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Abstract:	
Objec4ve:	To	compare	the	prognos@c	value	of	median	somatosensory	evoked	poten@als	(M-SSEP)	changes	in	
the	early	phase	of	supratentorial	infarc@on	and	hemorrhage.	
Material	and	methods:	This	study	includes	130	pa@ents	(mean	age	62+/-11.4	years,	43	women,	large	middle	
cerebral	artery	territory	infarc@on	in	36	pa@ents,	restricted/lacunar	in	55,	massive	supratentorial	hemorrhage	
in	10,	small/medium	size	hemorrhage	in	31).	M-SSEP	were	recorded	early	(0-7	days	in	ischemia,	0-21	days	in	
hemorrhage)	and	pa@ents	stra@fied	into	groups	with	absent,	abnormal,	normal	response.	Clinical	state	was	
determined	by	the	Medical	Research	Council	(MRC)	scale,	Barthel	Index	and	Rankin	score	and	followed	for	at	
least	6	months.	
Results:	Moderate	prognos@c	correla@on	was	established	between	N20-P25	amplitudes	(r=0.34,	p<0.05)	and	
N20-P25	amplitude	ra@o	(r=0.45,	p<0.01)	and	Barthel	Index	at	6	months	in	pa@ents	with	ischemic	stroke.	
Moderate	rela@onship	(r=-0.34,	p<0.05)	exists	also	between	N20-P25	ra@o	and	Rankin	score	at	6	months	in	
pa@ents	with	small/medium	size	hemorrhage.	In	large	infarc@ons	and	small/medium	size	cerebral	
hemorrhages	correla@ons	with	all	clinical	indices	of	outcome	are	weak.	In	massive	hemorrhage,	only	a	weak	
correla@on	(r=-0.19,	p<0.05)	between	amplitude	ra@o	and	Rankin	score	was	found.	The	combina@on	of	ini@al	
MRC	and	N20-P25	amplitude	ra@o	has	10%	(in	hemorrhage)	to	15%	(in	infarc@on)	greater	prognos@c	value	
(p<0.05)	than	ini@al	alone.	
Conclusions:	M-SSEP	have	independent	predic@ve	value	regarding	func@onal	recovery	in	ischemic	stroke	and	
small/medium	size	cerebral	hemorrhage.	Combined	assessment	of	ini@al	MRC	and	M-SSEP	substan@ally	
improves	prognosis	in	acute	stroke.	
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Abstract	
The	predic@ve	values	of	early	somatosensory	evoked	poten@als	(SSEPs)	for	the	func@onal	outcome	
aper	stroke	are	inves@gated.	Ninety-four	stroke	pa@ents	(mean	age:	61.2,	S.D.:	11.8)	with	CT	
confirmed	diagnoses	of	middle	cerebral	artery	(MCA)	infarc@on	in	71	and	supratentorial	intracerebral	
hemorrhage	in	23.	Median	and	@bial	SSEPs	were	recorded	within	3	days	of	onset.	SSEP	parameters	
were	compared	to	motor	(MRC)	and	func@onal	ability	(Barthel	index)	followed	up	at	1,	3,	6	and	12	
months.	Upper	limb	MRC	remains	the	strongest	single	predictor	of	func@onal	outcome,	determining	
54.3%	of	Barthel	index	value	at	12	months.	The	highest	predic@ve	value	among	SSEP	parameters	has	
N20-P25	amplitude	ra@o-34.5%.	Combined	applica@on	of	upper	limb	MRC	and	N20-P25	amplitude	
ra@o	provided	significantly	stronger	prognos@c	informa@on-66%.	Combined	assessment	of	SSEP	
parameters	and	muscle	power	in	acute	stroke	considerably	improves	predic@on	of	func@onal	
outcome.	
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Abstract	
Objec4ves:	To	inves@gate	the	prognos@c	value	of	median	somatosensory	evoked	poten@als	(mSSEP)	
within	the	"therapeu@c	window"	of	ischemic	stroke.	
Materials	and	methods:	Twenty-two	pa@ents	(mean	age	60.8	+/-	14.8	years)	with	first	ischemic	
stroke	in	middle	cerebral	artery	territory	without	contraindica@ons	for	thrombolysis	underwent	
mSSEP	inves@ga@on	within	3	hours	of	onset.	Stroke	topography	was	verified	within	48	hours	by	
computed	tomography.	M-SSEP	results	(presence,	amplitude	and	amplitude	ra@o,	latency	and	central	
conduc@on	@me)	were	compared	to	severity	of	motor	deficit	at	onset	and	to	recovery	at	6	months.	
Results:	M-SSEP	were	present	in	17	pa@ents,	7	of	whom	had	par@al	and	10--complete	motor	
recovery.	Absence	of	mSSEP	was	found	in	5	persons.	None	recovered	func@on	of	the	arm	and	only	2	
were	ambulatory	at	6	months.	
Conclusions:	In	the	earliest	phase	of	ischemic	stroke	absence	of	mSSEP	response	is	reliable	predictor	
of	poor	func@onal	outcome.	
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Abstract	
Objec4ve:	To	assess	the	predic@ve	value	of	median	somatosensory	evoked	poten@als	(SSEP)	
in	the	acute	phase	of	brain	infarc@on	or	hemorrhage	regarding	long-term	prognosis.	
Materials	and	methods:	Ninety-four	stroke	pa@ents	mean	age	61.2,	SD	11.8)	were	included.	
CT	confirmed	diagnoses	were:	cor@cal	middle	cerebral	artery	(MCA)	infarc@on	in	35;	
subcor@cal	MCA	11;	mixed	25.	By	size,	infarc@ons	were:	massive,	29;	restricted,	33;	and	
lacunar,	9.	The	number	of	pa@ents	with	thalamic	hemorrhage	was	8;	putamenal	
hemorrhage,	7;	other,	8.	All	pa@ents	presented	with	severe	hemiparesis	(54)	or	hemiplegia	
(40)	with	hemihipoesthesia	in	89	pa@ents.	Median	SSEP	were	recorded	early	(up	to	7th	day,	
mean	5.2	days,	SD	0.72).	SSEP	parameters	(presence/absence	of	SSEP,	absolute	and	rela@ve	
latency,	amplitude	of	early	waveforms)	were	compared	to	motor	(Medical	Research	Council	
scale)	and	func@onal	ability	(Barthel	index)	at	3	and	12	months	aper	stroke.	
Results:	Absolute	N20	amplitudes	and	amplitude	ra@o	evidenced	almost	similar	predic@ve	
values	that	reached	66.4%	at	12	months.	Combined	applica@on	of	N20	and	MRC	gains	
provided	significantly	stronger	prognos@c	informa@on	which	reached	72%.	
Conclusions:	Median	SSEP	parameters	may	serve	as	independent	predictors	of	outcome.	
Most	informa@ve	in	prognosis	in	the	early	stage	of	stroke	was	the	combined	assessment	of	
MRC	and	N20-P25	amplitude	ra@o.	
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Abstract	
Objec4ve:	To	assess	the	predic@ve	value	of	lower	limbs	somatosensory	evoked	poten@als	(SSEPs)	in	
the	acute	phase	of	stroke.	
Materials	and	methods:	94	stroke	pa@ents	(mean	age:	61.2;	S.D.:	11.8;	43	women)	were	included.	
Computed	tomography	confirmed	diagnosis	was	cor@cal	middle	cerebral	artery	(MCA)	infarc@on	in	
35,	subcor@cal	MCA	in	11,	and	mixed	in	25.	By	size,	infarc@ons	were	large	(29),	limited	(33),	and	
lacunar	(9).	Thalamic	haemorrhage	was	found	in	eight	pa@ents,	putaminal	in	seven,	small	capsular	in	
two,	massive	in	two	and	lobar	in	four	pa@ents.	All	pa@ents	presented	with	hemiparesis	(54)	or	
hemiplegia	(40),	pure	in	five	and	combined	with	hemihypesthesia	in	89.	Tibial	nerve	SSEPs	were	
recorded	early	in	the	course	of	the	disease	(up	to	third	day).	SSEP	parameters	(presence/absence	of	
SSEP,	absolute	P40	latency,	amplitude	and	amplitude	ra@o-affected/healthy	side	of	P40-N50)	were	
evaluated	and	compared	with	motor	ability	using	the	Medical	Research	Council	(MRC)	scale,	and	
daily	living	ac@vi@es	using	Barthel	index	(ADLB)	followed	for	3	months	aper	stroke.	Disability	was	
assessed	aper	the	Rankin	scale.	
Results:	The	absolute	amplitude	of	P40	has	moderately	strong	correla@on	with	Barthel	index	(r=0.63)	
and	nearly	moderate	(r=-0.46)	with	Rankin	scale	at	3	months.	P40	ra@o	exhibits	weaker	correla@ons	
with	clinical	outcome	parameters.	The	combina@on	of	SSEP	abnormali@es	and	MRC	has	stronger	
predic@ve	value	than	MRC	alone	(P<0.0001	vs	P<0.03).	
Conclusions:	Tibial	SSEP	inves@ga@on	early	in	stroke,	independently	or	combined	with	muscle	power	
assessment,	significantly	increases	prognos@c	capability.	
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Abstract	
Purpose:	In	diabe@c	pa@ents,	single-fiber	electromyography	(SFEMG)	is	open	abnormal	in	
the	limb	muscles	and	is	considered	unreliable	in	diagnosis	of	synap@c	disorders.	We	aimed	
to	compare	SFEMG	abnormali@es	of	frontalis	muscle	(FM)	and	extensor	digitorum	
communis	muscle	in	diabe@c	pa@ents	with	neuropathy	and	without	neuropathy.	
Methods:	S@mula@on	SFEMG	of	FM	and	extensor	digitorum	communis	muscle	was	
performed	in	matched	groups	of	30	diabe@c	pa@ents	with	neuropathy	and	20	diabe@c	
pa@ents	without	neuropathy.	
Results:	Single-fiber	electromyography	in	the	FM	was	abnormal	in	four	diabe@c	pa@ents	
with	neuropathy	and	in	one	diabe@c	pa@ent	without	neuropathy.	Changes	were	rather	mild.	
Extensor	digitorum	communis	abnormali@es	were	significantly	more	frequent-in	20	diabe@c	
pa@ents	with	neuropathy	and	in	7	diabe@c	pa@ents	without	neuropathy	(P	<	0.001).	We	
never	observed	a	pa@ent	with	abnormal	FM	but	normal	extensor	digitorum	communis	
muscle.	
Conclusions:	In	diabetes,	FM	exhibits	rare	and	quite	mild	SFEMG	changes.	This	muscle	may	
be	suitable	for	SFEMG	in	diabe@c	pa@ents	with	clinical	suspicion	for	synap@c	disorder.	

	

7.Al-Hashel	J,	Rashad	HM,	Rousseff	RT.	An	adult	pa@ent	with	ocular	myasthenia	and	
unusually	long	spontaneous	remission.	Case	Rep	Neurol	Med.	2014;2014:372769.	



doi:	10.1155/2014/372769.	ISSN:	2090-6668	(Print)	ISSN:	2090-6676	(Online)	Web	of	
Science	(ESCI),	60/3	=	20	

Abstract	
A	male	pa@ent	developed	ocular	myasthenia	gravis	(MG)	at	the	age	of	33.	He	was	an@-
acetylcholine	receptor	an@body	(an@-AChR	Ab)	nega@ve.	He	received	cholinesterase	blocker	
for	5	months	and	went	into	a	complete	clinical	remission	that	lasted	untreated	for	17	years.	
He	relapsed	recently	with	ocular	symptoms	only.	He	is	now	an@-AChR	Ab	posi@ve	and	
SFEMG	is	abnormal	in	a	facial	muscle.	The	pa@ent	is	controlled	with	steroids.	He	had	one	of	
the	longest	spontaneous	remissions	reported	in	the	natural	history	of	MG,	par@cularly	
unusual	for	an	adult	with	the	disease.	
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Abstract	
Jioer	aper	axonal	micros@mula@on	in	the	masseter	muscle	was	studied	in	30	consecu@ve	
pa@ents	(12	women)	with	myasthenia	gravis	(MG).	Pa@ents'	mean	age	was	42.3	(12-75),	
median	disease	dura@on	was	3	months	(1-72),	and	onset	was	ocular	(15	cases),	oculobulbar	
(7),	bulbar	(6),	or	generalized	(2).	There	were	23	newly-diagnosed	pa@ents.	Nine	cases	
developed	purely	ocular	MG	and	21	cases	developed	generalized	MG.	In	the	laoer	group,	
five	subjects	had	a	rapidly	progressive	course	and	16	subjects	had	stable	or	well-controlled	
disease	(MGFA	grade	2-3).	Six	pa@ents	did	not	have	circula@ng	an@-acetylcholine	receptor	
an@bodies.	Masseter	single-fiber	electromyography	(SFEMG)	was	abnormal	in	6	of	9	ocular	
MG	pa@ents	and	in	all	generalized	cases	(overall	sensi@vity	27	of	30	cases	or	90%;	
confidence	interval	79.3%-100.0%	at	P	=	0.95).	Masseter	should	be	considered	for	SFEMG	in	
diagnosis	of	MG,	especially	in	cases	with	bulbar	onset.	
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Abstract	
Nineteen	healthy	volunteers	(median	age,	25;	range,	18-51	years)	were	enrolled	in	a	study	to	
obtain	norma@ve	values	for	s@mulated	jioer	in	the	masseter	muscle.	Axonal	
micros@mula@on	was	performed	via	a	monopolar	needle	electrode	introduced	in	the	
masseter	2-2.5	cm	above	the	mandibular	angle	on	the	line	connec@ng	it	with	the	lateral	
canthus.	The	recording	single-fiber	electromyography	(SFEMG)	electrode	was	inserted	
anteriorly	in	the	twitching	area	of	the	muscle.	The	mean	consecu@ve	difference	(MCD)	
values	for	the	426	endplates	studied	followed	a	distribu@on	skewed	to	the	lep,	with	a	
minimum	value	of	4.3	micros,	maximal	44.7	micros,	and	a	maximum	of	distribu@on	at	11	
micros.	Mean	pooled	MCD	measured	16.0	micros,	and	the	mean	of	mean	MCD	per	study	
was	13.6	micros.	The	value	of	the	95th	upper	percen@le	for	an	individual	fiber	was	29.3	
micros.	We	suggest	an	upper	normal	limit	for	mean	MCD	per	study	of	21	micros	and	upper	
normal	limit	of	MCD	for	individual	fibers	of	30	micros.	The	s@mulated	jioer	study	of	
masseter	muscle	is	easy	and	reliable.	
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Abstract	
Background:	Op@c	neuri@s	is	a	common	manifesta@on	of	mul@ple	sclerosis	and	frequently	the	presen@ng	sign.	
The	diagnosis	of	MS	is	heavily	based	on	MRI	findings	but	the	laoer	is	rela@vely	insensi@ve	in	detec@ng	op@c	
nerve	lesions.	Iden@fica@on	of	op@c	nerve	lesion	using	ancillary	tools	such	spectral-domain	op@cal	coherence	
tomography	(SDOCT)	by	measuring	the	re@nal	nerve	fiber	layer	(RNFL)	and	ganglion	cell-inner	plexiform	layer	
(GCIPL),	and	visual-evoked	poten@als	latencies	(VEP)	may	facilitate	early	diagnosis	and	treatment	of	mul@ple	
sclerosis.	
Objec4ve:	To	determine	the	op@mal	of	SDOCT	measures	in	RFNL	and	GCIPL	and	the	VEP	latency	value	for	the	
iden@fica@on	of	a	prior	symptoma@c	op@c	nerve	lesion.	
Methods:	Thirty	pa@ents	with	diagnosed	clinically	with	op@c	neuri@s	and	fipy	healthy	control	subjects	were	
tested	with	SDOCT	and	VEP	and	the	sensi@vity,	specificity,	nega@ve	and	posi@ve	predic@ve	values	of	op@mal	
values	from	healthy	controls	and	op@c	neuri@s	pa@ents	were	determined	of	for	the	iden@fica@on	unilateral	
op@c	nerve	lesion.	
Results:	The	inter-eye	GCIPL	difference	of	3.5	µm	is	highly	sensi@ve	(100%)	and	specific	(98%)	in	iden@fying	
unilateral	op@c	nerve	lesion,	while	lowest	5th	percen@le	normal	GCIPL	threshold	values	of	71	µm	was	highly	
sensi@ve	(100%)	but	less	specific	(83.3%).	The	inter-eye	RNFL	difference	of	5.5	µm	had	a	sensi@vity	of	70%	and	
specificity	of	90%	in	iden@fying	op@c	nerve	lesion	while	the	lower	5th	percen@le	normal	RNFL	value	of	92.3	µm	
was	poorly	sensi@ve	(40%).	Finally,	the	95th	percen@le	normal	VEP	latency	of	104.50	milliseconds	had	
sensi@vity	of	80%	and	specificity	of	76%	in	iden@fying	op@c	nerve	lesion.	
Conclusions:	The	inter-eye	GCIPL	difference	is	a	powerful	index	for	iden@fying	unilateral	op@c	nerve	lesion,	
while	the	inter-eye	RNFL	difference	and	95th	percen@le	normal	VEP	latency	had	very	good	sensi@vity	and	
specificity.	These	measures	can	be	useful	in	the	evalua@on	of	the	first	demyelina@ng	event	of	MS	and	therefor	
can	facilitate	early	diagnosis	and	therapy.	
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Introduc@on:	We	assessed	the	yield	of	high-resolu@on	ultrasonography	(HRUS)	in	pa@ents	with	
clinically	definite	carpal	tunnel	syndrome	(CTS)	and	normal	nerve	conduc@on	studies	(NCS).	
Methods:	This	blinded,	prospec@ve,	cross-sec@onal	study	involved	35	pa@ents	(60	hands)	with	
clinically	definite	CTS	and	normal	NCS,	and	20	controls	(40	hands).	Cross-sec@onal	area	(CSAs)	of	the	
median	nerve	at	the	level	of	the	pisiform	bone	and	flexor	re@naculum	thickness	(FRT)	were	
measured.	
Results:	CSA	was	abnormal	in	48.6%	of	pa@ents	(confidence	interval	32.0-65.2%,	P	=	0.95).	FRT	was	
increased	in	only	34.3%	(18.3-49.7%),	but	was	independently	abnormal	in	2	pa@ents.	CSA	
abnormali@es	correlated	with	posi@ve	provoca@ve	tests	and	sensory	loss.	The	HRUS	changes	were	
mild.	
Conclusions:	HRUS	confirms	clinically	diagnosed	CTS	in	about	half	of	the	pa@ents	with	normal	NCS.	
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Abstract	
Neuropathies	caused	by	jellyfish	s@ngs	are	extremely	rare	and	poorly	studied.	A	20-year-old	female	
pa@ent	was	stung	on	the	volar	aspect	of	the	right	forearm	by	an	uniden@fied	species	of	jellyfish.	
Local	cutaneous	reac@on	was	followed	within	few	days	by	severe	median	mononeuropathy,	involving	
the	motor	and	sensory	branches	to	the	hand	and	forearm	but	sparing	the	palmar	branch.	The	pa@ent	
had	neuropathic	pain	relieved	by	pregabaline.	Electrodiagnos@c	studies	confirmed	a	demyelina@ng	
lesion.	Ultrasound	and	magne@c	resonance	imaging	of	the	median	nerve	revealed	uniform	swelling	
with	mild	uptake	of	contrast	along	the	forearm.	Within	2	months,	strength	improved	significantly,	
pain	subsided,	and	numbness	par@ally	resolved.	Literature	review	and	discussion	of	the	possible	
mechanisms	and	implica@ons	of	this	rare	effect	of	marine	animal	envenoma@on	is	presented.	
Jellyfish	s@ng	may	cause	focal	mononeuropathies	most	probably	because	of	the	local	effects	of	the	
toxins.	

	



5.	Al-Ajmi	A,	Rousseff	RT,	Khuraibet	AJ.	Iatrogenic	femoral	neuropathy:	two	cases	and	
literature	update.	J	Clin	Neuromuscul	Dis.	2010	Dec;12(2):66-75.	doi:	10.1097/
CND.0b013e3181f3dbe7.	PMID:	21386773.	

Iatrogenic	femoral	neuropathy	is	an	uncommon	surgical	or	obstetric	complica@on	that	may	be	
underreported.	It	results	from	compression,	stretch,	ischemia,	or	direct	trauma	of	the	nerve	
during	hip	arthroplasty,	self-retaining	retractor	use	in	pelvicoabdominal	surgery,	lithotomy	
posi@oning	for	anesthesia	or	labor,	and	other	more	rare	causes.	Decreasing	incidence	of	this	
complica@on	aper	abdominal	and	gynecologic	surgery	but	increase	in	its	absolute	numbers	aper	
hip	arthroplasty	has	emerged	over	the	last	decade.	We	describe	two	illustra@ve	cases	related	
respec@vely	to	lithotomy	posi@oning	and	self-retaining	retractor	use.	The	variability	in	clinical	
presenta@on	of	iatrogenic	femoral	nerve	lesions,	some	new	insights	in	their	diverse	
pathophysiology,	and	in	the	diagnos@c	and	treatment	op@ons	are	discussed	with	an	update	from	
the	literature.	

	



6.	Rousseff	RT,	Tzvetanov	P.	False	localising	levels	in	spinal	cord	compression.	
NeuroRehabilita@on	21	(2006)	219–222		

Abstract.	Objec@ve:	To	describe	three	cases	with	false	localising	levels	illustra@ng	the	
difficulty	in	clinical	diagnosis	of	spinal	cord	compression.	Pa@ents	and	methods:	Three	
pa@ents	(aged	53,	55	and	57	years)	developed	acute	(in	one)	and	subacute	(in	two)	spinal	
cord	syndrome	with	paraparesis,	bladder	symptoms	and	sensory	levels	sugges@ng	lower	
thoracic	or	higher	lumbar	involvement.		
Imaging	at	suspected	levels	was	normal.	Follow-up	inves@ga@ons	aper	a	significant	delay	
showed	compression	at	higher	levels	(up	to	11	segments).	Diagnoses	were	surgically	
verified.	In	one	pa@ent	who	died,	post	mortem	inves@ga@on	discloseed	a	caudally	situated	
artery	of	Adamkiewicz	and	absent	vicarious	vessels	at	T7–T8	that	are	usually	present	in	such	
cases.		
Conclusions:	The	well	known	but	rare	phenomenon	of	false	localizing	sensory	levels	in	spinal	
cord	syndromes	should	be	kept	in	mind.	Its	causes	can	lie	in	remote	higher	levels	of	
compressive	lesion	or	in	vascular	compromise	due	to	variants	of	the	blood	supply.	
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