Proximal Lower Extremity Mononeuropathies — Table 5

Nerve Nerve Conduction Study (NCS) F};;Zt(r;))myography Normative studies
Exclude lumbar
Ilfomgumal, . | Not routinely obtained due to small | Ilioinguinal: denervation in radlculopa%thy OF Upper
Iliohypogastric, | . . o . plexus lesion with proximal
. size and technical limitations. lower abdominal muscles . .
Genitofemoral thigh and paraspinal muscle
EMG
Technically challenging due to
nerve depth and anatomic o
variability. Denervation in the
iliopsoas and quadriceps Exc'lude lurnbar.
Contralateral comparison is helps localize lesions radlculopa.thy Wth.EMG of
Femoral recommended. relative to the inguinal the paraspinals, tibialis

A compound motor action potential
amplitude > 50% of the unaffected
side, obtained 10 days to 1 month
after injury, predicts favorable
recovery within 1 year."

ligament.

EMG is normal in isolated
saphenous nerve injuries.

anterior, vastus
medialis/lateralis, and
adductor longus.

Lateral femoral

Technically challenging due to
anatomic variability.

Contralateral comparison is

Normal (pure sensory

Exclude lumbar
radiculopathy with EMG of
the paraspinals, tibialis
anterior, vastus
medialis/lateralis, and

cutaneous recommended. nerve)
adductor longus.
Ultrasound guidance may improve .
recording success. If bilateral, exclude
polyneuropathy.
Denervation in the Exclude lumbar
. radiculopathy with EMG of
adductor longus. Possible the paraspinals. tibialis
Obturator Not routinely performed involvement of the barasp ’

adductor magnus (partial
sciatic innervation)

anterior, vastus
medialis/lateralis, and
adductor longus.




