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ABSTRACT: Background: Currently, no study has
evaluated metal accumulation in the brains of patients
with Wilson’s disease by using quantitative susceptibility
mapping at 3T MRI. The objectives of this study were to
qualitatively and quantitatively evaluate changes in mag-
netic susceptibility and R2* maps in deep gray matter
nuclei to discriminate Wilson’s disease patients from
healthy controls and to evaluate their sensitivities in diag-
nosing Wilson’s disease.
Methods: Magnetic susceptibility and R2* maps and
conventional T1-weighted, T2-weighted, and T2-
weighted fluid-attenuated inversion recovery images
were obtained from 17 Wilson’s disease patients and 14
age-matched healthy controls on a 3T MRI scanner. Dif-
ferences between Wilson’s disease and healthy control
groups in susceptibility and R2* values in multiple deep
nuclei were evaluated using a Mann-Whitney U test and
receiver operating characteristic curves. The correlations
of susceptibility and R2* values with Unified Wilson’s Dis-
ease Rating Scale score were also performed.

Results: Magnetic susceptibility and R2* can effectively
distinguish different types of signal abnormalities. Mag-
netic susceptibility and R2* values in multiple deep nuclei
of Wilson’s disease patients were significantly higher
than those in healthy controls. Magnetic susceptibility
value in the substantia nigra had the highest area under
the curve (0.888). There were positive correlations of the
Unified Wilson’s Disease Rating Scale score with sus-
ceptibility values in the caudate nucleus (r = 0.757,
P = 0.011), putamen (r = 0.679, P = 0.031), and red
nucleus (r = 0.638, P = 0.047), as well as R2* values in
the caudate nucleus (r = 0.754, P = 0.012).
Conclusions: Quantitative susceptibility mapping at 3T
could be a useful tool to evaluate metal accumulation
in deep gray matter nuclei of Wilson’s disease patients.
© 2020 International Parkinson and Movement Disorder
Society
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Wilson’s disease (WD) is an autosomal-recessive dis-
order characterized by abnormal accumulation of

copper and iron in many tissues, especially in the liver
and brain, resulting in severe disability and death if
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untreated.1-4 WD is caused by a mutation in the
ATP7B gene, which encodes the enzyme ATPase 2, a
transport protein that eliminates copper from the liver
via bile and plasma. Mutations in ATP7B lead to
reduced copper efflux and reduced serum ceruloplas-
min. Because ceruloplasmin is also a ferroxidase
enzyme, its reduced levels can cause disruptions in iron
metabolism.5-7 Excess metals can cause toxicity, which
results in damage to neurons and astrocytes and has
been implicated in many other neurodegenerative pro-
cesses.8-10

WD diagnosis can be easily overlooked, but if it is
diagnosed early, effective treatments are available to
prevent or reverse tissue and organ damages.1-10 Diag-
nosis of WD can be challenging because WD symptoms
are often nonspecific and can be confused with other
liver diseases such as hepatitis. Patients with neurologi-
cal symptoms can be diagnosed easily. The presence of
neurological symptoms is related to abnormal neuroim-
aging findings, such as a hyperintense signal in
putaminal lesions on T2-weighted (T2-w) images in
magnetic resonance imaging (MRI) of all symptomatic
patients.11,12 MRI may catch brain tissue damage
before neurological symptom manefestation,9,13 which
is helpful for early diagnosis. Therefore, MRI can be a
particularly important tool for capturing WD’s neuro-
logical consequences.
There have been few studies evaluating the sensitivity

of various MRI sequences in WD patients. In patients
with WD who have neurological symptoms, conven-
tional T2-w images showed hyperintensities of the
globus pallidus (GP), corpus striatum, and brain stem
that correlate with neurologic symptoms. Conversely,
hyperintensities of the bilateral GP on T1-weighted
(T1-w) images may be detected before neurologic
impairment.14,15 A recent postmortem study in WD
demonstrated that R2* values correlated with iron con-
tent in the GP and putamen (PUT) using 7T. 7 However,
R2* mapping depends on factors such as field strength
and inhomogeneity of iron distribution, and contains sub-
stantial blooming artifacts that increase with echo time
(TE) and depend on head orientation.16,17

Tissue magnetic susceptibility, which directly reflects
the molecular electron cloud behavior in the main mag-
netic field, can be measured using the widely available
gradient echo (GRE) sequence. Quantitative susceptibility
mapping (QSM)18 can deconvolve the blooming artifacts
in GRE phase data to determine tissue magnetic suscepti-
bility distribution19-21 by identifying the magnetic field
induced by tissue susceptibility22 and solving the field-to-
susceptibility source inverse problem.17,23-27 QSM has
promising clinical and scientific applications that involve
changes in metal content by hemoglobin, ferritin, calcifica-
tion, and contrast agents.18,28-31

Previous studies found increased susceptibility values
in patients with WD in cerebral tissue, using a 1.5T

scanner with limited image quality or a 7T scanner with
superior image quality but scarce clinical availabil-
ity.9,32,33 Even though 3T MRI is commonly used in
the clinic, there is no study on WD using QSM on a 3T
scanner.
We hypothesized that in vivo QSM on readily avail-

able 3T scanners can be used to quantify brain metal
accumulation in patients with WD. In this study, we
first evaluated signal appearance of the deep gray mat-
ter nuclei in QSM in combination with conventional
MRI. Then, we quantitatively evaluated changes in
magnetic susceptibility and R2* values in deep gray
matter nuclei to discriminate patients with WD from
healthy controls (HCs) and compare the sensitivity of
QSM and R2* maps in the diagnosis of WD. Further-
more, we correlated the clinical manifestation of WD
with magnetic susceptibility and R2* values.

Materials and Methods
Study Subjects

This prospective study was approved by the local eth-
ical committee, and all participants signed an informed
consent form. From December 2014 until May 2015,
17 patients with WD and 14 HCs were recruited to
participate in this 3T MRI study. The diagnostic
criteria for WD patients were based on the Wilson’s
disease scoring system mentioned in the European
Association for the Study of the Liver Clinical Practice
Guidelines: Wilson’s disease.34,35 The diagnostic scores
were based on all available tests, including Kayser–
Fleischer rings, neurologic symptoms, serum ceruloplas-
min, Coombs-negative hemolytic anemia, and urinary
copper (in the absence of acute hepatitis). Neurological
symptoms were evaluated using the Unified Wilson’s
Disease Rating Scale (UWDRS) at the time of diagno-
sis.36 The scoring system is summarized in Table S1. A
patient was diagnosed with WD if the total score was 4
or more. The exclusion criteria were as follows: history
of other neurological and psychiatric disorders or any
other hepatic disease, WD as a secondary disease.
Patients were evaluated for the presence of any neu-

rologic findings by 2 neurologists (R.W., 5 years of
experience; XP.W., >30 years of experience). All HCs
had no history of neurological diseases by neuropatho-
logical examination and no decreased serum ceruloplas-
min or increased urinary copper excretion. All subjects
were right-handed.

Imaging Acquisition
All participants were scanned on a clinical 3T MR

imaging system (Magnetom Trio Tim, Siemens
Healthcare, Erlangen, Germany) equipped with a 12-
channel head matrix coil. During scanning, foam pads
were placed around each subject’s head to minimize
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head motion. Magnetic susceptibility and R2* maps
were generated from the same 3-D spoiled multiecho
GRE sequence with the following parameters: TR, 60
milliseconds; TE1, 6.8 milliseconds; ΔTE, 6.8 millisec-
onds; echo number, 8; flip angle, 15�; FOV, 240 ×
180 mm2; in-plane resolution, 0.625 × 0.625 mm2; slice
thickness, 2 mm; number of slices, 96. In addition, a gen-
eralized autocalibrating partially parallel acquisition with
an acceleration factor of 2 in the right-left direction and
elliptical sampling were used to reduce acquisition time.
Standard T1-w, T2-w, and T2-weighted fluid-attenuated
inversion recovery (FLAIR) images were also obtained.
T1-w images were acquired using a spin echo sequence
with TR, 450 milliseconds; TE, 9 milliseconds; FOV,
240 × 180 mm2; matrix, 256 × 192; slice thickness,
4 mm; slice number, 30. T2-w images were acquired
using a fast-spin echo sequence with TR, 6000 millisec-
onds; TE, 93 milliseconds; FOV, 240 × 180 mm2; matrix,
320 × 240; slice thickness, 4 mm; slice number, 30. T2-
weighted FLAIR images were obtained using the follow-
ing parameters: TR, 9000 milliseconds; TE, 93 millisec-
onds; TI, 2500 milliseconds; FOV, 220 × 200 mm2;
matrix, 256 × 232; slice thickness, 4 mm; slice num-
ber, 25.
Before the QSM and R2* reconstructions, 2 researchers

independently graded the quality of the magnitude
images: 1 = very good (few or no artifacts); 2 = good (visi-
ble artifacts); 3 = poor (considerable motion artifacts);
4 = very poor (significant motion artifacts); 5 = non-
diagnostic scan. Subjects with a consensus grading score
higher than 2 were excluded from further analysis.

Data Procession
QSM maps were reconstructed using the morphol-

ogy-enabled dipole inversion (MEDI) toolbox (http://
pre.weill.cornell.edu/mri/pages/qsm.html). The field
map was first estimated by performing a 1-dimensional
temporal unwrapping of the phase on each voxel
followed by a weighted least-squares fit of the tempo-
rally unwrapped phases in each voxel over TE.25 To
account for frequency aliasing on the field map, a mag-
nitude map-guided spatial unwrapping algorithm was
applied.37 The background field was removed using the
projection onto dipole fields method.38 Finally, the
remaining tissue field was inverted to generate a suscep-
tibility map using the MEDI with automatic uniform
cerebrospinal fluid (CSF) zero reference algorithm,39

which added regularization in the QSM reconstruction
to suppress ventricular CSF susceptibility inhomogene-
ity.40 CSF instead of white matter was used as the sus-
ceptibility reference region to avoid any potential errors
caused by the susceptibility anisotropy effect of white
matter and to exclude any influence of potential iron
and copper deposition within white matter.41 R2*
maps were reconstructed from the magnitude gradient-

echo data with a monoexponential fit using the
Levenberg-Marquart algorithm.
Previous studies in WD with conventional MRI, sus-

ceptibility-weighted imaging, and QSM revealed that
signal abnormality presented in not only the basal
ganglia, but also the substantia nigra (SN), red nucleus
(RN), and dentate nucleus (DN).42-44 In addition, a
postmortem study demonstrated metal accumulation in
these regions in patients with WD.45 Therefore, these 6
regions of interest (ROIs) were selected to measure
metal deposition. ROIs were drawn manually on the
QSM images using insight toolkit-snake automatic par-
titioning software (http://www.itksnap.org) by 2 resear-
chers who were blinded to subject demographics. The
ROIs were drawn to cover the bilateral nuclei in all sec-
tions in which the deep nucleus was visible (Fig. S1). In
the basal ganglia region, we avoided patchy areas with
hypointense signal, which was suspected edema. To
minimize partial volume effects, these sections never
included the most inferior or superior slice on which
the nucleus was defined. Voxels at the tissue boundaries
were also excluded. ROIs were confirmed by a neurolo-
gist (XP.W.). To maintain accuracy in quantitative eval-
uations, the ROIs drawn on the QSM images were
applied to R2* maps.

Qualitative Analyses
Two researchers independently evaluated the signal

abnormality of all images. The signal intensity abnor-
malities in the images of patients with WD were divided
into 3 types in conventional MRI images: type I showed
hypointensity on T2-w and FLAIR images; type II
showed patchy hypointense regions on T1-w images
and patchy hyperintense regions on T2-w and FLAIR
images; type III consisted of some hypointense pixels on
FLAIR images, but hyperintensity on T2-w images. The
signal characteristic of the 3 types of lesions in suscepti-
bility and R2* maps were also evaluated.

Statistical Analyses
A possible influence of sex between groups was eval-

uated using a chi-square test, interobserver variability
of the visual evaluation was evaluated using a kappa
test, and the influence of age was tested by 1-way anal-
ysis of variance. Interobserver segmentation variability
was tested using the intraclass correlation coefficient
(ICC) for the 2 researchers. An ICC of 0.81 to 1.00
was considered excellent agreement.
Differences in magnetic susceptibility and R2* values

between WD patients and HCs were compared using the
Mann-Whitney U test. Multiple comparisons were
corrected using the false discovery rate correction.46

Adjusted P < 0.05 was chosen to designate significant dif-
ferences. Associations of magnetic susceptibility and R2*
values with UWDRS scores were assessed by calculating
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the partial correlation coefficient. Receiver operating char-
acteristic (ROC) curves were used to assess the ability of
QSM and R2* maps to discriminate between WD and
HCs. Sensitivity and specificity were determined by
Youden index. The predictive capability of QSM and
R2* was assessed using the area under the curve (AUC).
The value of the AUC varied from 0.5 to 1.0, with higher
values corresponding to a greater ability to distinguish
between the 2 groups. Diagnostic accuracy of qualitative
and quantitative analysis in each region was calculated.
All statistical analyses were carried out using IBM SPSS

Statistics 23 and MATLAB R2010b (MathWorks, MA).

Results
Subject Characteristics

Three WD patients were excluded because of motion
artifacts. A total of 14 WD patients (10 men and 4
women) with a mean age of 28.1 ± 9.6 years and 14

age- and sex-matched HCs (9 men and 5 women) with
a mean age of 28.2 ± 9.2 years were included for fur-
ther analysis. The median duration of illness was 27
months (range, 4–312 months). Clinical and demo-
graphic parameters of WD patients are summarized in
Table S2. There were no significant differences between
the WD and HC groups with respect to age (F = 0.002,
P = 0.968, ηp2 < 0.001) or sex (χ2 = 0.164,
P = 0.686, ϕ = 0.076).

MRI Findings
Ten patients with WD (71%) had signal abnormali-

ties in the lenticular nucleus (GP and PUT) in conven-
tional MR images (Fig. 1). All 10 (100%) had type I
lesions (Fig. 1d,g), whereas 3 patients (30%) had type
II lesions (Fig. 1b,e,h) and 6 patients (60%) had type III
lesions (Fig. 1f,i).
There was high contrast between deep gray matter

nuclei and the surrounding tissue in both susceptibility
and R2* maps. The signal intensity of lesions in

FIG 1 Representative T1-w, T2-w, T2 FLAIR, R2* and QSM images of the lenticular nuclei from WD patients. Note signal abnormalities in type I (green
arrow in left column), type II (yellow arrow in middle column), and type III (red arrow in right column). [Color figure can be viewed at
wileyonlinelibrary.com]
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susceptibility and R2* maps changed with the type of
lesion. The type I lesions showed hyperintensity in
both susceptibility and R2* maps (Fig. 1m,j). The
type II lesions showed patchy regions with suscepti-
bility and R2* values close to those of the surround-
ing white matter (Fig. 1n,k). The type III lesions were
presented as some hypointense pixels in both suscep-
tibility and R2* maps (Fig. 1o,l). Diagnostic accuracy
based on qualitatively visual assessment was 82.14%
in both QSM and R2*.
A high degree of interrater reliability was determined

using Kappa’s coefficient, with κ = 0.858 for QSM and
κ = 0.667 for R2*.

Test-Retest Reliability Analysis
Test-retest reliability of manual ROI voxel volume

extraction by 2 researchers was evaluated using ICC
analysis. The maximum ICC value was 0.95 in the DN,
and the smallest ICC was 0.85 in the RN, indicating
excellent interobserver agreement for all ROIs. Given
the excellent agreement between the 2 researchers, the

results of the susceptibility and R2* values were the
average of the 2 researchers’ measurements.

ROI Analysis on QSM and R2* Maps
In all subjects, the deep gray matter nuclei were more

apparent and clearer in susceptibility maps than in the
R2* maps (Fig. S2). After correction for multiple com-
parisons, susceptibility values in patients with WD were
significantly higher than those of HCs in the CN
(P = 0.010), PUT (P = 0.013), GP (P = 0.013), SN
(P = 0.001), and RN (P = 0.002). However, susceptibil-
ity values did not significantly differ in the DN between
patients with WD and HCs (P = 0.150; Fig. 2).
For all regions measured, there were significantly

higher R2* values in patients with WD than in HCs:
CN (P = 0.014), PUT (P = 0.014), GP (P = 0.035), SN
(P = 0.014), RN (P = 0.012), and DN (P = 0.012); see
Figure 3.

ROC Curve Analysis on QSM and R2* Maps
The results of ROC curve analyses of QSM and R2*

maps between HCs and WD are summarized in Figure S3
and Table 1. For QSM, AUC for the mean susceptibility
in the CN, PUT, GP, SN, and RN were 0.806
(P = 0.006), 0.781 (P = 0.012), 0.786 (P = 0.010), 0.888
(P < 0.001), and 0.857 (P = 0.001), respectively, demon-
strating that QSM in the SN was better than that of other
regions at classifying WD patients. For R2*, the AUC in
the CN, PUT, GP, SN, RN, and DN were 0.776
(P = 0.013), 0.781 (P = 0.012), 0.735 (P = 0.009), 0.791
(P = 0.035), 0.811 (P = 0.005), and 0.837 (P = 0.002),
respectively, indicating that the RN provided the highest
AUC value at classifying WD patients. Taken together,
QSM provided the highest AUC value of 0.888 in the
SN. Midbrain nuclei (SN and RN) showed better perfor-
mance than basal ganglia nuclei (CN, PUT, and GP) and

FIG 2 Comparison of mean susceptibility values between patients with
WD and HC in the bilateral head of the caudate nucleus (CN), putamen
(PUT), globus pallidus (GP), substantia nigra (SN), red nucleus (RN), and
dentate nucleus (DN). Significant differences between WD and HC are
represented as: *P < 0.05; **P < 0.01. Error bar: �SD. [Color figure can
be viewed at wileyonlinelibrary.com]

FIG 3 Comparison of mean R2* values between WD and HC in the bilat-
eral head of the caudate nucleus (CN), putamen (PUT), globus pallidus
(GP), substantia nigra (SN), red nucleus (RN), and dentate nucleus (DN).
Significant differences between WD and HC are represented as:
*P < 0.05; **P < 0.01. Error bar: �SD. [Color figure can be viewed at
wileyonlinelibrary.com]

TABLE 1 Results of the ROC curve analyses of QSM and
R2* images between healthy controls and patients with

Wilson’s disease

AUC SS SP P AC (%)

QSM CN 0.806 64.29 92.86 0.006 78.57
PUT 0.781 71.43 100.00 0.012 85.71
GP 0.786 64.29 85.71 0.010 75.00
SN 0.888 85.71 92.86 <0.001 89.29
RN 0.857 78.57 100.00 0.001 89.29

R2* CN 0.776 64.29 100.00 0.013 82.14
PUT 0.781 71.43 100.00 0.012 85.71
GP 0.735 57.14 100.00 0.035 78.57
SN 0.791 64.29 92.86 0.009 78.57
RN 0.811 85.71 71.43 0.005 78.57
DN 0.837 78.57 85.71 0.002 82.14

Note: Results of the ROC curve analyses are expressed by area under the
ROC curve (AUC), sensitivity (SS), specificity (SP), P value, and diagnostic
accuracy (AC); only statistically significant differences in ROC curve analyses
between the HC and WD groups are shown.
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cerebellum (DN) in both QSM and R2* for this study.
The AUC values in the midbrain nuclei by QSM were
higher than those by R2*, but there was no significant
difference between the AUC of QSM and R2* in the SN
(z = 1.655, P = 0.098) or the RN (z = 0.833, P = 0.405)
regions.
The results of diagnostic accuracy for each nucleus

on QSM and R2* are summarized in Table 1. The
magnetic susceptibility in the SN and RN showed the
highest diagnostic accuracy (89.28 %).

Correlation Analysis
Finally, we examined the correlation of QSM and

R2* values in the deep gray matter nuclei with clinical
index in WD subjects. After sex was assigned as a
covariate, there was a positive correlation between sus-
ceptibility value and UWDRS score in the CN

(r = 0.757, P = 0.011), PUT (r = 0.679, P = 0.031), and
RN (r = 0.638, P = 0.047); see Figure 4a–c. No such
correlation was found in the GP (r = 0.519, P = 0.102),
SN (r = 0.321, P = 0.366), and DN (r = 0.521,
P = 0.123). For the R2* values, there was a correlation
only between R2* in the CN and UWDRS (r = 0.754,
P = 0.012; Fig. 4d), but not in the PUT (r = 0.539,
P = 0.108), GP (r = 0.589, P = 0.073), SN (r = 0.004,
P = 0.991), RN (r = 0.149, P = 0.682), or DN
(r = 0.267, P = 0.457). In addition, there was no corre-
lation of QSM or R2* values with other clinical indices,
notably urinary copper and serum ceruloplasmin.

Discussion

In this exploratory study, we qualitatively and quan-
titatively investigated the signal abnormalities of the

FIG 4 In the patients with WD, magnetic susceptibility values in the caudate nucleus (CN) (a), putamen (PUT) (b) and red nucleus (RN) (c), as well as R2*
values (d) in the CN increased with the severity of neurological symptoms.
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bilateral CN, GP, PUT, SN, RN, and DN in terms of both
susceptibility and R2* maps on a 3T MRI. Both QSM
and R2* showed manifestations of abnormal values in
these deep gray matter nuclei. Signaficantly increased
magnetic susceptibility and R2* values were observed in
multiple brain regions of patients with WD. Moreover,
the measured magnetic susceptibility values in multiple
regions increased with the severity of neurological symp-
toms. In terms of group differences, classification power,
diagnostic accuracy, and ability to correlate with clinical
scores, QSM performed better than R2*. Therefore,
QSM from a 3T scanner may provide useful information
for diagnosis of WD patients.
Compared with QSM studies of differentiating the

deposition of iron and copper in the lenticular nucleus in
WD patients from HCs at 1.5T,9,33 this QSM study on a
clinical 3T MRI scanner indicated greater statistical
power (P values approximately reduced by a factor of
10), approaching that at 7T.32 It is known that QSM at
3T is superior to QSM at 1.5T in terms of signal-to-noise
ratio efficiency.27 Technical optimization may be needed
to take full advantage of QSM at 7T.47 This comparison
should be understood with the limitation that the WD
patient cohorts are different among these studies. Never-
theless, our results suggest that QSM at 3T is potentially
a clinically useful tool for WD diagnosis.
Three types of lesions in the lenticular nucleus could be

indentified by QSM and R2*. In patients with WD,
excess copper is initially taken up and buffered by astro-
cytes and oligodendrocytes but ultimately causes dysfunc-
tion of the blood–brain barrier and demyelination. The
most severe neuropathologic abnormalities, including tis-
sue rarefaction, reactive astrogliosis, myelin pallor, and
the presence of iron-laden macrophages, are typically pre-
sent in the putamen and other nuclei in the basal ganglia.
In this study, the presence of type I lesions was most likely
because of excessive metal deposition. The accumulation
of paramagnetic metal may increase the susceptibility
values in tissue and further dephase the MR signals,
resulting in hypointense signals in T2-w and FLAIR
images. Type II lesions were likely because of edema.48

Edema has a susceptibility value similar to that of white
matter, and long T1 and T2 values because of edema
cause hypointense signals in T1-w images and
hyperintense signals in T2-w images. Type III lesions
could reflect encephalomalacia. The susceptibility of
encephalomalacia is similar to that of CSF, which shows
a lower susceptibility value than the surrounding deep
nuclei, hypointense signal in T1-w, hypeintense signal in
T2-w, and supressed signal in FLAIR images. Taken
together, both QSM and R2* performed well in dis-
tinguishing different types of lesions in WD patients,
which provide auxiliary information for WD diagnosis.
Based on the quantitative results in group difference,

classification power, diagnostic accuracy, and ability to
correlate with clinical scores, QSM was relatively

superior to R2* in distinguishing patients with WD
from HCs. This may be because QSM is a direct calcu-
lation of the magnetic susceptibility distribution.49-51

However, many factors, such as changes in water con-
tent, local water diffusion rates in an inhomogeneous
field, macroscopic magnetic field’s inhomogeneity and
nonlocality, and imaging parameters including field
strength, voxel size, and TE,16,52 can all confound the
interpretation of R2* mapping, resulting in a compli-
cated relationship to iron concentration that may be
quadratic rather than linear. 53 These effects could
reduce the sensitivity of R2* mapping. Therefore,
experimental and theoretical findings support the
notion that QSM can overcome the problems of R2*
and reflect spatial variation in tissue composition,54-56

thus providing a relatively accurate tool for measuring
magenetic susceptibility changes.
For the first time, a significant positive correlation

between the UWDRS score of the WD group and suscep-
tibility values were observed in the CN, PUT, and RN.
These findings suggest that patients with higher metal
accumulation in these nuclei may correspond to higher
scores of neurological symptoms. In a previous postmor-
tem study, the degree of pathological severity in the puta-
men of WD revealed a trend for a positive association
with iron concentration.45 Therefore, the susceptibility
values in the deep gray matter nuclei might be an accept-
able noninvasive biomarker for WD progression.
This work represents a preliminary analysis of QSM

and R2* at 3T MRI to distinguish patients with WD
from HCs. The following limitations could be over-
come in additional studies: First, statistical power was
limited because of the small number of subjects. A
larger sample size would be required to validate and
refine the present work. Second, a previous study
showed that there are different disease manifestations
that may result in differences in metal accumulation.32

In this study, we did not separate WD subjects into
hepatic, neurological, or neuropsychiatric subgroups
because of the small sample size. Third, susceptibility
values in patients with WD were higher than those in
HCs in the DN, but the difference was not statistically
significant. That may be because there was a higher SD
value in this region. Therefore, further investigations on
metal accumulation in the DN are needed. Finally,
because of the strong contrast of the QSM in the deep
gray matter nuclei, we focused on QSM of the deep
gray matter nuclei and did not include the brain stem
and pons, noting that these are known to be involved
in clinically affected neuronal circuits in WD.

Conclusion

Abnormal metal accumulation in multiple deep gray
matter nuclei of patients with WD could be detected
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quantitatively and qualitatively using both QSM and
R2* at 3T MRI. QSM performed relatively better than
R2* in terms of group differences, classification power,
diagnostic accuracy, and ability to correlate with clini-
cal scores in this study. In summary, QSM at 3T could
be an effective tool to evaluate metal accumulation in
the brains of patients with WD.
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