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ABSTRACT

Electrical impedance myography (EIM) technology is finding application in neuromuscular disease research as a tool to assess

muscle health. Correlations between EIM outcomes, functional, imaging and histological data have been established in a

variety of neuromuscular disorders; however, an analytical discussion of EIM is lacking. This review presents an explanation

for clinicians and others who are applying EIM and interpreting impedance outcomes. The background of EIM is presented,

including the relation between EIM, volume conduction properties, tissue structure, electrode configuration and conductor

volume. Also discussed are technical considerations to guide the reader to critically evaluate EIM and understand its limitations

and strengths.
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Highlights:

• Electrical impedance myography (EIM) measures the volume conduction properties (VCPs) of the bulk of the muscle.

• Here we introduce surface and needle EIM approaches and discuss their limitations and strengths.

• The VCPs can serve as standardized, quantitative and objective electrophysiological biomarker of muscle.
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What is electrical impedance myography?

Electrical impedance myography (EIM) is a specific bioimpedance application based on recording the voltage resulting from

the application of a weak, high-frequency electrical current across a region of muscle without inducing myofiber or neuronal

action potentials (Grimnes and Martinsen, 2014). The relationship between current and voltage signals reflects the exogenous

electrical conduction property of the bulk of the muscle (Sanchez and Rutkove, 2017a,b). These volume conduction properties

(VCPs) measure how strongly muscle resists or conducts alternating electric current and how capable is muscle to store electric

charge within itself. They are determined by two physical quantities: the conductivity and the relative permittivity (Duck, 1990).

Alterations in the internal composition and structure of diseased muscle including denervation, atrophy, and reinnervation

in amyotrophic lateral sclerosis (ALS) for example will result in an imbalance of the ionic content and membrane stability,

which will affect the conductivity and the relative permittivity of muscle. The hypothesis supporting EIM is that alterations

affecting the VCPs of diseased muscle can be interrogated indirectly by measuring electrical impedance data (i.e., resistance

and reactance).

Despite 3 decades after the first use of EIM methods for neuromuscular evaluation in Duchenne dystrophy (Noshiro et al.,

1993), remarkably, VCPs of diseased human muscle have not been reported in the literature yet. As we will discuss below, there

is a good explanation for this seeming oversight. But first, as the reader may not be familiar with the relationship between an

EIM test and the actual VCPs of muscle, we draw an analogy with the nerve conduction velocity test. In the nerve conduction

velocity test, the time it takes for impulses to propagate down a neural pathway is regulated by the ability of the nerve to

conduct electricity as well as the distance between stimulating and recording electrodes. As shown in Figure 1 A, to calculate

the nerve conduction velocity, the distance between electrodes is divided by the impulse latency.

In this analogy (Figure 1 B), the resistance and the reactance data measured with an EIM test are equivalent to the latency;

the EIM electrodes’ total length has the same role; and the VCPs of muscle (i.e., the physiological factor normal or altered

by disease or injury) represent conduction velocity. In a nerve conduction velocity test, latency in itself has no value since it

depends on the distance between electrodes. Likewise, resistance and reactance data obtained in an EIM test have also limited

value since they change with the distance between electrodes (Sanchez et al., 2016) and thus cannot be universally standardized,

for example, to serve as a biomarker of disease progression and therapy effect as in (Rutkove et al., 2017a). Conversely, the

VCPs of muscle are true physical properties of muscle that provide quantifiable and objective data on a standardized and

universal scale and, just like the conduction velocity, they are not impacted by methodological effects such as the electrode

spacing.

Hence, we face a fundamental question: If resistance and reactance values directly measured with an EIM test are not true

muscle properties, why have not the VCPs from the bulk of the human muscle been reported instead? Having done the latter, it

would had shed light upon the actual hypothesis that supports the use of EIM methods for neuromuscular evaluation, namely, if

impedance changes in myopathic and neurogenic conditions reported in the literature were indeed caused by changes in VCPs

of muscle and not because of other confounding factors affecting the measurement. Further, if the measurement principles

of an EIM test are analogous to a nerve conduction velocity test, then why the electrodes’ separation are not divided by the

impedance recorded in EIM in order to calculate the VCPs? As explained below, measuring impedance data is a much simpler

task compared to the process of calculating the true physical VCPs of the muscle that produced such impedance data.
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What does electrical impedance myography measure?

The causal factor that EIM aims to measure are the constituent VCPs of diseased muscle, their alteration with disease progression

and their change with therapy. The conductivity (n.b., not the resistance) is the physical property that measures the ease with

which electric charge is transported through the muscle. The relative permittivity (n.b., not the reactance) is the physical

property that measures the ability of muscle to store and release electromagnetic energy (Rutkove, 2020). The conductivity

and the relative permittivity span across the entire frequency spectrum and they change in three major steps, each step related

to specific relaxation mechanisms associated to anomalous electrical and physical behavior of molecules in diseased muscle

(Supplementary Figure 1) (Schwan, 1984).

Resistance and reactance data directly measured with an EIM test arise from a complex interaction of the conductivity and

the relative permittivity properties as well as their directional and frequency dependence. As an example, fatty infiltration

in Duchenne dystrophy would expect to produce a net decrease of the extracellular conductivity and increase the relative

permittivity of muscle. A contrary example is with increased muscle conductivity would originate due to the accumulation of

fluid with high ionic strength such as interstitial edema after traumatic muscle injury. Predicting changes in resistance and

reactance data in these simplified states is not straightforward since these depend on both conductivity and relative permittivity

properties at the same time in a non-trivial way. To be able to separate changes in the VCPs from impedance data and remove

methodological effects, it is required to have a physical model describing the propagation through the muscle of the electrical

current applied during the EIM test. Once this relationship is established through a biophysical model, it may be possible to

invert the resistance and reactance data –a mathematical concept broader than a simple division as in the calculation of the

nerve conduction velocity–, and calculate the VCPs of muscle.

In science, the process of calculating the causes from the observations is known as solving an inverse problem (Figure 1).

Taking a page out of mathematician Carl Jacobi’s maxim “Invert, always invert” and Sherlock Holmes “ ... There are few people,

who, if you told them a result, would be able to evolve from their own inner consciousness what the steps were which led up to

that result. This power is what I mean when I talk of reasoning backward, or analytically” (Conan Doyle, 1887), to calculate the

conductivity and the relative permittivity properties (i.e., the causal factors) requires a model to “invert” or “reason backward”

the measured resistance and reactance (i.e., the observation recorded). Note the calculation of the conduction velocity is an

example of a simple inverse problem in which the model is the equation of linear motion (i.e., velocity equals space over time).

If inverting the impedance proves too difficult or if the model adopted fails to capture the main anatomical and experimental

features, then impedance measured with an EIM test may be worthless in terms of measuring the conductivity and the relative

permittivity properties of muscle and associated pathological effects.

How is electrical impedance myography performed?

Next, we discuss three EIM approaches. Typically, alternating current varying between 10 to 1,000 kHz is applied using a

dedicated pair of current electrodes. Special care must be taken above this upper frequency since the combination of inductive

and parasitic effects affecting the cables connecting the electrodes can lead to significant impedance artifacts. The voltage

generated is then recorded by a different pair of sensing electrodes. This 4-electrode configuration is the most common

measurement approach, although it is possible to increase the number of electrodes to permit more focused interrogation of
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muscle itself.

Sections below show how an EIM test can provide the VCPs of muscle or can lead to significant errors when the

assumptions on which these approaches are based are not experimentally met. To help the reader apply the concepts presented,

the conductivity and the relative permittivity calculations including their directional dependence –a concept known as electrical

anisotropy–(Gielen et al., 1984; Epstein and Foster, 1983; Gielen et al., 1986; Roth et al., 1988; Hart et al., 1999) for ex vivo

and in vivo needle EIM approaches have been implemented in an Excel file made available in the supplementary material.

Electrical impedance myography on excised muscle

This is the standard EIM approach to calculate ex vivo muscle VCPs from muscle resistance and reactance data. It requires

measuring an excised muscle slab using a dielectric cell (Figure 2). This method provides a highly controlled setup thus making

possible to have precise tissue geometry and dimensions necessary for simplifying the calculation of the VCPs of the sample

(Sanchez et al., 2014). The first compendium of ex vivo VCPs data made available online from murine models confirmed these

properties change in a unique way with disease progression (Nagy et al., 2019). However, due to the invasiveness, the technique

has limited clinical use. Another important limitation of measuring muscle VCPs on excised muscle is the inability to follow

the natural progression of diseased muscle VCPs because of inherent sampling limitations.

Surface electrical impedance myography

A surface EIM test employs surface electrodes in contact with the skin placed above the muscle of interest. In the first clinical

studies, gel-adhesive silver/silver chloride were placed on the dorsum of hands and feet to apply current and then measure the

voltages of upper and lower muscles (Rutkove et al., 2005). Later, this measurement configuration changed to reduce data

artifacts due to simple postural and anatomical variations between subjects. More recent studies have employed dry metal-plate

electrodes embedded in a hand-held device for practical convenience and also to mitigate skin-stretch motion artifacts and

misalignment artifacts when positioning wet electrodes. Metal electrodes have shown to be valuable in (pre-)clinical studies

because they can be easily machined in a small form factor necessary for measuring relatively small muscles (Li et al., 2012).

However, a major limitation of this approach includes a poor electrical interface between the outer layer of the skin and

the metal electrodes, which might introduce noise and contact artifacts rendering multi-frequency impedance values useless

(Grimnes and Martinsen, 2007).

Surface EIM test is undoubtedly attractive for its non-invasiveness and convenience; however, similarly to surface elec-

tromyography (EMG), surface impedance recordings are able to provide only a limited assessment of muscle condition.

Limitations of resistance and reactance data recorded with a surface EIM test include lack of: (1) location specificity to narrow

down the region/depth being measured, (2) tissue specificity (i.e., skin and subcutaneous fat tissues affect the readings), and (3)

sensitivity to detect muscle changes (Rutkove et al., 2017b). While useful in certain contexts, these fundamental limitations

prevent today surface EIM approaches of addressing basic electrophysiological and pathological related questions at the level

of individual myofibers or motor units.

To date, most efforts have focused on correlating surface impedance data with functional, electrophysiological, imaging and

histological outcomes, to compare this attribute against other measurement considered directly clinically relevant (Rutkove

et al., 2014; Hamel et al., 2019). A surface EIM test thus can produce data that fulfill a clinical purpose (e.g., change over

time in a progressive disease and have measurement qualities that compare to such clinically relevant endpoints to a test that is
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part of the patient’s standard care) (Rutkove et al., 2007). Although clinically valuable, statistical models not supported by

physical principles do not provide a sounding physiological explanation for interpreting the source originating those changes

and understand their relation to the VCPs of muscle and underlying pathology (Kapur et al., 2018a,b). In addition, impedance

data sets used for training and testing statistical models are often not publicly available, which makes obtaining reproducible

model results by other researchers a difficult task.

Here, we discuss the simplest physical model for interpreting surface resistance and reactance data (Rutkove et al., 2017b).

The model neglects skin tissue and considers that the surface electrodes are in direct contact with the subcutaneous fat tissue

with constant thickness. Further, the anisotropy of subcutaneous fat and muscle tissues are neglected by considering that the

current for EIM measurement flows in the same way in any recording site within the tissue (Kwon et al., 2019b).

As basic as this theoretical abstraction is of an actual surface EIM test, it is already impossible to invert the measured

impedance and derive an analytical expression to calculate the VCPs of the muscle. And if it was possible, it would be necessary

to actually know the thickness of the subcutaneous fat tissue and its VCPs, two additional unknown parameters in the model.

Considering a more realistic scenario including additional anatomical features such as the skin or the anisotropy of the muscle

would only make the process of calculating the VCPs even more difficult by adding more unknown parameters to the model.

Because of the mathematical difficulty, there is a lack of knowledge on how to formally calculate the VCPs of muscle and their

anisotropy after a surface EIM test (Kwon et al., 2019c). Subsequently, previous surface EIM studies including (Garmirian

et al., 2009; Li and Rutkove, 2012; Schwartz et al., 2015; Rutkove et al., 2016, 2017a) that attempted to remove artifacts

introduced by subcutaneous fat tissue or to calculate the electrical anisotropy of muscle generated empirical results that cannot

be verified or disproved by physical laws.

Further, depending on the size of the muscle studied compared to the surface electrodes’ array, the electrical current applied

will flow through other tissues in addition to skin and subcutaneous fat and will be affected by the finite-shape and changes of

the muscle conductor volume, ultimately impacting surface impedance values in unpredictable ways. Although a repeatable

surface EIM test affected by skin, subcutaneous fat and/or the finite-shape of the limb or muscle could provide self-consistent

and reproducible impedance data, data would no longer be specific to the muscle of interest and the data itself may have little or

no value in relation to the actual VCPs of the muscle under investigation and underlying pathology (Supplementary Figure 2).

Note, the scientific premise supporting EIM would not be fulfilled in this case.

Needle electrical impedance myography

When EIM was coined to refer to the assessment of neuromuscular disorders, no terminology distinction was made to the use

of this technology (Rutkove, 2009). However, in the same way that there exist two EMG modalities, there are two in vivo

EIM approaches available: surface and needle. Similarly to standard needle EMG, an EIM needle that is inserted through the

patient’s skin into the muscle can provide a much richer electrical dataset than its surface non-invasive counterpart (Kalvøy

et al., 2009, 2010). The needle EIM approach discussed here assumes four monopolar EMG needles inserted into the muscle.

Unlike surface-based approaches, the VCPs can be calculated from measuring the impedance of muscle with the EIM needle

array in the longitudinal and transverse configurations. We have recently developed a more advanced needle which integrates all

four electrodes required for EIM measurement along the barrel near the tip of the needle (Figure 3), which effectively reduces

the number of needle insertions (Kwon et al., 2017, 2018, 2019a). However, due to the mathematical complexity, the inversion
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algorithms require multiple steps and are beyond the discussion of this review.

The spatial resolution of a needle EIM test enables simultaneous VCP data co-localization with EMG at the same recording

site, a variant termed as needle impedance-EMG or iEMG (Kwon et al., 2018). Another advantage of having the needle shaft

insulated throughout its entire length for EIM application is that the electrical interference and thicknesses of intermediate skin

and subcutaneous fat tissues then do not contaminate resistance and reactance data when measuring either shallow or deep

muscles. Unlike a surface EIM test, a needle EIM test is also robust against artifacts due to the finite-shape and volumetric

alterations of the conductor volume, for example, caused by simple postural changes or changes in muscle size unrelated to

disease or drug effect. Also, the contribution of muscle VCPs in needle impedance data is >97% (Kwon et al., 2017, 2018),

whereas in a surface EIM test is <30% (Rutkove et al., 2017b).

Once inserted into the muscle, the needle is passed through different regions of the tissue to obtain muscle information at

rest of myofibers and their microenvironment. Needle EIM during contraction can also provide information on the contractile

apparatus of the muscle including abnormalities in excitation-contraction coupling. Adding more electrodes into the shaft

of the needle has the potential to image the inside of the muscle and visualize the presence of interspersed extracellular

inhomogeneities, a different modality termed as needle electrical impedance imaging (Rutkove et al., 2018). Needle EIM poses

little risk to patients of serious adverse events and in the future it could be tolerated like needle EMG (Preston and Shapiro,

2002); however, it has limitations in that it does require inserting a needle into the muscle. Also, bleeding near the electrodes

can interfere with the propagation of electric current for intramuscular impedance measurement.

What is electrical impedance myography good for?

The clinical value of the VCPs of muscle determined from EIM test for neuromuscular assessment can serve two purposes.

Firstly, knowing the VCPs of muscle can expand our understanding of the electrogenesis and propagation of electrical activity

through the bulk of the muscle affecting EMG and motor conduction studies. The VCPs of the bulk of the muscle are determined

by the presence of capacitive cellular membranes and conductive fluids and tissues in the extracellular space. Alterations in

the VCPs between the source and a distant recording electrode will exert strong frequency-dependent filtering effects on the

morphology (amplitude, latency and duration) of near- and far-field potentials (Kimura et al., 1986; Dumitru and King, 1991;

Stegeman et al., 1997). For example, biophysical models predict that an accumulation of electrical charge in the bulk of muscle

measured by the relative permittivity property would produce a net increase of motor unit potential’s amplitude and latency

recorded compared to healthy muscle. An increase in the conductivity property due to the accumulation of interstitial fluid with

high ionic strength would have the opposite effect and attenuate the motor unit potential’s amplitude (Supplementary Figure 3).

Due to the dependence of the conductivity and relative permittivity properties with frequency (Supplementary Figure 1), high

frequencies content is visible only when the recording electrodes are immediately adjacent to the nerve and muscle cells (i.e.,

the source of electrical activity), whereas low frequency events are attenuated less by the VCPs with distance and can propagate

over large distance of the extracellular media (Bédard et al., 2004). Secondly and unlike resistance and reactance values, the

VCPs values of muscle are universally standard on an absolute scale. They are also quantitative and objective electrical data

that can serve both as a longitudinal and as a diagnostic biomarker of muscle associated to alterations in muscle structure and

composition in diseased muscle (Figure 4) (Nagy et al., 2019).

6/12



Conclusions and future directions

Lord Kelvin once said “... when you can measure what you are speaking about, and express it in numbers, you know something

about it; but when you cannot express it in numbers, ... you have scarcely, in your thoughts, advanced to the stage of science,

whatever the matter may be” (Thomson, 1883). Despite all the studies made over the last two decades showing impedance

changes recorded with surface EIM in diverse diseases and changes with progression reviewed in (Rutkove and Sanchez,

2018), we still do not know how to “express with numbers” what surface EIM is supposed to measure. Subsequently, we

do not know whether those changes in measured surface impedance values were uniquely caused by changes occurring in

the underlying VCPs of muscle in those conditions or, if instead, they were the result of an interference from confounding

sources such as changes in the conductor volume, skin or subcutaneous fat tissues underneath the electrodes. In spite the

clinical progress applying surface EIM, the result today is a lack of scientific knowledge of VCPs of human muscle –i.e., the

actual electrophysiological properties of muscle altered by disease or injury–, including their dependence with frequency of

electrical current, sex, age, disease progression or therapy. While we have recently made the first inroads towards separating

subcutaneous fat from impedance data recorded with a surface EIM test (Kwon et al., 2019c), the advent of needle EIM will

allow one to measure today the VCPs of muscle in an analogous fashion to needle EMG (Kwon et al., 2017, 2018, 2019a).

New needle EIM technology has the potential to broaden our scientific understanding of alterations in the electrical

conduction properties of diseased muscle. The successful adoption of needle EIM technology in the electrodiagnostic laboratory

over the next years will require the use of clinically-approved systems capable to perform automated impedance and EMG

data acquisition. In parallel with the development of instruments, associated algorithms, and standardization of measurement

protocols, practitioners will need to get familiar with impedance, acquire new scientific knowledge and skills to perform a

needle EIM test properly and minimize sources of artifact. New needle EIM technology obtained has the prospect of opening an

entirely new realm of neuromuscular diagnostics beyond that possible with surface approaches and greatly enhancing already

existing standard clinical neurophysiology.
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Figure captions

Figure 1. Modeling analogy between (A) nerve conduction studies and (B) electrical impedance myography approaches. (A)

Illustration representing the modeling approach used in the nerve conduction velocity test. Solving the forward problem consists

of taking the equation of linear motion (i.e., the physical model) to predict the latency (i.e., the effect) given the conduction

velocity (i.e., the causal factor) and the distance between electrodes (i.e., experimental parameter). Solving the inverse problem

is backwards, namely to calculate the unknown conduction velocity given the observed latency and the distance between

electrodes. (B) The same modeling principles apply to electrical impedance myography, where the causal factors altered in

diseased muscle are the volume conduction properties (VCPs) of muscle –namely the conductivity and the relative permittivity

including their spatial dependence–, the observed effect is the impedance (resistance and reactance) and the distance between

electrodes is an experimental parameter. The VCPs are a non-measured property of muscle that might be indirectly arrived by

from impedance recordings with electrodes at different points.

Figure 2. (A) Rendering of a cell for calculating ex vivo volume conduction properties from an excised slab of muscle. The

conduction properties of muscle are calculated from impedance measurements in longitudinal and transverse directions by

placing the slab with the main orientation of the myofibers (B) parallel and (C) perpendicular to the flow of electrical current,

respectively.

Figure 3. Picture of a prototype 26G impedance-electromyography (iEMG) needle developed for testing of the technology in

pre-clinical studies. The iEMG needle includes E1 and E2 electrodes for EMG measurement and four additional dedicated

current and voltages electrodes (HCUR, LCUR, HPOT and LPOT) for EIM measurement.

Figure 4. Example of the electrical conductivity measured for various murine models of neuromuscular disorders with disease

progression. Multi-frequency data from 10 kHz to 1 MHz including the relative permittivity property is freely available online

(Nagy et al., 2019).

Supplementary Figure 1. Idealized drawing showing the electrical relaxations of skeletal muscle expressed in terms of the

volume conduction properties (VCPs) –i.e., conductivity and relative permittivity– across the entire frequency spectrum. Muscle

has also a different pair of conductivity and relative permittivity curves in the transverse direction perpendicular to the main

direction of the myofibers. The α-dispersion (mHz to kHz) is determined by intracellular structures (e.g., sarcotubular system),

active cell membrane effects and gated channels. The β -dispersion (Hz to 100 MHz) relates to the Maxwell-Wagner interfacial

polarization effect of the myofiber cellular membrane, passive cell membrane capacitance, intracellular organelle membranes

and protein molecule response. Finally, the γ-dispersion (0.1 to 100 GHz) reflects dipolar mechanisms in polar media such as
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water, salts and proteins (Grimnes and Martinsen, 2014). Alterations in these structures change the VCP values in diseased

muscle (Nagy et al., 2019). The conductivity increases and permittivity falls monotonically with frequency for all tissues. In

electrical impedance myography, the multi-frequency resistance data does not directly measure the difficulty of passing an

electrical current through a muscle. In the same way, the multi-frequency reactance does not directly measure of the charge

storage within the muscle. These physical properties are uniquely and directly measured by the conductivity and the relative

permittivity.

Supplementary Figure 2. Simulation example using the finite element method to illustrate the major effect of conductor

volume on a surface electrical impedance myography (EIM) measurement. Two muscles are considered as ellipsoidal (left) and

cylindrical (right) volume conductors. The effect of other tissues such as skin or subcutaneous fat is omitted on purpose to

only evaluate the effect of the different finite-shape of the muscle conductor volumes. On both cases, the volume conduction

properties (VCPs) of muscle and the position of the current (red) and voltage (blue) electrodes are exactly the same. The

simulated impedance data obtained are 10% different albeit both muscles were simulated with the same exact VCP values and

electrodes position. In a much simpler scenario than a real surface EIM measurement, the interaction of VCPs and conductor

volume effects producing the surface EIM data is unclear and the supporting scientific premise of the surface EIM is not fulfilled

–i.e., the difference between impedance data is not caused by changes in the internal composition and structure of muscle

affecting its VCPs–. Note also that a repeatable surface EIM measurement affected by the finite-shape of the muscle does not

guarantee that the surface impedance data is useful at measuring the VCPs of muscle. Take this simulation for example: the

simulated impedance data of these two muscles are essentially different even considering a surface EIM simulation with perfect

reproducibility and no experimental errors.

Supplementary Figure 3. Example of conduction effects determined by the volume conduction properties of the bulk

of diseased muscle on a recorded near-field extracellular muscle potential. The muscle fiber is surrounded by extracellular

inhomogeneities illustrated with pockets of fatty infiltration. In the figure, the structures forming the insterstitium produce

a net decrease of the extracellular conductivity and increase the relative permittivity of muscle. Then, the primary electric

field created by the propagation of a muscle unit potential (MUP) through the muscle fiber generates a spatial fluctuation of

positive (in red) and negative (in blue) electrical charges which are accumulated in the structures present in the surrounding

microenvironment. These “obstacles” store electrical charge themselves and create electric dipoles that, in turn, generate their

own (secondary) electric field. A constructive interaction between primary and secondary electric fields will increase the MUP’s

amplitude and latency recorded compared to that recorded in healthy muscle with no fatty infiltration. A contrary example is

with increased muscle conductivity due to the accumulation of fluid with high ionic strength such as interstitial edema after

traumatic muscle injury. Highly conductive pathways create electrical shortcuts in the medium that will attenuate the MUP’s

amplitude leaving the latency unaffected.
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