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A B S T R A C T

Objectives: Language is a critical aspect of human cognition and function, and its preservation is a priority for 
neurosurgical interventions in the left frontal operculum. However, identification of language areas can be 
inconsistent, even with electrical mapping. The use of multimodal structural and functional neuroimaging in 
conjunction with intraoperative neuromonitoring may augment cortical language area identification to guide the 
resection of left frontal opercular lesions.
Methods: Structural and functional connectome scans were generated using a machine learning software to 
reparcellate a validated schema of the Human Connectome Project Multi-Modal Parcellation (HCP-MMP) atlas 
based on individual structural and functional connectivity identified through anatomic, diffusion, and resting- 
state functional MRI (rs-fMRI). Structural connectivity imaging was analyzed to determine at-risk parcella
tions and seed-based analysis of regions of interest (ROIs) was performed to identify functional relationships.
Results: Two patients with left frontal lesions were analyzed, one with a WHO Grade IV gliosarcoma, and the 
other with an intracerebral abscess. Individual patterns of functional connectivity were identified by functional 
neuroimaging revealing distinct relationships between language network parcellations. Multimodal, 
connectome-guided resections with intraoperative neuromonitoring were performed, with both patients 
demonstrating intact or improved language function relative to baseline at follow-up. Follow-up imaging 
demonstrated functional reorganization observed between Brodmann areas 44 and 45 and other parcellations of 
the language network.
Conclusion: Preoperative visualization of structural and functional connectivity of language areas can be incor
porated into a multimodal operative approach with intraoperative neuromonitoring to facilitate the preservation 
of language areas during intracranial neurosurgery. These modalities may also be used to monitor functional 
recovery.

1. Introduction

The principle of maximal safe resection is central to the neurosur
gical management of brain tumors, as reducing tumor burden benefits 
patient outcomes only when essential functional brain regions are pre
served [1]. Traditional neurosurgical planning, therefore, prioritizes 
avoiding damage to "eloquent" cortical and subcortical regions respon
sible for key functions, including movement, speech, language, and 

vision. However, recent advances in structural and functional connec
tivity research have redefined neurological eloquence, emphasizing the 
importance of interconnected networks rather than isolated anatomical 
zones [2,3].

This paradigm shift is particularly relevant for language regions, 
where the variability in functional localization and distribution poses 
challenges for both preoperative planning and intraoperative navigation 
[4]. Language processing depends on a broad, interconnected network 

* Correspondence to: Department of Neurosurgery, North Shore University Hospital/Donald and Barbara Zucker School of Medicine at Hofstra/Northwell, 500 
Hofstra Blvd, Hempstead, NY 11549, USA.

E-mail address: hshah5@northwell.edu (H.A. Shah). 

Contents lists available at ScienceDirect

Clinical Neurology and Neurosurgery

journal homepage: www.elsevier.com/locate/clineuro

https://doi.org/10.1016/j.clineuro.2025.108760
Received 16 January 2025; Accepted 23 January 2025  

Clinical Neurology and Neurosurgery 249 (2025) 108760 

Available online 25 January 2025 
0303-8467/© 2025 Elsevier B.V. All rights are reserved, including those for text and data mining, AI training, and similar technologies. 

https://orcid.org/0000-0003-2642-7590
https://orcid.org/0000-0003-2642-7590
https://orcid.org/0009-0001-3461-7370
https://orcid.org/0009-0001-3461-7370
mailto:hshah5@northwell.edu
www.sciencedirect.com/science/journal/03038467
https://www.elsevier.com/locate/clineuro
https://doi.org/10.1016/j.clineuro.2025.108760
https://doi.org/10.1016/j.clineuro.2025.108760


encompassing both cortical and subcortical regions, extending beyond 
classical anatomical landmarks like Broca’s and Wernicke’s regions [5]. 
As a result, effective surgical planning requires a network-based 
approach that accounts for individual differences in connectivity to 
identify and preserve critical pathways [6–8].

With the advent of "connectome" imaging technologies, structural 
and functional brain connectivity can now be visualized in patient- 
specific maps [5,9,10]. Diffusion tensor imaging (DTI) and 
resting-state functional MRI (rs-fMRI) provide complementary insights 
into the structural integrity and functional dynamics of language net
works, as well as their broader role in higher-order functions such as 
memory, and executive processing [11–15]. This multimodal imaging 
approach helps reveal essential functional regions while identifying 
areas affected by pathology-related damage, allowing for more precise 
surgical planning. Connectome imaging, when combined with neuro
navigation and intraoperative neuromonitoring, enables individualized 
surgical strategies that balance maximal tumor resection, with the 
preservation of critical language functions [11].

Here, we present two cases of patients with left lateral frontal lobe 
lesions where structural and functional connectome imaging, integrated 
with intraoperative neuromonitoring, facilitated safe resections while 
preserving critical language function. These cases highlight the potential 
of connectome imaging to enhance neurosurgical workflows and 
improve outcomes in complex, language-dominant brain regions.

2. Methods

2.1. Personalized connectome construction

Institutional review board exemption and patient consent waivers 
were sought prior to data collection. Preoperative MRI sequences were 
obtained consisting of anatomic imaging (3-dimensionsal T1 weighted), 
diffusion imaging (multi-dimension diffusion weighted imaging), and 
resting state functional imaging (axial blood oxygen level dependent 
[BOLD] echo-planar imaging), using a Siemens MAGNETOM Vida 3 T 
MRI scanner (Siemens Medical Solutions USA Inc., Malvern, PA, USA). 
High-resolution anatomical imaging was acquired with magnetization- 
prepared rapid gradient echo (MPRAGE) with the following parame
ters: field of view (FoV): 256 mm, FoV phase: 100 %, slice thickness: 
1.00 mm, slices per slab: 190 (adjusted for full head), TE/TR: shortest, 
PAT mode: GRAPPA, and acceleration factor PE: 2. Diffusion weighted 
imaging was obtained with the parameters: FoV: 240 mm, slice thickness 
2.00 mm, TE/TR: shortest, slices: 90 (adjusted for full brain), slice gap: 
0, base resolution: 120, phase resolution 100 %, PAT mode: GRAPPA, 
acceleration factor PE: 2, interpolation: off, diffusion mode: MDDW, 
directions: 30, diffusion scheme: bipolar, and diffusion weightings: 2 (b- 
values of 0 and 1000). BOLD sequences were acquired with the 
following parameters: FoV: 240 mm, slice thickness: 3.00 mm, TE: 30 
msec, TR: shortest, slices 45, slice gap: 0 %, flip angle: 90◦, base reso
lution: 80, phase resolution 100, and motion correction: off. During 
resting state imaging patients were instructed to rest quietly with eyes 
open, clear their minds, and avoid falling asleep.

Connectome scans were generated using the Quicktome Neurolog
ical Visualization Software v2.1.0 (Omniscient Neurotechnology Pty 
Ltd, Haymarket, NSW, Australia). This methodology has been previously 
described in detail [16–20]. Briefly, MRI sequences, including rs-fMRI 
were uploaded to the Quicktome platform for analysis in a 
HIPAA-compliant manner. Image preprocessing was conducted using 
Quicktome’s proprietary cloud-based machine learning algorithm to 
create a patient-specific structural connectivity atlas using a Human 
Connectome Project Multi-Modal Parcellation (HCP-MMP)-based 
schema, reparcellated based on patient-specific structural connectivity.

Whole-brain tractography was generated from multi-directional DWI 
sequences using several preprocessing steps, including motion correc
tion, skull stripping, gradient distortion correction, eddy current 
correction, fiber response function measurement using a constrained 

spherical deconvolution (CSD) algorithm, and deterministic tractog
raphy with random seeding to generate streamlines. Resting state im
ages were preprocessed with motion correction to T1 and BOLD 
sequences using rigid body alignment, skull stripping, slice time 
correction, global intensity normalization, gradient distortion correc
tion, regressing out high variance confounds, and spatial smoothing. 
Personalized atlases were constructed by extracting BOLD time series 
from 360 cortical regions and 17 subcortical structures and registering 
these to the T1 image. Parcellations were assigned to large-scale brain 
networks through coordinate-based meta-analyses, assigning HCP-MMP 
parcellations to coordinates of the activation likelihood estimation 
(ALE) in Montreal Neurological Institute (MNI) reference space.

Seed-based analysis was performed on functional connectivity im
aging to identify connectivity of a region of interest (ROIs) and visual
ized using quantitative connectivity matrices of adjacent language 
network parcellations as highlighted by Rolls et al [4]. Anomaly 
detection was performed to identify anomalous connectivity between 
parcellations relative to normative matrices generated from healthy 
adults, and results quantitatively displayed in an anomaly matrix [20, 
21].

2.2. Intraoperative neuromonitoring technique

A comprehensive multimodal neuromonitoring approach was 
employed for both procedures. In Case 1, we utilized somatosensory 
evoked potentials (SSEP), transcranial motor evoked potentials 
(TCMEP), electroencephalography (EEG), and dynamic subcortical 
stimulation. Although subdural electrode placement was not possible for 
direct cortical MEP, SSEP and EEG were performed according to estab
lished guidelines and facility protocols. TCMEPs were conducted 
following standard procedures, carefully controlling for crossover re
sponses that would indicate excessive stimulation depth. Dynamic 
subcortical stimulation was implemented using high-frequency short 
train (HFST) multipulse stimulation, as described by Taniguchi et al 
[22]. To create a monopolar stimulation device, we used a custom 
subcortical stimulation device [23,24]. Subcortical stimulation began at 
20 mA and was reduced upon positive MEP responses from targeted 
muscle groups. For asleep motor speech mapping, our institution follows 
a protocol that targets orofacial muscles (lower face, tongue, vocalis, 
and cricothyroid) to infer Broca’s area, in addition to limb muscles [25].

In Case 2, a multimodal neuromonitoring approach was also used; 
however, TCMEPs were excluded as the patient was awake. SSEP, EEG, 
DCMEPs, HFST direct cortical stimulation for motor mapping, and low- 
frequency long train (LFLT) stimulation at 60 Hz with a 2-pronged bi
polar probe was applied for language mapping. Dynamic subcortical 
stimulation involved the insulated suction technique for identifying 
motor fibers, alongside continuous LFLT at a static 5 mA to identify 
subcortical language areas.

3. Results

3.1. Patients

3.1.1. Patient 1
A 35-year-old right-handed Spanish-speaking man presented to the 

emergency department with acute onset headache, right arm spasticity, 
word-finding difficulty, and seizure. Imaging revealed a solid-cystic, 
enhancing lesion in the left frontal operculum (Fig. 1). Structural con
nectivity analysis indicated that language network regions were located 
near the tumor boundary (Fig. 2), with area 45 identified at the anterior 
margin of the tumor. Fiber tracts were observed medially around the 
inner enhancing capsule, extending posteriorly to the inferior parietal 
and temporal language areas.

Functional connectivity imaging was performed using seed-based 
analysis on resting-state fMRI, confirming area 45 as a significant lan
guage hub for this patient (Fig. 2). Seeding in area 44 showed limited 
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connectivity to adjacent regions, including areas 6r, 43, and FOP4. In 
contrast, seeding in area 45 revealed broader, diffuse connectivity to 
regions including area 9a, area 55b, area PFm, STSdp, and TE1p, sup
porting left-sided language dominance and underscoring area 45’s 
critical role in language function for this patient.

The patient underwent a left craniotomy for resection and biopsy of 
the lesion under general anesthesia, as awake surgery was contra
indicated due to the patient’s anxiety and limited exam reliability from 
expressive aphasia. Connectomic imaging was overlaid on standard 
neuronavigation and complemented by conventional neurophysiologic 
monitoring, including asleep motor speech monitoring as previously 
described [11]. Additionally, 5-ALA fluorescence guidance was 
employed. Using navigation guidance, a region immediately posterior to 
area 45 (corresponding to area 44) was identified through negative 
stimulation and selected as the operative approach to the tumor

At the posterior margin of the tumor, subcortical stimulation iden
tified proximity to orofacial motor regions (cricothyroid, tongue, and 
face) at 12 mA, correlating with structural connectomic imaging. At the 
anterior and medial margins, navigation was used to identify the arcuate 
fasciculus and superior longitudinal fasciculus (SLF) fibers, limiting 
resection in these regions. Surgery continued until 5-ALA fluorescence 
dissipated, which occurred before encountering these tracts. Patholog
ical analysis confirmed a WHO Grade IV IDH-wildtype gliosarcoma, and 
postoperative MRI demonstrated a supratotal resection (Fig. 1).

Postoperatively, the patient was discharged home with gradually 
improving expressive aphasia. One month after surgery, he experienced 
persistent mild word-finding difficulty but maintained intact receptive 
language, with his neurological status stable at his preoperative base
line. At four-month follow-up, language demonstrated continued 
improvement with no new deficits, however, MRI was significant for 
leptomeningeal disease.

3.1.2. Patient 2
A 57-year-old right-handed woman presented with word finding 

difficulties for 2 days and was found to have a left frontal lesion on MRI 
(Fig. 3). Preoperative structural connectivity analysis identified lan
guage network regions adjacent to the lesion boundaries, including 
Brodmann areas 44 and 45 along the anterior and superior margins 
(Fig. 4). Seed-based functional connectivity analysis was conducted 

using Brodmann areas 44 and 45 as regions of interest (ROIs). Area 44 
showed functional correlation with several adjacent regions, including 
area 45, area 6r, and FOP4. Area 45 demonstrated more extensive 
connectivity with area 44, area 55b, FOP4, STSdp, and area 6r.

Preoperative neuropsychological testing revealed significant 
expressive aphasia with preserved receptive language (RBANS Naming: 
9/10). The patient’s reading ability was within normal limits, though 
she performed below her baseline in verbal tasks with notable para
phasic errors. Intraoperatively, awake language mapping was per
formed, revealing intact receptive language with expressive language 
impairments characterized by paraphasic errors and word-finding dif
ficulty, consistent with her preoperative presentation. Regions of oro
facial motor were identified through cortical stimulation posterior to the 
entry point to the lesion. No regions of complete speech arrest were 
identified anteriorly. Similar to the previous case, HFST subcortical 
stimulation identified proximity to motor regions (cricothyroid, face and 
hand) at 8.5 mA at the posterior margin of the lesion, correlating with 
structural connectomic imaging. At the anterior and medial margins, 
navigation was again used to identify the arcuate fasciculus and superior 
longitudinal fasciculus (SLF) fibers, limiting resection in these regions. 
However, during dissection at the superior and deep medial tumor 
margins, using LFLT bipolar stimulation at 5 mA paraphasic errors and 
speech arrest were observed, which resolved when stimulation in these 
regions was paused.

Pathological analysis confirmed brain tissue with acute and chronic 
inflammation, necrosis, and histologic features consistent with abscess. 
Cultures ultimately identified Actinomyces meyeri and Streptococcus 
intermedius as the causative organisms, and the patient was treated with 
intravenous followed by oral penicillin maintenance therapy.

Postoperatively, the patient initially experienced worsening expres
sive aphasia, which began to improve by the third postoperative day. At 
her three-month follow-up, she demonstrated substantial recovery in 
expressive language, reflected by improved scores on detailed neuro
psychological testing (Boston naming test: 60/60; RBANS Naming test: 
10/10; RBANS Fluency test: 23 zoo animals in 60 seconds; BDAE 
Repetition: 10/10; Nonsense words: 5/5; Repeating high-probability 
phrases: 8/8; Repeating low-probability phrases: 8/8). A repeat struc
tural and functional connectome scan was performed, showing gross 
preservation of parcellations adjacent to the lesion (Fig. 5). Seed-based 

Fig. 1. T1 post-contrast MRI (A) Preoperative axial (left), coronal (middle), and sagittal (right) T1 post-contrast MRI depicting a solid-cystic enhancing left frontal 
WHO Grade IV gliosarcoma in the left frontal operculum. (B) 3-month postoperative axial (left), coronal (middle), and sagittal (right) T1 post-contrast MRI 
demonstrating supratotal resection of the left frontal operculum lesion.
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analysis of area 44 demonstrated reduced correlation to areas 6r and 
FOP4 compared to preoperative imaging. Analysis of area 45 showed 
continued strong connectivity with STSdp, though connectivity to areas 
55b and FOP4 and other components of the language network appeared 
weakened. Additionally, the right hemisphere demonstrated increased 
functional correlativity with left hemispheric parcellations post
operatively (Fig. 5).

4. Discussion

This case series illustrates the value of incorporating structural and 
functional connectome imaging into the planning and execution of 
tumor resections in language-dominant regions, where precision is 
essential for balancing maximal resection with functional preservation 
and evaluating post-operative recovery. By integrating patient-specific 
connectivity data into neuronavigation, connectome imaging allows 
neurosurgeons to identify critical language pathways, assess the risk of 
injury, and tailor surgical approaches to avoid functional disruption. 

Additionally, postoperative, serial imaging can monitor structural and 
functional recovery, providing insights into neuroplasticity and 
informing prognoses. These cases highlight how a multimodal approach, 
combining connectome-guided imaging, enhances surgical planning in 
eloquent regions where traditional imaging and neuronavigation lack 
the specificity to define functional boundaries in highly variable lan
guage regions.

In both cases, connectome imaging enabled a more nuanced 
approach to surgical planning by providing detailed maps of structural 
and functional connectivity within language networks, specifically 
around Brodmann areas 44 and 45. This patient-specific mapping 
facilitated targeted resection strategies that reduced the risk of language 
deficits—a key consideration in frontal opercular tumors, where indi
vidual variability in language localization complicates intraoperative 
identification [14,26,27]. While advances in navigation have allowed 
the incorporation of DTI or task-based fMRI studies, to identify 
anatomical landmarks or structurally important regions, this is the first 
time structural and functional network visualization has been 

Fig. 2. Structural and functional connectome analysis identifies individual patterns of connectivity and unique changes postoperatively. (A) Preoperative structural 
connectome scan depicting axial, coronal, and oblique views. Parcellations of the language network adjacent to the tumor are highlighted and labelled, with 
Brodmann areas 44 and 45 at the anterior tumor border, and area 55b posterosuperiorly. (B) Preoperative seed-based functional connectivity analysis of area 44 with 
correlation and anomaly matrices identifying areas of functional connectivity to 6r, 43, and FOP4. (C) Postoperative seed-based functional connectivity analysis of 
area 44 demonstrating changes in correlativity with adjacent language parcellations (D) Preoperative seed-based functional connectivity analysis of area 45 with 
strong correlations to area 9a, area 55b, area PFm, the STSdp, and TE1p. (E) Postoperative seed-based functional connectivity analysis of area 45 showing unique 
patterns of correlativity change (F) Preoperative correlation matrix (blue indicates a correlation coefficient of − 1, and red a coefficient of +1) between relevant 
language network parcellations (G) Postoperative correlation matrix demonstrating areas of connectivity (red) and hypoconnectivity (blue) within language network 
parcellations.
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Fig. 3. T1 post-contrast MRI (A) Preoperative axial (left), coronal (middle), and sagittal (right) T1 post-contrast MRI depicting a left frontal lobe abscess. (B) 3-month 
postoperative axial (left), coronal (middle), and sagittal (right) T1 post-contrast MRI demonstrating resection of the left frontal lesion.

Fig. 4. Preoperative structural and functional connectomics analysis identifies unique patterns of functional connectivity. (A) Preoperative structural connectome 
scan demonstrates at-risk parcellations of the language network including Brodmann areas 44 and 45 anteriorly and superiorly. (B) Seed-based functional con
nectivity analysis of area 44 demonstrates functional connectivity with several adjacent parcellations including area 45, 6r, and FOP4. (C) Seed-based functional 
connectivity analysis of the right area 44 demonstrates limited functional connectivity to ipsilateral and contralateral language parcellations. (D) Seed-based 
functional connectivity analysis of the left area 45 demonstrates functional connectivity with area 44, area 55b, FOP4, STSdp, and 6r. (E) Correlation matrix 
(blue indicates a correlation coefficient of − 1, and red a coefficient of +1) between relevant language network parcellations. (F) Anomaly matrix demonstrating areas 
of anomalous connectivity (red) and hypoconnectivity (blue).
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incorporated into a multimodal approach to avoiding eloquent regions 
for surgical planning. Specifically, rs-fMRI addresses the functional 
heterogeneity within language areas, particularly in patients unable to 
perform task-based studies, making it a more versatile tool. This inte
gration revealed differential functional connectivity patterns between 
Brodmann areas 44 and 45 in both patients, including connections to 
regions such as area 55b, STSdp, PFm, and TE1p, providing critical in
formation to the surgical team and allowing resection through less 
connected areas to minimize functional impact.

Integrating connectome data into neuronavigation allowed for real- 
time, data-driven adjustments during surgery, minimizing disruption 
of functional networks. For example, connectivity data informed 
subcortical stimulation thresholds to identify motor pathways near the 
posterior tumor margins, ensuring both motor and language networks 
were preserved. Previous studies suggest that combining connectomic 
data with intraoperative monitoring yields superior outcomes, as it en
ables surgeons to target resection more accurately while preserving 
eloquent networks [28,29]. This approach is particularly valuable in 
cases where awake craniotomy is contraindicated, offering a safe 
alternative for identifying and sparing functional regions [4,30].

Postoperative imaging and neuropsychological outcomes in both 
patients indicated that preserving language network integrity contrib
uted to stable or improving language function, with evidence of func
tional reorganization. The observed increased bilateral connectivity in 
patient 2 postoperatively (Fig. 5) suggests compensatory mechanisms, 

potentially reflecting neuroplasticity in response to structural changes. 
Research has shown that sparing key hubs within language networks is 
associated with better recovery trajectories and long-term outcomes in 
glioma patients [14,26–28,31]. Serial connectomic imaging has the 
potential to provide further insights into how functional reorganization 
occurs and may even provide targets for therapeutic interventions in the 
recovery phase.

Traditional neuronavigation and awake language mapping tech
niques alone may not adequately capture the full scope of language 
networks, as these functions are distributed across multiple, inter
connected cortical and subcortical regions. Connectome imaging ad
dresses this limitation by offering a network-based perspective, 
providing a nuanced understanding of language connectivity that 
traditional imaging lacks [5,32,33]. In these cases, connectome-guided 
imaging enabled the surgical team to plan resection pathways through 
areas with less critical or already compromised connectivity, thus 
mitigating functional impact. This aligns with recent studies suggesting 
that a network-based approach is instrumental in cases of high-risk 
language-area tumors, offering advantages in both precision and pa
tient outcomes [28,29,34]. Our findings support the clinical utility of 
connectome-guided imaging as an adjunct to traditional mapping, with 
potential applications beyond language networks, to other eloquent 
brain regions. Future research should focus on standardizing con
nectome integration in surgical workflows and exploring its role in 
enhancing patient-specific neurosurgical strategies.

Fig. 5. Postoperative structural and functional connectomics identifies changes in functional connectivity. (A) 3-month postoperative structural connectome scan 
demonstrating gross preservation of parcellations adjacent to the patient’s lesion. (B) Seed-based functional connectivity analysis of area 44 demonstrating reor
ganized functional connectivity to areas 6r, and FOP4. (C) Seed-based functional connectivity analysis of the right area 44 demonstrating areas of functional cor
relation and anticorrelation to ipsilateral and contralateral parcellations. (D) Seed-based functional connectivity analysis of area 45 demonstrating robust functional 
connectivity to STSdp, with weakening of connectivity to area 55b, and FOP4. (E) Correlation matrix (blue indicates a correlation coefficient of − 1, and red a 
coefficient of +1) between relevant language network parcellations. (F) Anomaly matrix demonstrating areas of anomalous connectivity (red) and hypo
connectivity (blue).
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4.1. Limitations

While these cases demonstrate the benefits of connectome imaging, 
there are limitations to consider. The small sample size and the specific 
language lateralization and Western language backgrounds of these 
patients may limit the generalizability of our findings. Moreover, vari
ability in language localization across languages and cultural back
grounds could impact how connectome imaging is applied and 
interpreted across diverse patient populations. Future studies with 
larger, more diverse cohorts will be necessary to validate connectome- 
guided surgical approaches in a wider range of patients. Additionally, 
technical limitations in connectome imaging warrant further investiga
tion. The proprietary nature of connectome mapping software can 
introduce variability in the processing and interpretation of connectivity 
data, potentially affecting reproducibility. Advancements in real-time 
connectome integration and validation studies that assess connectomic 
accuracy and consistency across platforms could strengthen the reli
ability of this approach. Furthermore, research into the cost- 
effectiveness and practical accessibility of connectome imaging in clin
ical settings would provide valuable insights into its broader 
applicability.

5. Conclusion

Connectome-guided imaging provided critical insights for surgical 
planning and execution, allowing for safe and effective resections in 
patients with language-dominant lesions. By integrating structural and 
functional connectivity data, neurosurgeons can achieve a more 
personalized approach, supporting functional preservation and opti
mizing patient outcomes in challenging eloquent brain areas. The clin
ical value of connectome imaging lies in its ability to refine 
intraoperative decision-making, reduce the risk of functional deficits, 
and potentially support postoperative neuroplasticity, underscoring its 
potential as a valuable tool in the neurosurgical management of brain 
tumors.

CRediT authorship contribution statement

Shah Harshal: Conceptualization, Data curation, Formal analysis, 
Investigation, Methodology, Writing – original draft, Writing – review & 
editing. Duehr James: Conceptualization, Data curation, Formal anal
ysis, Writing – original draft, Writing – review & editing. Silverstein 
Justin: Project administration, Writing – original draft, Writing – review 
& editing. D’Amico Randy: Project administration, Writing – original 
draft, Writing – review & editing. Abramyan Arevik: Data curation, 
Writing – original draft, Writing – review & editing. Mittelman Laura: 
Data curation, Writing – original draft, Writing – review & editing. 
Galvez Rosivel: Writing – original draft, Writing – review & editing. 
Winby Taylor: Project administration, Writing – original draft, Writing 
– review & editing.

References

[1] R.S. D’Amico, Z.K. Englander, P. Canoll, J.N. Bruce, Extent of resection in glioma-a 
review of the cutting edge, World Neurosurg. 103 (2017) 538–549, https://doi. 
org/10.1016/j.wneu.2017.04.041.

[2] R.F. Spetzler, N.A. Martin, A proposed grading system for arteriovenous 
malformations, J. Neurosurg. 65 (4) (1986) 476–483, https://doi.org/10.3171/ 
jns.1986.65.4.0476.

[3] N. Sanai, M.Y. Polley, M.W. McDermott, A.T. Parsa, M.S. Berger, An extent of 
resection threshold for newly diagnosed glioblastomas, J. Neurosurg. 115 (1) 
(2011) 3–8, https://doi.org/10.3171/2011.2.jns10998.

[4] E.T. Rolls, G. Deco, C.C. Huang, J. Feng, The human language effective 
connectome, Neuroimage 258 (2022) 119352, https://doi.org/10.1016/j. 
neuroimage.2022.119352.

[5] K.J. Albers, K.S. Ambrosen, M.G. Liptrot, T.B. Dyrby, M.N. Schmidt, M. Morup, 
Using connectomics for predictive assessment of brain parcellations, Neuroimage 
238 (2021) 118170, https://doi.org/10.1016/j.neuroimage.2021.118170.

[6] E.R. Laws, I.F. Parney, W. Huang, et al., Survival following surgery and prognostic 
factors for recently diagnosed malignant glioma: data from the Glioma Outcomes 

Project, J. Neurosurg. 99 (3) (2003) 467–473, https://doi.org/10.3171/ 
jns.2003.99.3.0467.

[7] N.B. Dadario, B. Brahimaj, J. Yeung, M.E. Sughrue, Reducing the cognitive 
footprint of brain tumor surgery, Front. Neurol. 12 (2021) 711646, https://doi. 
org/10.3389/fneur.2021.711646.

[8] S.A. Ahsan, K. Chendeb, R.G. Briggs, et al., Beyond eloquence and onto centrality: a 
new paradigm in planning supratentorial neurosurgery, J. Neurooncol. 146 (2) 
(2020) 229–238, https://doi.org/10.1007/s11060-019-03327-4.

[9] M.F. Glasser, T.S. Coalson, E.C. Robinson, et al., A multi-modal parcellation of 
human cerebral cortex, 171-+, Nature 536 (7615) (2016) https://doi.org/ 
10.1038/nature18933.

[10] M.F. Glasser, S.M. Smith, D.S. Marcus, et al., The human connectome project’s 
neuroimaging approach, Nat. Neurosci. 19 (9) (2016) 1175–1187, https://doi.org/ 
10.1038/nn.4361.

[11] H.A. Shah, F. Ablyazova, A. Alrez, et al., Intraoperative awake language mapping 
correlates to preoperative connectomics imaging: an instructive case, Clin. Neurol. 
Neurosurg. 229 (2023) 107751, https://doi.org/10.1016/j.clineuro.2023.107751.

[12] J.T. Yeung, H.M. Taylor, I.M. Young, P.J. Nicholas, S. Doyen, M.E. Sughrue, 
Unexpected hubness: a proof-of-concept study of the human connectome using 
pagerank centrality and implications for intracerebral neurosurgery, 
J. Neurooncol. 151 (2) (2021) 249–256, https://doi.org/10.1007/s11060-020- 
03659-6.

[13] J.T. Yeung, H.M. Taylor, P.J. Nicholas, et al., Using quicktome for intracerebral 
surgery: early retrospective study and proof of concept, World Neurosurg. 154 
(2021) e734–e742, https://doi.org/10.1016/j.wneu.2021.07.127.

[14] H. Duffau, The huge plastic potential of adult brain and the role of connectomics: 
new insights provided by serial mappings in glioma surgery, Cortex 58 (2014) 
325–337, https://doi.org/10.1016/j.cortex.2013.08.005.

[15] A. Fornito, A. Zalesky, M. Breakspear, The connectomics of brain disorders, Nat. 
Rev. Neurosci. 16 (3) (2015) 159–172, https://doi.org/10.1038/nrn3901.

[16] N.B. Dadario, C. Teo, M.E. Sughrue, Insular gliomas and tractographic visualization 
of the connectome, Neurosurg. Focus Video 6 (1) (Jan 2022) V4, https://doi.org/ 
10.3171/2021.10.FOCVID21194.

[17] A.A. Morell, D.G. Eichberg, A.H. Shah, et al., Using machine learning to evaluate 
large-scale brain networks in patients with brain tumors: traditional and non- 
traditional eloquent areas, Neuro-Oncol. Adv. 4 (1) (2022), https://doi.org/ 
10.1093/noajnl/vdac142 vdac142.

[18] N.B. Dadario, K. Piper, I.M. Young, J.H. Sherman, M.E. Sughrue, Functional 
connectivity reveals different brain networks underlying the idiopathic foreign 
accent syndrome, Neurol. Sci. 44 (9) (2023) 3087–3097, https://doi.org/10.1007/ 
s10072-023-06762-4.

[19] S. Doyen, P. Nicholas, A. Poologaindran, et al., Connectivity-based parcellation of 
normal and anatomically distorted human cerebral cortex, Hum. Brain Mapp. 43 
(4) (2022) 1358–1369, https://doi.org/10.1002/hbm.25728.

[20] H. Ren, J. Zhu, X. Su, et al., Application of structural and functional connectome 
mismatch for classification and individualized therapy in Alzheimer disease, Front. 
Public Health 8 (2020) 584430, https://doi.org/10.3389/fpubh.2020.584430.

[21] E. Suero Molina, M.J. Tait, A. Di Ieva, Connectomics as a prognostic tool of 
functional outcome in glioma surgery of the supplementary motor area: illustrative 
case, J. Neurosurg. Case Lessons 6 (6) (2023), https://doi.org/10.3171/case23286.

[22] M. Taniguchi, C. Cedzich, J. Schramm, Modification of cortical stimulation for 
motor evoked potentials under general anesthesia: technical description, 
Neurosurgery 32 (2) (1993) 219–226, https://doi.org/10.1227/00006123- 
199302000-00011.

[23] J.W. Silverstein, J.D. Greisman, N.B. Dadario, J. Park, R.S. D’Amico, A cost- 
effective, adjustable, dynamic subcortical stimulation device - technical note, 
Neurodiagn. J. (2022) 1–13, https://doi.org/10.1080/21646821.2022.2121544.

[24] J.W. Silverstein, H.A. Shah, J.D. Greisman, et al., Adjustable, dynamic subcortical 
stimulation technique for brain tumor resection: a case-series, Oper. Neurosurg. 
(Hagerstown) 25 (2) (2023) 161–167, https://doi.org/10.1227/ 
ons.0000000000000724.

[25] D. Bonda, J.W. Silverstein, J. Katz, J.A. Ellis, J. Boockvar, R. D’Amico, Asleep 
speech mapping using orofacial muscles as surrogates for motor speech in patients 
who cannot tolerate awake surgery: a case series, Cureus 13 (6) (2021) e15861, 
https://doi.org/10.7759/cureus.15861.

[26] H. Duffau, L. Capelle, N. Sichez, et al., Intraoperative mapping of the subcortical 
language pathways using direct stimulations. An anatomo-functional study, Brain 
125 (Pt 1) (2002) 199–214, https://doi.org/10.1093/brain/awf016.

[27] H. Duffau, L. Capelle, D. Denvil, et al., Usefulness of intraoperative electrical 
subcortical mapping during surgery for low-grade gliomas located within eloquent 
brain regions: functional results in a consecutive series of 103 patients, 
J. Neurosurg. 98 (4) (2003) 764–778, https://doi.org/10.3171/ 
jns.2003.98.4.0764.

[28] L. Coletta, P. Avesani, L. Zigiotto, et al., Integrating direct electrical brain 
stimulation with the human connectome, Brain 147 (3) (2024) 1100–1111, 
https://doi.org/10.1093/brain/awad402.

[29] M. Moretto, B.F. Luciani, L. Zigiotto, et al., Resting state functional networks in 
gliomas: validation with direct electric stimulation of a new tool for planning brain 
resections, Neurosurgery 95 (6) (2024) 1358–1368, https://doi.org/10.1227/ 
neu.0000000000003012.

[30] A. Ardila, B. Bernal, M. Rosselli, How localized are language brain areas? A review 
of brodmann areas involvement in oral language, Arch. Clin. Neuropsychol. 31 (1) 
(2016) 112–122, https://doi.org/10.1093/arclin/acv081.

[31] H. Duffau, M. Lopes, F. Arthuis, et al., Contribution of intraoperative electrical 
stimulations in surgery of low grade gliomas: a comparative study between two 
series without (1985-96) and with (1996-2003) functional mapping in the same 

H.A. Shah et al.                                                                                                                                                                                                                                 Clinical Neurology and Neurosurgery 249 (2025) 108760 

7 

https://doi.org/10.1016/j.wneu.2017.04.041
https://doi.org/10.1016/j.wneu.2017.04.041
https://doi.org/10.3171/jns.1986.65.4.0476
https://doi.org/10.3171/jns.1986.65.4.0476
https://doi.org/10.3171/2011.2.jns10998
https://doi.org/10.1016/j.neuroimage.2022.119352
https://doi.org/10.1016/j.neuroimage.2022.119352
https://doi.org/10.1016/j.neuroimage.2021.118170
https://doi.org/10.3171/jns.2003.99.3.0467
https://doi.org/10.3171/jns.2003.99.3.0467
https://doi.org/10.3389/fneur.2021.711646
https://doi.org/10.3389/fneur.2021.711646
https://doi.org/10.1007/s11060-019-03327-4
https://doi.org/10.1038/nature18933
https://doi.org/10.1038/nature18933
https://doi.org/10.1038/nn.4361
https://doi.org/10.1038/nn.4361
https://doi.org/10.1016/j.clineuro.2023.107751
https://doi.org/10.1007/s11060-020-03659-6
https://doi.org/10.1007/s11060-020-03659-6
https://doi.org/10.1016/j.wneu.2021.07.127
https://doi.org/10.1016/j.cortex.2013.08.005
https://doi.org/10.1038/nrn3901
https://doi.org/10.3171/2021.10.FOCVID21194
https://doi.org/10.3171/2021.10.FOCVID21194
https://doi.org/10.1093/noajnl/vdac142
https://doi.org/10.1093/noajnl/vdac142
https://doi.org/10.1007/s10072-023-06762-4
https://doi.org/10.1007/s10072-023-06762-4
https://doi.org/10.1002/hbm.25728
https://doi.org/10.3389/fpubh.2020.584430
https://doi.org/10.3171/case23286
https://doi.org/10.1227/00006123-199302000-00011
https://doi.org/10.1227/00006123-199302000-00011
https://doi.org/10.1080/21646821.2022.2121544
https://doi.org/10.1227/ons.0000000000000724
https://doi.org/10.1227/ons.0000000000000724
https://doi.org/10.7759/cureus.15861
https://doi.org/10.1093/brain/awf016
https://doi.org/10.3171/jns.2003.98.4.0764
https://doi.org/10.3171/jns.2003.98.4.0764
https://doi.org/10.1093/brain/awad402
https://doi.org/10.1227/neu.0000000000003012
https://doi.org/10.1227/neu.0000000000003012
https://doi.org/10.1093/arclin/acv081


institution, J. Neurol. Neurosurg. Psychiatry 76 (6) (2005) 845–851, https://doi. 
org/10.1136/jnnp.2004.048520.

[32] F. Bartolomei, I. Bosma, M. Klein, et al., Disturbed functional connectivity in brain 
tumour patients: evaluation by graph analysis of synchronization matrices, Clin. 
Neurophysiol. 117 (9) (2006) 2039–2049, https://doi.org/10.1016/j. 
clinph.2006.05.018.

[33] E. Bullmore, O. Sporns, The economy of brain network organization, Nat. Rev. 
Neurosci. 13 (5) (2012) 336–349, https://doi.org/10.1038/nrn3214.

[34] S.K. Gujar, K. Manzoor, J. Wongsripuemtet, et al., Identification of the language 
network from resting-state fMRI in patients with brain tumors: how accurate are 
experts? AJNR Am. J. Neuroradiol. 44 (3) (Mar 2023) 274–282, https://doi.org/ 
10.3174/ajnr.A7806.

H.A. Shah et al.                                                                                                                                                                                                                                 Clinical Neurology and Neurosurgery 249 (2025) 108760 

8 

https://doi.org/10.1136/jnnp.2004.048520
https://doi.org/10.1136/jnnp.2004.048520
https://doi.org/10.1016/j.clinph.2006.05.018
https://doi.org/10.1016/j.clinph.2006.05.018
https://doi.org/10.1038/nrn3214
https://doi.org/10.3174/ajnr.A7806
https://doi.org/10.3174/ajnr.A7806

	Enhancing brain tumor surgery precision with multimodal connectome imaging: Structural and functional connectivity in langu ...
	1 Introduction
	2 Methods
	2.1 Personalized connectome construction
	2.2 Intraoperative neuromonitoring technique

	3 Results
	3.1 Patients
	3.1.1 Patient 1
	3.1.2 Patient 2


	4 Discussion
	4.1 Limitations

	5 Conclusion
	CRediT authorship contribution statement
	References


