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TABLE I
EXPERIMENTAL NEEDLE PLACEMENT ACCURACY TEST RESULTS

The left half of the table presents the results with all image slices for each marker used to calculate an axis. The right half contains accuracy entries where
only one image slice per marker was used to calculate an axis.

Method of axes calculations All image slices for each marker One image slice per marker
Markers used to define channel “1, 2” “1, 3” “1, 4” “3, 4” “1,2,3,4” “1, 2” “1, 3” “1, 4” “3, 4” “1,2,3,4”
Distance between markers (mm) 25 45 80 35 80 25 45 80 35 80
Mean angle α needle/device axis (◦) 38.84◦ 38.74◦ 38.83◦ 38.94◦ 38.82◦ 38.62◦ 38.6◦ 38.73◦ 38.88◦ 38.74◦

Std dev of angle α needle/device axis (◦) 0.19◦ 0.14◦ 0.12◦ 0.18◦ 0.12◦ 0.23◦ 0.18◦ 0.15◦ 0.2◦ 0.14◦

Max dev of angle α needle/device axis (◦) 0.48◦ 0.33◦ 0.26◦ 0.37◦ 0.27◦ 0.46◦ 0.37◦ 0.29◦ 0.41◦ 0.3
Mean dist. d of intersection (mm) 51.77 51.59 51.75 51.68 51.71 51.51 51.48 51.68 51.63 51.63
Std dev of dist. d of intersection (mm) 0.19 0.2 0.17 0.16 0.16 0.3 0.2 0.2 0.2 0.19
Max dev of dist. d of intersection (mm) 0.52 0.41 0.26 0.29 0.26 0.66 0.38 0.37 0.35 0.32

ing arm, and a custom targeting software program.
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Fig. 5. Photograph of APT II steerable needle channel. The rectal sheath is
inserted in the rectum, such that the hinge is placed close to the anus of the
patient. The rectal sheath contains a single-loop imaging coil and a steerable
needle channel.

A. Work flow

MRI-guided transrectal prostate biopsy procedures with the
APT II are typically conducted as follows: (i) the patient is
positioned and secured on the scanner table in a prone position
(or supine position, depending on protocol), and the APT II
probe is inserted into the patient’s rectum; (ii) a thin sagittal
volumetric MRI scan is taken to calibrate the APT II to the
scanner coordinate system; (iii) optionally a volumetric MRI
scan is taken to guide anesthetic injection; (iv) diagnostic
MRI scans (e.g. T2, DCE, DWI, etc.) are taken, with which
the clinician selects 4-12 biopsy target locations; (v) target
locations are biopsied with the APT II; (vi) in some cases,
fiducial markers are inserted at selected targets using the
APT II. As with most MRI-guided interventions in closed
MR scanners, the patient (still secured on the scanner table) is
removed from the scanner bore for biopsy and marker insertion
and, optionally, returned into the scanner bore for confirmation
images of needle/marker placement; (vii) at the conclusion of
the procedure, the APT II probe is removed from the patient’s
rectum and the patient is unsecured from the scanner table.

B. Steerable Needle Guide

Needle biopsy procedures with commercial biopsy needles,
gold marker placements, and therapy delivery require a straight
needle approach to the prostate. Figure 5 shows a photograph
of the steerable needle guide of the APT II system. The
rectal sheath is inserted in the rectum, such that the hinge
is placed close to the exterior of the patient’s anus. The rectal
sheath contains a single-loop imaging coil, which is bonded
into a machined groove on the sheath. The three DOF to
reach a target inside the prostate are: rotation of rectal sheath,
angulation change of the steerable needle guide, and insertion
of the needle. A wide range of needle angles from 17.5◦ to
40◦ provides full prostate coverage for most patients.

C. Manipulator Design

A manually-actuated design for the manipulator was chosen
over an automated design to minimize development time and
regulatory approval time for clinical trials. Moreover, manual
actuation for insertion of the needle is preferred by many
physicians because it enables visual confirmation of the needle
alignment before insertion and tactile feedback during the
insertion of the needle.

Figure 1 shows the manipulator with its endorectal imaging
coil placed in a prostate phantom (CIRS Inc, Norfolk, VA).
The probe is positioned using an arm mounted on the scanner
bed. The manipulator guides the needle tip of a standard au-
tomatic MRI-compatible biopsy gun (Invivo Germany GmbH,
Schwerin, Germany) to a predetermined target in the prostate.
A two-channel surface imaging coil is placed underneath
the phantom to enhance the MRI signal, especially for the
posterior part of the prostate.

Figure 6 shows a close up photograph of the manipulator.
The sheath can be rotated 360◦, thus allowing for a variety of
patient positions including prone, supine, and decubitus.

Needle angle adjustment of the steerable needle channel is
controlled by turning the smaller diameter knob on the manip-
ulator. A narrow slot on the bottom of the endorectal sheath
allows the needle to exit the sheath. Achievable needle angles
(measured between manipulator axis and needle channel axis)
range from 17.5◦ to 40◦. The hinge is placed as close as
possible to the anus of the patient, thus maximizing the needle
angle for any given target in the prostate. A larger needle angle
reduces the length the needle has to travel through the patient’s
tissue to reach the target. The endorectal sheath with the hinge
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Fig. 6. Closeup photograph of the manipulator of the APT II system. Turning
the knobs on the left rotates the endorectal sheath with the hinge and needle
channel and changes the angle of the steerable needle channel, respectively.
An endorectal, single-loop imaging coil is integrated into the sheath.

and needle channel are cleaned and sterilized before every
procedure. The manipulator is constructed mostly of plastic
materials, principally of Ultem (GE Plastics, Pittsfield, MA),
selected for its structural stability, machinability and low cost.

Fig. 7. Targeting Program: The red cross marks the currently selected target
for needle placement in the prostate. Rotation, needle angle and insertion
depth are displayed to reach the selected (red) target. The yellow mark is
another target.

D. Targeting Program

A new custom-developed targeting program was written
for the APT II system. The targeting software displays the
acquired MRI images, provides the automatic segmentation for
the initial registration of the manipulator, allows the physician
to select targets for needle placements, provides targeting
parameters for the placement of the needle, tracks rotation
and needle angle change provided by the encoders, while the
manipulator is moved on target, and logs data. Figure 7 shows
a screen shot of a projection window provided by the targeting
program. The red cross marks the desired target for needle
placement in the prostate.

V. EXPERIMENTS AND RESULTS

The APT II system for MRI-guided transrectal prostate
interventions was tested in a phantom imaging test, phantom
targeting experiments, and two human subject cases. Possible

sources of image-guided needle targeting error include image
resolution and pixel size, initial registration accuracy, patient
motion, robot motion, encoding resolution, and tissue defor-
mation [61], [62] All tests and procedures were performed on
a 3.0T Philips Intera MRI scanner (Philips Medical Systems,
Best, NL).

A. Experimental Evaluation of Hybrid Tracking Accuracy

Device Axis

Needle Axis

Perpendicular 
Line

Passive 
Tubular 
Marker

1

2

3

4

Marker 
Number

A

BP

Q

Fig. 8. CAD rendering of the test plate. The test plate contains machined
grooves for the device axis, the needle axis, and a third perpendicular groove.
Markers are placed in each channel. Markers 1,2, A, and B correspond to
those employed in the APT II as indicated in Figure 2. The channels are
machined with nominal angle α = 39◦ and distance d = 50 mm.

1) Experimental Setup: The accuracy of the passive track-
ing method for determining the initial device pose was tested
in phantom experiments. A plate was built with three inte-
grated channels (Figure 8): A channel representing the device
axis, a channel for the needle axis at a 39◦ angle (angle α) to
the device axis, and a channel perpendicular to the device axis
placed 50 mm (distance d) away from the intersection point of
the device and needle axis. Passive gadolinium marker tubes,
(Beekley Corp., Bristol, CT), 8 mm in diameter and 15 mm
long, were positioned along each axis.

The marker plate assembly was imaged in 16 different ori-
entations with an isotropic 1 mm x 1 mm x 1 mm PD weighted
TSE sagittal image sequence. The three line equations for
the axes were calculated from the marker center locations,
with a least squares fitting algorithm based on the singular
value decomposition, and the distance d, angle α, and distance
between axes (Figure 8) were computed.

2) Experimental Results: Table I shows the accuracy results
for the 16 different orientations. On the left half of the table all
recorded marker center locations were used to calculate each
axis, on the right half of the table, only one center location for
each marker was used. The standard and maximum deviation
values in the right half of the table are only slightly higher than
in the left half, indicating that only one location per marker
yields satisfactory accuracy. Using all four markers to define
the needle axis (in contrast to using markers 1 and 4 alone)
only marginally improves accuracy.

3) Comparison of Micro-Coil and Passive Fiducial Track-
ing Accuracy: To compare the accuracy of the hybrid tracking
method to the active tracking method, error histograms of 16
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passive tracking orientations were obtained and compared to
36 active tracking orientations obtained for active tracking
[1]. Since the hybrid tracking method is comprised of initial
passive tracking and subsequent encoder tracking, an error
model for the encoders was added to the passive tracking
results. The optical encoders, which will be used for the
tracking, have a resolution of 0.25◦. A random, zero mean
error with uniform distribution and an amplitude of 0.25◦ was
added to the passive tracking results to simulate the combined
error of the hybrid tracking method. For the passive tracking
error, the marker combination 1 and 3 with one circle per
marker for segmentation was selected for comparison to the
active tracking. Markers 1 and 3 are located at a distance of 45
mm from each other. Figure 9 shows histograms of angular
errors for the active tracking (left) and the hybrid tracking
(right). The accuracy results for the hybrid tracking method
are satisfactory, considering that with a reasonable distance
between markers of 45 mm, the maximum angular deviation
lies at 0.6◦. This is below the ± 1◦ error for the active tracking.

Fig. 9. Histograms for angular errors for 36 active tracking trials (left) and
16 hybrid tracking trials (right), comprised of passive and encoder tracking.
Maximum and mean error are lower for the hybrid tracking method.

4) Experimental Evaluation of Hybrid Tracking Accuracy:
The experimental results demonstrated that the hybrid tracking
method can be used for accurate tracking of interventional
robotic devices. Only one location per marker is enough to
accurately compute an axis. Segmentation and consequent axis
definition for initial pose tracking can be computed in a few
seconds. Tracking errors compare favorably to active tracking,
e.g. [1], [29], [59], but are more easily deployed since it
utilizes only standard MRI pulse sequences.

B. Endorectal Coil Imaging Results

The APT II manipulator contains an endorectal imaging coil
consisting of a single-turn coil integrated into the endorectal
sheath. To assess the quality of the endorectal imaging coil, a
signal to noise (SNR) comparison of the endorectal coil with
a commercially available flexible endorectal coil (MedRad
Inc., Indianola, PA) was performed. A 3.0 T Phillips Achieva
scanner was used to obtain T2 weighted axial TSE MR
volumetric sequences (TR of 9302 msec, TE of 180 msec,
slice thickness of 3.5 mm, and Echo Train Length 21) of a 2.5
g/l saline phantom. The MR sequence was selected for SNR
comparisons since the same sequence is used for selection
of targets for biopsy procedures in the clinical protocol.
The image slice with highest signal intensity in the acquired
volume was used for SNR comparison. The noise value for the

SNR was computed as the standard deviation of a rectangle
uniform noise distribution in an area of the image containing
only air above the phantom — the NEMA standard method
[63]. Figure 10 shows SNR maps for both coils. Despite the
smaller diameter of the APT endorectal coil, it yielded higher
SNR than the MedRad flexible coil. The SNR comparison
suggests that performing high-resolution diagnostic imaging
of the prostate prior to an interventional procedure is possible
with the proposed system.
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Fig. 10. T2 FSE SNR contours obtained with the APT II endorectal coil
(left) and commercially available MedRad coil (right).

C. Phantom Needle Targeting Results

Phantom experiments were performed using standard MRI-
compatible biopsy needles and artifact-free glass needles. The
experimental setup is shown in Figure 1.

1) Biopsy Needle Placement Accuracy: The manipulator
was placed in a prostate phantom and its initial pose was
registered. Twelve targets were selected within all areas of
the prostate, from base through mid gland to apex, on T2
weighted axial turbo spin echo (TSE) images (Figure 11, first
and fourth row). All scans were axial with Anterior-Posterior
frequency encoding and Left-Right phase encoding.

For each target, the targeting program calculated the nec-
essary targeting parameters for the needle placement. The
phantom was withdrawn from the MRI scanner on the scan-
ner table, the operator rotated the manipulator, adjusted the
needle angle, and inserted the biopsy needle according to
the displayed parameters. The phantom was inserted into the
scanner to confirm the location of the needle on axial TSE
proton density images that show the MRI image void created
by the biopsy needle tip close to the target point (Figure 11,
second and fifth row). The in-plane error for each of the twelve
biopsies, defined as the distance of the target to the biopsy
needle axis was calculated to assess the accuracy of the system.
The needle line was defined by finding the first and the last
slice of the acquired confirmation volume, where the needle
void is clearly visible. The center of the needle void on the
first slice and the center of the void on the last slice define
the needle line. The out-of-plane error is not critical in biopsy
procedures, due to the length of the biopsy core, and was not
calculated. The average in-plane error for the biopsy needles
was 1.5 mm with a maximum error of 2.5 mm.
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Fig. 11. Targeting images, biopsy needle confirmation images, glass needle
confirmation images and in-plane errors for twelve biopsies of a prostate
phantom using the APT II system. First and fourth row: A target (red cross-
hair) is selected on axial TSE T2-weighted images. Second and fifth row: The
biopsy needle tip void is visualized in an axial TSE proton density image.
The desired target approximately matches the actual position of the needle.
Third and last row: The glass needle tip void is visualized in an axial TSE
proton density image. Numbers indicate the in-plane needle targeting error
for the needle placement.

2) Glass Needle Accuracy: The MRI image void created
by the biopsy needle is mostly due to susceptibility artifacts
caused by the metallic needle. The void is not concentric
around the biopsy needle and its location depends on the
orientation of the needle to the direction of the main magnetic
field in the scanner (B0), and the direction of the spatially
encoding magnetic field gradients [42]. Consequently, centers
of needle voids do not necessarily correspond to actual needle
centers. And since the same imaging sequence and similar
orientation of the needle is used for all targets in a procedure,
a systematic shift between needle void and actual needle might
occur, which introduces a bias in the accuracy calculations.
To explore this issue, every biopsy needle placement in the
prostate phantom was followed by a placement of a glass
needle to the same depth. The MR image of the glass needle is
artifact free and concentric to the needle, and does not exhibit
the susceptibility artifacts observed with metallic needles. The
location of the glass needle was confirmed by acquiring axial
TSE proton density images (Figure 11, third and last row).

The average in-plane error for the glass needles was 0.6 mm
with a maximum error of 1.4 mm, compared to 1.5 mm and
2.5 mm for the biopsy needles, which is sufficient to target
the minimal clinically significant foci volume of 0.5 cc [16].
Analyzing the error reveals an average shift between glass
needle void location and biopsy needle void location of 0.0
mm in the L-R direction, but 0.9 mm in the A-P direction.
This shift in the A-P direction corresponds to the direction of
the frequency encoding gradient of the TSE imaging sequence
and is consistent with the findings reported in [42].

3) Fiber Optic Encoders Versus Mechanical Scales: The
biopsy and glass needle placement accuracies reported in
Section V-C1 and Section V-C2 were obtained using the fiber
optic encoding system described in Section III for measuring
the rotation and needle angle change of the APT II manipula-
tor. Another twelve biopsy and glass needle placements were
performed using the manual scales on the manipulator instead
of the fiber optic encoders for measuring rotation and needle
angle change. The average in-plane biopsy error without the
encoders was 2.1 mm and the average in-plane glass needle
error was 1.3 mm. The combined in-plane needle placement
error using manual scales alone was 0.6 mm greater (i.e. less
accurate) than when using fiber optic encoders.

D. Clinical Procedure Results

Fig. 12. Targeting images, needle visualization images, and gold marker
image of the first clinical procedure using the APT II system. Confirmation
images were obtained for targets 1, 2, and 4. Top image row: Suspicious targets
(red cross-hairs) were selected on axial TSE T2-weighted images. Second
image row: Needle tip void visualized in axial TSE proton density images.
The desired targets match the actual position of the needle. Error number:
The number indicates the in-plane targeting error for the needle placement.
Third image row: Axial TSE proton density image showing the location of
the marker placed at target location number 1.

We report the results of the first two clinical procedures
performed using the APT II system. Both patients had previous
positive TRUS biopsy and received treatment with external
radiation beam therapy (ERBT) following the MRI-guided
intervention with the APT II system. For the first patient, five
biopsies of four target sites and four gold marker placements
were performed. For the second patient, eight biopsies of four
target sites were obtained. Both procedures were performed
without use of fiber optic encoders because the fiber optic
cables were too short to reach into the magnets at the time of
the experiments; mechanical scales on the manipulator were
used to measure the rotation and needle angle.

Figure 12 shows the accuracy results for the first patient.
Four targets were selected on axial T2 weighted FSE images
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(Figure 12, top row). The targets were placed at hypo-intense
regions on the T2 weighted images, which represent suspicious
areas for prostate cancer. One sample was procured from each
of three target sites. One target was sampled twice. A gold
marker was implanted at each target location after biopsy of
the site. Gold markers are placed as fiducials for registration
of subsequent radiation beam therapy.

Targeting accuracy of three biopsy needle placements was
assessed using proton weighted axial TSE needle confirmation
images (Figure 12, second row). The void created by the
biopsy needle susceptibility artifact is visible close to the
target. The mean in-plane targeting error for the biopsies
was 1.1 mm with a maximum error of 1.8 mm. No needle
confirmation image was taken from target 3, so it is omitted
from Figure 12. No special marker confirmation images were
obtained for this procedure. The gold marker location for
target number 1 was, however, confirmed on subsequent needle
confirmation images (Figure 12, third row). The distance from
the center of the marker to the target location was 1.1 mm.
Procedure time from start of imaging to the removal of the
endorectal probe was 65 min. 14 min were used for scout
and reference scans, 6 min for registration, and 15 min for
acquiring reference and T2 axial images and selecting the
targets. The biopsy and marker placement part of the procedure
took 30 min.

Fig. 13. Targeting image and needle confirmation image of second clinical
procedure using the APT II system. Top left: Suspicious target (red cross
hairs) was selected on axial TSE T2-weighted images. Top right: The needle
tip void was visualized in axial TSE proton density images. Error number
in top right image: The number indicates the in-plane targeting error for the
needle placement of 3.9 mm. This high placement error is a result of motion of
the prostate and the APT II rectal sheath, which occurred sometime in between
obtaining the targeting image and confirmation image. The borders (bottom
row, yellow cross hairs) of the prostate were used to calculate a 2D anatomical
error. The 2D anatomical error is defined as the difference in distance of the
target location to the left-right, and top-bottom prostate border on the targeting
image (bottom, left) to the distance of the center of the needle void to the
left-right, and top-bottom prostate border on the confirmation image (bottom,
right). Error number in bottom right image: The number indicates the 2D
anatomical error for the needle placement of 1.5 mm.

The pathology report revealed that the biopsy sample taken
at target number 1 was positive for prostate cancer with a
Gleason grade of 3+4. The patient was treated with ERBT.
The implanted gold markers were used to adjust for daily set-

up changes to optimize the radiation therapy [64]. In particular
the area around the gold marker implanted at positive target
number 1 received a higher radiation dose than the surrounding
tissue, as reported in [65].

Figure 13 shows the placement accuracy results for the sec-
ond patient. Needle confirmation images were obtained only
for one target (Figure 13, first row). The in-plane needle place-
ment error was calculated as 3.9 mm. Analysis of the targeting
and confirmation images showed a motion shift of the prostate
and the rectal sheath of the APT II occurred in between the
two image sets. A 2D anatomical error was calculated using
the target and needle void location in reference to the prostate
border (Figure 13, bottom row). The 2D anatomical error is
defined as the difference in distance of the target location to
the left-right, and top-bottom prostate border on the targeting
image to the distance of the center of the needle void to the
left-right, and top-bottom prostate border on the confirmation
image. The 2D anatomical error was calculated as 1.5 mm.
The small 2D anatomical error compared to the relatively
large in-plane targeting error demonstrated that similar motion
occurred between the APT II manipulator and the prostate.

The out-of-plane error was not explicitly calculated for the
needle placements with the APT II system. The depth of all
four needle placements was well within the 15 mm long biopsy
core. The pathology report revealed that the biopsy sample
taken at target number 4 was positive for prostate cancer
with a Gleason grade of 4+5. The procedure time for the
second patient was 1h 38 min with 8 biopsies of 4 targets
(two biopsies of each target). Registration took 6 min. Time
from start of first biopsy to end of the procedure was 30 min.

VI. CONCLUSION

This paper reported the results of phantom imaging tests,
detailed phantom targeting experiments, and two clinical pro-
cedures to evaluate the feasibility of performing prostate inter-
ventions with the proposed APT II system. The imaging tests
show the capability of the system to obtain high resolution
diagnostic images for targeted biopsy and treatment. The
performance of the APT II system can be summarized as
follows:

1) The APT II system demonstrated millimeter needle
placement accuracy for needle biopsy and gold marker
placement inside closed configuration MRI scanner in
phantom targeting and initial clinical procedures.

2) The APT II system demonstrated high-resolution imag-
ing capability with integrated endorectal imaging coil.

3) The steerable needle channel minimized prostate de-
formation by decoupling a stationary endorectal sheath
and an internal movable needle channel under direct
physician control.

4) The steerable needle channel achieved increased cov-
erage area and eliminated obstructions of the needle
channel.

5) The unrestricted 360◦ rotation allowed different mount-
ing options of prone and supine patient position.

6) The hybrid tracking method eliminated the need for
performing manipulator motions inside the scanner, thus
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simplifying the procedure work flow and reducing pro-
cedure times.

7) The hybrid tracking method allowed for easy deploy-
ment of the APT II system on different scanners.

The observed MRI-guided needle placement accuracy is
sufficient to target clinically significant prostate cancer foci
(Section II-D). The errors and procedure times with the APT
II system compare favorably to reported results (average in-
plane biopsy error 2.7 mm and average procedure times of
76 minutes) that we achieved with the active tracking method
in clinical trials using the APT-I system [1], [3]. The hybrid
tracking method allows the APT II system to be used on
any MRI scanner without extensive systems integration and
calibration. More work in optimization of the work-flow and
improvement of the imaging performance of the biopsy coil
to allow reduction of scan time is needed to approach proce-
dure times of ultrasound-guided biopsies, which are currently
performed in about 20 minutes. Further clinical studies are
needed to investigate the clinical performance of the reported
MR guided system such as clinical accuracy and cancer yield.
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