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Fig. 1 Surface EMG recording (A) and somatosensory evoked potential (SEP) waveforms (B) by electrical stimulation of tibial nerve.

A: After the electrical stimulation of tibial nerve at the right ankle, the activation occurred first in the T4 ICM (latency 132.3 ms), followed by
rostral propagation to the PEC MA]J (latency 138.5 ms) and SCM (latency 179.2 ms). Caudal propagation was also found to T6 ICM (latency
143.8 ms), T10RA (latency 143.8 ms), QF (latency 171.9 ms), and TA (latency 221.9 ms). The arrows indicate the onset of surface EMG bursts.
All EMG electrodes were placed on the right side. SCM; sternocleidomastoid muscle, PEC MAJ; pectoralis major muscle, T4 ICM; T4
intercostal muscle, T6 ICM; T6 intercostal muscle, T10 RA; T10 rectus abdominis, QF; quadriceps femoris, TA; tibialis anterior

B: SEP at three months later after the aseptic meningitis. By the electrical stimulation of both LTN and RTN, amplitude of P37-N45 was 14.3
and 11.7 pV in LTN and RTN electrical stimulation, respectively. These values were enlarged with respect to the previous literature. LTN; left

tibial nerve, RTN; right tibial nerve

C: SEPs at 45 months later from the aseptic meningitis. The waveforms, peak latencies and amplitudes by bilateral tibial nerve stimulations
were essentially reproducible compared with 45 months before. The amplitude of P37-N45 was 17.2 and 14.3 pV in LTN and RTN stimulation,

respectively. These values were enlarged.
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Fig. 2 Schematic hypothesis of the mechanism of the propriospinal myoclonus (PSM) with giant somatosensory evoked potential (SEPs) in

the presented patient.

The surface EMG pattern shows the generator of PSM can be at T4(%) spinal cord. This generator may produce excitatory signals

spontaneously, then it spreads to rostral and caudal side and activates other muscles sequentially. When PSM occurred by lower leg stimulation

such as patellar tendon reflex, the ascending neural signal can activate the generator and PSM appears. In both spontaneous and induced PSMs,

ascending neural signals may be produced in the patient’s daily life. The authors hypothesize that such daily ascending neural signal could

modulate the function of thalamus or S1 and consequently SEP amplitude becomes large in this case exclusively by the feet stimulation. S1;

primary sensory cortex, CS; central sulcus, Acc; accessory nerve.
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Abstract
A case of idiopathic propriospinal myoclonus accompanied by giant somatosensory evoked potential

Saki Hayashi, M.D." and Takekazu Ohi, M.D., Ph.D.V

b Department of Neurology, Uji Obaku Hospital

A 41-year-old man visited our clinic because of headache with fever, suggestive of aseptic meningitis. His headache
improved in a few days. His neurological examination showed positive jolt accentuation and myoclonus of the
thoracoabdominal muscles extending to extremities upon patellar tapping. His myoclonus had been occurring
spontaneously from early adolescence, especially in relaxed states such as drowsiness. The myoclonus was not triggered
by tactile, auditory, or visual stimulation. Polymyography revealed that the myoclonus originated around the T4 spinal
level and slowly propagated both upward and downward. These findings were indicative of spontaneous and reflex
propriospinal myoclonus (PSM). No abnormalities were seen on brain and spinal MRI. Furthermore, the amplitude of the
cortical component of the somatosensory evoked potential (SEP) after electrical stimulation of the tibial nerve was
enlarged bilaterally. It was speculated that the ascending signals from the myoclonus generator at T4 to S1 may have
modulated the excitability and inhibitory function of S1 in this patient. This report may be the first case of idiopathic
PSM accompanied by giant SEP.

(Rinsho Shinkeigaku (Clin Neurol) 2022;62:865-868)
Key words: idiopathic propriospinal myoclonus, giant somatosensory evoked potential, thoracic lesion






