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Abstract
Purpose: Hybrid PET/MR is a promising tool in focal drug-resistant epilepsy, however the additional value for the
detection of epileptogenic lesions and surgical decision-making remains to be established.

Methods: We retrospectively compared 18F-FDG PET/MR images with those obtained by a previous 18F-FDG PET co-
registered with MRI (PET+MR) in 25 consecutive patients (16 females, 13-60 year-old) investigated for focal drug-
resistant epilepsy. Visual analysis was performed by two readers blinded from imaging modalities, asked to assess the
technical characteristics (co-registration, quality of images), confidence in results, location of PET abnormalities and
presence of a structural lesion on MRI. The clinical impact on surgical strategy and outcome was assessed
independently.

Results: The location of epilepsy was temporal in 9 patients and extra-temporal in 16 others. MRI was initially
considered negative in 21 of them. PET alone demonstrated metabolic abnormalities in 19 cases (76%), and the co-
registration with MRI allowed the detection of 4 additional structural lesions. PET/MR was considered better performing
than PET+MR in 56% of patients. The increase in sensitivity was 13% and new structural lesions (mainly focal cortical
dysplasias) were detected in 6 patients (24%). Change of surgical decision-making was substantial for 40% of patients,
consisting in avoiding invasive monitoring in 6 patients and modifying the planning in 4 others. Seizure-free outcome
was obtained in 13/14 patients who underwent a cortical resection.

Conclusion: Hybrid PET/MR improves the detection of epileptogenic lesions, allowing to optimize the presurgical work-
up and to increase the proportion of successful surgery even in the more complex cases.

Introduction
The detection of epileptogenic lesions is crucial for identifying the best candidates for surgery in drug-resistant focal
epilepsy. Among the different types of lesions causing epilepsy, focal cortical dysplasias (FCDs) represent one of the
most frequent both in children and in adults [1]. Surgical resection of the dysplastic cortex allows a favorable outcome
[2–3], however FCDs can be difficult to identify by imaging even though using optimal MRI protocols [4–7]. 18F-FDG
PET has proved to be useful in negative MRI cases, and the additional value of the co-registration of PET and MRI has
been demonstrated [8–13]. More recently, new hybrid PET/MR imaging has been developed, allowing simultaneous
acquisition of brain metabolism images provided by 18F-FDG PET and morphological/functional images by MRI under
the same clinical conditions. This new technique aimed to minimize the gap related to suboptimal co-registration when
PET and MRI images were obtained separately on different machines. In addition, PET/MR decreased the radiation
exposure compared with PET-CT, a notable advantage, especially in children. The role of PET/MR has been lately
assessed in focal epilepsy and some studies have shown an increased its accuracy compared with PET-CT and MRI
performed separately for the localisation of the epileptogenic zone (EZ) and the detection of structural lesions [14–18].
However, the additional value for the surgical decision-making of this new hybrid technique remains to be established.

We aimed to assess the role of PET/MR in a population of patients investigated for intractable focal epilepsy and
candidates for surgery. We compared the results of PET/MR images with those obtained by a previous PET co-
registered with MRI (PET + MR) in the same patients. The first analysis consisted in a systematic comparison of both
imaging data including technical characteristics, sensitivity, and specificity. The second analysis aimed to determine the
clinical impact of the PET/MR based on 1) the detection of new structural lesions compared with the reference images;
2) the potential change in decision-making and surgical management; 3) the results of the new surgical strategy.
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We hypothesized that the PET/MR may provide a better quality of co-registration and images, a higher degree of
confidence for the visual analysis, an increased rate of lesion detection, and finally a higher number of patients referred
for surgery and achieving a favorable outcome.

Patients And Methods
The study was conducted retrospectively in a single institution (SHFJ, CEA, Orsay, France) including patients referred for
intractable focal epilepsy between 2017 and 2020.

Inclusion criteria.

1) All consecutive patients who underwent an 18F-FDG PET/MR at SHFJ for intractable focal epilepsy, having a previous
18F-FDG PET (in the same institution or not) available for review and MRI including 3D-T1 and FLAIR (Fluid Attenuation
Inversion Recovery) sequences for the co-registration of PET and MRI; 2) Clinical data available (history of epilepsy,
localisation of epileptic focus, result of surgery when performed); 3) Informed consent given by patients or parents for
children. The study was approved by the local institutional review board (SHFJ-Codir 06-24-2019).

Presurgical work-up and surgery.

Presurgical evaluation was conducted in the Epilepsy Unit (Department of Neurosurgery, GHU Paris-Sainte-Anne),
including video-EEG recordings, 3T morphological and functional MRI, and neuropsychological assessment for all
patients. In addition, stereo-electroencephalography (SEEG) was performed in nine patients. SEEG electrode
implantation was based on the integration of electroclinical and imaging data including PET results [19]. Cortical
resection was performed using microsurgical techniques, after a multidisciplinary confrontation of the presurgical data.
Histological analyses of the cortical specimen and classification of FCDs were based on international
recommendations [20]. Radiofrequency thermocoagulations (RFTC) consisted in performing stereotactically coalescent
thermal lesions to destroy a brain target as previously described [21]. Seizure-outcome assessment was based on
Engel’s classification [22].

Imaging data.

18F-FDG PET/MR. All acquisitions were performed on the SIGNA PET-MR machine (GE Healthcare, Milwaukee,
Wisconsin, USA) based on a 3T 750w MR scanner, a whole-body MRI system with a 70 cm patient bore. The PET
detector ring comprised 28 identical water-cooled modules, with a total of 20160 Lutetium-based scintillator (LBS)
crystals (720 per module, crystal dimension: 3.95 X 5.3 X 25 mm3) read by arrays of Hamamatsu SiPM (Silicon
PhotoMultiplier) devices (HPK S12044). Other main characteristics were as follows: PET bore diameter: 60 cm, axial
FOV: 25 cm, sensitivity: 22.9 cps/kBq, trans-axial spatial resolution: 4.3 mm at 1cm [23]. Attenuation correction (AC)
was based on fast zero-echo-time (ZTE) MRI derived from proton-density-weighted ZTE images by applying tissue
segmentation and assigning continuous attenuation values to the bone [24]. 18F-FDG was injected intravenously 30 min
before image acquisition, at a mean dose of 3MBq/kg of body-weight, in an awake and resting state, in a quiet, dimly lit
environment, and carefully monitored for head movements and ictal events.

The MRI protocol was similar to the one used for patients investigated for drug-resistant epilepsy, including anatomical
sequences in 3D gradient echo T1 (1 mm isotropic, 256 x 256), coronal 2D T2 FSE (2.8 mm, 640 x 448) in hippocampal
plan for temporal lobe epilepsy (TLE) and AC-PC plan for extratemporal lobe epilepsy (ETLE), and 3D FLAIR (1.4 mm,
224 x 224) sequences as well as other sequences not used for the present study: 2D BOLD (blood oxygen level
dependent) echo-planar imaging (EPI) and diffusion tensor imaging (DTI, 40 directories). The duration of the exam was
30 min.
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Reference Imaging. For 14 patients, previous 18F-FDG PET examination was performed in the same centre as the
PET/MR (SHFJ), either on a PET-CT (Siemens Biograph 6) in 10 patients or on a 3D head-dedicated PET camera
(Siemens Exact HR+) in four patients. For the 11 other patients, it was performed on different PET cameras, the
characteristics of which are detailed in Table 1. 18F-FDG was injected intravenously at a mean dose of 3MBq/kg of
body-weight in the same conditions as for the PET/MR. Image acquisition started 30 min after the injection and ended
15–20 min later.

Table 1
Technical characteristics of the different PET cameras used in the study.

  PET/MR GE N = 
25

PET-CT Siemens N = 
14

Biograph 6* (N = 10)

mCT** (N = 4)

PET-CT GE
Discovery 670

N = 5

PET-
CT
Philips

TF 64

N = 2

PET Siemens

Exact-HR+

N = 4

Year 2015 *2009/**2013 2010 2013 2002

Attenuation
correction

ZTE CT CT CT 68Ge 3 line source

Reconstruction 3D TOF OSEM

8 iterations (i)

28 subsets (s)

*OSEM 3D (N = 5)

*TrueX 6i 16s (N = 5)

**PSF + TOF 8i 21s

VPFXS + Sharp IR BLOB-
OS-TF

Back-projection
Hann filter 4.0mm

Axial spatial
resolution

4.3 mm *4.5 mm **4.4 mm 4.7 mm 4.8
mm

4.2 mm

Voxel size 1.578X1.578X2.78
mm

*1.018x1.018x1.5
mm

**1.018x1.018x2.027
mm

1.172x1.172x3.27
mm

2x2x2
mm

2.425x2.425x2.425
mm

GE = General Electric; ZTE = Zero-echo-time; OSEM = ordered subset expectation maximization; TOF = time-of-flight;
PSF = point-spread function; VPFXS = OSEM3D + TOF; BLOB-OS-TF = BLOB ordered subset time flight; Ge = 
germanium

The MRI used for the co-registration with the PET were performed on a 3 Tesla MRI (Discovery MR750; General Electric
Healthcare) in 8 patients. In the other patients, it was performed on different machines with a magnetic field of 3 Tesla
(20 patients) or 1.5 Tesla (5 patients), at the same time as the PET. The MRI protocol included 3D T1-weighted 1.2 mm
thick contiguous slices, and 3D FLAIR sequences in 20 patients (2D FLAIR in 5 patients).

Anonymisation of the data

Data was de-identified using the Dicom dedicated tool from GE Healthcare. A random number was generated for each
subject imaging session as last name, and “MRI” and “PET” as first name to separate both modalities from the PET/MR
or PET and MRI examinations for separately acquired data.

Imaging analysis. Visual analysis of the PET/MR and PET + MR was performed by two readers on the working stations
(Syngo.via version VA30 Siemens Healthcare and SIGNA PET/MR, GEMS): a junior nuclear medicine physician (reader 1,
AF) and a senior neuroradiologist with experience in PET and epilepsy imaging (reader 2, CM). They were informed of
the initial clinical hypothesis, which was limited to the lobe and side of the epileptogenic focus but blinded of PET
modality. The analysis was performed in 10 sessions of 5 different exams randomized for the type of acquisition in
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order to minimize the learning effect. Location and extent of metabolic abnormalities were classified as focal (involving
a single gyrus), infralobar (involving several gyri in the same lobe), lobar or multilobar (involving the whole lobe or
several lobes), using a semi-quantitative grading of the metabolic changes. The look-up table (LUT) divided the colour
scale roughly equally, with upper scale normalization of 80% and background noise of 20%, followed by a new upper
scale normalization if necessary. Hypometabolism was classified as mild, moderate, and severe according to the
percentage of SUV reduction (10–15, 15–20, > 20), and doubtful if < 10%. The MRI was simultaneously reviewed
searching for cortical abnormalities concordant with the hypometabolic areas. Metabolic and structural abnormalities
were localised according to their hemispheric, lobar and sub-lobar location, involving 64 sites as follow: 1) lateralisation
on the right side, left side, or bilateral, symmetric or not; 2) temporal lobe (hippocampus, parahippocampal gyrus,
amygdala, pole, anterior/posterior part of superior, middle, inferior gyrus); 3) frontal lobe (pole, orbitofrontal, anterior
cingulate gyrus, mesial/dorsolateral part of prefrontal, premotor, precentral areas), 4) central region (mesial/dorsolateral
part of the motor cortex, pre and post-central operculum); 5) anterior/posterior insula, 6) mesial/lateral part of parietal
and occipital lobes. Subcortical structures (basal ganglia, thalamus, cerebellum) were also included in the analysis. For
each file, the analysis grid included the self-assessment of the co-registration, quality of images and degree of
confidence (1 = poor, 2 = acceptable, 3 = good), with a minimal score of 3 and a maximal score of 9. In addition, the
duration of the analysis was noted for each file. The PET was considered positive if an undoubtful focal area of
hypometabolism was visually detected, whereas it was negative if no or only doubtful changes were found. The MRI
was considered positive if demonstrating a clear-cut abnormality on T1, FLAIR or both sequences, it was negative if no
or doubtful signal changes were observed. Concordance between the readers was based on the positivity or negativity
of the PET, and the location of metabolic abnormalities. It was considered as fully concordant if all results were similar,
partially concordant if only minor differences were reported (i.e., precise location or extent of metabolic changes within
the same lobe), and discordant in the other cases. A final review was performed for discordant results.

Comparison between the PET/MR and PET + MR was performed for each reader by pooling the sum of different scores,
the location and extend of metabolic changes, and the detection of a structural lesion on the MRI. The PET/MR was
considered better performing than the PET + MR if the sum of scores increased of at least 2 points, and/or if negative
findings changed to positive findings (either on the PET, the MRI or both). Sensitivity and specificity were assessed on
the basis of clinical data obtained at the last evaluation, including the results of SEEG, surgical outcome and
histological findings, according to the following formulation: - Sensitivity = True Positive (TP) / True Positive (TP) + 
False Negative (FN) - Specificity = True Negative (TN) /True Negative (TN) + False Positive (FP). In a separate analysis
(FC), the role of the PET/MR was retrospectively assessed by comparing the surgical indication and strategy before and
after performing the PET/MR, including the need of invasive monitoring (SEEG), the planning of electrode implantation
and the surgical outcome.

Statistical analyses. For interobserver agreement, only PET positivity or negativity (from the PET/MR and PET
standalone) were considered. The concordance analysis was conducted using the kappa index, classifying
concordance as slight (0.00–0.20), fair (0.21–0.40), moderate (0.41–0.60), substantial (0.61–0.80), and almost perfect
(0.81–1.00).

Results
Patient population.

The studied population consisted in 25 patients (16 females), aged from 13 to 60 years (mean: 26 years, SD:12).
Epilepsy onset ranged from 2 to 35 years (mean: 10 years, SD: 7.1) and duration of epilepsy from 4 to 36 years (mean:
16 years, SD: 9.1). Epilepsy was drug-resistant in all patients, with a high seizure frequency in most cases (daily in 16,
weekly or monthly in the others). The treatment consisted of the association of two antiepileptic drugs (AED) for 14
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patients and of three AED for 11 others. The presumed location of the epileptic focus was temporal (9 cases), frontal (9
cases), central (6 cases) and parietal (1 case). The lateralisation was on the right hemisphere in 10 cases, on the left in
13 cases and undetermined in 2. The MRI was initially considered negative in 21 patients and positive in the four others
(hippocampal sclerosis in three and FCD in one).

PET/MR and PET + MR acquisition

The delay between the PET/MR and the previous PET ranged from 0 to 10 years (mean: 2.9, SD: 2.3). In two patients,
the PET/MR was performed immediately after the PET-CT (and 45 min after 18F-FDG injection), to assess potential
differences between the two exams. For the other patients, the reason for performing the PET/MR was a lack of
sufficient information provided by the previous PET + MR (16 patients), a long delay from the initial PET before
reconsidering surgery (2 cases), a widespread hypometabolism possibly related to a post-ictal state (3 cases), and the
confirmation of a doubtful result (2 cases). No major change in terms of seizure frequency and AEDs was reported
between this time interval, despite some modification for eight of them (replacement of one AED or introduction a new
one). The delay between the last seizure and the PET/MR ranged from 0 to 30 days (mean: 7.2, SD: 10.2). Nine patients
had one or several seizures during the night preceding the PET/MR but occurring less than 6 hours before the 18F-FDG
injection in only one of them. In one of these patients, a seizure occurred 54 min after injection, 22 min after the onset of
image acquisition which was stopped. The delay between the last seizure and the previous PET ranged from 0 to 75
days in 12 patients (mean 15.5, SD: 22.2) and was unknown in 13 patients. Five patients had one or several seizures
during the precedent night, but none occurring less than six hours before injection. One patient had a short seizure 20
min after injection. Another patient suffered from diabetes with relatively high glycemia (1.6g/l) before the two exams,
resulting in poor quality of images.
PET/MR versus PET + MR analysis (Table 2)



Page 7/15

Table 2
Comparison between PET/MR and PET + MR in the patient population (N = 25).

  PET + MR
1

PET/MR 1 PET + MR
2

PET/MR 2 PET + MR (1 + 
2)

PET/MR (1 + 
2)

PET positive/negative 14/11 18/7 19/6 22/3 19/6 22/3

Main localisation

T/F/C/P/I

7/3/4/0/0 9/5/4/0/0 7/2/8/1/1 8/4/8/1/1 7/3/7/1/1 8/5/7/1/1

Extent G/IL/L/ML 5/8/1/0 8/5/1/4 10/7/1/1 13/6/2/1 10/7/1/1 13/6/2/1

MRI positive/negative 4/21 8/17 10/15 14/11 8/17 14/11

Score 1 (co-
registration)

49 67 54 71 51.5 69

Score 2 (quality) 36 61 53 63 44.5 62

Score 3 (confidence) 46 58 55 62 50.5 60

Duration of analysis
(mn)

9–20 (14) 9–20 (14) 6–34 (15) 5–30 (15)    

PET/MR > PET + MR   14   14   14

PET/MR < PET + MR 1   4   3  

Sensitivity 13/22
(59%)

16/21
(76%)

18/22
(82%)

20/21
(95%)

19/23 (83%) 22/23 (96%)

Specificity 2/3 (67%)

TP 13 FP 1

FN 9 TN 2

2/4 (50%)

TP 16 FP 2

FN 5 TN 2

2/3 (67%)

TP 18 FP 1

FN 4 TN 2

2/4 (50%)

TP 20 FP 2

FN 1 TN 2

2/2 (100%)

TP 19 FP 0

FN 4 TN 2

2/2 (100%)

TP 22 FP 0

FN 1 TN 2

1 = reader 1; 2 = reader 2; 1 + 2 = after consensus

T = Temporal; F = Frontal; C = Central; P = Parietal; I = Insula

Sensitivity TP/ TP + FN

Specificity TN/TN + FP

Interobserver concordance rate was of 68% for the PET + MR and 80% for the PET/MR. The kappa index was 0.403 for
the PET + MR (p = 0.026) and 0.233 (p = 0.069) for the PET/MR. These relatively low indexes were explained by the few
numbers of negative exams. The main discrepancies consisted in the detection and location of hypometabolism,
whereas a partial concordance was mainly observed for the analysis of MRI, which was related to the training and
experience of the readers. The duration of analysis was similar for the two readers (around 15 min).

The PET/MR obtained higher scores than the PET + MR for each item and for the two readers. The best improvement
was noted for the quality of images (reader 1) and the co-registration (reader 2), while a higher degree of confidence
was obtained for both readers. Considering the sum of scores and the change of category (PET and/or MR negative
becoming positive), the PET/MR was stated better performing than the PET + MR in 14 cases (56%) for both readers
(Fig. 1), whereas the PET + MR was considered better in one case by reader 1 and four cases for reader 2 (mainly due to
the poor quality of the MRI due to motion artefacts). Notably, the delay between both exams was similar whether the
PET/MR was considered better than the PET + MR or not (mean: 3 years each). The extent and location of
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hypometabolism was somewhat different for the two readers with a better detection in difficult regions (central, parietal
and insula) and small areas of hypometabolism for reader 2, traducing the role of experience for the results of analysis.

Interestingly, the PET/MR allowed the detection of new structural lesions by the two readers. For reader 1, the positive
MRI rate increased from four to eight (16–32%). For reader 2, this rate was high in two modalities (10 positive MRI after
the co-registration with PET contrasting with four for MRI stand-alone), however the PET/MR allowed the detection of
four additional structural lesions, corresponding to FCD type 2 proven by the histological examination in three of them
(Fig. 2). Finally, the sensitivity was higher for the PET/MR compared with the PET + MR for both readers (76% versus
59% respectively for the reader 1; 95% versus 86% for the reader 2). However, the specificity was slightly lower due to
few true negative findings. After consensus, the sensitivity reached 96% and the specificity 100%.

Clinical impact of the PET/MR (Table 3).

Table 3
Role of PET/MR on the surgical management of patients (N = 25).

  PET + MR PET/MR

PET positive 19 (76%) 23 (92%)

MR positive 8 (32%) 14 (56%)

Surgical management

Surgery not indicated

SEEG (performed/planned)

Corticectomy (performed/planned)

RFTC

2

0/17

0/4

2

9/2

14/3

5*

Histology (n = 14)

FCD2A

FCD2B

HS

Others**

  5

3

2

4

Seizure outcome ***

Engel class I, all patients

Corticectomy

RFTC

  13/16 (81%)

12/13 (92%)

1/3 (33%)

RFTC = Radio-Frequency Thermo-Coagulations; FCD = Focal cortical dysplasia; HS = Hippocampal Sclerosis

*1 patient had corticectomy and RFTC

** Focal neuronal lipofuscinosis 1, no specific lesion 3

***For patients having at least 6 months follow-up (n = 16)

All patients of this series were candidates for surgery, but for most of them invasive monitoring (SEEG) was discussed
on the basis of the classical presurgical work-up. In addition, visual assessment of the PET was considered negative in
six patients, and the MRI was negative in 21 patients. After co-registration of the PET and MRI, four new structural
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lesions were identified. After the PET/MR, only two PET exams remain negative and six additional new lesions were
detected on the MRI (24%). Considering the data provided by the PET/MR, the initial planning of SEEG in 17 patients
was reduced to 11. Among the six patients in whom the invasive monitoring was avoided, five had a subtle structural
lesion found on the PET/MR, corresponding to FCD type 2 confirmed by histology, while no specific lesion was found in
the latter patient. All patients operated on without SEEG achieved a favorable outcome after the cortical resection. For
the 11 other patients where the SEEG remained indicated, the planning of electrode implantation was modified in four of
them. Therefore, the change of surgical strategy was substantial for 10 patients (40%). Of note, surgery was not
indicated in only two patients, due to a benefit/risk ratio considered too low for this counselling. For the other patients,
most of those who underwent a corticectomy achieved a seizure-free outcome (Engel class I in 12/13 cases (92%), with
a minimal 6-month follow-up (up to 4 years, mean 1.5). In addition, one patient was also seizure-free after the RFTC.

Discussion
In this study, we demonstrate the additional value of the PET/MR and its influence on the surgical management of
epileptic patients examined for intractable focal epilepsy. Based on a series of 25 patients with well-defined EZ and
successful surgery for most of them, we can precisely assess the role of the new hybrid PET/MR compared to the
reference imaging. We emphasized that the studied population accounted for the most difficult patients in epilepsy
surgery including a high rate of extratemporal location and initially negative MRI cases.

First of all, we show that the PET/MR offers better accuracy than the PET + MR, in terms of co-registration and quality of
images, and therefore a higher degree of confidence for the reader, whatever his/her training and experience. Notably the
sensitivity was increased of 13–17%, despite a slight decrease of specificity due to the small number of negative
studies. However, the specificity was improved after consensus. Previous studies have established the equivalent
properties of the PET/MR compared with the PET-CT by visual or quantified analysis [16, 25–27]. Other studies have
shown the higher sensitivity of the PET/MR to detect epileptogenic lesions compared with PET and MRI stand-alone [15,
17–18], but to our knowledge, the additional value of the PET/MR compared with the PET + MR has not been
demonstrated to date.

Importantly, we found that the PET/MR allowed the detection of structural lesions in a high proportion of patients (24 %)
in whom the MRI was initially considered negative, despite optimal examination including the co-registration with the
PET. This multimodal approach has been previously reported as increasing the detection of FCDs [8–11] and considered
as the reference method that should be recommended as a standard procedure for MRI negative ETLE [12]. However,
according to our data, the PET/MR reaches a new step for the detection of such epileptogenic lesions compared to the
reference imaging. Reasons for this improvement may be related to 1) a better co-registration of the PET and MRI
provided by the PET/MR; 2) a better detection of small lesions due to the simultaneous acquisition of high-resolution
3D-T1 MRI sequences (especially when located at the bottom of the sulcus, that is frequent for small FCDs); 3) a better
analysis of FLAIR images guided by PET findings. Despite advances in fusion software, it may be difficult to generate
optimal co-registration of PET and MR images acquired separately on different machines, at different times and under
different conditions, including post-ictal state. In addition, visual analysis of 3D-T1 and FLAIR images is greatly
facilitated by the simultaneous acquisition of the PET. It should also be notified that in healthy volunteers, the time of
day may influence the brain morphometric measures, including gray matter, white matter and cerebrospinal fluid, with a
highly significant reduction (more than one percent per 12hr day) in apparent brain volume, from morning to evening
[28]. Moreover, these variations were found predominantly in frontal and temporal lobes, which are frequently involved
in epileptic patients. This observation argues for the simultaneous acquisition of PET and MRI for a better accuracy of
the co-registration, especially when searching for millimetric FCDs.
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Worthy of note, despite initial concerns about the correction of attenuation with PET/MR, equivalent properties with PET-
CT have been demonstrated afterward [16, 26]. Interestingly, using ZTE-AC, the overall 18F-FDG uptake bias has proved
to be 25% lower than that of atlas-AC [24]. This progress was achieved by the improved registration and assignment of
correct attenuation values for the skull. Especially in central structures, insula and cingulate areas, a significant
improvement with ZTE-AC was found in comparison to clinical atlas-AC. This could be particularly relevant in our
patient population in which such location was frequently involved. On the other hand, ZTE-AC was found to misclassify
some of the nasal and mastoid areas as bone, which caused overestimation of 18F-FDG uptake in the temporal lobe and
cerebellum [24]. However, such inconvenience was of less importance since temporal hypometabolism is usually easy
to detect, and a potential overestimation is unlikely to provide a false diagnosis.

Another potentially important advantage of the PET/MR is to compare the metabolic activity with other functional MR
images such Arterial Spin Labeling (ASL), that could be highly influenced by the physiologic and pathologic conditions,
especially the interictal and post-ictal states. This comparison was not tested in the present study but good correlations
between the two modalities have been reported, providing complementary information in determining the EZ [25, 29].

A last (but not least) point is the one stop-shop concept of the hybrid PET/MR, which is more convenient for patients
and clinicians. Indeed, for the patient, there is only one scan, which is more comfortable and less stressful, especially for
children and patients with high seizure frequency. For the clinician, it is also more convenient to obtain both high quality
PET and MR for a simultaneous reading.

Finally, considering the new information provided by the PET/MR in this study, the surgical management was modified
in 40% of the patients. Invasive monitoring (SEEG) was avoided in six patients, without loss of chance since all were
seizure-free after the cortical resection. Furthermore, all patients having FCD type 2 proven by histology (8 cases) were
operated on without SEEG and achieved a favorable outcome. These results confirm those previously reported by our
team in patients operated on for FCDs [9, 11] and support the view that SEEG may be avoided on the basis of PET/MR
findings. For the patients in whom SEEG remained indicated, the planning of electrode implantation was modified in a
third of the cases, allowing a better definition of the EZ. Overall, the PET/MR was considered to improve the surgical
decision-making and outcome in nearly half of the patients.

Interestingly, the utility of the18F-FDG PET alone was previously estimated at 53% in a large series of epileptic patients
investigated for surgery [30]. In addition, improvement of seizure-free outcome has been observed after changing the
imaging protocol including the PET in a pediatric population [31]. Moreover, the PET/MR was reported as providing
better accuracy of electrode implantation during SEEG [32]. It can be suggested that the PET/MR may still increase the
positive impact already provided by the PET alone in epilepsy surgery, as demonstrated in our population.

The final goal of a new technique is to prove its value for improving diagnosis and curative treatments for patients.
Considering epilepsy surgery, seizure outcome and long-term results including stopping the antiepileptic medication are
highly dependent on finding an epileptogenic lesion in the cortical specimen removed during the operation [33]. In ETLE
and negative MRI cases (so called “non lesional epilepsy”), seizure-free outcome is commonly reported lower than in
TLE and well-identified lesion on MRI. It was reported ranging from 15–38% in previous large series of non-lesional
ETLE in which the role of PET was not considered [34–36] and 27–46% in a previous meta-analysis [37]. In addition,
non-lesional epilepsy was associated with a two to three times lower rate of seizure-free outcome than lesional epilepsy
[38]. Contrasting with these results, the chance of being seizure-free increased to 67% when FCD type 2 was found by
histological examination in the cortical specimen, as demonstrated in a recent large multicentric study [33]. This
dramatic improvement of outcome highlights the role of imaging in identifying such epileptogenic lesion preoperatively.
Accordingly, we found a high rate of seizure-free outcome in a previous cohort of patients operated on for intractable
epilepsy due to FCD type 2. Based on a presurgical work-up including 18F-FDG PET in all cases, we did not find
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significant difference between MRI-positive and MRI-negative cases (Engel class I in 94% and 88% respectively) [4].
Further improvement should be expected with the PET/MR as suggested by the present series, including more
successful surgery performed without SEEG. Notably, the better sensitivity of this hybrid imaging leads to revisit the
proportion of truly non-lesional epilepsy patients that could be referred for surgery, questioning on the presence of a
structural abnormality at the microscopic level.

LIMITATIONS

The first limitation of this study is the relatively small size of population, due to the difficulties for obtaining images in
both modalities and sufficient clinical information to perform meaningful correlations. However, the well-localised EZ
and the high rate of patients with favorable outcome after surgery enhance the confidence in our results. Secondly, the
PET from the PET/MR provided optimised images compared to the previous PET, which were performed on different
cameras with various spatial resolution and reconstruction methods. Nevertheless, it cannot explain the increase of
sensitivity on its own, since a better co-registration was noted as frequently as a better quality of images by the two
readers. In addition, the structural lesions newly detected on MRI cannot be attributed to a better quality of MRI or PET
images independently but are rather due to the improvement of the fusion of both. Finally, the delay between the two
examinations may play or role for the discrepancy, however we did not find any relationship between this delay and the
improvement provided by the PET/MR. Furthermore, there was no major clinical change in terms of seizure frequency,
AEDs and delay between the last seizure and the 18F-FDG injection. It should be emphasized that optimal comparative
studies are rare, other studies based on consecutive examinations having also some limitations related to the different
delay after the 18F-FDG injection. Furthermore, the main limitations in previous studies consisted in the variable (and
sometimes weak) assessment of the clinical usefulness, that we believe having demonstrated in our study.

Conclusion
We demonstrated the clinical utility of the PET/MR in a series of patients investigated for focal drug-resistant epilepsy,
in whom the simultaneous acquisition of the PET and MRI improved the detection of epileptogenic lesions, allowing a
higher proportion of successful surgery and simplifying the presurgical work-up, even in the more complex cases.
Combining “the best of two worlds”, we postulate that these two imaging modalities acquired in a single session on a
hybrid system would be helpful for the pre-surgical evaluation of epileptic patients and recommended in case of
previous negative imaging findings.
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Figures

Figure 1

Comparison between PET+MR (A) and PET/MR (B); axial and coronal plane, PET alone and co-registered on MRI. 17
year-old female, drug resistant epilepsy since the age of 2 years. Nocturnal frontal seizures (3/night), left fronto-
temporal ictal onset, negative MRI (3Tesla). First PET examination co-registered on MRI at 11 years considered negative;
PET/MR 6 years later, showing a focal hypometabolism involving the posterior part of the left orbito-frontal cortex,
relative involvement of the adjacent cortex (gyrus rectus, anterior part of the left inferior frontal gyrus) and the temporal
pole. This hypometabolism was retrospectively found on the previous PET but remained unconclusive. Note that the co-
registration was imperfect on this examination, whereas it was almost perfect on the PET/MR, allowing a better
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confidence for the visual analysis. The patient was operated on without invasive monitoring despite a negative MRI.
Surgery was based on a PET/MR guided cortical resection, including the hypometabolic orbito-frontal cortex and the
adjacent inferior frontal gyrus, in front of Broca area. FCD type 2A was found in the cortical specimen. The patient has
been seizure-free for 2 years and the antiepileptic drugs greatly reduced.

Figure 2

Comparison between PET+MR (A) and PET/MR (B); coronal plane, PET alone and co-registered on MRI; MRI: T1 and
FLAIR sequences; sagittal view comparing the PET co-registered on MRI from the PET+MR and the PET/MR (C);
magnification of PET and MR images from PET/MR (D). 13 year-old female, drug-resistant right fronto-opercular
epilepsy since the age of 2 years; nocturnal seizures, 1-4/night. Right centro-temporal ictal onset, negative MRI. First
PET at the age of 7 years, showing a focal hypometabolism involving the right opercular cortex, the inferior rolandic
cortex and the insula. No clear-cut lesion was found on the corresponding area on MRI. Surgery was not indicated
because of the wide epileptogenic zone presumed and the functional risks. The TEP/MR was performed 6 years later,
showing a focal hypometabolism in the same area, however allowing to distinguish a severe hypometabolism well
localised on the precentral operculum, associated with a less severe involvement of the adjacent cortex, sparing the
rolandic cortex and the insula. Careful analysis of MRI, guided by the maximal site of hypometabolism on PET, allowed
to identify a small gyrus with a thin extension toward the ventricle (transmantle sign, arrow), typical for FCD. The patient
was operated on without invasive monitoring. The cortical resection was limited to the lesional cortex detected by the
PET/MR, FCD2A was found in the cortical specimen. No neurological deficit occurred post-operatively. She has been
seizure-free for 7 months (and antiepileptic drugs slightly reduced).


