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Summary

1C-Methionine (MET) is a useful positron emission tomography (PET) tracer for the evaluation of low-grade
gliomas. Among these tumors, a high percentage of low-grade oligodendrogliomas (ODG) are sensitive to che-
motherapy with procarbazine, CCNU, and vincristine (PCV). We aimed at: (1) objectively assessing ODG response
to PCV by a metabolic index (the Activity Volume Index or AVI) generated from an automated semi-quantification
of PET with MET (PET-MET); (2) comparing AVI and quantitative magnetic resonance imaging (MRI) mea-
surements of response to PCV.

Methods: seven patients with ODG were followed for a period of 19.9 + 6.6 months after the completion of PCV
chemotherapy. Regions of interest (ROI) were generated by covering all voxels with count values above a threshold
level set at 120% of the mean cerebellar activity. On each slice, ROI volume and mean count values were calculated.
AVI was calculated as the sum over all ROI of tumor volume X (tumor mean count/cerebellum count). Tumor
volume measurements on MRI, were based on signal abnormalities visually detected on fluid-attenuated inversion
recovery (FLAIR) sequences.

Results: PCV therapy was associated with a drastic decrease in AVI (mean + SD, cm’): AVI post-
PCV =0.80 £ 1.45 vs. AVI prior PCV =12.94 + 11.46 (P = 0.03). Likewise, we observed a decrease in tumor
volume estimated from the FLAIR signal (31.37 £ 11.99 post-PCV vs. 67.95 + 39.96 prior PCV, P = 0.03) al-
though AVI decrease after PCV was significantly more pronounced (P = 0.015).

Conclusion: This study, based on limited number of patients and follow-up period indicates that AVI may be a
sensitive and observer-independent method applicable to the assessment of ODG responsiveness to PCV treatment
and may offer a major added value to both clinical assessment and MRI evaluation of chemotherapeutic outcomes.

Introduction

Treatment and follow-up of low grade gliomas remain
a challenge despite various approaches based on
resection, radiation, drug therapies [1]. Their morbid-
ity relates to effects on the surrounding, often infil-
trated, cerebral tissue while their mortality issues from
their potential anaplastic evolution. Oligodendrogli-
oma (ODG), a glioma originating from the oligo-
dendrocytic glial cell line, is more sensitive to
chemotherapy than astrocytoma of the same grade
[2,3], particularly when it combines procarbazine,
CCNU and vincristine (PCV). The standards applied
to assess tumor response to chemotherapy is currently
based on the patient’s clinical outcome combined with
morphological criteria, specifically tumor size changes
on magnetic resonance imaging (MRI) or enhanced
computed tomography (ECT). Thus, in newly diag-
nosed or recurrent ODG and in mixed oligoastrocy-
toma, response rates to PVC as variable as 55-75% are
reported [4-6]. In a study using T2 weighted-MRI
criteria [7], only 28% (7/25 patients with ODG) show a
partial response to PCV. To delincate ODG, MRI
techniques have recognized limitations. These stem

from the infiltrative nature of these tumors [8]. The
typical absence of contrast enhancement in low grade
ODG [9] also impedes proper MRI or ECT evaluation
of tumor evolution under treatment.

Studies have shown that the amino acid tracer ''C-
Methionine (MET) heavily accumulates in gliomas,
even when contrast enhancement is absent [10,11] and
FDG uptake is low [12-14]. A stercotactic study has
shown that MET uptake is locally related to histo-
logical markers of aggressiveness [15]. Hence, PET
using MET (PET-MET) is a recognized tool for the
clinical management of low-grade gliomas [14,16-20]
but its value for the evaluation of treatment effective-
ness has not been clearly defined.

In this work, we aimed at defining an index inte-
grating activity and volume data from PET-MET
analysis, in order to reliably measure the tumor load
within the brain. Second, we evaluated the contribu-
tion of this index as an objective assessment tool
regarding tumor responsiveness to chemotherapy. Fi-
nally, use of this index was compared to the axial turbo
spin echo fluid-attenuated inversion recovery (FLAIR)
MRI-based technique to evaluate ODG response to
PCV treatment.
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Methods
Patients

Seven patients (4 females, 3 males; mean age + SD:
41.63 £+ 14.22 years) with a known low-grade ODG
primarily diagnosed by stereotactic biopsy (n = 5) or
tumor resection (n = 2), were followed after the initi-
ation of PCV treatment from April 2000 to August
2003.

Chemotherapy was proposed in these patients be-
cause extensive resection of the lesion was not
achievable due to its localization or extension. Chro-
mosome 1p/19q status or Ki67 labelling index were not
used in this decision. Three of these patients received
PCV as first therapy, two others as an adjuvant
treatment and the two remaining patients for inoper-
able recurrence. Two patients completed the total
session of six PCV cycles. Treatment was interrupted in
the remaining patients due to neutrocytopenia devel-
oped at the end of the fourth session. The terms: (1)
‘Adjuvant’ treatment refers to the programmed che-
motherapy following a subtotal resection; (2) ‘First’
treatment denotes that chemotherapy was the only
medical intervention considered for the patient and (3)
treatment ‘for relapse’ signifies that chemotherapy was
administered as the only treatment proposed to the
patient after a relapse. Finally, only patient 2 under-
went radiotherapy.

Clinical status was highly variable in the group of
patients. Clinical evaluation by Karnofsky Perfor-
mance Scale (KPS) was performed prior and at the end
of chemotherapy. Patients’ characteristics as well as
clinical outcomes are summarized in Table 1.

Each patient underwent PET-MET and MRI before
and after the last of the chemotherapy cycle. MRI was
obtained (mean + SD) 0.49 £+ 0.77 months from
PET-MET prior PCV and 0.29 £+ 0.54 months post-
PCV. One patient was evaluated with the two modal-
ities during the chemotherapy at the end of the third
cycle. In five patients, several PET-MET were obtained
during the long term follow-up after PCV, four of
which had simultaneous MRI examinations.

PET-MET analysis

Patients in the fasted state were injected intravenously
with a bolus of about 555 MBq of MET prepared
following a method adapted from Comar et al. [21].
The 20 min emission scans were obtained starting
20 min post-injection.

Attenuation correction was performed by means of a
transmission scan. All except one PET-MET were
performed on an ECAT 962-HR+ operated in 3D
mode (CTI-Siemens, Knoxville, TN). This system
provides a set of 63 planes with a slice thickness of
2.4 mm. One scan was performed on an ECAT 933/08-
12 (CTI-Siemens, Knoxville, TN), which provides 6.75
mm adjacent slices over an axial length of 10.5 cm.
Images were reconstructed by filtered back projection,
displayed and analyzed using the ECAT software. The
PET-MET were obtained before and at several time

Table 1. Patient clinical characteristics

Number of
complete

KPS

KPS prior

Symptoms at

Indication
for PCV

Successive

Tumour

Follow-up
duration

Age at

post-completion of PCV

initiation
of PCV

PCYV initiation

treatments

localisation

onset of

PCV cycles

post-PCV (months)

PCV (years)

Further

At the end
of PCV

follow-up

100

80 100

Motor deficit and

epilepsy

First intervention

PCV

18.07 Right parietal

58

80

70 80

Visual, sensitive

Adjuvant

Surgery Surgery
+RT+PCV

Right parieto-
temporal

9.23

29

11

and motor deficit
Epilepsy, aphasia

90

90

70

For relapse

Surgery Surgery

21.93 Left frontal
PCV

40

111

100

Epilepsy 70 90

First intervention

Right fronto- PCV
temporal

16.43

33

v

90

Epilepsy 80 90

First intervention

Right fronto- PCV

temporal

28.5

32

100

100
90

100
90

None®

For relapse
Adjuvant

Surgery PCV

Bilateral frontal
Right frontal

27.1

65

VI

100

Epilepsy

Surgery + PCV

18.53

33

Vil

RT = radiation therapy.

#No clinical changes but evolution on PET and MRI.



points during and after the course of PCV treatment.
Regions of interest (ROI) were set up independently
from MRI and ECT data. First an elliptical ROI and
its mirror image were placed in the cerebellar cortex
considered as tissue of reference. The cerebellum was
chosen as tissue of reference because it is a relatively
homogeneous and large structure distant from ODG
occurrence sites. The mean activity within these ROI
was used to set the threshold and to normalize the
activity detected in the tumors. Volume and uptake of
MET in the tumor were recorded in automatically
generated ROI. These ROI covered all voxels with
count values above a threshold set at 120% of the
weighted mean activity in the cerebellar cortex Pre-
treatment tumor uptake was evaluated by the ratio of
the mean counts in all tumor ROI over the mean cer-
ebellar counts. To assess the whole tumor metabolic
activity, an Activity Volume Index (AVI) was calcu-
lated as

ROI ¢ Nt )
avi = S2 4ROV (ROL)

A(cerebellum)

where 7 is the tumor, V' the volume, 4 the activity and
A mean activity.

MRI analysis

All MRI examinations were performed using a 1.5-T
whole-body MR imager (Gyroscan ACS-Power Trak
6000, Philips, Best, The Netherlands), with a maximum
gradient strength of +£20 mT/m. A standard circularly
polarized head coil was used. The following sequences
were acquired for each patient: axial T1-weighted
images with imaging parameters of 422/9 (TR/TE),
slice thickness of 5 mm, field of view of 180 x 240, and
matrix of 179 x 256; axial T2-weighted spin-echo
images with imaging parameters of 5081/100 (TR/TE),
slice thickness of 5 mm, field of view of 180 x 240, and
matrix of 224 x 256. FLAIR images were acquired
with imaging parameters of 6500/150/2100 (TR/TE/
TI), slice thickness of 5 mm, field of view of 180 x 240,
and matrix of 140 x 256.

We finally obtained contrast-enhanced, axial TI1-
weighted images after an intravenous injection of
0.1 mmol of gadopentetate dimeglumine per kilogram
of body weight (Dotarem, Guerbet Laboratories, Au-
Inay-sous-Bois, France).

The volume measurement for each tumor was based
on signal abnormalities detected on the set of FLAIR
images. The (FLAIR) sequence has been selected to
define the tumor volume as it is superior to the con-
ventional T2-weighted sequences to demarcate intra-
cranial tumors from non-tumor tissue [22]. First, the
tumor boundaries were manually traced considering
areas of high signal intensities on FLAIR images. For
this process, FLAIR images were compared to the T1-
weighted images in order to discard FLAIR anomalies
attributable to non-tumor lesions such as hemorrhage.
The total volume of each tumor was calculated as the
summed volumes of all ROI traced on the set of
FLAIR images.
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Statistical analysis

Statistical analyses were performed using Prism 2
(GraphPad Software, San Diego, CA). Non-paramet-
ric Wilcoxon two-tailed ¢ test was used for data anal-
ysis and the level of significance was set at P < 0.05.

Results

In all patients, neurological assessment showed clinical
improvement after PCV treatment. This improvement
either involved neurological deficits or seizure control
(Table 1). The KPS before PCV and at the end of the
PCV completion increased from 70 (mean; range: 70—
100) to 90 (mean; range: 80—100) (Table 1).

Initial AVI evaluation using PET-MET prior to
therapy commencement showed elevated tumor uptake
in all patients as illustrated in Figures 1A and 2A. The
timing of assessment and the data obtained are sum-
marized in Table 2. The ratio of tumor to cerebellum
activity was evaluated and showed a mean value of
1.47 £ 0.17 (mean +SD); ranging from 1.27 to 1.73.
AVI  evaluated at the basal time point
(12.94 + 11.46 cm®) was significantly reduced after
PCV treatment (0.80 + 1.45 cm®, P=0.03, Figures
1-2 and 4A). Similarly, the volume measurements on
MRI decreased from 67.95 + 39.96 cm® before PCV
to 31.37 + 11.99 cm® after treatment (P = 0.03, Fig-
ures 1-2 and 4B). AVI shows statistically more sig-
nificant decrease than the FLAIR signal volume
(P =0.015, Figure 5). Using 25% decrease as cut-off
value for responsiveness to therapy, six patients were
considered as responders both on the basis of AVI and
MRI volume measurements. As a group, they showed
a mean post-therapy decrease of 96.32% in AVI and
49.86% in MRI volume measurements. The patient
who did not reach the 25% cutoff decrease, AVI and
tumor volume on MRI were actually increased by
27.70 and 41.11%, respectively (Figure 3). In the five
patients with longer follow-up, further assessments by
PET-MET showed no late AVI increase (Table 1).
Volumetric measurements on MRI evaluated in four of
these patients showed a continuous decrease of the
FLAIR volume in two cases (12.27 and 22.13%) and
less than 10% changes in the two others.

Discussion

The work here presented describes an analytical PET-
based method of follow-up for low-grade ODG. We
have generated an index of whole tumor MET uptake,
namely AVI, with a simple automated semi-quantita-
tive measure. This index integrates tumor volume and
level of MET uptake. It is intrinsic to the metabolic
imaging modality and consequently avoids subjective
delineation of tumor on PET or co-registered MRI.
Tested in seven patients with low-grade ODG treated
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Figure 1. Patient 6 treated by PCV chemotherapy for recurrence after
surgical resection of an ODG: PET-MET before chemotherapy with
an area of high uptake in the right border of the resection cavity (A).
On the corresponding MR images (B), the posterior and left borders
of the resection cavity present high intensity of FLAIR signal where
no metabolic activity is detected. PET-MET (C) and MRI images (D)
demonstrate the tumor response after treatment completion. ROI on
the PET-MET slices are obtained by a thresholding method (red line).
Boundaries of the tumor are traced considering areas of high signal
intensities on FLAIR images (white line).

Figure 2. Patient 4 treated by PCV chemotherapy after diagnostic
biopsy of an ODG: PET-MET before chemotherapy showing an area
of moderate uptake in the right fronto-temporal region (A). Corre-
sponding MR images before chemotherapy (B). After completion of
treatment, no tumor activity is detected on PET-MET (C) whereas
abnormal FLAIR signal is decreasing but still present on MRI images
(D). ROI on the PET-MET slices are obtained by a thresholding
method (red line). Boundaries of the tumor are traced considering
areas of high signal intensities on FLAIR images (white line).

Figure 3. Patient 7 treated by PCV chemotherapy after resection of an ODG: PET-MET before chemotherapy showing an area of increased
uptake in the right subcortical frontral region (A, B). Corresponding MR images before chemotherapy (C, D). After completion of treatment,
slight increase in tumor activity is detected on PET-MET (E, F) and MR images (G, H). Increase in FLAIR signal is found at the level of the
resection site borders (G compared to C) where no MET uptake is found on either PET-MET (A and E). ROI on the PET-MET slices are
obtained by a thresholding method (red line). Boundaries of the tumor are traced considering areas of high signal intensities on FLAIR images

(white line).
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Figure 4. PET-MET and MRI-FLAIR tumor analyses before and after PCV. Results are expressed as mean = SD (n = 7). AVI measurement
on PET-MET (A) and volume measurement on MRI-FLAIR (B) significantly decrease after PCV treatment.
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Figure 5. Comparison of PET-MET AVI and MRI-FLAIR volume
calculations in response to PCV chemotherapy. Decrease in AVI is
significantly more pronounced than decrease in volume measurement
on MRI-FLAIR. Variation is expressed in % change in comparison
to pre-treatment value (mean + SD, n = 7).

by chemotherapy, AVI appears a practicable and
sensitive index of ODG evolution.

Compared to astrocytomas, the high sensitivity of
ODG to PCV therapy is well established but not fully
understood. One of the most relevant prognostic
factors for this responsiveness is the molecular pat-
tern of ODG. Loss of chromosomes 1p and 19q, a
combined marker of ODG [23], indeed correlates with
exceptional responsiveness and prolonged survival
[24-26].

If the benefits of PCV chemotherapy in patients
with ODG are recognized, the accurate monitoring of
this treatment remains problematical. Morphological
imaging methods are difficult to interpret for this
follow-up. This difficulty probably partly explains the
high variablility of responsiveness rate based on clin-
ical follow-up and morphological imaging. For this
evaluation, MRI and ECT rely on changes in tumor
size since a large number of these tumors do not
present contrast enhancement [9]. Metabolic assess-
ment of responsiveness, as tested in the present study,
appears therefore attractive. It has already been ap-
plied for gliomas of a different type and grade, i.e. the
high grade astrocytomas. SPECT with 2°'Tl, a tracer
known to accumulate in gliomas partly through an
ATPase active transport [27], has indeed demonstrated
decreased volume and intensity of uptake in patients
with malignant astrocytoma treated with PCV. As
reported by the authors these changes were more

pronounced than morphological findings and *°'TI-
SPECT results after completion of chemotherapy
correlated with clinical findings during follow-up [28].
For the evaluation of low-grade ODG, PET study of
MET uptake was considered the method of choice in
view of the high sensitivity of this tracer for this tu-
mor, particularly in comparison to FDG. In line with
this assumption, recent data indicated that MET up-
take measurement is more suitable than FDG uptake
for monitoring therapeutic effect in low-grade gliomas
treated by brachytherapy [19]. In addition, a recent
case report describes a patient with anaplastic astro-
cytoma in whom favorable response to PCV is
accompanied by a continuous decline in MET uptake
[29].

To establish an observer-independent method of
PET-based evaluation of therapeutic response, we
used a thresholding procedure to delineate the tumor
area. Prior chemotherapy, all ODG tumors in our
study presented a high level of uptake of MET. This
avidity of low grade ODG for MET has been re-
ported in the literature [14,20]. We made use of this
feature to set a constant threshold for tumor evalu-
ation at 120% of a control area (cerebellum). The
threshold was chosen on the basis of our large
experience acquired with PET-guided brain biopsies
(more than 150 PET-guided procedures during the
last 10 years) [30]. The index of metabolic activity,
here defined as AVI, takes into consideration both
volume and activity level of the tumor. It appears
indeed essential to integrate these two variables since
tumor cells response to treatment is expected to
influence the evolution of both their total mass and
metabolic activity. AVI provides a characterization of
tumor features independently from morphological
data. Tumor delineation is indeed intrinsic to the
metabolic imaging modality and avoids subjective
delineation on PET or co-registered MRI. Obviously,
the thresholding technique does not ensure that
infiltrated cells in the surrounding brain tissue are
integrated in the evaluation but visual inspection of
the ROI obtained indicated that in all cases the core
of the tumor was accurately tested. As a matter of
fact, neither PET-MET with the threshold here used
nor FLAIR changes on MRI ensure accurate delin-
eation of the tumor and its extensions in the infil-
trated brain. Concerning this question of tumor



delineation, it is noteworthy that, as illustrated on
Figure 1, FLAIR signal is highly sensitive to post-
operative changes such as inflammation or hemor-
rhage, and therefore certainly less accurate than PET-
MET.

The mechanisms of MET uptake in gliomas is
known to depend on MET diffusion across the blood—
brain barrier, activation of carrier-mediated transport
at the same level [31] and transcellular system L-like
transport. The latter system of transport depends on
the proliferation rate of human glioma cells in vitro as
the MET uptake decreases by 73% when the cells shift
from the exponential growth phase into the plateau
phase [32]. Therefore, in our patients, we suggest that
the important reduction of MET uptake is a clue for
major metabolic disturbances of ODG when exposed
to alkylating drugs. The metabolic inhibition here
demonstrated is expected to involve diverse cell
functions including proliferation. The metabolic
reaction is obviously earlier than the consequent cell
death that leads to tumor volume reduction. This
explains the more pronounced changes detected by
AVI compared to FLAIR. In addition, the FLAIR
signal probably overestimates tumor volume by the
assimilation of the inflammatory and gliotic reactions.
In fact, areas of high signal intensities on FLAIR
images were inhomogeneous within the tumor mass.
Unfortunately, there is no criterion available to dif-
ferentiate on these images tumor from inflammatory
changes within the tumor boundaries or the sur-
rounding tissue [33]. It has been also described that,
in the postoperative phase, FLAIR imaging is unable
to suppress the signal related to cerebrospinal fluid
because of the presence of protidic cell components
and blood within the resection cavity [34]. The mul-
tiple factors that influence AVI and FLAIR changes
probably evolve on different time scales. The present
study did not specifically address the question of
differences in kinetics between PET-MET and FLAIR
changes on MRI. Still, it is worth noting that in the
patient who was assessed before completion of the
PCV cycles, AVI decreased to 20% of the initial tu-
mor level when the FLAIR volume had not yet
changed.

The clinical relevance of AVI evaluation of ODG
response to treatment certainly requires further stud-
ies. As a first approach, it is noteworthy that no patient
with AVI decrease in the present series presented
neurological sign of relapse during the follow-up per-
iod. Based upon the imaging techniques, to distinguish
responders from non-responders we applied the crite-
rion of 25% decrease of the initial value of AVI and/or
FLAIR. Six of our patients presented this response
and one did not. However, the prognostic value of the
AVI response in terms of time of relapse is an aspect
that the study has not addressed. A multi-centric study
is needed to establish by ROC curve analysis the
accurate cut-offs to separate responder and non-re-
sponder groups. Three patients presented no relapse in
tumor activity more than 1.5 year post-treatment but
longer follow-up in a larger population will be neces-
sary to investigate this point.
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Conclusion

This study, based on limited number of patients and
follow-up period indicates that AVI derived from PET-
MET analysis may provide a sensitive and objective
marker of ODG response to PCV chemotherapy.
Volumetric data from MRI-FLAIR provide concor-
dant information on ODG response to PCV treatment,
though PET-MET appears significantly more sensitive.
The two imaging techniques obviously provide infor-
mation of different nature and larger multi-centric
studies should establish their respective usefulness,
particularly in term of prognostic value.

Acknowledgements

This study was supported by the National Fund for
Scientific Research, and the National Lottery, Bel-
gium.

References

1. Stieber VW: Low-grade gliomas. Curr Treat Options Oncol 2:
495-506, 2001

2. Cairncross JG, Macdonald DR: Chemotherapy for oligoden-
droglioma. Progress report. Arch Neurol 48: 225-227, 1991

3. Glass J, Hochberg FH, Gruber ML, Louis DN, Smith D,
Rattner B: The treatment of oligodendrogliomas and mixed
oligodendroglioma-astrocytomas with PCV chemotherapy. J
Neurosurg 76: 741-745, 1992

4. Mason WP, Krol GS, DeAngelis LM: Low-grade oligodendro-
glioma responds to chemotherapy. Neurology 46: 203207, 1996

5. van den Bent MJ, Kros JM, Heimans JJ, Pronk LC, van
Groeningen CJ, Krouwer HG, Taphoorn MJ, Zonnenberg BA,
Tijssen CC, Twijnstra A, Punt CJ, Boogerd W: Response rate
and prognostic factors of recurrent oligodendroglioma treated
with procarbazine, CCNU, and vincristine chemotherapy.
Dutch Neuro-oncology Group. Neurology 51: 1140-1145, 1998

6. Buckner JC, Gesme D Jr, O’Fallon JR, Hammack JE, Stafford
S, Brown PD, Hawkins R, Scheithauer BW, Erickson BJ, Levitt
R, Shaw EG, Jenkins R: Phase II trial of procarbazine,
lomustine, and vincristine as initial therapy for patients with
low-grade oligodendroglioma or oligoastrocytoma: efficacy and
associations with chromosomal abnormalities. J Clin Oncol 21:
251-255, 2003

7. Diabira S, Rousselet MC, Gamelin E, Soulier P, Jadaud E,
Menei P: PCV chemotherapy for oligodendroglioma: response
analyzed on T2 weighted-MRI. J Neurooncol 55: 45-50, 2001

8. Daumas-Duport C, Varlet P, Tucker ML, Beuvon F, Cervera P,
Chodkiewicz JP: Oligodendrogliomas. Part I: Patterns of
growth, histological diagnosis, clinical and imaging correla-
tions: a study of 153 cases. J Neurooncol 34: 37-59, 1997

9. Scott JN, Brasher PM, Sevick RJ, Rewcastle NB, Forsyth PA:
How often are nonenhancing supratentorial gliomas malignant?
A population study. Neurology 59: 947-949, 2002

10. Kelly PJ: Computed tomography and histologic limits in glial
neoplasms: tumor types and selection for volumetric resection.
Surg Neurol 39: 458-465, 1993

11. Herholz K, Holzer T, Bauer B, Schroder R, Voges J, Ernestus
RI, Mendoza G, Weber-Luxenburger G, Lottgen J, Thiel A,
Wienhard K, Heiss WD: 11C-methionine PET for differential
diagnosis of low-grade gliomas. Neurology 50: 1316-1322, 1998

12. Ericson K, Lilja A, Bergstrom M, Collins VP, Eriksson L, Ehrin
E, von Holst H, Lundqvist H, Langsrom BB, Mosskin M:
Positron emission tomography with ([11C]methyl)-L-methio-



168

20.

21.

22.

23.

nine, [11C]D-glucose, and [68Ga]EDTA in supratentorial
tumors. J Comput Assist Tomogr 9: 683-689, 1985

Ogawa T, Inugami A, Hatazawa J, Kanno I, Murakami M,
Yasui N, Mineura K, Uemura K: Clinical positron emission
tomography for brain tumors: comparison of fludeoxyglucose F
18 and L-methyl-11C-methionine. Am J Neuroradiol 17: 345—
353, 1996

Derlon JM, Petit-Taboue MC, Chapon F, Beaudouin V, Noel
MH, Creveuil C, Courtheoux P, Houtteville JP: The in vivo
metabolic pattern of low-grade brain gliomas: a positron
emission tomographic study using 18F-fluorodeoxyglucose
and 11C-L-methylmethionine. Neurosurgery 40: 276-287; dis-
cussion 287-288, 1997

Goldman S, Levivier M, Pirotte B, Brucher JM, Wikler D,
Damhaut P, Dethy S, Brotchi J, Hildebrand J: Regional
methionine and glucose uptake in high-grade gliomas: a
comparative study on PET-guided stereotactic biopsy. J Nucl
Med 38: 1459-1462, 1997

Massager N: [Usefulness of PET scan guidance in stereotaxic
radioneurosurgery using a gamma knife]. Bull Mem Acad R
Med Belg 157: 355-362; discussion 363-369, 2002

De Witte O, Goldberg I, Wikler D, Rorive S, Damhaut P,
Monclus M, Salmon I, Brotchi J, Goldman S: Positron emission
tomography with injection of methionine as a prognostic factor
in glioma. J Neurosurg 95: 746-750, 2001

Bustany P, Chatel M, Derlon JM, Darcel F, Sgouropoulos P,
Soussaline F, Syrota A: Brain tumor protein synthesis and
histological grades: a study by positron emission tomography
(PET) with C11-L-Methionine. J Neurooncol 3: 397-404, 1986
Voges J, Herholz K, Holzer T, Wurker M, Bauer B, Pietrzyk U,
Treuer H, Schroder R, Sturm V, Heiss WD: 11C-methionine
and 18F-2-fluorodeoxyglucose positron emission tomography: a
tool for diagnosis of cerebral glioma and monitoring after
brachytherapy with 1251 seeds. Stereotact Funct Neurosurg 69:
129-135, 1997

Kaschten B, Stevenaert A, Sadzot B, Deprez M, Degueldre C,
Del Fiore G, Luxen A, Reznik M: Preoperative evaluation of 54
gliomas by PET with fluorine-18-fluorodeoxyglucose and/or
carbon-11-methionine. J Nucl Med 39: 778-785, 1998

Comar D, Cartron J, Maziere M, Marazano C: Labelling and
metabolism of methionine-methyl-11 C. Eur J Nucl Med 1: 11—
4, 1976

Bynevelt M, Britton J, Seymour H, MacSweeney E, Thomas N,
Sandhu K: FLAIR imaging in the follow-up of low-grade
gliomas: time to dispense with the dual-echo? Neuroradiology
43: 129-133, 2001

Reifenberger J, Reifenberger G, Liu L, James CD, Wechsler W,
Collins VP: Molecular genetic analysis of oligodendroglial
tumors shows preferential allelic deletions on 19q and 1p. Am J
Pathol 145: 1175-1190, 1994

24. Hashimoto N, Murakami M, Takahashi Y, Fujimoto M,
Inazawa J, Mineura K: Correlation between genetic alteration
and long-term clinical outcome of patients with oligodendrog-
lial tumors, with identification of a consistent region of deletion
on chromosome arm lp. Cancer 97: 2254-2261, 2003

25. Smith JS, Perry A, Borell TJ, Lee HK, O’Fallon J, Hosek SM,
Kimmel D, Yates A, Burger PC, Scheithauer BW, Jenkins RB:
Alterations of chromosome arms Ip and 19q as predictors of
survival in oligodendrogliomas, astrocytomas, and mixed
oligoastrocytomas. J Clin Oncol 18: 636-645, 2000

26. Cairncross JG, Ueki K, Zlatescu MC, Lisle DK, Finkelstein
DM, Hammond RR, Silver JS, Stark PC, Macdonald DR, Ino
Y, Ramsay DA, Louis DN: Specific genetic predictors of
chemotherapeutic response and survival in patients with ana-
plastic oligodendrogliomas. J Natl Cancer Inst 90: 1473-1479,
1998

27. Brismar T, Anderson S, Collins VP: Mechanism of high K+
and TI+ uptake in cultured human glioma cells. Cell Mol
Neurobiol 15: 351-360, 1995

28. Roesdi MF, Postma TJ, Hoekstra OS, van Groeningen ClJ,
Wolbers JG, Heimans JJ: Thallium-201 SPECT as response
parameter for PCV chemotherapy in recurrent glioma. J
Neurooncol 40: 251-255, 1998

29. Herholz K, Kracht LW, Heiss WD: Monitoring the effect of
chemotherapy in a mixed glioma by C-11-methionine PET. J
Neuroimag 13: 269-271, 2003

30. Levivier M, Wikler D Jr, Massager N, David P, Devriendt D,
Lorenzoni J, Pirotte B, Desmedt F, Simon S Jr, Goldman S,
Van Houtte P, Brotchi J: The integration of metabolic imaging
in stereotactic procedures including radiosurgery: a review. J
Neurosurg 97: 542-550, 2002

31. Pardridge WM: Brain metabolism: a perspective from the
blood-brain barrier. Physiol Rev 63: 1481-535, 1983

32. Langen KJ, Muhlensiepen H, Holschbach M, Hautzel H,
Jansen P, Coenen HH: Transport mechanisms of 3-[123I]iodo-
alpha-methyl-L-tyrosine in a human glioma cell line: compar-
ison with [3H]methyl]-L-methionine. J Nucl Med 41: 1250-
1255, 2000

33. Tsuchiya K, Mizutani Y, Hachiya J: Preliminary evaluation of
fluid-attenuated inversion-recovery MR in the diagnosis of
intracranial tumors. Am J Neuroradiol 17: 1081-1086, 1996

34. Essig M, Metzner R, Bonsanto M, Hawighorst H, Debus J,
Tronnier V, Knopp MV, van Kaick G: Postoperative fluid-
attenuated inversion recovery MR imaging of cerebral gliomas:
initial results. Eur Radiol 11: 20042010, 2001

Address for offprints: Bich-Ngoc-Thanh Tang, Hospital Erasme,
route de Lennik 808, 1070 Brussels, Belgium; Tel.: +32-2-555-3111,
ext. 5727; Fax: +32-3-555-6800; E-mail: Thanh.Tang@ ulb.ac.be



