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Abstract
Background: Resting state (task independent) Functional Magnetic Resonance 
Imaging (fMRI) has opened a new avenue in cognitive studies and has found practical 
clinical applications. Materials and Methods: Resting fMRI analysis was performed in six 
patients with brain tumor in the motor cortex. For comparison, task‑related mapping of 
the motor cortex was done. Connectivity analysis to study the connections and strength 
of the connections between the primary motor cortex, premotor cortex, and primary 
somatosensory cortex on the affected side was also performed and compared with the 
contralateral normal side and the controls. Results: Resting fMRI in patients with brain 
tumor in the motor cortex mapped the motor cortex in a task‑free state and the results were 
comparable to the motor task paradigm. Decreased connectivity on the tumor‑affected 
side was observed, as compared to the unaffected side. Conclusion: Resting fMRI and 
connectivity analysis are useful in the presurgical evaluation of patients with brain tumors 
and may help in uncooperative or pediatric patients. They can also prognosticate the 
postoperative outcome. This method also has significant applications due to the ease of 
image acquisition.
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Introduction

Brain tumors located near or invading the eloquent areas 
represent a challenge in neurosurgery, as the resection 
of lesions may induce a permanent neurological deficit. 
Precise localization may help in reducing postoperative 
neurological deficits. For achieving this, a detailed 
knowledge of the functional topography in and around 
the tumor is crucial.[1] Functional neuroimaging has been 
found to be useful in localizing certain functions in the 
brain. Functional magnetic resonance imaging (fMRI) 
is a noninvasive technique to assess the changes in the 

blood‑oxygenation‑level‑dependent (BOLD) signal to 
map the neuronal activity of the brain. In the last two 
decades this technique has helped us understand the 
brain activity. Perhaps the area with greatest promise 
is preoperative functional brain mapping for guiding 
neuronavigation. This is used most often to identify 
the eloquent brain areas, so that these areas can be 
preserved during surgical resections. A distance of 2 cm 
from a fMRI‑identified functional region to the surgical 
margin has been considered safe for resection and 
correlates well with the postoperative loss of function.[2,3]  
However, in approximately 75% of the patients referred 
for preoperative planning, the utility of fMRI for 
predicting the postoperative functional outcome was 
uncertain.[1,4] The use of fMRI for studying cognitive 
functions is not yet optimized.[5‑7] A major limitation of 
fMRI is that the patient's ability to perform the given task 
is crucial, which is often impaired, rendering localization 
as well as comparison with the normal controls difficult 
or near impossible. This may related to the associated 
neurological deficits or pediatric age group.[1,8,9]
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Resting fMRI, in which BOLD fluctuations are used to 
identify functionally related regions, can overcome many 
of the limitations associated with task‑dependent fMRI. 
Instead of examining changes in blood oxygenation 
associated with a task, one can simply examine the 
spontaneous modulations in the BOLD signal, while 
subjects are resting in the scanner. Activation of the brain 
in the resting state addresses not only noise or cognitive 
information, but also provides information of various 
eloquent brain networks and their connectivity, which 
may help to explain the clinical picture.[10,11] Studies 
looking for the utility of connectivity analysis and 
resting fMRI in epilepsy, found variable and decreased 
connectivity in multiple networks, including in the 
medial temporal lobe and within the default mode 
network (DMN). These findings indicate that a study of 
alterations in the brain resting state connectivity may be 
of clinical use.[12‑14]

The aim of this study was to establish the utility of 
the resting state fMRI as a clinical tool for mapping 
eloquent motor cortex in patients with brain tumors. 
We hypothesized that the eloquent brain area can be 
mapped by resting state fMRI, and diminished functional 
connectivity in a distributed network of motor centers 
would correlate with motor weakness in subjects with 
brain masses. Furthermore, we hypothesized that motor 
network connections would be most vulnerable to subtle 
disruptions in functional connectivity in a tumor located 
at the motor cortex.

Materials and Methods

Study subjects: Six adult, right‑handed patients (three 
in each sex; mean age of 25 ± 8 years) with brain tumors 
located near or extending to the motor cortex were 
included in the study. The patients were referred for 
fMRI, for presurgical planning. All the patients were 
cooperative and were able to perform the motor task 
based on the visual cues provided. The tumor location 
was left frontal in two patients, left frontotemporal in 
two patients, and right frontoparietal in two patients.

Control subjects: The control group included six age‑ and 
gender‑matched healthy subjects. None of them had any 
history to suggest brain insult. All participants gave a 
written informed consent to participate in the study 
and the study was approved by the Institute Ethics 
Committee.

Paradigm for resting state: The fMRI was performed 
during eyes‑closed, relaxed, and awake conditions. The 
subjects were instructed as follows: “Please close your 
eyes and be relaxed, don’t think of any specific object or 
past situation and refrain from any cognitive, language or 

motor tasks as much as possible, please be awake”. The 
patients and control subjects were instructed not to fall 
asleep and inform the examiner if they felt any irritation 
or developed a headache at the time of recording.

Paradigm for task: Depending on the tumor location, 
the motor task paradigm was decided, contralateral to 
the tumor location.

Functional magnetic resonance imaging data 
acquisition for resting state: Functional MR‑images 
were acquired using a 3T scanner (Skyra, Siemens, 
Erlangen, Germany). The subject’s head was positioned 
within a 32 channel radio‑frequency coil, with foam 
padding, to provide comfort and to minimize head 
movements. The preliminary anatomic images 
included a sagittal localizer. Initially, T1‑weighted, 
three‑dimensional, high‑resolution imaging was 
performed to facilitate localization of fMRI activation. 
All axial sections were oriented parallel to the anterior 
commissure–posterior commissure (ac–pc) line. After 
obtaining the anatomical MR images, echo‑planar 
images (EPI) using BOLD contrast were obtained; 
185 slices were obtained applying the following EPI 
parameters: Thirty‑four slices, 6 mm slice thickness, 
without any inter‑slice gap, FOV 192 × 192 mm, 
matrix 64 × 64, repetition time (TR) 3000 ms, echo time (TE) 
35 ms, refocusing pulse 90°, matrix 256 × 256 × 114, and 
voxel size 1 × 1 × 1 mm.

Functional magnetic resonance imaging data 
acquisition for motor task: For motor task, echo‑planar 
images (EPI) using BOLD contrast were obtained; 
95 volumes were obtained applying the following EPI 
parameters: Thirty‑four slices, 6 mm slice thickness, 
without any inter‑slice gap, FOV 192 × 192 mm, 
matrix 64 × 64, repetition time 3000 ms, echo time 35 ms, 
refocusing pulse 90°, matrix 256 × 256 × 114, and voxel 
size 1 × 1 × 1 mm. The acquisitions were grouped in 
blocks of 10 dynamics each. The hand motor task was 
performed on the opposite side of tumor location, so as 
to map the activation in the region of interest.

Data analysis
The fMRI data was analyzed using the following steps, 
to obtain activation in the motor cortex of brain: (1) fMRI 
data analysis for resting state; (2) fMRI data analysis for 
motor task; (3) comparison and correlation of resting 
state and motor task data; and (4) connectivity analysis.

Functional magnetic resonance imaging analysis for 
resting state: fMRI analysis was carried out using 
different modules of the FSL‑software package (FMRIB’s 
Software Library, www.fmrib.ox.ac.uk/fsl). The 
following pre‑processing procedure was performed: The 
first five functional image frames of each time series were 



Manglore, et al.: Resting fMRI and connectivity in brain tumour

146 Neurology India | Mar-Apr 2013 | Vol 61 | Issue 2

discarded to allow for signal equilibration, giving a total 
of 180 frames used in the analysis. We conducted motion 
correction using MCFLIRT,[15] non‑brain removal using 
BET,[16] spatial smoothing using the Gaussian kernel of 
FWHM 6 mm, and mean‑based intensity normalization 
for all the volumes by the same factor. These temporal 
filtering parameters were selected based on prior work, 
demonstrating that spontaneous fluctuations, upon 
which functional connectivity analyzes were based, 
existed in the range of 0.01 – 0.1 Hz.[9,10] Following this, 
independent component analysis (ICA) was carried out 
using MELODIC.

Visual inspection of the different independent 
components for artifact identification: Since it is a 
resting BOLD fluctuation and not task‑related activations, 
the artifacts represent a challenging confounding factor, 
which often account for a large part of data variance, 
which may lead to problematic data interpretation. 
An approach to deal with such confounds is to model 
them (i.e., motion‑related noise) within the General 
Linear Model.[17] Independent components are selected 
visually, by searching for anatomically relevant areas 
that may potentially depict functionally relevant resting 
state networks. Components that are excluded from 
further analysis show clearly interpretable, distinct 
artifact patterns such as motion‑related artifacts, due to 
high spatial and temporal frequency noise, or artifacts 
related to susceptibility artifacts by large vessels. We have 
referred to the study of Beckmann and Smith et al.[18‑21] 
for identifying these ‘non motion‑related’ noise sources. 
After identifying the artifact components, they are filtered 
out using the MELODIC tool ‘reg_filt’ (FMRIB’s Software 
Library).

Evaluating the components for different brain networks: 
Different components of the resting brain were obtained 
and the sensorimotor component of the resting state 
was identified after automatic template matching, based 
on the study by Smith et al.[18,19,21] The relation of the 
motor‑induced fMRI changes with respect to the tumor 
and its margins was noted in all patients individually. 
The resultant images were demonstrated in the patients’ 
structural images (MPRAGE) using the SPM display 
module for comparison with the task fMRI result.

Functional magnetic resonance imaging analysis for 
motor task: The motor task fMRI analysis was performed 
using statistical parametric mapping (SPM8; Welcome 
Department of Cognitive Neurology, London). The 
first five functional image frames of each time series 
were discarded to allow for signal equilibration, 
giving a total of 90 frames used in the analysis. After 
that the data were realigned for motion correction by 
registration to the mean image. The images were then 
normalized to the Montreal Neurological Institute (MNI) 

space. Finally images were smoothed with a Gaussian 
kernel of 6 mm. Statistical Parametric Mapping (SPM) 
combined the general linear model (GLM)[22] and 
Gaussian field theory, to draw statistical inferences 
from the BOLD response data regarding deviations 
from null hypotheses in the three‑dimensional brain 
space. The realigned, normalized, and smoothed data 
were modeled using a boxcar function convolved 
with a canonical hemodynamic response function.[23,24] 
Reference functions were performed separately for the 
left hand motor task and right hand motor task. The 
relation of activity with respect to tumor margins were 
demonstrated in the patient structural images (MPRAGE) 
using the SPM display module for comparison with the 
resting fMRI result.

Functional connectivity maps: For this study, we 
focused on the nodes involved in motor task such as 
the primary motor, premotor, motor, and the sensory 
cortex, bilaterally. A region of interest (ROI)‑based 
connectivity analysis was implemented with the primary 
motor cortex area as the seed point. Correlation values 
corresponding to the strength of the connections of the 
primary motor cortex with premotor and sensory cortex 
were noted, bilaterally. The CONN toolbox (http://
www.alfnie.com/software/conn) performed seed‑based 
analysis by computing the temporal correlation 
between the BOLD signals from a given voxel to all 
other voxels in the brain. The CONN software used 
graph theoretical network analysis and topology of 
the cerebral network for analysis. The white matter, 
cerebrospinal fluid (CSF), and physiological noise source 
reduction were taken as confounds.[16,25] The whole brain 
BOLD signal was excluded as a regressor, to eliminate 
erroneous anti‑correlations,[25] as also ROI‑based 
analysis, by grouping voxels into ROIs based upon 
the Brodmann areas. The left and right primary motor 
cortex (Brodmann area four (BA‑4) was considered as the 
ROI and its connections with premotor (Brodman areas 
six (BA‑6) and primary somatosensory cortex (Brodmann 
areas three (BA‑3) was considered. Two millimeter 
radius spheres, centered on MNI coordinates, were 
used to identify the corresponding networks. Bi‑variate 
correlations were calculated between each pair of 
ROIs, as reflections of connections. All Brodmann areas 
were imported as possible connections for our selected 
seed ROIs. The signal change (BOLD response) was 
averaged.[26] The time course of the signal intensity 
was filtered with a low pass filter and corrected for 
motion. Cross‑correlation coefficients between all ROIs 
were calculated and finally Fisher z‑transform was 
performed. Functional connectivity values with motor 
network (P < 0.05 uncorrected) for the two sides were 
analyzed.[27]
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Results

Results of resting state functional magnetic resonance 
imaging: Primary motor cortex, premotor cortex, and 
sensory cortex were identified in the motor components 
of the resting state in the healthy controls after automatic 
template matching with the data and components, as 
described by Smith et al.[18,24] This component was used 
for comparison in the patient group resting state fMRI by 
using the same methodology. The relation of these motor 
cortices with respect to the tumor margin was noted in 
all patients individually. All the hemodynamic substrates 
of neuronal activity identified in the motor component 
of the resting state fMRI were well seen in all our cases 
individually, as shown in Figures 1a and b. An overlay 
with the structural image was performed to map the 
location of the motor cortex to the tumor margins. Also 
the motor substrates in the contra lateral unaffected side 
were noted, which served as the internal comparison.

Results of motor task functional magnetic resonance 
imaging: Clinically, the patients had mild weakness 

with motor power ranging from 4 to 5. However, all 
the patients could perform the motor task adequately. 
The primary motor cortex (BA6) was identified in close 
relation to the tumor margin and activations were located 
in all patients individually, as noted in Figures 1a and b. 
The statistics was set at P < 0.05, uncorrected.

Comparison of resting state functional magnetic 
resonance imaging with motor task functional magnetic 
resonance imaging: The motor network component 
was demonstrated bilaterally, with activation noted 
in close proximity to the tumor margin in the resting 
state fMRI. On comparison with the motor task fMRI, 
the areas activated were similar and are represented in 
Figures 1a and b. The advantage of resting fMRI was that 
contralateral unaffected hemisphere motor substrates were 
also visualized for internal comparison. The motor task 
paradigm was designed to map the unilateral activations 
of the motor cortex. Similarly, in healthy controls, the 
resting fMRI and motor task fMRI were analyzed. The 
mapping was similar in both the task‑free (resting fMRI) 
[Figure 2 a] and the motor task states [Figure 2 b and c].

Figure 1a: Brain activation for Resting fMRI (left column) and task fMRI 
(right column) are demonstrated in patients 1, 2, and 3. The motor 

component of resting fMRI was obtained after ICA analysis. Task fMRI, 
as processed by using GLM analysis in SPM. The peak z scores are 

overlaid on the patients’ T1 volume image. The cross-hairs are placed 
in the primary motor cortex (Brodman area 6) in all the patients for both 

resting fMRI and task fMRI

Figure 1b: Brain activation for Resting fMRI (left column) and task fMRI 
(right column) are demonstrated in patients 4, 5, and 6. Motor component 
of resting fMRI was obtained. Task fMRI was processed using GLM. The 
peak z scores are overlaid on the patients T1 volume image. The cross 
hairs are placed in the (primary motor cortex (Brodman area 6) in all the 

patients for both resting fMRI and task fMRI
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Results of connectivity analysis: Functional connectivity 
analysis was performed to investigate the neuronal 
mechanism underlying the motor task dysfunction 
by motor task fMRI. The primary motor cortex (BA6) 
was considered as a region of interest and its relation 
with the ipsilateral and contralateral normal premotor 
and sensory cortex was analyzed. We included four 
patients with a tumor located in the left motor cortex 
for connectivity analysis. The ROI was selected using 
the predefined MNI coordinates in the left and right 
primary motor cortex (BA‑4). The connectivity values 
with premotor (BA‑6) and primary somatosensory 
cortex (BA‑3) were analyzed [Figures 3 and 4]. In total 
we had two ROIs and four connectivity networks for 
analysis in each patient.

On connectivity analysis, the Fisher Z correlation 
coefficient values were obtained between the primary 
motor cortex and the premotor cortex, and also between 
primary motor cortex and the somatosensory cortex. In 
healthy subjects, the correlation values were 1.2 and 1.4 
on the left side, 1.1 and 1.3 on the right side respectively 
[Figure 5a]. The correlation values in the patient group 
were 0.8 and 0.9 on left side, (on the affected side of 
tumor) and 1.2 and 1.3 on right side (unaffected side) 
[Figure 5b]. These reduced values on the affected side 
may represent hypo‑connectivity, that is, reduced 
inter‑regional functional integration[27] of the affected 
motor cortex in relation to the premotor and primary 
somatosensory cortices.

Discussion

Functional MRI is an established noninvasive tool in 
mapping human brain cortices. Motor task fMRI has been 
validated as a presurgical tool to map the motor cortex in 
patients with brain tumor.[5] However, the limitations of 
fMRI are that it cannot be used if the patient is unable to 
perform a task, due to disability or lack of cooperation. 
This technique is limited in evaluating pediatric and 

geriatric subjects, as also anesthetized patients. Moreover, 
this technique has not been found useful in predicting 
the postoperative functional outcome in patients.[3,6,7,17]

Resting state fMRI examines the spontaneous 
modulations in the BOLD signal when the subjects 
are in a resting condition in the scanner. There is 
noise mixed with the signal. Beneath the noise is an 
elegantly structured, mysterious, but reliable, neuronal 
phenomenon of unclear etiology and limitless functional 
relevance. This technique has been extensively used and 
has found clinical utility in different pathologies, such 
as, attention‑deficit hyperactivity disorders, Alzheimer’s, 
head injury, schizophrenia, and so on.[5,10,11,26,28]

We used resting state fMRI as a tool to map the motor 
cortex in patients with tumors located adjacent to the 
motor cortex. The motor components of healthy controls 
were also analyzed using the same technique (MELODIC). 
The motor cortex was well‑demonstrated in both patient 
and healthy control groups and was comparable. In all 
the six patients, we were able to demonstrate the motor 
cortex using resting fMRI. For better co‑localization 
of the activations to the tumor margins we used the 
SPM display module, to overlay the structural images. 
The activations noted around the tumor margins were 
visually very similar to task fMRI [Figures 1 and 2]. The 
resting fMRI reflected the entire motor sensory network, 
and hence, the contralateral motor cortex was also noted.
We analyzed the motor task fMRI data using SPM, as the 
same data was later used for connectivity analysis. The 
strength of this kind of resting fMRI analysis lay in the 
ease of obtaining the image even in an uncooperative 
patient. Demonstration of the bilateral motor cortices 
simultaneously, which could be used for internal 
comparison in the same subject, was an added benefit 
in this technique.

Functional connectivity refers to the correlations 
between the oscillatory brain activities in different 

Figure 2: Brain activation for (a) Resting fMRI, (b) left hand task fMRI, (c) right hand task fMRI are demonstrated in healthy controls. The motor 
component of resting fMRI was obtained after ICA analysis. Task fMRI was processed using GLM analysis in SPM. The peak z scores are overlaid on 

the patients’ T1 volume image. The cross-hairs are placed in the primary motor cortex (Brodman area 6) for both resting fMRI and task fMRI

cba
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brain regions. It is a marker of functional interaction 
between different substrates in a given neural network. 
In a study, they have evaluated the presurgical motor 
task fMRI in patients with glioma and compared it with 
the postoperative outcomes. They have noted that in 
75% of the cases, the postoperative functional outcome 
is unpredictable.[1] Thus, it is not yet clear whether 
mere localization of the eloquent area using fMRI can 
predict the postoperative functional outcome. The 
relation between structural and functional connections 
needs to be studied to predict this. Depending on the 
type of brain tumor it can either cause infiltration 
or compression and can result in varying cortical 
deafferentation in these functional connections.[29‑31] A 
study has reported that when a tumor infiltrates and 
damages the brain areas, the functional connectivity 
between these areas and the rest of the brain decreases 
and the measurement of functional connectivity 
reflects the information about the functionality of 
these networks.[1] Also functional connectivity does 
not depend on the subject’s ability to perform a task 
correctly, in order to identify functional regions that 
are involved in that task, and hence, can be used in 
patients with moderate‑to‑severe deficits.

We studied connectivity in four patients with a left‑sided 
tumor during a right hand motor task. The tumor, 
however, had mass effect on the adjacent structures, 
including the primary motor cortex. It was identified to 
be displaced laterally in both motor task fMRI and on 
resting fMRI. The opposite unaffected primary motor 
cortex was also identified for internal comparison. The 
patients with brain tumor demonstrated, on connectivity 
analysis with ROI at the displaced primary motor cortex, 
that there was interhemispheric recruitment from the 
opposite cerebral cortex as compared to the normal 
side, which could explain the neuroplasticity of these 
networks [Figure 3]. We could demonstrate by using 
connectivity coefficient values that a hypoconnectivity 
existed in the functionally connected motor network 
on the affected side, as compared to the normal side. 
Studies on healthy controls noted that the connections 
were the same irrespective of right or left hand motor 
tasks and the coefficient values were lateralizing to 
the left dominant hemisphere.[32] In our study both 
patients were right handed and on connectivity analysis 
of the cases with a left‑sided tumor, the connectivity 
coefficients were higher on the right (1.2) in comparison 
with the healthy control data (1.1) [Figure 4]. This could 
explain the increased efficiency of the contralateral motor 
component.

In our study we considered six tumor cases and analyzed 
them individually. This is hence a proof of concept that 
other than being just a research tool, it can be used 
in everyday patient care. This is a preliminary study 

Figure 5: A representative image of the Fisher Z correlation coefficients 
obtained in the primary motor cortex (a) on healthy subjects (b) on 

patients: A representative image of the Fisher Z correlation coefficients 
obtained in the primary motor cortex located on the affected side by 

tumor with the premotor cortex and somatosensory cortex. Correlation 
values on the opposite normal side are also shown. The thick line 

represents the normal connection and the thin line represents hypo 
connectivity along with the correlation coefficients obtained after 

connectivity analysis

ba

Figure 4: Functional connectivity values of the motor network (P < 0.05 
with uncorrected). Bilateral primary motor cortices were defined as ROI 
(a) on the right side (b) on the left side in patients with left-sided tumor, 

and its connections with the rest of brain are demonstrated. Patients had 
lower connectivity values in the premotor and primary somatosensory 
cortices on the affected side (left primary motor cortex) as compared to 

opposite right primary motor cortex

ba

Figure 3: Functional connectivity values of the motor network (P < 0.05 
with uncorrected). Bilateral primary motor cortices were defined as ROI 

(a) on the right side (b) on the left side in healthy subjects

ba
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highlighting the role of resting fMRI and connectivity 
analysis in patients with brain tumor. Future studies for 
assessing the relation between the grade of tumor and 
how it affects the functional networks are required. Also 
the relationship between the degrees of hypoconnectivity 
on the affected side with the clinical disability must be 
further evaluated with presurgical and postsurgical 
evaluation, as also the extent of surgical resection, so 
that these values can be used for prognostication of the 
postoperative functional outcome.

Our observations demonstrate that by using the resting 
state network analysis we are able to demonstrate the 
motor cortex as efficiently as the task‑based fMRI. We 
have also reported the use of the connectivity analysis to 
demonstrate disrupted functional connectivity in the side 
of the tumor. Our study is a proof of concept that resting 
fMRI and connectivity analysis can be used on individual 
patients. Also these automated methods have inherent 
statistical methods inbuilt in them for ease of use, and 
as we are demonstrating motor substrates bilaterally, 
they serve as an internal comparison, without the need 
to compare the activations with healthy controls. Further 
work will be required to use these analysis methods to 
predict surgical risk and potential functional outcome 
after surgery, to plan further interventions.

Acknowledgment

Cognitive Neuroscience Center is supported by the Department 
of Science and Technology (DST), India.

We thank to Dr. Shobini. L. Rao, (Rtd. Professor of Dept. 
Clinical Psychology, NIMHANS, India) for inspiring us to 
carry out the research in fMRI and Multimodal Neuroimaging. 
Also we thank our radiographers, (Dept. Neuroimaging and 
Interventional Radiology, NIMHANS, India) for their support 
during the data collection.

References

1. Martino J, Honma SM, Findlay AM, Guggisberg AG, Owen JP, 
Kirsch HE, et al. Resting functional connectivity in patients with brain 
tumors in eloquent areas. Am Neurol Assoc 2011;69:521‑32.

2. McGirt MJ, Mukherjee D, Chaichana KL, Than KD, Weingart JD, 
Quinones‑Hinojosa A. Association of surgically acquired motor and 
language deficits on overall survival after resection of glioblastoma 
multiforme. Neurosurgery 2009;65:463‑9.

3. Sanai N, Berger MS. Mapping the horizon: Techniques to optimize tumor 
resection before and during surgery. Clin Neurosurg 2008;55:14‑9.

4. Roessler K, Donat M, Lanzenberger R, Novak K, Geissler A, 
Gartus A, et al. Evaluation of preoperative high magnetic field motor 
functional MRI (3 Tesla) in glioma patients by navigated electrocortical 
stimulation and postoperative outcome. J Neurol Neurosurg Psychiatry 
2012;76:1152‑7.

5. Biswal BB, Mennes M, Zuo XN, Gohel S, Kelly C, Smith SM. Toward 
discovery science of human brain function. Proc Natl Acad Sci USA 
2010;107:4734‑9.

6. Duffau H, Capelle L, Denvil D, Sichez N, Gatignol P, Taillandier L, 

et al. Usefulness of intraoperative electrical subcortical mapping during 
surgery for low‑grade gliomas located within eloquent brain regions: 
Functional results in a consecutive series of 103 patients. J Neurosurg 
2003;98:764‑78.

7. Sanai N, Berger MS. Glioma extent of resection and its impact on 
patient outcome. Neurosurgery 2008;62:753‑64.

8. Anand A, Li Y, Wang Y, Lowe MJ, Dzemidzic M. Resting state 
corticolimbic connectivity abnormalities in unmedicated bipolar disorder 
and unipolar depression. Psychiatry Res 2009;171:189‑98.

9. Beckmann CF, DeLuca M, Devlin JT, Smith SM. Investigations into 
resting state connectivity using independent component analysis. Philos 
Trans R Soc Lond B Biol Sci 2005;360:1001‑13.

10. Biswal B, Yetkin FZ, Haughton VM, Hyde JS. Functional connectivity 
in the motor cortex of resting human brain using echo‑planar MRI. 
Magn Reson Med 1995;34:537‑41.

11. Weissenbachera A, Kasessa C, Gerstla F, Lanzenbergerc R, Mosera E, 
Windischberger C. Correlations and anticorrelations in resting‑state 
functional connectivity MRI: A quantitative comparison of preprocessing 
strategies. Neuro Image 2009;47:1408‑16.

12. Waites AB, Briellmann RS, Saling MM, Abbott DF, Jackson GD. 
Functional connectivity networks are disrupted in left temporal lobe 
epilepsy. Ann Neurol 2006;59:335‑43.

13. Fox MD, Greicius M. Clinical applications of resting state functional 
connectivity. Front Syst Neurosci 2010;4:1‑13.

14. Berger MS, Rostomily RC. Low grade gliomas functional mapping 
resection strategies, extent of resection, and outcome. J Neurooncol 
1997;34:85‑101.

15. Jenkinson M, Bannister P, Brady J, Smith S. Improved optimization 
for the robust and accurate linear registration and motion correction 
of brain images. Neuro Image 2002;17:825‑41.

16. Smith S. Fast robust automated brain extraction. Hum Brain Mapp 
2002;17:143‑55.

17. Friston KJ, Williams S, Howard R, Frackowiak RS, Turner R. 
Movement related effects in fMRI time‑series. Magn Reson Med 
1996;35:346‑55.

18. Beckmann CF, Smith SM. Probabilistic independent component analysis 
for functional magnetic resonance imaging. IEEE Trans Med Imag 
2004;23:137‑52.

19. Beckmann CF, Smith SM. Tensorial extensions of independent 
component analysis for multi subject FMRI analysis. NeuroImage 
2005;25:294‑311.

20. Beckmann CF, Noble JA, Smith SM. Investigating the intrinsic 
dimensionality of FMRI data for ICA. Neuro Image 2001;13:S76.

21. Beckmann CF, DeLuca M, Devlin JT, Smith SM. Investigations into 
resting state connectivity using independent component analysis. Philos 
Trans R Soc Lond B Biol Sci 2005;360:1001‑13.

22. Friston KJ, Homes A, Worsley K, Poline J, Frith C, Frackowiak RS. 
Statistical parametric maps in functional imaging: A general linear 
approach. Hum Brain Mapp 1994;2:189‑210.

23. Friston KJ, Ashburner J, Kiebel SJ, Nichols TE, Penny WD. Statistical 
Parametric Mapping: The Analysis of Functional Brain Images. United 
States: Academic Press; 2007.

24. Penny W, Holmes A, Friston K, Ashburner J, Kiebel S, Nichols T, et al. 
Statistical Parametric Mapping: The analysis of functional brain images. 
United States: Academic Press; 2006.

25. Mury K, Birn RM, Handwerker DA, Jones TB, Bandettini PA. The 
impact of global signalph regression on resting state correlations: Are 
anti‑correlated networks introduced? Neuro Image 2009;44:893‑905.

26. Jansen JF, Stakenborg KH, Vlooswijk MC, Majoie HJ, Hofman PA, 
Krom MC, et al. Disrupted functional connectivity networks in patients 
with localization‑related cryptogenic epilepsy. Proc Int Soc Mag Reson 
Med 2008;16:25‑25.

27. Friston K. Causal modelling and brain connectivity in functional 
magnetic resonance imaging. PLoS Biol 2009;7:33.

28. Uddin LQ, Kelly AM, Biswal BB, Margulies DS, Shehzad Z, Shaw D, 
et al. Network homogeneity reveals decreased integrity of default‑mode 
network in ADHD. J Neurosci Methods 2008;169:249‑54.

29. Babiloni F, Cincotti F, Babiloni C, Carducci F, Mattia D, Astolfi L, et al. 
Estimation of the cortical functional connectivity with the multimodal 



Manglore, et al.: Resting fMRI and connectivity in brain tumour

151Neurology India | Mar-Apr 2013 | Vol 61 | Issue 2

integration of high‑resolution EEG and fMRI data by directed transfer 
function. Neuro Image 2005;24:118‑31.

30. Chou YH, Panych LP, Dickey CC, Petrella JR, Chen NK. Investigation 
of long‑term reproducibility of intrinsic connectivity network mapping: 
A resting‑state fMRI study. AJNR Am J Neuroradiol 2012;33:833‑8.

31. Mennes M, Kelly C, Zuo X, Di Martino A, Biswal BB. Inter‑individual 
differences in resting‑state functional connectivity predict task‑induced 
BOLD activity. Neuroimage 2010;50:1690‑701.

32. Silva E, Castellano G. Effective connectivity of motor system in a planning/

How to cite this article: Manglore S, Bharath RD, Panda R, 
George  L, Thamodharan A, Gupta AK. Utility of resting fMRI and 
connectivity in patients with brain tumor. Neurol India 2013;61:144-51.
Source of Support: Department of Science and Technology (DST), 
India, Conflict of Interest: None declared.

execution task by DCM in left handed subjects. Proc. of 18th Annual 
Meeting of the Organization for Human Brain Mapping (OHBM) 2012.

Announcement

Android App

A free application to browse and search the journal’s content is now available for Android based mobiles and 
devices. The application provides “Table of Contents” of the latest issues, which are stored on the device 
for future offline browsing. Internet connection is required to access the back issues and search facility. The 
application is compatible with all the versions of Android. The application can be downloaded from https://
market.android.com/details?id=comm.app.medknow. For suggestions and comments do write back to us.



Copyright of Neurology India is the property of Medknow Publications & Media Pvt. Ltd. and its content may

not be copied or emailed to multiple sites or posted to a listserv without the copyright holder's express written

permission. However, users may print, download, or email articles for individual use.


