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Real-time intraoperative 
ultrasonography in the 
surgical resection of 
brain lesions: A cheap, 
eff ective, and quick 
alternative

Sir,
Neuronavigational systems are becoming more and 
more available in neurosurgical operation theaters 
and have become a standard form of accessories in 
the operating room for surgical resection of brain and 
spinal cord lesions.[1] Many intraoperative guiding 
systems have been developed, including intraoperative 

magnetic resonance imaging (MRI; Brain suit) for 
this purpose,[2,3] however, these instruments are quite 
expensive. Therefore, the need for intraoperative real-
time imaging has becomes more important, although it 
may not be that effi  cient but it can partially overcome 
the problem of the cost. Apart from this it is cheap, 
portable, and accurate and may be more useful while 
working with limited resources.[1] Five consecutive 
brain tumor cases in supratentorial region as well as 
in infratentorial region were operated and a real-time 
neuronavigation system was used by senior author in 
the near past [Figure 1]. Multiple images were taken 
at the start of operations, during the procedures, and 
at the end of the procedure. At the end, the extent 
of tumor excision was assessed and if there was any 
tumor left , further excision was performed keeping in 
mind “safe resection.” Postoperative CT or MRI images 
were performed and compared with the extent shown 
in intraoperative ultrasonography (USG) to correlate 
the extent of tumor excision and reliability vis-a-vis 
CT or MRI imaging. It was found that the real-time 
intraoperative USG helped us to guide the extent of 
tumor and extent of excision or decompression of the 
tumors and correlated quite well as inferred with the 
postoperative CT or MRI imaging. 

The intraoperative USG images may be as good as 
if not superior to good quality MRI images.[4,5] The 
intraoperative USG imaging may easily be performed 
through the same opening as used for resection of tumor. [1] 
Most neurosurgeons are familiar with the MRI images 
than the USG because they interpret MRI images every 
day in clinical practice, but Neurosurgeons who have 
started using USG and want to explore the possibilities 
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to the cystic nature of the lesion, greater care should be 
taken to ensure that the cyst does not rupture thereby 
leading to chemical meningitis. For the same reason, 
needle aspiration should be avoided and every att empt 
should be made to excise the cyst completely.
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Figure 1: Intraoperative pre-excision images (a and b), intraoperative 
postexcision images (c and d)
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Surgical trauma and 
associated head injuries: 
A comment
Sir,
I read with great interest the recent publication on 
spectrum of surgical trauma and associated head 

Authors’ reply

Sir,
Thank you for giving us an opportunity to reply for the 
lett er “Surgical trauma and associated head injuries: A 
comment” by Professor Viroj Wiwanitkit.[1] We agree 
that this is a single instate report that might not be a 
good representative of overall situation in Nepal. Many 
studies in the past have discussed the diffi  culties related 
to surgical trauma, particularly, traumatic brain injuries 
and associated diffi  culties in their management.[2-9] In 
our study, we tried to emphasize that still we do not 
have many reports from Nepal and there is a need to 
further analyze the spectrum and burden of trauma in 
Nepal. Although we performed many investigations, 
their role in detail was not investigated in our study due 
to several constraints. We would like to clarify that this 
was a prospective descriptive study.

A Bajracharya, Amit Agrawal1, Yam B Roka1, 
CS Agrawal, Owen Lewis2

need to learn the new technique very quickly.[1] Many 
groups have reported the clinical effi  cacy of using USG 
to get intraoperative updates for surgical guidance and 
control.[6-8] USG-guided micro-neurosurgery represents a 
handy, reliable, and relatively low-risk procedure for the 
treatment of intra-axial brain tumors. [9] Intraoperative real-
time USG can be very useful and cost-eff ective portable 
alternative as against very costly and cumbersome 
alternatives; however, we need to study further to assess 
the feasibility of this procedure.
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injuries at a university hospital in eastern Nepal by 
Bajracharya et al.[1] They concluded that “In Nepal, 
trauma-related injury contributes significantly to 
morbidity and mortality and is the third leading cause 
of death.”[1] I have some comments on this work. First, 
this is a single instate report that might not be a good 
representative of the overall situation in Nepal. The 
conclusion on Nepalese view might be exaggerated. 
Second, the authors had mentioned several laboratory 
investigations but they did not report all those tested 
(such as CBC, blood chemistry, etc.). Third the reliability 
of the study is limited due to its retrospective nature 
(lack for control of data source and validation, lack for 
control of recording system, etc.).
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