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Multifocal Motor Neuropathy: Complementary Role of Ultrasound

Hae Joo Rha, MD, Jung Im Seok, MD, Sung Rok Lee, MD

Department of Neurology, Catholic University of Daegu School of Medicine, Daegu, Korea

Multifocal motor neuropathy (MMN) is an uncommon, asymmetric motor neuropathy. As MMN is a treatable disorder, its

differentiation from lower motor neuron disease is important. Evidence of conduction block (CB) or positive IgM anti-GM1

is considered one of important markers for the diagnosis. However, some patients with atypical MMN have no detectable CB

or anti-GM1 antibody. We experienced a case of MMN with focal nerve enlargement on ultrasound. Ultrasound can be a

valuable tool in supporting the diagnosis of MMN.
] Korean Neurol Assoc 36(2):119-121, 2018
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Table. Motor nerve conduction study findings

Motor nerve conduction study

Nerve (Rt/Lt) Stimulation site - —
TL Ccv Amplitude Duration
Median Wrist 2.97/2.71 19.6/22.9 6.09/6.20
Elbow 53.9/58.1 17.4%22.4 6.56/5.94
Axilla 52.8/65.5 11.0°21.9 6.67/5.89
Ulnar Wrist 2.66/2.40 14.3/19.8 6.67/5.78
Elbow 52.4°/57.8 14.0/17.8° 6.93/6.09
Axilla 42.4/40.3° 13.6/11.5° 7.03/7.66
Radial Forearm 1.93/1.51 12.2/12.9 7.45/7.14
Elbow 44.0°/48.0° 11.7/12.6 7.03/7.66
Axilla 60.5/77.3 9.9/11.7 7.60/7.60
Peroneal Ankle 4.22/4.43 15.2/9.6 5.78/6.88
Knee 48.4/45.1 14.2/8.7 6.04/7.45
Tibial Ankle 4.01/3.91 27.8/29.2 5.26/5.68
Popliteal 41.5/43.2 18.4/22.2 5.57/6.51
Rt; right, Lt; left, TL; terminal latency, CV; conduction velocity.
*Negative peak duration; °Abnormal values.
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Figure. Ultrasound image shows focal enlargement of median and

ulnar nerve (arrow). (A, B) The cross-sectional area (CSA) of right
(A) and left (B) median nerve at the wrist is normal. (C, D) The CSA
of right (C) median nerve at the forearm increases to 15.2 mm’and left
(D) median nerve is normal (5.9 mm’). (E, F) The CSA of right (E)
and left (F) median nerve at the upper arm is normal. (G, H) The CSA
of right (G) and left (H) ulnar nerve at the wrist is normal. (I, J) The
CSA of right (I) ulnar nerve at the elbow is normal (3.5 mm’), but left
(9 ulnar nerve increases to 11.1 mm’. (K, L) After treatment, the CSA
of right median nerve (K) at the forearm and left ulnar nerve (L) at the
elbow decrease to 8.3 and 4.7 mm’, respectively. t; tendon, c; carpal
bone, fds; flexor digitorum superficialis, fdp; flexor digitorum
profundus, b; brachial artery, br; brachialis, u; ulnar artery, me; medial
epicondyle.
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