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Abstract
Advances in magnetic resonance spectroscopy (MRS) methodology and related analytic strategies
allow sophisticated testing of neurobiological models of disease pathology in psychiatric disorders.
An overview of principles underlying MRS, methodological considerations and investigative
approaches is presented. A review of recent research is presented that highlights innovative
approaches applying MRS, in particular 1H MRS, to systematically investigate specific psychiatric
disorders, including autism spectrum disorders, schizophrenia, panic disorder, major depression and
bipolar disorder.

Background
From its earliest days, psychiatry has sought to relate psychological processes to brain
mechanisms. The development and research application of newer imaging modalities is
beginning to make this goal feasible. Clinical applications of highly resolved 2-D and 3-D
structural magnetic resonance imaging (MRI) techniques have demonstrated intriguing
relationships between brain anatomical features and psychiatric disorders1 but, do not directly
address mechanisms underlying these relationships. Delineation of structural abnormalities by
MRI can help to focus research, but the factors that influence image intensity in conventional
MRI are complex and image intensity changes alone cannot be used to infer specific
pathological processes. Furthermore, although MRI is sensitive to changes in tissue water
characteristics and defining structure at a macroscopic level, it is insensitive to much of cellular
level organization.2 Invasive studies directly assessing brain tissue are not generally suited to
the study of psychiatric illness. Investigations of peripheral metabolic or endocrinologic
processes as an analog for the brain are substantially limited by the isolation of the brain from
the bloodstream by the blood-brain barrier.3 Although animal studies using invasive techniques
have attempted to bridge this gap, it is difficult to reach conclusions regarding human
psychiatric disorders on the basis of animal observations.

Magnetic resonance spectroscopy (MRS) provides a non-invasive method for characterizing
chemistry and cellular features in vivo. Prior to the availability of MRI, MRS had been
developed and used extensively in vitro for the characterization of chemical samples. In fact,
the development of MRI, based on detection of water distribution in tissue, was made possible
by innovative extensions of existing MRS technology in liquids and solid state nuclear
magnetic resonance techniques.4,5 When applied to living systems, MRS can be used to
measure the chemical composition of tissues, characterize certain tissue metabolic processes,
and identify unanticipated chemical or metabolic relationships to disease. In brain tissue,

Correspondence: Stephen R. Dager, M.D. Director, Neuroimaging Research Group Department of Radiology University of Washington
School of Medicine 1100 NE 45th Str, Suite 555 Seattle, WA 98105.

NIH Public Access
Author Manuscript
Top Magn Reson Imaging. Author manuscript; available in PMC 2009 April 16.

Published in final edited form as:
Top Magn Reson Imaging. 2008 April ; 19(2): 81–96. doi:10.1097/RMR.0b013e318181e0be.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



concentrations and mobility of MRS-visible low molecular-weight chemicals are measured as
spectral peaks and can be used to detect abnormalities in brain regions that appear normal in
MRI, as well as to elucidate pathology underlying MRI-visible abnormalities. Numerous
studies have utilized MRI to study brain structural abnormalities associated with psychiatric
disorders, but increasingly MRS is being applied to characterize tissue-based chemical or
metabolic abnormalities in specific psychiatric disorders.

It is beyond the scope of this paper to describe the basic principles of MRS in detail, but
comprehensive reference works are available.6,7 As a brief overview, certain atomic nuclei
possess magnetic properties due to unpaired nucleons, protons or neutrons, that have potential
psychiatric research applications, including hydrogen (1H), phosphorus (31P), lithium (7Li),
fluorine (19F) and carbon (13C). It is important to note that these nuclei are nonradioactive and
occur naturally, although often in small physiologic concentrations. When placed in a strong
magnetic field the unpaired nucleons align their spins either parallel or antiparallel to the axis
of the externally applied magnetic field (Bo). Hydrogen, for example, has two spin orientations
with slightly different energy levels and spin population numbers. Other nuclei may have more
than two spin orientations, or spin states. A difference in population numbers between spin
states gives rise to a magnetic moment along the direction of the applied magnetic field. In
addition to the vector sum of the population of nuclear spins, each individual spin aligns at
some angle with respect to the magnetic field and rotates or “precesses” around it.

For a specific molecule, the MRS signal reflects a unique frequency of precession, the Larmor
frequency, wherein nuclei within different chemical functional groups exhibit different
resonance frequencies due to the unique magnetic shielding of local molecular electrons.
Electron clouds shield each nucleus differently because the cloud is unique to the bond
configuration within a particular molecule. Each nucleus experiences a slightly different local
magnetic field and resonates at a slightly different frequency. The amount of shift in resonance
frequency for a given nucleus in a particular molecule is termed its “chemical shift.” This
unique chemical shift experienced by the same nucleus in different molecules is what makes
MRS a useful investigative tool.

To obtain detectable MRS signals, nuclei at equilibrium in the magnetic field are perturbed by
transmitting a radiofrequency (RF) pulse at the Larmor frequency that causes the spins to absorb
and re-emit energy (resonate). During the absorption process the nuclear magnetization
changes orientation (spin flip) and realigns itself with the magnetic field during re-emission of
energy. The MRS signal, referred to as a free-induction decay, is acquired as a waveform over
time, digitized and then Fourier transformed to obtain a frequency domain spectrum, shown
in Figure 1. As the Larmor frequency for a given molecule is directly proportional to the
magnitude of magnetic field strength, frequency measurements are expressed as chemical shift,
a dimensionless quantity by convention given in units of parts per million (PPM), to allow
standardization between magnets of differing field strengths. MRS metabolite levels are
quantified by finding the area under the spectral peak using integration or curve-fitting
techniques. Typically, these peak areas are referenced to an internal reference (eg., brain water
or another brain chemical) or external phantom (e.g., test-tube placed next to the head) in order
to follow/compare chemical levels within and between individuals. Coupling between the
nuclei within a molecule gives rise to multiplet patterns (i.e. splitting of spectral lines) that are
specific to the chemical bond structure between the nuclei. These multiplet patterns also change
with the timing of specific data acquisition parameters, referred to as spectral editing
methods,that can be used to reveal complex patterns that provide more specific information
about the chemical bond structure and can allow some molecules not otherwise separable, such
as GABA, to be measured.
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MRS applications to investigate 31P, 7Li, 19F and 1H- containing compounds have all been
used to pursue psychiatric research questions, for example, 31P MRS investigations of pH
regulation in panic disorder8,7Li determination of brain lithium uptake9, 19F MRS
investigations of brain pharmacokinetics for fluorine-containing psychotropic drugs (eg,
fluoxetine and fluvoxamine)10, and 1H MRS investigations of brain metabolic response to
caffeine ingestion and the effects of tolerance.11 Psychiatric research applications using 1H
MRS, are becoming more widely applied, in part due to methodological advances, and will be
the main focus of this paper.

Quantifiable chemicals by 1H MRS include N-acetyl aspartate (NAA, most often measured as
the total of NAA + N-acetyl aspartyl glutamate), creatine (Cre; composed of creatine and
phosphocreatine), choline (Cho; includes multiple resonances primarily consisting of four
membrane/myelin related chemicals: phosphorylethanolamine (PE), phosphorylcholine (PC),
glycerophosphorylethanolamine (GPE), and glycerophosphorylcholine(GPC)), myo-Inositol
(mI) and lactate (Lac). Glutamate (Glu), gamma-amino butyric acid (GABA), and glutamine
(Gln) have complicated peak shapes and resonate at overlapping spectral locations, resulting
in the use of GLX as a common description of the combined peaks.12 Though the individual
resonances comprising GLX are difficult to separate due to complicated multi-peak shapes and
broad baseline components (lipids/macromolecules), Glu can be isolated at higher magnetic
field strength since spectral patterns separate with increasing field strength13 but, correction
for T2 relaxation is necessary if absolute quantification is required. The extent to which
glutamine can be distinguished from glutamate in 1H MRS studies is a current focus of technical
development due to the presence of glutamate-glutamine neuronalastrocyte cycles that make
this distinction important. Although the only true solution is to use very high field strength
(>4T)14, there are recent MR spectroscopic approaches for separating glutamate from
glutamine and other spectral editing needs using 2-D J-resolved MRS methods to measure J-
coupled metabolites15. Similarly, although time consuming for data acquisition and
technically challenging, GABA can be measured using spectral editing techniques.16

NAA, the most prominent 1H MRS spectral peak, is found only in the nervous system.17
Available data support a role for NAA as a sensitive marker for neuronal integrity or neuronal-
glial homeostasis. For example, in a study of closed head injury sequelae, NAA levels were
reduced in relation to severity of head trauma and predictive of clinical outcome.18 A complex
NAA shuttle between neurons and oligodendrites suggests an important role for NAA in
synaptic maintenance, myelination, the regulation of cellular osmolarity and neuronal
metabolism.19-22 During normal development, and paralleling myelination, NAA levels
increase dramatically during the first year of life, variably increase across different brain
regions during the next 2 to 3 years, and then gradually plateau in early adulthood.12,23,24
This pattern of change in NAA is thought to reflect neuronal maturation due to increasing
synaptic, dendritic and axonal projections. Cre levels also change during development,
increasing in the brain from birth until about two years of age.12,23,24 During the first year
of life, and also paralleling myelination, 1H MRS measured Cho concentration decreases
rapidly as PE and PC decrease; in contrast, smaller magnitude increases of GPE and GPC
occur.2,23 In disease states or traumatic brain injury, NAA and Cre generally decrease, whereas
Cho levels typically increase, in relation to severity of neuronal injury, resulting from
membrane and myelin breakdown adding to the measurable signal.18 The mI resonance, a
singlet at 1.5 Tesla that also includes a contribution from syllo-inositol, is an important
regulator of brain osmotic balance and also the precursor for phosphoinositides involved in the
cellular membrane-based second messenger system.25 Although difficult to detect at rest in
the normal brain at 1.5T, Lac has an important role in brain bioenergetics26 and is often
elevated in the setting of inborn errors of metabolism or hypoxia, but also under conditions of
moderate reduction in cerebral blood flow and/or increased brain metabolism as occurs, for
example, in response to hyperventilation or caffeine ingestion.11,27 Small Lac elevations, in
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conjunction with other chemical alterations, such as GLX elevation, may also reflect subtle
impairment of brain bioenergetics, such as a shift in redox state, providing a potential marker
for mitochondrial compromise in specific psychiatric disorders, such as bipolar disorder.28
Glu and GABA, the major excitatory and inhibitory neurotransmitter, respectively, are of
substantial interest in many clinical conditions, including seizure disorders. 29

MR Spectroscopy Quantification Techniques
A contentious but important topic concerns the optimal approach for analyzing and reporting
MRS data. In vivo applications of MRS to quantify brain levels of measurable chemicals, such
as NAA, choline and creatine, require the use of specialized software to fit the spectral peaks.
At one time, particularly for initial in vitro applications, individual NMR peaks printed on
paper were actually cut out and weighed in order to evaluate the relative peak area. An early
advance was the use of peak heights as an estimate of chemical levels, initially using a ruler
then fitting software that allowed Lorentzian/Gaussian peaks to be fit. Subsequently, the field
has advanced so that chemical concentrations can be automatically extracted from MR spectra
using sophisticated and well-documented time domain and spectral frequency fitting software
packages such as: LCModel 30,31 or Magnetic Resonance User Interface (MRUI)32. These
packages also account for the extreme baseline variation that occurs with very short-echo
proton spectra of the brain. LCmodel has been directly compared with MRUI to assess the
influence of signal-to-noise ratios (SNRs) and different linewidths on the accuracy and
precision of the quantification results of proton metabolites found in the brain.33 Both
approaches were found to be comparable when applied in their standard configuration (i.e.,
fitting a spline as a baseline for LCModel, and weighting the first data points for AMARES
(part of MRUI) although the more accurate quantification of Glx favored the use of LCModel.
Other approaches, such as SAGE (General Electric Medical Systems, Milwaukee, WI) can
perform line fitting and have the capability of using time-domain filters, such as apodization
and Fourier transformation, but have limited ability to correct for baseline variation.

Reporting of 1H MRS data initially favored the use of metabolite ratios (e.g., NAA/Cre) to
adjust for SNR differences between studies. This approach further had the advantage of
compensating for partial volume differences in individual voxels, primarily a concern for the
CSF component and, to a lesser extent, also grey-white tissue metabolite differences. However,
a drawback to this approach is the assumption that the ratio denominator (e.g., Cre) is not
affected by the pathological processes under investigation, an assumption often not met. More
recent approaches have utilized a separate water scan, using the unsuppressed water peak as
an internal reference standard to control for SNR differences across studies. However, this
approach requires the acquisition of an additional scan and also entails assumptions regarding
the stability of the water peak. Using the water peak as an internal standard further necessitates
correction for partial volume effects, frequently not performed in published studies. The
LCModel fitting approach allows fitting in relationship to an external reference standard using
basis sets consisting of known quantities of individual chemicals being measured, preferably
scanned on the same scanner (an electronic basis set library is available for newer scanner
platforms), but does not account for scanner drift over time, as the basis set is typically scanned
at one point in time, nor individual subject differences in field inhomogeneity. 30,31 This latter
approach additionally necessitates correction for partial volume effects. Other factors that can
influence metabolite quantification, such as T1 and T2 relaxation differences in specific disease
states are currently infrequently addressed but can be diminished using shorter TE.34 In our
laboratory, we currently use LCModel for spectral fitting in combination with internal water
referencing and partial volume correction to determine metabolite concentrations.
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Advances in Magnetic Resonance Spectroscopy
Critical to psychiatric applications, recent technical advances have led to substantial
improvement in 1H MRS spatial and temporal resolution. In general, a direct trade-off occurs
between spatial and temporal resolution, with increased spatial resolution achieved at the
expense of temporal resolution and vice-versa. Spatial or temporal resolution is a function of
signal-to-noise ratio (SNR)/unit time and unit volume (i.e. a function of field strength and coil
sensitivity, which is also spatially dependent), metabolite concentration, multiplet pattern and
spectral resolution. Earlier applications of 1HMRS requiring good temporal resolution for
measuring metabolites at low concentration, such as lactate, could necessitate voxel sizes as
large as 27cc.35 For non-proton MRS such as 31P MRS, the spatial resolution, even at higher
field strength and for longer acquisition times, generally remains very coarse (e.g., typically
8cc voxel size, at best). On the other hand, we and others have shown that SNR increases
linearly with field strength and the singlet resonances narrow slightly with increasing field
strength.36 As further discussed below, this permits at 3T, for example, the acquisition over
17 minutes (TE= 35 msec) of chemical images with as small as 0.18 cc voxel size (3.4×3.4×15
mm3) using an 8 channel array coil. Generally, improved SNR is achieved with shorter TE
that follows from the T2 relaxation curve equation which, however, is not linear in relationship.
There are additional measurement sensitivity considerations for singlet resonances, such as
NAA, compared to the measurement of multiplets, such as Glu. For instance, in comparison
to the above example but instead acquiring data over 8.5 minutes and using a 12 channel array
coil with 0.5 cc voxel size, along with a shorter TE (TE= 15msec), we can obtain a similar
SNR for NAA whereas to achieve similar sensitivity for Glu it would be necessary to measure
for about 8 times as long acquisition time or to use correspondingly larger voxels.

Clinical MRS applications to study psychiatric populations have generally employed single-
voxel techniques that acquire chemical information from a single brain area, typically of large
volume in order to obtain sufficient SNR, and with variable voxel placement. A substantial
advance in MRS applications has been the implementation of spectroscopic imaging techniques
having very short acquisition times that can be used to systematically measure regional brain
chemistry. Spectroscopic imaging maps chemical signal intensity distributions in human brain,
similar to mapping the distribution of water protons for obtaining an MRI. Chemical imaging
techniques are particularly suitable for IH MRS, because of the high physiologic concentration
of most proton-containing compounds and its greater magnetic sensitivity compared to other
nuclei. 6,7 In contrast to the time required for performing repeated single-voxel 1H MRS
acquisitions to sample multiple regions, rapid spectroscopic imaging techniques (MRSI), such
as proton echo-planar spectroscopic imaging (PEPSI), allows multiple regions to be acquired
simultaneously (eg, a 32 × 32 spatial matrix [1024 voxels] at 1.5T, and, more recently, a 64 ×
64 spatial matrix [4096 voxels] at 3T) which is clinically advantageous, particularly for studies
of agitated or sleeping subjects(eg., children) and for measuring changing metabolic states
during a single scanning session, since 2-D and 3-D spatial encoding can be achieved in a
reasonable time frame, typically under 5-10 minutes, 11,37,38 Combining PEPSI with recent
advances in parallel MRI utilizing RF coil arrays can further accelerate MRSI data acquisition
to under a minute for some applications, depending on the field strength, to obtain single-
average chemical images of Cho, Cre, NAA, as illustrated in Figure 2, and certain J-coupled
metabolites, such as Glu, illustrated in Figure 3, with acceptable spectral quality and
localization. 38,39

One analytic approach for increasing SNR, complementary to the effects of increasing
magnetic field strength of the scanner, capitalizes upon the large number of voxels obtained
using MRSI. A single MRSI acquisition can generate thousands of individual spectra, each
with a SNR that is dependent upon the voxel size. Through anatomical co-registration of the
MRS signal from each voxel and averaging individual spectra together within an anatomically
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defined brain region or regions, in such a way as to correct for individual phase and frequency
shift differences between voxels, substantially improvement in SNR can be achieved. This
analytic approach, illustrated using T2-weighted MRI and PEPSI data acquired with a 1.5 Tesla
GE scanner from a 3 year old child with autism, is shown in Figures 4-6. PEPSI raw data are
first reconstructed using software developed for this purpose (Richards- unpublished data),
then individually phased-corrected and shift-corrected using a commercially available spectral
fitting program (LCmodel).30,31 Figure 4 demonstrates one step in the process of co-
registering PEPSI spectra to the anatomical substrate (detailed at
http://www.sph.sc.edu/comd/rorden/mricro.html). A 3-D volume is then created that contains
the position of the PEPSI slice within the 3-D MRI structural volume. Figure 5 shows an
example data set of superimposed spectra acquired from a specific region of interest (ROI),
after filtering out spectral artifact, that are then combined together to obtain a single averaged
ROI fitted spectrum, as shown in Figure 5.

Spectral aliasing and localization artifacts, problems commonly encountered with conventional
spectroscopic imaging techniques, can be avoided by using modified data acquisition and
reconstruction methods.37-39 This approach has increasingly been applied to assess brain
chemical/ anatomical relations, but most results have been obtained at long-echo times
(eg,TE=272 ms) for reasons of technical feasibility, primarily due to lipid suppression, the
need to simplify the spectral pattern by removing multiplet resonances to facilitate
quantification, image reconstruction, and acquisition considerations. Very short-echo times
(eg, 20 msec) can also be acquired, which along with affording additional mapping of chemicals
with short T2’s such as mI, alleviates some of the confounds associated with chemical
quantification, as noted above.34,40

Psychiatric applications of MRS
DSM-IV defined axis I psychiatric conditions,41 such as autism disorder, panic disorder,
schizophrenia, depression and bipolar disorder (manic-depressive illness), have long been
believed to have abnormal neural regulatory mechanisms underlying symptom manifestation.
The application of MRS techniques provides the psychiatrist/neuroscientist an opportunity to
directly test hypotheses regarding both normal emotional expression and pathophysiologic
processes underlying disorders of emotional expression or psychosis. In general, comparison
of findings between studies using MRS is challenging due to the small numbers of subjects
typically reported with resultant power considerations limiting interpretation of findings,
differences in methodology for spectral acquisition, brain region(s) investigated (single-voxel,
in particular), and demographic and clinical characteristics of populations studied (e.g.,
differences in age ranges, clinical subtype, such as bipolar depressed vs euthymic vs
hypomanic/manic mood state, medication status, etc). Prior reviews have detailed earlier
applications of MRS to investigate psychiatric disorders.42-44 However, the capabilities and
potential applications of MRS have rapidly progressed since those articles were written. The
intent of this review is to highlight more recent technical advances and research strategies for
clinically applying 1H MRS to investigate specific psychiatric disorders.

Autism
The autism spectrum disorders (ASD) are a behavioral syndrome considered to reflect a
complex interaction of genetic and environmental influences on altering normal brain
development.45, ASD is frequently associated with mental retardation, evident in 30- 70% of
individuals, the variability of which may be related to the recognized extent of ASD symptom
expression. 46,47 There also is a substantial risk of seizures in ASD that have a bimodal pattern
of onset either in the first two years of life or, more typically, as the child enters adolescence,
with prevalence rates variously estimated at between 15-38%.48,49
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One of the more intriguing and consistent MRI findings, also observed from head
circumference (HC) studies, has been strong evidence for cerebral enlargement in ASD, at least
during early childhood. The three published MRI investigations to date, that examined
preschool-aged children (ages 2-4 years), studied soon after clinical diagnosis of ASD, all
found enlarged cerebral volumes, on average 10- 15% increases, excluding cerebrospinal fluid,
at this age range.50-52 Numerous factors have been postulated to underlie the brain volume
increases in ASD, including theories of accelerated early brain growth50, or a failure of
apoptosis and/or synaptic pruning.34

Combining 1H MRSI with MRI can allow hypothesis-driven approaches for a better
appreciation of the mechanisms underlying specific anatomical alterations associated with
ASD. For example, to account for an approximately 10% cerebral enlargement observed in
ASD children at 3-4 years51, PEPSI was used to test an exploratory hypothesis of regionally
increased NAA concentrations posited to reflect increased numbers of neurons or denser
connections arising from a disturbance of normal neuronal apoptosis or synaptic pruning
processes during early development in children with autism.34 In this model, regional chemical
concentrations would be increased, and chemical T2 relaxation times estimated from MRSI
acquired at 2 widely separated echo times, 20 msec and 272 msec, would be expected to be
shortened, as a result of densely packed molecules interacting over time following excitation
by the RF pulse. 1H MRS findings instead revealed a pattern of widely distributed regional
reductions in NAA, Cho, Cre, and mI concentration, and prolonged chemical T2 relaxation,
that were in a direction opposite to what was initially hypothesized. These 1H MRS findings
suggest that cellular packing density is not increased among young children with ASD and,
thus, do not support models of failed or reduced apoptosis and/or delayed synaptic pruning,
nor provide evidence for neuronal “overgrowth” during the preschool years, soon after
emergence of clinical symptoms diagnostic for ASD.34 In further analyses of these 1H MRS
data, co-registered to segmented tissue maps, regression analytic techniques were used to
characterize the compartmental distribution of chemical alterations between white and grey
matter. Chemical abnormalities were predominantly observed in gray matter, supporting an
altered gray matter cytoarchitecture for the 3-4 year old ASD children compared to age-
matched typically developing and developmentally delayed children.53 A subsequent 1H
MRSI study of pre-adolescent children with ASD, that used different acquisition techniques
but similar regression analytic approaches, also observed reduced NAA in gray matter, but not
white matter, compared to typically developing controls.54 Overall, the direction and
widespread anatomical distribution of chemical alterations observed, primarily reduced brain
chemical concentrations and prolonged chemical T2 relaxation, were not consistent with
theoretical models of diffusely increased neuronal packing density in the children with ASD.
34 Thus, 1H MRS findings to date point towards a different explanatory model for structural
findings of cerebral enlargement in the 3-4 year old ASD children that speculatively could
reflect developmental abnormalities associated with reduced synapse density55 , poorly
differentiated cortex56, column density/packing abnormalities57 and/or active inflammatory
processes, such as reactive gliosis.58

MRS applications have also been directed towards addressing competing theories of
hypoglutamatergic59 or reduced inhibitory balance60 mechanisms in ASD. These theories
could support findings of either decreased or elevated Glu, possibly concurrently for different
brain regions.61 In support of this, a recent single-voxel 1H MRS report studying an adult
sample with ASD found regionally elevated GLX in the right amygdalahippocampal region
compared to a control brain region in the parietal lobe.62 13C MRS used to evaluate glutamate-
glutamine cycling in patients with intractable temporal lobe epilepsy also demonstrates
significant slowing of the cycle and elevated hippocampal Glu levels.29 As proposed by those
authors and others63, 64, regionally increased Glu release and impaired clearance might
contribute to an ongoing state of increased cerebral excitability/ excitotoxicity that could
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potentially set up the conditions for seizure generation. This model is of potential clinical
relevance to ASD, which is associated with a high incidence of seizure disorders. Although
finding of elevated Glu in older individuals with ASD remain to be replicated, in the context
of recent findings of lower GLX levels in pre-adolescents with ASD 54, the possibility of GLX
levels increasing as these children get older has implications for seizure onset in adolescents
with ASD and, as well, for new targeted treatment approaches.65

Schizophrenia
Schizophrenia (SZ) is a prevalent and incapacitating psychiatric disorder occurring in about
1% of the general adult population. Neuroimaging findings from anatomical, metabolic, and
receptor studies of SZ support that core symptoms arise from abnormal neurobiological
processes underlying the disorder. Most earlier MRS studies of SZ, and a number of the more
recent, used 31P MRS to study alterations of membrane phospholipid characteristics, pH, and
bioenergetic status.43,66-69 Increasingly, 1H MRS is being used to investigate SZ 70, in
particular to characterize regional NAA alterations and the effects of treatment.

Specific brain regions have been implicated in SZ, in particular abnormalities in the structure
and function of the frontal lobes and medial temporal lobes (including the hippocampus) that
have been well-documented through histological studies 71,72, volumetric analyses 73,74 and
activation studies employing functional magnetic resonance imaging.75,76 A recent
comprehensive review of 1H MRS studies investigating SZ found the most robust findings
were of substantial NAA reductions (> 5%) in frontal lobe and medial temporal lobe gray and
white matter, along with similar magnitudes of NAA reduction in the cerebellum and parietal
cortex.77 Diffusion tensor imaging (DTI) used in conjunction with 1H MRS to further
characterize medial temporal lobe white matter involvement in SZ lends additional support
implicating this region with findings of reductions in both NAA concentration and DTI
anisotropy in the SZ sample.78 Even convergence of these findings, however, does not lend
detailed insight into mechanisms underlying SZ, as brain NAA reductions have been found to
be characteristic across a wide range of psychiatric disorders and, hence, are not specific to
SZ. However, accruing evidence for specific treatment effects on modulating NAA reductions,
discussed below, provides support for a role for NAA alterations in the pathophysiology of
SZ. Furthermore, the regional specificity to these NAA findings appears to implicate specific
brain regions that may be uniquely involved in the pathophysiology of SZ.

The majority of MRS studies of SZ have focused on chronic adult samples. As a result, there
is not a clear consensus on the relationship between stage of disease progression and brain
chemical alterations. 77 To address this limitation, one recent study undertook parallel
comparisons of an older chronic SZ group compared to age-matched controls and a much
younger group of recent onset SZ subjects similarly compared to age-matched young controls
with findings of reduced left dorsolateral prefrontal cortex NAA only in the younger SZ group.
79 In considering this finding, it is difficult to distinguish effects of disease progression from
treatment effects on brain chemical levels. Both cross-sectional assessment of unmedicated
compared to medicated patients and longitudinal studies of treatment effects provide evidence
that regional NAA reductions observed in untreated SZ patients increase in conjunction with
treatment, and probably more so for the atypical antipsychotics in comparison to older
generation antipsychotic medications.80-83 One longitudinal treatment study that
administered an atypical antipsychotic observed significant NAA increases in SZ patients
within 4 weeks from their unmedicated baseline state.81 There also is some evidence for an
effect of treatment duration on increasing NAA levels, although this relationship is less well
supported.77 In the context of findings indicating NAA increases in conjunction with treatment
over the span of weeks, it is difficult to reconcile earlier suggestions that regional NAA levels
primarily reflect underlying ncuronal density. More plausibly, NAA reductions in SZ may
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reflect alterations of neuronal homeostasis, consistent with increasing evidence for NAA’s role
in synaptic maintenance, myelination, regulation of cellular osmolarity and neuronal
metabolism.19-22

Conventional treatment of SZ is based on a dopaminergic hyperfunction model with typical
and atypical antipsychotics antagonists targeting the dopamine D2 receptor.84 However, these
medications are not ideal agents and there is substantial variability, typically modest, in
treatment response. Alternative models of mechanism underlying SZ have been proposed, in
particular one based on evidence for hypoactivity of the NMDA glutamate receptor that has
important treatment implications. This glutamatergic model is derived from experiments
demonstrating that the NMDA receptor antagonists PCP and ketamine both produce psychotic
schizophrenic-like symptoms when administered to healthy individuals or animals. In this
model, the blocking of NMDA receptors results in excessive Glu release and consequent over-
excitation of post-synaptic neurons.85-90 1H MRS studies of Glu and Gln alterations
associated with SZ lend support to the NMDA-hypofunction or glutamatergic model. For
example, two complementary studies used 1H MRS to measure Glu and Gln levels in the left
anterior cingulate cortex and thalamus. Increased Gln, though not Glu, was found in first
episode, never-treated SZ patients whereas in chronically treated SZ patients, lower Glu and
Gln levels in the left anterior cingulate cortex, but increased thalamic Gln levels, were found.
91,92 Interpretation of these findings might suggest that early stages of SZ disease progression
are associated with increased glutamatergic metabolism which becomes reduced in specific
regions during later stages of the illness, perhaps in relationship to treatment effects.

Anxiety Disorders
Anxiety disorders rank among the most prevalent of psychiatric illnesses. Classified among
the anxiety disorders, panic disorder (PD) has been extensively investigated in an attempt to
link core clinical symptoms to underlying biological mechanisms. There is evidence that PD
may be genetically transmitted93,94 and that respiratory dysregulation linked to brain
metabolic alterations persist as trait features in the remitted, asymptomatic state.27,95
Individuals with PD are susceptible to having panic attacks precipitated by specific
physiological challenges that include intravenous sodium lactate infusion 96-98 , caffeine
ingestion99, carbon dioxide (CO2) inhalation100, and sustained hyperventilation
(hypocapnea).101 In particular, sodium lactate infusion has been extensively investigated
using 1H MRS in an attempt to explain the panic phenomenon. The mechanism(s) underlying
lactate-induced panic are considered to be biologically driven. Systematic characterization of
coping mechanisms engaged in during MRS lactate studies further reveal that PD subjects have
effective coping strategies that allow them a high degree of success in psychologically
tolerating the combined stressors of magnet confinement, intravenous lactate infusion and
acute panic provocation, counterintuitive to what might be expected if panic were primarily a
psychological process.102

One approach applying 1H MRS to study PD has been to capitalize on the ability to acutely
induce characteristic panic attacks within the laboratory setting that allows direct investigation
of the phenomenon. Intravenous infusion of 0.5 mol/L sodium lactate produces marked
physiologic and psychologic symptoms in panic patients but only infrequently in normal
control subjects.96 In a series of single-voxel 1H MRS studies, lactate infusion was used as a
physiological probe to test theories of abnormal brain metabolism in PD with findings of excess
brain lactate increases in the insular cortex region during and post-infusion in comparison to
controls.103-105 When the compartmental distribution of Lac increases over time was
specifically assessed, abnormal brain Lac increases were determined to be tissue-based and
not mediated through CSF, suggesting the involvement of underlying brain metabolic
mechanisms.106 As regional brain Lac increases can be detected in response to neuronal
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activation from sensory stimulation, posited to reflect decoupling of neuronal blood flow and
energy requirements107, regionally specific magnitude differences in brain Lac elevation in
response to lactate-induced panic should occur if neuronal activation were the underlying
mechanism. However, follow-up 1H MRS investigations that used PEPSI (32 × 32 1-cm3 voxel
matrix acquired axially at the level of the insular cortex) to assess anatomic and compartmental
distributions of Lac response to intravenous lactate infusion instead found diffusely distributed
abnormal brain Lac elevations without hemispheric lateralization, nor a discrete anatomical
locus for metabolic response to lactate-induced panic.108 Consistent with this observation,
persistent abnormal brain lactate rises with lactate re-infusion of PD subjects under treatment
with fluoxetine or gabapentin, and who clinically converted to a negative lactate response,
indicate that symptom provocation, per se, is not a necessary requirement for abnormal brain
Lac increases.105,109 Instead, a role for metabolic and/or neurovascular blood flow
dysregulation is suggested by the widely distributed abnormal brain Lac elevations.

Earlier work that used 1H MRS single-voxel techniques to measure regional insular cortex
lactate changes during regulated hyperventilation (to a end-tidal pCO2 of 20mm Hg over 20
minutes), found more rapid, prolonged and greater brain Lac rises in asymptomatic,
medication-treated PD subjects who were previously reactive to lactate-infusion, a group
specifically studied in order to evaluate underlying trait features of the disorder.27
Observations of greater brain Lac increases and delayed end-tidal CO2 recovery in PD subjects
during hyperventilation, and increased hyperventilation and excessive brain lactate rises during
lactate-infusion, implicate altered abnormal acid-base regulation. From this indirect evidence
for abnormal pH compensation, a follow-up 31P MRS investigation sought to directly
characterize brain pH response to regulated hyperventilation in PD.8 Competing explanatory
models, were tested, positing either that PD subjects would demonstrate greater alkalosis to
hyperventilation, implicating elevated Lac as directly compensatory, or reduced or blunted
alkalosis, implicating a disproportionate lactate response to alkalosis induced by hypocapnea.
The physiological response pattern observed for PD subjects, wherein a substantially greater
decrease in end-tidal pCO2 was not accompanied by a similar magnitude of brain alkalotic
response (pH increase), supports a model of exaggerated buffering in PD that could be
accounted for by excess Lac production.8 In this model, delayed end-tidal pCO2 recovery
following hyperventilation, a clinical hallmark of PD, would reflect delayed pH normalization
in the recovery phase due to excess brain Lac, that also maintains pathological hyperventilation.

Affective disorders
The affective disorders, in particular bipolar disorder (BD) and major depressive disorder
(MDD), are chronic psychiatric illnesses, though exhibiting an episodic clinical course, that
carry substantial health care and overall societal burdens. A growing MRS literature supports
the presence of brain metabolic alterations in relationships to mood state. Initial MRS studies
applied 31P MRS to investigate abnormalities of brain bioenergetic status and phospholipid
metabolism. A meta-analysis of 8 31P-MRS studies provides support for state-specific
alterations of phospholipid membranes and high energy phosphates in BD that primarily reflect
increased phosphomonoester levels and decreased phosphocreatinine levels in the depressed
state.110 More generally, findings of decreased nucleotide triphosphate (primarily comprised
of adenosine triphosphate) provide evidence for abnormal brain energy metabolism in mood
disorders.111,112 Metabolic aberrations may be intrinsic to the underlying pathophysiology
of BD since brain intracellular pH determined by 31P-MRS is found to be decreased in
medication-free BD patients in both manic and depressed mood states, as well as in euthymic
BD patients stabilized with lithium treatment113 In this context, findings of decreased frontal
lobe intracellular pH observed in BD patients.would be consistent with lactate acidosis,
hypothesized to reflect underlying mitochondrial dysfunction.114
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1H-MRS investigations of the affective disorders have generally applied single voxel
techniques to test hypotheses of Cho alterations. Evidence for both regional
elevations115-117 and decreased Cho levels118-120 have been reported in association with
depressed mood state. Differences in clinical populations evaluated, medication status, spectral
acquisition parameters or brain regions measured could all have contributed to these variable
findings. In a 1H MRS study that sought to address some of these concerns, 2-D PEPSI was
used to study unmedicated BD subjects, predominantly in a depressed or mixed-mood state
and never treated, and chemical measures were acquired at two echo-times (20/272
milliseconds) in order to account for possible effects of altered T2 relaxation on chemical
quantification.28 No tissue-specific CHO alterations were found in relationship to either BD
diagnosis or mood state, nor was there evidence for tissue-specific or regional NAA reductions
that also has been occasionally reported in BD121 Instead, using regression analytic techniques
that allow more sensitivity for assessing chemical alterations between brain tissue
compartments (grey and white matter), BD subjects were observed to exhibit elevated gray
matter Lac and GLX. These chemical alterations, indicative of alterations in cellular energy
metabolism with a redox shift from oxidative phosphorylation toward glycolysis, were posited
to reflect a generalized pattern of compromised mitochondrial metabolism in BD, consistent
with prior work indicating alterations of pH regulation and mitochondrial genetic loading in
this patient population. In conjunction with these considerations, recent in vivo evidence also
supports an association between elevated brain Lac and GLX levels and cyanide-induced
inhibition of mitochondrial oxidative metabolism.122 Phospholipid membrane alterations
found in association with BD also may interfere with mitochondrial function, just as
mitochondrial dysfunction can alter phospholipid metabolism.123 Although the demonstration
of causal relationships remains challenging, treatment intervention using medications with
differing therapeutic profiles provides a strategic approach for systematically investigating
subtle alterations of energy metabolism in BD.

Considerations regarding the possible role of mitochondrial compromise in BD have important
treatment implications. For example, therapeutic properties of lithium are hypothesized, in
part, to be mediated through bcl-2 elevation, a neuroprotective protein that also has
mitochondrial membrane-stabilizing effects.124 A longitudinal treatment study of the above
described medication-free BP subjects evaluated 1H MRS changes over time in response to
treatment with lithium carbonate compared to valproic acid, the two most commonly used
mood stablizers.125 In comparison to valproic acid, lithium significantly decreased gray matter
GLX concentrations. The magnitude of gray matter GLX decrease was related at the trend level
to serum lithium levels, supporting a relationship to drug effects. Lactate changes were not
demonstrated for either lithium or valproic acid treatment groups, which may reflect SNR
factors as the study was conducted at 1.5T. In the context of gray matter GLX elevations
observed in unmedicated BD subjects at baseline, reductions in GLX during lithium treatment
may reflect partial normalization of altered redox bioenergetic state.28

1H MRS investigations of MDD have begun to investigate GABA, implicated in the disorder
and made possible by recent technical advances in acquisition methods.16 Initial studies
reported decreased GABA levels in the occipital cortex of unmedicated MDD subjects, a brain
region not implicated in MDD but evaluated due to technical feasibility issues with measuring
GABA levels from other brain regions, of greater theoretical interest.126,127 Subsequent
studies demonstrated effects of SSRI treatment and ECT on raising occipital GABA levels in
MDD patients.128,129 More recent work, addressing some of the technical considerations for
regional localization, found that GABA levels, reported as a metabolite ratio in relationship to
CRE, were reduced by a similar magnitude in both occiput and anterior cingulate cortex in
unmedicated, remitted MDD subjects.130 The magnitude of GABA reduction in these remitted
subjects was approximately one fifth of the reduction reported for acutely ill MDD subjects.
126 It is uncertain whether this reflects a changing clinical status with normalization of GABA
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level after recovery from depression or differences in quantification approach from earlier
studies. The basis for reduced GABA measured by 1H MRS has been posited to reflect
alterations of glial cell activity.127 However, the significance of GABA changes in the
occipital lobe is unclear since findings from histopathological studies of glial cell counts and
density, as well as from neuroimaging studies, do not implicate the occipital cortex in MDD.
131,132 In consideration of this, a recent study reported reduced GABA in the dorsomedial/
dorsal anterolateral prefrontal cortex in unmedicated MDD subjects, a region where glial cell
abnormalities have been reported.133

Limitations and Future Developments of MRS
Magnetic resonance spectroscopy has the potential to greatly advance our understanding of
basic mechanisms responsible for psychiatric disorders. However, a number of technological
issues continue to limit the scope of MRS research capabilities and widespread clinical
applications. Initially, the small bore size of magnets available for spectroscopy confined in
vivo brain studies to animals, or human infants with a small head circumference. Larger bore
magnets are now the standard for clinical MRS studies but these are often of relatively low
magnetic field strength (typically 1.5 Tesla [T)). Magnetic field strength is an important factor
that influences SNR, spatial localization, and acquisition time, which can substantially impact
psychiatric research applications of MRS. Fortunately, an increasing number of imaging
centers are now utilizing higher field strength magnets, up to 9.4 T, although field strengths
past 3T are not yet approved for clinical use by the Food and Drug Administration.
Theoretically, a higher magnetic field should proportionately increase the SNR of MRS.
Practically, this relationship is not necessarily linear due to technical problems that mount as
field strength increases.134 Nonetheless, recent studies using advanced MRS and MRSI
technology clearly demonstrate the linear increase in SNR with field strength of singlet
resonances36 and significantly increased spectral resolution that permits quantification of a
large number of chemicals at high field.135,136

The recent development of large scale array coils provides significant increases in sensitivity
that are particularly advantageous for MRS and MRSI applications.137 SNR can be
additionally enhanced by increasing acquisition time, although the improvement is
proportional only to the square root of the acquisition time. For example, in order to double
the SNR ratio, the signal must be acquired for four times as long. This substantially increased
acquisition time can introduce serious issues regarding toleration in clinical patient
populations. The use of higher field strength is thus an important consideration for successful
applications of MRS and MRSI in psychiatric research due to the small metabolic signal
differences between patient groups and healthy controls. These considerations for 1H MRS
pertain even more to MRS applications using other nuclei, which have lower measurement
sensitivity. Although existing clinical MRI systems are usually adaptable for MRS, this can
entail additional costs for implementation, as well substantial training for acquisition. The
adaptation of MRS to nuclei other than proton also requires additional equipment for RF
production and reception.

Current MRS applications essentially provide a snapshot of metabolite pool size rather than of
pool kinetics. Changes in turnover rate are of potentially greater clinical interest, since changes
in pool size generally occur only in response to a severe metabolic insult such as a hypoxic
event. In this regard, burgeoning interest in the use of 13C MRS in vivo, to investigate turnover
of 13C labeled metabolic substrates, can provide useful information regarding subtle metabolic
differences in pool turnover rate.138,139 The chemical shift range for 13C MRS, about 20-fold
greater than for IH MRS, makes it particularly applicable to measuring metabolic changes.
However, widespread utilization of 13C MRS for clinical research awaits the availability of
inexpensive 13C-Iabeled compounds in sufficient quantity to be detectable when administered
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in vivo. Moreover, the MRS sensitivity of 13C, as well as for other hetero-nuclear MRS
applications, is sufficiently low that adequate source of substrate signal is not the only problem
to overcome. This is exemplified by a study of investigating carbohydrate metabolism in rats
in which it was necessary to administer to the rats the equivalent of l lb of 13C glucose in a
125lb human in order to obtain interpretable spectra.140 Fortunately the development of
detection methods, in addition to higher field strength, that rely on the enhanced sensitivity of
the 1H nucleus, in particular heteronuclear double-resonance techniques, can substantially
enhance the sensitivity of MRS measurements (for example, up to 11-fold depending
upon 13C position in the molecule of interest for 13C MRS studies).138 Hyperpolarized MRI
of 13C molecules also is an emerging technology that provides several orders of magnitude
increase in sensitivity, but the life time of this 13C hyperpolarization is tens of seconds and
even shorter in tissue. Currently, this technology holds great promise for cancer imaging and
may perhaps be applicable to probing changes in metabolic flux rates of compounds that are
relevant to psychiatric research.141,142

There are also cautionary notes regarding patient acceptance and safety issues. Currently, in
vivo applications of MRS often necessitate lengthy patient examinations, lasting up to several
hours for some types of acquisition. It is frequently difficult to remain motionless for the time
required to complete a study. Although confinement in the scanner can engender extreme
claustrophobic reactions which can be amplified by the loud, intermittent knocking sounds and
vibrations that occur within the magnet during signal acquisition, this may be difficult to predict
for specific patient populations. For example, panic subject undergoing a lactate infusion
intended to precipitate panic have remarkably evolved coping skills that, perhaps counter-
intuitively, allow them to successfully adapt to the scanner environment.102

The increasing availability of higher field scanners and the refinement of pulse sequences
permit shorter acquisition times and, thus, enhance clinical acceptance. However, there are
lingering questions regarding the long-term health effects of magnetic field exposure. It should
be noted that most safety research has been directed towards the study of chronic exposure to
low-frequency electromagnetic fields, such as those found near high-voltage power
transmission wires, or in relationship to alternating magnetic fields rather than the static
magnetic field generally associated with MRI and MRS. There have been no long term side
effects or health problems linked to MRI or MRS. Sporadic patient reports of transient
muscular, visual, gustatory or cognitive disturbances are difficult to distinguish from the
psychological or physiological manifestations of claustrophobia or anxiety, but may arise from
acute induction effects. For example, self-reports of enhancement of mood state in depressed
BD subjects undergoing MRSI acquisition on a 1.5T clinical scanner may be related to
electrical fields induced by gradient switching, similar to the effects of transcranial magnetic
stimulation on enhancing mood but without the associated risk for discomfort or seizure.143

In addition to concerns regarding certain technical limitations, health effects, and patient
acceptance, there are a number of problems in interpreting clinical data generated by MRS
brain studies. A considerable proportion of the available literature must be considered
descriptive, since MRS findings may be based on only a few case studies. As with any new
medical technology, initial reports often fail to adequately address potential methodological
problems, such as patient and control group selection criteria, which can substantially bias
results. Comparison between studies may be difficult due to changing MRS protocols, as new
signal acquisition techniques and more powerful magnets become available. Determination of
the area under the spectral peak for molecules in low physiologic concentrations or with
overlapping spectral resonances is prone to considerable interpretation. The optimal method
for quantification of metabolite concentrations also remains controversial, as discussed above.
Moreover, MRS and MRSI are intrinsically low-resolution techniques that rely heavily on
MRI-based partial volume correction of the different tissue types and relaxation time constants
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of water and metabolites, in particular with the large voxel size at clinical field strengths. Small
errors in tissue segmentation can have significant effects on metabolite quantification. These
problems are compounded by a dearth of “gold standards” for spectral quantification that
requires tightly constrained spectral models, which depend on prior knowledge about the
spectral composition of the tissue under investigation.

Conclusions
This review has highlighted both technical advances and more recent research strategies for
psychiatric applications of MRS. Technically, MRS is a very difficult and complex tool to use
properly. A firm footing that combines theoretical and practical knowledge of MRS is vital for
successful research applications and valid interpretation of results. Despite these caveats,
careful application of MRS offers a unique opportunity to noninvasively study the
pathophysiology underlying psychiatric disorders. The ability to bridge mind and brain
becomes increasingly possible in conjunction with progressive advances in the development
and research applications of MRS and allied imaging modalities.

The ultimate goals for research and clinical applications of MRS are to more fully understand
mechanisms underlying pychopathology and to identify relationships between alterations in
brain chemical makeup or metabolic homeostasis and symptom expression. The potential to
identify specific brain biomarkers for more informed and targeted treatment interventions, and
as indices of treatment response separate from symptom abatement that may lag behind, further
encourages the pursuit of this important objective. The application of MRS also has the
potential to identify more homogeneous clinical populations with increased opportunity to
identify specific genetic relationships to disease. Although MRS has yet to fully realize this
potential, promising efforts have been made to begin to link 1H MRS findings to putative brain
mechanisms underlying particular psychiatric disorders and modulation of MRS identified
abnormalities in response to specific treatment interventions.
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Figure 1.
Time domain free induction decay (left-hand side) and frequency domain Fourier transform
(right-hand side) of brain 1H MRS signal. The top and bottom panels demonstrate spectra
without and with water suppression, respectively.
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Figure 2.
3-D spatial chemical concentration maps at different acquisition times (using SENSE
acceleration to reduce the number of phase-encoding steps) are shown on the left-hand side,
with corresponding spectral fitting error maps (RMS-ERROR) calculated in comparison to the
non-accelerated reconstruction (R=1×1) acquired at 8 minutes for a) NAA, b) Creatine and c)
Choline. Cramer-Rao lower bound (CRLB) is shown on the right-hand side for each chemical
concentration map. CRLB is the error term resulting from spectral fitting to the LC apriori
model used to determine chemical concentration. (Figure provided by Dr. Ricardo Otazo)
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Figure 3.
a) 3-D spatial chemical concentration maps and Cramer-Rao lower bound (CRLB) maps for
Glutamate (Glu) at different acquisition times using SENSE to reduce the number of phase-
encoding steps. CRLB is the error term resulting from spectral fitting to the LC apriori model
used to determine chemical concentration. b) Raw absorption mode spectrum (black line) and
corresponding LCModel fit (red line) for a gray matter (GM) voxel and a white matter (WM)
voxel (voxel locations are indicated in part a). The remaining baseline is given by the smooth
black curve. The concentration of Glutamate is given in each example. (Figure provided by
Dr. Ricardo Otazo)
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Figure 4.
Proton echo-planar spectroscopic image (PEPSI) NAA spatial distribution map shown in
orange (top panel) and corresponding anatomical atlas (bottom panel) both of which are
overlaid onto a MRI structural image. Each color in the atlas represents a different brain region
(http://www.sph.sc.edu/comd/rorden/mricro.html).
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Figure 5.
Superimposed individual raw spectral acquisitions from the left frontal lobe, after filtering out
spectra with artifact. These spectra are then averaged to obtain a single spectrum for this brain
region.
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Figure 6.
LC Model fit of averaged spectra acquired from the left frontal lobe. Black line: averaged
spectrum. Red line: the LC Model fit. The residuals, calculated as a subtraction of the fit from
the average spectrum, are plotted at the top. The table of metabolite concentrations calculated
from the fit is to the right.
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