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SUMMARY - The subclinical rhythmic electrographic discharge in adults (SREDA) has been rarely reported. 
We describe the case of a 71 year-old man with transient ischemic attack, whose EEG showed an atypical 
evolution of this uncommon pattern. The computed tomography scan and cerebrospinal fluid were normal. We 
are not aware of any other report in the literature with this atypical evolution of SREDA. 
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Descarga eletrográfica rítmica subclínica do adulto: uma evolução atípica 

RESUMO - A descarga eletrográfica rítmica subclínica do adulto tem sido raramente referida na literatura. 
Relatamos o caso de um homem de 71 anos com ataque isquêmico transitório, cujo EEG mostrou evolução 
atípica deste padrão incomum. A tomografia computadorizada de crânio e o liquido cefalorraquidiano foram 
normais. Na literatura por nós pesquisada, não achamos outra publicação com evolução atípica do SREDA. 

PALAVRAS-CHAVE: descarga eletrográfica rítmica subclínica do adulto (DERSA) (SREDA), EEG. 

The subclinical rhythmic electrographic discharge in adults (SREDA) 1 0 was first described as 
"décharges paroxystiques du carrefour" by Naquet et al. (1961,1965) 6 , 7 and it is considered a benign 
EEG pattern of uncertain significance11. It may closely resemble an EEG seizure pattern and it is an 
unusual EEG finding 5- 9-w with an incidence of 0.02-0.045% 2. 

Our aim in this paper is to report a case of this rare situation on EEG. 

CASE REPORT 

JTN, a 71-year-old man with a story of hypertension and ischemic attack was referred to the neurological 
emergency room. At the first neurologic examination he was conscient, disphasic and without other neurological 
signs. The disphasy (Wernicke's type) lasted 20h and then disappeared. ECG, echocardiography, CSF and CT 
scan were normal. His neurologic status remained stable, and at hospital day 2 an EEG was recorded. 

The first EEG (EEG1) was performed 24 h after the onset of symptoms and lasted 45 min. The patient 
was resting quietly with eyes closed and exposed to minimal background noise. EEG tracings were obtained on 
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a Grass and Berger Model TP 119 -channel during the awake and asleep state. Scalp electrodes were placed 
according to the international 10-20 system3. The time constant was 0.3 and paper speed 30mm/s. 

The EEG1 showed four discharges with the following durations: two with 5.2 and 1.2 min and the others 
with 40 and SO sec. The discharges began suddenly with repetitive monophasic sharp waves (Figla), then 
increasing in frequency to a sustained rhythmic pattern of 6-8 Hz, often intermixed with sharp waves (Figlb). 
The end of the discharges was usually abrupt with immediate normalization of the record (Figlc). The discharges 
were generalized with bitemporal predominance. The hyperpnea and the intermittent light stimulation had no 
effect during the record. During the SREDA the patient had no clinical objective or subjective symptomatology 
and answered simple or complex questions. 

Following discharge from hospital after 72h, the patient was seen monthly as an outpatient and was 
without symptoms. The second, third and fourth EEG were performed during each examination and were normal. 

COMMENTS 

Since the first report of "décharges paroxystiques du carrefour" by Naquet et al. 6 , 7 there are 
few reports in the literature about this rare EEG pattern 2 , 5 , 9 1 0. It is also known as Naquet-type discharge2 

and SREDA 1 0. It is important not to misinterprete this EEG pattern as a seizure discharge. Naquet et 
al.6 and Gastaut and Naquet1 described the SREDA as a paroxysmal discharge, with an abrupt onset, 
which may last for over 1 min, progressively increases in frequency, and with a termination usually 
abrupt with immediate normalization of the record. It may be focal or generalized, but predominates 
in the region of the "carrefour" (temporo-parieto-occipital region). 

In our patient the SREDA was seen only during the first EEG, but had all the charactheristics 
described by Naquet et al.6. The other three EEG during the follow-up were normal and the patient 
was symptom-free. We are not aware of any other report in the literature with this evolution in the 
EEG. In the study of Westmoreland and Klass 1 0 eleven patients that had sequential EEG the SREDA 
was always present. Tanarro and Lope8 described 15 patients with SREDA and "rhythmic midtemporal 
discharge"4 that disappeared in some of the EEG of four patients during the follow-up. However, it 
was not clear in their paper which type of EEG pattern had this evolution. Recently, the work of 
Thomas et al.9 describes a patient with a follow-up of 8 months and all the three EEG showed the 
SREDA. 

The mechanism underlying the SREDA is not well established. The theory proposed by Naquet 
et al6 is that it may be related to hypoxic/ischemic mechanisms in old patients. Tannarro and Lope 8 

published a study in which six patients (aged between 31 and 50 years) showed both SREDA and 
"rhythmic midtemporal discharge" and their observations suggest that "these two types of discharge 
are analogous and may even represent an identical phenomenon". Thomas et al.9 in a study with 
single photon emission computed tomography (SPECT) concluded that SREDA cannot be considered 
as an epileptic pattern and may be associated to vascular mechanisms. This was the probable 
precipating factor of the SREDA in our case because it was a 71-year-old patient with a systemic 
arterial hypertension and a clinical picture of a transient ischemic attack. 

SREDA is still considered a benign EEG pattern of uncertain significance, but should not be 
misinterpreted as an epileptic pattern. 
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