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Summary

Objectives: In schizophrenia, the most repeatable DTI findings concern reduced FA in 
temporal and frontal lobes with associated abnormalities in connecting neural fibers. The goal of 
study was to evaluate the differences in FA of the internal capsule in EOS-patients and healthy 
controls and to place emphasis on the sex as a potential factor determining a predominant 
pathological pattern of described changes.

Methods: 30 EOS patients and 30 healthy controls were studied using DTI. FA measures 
within internal capsules were performed in selected ROIs. For statistical analyses the one-way 
ANOVA test was used (p < 0.05).

Results: Significant differences of FA between EOS-patients and controls in the right ALIC 
with lower values of FA in EOS were observed. Within the women sub-groups, statistical dif-
ferences of FA were observed only for the right ALIC. There were no statistically significant 
differences within men sub-groups.

Conclusions: 1. Statistically significant differences were found between EOS – subjects 
(subgroups of woman only) and the control group within the WM diffusivity of the brain in 
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the right ALIC. 2. These results indicate possible involvement of the structures of internal 
capsule in the EOS development.
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Introduction

Changes in the structure of the ALIC (anterior limb of internal capsule) have been 
repeatedly described in schizophrenia and are likely to be associated with, at least some 
of, schizophrenia symptoms. ALIC contains descending motor and ascending sensory 
fibers interconnecting brain regions implicated in the pathophysiology of schizophrenia 
– including regions of neocortex, striatum, thalamus and pons [1]. It serves as the main 
efferent tract of the thalamus, carrying two major fiber systems – the ATR (anterior 
thalamic radiation) and the fronto-pontine tract [2]. The ATR consists of fiber bundles 
connecting mediodorsal thalamic nuclei with the frontal cortex and fibers between 
anterior thalamic nuclei and the anterior cingulate cortex [1, 3]. Fronto-pontine fibers 
are descending cortical fibers with proven motor functions [4]. The thalamic nuclei 
have multiple projections via the internal capsule to and from the frontal cortex regions 
involved in memory, emotion, motivation and directed attention. Disruption of ALIC 
may result in cognitive deficits of a subcortical profile, similar to those observed in 
schizophrenia [5–7].

A specific group of schizophrenia patients, described in this study, are EOS 
(early onset schizophrenia) individuals. EOS is defined as a  form of disease in 
which first symptoms develop in childhood or adolescence (with the onset before 
age 18). EOS was shown to be on a continuum with the adult form of the illness 
although it is characterized by its own, specific features [8–10]. It was shown that 
schizophrenia is twice as prevalent among first-degree relatives of EOS individuals 
[11], while in AOS the risk of developing schizophrenia in first-degree relatives is 
estimated as 10 to 15-fold higher [12]. These facts suggest that in the development 
of EOS environmental factors (e.g. hypoxia, nutritional deficiencies, infections and 
other) may have greater impact than genetic predisposition and that manifestation 
of this form of disease is different than AOS. Developmental and/or behavioural 
abnormalities are more prevalent at premorbid phase in EOS than AOS – with the 
incidence of about 90% [13]. This may reflect greater neurodevelopmental failure 
in these patients. EOS patients usually show more pronounced negative symptoms 
compared to those with AOS [14].

Results from relatively few DTI (diffusion tensor imaging) studies on EOS patients 
confirmed the presence of brain structure abnormalities. Regional decreases in WM 
(white matter) diffusivity in EOS patients were observed in frontal and parietal lobes 
bilaterally, in the right occipital lobe and in the cerebellum [15, 16]. WM abnormalities 
were also found in limbic structures, including the anterior cingulate regions [17, 18] 
and the left posterior hippocampus [19]. EOS patients revealed significantly reduced 
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FA in the right anterior cingulum compared to healthy controls. Moreover, a negative 
correlation between mean regional FA in the right anterior cingulum and PANSS posi-
tive symptom score was also demonstrated [18]. In none of the above studies increased 
FA was observed in the groups of patients compared to controls [15–19].

To our knowledge, none of the available DTI studies described significant differ-
ences in the internal capsule diffusivity. Due to the limited and inconsistent data from 
the EOS – related studies further studies on this group of patients are needed.

Aim of the study

The goal of our study was to evaluate differences in FA of the internal capsule in 
a sample of EOS-patients and healthy controls. Special attention was put to the role 
of sex as a potential factor determining a predominant pathological pattern of the 
described changes. Due to the fact that sex-related differences in schizophrenia were 
analyzed only in a small sample of available DTI studies, the obtained results are not 
sufficient to explain whether and/or how gender determines localization and intensity of 
WM abnormalities. We hypothesized that these differences may be present at an early 
stage of the disease and that sex-related genetic, hormonal or constitutional factors 
may strongly affect the course of the early-onset psychoses.

Material

Examined groups

30 EOS (DSM-IV) patients (mean age 20.2 +/ – 2.5 years; 15 males, 15 females; 
all Caucasians) were studied (Table 1). 30 normal controls comparable for age, gender, 
race and socio-economic status to the patients (mean age 21.5 +/ – 2.7 years; 15 males, 
15 females; all Caucasians) were studied (Table 1).

Table 1. Demographic factors of examined group and healthy controls

Examined group (EOS-patients) Healthy controls
Demographic factors:
Patients mean age ± SD 20.2 ± 2.48 21.53 ± 2.66
Sex, males:females 15:15 15:15
Handedness, right-handed:left-handed 24:6 29:1
Race Caucasians Caucasians
Socioeconomic status good good
Clinical characteristics:
Onset of symptoms, mean age ± SD 16 ± 2.05 -
Duration of symptoms, years ± SD 4.2 ± 2.4 -

table continued on the next page
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Duration of antypsychotic treatment, years ± SD 3.28 ± 2.29 -
Genetic load (positive family history of schizophrenia) 8:22 0:30

SD – standard deviation

Diagnosis of EOS was confirmed with the clinical consensus of two staff psychia-
trists – using polish version of CIDI (Composite International Diagnostic Interview). 
Patients with comorbid psychiatric disorders, alcohol or substance abuse within the 6 
months preceding the study, history of traumatic head injury with loss of conscious-
ness, epilepsy or other neurological and/or severe somatic diseases were excluded. 
All patients were receiving antipsychotic medications (2nd generation antipsychotics) 
at the time of imaging. Patients were recruited from inpatient and outpatient clinics.

The control individuals had no DSM-IV axis I disorders, as determined by the 
standardized interview CIDI, no history of psychiatric disorders among their first-
degree relatives, no history of alcohol or substance abuse and no current major 
medical conditions. 	 The socio-economic status in both groups was evaluated on 
the basis of a clinical interview and estimated using a simple five-grade scale (very 
bad–bad–moderate–good–very good). Normal controls were medical studies students 
or university staff volunteers.

The study was approved by the Bioethical Committee of the Medical University 
of Lodz (RNN / 66/09 / EC). All subjects were explained the study procedure prior to 
signing informed consents. In case of patients under the age of 18 a consent from their 
caregivers and assent from the subjects were obtained (according to the Polish law).

Methods

MRI

All MRI scans were obtained Księży Młyn Medical Center of Diagnostic Radiology 
using a 1.5T General Electric SIGNA HDi System (GE Medical Systems, Milwaukee, 
WI). Diffusion-weighed imaging data were acquired with a  single-shot echo planar 
imaging sequence in alignment with the anterior–posterior commissure plane. The diffu-
sion sensitizing gradients were applied along 25 nonparallel directions (b = 1000s/mm2) 
and two without diffusion weighing (b = 0). Twenty seven contiguous axial slices were 
acquired with a slice thickness of 5mm and no gap. The acquisition parameters were as 
follows: echo time TE = 103.5ms; repetition time TR = 8500ms; field of view = 30cm; 
number of excitations NEX = 1 and matrix = 128×128.

Additionally, morphological images were acquired for anatomical determinations. T1 
and T2 weighed images in sagittal, coronal and axial planes were obtained. The acquisition 
parameters for T1 images were: TE = 5ms, TR = 24ms, NEX = 2, FOV = 26×19.5cm, 
slice thickness = 1.5cm and matrix of 256×192. T2 sequences were acquired as follows: 
TR = 3000ms, TE = 96ms for T2, NEX = 1, FOV = 26×26 and matrix = 256×192.
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The total scan time was less than 30 min. Head movement was minimized with 
padding and a foam strap across the forehead. All scans were reviewed, and scans with 
significant artifacts were repeated or discarded.

DTI data processing

A Functool DTI software (GE Medical Systems, Milwaukee, WI) was used for 
DTI data processing. After computing FA images, ROIs within the internal capsule 
were defined. A radiologist blind to diagnosis placed ROIs in white matter tracts us-
ing identifiable landmarks on FA images and with reference to the Mori MRI atlas of 
human white matter. 	 Selected ROIs were placed within right and left anterior 
and posterior limbs of internal capsules and – additionally – within external capsules 
(bilaterally).

Quality control measures included the inspection of each image with traced ROIs 
by two experienced radiologists for the quality of the image and the correct placement 
of ROIs. The correct placement was confirmed by display of the ROIs on the anisotropy 
image as well as on the coloured orientation images. (figures 1, 2).

Figure1: Fractional anisotropy map with 
ROIs placed in right and left anterior limb 

of internal capsules. Color scale reflects 
the degree of diffusivity.

Figure 2: FA directionally encoded color 
(DEC) map with ROIs placed in right and 

left anterior limb of internal capsules. Color 
scale reflects directional information and 
the degree of diffusivity simultaneously.
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Statistical analysis

For statistical verification of differences between the analyzed groups, the SPSS 
software was applied.

The differences between the analyzed groups (EOS-patients vs. controls) were 
tested by using mean values of FA and standard deviation of previously defined ROIs. 
To test the statistical significance of differences of FA values within and between groups, 
the one-way ANOVA test was used with statistical significance level set at p < 0.05.

 In order to explain and verify the differences between experimental results and 
the ones observed with the use of ANOVA test, the ETA square test was also adopted.

Results

According to the one-way ANOVA test, we observed significant differences of 
diffusivity between EOS-patients and healthy controls measured by FA parameter in 
the right anterior limb of internal capsule (p = 0.016, df = 1, F = 6.143) with lower 
values of FA in schizophrenics group.

Within the women sub-groups, statistical differences were observed in diffusivity 
measured by FA parameter also for the right anterior limb of internal capsule (p = 0.023, 
df = 1, F = 5.913).

There were no statistically significant differences within men sub-groups.

Figure 3: Tractographic reconstruction of 
internal capsules.
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Among analyzed WM regions there were none of increased fractional anisotropy 
in EOS-subjects.

Discussion

A comparison of the EOS group with the healthy control group revealed lower FA 
values in the region of the right ALIC in the EOS group (p = 0.016). It was confirmed 
that the above changes are present in relatively early stages of schizophrenia.

The existing reports on WM structure in this localization in schizophrenia are 
ambiguous and based almost exclusively on the studies in patients with AOS. Most of 
the available studies on the AOS group confirm the presence of regions of reduced WM 
integrity in the internal capsule region, uni – [20] or bilaterally [21, 22], referring only 
to the anterior limb (anterior left thalamic peduncle on the left side [20]) or the whole 
structure [21, 22]. There are also negative observations which did not exhibit statistically 
significant changes in the internal capsule structure between schizophrenic patients 
and healthy controls [23, 24]. An earlier study of Kubicki, Levitt et al. confirmed the 
presence of bilaterally lowered FA in ALIC [21]. However, the latest studies conducted 
by Kubicki et al. did not confirm lowered FA in ALIC although they observed reduced 
volume of this region in adult schizophrenic patients [25].

Primary nature of the described abnormalities in the diffusivity of the WM in 
internal capsule is indicated by the results of the study conducted by Cheung et al. 
The abnormities localized in the right posterior limb of internal capsule were described 
in neuroleptic-naïve patients [26]. Szeszko et al. demonstrated the presence of reduced 
FA within the left ALIC in the first episode of psychosis [27]. These observations sug-
gest primary character and/or very early manifestation of the observed abnormities in 
the course of schizophrenia.

The results of our study are partly consistent with the results of the research on 
AOS groups, which confirms shared pathological elements of the brain anatomy in 
both forms of the disease and/or possible continuum of WM changes in schizophrenic 
patients throughout their lives. The WM diffusivity differences shown by the above 
study in the ALIC region indicate a probable involvement of this structure in the de-
velopment of the EOS symptoms.

We did not find any descriptions of changes in the WM integrity within the 
internal capsule region in any of the DTI studies on the EOS patients. In volumet-
ric MRI studies conducted in this group a negative correlation between negative 
symptoms score and the volume of the right internal capsule was demonstrated by 
Paillere-Martinot et al. [28].

In the re-analysis of the results in the subgroups differentiated according to the 
patients’ gender no statistically significant differences were found in the subgroup of 
healthy and ill men. In the subgroup of women we obtained a statistically significant 
reduction of FA in the right ALIC, which conformed with the results of the analysis 
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conducted for the whole group. The lack of statistically significant differences in the 
WM structure in the subgroup of men, with evident differences between the examined 
group and controls, may suggest that the indicated changes mainly depend on WM 
abnormalities present in the group of examined women. This hypothesis is confirmed 
by identical location of the changes found in the examined groups and the subgroup 
of women.

Few available DTI studies, concerning patients with psychosis, involve an analysis 
of the obtained results according to the patients’ gender. Schneiderman et al. conducted 
an analysis of the dependence of the WM diffusivity on the age and gender of the 
subjects with diagnosed psychotic disorders (not only of schizophrenia) and observed 
associations for the internal capsule, anterior thalamic radiation, frontal occipital fas-
ciculus, frontal superior longitudinal fasciculus, cingulum bundle and corpus callosum 
[29]. It was indicated that in female adolescents with EOS the FA indices for ALIC 
(including posterior limb) were lower on the right side as compared to the control group 
[29]. In our study we obtained results partly consistent with the findings considering 
lower values of FA for the right ALIC in the subgroup of EOS women. Discrepancy 
in the rest of results may be partly accounted for by an insufficient comparability 
with other studies (e.g. lower average age of the examined adolescents or inclusion 
of patients with schizoaffective psychosis).

 In the study including exclusively men Peters et al., found no differences in the 
WM diffusivity between 3 groups of men: with a  short history of psychosis, with 
a high risk of psychosis, and healthy controls, which conforms with our observations 
in the EOS group [30]. Price et al. indicated lowered FA within the genu of corpus 
callosum and uncinate fasciculus – with evidently lower FA values in female groups, 
as compared to the men. The above correlations were observed both in the examined 
group and in controls [31, 32]. No such correlations were found for ALIC, but the 
results of our study indicate their presence in the group of EOS patients.

The patterns observed in our study may be partly explained by the gender differ-
ences in the development of the brain structures. Women achieve the maximum volume 
of the brain at the average age of 10.5 years, whereas men – 14.5 years. Moreover, total 
volume of the men’s brain is approximately 10% bigger than women’s. The develop-
ment of GM (grey matter) both in men and women is most intense in the first decade 
of life, but women reach the maximum volume of GM on average 1–2 years earlier 
than men (on average: 8.5 vs. 10.5 years) [33]. An analysis of the course of the devel-
opment of the WM structures indicates that they develop throughout the childhood, 
adolescence and early adulthood. However, dynamics of the observed changes differs, 
being much higher in men through the whole observation period [33]. Investigating 
the course of the most intense period of WM development and maturation (age: 12–18 
years), Perrin et al. indicated that in males the total volume of WM increased while 
total content of myelin decreased with age (measured by the magnetization-transfer 
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ratio – MTR). In girls increase in the WM volume was insignificant and was not ac-
companied by changes in the MTR parameter except MTR increase in the frontal 
lobes, [34]. The authors assumed the presence of different predominant mechanisms 
of WM structures maturation in both genders, with predominant increase in the fi-
bres diameter in men and enhanced myelination in women [34]. According to some 
reports, there are more evident abnormalities in the WM microstructure in females 
with schizophrenia. Unlike in healthy controls, where the WM fibre density is higher 
in women than in men, a reverse correlation was observed in schizophrenic patients 
[35]. Furthermore, ill women exhibited a reduced total number of the WM fibres – 
evaluated post mortem [35].

The above facts may partly account for the observed correlation. Abnormal course 
of myelination may be more responsible for the development of schizophrenia in 
women in whom the development of myelin is the main mechanism of the matura-
tion of WM structures. Another hypothetical explanation of the observed correlation 
may be the fact that at the time of the study majority of participants (women) were at 
a more advanced stage of the development of WM structures (the examined groups 
of women and men were comparable according to average values of age). This may 
partly account for the presence of more pronounced changes in the diffusivity of the 
finally developed WM fibres.

The statistically significant differences in the diffusivity of WM tissues between 
the studied group and controls inform exclusively about the presence of quantitative 
or qualitative differences between the examined groups, however they do not allow 
to draw conclusions about their exact nature and possible functional importance. 
The confirmed decrease in FA in the ALIC region among EOS patients may result 
from the reduced number of axons in this area, shift in the axonal direction, decrease 
in their diameter or arrangement density, and a lower content of myelin or a change 
of its chemical composition. Furthermore, each of the assessed ROI contains, in dif-
ferent proportions, elements of WM, GM and cerebrospinal fluid. Hence, a decrease 
in the FA in a given ROI may reflect changes in each of the components present there.

Potential limitations of the study

A direct comparison of the FA values obtained in DTI studies between the exam-
ined group and healthy controls may be hampered and not reliable enough due to the 
reported different patterns of the brain’s maturation in schizophrenia [36]. Similarly, 
a different pattern of major changes in the WM diffusivity in EOS and AOS patients 
groups was described [37].

Incomplete homogeneity of the examined group with respect to the duration of 
schizophrenia symptoms is another limitation of the project. 30 patients with a rela-
tively short duration of schizophrenia and in a considerable symptomatic remission 
(assessed clinically) were included to the study. However, we cannot exclude the ef-
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fects of other endo – and/or exogenous factors which might affect the WM diffusivity 
in the course of the disease.

 In order to limit these factors, individuals (1) with confirmed active use of psy-
choactive substances, (2) with diagnosed intellectual retardation and/or other organic 
lesions in the CNS, (3) estimating their socio-economic status as less than “good” 
were excluded from the study.

All participants of the examined group were treated with the second generation 
neuroleptics. The impact of antipsychotic treatment on brain tissue parameters is not 
known precisely. Several available studies indicate that antipsychotic treatment may 
contribute to changes in the degree of WM diffusivity of the left frontal lobe [38] and 
central cerebellum peduncles [39]. No such correlations were described for ALIC.

To guarantee objectivity of the procedure the evaluating radiologist was blind to 
the study group. Each scan was assessed by two radiologists independently.

We used 1.5T magnets for DTI, which is the most accessible tool. Using 3T magnet 
would provide more precise data and should be considered in future research.

Conclusions

Presence of statistically significant differences in the WM diffusivity of the brain 
in the right ALIC region between the EOS patients and the control group was found. 
Differences in tissues diffusivity were observed exclusively in the subgroups of women, 
which suggests that the final results of the comparison of groups largely depend on the 
variability found in the women-subgroup.

The lack of statistically significant differences in diffusion in men – with repeat-
edly confirmed higher frequency of schizophrenia diagnoses in this age group of boys 
– suggests that ALIC may be less important for determining the development of the 
disease in males.

The results of the study are one of the first findings which indicate possible involve-
ment of the structures of the internal capsule in the development of EOS.

References

1.	 Kahle W, Platzer W. Color atlas of human anatomy. Stuttgart: Thieme 2003.
2.	 Axer H, Keyserlingk DG. Mapping of fiber orientation in human internal capsule by means of 

polarized light and confocal scanning laser microscopy. J. Neurosci. Methods 2000; 94: 165–175.
3.	 Zhou SY, Suzuki M, Hagino H, Takahashi T, Kawasaki Y, Nohara S. et al. Decreased volume and 

increased asymmetry of the anterior limb of the internal capsule in patients with schizophrenia. 
Biol. Psychiatry 2003; 54: 427–436.

4.	 Hendelman WJ. Atlas of functional neuroanatomy. 2nd edition; Boca Raton: CRC Press; 2006.



359Internal capsule integrity and its sex-related structural differences

5.	 5. Tekin S, Cummings JL. Frontal-subcortical neuronal circuits and clinical neuropsychiatry: 
an update. J. Psychosom. Res. 2002; 53: 647–654.

6.	 Taber KH, Wen C, Khan A, Hurley RA. The limbic thalamus. J. Neuropsychiatry Clin. Neurosci. 
2004; 16: 127–132.

7.	 Herrero MT, Barcia C, Navarro JM. Functional anatomy of thalamus and basal ganglia. Childs 
Nerv. Syst. 2002; 18: 386–404.

8.	 Rapoport JL, Giedd JN, Blumenthal J, Hamburger S, Jeffries N, Fernandez T. et al. Progressive 
cortical change during adolescence in childhood-onset schizophrenia. A longitudinal magnetic 
resonance imaging study. Arch. Gen. Psychiatry 1999; 56: 649–654.

9.	 Rapoport JL, Inoff-Germain G. Update on childhood-onset schizophrenia. Curr. Psychiatry 
Rep. 2000; 2: 410–415.

10.	 Asarnow RF, Nuechterlein KH, Fogelson D, Subotnik KL, Payne DA, Russell AT. et al. Schizo-
phrenia and schizophrenia-spectrum personality disorders in the first-degree relatives of children 
with schizophrenia: the UCLA family study. Arch. Gen. Psychiatry 2001; 58: 581–588.

11.	 US Department of Health and Human Services. Mental Health: A Report of the Surgeon Gen-
eral. Rockville, MD.: 1999.

12.	 Carpenter W. What causes schizophrenia? ACP Medicine 2004; 27.
13.	 McDonell M, McClellan J. Early-onset schizophrenia. In: Mash E, Barkley R. reds. Assessment 

of childhood disorders. New York: Guilford Press; 2007. p. 526–550.
14.	 Rabe-Jabłońska J, Kotlicka-Antczak M, Gmitrowicz A. [Clinical picture and duration of pro-

dromal period of schizophrenia in adolescents]. Psychiatr. Pol. 1999; 33: 715–725.
15.	 Kumra S, Ashtari M, McMeniman M, Vogel J, Augustin R, Becker DE. et al. Reduced frontal 

white matter integrity in early-onset schizophrenia: a preliminary study. Biol. Psychiatry 2004; 
55: 1138–1145.

16.	 Kyriakopoulos M, Vyas NS, Barker GJ, Chitnis XA, Frangou S. A diffusion tensor imaging study 
of white matter in early-onset schizophrenia. Biol. Psychiatry 2008; 63: 519–523.

17.	 Kumra S, Ashtari M, Cervellione KL, Henderson I, Kester H, Roofeh D. et al. White matter 
abnormalities in early-onset schizophrenia: a voxel-based diffusion tensor imaging study. J. 
Am. Acad. Child Adolesc. Psychiatry 2005; 44: 934–941.

18.	 Tang J, Liao Y, Zhou B, Tan C, Liu T, Hao W. et al. Abnormal anterior cingulum integrity in 
first episode, early-onset schizophrenia: a diffusion tensor imaging study. Brain Res. 2010; 
1343: 199–205.

19.	 White T, Kendi AT, Lehericy S, Kendi M, Karatekin C, Guimaraes A. et al. Disruption of hip-
pocampal connectivity in children and adolescents with schizophrenia – a voxel-based diffusion 
tensor imaging study. Schizophr. Res. 2007; 90: 302–307.

20.	 Kito S, Jung J, Kobayashi T, Koga Y. Fiber tracking of white matter integrity connecting the 
mediodorsal nucleus of the thalamus and the prefrontal cortex in schizophrenia: a diffusion 
tensor imaging study. Eur. Psychiatry 2009; 24: 269–274.

21.	 Kubicki M, Park H, Westin CF, Nestor PG, Mulkern RV, Maier SE. et al. DTI and MTR abnor-
malities in schizophrenia: analysis of white matter integrity. Neuroimage 2005; 26: 1109–1118.

22.	 Mitelman SA, Torosjan Y, Newmark RE, Schneiderman JS, Chu KW, Brickman AM. et al. 
Internal capsule, corpus callosum and long associative fibers in good and poor outcome schizo-
phrenia: a diffusion tensor imaging survey. Schizophr. Res. 2007; 92: 211–224.



Marta Gawłowska-Sawosz et al.360

23.	 Sun Z, Wang F, Cui L, Breeze J, Du X, Wang X. et al. Abnormal anterior cingulum in patients 
with schizophrenia: a diffusion tensor imaging study. Neuroreport 2003; 14: 1833–1836.

24.	 Foong J, Symms MR, Barker GJ, Maier M, Miller DH, Ron MA. Investigating regional white 
matter in schizophrenia using diffusion tensor imaging. Neuroreport 2002; 13: 333–336.

25.	 Levitt JJ, Kubicki M, Nestor PG, Ersner-Hershfield H, Westin CF, Alvarado JL. et al. A diffusion 
tensor imaging study of the anterior limb of the internal capsule in schizophrenia. Psychiatry 
Res. 2010; 184: 143–150.

26.	 Cheung V, Cheung C, McAlonan GM, Deng Y, Wong JG, Yip L. A diffusion tensor imaging 
study of structural dysconnectivity in never-medicated, first-episode schizophrenia. Psychol. 
Med. 2008; 38: 877–885.

27.	 Szeszko PR, Ardekani BA, Ashtari M, Kumra S, Robinson DG, Sevy S. et al. White matter 
abnormalities in first-episode schizophrenia or schizoaffective disorder: a diffusion tensor 
imaging study. Am. J. Psychiatry 2005; 162: 602–605.

28.	 Paillere-Martinot M, Caclin A, Artiges E, Poline JB, Joliot M, Mallet L. et al. Cerebral gray 
and white matter reductions and clinical correlates in patients with early onset schizophrenia. 
Schizophr. Res. 2001; 50: 19–26.

29.	 Schneiderman JS, Buchsbaum MS, Haznedar MM, Hazlett EA, Brickman AM, Shihabuddin L. 
et al. Age and diffusion tensor anisotropy in adolescent and adult patients with schizophrenia. 
Neuroimage 2009; 45: 662–671.

30.	 Peters BD, de HL, Dekker N, Blaas J, Becker HE, Dingemans PM. et al. White matter fiber-
tracking in first-episode schizophrenia, schizoaffective patients and subjects at ultra-high risk 
of psychosis. Neuropsychobiology 2008; 58: 19–28.

31.	 Price G, Cercignani M, Parker GJ, Altmann DR, Barnes TR, Barker GJ. et al. Abnormal brain 
connectivity in first-episode psychosis: a diffusion MRI tractography study of the corpus cal-
losum. Neuroimage 2007; 35: 458–466.

32.	 Price G, Cercignani M, Parker GJ, Altmann DR, Barnes TR, Barker GJ. et al. White matter tracts 
in first-episode psychosis: a DTI tractography study of the uncinate fasciculus. Neuroimage 
2008; 39: 949–955.

33.	 Lenroot RK, Gogtay N, Greenstein DK, Wells EM, Wallace GL, Clasen LS. et al. Sexual di-
morphism of brain developmental trajectories during childhood and adolescence. Neuroimage 
2007; 36: 1065–1073.

34.	 Perrin JS, Leonard G, Perron M, Pike GB, Pitiot A, Richer L. et al. Sex differences in the growth 
of white matter during adolescence. Neuroimage 2009; 45: 1055–1066.

35.	 Highley JR, Esiri MM, McDonald B, Cortina-Borja M, Herron BM, Crow TJ. The size and fibre 
composition of the corpus callosum with respect to gender and schizophrenia: a post-mortem 
study. Brain 1999; 122(1): 99–110.

36.	 Jones DK, Catani M, Pierpaoli C, Reeves SJ, Shergill SS, O’Sullivan M. et al. Age effects on 
diffusion tensor magnetic resonance imaging tractography measures of frontal cortex connec-
tions in schizophrenia. Hum. Brain Mapp. 2006; 27: 230–238.

37.	 Kyriakopoulos M, Perez-Iglesias R, Woolley JB, Kanaan RA, Vyas NS, Barker GJ. et al. Effect 
of age at onset of schizophrenia on white matter abnormalities. Br. J. Psychiatry 2009; 195: 
346–353.



361Internal capsule integrity and its sex-related structural differences

38.	 Minami T, Nobuhara K, Okugawa G, Takase K, Yoshida T, Sawada S. et al. Diffusion tensor 
magnetic resonance imaging of disruption of regional white matter in schizophrenia. Neuropsy-
chobiology 2003; 47: 141–145.

39.	 Okugawa G, Nobuhara K, Minami T, Tamagaki C, Takase K, Sugimoto T. et al. Subtle disrup-
tion of the middle cerebellar peduncles in patients with schizophrenia. Neuropsychobiology 
2004; 50: 119–123.

Address: Marta Gawłowska-Sawosz
Clinical Department of Youth Psychiatry
Independent Public Children’s Clinical Hospital in Warsaw
00-576 Warsaw, Marszałkowska Street 24


