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Purpose. To investigate EEG and SPECT in the surgical outcome of patients with normal MRI (nonlesional) and extratemporal
lobe epilepsy. Methods. We retrospectively identified 41 consecutive patients with nonlesional extratemporal epilepsy who
underwent epilepsy surgery between 1997 and 2007. The history, noninvasive diagnostic studies (scalp EEG, MRI, and SPECT)
and intracranial EEG (iEEG) monitoring was reviewed. Scalp and iEEG ictal onset patterns were defined. The association
of preoperative studies and postoperative seizure freedom was analyzed using Kaplan-Meier analysis, log-rank test, and Cox
proportional hazard. Results. Thirty-six of 41 patients had adequate information with a minimum of 1-year followup. Favorable
surgical outcome was identified in 49% of patients at 1 year, and 35% at 4-year. On scalp EEG, an ictal onset pattern consisting
of focal beta-frequency discharge (>13–125 Hz) was associated with favorable surgical outcome (P = 0.02). Similarly, a focal
fast-frequency oscillation (>13–125 Hz) on iEEG at ictal onset was associated with favorable outcome (P = 0.03). Discussion. A
focal fast-frequency discharge at ictal onset identifies nonlesional MRI, extratemporal epilepsy patients likely to have a favorable
outcome after resective epilepsy surgery.

1. Introduction

The absence of a structural magnetic resonance imaging
(MRI) abnormality, that is, nonlesional MRI, in patients
with medically resistant epilepsy presents a medical and
surgical challenge. Medical management of extratemporal
neocortical epilepsy is often difficult because of high seizure
burden and poor response to antiepileptic drugs (AEDs)
[1–3]. The surgical management of nonlesional neocortical
epilepsy is challenging due to the absence of a MRI lesion,
rapid seizure propagation [4], and potential overlap of
epileptogenic and eloquent brain regions. These factors
contribute to the relatively poor surgical outcome because
of the challenge identifying and completely resecting the
epileptogenic zone required for seizure freedom [5–10].

The epileptogenic zone is defined as the brain region
generating the patient’s habitual seizures, and what must
be resected for seizure freedom [11]. In clinical practice a
preoperative hypothesis is developed for epileptogenic zone
localization based on seizure semiology, interictal and ictal
scalp electroencephalography (EEG), magnetic resonance
imaging (MRI), and functional imaging positron emission
tomography (PET) and single-photon emission-computed
tomography (SPECT).

Surgical outcomes in patients with nonlesional MRI,
extratemporal lobe epilepsy (NLET) are inferior compared
to patients with nonlesional temporal lobe epilepsy (NLT).
Reported favorable outcomes after resective surgery in
patients with NLET range from 25% to 54% [9, 10, 12–21]
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compared to 48% to 65% for temporal lobectomy in NLT
patients [22–25]. Multiple studies have directly investigated
the difference in surgical outcome for NLET and MRI
lesional extratemporal epilepsy. These studies uniformly
show a significantly higher likelihood of postsurgical seizure
control for patients with MRI lesional extratemporal epilepsy
compared to NLET (72% compared to 41% [9], 53%
compared to 17% [10], and 66% compared to 38% [26]).

The absence of a MRI lesion to guide surgery in NLET
highlights the importance of scalp EEG and intracranial EEG
(iEEG) ictal onset patterns. Previous investigations [19, 27–
31] of MRI lesional and NLET have previously focused on
iEEG in an attempt to identify specific features related to
surgical outcome. In this study, we identified a cohort of
patients who underwent resective surgery for NLET and
analyzed clinical information, functional imaging, and the
electrophysiological features of both scalp and iEEG inter-
ictal and ictal patterns, including seizure onset oscillation
frequency, spatial distribution, and waveform morphology.

2. Methods

Between 1997 and 2007, 41 consecutive patients with normal
MRI underwent chronic iEEG monitoring for presurgical
evaluation of medically resistant extratemporal lobe epilepsy.
Patients were identified by a retrospective review of the Mayo
Clinic electronic record system. Each patient gave informed
consent for participation in this Mayo Clinic Institutional
Review Board approved study. The demographics of patients
at the time of surgery, lobar localization of epilepsy, duration
of epilepsy, presence of epilepsy risk factors, seizure semi-
ology from video-EEG (vEEG), scalp and intracranial EEG
ictal onset pattern, interictal and ictal SPECT, Subtraction
ictal SPECT coregistered to MRI (SISCOM) [32], and
International League Against Epilepsy (ILAE) outcome score
[33] were abstracted from the Mayo Rochester Epilepsy
Surgery Database.

All patients underwent comprehensive non-invasive
evaluation, including wake and sleep interictal EEG with
standard-activating procedures, seizure protocol MRI, neu-
ropsychological studies, and long-term vEEG monitoring
to record habitual seizures. A standardized seizure protocol
MRI was performed with a 1.5-Tesla Signa Scanner (GE
Medical Systems, Milwaukee, WI, USA) [34]. This protocol
included a spin echo T1-weighted whole-brain volumetric
series consisting of 124 contiguous 1.5-mm-thick slices,
either coronal or perpendicular acquisition along the long
axis of the hippocampal formation. Axial T1-weighted
images, coronal and axial T2-weighted and proton density
images, and coronal FLAIR images were acquired with a 3-
mm slice thickness and a 2-mm interslice gap. Interictal and
ictal SPECT and SISCOM [32, 35] were performed in all
patients.

Prior to chronic iEEG monitoring each patient was
reviewed at a multidisciplinary epilepsy surgery conference
attended by epileptologists, neuroradiologists, neuropsycho-
logists, and neurosurgeons. The clinical decision for implan-
tation and spatial distribution of intracranial electrodes

Table 1: ILAE classification of outcome.

(1) Completely seizure free; no auras

(2) Only auras; no other seizures
Favorable
outcome

(3) One-to-three seizure days per year; ±auras

(4) Four seizure days per year to 50% reduction of

baseline seizure days; ±auras

(5) Less than 50% reduction of baseline seizure days to
Unfavorable

outcome

100% increase of baseline seizure days; ±auras

(6) More than 100% increase of baseline seizure days;

±auras

Table 2: Clinical characteristics of patients.

Clinical characteristics
N (%)

Mean Range
36 patients

Age at surgery, years 27 8–71

Age at onset 7.4 1–19

Duration 19.5 2–52

Female 14 (38%)

Location:

frontal 28 (78%)

parietal 6 (17%)

occipital 2 (5%)

Presence of risk factor 14 (38%)

Presence of GTC seizure 14 (38%)

Pathology:

gliosis 25 (70%)

MCD 11 (30%)

Scalp EEG:

Group 1 12 (33%)

Group 2 8 (22%)

Group 3 9 (25%)

Group 4 7 (15%)

Ictal scalp EEG patterns:

focal Ictal Beta 6/30 (20%)

other 24/30 (80%)

iEEG onset patterns

Fast frequency (>14 Hz) 17/31 (55%)

Other 14/31 (45%)

Localized SPECT 13 (36%)

Localized SISCOM 22 (61%)

GTC: generalized tonic clonic seizure.
MCD: malformation of cortical development.
IED: interictal epileptiform discharge.
Group 1: localized IED; Group 2: lateralized but not localized IED; Group 3:
generalized or bilateral IED; Group 4: no IED.

during phase II evaluation was generated at the conference.
Patients had intracranial electrodes placed according to
the hypothesis developed from the noninvasive presurgical
evaluation [6, 7, 36, 37]. Ad-Tech subdural grids, strips,
and depth electrodes (Ad-Tech Medical Instrument Corp.)
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Figure 1: Kaplan-Meier survival curve. A favorable surgical
outcome was reported by 49% of patients after 1 year and by 35%
after 4 years of followup.

were used for all studies. The placement of subdural and
depth electrodes was based on findings from the noninvasive
studies.

The subdural grid electrode contacts were 4.0 mm diam-
eter Platinum-Iridium discs with a center-to-center electrode
distance of 10 mm. Continuous video-EEG and iEEG were
collected using 1 of 2 clinical digital acquisition systems:
XLTEK (XLTEK Corp.; 128-channel 16-bit A/D, and 500 Hz
sampling frequency) or the NCI (Lamont Medical; 128-
channel, 16-bit A/D and 250 Hz sampling frequency). Bipo-
lar and referential montage recordings were reviewed, and in
the majority of cases the bipolar montage was used to elimi-
nate common mode artifact. A digital 60-Hz notch filter was
used when necessary to eliminate line noise. A neuropathol-
ogist provided the pathological diagnosis of resected tissue.

2.1. Ictal and Interictal EEG Classification. Scalp and iEEG
recordings were visually reviewed while blinded to all clinical
and outcome information. Interictal scalp EEG was classified
into 4 patterns of interictal epileptiform discharges (IEDs):
(1) patients with localized IEDs, (2) patients with lateralized
but not localized IEDs, (3) patients with generalized or
bilateral IEDs, (4) patients without IEDs. Surgery outcome
was analyzed for these groups independently, and between
group 1 and combined groups 2, 3, and 4.

Seizure onset times were determined by visually identify-
ing a clear electrographic seizure discharge, and then looking
backward in time for the earliest EEG change. The earliest
EEG change was labeled as the seizure onset time. Ictal onset
pattern was defined within the first 5 seconds of a local-
ized, sustained EEG pattern that was visually distinguished
from background activity, and ultimately accompanied by
objective or subjective clinical manifestations. Ictal onset pat-
terns were characterized by the seizure discharge oscillation
frequency, waveform morphology, and spatial distribution.
The seizure onset zone, defined by the electrode(s) with the
earliest seizure activity, was classified as frontal, parietal, or
occipital.

Table 3: Analysis of surgery outcome at 1-year followup.

Variables of interest
Favorable versus

P value
unfavorable outcome

Age of Onset:

<10 yrs
40% versus 50% 0.54

>10 yrs

Scalp interictal EEG:

Group 1 (localized IED)
50% versus 40% 0.25

Group 2, 3, and 4 (other)

Seizure semiology:

history of GTC
50% versus 49% 0.87

no history of GTC

Duration of epilepsy:

>15 years
60% versus 40% 0.19

<15 years

Pathology:

cortical dysplasia
50% versus 49% 0.51

gliosis

Nonspecific MRI abnormality:

absent
50% versus 48% 0.9

present

SISCOM perfusion abnormality:

localized
61% versus 45% 0.88

nonlocalized

Postoperative scalp EEG
55% versus 50% 0.32

IED present versus negative

IED: interictal epileptiform discharge
Group 1: localized IED; Group 2: lateralized but not localized IED; Group 3:
generalized or bilateral IED; Group 4: no IED.

Seizure onset frequency was classified within the initial
5 seconds of onset into gamma (>30 Hz), beta (14–29 Hz),
alpha (8–13 Hz), theta (5–7 Hz), or delta (<4 Hz) [38].
Regrouping as fast (>13–125 Hz) and slow (<13 Hz) fre-
quencies was done for further statistical analysis because of
the small patient numbers [29]. Spatial distribution of EEG
seizure onset was classified as either focal onset (involvement
of one lobe on scalp EEG or less than five contacts on iEEG),
or diffuse, according to the number and the location of
electrode contacts showing the earliest involvement in each
seizure. Epilepsy surgery outcome was classified using ILAE
scoring system [33]. In this study the ILAE class 1 (seizure-
free), 2 (seizure free except auras), and 3 (3 or less seizure
days per year) were considered favorable, and ILAE 4–6 class
outcomes unfavorable (Table 1).

2.2. Data Analysis. Postoperative seizure outcome was
investigated using Kaplan-Meyer survival analysis [39]. To
study potential predictors of favorable resective epilepsy
surgery outcome, the following variables were investigated
in univariate Cox-proportional hazard models: duration of
epilepsy, presence of epilepsy risk factors, seizure semiology
from video EEG, scalp and intracranial ictal onset patterns,
and spatial distribution, SPECT, and SISCOM. Statistical
analyses were performed using JMP (version 7.0, SAS Insti-
tute) and P ≤ 0.05 was considered statistically significant.
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Figure 2: Scalp EEG-recorded extratemporal onset seizure. The bipolar montage-recorded seizure onset (red horizontal line) shows a focal
ictal beta (FIB) frequency discharge from the left frontocentral (Fz, F3, Cz) head region.

3. Results

Thirty-six of the 41 patients had adequate information with
a minimum of 1-year followup. Twenty-eight (28/36, 78%)
had frontal lobe epilepsy, six (6/36, 17%) had parietal lobe
epilepsy, and two (2/36, 5%) had occipital lobe epilepsy.
The pathology was either nonspecific gliosis (25/36, 70%)
or cortical dysplasia (11/36, 30%). Patient characteristics are
shown in Table 2. A favorable surgical outcome, ILAE score
1–3, was reported by 49% after 1 year and 35% after 4
years of followup (Figure 1). Antiepileptic medications were
successfully tapered and discontinued in only one patient. No
association was found between favorable outcome at 1 year
and the following variables: seizure semiology (presence of
generalized tonic clonic seizures), epilepsy duration, age of
onset of seizures, interictal scalp EEG findings, nonspecific
MRI abnormalities, SISCOM, pathology, and postoperative
EEG epileptogenic abnormalities (Table 3).

The only presurgical prognostic factors associated with
favorable outcome (P < 0.05) were scalp and intracranial
EEG ictal onset patterns. A focal ictal beta frequency
discharge on scalp EEG at seizure onset (P = 0.03, Figures
2, 3, and 4) and restriction of seizure onset to one anatomic
lobe (P < 0.001) were associated with favorable outcome.
Similarly, a fast frequency (>13–125 Hz), discharge on iEEG
at seizure onset (P = 0.02, Figures 5 and 6) and focal seizure

onset zone involving 5 or less contiguous intracranial elec-
trodes (P = 0.03) were associated with a favorable outcome.

4. Discussion

Nonlesional extratemporal lobe epilepsy represents one of
the most challenging patient groups seen in clinical practice.
Surgical series from multiple institutions have demonstrated
the prognostic importance of an intracranial lesion on MRI,
and that excellent surgical outcomes are achievable provided
that the structural lesion can be completely resected [14, 15,
40–43].

However, the preoperative MRI is normal in approxi-
mately 20–30% of patients with medically resistant epilepsy
presenting to tertiary epilepsy centers [26, 44]. When the
MRI is nonlesional, defining the epileptogenic zone is dif-
ficult and epilepsy surgery outcomes are inferior to lesional
epilepsy surgery. Here we investigated the clinical, EEG,
and functional imaging findings associated with favorable
outcome in NLET. The goal was to identify potentially useful
diagnostic features for favorable surgical outcome.

We identified electrophysiologic features of scalp and
intracranial EEG seizure onset that were associated with
favorable surgical outcome. The presence of a focal, fast
frequency oscillation at ictal onset was associated with a
favorable outcome.
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Figure 3: Scalp EEG-recorded extratemporal onset seizure. The Laplacian montage-recorded seizure onset (red horizontal line) shows a
theta frequency rhythmic discharge from the right frontotemporal (F4, F8, T8) head region.

4.1. Scalp Interictal EEG. Several studies have reported that
the presence of generalized IEDs and/or generalized slowing
of the background activity [45] are related to poor outcome
in neocortical extratemporal epilepsy surgery, whereas the
presence of focal IEDs has been associated with excellent
outcome [23, 24]. In contrast, several other studies, including
our study, did not find an association between the spatial
distribution of IEDs and surgery outcome [6, 7, 17].

The variability in previously reported results could be
related to the widespread distribution of IEDs in patients
with extratemporal epilepsy. A previous study from our
center showed that 55% of frontal lobe epilepsy patients
had either generalized IED or focal IED in regions other
than the epileptogenic zone [46]. It has been established
that an epileptic focus in the deep frontal lobe can produce
secondarily generalized IEDs with rapid interhemispheric
spread [47]. Despite the presence of generalized IEDs, these
cases can still benefit from frontal lobe resections [46, 48].
and as many as 65% of patients with resectable lesions
and bilaterally synchronous IEDs in preoperative interictal
EEG remained seizure-free 5 years after surgery [12]. On
the other hand, the absence of IEDs could be related to
a small focal region of epileptogenic brain that does not

generate detectable IEDs on scalp EEG. Previous studies
have shown that approximately 7 cm2 of neocortex must be
activated to produce IEDs on scalp EEG [49]. From these
studies, we could conclude the presence of widespread IEDs,
or the absence of IEDS should not preclude patients from
consideration for epilepsy surgery.

4.2. Scalp Ictal EEG Onset Pattern. The results reported
here are in agreement with the limited number of studies
in the literature investigating scalp EEG ictal onset pattern
and surgery outcome. Talairrach et al. [14] concluded
that a fast-frequency ictal discharge was associated with
successful epilepsy surgery in a group of patients with
predominantly lesional frontal lobe epilepsy. Similarly, we
previously reported that a focal beta frequency (>13–25 Hz)
discharge at ictal onset, that is, focal ictal beta (Figure 2),
was associated with excellent outcome [50] in lesional and
nonlesional frontal lobe epilepsy.

4.3. SISCOM. Previous studies that included patients with
lesional and NLET patients found an association between
outcome and complete resection of a SISCOM abnormality
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Figure 4: Kaplan-Meier survival curves comparing patients with scalp-recorded focal ictal beta frequency onset (>13 Hz) (red line) and low
frequency (≤13 Hz) (blue line).
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Figure 5: Subdural intracranial EEG-(iEEG) recorded frontal lobe onset seizure. Referential montage iEEG from 6×6 (36-contact) subdural
grid (contacts 35 and 36 removed because of not recording) and a 1× 8 (8 contact) subdural strip. Gamma frequency oscillation at seizure
onset (red box) primarily involving contacts 21, 22, and 23 with early spread to contacts 12, 13, 28, 29, and 30.

[32]. Here we studied a group of patients with NLET and
did not find a definite association between a localizing
SPECT/SISCOM and seizure outcome. A possible explana-
tion is the small number of patients, and the bias introduced
by the fact that NLET patients with positive SPECT and
SISCOM studies are more likely to be considered for invasive

monitoring and epilepsy surgery. Additionally, in the current
study we did not evaluate the degree of resection of the
SISCOM abnormality [32].

4.4. Intracranial EEG. In our series, a focal fast frequency
ictal onset pattern on iEEG (Figure 5) was associated with
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Figure 6: Kaplan-Meier survival curves comparing patients with
intracranial EEG recorded fast frequency oscillation at seizure onset
(>14 Hz, red line) and low frequency onset (<14 Hz, blue line).

favorable outcome in NLET epilepsy surgery. Two previous
studies have investigated iEEG ictal onset patterns and
surgery outcome in patients with NLET [30, 31]. Consistent
with the study reported here, the ictal onset patterns
consisting of focal low voltage fast or high amplitude beta-
frequency spiking was associated with favorable surgical
outcome, whereas rhythmic sinusoidal activity or rhythmic
spike/sharp waves of slow-frequency were associated with
poor outcome [30, 31].

It has been postulated that EEG electrodes showing
faster-frequency ictal discharge at seizure onset might be
closer to the seizure-onset zone than electrodes recording
slower-frequency activity [51]. Indirect support for this
hypothesis comes from several studies of mainly temporal
lobe epilepsy surgery indicating that low-voltage fast activity
at seizure onset was associated with good surgical outcome
[31, 52–55]. In contrast, slower-frequency diffuse activity at
ictal onset may suggest a propagated electrographic pattern
[52, 56].

Human iEEG studies performed as part of presurgical
evaluations have primarily focused on a limited dynamic
range (∼0.1–40 Hz) [57]. Recently, the use of broadband
digital EEG recordings has allowed observation of very
high-frequency activity (>80 Hz) at the onset of neocortical
seizures [4, 51, 53, 55, 58, 59]. Several reports support that
high-frequency discharges above 250 Hz are pathological and
may be a marker for epileptogenic brain [58–62]. Whether
modification of the surgical resection margin to include
brain regions generating these very high-frequency interictal
and ictal discharges can improve epilepsy surgery outcomes
is an active area of research.

5. Conclusion

Despite advances in MRI technology, a significant number
of patients with medically resistant partial epilepsy have

normal MRI. Patients with NLET represent one of the
most challenging groups of patients because of the difficulty
localizing the epileptogenic zone. Here we report that the
presence of a focal, fast-frequency discharge at seizure onset
on scalp or intracranial EEG is useful for localizing the
epileptogenic zone and associated with favorable surgical
outcome in patients with NLET.
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Walsh, and H. Lüders, “Surgical outcome and prognostic fac-
tors of frontal lobe epilepsy surgery,” Brain, vol. 130, no. 2, pp.
574–584, 2007.

[11] J. J. Luders and Y. Comair, Epilepsy Surgery, Lippincott
Williams & Wilkins, Philadelphia, Pa, USA, 2001.

[12] T. Rasmussen, “Characteristics of a pure culture of frontal lobe
epilepsy,” Epilepsia, vol. 24, no. 4, pp. 482–493, 1983.

[13] T. Rasmussen, “Surgery for central, parietal and occipital
epilepsy,” Canadian Journal of Neurological Sciences, vol. 18,
no. 4, pp. 611–616, 1991.



8 ISRN Neurology

[14] J. Talairach, J. Bancaud, A. Bonis et al., “Surgical therapy for
frontal epilepsies,” Advances in Neurology, vol. 57, pp. 707–732,
1992.

[15] G. D. Cascino, C. R. Jack, J. E. Parisi et al., “MRI in the presur-
gical evaluation of patients with frontal lobe epilepsy and
children with temporal lobe epilepsy: pathologic correlation
and prognostic importance,” Epilepsy Research, vol. 11, no. 1,
pp. 51–59, 1992.

[16] J. R. Smith, M. R. Lee, D. W. King et al., “Results of lesional
vs. nonlesional frontal lobe epilepsy surgery,” Stereotactic and
Functional Neurosurgery, vol. 69, no. 1–4, pp. 202–209, 1997.

[17] C. H. Ferrier, J. Engelsman, G. Alarcon, C. D. Binnie, and
C. E. Polkey, “Prognostic factors in presurgical assessment of
frontal lobe epilepsy,” Journal of Neurology Neurosurgery and
Psychiatry, vol. 66, no. 3, pp. 350–356, 1999.

[18] B. C. Jobst, A. M. Siegel, V. M. Thadani, D. W. Roberts, H. C.
Rhodes, and P. D. Williamson, “Intractable seizures of frontal
lobe origin: clinical characteristics, localizing signs, and results
of surgery,” Epilepsia, vol. 41, no. 9, pp. 1139–1152, 2000.

[19] J. Zentner, A. Hufnagel, B. Ostertun et al., “Surgical treatment
of extratemporal epilepsy: clinical, radiologic, and histopatho-
logic findings in 60 patients,” Epilepsia, vol. 37, no. 11, pp.
1072–1080, 1996.

[20] S. K. Lee, S. Y. Lee, K. K. Kim, K. S. Hong, D. S. Lee, and
C. K. Chung, “Surgical outcome and prognostic factors of
cryptogenic neocortical epilepsy,” Annals of Neurology, vol. 58,
no. 4, pp. 525–532, 2005.

[21] K. Chapman, E. Wyllie, I. Najm et al., “Seizure outcome after
epilepsy surgery in patients with normal preoperative MRI,”
Journal of Neurology, Neurosurgery and Psychiatry, vol. 76, no.
5, pp. 710–713, 2005.

[22] K. Radhakrishnan, E. L. So, P. L. Silbert et al., “Predictors
of outcome of anterior temporal lobectomy for intractable
epilepsy: a multivariate study,” Neurology, vol. 51, no. 2, pp.
465–471, 1998.

[23] M. D. Holmes, D. E. Born, R. L. Kutsy, A. J. Wilensky, G.
A. Ojemann, and L. M. Ojemann, “Outcome after surgery in
patients with refractory temporal lobe epilepsy and normal
MRI,” Seizure, vol. 9, no. 6, pp. 407–411, 2000.

[24] M. D. Holmes, R. L. Kutsy, G. A. Ojemann, A. J. Wilensky,
and L. M. Ojemann, “Interictal, unifocal spikes in refractory
extratemporal epilepsy predict ictal origin and postsurgical
outcome,” Clinical Neurophysiology, vol. 111, no. 10, pp. 1802–
1808, 2000.

[25] M. L. Bell, S. Rao, E. L. So et al., “Epilepsy surgery outcomes
in temporal lobe epilepsy with a normal MRI,” Epilepsia, vol.
50, no. 9, pp. 2053–2060, 2009.

[26] C. G. Bien, M. Szinay, J. Wagner, H. Clusmann, A. J. Becker,
and H. Urbach, “Characteristics and surgical outcomes of
patients with refractory magnetic resonance imaging-negative
epilepsies,” Archives of Neurology, vol. 66, no. 12, pp. 1491–
1499, 2009.

[27] R. L. Kutsy, “Focal extratemporal epilepsy: clinical features,
EEG patterns, and surgical approach,” Journal of the Neuro-
logical Sciences, vol. 166, no. 1, pp. 1–15, 1999.

[28] R. L. Kutsy, D. F. Farrell, and G. A. Ojemann, “Ictal patterns
of neocortical seizures monitored with intracranial electrodes:
correlation with surgical outcome,” Epilepsia, vol. 40, no. 3, pp.
257–266, 1999.

[29] S. A. Lee, D. D. Spencer, and S. S. Spencer, “Intracranial EEG
seizure-onset patterns in neocortical epilepsy,” Epilepsia, vol.
41, no. 3, pp. 297–307, 2000.

[30] S. A. Park, S. R. Lim, G. S. Kim et al., “Ictal electrocortico-
graphic findings related with surgical outcomes in nonlesional

neocortical epilepsy,” Epilepsy Research, vol. 48, no. 3, pp. 199–
206, 2002.

[31] N. M. Wetjen, W. R. Marsh, F. B. Meyer et al., “Intracranial
electroencephalography seizure onset patterns and surgical
outcomes in nonlesional extratemporal epilepsy: clinical arti-
cle,” Journal of Neurosurgery, vol. 110, no. 6, pp. 1147–1152,
2009.

[32] T. J. O’Brien, E. L. So, B. P. Mullan et al., “Subtraction peri-
ictal SPECT is predictive of extratemporal epilepsy surgery
outcome,” Neurology, vol. 55, no. 11, pp. 1668–1677, 2000.

[33] H. G. Wieser and M. Hajek, “Frontal lobe epilepsy. Compart-
mentalization, presurgical evaluation, and operative results,”
Advances in Neurology, vol. 66, pp. 297–319, 1995.

[34] C. R. Jack, “Magnetic resonance imaging—neuroimaging and
anatomy,” Neuroimaging Clinics of North America, vol. 5, no. 4,
pp. 597–622, 1995.

[35] T. J. O’Brien, E. L. So, B. P. Mullan et al., “Subtraction SPECT
co-registered to MRI improves postictal SPECT localization of
seizure loci,” Neurology, vol. 52, no. 1, pp. 137–146, 1999.

[36] J. J. Engel, “Principles of epilepsy surgery,” in The Treatment
of Epilepsy, S. Shorvon, F. Dreifuss, and D. R. Fish, Eds.,
Blackwell, Oxford, UK, 1996.

[37] L. F. Quesney, “Intracranial EEG investigation in neocortical
epilepsy,” Advances in Neurology, vol. 84, pp. 253–274, 2000.

[38] E. Neidermeyer and F. L. Da Silva, Electroencephalogra-
phy: Basic Principals, Clinical Applications, and Related Fields,
Lippincott & Wilkins, Philadelphia, Pa, USA, 2005.

[39] E. L. Kaplan and P. Meier, “Nonparametric estimation from
incomplete observations,” Journal of the American Statistical
Association, vol. 53, pp. 457–481, 1958.

[40] K. G. Davies and R. D. Weeks, “Cortical resections for intra-
ctable epilepsy of extratemporal origin: experience with sev-
enteen cases over eleven years,” British Journal of Neurosurgery,
vol. 7, no. 4, pp. 343–353, 1993.

[41] E. Goldensohn, “Structural lesions of the frontal lobe. Man-
ifestations, classification, and prognosis,” Advances in neurol-
ogy, vol. 57, pp. 435–447, 1992.

[42] V. Salanova, H. H. Morris, P. C. Van Ness, H. Luders,
D. Dinner, and E. Wyllie, “Comparison of scalp electroen-
cephalogram with subdural electrocorticogram recordings
and functional mapping in frontal lobe epilepsy,” Archives of
Neurology, vol. 50, no. 3, pp. 294–299, 1993.

[43] N. Y. Lorenzo, J. E. Parisi, G. D. Cascino, C. R. Jack, W. R.
Marsh, and K. A. Hirschorn, “Intractable frontal lobe epilepsy:
pathological and MRI features,” Epilepsy Research, vol. 20, no.
2, pp. 171–178, 1995.

[44] A. T. Berg, B. G. Vickrey, J. T. Langfitt et al., “The multicenter
study of epilepsy surgery: recruitment and selection for
surgery,” Epilepsia, vol. 44, no. 11, pp. 1425–1433, 2003.

[45] J. Janszky, H. Jokeit, R. Schulz, M. Hoppe, and A. Ebner, “EEG
predicts surgical outcome in lesional frontal lobe epilepsy,”
Neurology, vol. 54, no. 7, pp. 1470–1476, 2000.

[46] L. Vadlamudi, E. L. So, G. A. Worrell et al., “Factors underlying
scalp-EEG interictal epileptiform discharges in intractable
frontal lobe epilepsy,” Epileptic Disorders, vol. 6, no. 2, pp. 89–
95, 2004.

[47] P. Loiseau, “Childhood absence epilepsy,” in Epileptic Syn-
dromes in Infancy, Childhood Andadolescence, M. Bureau, J.
Roger, and C. Dravel, Eds., John Libbey, London, UK, 1992.

[48] H. Stefan, “Uni- or bifrontal epileptogenic areas: clinical
relevance of secondary bilateral synchrony,” Epilepsia, vol. 29,
article 211, 1988.

[49] J. X. Tao, M. Baldwin, S. Hawes-Ebersole, and J. S. Ebersole,
“Cortical substrates of scalp EEG epileptiform discharges,”



ISRN Neurology 9

Journal of Clinical Neurophysiology, vol. 24, no. 2, pp. 96–100,
2007.

[50] G. A. Worrell, E. L. So, J. Kazemi et al., “Focal ictal β discharge
on scalp EEG predicts excellent outcome of frontal lobe
epilepsy surgery,” Epilepsia, vol. 43, no. 3, pp. 277–282, 2002.

[51] R. S. Fisher, W. R. S. Webber, R. P. Lesser, S. Arroyo, and
S. Uematsu, “High-frequency EEG activity at the start of
seizures,” Journal of Clinical Neurophysiology, vol. 9, no. 3, pp.
441–448, 1992.

[52] E. Faught, R. I. Kuzniecky, and D. C. Hurst, “Ictal EEG wave
forms from epidural electrodes predictive of seizure control
after temporal lobectomy,” Electroencephalography and Clini-
cal Neurophysiology, vol. 83, no. 4, pp. 229–235, 1992.

[53] P. J. Allen, D. R. Fish, and S. J. M. Smith, “Very high-frequency
rhythmic activity during SEEG suppression in frontal lobe
epilepsy,” Electroencephalography and Clinical Neurophysiol-
ogy, vol. 82, no. 2, pp. 155–159, 1992.

[54] M. E. Weinand, A. R. Wyler, E. T. Richey, B. B. Phillips,
and G. W. Somes, “Long-term ictal monitoring with subdural
strip electrodes: prognostic factors for selecting temporal
lobectomy candidates,” Journal of Neurosurgery, vol. 77, no. 1,
pp. 20–28, 1992.

[55] G. Alarcon, C. D. Binnie, R. D. C. Elwes, and C. E. Polkey,
“Power spectrum and intracranial EEG patterns at seizure
onset in partial epilepsy,” Electroencephalography and Clinical
Neurophysiology, vol. 94, no. 5, pp. 326–337, 1995.

[56] Y. Schiller, G. D. Cascino, N. E. Busacker, and F. W. Shar-
brough, “Characterization and comparison of local onset
and remote propagated electrographic seizures recorded with
intracranial electrodes,” Epilepsia, vol. 39, no. 4, pp. 380–388,
1998.

[57] S. Vanhatalo, J. Voipio, and K. Kaila, “Full-band EEG (FbEEG):
an emerging standard in electroencephalography,” Clinical
Neurophysiology, vol. 116, no. 1, pp. 1–8, 2005.

[58] G. A. Worrell, A. B. Gardner, S. M. Stead et al., “High-
frequency oscillations in human temporal lobe: simultaneous
microwire and clinical macroelectrode recordings,” Brain, vol.
131, no. 4, pp. 928–937, 2008.

[59] J. D. Jirsch, E. Urrestarazu, P. LeVan, A. Olivier, F. Dubeau, and
J. Gotman, “High-frequency oscillations during human focal
seizures,” Brain, vol. 129, no. 6, pp. 1593–1608, 2006.

[60] A. Bragin, I. Mody, C. L. Wilson, and J. Engel, “Local genera-
tion of fast ripples in epileptic brain,” Journal of Neuroscience,
vol. 22, no. 5, pp. 2012–2021, 2002.

[61] A. Bragin, C. L. Wilson, R. J. Staba, M. Reddick, I. Fried, and
J. Engel, “Interictal high-frequency oscillations (80–500 Hz) in
the human epileptic brain: entorhinal cortex,” Annals of Neu-
rology, vol. 52, no. 4, pp. 407–415, 2002.

[62] J. Jacobs, M. Zijlmans, R. Zelmann et al., “High-frequency
electroencephalographic oscillations correlate with outcome
of epilepsy surgery,” Annals of Neurology, vol. 67, no. 2, pp.
209–220, 2010.


	Introduction 
	Methods
	Ictal and Interictal EEG Classification
	Data Analysis

	Results
	Discussion
	Scalp Interictal EEG
	Scalp Ictal EEG Onset Pattern
	SISCOM
	 Intracranial EEG

	Conclusion
	Ethical Approval
	Conflict of Interests
	References

