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ABSTRACT

Quantitative analyses were performed on magnetic resonance images (MRIs) obtained from the
brains of 31 traumatic brain-injured (TBI) patients and 25 normal control subjects. The quantita-
tive analyses involved comparisons of the shapes of proton density gray scale pixel histograms ob-
tained from both 3-mm and 5-mm slice thickness. Image segmentation was accomplished by a mul-
tispectral fuzzy C-means and/or k-nearest-neighbor (kNN) algorithms and manual classification was
used to label segmented classes into CSF, white matter, gray matter, and other. Shape descriptors
were derived from the pixel intensity histograms of the combined gray matter and white matter
classes for each MRI slice. Statistical analyses revealed significant differences in pixel intensity dis-
tributions between TBI and control subjects. Normal control subjects tended to exhibit bimodal
gray matter-white matter histograms, whereas, TBI patients tended to exhibit unimodal gray mat-
ter-white matter histograms. In the control subjects the pixels intermediate in intensity between
gray and white matter were located primarily at the border between the gray and white matter,
whereas TBI patients exhibited a thickeni g of the number of intermediate pixels at the border as
well as an increase in intermediate pixels in the middle of the gray and white matter. The greater
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INTRODUCTION ments of specific brain regions such as the volume of the

ventricles (Johnson et al., 1994; Prayer and Gean, 1994),

CURR.ENTLY, CLINICAL MRI evaluation of human trau-  size of the temporal horn and hippocampus (Bigler et al.,
matic brain injury (TBI) involves visual examina- 1996; Gale et al., 1994), or white matter hyperintensities
tion using both short TR/TE and long TR/short TE as  and gray—white ratios (Gentry et al., 1988: Gentry, 1994).
well as T2* visual examinations for the presence of he-  However, all of these MRI measures are relatively in-
mosiderin (Gentry, 1990). Quantitative MRI analyses in  sensitive and nonspecific with detection accuracies rang-
TBI patients typically involves morphometric measure- ing between 10% and approximately 40% in the hands
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of experienced neuroradiologists (Gentry, 1990, 1994).
Diffuse axonal injury (DAI) is one of the most common
types of injury in severe head trauma (Strich, 1956, 1961;
Adams et al., 1982; 1989; Gennarelli et al., 1982), con-
stituting approximately 48% of all primary lesions
(Gentry et al., 1988). DAI is visually identified in MRI
studies by multiple, small, focal lesions scattered
throughout the white matter. Most such lesions are lo-
cated at the gray—white matter boundary, which is not an
unexpected location for shear injury given the different
densities between gray and white matter. DAI lesions are
typically nonhemorrhagic in nature, range in size from 5
to 15 mm, and are usually ovoid to elliptical in shape
(Gentry et al., 1990). Autopsy and histopathological stud-
ies have shown that the extent of axonal injury always
exceeds that visualized by MRI analyses (Strich, 1956,
1961; Adams et al., 1982, 1989; Gentry, 1990, 1994). As
concluded by Gentry (1990), visual examination by MRI
greatly underestimates the true extent of DAI and detects
only regions of DAI where axonal disruption is exten-
sive.

Groswasser et al. (1987), in a visual examination study
of MRIs, reported a blurring or reduced contrast between
gray and white matter in TBI patients. However, to our
knowledge, there are no published studies of quantita-
tive MRI analyses of gray matter—white matter differ-
entiation in TBI patients. An objective and quantitative
MRI analysis of TBI and brain damage in general could
be of clinical value and serve as an adjunct to conven-
tional neuroradiological visual examination. The goal of
the present study is to explore an approach to quantita-
tive MRI analyses of gray matter—white matter differ-
entiation in TBI patients in an effort to extend the use-
fulness of MRI in the detection of brain abnormalities.
Our approach consisted of three steps: (1) segment and
differentiate gray matter and white matter cortical tissue
from cerebral spinal fluid (CSF) in normals and TBI pa-
tients, (2) develop normalized histograms of gray mat-
ter and white matter pixel intensities in different slices,
and (3) compare the slice by slice shapes of the gray
matter-white matter pixel intensity histograms between
normals and TBI patients.

Our working hypothesis is that TBI results in a re-
duction in gray-white matter differentiation and such a
reduction can be quantified using histogram shape analy-
sis. Specifically, it is hypothesized that MRI proton den-
sity histograms of gray matter and white matter should
exhibit a bimodal distribution in normal individuals,
while the gray-white matter histogram in TBI patients
should be less bimodal or even unimodal. The goal is to
explore the use of quantitative measures of MR pixel in-
tensity histograms for the diagnosis and detection of brain
injury.

METHODS

Patients

A total of 31 traumatic brain-injured patients were in-
cluded in the study. Twenty-three patients were from
the James A. Haley VA hospital and 8 were from the
Walter Reed Army Medical Center as part of the
Defense and Veterans Head Injury Program (DVHIP).
Of the 35 patients, 34 were males. The patients ranged
in age from 19 to 60 with a mean age of 32 and SD =
11.3. The time between injury and MRI testing ranged
from 2 days to 5 years and 3 months with a mean in-
terval of 440 days and an SD = 850.5 days. Only closed
head-injured patients were included in the study. Mild,
moderate, and severe TBI was defined based upon the
following criteria: mild (N = 7) loss of consciousness
(LOC) 0 to 29 min, posttraumatic amnesia (PTA) <24
h, and Glasgow Coma Score (GCS) between 13 to 15;
moderate (N = 11) LOC >30 min and <24 h,PTA >24
h and <1 week, and GCS >9 to 12; severe (N = 13)
LOC = >24 h, PTA >1 week, and GCS <8§. All of the
patients were diagnosed using ICD-9 (i.e., Intracranial
Injury Excluding those with penetrating head wounds
or codes within the 850 to 854 categories). Approx-
imately 60% of the patients were motor-vehicle acci-
dent (MVA) victims, 10% were pedestrians, and the re-
mainder were victims of industrial or home accidents
(20%) or violent crime (10%).

Normal Controls

A total of 25 normal control subjects (18 males, age
range 22 to 36 and mean age = 32.36 and SD 4.43) were
included in the study. The MRIs from 23 normals were
obtained at the University of South Florida College of
Medicine and two normal subjects were imaged at the
James A. Haley VA. The normal subjects were all med-
ical students and/or graduate students without a history
of traumatic brain injury.

MRI Acquisition

The MRI scans of the 12 patients located at Walter
Reed Army Medical Center were acquired on a G.E.
Signa 1.5 T scanner using three different sequences: (1)
double-echo for T2 and proton density and (2) a Tl1-
weighted sequence. All acquisitions used 5-mm slices
and no gap sequences. The proton density and T2 se-
quences had a TR = 2500 msec with TEs of 20 and 80
msec, FOV of 20 cm, a 90° flip angle, and a 256 X 192
matrix. The T1-weighted sequence used TR = 600 msec
with a TE = 20 msec, FOV = 20 cm, a 90° flip angle,
and a 256 X 192 matrix.

MR images of 23 normal controls from the University
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of South Florida College of Medicine were acquired also
on a G.E. Signa 1.5 T scanner with S-mm slice thickness
and no gap sequences. The proton density and T2 sequences
had a TR = 3000 msec with TEs of 16 and 17 msec for
(PD), and 96 and 102.2 msec for T2, FOV of 24 cm, a 90°
flip angle, and a 256 X 192 matrix. The T1-weighted se-
quence used TR = 500 msec witha TE = 27 msec, FOV =
24 cm, a 90° flip angle, and a 256 X 192 matrix.

The MR images of 23 TBI patients and 2 normal con-
trols were acquired at the James A. Haley VA Hospital
on a Picker 1.5T scanner with 3-mm slice thickness and
10 gap sequences. The proton density and T2 sequences
had a TR = 3000 msec with TEs of 30 and 90 msec, FOV
of 24 cm, a 90° flip angle, and a 256 X 192 matrix. The
T1-weighted sequence used TR = 883 msec with aTE =
20 msec, FOV = 24 c¢m, a 90° flip angle, and a 256 X
192 matrix.

Image Segmentation and Classification

A multispectral k-nearest neighbor (kNN) manual seg-
mentation and classification algorithm (Clarke et al., 1994)
was used for studies of absolute pixel intensity shifts and
machine parameter comparisons. For gray matter and white
matter histogram analyses, a multispectral fuzzy c-means
(FCM) algorithm was used (Hall et al., 1992; Bezdek et al.,
1993; Clarke et al., 1995). This involved the use of a brain
mask that was manually traced for each axial MR proton
density image via a polygon tracing algorithm isolating the
brain from skull and dura. To minimize error and to im-
prove segmentation accuracy a validity-guided reclustering
(VGC) algorithm was used on each FCM segmented slice
(Bensaid et al., 1994; Clarke et al., 1995). Every segmented
slice was manually classified via a graphical-user interface
into 5 classes: background, white matter, gray matter, CSF,
and other. All subsequent analyses involve grayscale his-
tograms of pixels identified as members of the combined
white matter and gray matter class.

Different numbers of slices were analyzed depending
on slice thickness. For the G.E. 5 mm Signa studies a to-
tal of 9 slices were analyzed while 15 slices were ana-
lyzed for the Picker 3 mm MRI studies. This resulted in
the same vertical span of 4.5 c¢m to be studied indepen-
dent of the type of MRI machine or slice thickness. The
selection of the first axial slice was the same for all pa-
tients and normals. The lowest and starting slice was
identified at the level of the genu of the corpus callosum,
septum pellucidum, and the forceps major and minor.
Figure 1 shows a representative example of the starting
slice anatomical landmarks. In the figures and tables be-
low, a set of 9 slices were selected from the Picker stud-
ies to correspond to the 9 slices from the G.E. studies for
purposes of statistical analyses. The selected Picker slices

FIG. 1. A representative example of the first or lowest slice
and the anatomical landmarks by which similar first slices were
selected for all subjects in the study. Nine 5-mm G.E. slices and
15 3-mm Picker slices spanning a total of 4.5 cm of the brain
were analyzed, starting with this first reference slice.
Anatomical landmarks: Fm, forceps minor; G, genu of the cor-
pus callosum; FH, frontal horn of the lateral ventricles; CN, cau-
date nucleus; P, putamen; IC, internal capsule; SP, septum pel-
lucidum; Sp, splenium of the corpus callosum; FM, forceps
major.

were 1, 3,5,7, 8,9, 10, 13, and 15. The remaining four
Picker MRI slices were analyzed, but not statistically
compared to the G.E. MR slices.

Pixel Intensity Histograms

After segmentation and classification of CSF, white
matter and gray matter, histograms of the combined class
of gray and white matter pixel intensities were computed
for each proton density slice with pixel intensity on the
abscissa (x-axis) and frequency counts on the ordinate -
axis). No attempt was made to bin the data, rather the
distributions of raw pixel values were plotted for each
slice. To normalize pixel intensity histograms .obtained
from different MRI scanners, a linear Z transform of the
pixel intensity distributions was computed. This in-
volved, for each histogram, computing the mean and stan-
dard deviation of pixel intensity, subtracting the mean
from each individual pixel and dividing by the standard
deviation. To eliminate noisy pixels only the ranges of
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pixel intensities between +4 SD were included in the
analyses,

Smoothing and First Derivative Computations

To smooth and condition the histograms of gray mat-
ter-white matter pixel intensity the histograms were fil-
tered using a Savitzky-Golay procedure (Savitzky and
Golay, 1964). Since the hypothesis was the detection of
bimodal and/or unimodal peaks, a fourth order filter was
used in which the full width of the filter was between 1
and 2 times the full width at half maximum (FWHM) of
the pixel histogram (Press et al., 1994). The FWHM was
estimated by setting the width of the filter equal to 1.5 stan-
dard deviations (i.e., +0.75 SD) of the histogram. Visual
examination of the fourth-order filter showed that this was
a good estimate resulting in minimal distortion and no loss
of resolution. Figure 2 shows the raw normalized pixel his-
tograms with the superimposed smoothed Savitzky-Golay
values of a slice from a representative normal control and
a representative TBI patient.

The first derivative of the pixel histograms (Fig, 2b and
d) was computed in order to identify the presence or ab-
sence of bimodality and to quantify peak area of the sec-
ond positive first derivative (SPFD). The presence of bi-
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FIG. 2. (ac) The raw normalized pixel histograms with the
superimposed smoothed Savitzky-Golay values from a normal
control and a TBI patient, respectively. (b,d) The first deriva-
tives computed from a and ¢ using the Savitzky-Golay proce-
dure. These histograms and smoothed curves were typical of
the subjects in this study and show no distortion or loss of res-
olution, while demonstrating clear differences in histogram
shapes and the presence of a bimodality as evidenced by the
occurrence of a second positive first derivative (SPFD) in the
control and an absence of bimodality as evidenced by the lack
of an SPFD in the TBI patient,

modality was signaled by the presence of a second posi-
tive first derivative as shown in Figure 2. A second posi-
tive first derivative (SPFD) was present if two criteria were
met: (1) two distinct and positive first derivatives must be
present and (2) the second positive first derivative value
represented a peak as defined by a 13 point positive max-
imum. Although a automatic computer program was used
for identification of a second positive first derivative, all
pixel intensity histograms and first derivative curves were
also visually examined to ensure that there were no errors.
The above two criteria were found to accurately detect a
bimodality in the pixe] intensity histograms.

SPFD Peak Area

The peak area of the second positive first derivative
was calculated for all slices and all subjects. The area of
the second positive first derivative was calculated by
summing the pixel intensity values within the region de-
fined as the zero crossing points to the left and right of
the SPFD peak. To normalize the second positive first
derivative values across MRI machines and slice thick-
ness, the area of the second positive first derivative peak
was calculated as a percentage of the total first deriva-
tive values (*+4 SD). If a second positive first derivative
was absent then a score of 0 was entered for peak area.

Skewness and Kurtosis

The statistical moments of skewness and kurtosis were
also computed for the pixel distributions of each subject
and each slice. Skewness was defined as

n”zi &; — X3
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and Kurtosis was defined as
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Intermediate Intensity Pixels

Two different methods were used to identify the inter-
mediate intensity pixels: ( 1) the absolute number and per-
centage of pixels within +0.125 SD of the mean of the
pixel intensity histograms and (2) =0.125 SD of the mean
of the unimodal pixel intensity histograms and the minj-
mum of the bimodal pixel intensity histograms. The
anatomical location of the pixels within *0.125 SD of the
mean was determined by coloring the pixels as yellow and
then visually examining each slice, This procedure was gen-
erally accurate since the mean was always very close if not
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precisely at the maximum of the unimodal distributions.
However, in the case of bimodal distributions the mean
could be slightly to the left or right of the minimum or
trough of the distribution. Thus, a second procedure was
developed and compared to the first in which the precise
minimum or trough of each bimodal distribution was iden-
tified and the pixel intensities at the minimum *+0.125 stan-
dard deviations were colored yellow and placed into the
original MRI slices. There were no significant differences
in these two methods, however, for accuracy the mean
(£0.125 SD) was used for unimodal distributions and the
number and percentage of pixels at +0.125 SD of the min-
imum or trough of the bimodal distributions were used.

RESULTS

Presence or Absence of Bimodality in TBI
Patients and Normals

Figure 3 shows examples of differences in slice by slice
pixel intensity distributions in two representative normal
controls obtained from the G.E. Signa MRI machine (two
left columns) and two representative TBI patients (two
right columns) also obtained on a G.E. Signa machine.
Although most normal controls exhibited bimodality in
all slices, Figure 3 shows a common finding of strong bi-
modality in the upper and lower range of slices. A sim-
ilar but weaker bimodality was occasionally present in
TBI patients as shown in the last column of Figure 3.

Similar differences in the slice by slice pixel intensity
distributions occurred in the normal controls and TBI pa-
tients acquired by the 1.5T Picker MRI machine.

Tables 1 and 2 show the slice-by-slice distribution of
bimodality in normal controls and TBI patients acquired
on the 5-mm slice thickness G.E. Signa in Table 1 and
from the 3-mm slice thickness Picker in Table 2. It can
be seen that the strength and frequency of bimodality
were significantly weaker in the TBI patients than in the
controls for both the G.E. and Picker MRI machines. A
Friedman nonparametric analysis of variance for the pres-
ence of a second positive first derivative for the two
groups of subjects (TBI versus normal controls) was sta-
tistically significant for both the G.E. (p < 0.0003) and
Picker MRI machines (p < 0.001).

Differences in SPFD Peak Area between TBI
Patients and Normal Controls

Figure 4 shows the slice by slice mean peak area of
the second positive first derivative (SPFD) in the com-
bined G.E. and Picker normal controls and the TBI pa-
tients. A clear separation in mean values between nor-
mals and TBI patients is present for mean peak area and
t tests showed a statistically significant overall ¢ test (7' =

22.675, p < 0.00001). All of the slices were statistically
different except for slice 5 (range: p < 0.02 to p<
0.0000001). Analyses showed that statistically significant
differences between the controls and TBI patients oc-
curred independent of which MRI machine and slice
thickness was used to acquire the data. For example,
analyses showed a statistically significant main effect be-
tween TBI patients versus normals for both the G.E.
(SPFD area, T = 21.518; p < 0.00001) and the Picker
(SPFD area, T = 10.22; p < 0.0001).

Differences in Skewness and Kurtosis between
TBI Patients and Normal Controls

The binomial measure of the presence or absence of bi-
modality is a limited analysis that does not allow for a
deeper understanding of the underlying imaging differences
between groups. A simple method to explore the differ-
ences between groups is to derive and compare histogram
shape descriptors such as skewness and kurtosis (defined
in the methods section). Mathematically, unimodality is
more kurtotic and less skewed than bimodality. Thus, these
measures of statistical moments can help quantify differ-
ences in pixel distributions in each MRI slice.

Figure 5 shows the mean skewness for the normal con-
trols and TBI patients in the study (i.e., combined G.E. and
Picker, T = 12.83, p < 0.001). It can be seen that skewness
varies as a function of slice level and is different between
normal controls and TBI patients. Statistical analyses re-
vealed significant differences between TBI and controls for
both the G.E. MRI machine (T = 12.15, p < 0.001) and the
Picker MRI machine (T = 2.18, p < 0.04). Individual ¢ test
analyses showed that slices 3 to 5 were significantly differ-
ent for normal controls versus TBI patients for the G.E. MRI
study and slices 4 to 8 were significantly different for nor-
mal controls versus TBI patients for the Picker MRI study.

Figure 6 shows the mean kurtosis for the normal con-
trols and TBI patients in the study (i.e., combined G.E. and
Picker). It can be seen that kurtosis is relatively invariant
of slice level and is different between normal controls and
TBI patients, independent of MRI machine. Analyses
showed statistically significant overall ¢ values for both 5-
mm slice thickness (7= —68.264, p < 0.00001) and 3-
mm slice thickness (T = —32.157, p< 0.00001).
Individual 1 test analyses showed that all slices (p <0.01)
within the 4.5 cm volume were significantly different be-
tween normal controls versus TBI patients, independent of
slice thickness and MRI machine type.

Anatomical Distribution and Numbers of
Intermediate Pixel Intensities

The previous analyses showed that TBI patients ex-
hibited a more unimodal MRI pixel distribution than TBI
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FIG. 3. Examples of differences in slice by slice pixel distributions in two representative normal controls obtained from the

G.E. Signa MRI machine (two left columns) and two representative TBI patients (two right columns) also obtained on a GE.
Signa machine.

patients. This indicates that there are more pixel intensi-  tion of the intermediate pixel intensities were then visu-
ties intermediate to gray and white matter in TBI patients  ally evaluated by coloring them yellow in the original
than in normals. The anatomical location and distribu- MR] slices. Analyses of variance revealed a statistically
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TasLE 1. PERCENTAGE OF BiMopar Histogram
DisTRIBUTIONS FROM THE G.E. MRI

Slice number
1 2 3 4 5 6 7 8 9

Control
TBI

88 9 96 92 96
33 28 20

100 100 100 96
18 27 33 50 59 32

significant increased number of intermediate intensity
pixels in TBI patients compared to controls (T = 56.257,
P < 0.00001) as well as a significant increase in the per-
centage of total pixels that were intermediate in intensity
(T = 97.828, p < 0.00001). A systematic increase in the
number and location of yellow or intermediate pixels was
observed to occur as a function of the severity of TBL
Figure 7 shows examples of the distribution of yellow
pixels in a normal subject (7a), a mild TBI patient (7b),
a moderate TBI patient (7c), and a severe TBI patient
(7d). In normal subjects (7a) the yellow pixels formed a
pencil-like distribution at the border between gray and
white matter. In mild TBI patients (7b) the yellow pix-
els formed a thicker border with a few yellow pixels in
the gray and white matter; in moderate TBI patients (7c)
the yellow pixels formed a thicker border and more scat-
tered yellow pixels appeared in the gray and white mat-
ter. In severe TBI patients (7d) the yellow pixels formed
an even thicker border and were widely distributed
throughout the gray and white matter.

Reduced Gray-White Matter Differentiation and
Pixel Inténsity Shifts Underlying Histogram
Changes

To further normalize and control for MRI machine dif-
ferences gray matter and white matter intensities were
compared to a stable reference such as the masseter mus-
cle. Muscle is a good choice for a reference because its
relaxation properties are essentially invariant across in-
dividuals and even across phylogeny (Bottomley et al.,
1984). Therefore, the absolute intensity ratios between
gray matter/muscle and white matter/muscle were com-
puted and compared. The proton density (PD), T1 and
T2 MR images from an arbitrarily selected subset of 10
normals acquired on the G.E. Signa (5-mm slice thick-

ness) and 10 TBI patients also acquired on a G.E. Signa
(5-mm slice thickness) were segmented and classified
into white matter, gray matter, and masseter muscle us-
ing kNN segmentation (Clarke et al., 1994). Figure 8
shows examples of proton density intensities for the var-
ious tissue classes in three representative normals (left
column) and three representative TBI patients (right col-
umn). A visually detectable shift in proton density toward
higher gray and white matter pixel intensities, relative to
muscle, was noted in TBI patients in comparison to nor-
mals.

Figure 9 shows the mean pixel intensity ratios between
gray matter and muscle and white matter and muscle in
PD, T1, and T2 images. Statistical anatyses show that PD
and T2 exhibit statistically significant differences be-
tween gray and white matter ratios in normals versus TBI
patients (ranged from p < 1072 to p < 10~5) with TBI
patients showing a relative increase in gray matter and
white matter pixel intensity in comparison to controls. In
contrast, T1 failed to show statistically significant dif-
ferences between normals and TBI patients. Further, in
T1 there was a reversal of the direction of the ratio with
gray matter and white matter in TBI patients exhibiting
a decreased pixel intensity with respect to controls.

DISCUSSION

MRI Pixel Intensity Change (PIC) in TBI Patients

The results of this study consistently demonstrated a
difference in the gray matter and white matter proton den-
sity pixel intensity distributions between normal subjects
and traumatic brain-injured (TBI) patients. The TBI pa-
tients exhibited less bimodality and, thus, more unimodal
distributions than did the normal control subjects as ev-
idenced by the presence or absence of bimodality, SPFD
peak area, and measures of skewness and kurtosis. In ad-
dition, a continuum of intermediate intensity pixels and
unimodality was related to the severity of brain trauma.
These differences were independent of 3-mm vs, 5-mm
slice thickness and MRI scanner.

In a heterogeneous tissue such as the brain, partial vol-
ume effects are always present. However, in spite of par-
tial volume effects or slight variations in machine para-

TABLE 2. PERCENTAGE oF BmvopaL HisTocrAM DISTRIBUTIONS FROM THE Picker MRI
Slice number
1 2 3 4 5 6 7 8 9 10 11 12 13 14 15
Control 50 100 50 50 0 0 100 100 100 100 100 100 100 50 50
TBI 22 43 13 13 B 4 22 35 48 52 57 48 48 30 22
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patients (dashed lines).
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FIG. 5. Slice by slice mean skewness for the combined G.E. and Picker studies of normal controls (solid lines) and TBI pa-
tients (dashed lines). .
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FIG. 6. Slice by slice mean kurtosis for the combined G.E. and Picker studies of normal

(dashed lines).

meters, a bimodal distribution of pixel intensities is the
expected distribution in proton density images of a
healthy individual since the number of water atoms in the
gray matter is distinctly greater than in the white matter
(Bottomley et al., 1984). A crucial issue in the present
study is the extent to which MRI pixel gray scale distri-
butions distinguish between the brain’s gray and white
matter in TBI versus control subjects. However, the re-
sults of the present study indicate that the MRI distinc-
tion between gray matter and white matter is less in brain-
injured individuals than in normals, which is consistent
with reported visual examinations of MRI scans in TBI
patients (Groswasser et al., 1987). The finding of in-
creased number and a widening distribution of interme-
diate intensity pixels in TBI patients also cannot be ex-
plained by partial volume effects or machine parameter
differences. Thus, it follows that the constitution of brain
tissue is different between the TBI patients and the nor-
mal control subjects, which is reflected in an MRI pixel
intensity change (PIC). The finding of a gray matter and
white matter PD and T2 pixel intensity shift relative to
muscle further supports this conclusion.

Limitations of This Study

One of the most notable limitations of a histogram
approach to quantitative MRI is the fact that pixel in-

controls (solid lines) and TBI patients

tensity distributions are, to some extent, dependent on
machine parameters, such as magnet strength, pulse se-
quences, signal-to-noise, field of view, etc. In the pre-
sent study a number of steps were taken to minimize
machine-dependent effects and to compare interma-
chine differences. Normalization of the absolute value
of pixel intensity between machines and subjects was
accomplished by a Z transform; a +4 SD pixel distri-
bution limit helped minimize extraneous or noisy val-
ues (Brandt et al., 1994) and statistical analyses were
performed to- compare TBI patients and normals ac-
quired by two different MRI machines. Normalization
of pixel intensity shifts using a common tissue refer-
ence such as muscle was also used to control for pos-
sible MRI machine differences. Another limitation of
this study is the exclusive reliance on proton density
and not T1 and/or T2. Proton density was studied be-
cause the goal was to compare differences in gray and
white matter pixel distributions and proton density is
one of the best pulse sequences to distinguish between
gray and white matter (Clarke et al., 1995) and it is
the least dependent on MR machine parameters
(Bottomley et al., 1984; Elster, 1988). Although it is
generally agreed that T2-weighted and T2*-weighted
images are more sensitive to injury, the present analy-
sis is concerned with subtle changes in the distribution
of the gray and white matter pixel intensities. These
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changes, as our analyses indicate, may actually be
quantitatively significant without qualitative signs of
injury such as T2 hyperintensities. Finally, regression
analyses failed to reveal a statistically significant re-

lation between PIC and the interval of time between
injury and MRI test. Thus, the PIC reported in this pa-
per appears to reflect a “chronic” or long-term effect
of brain injury and not an acute effect such as edema.

10
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Traumatic Brain Injury and Reduced Gray-White
Matter Differentiation

A reasonable explanation for the reduced distinction
between gray versus white matter in TBI patients is that
there is, in fact, reduced tissue differentiation between
the gray and white matter due to the consequences of
brain injury (Groswasser et al., 1987; Streit and Kincaid-
Colton, 1995; Thomas and Steindler, 1995). The exact
histological basis for the observed pixel intensity change
(PIC), however, is unknown. Studies have shown that
TBI results in increased concentrations of microglia,
amyloid, phagocytic vacuoles, and other injury products
such as extracellular matrix components within both the
gray and white matter (Benes et al., 1977; Povlishock et
al., 1977; Povlishock and Kontos, 1985; Thomas and
Steindler, 1995). Comparisons of gray and white matter
pixel intensities with respect to muscle indicated a pixel
intensity shift toward higher proton densities and greater
T2 relaxation times in TBI patients (Figs. 8 and 9). The
reversal of direction and absence of a significant pixel
intensity shift in T1 indicates that increased water mo-
bility or increased free water (e.g., as seen by spin-lat-
tice interactions, or T1) cannot explain the differences
between normals and TBI patients. Instead increased pro-
ton density and T2 spin-spin relaxation times suggest the
possibility of increased protein/lipid mobility and/or a
new cellular component with different protein and/or
lipid water binding properties, such as glia, amyloids, or

12

shift with respect to muscle was observed

phagocytic vacuoles. Such changes may be, individually
or as a whole, responsible for the reduced differentiation
between gray and -white matter in TBI patients
(Bottomley et al., 1984; Elster, 1988). The widespread
and diffuse nature of the observed PIC was examined by
coloring the intermediate intensity pixels and displaying
them in individual 5-mm and 3-mm slices in normal con-
trols and TBI patients (see Fig. 7). This revealed a pro-
gressive increase in the distribution of intermediate in-
tensity pixels as a function of the severity of TBI
consistent with the haziness in the border zone observed
visually on MRI (Groswasser et al., 1987). In severe TBI
patients intermediate pixel intensities were widely dis-
tributed within the gray and white matter as well as at
the border of the gray and white matter. The distribution
of the ambiguous or “fuzzy” set of pixels appeared to re-
flect a gradient of increased number and distribution of
intermediate intensity pixels from mild to severe TBL
This pattern of increased intermediate intensity pixels,
when coupled with the finding of increased white matter
and gray matter proton density (Figs. 8 and 9), is con-
sistent with the histological findings of Povlishock and
Coburn (1989) and others (Streit and Kincaid-Colton,
1995; Thomas and Steindler, 1995) that there is a diffuse
increase in glial cells and other reactive products as a
function of the magnitude of traumatic brain injury. One
possible component of damage contributing to the ob-
served PIC and increasing numbers of intermediate in-
tensity pixels along the gray—white matter boundary
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could be DAL However, the presence of increased num-
bers of intermediate intensity pixels in the middle of the
gray and white matter indicates that a more general bio-
physical process than DAI alone is responsible for PIC,
especially in moderate and severe TBI patients.
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