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Electrophysiologic Examination in Patients with Radiculopathy

Zin-An Wu and Kwong-Kum Liao

Abstract- We reviewed the pathophysiology of radiculopathy and discussed the electrophysiologic findings,
applications and limitations of different studies applied to radiculopathy, which included motor and sensory
nerve conduction studies, late responses, somatosensory and motor evoked potentials, and needle elec-
tromyography. So far needle electromyography is the oldest and most useful technique to detect the motor
axon-loss of radiculopathy. It also has been used to evaluate the severity and prognosis of radiculopathy. The
needle electromyography and neuroimaging studies are hardly to make comparison because they focus on
different aspects of radiculopathy, one for functional and another for structural abnormalities. Both may be
complementary each other. Needle electromyography is often necessary to determine whether abnormal
neuroimaging findings are of functional significance. We emphasized that the electromyography is one of
medical consultation using electrophysiologic techniques and the report should include the whole picture of
electrophysiologic findings and correlate with patient’s history and clinical findings.
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