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Objective. Schizencephaly is a rare congenital malformation that causes motor impairment. To determine the treatment strategy,
each domain of the motor functions should be appropriately evaluated. We correlated a color map of diffusion tensor imaging
(DTI) and transcranial magnetic stimulation (TMS) with the hand function test (HFT) to identify the type of hand function
that each test (DTI and TMS) reflects. Further, we attempted to demonstrate the motor neuron organization in schizencephaly.
Method. This retrospective study was conducted on 12 patients with schizencephaly. TMS was conducted in the first dorsal
interosseous (FDI), biceps (BB), and deltoid muscles of the upper extremity, and contralateral MEP (cMEP) and ipsilateral
MEP (iMEP) were recorded. The HFT included the grip strength, box and block (B&B), and 9-hole peg test. The
schizencephalic cleft was confirmed using magnetic resonance imaging, and the corticospinal tract (CST) was identified using
the color map of DTI. The symmetry indices for the peduncle and CST at pons level were calculated as the ratios of the cross-
sectional area of the less-affected side and that of the more-affected side. Result. In the more-affected hemisphere TMS, no
iMEP was obtained. In the less-affected hemisphere TMS, the iMEP response was detected in 9 patients and cMEP in all
patients, which was similar to the pattern observed in unilateral lesion. Paretic hand grip strength was strongly correlated with
the presence of iMEP (p = 0:044). The symmetry index of the color map of DTI was significantly correlated with the B&B
(p = 0:008, R2 = 0:416), whereas the symmetry index of the peduncle was not correlated with all HFTs. Conclusion. In patients
with schizencephaly, the iMEP response rate is correlated with the hand function related to strength, while the symmetricity of
the CST by the color map of DTI is correlated with the hand function associated with dexterity. Additionally, we suggest the
possible motor organization pattern of schizencephaly following interhemispheric competition.

1. Introduction

Schizencephaly is a congenital cerebral malformation charac-
terized by the presence of one or more cerebral mantle clefts
extending from the pial surface to the lateral ventricles and
spanning the pial and ependymal surfaces of one or both
cerebral hemispheres, delineated by the gray matter [1]. Schi-
zencephaly is associated with several clinical features of vary-

ing severity, including developmental delay, intellectual
disability, epilepsy, and motor deficits [2, 3].

“Cerebral palsy” (CP) diagnosis is based on the clinical
symptoms rather than etiology, as a nonprogressive disorder
occurring in the fetal brain during development which is
expressed by permanent impairment of movement and pos-
ture [4]. Schizencephaly is one of the several brain lesions
that lead to CP [5] but has distinct structural and temporal
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features compared to other brain lesions. There are three
prominent features of schizencephaly, all of which are worth
considering.

First, schizencephaly is a brain damage at an earlier stage
than other lesions leading to CP and is not a 3rd trimester
lesion, such as periventricular leukomalacia and stroke, but
is a 2nd trimester lesion that has the highest plasticity [6].
Based on the abundant plasticity, the physiological manifes-
tations in response to the brain damage can be better
observed.

Second, the schizencephalic cleft and contralateral brain
lesions are often concomitant. The bilateral schizencephalic
cleft is the most common, and contralateral cortical dysgen-
esis often accompanies it [2]. Additionally, brain lesions,
such as septo-optic dysplasia and agenesis of corpus callo-
sum, tend to be frequently accompanied. These lesions
appear to arise due to the developmental malformation of
the telencephalic flexure [7]. Regarding bihemispheric brain
lesion (schizencephalic cleft accompanying contralateral
hemisphere lesion), Staudt mentioned that most previous
CP studies have focused on unilateral brain lesions and
exploring the differences that may appear in bilateral lesions
would be helpful in understanding the organizational mech-
anism of the brain [8].

Third, motor manifestation is more common than the
other deficits. According to a recent review of 734 patients
with schizencephaly [2], motor deficits were the most com-
mon symptom and were observed in 90.3% of patients.

However, research on schizencephaly remains challeng-
ing for the following reasons: (1) low incidence rate
(1.5/100,000 births in California), (2) various clinical presen-
tations, (3) uncertain prognosis and unspecified treatment,
and (4) limited studies with implemented evidence-based
practice to understand schizencephaly [9].

Although not common, several studies have been con-
ducted to understand schizencephaly. Structural abnormali-
ties associated with schizencephaly include microcephaly,
corpus callosum agenesis, septo-optic dysplasia, and cortical
dysplasia [2]. Clinically related to these structural lesions,
the bilateral schizencephalic clefts are less favorable for neu-
rodevelopment (motor and cognition) than unilateral schi-
zencephalic lesions [3]. In addition, the speech function
was almost normal in patients with unilateral schizencepha-
lic clefts but not those with bilateral schizencephalic clefts
[3]. Neuronal migration disorders, such as cortical dysplasia,
have more severe neurological symptoms [10]. According to
recent studies, the most common symptoms of schizence-
phaly are motor and neurocognitive dysfunction. In particu-
lar, bilateral cleft, microcephaly, and corpus callosum
agenesis are related to neurocognitive impairment [2]. In
addition, Griffiths suggested the reclassification of schizence-
phaly and proposed the mechanism of cortical formation
abnormality (predominantly, polymicrogyria) associated
with schizencephalic cleft formation as an incomplete repair
of destruction of the cortex that should have led to the schi-
zencephalic cleft [11]. However, the research on schizence-
phaly is scarce and the pathophysiology and its underlying
mechanism have not been clearly elucidated, although
several attempts have been made.

The recent trend of research on developmental brain
damage leading to CP not only has enabled the identification
of the structural lesions of the cerebrum observed in mag-
netic resonance imaging (MRI) [12, 13] but also has taken
advantage of the fact that it is possible to visualize the pro-
jection of the motor and sensory domains from the cortex
to the spinal cord using diffusion tensor image (DTI). The
visualization of the pathway could help people who were
clinically diagnosed using MRI by extending the diagnosis
to determine what type of progression could affect the areas
of physiological function and facilitate the early determina-
tion of the future treatment direction [14–17].

In addition, transcranial magnetic stimulation (TMS) is
an ideal tool to electrophysiologically examine the motor
pathways in CP patients and is often used clinically for the
diagnosis of central nervous system lesions [18]. The charac-
teristics of the motor pathway can be distinguished by com-
paring the latency and amplitude of the ipsilateral and
contralateral motor evoked potentials (MEP) [19]. Several
previous studies of patients with CP have identified the ipsi-
lateral motor pathway to be involved in motor pathway reor-
ganization in response to damage [17, 20–23].

As mentioned, previous schizencephaly studies have
focused on how function varies according to the accompa-
nying concomitant lesions; however, to our best knowledge,
no studies have attempted to evaluate motor function in
patients with schizencephaly using MRI and DTI. In addi-
tion to finding structural concomitant lesions, functional
variables could be measured through TMS and DTI tests.
Furthermore, we attempted to explore findings that could
be the basis for therapeutic application. The recent CP reha-
bilitation is divided into bimanual therapy and constraint-
induced movement therapy (CIMT), and the measurement
and evaluation of dysfunction as a therapeutic approach
would serve as the basis for treatment selection [24]. In this
study, we analyzed the TMS, DTI, and hand function test
(HFT) in patients with schizencephaly and explored the clin-
ical significance of the TMS and DTI tests in evaluating the
motor function of schizencephaly.

2. Materials and Methods

2.1. Participants and Methods

2.1.1. Participants. This study was a retrospective study;
among the patients diagnosed with schizencephaly using
MRI at the Jeonbuk National University Hospital between
January 1, 2008, and December 31, 2019, those who received
TMS were selected as participants in the study. The patient’s
age was not a limiting factor, and MRI was taken with DTI.
As a result, we studied 12 patients with schizencephaly aged
from 5 to 61 years (Table 1). This study was approved by the
Institutional Review Board of Jeonbuk National University
Hospital (approval number: CUH 2020-02-042), and all
participants or their guardians provided written informed
consent for their participation in this study.

2.1.2. MRI. The Verio 3.0T system (Siemens, Erlangen, Ger-
many) was used to obtain the MRI scans with DTI. The MRI
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system was equipped with a 12-channel head coil for single-
shot echo planar imaging. The Generalized Autocalibrating
Partially Parallel Acquisition (GRAPPA) technique, which
is a part of the parallel imaging technique, was used. In addi-
tion, this technique produces better image quality due to the
reduction of image distortion caused by the echoplanar
imaging sequence. An image registration program built into
the MRI system was used to correct for potential image dis-
tortion. The imaging parameters are as follows: echo time
= 93ms, repetition time = 7,900ms, field of view = 230mm
× 230mm, sampling matrix size = 128 × 128 reconstructed
with homodyne processing to 256 × 256, sensitivity encod-
ing (SENSE) factor = 3, echo planar imaging = 128, and b
value = 1,000 s/mm2. A total of 47 contiguous, 3.0mm thick
slices were acquired parallel to the anterior commissure-
posterior commissure line in 30 different diffusion direc-
tions. Anisotropy was calculated by using the orientation-
independent fractional anisotropy (FA), and DTI color maps
were created from FA values and the three vector elements.
Vector maps were assigned color visualization, red (x, left-
right), green (y, anteroposterior), and blue (z, superior-infe-
rior) with a proportional intensity scale according to the FA.
Visual assessment of white matter fibers on DTI color maps

was performed. For MRI imaging equipment, quality control
of several items, including geometric accuracy, high-contrast
spatial resolution, and percent signal ghosting
(artifact < 2:5%), was performed once a month and error
in the three-dimensional position was minimized. In partic-
ular, since this study was based on the analysis of axial
images, it was necessary to pay attention to the inclination
or rotation of the section, which is the cause of such errors.
During MRI scan preparation, the patients’ heads were
placed in the median position as much as possible, according
to the technical procedure manual. Minor deviations such as
head tilt were minimized by setting the axis through prelim-
inary images.

2.1.3. TMS. TMS was conducted using a MagPro (Mag-
Venture, Lucernemarken, Denmark) equipped with a
7 cm, 8-shaped coil and the Medtronic Keypoint® electro-
myography workstation (Medtronic Inc., Skovlunde, Den-
mark); a 100Hz high-pass filter and a 5 kHz low-pass
filter were used.

C3 and C4 were identified according to the international
10–20 system. The recordings of ipsilateral motor evoked
potentials (iMEPs) and contralateral motor evoked

Table 1: Demographic data of patients with schizencephaly.

Case Age Sex

MRI findings Motor

Cognition Spasticity5
Associated
symptomType Associated anomaly

MMT
(upper
lower)

1 24 F
Rt F-T schizencephaly,

closed lip
Lt F cortical dysplasia, absent septum

pellucidum
N/G N/G MMSE 30 None

2 61 F
Rt F-T schizencephaly, open

lip
Absent septum pellucidum N/F N/F SQ 621 Lt 1

3 11 F
Rt F-T schizencephaly, open

lip

Lt polymicrogyria, Lt arachnoid cyst,
septo-optic dysplasia, absent septum

pellucidum
G/F G/F

IQ 432,
SQ 834

Lt 1 Seizure

4 6 F
Lt F schizencephaly, closed

lip
Rt F polymicrogyria F/N F/N

IQ 953,
SQ 1064

Rt 1

5 16 M
Lt F-T schizencephaly, open

lip
Absent septum pellucidum P/F P/F

IQ 612,
SQ 764

Rt 1

6 25 M
Rt T-P schizencephaly,

closed lip
Lt F-T cortical dysplasia G/P G/P

IQ 451,
SQ 374

Rt 2, Lt 3 Seizure

7 9 M
Lt F-T schizencephaly,

closed lip
Rt cortical dysplasia, absent septum

pellucidum
G/N G/N

IQ 822,
SQ 934

Rt 1

8 8 F
Bilateral schizencephaly, Rt
F-T open lip, Lt T-P closed

lip
Absent septum pellucidum G/P F/P

IQ 1212,
SQ 1104

Lt 1

9 15 F
Bilateral schizencephaly,

both F-T closed lip
— P/P P/P

IQ 432,
SQ 354

Rt 2, Lt 1

10 9 F
Lt F-T schizencephaly, open

lip
— F/N F/N

IQ 382,
SQ 254

Rt 1

11 41 M
Bilateral schizencephaly,

both P closed lip
Rt F cortical dysplasia F/F T/T MMSE 15 Rt 3, Lt 3

12 5 F Rt schizencephaly, closed lip — N/G N/G IQ 893 Lt 1

NP: not performed; NT: not testable; Rt: right; Lt: left; M: male; F: female; ∗F-T-P: fronto-temporo-parietal; IQ: intelligence quotient; SQ: social quotient;
MMSE: mini-mental state examination; MMT: manual muscle testing; Dx: diagnosis. 1Wechsler Adult Intelligence Scale-III; 2Wechsler Intelligence Scale
for Children-III; 3Wechsler Preschool and Primary Scale of Intelligence; 4Social Maturity Scale; 5Modified Ashworth Scale.
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potentials (cMEPs) were made simultaneously at the bilat-
eral first dorsal interosseous (FDI), biceps brachii (BB),
and deltoid.

The threshold for the MEP parameters was set as the
minimum stimulation intensity to obtain at least five out
of 10 signals with a signal above 50mV at a resting state.
The optimal position of stimulation was the position where
reproducible muscle response was obtained with minimal
stimulation and was near C3 or C4. The baseline was kept
as flat as possible, and MEPs obtained for threshold setting
were discarded when the baseline was not flat [25]. The
intensity of stimulation was set at 110% of the threshold.
Four signals were obtained for each muscle; the average
amplitude and the shortest latency were used for the analy-
sis. When the MEP was not detected, even with the maxi-
mum output (100% of intensity) of the TMS device, it was
set as “no response.” Stimuli were applied to each hemi-
sphere in turn. Since cMEP and iMEP responses were
obtained simultaneously, if no iMEP response was detected
at the intensity that cMEP was measured (110% of threshold
intensity), iMEP was defined as no response. A figure 8 coil
(MC-B70) was used, and the maximum output at one stim-
ulation was 1.45 tesla.

2.1.4. HFT. Hand function was analyzed by the grip power
test (grip), reflecting strength; the box and block (B&B) test,
reflecting gross dexterity; and the 9-hole peg test (9-hole),
reflecting fine dexterity [26]. All tests were conducted for
both hands.

Grip power was evaluated as the unit of kilogram of
force measured using a dynamometer for grip strength; the
outcome for the B&B test was the number of times the block
was moved to another box in 1min; further, the outcome of
the 9-hole was the time taken to remove and then reinsert
nine pegs from a hole.

In the 9-hole, if the performance of the hand was so slow
that it would take more than 600 s, the outcome of the test
was taken to be 600 s to calculate the ratio of the paretic
and less paretic hands [27].

2.2. Outcome Parameter

2.2.1. Ratio of the Cross-Sectional Area of the DTI Color Map
and Conventional MRI: The Symmetry Index. This study was
targeted at patients with schizencephaly, and there are severe
structural variabilities in each patient, such as the degree of
cortical malformation and the size of the schizencephalic
cleft. Therefore, it is difficult to capture the region of interest
(ROI) at a structurally uniform location around the cortex.

Anatomically, representative locations where the motor
tract passes (pons and peduncle in this study) are known
from several studies [14, 28, 29]. Through the axial images
of MRI and DTI at each of the abovementioned vertical
positions (pons and peduncle), it was possible to discrimi-
nate the region reflecting the motor tract as a ROI. It could
be inferred that the larger the size of the area reflecting the
motor tract, the more active the motion information could
be processed. Conversely, the smaller the size of the area,
the less active the transmission of motion information would

be [14, 29]. Therefore, we compared the ROI of the more-
affected side and the less-affected side that reflect the motor
tract and tried to determine which area of hand function it
reflects.

Conventional brain MRI identified the schizencephalic
cleft and concomitant lesions (Table 1). Using a T2-
weighted fluid-attenuated inversion recovery (FLAIR) MRI,
the area of the cerebral peduncles was measured in an axial
plane, five or six sections below the anterior commissure-
posterior commissure plane, passing through the mammil-
lary bodies. The less-affected and more-affected areas were
then compared to obtain the conventional MRI symmetry
index [29] according to the following formula: the cross −
sectional area of themore − affected side/cross − sectional
area of the less − affected side.

In the DTI color map created from FA values and three
vector elements, the corticofugal projection fibers were dis-
played in blue and the corticospinal tract (CST) was partic-
ularly well delineated at the level of the lower pons (level
of the middle cerebellar peduncles), because all of the fibers
run coherently in the craniocaudal direction [14, 30].

As a result, the cross-sectional area of the corticospinal
tract (CST) at the pons level using the DTI color map
(DTI-CST) and the cross-sectional area of the peduncle
using the T2-FLAIR image (T2-peduncle) were identified
and each symmetry index was obtained.

2.2.2. DTI Tractography. In addition to the area-based anal-
ysis of the DTI color map, it was attempted to confirm the
alignment of the CST fiber with a tractogram. The motor
tract was reconstructed with a fiber tracking technology
using DTI Studio software v.1.02 (CMRM, John Hopkins
Medical Institute, Baltimore, MD, USA). Fiber tracking
was performed with a fractional anisotropy (FA) threshold
of 0.20 and a tract turning angle of 60.

To examine corticospinal dysgenesis, tracts were identi-
fied in the brain stem. The tractogram was created by assign-
ing seed ROI in the upper pons (a portion of anterior blue
color) and lower pons (a portion of anterior blue color; cor-
responds to DTI-CST) (Supplementary Figure 1) [31]. The
fibers were visualized, and the average FA and ADC of the
voxels composing the fiber were determined. The
parameters were obtained for the more-paretic side and
less-paretic side (Table 2).

2.2.3. TMS Parameters: iMEP cMEP. In each of the more-
affected and less-affected hemispheres, the response acquisi-
tion rate, amplitude, and latency of the cMEP and iMEP
were analyzed.

In particular, we attempted to elucidate the role of iMEP
that reflects the ipsilateral CST (iCST) in hand function. To
confirm the function of iCST without contralateral CST
(cCST) interference, we investigated the correlation between
iMEP evocation status and hand function in patients who
did not show cMEP corresponding to the paretic hand.

2.2.4. HFT Parameters: The HFT Ratio. For the results of the
grip and B&B tests and 9-hole measured for both the paretic
and less-paretic sides, the ratio of the outcomes for the
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more-paretic hand and that for the less-paretic hand were
used to quantitatively estimate the function of the paretic
hand.

In the case of the grip and B&B tests, which use the
amount of hand ability for a task as the outcome, the ratio
was defined as “more paretic hand score/less paretic hand
score.”

In the case of the 9-hole, which uses the time taken to
perform a given task as the outcome, the ratio was defined
as “less paretic hand completion time/more paretic hand
completion time.”

Thus, the extent of decline in the function of the more
paretic hand compared to the less paretic hand was quanti-
tatively expressed (Table 3).

2.3. Statistical Analysis. The relationship between the sym-
metry index, which is the ratio of DTI-CST and T2-pedun-
cle, and hand function, was analyzed using the Spearman
correlation analysis. To measure the degree of correlation,
the R2 value was measured. An R2 less than 0.2 indicated
no correlation; 0.2 to 0.4, weak correlation; and greater than
0.4, correlation. After the Shapiro–Wilk normality test con-
firmed that the data did not satisfy normality, the Mann–
Whitney U analysis was used to analyze the correlation
between the ipsilateral MEP and hand function depending
on the presence of evoked potential. The Wilcoxon rank
sum test was used to compare the integrity (FA and ADC)
of the less-affected CST and the more-affected CST in
DTI-CST data. A p value < 0.05 was considered statistically
significant.

3. Results

We recruited 12 patients with schizencephaly based on their
MRI results and identified accompanying cerebral lesions
(Table 1). Using the HFT, the more paretic hand was identi-
fied, and the results of the TMS and MRI were analyzed.

3.1. MEP Parameters. The MEPs of the 12 patients with schi-
zencephaly were obtained, and the iMEP and cMEP param-
eters were collected for each muscle. When the more-
affected hemisphere was stimulated with TMS, none of the
iMEP responses were obtained and 4 of 12 patients had
cMEP responses in at least one of the FDI, BB, and deltoid
muscles (n = 2, 4, and 3, respectively) (Figure 1(a), Supple-
mentary Table 1). The four patients with cMEPs
mentioned earlier had schizencephalic cleft and
concomitant contralateral hemispheric lesions, such as
polymicrogyria (patients 3, 6, 7, and 11; see Table 1). Of
the four patients mentioned above, two had evoked

potentials in all three muscles (FDI, BB, and deltoid;
patients 6 and 11; see Table 1 and Supplementary Table 1).

On stimulating the less-affected hemisphere using TMS,
cMEP responses were identified in all patients and iMEP
responses were identified in 9 out of 12 patients, with differ-
ent frequencies of iMEP response acquisition, depending on
whether it was the proximal or distal muscle that was
affected. Regarding the response acquisition rate of iMEP
in the less-affected hemisphere, the FDI was most frequently
evoked (9 of 12), followed by the BB (8 of 12), and then the
deltoid muscle (7 of 12) (Figure 1(b); see iMEP, Supplemen-
tary Table 2). The latency of cMEP and iMEP in the less-
affected hemisphere was virtually identical in all 3 muscles
(Figure 1(c)), and the amplitude of iMEP was smaller than
that of cMEP (Figure 1(d)).

Regarding the paretic hand, the motor signal supply
occurs through two routes (contralateral wiring of the
more-affected hemisphere or ipsilateral wiring of the less-
affected hemisphere); to confirm the properties of the iMEP
associated with the paretic hand and its role, it was necessary
to exclude the cMEP from the more-affected hemisphere,
which connects with the paretic hand. Patients classified in
this way can be regarded as patients with a “large lesion,”
based on the classification proposed by Staudt et al. [22]
using MEP examination (Figure 1(e)). On stimulating the
more-affected hemisphere, of the 12 patients, 10 obtained
no cMEP response in the FDI and these 10 patients were
analyzed for iMEP in the less-affected hemisphere. Of the
10 patients classified to have a “large lesion” according to
the TMS result of the more-affected hemisphere, eight
patients obtained iMEP response on stimulating the less-
affected hemisphere and two did not (Figure 2(a); upper
two schematics). When examining the relationship between
the HFT results (grip, B&B, and 9-hole) and the presence of
iMEP in the less-affected hemisphere for these 10 patients,
the results of the grip test were significantly associated with
the presence of iMEP (Figure 2(b); p = 0:044) but the results
of the B&B test and 9-hole were not (Figures 2(c) and 2(d);
p = 0:667 and p = 0:400, respectively).

3.2. MRI Findings in Schizencephaly.MRI was performed for
12 patients, and T2-FLAIR images were obtained. DTI anal-
ysis was not performed for one patient, due to technical
problems with DTI imaging; therefore, DTIs from the
remaining 11 patients were analyzed (Figure 3). Of the 12
patients, 10 were detected to have bilateral hemispheric
lesions, of which three lesions were bilateral schizencephalic
clefts. Other schizencephaly-related contralateral lesions,
such as polymicrogyria, which were observed, are specified
in Table 1.

Table 2: CST characteristics in DTI.

ADC ( × 10−4) FA
More-affected CST Less-affected CST p More-affected CST Less-affected CST p

Mean ± SD 8:38 ± 0:324 7:350 ± 0:459 0.005∗ 0:514 ± 0:088 0:657 ± 0:040 0.013∗

Values are presented as the mean ± standard deviation. CST: corticospinal tract; DTI: diffusion tensor imaging; FA: fractional anisotropy; ADC: average
apparent diffusion coefficient; SD: standard deviation. ∗p < 0:05.
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Overall, the symmetry index of DTI-CST tended to be
smaller than that of T2-peduncle, which indicates that the
area difference between the two sides was larger (Figure 3).
In the tractography obtained using DTI studio (CMRM,
John Hopkins Medical Institute, Baltimore, MD, USA), the
average ADC value of voxel composing CST was larger in
the more-affected side and the FA value of voxel composing
CST was smaller in the more-affected side [32] (Table 2).

Regarding the symmetry index of DTI-CST, B&B was
significantly correlated (p = 0:008, R2 = 0:416) and 9-hole
displayed a tendency to be correlated (p = 0:060, R2 = 0:259
). Alternatively, there was no correlation with the results of
the grip test (p = 0:619, R2 = 0:066) (Figures 4(a)–4(c)).
There was no significant correlation between the symmetric
index of the peduncle and hand function (B&B p = 0:873, 9-
hole p = 0:649, and grip p = 0:159) (Figures 4(d)–4(f)).

4. Discussion

In this study, we analyzed the correlation between electro-
physiological (TMS) and radiological (DTI) tests and hand
function tests in patients with schizencephaly. Our key find-
ings are as follows. First, bilateral hemisphere lesions (schi-
zencephalic cleft and concomitant contralateral lesion)
were prevalent in schizencephaly (9 of 12) and the more-
affected side was the hemisphere with a schizencephalic cleft,
except for the bilateral schizencephalic cleft (Table 1). Sec-
ond, on TMS, there was usually no MEP response in the
more-affected side but the MEP response was detected in 4
out of 12 patients on the more-affected side (Table 1, Sup-
plementary Table 1). Interestingly, all 4 patients had
contralateral hemisphere lesions. Third, the presence of the
iMEP response in the less-affected hemisphere
demonstrated a significant increase in grip strength

(Figure 2). Fourth, on the color-coded DTI map,
comparison of the cross-sectional area of the bilateral
motor tract in the section of pons revealed a relative
decrease in the volume of the schizencephaly cleft side
(Figure 3). In addition, a smaller area of DTI-CST on the
more-affected side compared to that on the less-affected
side was associated with poorer dexterity in the paralyzed
hand (Figures 4(a) and 4(b); B&B and 9-hole, respectively).
Our analyses permitted us to estimate the function of
different territories that DTI and TMS tests each better
reflect in patients with schizencephaly. Further, we have
put forth a hypothesis to explain the motor organization
pattern in fetal and neonatal brain damage.

4.1. Correlation of iMEP in the Less-Affected Hemisphere and
Hand Function. Although most of the patients with schizen-
cephaly in this study had bilateral hemisphere lesions, the
response acquisition rate of iMEP as well as cMEP was much
higher in the less-affected hemisphere than in the more-
affected hemisphere (Figures 1(a) and 1(b)). This MEP pat-
tern in schizencephaly patients is similar to that of “large
lesions” in unilateral CP patients according to the criteria
proposed by Staudt et al., who divided CP lesions into large,
intermediate, and mild [22] (Figure 1(e)). In cerebral palsy,
“large lesion” refers to a condition in which there is no
MEP response upon stimulation of the more-affected hemi-
sphere and MEP responses of both the paretic and nonpare-
tic hands are obtained upon stimulation of the less-affected
hemisphere [22].

It is noteworthy that the less-affected side with a con-
comitant contralateral lesion acts like the “intact side” of
large lesion in unilateral CP, even though it is not in a nor-
mal state. When comparing the degree of motor function,
the side with the schizencephalic cleft displayed appreciably
more significant functional decline than the contralateral
side in this study. This functional imbalance may lead to a
monopoly of function into a relatively more functional
hemisphere, such as the tilt of a balance scale. This is consis-
tent with the concept of “interhemispheric inhibition,”
which is discussed in a later section (Section 4.3).

From the more paretic hand’s point of view, iCST is an
incomplete but only channel that transmits stimulation, so
it is necessary to consider which hand function iCST would
affect. In the less-affected hemisphere, positive or negative
response of iMEP response did not show a significant corre-
lation in the HFTs reflecting dexterity (B&B test and 9-hole);
however, the grip strength test results showed a significant
increase in grip power when the positive response of iMEP
was detected (Figure 2(b)). iMEP tracks iCST and cMEP
tracks cCST [33]; therefore, iCST could be seen as a path
of grip strength.

Even in other brain lesions, it has often been reported
that iMEP reflects grip strength. A study on hemidisconnec-
tion (e.g., hemispherectomies and hemispherotomies) also
reported that ipsilateral tracts (iCST) from the sound hemi-
sphere existed in patients whose contralateral grasping abil-
ity of the removed hemisphere was preserved [34]. Similar to
that observed in the unilateral CP, this ipsilateral projection
would be able to rescue the motor function of the paretic

Table 3: Hand function test results of patients with schizencephaly.

Case
no.

More
paretic
hand

HFT ratio
Grip (kg;

paretic : less
paretic)

B&B (n;
paretic : less
paretic)

9-hole (sec;
paretic : less
paretic)

1 Lt 0.21 (7 : 34) 0.53 (31 : 58) 0.35 (46 : 16)

2 Lt 0.12 (2 : 17) 0.61 (25 : 41) 0.06 (408 : 23)

3 Lt 0.09 (0.5 : 5.5) 0.38 (8 : 21) 0.19 (NT : 93)

4 Rt 0.1 (0.4 : 4) 0.62 (18 : 29) 0.33 (79 : 26)

5 Rt 0.29 (4 : 14) 0.38 (15 : 40) 0.12 (173 : 20)

6 Lt 0.5 (9 : 18) 0.67 (14 : 21) 0.26 (140 : 37)

7 Rt 0.25 (1 : 4) 0.71 (37 : 52) 0.42 (66 : 28)

8 Lt 0.33 (4 : 12) 0.25 (10 : 40) 0.05 (NT : 23)

9 Rt 0.66 (4 : 6) 0.24 (6 : 25) 0.15 (NT : 76)

10 Rt 0.55 (2.2 : 4) NP 0.09 (NT : 47)

11 Lt 0.81 (13 : 16) 0.94 (17 : 18) 0.24 (225 : 54)

12 Lt 0.35 (3 : 8.6) 0.43 (19 : 44) 0.10 (260 : 27)

Mean ± SD 0:355 ± 0:22 0:524 ± 0:20 0:196 ± 0:12
HFT: hand function test; B&B: box and block test; Grip: grip strength test; 9-
hole: 9-hole peg test; Rt: right; Lt: left; kg: kilogram; n: number of blocks; sec:
second; SD: standard deviation; NT: not testable; NP: not performed.
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Figure 1: TMS results in schizencephaly patients and schematic depiction of the motor tract. (a) Motor evoked potential (MEP) response
rate during stimulation of the more-affected hemisphere; no ipsilateral MEP (iMEP) response was detected, and the contralateral MEP
(cMEP) response rate was very low rate. (b) MEP response rate during stimulation of the less-affected hemisphere; whereas cMEP was
detected in all three muscles, iMEP response tended to dominate in the distal muscle (FDI). (c) Latency of iMEP and cMEP during
stimulation of the less-affected hemisphere. (d) Amplitude of iMEP and cMEP during stimulation of the less-affected hemisphere; the
number on the graph indicates the relative ratio of the amplitudes of iMEP and cMEP for each muscle, relatively larger in FDI. (e)
Similarity of the motor organization pattern between schizencephaly and large lesion in cerebral palsy defined by Staudt; more affected
hemispheres were unable to induce MEP by transcranial magnetic stimulation (TMS), and less-affected hemispheres induced MEP by
TMS in both nonparalytic and paralytic hands.
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hand [8, 35–37]. Other studies have demonstrated that
unwithdrawn iCST could inhibit the normal development
of cCST by continuously transmitting signal from the cortex,
resulting in negative effects on the normal maturation of
hand function [38–41]. However, this study differs in that

only schizencephaly patients—reflecting early phase brain
damage (late 1st or 2nd semester of pregnancy)—were
assessed rather than all of the CP patient groups as in the
previous studies. Moreover, in previous studies, the earlier
the brain damage during pregnancy, the better the efficiency
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Figure 2: Schematic depiction of the MEP pattern towards the more paretic hand and the correlation between each pattern and hand
function test. (a) Schematic depiction of four MEP patterns directed toward the paralyzed hand; the upper two patterns correspond to
“large lesions” without cMEP response [22]. The presence or absence of the described cMEP and iMEP was presented as a variable in
(b–d). (b) Grip results according to the presence or absence of iMEP and cMEP response; in the absence of cMEP reaction, the
relationship between the presence of the ipsilateral tract and the results of the grip strength test; significant correlation is shown
(p = 0:044). (c) B&B results according to the presence or absence of iMEP and cMEP responses; no significant difference was observed.
(d) 9-hole results according to the presence or absence of iMEP and cMEP responses; no significant difference was observed. Grip: grip
strength test; B&B: box and block test; 9-hole: 9-hole peg test.
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of the ipsilateral tract with respect to the hand function [6].
Therefore, schizencephaly could be considered to have a rel-
atively more effective ipsilateral tract.

In the case of the B&B test and 9-hole, which are evalu-
ations of dexterity, reflecting the ability to open hands and
the time it takes to release, various factors are expected to
intervene, not only iCST. Manual dexterity requires recipro-
cal inhibition of the flexor muscles since finger and wrist
extensions are included, and a complex inhibitory mecha-
nism acts during the coordination of hand movement. In
the presence of brain lesions, dexterity could be significantly
affected by neural manifestations, such as spasticity and
hyperreflexia [42]. Abundant research indicates that several
complex factors contribute to hand dexterity, including the
ipsilateral secondary motor area [43], intercalated neurons
(e.g., propriospinal neurons and reticulospinal neurons)
[44], other regions within the cerebrum (i.e., intracortical
inhibition and interhemispheric inhibition) [12, 45], parietal
lobe, and subnetworks [46, 47]. In particular, studies of sen-
sory organization on hand function were actively conducted
[15, 48–51], and it was revealed that a phenomenon called
“interhemispheric dissociation” which means the discrep-
ancy between the organization of motor and sensory would
have affected hand function [15, 29, 32, 40, 48, 52]. In sum-
mary, iCST could act as one contributing factor of dexterity,
but there are several other contributing factors that act in a
complex combination, so the effect of iCT on dexterity
seems to be negligible.

4.2. Correlation between the Symmetry Index and Hand
Function. In this study, the symmetry index is the ratio of
the cross-sectional area of bilateral ROI [39]. The difference
in the cross-sectional area could be caused by a variety of
mechanisms, depending on how far the CST degeneration

in the more-affected hemisphere has progressed or how the
CST in the less-affected hemisphere has enhanced [32,
37–39, 49, 53].

On correlating the HFT results and DTI-CST symmetry
index, DTI-CST symmetry index was correlated with dexter-
ity (B&B test and 9-hole results), but not with grip strength
test results (Figures 4(a)–4(c)). As mentioned in the previous
section, dexterity is complicatedly influenced by several fac-
tors. If it is considered that the pons level CST is formed as a
result of processing and synthesis of a series of processes in
which the influencing factors act independently or interact,
there may be a relationship between DTI-CST and hand
function including dexterity. Moreover, along with the
reduction in the cross-sectional area of the color-coded
map, the DTI tractogram also showed a decrease in FA
and ADC values (Table 2) [28, 32, 34, 49, 54].

However, in the case of the T2-peduncle, there was little
correlation among all items of hand function. DTI is not
usually performed in medical institutions because it requires
an additional process and special equipment. Therefore, if
the analysis of conventional MRI (T2-peduncle in this
study) can identify hand function, it will be able to provide
an advantage that can be applied to a wider range of patients
(who did not have DTI) [55]. However, overall, the symme-
try index of the T2-peduncle was greater than that of the
DTI-CST, indicating that the less-affected and more-
affected sides were measured to be less different than those
of the DTI-CST (Figure 3). Since the DTI colormap visual-
izes the fiber itself and the T2-peduncle only sets the ana-
tomical position, it seems that elements other than motor
related are included in the area of the T2-peduncle [56].
Therefore, since the composition ratio of CST of T2-
peduncle might be smaller than that of DTI-CST, it reflects
motor function-related changes less sensitively than DTI-

0.92 0.76 0.820.83 0.45 0.90 0.47 0.27 0.35 0.92 0.88

0.85 0.66 0.63 0.74 0.830.70 0.52 0.16 0.42

0.16

0.56 NP0.16

Figure 3: Conventional magnetic resonance imaging of schizencephaly patients and cross-sectional comparison of cerebral peduncle and
corticospinal tract fibers in the pons. T2-fluid-attenuated inversion recovery (FLAIR) images of each schizencephaly patient (upper
panel). Measurement of the cross-sectional area at the peduncle (lower red line) is shown in the lower left panel of each image, and the
T2-peduncle symmetric index is inscribed above it. Measurement of the cross-sectional area of the corticospinal tract at the pons (lower
white line) is shown in the lower right panel of each image, and the DTI-CST symmetric index is inscribed above it. NP: not performed.
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CST, and consequently, unlike DTI-CST, T2-peduncle does
not significantly correlate with HFT.

Interestingly, grip strength was not significantly corre-
lated with DTI-CST in this study. This result should be con-
sidered in relation to the results of the correlation between
the iMEP and grip strength analyzed earlier (with iMEP,
the paretic hand grip power is stronger than that without
iMEP) (Figure 2). A portion of the iCST was included in

the DTI-CST area of the less-affected hemisphere, and this
would act as an interference in the analysis of the correlation
between the hand function and the DTI symmetry index,
which indicates the quantitative relationship between the
bilateral cross-sectional areas of the CST (Figure 5). That
is, in the DTI-CST of the less-affected hemisphere, the por-
tion responsible for the less paretic hand function (cCST)
and the portion responsible for the more paretic hand
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Figure 4: Correlation of the symmetry index and hand function test. (a) The symmetry index of DTI-CST and peduncle was correlated with
the ratio of hand function evaluation. Box and block test (B&B) results and DTI-CST symmetry index show a significant correlation
(p = 0:008, R2 = 0:416). (b) 9-hole peg test (9-hole) results and DTI-CST symmetry index showed a moderate correlation (p = 0:060, R2 =
0:259). (c) Grip strength test (grip) results did not show a significant correlation with the DTI-CST symmetry index (p = 0:619, R2 =
0:066). (d–f) The symmetry index of the peduncle did not show a significant correlation with hand function evaluation (B&B, p = 0:873
for (d); 9-hole, p = 0:649 for (e); and grip, p = 0:159 for (f)).
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function (iCST) are both included [31, 33](Figure 5). Since
iMEP reflecting iCST is correlated with hand function
(Figure 2(b); grip strength), DTI-CST observed on the less-
affected side does not only reflect nonparetic hand function
but also reflects paretic hand function (grip strength). There-
fore, the correlation between the results of the grip strength
test and the DTI-CST symmetry index would have been
insignificant.

Similarly, in previous studies on patients with CP, DTI-
CST was significantly correlated with hand function reflect-
ing dexterity (e.g., digital dexterity and manual dexterity)
than other functions [14]. Taking these results together, in
patients with schizencephaly, DTI-CST appears to reflect
dexterity (e.g., dexterity and coordination), while the pres-
ence of iMEP reflects grip strength.

4.3. Interpretation of Motor Organization in Schizencephaly

4.3.1. Interhemispheric Competition. Since the schizencepha-
lic cleft often has a concomitant contralateral lesion, the
motor organization pattern of the bilateral hemisphere
lesion could be observed. Two types of the MEP pattern
were observed, and under the premise that iMEP tracks
iCST and cMEP tracks cCST [33], a possible hypothesis
about the “interhemispheric competition of both hemi-
spheres lesion” could be suggested.

First, for the pattern that no MEP (both cMEP and
iMEP) response is obtained on the more-affected side (8
out of 12; Figure 6(a)), in this case, not only cMEP but also
iMEP is often observed on the less-affected side. An inter-
pretation of these results could be that an enhancement of
the less-affected side activity is caused by the absence of inhi-
bition from the more-affected side [45, 57] or that activity-
dependent enhancement occurs due to continuous stimula-

tion of the less-affected side to the paretic hand [35, 39].
Meanwhile, in the more-affected hemisphere, motor activity
would be inactive and function would have been further
degraded. Therefore, the unbalanced distribution of func-
tions becomes more severe and the function becomes
monopolized by one hemisphere.

Second, for the pattern that MEP evoked in the more-
affected side, in some cases in this study, the degree of motor
impairments of the less-affected hemisphere, a concomitant
lesion, might be enough to compete with that of the more-
affected hemisphere. In this condition, the less-affected side
would not produce sufficient interhemispheric inhibition
and an insufficient supply of motor signals to the hand
would occur. Consequently, a contribution to motor func-
tion may occur not only in the less-affected hemisphere
but also in the more-affected hemisphere (Figure 6(b))
[39]. In this study, there were 4 out of 12 patients whose
cMEPs were measured by stimulation of the more-affected
hemisphere (in at least one of the three muscles examined)
(Figure 1(a), Supplementary Table 1), all of whom had
lesions in the less-affected hemisphere (patients 3, 6, 7, and
11; Table 1, associated anomaly; three cortical dysplasias
and one bilateral schizencephalic cleft). That is, even if the
function of the more-affected hemisphere was severely
reduced, the motor function would have been redistributed
to the more-affected side, due to the lesion in the
contralateral hemisphere.

Assuming the same degree of lesions in the more-
affected hemisphere in these two conditions, we suggest that
the more-affected hemisphere may acquire more motor
function through competition if the degree of motor func-
tion deficit in the less-affected hemisphere is comparable to
that of the more-affected side.

In summary, the motor organization in schizencephaly
patients seems to reflect interhemispheric competition and
we suggest that the motor organization pattern could vary
according to the degree of influence of each lesion on the
motor organization in both hemispheres [39, 58].

4.3.2. Tendency to Withdrawal Failure of iCST in the Distal
Upper Extremity. iMEP (9 out of 12 patients) and cMEP
were evoked in the less-affected hemisphere (Figure 1(b)).
Notably, the distal muscle (FDI) among the upper extrem-
ity muscles had a higher frequency and larger amplitude of
iMEP response than the proximal muscles (BB, deltoid)
(Figure 1(b), iMEP; Figure 1(d), iMEP). In addition, even
in relative comparison of amplitude with the corresponding
cMEP (iMEP/cMEP ratio) in each muscle, the ratio in FDI
is larger than that of BB or deltoid (Supplementary
Figure 2).

With regard to the projection and withdrawal of the nor-
mal iCST, several studies have mentioned that the ipsilateral
tract, which is completed during fetal development, disap-
pears around 2 years after birth [17, 59]. However, in path-
ologic conditions, such as fetal or perinatal brain damage,
the ipsilateral tract is not withdrawn and is maintained
[60]. Based on this information, our findings could be inter-
preted as a tendency to withdrawal failure of the ipsilateral
tract in the distal upper extremity (Figure 7).

P

Figure 5: Schematic diagram of corticospinal tract projection in
the less-affected hemisphere. Ipsilateral corticospinal tract (iCST)
wiring related to the paretic hand (dotted line) was observed on
the less-affected side of the pons before decussation of the lower
medulla. Due to this iCST projection, the DTI-CST of the less-
affected hemisphere cannot reflect purely the less-paretic hand
and the DTI-CST of the more-affected hemisphere cannot reflect
purely the more-paretic hand.
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iMEP tends to be more dominant in the distal than prox-
imal muscles in terms of the amplitude and frequency of
evocation in this study. Similar results were obtained for
iMEP in previous studies of patients with congenital mirror
movement disorder (CMMD) which is caused by the focal

expression of gene mutations related to abnormal pyramidal
decussation [61–63]. The tendency of preservation of the
ipsilateral tract to be predominant in distal muscle than
proximal, even in two different disease groups, could be
regarded as a distinct feature of the ipsilateral tract.

Factors that can be considered the cause of this phenom-
enon include the disturbance of withdrawal according to an
activity-dependent mechanism [39, 60] due to more stimula-
tion on the distal part (hand) than the proximal part of the
upper extremities or the distribution of factors, such as axon
guidance molecules and growth factors that influence neural
organization [64]. In addition, it might be attributed to the
tendency of functional migration of the hand region, which
is greater than that of the other proximal upper limb regions,
as language function migrates from the dominant hemi-
sphere to the nondominant hemisphere in response to dam-
age of the dominant hemisphere [65]. However, further
research is warranted to fully understand this phenomenon.

In summary, we suggest that iMEP tends to be more pre-
dominant in the distal than the proximal part in the upper
extremity, which seems to be due to the tendency of iCST
withdrawal failure in the distal muscle rather than in the
proximal muscles.

5. Future Research Direction

In this study, most patients with schizencephaly tended to
have bilateral hemisphere lesions (schizencephalic cleft and
concomitant contralateral lesion) and “interhemispheric
competition” was suggested as a motor organization pattern.
However, other factors may have an effect, and as mentioned
above, one of the factors that greatly affects motor

P
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(a)

P

mm

(b)

Figure 6: Schematic description of the interhemispheric competition of motor function in schizencephaly. Assuming that both (a) and (b)
have the same degree of motor function invasion by the schizencephalic cleft in the right hemisphere, the activation of the contralateral
corticospinal tract in the right hemisphere depends on the size of the concomitant lesion in the left hemisphere. The size of the circle
marked “m” in the seesaw picture represents the degree of motor function. In (a), the weight of the motor function was inclined toward
the left hemisphere, but in (b), the left and right hemispheres had similar weights of the motor function, and hence, they hardly tilted to
one side.

BB

Deltoid

FDI

Figure 7: Schematic description of the dominance of iMEP
according to muscle. iMEP tends to be more predominant in the
distal muscle (FDI) than proximal muscles (BB, deltoid) in the
upper extremity, which may be attributed to the tendency of iCST
withdrawal failure in the distal muscle rather than in the
proximal muscles. iMEP: ipsilateral motor evoked potential; FDI:
first dorsal interosseous; BB: biceps brachii; iCST: ipsilateral
corticospinal tract.
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organization is the sensory area [40, 49]. If further studies on
the organization of the sensory pathway for early brain dam-
age with bilateral hemispheric lesions are conducted, more
sophisticated correlations with motor functions could be
expected; i.e., if the somatosensory evoked potential study
and tensor image analysis reflecting the sensory tract are
added and considered in addition to the methods used in
this study, it is expected that a more in-depth understanding
of the motor function will be possible by correlating their
results with the trend of the ipsilateral or contralateral pro-
jection of the sensory tract, such as interhemispheric dissoci-
ation [40].

In addition, in this study, the ipsilateral motor tract dis-
played a dominant tendency in the distal muscle of the
upper extremity, compared to proximal muscles. For the
withdrawal failure of the ipsilateral tract that differs depend-
ing on the muscle, it seems necessary to study a larger num-
ber of subjects, incorporating the contralateral motor
organization and its mechanism.

Grip strength and manual dexterity were correlated with
the iMEP evocation status and the DTI-CST symmetry
index of the less-affected hemisphere, respectively. Measure-
ment of iMEP and the DTI-CST symmetry index before
practical treatment could suggest the direction of treatment
such as constraint-induced movement therapy and biman-
ual therapy, even therapeutic repetitive TMS or transcranial
direct current stimulation [17, 24, 66–69]. This study could
provide the basis for further studies that correlate TMS or
DTI results with practical treatment.

6. Limitations

Even with schizencephaly, certain individuals may be
asymptomatic [1, 70]. Since this study was conducted among
a group of symptomatic patients, it is possible that only
patients with high severity were assessed. The sample size
used in this study was small, and as a study on a single dis-
ease group rather than a wide range of brain damage, it is
insufficient to explain the motor organization of the entire
CP. But considering the very rare incidence and the unique
characteristics compared to other developmental brain dam-
ages, the analysis of schizencephaly remains meaningful.

In this study, the integrity and symmetricity of CST were
measured using color-coded DTI analysis and this attempt
had the advantage of being practical and intuitively applica-
ble to clinical situations. Area-based analysis of color-coded
DTI may cause errors. In particular, errors may occur
depending on the inclination of the axis according to the
angle or rotation of the section of the image. Moreover,
DTI is very sensitive and some artifacts often occur due to
eddy currents and motion [71]. In the MRI system, quality
control was performed once a month to minimize errors
and distortions, and in terms of imaging methods, errors
due to axes or sections were minimized through preliminary
imaging but it was not completely error free. In fact, for one
patient (patient 12), the DTI acquired at the peduncle–stem
level was lost and DTI analysis of the patient was not
possible.

In addition, the integrity of iCST may vary with age
among healthy people [72]. The iCST that appears in
patients with schizencephaly may also have age-related dif-
ferences; in this study, the age of the patients when DTI
was performed was from 5 to 61 years and the analysis was
conducted without dividing the data for children and adults.
However, in the case of pathologic iCST of patients with CP,
active ipsilateral projection tends not to withdraw and there
should be no significant change in integrity with age [20].
Therefore, the age of schizencephaly patients would have lit-
tle influence on the analysis of the motor organization
pattern.

7. Conclusion

This study examined the aspects of motor organization in
schizencephaly using TMS and DTI reflecting the early-
stage embryological brain damage. Our results suggest that
the ipsilateral motor tract, which is often observed in the
less-affected hemisphere of patients with schizencephaly,
has a greater influence on the hand function related to
strength and that the cross-sectional area symmetricity of
CST on pons is associated with the hand function related
to dexterity. Further, motor organization following inter-
hemispheric competition was observed in schizencephaly,
which often presented as bilateral hemispheric lesions. We
suggest that more variables may be involved in the organiza-
tion of motor function and warrants a future study with a
larger sample size.

Abbreviations

DTI: Diffusion tensor imaging
TMS: Transcranial magnetic stimulation
HFT: Hand function test
MEP: Motor evoked potential
FDI: First dorsal interosseous
BB: Biceps
cMEP: Contralateral MEP
iMEP: Ipsilateral MEP
B&B: Box and block
CST: Corticospinal tract
DTI-CST: DTI color map
ADC: Apparent diffusion coefficient
FA: Fractional anisotropy
FDI: First dorsal interosseous
CP: Cerebral palsy
MRI: Magnetic resonance imaging
FLAIR: Fluid-attenuated inversion recovery
9-hole: 9-hole peg test
Grip: Grip power test
CMMD: Congenital mirror movement disorder.

Data Availability

The original contributions presented in the study are
included in the article/supplementary material; further
inquiries can be directed to the corresponding authors.

13BioMed Research International



Conflicts of Interest

No potential conflict of interest relevant to this article was
reported.

Authors’ Contributions

S-HP did the study conceptualization. G-WK and Y-HW
did the methodology. J-YY, Y-HW, and S-HP did the formal
data analysis and interpretation of data. J-YY, G-WK, M-
HK, J-HS, Y-HW, and S-HP did the project administration
and manuscript writing (review and editing). J-YY, Y-HW,
and S-HP did the data visualization. J-YY and S-HP did
the writing of the original draft of the manuscript. M-HK
did the funding acquisition. J-HS did the supervision. All
authors contributed to the work and approved the final sub-
mitted version of the manuscript.

Acknowledgments

This work was supported by the National University Devel-
opment Program 2019.

Supplementary Materials

Supplementary Figure 1: the seed ROI setup for DTI tracto-
gram of case 4 patient; the blue portion of the color DTI of
the upper pons (ROI#1) and the lower pons (ROI#2; corre-
spond to DTI-CST) is designated. Supplementary Figure 2:
the relative comparison of iMEP amplitude with the corre-
sponding cMEP amplitude; the ratio of iMEP amplitude/c-
MEP amplitude compared for each muscle. Supplementary
Table 1 and Supplementary Table 2: the data of TMS for
the more-affected and less-affected hemispheres.
(Supplementary Materials)

References

[1] T. Granata, E. Freri, C. Caccia, V. Setola, F. Taroni, and
G. Battaglia, “Topical review: schizencephaly: clinical spec-
trum, epilepsy, and pathogenesis,” Journal of Child Neurology,
vol. 19, no. 3, pp. 313–318, 2005.

[2] V. L. Braga, M. D. S. da Costa, R. Riera et al., “Schizencephaly:
a review of 734 patients,” Pediatric Neurology, vol. 87, pp. 23–
29, 2018.

[3] A. M. Packard, V. S. Miller, and M. R. Delgado, “Schizence-
phaly: correlations of clinical and radiologic features,” Neurol-
ogy, vol. 48, no. 5, pp. 1427–1434, 1997.

[4] P. Rosenbaum, N. Paneth, A. Leviton et al., “A report: the def-
inition and classification of cerebral palsy April 2006,” Devel-
opmental Medicine & Child Neurology, vol. 109, suppl 109,
pp. 8–14, 2007.

[5] W. Kułak, B. Okurowska-Zawada, E. Gościk, D. Sienkiewicz,
G. Paszko-Patej, and B. Kubas, “Schizencephaly as a cause of
spastic cerebral palsy,” Advances in Medical Sciences, vol. 56,
no. 1, pp. 64–70, 2011.

[6] M. Staudt, C. Gerloff, W. Grodd, H. Holthausen, G. Niemann,
and I. Krägeloh-Mann, “Reorganization in congenital hemi-
paresis acquired at different gestational ages,” Annals of Neu-
rology, vol. 56, no. 6, pp. 854–863, 2004.

[7] H. B. Sarnat and L. Flores-Sarnat, “Telencephalic flexure and
malformations of the lateral cerebral (Sylvian) fissure,” Pediat-
ric Neurology, vol. 63, pp. 23–38, 2016.

[8] M. Staudt, “Brain plasticity following early life brain injury:
insights from neuroimaging,” Seminars in Perinatology,
vol. 34, no. 1, pp. 87–92, 2010.

[9] C. J. Curry, E. J. Lammer, V. Nelson, and G. M. Shaw, “Schi-
zencephaly: heterogeneous etiologies in a population of 4 mil-
lion California births,” American Journal of Medical Genetics
Part A, vol. 137A, no. 2, pp. 181–189, 2005.

[10] I. Pascual-Castroviejo, S. I. Pascual-Pascual, R. Velazquez-Fra-
gua, J. Viaño, and D. Quiñones, “Esquisencefalia. Estudio de
16 pacientes,” Neurología (English Edition), vol. 27, no. 8,
pp. 491–499, 2012.

[11] P. D. Griffiths, “Schizencephaly revisited,” Neuroradiology,
vol. 60, no. 9, pp. 945–960, 2018.

[12] A. Mackey, C. Stinear, S. Stott, and W. D. Byblow, “Upper
limb function and cortical organization in youth with unilat-
eral cerebral palsy,” Frontiers in Neurology, vol. 5, p. 117,
2014.

[13] C. Simon-Martinez, E. Jaspers, L. Mailleux et al., “Corticosp-
inal tract wiring and brain lesion characteristics in unilateral
cerebral palsy: determinants of upper limb motor and sensory
function,” Neural Plasticity, vol. 2018, Article ID 2671613, 13
pages, 2018.

[14] Y. Bleyenheuft, C. B. Grandin, G. Cosnard, E. Olivier, and J.-
L. Thonnard, “Corticospinal dysgenesis and upper-limb defi-
cits in congenital hemiplegia: a diffusion tensor imaging
study,” Pediatrics, vol. 120, no. 6, pp. e1502–e1511, 2007.

[15] A. H. Hoon Jr., E. E. Stashinko, L. M. Nagae et al., “Sensory
and motor deficits in children with cerebral palsy born pre-
term correlate with diffusion tensor imaging abnormalities in
thalamocortical pathways,” Developmental medicine & Child
neurology, vol. 51, no. 9, pp. 697–704, 2009.

[16] Y. Rai, S. Chaturvedi, V. K. Paliwal et al., “DTI correlates of
cognition in term children with spastic diplegic cerebral
palsy,” European Journal of Paediatric Neurology, vol. 17,
no. 3, pp. 294–301, 2013.

[17] L. B. Reid, S. E. Rose, and R. N. Boyd, “Rehabilitation and neu-
roplasticity in children with unilateral cerebral palsy,” Nature
Reviews Neurology, vol. 11, no. 7, pp. 390–400, 2015.

[18] P. Rossini, F. Tecchio, V. Pizzella et al., “On the reorganization
of sensory hand areas after mono-hemispheric lesion: a func-
tional (MEG)/anatomical (MRI) integrative study,” Brain
Research, vol. 782, no. 1-2, pp. 153–166, 1998.

[19] Y.-H. Kim, S. H. Jang, B. S. Han et al., “Ipsilateral motor path-
way confirmed by diffusion tensor tractography in a patient
with schizencephaly,” Neuroreport, vol. 15, no. 12, pp. 1899–
1902, 2004.

[20] J. Eyre, “Corticospinal tract development and its plasticity after
perinatal injury,” Neuroscience & Biobehavioral Reviews,
vol. 31, no. 8, pp. 1136–1149, 2007.

[21] Y. Maegaki, Y. Maeoka, S. Ishii et al., “Mechanisms of central
motor reorganization in pediatric hemiplegic patients,”Neuro-
pediatrics, vol. 28, no. 3, pp. 168–174, 1997.

[22] M. Staudt, W. Grodd, C. Gerloff, M. Erb, J. Stitz, and
I. Krägeloh-Mann, “Two types of ipsilateral reorganization in
congenital hemiparesis: a TMS and fMRI study,” Brain,
vol. 125, no. 10, pp. 2222–2237, 2002.

[23] S. M. Son, S. H. Park, and D. S. Jo, “Ipsilateral corticospinal
projections in a patient with bilateral cortical malformation:

14 BioMed Research International

https://downloads.hindawi.com/journals/bmri/2021/9956609.f1.zip


a case report,” Journal of the Korean Academy of Rehabilitation
Medicine, vol. 32, no. 5, pp. 582–585, 2008.

[24] A. M. Gordon, Y.-C. Hung, M. Brandao et al., “Bimanual
training and constraint-induced movement therapy in chil-
dren with hemiplegic cerebral palsy: a randomized trial,” Neu-
rorehabilitation and Neural Repair, vol. 25, no. 8, pp. 692–702,
2011.

[25] S. Groppa, A. Oliviero, A. Eisen et al., “A practical guide to
diagnostic transcranial magnetic stimulation: report of an
IFCN committee,” Clinical Neurophysiology, vol. 123, no. 5,
pp. 858–882, 2012.

[26] H.-M. Chen, C. C. Chen, I.-P. Hsueh, S.-L. Huang, and C.-
L. Hsieh, “Test-retest reproducibility and smallest real differ-
ence of 5 hand function tests in patients with stroke,” Neuror-
ehabilitation and Neural Repair, vol. 23, no. 5, pp. 435–440,
2009.

[27] V. Mathiowetz, K. Weber, N. Kashman, and G. Volland,
“Adult norms for the nine hole peg test of finger dexterity,”
The Occupational Therapy Journal of Research, vol. 5, no. 1,
pp. 24–38, 1985.

[28] L. Holmström, F. Lennartsson, A.-C. Eliasson et al., “Diffusion
MRI in corticofugal fibers correlates with hand function in
unilateral cerebral palsy,” Neurology, vol. 77, no. 8, pp. 775–
783, 2011.

[29] J. Duque, J. L. Thonnard, Y. Vandermeeren, G. Sébire,
G. Cosnard, and E. Olivier, “Correlation between impaired
dexterity and corticospinal tract dysgenesis in congenital
hemiplegia,” Brain, vol. 126, no. 3, pp. 732–747, 2003.

[30] B. J. Jellison, A. S. Field, J. Medow,M. Lazar, M. S. Salamat, and
A. L. Alexander, “Diffusion tensor imaging of cerebral white
matter: a pictorial review of physics, fiber tract anatomy, and
tumor imaging patterns,” American Journal of Neuroradiology,
vol. 25, no. 3, pp. 356–369, 2004.

[31] J. P. Seo and S. H. Jang, “Characteristics of corticospinal tract
area according to pontine level,” Yonsei Medical Journal,
vol. 54, no. 3, pp. 785–787, 2013.

[32] R. Trivedi, S. Agarwal, V. Shah et al., “Correlation of quantita-
tive sensorimotor tractography with clinical grade of cerebral
palsy,” Neuroradiology, vol. 52, no. 8, pp. 759–765, 2010.

[33] A. Alawieh, S. Tomlinson, D. Adkins, S. Kautz, and W. Feng,
“Preclinical and clinical evidence on ipsilateral corticospinal
projections: implication for motor recovery,” Translational
Stroke Research, vol. 8, no. 6, pp. 529–540, 2017.

[34] H. Küpper, M. Kudernatsch, T. Pieper et al., “Predicting hand
function after hemidisconnection,” Brain, vol. 139, no. 9,
pp. 2456–2468, 2016.

[35] S. H. Jang, W. M. Byun, Y. Chang, B. S. Han, and S. H. Ahn,
“Combined functional magnetic resonance imaging and trans-
cranial magnetic stimulation evidence of ipsilateral motor
pathway with congenital brain disorder: a case report,”
Archives of Physical Medicine and Rehabilitation, vol. 82,
no. 12, pp. 1733–1736, 2001.

[36] H. K. Lee, J. S. Kim, Y. M. Hwang et al., “Location of the pri-
mary motor cortex in schizencephaly,” American Journal of
Neuroradiology, vol. 20, no. 1, pp. 163–166, 1999.

[37] J. H. Martin, B. Kably, and A. Hacking, “Activity-dependent
development of cortical axon terminations in the spinal cord
and brain stem,” Experimental Brain Research, vol. 125,
no. 2, pp. 184–199, 1999.

[38] R. Chen, D. Yung, and J.-Y. Li, “Organization of ipsilateral
excitatory and inhibitory pathways in the human motor cor-

tex,” Journal of Neurophysiology, vol. 89, no. 3, pp. 1256–
1264, 2003.

[39] J. A. Eyre, M. Smith, L. Dabydeen et al., “Is hemiplegic cerebral
palsy equivalent to amblyopia of the corticospinal system?,”
Annals of Neurology, vol. 62, no. 5, pp. 493–503, 2007.

[40] A. Guzzetta, P. Bonanni, L. Biagi et al., “Reorganisation of the
somatosensory system after early brain damage,” Clinical Neu-
rophysiology, vol. 118, no. 5, pp. 1110–1121, 2007.

[41] M. Weinstein, D. Green, R. Geva et al., “Interhemispheric and
intrahemispheric connectivity and manual skills in children
with unilateral cerebral palsy,” Brain Structure and Function,
vol. 219, no. 3, pp. 1025–1040, 2014.

[42] H. K. Graham and P. Selber, “Musculoskeletal aspects of cere-
bral palsy,” The Journal of Bone and Joint Surgery. British Vol-
ume, vol. 85-B, no. 2, pp. 157–166, 2003.

[43] K. B. Wilkins, J. Yao, M. Owen, H. Karbasforoushan,
C. Carmona, and J. P. Dewald, “Limited capacity for ipsilateral
secondary motor areas to support hand function post-stroke,”
The Journal of Physiology, vol. 598, no. 11, pp. 2153–2167,
2020.

[44] T. Isa, M. Kinoshita, and Y. Nishimura, “Role of direct vs. indi-
rect pathways from the motor cortex to spinal motoneurons in
the control of hand dexterity,” Frontiers in Neurology, vol. 4,
p. 191, 2013.

[45] F. Giovannelli, A. Borgheresi, F. Balestrieri et al., “Modulation
of interhemispheric inhibition by volitional motor activity: an
ipsilateral silent period study,” The Journal of Physiology,
vol. 587, no. 22, pp. 5393–5410, 2009.

[46] J. C. Culham and K. F. Valyear, “Human parietal cortex in
action,” Current Opinion in Neurobiology, vol. 16, no. 2,
pp. 205–212, 2006.

[47] J. H. Martínez, J. M. Buldú, D. Papo, F. D. V. Fallani, and
M. Chavez, “Role of inter-hemispheric connections in func-
tional brain networks,” Scientific Reports, vol. 8, no. 1, article
10246, 2018.

[48] S. Rose, A. Guzzetta, K. Pannek, and R. Boyd, “MRI structural
connectivity, disruption of primary sensorimotor pathways,
and hand function in cerebral palsy,” Brain Connectivity,
vol. 1, no. 4, pp. 309–316, 2011.

[49] S. Yoshida, K. Hayakawa, A. Yamamoto et al., “Quantitative
diffusion tensor tractography of the motor and sensory tract
in children with cerebral palsy,” Developmental Medicine &
Child Neurology, vol. 52, no. 10, pp. 935–940, 2010.

[50] G. W. Thickbroom, M. L. Byrnes, S. A. Archer, L. Nagarajan,
and F. L. Mastaglia, “Differences in sensory and motor cortical
organization following brain injury early in life,” Annals of
Neurology, vol. 49, no. 3, pp. 320–327, 2001.

[51] C. Simon-Martinez, E. Jaspers, K. Alaerts et al., “Influence of
the corticospinal tract wiring pattern on sensorimotor func-
tional connectivity and clinical correlates of upper limb func-
tion in unilateral cerebral palsy,” Scientific Reports, vol. 9,
no. 1, p. 8230, 2019.

[52] N. Kuhnke, H. Juenger, M. Walther, S. Berweck, V. Mall,
and M. Staudt, “Do patients with congenital hemiparesis
and ipsilateral corticospinal projections respond differently
to constraint-induced movement therapy?,” Developmental
Medicine & Child Neurology, vol. 50, no. 12, pp. 898–903,
2008.

[53] S. M. Scheck, R. N. Boyd, and S. E. Rose, “New insights into the
pathology of white matter tracts in cerebral palsy from diffu-
sion magnetic resonance imaging: a systematic review,”

15BioMed Research International



Developmental Medicine & Child Neurology, vol. 54, no. 8,
pp. 684–696, 2012.

[54] N. Ludeman, J. Berman, Y. Wu et al., “Diffusion tensor imag-
ing of the pyramidal tracts in infants with motor dysfunction,”
Neurology, vol. 71, no. 21, pp. 1676–1682, 2008.

[55] J. R. Schneider, A. B. Raval, K. Black, and M. Schulder, “Diffu-
sion tensor imaging color-coded maps: an alternative to trac-
tography,” Stereotactic and Functional Neurosurgery, vol. 99,
no. 4, pp. 295–304, 2021.

[56] L. Squire, D. Berg, F. E. Bloom, S. Du Lac, A. Ghosh, and N. C.
Spitzer, Fundamental Neuroscience, Academic press, 2012.

[57] A. Ferbert, A. Priori, J. Rothwell, B. Day, J. Colebatch, and
C. Marsden, “Interhemispheric inhibition of the human motor
cortex,” The Journal of Physiology, vol. 453, no. 1, pp. 525–546,
1992.

[58] S.-W. Baik, G.-W. Kim, M.-H. Ko, J.-H. Seo, Y.-H. Won, and
S.-H. Park, “An unusual, intermediate-sized lesion affecting
motor organization in a patient with schizencephaly: a case
report,” Frontiers in Human Neuroscience, vol. 14, 2020.

[59] M. Brus-Ramer, J. B. Carmel, and J. H. Martin, “Motor cortex
bilateral motor representation depends on subcortical and
interhemispheric interactions,” Journal of Neuroscience,
vol. 29, no. 19, pp. 6196–6206, 2009.

[60] J. Eyre, J. Taylor, F. Villagra, M. Smith, and S. Miller, “Evi-
dence of activity-dependent withdrawal of corticospinal pro-
jections during human development,” Neurology, vol. 57,
no. 9, pp. 1543–1554, 2001.

[61] E.-D. Kim, G.-W. Kim, Y. H.Won, M.-H. Ko, J.-H. Seo, and S.-
H. Park, “Ten-year follow-up of transcranial magnetic stimu-
lation study in a patient with congenital mirror movements:
a case report,” Annals of Rehabilitation Medicine, vol. 43,
no. 4, pp. 524–529, 2019.

[62] C. Depienne, D. Bouteiller, A. Méneret et al., “_RAD51_ Hap-
loinsufficiency Causes Congenital Mirror Movements in
Humans,” The American Journal of Human Genetics, vol. 90,
no. 2, pp. 301–307, 2012.

[63] C. Galléa, T. Popa, S. Billot, A. Méneret, C. Depienne, and
E. Roze, “Congenital mirror movements: a clue to understand-
ing bimanual motor control,” Journal of Neurology, vol. 258,
no. 11, pp. 1911–1919, 2011.

[64] P. Carmeliet and M. Tessier-Lavigne, “Common mechanisms
of nerve and blood vessel wiring,” Nature, vol. 436, no. 7048,
pp. 193–200, 2005.

[65] I. Krägeloh-Mann and C. Cans, “Cerebral palsy update,” Brain
and Development, vol. 31, no. 7, pp. 537–544, 2009.

[66] A.-C. Eliasson, L. Sjöstrand, L. Ek, L. Krumlinde-Sundholm,
and K. Tedroff, “Efficacy of baby-CIMT: study protocol for a
randomised controlled trial on infants below age 12 months,
with clinical signs of unilateral CP,” BMC Pediatrics, vol. 14,
no. 1, pp. 1–11, 2014.

[67] A. Kirton, P. Ciechanski, E. Zewdie et al., “Transcranial direct
current stimulation for children with perinatal stroke and
hemiparesis,” Neurology, vol. 88, no. 3, pp. 259–267, 2017.

[68] K. Friel, S. Chakrabarty, H.-C. Kuo, and J. Martin, “Using
motor behavior during an early critical period to restore skilled
limb movement after damage to the corticospinal system dur-
ing development,” Journal of Neuroscience, vol. 32, no. 27,
pp. 9265–9276, 2012.

[69] H. Juenger, N. Kuhnke, C. Braun et al., “Two types of exercise-
induced neuroplasticity in congenital hemiparesis: a transcra-
nial magnetic stimulation, functional MRI, and magnetoen-

cephalography study,” Developmental Medicine & Child
Neurology, vol. 55, no. 10, pp. 941–951, 2013.

[70] C. Bisgård and M. Herning, “Severe schizencephaly without
neurological abnormality,” Seizure, vol. 2, no. 2, pp. 151–153,
1993.

[71] D. Le Bihan, C. Poupon, A. Amadon, and F. Lethimonnier,
“Artifacts and pitfalls in diffusion MRI,” Journal of Magnetic
Resonance Imaging, vol. 24, no. 3, pp. 478–488, 2006.

[72] K. Müller, F. Kass-Iliyya, and M. Reitz, “Ontogeny of ipsilat-
eral corticospinal projections: a developmental study with
transcranial magnetic stimulation,” Annals of Neurology,
vol. 42, no. 5, pp. 705–711, 1997.

16 BioMed Research International


	Motor Organization in Schizencephaly: Outcomes of Transcranial Magnetic Stimulation and Diffusion Tensor Imaging of Motor Tract Projections Correlate with the Different Domains of Hand Function
	1. Introduction
	2. Materials and Methods
	2.1. Participants and Methods
	2.1.1. Participants
	2.1.2. MRI
	2.1.3. TMS
	2.1.4. HFT

	2.2. Outcome Parameter
	2.2.1. Ratio of the Cross-Sectional Area of the DTI Color Map and Conventional MRI: The Symmetry Index
	2.2.2. DTI Tractography
	2.2.3. TMS Parameters: iMEP cMEP
	2.2.4. HFT Parameters: The HFT Ratio

	2.3. Statistical Analysis

	3. Results
	3.1. MEP Parameters
	3.2. MRI Findings in Schizencephaly

	4. Discussion
	4.1. Correlation of iMEP in the Less-Affected Hemisphere and Hand Function
	4.2. Correlation between the Symmetry Index and Hand Function
	4.3. Interpretation of Motor Organization in Schizencephaly
	4.3.1. Interhemispheric Competition
	4.3.2. Tendency to Withdrawal Failure of iCST in the Distal Upper Extremity


	5. Future Research Direction
	6. Limitations
	7. Conclusion
	Abbreviations
	Data Availability
	Conflicts of Interest
	Authors’ Contributions
	Acknowledgments
	Supplementary Materials

