomas, brain metastases are thought to be well-delineated on contrast-
enhanced MRI [11]. However, there appears to be a substantial mismatch between tumor
volume defined by contrast enhancement and tumor volume defined by [18F]FET up-
take [19]. It is unclear whether these parts of the metastases differ from those that are
congruent in both imaging modalities and whether imaging-based intratumor heterogene-
ity is also associated with histological intratumor heterogeneity.

To date, little is known about the histopathological changes underlying or accompa-
nying amino acid uptake imaged by PET in brain metastases. In this prospective study, we
investigated the relationship between [18F]FET uptake (as measured by PET imaging), MRI
contrast enhancement, and histological tumor tissue properties using targeted biopsies
from brain metastases.

We found that amino acid PET is a helpful diagnostic tool in the management of
brain metastases. Amino acid PET in addition to MRI increased sensitivity for tumor in
targeted biopsies, and high PET intensity was associated with high tumor and low necrosis
content. Consequently, amino acid PET can guide biopsies to parts of the lesion that are
more likely to yield high tumor cell concentrations, and it has the potential to differentiate
tumor recurrence from treatment-related changes, such as radiation necrosis.

2. Results

All 15 patients (mean age: 59.3 years; range: 45–74 years; eight females, seven males)
underwent open resection of one cerebral mass lesion suspicious for metastatic disease.
Four of these lesions had been irradiated before. MRI and [18F]FET PET imaging were ob-
tained prior to surgery. Virtually all lesions were heterogeneous at the level of imaging, with
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subvolumes that were PET-positive (i.e., mean tumor-to-background ratio (TBRmean) ≥ 1.6
in radiation-naïve lesions and TBRmean ≥ 2.0 in radiated lesions) or negative and MRI-
positive (i.e., contrast-enhancing) or negative (Figure 1).

Figure 1. Targeted biopsies from brain metastases. (a) Post-gadolinium magnetic resonance imaging
(MRI) (T1) showing a contrast-enhancing mass lesion in the right central region of a patient with
malignant melanoma; (b,c) [18F]FET positron emission tomography (PET) images corresponding to
the imaging planes marked in a (upper dashed line: b; lower dashed line: c) showing elevated tracer
uptake in a subvolume of the lesion and low tracer uptake in another part of the lesion. The black
circle in a and b indicates the location of a biopsy from a “MRI-positive, PET-positive” part of the
lesion that was marked during surgery using intraoperative navigation (mean tumor-to-background
ratio (TBRmean): 4.27). The red circle in a and c indicates the location of a biopsy corresponding to a
“MRI-positive, PET negative” part of the tumor (TBRmean: 0.79); (d) Another post-gadolinium MRI
from a different case (left parietal lesion, adenocarcinoma of the stomach); (e,f) [18F]FET PET images
corresponding to imaging planes marked in d (upper dashed line: e; lower dashed line: f). The black
circle indicates the site of a biopsy from a “MRI-positive, PET-positive” part of the lesion, and the
red circles indicate “MRI-positive, PET-negative” biopsy sites (TBRmean for anterior red circle: 0.27;
posterior red circle: 1.04; black circle: 2.01). Note that MRI contrast enhancement does not necessarily
correlate with high tracer uptake, illustrating both PET/MRI mismatch and intratumor heterogeneity.
Colorbar illustrates PET standardized uptake values (* maximum in (b,c): 3.82; (e,f): 5.0).

On average, the lesions had a volume of 16.2 ± 11.8 cm3 (average ± standard deviation;
range: 2.5–41.7 cm3). By means of intraoperative navigation, 39 targeted biopsies (two to
four per lesion and patient) were obtained from these lesions for the purpose of this study.
Two lesions were entirely PET-negative: one was radiation-naïve and had a TBR of up to
1.5; another had been radiated before and had a TBR of up to 1.8. From all other lesions,
at least one PET-positive in addition to at least one PET-negative sample was retrieved.
MRI-positive samples were obtained from all lesions, and MRI-negative samples were
obtained from 11 lesions. Thirteen samples were obtained from the four radiated lesions.

Then, all samples were processed and examined by a neuropathologist. Using tissue
from the targeted biopsies and the resection, the diagnosis was confirmed to be metasta-
sized cancer in all cases (origin of neoplasm: four malignant melanomas; four upper/lower
gastrointestinal tract carcinomas; four non-small cell lung cancers; one small-cell lung
cancer; one breast cancer; one renal cell carcinoma).
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To correlate imaging with histological properties, we measured the tumor content,
necrosis content, and brain parenchyma content per sample (as percentages) and quan-
tified proliferation as well as the expression of inflammatory and neovascularization
markers (Figure 2).

Figure 2. From 15 patients undergoing resection of suspected brain metastases, 39 targeted (i.e.,
navigated) biopsies were obtained from parts of the tumor that were MRI-positive, MRI-negative,
PET-positive, or PET-negative (cf. Figure 1). Histopathological evaluation permitted the investigation
of relationships between imaging and tissue properties, such as tumor/necrosis/parenchyma content
(percentages), proliferation indices (MIB 1/Ki-67), and markers of inflammation (CD3 = T-lymphocyte
infiltration, CD20 = B-lymphocyte infiltration) as well as angiogenesis (CD34). GIT: gastrointestinal
tract; NSCLC: non-small cell lung cancer; SCLC: small-cell lung cancer; CD: cluster of differentiation.

In total, thirty out of the 39 samples contained tumor cells (16 of these were PET-
positive; 22 were MRI-positive; 28 were either PET- or MRI-positive). In nine samples, no
tumor cells were found. One of these samples contained necrotic material only (it was
obtained from a part of the lesion that was both MRI-negative and PET-negative). The
remaining eight samples contained parenchyma only. Of these, three were PET-positive,
two of which were also MRI-positive. Two of the five PET-negative samples were MRI-
positive and three were MRI-negative (MRI: four false positives and five true negatives;
PET: three false positives and six true negatives). Consequently, in this setting (i.e., taking
samples from substructures of a predefined mass lesion), the specificity for tumor detection
was 6/9 = 66% for PET and 5/9 = 56% for MRI (Table 1). Sensitivity was 16/30 = 53%
for PET and 22/30 = 73% for MRI. Combining PET and MRI increased the sensitivity to
28/30 = 93%. Ten out of 12 samples from targets that were both PET- and MRI-positive
contained a tumor. One out five samples from targets that were both PET- and MRI-negative
contained a tumor.
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Table 1. Error matrix for PET, MRI, and combined PET/MRI imaging.

Imaging Property Tumor in Specimen (n = 30) No tumor in Specimen (n = 9)

PET//MRI Positive 16//22 (combined: 28) 3//4 (combined: 5)
PET//MRI Negative 14//8 (combined: 2) 6//5 (combined: 4)

Twenty out of the 26 samples obtained from radiation-naïve lesions contained a tumor.
Twelve were PET-positive (60% sensitivity) and 15 were MRI-positive (75% sensitivity).
Combined sensitivity was 100%. Both PET and MRI specificity were 3/6 = 50% in these lesions.

There were moderate but statistically significant correlations between PET uptake and
tumor content as well as necrosis content per sample (Figure 3): Tumor content increased
with PET uptake (rs = 0.3, p = 0.045) and necrosis content decreased with PET uptake
(rs = −0.4, p = 0.014). Moreover, PET-positive samples had higher tumor content than
PET-negative samples (p = 0.016), with median interquartile range (IQR) tumor percentages
of 75 (10 to 97) vs. 3 (0 to 60) %. There was also a trend (p = 0.089) toward lower necrosis
content with 0 (0–15) % in PET-positive samples vs. 16 (0 to 81) % in PET-negative samples.
On the other hand, MRI-positive samples did not differ from MRI-negative samples with
regard to tumor or necrosis content (Table 2).

Figure 3. Relationships of PET imaging and histological tumor properties. In brain
metastases, 18F-FET uptake imaged by PET (measured as mean tumor-to-background
ratio (TBRmean) of the target volume) increased with tumor content (a; rs = 0.3, p = 0.045)
and decreased with necrosis content (b; rs = −0.4, p = 0.014). B-lymphocyte infiltration
(measured by CD20 positivity) increased with tumor content (c; rs = 0.5, p = 0.002) and
necrosis content increased with proliferation (d; rs = 0.5, p = 0.002). Note that while
scatterplots and linear regression lines are shown to illustrate the data, correlations were
analyzed using Spearman’s rank correlation coefficient rs, as tumor content, necrosis
content, and CD20 positivity were not normally distributed.
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Table 2. PET- or MRI-positive vs. negative samples (median, interquartile range).

Histological Property PET-Positive PET-Negative MRI-Positive MRI-Negative

Tumor content (%) 75 (10–97) 3 (0–60) 60 (3–90) 10 (0–50)
Necrosis content (%) 0 (0–15) 16 (0–81) 13 (0–36) 0 (0–75)

Proliferation index (%) 60 (30–80) 60 (30–70) 65 (30–80) 50 (25–65)
CD20 expression (%) 0 (0–2) 0 (0–0.5) 0 (0–1) 0 (0–2)
CD3 expression (%) 1 (1–4) 1 (0–3) 1 (0–2) 3 (1–5)

CD34 score 2 (1–2) 1 (1–2) 2 (1–2) 1 (1–2)

We determined CD3 and CD20 positivity as markers of T-lymphocyte and
B-lymphocyte infiltration in samples from brain metastases to investigate potential associa-
tions with MRI and PET imaging. Samples from locations with MRI contrast enhancement
did not differ significantly from those without contrast enhancement with regard to these
markers. There were no significant differences between samples from PET-positive and
PET-negative locations either (Table 2), and PET uptake was not significantly correlated
with the positivity of these markers. B lymphocyte infiltration increased with tumor content
(rs = 0.5, p = 0.002; Figure 3).

Ki-67 (MIB 1) positivity in tumor cells as a marker of cell proliferation (proliferation
index) did not differ between MRI-positive and MRI-negative samples or between PET-
positive and PET-negative samples (Table 3). There was no correlation between proliferation
indices and PET uptake. Necrosis increased with proliferation (rs = 0.5, p = 0.002; Figure 3).

Table 3. PET- or MRI-positive vs. negative samples (mean, standard deviation).

Histological Property PET-Positive PET-Negative MRI-Positive MRI-Negative

Tumor content (%) 60 ± 40 27 ± 35 50 ± 41 28 ± 36
Necrosis content (%) 14 ± 28 39 ± 42 26 ± 35 28 ± 44

Proliferation index (%) 58 ± 28 54 ± 27 58 ± 28 51 ± 28
CD20 expression (%) 1 ± 2 1 ± 1 1 ± 2 1 ± 1
CD3 expression (%) 3 ± 5 3 ± 4 3 ± 5 3 ± 3
Tumor content (%) 60 ± 40 27 ± 35 50 ± 41 28 ± 36

Angiogenesis as measured by CD34 expression scores was not significantly correlated
with PET uptake, and CD34 scores did not differ significantly between PET-positive and
PET-negative or between MRI-positive and MRI-negative samples (Table 2 and Figure 4).
Angiogenesis increased with tumor content (rs = 0.4, p = 0.009).

Figure 4. Relationships of PET or MRI imaging and angiogenesis. There were no differences in angiogenesis between
MRI-positive and MRI-negative samples (a) or between PET-positive and PET-negative samples (b), as illustrated by the
respective distributions of positive and negative samples sorted by CD34 scores.
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Radiation affected cell proliferation. Samples from previously irradiated metastases
had significantly lower proliferation indices (39 ± 26 vs. 64 ± 25%, p = 0.021). CD3 and
CD20 positivity, CD34 scores, and tumor and necrosis contents did not differ.

At the level of histology, tumors were heterogeneous as well. Tumor content per
sample, e.g., varied substantially between different specimen from the same lesion (average
coefficient of variation (c. v.) per lesion: 60.4%; range of differences between minimum
and maximum tumor content per lesion: 0% to 100%). This was also true for the necrosis
content (average c. v.: 62.3%; range: 0–100%) and the proliferation index (average c. v.:
21.0%; range: 0–75%).

3. Discussion

In the evaluation of brain metastasis, MRI without and with contrast enhancement is
the gold standard. Amino acid PET has been proposed to be useful as well, e.g., for the
differentiation of radiation-induced changes from tumor progression [11–13]. In this study,
we investigated histological tumor properties and their relation to [18F]FET PET imaging
and MRI contrast enhancement in brain metastases.

Our data support that in some clinical situations, additional [18F]FET PET imaging
can be a helpful tool when treating patients with brain metastases.

Current guidelines do not recommend amino acid PET for biopsy planning, since
the size and volume of a metastasis are usually well delineated on contrast-enhanced
MRI [11]. We found that [18F]FET PET combined with MRI increases sensitivity from
73% to 93% (from 75% to 100% in radiation-naïve lesions) for a tumor that is detected
histopathologically, and that tumor content increases with PET uptake. This can be useful
when planning targeted biopsies: Upon initial (suspected) diagnosis of possible brain
metastases, e.g., primary resection may not be indicated for several possible reasons, such
as the location of the lesion, the number of the lesions, the clinical condition of the patient,
or the likelihood of differential diagnoses. In these cases, a stereotactic biopsy may be the
next diagnostic step. Aiming for a part of the lesion that is not only MRI contrast-enhancing
but also has high amino acid PET uptake will increase the chance of obtaining tissue with a
high tumor cell density.

Another relevant clinical situation is the suspected recurrence of a previously radiated
brain metastasis, where the differential diagnosis of radiation necrosis is a major challenge
for treating physicians. It has been suggested that amino acid PET is useful for this
purpose, but histological confirmation of the actual diagnosis was sparse in most of these
studies [11–15,20–25]. For the present study, all samples were evaluated histopathologically,
and our findings support the employment of [18F]FET PET in addition to contrast-enhanced
MRI in these situations. High uptake is in fact correlated with high tumor and low necrosis
content, and there is significantly more tumor in [18F]FET PET-positive parts of metastases
than in [18F]FET PET-negative tissue. On the other hand, MRI contrast enhancement was
not indicative of high vs. low tumor or necrosis contents. If a biopsy is considered in these
patients, it appears to be even more important to aim for targets that are [18F]FET PET
positive to retrieve samples with high tumor and low necrosis content.

Moreover, based on our findings, amino acid PET-guided biopsies should be consid-
ered when molecular testing of tumor tissue is required (or might be required in the future),
as the reliability of these tests increases when tumor content is high [26].

It has been shown that brain metastasis-specific uptake of radiolabeled amino acids,
such as [18F]FET, is mediated by L-type amino acid transporters [27,28] that are commonly
overexpressed in brain metastases [7]. We found that both angiogenesis and B-lymphocyte
infiltration increased with tumor content, as did [18F]FET PET intensity. Necrosis content
increased with proliferation and decreased with [18F]FET PET intensity. However, neither
angiogenesis nor B-lymphocyte infiltration nor proliferation was significantly correlated
with [18F]FET PET intensity, suggesting that they are not directly linked to the mechanisms
underlying [18F]FET uptake.
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We found that brain metastases are heterogeneous both at the level of imaging and
also histologically. Different parts of the same metastasis can be positive and negative for
both [18F]FET PET and MRI contrast enhancement, and their tumor and necrosis content
as well as the proliferation index can also vary substantially. Intratumor heterogeneity can
contribute to treatment failure, e.g., due to drug resistance. It has been described at the level
of genetic aberrations and gene expression signatures for samples from spatially separated
manifestations (primary tumor, distant metastases) of the same neoplasm [29]. Our findings
indicate that even within single brain metastases, there may be intratumor heterogeneity.
It seems likely that this is not only reflected in imaging and histology variability, but that it
is based on variable genetics, protein function, and tumor physiology. This may present a
major challenge to personalized medicine and targeted therapies, and any such treatment
approach should not rely on single biopsies. Future studies should include genetic and
proteomic analyses to further investigate intratumor heterogeneity in brain metastases,
and targets of multiple biopsies could be guided by [18F]FET PET imaging that might not
only be indicative of histological but even molecular intratumor differences.

To minimize bias, we did not exclude small lesions and biopsy targets. It should be
noted that this increases a potential targeting error based on the limited imaging resolution
as well as the limited precision of the image registration and of the intraoperative navi-
gation. Eight samples turned out to contain parenchyma only. The lesions these samples
came from were not significantly smaller than other lesions (13.9 ± 10.5 vs. 17.8 ± 12.9 cm3;
p = 0.55, Student’s t-test, unpaired), but in some cases, this may nevertheless be due to
targeting errors. This might explain why two samples that were positive for both PET and
MRI contained parenchyma only. This would suggest that we underestimated both MRI
and PET specificity. However, this could also reflect actual parenchyma contained within
the imaging-defined lesions, indicating that brain metastases can grow more infiltrative
than often thought [30].

The estimation of tumor cell content as applied in our study (tumor cell percentage)
is sensitive to reliability issues [26]. Therefore, for the present study, all samples were
evaluated by the same neuropathologist (F.L.S.) to eliminate inter-observer variability.

Another limitation of our study is that although we could not differentiate between
different tumor types due to the sample size, not all metastases are the same. It is very likely
that some of the associations we found between histology and amino acid PET imaging
apply more to some entities than to others. This is, e.g., illustrated by the scatterplots
showing tumor and necrosis content vs. PET uptake (Figure 3a,b): even though there is a
significant correlation, there appear to be subgroups of samples with virtually no tumor
or necrosis that still cover the entire spectrum of PET uptake intensity. The inclusion of
metastases that were irradiated before also adds to the heterogeneity of our sample. Future
studies need to investigate these issues to even better specify the value of amino acid PET
imaging for the management of patients with brain metastases.

4. Materials and Methods

This prospective single-center non-interventional study has been approved by the
ethics committee of the Klinikum rechts der Isar (project identification code: 160/15). All
subjects gave their informed consent for inclusion before they participated in the study.
The study was conducted in accordance with the Declaration of Helsinki.

4.1. Patients

Patients scheduled for open resection of suspected brain metastases (either solitary
metastasis or one out of multiple metastases) based on a recommendation by our multidis-
ciplinary neuro-oncology tumor board were included when they consented to take part in
the study.

Exclusion criteria were as follows: contraindication for PET/MRI imaging; contraindi-
cation for general anesthesia; indication for emergency surgery prohibiting complete pre-
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operative diagnostic workup; patient declining taking part in the study and/or declining
surgery; pregnancy; age below 18 years.

4.2. Imaging

All patients underwent [18F]FET PET and MRI ahead of surgery. MRI scans were
performed on a 3 Tesla (T) MRI scanner, either an Achieva, Ingenia (both by Philips Medical
Systems, The Netherlands B.V.) or a Verio (Siemens Healthcare, Erlangen, Germany) device.
High-resolution T1-weighted images with and without contrast agent (1mm isotropic) were
obtained for all patients. The contrast agent Magnograf® was administered intravenously by
a standardized protocol (0.2mL/kg, 0.5–1mL/s) using a MR-compatible contrast medium
injection system (Spectris Solaris EP, Siemens Medical, Erlangen, Germany).

[18F]FET PET scans were obtained using a Biograph 16 PET/CT (10 patients) or a
Biograph mMR PET/MRI (5 patients; both from Siemens Medical Solutions USA, Malvern,
PA, USA); note that an MRI was obtained as specified above for all patients independently
of PET imaging. Patients were asked to fast for a minimum of 4 h before scanning. A
target dose of 185 ± 10% MBq [18F]FET was administered intravenously. For PET/CT
scans, low-dose CT (24–26 mAS, 120 kV) for attenuation correction was acquired, and
30–40 minutes after injection, PET acquisitions were performed. Static PET data were
reconstructed by filtered back-projection using a Hann filter with a cutoff frequency of 0.34
Nyquist into 128 × 128 matrices with a voxel size of 2.1 × 2.1 × 2.4 mm3. For PET/MRI
scans, static images at 30–40 minutes after injection were reconstructed using 3D OSEM
into 192 × 192 matrices with a voxel size of 1.16 mm3.

4.3. Image Analysis

MRI and PET imaging data were analyzed as reported previously [31]. Briefly, they
were imported and fused using the iPlan® cranial surgical planning software (Brainlab,
Munich, Germany). [18F]FET uptake in the biopsy target volumes was determined by
an autocontouring process analogous to a study on [18F]FET PET in gliomas [32]. Mean
tumor-to-background ratios (TBRmean) were calculated by normalizing mean [18F]FET
uptake in the target volumes to mean uptake in the corresponding unaffected region of
the contralateral hemisphere according to previous studies and current guidelines on PET
imaging in gliomas [8,32,33]. A TBRmean of 1.6 or higher was defined as PET-positive
except for samples from lesions that were irradiated before, where a TBRmean of 2.0 or
higher was defined as PET-positive according to previous studies [13,20]. Biopsy sites
within lesions suspicious for brain metastasis were defined as MRI-positive when they
were contrast-enhancing and otherwise defined as MRI-negative.

4.4. Surgery

All patients had surgery for the removal of a cerebral mass lesion that was suspicious
for metastasis. Using intraoperative navigation (Curve®, Brainlab, Munich, Germany) and
the fused imaging data, tissue samples were collected from PET-positive, PET-negative
(SUV < 1.6), MRI-positive (i.e., contrast-enhancing), and MRI-negative (i.e., not contrast-
enhancing) targets within the lesions. The locations of the samples were marked digitally
using intraoperative navigation (Figure 1).

4.5. Histopathological Analysis

For histopathological analysis, hematoxylin and eosin (HE) staining was performed to
quantify percentages of vital tumor (“tumor content”), necrosis (“necrosis content”), and
brain parenchyma (i.e., the ratio of tumor tissue, necrotic tissue, and brain parenchyma to
total tissue per sample).

Furthermore, immunohistochemistry was performed. Ki-67 was stained to label
proliferating cells. A proliferation index was determined for every biopsy by evaluating
the percentage of positive cells compared to all vital tumor cells. Labeling for cluster of
differentiation (CD)3 and CD20 was used to mark T lymphocytes and B lymphocytes,
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respectively. The percentage of positive cells in the area of the whole biopsy tissue was
determined. We also labeled for CD34 as a marker for vascularization. A score from 0 to
5 was assigned for every biopsy, with 0 = no vessels, 1 = single vessels, 2 = few vessels,
3 = several vessels, 4 = many vessels, 5 = multitudinous vessels.

For immunohistochemistry, 2 µm thick slides were cut and dried at 76 ◦C, followed
by epitope uncovering in pH 6.0 citrate buffer at 95◦C for 30 minutes and H2O2 incubation.
MIB 1/anti-Ki-67 antibody (monoclonal, rabbit, clone: SP6, dilution 1:200; Thermo Fisher
Scientific, Waltham, MA, USA), anti-CD3 antibody (monoclonal, rabbit, clone: MRQ-39,
dilution 1:500; Cell Marque, Rocklin, CA, USA), anti-CD20 antibody (monoclonal, mouse,
clone: L26, dilution 1:500; Dako, Glostrup, Denmark) or anti-CD34 antibody (monoclonal,
mouse, clone: QBEnd/10, dilution 1:200; SigmaAldrich, St. Louis, MO, USA) was incubated
overnight at 4 ◦C, followed by incubation in biotinylated secondary anti-rabbit IgG anti-
body (Vector Laboratories, Burlingame, CA, USA) in a dilution of 1:400. Subsequently, ABC
reagent (Vector Laboratories, USA) was incubated for 30 min, followed by diaminobenzi-
dine reagent (Dako, Glostrup, Denmark). For all immunostainings, counterstaining with
hematoxylin was conducted. Positive controls served as quality assurance.

4.6. Statistics

Statistical analysis was performed using IBM SPSS Statistics version 25.0 (SPSS Inc.,
IBM Corp., Armonk, NY, USA). To compare PET-positive vs. negative and MRI-positive
vs. negative as well as irradiated vs. radiation-naïve groups of biopsy samples, we
tested the dependent variables (proliferation index, CD3 expression, CD20 expression,
CD34 score, necrosis content, tumor content) for normality (Shapiro–Wilk test). All except
for the proliferation index were not normally distributed, neither when regarding the
entire sample nor when sorted by PET- or MRI-positive vs. negative or by irradiated vs.
radiation-naïve. Thus, a Mann–Whitney U test was applied when groups were compared
(except for comparing proliferation indices, where unpaired t-tests were applied), and
correlations were analyzed using Spearman’s rank order correlation. Accordingly, we
refer to the median and interquartile range (IQR) when comparing groups with regard
to non-normally distributed variables (Table 2). Means and standard deviations (SD)
are reported as well but should be interpreted with caution for all variables except for
the proliferation index (Table 3). An error probability of less than 0.05 was considered
statistically significant.

5. Conclusions

In this study, [18F]FET PET provided clinically valuable information on brain metas-
tases. PET increased sensitivity for histopathologically detectable tumor from 73% (MRI
contrast enhancement alone) to 93% (MRI and PET combined). Higher uptake indicated
higher tumor and lower necrosis content. This confirms that in brain metastasis treatment,
amino acid PET can be helpful for the differentiation of actual tumor progression from
treatment-associated (necrotic) tissue changes, i.e., pseudoprogression. Moreover, this
argues for the application of amino acid PET-guided selection of biopsy targets.

[18F]FET PET and targeted biopsies revealed intratumor heterogeneity in brain metas-
tases. This should be investigated at the molecular level in future studies and suggests that
if possible, multiple biopsies should be acquired from single metastases.
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Cancers 2021, 13, 355 11 of 12

Funding: This research received no external funding.

Institutional Review Board Statement: The study was conducted according to the guidelines of
the Declaration of Helsinki, and approved by the Ethics Committee of the Klinikum rechts der Isar
(project identification code: 160/15; date of approval: 04/27/2015).

Informed Consent Statement: Informed consent was obtained from all subjects involved in the study.

Data Availability Statement: Most of the data presented in this study are available in the article.
Some data, such as complete MRI imaging sets, are not publicly available due to data protection
regulations.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Fox, B.D.; Cheung, V.J.; Patel, A.J.; Suki, D.; Rao, G. Epidemiology of Metastatic Brain Tumors. Neurosurg. Clin. N. Am. 2011, 22,

1–6. [CrossRef] [PubMed]
2. Venur, V.A.; Karivedu, V.; Ahluwalia, M.S. Systemic therapy for brain metastases. Interv. Neuroradiol. 2018, 149, 137–153.

[CrossRef]
3. Langen, K.-J.; Galldiks, N.; Hattingen, E.; Shah, N.J. Advances in neuro-oncology imaging. Nat. Rev. Neurol. 2017, 13, 279–289.

[CrossRef] [PubMed]
4. Pope, W. Brain metastases: Neuroimaging. Interv. Neuroradiol. 2018, 149, 89–112. [CrossRef]
5. Langen, K.-J.; Galldiks, N. Update on amino acid PET of brain tumours. Curr. Opin. Neurol. 2018, 31, 354–361. [CrossRef]

[PubMed]
6. Wester, H.J.; Herz, M.; Weber, W.; Heiss, P.; Senekowitsch-Schmidtke, R.; Schwaiger, M.; Stöcklin, G. Synthesis and radiopharma-

cology of O-(2-[18F]fluoroethyl)-L-tyrosine for tumor imaging. J. Nucl. Med. 1999, 40, 205–212. [PubMed]
7. Papin-Michault, C.; Bonnetaud, C.; Dufour, M.; Almairac, F.; Coutts, M.; Patouraux, S.; Virolle, T.; Darcourt, J.; Burel-Vandenbos, F.

Study of LAT1 Expression in Brain Metastases: Towards a Better Understanding of the Results of Positron Emission Tomography
Using Amino Acid Tracers. PLoS ONE 2016, 11, e0157139. [CrossRef]

8. Law, I.; Albert, N.L.; Arbizu, J.; Boellaard, R.; Drzezga, A.; Galldiks, N.; La Fougère, C.; Langen, K.-J.; Lopci, E.; Lowe, V.;
et al. Joint EANM/EANO/RANO practice guidelines/SNMMI procedure standards for imaging of gliomas using PET with
radiolabelled amino acids and [18F]FDG: Version 1.0. Eur. J. Nucl. Med. Mol. Imaging 2019, 46, 540–557. [CrossRef]

9. Langen, K.-J.; Watts, C. Amino acid PET for brain tumours—Ready for the clinic? Nat. Rev. Neurol. 2016, 12, 375–376. [CrossRef]
10. Unterrainer, M.; Galldiks, N.; Suchorska, B.; Kowalew, L.-C.; Wenter, V.; Schmid-Tannwald, C.; Niyazi, M.; Bartenstein, P.; Langen,

K.-J.; Albert, N.L. 18 F-FET PET Uptake Characteristics in Patients with Newly Diagnosed and Untreated Brain Metastasis. J.
Nucl. Med. 2016, 58, 584–589. [CrossRef]

11. Galldiks, N.; Langen, K.-J.; Albert, N.L.; Chamberlain, M.; Soffietti, R.; Kim, M.M.; Law, I.; Le Rhun, E.; Chang, S.; Schwarting, J.;
et al. PET imaging in patients with brain metastasis—Report of the RANO/PET group. Neuro Oncol. 2019, 21, 585–595. [CrossRef]
[PubMed]

12. Galldiks, N.; Stoffels, G.; Filss, C.P.; Piroth, M.D.; Sabel, M.; Ruge, M.; Herzog, H.; Shah, N.J.; Fink, G.R.; Coenen, H.H.; et al. Role
of O-(2-18F-Fluoroethyl)-L-Tyrosine PET for Differentiation of Local Recurrent Brain Metastasis from Radiation Necrosis. J. Nucl.
Med. 2012, 53, 1367–1374. [CrossRef] [PubMed]

13. Ceccon, G.; Lohmann, P.; Stoffels, G.; Judov, N.; Filss, C.P.; Rapp, M.; Bauer, E.; Hamisch, C.; Ruge, M.I.; Kocher, M.; et al. Dynamic
O-(2-18F-fluoroethyl)-L-tyrosine positron emission tomography differentiates brain metastasis recurrence from radiation injury
after radiotherapy. Neuro Oncol. 2016, 19, 281–288. [CrossRef]

14. Cicone, F.; Minniti, G.; Romano, A.; Papa, A.; Scaringi, C.; Tavanti, F.; Bozzao, A.; Enrici, R.M.; Scopinaro, F. Accuracy of F-DOPA
PET and perfusion-MRI for differentiating radionecrotic from progressive brain metastases after radiosurgery. Eur. J. Nucl. Med.
Mol. Imaging 2015, 42, 103–111. [CrossRef] [PubMed]

15. Tomura, N.; Kokubun, M.; Saginoya, T.; Mizuno, Y.; Kikuchi, Y. Differentiation between Treatment-Induced Necrosis and
Recurrent Tumors in Patients with Metastatic Brain Tumors: Comparison among11C-Methionine-PET, FDG-PET, MR Permeability
Imaging, and MRI-ADC—Preliminary Results. Am. J. Neuroradiol. 2017, 38, 1520–1527. [CrossRef] [PubMed]

16. Kebir, S.; Rauschenbach, L.; Galldiks, N.; Schlaak, M.; Hattingen, E.; Landsberg, J.; Bundschuh, R.A.; Langen, K.-J.; Scheffler, B.;
Herrlinger, U.; et al. Dynamic O-(2-[18F]fluoroethyl)-L-tyrosine PET imaging for the detection of checkpoint inhibitor-related
pseudoprogression in melanoma brain metastases. Neuro Oncol. 2016, 18, 1462–1464. [CrossRef]

17. Pafundi, D.H.; Laack, N.N.; Youland, R.S.; Parney, I.F.; Lowe, V.J.; Giannini, C.; Kemp, B.J.; Grams, M.P.; Morris, J.M.; Hoover,
J.M.; et al. Biopsy validation of 18F-DOPA PET and biodistribution in gliomas for neurosurgical planning and radiotherapy target
delineation: Results of a prospective pilot study. Neuro Oncol. 2013, 15, 1058–1067. [CrossRef]

18. Minniti, G.; Clarke, E.; Lanzetta, G.; Osti, M.F.; Trasimeni, G.; Bozzao, A.; Romano, A.; Maurizi, E.R. Stereotactic radiosurgery for
brain metastases: Analysis of outcome and risk of brain radionecrosis. Radiat. Oncol. 2011, 6, 48. [CrossRef]

19. Gempt, J.; Bette, S.; Buchmann, N.; Ryang, Y.-M.; Förschler, A.; Pyka, T.; Wester, H.-J.; Förster, S.; Meyer, B.; Ringel, F. Volumetric
Analysis of F-18-FET-PET Imaging for Brain Metastases. World Neurosurg. 2015, 84, 1790–1797. [CrossRef]

http://doi.org/10.1016/j.nec.2010.08.007
http://www.ncbi.nlm.nih.gov/pubmed/21109143
http://doi.org/10.1016/b978-0-12-811161-1.00011-6
http://doi.org/10.1038/nrneurol.2017.44
http://www.ncbi.nlm.nih.gov/pubmed/28387340
http://doi.org/10.1016/b978-0-12-811161-1.00007-4
http://doi.org/10.1097/WCO.0000000000000574
http://www.ncbi.nlm.nih.gov/pubmed/29952832
http://www.ncbi.nlm.nih.gov/pubmed/9935078
http://doi.org/10.1371/journal.pone.0157139
http://doi.org/10.1007/s00259-018-4207-9
http://doi.org/10.1038/nrneurol.2016.80
http://doi.org/10.2967/jnumed.116.180075
http://doi.org/10.1093/neuonc/noz003
http://www.ncbi.nlm.nih.gov/pubmed/30615138
http://doi.org/10.2967/jnumed.112.103325
http://www.ncbi.nlm.nih.gov/pubmed/22872742
http://doi.org/10.1093/neuonc/now149
http://doi.org/10.1007/s00259-014-2886-4
http://www.ncbi.nlm.nih.gov/pubmed/25182751
http://doi.org/10.3174/ajnr.A5252
http://www.ncbi.nlm.nih.gov/pubmed/28619837
http://doi.org/10.1093/neuonc/now154
http://doi.org/10.1093/neuonc/not002
http://doi.org/10.1186/1748-717X-6-48
http://doi.org/10.1016/j.wneu.2015.07.067


Cancers 2021, 13, 355 12 of 12

20. Romagna, A.; Unterrainer, M.; Schmid-Tannwald, C.; Brendel, M.; Tonn, J.C.; Nachbichler, S.B.; Muacevic, A.; Bartenstein, P.;
Kreth, F.-W.; Albert, N.L. Suspected recurrence of brain metastases after focused high dose radiotherapy: Can [18F]FET-PET
overcome diagnostic uncertainties? Radiat. Oncol. 2016, 11, 1–10. [CrossRef]

21. Terakawa, Y.; Tsuyuguchi, N.; Iwai, Y.; Yamanaka, K.; Higashiyama, S.; Takami, T.; Ohata, K. Diagnostic Accuracy of 11C-
Methionine PET for Differentiation of Recurrent Brain Tumors from Radiation Necrosis After Radiotherapy. J. Nucl. Med. 2008,
49, 694–699. [CrossRef] [PubMed]

22. Tsuyuguchi, N.; Sunada, I.; Iwai, Y.; Yamanaka, K.; Tanaka, K.; Takami, T.; Otsuka, Y.; Sakamoto, S.; Ohata, K.; Goto, T.;
et al. Methionine positron emission tomography of recurrent metastatic brain tumor and radiation necrosis after stereotactic
radiosurgery: Is a differential diagnosis possible? J. Neurosurg. 2003, 98, 1056–1064. [CrossRef] [PubMed]

23. Minamimoto, R.; Saginoya, T.; Kondo, C.; Tomura, N.; Ito, K.; Matsuo, Y.; Matsunaga, S.; Shuto, T.; Akabane, A.; Miyata, Y.; et al.
Differentiation of Brain Tumor Recurrence from Post-Radiotherapy Necrosis with 11C-Methionine PET: Visual Assessment versus
Quantitative Assessment. PLoS ONE 2015, 10, e0132515. [CrossRef] [PubMed]

24. Lizarraga, K.J.; Allen-Auerbach, M.; Czernin, J.; DeSalles, A.A.F.; Yong, W.H.; Phelps, M.E.; Chen, W. 18F-FDOPA PET for
Differentiating Recurrent or Progressive Brain Metastatic Tumors from Late or Delayed Radiation Injury After Radiation
Treatment. J. Nucl. Med. 2013, 55, 30–36. [CrossRef] [PubMed]

25. Yomo, S.; Oguchi, K. Prospective study of 11C–methionine PET for distinguishing between recurrent brain metastases and
radiation necrosis: Limitations of diagnostic accuracy and long-term results of salvage treatment. BMC Cancer 2017, 17, 713.
[CrossRef]

26. Smits, A.J.J.; Kummer, J.A.; De Bruin, P.C.; Bol, M.; Tweel, J.G.V.D.; Seldenrijk, K.A.; Willems, S.M.; Offerhaus, G.J.A.; De Weger,
R.A.; Van Diest, P.J.; et al. The estimation of tumor cell percentage for molecular testing by pathologists is not accurate. Mod.
Pathol. 2014, 27, 168–174. [CrossRef]

27. Kanai, Y.; Segawa, H.; Miyamoto, K.-I.; Uchino, H.; Takeda, E.; Endou, H. Expression Cloning and Characterization of a
Transporter for Large Neutral Amino Acids Activated by the Heavy Chain of 4F2 Antigen (CD98). J. Biol. Chem. 1998, 273,
23629–23632. [CrossRef]

28. Yanagida, O.; Kanai, Y.; Chairoungdua, A.; Kim, D.K.; Segawa, H.; Nii, T.; Cha, S.H.; Matsuo, H.; Fukushima, J.-I.; Fukasawa, Y.;
et al. Human L-type amino acid transporter 1 (LAT1): Characterization of function and expression in tumor cell lines. Biochim.
Biophys. Acta (BBA) Biomembr. 2001, 1514, 291–302. [CrossRef]

29. Gerlinger, M.; Rowan, A.J.; Horswell, S.; Larkin, J.; Endesfelder, D.; Gronroos, E.; Martinez, P.; Matthews, N.; Stewart, A.; Tarpey,
P.; et al. Intratumor Heterogeneity and Branched Evolution Revealed by Multiregion Sequencing. N. Engl. J. Med. 2012, 366,
883–892. [CrossRef]

30. Berghoff, A.S.; Rajky, O.; Winkler, F.; Bartsch, R.; Furtner, J.; Hainfellner, J.A.; Goodman, S.L.; Weller, M.; Schittenhelm, J.; Preusser,
M. Invasion patterns in brain metastases of solid cancers. Neuro Oncol. 2013, 15, 1664–1672. [CrossRef]

31. Gempt, J.; Soehngen, E.; Förster, S.; Ryang, Y.-M.; Schlegel, J.; Zimmer, C.; Meyer, B.; Ringel, F.; Grams, A.E.; Förschler, A.
Multimodal imaging in cerebral gliomas and its neuropathological correlation. Eur. J. Radiol. 2014, 83, 829–834. [CrossRef]
[PubMed]

32. Rapp, M.; Heinzel, A.; Galldiks, N.; Stoffels, G.; Felsberg, J.; Ewelt, C.; Sabel, M.; Steiger, H.J.; Reifenberger, G.; Beez, T.; et al.
Diagnostic Performance of 18F-FET PET in Newly Diagnosed Cerebral Lesions Suggestive of Glioma. J. Nucl. Med. 2012, 54,
229–235. [CrossRef] [PubMed]

33. Unterrainer, M.; Vettermann, F.; Brendel, M.; Holzgreve, A.; Lifschitz, M.; Zähringer, M.; Suchorska, B.; Wenter, V.; Illigens, B.M.;
Bartenstein, P.; et al. Towards standardization of 18F-FET PET imaging: Do we need a consistent method of background activity
assessment? EJNMMI Res. 2017, 7, 48. [CrossRef] [PubMed]

http://doi.org/10.1186/s13014-016-0713-8
http://doi.org/10.2967/jnumed.107.048082
http://www.ncbi.nlm.nih.gov/pubmed/18413375
http://doi.org/10.3171/jns.2003.98.5.1056
http://www.ncbi.nlm.nih.gov/pubmed/12744366
http://doi.org/10.1371/journal.pone.0132515
http://www.ncbi.nlm.nih.gov/pubmed/26167681
http://doi.org/10.2967/jnumed.113.121418
http://www.ncbi.nlm.nih.gov/pubmed/24167081
http://doi.org/10.1186/s12885-017-3702-x
http://doi.org/10.1038/modpathol.2013.134
http://doi.org/10.1074/jbc.273.37.23629
http://doi.org/10.1016/S0005-2736(01)00384-4
http://doi.org/10.1056/NEJMoa1113205
http://doi.org/10.1093/neuonc/not112
http://doi.org/10.1016/j.ejrad.2014.02.006
http://www.ncbi.nlm.nih.gov/pubmed/24629350
http://doi.org/10.2967/jnumed.112.109603
http://www.ncbi.nlm.nih.gov/pubmed/23232275
http://doi.org/10.1186/s13550-017-0295-y
http://www.ncbi.nlm.nih.gov/pubmed/28560582

	Introduction 
	Results 
	Discussion 
	Materials and Methods 
	Patients 
	Imaging 
	Image Analysis 
	Surgery 
	Histopathological Analysis 
	Statistics 

	Conclusions 
	References

