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Simple Summary: In a case study, real-time neuropsychological testing (RTNT) and music listening
were applied for resections in the left temporal–parietal lobe during awake surgery (AS). The preoper-
ative, intraoperative, and postoperative neuropsychological evaluation of patients with brain tumors
and those treated neurosurgically has become part of clinical protocols. It allows for the evaluation
of the presence of any neuropsychological deficits and their severity, provides reliable indications
regarding the patients’ tolerability of an intervention in AS, and examines the cognitive and emo-
tional motivational status of patients in the postoperative phase, thereby providing indications of the
rehabilitation treatment and quality-of-life level. Moreover, we demonstrated that before/during AS
and after music listening, the patient reported a decrease in depression and anxiety, in addition to an
improvement in all the collected cognitive parameters. In conclusion, RTNT (also integrated with
music listening) maximizes the surgical resection of lesions and minimizes the risks of post-operative
neuropsychological and neurological sequelae through improving the quality of life of patients.

Abstract: In this case report, real-time neuropsychological testing (RTNT) and music listening were
applied for resections in the left temporal–parietal lobe during awake surgery (AS). The case is
based on a 66-year-old with glioblastoma and alterations in expressive language and memory deficit.
Neuropsychological assessment was run at baseline (2–3 days before surgery), discharge from hospital
(2–3 days after surgery), and follow-up (1 month and 3 months). RTNT was started before beginning
the anesthetic approach (T0) and during tumor excision (T1 and T2). At T0, T1, and T2 (before
performing neuropsychological tests), music listening was applied. Before AS and after music
listening, the patient reported a decrease in depression and anxiety. During AS, an improvement was
shown in all cognitive parameters collected at T0, T1, and T2. After the excision and music listening,
the patient reported a further decrease in depression and anxiety. Three days post surgery, and at
follow-ups of one month and three months, the patient reported a further improvement in cognitive
aspects, the absence of depression, and a reduction in anxiety symptoms. In conclusion, RTNT has
been useful in detecting cognitive function levels during tumor excision. Music listening during AS
decreased the patient’s anxiety and depression symptoms.
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1. Introduction

Glioblastomas (GBMs) [1] are highly malignant tumors categorized as adult-type
diffuse gliomas by the WHO in 2021. The new WHO classification system for brain
tumors, published in 2021, has modified the nomenclature, creating a new family called
“Adult-type diffuse gliomas”, which includes the following: astrocytoma, IDH-mutant;
oligodendroglioma, IDH-mutant, and 1p/19q-codeleted; glioblastoma, IDH-wildtype. For
simplicity, the authors refer to this family as “GBM”. GBMs are the most common adult
brain tumors, with an annual incidence of approximately over 4/100,000 [1–3]. They occur
predominantly between the ages of 45 and 64 years [4]. The tumor often has a rapidly
progressive course (around 2–3 months). The median overall survival time is around
14.6 months, with a 5-year survival rate of only 7.2% [5,6]. The neurological signs are
nonspecific as they are secondary to intracranial hypertension and/or behavioral changes
and/or focal neurologic deficits [7].

The most frequent deficits detected in patients with GBM, through a pre- and post-
operative cognitive assessment, were identified in executive functions, working memory,
and attention [8–12]. The drastic worsening of quality of life experienced by patients who
present a worsening in daily performance due to cognitive deficits is described in the
literature, and it showed that cognitive rehabilitation could significantly improve perfor-
mance [11–13]. Brain tumor patients often present with symptoms related to profound
fatigue that prevents them from being active and reduces their social participation [12].
Therefore, the maintenance of language and cognition is essential in GBM surgery because
they are fundamental features of daily life performance [13]. In a study, it was confirmed
via a pre- and post-operative neuropsychological evaluation that awake surgery (AS) is
associated with good cognitive and linguistic clinical outcomes in malignant tumors [14].

Moreover, detailed information provided about the cognitive status of patients during
AS using a neuropsychological monitoring technique called real-time neuropsychological
testing (RTNT) is considered necessary [14]. RTNT includes testing protocols based on
the area where the surgery is performed and provides the surgeon with essential useful
feedback on the cognitive status of patients [14].

Nevertheless, many patients report experiencing anxiety during awake craniotomy.
Previous studies have evaluated the effects of music on patient anxiety during any awake
medical procedures, such as nasal bone fracture reduction [15], parturition [16], transrectal
prostate [17] and breast [18] biopsy, extracorporeal shock wave lithotripsy [19], colono-
scopies [20], dental extractions [21], carotid endarterectomy [22], and dialysis catheter
implantation [23], as well as pain and blood pressure improvement [1,6,24]. Regarding
awake craniotomy, a study reported that providing music listening when patients were in
the waiting room and during surgery reduced anxiety and reached the goal of improved
human and perioperative care [25]. This study is supported by a previous qualitative
study which reported that the effects of listening to major- and minor-key musical pieces
on patients undergoing awake craniotomy could help in the design of interventions to
alleviate anxiety, stress, and tension [26].

In this case report, an RTNT (preceded and followed by music listening) for resections
in the left temporal–parietal lobe was performed with the following specific aims:

(1) To show a complete view of the cognitive functions of the patients and to verify how
the neuropsychological status evolves during resection;

(2) To test the hypothesis that listening to music during AS decreases the patient’s anxiety
and agitation.
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2. Materials and Methods

The present case report was conducted according to the Declaration of Helsinki, the
Guidelines for Good Clinical Practice, and the Strengthening the Reporting of Observational
Studies in Epidemiology (STROBE) guidelines [27], and it was approved by the local ethics
committee for human experimentation (Prot. N. 1668/01DG).

2.1. Pre and Post-Operative Neuropsychological Evaluation

Neuropsychological assessment has been run at baseline (2–3 days before surgery),
discharge from the hospital (2–3 days after surgery), and follow-up (1 month and 3 months).
Cognitive status has been assessed using the Mini Mental State Examination (MMSE) [28],
Clock Drawing Test (CDT) [29], Frontal Assessment Battery (FAB) [30], Babcock Story
Recall Test (BSRT) [31], Digit Span Forward and Backward (DS-F, DS-B) [32], Attentional
Matrices (AM) [33], Verbal Fluency for letters (VF-L) and for categories (VF-C) [34], Boston
Naming Test (BNT) [35], Trail Making Test (TMT) parts A and B [36], Screening Test for
Ideo-Motor Apraxia (STIMA) [37], Oral Apraxia (OA) [38], and Copying of Geometric
Figures (CGF) [39].

The presence/absence of neuropsychiatric symptoms was evaluated with the Neu-
ropsychiatric Inventory (NPI) [40].

2.2. Operative Setting and Procedures

The patient underwent surgery lying in the supine position with his left shoulder
uplifted by a pillow. The right arm was placed laterally horizontally on a special armrest.
The left arm was free and, to make the position more comfortable, resting on a pillow
that the patient held to his chest. The head was only tilted to the right, and not raised or
hyperextended, and held in place with a Mayfield–Kees head holder. This last procedure
was adjusted with the patient awake to increase patient comfort; we slowly agreed with
the patient and the head was angled to the left by about 60 degrees. Sterile drapes were
positioned to allow access to the patient’s face for anesthetists and the psychologist, in
order to receive and respond to commands during cognitive testing.

Regarding the anesthetic management strategy for AS, the following steps were
carried out:

(1) In the preoperative phase, intramuscular clonidine is administered in the evening
before surgery and in the morning half an hour before, at a dosage of 2 µg/kg in order
to obtain the right anxiolysis;

(2) On the day of the surgery, in the first phase, blocks of the nerves of the scalp are
performed with local anesthesia to avoid not only pain during the surgical cut but
above all the distress during the placement and removal of the cranial blocker, which
certainly involves strong bone tension [41];

(3) The chosen strategic option for awake craniotomy has been MAC (monitored anes-
thesia care), which involves analgo-sedation via administering Dexmetomidine and
Remifentanil in continuous intravenous infusion, allowing the patient to be sedated
and in comfort, but contactable and spontaneously breathing [42].

After a wide ∩-shaped incision in the left temporo-parieto-occipital region, a 6.5 × 6.5 cm
craniotomy was performed. The craniotomy shape was conducted under neuronavigation
guidance in order to perform mapping in areas adjacent to the lesion as well [43,44].
The neuro-navigator defined the cortical edges of lesions and established the site of the
corticectomy and the trajectory in the approach to subcortical lesions; the corticectomy in
our case was performed in an area between the left angularis gyrus and left supramargina,
to gain access to the deep temporo-parieto-occipital junction (Figure 1). Before removing
tumor or tumor-infiltrated brain tissue, it was remembered that neurological functions can
also be found in the same areas [45–48].
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Figure 1. 3D reconstruction showing (white area) the localization of the tumor.

2.3. RTNT

The criteria we used to perform RTNT were the same as those used for AS [49]. RTNT
was started at the beginning of the resection and ended at the beginning of hemostasis.

The battery of tasks included in RTNT was selected from published neuropsycho-
logical batteries available in Italian normative data. Tasks encompassing a wide range of
cognitive functions have been included to have an exhaustive intraoperative neuropsy-
chological battery. From the extensive list of tasks, a neuropsychologist selected a series
of tasks according to lesion localization, magnetic resonance imaging (MRI) results, and
the preoperative neuropsychological profile. The task sequence follows a fixed order with
regard to an area. The sequence of tasks was repeated (presenting a different stimuli list
for each sequence) until the end of the resection. In each test for a patient, the items were
presented for about 30 s for each task, in a rotating manner. In this way task, assessment and
task switching served as quick and dynamic methods for immediate dysfunction detection.
As soon as the patient exhibited a decrement, the neurosurgeon was immediately informed
and carried on with the surgical technique already described.

When this sequence was completed and if patient performance was within the normal
range, we restarted testing using the first task and followed the same sequence but with
different items. On the contrary, if a patient showed a decrement, we performed in-
depth testing.

The following tests were performed when the patient arrived in the operating room
and before starting the anesthetic approach (T0) and during tumor excision (T1 and T2):
DS-F, DS-B, VF, BNT, and sensory-motor profile awake (SMP-A) [50].

2.4. Music Listening

At T0, T1, and T2 (before performing the neuropsychological tests), music listening
was applied: a series of songs were chosen by the patient and followed a sensitivity linked
to a music therapy approach.
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The chronology of the songs was therefore studied, trying to create a sort of emotional
path led by the musical melodies and songs that were part of the patient’s youthful experience.

The rhythms, melodic characteristics, and the concepts expressed through the melodies
and the lyrics of the songs have been taken into account.

3. Case Report
3.1. Patient Information

The present report describes the case of the second patient FS, a 66-year-old right-
handed man with 8 years of education. He is a shopkeeper. His personal and medical
history did not report comorbidities before the diagnosis of the tumor. No family history of
epilepsy or other neurological diseases was reported.

For some months, he has been reporting alterations in expressive language and mem-
ory deficit, with more evident worsening in the last two weeks.

The patient was examined with MRI, which evidenced a lesion in the left temporo-
occipital–parietal cortex of likely heteroplastic nature; the lesion (46 mm measured on
the MRI image) was characterized by abundant central necrosis and a solid component
with intense marginal contrast enhancement (CE), which corresponded to a significant
increase in choline and the presence of lipids (Figure 2). The hypothesis of an awake surgery
was considered. His neurological assessment was unremarkable regarding the sensorium,
cranial nerves, motor, sensory, cerebellar, gait, reflexes, meningeal irritation, and long tract
signs; only cognitive aspect results are worthy of further study using psychometric scales.
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slice; (c) pre-contrast-enhanced T1-weighted MRI axial slices; (d) pre-contrast-enhanced Flair MRI
coronal slice; (e) post-contrast-enhanced T1-weighted MRI axial slices; (f) post-contrast-enhanced
T1-weighted MRI coronal slices.

Blood samples, including routine blood count, kidney and liver function test, serum
lipids, glucose level, serum lactate, lactic acid dehydrogenase, serum immunoglobulin,
thyroid hormones and autoantibodies (anti-TPO), and routine autoimmunity testing (ANA,
ENA, ANCA, and anti-phospholipids antibodies), were all normal.
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3.2. Clinical Findings

At baseline (Table 1), the patient showed (1) a severe impairment of working memory
(DS-B = 0.25), long-term memory, shifting ability (TMT-B = 482.00), and verbal fluency
(VF-L = 5.00; VF-C = 15.00); (2) a mild–moderate deficit of selective attention (AM = 44.25);
executive and visuospatial functions (FAB = 10.00; CDT = 3.00); lexical naming performance
(BNT = 41.00); bucco-facial, ideomotor and constructive praxia (OA = 8.00; STIMA = 8.00;
CGF = 9.75); (3) anxious–depressive symptoms (NPI = 17.00).

Table 1. Patient’s psycho-behavioral aspects and neuropsychological performance at baseline.

Score Remark

Mini Mental State Examination (MMSE) 19.53 Mild cognitive impairment

Neuropsychiatric Inventory (NPI) 17 Depression, Anxiety, Insomnia

Clock Drawing Test (CDT) 3 Mild to moderate visuo-spatial
disorganization

FrontalAssessmentBattery (FAB) 10 Impaired executive functions

Trail Making Test (TMT)-A 47 Mild impairment

Trail Making Test (TMT)-B 283 Severe impairment

Matrici Attentive (MA) 44.25 Mildimpairment

DigitSpan–Forward (DS-F) 6.25 No compromised

DigitSpan–Backward (DS-B) 0.25 Severe impairment

Babcock Story Recall Test (BSRT) 3.3 Severe impairment

Verbal Fluency for letter (VF-L) 5 Severe impairment

Verbal Fluency for category (VF-C) 15 Severe impairment

Boston Naming Test (BNT) 41 Mild to moderate impairment

Copying of Geometric Figures (CGF) 9.75 Moderate impairment

Screening Test for Ideo-Motor Apraxia (STIMA) 8/10 Mild impairment

OralApraxia (OA) 8/10 Mild impairment

3.3. Timeline and Intra-Operative Evaluations

As shown in Table 2, at T0, before AS and after music listening, the patient reported a
decrease in depression and anxiety (NPI = 10.00).

Table 2. Patient’s psycho-behavioral aspects and neuropsychological performance at different testing
times: before starting the anesthetic approach (T0) and during tumor excision (T1 and T2).

Test T0 T1 T2

Time 08:45 11:00 12:23

Neuropsychiatric Inventory (NPI) 10 10 7

DigitSpan–Forward (DS-F) 5.25 6.25 6.25

DigitSpan–Backward (DS-B) 0.25 1.25 3.25

Verbal Fluency for letter (VF-L) 5 10 14

Verbal Fluency for category (VF-C) 15 24 32

Boston Naming Test (BNT) 44 50 55

Sensory-motorprofileawake (SMP-A) 100 100 100
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During AS, improvement was shown in all parameters collected, respectively, at T0, T1,
and T2: DS-F (5.25 vs. 6.25 vs. 6.25), DS-B (0.25 vs. 1.25 vs. 3.25), VF-L (5.00 vs. 10.00 vs. 14.00),
VF-C (15.00 vs. 24.00 vs. 32.00), and BNT (44.00 vs. 50.00 vs. 55.00). No changes turned up
on the SMP-A (100.00 vs. 100.00 vs. 100.00) scale.

After excision and music listening (T2), the patient reported a further decrease in
depression and anxiety (NPI = 7.00).

After the resection, histological exams confirmed the neuro-radiological suspicion
of GBM.

3.4. Follow-Up and Outcomes

As shown in Table 3, at three days post surgery and at follow-up appointments after
one month and three months, the patient reported only an isolated working memory
(DS-B = 3.25 vs. 4.25 vs. 3.25) and praxic–constructive capacity (CGF = 10.75 vs. 10.75 vs. 11.75)
impairment, the absence of depression, and a reduction in anxiety symptoms (NPI = 6.00
vs. 4.00 vs. 4.00).

Table 3. Patient’s psycho-behavioral aspects and neuropsychological performance at three days post
surgery and follow-up of one month and three months.

Test 3 Day Post-Surgery
Score

1 Month-Follow Up
Score

3 Month-Follow Up
Score

Mini Mental State Examination (MMSE) 25.53 28.53 28.53

Neuropsychiatric Inventory (NPI) 0 4 4

Clock Drawing Test (CDT) 2 1 1

FrontalAssessmentBattery (FAB) 11 15 16

Trail Making Test (TMT)-A 46 32 30

Trail Making Test (TMT)-B 107 31 105

Matrici Attentive (MA) 44.25 52.25 49.25

DigitSpan–Forward (DS-F) 5.25 6.25 5.25

DigitSpan–Backward (DS-B) 3.25 4.25 3.25

Babcock Story Recall Test (BSRT) 4.3 15.7 12.6

Verbal Fluency for letter (VF-L) 14 17 18

Verbal Fluency for category (VF-C) 40 42 39

Boston Naming Test (BNT) 56 59 53

Copying of Geometric Figures (CGF) 10.75 10.75 11.75

Screening Test for Ideo-Motor Apraxia (STIMA) 10/10 10/10 10/10

OralApraxia (OA) 10/10 10/10 10/10

After a month of follow up, the MRI images (Figure 3) reported the results of left
temporo-parietal craniotomy surgery for the removal of GBM with an inhomogeneous,
partly hematic surgical cavity, delimited by an irregular enhancement border after the
administration of CE in some points with nodular characteristics.
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4. Discussion

The study of cortical and cortico-axonal connectivity represents the new frontier of
cognitive neuroscience for understanding the evolution of thought and mind. Furthermore,
preserving cortical and axonal connectivity is the goal of brain tumor surgery in order to
avoid the onset of permanent post-operative neuropsychological deficits. The surgeon can
be trained to sew the surgical trajectory on the particular patient through interrupting or
dislocating the fibers, minimizing injury to the neighboring fibers. White fibers can exhibit
a variety of modifications, as also mentioned by Duffau [51], including morphological
distortion brought on by a mass effect, tumor cell infiltration, the presence of edema,
complete interruption, and occasionally functional reorganization. High-grade gliomas,
on the other hand, can invade white matter tracts, leading to the displacement, rupture,
and subsequent modification of the white matter signal [52]. White matter, in contrast to
the cerebral cortex, shows relatively limited functional remodeling; hence, sparing fiber
bundles is crucial [53].

Consequently, the preoperative, intraoperative, and postoperative neuropsychological
evaluation of patients with brain tumors and those who have been treated neurosurgi-
cally has become part of clinical protocols. It allows us to evaluate the presence of any
neuropsychological deficits and their severity, provides reliable indications regarding the
patient’s tolerability of an intervention in AS, and examines the cognitive and emotional
motivational status of the patient in the postoperative phase, providing indications of the
rehabilitation treatment and the quality-of-life level. It arises according to an individualized
clinical–relational process aimed at exploring the interests, tastes, habits, and tempera-
mental and personological characteristics of each patient for an adequate understanding
of inter-individual differences. A complete and objective neuropsychological assessment
also evaluates the functioning of a wide range of cognitive functions: language, memory,
learning, working memory, visuospatial skills, attentional and executive skills, praxic skills,
motivation, and emotional and behavioral regulation. Unfortunately, in the neurosurgical
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field, to date, much attention has been paid to language skills alone, modulating surgical
resection techniques and preoperative and intraoperative mapping during awake surgery,
to avoid the onset of language and aphasic deficits after surgery. However, very little
has been done with respect to other cognitive functions which are equally important for
an adequate level of quality of life and are seriously disabling if deficient. Many studies
conducted thanks to systematic protocols of neuropsychological assessment highlight, in
fact, the constant presence of cognitive problems related to functions other than language
in patients suffering from brain tumors or epilepsy who are treated surgically [54,55].

In this case report, it has been shown how fundamental a complete neuropsycho-
logical profile of the patient is. The patient not only presented a language deficit but
also impairment of working memory; long-term memory; shifting ability; verbal fluency;
selective attention; executive and visuospatial functions; and bucco-facial, ideomotor, and
constructive praxia; in addition to anxious–depressive symptoms.

Moreover, we demonstrated that before/during AS and after music listening, the
patient reported a decrease in depression and anxiety in addition to the improvement
of all collected cognitive parameters. These outcomes are in line with other studies that
demonstrated the positive effects of music listening on patient satisfaction, anxiety, and
depression [56,57]. A study showed that listening to music with headphones obtains
relaxing effects comparable to those of midazolam: muscles relax, anxiety vanishes, and
stress levels are lowered [58].

Through a neuropsychological evaluation performed at three days post surgery and
at follow-up appointments after one month and three months, it has been possible to
report the further cognitive and affective improvements of the patient. Another important
factor to be taken into consideration during the neuropsychological assessment and the
preoperative and intraoperative mapping of the cognitive and neurological functioning of
patients with GBM is the possibility—almost systematic, as clinical practice suggests—that
the brain has undergone of the reorganization of functional networks through processes of
brain plasticity. This, among other things, would explain the heterogeneity of cognitive
and neurological symptoms among GBM patients affecting the same brain areas.

Brain plasticity could be defined as a continuous process of remodeling and reor-
ganizing neuronal synapses in the short, medium, and long term; during phylogenetic
and ontogenetic development; and in the presence of brain lesions. It strengthens even
more the modern neuroscientific conception of the brain as a complex and dynamic organ,
not fixed, and emphasizes the appropriateness of the functional and neuropsychological
neuro-oncological approach towards patients with GBM. The cognitive and behavioral con-
sequences of the phenomenon of neuronal plasticity in these patients have been extensively
studied [56] and justify the inhomogeneity of the preoperative and intraoperative data
obtained from neurocognitive evaluations and from mapping methods. In other words, it
should not be a surprise if, for example, the preoperative mapping of the linguistic functions
of a patient affected by GBM who does not present linguistic deficits upon neurocognitive
evaluation yields results that affect areas of the cortex not properly held responsible for
linguistic and distant functions, or even contralateral to the injury. The phenomenon of
neuronal plasticity is also almost systematic in patients suffering from gliomas, compared,
for example, to patients affected by stroke, due to the very nature of the disease, which
develops over time; over time, the glioma grows at the same time as the brain grows [59].
Cortico-subcortical reorganization can also be observed and confirmed during mapping
via intraoperative stimulation induced by the presence of a brain tumor.

Plastic reorganization mechanisms are also observable in the postoperative phase [60].
Therefore, the observation of the phenomenon of the reorganization of cortical circuits
through the various mapping methods and the standardized neuropsychological evaluation
in neurosurgery involves different fundamental therapeutic implications for achieving the
objectives that the functional neuro-oncological approach aims to achieve. It allows the
surgical treatment to be extended to eloquent or near-eloquent areas, maximizes the surgical
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resection of the lesion, and minimizes the risks of post-operative neuropsychological and
neurological sequelae through improving the quality of life of patients [61].

As usually happens, the limitations of the case report lie in the impossibility of
drawing generalizations, establishing cause–effect relationships, and the danger of over-
interpretation. In particular, in this case report, a control is not described; for this reason,
the ability to draw conclusions is severely limited.

Cooperation with other clinicians and the use of other research methodologies are
needed. An investigation of current neuropsychological approaches and working towards
agreed and standardized protocols could be prospects for future research.

5. Conclusions

In conclusion, in light of what has been argued up to now, the brain of every human
being is organized differently from all the others in normal conditions. This is supported
by the most recent scientific research in neuroscience that suggests the existence of inter-
individual differences in the organization of neuronal networks at the cortical and subcor-
tical levels between one brain and another, significantly beyond the classic conceptions
of the localization of human cognition and emotion, opening the doors to dynamic and
complex approaches and models. The brains of GBM patients also undergo functional
neuroplasticity phenomena that make them even more different and complex than the
norm. The surgical treatment of such patients, therefore, is plausible if one uses, for the
modulation of resection techniques, the data coming from the neuropsychological evalua-
tion and from the mapping methods that do not disregard the singularity of the brain and
of the patient’s personality.
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19. Karalar, M.; Keles, I.; Doğantekin, E.; Kahveci, O.K.; Sarici, H. Reduced pain and anxiety with music and noise-canceling
headphones during shockwave lithotripsy. J. Endourol. 2016, 30, 674–677. [CrossRef]

20. Ko, C.H.; Chen, Y.Y.; Wu, K.T.; Wang, S.C.; Yang, J.F.; Lin, Y.Y.; Lin, C.I.; Kuo, H.J.; Dai, C.Y.; Hsieh, M.H. Effect of music on level
of anxiety in patients undergoing colonoscopy without sedaion. J. Chin. Med. Assoc. 2017, 80, 154–160. [CrossRef]

21. Yamashita, K.; Kibe, T.; Ohno, S.; Kohjitani, A.; Sugimura, M. The effects of music listening during extraction of the im-
pacted mandibular third molar on the autonomic nervous system and psychological state. J. Oral Maxillofac. Surg. 2019, 77,
1153.e1–1153.e8. [CrossRef]

22. Kavakli, A.S.; Kavrut Ozturk, N.; Yavuzel Adas, H.; Kudsioglu, S.T.; Ayoglu, R.U.; Özmen, S.; Sagdic, K.; Yapici, N. The effects of
music on anxiety and pain in patients during carotid endarterectomy under regional anesthesia: A randomized controlled trial.
Complement. Ther. Med. 2019, 44, 94–101. [CrossRef]

23. Jacquier, S.; Nay, M.A.; Muller, G.; Muller, L.; Mathonnet, A.; Lefèvre-Benzekri, D.; Bretagnol, A.; Barbier, F.; Kamel, T.; Runge, I.;
et al. Effect of a Musical Intervention During the Implantation of a Central Venous Catheter or a Dialysis Catheter in the Intensive
Care Unit: A Prospective Randomized Pilot Study. Anesth. Analg. 2022, 134, 781–790. [CrossRef]

24. Hole, J.; Hirsch, M.; Ball, E.; Meads, C. Music as an aid for postoperative recovery in adults: A systematic review and meta-analysis.
Lancet 2015, 386, 1659–1671. [CrossRef] [PubMed]

25. Wu, P.Y.; Huang, M.L.; Lee, W.P.; Wang, C.; Shih, W.M. Effects of music listening on anxiety and physiological responses in
patients undergoing awake craniotomy. Complement. Ther. Med. 2017, 32, 56–60. [CrossRef] [PubMed]

26. Jadavji-Mithani, R.; Venkatraghavan, L.; Bernstein, M. Music is Beneficial for Awake Craniotomy Patients: A Qualitative Study.
Can. J. Neurol. Sci. 2015, 42, 7–16. [CrossRef]

27. von Elm, E.; Altman, D.G.; Egger, M.; Pocock, S.J.; Gøtzsche, P.C.; Vandenbroucke, J.P. STROBE Initiative Strengthening the
Reporting of Observational Studies in Epidemiology (STROBE) Statement: Guidelines for Reporting Observational Studies. BMJ
2007, 335, 806–808. [CrossRef]

28. Folstein, M.; Folstein, S.; McHugh, P.R. Mini-mental state: A practical method for grading the cognitive state of patients for the
clinician. J. Psychiatr. Res. 1975, 12, 189–198. [CrossRef] [PubMed]

29. Rouleau, I.; Salmon, D.P.; Butters, N.; Kennedy, C.; McGuire, K. Quantitative and qualitative analyses of clock drawings in
Alzheimer’s and Huntington’s disease. Brain Cogn. 1992, 18, 70–87. [CrossRef]

30. Dubois, B.; Litvan, I. The FAB: A frontal assessment battery at bedside. Neurology 2000, 55, 1621–1626. [CrossRef]
31. Babcock, H.; Levy, L. The Measurement of Efficiency of Mental Functioning (Revised Examination): Test and Manual of Directions;

C.H. Stoelting: Chicago, IL, USA, 1940.
32. Wechsler, D. Wechsler Intelligence Scale for Children—III; The Psychological Corporation: San Antonio, TX, USA, 1991.
33. Spinnler, H.; Tognoni, G. Standardizzazione e taratura italiana di test neuropsicologici. Ital. J. Neurol. Sci. 1987, 8, 21–120.
34. Lezak, M.; Howieson, D.; Bigler, E.; Tranel, D. Neuropsychological Assessment; Oxford University Press: New York, NY, USA, 2012.
35. Kaplan, E.; Goodglass, H.; Weintraub, S. The Boston Naming Test; Lea & Febiger: Philadelphia, PA, USA, 1983.
36. Reitan, R.M. Validity of the Trail Making test as an indicator of organic brain damage. Percept. Mot. Ski. 1958, 8, 271–276.

[CrossRef]

https://doi.org/10.1016/j.jgo.2019.06.015
https://pubmed.ncbi.nlm.nih.gov/22508762/
https://doi.org/10.1212/01.WNL.0000098892.33018.4C
https://doi.org/10.1007/s11060-018-03081-z
https://doi.org/10.1016/j.clineuro.2020.106089
https://doi.org/10.3389/fnhum.2021.760569
https://doi.org/10.1177/0194599819856604
https://doi.org/10.1159/000365085
https://www.ncbi.nlm.nih.gov/pubmed/25227477
https://doi.org/10.1016/j.urology.2011.09.037
https://doi.org/10.1016/j.jacr.2015.12.004
https://doi.org/10.1089/end.2016.0005
https://doi.org/10.1016/j.jcma.2016.08.010
https://doi.org/10.1016/j.joms.2019.02.028
https://doi.org/10.1016/j.ctim.2019.04.005
https://doi.org/10.1213/ANE.0000000000005696
https://doi.org/10.1016/S0140-6736(15)60169-6
https://www.ncbi.nlm.nih.gov/pubmed/26277246
https://doi.org/10.1016/j.ctim.2017.03.007
https://www.ncbi.nlm.nih.gov/pubmed/28619305
https://doi.org/10.1017/cjn.2014.127
https://doi.org/10.1136/bmj.39335.541782.AD
https://doi.org/10.1016/0022-3956(75)90026-6
https://www.ncbi.nlm.nih.gov/pubmed/1202204
https://doi.org/10.1016/0278-2626(92)90112-Y
https://doi.org/10.1212/WNL.55.11.1621
https://doi.org/10.2466/pms.1958.8.3.271


J. Clin. Med. 2023, 12, 6086 12 of 12

37. Tessari, A.; Toraldo, A.; Lunardelli, A.; Zadini, A.; Rumiati, R.I. STIMA: A short screening test for ideo-motor apraxia, selective
for action meaning and bodily district. Neurol. Sci. 2015, 36, 977–984. [CrossRef]

38. De Renzi, E.; Pieczuro, A.; Vignolo, L.A. Oral Apraxia and Aphasia. Cortex 1966, 2, 50–73. [CrossRef]
39. Arrigoni, G.; De Renzi, E. Constructional apraxia and hemispheric locus of lesion. Cortex 1964, 1, 170–197. [CrossRef]
40. Cummings, J.L.; Mega, M.; Gray, K.; Rosenberg-Thompson, S.; Carusi, D.A.; Gornbein, J. The Neuropsychiatric Inventory:

Comprehensive assessment of psychopathology in dementia. Neurology 1994, 44, 2308–2314. [CrossRef]
41. Potters, J.W.; Klimek, M. Local anesthetics for brain tumor resection: Current perspectives. Local Reg. Anesth. 2018, 11, 35–44.

[CrossRef]
42. Eseonu, C.I.; ReFaey, K.; Garcia, O.; John, A.; Quinones-Hinojosa, A.; Tripathi, P. Awake craniotomy anesthesia: A comparison

between the monitored anesthesia care versus the asleep-awake-asleep technique. World Neurosurg. 2017, 104, 679–686. [CrossRef]
[PubMed]

43. Ojemann, G.A.; Ojemann, J.; Lettich, E.; Berger, M. Cortical language localization in left, dominant hemisphere. An electrical
stimulation mapping investigation in 117 patients. J. Neurosurg. 1989, 71, 316–326. [CrossRef]

44. Sanai, N.; Mirzadeh, Z.; Berger, M.S. Functional outcome after language mapping for glioma resection. N. Engl. J. Med. 2008, 358,
18–27. [CrossRef]

45. Bello, L.; Acerbi, F.; Giussani, C.; Baratta, P.; Taccone, P.; Songa, V.; Fava, M.; Stocchetti, N.; Papagno, C.; Gaini, S.M. Intraoperative
language localization in multilingual patients with gliomas. Neurosurgery 2006, 59, 115–125. [CrossRef]

46. Reithmeier, T.; Krammer, M.; Gumprecht, H.H.; Gerstner, W.; Lumenta, C.B. Neuronavigation combined with electrophysiological
monitoring for surgery of lesions in eloquent brain areas in 42cases: A retrospective comparison of the neurological outcome and
the quality of resection with a control group withsimilar lesions. Min-Minim. Invasive Neurosurg. 2003, 46, 65–71. [CrossRef]

47. Benzagmout, M.; Gatignol, P.; Duffau, H. Resection of World Health Organization grade II gliomas involving Broca’s area:
Methodological and functional considerations. Neurosurgery 2007, 61, 741–752. [CrossRef] [PubMed]

48. Picht, T.; Kombos, T.; Gramm, H.; Brock, M.; Suess, O. Multimodal protocol for awake craniotomy in language cortex tumour
surgery. Acta Neurochir. 2006, 148, 127–137. [CrossRef]

49. Skrap, M.; Marin, D.; Ius, T.; Fabbro, F.; Tomasino, B. Brain mapping: A novel intraoperative neuropsychological approach.
J. Neurosurg. 2016, 125, 877–887. [CrossRef] [PubMed]

50. Becker, J.; Jehna, M.; Steinmann, E.; Mehdorn, H.M.; Synowitz, M.; Hartwigsen, G. The sensory-motor profile awake-A new tool
for pre-, intra-, and post operative assessment of sensory-motor function. Clin. Neurol. Neurosurg. 2016, 147, 39–45. [CrossRef]

51. Duffau, H. Lessons from brain mapping in surgery for low-grade glioma: Insights into associations between tumour and brain
plasticity. Lancet Neurol. 2005, 4, 476–486. [CrossRef] [PubMed]

52. Abhinav, K.; Yeh, F.C.; Mansouri, A.; Zadeh, G.; Fernandez-Miranda, J.C. High-definition fiber tractography for the evaluation of
perilesional white matter tracts in high-grade glioma surgery. Neuro-Oncology 2015, 17, 1199–1209. [CrossRef] [PubMed]

53. Yogarajah, M.; Focke, N.K.; Bonelli, S.B.; Thompson, P.; Vollmar, C.; McEvoy, A.W.; Alexander, D.C.; Symms, M.R.; Koepp, M.J.;
Duncan, J.S. The structural plasticity of white matter networks following anterior temporal lobe resection. Brain J. Neurol. 2010,
133, 2348–2364. [CrossRef]

54. Behrens, M.; Thakur, N.; Lortz, I.; Seifert, V.; Kell, C.A.; Forster, M.T. Neurocognitive deficits in patients suffering from glioma in
speech-relevant areas of the left hemisphere. Clin. Neurol. Neurosurg. 2021, 207, 106816. [CrossRef] [PubMed]

55. van Kessel, E.; Huenges Wajer, I.M.C.; Ruis, C.; Seute, T.; Fonville, S.; De Vos, F.Y.F.L.; Verhoeff, J.J.C.; Robe, P.A.;
van Zandvoort, M.J.E.; Snijders, T.J. Cognitive impairments are independently associated with shorter survival in diffuse glioma
patients. J. Neurol. 2021, 268, 1434–1442. [CrossRef]

56. Tan, D.J.A.; Polascik, B.A.; Kee, H.M.; Hui Lee, A.C.; Sultana, R.; Kwan, M.; Raghunathan, K.; Belden, C.M.; Sng, B.L. The Effect
of Perioperative Music Listening on Patient Satisfaction, Anxiety, and Depression: A Quasiexperimental Study. Anesthesiol. Res.
Pract. 2020, 2020, 3761398. [CrossRef]

57. Pérez-Ros, P.; Cubero-Plazas, L.; Mejías-Serrano, T.; Cunha, C.; Martínez-Arnau, F.M. Preferred Music Listening Intervention in
Nursing Home Residents with Cognitive Impairment: A Randomized Intervention Study. J. Alzheimer’s Dis. 2019, 70, 433–442.
[CrossRef]

58. Graff, V.; Cai, L.; Badiola, I.; Elkassabany, N.M. Music versus midazolam during preoperative nerve block placements: A
prospective randomized controlled study. Reg. Anesth. Pain Med. 2019, 44, 796–799. [CrossRef]

59. Plaza, M.; Gatignol, P.; Leroy, M.; Duffau, H. Speaking without Broca’s area after tumor resection. Neurocase 2009, 15, 294–310.
[CrossRef]

60. Duffau, H. Does post-lesional subcortical plasticity exist in the human brain? Neurosci. Res. 2009, 65, 131–135. [CrossRef]
[PubMed]

61. Prat-Acín, R.; Galeano-Senabre, I.; López-Ruiz, P.; García-Sánchez, D.; Ayuso-Sacido, A.; Espert-Tortajada, R. Intraoperative Brain
Mapping during Awake Surgery in Symptomatic Supratentorial Cavernomas. Neurocirugía Engl. Ed. 2021, 32, 217–223. [CrossRef]
[PubMed]

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/s10072-015-2203-4
https://doi.org/10.1016/S0010-9452(66)80028-X
https://doi.org/10.1016/S0010-9452(64)80020-4
https://doi.org/10.1212/WNL.44.12.2308
https://doi.org/10.2147/LRA.S135413
https://doi.org/10.1016/j.wneu.2017.05.053
https://www.ncbi.nlm.nih.gov/pubmed/28532922
https://doi.org/10.3171/jns.1989.71.3.0316
https://doi.org/10.1056/NEJMoa067819
https://doi.org/10.1227/01.neu.0000243290.36910.a2
https://doi.org/10.1055/s-2003-39334
https://doi.org/10.1227/01.NEU.0000298902.69473.77
https://www.ncbi.nlm.nih.gov/pubmed/17986935
https://doi.org/10.1007/s00701-005-0706-0
https://doi.org/10.3171/2015.10.JNS15740
https://www.ncbi.nlm.nih.gov/pubmed/26848912
https://doi.org/10.1016/j.clineuro.2016.05.022
https://doi.org/10.1016/S1474-4422(05)70140-X
https://www.ncbi.nlm.nih.gov/pubmed/16033690
https://doi.org/10.1093/neuonc/nov113
https://www.ncbi.nlm.nih.gov/pubmed/26117712
https://doi.org/10.1093/brain/awq175
https://doi.org/10.1016/j.clineuro.2021.106816
https://www.ncbi.nlm.nih.gov/pubmed/34280675
https://doi.org/10.1007/s00415-020-10303-w
https://doi.org/10.1155/2020/3761398
https://doi.org/10.3233/JAD-190361
https://doi.org/10.1136/rapm-2018-100251
https://doi.org/10.1080/13554790902729473
https://doi.org/10.1016/j.neures.2009.07.002
https://www.ncbi.nlm.nih.gov/pubmed/19616045
https://doi.org/10.1016/j.neucir.2020.07.004
https://www.ncbi.nlm.nih.gov/pubmed/33060022

	Introduction 
	Materials and Methods 
	Pre and Post-Operative Neuropsychological Evaluation 
	Operative Setting and Procedures 
	RTNT 
	Music Listening 

	Case Report 
	Patient Information 
	Clinical Findings 
	Timeline and Intra-Operative Evaluations 
	Follow-Up and Outcomes 

	Discussion 
	Conclusions 
	References

