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Importance of intra-operative neurophysiological monitoring during position change

in spine surgery
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ABSTRACT

Intra-operative neurophysiological monitoring is well known modality to prevent post-operative neurological damage. Because of the anatomical
characteristics, there are much of chance to have the damage during the spine surgery. This case is to show the importance of checking
baseline state of somatosensory evoked potentials (SSEP) and motor evoked potential (MEP) before the positioning of patient. Sixty-nine
years old male patient with infectious spondylitis was planned for posterior thoracic interbody fusion surgery due to compressive myelopathy
in T7-8 area. Right after starting the intra-operative neurophysiological monitoring of patient, SSEP and MEP signals were not visible on
both lower extremities. After changing back to prone position, these potentials were unstably recovered. This shows the possibility of damaging
spinal cord during patient positioning, and importance of close monitoring of neurophysiological monitoring before and during position change.
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Fig. 1. First surgery SSEP and MEP signal of the patient with prone position (A) and changed into supine position (B). (A) Both SSEP
and MEP signal were not visible on lower extremities from the beginning of monitoring. (B) Both SSEP and MEP signals on lower
extremities were recovered after turning back to supine position and waiting. SSEP had little reproducibility but MEP had unstable
waveform. MEP: motor evoked potential; SSEP: somatosensory evoked potential.

Fig. 2. Spine MRI imaging of the patient before (A) and after (B) the first surgery. There was bone destruction on T7-8 level vertebral
body with paravertebral abscess. Associated compressive myelopathy was shown with mild enhancement, but there was no significant
cord signal change between two study. MRI: magnetic resonance imaging.
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Fig. 3. Second surgery SSEP and MEP signal of patient. MEP signal was not visible from the beginning of operation and SSEP showed
no significant change throughout the operation. SSEP: somatosensory evoked potential; MEP: motor evoked potential.
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