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Abstract This paper proposes a method to intra-
operatively visualize the process of tumour resection
until complete resection is accomplished. A fuzzy
connectedness method that is robust against image
noises was used to identify the tumour position and
volume. Based on the tumour segmentation results, the
removed area and the residual tumour tissues were
examined with reference to the electrocautery trace
log. Unique processes that are specific to glioma
resection were introduced in the method to improve
the accuracy of estimation. Invalid data in the trace log
were excluded, and the tumour region surrounded by
valid log points was included in the removed area. The
proposed system also produces an alarm to indicate
whether the electrocautery is being accurately per-
formed within the tumour area. Thus, this surgical
navigation system can assist surgeons in intuitively
monitoring the tumour resection process and properly
removing tumour remnants. Preliminary experiments
and a clinical pilot study showed the feasible applica-
tion of this method.
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Introduction

In neurosurgery, the tumour resection rate significantly
affects patient survival. According to the Japan tumour
registry 2000, the data of survival following malignant
glioma revealed that only complete resection could
improve the five-year survival rate (up to 40%). With
regard to the survival rate, the cases of 95-99%
resection were not considerably different from those in
which no resection was performed. To aid 100% tu-
mour removal without invasion of the adjacent normal
tissues, computer-aided procedures such as surgical
navigation have been introduced [1, 2}.

Further, intra-operative magnetic resonance imag-
ing (MRI) has been widely used in the field of neuro-
surgery since the late 1990s. It provides the surgeon
with updated images of the lesion during surgery, thus
facilitating the verification of the treatment process in
progress. Therefore, the combined use of a surgical
navigation system and intra-operative MRI will allow
surgeons to accurately approach the target area that is
mapped on the updated MR images.

However, a number of navigation systems using in-
tra-operative MRI mainly provide the surgeon with a
series of two-dimensional (2D) images [3-6]. Surgeons
are frequently required to observe the navigation
monitor while approaching the tumour margins, and
they must imagine three-dimensional (3D) objects
based on 2D images. Although several previous navi-
gation systems and relative registration techniques
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appeared to provide 3D volume-rendering options,
they could not identify specific areas such as tumour
remnants, which surgeons require to discriminate be-
tween the tumour and the surrounding normal tissues
[7-9]. Another study focused on a pre-operative diag-
nosis, although it provided segmentation and a 3D
image of the region of interest (ROI) [10]. To our
knowledge, the intra-operative computation and visu-
alization of tumour remnants on the basis of the trace
log of electrocautery have not been reported thus far.

To improve previous navigation systems, we added a
tumour segmentation module and an analyzer to the
electrocautery trace log. Since the trace analyzer pro-
vides details on the removed volume and residual tu-
mour tissues without additional MR scanning, the
surgeon can reduce the number of scans, which would
otherwise extend the total surgery time.

From the navigation display, the surgeons can intu-
itively identify the removed and residual tumour areas
presented as 3D coloured models. This information can
aid surgeons in complete removing tumour remnants.
By producing a specific sound, our proposed system
can also inform surgeons about whether they are
working within the tumour area without disturbing the
adjacent normal tissues; thus, surgeons can concentrate
on the resection procedure without shifting their focus
from the treatment area.

Materials and methods

In the present study, we applied our method to the data
of five patients. In the Tokyo Women’s Medical Uni-
versity Hospital, these patients underwent MRI-guided
surgery with the 0.3-Tesla intra-operative MR imager
AIRIS II (HITACHI, Tokyo, Japan). Prior to the
surgery, informed consent for the use of the surgical
navigation system was obtained from all patients, and
any personal information was considered completely
confidential. The patient data is summarised in
Table 1.

Three-dimensional MR images were obtained using
the following parameters: TR 1,000 ms; TE 140 ms;

Table 1 Patient data

NEX 1; matrix 256 x 256; and scan order, axial IS. The
patients had to be moved into the MR scanner during
scanning, and moved out for the treatment. During
surgery, the normal number of scans is fewer than
three or four. Therefore, most of the tumour should be
removed before the second or third scan.

Figure 1 depicts the overall process incorporating
the proposed method.

Intra-operative segmentation of brain tumours

Intra-operative segmentation and 3D visualization of
brain tumours assist surgeons in intuitively identifying
the tumour position and margins. They also facilitate
the quantitative measurement of the tumour size and
volume during surgery. We used the fuzzy connected-
ness (FC) method to perform intra-operative segmen-
tation of brain tumours. The FC method was first
proposed for application in medical image segmenta-
tion, followed by reports on tumour segmentation
using MRI [11-12). Starting from a selected seed point
in the tissue of interest (i.e. tumour), the method cal-
culates the affinity of the neighbouring voxels based on
two vozxel criteria: their spatial closeness and the sim-
ilarity of their image intensity. The algorithm auto-
matically computes a fuzzy scene (a map of fuzzy
connectivity) from the grey-scale images.

The FC method employed in this study requires two
parameters: a seed point and a threshold for the fuzzy
scene. The operator sets the seed point in the region of
the tumour by clicking on one pixel displayed on the
monitor. The operator also limits the region of analysis
by enclosing the entire tumour in a rectangle and
inputting the numbers of the first and last slices. This
procedure reduces the processing time. A threshold is
then set in the precomputed fuzzy scene. The robust-
ness of the FC method can overcome the noise prob-
lems that are inherent to MR images. Since the ROI
can be determined using a graphical user interface
(GUI), the required processing time is less than 10 s
with a standard Linux PC (CPU: Pentium 4, 2.53 GHz;
RAM: 1024 MB); this speed is acceptable for intra-
operative use.

Case Age Sex Histological diagnosis WHO grade Location of the lesion
A 43 F Anaplastic oligoastrocytoma 3 rt frontal lobe

B 39 F Astrocytoma 2 It insula

C 44 F Anaplastic astrocytoma 3 rt insula-frontal lobe
D 30 F Astrocytoma 2 it frontal

E 52 F Glioblastoma 4 1t parietal lobe

F female, # right, It left
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Fig. 1 A represents a conventional process; B represents the
proposed process incorporated

To evaluate the performance of the FC segmenta-
tion, manual segmentation was performed by an expert
neurosurgeon, and manual segmentation results were
assumed to the standard. The neurosurgeon outlined
the tumour boundaries on the images, and these were
used for the comparison with the automatic segmen-
tation. From the manual and automatic segmentation
results, we calculated the percent match (PM) and dice
similarity coefficient (DSC), both of which are equal to
1.0 when the results are perfectly matched [13].

Calculation and display of tumour remnants

The trace log can be obtained from the optical sensor
Polaris (NDI, ON, Canada) that recognizes the posi-
tion of the surgical device, to which optical markers are
attached. Surgical procedures for brain tumour resec-
tion usually involve coagulation followed by cutting;
therefore, the area that is coagulated using electro-
cautery can be regarded as the removed area. The
trace recording in our system was updated at 1.5 Hz.
The current method is applicable only when electro-
cautery is used for the resection process. For cases that
do not require electrocautery, optical markers need to
be attached to the different forceps that surgeons use,
to collect the necessary trace data.

To estimate the removed area from the limited re-
cord of the trace log accurately, several additional
processes were attempted as follows:

Setting of coagulation efficiency Since the trace of
the log data consisted of a number of points with
coordinates corresponding to the electrocautery
position, the coagulated volume can be calculated

from these points. The effects of coagulation on the
tissues differs depending on the type and specifications
of electrocautery. A parameter was designed for the
setting of coagulation efficiency, and an appropriate
value is chosen for each case.

Exclusion of invalid trace log Trrelevant data from
the trace of log points should be eliminated. The trace
log that is obtained while the surgeon rapidly moves
the electrocautery device from one point to another
should be excluded because the coagulation that
occurs during this motion is insufficient or absent.
This process involves checking the movement speed
of the electrocautery device. This speed can be
straightforwardly measured from the recorded
positions in the trace log data. Finally, we select
points that are located within the tumour and eliminate
points that lie outside the tumour.

Inclusion of surrounded area To calculate the
removed volume from the valid trace log, we
constructed a volume by connecting each voxel that is
regarded as being coagulated. However, this process
yields an incomplete volume that does not include the
interior of the tumour because surgeons tend to remove
the brain tumour by accessing the tumour boundary
without complete coagulation of the interior of the
tumour, i.e., the interior of the tumour is actually
removed without any trace log being recorded.
Therefore, we added another process to include the
interior of the tumour in the removed area. First,
the centroid of the tumour is calculated from the
segmentation results as described previously; then, each
voxel adjacent to the line that connects the centroid
to each valid log point is regarded as coagulated. By
this process, we included the interior of the tumour
where no trace log was recorded (Fig. 2).

Once the removed area is calculated, the residual
tumour tissues are simply estimated by subtracting the
removed area from the tumour segmentation results.

Finally, the removed and residual tumour areas are
displayed in 3D and made available to the surgeons
(Fig. 3). The open-source navigation software 3D Sli-
cer (Brigham & Women’s Hospital, Boston, USA) was
employed to verify the clinical feasibility of the pro-
posed method.

To validate the process of estimation and display of
tumour remnants, we performed four retrospective
studies and one clinical application.

Guidance for proper access to residual tumour
tissues

By segmenting the tumour and estimating the remnant
tumour area, surgeons can intuitively decide whether
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Fig. 2 The interior of the
tumour where no trace log
was recorded is included in
the removed area. The red
points represent the valid log
points, the pink points
represent the coagulation
area, and the green area
represents the removed area
that was calculated from the
trace log

Fig. 3 Three-dimensional
display of tumour resection. a
The tumour in the early stage
of the operation. The blue
area represents the residual
tumour tissue, and the pink
area represents the
coagulated and removed
tissue. b The tumour in the
late stage of the operation.
Note that the residual tumour
area is reduced in (b)

additional treatment is necessary, as shown in Fig. 3.
However, when surgeons follow the navigation display,
they cannot directly observe the tumour in the patient,
and vice versa, This problem could disrupt the sur-
geons’ concentration during surgery.

We developed a system that produces an alarm
when the electrocautery device is located within the
tumour. Thus, the surgeons could continue operating
without shifting their focus from the patient. They can
easily know whether they are working within or outside
the tumour based on the alarm.

Since the resection time was short in the total sur-
gical time, the surgeons set the system such that it
sounded an alarm when the electrocautery device was
inside the tumour rather than outside it.

Results

From the segmentation results, the average PM and
DSC were 0.82 and 0.83, respectively. Tumour volume
was also automatically calculated based on these re-
sults. The surgeon could track the size of the brain
tumour and estimate the extra operation time on the
basis of the tumour size. Figure 4 shows one of the
segmentation results.

Figure 5 shows the effects of two additional pro-
cesses that were proposed in this study for the accurate
estimation of tumour remnants. The result presented in

@ Springer

Fig. 5 was obtained from the data of clinical case E in
which the trace log was collected carefully. Although
the excluded invalid log data appeared to underesti-
mate the removed area, it was considered to reflect the
actually removed area but not the area that was merely
in contact with the electrocautery device. For data
from five patients, assuming that the resection rate by
no additional process was 1.0, the resection rate by two
additional processes was 1.16 + 0.18. These processes
were found to improve the accuracy of the estimation
by the surgeons.

Figure 6 presents the changes in the rate at which
the tumour tissue remained between the first and sec-
ond scans during surgery. We observed the residual
tumour tissues assumed to exist when the surgeons
ended a resection following the first scan.

The sound alert system was also applied in over 20
clinical cases; in a qualitative evaluation, surgeons
concluded that the system was very useful during the
removal of tumours.

Discussion

This study showed that brain tumour segmentation and
the intra-operative display of residual tumour tissues
could assist the surgeon in accomplishing accurate tu-
mour resection. In addition, the sound alert system
proved to be useful in clinical application. We also
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Fig. 4 Intra-operative brain
tumour segmentation. &
Initial setting for ROL b
Segmentation result; the red
area tepresents the
automatically segmented
tumour, and the line
represents the tumour
boundary that was manually
outlined by the surgeon
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Fig. 5 Changes in tumour volume before the second scan. The
excluding invalid trace log and the including the surrounded area
by the valid trace log were applied for a more accurate
estimation of the residual tumour tissues
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Fig, 6 Changes in the tumour tissue remaining during surgery in
the five patients. After the surgeons conducted a resection
following the fivst scan, the residual tumour tissue was estimated

+

and displayed by analysing the trace tog of electrocautery

proposed a useful process to estimate the tumour
remnants accurately by excluding the invalid points in
the trace log and including the surrounded area by the

valid points. Although the final estimation still indi-
cated considerable tumour remnant, for example over
259% in the case of E, this result can provide informa-
tion on the direction in which surgeons should ap-
proach after subsequent scans.

However, we observed that the segmentation mod-
ule did not produce accurate results when the tumour
margins were obscured by the presence of edemas,
ventricles, etc. If these errors are unacceptable to the
surgeons, before estimating the tumour remnants, the
etrors can be partly edited using a manual procedure.
To improve the accuracy of this method, future studies
will be required to include knowledge-based parame-
ters in the FC calculation.

As an offshoot of tumour segmentation, if the seg-
mentation results are successfully obtained, the seg-
mented region in the T2-weighted image could be
overlaid on that in the Tl-weighted image. In T2-
weighted images, brain tumours show high intensities
while other tissues are unclear; however, this is the

_opposite in the case of T1-weighted images. Therefore,

overlaying the segmentation result in one image onto
that of the other image can be advantageous.

Brain shift during surgety is another problem with
regard to image-guided therapy [14-16]. Intra-opera-
tive MR scanning, however, provides the latest infor-
mation following brain shift, which surgeons can
observe at any time if required. Further, ultrasound
could be an alternative modality for cases that require
real-time observation of brain shift.

Figure 6 shows that, in several cases, surgeons could
not remove approximately 50% of the tumour tissue
before the second scan. This might represent an erro-
neous estimation even though following coagulations
were assumed to be done with additional MR scanning.
This is because the number of logs obtained from the
optical sensor was too few for the system fo estimate
the removed and residual tumour tissues. Discontinu-
ities in the trace log were due to the occurrence of
obstacles in the visual path of the optical sensor, which
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Table 2 Coverage of trace logs in the five patients

A B C D E
Tumour (ml) 3888  33.57 36.00 11.74 36.29
No. of points 3109 4271 6844 7456 15819
Coverage 7997 12722 18499 63493 43591

Data were collected from four retrospective studies (A-D) and
one clinical application (E)

is termed a line-of-sight problem. For an accurate
estimation, we must obtain a sufficient number of trace
logs.

Table 2 presents the coverage rate, which was cal-
culated by dividing the tumour volume by the number
of points from the trace log data as defined by,

tumour volume

verage = :
Coverag number of trace points

1)

The data used for the retrospective studies had a
small number of recorded points because the trace log
data were not carefully collected before the proposed
system was introduced. Therefore, the tumour remnant
estimation was incomplete. In the clinical case, how-
ever, the data were carefully collected, and this case
showed better estimation results.

To estimate the residual tumour tissues accurately,
we considered a coverage of over 400 as necessary,
based on the experiments. If the coverage is less than
400, the additional collection of trace data would be
required. Therefore, during the surgery, sufficient trace
log data should be carefully collected taking into con-
sideration the visual path of the optical sensor. To
overcome the line-of-sight problem, a magnetic posi-
tion sensor can be used as an alternative tool, provided
no magnetic disturbance occurs in the MRI room.

In this study, the percentages of tumor resection
were defined by tumor identification based on MR
images. Even if 100% resection is accomplished, gli-
oma cells infiltrated within normal brain could still
exist. However, 98% or more resection has been re-
ported with significant survival advantage [17].

Conclusion

This study proposed a method for the intra-operative
3D display of the status of brain tumour resection to
achieve accurate tumour removal. The intra-operative
segmentation process reveals information on the tu-
mour position and volume. Based on the tumour seg-
mentation results, the removed and residual tumour

€) Springer

areas are estimated using the trace log data of elec-
trocautery. Therefore, surgeons can accurately ap-
proach the residual tumour tissues before or without
additional MR scanning.

The production of an alarm when the tumour area is
accessed was also useful. The results of four retro-
spective and a clinical pilot studies indicated the clin-
ical feasibility of this method.
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SUMMARY
Integration of the intraoperative diffusion-weighted imaging (iDWI) into neuronavigation can be potentially
useful for identification of the pyramidal tract during surgery for parenchymal brain lesions. Technique of iDWI
using intraoperative MR scanner of low magnetic field strength (0.3 Tesla), was developed. For image acquisition
a specially designed solenoid radiofrequency receiver coil integrated with modified Sugita head holder
(headholder-coil) was used. While the sensitivity characteristics of the headholder-coil were found to be 29%
lower compared to diagnostic quadrature head coil, these were sufficient enough to obtain iDWI images of good
quality. The relationship between the angle of the motion probe gradient (MPG) pulse to the vertical axis and
pyramidal tract contrasting was examined in 4 healthy men with a mean age of 30£5.7 years. The contrast ratio
reached maximum when MPG pulse was applied exactly in the anteroposterior direction. The difference of the
contrast ratio between right and left side was not statistically significant. Pyramidal tract visualization had
becoming worse and contrast ratio was reduced when MPG pulse had been applied at different angles to the
vertical axis; the reduction rate varied from 20.1% to 27.9% for each 15 degree of rotation irrespective of its side.
In conclusion, developed scanning protocol for iDWI using originally designed headholder-coil allowed effective

visualization of the pyramidal tracts using intraoperative MR scanner of low magnetic field strength.

KEY WORDS
intraoperative MRI
diffusion-weighted imaging
intraoperative neuronavigation

pyramidal tract
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TEXT
Introduction
Introduction of the intraoperative magnetic resonance imaging (iMRI) revolutionized management of
parenchymal brain tumors and created principally new options for their radical and safe resection { 1-4]. Currently
not only structural but functional and metabolic iMRI techniques found an acceptance during surgery of gliomas.
Particularly, diffusion tensor imaging (DTI) can be useful for intraoperative identification of the motor white
matter tracts and their differentiation from the sensory ones [5]. However, operator-depending DTI-based fiber
tracking is susceptible for underestimation of the exact size of the pyramidal tract and can erroneously defing its
position [6,7]. On the contrary, identification of the white matter tracts with diffusion-weighted imaging (DWI)
does not require user participation. Integration of the DW1 into intraoperative neuronavigation during surgery for
parenchymal brain lesions can potentially provide nearly real-time information about spatial interrelationships
between pyramidal tract, the lesion, and position of the surgical instrument, including electrical stimulator for
subcortical functional mapping, which can be preventive for inadvertent tract injury and useful in avoidance of
postoperative deterioration of the motor function. Technique of intraoperative DWI (iDWI) using intraoperative
MR scanner of low magnetic field strength (0.3 Tesla), has been developed recently in Tokyo Women's Medical
University [8,9]. Validation of the scanning protacol constituted the objective of the pre-clinical part of the

present study.

Methods and Materials

iDW1 was developed using intraoperative MR scanner (AIRIS 11, Hitachi Medical, Tokyo, Japan), which is
available in the “intelligent operating theater” of the Tokyo Women's Medical University, and equipped with
disc-shaped permanent magnet with a magnetic field strength of 0.3 Tesla (gradient up to 15 mT/m). For
acquisition of iDWI a specially developed solenoid radiofrequency receiver coil with a cupper wire built in the
modified Sugita head holder (Headholder-coil; Mizuho Ltd., Tokyo, Japan) was used. The detailed characteristics
of the device are provided elsewhere [10]. It is made from glass-fiber reinforced plastic in order to prevent
susceptibility artifacts on iMRL Titanium fixation pins provides both stable position of the patient head during

surgery and prevention of the image artifacts. Positioning of the coil in the vicinity to the visualized region results
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in optimal image quality and high sensitivity.

Requirements for IDWI were formulated as following: (1) possibility to visualize the white matter tracts,
particularly pyramidal tract, during surgery for parenchymal brain fesions; (2) optimal coil sensitivity providing
sufficient image resolution for unequivocal interpretation of the obtained data by neurosurgeon; (3) reasonable
time required for image acquisition, which can fulfill the needs of the real surgical situation; (4) avoidance of
image artifacts, which can lead to mislocalization errors during neutonavigation; (5) positional accuracy within 5
mm during use for intraoperative neuronavigation. To fulfill these requirements the pre-clinical study was
separated into two main parts: testing of the sensitivity characteristics of the headholder-coil for their
correspondence o requirements of iDW], and validation of the scanning protocol on healthy volunteers to confirm
the accuracy of iDWI for visualization of the pyramidal tract. The study was approved by responsible authorities

of the Tokyo Women's Medical University and informed consent was obtained from each volunteer,

Testing of sensitivity characteristics of the headholder-coil

To confirm that headholder-coil can be used for iDWI its sensitivity characteristics were compared with
diagnostic quadrature (QD) head coil. Axial multi-slice spin echo images of a cylindrical nicke! chloride phantom
(18 mmol/L, 160 mm in diameter) positioned at the center of the headholder-coil were obtained using TR 800
msec and TE 20 msec, For each slice the signal-to-noise ratio within region-of-interest (120 mm in diameter) was
measured for sensitivity characteristics in the direction perpendicular to the coil {craniocaudal direction — Z-axis).
Signal profiles of the acquired images were measured in the directions parallel to the coil (horizontal
(mediolateral) direction — X-axis and vertical (anteroposterior) direction — Y-axis). The same measurements were

done with a diagnostic QD head coil.

Validation of the scanning protocol
For acquisition of DW1 motion probing gradient (MPG) pulse should be applied in the anteroposterior direction,
which in cases of intraoperative imaging is turned away from the vertical axis due to rotation of the patient head

and its fixation in the head holder. The relationship between the angle of MPG pulse and pyramidal tract

~ 889 ~



contrasling was examined in 4 healthy men with a mean age of 30+5.7 years (range: 24 — 37 years). A volunteer
was positioned supine on the operating table without any sedation and his head was immobilized with a plastic
band. The operating table was moved into gantry gap of the intraoperative MR scanner and coronal four shots
pulse-triggered diffusion-weighted spin-echo echo-planar imaging with fat suppression were performed after
shimming using diagnostic QD head coil. The scanning parameters were as follows: TE 111imsec; FOV 250 mm;
scan matrix size 100 % 92; reconstruction matrix size 256 x 256; b-value 700 sec/mm?; thickness 8 mm; 18 slices
to cover the pyramidal tract; 8 excitations. For providing the optimal resolution a slice interval was set al 3 mm.
Data acquisition was divided into three parts, which were interleaved for prevention of the interference between
slices (1st acquisition: 1, 4, 7, etc; 2nd acquisition: 2, 5, B, etc; 3rd acquisition: 3, 6, 9, etc.), For suppression of the
motion artifacts, time delay from the systole was set on more than 300 msec {11]. Craniocaudal phase encoding
was applied in order to prevent mediolateral image distortion corresponded to the usual direction of the surgical

manipulations, The scanning time varied from 5 to 10 min.

For simulation of the patient head rotation during surgery sequential DWI were performed with applying of the
MPG pulses at different angles (0) to the vertical axis (0, + 15, £ 30, £ 45, + 90 degrees, where positive values

correspond to the rotation to the left, and negative — to the right). For evaluation of the visualization quality the
contrast ratios between white matter tracts including the pyramidal tract (signal 1) and thalamic area including
upper brainstem (signal I;) were calculated as (I,-1)/1; x 100 (%). The angle, which provided the optimum

contrasting of the pyramidal tract was identified and tract visualization on both sides was compared.

Statistics

Two-tailed t-test was used for statistical analysis. The level of significance level was determined at P < 0.05,

Results
Testing of sensitivity characteristics of the headholder-coil
The sensitivity of the headholder-coil at its center was in average 29% lower compared to the diagnostic QD head

coil (Fig. 1), The sensitivity characteristics in X-axis and Z-axis were symmetrical in relation to the coil center,
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whereas the sensitivity in Y-axis was asymmetrical and its reduction was marked in the upper side.

Validation of the scanning protocol

The contrast ratio reached maximum when MPG pulse was applied exactly in the anteroposterior direction (8 =0
degree), and constituted in average 40.7 + 10.8 % with a range from 59.4% to 30.7% (Fig.2). It permitted optimal
differentiating of the pyramidal tracts from surrounding cerebral tissue. The difference of the contrast ratio
between right and left side was not statistically significant. Pyramidal tract visualization had becoming worse and
contrast ratio was reduced when MPG pulse had been applied at different angles to the vertical axis; the reduction

rate varied from 20.1% to 27.9% for each 15 degree of @ irrespective to its polarity.

Discussion

Up to date there are limited number of reporis about intraoperative acquisition of DWI and DT1 for visualization
of the white matter tracts [12,13). This can be particularly caused by known technical difficulties of these
techniques, which resulted from association of the required echo-planar imaging (EPI) with susceptibility artifacts,
image distortion in single-shot imaging, and motion artifacts in multi-shot imaging [ 14-17], Moreover, DTl-based
tractography may underestimate the exact size and location of the white matter tracts [6]. Kinoshita et al. [7]
reported mismatch between data of the subcortical functional brain mapping with electrical stimulation and
information obtained with DTI-based neuronavigation, used for intraoperative identification of the motor tracts
Jocation. In the same time, integration of the DWI and DTI into intraoperative neuronavigation during surgery for
parenchymal brain lesions can be done only if image distortion will be avoided and underestimation of the tract

size and position will be minimized.

It is known, that image distortion caused by susceptibility artifacts is less if MR scanners with low magnetic field
strength are used. However, single-shot EPI performed in such a scanner suffers from image distortion due to poor
magnetic field homogeneity of the permanent magnet and necessitates use of multi-shot EPI, which is less
associated with image distortion. Originally developed headholder-coil provided sufficient sensitivity in its center,

where the patient head and operative field is actually located, which resulied in optimal quality and accuracy of
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iDWI, The expected lower sensitivity characteristics of the headholder-coil compared to the diagnostic QD head
coil in all the direction is resulted from single solenoid nature of the former. About 33% decrease of the coil
sensitivity 75 mm cranially from its center along Z-axis, which was found in the present study, is well
corresponded to the data reported by Staubert et al. [18]. The asymmetric sensitivity profile in Y-axis seems

auributable (o the coil ellipsoidal shape, but did not result in reduction of quality of the intraoperative images.

DWI-based identification of the pyramidal tract does not require operator participation, and seems to be promising
in precise identification of the tract size and position. Pre-clinical testing of the developed scanning protocol for
iDWI permitted clear visualization of the pyramidal tracts in all cases. In concordance with previously published
data [19] application of the MPG pulse along the anteroposterior direction was found to be optimal. Under such
setting, the contrasting of the pyramidal tract, which is running craniocaudally, was enhanced due to suppression
of the signal of the other white matter tracts, such as superior longitudinal fasciculus, which are running

anteroposteriorly.

In conclusion, the results of the present pre-clinical study show, that developed scanning protocol for iDW] using
original solenoid radiofrequency receiver coil integrated with modified Sugita head holder allowed effective
visualization of the pyramidal tracts using intraoperative MR scanner of low magnetic field strength (0.3 Tesla).
Image quality, resolution, and accuracy were proved to be sufficient enough for further clinical testing with

integration into intraoperative neuronavigation system during surgery for parenchymal brain lesions.
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Figure 1

Comparison of sensitivity characteristics of the solenoid (SOL) radiofrequency receiver coil integrated with
modified Sugita head holder for intraoperative MRI (headholder-coil) and diagnostic quadrature (QD) head coil.
X-axis: horizontal direction, left side was considered positive; Y-axis: vertical direction, downside was considered
positive; Z-axis: craniocaudal direction, perpendicular to the coil, cranial side was considered positive. Although
the headholder-coil sensitivity was lower than that of QD head coil, it was sufficient to obtain DWI images of

good quality and accuracy. SNR: signal-to-noise ratio.
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Figure 2

Influence of motion probing gradient (MPG) pulse direction on the visualization of pyramidal tracts, Left: coronal
DWI obtained in volunteers with quadrature (QD) head coil using different directions of the MPG puise (8 - the
angle to the vertical axis (anteroposterior direction); positive values correspond to rotation to the left, whereas
negative — to the right). Right: interrelationships between MPG pulse angle (8) and contrast ratio between white
matter tracts including the pyramidal tract and thalamus region including the upper brainstem, Note that the

contrasting of the pyramidal tract was optimum at 8 = 0 degree (arrowheads).
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