» J Intraoper Neurophysiol. 2023;5(1):12-16
https://doi.org/10.33523/j0in.2023.5.1.12 pISSN: 2671-6097, elSSN: 2671-6100

Case Report
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Nervous system monitoring in the positioning process of cervical myelopathy
surgery: a case report
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ABSTRACT

Intraoperative neurophysiological monitoring (IONM) can help prevent permanent neurological damage during cervical myelopathy surgery.
However, injuries can occur during positioning before surgery. A 61-year-old man had symptoms of hypoesthesia and motor weakness due
to cervical ossification of the posterior longitudinal ligament compressing the spinal cord. The surgery involved anterior cervical corpectomy
decompression and fusion with IONM. Preoperative motor evoked potential (MEP) and somatosensory evoked potential (SSEP) studies were
performed, revealing delays in MEP and SSEP latency. On the day of surgery, the patient’s MEP waveforms were not evoked after positioning,
indicating the possibility of cord injury. The surgeon immediately adjusted the patient’s position, and MEP signals were restored. Postopera-
tively, the patient had a sensory disturbance in the right upper limb but regained strength and improved hypoesthesia. IONM, including
preoperative studies and positioning, is crucial during cervical myelopathy surgery.
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Nervous system monitoring in the positioning process
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Fig. 1. Preoperative T2 weighted magnetic resonance imaging sagittal (A), axial (B) and computed tomography sagittal (C), axial (D)
images of cervical spine. Image showing focal ossification of the posterior longitudinal ligament at C6-7, markedly compressing spinal

cord.
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Fig. 2. Baseline MEP of both ADM, TA, and AH muscle at the start of the surgery and prior to neck positioning. MEP: motor evoked
potentials; ADM: abductor digiti minimi; TA: tibialis anterior; AH: abductor halluces.
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Fig. 3. During the operation, intraoperative MEP signals were recorded. After neck positioning, we observed a decline in the MEP
amplitude of the left ADM, TA, and AH muscle. The surgeon adjusted the patient’s positioning (asterisk). The MEP of the most
muscles showed low amplitude compared to baseline (blue arrow). The MEP of the left ADM, TA, and AH muscle showed signs
of recovery, but the amplitude of the signals remained relatively low (red arrow). MEP: motor evoked potentials; Lt.: left; ADM:
abductor digiti minimi; Rt.: right; TA: tibialis anterior; AH: abductor halluces.
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Fig. 4. During the operation, intraoperative SEP signals were recorded. The amplitudes and latency of sensory-evoked potentials,
except for the left upper limb, were maintained without significant amplitude reduction or latency delay compared to the baseline
state (bold line). However, in the left upper limb, there was a 30% decrease in amplitude and a 5% delay in latency. SEP:

somatosensory evoked potential.
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