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A Timely Return to Neurophysiology for Answers
Multiple Sclerosis remains the most common acquired 

neurodegenerative disease affecting young adults [1]. The cardinal 
feature of this condition is demyelinating inflammation of the central 
nervous system which is disseminated in time and space [2]. Prior to the 
advent of neuroimaging and its subsequent incorporation into modern 
diagnostic criteria [3], the ground-breaking work of Halliday et al. [4,5] 
in demonstrating increased latency of visual evoked potentials [VEP] 
in the setting of optic neuritis offered a valid technique for confirming 
second-site involvement in this condition.

The principle of demyelination causing slowed transmission and 
axonal loss leading to relatively reduced amplitudes of potentials 
evoked in a response time-locked to standardised stimuli [6] underpins 
the application of these techniques across a range of modalities.

This scientific rationale is directly supported by the established 
linear augmentation of saltatory axonal conduction velocity conferred by 
myelination observed in vitro and in vivo [7]. The large scale perturbation 
and slowing of peripheral nerve conduction in neuropathies similarly 
characterised by pathology of demyelination is also broadly familiar and 
frequently present with a diagnostic specificity [6].

Although human post-mortem studies [8-13] have yielded 
invaluable insight into the pathological cascades producing MS the 
direct nature of their relationship to electrophysiological disturbance 

in such tissue is less well established. However, application of near 
identical evoked potential paradigms to animal models of certain MS 
components, namely variants of Experimental Allergic Encephalitis in 
mice, has unequivocally demonstrated the tripartite interaction between 
morphology, electrophysiology and function [14-16]. Furthermore such 
models have elegantly and directly demonstrated the consequences of 
typical MS pathology on these properties and most recently, not only 
the neuro-preservant effects of some interventions [17,18] but the 
directly reparative and remyelinating effects of others [15,19]. Putting 
acknowledged caveats regarding the generalizability of animal models 
to the singularly human condition [20] of MS temporarily aside 
(including the undeniable difference in morphological scale betaween 
human and murine neural pathways [21]) the tight causal association 
between neurophysiology and clinical function seen with both disease 
and its positive response to intervention in the animal setting at the 
very least suggests promise for human investigations.

Although axonal loss is considered both a driver and determinant 
of disability in the progressive phase [12,13,22-25] of Multiple Sclerosis 
comparatively less focus has fallen on evoked potential amplitudes 
which are effectively a function of synchronous induced neural activity 
and hence neuronal numbers [6,26]. The dominant interest in latency, 
as a function principally of myelination both for clinical and research 
purposes is not however inappropriate.

Myelination is a reasonable principle target of investigation given 
a) demyelination is the hallmark feature of the disease pathologically 
[2,12,13], b) the primacy of demyelination in leading to secondary 
axonal degeneration [24,27], c) the appreciation that myelin contributes 
not only to conduction but also to invaluable trophic support of 
axons and their survival [28] and d) the amount, extent and pattern 
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Neurophysiological techniques have a long history of clinical and research use in the setting of Multiple Sclerosis. 
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of myelination is exquisitely ‘tuned’ to provide optimal function [21]. 
Far from being a binary, categorical or even ordinal property, where 
elicited EP latency offers a relatively continuous interval scaled system 
of quantification which offers classically accepted measurement 
attributes [29]. A discontinuity arises for both amplitude and latency 
when no response is provoked [30]. Such behaviour is not uncommonly 
encountered in neurophysiological practice in MS patients [31] and 
undeniably contributes to a ceiling effect but nonetheless does not 
preclude such findings from being properly informative.

This is supported by the use of a range of quantitative and semi-
qualitative EP rating systems which have been applied to recordings 
from MS patients [32-38]. The fine granularity of EP measurement is a 
major advantage over traditional clinical rating systems wherein despite 
a steady rate of decline compatible with other neurodegenerative 
conditions [39-46] individuals spend unequal periods at disability steps 
[40,44] owing to very arbitrary placement of albeit clinically relevant 
milestones.

This latter factor not only confers a statistically under-powering 
effect of recruiting individuals at certain levels of disability [40,44] 
[with a resultant bias against their participation] it also creates difficulty 
in attempting to validate candidate biomarkers with possibly superior 
measurement properties against ill-constructed and misapplied ordinal 
scales whose persistence as the regulatory ‘gold standard’ owes as much 
to simple familiarity as it does accepted tradition [47]. Moving toward 
more useful systems of measurement using the EDSS as a foundation 
is therefore calibration through ‘bootstrapping’ and inherently less 
ideal in contrast to the more scientifically familiar definition of metrics 
and units with the highest attainable precision as their internationally 
standardised basis.

In judging the utility of neurophysiological techniques to biologically 
mark functionally relevant disease related decline in Multiple Sclerosis 
we should not therefore expect perfect correlation with accepted 
ordinal outcome ratings even though moderate correlation should at 
least be present.

We might also anticipate a similar pattern of dynamic changes 
over time between clinical and neurophysiological status; whether 
contemporaneously or with the latter antecedent to the former, 
particularly if there is a genuine causal relationship between the two.

A final reasonable expectation would be that interventions able to 
prevent, attenuate or even reverse neurophysiological decline should 
have a much greater than chance effect at ameliorating clinical decline 
or improving physical status also.

Several key issues could however affect the translation of a positive 
neurophysiological response at or before phase II into success at phase 
III using a clinical outcome accepted by regulatory bodies, which 
currently remains the EDSS [48].

A positive neurophysiological response simply may not be enough 
to produce a detectable clinical benefit; either because of the small 
magnitude of the former, the coarse measurement of the latter or lack 
of relation to the property measured on neurophysiology to physical 
disability itself. This pitfall is well highlighted by the recent failure of 
agents considered putatively neuroprotective on the basis of a manifest 
ability to generally attenuate MRI measured brain volume loss at phase 
II [49,50] to translate into any semblance of positive impact on hard 
clinical disability outcomes in progressive MS at phase III [51,52] and 
is readily understood in light of the recent volumetric work by Daams 
et al. [53].

Therein it is evident corticospinal tract integrity accounts for much 
variance in EDSS and global brain atrophy measures, in cross-section 
simply do not [53]. Therefore whilst both may deteriorate with disease, 
the former is causally associated with the clinical outcome in question 
whereas the latter is simply co-variant (albeit outwith the duration of 
a standard clinical trial nonetheless may have longer term predictive 
value [54]). Therefore any selection of EP metrics to act as surrogates 
of disability should focus on those modalities with a deterministic 
relationship. It is also notable that certain agents currently licensed 
for use in MS [Dalfampridine] exert their beneficial effects directly 
by improving conduction [55], which is evident on neurophysiology 
and yet without any attendant benefit on myelination or other proven 
disease modifying effect. Without clear pre-existing appreciation of 
such an agent’s biological effects on the basis of neurophysiology alone 
it could be misconstrued as having reparative action. Conversely it will 
be necessary to identify any directly pro-conductive effects in putative 
reparative therapies to similarly avoid misinterpretation of positive 
biomarker responses. The lack of pseudoatrophic responses during the 
initiation phases of some conventional disease modifying therapies 
and not others. De Stefano and Arnold [56] and Zivadinov et al. [57] 
suggest the impact on volumetric surrogates is not solely mediated by 
a simple homogeneous reduction of inflammation. This contemporary 
observation further highlights the need for caution when inferring 
meaning from biomarker outcomes and going forward underscores 
the need for great rigour in exploring the validity of neurophysiological 
surrogates and the effects of candidate therapeutics upon them.

The trophic support effect of myelin is also well recognised [28,58-
61] and may dominate in relative importance over conduction benefits 
per se and persist, enabling tract survival long after evoked responses 
are no longer reliably clinically detectable. In our own experience 
[32], although higher neurophysiological burden is unquestionably 
associated with greater physical disability, rarely some patients may 
nonetheless entirely lose recordable sensorimotor long tract EPs yet still 
manifest reasonable function and very slow decline.

That ultimate axonal loss perhaps bears a tighter cross-sectional 
association with disability than burden of demyelination [62,63] per 
se is perhaps congruent with such observations and an important 
consideration. However the absence of significant axonal loss without 
pre-existing myelin injury [13,27] as the index event reinforces the 
standing of EPs as both indicators of disease presence and ensuing 
downstream severity.

A further reflection is that to date exploration of combining 
different EP types into Multi-modal composite batteries has through 
various means of scoring and summation generally considered their 
contributions equally [33-36,38,64-67]. Given the variable eloquence 
and prognostic impact of identical MS pathology arising in different 
sites [41,68] such composites will perhaps not offer their optimal real 
world ecological value unless their components are tuned, for instance 
by regression, against desired clinical outcomes.

Finally, there is the challenge conferred by the millimetre or smaller 
scale of pathological change [8,10,11,69] and impressive sensitivity of 
neurophysiological techniques to it [70], which frequently exceeds the 
resolution of even contemporary imaging techniques and certainly 
clinical detection. As MS moves possibly into an era of simultaneously 
applied therapeutics used for the synergistic benefit of multiple 
actions–in a manner familiar to many other chronic diseases where 
real difference has been achieved, only the availability of such sensitive 
measures will enable accurate estimation of individual effect sizes. In 
isolation the magnitude of effect may be less than the standard and 
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large-trial demanding 0.3 but nonetheless substantial when applied 
synergistically (cf. combination therapy in cerebrovascular secondary 
prevention [71]). It is therefore a real concern that agents provoking 
neurophysiological improvements may be disregarded entirely from 
further consideration if they do not lead to accompanying clinical and 
radiological benefits as monotherapy, despite objective findings which 
point to promise as part of polytherapy.

The phenomenon of clinical deterioration in the absence of 
contemporaneous radiological alteration and vice versa is already 
familiar to the MS clinician [62,63]. Whilst neurophysiology may 
ultimately offer a route to understand such apparent structure-function 
dissociations [72-75], its cross-validation against such modalities is 
likely to generate similar challenges for contemplation.

The purpose of performing clinical disability ratings or biomarker 
quantification in the context of clinical investigation is to ascertain 
the impact of disease upon individuals, the effect of any candidate 
intervention on such a condition and the relationship of both disease 
and therapy to ultimate outcome [76]. Discerning such truth with 
reasonable statistical confidence demands precision and both the 
recognition and minimization of error.

It is broadly appreciated that a range of concrete and abstract factors 
hugely modify the translation of disease related damage into functional 
impairment and this subsequently into disability. In the setting of Multiple 
Sclerosis body weight, age and physical fitness are examples of the former, 
with mood, motivation and placebo effects typifying the latter.

Various subjective biases from clinician and patient alike also 
couple with the natural fluctuation [77-79] of clinical status to increase 
error and reduce precision. Such issues coupled with ordinality and 
not-insignificant phenotypic heterogeneity demand a prohibitive scale 
of investigation when using the EDSS outcome system [40,44,80].

Although it is unlikely to be imminently supplanted as the 
instrument of investigation in pivotal phase III studies supporting 
regulatory approval, the use of evoked potential analysis at phase II 
could offer metrics relatively invulnerable to many if not all of these 
confounding factors and facilitate more feasible enquiry [32].

Most EP paradigms involve the extraction of a summed average 
waveform from background physiological noise following the 
presentation of several hundred stimuli [31,70]. Such an approach 
therefore offers an objective, minimally variant and highly confident 
estimation of mean latency and amplitude of the underlying 
neurophysiological process. The rapidity of these processes which occur 
on the millisecond scale makes their acquisition either in isolation or 
as part of a wider battery logistically very feasible, non-labour intensive 
and ultimately affordable. In our experience they are also non-invasive, 
easy to perform and very well tolerated [32,70,81].

The standard MS clinical trial duration, whether interventional or 
observational is typically in the order of years and rarely more than 
24 months [56]. Whilst evoked potential studies have demonstrated a 
relationship at baseline with the clinical change that ensues over such a 
period [33,34,37,65] and a natural deterioration over such an interval 
themselves, if they are to be a useful instrument in short [12 month] 
and small scale [n<50] ‘signal studies’ of putative reparative therapies 
it will be essential to quantify the normal near and medium term 
variability of such metrics. This is particularly pertinent in a condition 
characterised for many by almost daily fluctuation [77,78] in their real-
world functional capacity.

Application of Evoked Potentials to MS

With respect to those EP techniques which have already gained 
widespread clinical application Visual, Brainstem, Somatosensory and 
Motor are the most established, with international consensus based 
standards of acquisition [26] and comparative normative data from 
healthy controls available to enable standardisation.

The original visual stimulus and recording paradigm of Halliday 
et al. [4] has evolved considerably with the development of multi-focal 
recording techniques [82,83] allowing finer localisation of abnormalities 
within the optic pathway and addition of electro-retinography has 
offered further insights and precision [84]. The development of fine 
structural imaging with MRI and optical coherence tomography [OCT] 
in particular has given support to the localisation and interpretation 
of VEP findings and yet not significantly surpassed their relationship 
with objective ratings of ocular function [85] whilst also appearing less 
sensitive to MS damage than VEP measurement [86]. A strong positive 
correlation between lesion size on MRI of the optic nerves and VEP 
latency has been observed in neuritis acutely [87,88], with follow up 
over several years [88] and in the progressive phase. Congruent with 
its manifestation of axonal integrity VEP amplitudes are proportional 
to both cross-sectional optic nerve area on MRI and also Retinal Nerve 
Fibre Layer [RNFL] thickness on OCT [89].

Local experience in the Grey Walter Neurophysiology Unit 
found that of 273 patients referred on clinical suspicion of MS, 92.5% 
demonstrated characteristic abnormality in those with eventual 
clinically definite diagnoses [70]. Typically 80% of patients will have 
an abnormality even without a history of optic neuritis [70], with this 
rising to over 90% in those who do [90]. A particular pitfall relating to 
use of newer digital rather than older and more precise optomechanical 
checkerboard stimuli presentation is thought to underlie variability in 
estimates of abnormality prevalence in the wider literature [70] and is 
therefore relevant during consideration of trial design.

Although the broad transverse course of the optic radiation fibres 
suggests VEP may offer a useful index of intracranial demyelination 
burden, extrapolation to serving as a cognitive biomarker would not be 
wholly valid as any relationship would be inherently non-deterministic.

Interrogation of afferent responses to auditory stimuli has offered 
indicators of demyelination of the respective pathways at the level of the 
brainstem [26,91,92]. Natural history imaging studies have demonstrated 
the adverse long term prognosis of brain stem damage which is indeed 
common [93], suggesting utility of incorporating Brainstem Auditory 
Evoked Potentials [BSAEP] into larger multimodality batteries. 
However, the correlation between BSAEP and Brainstem FSS score 
is only modest [r=0.36 p=0.0008] [94] likely consequent of exquisite 
pathway specificity and FSS ordinality. Nonetheless sensitivity to 
subclinical damage is substantial with BSAEP abnormality being 
evident in 40% of MS patients without clinically evident deficit [70]. 
Examination of the efferent component of the auditory pathway by 
measurement of Transient Evoked Otoacoustic Emissions from medial 
olivo-cochlear bundle mediated hair cell tuning is a newer technique 
which although simple and sensitive to MS damage [95,96] has enjoyed 
limited exploration to date [95-97].

Alternate brainstem modalities of facial sensation and vestibular 
function have been explored [again to a much lesser degree than 
BSAEP] with elicitation of Brainstem Trigeminal EP [BTEP] [91] and 
Vestibulo-Ocular, Vestibulo-Massetteric and Auditory-Massetteric 
responses respectively [73,98]. Their performance in detection of 
subclinical abnormalities and relationship to Brainstem FSS is similar 
to conventional BSAEP; however the combination of BSAEP and BTEP 
appears to offer a synergistic gain in sensitivity to brainstem functional 
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abnormality and lesion burden [91].

Exploration of long tract functional integrity with evoked potentials 
has a much longer history dating back to the original demonstration of 
ulnar nerve stimulation somatosensory EP by time-locked cathode ray 
tube photography in 1947 by Dawson [6] and the temporal intervals 
and morphology of peripherally elicited waveforms on route to the 
primary sensory cortex from all limbs have subsequently been well 
characterised [26]. Importantly, meaningful linear relationships 
between SSEP abnormality and quantitative sensory thresholds to 
vibratory and thermal stimuli in all limbs have been demonstrated 
[99-101]. Such abnormalities are also evident in 80% of MS patients 
without referable signs or symptoms suggesting impressive subclinical 
sensitivity [70,102]. The established paradigm relies on induction and 
subsequent conduction within the predominantly large-fibre dorsal 
column pathway [26]; although peripheral laser stimulation has yielded 
some specific insights as to spinothalamic integrity in MS patients [103], 
the residual tissue effects of the technique suggest further exploration at 
this time is likely to be limited.

The extensive anatomical course of the long tracts, which are 
typically over a metre in length, is considered a principle determinant 
of their eloquence from a neurophysiological perspective [30,104,105]. 
Their marked sensitivity, superior to both clinical and radiological 
detection [105], stands in contrast to the poor spatial resolution of 
the technique. Nonetheless, and unsurprisingly, in keeping with the 
physical disability of MS being principally driven by myelopathy 
[32,53,106-111] at least as captured by the EDSS, the SSEP from lower 
limb stimulation bear the closest direct association with Global EDSS 
[101,104].

Examination of the efferent long tract integrity by the alternate 
means of non-invasive cortical stimulation with Transcranial Magnetic 
Stimulation [TMS] to provoke downstream electromyographic 
responses [MEP–Motor Evoked Potential] [26] has generated parallel 
findings [112]. Central Motor Conduction Latency correlates with 
voluntary phasic motor strength [113], limb motor function [114,115] 
and general walking ability [116]. As anticipated the burden of Central 
Conduction abnormality is also markedly greater in those patients with 
progressive disease compared those at the earlier relapse-remitting 
phase [117].

Application of TMS-MEP is not without two important caveats; 
firstly although broadly safe they are relatively contra-indicated in 
subjects with a liability to seizure disorder [118] itself more common 
amongst MS patients [119]. Secondly, the actual navigation of stimulus 
delivery by clinical means, although standard and logistically simple 
has generated concern about the differential elicitation of direct and 
indirect stimulation of the corticospinal fibres which in turn produces 
a variation in resultant MEP latency and ultimate interpretation [120]. 
Stereotactic navigation systems of TMS delivery, co-registered with 
subject neuroimaging have overcome this challenge and offered insight 
into the aberrant motor unit recruitment patterns within the motor 
cortices of MS patients [121]. However the current cost and limited 
availability of these systems is likely to prohibit their candidacy of 
becoming a widely employed translational biomarker. Even so, clinically 
navigated TMS MEP paradigms have offered not only meaningful 
quantification of corticospinal damage but repetitive stimulation with 
variation of interstimulus interval to elicit phenomena such as Intra-
Cortical Inhibition and Intra-Cortical Facilitation, Cortical Silent 
Periods and particularly premotor facilitation mediated by cortical-
cortical connectivity in the wider motor hierarchy have recently 
illustrated the relationship of damage therein to the previously poorly 

understood pathophysiology of fatigue [122-124] which is ubiquitous 
amongst MS patients.

Application of Multi-Modality Evoked Potentials
In respect of the multi-domain impairments encountered with MS 

the collection of quantified output from various modalities of EP into 
composite MMEP [Multi-Modal Evoked Potential] batteries is intuitive.

Numerous studies in both relapsing and progressive phenotypes 
have demonstrated a significant correlation between MMEP burden 
and physical disability rated by EDSS and the Multiple Sclerosis 
Functional Composite [MSFC] [32-34,64,65].

Several methods of abnormality quantification have been described 
[32], initially offering a binary categorisation of normal vs. abnormal 
waveforms and yielding a quotient of the number of abnormalities from 
the number actually acquired [The PATH-Q] [38,67].

A lower-resolution qualitative ordinal rating influenced by not only 
latency but also morphological characteristics including amplitude and 
asymmetry between contralateral recordings, termed the GEPS [Global 
Evoked Potential Score] [33,125] was subsequently deployed offering 
0-3 points for every EP undertaken. A similar but higher resolution 
0-5 point scale termed the MEP [Multimodal Evoked Potential Score] 
[34,64] was subsequently developed and included semi-quantitative 
rating of the EP based on its pathological prolongation against the 
established normal range [26] for the modality in question. Both 
techniques handled the discontinuity arising from absent response 
simply by awarding maximal points.

Fuhr’s group [36,37,65-67] have deployed a method of quantification 
focussed principally on the recorded latency of individual EP responses 
by offering summed Z scores from latencies in reference to published 
normative data. Alterations in morphology and amplitude are not 
included; this averts difficulties associated with inter-rater variability 
in making qualitative judgements of morphology and also the risk of 
erroneous interpretation of amplitude disparity between individuals 
due to non-disease related factors. Ultimately it offers a precise, unbiased 
and purely quantitative system, of fine granularity and standardised 
units. The problem of evaluating absent responses in this case however 
is met by the imperfect solution of using either the maximally recorded 
latency as a surrogate prior to normalisation or as we did by taking this 
value and simply adding 1 to offer Zmax+1 [32]. Nonetheless all such 
techniques have offered meaningful cross sectional and longitudinal 
findings and our own recent work demonstrates that the strength of 
relationship is perhaps largely independent of quantification scale 
selected [32]. This feature of relative scale-independence likely reflects 
genuine measurement of functional properties deterministically related 
to disability outcomes.

The positive association between EDSS and global EP burden on all 
scales is consistent amongst all MS phenotypes [33,34,67] but notably 
increases in strength with advancing disease severity [64].

A reasonable interpretation is that EP are sensitive to early damage, 
namely the index event of demyelination which is initially often 
subclinical [70] and masked by various forms of functional adaptation 
and a limited degree of repair. Over time such events have translated 
into downstream cascades of axonal loss and a growing disease burden 
has exhausted limits of adaptation and with such decompensation 
progressive accrual of disability arises [126].

Not only are recent imaging findings increasingly supportive of 
the view that initially non-eloquent lesions have profound longer term 
consequences [127,128], but the relatively consistent finding of higher 
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baseline EP abnormality burden predicting worse disability outcomes 
over short [34,129] and longer term [65,130] intervals is also congruent 
with such a model of ‘delayed effect’.

Longitudinal follow up of 245 patients with initial diagnoses of 
CIS demonstrated a substantially increased risk of moderate disability 
developing in those with a significant burden of abnormality on VEP, 
SSEP and MEP compared to those without [72]. Although conversion 
to CDMS risk was not related to EP burden in that investigation, this 
was found in a smaller cohort of 27 patients with solely SSEP and MEP 
considered, and to a degree greater than that predicted by MRI lesion 
burden in the same individuals at baseline [131].

Retrospective analysis of 94 subjects [130] with MMEP at baseline 
and followed up at 5 and 10 years subsequently demonstrated 
unequivocally increased risk and severity of disability progression in 
those with abnormalities on MEP and SSEP particularly. Giffroy et al. 
[132] have also recently published a 6 year retrospective analysis of a 
further 100 mixed-phenotype patients with impressively congruent 
findings demonstrating the independent adverse prognostic effect of a 
higher MMEP abnormality burden.

A smaller investigation of MEP in 15 RRMS patients has also 
highlighted the increased likelihood of worsening disability even over 
an interval as short as 6 months with a greater MEP abnormality burden 
[129]. Increased risk of disability progression with greater MMEP 
burden has been observed in both RR and PMS phenotypes over the 
typical 1-2 year time periods of clinical trials in several investigations 
[35,36,133].

In the context of RRMS this was demonstrated by Schlaeger et al. in 
50 patients prospectively evaluated at 6 monthly intervals over 3 years. 
The baseline MMEP burden on VEP, SSEP and MEP correlated strongly 
[r>0.7, p<0.001] with final disability outcome [65]. The strength of 
association observed therein with the quantitative system of rating 
was greater than that observed in a study of 37 RRMS patients over a 
slightly shorter 2 year interval when graded by the qualitative ordinal 
scaling systems [r=0.39, p<0.02] [34]. This may highlight a superiority 
of purely quantitative MMEP evaluation. This said, in our own direct 
comparison of such methods [32] they all performed well with only a 
trend to superiority in association with disability measures from the 
higher-resolution qualitative semi-quantitative MEPS system.

Although clinical and paradigm heterogeneity may also account for 
the discrepancy in the above longitudinal studies, that no significant 
association was evident on cross-sectional evaluation at baseline 
but nonetheless emerged over the course of the investigation is in 
further support of the ‘delayed effect’ model. Indeed in a large scale 
retrospective analysis of 143 patients with Clinically Definite MS 
with a relapse-remitting phenotype and less than moderate disability 
there was observed to be no association with MMEP below an EDSS 
of 1.5 and between 1.5 and 3.5 only a weak rho of 0.39 [p=0.0114] 
[64]. Within the same cohort a similar trend to increasing strength 
and significance of positive association was also observed between 
MMEP and temporal interval between MS onset and time of baseline 
evaluation [64]. Furthermore regression based modelling using such 
data has begun to offer impressively accurate probability estimation for 
risk of disability progression over several years from the early stages of 
clinical dysfunction and may even offer a way to prospectively identify 
those with so-termed ‘Benign MS’ who would presumptively benefit 
from avoidance of the risks associated with current disease modifying 
therapies [64].

The longest interval study of baseline combined EP abnormalities 

[VEP and MEP in this case] and ultimate disability outcome is from 
20 year follow up data from 28 initially relapsing patients published by 
Schlaeger et al. [65]. Association between MMEP and EDSS at 20 years 
was strong [r=0.72, p<0.0001] and following inclusion into a regression 
model provided predictive ability unsurpassed by either consideration 
of the baseline clinical status or inflammatory indices on baseline MR 
imaging [65]. Such modelling conducted on prospectively collected 
data in a cohort of 22 patients with the purely progressive phenotype 
of PPMS over a 3 year period suggested an ability to predict final EDSS 
from baseline VEP, SSEP and MEP with 92% accuracy [67] and most 
intriguingly the dynamics of EP change preceded EDSS declines by an 
average of 6 months, again congruent with the model outlined above.

The large scale natural history studies of disability progression 
in MS [39,41,44,134-136] with anticipated variation are nonetheless 
remarkably consistent in the estimation of median time to salient 
clinical milestones. Importantly such averages are accompanied by 
an exceptionally broad range of clinical trajectories unfamiliar to 
most other neurodegenerative contexts. With both natural history 
and MMEP studies also supporting the adverse prognostic outcome 
particularly of myelopathic damage [36,134,136,137], with the former 
evidently being foreshadowed by the latter [138] and with the challenge 
to date of determining disease duration with any reasonable accuracy, 
it is perhaps not unreasonable to consider using MMEP to provide 
some form of disease staging, as so effectively applied in oncological 
and other medical disciplines featuring disease processes manifesting 
disseminated biological attack. The particular utility in translational 
research may in fact be to enrich recruitment for only those individuals 
likely to manifest confirmed disability progression within the 
forthcoming trial period–or alternately select for those of early chrono-
biological stage to assess for the genuinely prophylactic effects of 
agents intended to prevent the index event of demyelination. Such an 
approach may offer a route to ultimately reduce trial size by favourably 
altering anticipated progression probabilities and partially disentangle 
the overlapping phenomena of inflammation and neurodegeneration 
in patient groups, which are not sufficiently segregated by the purely 
clinical criteria currently employed [80].

To date there have already been several historical and 
contemporary translational investigations using MMEP as outcome 
measures of intervention effect in the setting of MS, in addition to their 
aforementioned and increasingly accepted use in pre-clinical testing in 
animal models of the condition.

It is now 3 decades since the utilisation of MMEP [featuring VEP, 
BSAEP and upper limb SSEP] in the double blind placebo-controlled 
Azathioprine and Methylprednisolone Study involving participation 
of 101 patients over 3 years [139]. In the investigation deterioration in 
VEP and SSEP were reported to parallel and precede clinical decline 
by an average of 1 year in the Chronic Progressive cohort [139]. The 
EP outcomes in even earlier studies of the effects of plasmapheresis 
were less conclusive but nonetheless were again seen to mirror clinical 
trajectory [140,141]. In subsequent studies of methylprednisolone 
treatment for acute relapse improvements in clinical status have been 
accompanied by positive changes in global EP scores and such findings 
extend to benefit within individual components, with MEP CMCT 
showing responses which match clinical motor resolution [120,142].

Contemporary disease modifying therapies including Interferon 
[143] and Nataluzimab [144] have been associated with beneficial effects 
on EP outcomes and positive effects have also been observed in phase I 
investigation of mesenchymal stem cells in the setting of PMS [81]. Such 
a finding has prompted the selection of MMEP as the primary outcome 
measure in the subsequent phase II investigation of the technique in that 
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context [145]. Although such pioneering use remains unaccompanied 
amongst the increasingly numerous PMS studies currently underway 
[146], it is likely to represent the start of a growing trend particularly if 
successful and a relationship to improvements in physical disability is 
evident alongside a degree of neurophysiological rescue.

For the reasons discussed above, this is clearly not guaranteed. As 
the first successful pro-remyelination clinical trial [147] demonstrated- 
it is possible to successfully induce seemingly beneficial change in VEP 
over placebo but this may not be accompanied by contemporaneous 
benefits to structural metrics on OCT or more importantly objective 
ocular function. Similarly longitudinal observational studies of VEP 
over 3 and 5 years [148-151] following neuritis have shown spontaneous 
improvement to be not-uncommon and yet after the familiar clinical 
interval of 3-6 months such changes are not accompanied by ocular 
functional improvements. Electrophysiological improvements are 
considered a consequence of natural partial remyelination [152] and 
ion channel reorganisation in demyelinated regions.

Therefore, on one hand EP clearly represent a technique enabling 
detection of improvement and by inference some degree of often very 
subtle repair, and thereby stand in contrast to numerous other metrics 
and outcomes in use which focus on retarding decline or tissue loss. On 
the other hand it remains uncertain how much EP benefit [for a given 
modality] is required to translate into a meaningful clinical outcome 
and given the discussion of delayed effects how long it may subsequently 
take to become apparent. It is not unreasonable to presume that any 
anti-progressive benefits of partial remyelination or similar may only 
be readily evident clinically several years post-intervention, in much 
the same way that the benefit of DMT on Disability Progression in the 
UK NHS Risk Sharing Scheme only became grossly evident after 5-6 
years [153], having been not overtly apparent at earlier intervals [154].

Therefore again interpreting EP benefits, as with any finding, 
should be done with caution particularly if serving as a basis to inform 
subsequent phase III studies with clinical outcomes.

Robust power calculations to inform study design using 
EP outcomes are outstanding and will clearly vary according to 
quantification technique, composite battery, cohort demographics and 
clinical phenotype. Given the growing pace of investigation underway 
and planned in all groups featuring accepted clinical and radiological 
outcomes it would be both extremely useful and logistically readily 
achievable to incorporate EP batteries alongside such instruments. This 
would offer cross-validation with other modalities and enable rapid 
acquisition of normative data for EP behaviour within this disease.

Larger more extensive cohorts would also further illuminate 
the dynamics of EP change with increasing pathological burden. Is 
accrual of neurophysiological decline generally linear over time? or 
‘front-loaded’ being greatest after index insults as is the case seen with 
structural metrics such as spinal cord atrophy [108,155] and Retinal 
Nerve Fibre Layer thinning following acute myelitis and neuritis 
respectively [156].

Closing the ‘Cerebral Gap’
Whilst MMEP have much in their favour as candidate biomarkers 

of physical disability, our own analysis demonstrated no meaningful 
relationship with cognitive performance [32]. This is unsurprising 
and highlights the need for an additional approach to capture this 
important domain which becomes impaired in the majority of patients 
[157]. The growing appreciation of the contribution of MS related 
cognitive impairment to real-world disability [158], occupational loss 
[159,160], health economic burden and most importantly the quality 

of life of patients [160-163], has not been met by a parallel surge of 
translational studies for cognitive interventions, with methodological 
constraints likely representing a greater barrier than any lack of putative 
candidates worthy of test [164].

The tightest relationship between cognitive performance and 
conventional imaging metrics are those of atrophy, in the cortical 
and deep grey structures particularly [57,165-177]. Newer modalities 
such as DTI and MRS which disclose pathology in ‘Normal Appearing 
White Matter’ and ‘Normal Appearing Grey Matter’ also bear some 
relationship to cognitive performance particularly in frontal and 
limbic regions [166,168,178-182]. However, such volumetric properties 
typically represent substantial and to date irreversible tissue loss with the 
result being an inability to manifest dynamic response to intervention, 
especially over short term intervals.

Cerebral tissue is the structural medium from which cognitive 
processing arises, however it is both the quantity and quality of functional 
coupling within and between specialised regions that provides the 
actual substrate of human thought [183,184]. Measurement of such 
coupling should offer superior relationships with objective cognitive 
performance compared to structural metrics and this has recently been 
demonstrated through the application of fMRI to key processing regions 
[185]. However temporal resolution of this modality is fundamentally 
constrained by the dynamics of neurovascular coupling which generate 
its output [186] and which are also demonstrably perturbed in Multiple 
Sclerosis [187].

In contrast, neurophysiological output is time-locked directly 
to the cortical neuronal activity generating cognitive processes [6]. 
Any inferiority in spatial resolution is more than compensated for by 
superior temporal [millisecond, ms] resolution which is of heightened 
relevance in the investigation of a condition wherein the dominant 
feature of its ‘Cognitive Footprint’ is reduced Information Processing 
Speed [IPS] [188].

It has long been appreciated that Cognitive Evoked Potentials 
can be elicited in an almost identical manner to those in the primary 
afferent pathways considered above [31]. In this instance the stimulus 
is typically a modality-independent discrepancy or ‘oddball’ embedded 
within a stream of ‘regular’ presentations.

The attention-based decision in cognitive recognition of difference 
elicits a characteristic time-locked positive waveform ~300 ms later 
[189]. Several studies have demonstrated a prolongation of such P300 
latencies in the setting of MS in a manner associated with IPS [190-
194]. Recent methodological consensus [189] and normative data 
[195] from large cohorts have also emerged. It has been observed to 
dynamically improve over short intervals in response to the use of 
Methylprednisolone for MS relapse [190] and also Modafinil for MS 
Fatigue [196]. The impact of formal immunomodulatory therapies on 
P300 latency has been explored in small cohorts with varying outcomes 
[197,198] from which it is difficult to make conclusive inference.

Understanding of the physiological mechanism underlying 
the P300 waveform itself remains incomplete [199,200] which is 
perhaps a limitation to making deduction about effects and its wider 
implementation, nonetheless it does at least at the group level, offer an 
index of attentional decision making speed [201].

A lower-level sub-awareness response to detection of novelty or 
change with otherwise identical auditory paradigms is Mismatch Negavity 
[MMN], seen as a negative deflection typically 200 ms post stimulus [189]. 
Although the neuroanatomical basis of this passive response is better 
delineated and less dependent on any active engagement its exploration 
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in MS to date is limited. Nonetheless its aberration has demonstrated 
positive cross-sectional relationship to severity of cognitive dysfunction in 
a modest sized cohort of MS patients and more widely in a broad range of 
neuropathological settings [202-204].

Examination of the standard resting state clinical 
electroencephalogram by means of spectral decomposition using 
familiar Fourier Techniques and similar has demonstrated a consistent 
slowing and weakening of power particularly in the human alpha band 
[8-12 Hz] in 40-79% of MS subjects in a manner which meaningfully 
relates to burden of cognitive dysfunction [205,206].

However, the most powerful application of EEG to generating 
biometric indices of cognition may come not from routine specialist 
evaluation or such quantitative analysis but from using time series data 
recorded at each scalp electrode to represent nodes in a network and 
statistical dependencies between such series to weight the estimates of 
functional coupling between them [183,184].

Cross Channel Coherence analysis had already demonstrated 
reductions in large scale connectivity as a corollary of cognitive 
dysfunction in MS subjects [207] prior to the recent larger scale 
investigation of 349 patients by Schependorm et al. [208] wherein 
newer less-biased connectivity estimations of Synchronisation 
Liklihood [209] and Phase Lag Index were applied to routine clinical 
EEG recordings and used to form the basis of network models analysed 
by standard Graph Theoretical techniques. Now it has been possible 
to demonstrate that MS not only confers a quantitative reduction 
in connectivity [207,210] but also a degradation in the qualitative 
arrangement of remaining couplings, which itself is quantifiable by 
Graph Analysis [208], yielding objective metrics which positively relate 
to cognitive performance in their own right.

Fulfilling the very real promise that logistically simple but 
computationally complex EEG based brain network analysis has 
for the study of MS (akin to that seen in Alzheimers [211], Fronto- 
Temporal Dementia [212] and other settings [213,214]) will require 
overcoming similar challenges to those seen with MMEP batteries. 
Choice of optimal reference, coupling measure, resting state condition 
and graph metrics including thresholds, weighting systems and similar, 
will all need clarification [215,216] and ultimate consensus agreement. 
Establishing the relationship to cognitive outcomes and dynamics over 
time will also be essential.

The model of initial brain network adaptation prior to 
decompensation is similarly advocated [217] for the cognitive 
outcomes of MS but output from fMRI based network analysis to 
date is recognised to have been conflicting. This is likely consequent 
of general methodological heterogeneity between such studies [217] 
and also the peculiar dissociation in MS between neuronal activity and 
the metabolic demand which drives neurovascular coupling, itself the 
surrogate of fMRI [187]. In contrast, the picture emerging from EEG 
and MEG studies to date is supportive of functional disconnection and 
network collapse underlying cognitive failure in MS [206,208,218-224].

Given that the very architecture of the brain is organised into a 
hierarchical network [184] with qualities including so-called small 
world architecture [225,226] conferring its efficiency, and the very 
integrity of this system rests upon the presence of selectively emplaced 
long range fibres with myelination tuned [within individuals] to confer 
precise communication and integration of information over vast spatial 
extents with millisecond timescales [21], a cognitive biomarker using 
this as its conceptual basis is likely to be particularly useful in MS.

Identification of a reliable cognitive surrogate, through EEG 
analysis would enable application of a widely available and inexpensive 
technique with unbiased outcome production. It would also enable 
inclusion of the not insignificant number of patients currently excluded 
from clinical trials on purely mobility grounds [40,44].

Conclusion
MS is arguably the most complicated disease process affecting the 

most complex organ system known to humans. It is most unlikely any 
single modality in isolation will or even could provide the insights and 
metrics needed to translate therapeutic concepts into much needed 
validated treatments.

Neurophysiological techniques, of evoked potential recording and 
EEG analysis offer quantitative outputs which are causally related to 
cardinal disease processes, are of fine granularity and meet the proper 
scientific criteria for true systems of measurement.

International consensus for systems of acquisition is already 
widely established and the real world meaning of electrophysiological 
abnormality increasingly understood, in both the near and longer term.

The relationship of dysfunction to disability is not straightforward, 
with the former appearing to antecede the latter by a significant interval. 
This has implications for trial design and suggests the possible utility of 
introducing a staging model.

The tighter relationship of disability to functional compared 
to structural integrity is a common theme. But this advantage of 
neurophysiology over imaging could be coupled with the exquisite 
spatial resolution and pathological specificity of scanning to yield the 
most informative handle on MS. This likely applies equally to both the 
cognitive and physical aspects of the disease.

As required of a valid biomarker, Evoked Potential techniques 
have a solid conceptual basis and display meaningful cross-sectional 
and longitudinal relationships to the outcome ratings of importance in 
translational enquiry. With a need for methodological refinement, larger 
scale acquisition and clarification of norms readily acknowledged, the 
authors here feel further prompt exploration is surely warranted.

References

1.	 Clarke C, Rossor M (2009) Neurology: A Queen Square Textbook. Wiley-
Blackwell. 

2.	 Compston A, Coles A (2008) Multiple sclerosis. Lancet 372: 1502-1517.

3.	 Katz SI (2015) Classification, diagnosis and differential diagnosis of multiple 
sclerosis. Curr Opin Neurol 28: 193-205.

4.	 Halliday AM, McDonald WI, Mushin J (1972) Delayed visual evoked response 
in optic neuritis. Lancet 1: 982-985.

5.	 Halliday AM, McDonald WI, Mushin J (1973) Visual evoked response in 
diagnosis of multiple sclerosis. Br Med J 4: 661-664.

6.	 Cooper R, Binnie CD (2005) RB Techniques in Clin Neurophysiol. Churchill 
Livingstone. 

7.	 Boullerne AI (2016) The history of myelin. Exp Neurol 283: 431-445.

8.	 Geurts JJ, Bö L, Pouwels PJ, Castelijns JA, Polman CH, et al. (2005) Cortical 
lesions in multiple sclerosis: Combined post-mortem MR imaging and 
histopathology. AJNR Am J Neuroradiol 26: 572-577.

9.	 Jonkman LE, Klaver R, Fleysher L, Inglese M, Geurts JJ (2015) Ultra-high-field 
MRI visualization of cortical multiple sclerosis lesions with T2 and T2*: A post-
mortem MRI and histopathology study. AJNR 36: 2062-2067. 

10.	Nijeholt GJ, Bergers E, Kamphorst W, Bot J, Nicolay K, et al. (2001) Post-
mortem high-resolution MRI of the spinal cord in multiple sclerosis: A correlative 
study with conventional MRI, histopathology and clinical phenotype. Brain 124: 
154-166. 

http://dx.doi.org/10.1016/S0140-6736%2808%2961620-7
http://dx.doi.org/10.1097/WCO.0000000000000206
http://dx.doi.org/10.1097/WCO.0000000000000206
http://www.thelancet.com/journals/lancet/article/PIIS0140-6736(72)92527-5/abstract
http://www.thelancet.com/journals/lancet/article/PIIS0140-6736(72)92527-5/abstract
https://dx.doi.org/10.1016/j.expneurol.2016.06.005
http://www.ajnr.org/cgi/pmidlookup?view=long&pmid=15760868
http://www.ajnr.org/cgi/pmidlookup?view=long&pmid=15760868
http://www.ajnr.org/cgi/pmidlookup?view=long&pmid=15760868
https://dx.doi.org/10.3174/ajnr.A4418
https://dx.doi.org/10.3174/ajnr.A4418
https://dx.doi.org/10.3174/ajnr.A4418
http://brain.oxfordjournals.org/content/124/1/154.long
http://brain.oxfordjournals.org/content/124/1/154.long
http://brain.oxfordjournals.org/content/124/1/154.long
http://brain.oxfordjournals.org/content/124/1/154.long


Volume 3 • Issue 3 • 1000190J Mult Scler (Foster City), an open access journal
ISSN: 2376-0389

Citation: Canham LJW, Western DG, Walsh P, Kane N, Inglis K, et al. (2016) The Growing Potential of Neurophysiology in Multiple Sclerosis. J Mult 
Scler (Foster City) 3:190. doi:10.4172/2376-0389.1000190

Page 8 of 12

11.	Seewann A, Kooi EJ, Roosendaal SD, Pouwels PJ, Wattjes MP, et al. (2012) 
Post-mortem verification of MS cortical lesion detection with 3D DIR. Neurol 
78: 302-308.

12.	Mahad DH, Trapp BD, Lassmann H (2015) Pathological mechanisms in 
progressive multiple sclerosis. Lancet Neurol 14: 183-193.

13.	Lassmann H, van Horssen J, Mahad D (2012) Progressive multiple sclerosis: 
Pathology and pathogenesis.Nat Rev Neurol 8: 647-656.

14.	Amadio S, Pluchino S, Brini E, Morana P, Guerriero R, et al. (2006) Motor 
evoked potentials in a mouse model of chronic multiple sclerosis. Muscle nerve 
33: 265-273. 

15.	Mozafari S, Laterza C, Roussel D, Bachelin C, Marteyn A, et al. (2015) Skin-
derived neural precursors competitively generate functional myelin in adult 
demyelinated mice. J Clin Invest 125: 3642-3656. 

16.	All AH, Walczak P, Agrawal G, Gorelik M, Lee C, et al. (2009) Effect of MOG 
sensitization on somatosensory evoked potential in Lewis rats. J Neurol Sci 
284: 81-89.

17.	Dell’Acqua ML, Lorenzini L, D’Intino G, Sivilia S, Pasqualetti P, et al. (2012) 
Functional and molecular evidence of myelin- and neuroprotection by thyroid 
hormone administration in experimental allergic encephalomyelitis. Neuropathol 
Appl Neurobiol 38: 454-470. 

18.	Iglesias-Bregna D1, Hanak S, Ji Z, Petty M, Liu L, et al. (2013) Effects of 
prophylactic and therapeutic teriflunomide in transcranial magnetic stimulation-
induced motor-evoked potentials in the dark agouti rat model of experimental 
autoimmune encephalomyelitis. J Pharmacol Exp Ther 347: 203-211.

19.	Gu Z, Li F, Zhang YP, Shields LB, Hu X, et al. (2013) Apolipoprotein E mimetic 
promotes functional and histological recovery in lysolecithin-induced spinal 
cord demyelination in mice. J Neurol Neurophysiol S12: 10. 

20.	Hart BA (2016) Why does multiple sclerosis only affect human primates? Mul 
Scl 22: 559-563. 

21.	Buzsáki G, Logothetis N, Singer W (2013) Scaling brain size, keeping timing: 
Evolutionary preservation of brain rhythms. Neuron 80: 751-764.

22.	Reynolds R, Roncaroli F, Nicholas R, Radotra B, Gveric D, et al. (2011) The 
neuropathological basis of clinical progression in multiple sclerosis. Acta 
Neuropathol 122: 155-170.

23.	Trapp BD, Nave KA (2008) Multiple sclerosis: An immune or neurodegenerative 
disorder? Annu Rev Neurosci 31: 247-269.

24.	Criste G, Trapp B, Dutta R (2014) Axonal loss in multiple sclerosis: Causes and 
mechanisms. Handb Clin Neurol 122: 101-113.

25.	Petzold A, Eikelenboom MJ, Keir G, Grant D, Lazeron RH, et al. (2005) Axonal 
damage accumulates in the progressive phase of multiple sclerosis: Three year 
follow up study. J Neurol Neurosurg Psychiatry 76: 206-211. 

26.	Deuschl GEA (1999) Recommendations for the Practice of Clin Neurophysiol: 
Guidelines of the International Federation of Clin Neurophysiol. Supplement, 
p: 52. 

27.	Frischer JM, Bramow S, Dal-Bianco A, Lucchinetti CF, Rauschka H, et al. 
(2009) The relation between inflammation and neurodegeneration in multiple 
sclerosis brains. Brain 132: 1175-1189. 

28.	Wilkins A, Majed H, Layfield R, Compston A, Chandran S (2003) 
Oligodendrocytes promote neuronal survival and axonal length by distinct 
intracellular mechanisms: A novel role for oligodendrocyte-derived glial cell 
line-derived neurotrophic factor. J Neurosci 23: 4967-4974. 

29.	De Bievre P, Reher DF (2000) Traceability of measurements of radioactivity and 
of amount of substance. Appl Radiat Isot 53: 13-21.

30.	Comi G, Leocani L, Medaglini S, Locatelli T, Martinelli V, et al. (1999) Measuring 
evoked responses in multiple sclerosis. Mult Scler 5: 263-267. 

31.	International Federation of Clinical N, Deuschl G, Eisen A (1999) 
Recommendations for the practice of Clin Neurophysiol: Guidelines of the 
International Federation of Clin Neurophysiol. 

32.	Canham LJ, Kane N, Oware A, Walsh P, Blake K, et al. (2015) Multimodal 
neurophysiological evaluation of primary progressive multiple sclerosis-An 
increasingly valid biomarker, with limits. Mult Scler 4: 607-613. 

33.	Leocani L, Rovaris M, Boneschi FM, Medaglini S, Rossi P, et al. (2006) 
Multimodal evoked potentials to assess the evolution of multiple sclerosis: A 
longitudinal study. J Neurol Neurosurg Psychiatry 77: 1030-1035. 

34.	Jung P, Beyerle A, Ziemann U (2008) Multimodal evoked potentials measure 
and predict disability progression in early relapsing-remitting multiple sclerosis. 
Mult Scler 14: 553-556. 

35.	Invernizzi P, Bertolasi L, Bianchi MR, Turatti M, Gajofatto A, et al. (2011) 
Prognostic value of multimodal evoked potentials in multiple sclerosis: The EP 
score. J Neurol 258: 1933-1939.

36.	Schlaeger R, D’Souza M, Schindler C, Grize L, Dellas S, et al. (2012) Prediction 
of long-term disability in multiple sclerosis. Mult Scler 18: 31-38.

37.	Fuhr P, Borggrefe-Chappuis A, Schindler C, Kappos L (2001) Visual and motor 
evoked potentials in the course of multiple sclerosis. Brain 124: 2162-2168.

38.	O’Connor P, Marchetti P, Lee L, Perera M (1998) Evoked potential abnormality 
scores are a useful measure of disease burden in relapsing-remitting multiple 
sclerosis. Ann neurol 44: 404-407. 

39.	Confavreux C, Vukusic S (2006) Natural history of multiple sclerosis: A unifying 
concept. Brain 129: 606-616.

40.	Cottrell DA, Kremenchutzky M, Rice GP, Hader W, Baskerville J (1999) 
The natural history of multiple sclerosis: a geographically based study. 6. 
Applications to planning and interpretation of clinical therapeutic trials in 
primary progressive multiple sclerosis. Brain 122: 641-647. 

41.	Cottrell DA, Kremenchutzky M, Rice GP, Koopman WJ, Hader W, et al. (1999) 
The natural history of multiple sclerosis: a geographically based study. 5. The 
clinical features and natural history of primary progressive multiple sclerosis. 
Brain 122: 625-639. 

42.	Deshpande R, Kremenchutzky M, Rice GP (2006) The natural history of 
multiple sclerosis. Adv Neurol 98: 1-15.

43.	Ebers GC (2004) Natural history of primary progressive multiple sclerosis. Mult 
Scler S8: 13.

44.	Harding KE, Wardle M, Moore P, Tomassini V, Pickersgill T, et al. (2014) 
Modelling the natural history of primary progressive multiple sclerosis. J Neurol 
Neurosurg Psychiatry 86: 13-19. 

45.	Koch M, Kingwell E, Rieckmann P, Tremlett H (2009) The natural history of 
primary progressive multiple sclerosis. Neurology 73: 1996-2002.

46.	Koch MW, Greenfield J, Javizian O, Deighton S, Wall W, et al. (2015) The natural 
history of early versus late disability accumulation in primary progressive MS. J 
Neurol Neurosurg Psychiatry 86: 615-621.

47.	Uitdehaag BM (2014) Clinical outcome measures in multiple sclerosis. Handb 
Clin Neurol 122: 393-404.

48.	Cohen JA, Reingold SC, Polman CH, Wolinsky JS (2012) Disability outcome 
measures in multiple sclerosis clinical trials: Current status and future 
prospects. Lancet neurol 11: 467-476. 

49.	Calabresi PA, Radue EW, Goodin D, Jeffery D, Rammohan KW, et al. (2014) 
Safety and efficacy of fingolimod in patients with relapsing-remitting multiple 
sclerosis (FREEDOMS II): A double-blind, randomised, placebo-controlled, 
phase 3 trial. Lancet Neurol 13: 545-556.

50.	Wolinsky JS, Comi G, Filippi M, Ladkani D, Kadosh S, et al. (2002) Copaxone’s 
effect on MRI-monitored disease in relapsing MS is reproducible and sustained. 
Neurol 59: 1284-1286.

51.	Wolinsky JS, Narayana PA, O’Connor P, Coyle PK, Ford C, et al. (2007) 
Glatiramer acetate in primary progressive multiple sclerosis: Results of a 
multinational, multicenter, double-blind, placebo-controlled trial. Ann Neurol 61: 
14-24. 

52.	Sibon I, de Toffol B, Azulay JP, Sellal F, Thomas-Antérion C, et al. (2015) 
American Academy of Neurology, Washington. Rev Neurol 171: 581-601.

53.	Daams M, Steenwijk MD, Wattjes MP, Geurts JJ, Uitdehaag BM, et al. (2015) 
Unraveling the neuroimaging predictors for motor dysfunction in long-standing 
multiple sclerosis. Neurology 85: 248-255. 

54.	Fisher E, Rudick RA, Cutter G, Baier M, Miller D, et al. (2000) Relationship 
between brain atrophy and disability: An 8 year follow-up study of multiple 
sclerosis patients. Mult Scler 6: 373-377.

55.	Ruck T, Bittner S, Simon OJ, Göbel K, Wiendl H, et al. (2014) Long-term effects 
of dalfampridine in patients with multiple sclerosis. J Neurol Sci 337: 18-24.

56.	De Stefano N, Arnold DL (2015) Towards a better understanding of 
pseudoatrophy in the brain of multiple sclerosis patients. Mult Scler 21: 675-
686. 

http://dx.doi.org/10.1212/WNL.0b013e31824528a0
http://dx.doi.org/10.1212/WNL.0b013e31824528a0
http://dx.doi.org/10.1212/WNL.0b013e31824528a0
http://dx.doi.org/10.1016/S1474-4422%2814%2970256-X
http://dx.doi.org/10.1016/S1474-4422%2814%2970256-X
http://dx.doi.org/10.1038/nrneurol.2012.168
http://dx.doi.org/10.1038/nrneurol.2012.168
http://onlinelibrary.wiley.com/doi/10.1002/mus.20463/abstract
http://onlinelibrary.wiley.com/doi/10.1002/mus.20463/abstract
http://onlinelibrary.wiley.com/doi/10.1002/mus.20463/abstract
https://dx.doi.org/10.1172/JCI80437
https://dx.doi.org/10.1172/JCI80437
https://dx.doi.org/10.1172/JCI80437
https://dx.doi.org/10.1016/j.jns.2009.04.025
https://dx.doi.org/10.1016/j.jns.2009.04.025
https://dx.doi.org/10.1016/j.jns.2009.04.025
https://dx.doi.org/10.1111/j.1365-2990.2011.01228.x
https://dx.doi.org/10.1111/j.1365-2990.2011.01228.x
https://dx.doi.org/10.1111/j.1365-2990.2011.01228.x
https://dx.doi.org/10.1111/j.1365-2990.2011.01228.x
http://dx.doi.org/10.1124/jpet.113.205146
http://dx.doi.org/10.1124/jpet.113.205146
http://dx.doi.org/10.1124/jpet.113.205146
http://dx.doi.org/10.1124/jpet.113.205146
http://dx.doi.org/10.4172/2155-9562.S12-010
http://dx.doi.org/10.4172/2155-9562.S12-010
http://dx.doi.org/10.4172/2155-9562.S12-010
https://dx.doi.org/10.1177/1352458515591862
https://dx.doi.org/10.1177/1352458515591862
https://dx.doi.org/10.1016/j.neuron.2013.10.002
https://dx.doi.org/10.1016/j.neuron.2013.10.002
http://dx.doi.org/10.1007/s00401-011-0840-0
http://dx.doi.org/10.1007/s00401-011-0840-0
http://dx.doi.org/10.1007/s00401-011-0840-0
http://dx.doi.org/10.1146/annurev.neuro.30.051606.094313
http://dx.doi.org/10.1146/annurev.neuro.30.051606.094313
http://dx.doi.org/10.1016/B978-0-444-52001-2.00005-4
http://dx.doi.org/10.1016/B978-0-444-52001-2.00005-4
https://dx.doi.org/10.1136/jnnp.2004.043315
https://dx.doi.org/10.1136/jnnp.2004.043315
https://dx.doi.org/10.1136/jnnp.2004.043315
https://dx.doi.org/10.1093%2Fbrain%2Fawp070
https://dx.doi.org/10.1093%2Fbrain%2Fawp070
https://dx.doi.org/10.1093%2Fbrain%2Fawp070
http://www.jneurosci.org/cgi/pmidlookup?view=long&pmid=12832519
http://www.jneurosci.org/cgi/pmidlookup?view=long&pmid=12832519
http://www.jneurosci.org/cgi/pmidlookup?view=long&pmid=12832519
http://www.jneurosci.org/cgi/pmidlookup?view=long&pmid=12832519
http://msj.sagepub.com/cgi/pmidlookup?view=long&pmid=10467386
http://msj.sagepub.com/cgi/pmidlookup?view=long&pmid=10467386
http://www.ifcn.info/showcontent.aspx?MenuID=1169
http://www.ifcn.info/showcontent.aspx?MenuID=1169
http://www.ifcn.info/showcontent.aspx?MenuID=1169
https://dx.doi.org/10.1016/j.msard.2015.07.009
https://dx.doi.org/10.1016/j.msard.2015.07.009
https://dx.doi.org/10.1016/j.msard.2015.07.009
https://dx.doi.org/10.1136/jnnp.2005.086280
https://dx.doi.org/10.1136/jnnp.2005.086280
https://dx.doi.org/10.1136/jnnp.2005.086280
https://dx.doi.org/10.1177/1352458507085758
https://dx.doi.org/10.1177/1352458507085758
https://dx.doi.org/10.1177/1352458507085758
http://dx.doi.org/10.1007/s00415-011-6033-x
http://dx.doi.org/10.1007/s00415-011-6033-x
http://dx.doi.org/10.1007/s00415-011-6033-x
http://dx.doi.org/10.1177/1352458511416836
http://dx.doi.org/10.1177/1352458511416836
http://brain.oxfordjournals.org/cgi/pmidlookup?view=long&pmid=11673318
http://brain.oxfordjournals.org/cgi/pmidlookup?view=long&pmid=11673318
https://dx.doi.org/10.1002/ana.410440320
https://dx.doi.org/10.1002/ana.410440320
https://dx.doi.org/10.1002/ana.410440320
http://dx.doi.org/10.1093/brain/awl007
http://dx.doi.org/10.1093/brain/awl007
http://brain.oxfordjournals.org/cgi/pmidlookup?view=long&pmid=10219777
http://brain.oxfordjournals.org/cgi/pmidlookup?view=long&pmid=10219777
http://brain.oxfordjournals.org/cgi/pmidlookup?view=long&pmid=10219777
http://brain.oxfordjournals.org/cgi/pmidlookup?view=long&pmid=10219777
http://brain.oxfordjournals.org/cgi/pmidlookup?view=long&pmid=10219776
http://brain.oxfordjournals.org/cgi/pmidlookup?view=long&pmid=10219776
http://brain.oxfordjournals.org/cgi/pmidlookup?view=long&pmid=10219776
http://brain.oxfordjournals.org/cgi/pmidlookup?view=long&pmid=10219776
http://brain.oxfordjournals.org/cgi/pmidlookup?view=long&pmid=2917275
http://brain.oxfordjournals.org/cgi/pmidlookup?view=long&pmid=2917275
http://www.pubpdf.com/pub/15218804/Natural-history-of-primary-progressive-multiple-sclerosis
http://www.pubpdf.com/pub/15218804/Natural-history-of-primary-progressive-multiple-sclerosis
https://dx.doi.org/10.1136/jnnp-2014-307791
https://dx.doi.org/10.1136/jnnp-2014-307791
https://dx.doi.org/10.1136/jnnp-2014-307791
http://dx.doi.org/10.1212/WNL.0b013e3181c5b47f
http://dx.doi.org/10.1212/WNL.0b013e3181c5b47f
http://dx.doi.org/10.1136/jnnp-2014-307948
http://dx.doi.org/10.1136/jnnp-2014-307948
http://dx.doi.org/10.1136/jnnp-2014-307948
http://dx.doi.org/10.1016/B978-0-444-52001-2.00016-9
http://dx.doi.org/10.1016/B978-0-444-52001-2.00016-9
https://dx.doi.org/10.1016/S1474-4422(12)70059-5
https://dx.doi.org/10.1016/S1474-4422(12)70059-5
https://dx.doi.org/10.1016/S1474-4422(12)70059-5
https://dx.doi.org/10.1016/S1474-4422(14)70049-3
https://dx.doi.org/10.1016/S1474-4422(14)70049-3
https://dx.doi.org/10.1016/S1474-4422(14)70049-3
https://dx.doi.org/10.1016/S1474-4422(14)70049-3
http://www.neurology.org/cgi/pmidlookup?view=long&pmid=12391370
http://www.neurology.org/cgi/pmidlookup?view=long&pmid=12391370
http://www.neurology.org/cgi/pmidlookup?view=long&pmid=12391370
https://dx.doi.org/10.1002/ana.21079
https://dx.doi.org/10.1002/ana.21079
https://dx.doi.org/10.1002/ana.21079
https://dx.doi.org/10.1002/ana.21079
http://dx.doi.org/10.1016/j.neurol.2015.04.005
http://dx.doi.org/10.1016/j.neurol.2015.04.005
http://www.neurology.org/content/85/3/248.long
http://www.neurology.org/content/85/3/248.long
http://www.neurology.org/content/85/3/248.long
http://msj.sagepub.com/cgi/pmidlookup?view=long&pmid=11212131
http://msj.sagepub.com/cgi/pmidlookup?view=long&pmid=11212131
http://msj.sagepub.com/cgi/pmidlookup?view=long&pmid=11212131
http://dx.doi.org/10.1016/j.jns.2013.11.011
http://dx.doi.org/10.1016/j.jns.2013.11.011
https://dx.doi.org/10.1177/1352458514564494
https://dx.doi.org/10.1177/1352458514564494
https://dx.doi.org/10.1177/1352458514564494


Volume 3 • Issue 3 • 1000190J Mult Scler (Foster City), an open access journal
ISSN: 2376-0389

Citation: Canham LJW, Western DG, Walsh P, Kane N, Inglis K, et al. (2016) The Growing Potential of Neurophysiology in Multiple Sclerosis. J Mult 
Scler (Foster City) 3:190. doi:10.4172/2376-0389.1000190

Page 9 of 12

57.	Zivadinov R, Jakimovski D, Gandhi S, Ahmed R, Dwyer MG, et al. (2016) Clinical 
relevance of brain atrophy assessment in multiple sclerosis. Implications for its 
use in a clinical routine. Expert Rev Neurother 16: 1-17. 

58.	Nave KA (2010) Myelination and support of axonal integrity by glia. Nature 
468: 244-252.

59.	Li J, Zhang L, Chu Y, Namaka M, Deng B, et al. (2016) Astrocytes in 
oligodendrocyte lineage development and white matter pathology. Front Cell 
Neurosci 10: 119. 

60.	Armstrong RC, Mierzwa AJ, Sullivan GM, Sanchez MA (2015) Myelin and 
oligodendrocyte lineage cells in white matter pathology and plasticity after 
traumatic brain injury. Neuropharmacol 110: 654-659. 

61.	Chamberlain KA, Nanescu SE, Psachoulia K, Huang JK (2015) Oligodendrocyte 
regeneration: Its significance in myelin replacement and neuroprotection in 
multiple sclerosis. Neuropharmacol 110: 633-643.

62.	Filippi M, Preziosa P, Rocca MA (2014) Magnetic resonance outcome measures 
in multiple sclerosis trials: Time to rethink? Curr Opin Neurol 27: 290-299. 

63.	Barkhof F (1999) MRI in multiple sclerosis: Correlation with expanded disability 
status scale (EDSS). Mult Scler 5: 283-286. 

64.	Margaritella N, Mendozzi L, Garegnani M, Nemni R, Colicino E, et al. (2012) 
Exploring the predictive value of the evoked potentials score in MS within an 
appropriate patient population: A hint for an early identification of benign MS? 
BMC Neurol 12: 80. 

65.	Schlaeger R, D’Souza M, Schindler C, Grize L, Kappos L, et al. (2012) 
Combined evoked potentials as markers and predictors of disability in early 
multiple sclerosis. Clin Neurophysiol 123: 406-410. 

66.	Schlaeger R, Schindler C, Grize L, Dellas S, Radue EW, et al. (2014) Combined 
visual and motor evoked potentials predict multiple sclerosis disability after 20 
years. Mult Scler 20: 1348-1354. 

67.	Schlaeger R, D’Souza M, Schindler C, Grize L, Kappos L, et al. (2014) 
Electrophysiological markers and predictors of the disease course in primary 
progressive multiple sclerosis. Mult Scler 20: 51-56. 

68.	Kantarci O, Weinshenker BG (2001) Prognostic factors in multiple sclerosis 
handbook of multiple sclerosis. Marcel Dekker, Inc., pp: 449-463. 

69.	Filippi M, Rocca MA (2005) MRI evidence for multiple sclerosis as a diffuse 
disease of the central nervous system. J Neurol 252: v16-24.

70.	Walsh P, Kane N, Butler S (2005) The clinical role of evoked potentials. J Neurol 
Neurosurg Psychiatry 76: ii16-ii22.

71.	Naci H, Ioannidis JP (2013) Comparative effectiveness of exercise and drug 
interventions on mortality outcomes: Metaepidemiological study. BMJ 347: 
f5577. 

72.	Pelayo R, Montalban X, Minoves T, Moncho D, Rio J, et al. (2010) Do multimodal 
evoked potentials add information to MRI in clinically isolated syndromes? Mult 
Scler 16: 55-61. 

73.	Magnano I, Pes GM, Pilurzi G, Cabboi MP, Ginatempo F, et al. (2014) Exploring 
brainstem function in multiple sclerosis by combining brainstem reflexes, 
evoked potentials, clinical and MRI investigations. Clin neurophysiol 125: 2286-
2296. 

74.	Sater RA, Rostami AM, Galetta S, Farber RE, Bird SJ (1999) Serial evoked 
potential studies and MRI imaging in chronic progressive multiple sclerosis. J 
Neurosci 171: 79-83. 

75.	Comi E, Annovazzi P, Silva AM, Cursi M, Blasi V, et al. (2005) Visual evoked 
potentials may be recorded simultaneously with fMRI scanning: A validation 
study. Hum Brain Mapp 24:291-298. 

76.	Hobart JC, Cano SJ, Zajicek JP (2007) Rating scales as outcome measures for 
clinical trials in neurology: Problems, solutions and recommendations. Lancet 
neurol 6:1094-1105. 

77.	Albrecht H, Wotzel C, Erasmus LP, Kleinpeter M, Konig N (2001) Day-to-day 
variability of maximum walking distance in MS patients can mislead to relevant 
changes in the Expanded Disability Status Scale (EDSS): Average walking 
speed is a more constant parameter. Mult Scler 7: 105-109. 

78.	Zhang J, Waubant E, Cutter G, Wolinsky JS, Glanzman R (2013) EDSS 
variability before randomization may limit treatment discovery in primary 
progressive MS. Mult Scler 19: 775-781. 

79.	Noseworthy JH, Vandervoort MK, Wong CJ, Ebers GC (1990) Interrater 

variability with the expanded disability status scale (EDSS) and functional 
systems (FS) in a multiple sclerosis clinical trial. The Canadian Cooperation 
MS Study Group. Neurol 40: 971-975. 

80.	Rice CM, Cottrell D, Wilkins A, Scolding NJ (2013) Primary progressive multiple 
sclerosis: Progress and challenges. J Neurol Neurosurg Psychiatry 84: 1100-
1106.

81.	Rice CM, Mallam EA, Whone AL, Walsh P, Brooks DJ, et al. (2010) Safety and 
feasibility of autologous bone marrow cellular therapy in relapsing-progressive 
multiple sclerosis. Clin Pharmacol Ther 87: 679-685. 

82.	Klistorner A, Fraser C, Garrick R, Graham S, Arvind H (2008) Correlation 
between full-field and multifocal VEPs in optic neuritis. Doc Ophthalmol 116: 
19-27. 

83.	Klistorner A, Arvind H, Nguyen T, Garrick R, Paine M, et al. (2009) Multifocal 
VEP and OCT in optic neuritis: A topographical study of the structure-function 
relationship. Doc Ophthalmol 118: 129-37. 

84.	Hokazono K, Raza AS, Oyamada MK, Hood DC, Monteiro ML (2013) Pattern 
electroretinogram in neuromyelitis optica and multiple sclerosis with or without 
optic neuritis and its correlation with FD-OCT and perimetry. Doc Ophthalmol 
127: 201-215.

85.	Di Maggio G, Santangelo R, Guerrieri S, Bianco M, Ferrari L, et al. (2014) 
Optical coherence tomography and visual evoked potentials: Which is more 
sensitive in multiple sclerosis? Mult Scler 20: 1342-1347.

86.	Naismith RT, Tutlam NT, Xu J, Shepherd JB, Klawiter EC, et al. (2009) Optical 
coherence tomography is less sensitive than visual evoked potentials in optic 
neuritis. Neurol 73:46-52. 

87.	Youl BD, Turano G, Miller DH, Towell AD, MacManus DG, et al. (1991) The 
pathophysiology of acute optic neuritis. An association of gadolinium leakage 
with clinical and electrophysiological deficits. Brain 114: 2437-2450. 

88.	Van der Walt A, Kolbe S, Mitchell P, Wang Y, Butzkueven H, et al. (2015) Parallel 
changes in structural and functional measures of optic nerve myelination after 
optic neuritis. PloS one 10: e0121084. 

89.	Klistorner A, Arvind H, Nguyen T, Garrick R, Paine M, et al. (2008) Axonal loss 
and myelin in early ON loss in post-acute optic neuritis. Ann Neurol 64: 325-
331.

90.	Davies MB, Williams R, Haq N, Pelosi L, Hawkins CP (1998) MRI of optic nerve 
and post-chiasmal visual pathways and visual evoked potentials in secondary 
progressive multiple sclerosis. Neuroradiol 40: 765-770. 

91.	Soustiel JF, Hafner H, Chistyakov AV, Yarnitzky D, Sharf B, et al. (1996) 
Brain-stem trigeminal and auditory evoked potentials in multiple sclerosis: 
Physiological insights. Electroencephalogr Clin Neurophysiol 100:152-157. 

92.	Hendler T, Squires NK, Moore JK, Coyle PK (1996) Auditory evoked potentials 
in multiple sclerosis: Correlation with Magn Reson Imaging. J Basic Clin Physiol 
Pharmacol 7: 245-278. 

93.	Minneboo A, Barkhof F, Polman CH, Uitdehaag BM, Knol DL (2004) Infratentorial 
lesions predict long-term disability in patients with initial findings suggestive of 
multiple sclerosis. Arch Neurol 61: 217-221. 

94.	Pokryszko-Dragan A, Bilinska M, Gruszka E, Kusinska E, Podemski R (2015) 
Assessment of visual and auditory evoked potentials in multiple sclerosis 
patients with and without fatigue. Neurol Sci 36: 235-242. 

95.	Coelho A, Cerani ÄB, Prasher D, Miller DH, Luxon LM (2007) Auditory efferent 
function is affected in multiple sclerosis. Ear Hear 28: 593-604.

96.	Nishida H, Tanaka Y, Okada M, Inoue Y (1995) Evoked otoacoustic emissions 
and electrocochleography in a patient with multiple sclerosis. Ann Otol Rhinol 
Laryngol 104: 456-462.

97.	Veros K, Blioskas S, Karapanayiotides T, Psillas G, Markou K (2014) Clinically 
isolated syndrome manifested as acute vestibular syndrome: Bedside neuro-
otological examination and suppression of transient evoked otoacoustic 
emissions in the differential diagnosis. Am J Otolaryngol 35: 683-686. 

98.	Aidar RC, Suzuki FA (2005) Vestibular evoked myogenic potential: New 
perspectives in multiple sclerosis. Braz J Otorhinolaryngol 71: 48-54. 

99.	Meh D, Denislic M (2000) Correlation between temperature and vibration 
thresholds and somatosensory evoked potentials. Electromyogr Clin 
Neurophysiol 40: 131-134. 

100.	Merchut MP, Gruener G (1993) Quantitative sensory threshold testing in 
patients with multiple sclerosis. Electromyogr Clin Neurophysiol 33: 119-124. 

https://dx.doi.org/10.1080/14737175.2016.1181543
https://dx.doi.org/10.1080/14737175.2016.1181543
https://dx.doi.org/10.1080/14737175.2016.1181543
http://dx.doi.org/10.1038/nature09614
http://dx.doi.org/10.1038/nature09614
https://dx.doi.org/10.3389/fncel.2016.00119
https://dx.doi.org/10.3389/fncel.2016.00119
https://dx.doi.org/10.3389/fncel.2016.00119
http://dx.doi.org/10.1016/j.neuropharm.2015.04.029
http://dx.doi.org/10.1016/j.neuropharm.2015.04.029
http://dx.doi.org/10.1016/j.neuropharm.2015.04.029
https://dx.doi.org/10.1016/j.neuropharm.2015.10.010
https://dx.doi.org/10.1016/j.neuropharm.2015.10.010
https://dx.doi.org/10.1016/j.neuropharm.2015.10.010
https://dx.doi.org/10.1097/WCO.0000000000000095
https://dx.doi.org/10.1097/WCO.0000000000000095
http://msj.sagepub.com/cgi/pmidlookup?view=long&pmid=10467389
http://msj.sagepub.com/cgi/pmidlookup?view=long&pmid=10467389
https://dx.doi.org/10.1186/1471-2377-12-80
https://dx.doi.org/10.1186/1471-2377-12-80
https://dx.doi.org/10.1186/1471-2377-12-80
https://dx.doi.org/10.1186/1471-2377-12-80
https://dx.doi.org/10.1016/j.clinph.2011.06.021
https://dx.doi.org/10.1016/j.clinph.2011.06.021
https://dx.doi.org/10.1016/j.clinph.2011.06.021
https://dx.doi.org/10.1177/1352458514525867
https://dx.doi.org/10.1177/1352458514525867
https://dx.doi.org/10.1177/1352458514525867
https://dx.doi.org/10.1177/1352458513490543
https://dx.doi.org/10.1177/1352458513490543
https://dx.doi.org/10.1177/1352458513490543
http://dx.doi.org/10.1007/s00415-005-5004-5
http://dx.doi.org/10.1007/s00415-005-5004-5
https://dx.doi.org/10.1136%2Fjnnp.2005.068130
https://dx.doi.org/10.1136%2Fjnnp.2005.068130
http://dx.doi.org/10.1136/bmj.f5577'
http://dx.doi.org/10.1136/bmj.f5577'
http://dx.doi.org/10.1136/bmj.f5577'
https://dx.doi.org/10.1177/1352458509352666
https://dx.doi.org/10.1177/1352458509352666
https://dx.doi.org/10.1177/1352458509352666
https://dx.doi.org/10.1016/j.clinph.2014.03.016
https://dx.doi.org/10.1016/j.clinph.2014.03.016
https://dx.doi.org/10.1016/j.clinph.2014.03.016
https://dx.doi.org/10.1016/j.clinph.2014.03.016
https://linkinghub.elsevier.com/retrieve/pii/S0022-510X(99)00255-5
https://linkinghub.elsevier.com/retrieve/pii/S0022-510X(99)00255-5
https://linkinghub.elsevier.com/retrieve/pii/S0022-510X(99)00255-5
https://dx.doi.org/10.1002/hbm.20087
https://dx.doi.org/10.1002/hbm.20087
https://dx.doi.org/10.1002/hbm.20087
https://dx.doi.org/10.1016/S1474-4422(07)70290-9
https://dx.doi.org/10.1016/S1474-4422(07)70290-9
https://dx.doi.org/10.1016/S1474-4422(07)70290-9
http://msj.sagepub.com/cgi/pmidlookup?view=long&pmid=11424630
http://msj.sagepub.com/cgi/pmidlookup?view=long&pmid=11424630
http://msj.sagepub.com/cgi/pmidlookup?view=long&pmid=11424630
http://msj.sagepub.com/cgi/pmidlookup?view=long&pmid=11424630
https://dx.doi.org/10.1177/1352458512459685
https://dx.doi.org/10.1177/1352458512459685
https://dx.doi.org/10.1177/1352458512459685
http://dx.doi.org/10.1212/WNL.40.6.971
http://dx.doi.org/10.1212/WNL.40.6.971
http://dx.doi.org/10.1212/WNL.40.6.971
http://dx.doi.org/10.1212/WNL.40.6.971
http://dx.doi.org/10.1136/jnnp-2012-304140
http://dx.doi.org/10.1136/jnnp-2012-304140
http://dx.doi.org/10.1136/jnnp-2012-304140
https://dx.doi.org/10.1038/clpt.2010.44
https://dx.doi.org/10.1038/clpt.2010.44
https://dx.doi.org/10.1038/clpt.2010.44
https://dx.doi.org/10.1007/s10633-007-9072-y
https://dx.doi.org/10.1007/s10633-007-9072-y
https://dx.doi.org/10.1007/s10633-007-9072-y
https://dx.doi.org/10.1007/s10633-008-9147-4
https://dx.doi.org/10.1007/s10633-008-9147-4
https://dx.doi.org/10.1007/s10633-008-9147-4
http://dx.doi.org/10.1007/s10633-013-9401-2
http://dx.doi.org/10.1007/s10633-013-9401-2
http://dx.doi.org/10.1007/s10633-013-9401-2
http://dx.doi.org/10.1007/s10633-013-9401-2
https://dx.doi.org/10.1177/1352458514524293
https://dx.doi.org/10.1177/1352458514524293
https://dx.doi.org/10.1177/1352458514524293
https://dx.doi.org/10.1212/WNL.0b013e3181aaea32
https://dx.doi.org/10.1212/WNL.0b013e3181aaea32
https://dx.doi.org/10.1212/WNL.0b013e3181aaea32
http://brain.oxfordjournals.org/cgi/pmidlookup?view=long&pmid=1782525
http://brain.oxfordjournals.org/cgi/pmidlookup?view=long&pmid=1782525
http://brain.oxfordjournals.org/cgi/pmidlookup?view=long&pmid=1782525
https://dx.doi.org/10.1371%2Fjournal.pone.0121084
https://dx.doi.org/10.1371%2Fjournal.pone.0121084
https://dx.doi.org/10.1371%2Fjournal.pone.0121084
http://dx.doi.org/10.1002/ana.21474
http://dx.doi.org/10.1002/ana.21474
http://dx.doi.org/10.1002/ana.21474
http://www.pubpdf.com/pub/8617153/Brain-stem-trigeminal-and-auditory-evoked-potentials-in-multiple-sclerosis-physiological-insights
http://www.pubpdf.com/pub/8617153/Brain-stem-trigeminal-and-auditory-evoked-potentials-in-multiple-sclerosis-physiological-insights
http://www.pubpdf.com/pub/8617153/Brain-stem-trigeminal-and-auditory-evoked-potentials-in-multiple-sclerosis-physiological-insights
https://dx.doi.org/10.1001/archneur.61.2.217
https://dx.doi.org/10.1001/archneur.61.2.217
https://dx.doi.org/10.1001/archneur.61.2.217
http://www.sclero.org/forums/topic/15301-assessment-of-visual-and-auditory-evoked-potentials-vep-in-multiple-sclerosis-ms-patients-with-and-without-fatigue/
http://www.sclero.org/forums/topic/15301-assessment-of-visual-and-auditory-evoked-potentials-vep-in-multiple-sclerosis-ms-patients-with-and-without-fatigue/
http://www.sclero.org/forums/topic/15301-assessment-of-visual-and-auditory-evoked-potentials-vep-in-multiple-sclerosis-ms-patients-with-and-without-fatigue/
http://dx.doi.org/10.1097/AUD.0b013e31812f716e
http://dx.doi.org/10.1097/AUD.0b013e31812f716e
https://dx.doi.org/10.1016/j.amjoto.2014.04.004
https://dx.doi.org/10.1016/j.amjoto.2014.04.004
https://dx.doi.org/10.1016/j.amjoto.2014.04.004
https://dx.doi.org/10.1016/j.amjoto.2014.04.004
https://dx.doi.org/S0034-72992005000100009
https://dx.doi.org/S0034-72992005000100009
http://www.pubpdf.com/pub/10812534/Correlation-between-temperature-and-vibration-thresholds-and-somatosensory-evoked-potentials
http://www.pubpdf.com/pub/10812534/Correlation-between-temperature-and-vibration-thresholds-and-somatosensory-evoked-potentials
http://www.pubpdf.com/pub/10812534/Correlation-between-temperature-and-vibration-thresholds-and-somatosensory-evoked-potentials


Volume 3 • Issue 3 • 1000190J Mult Scler (Foster City), an open access journal
ISSN: 2376-0389

Citation: Canham LJW, Western DG, Walsh P, Kane N, Inglis K, et al. (2016) The Growing Potential of Neurophysiology in Multiple Sclerosis. J Mult 
Scler (Foster City) 3:190. doi:10.4172/2376-0389.1000190

Page 10 of 12

101.	Leocani L, Martinelli V, Natali-Sora MG, Rovaris M, Comi G (2003) 
Somatosensory evoked potentials and sensory involvement in multiple 
sclerosis: Comparison with clinical findings and quantitative sensory tests. 
Mult Scler 9: 275-279. 

102.	Aminoff MJ, Eisen AA (1998) AAEM minimonograph 19: Somatosensory 
evoked potentials. Muscle Nerve 21: 277-290.

103.	Spiegel J, Hansen C, Baumgartner U, Hopf HC, Treede RD (2003) Sensitivity 
of laser-evoked potentials versus somatosensory evoked potentials in patients 
with multiple sclerosis. Clin neurophysiol 114: 992-1002. 

104.	Djuric S, Djuric V, Zivkovic M, Milosevic V, Jolic M, et al (2010) Are 
somatosensory evoked potentials of the tibial nerve the most sensitive test in 
diagnosing multiple sclerosis? Neurol 58: 537-541. 

105.	Leocani L, Comi G (2014) Clin Neurophysiol of multiple sclerosis. Handb Clin 
Neurol 122: 671-679.

106.	Bakshi R, Neema M, Tauhid S, Healy BC, Glanz BI (2014) An expanded 
composite scale of MRI-defined disease severity in multiple sclerosis: 
MRDSS2. Neuroreport 25: 1156-1161. 

107.	Bieniek M, Altmann DR, Davies GR, Ingle GT, Rashid W, et al. (2006) Cord 
atrophy separates early primary progressive and relapsing remitting multiple 
sclerosis. J Neurol Neurosurg Psychiatry 77: 1036-1039. 

108.	Kidd D, Thorpe JW, Kendall BE, Barker GJ, Miller DH, et al. (1996) MRI 
dynamics of brain and spinal cord in progressive multiple sclerosis. J Neurol 
Neurosurg Psychiatry 60: 15-19. 

109.	Bot JC, Barkhof F, Polman CH, Lycklama à Nijeholt GJ, et al. (2004) Spinal 
cord abnormalities in recently diagnosed MS patients: Added value of spinal 
MRI examination. Neurol 62: 226-233.

110.	Bakshi R, Dandamudi VS, Neema M, De C, Bermel RA (2005) Measurement 
of brain and spinal cord atrophy by Magn Reson Imaging as a tool to monitor 
multiple sclerosis. J Neuroimaging 15: 30s-45s. 

111.	Brex PA, Leary SM, O’Riordan JI, Miszkiel KA, Plant GT, et al. (2001) 
Measurement of spinal cord area in clinically isolated syndromes suggestive 
of multiple sclerosis. J Neurol Neurosurg Psychiatry 70: 544-547. 

112.	Miniussi C, Paulus W (2012) Transcranial brain stimulation. CRC Press, UK. 

113.	Van der Kamp W, Maertens de Noordhout A, Thompson PD, Rothwell JC, Day 
BL, et al. (1991) Correlation of phasic muscle strength and corticomotoneuron 
conduction time in multiple sclerosis. Ann Neurol 29: 6-12. 

114.	Kalkers NF, Strijers RL, Jasperse MM, Neacsu V, Geurts JJ, et al. (2007) 
Motor evoked potential: A reliable and objective measure to document the 
functional consequences of multiple sclerosis? Relation to disability and MRI. 
Clin Neurophysiol 118: 1332-1340. 

115.	Kandler RH, Jarratt JA, Davies-Jones GA, Gumpert EJ, Venables GS, et al. 
(1991) The role of magnetic stimulation as a quantifier of motor disability in 
patients with multiple sclerosis. J Neurol Sci 106: 31-34.

116.	Gagliardo A, Galli F, Grippo A, Amantini A, Martinelli C, et al. (2007) Motor 
evoked potentials in multiple sclerosis patients without walking limitation: 
Amplitude vs. conduction time abnormalities. J Neurol 254: 220-227. 

117.	Humm AM, Magistris MR, Truffert A, Hess CW, Rosler KM (2003) Central 
motor conduction differs between acute relapsing-remitting and chronic 
progressive multiple sclerosis. Clin Neurophysiol 114: 2196-2203. 

118.	Rossi S, Hallett M, Rossini PM, Pascual-Leone A (2009) Safety, ethical 
considerations, and application guidelines for the use of transcranial magnetic 
stimulation in clinical practice and research. Clin Neurophysiol 120: 2008-
2039. 

119.	Kelley BJ, Rodriguez M (2009) Seizures in patients with multiple sclerosis: 
Epidemiology, pathophysiology and management. CNS Drugs 23: 805-815.

120.	Chen R, Cros D, Curra A, Di Lazzaro V, Lefaucheur JP, et al. (2008) The 
clinical diagnostic utility of transcranial magnetic stimulation: Report of an 
IFCN committee. Clin Neurophysiol 119: 504-532. 

121.	Ayache SS, Creange A, Farhat WH, Zouari HG, Mylius V, et al. (2014) 
Relapses in multiple sclerosis: Effects of high-dose steroids on cortical 
excitability. European J Neurol 2: 630-636. 

122.	Morgante F, Dattola V, Crupi D, Russo M, Rizzo V, et al. (2011) Is central 
fatigue in multiple sclerosis a disorder of movement preparation? J Neurol 
258: 263-272.

123.	Yusuf A, Koski L (2013) A qualitative review of the neurophysiological 
underpinnings of fatigue in multiple sclerosis. J Neurosci 330: 4-9. 

124.	Santarnecchi E, Rossi S, Bartalini S, Cincotta M, Giovannelli F, et al. (2015) 
Neurophysiological correlates of central fatigue in healthy subjects and 
multiple sclerosis patients before and after treatment with amantadine. Neural 
Plast 2015: 616242.

125.	Fukutake T, Kuwabara S, Kaneko M, Kojima S, Hattori T (1998) Sensory 
impairments in spinal multiple sclerosis: A combined clinical, Magn Reson 
Imaging and somatosensory evoked potential study. Clin Neurol Neurosur 
100: 199-204. 

126.	Schoonheim MM, Geurts JJ, Barkhof F (2010) The limits of functional 
reorganization in multiple sclerosis. Neurology 74: 1246-1247.

127.	Fisniku LK, Brex PA, Altmann DR, Miszkiel KA, Benton CE, et al. (2008) 
Disability and T2 MRI lesions: A 20 year follow-up of patients with relapse 
onset of multiple sclerosis. Brain 131: 808-817.

128.	Gajofatto A, Calabrese M, Benedetti MD, Monaco S (2013) Clinical, MRI and 
CSF markers of disability progression in multiple sclerosis. Dis Markers 35: 
687-699.

129.	Feuillet L, Pelletier J, Suchet L, Rico A, Ali Cherif A, et al. (2007) Prospective 
clinical and electrophysiological follow-up on a multiple sclerosis population 
treated with interferon beta-1 a: A pilot study. Multiple sclerosis 13: 348-356. 

130.	Kallmann BA, Fackelmann S, Toyka KV, Rieckmann P, Reiners K (2006) Early 
abnormalities of evoked potentials and future disability in patients with multiple 
sclerosis. Mult Scler 12: 58-65.

131.	Simó M, Barsi P, Arányi Z (2008) Predictive role of evoked potential 
examinations in patients with clinically isolated optic neuritis in light of the 
revised McDonald criteria. Mult Scler 14: 472-478.

132.	Giffroy X, Maes N, Albert A, Maquet P, Crielaard JM (2016) Multimodal evoked 
potentials for functional quantification and prognosis in multiple sclerosis. 
BMC neurol 16: 83. 

133.	Leocani L, Comi G (2006) Movement-related event-related desynchronization 
in neuropsychiatric disorders. Prog Brain Res 159: 351-366. 

134.	Confavreux C, Vukusic S, Adeleine P (2003) Early clinical predictors and 
progression of irreversible disability in multiple sclerosis: An amnesic process. 
Brain 126: 770-782. 

135.	Confavreux C, Vukusic S (2006) The natural history of multiple sclerosis. Rev 
Prat 56: 1313-1320.

136.	Confavreux C, Vukusic S, Moreau T, Adeleine P (2000) Relapses and 
progression of disability in multiple sclerosis. N Engl J Med 343: 1430-1438.

137.	Kearney H, Miller DH, Ciccarelli O (2015) Spinal cord MRI in multiple sclerosis-
-diagnostic, prognostic and clinical value. Nat Rev Neurol 11: 327-338. 

138.	Lukas C, Knol DL, Sombekke MH, Bellenberg B, Hahn HK, et al. (2014) 
Cervical spinal cord volume loss is related to clinical disability progression in 
multiple sclerosis. J Neurol Neurosurg Psychiatry 86: 410-416.

139.	Nuwer MR, Packwood JW, Myers LW, Ellison GW (1987) Evoked potentials 
predict the clinical changes in a multiple sclerosis drug study. Neurology 37: 
1754-1761.

140.	Khatri BO, McQuillen MP, Harrington GJ, Schmoll D, Hoffmann RG (1985) 
Chronic progressive multiple sclerosis: Double-blind controlled study of 
plasmapheresis in patients taking immunosuppressive drugs. Neurology 35: 
312-319. 

141.	Dau PC, Petajan JH, Johnson KP, Panitch HS, Bornstein MB (1980) 
Plasmapheresis in multiple sclerosis: Preliminary findings. Neurology 30: 
1023-1028.

142.	Humm AM, Z’Graggen WJ, Buhler R, Magistris MR, Rosler KM (2006) 
Quantification of central motor conduction deficits in multiple sclerosis patients 
before and after treatment of acute exacerbation by methylprednisolone. J 
Neurol Neurosurg Psychiatry 77: 345-350. 

143.	Anlar O, Kisli M, Tombul T, Ozbek H (2003) Visual evoked potentials in multiple 
sclerosis before and after two years of interferon therapy. Int J Neurosci 113: 
483-489.

144.	Meuth SG, Bittner S, Seiler C, Göbel K, Wiendl H (2011) Natalizumab restores 
evoked potential abnormalities in patients with relapsing-remitting multiple 
sclerosis. Mult Scler 17:198-203. 

http://www.pubpdf.com/pub/12814174/Somatosensory-evoked-potentials-and-sensory-involvement-in-multiple-sclerosis-comparison-with-clinic
http://www.pubpdf.com/pub/12814174/Somatosensory-evoked-potentials-and-sensory-involvement-in-multiple-sclerosis-comparison-with-clinic
http://www.pubpdf.com/pub/12814174/Somatosensory-evoked-potentials-and-sensory-involvement-in-multiple-sclerosis-comparison-with-clinic
http://www.pubpdf.com/pub/12814174/Somatosensory-evoked-potentials-and-sensory-involvement-in-multiple-sclerosis-comparison-with-clinic
http://onlinelibrary.wiley.com/doi/10.1002/(SICI)1097-4598(199803)21:3%3C277::AID-MUS1%3E3.0.CO;2-7/abstract
http://onlinelibrary.wiley.com/doi/10.1002/(SICI)1097-4598(199803)21:3%3C277::AID-MUS1%3E3.0.CO;2-7/abstract
https://linkinghub.elsevier.com/retrieve/pii/S1388245703000695
https://linkinghub.elsevier.com/retrieve/pii/S1388245703000695
https://linkinghub.elsevier.com/retrieve/pii/S1388245703000695
https://dx.doi.org/10.4103/0028-3886.68669
https://dx.doi.org/10.4103/0028-3886.68669
https://dx.doi.org/10.4103/0028-3886.68669
http://dx.doi.org/10.1016/B978-0-444-52001-2.00028-5
http://dx.doi.org/10.1016/B978-0-444-52001-2.00028-5
https://dx.doi.org/10.1097/WNR.0000000000000244
https://dx.doi.org/10.1097/WNR.0000000000000244
https://dx.doi.org/10.1097/WNR.0000000000000244
https://dx.doi.org/10.1136/jnnp.2006.094748
https://dx.doi.org/10.1136/jnnp.2006.094748
https://dx.doi.org/10.1136/jnnp.2006.094748
http://jnnp.bmj.com/cgi/pmidlookup?view=long&pmid=8558143
http://jnnp.bmj.com/cgi/pmidlookup?view=long&pmid=8558143
http://jnnp.bmj.com/cgi/pmidlookup?view=long&pmid=8558143
http://www.neurology.org/cgi/pmidlookup?view=long&pmid=14745058
http://www.neurology.org/cgi/pmidlookup?view=long&pmid=14745058
http://www.neurology.org/cgi/pmidlookup?view=long&pmid=14745058
https://dx.doi.org/10.1177/1051228405283901
https://dx.doi.org/10.1177/1051228405283901
https://dx.doi.org/10.1177/1051228405283901
https://dx.doi.org/10.1177%2F1941874412457183
https://dx.doi.org/10.1177%2F1941874412457183
https://dx.doi.org/10.1177%2F1941874412457183
https://dx.doi.org/10.1002/ana.410290104
https://dx.doi.org/10.1002/ana.410290104
https://dx.doi.org/10.1002/ana.410290104
https://dx.doi.org/10.1016/j.clinph.2007.02.018
https://dx.doi.org/10.1016/j.clinph.2007.02.018
https://dx.doi.org/10.1016/j.clinph.2007.02.018
https://dx.doi.org/10.1016/j.clinph.2007.02.018
https://linkinghub.elsevier.com/retrieve/pii/0022-510X(91)90190-I
https://linkinghub.elsevier.com/retrieve/pii/0022-510X(91)90190-I
https://linkinghub.elsevier.com/retrieve/pii/0022-510X(91)90190-I
https://dx.doi.org/10.1007/s00415-006-0334-5
https://dx.doi.org/10.1007/s00415-006-0334-5
https://dx.doi.org/10.1007/s00415-006-0334-5
https://linkinghub.elsevier.com/retrieve/pii/S1388245703002311
https://linkinghub.elsevier.com/retrieve/pii/S1388245703002311
https://linkinghub.elsevier.com/retrieve/pii/S1388245703002311
https://dx.doi.org/10.1016/j.clinph.2009.08.016
https://dx.doi.org/10.1016/j.clinph.2009.08.016
https://dx.doi.org/10.1016/j.clinph.2009.08.016
https://dx.doi.org/10.1016/j.clinph.2009.08.016
https://dx.doi.org/10.2165%2F11310900-000000000-00000
https://dx.doi.org/10.2165%2F11310900-000000000-00000
https://dx.doi.org/10.1016/j.clinph.2007.10.014
https://dx.doi.org/10.1016/j.clinph.2007.10.014
https://dx.doi.org/10.1016/j.clinph.2007.10.014
https://dx.doi.org/10.1111/ene.12356
https://dx.doi.org/10.1111/ene.12356
https://dx.doi.org/10.1111/ene.12356
http://dx.doi.org/10.1007/s00415-010-5742-x
http://dx.doi.org/10.1007/s00415-010-5742-x
http://dx.doi.org/10.1007/s00415-010-5742-x
https://dx.doi.org/10.1016/j.jns.2013.04.012
https://dx.doi.org/10.1016/j.jns.2013.04.012
http://dx.doi.org/10.1155/2015/616242
http://dx.doi.org/10.1155/2015/616242
http://dx.doi.org/10.1155/2015/616242
http://dx.doi.org/10.1155/2015/616242
http://dx.doi.org/10.1212/WNL.0b013e3181db9957
http://dx.doi.org/10.1212/WNL.0b013e3181db9957
http://dx.doi.org/10.1093/brain/awm329
http://dx.doi.org/10.1093/brain/awm329
http://dx.doi.org/10.1093/brain/awm329
https://dx.doi.org/10.1155/2013/484959
https://dx.doi.org/10.1155/2013/484959
https://dx.doi.org/10.1155/2013/484959
https://dx.doi.org/10.1177/1352458506070235
https://dx.doi.org/10.1177/1352458506070235
https://dx.doi.org/10.1177/1352458506070235
http://monkeyman.pbworks.com/f/MSarticle+2.pdf
http://monkeyman.pbworks.com/f/MSarticle+2.pdf
http://monkeyman.pbworks.com/f/MSarticle+2.pdf
http://dx.doi.org/10.1177/1352458507085061
http://dx.doi.org/10.1177/1352458507085061
http://dx.doi.org/10.1177/1352458507085061
https://dx.doi.org/10.1186/s12883-016-0608-1
https://dx.doi.org/10.1186/s12883-016-0608-1
https://dx.doi.org/10.1186/s12883-016-0608-1
https://dx.doi.org/10.1016/S0079-6123(06)59023-5
https://dx.doi.org/10.1016/S0079-6123(06)59023-5
http://dx.doi.org/10.1093/brain/awg081
http://dx.doi.org/10.1093/brain/awg081
http://dx.doi.org/10.1093/brain/awg081
http://dx.doi.org/10.1056/NEJM200011163432001
http://dx.doi.org/10.1056/NEJM200011163432001
https://dx.doi.org/10.1038/nrneurol.2015.80
https://dx.doi.org/10.1038/nrneurol.2015.80
https://dx.doi.org/10.1136/jnnp-2014-308021
https://dx.doi.org/10.1136/jnnp-2014-308021
https://dx.doi.org/10.1136/jnnp-2014-308021
http://dx.doi.org/10.1212/WNL.37.11.1754
http://dx.doi.org/10.1212/WNL.37.11.1754
http://dx.doi.org/10.1212/WNL.37.11.1754
http://dx.doi.org/10.1212/WNL.35.3.312
http://dx.doi.org/10.1212/WNL.35.3.312
http://dx.doi.org/10.1212/WNL.35.3.312
http://dx.doi.org/10.1212/WNL.35.3.312
https://science.report/pub/32837155
https://science.report/pub/32837155
https://science.report/pub/32837155
https://dx.doi.org/10.1136%2Fjnnp.2005.065284
https://dx.doi.org/10.1136%2Fjnnp.2005.065284
https://dx.doi.org/10.1136%2Fjnnp.2005.065284
https://dx.doi.org/10.1136%2Fjnnp.2005.065284
http://www.academia.edu/21232332/VISUAL_EVOKED_POTENTIALS_IN_MULTIPLE_SCLEROSIS_BEFORE_AND_AFTER_TWO_YEARS_OF_INTERFERON_THERAPY
http://www.academia.edu/21232332/VISUAL_EVOKED_POTENTIALS_IN_MULTIPLE_SCLEROSIS_BEFORE_AND_AFTER_TWO_YEARS_OF_INTERFERON_THERAPY
http://www.academia.edu/21232332/VISUAL_EVOKED_POTENTIALS_IN_MULTIPLE_SCLEROSIS_BEFORE_AND_AFTER_TWO_YEARS_OF_INTERFERON_THERAPY
https://dx.doi.org/10.1177/1352458510386998
https://dx.doi.org/10.1177/1352458510386998
https://dx.doi.org/10.1177/1352458510386998


Volume 3 • Issue 3 • 1000190J Mult Scler (Foster City), an open access journal
ISSN: 2376-0389

Citation: Canham LJW, Western DG, Walsh P, Kane N, Inglis K, et al. (2016) The Growing Potential of Neurophysiology in Multiple Sclerosis. J Mult 
Scler (Foster City) 3:190. doi:10.4172/2376-0389.1000190

Page 11 of 12

145.	Rice CM, Marks DI, Ben-Shlomo Y, Evangelou N, Morgan PS, et al. (2015) 
Assessment of bone marrow-derived cellular therapy in progressive multiple 
sclerosis (ACTiMuS): Study protocol for a randomised controlled trial. Trials 
16:463. 

146.	Ontaneda D, Fox RJ, Chataway J (2015) Clinical trials in progressive multiple 
sclerosis: Lessons learned and future perspectives. Lancet Neurol 14: 208-
223.

147.	(2015) Biogen’s anti-LINGO promises nerve repair. Nat Biotechnol 33: 573.

148.	Brusa A, Jones SJ, Kapoor R, Miller DH, Plant GT (1999) Long-term recovery 
and fellow eye deterioration after optic neuritis, determined by serial visual 
evoked potentials. J Neurol 246: 776-782. 

149.	Brusa A, Jones SJ, Plant GT (2001) Long-term remyelination after optic 
neuritis: A 2 year visual evoked potential and psychophysical serial study. 
Brain 124: 468-479.

150.	Jones SJ, Brusa A (2003) Neurophysiological evidence for long-term repair of 
MS lesions: Implications for axon protection. J Neurol Sci 206: 193-198.

151.	Niklas A, Sebraoui H, Hess E, Wagner A, Bergh F (2009) Outcome measures 
for trials of remyelinating agents in multiple sclerosis: Retrospective 
longitudinal analysis of visual evoked potential latency. Mult Scler 15: 68-74. 

152.	Benedict RH, Hulst HE, Bergsland N, Schoonheim MM, Dwyer MG, et al. 
(2013) Clinical significance of atrophy and white matter mean diffusivity within 
the thalamus of multiple sclerosis patients. Mult Scler 19: 1478-1484.

153.	Giorgio A, De Stefano N (2010) Cognition in multiple sclerosis: Relevance of 
lesions, brain atrophy and proton MR spectroscopy. Neurol Sci 31: S245-248.

154.	Patani R, Balaratnam M, Vora A, Reynolds R (2007) Remyelination can be 
extensive in multiple sclerosis despite a long disease course. Neuropathol 
Appl Neurobiol 33: 277-287.

155.	Palace J, Duddy M, Bregenzer T, Lawton M, Zhu F, et al (2015) Effectiveness 
and cost-effectiveness of interferon beta and glatiramer acetate in the UK 
multiple sclerosis risk sharing scheme at 6 years: A clinical cohort study with 
natural history comparator. Lancet Neurol 14: 497-505. 

156.	Pickin M, Cooper CL, Chater T, O’Hagan A, Abrams KR, et al. (2009) The 
multiple sclerosis risk sharing scheme monitoring study-early results and 
lessons for the future. BMC Neurol 9: 1.

157.	Rovaris M, Judica E, Sastre-Garriga J, Rovira A, Sormani MP, et al. (2008) 
Large-scale, multicentre, quantitative MRI study of brain and cord damage in 
primary progressive multiple sclerosis. Mult Scler 14: 455-464. 

158.	Lamirel C, Newman NJ, Biousse V (2010) Optical coherence tomography 
(OCT) in optic neuritis and multiple sclerosis. Rev Neurol (Paris) 166: 978-986.

159.	Langdon DW1 (2011) Cognition in multiple sclerosis. Curr Opin Neurol 24: 
244-249.

160.	Patti F, Amato MP, Trojano M, Bastianello S, Tola MR, et al. (2009) Cognitive 
impairment and its relation with disease measures in mildly disabled patients 
with relapsing-remitting multiple sclerosis: baseline results from the cognitive 
impairment in multiple sclerosis (COGIMUS) study. Mult Scler 15: 779-788.

161.	Rao SM, Leo GJ, Ellington L, Nauertz T, Bernardin L, et al. (1991) Cognitive 
dysfunction in multiple sclerosis. II. Impact on employment and social 
functioning. Neurology 41: 692-696.

162.	Ruet A, Deloire M, Hamel D, Ouallet JC, Petry K, et al. (2013) Cognitive 
impairment, health-related quality of life and vocational status at early stages 
of multiple sclerosis: A 7 year longitudinal study. J Neurol 260: 776-784.

163.	Hoogs M, Kaur S, Smerbeck A, Weinstock-Guttman B, Benedict RH (2011) 
Cognition and physical disability in predicting health-related quality of life in 
multiple sclerosis. J Neurol 13: 57-63. 

164.	Anhoque CF, Biccas-Neto L, Domingues SC, Teixeira AL, Domingues RB 
(2013) Cognitive impairment is correlated with reduced quality of life in patients 
with clinically isolated syndrome. Arquivos De Neuro-Psiquiatria 71: 74-77. 

165.	Goretti B, Portaccio E, Zipoli V, Razzolini L, Amato MP (2010) Coping 
strategies, cognitive impairment, psychological variables and their relationship 
with quality of life in multiple sclerosis. Neurol Sci 31: S227-S230. 

166.	Magalhaes R, Alves J, Thomas RE, Chiaravalloti N, Goncalves OF, et al. 
(2014) Are cognitive interventions for multiple sclerosis effective and feasible? 
Restor Neurol Neurosci 32: 623-638. 

167.	Lazeron RH, Boringa JB, Schouten M, Uitdehaag BM, Bergers E, et al. 

(2005) Brain atrophy and lesion load as explaining parameters for cognitive 
impairment in multiple sclerosis. Mult Scler 1: 524-531. 

168.	Benedict RH, Hulst HE, Bergsland N, Schoonheim MM, Dwyer MG, et al. 
(2013) Clinical significance of atrophy and white matter mean diffusivity within 
the thalamus of multiple sclerosis patients. Mult Scler 19: 1478-1484.

169.	Hulst HE, Steenwijk MD, Versteeg A, Pouwels PJ, Vrenken H, et al. (2013) 
Cognitive impairment in MS: Impact of white matter integrity, gray matter 
volume and lesions. Neurology 80: 1025-1032. 

170.	Riccitelli G, Rocca MA, Pagani E, Rodegher ME, Rossi P, et al. (2011) 
Cognitive impairment in multiple sclerosis is associated to different patterns 
of gray matter atrophy according to clinical phenotype. Neurology 32: 1535-
1543. 

171.	Papadopoulou A, Muller-Lenke N, Naegelin Y, Kalt G, Bendfeldt K, et al. 
(2013) Contribution of cortical and white matter lesions to cognitive impairment 
in multiple sclerosis. Mult Scler 19: 1290-1296.

172.	Benedict RH, Carone DA, Bakshi R (2004) Correlating brain atrophy with 
cognitive dysfunction, mood disturbances and personality disorder in multiple 
sclerosis. J Neuroimaging 14: 36s-45s.

173.	Calabrese M, Agosta F, Rinaldi F, Mattisi I, Grossi P, et al. (2009) Cortical 
lesions and atrophy associated with cognitive impairment in relapsing-
remitting multiple sclerosis. Arch Neurol 66: 1144-1150. 

174.	Rinaldi F, Calabrese M, Grossi P, Puthenparampil M, Perini P, et al. (2010) 
Cortical lesions and cognitive impairment in multiple sclerosis. Neurol Sci 31: 
S235-S237. 

175.	Zivadinov R, Sepcic J, Nasuelli D, De Masi R, Bragadin LM, et al. (2001) 
A longitudinal study of brain atrophy and cognitive disturbances in the early 
phase of relapsing-remitting multiple sclerosis. J Neurol Neurosurg Psychiatry 
70: 773-780. 

176.	Piras MR, Magnano I, Canu ED, Paulus KS, Satta WM, et al. (2003) Longitudinal 
study of cognitive dysfunction in multiple sclerosis: Neuropsychological, 
neuroradiological and neurophysiological findings. J Neurol Neurosurg 
Psychiatry 74: 878-885. 

177.	Filippi M, Rocca MA (2010) MRI and cognition in multiple sclerosis. Neurol Sci 
31: S231-S234. 

178.	Rovaris M, Filippi M (2000) MRI correlates of cognitive dysfunction in multiple 
sclerosis patients. J Neurovirol 6: S172-175.

179.	Vrenken H, Pouwels PJ, Geurts JJ, Knol DL, Polman CH, et al. (2006) Altered 
diffusion tensor in multiple sclerosis normal-appearing brain tissue: Cortical 
diffusion changes seem related to clinical deterioration. Journal of Magn 
Reson Imaging 23: 628-636. 

180.	Dineen RA, Vilisaar J, Hlinka J, Bradshaw CM, Morgan PS, et al. (2009) 
Disconnection as a mechanism for cognitive dysfunction in multiple sclerosis. 
Brain 132: 239-249.

181.	Koenig KA, Sakaie KE, Lowe MJ, Lin J, Stone L, et al. (2014) Hippocampal 
volume is related to cognitive decline and fornicial diffusion measures in 
multiple sclerosis. Magn Reson Imaging 32: 354-358. 

182.	Pan JW, Krupp LB, Elkins LE, Coyle PK (2001) Cognitive dysfunction 
lateralizes with NAA in multiple sclerosis. App Neuropsy 8:155-160. 

183.	Cox D, Pelletier D, Genain C, Majumdar S, Lu Y, et al. (2004) The unique 
impact of changes in normal appearing brain tissue on cognitive dysfunction 
in secondary progressive multiple sclerosis patients. Mult Scler 10: 626-629.

184.	Bullmore E, Sporns O (2009) Complex brain networks: Graph theoretical 
analysis of structural and functional systems. Nat rev Neurosci 10:186-198. 

185.	Louapre C, Perlbarg V, Garcia-Lorenzo D, Urbanski M, Benali H, et al. (2014) 
Brain networks disconnection in early multiple sclerosis cognitive deficits: An 
anatomofunctional study. Human brain mapping 35:4706-4717. 

186.	Khanna N, Altmeyer W, Zhuo J, Steven A (2015) Functional neuroimaging: 
Fundamental principles and clinical applications. Neuroradiolo 28: 87-96.

187.	Marshall O, Chawla S, Lu H, Pape L, Ge Y (2016) Cerebral blood flow 
modulation insufficiency in brain networks in multiple sclerosis: A hypercapnia 
MRI study. Nat rev Neurosci 36: 2087-2095.

188.	Van Schependom J, D’Hooghe MB, Cleynhens K, D’Hooge M, Haelewyck MC, 
et al. (2014) Reduced information processing speed as primum movens for 
cognitive decline in MS. Mult Scler 21: 83-91.

https://dx.doi.org/10.1186/s13063-015-0953-1
https://dx.doi.org/10.1186/s13063-015-0953-1
https://dx.doi.org/10.1186/s13063-015-0953-1
https://dx.doi.org/10.1186/s13063-015-0953-1
http://dx.doi.org/10.1016/S1474-4422(14)70264-9
http://dx.doi.org/10.1016/S1474-4422(14)70264-9
http://dx.doi.org/10.1016/S1474-4422(14)70264-9
http://dx.doi.org/10.1038/nbt0615-573b
http://dx.doi.org/10.1093/brain/124.3.468
http://dx.doi.org/10.1093/brain/124.3.468
http://dx.doi.org/10.1093/brain/124.3.468
http://brain.oxfordjournals.org/cgi/pmidlookup?view=long&pmid=11222447
http://brain.oxfordjournals.org/cgi/pmidlookup?view=long&pmid=11222447
http://brain.oxfordjournals.org/cgi/pmidlookup?view=long&pmid=11222447
http://www.pubpdf.com/pub/12559510/Neurophysiological-evidence-for-long-term-repair-of-MS-lesions-implications-for-axon-protection
http://www.pubpdf.com/pub/12559510/Neurophysiological-evidence-for-long-term-repair-of-MS-lesions-implications-for-axon-protection
http://dx.doi.org/10.1177/1352458508095731
http://dx.doi.org/10.1177/1352458508095731
http://dx.doi.org/10.1177/1352458508095731
http://dx.doi.org/10.1177/1352458513478675
http://dx.doi.org/10.1177/1352458513478675
http://dx.doi.org/10.1177/1352458513478675
http://dx.doi.org/10.1007/s10072-010-0370-x
http://dx.doi.org/10.1007/s10072-010-0370-x
http://dx.doi.org/10.1111/j.1365-2990.2007.00805.x
http://dx.doi.org/10.1111/j.1365-2990.2007.00805.x
http://dx.doi.org/10.1111/j.1365-2990.2007.00805.x
https://dx.doi.org/10.1016/S1474-4422(15)00018-6
https://dx.doi.org/10.1016/S1474-4422(15)00018-6
https://dx.doi.org/10.1016/S1474-4422(15)00018-6
https://dx.doi.org/10.1016/S1474-4422(15)00018-6
http://dx.doi.org/10.1186/1471-2377-9-1
http://dx.doi.org/10.1186/1471-2377-9-1
http://dx.doi.org/10.1186/1471-2377-9-1
http://dx.doi.org/10.1177/1352458507085129
http://dx.doi.org/10.1177/1352458507085129
http://dx.doi.org/10.1177/1352458507085129
https://dx.doi.org/10.1016%2Fj.neurol.2010.03.024
https://dx.doi.org/10.1016%2Fj.neurol.2010.03.024
http://dx.doi.org/10.1097/WCO.0b013e328346a43b
http://dx.doi.org/10.1097/WCO.0b013e328346a43b
http://dx.doi.org/10.1177/1352458509105544
http://dx.doi.org/10.1177/1352458509105544
http://dx.doi.org/10.1177/1352458509105544
http://dx.doi.org/10.1177/1352458509105544
https://dx.doi.org/10.1007/s00415-012-6705-1
https://dx.doi.org/10.1007/s00415-012-6705-1
https://dx.doi.org/10.1007/s00415-012-6705-1
https://dx.doi.org/10.7224/1537-2073-13.2.57
https://dx.doi.org/10.7224/1537-2073-13.2.57
https://dx.doi.org/10.7224/1537-2073-13.2.57
http://www.scielo.br/scielo.php?script=sci_arttext&pid=S0004-282X2013005000004&lng=en&nrm=iso&tlng=en
http://www.scielo.br/scielo.php?script=sci_arttext&pid=S0004-282X2013005000004&lng=en&nrm=iso&tlng=en
http://www.scielo.br/scielo.php?script=sci_arttext&pid=S0004-282X2013005000004&lng=en&nrm=iso&tlng=en
https://dx.doi.org/10.1007/s10072-010-0372-8
https://dx.doi.org/10.1007/s10072-010-0372-8
https://dx.doi.org/10.1007/s10072-010-0372-8
https://dx.doi.org/10.3233/RNN-140388
https://dx.doi.org/10.3233/RNN-140388
https://dx.doi.org/10.3233/RNN-140388
http://msj.sagepub.com/cgi/pmidlookup?view=long&pmid=16193889
http://msj.sagepub.com/cgi/pmidlookup?view=long&pmid=16193889
http://msj.sagepub.com/cgi/pmidlookup?view=long&pmid=16193889
http://dx.doi.org/10.1177/1352458513478675
http://dx.doi.org/10.1177/1352458513478675
http://dx.doi.org/10.1177/1352458513478675
https://dx.doi.org/10.1212/WNL.0b013e31828726cc
https://dx.doi.org/10.1212/WNL.0b013e31828726cc
https://dx.doi.org/10.1212/WNL.0b013e31828726cc
https://dx.doi.org/10.1002/hbm.21125
https://dx.doi.org/10.1002/hbm.21125
https://dx.doi.org/10.1002/hbm.21125
https://dx.doi.org/10.1002/hbm.21125
https://dx.doi.org/10.1177/1352458513475490
https://dx.doi.org/10.1177/1352458513475490
https://dx.doi.org/10.1177/1352458513475490
https://dx.doi.org/10.1177/1051228404266267
https://dx.doi.org/10.1177/1051228404266267
https://dx.doi.org/10.1177/1051228404266267
https://dx.doi.org/10.1001/archneurol.2009.174
https://dx.doi.org/10.1001/archneurol.2009.174
https://dx.doi.org/10.1001/archneurol.2009.174
https://dx.doi.org/10.1007/s10072-010-0368-4
https://dx.doi.org/10.1007/s10072-010-0368-4
https://dx.doi.org/10.1007/s10072-010-0368-4
https://dx.doi.org/10.1136%2Fjnnp.70.6.773
https://dx.doi.org/10.1136%2Fjnnp.70.6.773
https://dx.doi.org/10.1136%2Fjnnp.70.6.773
https://dx.doi.org/10.1136%2Fjnnp.70.6.773
https://dx.doi.org/10.1136/jnnp.74.7.878
https://dx.doi.org/10.1136/jnnp.74.7.878
https://dx.doi.org/10.1136/jnnp.74.7.878
https://dx.doi.org/10.1136/jnnp.74.7.878
https://dx.doi.org/10.1007/s10072-010-0367-5
https://dx.doi.org/10.1007/s10072-010-0367-5
https://dx.doi.org/10.1016/j.bbi.2010.05.006
https://dx.doi.org/10.1016/j.bbi.2010.05.006
https://dx.doi.org/10.1002/jmri.20564
https://dx.doi.org/10.1002/jmri.20564
https://dx.doi.org/10.1002/jmri.20564
https://dx.doi.org/10.1002/jmri.20564
http://dx.doi.org/10.1093/brain/awn275
http://dx.doi.org/10.1093/brain/awn275
http://dx.doi.org/10.1093/brain/awn275
https://dx.doi.org/10.1016/j.mri.2013.12.012
https://dx.doi.org/10.1016/j.mri.2013.12.012
https://dx.doi.org/10.1016/j.mri.2013.12.012
https://dx.doi.org/10.1207/S15324826AN0803_4
https://dx.doi.org/10.1207/S15324826AN0803_4
https://dx.doi.org/10.1191/1352458504ms1095oa
https://dx.doi.org/10.1191/1352458504ms1095oa
https://dx.doi.org/10.1191/1352458504ms1095oa
https://dx.doi.org/10.1038/nrn2575
https://dx.doi.org/10.1038/nrn2575
https://dx.doi.org/10.1002/hbm.22505
https://dx.doi.org/10.1002/hbm.22505
https://dx.doi.org/10.1002/hbm.22505
https://dx.doi.org/10.1177/1971400915576311
https://dx.doi.org/10.1177/1971400915576311
https://dx.doi.org/10.1177/0271678X16654922
https://dx.doi.org/10.1177/0271678X16654922
https://dx.doi.org/10.1177/0271678X16654922
https://dx.doi.org/10.1177/1352458514537012
https://dx.doi.org/10.1177/1352458514537012
https://dx.doi.org/10.1177/1352458514537012


Volume 3 • Issue 3 • 1000190J Mult Scler (Foster City), an open access journal
ISSN: 2376-0389

Citation: Canham LJW, Western DG, Walsh P, Kane N, Inglis K, et al. (2016) The Growing Potential of Neurophysiology in Multiple Sclerosis. J Mult 
Scler (Foster City) 3:190. doi:10.4172/2376-0389.1000190

Page 12 of 12

189.	Duncan CC, Barry RJ, Connolly JF, Fischer C, Michie PT, et al. (2009) Event-
related potentials in clinical research: Guidelines for eliciting, recording and 
quantifying mismatch negativity, P300 and N400. Clin Neurophysiol 120: 
1883-1908. 

190.	Kiiski H, Reilly RB, Lonergan R, Kelly S, O’Brien M, et al. (2011) Change in 
PASAT performance correlates with change in P3 ERP amplitude over a 12 
month period in multiple sclerosis patients. J Neurosci 305: 45-52. 

191.	Magnano I, Aiello I, Piras MR (2006) Cognitive impairment and 
neurophysiological correlates in MS. J Neurol Sci 245: 117-122.

192.	Kocer B, Unal T, Nazliel B, Biyikli Z, Yesilbudak Z, et al. (2008) Evaluating sub-
clinical cognitive dysfunction and event-related potentials (P300) in clinically 
isolated syndrome. Neurol Sci 29: 435-444. 

193.	Kiiski H, Whelan R, Lonergan R, Nolan H, Kinsella K, et al. (2011) Preliminary 
evidence for correlation between PASAT performance and P3a and P3b 
amplitudes in progressive multiple sclerosis. European J Neurol 18: 792-795. 

194.	Whelan R, Lonergan R, Kiiski H, Nolan H, Kinsella K, et al. (2010) A high-
density ERP study reveals latency, amplitude and topographical differences in 
multiple sclerosis patients versus controls. Clin Neurophysiol 121: 1420-1426. 

195.	Van Dinteren R, Arns M, Jongsma ML, Kessels RP (2014) P300 development 
across the lifespan: A systematic review and meta-analysis. PLoS One 9: 
e87347.

196.	Nagels G, D’Hooghe M B, Vleugels L, Kos D, Despontin M, et al. (2007) 
P300 and treatment effect of modafinil on fatigue in multiple sclerosis. J Clin 
Neurosci 14: 33-40. 

197.	Gerschlager W, Beisteiner R, Deecke L, Dirnberger G, Endl W, et al. (2000) 
Electrophysiological, neuropsychological and clinical findings in multiple 
sclerosis patients receiving interferon beta-1b: A 1 year follow-up. Eur Neurol 
44: 205-209.

198.	Gerschlager W, Beisteiner R, Deecke L, Dirnberger G, Endl W, et al. (2000) 
Electrophysiological, neuropsychological and clinical findings in multiple 
sclerosis patients receiving interferon beta-1b: A 1 year follow-up. Eur Neurol 
44: 205-209.

199.	Flechter S, Vardi J, Finkelstein Y, Pollak L (2007) Cognitive dysfunction 
evaluation in multiple sclerosis patients treated with interferon beta-1b: An 
open-label prospective 1 year study. Isr Med Assoc J 9: 457-459. 

200.	Wronka E, Kaiser J, Coenen AM (2012) Neural generators of the auditory 
evoked potential components P3a and P3b. Acta Neurobiol Exp 72: 51-64.

201.	Polich J (2007) Updating P300: An integrative theory of P3a and P3b. Clin 
Neurophysiol 118: 2128-2148. 

202.	Pontifex MB, Hillman CH, Polich J (2009) Age, physical fitness and attention: 
P3a and P3b. Psychophysiol 46: 379-387.

203.	Näätänen R, Sussman ES, Salisbury D, Shafer VL (2014) Mismatch negativity 
(MMN) as an index of cognitive dysfunction. Brain Topogr 27: 451-466.

204.	Jung J, Morlet D, Mercier B, Confavreux C, Fischer C (2006) Mismatch 
negativity (MMN) in multiple sclerosis: An event-related potentials study in 46 
patients. Clin Neurophysiol 117: 85-93. 

205.	Santos MA, Munhoz MS, Peixoto MA, Haase VG, Rodrigues JL, et al. 
(2006) Mismatch negativity contribution in multiple sclerosis patients. Clin 
Neurophysiol 72: 800-807. 

206.	Vázquez-Marrufo M, González-Rosa JJ, Vaquero E, Duque P, Escera C, et al. 
(2008) Abnormal ERPs and high frequency bands power in multiple sclerosis. 
Int J Neurosci 118: 27-38.

207.	Van der Meer ML, Tewarie P, Schoonheim MM, Douw L, Barkhof F, et al. 
(2013) Cognition in MS correlates with resting-state oscillatory brain activity: 
An explorative MEG source-space study. NeuroImage Clinical 2:727-734. 

208.	Leocani L, Locatelli T, Martinelli V, Rovaris M, Falautano M, et al. (2000) 
Electroencephalographic coherence analysis in multiple sclerosis: Correlation 

with clinical, neuropsychological and MRI findings. J Neurol Neurosurg 
Psychiatry 69:192-198. 

209.	Van Schependom J, Gielen J, Laton J, D’Hooghe M B, De Keyser J, et al. 
(2014) Graph theoretical analysis indicates cognitive impairment in MS stems 
from neural disconnection. NeuroImage Clinical 4: 403-410. 

210.	Stam CJ, Van Dijk BW (2002) Synchronization likelihood: An unbiased 
measure of generalized synchronization in multivariate data sets. Physica D: 
Nonlinear Phenomena 163: 236-251. 

211.	Lenne B, Blanc JL, Nandrino JL, Gallois P, Hautecaeur P, et al. (2013) 
Decrease of mutual information in brain electrical activity of patients with 
relapsing-remitting multiple sclerosis. Behavioural neurology 27: 201-212. 

212.	Vecchio F, Miraglia F, Marra C, Quaranta D, Vita MG, et al. (2014) Human 
brain networks in cognitive decline: A graph theoretical analysis of cortical 
connectivity from EEG data. J Alzheim 41: 113-127. 

213.	De Haan W, Pijnenburg YA, Strijers RL, van der Made Y, van der Flier WM, et 
al. (2009) Functional neural network analysis in frontotemporal dementia and 
Alzheimer’s disease using EEG and graph theory. BMC Neurosci 10: 101.

214.	Van Straaten EC, Den Haan J, De Waal H, Van der Flier WM, Barkhof F, 
et al. (2015) Disturbed phase relations in white matter hyperintensity based 
vascular dementia: An EEG directed connectivity study. Clin Neurophysiol 
126: 497-504. 

215.	Velikova S, Magnani G, Arcari C, Falautano M, Franceschi M, et al. (2011) 
Cognitive impairment and EEG background activity in adults with Down’s 
syndrome: A topographic study. Human brain mapping 32: 716-729. 

216.	Van Diessen E, Numan T, Van Dellen E, Van der Kooi AW, Boersma M, et al. 
(2015) Opportunities and methodological challenges in EEG and MEG resting 
state functional brain network research. Clin Neurophysiol 126: 1468-1481. 

217.	Numan T, Stam CJ, Slooter AJ, van Dellen E (2015) Being conscious of 
methodological pitfalls in functional brain network analysis. Anesthesiology 
123: 484-485. 

218.	Schoonheim MM, Meijer KA, Geurts JJ (2015) Network collapse and cognitive 
impairment in multiple sclerosis. Front Neurol 6: 82.

219.	Tewarie P, Schoonheim MM, Stam CJ, Van der Meer ML, Van Dijk BW, et al. 
(2013) Cognitive and clinical dysfunction, altered MEG resting-state networks 
and thalamic atrophy in multiple sclerosis. PLoS ONE 8: e69318.

220.	Hardmeier M, Schoonheim MM, Geurts JJ, Hillebrand A, Polman CH, 
et al. (2012) Cognitive dysfunction in early multiple sclerosis: Altered 
centrality derived from resting-state functional connectivity using magneto-
encephalography. PloS ONE 7: e42087. 

221.	Tewarie P, Hillebrand A, Schoonheim MM, van Dijk BW, Geurts JJ, et al. 
Functional brain network analysis using minimum spanning trees in Multiple 
Sclerosis: An MEG source-space study. NeuroImage 88: 308-318. 

222.	Tewarie P, Schoonheim MM, Schouten DI, Polman CH, Balk LJ, et al. (2015) 
Functional brain networks: Linking thalamic atrophy to clinical disability in multiple 
sclerosis, a multimodal fMRI and MEG study. Hum Brain Mapp 36: 603-618. 

223.	Schoonheim MM, Geurts JJ, Landi D, Douw L, van der Meer ML, et al. 
(2013) Functional connectivity changes in multiple sclerosis patients: A graph 
analytical study of MEG resting state data. Hum Brain Mapp 34: 52-61. 

224.	Tecchio F, Zito G, Zappasodi F, Dell’ Acqua ML, Landi D, et al. (2008) Intra-
cortical connectivity in multiple sclerosis: A neurophysiological approach. Brain 
131:1783-1792. 

225.	Cover KS, Vrenken H, Geurts JJ, van Oosten BW, Jelles B, et al. (2006) 
Multiple sclerosis patient’s show a highly significant decrease in alpha band 
interhemispheric synchronization measured using MEG. NeuroImage 29: 783-
788. 

226.	Humphries MD, Gurney K (2008) Network ‘small-world-ness’: A quantitative 
method for determining canonical network equivalence. PLoS ONE 3: 
e0002051.

Citation: Canham LJW, Western DG, Walsh P, Kane N, Inglis K, et al. (2016) 
The Growing Potential of Neurophysiology in Multiple Sclerosis. J Mult Scler 
(Foster City) 3:190. doi:10.4172/2376-0389.1000190

https://dx.doi.org/10.1016/j.clinph.2009.07.045
https://dx.doi.org/10.1016/j.clinph.2009.07.045
https://dx.doi.org/10.1016/j.clinph.2009.07.045
https://dx.doi.org/10.1016/j.clinph.2009.07.045
https://dx.doi.org/10.1016/j.clinph.2009.07.045
https://dx.doi.org/10.1016/j.clinph.2009.07.045
https://dx.doi.org/10.1016/j.clinph.2009.07.045
https://dx.doi.org/10.1016/j.clinph.2009.07.045
https://dx.doi.org/10.1016/j.clinph.2009.07.045
https://dx.doi.org/10.1016/j.clinph.2009.07.045
https://dx.doi.org/10.1111/j.1468-1331.2010.03172.x
https://dx.doi.org/10.1111/j.1468-1331.2010.03172.x
https://dx.doi.org/10.1111/j.1468-1331.2010.03172.x
https://dx.doi.org/10.1016/j.clinph.2010.03.019
https://dx.doi.org/10.1016/j.clinph.2010.03.019
https://dx.doi.org/10.1016/j.clinph.2010.03.019
http://dx.doi.org/10.1371/journal.pone.0087347
http://dx.doi.org/10.1371/journal.pone.0087347
http://dx.doi.org/10.1371/journal.pone.0087347
https://www.ncbi.nlm.nih.gov/pubmed/17138067
https://www.ncbi.nlm.nih.gov/pubmed/17138067
https://www.ncbi.nlm.nih.gov/pubmed/17138067
http://dx.doi.org/8237
http://dx.doi.org/8237
http://dx.doi.org/8237
http://dx.doi.org/8237
https://www.ima.org.il/imaj/viewarticle.aspx?year=2007&month=06&page=457
https://www.ima.org.il/imaj/viewarticle.aspx?year=2007&month=06&page=457
https://www.ima.org.il/imaj/viewarticle.aspx?year=2007&month=06&page=457
http://www.ane.pl/linkout.php?pii=7205
http://www.ane.pl/linkout.php?pii=7205
https://dx.doi.org/10.1016/j.clinph.2007.04.019
https://dx.doi.org/10.1016/j.clinph.2007.04.019
https://dx.doi.org/10.1111%2Fj.1469-8986.2008.00782.x
https://dx.doi.org/10.1111%2Fj.1469-8986.2008.00782.x
https://dx.doi.org/10.1007/s10548-014-0374-6
https://dx.doi.org/10.1007/s10548-014-0374-6
http://europepmc.org/abstract/med/16325469
http://europepmc.org/abstract/med/16325469
http://europepmc.org/abstract/med/16325469
http://dx.doi.org/10.1590/S0034-72992006000600011
http://dx.doi.org/10.1590/S0034-72992006000600011
http://dx.doi.org/10.1590/S0034-72992006000600011
http://dx.doi.org/10.1080/00207450601041906
http://dx.doi.org/10.1080/00207450601041906
http://dx.doi.org/10.1080/00207450601041906
https://dx.doi.org/10.1016/j.nicl.2013.05.003
https://dx.doi.org/10.1016/j.nicl.2013.05.003
https://dx.doi.org/10.1016/j.nicl.2013.05.003
http://dx.doi.org/10.1136/jnnp.69.2.192
http://dx.doi.org/10.1136/jnnp.69.2.192
http://dx.doi.org/10.1136/jnnp.69.2.192
http://dx.doi.org/10.1136/jnnp.69.2.192
https://dx.doi.org/10.1016/j.nicl.2014.01.012
https://dx.doi.org/10.1016/j.nicl.2014.01.012
https://dx.doi.org/10.1016/j.nicl.2014.01.012
https://dx.doi.org/10.1016/j.neuroimage.2006.06.066
https://dx.doi.org/10.1016/j.neuroimage.2006.06.066
https://dx.doi.org/10.1016/j.neuroimage.2006.06.066
https://dx.doi.org/10.3233/BEN-120278
https://dx.doi.org/10.3233/BEN-120278
https://dx.doi.org/10.3233/BEN-120278
https://dx.doi.org/10.3233/JAD-132087
https://dx.doi.org/10.3233/JAD-132087
https://dx.doi.org/10.3233/JAD-132087
https://dx.doi.org/10.1186%2F1471-2202-10-101
https://dx.doi.org/10.1186%2F1471-2202-10-101
https://dx.doi.org/10.1186%2F1471-2202-10-101
https://dx.doi.org/10.1016/j.clinph.2014.05.018
https://dx.doi.org/10.1016/j.clinph.2014.05.018
https://dx.doi.org/10.1016/j.clinph.2014.05.018
https://dx.doi.org/10.1016/j.clinph.2014.05.018
https://dx.doi.org/10.1002/hbm.21061
https://dx.doi.org/10.1002/hbm.21061
https://dx.doi.org/10.1002/hbm.21061
https://dx.doi.org/10.1016/j.clinph.2014.11.018
https://dx.doi.org/10.1016/j.clinph.2014.11.018
https://dx.doi.org/10.1016/j.clinph.2014.11.018
https://dx.doi.org/10.1097/ALN.0000000000000750
https://dx.doi.org/10.1097/ALN.0000000000000750
https://dx.doi.org/10.1097/ALN.0000000000000750
https://dx.doi.org/10.3389/fneur.2015.00082
https://dx.doi.org/10.3389/fneur.2015.00082
http://dx.doi.org/10.1371/journal.pone.0069318
http://dx.doi.org/10.1371/journal.pone.0069318
http://dx.doi.org/10.1371/journal.pone.0069318
http://dx.doi.org/10.1371/journal.pone.0042087
http://dx.doi.org/10.1371/journal.pone.0042087
http://dx.doi.org/10.1371/journal.pone.0042087
http://dx.doi.org/10.1371/journal.pone.0042087
https://dx.doi.org/10.1016/j.neuroimage.2013.10.022
https://dx.doi.org/10.1016/j.neuroimage.2013.10.022
https://dx.doi.org/10.1016/j.neuroimage.2013.10.022
https://dx.doi.org/10.1002/hbm.22650
https://dx.doi.org/10.1002/hbm.22650
https://dx.doi.org/10.1002/hbm.22650
https://dx.doi.org/10.1002/hbm.21424
https://dx.doi.org/10.1002/hbm.21424
https://dx.doi.org/10.1002/hbm.21424
https://dx.doi.org/10.1093/brain/awn087
https://dx.doi.org/10.1093/brain/awn087
https://dx.doi.org/10.1093/brain/awn087
https://dx.doi.org/10.1016/j.neuroimage.2005.08.048
https://dx.doi.org/10.1016/j.neuroimage.2005.08.048
https://dx.doi.org/10.1016/j.neuroimage.2005.08.048
https://dx.doi.org/10.1016/j.neuroimage.2005.08.048
http://dx.doi.org/10.1371/journal.pone.0002051
http://dx.doi.org/10.1371/journal.pone.0002051
http://dx.doi.org/10.1371/journal.pone.0002051

	Title
	Corresponding author
	Abstract
	Keywords
	Abbrevations
	A Timely Return to Neurophysiology for Answers 
	Application of Evoked Potentials to MS 
	Application of Multi-Modality Evoked Potentials 
	Closing the ‘Cerebral Gap’ 
	Conclusion
	References

