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Stereotactic procedures 
using the BRA_K (FN) 
system: An experience 
with the first 100 cases
Sir,
The stereotactic technique for intracerebral lesions 
is widely accepted. Biopsy is the most commonly 
performed stereotactic surgical procedure. The 
commonly used frame systems for stereotactic 
procedures are:  Brown‑Roberts‑Wells  (BRW), 
Cosman‑Roberts‑Wells (CRW), and Leksell.[1,2] Stereotactic 
biopsy  (STB) offers a rapid and accurate histological 
diagnosis for the subsequent management of brain 
lesions, with minimal morbidity and mortality. Overall, 
STB provides an accurate diagnosis in 80-99% of the 
cases.[3] The risk of complications of 1% or less has been 
reported using current technologies, of which the most 
significant risk is bleeding.[2] Stereotactic procedures 
are restricted to large hospitals and institutes, because 
of the cost of these stereotactic systems. An economical 
stereotactic system, BRA‑K  (FN) Virtuoso Universa is 
available in India. The BRA‑K (FN) stereotactic system 
is similar to the CRW‑FN system. The localizer frame 
of BRA‑K (FN) provides flexibility in the positioning of 
the patient and the gantry. The Leksell localizer makes 
the system gantry‑dependent. The Leksell frame has to 
be fixed to the CT table, and the alignment of the CT 
gantry has to be perpendicular to the localizer frame. 
The drawback of BRA‑K (FN) is the need for a separate 
software to compute the target coordinates. With the 
Leksell frame, the target coordinates are read off the 
CT scanner directly. The BRA‑K (FN) is available with 

Table 1: Results of the stereotactic procedure
Total number 100
Males 63
Age (years) 48 (range 6-78)
Procedure

Biopsy 90
Aspiration 2
Craniotomy 8

Location
Lobar 51
Basal ganglia 14
Corpus callosum 13
Brainstem 15
Others 7

Complications
Asymptomatic hemorrhage 13
Neurological deficit 1
Depressed fracture 1
Death 1
Infection 0

Histopathology
Glial tumors 68
Lymphoma 13
Metastasis 8
Infection 8
Inconclusive 3

a phantom base; this feature is lacking in the Leksell 
system. This allows the surgeon to verify the coordinates 
before it is used on the patient, thus providing additional 
safety.[1]

Our study aims to analyze the spectrum of cases that 
have undergone the stereotactic procedure using the 
BRA‑K  (FN) Virtuoso Universa system in a single 
neurosurgical hospital. The technique of the procedure, 
morbidity, diagnostic accuracy, and spectrum of 
diagnosis are analyzed. The results are summarized in 
Table 1. The procedure has been performed on patients 
of all age groups. Biopsy material can be obtained 
from all common locations in the brain, including the 
skull base, suprasellar, and posterior third ventricular 
region. Sufficient material has been obtained to get 
the immunohistochemistry in four cases, revealing 
diagnosis of glioblastoma in two, lymphoma in one, 
and adenocarcinoma in one case. The yield, neurological 
deficits, and mortality are 97, 1, and 1%, respectively; 
these rates are comparable with literature.[4]

The BRA‑K (FN) stereotactic system is safe and accurate. 
It can be used for diagnosis and treatment. It has a good 
yield and low morbidity that is comparable to other 
systems. It is more economical as compared to other 
systems, and can be acquired by a small hospital or a 
practicing neurosurgeon.
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High intradural lumbar 
disk herniation: Known 
result of an unknown 
cause
Sir,
Herniated disks, making their way into and through 
the dura are an uncommon feature of a fairly common 
problem of intervertebral disks. The diagnosis is usually 
made intraoperatively, for it is a very uncommon imaging 
differential.

A 65‑year‑old male presented with radiating pain along the 
right lower limb of two‑weeks duration, associated with 
paraesthesias. There was neither a history of weakness 
of the limbs nor any bowel/bladder disturbances. The 
Lasegue’s sign was negative. There were no other motor 
or sensory deficits. Magnetic resonance imaging (MRI) 
of the lumbosacral spine [Figure 1] showed the presence 
of an intradural lesion, which was isointense on a 
T1‑weighted image  (T1WI,) mildly hyperintense on a 

T2WI  [Figure  2] weighted image, and enhancing on 
contrast, opposite to the D12‑L1 disk space. The lesion 
was displacing the conus posteriorly. The disk, at this 
level, was dehydrated, but no obvious protrusion was 
seen on the sagittal images. The axial cuts at the same 
level showed an extradural component, which was 
hypointense as compared to the intrathecal hyperintense 
component. The working diagnosis was a schwannoma 
and the patient was taken up for surgery. D12 and L1 
laminectomy was performed. Following durotomy a disk 
fragment was seen compressing the right L1 nerve root, 
surprisingly sparing the conus and cauda. The offending 
disk fragment was removed and decompression 
achieved. The dural rent was well‑delineated and there 
were no adhesions between the dura and the posterior 
longitudinal ligament (PLL). The defect was closed by 
placement of sliver clips. In the postoperative period, the 
patient was relieved of his radicular pain and was doing 
well in the follow up, after 18 months.

Figure 1: Magnetic resonance imaging sagittal T2W imaging of the 
dorsolumbar spine showing an extra-axial lesion anterior to the neural 
elements, with widened CSF spaces both cranially and caudally

Figure 2: Magnetic resonance imaging axial sections showing 
compression of the neural elements on the right side anteriorly
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