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Manual Hippocampal Subfield Segmentation Using High-Field MRI: Impact of Different Subfields in Hippocampal Volume Loss of Temporal Lobe Epilepsy Patients
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In patients with temporal lobe epilepsy (TLE), presurgical magnetic resonance imaging (MRI) often reveals hippocampal atrophy, while neuropathological assessment indicates the different types of hippocampal sclerosis (HS). Different HS types are not discriminated in MRI so far. We aimed to define the volume of each hippocampal subfield on MRI manually and to compare automatic and manual segmentations for the discrimination of HS types. The T2-weighted images from 14 formalin-fixed age-matched control hippocampi were obtained with 4.7T MRI to evaluate the volume of each subfield at the anatomical level of the hippocampal head, body, and tail. Formalin-fixed coronal sections at the level of the body of 14 control cases, as well as tissue samples from 24 TLE patients, were imaged with a similar high-resolution sequence at 3T. Presurgical three-dimensional (3D) T1-weighted images from TLE went through a FreeSurfer 6.0 hippocampal subfield automatic assessment. The manual delineation with the 4.7T MRI was identified using Luxol Fast Blue stained 10-μm-thin microscopy slides, collected at every millimeter. An additional section at the level of the body from controls and TLE cases was submitted to NeuN immunohistochemistry for neuronal density estimation. All TLE cases were classified according to the International League Against Epilepsy's (ILAE's) HS classification. Manual volumetry in controls revealed that the dentate gyrus (DG)+CA4 region, CA1, and subiculum accounted for almost 90% of the hippocampal volume. The manual 3T volumetry showed that all TLE patients with type 1 HS (TLE-HS1) had lower volumes for DG+CA4, CA2, and CA1, whereas those TLE patients with HS type 2 (TLE-HS2) had lower volumes only in CA1 (p ≤ 0.038). Neuronal cell densities always decreased in CA4, CA3, CA2, and CA1 of TLE-HS1 but only in CA1 of TLE-HS2 (p ≤ 0.003). In addition, TLE-HS2 had a higher volume (p = 0.016) and higher neuronal density (p < 0.001) than the TLE-HS1 in DG + CA4. Automatic segmentation failed to match the manual or histological findings and was unable to differentiate TLE-HS1 from TLE-HS2. Total hippocampal volume correlated with DG+CA4 and CA1 volumes and neuronal density. For the first time, we also identified subfield-specific pathology patterns in the manual evaluation of volumetric MRI scans, showing the importance of manual segmentation to assess subfield-specific pathology patterns.
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INTRODUCTION

Epilepsy affects 0.6–1.5% of the world's population (1). Temporal lobe epilepsy (TLE) is the most frequent focal epilepsy in adults, and drug-resistance is common in these patients (2). Resection of the epileptogenic zone, when indicated by the presurgical evaluation, is the main treatment for drug-resistant cases (3). Magnetic resonance imaging (MRI) is fundamental to the presurgical definition of the epileptogenic focus (4–6). In most TLE cases, MRI often reveals hippocampal atrophy in T1-weighted imaging and increased signal in T2-weighted imaging (5, 7–10).

The postsurgical histological assessment of the resected hippocampus frequently reveals hippocampal sclerosis (HS), characterized by differential neuronal cell loss and gliosis (11–17). In most cases, neuron loss is severe in CA1 and CA4 and moderate in CA3, while the subiculum and CA2 are preserved (14). However, some patients present neuronal loss circumscribed to only CA1 or CA4 (14). Although quantitative studies correlated the severity of neuronal loss and gliosis to the degree of hippocampal atrophy measured in MRI (7, 9, 18, 19), there is no consent about which hippocampal subfield has a more significant impact on the hippocampal atrophy. Moreover, it is essential to evaluate the contribution of each hippocampal subfield for the hippocampal volume in control cases, to better define volume loss in TLE cases.

Since different HS patterns are related to different postsurgical prognostic predictions (14, 20–22), the possibility to detect these patterns in the presurgical MRI can guide the surgical decision better. However, the accurate labeling of each hippocampal subfield, corrected by histology, is a crucial first step for the development of automatic in vivo subfield evaluation. We aimed to evaluate the volume of each hippocampal subfield by ex vivo MRI of the hippocampal formation of autopsy cases without neurological diseases, compare volumetric differences between controls and hippocampi resected from drug-resistant TLE cases with different HS types, and to compare manual and automatic segmentation identification of these HS type patterns.

MATERIALS AND METHODS

Patients and Clinical Data

Patients with drug-resistant epilepsy (TLE, n = 24) were evaluated at the Epilepsy Surgical Centre of Ribeirao Preto Medical School, University of Sao Paulo (Brazil), according to standard protocols (23, 24). Inclusion criteria were a diagnosis of TLE not involving tumor, dysplasia, or other cortical malformations and age between 18 and 70 years.

Control hippocampi (n = 14) were obtained from age-matched autopsy cases without a history of neurological diseases or sign of brain pathologies in postmortem pathological evaluation. All control cases were obtained within < 12 h postmortem.

Medical records of all cases were assessed for clinical data analysis. The clinical variables investigated were the age at death and cause of death for control and age at surgery, epilepsy duration, age at epilepsy onset, seizure frequency for TLE patients, and variables related to epilepsy. This study was registered in the Brazilian Health Ministry and was approved by our local ethics committee (process HCRP 7200/2016).

Tissue Collection

For the control cases, hippocampi from both sides were removed during the autopsy procedure. The brain was held with its base facing up, and an incision was made, in the parahippocampal gyrus (perpendicular to the gyrus' long axis, ~3 cm posterior to the mesencephalon), until the lateral ventricle was evident. The ventricle was dissected by cutting along the occipitotemporal sulcus (i.e., between the medial occipitotemporal gyrus and the lateral occipitotemporal gyrus), from the posterior temporal lobe to the temporal pole, exposing the hippocampus. After the base of the ventricle had been removed, the hippocampi were fixed and used for imaging. En bloc resection was performed in the TLE cases for the treatment of drug-resistant epilepsy, and sections from the hippocampal body were fixed in 4% buffered formaldehyde.

After 8 days of fixation, the entire hippocampus of the control cases went through imaging procedure in a 4.7T MR scanner. After scanning at 4.7T, the whole hippocampus was sectioned, and sections from the hippocampal body from control cases, as well as from TLE cases, went through imaging in a 3T scanner.

MRI Acquisition

In vivo (Clinical Resolution) Imaging for Automatic Segmentation

Presurgical three-dimensional (3D) T1-weighted sequences from the TLE cases were retrieved from the medical archives. The volumetric T1 images were captured in a 3.0T Philips Achieva X-series MR with an eight elements phase-array head coil. The 3D single-shot T1-weighted images were captured, with TE = 3.2 ms, TR = 7 ms, 8° flip angle, inversion pulse = 900 ms; shot interval = 2,500 ms; voxel size = 1 mm3; FOV = 240 × 240 mm. The imaging time was 4.5 min.

Ex vivo (High Resolution) Imaging for Manual Segmentation

Formalin-fixed hippocampi from control cases were submitted for MRI in a 4.7T NMR system (OxfordSystems) controlled by a UNITY Inova-200 imaging console (Varian). The imaging protocol consisted of coronal T2-weighted spin echo multi-slice images (TE = 50 ms; TR = 3,000 ms; resolution of 0.01 × 0.02 mm; 0.1 mm slice thickness; 45 contiguous coronal slices; FOV = 240 × 180 mm) that were obtained for the structural analysis. The acquisition time was 1 h and 30 min.

For the imaging of the hippocampal body, fixed sections from TLE and control cases were submitted for MRI in the same 3.0T Philips Achieva X-series machine as the presurgical MRI, with a finger quadrature coil. The sequence used for structural assessment was the 50 ms echo from a turbo spin-echo relaxometry sequence (TE = 25–125 ms; TR = 3,400 ms; resolution of 0.4 × 0.4 mm; 0.5 mm slice thickness; 54 coronal slices; FOV = 25 × 25 mm; 30 repetitions). The imaging time was 2 h and 18 min.

Histological Evaluation

After the MRI procedure, the hippocampi were sectioned and embedded in paraffin. For the whole hippocampus evaluation, all sections were cut, and 10-μm coronal sections were collected at every 100 μm of the hippocampal length. For the evaluation of the neuronal density, a section at the level of the hippocampal body was submitted for NeuN immunohistochemistry.

To better define the hippocampal subfields on MRI, one section at each millimeter was stained with Luxol Fast Blue. The sections were rehydrated to 95% alcohol, incubated in Solvent Blue 38 (Sigma, Germany) solution overnight at 60°C, washed and immersed in 0.05% lithium carbonate solution, washed, counterstained with Cresyl Violet (Sigma, Germany) solution, dehydrated, and mounted with Krystalon.

For neuronal density, a published protocol for NeuN immunohistochemistry was used (13, 25). From all cases, four control cases had no immunopositivity for NeuN; thus only 8 of the 14 controls were evaluated for neuronal density. We collected representative images from each subfield with Zeiss AxioImager M1. Neuronal density was estimated using Abercrombie's technique (26), as follows: neurons were counted in five square regions of interest (ROIs) of 10,000 μm2 for each subfield, and neuronal density was obtained with the formula
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Cell density was then converted to z-score for statistical analysis.

Based on the International League Against Epilepsy's (ILAE's) task force classification (14), TLE patients were subdivided into those with HS type 1 (TLE-HS1) and those with HS type 2 (TLE-HS2).

Hippocampal Volumetry

Freesurfer Hippocampal Subfield Automatic Detection

The presurgical volumetric images were converted from DICOM (*.dcm) to MNI (*.mnc), and FreeSurfer Version 6.0 was used to automatically detect the grey matter and white matter volumes of all brain structures, as described elsewhere (27, 28). After the delineation of all brain structures, the subroutine of hippocampal subfield detection (29) was performed with the following command line:

recon-all -s <file_name> -hippocampal-subfields-T1

With this command, two separate TXT files with left and right hippocampal subfield volumes, as well as whole hippocampal volume, were available for statistical analysis. From the subfield routine, we selected the volumes of subiculum, CA1, CA3+CA2 (delineated together by the algorithm), and whole hippocampus. To better match our DG+CA4 category (see Section Hippocampal Subfield Definition and Supplementary Figure 1), we added the values of the segmented regions CA4 and GC-ML-DG. For FreeSurfer automatic evaluation, the controls used were the contralateral hippocampi of TLE cases without evidence of HS (23 of the 24 cases). These cases had volumetry similar to normal values from a previous study (9) and had similar volume to age- and sex-matched healthy voluntaries (n = 4, not shown in the study) in all subfields (p > 0.05).

Manual Hippocampal Subfield Delineation

For the 4.7T experiment, the volumetry of the hippocampal subfields was done manually with the MeVisLab software (MeVis Medical Solution AG). The images were opened in the software and evaluated with a homemade freehand routine, which was developed at CTPMAG (Federal University of Minas Gerais, Brazil). Briefly, the *.fdf images generated by the scanner were converted to *.img files with a MATLAB converter, and these files were then opened in MeVisLab with the ImageLoad module. Once loaded, the OrthoView2D module was used to delineate the subfields in freehand mode with the CSOFreehandProcessor. The CSOManager module was used to remove any wrong labels. After the delimitation, the masks with the volumes of every subfield were saved with the ImageSave module in the RAW format for posterior quantification of the volume in the MATLAB R2014b software (MathWorks). For this step, the original *.img MRI file was loaded together with the individual masks of each subfield (in *.raw format), and the volume (in cm3) was measured. The borders between subfields throughout the hippocampus are shown in Supplementary Figure 1.

For the 3T experiment, the volumetry of the hippocampal subfields at the level of the hippocampal body was done manually with MINC Tools (BIC, McGill, Canada). Briefly, the T2-weighted *.dcm images were converted to *.mnc with dcm2minc command in Terminal (*.nii and *.mgh are also accepted formats) and opened with the Display command, also in Terminal. In the Segmenting menu, each subfield was manually delineated with freehand brush in a specific color label (Supplementary Figure 2). Labels were assigned with Set Paint Label command followed by the label numeric code, and the brush size was set at 0.1 with XY Radius command. The subfield boundaries were delineated with the chosen label, and the contour was filled by placing the cursor inside the delineated area followed by the command Label Fill. After finishing each subfield, the volume was directly measured with the Calculate Volume command. After all subfields were marked and measured, all labels were saved in a single file with the Save Labels.mnc command in the File menu. More details can be found at http://www.bic.mni.mcgill.ca/software/Display/Display.html.

Hippocampal Subfield Definition

The delineation of hippocampal subfields throughout the hippocampal regions (head, body, and tail) followed Duvernoy's sectional anatomy definitions (30), and the subdivisions were as follows: dentate gyrus (DG, comprising molecular layers, granule cell layer, and the polymorphic layer) and CA4 grouped (DG+CA4); CA3; CA2; CA1; and subiculum. The grouping of DG and CA4 was done, since segmenting and separating these subfields in MRI with confidence was not feasible. Neuronal density was analyzed in CA4, CA3, CA2, CA1, and in the subiculum.

Statistics

Differences in clinical data were evaluated with Exact's test (categorical) and Student's t-test or Mann–Whitney's test (continuous). Two-Way ANOVA with sex as a co-factor were performed to compare hippocampal subfield volumes and neuron density of controls, TLE-HS1, and TLE-HS2. Spearman's correlation test was used to evaluate the associations between hippocampal volume and neuronal density. Intra-rater correlation coefficients were calculated between the initial manual volumetric assessment (JP-S) and the final volumetry (JP-S with anatomical corrections from RC). Cohen's kappa coefficient was estimated for HS classification (JP-S and JPL). For statistical comparisons, all volumetric and neuronal density data was z-scored. We performed the statistical analysis with the SigmaPlot 11 software, graphs in R, and results were considered significant at p < 0.05.

RESULTS

Clinical and Histological Data

Following the ILAE classification, 92% (22) of the TLE patients had HS type 1 (TLE-HS1) while two patients had HS type 2 (8%). No control case presented with HS. The inter-rater Cohen's kappa coefficient for HS classification indicated substantial agreement between evaluators (κ = 0.84). All groups were age-matched (control = 48 ± 15, TLE-HS1 = 41 ± 11, TLE-HS2 = 40 ± 14). The control group was different from the TLE groups with regard to sex (control = 92% male, TLE-HS1 = 41% male, TLE-HS2 = 50%; exact test, p = 0.008). The TLE-HS1 and TLE-HS2 groups had no differences with regard to initial precipitating injury (IPI) occurrence, IPI type, age at IPI, age at seizure recurrence, seizure frequency, seizure generalization, seizure clustering, the occurrence of status epilepticus, familiar history of epilepsy, surgical outcome, or presence and type of other presurgical MRI findings (Table 1). In the control group, 67% died from heart-related diseases and the remaining by septic shock. The time between death and fixation of the samples was on average 3.96 h, ranging from 3.1 to 12 h after death. Logistic regression confirmed the lack of differences between TLE-HS1 and TLE-HS2 with regard to the clinical variables (p > 0.096).


Table 1. Clinical data from the control and TLE patients*.
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Owing to the sex misbalance between groups, a two-way ANOVA factoring group and sex was used to evaluate differences between neuronal density and volumetric measurements. The TLE-HS1 cases had lower neuronal density than controls in CA4, CA3, CA2, and CA1 (p < 0.001; Figure 1). The TLE-HS1 cases had a lower neuronal density than TLE-HS2 patients in CA4 (p < 0.001). Patients with TLE-HS2 had lower neuronal density than controls only in CA1 (p = 0.003). All groups had the same neuronal density in the subiculum (p = 0.371). Sex had no significant effect on neuronal density (p ≥ 0.163).
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FIGURE 1. Neuronal density, shown as z-score, in the hippocampal subfields of control cases (green boxplots) and TLE cases with type 1 HS (TLE-HS1, dark red boxplots) or type 2 HS (TLE-HS2, light red boxplots). TLE-HS1 patients had lower neuronal density than controls in all measured hippocampal subfields but the subiculum, whereas TLE-HS2 had only lower neuronal density in CA1. TLE-HS1 also had lower neuronal density than TLE-HS2 in DG+CA4. The asterisks indicate difference from control cases. DG, dentate gyrus; SUB, subiculum; HIP, all hippocampal subfields.



Freesurfer Hippocampal Volumetry at 3T

The automatic evaluation of hippocampal subfields showed widespread volume loss in all hippocampal subfields of TLE-HS1 cases, when compared with controls (Figure 2, p < 0.001). Patients with TLE-HS2 had only lower volume, when compared with controls, in DG+CA4 (p = 0.032). Automatic subfield detection was unable to differentiate TLE-HS1 from TLE-HS2 (p ≥ 0.667). To test whether the lack of difference between HS 1 and HS 2 was due to the low number of HS 2 cases, we evaluated the presurgical MRI from four additional HS 2 cases (from which we did not have the high-resolution 3T ex vivo MRI). Similar to the previous results, TLE-HS2 remained indiscernible from TLE-HS1 (p ≥ 0.729; Supplementary Figure 3), and both had lower volumes in all subfields when compared with controls (p ≤ 0.031).
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FIGURE 2. Automatic subfield evaluation with FreeSurfer of control cases (i.e., the contralateral hippocampi without evidence of HS; green boxplots) and TLE cases with type 1 HS (TLE-HS1, dark red boxplots) or type 2 HS (TLE-HS2, light red boxplots). TLE-HS1 patients had lower volumes, compared with controls, in all subfields, whereas TLE-HS2 had lower volume only in DG+CA4. The asterisks indicate difference from control cases. DG, dentate gyrus; SUB, subiculum; HIP, all hippocampal subfields.



Manual Hippocampal Volumetry at 3T and 4.7T

The evaluation of control hippocampi at 4.7T indicated that DG+CA4, CA1, and the subiculum together correspond to 89.67% of all hippocampal volume (Table 2 and Figures 3, 4). Moreover, the subfields present differential contributions to the hippocampal volume, depending on the level of the hippocampus. In the head of the hippocampus, CA1 makes up to 49.90% of the total head volume, whereas in the body, CA1 accounts for only 35.26% of the hippocampal body volume. The intra-rater correlation coefficients (ICCs) for each subfield are presented in Supplementary Table 1.


Table 2. Hippocampal subfield volumes in the head, body, tail, and whole hippocampus.
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FIGURE 3. Representative 4.7T coronal images from hippocampal head (A), hippocampal body (D), and hippocampal tail (G) of a control case. In the middle row (B,E,H), see the respective histological section stained with Luxol Fast Blue. The right column (C,F,I) shows the delineation of hippocampal subfields in each hippocampal region, following the code: blue, dentate gyrus + CA4; green, CA3; yellow, CA2; red, CA1; purple, subiculum.
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FIGURE 4. Absolute volumes of each hippocampal subfield, from control cases, in the hippocampal head (light green boxplots), body (medium green boxplots), and tail (dark green boxplots), measured at 4.7T MRI. DG, dentate gyrus; SUB, subiculum.



The evaluation of hippocampal volume at 3 T showed reduced volumes of DG+CA4 (p = 0.012), CA2 (p = 0.038), CA1 (p < 0.001), and the whole hippocampal volume (p < 0.001; Figure 5) of TLE-HS1 patients, when compared with control cases. The TLE-HS2 cases had only low CA1 volume, when compared with controls (p = 0.002). In DG+CA4, TLE-HS2 had higher volume than TLE-HS1 (p = 0.016). Sex had no effect on subfield volume (p ≥ 0.313).
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FIGURE 5. Z-scored hippocampal subfield volumes (at body level) of control cases (green boxplots) and TLE patients with type 1 HS (TLE-HS1, dark red boxplots) or HS type 2 (TLE-HS2, light red), measured in 3T MRI. TLE-HS1 has lower volumes than controls in DG+CA4, CA2, CA1, and in the whole hippocampal volume, whereas TLE-HS2 has only lower volume in CA1. TLE-HS1 also has lower volume than TLE-HS2 in the DG+CA4. The asterisks indicate difference from controls, and the hash/pound sign indicates difference from TLE-HS1. DG, dentate gyrus; SUB, subiculum; HIP, all hippocampal subfields.



Correlations Between Histology and Hippocampal Volume

The subfield volume and neuronal density correlated positively in CA1 (r = 0.658, p < 0.001) and CA3 (r = 0.593, p < 0.001), and the volume of DG+CA4 correlated positively with CA4 neuronal density (r = 0.461, p = 0.010). The whole hippocampal volume correlated positively with neuronal density in CA4 (r = 0.629, p < 0.001; Figure 6A), CA3 (r = 0.826, p < 0.001), and CA1 (r = 0.777, p < 0.001; Figure 6B). The hippocampal volume also correlated with DG+CA4 volume (r = 0.876, p < 0.001; Figure 6C), CA3 (r = 0.808, p < 0.001), and CA1 volume (r = 0.857, p < 0.001; Figure 6D). When analyzing only the TLE cases, the neuronal density in CA1 correlated positively with the hippocampal volume (r = 0.481, p = 0.027). The whole hippocampal volume of TLE also correlated positively with the volumes of DG+CA4 (r = 0.933, p < 0.001), CA3 (r = 0.731, p < 0.001), and CA1 (r = 0.630, p < 0.001).
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FIGURE 6. Regression fit between whole hippocampal volume and neuronal density in CA4 (A), neuronal density in CA1 (B), volume of the dentate gyrus + CA4 (C), and volume of CA1 (D) in controls (green dots) and TLE patients (red dots). DG, dentate gyrus.



DISCUSSION

The hippocampal formation, with its various subfields and connectivity, is a major hub for higher cognitive function, such as memory consolidation and learning, spatial navigation, and emotional expression/affective behavior (31, 32). The role of the hippocampus in long-term, declarative memory formation was first established with studies in a TLE patient who underwent bilateral mesial temporal lobectomy and suffered, as a consequence, anterograde amnesia for explicit contents (33, 34). Since then, several studies have shown that each hippocampal subfield has a differential impact on memory formation (12, 14, 21, 35–37). For instance, animal models have shown that CA1 is strongly related to spatial memory (38), CA2 to social memory (39), and CA3 with learning processes (40). Moreover, reduced expression of zif268 (an immediate early gene associated with long-term potentiation) in hippocampal subfields are associated with an impaired consolidation of aversive memory (41). In Alzheimer's disease, Braak's stages of neuropathological neurofibrillary tangles and plaques deposition are closely related not only to clinical symptoms but also to particular patterns of hippocampal neuron loss, mainly in CA1 and subiculum (42). While specific hippocampal subfields have been related to memory loss in several neuropsychiatric patients, their relevance in memory acquisition in non-neurological subjects remains an open quest. For instance, increased hippocampal volumes correlate with increased verbal IQ in adults (43), and DG and CA volumes correlate with verbal and visual memory (44).

Given the above-mentioned contribution of different hippocampal subfields to brain function, imaging studies using non-invasive MRI techniques with anatomically adjusted hippocampal annotation may unravel still unobserved clinical-pathological correlations. In fact, several studies have employed automatic, semiautomatic, and manual segmentation techniques to evaluate volumetric changes in the hippocampal subfields in conditions such as Alzheimer's disease, post-traumatic stress disorder, schizophrenia, major depression, epilepsy, and aging (45–51). However, most techniques fail to properly delineate hippocampal subfields, which can induce misleading conclusions. For example, several studies merge the hippocampal subfields in view of the difficulty of segmentation in clinical routine (44–49, 52–57). The difficulty in defining the hippocampal subfields in MRI also led other studies to only subdivide the subfields at the body level (47, 54, 58). Additionally, some segmentation protocols fail to follow the traditional subfield borders (14, 30, 59). For instance, the first version of the hippocampal segmentation algorithm of the FreeSurfer software (version 5.3), one of the most used automatic segmentation protocol (48, 52, 55, 56), estimated the CA2+CA3 volume as three times larger than the CA1 volume. This error occurs because of the significant portions of CA1, as defined by Duvernoy (30), being incorporated into the CA3+CA2 label, and as a result, CA2+CA3 volumes are overestimated while CA1 volume is underestimated. The latest version of the FreeSurfer software (version 6.0) updated the segmentation protocol closer to the histologically defined hippocampal subfields (29, 50). As a result, the CA1 volume in controls is 0.665 cm3 vs. 0.331 cm3 in the original version, while CA2+CA3 volume is now 0.213 cm3 vs. the previous 1.007 cm3. The new algorithm has a higher accuracy to discriminate Alzheimer patients from elderly controls (29) and improved the detection of HS in TLE patients (50). However, the FreeSurfer 6 hippocampal segmentation was unable to differentiate HS type 1 from HS type 2, in contrast to our manual segmentation. We searched retrospectively in our database for additional HS2 cases with presurgical MRI to increase the power of our finding. Even with four extra cases, HS type 2 remained undifferentiated from HS type 1. In addition, FreeSurfer indicates that the subfield with higher volume loss is DG+CA4 and not CA1, which is in disagreement with our manual segmentation and with the fact that both HS type 1 and HS type 2 present with higher neuron loss in CA1 (14). Although FreeSurfer detects hippocampal volume loss with good accuracy (60) and is a useful tool for whole brain analysis, the hippocampal subfield assessment should be interpreted with care in TLE patients, given its inability to discriminate HS types. In summary, our findings indicate that automatic hippocampal subfield assessments should not be used for distinguishing HS types in TLE. The variability in HS types, together with the fact that 3D T1-weighted images are often a part of the presurgical evaluation workup, make TLE an important model for testing any segmentation protocol, be it manual, semiautomatic, or automatic. Thus, we propose TLE patients that present different subtypes of HS as a calibration for the algorithms.

Our 4.7T data showed that DG+CA4, CA1, and the subiculum together account for 89% of the hippocampal volume. Compared with the other segmentation protocols, our results are similar to the studies of Malykhin's group (44, 49, 53). The use of manual delineation, Duvernoy's subfield definition (30), and grouping hippocampal subfields, indicated, in control subjects, volumes between 0.791 and 1.281 cm3 for DG, 1.115–1.713 cm3 for Ammon's horn, and 0.574–0.790 cm3 for the subiculum. Using the same grouping pattern, our delineation indicated a volume of 0.620 cm3 for DG + CA4, 1.660 cm3 for Ammon's horn, and 0.740 cm3 for the subiculum. However, a distinction of CA subfields is preferable for any meaningful correlation with clinical and neuropathological data. A very promising semiautomatic protocol developed with an ex vivo 9.4 T scanner also shows good similarities with our 4.7 T data in DG+CA4, CA3, and CA2 but not in CA1 (61). This is most likely due to problems with defining the CA1/subiculum borders, a fact clearly stated by the authors in the limitations section of the publication. Several studies have shown that higher field images (i.e., 4.7 T, 7 T, 9.4 T, and 10.5 T) improve the detection of subtle pathologies that were not detected in lower-field machines (1.5 T and 3 T with 1 mm3 voxels). For instance, 7 T images present with better anatomical definition than 1.5 T or 3 T images (62). Higher-field imaging can increase the detection of subtle pathological changes, such as mild malformations of cortical development, polymicrogyria, small focal cortical dysplasias, or other subtle changes (63, 64). Several studies showed that epilepsy patients with normal 3 T MRI can profit from a 7 T imaging, which improves the detection of pathologies in 21–70% of these cases (65–67). With regard to hippocampus, 7 T also improves its distinction from other close structures such as amygdala (68). Taking into account the recent FDA diagnostics approval and the anatomical quality, higher-field MRI are bound to become more widespread. So far, however, high-field scanners are restricted to few centers around the world.

Comparing TLE and controls, the hippocampal atrophy is correlated with neuron loss and volume loss in CA1 and DG. All cases from the present study had HS types with severe neuron loss in CA1 (i.e., HS type 1 and HS type 2). As for DG+CA4, this subfield is also severely affected in type 1 HS, but not in type 2 HS, which allowed us to differentiate these pathological entities. Thus, impact of DG+CA4 and CA1 neuronal density on the hippocampal volume was not unexpected in the present study. In a previous study with in vivo hippocampal volumetry, we showed that neuron loss and changes in extracellular matrix proteins in CA1 accounts to 38% of the hippocampal volume loss (9). A recent publication also indicated that high-field ex vivo MRI is able to differentiate HS type 1 from no HS based on Ammon's horn area and T2* relaxation time (69). Moreover, rank correlation also showed significant associations between the HS class and Ammon's horn area, fractional anisotropy, T2* relaxation time, and apparent diffusion coefficient (69). To our knowledge, no study so far has used different HS types as a way to evaluate the accuracy of their segmentation protocols. Our study indicates that, with a proper identification of subfield borders, HS type 1 can be distinguished from HS type 2. Further studies with a higher number of cases should confirm our findings and also evaluate if type 3 HS can also be distinguished based on volumetric assessment.

Some limitations of our study must be disclosed. First and foremost, we could not acquire whole hippocampus 4.7T MRI from our TLE cases, since we only received a section at body level from the surgical center. Thus, studies with MRI from whole hippocampi of TLE cases would be important to confirm our results. Although we evaluated TLE cases with 3T scanner, we considered our data as high-field because of the better resolution than regular clinical MRI. While clinical 3D T1-weighted images have isometric 1 mm3 voxels, our ex vivo image had voxels of 0.08 mm3, which allowed a better anatomical definition and a better distinction of subfield borders. As pointed by our previous study, other tissue components also account for the MRI changes in the hippocampus of TLE patients such as non-cellular elements of the extracellular matrix (9). However, owing to longer fixation of some samples, the immunohistochemistry for extracellular matrix and other tissue compounds were of poor quality for semiquantitative evaluation. Thus, the evaluation of these other components could improve the correlation between pathology and MRI volumetry. Another important point is the low number of type 2 HS. Since high-resolution data was collected prospectively, the cases that were evaluated followed the expected frequency of HS types. According to ILAE, the expected frequency of HS type 1 is 60–80%, 5–10% of TLE present with HS type 2, and 4–7.5% present with HS type 3. We collected twenty-two HS type 1 (88%), two HS type 2 (8%), and one HS type 3 (4%), which is not different from the expected proportions of HS types in TLE patients (exact test, p = 0.1). Since we only got one type 3, we excluded this case from the final manuscript. Thus, our findings must be confirmed by studies with a higher number of other HS subtypes. Even though we included extra HS type 2 cases to confirm the lack of discrimination of HS types by FreeSurfer's hippocampal subfield segmentation, a larger number of cases should be evaluated, including HS type 3, to confirm our observations. Finally, higher field MR (7T or higher) could further improve the definition of the borders between the hippocampal subfields in TLE.

In conclusion, our present study showed that DG+CA4, CA1, and the subiculum together account for almost 90% of all hippocampal volume. Comparing the evaluation of TLE cases confirms the importance of CA1 to hippocampal volume, and it highlights the importance of the CA4 subfield volume to distinguish HS type 1 from HS type 2, showing that neuron loss in these regions correlates with hippocampal volume loss. Finally, automatic subfield assessments in TLE should be interpreted with care and only trusted with matching histopathological data.
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Supplementary Figure 1. Staked tif file showing the anatomic boundaries of the hippocampal subfield throughout the hippocampal long axis in a 4.7T image (should be opened in ImageJ for full visualization). Blue, dentate gyrus + CA4; green, CA3; yellow, CA2; red, CA1; purple, subiculum.

Supplementary Figure 2. Hippocampal subfields, at the level of the body, in a control hippocampus imaged at 3T. Red, dentate gyrus + CA4; green, CA3; blue, CA2; cyan, CA1; magenta, subiculum.

Supplementary Figure 3. Automatic subfield evaluation with FreeSurfer of control cases (i.e., the contralateral hippocampi without evidence of HS; green boxplots) and TLE cases with type 1 HS (TLE-HS1, dark red boxplots) or type 2 HS (TLE-HS2, light red boxplots). TLE-HS1 patients had lower volumes, compared with controls, in all subfields, whereas TLE-HS2 had lower volume only in DG+CA4. The top portion shows z-scores, and the bottom graphs show absolute volumes (in mm3). The asterisks indicate difference from control cases, and the hash/pound sign indicates difference from TLE-HS1. DG, dentate gyrus; SUB, subiculum.

Supplementary Table 1. Intra-rater correlation coefficient. *Pearson's correlation coefficient between evaluation 1 (JEP-S) and evaluation 2 (JEP-S with anatomical corrections from RC).

REFERENCES

 1. Bell GS, Neligan A, Sander JW. An unknown quantity–the worldwide prevalence of epilepsy. Epilepsia (2014) 55:958–62. doi: 10.1111/epi.12605

 2. Gastaut H, Gastaut JL, Goncalves e Silva GE, Fernandez Sanchez GR. Relative frequency of different types of epilepsy: a study employing the classification of the International League Against Epilepsy. Epilepsia (1975) 16, 457–461.

 3. Cascino GD. Surgical treatment for epilepsy. Epilepsy Res. (2004) 60:179–86. doi: 10.1016/j.eplepsyres.2004.07.003

 4. Cascino GD, Jack CR Jr, Parisi JE, Sharbrough FW, Hirschorn KA, Meyer FB, et al. Magnetic resonance imaging-based volume studies in temporal lobe epilepsy: pathological correlations. Ann Neurol. (1991) 30:31–6. doi: 10.1002/ana.410300107

 5. Cendes F, Andermann F, Gloor P, Evans A, Jones-Gotman M, Watson C, et al. MRI volumetric measurement of amygdala and hippocampus in temporal lobe epilepsy. Neurology (1993) 43:719–25.

 6. Coan AC, Kubota B, Bergo FP, Campos BM, Cendes F. 3T MRI quantification of hippocampal volume and signal in mesial temporal lobe epilepsy improves detection of hippocampal sclerosis. AJNR Am J Neuroradiol. (2014) 35:77–83. doi: 10.3174/ajnr.A3640

 7. Van Paesschen W, Revesz T, Duncan JS, King MD, Connelly A. Quantitative neuropathology and quantitative magnetic resonance imaging of the hippocampus in temporal lobe epilepsy. Ann Neurol. (1997) 42:756–66. doi: 10.1002/ana.410420512

 8. Van Paesschen W. Qualitative and quantitative imaging of the hippocampus in mesial temporal lobe epilepsy with hippocampal sclerosis. Neuroimaging Clin North Am. (2004) 14:373–400. doi: 10.1016/j.nic.2004.04.004

 9. Peixoto-Santos JE, Velasco TR, Galvis-Alonso OY, Araujo D, Kandratavicius L, Assirati JA, et al. Temporal lobe epilepsy patients with severe hippocampal neuron loss but normal hippocampal volume: extracellular matrix molecules are important for the maintenance of hippocampal volume. Epilepsia (2015) 56:1562–70. doi: 10.1111/epi.13082

 10. Peixoto-Santos JE, Kandratavicius L, Velasco TR, Assirati JA, Carlotti CG, Scandiuzzi RC, et al. Individual hippocampal subfield assessment indicates that matrix macromolecules and gliosis are key elements for the increased T2 relaxation time seen in temporal lobe epilepsy. Epilepsia (2017) 58:149–59. doi: 10.1111/epi.13620

 11. Blumcke I, Pauli E, Clusmann H, Schramm J, Becker A, Elger C, et al. A new clinico-pathological classification system for mesial temporal sclerosis. Acta Neuropathol. (2007) 113:235–44. doi: 10.1007/s00401-006-0187-0

 12. Blumcke I, Coras R, Miyata H, Ozkara C. Defining clinico-neuropathological subtypes of mesial temporal lobe epilepsy with hippocampal sclerosis. Brain Pathol. (2012) 22:402–11. doi: 10.1111/j.1750-3639.2012.00583.x

 13. Peixoto-Santos JE, Galvis-Alonso OY, Velasco TR, Kandratavicius L, Assirati JA, Carlotti CG, et al. Increased metallothionein I/II expression in patients with temporal lobe epilepsy. PLoS ONE (2012) 7:e44709. doi: 10.1371/journal.pone.0044709

 14. Blumcke I, Thom M, Aronica E, Armstrong DD, Bartolomei F, Bernasconi A, et al. International consensus classification of hippocampal sclerosis in temporal lobe epilepsy: a Task Force report from the ILAE Commission on Diagnostic Methods. Epilepsia (2013) 54:1315–29. doi: 10.1111/epi.12220

 15. Kandratavicius L, Peixoto-Santos JE, Monteiro MR, Scandiuzzi RC, Carlotti CG Jr, Assirati JA Jr, et al. Mesial temporal lobe epilepsy with psychiatric comorbidities: a place for differential neuroinflammatory interplay. J Neuroinflammation (2015) 12:38. doi: 10.1186/s12974-015-0266-z

 16. Blumcke I, Spreafico R, Haaker G, Coras R, Kobow K, Bien CG, et al. Histopathological findings in brain tissue obtained during epilepsy surgery. N Engl J Med. (2017) 377:1648–56. doi: 10.1056/NEJMoa1703784

 17. Blumcke I. Neuropathology of focal epilepsies: a critical review. Epilepsy Behav. (2009) 15:34–9. doi: 10.1016/j.yebeh.2009.02.033

 18. Kuzniecky R, Palmer C, Hugg J, Martin R, Sawrie S, Morawetz R, et al. Magnetic resonance spectroscopic imaging in temporal lobe epilepsy: neuronal dysfunction or cell loss? Arch Neurol. (2001) 58:2048–53. doi: 10.1001/archneur.58.12.2048

 19. Briellmann RS, Kalnins RM, Berkovic SF, Jackson GD. Hippocampal pathology in refractory temporal lobe epilepsy: T2-weighted signal change reflects dentate gliosis. Neurology (2002) 58:265–71. doi: 10.1212/WNL.58.2.265

 20. Coras R, Siebzehnrubl FA, Pauli E, Huttner HB, Njunting M, Kobow K, et al. Low proliferation and differentiation capacities of adult hippocampal stem cells correlate with memory dysfunction in humans. Brain (2010) 133:3359–72. doi: 10.1093/brain/awq215

 21. Coras R, Pauli E, Li J, Schwarz M, Rossler K, Buchfelder M, et al. Differential influence of hippocampal subfields to memory formation: insights from patients with temporal lobe epilepsy. Brain (2014) 137(Pt 7), 1945–1957. doi: 10.1093/brain/awu100

 22. Thom M. Review: hippocampal sclerosis in epilepsy: a neuropathology review. Neuropathol Appl Neurobiol. (2014) 40:520–43. doi: 10.1111/nan.12150

 23. Engel JJ. Protocols for the University of California, Los Angeles. In: Surgical Treatment of the Epilepsies. Engel JJ editor. New York, NY: Raven Press (1993). p. 743–5.

 24. Leite JP, Terra-Bustamante VC, Fernandes RM, Santos AC, Chimelli L, Sakamoto AC, et al. Calcified neurocysticercotic lesions and postsurgery seizure control in temporal lobe epilepsy. Neurology (2000) 55:1485–91. doi: 10.1212/WNL.55.10.1485

 25. Do Val-da Silva RA, Peixoto-Santos JE, Kandratavicius L, De Ross JB, Esteves I, De Martinis BS, et al. Protective effects of cannabidiol against seizures and neuronal death in a rat model of mesial temporal lobe epilepsy. Front Pharmacol. (2017) 8:131. doi: 10.3389/fphar.2017.00131

 26. Abercrombie M. Estimation of nuclear population from microtome sections. Anat Rec. (1946) 94:239–47.

 27. Dale AM, Fischl B, Sereno MI. Cortical surface-based analysis. I Segmentation and surface reconstruction. Neuroimage (1999) 9:179–94. doi: 10.1006/nimg.1998.0395

 28. Fischl B, Salat DH, Busa E, Albert M, Dieterich M, Haselgrove C, et al. Whole brain segmentation: automated labeling of neuroanatomical structures in the human brain. Neuron (2002) 33:341–55. doi: 10.1016/S0896-6273(02)00569-X

 29. Iglesias JE, Augustinack JC, Nguyen K, Player CM, Player A, Wright M, et al. A computational atlas of the hippocampal formation using ex vivo, ultra-high resolution MRI: application to adaptive segmentation of in vivo MRI. Neuroimage (2015) 115:117–37. doi: 10.1016/j.neuroimage.2015.04.042

 30. Duvernoy HM. The Human Hippocampus. Berlin: Springer-Verlag (2005).

 31. Robertson JM, Achua JK, Smith JP, Prince MA, Staton CD, Ronan PJ, et al. Anxious behavior induces elevated hippocampal Cb2 receptor gene expression. Neuroscience (2017) 352:273–84. doi: 10.1016/j.neuroscience.2017.03.061

 32. Bueno-Junior LS, Peixoto-Santos JE, Ruggiero RN, Avila MAV, Marques DB, Lopes-Aguiar C, et al. Interaction between hippocampal-prefrontal plasticity and thalamic-prefrontal activity. Sci Rep. (2018) 8:1382. doi: 10.1038/s41598-018-19540-6

 33. Scoville WB. The limbic lobe in man. J Neurosurg. (1954) 11:64–6. doi: 10.3171/jns.1954.11.1.0064

 34. Scoville WB, Milner B. Loss of recent memory after bilateral hippocampal lesions. J. Neurol. Neurosurg. Psychiatry (1957) 20, 11–21.

 35. Pauli E, Hildebrandt M, Romstock J, Stefan H, Blumcke I. Deficient memory acquisition in temporal lobe epilepsy is predicted by hippocampal granule cell loss. Neurology (2006) 67:1383–9. doi: 10.1212/01.wnl.0000239828.36651.73

 36. Blumcke I, Kistner I, Clusmann H, Schramm J, Becker AJ, Elger CE, et al. Towards a clinico-pathological classification of granule cell dispersion in human mesial temporal lobe epilepsies. Acta Neuropathol. (2009) 117:535–44. doi: 10.1007/s00401-009-0512-5

 37. Rodrigues GR, Kandratavicius L, Peixoto-Santos JE, Monteiro MR, Gargaro AC, Geraldi Cde V, et al. Increased frequency of hippocampal sclerosis ILAE type 2 in patients with mesial temporal lobe epilepsy with normal episodic memory. Brain (2015) 138(Pt 6), e359. doi: 10.1093/brain/awu340

 38. Tsien JZ, Huerta PT, Tonegawa S. The essential role of hippocampal CA1 NMDA receptor-dependent synaptic plasticity in spatial memory. Cell (1996) 87:1327–38.

 39. Hitti FL, Siegelbaum SA. The hippocampal CA2 region is essential for social memory. Nature (2014) 508:88–92. doi: 10.1038/nature13028

 40. Nakashiba T, Young JZ, McHugh TJ, Buhl DL, Tonegawa S. Transgenic inhibition of synaptic transmission reveals role of CA3 output in hippocampal learning. Science (2008) 319:1260–4. doi: 10.1126/science.1151120

 41. Rossignoli MT, Lopes-Aguiar C, Ruggiero RN, Do Val da Silva RA, Bueno-Junior LS, Kandratavicius L, et al. Selective post-training time window for memory consolidation interference of cannabidiol into the prefrontal cortex: reduced dopaminergic modulation and immediate gene expression in limbic circuits. Neuroscience (2017) 350, 85–93. doi: 10.1016/j.neuroscience.2017.03.019

 42. Rossler M, Zarski R, Bohl J, Ohm TG. Stage-dependent and sector-specific neuronal loss in hippocampus during Alzheimer's disease. Acta Neuropathol. (2002) 103:363–9. doi: 10.1007/s00401-001-0475-7

 43. Andreasen NC, Flaum M, Swayze VII, O'Leary DS, Alliger R, Cohen G, et al. Intelligence and brain structure in normal individuals. Am J Psychiatry (1993) 150:130–4. doi: 10.1176/ajp.150.1.130

 44. Travis SG, Huang Y, Fujiwara E, Radomski A, Olsen F, Carter R, et al. High field structural MRI reveals specific episodic memory correlates in the subfields of the hippocampus. Neuropsychologia (2014) 53:233–45. doi: 10.1016/j.neuropsychologia.2013.11.016

 45. Cole J, Toga AW, Hojatkashani C, Thompson P, Costafreda SG, Cleare AJ, et al. Subregional hippocampal deformations in major depressive disorder. J Affect Disord. (2010) 126:272–7. doi: 10.1016/j.jad.2010.03.004

 46. La Joie R, Fouquet M, Mezenge F, Landeau B, Villain N, Mevel K, et al. Differential effect of age on hippocampal subfields assessed using a new high-resolution 3T MR sequence. Neuroimage (2010) 53:506–14. doi: 10.1016/j.neuroimage.2010.06.024

 47. Neylan TC, Mueller SG, Wang Z, Metzler TJ, Lenoci M, Truran D, et al. Insomnia severity is associated with a decreased volume of the CA3/dentate gyrus hippocampal subfield. Biol Psychiatry (2010) 68:494–6. doi: 10.1016/j.biopsych.2010.04.035

 48. Francis AN, Seidman LJ, Tandon N, Shenton ME, Thermenos HW, Mesholam-Gately RI, et al. Reduced subicular subdivisions of the hippocampal formation and verbal declarative memory impairments in young relatives at risk for schizophrenia. Schizophr Res. (2013) 151:154–7. doi: 10.1016/j.schres.2013.10.002

 49. Huang Y, Coupland NJ, Lebel RM, Carter R, Seres P, Wilman AH, et al. Structural changes in hippocampal subfields in major depressive disorder: a high-field magnetic resonance imaging study. Biol Psychiatry (2013) 74:62–8. doi: 10.1016/j.biopsych.2013.01.005

 50. Sone D, Sato N, Maikusa N, Ota M, Sumida K, Yokoyama K, et al. Automated subfield volumetric analysis of hippocampus in temporal lobe epilepsy using high-resolution T2-weighed MR imaging. Neuroimage Clin. (2016) 12:57–64. doi: 10.1016/j.nicl.2016.06.008

 51. Steve TA, Yasuda CL, Coras R, Lail M, Blumcke I, Livy DJ, et al. Development of a histologically validated segmentation protocol for the hippocampal body. Neuroimage (2017) 157:219–32. doi: 10.1016/j.neuroimage.2017.06.008

 52. Van Leemput K, Bakkour A, Benner T, Wiggins G, Wald LL, Augustinack J, et al. Automated segmentation of hippocampal subfields from ultra-high resolution in vivo MRI. Hippocampus (2009) 19:549–57. doi: 10.1002/hipo.20615

 53. Malykhin NV, Lebel RM, Coupland NJ, Wilman AH, Carter R. In vivo quantification of hippocampal subfields using 4.7 T fast spin echo imaging. Neuroimage (2010) 49, 1224–1230. doi: 10.1016/j.neuroimage.2009.09.042

 54. Mueller SG, Chao LL, Berman B, Weiner MW. Evidence for functional specialization of hippocampal subfields detected by MR subfield volumetry on high resolution images at 4 T. Neuroimage (2011) 56:851–7. doi: 10.1016/j.neuroimage.2011.03.028

 55. Lim HK, Hong SC, Jung WS, Ahn KJ, Won WY, Hahn C, et al. Automated hippocampal subfields segmentation in late life depression. J Affect Disord. (2012) 143:253–6. doi: 10.1016/j.jad.2012.04.018

 56. Li YD, Dong HB, Xie GM, Zhang LJ. Discriminative analysis of mild Alzheimer's disease and normal aging using volume of hippocampal subfields and hippocampal mean diffusivity: an in vivo magnetic resonance imaging study. Am J Alzheimers Dis Other Demen. (2013) 28:627–33. doi: 10.1177/1533317513494452

 57. Wisse LE, Biessels GJ, Heringa SM, Kuijf HJ, Koek DH, Luijten PR, et al. Hippocampal subfield volumes at 7T in early Alzheimer's disease and normal aging. Neurobiol Aging (2014) 35:2039–45. doi: 10.1016/j.neurobiolaging.2014.02.021

 58. Yushkevich PA, Wang H, Pluta J, Das SR, Craige C, Avants BB, et al. Nearly automatic segmentation of hippocampal subfields in in vivo focal T2-weighted MRI. Neuroimage (2010) 53:1208–24. doi: 10.1016/j.neuroimage.2010.06.040

 59. Lorente de Nó R. Studies on the structure of the cerebral cortex. II. Continuation of the study of ammonic system. J. Psychol. Neurol. (1934) 46, 65.

 60. Pardoe HR, Pell GS, Abbott DF, Jackson GD. Hippocampal volume assessment in temporal lobe epilepsy: how good is automated segmentation? Epilepsia (2009) 50:2586–92. doi: 10.1111/j.1528-1167.2009.02243.x

 61. Adler DH, Wisse LEM, Ittyerah R, Pluta JB, Ding SL, Xie L, et al. Characterizing the human hippocampus in aging and Alzheimer's disease using a computational atlas derived from ex vivo MRI and histology. Proc Natl Acad Sci USA. (2018) 115:4252–7. doi: 10.1073/pnas.1801093115

 62. Obusez EC, Lowe M, Oh SH, Wang I, Jennifer B, Ruggieri P, et al. 7T MR of intracranial pathology: preliminary observations and comparisons to 3T and 1.5T. Neuroimage (2018) 168, 459–476. doi: 10.1016/j.neuroimage.2016.11.030

 63. De Ciantis A, Barkovich AJ, Cosottini M, Barba C, Montanaro D, Costagli M, et al. Ultra-high-field MR imaging in polymicrogyria and epilepsy. AJNR Am J Neuroradiol. (2015) 36:309–16. doi: 10.3174/ajnr.A4116

 64. Kelley SA, Robinson S, Crone NE, Soares BP. Bottom-of-sulcus focal cortical dysplasia presenting as epilepsia partialis continua multimodality characterization including 7T MRI. Childs Nerv Syst. (2018) 34:1267–9. doi: 10.1007/s00381-018-3749-2

 65. De Ciantis A, Barba C, Tassi L, Cosottini M, Tosetti M, Costagli M, et al. 7T MRI in focal epilepsy with unrevealing conventional field strength imaging. Epilepsia (2016) 57:445–54. doi: 10.1111/epi.13313

 66. Veersema TJ, van Eijsden P, Gosselaar PH, Hendrikse J, Zwanenburg JJ, Spliet WG, et al. 7 tesla T2*-weighted MRI as a tool to improve detection of focal cortical dysplasia. Epileptic Disord. (2016) 18:315–23. doi: 10.1684/epd.2016.0838

 67. Veersema TJ, Ferrier CH, van Eijsden P, Gosselaar PH, Aronica E, Visser F, et al. Seven tesla MRI improves detection of focal cortical dysplasia in patients with refractory focal epilepsy. Epilepsia Open (2017) 2:162–71. doi: 10.1002/epi4.12041

 68. Derix J, Yang S, Lusebrink F, Fiederer LD, Schulze-Bonhage A, Aertsen A, et al. Visualization of the amygdalo-hippocampal border and its structural variability by 7T and 3T magnetic resonance imaging. Hum Brain Mapp. (2014) 35:4316–29. doi: 10.1002/hbm.22477

 69. Gillmann C, Coras R, Rossler K, Doerfler A, Uder M, Blumcke I, et al. Ultra-high field MRI of human hippocampi: morphological and multiparametric differentiation of hippocampal sclerosis subtypes. PLoS ONE (2018) 13:e0196008. doi: 10.1371/journal.pone.0196008

Conflict of Interest Statement: The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.

Copyright © 2018 Peixoto-Santos, Carvalho, Kandratavicius, Diniz, Scandiuzzi, Coras, Blümcke, Assirati, Carlotti, Matias, Salmon, Santos, Velasco, Moraes and Leite. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.

OPS/images/fneur-09-00927-g005.gif





OPS/images/fneur-09-00927-g006.gif





OPS/images/fneur-09-00927-g003.gif
e s






OPS/images/fneur-09-00927-g004.gif





OPS/images/math_1.gif
. section thickness
neuron count*(.

section thickness +cell diameter

Density =
total area *section thickness






OPS/images/fneur-09-00927-t001.jpg
Control TLE-HS1 TLE-HS2 p

Age* (years) 48+ 15 aE1 40+ 14 0.179%
Sex (male) 13 (92%) 9(41%) 1(60%) 0.008>
Pl age (years) - 1049 33 0.320°
] No Pl - 9(41%) 1(50%) 0943>

Febrile seizure - 7(32%) 1(60%)

Afebrile seizure - 2(9%) 0(0%)

T8I - 2(9%) 0(0%)

Meningitis - 2(9%) 0(0%)
Seizure recurrence - 18412 10+6 0.343¢
(years)
Seizure frequency - 7410 17418 0.178°
(monthly)
Seizure - 10 (45%) 1(50%) 09020
generalization
Seizures in - 13 (59%) 1(50%) 0.803>
clusters
Status epilepticus = 6 (27%) 1 (50%) 0.498>
(ocourrence)
Familiar history of - 13 (59%) 2 (100%) 0.253>
epilepsy (positive)
Surgical Outcome ILAET - 14 (64%) 1(60%) 0.742>

ILAE2 - 2(9%) 0(0%)

ILAES - 2(9%) 0(0%)

ILAE4 - 3(14%) 1(60%)

ILAES - 1 (4%) 0(0%)
Other MRI findings No other pathology - 10 (45%) 1(60%) 07320

Cerebral/cerebelar atrophy 6(27%) 0(0%)

Extratemporal calcification 2(9%) 1 (50%)

Diffuse microangiopathy 1 (4%) 0(0%)

Temporal pole blurring 2(9%) 0(0%)

Gliotic lacunae in the Caudate 1 (4%) 0(0%)

Hypophysis hypertrophy 1 (4%) 0(0%)

*Only cases with high-resolution MRI are shown in this clinical table. **Age at surgery for TLE and age of death for controls. ***Average = standard deviation.

20ne-way ANOVA.
bExact test.

©Mann-Whitney test.

9IStudent’s t-test.





OPS/images/fneur-09-00927-t002.jpg
Region Volume (cm3) Volume (%)

Relative to total Relative to regional

volume* volume**

DG+CA4 Head 0.26 + 0.05 871 x1.76 18.46 £ 3.73
Body 0.24 +0.09 797 £3.07 21.49 +£8.28
Tail 0.12 + 0.06 3.90 = 1.79 24.82 £12.55
Total  0.62 + 0.07 2068 +2.79

CA3 Head 0.09 + 0.03 314 +1.15 6.64 £ 2.44
Body 0.12+0.03 3.84 +1.06 10.36 4+ 2.85
Tail 0.04 £ 0.01 1.26 £ 0.32 800 +2.04
Total 026 + 0.03 823+ 131

CA2 Head 0.03 £ 0.01 0.95 + 0.26 201 £ 055
Body 0.02 +0.01 0.82 +0.27 2204072
Tail 0.01 £ 0.002 0.33 = 0.08 210 £ 051
Total  0.06 £ 0.01 2.10 £0.32

CA1 Head 0714012 2356 +3.93 49.90 + 8.33
Body 0.39 +0.08 13.08 £2.73 36.26 £ 7.35
Tail 0.24 £ 0.10 7.96 £3.23 50.64 + 20.56
Total  1.35+0.10 4459 +7.10

suB Head 0.33 +0.11 10.86 £3.77 22,99 £7.99
Body 0.34 +0.12 11.38 £3.99 30.70 + 10.76
Tail 0.07 £+ 0.06 227 191 14.43 £ 12.15

Total  0.74 £ 0.10 2450 + 4.73

*Percentage relative to total hippocampal volume.
**Percentage of the sublleld i the hippocampal subdvisions (ie., head, body, and tai).
DG, dentate gyrus; SUB, subiculum.





OPS/images/fneur-09-00927-g001.gif
[i '
}

i ‘






OPS/images/fneur-09-00927-g002.gif





OPS/images/cover.jpg
, frontiers
in Neurology

Manual Hippocampal Subfield
Segmentation Using High-Field MRI:
Impact of Different Subfields in
Hippocampal Volume Loss of
Temporal Lobe Epilepsy Patients









OPS/images/crossmark.jpg
©

2

i

|





OPS/images/logo.jpg
, frontiers
in Neurology





