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Introduction

Medical treatment cannot prevent progressive disability
in patients with advanced Parkinson disease (PD)
because its long-term clinical benefits are compromised
by disabling adverse reactions including motor and
psychiatric complications. Continuous high-frequency
stimulation of the bilateral subthalamic nucleus (STN)
is now widely accepted as a surgical procedure that
strikingly improves motor symptoms and levodopa-
induced motor complications in advanced PD patients
[18, 21]. Since proper patient selection is essential for the
success of STN stimulation [11, 17, 28], factors predictive
of satisfactory treatment outcomes have been investigated
[9, 11, 22, 28]. A review of 37 cohorts of PD patients
treated by STN stimulation indicated that preoperative
levodopa responsiveness was the only reliable outcome
predictor [18]. The role of patient age [11, 17, 28] and
disease duration [17, 28] remains controversial. Broggi et
al. reported that in three of their patients with suboptimal
results, preoperative magnetic resonance imaging (MRI)
showed cerebral vasculopathy in the white matter (WM)
[9]. Although the absence of significant abnormality on
brain MRI has been used as a selection criterion for
surgery [28], reports on specific neuroimaging character-
istics that are positively correlated with STN stimulation
outcomes [6] are scarce.

Voxel-based morphometry (VBM) is a computer-based
technique designed to evaluate statistically significant
brain structure differences between subject groups [3]. It
has been used widely to study subtle structural changes
that may be difficult to quantify by visual inspection in
patients with central nervous system disorders such as
PD, Parkinson plus syndrome [3, 14], schizophrenia
[15], multiple sclerosis [24], focal cortical dysplasia [12],
and migraine [26]. VBM yields unbiased, observer-
independent data and facilitates the comprehensive
assessment of anatomical characteristics throughout the
brain [3].

To identify the imaging characteristics of candidates
who may receive the greatest benefit and to find reliable
predictors of the expected degree of improvement, we
performed a retrospective cohort study on 21 patients
with advanced PD treated by bilateral STN stimulation.
In a comprehensive approach to the brain structure, we
applied a segmentation procedure for independent volu-
metric analysis of gray and white matter and CSF data
extracted from preoperative structural information
acquired by MRI. We examined whether there was a
correlation between these brain structures and the
improvement of Parkinsonian symptoms after STN
stimulation.
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Methods
Patients

Between November 2006 and October 2008, 23 Japanese
patients with advanced PD underwent bilateral STN-deep
brain stimulation (STN-DBS) at Kumamoto University
Hospital. All manifested idiopathic PD, and based on the
criteria of the Core Assessment Program for Intracerebral
Transplantation [20], all or some of their motor symptoms
responded to levodopa. The patient selection for surgery
was described previously [29]. We did not intentionally
exclude patients over 70 years [19] if their general
physical and psychiatric status were acceptable for
surgery. Surgery was in accordance with good clinical
practice, and prior informed consent was obtained from
the patients and their families. We excluded two female
patients from the study because one had undergone
another stereotactic procedure that targeted the globus
pallidus internus and the other developed gait disturbance
primarily due to worsened rheumatic arthritis postoperative-
ly. Twenty-one patients were enrolled in the study. The study
was approved by the Ethics Committee of Kumamoto
University Hospital.

Surgery

Surgery was with an MRI/microelectrode-guided technique
[29]. The tentative target site, determined at coordinate
setting, was 2 mm posterior to the midpoint of a line drawn
between the anterior and posterior commissures (AC-PC
line) and 12 mm lateral and 4 mm ventral to the AC-PC
line. Semi-microelectrode recordings were obtained at 1.0-
mm sites along the trajectory toward the subthalamic target
site to determine the relative physiologic position of the
probe. The trajectory that included four positive recording
sites (4.0 mm) was chosen for placement of the DBS
electrode (Model 3389, Medtronic Inc., Minneapolis, MN,
USA). All patients underwent bilateral procedures in a
single operative session. After several days of test-
stimulation, pulse generators (Soletra, Model 7426 IPG,
Medtronic Inc.) were subcutaneously implanted on the
subclavian region of the chest wall. Most patients were
treated with unipolar stimulation using one or two contacts.
The parameters were frequency, 130-160 Hz; pulse width,
60-90 psec; and amplitude, 1.5-3.0 V.

Evaluations
The patients were evaluated pre- and postoperatively using

the Unified PD Rating Scale (UPDRS). The primary
measures of the disease status on the UPDRS were the
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activities of daily living (ADL; UPDRS-II) and motor
function (UPDRS-IIT) subscores. Individual Parkinsonian
motor symptoms were also scored according to the
definition of Kleiner-Fisman et al. [17], i.e., bradykinesia
(UPDRS-III items 23-26; 0-32), tremor (UPDRS-III items
20 and 21; 0-28), rigidity (UPDRS-III item 22; 0-20), and
axial symptoms (UPDRS-II items 13-15 and UPDRS-III
items 29 and 30; 0-20).

The score after a drug-free period exceeding 12 h was
defined as the practical worst “off” state and the score at
1-2 h after the administration of the usual morning
medications as the practical “on” state. Assessments were
performed by three independent observers from our depart-
ments. They calculated the raw scores and percent improve-
ments in each score for our comparative analysis with the
neuroimaging study.

Neuroimaging

All MRI studies were performed on a 3 T clinical MR
imager (Magnetom Trio; Siemens AG, Erlangen, Germany)
using an eight-channel phased array head coil.
Magnetization-prepared rapid gradient-echo (MPRAGE)
sequences were acquired in each subject; this yielded T1-
weighted volume data. The parameters for MPRAGE
imaging were repetition time, 1,900 msec; effective echo
time, 4.7 msec; inversion time, 900 msec; imaging time,
4 min and 18 s. All images were acquired with a field of
view of 23x23 cm, a matrix of 256x256, and one
excitation.

VBM and segmentation

Brain tissue segmentation and quantification based on VBM
were according to the method of Chard et al. [10]. DICOM
files of MPRAGE images were transferred to a PC running
the Windows XP® (Microsoft Corporation, Redmond, WA,
USA) and transformed into IMG files for further processing
using MRIcro software (http://www.sph.sc.edu/comd/rorden/).
All structural images were checked for artifacts, and the center
point was placed on the anterior commissure. The image files
were then preprocessed, segmented, and quantified with
SPMS5  (http://www.fil.ion.ucl.ac.uk/spm/) running on MAT-
LAB R2008a software (MathWorks, Natick, MA, USA).
Firstly, to realign brain images of the patients, each MRI data
underwent rigid body registration, which preserves absolute
volumes of brain structures, using the SPM5 image realign
function with trilinear interpolation. The three-dimensional
MPRAGE images were automatically segmented into images
representing the probability of any given voxel containing
gray matter (GM), WM, and cerebrospinal fluid (CSF) using
SPMS5 supplemented with a batch utility extension spm_seg-

ment (http:/www.nmrgroup.ion.ucl.ac.uk/atrophy/index.html)
[10]. SPM5 calculated the volume of each segment in
milliliters. Segmentations were inspected for qualitative
confirmation of the adequate extraction of the intracranial
contents. The total intracranial volume (TIV) was defined as
GM + WM + SF [10]. The gray matter fraction (GMF), white
matter fraction (WMF), brain fraction (BrF), and CSF fraction
(CSFF) were defined as GM/TTV, WM/TLV, (GM + WM)/
TIV, and CSF/TLV, respectively.

Statistical analysis

To determine which volumetric value was correlated with the
postoperative state of Parkinsonian symptoms, we performed
both univariate analysis (Spearman’s nonparametric rank
correlation) and multivariate analysis (stepwise multiple
regression analysis) using SPSS 10J ® software (SPSS,
Chicago, IL, USA) running on a PC. A p value of <0.05 was
considered significant.

Results
Patient characteristics

The characteristics of the 21 patients enrolled in this study
are summarized in Tables 1 and 2. Of our 21 patients, nine
(43%) exhibited drug-induced psychosis and 12 (57%)
presented with levodopa-induced dyskinesia although the
mean levodopa dose and levodopa equivalent drug dose
(LEDD) were markedly lower than those used in westemn
countries [19, 21, 27]. Their ethnic background might render
Oriental less tolerant than Caucasians to anti-Parkinsonian
medications as previously suggested [16, 23, 30].

Table 1 Characteristics of patients enrolled in VBM study

Characteristics Value

Total number of patients 21

Sex (number of patients)

Male 9

Female 12

Duration of disease before surgery (years)

Mean+SD 11.9+6.2

Range 3-29

Patients’ age at surgery (years)

Mean+SD 66.0+£7.9

Range 43-74
@ Springer
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Table 2 UPDRS scores and

drug dose at preoperative base- On/off Drug Baseline 3months after surgery
line and at 3 months after
surgery Score Change (%) p value
Total UPDRS On 4424288 21.6£19.1° -51.1 <0.001
Off 74.1£252 25.4£19.7° —65.7 <0.001
UPDRS II (ADL) On 13.0+11.1 7.148.5° ~45.6 0.003
Off 23.9£10.2 8.7+8.3" -63.7 <0.001
UPDRS III (motor) On 23.9+17.6 11.6+10.5° -51.4 <0.001
Off 424150 13.8+11.0° -67.5 <0.001
Motor subscores
Axial symptom On 8.0+7.3 45£59° —-43.1 0.005
Off 16.5+6.4 5.4+5.9° —67.4 <0.001
LEDD levodopa equivalent Tremor On 2325 1.2+2.0° —45.8 0.030
daily dose Off 4.6£5.2 1.6+3.2° —64.6 <0.001
p<0.05 for difference between  Rigidity On 45+5.1 0.4£1.2° -90.4 <0.001
the baseline score and the'score off 6.5£5.2 0.5+1.2° 919 <0.001
3 months after surgery, paired L o
£ test Bradykinesia On 8.1+6.7 4.0+£3.4 -50.3 0.001
®<0.01 for difference between off 14.1£5.9 4.524.0° -67.9 <0.001
the baseline score and the score Levodopa dose - 392.9+116.5 304.8+113.9° -22.4 0.004
3 months after surgery, paired LEDD - 46901658  331.0%1355° 294 <0.001

t test

Subthalamic stimulation

None of the operated patients manifested permanent
adverse effects such as motor weakness, sensory distur-
bance, oculomotor palsy, or cognitive decline. Transient
deterioration of Parkinsonian symptoms was successfully
treated by modifying anti-Parkinsonian medications or by
changing the DBS parameters. There were no infectious
complications during the study period.

Pre- and postoperative Parkinsonian symptoms and anti-
Parkinsonian drug doses are summarized in Table 2. At
3 months after the implementation of STN-DBS, the mean
dose of levodopa/DCI and the LEDD were significantly
reduced. Compared to the preoperative baseline “off” drug
status, all scores for total UPDRS, UPDRS part II, UPDRS
part OI, and motor subscores such as axial symptom,
tremor, rigidity, and bradykinesia were significantly
improved at 3 months after surgery. Compared to the
preoperative baseline “on” medication status, all scores for
total UPDRS, UPDRS part II, UPDRS part III, and motor
subscores were also significantly improved at 3 months after
surgery. Possible explanations for the high improvement rate
in the “on” state (>40%) are as follows: (1) Preoperative
UPDRS scores in the “on” state may not reflect the best
obtainable scores in that state because of lower tolerance to
levodopa in Japanese patients [16, 23, 30]. (2) Levodopa-
unresponsive axial symptoms were improved after surgery
[4, 29). The dyskinesias (UPDRS part IV, item 32) and
clinical fluctuations (UPDRS part 1V, item 39) were also
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improved. These results are comparable to those of a larger
series we reported previously [30].

VBM

SPMS5 generated three mutually exclusive masks
corresponding to the gray matter (GM in Fig. 1), white
matter (WM in Fig. 1), and CSF (CSF in Fig. 1) and
calculated their absolute volumes. Visual inspection of the
segmentation data confirmed adequate extraction of the
intracranial contents in all cases. The mean absolute and
fractional volumes (see Methods Section) for segmented
GMF, WMF, BrF, and CSFF were presented in Table 3.
The fractional data obtained in our PD patients were
almost identical to those in normal subjects [10] and
appeared to be distributed within a normal range. This is
consistent with a previous report [3] that VBM detected no
significant brain structure differences between normal
controls and PD patients. In contrast, our absolute data
values were smaller than those reported by Chard et al.
[10] who performed an SPM-based segmentation study in
normal European subjects.

Statistics for predictive factors

Univariate analysis of the correlation between absolute
GM, WM, brain parenchyma, and CSF volumes and the
improvement rates on the UPDRS after STN stimulation
showed that there were no significant correlations (data not
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Fig. 1 Preoperative MRI and segmented images of an illustrative case
SPMS5 supplemented with spm_segment (see Methods Section)
generated three mutually exclusive masks corresponding to the gray
(second column) and white matter (third column) and the CSF (fourth
column) from 3D magnetization-prepared rapid gradient-echo
(MPRAGE) images (first column)

shown). We then performed univariate analysis of the
fractional volumes of the segmented data. We found that
there was no correlation between the GMF and postoper-
ative improvement on the total UPDRS, UPDRS part II
(ADL), UPDRS part III (motor), or any of the motor
subscores (Table 4 and Fig. 2). On the other hand, the
WMF correlated positively with postoperative improvement
of the total UPDRS score, UPDRS part II score, UPDRS
part IIT score, axial, tremor, and bradykinesia subscores, but
not with rigidity subscore (Table 4; Fig. 3). Univariate
analysis also showed that there was no correlation between
the BrF and postoperative improvement on any of the
UPDRS scores (Table 4 and Fig. 4). Finally, our results
showed that there was no correlation between the CSFF and
postoperative improvement on any of the UPDRS scores
(Table 4). Multivariate analysis showed similar results: The

Table 3 Results of voxel-based morphometry in 21 PD patients

WMF was correlated with postoperative improvement rates
“off” drug state on the UPDRS total score, UPDRS part II
score, UPDRS part III score, axial, tremor, and bradyki-
nesia subscores (Table 4).

To test whether the WMF can also predict the postop-
erative best “on” state, we performed univariate analysis on
the correlation between the WMF and UPDRS scores in the
“on” drug and “on” stimulation state. The results were
almost similar to the improvement of the UPDRS scores:
The WMF correlated negatively with postoperative “on”
scores on the total UPDRS, UPDRS part II, UPDRS part
ITI, or the axial subscore, but not with tremor, rigidity, and
bradykinesia subscores (Table 5; Fig. 5).

Discussion

We report in patients with advanced PD a factor that can
predict the effect of STN stimulation based on preoperative
imaging results. Our VBM study showed that the fractional
volume of the white matter correlates well with postoper-
ative improvement of both ADL (UPDRS part II) and
motor (UPDRS part III) scores. The fractional volumes of
the gray matter, the brain parenchyma, or the CSF
manifested no significant correlation. We also document
that volumetric analysis of the white matter can predict the
best neurological state that STN stimulation can produce (i.
e., the UPDRS scores in the “on” drug, “on” stimulation
state) in individual patients. Given that the fractional
volume of each structure was within the normal range,
VBM detected very subtle white matter differences in our
PD patients, making it possible to identify a correlation
with the effect of STN stimulation.

Clinical outcome predictors for STN stimulation have
been reported. Preoperative levodopa responsiveness is
consistently predictive of Parkinsonian symptom improve-
ment by STN stimulation [9, 11, 17, 28]. In 41 PD patients
who underwent bilateral STN stimulation, there was no
significant correlation between their age at the time of
surgery (mean 56.4+8.6 years) or the duration of the
disease and the clinical outcome 6 months after surgery.
However, when the patients were separated into two
groups, improvements in Parkinsonian motor disability

GM (ml) WM (ml) Brain (ml) CSF (ml) TIV (ml) GMF WMEF BrF CSFF
Mean 684.1 370.8 1054.9 225.1 1280.0 0.53 0.29 0.82 0.18
SD 76.0 39.8 96.7 52.1 106.1 0.04 0.02 0.04 0.04

Abbreviations: GM gray matter, WM white matter, Brain GM+WM; CSF cerebrospinal fluid, 7/ total intracranial volume (GM + WM + CSF),
GMF gray matter fraction (GM/TIV), WMF white matter fraction (WM/TIV), BrF brain fraction (Br/TIV), CSFF cerebrospinal fluid fraction

(CSF/TIV), SD standard deviation
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Table 4 Correlation between fractional segments obtained from
voxel-based morphometry and the effect of DBS in the “off” drug
state

GMF WMF BrF CSFF
UPDRS total —0.144 0.582°¢ 0.178 -0.178
UPDRS part II —0.062 0.568%¢ 0.261 -0.261
UPDRS part III -0.209 0.585>4 0.105 -0.105
Axial 0.089 0.491%¢ 0.391 -0.391
Tremor —0.409 0.522%¢ -0.175 0.175
Rigidity -0.035 ~0.062 -0.074 0.074
Bradykinesia —0.139 0.522*¢ 0.151 —0.151

Abbreviations: BrF brain fraction, CSFF cerebrospinal fluid fraction,
GMF gray matter fraction, UPDRS Unified Parkinson’s Disease
Rating Scale, WMF white matter fraction

#p<0.05 after univariate analysis, Pearson linear correlation

®p<0.01 after univariate analysis, Pearson linear correlation
“p<0.05 after multivariate analysis, stepwise multiple regression
analysis

d p<0.01 after multivariate analysis, stepwise multiple regression
analysis

tended to be greater in patients younger than 56 years and
those with a shorter disease duration (<16 years) [28].
Charles et al. [11] reported that in 54 patients whose mean
age was 56.0+7.7 years, younger age was predictive of a

favorable outcome 3 months after bilateral STN stimula-
tion. Kleiner-Fisman et al. [17] who evaluated a cohort of
25 patients (mean age 57.2+11.7 years) found that no
preoperative demographic variable was predictive of the
outcome assessed at a median follow-up of 24 months.
Regarding presurgical imaging results, Bonneville et al.
quantified brain structures, such as global brain parenchy-
ma volumes, basal ganglia volumes, and mesencephalon
surfaces on MRI of patients with PD and found that the
surface of the mesencephalon was correlated to the
outcome after STN stimulation [6]. We suggest that it
may be useful to apply VBM to preoperative MRI studies
of candidates for STN stimulation.

The strong correlation between the white matter volume
and the effect of STN stimulation provides insights into the
mechanisms underlying STN stimulation. The motor sub-
score for bradykinesia was robustly correlated with WMF
(Table 4). In PD patients, bradykinesia is attributable to
slowness in formulating the instructions to move or to
slowness in executing the instructions and is thought to be
related to functional abnormality in the supplementary
motor area (SMA) or dorsolateral prefrontal cortex [5].
Virtual metabolic imaging studies provided evidence for
underactivity in the midline cortical motor areas (i.e., SMA)
accompanied by relative overactivity in the lateral premotor
areas, the so-called PD-related pattern (PDRP) [13].
Asanuma et al. [2] who used positron emission tomography
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Table 5 Univariate analysis of the white matter fraction (WMF) and the UPDRS scores in the “on” drug “on” STN stimulation state

Fractional segment Effect of STN stimulation (postoperative “on” drug) Correlation coefficient p value

WMF UPDRS total —0.483* 0.027
UPDRS Part II -0.506* 0.019
UPDRS Part IIT —0.464° 0.034
Axial —0.442° 0.045
Tremor —0.354 0.116
Rigidity 0.042 0.857
Bradykinesia -0.417 0.060

UPDRS Unified Parkinson’s Disease Rating Scale, WMF white matter fraction

#p<0.05 after univariate analysis, Pearson linear correlation

connectivity between components of neural circuits in-
volved in the motor function, e.g., the cortico-thalamo-basal
ganglia circuit, is necessary for the beneficial effects of
STN stimulation. This supports the notion that the effect of
electrical STN stimulation is not confined to the site of
stimulation but is transmitted via interconnections to remote
components such as the SMA in the basal ganglia-
thalamocortical circuit [2].

It is uncertain whether differences in the white matter
volume are reflective of the pathology of the PD brain.
Braak et al. [8] proposed that PD is a multisystem disorder.
Based on the distribution of a-synuclein immunoreactivity

in the PD brain, they suggested a pathological staging
system. Accordingly, in stages 1 and 2, Lewy bodies and
Lewy neurites are confined to the lower brain stem and
anterior olfactory structures. In stages 3 and 4, involvement
is confined to the lower and upper brain stem with initial
effects on the antero-medial temporal cortex. In stages 5 to
6, Lewy bodies exhibit pathology in the neocortex [7]. We
suggest VBM as a powerful tool to study comprehensive
changes in the living brain affected by PD. When differences
in PD severity were not considered, group analysis using
VBM detected no significant differences between the brain
of PD patients and age-matched normal controls [3, 14]. On
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the other hand, some imaging studies demonstrated the
relationship between brain atrophy parameters and severity
of neurological symptoms of PD patients [1, 25]. We are
planning to perform VBM studies that address the severity of
PD in an effort to clarify whether a smaller gray or white
matter volume coincides with advanced neurological or
pathological stages of PD.
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Comments

Hamasaki et al. are reporting an elegant demonstration of the negative
predictive value of brain atrophy in PD receiving STN DBS.
Additionally, they have shown the specific value of the white matter
component atrophy. This paper is going further than the Bonneville
paper (1) relying on VBM technique and may be of value for patient
selection, individual results prediction, and/or series stratification.

(1) Bonneville F, Welter ML, Elie C, du Montcel ST, Hasboun D,
Menuel C et al. (2005) Parkinson disease, brain volumes, and
subthalamic nucleus stimulation. Neurology 64(9):1598-1604.
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Abstract

Background '**I-meta-iodobenzylguanidine (MIBG)
myocardial scintigraphy is a useful tool for differentiating
idiopathic Parkinson's disease (PD) from other parkinsonian
syndromes, but its prognostic value in PD has not been
established. The objective of this study was to clarify the
correlation between cardiac MIBG uptake parameters and
the outcome in PD patients subjected to the subthalamic
nucleus stimulation.

Method We enrolled 31 consecutive PD patients and calcu-
lated the heart-to-mediastinum ratio (H/M) and washout rate
(WR) based on the activity measured at 15 min (early phase)
and 3 h (delayed phase) after the intravenous injection of
MIBG (111 MBq). Cardinal motor symptoms and activity of
daily living (ADL) were assessed on the Unified Parkinson's
Disease Rating Scale (UPDRS) and Schwab and England
(S-E) ADL scale, before and 3 months after surgery.
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Findings Neither early nor delayed H/M correlated with
any of the preoperative subscores on the UPDRS or S-E,
nor with postoperative outcome. On the other hand,
increased WR was a positive predictor for postoperative
improvement rate on S-E in medication-off state
(»=0.00003). Also, WR showed a more faint but significant
correlation with preoperative levodopa responsiveness on
S-E (p=0.008).

Conclusion Our findings suggest that '**I-MIBG scintigra-
phy in combination with levodopa-responsiveness evalua-
tion may represent a useful tool for prediction of outcomes
in patients subjected to STN stimulation.

Keywords Deep-brain stimulation - 123I-MIBG -
Parkinson's disease - Subthalamic nucleus

Introduction

Continuous high-frequency stimulation of the subthalamic
nucleus (STN) is a powerful surgical option for treating the
motor complications of Parkinson's disease (PD) [12, 16,
20, 22]. Optimal patients selection is essential for a
successful outcome of STN-stimulation [3, 27], and '#I-
meta-iodobenzylguanidine (MIBG) myocardial scintigra-
phy may be of great help for obtaining an accurate
diagnosis and for decision-making before the surgery [4,
17, 18, 21, 23, 24, 30].

123 MIBG scintigraphy was originally developed to
evaluate cardiac sympathetic innervation and function; it
is now used in a variety of cardiac diseases and disorders
[24]. The prognostic value of '*’I-MIBG parameters in
patients with chronic heart failure [9, 15, 25] has been
discussed in the field of cardiology. Aside from its utility
in cardiac disease, '’I-MIBG scintigraphy detects de-
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pressed myocardial tracer uptake in patients with auto-
nomic failure associated with various neurological dis-
eases [1, 6] and cardiac MIBG uptake was found to be
significantly depressed in patients with PD and other
Lewy body disease in a disease-specific manner. The
cardiac sympathetic nerve is thought to be involved in the
early disease stage of PD [8, 19]. Nagayama et al. [18]
demonstrated the strong negative correlation between
cardiac MIBG uptake and the Hoehn-Yahr stage in PD,
suggesting that Lewy body pathology may be responsible
for a low MIBG uptake.

Despite the current acceptance of '*I-MIBG scintigra-
phy as a useful diagnostic and differentiating tool in PD, its
prognostic value has not been established. We examined the
correlation between cardiac '*’I-MIBG parameters and the
treatment outcome in PD patients subjected to STN-
stimulation.

Methods and materials
Patients

We enrolled 31 consecutive PD patients who had under-
gone preoperative cardiac '*’I-MIBG scintigraphy between
November 2006 and December 2009 (Table 1). All
manifested idiopathic PD and all or some of their motor
symptoms responded to levodopa. Patients with severe
dementia who scored 4 on the Unified Parkinson's Disease
Rating Scale (UPDRS)-Part I item 1, patients who scored
less than 20 on the Mini-Mental State Examination, had
uncontrolled major psychiatric symptoms (UPDRS-I, item

Table 1 Patient characteristics

Characteristics

Sex (number of patients)

Male 12

Female 19

Age (years)

Mean+SD 64.8+8.0
Range 43-73
Duration of disease (years)

Mean+SD I1.3+£5.5
Range 3-29

PreOP. medications (mg/day) Levodopa and DCI
Mean+SD 419.4+137.7
Range 150-650
LEDD (mg)

Mean+SD 494.8+188.5
Range 150.0-849.8
@ Springer

2=4), or suffered from severe depression (UPDRS-I item
3=4) were considered ineligible for surgery [7, 12]. The
levodopa-equivalent daily dose (LEDD) was computed for
each delivered antiparkinsonian drug, including levodopa,
by multiplying the total daily dose of each drug by its
potency relative to a standard levodopa dose; the decar-
boxylase inhibitor (DCI) preparation was assigned the value
of 1. The conversion factors were 100 for pergolide, 66.7
for cabergoline, 100 for pramipexole, 10 for bromocriptine,
and 33.3 for ropinirole [26]. Surgery was in accordance
with good clinical practice and the prior consent of the
patients and/or their families was obtained.

123.MIBG imaging

The '2I-MIBG was obtained from a commercial source
(FUJIFILM RI Pharma Co. Ltd., Japan). Patients in the
supine position were injected intravenously with '*I-
MIBG (111 MBq) and 15 min (early; E) and 3 h (delayed;
D) later, static data were acquired in the anterior view
using a dual-head y-camera (Millennium VG Hawkeye;
GE Healthcare) equipped with a medium-energy, general-
purpose (MEGP), parallel-hole collimator. Static images
on a 256x256 matrix were collected for 5 min with a
20% window centered on 158 keV, corresponding to the
1231 photopeak. After acquisition of the static planar
images, single photon emission computed tomography
images were obtained. The camera was rotated over 360°
in 64 views with an acquisition time of 30 s per view.
Scans were performed in a 64 x 64 matrix, and the images were
reconstructed by ordered subsets-expectation maximization
methods.

The heart-to-mediastinum ratio (H/M) was determined
from the anterior planar delayed '*’I-MIBG image [9, 15].
The washout rate (WR) was calculated using the formula

{({H1g - M1g) - (H]p — [Hp)/ ((H]g — [M]g) } x 100(%),

where [H] equals the mean count per pixel in the left
ventricle and [M] the mean count per pixel in the upper
mediastinum. We did not correct for time delay in the
calculation of WR.

Evaluations

All patients were scored on UPDRS and the Schwab-
England (S-E) activity of daily living (ADL) scale. The
score after a drug-free period exceeding 12 h was
defined as the practical medication-off state; the score
at 1-2 h after the administration of the usual morning
medications as the practical medication-on state. Assess-
ments were performed several days before and 3 months
after surgery by three independent observers from our
departments.
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Surgery

All patients underwent bilateral STN-deep-brain stimu-
lation (DBS). We used a magnetic resonance images/
microelectrode-guided technique [28, 29]. The tentative
target site, determined at coordinate settings, was 2 mm
posterior to the midpoint of a line drawn between the
anterior commissure (AC)—posterior commissure (PC)
line, and 12 mm lateral, and 4 mm ventral to the AC-PC
line. Microelectrode recordings were obtained at 1.0-mm
sites along the trajectory toward the subthalamic target
site to determine the relative physiologic position of the
probe. The trajectory that included more than four
positive recording sites (4.0 mm) was chosen for
placement of the DBS electrode (Model 3387 or 3389,
Medtronic Inc., Minneapolis, MN, USA).

All patients underwent bilateral procedures in a single
operative session. Implantable pulse generators (IPGs;
Soletora, Model 7426, Medtronic) were subcutaneously
implanted on the subclavian portion of the chest wall after
several days of test-stimulation in 14 of the 31 patients. The
other 17 patients underwent simultaneous implantation of
DBS electrodes and IPGs.

Most patients were treated with unipolar stimulation
using one or two contacts. The parameters were: frequency,
130-160 Hz; pulse width, 60-90 ps, on both sides;
stimulation amplitude, 1.5-3.0 V.

Statistics

We individually analyzed four parkinsonian motor symp-
toms, i.e. bradykinesia (UPDRS-III, items 23 to 26; 0 to
32), tremor (UPDRS-IIL, items 20 and 21; 0 to 28), rigidity
(UPDRS-III, item 22; 0 to 20), and axial symptoms
(UPDRS-II, items 13 to 15, UPDRS-III, items 27 to 30; O
to 28) [3, 11].

Preoperative levodopa responsiveness was determined
by measuring changes in each score when the patient was in
off- and on-medication status (the difference between the
on- and off-medication score divided by the off-medication
score). The postoperative improvement rate was calculated
by determining the difference between the pre- and
postoperative score divided by the preoperative score.

We used the paired Student's # test to compare parametric
pre- and postoperative drug dose data and the Wilcoxon
signed-rank test to compare UPDRS subscores and the S-E
scale before and after surgery. All data are expressed as the
mean=+standard deviation (SD). To determine which preop-
erative clinical characteristics (age, duration of disease, and
neuropsychiatric, motor, complication of therapy, and ADL
subscores) were related to the '*’I-MIBG scintigraphy
parameters we performed univariate analysis. Values of
p<0.01 were considered as statistically significant.

Results

Correlation between '**I-MIBG scintigraphy parameters
and preoperative clinical characteristics

None of the patients was treated with reserpine or tricyclic
antidepressants. An association with chronic heart failure was
excluded based on clinical symptoms and echocardiography
(ejection fraction >50%).

While the normal range (mean+SD) of E- and D-H/M
in our institute is 2.78+0.32 and 3.17+0.29, respectively,
those of our patients were 1.53+0.31 and 1.31+0.37,
respectively. WR (%) was 62.37+£21.23 (normal range:
15.2-44.4). Neither E- nor D-H/M correlated with the
patient age, the disease duration, or preoperative sub-
scores on the UPDRS or S-E (p>0.01). However, there
was a significant correlation between WR and the S-E
score in the medication-off state (p=0.0096) and between
WR and levodopa responsiveness on S-E (p=0.0075;
Fig. la).

Postoperative status

Postoperatively, none of the 31 patients exhibited perma-
nent adverse effects such as motor weakness, sensory
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Fig. 1 Scatter plot and linear regression analysis (95% confidence
interval) showing the relationship between WR and preoperative
levodopa responsiveness of S-E (a), and between WR and postoper-
ative improving rate of S-E in off-medication (b). There is a
statistically significant correlation (a, p<0.01; b, p<0.0001)
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disturbance, oculomotor palsy, or cognitive decline. Tran-
sient effects were effectively treated by modifying their
antiparkinsonian medications, or by changing the DBS
parameters. There were no infectious complications.

The antiparkinsonian drug doses could be reduced
significantly as the parkinsonian symptoms were amelio-
rated by chronic STN-DBS. At 3 months after the
procedure, there was a significant reduction in the mean
dosage of levodopa/DCI and LEDD (p<0.001, Table 2).

Compared to the preoperative baseline, at 3 months
postoperatively, the UPDRS-I, II, III, and IV scores in
both the medication-on and -off state were significantly
reduced (p<0.0001), all aspects of motor symptoms
including bradykinesia, tremor, rigidity, and axial symp-
toms were significantly improved as were the S—E scores
in both the on- and off-medication state (p<0.001,
Table 2).

Correlation between '**I-MIBG scintigraphy parameters
and postoperative scores

There was a significant correlation between preoperative
levodopa responsiveness on S-E and the postoperative
improvement rate in the off-medication state (p<
0.0000001, data not shown). '

Table 2 Effects of STN stimulation

Baseline 3 months
UPDRS 1 On 1.8+2.1 1.1£1.5"
Off 2.5+2.4 L.1£1.5"
UPDRS II On 13.7£10.9 7.4+83"
Off 243+10.9 9.7+8.1"
UPDRS III On 26.4+19.7 13.7+£13.1"
Off 449+16.3 16.7+13.3"
Bradykinesia On 9.6+7.4 5.4+54"
Off 15.9£6.6 6.3+5.6"
Tremor On 24431 1.3£2.0"
Off 53+5.5 1.9+£3.0"
Rigidity On 47454 1.0£2.4"
Off 72453 1.2+2.6"
Axial symptoms On 9.1£7.2 5.5£6.3"
Off 17.9+7.1 6.7+6.3"
UPDRS IV 6.243.3 2718
S-E ADL scale On 72.6+17.1 80.0+£15.9"
off 50.7+15.3 75.8+15.9°
Levodopa/DCI (mg) 419.4+137.7 324.2+119.0™
LEDD (mg) 494 8+188.5 353.7+129.5

Asterisks, significantly different from scores at preoperative baseline
*p<0.001, Wilcoxon signed-rank test
**p<0.001, Student'st test

@ Springer

While E- and D-H/M and WR were not correlated with
any postoperative UPDRS subscores or S-E (p>0.01),
increased WR was a positive predictor of the postoperative
improvement rate on S-E in the medication-off state (p=
0.000031; Fig. 1b).

Discussion

The disease process of PD as measured by neuronal
degeneration and Lewy body and neuritic pathology is
widespread in the central and peripheral nervous systems
[2]. As many of these non-nigral sites also produce clinical
signs and symptoms, Langston [13] proposed that PD
might be better viewed as a “centrosympathomyenteric
neuronopathy”. The Lewy body-type degeneration in the
cardiac plexus is observed in almost all patients with
incidental Lewy body disease as well as in patients with PD
[8], and the number of sympathetic nerve fibers was
markedly decreased in all the PD patients regardless of
the presence or absence of orthostatic hypotension [19].
These findings suggest the involvement of the cardiac
sympathetic nerve in the preclinical disease stage [8, 19],
consistent with the reduction in cardiac MIBG uptake in the
early stage of PD.

According to Taki et al. [24]. MIBG imaging represents
an indicator of the presence of PD rather than its severity,
while Nagayama et al. [18] demonstrated the negative
correlation between cardiac MIBG uptake and the Hoehn-
Yahr stage. We found that the relative change in MIBG
uptake at the early and delayed phase (WR) was a
significant predictor of the relative improvement (rate)
of postoperative ADL. It has been suggested that early
MIBG uptake reflects the integrity and distribution of
the presynaptic sympathetic system, and that MIBG
washout reflects the presynaptic functional status or
tone of the sympathetic nervous system [24]. Increased
MIBG washout may indicate an increase in the norepi-
nephrine turnover. We also found that WR of MIBG
significantly correlated with the levodopa responsiveness
of ADL, known to predict a favorable response to
bilateral STN-stimulation [3, 11]. These observations
raise the hypothesis that the norepinephrine elimination
rate at the myocardial sympathetic nerve endings may
inversely parallel the dopamine-preserving capacity in
the striatum.

Ethnic characteristics may underlie the observation that
many Japanese patients treated with lower-dose antiparkin-
sonian drugs manifest various motor and/or non-motor side
effects [10, 28, 29]. Consequently, their preoperative
UPDRS subscores in the medication-on state may not
reflect the best obtainable scores in that state. We therefore
cannot rule out the possibility that we evaluated preoper-
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ative ADL at an insufficient dose of levodopa and that STN
stimulation elicited symptom improvement by acting as an
“additional dopamine” [5, 14, 16]. Indeed, as demonstrated
in the present study, the scores for ADL and motor function
were significantly improved by STN stimulation, not only
in the off-, but also in the on-medication state. In such
instances, the postoperative improvement rate may often be
underestimated before surgery. In combination with
levodopa-responsiveness evaluation, WR of MIBG is
considered to be very useful to predict postoperative
outcome.

Contrary to our expectations, WR of MIBG was not
correlated with the postoperative improvement rate of
UPDRS subscores (data not shown). A gross myocardial
sympathetic function measure based on '*’I-MIBG scintig-
raphy may respond better to the overall daily activities
expressed by S-E than individual UPDRS subscores.
Furthermore, there may be some methodological limitations
in conventional calculating formula that we adopted for
improving rate of UPDRS. As discussed above, we
speculate that reduction rate of '*’I-MIBG activity may
parallel to wearing-off phenomenon. If so, we should assess
levodopa responsiveness (as well as postoperative improve-
ment) by measuring the reduction rate of scores in the
worse state. However, in the present analysis using the
conventional formula, those were calculated by the reduc-
tion rate of UPDRS subscores in the better state on the basis
of the worse state. More adequate method is needed to
clarify relationship between cardiac '**I-MIBG parameters
and UPDRS subscores.

Conclusion

In PD patients who underwent STN stimulation, we
found a statistically significant correlation between the
WR of myocardial MIBG and the levodopa responsive-
ness in ADL scale. Myocardial norepinephrine turnover
might parallel to preserving capacity of the basal ganglia
dopamine system. The present study also demonstrated a
close relationship between WR of MIBG and postoper-
ative improvement rate of ADL, suggesting that 13
MIBG scintigraphy in combination with levodopa-
responsiveness evaluation may represent a useful tool
for prediction of outcomes in patients subjected to STN
stimulation.
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1) MEARFERFBAE G AR AEI B 2ME T 8608556 MEATIAME 1-1-1
2) MEAR KA PSR M IS A B SR e A RE SV S i DA i W

TEERES (IVMs) fEICK T 3 EARFMIE, Rk DX =7 - EfLEE - XU
LY, SELELGRBICZDHEGELAIEDDH S, WMs DEHLABEZ—7 v M,
KBEIRNET (GPI) EHFEMURBTHS. GPiDED Tk ZOEEEFBEOME b, BRI
A IVMs (3L THEXTH S, 1BRTIE, BEVMEl (Vo) #%dY X b=7 0, BEfIsRRE (Vim)
BIZIREDAREZ —4 v MIB 3. ZhFhOBRROMBEERLIPIESE, BEBLU
BEMBCCL 22—y BRIRICOWTEHRT 3.

Key Words: KINEIE%, THREESE, EAMKFMN

I. BUBHIE

B EEH (involuntary movements: IVMs)
Lid, BEAANOTE & EBRICEL 2EHOR
BTHEH, &% EBIIVMsZEEDLEW
(F1). ZDz, 13LALDIVMs BVRIHIEIE
BOREEEBEELTVWEEER 5.
Y v (Parkinson’s disease: PD) & AM%EEER%
BERO—DTHY, FWMBRP LR IFEREY
AFAITRESZOEBRIIELD, BEICZ
IVMs ISR S, BEOBHELH L7720
PD 22OV TORFBIZHEL, IVMs IZH$ %%
M FMZ@T 59 LA TLERTROEH IOV
TN AICLED 5.

IVMs (28§ % iR o

N—=F Y

W 28Iz T,

AR TIZIVMs DB#EY — 7 v b L FREORERE
WEBEICOWTHEESL, KRENX IVMs IREBE#R L
BRY =7y PORERICOVTERRT 5.

I. FREEERICHT 25 FABEDES
ERREBEERE-REK-KENV-7

IVMs 3 EWERICERT 2 D0BE 010
MEHERIILBAE Ao AL NED . D
EEMITIE, 1940 ERIITONABREMNICE S
BB T HER (BUPR % B ER) OB ¥ Td 2 7%,
GIEFEIMEST 3= aE IN T R F 3379
DYBA R, HREEBREEFD 2L, Bl
RaPEMbiTbhTCnl. X ) EETRE DL
, BEREEDOD HAFIERVTREL % 51213,
Spiegel & Wycis'®, %%#N T Leksell” 12& 5
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TRCRDOIS

£1 HLLETHEEH

®OYZX =7 (dystonia)
—RETZX T
LB AT DYT1 DX =T hHE
DEMES A b= Meige EMRE £ &
B ZA b7 BE, EMRTEL S
ZKRECA T
ERMIZ M7, BEHES E
@iR¥: (tremor)
REFRFIREL
Ep{ERFIREL
BEEFRE
EENRFIREL
Z Db DIRE
@& ESE) (chorea)
@N1) X Ly (ballism)
ORERE T X% 2 T (paroxysmal dyskinesias)

®3I428—-XX (myoclonus)

ENRHFREEDOHEERFZRTNTE L2V

LR F2SDBHIC & o T PD ONFHAR D HOR
L 721970 ~ 1980 F£RBFIIHIFTH, REDH 2
Wi YR =728 3 % thalamotomy 3 & TF
pallidotomy (¥, BREM TH o7z Lk S I
T&7:% %9 Laitinen 5" #PD XK T 3
Leksell D% & EKNHE (globus pallidus internus:
GPi) #BEHIEERE M (posteroventral pallidtomy:
PVP) *HELTHEAL, EHIZIhITHD
WARERAC LT A S T & 7 X R 5 Bk
(deep brain stimulation: DBS) * * # 33 % L
#E > 72 1990 AR LARE, IVMs (23 2 SLFHA R
PHTERBEINL LI R-oTET.

DBS % Hulo & L7z EE O BN FMESRE
TAHEMIIZ, T XD RAREMRN DORERER
BWEDESHDEIE LA, Bl —7 v P&

1406 B##ESEHER  vol.20 no.12 2010.12

FICHBIRR L 5 2 - BRI ZNmR L L
T, DeLong & " 308 L 72 KM A% — BLAR —
REN—TORFIRE L R T LAHPEETD 5.
IVMs (&EB))V — T D\ F i DELOTEE R H
&Y, BUR - RENOMHMEREELD B\
RES S, AR IENEE) R B R EB) A5 &
gzahasrlahns (R1). ¥IZPDTRR, 2
DEF WML o THRRERDIFHHA SN LT TR
{, T TIATDbI T/ GPi BEEAM I IE LM A
5 2 6 h, #LK T B (subthalamic nucleus:
STN) FMOT A EmIT Lz,

DeLong 5DEFNVIZT A b =7 OEERERZ
HATHOWOEATHA. LHL,GPiFilr (5
CBOER) OEERBE P 2T A A
T&%\Ww. T4hbd HEEHMIETLTVS
GPi # Wil 5 &, EBIOMFEMEREA S 5I1TR
FHLTLEW, YR M=THEROBEICOEHS
35 TH5.

ZOFERAEFIZ, [ U hyperkinetic disorder
Th HEHEE /) XL I2HF 5 GPi BERM
KoWTHEMBENTY S, Vitek 5 1, ¥
AP=TBLONY XA BEOHPEREHFR
FIZBWT, BB “intermittent grouped dis-
charge” # R L, GPi (¥ X U°GPe) @ abnor-
mal firing pattern 23 2 b = 7HEREBICHE S
LTHY, “rate theory” IZ “pattern theory” =1l
BRLZFEFVERBLZ (K1), 4%, IVMs
DIFREET L BB QBRI R Z L 1 &Y
AT 572012, BEEEHE 7 VOBENTD
NTWEZEZONED, BEDEFVTIRER
ERTWA VLN compartment HiE ¥ /8
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B 1

EHNREECSIIBEHN-TOFHERERTET IV C#R21 Jogz)

FIRE TIN5 3 CBRESHEEEMEH, F&E GABA (EEIMIMEIMHE A ERT. 2£L, BEPSOHEARVTRS F/NI 1F
BT, D1 &D2 Lt 78— B OREMFEIRICHL, ThZhBEMLNEEOERT 2EHEERT. ZhEThOREICHNT,
[E#] OY1—<IClLTLNAMRIREADREE, £ WMVRIREEERT. Delong 5 '® DERICHAE, PD TIREE K/Y
IEEBMEHAOMPIC L), STN ESEHAMMBRBREICKY, RE-FERONFI @ > TEEEELCS. HCBHLUY
ZMZT Tk, BEEHOREEZNAZFASTN, BEAERLE3Y, WTFLHAFRAGTEHIET LT, EBOMFIESFIEHH
85 (B4 L, BREESHE5I2RIT. BERFH/ 22— DEEE£EMKL, Delong 5 classic‘rate theory” 727 TIRFED
ECBRREFAT S5, Vitek 5 2 0 “pattern theory” P& h T\ 3.

GPe: globus pallidus extemus, HCB: hemichorea/ballismus, PD: Parkinson’s disease, PPN: pedunculopontine nucleus, STN: subthalamic nucleus

i & D ER Y R P L EEENBRETHS .

M. IVMs Q82— b

IVMs 29 280 RiEHS —5' v Mid, GPi
BRI E (motor thalamus) TH 5. HIK
DEHSEIIOVTIE, KELTRAYHEREF
A D ERIT PN, S ISR & SRR
EEDNHD0, RALBEILTHE Y. 7
EUBEBENBIOERS — 7y Md (DR L HE
% 5 D¥A) Schaltenbrand D7 b F A IZHEI»
TREENSEDT, HIRIIC Hassler b (FA
2iR) OBEGSTEIRAINLIENEVWERED

n5.
1) GPi

GPi ¥, KEEEBHIETHY, KINIEEHL
-HR-BRENV—7ORRMREZHE S TWa.
GPi X, % { @ hyperkinetic disorders ® & # ¥
— 7y FTHBHD, BHUHEY R T LD topo-
graphical organization 2*5, &% b ¥R % EALIX
sensorimotor territory \ZAH¥4$ % GPi #2544
T 5. GPiNICI3#EEE5 T (functional orga-
nization) »FEL, FAMUEEAMTIX, DBS %
fiorzby, RipWRHEVEESNS (M2) "
bbb, FHRHEIEPD OEBICAERLEN LR
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RO NS

E Y IF

Optic tract

X2

+ Anti-parkinson effect
+ Dyskinesia induction

+ Anti-parkinson effect
# Dyskinesia suppression

_ *Improving rigidity
+ Dyskinesia suppression
* \Worsens akinesia and

blocks levodopa benefit
for bradykinesia and gait

RERAMICE VTS 2 DOOMEEDE ik 10 20 &%)

KEBAMEARE R, N—F >V ROEBICEWNEF LR RNERES I T T7HEL
U, BRRIAE S XXX D7 RREICEDEFIEBPBIET2LEN3. JXPZT7ICO0TH

BUORKIFRESh, BARBIrE8TSH 3.

FRERBEVAF AT TABAL, BEAH#IEZY
AF AV TR IAHNLEVSBEEHPENTHE S
ha. YRAP=TIZOWTH, BBT2LICH
WMERMLIC L 2FPOHARHNRONS Z EHE
7 GPiAMUER (GPie) 6L v X#%7F (ansa
lenticularis: AL) »*AI# (GPii) @M % Bl o
T Forel B\ /20, GPii 51V ¥ XK (len-
ticular fasciculus) ASHCTHIKRRK (thalamic fasci-
clus) ELTAL L& T 5. GPi DOBEMIERIE AL
EELTVAIYD, ZOWMMEERETSL, KkE
K- FURBE DIGTRMEIC D EBE RITT 20, ¥
AP=T ORFIIHFHELERS.

GPi 1213 functional organization (2N Z T, f®
RIREE R & DM E M 7 72 somatotopic orga-
nization” ® ' AT 5. GPi (BLUGPe) %
WHt, MR, ZLTEBE® 3 mIcas725E,

1408 RH#EAFHESR vol.20 no.12 2010.12

THRBEIX GPi O TN E L, RS
BRI IS FET 25 L AMIICMHET 5.
BFHHBIIERMICAEENS. LrL, YA
=7 TIx Z @ somatotopy 2% LIEFF RN
STVBLOHbHY Y, MBEEEECHT
T somatotopy ZEIRL, BEFHHEZMEBITHERE
FT5ILIE EDOTHETHLLEZS.
2) # K

IVMs DEE Y — 7y M2 2RO
MM AZE 3 % motor thalamus & FEIEH % EfL
C, Hassler DEWHll (ventralis oralis: Vo) [=
Walker D#4MEM (ventralis lateralis: VL)] #%&
JE® H f (ventralis intermedius: Vim) #%T& 5.
Vo BIZ & HICHIAE (Voa) L#%HHE (Vop) 12
ghhb. RRKET7T NIFATRBAE, ZhooHE
#4132 mm WEO M- REETHRSIL T2 (H3).

-T2~



BEES

3 #HEKESAIEB O Schaltenbrand 7 b 7 A KK
D -~ (AC-PC#® 15 mm 5{1)

BB » 5 Voa, Vop, Vim DEZHH 2 mm ETICBU LR
A& ICES L T 5. #E#R1E MCP %38 5 coronal plane %,
iR (L AC-PC #& %8 3 horizontal plane #/R L T\ 3.

AC: anterior commissure, MCP: mid-commissural point, PC:
posterior commissure, Vim: ventralis intermedius, Voa: ven-
tralis oralis anterior, Vop: ventralis oralis posterior

Vim BOHF ICIREPRETH LBEEM (ven-
tralis caudalis: VC) [ = Walker D %l (ven-
tralis posterior: VP)] M HFAET 5. Voa ¥ i
GPi 2* 5, Vop #%iZ GPi & /Mg RA%E 25, Vim
AN IR & s i D © £ M2 AT RHE %
2, EEEEF L EHEF, VinBEOo—RBIRE
BICHH L TWwA,. Voa & Vop AT Vo
complex ¥FTh, VA P=TDF—4v MMk
%. Vim #% 1% oscillatory movement | # @ &1 #X
LEZOLNTEY, FEIHRELIREERO S
=7y FTh5.

V. a2 —7v POEBRRE

%% 513, FrameLink®¥ 2 7 A % v TIRAE
¥ =7y FNOBERELRIToTWw5b. Leksell X
7V — AR EERICEE L7k, FMEHEOCT
#E%HvT1 mm’ voxel ¥ — ¥ # TG T 5.
Thié, o LHEHMHEL TEHWA3D MRI
voxel 77— % % fusion §5Z 22X o T, BEFER
EOHRMEIES. bhbholiTid, CTRE
BEMBZAHLTCVwLDI0FERZ LT
A, 7L —ALEHEHE MRIZHEELTD L.

MRI T2 IR TIX, %5 %% { & STN,
F¥% B X ORE BRI hypointensity area & L TH#i
HMEhab FLAIRBEFIE XtharbF A
oK 7D, EELIFATHNTWS (K4).

STN O E R EHEIL > TREEER T R
ETHZLHMEETH SH2%, GPiB X U motor
thalamus QR H R EIZEEETIIHEE %
Z b, Fi2CH (anterior commissure: AC) —#
X # (posterior commissure: PC) & ZD
(mid-commissural point: MCP) % #:#£1Z L 7214
BEE% w5, Schaltenbrand @7 + 7 AHD
WT, Bz GPi o BEEAIZ MCP @ 2 mm
Bi%, 20~ 21 mm4Hll, 3 mm W, Vim#T
HMEPC D5~ 6 mmAlH, 13 ~ 14 mm S,
ACPCHMEEWVS X HIT%k5. O, FLAIR
THIBH M 2 L5 STN - KB L FramLink®7
FIADTNESEIC L TREEEROBIEL AT
5 (E4).

RODEEINEZEINTEN E OMERMRT,
GPi TIRHMI#E LIS, HIRTIRSIMIIZETTL T
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