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Duyu Muayenesinde Lezyonun
lokalizasyonu

» Serebrospinal aksa gore,

 Sinir koklerine gore (dermatomal-
myotomal)

 Periferik sinir dagilimina gore yapillir.
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DERMATOME CHART

Showing the rolationship between spinal nerve levals
and sensory sectors in the body.
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Review the functional sequence of activation of structures of the knee jerk reflex.
Now detail the analogous sequence for the present reflex.

Draw in the routes taken by afferents and efferents when the biceps tendon is stretched.
What muscle contracts reflexly?
What is the resultant action on the lever?

What is the etfect of this movement on the antagonist muscle?
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l. ve Il. Motor Noron Lezyonlarindaki Farkhliklar

Klinik Belirti I. Motor Noron I1I. Motor No6ron

Kas Giicii Monopleji, Parapleji, Segmental
Hemipleji, Tetrapleji

Tonus Artmis Azalmig-Kayip
(spastisite) (hipotoni)

Atrofi Erken donemde yok Var

DTR Artmis Azalmig-Kayip

Patolojik Var (Babinski, Klonus, Yok

Refleks Hoffman, Palmomental)

Fasikulasyon/ | Yok Var ,

Fibrilasyon
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Muscle action potentials after distal and proximal stimulation of a nerve to a muscle such as abductor pollicis brevis. The upper trace of each pair is the record after distal stimulation. In the normal nerve
the distal motor latency is short and nerve conduction velocity rapid (>50m/sec). In demyelinating neuropathy the distal motor latency is prolonged and nerve conduction velocity slowed to less than 80% of
normal. In axonal neuropathy the action potential is reduced, but the distal motor latency and nerve conduction velocity are unaffected. Multifocal abnormalities with normal conduction velocity suggest
multiple mononeuropathy

Normal
10mV

distal ve proksimal uyari

sonrasi kas aksiyon
potansiyelleri

Demyelinating

oms

distal motor
latans uzamis,
sinir iletim hizi
yavaglamig

Axonal

_/\/ Sadece aksiyon
/\/ potansiyel amplitiidii
azalmis




F-dalgasi

* F-dalga ozellikleri
demyelinizan
noropati ozelliginde

e Sayl: azalmis

* Impersistans

e Latans: uzamis ve
dgisken
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Radikulopatl

7

Agri ile birlikte,
* Ayni sinir koku ile

Innerve alanda

dermatomal duyu

degisikligi
« Miyotomal kas / // p
gucsuzlugu, /J

 DTR azalmasi '

14



Clinical Predictors of EMG-confirmed
Cervical and Lumbosacral Radiculopathy

Table redictive of lumbosacral radiculopathy (N=123)

Clinical Features

Sensitivity (95% C.I)

Specificity (95% C.I)

PPV (95% C.I)

NPV (95% C.I)

Accuracy

Single component

Radiating back pain

i II Ili al dermatomal sensation

Twao components

Back pain & abnormal sensation
Back pain & leg pain
Abnormal sensation & leg pain

All
ack pain, abnormal sensation
leg pain

58% (51 — 66%)
49% (42 — 57%)
73% (67 — 79%)

29% (22 — 35%)
51% (43 — 58%)
36% (29 — 43%)

26% (19 — 32%)

44% (32 — 56%)
48% (36 — 60%)
26% (16 — 37%)

72% (60 — 82)
50% (38 — 62%)
70% (57 — 80%)

78% (67 — 88%)

63% (56 — 71%)
61% (52 — 70%)
62% (57 — 68%)

63% (48 — 77%)
63% (54— 72)
67% (53 — 78%)

67% (50 - 81%)

399 (28 — 49%)
36% (27 — 45%)
36% (22 — 52%)

38% (32 — 43%)
38% (29 — 47%)
39% (33 — 46%)

39% (33 — 43%)

33%
49%

33%

45%
50%

49%

46%

Can J Neurol Sci. 2013; 40: 219-224
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Table Sredictive of lumbosacral radiculopathy (N=123)

Clinical Features Sensitivity (95% CI) Specificity (95% CI) PPV (95% CI) NPV (95% CI) Accuracy
Single component
Dermatomal sensory loss % (26 — 38%) % (69 — 89%) 74% (58 — 86%) 42% (36 — 46%) 30%
Segmental reflex loss 50 63%) % (62 — 84%) ?9% (69 — 87%) 31% (42 — 58%) 63%
Myotomal weakness % (26 — 32%) % (90 — 100%) % (82 — 100%) 46% (43 — 48%) 37%
Positive SLR test % (25 - 35%) % (79 — 96%) 33“ (66 —93% 44% (38 — 47%) 33%
Two components
Sensory loss & reflex loss %% (9 — 18%) 3% (47 —91%) 39% (35— 41%) 43%
Sensory loss & weakness %% (9 — 14%) %% (64 — 100%) 41% (38 — 41%) 46%
Sensory loss & positive SLR % (11 — 20%) 6% (52 —92%) 40% (36 — 42%) 45%
Reflex loss & weakness % (16 — 22%) % (75 — 100%) 43% (39 —43%) 30%
Reflex loss & positive SLR % (12 — 20%) ’u (56 —93%) % (36 — 42%) 46%
Weakness & positive SLE % (8 — 13%) % (61 — 100%) % (38 — 41%) 45%

1 four components
Sensory loss, reflex loss, % (1 — 4%) 05 — 100%) % (21 — 100%) 38% (37 —39%) 39%
weakness & positive SLR
SLR, straight-Teg raising; CI, confidence interval; PPV, positive predictive value; NPV, negative predictive value

16
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Lumbosakral Radikulopati Siklig!

. L5 (48%)
. S1 (30%)
. L4 (17%)
. L3 (5%)
. S2 (4%)
. L2 (3%)

Phys Med Rehabil Clin N Am 21 (2010) 767-776



Elektrofizyolojik Sinir Koku Lezyonu

Kompresif Sebepler

* Disk hernisi

» QOsteofit

* Faset eklem hipertrofisi
* Ligamentoz hipertrofi

Kompresif-Olmayan

Iskemi,

Travma,

Neoplastik infiltrasyon,
Enfeksiyoz,

Radyasyon hasari
Immun-aracili hastaliklar,
Lipom

Konjenital (meningomyelosel,

artrogripozis...)
18



Radikulopati tanisinda

MRG EMG
« Yapisal patolojileri « Disfonksiyonu gosterir
gosterir » Sensitivitesi orta (%50-71)
* Yalanci pozitifligi » Spesifisitesi yiiksek (%65-85)
yuksektir (asemptomatik
%53 vakada diskopati)

Can J Neurol Sci. 2013; 40: 219-224



Radikuler (sinir hasari) /
radikuler olmayan patolojilerin
dogrulanmasinda objektif veri:

» Motor kok lif disfonk: Igne EMG
* Duyusal kok lif disfonk: H-refleks (soleus)



Bel agrisinda
ENMG
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Altin standart

Etkilenen sinir koklerini
saptanmasi

Hasarin derecesi
Hasarin akut/kronik oldugu
Cerrahi kararinda etkili

o Sensitivitesi sinirli
o Zahmetli bir teknik

« Hasta icin konforlu degil
(agrih ve zaman alici)

Can J Neurol Sci. 2013; 40: 219-224
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EMG lle :

Radikulopati ayirici tanisinda ekarte edilenler:

* Polinoropati

* Tuzak noropatiler (L5 radikulop/peroneal, L4
radikulop/saphenous)

* Pleksopati

Phys Med Rehabil Clin N Am 21 (2010) 767-776



The Electrodiagnosis of Cervical
and Lumbosacral Radiculopathy

« C4-C8, T1,

« L2-5ve S1-2 spinal sinirler elektrodiagnostik
iIncelemelerle degerlendirilebilir

23
Neurol Clin 25 (2007) 473-494



Lumbosakral radikulopati protokolu

Sinir iletim calismasinda:
- |psilateral 2 motor sinir (peroneal, post. tibial)
 Bilateral sural sinir

 Bilateral H-refleksi (soleus kasi, S1
radikulopatide kaybolmus ya da latansi
uzamis) sensitivite %50, spesifisite %91.

igne EMG’ de:

* Ayni kok fakat farkli periferik sinirlerle innerve
olan en az 2 kas (proksimal ve distal)

 Lumbosakral paraSpina| kas Can J Neurol Sci. 2013; 40: 219-224




Can J Neurol Sci. 2013; 40: 219-224

Igne EMG
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Table 2
Recommended nerve conduction studies in suspected lumbosacral radiculopathy

Nerve (muscle) Nerve root Parameters

General survey

Sensory
Sural S1 Distal amplitude, peak latency
Motor
Post tibial (AH) S1 Distal and proximal amplitude,
distal latency, conduction velocity
Peroneal (EDB) L5
Late response
Posterior tibial (GM-S) S1 H-reflex, amplitude, and motor amplitude
Additional nerve conduction studies for suspected root level
Sensory
Superficial peroneal L5
Motor
Femoral (rectus femornis) L2-4

Abbreviations: AH, abductor hallucis; EDB, extensor digitorum brevis; GM-S, gastrocne-
mius-soleus.

26
Neurol Clin 25 (2007) 473-494



Table 5
Needle electrode examination in suspected lumbosacral radiculopathy

Nerve root Terminal Approximate yield in
Muscle (primary) nerve radiculopathy at specified level®
General screen
Rectus femoris or L34 Femoral 75% (L3-4)
Vastus lateralis L34 Femoral 67% (L3-4)
Tibialis anterior L4-5 Peroneal T7% (L3)
Tibialis posterior L5 Posterior tibial ~ 92% (L5); 18% (S1)
Extensor digitorum brevis L5 Peroneal 38 9% (L3)
Gluteus medius or L5 Superior gluteal 50% (L5); 33% (S1)
Gluteus maximus S1 Inferior gluteal  64% (S1); 13% (L5)
Medial gastrocnemius S1 Posterior tibial ~ 83% (S1)
Paraspinal Overlap 86% (L2-4); 16% (L3); 25% (S1)
Additional high yield muscles for given level of lumbosacral radiculopathy
[hacus L2-3 N. to iliacus T1%
Adductor longus L2-4 Obdurator 100%
Vastus medialis L2-4 Femoral 66%
Peroneus longus L5 Peroneal 100%
Tensor fascia lata L5 Superior gluteal 100%
Extensor hallucis longus L5-S1 Peroneal 73% (L5); 25% (S1)
Lateral gastrocnemius L5-S1 Tibial 13% (L5); 91% (S1)
Biceps femoris—SH S1 Sciatic 89%
Biceps femoris—LH S1 Sciatic 100%
Abbreviations: LH, long head; SH, short head. /

Neurol Clin 25 (2007) 473-494



EMG ne zaman?
(Semptom Suresi)

Akut sinir koku hasarinda, EMG’de bozukluk
gozlenmeyebilir, belki sadece azalmis recruitment, H-
refleksi ve F-dalgasi bozuklugu olabilir

Paraspinal kaslarda denervasyon (fibrilasyon ve PKD)
ancak 10 gun sonra saptanir

Ekstremite kaslarinda denervasyon ancak 3-6 hafta sonra

Reinnervasyonla iligkili Polifazik MUP’ ler 6-26 hafta
sonra (proksimalden distale dogru)

Kronik reinnervasyon hasardan 3-6 ay sonra...

Phys Med Rehabil Clin N Am 21 (2010) 767-776



En ideal zaman?

Hasardan sonraki 3 hafta-3 ay arasinda
(Subakut sureg)

Phys Med Rehabil Clin N Am 21 (2010) 767-776



Diagnostic accuracy of multifidus muscle spontaneous activity
by needle electromyography for the detection of lumbar foraminal

and lateral exit-zone stenosis

Abstract

Purpose The medial branch of the posterior ramus of the
lumbar spinal nerve is well known to be innervated inde-
pendently and to end in the multiidus muscle without
anastomosis. This prospective cohort study aimed to de-
termine the diagnostic specificity and sensitivity of multi-
fidus  muscle denervation (MMD) by needle
electromyography (N-EMG) for lumbar foraminal and
lateral exit-zone stenosis (LF/LEZS).

Inclusion Criteria : Patients with unilateral dysthesia and/ or leg pain at L4 or L5 sensory region with
suspicious lumbar foraminal and lateral exit-zone stenosis.

Exclusion Criteria : 1) lumbar central canal stenosis (LCCS) or intracanal disc herniation, 2) severe
diabetes, 3) renal or liver dysfunction, 4) the previous lumbar surgery, 5) myopathy, neuropathy, or
collagen diseases, 6) only back or hip pain, 7) spondylolisthesis of Grade 1, 8) traumatic cases

-

with

61 patients enrolled.

JOA, VAS for leg pain, and Needle Electromyography.

l At least 3 months of conservative therapies

Improvement rate on VAS I

+

| Improvement rate > 50 % |

I MNon-Surgery I
38 patients l

The specificity indicating the
proportion of absent abnormal
spontaneous activity in the
needle electromyography.

:

| Improvement rate < 50 % |
I Surgery I
23 galienlsl 12months later

The sensitivity indicating the
proportion of present abnormal
spontaneous activity in the
needle electromyography.

Eur Spine 1 (2015) 24:2281-2287
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Table 4 Diagnostic specificity and sensitivity of lumbar multifidus 50ms
muscle denervation by needle electromyography + + + Numerous potentials/locations

Non-surgery Surgery Total

| d l 100u
e s ! 50ms
Positive N=4@81%) 21 (938 %) 25 1 LJ“’J N
Negative® 34 (91.9 %) 2 (62 %) 36 ’Y(" v "'"]qﬂl. /W"’]\'\ M

\

Total 38 23 61 S5
4+ 444 Spontaneous activity fills the screen
Sensitivity Specificity Positive Negative ' . .
(95 % CI) predictive value  predictive value Fig. 4 Modified mini-paraspinal mapping scoring. After assessing
the score (0—4 points) at every skin penetration point, the total scores
013 % 92.1 % 875 % 4.6 % (048 points) were calculated
(T2-98.9) (78.6-98.3) (67.6-97.3) (B1.8-99.3)

* Positive indicating a total score >2 points in the mini-PM test as
abnormal

b Negative indicating a total score <2 points in the mini-PM test as
normal

patients were positive. The diagnostic sensitivity and
specificity were 91.3 and 92.1 %, respectively.

Conclusions Needle electromyography 1s a simple and
available additional method for the diagnosis of LE/LEZS.

Eur Spine 1 (2015) 24:2281-2287



Lumbar Spinal Stenoz-Cauda Equina

Lumbar Spinal Stenoz: Bel Agrisi+Norojenik
klaudikasyon (yurumek ve ayakta durmakla
tetiklenir).

« EMG’ de siklikla kronik, bilateral, cok seviyede,
lumbosakral radkulopati, nadiren unilateral ya da
bilateral monoradikulopati

Cauda equina: Unilateral ya da bilateral alt
ekstremitede kuvvetsizlik, eyer tarzi hipoestezi,
idrar retansiyonul.

« EMG’ de poliradikulopati, coklu seviyede bilateral
radikulopati, S2,S3, S4 sinir koku tutulumu

Phys Med Rehabil Clin N Am 21 (2010) 767-776



Diagnostic value of electrical stimulation of

lumbosacral roots in lumbar spinal stenosis
B. Zileli", C. Ertekin?, M. Zileli', ® Noaml ot
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Figure 1. Sites of stimulation and recording electrodes dunng e 2
lumbosacral root stimulation (RF = Rectus Femors, o e o
TA = Tibialis Anterior, SOL = Soleus muscles). —
R e _ “\ e J
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\\__/// 5 ms

Figure 2. (A) Patient no. 19 had bilateral L5 and S1 clinical
motor involvement. Lumbar MRI has shown L4-L5 and L5~

Needle EMG and nerve conduction study revealed pathology in 15/20 e whileks showed bilsieral Li. Ls and 1 pathology. (5)
patients, and electrical stimulation of the roots in 17/20 patients. e R B Femnis mascloy > T4
stimulation of the roots. Conclusions — Electrical root stimulation
revealed more abnormalities in patients with LSS 1n comparison with
needle EMG. However, both methods seemed to complement each
other to show additional pathology 1n a given patient. Acta Neurol Scand 2002: 105: 221-227



Diagnostic value of cauda equina motor conduction time in lumbar spinal stenosis

Yaprak Secil **, Aysen Siizen Ekinci®, Korhan Baris Bayram b Tiilay Kurt Incesu?, Figen Tokucoglu?,
ABSTRACT Nevin Giirgor?, Tolga Ozdemirkiran ?, Mustafa Basoglu®, Cumhur Ertekin “*

Objective: Lumbar spinal stenosis (LSS) is a chronic degenerative disease with pain in the back, buttocks
and legs aggrevated by walking and relieved after rest without associated vascular disease of lower
extremities observed in patients between 50 and 60 years. Several studies, using different methods indi-
cated an association between slowing or blocking of root-nerve conduction and LSS. None of the previous
research had applied the more conceivable methods such as recording the cauda equina potentials from
the lumbar level or stimulating the spinal roots within the canal using either leg nerves or muscles. In this
study, electrical lumbar laminar stimulation was used to demonstrate prolongation of cauda equina
motor conduction time in lumbar spinal stenosis.

Methods: Twenty-one LSS patients and age matched 15 normal control subjects were included in the
study. Lumbar laminar electrical stimulation from L1 and L5 vertebra levels were applied by needle elec-
trodes. Compound muscle action potental (CMAP) from gastrocnemius muscles were recorded bilater-
ally. Latency difference of CMAPs obtained from L1 and L5 spine levels were accepted as the cauda
equina motor conduction time {CEMCT )

Results: CEMCT was significantly longer in patient group when compared to normal controls. Mean
latency difference was 3.59 + 1.07 msec on the right side, 3.49 + 1.07 msec on the left side in LSS group,
it was 1.45 + 0.65 msec on the right side, 1.35 + 0.68 msec on the left side on normal control group
(p<0.0001)

Conclusions: The prolongation of CEMCT was statistically and individually significant in patient group. This
may indicate that lower lumbosacral motor roots were locally and chronically compressed due to lumbar
spinal stenosis. Lumbar spinal stenosis may have induced local demyelination at the cauda equina level.
Significance: Since the prolongation of CEMCT was found only in patients with LSS, the method of laminar
stimulation can be chosen for patients with uncertain diagnosis of LSS,

imVv
| imv
10 msc A0
msc
right L1 laminar stimulation right ‘1‘ L1 laminar stimulation

Latency: 18.8 msc Latency: 16.0msc

right LS laminar stimulation right ’ \ LS laminar stimulation

| Latency: 12.7 msc Latency: 14.8msc

Cauda equina conduction tim Cauda equina conduction time: 1.2 msc

%] s

e muns

_—

monopolar needle electrodig
(cathode)

-~ Spinous process ol
spine

» Lamina

Transverse
process

Chinical Neurophysiology 123 (2012) 1831-1835

Fig. 2. Soleus motor response recordings from nght sides of a patient and a normal subject. Latency difference between L1-L5 (cauda equina motor conduction time) was

found 1.2 msec on normal subject, CEMCT was found 6.1. msec in patient with lumbar spinal stenosis. All MEPs were superimposed.



INTERRATER RELIABILITY OF THE NEEDLE
EXAMINATION IN LUMBOSACRAL RADICULOPATHY

ABSTRACT: Low back pain and lumbar radiculopathy are among the most
common painful disorders affecting the adult population. This study hypoth-
esizes that there is good correlation between the diagnostic impression of an
unblinded electromyographer, using clinical and electromyographic informa-
tion, and an independent electromyographer, who uses the needle exami-
nation only to assess for lumbar radiculopathy. This is a prospective, single-
blinded, observational pilot study. The needle examination was
electronically recorded, reproduced, and shown to a second examiner,
blinded to all clinical data. Diagnostic impressions from both examiners were
recorded and evaluated for agreement. Six recorded cases were reviewed
by 66 blinded examiners. Overall diagnostic agreement was 46.9% (60.5%
faculty level, 28.5% resident level). Logistic regression shows a strong
association between training level and agreement on diagnostic impression
(odds ratio, 1.9; 95% confidence interval, 1.12-3.22; P = 0.019). This study
shows that there is fair interrater reliability between faculty-level examiners
and poor reliability among resident-level examiners when the needle exam-
ination is used to evaluate patients with lumbar radiculopathy.

Muscle Nerve 34: 238241, 2006
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Uyariimis Potansiyeller

« (Gorsel, isitsel ya da somatosensoriyel uyari
sonrasl olusan cevaplardir.

* Gecikmis cevap, sorumlu spesifik duyusal
yolaklardaki iletim gecikmesine baglidir.

« Dalga formlarinin baskilanmasi ya da kaybi ise
lletim blogu ya da sorumlu jeneratordeki
disfonksiyona baglidir.



SEP

« Cevresel uyarilarla serebral korteksten elde edilen

kayitlar: Dorsal kolon izleme
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» Ust servikal bolge, beyin sapi somatosensoriyal yol
monitorleme: Median (C6-8,T1) ve ulnar sinir

(C8,T1)
 Alt servikal bolge: Ulnar sinir (C8,T1)

o (C7 alti: Posterior tibial sinir



MEP

» |zole kortikospinal yolak: Anterior kolon izleme

* Motor yollarin yapisal ve islevsel butunlugu

Left Hand

Leﬂ VL/HarEnstring

500 rénvl_m s
Left TA/Gastroc

'\ Right TA/Gastroc

Right Foot| Wﬂ




Continuous intraoperative electromyographic and transcranial motor evoked
potential recordings in spinal stenosis surgery

Fig. 1. Patient Mo ?_ Transcramal maotor evalesd potentials (TeMEP) amphindes befare (green wawve) and after {white line) decompression in a §lkyear-ald female patient
revealing an 80K increxse at L4 and L5 levels The patient showed marked postoper ative improverment

Journal of Clinical Neuroscience 17 (2010) 274-276
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Sag bacakta agri, gucgsuzluk ve
uyusukluk



Hastaya dis merkezde lumbar
diskektomi oldugu soylenerek
operasyon onerilmis, ancak
hasta Ikinci bir gorus almak icin
basvuruyor.



* 10 senedir Tip2 DM oykusu
 FM: B/L SLR: 60 derece,

* NM: sag alt ekstremite proksimal 3-/5,
distal 4/5 kuvvet, sag alt ekstremite L2-3

Ile uyumlu hipoestezi, patolojik refleks yok
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Bilateral sural sinirde DSAP amp. kug:uktur Sag pérdneél ve bilateral tibial sinirde motor ileti hizi
yavastir. Sol peroneal sinir normaldir. Tibial F yanit latans: uzundur. Bilateral alt ekstremite

kaslarinda parsiyel (Sag AT kasinda total) denervasyon saptandi. Karin kaslar1 ve sag iist ekstremite
kaslar1 normaldir.

SONUC: Hastada bilateral L2-S2 miyotomlarinda (sag>sol) nérojenik tutulus saptandi. Sag AT
kasi total denervedir ve izole peroneal néropati saptanmadi. Kompresif radikiilopatiler her ne kadar
katkida bulunsa da bu bulgular gériintillemede belirtilen diskopatiler ile aciklanamayacak kadar
yaygindir. Hastada diyabetin bulunmasi ve EMG’de hafif derecede, sensorimotor aksonal
polindropatinin de varlig1 diyabetik amiyotrefinin de (diyabetik lumbosakral radikiilopleksopati)
olasi tanilar arasinda diistiniilmesini gerektirmektedir. Bir diger olasi tan1 motor néron hastahgidir
(Progressif muskiiler atrofi), ancak bulgular sadece alt ekstremitelere sinirh oldugu icin
elektrofizyolojik kriterleri su an karsilamamustir. Klinik ve radyolojik korelasyon gerekir, eger en
azindan kompresif lezyonun sagdaki diisiik ayaga yol agtig diisiiniiliiyorsa girisim yapilabilir. Bir
stire sonra EMG kontroli 6nerilir.

Dr. Zeki Odabasi
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Tedavi

* Diabetik lumbosakral pleksopati nedeniyle
yuksek doz pulse-steroid

« Seker kontrolu
* Noropatik Agri tedavisi

SONUC: Hasta desteksiz yuruyor, agrisi
yOk T
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Central Causes of Foot Drop: Rare and Underappreciated
Differential Diagnoses

Patients: The first patient, a 46-year-old man with a remote history of lumbar spine fracture and L4-L5
instrumentation/fusion, presented with progressive weakness and numbness of the left foot, followed within
3 months by similar symptoms in the right foot. Lumbar spine imaging failed to reveal compressive nerve
root pathology. Electromyography, nerve conduction studies, and muscle and nerve biopsy suggested a
preganglionic lesion and ruled out a peripheral cause. Upper spine magnetic resonance imaging (MRI)
revealed significant spinal stenosis at C4-C7 and T11-T12. Patient 2 was a 66-year-old man with a known left
parasagittal convex meningioma diagnosed 2 years prior presented with a progressive right foot drop over 2
months. Spine imaging was normal, and serial brain MRI confirmed a slowly enlarging parasagittal
meningioma.

J Spinal Cord Med. 2007;30:62-66



Clinical utility of surface EMG: Report of the Therapeutics and Technology
Assessment Subcommittee of the American Academy of Neurology

Conclusions

1. Based on Class Il data, SEMG is considered unacceptable as a clinical tool in the diagnosis of neuromuscular
disease at this time (Type E recommendation).

2. Based on Class lll data and inconclusive or inadequate Class Il data, SEMG is considered unacceptable as a
clinical tool in the diagnosis of low back pain at this time (Type E recommendation).

3. Based on Class Il data, SEMG is considered an acceptable tool for kinesiologic analysis of movement
disorders; for differentiating types of tremors, myoclonus, and dystonia; for evaluating gait and posture
disturbances; and for evaluating psychophysical measures of reaction and movement time (Type C
recommendation).

Further studies comparing specificity and sensitivity of FWEMG with SEMG are to be encouraged.

MNeurology
Issue: Volume 55(2), 25 July 2000, pp 171177
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