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Cases of Intraoperative Neuromonitoring

Byung-Euk Joo, MD, PhD

Department of Neurology, llsan Myongji hospital, Seonam University School of Medicine, Goyang, Korea

Many types of surgeries involve the risk of injury to the central or peripheral nervous system. This includes not only many types of
neurosurgical, but also orthopedic, ENT (ear, nose, and throat), vascular, cardiothoracic and other types of surgeries. Intraoperative
neuromonitoring (INM) is performed during these surgical procedures and can help reduce the morbidity associated with them.
Somatosensory, motor, and brainstem auditory evoked potentials (SEP, MEP, BAEP), electroencephalography (EEG) and nerve con-
duction studies (NCS), and electromyography (EMG) are used alone or in combination, depending on the part of the nervous system
at risk. When two or more modalities are used, the monitoring is referred to multimodality INM. Many of the same principles that ap-
ply to interpretation of the clinical modality also apply to the interpretation of INM. There is one major difference. Whereas clinical
studies are compared with normative data to determine whether an abnormality is present, in INM data are compared with what
was obtained at baseline to determine whether a change has occurred.
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