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Introduction
Up until the start of the last decade, 
whole-body magnetic resonance imag-
ing could not be performed in one single 
examination due to the technical con-
straints associated with the equipment 
e.g., field-of-view (FOV), number of 
coils, and number of high-frequency 

channels were all subject to limitations. 
In addition, it was extremely time-con-
suming to transfer both patients and 
coils to perform a multi-stage/whole-
body MRI examination (WB-MRI). It was 
only when MR systems were enhanced 
by means of coil elements that offer 
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1 Sequence protocol for staging solid pediatric tumors. 17-year-old male, clearcell sarcoma in the gluteal region (asterisk) and pulmonary 
metastasis (arrow). Left side: basic module (coronal TIRM whole-body, transversal TIRM head and neck, T2w TSE fat sat with PACE and ECG 
triggering thorax, T2w TSE fat sat with PACE). Upper right side: head module. Lower right side: local staging. 

flexible switching and multiple receiver 
channels, as well as automatic table 
movement (Tim – Total imaging matrix; 
introduced in 2003) that whole-body 
examinations with high spatial resolu-
tion became clinically feasible. Further-
more, the use of high-density coils is 
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absolutely essential if parallel imaging 
techniques are to be used effectively, 
because they play a key role in allowing 
MRI to be performed within a clinically-
efficient time frame, without compro-
mising the resolution, etc. [1]. The use 
of this MR technology is now widespread 
and it serves as the basis for developing 
fully-integrated MR/PET systems (molec-
ular MRI) that are suitable for clinical 
applications [2]. 
WB-MRI marks a paradigm shift in MR 
imaging, because examinations no lon-
ger have to be purely organ-focused and 
can be used to carry out illness-related 
evaluations instead. As far as children* 
are concerned, systematic diagnosis 
without using ionizing radiation is of par-
amount importance. At the same time, 
fewer multiple and sequentially per-
formed partial-body examinations are 
required. The benefits of combining diag-
nostic information for treatment-related 
decisions into a single examination are 
clear. However, within the field of pedi-
atric radiology in particular, it is essential 
to take into account that many examina-
tions require sedation. 
A range of main indications have 
emerged for WB-MRI in pediatric centers: 
■ Assessment of multifocality in the case 

of bone marrow processes 
■ Rheumatic diseases, including fever 

syndromes 
■ Diagnosis of the spread of solid tumors
There are, however, several questions 
surrounding the use of WB-MRI, which 
relate to the following issues: 
■ Examination protocols and strategies 
■ Findings evaluation and reading
■ Indications and diagnostic accuracy 
This review aims to summarize the cur-
rent state of this method in everyday 
clinical applications. It also covers prac-
tice-related aspects which are of signifi-
cance when WB-MRI is used in a pediat-
ric context. In this respect, we are able 
to draw on our own experience of having 
carried out over 600 whole-body exami-
nations on children* and young patients, 

which also clearly demonstrates the clin-
ical relevance of this method in everyday 
clinical routine.

Technical requirements, exami-
nation protocols, and strategies
The current systems support the plan-
ning and implementation of a whole-
body examination in diverse ways; for 
example, table movement, coil selec-
tion, and calibration for parallel imaging 
are fully automatic. The whole-body 
images that are often required to dem-
onstrate findings are also generated 
automatically by the scanner and varia-
tions in signal intensity, which are in 
part due to multiple-channel coils are 
optimally compensated. 
Patients are examined in a supine posi-
tion with their arms resting by their sides. 
Consequently, the arms can also be 
included in the scan and assessed easily. 
In our experience, it takes approximately 
3 minutes to put the coils in place for a 
WB-MRI, although the  specific needs of 
the child must be taken into account. 
Experience to date shows that using a 
large number of surface coils only rarely 
causes claustrophobia, even among chil-
dren. Nevertheless, our experience 
shows that the administration of a seda-
tive/endotracheal anesthesia should be 
factored in when planning a whole-body 
MRI for a child up to the age of seven. 
This decision depends both on the 
examination time and, therefore, on the 
clinical question, as well as the local 
conditions for preparing a child appro-
priately for an MRI examination. Essen-
tially, preparing a child for a whole-body 
scan is no different from what is 
required for a partial body scan. How-
ever, an effort should be made to keep 
the scan time as short as possible, par-
ticularly in the case of non-sedated 
patients. In general, this necessitates 
thorough protocol planning prior to the 
start of the examination, with modifica-
tions being implemented during the 
actual scan where necessary.
Table 1 provides an overview of the MRI 
protocols used at our institution. Even 
though no standardized examination 
protocol has yet been established for 
pediatric WB-MRI, STIR (Short Tau Inver-

sion Recovery) sequence acquisition is 
now commonplace and has proven to 
offer the sensitivity for practically all 
medical issues [3–10]. Therefore, a coro-
nal STIR sequence is normally used as 
search sequence at the beginning of the 
examination. What we refer to as the 
basic module (Fig. 1) is then supple-
mented by transverse STIR/T2-weighted 
imaging with fat saturation in the 
head/neck area and trunk of the body. 
At the same time, the use of a respira-
tory trigger in the abdomen as well as a 
respiratory and cardiac trigger in the 
thorax achieves excellent image quality, 
which enables assessment of the inter-
nal organs, including the lungs (Fig. 2). 
As an alternative or in addition, the 
BLADE technique can be used to further 
reduce both motion and flow artifacts 
[10]. Diffusion-weighted imaging (DWI) 
is not included in the table shown. As 
clinical experience involving this tech-
nology grows, the proposed examination 
protocols will undoubtedly undergo 
significant modifications. 
Further sequences are determined by 
indication and disease (for example, 
bone and bone-marrow vs. whole-body 
staging for solid tumors) and by the 
 clinical context (initial examination vs. 
follow-up). To facilitate visualization of 
the spinal column processes, a sagittal 
plane is advantageous [7], combining 
STIR and T1-weighted native sequences 
helps to distinguish marrow infiltrates 
from reactive changes or red bone 
 marrow [3, 7, 10]. Small osteoblastic 
metastases can also be detected more 
reliably using T1-weighted sequences 
[12]. Some working groups have pro-
posed the additional administration 
of contrast agents for bone marrow 
pathologies within the context of 
WB-MRI [3, 13]. 
Particularly in the context of initial diag-
nosis of soft tissue tumors or tumor-like 
pathologies in children, it is our policy to 
run additional native sequences in both 
the cranial and abdominal areas (Table 1) 
based on the experience of other work-
ing groups [14], although this approach 
has not even been adopted in recent 
studies [6, 15]. In our view, T1-weighted 
fat-saturated sequences are also required 

* MR scanning has not been established as safe for 
 imaging fetuses and infants under two years of age. 
The responsible physician must evaluate the benefit 
of the MRI examination in comparison to other 
 imaging procedures.
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after administering contrast agents (Table 
1) if the WB-MRI is to provide a definitive 
diagnosis of tumors beyond the scope 
of medical studies and the available refer-
ence standard (e.g. Positron Emission 
Tomography, PET). Further indications 
for administering contrast agents are 
when neoplastic syndromes can be dis-
counted and in the case of fever syn-
dromes or rheumatic joint diseases when 
the synovia need to be analyzed.
A distinction needs to be made between 
the proposed protocols referred to 
above and dedicated regional organ pro-
tocols similar to those used for partial 
body measurements. For example, in 
the case of solid tumors, these are based 
on guidelines or national and interna-
tional study protocols produced by vari-
ous  specialist medical associations and 
practitioners. This means that it is either 

 necessary to extend the scan time accord-
ingly or to omit certain aspects from 
the WB-MRI protocol (e.g. no additional 
abdominal and cranial imaging in the 
case of osteogenic sarcoma). 
Whole-body angiography in pediatric 
applications is only rarely performed 
(e.g. in vascular malformations and 
aneurysms).
The aforementioned whole-body DWI 
could, in the future, make a significant 
contribution to differentiating tissue 
and the effects of treatment. If further 
steps can be taken to bolster diagnostic 
accuracy, this method may allow signifi-
cant streamlining of the WB-MRI proto-
cols described [16, 17]. 

Findings
In contrast to organ-focused scans, WB-
MRI generates large numbers of images. 

In scenarios that also involve the acquisi-
tion of T1-weighted images before and 
after administering contrast agents and 
dedicated examinations of the central 
nervous system (CNS) or diffusion-
weighted images of the body, approxi-
mately 1,000 images constitute the 
norm, even in the case of pediatric 
whole-body examinations. Using opti-
mized software (which, for example, 
automatically displays a complete 
series for a particular region or organ 
system and all the sequences associated 
with a lesion) can considerably reduce 
the time required for image analysis. 
Particularly in view of the multiple fol-
low-ups involved, software solutions 
are becoming increasingly important 
[19]. In addition to the number of 
images, which demands a high level 
of attention, up until now there has 

Table 1: 
1.5T WB-MRI protocols used at the University of Tübingen for pediatric patients

Module Region Sequence Slice thickness [mm] **

Basic module

WB coronal STIR TSE  3.0 – 5.0 

Head/Neck transversal STIR TSE 4.0

Thorax transversal T2 TSE fs* 4.0

Abdomen and Pelvis transversal T2 TSE fs* 4.0

Extensions

WB coronal T1w TSE 3.0– 5.0

Brain transversal FLAIR 4.0

Brain transversal T1w-SE 4.0

Abdomen and Pelvis transversaT1w 2D GRE 4.0

Extensions after CM 
application

WB coronal T1w TSE fs 3.0 – 5.0

Brain transversal / coronal T1w-SE 4.0

Neck, Thorax Abdomen 
and Pelvis

transversal T1w 2D GRE fs 4.0

*Triggering: Thorax (breath and ECG), Abdomen (breath). 
**Adaption of resolution to size /age required. 
***Measurement times are given for 5 stations. When imaging infants and small children this can be reduced to 2 to 3 stations. 
fs (fat saturation) technique is used depending on region-of-interest.
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been a risk of clinical oversights in terms 
of findings which are not immediately 
obvious,  particularly during screening 
examinations. Given that, in contrast 
to scintigraphic methods, both normal 
findings and pathological changes can 
display the same signal intensity in 
STIR sequences, small foci, e.g. in the 
vicinity of a hyperintense bowel, are 
 easily  overlooked. In principle, other 
sequences, such as T1 both before and 
after administering contrast agents, and 
particularly DWI are useful for effectively 
detecting pathological findings. 

Diseases, indications, 
and related questions to 
be answered by WB-MRI 
Since WB-MRI was introduced for 
 pediatric applications, several studies 
have been published which compare the 
method against various reference stan-
dards (conventional imaging, functional 
imaging, clinical parameters) by focus-
ing on small patient groups that are 
frequently heterogeneous and studying 

 different techniques and medical issues 
[3–5, 7–11, 14, 16, 21–23]. Various 
problems have been identified concern-
ing the widespread use of WB-MRI in 
pediatrics, particularly with regard to 
treatment planning and follow-up. 
These problems are linked to the issue of 
evidence-based medicine involving large 
populations. Nevertheless, clear indica-
tions can be derived from the available 
studies for a range of malignant and 
non-malignant diseases in children that 
eliminate the need for additional imag-
ing completely, or at least help to reduce 
it. In this respect, bone scintigraphy is 
particularly worthy of mention. We shall 
now move on to a discussion of the key 
diseases, indications and medical issues 
that have been investigated to date 
using WB-MRI, along with details of 
possible diagnostic algorithms.

Unifocal vs. multifocal
For all diseases where using a unifocal, 
rather than a multifocal approach has 
consequences for the type of treatment, 

WB-MRI for pediatric applications has 
an extremely important role to play. 
A typical example of this would be 
Langerhansʼ cell histiocytosis (LCH). 
Based on the guidelines of the AWMF 
(Arbeitsgemeinschaft der medizinischen 
Fachgesellschaften e.V. – association of 
the scientific medical societies in Ger-
many) covering the fields of pediatric 
oncology and hematology (current ver-
sion dated 01/2008), the primary form 
of image-based diagnosis would com-
prise the following: X-ray of thorax, 
radiographic skeletal survey and any 
supplementary skeletal scintigraphy that 
may be required, along with a CT of the 
thorax and a cranial MRI examination 
[20].  Multifocal analysis has major con-
sequences both with regard to treat-
ment and follow-ups (e.g. local treat-
ment or even a wait and see strategy as 
opposed to systematic treatment with 
steroids and Vinblastine). A series of stud-
ies on a variety of diseases has revealed 
that  WB-MRI is superior to X-ray-based 
methods or skeletal scintigraphy for the 

2 10-year-old girl with sarcoma. WB-MRI was performed for staging. 
Filiae are demonstared at the left leg (asterisk) and multiple small 
lung metastases (arrows) are seen and proven by biopsy; comparison 
to CT is shown. Left: TIRM WB coronal. Upper right: T2w TSE with 
PACE and ECG triggering, lower right: CT Thin MIP.

3 Oncologic whole-body MRI in a 15-year-old boy suffering from 
Non-Hodgkin-Lymphoma. (3A–C) The comprehensive staging 
depicts all tumor sites in the mediastinum (asterisk), in bones 
(arrows) as well as in the kidney (arrow head). (3B) The severe 
compression of the trachea is well demonstrated (open arrow).
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purpose of assessing bone marrow infil-
tration [4, 7, 12, 21, 22]. The reduced 
sensitivity of scintigraphy is easily 
explained, particularly in the context of 
LCH (where this sensitivity problem has 
been documented in a small number 
of cases), as it is linked to the primary 
attack on the bone marrow and the rapid 
bone deterioration that sometimes 
occurs subsequently [9, 22]. The inferi-
ority of X-ray examination is also evident 
[10, 22]. Another reason for using WB-
MRI is that it is possible to detect 
extraskeletal manifestations, including 
attacks on the CNS [22].
In clinical terms and in terms of imaging, 
there can sometimes be an overlap 
between LCH and chronic recurrent mul-
tifocal osteomyelitis (CRMO). CRMO is 
characterized by non-bacterial inflamma-
tion with very heterogeneous processes. 
However, it is the typically multifocal 
nature of CRMO with occasional symmet-
ric metaphyseal lesions which distin-
guishes CRMO and other conditions from 
bacterial osteomyelitis (Fig. 6). Investiga-
tions carried out at our clinic revealed 
that, in the case of CRMO, there was no 
significant correlation between the extent 
of skeletal lesions detected by WB-MRI 
and clinical parameters. However, they 
produced clear evidence that X-ray exam-
inations (18%) are less sensitive than 
MRI in the case of this disease [13]. In our 
view, WB-MRI is the method of choice 
for CRMO, because it detects not only 
symptomatic but also inapparent mani-
festations, for example in a high-sensi-
tivity examination of the spinal column.
 
Status in the case of rheumatic 
 diseases
WB-MRI performed on adults allows to 
detect significantly more asymptomatic 
regions with arthritis or enthesitis than 
clinical examinations or tests [23]. The 
latter sometimes have a significant impact 
on treatment (for example, when using 
TNF-alpha inhibitors) and thus on the 
outcome [23, 24]. According to one study, 
73% of patients examined with psoriatic 
arthritis underwent changes to their treat-
ment [23]. Extraskeletal findings also 
play a significant role in cases of rheu-

4 10-year-old girl with neuroblastoma, stage IV. Follow-up of a medullar 
metastases is shown (arrow). Comparison between DWI and MIBG Scintigraphy 
is provided. Left: pre-therapy; right: after therapy. Corresponding to therapy 
response an increase of the ADC can be seen.

4

5 Screening in case of battered child, 3-year-old boy. WB-MRI shows fractures 
of the right Tibia and right pelivs. No intracranial injury is seen. X-ray performed 
after WB-MRI shows abvious repair and scleroses of the fracture. 

5

?
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matic and autoinflammatory  diseases as 
well as vasculitides, such as (dermato)
myositis, scelroderma/morphea and sar-
coidosis [25]. In such cases, we believe 
that a clear indication for using WB-MRI 
is either when there are conflicting clini-
cal and laboratory findings, or if multi-
focality is not detectable clinically or by 
using sonography (for example, on the 
cervical vertebrae), which then necessi-
tates changes to treatment (Fig. 8).

WB-MRI in the case of fever syndromes, 
unclear inflammation constellations 
and search for the focus of infection
Both immunocompetent and non-
immunocompetent patients fall into this 
heterogeneous indication group. A 
vague increase in individual or multiple 
inflammation markers is common to all 

patients. Reasons for this may include: 
a systemic disease, an undetected focus 
or a hitherto unknown/recurrent malig-
nant occurrence. Up until now, thorax 
X-rays, abdominal sonography and 
sometimes sonography of pleura, joints, 
and lymph nodes have been recom-
mended as the definitive imaging meth-
ods [26]. Reports concerning the use of 
WB-MRI in pediatric applications are 
scarce, yet it has been described as 
groundbreaking specifically where there 
is skeletal involvement. With regard to 
the newly-available MR/PET technology, 
reference is made to the results obtained 
from what we believe to be the largest 
study focusing on PET(/CT), which 
involved 32 patients with FUO (fever of 
unknown origin)/increased inflamma-
tory parameters. In this context, the PET/

CT technology resulted in a definitive 
diagnosis for 2 out of 3 children [28]. In 
light of this data, WB-MRI still represents 
a highly personalized diagnostic deci-
sion, but it should (given the relevant 
clinic and impact on treatment) clearly 
be taken into account when making 
diagnostic considerations. 

Screening for systemic diseases 
WB-MRI has already been used for 
asymptomatic patients to ensure both 
a better definition of diseases and 
improved assessment of the scale of 
 systemic conditions [29]. However, the 
clinical benefit is still open to debate 
and practical aspects such as screening 
intervals remain unresolved. 
Nevertheless, data relating to pediatric 
patients is available for specific diseases 

6 WB-MRI in case of chronic non-bacterial osteomyelitis (CNO) (7-year old girl). Multiple partially symmetric findings, some with periostal 
 reaction are shown (arrows). Clinically occult lesion within the spine. 

6
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or syndromes and certain patterns of 
disease progression. Neurofibromatosis-1 
(NF-1) is one example of the progression 
of malignant tumors. In young patients 
with NF-1 who had already developed 
a malignant peripheral nerve sheath 
tumor, the tumor burden associated 
with neurofibroma appeared signifi-
cantly larger on the WB-MRI scan than 
for those patients where there was 
no detectable malignant tumor [30]. 
However, this distinction could not be 

detected in clinical examinations and 
so patients with a high tumor burden 
require close follow-up care. Differenti-
ating between fibromas and malignant 
nerve tumors by means of morphology 
is only possible to a limited degree 
and in this context, the sensitivity of 
conventional MRI is generally lower than 
that of FDG PET/CT [31, 32]. 
WB-MRI allows effective screening for 
the detection of asymptomatic osteone-
crosis. For patients who have received 

high-dose chemotherapy in combination 
with steroids, MRI detects considerably 
more instances of avascular necrosis. 
In particular, the ability to demonstrate 
the extent of the condition and where 
it is localized is crucial when making 
treatment-related decisions [3] (Fig. 8). 
Hereditary vascular malformations are 
also a suitable indication for determining 
how relevant a particular treatment is 
(Fig. 7). In addition to showing the spread 
of the disease, the technology makes it 

7 WB-MRA in case of a vessel-syndrome with mutliple aneurysms 
(3-year-old girl).

8 JIA (5-year-old girl) synovialitis of the large joint including the 
atlantoaxial joint.  

7 8
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possible to differentiate between hem-
angiomas and also between lymphatic 
and venous malformations.

Child abuse
In cases of child abuse cranial MRI is the 
most sensitive method for assessing 
hemorrhages, ischemic and axonal dam-
age [33]. However, MRI is often used fol-
lowing a cranial CT scan in cases of acute 
impaired consciousness. Therefore, in our 
view it would be sensible to perform a 
whole-body scan afterwards as part of 
the same examination (Fig. 5). Indeed, a 
report comprising 4 cases has revealed 
that MRI offers a higher level of sensitiv-
ity than X-ray imaging when used for 
musculoskeletal injuries [34]. Neverthe-
less, X-ray scans are necessary e.g. to 
evaluate the age of fractures where mul-
tiple trauma has been sustained [33]. 

Staging and spread of 
malignant tumors 
Unfortunately, the number of published 
studies and the number of pediatric 
patients included within these are lim-
ited. Furthermore, the entities and med-
ical issues evaluated are often heteroge-
neous [4–9, 15, 30, 35]. Despite this, 
it is still possible to assert that WB-MRI 
generally produces a higher level of 
diagnostic accuracy for various organ 
systems compared to other whole-body 
imaging techniques, such as scintigra-
phy, CT, and PET/CT. The question as to 
when and for which entities WB-MRI 
should be used exclusively in the context 
of primary staging, or when it fulfils a 
supplementary role, cannot be fully 
answered on the strength of present 
studies. In our view, and in accordance 
with the available literature, an indica-
tion for using WB-MRI is when the diag-
nostic algorithm suggests skeletal scin-
tigraphy: osseous Ewingʼs sarcoma, 
osteosarcoma as well as suspected soft 
tissue sarcoma. Using an adapted meth-
odology, e.g. as proposed in Table 1, 
soft tissue findings can be accurately 
diagnosed [6]. A supplementary CT of 
the thorax, as prescribed by the relevant 
guidelines, remains an essential part of 
the clinical routine even when WB-MRI is 

used during initial staging, although MRI 
of the lungs is now capable of producing 
extremely meaningful and reliable diag-
nostic information [36].
As far as the application of WB-MRI is 
concerned, neuroblastoma (among other 
conditions) occupies a special position 
among malignant tumors. Firstly, whole-
body imaging is not generally indicated 
when the disease is clearly in the early 
stages or for early-stage nephroblastoma 
and hepatoblastoma; secondly, receptor 
scintigraphy involving metaiodobenzyl-
guanidine (MIBG) has always been car-
ried out up until now, although this only 
provides information about tumor 
spread if the findings are positive. In our 
view, and in the opinion of other authors 
[37], WB-MRI for neuroblastomas should 
be the preferred choice in two scenarios, 
in particular: 1) when there are exten-
sive local primary findings in the context 
of a preoperative assessment of the 
regional (e.g. thoracoabdominal or spi-
nal) spread and 2) when metastasis is 
suspected following a negative MIBG 
scintigram and/or a positive bone mar-
row biopsy (Fig. 4). The introduction of 
a new staging system by the Interna-
tional Neuroblastoma Risk Group (INRG) 
means that the assessment of multicom-
partment extension using MRI has a 
major role to play. Furthermore, WB-MRI 
appears to offer a higher level of sensi-
tivity than MIBG scintigraphy when used 
for bone and bone marrow findings. 
As far as lymphoma staging is con-
cerned, it has been clear for a long time 
that MRI is capable of identifying more 
affected regions than conventional 
imaging (CT, scintigraphy) [5] (Fig. 3). 
A recent study demonstrates an almost 
identical level of sensitivity for nodal 
manifestations (99%) and only a margin-
ally lower level of sensitivity for extrano-
dal manifestations (91%) compared with 
FDG PET/CT [15]. However, in the case of 
nodal manifestations and assuming a 
threshold value of 1 cm, a purely mor-
phological assessment results in the 
stage being under- or overestimated in 
individual cases. This limitation could 
be overcome by applying diffusion-
weighted imaging [38, 39]. A study 

involving 40 patients has illustrated the 
superiority of FGD PET over MRI for both 
early and late treatment responses [40]. 
It is not yet clear whether MR methods 
such as DWI are capable of taking over 
this role, although initial results suggest 
that diffusion-weighted MRI is compara-
ble with PET. Specifically in connection 
with the MR/PET technology that is now 
available, this opens up new horizons in 
terms of diagnosis and treatment moni-
toring. 
As far as we are aware, no studies have 
been published regarding the use of 
WB-MRI for the restaging of malignant 
tumors in children. However, in our 
experience, significant inferences can be 
made using WB-MRI findings. Suspected 
recurrent tumors or metastasis involving 
symptoms such as pain, fever, and neu-
rological abnormalities or other abnor-
malities detected in the lab can be swiftly 
ruled out or confirmed. Examination 
protocols can be adapted according to 
the suspected diagnosis, so that the full 
potential of MRI specificity can be uti-
lized. Naturally, this also applies to 
renewed post-treatment monitoring, for 
which alternative regimes need to be 
validated (Fig. 1).

Organ-focused diagnostic 
accuracy of WB-MRI
Several studies on adults and children 
have demonstrated that, irrespective 
of the methodology selected, WB-MRI 
offers a significantly higher level of sen-
sitivity than skeletal scintigraphy when 
used for malignant bone- and bone mar-
row lesions [4, 7, 12, 21, 22]. Compared 
to PET/CT, classifying the data is more 
difficult. In this respect, benchmark set-
ting has an important role to play. Fur-
thermore, it has been sufficiently well 
established that PET reveals considerable 
differences between specific tumor 
 entities and the associated grading with 
regard to hypermetabolism, meaning 
that there are likely to be differences 
between the diagnostic accuracy of the 
two methods.
In general, MRI is to be viewed as the 
imaging method of choice for assessing 
brain metastases, rather than using CT 
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Summary

WB-MRI enables the effects of diseases 
on the organ systems of children and 
young people to be fully detected with-
out exposure to radiation. At our clinic, 
WB-MRI not merely represents the ideal 
supplement to established methods. 
Rather, it forms an integral part of diag-
nosis because of the extensive diagnos-
tic information that it provides and the 
way it reduces the need for further 
forms of imaging. It makes it possible to 
diagnose the spread of diseases in soft 

tissue/organs during an examination, 
thereby allowing risk stratification to 
take place before embarking on treat-
ment. Hodgkinʼs lymphoma constitutes 
an exception here, as the findings to 
date have revealed that PET (PET/CT) is 
a superior form of technology for this 
disease, both during initial staging and 
treatment monitoring. 


