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EMG REPORT
Patient Name:
Donald Osborn

Date of Birth:
09/10/1965

Date of Visit:
01/21/2013

CLINICAL INFORMATION: The patient is a 47-year-old right-hand dominant Caucasian man who has had pain and numbness of the lower extremities over the last 15 years. He has also had chronic low back pain. He had lumbar spine surgery approximately 12 years ago, which gave him some partial relief of his symptoms. However, more recently, he has had increased symptoms especially in the left lower extremity. He has had radiation of pain from back to his buttock/hip area all the way down to the left foot, but he has also had some right hip and right lower extremity pain. He has had numbness in both lower extremities. He reported having weakness of both lower extremities. His symptoms tend to get worse with certain activities. However, he does not *_____90_____* and straining. He has history of diabetes mellitus for the last few years. The patient works as a locksmith and cashier at gas station.

EXAMINATION: Weight 310 pounds and height 74 inches. He had mild diffuse atrophy of the left lower extremity especially anterior compartment muscles of the leg. He had normal muscle bulk in right lower extremity. Muscle tone was normal. He had mild distal paresis in the left lower extremity especially affecting tibialis anterior and extensor hallucis longus. No reflexes could be elicited at knees on either side. Right ankle reflex +2 and left +1. Plantars were downgoing. He has moderate reduction in the vibratory sense at ankles bilaterally. He also reported decreased pinprick sensation in L5 and S1 dermatomes on the left side as compared to the right side. There was no decrease sensory level on the trunk. He had tenderness to palpation in the lumbar region with decreased mobility. Straight leg raise test was positive on the left side. Peripheral pulses were present.

NERVE CONDUCTION STUDY: Peroneal, tibial, and sural nerves were tested in each lower extremity. Superficial peroneal and sural sensory responses were within normal limits. Tibial motor latencies were prolonged especially at popliteal fossa bilaterally at 17.6 milliseconds on the left side and 17.4 milliseconds on the right side. Tibial motor amplitudes were low normal bilaterally. Tibial motor conduction velocity was 39 m/sec on the left side and 45 m/sec on the right side. Peroneal motor latencies, amplitudes, and conduction velocities were normal on the right side. Left peroneal motor response could not be elicited by stimulation at extensor digitorum brevis. However, peroneal motor responses were elicited by stimulation at tibialis anterior. Nerve conduction study was a little bit limited because of his morbid obesity.

ELECTROMYOGRAPHIC STUDY: Quadriceps, biceps femoris, tibialis anterior, tibialis posterior, gastrocnemius, and extensor digitorum brevis muscles were tested along with paraspinal lumbar and sacral muscles as mentioned in detail separately.
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Left tibialis anterior, gastrocnemius, and extensor digitorum brevis muscles showed fibrillation potentials and positive sharp waves. Those muscles showed polyphasic motor unit potentials with decreased recruitment and reduced interference pattern. Rest of the limb muscles showed normal motor unit morphology, recruitment, and interference pattern. Examination of paraspinal lumbar musculature on the left side reveled denervation changes at L5 and S1 levels with fibrillation potentials and positive sharp waves.

IMPRESSION: This electrodiagnostic study demonstrated left L5 and S1 radiculopathy worse at L5 area. He seems to have symptoms mostly due to L5 radiculopathy. He seems to have preexisting S1 radiculopathy. Clinically, he certainly seems to have polyneuropathy though there was no convincing electrophysiological evidence for significant peripheral neuropathy. Most of his symptoms I believe are related to radiculopathic process though some of his numbness in lower extremities could very well be related to involving peripheral neuropathy likely secondary to longstanding type 2 diabetes mellitus. It may still be worthwhile to consider surgical intervention if he continues to have persistent and progressive symptoms especially in the left lower extremity.

RECOMMENDATIONS: The patient apparently had MRI scan of the lumbar spine recently, which showed fairly extensive degenerative changes. It may be reasonable to consider CT myelogram of lumbar spine for further evaluation, but I will leave it to your discretion. As mentioned, I believe most of his ongoing symptomatology could be attributed to the lumbar spine pathology/lumbosacral radiculopathy though he certainly seems to have component of peripheral neuropathy. Peripheral neuropathy may explain some of his numbness in lower extremities; however, most of his exertional pain and left lower extremity weakness are related to radiculopathic process. He will follow up in your clinic to discuss further treatment options. He will return to this office as needed.

All above issues were discussed with patient. Education provided, questions answered to patient’s satisfaction. Patient verbalized understanding. Thank you very much for this referral. Please feel free to contact me with any questions, comments, or suggestions.

Sincerely,
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Zubair Shaikh, M.D.
Dictated but not read to expedite care

cc:
Dr. Malcolm Field

Dr. Michael Wertheimer
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