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ferred for neurological evaluation3. He complained mere-
ly of numbness and paresthesia on distal extremities, 
with no motor signs; however, neurological examination 
revealed mild distal muscle weakness, more evident in 
the lower extremities, foot drop, absent tendon reflexes, 
reduced vibration sense, as well as the characteristic pes 
cavus and sphyrodactyli3,5. An electromyography (EMG) 
and a nerve conduction study (NCV) were performed, 
and findings were consistent with severe mixed senso-
rimotor polyneuropathy of both upper and lower limbs, 
possibly in the setting of hereditary etiology (Table 1)3,5,6. 
Further evaluation of the patient’s personal and family 
record, as well as appropriate genetic testing was advised 
with Charcot-Marie-Tooth being the most likely diagno-
sis6,7.

Discussion
It is highly recommended that patients with CAD 

should be treated with high-dose statin therapy to achieve 
an LDL-C level of <1.4 mmol/L (<55 mg/dl) or at least 
a reduction of about 50 % from baseline1,2. If the LDL-C 
goal is not reached using statin therapy or combinations 
with ezetimibe, or in the case of statins’ side effects, a 
cost-effective PCSK9i could be favorable8,9. Since a PC-
SK9i was prescribed earlier, a relapse in CAD could have 
been avoided in the reported patient10.

Statins are usually well tolerated but patients can 
experience adverse effects on muscles such as myalgia, 
myopathy, CK elevation, and rhabdomyolysis. Attend-
ing physicians should be aware if CK levels remain rela-
tively high even after statins wash-out, tend to elevate 
even after mild exercise, and ask for further evaluation 
for causes other than simple statin intolerance2,3,7.

Charcot-Marie-Tooth disease appears to be the most 
common type of hereditary peripheral polyneuropathy 
presenting with a length-dependent, progressive mo-

Table 1: Findings from a motor nerve conduction study performed in a coronary patient with myalgia indicated possible 
Charcot-Marie-Tooth disease.

Motor Nerve Conduction Study

Site Latency 
(ms) Amplitude Area Segment Distance 

(mm)
Interval 

(ms)
NCV 
(m/s)

Tibial L
Ankle - - - - - - -
Peroneal L
Ankle 28.45 ms 170.00 uV 481.3 uVm Ankle 28.45 ms
Head of 
fibula - - - - - -

Tibial R
Ankle - - - - - -
Peroneal R
Ankle 2.6 ms 40.00 uV 267.2 uVm Ankle 2.60 ms
Median L
Wrist 9.09 ms 2.51 mV 466 mVms Wrist 9.09 ms
Elbow 18.51 ms 1.75 mV 6.15 mVms Wrist-Elbow 230 mm 9.42 ms 24.4 m/s
Ulnar L
Wrist 6.21 ms 910.00 uV 1.10 mVms Wrist 6.21 ms
Elbow 9.99 ms 1.25mV 2.82 mVms Wrist-Elbow 100 mm 3.78 ms 26.5 m/s
Axilla 17.58 ms 860.00 uV 2.41 mVms Elbow-Axilla 190 mm 7.59 ms 25.0 m/s
Median R
Wrist 9.72 ms 900 uV Wrist 9.72 ms
Elbow 18.15 ms 1.94 mV 6.57 mVms Wrist-Elbow 280 mm 8.43 ms 33.2 m/s
Ulnar R
Wrist - - - - - -
Elbow - - - - - - -
Axilla 2.1 ms 20.00 uV 4.58 uVms

1.77 ms 0.00 uV 201.5 uVms
Sensory Nerve Conduction Study

Sural - - - - - -
Median - - - - - -
Ulnar - - - - - -

EMG: Electromyography, NCV: Nerve Conduction Velocity, L: Left, R: Right, NCV: No sensory nerve action potentials are recorded in both 
upper and lower limbs. Compound motor action potentials are recorded with low amplitude and velocity at left median, ulnar and right median 
nerve, whereas in the legs, only the peroneal is recorded when centrally stimulated. EMG: No spontaneous activity is recorded during muscle rest. 
Recruitment pattern of right biceps brachialis is full of few neurogenic motor units. Recruitment pattern of first interosseus dorsalis consists of 
very small, nearly fractional motor units. Recruitment pattern of tibialis anterior bilaterally, is intermediate with high amplitude neuropathic units.


