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Abstract
Objectives At a European Society of Neuroradiology (ESNR) Annual Meeting 2015 workshop, commonalities in practice,
current controversies and technical hurdles in glioma MRI were discussed. We aimed to formulate guidance on MRI of glioma
and determine its feasibility, by seeking information on glioma imaging practices from the European Neuroradiology community.
Methods Invitations to a structured survey were emailed to ESNR members (n=1,662) and associates (n=6,400), European
national radiologists’ societies and distributed via social media.
Results Responses were received from 220 institutions (59% academic). Conventional imaging protocols generally include T2w,
T2-FLAIR, DWI, and pre- and post-contrast T1w. PerfusionMRI is used widely (85.5%), while spectroscopy seems reserved for
specific indications. Reasons for omitting advanced imaging modalities include lack of facility/software, time constraints and no
requests. Early postoperative MRI is routinely carried out by 74% within 24–72 h, but only 17% report a percent measure of
resection. For follow-up, most sites (60%) issue qualitative reports, while 27% report an assessment according to the RANO
criteria. A minority of sites use a reporting template (23%).
Conclusion Clinical best practice recommendations for glioma imaging assessment are proposed and the current role of advanced
MRI modalities in routine use is addressed.
Key Points
• We recommend the EORTC-NBTS protocol as the clinical standard glioma protocol.
• Perfusion MRI is recommended for diagnosis and follow-up of glioma.
• Use of advanced imaging could be promoted with increased education activities.
• Most response assessment is currently performed qualitatively.
• Reporting templates are not widely used, and could facilitate standardisation.
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Introduction

Gliomas are a diverse group of neoplasms, the principal
treatment for which is surgical resection followed by ra-
diation and/or chemotherapy. Despite ongoing efforts to
advance treatments, practically all adult gliomas eventual-
ly progress and have an overall poor prognosis [1].
Magnetic resonance imaging (MRI) is fundamental to
the characterisation of brain tumours, guides the surgical
strategy and is required to monitor treatment response.
There is a current lack of MRI protocol standardisation
[2], which can be problematic for patient management.
Differences in scanning protocols (spatial and contrast
resolution, image planes, sequences, etc.), whether within
the same institution or between institutions, may affect
image interpretation, assessment of contrast enhancement
and (volume) changes in follow-up examinations [3]. For
advanced imaging modalities, the absence of uniform pro-
tocols may delay their implementation, hamper the estab-
lishment of threshold values, and in the worst case render
the technique non-diagnostic.

In 2015, the Diagnostic Committee of the European
Society of Neuroradiology (ESNR) held a workshop on
glioma imaging practices at its 38th Annual Meeting in
Naples, Italy. Among the audience present, the lack of
recommendations for MRI in clinical practice was found
to be a universal deficit, whilst variations in protocols
seemed to exist.

Best practice is defined as the conscientious and judi-
cious use of current best evidence in making decisions
about the care of individual patients [4]. The published
evidence around brain tumour MRI protocols constitutes
a complex and dynamic entity, particularly where ad-
vanced techniques are concerned. Key changes have oc-
curred in the understanding of glioma, which are

reflected in the recent World Health Organisation
(WHO) classification [5]. It is now clear that the biolog-
ical aggressiveness of glioma subtypes is primarily influ-
enced by their molecular genetic composition, in some
cases discrepant from histological results and conven-
tional imaging features [6–8]. MRI protocols must ac-
count for the new integrated approach to glioma classifi-
cation, and should aim to complement and add value in
the diagnostic workup. The goal is to develop imaging
protocols, which reflect best practice, but also to consid-
er differences between institutions in equipment, levels
of expertise, and financial factors in resource-limited
healthcare systems. Furthermore, protocol harmonisation
could serve as a means of quality assurance and support
multicentre research into new treatments.

Consensus recommendations have recently been devel-
oped for glioma imaging in clinical trials. The United
States National Brain Tumor Society (NBTS), Society
fo r Neuro -onco logy (SNO) and the Eu ropean
Organisation for Research and Treatment of Cancer
(EORTC) jointly published the EORTC-NBTS protocol
[9]. The main aim of this protocol is to enable in a defined
group of patients a reproducible assessment of tumour
volume change according to the response assessment in
neuro-oncology (RANO) criteria [10]. The focus of this
protocol is therefore on anatomical T1-weighted (T1w),
T2-weighted (T2w) and T2w fluid-attenuated inversion
recovery (T2-FLAIR) sequences, and also includes rec-
ommendations for diffusion-weighted imaging (DWI).

The question has been raised whether the EORTC-
NBTS protocol would be suitable for implementation in
a clinical setting. A simple adoption of a trial protocol
into the challenging clinical service may, however, be
problematic. In the clinical context, a variable number
of questions need to be addressed such as diagnosis, dif-
ferential diagnosis as well as treatment planning, out-
come and monitoring. Furthermore, a clinical protocol
must be time efficient and applicable in a wide range
of medical institutions, and must affect the management
of the individual patient. Advanced techniques, which are
not relevant in current clinical trials and therefore not
included in the EORTC-NBTS protocol, can be important
for patient management.

This paper aims to provide best clinical practice recom-
mendations on conventional and advanced MRI of glioma
patients and assesses whether the EORTC-NBTS protocol
would be suitable for routine clinical practice. To inform the
recommendations and to assess their feasibility, information
was sought from European institutions about MRI practices,
technical parameters and common diagnostic challenges. To
this end, a structured survey was carried out to ensure the
involvement and representation of the European neuroradiol-
ogy community in the guidance.
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European survey on glioma MRI practices

Method

An online questionnaire was designed using a Google forms
open access toolbox (Google.com,Mountainview, CA, USA).
The questionnaire featured 87 items, divided into multiple
choice, single best choice and free text questions on personal
practice, preferred MRI techniques and clinical scenarios (see
online Supplement 1). The questionnaire was optimised and
tested by peers such that it would take a maximum of 10 min
to fill out. This information was given at the start of the
questionnaire.

Questions were derived from issues raised at the 38th
ESNR annual meeting workshop on brain tumour imaging
(attendance ± 150 people), as well as those identified during
the development of the EORTC-NBTS protocol. Survey invi-
tations were emailed to all ESNR members (n=1,662), non-
members who had expressed their interest in ESNR-activities
in the past (n=6,400), European national neuroradiological
societies (The Netherlands, Belgium and the UK), and distrib-
uted via LinkedIn and Twitter. The survey was open for 1
month, from 1March to 1 April 2016, with one reminder sent.
To avoid duplicate bias, participants were instructed to supply
institution details or confirm they were the only person an-
swering from their centre.

Results

Demographic and institution data (online Supplement 2,
Table 1)

Two hundred and twenty-seven professionals working in 31
out of 51 European countries completed the survey; seven
were duplicates from the same institution, resulting in re-
sponses from 220 institutions. A proportion of questionnaires
(8.2 %) included in the analysis were submitted by individuals
currently working outside Europe. Figure 1 provides an over-
view of the responses by country.

A number of questions included the option ‘other’. If this
was answered by < 5 % of individuals, percentages are not
quoted in the results. A few undecipherable free text answers
were excluded from the analysis.

Primary diagnosis and follow up (online Supplement 2,
Table 2)

Typical glioma standard MRI protocols lasted between 20–60
min. The proportion of institutions per country that use proto-
cols shorter than 30 min is displayed in Fig. 2.

In more than 95 %, the protocols included T2w, T2-
FLAIR, pre- and post-contrast T1w, and DWI. At many insti-
tutions (65 %) T2*w or susceptibility weighted imaging

(SWI) were part of the MRI protocol. 3D anatomical se-
quences were used by most (81.8 %) of the institutions, most
commonly post-contrast T1w. In free text answers, reasons
given for not using 3D imaging included time pressure
(n=10), quality concerns, scanner limitations, financial rea-
sons and lack of technical support (n=2 each). Most (77.7
%) institutions used the same protocol for glioma follow-up
as for primary diagnosis. Some chose a different protocol for
follow up with omission or selective use of sequences, most
frequently MR spectroscopy (MRS) or perfusion MRI
(pMRI).

Contrast-enhanced MRI (online Supplement 2, Table 3)

To depict enhancement, the most commonly (72.3 %) per-
formed sequence was FSPGR/MPRAGE. Not all users felt
comfortable using this 3D gradient echo sequence as the sole
sequence to assess contrast uptake. In free text answers, the
most frequently (n=48) reported concern was absent or sub-
optimal sensitivity to detect enhancement, followed by arte-
fact, reduced sensitivity, and a risk of missing small lesions.

Diffusion-weighted imaging (DWI; online Supplement 2,
Table 4)

DWI was almost always (99.1 %) performed in glioma imag-
ing. ADC was much more often (78.2 %) assessed by visual
comparison with normal appearing brain than quantitatively.
Nearly all users employed b values of 0 and 1,000 s/mm2, with
some acquiring an additional b-value of 500 s/mm2.

Perfusion MRI (pMRI; online Supplement 2, Table 5)

Most institutions (85 %) applied pMRI (most frequently dy-
namic susceptibility contrast [DSC; 81.8 %]) for initial grad-
ing and/or glioma follow-up. The use of this modality was
homogeneously distributed across Europe. Some institutions
(21.4 %) reported use of either DSC plus one other perfusion
technique, and rarely all three were acquired. Free text an-
swers highlighted usefulness of pMRI in differentiating che-
moradiation effects from tumour progression (n=55) and for
grading (n=36).

MR Spectroscopy (MRS; online Supplement 2, Table 6)

The majority (80.4 %) of institutions used MRS in clinical
brain tumour imaging, but rarely as part of the routine proto-
col. The largest group (35.2 %) of users acquired MRS occa-
sionally, upon request or for a specific indication. Free text
answers regarding MRS indications featured lesion character-
isation (n= 56), including distinction of tumour from non-
neoplastic conditions, and grading (n=21). Less commonly
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MRS was employed for brain tumours in general or to differ-
entiate therapy effects from tumour recurrence.

Functional MRI (fMRI; online Supplement 2, Table 7)

Approximately half (49.8 %) of participating institutions used
fMRI in clinical practice, mostly for surgical planning (95.4
%). Free text answers on the clinical impact reported its value
for operative planning, to guide the interventional approach,
and to determine tumour resectability. Functions assessed
were language lateralisation and localisation, visual cortex
localisation and motor cortex localisation (resting state fMRI
not assessed). fMRI scan times varied substantially lasting up
to 1 h, depending on tasks.

Diffusion-tensor imaging (DTI) tractography (online
Supplement 2, Table 8)

Nearly two-thirds (63.7 %) of participating institutions carried
out DTI tractography in their practice, generally for
presurgical evaluation (88.2 %). Numerous free text answers
stated that DTI tractography was useful for operative

planning, underscoring the potential of DTI results to change
the surgical approach. Some users reported limited impact or
experience. The number of acquired directions varied signifi-
cantly, but over half (58.5 %) of the DTI performing institu-
tions acquired at least 20 directions in their clinical practice.

Clinical scenarios and issues

Early postoperative MRI (online Supplement 2, Table 9)At the
majority (74.3 %) of institutions, early postoperativeMRI was
routinely performed to assess the extent of glioma resection,
but few (17.2 %) radiologists provided a percent measure on
completeness of resection in their report, with no uniform
method identifiable from the free text answers (n=28).

Monitoring of therapy response (online Supplement 2,
Table 9) For glioma follow-up, most respondents (60.6 %)
undertook a qualitative assessment, and a smaller group
(27.1 %) obtained measurements according to the RANO
criteria [10]. Less than a quarter (23.3 %) of institutions incor-
porated a reporting template in their current practice.

Fig. 1 Institutional responses (%) per country. Countries with no responses are shaded grey
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Post-processing and non-use of advanced imaging (online
Supplement 2, Table 10) For all advanced modalities, data
post-processing was most commonly carried out by a radiol-
ogist. Multiple reasons featured amongst non-use of advanced
imaging, with lack of MRI equipment (40.5–49.5 %) slightly
dominating for all methods.

Discussion

A conventional MRI protocol consisting of T2w, T2-FLAIR,
DWI and pre- and post-contrast T1w appears representative of
standard glioma imaging practice in Europe. To the best of our
knowledge, level I evidence in the form of randomised con-
trolled trials for the MRI assessment of glioma is currently
lacking. Conventional MRI, but also the use of DWI and
pMRI for glioma characterisation are supported by some level
II evidence, and by numerous level III studies [11]. The cur-
rent data on the use of MRS, SWI, fMRI and DTI are restrict-
ed to level III evidence, mostly in the form of retrospective
comparative studies.

3D versus 2D imaging

3D (volumetric) imaging has clear advantages over 2D imag-
ing. First, reconstructions can be made in all planes, allowing
not only for a better appreciation of anatomical location, but
also for more accurate longitudinal assessment [12]. Second,
tumour volumes can be more accurately measured, in partic-
ular when this is done automatically [13]. In addition, the
higher through-plane resolution of 3D imaging reduces the
risk of missing small foci of contrast enhancement due to
partial volume effects [14]. FSPGR/MPRAGE appears overall
diagnostic for glioma imaging [15] and remains the most
widely available T1w 3D technique at present [9]. However,
some concerns exist regarding its suitability to depict post
contrast enhancement, increased susceptibility to movement
or pulsation artifacts, and lack of sensitivity for the detection
of leptomeningeal disease. The short repetition times used for
FSPGR/MPRAGE sequences are known to result in less
marked T1-dependent signal enhancement compared with
spin-echo using the same Gadolinium-chelate dose [16].
This effect was not found to be detrimental for small brain

Fig. 2 Percentage of MRI protocols of < 30 min duration for each
country. The remaining protocols nearly always lasted between 31 and

60 min. Amongst all 220 responses, only 2.7 % of glioma MRI protocols
were longer than 60 min
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lesions in vivo [17], but potentially superior 3D spin-echo
alternatives such as SPACE and CUBE [14, 18] could well
supersede FSPGR over time.

Diffusion-weighted imaging

DWI with a maximum b value of 1,000 s/mm2 matches the
EORTC-NBTS protocol and National Cancer Institute (NCI) -
International Society for Magnetic Resonance in Medicine
(ISMRM) consensus recommendations [19], which specify
the preferred use of 3 b-values (0, 500 and 1,000 s/mm2),
but acknowledge the fact that not all scanners have this capa-
bility. DWI can non-invasively contribute to estimating tu-
mour cellularity and grade [11, 20–22] and support the assess-
ment of therapy response, although as a single modality its
accuracy appears limited for the distinction of tumour and
radiation effects [23, 24]. Advanced diffusion techniques
could provide greater information on tissue microstructure
for the distinction of glioma molecular subgroups [25, 26,
83] and to support early response assessment, e.g. via para-
metric mapping [27–29], but such methods are not yet a clin-
ical standard.

T2*w and SWI

Susceptibility sensitive sequences may identify haemorrhage
or calcification in glioma primary diagnosis, and help depict
biopsy tracts. For SWI, an association has been observed be-
tween intratumoral susceptibility signals (ITSS), histological
WHO grade and relative cerebral blood volume (rCBV) [30].
The latter could provide substitute evidence of neovascularity,
where pMRI is unavailable. However, current evidence is
confined to a limited number of studies [31]. It remains doubt-
ful what information SWI can offer above other MRI se-
quences in glioma, with a possible exception of tumour mar-
gin delineation on contrast-enhanced SWI [32].

Perfusion MRI (pMRI)

DSC pMRI constitutes the primarily used perfusion method
(>80%) in the European institutions surveyed, which matches
published data [33], with nearly half of all users acquiring it
for all glioma indications. With DSC, high-grade glioma can
be differentiated from low-grade glioma using rCBV values
with high (95 %) sensitivity, but specificity is relatively low
(70 %) [34, 35]. This finding can be attributed to the misclas-
sification of low-grade gliomas with elevated rCBV, most no-
tably oligodendroglioma [36, 37]. Raised rCBV has recently
been highlighted as a characteristic of isocitrate dehydroge-
nase (IDH) wildtype glioma, even at a histological low grade
[38]. Furthermore, rCBV is the most validated perfusion pa-
rameter for the distinction of therapy effects from tumour pro-
gression [39, 40]. DSC studies consistently demonstrate that

rCBV is low in areas o f r ad ia t ion nec ros i s o r
pseudoprogression and high in tumour progression, allowing
for accurate (generally accuracy >90 %) distinction between
these entities [41–44].

Alternative perfusion techniques such as dynamic contrast-
enhanced (DCE) perfusion MRI and arterial spin labelling
(ASL), though less established, appear beneficial, especially
for such gliomas in which susceptibility effects render DSC
non-diagnostic. Neither technique has, however, been exten-
sively validated or integrated into clinical glioma imaging
practice to date.

Spectroscopy (MRS)

Whilst a high number of institutions have experience with
MRS in glioma, the survey results suggest that this method
is clinically used for specific indications only. The relative
intensity of metabolite spectra is influenced by echo time
(TE), with short or intermediate TE (30–144 ms) considered
preferable for glioma imaging. The benefit of MRS in the
distinction of glioma from non-neoplastic conditions was
highlighted inmany free text answers, which is well supported
by published data [45, 46]. The evidence for the selective use
of MRS in the distinction of glioma from other tumours, such
as metastases and brain lymphoma, remains indeterminate
[47, 48]. A potential advantage of MRS lies in the character-
isation of grade II oligodendroglioma, which commonly show
elevated rCBV, and may be misclassified as high-grade tu-
mour [49]. Otherwise, MRS finds a less prominent application
in grading, tumour classification, biopsy planning and charac-
terisation of radiation effects, with a moderate performance
shown for the latter indications in research [50–52]. For glio-
ma grading, Cho/Cr and Cho/NAA ratios have most frequent-
ly been reported to increase diagnostic accuracy, but in isola-
tion MRS remains inferior to rCBV measurements [47, 53].
For various thresholds, quantitative MRS suffers from a mis-
match between sensitivity and specificity, therefore a clear
diagnostic benefit in grading has only been shown through
combination with other techniques [34, 50, 53]. For the dif-
ferentiation of radiation necrosis and recurrent glioma, a sys-
tematic meta-analysis revealed a limited performance for
MRS, and strongly recommended its use only in combination
with other modalities [51].

fMRI and DTI tractography

With a principal clinical application of surgical planning, these
modalities are used to determine language lateralisation and
localisation of the motor and visual cortex as well as various
white matter tracts. Even though there is now substantial lit-
erature support for the use of task-based fMRI in glioma in the
pre-operative context, reported accuracies for this modality
are variable and its impact on clinical practice remains to be
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further established [54, 55]. Whilst the notion that DTI may
change the surgical approach is supported by data [56, 57] and
by the survey results, there are still important limitations to the
standardisation and clinical integration of tractography for
neurosurgical decision-making [58]. DTI was the only ad-
vanced imaging method for which users specifically men-
tioned limited experience, which is judged to reflect its partial
clinical establishment in Europe. Although it has been
highlighted that the reliability of DTI may increase according
to the number of diffusion directions acquired [57], no con-
sensus was identifiable from the survey results on an optimal
number of directions for clinical glioma imaging.

Non-use of advanced imaging

The fact that data processing for all advanced techniques
was most commonly carried out by a radiologist suggests
that these methods can be user-led. Such an arrangement
could however impact neuroradiology workflow. Lack of
MRI facility/equipment or software appears to be a great-
er limiting factor than time pressure. In some countries,
advanced techniques are not reimbursed, which can be a
significant hurdle. Lack of experience with and not know-
ing how to implement the techniques appear to be impor-
tant obstacles, especially for fMRI.

Reporting practices and quantification

With improved outcomes after complete or near-complete gli-
oma removal, postoperative residual measurement can be ex-
pected to become a focus of attention [59, 60]. Yet most radi-
ologists do not offer any quantitative information in their re-
port, and the literature provides no established system to as-
sess extent of resection.

In follow up, most respondents relied on a visual estimate
of tumour size despite existing RANO guidance. The current
RANO criteria incorporate two-dimensional measurements,
reflecting evidence indicating that changes in tumour volume
correlate with changes in unidimensional or two-dimensional
measurements [61–63], especially in high-grade glioma [64,
65]. The debate about whether volumetric glioma measure-
ments would be more accurate than linear measurements
and/or would impact clinical management is ongoing, espe-
cially for the response assessment of lower grade gliomas,
which may be challenged by subtle growth. Conflicting re-
sults exist regarding the reliability of low-grade glioma seg-
mentations [66, 67]. An additional hurdle is that currently
available semi-automated volumetric segmentation algo-
rithms tend to require manual editing [67–70].

An important issue revealed by the survey is the limit-
ed use of quantification methods for physiological param-
eters such as ADC and rCBV. Lack of available software
tools and/or familiarity with how to use them, as well as

time pressure may be contributing factors to the limited
quantification of findings [22, 71].

Survey limitations

From all persons contacted, only a small proportion (14 % of
ESNR members) responded, meaning the survey results may
not represent the entire neuroradiology community, almost
certainly introducing a response bias from those with a partic-
ular interest or expertise in glioma imaging. Moreover, it is
likely that the length of the survey contributed to the low
participation rate. Duplicate bias was avoided through only
allowing one person answer from each institution. The disad-
vantage of this approach is that variations in practice within
one department may not have been captured. This survey does
not cover most of the practices in outpatient general radiology
outside neuroradiology. We did not survey imaging practices
specific to paediatric glioma. However, a central imaging re-
view has been instituted for more than 20 years for paediatric
brain tumour studies and recommendations on imaging and
response assessment do exist [72, 73].

Best clinical practice recommendations

The following recommendations for MRI of glioma were
formulated taking together the information provided by a
peer group (>150 persons) discussion at the 38th ESNR
Annual Meeting in 2015, a structured survey of clinical
practices at over 200 European hospital institutions from
31 European countries, and the currently available litera-
ture on the subject (Fig. 3).

Conventional MRI protocol recommendations

The MRI sequences prescribed by the EORTC-NBTS proto-
col are widely used and scan durations generally allow for the
implementation of the 25–30 min EORTC-NBTS basic pro-
tocol in routine clinical practice. It is therefore recommended
that this should be used as a minimum clinical standard. As a
base structure this wil l support gl ioma imaging
standardisation across Europe with a view to establishing da-
tabases, which could be shared for radiomics and
radiogenomic analyses and upon which advanced techniques
can further build in the future.

3D imaging is preferable for the aforementioned rea-
sons and to support the transition into volumetric tumour
measurements, but it is recognised that further develop-
ment is required in this area. Where 3D T1w imaging is
adopted, this should be performed as isotropic sequences
before and after contrast, taking care to ensure consistent
and sufficient post contrast timing [9]. FSPGR/MPRAGE
remains the most widely available T1w 3D technique as
part of the standard MRI vendor Alzheimer’s Disease
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Neuroimaging Initiative (ADNI) protocol [74] and is rec-
ommended for clinical brain tumour trials [9]. Its use is
again endorsed here as an accessible method for serial
glioma imaging in clinical practice, but it could be re-
placed by 3D spin-echo T1w imaging where this is avail-
able, or supplemented with 2D spin-echo sequences
where optimisation of the 3D technique fails to be maxi-
mally sensitive to contrast enhancement. In individual cir-
cumstances where only 2D imaging achieves good quality
imaging within a clinically justifiable time, this may be
retained as a standard.

For diffusion analysis, quantitative ADC comparison to
normal brain is recommended, due to the potential pitfall of
visual assessment that a tumour surrounded by oedema will
appear dark on the ADCmap, even in the absence of diffusion
restriction. Because of the limited number of studies on T2*w/
SWI, these sequences are considered optional. We would sug-
gest using the same anatomical protocol for both primary di-
agnosis and follow-up to maximise comparability.

Advanced imaging recommendations

Perfusion MRI should be performed in gliomas of suspected
low grade that have not undergone histological evaluation or
prior to biopsy [34, 35, 39, 75]. The use of perfusion for serial
lesion assessment is recommended to identify malignant
transformation and to distinguish therapy effects
(pseudoprogression or radiation necrosis) from tumour pro-
gression [41–44]. A caveat must bemade that threshold values
are not simply transferable between institutions, as they very

much depend on scan parameters and post-processing methods
[76]. Based on currently available data, we recommended DSC
as the standard technique. Using pMRI routinely in all glioma
patients has several advantages: diagnostic information is avail-
able when needed, there is consistency of imaging protocols,
and both radiographers and radiologists gain and sustain expe-
rience with the technique. The available evidence strongly sup-
ports the use of a preload bolus technique, to overcome errors in
estimation cerebral blood volume due to contrast leakage ef-
fects [40, 77, 78]. Gadolinium contrast dose can – at 3.0T – be
kept low by splitting a single dose into preload and bolus injec-
tion, as outlined by the American Society of Functional
Neuroradiology (ASFNR) in 2015 [40]. The acquisition of an
appropriate baseline prior to contrast injection, high temporal
resolution (TR<1,500 ms), and fast contrast bolus injection
(preferably with a power injector) are important aspects of ap-
propriate DSC acquisition [79]. Consistency of acquisition and
post-processing techniques is critical, as differences between
software packages, and even algorithm alterations within the
same product may produce significantly different quantitative
perfusion results [78].Where sufficient evidence has been gath-
ered within an institution to show the reliability of an alternative
technique (DCE, ASL), this could be performed optionally,
preferably as an adjunct.

On the basis of the survey results and current data, MRS is
recommended in glioma as an optional modality for specific
indications as aforementioned. Its clinical indication should be
considered on an individual case basis, whereby caution is
advised regarding the use of MRS in isolation for some of
its less certain indications.

Fig. 3 Three possible options for
a glioma imaging protocol in
clinical practice based on the
EORTC-NBTS protocol (a), with
the addition of DSC perfusion
imaging (b, c). Option C has the
advantage over option B that it
has double the contrast dose for
post-contrast T1w imaging.
Option B may be preferred if non-
contrast enhanced T2-FLAIR is
desired. Please see Ellingson et al.
[9] for further considerations and
vendor-specific sequence details
on structural and diffusion-
weighted imaging. The moment
of contrast administration is
indicated in bold
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Because of their limited availability and limited use by the
survey respondents at the present time, fMRI and DTI will not
form part of these recommendations. The authors would like
to highlight their potential value, however, and would support
their use where adequate facilities, expertise and quality as-
surance measures exist. Further research into these techniques
is desirable and recommended.

Discussion of recommendations

Relatively easy adaptation towards the standard best clinical
practice recommendations can be expected, although some
variations throughout Europe are likely to remain, depending
on reimbursement strategies, practical and logistical setups
and availability of scanning facilities.

For advanced techniques, lack of facility, software and ex-
perience is likely to hamper their introduction at some institu-
tions, and it is possible that this could be especially the case for
centres from which no survey results were available. The neu-
roradiological community has an important role here to in-
clude such technical aspects in their various training
programmes.

For anatomical MRI, the use of measurements, bidirection-
al as a standard (and optionally volumetric, where segmenta-
tion software is available) is strongly recommended, as this
has been shown to increase diagnostic accuracy in serial fol-
low up [80]. The use of RANO criteria in clinical practice
could be facilitated by the introduction of structured reports,
which could also have other advantages both in terms of ac-
curacy and effectiveness [81, 82]. These are preferably devel-
oped together with treating physicians, to ensure that all rele-
vant information is consistently reported.

Regarding advanced imaging, we would like to emphasise
that, where possible, quantification is a powerful tool in clin-
ical practice, since it allows for the formulation of threshold or
reference values and avoids certain pitfalls of subjectivity.
Validation is, however, required. Multicentre research will
be of key importance to establish transferable quantification
methods for advanced imaging, which would be applicable
across scanners and vendor platforms.

Conclusion

The MRI sequences prescribed by the EORTC-NBTS proto-
col are well established in glioma imaging practice throughout
Europe, and we recommend that this protocol is adopted as the
clinical standard for anatomical MRI. Advanced imaging
methods may offer crucial diagnostic information, and should
be utilised where possible, within the constraints of currently
available data and local expertise. The results from the litera-
ture review and survey highlight the value of pMRI in glioma,
and also potentially important roles for other methods. The

relative lack of quantitative assessment and reporting tem-
plates reflects a further need for standardisation. The
harmonisation of glioma imaging protocols across Europe to-
gether with ongoing research should aim to support the devel-
opment of quantitative biomarkers for brain tumour diagnosis
and therapy response assessment.

Funding This publication was supported by the EORTC Cancer
Research Fund and by the EORTC Brain Tumour Group and the
EORTC Imaging Group.

Compliance with ethical standards

Guarantor The scientific guarantor of this publication is M. Smits, MD
PhD.

Conflict of interest The authors of this manuscript declare no relation-
ships with any companies whose products or services may be related to
the subject matter of the article.

Statistics and biometry No complex statistical methods were necessary
for this paper.

Informed consent Written informed consent was not required for this
study because no human subjects/patients were included in this study.

Ethical approval Institutional Review Board approval was not required
because no human subjects/patients were included in this study.

Methodology
• Survey and literature review.

Open Access This article is distributed under the terms of the Creative
Commons At t r ibut ion 4 .0 In te rna t ional License (h t tp : / /
creativecommons.org/licenses/by/4.0/), which permits unrestricted use,
distribution, and reproduction in any medium, provided you give
appropriate credit to the original author(s) and the source, provide a link
to the Creative Commons license, and indicate if changes were made.

References

1. OstromQT, Bauchet L, Davis FG et al (2014) The epidemiology of
glioma in adults: a “state of the science” review. Neuro Oncol 16:
896–913

2. Wen PY, Cloughesy TF, Ellingson BM et al (2014) Report of the
Jumpstarting Brain Tumor Drug Development Coalition and FDA
clinical trials neuroimaging endpoint workshop (January 30, 2014,
Bethesda MD). Neuro Oncol 16:vii36–vii47

3. Patzig M, Burke M, Brückmann H, Fesl G (2014) Comparison of
3D cube FLAIRwith 2D FLAIR for multiple sclerosis imaging at 3
Tesla. Rofo 186:484–488

4. PerlethM, Jakubowski E, Busse R (2001)What is “best practice” in
health care? State of the art and perspectives in improving the ef-
fectiveness and efficiency of the European health care systems.
Health Policy 56:235–250

5. Louis DN, Perry A, Burger P et al (2014) International Society Of
Neuropathology–Haarlem consensus guidelines for nervous system
tumor classification and grading. Brain Pathol 24:429–435

Eur Radiol



6. Wiestler B, Capper D, Holland-Letz T et al (2013) ATRX loss
refines the classification of anaplastic gliomas and identifies a sub-
group of IDH mutant astrocytic tumors with better prognosis. Acta
Neuropathol 126:443–451

7. Reuss DE, Sahm F, Schrimpf D et al (2015) ATRX and IDH1-
R132H immunohistochemistry with subsequent copy number anal-
ysis and IDH sequencing as a basis for an “integrated” diagnostic
approach for adult astrocytoma, oligodendroglioma and glioblasto-
ma. Acta Neuropathol 129:133–146

8. Ideguchi M, Kajiwara K, Goto H et al (2015) MRI findings and
pathological features in early-stage glioblastoma. J Neurooncol
123:289–297

9. Ellingson BM, Bendszus M, Boxerman J et al (2015) Consensus
recommendations for a standardized Brain Tumor Imaging Protocol
in clinical trials. Neuro Oncol 17:1188–1198

10. Wen PY, Macdonald DR, Reardon DA et al (2010) Updated re-
sponse assessment criteria for high-grade gliomas: response assess-
ment in neuro-oncology working group. J Clin Oncol 28:1963–
1972

11. Fouke SJ, Benzinger T, Gibson D, Ryken TC, Kalkanis SN, Olson
JJ (2015) The role of imaging in the management of adults with
diffuse low grade glioma: A systematic review and evidence-based
clinical practice guideline. J Neurooncol 125:457–479

12. Reuter M, Gerstner ER, Rapalino O, Batchelor TT, Rosen B, Fischl
B (2014) Impact of MRI head placement on glioma response as-
sessment. J Neurooncol 118:123–129

13. Dempsey MF, Condon BR, Hadley DM (2005) Measurement of
tumor “size” in recurrent malignant glioma: 1D, 2D, or 3D? AJNR
Am J Neuroradiol 26:770–776

14. Kwak HS, Hwang S, Chung GH, Song JS, Choi EJ (2015)
Detection of small brain metastases at 3 T: comparing the diagnos-
tic performances of contrast-enhanced T1-weighted SPACE,
MPRAGE, and 2D FLASH imaging. Clin Imaging 39:571–575

15. Dodo T, Okada T, Yamamoto A et al (2016) T1-weighted MR
imaging of glioma at 3T: a comparative study of 3D MPRAGE
vs. conventional 2D spin-echo imaging. Clin Imaging 40:1257–
1261

16. Rand S, Maravilla KR, Schmiedl U (1994) Lesion enhancement in
radio-frequency spoiled gradient-echo imaging: theory, experimen-
tal evaluation, and clinical implications. AJNR Am J Neuroradiol
15:27–35

17. Furutani K, Harada M, Mawlan M, Nishitani H (2008) Difference
in enhancement between spin echo and 3-dimensional fast spoiled
gradient recalled acquisition in steady state magnetic resonance
imaging of brain metastasis at 3-T magnetic resonance imaging. J
Comput Assist Tomogr 32:313–319

18. Majigsuren M, Abe T, Kageji T et al (2016) Comparison of Brain
Tumor Contrast-enhancement on T1-CUBE and 3D-SPGR Images.
Magn Reson Med Sci 15:34–40

19. Padhani AR, Liu G, Koh DM et al (2009) Diffusion-weighted mag-
netic resonance imaging as a cancer biomarker: consensus and rec-
ommendations. Neoplasia N Y N 11:102–125

20. Castillo M, Smith JK, Kwock L, Wilber K (2001) Apparent diffu-
sion coefficients in the evaluation of high-grade cerebral gliomas.
AJNR Am J Neuroradiol 22:60–64

21. LaViolette PS, Mickevicius NJ, Cochran EJ et al (2014) Precise
ex vivo histological validation of heightened cellularity and
diffusion-restricted necrosis in regions of dark apparent diffusion
coefficient in 7 cases of high-grade glioma. Neuro Oncol 16:1599–
1606

22. Zhang L, Min Z, Tang M, Chen S, Lei X, Zhang X (2017) The
utility of diffusion MRI with quantitative ADC measurements for
differentiating high-grade from low-grade cerebral gliomas:
Evidence from a meta-analysis. J Neurol Sci 373:9–15

23. Chenevert TL, Stegman LD, Taylor JM et al (2000) Diffusion mag-
netic resonance imaging: an early surrogate marker of therapeutic
efficacy in brain tumors. J Natl Cancer Inst 92:2029–2036

24. Zhang H, Ma L, Shu C, Wang YB, Dong LQ (2015) Diagnostic
accuracy of diffusion MRI with quantitative ADCmeasurements in
differentiating glioma recurrence from radiation necrosis. J Neurol
Sci 351:65–71

25. Xiong J, TanW,Wen J et al (2016) Combination of diffusion tensor
imaging and conventional MRI correlates with isocitrate dehydro-
genase 1/2 mutations but not 1p/19q genotyping in oligodendroglial
tumours. Eur Radiol 26:1705–1715

26. Hempel J-M, Bisdas S, Schittenhelm J et al (2017) In vivo molec-
ular profiling of human glioma using diffusion kurtosis imaging. J
Neurooncol 131:93–101

27. Castellano A, Donativi M, Rudà R et al (2016) Evaluation of low-
grade glioma structural changes after chemotherapy using DTI-
based histogram analysis and functional diffusion maps. Eur
Radiol 26:1263–1273

28. Yoon RG, Kim HS, Kim DY, Hong GS, Kim SJ (2016) Apparent
diffusion coefficient parametric response mapping MRI for follow-
up of glioblastoma. Eur Radiol 26:1037–1047

29. Hamstra DA, Galbán CJ, Meyer CR et al (2008) Functional diffu-
sion map as an early imaging biomarker for high-grade glioma:
correlation with conventional radiologic response and overall sur-
vival. J Clin Oncol 26:3387–3394

30. Wang X, Zhang H, Tan Y et al (2014) Combined value of
susceptibility-weighted and perfusion-weighted imaging in
assessing who grade for brain astrocytomas. J Magn Reson
Imaging 39:1569–1574

31. Hsu CC-T, Watkins TW, Kwan GNC, Haacke EM (2016)
Susceptibility-Weighted Imaging of Glioma: Update on Current
Imaging Status and Future Directions. J Neuroimaging 26:383–390

32. Fahrendorf D, Schwindt W, Wölfer J et al (2013) Benefits of
contrast-enhanced SWI in patients with glioblastoma multiforme.
Eur Radiol 23:2868–2879

33. Dickerson E, Srinivasan A (2016) Multicenter Survey of Current
Practice Patterns in PerfusionMRI in Neuroradiology:Why,When,
and How Is It Performed? AJR Am J Roentgenol. https://doi.org/
10.2214/AJR.15.15740

34. Law M, Yang S, Wang H et al (2003) Glioma grading: sensitivity,
specificity, and predictive values of perfusion MR imaging and
proton MR spectroscopic imaging compared with conventional
MR imaging. AJNR Am J Neuroradiol 24:1989–1998

35. LawM, Yang S, Babb JS et al (2004) Comparison of cerebral blood
volume and vascular permeability from dynamic susceptibility
contrast-enhanced perfusion MR imaging with glioma grade.
AJNR Am J Neuroradiol 25:746–755

36. Lev MH, Ozsunar Y, Henson JW et al (2004) Glial tumor grading
and outcome prediction using dynamic spin-echoMR susceptibility
mapping compared with conventional contrast-enhanced MR: con-
founding effect of elevated rCBV of oligodendrogliomas
[corrected]. AJNR Am J Neuroradiol 25:214–221

37. Jenkinson MD, Smith TS, Joyce KA et al (2006) Cerebral blood
volume, genotype and chemosensitivity in oligodendroglial tu-
mours. Neuroradiology 48:703–713

38. Tan W, Xiong J, Huang W, Wu J, Zhan S, Geng D (2017)
Noninvasively detecting Isocitrate dehydrogenase 1 gene status in
astrocytoma by dynamic susceptibility contrast MRI. J Magn
Reson Imaging 45:492–499

39. Lacerda S, Law M (2009) Magnetic resonance perfusion and per-
meability imaging in brain tumors. Neuroimaging Clin N Am 19:
527–557

40. Welker K, Boxerman J, Kalnin A et al (2015) ASFNR recommen-
dations for clinical performance of MR dynamic susceptibility con-
trast perfusion imaging of the brain. AJNR Am J Neuroradiol 36:
E41–E51

Eur Radiol

https://doi.org/10.2214/AJR.15.15740
https://doi.org/10.2214/AJR.15.15740


41. Sugahara T, Korogi Y, Tomiguchi S et al (2000) Posttherapeutic
intraaxial brain tumor: the value of perfusion-sensitive contrast-en-
hanced MR imaging for differentiating tumor recurrence from
nonneoplastic contrast-enhancing tissue. AJNR Am J Neuroradiol
21:901–909

42. Hu LS, Kelm Z, Korfiatis P et al (2015) Impact of Software
Modeling on the Accuracy of Perfusion MRI in Glioma. AJNR
Am J Neuroradiol 36:2242–2249

43. Gasparetto EL, Pawlak MA, Patel SH et al (2009) Posttreatment
recurrence of malignant brain neoplasm: accuracy of relative cere-
bral blood volume fraction in discriminating low from high malig-
nant histologic volume fraction. Radiology 250:887–896

44. Kong D-S, Kim ST, Kim E-H et al (2011) Diagnostic dilemma of
pseudoprogression in the treatment of newly diagnosed glioblasto-
mas: the role of assessing relative cerebral blood flow volume and
oxygen-6-methylguanine-DNA methyltransferase promoter meth-
ylation status. AJNR Am J Neuroradiol 32:382–387

45. Hourani R, Brant LJ, Rizk T, Weingart JD, Barker PB, Horská A
(2008) Can proton MR spectroscopic and perfusion imaging differ-
entiate between neoplastic and nonneoplastic brain lesions in
adults? AJNR Am J Neuroradiol 29:366–372

46. Majós C, Aguilera C, Alonso J et al (2009) Proton MR spectrosco-
py improves discrimination between tumor and pseudotumoral le-
sion in solid brain masses. AJNR Am J Neuroradiol 30:544–551

47. Usinskiene J, Ulyte A, Bjørnerud A et al (2016) Optimal differen-
tiation of high- and low-grade glioma and metastasis: a meta-
analysis of perfusion, diffusion, and spectroscopy metrics.
Neuroradiology 58:339–350

48. Mora P, Majós C, Castañer S et al (2014) (1)H-MRS is useful to
reinforce the suspicion of primary central nervous system lympho-
ma prior to surgery. Eur Radiol 24:2895–2905

49. Fellah S, Caudal D, De Paula AM et al (2013) Multimodal MR
imaging (diffusion, perfusion, and spectroscopy): is it possible to
distinguish oligodendroglial tumor grade and 1p/19q codeletion in
the pretherapeutic diagnosis? AJNR Am J Neuroradiol 34:1326–
1333

50. WangQ, ZhangH, Zhang J et al (2016) The diagnostic performance
of magnetic resonance spectroscopy in differentiating high-from
low-grade gliomas: A systematic review and meta-analysis. Eur
Radiol 26:2670–2684

51. Zhang H, Ma L, Wang Q, Zheng X, Wu C, Xu BN (2014) Role of
magnetic resonance spectroscopy for the differentiation of recurrent
glioma from radiation necrosis: a systematic review and meta-anal-
ysis. Eur J Radiol 83:2181–2189

52. Weybright P, Sundgren PC, Maly P et al (2005) Differentiation
between brain tumor recurrence and radiation injury using MR
spectroscopy. AJR Am J Roentgenol 185:1471–1476

53. Fudaba H, Shimomura T, Abe T et al (2014) Comparison of multi-
ple parameters obtained on 3T pulsed arterial spin-labeling, diffu-
sion tensor imaging, and MRS and the Ki-67 labeling index in
evaluating glioma grading. AJNRAm J Neuroradiol 35:2091–2098

54. Mohammadzadeh A, Mohammadzadeh V, Kooraki S et al (2016)
Pretreatment Evaluation of Glioma. Neuroimaging Clin N Am 26:
567–580

55. Wang LL, Leach JL, Breneman JC, McPherson CM, Gaskill-
Shipley MF (2014) Critical role of imaging in the neurosurgical
and radiotherapeutic management of brain tumors. Radiographics
34:702–721

56. Mormina E, Longo M, Arrigo A et al (2015) MRI Tractography of
Corticospinal Tract and Arcuate Fasciculus in High-Grade Gliomas
Performed by Constrained Spherical Deconvolution: Qualitative
and Quantitative Analysis. AJNR Am J Neuroradiol 36:1853–1858

57. Wang JY, Abdi H, Bakhadirov K, Diaz-Arrastia R, Devous MD Sr
(2012) A comprehensive reliability assessment of quantitative dif-
fusion tensor tractography. Neuroimage 60:1127–1138

58. Pujol S, Wells W, Pierpaoli C et al (2015) The DTI Challenge:
Toward Standardized Evaluation of Diffusion Tensor Imaging
Tractography for Neurosurgery. J Neuroimaging 25:875–882

59. Li YM, Suki D, Hess K, Sawaya R (2016) The influence of max-
imum safe resection of glioblastoma on survival in 1229 patients:
Can we do better than gross-total resection? J Neurosurg 124:977–
988

60. Roelz R, Strohmaier D, Jabbarli R et al (2016) Residual Tumor
Volume as Best Outcome Predictor in Low Grade Glioma - A
Nine-Years Near-Randomized Survey of Surgery vs. Biopsy. Sci
Rep 6:32286

61. Eisele SC, Wen PY, Lee EQ (2016) Assessment of Brain Tumor
Response: RANO and Its Offspring. Curr Treat Options Oncol 17:
35

62. Gahrmann R, van den Bent M, van der Holt B et al (2017)
Comparison of 2D (RANO) and volumetric methods for assess-
ment of recurrent glioblastoma treated with bevacizumab-a report
from the BELOB trial. Neuro Oncol 19:853–861

63. Shah GD, Kesari S, Xu R et al (2006) Comparison of linear and
volumetric criteria in assessing tumor response in adult high-grade
gliomas. Neuro Oncol 8:38–46

64. Galanis E, Buckner JC, Maurer MJ et al (2006) Validation of
neuroradiologic response assessment in gliomas: measurement by
RECIST, two-dimensional, computer-assisted tumor area, and
computer-assisted tumor volume methods. Neuro-oncol 8:156–165

65. Ellingson BM, Nguyen HN, Lai A et al (2016) Contrast-enhancing
tumor growth dynamics of preoperative, treatment-naive human
glioblastoma. Cancer 122:1718–1727

66. Ben Abdallah M, Blonski M, Wantz-Mezieres S, Gaudeau Y,
Taillandier L,Moureaux JM (2016) Statistical evaluation of manual
segmentation of a diffuse low-grade gliomaMRI dataset. Conf Proc
IEEE Eng Med Biol Soc 2016:4403–4406

67. Bø HK, Solheim O, Jakola AS, Kvistad KA, Reinertsen I, Berntsen
EM (2017) Intra-rater variability in low-grade glioma segmentation.
J Neurooncol 131:393–402

68. Zhu Y, YoungGS, Xue Z et al (2012) Semi-automatic segmentation
software for quantitative clinical brain glioblastoma evaluation.
Acad Radiol 19:977–985

69. Egger J, Kapur T, FedorovA et al (2013) GBMvolumetry using the
3D Slicer medical image computing platform. Sci Rep 3:1364

70. Artzi M, Aizenstein O, Jonas-Kimchi T, Myers V, Hallevi H, Ben
Bashat D (2013) FLAIR lesion segmentation: Application in pa-
tients with brain tumors and acute ischemic stroke. Eur J Radiol 82:
1512–1518

71. Lutz K, Wiestler B, Graf M et al (2014) Infiltrative patterns of
glioblastoma: Identification of tumor progress using apparent dif-
fusion coefficient histograms. J Magn Reson Imaging 39:1096–
1103

72. Gnekow AK (1995) Recommendations of the Brain Tumor
Subcommittee for the reporting of trials. SIOP Brain Tumor
Subcommittee. International Society of Pediatric Oncology. Med
Pediatr Oncol 24:104–108

73. Warren KE, Poussaint TY, Vezina G et al (2013) Challenges with
defining response to antitumor agents in pediatric neuro-oncology:
a report from the response assessment in pediatric neuro-oncology
(RAPNO) working group. Pediatr Blood Cancer 60:1397–1401

74. Wyman BT, Harvey DJ, Crawford K et al (2013) Standardization of
analysis sets for reporting results fromADNIMRI data. Alzheimers
Dement 9:332–337

75. Weber M-A, Henze M, Tüttenberg J et al (2010) Biopsy targeting
gliomas: do functional imaging techniques identify similar target
areas? Invest Radiol 45:755–768

76. Patel P, Baradaran H, Delgado D et al (2017) MR perfusion-
weighted imaging in the evaluation of high-grade gliomas after
treatment: a systematic review and meta-analysis. Neuro Oncol
19:118–127

Eur Radiol



77. Paulson ES, Schmainda KM (2008) Comparison of dynamic
susceptibility-weighted contrast-enhanced MR methods: recom-
mendations for measuring relative cerebral blood volume in brain
tumors. Radiology 249:601–613

78. Hu LS, Baxter LC, Pinnaduwage DS et al (2010) Optimized pre-
load leakage-correction methods to improve the diagnostic accura-
cy of dynamic susceptibility-weighted contrast-enhanced perfusion
MR imaging in posttreatment gliomas. AJNRAm JNeuroradiol 31:
40–48

79. Boxerman JL, Paulson ES, Prah MA, Schmainda KM (2013) The
effect of pulse sequence parameters and contrast agent dose on
percentage signal recovery in DSC-MRI: implications for clinical
applications. AJNR Am J Neuroradiol 34:1364–1369

80. VogelbaumMA, Jost S, Aghi MK et al (2012) Application of novel
response/progression measures for surgically delivered therapies
for gliomas: Response Assessment in Neuro-Oncology (RANO)
Working Group. Neurosurgery 70:234–243 discussion 243-244

81. Kahn CE, Genereaux B, Langlotz CP (2015) Conversion of
Radiology Reporting Templates to the MRRT Standard. J Digit
Imaging 28:528–536

82. Marcovici PA, Taylor GA (2014) Journal Club: Structured radiolo-
gy reports are more complete and more effective than unstructured
reports. AJR Am J Roentgenol 203:1265–1271

83. Leu K, Ott GA, Lai A et al (2017) Perfusion and diffusion MRI
signatures in histologic and genetic subtypes of WHO grade II-III
diffuse gliomas. J Neurooncol. https://doi.org/10.1007/s11060-017-
2506-9

Affiliations

S. C. Thust1,2,3 & S. Heiland4
& A. Falini5 & H. R. Jäger1,2,3 & A. D. Waldman6

& P. C. Sundgren7,8
& C. Godi5 &

V. K. Katsaros9,10,11 & A. Ramos12 & N. Bargallo13,14
&M. W. Vernooij15,16 & T. Yousry1 &M. Bendszus4 &M. Smits15

1 Lysholm Neuroradiology Department, National Hospital for

Neurology and Neurosurgery, London, UK

2 Department of Brain Rehabilitation and Repair, UCL Institute of

Neurology, London, UK

3 Imaging Department, University College London Hospital,

London, UK

4 Department of Neuroradiology, University Hospital Heidelberg,

Heidelberg, Germany

5 Department of Neuroradiology, San Raffaele Scientific Institute,

Milan, Italy

6 Neuroimaging Sciences, University of Edinburgh, Edinburgh, UK

7 Institution for Clinical Sciences/Radiology, Lund University,

Lund, Sweden

8 Centre for Imaging and Physiology, Skåne University hospital,

Lund, Sweden

9 General Anti-Cancer and Oncological Hospital “Agios Savvas”,

Athens, Greece

10 Central Clinic of Athens, Athens, Greece

11 University of Athens, Athens, Greece

12 Hospital 12 de Octubre, Madrid, Spain

13 Image Diagnostic Centre, Hospital Clinic de Barcelona,

Barcelona, Spain

14 Magnetic Resonance Core Facility, Institut per la Recerca

Biomedica August Pi i Sunyer (IDIBAPS), Barcelona, Spain

15 Department of Radiology and Nuclear Medicine, Erasmus MC,

Rotterdam, The Netherlands

16 Department of Epidemiology, Erasmus MC,

Rotterdam, The Netherlands

Eur Radiol

https://doi.org/10.1007/s11060-017-2506-9
https://doi.org/10.1007/s11060-017-2506-9
http://orcid.org/0000-0001-5563-2871

	Glioma imaging in Europe: A survey of 220 centres and recommendations for best clinical practice
	Abstract
	Abstract
	Abstract
	Abstract
	Abstract
	Abstract
	Introduction
	European survey on glioma MRI practices
	Method
	Results
	Demographic and institution data (online Supplement 2, Table�1)
	Primary diagnosis and follow up (online Supplement 2, Table�2)
	Contrast-enhanced MRI (online Supplement 2, Table�3)
	Diffusion-weighted imaging (DWI; online Supplement 2, Table�4)
	Perfusion MRI (pMRI; online Supplement 2, Table�5)
	MR Spectroscopy (MRS; online Supplement 2, Table�6)
	Functional MRI (fMRI; online Supplement 2, Table�7)
	Diffusion-tensor imaging (DTI) tractography (online Supplement 2, Table�8)
	Clinical scenarios and issues


	Discussion
	3D versus 2D imaging
	Diffusion-weighted imaging
	T2*w and SWI
	Perfusion MRI (pMRI)
	Spectroscopy (MRS)
	fMRI and DTI tractography
	Non-use of advanced imaging
	Reporting practices and quantification
	Survey limitations
	Best clinical practice recommendations
	Conventional MRI protocol recommendations
	Advanced imaging recommendations
	Discussion of recommendations

	Conclusion
	References


