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ARTICLE INFO ABSTRACT

Article history: Objective: The purpose of this study was to evaluate the relation between cognitive performance and white
Received 13 October 2017 matter (WM) integrity in patients with temporal lobe epilepsy (TLE) with mesial temporal sclerosis (MTS).
Revised 30 November 2017

Methods: We included 26 patients with TLE (10 right, 16 left onset) as well as 24 healthy controls matched for
age, gender, and years of education. In addition to quantitative hippocampal volume and transverse relaxation
(T2) evaluation, whole-brain WM was analyzed using fractional anisotropy (FA) maps, derived from the diffu-
sion tensor model. Average FA values were obtained from 38 regions of interest (ROI) of the main WM fascicles
using an atlas-based approach. All subjects underwent extensive coFignitive assessments, Wechsler Adult Intel-
ligence Scale (WAIS-IV) and Wechsler Memory Scale (WMS-IV). Fractional anisotropy was correlated with neu-
ropsychological scores, and group effects were evaluated. Finally, patients were clustered based on their
cognitive performance to evaluate if clinical and structural variables relate to specific cognitive profiles.
Results: Patients had differential alterations in the integrity of the WM dependent on seizure laterality and
presence of hippocampal sclerosis. Patients with TLE showed, on average, lower scores in most of the cognitive
assessments. Correlations between cognition and WM followed specific trajectories per group with TLE, particu-
larly in Left-TLE, in which we found a marked association between cognitive abilities and WM abnormalities.
Cluster analysis of cognitive performance revealed three cognitive profiles, which were associated with the
degree and spread of WM abnormalities.
Significance: White matter diffusion characteristics differ between patients, particularly in relation to seizure
laterality and hippocampal damage. Moreover, WM abnormalities are associated with cognitive performance. The
extent of WM alterations leads to disrupted cerebral intercommunication and therefore negatively affects cognition.
© 2017 Elsevier Inc. All rights reserved.
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1. Introduction set of tissue abnormalities related to neuronal death and gliosis in the
affected hippocampus, amygdala, and entorhinal cortex [2]. This lesion
is commonly observed on conventional magnetic resonance imaging
(MRI) as decreased volume and T2 hyperintensity of the hippocampus
and, when present unilaterally, is prognostic of good outcome following
surgical treatment [3].

Seizures are generated in the epileptogenic temporal lobe, but brain
abnormalities in patients with TLE are not restricted to this lobe. Diffusion

Temporal lobe epilepsy (TLE) is the most common of all focal epilep-
sies [1]. Many patients show mesial temporal sclerosis (MTS), a specific

Abbreviations: TLE, Temporal lobe epilepsy; MTS, Mesial temporal sclerosis; MRI,
Magnetic resonance imaging; DWI, diffusion weighted imaging; DTI, Diffusion tensor
imaging; MD, Mean diffusivity; FA, fractional anisotropy; TBSS, Tract-Based Spatial

Statistics; L-TLE, Left temporal lobe epilepsy; R-TLE, Right temporal lobe epilepsy; AMI,
Auditory memory index; VMI, visual memory index; VWMI, visual working memory
index; IMI, immediate memory index; DMI, delayed memory index; 1Q, full scale intelli-
gence quotient; VCI, verbal comprehension index; WMI, working memory index; PSI, pro-
cessing speed index; PRI, perceptual reasoning index; ROI, region of interest; AED,
antiepileptic drug.
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MR, particularly using diffusion tensor imaging (DTI) [4], has repeatedly
shown white matter (WM) diffusion abnormalities within and beyond
the affected temporal lobe [5] that are thought to reflect damage of the
microstructural architecture of WM fascicles [6]. Moreover, these abnor-
malities are greater when MTS is present [7-9]. Although WM changes
could be secondary to ongoing seizures, it is unknown if they antecede
the diagnosis or could serve as a predisposing factor.
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Cognitive impairment is common in patients with TLE [10]. Given
the crucial role that hippocampus plays in memory consolidation, it is
not surprising that patients with TLE often report memory problems,
with verbal memory deficiencies commonly associated with left-
hemisphere TLE (L-TLE) and nonverbal memory deficits occurring
more often in right-hemisphere TLE (R-TLE) [11]. However, nearly a
third of all patients with TLE exhibit cognitive deficits in domains not
typically associated with the temporal lobe, such as executive function
and processing speed [12].

Cognitive functions rely on the orchestrated activity of multiple cor-
tical and subcortical regions interconnected by WM. Previous studies
have demonstrated a relation between performance in specific cogni-
tive tasks and WM diffusion metrics in several WM bundles [13-16].
However, most studies have either focused on memory and language
functions or have not investigated whether TLE lateralization or the
presence of MTS independently modulate cognitive performance and
WM characteristics. To address these shortcomings, we performed full
cognitive assessments and DTI evaluations of patients with TLE with
and without MTS.

We hypothesized that if cognitive performance relies on the
proper communication of different brain areas, then WM diffusion ab-
normalities should be related to cognitive deficits in patients with TLE.
Furthermore, such correlations might be modulated by epileptic focus
localization and the presence of MTS. We performed an automated
analysis of WM diffusion characteristics and correlated these metrics
with scores derived from extensive neuropsychological assessment,
factoring for clinical characteristics. Finally, cognitive scores were used
to subdivide patients to identify the structural and clinical characteris-
tics that are particular to specific cognitive profiles.

2. Methods
2.1. Participants

The Ethics Committee of the Institute of Neurobiology approved the
project, and all participants provided signed informed consent. We
included 26 patients with medically refractory TLE and 24 healthy
controls. All participants were adults, Spanish speakers, right-handed,
and had an overall IQ greater than 69 points. They did not have any
contraindications for the use of MRI

Patients with TLE were recruited between 2012 and 2015 from
outpatient clinics and were diagnosed by certified neurologists
based on the criteria of the International League Against Epilepsy
(ILAE). We excluded patients whose current drug therapy is associated
with reversible cognitive deficits (i.e., barbiturates, benzodiazepines, or
topiramate). We also excluded patients with psychiatric or neurological
comorbidities or with MRI findings other than MTS. Patients with TLE
were subclassified into two groups according to semiology, clinical fea-
tures, interictal electroencephalography recordings, and neuroimaging
findings, into R-TLE (n = 10) and L-TLE (n = 16; for MTS classification
see Supplementary material).

2.2. Cognitive assessments

All participants completed the Wechsler Adult Intelligence Scale
(WAIS-1V) and Wechsler Memory Scale (WMS-IV). These tests evaluate
the cognitive domains recommended by the ILAE Neuropsychology
Task Force. The WMS-IV consists of seven subtests and derives in five
indices that evaluate memory performance: auditory memory index
(AMI), visual memory index (VMI), visual working memory index
(VWMI), immediate memory index (IMI), and delayed memory
index (DMI). The WAIS-IV has fifteen tests and estimates four cognitive
spheres whose average is the full scale IQ: verbal comprehension index
(VCI), working memory index (WMI), processing speed index (PSI), and
perceptual reasoning index (PRI). All reported indices are normalized
based on a Mexican population and adjusted by age and education level.

2.3. MRI acquisition

All MRIs were obtained with a 3 T Philips Achieva TX scanner, using
a 32-channel head coil. T1-weighted volumes (3D-SPGR (three-dimen-
sional spoiled gradient echo); TR: Repetition time/TE: Echo time =
8.1/3.7 ms, flip angle = 8°) had a resolution of 1 x 1 x 1 mm>.
Diffusion-weighted images (DWI) were obtained using echo-planar im-
aging (EPI) with resolution of 2 x 2 x 2 mm? (TR/TE = 11.86/64.3 ms);
these images were acquired sensitized to diffusion in 60 directions with
b = 2000 s/mm?, and one b = 0 s/mm? volume. To correct geometric
distortions, an additional non-DWI volume was obtained with reversed
phase encoding polarity with respect to the full DWI data set.
A multiecho acquisition (TE1/TEspacing = 15/15 ms; 8 spin-echoes,
resolution = 0.5 x 0.5 x 2 mm?>) was acquired with an oblique orienta-
tion perpendicular to the antero-posterior axis of the hippocampus.
Additionally, we collected functional images that are not discussed
here. Total scan time was approximately 1 h.

24. T1 processing

Hippocampal volumes were derived from segmentation of the T1
volumes using a patch-based method [17], as implemented in volbrain
(http://volbrain.upv.es/). Anatomical T1-weighed volumes and associ-
ated labels were nonlinearly registered to the corresponding T2 and
DWI. Hippocampal volume (Vol) was expressed as the percentage of
total brain volume.

2.5. Diffusion imaging processing

The off-resonance field was estimated from a pair of volumes with
reversed phase encoding, and used to correct geometric distortions in
the full DWI data set using fsI's tools (v.5.0.6, FMRIB, http://fsl.fmrib.
ox.ac.uk). Diffusion gradient vectors were rotated accordingly. The ten-
sor model was fitted to the corrected DWI data sets, and diagonalized to
obtain fractional anisotropy (FA) and mean diffusivity (MD) maps.

2.5.1. Tract-Based Spatial Statistics (TBSS)

Each FA map was coregistered via nonlinear transformations to a
custom unbiased FA template derived from all subjects. Registered FA
maps were averaged to create a skeleton of the common WM structures.
This WM skeleton was thresholded (FA > 0.2), and data at each voxel
within it were populated from each subject’s maximum FA value within
a search region perpendicular to the direction of the skeleton [18]. The
Johns Hopkins University White Matter (JHU-WM) template [19] was
registered to our FA template and was used to obtain each subject's av-
erage FA values within 38 regions of interest (ROI).

2.6. T2 processing

A single exponential decay model was fitted to the multiecho images
for each voxel to estimate T2. To minimize partial volume averaging
of tissue and cerebrospinal fluid (CSF), individual T2 maps were
thresholded using a value defined as the mean + 2 standard deviations
of all voxels havinga T2 <2s.

2.7. Statistical analysis

To test for differences between groups in clinical and neuro-
phychometric variables, ANOVA tests were used followed by Tukey
post hoc correction. The TBSS analyses were used to compare FA values
of each group with TLE to healthy controls using Student's t-tests
corrected for multiple comparisons by threshold-free cluster enhance-
ment permutation analysis [20]. Pearson's correlation coefficient
(r) was used to evaluate relations between cognitive test scores and
FA derived from the 38 ROIs; correlations showing r between —0.5
and 0.5 were discarded. To test for interactions (i.e., whether the
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Group factor modulates correlations between cognitive performance
and FA values), we used an analysis of covariance corrected for multiple
tests (Pecorr = P/ (38 WM regions x 10 psychometric test)).

2.8. Cognitive profiling

We performed a cluster analysis using z-scores based on controls
of all cognitive metrics. The classification was performed using Ward's
hierarchical method with squared Euclidean distance dissimilarity
between patients with TLE [12]. All statistical analyses were carried
out using R (version 3.2.1).

3. Results
3.1. Clinical data

There were no statistically significant differences between groups
in the distribution of age, gender, or years of studies. All subgroups
with TLE had similar clinical characteristics (Table 1). Mesial temporal
sclerosis was identified in 8/10 patients with R-TLE and in 7/16 patients
with L-TLE. Patients with MTS showed reduced volume and increased
T2 and MD of the ipsilateral hippocampus (Supplementary Table 1).

3.2. Cognitive evaluations

Control subjects performed adequately for their age and years of
education. In contrast, patients with TLE had lower cognitive performance
(Fig. 1). Patients with R-TLE had significantly decreased scores in all cog-
nitive tests. Patients with L-TLE showed deficits in intelligence quotient,
verbal comprehension, processing speed, and working, immediate and
delayed memory. No differences were found between patients with TLE
(see Supplementary Table 1 for cognitive scores for subgroups with TLE).

3.3. Clinical and psychometric interactions

We searched for linear relations between clinical variables and indi-
ces of cognitive performance, as well as their interactions with the

Table 1
Sample characteristics.
Controls R-TLE L-TLE
n=24 n=10 n=16
a) Clinical characteristics
Age (years) 320 (125) 291 (15.1) 308 (9.8)
Gender F17 M7 F6 M4 F10 M6
Years of education 133 (23) 119 (2.7) 131 (3.1)
Onset (years) 9.4 (6.1) 152 (11.2)
Duration (years) 205 (18.9) 156 (10.2)
Seizures per month 4.7 (9.6) 3 (3.3)
Number of AEDs 1.7 (1.0) 1.6 (0.6)
b) History
Traumatic brain injury 50% 45%
Family history of epilepsy 30% 56%
Trigger identification 70% 69%
¢) Mesial temporal sclerosis
8 (80%) 7 (47%)
d) Hippocampal evaluation
Left hippocampus ~ Vol% 0.28  (0.02) 0.28 0.03) 0.26 0.05)

( (
T2 1315 (42) 1372 (6.6)" 1393 (8.6)"
MD 079 (0.03) 083 (0.02)" 084 (0.06)"
Right hippocampus Vol% 0.29  (0.03) 0.24 (0.04)*-§ 029 (0.03)
T2 1285 (5.1) 1389 (105)" 1338 (3.8)"
( (

MD 079 (0.02) 087 (0.07)"*§ 082 (0.05)

Clinical features. Data are presented as mean (standard deviation). TLE: Temporal lobe
epilepsy, F: female, M: male, AEDs: antiepileptic drugs. Volume is expressed as percentage
of total brain volume. T2: Quantitative transverse relaxation (ms), MD: Mean diffusivity
(x1073 mm?/s). No significant differences were found between groups with R-TLE and
L-TLE. *p < 0.05, **p < 0.005, ***p < 0.001; ¥TLE + MTS vs TLEnl, *TLE vs Control.
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Fig. 1. Cognitive evaluations. Boxplot of the cognitive scores presented as z-scores based
on the control group. TLE vs Control: *p < 0.05, *p < 0.005, *p < 0.001. No differences
between groups with TLE were found. WAIS: IQ-intelligence quotient, VCI-verbal
comprehension index, PRI-perceptual reasoning index, PSI-processing speed index,
WMI-working memory index. WMS: AMI-auditory memory index, VMI-visual memory
index, VWM-visual working memory index, IMI-immediate memory index, DMI-
delayed memory index.

Group factor. Years of education, in particular, showed a strong interac-
tion with the Group factor (Supplementary Table 2). Although scores of
the cognitive tests are corrected by educational level, we found relations
between this variable and intelligent quotient, verbal comprehension,
perceptual reasoning, processing speed, working memory, and visual
memory in patients with L-TLE. In patients with R-TLE, years of educa-
tion showed a positive slope with respect with processing speed (un-
corrected-p = 0.01). Other linear regressions were not statistically
significant in either group. Presence of MTS did not modulate these
correlations.

3.4. WM diffusion characteristics

While we found no difference in FA values between groups with TLE,
comparisons with respect to controls revealed patterns specific to each
group with TLE. Groups with Left- and Right-TLE have multilobar reduc-
tions of FA compared with controls (Fig. 2.a,b), but changes were more
extensive in R-TLE, which had a higher prevalence of MTS (Table 1.b and
Supplementary Table 1). In the subgroup analysis, R-TLE patients with
MTS had the most extended reductions of diffusion anisotropy through-
out the brain (Supplementary Fig. 1).

3.5. Correlations between cognitive evaluations and WM diffusion
characteristics

Average FA values from within 38 anatomical ROI were correlated
with cognitive evaluation scores (Fig. 3). Full-scale intelligence
quotient, being a summary of other indices, was not analyzed.

Healthy volunteers have linear correlations (r ~ 0.6, uncorrected-
p < 0.05) between verbal comprehension, processing speed, and
working memory, with several left and right structures (Fig. 3.a). After
correction for multiple comparisons, only the correlation between
working memory and posterior thalamic radiation remains as significant.

Patients with L-TLE (n = 16; 7 with MTS) showed the largest num-
ber of correlations among all groups (Fig. 3.b), and patterns differed in
relation to MTS (Supplementary Fig. 2). Most of these correlations
were positive, except those seen in the left posterior thalamic radiation
in both subgroups with L-TLE. In all patients with L-TLE, positive corre-
lations between FA and most of the cognitive scores were seen in left
and right anterior corona radiata, left internal capsule, left and right
superior corona radiata, left and right external capsule, and inferior
fronto-occipital fasciculus (Fig. 3.b). Voxel-wise analyses confirmed
these correlations (Supplementary Figs. 3 and 4).

Patients with R-TLE (n = 10; 8 with MTS) showed positive correla-
tions between diverse WM regions such as left superior and right poste-
rior corona radiata, right posterior limb of internal capsule, and right



R. Rodriguez-Cruces et al. / Epilepsy & Behavior 79 (2018) 138-145

141

<0.001

Pa303.4402 anjea-d

0.05

Fig. 2. White matter abnormalities. Tract-Based Spatial Statistics (TBSS) of the areas with significantly reduced FA compared with controls for the different groups with TLE. The green area
shows the analyzed regions. Significant FA differences (corrected for multiple comparisons) are shown in warm colors. (For interpretation of the references to color in this figure legend,

the reader is referred to the web version of this article.)

uncinate fasciculus, and different cognitive indices mainly related to
memory (working, visual, and immediate).

3.6. Relation between FA and cognitive performance modulated by group

Interaction analyses (ANCOVA, corrected for multiple compari-
sons) showed that among R-TLE, L-TLE, and Controls, only the patients
with L-TLE have significant regressions between neuropsychometric
scores and diffusion characteristics of WM structures (pcorr < 0.05).
In L-TLE, the change in FA of the left anterior corona radiata, right
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superior corona radiata, and left external capsule has a positive rela-
tion with the WMI score. A similar relation was seen in patients with
L-TLE between FA of the left external capsule and processing speed
(Fig. 4). These relations remained significant after regressing out
years of education.

3.7. Cluster analysis of cognitive abilities

We found three clusters of patients derived from cognitive perfor-
mance scores. Cluster 1 had all cognitive scores within 2 standard
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Fig. 3. Correlations between white matter and cognitive assessments. Pearson correlation coefficient was used to reveal relations between cognitive scores (columns) and FA of the white
matter ROIs (rows). Only the correlations with an uncorrected p < 0.05 are shown. Correlations with a Bonferroni-corrected p < 0.05 are marked with a black square. Diamonds represent a
significant group-effect interaction. (For interpretation of the references to color in this figure legend, the reader is referred to the web version of this article.)
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Fig. 4. Group dependent modulations. Only the group with L-TLE showed significant positive correlations between neuropsychometric assessment and white matter diffusion anisotropy
in specific structures. White matter regions shown here are identified as diamonds in Fig. 3b, and represent a significant interaction effect with corrected p < 0.01.

deviations of the mean of controls (n = 8). Cluster 2 had decreased patients. Patients in the least cognitively altered group (Cluster 1) have
1Q and WMI (n = 14). Cluster 3 showed impairment across domains the most years of education, and oldest age at epilepsy onset. The

(n = 4; Fig. 5.a-b). Temporal lobe epilepsy lateralization was homoge- laterality of TLE, seizures per month, number of AED, or other clinical fea-
neously distributed between clusters. tures were not different between clusters (Supplementary Table 3).
Cluster 3 was characterized by the lowest average of years of educa- Fractional anisotropy values from WM ROI were transformed to

tion, epilepsy onset at younger age, and hippocampal sclerosis in all z-scores based on controls (Fig. 5.c-left). Cluster 3 had lower z-scores
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Fig. 5. Cluster analysis. Patients with TLE were grouped based on their psychometric assessment z-scores based on controls. a) Heatmap and dendrogram of the three groups classified
across the neuropsychometric indices. b) Plots of the three clusters show each patient as a line. The different psychometric scores of the WAIS and WMS are shown on the x-axis and
the corresponding z-score on the y-axis (horizontal black lines indicate the mean and =+ 2 standard deviations of the controls). ¢) Visualization of the FA as z-scores of 38 white matter
ROIs. Left bars indicate the average score of each ROI per cognitive cluster coded by color. Right bars show the percentage of subjects per ROI with FA z-values lower than — 2.
Abbreviations of cognitive scores in panel a) are the same as in Fig. 1; abbreviations of white matter structures in panel c) are the same as in Fig. 4. (For interpretation of the
references to color in this figure legend, the reader is referred to the web version of this article.)
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in regions related with associative and commissural fascicles and is the
only cluster of patients having structures with FA z-values lower than
—2 (Fig. 5.d). Cluster 2 had higher scores than Cluster 3 but a similar
pattern. Cluster 1 was the most similar to controls in all ROIs. Bilateral
hippocampal volume was lower in Cluster 3 than in the other groups
(Fig. 5.d). The percentage of subjects per group with WM structures
with FA values below two standard deviations from controls was
highest in Cluster 3 (15.79%), followed by Cluster 2 (11.65%) and Cluster
1 (4.28%) (Fig. 5.c-right).

4. Discussion

We evaluated how cognitive performance is modulated by micro-
structural characteristics of WM in patients with TLE. Using an auto-
mated whole-brain approach to evaluate diffusion anisotropy as a
proxy for WM micro-architecture, we found extensive abnormalities
in patients with TLE that are related to cognitive performance. While
patients with R-TLE had more severe diffusion abnormalities, only
patients with L-TLE showed positive correlations between WM charac-
teristics and cognitive performance. The presence of MTS was indicative
of more profound diffusion abnormalities and cognitive deficits in
patients with TLE. Moreover, clustering of patients based on their psy-
chometric assessment showed that decreased cognitive performance
is associated with an increased load of WM diffusion alterations.

Cognitive deficits have long been known to occur in patients with
TLE [10,21]. Interestingly, not all patients with TLE exhibit the same
kind of cognitive abnormalities. A previous study showed that nearly
half of patients with TLE studied had normal cognitive performance,
while 24% showed isolated memory impairment, and 29% presented
deficits across cognitive domains [12]. The patients we studied were
classified into the same three cognitive profiles as in said study, with
memory-specific deficits being the most common profile seen in our
cohort (Cluster 2, Fig. 5). Proportional gray matter atrophy has been
associated with these cognitive profiles [22]. In line with these reports,
we found a proportional relation between the severity of cognitive
disabilities and WM abnormalities (Fig. 5). The degree of hippocampal
atrophy (but not seizure laterality) markedly influenced the resulting
cognitive profiles.

White matter is paramount for the integration of cortico-cortical
networks that underlie cognitive functions [23]. Several fascicles
throughout the brain have consistently shown diffusion abnormalities
in patients with TLE [5,6]. Reductions of FA and increased MD are the
most commonly found diffusion changes, and generally assumed to cor-
respond to axonal loss and myelin abnormalities. White matter directly
underneath the cortex has shown similar diffusion anomalies that are
independent of cortical thinning, but mediated through hippocampal
sclerosis [24]. Similar to other groups [8,9], we found FA reductions in
the corpus callosum and bilaterally in the internal and external capsules,
corona radiata, cingulum, and temporal WM. These abnormalities were
not related to hemispheric lateralization of TLE. There have been con-
flicting reports on the effect of seizure laterality on diffusion metrics
[25-27]. Although often bilateral, reductions of FA are more marked
in the ipsilateral lobe, while increased MD appears to be bilateral, and
abnormalities gradually diminish as tracts extend away from the epilep-
togenic temporal lobe [28]. Presence of MTS has been linked with more
severe diffusion abnormalities, as compared with patients with TLE with
normal imaging. In our sample of patients with L-TLE, those with asso-
ciated MTS had more reductions of diffusion anisotropy in the frontal
and temporal lobes, ipsilateral to seizure focus, than patients without
MTS. Unfortunately, as we did not have a large enough group of patients
with R-TLE without MTS, we could not ascertain whether this pattern is
true regardless of seizure laterality, yet previous reports support this
hypothesis [7-9].

Similar to controls, patients with R-TLE showed few correlations
between WM characteristics and cognitive abilities, and none were
significant after correction for multiple comparisons. Since patients

with R-TLE showed more profound cognitive deficits, a “floor effect”
might be responsible for the lack of correlations with diffusion metrics
in this group. In contrast, correlations of this kind were plentiful in the
group with L-TLE, and seven specific correlations were significant after
strict correction for multiple comparisons. Interaction with group effect
was significant, providing further evidence of the different trajectories
of correlations in patients with L-TLE. These correlations did not occur
randomly, but were seen in three specific WM structures: left anterior
corona radiata, external capsule, and right superior corona radiata. Dif-
fusion anisotropy of these structures correlated with nearly all cognitive
performance scores, and consistently with WML It has been reported
that patients with L-TLE have more working memory deficits [29], yet
we found a larger variability of working memory performance in
patients with L-TLE, while patients with R-TLE showed consistently
lower scores (Fig. 4). This type of memory relies on a bilateral fronto-
parietal cortical network that is supported mainly by the superior longi-
tudinal fasciculus (SLF) and the cingulum [30]. While we found no
correlations specifically between FA of the SLF and working memory,
the anterior and superior portions of the corona radiata demonstrated
clear correlations between these two metrics. The latter structure
contains a large proportion of association fibers that are integral to the
fronto-parietal network involved in working memory. The superior por-
tion of the corona radiata is typically considered as consisting mainly of
projection fibers; however, as evaluated through the tensor model, this
structure may also contain other fiber systems [31]. We projected the
WM skeleton voxels that intersect with the ROI for the superior corona
radiata back to each patient with L-TLE's native space and found that
roughly 10% of all voxels had directions of main diffusivity running
anterior to posterior (i.e., compatible with the SLF), around a third had
left-right main diffusivity (i.e., corpus callosum), and the rest were
compatible with projection fibers. Despite the heterogeneity of this
structure, diffusion metrics of both the anterior and superior portions
of the corona radiata have been related to attentional abilities, which
is tightly associated with working memory and other executive func-
tions [32]. The diffusion abnormalities we demonstrate, in addition to
previous reports of reduced FA of the SLF [33], likely disrupt the cortical
network involved in working memory in TLE [30,33].

Reduced diffusion anisotropy of the uncinate fasciculus has been as-
sociated with deficits in immediate and delayed memory [14]. In our co-
hort, diffusion anisotropy of the left uncinate fasciculus did not show
significant correlations after correction for multiple comparisons. At
an uncorrected level, we found a correlation only for visual working
memory in patients with L-TLE. Closer inspection showed that patients
with L-TLE with hippocampal sclerosis were driving this correlation,
with a similar significant correlation found for the contralateral
structure. The left anterior corona radiata and external capsule, and
the right superior corona radiata, were closely associated with working
memory in our patients, with the last structure also being associated
with immediate memory. Except for the right anterior limb of the exter-
nal capsule, delayed memory was associated with diffusion anisotropy
of the same structures related to working memory in patients with
L-TLE. Finally, auditory memory was tightly associated with the left
external capsule, and (at an uncorrected level) with structures similar
to those described for working memory. Previous studies have reported
similar associations between delayed memory and diffusion metrics of
the uncinate, inferior fronto-occipital and arcuate fasciculi, and the tem-
poral portion of the cingulum [13,34]. The fornix, being the WM struc-
ture most closely related to the hippocampus, is of particular interest
but, unfortunately, difficult to evaluate with the methods used herein.
Despite this limitation, the left hemisphere structure showed an associ-
ation with processing speed and visual working memory in patients
with L-TLE (uncorrected). Fractional anisotropy of this tract has
been shown to correlate with memory [15]. Immediate verbal and non-
verbal memory has been associated with diffusion properties of the
parahippocampal cingulum in patients with TLE [35]. While the cingu-
lum generally shows reduced FA in these patients [5], only patients
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with L-TLE showed an (uncorrected) association between the ipsilateral
cingulum and immediate memory and processing speed.

Processing speed was correlated with FA of the left external capsule
only in patients with L-TLE. This cognitive score correlated with anisot-
ropy of the majority of structures that also correlated with working
memory, which included many association fascicles. The similarity of
the patterns of correlations is likely due to the tight interdependence
of many executive functions (and working memory) with processing
speed. Executive functions are correlated with diffusion metrics of asso-
ciation tracts [36]. However, while said study found that these associa-
tions are present in control subjects and disrupted in patients with
TLE, we found that the correlation between processing speed and FA
of the external capsule was only significant for patients with L-TLE.
Verbal abilities have been shown to correlate with diffusion anisotropy
of the arcuate, uncinate, and inferior fronto-occipital fasciculi in patients
with TLE, but not in controls [ 16,34]. We, however, did not find a pattern
of left-hemispheric abnormalities being linked with verbal deficits.

Several factors can independently cause WM damage [37]. In the
case of focal epilepsy, Vaughan et al. have proposed that a predisposing
factor (in addition to a precipitating insult) may induce abnormalities
of the WM associated with the epileptogenic structure, while ongoing
seizures elicit further WM damage in a centrifugal fashion, and the neg-
ative effects of medication or repeated generalized seizures result in dis-
tributed WM abnormalities [38]. In our cohort of patients with TLE,
those with most profound and distributed cognitive deficits and diffu-
sion abnormalities (i.e., Cluster 3) all presented MTS, although their
seizure frequency was not different, on average, to patients with mini-
mal or selective cognitive deficits (Clusters 1 and 2). Disease duration
was similar between patients classified as Clusters 2 and 3, yet the latter
group (albeit small in size) was composed of patients with onset at an
early age. The clinical and demographical characteristics of the patients
included in our study, as well as their patterns of WM abnormalities, are
supportive of the multifactorial WM damage hypothesis outlined above.

It is difficult to disentangle the many factors that influence cognitive
abilities and, in the case of epilepsy, these are further compounded by
neuro-psychiatric comorbidities and social and psychological consider-
ations, as well as the effects of medication and ongoing seizures [38].
The causal direction of gray and white matter abnormalities and clinical
characteristics of patients with TLE has also been difficult to identify, yet
the progressive nature of brain changes in patients with ongoing
seizures is suggestive of a progressive condition with consequences on
cognitive performance [39]. Longitudinal cognitive evaluations have re-
vealed that only a subset of patients with TLE (~20%) show progressive
cognitive decline [40], and these patients also showed reduced cogni-
tive abilities at baseline, and gray and white matter atrophy, as com-
pared with patients who did not show progressive cognitive decline
over a 4-year interval. Our data shows that different cognitive profiles
are associated with varying degree of WM abnormalities and provides
further avenues for prediction of cognitive decline.

Some factors potentially limit the generalizability of our findings.
As compared with most studies of patients with TLE, which include
patients referred for presurgical evaluation, our patients were largely
recruited from ambulatory clinics. This is reflected in the relatively
smaller proportion of patients with MTS (58%), as compared with the
prevalence of MTS seen in tertiary care centers, which can exceed 75%
[3]. In line with the characteristics of this population, and although
great efforts were undertaken to identify TLE laterality and MTS, there
is lack of nonequivocal evidence of seizure laterality and hippocampal
pathology. While we excluded patients who were using antiepileptic
drugs (AED) that are known to hamper cognitive performance, there
was considerable heterogeneity in the type and number of AED that
patients were taking, as well as in the degree of seizure control. Overall
sample size is relatively small, particularly when considering subgroups
of patients and, unfortunately, we could not recruit enough patients
with R-TLE without MTS to do a full evaluation of the differential effect
of the presence of hippocampal sclerosis. The tensor model is known to

have important methodological limitations, particularly in regions of
fiber crossings, and our analytical methods (TBSS and ROIs) limit the
evaluations to small areas of the brain. This analytical method was
chosen, however, as we expect better replicability of our findings by
using a standardized analytical pipeline.

5. Conclusion

Our results are indicative that the often reported widespread WM
diffusion abnormalities are associated with cognitive impairment and
that the degree and extent of said abnormalities are related to perfor-
mance in patients with TLE. Understanding the mechanisms that drive
the different cognitive phenotypes seen in patients with TLE will lead
to better prognosis of cognitive decline and prompt referral of patients
at risk.

Disclosure

None of the authors has any conflicts of interest to disclose.

Ethical publication statement

We confirm that we have read the Journal's position on issues in-
volved in ethical publication and we affirm that this report is consistent
with those guidelines.

Acknowledgments

We sincerely thank the patients and their families, as well as our
control subjects, for their willingness to participate, the medical special-
ists who helped us with their recruitment, and the clinical personnel at
the National Laboratory for magnetic resonance imaging. We are grate-
ful to Juan Ortiz-Retana, Erick Pasaye, Leopoldo Gonzalez-Santos, Luis
Octavio Jiménez-Valverde, and Ana Elena Rosas-Carrera for assistance
during data acquisition and analysis. We also thank Daniel Atilano,
Diego A. Manjarrez-Gardufio, and Elizabeth Gonzalez-Olvera for helping
in cognitive evaluations. We are grateful to Jessica Gonzalez-Norris
for proofreading and editing. This study was funded by a grant from
the Mexican Council of Science and Technology (CONACYT 181508)
and from UNAM-DGAPA (IB201712). Ratl Rodriguez-Cruces is a
doctoral student from Programa de Doctorado en Ciencias Biomédicas,
Universidad Nacional Auténoma de México (UNAM) and received fel-
lowship 329866 from CONACYT. Imaging was performed at the National
Laboratory for magnetic resonance imaging, which has received funding
from CONACYT (232676, 251216 and 280283).

Appendix A. Supplementary data

Supplementary data to this article can be found online at https://doi.
org/10.1016/j.yebeh.2017.11.040.

References

[1] Téllez-Zenteno JF, Herndndez-Ronquillo L. A review of the epidemiology of temporal
lobe epilepsy. Epilepsy Res Treat 2012;2012:630853.

[2] Thom M. Review: hippocampal sclerosis in epilepsy: a neuropathology review.
Neuropathol Appl Neurobiol 2014;40:520-43.

[3] Clusmann H, Schramm ], Kral T, Helmstaedter C, Ostertun B, Fimmers R, et al.
Prognostic factors and outcome after different types of resection for temporal lobe
epilepsy. ] Neurosurg 2002;97:1131-41.

[4] Pierpaoli C, Jezzard P, Basser PJ, Barnett A, Di Chiro G. Diffusion tensor MR imaging of
the human brain. Radiology 1996;201:637-48.

[5] Otte WM, van Eijsden P, Sander JW, Duncan JS, Dijkhuizen RM, Braun KPJ. A meta-
analysis of white matter changes in temporal lobe epilepsy as studied with diffusion
tensor imaging. Epilepsia 2012;53:659-67.

[6] Rodriguez-Cruces R, Concha L. White matter in temporal lobe epilepsy: clinico-
pathological correlates of water diffusion abnormalities. Quant Imaging Med Surg
2015;5:264-78.


https://doi.org/10.1016/j.yebeh.2017.11.040
https://doi.org/10.1016/j.yebeh.2017.11.040
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0005
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0005
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0010
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0010
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0015
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0015
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0015
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0020
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0020
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0025
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0025
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0025
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0030
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0030
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0030

R. Rodriguez-Cruces et al. / Epilepsy & Behavior 79 (2018) 138-145 145

[7] Concha L, Beaulieu C, Collins DL, Gross DW. White-matter diffusion abnormalities
in temporal-lobe epilepsy with and without mesial temporal sclerosis. ] Neurol
Neurosurg Psychiatry 2009;80:312-9.

[8] Liu M, Concha L, Lebel C, Beaulieu C, Gross DW. Mesial temporal sclerosis is linked
with more widespread white matter changes in temporal lobe epilepsy. Neuroimage
Clin 2012;1:99-105.

[9] Scanlon C, Mueller SG, Cheong I, Hartig M, Weiner MW, Laxer KD. Grey and white
matter abnormalities in temporal lobe epilepsy with and without mesial temporal
sclerosis. ] Neurol 2013;260:2320-9.

[10] Bell B, Lin J], Seidenberg M, Hermann B. The neurobiology of cognitive disorders in
temporal lobe epilepsy. Nat Rev Neurol 2011;7:154-64. https://doi.org/10.1038/
nrneurol.2011.3.

[11] Kim H, Yi S, Son EI, Kim J. Differential effects of left versus right mesial temporal lobe
epilepsy on Wechsler intelligence factors. Neuropsychology 2003;17:556-65.

[12] Hermann B, Seidenberg M, Lee E-], Chan F, Rutecki P. Cognitive phenotypes in
temporal lobe epilepsy. ] Int Neuropsychol Soc 2007;13:12-20.

[13] Riley JD, Franklin DL, Choi V, Kim RC, Binder DK, Cramer SC, et al. Altered white
matter integrity in temporal lobe epilepsy: association with cognitive and clinical
profiles. Epilepsia 2010;51:536-45.

[14] Diehl B, Busch RM, Duncan ]S, Piao Z, Tkach J, Liiders HO. Abnormalities in diffusion
tensor imaging of the uncinate fasciculus relate to reduced memory in temporal lobe
epilepsy. Epilepsia 2008;49:1409-18.

[15] Alexander RPD, Concha L, Snyder TJ, Beaulieu C, Gross DW. Correlations between
limbic white matter and cognitive function in temporal-lobe epilepsy, preliminary
findings. Front Aging Neurosci 2014;6(142):2.

[16] McDonald CR, Leyden KM, Hagler D], Kucukboyaci NE, Kemmotsu N, Tecoma ES,
et al. White matter microstructure complements morphometry for predicting verbal
memory in epilepsy. Cortex 2014;58:139-50.

[17] Manjén ]V, Coupé P. volBrain: an online MRI brain volumetry system. Front
Neuroinform 2016;10:30. https://doi.org/10.3389/fninf.2016.00030.

[18] Smith SM, Jenkinson M, Johansen-Berg H, Rueckert D, Nichols TE, Mackay CE, et al.
Tract-based spatial statistics: voxelwise analysis of multi-subject diffusion data.
Neuroimage 2006;31:1487-505.

[19] Oishi K, Zilles K, Amunts K, Faria A, Jiang H, Li X, et al. Human brain white matter
atlas: identification and assignment of common anatomical structures in superficial
white matter. Neuroimage 2008;43:447-57. https://doi.org/10.1016/j.neuroimage.
2008.07.009.

[20] Winkler AM, Ridgway GR, Webster MA, Smith SM, Nichols TE. Permutation infer-
ence for the general linear model. Neuroimage 2014;92:381-97.

[21] Hermann BP, Seidenberg M, Schoenfeld |, Davies K. Neuropsychological characteris-
tics of the syndrome of mesial temporal lobe epilepsy. Arch Neurol 1997;54:369-76.

[22] Dabbs K, Jones |, Seidenberg M, Hermann B. Neuroanatomical correlates of cognitive
phenotypes in temporal lobe epilepsy. Epilepsy Behav 2009;15:445-51.

[23] Cremers LGM, de Groot M, Hofman A, Krestin GP, van der Lugt A, Niessen WJ, et al.
Altered tract-specific white matter microstructure is related to poorer cognitive
performance: the Rotterdam study. Neurobiol Aging 2016;39:108-17.

[24] Liu M, Bernhardt BC, Hong S-J, Caldairou B, Bernasconi A, Bernasconi N. The superfi-
cial white matter in temporal lobe epilepsy: a key link between structural and func-
tional network disruptions. Brain 2016;139:2431-40.

[25] Ahmadi ME, Hagler DJ, McDonald CR, Tecoma ES, Iragui VJ, Dale AM, et al. Side
matters: diffusion tensor imaging tractography in left and right temporal lobe
epilepsy. AJNR Am ] Neuroradiol 2009;30:1740-7.

[26] Kemmotsu N, Girard HM, Bernhardt BC, Bonilha L, Lin J], Tecoma ES, et al. MRI
analysis in temporal lobe epilepsy: cortical thinning and white matter disruptions
are related to side of seizure onset. Epilepsia 2011;52:2257-66.

[27] Besson P, Dinkelacker V, Valabregue R, Thivard L, Leclerc X, Baulac M, et al. Structural
connectivity differences in left and right temporal lobe epilepsy. Neuroimage 2014;
100:135-44.

[28] ConchaL, Kim H, Bernasconi A, Bernhardt BC, Bernasconi N. Spatial patterns of water
diffusion along white matter tracts in temporal lobe epilepsy. Neurology 2012;79:
455-62.

[29] de SS Tudesco I, Vaz LJ, Mantoan MAS, Belzunces E, Noffs MH, Caboclo LOSF, et al.
Assessment of working memory in patients with mesial temporal lobe epilepsy
associated with unilateral hippocampal sclerosis. Epilepsy Behav 2010;18:223-8.

[30] Stretton J, Winston G, Sidhu M, Centeno M, Vollmar C, Bonelli S, et al. Neural corre-
lates of working memory in temporal lobe epilepsy—an fMRI study. Neuroimage
2012;60:1696-703.

[31] Beaulieu C, Plewes C, Paulson LA, Roy D, Snook L, Concha L, et al. Imaging brain
connectivity in children with diverse reading ability. Neuroimage 2005;25:1266-71.

[32] Stave EA, De Bellis MD, Hooper SR, Woolley DP, Chang SK, Chen SD. Dimensions of
attention associated with the microstructure of corona radiata white matter.
] Child Neurol 2017;32:458-66.

[33] Winston GP, Stretton ], Sidhu MK, Symms MR, Thompson PJ, Duncan JS. Structural
correlates of impaired working memory in hippocampal sclerosis. Epilepsia 2013;
54:1143-53.

[34] McDonald CR, Ahmadi ME, Hagler DJ, Tecoma ES, Iragui V], Gharapetian L, et al.
Diffusion tensor imaging correlates of memory and language impairments in tem-
poral lobe epilepsy. Neurology 2008;71:1869-76.

[35] Yogarajah M, Powell HWR, Parker GJM, Alexander DC, Thompson PJ, Symms MR,
et al. Tractography of the parahippocampal gyrus and material specific memory
impairment in unilateral temporal lobe epilepsy. Neuroimage 2008;40:1755-64.

[36] Kucukboyaci NE, Girard HM, Hagler DJ, Kuperman J, Tecoma ES, Iragui VJ, et al. Role
of frontotemporal fiber tract integrity in task-switching performance of healthy
controls and patients with temporal lobe epilepsy. J Int Neuropsychol Soc 2012;
18:57-67.

[37] Concha L. A macroscopic view of microstructure: using diffusion-weighted images
to infer damage, repair, and plasticity of white matter. Neuroscience 2014;276:
14-28.

[38] Vaughan DN, Raffelt D, Curwood E, Tsai M-H, Tournier J-D, Connelly A, et al. Tract-
specific atrophy in focal epilepsy: disease, genetics, or seizures? Ann Neurol 2017;
81:240-50.

[39] Seidenberg M, Pulsipher DT, Hermann B. Cognitive progression in epilepsy.
Neuropsychol Rev 2007;17:445-54.

[40] Hermann BP, Seidenberg M, Dow C, Jones ], Rutecki P, Bhattacharya A, et al. Cogni-
tive prognosis in chronic temporal lobe epilepsy. Ann Neurol 2006;60:80-7.


http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0035
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0035
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0035
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0040
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0040
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0040
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0045
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0045
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0045
https://doi.org/10.1038/nrneurol.2011.3
https://doi.org/10.1038/nrneurol.2011.3
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0055
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0055
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0060
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0060
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0065
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0065
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0065
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0070
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0070
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0070
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0075
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0075
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0075
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0080
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0080
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0080
https://doi.org/10.3389/fninf.2016.00030
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0090
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0090
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0090
https://doi.org/10.1016/j.neuroimage.2008.07.009
https://doi.org/10.1016/j.neuroimage.2008.07.009
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0100
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0100
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0105
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0105
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0110
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0110
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0115
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0115
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0115
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0120
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0120
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0120
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0125
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0125
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0125
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0130
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0130
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0130
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0135
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0135
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0135
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0140
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0140
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0140
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0145
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0145
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0145
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0150
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0150
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0150
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0155
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0155
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0160
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0160
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0160
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0165
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0165
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0165
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0170
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0170
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0170
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0175
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0175
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0175
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0180
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0180
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0180
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0180
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0185
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0185
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0185
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0190
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0190
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0190
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0195
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0195
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0200
http://refhub.elsevier.com/S1525-5050(17)30853-3/rf0200

	Association of white matter diffusion characteristics and cognitive deficits in temporal lobe epilepsy
	1. Introduction
	2. Methods
	2.1. Participants
	2.2. Cognitive assessments
	2.3. MRI acquisition
	2.4. T1 processing
	2.5. Diffusion imaging processing
	2.5.1. Tract-Based Spatial Statistics (TBSS)

	2.6. T2 processing
	2.7. Statistical analysis
	2.8. Cognitive profiling

	3. Results
	3.1. Clinical data
	3.2. Cognitive evaluations
	3.3. Clinical and psychometric interactions
	3.4. WM diffusion characteristics
	3.5. Correlations between cognitive evaluations and WM diffusion characteristics
	3.6. Relation between FA and cognitive performance modulated by group
	3.7. Cluster analysis of cognitive abilities

	4. Discussion
	5. Conclusion
	Disclosure
	Ethical publication statement
	Acknowledgments
	Appendix A. Supplementary data
	References


