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Abstract: Previous studies reported interest in intraoperative shear-wave elastography (SWE) guid-
ance for brain-tumor and epilepsy surgeries. Focal cortical dysplasia (FCD) surgery is one of the
most appropriate indications for using SWE guidance. The aim of this study was to evaluate the
efficacy of ultrasound SWE techniques for the intraoperative detection of FCDs. We retrospectively
analyzed data from 18 adult patients with drug-resistant epilepsy associated with FCD who had
undergone SWE-guided surgery. Conventional B-mode images detected FCD in 2 patients (11.1%),
while SWE detected FCD in 14 patients (77.8%). The stiffness ratios between MRI-positive and
-negative cases were significantly different (3.6 ± 0.4 vs. 2.2 ± 0.6, respectively; p < 0.001). FCDs were
significantly more frequently detected by interoperative SWE in women (OR 4.7, 95% CI (1.7–12.7);
p = 0.004) and in patients in whom FCD was visible on magnetic resonance imaging (MRI; OR
2.3, 95% CI (1.3–4.3); p = 0.04). At 1 year after surgery and at last follow-up (mean = 21 months),
seizure outcome was good (International League Against Epilepsy (ILAE) Class 1 or 2) in 72.2%
and 55.6% of patients, respectively. Despite some limitations, our study highlighted the potential
of SWE as an intraoperative tool to detect FCD. Future technical developments should allow for
optimizing intraoperative surgical-cavity evaluation from the perspective of complete FCD resection.
Interobserver reliability of SWE measurements should also be assessed by further studies.

Keywords: epilepsy surgery; drug-resistant epilepsy; neurosurgery; shear-wave elastography; real-
time guidance; epileptogenic zone; brain surgery; focal epilepsy; ultrasound; seizure outcome

1. Introduction

Epilepsy globally affects at least 50 million people [1]. Focal cortical dysplasia (FCD)
is responsible for 30% to 50% of drug-resistant epilepsies [2]. FCDs are characterized by
deranged neurons in white matter, dyslamination, and abnormal balloon cells, and thereby
have stiffer consistence than that of the surrounding healthy parenchyma [3]. A complete
surgical resection of FCD leads to postsurgical seizure control in up to 80% of patients [4].
FCDs cannot be seen by the naked eye or through a surgical microscope, and are mostly not
detected by 3.0 T magnetic resonance imaging (MRI). The accurate intraoperative detection
of FCD is thus extremely challenging for neurosurgeons.

Shear-wave elastography (SWE) is an ultrasound imaging technique that analyzes vis-
coelastic tissue characteristics, thus generating qualitative and quantitative evaluations of
elasticity values [5]. SWE allows for the real-time intraoperative cartography of the brain
parenchyma by discriminating healthy from lesional tissue [6]. Since the first report of the use
of SWE guidance in brain surgery in 2014 [7], several authors examined its contribution for
brain-tumor surgery [8–10]. In 2019, we assessed interest in SWE for epilepsy surgery in a
heterogeneous case series of 28 patients with epileptogenic lesions (FCDs, dysembrioplastic
neuroepithelial tumors, cavernomas, gangliogliomas, and post-traumatic lesions) [11]. In this
preliminary study, we hypothesize that SWE is particularly appropriate for FCD patients for
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the reasons mentioned above. The aim of this study is to evaluate the efficacy of ultrasound
SWE techniques for the intraoperative detection of FCDs.

2. Experimental Section
2.1. Patients

We retrospectively analyzed all adult patients with refractory epilepsy associated with
FCD who had undergone SWE-guided surgery at our institution. Data from presurgical
evaluations were analyzed to determine whether an epileptogenic zone could be clearly
identified. Intracranial electroencephalographic (iEEG) recordings were performed only in
MRI-negative patients. All patients had a histopathological diagnosis of FCD.

Age, gender, seizure characteristics, intraoperative B-mode, and elastography character-
istics were prospectively collected, as well as preoperative and postoperative (at 12 months)
neurological examinations, brain MRI, and postoperative histology. All patients were followed
for at least 1 year. Seizure outcome was evaluated using the International League Against
Epilepsy (ILAE) classification [12]. Good postoperative outcome was defined by ILAE Classes
1 and 2.

2.2. Intraoperative B-Mode and SWE Image Acquisition

All surgical procedures were performed under general anesthesia. The patients’
head was fixed in a Mayfield holder. In all patients, neuronavigation (Stealthstation™ s7,
Medtronic, Minneapolis MN, USA) based on preoperative MRI was performed to localize
the lesion site.

Intraoperatively, ultrasound images and stiffness maps were acquired with an ultrafast
ultrasonic device (Aixplorer®, Supersonic Imagine, Aix-en-Provence, France) using the
same probe. The ultrasound-image and stiffness-map acquisition protocol was described
previously [11]. Briefly, ultrasound parameters were adjusted before FCD analysis. B-
mode images and stiffness maps were recorded after dural opening in order to monitor
dysplastic-area resection. FCD was analyzed on both axes. The axis with the best view
of the dysplastic area was chosen to provide the stiffness-map image. Stiffness was color-
coded in kilopascals (kPa) and merged with the B-mode image. Deep blue coloration
represented the softest elasticity, and dark red represented the hardest. The operator then
chose a region of interest (Qbox©) both in the dysplasia and in the healthy cortex in order to
measure tissue stiffness. Stiffness was quantified by Young’s modulus (mean +/− standard
deviation). A ratio (Qbox ratio©) was obtained by dividing the lesion stiffness by normal
brain stiffness. We considered the positivity of the dysplastic area detection if this ratio
was higher than 2. Digital Imaging and Communication in Medicine (DICOM) images
were generated for each patient. All dysplastic areas and healthy brain elasticities were
analyzed by the same operator. At the end of the surgery, a final ultrasound imaging was
recorded with B-mode and SWE to evaluate the completeness of the resection.

2.3. Statistical Analysis

Results expressed as number (%) were compared with a X2 test; continuous variables
expressed as mean +/− standard deviation were compared with the Student’s t-test.
Patients’ demographic, clinical, and radiological data were tested in univariable analysis
for association with obtaining the intraoperative detection of FCD by SWE techniques;
p < 0.05 defined statistical significance. Analyses were performed with IBM SPSS Statistics
version 22 software (IBM Corporation, Armonk, NY, USA).

2.4. Ethics

The database was subject to a declaration to the CNIL, the French Data Protection
Authority, under number 2214386. In accordance with the ethical standards of our hospital’s
institutional review board and French law, the need for signed patient consent was waived.
The article was designed and written in accordance with STROBE guidelines.
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3. Results
3.1. Patient Demographics

We analyzed FCD surgeries using intraoperative SWE guidance in 18 patients with
refractory focal epilepsy. Mean age at the time of surgery was 25.7 ± 7.3 years (18–43).
Sex ratio (F/M) was 1.6. Mean age at epilepsy onset was 13.9 ± 5.0 years (7–23). Thirteen
(72.2%) patients consumed at least 3 antiepileptic drugs at the moment of surgery. Ten
of the patients (55.6%) had normal MRI exploration (nonlesional epilepsy) and required
prolonged continuous 24 h video-intra-cranial electroencephalogram (iEEG) records to
localize the epileptogenic zone. Eleven patients (61.1%) were operated on frontal-lobe
epilepsy, 5 (27.8%) on parietal-lobe epilepsy, 1 (5.6%) on occipital-lobe epilepsy, and 1 (5.6%)
on temporal-lobe epilepsy. The epileptogenic zone was located in the left hemisphere in
11 patients (61.1%).

3.2. SWE Findings and Lesion Characteristics

All patients underwent intraoperative SWE evaluation prior to FCD resection. As
the two examples below illustrate (Figures 1 and 2), echogenicity, stiffness maps, stiffness
values, and ratios were obtained for all patients. The mean duration of SWE acquisition
and interpretation was 7 ± 2 min (range, 4–10).
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Figure 1. (A) Preoperative and (C) postoperative magnetic resonance imaging (MRI) images (T2-weighted FLAIR, coronal
views) in patient with MRI-positive right frontal focal cortical dysplasia (FCD). Blue trapezium: ultrasound imaging plan.
(B) Intraoperative elastography and (D) ultrasound B-mode images. Dimensions of ultrasound images: 38.4 mm wide and
40.0 mm deep. (B) Zone of increased stiffness (dotted line) highlighted FCD, and (D) B-mode image showed abnormal
hyperechogenicity. SWE, shear wave elastography.
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Figure 2. Preoperative MRI images ((A) T1- and (C) T2-weighted, coronal views), in a patient with right mesiofrontal
cryptogenic epilepsy. Intracranial electroencephalogram (EEG) recordings located epileptogenic zone around deepest
contact of the F1mp electrode ((A), blue circle, and (B)). (C) Blue trapezium: ultrasound imaging plan. (D) Intraoperative
ultrasound B-mode images did not find any abnormality, while (E) elastography images detected small heterogeneous area
of stiffer parenchyma consistent with focal cortical dysplasia. (F) Right medial frontal surgical resection allowed for patient
to achieve seizure freedom. FCD, focal cortical dysplasia; SWE, shear wave elastography.

B-mode images displayed echogenicity differences between dysplastic area and
healthy parenchyma in 2 patients (11.1%), while SWE detected a >2 stiffness ratio in
14 patients (77.8%; p = 0.42, Table 1). The 8 cases (100%) of FCD visible on MRI were
detected by SWE, while 2 cases (25%) were visualized by B-mode images. Concerning
nonlesional epilepsy, none of the 10 MRI-negative FCD was visualized by B-mode images,
while 6 cases (60%) were detected by SWE. Stiffness ratios between MRI-positive and
-negative cases were significantly different (3.6 ± 0.4 vs. 2.2 ± 0.6 respectively; p < 0.001);
effect size, measured using Cohen’s d, was medium (0.66). In all cases, SWE was not
helpful to assess the completeness of resection.

Table 1. Comparison between sensitivity of B-mode and SWE mode for intraoperative detection of FCDs.

FCDs n B-Mode Sensitivity
% (n)

SWE Sensitivity
% (n)

FCD/Healthy Brain
Stiness Ratio

MRI + FCD 8 25% (2) 100% (8) 3.6 ± 0.4
MRI − FCD 10 0% (0) 60% (6) 2.2 ± 0.6

Total 18 11.1% (2) 77.8% (14) 2.8 ± 0.9
FCD, focal cortical dysplasia; MRI − FCD, MRI-negative focal cortical dysplasia; MRI + FCD, focal cortical
dysplasia visible on MRI; SWE, shear-wave elastography.

3.3. Factors Asscoiated with FCD Detection

Comparisons between patients with SWE-detected and -nondetected FCD are reported
in Table 2. FCDs were significantly more frequently detected by interoperative SWE in
women (odds ratio 4.7, 95% confidence interval (1.7–12.7); p = 0.004) and in patients with
MRI-positive FCD (OR 2.3, 95% CI (1.3–4.3); p = 0.04).
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Table 2. Patient and FCD characteristics with comparison according to SWE detection status.

Characteristics All Patients
n = 18

FCD Detected by SWE
n = 14

FCD Not Detected by SWE
n = 4 p-Value

Females 11 (61.1) 11 (100) 0 (0) 0.004
Age on surgery day, years 25.7 ± 7.3 26.5 ± 8 22.8 ± 3.3 0.19

Epilepsy history
Age at epilepsy onset, years 13.9 ± 5 14.4 ± 5.3 12.5 ± 4.4 0.50
3 or more antiepileptic drugs 13 (72.2) 10 (71.4) 3 (75) 0.89
Epileptogenic-zone location

Left hemisphere 11 (61.1) 9 (64.3) 2 (50) 0.61
Frontal lobe 11 (61.1) 8 (57.1) 3 (75) 0.52
Parietal lobe 5 (27.8) 4 (28.6) 1 (25) 0.89

Temporal lobe 1 (5.6) 1 (7.1) 0 (0) 0.58
Occipital lobe 1 (5.6) 1 (7.1) 0 (0) 0.58

FCD radiological characteristics
MRI + (iEEG−) 8 (44.4) 8 (57.1) 0 (0) 0.04

Intraoperative characteristics
SWE acquisition duration, min 6.6 ± 1.7 6.4 ± 1.6 7.5 ± 1.9 0.33

iEEG−, no intracranial electroencephalogram performed during presurgical evaluation; MRI + FCD, focal cortical dysplasia visible on MRI;
SWE, shear-wave elastography.

3.4. Postoperative Outcomes

In MRI-positive patients, postoperative MRI showed a complete resection of the FCD in
7 out of 8 cases (87.5%). Three patients (16.7%) experienced transient motor or sensitive post-
operative deficit that fully recovered in weeks. No infection related to surgery were observed.

At 1 year after surgery and at last follow-up (mean = 21 months, range 12–40), seizure
outcome was good in 13 (72.2%) and 10 (55.6%) patients, respectively (Figure 3). Univariable
analyses (Table 3) identified patients with a favorable seizure outcome at 1 year as having
only more frequent complete FCD resection (p = 0.005).
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Figure 3. Postoperative seizure outcomes. International League Against Epilepsy (ILAE) classification
of patients during postoperative follow-up. Good postoperative seizure outcome was defined in our
study by ILAE Classes 1 and 2.
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Table 3. Patient and FCD characteristics with comparison according to seizure outcome.

Characteristic All Patients
n = 18

Good Seizure Outcome
at 1 Year

n = 18

p-
Value

Good Seizure Outcome
at Last Follow-Up

n = 4
p-Value

Females 11 (61.1) 9 (62.9) 0.26 7 (70) 0.39
Age on surgery day, years 25.7 ± 7.3 27 ± 8.2 0.07 28.6 ± 8.7 0.053

Epilepsy history
Age at epilepsy onset, years 13.9 ± 5 15.3 ± 4.9 0.06 15.3 ± 5.6 0.19
3 or more antiepileptic drugs 13 (72.2) 10 (76.9) 0.47 8 (80) 0.41
Epileptogenic-zone location

Left hemisphere 11 (61.1) 9 (69.2) 0.26 6 (60) 0.91
Frontal lobe 11 (61.1) 7 (53.8) 0.31 5 (50) 0.28
Parietal lobe 5 (27.8) 4 (30.8) 0.65 3 (30) 0.81

Temporal lobe 1 (5.6) 1 (7.7) 0.52 1 (10) 0.36
Occipital lobe 1 (5.6) 1 (7.7) 0.52 1 (10) 0.36

FCD radiological characteristics
MRI + (iEEG−) 8 (44.4) 7 (53.8) 0.20 6 (60) 0.14

Intraoperative characteristics
SWE acquisition duration, min 6.6 ± 1.7 6.5 ± 1.8 0.76 6.8 ± 1.9 0.6

FCD detected by B-mode 2 (11.1) 2 (15.4) 0.35 2 (20) 0.18
FCD detected by SWE 14 (77.8) 11 (84.6) 0.26 8 (80) 0.8

Postoperative characteristics
Complete FCD resection 7/8 (87.5) 7 (100) 0.005 6 (100) 0.06

iEEG−, no intracranial electroencephalogram performed during presurgical evaluation; MRI + FCD, focal cortical dysplasia visible on MRI;
SWE, shear-wave elastography. Good postoperative outcome defined in our study by ILAE Classes 1 and 2.

4. Discussion

Our study analyzed the intraoperative B-mode and SWE characteristics of FCDs. We
demonstrated that SWE has high sensitivity in intraoperative FCD detection, confirming
the capacity of advanced ultrasound techniques as a reliable image guidance technique for
the detection of epileptogenic lesions. Logically, FCDs were more frequently detected by
interoperative SWE in patients in with MRI-positive FCD. Because of the low statistical
power of our study, we were unable to demonstrate the influence of intraoperative SWE
guidance on improving postoperative seizure outcome.

4.1. Shear-Wave Elastography Feedback and Interobserver Reproducibility

On the basis of these results and our experience, we propose a summary of applica-
tion for SWE in FCD surgery (Table 4). Previous studies on intraoperative elastography
in epilepsy surgery already discussed and debated SWE-related advantages and limita-
tions [11,13]. Nevertheless, the interobserver reproducibility of intraoperative elastography
findings is a crucial issue and should be discussed in detail. As elastography is an operator-
dependent technique, differences in experience between neurosurgeons may result in
distinct findings. Thus, variation in interobserver reliability in elastography currently
limits its applicability.

Table 4. Advantages, disadvantages, and considerations concerning use of SWE for intraoperative detection of focal cortical
dysplasia.

Advantages Disadvantages Considerations

Real-time imaging technique Low sensitivity to evaluate completeness
of FCD resection

Need to train on easy cases (e.g.,
meningiomas and high-grade gliomas)

before using on FCD patients
High sensitivity for detecting FCDs Significant learning curve Need to know limits of SWE technique

Easy and fast to use Operator-dependent tool Need to assess interobserver
reproducibility

Safe technique (no related complications) Not adapted for deep-seated FCDs

FCD, focal cortical dysplasia; SWE, shear wave elastography.
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Strain elastography that utilizes external stimuli is the most difficult elastography
technique to reproduce. Stiffness quantifications with this method are subjective since
the same level of compression is tricky to reproduce between different operators [14].
Moreover, the excess of compression applied by the operator usually produces artifacts
that result in erroneous measurements [14,15]. The choice of regions of interest can also be
subject to variability [16].

Contrary to strain elastography, SWE does not necessitate extrinsic stress, and thereby
reduces intraobserver variability. In 5 patients of their cohort, Chauvet et al. obtained
an excellent intraclass correlation coefficient (ICC = 0.99) for intraobserver repetition and
reproduction. Regarding interobserver reproducibility, they reported good ICC for both
repetition (ICC = 0.96) and reproduction (ICC = 0.93) [8]. In a pediatric cohort with
healthy volunteers and patients with intracranial pathology, El-Ali et al. reported that
SWE measurements were reproducible in both groups [17]. Further studies assessing
interoperator reliability by ICC or Cohen’s kappa are required to answer this question.

In our study, stiffness maps were recorded only after dural opening. Nonetheless,
further works could study differences between SWE conducted on the same region of
interest before and after dural opening. Indeed, it would be of interest to know if a
cerebrospinal-fluid leak affects tissue elasticity. Theoretically, changes in brain pulsatility
could slightly modify SWE measurements, but should not affect the stiffness ratio.

4.2. SWE Safety

No side effects related to intraoperative ultrasonography were reported in our series.
In particular, SWE acquisition and analysis took little more than 10 min and were not
associated with an increased postoperative-infection rate. SWE has been used in other
organ surgeries for several years now without any associated adverse events [18], and is
validated by international recommendations for adult patients [16,19–23]. Although there
is no evidence for its safety on infants and children [24], preliminary animal data suggest
that SWE in the newborn brain is free of harm [25,26]. A very recent work demonstrated
that when the brain of a newborn mouse was exposed to elastography for at least a 10 min
period, the gene expression of synaptic function was temporarily altered, but learning and
memory were preserved in adulthood [27].

In conclusion, to date, no risks were identified in studies achieved on the basis of the
“as low as reasonably achievable” (ALARA) rule [28].

4.3. SWE in the Intraoperative Ultrasound Technique Armamentarium

Although previous studies suggested interest in B-mode to detect FCDs [29–31], B-
mode enabled us to identify the dysplastic area in only a minority of cases. Our findings
and the literature showed that SWE is more sensitive than B-mode is for the intraoperative
detection of FCDs.

Strain elastography is an alternative elastography method that is relatively insensitive to
brain anisotropy, while shear waves propagate within a homogeneous parenchyma [14,32–35].
Some authors argued that, because of these technical differences, strain elastography has higher
spatial resolution compared to that of SWE, allowing for better contrast resolution and the
definition of FCD components [13]. Nevertheless, whatever the used method, elastography
cannot precisely define FCD boundaries.

Lastly, contrast-enhancement ultrasound, which requires microbubble injection with
ultrasound delivery, is currently under evaluation, so its use is limited to research works [13].

4.4. SWE Compared to Other Intraoperative Tools

Compared to intraoperative conventional neuronavigation systems, SWE is not im-
pacted by brain shift, which can make it difficult to accurately locate FCD within the
brain [36]. Recently navigated 3D ultrasound systems could address this major issue [37,38].
Electrocorticography may also help to identify the epileptogenic focus by detecting abnor-
mal electrical activity [39]. However, in deep-seated FCDs, electrocorticography hardly
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detects paroxysmal activity. Intraoperative MRI improves the degree of FCD resection and
postoperative seizure outcome [40], but does not provide a spatial resolution as good as that
of preoperative images, and is useless in MRI-negative patients. Given the characteristics
of these different intraoperative techniques and our findings, the combination between
SWE and neuronavigation is complementary and useful in FCD surgery guidance.

4.5. Future Perspectives

In our experience and to date, SWE is not helpful in assessing the completeness of FCD
resection. The presence of air, blood clots, or inflammation is associated with artefacts that
preclude the reliable assessment of the operative site when looking for residual dysplastic
tissue [25]. Future technical developments should be added to rectify this phenomenon.

As stated above, SWE is not suitable for deep-seated epileptogenic lesions (e.g., mesial
temporal-lobe epilepsy) because depth reduces shear-wave spread. In the near future,
probe miniaturization and shear-wave field enhancement should allow for significant
advances for the elastographic exploration of deep-seated lesions [41–43].

Overall, with the advancement of computing technologies and ongoing improvements
of elastography imaging devices, SWE is expected to resolve current weaknesses of conven-
tional ultrasound. It would definitely be more helpful in accurately discriminating the FCD
from the surrounding normal cortex and in precising FCD boundaries [25]. Although the
intraoperative use of SWE in epilepsy surgery has only just been established, experimental
laboratory work and initial clinical experiences are very hopeful.

4.6. Study Limitations

Our study presents some limitations. First, it is a single-center study with a small
sample of patients and retrospective design, while data were prospectively acquired.
Second, the interobserver reproducibility of the intraoperative ultrasound measurements
was not assessed. However, our work confirmed preliminary results showing the potential
contribution of SWE to FCD surgery, and paves the way to larger studies. Lastly, we could
not correlate cytological and architectural abnormalities of FCD with SWE findings.

5. Conclusions

This study underscores the role of SWE as an efficient tool for the intraoperative
detection of FCDs. Future technical developments should allow for optimizing intraoper-
ative surgical-cavity evaluation from the perspective of complete FCD resection. Larger
multicenter studies are required to confirm these findings and to investigate whether
intraoperative SWE guidance can reach better seizure outcomes.

Author Contributions: Conceptualization, B.M.; methodology, B.M.; validation, B.M., A.C. and S.C.;
formal analysis, B.M.; investigation, B.M.; resources, B.M. and S.C.; data curation, B.M.; writing—
original-draft preparation, B.M.; writing—review and editing, A.C. and S.C.; supervision, S.C. All
authors have read and agreed to the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: The database is registered with the Commission Nationale
de l’Informatique et des Libertés. In accordance with the ethical standards of our hospital’s institu-
tional review board, the Committee for the Protection of Human Subjects, and French law.

Informed Consent Statement: Written informed consent was not needed for demographic, physio-
logical and hospital-outcome data analyses because this observational study did not modify existing
diagnostic or therapeutic strategies; however, patients were informed of their inclusion in the study.

Data Availability Statement: Anonymized data will be shared on request from any qualified inves-
tigator.



J. Clin. Med. 2021, 10, 1049 9 of 10

Acknowledgments: The authors thank the Fonds d’Etudes et de Recherche du Corps Médical
of Assistance Publique—Hôpitaux de Paris (FERCM-APHP) and the Laboratoire de Recherche
en Technologies Chirurgicales Avancées (LRTCA) of the Department of Neurosurgery, La Pitié-
Salpêtrière University Hospital.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Falco-Walter, J. Epilepsy-Definition, Classification, Pathophysiology, and Epidemiology. Semin. Neurol. 2020. [CrossRef]
2. Hauptman, J.S.; Mathern, G.W. Surgical Treatment of Epilepsy Associated with Cortical Dysplasia: 2012 Update. Epilepsia 2012,

53 (Suppl. 4), 98–104. [CrossRef] [PubMed]
3. Taylor, D.C.; Falconer, M.A.; Bruton, C.J.; Corsellis, J.A. Focal Dysplasia of the Cerebral Cortex in Epilepsy. J. Neurol. Neurosurg.

Psychiatry 1971, 34, 369–387. [CrossRef]
4. Tahta, A.; Turgut, M. Focal Cortical Dysplasia: Etiology, Epileptogenesis, Classification, Clinical Presentation, Imaging, and

Management. Childs Nerv. Syst. 2020. [CrossRef] [PubMed]
5. Xue, Y.; Yao, S.; Li, X.; Zhang, H. Value of Shear Wave Elastography in Discriminating Malignant and Benign Breast Lesions: A

Meta-Analysis. Medicine 2017, 96, e7412. [CrossRef] [PubMed]
6. Taljanovic, M.S.; Gimber, L.H.; Becker, G.W.; Latt, L.D.; Klauser, A.S.; Melville, D.M.; Gao, L.; Witte, R.S. Shear-Wave Elastography:

Basic Physics and Musculoskeletal Applications. Radiographics 2017, 37, 855–870. [CrossRef] [PubMed]
7. Chan, H.W.; Pressler, R.; Uff, C.; Gunny, R.; St Piers, K.; Cross, H.; Bamber, J.; Dorward, N.; Harkness, W.; Chakraborty, A. A

Novel Technique of Detecting MRI-Negative Lesion in Focal Symptomatic Epilepsy: Intraoperative ShearWave Elastography.
Epilepsia 2014, 55, e30–e33. [CrossRef] [PubMed]

8. Chauvet, D.; Imbault, M.; Capelle, L.; Demene, C.; Mossad, M.; Karachi, C.; Boch, A.-L.; Gennisson, J.-L.; Tanter, M. In Vivo
Measurement of Brain Tumor Elasticity Using Intraoperative Shear Wave Elastography. Ultraschall. Med. 2016, 37, 584–590.
[CrossRef] [PubMed]

9. Prada, F.; Del Bene, M.; Rampini, A.; Mattei, L.; Casali, C.; Vetrano, I.G.; Gennari, A.G.; Sdao, S.; Saini, M.; Sconfienza, L.M.; et al.
Intraoperative Strain Elastosonography in Brain Tumor Surgery. Oper. Neurosurg. 2019, 17, 227–236. [CrossRef]

10. Cepeda, S.; Barrena, C.; Arrese, I.; Fernandez-Pérez, G.; Sarabia, R. Intraoperative Ultrasonographic Elastography: A Semi-
Quantitative Analysis of Brain Tumor Elasticity Patterns and Peritumoral Region. World Neurosurg. 2020, 135, e258–e270.
[CrossRef] [PubMed]

11. Mathon, B.; Amelot, A.; Carpentier, A.; Clemenceau, S. Intraoperative Real-Time Guidance Using ShearWave Elastography for
Epilepsy Surgery. Seizure 2019, 71, 24–27. [CrossRef]

12. Wieser, H.G.; Blume, W.T.; Fish, D.; Goldensohn, E.; Hufnagel, A.; King, D.; Sperling, M.R.; Lüders, H.; Pedley, T.A.; Commission
on Neurosurgery of the International League Against Epilepsy (ILAE) ILAE Commission Report. Proposal for a New Classification
of Outcome with Respect to Epileptic Seizures Following Epilepsy Surgery. Epilepsia 2001, 42, 282–286. [CrossRef] [PubMed]

13. Prada, F.; Gennari, A.G.; Quaia, E.; D’Incerti, L.; de Curtis, M.; DiMeco, F.; Tringali, G. Advanced Intraoperative Ultrasound
(IoUS) Techniques in Focal Cortical Dysplasia (FCD) Surgery: A Preliminary Experience on a Case Series. Clin. Neurol. Neurosurg.
2020, 198, 106188. [CrossRef] [PubMed]

14. Sigrist, R.M.S.; Liau, J.; Kaffas, A.E.; Chammas, M.C.; Willmann, J.K. Ultrasound Elastography: Review of Techniques and Clinical
Applications. Theranostics 2017, 7, 1303–1329. [CrossRef] [PubMed]

15. Selbekk, T.; Brekken, R.; Indergaard, M.; Solheim, O.; Unsgård, G. Comparison of Contrast in Brightness Mode and Strain
Ultrasonography of Glial Brain Tumours. BMC Med. Imaging 2012, 12, 11. [CrossRef]

16. Ferraioli, G.; Filice, C.; Castera, L.; Choi, B.I.; Sporea, I.; Wilson, S.R.; Cosgrove, D.; Dietrich, C.F.; Amy, D.; Bamber, J.C.; et al.
WFUMB Guidelines and Recommendations for Clinical Use of Ultrasound Elastography: Part 3: Liver. Ultrasound Med. Biol.
2015, 41, 1161–1179. [CrossRef] [PubMed]

17. El-Ali, A.M.; Subramanian, S.; Krofchik, L.M.; Kephart, M.C.; Squires, J.H. Feasibility and Reproducibility of Shear Wave
Elastography in Pediatric Cranial Ultrasound. Pediatr. Radiol. 2020, 50, 990–996. [CrossRef]

18. Friedrich-Rust, M.; Schoelzel, F.; Linzbach, S.; Bojunga, J.; Zeuzem, S.; Seeger, F. Safety of Transient Elastography in Patients with
Implanted Cardiac Rhythm Devices. Dig. Liver Dis. 2017, 49, 314–316. [CrossRef] [PubMed]

19. Barr, R.G.; Cosgrove, D.; Brock, M.; Cantisani, V.; Correas, J.M.; Postema, A.W.; Salomon, G.; Tsutsumi, M.; Xu, H.-X.; Dietrich,
C.F. WFUMB Guidelines and Recommendations on the Clinical Use of Ultrasound Elastography: Part 5. Prostate. Ultrasound
Med. Biol. 2017, 43, 27–48. [CrossRef]

20. Barr, R.G.; Nakashima, K.; Amy, D.; Cosgrove, D.; Farrokh, A.; Schafer, F.; Bamber, J.C.; Castera, L.; Choi, B.I.; Chou, Y.-H.; et al.
WFUMB Guidelines and Recommendations for Clinical Use of Ultrasound Elastography: Part 2: Breast. Ultrasound Med. Biol.
2015, 41, 1148–1160. [CrossRef]

21. Cosgrove, D.; Barr, R.; Bojunga, J.; Cantisani, V.; Chammas, M.C.; Dighe, M.; Vinayak, S.; Xu, J.-M.; Dietrich, C.F. WFUMB
Guidelines and Recommendations on the Clinical Use of Ultrasound Elastography: Part 4. Thyroid. Ultrasound Med. Biol. 2017,
43, 4–26. [CrossRef]

22. Ferraioli, G. Review of Liver Elastography Guidelines. J. Ultrasound Med. 2019, 38, 9–14. [CrossRef] [PubMed]

http://doi.org/10.1055/s-0040-1718719
http://doi.org/10.1111/j.1528-1167.2012.03619.x
http://www.ncbi.nlm.nih.gov/pubmed/22946727
http://doi.org/10.1136/jnnp.34.4.369
http://doi.org/10.1007/s00381-020-04851-9
http://www.ncbi.nlm.nih.gov/pubmed/32766946
http://doi.org/10.1097/MD.0000000000007412
http://www.ncbi.nlm.nih.gov/pubmed/29049174
http://doi.org/10.1148/rg.2017160116
http://www.ncbi.nlm.nih.gov/pubmed/28493799
http://doi.org/10.1111/epi.12562
http://www.ncbi.nlm.nih.gov/pubmed/24588306
http://doi.org/10.1055/s-0034-1399152
http://www.ncbi.nlm.nih.gov/pubmed/25876221
http://doi.org/10.1093/ons/opy323
http://doi.org/10.1016/j.wneu.2019.11.133
http://www.ncbi.nlm.nih.gov/pubmed/31790843
http://doi.org/10.1016/j.seizure.2019.06.001
http://doi.org/10.1046/j.1528-1157.2001.4220282.x
http://www.ncbi.nlm.nih.gov/pubmed/11240604
http://doi.org/10.1016/j.clineuro.2020.106188
http://www.ncbi.nlm.nih.gov/pubmed/32956988
http://doi.org/10.7150/thno.18650
http://www.ncbi.nlm.nih.gov/pubmed/28435467
http://doi.org/10.1186/1471-2342-12-11
http://doi.org/10.1016/j.ultrasmedbio.2015.03.007
http://www.ncbi.nlm.nih.gov/pubmed/25800942
http://doi.org/10.1007/s00247-019-04592-1
http://doi.org/10.1016/j.dld.2016.11.005
http://www.ncbi.nlm.nih.gov/pubmed/27908579
http://doi.org/10.1016/j.ultrasmedbio.2016.06.020
http://doi.org/10.1016/j.ultrasmedbio.2015.03.008
http://doi.org/10.1016/j.ultrasmedbio.2016.06.022
http://doi.org/10.1002/jum.14856
http://www.ncbi.nlm.nih.gov/pubmed/30444274


J. Clin. Med. 2021, 10, 1049 10 of 10

23. Ferraioli, G.; Wong, V.W.-S.; Castera, L.; Berzigotti, A.; Sporea, I.; Dietrich, C.F.; Choi, B.I.; Wilson, S.R.; Kudo, M.; Barr, R.G.
Liver Ultrasound Elastography: An Update to the World Federation for Ultrasound in Medicine and Biology Guidelines and
Recommendations. Ultrasound Med. Biol. 2018, 44, 2419–2440. [CrossRef] [PubMed]

24. Fowlkes, J.B. Safety Considerations for Shear-Wave Elastography of the Infant Brain. Pediatr. Radiol. 2020, 50, 905–906. [CrossRef]
[PubMed]

25. Liao, J.; Yang, H.; Yu, J.; Liang, X.; Chen, Z. Progress in the Application of Ultrasound Elastography for Brain Diseases. J.
Ultrasound Med. 2020, 39, 2093–2104. [CrossRef] [PubMed]

26. Li, C.; Zhang, C.; Li, J.; Cao, X.; Song, D. An Experimental Study of the Potential Biological Effects Associated with 2-D Shear
Wave Elastography on the Neonatal Brain. Ultrasound Med. Biol. 2016, 42, 1551–1559. [CrossRef] [PubMed]

27. Zhang, C.; Li, N.; Li, C.; Li, J. A Safety Study of the Effects of 2-Dimensional Shear Wave Elastography on Synaptic Morphologic
Characteristics and Function in the Hippocampus of Neonatal Mice. J. Ultrasound Med. 2021, 40, 163–173. [CrossRef] [PubMed]

28. Toms, D.A. The Mechanical Index, Ultrasound Practices, and the ALARA Principle. J. Ultrasound Med. 2006, 25, 561–562.
[CrossRef]

29. Prada, F.; Gennari, A.G.; Del Bene, M.; Bono, B.C.; Quaia, E.; D’Incerti, L.; Villani, F.; Didato, G.; Tringali, G.; DiMeco, F.
Intraoperative Ultrasonography (IoUS) Characteristics of Focal Cortical Dysplasia (FCD) Type II b. Seizure 2019, 69, 80–86.
[CrossRef] [PubMed]

30. Miller, D.; Knake, S.; Menzler, K.; Krakow, K.; Rosenow, F.; Sure, U. Intraoperative Ultrasound in Malformations of Cortical
Development. Ultraschall. Med. 2011, 32 (Suppl. 2), E69–E74. [CrossRef] [PubMed]

31. Tringali, G.; Bono, B.; Dones, I.; Cordella, R.; Didato, G.; Villani, F.; Prada, F. Multimodal Approach for Radical Excision
of Focal Cortical Dysplasia by Combining Advanced Magnetic Resonance Imaging Data to Intraoperative Ultrasound, Elec-
trocorticography, and Cortical Stimulation: A Preliminary Experience. World Neurosurg. 2018, 113, e738–e746. [CrossRef]
[PubMed]
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