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A Systematic Literature Review of Magnetic
Resonance Spectroscopy for the Characterization
of Brain Tumors
BACKGROUND AND PURPOSE: Proton MR spectroscopy (1H-MR spectroscopy) is a potentially useful

adjunct to anatomic MR imaging in the characterization of brain tumors. We performed an updated
systematic review of the evidence.
METHODS: We employed a standardized search strategy to find studies published during 2002–2004.
We reviewed studies measuring diagnostic accuracy and diagnostic, therapeutic, or health impact of
1
H-MR spectroscopy. We abstracted information on study design, 1H-MR spectroscopy technique, and
methodologic quality. We categorized studies into 5 subgroups: (1) metastasis versus high-grade
tumor; (2) high-versus low-grade tumor; (3) recurrent tumor versus radiation necrosis; (4) tumor extent;
and (5) tumor versus non-neoplastic lesion.
RESULTS: We identified 26 studies evaluating diagnostic performance, diagnostic impact, or therapeutic
impact. No articles evaluated patient health or cost-effectiveness. Methodologic quality was mixed; most
used histopathology as the reference standard but did not specify blinded interpretation of histopathology.
One large study demonstrated a statistically significant increase in diagnostic accuracy for indeterminate
brain lesions from 55%, based on MR imaging, to 71% after analysis of 1H-MR spectroscopy. Several
studies have found that 1H-MR spectroscopy is highly accurate for distinguishing high- and low-grade
gliomas, though the incremental benefit of 1H-MR spectroscopy in this setting is less clear. Interpretation
for the other clinical subgroups is limited by the small number of studies.
CONCLUSION: The current evidence on the accuracy of 1H-MR spectroscopy in the characterization of

brain tumors is promising. However, additional high-quality studies are needed to convince policy
makers. We present guidelines to help focus future research in this area.

C

onventional MR imaging provides highly detailed anatomic information and has become a mainstay in the diagnosis of suspicious brain lesions.1 Several advances, most
notably the development of contrast-enhanced MR imaging,
have greatly improved the diagnostic accuracy of MR imaging.
Despite this progress, the accurate characterization of brain
lesions with MR imaging remains problematic in many cases.2
Proton MR spectroscopy (1H-MR spectroscopy) provides
additional information on the metabolic composition within
an area of tissue. By comparing the relative concentration of
these metabolites, clinicians can judge factors such as neuronal viability, neurotoxins, and membrane turnover within the
volume of interest and, thereby, the likely underlying pathology.3 The collection of 1H-MR spectroscopy data requires that
the MR imaging time is extended for 15 to 30 minutes while
additional acquisition sequences are performed. 1H-MR spectroscopy is an appealing, noninvasive adjunct to MR imaging.
In August 2002, the American College of Radiology re-

quested that the Center for Medicare and Medicaid Services
(CMS) reconsider the 1994 noncoverage decision for 1H-MR
spectroscopy. In September 2004, based in large part on 2
technology assessments,4,5 CMS reaffirmed the existing noncoverage policy, concluding that “. . . the evidence is not adequate to conclude that 1H-MR spectroscopy is reasonable and
necessary. . . for use in the diagnosis of brain tumors.” Several
subsidiaries of large managed care organizations have reached
similar noncoverage decisions, though this is far from universal. In the long run, noncoverage decisions are likely to discourage the uptake and use of 1H-MR spectroscopy.
The first aim of this study is to provide an updated systematic review of the value of 1H-MR spectroscopy for characterizing brain tumors. The second aim is to develop methodologic guidelines for measuring the efficacy of 1H-MR
spectroscopy to help focus future research in this area.
Methods
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Defining Study Type and Clinical Subgroups

From the Departments of Radiology (W.H., D.K.S., J.G.J.) and General Internal Medicine
(B.C.), University of Washington, Seattle, Wash; Department of Radiology (L.S.M., B.B.),
Miami Children’s Hospital, Miami, Fla; Department of Radiology (R.E.L.), Beth Israel
Deaconess Medical Center, Boston, Mass; and Departments of Orthopaedic Surgery and
Biostatistics (D.Z.), Harvard Medical School, Boston, Mass.

In this systematic review, we elected to include all studies that assessed
the diagnostic performance (eg, sensitivity, specificity) or the impact
of 1H-MR spectroscopy on subsequent diagnostic testing, treatment
choices, patient health, or cost effectiveness of care. It would be inappropriate to combine diagnostic accuracy results from diverse clinical
applications of 1H-MR spectroscopy. Therefore, we categorized publications according to the following 5 main clinical subgroups: 1)
metastasis versus high-grade astrocytoma; 2) high- versus low-grade
astrocytoma; 3) tumor extent before treatment; 4) neoplastic versus
non-neoplastic lesions; 5) recurrent or residual tumor versus treatment-related change.

This research was funded by a grant from the Neuroradiology Education and Research
Foundation.
A preliminary summary of these data were presented at the American Society of
Neuroradiology conference, Toronto, Canada, May 2005. Some of the data contained within
this paper were also discussed at the American College of Radiology Imaging Network
meeting, Washington, DC, September 2005.
Address correspondence to William Hollingworth, PhD, Department of Radiology, Box
359960, 325 Ninth Ave, Seattle, WA 98104-2499; e-mail: willh@u.washington.edu
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Fig 1. Studies identified by the systematic review.

Search Strategy

ences between the 2 reviewers were resolved by a third reviewer
through recourse to the original text.

Study Quality

Data Analysis
For each clinical subgroup, we tabulated estimates of sensitivity, specificity, percentage of correct diagnoses, and area under the receiver
operating characteristic (ROC) curve. If data on statistical uncertainty
were missing or incorrect, we calculated confidence intervals from the
raw data. We plotted sensitivity, specificity, and ROC curve results to
aid interstudy comparisons. ROC curves were calculated from the
published area under the curve estimates by using PlotROC software.8
This method assumes a bi-normal model for sensitivity and specificity
and produces an ROC curve that is an approximation, though not
identical, to the original data.

Results
The Medline search strategy identified 323 abstracts. After exclusion of duplicate and irrelevant Embase titles, 37 Embase
abstracts were obtained for review. The search of the Cochrane
library data base revealed no additional abstracts. The hand
search of the citations and request to corresponding authors
revealed 6 additional abstracts. Therefore, a total of 366 abstracts were reviewed. Reviewers agreed on the eligibility of the
abstract in 323 of 366 cases (88%) (Figure 1).
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We used the Quality Assessment of Diagnostic Accuracy Studies
(QUADAS)6 tool to measure methodologic quality. QUADAS contains 14 items, including questions about the spectrum of patients, the
validity of the reference standard, and the potential existence of disease progression, verification, review, and incorporation biases.7 We
added 1 item to the standard QUADAS tool: “Was the reproducibility
(inter-radiologist or intertechnologist) of MR spectroscopy described?” The reviewers coded each item as “yes,” “no,” or “unclear.”
In our analysis, we interpreted both “no” and “unclear” responses as
indicating that the quality criterion was not met.

BRAIN

We searched Medline via the Pubmed interface, Embase via the Dialog interface, and the Cochrane Library data bases for relevant articles.
Because the primary focus of this project was to update previous technology assessments,4,5 we limited our search strategy to articles published between January 1, 2002, and December 31, 2004. The search
strategy was tailored for each data base. The Medline search strategy is
presented in Appendix 1. We excluded all Embase titles already identified by the Medline search. Two authors (J.G.J. and W.H.) then
reviewed each Embase title to reach consensus on whether to purchase the abstract. The Cochrane library data base was searched by
using the “Brain neoplasms” and “Magnetic Resonance Spectroscopy” medical subject headings.
All selected abstracts were independently screened by 2 authors
based on the following 6 exclusion criteria: (1) does not use 1H-MR
spectroscopy; (2) not focused on brain tumors; (3) less than 10 patients with suspected tumors get 1H-MR spectroscopy; (4) uses
1
H-MR spectroscopy to study the effect of therapy on normal brain
tissue; (5) includes only patients with HIV/AIDS; and (6) a review
paper reporting no new data. We obtained the full text of each article
when one or both reviewers were “unsure” or recommended “full text
review.” Two additional exclusion criteria were applied on reviewing
the full text: (1) duplicate publications and (2) articles not published
in English, French, Spanish, German, or Japanese. We hand-searched
citations of all eligible articles and sent e-mails to corresponding authors to identify additional articles initially overlooked.
Diagnostic performance studies were distributed to 2 reviewers
(B.B., D.K.S., J.G.J., R.E.L., L.S.M., or W.H.) for independent review.
Non-English language articles were reviewed by one reviewer fluent
in that language—French (J.G.J.), Spanish (L.S.M.), German (K.F.L.),
and Japanese (Y.A.). Each reviewer abstracted study information on a
standardized Microsoft Excel spreadsheet. Reviewers recorded details
about the dates of patient recruitment, sample size, other imaging
tests used, reference standard, and the 1H-MR spectroscopy technique. In particular, we recorded the metabolites evaluated, spectral
analysis methods, single or multivoxel spectroscopy, imaging field
strength, repetition time, echo time, and pulse sequence. Any differ-

copy diagnostic tests; and failure to state that the reference
standard results were interpreted independently from 1H-MR
spectroscopy.

Fig 2. Receiver operating characteristic (ROC) curves measuring the sensitivity and
specificity of 1H-MR spectroscopy for distinguishing metastases from high-grade astrocytomas. The ROC curves are back-calculated from the area-under-the-curve figures provided
by the authors. They approximate, but are not perfect matches, for the ROC curves based
on the individual patient data.

Of the 85 eligible articles, 47 were considered to be technical feasibility studies that provided no estimate of diagnostic
accuracy. Eight studies correlated 1H-MR spectroscopy findings with survival to quantify the prognostic value. Four studies used 1H-MR spectroscopy to monitor the success of therapy in changing the metabolic profile of brain tumors. These
studies were not reviewed further. Of the remainder, 229-30
examined the diagnostic performance of 1H-MR spectroscopy, 2 examined diagnostic impact,31,32 and 2 measured the
impact on radiation therapy.33,34 No articles were found that
evaluated the changes in patient health or the cost-effectiveness of health care due to 1H-MR spectroscopy.
Technical Details
H-MR spectroscopy was most frequently evaluated for differentiation of high- and low-grade astrocytomas (Table 1). Most
studies did not report the enrollment dates, making it difficult
to judge whether multiple publications from the same researchers report on mutually exclusive patient cohorts. Biopsy
or surgical resection was the sole reference standard in most
studies. A substantial minority also used clinical and radiologic follow up to determine the final diagnosis. Several studies
used automated analysis of the complete spectrum of metabolites to diagnostically categorize the MR spectra. The remaining studies focus on a handful of metabolites, most commonly
choline (Cho), creatine (Cr), N-acetylaspartate (NAA), lactate, lipids, and myo-inositol. Most studies used single voxel
spectroscopy; only one study26 used 3T field strength MR.

1

Study Quality
On average, reviewers considered that 90% of studies used an
accurate reference standard (Table 2). The same proportion
also used a consistent reference standard in all patients,
thereby minimizing verification bias. Very few studies (12%)
were judged to have adequately addressed the issue of interradiologist variation. Likewise, authors were generally poor at
reporting the median time delay between the index test,
1
H-MR spectroscopy, and the reference standard. Other areas
of weakness included failure to explain the reason for patient
withdrawals; lack of clarity about the pre-1H-MR spectros1406
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Diagnostic Performance: MR Imaging & 1H-MR
Spectroscopy versus MR Imaging Alone
Moller-Hartmann et al19 reported on 176 consecutive patients. The final diagnosis in most patients was established by
histology within 10 days of single-voxel 1H-MR spectroscopy.
One pair of radiologists interpreted only the MR images; a
second pair examined the MR imaging and MR spectra based
on a qualitative interpretation of the metabolite peaks. All radiologists were unaware of the final diagnosis. The type and
grade of lesion were correctly identified in 97 of 176 (55%)
cases based on MR imaging alone. The remaining diagnoses
were incorrect (15%) or indeterminate (30%). The addition of
1
H-MR spectroscopy information statistically significantly increased the proportion of correctly diagnosed cases to 71%
(124/176) (P ⬍ .01). There were no cases where a correct diagnosis on MR imaging was mistakenly discarded due to the
1
H-MR spectroscopy findings.
A second, smaller, study by Ando et al22 compared contrastenhanced MR imaging (CE-MR imaging) to CE-MR imaging
and 1H-MR spectroscopy in 20 patients with suspected residual
or recurrent tumor after therapy. The method of final diagnosis
was inconsistent between patients, relying on either pathologic or
clinical findings. Fourteen patients had a final diagnosis of residual or recurrent tumor, and 6 had treatment-related changes. The
authors retrospectively selected a Cho/Cr ratio of greater than 1.5
to be indicative of tumor. Based on this threshold, the addition of
1
H-MR spectroscopy information to CE-MR imaging findings
marginally increased sensitivity from 12 of 14 (86%) to 14 of 14
(100%) (P ⫽ .79) without altering specificity (4 of 6; 67%).
Metastasis versus High-Grade Astrocytoma
Two studies from the same research group evaluated the differentiation of metastases from high-grade astrocytoma by using long24 and short9 echo time 1H-MR spectroscopy. The
extent of any overlap in the 2 patient cohorts is unclear (Fig.
2). Both studies retrospectively assembled a cohort of patients
from multiple hospitals. The MR hardware varied between
hospitals, but spectroscopy was performed using standardized
protocols. Both studies used automated spectral analysis for
diagnostic classification. At long and short echo times, the area
under the ROC curve (AUC) for differentiating glioblastomas
from metastases was relatively poor (AUC ⫽ 64% [0.10 SE]
and 59% [0.10 SE], respectively). This is statistically significantly better than chance alone; however, it is not high enough
to suggest that 1H-MR spectroscopy can be relied upon to
differentiate metastases from glioblastomas.
Opstad et al,25 prospectively recruited 47 patients with
pathologically proved glioblastomas23 or metastases24; 7 patients were later excluded due to poor quality spectra. The
authors focused on the lipid peak-area ratio derived from
short echo time, single-voxel 1H-MR spectroscopy. They defined this as the ratio of L1 (the combined alanine, lactate, ␦1.4
macromolecule, and ␦1.3 lipid peak) to L2 (the combined ␦0.9
lipid and ␦0.87 macromolecule peaks). Using this ratio, they
reported an AUC of 84% with both sensitivity and specificity
equal to 80% at a threshold value of 2.9. The authors specu-
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Tumor grading

Tumor extent

Tumor/tumorlike

Tumor/tumorlike;
tumor grading,
primary/met

Tumor grading
Primary/met

Residual-recurrent/
necrosis
Tumor grading,
primary/met
Residual-recurrent/
necrosis

Majos et al, 200430

McKnight et al, 200217

Mishra et al, 200418

Moller-Hartmann et al, 200219

Nafe et al, 200320
Opstad et al, 200425

Plotkin et al, 200426

Unclear

Unclear

Unclear

Unclear
Unclear

Unclear

Unclear

Unclear

1998/2003

Unclear

Unclear

Unclear
Unclear

1999/2002
Unclear

Unclear
Unclear

2000/2001
Unclear

Unclear
Unclear

Start/End
Year
Unclear

54

144

25

46
47

176

44 (100
biopsies)
52

151

130

183
95 ⫹ 24
(test set)
108 ⫹ 25
(test set)

94
41 ⫹ 11
(test set)
160
24

71
29

66
205

No. of
Patients
20

Biopsy/resection,
clinical and
radiologic follow-up

Clinical and radiologic
follow-up
Biopsy/resection

Biopsy/resection,
clinical and
radiologic follow-up,
CSF and laboratory
tests
Biopsy/resection
Biopsy/resection

Biopsy/resection

Biopsy/resection,
clinical and
radiologic follow-up
Biopsy/resection,
clinical and
radiologic follow-up
Biopsy/resection,
clinical and
radiologic follow-up
Biopsy/resection

Biopsy/resection
Clinical and radiologic
follow-up
Biopsy/resection
Biopsy/resection

Biopsy/resection
Biopsy/resection

Biopsy/resection
Biopsy/resection

Reference
Standard(s)
Biopsy/resection,
clinical & radiologic
follow-up
Biopsy/resection
Biopsy/resection

Cho, Cr, NAA, Lac

Complete spectrum

Cho, Cr, NAA, Lac, Lip
Cho, Cr, NAA, Lac, Lip, mIns/Gly,
Glx, Others
Cho, Cr, NAA

Cho, Cr, NAA, Lac, Lip, mIns/Gly,
Ala, Suc, Ace
Cho, Cr, NAA, Lac, Lip

Cho, NAA

Cho, Cr, NAA, Lac, Lip, Glx, Ala,
mIns/Gly

Cho, Cr, NAA, Lac, Lip, Glx, Ala

Complete spectrum
Cho, Cr, NAA, Lac, Lip, mIns/Gly,
Glx, Ala
Cho, Cr, NAA, Lac, Lip, mIns/Gly,
Glx, Ala

Cho, Cr, NAA, Lac, Lip
Cho, Cr, NAA, Lac, Lip

Cho, Cr, NAA, Lac, Lip
Complete spectrum

Cho, Cr, NAA, Lac, Lip, mIns/Gly
Cho, Cr, NAA, Lac, Lip, mIns/Gly,
Glx, Ala

Cho, Cr, NAA, Lip, Lac
Complete spectrum

Metabolites
Cho, Cr, NAA, Lac, Lip

Quantitative

Automated

Quantitative

Automated
Quantitative

Qualitative

Qualitative

Quantitative

Automated

Quantitative

Quantitative

Automated
Quantitative

Quantitative
Quantitative

Automated
Automated

Quantitative
Automated

Quantitative
Automated

Diagnostic
Categorization*
Quantitative
TR (ms)
1500

1500
1600

2000

2000

2000

1500–2020
2000

2000, 1600

6000

1500
2000

1500

3000

Multiple 2000

Single

Single

Single
Single

Single

Single

Multiple 1000

Single

Single

Single

Single
Single

Multiple 1500
Multiple 1500

Single
Single

Multiple 1000
Single
1600, 2000,
2018, 2020
Single
1600
Single
2000

Voxels
Single

272

30 or 20

30

135
30

135

144

144

136 and
30

136

136

135 or 136
136

144
135

135
135

65
20, 30, 31,
32
135
20, 136

270

TE

STEAM or
PRESS
Unclear

PRESS
STEAM or
PRESS
PRESS

PRESS

Unclear

PRESS

PRESS

PRESS

PRESS

PRESS
PRESS

PRESS
PRESS

PRESS
PRESS

PRESS
STEAM and
PRESS
PRESS
STEAM and
PRESS

Pulse
Sequence
Unclear

Note:—TR indicates repetition time; TE, echo time; Ala, alanine; Cho, choline; Cr, creatine; Gly, glycine; Glx, glutamate and glutamine; Lac, lactate; Lip, lipids; mIns, myo-inositol; NAA, N-acetylaspartate; Suc, succinate; PRESS, point-resolved spectroscopy sequence;
STEAM, stimulated echo acquisition mode; primary/met, metastasis versus high grade tumor; Ace, acetate.
* Authors who made diagnostic classifications based on visualizing the spectra are categorized as “qualitative”; authors who present specific ratios or threshold values for distinguishing lesions are categorized as “quantitative”; authors who used statistical modeling,
such as linear discriminant analysis, are categorized as “automated”.

Traber et al, 200227

Tate et al, 200321

Tumor grading,
primary/met

Tumor grading
Residual-recurrent/
necrosis
Tumor grading
Tumor grading,
primary/met
Tumor grading,
primary/met

Tumor grading
Tumor grading,
primary/met
Tumor grading
Tumor/tumorlike;
tumor grading,
primary/met
Tumor grading
Tumor grading

Clinical
Subgroup
Residual-recurrent/
necrosis

Majos et al, 200315

Majos et al, 200316

Lukas et al, 200424
Majos et al, 200214

Law et al, 200313
Lichy et al, 200429

Herminghaus et al, 200311
Huang et al, 200312

Fountas et al, 200410
Gajewicz et al, 200323

Astrakas et al, 200428
Devos et al, 20049

Study
Ando et al, 200422

Table 1: Study description

Table 2: Methodologic quality
Quality item
Is the reference standard likely to correctly classify the target condition?
Did the whole sample or a random selection of the sample receive verification using a reference standard?
Did patients receive the same reference standard regardless of the index test result?
Were selection criteria clearly described?
Was the spectrum of patients representative of the patients who will receive the test in practice?
Were the MRS results interpreted without knowledge of the results of the reference standard?
Was the execution of MRS described in sufficient detail to permit replication of the test?
Was the reference standard independent of the MRS (ie, MRS did not contribute to the reference standard)?
Was the execution of the reference standard described in sufficient detail to permit its replication?
Were uninterpretable/intermediate test results reported?
Were the same clinical data available when test results were interpreted as would be available when the test is used in practice?
Were withdrawals from the study explained?
Were the reference test results interpreted without knowledge of the results of MRS?
Is the time period between MRS and the reference standard short enough to be reasonably sure that the target condition did not change between
the 2 tests?
Was the reproducibility of (inter-radiologist or inter-technologist) MRS described?

%*
90
90
80
76
73
71
68
66
63
59
49
49
41
34
12

Note:—MRS indicates magnetic resonance spectroscopy.
* Each of the quality items were assessed by 2 reviewers for English language articles and by one reviewer for the foreign language articles. Percentages represent the proportion of these
assessments which judged the article to have met the quality criterion.

Fig 3. Receiver operating characteristic (ROC) curves and point estimates of sensitivity and
specificity of 1H-MR spectroscopy for distinguishing high- and low-grade astrocytomas. The
ROC curves are back-calculated from the area-under-the-curve figures provided by the
authors. They approximate, but are not perfect matches, for the ROC curves based on the
individual patient data.

lated that the difference in lipid profiles may be related to
differences of membrane structure of infiltrative versus migratory tumor cells or to lipid metabolism.
High- versus Low-Grade Astrocytoma
Five studies examined the sensitivity and specificity of 1H-MR
spectroscopy for differentiating high- from low-grade tumors
(Fig 3). Two studies described in the previous section9,24 also
provide information on tumor grading. In both studies,
1
H-MR spectroscopy was very accurate in differentiating
high- and low-grade tumors, achieving an AUC of 94% (0.05
SE) and 96% (0.03 SE) in the studies that used long and short
echo times, respectively.
Herminghaus et al11 also used automated spectral analysis
derived from a training set of 126 patients. This algorithm was
validated in an independent cohort of 90 patients with histopathologically graded tumors (30 grade I/II, 29 grade III, 31
grade IV). The sensitivity and specificity of 1H-MR spectroscopy for differentiating high- and low-grade tumors in this
independent cohort was 95% (86%–98%; 95% confidence interval [95% CI]) and 93% (95% CI, 79%–98%) respectively
1408
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Fig 4. Sensitivity and specificity of 1H-MR spectroscopy for differentiating recurrent or
residual tumor from treatment-related changes.

(Fig 3). This diagnostic accuracy diminished in the differentiation grade III and grade IV tumors, with 6 of 31 grade IV
tumors mistakenly assigned to grade III status.
Astrakas et al28 prospectively recruited 66 patients with histologically confirmed brain tumors (grade I, 13; grade II, 30;
grade III, 7; grade IV, 16). Multivoxel 1H-MR spectroscopy
analysis focused on the voxel with the highest Cho. The best
diagnostic accuracy was achieved by an amalgam of Cho, Cr,
and lipids and/or lactate (L) (Cho/Cr ⫹0.49 L/Cr). This linear
combination resulted in an AUC of 96% (0.02 SE). At a threshold value of 1.8, the sensitivity and specificity of 1H-MR spectroscopy for diagnosing high-grade tumors were 96% (95%
CI, 78%–100%) and 88% (95% CI, 75%–96%), respectively.
In contrast to the preceding work, Law et al13 observed
much lower diagnostic performance in a retrospective cohort
of 160 patients with histopathologically confirmed lesions
(120 grade III/IV, 40 low-grade) evaluated with multivoxel
1
H-MR spectroscopy, CE and perfusion MR imaging. A
blinded interpretation of the Cho/NAA ratio had a sensitivity
of 73% (95% CI, 64%– 80%) and specificity of 63% (95% CI,

47%–76%) at a threshold value of 1.66; this was less accurate
than MR perfusion and no better than CE-MR imaging.
Eight other studies have examined tumor grading but did not
report sensitivity, specificity, or AUC estimates.10,12,14-16,20,21,30
These studies indicated that 1H-MR spectroscopy resulted
in accurate diagnoses in 78% to 96% of cases, though these
accuracy figures will be dependent upon case mix.
Recurrent/Residual Tumor versus Treatment-Related Change
We identified 4 small studies examining the diagnostic performance of 1H-MR spectroscopy in distinguishing recurrent tumor from treatment-related changes (Fig 4). Traber et al27
presented data on 43 patients, with high-grade astrocytomas
sequentially tracked with multiple-voxel 1H-MR spectroscopy
until completion of radiation therapy. An increased Cho peak
(50% higher than contralateral tissue) was 72% (95% CI,
53%– 86%) sensitive and 82% (95% CI, 48%–98%) specific in
distinguishing tumor from radiation-induced necrosis. Ando
et al,22 in a study described in more detail previously, examined 20 patients with CE-MR imaging and 1H-MR spectroscopy. Based on a choline-to-creatine ratio diagnostic threshold of 1.5, 1H-MR spectroscopy had a sensitivity of 64% (95%
CI, 35%– 87%) and a specificity of 83% (95% CI, 36%–100%).
Lichy et al29 used multivoxel spectroscopy in 24 patients with
irradiated gliomas and a suspicious lesion on gadolinium-enhanced MR imaging. The final diagnosis was determined by clinical and imaging follow-up. Using the Cho/Cr ratio with a diagnostic threshold of 2, the authors identified 13 of 15 (87% [95%
CI, 60%–98%] sensitivity) recurrent or residual tumors and 8 of
9 (89% [95% CI, 52%–100%] specificity) radiation-related
changes. Plotkin et al26 investigated the value of single-voxel
1
H-MR spectroscopy at 3T in a prospective study of 25 patients
with suspected recurrent glioma based on MR imaging after
treatment with surgery, interstitial radiation therapy, external radiation therapy, or chemotherapy. The final diagnoses were based
on a minimum of 6 months’ clinical follow-up and repeat MR
imaging examinations. A combined diagnostic threshold of Cho/
NAA (⬎1.17) and Cho/Cr (⬎1.11), resulted in 89% sensitivity
and 83% specificity for identifying tumor. However, the authors
also observed that sensitivity (95%) and specificity (100%) were
higher still with single-photon emission CT.
Tumor Extent before Treatment
McKnight et al17 prospectively recruited 44 patients with suspected glioma before image-guided resection or stereotactic
biopsy of the tumor. Data from the preoperative multivoxel
1
H-MR spectroscopy study was used to select 4 potential targets for biopsy in each patient. In practice, the authors were
unable to obtain biopsy samples at each target, and their analysis was based on 100 samples, of which only 7 were classified
as nontumor. The authors based diagnosis on the Cho-NAA
index (CNI), where CNI is the number of standard deviations
between the Cho to NAA ratio within a given voxel and that of
the control voxels. At a threshold CNI of greater than 2.5, the
authors reported 90% (95% CI, 84%–96%) sensitivity and
86% (95% CI, 56%–100%) specificity for predicting the presence of tumor in the biopsy sample. The overall AUC for CNI
was 94% (95% CI, 87%–99%). Up to half of the T2-hyperintense lesion outside of the gadolinium-enhanced lesion contained CNI greater than 2.5. This suggests that 1H-MR spec-

troscopy might have a considerable therapeutic impact on
surgical and radiation target volumes.
Tumor versus Non-Neoplastic Lesions
Two studies measured the diagnostic performance of 1H-MR
spectroscopy for distinguishing tumor from non-neoplastic
lesions.18,23 However, the study Gajewicz et al23 included only
2 non-neoplastic lesions and was of limited value. Mishra et
al18 differentiated 52 histopathologically proved tumor cysts,
abscesses, or benign cysts by using single voxel 1H-MR spectroscopy and diffusion-weighted MR imaging. The authors
reported the sensitivity and specificity of 1H-MR spectroscopy
to be 96% (95% CI, 83%–99%) and 100% (95% CI, 86%–
100%) respectively. This compares favorably with diffusionweighted imaging where specificity remained high (100%),
but sensitivity was diminished (72%).
Diagnostic Impact
Murphy et al performed 1H-MR spectroscopy in 100 consecutive patients with suspected brain tumors.31 The authors highlighted 2 cases incorrectly classified as glioblastoma based on conventional imaging that were correctly
down-graded to grade 2/3 astrocytomas based on 1H-MR
spectroscopy. In a further 4 cases, the differential diagnoses
of arachnoid cyst, infection, stroke, or meningiomas were
correctly excluded on the basis of 1H-MR spectroscopy. The
authors concluded that in 6 of 100 (6%) cases, 1H-MR spectroscopy could have made a significant contribution to the
preoperative diagnosis. It was unclear whether 1H-MR
spectroscopy provided confirmatory or contradictory information in the remaining patients.
The study by Hall et al32 looked at the impact of 1H-MR
spectroscopy on the diagnostic yield of biopsy. 1H-MR spectroscopy was used in 42 patients and all 42 biopsies yielded
diagnostic tissue; however, the lack of a control group who did
not get 1H-MR spectroscopy-guided biopsy limits the value of
these results. No firm conclusions can be drawn about the
incremental benefit of 1H-MR spectroscopy in guiding biopsy.
Therapeutic Impact
Pirzkall et al34 recruited 20 patients with grade II gliomas who
underwent both MR imaging and 3D multivoxel 1H-MR spectroscopy before surgery. The target volume based on MR imaging was compared with a 1H-MR spectroscopy target volume based on areas of the tumor with a Cho/NAA index
greater than 2 (CNI2). Due to technical limitations, spectra
were only available for an average of 68% of the tumor volume. In the tumor regions that were assessed by both MR
imaging and 1H-MR spectroscopy, 96% of the 1H-MR spectroscopy-defined tumor volume was contained within the MR
imaging-defined volume. Despite this, in 45% of patients,
some portion of the 1H-MR spectroscopy-defined tumor margin extended beyond the MR imaging-defined volume. The
authors suggested that MR spectra can be used in conjunction
with MR images to fine tune the clinical target volume.
The same researchers published a study of multivoxel
1
H-MR spectroscopy on 30 high-grade gliomas after surgery
but before adjuvant radiation therapy.33 MR imaging target
volumes were compared with the 1H-MR spectroscopy-derived CNI2 volume. By adding the area of metabolic tumor cell
infiltration, defined by the CNI2 to the MR imaging target
AJNR Am J Neuroradiol 27:1404 –11 兩 Aug 2006 兩 www.ajnr.org
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volume, the authors found a 14% increase in the clinical target
volume for radiation therapy. Of 10 patients who had had ostensibly total tumor resection, all had areas of residual elevated CNI
and 8 had a new onset of contrast enhancement during followup. In 4 of these 8 cases, the area of contrast enhancement was
located within the area of elevated CNI2. There was also a direct
relationship between a large volume of residual CNI2 and a
shorter time to occurrence of new contrast enhancement, though
this was of borderline statistical significance.
Discussion
We conducted a systematic review of studies of 1H-MR spectroscopy for the characterization of brain tumors published
between 2002 and 2004. Many relevant studies on 1H-MR
spectroscopy were published before 2002,17,19,35-45 but we
elected to focus our review on research published since the
technology assessments that formed the basis of the CMS noncoverage decision. Our search was restricted to publications in
peer-reviewed medical journals because we believe that this
evidence carries the most weight. We may have missed some
relevant data that appeared in books, reports, or conference
proceedings. As with all literature reviews, our results might be
subject to publication bias, whereby positive findings on
1
H-MR spectroscopy get submitted and published while negative findings do not. Tests for publication bias are available,46
but with the small sample of articles in each clinical subgroup,
such tests would have limited statistical power.
Despite the steady accumulation of evidence, many policy
makers remain unconvinced about the value of 1H-MR spectroscopy. The following list provides guidance that we believe
would make future research more valuable for policy makers.
●

●

●

●

Diagnostic performance studies should include a blinded
assessment of the sensitivity and specificity of MR imaging
and, if relevant, contrast enhanced MR imaging as a benchmark against which to compare 1H-MR spectroscopy. Policy makers are being asked to pay for 1H-MR spectroscopy
on top of standard MR imaging sequences; therefore, it is
reasonable for them to expect evidence to demonstrate incremental benefit of 1H-MR spectroscopy. Likewise, radiologists should be interested in evaluating whether the extra
scanner and interpretation time is justified by improved diagnoses and patient care.
Diagnostic performance studies should evaluate the accuracy of 1H-MR spectroscopy in combination with MR imaging. In the near future, it is unlikely that radiologists will
make a diagnosis based solely on an automated decision
rule. Where MR imaging findings are highly suggestive and
1
H-MR spectroscopy is equivocal, radiologists will naturally
place more weight on the former. Diagnostic performance
studies looking at 1H-MR spectroscopy in isolation are of
scientific value, but of less clinical significance. In our review, the study by Moller-Hartmann et al19 provides the
best role model for diagnostic performance studies.
Standardized diagnostic thresholds would aid the interpretation of the literature. Many authors selected post hoc thresholds that maximized accuracy. It is likely that these thresholds
will not perform as well in independent patient cohorts.
For statistically precise conclusions, studies of 1H-MR spectroscopy should have large sample sizes.47 For example, if
1
H-MR spectroscopy changes the diagnosis in approximately
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●

●

●

●

10% of patients, a sample size of about 160 would be needed to
estimate this proportion to within ⫾5%. In our review, few
studies recruited sufficiently large patient cohorts. In some
clinical subgroups, there were no large studies.
Researchers, reviewers, and editors should ensure that published studies adhere to the STARD guidelines.48 These
guidelines are recent; therefore, it is understandable that
many articles fell short of their high standards. It is unclear
whether the apparent poor quality was due to poor research
methods or simply ambiguous descriptions of methods.
Diagnostic impact studies are a very important element of
the case for 1H-MR spectroscopy. Even if 1H-MR spectroscopy
does not change the leading diagnosis, it may rule out
differential diagnoses and thereby reduce the need for
biopsy. Diagnostic impact studies measuring radiologist
confidence in the leading differential diagnoses and the
perceived need for biopsy before and after 1H-MR spectroscopy are warranted.
Important therapeutic impact studies have been done and
have suggested that 3D 1H-MR spectroscopy imaging can
significantly alter radiation therapy target volumes. The
next step should be a randomized controlled study to assess
whether 1H-MR spectroscopy actually does influence management decisions and patient outcomes.
There has been little discussion of the cost effectiveness of
1
H-MR spectroscopy. This is a relevant factor for policy
makers. This metric can be calculated in many ways, including cost per additional case correctly diagnosed, cost per
biopsy avoided, cost per year of survival, and cost per quality
adjusted life year.

Conclusions
Of the 22 studies that measured diagnostic performance, the
largest head-to-head comparison of MR imaging alone versus
MR imaging and 1H-MR spectroscopy provided encouraging
findings that 1H-MR spectroscopy can make a significant contribution to diagnosis for patients with indeterminate brain
lesions.19 The conduct of additional, well-designed, prospective studies aiming to replicate this head-to-head comparison
will provide the more definitive evidence that policy makers
seek before making coverage decisions.
A number of large diagnostic performance studies have demonstrated that 1H-MR spectroscopy can accurately distinguish
between high- and low-grade astrocytomas. This work now needs
to be extended to demonstrate: (1) diagnostic thresholds selected
a priori, rather than post hoc, can achieve similar diagnostic accuracy, (2) the incremental diagnostic yield of 1H-MR spectroscopy compared with anatomic MR imaging, and (3) that any
improvement in tumor grading by 1H-MR spectroscopy leads to
a reduction in biopsy rates or changes in therapy. Evidence in
other clinical subgroups, such as the use of 1H-MR spectroscopy
to distinguish neoplastic and non-neoplastic lesions or to differentiate recurrent tumors from radiation necrosis, is limited by the
small number of studies.
Appendix 1
Medline Search Strategy
MEDLINE ⬍ Searched on 22nd February 2005⬎
Search Terms Results

1. Magnetic Resonance Spectroscopy [MH] OR “Magnetic
Resonance Spectroscopy” [TW] OR “MR spectroscopy”[TW]: 112,283
2. Human [MH] AND (2002 [DP] OR 2003 [DP] OR 2004
[DP]) NOT Case reports[PT]: 1,009,999
3. Neoplasms [MH] OR tumor [TW] OR cancer* [TW]
OR neoplasm* [TW] OR neoplas*[TW] OR lesion* [TW] OR
mass [TW]: 2,480,174
4. Brain [TW] OR cranial [TW] OR cerebr* [TW]: 913,827
5. Brain neoplasms [MH]: 77,290
6. #1 AND #2 AND (#5 OR (#3 AND #4)): 323

21.

22.

23.

24.
25.
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