Turkish Neurosurgery 2010, Vol: 20, No: 3, 314-322

White Fiber Dissection of Brain;
the Internal Capsule:
A Cadaveric Study

Beyin ve Kapsiila Internanin Beyaz
Cevher Diseksiyonu: Kadavra Calismasi

ABSTRACT

AIM: This study was done to study the three dimensional anatomy of internal
capsule’s white fibers completely by cadaveric dissection and its relation to basal
ganglia and other related anatomical structures.

MATERIAL and METHODS: Eight formalin fixed cerebral hemispheres were
dissected for internal capsule under operating microscope. Klingler’s technique
of fiber dissection was adopted. The internal capsule was dissected from superio-
lateral, inferior and medial surface of cerebral hemisphere. During and after
dissection its relation with basal ganglia and other related structures were
studied.

RESULTS: The internal capsule was demonstrated by dissecting fibers of all its
parts. Fibers that forms the internal capsule originate from different parts of
cerebral cortex and pass through corona radiata that lies in lateral periventricular
area and lateral to the caudate nucleus above the upper border of lentiform
nucleus. The internal capsule is situated medial to lentiform nucleus and lateral
to caudate nucleus and thalamus. Caudally it continues in the midbrain as
cerebral peduncle. It has an anterior limb, genu, posterior limb, retrolentiform
and sublentiform part. The relation of different parts of internal capsule with
surrounding structures were also shown.

CONCLUSION: Knowledge of the microsurgical anatomy of the internal
capsule and other white fibers tracts is essential for neurosurgeons and other
neuroscientists.

KEYWORDS: Internal capsule, White fiber dissection, Microsurgical anatomy.
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AMAG: Internal kapsiiliin beyaz liflerinin 3 boyutlu anatomisi ve bu liflerin
basal ganglionlar ve ¢evre anatomik yapilarla olan iligkisi kadaverik doku
orneklerinde ¢alisilmigtir.

YONTEM ve GEREC: Formalinle doku tesbiti yapilmis 8 serebral hemisfer
incelenmistir. Bu hemisferlere ait internal kapsiil lifleri operasyon mikroskopu
kullarularak incelenmigtir. Calismamizda Klinger’in gelistirmis oldugu fiber
diseksiyon teknigi kullamilmugtir. Internal kapsiil serebral hemisferin inferior
lateral bolgesinden stiperiora dogru diseke edilmistir. Diseksiyon sirasinda ve
sonrasinda internal kapsiiliin basal ganglionlar ve komsu yapilar ile olan
iligkisi incelenmistir.

BULGULAR: Internal kapsiiliin tiim komsguluklari yapilan diseksiyon ile
gosterilmistir. Internal kapsiil serebral korteksin degisik boliimlerinden koken
alir ve lateral periventrikiiler alanda yer alan korona radiata ile kaudat
niikleus ve lentiform niikleusun st sinirinin arasindan geger. Internal kapsiil
lentiform niikleusun medialinde kaudat niikleusun ve talamusun latralinde yer
alir. Kaudale dogru mesensephalona iner ve Serebral pedunkul haline gelir.
Internal kapstil 3 kistmdan olusur; 6n bacak, dirsek, arka bacak. Internal kapsitil
retrolentiform  ve sublentiform bir seyir izler. Internal kapsiiliin  degisik
bolgelerdeki komsuluk iligkileri de gosterilmistir.

SONUC: Internal kapsiiliin ve diger beyaz lif yollarinin mikrocerrahi
anatomisinin bilinmesi beyin cerrahlari ve sinirbilimciler i¢in esasdir.

ANAHTAR SOZCUKLER: Beyaz lif diseksiyonu, Internal kapsiil, Mikrocerrahi
anatomi
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INTRODUCTION

Though the gross anatomy of the brain has been
studied by anatomists and clinicians, the intrinsic 3-
dimensional microanatomical study of the complex
fibers of the white matter is still somewhat
neglected. Very few publications regarding this topic
are available. Recently in Rhoton's masterpiece, "The
Supratentorial Cranial Space: Microsurgical
Anatomy and Surgical Approaches" - Supplement of
Neurosurgery, some beautiful dissections showing
the internal fasciculus can be appreciated (14].
Radiological and micro-neurosurgical techniques
become increasingly precise. To continue this
microneurosurgical development, knowledge of the
3-dimensional micrcoanatomy of the internal
capsule and other white fiber tract of brain is
essential for management of various intrinsic
neoplastic, vascular and other pathological brain
lesions that can produce clinical symptoms and
signs by involving the parts of the internal capsule
or by pressure over it. In fact, in the studies and
management of the intrinsic brain lesion such as the
gliomas, the 3-dimensional microanatomy of the
white matter tracts is more important than the
anatomy of the sulci (8) The knowledge and
experience gained from this technique can be
applied to micro-neurosurgical procedures. Three
dimensional micro-neuroanatomical description of
internal capsule will not only help the neurosurgeon
but also the neurologist, neuropathologist and the
neuroradiologist. This type of cadaveric study is
relatively rare in literature.

MATERIAL and METHODS

Eight cerebral hemispheres that
formalinated (10% formalin) for 3-6 months were
taken for dissection of internal capsule in the
Department of Neurosurgery, King Edward
Memorial Hospital, Parel, Mumbai, India and the
Department of Anatomy, Dhaka Medical College,
Dhaka, Bangladesh. The formalinated brains were
preserved in the refrigerator for 4 weeks before
commencement of dissection. The internal capsule
was dissected out using Klingler’s fiber dissection
method under operating microscope. Dissection was
done by bamboo made small spatulas with different
sized tip, ice cream sticks and surgical dissector.

were

The dissection started at the supero-lateral
surface of the cerebral hemispheres.

Supero-lateral dissection (Figures 1-5) :

The supero-lateral surface of each cerebral
hemisphere is markedly convex and fits into the
corresponding half of the skull vault. Under the
microscope, the gray mater over superior-lateral
surface was removed. U-pattern short association
fibers were identified under the gray matter that
were dissected out and removed. The insula is an
invaginated portion of the cerebral cortex that forms
the floor of the lateral sulcus. The insula was opened
up by removing the lips bordering the lateral sulcus
and its rami. These lips are known as the pars
orbitalis, pars triangularis and pars opercularis.
After their removal, the insula appears as a
triangular eminence that is marked by a number of
sulci and gyri (Figure 1). The insular gray matter was
removed revealing a number of sulci, one of which
the central sulcus of the insula is deep and
prominent than the rest. Again the "U" fibers of the
insula gyri were visualized as well as the circular
sulcus of the insula which surrounds the entire
insula except at limen insulae. Thus entire gray
matter of the whole cerebral hemisphere was
removed revealing the "U" short association fibers of
the white matter underneath.

The ‘U’ short association fibers of insula and
surrounding areas of frontal parietal, occipital and
temporal lobe were removed to expose extreme
capsule that is a thin sheet of white fibers that lies
under the insula and external to claustrum. The
claustrum is a thin layer of gray matter exposed by
removing extreme capsule. The external capsule, that
is a white matter sheet, lies out side the lentiform
nucleus (Figure 2). It is thicker and more prominent
than the extreme capsule. After dissection and
removal of external capsule fibers the lentiform
nucleus was exposed. Anterio- inferio- lateral to the
lentiform nucleus the U-shaped uncinate fascicle
was dissected out that connects frontal and temporal
lobe through limen insula. Some fibers from here
joins to external capsule and optic radiation; actually
these fibers are so called inferior longitudinal fascicle
that connects the frontal, parietal and occipital lobe.
The anterior end of optic radiation lies just posterior
to uncinate fascicle in the roof of temporal horn of
lateral ventricle. Then the superior longitudinal
fasciculus, the largest of the bundles, located along
the upper and lateral border of the lentiform nucleus
and insula was dissected out. It arches backward
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from the frontal lobe lateral to the internal capsule
and through the parietal to the occipital lobe, where
it arches downward and forward to reach the
temporal lobe. It interconnects widely frontal,
parietal, occipital and temporal lobe by its short and
long fibers. Following dissection and removal of
superior longitudinal fascicle and lentiform nucleus
corona radiata and internal capsule was exposed
and dissected out completely including optic
radiation up to cerebral peduncle (Figures 3,4,5).
Then a portion of internal capsule and adjacent
caudate nucleus was removed to open the lateral
ventricle; then medial relation of internal capsule
was studied (Figure 3).

Inferior surface dissection:

Lamina terminalis was identified and removed,
and then the anterio-inferior portion of
hypothalamus (anterior portion of lateral wall of
third ventricle) was removed to expose the anterior
margin and anterior part of internal capsule. The
anterior commissure was identified at the superior
attachment of lamina terminalis and dissected
laterally up to anterior temporal lobe. Most of the
temporal lobe was removed to expose the optic
radiation, optic tract and hippocampus (Figures
6,7,8).

Medial surface dissection:

On the medial surface of cerebral hemisphere, the
mamillary body was identified and the

mamillothalamic tract was dissected out on the

L _ 3 - TR - ‘
Figure 1: Dissection from lateral surface of left cerebral
hemisphere. Operculum are removed to expose insula at the floor
of lateral sulcus. 1-insula;2-superior longitudinal fasciculi
(partially removed).
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Figure 2: Dissection on the lateral cerebral surface of right
cerebral hemisphere (continued), superior longitudinal fascicle,
insula, extreme capsule, claustrum and part of external capsule
removed. 1-lentiform nucleus, 2-external capsule, 3-optic
radiation, 4-corona radiata.

Figure 3: Dissection on lateral surface of left cerebral hemisphere
(continued). Lentiform nucleus removed to expose internal
capsule (1). Internal capsule (1) continued below with crus
cerebri (3). Corona radiate and part of caudate nucleus removed
to expose lateral ventricle (2).

: L A
Figure 4: Complete exposure of left Internal capsule from lateral
surface. 1-corona radiate, 2, 3&5 internal capsule(2-area for
putaman, 3-area for globus pallidus, 5-retro and sublentiform
part of internal capsule), 4-optic radiation, 6-anterior
commissure.
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Figure 5: Complete exposure of right internal capsule from
lateral surface. 1-retro and sublantiform part of internal capsule,
2-posterior limb, 3-genu, 4-anterior limb of internal capsule,5-
corona radiate, 6-optic radiation.

-

Figure 6: Dissection from inferior cerebral surface to expose
anterior border of internal capsule (4). 1-optic nerve, 2-optic
chisma, 3-internal capsule, 4-anteror border of internal capsule,
5-crus cerebri, 6-anterior commissure, 7-third ventricle(lamina
terminalis open), 8-pons, 9-head of hippocampus.

Figure 7: Inferior cerebral dissection to expose left internal
capsul. Temporal horn of lateral ventricle is exposed. 1-optic
nerve, 2-optic chisma, 3-internal capsule, 4-anteror border of
internal capsule, 5-crus cerebri, 6-anterior commissure, 7-third
ventricle(lamina terminalis open), 8-pons, 9-head of
hippocampus, 10-choroid plexus of temporal horn of lateral
ventricle, 11-optic radiation

lateral wall of the third ventricle up to the anterior
group of thalamic nucleus. The fibers from the
anterior thalamic nuclei (anterior thalamic radiation)
were dissected out lateral to the head of the caudate
nuclei. This anterior thalamic radiation joins the
anterior limb of the internal capsule (Figure 9). By
removing the body of caudate nucleus, the superior
and posterior thalamic radiation that joins the
posterior limb of the internal capsule was dissected
out.

Figure 8: Exposure of left internal capsule through the roof of
temporal horn of lateral ventricle (Retro and sublentiform part of
internal capsule that form optic radiation). 1,2&3 retro and
sublenticular part of internal capsule, 4-temporal horn of lateral
ventricle, 5-midbrain,6-optic radiation (seen on lateral surface).

Figure 9: Exposure of left internal capsule from medial cerebral
surface (Partial dissection). Part of caudate nucleus removed and
medial surface of anterior limb of internal capsule (anterior
thalamic radiation) is seen. In dissection various parts of Papez
circuit is also seen after removal of brain stem, cerebellum and
part of thalamus and caudate nucleus-1. Mamillary body, 2. post
commissural fornix, 3.mamillothalamic tract, 4. anteror thalamic
nuclei, 5. body of fornix, 6. stria terminalis, 7.caudate nucleus,8.
anterior thalamic radiation, 9. crus fornix, 10. fimbria fornix, 11.
uncus, 12. parahippocampal gyrus, 13.cingulum, 14. rostrum of
corpus callosum,15.temporal pole.
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RESULTS

The projection fibers that form the internal
capsule arising from almost all parts of cerebral
cortex pass downwards. Above the level of upper
border of the lentiform nucleus, these fibers are
arranged in a radiating pattern, hence called the
corona radiata (Figures 2,4,5). The corona continues
caudally as the internal capsule, where these fibers
are densely packed. The fibers of the internal capsule
are arranged more densely to continue below as the
crus cerebri (cerebral peduncle). The internal capsule
is bounded laterally by the lentiform nucleus and
medially by the caudate nucleus and the thalamus.
The head of the caudate nucleus is in contact with
the medial surface of the anterior limb of the internal
capsule. The body of the caudate nucleus is in
relation with the upper part medial surface of the
posterior internal capsule where the thalamus is in
contact with the lower part. A portion of the medial
surface of genu between the interval of thalamus
and caudate nucleus is subependymal and this
portion is just lateral to the foramen of Monro,
separated only by ependymal layer and ventricle.
The internal capsule has five parts; anterior limb,
posterior limb, genu, retrolenticular and
sublenticular parts. The anterior and posterior limb
of internal capsule join at a right angle around the
medial margin of apex of the pallidal part of the
lentiform nucleus to form the genu. The anterior
limb is located between the caudate nucleus
medially and the lentiform nucleus laterally and a
posterior limb interposed between the thalamus
medially and the lentiform nucleus laterally. The
anterior limb is composed predominantly of fibers
that connect the anterior and medial thalamus
(anterior thalamic radiation) to the frontal lobe
(Figure 9) along with fronto-pontine fibers. The genu
of the internal capsule, contains important
corticobulbar fibers that originate from the inferior
part of primary motor area to the motor nuclei of the
cranial nerves along with the superior thalamic
radiation. In addition to the posterior thalamic
radiation to the cortex, the posterior limb contains
the corticospinal fibers to the motor nuclei of the
upper and lower extremity and trunk, corticorubral
and cortico-pontine fibers. The fibers of the internal
capsule that curve around the posterior edge of the
lentiform nucleus are called the retrolenticular
fibers. The fibers that pass below the lentiform
nucleus and are referred to as sublenticular fibers.
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The sublenticular part contains the auditory
radiation fibers directed from the medial geniculate
body to the auditory area. The retrolenticular part
and rest of the sublentiform part form the optic
radiation that course from the lateral geniculate to
the walls of the calcarine sulcus. Some optic
radiation fibers also pass in the retrolenticular part of
the internal capsule but most pass through the
sublenticular part. The optic radiations are separated
from the roof and lateral wall of the temporal horn
and the lateral atrial wall by only a thin layer of
tapetal fibers (Figure 8) along with some
associational, commisural and other projection
fibers.

The fibers passing to the superior lip of the
calcarine fissure leave the upper part of the lateral
geniculate body and course almost directly posterior
around the lateral aspect of the atrium to reach the
striate visual cortex. Fibers from the lower part of the
geniculate body destined for the inferior lip of the
calcarine fissure initially loop forward and
downward in the temporal lobe forming Meyer’s
loop before turning back to join the other fibers in the
optic radiations.

In our study we dissected out different parts of the
Papez circuit during dissection. The parts of the circuit
are (sequentially) Hippocampus-Fornix-Mammillary
body-Mammillothalamic tract-Anterior group of
thalamic nucleus-Anterior thalamic projection to
cingulate gyrus-Cingulum-Parahippocampus-Dentate
gyrus-Hippocampus.

Hippocampus (Figures 5-8): It is thought to be
the center (nucleus) of the Papez circuit. The circuit
starts and ends here. It is situated in the floor of the
temporal horn. In the floor of the temporal horn,
lateral to it is collateral eminence. Anterior to the
head of the hippocampus is the amagdala. It is
separated medially from the thalamus by the
choroidal fissure and choroids plexus of temporal
horn. It has head, body and tail (From anterior to
posterior). Tail is continues as fimbria of fornix
posteriorly. The hippocampus is connected with
septal area, hypothalamus and thalamus of the same
side by foniceal fibers and by commissural fibers to
opposite side. It is also connected with
parahippocampal gyrus and cingulated gyrus
through dentate gyrus. Hippocampus, sabiculum
and dentate gyrus together called hippocampal
formation.
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Fornix (Figures 1-8): The fornix consists mainly
of hippocampomamillary and hippocamposeptal
fibers. Forniceal white fibers arise from the
hippocampus, subiculum, and dentate gyrus. It
wraps the thalamus in the wall of lateral ventricle.
The fornix is C shaped. It has four parts: fimbria,
crus, body, and columns of fornix.

Fimbria started from tail of hippocampus and
forms the posterior medial part of floor of temporal
horn. The fimbriodentate sulcus separates it from
dentate gyrus. It is separated from the geniculate
body, optic and auditory radiations by the choroidal
fissure.

The crus of the fornix is the posterior
continuation of fimbria that covers the posterior
surface of the pulvinar in the medial part of the
atrium and arches superio-medially toward the
lower surface of the splenium. It forms the medial
part of anterior wall of atrium. A thin sheet of white
fiber that interconnects the medial edge of both crus
below the splenium is known as the hippocampal
commissure.

The body of the fornix is formed by the meeting
of both crus in midline at the junction of the body
and atrium of the lateral ventricle. Passing forward
above the thalami superiorly it blends with lower
edge of the septum pellucidum and forms the
medial wall of the body of the lateral ventricle.

The column of fornix begins when the body of
fornix separates into a pair of column at the anterior
pole of the thalamus. The columns arches anterior-
inferiorly to form the superior and anterior margins
of the foramen of Monro. It then blends into the
lateral walls of the third ventricle and passes down
behind the anterior commissure through the
hypothalamus to mammilary body.

The part of the thalamus lateral to the body of
the fornix forms the floor of the body of the lateral
ventricle and the part medial to the fornix forms part
of the lateral wall of the velum interpositum and
third ventricle. The crus of the fornix crosses the
pulvinar approximately midway between the
medial and lateral edge of the pulvinar. The part of
the pulvinar lateral to the crus of the fornix forms
part of the anterior wall of the atrium. The lower
border of the fornix forms the upper border of the
choroidal fissure and lower border of choroid fissure
is formed by stria medullaris; choroidal plexus is

attached here. The septum pellucidum stretches
across the interval between the anterior parts of the
corpus callosum and the body of the fornix. It is
composed of paired laminae and separates the
frontal horns and bodies of lateral ventricles.

Mamillary body and mamillothalamic tract
(Figures 1-4): Mamillary bodies are egg-shaped
paired structures in the floor of third ventricle
situated on the both side of midline behind the
pituitary stalk and can easily be seen both from the
ventricular surface and inferior surface of brain. The
column of fornix ends and the mamillothalamic tract
originates from here. The mamillothalamic tract
ascends superio-laterally and posteriorly through
the thalamus to anterior group of nucleus. Some
fibers of the tract also go to dorso-medial nucleus of
thalamus.

Anterior group of thalamic nuclei (Figures 2-4):
Anterior thalamic group of nuclei lies anteriorly near
the foramen of Monro. They receive mamillothalamic
tract and project anterior thalamic radiation.

Anterior thalamic projection (Figures 2-4):
Fibers from anterior group of thalamic nucleus
projected anteriorly and anterior-superiorly that
passed lateral to head of caudate nucleus and joins to
anterior limb of internal capsule. These fibers curve
superio-medially and pass through the fibers of
corpus callosum to end in anterior part of cingulate
gyrus. Some fiber of the anterior thalamic projection
seen to end in head of caudate nucleus and some
fiber seen to be passed through the lateral part of
caudate nucleus. Small portion of this radiation also
passed to prefrontal cortex.

Cingulate gyrus (Figures 1-4): It is on the medial
cerebral surface, just above the corpus callosum. It
begins anterior to rostrum of corpus callosum and
septal area. It follows the curvature of callosum,
below & behind the splenium it continues with
parahippocampal gyrus through isthmus. Anteriorly
it receives anterior thalamic radiation. The cingulum
within the cingulate gyrus contains long and short
association fibers that follow the curve of the
cingulate gyrus and corpus callosum. Cingulum
ends in parahippocampal gyrus.

Parahippocampal gyrus (Figures 3,4,6,7,8): It is
the most medial gyrus on the inferior surface of
temporal lobe. It receives cingulum and projects to
hippocampus through the dentate gyrus.
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Dentate gyrus (Figures 6,7,8): It is a short narrow
gyrus can only be seen to adequate lateral retraction
of parahippocampal gyrus by its characteristic
appearance. It connects parahippocampal gyrus to
hippocampus.

DISCUSSION

Dissection following fibers tracts of the white
matter of the brain, to illustrate the internal
structures, was the first technique that allowed a
true appreciation of the three dimensional features
of the brain (16). The internal capsule, other white
fibers and ventricular system may be affected by
various pathologies, such as degenerative,
demyelinating, deficiency condition (vitamin
deficiency), vascular (infarction, haemorrhage,
AVM, angioma), hypoxia, intrinsic neoplastic
(glioma, oligodendroglioma, ganglioglioma,
primitive neuroectodermal tumour, metastatic
lesion), infection (tuberculosis, pyogenic abscess),
parasitic involvement (neurocystocercosis, hydatid
cyst), trauma , iatrogenic (postsurgical), epilepsy,
psychiatric illness etc. Sometime intraventricular
lesions such as ependymoma, glioma, meningioma,
colloid cyst, craniopharyngioma, choroids plexus
papilloma, metastatic etc can extend into internal
capsule and other white fibers tract. Proper
microneurosurgical 3-dimensional anatomical
knowledge and orientation is the essential thing
along with physiological, pathological and
microneurosurgical skill for dealing of above
mentioned pathologies.

In 1937 James Papez described a pathway
involving some limbic and cortical structures and
associated pathways. (12) The pathway forms a
series of connections, which has since been called the
Papez circuit or medial limbic circuit.(6,15,22)

The circuit may be affected by various
pathologies, such as neurodegenerative diseases
(Alzheimer’s disease), (22) metabolite deficiencies
(VitaminB1 deficiency, Korsakoff psychosis),(4)
vascular disease (infarction, AVM, Angioma),
hypoxia (temporal mesial sclerosis), (3,7) neoplastic
diseases (intrinsic to Papez circuit-glioma, extrinsic
to the circuit-glioma, meningioma, colloid cyst,
craniopharyngioma, choroids plexus papilloma, and other
tumors), trauma, iatrogenic (postsurgical)epilepsy,
psychiatric illness (15) etc. These patients may present
with defective functions of Papez circuit such as

320

memory disturbance (specially recent), personality
changes, changes in emotional behavior, loss of
spontaneity and initiative, affective disorders,
hallucinations, and intractable epilepsy with or
without features of intracranial space occupying
lesion (2). Various investigations including neuro-
imaging can identify these conditions with ease.

Surgical intervention is needed in neoplastic,
vascular, intractable epileptic and intractable
psychiatric  conditions. Appropriate surgical
approach and per-operative identification and
preservation of Papez circuit along with other
related vital structures are essential for a good
outcome in these surgeries. Lesion making surgeries
in psychiatric illness should be done only in definite
indication with extreme caution (15). In case of
intractable epilepsy where mesial temporal excision
is planned, the opposite mesial temporal lobe’s
function should be intact, otherwise postoperatively
the patient may become disastrously disabled like
patient H-M (22).

White fiber dissection is not a new thing. Many
early neuro-anatomists demonstrated tracts and
fascicles of brain by white fiber dissection, though
modern technique of fiber dissection was not used
(1, 5,13, 16, 17). In fact, the fiber dissection technique
was one of the first methods used to demonstrate the
internal structures of the brain (16). In 1927, English
anatomist Herbert Mayo demonstrated corona
radiata, internal capsule, superior and inferior
cerebellar peduncles, fasciculus uncinatus, fasciculus
longitudinalis superior, outer surface of lentiform
nucleus, tapetum, mamillothalamic tract and
anterior commissure (16). Because the fiber
dissection technique is complicated and time
consuming, its neglect is almost inevitable after the
development of the microtome and histological
techniques (16). In the early part of the 20th the
century, only a few anatomists preferred to study the
anatomic features of the brain (16). An extensive
historical review is beyond the scope of this paper
and was made in an outstanding manner by Ture et
al (16). Joseph Klingler (1888-1963) was an anatomist
in Basel that made the greatest contribution to the
fiber dissection technique. In 1935, he developed an
improved method of brain fixation and a technique
that now bears his name (10, 11) (Klingler's
technique). Like others, he dissected formalin-fixed
brains with wooden spatulas. However, he froze and
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thawed the brains before dissection. Freezing helps
to separate the fibers. His superb atlas containing
detailed anatomic studies of the brain was published
in 1956. Although his studies were impressive, this
technique never became widely used (10, 11, 16).
While the freezing method is an aid to dissection and
generally increases the distinction between the grey
and white matter of the brain, it does not produce
absolutely consistent results, as Klingler himself
acknowledged (10).

Ilustrations of the internal structures of the brain
in current textbooks are usually pictures of sections
or schematic drawings. Only few fiber dissections
from earlier textbooks are still reproduced (16). In
Rhoton's masterpiece which was published in 2002,
we can appreciate some superb pictures of the white
matter anatomy. In this publication he described the
white matter anatomy in detail.

The evolution of neuroimaging techniques has
imposed a greater demand of knowledge. Without
the knowing of the 3-dimensional internal anatomy
of the brain one can not interpret precisely the new
neuroimaging studies such as "tractography",
diffusion tensor imaging (DTI). Diffusion-tensor
magnetic resonance(MR) imaging is a promising and
rapidly evolving tool to evaluate white matter
anatomy. The first attempt to visualize the white
matter tract was made by Kinosada et al. in 1993 (9).
In the literature, one can find reports about the
correlation of arteriovenous malformations (AVM)
(18) or tumors (8) with the white matter tracts and
ventricles. According with Ture et al (16) the fiber
dissection technique is a demanding and time-
consuming technique. The technique was somehow
abandoned after the introduction of the microtome
and histological preparations. The histological
sections are very important to the interpretation of
biplanar Magnetic Resonance Imaging (MRI) films,
but to build our ability to think in three dimensions,
the knowledge of intrinsic white matter anatomy is
of great importance. The combination of histological
techniques with fiber dissection technique improves
the understanding and prevents misinterpretation of
the complex anatomic features of structures. The
first surgeon that gave attention to this technique
was Yasargil (20).After he gained knowledge with
this technique, he applied it to all of his routine
microsurgical procedures (19, 20, 21).

CONCLUSION

The white fiber dissection is the best method to
learn the 3-dimensional internal anatomy of brain.
Knowledge of the microsurgical anatomy of the
internal capsule and other white fibers tracts is not
only important for understanding the three
dimensional intrinsic brain anatomy but also
important in the management of intrinsic brain
lesion such as glioma, vascular malformations etc. It
is especially very important for the younger
generation of neurosurgeons to become experts and
experience in microsurgical 3-dimensional neuro-
anatomic features for application in microsurgical
practice.
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