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Abstract

INTRODUCTION: The combination of positron emission tomography (PET) and magnetic resonance (MR) has become a subject 
of interest for researchers in the recent several years. Positron emission tomography in combination with magnetic resonance 
(PET/MR) is the most recent imaging technique classified in the so called hybrid systems category.
AIM: This review briefly discusses the development history of PET/MR scanners, the principle of their operation, of tandem 
systems, as well as fully integrated devices. Further, it summarizes recent reports on the application of PET/MR scans and their 
possible future role in oncological and non-oncological diagnostics. 
CONCLUSIONS: Recent reports regarding the application of PET/MR scanners show huge potential of simultaneously received 
images, which exceed the advantages of either of those scans used separately. However, the results so far remain uncertain 
and require further investigations, especially in terms of clinical studies, not only for scientific purposes.
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Background

Morphological and molecular imaging using magnetic reso-
nance (MR) or computer tomography (CT) with positron emission 
tomography (PET) plays a key role in oncological diagnostics (stag-
ing before treatment, evaluation of treatment response, detection of 
recurrence etc.), as well as other areas, e.g. cardiology, neurology, 
psychiatry and others. Despite the large role these scans fulfil in 
imaging diagnostics of various conditions, each of them has certain 
well known limitations.

The combination of anatomical and functional images in order 
to improve the quality of the acquired images has already been 
used for a significant time. The end of the 1980s saw the first hybrid 
devices being applied, which are used up to this day and com-
bine single photon emission computer tomography (SPECT) with 
CT [1, 2]. Another hybrid device which completely revolutionized 
imaging diagnostics, especially in the area of oncology, was the 
1998 introduction of PET/CT scanners [3]. In both cases of hybrid 
systems, the more functional imaging methods, i.e. SPECT and 
PET, have been merged with more anatomical images received in 
CT, thereby creating a single image. With the commencement of 
PET/CT scanner use in clinical diagnostics in 2001, it soon turned 
out, that the combination of both scan types into one system 
is beneficial, as it ensures simultaneous anatomic and functional 

imaging [4, 5]. Ever since PET/CT scans have started being used 
routinely, it became obvious, that those scans have a significant 
influence on the therapeutic process in oncology, even in up to 
50% of cases [6].

The creation of hybrid PET/MR devices utilizes the advan-
tages of MR scans over CT which has been currently applied in 
PET/CT scans. The primary advantages of MR include: 

 — possibility of reducing the patient’s exposure to radiation, 
as during the MR scan ionizing radiation is not used, which 
is especially important in case of children, as well as in situa-
tions which require repeated PET scans; 

 — MR ensures high resolution of anatomical and functional ima-
ges, offering better resolution of soft tissue contrast and high 
diversity of tissue contrast compared with CT; 

 — MR, using functional MR imaging (fMRI) and MR spectroscopy 
(MRS), provides additional information which may increase the 
diagnostic efficiency and possibility of quantitative assessment 
of PET scans and may be helpful in handling the patient and 
understanding the tumor biology.
On the other hand, MR has several disadvantages: 

 — significantly longer scan time compared with CT; 
 — contraindications in patients with various metal implants, pace-

makers and foreign bodies; 
 — significantly higher cost compared with CT [7].

History of PET/MR scanner development

The promising results of pre-clinical PET/MR imaging have 
encouraged one of the primary companies dealing in production of 
diagnostic equipment (Siemens) to create the first clinical PET/MRI 
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prototype (BrainPET), created for the purpose of simultaneous PET 
and MR imaging of the brain, which was installed at the University 
of Tübingen in Germany [8, 9]. The system was evaluated in clinical 
conditions for 3 years (2008–2011). The anatomical potential of MR 
was investigated in relation to the high contrast of soft tissues, utiliz-
ing various possibilities of MR scan imaging, i.e. BOLD — a system 
of blood oxygen level dependent MR signal intensity, functional MR 
(fMRI), diffusion-weighted imaging (DWI), perfusion-weighted imag-
ing (PWI) and diffusion tensor imaging (DTI) [10, 11]. In this system, 
the sequential connection of PET and MR was intended for molecu-
lar and genetic imaging of the brain by docking separate PET and 
MR systems connected by a joint bed which moved through the 
field of view of both imaging devices [12]. This was achieved by 
combining two high class devices, namely high resolution research 
tomography (HRRT) and 7 Tesla powered MR (7T MRI). 

Until concurrently, operating PET/MR whole body imaging 
technologies have become more available and economically vi-
able, other approaches, namely sequential PET/MR scans were 
researched [13]. One of such systems is the Philips Ingenuity TF 
PET/MR, which is a hybrid imaging system with a GEMINI TF PET 
component and an Achieva 3.0T X-series MR component [14]. 
Although such a device structure does not allow simultaneous PET 
and MR imaging, it does allow for automatic superimposition of 
sequentially recorded PET and MR images. Such systems have 
been installed in New York (Mount Sinai Medical Center), at the 
University Hospital in Geneva and in Dresden (Forschungszentrum 
Dresden-Rossendorf). Adhering to the structural rules applied when 
building PET/MR scanners for brain imaging, Siemens developed 
a system for simultaneous PET and MR imaging of the whole body 
in the form of the Biograph mMR scanner. The first such device 
was installed in November 2010 at the University in Munich. Sub-
sequent Siemens PET/MR scanners were installed at the Tübingen 
and Erlangen Universities in Germany and in Boston at the Mas-
sachusetts General Hospital. 

In Poland there are currently (2016) two PET/MR scanners in-
stalled, namely at the Center of Oncology in Bydgoszcz and the 
Laboratory of Medical Imaging at the Białystok Science and 
Technology Park. In both instances these are Biograph mMR scan-
ners manufactured by Siemens. 

Technological achievements of PET/MR 
systems

There are currently two types of commercially available de-
vices which combine PET and MR, namely the tandem system, in 
which the PET and MR devices are in one or two rooms, and a fully 
integrated system, in which the PET and MR devices are built into 
one gantry [15–17]. Tandem PET/MR device systems allow for mini-
mal interference between those systems and for that reason require 
only small changes in composition of PET and MR devices. On the 
other hand, fully integrated PET/MR systems require completely 
new structural design and technological solutions. These systems, 
however, make it possible to achieve truly simultaneous acquisi-
tion, which significantly reduces the total acquisition time and the 
spatial requirements [18].

The primary technological challenge is posed by the fact that 
photomultipliers used in traditional PET scanners which register the 
light signal from scintillation crystals are unable to operate within 

a strong magnetic field. Tandem systems circumvent this problem 
by physically separating the devices and appropriately screening 
the individual components. Integrated PET/MR devices manufac-
tured so far use light signal reading semi-conductor technology, 
so called avalanche photodiodes instead of photomultipliers which 
are unaffected by magnetic fields [17].

Another important technological challenge of tandem and 
fully integrated PET/MR systems is photon attenuation correction, 
which is necessary to maintain the correct image of radionuclide 
distribution independent of the tissue density. MR does not provide 
information regarding the radiological density of tissues. That is why 
development of new attenuation correction methods in PET/MR 
systems is required. The method currently used in PET/MR de-
vices is to receive the sequences devoted to MR in order to classify 
voxels in the body into different tissue types, with the omission of 
the cortical layer of bones [19, 20]. This method works reliably at 
the cost of slight underestimation of tracer uptake value in foci of 
increased uptake located inside or in close proximity to the bones, 
in comparison to PET/CT scans. An alternative approach proposed 
for PET data attenuation correction in PET/MR is the one based on 
an atlas (map) [21]. It should be noted that the proposed correction 
techniques apply only to attenuation generated by the patient, and 
not to that caused by scanner equipment components, such as the 
bed on which the patient lies and the massive MR coils [22, 23]. 
For that reason equipment attenuation maps are generated, which 
are stored in the system and included with human attenuation 
maps. Another method of attenuation correction are the so called 
templates. An attenuation map template is created as the mean 
of images from several available transmission scans [24]. An-
other PET data attenuation correction method is a direct approach 
based on segmentation. This approach works directly in standard 
T1-dependent MR images routinely for every patient. The most dif-
ficult task in using these images is the differentiation between bone 
tissue and air-filled spaces, as the same intensity range appears in 
both those tissue types [25]. 

Application of PET/MR scans in oncology

In oncology, imaging scans play a significant role in staging, 
evaluation of treatment response and early detection of recurrence. 
In PET/CT scans involving 18F-FDG a possibility of accurate assess-
ment of the T stage was documented in many diagnoses, e.g. in 
head and neck tumors, non-small-cell carcinoma of the lungs and 
large intestine cancer [26–29]. The evaluation of local tumor inva-
sion is based primarily on morphological data, that is why the MR 
component in PET/MR scans may turn out to be better than CT in 
PET/CT scans, especially in those tumors, in which high soft tis-
sue contrast in MR images would enable higher image accuracy, 
as for example, in breast, prostate, head and neck, liver cancer, 
muscle and bone system or brain tumors. In the case of head and 
neck tumors, studies so far have shown superior results in assess-
ment of local staging achieved by PET/MR scans as compared 
to PET/CT  [30]. In case of breast cancer, MR mammography 
shows high sensitivity and relatively low specificity; however, FDG 
PET/CT scans are more specific and less sensitive [31, 32]. An 
increase in specificity from 53% to 97% was observed by adding 
up data from the PET and MR image [33]. In case of colorectal 
cancer, reports regarding fusion of PET and MR images have not 
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shown superiority compared with PET/CT [34]. When it comes to 
hepatocellular carcinoma (HCC), so far there has been no data 
published regarding PET/MR imaging in the assessment of tumor 
size; however, it seems that the combination of PET and MR images, 
especially fMR — functional MR — will make it possible to achieve 
images better than with PET/CT scans [7]. In primary bone tu-
mors and soft tissue sarcomas the MR scan is the method of choice 
for staging. Because studies so far have shown high accuracy in 
the staging assessment of these tumors in PET/CT scans [35], the 
addition of PET images to MR images would make it possible to 
gain additional information (18F-FDG distribution), which may be 
useful in accurate specification of the biopsy location in tumors and 
planning of surgical procedures and radiotherapy  [36]. Similar 
reports indicating superior accuracy of PET/MR images compared 
to PET/CT were shown in the case of prostate cancer. This is es-
pecially significant in relation to patients with chronically increased 
PSA values and negative biopsy results, for whom a PET/MR scan 
allows for more accurate specification of the biopsy location [37]. 
There is a large amount of reports regarding 18F-FDG PET/CT in 
the assessment of Hodgkin and non-Hodgkin lymphoma staging, 
indicating high accuracy, which has led to the widespread applica-
tion of this method [38–40]. PET/MR scans may be an alternative 
to PET/CT scans for young patients, especially children, in order 
to reduce exposure to ionizing radiation; however, at the moment 
there is only little data on the subject [41].

The FDG PET/CT is more accurate than just a CT in the assess-
ment of N stage of various types of cancer [42]. The advantage 
of the FDG PET/CT scan over a CT scan is the acquisition of ad-
ditional information on lymph node metabolism. It should be noted 
that the size of lymph nodes alone does not enable determination 
of their malignancy, small nodes (< 1 cm) are not always benign, 
and enlarged ones are not always malignant. For that reason, it 
is expected that PET/MR scans, especially fMR will enable detec-
tion of malignant lesions in lymph nodes similarly to, or even with 
higher accuracy than PET/CT. 

Certain studies have compared full-body PET/CT and MR 
scans in the assessment of distant metastases [43–47]. Results are 
varied for anatomically different regions; the PET/CT scan is more 
appropriate for evaluating metastases to the lungs, while MR for 
lesions in the liver, bones, bone marrow and brain. The combination 
of PET and MR imaging may prove significant in the assessment 
of metastasized lesions in those organs, especially in the case of 
bone marrow invasion. 

In various malignancies, the assessment of response to treat-
ment is based on a systematic evaluation of tumor size using cor-
responding criteria, e.g. RECIST; it has been show, however, that 
such evaluation has certain limitations. The application of a PET/CT 
exam has facilitated the assessment of treatment response in case 
of solid tumors, as well as lymphomas, based not only on the size 
of lesions, but also on the assessment of the metabolism [48, 49]. 
In recent years, clinical studies have shown that diffusion-weighted 
MR imaging (DWI) may be useful in the assessment of treatment 
response as well [50–53]. In this context, PET/MR scans, especially 
involving functional MR, can improve treatment result evaluation, 
as well as detection of early relapse [7]. The first prospective re-
search examining the value of PET/MR in evaluating the response 
to treatment in head and neck tumors has shown excellent re-
sults combining a high negative prediction value of PET scans with 

the high sensitivity of MR scans [54]. In other types of malignant 
disease, the potential of PET/MR scans in the evaluation of treat-
ment response or recurrence requires further study.

Application of PET/MR scans in neurology

PET/MR brain imaging, contrary to whole-body imaging, is sig-
nificantly easier, because the examined organ (the brain) may be 
completely scanned within just one bed movement during the scan. 
This decreases the scan duration, which results in a decreased 
amount of data. PET/MR brain scanning is usually comprised of 
various MR sequences T1 and T2 dependent images with or with-
out contrast, MR angiography, diffusion-weighted imaging (DWI), 
perfusion-weighted imaging (DPI), MR spectroscopy (MRS) and 
diffusion tensor imaging (DTI). 

The MR scan is essential in the assessment of most neuro-
logical conditions, while the PET scan provides supplementary 
information in many clinical situations. Due to the high value of 
molecular imaging in dementia diagnostics, the PET tracers have 
been included in guidelines for the assessment of neurodegenera-
tive disorders. PET scans also provide supplementary information 
in patients with brain tumors, epilepsy and stroke. The combina-
tion of the two imaging techniques into one system has become 
a logical solution providing additional information in pathology of 
the central nervous system. 

The imaging of b-amyloid deposits in the brain using PET/MR 
scans of adult patients with cognitive disorders may allow differen-
tiating between such conditions as Alzheimer’s disease (AD), Lewy 
body dementia, dementia in the course of Parkinson’s disease. 
A negative result indicates the presence of a small number of 
amyloid plaques and reduces the probability of the occurrence of 
AD as a cause of a cognitive disorder [55, 56].

In brain tumor imaging, due to the high amino-acid metabolism 
in astrocytes two specific radiopharmaceuticals, namely 18F-FET 
(fluoro-ethyl-tyrosine), 11C-MET (methionine) are useful in the 
differentiation of malignant and benign disease [57]. Boss et.al. 
have used spectroscopic MR and PET using 11C-MET to classify 
ambiguous images in MR in low or high grade gliomas and to de-
tect the most suitable areas for surgical biopsy [58]. Preuss et.al. 
have used the MR scan and 11C-MET for biopsy planning and for 
neuronavigation in children with brain tumors [59].

MR allows for evaluation of the cause of acute brain strokes, 
i.e. ruptured blood vessels or vascular obstruction, as well as the 
size, localization and even reversibility of ischemic lesions. Addition-
ally, MR scans are used to select patients with ischemic strokes, 
who will benefit from thrombolytic treatment within 4.5 h from the 
ischemic event [60]. The term of critical, but reversible decrease 
of cerebral blood flow (CBF) has been transferred from H2O PET 
imaging [15O], where it was originally developed for MR imaging 
[61]. Another technique used to evaluate brain perfusion using 
MR is the method of arterial spin labeling (ASL). Zhang et.al. have 
evaluated brain perfusion of ten healthy subjects simultaneously 
using the ASL technique and H2O PET [15O]. They have shown 
moderate overestimation of CBF in the arterial spin labeling (ASL 
method) compared to PET, but have also noted a good correla-
tion between the measurements [62]. Despite the fact, that there 
are currently no studies on the subject of PET/MR devices in brain 
stroke diagnostics, it seems that a PET/MR hybrid would be an ideal 
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tool for examining stroke patients, combining, for example, two 
important stroke assessment parameters: diffusion-weighted MR 
imaging (DWI) and quantitative CBF assessment in a PET scan.

In order to identify the focal point of epilepsy prior to surgical 
treatment, MR imaging is the first choice. However, in approximately 
20% of patients with temporal lobe epilepsy (TLE), MR is non-dia-
gnostic or MR and EEG scans are incompatible. In such cases, 
the incorrect brain function should be evaluated using another, 
non-invasive examination, for example magnetoencephalography 
(MEG), as well as SPECT and PET. PET scans using 18FDG, which 
during the interictal period show hypometabolism in the epileptic 
focal point, was the first imaging technique used prior to planned 
treatment with temporal lobe epilepsy [63]. Scans combining MR 
and 18FDG PET in pre-operative evaluation of an epileptic focus have 
been verified by Lee and Salamon [64]. They documented that 
a combination of MR and PET images improves identification of 
the focal point and results of surgical epilepsy treatment.

Simultaneous PET and MR imaging is also very beneficial 
in the case of complex brain activity scans, in which quick brain 
signal fluctuations should be monitored on many levels. Addition-
ally, hybrid PET/MR will enable simultaneous evaluation of var-
ious neurochemical and functional parameters which are involved 
in cognitive processes, e.g. observation of the nicotine receptor 
use and parallel BOLD fMRI — assessment of the blood oxygen 
level dependent MRI signal intensity.

Conclusions

The quantitative approach to hybrid PET/MR imaging has be-
come the area of extensive research. The physical and technical 
aspects which could potentially influence the quantitative approach 
to the PET portion of PET/MR imaging, especially attenuation cor-
rection, are still being studied and developed. At the current stage 
of technological development, PET/MR systems are based on 
two methods of imaging, namely tandem devices, equipped with 
elements combining both devices and software used to integrate 
images, and fully integrated systems.

Data gathered so far regarding the application of PET/MR 
devices in clinical setting, especially in oncology and neurology, 
is promising and it significantly exceed the potential of using those 
imaging methods separately. Additionally, the integrated PET/MR 
system is an alternative to PET/CT if a low dose of radiation 
is required, namely when examining children and when multiple 
images are required. However, further research is warranted in 
order to test the diagnostic accuracy of PET/MR. It seems that the 
predominant opinion of the involved researchers is that PET/MR and 
PET/CT will play a complementary role in different clinical situations.

References

1. Seo Y, Mari C, Hasegawa BH. Technological development and advances 

in single-photon emission computed tomography/computed tomography. 

Semin Nucl Med 2008; 38: 177–198. 

2. Hasegawa BH, Gingold EL, Reilly SM, Liew SC, Cann CE. Description of a si-

multaneous emission-transmission CT system. Proc SPIE 1990; 1231: 50–60.

3. Beyer T, Townsend DW, Brun T et al. A combined PET/CT scanner for clinical 

oncology. J Nuc Med 2000; 41: 1369–1379. 

4. Kinahan PE, Townsend DW, Beyer T, Sashin D. Attenuation correction for 

a combined 3D PET/CT scanner. Med Phys 1998; 25: 2046–2053.

5. Burger C, Goerres GW, Schoenes S, Buck A, Lonn AHR, von Schulthess 

GK. PET attenuation coefficients from CT images: experimental evaluation 

of the transformation of CT- into PET 511 keV attenuation coefficients. Europ 

J Nucl Med 2002; 29: 922–927.

6. Gambhir SS, Czernin J, Schwimmer J, Silverman DH, Coleman RE, Phelps 

ME. A tabulated summary of the FDG PET literature. J Nucl Med 2001; 42 

(5 Suppl): 1S–93S.

7. Pace L, Nicolai E, Aiello M, Catalano O, Salvatore M. Whole-body PET/MRI 

in oncology: current status and clinical applications. Clin Transl Imaging 

2013; 1: 31–44.

8. Schlemmer HP, Pichler BJ, Schmand M et al. Simultaneous MR/PET imag-

ing of the human brain: Feasibility study. Radiology 2008; 248: 1028–1035.

9. Herzog H, Pietrzyk U, Shah NJ, Ziemons K. The current state, challenges 

and perspectives of MR-PET. Neuroimage 2010; 49: 2072–2082.

10. Holdsworth SJ, Bammer R. Magnetic resonance imaging techniques: fMRI, 

DWI, and PWI. Semin Neurol 2008; 28: 395–406.

11. Boss. A, Kolb A, Hofmann M et al. Diffusion tensor imaging in a human 

PET/MR hybrid system. Invest Radiol 2010; 45: 270–274.

12. Cho ZH, Son YD, Kim HK et al. A fusion PET-MRI system with a high-res-

olution research tomograph-PET and ultra-high field 7.0 T-MRI for the 

molecular-genetic imaging of the brain. Proteomics 2008; 8: 1302–1323.

13. Delso G, Ziegler S. PET/MRI system design. Eur J Nucl Med Mol Imaging 

2009; 36 (Suppl 1): 86–92.

14. Gagnon D, Morich M, Blakely D, Nieman K. Hybrid PET/MR Imaging Sys-

tems. U. S. Patent Application Publication No. 2008/0312526.

15. Ferlay J, Steliarova-Foucher E, Lortet-Tieulent J et al. Cancer incidence 

and mortality patterns in Europe: estimates for 40 countries in 2012. Eur  

J Cancer 2013; 49: 1374–1403.

16. Freedland SJ, Presti Jr JC, Amling CL et al. Time trends in biochemical 

recurrence after radical prostatectomy: results of the SEARCH database. 

Urology 2003; 61: 736–741.

17. Delso G, Fürst S, Jakoby B et al. Performance measurements of the Sie-

mens mMR integrated whole-body PET/MR scanner. J Nucl Med 2011; 

52: 1914–1922.

18. Souvatzoglou M, Eiber M, Martinez-Moeller A et al. PET/MR in prostate 

cancer: technical aspects and potential diagnostic value. Eur J Med Mol 

Imaging 2013; 40 (Suppl 1): S79–S88.

19. Martinez-Möller A, Souvatzoglou M, Delso G et al. Tissue classification as 

a potential approach for attenuation correction in whole-body PET/MRI: 

evaluation with PET/CT data. J Nucl Med 2009; 50: 520–526.

20. Schulz V, Torres-Espallardo I, Renisch S et al. Automatic, three-segment, 

MR-based attenuation correction for whole-body PET/MR data. Eur J Nucl 

Med Mol Imaging 2011; 38: 138–152.

21. Hofmann M, Bezrukov I, Mantlik F et al. MRI-based attenuation correction 

for whole-body PET/MRI: quantitative evaluation of segmentation- and 

atlas-based methods. J Nucl Med 2011; 52: 1392–1399.

22. Delso G, Martinez-Möller A, Bundschuh R et al. Evaluation of the attenuation 

properties of MR equipment for its use in a whole-body PET/MR scanner. 

Phys Med Biol 2010; 55: 4361–4374.

23. Tellmann L, Herzog H, Quick HH, Bockisch A, Beyer T. The effect of MR 

surface coils on PET quantification in whole-body PET/MR: results from 

a pseudo-PET/MR phantom study. Med Phys 2011; 38: 2795–2805.

24. Montandon ML, Zaidi H. Atlas-guided non-uniform attenuation correction in 

cerebral 3D PET imaging. Neuroimage 2005; 25: 278–286.

25. Wagenknecht G, Kaiser HJ, Mottaghy FM, Herzong H. MRI for attenuation 

correction in PET: methods and challenges. Magn Reson Mater Phy 2013; 

26: 99–113.

26. Pauls S, Buck AK, Hohl K et al. Improved non-invasive T-staging in non-small 

cell lung cancer by integrated 18F-FDG PET/CT. Nuklearmedizin 2007; 

46: 9–14.

27. Babin E, Desmonts C, Hamon M, Be´nateau H, Hitier M. PET/CT for as-

sessing mandibular invasion by intraoral squamous cell carcinomas. Clin 

Otolaryngol 2008; 33: 47–51.



41www.nmr.viamedica.pl

Alicja Sałyga et al., PET/MR — a rapidly growing technique of imaging in oncology and neurology

Review

28. Veit-Haibach P, Kuehle CA, Beyer T et al. Diagnostic accuracy of colorectal 

cancer staging with whole-body PET/CT colonography. JAMA 2006; 296: 

2590–2600.

29. Mainenti PP, Iodice D, Segreto S et al. Colorectal cancer and 18FDG-PET/CT: 

what about adding the T to the N parameter in loco-regional staging? World 

J Gastroenterol 2011; 17: 1427–1433.

30. Boss A, Stegger L, Bisdas S et al. Feasibility of simultaneous PET/MR 

imaging in the head and upper neck area. Eur Radiol 2011; 21: 1439–1446.

31. Kuhl C. The current status of breast MR imaging. Part 1. Choice of technique, 

image interpretation, diagnostic accuracy, and transfer to clinical practice. 

Radiology 2007; 244: 356–378. 

32. Imbriaco M, Caprio MG, Limite G et al. Dual-time point 18F-FDG PET/ CT 

versus dynamic breast MRI of suspicious breast lesions. Am J Roentgenol 

2008; 191: 1323–1330.

33. Moy L, Noz ME, Maguire GQ Jr et al. Role of fusion of prone FDG-PET 

and magnetic resonance imaging of the breasts in the evaluation of breast 

cancer. Breast J 2010; 16: 369–376.

34. Kam MH, Wong DC, Siu S, Stevenson AR, Lai J, Phillips GE. Comparison 

of magnetic resonance imaging-fluorodeoxy-glucose positron emission 

tomography fusion with pathological staging in rectal cancer. Br J Surg 

2010; 97: 266–268.

35. Tateishi U, Yamaguchi U, Seki K, Terauchi T, Arai Y, Kim EE. Bone and 

soft-tissue sarcoma: preoperative staging with fluorine 18 fluorodeoxyglu-

cose PET/CT and conventional imaging. Radiology 2007; 245: 839–847.

36. Thorwarth D, Leibfarth S, Mönnich D. Potential role of PET/MRI in radio-

therapy treatment planning. Clin Transl Imaging 2013; 1: 45–51.

37. Takei T, Souvatzoglou M, Beer AJ et al. A case of multimodality multipa-

rametric 11Ccholine PET/MR for biopsy targeting in prior biopsy-negative 

primary prostate cancer. Clin Nucl Med 2012; 37: 918–919.

38. Cheson BD, Pfistner B, Juweid ME et al; International Harmonization Project 

on Lymphoma. Revised response criteria for malignant lymphoma. J Clin 

Oncol 2007; 25: 579–586.

39. Juweid ME, Stroobants S, Hoekstra OS et al; Imaging Subcommittee of 

International Harmonization Project in Lymphoma. Use of positron emis-

sion tomography for response assessment of lymphoma: consensus of the 

Imaging Subcommittee of International Harmonization Project in Lymphoma. 

J Clin Oncol 2007; 25: 571–578.

40. Wu LM, Chen FY, Jiang XX, Gu HY, Yin Y, Xu JR. 18FFDG PET, combined 

FDG-PET/CT and MRI for evaluation of bone marrow infiltration in staging 

of lymphoma: a systematic review and meta-analysis. Eur J Radiol 2012; 

81: 303–311.

41. Platzek I, Beuthien-Baumann B, Ordemann R et al. FDG PET/MR for the 

assessment of lymph node involvement in lymphoma: initial results and role 

of diffusion-weighted MR. Acad Radiol 2014; 21: 1314–1319.

42. Collins CD. PET/CT in oncology: for which tumours is it the reference 

standard? Cancer Imaging 7 (Spec No A) 2007; S77–S87.

43. Antoch G, Saoudi N, Kuehl H et al. Accuracy of whole-body dual-modality 

fluorine-18-2-fluoro-2-deoxy-D-glucose positron emission tomography and 

computed tomography (FDG-PET/CT) for tumor staging in solid tumors: 

comparison with CT and PET. J Clin Oncol 2004; 22: 4357–4368.

44. Antoch G, Vogt FM, Freudenberg LS et al. Whole-body dual-modality 

PET/CT and whole-body MRI for tumor staging in oncology. JAMA 2003; 

290: 3199–3206.

45. Bauerfeind I, Reiser MF, Schoenberg SO. Comprehensive imaging of tumor 

recurrence in breast cancer patients using whole-body MRI at 1.5 and 3 T 

compared to FDG-PET–CT. Eur J Radiol 2008; 65: 47–58.

46. Pfannenberg C, Aschoff P, Schanz S et al. Prospective comparison of 18F 

fluorodeoxyglucose positron emission tomography/computed tomography 

and whole-body magnetic resonance imaging in staging of advanced 

malignant melanoma. Eur J Cancer 2007; 43: 557–564.

47. Schmidt GP, Schoenberg SO, Schmid R et al. Screening for bone metas-

tases: whole-body MRI using a 32-channel system versus dual-modality 

PET–CT. Eur Radiol 2007; 17: 939–949.

48. Wahl RL, Jacene H, Kasamon Y, Lodge MA. From RECIST to PERCIST: 

evolving considerations for PET response criteria in solid tumors. J Nucl 

Med 2009; 50 (Suppl 1): 122S–150S.

49. Weber WA. Assessing tumor response to therapy. J Nucl Med 2009; 50: 

1S–10S.

50. Lambrecht M, Vandecaveye V, De Keyzer F et al. Value of diffusion-weighted 

magnetic resonance imaging for prediction and early assessment of 

response to neoadjuvant radiochemotherapy in rectal cancer: preliminary 

results. Int J Radiat Oncol Biol Phys 2012; 82: 863–870.

51. Dong S, Ye XD, Yuan Z, Xu LC, Xiao XS. Relationship of apparent diffusion 

coefficient to survival for patients with unresectable primary hepatocellular 

carcinoma after chemoembolization. Eur J Radiol 2012; 81: 472–477.

52. Vandecaveye V, Dirix P, De Keyzer F et al. Diffusion-weighted magnetic 

resonance imaging early after chemoradiotherapy to monitor treatment 

response in head and neck squamous cell carcinoma. Int J Radiat Oncol 

Biol Phys 2012; 82: 1098–1107.

53. Nilsen L, Fangberget A, Geier O, Olsen DR, Seierstad T. Diffusion-weighted 

magnetic resonance imaging for pretreatment prediction and monitoring 

of treatment response of patients with locally advanced breast cancer 

undergoing neoadjuvant chemotherapy. Acta Oncol 2010; 49: 354–360.

54. Nakamoto Y, Tamai K, Saga T et al. Clinical value of image fusion from MR 

and PET in patients with head and neck cancer. Mol Imaging Biol 2009; 

11: 46–53.

55. Bailey DL, Barthel H, Beuthin-Baumann B et al. Combined PET/MR: Where 

are we now? Summary report of the second international workshop on 

PET/MR imaging April 8–12, 2013, Tubingen, Germany. Mol Imaging Biol 

2014; 16: 295–310.

56. Garibotto V, Heinzer S, Vulliemoz S et al. Clinical applications of hybrid 

PET/MRI in neuroimaging. Clin Nucl Med 2013; 38: e13–18.

57. La Fougère C, Suchorska B, Bartenstein P, Kreth F-W, Tonn J-C. Molecular 

imaging of gliomas with PET: opportunities and limitations. Neuro Oncol 

2011; 13: 806–819.

58. Boss A, Bisdas S, Kolb A et al. Hybrid PET/MRI of intracranial masses: initial 

experiences and comparison to PET/CT. J Nucl Med 2010; 51: 1198–1205.

59. Preuss M, Werner P, Barthel H et al. Integrated PET/MRI for planning navi-

gated biopsies in pediatric brain tumors. Childs Nerv Syst 30: 1399–1403.

60. Hacke W, Kaste M, Bluhmki E et al. Thrombolysis with alteplase 3 to 4.5 

hours after acute ischemic stroke. N Engl J Med 2008; 359: 1317–1329.

61. Heiss WD, Grond M, Thiel A et al. Tissue at risk of infarction rescued by early 

reperfusion: a positron emission tomography study in systemic recombinant 

tissue plasminogen activator thrombolysis of acute stroke. J Cereb Blood 

Flow Metab 1998; 18: 1298–1307.

62. Zhang K, Herzog H, Mauler J et al. Comparison of cerebral blood flow 

acquired by simultaneous [15O]water positron emission tomography and 

arterial spin labeling magnetic resonance imaging. J Cereb Blood Flow 

Metab 2014; 34: 1373–1380.

63. O’Brien TJ, Hicks RJ, Ware R, Binns DS, Murphy M, Cook MJ. The utility 

of a 3-dimensional, large-field-of-view, sodium iodide crystal–based PET 

scanner in the presurgical evaluation of partial epilepsy. J Nucl Med 2001; 

42: 1158–1165.

64. Lee KK, Salamon N. [18F]fluorodeoxyglucose-positron-emission tomogra-

phy and MR imaging coregistration for presurgical evaluation of medically 

refractory epilepsy. AJNR Am J Neuroradiol 2009; 30: 1811–1816.


