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Abstract: Rett syndrome (RTT) is a rare neurodevelopmental disorder that is usually caused by
mutations of the MECP2 gene. Patients with RTT suffer from severe deficits in motor, perceptual and
cognitive domains. Electroencephalogram (EEG) has provided useful information to clinicians and
scientists, from the very first descriptions of RTT, and yet no reliable neurophysiological biomarkers
related to the pathophysiology of the disorder or symptom severity have been identified to date. To
identify consistently observed and potentially informative EEG characteristics of RTT pathophysiol-
ogy, and ascertain areas most worthy of further systematic investigation, here we review the literature
for EEG abnormalities reported in patients with RTT and in its disease models. While pointing to
some promising potential EEG biomarkers of RTT, our review identify areas of need to realize the
potential of EEG including (1) quantitative investigation of promising clinical-EEG observations in
RTT, e.g., shift of mu rhythm frequency and EEG during sleep; (2) closer alignment of approaches
between patients with RTT and its animal models to strengthen the translational significance of the
work (e.g., EEG measurements and behavioral states); (3) establishment of large-scale consortium
research, to provide adequate Ns to investigate age and genotype effects.

Keywords: resting state EEG; spontaneous EEG; Rett syndrome; MECP2; translational biomarker

1. Introduction

Rett syndrome (RTT) is a neurodevelopmental disorder, occurring in approximately
one of 10,000 live female births irrespective of country and ethnicity [1–4]. It is one of the
most common causes of mental retardation in girls. Rett syndrome takes its name after
the Austrian psychiatrist, Dr Andreas Rett, who first described girls with this condition in
1966. Since that time, the clinical symptoms of RTT have been refined several times, but
still the most prominent feature of RTT is the striking stereotypic hand movements. Other
prominent features of the syndrome are cognitive and motor deficits, autistic traits, seizures
and dysfunction of autonomic nervous system, including respiratory abnormalities [5–7].
The full range of clinical symptoms of RTT and current diagnostic criteria can be found in
the review of Neul and colleagues [8].

Rett syndrome is characterized by a developmental progression described as a se-
quence of age-related stages. Stage I, “early onset stagnation” starts at about 6–18 months
of age and can be preceded by a period of seemingly normal development. Stage II, “devel-
opmental regression”, occurs at about 1–4 years of age and is characterized by regression
of purposeful hand use and spoken language; hand stereotypies and gait abnormalities
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also occur in this period, during which many girls with RTT are losing their ability to walk,
even if they previously acquired this skill. Stage III, the “pseudostationary period”, is the
longest stage in RTT. It is characterized by relative stabilization of clinical manifestations
and even slight improvements in cognitive and communicative domains, accompanied
by slow regression in neuromotor functions. Stage IV, “late motor deterioration”, is also
reported in girls with RTT where pronounced motor deterioration eventually leads to
death. According to recent views this stage can be shifted to late adulthood or even fully
avoided though rehabilitative therapy [9,10].

In 1999 mutations in the X-linked gene MECP2, which encodes the transcriptional
regulator methyl-CpG-binding protein 2 (MECP2), was found to be the main cause of
RTT [11]. The most common de novo MECP2 mutations in patients with RTT are R106W,
R133C, T158M, R168X, R255X, R270X, R294X and R306C, which are responsible in total for
about 60% of RTT cases and C-terminal deletions (9%) and large deletions (8.5%) [12–14].
Discovery of the role of the Mecp2 gene in RTT and the fact that it is highly conserved
in vertebrates allowed for the development of animal models, providing critical insight
into the pathological processes, and testing of potential treatments. The initial models
were male mice with a total knockout of the Mecp2 gene and hence complete disruption of
the production of the MECP2 protein [15,16]. Although RTT in humans is caused by less
extensive disturbances in MECP2 structure, these models recapitulate many of the features
of Rett syndrome including pronounced stereotypic forelimb motions, uncoordinated gait,
reduced spontaneous movement and irregular breathing.

Methodological advances have allowed the development of several female animal
models with local mutations recapitulating the specific variants of human RTT such as
R168X [17], T158A [18], R255X [19] and A140V [20]. Still, these models are relatively recent,
and the full knockout male mouse model dominated in the literature to date, possibly due
to earlier symptom onset and a more pronounced phenotype. Additional models of MECP2
abnormalities include the heterologous expression of human MECP2 in Drosophila [21];
the disruption of Mecp2 expression in zebrafish [22,23]; Mecp2 knockout in rats [24,25].
Cellular cultures that use stem cells from mouse models of RTT [26] or human induced
pluripotent stem cells (hIPSC) [27] are another perspective way to investigate how MECP2
disruption affects neuronal development, including impaired proliferation and proneness
to senescence [28].

An important feature of face validity of animal models of RTT is the presence of a
period of relatively normal development followed by regression. Studies in presymp-
tomatic animals and animals in the beginning of regression can shed light on the primary
mechanisms that are disrupted first and might trigger the subsequent abnormalities. To
assess disease severity in animal models of RTT, the scale is used in which inertia, gait,
hind-limb clasping, tremor, irregular breathing and poor general condition are scored from
0 to 2 (0—the symptom is absent, 1—symptom is present and 2—the symptom is severe)
(Guy et al., 2007). Male mice with T158A mutation in Mecp2 gene start to develop symp-
toms after 4 weeks of life, while female mice with the same mutation develop symptoms
after the 16th week [29]. In relation to human lifespan, adolescence in mice lasts from
postnatal week 3 to 9 (with sexual maturation starting around day 47); adulthood ends
approximately around week 107 and is followed by the post reproductive stage [30]. Thus,
males of the animal model of RTT develop a disease phenotype during adolescence before
puberty and females become symptomatic at the young adult stage.

Animal research has revealed the multifaceted role of MECP2 in cell functioning.
Initially defined as a transcriptional repressor, MECP2 was then found not only to repress
but also to activate transcription, to modify chromatin structure and affect miRNA pro-
cessing. MECP2 regulates gene expression in a subtle but widespread manner affecting
thousands of genes [31]. Transcriptomic methods showed that the influence of MECP2
mutations is extensive, affecting over 60 molecular pathways, including PI3/Akt/mTOR
signaling pathway, important for dendritic complexity, soma size and spine morphol-
ogy [32]. Noteworthy, two other genes, also identified to cause RTT, cyclin-dependent
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kinase-like 5 (CDKL5) and forkhead box protein G1 (FOXG1), are thought to converge on
MECP2 [33,34]: MECP2 is an enzymatic target of CDKL5, while FOXG1 interacts with
the MECP2-isoform (MECP2-e2; one of two MECP2-isoforms) that prevents cell death
of cerebellar neurons [35]. FOXG1 and MECP2 also have overlapping expressions in dif-
ferentiating forebrain cortex [33]. Animal models have been used to gain understanding
of neural dysfunction and the genesis of seizures in RTT. We will review these EEG data
under the subhead Animal Studies in the results section.

Electrical brain activity in the form of EEG can be recorded both in humans and
animals and might serve as common neural biomarkers that reflect specific neural network
dysfunction and provide validity of between-species translation. Electroencephalography
(EEG) reflects summed slow dendritic potentials of many cortical pyramidal neurons.
EEG rhythms in different frequency bands emerge from the dynamic interaction between
neuronal populations and have been associated with a range of different cognitive pro-
cesses [36,37]. Thus, recordings of spontaneous EEG (i.e., EEG recorded in the absence
of controlled stimulation or task conditions and not stimulus or task locked) can be used
to make inferences about abnormalities in brain functioning. The first description of Rett
syndrome by Dr. Rett in 1966 contains reference to the atypical EEG patterns that were
later detailed in the seminal work of Hagberg [38]. Distinct EEG patterns were described
for the different stages of RTT, with a “characteristic EEG development” suggested as
one of the supportive criteria for RTT diagnosis [5,39]. However, well-characterized EEG
activity with known neurophysiological underpinnings are still lacking for RTT. Here we
provide a review of studies on spontaneous EEG with the goal of identifying potential
EEG biomarkers of MECP2 dysfunction. We draw on animal studies to capitalize on the
in depth molecular and neurophysiological data that have been collected using invasive
approaches and connect this with available non-invasive EEG data from patients with
RTT. We assess correspondence between animal and human EEG, and how these can
be used to understand the underlying pathological processes assessed by more invasive
measures in animal models. We believe this is a critical step to advancing the potential of
preclinical studies.

For this review we focus on papers reporting data collected during recordings of
spontaneous EEG, which constitutes the majority of studies that applied the EEG method
to patients with RTT since they are commonly made in the clinic to assess the presence
of clinically relevant EEG abnormalities. Evidence of atypicalities in the event-related
potentials in RTT are summarized elsewhere [40].

2. Results

The results are organized into the following sections: 1. epilepsy/seizures; 2. ab-
normalities in resting EEG spectra and their neurophysiological underpinnings; 3. EEG
abnormalities associated with sleep disturbances, and their neurophysiological underpin-
nings; 4. seizures and EEG abnormalities through developmental changes; 5. behavioral
and EEG abnormalities in relation to RTT genotype; 6. EEG as a biomarker of treatment effi-
cacy. These are subdivided into human studies and animal studies. Finally, we summarize
and integrate these findings in a conclusion section.

2.1. Epilepsy/Seizures
2.1.1. Patient Studies
Seizure Semiology

Most studies resulting from our search concerned epileptiform abnormalities/seizures in
RTT (Figure 1, Table 1). Seizures of various semiology were described, with the most common
being generalized seizures, tonic-clonic seizures and complex partial seizures [41–45]. Reports
on the prevalence of epilepsy in patients with RTT ranged between 50 and 90%, and about
30–50% of cases were drug-resistant [41,44,46–53]. This wide range of results might be
related to different methods used to identify seizures. Notably, many authors agreed
on the fact that in patients with RTT, seizures are difficult to distinguish clinically from
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disorganized movements such as hand stereotypies, tremor and dystonia, or breathing
abnormalities, which are typical in RTT [41,43,46,51,54–58]. While not always feasible,
future work in which long-term video EEG polygraphy is used for seizure diagnostics
would yield more reliable results. At the same time, there are a significant number of
RTT cases with seizure-like abnormalities manifested behaviorally, but not in EEG (so-
called vacant spells). Whether it is a detectability issue, or these vacant spells are indeed
unrelated to epileptiform activity and represent peculiar behavioral phenomena remains to
be examined in future studies.
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Unlike plenty of large-sample clinical studies on epilepsy/seizures (generally n > 100),
quite a few studies [38,48,49,55,62,63,73,80,81,83,87] provided description of epileptiform
activity in RTT patients with reference to EEG recording (with largest n = 78). These studies
reported a much higher incidence of epileptiform activity than epilepsy in patients with
RTT. In the two largest studies, epileptiform activity was present in 78–82% of patients with
RTT [74,84], while epilepsy was confirmed only in 50–76% of these patients. More recent
study of Buoni and colleagues reported even higher incidence of epileptiform activity in
RTT as each of their 16 RTT patients has some form of epileptiform abnormalities, while
clinical seizures were observed in only 6 patients [50]. A broad range of baseline epilep-
tiform activity was reported in patients with RTT, such as single or grouped spikes and
sharp wave discharges, often followed by relative attenuation of background activity, slow
spike and wave, or continuous spike and wave [44,55,63,80,87,90]. The most frequently
reported epileptiform activity in RTT is centro-temporal spikes (CTS), which we will return
to in a subsequent section.
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Table 1. Characteristics of studies with qualitative, clinical description of EEG abnormalities.

Study Sample (n: Age) EEG Settings EEG Characteristics

[59] RTT: 1, 4 y o Video EEG Needle-like central spikes evoked by contralateral passive finger-tapping
drug-resistant

[60] RTT: 1, 5 y o Video EEG (24 h)
Multifocal bilateral discharges precipitated by right-hand tapping lips (but not cheek
or abdomen, or the left-hand tapping lips, or observer’s hand tapping the lips) and

immediately disappearing when the movement stopped.

[61] RTT: 1, 12 y o EEG Paroxysmal runs of fluctuating 4- to 5-Hz rhythmic frontocentral theta activity at rest
that abated with movement or tactile stimulation

[62] RTT: 1, 4 y o A 32-channel scalp EEG (24 h) Centrotemporal spikes (CTS) disappeared after hand clapping

[63] 6 RTT among
74 genetic-dysmorphic syndromes

EEG video monitoring with at least one EEG
including awake and spontaneous afternoon

nap recording
Abnormal EEG in 3 RTT

[64]
RTT: 1, 7 y o

Lhermitte-Duclos
syndrome//Neurofibromatosis: 1, 8 y o

Multiple daytime and sleep EEGs Continuous spike and wave in slow-wave sleep
Focal epileptiform discharges while awake

[65] RTT: 64: 3–9 Awake and sleep video EEG (24 h) Unilateral, highly rhythmic hand tapping accompanied by contralateral synchronous
centrotemporal spikes and not responsive to drugs (n = 5)

[56] RTT: 8: 7–20 y o Video-polygraphic, EEG + EMG + EKG
recording

– Slowing of the background activity
– Epileptiform abnormalities (spike and sharp wave discharges)

– Abnormal sleep patterns
– Epilepsy: drug-resistant in half//misdiagnosed (n = 6)

– Multifocal and asynchronous cortical myoclonus (n = 5), myoclonic seizures
(n = 4), myoclonic status (n = 2)

[66] RTT: 3: 14, 18, 22 y o Video-EEG and polygraphy (with confirmed
reflex seizures in n = 1).

Reflex seizures, triggered by food intake (n = 1) or self-provoked by rhythmic
pressure on hands (n = 2) or by taking someone’s hand or holding on to a table (n = 1)

[50]

Zappella RTT MECP2
high-intermediate performance (HIP): 11:

11–38 y o
low-performance
(LP): 5: 8–19 y o

8-channel EEG referenced to linked mastoids
continuous awake and sleep (at least 30 min)

Centro-temporal spikes: HIP > LP
Multifocal EEG activity: HIP < LP

EEG encephalopathy: HIP < LP
Spindles and K-complex: HIP > LP

Epilepsy (recurrent unproved seizures): HIP < LP (ns)
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Table 1. Cont.

Study Sample (n: Age) EEG Settings EEG Characteristics

[49] RTT: 18: 7–21 y o
All with seizures 20–30 min video EEG awake

Correlation between epilepsy and behavior:
EEG stage III (moderate to marked slowing of background activity with dominant

theta and delta activity)
EEG stage IV (no occipital dominant rhythm and marked slowing of background

activity).
(1) theta slow activity over the frontal and central regions (eight cases)

(2) frontocentroparietal spikes (eight cases)
(3) generalized spike and waves (one case)

(4) diffuse subcontinuous spike and waves suggestive of epileptic encephalopathy
(one case)

[44]

RTT (165 including Classic (140)
Preserved speech variant (PSV) (15) Hanefeld

(6)
130 (78%) with epilepsy

Video EEG (not reported)
Italian multicenter retrospective study

Epilepsy and RTT variants//mutation type
no epilepsy (n = 35), drug-responsive (n = 81) and drug-resistant (n = 49)

[67] RTT: 2: 7, 12 y o EEG and lower limb EMG during gait
EMG burst were not associated with clinical jerking but EMG burst-locked

averaging of the EEG showed contralateral centroparietal spiking preceding the
burst by about 35 ms, indicating a cortical reflex myoclonus.

[45] RTT (154 including 65% with seizures) 8-channel EEG referenced to linked mastoids
continuous awake and sleep (at least 30 min)

Epilepsy and RTT variants//mutation type
Drug-resistant epilepsy, DRE (n = 16)

No relationship between EEG characteristics and DRE

[68] RTT: 11: 1–33 y o Seizures (n = 8)
Epileptiform activity (n = 7)

[69] RTT: 3: 9.5, 7.4, and 9.4 y o, each with a
mutation of the CDKL5 gene. Video EEGs Seizure onset 1.5 months

[70] Girl with mutation of MECP2 but no clear
RTT phenotype: 8 y o EEG

5 and 7 y o EEG: presence of high-amplitude delta waves with a notched
appearance and a persistent theta activity over posterior regions (EEG of Angelman

Syndrome)

[71] RTT: 50: 1–14 y o 16-channel EEG Descriptive EEG, epilepsy presence is not reported
Changes with RTT progression

[72] RTT: 1: MECP2 mutation
At age 2 and 6 EEG

Age 6: rhythmic triphasic 2- to 3-Hz, high voltage (200–500 mkV) activity, mixed
with spikes or sharp waves, with a maximum over the frontal regions (EEG of

Angelman Syndrome)



Int. J. Mol. Sci. 2021, 22, 5308 7 of 47

Table 1. Cont.

Study Sample (n: Age) EEG Settings EEG Characteristics

[73]
RTT: 10: < 5 y o

Angelman Syndrome (AS):10
Mental retardation:10

Central and/or centro-temporal spike-wave complexes as specific to RTT

[74] RTT: 191 (detailed survey)
78–EEG Awake and sleep EEG 76% clinical seizures

78% epileptiform activity that preceded seizure onset

[75] RTT: 13: 2–17 y o Awake and sleep EEG, SPECT Epileptiform activity (n = 10)
Frontal hypoperfusion that is not correlated with EEG abnormalities

[76]

RTT: 10: 2–16 y o
The reported 10 cases were selected
because of their peculiar slow EEG

rhythms

The EEG studies were performed in
wakefulness (whenever possible) and sleep,
mostly induced with moderate dosages of

chloral hydrate.
Passive movement carried out whenever
spikes or central theta activity occurred.

CTS/abnormal theta reduced after hand movement (n = 4)

[77] RTT: 16: 8 months-20 y o
44 EEG EEG, respiration

Pseudoperiodic pattern, the short bursts of high-amplitude slow waves tending to be
associated with apnea and the lower-amplitude faster rhythms with normal breathing or

with hyperventilation (n = 8)

[78] RTT: 14: 6–17, mean 7 y o
TD: 12: 6–18, mean 14 y o Day time video records, respiration

General EEG abnormality with
excess of polymorphic slowing and poorly developed (daytime) sleep change (all n = 14)

Unreactive Theta (n = 10)
Absence of normal slow-wave response to hyperventilation (all n = 14)

Attacks of vacancy and staring not associated with significant EEG changes (n = 6)
No-epileptic slow-waves mostly during normal breathing (n = 11)

[79] RTT: 4: 4–11 y o
All-night electroencephalograms

(EEGs)/polysomnograms on 2 consecutive
nights

Epileptiform activity maximum over 1–2 SWS sleep stage and in the morning hours

[80] RTT: 4: 3.5, 6, 11 and 12 y o Light no-REM sleep or the state lethargy
(wake without slight index of awareness)

Epileptiform activity, in particular, CTS, blocked or attenuated by passive finger
movements
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Table 1. Cont.

Study Sample (n: Age) EEG Settings EEG Characteristics

[81] RTT: 30: 2–22 y o
127 EEG-recordings Awake and sleep EEG, EMG

Epileptiform activity (n = 26)
CTS (n = 10)

Pseudoperiodic delta bursts (n = 13)
Flat record (n = 2)

Developmental changes

[82] RTT: 13: 2–17 y o Awake and sleep EEG, EMG
Seizures (n = 5)

Epileptiform activity (n = 10)
Pseudorhythmic flattering (n = 4)

[83] RTT: 8: 2–16 y o Awake and sleep EEG

Background EEG slowing
Epileptiform activity

A monotonous theta rhythm (MTR), which was not influenced by either opening or
closing of the eyes but attenuated only by a big noise or strong pain stimuli,

characteristically dominated the waking tracing
EEG through disease progression

[84] RTT: 52: 1–13 y o
83 EEG recordings Awake and sleep 8-channels EEG, EMG

Seizures (n = 26 + 3)
Epileptiform activity, enhanced during sleep (n = 43)

CTS often coincided with stereotyped hand wringing or tapping and facilitated
over the contralateral central regions by passive tactile stimulation (9 of 26 girls

tested)
Excesses of theta and delta activity (n = 12, n = 7)

[39] RTT: 9: 1–6 y o
22 EEG recordings EEG, video EEG in two patients

Seizures (n = 7)
Epileptiform activity (n = 9, in 3 epileptiform activity preceded development of

seizures)
Abnormalities increases with age

[85] RTT: 7: 1–7 y o Awake and sleep EEG

Reactive Theta, Excessed Delta, Flattering EEG, epileptiform activity, atypical sleep
EEG

CTS (n = 4) including those evoked by tactile stimulation (n = 2)
Changes with RTT progression

[86] RTT: 18: 1–17 y o Awake and sleep EEG, respiration
biogenic amine metabolites

Reduced % stage REM (n = 15)
EEG slowing

Epileptiform activity
Absent vertex transients and spindles during NREM
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Table 1. Cont.

Study Sample (n: Age) EEG Settings EEG Characteristics

[87] RTT: 11: 4–14 y o Awake and sleep EEG

Slowing of background EEG (n = 11)
activity while awake

Multifocal spike-waves (centrotemporal regions) (n = 9)
Intermittent, high-amplitude discharges followed by relative attenuation of

background activity during sleep (n = 6)

[88] RTT: 9: 2–15 y o
35 EEG recordings EEG

Seizures (n = 7)
Epileptiform activity (n = 7)
Slowing of background EEG
Progression through disease

[89] RTT: 8: 4–13 y o Awake and sleep EEG, EMG
Myoclonic jerks (n = 8)

EEG is poorly organized with high amplitude slow waves short, non-periodic
bursts; focal or diffuse spike and wave complexes increased in sleep

[90] RTT: 1, 2 y o EEG Unspecific modification on EEG, no seizures
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Centro-Temporal Spikes as a Frequent Epileptiform Abnormality in RTT

Among the broad range of epileptiform abnormalities seen in RTT, centro-temporal
spikes (CTS) of short duration are the most common and have the earliest manifesta-
tion [38,80,90]. CTS are particularly associated with idiopathic focal epilepsy syndrome
in childhood (aka, benign epilepsy of childhood with CTS: BECTS). BECTS is the most
common pediatric epilepsy syndrome, usually occurring in asymptomatic children aged
4–15 years, with cessation of seizures by adulthood. In contrast to the previously assumed
benign course, a growing literature has documented pervasive cognitive and/or behavioral
problems in children with BECTS, especially in the domains of language, verbal memory
and fine motor skills [91,92].

CTS can be suggested to reflect altered excitability of the perisylvian cortical areas
that may contribute to motor and speech disturbances in RTT patients. Evidence for the
relevance of CTS to motor control comes from studies that found a suppression of focal
CTS by hand tapping/clapping in a subgroup of patients with RTT with six representative
cases described in the literature [60,61,75,93]. In line with these observations, Cooper and
colleagues reported a decrease in EEG abnormality during hyperventilation that is accom-
panied by increased movement in young girls with RTT [74]. The suppression of CTS by
hand movements is a rare phenomenon, and we are aware of only one other neurological
condition, in which this phenomenon was also described-BECTS [93]. The authors sug-
gested that decreased top-down inhibitory control over the motor cortex is the main cause
for such motor cortex hyperexcitability at rest [80,94]. In line with this hypothesis, frontal
hypoperfusion was reported in patients with RTT [75] and recent research demonstrated
that BECTS is associated with decreased fMRI functional connectivity in dorsal frontal
network [95], and with a deficit in executive functioning [96]. Niedermeyer’s suggestion is
also in accord with recent animal findings of reduced excitatory synaptic connectivity in
the prefrontal cortex of mice lacking MECP2 [97], and with evidence proving a causal role
of disrupted inhibitory transmission in RTT animal models [98].

Interestingly, some patients with RTT exhibit the opposite relationship between CTS
and movements, such that centro-temporal spikes in their EEG are triggered by hand
movements and disappear when movements stop. Hand stereotypes were a major trigger
of this epileptiform activity with six patients introduced in case reports [59,65]. Hand
stereotypes often coincides with spikes over central region with passive tactile stimulation
leading to its facilitation in about 30% of patients with RTT as reported in the first EEG
studies on RTT (2 out of 7 patients in [85] and in 9 of 26 in [84]), suggesting high incidence
of this response in RTT. Noteworthy, in some cases CTS can be precipitated by specific
movements. In a case reported by Luo and colleagues, CTS were only induced by right
hand-to-lips tapping but not by right hand tapping cheek or abdomen, the left hand tapping
lips or observer’s hand tapping the lips [60]. Roche Martínez and colleagues reported three
epileptic Rett patients with reflex seizures triggered by food intake or proprioception [66].
Conceivably, unlike those CTSs that are suppressed by movements, CTSs that are triggered
by movements may be related to enhanced excitability of somato-sensory cortex, which
receives proprioceptive feedback during movement execution. Indeed, some patients with
RTT display exaggerated cortical somato-sensory responses to incoming somatosensory
input in the form of “giant somatosensory potentials” [99–101]. The “giant somatosensory
potentials” in RTT patients are similar to those in patients with cortical reflex myoclonus,
which are often associated with myoclonic jerks [55,67,99]. Reduced phasic inhibition,
mediated by GABAa receptor activity, that is described in the subsequent session on animal
models, might also play a role in the generation of this seizure type.

Thus, centro-temporal spikes in RTT seem to be related to movement atypicalities, al-
though how they are induced or ameliorated across participants varies, suggesting different
paths to this movement associated epileptic activity. Excitatory/inhibitory balance seems
to be altered in different ways in various parts of the brain and even cortical areas. Type
of mutation and X-inactivation profile may play major roles in the relationship between



Int. J. Mol. Sci. 2021, 22, 5308 11 of 47

reduced top-down control from prefrontal cortex and hyperexcitability of somatosensory
cortex in RTT patents determining the mechanism of CTS induction and suppression.

Development of Seizures and Severity of RTT Symptoms

Average age of seizure onset in patients with RTT is about 4 years of age, that is greater
as compared to other patients with severe mental retardation, who develop seizure much
earlier before children reach their first birthday [102]. At the same time, earlier seizure onset
in RTT was associated with a more severe course of seizure but not with the severity of the
other RTT symptoms [103]. Many patients with RTT are seizure-free at stage II when the
clear symptoms of the deterioration in motor and cognitive behavior are already present.

Nonetheless, there is some evidence for association of epileptic seizures with greater sever-
ity of RTT. Pintaudi and colleagues showed that less severe forms of the condition, characterized
by the preservation of speech, is associated with lower incidence of epilepsy than classic forms
of the syndrome [44]. Tarquinio and colleagues reported that another atypical form of RTT with
more profound developmental delay exhibited higher prevalence of seizures [43]. In line with
this link between RTT severity and epilepsy, patients with a classic RTT phenotype who are
more severely affected are more likely to have seizures [43,51,104]. As standardized measures
of cognition cannot typically be used to assess cognitive function in individuals with RTT,
we highlight the study of Vignolli and colleagues [49] that implicated eye-tracking to
objectively evaluate cognitive performance of 18 girls with RTT at clinical stage III and IV
on several cognitive tasks. For example, voluntary gaze behavior served to demonstrate the
ability to follow verbal instructions, and recognition and categorization of visual images.
Performance on these tasks, and more traditional measures of behavioral functioning
(vineland adaptive behavior scales) were directly compared with severity of epilepsy and
EEG epileptiform abnormalities in the RTT sample. The authors reported that earlier age
of epilepsy onset and higher seizure frequency were associated with poorer cognitive
outcome (fixation time on correct stimuli). In addition to these clinical features, relatively
worse cognitive functioning in girls with RTT was also associated with severely disturbed
spontaneous EEG patterns that were characterized by more diffuse and multifocal epilepti-
form discharges. In accord with this conclusion, Buoni and colleagues [50] observed that
multifocal epileptiform discharges were absent in EEG of high functioning girls with RTT
with preserved speech, although they still had focal EEG centro-temporal spikes. Neverthe-
less, causal relationships between seizures and developmental trajectory of RTT disorder
remains unclear. For example, a recent large-scale study of 793 individuals reported that
there were no significant associations between age of developmental regression and age
of seizure onset in patients with RTT or in patients with so-called RTT-like disorders [42].
Thus, findings of the above correlative nature do not ascertain whether the epilepsy plays
a crucial role in deteriorated cognitive abilities in RTT, or if it alternatively reflects the more
severe underlying pathophysiology [105]. In support of the latter explanation, Cooper and
colleagues reported that increases in EEG abnormalities and seizures follows developmen-
tal regression rather than precedes it in patients with RTT, thus reflecting the consequences
of pathological processes that trigger the regression [74]. In sum, epilepsy is hardly an
underlying cause, rather it displays comorbidity with RTT disorder. While at the extremes
(e.g., when comparing atypical forms of RTT) it seems that seizure frequency relates to RTT
severity and this is certainly of interest, by itself it is unlikely to be a valuable biomarker
of RTT.

2.1.2. Animal Studies

Animal models of RTT partly recapitulate a seizure phenotype described in patients
with RTT [106–108]. The most confirmed form of seizures in mice with MECP2 deficiency
are spontaneous absences accompanied by spike-wave discharges (SWDs) [107,109–112],
which undergo dramatic increase in incidence and duration from 13 to 104 weeks [113]
(Table 2). SWDs observed in mouse models of RTT have a frequency of around 6–8 Hz
and are suppressed by ethosuximide, which is similar to findings in inbred strains (i.e.,
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nearly genetically identical animals due to long inbreeding), which were used to create RTT
models [114]. At the same time in comparison to inbred strains, RTT mouse models have
increased number of SWD episodes and prolonged duration of these episodes pointing
to the modulatory role of MECP2 deficit in the development of this type of seizures.
Despite being the most prevalent type of epileptic seizures in animal models of RTT, typical
absences are rarely observed in human patients with RTT [41]. Partly it could be explained
by difficulties in their detection in patients as this type of seizures can be easily missed
without prolonged EEG recording. Another explanation might be related to between-
species differences in thalamocortical interactions and the role of sensory inflow: in rodents,
sensory inflow from whiskers into somatosensory cortex, the dominant area of SWD, is
crucial for generation of absences [115]. Differences between epileptic phenomenology in
human patients and animal models also can be explained by the much more pronounced
Mecp2 abnormalities in the most common animal models of RTT–Mecp2-knockout male
mice as compared to female patients with MECP2 mutations. In line with this explanation,
study on male mice with MECP2 truncated at C-terminal domain found myoclonic jerks
accompanied by single SWDs [106]. Thus, the milder Mecp2-dysfunction may lead to the
generation of single SWDs but in contrast to Mecp2-null mice prevents the development of
full-blown absences with SWD complexes. Noteworthy, myoclonus is frequently reported
in patients with RTT [55,67,99].
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Table 2. Characteristics of EEG and epileptic phenotype in animal models of RTT.

Study Genotype (Age) Electrode Position,
Behavioral State EEG Characteristics Seizure Characteristics (Prevalence)

[113] Mecp−/+ (from 13 to 104 weeks)

hippocampal CA1 and
contralateral

somatosensory cortex,
free behavior

cortical discharges, behavioral freezing
13 weeks

average number per hour: 20.7 ± 11.7
duration: 0.9 ± 0.28 s

104 weeks
average number per hour: 116.8 ± 44.2

duration: 1.7 ± 0.23 s
aggravated by levetiracetam

reduced by valproic acid and acetazolamide
suppressed by ethosuximide

[116] Vglut2-Mecp2flox/y (10 weeks)
Vglut2-Mecp2LSL/y (25–30 weeks)

right frontal cortex and
somatosensory cortex

left hippocampal CA1 and
dentate regions

Vglut2-Mecp2flox/y (37.5%)
cortical spike-and-wave discharges
average number per hour: 3.3 ± 2.1

duration: 4.1 ± 0.4 s
Vglut2-Mecp2LSL/y (25%)

cortical spike-and-wave discharges
average number per hour: 3.3

duration: 4.5 ± 0.8 s

[110] PV-Mecp2-/y
SOM-Mecp2-/y

SOM-Mecp2-/y (50%)
epileptic seizures starting at 12 weeks generalized tonic-clonic

seizures observed during routine handling
PV-Mecp2-/y

no seizures
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Table 2. Cont.

Study Genotype (Age) Electrode Position,
Behavioral State EEG Characteristics Seizure Characteristics (Prevalence)

[111]

Rosa26-Esr/Cre- Mecp2 Stop/+,
(around 36 week)

Rosa26-Esr/Cre-Mecp2Stop/y,
(5.5–8.5 weeks)

hippocampal CA1 and
contralateral

somatosensory cortex,
free behavior

H gamma (35–60 Hz) power
(Rosa26-Esr/Cre-Mecp2Stop/+;
Rosa26-Esr/Cre-Mecp2Stop/y)

rescue in Rosa26-Esr/Cre-Mecp2Stop/y
H theta frequency

rescue in Rosa26-Esr/Cre-Mecp2Stop/y

Rosa26-Esr/Cre-Mecp2Stop/y
cortical discharges

average number per hour: 45 ± 8
duration: 2.8 ± 0.7 s

frequency: 6.2 ± 0.3 Hz
Rosa26-Esr/Cre-Mecp2Stop/y-rescue

cortical discharges
average number per hour: 21 ± 3

duration: 1.0 ± 0.1 s
frequency: 6.8 ± 0.2 Hz

Rosa26-Esr/Cre- Mecp2 Stop/+
cortical discharges

average number per hour: 76 ± 17
duration: 1.11 ± 0.1 s

frequency: 7.9 ± 0.4 Hz
Rosa26-Esr/Cre- Mecp2 Stop/ + -rescue

cortical discharges
average number per hour: 32 ± 4

duration: 1.2 ± 0.1 s
frequency: 7.7 ± 0.3 Hz

[117] Mecp2tm1.1Bird (6–7 weeks) the M1 region of the frontal
cortex, free behavior H delta power during NREM

cortical discharges, behavioral freezing
13 weeks

average number per 20.7 ± 11.7 versus 116.8 ± 44.2
104 weeks

[98] Emx1-Mecp2, Dlx6a-Mecp2
(6–8 weeks) frontal and parietal cortex

Emx1-Mecp2
spike-wave discharges, absence seizures

average number per hour: 36 ± 7
duration: 1.3 ± 0.1 s

Dlx6a-Mecp2
no discharges
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Table 2. Cont.

Study Genotype (Age) Electrode Position,
Behavioral State EEG Characteristics Seizure Characteristics (Prevalence)

[109]

Mecp22lox/y; Dlx5/6-Cre
Mecp22lox/y; Emx1-Cre Mecp2Stop/y;

Emx1-Cre (8, 7 weeks)
Mecp22lox/y; PV-Cre (13 weeks)

Mecp22lox/y; SOM-Cre
(13 weeks)

hippocampus

Mecp22lox/y; Dlx5/6-Cre
behavioral seizures following handling

spikes and wave discharges, behavioral arrest
Mecp22lox/y; Emx1-Cre

no behavioral or electrographic seizures
Mecp2Stop/y; Emx1-Cre

behavioral seizures
Mecp22lox/y; PV-Cre

no behavioral seizures
Mecp22lox/y; SOM-Cre
no behavioral seizures

[118]

Mecp2−/+,
Mecp2−/y,

TH-Mecp Stop/+ (around 36 weeks)
TH-Mecp2Stop/y (5.5–8.5 weeks)

hippocampal CA1 and
contralateral

somatosensory cortex,
free behavior

H theta frequency
partial preservation in TH-Mecp2Stop/y

H gamma (35–60 Hz) power
partial preservation in TH-Mecp2Stop/y

Mecp2−/y (100%)
cortical discharges

average number per hour: 42.1 ± 7.9
duration: 2.8 ± 0.7 s

frequency: 6.2 ± 0.3 Hz
TH-Mecp2Stop/y (100%)

cortical discharges
average number per hour: 20.5 ± 6.3

duration: 2.2 ± 0.6 s
frequency: 6.5 ± 0.36 Hz

Mecp2−/+
cortical discharges

average number per hour: 69.6 ± 15.5
TH-Mecp Stop/+

cortical discharges
average number per hour: 67.1 ± 13.9

[29] Mecp2T158A/y (4.2 weeks and 12.9
weeks), Mecp2−/y (12.9 weeks)

hippocampal electrode,
free behavior

N gamma high (70–140 Hz) power
seizure behaviors (unspecified)

[112] Mecp2−/+ (42–57 weeks) parietal cortex,
free behavior

H the average number of delta cycles over a
24-h period

Hcorrelation coefficient for delta power and
movement

cortical discharges, behavioral freezing
average number per hour: 10.7 ± 1.6

duration: 0.76 ± 0.01 s
frequency: 8.6 ± 0.02 Hz
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Table 2. Cont.

Study Genotype (Age) Electrode Position,
Behavioral State EEG Characteristics Seizure Characteristics (Prevalence)

[119] Viaat-Mecp2−/y (9 weeks)
Dlx5/6-Mecp2−/y (39 weeks)

cortical electrodes, free
behavior

Viaat-Mecp2−/y
hyperexcitability discharges, no electrographic seizures

Dlx5/6-Mecp2−/y
no hyperexcitability discharges

[107] Mecp2−/y (7–10 weeks),
Mecp −/+ (35–52 weeks)

hippocampal CA1 and
contralateral

somatosensory cortex,
free behavior

H theta frequency (hippocampus)
desynchronized, low-amplitude cortical

activity
=cortical delta and hippocampal sharp-wave

activity during sleep

Mecp −/+ (100%)
cortical discharges, immobile animal, no myoclonus

average number per hour: 9.1 ± 1.3
duration: 1–2 s

frequency: 8.8 ± 1.3 Hz
suppressed by ethosuximide

[106] Mecp2308/y (age of recording not
specified)

frontal and parietal cortex,
free behavior

spike-and-wave discharges, behavioral arrest, generalized
myoclonic jerks

Mecp2308/y-expression of truncated protein, PV-Mecp2-/y-deletion of Mecp2 from parvalbumin positive neurons), SOM-Mecp2-/y-deletion of Mecp2 from somatostatin positive neurons), Mecp22lox/y; Dlx5/6-
Cre-deletion of Mecp2 from GABAergic neurons in the forebrain, Mecp22lox/y; Emx1-Cre-deletion of Mecp2 from glutamatergic neurons in the forebrain, Mecp2Stop/y; Emx1-Cre-preservation in glutamatergic
and glia, Mecp22lox/y; PV-Cre, Mecp22lox/y; SOM-Cre, Vglut2-Mecp2flox/y-Mecp2 deletion from excitatory neurons, Vglut2-Mecp2LSL/y-restoration of expression of Mecp2 only in excitatory neurons, Viaat-
Mecp2−/y-deletion of Mecp2 from >90% GABAergic neurons), Dlx5/6-Mecp2−/y-deletion of Mecp2 from GABAergic neurons in the forebrain, Emx1-Mecp2-deletion of Mecp2 from excitatory neurons and glia
in forebrain and hippocampus, Dlx6a-Mecp2-deletion of Mecp2 from inhibitory neurons in the forebrain), TH-Mecp Stop/+, TH-Mecp2Stop/y-preservation of Mecp2 expression in catecholaminergic neurons,
Mecp2tm1.1Bird-Mecp2 knockout.



Int. J. Mol. Sci. 2021, 22, 5308 17 of 47

Nevertheless, there is a question why and how MECP2 deficiency leads to the in-
crease in the occurrence of seizures. Lang and colleagues reinstated MECP2 expression
in Mecp2-deficient adult mice and observed a significant attenuation of abundant SWD
in their spontaneous EEG [111]. Thus, even in adult subjects constitutively lacking Mecp2
the absence seizures may be abolished through restoring a normal MECP2 function in the
whole brain. More specifically, the restoration of MECP2 function specifically in GABAergic
neurons rescues the seizure phenotype [120], suggesting that abnormal inhibitory transmis-
sion is both necessary and sufficient for absence seizures induction in RTT. The selective
removal of Mecp2 from glutamatergic neurons also induces absence seizures but only in
37.5% of animals, and the restoration of MECP2 expression only in these neurons does not
lead to freedom from seizures [116]. Thus, abnormal inhibitory transmission has a primary
role in absence seizure generation, while impaired excitation may also contribute to this
process but probably in an indirect way through activation of inhibitory neurons [98].
Although not being necessary for development of absences, altered excitation may be
causative for convulsive seizures. Activation of kainate receptors leads to increased power
of gamma oscillations in Mecp2-null mice in comparison to wild type in vitro and induces
more pronounced behavioral seizures in vivo [121].

Closer look into GABAergic impairment in MECP2-deficient animals can explain the
occurrence and specificity of epileptic activity (Figure 1). MECP2 is highly expressed in
GABAergic neurons (150% compared to neurons lacking GABA) and the loss-of-function
of MECP2 leads to decreased intracellular concentration of GABA [119]. Proteins involved
in GABA synthesis (GAD65, GAD67), vesicular packing (VGAT) and reuptake (GAT1)
are downregulated in animal models of RTT [108,119,122]. Increased GABA spillover
due to downregulated GAT1 induces activation of extrasynaptic GABA receptors, which
increases tonic inhibition. At the same time, the increased tonic inhibition was shown
to be associated with the development of SWDs [123,124]. In line with this logic, Zhang
and colleagues proved that in animal model of RTT increased spillover concentration of
GABA is consequential for seizures, as application of GAT-1 inhibitor further increases
epileptiform discharges in MECP2-deficient mice, and at a higher dose induces the epilep-
tiform discharges even in the wild type animals [108]. In firm support of a causative role
of increased tonic inhibition for seizure generation in mice lacking MECP2, this study
demonstrated that enhancing a sensitivity of GABAb receptors by acting on them with
selective activity-dependent receptor enhancer increased seizure incidence and duration
but slowed down the frequency of oscillations, while agonist of extrasynaptic GABAa
receptors decreased their incidence. Such changes are well-predicted by a computational
model in which increased GABAb receptors’ conductance led to a higher incidence, a
longer duration and lower frequency of SWDs and the opposite effects were observed after
increasing activation of GABAa receptors [125]. The extend of Mecp2 dysfunction was also
found to be related to SWD characteristics: male mice RTT model, with full absence of
X-linked Mecp2, have longer duration and slower frequency of SWD than females which
have the intact Mecp2 gene on one X chromosome [111]. Thus, characteristics of SWD
may serve as a biomarker of GABAergic impairment in animal models of RTT. As for RTT
patients, more attention to detection of SWD in this group will clarify the true prevalence
and etiology of this epileptiform activity in RTT patients. In line with causative role of im-
balance between extrasynaptic GABAa and GABAb receptors in the development of SWDs,
Okamoto and colleagues described the female patient with mutation in gene encoding
extrasynaptic GABAa δ-subunit, which was diagnosed with RTT and showed SWD [126].

Tactile stimulation by routine handling evokes convulsive seizure in animals lacking
MECP2 in GABAergic neurons [109]. These seizures were observed at age of 12 weeks when
behavioral symptoms were already pronounced resembling the development of epilepsy in
RTT patients, which is usually diagnosed after the developmental regression [46]. Ito-Ishida
and colleagues showed that handling induced tonic-clonic seizures only after conditional
deletion of Mecp2 from somatostatin-positive but not parvalbumin-positive inhibitory
neurons [110]. Meng and colleagues observed similar tonic-clonic seizures in mice with
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selective preservation of MECP2 in glutamatergic neurons, which underlines the crucial
role of MECP2 in inhibitory neurons in the development of this type of seizures in animal
models of RTT [116]. Induction of seizures by handling can be caused by evoked hyper-
excitability of neuronal networks due to reduced phasic inhibition. Indeed, application
of GABAa antagonist bicuculline leads to higher incidence and duration of epileptiform
spikes in hippocampal slices [121]. Noteworthy, GABAa mediated tonic inhibition was
also decreased in the hippocampus, which can also participate in proneness to convulsive
seizures [127].

The screwed crosstalk between GABAa and GABAb in RTT might be related to
potassium chloride cotransporter 2 (KCC2), which contributes to the low intracellular
chloride concentrations found in mature neurons and thus establishes the conditions for
the hyperpolarizing effect of GABAaRs [128]. KCC2 is downregulated in RTT patients
and mouse models [129–131]. Activation of the GABAbR results in reduced levels of
KCC2 at the cell surface, which parallels an increase in intracellular chloride, thus making
GABAa-mediated inhibition less efficient [132]. Affecting the ratio of KCC2 to Na-K-Cl
Cotransporter 1 (NKCC1), a membrane transporter that is functionally antagonized to
KCC2, seems to be a promising direction in RTT therapy restoring electrophysiological and
morphological characteristics in MECP2-deficient animals and neurons cultured from RTT
patients [133,134].

Besides the inhibitory transmission by itself, a preponderance of seizures in RTT
is affected by a plethora of factors modulating the inner excitatory state of inhibitory
circuitry. For example, seizure predisposition may be provoked by a selective loss of
MECP2 in cholinergic neurons via decreased expression of excitatory cholinergic receptors
(α7 nAChR) in parvalbumin-positive inhibitory neurons [135]. Thus, the genesis of seizures
in RTT can be attributed to a multilevel disruption of neuronal circuits consequential to
the dysfunction in several different molecular pathways with the major role of inhibitory
signaling, particularly the balance between tonic and phasic inhibition.

2.2. Abnormalities in Resting EEG Spectra and Their Neurophysiological Underpinnings
2.2.1. Patient Studies
General Slowing of Background EEG Activity

EEG abnormalities in RTT are not limited to epileptiform activity. General slowing of
background EEG activity was consistently reported in patients with RTT and is observed
even at the earliest stage of the disorder [39,49,76,79,81,84,87,94,136,137]. General slowing
of EEG rhythms in clinical studies is often referring to as one of two qualitatively distinct
phenomena. This term designates either an abnormally low peak frequency of oscillations
within particular functionally distinct EEG rhythm e.g., sensory-motor mu rhythm or visual
alpha rhythm, or heightened amplitude and/or abundance of theta and delta waves in
spontaneous EEG in combination with abnormally low prominence of higher frequency
activity within alpha and beta frequency bands. Both phenomena have been described for
EEG of patients with RTT [49,71,76,80,81,94,99,137].

Several authors reported that the sensory-motor mu rhythm, with typical functional
reactivity to passive/active movements and topographical maximum at central scalp
electrodes, had abnormally low frequency in patients with RTT [76,137]. The shift of mu
rhythm towards lower frequency was on average almost 5 Hz, with mu frequencies varying
from 8 to 13 Hz in typical subjects to 4–6 Hz in some patients with RTT. However, since
none of the above studies employed statistical between-group comparisons, it is unclear
whether “mu rhythm slowing” represents a general feature of RTT disorder or if it rather
characterizes a specific subset of patients. Regarding visual alpha rhythm, occasional
observations suggest that alpha frequency in people with RTT varies from unremarkable
posterior alpha rhythm [76] to abnormally slow alpha variant [81]. However, the specific
characteristics of these phenomena have not been quantified to date. Clearly, rigorous
investigations into the spectral characteristics, cortical topography and functional reactivity
of alpha rhythms in somatosensory and visual modalities are needed to confirm and
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extend the available qualitative observations of their abnormalities in people with RTT.
Linking these EEG features to distinct RTT phenotypes appears to be a promising area of
future research.

A more frequently reported EEG abnormality in RTT is atypical prevalence of low
frequency activity in EEG spectra. This abnormality was well characterized both by clinical
description [71,82,87,89,90,136] and by statistical analysis (Tables 1 and 3). Since the first
clinical reports EEG slowing was consistently reported in girls with RTT, e.g., in the form
of delta and theta bursts [89,136]. Abnormal theta activity may be present either in the
form of highly regular and prolonged fronto-temporal rhythmic episodes, or as the diffuse
fronto-temporal theta waves with amplitudes twice as much as the background activity in
the resting EEG [49,71,76,80,81,87,99,137,138].

Quantitative studies of spontaneous EEG recorded under eyes-open or eyes-closed
conditions show the attenuation of alpha and beta band power with concomitant general-
ized increase of theta and delta activity in RTT [137,139,142,143]. Moreover, abnormally
increased delta activity in girls with RTT was reported also during slow wave sleep (SWS),
suggesting that predominance of low-frequency activity might characterize EEG in RTT
regardless of the functional state [141].

RTT patients with highly deteriorated speech and motor functions were reported to
have greater theta relative power across a variety of scalp electrodes [71]. Gratchev and
colleagues found that earlier onset of RTT was associated not only with worse behavioral
outcome but also with greater reduction of central and occipital alpha power and greater in-
crease in central and frontal theta activity [138]. The largest quantitative study to date [139]
found that increased delta power in 57 patients with RTT was correlated with worse perfor-
mance on the Mullen scales of early learning (MSEL; [144]), a measure of multiple aspects
of cognitive functioning). Vignolli and colleagues reported that RTT girls with relatively
worse cognitive functioning had more severely disturbed spontaneous EEG patterns with
an absence of occipitally dominant rhythmic activity (while not specified likely referring to
alpha rhythms), and a marked slowing of background activity [49]. These studies provide
tentative evidence for the extent of atypical low frequency activity in “background” EEG
tracking with the severity of the disorder. However, since low frequency activity in EEG
is not specific to RTT and characterizes a number of other neurological conditions and
pervasive developmental disorders (e.g., attention deficit hyperactivity disorder: [145],
obsessive compulsive disorder: [146]; Parkinson’s disease: [147]), this potential biomarker
of RTT severity might be related to general deterioration of brain function.
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Table 3. Quantitative EEG studies in patients with RTT.

Study Sample (n: Age) EEG Settings EEG Characteristics

[139]
RTT (57 including 20 in active regression (AR), 29

post-regression (PR)): 2–11)
TD (37: 2–11)

128-channel Hydrocel Geodesic Sensor Net
System, 5–10 min while watching movies

Spectral power (2–50 Hz)
H beta (13–30 Hz) at frontal and central sites (absolute and relative)

H beta (13–30 Hz) at temporal sites (relative)
H high alpha (9–13Hz) widespread (absolute and relative)

H low alpha (6–9 Hz) at temporal and occipital sites (relative)
H low alpha (6–9 Hz) at central sites (absolute and relative)

N delta (2–4 Hz) widespread (relative)
H 1/f slope (more negative, in general and in PR)

for AR:
H theta (4–6 Hz) at frontal sites (absolute)

H high alpha and beta (9–30 Hz) at frontal and central (absolute and relative)
H high alpha (9–13 Hz) at occipital (absolute)

Abnormal development of delta and theta

[140]

RTT, MECP2 (32)
PSV, MECP2 (4)
RTT, CDKL5 (4)

including Resistant Epilepsy (8), Treatment
Responsive Epilepsy (16), without Epilepsy (18)

Mean age: 7.69 +/− 5.22

8-electrode EEG, minimum of 20 min
recordings during resting state

=spectral power (1–50 Hz)
H network activity (principal component of inter-electrode coherence) in CDKL5 compared to

MECP2
N left-hemispheric predominance in the occipital region Resistant > Epilepsy>no Epilepsy within

RTT *
N left-sided parieto-occipital coherence in PSV compared to classic RTT *

[141] RTT (10: 2–9)
TD (15: 2–9)

Overnight (F3, C3, and O1), slow wave sleep
(SWS)

Spectral power (0.5–45 Hz),
N delta

Absence of developmental decrease of gamma (35–45 Hz) *
H %SWS

[138]
RTT (38(20 with disease onset <1 year and 18 > 1

year): 2–8)
TD (60: 2–8)

16 channels; >15.4-s epochs
Spectral power (1.5–25 Hz)

H alpha N theta activity in RTT
H central and occipital alpha Ncentral and frontal theta activity in the group 1 (early disease onset).

[137] RTT (9:2–8, stage 3)
TD (17: 2–8)

16 channels: eyes open (n= 6) and eyes close
(n= 5); >8 4-s epochs

Relative Power (1–20 Hz)
H alpha and beta
N theta band

[142] RTT (1:10)
TD (10:10)

16 channels:
20 artifact-free 5-s epochs

Spectral power (1.5–30 Hz)
N delta and left anterior theta

H posterior alpha 1

[143] RTT (9: 10–22)
Compared to unspecified normative data n = 11: 16–20 channels; 5–10 min of recording Spectral power (1.0–16 Hz):

N low frequency activity (unspecified, statistical values not provided)
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Spectral Slope

EEG power spectral density is characterized by a negative slope if presented in the
semi-log or log–log space, because power of the signal frequency content decreases rapidly
as a function of the frequency. Steepness of the 1/f spectral slope correlates with slowing
of the background EEG, reflecting prevalence of low frequency EEG over high frequency
signals. According to recently developed dynamic neuronal communication framework,
more negative 1/f slope of EEG power spectral density represents more synchronous
activity of the neuronal population, while flattened (less negative) spectral power slope
is related to higher background rates of neuronal firing decoupled from an oscillatory
carrier frequency-noise [148]. Higher neuronal noise indexed by a flatter 1/f slope was
associated with aging, while pathological overcoupling of neuronal oscillations reflected in
the steeper 1/f slope was seen in several neurological and developmental disorders, such
as Parkinson’s disease and attention deficits and hyperactivity disorder (ADHD) [148].
Notably, in a study of ADHD, 1/f slope correlated with theta to beta ratio but had greater
power to differentiate ADHD from controls. The authors suggested that the novel measure
of 1/f slope was a better reflection of underlying pathophysiology over the traditional
indexes of EEG background slowing [149]. Given a proposed dependency of a steeper 1/f
slope on a decrease in the local excitation/inhibition ratio [148], this EEG measure is of value
to researchers of RTT. However, 1/f slope of EEG spectral density was assessed in only one,
but large-scale study conducted on 57 RTT patients [139]. Roche and colleagues showed
that girls with RTT had significantly more negative (steeper) 1/f slope than their typically-
developing peers and the steepness of the slope was correlated with decreases in cognitive
functioning as measured with MSEL. Taking into account this promising finding, 1/f slope
might be suggested as a potential biomarker of altered neural excitation/inhibition balance
in RTT.

Cortical Gamma Oscillations (30–100 Hz)

Cortical gamma oscillations (30–100 Hz) are generated in recurrent circuits of excita-
tory and inhibitory neurons [150,151] and their amplitude reflects the excitatory state of
the neural network. In humans and animals these oscillations are most reliably induced
in response to sensory stimuli [152], but might be also recorded in the spontaneous mode,
both during wakefulness and sleep [153]. The animal studies revealed that gamma oscilla-
tions contain at least two functionally different sub-bands, with a conventional band of
low- and high-frequency gamma bands being 30–60 Hz and >70 Hz respectively [154–156].
In humans, gamma band activity is usually measured between 30 and 50 Hz in scalp EEG
recordings without division into functionally distinct gamma sub-bands. The human EEG
gamma band can be contaminated by myogenic artifacts having the same frequencies as
neural gamma activity [157]. Despite these challenges, spontaneous gamma oscillations
were consistently found to be abnormally enhanced in awake patients with increased
E/I ratio, e.g., patients with ASD, schizophrenia and epilepsy [158–160]. Studies of spon-
taneous gamma-band activity in patients with RTT have been limited to relatively low
gamma frequency [139,141]. Ammanuel and colleagues found that in patients with RTT
(n = 10) the power of 35–45 Hz oscillations during slow wave sleep (SWS) did not follow a
typical and highly significant decrease from 2–5 to 6–9 years of age, suggesting that subjects
with RTT do not exhibit a normal developmental reduction in cortical excitability [141].
In contrast to sleep state, gamma band activity of 30–50 Hz recorded during wakefulness
was unremarkable in a sample of 57 girls with RTT of similar age when they watched
self-chosen video [139]. Taking into account the decreased muscle tone during sleep as
compared to awake state, sleep EEG recordings might be much better suited than awake
EEG for detecting “true” gamma activity, especially in patients with muscle dystonia and
stereotypic movements since this can contaminate the signal. While the low gamma-band
abnormalities during SWS might have the potential to serve as objective biomarkers of
increased cortical excitability in RTT, they need to be independently replicated in a larger
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sample. In addition, specificity to this functional state needs to be further investigated in
the future studies.

EEG Abnormalities in Relation to the Developmental Stage

As mentioned in the introduction, patients with RTT are characterized by specific
patterns of developmental EEG changes that depend on the progression of the disease.
This knowledge can be used as an aid in the RTT diagnosis and can help to stage the
disorder [5,39]. At stage I of the disorder no clear EEG abnormalities have been reported,
probably because this period is largely understudied due to a lack of clear symptoms
at this initial stage. However, some rare evidence suggests that epileptogenic activity
might already be present at this early stage of the disorder [74]. At the same time, EEG
abnormalities might be the only pathological laboratory investigation in patients with RTT
at the time when the diagnosis is made (see e.g., [90]). EEG abnormalities usually described
during stage II of RTT disorder contain focal spikes with centro-temporal scalp topography
(CTS), and/or focal sharp-wave discharges [48,81]. Stage II is also characterized by marked
slowing of resting EEG oscillations that progresses further in stage III. Multifocal spikes
and sharp-wave discharges also appear at stage III. No occipital dominant activity might be
present in awake EEG [83,86]. Intriguingly, these EEG abnormalities might become either
more pronounced or, to the contrary, ameliorate at stage IV—the most advanced stage
of the disorder [48,68,71,81,83,161,162]. Despite the above described general tendency in
EEG development in RTT, there is considerable interindividual variation of EEG patterns,
especially in clinical stages III and IV [77]. At these advanced stages spontaneous EEG
vary from a “normal” pattern without epileptiform discharges to some rare, very abnormal
variants [48,68,81]. For example, Izhizaki and colleagues described a RTT girl with awake
EEG at age 23 dominated by monotonous theta rhythm activity that was not influenced
by either opening or closing of the eyes but attenuated only by a loud noise or strong
pain stimulus [83]. Future large-scale experimental longitudinal studies are needed to
identify different trajectories of EEG development and the potential for prognostic value of
spontaneous EEG patterns at the earliest stages of the RTT disorder.

The only study that quantitatively examined EEG in girls with RTT during the active
regression stage (stage II, n = 20) revealed interesting results [139]. While the higher-
frequency activity ranging from 6 to 30 Hz was attenuated similarly in patients with RTT
regardless of disease stage, the low frequency activity differentiated between the RTT
stages. In contrast to widely reported increased power of low frequency activity in patients
with RTT [137,142,143], girls with RTT in the active regression period were characterized by
lower frontal and central theta and delta activity as compared to typically-developing peers.
Decrease in frontal theta activity was so dramatic that about half of the patients had theta
power values below the lowest value in the control group, clearly indicative of underlying
neuropathology (Figure 3A in [139]). The developmental course of low-frequency activity
was also different in patients with RTT and TD: unlike the typical decrease that is seen
in the power of delta and theta activity with age, girls with RTT show an increase in
delta and theta power with age. Thus, studies suggest atypical developmental trajectory
of low-frequency EEG activity with initially low delta and theta activity in girls with
RTT for the active regression period and subsequent increase in this activity in the post-
regression period.

The results are summarized in Figure 2. The primary findings from human studies
are the general slowing of background EEG, that might be also characterized with a new
measure of 1/f spectral slope, related to decreased E/I imbalance at rest corresponding
to increased tonic inhibition suggested from animal studies. At the same time, not only
predominance of low over high frequency oscillation might contribute to this background
EEG slowing, but also a shift towards lower values of dominant frequency within particular
functionally distinct EEG rhythms, e.g., sensory-motor mu rhythm or visual alpha rhythm.
More studies are needed to quantify these shifts, especially related to motor mu-rhythm as
motor problems are among the core deficits in RTT.



Int. J. Mol. Sci. 2021, 22, 5308 23 of 47

Int. J. Mol. Sci. 2021, 22, x FOR PEER REVIEW 23 of 49 
 

 

or strong pain stimulus [83]. Future large-scale experimental longitudinal studies are 

needed to identify different trajectories of EEG development and the potential for prog-

nostic value of spontaneous EEG patterns at the earliest stages of the RTT disorder. 

The only study that quantitatively examined EEG in girls with RTT during the active 

regression stage (stage II, n = 20) revealed interesting results [139]. While the higher-fre-

quency activity ranging from 6 to 30 Hz was attenuated similarly in patients with RTT 

regardless of disease stage, the low frequency activity differentiated between the RTT 

stages. In contrast to widely reported increased power of low frequency activity in pa-

tients with RTT [137,142,143], girls with RTT in the active regression period were charac-

terized by lower frontal and central theta and delta activity as compared to typically-de-

veloping peers. Decrease in frontal theta activity was so dramatic that about half of the 

patients had theta power values below the lowest value in the control group, clearly in-

dicative of underlying neuropathology (Figure 3A in [139]). The developmental course of 

low-frequency activity was also different in patients with RTT and TD: unlike the typical 

decrease that is seen in the power of delta and theta activity with age, girls with RTT show 

an increase in delta and theta power with age. Thus, studies suggest atypical develop-

mental trajectory of low-frequency EEG activity with initially low delta and theta activity 

in girls with RTT for the active regression period and subsequent increase in this activity 

in the post-regression period. 

The results are summarized in Figure 2. The primary findings from human studies 

are the general slowing of background EEG, that might be also characterized with a new 

measure of 1/f spectral slope, related to decreased E/I imbalance at rest corresponding to 

increased tonic inhibition suggested from animal studies. At the same time, not only pre-

dominance of low over high frequency oscillation might contribute to this background 

EEG slowing, but also a shift towards lower values of dominant frequency within partic-

ular functionally distinct EEG rhythms, e.g., sensory-motor mu rhythm or visual alpha 

rhythm. More studies are needed to quantify these shifts, especially related to motor mu-

rhythm as motor problems are among the core deficits in RTT.  

 

Figure 2. Spectral features of EEG in RTT. 

  

Figure 2. Spectral features of EEG in RTT.

2.2.2. Animal Studies

Animal EEG studies in waking resting state have been limited to gamma band activity
(Table 2). Consistent with observations on interrelations between excessive high frequency
gamma (>70 Hz) and epileptogenesis [160,163,164], symptomatic stage male mice with
T158A mutation and total deficiency of MECP2 were characterized by atypically increased
power of spontaneous high frequency gamma oscillations in waking EEG suggestive of con-
stitutive cortical hyperexcitability [29]. Abnormally exacerbated high frequency oscillations
were absent at a presymptomatic stage, which resembles findings from human patients
who usually develop epileptic phenotype after regression. Unlike high frequency gamma,
power of low frequency gamma in the awake state of the same mice was indistinguishable
from that in wild type mice, for both symptomatic and presymptomatic stages.

Spontaneous EEG rhythms in MECP2-deficient mice were also studied during ex-
ploratory behavior. They found that frequency of hippocampal theta activity in RTT
was shifted toward abnormally low values [107,111,118]. Given that theta frequency is
strongly modulated by drugs stimulating catecholaminergic and especially dopaminergic
systems [165,166], that are known to play a major role in exploratory locomotor behavior,
theta deceleration in RTT may be linked to the deficiency of neuromodulatory influences
on the hippocampal activity. In line with this idea, preservation of MECP2 expression only
in catecholaminergic neurons in MECP2-deficient male mice resulted in normalization of
theta frequency almost up to the wild-type level, in parallel with improvements in ambula-
tory rate, motor coordination and nest-building [118]. Remarkably, abnormally attenuated
exploratory behavior in mice lacking MECP2 and decelerated theta oscillations has been ac-
companied by atypically decreased power of hippocampal low frequency gamma [111,118].
Coupled theta-gamma dynamics is explained by the fact that in all mammals including hu-
mans, low frequency gamma oscillations are modulated by concurrent theta rhythm, whose
frequency and amplitude increase during exploratory behavior [154,155,167]. This means
that a deceleration of cortico-hippocampal theta and decreased low frequency gamma
power in RTT individuals might index deficient catecholaminergic modulation that results
in decline of their behavioral state and attenuates locomotor activity.

To sum up, there are very few studies on spectral analysis of EEG in animal models
of RTT and findings are difficult to reconcile. The slowing of spontaneous EEG rhythms
has been reported in both animal and human studies; however, different behavioral states
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were studied: exploration in animals vs. resting state in humans. The altered parameters of
spontaneous gamma oscillations in RTT animals makes them an attractive target to pursue
in human research, however a few methodological challenges dampen their translational
potential. EEG studies during sleep and MEG might overcome some of these challenges.
Future translational research is needed to clarify the neurophysiological basis of these
clinically relevant features of EEG.

2.3. EEG Abnormalities Associated with Sleep Disturbances, and Their
Neurophysiological Underpinnings
2.3.1. Patient Studies

Spontaneous EEG activity is influenced by many factors, such as a functional state,
level of alertness, mobility and mood. These parameters are difficult to control for, es-
pecially in children with neurodevelopmental disorders. Therefore, any comparisons of
spontaneous EEG rhythms between RTT and control groups should be treated with caution.
EEG recordings during sleep are more immune to behavioral variability and, therefore,
provide a compelling option for investigation into altered dynamics of spontaneous EEG
oscillations in RTT. When characterizing epileptiform activity, sleep EEG also presents an
advantage as epileptiform discharges in RTT patients prone to seizures are identified with
higher probability in sleep EEG than in awake EEG [38,68,79,84,88,136,162].

Sleep-associated problems are commonly reported in patients with RTT and serve as
supportive evidence for a RTT diagnosis [8]. They include dysregulation of the sleep/wake
cycle with irregular sleep onset time, abnormally long daytime sleep accompanied by
shorter duration of night time sleep, frequent nocturnal awakenings with episodes of
night laughter or screaming [6,168–172], pointing to the absence of typical developmental
maturation or even a regression in the regulation of the circadian sleep–wake cycle.

EEG with concurrent monitoring of EMG activity (polysomnography) is commonly
used to differentiate the sleep stages. In 1968, Rechtschaffen and Kales described the five
different sleep stages, with four stages related to slow progression from drowsiness to the
deep sleep, characterized by increases in slow wave activity in the EEG (SWS for slow
wave sleep) and the paradoxical sleep stage with rapid eye-movements and EEG pattern
resembling that in wakefulness (REM sleep) [173]. The percentage of REM sleep within the
sleep cycle is abnormally low in patients with RTT [162,174]. In contrast, the percentage
of time spent in SWS is enhanced in patients with RTT [174], especially in younger age
groups (2–5 years) [162]. However, the absolute duration of overnight SWS is shortened in
patients with RTT [141] due to less total time spent asleep. Incidence of seizures in RTT
was associated with a significantly lower absolute number of SWS cycles, pointing to more
severe problems with SWS efficiency in RTT patients with epilepsy.

The existing literature on sleep EEG in RTT patients is mostly limited by qualitative
descriptions of prevalent abnormalities. Three principal EEG changes, although not univer-
sally observed in all RTT patients, have been reported during sleep. First, there is a loss of
the hallmarks of sleep stage II—sleep spindles and vertex transients that are absent both in
young children and adults with RTT [39,79,86]. Second and less frequently observed is the
so-called “trace alternant” sleep pattern, whose occurrence during typical development
is limited to the neonatal period [175]. This pattern containing high-amplitude bursts of
irregular delta activity followed by a relative suppression of EEG amplitudes was described
in the early EEG studies in about two thirds of individuals with RTT irrespectively to their
age [81,87,162]. Third, epileptiform discharges occur frequently during sleep in the majority
of RTT patients [38,68,79,84,88,136,162]. In particular, Aldrich and colleagues compared
the spike count at different sleep stages within night sleep and found that occurrence of
spike is higher in SWS and in early morning hours [79]. The higher prevalence of spikes in
the early morning hours was not due to general increase in SWS in these hours and might
be related to circadian variation in cortical excitability and/or hormonal factors.

The only quantitative study of spontaneous EEG activity in RTT patients (n = 10) is
that of Ammanuel and colleagues [141]. They found a significant increase in delta power
during SWS sleep and shortened overall time spent in SWS in RTT girls aged 2–9 years
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as compared to age-matched control girls. These girls also did not demonstrate a typical
decrease of delta power over consecutive SWS cycles during the night. Interestingly, this
pattern characterizes the sleep architecture of typical individuals after prolonged sleep
restriction [176], and is considered a protective mechanism that compensates for previous
sleep loss. Considering the chronic reduction of SWS duration in RTT girls, the same
compensatory mechanisms may contribute, among other factors, to their highly increased
delta power during SWS and a lack of its reduction at later stages of the sleep cycle.

To sum up this section, we should point to the need for more qualitative EEG studies
of EEG changes during sleep in patients with RTT as they might provide new and more
reliable biomarkers of RTT than those registered during active state. Normal sleep is crucial
factor for the development of cognitive functions [177–179] and this state should not be
ignored by researchers of RTT pathophysiology.

2.3.2. Animal Studies

In line with EEG results obtained in patients with RTT, the overall time spent in SWS
was significantly shortened in animal models with MECP2 dysfunction as compared to
wild type animals [117]. RTT mice were also characterized by a lower number of SWS
cycles in combination with a prolonged duration of each cycle [112]. However, changes
in sleep delta power in MECP2-deficient mice who reached puberty go in the opposite
direction to that observed in 2–9 year old girls with RTT [117]. No conclusions can be
drawn from this between-species comparison, due to the small number of relevant studies
and major differences in biological age between patients and animals across the studies.

The disturbed sleep–wake cycle found in both RTT patients and animal models can be
understood via MECP2′s influence on the circadian clock system. A recent study in mice
revealed that MECP2 binds and transcriptionally activates the circadian clock genes, Per1
and Per2, known to play major roles in circadian rhythms [180]. The suprachiasmatic nu-
cleus (SCN) is a master circadian pacemaker controlling the timing of the sleep–wake cycle
and coordinating circadian changes in the activity across brain and body tissues. The SCN
is mostly active during the light part of the diurnal cycle and mainly shuts down at night.
The resetting of SCN cells by light exposure is mediated via intensification of vasoactive
intestinal peptide secretion, which is crucial for normal light-induced synchronization of
the circadian system [181,182]. In comparison to wild type animals, Mecp2-mutant mice
exhibit a reduction of vasoactive intestinal peptide expressing neurons of SCN and signifi-
cant attenuation of the SCN spontaneous activity in the daytime [183]. The Mecp2-mutant
mice demonstrated increased mortality to a chronic experimentally induced weekly phase
shift of the light/dark cycle, possibly as a consequence of disrupted SCN functioning and
resulted in sleep deprivation.

In light of animal studies, the discoordination of the circadian sleep–wake cycle that is
frequently observed in RTT patients may be caused by disturbed SCN functioning and have
severe consequences not only for cognitive functions but also for health status. The decreased
spontaneous SCN activity might be also linked to the increased tonic inhibition suggested
from other animal studies of MECP2 dysfunction reviewed in previous Section 2.1 (Figure 1).
The data also suggest that avoiding any changes in daily routine is of crucial importance
for the well-being of patients with RTT.

2.4. Behavioral and EEG Abnormalities in Relation to RTT Genotype
2.4.1. Patient Studies

Recent studies suggested that some MECP2 mutations might be associated with
slightly different manifestations of RTT clinical symptoms [184–188] nonsense mutations
in the beginning of the gene (such as R168X, R255X and R270X) and large deletions
within MECP2 associated with more severe RTT phenotype [189–192]. The relationship
between MECP2 mutation and seizure phenotype has been investigated in several studies
with the largest studies of the last decade summarized in Figure 3 [43,44,51,53,192,193].
Noteworthy, unlike general large difference in the reported prevalence of seizures (e.g.,
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close to 90% in the study of Pintaudi [44] and colleagues and less than 40% in the study
of Bao and colleagues [53], the profile of changes between genotypes seems to be rather
consistent. For example, seizures were more frequently observed in patients with T158M
and less frequently in those with R306C mutations across these studies. As Cuddapah
and colleagues did not report the percentage of individuals affected with seizures in each
genotype group, but characterized the between genotype difference by average scores [192],
we did not present their results in the figure. Nonetheless, these authors’ findings are
compatible with previous reports as they found that seizures were less frequent in R306C
cases as compared to R255X and R294X in a sample of 815 patients with typical RTT [192].
At the same type, there are discrepancies between studies. Patients with the R106W
mutation were associated with higher risk for seizures in all but one study ([193]; notably,
this was the largest n = 1135), and patients with R255X mutations in all but the study of
Glaze and colleagues [51]. The reason for this inconsistency needs to be further identified.
Probably, these genotypes are particularly sensitive to the methods of seizure assessment.
Noteworthy, more clinically severe genotype (e.g., R270X) did not always correspond to
phenotypes with higher prevalence of epilepsy, supporting the idea about the non-causative
role of epilepsy in RTT development.
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Some links between sleep disturbances and MECP2 mutations were also suggested.
Data from patient fibroblasts [183] pointed to the dependence of circadian disturbances on
the mutation types in the MECP2 gene: the phase delay of Per2 rhythms were not found
in the fibroblasts from patients with the T158M mutation, but in those with R106W, who
also have high prevalence of night sleep disturbances according to the epidemiological
study [170]. Considering these findings, it is interesting to compare sleep EEG patterns
between patients with these mutations to shed the light on potential neurophysiological
distinction between these mutations.

MECP2 can also be duplicated in human cells, leading to the MECP2 duplication
syndrome. The clinical phenotype of those patients resembles that of patients with RTT
and includes infantile hypotonia, intellectual disability, autistic features, progressive neu-
rological declines, choreiform movements and recurrent respiratory infections [194–196].
The similarities of clinical symptoms in the conditions with opposite changes in MECP2 ex-
pression highlight the importance of the optimal level of MECP2 for normal development.
MECP2 duplication syndrome has the lowest severity scores, and the greatest median age of
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seizure onset (6 years) among developmental encephalopathies. The available reports sug-
gest epilepsy in patients with MECP2 duplication to be mostly drug-resistant [42,58,197]. A
recent report suggested that valproic acid (VPA) monotherapy can be efficient in managing
epilepsy in these patients [198]. Contrary to patients with classic RTT caused by MECP2
mutations, in patients with MECP2 duplication the emergence of neurologic regression
coincides with the onset of epilepsy, suggesting that the epileptic process underlying
seizures also serves as a trigger for progression of the disease. However, while severity of
MECP2 mutations is linked to the RTT clinical phenotype, MECP2 duplication size and
gene content predict neither presence of epilepsy, seizure type, age of seizure onset or
responsiveness to treatment. Mechanisms by which MECP2 gene duplications modulate
the spectrum and severity of neurocognitive phenotype remain unclear [199].

Patients with mutations in CDKL5 and FOXG1 genes shares many of the RTT symp-
toms including relatively normal initial motor-cognitive development, hypotonia, poor
or no spoken language, gait abnormalities, intellectual impairment, microcephaly and
stereotypic hand movements and historically has been considered an RTT-like disorder.
However, there are clear symptomatic distinctions between patients with typical RTT
caused by MECP2 mutations and patients with deficient CDKL5 and FOXG1 genes. First,
the latter variants are associated with a significantly earlier age of seizure onset. Second,
this is a difference in seizure semiology: patients with CDKL5 mutations had epileptic
spasms (45.3%) more often than those with other genotypes (0.4% for typical RTT with
MECP2 mutations, 4.7% for FOXG1) [42]. In addition, patients with CDKL5 mutations are
more often characterized by global developmental delay, cortical visual impairment and
severely impaired gross motor function, while patients with FOXG1 mutations are more
frequently reported to have postnatal microcephaly, typically associated with corpus callo-
sum abnormalities and marked dyskinetic movements [200–203]. Thus, it is recommended
to classify these disorders as distinct from RTT to secure proper treatment [42].

Clinical assessment of background EEG in patients with CDKL5 and FOXG1 mutations
and with MECP2 duplication shows some slowing of brain oscillations, resembling that
in patients with MECP2-mutations. However, no quantitative analysis was performed to
support these observations [58]. Buoni and colleagues studied three girls with mutations in
the CDKL5 gene that caused RTT-like disorder. The authors reported unique background
EEG with diffuse high voltage sharp waves of 6–7 Hz, and absence of the typical rhythmic
frontal–central theta activity present in Rett syndrome caused by MECP2 mutations [69].
Keogh and colleagues quantitatively investigated differences in EEG spectra between RTT
patients with MECP2 and CDKL5 mutations [140]. While no difference in the power spectra
characteristics were found, measures of interelectrode coherence differed between groups:
CDKL5 variants showed lower interhemispheric coherence between occipital (O1-O2) and
temporal (T3-T4) electrodes, probably related with more frequent left- or right-lateralized
epileptiform abnormalities in patients with this rare mutation. However, considering the
low number of patients with CDKL5 mutations (n = 4), these findings must be considered
with caution.

It is evident that investigation of the relationship of EEG abnormalities with genetic
variants of RTT syndrome is an important direction for future research that might provide
better understanding of RTT phenotype and lead to more personalized treatment. A
large-scale multicenter consortium would greatly facilitate this endeavor.

2.4.2. Animal Studies

The relationship between mutation type and prevalence of a particular type of EEG
pattern or epileptiform activity/seizure were not specifically studied in Mecp2-deficient
animals. However, some influence of the extend of Mecp2 dysfunction and seizure type
might be suggested: absence seizures were typically reported in Mecp2 knockout mice,
while myoclonic jerks were found in animal model of RTT with truncated Mecp2 in C-
terminal. At the same time, all studies, which described handling-induced convulsive
seizures, were performed on mice with full or conditional Mecp2 knockout.
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Early onset of seizures is one of the important symptoms of syndromes caused by
mutations in the CDKL5 and FOXG1 genes, distinguishing them from the Rett syndrome.
However, seizure activity is not fully reproduced in animals with mutations in these
genes. Strikingly, the pronounced seizures is also absent in the mouse model of the CDKL5
disorder [204], which is characterized by early onset of seizures in almost 100% of all
patients with CDKL5 abnormalities [42,58,205]. Cdkl5–/y mice also generally demonstrate
normal spontaneous EEG [204]. Nevertheless, in the studies using proconvulsive agents
such as kainic acid [206] and NMDA [207], it is easier to induce behavioral seizures and
epileptiform activity on the EEG in Cdkl5 knockout mice compared to wild type animals.
Recordings in freely moving FoxG1+/−mice showed higher prevalence of high-amplitude
spikes on the EEG. Long-lasting spikes were accompanied by immobility but not by
behavioral seizures [208]. However, more pronounced behavioral seizures were registered
in FoxG1+/−mice after kainic acid intake compared to wild-type animals. As described
above, in contrast to syndromes that are caused by mutations in genes that play a primary
role in the formation of neuronal excitability (for example, Dravet syndrome and SCN1A
gene), abnormalities in spontaneous EEG and behavioral seizures are observed much less
often in Mecp2-, Cdkl5- and FoxG1-deficient mice (reviewed in [205]). All three genes, which
are causative for Rett-like conditions, are general regulators of activity of other genes and
are not directly involved in neuronal excitability.

Optimal level of MECP2, CDKL5 and FOXG1 is necessary for the normal functioning of
neurons, and its deviation both towards decrease or increase can lead to similar symptoms.
There are animal models of MECP2 duplication syndrome, such as Mecp2 overexpression
in mice [209], and monkey [210] that showed a Rett-like phenotype. Mecp2 overexpression
in these models led to electrographic discharges accompanied by behavioral seizures in
mice [209,211]. Foxg1 overexpression in mice deep-layer neocortical projection neurons also
led to higher neuronal excitability assessed by frequency of electrographic high-amplitude
spikes and severity of behavioral seizures induced by kainic acid [212].

In sum, EEG abnormalities are largely unexplored in animal models of RTT other than
Mecp2-knockout models, making it rather speculative to talk about some EEG phenotype
specific to particular genotype. Further studies are needed to explore this issue. In relation
to the very evident distinction between EEG phenotype of MECP2 abnormalities and
caused by CDKL5, FOXG1 mutations, e.g., in an age of seizure onset, their animal models
are much more similar and even do not have clear seizure phenotype. Thus, it might
be suggested that optimal levels of MECP2, CDKL5 and FOXG1 might influence the
E/I balance via some indirect influence that might be modulated differently in humans
and rodents.

2.5. EEG as a Biomarker of Treatment Efficacy

The ultimate goal of an EEG biomarker is to serve as a monitoring, treatment response
or even surrogate endpoint biomarker as described in context of use (COU) FDA state-
ment [213]. EEG characteristics, targeted at particular neurophysiological processes, may
provide a tool for assessing effects of clinical trials without relying on overt behavior and
lead to individualized tuning of treatment strategy. Below we review currently available
studies in patients with RTT that used EEG measures in the evaluation of the effect of
pharmacological and behavioral treatments in RTT patients (summarized in Table 4).
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Table 4. Treatment effect on EEG in patients with RTT.

Study Sample (n: Age) Treatment Schema EEG Settings EEG Effects Other Treatment Effects

[57] RTT 75% MECP2 (12: 2–11,
20, 30)

Folinic acid:
2-year prospective

randomized, double blinded,
placebo-controlled crossover

Video 16-channel EEG (10–20
system)

Improvement:
H Seizure rate (only in 2 out of 8 patients who

had seizures at baseline)
H Frequency of epileptiform discharges (only in

3 patients)
Worsening:

3 patients developed seizure during treatment
N Frequency of epileptiform discharges

(2 patients)

N/A

[214]
RTT 100% MECP2 with
drug-resistant epilepsy

(8:8–18)

levetiracetam (LEV)
prospective, pragmatic, OLE:

mean dose
achieved was

44.84 mg/kg/day
SD 18.02

EEG at baseline
and 6-months

after beginning
of treatment

Improvement:
H Seizure rate,

background EEG, epileptiform abnormalities
H Frequency of epileptiform discharges (in 6 out

of 8 patients)

N/A

[215] RTT 100% MECP2
post-regression (17:2–10)

rhIGF-1: 20 wk, double-blind
cross over: 0.12 mg/kg/twice

a day

128 channels; 5–10 min calm
recording when girls watched

movie of their choice

= Frontal alpha asymmetry
(FA)

Worsening:
N Frontal delta power
H Beta relative power

HGamma relative power

Worsening:
N The Kerr severity scale,

N ADAMS Depressed Mood
subscale,

N Visual Analog Scale
NHyperventilation

Improvement:
H ABC-C stereotypy
N CSBS-DP Social

[216]
RTT 100% MECP2 stage III

(10: 3–11)
RTT untreated (9: 2–12)

rhIGF-1: 20–24 wk:
0.1 mg/kg/twice a day 10 channels; 1–2 h EEG

= Frontal alpha asymmetry (FA)
Improvement:

N Theta frequency
H Delta amplitude

Improvement:
H International Scoring System:

ISS),
N RSS: Rett Severity Score
N Endurance to RSS testing

[217] RTT 100% MECP2 (6 out of
10:2–10)

rhIGF1: 4 wk MAD + 20 wk
OLE: 0.120 mg/kg) Frontal and parietal channels Frontal alpha asymmetry (FA) (Pre-OLE: R > L

with trend to reverse Post-OLE)

Worsening:
H Behavioral subtotal (MBA)

Improvement:
H Apnea index
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Table 4. Cont.

Study Sample (n: Age) Treatment Schema EEG Settings EEG Effects Other Treatment Effects

[218]
RTT 100% MECP2 with

epileptiform activity 33 (13 +
12 + 8 dose groups): 2–14.5)

Dextromethorph an: 25 wk
OLE

3 dose groups:
0.25 mg/kg/day;
2.5 mg/kg/day;
5.0 mg/kg/day;

Neuroscan EEG
system;

Overnight
recordings

=Epileptiform spikes and sharp waves during
non-REM sleep
Improvement:

Seizure rate (parental report): low dose group
(in all? small number of patients who had

seizures before OLE n = 5/4/2 at each dose
group)

Improvement:
N Receptive Language

(5.0 mg/kg/day vs
0.25 mg/kg/day)

N * Behavioral hyperactivity
(2.5 mg/kg dose)

[219] RTT 100% MECP2 (10:10–21)
ambulatory

Glatiramer acetate (GA):
24 wk of 20 mg/day

A 21-channel 1-h video EEG
(wakefulness (n = 10),

drowsiness (n = 5), sleep
(n = 3))

=Background EEG abnormalities
=Seizure rate
Improvement:

H Frequency of epileptiform discharges (in all
4 patients who had them at baseline)

Improvement:
N Gait velocity

N Memory Novelty
Score %

H Breath holding index/%

[137] RTT N/S (9:2–8, stage 3)
17 TD aged-matched

Cerebrolyzin (CL): 20 days
(2.0–2.5 mL daily, i.m.).

16 channels: eyes open (n= 6)
and eyes close (n= 5); >8.4-s

epochs

Improvement:
Nbeta activity in the parietal region and

occipital alpha in the 8–9 Hz narrow band
H central and frontal theta the after CL

Improvement:
Qualitative assessment by

clinicians and parents
N the behavioral activity

N attention level
N motor functions
N non-verbal social

communication

[220] RTT (33: 21 + 13: 5–36)

Visual
discrimination

training:
Short-term, 30 min
(STT: n = 13 + 21)

Long-term, 5 days,
(LTT: n = 21 vs.
Control: n = 13)

19 dry
electrodes

(wireless): visual
discrimination

task, at rest
eyes open

After STT:
H Alpha and Beta Brain Symmetry Index (shift

from L > R into R > L)
After LTT:

=Brain Symmetry Index
Improvement

Theta relative power (frontal left and parietal)
N Beta relative power (frontal right and parietal

left)

After STT:
No changes

Improvement after LTT:
N Length of fixation (FL)

H Time before first fixation (TFF)

[221]

RTT (31:
13–35)

non-sham
tDCS (n = 18) vs. sham

tDCS (n = 13)

TDCS stimulation
on Broca’s area
together with

linguistic training
for 20 min/day over 10 days

21 EEG
channels

N Frequency and Power of
Alpha and Beta

=Frequency and Power of
Theta

Improvement:
N Attention

N Language abilities (the
number of phonemes

produced)
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Table 4. Cont.

Study Sample (n: Age) Treatment Schema EEG Settings EEG Effects Other Treatment Effects

[222]

RTT MECP2 mutations:
C468G, R133C, R306C (3: 29,
30, 31) with chronic language

impairments

TDCS stimulation
on Broca’s area together with

linguistic training,
case-study design

for 20 min/day over
10 days

19-channels
EEG (20 min wit eyes closed)

N Frequency and Power of
Alpha, Beta and Theta

Improvement:
N language abilities (the

number of
vowel/consonant sounds

and words and the
production and

comprehension through
discrimination)

N motor coordination
(functional movements)
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Antiepileptic therapy: drugs frequently used to control seizure in patients with RTT
are valproic acid (VPA, broad spectrum drug with the ability to increase level of GABA by
decreasing its degradation), carbamazepine (CBZ, sodium channel blocker, which binds
preferentially to voltage-gated sodium channels in their inactive conformation, which
prevents repetitive and sustained firing of an action potential), lamotrigine (LTG, blocks
voltage-gated Na+ channels), levetiracetam (LEV, that binds to SV2A synaptic vesicle
protein, which leads to the reduction in the rate of vesicle release) and topiramate (TPM,
blocks voltage-dependent sodium and calcium channels and augments activity at GABAa
receptors) either as monotherapy or in various combinations [52]. Another emerging option
is natural constituents of the cannabis plant (CBD, reduces neuronal hyperexcitability through
a unique multimodal mechanism of action), currently in the phase 3 clinical trial to test its
efficacy for patients with RTT Epidiolex (NCT03848832). A ketogenic diet (high-fat, adequate-
protein, low-carbohydrate diet, possibly acts through increased conversion of glutamate into
GABA and activation of adenosine A1 receptors, which affects potassium channels and leads
to membrane hyperpolarization), although rarely used in patients with RTT, seems to have
a good effect according to rare available studies [223–225]. Thus, epilepsy is controlled
in RTT mainly through blocking the action potentials by affecting sodium channels and
through increase of GABA concentration. Enhancing GABAa mediated inhibition may be
a promising mechanism of reducing hyperexcitability caused by MECP2 disruption.

Pintaudi and colleagues nicely summed previous retrospective studies of different
antiepileptic drugs’ effectiveness in RTT and conducted their own retrospective analysis in
a cohort of 165 patients with RTT [52]. As a result, they suggested LMG as a drug of first
choice especially for patients with later than typical epilepsy onset in RTT (4–5 years of
age), followed by VPA and CBZ being the other most effective options. Noteworthy, LMG
was shown to increase gene expression of GABAa receptors subunit in primary cultured
rat hippocampal cells [226] supporting the role of GABAa decrease in seizure generation in
RTT. In the cohort of 110 patients with MECP2 mutations Huppke and colleagues found
CBZ superiority over VPA in treating epilepsy [227]. As both MECP2 mutations and VPA
were reported to induce histones hyperacetylation, the authors suggested that VPA may
even in some cases exacerbate one of the underlying mechanisms for seizures in patients
with RTT.

Only a few studies have examined the effectiveness of drugs on seizure reduction
using prospective studies with EEG recording. Specchio and colleagues performed a
prospective pragmatic open-label study to examine the effect of levetiracetam (LEV) in
eight girls with RTT, who had drug-resistant epilepsy [214]. LEV significantly reduced
seizure frequency in these patients and improved background EEG by decreasing the
frequency of epileptiform discharges. Hagebeuk and colleagues performed a prospective
randomized, double blinded placebo-controlled crossover study examining the effect of
folinic acid in 12 patients with RTT [57]. The results were not very promising: reduction
of seizure rate was found only in two out of eight patients who had frequent seizures
prior to treatment, whereas three patients developed seizure during treatment; frequency
of epileptiform discharges decreased only in three patients but increased in two patients.
We suggest that prospective examination of the effects of anti-epileptic drugs on EEG
epileptiform pattern and baseline activity in patients with RTT might provide important
clinical and scientific insights as the dynamic of neurophysiological changes through
antiepileptic therapy is of crucial importance.

Recombinant human insulin-like growth factor (rhIGF1, Mecasermin) is the most
studied treatment in RTT patients that has used EEG as an outcome measure [215–217].
RhlGFI is suggested to potentiate BDNF, a key target of MECP2 transcriptional regulation,
and is considered a potential treatment of RTT disorder. Promising results come from
the hIPSC model in which treatment with IGF1 increased the level of KCC2, which as we
noted in Section 2.1.2. may play a crucial role in epileptic phenotype in RTT, in MECP2
deficient neurons and restored the timing of the developmental switch of GABA from
excitation to inhibition [134]. However, no consistent effect of rhIGF1 on spontaneous EEG
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characteristics was found. Pini and colleagues [216] reported some decrease in delta-band
activity accompanied by increased theta-band activity, while O’Leary and colleagues [215]
showed increased delta power with a decrease in beta and gamma relative power after
rhIGF1. Concurrently, both studies found that rhIGF1 treatment was followed by slight
improvement in stereotypic behavior and social communication, but also by adverse
effects, with an increase in hyperventilation index and depressed mood scores [215,216].
At this point meaningful interpretation of the impact of rhlGF1 on normalization of EEG is
hardly possible.

Another EEG measure that holds an initial promise to index the effect of rhIGF1 in
patients with RTT was EEG frontal asymmetry in the alpha range (8–13 Hz) [217]. Studies
on depression and anxiety have found lower right compared to left alpha power over
frontal scalp sites, which has been attributed to a predominance of the right hemisphere
activation in these conditions [228–230]. While mood disorders are not among the primary
symptoms of RTT, patients with RTT do show anxiety-like behavior [231]. Three studies
examined EEG frontal asymmetry in girls with RTT and monitored the effect rhIGF1 on
this measure and on behavioral symptoms [215–217]. One study reported right-sided
frontal alpha asymmetry in girls with RTT before the open-label extension period of the
clinical trial [217]. This abnormal right-hemispheric bias was partially or completely
reversed after treatment in five out of the six subjects with RTT. However, neither of these
findings were replicated in independent studies [215,216]. The inconsistency in the results
on frontal alpha asymmetry in RTT may be due to high interindividual variations of this
EEG index in patient samples, questioning its potential clinical application (for a recent
meta-analysis see [232]). Thus, this EEG measure may be of little value for assessing the
neurophysiological systems subserving mood and anxiety in RTT.

Glatiramer acetate (GA) is a collection of synthetic polypeptides that stimulate se-
cretion of several neurotrophic factors, including BDNF, in the brain. GA was shown to
normalize BDNF-level in a rodent model of RTT [233]. Djukic and colleagues performed a
prospective open-label trial to assess the effect of GA on gait velocity, cognition, respiratory
function, electroencephalographic measures and quality of life in 10 patients with RTT [219].
The authors found improvement in gait velocity, memory novelty score and breathing after
GA in girls with RTT. GA treatment also led to a decrease in abundance of epileptiform
discharges in the 1-h video EEG recording EEG in all patients who had them at the base-
line (n = 4), although without a measurable reduction in seizure frequency. Qualitative
assessment of EEG by an experienced clinician did not reveal any other treatment-related
changes in the EEG patterns.

Cerebrolysin (CBL) is a brain-derived peptidergic drug that includes BDNF and other
neurotrophic factors. Gorbachevskaja and colleagues studied the effect of CBL in nine
patients with RTT in an open-label trial and reported the amelioration of behavioral
symptoms and neurophysiological indexes [137]. Twenty-days of treatment with CBL led
to a significant decrease in theta and tentative increase in beta spectral power in the resting
frontocentral EEG spectra of patients with RTT, thus reducing differences from the EEG
spectra of typically developing peers. The positive effect of CBL on RTT symptoms has
also been found in Mecp2-deficient animals [234].

Dextromethorphanpolistirex (DM) is a potent noncompetitive antagonist of the NMDA
receptor channel. Considering that NMDA-receptors are implicated in pathophysiology
of RTT [235,236], Smith-Hicks and colleagues performed a prospective open-label trial
of DM and examined its effect on spike activity, seizures and clinical severity in patients
with RTT [218]. No EEG parameters other than spike counts were assessed. They found
significant dose-dependent treatment-related improvements in clinical seizures, receptive
language, and behavioral hyperactivity, while there was no discernible effect on spike
counts. More specific EEG characteristics related to NMDA receptor functioning, e.g., the
auditory steady-state response [237], are more likely to be sensitive to the effects of DM
and can be used in future studies.
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Transcranial direct current stimulation (tDCS) has shown promise in improving cog-
nitive abilities and motor skills of RTT patients. Fabio and colleagues applied anodal tDCS
stimulation (C3 electrode site) together with linguistic training in three females with RTT
who were previously unresponsive to linguistic training alone [222]. Using a single case
design, they showed that tDCS with language training led to significant albeit small im-
provements in speech sound production (an increase of the number of phonemes produced)
and enhanced attentional focus on the task. TDCS combined with a rehabilitation technique
also increased the absolute power of theta, alpha and beta bands in patients’ resting EEG.
The increase in theta power reflects some worsening of EEG and was not reproduced in a
recent tDCS study by the same research team [221] that included 31 RTT patients, and was
carefully designed to compare tDCS effects in non-sham and sham control groups. Other
results were reproduced and pointed to the improvement of behavioral and neurophysio-
logical functions. Future independent studies are needed to replicate the effect of tDCS
empowered by cognitive training on speech production in patients with RTT, and scrutinize
potential adverse effects of tDCS, especially in RTT patients with epileptiform activity.

Based on animal studies, it can be assumed that deep brain stimulation might be
another efficient way to improve RTT symptoms [238,239]. Behavioral assessment five
weeks after brain deep stimulation of the fimbria-fornix showed positive effects on learning
and memory, which were accompanied by improved long-term potentiation [238]. After
a course of deep brain stimulation adult female Mecp2+/− mice became indistinguish-
able from WT animals when tested in contextual fear conditioning and spatial memory
paradigms. The improvements involved only functions with crucial hippocampal involve-
ment, showing specificity for functions related to the stimulated region. The same protocol
of deep brain stimulation decreased synchrony between hippocampal CA1 pyramidal
neurons to WT-like levels and improved excitability of hippocampal interneurons [239].

Visual discrimination training: Fabio and colleagues found that after 5-days train-
ing with eye-tracking technique directed at improvement of visual discrimination and
categorization abilities, girls with RTT (n = 21) unlike control group of RTT girls who
were not trained for 5-days (n = 13) demonstrated better performance of the same visual
tasks that were used in the training sessions [220]. The improvements were manifested
in a faster gaze shift to a target visual stimulus and longer duration of fixation on the
chosen image. The extent to which such behavioral improvement can be generalized to
other images, if the tasks are reasonably similar, remains unclear. Long-term training was
accompanied by increase in relative beta and decrease in theta power in few electrode sites.
The authors considered these EEG changes as an evidence of normalization of background
EEG characteristics related to general brain functioning.

To sum up, there is a lack of well-designed studies to make a reliable general conclu-
sion of treatment efficiency for improving verbal and cognitive skills in patients with RTT.
Most of the effects demonstrated are weak or, in some cases, do not even reach statistical
significance when corrected for multiple comparisons. While some EEG characteristics
were used to assess the effect of treatment in patients with RTT, the results are inconsistent
and lack clinical relevance. We believe that future studies should focus more on the EEG
characteristics that showed promise in targeting neurophysiological processes affected in
RTT. For example, 1/f slope of EEG spectrum or slowing of mu-rhythm. Event-related
potential characteristics are also among promising biomarkers for RTT (see review [40]).

3. Method

For this review, article selection was conducted according to the preferred reporting items
for systematic reviews and meta-analyses (PRISMA) [240]. A flowchart of the selection process
is displayed in Figure 4. Firstly, PubMed database were searched using terms ((Mecp2 OR Rett
syndrome) AND EEG). All searches were limited to English language, full text publications
(excluding conference communications) and performed/updated in April, 2020. This led to
195 unique articles. An additional 7 studies were added that did not come up on the search
but were identified in reading the identified literature. Abstract-based screening identified



Int. J. Mol. Sci. 2021, 22, 5308 35 of 47

105 studies reporting EEG characteristics/epilepsy in RTT, including 21 reviews: one review
was related to systematic review of event-related potentials in Rett syndrome [40] that is out of
scope of the current review; and most others (n = 11) focused on epileptiform discharges and
seizures in patients with RTT [41,46,54,58,223,241–246]. One review was devoted to findings
in RTT animal models [205]. One review was focused on non-relevant pathology [247]. The
remaining review papers (n = 8) only briefly covered EEG abnormalities in patients with
RTT, mostly summarizing available clinical evidence [136,248–253]. Among them, the most
detailed study is that of Glaze and colleagues [136]. After full-text reading, 84 articles were
retained for inclusion in our review: 7 articles measuring quantitative EEG characteristics
in patients with RTT, 11 articles reporting treatment effects on RTT’s EEG measures, 38
qualitative clinical descriptions of EEG patterns, 15 studies on seizures without reference
to the EEG recordings and 11 studies on animal models of RTT. While epilepsy-related
studies dominate our search, we put the major focus of our review into quantitative EEG
studies trying to bridge results obtained in patients with RTT and in animal models. The
following data were extracted from all quantitative and clinical EEG studies in patients
with RTT: sample size, age, experimental setting and EEG results (Tables 1 and 3). Animal
studies are summarized in Table 2. For the studies reporting treatment effects on EEG in
patients with RTT we added the treatment schema and treatment effect on EEG and on
other RTT characteristics (Table 4).
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4. Concluding Remarks

Here we reviewed the available data on spontaneous EEG abnormalities in patients
with Rett syndrome. We tried to link the identified potential EEG biomarkers of MECP2-
dysfunction with underlying particular neurophysiological processes via findings from
animal studies. Through our review we examined the hypothesis about the dominant role
of altered inhibition in the development of RTT. Clinically, E/I balance is usually taxing
by seizure and epileptiform activity, while some quantitative measures of spontaneous
EEG also show promise, e.g., 1/f spectral slope. At first glance these measures point to
the opposite change in E/I balance in RTT: predominance of epilepsy suggests increased
E/I balance while steeper 1/f spectral slope points to a decreased cortical excitability.
However, animal studies showed that both reduced and enhanced inhibitory transmission
may contribute to seizures and/or EEG epileptiform activity in RTT. In particular, there
is the region-specific interplay between tonic and phasic inhibition in the development
of RTT: heightened extrasynaptic GABAb receptor activation leading to increased tonic
inhibition in thalamocortical system and reduced synaptic GABAa receptor activation
leading to decreased phasic inhibition mainly in hippocampal circuits.

Available evidence is still inconclusive about the link of EEG abnormalities with the
severity of RTT. While antiepileptic drugs efficiently control seizure in about 70% of RTT
patients, they do not improve cognitive-motor development, at least at the group level.
Thus, epilepsy is hardly an underlying cause, rather it is a common feature of RTT disorder.
Unlike clinical seizures, multifocal epileptiform abnormalities in interictal EEG appear
to correlate with more severe disturbance of cortical functions in RTT patients, whereas
focal centro-temporal EEG spikes may be linked to deficient motor control in speech
and movement domains. Prospective quantitative examination of antiepileptic drugs
on EEG epileptiform patterns and baseline activity in patients with RTT might provide
important clinical and scientific insights and contribute to personalized epilepsy treatment.
Predominance of low frequency activity and a relative decrease in the power of alpha and
beta rhythms in the background EEG, consistently reported in patients with RTT, was also
related to RTT severity. Although the above-described EEG abnormalities are not specific
to RTT and characterize several other neurological conditions and other developmental
disorders, spontaneous EEG may help to target the specific neurophysiological processes
thought to be involved in RTT pathogenesis.

For example, changes in alpha and theta frequencies are known to be valuable biomark-
ers of the prodromal state of neurodegenerative diseases, such as Alzheimer (e.g., [254])
and Huntington [255] diseases, and correlate with severity of early structural damage [254].
Furthermore, computational modeling suggests that the slowing of alpha rhythms and
a simultaneous decrease of alpha band power in the brain may reflect the reduced num-
ber of active synapses in the thalamo-cortical cell populations [256]. At the same time,
spontaneous occurrence of rhythmic theta in RTT patients, and especially slowing of its
peak frequency, according to the Mecp2-deficient animal models, may be more specifically
linked to the deficiency of catecholaminergic modulation of cortico-hippocampal circuitry
in RTT [111]. Another useful quantitative alpha index, which is accessible in RTT patients,
is alpha reactivity (open vs. closed eyes). Marked decrease in alpha reactivity is shown
in brain disorders, which share some symptoms with RTT and characterized by deficits
within the cholinergic system (e.g., Lewy body dementia) [257]. There is strong evidence
that cholinergic deficit may be critical for the etiology of social disturbances in RTT animal
models [258]. Thus, future studies should include this measure in their analysis.

A shift of the alpha and theta peaks to slower frequencies represent another promising
RTT biomarker, which is while frequently reported, was, surprisingly, not studied sys-
tematically and quantitatively in RTT. One of the questions that needs to be answered is
whether this shift is specific to motor areas and function or represents general phenomena.

Among the EEG parameters that are abnormal in animal models of RTT are high-
frequency gamma rhythms, another index of E/I balance. The lack of studies of gamma-
band activity in patients with RTT reflects the low sensitivity of scalp recorded EEG to high
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frequencies mostly due to its heavy contamination by muscle artefacts. Sleep studies might
partially overcome this problem. There is also a hope for the MEG technique, which was
shown to be able to reliably assess the gamma band activity in spontaneous mode, and in
response to auditory and visual stimulation [259].

Several EEG parameters, such as gamma band power in sleep and frontal low-
frequency activity when watching movies, showed atypical developmental trajectories
in RTT. These findings are very promising as they might indicate the neurophysiological
changes underlying disease progression. More studies are needed to examine the validity
of these measures to differentiate the disease stages and to be implicated in clinical practice.
There are also only few studies on the relationship between EEG abnormalities and genetic
variants of the RTT syndrome, and this represents an important direction of investiga-
tion, as different mutations associated with RTT can result in different neurophysiological
changes and might benefit from a mutation-tuned treatment approach. Large scale multi-
center consortiums are needed to further proceed towards establishing EEG biomarkers in
relation to age/disease progression and genetic mutations in patients with RTT.

While most knowledge about mechanisms underlying RTT pathophysiology currently
comes from animal studies, RTT manifestation even in a validated animal model of RTT is
clearly different in some aspects from that of humans. For example, RTT seizure phenotype
is not fully reproduced in MECP2-knockout mice. Another promising approach to dig into
the mechanisms underlying RTT phenotype is human pluripotent stem cells, which already
brought several insights about alternation of cellular processes in RTT. Great progress
in creating 3D cultures allows to study EEG-like activity in brain organoids [260,261].
This approach might be crucial to reveal the early signs of RTT and effects of particular
mutations. We believe that translatable electrophysiological indexes will help to bridge
works on cellular and whole organism levels.

Overall, consideration of the EEG characteristics opens promising directions of re-
search that can bridge studies in animals and patients and provide informative objective
index of particular neurophysiological processes that are crucial for understanding RTT
pathophysiology and for assessment of treatment efficacy. The hope is to provide the
patients and families with more specific counseling concerning the course of the disease,
symptom surveillance, prevention and treatment.

Author Contributions: Conceptualization, T.S. and O.S.; methodology, O.S., K.S. and T.S.; formal
analysis, K.S. and O.S.; investigation, K.S. and O.S.; writing—original draft preparation, K.S. and
O.S.; writing—review and editing, S.M. and T.S.; visualization, K.S.; supervision, O.S.; project
administration, O.S.; funding acquisition, O.S. All authors have read and agreed to the published
version of the manuscript.

Funding: This research was funded by the Russia Science Foundation (RSF), grant #20-68-46042.

Institutional Review Board Statement: Not applicable.

Informed Consent Statement: Not applicable.

Data Availability Statement: Data sharing not applicable.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Hagberg, B.; Goutières, F.; Hanefeld, F.; Rett, A.; Wilson, J. Rett Syndrome: Criteria for Inclusion and Exclusion. Brain Dev. 1985,

7, 372–373. [CrossRef]
2. Kozinetz, C.A.; Skender, M.L.; MacNaughton, N.; Almes, M.J.; Schultz, R.J.; Percy, A.K.; Glaze, D.G. Epidemiology of Rett

Syndrome: A Population-Based Registry. Pediatrics 1993, 91, 445–450.
3. Laurvick, C.L.; de Klerk, N.; Bower, C.; Christodoulou, J.; Ravine, D.; Ellaway, C.; Williamson, S.; Leonard, H. Rett Syndrome in

Australia: A Review of the Epidemiology. J. Pediatr. 2006, 148, 347–352. [CrossRef]
4. Wong, V.C.N.; Li, S.Y.H. Rett Syndrome: Prevalence Among Chinese and a Comparison of MECP2 Mutations of Classic Rett

Syndrome With Other Neurodevelopmental Disorders. J. Child Neurol. 2007, 22, 1397–1400. [CrossRef]

http://doi.org/10.1016/S0387-7604(85)80048-6
http://doi.org/10.1016/j.jpeds.2005.10.037
http://doi.org/10.1177/0883073807307091


Int. J. Mol. Sci. 2021, 22, 5308 38 of 47

5. Hagberg, B.; Hanefeld, F.; Percy, A.; Skjeldal, O. An Update on Clinically Applicable Diagnostic Criteria in Rett Syndrome.
Comments to Rett Syndrome Clinical Criteria Consensus Panel Satellite to European Paediatric Neurology Society Meeting,
Baden Baden, Germany, 11 September 2001. Eur. J. Paediatr. Neurol. EJPN Off. J. Eur. Paediatr. Neurol. Soc. 2002, 6, 293–297.
[CrossRef]

6. Young, D.; Bebbington, A.; Anderson, A.; Ravine, D.; Ellaway, C.; Kulkarni, A.; Klerk, N.; Kaufmann, W.; Leonard, H. The
Diagnosis of Autism in a Female: Could It Be Rett Syndrome? Eur. J. Pediatr. 2008, 167, 661–669. [CrossRef]

7. Weese-Mayer, D.E.; Lieske, S.P.; Boothby, C.M.; Kenny, A.S.; Bennett, H.L.; Ramirez, J.-M. Autonomic Dysregulation in Young
Girls with Rett Syndrome during Nighttime In-Home Recordings. Pediatr. Pulmonol. 2008, 43, 1045–1060. [CrossRef]

8. Neul, J.L.; Kaufmann, W.E.; Glaze, D.G.; Christodoulou, J.; Clarke, A.J.; Bahi-Buisson, N.; Leonard, H.; Bailey, M.E.S.;
Schanen, N.C.; Zappella, M.; et al. Rett Syndrome: Revised Diagnostic Criteria and Nomenclature. Ann. Neurol. 2010, 68, 944–950.
[CrossRef]

9. Merrick, J.; Lotan, M.; Morad, M.; Kandel, I. Rett Syndrome and Aging. Int. J. Disabil. Hum. Dev. 2006, 5. [CrossRef]
10. Svedberg, L.; Herngren, B.; Michno, P. How Reconstructive Surgery Combined with Physiotherapy for a Painful Nontraumatic

Patellar Dislocation Enabled a Woman with Rett Syndrome to Become Pain Free and Remain Physically Active: A Case Report.
Clin. Case Rep. 2019, 7, 542–545. [CrossRef]

11. Amir, R.E.; Van den Veyver, I.B.; Wan, M.; Tran, C.Q.; Francke, U.; Zoghbi, H.Y. Rett Syndrome Is Caused by Mutations in
X-Linked MECP2, Encoding Methyl-CpG-Binding Protein 2. Nat. Genet. 1999, 23, 185–188. [CrossRef]

12. Bienvenu, T.; Carrié, A.; de Roux, N.; Vinet, M.C.; Jonveaux, P.; Couvert, P.; Villard, L.; Arzimanoglou, A.; Beldjord, C.;
Fontes, M.; et al. MECP2 Mutations Account for Most Cases of Typical Forms of Rett Syndrome. Hum. Mol. Genet. 2000,
9, 1377–1384. [CrossRef]

13. Cheadle, J.P.; Gill, H.; Fleming, N.; Maynard, J.; Kerr, A.; Leonard, H.; Krawczak, M.; Cooper, D.N.; Lynch, S.; Thomas, N.; et al.
Long-Read Sequence Analysis of the MECP2 Gene in Rett Syndrome Patients: Correlation of Disease Severity with Mutation
Type and Location. Hum. Mol. Genet. 2000, 9, 1119–1129. [CrossRef]

14. Neul, J.L.; Fang, P.; Barrish, J.; Lane, J.; Caeg, E.B.; Smith, E.O.; Zoghbi, H.; Percy, A.; Glaze, D.G. Specific Mutations in
Methyl-CpG-Binding Protein 2 Confer Different Severity in Rett Syndrome. Neurology 2008, 70, 1313–1321. [CrossRef]

15. Guy, J.; Hendrich, B.; Holmes, M.; Martin, J.E.; Bird, A. A Mouse Mecp2-Null Mutation Causes Neurological Symptoms That
Mimic Rett Syndrome. Nat. Genet. 2001, 27, 322–326. [CrossRef]

16. Chen, R.Z.; Akbarian, S.; Tudor, M.; Jaenisch, R. Deficiency of Methyl-CpG Binding Protein-2 in CNS Neurons Results in a
Rett-like Phenotype in Mice. Nat. Genet. 2001, 27, 327–331. [CrossRef]

17. Schaevitz, L.R.; Gómez, N.B.; Zhen, D.P.; Berger-Sweeney, J.E. MeCP2 R168X Male and Female Mutant Mice Exhibit Rett-like
Behavioral Deficits. Genes Brain Behav. 2013, 12, 732–740. [CrossRef]

18. Zhou, Z.; Goffin, D. Modeling Rett Syndrome with MeCP2 T158A Knockin Mice. In Comprehensive Guide to Autism; Patel, V.B.,
Preedy, V.R., Martin, C.R., Eds.; Springer: New York, NY, USA, 2014; pp. 2723–2739. ISBN 978-1-4614-4787-0.

19. Pitcher, M.R.; Herrera, J.A.; Buffington, S.A.; Kochukov, M.Y.; Merritt, J.K.; Fisher, A.R.; Schanen, N.C.; Costa-Mattioli, M.;
Neul, J.L. Rett Syndrome like Phenotypes in the R255X Mecp2 Mutant Mouse Are Rescued by MECP2 Transgene. Hum. Mol.
Genet. 2015, 24, 2662–2672. [CrossRef] [PubMed]

20. Rangasamy, S.; Olfers, S.; Gerald, B.; Hilbert, A.; Svejda, S.; Narayanan, V. Reduced Neuronal Size and MTOR Pathway Activity
in the Mecp2 A140V Rett Syndrome Mouse Model. F1000Research 2016, 5, 2269. [CrossRef] [PubMed]

21. Vonhoff, F.; Williams, A.; Ryglewski, S.; Duch, C. Drosophila as a Model for MECP2 Gain of Function in Neurons. PLoS ONE
2012, 7, e31835. [CrossRef]

22. Nozawa, K.; Lin, Y.; Kubodera, R.; Shimizu, Y.; Tanaka, H.; Ohshima, T. Zebrafish Mecp2 Is Required for Proper Axonal Elongation
of Motor Neurons and Synapse Formation. Dev. Neurobiol. 2017, 77, 1101–1113. [CrossRef]

23. Pietri, T.; Roman, A.-C.; Guyon, N.; Romano, S.A.; Washbourne, P.; Moens, C.B.; de Polavieja, G.G.; Sumbre, G. The First
Mecp2-Null Zebrafish Model Shows Altered Motor Behaviors. Front. Neural Circuits 2013, 7. [CrossRef]

24. Veeraragavan, S.; Wan, Y.-W.; Connolly, D.R.; Hamilton, S.M.; Ward, C.S.; Soriano, S.; Pitcher, M.R.; McGraw, C.M.; Huang, S.G.;
Green, J.R.; et al. Loss of MeCP2 in the Rat Models Regression, Impaired Sociability and Transcriptional Deficits of Rett Syndrome.
Hum. Mol. Genet. 2016, 25, 3284–3302. [CrossRef]

25. Wu, Y.; Zhong, W.; Cui, N.; Johnson, C.M.; Xing, H.; Zhang, S.; Jiang, C. Characterization of Rett Syndrome-like Phenotypes in
Mecp2-Knockout Rats. J. Neurodev. Disord. 2016, 8. [CrossRef]

26. Alessio, N.; Riccitiello, F.; Squillaro, T.; Capasso, S.; Del Gaudio, S.; Di Bernardo, G.; Cipollaro, M.; Melone, M.A.B.; Peluso, G.;
Galderisi, U. Neural Stem Cells from a Mouse Model of Rett Syndrome Are Prone to Senescence, Show Reduced Capacity to
Cope with Genotoxic Stress, and Are Impaired in the Differentiation Process. Exp. Mol. Med. 2018, 50. [CrossRef]

27. Marchetto, M.C.N.; Carromeu, C.; Acab, A.; Yu, D.; Yeo, G.W.; Mu, Y.; Chen, G.; Gage, F.H.; Muotri, A.R. A Model for Neural
Development and Treatment of Rett Syndrome Using Human Induced Pluripotent Stem Cells. Cell 2010, 143, 527–539. [CrossRef]

28. Gomes, A.R.; Fernandes, T.G.; Cabral, J.M.S.; Diogo, M.M. Modeling Rett Syndrome with Human Pluripotent Stem Cells:
Mechanistic Outcomes and Future Clinical Perspectives. Int. J. Mol. Sci. 2021, 22, 3751. [CrossRef]

29. Goffin, D.; Allen, M.; Zhang, L.; Amorim, M.; Wang, I.-T.J.; Reyes, A.-R.S.; Mercado-Berton, A.; Ong, C.; Cohen, S.; Hu, L.; et al.
Rett Syndrome Mutation MeCP2 T158A Disrupts DNA Binding, Protein Stability and ERP Responses. Nat. Neurosci. 2012,
15, 274–283. [CrossRef]

http://doi.org/10.1053/ejpn.2002.0612
http://doi.org/10.1007/s00431-007-0569-x
http://doi.org/10.1002/ppul.20866
http://doi.org/10.1002/ana.22124
http://doi.org/10.1515/IJDHD.2006.5.1.23
http://doi.org/10.1002/ccr3.2013
http://doi.org/10.1038/13810
http://doi.org/10.1093/hmg/9.9.1377
http://doi.org/10.1093/hmg/9.7.1119
http://doi.org/10.1212/01.wnl.0000291011.54508.aa
http://doi.org/10.1038/85899
http://doi.org/10.1038/85906
http://doi.org/10.1111/gbb.12070
http://doi.org/10.1093/hmg/ddv030
http://www.ncbi.nlm.nih.gov/pubmed/25634563
http://doi.org/10.12688/f1000research.8156.1
http://www.ncbi.nlm.nih.gov/pubmed/27781091
http://doi.org/10.1371/journal.pone.0031835
http://doi.org/10.1002/dneu.22498
http://doi.org/10.3389/fncir.2013.00118
http://doi.org/10.1093/hmg/ddw178
http://doi.org/10.1186/s11689-016-9156-7
http://doi.org/10.1038/s12276-017-0005-x
http://doi.org/10.1016/j.cell.2010.10.016
http://doi.org/10.3390/ijms22073751
http://doi.org/10.1038/nn.2997


Int. J. Mol. Sci. 2021, 22, 5308 39 of 47

30. Brust, V.; Schindler, P.M.; Lewejohann, L. Lifetime Development of Behavioural Phenotype in the House Mouse (Mus Musculus).
Front. Zool. 2015, 12, S17. [CrossRef]

31. Tudor, M.; Akbarian, S.; Chen, R.Z.; Jaenisch, R. Transcriptional Profiling of a Mouse Model for Rett Syndrome Reveals Subtle
Transcriptional Changes in the Brain. Proc. Natl. Acad. Sci. USA 2002, 99, 15536–15541. [CrossRef]

32. Ehrhart, F.; Coort, S.L.M.; Cirillo, E.; Smeets, E.; Evelo, C.T.; Curfs, L.M.G. Rett Syndrome—Biological Pathways Leading from
MECP2 to Disorder Phenotypes. Orphanet J. Rare Dis. 2016, 11. [CrossRef]

33. Ariani, F.; Hayek, G.; Rondinella, D.; Artuso, R.; Mencarelli, M.A.; Spanhol-Rosseto, A.; Pollazzon, M.; Buoni, S.; Spiga, O.;
Ricciardi, S.; et al. FOXG1 Is Responsible for the Congenital Variant of Rett Syndrome. Am. J. Hum. Genet. 2008, 83, 89–93.
[CrossRef]

34. Kadam, S.D.; Sullivan, B.J.; Goyal, A.; Blue, M.E.; Smith-Hicks, C. Rett Syndrome and CDKL5 Deficiency Disorder: From Bench
to Clinic. Int. J. Mol. Sci. 2019, 20, 5098. [CrossRef]

35. Dastidar, S.G.; Bardai, F.H.; Ma, C.; Price, V.; Rawat, V.; Verma, P.; Narayanan, V.; D’Mello, S.R. Isoform-Specific Toxicity of Mecp2
in Postmitotic Neurons: Suppression of Neurotoxicity by FoxG1. J. Neurosci. 2012, 32, 2846–2855. [CrossRef]

36. Ward, L.M. Synchronous Neural Oscillations and Cognitive Processes. Trends Cogn. Sci. 2003, 7, 553–559. [CrossRef]
37. Lopes da Silva, F. EEG and MEG: Relevance to Neuroscience. Neuron 2013, 80, 1112–1128. [CrossRef]
38. Hagberg, B.; Aicardi, J.; Dias, K.; Ramos, O. A Progressive Syndrome of Autism, Dementia, Ataxia, and Loss of Purposeful Hand

Use in Girls: Rett’s Syndrome: Report of 35 Cases. Ann. Neurol. 1983, 14, 471–479. [CrossRef]
39. Garofalo, E.A.; Drury, I.; Goldstein, G.W. EEG Abnormalities Aid Diagnosis of Rett Syndrome. Pediatr. Neurol. 1988, 4, 350–353.

[CrossRef]
40. Sysoeva, O.V.; Smirnov, K.; Stroganova, T.A. Sensory Evoked Potentials in Patients with Rett Syndrome through the Lens of

Animal Studies: Systematic Review. Clin. Neurophysiol. Off. J. Int. Fed. Clin. Neurophysiol. 2020, 131, 213–224. [CrossRef]
41. Krajnc, N. Management of Epilepsy in Patients with Rett Syndrome: Perspectives and Considerations. Ther. Clin. Risk Manag.

2015, 925. [CrossRef]
42. Cutri-French, C.; Armstrong, D.; Saby, J.; Gorman, C.; Lane, J.; Fu, C.; Peters, S.U.; Percy, A.; Neul, J.L.; Marsh, E.D. Comparison

of Core Features in Four Developmental Encephalopathies in the Rett Natural History Study. Ann. Neurol. 2020, 88, 396–406.
[CrossRef]

43. Tarquinio, D.C.; Hou, W.; Berg, A.; Kaufmann, W.E.; Lane, J.B.; Skinner, S.A.; Motil, K.J.; Neul, J.L.; Percy, A.K.; Glaze, D.G.
Longitudinal Course of Epilepsy in Rett Syndrome and Related Disorders. Brain J. Neurol. 2017, 140, 306–318. [CrossRef]

44. Pintaudi, M.; Calevo, M.G.; Vignoli, A.; Parodi, E.; Aiello, F.; Baglietto, M.G.; Hayek, Y.; Buoni, S.; Renieri, A.; Russo, S.; et al.
Epilepsy in Rett Syndrome: Clinical and Genetic Features. Epilepsy Behav. 2010, 19, 296–300. [CrossRef]

45. Buoni, S.; Zannolli, R.; Felice, C.D.; Saponari, S.; Strambi, M.; Dotti, M.T.; Castrucci, E.; Corbini, L.; Orsi, A.; Hayek, J. Drug-
Resistant Epilepsy and Epileptic Phenotype-EEG Association in MECP2 Mutated Rett Syndrome. Clin. Neurophysiol. 2008,
119, 2455–2458. [CrossRef]

46. Operto, F.F.; Mazza, R.; Pastorino, G.M.G.; Verrotti, A.; Coppola, G. Epilepsy and Genetic in Rett Syndrome: A Review. Brain
Behav. 2019, 9. [CrossRef]

47. Leung, H.T.T.; Ring, H. Epilepsy in Four Genetically Determined Syndromes of Intellectual Disability. J. Intellect. Disabil. Res.
JIDR 2013, 57, 3–20. [CrossRef]

48. Glaze, D.G.; Schultz, R.J.; Frost, J.D. Rett Syndrome: Characterization of Seizures versus Non-Seizures. Electroencephalogr. Clin.
Neurophysiol. 1998, 106, 79–83. [CrossRef]

49. Vignoli, A.; Fabio, R.A.; La Briola, F.; Giannatiempo, S.; Antonietti, A.; Maggiolini, S.; Canevini, M.P. Correlations between
Neurophysiological, Behavioral, and Cognitive Function in Rett Syndrome. Epilepsy Behav. 2010, 17, 489–496. [CrossRef]

50. Buoni, S.; Zannolli, R.; De Felice, C.; De Nicola, A.; Guerri, V.; Guerra, B.; Casali, S.; Pucci, B.; Corbini, L.; Mari, F.; et al. EEG
Features and Epilepsy in MECP2-Mutated Patients with the Zappella Variant of Rett Syndrome. Clin. Neurophysiol. Off. J. Int. Fed.
Clin. Neurophysiol. 2010, 121, 652–657. [CrossRef]

51. Glaze, D.G.; Percy, A.K.; Skinner, S.; Motil, K.J.; Neul, J.L.; Barrish, J.O.; Lane, J.B.; Geerts, S.P.; Annese, F.; Graham, J.; et al.
Epilepsy and the Natural History of Rett Syndrome. Neurology 2010, 74, 909–912. [CrossRef]

52. Pintaudi, M.; Calevo, M.G.; Vignoli, A.; Baglietto, M.G.; Hayek, Y.; Traverso, M.; Giacomini, T.; Giordano, L.; Renieri, A.;
Russo, S.; et al. Antiepileptic Drugs in Rett Syndrome. Eur. J. Paediatr. Neurol. EJPN Off. J. Eur. Paediatr. Neurol. Soc. 2015,
19, 446–452. [CrossRef] [PubMed]

53. Bao, X.; Downs, J.; Wong, K.; Williams, S.; Leonard, H. Using a Large International Sample to Investigate Epilepsy in Rett
Syndrome. Dev. Med. Child Neurol. 2013, 55, 553–558. [CrossRef]

54. Dolce, A.; Ben-Zeev, B.; Naidu, S.; Kossoff, E.H. Rett Syndrome and Epilepsy: An Update for Child Neurologists. Pediatr. Neurol.
2013, 48, 337–345. [CrossRef] [PubMed]

55. d’Orsi, G.; Demaio, V.; Minervini, M.G. Myoclonic Status Misdiagnosed as Movement Disorders in Rett Syndrome: A Video-
Polygraphic Study. Epilepsy Behav. EB 2009, 15, 260–262. [CrossRef]

56. d’Orsi, G.; Trivisano, M.; Luisi, C.; Demaio, V.; Di Claudio, M.T.; Pascarella, M.G.; Sciruicchio, V.; Galeone, D.; La Neve, A.;
Scarpelli, F.; et al. Epileptic Seizures, Movement Disorders, and Breathing Disturbances in Rett Syndrome: Diagnostic Relevance
of Video-Polygraphy. Epilepsy Behav. 2012, 25, 401–407. [CrossRef] [PubMed]

http://doi.org/10.1186/1742-9994-12-S1-S17
http://doi.org/10.1073/pnas.242566899
http://doi.org/10.1186/s13023-016-0545-5
http://doi.org/10.1016/j.ajhg.2008.05.015
http://doi.org/10.3390/ijms20205098
http://doi.org/10.1523/JNEUROSCI.5841-11.2012
http://doi.org/10.1016/j.tics.2003.10.012
http://doi.org/10.1016/j.neuron.2013.10.017
http://doi.org/10.1002/ana.410140412
http://doi.org/10.1016/0887-8994(88)90081-1
http://doi.org/10.1016/j.clinph.2019.11.003
http://doi.org/10.2147/TCRM.S55896
http://doi.org/10.1002/ana.25797
http://doi.org/10.1093/brain/aww302
http://doi.org/10.1016/j.yebeh.2010.06.051
http://doi.org/10.1016/j.clinph.2008.08.015
http://doi.org/10.1002/brb3.1250
http://doi.org/10.1111/j.1365-2788.2011.01505.x
http://doi.org/10.1016/S0013-4694(97)00084-9
http://doi.org/10.1016/j.yebeh.2010.01.024
http://doi.org/10.1016/j.clinph.2010.01.003
http://doi.org/10.1212/WNL.0b013e3181d6b852
http://doi.org/10.1016/j.ejpn.2015.02.007
http://www.ncbi.nlm.nih.gov/pubmed/25814391
http://doi.org/10.1111/dmcn.12093
http://doi.org/10.1016/j.pediatrneurol.2012.11.001
http://www.ncbi.nlm.nih.gov/pubmed/23583050
http://doi.org/10.1016/j.yebeh.2009.03.033
http://doi.org/10.1016/j.yebeh.2012.08.033
http://www.ncbi.nlm.nih.gov/pubmed/23103540


Int. J. Mol. Sci. 2021, 22, 5308 40 of 47

57. Hagebeuk, E.E.O.; Koelman, J.H.T.M.; Duran, M.; Abeling, N.G.; Vyth, A.; Poll-The, B.-T. Clinical and Electroencephalographic
Effects of Folinic Acid Treatment in Rett Syndrome Patients. J. Child Neurol. 2011, 26, 718–723. [CrossRef] [PubMed]

58. Guerrini, R.; Parrini, E. Epilepsy in Rett Syndrome, and CDKL5- and FOXG1-Gene-Related Encephalopathies. Epilepsia 2012,
53, 2067–2078. [CrossRef]

59. Gulati, P.; Jain, P.; Borlot, F.; Munn, R.; Ochi, A. Teaching Video NeuroImages: Needle-like Central Spikes Evoked by Hand
Tapping in Rett Syndrome. Neurology 2019, 93, e422–e423. [CrossRef]

60. Luo, X.; Li, C.; Wang, X.; Yu, X.; Jiang, J. Tapping-Lips Aggravated Interictal Bilateral Discharges in EEG in the Patients with Rett
Syndrome: A Case Report. BMC Neurol. 2019, 19, 77. [CrossRef]

61. Weber, A.R.B.; Ostendorf, A. Teaching NeuroImages: A Central Theta EEG Rhythm in Rett Syndrome Can Masquerade as Seizure.
Neurology 2016, 87, e29–e30. [CrossRef]

62. Lv, Y.; Liu, C.; Shi, M.; Cui, L. Clapping-Surpressed Focal Spikes in EEG May Be Unique for the Patients with Rett Syndrome: A
Case Report. BMC Neurol. 2016, 16, 91. [CrossRef] [PubMed]

63. Alfei, E.; Raviglione, F.; Franceschetti, S.; D’Arrigo, S.; Milani, D.; Selicorni, A.; Riva, D.; Zuffardi, O.; Pantaleoni, C.; Binelli, S.
Seizures and EEG Features in 74 Patients with Genetic-Dysmorphic Syndromes. Am. J. Med. Genet. A 2014, 164A, 3154–3161.
[CrossRef] [PubMed]

64. Bhat, S.; Ming, X.; Dekermenjian, R.; Chokroverty, S. Continuous Spike and Wave in Slow-Wave Sleep in a Patient with Rett
Syndrome and in a Patient with Lhermitte-Duclos Syndrome and Neurofibromatosis 1. J. Child Neurol. 2014, 29, NP176–NP180.
[CrossRef] [PubMed]

65. Nissenkorn, A.; Ben-Zeev, B. Unilateral Rhythmic Hand Tapping in Rett Syndrome: Is This Stereotypy? J. Child Neurol. 2013,
28, 1210–1214. [CrossRef] [PubMed]

66. Roche Martínez, A.; Alonso Colmenero, M.I.; Gomes Pereira, A.; Sanmartí Vilaplana, F.X.; Armstrong Morón, J.; Pineda Marfa, M.
Reflex Seizures in Rett Syndrome. Epileptic Disord. Int. Epilepsy J. Videotape 2011, 13, 389–393. [CrossRef]

67. Pelc, K.; Dan, B. Postural Cortical Myoclonus during Gait in Rett Syndrome. Epilepsy Behav. 2009, 16, 188. [CrossRef]
68. Moser, S.J.; Weber, P.; Lütschg, J. Rett Syndrome: Clinical and Electrophysiologic Aspects. Pediatr. Neurol. 2007, 36, 95–100.

[CrossRef]
69. Buoni, S.; Zannolli, R.; Colamaria, V.; Macucci, F.; di Bartolo, R.M.; Corbini, L.; Orsi, A.; Zappella, M.; Hayek, J. Myoclonic

Encephalopathy in the CDKL5 Gene Mutation. Clin. Neurophysiol. Off. J. Int. Fed. Clin. Neurophysiol. 2006, 117, 223–227.
[CrossRef]

70. Valente, K.D. Another Rett Patient with a Typical Angelman EEG. Epilepsia 2003, 44, 873–874. author reply 874. [CrossRef]
71. Bashina, V.M.; Simashkova, N.V.; Grachev, V.V.; Gorbachevskaya, N.L. Speech and Motor Disturbances in Rett Syndrome.

Neurosci. Behav. Physiol. 2002, 32, 323–327. [CrossRef]
72. Laan, L.A.E.M.; Vein, A.A. A Rett Patient with a Typical Angelman EEG. Epilepsia 2002, 43, 1590–1592. [CrossRef]
73. Laan, L.A.E.M.; Brouwer, O.F.; Begeer, C.H.; Zwinderman, A.H.; Gert van Dijk, J. The Diagnostic Value of the EEG in Angelman

and Rett Syndrome at a Young Age. Electroencephalogr. Clin. Neurophysiol. 1998, 106, 404–408. [CrossRef]
74. Cooper, R.A.; Kerr, A.M.; Amos, P.M. Rett Syndrome: Critical Examination of Clinical Features, Serial EEG and Video-Monitoring

in Understanding and Management. Eur. J. Paediatr. Neurol. EJPN Off. J. Eur. Paediatr. Neurol. Soc. 1998, 2, 127–135. [CrossRef]
75. Lappalainen, R.; Liewendahl, K.; Sainio, K.; Nikkinen, P.; Riikonen, R.S. Brain Perfusion SPECT and EEG Findings in Rett

Syndrome. Acta Neurol. Scand. 1997, 95, 44–50. [CrossRef]
76. Niedermeyer, E.; Naidu, S.B.; Plate, C. Unusual EEG Theta Rhythms over Central Region in Rett Syndrome: Considerations of

the Underlying Dysfunction. Clin. EEG Electroencephalogr. 1997, 28, 36–43. [CrossRef] [PubMed]
77. Elian, M.; Rudolf, N.D. EEG and Respiration in Rett Syndrome. Acta Neurol. Scand. 1991, 83, 123–128. [CrossRef]
78. Kerr, A.; Southall, D.; Amos, P.; Cooper, R.; Samuels, M.; Mitchell, J.; Stephenson, J. Correlation of Electroencephalogram,

Respiration and Movement in the Rett Syndrome. Brain Dev. 1990, 12, 61–68. [CrossRef]
79. Aldrich, M.S.; Garofalo, E.A.; Drury, I. Epileptiform Abnormalities during Sleep in Rett Syndrome. Electroencephalogr. Clin.

Neurophysiol. 1990, 75, 365–370. [CrossRef]
80. Niedermeyer, E.; Naidu, S. Further EEG Observations in Children with the Rett Syndrome. Brain Dev. 1990, 12, 53–54. [CrossRef]
81. Hagne, I.; Witt-Engerström, I.; Hagberg, B. EEG Development in Rett Syndrome. A Study of 30 Cases. Electroencephalogr. Clin.

Neurophysiol. 1989, 72, 1–6. [CrossRef]
82. Espinar-Sierra, J.; Toledano, M.A.; Franco, C.; Campos-Castello, J.; González-Hidalgo, M.; Oliete, F.; García-Nart, M. Rett’s

Syndrome: A Neurophysiological Study. Neurophysiol. Clin. Clin. Neurophysiol. 1990, 20, 35–42. [CrossRef]
83. Ishizaki, A.; Inoue, Y.; Sasaki, H.; Fukuyama, Y. Longitudinal Observation of Electroencephalograms in the Rett Syndrome. Brain

Dev. 1989, 11, 407–412. [CrossRef]
84. Robb, S.A.; Harden, A.; Boyd, S.G. Rett Syndrome: An EEG Study in 52 Girls. Neuropediatrics 1989, 20, 192–195. [CrossRef]
85. Robertson, R.; Langill, L.; Wong, P.K.; Ho, H.H. Rett Syndrome: EEG Presentation. Electroencephalogr. Clin. Neurophysiol. 1988,

70, 388–395. [CrossRef]
86. Percy, A.K.; Zoghbi, H.Y.; Glaze, D.G. Rett Syndrome: Discrimination of Typical and Variant Forms. Brain Dev. 1987, 9, 458–461.

[CrossRef]
87. Trauner, D.A.; Haas, R.H. Electroencephalographic Abnormalities in Rett Syndrome. Pediatr. Neurol. 1987, 3, 331–334. [CrossRef]

http://doi.org/10.1177/0883073810390037
http://www.ncbi.nlm.nih.gov/pubmed/21427443
http://doi.org/10.1111/j.1528-1167.2012.03656.x
http://doi.org/10.1212/WNL.0000000000007843
http://doi.org/10.1186/s12883-019-1296-4
http://doi.org/10.1212/WNL.0000000000002866
http://doi.org/10.1186/s12883-016-0613-4
http://www.ncbi.nlm.nih.gov/pubmed/27296050
http://doi.org/10.1002/ajmg.a.36746
http://www.ncbi.nlm.nih.gov/pubmed/25257908
http://doi.org/10.1177/0883073813509888
http://www.ncbi.nlm.nih.gov/pubmed/24262385
http://doi.org/10.1177/0883073812454332
http://www.ncbi.nlm.nih.gov/pubmed/22914379
http://doi.org/10.1684/epd.2011.0475
http://doi.org/10.1016/j.yebeh.2009.06.024
http://doi.org/10.1016/j.pediatrneurol.2006.10.003
http://doi.org/10.1016/j.clinph.2005.09.008
http://doi.org/10.1046/j.1528-1157.2003.04803_3.x
http://doi.org/10.1023/A:1015886123480
http://doi.org/10.1046/j.1528-1157.2002.30802.x
http://doi.org/10.1016/S0013-4694(98)00007-8
http://doi.org/10.1016/S1090-3798(98)80028-7
http://doi.org/10.1111/j.1600-0404.1997.tb00067.x
http://doi.org/10.1177/155005949702800107
http://www.ncbi.nlm.nih.gov/pubmed/9013049
http://doi.org/10.1111/j.1600-0404.1991.tb04660.x
http://doi.org/10.1016/S0387-7604(12)80179-3
http://doi.org/10.1016/0013-4694(90)90081-T
http://doi.org/10.1016/S0387-7604(12)80177-X
http://doi.org/10.1016/0013-4694(89)90025-4
http://doi.org/10.1016/S0987-7053(05)80167-4
http://doi.org/10.1016/S0387-7604(89)80025-7
http://doi.org/10.1055/s-2008-1071290
http://doi.org/10.1016/0013-4694(88)90016-8
http://doi.org/10.1016/S0387-7604(87)80063-3
http://doi.org/10.1016/0887-8994(87)90003-8


Int. J. Mol. Sci. 2021, 22, 5308 41 of 47

88. Verma, N.P.; Chheda, R.L.; Nigro, M.A.; Hart, Z.H. Electroencephalographic Findings in Rett Syndrome. Electroencephalogr. Clin.
Neurophysiol. 1986, 64, 394–401. [CrossRef]

89. Rolando, S. Rett Syndrome: Report of Eight Cases. Brain Dev. 1985, 7, 290–296. [CrossRef]
90. Brunel, R.; Gilly, R. A Case of the Rett Syndrome. Brain Dev. 1985, 7, 313–315. [CrossRef]
91. Völkl-Kernstock, S.; Bauch-Prater, S.; Ponocny-Seliger, E.; Feucht, M. Speech and School Performance in Children with Benign

Partial Epilepsy with Centro-Temporal Spikes (BCECTS). Seizure 2009, 18, 320–326. [CrossRef]
92. Vannest, J.; Tenney, J.R.; Gelineau-Morel, R.; Maloney, T.; Glauser, T.A. Cognitive and Behavioral Outcomes in Benign Childhood

Epilepsy with Centrotemporal Spikes. Epilepsy Behav. EB 2015, 45, 85–91. [CrossRef]
93. Niedermeyer, E.; Rocca, U. The Diagnostic Significance of Sleep Electroencephalograms in Temporal Lobe Epilepsy. A Comparison

of Scalp and Depth Tracings. Eur. Neurol. 1972, 7, 119–129. [CrossRef] [PubMed]
94. Niedermeyer, E. Niedermeyer Frontal Lobe Disinhibition, Rett Syndrome and Attention Deficit Hyperactivity Disorder. Clin. Elec-

troencephalogr. 2001, 32, 20–23. Available online: https://www.ncbi.nlm.nih.gov/pubmed/11202137 (accessed on 14 March 2017).
[CrossRef]

95. Jiang, Y.; Song, L.; Li, X.; Zhang, Y.; Chen, Y.; Jiang, S.; Hou, C.; Yao, D.; Wang, X.; Luo, C. Dysfunctional White-Matter Networks
in Medicated and Unmedicated Benign Epilepsy with Centrotemporal Spikes. Hum. Brain Mapp. 2019, 40, 3113–3124. [CrossRef]
[PubMed]

96. Cheng, D.; Yan, X.; Gao, Z.; Xu, K.; Zhou, X.; Chen, Q. Common and Distinctive Patterns of Cognitive Dysfunction in Children
With Benign Epilepsy Syndromes. Pediatr. Neurol. 2017, 72, 36–41.e1. [CrossRef]

97. Sceniak, M.P.; Lang, M.; Enomoto, A.C.; James Howell, C.; Hermes, D.J.; Katz, D.M. Mechanisms of Functional Hypoconnectivity
in the Medial Prefrontal Cortex of Mecp2 Null Mice. Cereb. Cortex 2016, 26, 1938–1956. [CrossRef] [PubMed]

98. Zhang, W.; Peterson, M.; Beyer, B.; Frankel, W.N.; Zhang, Z.-W. Loss of MeCP2 From Forebrain Excitatory Neurons Leads to
Cortical Hyperexcitation and Seizures. J. Neurosci. 2014, 34, 2754–2763. [CrossRef]

99. Guerrini, R.; Bonanni, P.; Parmeggiani, L.; Santucci, M.; Parmeggiani, A.; Sartucci, F. Cortical Reflex Myoclonus in Rett Syndrome.
Ann. Neurol. 1998, 43, 472–479. [CrossRef]

100. Yamanouchi, H.; Kaga, M.; Arima, M. Abnormal Cortical Excitability in Rett Syndrome. Pediatr. Neurol. 1993, 9, 202–206.
[CrossRef]

101. Yoshikawa, H.; Kaga, M.; Suzuki, H.; Sakuragawa, N.; Arima, M. Giant Somatosensory Evoked Potentials in the Rett Syndrome.
Brain Dev. 1991, 13, 36–39. [CrossRef]

102. Steffenburg, U.; Hagberg, G.; Hagberg, B. Epilepsy in a Representative Series of Rett Syndrome. Acta Paediatr. 2001, 90, 34–39.
[CrossRef]

103. Nissenkorn, A.; Gak, E.; Vecsler, M.; Reznik, H.; Menascu, S.; Zeev, B.B. Epilepsy in Rett Syndrome—The Experience of a National
Rett Center. Epilepsia 2010, 51, 1252–1258. [CrossRef]

104. Jian, L.; Nagarajan, L.; de Klerk, N.; Ravine, D.; Christodoulou, J.; Leonard, H. Seizures in Rett Syndrome: An Overview from a
One-Year Calendar Study. Eur. J. Paediatr. Neurol. 2007, 11, 310–317. [CrossRef]

105. Henriksen, M.W.; Breck, H.; von Tetzchner, S.; Paus, B.; Skjeldal, O.H.; Brodtkorb, E. Epilepsy in Classic Rett Syndrome: Course
and Characteristics in Adult Age. Epilepsy Res. 2018, 145, 134–139. [CrossRef]

106. Shahbazian, M.D.; Young, J.I.; Yuva-Paylor, L.A.; Spencer, C.M.; Antalffy, B.A.; Noebels, J.L.; Armstrong, D.L.; Paylor, R.;
Zoghbi, H.Y. Mice with Truncated MeCP2 Recapitulate Many Rett Syndrome Features and Display Hyperacetylation of Histone
H3. Neuron 2002, 35, 243–254. [CrossRef]

107. D’Cruz, J.A.; Wu, C.; Zahid, T.; El-Hayek, Y.; Zhang, L.; Eubanks, J.H. Alterations of Cortical and Hippocampal EEG Activity in
MeCP2-Deficient Mice. Neurobiol. Dis. 2010, 38, 8–16. [CrossRef]

108. Zhang, L.; Wither, R.G.; Lang, M.; Wu, C.; Sidorova-Darmos, E.; Netchev, H.; Matolcsy, C.B.; Snead, O.C.; Eubanks, J.H. A Role for
Diminished GABA Transporter Activity in the Cortical Discharge Phenotype of MeCP2-Deficient Mice. Neuropsychopharmacology
2016, 41, 1467–1476. [CrossRef]

109. Goffin, D.; Brodkin, E.S.; Blendy, J.A.; Siegel, S.J.; Zhou, Z. Cellular Origins of Auditory Event-Related Potential Deficits in Rett
Syndrome. Nat. Neurosci. 2014, 17, 804–806. [CrossRef]

110. Ito-Ishida, A.; Ure, K.; Chen, H.; Swann, J.W.; Zoghbi, H.Y. Loss of MeCP2 in Parvalbumin-and Somatostatin-Expressing Neurons
in Mice Leads to Distinct Rett Syndrome-like Phenotypes. Neuron 2015, 88, 651–658. [CrossRef]

111. Lang, M.; Wither, R.G.; Colic, S.; Wu, C.; Monnier, P.P.; Bardakjian, B.L.; Zhang, L.; Eubanks, J.H. Rescue of Behavioral and EEG
Deficits in Male and Female Mecp2-Deficient Mice by Delayed Mecp2 Gene Reactivation. Hum. Mol. Genet. 2014, 23, 303–318.
[CrossRef]

112. Wither, R.G.; Colic, S.; Wu, C.; Bardakjian, B.L.; Zhang, L.; Eubanks, J.H. Daily Rhythmic Behaviors and Thermoregulatory
Patterns Are Disrupted in Adult Female MeCP2-Deficient Mice. PLoS ONE 2012, 7, e35396. [CrossRef]

113. Wither, R.G.; Colic, S.; Bardakjian, B.L.; Snead, O.C.; Zhang, L.; Eubanks, J.H. Electrographic and Pharmacological Characterization
of a Progressive Epilepsy Phenotype in Female MeCP2-Deficient Mice. Epilepsy Res. 2018, 140, 177–183. [CrossRef] [PubMed]

114. Letts, V.A.; Beyer, B.J.; Frankel, W.N. Hidden in Plain Sight: Spike-Wave Discharges in Mouse Inbred Strains. Genes Brain Behav.
2014, 13, 519–526. [CrossRef]

115. Sitnikova, E. Neonatal Sensory Deprivation Promotes Development of Absence Seizures in Adult Rats with Genetic Predisposition
to Epilepsy. Brain Res. 2011, 1377, 109–118. [CrossRef] [PubMed]

http://doi.org/10.1016/0013-4694(86)90072-6
http://doi.org/10.1016/S0387-7604(85)80030-9
http://doi.org/10.1016/S0387-7604(85)80035-8
http://doi.org/10.1016/j.seizure.2008.11.011
http://doi.org/10.1016/j.yebeh.2015.01.041
http://doi.org/10.1159/000114418
http://www.ncbi.nlm.nih.gov/pubmed/5019152
https://www.ncbi.nlm.nih.gov/pubmed/11202137
http://doi.org/10.1177/155005940103200106
http://doi.org/10.1002/hbm.24584
http://www.ncbi.nlm.nih.gov/pubmed/30937973
http://doi.org/10.1016/j.pediatrneurol.2016.12.005
http://doi.org/10.1093/cercor/bhv002
http://www.ncbi.nlm.nih.gov/pubmed/25662825
http://doi.org/10.1523/JNEUROSCI.4900-12.2014
http://doi.org/10.1002/ana.410430410
http://doi.org/10.1016/0887-8994(93)90085-Q
http://doi.org/10.1016/S0387-7604(12)80295-6
http://doi.org/10.1111/j.1651-2227.2001.tb00252.x
http://doi.org/10.1111/j.1528-1167.2010.02597.x
http://doi.org/10.1016/j.ejpn.2007.02.008
http://doi.org/10.1016/j.eplepsyres.2018.06.012
http://doi.org/10.1016/S0896-6273(02)00768-7
http://doi.org/10.1016/j.nbd.2009.12.018
http://doi.org/10.1038/npp.2015.323
http://doi.org/10.1038/nn.3710
http://doi.org/10.1016/j.neuron.2015.10.029
http://doi.org/10.1093/hmg/ddt421
http://doi.org/10.1371/journal.pone.0035396
http://doi.org/10.1016/j.eplepsyres.2018.01.015
http://www.ncbi.nlm.nih.gov/pubmed/29414525
http://doi.org/10.1111/gbb.12142
http://doi.org/10.1016/j.brainres.2010.12.067
http://www.ncbi.nlm.nih.gov/pubmed/21194524


Int. J. Mol. Sci. 2021, 22, 5308 42 of 47

116. Meng, X.; Wang, W.; Lu, H.; He, L.; Chen, W.; Chao, E.S.; Fiorotto, M.L.; Tang, B.; Herrera, J.A.; Seymour, M.L.; et al. Manipulations
of MeCP2 in Glutamatergic Neurons Highlight Their Contributions to Rett and Other Neurological Disorders. eLife 2016, 5, e14199.
[CrossRef]

117. Johnston, M.V.; Ammanuel, S.; O’Driscoll, C.; Wozniak, A.; Naidu, S.; Kadam, S.D. Twenty-Four Hour Quantitative-EEG and
in-Vivo Glutamate Biosensor Detects Activity and Circadian Rhythm Dependent Biomarkers of Pathogenesis in Mecp2 Null Mice.
Front. Syst. Neurosci. 2014, 8. [CrossRef]

118. Lang, M.; Wither, R.G.; Brotchie, J.M.; Wu, C.; Zhang, L.; Eubanks, J.H. Selective Preservation of MeCP2 in Catecholaminergic
Cells Is Sufficient to Improve the Behavioral Phenotype of Male and Female Mecp2-Deficient Mice. Hum. Mol. Genet. 2013,
22, 358–371. [CrossRef]

119. Chao, H.-T.; Chen, H.; Samaco, R.C.; Xue, M.; Chahrour, M.; Yoo, J.; Neul, J.L.; Gong, S.; Lu, H.-C.; Heintz, N.; et al. Dysfunction
in GABA Signalling Mediates Autism-like Stereotypies and Rett Syndrome Phenotypes. Nature 2010, 468, 263–269. [CrossRef]

120. Ure, K.; Lu, H.; Wang, W.; Ito-Ishida, A.; Wu, Z.; He, L.; Sztainberg, Y.; Chen, W.; Tang, J.; Zoghbi, H.Y. Restoration of Mecp2
Expression in GABAergic Neurons Is Sufficient to Rescue Multiple Disease Features in a Mouse Model of Rett Syndrome. eLife
2016, 5, e14198. [CrossRef]

121. McLeod, F.; Ganley, R.; Williams, L.; Selfridge, J.; Bird, A.; Cobb, S.R. Reduced Seizure Threshold and Altered Network Oscillatory
Properties in a Mouse Model of Rett Syndrome. Neuroscience 2013, 231, 195–205. [CrossRef] [PubMed]

122. Jin, X.; Cui, N.; Zhong, W.; Jin, X.-T.; Jiang, C. GABAergic Synaptic Inputs of Locus Coeruleus Neurons in Wild-Type and Mecp2
-Null Mice. Am. J. Physiol.-Cell Physiol. 2013, 304, C844–C857. [CrossRef] [PubMed]

123. Liu, Z.; Vergnes, M.; Depaulis, A.; Marescaux, C. Involvement of Intrathalamic GABAb Neurotransmission in the Control of
Absence Seizures in the Rat. Neuroscience 1992, 48, 87–93. [CrossRef]
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