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Abstract

A 33-year-old pregnant woman (gestational age,
39 weeks and 2 days) presented with a one-day history
of abdominal rhythmic myoclonus. Gynecological exam-
ination revealed that the cervix was unfavorable with
irregular contractions that were ineffective. Electro-
encephalography, MRI of the dorsal spine and blood
biochemical examinations were normal. Electro-
physiological recordings from the rectus abdominis
muscles with surface electrodes showed 2 Hz rhythmic
myoclonic activity bursts. On the same day, the delivery
was induced and the frequency and severity of involun-
tary contractions decreased and disappeared in two
days. This is the first case of abdominal myoclonus
developed as a complication of pregnancy or delivery.
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Introduction

Myoclonus is defined as sudden, brief, shock-
like, involuntary movement due to either active
muscular contraction or inhibition of muscle activ-
ity (1). Its source of origin may be cortical, subcor-
tical or spinal (2). Segmental myoclonus is charac-
terized by myoclonic involvement of a muscle or a
group of muscles supplied by a few contiguous
brain stem or spinal cord segments (3). There are
several possible causes of spinal myoclonus
(Table 1) (4, 5). 

Here we present a case of spinal segmental
myoclonus in a pregnant woman close to the end of
the third trimester. 

Case report

A-33-year-old pregnant woman (gestational age,
39 weeks and 2 days at the time of admission) pre-
sented with a one-day history of sudden onset invol-
untary contractions of the abdominal muscles. She
had these involuntary movements while awake or
asleep without loss of consciousness or sphincteric
disturbances. This presentation was the first occur-
rence, and there was no significant previous medical
history nor family history of neurological illness.
She had not used any drugs in the past or recently.

General physical examination was normal apart
from pregnancy. In gynecological examination, the
cervix was unfavorable, with irregular contractions
that were ineffective. Neurological examination
revealed bilateral rhythmic myoclonus of the
abdominal muscles and any other pathological
findings could be encountered. The rate and ampli-
tude of involuntary movements were increased by
emotional stress. 

Routine biochemical examinations including
serum urea, creatinine, liver function tests, Na, K,
and vitamin B12, folic acid, calcium, magnesium,
and thyroid function tests were normal. Complete
blood count showed mild anemia (hematocrit :
34.1%, hemoglobin :10.5 gr/dl, MCV : 85.4 fl).
Electroencephalography (EEG) was normal.
Magnetic resonance imaging of the thoracal and
lumbar spine were normal. Electrophysiological
recordings with surface electrodes showed rhyth-
mic, myoclonic activity bursts with a rate of 2 Hz
in bilaterally rectus abdominis muscles, dominant
in the left. The duration and amplitude of the EMG
bursts were 80-100 milliseconds and 50-300 micro-
volts, respectively (Fig. 1). 

After the assessment of fetal well being by
cardiotocography and biophysical scoring, it was
decided to induce the delivery by 0.25 microgram
misoprostol applied per vagina and, after adequate
cervical ripening, instituted IV oxytocin infusion
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Table 1

Possible causes of spinal myoclonus (4, 5)

1. Arterio-venous malformation
2. Myelitis
3. Intradural tumour or cyst
4. Spondylosis
5. Radiculopathies
6. Spinal anaesthesia
7. Laparotomy
8. Radiotherapia
9. Paraneoplastic syndrome

10. Syringomyelia
11. Trauma
12. Multiple sclerosis
13. Amyotrophic lateral sclerosis
14. Viral infection
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according to the hospital protocol. A female baby,
weighing 3700 gr was delivered vaginally after
8 hours of labour. Antenatal follow-up was also
uneventful. After labour, the frequency and severity
of involuntary contractions decreased and disap-
peared within two days. This condition did not
recur.

Discussion

Myoclonus may be classified as cortical, subcor-
tical, cortical-subcortical, segmental, or peripheral
in origin (2, 6). In the segmental type, the distribu-
tion of muscle jerking is limited to muscles inner-
vated by one or more contiguous spinal segments.
The term ‘spinal segmental myoclonus’ refers to
segmental myoclonus originating from the spinal
cord. This rare type of myoclonus is usually rhyth-
mic and slow (< 4 Hz) (6). 

The pathophysiology of spinal myoclonus
remains speculative. Various possible mechanisms
have been suggested including loss of inhibitory
function of local dorsal horn interneuron, abnormal
hyperactivity of local anterior horn cell, aberrant
local axons re-excitation and loss of inhibition
from suprasegmental descending pathways (3).
However aetiology and pathogenetic mechanism
could not be fully explained. On the other hand,

several possible causes of spinal myoclonus have
already been described (Table 1). The aetiology of
spinal myoclonus frequently remains unknown (4,
6, 7, 8).

Our patient had been pregnant for 39 weeks and
2 days. She had rhythmic bilaterally abdominal
muscle contractions, but these were unrelated with
delivery event. The cervix was unfavorable and the
contractions were not like those from smooth mus-
cles. Electrophysiological recordings of rectus
abdominis muscles were compatible with rhyth-
mic, myoclonic activity bursts with a rate of 2 Hz.
EEG and MRI of the thoraco-lumbar  spinal cord
were normal. No explanatory pathological labora-
tory findings could be found. The enlarged uterus
in the later stages of pregnancy is expected to affect
the vascular circulation of the spinal cord (9).
Dilated veins, compressing the roots, have also
been reported during pregnancy (10). We speculate
that the possible cause of abdominal myoclonus in
this pregnant woman  may be impaired spinal cord
circulation due to intraabdominal vascular com-
pression by mass effect. Decreasing and then ter-
mination of involuntary contractions in two days
after delivery also support this suggestion.

According to the literature data, this is the first
case of spinal segmental myoclonus developing
during pregnancy and disappearing after labour.

FIG. 1. — Rhythmic, myoclonic activity. Bursts with a frequency of 2 Hz and dominant on the left were recorded with surface elec-
trodes from bilateral rectus abdominis muscles.
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