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Septo-optic dysplasia (SOD) is a rare disorder associatedwith optic nerve hypoplasia, pituitary abnormalities and
agenesis/dysgenesis of midline brain structures including the septum pellucidum and corpus callosum. Though
sometimes associated with drug-resistant epilepsy, this association has not been well studied. We report six
SOD patients with associated malformation of cortical development (MCD) and drug-resistant epilepsy who
underwent video-EEG telemetry at our centre between 1998 and 2016 for drug-resistant epilepsy. Three then
underwent surgery; right temporal neocortical resection, right functional hemispherectomy and placement of
a vagus nerve stimulator. Clinical findings and the patients' ultimate courses are discussed.
© 2017 The Authors. Published by Elsevier Inc. This is an open access article under the CC BY-NC-ND license (http://

creativecommons.org/licenses/by-nc-nd/4.0/).
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1. Introduction

Septo-optic dysplasia (SOD) is an uncommon developmental
anomaly, initially described in 1941 [1] and again in 1956 [2],
that has an estimated incidence of roughly one per 10,000 live
births [3]. Occurring in both males and females, it is classically
characterized by the triad of optic nerve hypoplasia; midline
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brain abnormalities that include the absence of the corpus callosum
and septum pellucidum; and hypothalamic-pituitary endocrine
deficiencies [4–6]. However, it also appears in conjunction with a
wide variety of cerebral anomalies, albeit most consistently with
schizencephaly [7–13], such that the term SOD-Plus was recently
proposed to describe SOD associated with cortical dysplasia [8].
The clinical presentation of SOD can range frommild to no symptoms
[14,15] to severe developmental delay and incompatibility with life.
It also can be associated with mild to severe visual impairment, sen-
sorineural hearing loss, and a range of other symptoms and signs that
include a variety of endocrine disorders including precocious puber-
ty, dwarfism and diabetes insipidus; other skeletal abnormalities;
anosmia; and a range of cardiac anomalies, among others [5,7,8,10,
16–22]. Seizures have also been described, which range from infan-
tile spasms [23–25] to a variety of drug-resistant epilepsies present-
ing either during childhood or adulthood [4,5,9,11,13,19,20,26–31].
However, most published reports on patients with seizures and
SOD are limited to a single case report or at most series that include
a few patients. (See Table.)

In this report, we review the clinical features associated with SOD
in six adult epilepsy patients. Ages ranged from 18-58 years. All had
drug-resistant seizures and were seen between 1998 and 2016 for
video-EEG telemetry in the Epilepsy Monitoring Unit (EMU) at the
University Hospital at the London Health Sciences Centre (LHSC).
These cases are first summarized individually and then analyzed
collectively.
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Table
Radiological Features (MRI)-Surgery and seizure outcomes.

Case MRI brain Hypothalamic-
pituitary axis/ MRI

Seizures Surgery Seizure outcome

1 Bilateral frontal lobe schizencephaly and pachygyria Normal Refractory No Unchanged on ASDs
2 Bilateral perisylvian cortical dysplasia and polymicrogyria Normal Refractory VNS The outcomes should be listed as "Class 5" etc.

The classification system used should be referenced at
the end of the table. Class 5 ILAE
Less than 50% reduction of baseline seizure days.

3 Multiple congenital abnormalities including cortical dysplasia,
heterotopic grey matter and agenesis of corpus callosum.

Normal Refractory Right functional
hemispherectomy

Class 3 ILAE
One to three seizure days per year, with andwithout aura

4 Multiple congenital abnormalities including cortical
dysplasia, bilateral closed lip schizencephaly, cortical
heterotopia, absence of the septum pellucidum, small optic
nerves bilaterally, a small optic chiasm and hypoplastic
pituitary gland.

Hypoplastic
anterior pituitary

Refractory Right temporal
neocortical resection

Class 4 ILAE
Four seizure days per year to 50% reduction of baseline
seizure days, with and without auras.

5 Multiple congenital abnormalities including, absence of
the septum pellucidum, hypoplasia of chiasm and optic
nerves, agenesis of corpus callosum and heterotopia.

Normal Refractory No Unchanged on ASDs

6 Partial agenesis of the corpus callosum, hypogenesis of the
anterior commissure and the optic chiasm,heterotopia and
white matter changes.

Normal Refractory No Unchanged on ASDs

Figure 1A & B. a: Axial FSE T2 and Coronal FLAIR images: In the frontal lobes, bilaterally there
is open-lipped schizencephaly. The lip extends anterior from the precentral gyrus into the
lateral ventricles bilaterally. No heterotopia was present. Pachygyria is noted anterior and
posterior to the clefts bilaterally. b: EEG of the patient in Case 1 with bipolar montage
demonstrates: The posterior background activity contains a 11-Hz alpha rhythm. Intermixed
medium to medium-high amplitude 5-6 Hz bitemporal and intermittent bursts of theta
were present. Occasional semi-rhythmic 2 Hz bifrontally predominant diffuse 1-5 second
runs of delta were present. A-Spikes: Principally during drowsiness and wakefulness, broad
involving the F7-M1-T3 derivations. C-Seizure: Sudden muscle artifact, then rhythmic 3 Hz,
later obscured by muscle artifact ending abruptly approximately 83 s after electrographic
onset. Clinical onset preceded electrographic onset. Reword: Semiology involved the patient
grabbing both knees first and then the hand rails, prior to elevating his right arm/flexed at
the elbow prior to evolution to a generalized motor seizure with post-ictal somnolence.
Patient grabs knees with hands, holds hand rail, then elevates right arm, flexed at elbow,
then tonically slumps off bed with a secondary generalized seizure; sleeps postictally.
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2. Cases

Case 1: A 57-year-old female and presented to the EMUwith intrac-
table seizures. Neuro-ophthalmic examination revealed absent visual fix-
ation, pendular nystagmus and bilateral disc pallor, as well as
fundoscopically-confirmed hypoplasia of both optic discs with visual im-
pairment from age 6 months. Magnetic resonance imaging (MRI) of the
brain revealed SOD, as well as open-lipped schizencephaly affecting
both frontal lobes and pachygyria (Fig. 1a). Video-EEG monitoring re-
vealed both epileptic and non-epileptic seizures, with the interictal EEG
showing abundant multifocal slow waves “from several different areas
of the brain”, and left temporal spikes during sleep. Thirteen non-
epileptic spells were captured, characterized by either the sensation of
shaking, right-sided weakness, and irregular shaking and grunting, all as-
sociated with preserved alpha rhythms and semiology of non-epileptic
behavioral events. Five epileptic seizures occurred. These were character-
ized by generalized stiffening followed by asymmetric right arm tonic
posturing, followed by symmetric tonic then clonic seizure activity with
diffuse muscle and movement artifact, the onset non–localizable on
EEG. However, the interictal EEG revealed abundant multifocal slow
waves and left temporal spikes during sleep (Fig. 1b). The patient's sei-
zures were resistant to three different antiseizure medications.

Case 2: A 33-year-old male presented to the EMU with drug-resis-
tant seizures. In addition to SOD, MRI of the brain showed bilateral
perisylvian cortical dysplasia and polymicrogyria involving the frontal
and parietal lobes, in addition to right-sided band heterotopia.
(Fig. 2a). Prolonged EEG recording displayed independent bi-temporal
spikes, particularly in the area of the perisylvian polymicrogyria, and
were more frequent in the right hemisphere, than the left as well as in-
dependent bi-temporal slowing (Fig. 2b). The ictal EEG revealed
seizures originating in the right cerebral hemisphere. The patient
underwent subdural EEG recording, which demonstrated principal
spike activity in the right temporal region, though regional spikes
were also noted elsewhere within the right henisphere. He subsequent-
ly underwent placement of a vagus nerve stimulator, whichwas unsuc-
cessful at controlling his seizures.

Case 3: An18-year-old femalewith psoriatic arthritis presentedwith
drug-resistant seizures in 1998,with all of her seizures originatingwith-
in the right hemisphere. Her initial MRI brain showedmultiple congen-
ital abnormalities including SOD, cortical dysplasia, bilateral occipital
heterotopia, right frontal cortical dysplasia, heterotopic gray matter,
and agenesis of the corpus callosum. At that time, she underwent partial
right functional hemispherectomy, but experienced no improvement in



Figure 1A & B (continued).
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Fig. 2A. A-D demonstrating brain MRI with spin echo sequences. Spin echo shows R fast
Perisylvian cortical dysplasia involving the left frontal lobe and parietal lobe opercula and,
on the right, primarily the frontal lobe. Band heterotopia is also evident in the right corona
radiata white matter. EEG displayed in a bipolar montage with background: 8–9 Hz,
medium voltage, symmetric and reactive. spikes were seen at F8-T4-A2-Fp2 during
wakefulness and sleep. Theta: Polymorphic 5–6 Hz, medium voltage, posterior temporal in
both hemisphere, as well as a small amount of generalised activity.
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her seizures. In 2000, a complete right hemispherectomy was per-
formed, after which she was seizure-free for seven years, until 2007
when seizures returned. In 2008, EEG revealed spikes in the left frontal
central and temporal region, and multiple independent spikes. She also
exhibited continuous epileptiform discharges, consisting of amixture of
polyspike- and slow spike-and-waves in the left frontal and
centrotemporal region, as well as abundant multifocal epileptiform dis-
charges independently in the same region and elsewhere. There also
was evidence of slow background activity and diffuse intermixed
slowing (Fig. 3a). Post-operative MRI demonstrated a right post-opera-
tive changes with an area of gliosis surrounding the surgical site
(Fig. 3b). Given the presence of left hemispheric spikes and spike-and-
waves and waves suggesting the potential for independent left hemi-
spheric seizures, she was treated medically and currently remains on
multiple antiseizure medications.

Case 4: A 29-year-old female presentedwith drug-resistant seizures,
aswell as a history of partial anterior pituitary insufficiency and infertil-
ity, for which she was on hormonal replacement. Physical examination
revealed prominent eye abnormalities, congenital nystagmus (left
N right), a partial left third nerve palsy with exotropia, convergence in-
sufficiency of the left eye, and small, hypoplastic and atrophic optic discs
bilaterally (left N right) (Fig. 4a).

MRI of the brain demonstrated bilateral closed lip schizencephaly
with an abnormally thickened insular and opercular cortex bilaterally,
likely representing a neuronal migration abnormality. There also was
absence of the septum pellucidum, hypoplastic optic nerves bilaterally,
a small optic chiasm, and a hypoplastic pituitary gland (Fig. 4b). On EEG,
seizures arose from the right temporal lobe, but there also were multi-
focal interictal epileptiform discharges present. Sleep activated general-
ized poly-spikes that were maximal in the right temporal region, with
enhanced activation in the right mid-temporal-central region and gen-
eralized spikes and spike-and-waves and waves (Fig. 4c). She
underwent a right temporal neocortical resection in 2006, after which
the frequency of her seizures declined by roughly 50%.

Case 5: A 37-year-old male presented with drug-resistant sei-
zures and intellectual disability. MRI of the brain revealed callosal
dysgenesis with small nodular densities in the periventricular
white matter of both frontal lobes, consistent with heterotopias.
The optic chiasm and optic nerves were reduced in size. No septum
pellucidum could be identified (Fig. 5a). On EEG, there were multifo-
cal epileptiform discharges (Fig. 5b).

Case 6: A 58-year-old male with longstanding epilepsy since
childhood was referred for drug-resistant epilepsy and newly diag-
nosed septo-optic dysplasia. His medical history remarkable for
non-alcoholic steatohepatitis (NASH); esophageal varices, second-
ary to his liver disease (which had required banding); which had re-
quired banding; chronic bilateral leg lymphedema; obstructive sleep
apnea, for which he had self-discontinued CPAP; type II diabetes
mellitus; and essential tremors.

Brain MRI demonstrated SOD with partial agenesis of the corpus
callosum. Focal tiny subependymal heterotopias were also identified
along the margins of the right lateral ventricle. There was
hypogenesis of the anterior commissure and the optic chiasm.
Aside from this, there was scattered high T2 signal focus in the
white matter of both hemispheres, which was believed to indicate
micro-angiopathic changes (Fig. 6a). EEG telemetry recorded several
non-epileptic events in addition to a possible focal seizure, associat-
ed with insufficient cortical representation and no other EEG abnor-
malities (i.e., a normal wakeful and sleep EEG).

3. Discussion

Septo-optic dysplasia refers to a heterogeneous group of disorders
that invariably include optic nerve and/or optic chiasma hypoplasia,
accompanied by either the absence or dysgenesis of the septum
pellucidum [4–6], as well as hypothalamic-pituitary insufficiency.
SOD-Plus, which exhibits the classic triad of findings in addition to
other evidence of corticalmalformation, is currently believed to primar-
ily be a genetic disorder that affects multiple stages of cortical
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development, as opposed to being caused by an acquired etiology— like
infection, infarction or hemorrhage — often implicated in isolated SOD
[32–34] or schizencephaly alone [35–37]. Indeed, only a small percent-
age of isolated SOD cases are believed to have a predominantly genetic
basis [35,38]. Seizures are not uncommon in these patients, though
most reports describe only a single or at most a few cases [4,5,9,11,13,
19,20,23–31]. In perhaps the only relatively large series, from Spain,
11 of 20 patientswith documented SOD (55%) also had documented ep-
ileptic seizures [28]. Meanwhile, in a series of 100 patients with optic
nerve hypoplasia, 12% had documented seizures; however, only 10%
of the 100 had confirmed SOD, and how many of these 10 had seizures
was not reported [19].

In our series of six patients with MRI-documented SOD and EEG-
documented seizures, there were three males and three females. The
age at presentation to our EMU ranged from 18 to 58 years (mean
38.7, standard deviation 15.9). Ophthalmological studies, MRI, and dy-
namic pituitary function testsmake the Diagnosis of SOD in our patients
without genetics testing.

The International League Against Epilepsy (ILAE) has proposed the
following definition of drug-resistant epilepsy and suggests that this
term be used instead of the term ‘refractory epilepsy’ [39]. Drug-
resistant epilepsy occurs when a person has failed to become (and
stay) seizure free with adequate trials of two seizure medications.
By this definition, all of our patients with SOD were referred to the
epilepsy clinic for drug-resistant epilepsy. In addition, consistent
with the heterogeneous ocular manifestations of SOD [2,17,38],
three of the six had visual impairment. In addition, two of our pa-
tients had combined hypothalamic–pituitary disturbance, with
growth hormone (GH) deficiency the most common pituitary
endocrinopathy (33.3%), followed by hypothyroidism and adrenal
insufficiency (16.6%); one female also suffered from infertility
which may also have been endocrine-related. Only a single patient
had multiple pituitary hormonal deficiencies. One patient had global
developmental delay and three had intellectual and/or behavioral
deficits; overall, mild to moderate neurological deficits were ob-
served in four of the six patients.

On MRI, bilateral optic nerve hypoplasia was identified in 50% of
the patients. Anatomical brain MRI also revealed very heterogeneous
morphological anomalies, ranging from isolated agenesis of the sep-
tum pellucidum in one case, to multiple malformations involving the
cerebral cortex, with some malformation in cortical development
identifiable in five out of the six patients. These malformations
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included schizencephaly, pachygyria, polymicrogyria, cortical dys-
plasia and heterotopias. On video-EEG monitoring a range of differ-
ent seizure types were identified, and seizures had a multifocal
origin in four patients. In five of the six patients, a malformation of
cortical development contributed directly to drug resistant epilepsy.

Focal cortical dysplasia (FCD), a malformation of cortical develop-
ment, is the most common non-tumor cause of drug-resistant epilepsy
in the pediatric population and the second or third most common etiol-
ogy of drug-resistant seizures in adults [37,40–44]. It also is among the
abnormalities most commonly associated with schizencephaly, which
may appear either unilaterally or on both sides of the brain [9]. The clin-
ical presentation of schizencephaly generally depends upon the quanti-
ty and location of brain involvement.

The rate and degree of success surgically controlling seizures in pa-
tients with focal cortical dysplasia, schizencephaly and other cortical
malformations largely depends on the number of seizure foci and
their proximity to each other and, hence, resectability [45]. Some form
Fig. 3. a: Background: 5–6 Hz, low voltage, poorly-developed and not well-sustained. Thet
hemisphere. Delta: 2 Hz, low voltage, arrhythmic, left frontal - central - temporal and genera
Spikes and Waves: Excessive, nearly-continuous slow spikes and waves (approximately 1
demonstrated on FLAIR images surrounding the area of encephalomalacia is most consis
surrounding the surgery site. Multiple congenital abnormalities including cortical dysplasia in
callosum. There is significant dilatation of the occipital horn of the left ventricle. There are sev
of the left temporal and occipital lobe and heterotopic subependymal grey matter surround
frontal cortical dysplasia.
of surgical intervention was performed in three of our six patients, but
none of the patients became seizure free. Functional hemispherectomy
was performed in onepatient, and this resulted in greater than a 50% re-
duction in seizure frequency. Similarly, in a secondpatient, right tempo-
ral neocortical resection was done, and this resulted in about a 60%
reduction in seizure frequency. In a third patient, implantation of a
vagus nerve stimulator (VNS)was considered less effective, reducing
seizure frequency by b50%. The three remaining patients were not
considered surgical candidates and currently remain on multiple an-
tiseizure medications for ongoing management. This being said, one
of these three patients had previously been seizure free for seven
years following a complete right hemispherectomy at age 20 for
strictly right-sided seizures. When we saw her, however, she exhib-
ited diffuse epileptiform discharges, so that no further surgery was
recommended. Still, respective epilepsy surgery has been effective in
seizure control for selected patients with a congenital or early-
acquired brain lesion and drug-resistant encephalopathic generalized
a: Low frequency 4–5 Hz, low-medium voltage, diffuse, persistent, maximal in the left
lised, persistent, more prominent in amplitude and persistent on the left side Spikes and
.5–2.5 Hz) in the left hemisphere. b: A, Axial FLAIR. B&C Axial FSE T2. High T2 signal
tent with post-surgical gliosis. Right subtotal hemispherectomy with areas of gliosis
the anteromedial right frontal lobe, heterotopic grey matter and agenesis of the corpus
ere abnormalities involving the grey matter bilaterally. There is severe cortical dysplasia
ing the anterior and posterior horn of the left lateral ventricle, in addition to bilateral
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epilepsies such as Lennox-Gastaut syndrome (LGS) despite diffuse or
multifocal EEG finding [46].

4. Conclusions

Septo-optic dysplasia is a syndrome that varies tremendously in its
presentation, sometimes occurring in isolation and sometimes in associ-
ation with other cortical malformations. In six patients with SOD plus
who presented to our epilepsy clinic with drug-resistant epilepsy, corti-
calmalformations commonlywere implicated as the etiology for epilep-
sy. Seizures tended to bemultifocal and at best only partially responsive
to seizure surgery, when amenable to surgery at all.
Acknowledgements

Alanood Khateeb (Msc Clinical Nutrition University of Nottingham,
UK for figures review.
References

[1] Reeves DL. Congenital absence of septum pellucidum. Bull John Hopkins Hosp 1941;
69:61–71.

[2] De Morsier G. Etudes sur les dysraphies cranio-encephalique: III. Agenesie du sep-
tum lucidum avec malformation du tractus optique: La dysplasie septo-optique.
Schweiz Arch Nerurol Psychiatr 1956;77:267–92.

[3] Patel L, McNally RJ, Harrison E, Lloyd IC, Clayton PE. Geographical distribution of
optic nerve hypoplasia and septo-optic dysplasia in Northwest England. J Pediatr
2006;148(1):85–8.

[4] FardMA,Wu-ChenWY, Man BL, Miller NR. Septo-optic dysplasia. Pediatr Endocrinol
Rev 2010;8(1):18–24.

[5] Ferraria N, Castro S, Amaral D, Lopes L. Septo-optic dysplasia: fitting the pieces to-
gether. BMJ Case Rep 2013;2013.

[6] Tarta-Arsene O, Leanca M, Gandea M, Craiu D. Is there an encephalographic trait to
septo-optic dysplasia? (de Morsier syndrome). Romanian J Neurol 2014;13(2):75–80.

[7] Carman KB, Yarar C, Yakut A, Adapinar B. Septo-optic dysplasia plus: a patient with
diabetes insipidus. Pediatr Neurol 2010;43(1):76–8.

[8] Gasparetto EL, Warszawiak D, de Carvalho NA, ites Filho PR, Bruck I, Antoniuk S.
Septo-optic dysplasia plus: case report. Arq Neuropsiquiatr 2003;61(3A):671–6.

[9] Maeda T, Akaishi M, Shimizu M, et al. The subclassification of schizencephaly and its
clinical characterization. Brain Dev 2009;31(9):694–701.

[10] Miller SP, Shevell MI, Patenaude Y, Poulin C, O'Gorman AM. Septo-optic dysplasia
plus: a spectrum of malformations of cortical development. Neurology 2000;
54(8):1701–3.

[11] Sener RN. Septo-optic dysplasia (de Morsier's syndrome) associated with total
callosal absence. A new type of the anomaly. J Neuroradiol 1996;23(2):79–81.

[12] Trabacca A, De RM, Gennaro L, Losito L. Septo-optic dysplasia-plus and dyskinetic ce-
rebral palsy in a child. Neurol Sci 2012;33(1):159–63.

[13] Verrotti A, Loiacono G, Rossi A, Tartaro A, Pizzi AD, Coppola G. Successful treatment
of refractory seizures with rufinamide in children with schizencephaly: report of 3
cases. J Child Neurol 2015;30(8):1079–83.

[14] Kwak JG, Jung S, Kwon SB, Hwang SH, Lee BC, Kwon KH. A patient with septo-optic
dysplasia plus. J Neurol Sci 2008;264(1–2):166–7.

[15] Matushita Jr JP, Tiel C, Batista RR, Py M, Gasparetto EL. Septo-optic dysplasia plus:
clinical presentation and magnetic resonance imaging findings. Arq Neuropsiquiatr
2010;68(2):315–6.

[16] Camino R, Arjona A. Septo-optic dysplasia plus. Lancet Neurol 2003;2(7):436.
[17] Cemeroglu AP, Coulas T, Kleis L. Spectrum of clinical presentations and endocrino-

logical findings of patients with septo-optic dysplasia: a retrospective study. J
Pediatr Endocrinol Metab 2015;28(9–10):1057–63.

[18] Garcia-Filion P, Borchert M. Optic nerve hypoplasia syndrome: a review of the
epidemiology and clinical associations. Curr Treat Options Neurol 2013;15(1):
78–89.

[19] Garcia ML, Ty EB, Taban M, David RA, Rogers D, Traboulsi EI. Systemic and ocular
findings in 100 patients with optic nerve hypoplasia. J Child Neurol 2006;21(11):
949–56.

[20] Lovrencic MK, Oberiter V, Banovac ZR, Schmutzer L, Petek M. Pituitary function in a
patient with septo-optic dysplasia and pituitary dwarfism (Kaplan-Grumbach-Hoyt
syndrome). Eur J Pediatr 1978;129(1):47–53.

[21] Wakeling EL, Datta7ni MT, Bloch-Zupan A, Winter RM, Holder SE. Septo-optic dys-
plasia, subglottic stenosis and skeletal abnormalities: a case report. Clin Dysmorphol
2003;12(2):105–7.

[22] Zoric L, Nikolic S, Stojcic M, Zoric D, Jakovljevic S. Septo-optic dysplasia plus: a case
report. BMC Res Notes 2014;7:191.

[23] Kuriyama M, Shigematsu Y, Konishi K, et al. Septo-optic dysplasia with infantile
spasms. Pediatr Neurol 1988;4(1):62–5.

[24] Lahat E, Strauss S, Tadmor R, Bistritzer T. Infantile spasms in a patient with septo-
optic dysplasia, partial agenesis of the corpus callosum and an interhemispheric
cyst. Clin Neurol Neurosurg 1992;94(2):165–7.

[25] Tas E, Tracy M, Sarco DP, Eksioglu YZ, Prabhu SP, Loddenkemper T. Septo-optic dys-
plasia complicated by infantile spasms and bilateral choroidal fissure arachnoid
cysts. J Neuroimaging 2011;21(1):89–91.

[26] Karatas H, Saygi S. Two cases of septo-optic dysplasia-plus syndrome with epilepsy
and mirror hand movements. Epilepsy Behav 2009;15(2):245–8.

[27] Lam KS, Wang C, Ma JT, Leung SP, Yeung RT. Hypothalamic defects in two adult pa-
tients with septo-optic dysplasia. Acta Endocrinol 1986;112(3):305–9.

[28] Leon-Gonzalez M, Garcia-Penas JJ, Puertas-Bordallo D, Lopez-Pino MA, rgente-Oliver
J, Cantarin-Extremera V. Natural course of septo-optic dysplasia: retrospective anal-
ysis of 20 cases. Rev Neurol 2012;54(6):321–31.

[29] RousseauxM, Lesoin F, Dubois F, Clarisse J, Petit H. Septo-optic dysplasia disclosed in
adults. Ann Med Interne (Paris) 1986;137(7):536–8.

[30] SpinosaMJ, Liberalesso PB, Vieira SC, Lohr Jr A. DeMorsier syndrome associatedwith
periventricular nodular heterotopia: case report. Arq Neuropsiquiatr 2007;65(3A):
693–6.

[31] Starzyk J, Kwiatkowski S, Kacinski M, Kroczka S,Wojcik M. Structural CNS abnormal-
ities responsible for coincidental occurrence of endocrine disorders, epilepsy and
psychoneurologic disorders in children and adolescents. Przegl Lek 2010;67(11):
1120–6.

http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0005
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0005
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0010
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0010
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0010
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0015
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0015
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0015
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0020
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0020
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0025
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0025
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0030
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0030
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0035
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0035
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0040
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0040
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0045
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0045
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0050
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0050
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0050
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0055
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0055
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0060
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0060
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0065
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0065
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0065
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0070
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0070
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0075
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0075
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0075
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0080
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0085
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0085
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0085
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0090
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0090
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0090
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0095
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0095
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0095
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0100
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0100
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0100
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0105
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0105
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0105
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0110
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0110
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0115
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0115
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0120
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0120
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0120
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0125
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0125
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0125
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0130
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0130
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0135
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0135
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0140
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0140
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0140
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0145
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0145
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0150
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0150
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0150
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0155
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0155
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0155
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0155


80 Case Report
[32] Schoth F, Krings T. Diffusion-tensor imaging in septo-optic dysplasia. Neuroradiolo-
gy 2004;46(9):759–63.

[33] Larson A, Nokoff NJ, Meeks NJ. Genetic causes of pituitary hormone deficiencies.
Discov Med 2015;19(104):175–83.

[34] Langmann A, Lindner S. Congenital third nerve palsy in septo-optic dysplasia. Br J
Ophthalmol 2004;88(7):969.

[35] McCabe MJ, Alatzoglou KS, Dattani MT. Septo-optic dysplasia and other midline de-
fects: the role of transcription factors: HESX1 and beyond. Best Pract Res Clin
Endocrinol Metab 2011;25(1):115–24.

[36] Naidich TP, Griffiths PD, Rosenbloom L. Central nervous system injury in utero: se-
lected entities. Pediatr Radiol 2015;45(Suppl. 3):S454–62.

[37] Leventer RJ, Guerrini R, DobynsWB. Malformations of cortical development and ep-
ilepsy. Dialogues Clin Neurosci 2008;10(1):47–62.

[38] Saranac L, Gucev Z. New insights into septo-optic dysplasia. Pril (Makedon Akad
Nauk Umet Odd Med Nauki) 2014;35(1):123–7.

[39] Sauro KM, Wiebe S, Dunkley C, et al. The current state of epilepsy guidelines: a sys-
tematic review. Epilepsia 2016;57(1):13–23.
Fig. 4. a A: Left hypoplasia of the optic discswith doublemargins. B. Left optic disc pallor. b A.: A
with abnormally-thickened insular and opercular cortex bilaterally, likely representing a neuron
pellucidumwith small optic nerves bilaterally, a small optic chiasmand a hypoplastic pituitary g
temporal spikes. Seizure onset over right temporal lobe. D/Sleep: Activated generalized polys
generalized spikes and spikes and waves.
[40] Marin-Valencia I, Guerrini R, Gleeson JG. Pathogenetic mechanisms of focal cortical
dysplasia. Epilepsia 2014;55(7):970–8.

[41] Lee SK, Kim DW. Focal cortical dysplasia and epilepsy surgery. J Epilepsy Res 2013;
3(2):43–7.

[42] Nguyen DK, Mbacfou MT, Nguyen DB, Lassonde M. Prevalence of nonlesional focal
epilepsy in an adult epilepsy clinic. Can J Neurol Sci 2013;40(2):198-202.

[43] Gungor S, Yalnizoglu D, Turanli G, Saatci I, Erdogan-Bakar E, TopcuM.Malformations
of cortical development and epilepsy: evaluation of 101 cases (part II). Turk J Pediatr
2007;49(2):131–40.

[44] Bast T, Ramantani G, Seitz A, Rating D. Focal cortical dysplasia: prevalence, clinical
presentation and epilepsy in children and adults. Acta Neurol Scand 2006;113(2):
72–81.

[45] Hong SC, Kang KS, Seo DW, et al. Surgical treatment of intractable epilepsy accompa-
nying cortical dysplasia. J Neurosurg 2000;93(5):766–73.

[46] Wyllie E, L.D., Gupta A, Chirla A, Cosmo G, Worley S, et al. Successful surgery for ep-
ilepsy due to early brain lesions despite generalized EEG findings. Neurology Jul 24
2007;69(4):389-97.
X STEREO ZIPPED, B&C AXIAL T2. D Sagittal PLANE LOC: Bilateral closed- lip schizencephaly
almigration abnormality like cortical heterotopia. There is also the absence of the septum
land. c4Bipolarmontage: Posterior background rhythm8Hz. A/Left frontocentral and right
pikes (max right temporal). Enhanced activation in right mid temporocentral region and

http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0160
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0160
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0165
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0165
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0170
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0170
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0175
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0175
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0175
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0180
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0180
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0185
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0185
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0190
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0190
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0195
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0195
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0200
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0200
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0205
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0205
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0210
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0210
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0215
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0215
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0215
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0220
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0220
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0220
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0225
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0225
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0230
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0230
http://refhub.elsevier.com/S2213-3232(16)30085-8/rf0230


Fig. 4 (continued).
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Fig. 5. a A: coronal FLAIR. B and C: Axial FSE T2 Callosal dysgenesis with small nodular densities in the periventricular white matter of both the right and left frontal lobes consistent with
heterotopia. The optic chiasm and optic nerves are somewhat small. No septum pellucidum is identified. b A: Bipolar montage, spikes were seen at F4-F3 duringwakefulness and sleep. B:
spikes were seen at F7-T3-T5.
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Fig. 5 (continued).
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Fig. 6. a A, B, C T1 Axial showing hypoplasia of the optic nerves, optic chiasm and optic
tracts bilaterally in addition to a small pituitary gland.
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