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Purpose: To determine the agreement between five different methods of ictal EEG source imaging, and to
assess their accuracy in presurgical evaluation of patients with focal epilepsy. It was hypothesized that
high agreement between methods was associated with higher localization-accuracy.
Methods: EEGs were recorded with a 64-electrode array. Thirty-eight seizures from 22 patients were
analyzed using five different methods phase mapping, dipole fitting, CLARA, cortical-CLARA and
minimum norm. Localization accuracy was determined at sub-lobar level. Reference standard was the
final decision of the multidisciplinary epilepsy surgery team, and, for the operated patients, outcome one
year after surgery.
Results: Agreement between all methods was obtained in 13 patients (59%) and between all but one
methods in additional six patients (27%). There was a trend for minimum norm being less accurate than
phase mapping, but none of the comparisons reached significance. Source imaging in cases with
agreement between all methods was not more accurate than in the other cases. Ictal source imaging
achieved an accuracy of 73% (for operated patients: 86%).
Conclusion: There was good agreement between different methods of ictal source imaging. However,
good inter-method agreement did not necessarily imply accurate source localization, since all methods
faced the limitations of the inverse solution.
© 2016 The Author(s). Published by Elsevier Ltd on behalf of British Epilepsy Association. This is an open
access article under the CC BY license (http://creativecommons.org/licenses/by/4.0/).

1. Introduction

activity), and it has received less attention compared to interictal
analysis [5].

There is compelling evidence for the role of electric source
imaging (ESI) in the localization of interictal epileptiform
discharges [1-5]. However, the irritative zone generating the
interictal EEG discharges might not necessarily coincide with the
seizure-onset zone [6]. Ictal source imaging faces additional
technical challenges (artifacts occurring during seizure, absence of
ictal EEG correlate in scalp recordings, propagation of ictal
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Several methods of ictal source imaging have been previously
described and validated in clinical practice [7-13]. However, it is
not known to what extent the different methods lead to the same
source location, and which is the best approach for localizing ictal
sources. It was hypothesized that concordance between different
methods/inverse solution was associated with a higher localiza-
tion-accuracy [14].

The objectives of this study were: to investigate the
agreement between different analysis strategies of ictal source
imaging, to assess their accuracy in the presurgical evaluation of
patients with epilepsy, and to test the hypothesis that higher
inter-method agreement was associated with higher localiza-
tion-accuracy.
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2. Methods
2.1. Patients and recordings

Thirty-eight seizures from 22 consecutive patients (10 females)
who met the inclusion criteria, were analyzed. The age of the
patients was between 17 and 49 years (mean: 33.8 years). The
mean duration of epilepsy, from the onset to the Long Term
Monitoring was 17 years (median: 12.5, range: 2-48 years).
Inclusion criteria were: patients who undergone long-term video-
EEG monitoring for presurgical evaluation, who had had at least
one seizure recorded, and for whom the multidisciplinary epilepsy
surgery team was able to decide on the localization of the
epileptogenic zone. Exclusion criteria was the absence of identifi-
able ictal EEG activity.

Patients gave their informed consent prior to the admission to
the epilepsy monitoring unit (EMU). EEGs were recorded using 64
scalp electrodes according to the 10-10 setting.

Seventeen patients (77%) had epileptogenic lesion on the MRIL
Supporting document 1 in the online version at DOI: 10.1016/j.
seizure.2016.09.017 shows demographic and clinical information
(including neuroimaging and electrophysiology) for all patients.

2.2. Ictal source imaging

Anonymized ictal EEG recordings were retrospectively ana-
lyzed, blinded to all clinical data, using BESA Research 6.1 software.
Five different source analysis methods were applied: phase-
mapping (PM), dipole fitting, CLARA, cortical-CLARA and minimum
norm estimation (MN). The analysis methods are described in
detail elsewhere [12,13]. Briefly:

2.2.1. Phase mapping

The first detectable oscillatory pattern at seizure-onset was
marked and the spectral peak was determined using FFT. By
combining the real and imaginary peak FFT coefficients at different
phase angles, phase maps were calculated, i.e., voltage maps at
various relative latencies by transforming phase into time [13,15].

2.2.2. Averaging of seizure onset waveforms and source imaging

The alternative approach to PM was based on averaging the ictal
onset waveforms [12]. The averaged signals were analyzed using
various inverse methods: discrete multiple dipole fitting to analyze
onset and peak [16,17], a distributed source model in the brain
volume, i.e., classical LORETA analysis recursively applied (CLARA),
a similar distributed source model, but constrained to the cortex
(cortical CLARA), and a cortex-constrained minimum norm
estimation [18,19].

Iterative application of LORETA in the brain volume as used in
CLARA [20,21] is a well-known and widely used method [22,23].
Here, two iterations were performed. The initial image was
regularized using a SVD cutoff of 0.005%; the two iterations were
regularized with a cutoff of 0.01%.

Cortical CLARA was applied as a modification of the volume
CLARA algorithm by constraining the source space to the cortical
surface. For this, a graph Laplacian operator [24] was used that
smooths along the cortical surface in contrast to the volume CLARA
where the Laplacian smooths in all three dimensions [25]. The
initial cortical CLARA image and the 10 following iterations used a
SVD cutoff of 0.005%.

Thus, dipole fitting and CLARA provided equivalent centers of
activation in the brain volume, whereas cortical CLARA and MN
provided equivalent centers of activation along the cortical folds.

The cortex-constrained minimum norm was applied on the
averaged data with depth and spatio-temporal weighting based on
the signal subspace correlation measure [26]. Noise was estimated

from the baseline interval. For each channel, separate noise
weights were used for the diagonal noise covariance matrix.

2.2.3. Head model

The new standard head model of BESA Research 6.1 for adults
(age 20-24) was used [27]. This is based on a head template
created by non-linear morphing and averaging of 10 adult heads
into one standard head with the goal to render the cortical folds
optimally. Currently, this standard template is the only one
having sufficiently good rendering of all tissues needed for the
computation of the forward, finite-elements model (FEM) in BESA
MRI [28,29]. The full set of standard 10-10 electrodes was warped
onto the head template according to the rules of the 10-10 system
how to place electrodes relative to the landmarks, i.e., nasion,
inion, and pre-auricular points. These landmarks could be
identified on the reconstructed standard head surface. Thus,
standard electrode coordinates and FEM lead fields vectors were
available to compute the forward model for the 64 electrodes
used in this study.

2.3. Reference standard (“gold standard”)

We compared the source images with two sets of reference
standards. For all patients, source images were compared with the
final decision of the multidisciplinary epilepsy surgery team. In
addition, for the 20 patients who underwent respective epilepsy
surgery, we also compared the centers of the source images with
the resected areas and the surgical outcome one year after the
operation [30]. Patients were considered seizure-free if they were
in Engel class L

2.4. Evaluation of the source models

The source images were evaluated by one of the authors (IR)
who was blinded both for the clinical and for the raw-EEG data.
Center source locations were scored at sub-lobar level [31]. In
temporal lobe cases, we considered a source as mesial temporal if it
localized to the mesial, basal or antero-polar part of the temporal
lobe; other temporal localizations were scored as lateral-neocor-
tical in concordance with previous studies, using simultaneous
scalp and intracranial recordings [7,32-35].

The scored sub-lobar source locations were compared with the
reference standard, and classified as concordant, partially concor-
dant or discordant. A full match at sub-lobar level between the
source locations and the gold standard was considered concordant.
When the source images involved several sub-lobar structures,
including the one in the reference standard, or, in patients with
several seizures when at least one seizure was concordant and the
other(s) were not, source location was considered partially
concordant. All other cases were considered discordant.

Nine patients had two or more seizures with identifiable ictal
EEG correlate. We analyzed each seizure separately in these
patients; when all seizures in a patient were concordant with the
reference standard, the patient was considered “concordant”;
when only a part of the seizures were concordant with the
reference standard, the patient was scored as “partially concor-
dant”; when all seizures were discordant with the reference
standard, the patient was considered “discordant”.

We compared the incidence of concordant cases among the five
methods using Fisher’s exact test [36].

3. Results
Figs. 1 and 2 show source imaging results in patients with a

temporal and a frontal focus. Supporting document 1 in the online
version at DOI: 10.1016/j.seizure.2016.09.017 contains clinical data
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Fig. 1. Ictal source imaging in a patient with left temporal focus.
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(A) Phase mapping: the source-channel corresponding to the lateral anterior part of the left temporal lobe shows the build-up of the ictal activity. The power-spectrum
demonstrates a peak at 4.1 Hz, predominating at the lateral anterior part of the left temporal lobe; additional activity is seen at the basal part of the left temporal lobe. Phase-

maps show a topography that is consistent with the left anterior temporal lobe.

(B) Spatiotemporal dipole model: the red dipole corresponds to the onset phase of the averaged ictal waveform. It is located at the anterior-inferior part of the left temporal
lobe. The blue dipole corresponds to the propagation phase (peak of the averaged discharge), and it is localized more laterally compared to the onset.

(C) CLARA: the source-model is localized in the anterior-superior part of the left temporal lobe.

(D) Cortical-CLARA: the distributed source model localizes to the left temporal pole.
(E) Minimum norm: the distributed source model is more widespread, however, still localized to the antero-polar region of the left temporal lobe.

and reference standards for all patients. Fourteen patients had
temporal foci, and 8 patients had extra-temporal foci (frontal: 5,
parietal: 2, occipital: 1). Supporting document 2 in the online
version at DOI: 10.1016/j.seizure.2016.09.017 shows source imag-
ing in a patient with deep focus (periventricular heterotopia).

In 13 patients (59%) all methods of source imaging agreed on
localization at sub-lobar level. In additional six patients (27%) there
was agreement among all-but-one method. In three patients there
was agreement between 3 methods.

The accuracy of the various methods is summarized in
Tables 1 and 2. Source models yielded accurate solutions,
concordant at sub-lobar level with the reference standard in

Fig. 2. Ictal source imaging of a patient with right frontal focus.

45-72% of the patients. This increased to 68-77% when including
patients with partially concordant cases.

Twenty patients were operated on, and 14 became seizure-free
(70%). In this subgroup of 14 patients, considering the location of
the resection as reference standard, the accuracy of the source
models was between 57-71%. When including patients with
partially concordant source images, accuracy increased to 71-93%.

Although there was a trend for less accurate localization with
MN, none of the comparisons reached level of significance. Similar
results were obtained, when comparing ictal source imaging with
the intracranial recordings (Supporting document 3 in the online
version at DOI: 10.1016/j.seizure.2016.09.017).

-10ms Sms

10ms
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(A) Phase mapping: the source-channels corresponding to the right-frontal and mid-frontal regions show the build-up of the ictal activity. The power-spectrum demonstrates
a peak at 9.5Hz in these channels. Phase-maps show a distribution corresponding to the lateral part of the right frontal lobe.
(B) Spatiotemporal dipole model: the red (onset) and blue (propagation) dipoles are localized in the same region of the right frontal lobe. Their orientation is different,

suggesting propagation to the opposite wall of the sulcus.

(C-E) Distributed source models are localized to the lateral part of the right frontal lobe ((C) CLARA; (D) cortical-CLARA; (E) minimum norm).
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Table 1
Number (%) of concordant patients.

Phase maps Dipole CLARA Cortical CLARA Minimum norm
All patients (n=22) 16 (73%) 13 (59%) 13 (59%) 13 (59%) 10 (46%)
Seizure-free patient (n=14) 12 (86%) 10 (71%) 10 (71%) 9 (64%) 8 (57%)
Table 2
Number (%) of concordant and partially concordant patients.
Phase maps Dipole CLARA Cortical CLARA Minimum norm
All patients (n=22) 16 (73%) 17(77%) 16 (72%) 17 (77%) 15 (68%)
Seizure-free patient (n=14) 12 (86%) 10 (71%) 12 (86%) 13 (93%) 12 (86%)

In three out of the six operated patients who did not become
seizure-free, ictal source imaging was discordant with the site of
the resection (50%). The proportion of ictal source imaging results
discordant with the site of resection was lower among operated
patients who became seizure free (two out of 14 patients; 14%).

Ten out of the 13 patients with agreement between all methods
had accurate source localizations (77%). This figure was not
significantly higher compared to the other patients. Nine of the
13 patients with agreement among all methods were operated and
became seizure-free. However, in one of these patients all source
models localized outside the resected area; in all others source
models coincided with the reference standard.

Five patients did not have epileptogenic lesion on the MRI. Ictal
source imaging was concordant with the reference standard in four
of these patients, and discordant in one patient. The non-lesional
patient with discordance between the resected site and the ictal
source imaging did not become seizure-free (Engel IV).

In six out of the eight patients with extratemporal foci (75%),
ictal source imaging indicated locations that were concordant with
the reference standard, and all but one of the six patients became
seizure-free after operation. This was similar to the results in the
sub-group of patients with temporal foci, where 10 out of the
14 patients had correct localization using ictal source imaging
(71%).

In patients with more than one analyzed seizure, we
investigated whether the seizure-by-seizure analysis of the ictal
location was different in successive seizures. In five patients, all
seizures had the ictal source model in the same sub-lobar area;
four of these five patients had source locations concordant with the
reference standard, and one patient had partially concordant
source locations. Four patients had ictal sources in different
locations, for the different seizures; none of these patients were
concordant with the reference standard, three patients were
partially concordant and one patient was discordant. Thus, the
incidence of concordant cases was significantly higher among the
patients in whom all seizures had the same ictal source (p = 0.046).

4. Discussion

There is a wide variety of available methods and inverse
solutions for source imaging of epileptiform EEG activity. Due to
the underdetermined nature of the inverse problem, each method
operates with specific additional constraints in order to localize
the source. But what is the best approach? Does agreement
between several methods or different inverse solutions imply an
accurate localization?

The inter-observer variability in clinical EEG-reading has been
addressed in many studies [37,38]. However, the agreement
between different source imaging methods has received little
attention so far. Averaged interictal epileptiform discharges from
two patients have been analyzed independently by different

groups, who applied different source localization strategies [14].
Most of the methods led to correct localizations of the interictal
epileptiform discharges.

We have investigated the inter-method agreement for ictal
source imaging, using different analysis strategies and inverse
solutions, based on time-frequency methods (phase mapping),
spatiotemporal dipole model and various distributed source
models (CLARA, cortical-CLARA, MN). Our results suggest that
there is a good agreement between various methods of ictal source
imaging. In spite of the different type of constrains/inverse
solutions, in 86% of cases there was agreement at sub-lobar level
between at least four of the five applied methods, and in 59% of
cases all methods were in agreement.

Full agreement among all applied methods does not guarantee
an accurate source localization. This suggests that the major
limitation of ictal source imaging relies in the underdetermined
nature of the inverse solution, which cannot be circumvented by
applying several methods.

Although MN seemed to have lower accuracy than the other
methods, none of the comparisons reached level of significance, so
we cannot point out any of the methods as superior to the other
ones. The ictal source imaging in our study reached an accuracy of
73% (and for the seizure-free, operated cases: 86%). This is
comparable with other functional imaging methods [4].

Although ictal source imaging in patients with extratemporal
foci, faces additional technical challenges, in our series, we found
that accuracy of ictal source imaging in this sub-group of patients
was similar to those with temporal foci. Visualizing the ictal signals
in source space has improved the identification and analysis of the
ictal signals (Fig. 2A).

Since the study was retrospective, the results of the ictal source
imaging did not influence the clinical decision making, and hence,
clinical utility in these patients could not have been determined.
Nevertheless, the analysis was done blinded to all other clinical
data, thus the high accuracy (73-86%) was not influenced by
information from other modalities. In the sub-group of non-
lesional patients, accuracy (80%) was similar to the patients with
epileptogenic lesion on the MRI.

In this study we used the same conductivity values for source
imaging in all patients. An in-vitro study using freshly excised
cerebral cortex in epilepsy surgery patients, suggested that
electrical conductivity varies as a consequence of clinical variables,
such as underlying pathology and seizure duration [39]. Better
understanding of how disease affects cortical electrical conductiv-
ity and ways to measure it non-invasively (for example using
diffusion tensor imaging), could increase the accuracy of the
inverse solutions [39].

Ictal source imaging was able to localize correctly, at sub-lobar
level, even deep foci (Supporting document 2 in the online version
at DOI: 10.1016/j.seizure.2016.09.017 shows MRI and source
imaging in a patient with periventricular heterotopia).
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Our results in patients with multiple analyzed seizures
suggested that patients in whom ictal sources from all seizures
localized to the same sub-lobar region, were more often
concordant with the reference standard. However, the sample
size was relatively small (nine patients with multiple seizures) and
further studies are necessary to elucidate the impact of inter-
seizure agreement.

In conclusion, our results support the clinical reliability of ictal
source imaging methods and advocate for their implementation in
the presurgical evaluation of patients with intractable focal
epilepsy.

Conflict of interest statement

Author MS is a shareholder and employee of BESA GmbH, a
company developing and providing software tools for EEG and
source analysis. Authors T] and BL are employees of BESA GmbH.
Author GL is employee of Electrical Geodesics, Inc. The other
authors do not have any conflict of interest to disclose.

Acknowledgments

This study was supported by the Research Foundation Filadelfia.
The MRI data were kindly provided by the Neuroradiological
Departement, Rikshospitalet, Oslo University Hospital. Author LR.
was supported by the Wellcome Trust [103952/Z/14/Z].

References

[1] Michel CM, Murray MM, Lantz G, Gonzalez S, Spinelli L, Grave de Peralta R. EEG
source imaging. Clin Neurophysiol 2004;115:2195-222.

[2] Leijten FSS, Huiskamp G. Interictal electromagnetic source imaging in focal
epilepsy: practices, results and recommendations. Curr Opin Neurol
2008;21:437-45.

[3] Plummer C, Harvey AS, Cook M. EEG source localization in focal epilepsy:
where are we now? Epilepsia 2008;49:201-18.

[4] BrodbeckV, Spinelli L, Lascano AM, Wissmeier M, Vargas MI, Vulliemoz S, et al.
Electroencephalographic source imaging: a prospective study of 152 operated
epileptic patients. Brain 2011;134:2887-97.

[5] Kaiboriboon K, Liiders HO, Hamaneh M, Turnbull ], Lhatoo SD. EEG source
imaging in epilepsy—practicalities and pitfalls. Nat Rev Neurol 2012;8:498-
507.

[6] Rosenow F, Liiders H. Presurgical evaluation of epilepsy. Brain 2001;124:1683-
700.

[7] Assaf B, Ebersole J. Continuous source imaging of scalp ictal rhythms in
temporal lobe epilepsy. Epilepsia 1997;38:1114-23.

[8] Lantz G, Michel CM, Seeck M, Blanke O, Landis T, Rosen I. Frequency domain
EEG source localization of ictal epileptiform activity in patients with partial
complex epilepsy of temporal lobe origin. Clin Neurophysiol 1999;110:176-84.

[9] Blanke O, Lantz G, Seeck M, Spinelli L, Grave de Peralta R, Thut G, et al.
Temporal and spatial determination of EEG seizure onset in the frequency
domain. Clin Neurophysiol 2000;111:763-72.

[10] Boon P, D'Havé M, Vanrumste B, Van Hoey G, Vonck K, Van Walleghem P, et al.
Ictal source localization in presurgical patients with refractory epilepsy. J Clin
Neurophysiol 2002;19:461-8.

[11] Beniczky S, Oturai PS, Alving ], Sabers A, Herning M, Fabricius M. Source
analysis of epileptic discharges using multiple signal classification analysis.
Neuroreport 2006;17:1283-7.

[12] Beniczky S, Lantz G, Rosenzweig I, Akeson P, Pedersen B, Pinborg LH, et al.
Source localization of rhythmic ictal EEG activity: a study of diagnostic
accuracy following STARD criteria. Epilepsia 2013;54:1743-52.

[13] Rosenzweig I, Fogarasi A, Johnsen B, Alving ], Fabricius ME, Scherg M, et al.
Beyond the double banana: improved recognition of temporal lobe seizures in
long-term EEG. ] Clin Neurophysiol 2014;31:1-9.

[14] Ebersole JS. EEG source modeling. The last word. ] Clin Neurophysiol
1999;16:297-302.

[15] Scherg M, llle N, Bornfleth H, Berg P. Advanced tools for digital EEG review:
virtual source montages, whole-head mapping, correlation, and phase
analysis. ] Clin Neurophysiol 2002;19:91-112.

[16] Scherg M, Bast T, Berg P. Multiple source analysis of interictal spikes: goals,
requirements, and clinical value. ] Clin Neurophysiol 1999;16:214-24.

[17] Bast T, Oezkan O, Rona S, Stippich C, Seitz A, Rupp A, et al. EEG and MEG source
analysis of single and averaged interictal spikes reveals intrinsic epileptoge-
nicity in focal cortical dysplasia. Epilepsia 2004;45:621-31.

[18] Dale AM, Sereno MI. Improved localization of cortical activity by combining
EEG and MEG with MRI cortical surface reconstruction: a linear approach. J
Cogn Neurosci 1993;5:162-76.

[19] Kranczioch C, Thorne JD. The beneficial effects of sounds on attentional blink
performance: an ERP study. Neuroimage 2015;117:429-38.

[20] Jordanov T, Hoechstetter K, Berg P, Paul-Jordanov I, Scherg M. CLARA: classical
LORETA analysis recursively applied. F1000Posters 2014;5:895.

[21] Kovac S, Chaudhary U], Rodionov R, Mantoan L, Scott CA, Lemieux L, et al. Ictal
EEG source imaging in frontal lobe epilepsy leads to improved lateralization
compared with visual analysis. ] Clin Neurophysiol 2014;31:10-20.

[22] Valentini E, Hu L, Chakrabarti B, Hu Y, Aglioti SM, lannetti GD. The primary
somatosensory cortex largely contributes to the early part of the cortical
response elicited by nociceptive stimuli. Neuroimage 2012;59:1571-81.

[23] Dimitrijevic A, Pratt H, Starr A. Auditory cortical activity in normal hearing
subjects to consonant vowels presented in quiet and in noise. Clin Neuro-
physiol 2013;124:1204-15.

[24] Levy B. Laplace-Beltrami eigenfunctions towards an algorithm that under-
stands geometry. IEEE international conference on shape modeling and
applications, 2006. p. 13.

[25] Skrandies W, Himadldinen M, Ilmoniemi R], Nunez PL, Pascual-Marqui RD.
Source localization: continuing discussion of the inverse problem. ISBET Newsl
19956:.

[26] Mosher JC, Leahy RM. Recursive MUSIC: a framework for EEG and MEG source
localization. IEEE Trans Biomed Eng 1998;45:1342-54.

[27] Lanfer B, Spangler R, Richards JE, Paul-Jordanov I. Age-specific template head
models for EEG source analysis. FI000Research 2016;5:319 (poster).

[28] Lanfer B, Réer C, Scherg M, Rampp S, Kellinghaus C, Wolters C. Influence of a
silastic ECoG grid on EEG/ECoG based source analysis. Brain Topogr
2013;26:212-28.

[29] Lanfer B, Paul-Jordanov I, Wolters CH. Individual FEM pipeline for EEG source
analysis requiring minimal user intervention. F1000Research 2016;5:318
(poster).

[30] Engel ], Van Ness PC, Rasmussen TB, Ojemann LM. Outcome with respect to
epileptic seizures. In: Engel, editor. Surgical treatment of the epilepsies. 2nd
ed. New York: Raven Press; 1993. p. 609-21.

[31] Beniczky S, Aurlien H, Brogger JC, Fuglsang-Frederiksen A, Martins-da-Silva A,
Trinka E, et al. Standardized computer-based organized reporting of EEG:
SCORE. Epilepsia 2013;54:1112-24.

[32] Alarcon G, Guy CN, Binnie CD, Walker SR, Elwes RDC, Polkey CE. Intracerebral
propagation of interictal activity in partial epilepsy: implications for source
localisation. ] Neurol Neurosurg Psychiatry 1994;57:435-49.

[33] Pacia SV, Ebersole ]JS. Intracranial EEG substrate of scalp ictal patterns from
temporal lobe foci. Epilepsia 1997;38:642-54.

[34] Merlet I, Gotman ]. Dipole modeling of scalp electroencephalogram epileptic
discharges: correlation with intracerebral fields. Clin Neurophysiol
2001;112:414-30.

[35] Wennberg R, Valiante T, Cheyne D. EEG and MEG in mesial temporal lobe
epilepsy: where do the spikes really come from? Clin Neurophysiol
2011;122:1295-313.

[36] Fisher RA. On the Interpretation of x* from contingency tables, and the
calculation of P. ] R Stat Soc 1922;85:87-94.

[37] Stroink H, Schimsheimer R], de Weerd A, Arts WF, Peeters EA, Brouwer OF, et al.
Interobserver reliability of visual interpretation of electroencephalograms in
children with newly diagnosed seizures. Dev Med Child Neurol 2006;48:374-
7.

[38] van Donselaar CA, Schimsheimer RJ, Geerts AT, Declerck AC. Value of the
electroencephalogram in adult patients with untreated idiopathic first
seizures. Arch Neurol 1992;49:231-7.

[39] AkhtariM, Salamon N, Duncan R, Fried I, Mathern GW. Electrical conductivities
of the freshly excised cerebral cortex in epilepsy surgery patients; correlation
with pathology, seizure duration, and diffusion tensor imaging. Brain Topogr
2006;18:281-90.


http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0005
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0005
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0010
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0010
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0010
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0015
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0015
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0020
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0020
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0020
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0025
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0025
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0025
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0030
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0030
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0035
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0035
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0040
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0040
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0040
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0045
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0045
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0045
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0050
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0050
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0050
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0055
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0055
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0055
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0060
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0060
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0060
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0065
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0065
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0065
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0070
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0070
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0075
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0075
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0075
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0080
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0080
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0085
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0085
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0085
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0090
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0090
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0090
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0095
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0095
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0100
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0100
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0105
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0105
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0105
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0110
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0110
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0110
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0115
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0115
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0115
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0120
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0120
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0120
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0125
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0125
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0125
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0130
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0130
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0135
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0135
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0140
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0140
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0140
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0145
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0145
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0145
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0150
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0150
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0150
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0155
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0155
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0155
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0160
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0160
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0160
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0165
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0165
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0170
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0170
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0170
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0175
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0175
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0175
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0180
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0180
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0185
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0185
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0185
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0185
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0190
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0190
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0190
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0195
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0195
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0195
http://refhub.elsevier.com/S1059-1311(16)30166-2/sbref0195

	Ictal EEG source imaging in presurgical evaluation: High agreement between analysis methods
	1 Introduction
	2 Methods
	2.1 Patients and recordings
	2.2 Ictal source imaging
	2.2.1 Phase mapping
	2.2.2 Averaging of seizure onset waveforms and source imaging
	2.2.3 Head model

	2.3 Reference standard (“gold standard”)
	2.4 Evaluation of the source models

	3 Results
	4 Discussion
	Conflict of interest statement
	Acknowledgments
	References


