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Diagnostic Laryngeal Electromyography

Sung Min Chung, MD
Department of Otolaryngology-Head & Neck Surgery, Graduate School of Medicine, Ewha Womans University, Seoul, Korea

Diagnostic laryngeal electromyography (LEMG) relatively evaluates the electrophysiologic status of the Jarynx and provides
critical clinical informations that no other tests can provide. However, LEMG is still not widely applied as a routine tool in cli-
nical practice. One reason for this is the technical and interpretative difficulties of LEMG. But if LEMG is performed by a team
approach consisting of an otolaryngologist and a neurologist, the technique and the interpretation of LEMG are not difficult to
master. Another reason is that there is still not exact standard guideline for clinical application of LEMG. LEMG is an essential
diagnostic test in evaluating patients with neuromuscular disorders, particulary vocal fold immobility, reduced mobility of vocal
fold. The more we have used LEMG, the more we have found it useful in the evaluation and treatment of voice disorders, and

the role of LEMG will be extended.

KEY WORD : Laryngeal electromyography.
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Fig. 1. Directions for insertion of needle electrodes into crico-
thyroid (CT) muscie, thyroarytenoid(TA) muscle, posterior crico-
arytenoid (PCA) muscle.
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Fig. 2. Insertional activity.!!
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3) During minimal voluntary contraction
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Neuropathic Myopathic

Fig. 6. Motor unit action potential (MUAP) morphologies. Normat
MUAPs have two or four phases. In chronic neuropathic lesions
that occur after reinnervation, the number of muscle fibers per
motor unit increase, resulting in long-duration, high-amplitude,
and polyphasic MUAPs. In myopathies or in neuromuscutar junc-
tion disorders with block, the number of functional muscle fibers
in the motor unit decreases. This leads to shori-duration, small-
amplitude, and polyphasic MUAPs.1)
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4) During maximal voluntary contraction
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Fig. 7. Interference patterns. A : Normal. B : Neurogenic. C :
Myopathic.l)
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