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Hypothesis: The use of freehand stereotactic image-guidance with a target registration

error (TRE) of µTRE + 3σTRE < 0.5mm for navigating surgical instruments during

neurotologic surgery is safe and useful.

Background: Neurotologic microsurgery requires work at the limits of human visual

and tactile capabilities. Anatomy localization comes at the expense of invasiveness

caused by exposing structures and using them as orientation landmarks. In the

absence of more-precise and less-invasive anatomy localization alternatives, surgery

poses considerable risks of iatrogenic injury and sub-optimal treatment. There exists an

unmet clinical need for an accurate, precise, and minimally-invasive means for anatomy

localization and instrument navigation during neurotologic surgery. Freehand stereotactic

image-guidance constitutes a solution to this. While the technology is routinely used in

medical fields such as neurosurgery and rhinology, to date, it is not used for neurotologic

surgery due to insufficient accuracy of clinically available systems.

Materials and Methods: A freehand stereotactic image-guidance system

tailored to the needs of neurotologic surgery–most importantly sub-half-millimeter

accuracy–was developed. Its TRE was assessed preclinically using a task-specific

phantom. A pilot clinical trial targeting N = 20 study participants was conducted

(ClinicalTrials.gov ID: NCT03852329) to validate the accuracy and usefulness of

the developed system. Clinically, objective assessment of the TRE is impossible

because establishing a sufficiently accurate ground-truth is impossible. A method was

used to validate accuracy and usefulness based on intersubjectivity assessment of

surgeon ratings of corresponding image-pairs from the microscope/endoscope and the

image-guidance system.

Results: During the preclinical accuracy assessment the TRE was measured as

0.120 ± 0.05mm (max: 0.27mm, µTRE + 3σTRE = 0.27mm, N = 310). Due to the

COVID-19 pandemic, the study was terminated early after N = 3 participants. During an

endoscopic cholesteatoma removal, a microscopic facial nerve schwannoma removal,

and a microscopic revision cochlear implantation, N = 75 accuracy and usefulness

ratings were collected from five surgeons each grading 15 image-pairs. On a scale from 1
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(worst rating) to 5 (best rating), the median (interquartile range) accuracy and usefulness

ratings were assessed as 5 (4–5) and 4 (4–5) respectively.

Conclusion: Navigating surgery in the tympanomastoid compartment and potentially

in the lateral skull base with sufficiently accurate freehand stereotactic image-guidance

(µTRE + 3σTRE < 0.5mm) is feasible, safe, and useful.

Clinical Trial Registration: www.ClinicalTrials.gov, identifier: NCT03852329.

Keywords: clinical trial, neurotology, lateral skull, lateral skull base, temporal bone, image-guidance, surgical

navigation, accurate navigation in neurotology

INTRODUCTION

The temporal bone anatomy is unique in the human body with
a geometric size in the submillimeter range (1). In addition, the
homogenously colored and structured bone obscures anatomical
structures to the human eyes and tactile sensations. Hence,
neurotologic microsurgery requires surgeons to operate at the
limits of their visual and tactile capabilities, safe instrument
guidance is challenging, and experience is paramount to a safe
procedure. To maximize surgical safety during neurotologic
surgery, structures that would ideally be preserved are exposed
sequentially based on their expected spatial locations and
arrangement. The exposed structures are then used as landmarks
to infer the instruments’ location in the context of the anatomy
and used to guide the surgical procedure. While this manual
visuospatial localization method is standard in neurotologic
surgery, (1) it is inherently invasive as instrument localization
demands overexposure of the surgical situs to be safe (i.e.,
invasiveness is the burden accepted for the localization of
anatomy and instruments), and (2) its localization accuracy is
dependent on experience and anatomy, i.e., the more abnormal
the anatomy, the lower the localization accuracy and precision.

There exists an unmet clinical need for sub-half-millimeter
accurate and precise anatomy localization and instrument
navigation during neurotologic surgery to reduce invasiveness
and potentially avoid harm to critical anatomical structures.

During the 1980s, electromyography monitoring of the

facial nerve and stereotactic image-guidance, were explored as
potential solutions to this longstanding unmet need. In the
last 30 years, facial nerve monitoring has proven valuable
and is routinely used to map the facial nerve (2). However,
after 30 years of intensive preclinical and clinical research on
freehand stereotactic image-guidance, other surgical domains
such as sinus surgery (3) and neurosurgery (4) benefit from
the standard application of the technology. Despite the clinical
availability of systems with negligible system-associated costs,
freehand stereotactic image-guidance is not routinely used in
neurotologic surgery (5). Custom (6) and commercially (7–13)
available freehand stereotactic image-guidance systems were used
in numerous clinical research applications. The technology was
reported as useful for identifying anatomy and pathology in
(pseudo)neoplasm resection (7, 8, 13), cochlear implantation
(9, 10), congenital aural atresia (12), and auricular implant
(14) surgery but no significant effects on safety or efficacy

were demonstrated. Other attempts have suggested potential
usefulness in otologic, petrous apex, and internal auditory canal
surgery (6, 11, 15, 16). The persistent lack of proven effects
and absence in routine use, however, indicate that the clinically
available freehand image-guidance systems still do not meet the
needs of neurotologic surgery, most importantly the need for
sub-half-millimeter localization accuracy and precision.

The technical challenge of providing image-guidance with
an accuracy <0.5mm (µTRE + 3σTRE) has been solved to
enable minimally-invasive cochlear implantation using a
keyhole approach (17, 18). Safe image-guided creation of a
keyhole middle and inner ear access effective for cochlear
implantation requires an image guidance error <0.5mm
(µTRE + 3σTRE) (19). Clinical studies using microstereotactic
frames (20) and an image-guided robot (21, 22) demonstrated
that an accuracy <0.5mm (µTRE + 3σTRE), required for
safe cochlear access (19), can be provided in a clinical
setting. By now, a task-autonomous image-guided robot
indicated for use in cochlear implantation (HEARO R©,
CASCINATION AG, Switzerland) is available on the market.
It delivers the required performance characteristics, enabling
safe creation of a middle and inner ear access effective for
cochlear implantation.

Analogously, for the safe use of freehand stereotactic
image-guidance in the sub-half-millimeter sized temporal bone
anatomy, the localization accuracy and precision must be
proportionate, i.e., the target registration error (TRE) (23) must
be such that µTRE + 3σTRE < 0.5 mm.

Today, no clinically available freehand stereotactic
image-guidance system provides a localization
accuracy and precision within this range sufficient for
neurotologic surgery.

Here we present a clinical study with a freehand stereotactic
image-guidance system tailored to neurotologic surgery
for which the accuracy was preclinically verified to be
<0.5mm (µTRE + 3σTRE). The objective assessment
of quantitative instrument localization errors <0.5mm
(µTRE + 3σTRE) is impossible in a clinical setting
because establishing a sufficiently accurate ground-truth
is impossible. Therefore we herein propose and applied
a method to clinically validate the accuracy of freehand
stereotactic image-guidance based on surgeons’ ratings of
corresponding image pairs from the microscope and the
image-guidance system.
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METHODS

A System Tailored to Neurotologic Surgery
Based on image-guidance technology developed for robotic
cochlear implantation with proven accuracy µTRE + 3σTRE =

0.39mm (21), a freehand stereotactic image-guidance system
tailored to neurotologic surgery, i.e., sufficient accuracy and
precision (µTRE + 3σTRE < 0.5mm), and compatibility in
transmastoidal, transfacial recess, transmeatal, transtympanic,
and transpetrosal approaches to the internal auditory canal,
petrous apex, middle and inner ear - was implemented
(Figure 1).

A spatial tracking system with a maximum measurement
error ≤ 0.05mm was used (CamBar B1, Axios 3D Services,
Germany). A tracked handpiece embedding an instrument
mount enabled the tracking of a registration (length: 30mm,
tip diameter: 2.8mm) and a pointer (length: 60mm, tip
diameter: of 0.4mm) instrument. The instruments’ geometries
were preoperatively calibrated.

A tripod was developed that combines bone-anchored
registration fiducials and rigid attachment of the patient tracker
to the patient in a single structure. The tripod body was made
of radio-translucent carbon-reinforced polyether ether ketone
(PEEK). It embeds four titanium registration fiducials, three of
which contact the skull. Additionally, the template provided an
interface to attach the patient tracker. The tripod structure was
rigidly fixed to the skull with a bone screw.

A portable CBCT scanner designed for intraoperative use
was used for imaging (resolution: 0.2 mm3; XCAT, Xoran
Technologies, USA) in combination with a metal-free horse-
shoe headrest (Maquet, Germany). To annotate the temporal
bone, facial nerve, chorda tympani, ossicles, cochlea, and the ear
canal in the image data and compute 3D reconstructions thereof,
OTOPLAN R© (CASCINATION AG, Switzerland) was used. The
positions of the titanium registration fiducials are automatically
detected in OTOPLAN R©.

The processed image data was fed into a custom navigation
software that superimposes the location of the tracked
instruments on top.

Preclinical TRE Assessment
In a technical preclinical setting, the TRE of the developed
system was assessed using a task-specific phantom complying
with the requirements from the standard for measurement
of positional accuracy of computer assisted surgical systems
[ASTM F2554 (24), Figure 2]. The phantom consists of a carbon-
fiber structure mimicking the left and right temporal bone
anatomy. The carbon material assures negligible deformation
due to acting forces and temperature changes. The registration
tripod is fixed on the structure using a bone screw. Sixty-two
titanium screws were fixed on the carbon structure and serve as
target structures. The geometry of the phantom was measured
with a coordinate measurement machine (CMM, measurement
error ≤0.015mm; dim Dienste Industrielle Messtechnik GmbH,
Germany). The phantom thereby allows measurement of the
TRE of a freehand stereotactic image-guidance system with
a measurement accuracy ≤0.015mm and is thus suitable for

assessing the errors of freehand stereotactic image-guidance
systems down to∼0.1mm [ASTM F2554 (24)].

During the experiments, the patient tracker was attached to
the tripod structure. The positions of the registration fiducials
embedded in the tripod template and all 62 target screws were
measured five times by three study participants. The tracking
measurements were registered to the CMMmeasurements using
the registration fiducials. The TRE was calculated for each
target screw.

To include error contributions from imaging in the
TRE measurements, a CBCT image (resolution: 0.2 mm3;
XCAT, Xoran Technologies, USA) was acquired. In the
image data, the registration fiducials and target screws were
automatically detected using OTOPLAN R© (CASCINATION
AG, Switzerland). The tracking measurements were registered
to the image data using the registration fiducials. The end-to-
end system TRE (inclusive error contributions from imaging)
was calculated at each target screw. To this end, the CMM
measurements were registered to the detected target screw
positions and used as ground truth.

Mean, standard deviation, and maximum TRE values
were calculated.

Clinical Accuracy and Usefulness
Validation
Study Design
A prospective, single-arm, noncontrolled pilot clinical trial
targeting N = 20 study participants between January and
July 2020 was planned (KEK 2019-00128, Swissmedic
10000563, ClinicalTrials.gov ID: NCT03852329) to validate
the accuracy and usefulness of the developed system during
neurotologic surgery.

The primary objective of the clinical trial was to validate
the image-guidance accuracy, knowing that the establishment
of a sufficiently accurate ground truth and thus the objective
measurement of the quantitative error is infeasible in a clinical
setting. A method based on accuracy and usefulness ratings of
correspondingmicroscope and image-guidance views of multiple
surgeons was proposed and used for this study. The secondary
objective was to evaluate the usefulness of the information
obtained from the freehand stereotactic image-guidance system.

Participant recruitment started 01.01.2020 and included full-
aged, non-pregnant patients, which were regularly scheduled for
an otologic or neurotologic surgical procedure. Informed consent
was obtained at the latest during hospital admission the day
before the surgery.

Intraoperative Workflow
The complete intervention was performed under
general anesthesia.

Patient Preparation and System Setup
The participant was prepared for the surgery according to clinical
standards. The navigation system was set up concurrently. The
navigation platform was positioned next to the operating table
opposite to the surgeon. The spatial tracking camera was fixed
on the operating table and connected to the platform. The
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FIGURE 1 | Freehand stereotactic image-guidance system tailored to neurotologic surgery. It comprises a spatial tracking camera, a tracked handpiece providing the

possibility to track a registration and pointer instrument, a bone-anchored tripod embedding four titanium registration fiducials and providing an interface to attach the

patient tracker, and a navigation user interface.

microscope or endoscope video stream was rerouted to the
navigation platform.

Tripod Fixation
The tripod with embedded registration fiducials was fixed to the
skull supero-posterior to the ear canal using one bone screw.
To this end, the site was prepared with local anesthetics and
four stab incisions, one for the bone screw, and three for the
tripod legs contacting the bone. A pilot hole was drilled using a
drill (OsteoDriver 2, OsteoMed, USA) with a mechanical stop at
4 mm.

CBCT Imaging
Subsequently, a CBCT image was acquired in the operating room
(resolution: 0.2 mm3; XCat, XORAN Technologies, USA).

Conventional Surgical Treatment
Thereafter, the surgical procedure proceeded according to
clinical standards.

Image Annotation
Simultaneously, the image data were preprocessed using
OTOPLAN R© (CASCINATION AG, Switzerland). The

registration fiducials were automatically detected and the
temporal bone, facial nerve, chorda tympani, cochlea, malleus,
incus, stapes, and ear canal were semi-automatically segmented.
The semi-circular canals were manually segmented using Amira
(Thermo Fischer Scientific, USA). The image data and extracted
information were transferred to the navigation platform.

Start Navigation
The surgical procedure was interrupted for a few minutes. The
navigation software was started. The patient tracker was attached
to the tripod and the tracking camera’s orientation was adjusted
toward the patient. The registration instrument was mounted
in the handpiece and the surgeon was guided through the
registration procedure by the navigation software. Thereafter,
the navigation software superimposed the tracked instrument
position on the preprocessed image data.

Data Collection
After registration, the surgical procedure was continued
according to clinical standards. Whenever a suitable landmark
was exposed, the pointer was positioned on the landmark
(Figure 3) and, at the press of a button, the navigation software
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FIGURE 2 | Experimental setup to preclinically verify a TRE < 0.5mm (µTRE+3σTRE). A task-specific phantom made of carbon fiber and measured using a coordinate

measurement machine with a measurement error <0.015mm was used. The user was guided by the software through the registration and measurement process.

saved a screenshot of the microscope/endoscope stream and the
pointer’s pose information. To comply with the standard surgical
treatment, the anatomical target landmarks to be used were
defined for each procedure separately and included the spine of
Henle, incus (short process), facial nerve, dura, sigmoid sinus,
lateral semi-circular canal, round window, oval window, stapes
(anterior and posterior arches), eustachian tube (entrance), and
Notch of Rivinus.

During the procedure, the timing of the individual workflow
steps was measured.

Postoperative Workflow
Postoperatively, the virtual navigation scene was reconstructed
for each anatomical landmark and the view direction in the
3D viewer was manually aligned with the microscope image.
Screenshots of the MPR viewer and the 3D view were stored

in a locally hosted database together with the corresponding
microscope or endoscope image for each landmark and
participant. The data was made accessible via a password-
protected website showing the microscope/endoscope images
and corresponding 3D views and MPR slices from the navigation
system for each participant and landmark. The website provided
functionality to give an accuracy and usefulness rating per
participant and landmark. Five surgeons received individual
login data and were asked to grade the image-guidance accuracy
using the following 5-level (Strongly agree, Agree, Undecided,
Disagree, Strongly disagree) Likert item:

The position indicated by the navigation view is correct on a
clinically relevant geometric scale.

Furthermore, the five surgeons were asked to rate the
usefulness of the displayed information with the following 5-level
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FIGURE 3 | Experimental setup during microscopic removal of a facial nerve schwannoma.

(Strongly agree, Agree, Undecided, Disagree, Strongly disagree)
Likert item:

The information provided by the navigation view is useful to
identify the anatomical structure.

Endpoints
The primary and secondary endpoints were the median (and
interquartile range) accuracy and usefulness rating, respectively.
An additional secondary endpoint was the timing of the
individual surgical and system-associated steps.

RESULT

Preclinical TRE Assessment
The TRE of the stereotactic system without contributions from
imaging was 0.120 ± 0.05mm (max: 0.27mm, µTRE + 3σTRE =

0.27mm, N = 310). The end-to-end TRE was 0.150 ± 0.06mm
(max: 0.31mm, µTRE + 3σTRE = 0.34mm, N = 310).

Clinical Validation
Twelve study participants were screened, three were enrolled
in the study, one declined to take part, and 8 eight tentative
candidates had to be canceled due to the COVID-19 pandemic.

FIGURE 4 | Flowchart for non-randomized clinical trial.

Participant recruitment was suspended on the 16.03.2020 due
to the COVID-19 pandemic. The study was terminated early in
June 2020 after three enrolled and completed subjects. Available
results are presented and discussed in the following paragraphs
(Figure 4).

The study included an endoscopic cholesteatoma removal,
a microscopic removal of a facial nerve schwannoma in
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TABLE 1 | Study participants and their respective indications for surgery, access routes, visualization techniques, and whether study-related data acquisition was

completed.

Participant Pathology Surgical access Visualization technique Data acquisition complete

1 Cholesteatoma Transmeatal Endoscopic X

2 Facial nerve schwannoma Transmastoidal Microscopic X

3 Revision cochlear implant Transmastoidal and trans-facial recess Microscopic Partially

the mastoid segment, and a microscopic revision cochlear
implantation (Table 1). The study-specific procedure was
successfully conducted in two of the three participants.
The subject scheduled for a revision cochlear implantation
showed scarring and adhesion of subcutaneous tissue. During
manipulation of the tissue, the tripod structure with the
embedded registration fiducials became loose and eventually fell
off. The operation was successfully completed without primary
endpoint data collection.

Primary endpoint measurements at a total of 15 anatomical
landmarks (ten and six for the first and second participants,
respectively) were acquired and postprocessed for the survey.
Five surgeons filled out the survey, resulting in N = 75
ratings. On a scale from 1 (worst rating) to 5 (best rating),
the median (interquartile range) accuracy and usefulness ratings
were assessed as 5 (4–5) and 4 (4–5) respectively (Figure 5). In
more than 90% of the ratings, the surgeon agreed or strongly
agreed that the position estimate of the stereotactic image-
guidance accuracy was correct on a clinically relevant scale. In
more than 80% of the ratings, the surgeon agreed or strongly
agreed that the information provided by the navigation view
is useful for the surgical task at hand. Two example pairs of
corresponding images from the microscope/endoscope and the
stereotactic image-guidance system are depicted in Figures 6, 7.
All pairs of images and associated ratings can be inspected in
the attachment.

The time expenditure for the individual workflow steps during
the intervention is depicted in Figure 8. The surgery time
prolongation caused by study-specific interventions was 52min
and the total time of study-specific interventions amounted to
78min (image annotation was conducted in parallel with the
surgical treatment).

DISCUSSION

This work presents a freehand stereotactic image-guidance
system tailored to neurotologic surgery. The system was designed
to enable an instrument localization error < 0.5mm (µTRE +

3σTRE). Its accuracy was successfully verified using a task-specific
preclinical technical accuracy phantom complying with the
requirements from the standard for measurement of positional
accuracy of computer assisted surgical systems [ASTM F2554
(24)]. Finally, a method based on subjective surgeon ratings
of corresponding microscope/endoscope and navigation image
pairs was proposed and used to validate clinically, the accuracy
and usefulness of the device.

Accuracy Validation
There have been various preceding clinical studies using freehand
stereotactic image-guidance during neurotologic surgery (5).
A common study endpoint is the TRE. The effective clinical
TRE is highly relevant because it describes the reliability of the
information presented by the system and thus dictates whether
the utilization of a system is safe and potentially effective. The
standard method for assessing the TRE in a clinical setting
is to measure the distance between the instruments’ position
as indicated by the image-guidance system and the actual
instrument position as identified by visual inspection with the
naked eye (7, 12, 13, 25–32). However, it is impossible to
objectively identify the true instrument position in image data by
visual inspection with the naked eye with the precision required
to measure sub-half-millimeter image-guidance errors (required
measurement error .0.05mm). The only effort to devise an
alternative method for clinical accuracy validation of freehand
stereotactic image-guidance was made by Balachandran et al.
They proposed to measure the TRE during BAHA R© surgery
using the BAHA R© bone screw as target fiducial (33). While
this method allows assessment of the quantitative error, the
authors themselves state that it is limited to assessment on the
surface of the temporal bone and therefore of limited relevance
to neurotology. Other preclinically used measurement methods,
such as the measurement of implanted target screws (34–37) or
the geometric comparison of a planned surgical approach vs. its
image-guided execution (17, 18, 38), are not ethically justifiable
for use in vivo or require an enormous effort rendering the
achievement of statistical significance infeasible.

Thus, in a neurotological clinical setting, objective
determination of the quantitative image-guidance error of
freehand stereotactic image-guidance is impossible; especially by
visual inspection with the naked eye.

The TRE of a freehand stereotactic image-guidance system
dedicated to neurotologic surgery must be determined
preclinically on a technical task-specific phantom. Following
this, the safety and usefulness of the device must be clinically
investigated whereby the image-guidance error can only be
subjectively validated. Herein, a method to validate clinically
the image-guidance error of freehand stereotactic image-
guidance based on subjective surgeon ratings is proposed.
By acquiring image pairs from corresponding surgical
(microscope/endoscope) and navigation views and collecting
associated accuracy ratings from multiple surgeons, accuracy
validation is achieved through intersubjectivity assessment. A
quantitative ground truth is not required. Furthermore, the
method allows for comprehensibility and transparency through
the publication of corresponding pairs of images and ratings

Frontiers in Surgery | www.frontiersin.org 7 October 2021 | Volume 8 | Article 742112

https://www.frontiersin.org/journals/surgery
https://www.frontiersin.org
https://www.frontiersin.org/journals/surgery#articles


Schneider et al. Image-Guidance for Neurotology

FIGURE 5 | Summary of the accuracy and usefulness ratings (N = 75). Five surgeons each rated 15 anatomical landmarks from two study participants.

and is scalable in sample size as the evaluation is conducted
postoperatively. To avoid confirmation bias in the evaluation,
the rating must be performed by surgeons who are independent
of the project that involves the clinical study.

Accuracy Requirements
Qualitative discussions on accuracy requirements for image-
guidance in neurotologic surgery reported maximum values
of 0.5mm (39) and 1mm (9, 27, 40, 41). Quantitative
accuracy requirements for safe keyhole access via a posterior
tympanotomy to the middle ear were calculated. With an image-
guidance error of 0.39mm (µerror + 3σerror) and a tool diameter
of 1.8mm, 47% of the adult population can be treated safely (19).
This analysis suggests that the accuracy requirements for the safe
application of image-guidance in neurotologic surgery are even
stricter than µTRE + 3σTRE < 0.5mm. The accuracy requirement
of 0.5mm (µTRE + 3σTRE), in our opinion, presents an upper
limit above which the application of image-guidance is neither
safe nor effective for use in neurotologic surgery.

Clinically assessed TRE values (µTRE + 3σTRE) of freehand
stereotactic image-guidance reported in the literature range from
0.92mm (6) up to 8.3mm (25) with many values in the 1–
4mm range (7, 8, 12, 13, 26–33). Of those who specified their
measurement methodology, 12 of 13 used visual inspection to
determine the TRE (6, 7, 12, 13, 25–32) [the other used BAHA R©

posts as target in six subjects (33)]. The reported TRE values are
not only above the TRE limit of 0.5mm (µTRE + 3σTRE), but also
require extremely critical consideration. As previously discussed,
in a clinical application it is impossible to objectively assess
the quantitative TRE for freehand stereotactic image-guidance
dedicated to neurotologic surgery.

Potential reasons for the lack of accuracy are inaccurate spatial
tracking systems, imaging with limited resolution, and inaccurate
registration methods (5). The previously mentioned studies used
(1) tracking cameras with a maximum spatial tracking error of
0.2–0.5mm (Polaris systems, NDI, Canada) (6–10, 16, 25, 27, 29–
31, 33, 42–47), (2) imaging with a slice thickness of 0.3mm (48),
0.4mm (49, 50) or higher (6–10, 12–14, 16, 25–30, 32, 33, 44–47,

51), and (3) registration based on paired-point matching using
anatomical (8, 10, 13, 27, 28, 36, 47) or skin-affixed landmarks
(7, 11, 14, 27, 28, 30, 42, 43, 51), or surface matching (12, 13).
Unlike in those studies, an image-guidance system using a spatial
tracking system with a maximum tracking error <0.05mm,
imaging with a slice thickness of 0.2mm, and registration based
on bone-anchored titanium fiducials were used.

During the last 30 years, various studies have been conducted
using systems with negligible system-associated costs, but these
have not seen uptake for neurotologic procedures, because
of insufficient accuracy (5). However, few clinical studies
have been conducted to investigate and possibly eventually
exploit the benefits of sufficiently accurate freehand stereotactic
image-guidance (µTRE + 3σTRE . 0.5mm) (20–22). To date,
providing stereotactic image-guidance with sub-half-millimeter
accuracy was achieved only using bone-anchored fiducials
for registration, intraoperative imaging with a slice thickness
<0.2mm, and spatial tracking systems with a maximum
tracking error <0.05mm (20–22). Fiducials anchored in bone
require incisions and time for fixation. Intraoperative imaging
prolongs anesthesia time and increases radiation exposure for
the patient. The CBCT scanner used for this study added
uses 0.274 mSv per image (120 kVp). Image acquisition
prolonged the surgery time by approximately 20–30min.
Although the costs for such a system are higher compared
with clinically available freehand stereotactic image-guidance
systems, the benefit-cost ratio could improve by realizing
the clinical impact of the technology on invasiveness and
iatrogenic injury.

Usefulness Assessment
Significant benefit of freehand stereotactic image-guidance for
neurotologic surgery has not been demonstrated to date (5).
However, various studies reported potential usefulness and
thereby corroborate an unmet clinical need for accurate and
precise instrument localization in neurotologic surgery (5). Based
on intraoperative judgement by the operating surgeon potential
usefulness during surgical access creation to the petrous apex
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FIGURE 6 | Example of corresponding images from the endoscope (top) and the stereotactic image-guidance system (bottom) depicting the pointer pose at the bony

overhang of the round window niche. The image pair was rated in terms of accuracy (median: 4, interquartile range: 4–5, N = 5) and usefulness (median: 4,

interquartile range: 4–5, N = 5). Inspection of and zooming into the individual MPR and 3D viewer panels were possible during rating. cht, chorda tympani; eac,

external auditory canal; ma, malleus; p, promontory; rw, round window.

Frontiers in Surgery | www.frontiersin.org 9 October 2021 | Volume 8 | Article 742112

https://www.frontiersin.org/journals/surgery
https://www.frontiersin.org
https://www.frontiersin.org/journals/surgery#articles


Schneider et al. Image-Guidance for Neurotology

FIGURE 7 | Example of corresponding images from the microscope (top) and the stereotactic image-guidance system (bottom) depicting the pointer pose on the

bone of the mastoid tegmen covering the dura. The image pair was rated in terms of accuracy (median: 4, interquartile range: 3.5–4.5, N = 5) and usefulness (median:

4, interquartile range: 4–4.5, N = 5). Inspection of and zooming into the individual MPR and 3D viewer panels were possible during rating. eac, external auditory canal.
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FIGURE 8 | Time required for the intervention steps. *Surgery time includes

the non–study-related time during which period, the surgeon manipulates the

patient. Time measurement was started with the incision and ended with the

finished suture. It includes image annotation time (as the surgery was

simultaneously continued). It excludes time required for image acquisition and

export, as, during this period, the surgery was interrupted.

(7, 11, 13, 27, 52) and to the internal auditory canal (16, 27,
43, 52), resection of (pseudo)neoplasms (27, 52, 53), congenital
bony aural atresia surgery (12), cochlear implantation (6, 9, 10)
and revision surgery (27) was reported. In the presented study,
during the removal of the facial nerve schwannoma, the image-
guidance system was subjectively judged useful by the operating
surgeon, mostly to delineate the facial nerve and determine
the instrument’s proximity to the dura. However, much more
importantly, the herein presented method allows to validate
the usefulness of a freehand image-guidance system through
intersubjectivity assessment of surgeons, resulting in a more
objective usefulness statement.

Endoscopic Neurotologic Surgery
We present the first clinical application of freehand stereotactic
image-guidance during endoscopic neurotologic surgery. Its
use was investigated in preclinical studies by Kempfle et al.
(54) and Rathgeb et al. (35). Both agreed that the possibility
to see below the surface using the image-guidance system
adds valuable information to the 2-dimensional perception
of the anatomy from the endoscope. This additional visual
feedback can be useful to intraoperatively optimize the surgical
approach and exposure for effective treatment while safe
instrument navigation is provided by image-guidance. The
image-guidance system presented in this article seamlessly
integrated during the endoscopic removal of the cholesteatoma.
The developed tripod providing bone-anchored registration
fiducials and rigid patient tracker attachment enables accurate

and precise stereotactic image-guidance also in minimally
invasive endoscopic neurotologic surgery at the cost of four stab
incisions. The navigation screen was installed next to the screen
showing the endoscope video. This enabled the surgeon to obtain
information from the navigation system without losing sight of
the instruments in the endoscopy video (Figure 9).

Template-Embedded Registration Fiducials
For this study, a bone-anchored template embedding registration
fiducials and providing an interface to fix the patient tracker
rigidly was developed. A similar concept—a mouthpiece
combining registration fiducials and means for patient tracking
in one structure—was proposed by Labadie et al. in 2004 (40).
While the concept can potentially exploit information about
the predefined fiducial configuration to improve registration
accuracy, it has the inherent disadvantage that displacement of
the structure requires reimaging. During the third participant
the tripod eventually became loose and fell off. Re-fixation
and image acquisition would have unduly prolonged surgery
and was not included in the study protocol. Reengineering of
the fixation mechanism is required to make it more robust,
potentially through a task-specific bone screw. Alternatively, for
transmastoidal procedures, bone anchored screws can be placed
within the retroauricular incision, and the patient tracker can be
fixed to the patient’s skull separately.

Limitations
The developed freehand stereotactic image-guidance system was
not used in any lateral skull base procedure. The operations
performed were surgical procedures in the tympanomastoid
compartment of the temporal bone (cholesteatoma, mastoid
segment facial nerve schwannoma, revision cochlear
implantation). Further surgeries including lateral skull
base procedures (1×schwannoma of the vestibular nerve,
1×schwannoma of the cochlear nerve with intracochlear
extension, 4×cholesteatoma, 2×cochlear implantation) were
planned and had to be canceled at short notice due to the corona
pandemic 2019-2020. The consequently limited sample size of 3
clinical cases does not allow statistical generalizations. Compared
to surgery of the tympanomastoid compartment, procedures to
the lateral skull base are more invasive and subject to higher
risk of iatrogenic injury. Therefore, stereotactic image-guidance
could have a particularly tangible effect on safety (e.g., reduction
of the risk of iatrogenesis) and efficacy (e.g., reduction of the rate
of tumor recurrence) for these procedures.

The proposed method for assessing usefulness and accuracy
of freehand image-guidance dedicated to neurotology,
while promising, has its limitations. The image pairs depict
snapshots of a dynamic surgical procedure. Since only the
operating surgeon has experienced the performance and
information display of the device during surgery, she or he
can more reliably assess its usefulness than surgeons who
assess usefulness post-operatively based on static images.
Because the images represent challenging but familiar
clinical situations, it is assumed that domain experts can
also make an assessment of usefulness postoperatively
based on images, albeit with less credibility. Thus, with
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FIGURE 9 | Freehand stereotactic image-guidance during an endoscopic cholesteatoma removal.

this method, a usefulness assessment can be obtained from
multiple independent domain experts, resulting in a more
objective assessment.

CONCLUSION

Supporting neurotologic surgery with sufficiently accurate
(µTRE + 3σTRE < 0.5mm) freehand stereotactic image-
guidance is technically and clinically feasible. The use of
the technology for anatomy localization and instrument
navigation during neurotologic surgery is safe and useful.
Preliminary results from clinical application indicate sufficient
accuracy and usefulness of the presented technology for
surgery of the tympanomastoid compartment of the temporal
bone. Although not clinically tested, the preclinical results
and the results from clinical application in tympanomastoid
surgery suggest that the conclusion applies generally to
neurotologic surgery.

The clinical accuracy validation via surgeon rating of
corresponding images from the microscope/endoscope and
image-guidance system proved purposeful. It provides a method
for clinical accuracy validation of systems with expected sub-half-
millimeter accuracy.

The use of a task-specific technical measurement phantom
made of carbon fiber allows preclinical assessment of the error of
freehand stereotactic image-guidance dedicated to neurotologic
surgery with a sufficiently low measurement error (. 0.01 mm).

DATA AVAILABILITY STATEMENT

The original contributions presented in the study are included
in the article/Supplementary Material, further inquiries can be
directed to the corresponding author.

ETHICS STATEMENT

The studies involving human participants were reviewed
and approved by Cantonal Ethics Committee Bern. The
patients/participants provided their written informed consent to
participate in this study.

AUTHOR CONTRIBUTIONS

DS, SWeb, MC, and LA created the study design. DS, FM,
and JH developed the hardware and software components.
DS, FM, JH, and GO’TBB carried out the preclinical

Frontiers in Surgery | www.frontiersin.org 12 October 2021 | Volume 8 | Article 742112

https://www.frontiersin.org/journals/surgery
https://www.frontiersin.org
https://www.frontiersin.org/journals/surgery#articles


Schneider et al. Image-Guidance for Neurotology

experiments. LA, GM, FW, SWed, MC, JH, FM, and DS
carried out the clinical study. DS, LA, GM, FW, MC,
SWed, GO’TBB, and SWeb analyzed the collected data.
DS, FM, JH, GO’TBB, and LA wrote the manuscript.
All authors reviewed the manuscript and approved the
submitted version.

FUNDING

This work was supported by the Swiss National Science
Foundation SNF (Project 176007).

ACKNOWLEDGMENTS

We would like to thank the teams at CASCINATION and MED-
EL for providing access to image-guidance components of the
HEARO robotic system for cochlear implantation.

SUPPLEMENTARY MATERIAL

The Supplementary Material for this article can be found
online at: https://www.frontiersin.org/articles/10.3389/fsurg.
2021.742112/full#supplementary-material

REFERENCES

1. Krombach GA, van den Boom M, Di Martino E, Schmitz-Rode T, Westhofen

M, Prescher A, et al. Computed tomography of the inner ear: size of

anatomical structures in the normal temporal bone and in the temporal

bone of patients with Menière’s disease. Eur Radiol. (2005) 15:1505–

13. doi: 10.1007/s00330-005-2750-9

2. Hsieh H-S, Wu C-M, Zhou M-Y, Yang C-H, Hwang C-F. Intraoperative facial

nerve monitoring during cochlear implant surgery: an observational study.

Medicine (Baltimore). (2015) 94:e456. doi: 10.1097/MD.0000000000000456

3. Oakley GM, Barham HP, Harvey RJ. Utility of Image-Guidance in Frontal

Sinus Surgery. Otolaryngologic Clinics of North America. (2016) 49:975–

88. doi: 10.1016/j.otc.2016.03.021

4. Smith JA, Jivraj J, Wong R, Yang V. 30 Years of Neurosurgical Robots:

Review and Trends for Manipulators and Associated Navigational Systems.

Ann Biomed Eng. (2016) 44:836–846. doi: 10.1007/s10439-015-1475-4

5. Schneider D, Hermann J, Mueller F, Braga OTBG, Anschuetz L, Caversaccio

M, et al. Evolution and Stagnation of Image Guidance for Surgery in

the Lateral Skull: A Systematic Review 1989–2020. Front Surg. (2011)

604362. doi: 10.3389/fsurg.2020.604362

6. Cho B, Oka M, Matsumoto N, Ouchida R, Hong J, Hashizume M.

Warning navigation system using real-time safe region monitoring

for otologic surgery. Int J Comput Assist Radiol Surg. (2013)

8:395–405. doi: 10.1007/s11548-012-0797-z

7. VanHavenbergh T, Koekelkoren E, De Ridder D, VanDeHeyning P, Verlooy J.

Image guided surgery for petrous apex lesions. Acta Neurochir. (Wien). (2003)

145:737–42. doi: 10.1007/s00701-003-0054-x

8. Nemec SF, Donat MA, Mehrain S, Friedrich K, Krestan C, Matula

C, et al. CT-MR image data fusion for computer assisted navigated

neurosurgery of temporal bone tumors. Eur. J. Radiol. (2007) 62:192–

8. doi: 10.1016/j.ejrad.2006.11.029

9. Stelter K, Ledderose G, Hempel JM, Morhard FBB D, Flatz W, Krause E, et al.

Image guided navigation by intraoperative CT scan for cochlear implantation.

Comput. Aided Surg. (2012) 17:153–160. doi: 10.3109/10929088.2012.668937

10. Raine CH, Strachan DR, Gopichandran T. How we do it: Using a surgical

navigation system in the management of the ossified cochlea. Cochlear

Implants Int. (2003) 4:96–101. doi: 10.1179/cim.2003.4.2.96

11. Grauvogel J, Scheiwe C, Masalha W, Grauvogel T, Kaminsky J, Vasilikos I.

Piezosurgery-, neuroendoscopy-, and neuronavigation-assisted intracranial

approach for removal of a recurrent petrous apex cholesteatoma: Technical

note. J Neurosurg Pediatr. (2018) 21:322–8. doi: 10.3171/2017.8.PEDS

17327

12. Caversaccio M, Romualdez J, Baechler R, Nolte L-P, Kompis M, Häusler R.

Valuable use of computer-aided surgery in congenital bony aural atresia. J

Laryngol Otol. (2003) 117:241–8. doi: 10.1258/00222150360600814

13. Caversaccio M, Panosetti E, Ziglinas P, Lukes A, Häusler R. Cholesterol

granuloma of the petrous apex: benefit of computer-aided surgery. Eur Arch

Otorhinolaryngol. (2009) 266:47–50. doi: 10.1007/s00405-008-0719-4

14. Girod SC, Rohlfing T, Maurer CR. Image-Guided Surgical Navigation in

Implant-Based Auricular Reconstruction. J Oral Maxillofac Surg. (2008)

66:1302–6. doi: 10.1016/j.joms.2007.06.636

15. Samii M, Metwali H, Samii A, Gerganov V. Retrosigmoid intradural

inframeatal approach: indications and technique. Oper Neurosurg. (2013)

73:ons53–ons60. doi: 10.1227/neu.0b013e3182889e59

16. Leal G, da Silva EB, Ramina R. Surgical exposure of the internal

auditory canal through the retrosigmoid approach with semicircular

canals anatomical preservation. Arq. Neuropsiquiatr. (2015)

73:425–30. doi: 10.1590/0004-282X20150020

17. Bell, Gerber N, Williamson T, Gavaghan K, Wimmer W,

Caversaccio M, et al. In vitro accuracy evaluation of image-guided

robot system for direct cochlear access. Otol. Neurotol. (2013)

34:1284–90. doi: 10.1097/MAO.0b013e31829561b6

18. Balachandran R, Mitchell JE, Blachon G, Noble JH, Dawant BM, Fitzpatrick

JM, et al. Percutaneous cochlear implant drilling via customized frames:

An in vitro study. Otolaryngol. - Head Neck Surg. (2010) 142:421–

6. doi: 10.1016/j.otohns.2009.11.029

19. Williamson T, Gavaghan K, Gerber N, Weder S, Anschuetz

L, Wagner F, et al. Population statistics approach for safety

assessment in robotic cochlear implantation. Otol Neurotol. (2017)

38:759–64. doi: 10.1097/MAO.0000000000001357

20. Labadie RF, Balachandran R, Noble JH, Blachon GS, Mitchell JE, Reda

FA, et al. Minimally invasive image-guided cochlear implantation surgery:

First report of clinical implementation. Laryngoscope. (2014) 124:1915–

22. doi: 10.1002/lary.24520

21. Weber S, Gavaghan K, Wimmer W, Williamson T, Gerber N,

Anso J, et al. Instrument flight to the inner ear. Sci. Robot. (2017)

2:eaal4916. doi: 10.1126/scirobotics.aal4916

22. Caversaccio M, Wimmer W, Anso J, Mantokoudis G, Gerber N, Rathgeb C,

et al. Robotic middle ear access for cochlear implantation: First in man. PLoS

ONE. (2019) 14:1–12. doi: 10.1371/journal.pone.0220543

23. Fitzpatrick JM, West JB, Maurer CR. Predicting error in rigid-

body point-based registration. IEEE Trans Med Imaging. (1998)

17:694–702. doi: 10.1109/42.736021

24. ASTM International. ASTM F2554 - 18 - Standard Practice for Measurement

of Positional Accuracy of Computer Assisted Surgical Systems. (2018).

Available online at: https://www.astm.org/Standards/F2554.htm (accessed

May 15, 2020).

25. Oka M, Cho B, Matsumoto N, Hong J, Jinnouchi M, Ouchida R, et al.

A preregistered STAMP method for image-guided temporal bone surgery.

Int J Comput Assist Radiol Surg. (2014) 9:119–26. doi: 10.1007/s11548-013-

0916-5

26. Gunkel R, Vogele M, Martin A, Bale RJ, Thumfart WF, FreysingerW, et al.

Computer-aided surgery in the petrous bone. Laryngoscope. (1999) 109:1793–

9. doi: 10.1097/00005537-199911000-00013

27. Staecker H, O’Malley BW, Eisenberg H, Yoder BE. Use of the

LandmarXTM surgical navigation system in lateral skull base and

temporal bone surgery. Skull Base. (2011) 11:245–55. doi: 10.1055/s-2001-

18631

28. Grayeli B, Esquia-medina G, Nguyen Y, Vellin J-F, Lombard B, Kalamarides

M, et al. Use of anatomic or invasive markers in association with skin surface

registration in image-guided surgery of the temporal bone. Acta Otolaryngol.

(2009) 129:405–10. doi: 10.1080/00016480802579025

Frontiers in Surgery | www.frontiersin.org 13 October 2021 | Volume 8 | Article 742112

https://www.frontiersin.org/articles/10.3389/fsurg.2021.742112/full#supplementary-material
https://doi.org/10.1007/s00330-005-2750-9
https://doi.org/10.1097/MD.0000000000000456
https://doi.org/10.1016/j.otc.2016.03.021
https://doi.org/10.1007/s10439-015-1475-4
https://doi.org/10.3389/fsurg.2020.604362
https://doi.org/10.1007/s11548-012-0797-z
https://doi.org/10.1007/s00701-003-0054-x
https://doi.org/10.1016/j.ejrad.2006.11.029
https://doi.org/10.3109/10929088.2012.668937
https://doi.org/10.1179/cim.2003.4.2.96
https://doi.org/10.3171/2017.8.PEDS17327
https://doi.org/10.1258/00222150360600814
https://doi.org/10.1007/s00405-008-0719-4
https://doi.org/10.1016/j.joms.2007.06.636
https://doi.org/10.1227/neu.0b013e3182889e59
https://doi.org/10.1590/0004-282X20150020
https://doi.org/10.1097/MAO.0b013e31829561b6
https://doi.org/10.1016/j.otohns.2009.11.029
https://doi.org/10.1097/MAO.0000000000001357
https://doi.org/10.1002/lary.24520
https://doi.org/10.1126/scirobotics.aal4916
https://doi.org/10.1371/journal.pone.0220543
https://doi.org/10.1109/42.736021
https://www.astm.org/Standards/F2554.htm
https://doi.org/10.1007/s11548-013-0916-5
https://doi.org/10.1097/00005537-199911000-00013
https://doi.org/10.1055/s-2001-18631
https://doi.org/10.1080/00016480802579025
https://www.frontiersin.org/journals/surgery
https://www.frontiersin.org
https://www.frontiersin.org/journals/surgery#articles


Schneider et al. Image-Guidance for Neurotology

29. Matsumoto N, Hong J, Hashizume M, Komune S. A minimally invasive

registration method using Surface Template-Assisted Marker Positioning

(STAMP) for image-guided otologic surgery. Otolaryngol. - Head Neck Surg.

(2009) 140:96–102. doi: 10.1016/j.otohns.2008.10.005

30. Kohan D, Jethanamest D. Image-guided surgical navigation in otology.

Laryngoscope. (2012) 122:2291–9. doi: 10.1002/lary.23522

31. Matsumoto N, OkaM, Cho B, Hong J, JinnouchiM, Ouchida R, et al. Cochlear

implantation assisted by noninvasive image guidance. Otol. Neurotol. (2012)

33:1333–8. doi: 10.1097/MAO.0b013e318268d1e9

32. Bernardeschi D, Nguyen Y, Villepelet A, Ferrary E, Mazalaigue S, Kalamarides

M, et al. Use of bone anchoring device in electromagnetic computer-assisted

navigation in lateral skull base surgery. Acta Otolaryngol. (2013) 133:1047–

52. doi: 10.3109/00016489.2013.808764

33. Balachandran R, Fitzpatrick JM, Labadie RF. Accuracy of Image-guided

surgical systems at the lateral skull base as clinically assessed using bone-

anchored hearing aid posts as surgical targets.Otol.Neurotol. (2008) 29:1050–

5. doi: 10.1097/MAO.0b013e3181859a08

34. Zhou C, Anschuetz L, Weder S, Xie L, Caversaccio M, Weber S, et al. Surface

matching for high-accuracy registration of the lateral skull base. Int J Comput

Assist Radiol Surg. (2016) 11:1–7. doi: 10.1007/s11548-016-1394-3

35. Rathgeb C, Anschuetz L, Schneider D, Dür C, Caversaccio M, WeberS,

et al. Accuracy and feasibility of a dedicated image guidance solution for

endoscopic lateral skull base surgery. Eur Arch Oto-Rhino-Laryngology. (2018)

275:905–11. doi: 10.1007/s00405-018-4906-7

36. Schneider D, Hermann J, Gerber KA, Ansó J, Caversaccio MD, Weber S, et al.

Noninvasive registration strategies and advanced image guidance technology

for submillimeter surgical navigation accuracy in the lateral skull base. Otol

Neurotol. (2018) 39:1326–35, doi: 10.1097/MAO.0000000000001993

37. Kristin J, Mucha D, Schipper J, Klenzner T. Registrierstrategien für die

Anwendung des Navigationssystems FIAGON an der lateralen Schädelbasis.

Laryngorhinootologie. (2012) 91:306–10. doi: 10.1055/s-0031-1299755

38. Majdani O, Schuman TA, Haynes DS, Dietrich MS, Leinung M, Lenarz T, et

al. Time of cochlear implant surgery in academic settings. Otolaryngol. - Head

Neck Surg. (2010) 142:254–59. doi: 10.1016/j.otohns.2009.10.025

39. Schipper J, Aschendorff A, Arapakis I, Klenzner T, Teszler CB, Ridder GJ, et

al. Navigation as a quality management tool in cochlear implant surgery. J

Laryngol Otol. (2004) 118:764–70. doi: 10.1258/0022215042450643

40. Labadie RF, Shah RJ, Harris SS, Cetinkaya E, Haynes DS, Fenlon MR, et al.

Submillimetric target-registration error using a novel, non-invasive fiducial

system for image-guided otologic surgery. Comput Aided Surg. (2004) 9:145–

53. doi: 10.3109/10929080500066922

41. Labadie RF, Majdani O, Fitzpatrick JM. Image-guided technique

in neurotology. Otolaryngol Clin North Am. (2007) 40:611–

24. doi: 10.1016/j.otc.2007.03.006

42. Goldsmith MM, Bucholz RD, Smith KR, Nitsche N. Clinical applications of

frameless stereotactic devices in neurotology: preliminary report. Am J Otol.

16:475–9 (1995). Available online at: http://www.ncbi.nlm.nih.gov/pubmed/

8588648 (accessed April 7, 2020).

43. Sargent EW, Bucholz RD. Middle cranial fossa surgery with image-

guided instrumentation. Otolaryngol Head Neck Surg. (1997) 117:131–

4. doi: 10.1016/s0194-5998(97)70222-5

44. Hofer M, Dittrich E, Scholl C, Neumuth T, Strauss M, Dietz A, et al. First

clinical evaluation of the navigated controlled drill at the lateral skull base.

Stud. Health Technol Inform. 132:171–3 (2008). Available online at: http://

www.ncbi.nlm.nih.gov/pubmed/18391280 (accessed June 25, 2020).

45. Hong J, Matsumoto N, Ouchida R, Komune S, Hashizume M. Medical

navigation system for otologic surgery based on hybrid registration and

virtual intraoperative computed tomography. IEEE Trans Biomed Eng. (2009)

56:426–32. doi: 10.1109/TBME.2008.2008168

46. Cho B, Matsumoto N, Komune S, HashizumeM. A surgical navigation system

for guiding exact cochleostomy using auditory feedback: A clinical feasibility

study. Biomed Res Int. (2014) 2014:769659. doi: 10.1155/2014/769659

47. KimCS,Maxfield AZ, Foyt D, Rapoport RJ. Utility of intraoperative computed

tomography for cochlear implantation in patients with difficult anatomy.

Cochlear Implants Int. (2008) 19:170–9. doi: 10.1080/14670100.2017.14

03146

48. Labadie RF, Balachandran R, Mitchell JE, Noble JH, Majdani O, Haynes

DS, et al. Clinical validation study of percutaneous cochlear access using

patient-customized microstereotactic frames. Otol. Neurotol. (2010) 31:94–

9. doi: 10.1097/MAO.0b013e3181c2f81a

49. Dejaco D, Prejban D, Fischer N, Freysinger W, Stephan K, Seebacher J, et al.

Successful cochlear implantation of a split electrode array in a patient with far-

advanced otosclerosis assisted by electromagnetic navigation: a case report.

Otol Neurotol. (2018) 39:e532–e537. doi: 10.1097/MAO.0000000000001845

50. Balachandran R, Tsai BS, Ramachandra T, Noble JH, Dawant BM, Labadie

RF, et al. “Minimally invasive image-guided access for drainage of petrous

apex lesions: a case report.,” Otol. Neurotol., vol. 35, no. 4, pp. 649–55, Apr.

2014, doi: 10.1097/MAO.0000000000000328

51. Adams L, Gilsbach JM, Krybus W, Meyer-Ebrecht D, Mösges R, Schlöndorff

G, et al. CAS — a Navigation Support for Surgery. 3D Imaging Med. (1990)

411–423. doi: 10.1007/978-3-642-84211-5_26

52. Carney S, Patel N, Baldwin DL, Coakham HB, Sandeman DR. Intra-operative

image guidance in otolaryngology–the use of the ISG viewing wand. J Laryngol

Otol. (1996) 110:322–7. doi: 10.1017/s0022215100133559

53. Osterdock RJ, Greene S, Mascott CR, Amedee R, Crawford BE. Primary

myxoma of the temporal bone in a 17-year-old boy: Case report.Neurosurgery.

(2001) 48:945–8. doi: 10.1097/00006123-200104000-00055

54. Kempfle J, Kozin ED, Remenschneider AK, Eckhard A, Edge A, Lee DJ, et al.

Endoscopic transcanal retrocochlear approach to the internal auditory canal

with cochlear preservation: pilot cadaveric study. Otolaryngol. Head. Neck

Surg. (2016) 154:920–3. doi: 10.1177/0194599816630979.Endoscopic

Conflict of Interest: SW is cofounder, shareholder, and chief executive officer of

CASCINATION AG Bern, Switzerland.

The remaining authors declare that the research was conducted in the absence of

any commercial or financial relationships that could be construed as a potential

conflict of interest.

Publisher’s Note: All claims expressed in this article are solely those of the authors

and do not necessarily represent those of their affiliated organizations, or those of

the publisher, the editors and the reviewers. Any product that may be evaluated in

this article, or claim that may be made by its manufacturer, is not guaranteed or

endorsed by the publisher.

Copyright © 2021 Schneider, Anschuetz, Mueller, Hermann, O’Toole Bom Braga,

Wagner, Weder, Mantokoudis, Weber and Caversaccio. This is an open-access article

distributed under the terms of the Creative Commons Attribution License (CC BY).

The use, distribution or reproduction in other forums is permitted, provided the

original author(s) and the copyright owner(s) are credited and that the original

publication in this journal is cited, in accordance with accepted academic practice.

No use, distribution or reproduction is permitted which does not comply with these

terms.

Frontiers in Surgery | www.frontiersin.org 14 October 2021 | Volume 8 | Article 742112

https://doi.org/10.1016/j.otohns.2008.10.005
https://doi.org/10.1002/lary.23522
https://doi.org/10.1097/MAO.0b013e318268d1e9
https://doi.org/10.3109/00016489.2013.808764
https://doi.org/10.1097/MAO.0b013e3181859a08
https://doi.org/10.1007/s11548-016-1394-3
https://doi.org/10.1007/s00405-018-4906-7
https://doi.org/10.1097/MAO.0000000000001993
https://doi.org/10.1055/s-0031-1299755
https://doi.org/10.1016/j.otohns.2009.10.025
https://doi.org/10.1258/0022215042450643
https://doi.org/10.3109/10929080500066922
https://doi.org/10.1016/j.otc.2007.03.006
http://www.ncbi.nlm.nih.gov/pubmed/8588648
http://www.ncbi.nlm.nih.gov/pubmed/8588648
https://doi.org/10.1016/s0194-5998(97)70222-5
http://www.ncbi.nlm.nih.gov/pubmed/18391280
http://www.ncbi.nlm.nih.gov/pubmed/18391280
https://doi.org/10.1109/TBME.2008.2008168
https://doi.org/10.1155/2014/769659
https://doi.org/10.1080/14670100.2017.1403146
https://doi.org/10.1097/MAO.0b013e3181c2f81a
https://doi.org/10.1097/MAO.0000000000001845
https://doi.org/10.1097/MAO.0000000000000328
https://doi.org/10.1007/978-3-642-84211-5_26
https://doi.org/10.1017/s0022215100133559
https://doi.org/10.1097/00006123-200104000-00055
https://doi.org/10.1177/0194599816630979.Endoscopic
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://www.frontiersin.org/journals/surgery
https://www.frontiersin.org
https://www.frontiersin.org/journals/surgery#articles

	Freehand Stereotactic Image-Guidance Tailored to Neurotologic Surgery
	Introduction
	Methods
	A System Tailored to Neurotologic Surgery
	Preclinical TRE Assessment
	Clinical Accuracy and Usefulness Validation
	Study Design
	Intraoperative Workflow
	Patient Preparation and System Setup
	Tripod Fixation
	CBCT Imaging
	Conventional Surgical Treatment
	Image Annotation
	Start Navigation
	Data Collection

	Postoperative Workflow
	Endpoints


	Result
	Preclinical TRE Assessment
	Clinical Validation

	Discussion
	Accuracy Validation
	Accuracy Requirements
	Usefulness Assessment
	Endoscopic Neurotologic Surgery
	Template-Embedded Registration Fiducials
	Limitations

	Conclusion
	Data Availability Statement
	Ethics Statement
	Author Contributions
	Funding
	Acknowledgments
	Supplementary Material
	References


