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In the previous studies, carbon monoxide (CO) poisoning showed an imbalance between cerebral
perfusion and metabolism in the acute phase and the brain temperature (BT) in these patients remained
abnormally high from the acute to the subacute phase. As observed in chronic ischemic patients, BT
can continuously remain high depending on impairments of cerebral blood flow and metabolism; this
is because heat removal and production system in the brain may mainly be maintained by the balance
of these two factors; thus, cerebral white matter damage (WMD) affecting normal metabolism may
affect the BT in patients with CO poisoning. Here, we investigated whether the BT correlates with the

: degree of WMD in patients with subacute CO-poisoning. In 16 patients with subacute CO-poisoning,

. the BT and degree of WMD were quantitatively measured by using magnetic resonance spectroscopy

. and the fractional anisotropy (FA) value from diffusion tensor imaging dataset. Consequently, the
BT significantly correlated with the degree of WMD. In particular, BT observed in patients with
delayed neuropsychiatric sequelae, a crucial symptom with sudden-onset in the chronic phase after
CO exposure, might indicate cerebral hypo-metabolism and abnormal hemodynamics like *matched
perfusion,” in which the reduced perfusion matches the reduced metabolism.

. Brain temperature (BT) can be altered by the abnormal imbalance of two factors, the heat produced by cerebral
: metabolism and its removal by the cerebral blood flow (CBF)!, called the ‘heat removal’ theory. It has already
. been reported that BT elevation occurred in patients presenting abnormal cerebral hemodynamics such as acute
© stroke, chronic ischemia, and moyamoya disease? . Especially, patients who showed BT elevation commonly
© might have an accompanying condition called ‘misery perfusion™®. Misery perfusion involves a cerebral hemody-
. namic situation with reduced CBF and a maintained cerebral metabolic rate of oxygen (CMRO,), which indicates
an elevated oxygen extraction fraction (OEF). Carbon monoxide (CO) poisoning also causes strong imbalance
© in cerebral hemodynamics like misery perfusion, and an OEF elevation has been demonstrated using positron
* emission tomography (PET) with '*O-gas’, which is a gold standard modality for estimating the state of cerebral
. perfusion and metabolism. BT elevation in patients with CO-poisoning has clearly been observed in the acute
. phase, and the abnormal BT elevation persists until the subacute phase®. On the other hand, patients who pre-
sented delayed neuropsychiatric sequelae (DNS) showed remarkable BT reduction of >1 °C between the acute
. and subacute phases. It has been well known that the occurrence of DNS was highly associated with cerebral
. white matter damage (WMD) caused by progressive demyelination after CO inhalation®*%; thus, BT in patients
. with CO-poisoning may potentially be associated with the degree of WMD, which can affect brain metabolism.
. Thus, the aim of the present study was to investigate whether the BT in patients with CO-poisoning was associ-
ated with the degree of WMD in the subacute phase.
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Group No | Age (years) | M/F | COHb (%) | GCS | Symptom | Day of MRI FA Body T (°C) | BT (°C) | AT (°C)
Non-WMD | 1 34 M 38.6 5 IC 16 0.406 36.8 39.65 2.85
2 65 M 16.3 12 1C 18 0.398 36.1 39.20 3.10
3 56 M 12.2 15 Headache 15 0.397 36.7 40.45 3.75
4 34 M 44.1 10 IC 15 0.394 36.5 40.25 3.75
5 72 M 29.4 13 IC 15 0.381 — 39.75 —
6 30 M 37.9 14 IC 18 0.381 36.7 39.20 2.50
7 71 M 25 11 IC 15 0.375 — 39.75 —
WMD" 8* 23 F 37.1 10 IC 12 0.372 36.6 39.05 2.45
9 71 M 53 4 IC 15 0.367 36.3 39.00 2.70
10 51 F 355 10 IC 19 0.361 — 39.55 —
11 36 M 235 10 Dizziness 13 0.358 37.0 39.60 2.60
12 32 M 19.3 10 Headache 18 0.358 36.7 39.85 3.15
13 31 M 47.3 13 IC 15 0.354 36.5 39.10 2.60
14 48 M 44.0 6 IC 14 0.352 37.0 39.30 2.30
15% 34 M 34 8 IC 14 0.317 37.3 38.90 1.60
16* 48 M 28.6 6 1C 14 0.317 36.5 38.70 2.20

Table 1. Characteristics and clinical data of CO-poisoned patients. WMD, white matter damage; COHb,
carboxyhaemoglobin; GCS, Glasgow coma scale; MRI, magnetic resonance imaging; FA, fractional anisotropy;
Body T, body temperature; BT, brain temperature; IC, impairment of consciousness. —: no examination or no
data. “The FA value of patients in the WMD group was lower than the mean + standard deviation (0.374) of
FA values from the healthy subjects. "The BT of all patients was higher than the mean + 2 standard deviation
(38.3°C) of the BT determined from the healthy subjects. *Patients showing delayed neuropsychiatric sequelae.

Results

The clinical data and each parameter for all 16 patients are summarized in Table 1. All patients completely recov-
ered from the initial symptoms within 3 days after admission. Of these, thirteen patients (81%) showed no neu-
ropsychiatric symptoms for 6 weeks. The remaining three patients (19%) showed DNS after lucid interval (LI)
(case 8: 30 days, case 15: 26 days, and case 16: 27 days). All patients with DNS mainly showed cognitive dysfunc-
tion that continued until the 6th week (the mini-mental state examination scores at 6 weeks, case 8: 10, case 15:
22, and case 16: impracticable). We successfully performed magnetic resonance imaging (MRI) scans with good
quality in all 16 patients; however, the body temperature on the day of MRI scan could be measured at the ward
in only 13 patients because three patients (case 5, case 7, case 10) were discharged from the hospital before the
day of MRI scan (Table 1). Figure 1 shows the typical volume of interest (VOI) locations and spectra of magnetic
resonance spectroscopy (MRS) at the centrum semiovale on both sides, and Fig. 2 shows the region of interest
(ROT) locations for the measurements of fractional anisotropy (FA) and apparent diffusion coefficient (ADC)
from the diffusion tensor imaging (DTI) dataset (case 16). The intraclass correlation coefficient (ICC) for FA and
ADC measurements indicated good agreement (0.8182 and 0.8938, respectively).

The BT was abnormally higher in all 16 patients with CO-poisoning, and 9 and 7 patients (56% and 44%,
respectively) were assigned to the WMD group (7 men and 2 women; mean age: 41.6 £ 14.5 years; age range:
23-71 years) and the non-WMD group (7 men; mean age: 51.7 = 18.6 years; age range: 30-72 years), respectively,
with a cut-off FA value (0.374) from healthy subjects (Table 1). All three patients with DNS were included in the
WMD group. The BT in the non-WMD group was significantly higher than that in the WMD group (p =0.0311;
Fig. 3). When we defined 39.05 °C as the cut-off value by receiver operating characteristic (ROC) curve analysis,
BT was a good predictor for distinguishing all patients with DNS from other patients (sensitivity: 100%; specific-
ity: 92.3%; positive predictive value: 75.0%; negative predictive value 100%, area under curve: 0.974; confidential
interval: 0.752-1.00; p < 0.0001; Fig. 4). Additionally, BT was significantly correlated with the FA value (p =0.542,
p=0.0302), and linear regression analysis indicated a significant association (slope: 0.03350, p = 0.0480; inter-
cept: —0.9537, p =0.0095; F-test: p=0.0095; Fig. 4); however, there was no significant correlation between BT
and ADC (p=—0.279, p =0.2953). Moreover, no significant correlations were found between age and BT or FA
(p=0.195, p=0.4703; p=0.192, p = 0.4769, respectively).

Body temperature, which could be measured in only 13 patients (Table 1), was significantly lower than BT
(p <0.0002) and no significant correlation was observed between the two parameters (p=0.212, p =0.4868).
In addition, no significant difference in body temperature was observed between the WMD and non-WMD
groups (p = 0.4633). Furthermore, there was no significant correlation between body temperature and FA
(p=—0.249, p=0.4114). On the other hand, AT (=BT - body temperature) strongly correlated with FA
(p=0.733, p < 0.0043).

Discussion

The main findings of this study are as follows: (1) increased BT correlates with the degree of WMD; (2) AT,
which can represent pure BT effect by decreasing the effect of body temperature, more strongly correlates with
the degree of WMD in subacute CO poisoning. In addition, the BT in patients with subacute CO-poisoning
might be able to partially represent their brain metabolism because the BT was lower when WMD was stronger,
as seen in patients with severe WMD showing DNS in the present study. We also confirmed that patients with
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Figure 1. Region of interest location and typical spectra for magnetic resonance spectroscopy
measurement in a patient showing delayed neuropsychiatric sequelae on day 27 from admission (case 16).
Cho, choline; Cr, creatine; NAA, N-acetylaspartate.

Figure 2. Region of interest location defined on the non-diffusion weighted image (b =0 mm?/s) for the
measurement of fractional anisotropy (middle) and apparent diffusion coefficient (right) in a patient
showing delayed neuropsychiatric sequelae on day 27 from admission (case 16).

subacute CO-poisoning displayed high BT compared to body temperature and that the BT was abnormally high
compared to the normal BT from healthy controls as reported in a previous study®. Those findings suggested that
the basic regulation system for BT might have a different mechanism from that for body temperature regulation,
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Figure 3. Brain temperature (BT) in carbon monoxide (CO)-poisoned patients at the subacute phase.

The BT in subacute CO-poisoned patients was higher than the cut-off value of BT (38.3 °C) determined from

a control group. The BT in the white matter damage (WMD) group, composed of patients who showed a
fractional anisotropy value less than the cut-off value (0.374), was significantly lower than that in the non-
WMD group. Black circles indicate patients who showed delayed neuropsychiatric sequelae (DNS) after a
lucid interval; white circles indicate patients who showed no DNS but only initial symptoms within 3 days after
admission.
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Figure 4. Relation between the brain temperature (BT) and fractional anisotropy (FA) value in all 16
CO-poisoned patients at the subacute phase. The BT significantly correlated (p = 0.542, p=10.0302) and was
associated (slope: 0.03350, p =0.0480; intercept: —0.9537, p = 0.0095; F-test: p=0.0095) with the FA value, and
the dot curved lines indicate the 95% confidential interval. The horizontal and vertical lines indicate the cut-off
values of FA (0.374) and BT (39.05°C), respectively.

although the absolute BT value included a small effect of body temperature. No previous studies have examined
this relationship in patients with CO-poisoning by estimating the BT by means of "H-MRS and determining the
FA value from the DTT dataset.
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Brain temperature has traditionally been viewed as a parameter that passively reflects a collective state of brain
activity. On the other hand, it has been reported that BT might also act as a control parameter with a dynamic
fluctuation modulating brain activity and function'*'. In a recent animal study, it has been reported that BT in
songbirds could easily be increased by singing faster tempo songs'®, which suggested that subtle changes in neural
activity might affect BT. Also in a human study, such sensitive response of BT to neural activity was observed with
chemical shift-based BT measurement and functional MRI with visual stimulation’. The study also demonstrated
that an increase in regional CBF during functional stimulation could cause a BT reduction by 0.2°C and sub-
sequent local changes in oxygen metabolism. The findings in humans indicated that CBF could be significantly
associated with BT changes. However, when CBF continuously diminishes, BT would largely be defined by met-
abolic activity throughout the brain. In a previous study, CBF continuously decreased from 3 days to 1 month
after CO exposure not only in patients showing DNS but also in those showing no neuropsychiatric sequelae'”.
In other words, CBF remained abnormally low until the subacute phase, even if the brain damage was mild. High
OEF defined as misery perfusion, which indicates CBF reduction and maintained CMRO,, was also identified
by means of PET in the acute phase after CO exposure’. Various reports from patient studies suggested that high
BT could be associated with abnormal cerebral perfusion and metabolism, such as misery perfusion'. In fact,
as seen in a previous report®, an abnormally high BT was observed in all patients with subacute CO-poisoning.
Based on the heat removal mechanism in which heat produced by cerebral metabolism can be removed by CBE,
high BT can be observed when CBF is reduced. Thus, high BT in the present study might suggest that the heat
production by cerebral metabolism might exceed the heat removal by CBE. On the other hand, the mechanism
for continuous CBF reduction has been unclear. However, the cerebrovascular autoregulation can be damaged by
potent oxidative stress after CO exposure to the endothelial cells in the vascular lining during the acute phase!*!8.
Hence, CBF might be reduced, and then BT might depend strongly on cerebral metabolism, including the metab-
olism of glucose, oxygen, and active membrane at the subacute phase after CO exposure. Consequently, BT would
remain high even in the subacute phase.

In contrast, the direct mechanism causing BT reduction from the acute and subacute phase observed in
a previous study® has been unclear. However, it is well known that the subacute phase is an important phase
that indicates a risk of developing DNS in patients after CO exposure, and that WMD is highly associated with
the occurrence of DNS*1%121% Therefore, we hypothesized that BT is associated with WMD in patients with
CO-poisoning. Consequently, two patients with DNS with severe WMD, according to low FA value, showed
low BT compared to most other patients in the present study, although their BTs were still higher than those of
controls, even at the subacute phase. However, severe WMD could potentially decrease the BT to lower than the
limit of the normal BT (38.3 °C) (called ‘pseudo-normalization’) because these patients showed severe neuropsy-
chiatric symptoms, that is, DNS, in the chronic phase. Thus, these patients might have an abnormal state due to
reduced metabolism matching reduced CBE, like matched perfusion in patients with chronic ischemia?. If this is
true, then the BT reduction during the period between the acute and subacute phases in a previous study® might
be mainly due to WMD, that is, a metabolic reduction.

In the present work, no dynamic BT fluctuation measurement in real-time was performed; however, we might
incidentally indicate that BT was associated with brain function by assessing BT in DNS patients. In general, DNS
patients show severe cognitive impairment at the chronic phase and the impairment may be mainly caused by
progressive demyelination'®!?, which may start at the earlier phase. Low FA value of DNS patients observed in the
present work indicates cerebral white matter damage caused by such progressive demyelination. Consequently,
the cerebral metabolism associated with bran function might be reduced in DNS patients by the cerebral white
matter damage. Hypometabolism might cause low BT; thus, low BT might reflect cerebral hypometabolism caus-
ing the impairment of brain function as seen in DNS patients.

The present study could demonstrate that BT was significantly higher than body temperature, as seen in
Table 1, and no significant correlation was observed between the two temperatures in subacute CO poisoning. It
suggested that BT might have a different energy source and removal system from that of body temperature; that
is, different regulation mechanisms might exist for BT and body temperature. As seen in the present and previous
works, a remarkably abnormal state like CO poisoning or ischemia might sharply mark the basic difference in the
mechanism between BT and body temperature. Although there were few reports about direct BT measurement in
human, the difference between the two temperatures has already been reported?'. In a previous work, BT meas-
urement was performed by monitoring the ventricular catheter of patients with subarachnoid hemorrhage (SAH)
and they were assigned into different groups based on the difference between BT and body temperature (like AT
in the present study). The report demonstrated that the higher BT group showed good outcome after SAH and all
patients in the lower BT group died. In these results, the lower BT might reflect a remarkably low metabolism in
the brain and the main regulation system for BT might be independent of that of body temperature. Furthermore,
another previous study has reported a good significant correlation between BT and CMRO, in patients with
chronic ischemia®. Considering the large discrepancy between the abnormal high BT and normal body tempera-
ture in previous studies, it is natural to think that the basic mechanism to regulate BT might be different from that
for body temperature, at least when the brain is in an abnormal state like low perfusion, low metabolism, and/or
hypoxia after strong damage like SAH, ischemia, and CO poisoning®%?1-%,

It may be difficult to clearly distinguish the main mechanisms underlying the two temperatures because of
the complex relationship, where small differences are difficult to estimate, especially in healthy volunteers?!. Even
during normal neuronal activation in the brain, if CBF can be increased according to oxygen consumption in the
activated areas’, BT could regionally be decreased because of increased heat removal exceeding increased heat
production. In a broad perspective, it has already been reported that the mean BT and tympanic temperature
are independent of each other in humans®. Indeed, this relationship also is now unclear; however, a special state
such as that showing OEF elevation and/or severe WMD might clarify the different mechanisms because the
resulting abnormal situation could be a key to separately estimate the difference between body temperature and
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BT. Because of such an abnormal state, conventional relationships between age and BT or FA might be hidden
because aging can reduce the brain metabolism and cause mild demyelination in the white matter?>?’.

The present study has some limitations. First, we used single-voxel MRS for BT measurement. Multi-voxel
MRS has been suggested to be a more powerful tool for the visualization of temperature distribution than the
single-voxel technique. Second, patients who showed persistent severe symptoms could not be enrolled because
they were not admitted to the hospital. Third, the effect of inflammation on BT could not be clarified by using
inflammatory markers such as interleukin-62*. Fourth, the actual situation of cerebral perfusion and metabolism
could not be assessed by using PET, which is the gold standard for estimating cerebral hemodynamics. These need
to be validated in further studies by means of quantitative comparisons between the BT and PET findings. Fifth,
the relation between BT and brain activity in real-time has been unclear because no BT fluctuation measurement
was performed in the present study.

In conclusion, the present study demonstrated that the BT was abnormally high in patients with CO-poisoning
at the subacute phase, which was significantly correlated with the degree of WMD. The near-normal BT observed
in patients with severe WMD, especially in patients with DNS, might indicate cerebral hypometabolism as seen in
patients with “matched perfusion,” where the reduced perfusion matches the reduced metabolism.

Methods

Patients. Patients admitted to our institution between October 2009 and April 2011 were included in this
study. The entry criteria for this study were as follows: provision of written informed consent to participate, from
the patient or the patient’s family members; age <80 years and >20 years; diagnosis of CO poisoning caused by a
fire or charcoal burning; no history of brain disorders, including surgical operation, irradiation, stroke, infection,
remarkable atrophy, or demyelinating disease. The diagnosis was based on a current CO exposure and the pres-
ence of initial neurological symptoms on admission. Among the 25 patients admitted to our hospital suspected to
have CO poisoning, a total of 16 patients (14 men, 2 women; mean age, 46.0 = 16.6 years; age range, 23-72 years)
who matched to the above criteria were enrolled. Nine patients were excluded owing to having another systemic
disorder (connective tissue disease, n= 1), severe brain atrophy (n=1), being older than >80 years (n = 3), hav-
ing no good spectra (n=1), and having no MRI scan at the subacute phase (n=3). In each patient, we evaluated
the initial neurological symptoms including level of consciousness by using the Glasgow coma scale and the
percentage of carboxyhaemoglobin in arterial blood immediately after admission. All patients were treated with
hyperbaric oxygen therapy started within 24 h of admission. The day of CO inhalation was defined as day 1 in this
study. The neuropsychiatric symptoms were continuously observed during 6 weeks. DNS was defined by using
the following two criteria: first, the onset was from 1 week to 6 weeks after LI, which is the period during which a
DN patient temporarily shows no neurological deficits and no cognitive impairments after recovering from the
initial symptoms within 3 days; second, various characteristic symptoms of DNS appeared, such as Parkinsonism,
urinary incontinence, dementia, and obvious personality change that the family can recognize. If DNS appeared
in a patient, MMSE was performed for simply assessing general intellectual function®. Furthermore, evidences of
obvious personality change according to interviews with the patient’s family were also investigated together with
the diagnosis of dementia. All MRI procedures were performed for all 16 patients in the subacute phase (mean,
15.44 2.0 days; range, 12-19 days), by using a 3-T MRI scanner (Signa Excite HD; GE Healthcare, Milwaukee,
WI, USA) with an eight-channel head coil. Body temperature was measured at the ward before the MRI scan in
each patient who stayed in the hospital until the day of MRI. All study protocols were approved by the Ethics
Committee of Iwate Medical University, Morioka, Japan and were carried out in accordance with the approved
relevant guidelines and regulations.

BT measurement. Magnetic resonance spectra from single-voxel MRS were acquired by using
point-resolved spectroscopy with the following parameters: repetition time (TR), 2000 ms; echo time (TE),
144 ms; and VOI, 1.5 X 1.5 x 1.5 cm?. Avoiding contamination of the signal by cerebrospinal fluid in the lateral
ventricle and sulci, the VOI was carefully placed on the bilateral centrum semiovale in the deep cerebral white
matter on an axial fast spin echo short-inversion time inversion recovery (FSE-STIR) image scanned before the
MRS acquisition (TR/TE, 5600/23.2 ms; inversion time, 100 ms; matrix size, 512 x 256; field of view [FOV],
24 x 24 cm?; slice thickness, 4.0 mm with 1.5 mm interslice gaps; number of slices, 24; number of average, 1;
parallel imaging reduction factor, 2). Raw data from MRS (4096 zero filling, 1 Hz apodization, and fast Fourier
transform) were automatically analysed by using an automatic curve-fitting procedure and decomposed into
Lorentzian peak components on the MR console. The BT for each VOI was calculated from the amount of the
chemical shift difference between the water (H,0) and N-acetylaspartate (NAA) signals as A(H,0-NAA), by
using the calibration data from Cady et al., as follows: T [°C] =286.9—94* A(H,0-NAA)?. The BT was calcu-
lated from the A(H,0-NAA) of MRS by using a custom-made temperature analysis software. Two BTs from the
bilateral centrum semiovale in each patient were averaged, and the averaged value was defined as the BT in each
patient. When a BT was higher than the cut-off value (38.3 °C), which was defined by the mean + 2 x standard
deviations of the BTs from a control group (mean, 37.8 £ 0.28 °C; range, 37.3-38.2 °C) composed of 15 healthy
subjects showing no pathological lesions (12 men, 3 women; mean age, 30.2 & 6.2 years; age range, 21-50 years),
the BT was defined as abnormally high.

DTI for assessing the degree of WMD.  After the MRS acquisition for a BT measurement, DTI was
performed in all patients with the FOV; slice thickness, slice number, and slice position identical to those used
for obtaining the FSE-STIR image. The other imaging parameters were as follows: axial single-shot spin-echo
echo-planar imaging; TR/TE, 10,000/66 ms; motion-probing gradient directions, 6; b value, 0 and 1000 [s/mm?];
number of average, 3; parallel imaging reduction factor, 2. The FA and ADC maps were calculated in each patient
from the DTT dataset after the correction of image distortion on the MRI console. The maps were transferred to
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a workstation and transformed from DICOM image format into ANALYZE image format by using free software
(MRIcro, http://www.cabiatl.com/mricro/)*. Each FA and ADC value was measured at a slice including the cen-
trum semiovale by using a same region of interest (ROI), which was manually placed by a single operator on the
non-diffusion weighted (b= 0s/mm?) image obtained with DTI acquisition. The ROI was automatically located
on the FA and ADC map by using MRIcro. Each FA and ADC value at the centrum semiovale was measured twice
to assess the intraclass correlation coeflicient (ICC), which can validate the reliability of the measurement in an
operator. The mean of two values, measured on the left and right sides, was defined as each FA or ADC value in
each patient. All patients were assigned to one of two study groups according to the normal cut-off value for FA
from a control group. The cut-oft value was defined by the mean — standard deviations of the FA values (mean,
0.4040.03; range, 0.36-0.45) from 17 healthy subjects showing no pathological lesions (14 men, 3 women; mean
age, 39.1 & 10.6 years; age range, 22-58 years). A patient showing an FA value lower than the cut-off value (0.374)
was assigned to the WMD group (including mild and severe WMD), whereas a patient showing an FA value
higher than the cut-oft value was assigned to the non-WMD group.

Statistical analysis. The BT was compared between the WMD and non-WMD groups by using
Mann-Whitney U test. To assess the relation between the BT and the FA value, ADC value, or body temperature,
Spearman’s rank correlation coefficient was calculated. Then, linear regression analysis was performed to clarify
the association between BT and other parameters, of which the rank correlation coefficient indicated the relation
with the statistical significance. In addition, ROC curve analysis was performed to define an optimized BT at the
subacute phase, to distinguish DNS patients from those showing no DNS. To confirm the effect of age on the BT
and FA, Spearman’s rank correlation coefficient was calculated between age and BT or FA. Furthermore, we exam-
ined the difference between BT and body temperature with Wilcoxon signed-rank test. Next, we calculated AT
(=BT-body temperature) to exclude the body temperature effect on BT, and examined the correlation between
AT and FA with Spearman’s rank correlation coefficient. All statistical procedures were performed with MedCalc
statistical software version 13.1.2 (MedCalc Software bvba, Ostend, Belgium; http://www.medcalc.org; 2014), and
the significance was examined at the p < 0.05 level.

References
1. Yablonskiy, D. A., Ackerman, J. J. & Raichle, M. E. Coupling between changes in human brain temperature and oxidative metabolism

during prolonged visual stimulation. Proceedings of the National Academy of Sciences of the United States of America 97, 7603-7608

(2000).

Yamada, K. et al. Moyamoya patients exhibit higher brain temperatures than normal controls. Neuroreport 21, 851-855, doi:

10.1097/WNR.0b013e32833d6b7a (2010).

. Ishigaki, D. et al. Brain temperature measured using proton MR spectroscopy detects cerebral hemodynamic impairment in patients
with unilateral chronic major cerebral artery steno-occlusive disease: comparison with positron emission tomography. Stroke; a
journal of cerebral circulation 40, 3012-3016, doi: 10.1161/STROKEAHA.109.555508 (2009).

4. Karaszewski, B. et al. Measurement of brain temperature with magnetic resonance spectroscopy in acute ischemic stroke. Annals of
neurology 60, 438-446, doi: 10.1002/ana.20957 (2006).

. Powers, W. J. & Raichle, M. E. Positron emission tomography and its application to the study of cerebrovascular disease in man.
Stroke; a journal of cerebral circulation 16, 361-376 (1985).

6. Baron, J. C. et al. Reversal of focal “misery-perfusion syndrome” by extra-intracranial arterial bypass in hemodynamic cerebral
ischemia. A case study with 150 positron emission tomography. Stroke; a journal of cerebral circulation 12, 454-459 (1981).

7. De Reuck, J. et al. A positron emission tomography study of patients with acute carbon monoxide poisoning treated by hyperbaric
oxygen. Journal of neurology 240, 430-434 (1993).

8. Fujiwara, S. et al. Brain temperature measured by H-magnetic resonance spectroscopy in acute and subacute carbon monoxide
poisoning. Neuroradiology, doi: 10.1007/s00234-015-1600-y (2015).

9. Fujiwara, S. et al. Detecting damaged regions of cerebral white matter in the subacute phase after carbon monoxide poisoning using
voxel-based analysis with diffusion tensor imaging. Neuroradiology 54, 681-689, doi: 10.1007/s00234-011-0958-8 (2012).

10. Beppu, T. et al. Fractional anisotropy in the centrum semiovale as a quantitative indicator of cerebral white matter damage in the
subacute phase in patients with carbon monoxide poisoning: correlation with the concentration of myelin basic protein in
cerebrospinal fluid. Journal of neurology 259, 1698-1705, doi: 10.1007/s00415-011-6402-5 (2012).

11. Beppu, T. et al. Assessment of damage to cerebral white matter fiber in the subacute phase after carbon monoxide poisoning using
fractional anisotropy in diffusion tensor imaging. Neuroradiology 52, 735-743, doi: 10.1007/s00234-009-0649-x (2010).

12. Parkinson, R. B. et al. White matter hyperintensities and neuropsychological outcome following carbon monoxide poisoning.
Neurology 58, 1525-1532 (2002).

13. Weaver, L. K. Clinical practice. Carbon monoxide poisoning. The New England journal of medicine 360, 1217-1225, doi: 10.1056/
NEJMcp0808891 (2009).

14. Kiyatkin, E. A., Brown, P. L. & Wise, R. A. Brain temperature fluctuation: a reflection of functional neural activation. Eur ] Neurosci
16, 164-168 (2002).

15. Wang, H. et al. Brain temperature and its fundamental properties: a review for clinical neuroscientists. Front Neurosci 8, 307, doi:
10.3389/fnins.2014.00307 (2014).

16. Aronov, D. & Fee, M. S. Natural changes in brain temperature underlie variations in song tempo during a mating behavior. PloS one
7, €47856, doi: 10.1371/journal.pone.0047856 (2012).

17. Watanabe, N. et al. Statistical parametric mapping in brain single photon computed emission tomography after carbon monoxide
intoxication. Nuclear medicine communications 23, 355-366 (2002).

18. Cronje, E. J., Carraway, M. S., Freiberger, J. J., Suliman, H. B. & Piantadosi, C. A. Carbon monoxide actuates O(2)-limited heme
degradation in the rat brain. Free Radic Biol Med 37, 1802-1812, doi: 10.1016/j.freeradbiomed.2004.08.022 (2004).

19. Beppu, T. The role of MR imaging in assessment of brain damage from carbon monoxide poisoning: a review of the literature. AJNR.
American journal of neuroradiology 35, 625-631, doi: 10.3174/ajnr.A3489 (2014).

20. Kuroda, S. et al. Cerebral oxygen metabolism and neuronal integrity in patients with impaired vasoreactivity attributable to

occlusive carotid artery disease. Stroke; a journal of cerebral circulation 37, 393-398, doi: 10.1161/01.STR.0000198878.66000.4e

(2006).

Otawara, Y. et al. Brain and systemic temperature in patients with severe subarachnoid hemorrhage. Surg Neurol 60, 159-164;

discussion 164 (2003).

22. Rumana, C. S., Gopinath, S. P, Uzura, M., Valadka, A. B. & Robertson, C. S. Brain temperature exceeds systemic temperature in
head-injured patients. Crit Care Med 26, 562-567 (1998).

N

w

w

21.

—

SCIENTIFICREPORTS | 6:36523 | DOI: 10.1038/srep36523 7


http://www.cabiatl.com/mricro/
http://www.medcalc.org

www.nature.com/scientificreports/

23. Mellergard, P. Intracerebral temperature in neurosurgical patients: intracerebral temperature gradients and relationships to
consciousness level. Surg Neurol 43, 91-95 (1995).

24. Whiteley, W. N. et al. Do acute phase markers explain body temperature and brain temperature after ischemic stroke? Neurology 79,
152-158, doi: 10.1212/WNL.0b013e31825f04d8 (2012).

25. Shiraki, K. et al. Independence of brain and tympanic temperatures in an unanesthetized human. Journal of applied physiology 65,
482-486 (1988).

26. Sakai, K., Yamada, K., Mori, S., Sugimoto, N. & Nishimura, T. Age-dependent brain temperature decline assessed by diffusion-
weighted imaging thermometry. NMR in biomedicine 24, 1063-1067, doi: 10.1002/nbm.1656 (2011).

27. Wijtenburg, S. A. et al. Relationship between fractional anisotropy of cerebral white matter and metabolite concentrations measured
using (1)H magnetic resonance spectroscopy in healthy adults. Neurolmage 66, 161-168, doi: 10.1016/j.neuroimage.2012.10.014
(2013).

28. Folstein, M. E, Folstein, S. E. & McHugh, P. R. “Mini-mental state”. A practical method for grading the cognitive state of patients for
the clinician. Journal of psychiatric research 12, 189-198 (1975).

29. Cady, E. B., D’Souza, P. C,, Penrice, J. & Lorek, A. The estimation of local brain temperature by in vivo 1H magnetic resonance
spectroscopy. Magnetic resonance in medicine: official journal of the Society of Magnetic Resonance in Medicine/Society of Magnetic
Resonance in Medicine 33, 862-867 (1995).

30. Rorden, C. & Brett, M. Stereotaxic display of brain lesions. Behav Neurol 12, 191-200 (2000).

Acknowledgements

This study was supported in part by Grant-in-Aid for Scientific Research (C) (No. 22592020, 2012-2014 and No.
15K09935, 2015-2018), grants from Grant-in-Aid for Strategic Medical Science Research (51491001, 2014-2018)
from the Ministry of Education, Culture, Sports, Science and Technology of Japan.

Author Contributions

guarantor of integrity of the entire study: S.E and T.B. Study concepts: S.F. Study design: T.B. Definition of
intellectual content: Y.Y. and T.M. Literature research: S.E Clinical studies: T.B. Experimental studies: H.N.
Data acquisition: H.N., Y.Y. and T.M. Data analysis: S.F. Statistical analysis: S.F. Manuscript preparation: S.E
Manuscript editing: S.E, Y.Y., T.B., A.O. and K.O. Manuscript review: S.E, Y.Y., T.B., A.O. and K.O.

Additional Information
Competing financial interests: The authors declare no competing financial interests.

How to cite this article: Fujiwara, S. et al. Relation between brain temperature and white matter damage in
subacute carbon monoxide poisoning. Sci. Rep. 6, 36523; doi: 10.1038/srep36523 (2016).

Publisher's note: Springer Nature remains neutral with regard to jurisdictional claims in published maps and
institutional affiliations.

This work is licensed under a Creative Commons Attribution 4.0 International License. The images

B o1 other third party material in this art.icle are included in the article’s Creative Commons license,
unless indicated otherwise in the credit line; if the material is not included under the Creative Commons license,
users will need to obtain permission from the license holder to reproduce the material. To view a copy of this
license, visit http://creativecommons.org/licenses/by/4.0/

© The Author(s) 2016

SCIENTIFIC REPORTS | 6:36523 | DOI: 10.1038/srep36523 8


http://creativecommons.org/licenses/by/4.0/

	Relation between brain temperature and white matter damage in subacute carbon monoxide poisoning

	Results

	Discussion

	Methods

	Patients. 
	BT measurement. 
	DTI for assessing the degree of WMD. 
	Statistical analysis. 

	Acknowledgements
	Author Contributions
	﻿Figure 1﻿﻿.﻿﻿ ﻿ Region of interest location and typical spectra for magnetic resonance spectroscopy measurement in a patient showing delayed neuropsychiatric sequelae on day 27 from admission (case 16).
	﻿Figure 2﻿﻿.﻿﻿ ﻿ Region of interest location defined on the non-diffusion weighted image (b = 0 mm2/s) for the measurement of fractional anisotropy (middle) and apparent diffusion coefficient (right) in a patient showing delayed neuropsychiatric sequelae 
	﻿Figure 3﻿﻿.﻿﻿ ﻿ Brain temperature (BT) in carbon monoxide (CO)-poisoned patients at the subacute phase.
	﻿Figure 4﻿﻿.﻿﻿ ﻿ Relation between the brain temperature (BT) and fractional anisotropy (FA) value in all 16 CO-poisoned patients at the subacute phase.
	﻿Table 1﻿﻿. ﻿  Characteristics and clinical data of CO-poisoned patients.



 
    
       
          application/pdf
          
             
                Relation between brain temperature and white matter damage in subacute carbon monoxide poisoning
            
         
          
             
                srep ,  (2016). doi:10.1038/srep36523
            
         
          
             
                Shunrou Fujiwara
                Yoshichika Yoshioka
                Tsuyoshi Matsuda
                Hideaki Nishimoto
                Akira Ogawa
                Kuniaki Ogasawara
                Takaaki Beppu
            
         
          doi:10.1038/srep36523
          
             
                Nature Publishing Group
            
         
          
             
                © 2016 Nature Publishing Group
            
         
      
       
          
      
       
          © 2016 The Author(s)
          10.1038/srep36523
          2045-2322
          
          Nature Publishing Group
          
             
                permissions@nature.com
            
         
          
             
                http://dx.doi.org/10.1038/srep36523
            
         
      
       
          
          
          
             
                doi:10.1038/srep36523
            
         
          
             
                srep ,  (2016). doi:10.1038/srep36523
            
         
          
          
      
       
       
          True
      
   




