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Objectives: To highlight a case series of 3 cases of fo-
cal cortical dysplasia that were unrecognized for many
years though the patients were seen by various neurolo-
gists and received the appropriate neuroimaging stud-
ies, and to retrospectively characterize the clinical ele-
ments, neuroimaging, electroencephalography, and
pathologic findings in these cases.

Design: Retrospective descriptive study.

Setting: Tertiary urban and suburban neurology and
epilepsy outpatient and inpatient clinic settings and
hospitals.

Patients: We analyze retrospectively 3 patients in whom
magnetic resonance images were previously deemed as nor-
mal, who, in fact, exhibited subtle gyral abnormalities and
who underwent focal surgical resections of these regions
after invasive electroencephalography monitoring or elec-
trocorticography and were cured of their epilepsy.

Main Outcome Measures: Clinical semiology and
neuroimaging findings.

Results: Focal cortical dysplasias may present with subtle
gyral abnormalities. These gyral abnormalities may guide
invasive electroencephalography or electrocorticogra-
phy and may delineate seizure onsets with precision. Re-
section of these areas in 3 such patients resulted in ex-
cellent surgical outcomes.

Conclusions: Subtle gyral abnormalities may be asso-
ciated with intractable epilepsy and seizure onsets. Fo-
cal resection after appropriate evaluations in selected pa-
tients may be curative. The magnetic resonance imaging
features of focal cortical dysplasia can be subtle and re-
quire a high index of suspicion based on ictal semiology
and clinical presentation.
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I DENTIFYING NEUROIMAGING AB-
normalities may lead to focal sur-
gical resections and possible cures
for medically intractable and dis-
abling epilepsy. We present cases

of focal cortical dysplasia (FCD) that were
unrecognized for many years though the
patients were seen by various neurolo-
gists and received the appropriate neuro-
imaging studies. Recognition of the FCD
was possible only when the clinical semi-
ology and neuroimaging findings were
evaluated by experienced epileptologists.

REPORT OF CASES

CASE 1

A 16-year-old right-handed woman with 5
years’ history of medically refractory epi-
lepsy presented with focal epilepsy char-
acterized by numbness and paresthesias of
her left hand and left side of her face that
wouldprogresstotonicandthencloniccon-
tractions of the left hand and arm with the

moreprolongedspells.Her1.5-Tbrainmag-
netic resonance imaging (MRI) scans were
reportedas“normal.”We identifieda small
area of abnormality in the right postcentral
gyrusconsistentwith theclinical suspicion
of FCD (Figure1). Video electroencepha-
lography (EEG) monitoring revealed
electrographic seizures over the right fron-
tocentral region(Figure2).Positronemis-
sion tomographic scan suggested an area
of hypometabolism in the right frontocen-
tral region (not shown). Intracranial grid
monitoring demonstrated that her seizures
were coming from the superior parietal re-
gion(Figure2).Sheunderwentasmall right
parietal topectomy. Results of histologic
analysis revealedFCD(Figure3).Thispa-
tient has enjoyed seizure freedom for ap-
proximately 6 years following resection.

CASE 2

A 49-year-old right-handed woman with
medically refractory epilepsy presented with
9 years’ history of focal epilepsy character-
ized by numbness on the right side of the
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tongue, tonic twitching on the right side of the tongue, and
inability to get words out and sensation of choking and dif-
ficulty with swallowing. Her 1.5-T brain MRI done at an-
other hospital was reported “normal.” We identified subtle
gyral abnormalities in the left inferior postcentral gyrus
(Figure 1). Video EEG telemetry monitoring revealed a left
frontal ictal-onset focus. Invasive grid electrode electro-
corticography revealed seizure onset arising from the an-
terior portion of the left inferior rolandic cortex (Figure 2).
Resection of the sensory and motor cortex of the tongue,
lip, and face with sparing of the hand area resulted in cure

of her epilepsy. This was guided by functional MRI pre-
operative data. Histologic examination of the resected area
revealed FCD (Figure 3). This patient has experienced
approximately 5 years of seizure freedom following
resection.

CASE 3

A 44-year-old ambidextrous carpenter presented with
22 years’ history of medically refractory epilepsy. His
ictus occurred mostly at night and consisted of episodes
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Figure 1. Selected magnetic resonance imaging (MRI) panels. A, The left panel is a coronal flair section and the middle panel is a coronal T1-weighted MRI. Note
the subtle thickened cortical gyrus. This patient’s MRI was deemed normal by outside evaluations. The right panel is an axial T1 MRI showing a subtle and
thickened cortical gyral pattern (arrow). B, Axial flair, axial gradient echo, and sagittal gradient echo images identify cortical abnormalities ultimately consistent
with focal cortical dysplasia and cure postresection. The left panel is an MRI that was deemed normal at an outside institution, and the middle and right panels
were done as follow-up studies because of our clinical suspicions. C, The left panel is a T2 coronal section and the right panel is a T2 axial image. D, The left panel
is a flair coronal section and the right panel is a fluid-attenuated inversion recovery axial image. Arrows in parts B-D denote the focal cortical dysplasia that was
ultimately resected on neuroimaging and initially deemed normal at outside institutions.
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Subtle right maximally
parasagittal slowing 

Seizure onset

Figure 2. Selected electroencephalography (EEG) panels. A, The left panel is a surface EEG monitoring of seizure onsets showing relatively mild subtle slowing in the right
hemisphere. The right panel is an invasive EEG via a 64-contact grid. Note the focal onset of seizure activity, which corresponded to the lesion noted on magnetic reso-
nance imaging (arrows). B, Surface (left panel) and invasive (right panel) EEG monitoring. Note the lack of ictal signature on surface monitoring and the recurrent volleys
of spikes seen with invasive surface monitoring (arrows) using a grid array that corresponded to a regional area ultimately parallel to the noted lesion on neuroimaging.
C, Surface monitoring (left panel) identifies only muscle artifact but since the region of seizure onset is so small, no abnormalities are noted at seizure onset on the scalp.
The right panel denotes recurrent trains and volleys of spikes in the region of the ultimately resected focal cortical dysplasia.
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of sudden panic with speech arrest and bilateral thrust-
ing movements of the upper and lower extremities with
retention of consciousness. Multiple antiepileptic treat-
ments failed, including phenytoin, carbamazepine,
lamotrigine, oxcarbazepine, topiramate, and leveti-
racetam. His 1.5-T MRI of the brain revealed a subtle
focal area of cortical thickening in the medial aspect of
the right superior frontal gyrus (Figure 1). Video EEG
monitoring revealed 5 events but no electrographic
localization before, during, or after seizures (Figure 2).
Invasive depth electrode monitoring into the noted
region demonstrated frequent epileptiform discharges.
He underwent excision of the lesion in the right supe-
rior frontal gyrus, resulting in seizure control while tak-
ing 1 antiepileptic medication (carbamazepine) 6 years
after surgery. Pathologic analysis revealed a cortical
dysplasia (Figure 3).

COMMENT

About 30% of patients with epilepsy are refractory to
medical therapy.1 For such patients, surgery offers their
best option to either cure their epilepsy or significantly
reduce the frequency of their seizures, as these cases
collectively indicate. Magnetic resonance imaging is the
diagnostic technique of choice in the presurgical evalu-
ation of patients with refractory epilepsy.2 With respect
to FCD, the main neuroimaging and pathologic find-
ings include focal cortical thickening, blurring of the

gray-white matter junction, and often on T2-weighted
images, there may be hyperintensity in the correspond-
ing region along with elements of aberrant subcortical
white matter tapering toward the ventricle.3,4 There may
also be dual pathology in these cases, which includes
hippocampal sclerosis.3,4 Focal cortical dysplasia was
originally described in 1971 by Taylor et al5 as a neuro-
nal and glial proliferation disorder that includes cortical
laminar disorganization, giant neurons, and dysmor-
phic and ectopic neuronal elements, and it was initially
postulated that this entity might only be found in anec-
dotal reports in some articles.6

Focal cortical dysplasia was found in up to 24% of sur-
gically resected specimens from patients with medically
refractory epilepsy.3 In 33% to 50% of histologically con-
firmed FCD, the MRI retrospectively was unrevealing.4

It has been suggested that the diagnostic yield of MRI in
FCD depends on the specific histopathologic findings and
the location of the lesion. Simple partial motor, partial
complex, or secondarily generalized seizures are associ-
ated with FCD and the location of the FCD dictates the
clinical semiology.7-10 Most patients have extratemporal
localization, and in these cases, the frontal lobes and the
precentral and postcentral gyri are involved most of-
ten.8 It has been previously suggested that FCD usually
presents with seizures at an early age, whereas adult on-
set of epilepsy may be uncommon.8 Seizures are often quite
refractory. The MRI findings include gyral thickening or
subtle diffusion tensor abnormalities.1-9
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Figure 3. Selected composite pathology. A, Case 2. Low-power hematoxylin-eosin–stained section showing large atypical neurons. B, Case 1. Higher-power
hematoxylin-eosin–stained section. C and E, Bielschowsky-stained section at low (C) and high (E) power, in cases 3 and 2, respectively, identifying an abnormal
filamentous process within the cytoplasm and 2 large processes leaving the cell at opposite poles. D, Case 3. NeuN-stained section showing loss of normal lamination.
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Interictal EEG and ictal EEG might show focal dis-
charges or identify specific focal onsets with invasive EEG
monitoring.10 In the literature, the extent of resection and
having clear margins correlate with seizure freedom, and
recurrence might correlate with the extent of the remain-
ing nonresected regions of the remaining epileptogenic
pathology.11,12 Outcome seems to depend on the histo-
pathologic findings in some series.11,12

While an extensive literature exists on FCD, we pre-
sent cases of FCD that were unrecognized for many years,
although the patients were seen by various neurologists
and received the appropriate neuroimaging studies. There-
fore, it is our opinion that the MRI features of FCD can
be quite subtle and require a high index of suspicion based
on ictal semiology and clinical presentation. To reduce
the possibility of failure in diagnosis of FCD, we believe
that the epilepsy team should examine the MRI very
closely themselves, preferably with an experienced neu-
roradiologist in attendance, to corroborate or confirm
impressions.

In particular, the team should examine carefully the
white matter on fluid-attenuated inversion recovery and
T2 sequences for subcortical abnormalities along with
carefully inspecting the gray matter thickness and gray-
white matter interface. Overall, an experienced and de-
tailed knowledge of sulcal anatomy and cortical topog-
raphy is helpful. In our opinion, T1-weighted spoiled
gradient recalled echo is a useful MRI sequence to evalu-
ate cortical thickness and sulcal anatomy. Seizure semi-
ology that clearly lateralizes and localizes to a specific brain
region will then focus the team’s attention to look espe-
cially carefully in that specific region. What was strik-
ing in this series was that these MRIs were deemed “nor-
mal” by neuroradiologic report and at other centers where
the patients were also evaluated for intractable seizures.
Almost all patients with FCD might be able to undergo
resection and the goal needs to be the complete removal
of the FCD. The identification of the cases in this series
collectively spanned several years at 2 institutions. The
literature does identify that approximately 47% of pa-
tients with nonlesional epilepsy in 1 series were subse-
quently found to have a lesion.13 Recognition of FCD in
each case of our case series was possible only when the
clinical semiology and neuroimaging findings were evalu-
ated by epileptologists.
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2. Rosenow F, Lüders H. Presurgical evaluation of epilepsy. Brain. 2001;124(pt 9):
1683-1700.

3. Colombo N, Tassi L, Galli C, et al. Focal cortical dysplasias: MR imaging, histo-
pathologic, and clinical correlations in surgically treated patients with epilepsy.
AJNR Am J Neuroradiol. 2003;24(4):724-733.

4. Tassi L, Colombo N, Garbelli R, et al. Focal cortical dysplasia: neuropathological
subtypes, EEG, neuroimaging and surgical outcome. Brain. 2002;125(pt 8):
1719-1732.

5. Taylor DC, Falconer MA, Bruton CJ, Corsellis JAN. Focal dysplasia of the cere-
bral cortex in epilepsy. J Neurol Neurosurg Psychiatry. 1971;34(4):369-387.

6. Siegel AM, Cascino GD, Elger CE, et al. Adult-onset epilepsy in focal cortical dys-
plasia of Taylor type. Neurology. 2005;64(10):1771-1774.

7. Wong M. Advances in the pathophysiology of developmental epilepsies. Semin
Pediatr Neurol. 2005;12(2):72-87.

8. Fauser S, Huppertz HJ, Bast T, et al. Clinical characteristics in focal cortical dys-
plasia: a retrospective evaluation in a series of 120 patients. Brain. 2006;129
(Pt 7):1907-1916.

9. Gross DW, Bastos A, Beaulieu C. Diffusion tensor imaging abnormalities in fo-
cal cortical dysplasia. Can J Neurol Sci. 2005;32(4):477-482.

10. Dubeau F, Palmini A, Fish D, et al. The significance of electroencephalographic
findings in focal cortical dysplasia: a review of their clinical, electrophysiological
and neurochemical characteristics. In: Quesney LF, Binnie CD, Chatrian GE, eds.
Electroencephalography: Current Trends and Future Perspectives. Amsterdam,
the Netherlands: Elsevier Sciences; 1998:77-96.

11. Cohen-Gadol AA, Ozduman K, Bronen RA, Kim JH, Spencer DD. Long-term out-
come after epilepsy surgery for focal cortical dysplasia. J Neurosurg. 2004;
101(1):55-65.

12. Wang VY, Chang EF, Barbaro NM. Focal cortical dysplasia: a review of patho-
logical features, genetics, and surgical outcome. Neurosurg Focus. 2006;20
(1):E7.

13. Knake S, Halgren E, Shiraishi H, et al. The value of multichannel MEG and EEG in
the presurgical evaluation of 70 epilepsy patients. Epilepsy Res. 2006;69(1):
80-86.

ARCH NEUROL / VOL 69 (NO. 2), FEB 2012 WWW.ARCHNEUROL.COM
261

©2012 American Medical Association. All rights reserved.

Downloaded From: http://archneur.jamanetwork.com/ by a Harvard University User  on 01/09/2014


