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Abstract

Background: Few studies in the literature discuss operative positioning for lumbar
surgery precipitating acute cauda equina syndromes (CES).

Case Description: A 56-year-old male with a large L2-3-disc herniation was placed
prone on a Jackson table. He immediately lost all motor and sensory evoked
potentials. Signals returned to the baseline when surgery was aborted, and he
was returned to the supine position. However, potentials were again lost when
he was repositioned prone, following which the surgeons proceeded with surgical
decompression with a good outcome.

Conclusion: This case highlights the risk for patients with large acute lumbar
disc herniation/stenosis and CES undergoing prone positioning for lumbar
decompression. Here, despite the secondary loss of both sensory and motor
evoked potentials, the patient successfully underwent lumbar decompressive
surgery/discectomy performed on a Jackson table, resulting in full postoperative
neurological recovery.

Key Words: Acute cauda equina syndrome, lumbar disc, motor evoked potentials,
positional, somatosensory evoked potentials, stenosis

Access this article online

Website:
www.surgicalneurologyint.com

DOI:
10.4103/sni.sni_482_17

Quick Response Code:

INTRODUCTION

When patients with severe lumbar stenosis/acute
lumbar disc herniation are placed prone for spinal
surgery, they rarely exhibit acute loss of both sensory/
motor evoked potentials  (SEP/MEP).  Here, we
present a patient who twice exhibited the complete
and immediate loss of SEP/MEP when placed prone
on a Jackson table for excision of a large L2-L3-disc
herniation with stenosis.’*  Proceeding secondarily
with lumbar decompression for the acute cauda equina
syndrome (CES), despite loss of potentials, resulted in
the patient’s full recovery.P
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CASE HISTORY

A 56-year-old obese male presented with 7 days of
low back pain radiating down both lower extremities
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Figure |: MRI lumbar spine
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accompanied by a foot  drop.
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demonstrated a large L2-3 central disc herniation/

right
lumbar resonance imaging
stenosis resulting in marked thecal sac/nerve root
compression [Figure 1]. When placed prone on a
Jackson table, the preoperative SEP/MEP baselines
completely  lost 2-5].

immediately returned when he was returned to the

were [Figures Potentials
supine position. When repositioned prone, although
signals were again lost, the surgeons proceeded with
an emergent L2-L1.3 laminectomy/discectomy; by the
end of the procedure, the signals returned to the
baseline bilaterally [Iigures 6 and 7]. Postoperatively,

the patient fully recovered.
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Figure 2: Baseline sensory evoked potentials
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Figure 3: Baseline motor evoked potentials
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Figure 4: Post-flip sensory evoked potentials

Left MEPs after flip (top half):

- Hand remained stable (control)

- Abduc hallucis (AH) and Tib anterior (TA) became reduced.
- Adduct magnus (Add) and Quad became absent

- After flip back, left MEPs returned

Right MEPs after flip (bottom half):

- Hand remained stable (control)

- Adduct magnus, Quad, TA, Abd Hal became absent

- After flip back, right MEPs did not return (remained absent)
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Figure 5: Post-flip motor evoked potentials

DISCUSSION

Intraoperative neurophysiologic monitoring is useful
in predicting neurologic compromise in patients with
significant compressive spinal pathologics.l®”! Here, it
was useful in a patient exhibiting a massive L2-3-disc
herniation with stenosis resulting in CES !

Although SEP/MEPs were lost both times the patient was
placed prone on the Jackson table prior to surgery, the
second time it was elected to proceed with an immediate
decompression. Potentials likely dropped due to prone
positioning on the Jackson table — the position probably

acutely increased the lumbar lordosis, exacerbated the
stenosis, and increased the epidural pressure.” In the
future, one should consider placing such patients on a
Wilson frame that offers a less lordotic posture. In these
situations, necurophysiologic monitoring (SEP/MEP)
can alert the surgeon of impending neurological injury
warranting urgent decompression.
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Figure 6: Post-operative sensory evoked potentials
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Figure 7: Post-operative motor evoked potentials
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