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Abstract: Background: Patients with eloquently located cerebral lesions require surgery that usually
employs mapping and monitoring techniques for the preservation of motor and language function.
However, in many cases, mapping only might be sufficient, reducing the need for technical and
personnel logistics. Here, we report our experiences using a device that can be operated by the
surgeon independently, providing mapping techniques but omitting monitoring techniques. Meth-
ods: For monopolar and bipolar cortical/subcortical stimulation, pre-set programs were available
and intraoperatively used—two enabling EMG real-time tracking of eight muscles for monopolar
(cortical/subcortical) mapping, and two programs for 60 Hz stimulation, one with EMG and one
without. Motor mapping was performed under continuous observation of the screened EMG signal
and acoustic feedback by the surgeon. For the 60 Hz stimulation, a standard bipolar stimulation probe
was connected through a second port. The preoperative application of the subdermal EMG needles,
as well as the intraoperative handling of the device, were performed by the surgeons independently.
Postoperatively, an evaluation of the autonomous handling and feasibility of the device for the
chosen test parameters was conducted. Results: From 04/19–09/21, 136 procedures in patients with
eloquently located cerebral lesions were performed by using the “mapping-only” device. Mapping
was performed in 82% of the monopolar cases and in 42% of the bipolar cases. Regarding the setup
and sufficiency for the cortical/subcortical mapping, the device was evaluated as independently
usable for motor and language mapping in 129 procedures (95%). Gross total resection was achieved,
or functional limit throughout resection was reached, in 79% of the patients. 13 patients postopera-
tively suffered from a new neurological deficit. At the 3–6-month follow-up, three patients showed
persistent deficit (2%). All of them had language disturbances. The setup time for the device was
less than 7 min. Conclusions: The device was evaluated as sufficient in over 90% of cases concerning
monopolar and bipolar mapping, and the setup and handling was sufficient in all patients. With the
present data we show that in well-selected cases, a very simple system providing mapping only is
sufficient to achieve gross total resection with the preservation of functionality.

Keywords: brain mapping; monopolar stimulation; bipolar stimulation; eloquent brain tumor surgery

1. Introduction

Maximum resection is crucial for favorable outcomes in patients with intrinsic brain
tumors [1–3], but is also found to be important in patients with other histopathological
entities [4–7]. In the past decades, numerous technical innovations have been introduced
to facilitate the function-preserving resection of different brain tumor entities. Intraoper-
ative neuromonitoring (IONM-o) and mapping (IONM-a) procedures of the cortex and
subcortical structures, for example, have been complemented by fluorescence-guided pro-
cedures [8,9] and intraoperative MRI techniques [9]. Also, preoperative planning with
mapping techniques via transcranial mapping [10–12] and diffusion weight imaging [13,14]
has become more complex in order to increase safe maximum resection.

Particularly, intraoperative techniques like IONM-o and IONM-a by direct cortical and
subcortical mapping techniques have been established widely in neurooncological surgery
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for the resection of tumors relating to cortical and subcortical functional areas [12,15–18], as
they provide real-time monitoring of the patient’s motor and language functional integrity.
IONM-o is applied for the monitoring of motor and sensory function. Motor evoked
potentials (MEP) are employed for the monitoring of motor integrity. These evoked muscle
responses are captured and analyzed, providing insights into the functional status of the
motor pathways in patients who are asleep [19–22]. Sensory pathway integrity is monitored
by somatosensory evoked potentials (SSEP), measuring the latency and amplitude of two
signals between defined points. The underlying principle of SSEP monitoring involves the
generation and recording of electrical signals that reflect the transmission of sensory infor-
mation along neural pathways [15,23]. Thus, these technically and logistically demanding
techniques play a crucial role in complex brain surgery where the risk of functional tissue
damage is high, and where avoiding such damage while achieving the maximum extent of
resection is the main goal in brain tumor surgery [24–26].

Besides these monitoring techniques, there is the possibility of intraoperative brain
mapping. This can be done with a high-frequency stimulation technique using a monopo-
lar stimulation probe as well as a low-frequency stimulation technique using a bipolar
stimulation probe. Today, monopolar stimulation is the standard for monitoring motor
functionality [27,28]. Language mapping is standardly performed by bipolar low-frequency
stimulation due to its longer stimulus duration.

For IONM-o with MEP and SSEP monitoring, specially trained personnel are needed
to operate technical devices, evaluate the collected measured values, and pass them on
to the surgeons. These data serve the surgeon as the basis for further decisions regarding
the surgical procedure. The use of bipolar stimulation requires a simple stimulation
device (e.g., Ojeman stimulator) and a person who coordinates and evaluates the language
test performance. Monopolar stimulation requires the monopolar stimulation device, a
reference electrode, and the EMG recording. This technique is usually provided by IONM-o
machines, which also provide SSEP, MEP, and ECOG options.

Due to the introduction of a small new device which allows both monopolar and
bipolar mapping by the surgeon, a pilot project was started in our clinic. In this study, we
report on the indications of “mapping only” without monitoring devices, the neurological
outcomes, and the postoperative evaluation of whether the “mapping only” strategy that
was determined preoperatively was also confirmed intraoperatively as sufficiently safe by
the surgeons.

2. Patients and Methods

The present analysis was conducted between January 2019 and January 2023 at the
Department of Neurosurgery at University Hospital Düsseldorf, with approval from the
local ethical committee (Study Number 2022–2242). The study focused on evaluating intra-
operatively collected data from cortical and subcortical mapping procedures performed on
patients with eloquently located supratentorial brain lesions. We also conducted analyses
on neurological outcomes, postoperative MRIs, and epidemiological data.

During all surgeries, we utilized the C2 Xtend, and later, the C2 Xplore devices (inomed
Medizintechnik GmbH in Emending, Germany). These devices, particularly the C2 Xplore,
were a novel addition at the beginning of this study, offering a wide range of functions,
concerning brain mapping procedures. We have enclosed a figure illustrating the C2
Xtend device (Figure S1A) and an intraoperative screenshot under monopolar stimulation
(Figure S1B). Consequently, the primary objective of our analysis was to determine whether
these advanced devices could effectively replace the standard equipment typically used for
mapping and monitoring procedures in cases involving eloquently located brain lesions.

2.1. Patients

Inclusion criteria for the present analysis were as follows: (1) supratentorial brain
tumor surgery in patients >18 years between January 2019 and January 2023, and (2) the
use of the C2 Xtend or C2 Xplore device during the surgery.
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All patients that underwent surgery using the mapping-only device in the reported
period were included, notwithstanding the assumed neuropathological diagnosis and
surgery mode (resection vs. open biopsy). If an open rather than stereotactical biopsy was
planned for lesions involving assumed high eloquent localizations, the mapping device
was used for the definition of the biopsy limits. This is particularly important in patients
with assumed high-grade intrinsic tumors, as the extent of resection is directly linked to the
outcome of patients. If the preoperative MRI screening revealed a clear vascular conflict
of the tumor, e.g., a tumor involving the Sylvian fissure, patients underwent the surgical
procedure using the established IONM-o processes, including MEP and SSEP monitoring,
and therefore were not included in the analysis.

2.2. Methods
2.2.1. Mapping Data

In the present cohort, two devices were used for intraoperative brain mapping pro-
cedures: firstly, the C2 Xtend, and later, the successor model C2 Xplore (inomed Medizin-
technik GmbH, Emmending, Germany, Neuro Explorer Software Version 6). Both devices
enable cortical and subcortical brain mapping. The setup and intraoperative handling of
the device is conducted by the surgeon alone without the need of additional external staff.

2.2.2. Setup and Implementation

We implemented a standardized configuration and provided training to all neuro-
oncology surgeons to ensure consistency in our procedures. This technical setup involved
the preoperative placement of subdermal needles for an 8-channel electromyography (EMG)
system. Individual customization is possible for the muscles to be monitored. At our clinic,
during intraoperative monitoring via EMG, we focused on assessing the muscles located
on the contralateral side of the lesion, which are listed below.

2.2.3. Face: M. orbicularis Oris, M. mentalis

Upper extremity: M. biceps brachii, M. abductor pollicis breves, and hypothenar mus-
cle group.

Lower extremity: M. quadriceps femurs, M. tibialis anterior, and M. abductor hallucis.
In addition, a neutral electrode was placed in the deltoid muscle and a reference

electrode was placed in the FC position according to the 10–20 system. If there was a
conflict with the chosen skin incision, the reference electrode was positioned accordingly.
After insertion of the needles, they were connected to an adapter box.

All presurgical preparations, including the EMG setup, were performed by the operat-
ing surgeon. The setup time for the device and needles was measured randomly.

2.2.4. Stimulation Settings

We stored various programs with the corresponding standard settings on the device.
These can also be individually set and configured. At our department, we chose the same
parameters as used in our IONM-o systems.

The monopolar cortical stimulation was performed either cortically or subcortically
with a monopolar probe. In both operational modes, we employed continuous stimulation
utilizing a repetition rate of 0.5 ms. Stimulation was administered in the form of a stimulus
train, consisting of five individual pulses, commonly referred to as a “train of five”. The
interval between successive pulses within this train was set at 4 ms, while each individual
pulse had a width of 500 µs. During the monopolar stimulation, the EMG was continuously
transmitted to a large display for the visual control of the triggered muscles; in addition,
acoustic feedback was triggered via an EMG signal. There were two different programs
available: one for cortical and one for subcortical stimulation.

Bipolar stimulation was performed either cortically or subcortically as well. For
stimulation, a range of 0.5 to 4 mA with a pulse width of 0.8 mA was used. Each stimulation
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cycle consisted of a single pulse, delivered at a frequency of 60 Hertz. The stimulation
duration was set at 4 s for each cycle.

During the resection and stimulation, language testing was performed using a stan-
dardized protocol with various types of test tools, covering different aspects of language. A
more detailed description of this very specific test battery is beyond the scope of this paper.

For the monopolar mapping, the stimulation of the motor cortex standardly began at
10 mA (with the upper limit capped at 20 mA). Once the cortical thresholds for positive
responses in the EMG were determined, we proceeded to test the cortical region encompass-
ing the underlying lesion. If there was positive testing in the area of the surgical approach,
a new threshold for this specific area was established. Depending on these results, the
corticotomy and subcortical preparation could be initiated. The subcortical testing phase
takes place during the resection procedure.

The specific program is chosen pre-surgically by the surgeon at the monitor. Programs
could be changed throughout surgery.

Parameters related to the stimulation intensity, repetition rates, the quantity of stimuli,
interpulse stimulation intervals, and pulse widths were all adjustable to accommodate the
preferences and experience of the user. These adjustments could be made at any point
during the procedure according to specific requirements.

If the device was under a sterile drape, it could be operated by the surgeon only during
the surgery.

2.3. Awake Surgery

Awake surgery is a standard procedure in our department for patients with tumors
located in the left frontal or temporal lobe, in order to be able to test for language distur-
bances during resection. We also indicated awake surgery for patients that had to undergo
fine-motor skill testing during surgery or for vision control.

2.4. Evaluation of Sufficiency

Surgeons were interviewed directly in the postoperative phase if the applied technique
was sufficient in their view. Comments were collected and grouped into an evaluation of
“sufficient” or “non-sufficient” procedures.

2.5. Evaluation of Neurological Outcome

Upon admission, patients underwent an initial neurological examination in order to
maintain comparability. Following surgery, patients were subject to multiple evaluations,
particularly if any new neurological deficits arose. For the current analysis, we consistently
utilized the examination conducted at the point of discharge to define the postoperative
assessment. Furthermore, patients who developed new neurological deficits in the post-
operative period were subsequently monitored at approximately 3 months and 6 months
following surgery. Permanent deficit was defined by a persistent deficit at the 6-month
follow-up.

2.6. Residual Volume (MRI)

To evaluate the remaining tumor volume, we conducted a review of the postoperative
MRI scans. All MRIs were conducted within a 72-h window following surgery. Our classifi-
cation system included four distinct groups for describing the results: (1) the macroscopic
total resection and total resection in the postoperative MRI, (2) the macroscopic total re-
section and residual tumor volume in the postoperative MRI, (3) the macroscopic residual
tumor volume and residual tumor volume in the postoperative MRI, and (4) no MRI.

The residual volume was calculated by one member of the study team by usage of a
volumetry tool within the local radiology information system (SECTRA Workstation 101,
IDS7, Version 24.1, Sectra AB, Sweden, 2022). The results of the residual tumor volume were
expressed in mL, with volumes less than 0.1 mL defined as indicative of gross total resection.
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Sociodemographic information, along with the neuropathological diagnosis and any
pertinent medical/surgical histories, were extracted from the local patient administration
system. Neuropathological findings predating the introduction of the WHO 5 Classifica-
tions of Central Nervous System Tumors in 2021 [29] were modified to conform to the
revised classification criteria.

2.7. Statistical Analysis

A statistical analysis was performed using IBM SPSS Statistics Version 26 (IBM Corpo-
ration, Armonk, NY, USA).

Data were tested using the Shapiro–Wilk Test for normal distribution. Cohort data
were not normally distributed; therefore, non-parametric testing with Pearson’s chi-squared
test for nominal variables, and the independent samples t-test, were performed. Statistical
significance stated as a p-value for all results was set at 0.05.

3. Results

During the specified screening period from January 2019 to January 2023, the map-
ping devices were employed in 136 procedures. These procedures were carried out on
131 patients, with a mean age of 56 with a standard deviation of ±16 years at the time of
their initial recorded surgery. The age range spanned from 22 to 86 years. Of the patients,
62 (47%) were female, while 69 (53%) were male.

Predominant neuropathological diagnoses were metastasis (35%, n = 34), with an
equal distribution of Glioblastoma WHO grade 4. In terms of lesion location, 75 procedures
were performed on lesions within the left hemisphere (55%), while 59 procedures were
directed at right hemisphere tumors (43%). Moreover, two procedures involved surgery at
the splenium (2%). Unexpectedly, intraoperative vascular conflicts were encountered in
two patients. An overview of the cohort is presented in Table 1.

Table 1. A brief description of demographic, histopathological, localization and functional tumor
involvement data of the cohort.

Age (Year)
(n = 131)

mean 56 [SD ± 16]
range 22–86

Sex
(n = 131)

female 62
male 69

Diagnosis
(n = 136)

Astrocytoma IDH-mutant (2–3) 16
Astrocytoma IDH-mutant (4) 2
Glioblastoma, IDH-Wildtype (4)

MGMT – 29

Glioblastoma, IDH-Wildtype (4)
MGMT + 28

Oligodendroglioma (2–3) 15
Cerebral metastasis 34
Aggressive NHL 4
Atypical Meningeoma 3
Dysembrioplastic neuroepithelial

tumor 1

Ganglioglioma 1
Reactive tissue changes 1
Florid inflammatory demyelinating 1
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Table 1. Cont.

Localisation
(n = 136)

Left hemisphere 75
Right hemisphere 59
Other 2

Functional Tumour Involvement
(n = 136)

Language only 33
Motor only 59
Combination of language and motor 11
Positive stimulation at tumour margin 31
Not eloquent 2

Figure 1A–D visualizes different neuropathological details and details about the
localization of the lesions that were included in the study, as well as the functional in-
volvement of the tumors that were surgically treated. Tumor localization was grouped
into four functional involvements: “language involvement only”, “motoric involvement
only”, “combination of language and motor involvement”, as well as “positive mapping
only at the tumor margin”. The last group defined tumors, that might only have been
partly functionally located, as we only received positive mapping/stimulation results at
the tumor margins, sometimes with high current thresholds.

53% (n = 72) of all procedures in the cohort were performed as awake procedures,
independent from localization or mapping techniques. Left-hemispheric lesions more
often triggered awake status, with 56 procedures conducted in the awake setting in lesions
located in the left-hemisphere, versus 16 procedures in right hemisphere lesions (78% vs.
22%; p < 0.01). All procedures (n = 2) with lesions located at the splenium were performed
as awake surgeries. Patients with tumor-vascular conflicts in the preoperative MRI were
excluded, adhering to the defined exclusion criteria. Nevertheless, in two patients, there
was an unexpected vascular conflict due to a tumor extension to the vascular level of the
Sylvian fissure, which was not seen in the preoperative MRI scan. The mean setup time
(n = 48) was 5 min 48 s.
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3.1. Mapping Data of Monopolar Stimulation

In 111 procedures (82%), monopolar mapping was conducted by the surgeons. 24 pro-
cedures (18%) were performed without planned monopolar mapping. In one surgical case,
there was partly missing documentation regarding the use of the monopolar mapping
technique (information on cortical stimulation was present but information on subcortical
stimulation was missing). Cortical monopolar mapping was performed in 111 procedures
(82%), of which 87% (97) could define the cortical motor threshold. In the seven remaining
cases, the cortical monopolar stimulation up to 20 mA remained negative regarding the
EMG responses.

Subcortical monopolar stimulation was carried out in 101 surgical cases (74%). In
10 procedures, no tracking of the corticospinal tract defined as a positive EMG response
was achieved, with a stimulation intensity of up to 15 mA (Figure 2).
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results (no speech arrest or other disturbances in speech testing) were achieved (Figure 2).

The mean cortical bipolar stimulation intensity was 1.3 mA [±0.6 SD], ranging from
0.5 to 3 mA, and the subcortical bipolar stimulation intensity was 1.2 mA [±0.4 SD], with
an observed range from 0.8 to 2 mA. At this point, it is important to notice that, due to
technical differences in comparison to standard bipolar stimulation devices, including the
Ojeman stimulator and monitoring devices with separate mapping boxes that measure the
peak current, the device used measured the peak-to-peak current, leading to a displayed
output stimulation intensity twice as high as those of standard devices (e.g., if the peak
current is displayed as 0.5 mA, the peak-to-peak current is displayed with 1 mA). For the
present analyses, the stimulation intensity results were recalculated as the peak current for
better comparability to other IONM-o/IONM-a devices.

Bipolar stimulation was used significantly more often in left-hemisphere tumors than
right-hemisphere lesions (p = 0.011).

A combination of both mapping modalities was used in 46 (34%) surgical procedures.
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In regard to the preoperatively defined required mapping or monitoring techniques, in
95% (n = 129) of the procedures the choice of the “mapping-only” procedure was evaluated
as sufficient by the performing surgeon. In this sub-cohort, in three cases additional
monitoring via strip electrode was evaluated as “would have been helpful” but did neither
influence the surgical outcome regarding the extent of resection nor the neurological
outcome of the patients. In five cases, the “mapping-only” procedure was evaluated as
“not sufficient”. In two of the cases, there were technical issues leading to technically
no stimulation. In three cases, MEP/SSEP monitoring was intraoperatively evaluated as
obligatory. In two of those cases, a marginal residual tumor volume (0.1 mL) was revealed
in the postoperative MRI. In two further cases, all applied mapping techniques remained
negative; thus, the tumour localization appeared as not functional during surgery and
mapping was evaluated as “not needed”. An evaluation of the sufficiency of the “mapping-
only” procedure did not significantly depend on localization (p = 0.255), but in cases when
awake surgery was planned but patients were not adequately awake, the “mapping-only”
procedure was significantly more often evaluated as “insufficient” (p = 0.042).

3.3. Neurological Outcome
3.3.1. Postoperative Neurological State

Neurological deterioration, defined as a new neurological deficit in the postoperative
phase, was seen in 10% of the procedures (n = 13). Two patients died in the postoperative
course; however, death was not directly associated to surgical intervention (Figure 3A).
Localization did not significantly influence a direct postoperative deficit, however a trend
for left-hemispheric lesions was seen (p = 0.099), whereas bipolar stimulation triggered new
postoperative deficits more often (p = 0.008).
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The majority of patients suffered from new speech disturbances (46%, n = 6). Motoric
impairment was seen in three patients (23%). A combination of new motor and speech
deficits was seen in two patients (Figure 3B).

3.3.2. 3 Month FU

After three months, three (2.2%) patients still suffered from a neurological deficit,
one more patient had died, and two patients did not show up to follow-up appointments
and were therefore categorized as loss of follow-up (Figure 3A). A persistent, respectively
permanent deficit at the 6-month follow-up was still recorded in those three patients (2.2%).
All of them suffered from a persistent speech disturbance. There was no permanent motor
deficit in this cohort (Figure 3A,B) under mapping-only conditions.

3.3.3. Permanent Deficit

Permanent deficits were not caused by any vascular complications such as infarction
or bleeding. In all three patients with permanent deficit, a combination of monopolar and
bipolar stimulation was used. There was a trend for a higher risk of postoperative deficits
in patients who underwent awake surgery and in cases where awake surgery was planned
but the patients did not wake up adequately (p = 0.53).

3.4. Resection Results as Evaluated by Postoperative MRI

In 127 procedures, a postoperative MRI was obtained (93%). Nine procedures were
conducted as open biopsies and an MRI scan was not planned and therefore also not
conducted in the postoperative course.

Concerning the whole cohort, 59% (n = 75) of the postoperative MRI scans showed no
contrast enhancement (threshold defined as <0.1 mL), and an intraoperative evaluation of
the gross total resection was confirmed. However, in 25% (n = 32) of all procedures, there
was an expected residual tumour volume, as throughout the mapping process functional
limits were defined and the resection had to be stopped at some point. In the remaining 16%
(n = 20) of procedures, postoperative MRI scans revealed an unexpected residual volume
with a mean residual volume of 0.47 mL [±0.7 SD] ranging from 0.1 to 2.8 mL. The mapping
modality did not significantly correlate with the resection result (monopolar stimulation
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p = 0.303, bipolar stimulation p = 0.309). Additionally, there was no significant correlation
between the resection result and the sufficiency of the mapping procedure (p = 0.114).
Figure 4A,B illustrates resection results of the cohort, as well as the resection results divided
into groups of functional involvement. A total of 51% of the tumors involving motor
pathways showed a postoperative total resection (as defined by contrast enhancement
<0.1 mL in the postoperative MRI), as did 61% of the tumors involving language, and 36%
of the tumors combining motor and language functionality. Surgery was stopped according
to functional restrictions obtained by the mapping procedure due to motor impairment in
25% of the procedures, language affection in 21% of the procedures, and a combination
of both motor impairment and language affection in 36% of the procedures (Figure 4B).
Figure 4B illustrates the resection results grouped by the functional involvement of tumors.
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Figure 4. (A,B) A: Resection results evaluated by 72 h postoperative MRI scans. 127 MRIs were
available for this analysis. In the majority of patients either gross total resection or expected residual
volume was confirmed (79% macroscopic TR/MRI TR and macroscopic R/MRI R). In 20 proce-
dures an unexpected residual volume was revealed with a mean volume of 0.47 mL (macroscopic
TR/MRI R).
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4. Discussion

In the present study, mapping-only surgical approaches that were performed with a
device independently handled by the surgeon, are described for the resection of eloquently
located supratentorial lesions, including the neurological outcomes and extent of resection
in 136 procedures.

During the resection of brain lesions in critical brain regions that control motor and
language functions, surgical neuro-oncology units commonly employ motor and language
mapping. This practice aims to preserve the patient’s neurological functioning. To carry
out this mapping, specifically trained personnel like neurophysiologists or technicians
are essential. They are responsible for the preoperative setup, operation of devices, and
crucially, the real-time evaluation of data during surgery [30]. However, it is worth noting
that these resources may not always be readily available, especially during night-time
procedures or in regions with limited medical infrastructure. Therefore, in our study, we
utilized a device that the surgeon can operate independently, which had previously been
proven to be effective in emergency situations during the resection of Glioblastoma in
two patients facing life-threatening neurological deterioration [31]. Thus, monopolar and
bipolar brain mapping can be performed without any further need for external expert staff
but by the surgeon alone.

In the present study, we assessed the effectiveness of using the mapping-only device
in elective surgical procedures for patients with brain lesions located in critical areas. Our
findings indicate that, in 95% of the procedures where we used the mapping-only device
without additional monitoring, it was deemed sufficient. Our analysis primarily focused
on two key aspects: the success of the lesion resection and the neurological outcomes of
the patients.

Monopolar motor mapping was performed in 82% of all procedures and was of partic-
ular interest as it could be conducted with relatively straightforward effort. Motor mapping
is indicated in order to improve the extent of resection and patients’ outcome [32–34]. This
approach is commonly employed in surgeries where there is a risk to the motor cortex or
corticospinal tract and is often conducted with patients under general anesthesia. Bipolar
stimulation is frequently used in patients who are required to undergo language testing
during awake surgery, which is a practice commonly described as the standard procedure in
the existing literature [16,18,35]. In our cohort, bipolar mapping was also mainly employed
for language mapping procedures. For effective language mapping, patients must remain
awake during surgery. In our patient group, the majority of procedures were conducted
with patients in an awake state (53%). During procedures where bipolar stimulation was
applied, a significant proportion of those lesions were found to be located within the left
hemisphere, as described in Duffau et al.’s early mapping studies [36,37].

The neurological outcomes in our cohort showed a 2.2% occurrence of permanent
neurological deficits, which is a result that is consistent with findings in other, sometimes
larger, studies focusing on mapping procedures. In 2008, Sanai et al. described permanent
speech deficits in 1.6% of patients in a cohort study of 250 Glioma patients [38]. In our
cohort, we observed a tendency toward a higher risk of neurological impairment in patients
scheduled for awake surgery but who did not adequately achieve an awake state. This
emphasizes the critical importance of thorough awake testing in patients with lesions that
potentially affect pathways related to phonological and semantic processing [39].

Motor impairments in our patients occurred only temporarily in a direct postoperative
state, and there were no permanent motor deficits; thus we discussed that it is possible
to dispense with monitoring procedures in selected cases without posing an additional
risk to the patient. In studies where monitoring and mapping techniques were combined,
comparable quotas of neurological impairment were seen. Viganò et al. reported 1.9% of
permanent deficits using transcranial electric stimulation (TES) motor evoked potential
monitoring and direct cortical stimulation [12]. Interestingly, in this study they saw a
higher number of false positive results in TES monitoring in patients, depending on tumor
localization and patient positioning during surgery. In 2020, Gogos et al. also reported a
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combined study of “triple motor mapping” with TES, bipolar, and monopolar controls in
patients with lesions located near motor pathways. Here, these authors found that, overall,
two patients (3.4%) suffered from a new neurological permanent deficit at 6 months,
although only one of them showed MEP worsening during resection [28].

As the extent of resection, particularly in high-grade glioma [40,41] but also low-grade
glioma [42,43] and even metastasis [44], plays an important role for the overall survival
of the patients, a major aim in the treatment of brain tumour patients is to maximize the
extent of resection. In cases involving language or motor pathways, this shall be achieved
under the preservation of functionability.

In our cohort, gross total resection, defined as residual volume < 0.1 mL (non-measurable)
in the postoperative MRI, was achieved in 75 procedures; however, due to mapping results,
surgeons were forced to stop the resection in order to preserve the functionability of
the patients in 32 cases (25%). In only 20 procedures, an unexpected residual contrast
enhancement was seen, with a mean volume of 0.47 mL and a maximum of 2.8 mL in one
case. In the literature, there are various limits reported concerning the significant influence
of residual tumor volume on overall survival, particularly in glioblastoma patients, ranging
from 2 to 5 mL [45–47]. The arguably low rate of gross total resection is due to the strictly
defined limit of 0.1 mL. If thresholds are applied on our cohorts, which are in line with
other reported rates providing advantage for overall survival, we were able to achieve
100% gross total resection, excluding those patients that underwent subtotal resection due
to functional limits in the mapping procedures. Therefore, we did not see disadvantages
for our patients’ cohort due to waiving additional monitoring.

There are certain limitations in our study that need to be considered. First, it is
important to acknowledge that the favorable outcomes observed in our study may be
influenced by the exclusion of patients with vascular conflicts. In these cases, MEP and
SSEP monitoring is essential for safety reasons. However, it is worth noting that our cohort
primarily consisted of patients with highly functional localizations. Second, due to the
relatively small sample sizes in some specific subgroups we examined during our data
analysis, statistical testing was not feasible and, consequently, was not conducted.

5. Conclusions

There is an indisputable increase in safety achieved through the combination of moni-
toring and mapping techniques. If they are easily and quickly available, these techniques
should be aimed for in brain tumour surgeries as described in this paper as a standard
procedure. However, we have showed that, deviating from the established combined
technical setup of monitoring and mapping possibilities, using a mapping-only device,
can achieve comparable results in terms of postoperative deficits and resection outcomes.
We have demonstrated that a mapping only technique is safe (2% deficit) and efficient.
Brain tumour surgery is performed in many countries around the world. With the help
of a mapping-only technique, eloquently located tumors can be treated with great safety
and very good resection results. This is a prerequisite for improved outcomes after therapy
for aggressive diseases, not least in the case of high-grade infiltrative tumors. Given the
simple logistics needed and the affordable price of the technology, we hope that our report
promotes the supply and availability of mapping only devices in neurosurgical units under
careful consideration of special indications. We think that this could be an absolute gain for
brain tumour patients, especially in the field of emergency care, or in health care systems
where there might be limited financial—and therefore personnel and technical—access to
functional monitoring resources for patients with eloquent brain tumors.

Supplementary Materials: The following supporting information can be downloaded at: https:
//www.mdpi.com/article/10.3390/brainsci13101366/s1, Figure S1: C2 Xtend device and screenshot
of intraoperative display of monopolar stimulation.

https://www.mdpi.com/article/10.3390/brainsci13101366/s1
https://www.mdpi.com/article/10.3390/brainsci13101366/s1


Brain Sci. 2023, 13, 1366 14 of 16

Author Contributions: F.S.-B. carried out the data collection and analysis, wrote the manuscript with
support from M.S. and M.R. M.R. and M.S. helped supervise the project. M.S. and F.S.-B. conceived
the original idea. All authors have read and agreed to the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: The study was approved by the local ethical committee
(Study Number 2022–2242).

Data Availability Statement: Data are available on request by the correspondent author, subject to
ethical and legal restrictions.

Acknowledgments: Statistical consulting and conduction of analyses were performed with the
support of Oliver Radke, Heinrich-Heine University Düsseldorf.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Stummer, W.; Kamp, M.A. The importance of surgical resection in malignant glioma. Curr. Opin. Neurol. 2009, 22, 645–649.

[CrossRef]
2. Stummer, W.; Reulen, H.J.; Meinel, T.; Pichlmeier, U.; Schumacher, W.; Tonn, J.C.; Rohde, V.; Oppel, F.; Turowski, B.;

Woiciechowsky, C.; et al. Extent of resection and survival in glioblastoma multiforme: Identification of and adjustment for bias.
Neurosurgery 2008, 62, 564–576. [CrossRef]

3. Sanai, N.; Polley, M.Y.; McDermott, M.W.; Parsa, A.T.; Berger, M.S. An extent of resection threshold for newly diagnosed
glio-blastomas. J. Neurosurg. 2011, 115, 3–8. [CrossRef] [PubMed]

4. Patchell, R.A.; Tibbs, P.A.; Walsh, J.W.; Dempsey, R.J.; Maruyama, Y.; Kryscio, R.J.; Markesbery, W.R.; Macdonald, J.S.; Young, B. A
Randomized Trial of Surgery in the Treatment of Single Metastases to the Brain. New Engl. J. Med. 1990, 322, 494–500. [CrossRef]
[PubMed]

5. Kamp, M.A.; Dibué, M.; Niemann, L.; Reichelt, D.C.; Felsberg, J.; Steiger, H.J.; Szelényi, A.; Rapp, M.; Sabel, M. Proof of principle:
Supramarginal resection of cerebral metastases in eloquent brain areas. Acta Neurochir. 2012, 154, 1981–1986. [CrossRef] [PubMed]

6. Duffau, H. Awake surgery for incidental WHO grade II gliomas involving eloquent areas. Acta Neurochir. 2011, 154, 575–584;
discussion 584. [CrossRef] [PubMed]

7. Hervey-Jumper, S.L.; Berger, M.S. Maximizing safe resection of low- and high-grade glioma. J. Neuro-Oncol. 2016, 130, 269–282.
[CrossRef]

8. Stummer, W.; Pichlmeier, U.; Meinel, T.; Wiestler, O.D.; Zanella, F.; Reulen, H.-J.; ALA-Glioma Study Group. Fluorescence-guided
surgery with 5-aminolevulinic acid for resection of malignant glioma: A randomised controlled multicentre phase III trial. Lancet
Oncol. 2006, 7, 392–401. [CrossRef]

9. Roder, C.; Bisdas, S.; Ebner, F.; Honegger, J.; Naegele, T.; Ernemann, U.; Tatagiba, M. Maximizing the extent of resection and
survival benefit of patients in glioblastoma surgery: High-field iMRI versus conventional and 5-ALA-assisted surgery. Eur. J.
Surg. Oncol. 2014, 40, 297–304. [CrossRef]

10. Sollmann, N.; Ille, S.; Hauck, T.; Maurer, S.; Negwer, C.; Zimmer, C.; Ringel, F.; Meyer, B.; Krieg, S.M. The impact of preoperative
language mapping by repetitive navigated transcranial magnetic stimulation on the clinical course of brain tumor patients. BMC
Cancer 2015, 15, 261. [CrossRef]

11. Haddad, A.F.; Young, J.S.; Berger, M.S.; Tarapore, P.E. Preoperative Applications of Navigated Transcranial Magnetic Stimu-lation.
Front. Neurol. 2020, 11, 628903. [CrossRef]

12. Viganò, L.; Callipo, V.; Lamperti, M.; Rossi, M.; Nibali, M.C.; Sciortino, T.; Gay, L.; Puglisi, G.; Leonetti, A.; Cerri, G.; et al. Tran-
scranial versus direct electrical stimulation for intraoperative motor-evoked potential monitoring: Prognostic value comparison
in asleep brain tumor surgery. Front. Oncol. 2022, 12, 963669. [CrossRef]

13. Nibali, M.C.; Rossi, M.; Sciortino, T.; Riva, M.; Gay, L.G.; Pessina, F.; Bello, L. Preoperative surgical planning of glioma: Limitations
and reliability of fMRI and DTI tractography. J. Neurosurg. Sci. 2019, 63, 127–134. [CrossRef]

14. Manan, A.A.; Yahya, N.; Idris, Z.; Manan, H.A. The Utilization of Diffusion Tensor Imaging as an Image-Guided Tool in Brain
Tumor Resection Surgery: A Systematic Review. Cancers 2022, 14, 2466. [CrossRef] [PubMed]

15. Seidel, K.; Szelényi, A.; Bello, L. Chapter 8—Intraoperative mapping and monitoring during brain tumor surgeries. In Handbook
of Clinical Neurology; Nuwer, M.R., MacDonald, D.B., Eds.; Elsevier: Amsterdam, The Netherlands, 2022; pp. 133–149.

16. Duffau, H.; Capelle, L.; Denvil, D.; Sichez, N.; Gatignol, P.; Taillandier, L.; Lopes, M.; Mitchell, M.-C.; Roche, S.; Muller, J.-C.; 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. 2003, 98, 764–778. [CrossRef] [PubMed]

17. Gogos, A.J.; Young, J.S.; Morshed, R.A.; Hervey-Jumper, S.L.; Berger, M.S. Awake glioma surgery: Technical evolution and
nuances. J. Neuro-Oncol. 2020, 147, 515–524. [CrossRef]

https://doi.org/10.1097/WCO.0b013e3283320165
https://doi.org/10.1227/01.neu.0000317304.31579.17
https://doi.org/10.3171/2011.2.JNS10998
https://www.ncbi.nlm.nih.gov/pubmed/21417701
https://doi.org/10.1056/NEJM199002223220802
https://www.ncbi.nlm.nih.gov/pubmed/2405271
https://doi.org/10.1007/s00701-012-1463-5
https://www.ncbi.nlm.nih.gov/pubmed/22875595
https://doi.org/10.1007/s00701-011-1216-x
https://www.ncbi.nlm.nih.gov/pubmed/22139145
https://doi.org/10.1007/s11060-016-2110-4
https://doi.org/10.1016/S1470-2045(06)70665-9
https://doi.org/10.1016/j.ejso.2013.11.022
https://doi.org/10.1186/s12885-015-1299-5
https://doi.org/10.3389/fneur.2020.628903
https://doi.org/10.3389/fonc.2022.963669
https://doi.org/10.23736/s0390-5616.18.04597-6
https://doi.org/10.3390/cancers14102466
https://www.ncbi.nlm.nih.gov/pubmed/35626069
https://doi.org/10.3171/jns.2003.98.4.0764
https://www.ncbi.nlm.nih.gov/pubmed/12691401
https://doi.org/10.1007/s11060-020-03482-z


Brain Sci. 2023, 13, 1366 15 of 16

18. Bello, L.; Gallucci, M.; Fava, M.; Carrabba, G.; Giussani, C.; Acerbi, F.; Baratta, P.; Songa, V.; Conte, V.; Branca, V.; et al.
Intraoperative subcortical language tract mapping guides surgical removal of gliomas involving speech areas. Neurosurgery 2007,
60, 62–80; discussion 62–80. [CrossRef]

19. Kombos, T.; Suess, O.; Brock, C.M. Monitoring of intraoperative motor evoked potentials to increase the safety of surgery in and
around the motor cortex. J. Neurosurg. 2001, 95, 608–614. [CrossRef]

20. Neuloh, G.; Pechstein, U.; Cedzich, C.; Schramm, J. Motor Evoked Potential Monitoring with Supratentorial Surgery. Neurosurgery
2004, 54, 1061–1070; discussion 1070–1062. [CrossRef]

21. Krieg, S.M.; Shiban, E.; Droese, D.; Gempt, J.; Buchmann, N.; Pape, H.; Ryang, Y.-M.; Meyer, B.; Ringel, F. Predictive Value and
Safety of Intraoperative Neurophysiological Monitoring with Motor Evoked Potentials in Glioma Surgery. Neurosurgery 2012, 70,
1060–1071. [CrossRef]

22. Legatt, A.D.; Emerson, R.G.; Epstein, C.M.; MacDonald, D.B.; Deletis, V.; Bravo, R.J.; Lopez, J.R. ACNS Guideline: Transcranial
Electrical Stimulation Motor Evoked Potential Monitoring. J. Clin. Neurophysiol. 2016, 33, 42–50. [CrossRef] [PubMed]

23. MacDonald, D.; Dong, C.; Quatrale, R.; Sala, F.; Skinner, S.; Soto, F.; Szelényi, A. Recommendations of the International Society
of Intraoperative Neurophysiology for intraoperative somatosensory evoked potentials. Clin. Neurophysiol. 2019, 130, 161–179.
[CrossRef] [PubMed]

24. Ferracci, F.-X.; Duffau, H. Improving surgical outcome for gliomas with intraoperative mapping. Expert Rev. Neurother. 2018, 18,
333–341. [CrossRef] [PubMed]

25. De Witt Hamer, P.C.; Robles, S.G.; Zwinderman, A.H.; Duffau, H.; Berger, M.S. Impact of Intraoperative Stimulation Brain
Mapping on Glioma Surgery Outcome: A Meta-Analysis. J. Clin. Oncol. 2012, 30, 2559–2565. [CrossRef] [PubMed]

26. Weller, M.; van den Bent, M.; Preusser, M.; Le Rhun, E.; Tonn, J.C.; Minniti, G.; Bendszus, M.; Balana, C.; Chinot, O.;
Dirven, L.; et al. EANO guidelines on the diagnosis and treatment of diffuse gliomas of adulthood. Nat. Rev. Clin. Oncol.
2020, 18, 170–186. [CrossRef]

27. Schucht, P.; Seidel, K.; Beck, J.; Murek, M.; Jilch, A.; Wiest, R.; Fung, C.; Raabe, A. Intraoperative monopolar mapping during
5-ALA–guided resections of glioblastomas adjacent to motor eloquent areas: Evaluation of resection rates and neurological
outcome. Neurosurg. Focus 2014, 37, E16. [CrossRef]

28. Gogos, A.J.; Young, J.S.; Morshed, R.A.; Avalos, L.N.; Noss, R.S.; Villanueva-Meyer, J.E.; Hervey-Jumper, S.L.; Berger, M.S. Triple
motor mapping: Transcranial, bipolar, and monopolar mapping for supratentorial glioma resection adjacent to motor pathways.
J. Neurosurg. 2021, 134, 1728–1737. [CrossRef]

29. Louis, D.N.; Perry, A.; Wesseling, P.; Brat, D.J.; Cree, I.A.; Figarella-Branger, D.; Hawkins, C.; Ng, H.K.; Pfister, S.M.;
Reifenberger, G.; et al. The 2021 WHO Classification of Tumors of the Central Nervous System: A summary. Neuro Oncol. 2021,
23, 1231–1251. [CrossRef]

30. Nuwer, M.R.; Husain, A.M.; Soto, F. Overview of intraoperative neuromonitoring. In Handbook of Clinical Neurology; Elsevier:
Amsterdam, The Netherlands, 2022; Volume 186, pp. 3–9. [CrossRef]

31. Staub-Bartelt, F.; Hofmann, B.B.; Rapp, M.; Hänggi, D.; Kamp, M.A.; Sabel, M. Direct Cortical Stimulation in Neurosurgical
Emergencies: Single-Center Experience in 2 Patients. World Neurosurg. 2021, 150, 147–152. [CrossRef]

32. Rossi, M.; Sciortino, T.; Nibali, M.C.; Gay, L.; Viganò, L.; Puglisi, G.; Leonetti, A.; Howells, H.; Fornia, L.; Cerri, G.; et al. Clinical
Pearls and Methods for Intraoperative Motor Mapping. Neurosurgery 2021, 88, 457–467. [CrossRef]

33. Rossi, M.; Nibali, M.C.; Viganò, L.; Puglisi, G.; Howells, H.; Gay, L.; Sciortino, T.; Leonetti, A.; Riva, M.; Fornia, L.; et al. Resection
of tumors within the primary motor cortex using high-frequency stimulation: Oncological and functional efficiency of this
versatile approach based on clinical conditions. J. Neurosurg. 2020, 133, 642–654. [CrossRef] [PubMed]

34. Schucht, P.; Seidel, K.; Jilch, A.; Beck, J.; Raabe, A. A review of monopolar motor mapping and a comprehensive guide to
continuous dynamic motor mapping for resection of motor eloquent brain tumors. Neurochirurgie 2017, 63, 175–180. [CrossRef]
[PubMed]

35. Giamouriadis, A.; Lavrador, J.P.; Bhangoo, R.; Ashkan, K.; Vergani, F. How many patients require brain mapping in an adult
neuro-oncology service? Neurosurg. Rev. 2019, 43, 729–738. [CrossRef]

36. Duffau, H.; Capelle, L.; Lopes, M.; Faillot, T.; Sichez, J.P.; Fohanno, D. The insular lobe: Physiopathological and surgical
con-siderations. Neurosurgery 2000, 47, 801–810. [CrossRef] [PubMed]

37. Duffau, H.; Capelle, L.; Sichez, N.; Denvil, D.; Lopes, M.; Sichez, J.; Bitar, A.; Fohanno, D. Intraoperative mapping of the
subcortical language pathways using direct stimulations. Brain 2002, 125, 199–214. [CrossRef] [PubMed]

38. Sanai, N.; Mirzadeh, Z.; Berger, M.S. Functional Outcome after Language Mapping for Glioma Resection. New Engl. J. Med. 2008,
358, 18–27. [CrossRef] [PubMed]

39. Chang, E.F.; Raygor, K.P.; Berger, M.S. Contemporary model of language organization: An overview for neurosurgeons.
J. Neurosurg. 2015, 122, 250–261. [CrossRef]

40. Li, Y.M.; Suki, D.; Hess, K.; Sawaya, R. The influence of maximum safe resection of glioblastoma on survival in 1229 patients: Can
we do better than gross-total resection? J. Neurosurg. 2016, 124, 977–988. [CrossRef]

41. Killock, D. Extent of resection is important across glioblastoma molecular subtypes. Nat. Rev. Clin. Oncol. 2020, 17, 275. [CrossRef]
42. Berger, M.S.; Deliganis, A.V.; Dobbins, J.; Keles, G.E. The effect of extent of resection on recurrence in patients with low grade

cerebral hemisphere gliomas. Cancer 1994, 74, 1784–1791. [CrossRef]

https://doi.org/10.1227/01.NEU.0000249206.58601.DE
https://doi.org/10.3171/jns.2001.95.4.0608
https://doi.org/10.1227/01.NEU.0000119326.15032.00
https://doi.org/10.1227/NEU.0b013e31823f5ade
https://doi.org/10.1097/WNP.0000000000000253
https://www.ncbi.nlm.nih.gov/pubmed/26756258
https://doi.org/10.1016/j.clinph.2018.10.008
https://www.ncbi.nlm.nih.gov/pubmed/30470625
https://doi.org/10.1080/14737175.2018.1451329
https://www.ncbi.nlm.nih.gov/pubmed/29521555
https://doi.org/10.1200/JCO.2011.38.4818
https://www.ncbi.nlm.nih.gov/pubmed/22529254
https://doi.org/10.1038/s41571-020-00447-z
https://doi.org/10.3171/2014.10.FOCUS14524
https://doi.org/10.3171/2020.3.JNS193434
https://doi.org/10.1093/neuonc/noab106
https://doi.org/10.1016/b978-0-12-819826-1.00011-9
https://doi.org/10.1016/j.wneu.2021.03.118
https://doi.org/10.1093/neuros/nyaa359
https://doi.org/10.3171/2019.5.JNS19453
https://www.ncbi.nlm.nih.gov/pubmed/31398706
https://doi.org/10.1016/j.neuchi.2017.01.007
https://www.ncbi.nlm.nih.gov/pubmed/28506487
https://doi.org/10.1007/s10143-019-01112-5
https://doi.org/10.1097/00006123-200010000-00001
https://www.ncbi.nlm.nih.gov/pubmed/11014418
https://doi.org/10.1093/brain/awf016
https://www.ncbi.nlm.nih.gov/pubmed/11834604
https://doi.org/10.1056/NEJMoa067819
https://www.ncbi.nlm.nih.gov/pubmed/18172171
https://doi.org/10.3171/2014.10.JNS132647
https://doi.org/10.3171/2015.5.JNS142087
https://doi.org/10.1038/s41571-020-0344-8
https://doi.org/10.1002/1097-0142(19940915)74:6%3C1784::AID-CNCR2820740622%3E3.0.CO;2-D


Brain Sci. 2023, 13, 1366 16 of 16

43. Duffau, H. Long-term outcomes after supratotal resection of diffuse low-grade gliomas: A consecutive series with 11-year
follow-up. Acta Neurochir. 2016, 158, 51–58. [CrossRef] [PubMed]

44. Winther, R.R.; Hjermstad, M.J.; Skovlund, E.; Aass, N.; Helseth, E.; Kaasa, S.; Yri, O.E.; Vik-Mo, E.O. Surgery for brain me-tastases-
impact of the extent of resection. Acta Neurochir. 2022, 164, 2773–2780. [CrossRef] [PubMed]

45. Chaichana, K.L.; Jusue-Torres, I.; Navarro-Ramirez, R.; Raza, S.M.; Pascual-Gallego, M.; Ibrahim, A.; Hernandez-Hermann, M.;
Gomez, L.; Ye, X.; Weingart, J.D.; et al. Establishing percent resection and residual volume thresholds affecting survival and
recurrence for patients with newly diagnosed intracranial glioblastoma. Neuro Oncol. 2013, 16, 113–122. [CrossRef] [PubMed]

46. Woo, P.Y.; Ho, J.M.; Tse, T.P.; Lam, S.W.; Mak, C.H.; Chan, D.T.; Lee, M.W.; Wong, S.-T.; Chan, K.-Y.; Poon, W.-S. Determin-
ing a cut-off residual tumor volume threshold for patients with newly diagnosed glioblastoma treated with temozolomide
chemoradiotherapy: A multicenter cohort study. J. Clin. Neurosci. 2019, 63, 134–141. [CrossRef] [PubMed]

47. Grabowski, M.M.; Recinos, P.F.; Nowacki, A.S.; Schroeder, J.L.; Angelov, L.; Barnett, G.H.; Vogelbaum, M.A. Residual tumor
volume versus extent of resection: Predictors of survival after surgery for glioblastoma. J. Neurosurg. 2014, 121, 1115–1123.
[CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1007/s00701-015-2621-3
https://www.ncbi.nlm.nih.gov/pubmed/26530708
https://doi.org/10.1007/s00701-021-05104-7
https://www.ncbi.nlm.nih.gov/pubmed/35080651
https://doi.org/10.1093/neuonc/not137
https://www.ncbi.nlm.nih.gov/pubmed/24285550
https://doi.org/10.1016/j.jocn.2019.01.022
https://www.ncbi.nlm.nih.gov/pubmed/30712777
https://doi.org/10.3171/2014.7.JNS132449

	Introduction 
	Patients and Methods 
	Patients 
	Methods 
	Mapping Data 
	Setup and Implementation 
	Face: M. orbicularis Oris, M. mentalis 
	Stimulation Settings 

	Awake Surgery 
	Evaluation of Sufficiency 
	Evaluation of Neurological Outcome 
	Residual Volume (MRI) 
	Statistical Analysis 

	Results 
	Mapping Data of Monopolar Stimulation 
	Mapping Data of Bipolar Stimulation 
	Neurological Outcome 
	Postoperative Neurological State 
	3 Month FU 
	Permanent Deficit 

	Resection Results as Evaluated by Postoperative MRI 

	Discussion 
	Conclusions 
	References

