
both groups continued to improve after the sixth week.
Also, the difference between the levodopa and non-
levodopa patients continued to remain more functional
than the nonlevodopa patients (see Figures 1 and 2).

■ COMMENTARY
Considerable differences mark levodopa compared to

the amphetamines, which exert their energy on behav-
ioral activity and, sometimes, accentuate athletic func-
tion. Dopamine, however, has cofunctions with the basal
ganglia as well as using about 1% of its function on
neosynephrine receptors. This novel report shows a
promising improvement for levodopa in cerebral func-
tion due to large strokes. The program needs to be dupli-
cated but would seem to have a promising future in
neuro-rehabilitation. —fred plum
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tee. Muscle Nerve. 2001;24:1236-1238; Muscle
Nerve. 2001;24:1239-1247.

What electrodiagnostic study
protocol is recommended to confirm

the presence of neuromuscular junc-
tionopathy? Searching the Medline Eng-
lish database through 1998 using keywords
including myasthenia gravis, Lambert
Eaton myasthenic syndrome, botulism, and
neuromuscular transmission and junction,
545 relevant articles were identified.
Review of these articles and their refer-
ences revealed 34 articles which met more
than 2 of 6 criteria. Specifically, 1) the
study was prospective; 2) a clinical diagno-
sis was made independent of the electrodi-
agnostic evaluation; 3) had detailed
descriptions of the electrodiagnostic evalu-
ation and 4) temperature were stated; and
5) proper reference values; and 6) criteria
for abnormal findings were clearly noted.
Based on these reports, the following rec-
ommendations are offered.

Repetitive nerve stimulation (RNS)
recording from an affected muscle is the

first step. For myasthenia, ensure that anticholinesterase
medication has not been taken for at least 12 hours,
stimulate at 2-5 Hz, perform baseline and immediate
postexercise repetitive stimulation and repeat at 1
minute intervals up to 5 minutes.  Maintain skin at 35°C
and look for a reproducible decrement of 10% compar-
ing first to fourth or fifth response in at least 1 muscle.
For Lambert Eaton myasthenic syndrome, although
there is no agreement on the minimum degree of incre-
ment needed, 100% increase in amplitude following
exercise or tetanic stimulation is preferred.

If RNS is normal, perform single fiber EMG
(SFEMG) in at least 1 affected muscle. If normal, repeat
in a second affected muscle. SFEMG is abnormal if
more than 10% of fiber pairs have abnormal jitter or
blocking, or if mean jitter exceeds published norms.
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Figure 1

Rivermead Motor Assessment Scores

Overall gain in motor function: 3 weeks (P < 0.004) and 6 weeks (P < 0.02).
Adapted from Figure 2 in Scheidtmann K, et al. Lancet. 2001;358:787-790.

Figure 2

Rivermead Motor Assessment Scores

Arm gain in motor function: 3 weeks (P < 0.015) and 6 weeks (P < 0.008).
Adapted from Figure 2 in Scheidtmann K, et al. Lancet. 2001;358:787-790.


