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Abstract 1 

Objective: To evaluate the potential use of time-frequency analysis and it reliability in 2 

intra-operative somatosensory evoked potential (SEP) monitoring. 3 

Methods: One hundred and ninety one patients undergoing thoracic and/or lumbar spinal 4 

surgery were studied retrospectively. SEP signals were recorded during different stages of surgery. 5 

Averaged SEP was analyzed by short time Fourier transform (STFT). The main peak in the 6 

time-frequency interpretation of SEP was measured in peak power, peak time and peak frequency. 7 

The variability of these parameters was compared with that of amplitude and latency during 8 

different stages of surgery. The reliability of these parameters was also compared on true positive 9 

and false positive cases. 10 

Results: During different surgical stages for the posterior tibial nerve SEP, the intra-subject 11 

variability of peak power was found to be more stable than that of amplitude, while the 12 

intra-subject variability of peak time did not show any difference with that of latency. The peak 13 

frequency presented stable during surgery. Moreover, the true positive SEP case showed that 14 

peak power may detect the potential injury earlier than amplitude does. The false positive 15 

outcomes could be reduced by the proposed method. 16 

Conclusions: The SEP peak component was found stable and reliable during the different stages 17 

of surgery. For clinical application purpose, time-frequency analysis was suggested to be an 18 

additional monitoring method besides the conventional amplitude/latency measurement, since it 19 

provided a more reproducible and prompt response to the potential injury in intra-operative SEP 20 

monitoring.  21 

 22 
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 3 

Introduction 1 

Intrao-perative spinal cord monitoring assesses the functional integrity on the spinal cord for 2 

early detection of potential injury, allowing immediate surgical maneuvers before injury becomes 3 

irreversible (Hongxuan, et al., 2006, Nash, et al., 1974, Nuwer, 1999). Multi-modality monitoring, 4 

the widely used technique in clinical practice, has been considered as a reliable intra-operative 5 

spinal cord monitoring technique (DiCindio, et al., 2003, Eggspuehler, et al., 2007, Quraishi, et al., 6 

2009). In multi-modality monitoring, somatosensory evoked potential (SEP) and motor evoked 7 

potential (MEP) are applied to look at sensory pathways and motor pathways, respectively. 8 

Although MEP correlates better with motor function (Sloan, et al., 2008), SEP is irreplaceable in 9 

the monitoring (DiCindio, et al., 2003, Eggspuehler, et al., 2007, Quraishi, et al., 2009). It not only 10 

assesses spinal cord sensory tracts directly but indirectly provides information about motor tracts 11 

(Deletis and Sala, 2008, Devlin and Schwartz, 2007).  12 

 13 

In comparison with high signal-to-noise ratio (SNR) and rapid response of MEP signals, SEP, 14 

however, requires usually multiple stimulations and signal averaging due to its lower SNR (Sloan, 15 

et al., 2008). Despite of improvement of SNR by averaging, SEP peaks which directly reflect the 16 

potential injury may not be easily identified in a strong noise background. The current method of 17 

identification of SEP peaks which is based on latency and amplitude measurement seems not to 18 

meet the requirement of reliable monitoring, since the signal variability caused by noises would 19 

depress monitoring reliability (Braun, et al., 1996, Hu, et al., 2003).  20 

 21 

To increase the reliability of monitoring, frequency analysis was proposed as a good indicator of 22 

spinal cord injury (Braun, et al., 1996, Hu, et al., 2003, Thakor, et al., 1993). Rossini et al (1981) 23 

reported that the peaks in EP waveform were stable with frequency analysis and concluded that 24 

they might be clinically useful (Noss, et al., 1996). But frequency analysis may not provide the 25 

temporal information on SEP peaks as latency and amplitude offer. Therefore, parameters based 26 

on both time and frequency domain might imply more SEP information which is associated with 27 

the functional status of the spinal cord and could further increase the reliability of intra-operative 28 

monitoring.  29 
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 1 

Time-frequency analysis (TFA) allows the study of SEP signals in the combination of time and 2 

frequency domain, which can provide both temporal and spectral information. Although it has 3 

been proposed for SEP monitoring (Braun, et al., 1996, Hu, et al., 2003), the parameters 4 

comparison between time domain and time-frequency domain are only based on a few subjects. 5 

For the clinical application of TFA in monitoring, parameters performance in the case of injury is 6 

much concerned. An accurate and prompt response to the injury of parameters is crucial for 7 

minimizing the iatrogenic risks during surgery. Moreover, a larger scale clinical data may be 8 

required for validating this technique in clinic.  9 

 10 

This retrospective study, therefore, evaluated the potential use of TFA in monitoring, aiming to 11 

improve the reliability of spinal cord monitoring. Parameters were retrospectively compared for 12 

intra-operative spinal cord monitoring in the time-frequency domain with those in the time 13 

domain on 191 patients underwent spinal surgery, including 2 true positive cases and 6 false 14 

positive cases. This knowledge would be also helpful to understand the nature of SEP signals in 15 

time-frequency domain and evaluate the potential use of TFA to intra-operative SEP monitoring. 16 
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 5 

Methods 1 

One hundred and ninety one patients undergoing thoracic and/or lumbar spinal surgery (149 2 

female and 42 male) were included in this study. None of the patients had any neurological deficit 3 

before the surgery. Their ages ranged from 7 to 79 years (mean 17.4 years). Among these patients, 4 

two patients presented true positive SEP warnings and 6 presented false positive SEP warnings 5 

during surgery.  6 

 7 

All patients received general anesthesia, induced by thiopentone (thiopental) (0.4 mg/kg) or 8 

fentanyl (1-2 μg/kg). Isoflurane (0.5 -0.8%) and nitrous oxide/oxygen (typically 60:40%) were used 9 

to maintain the anesthesia, and the concentration of the anesthetics is adjustable subject to the 10 

signal quality of SEP. This anesthesia protocol was performed in our centre for over 10 years with 11 

good successful for SEP monitoring.  12 

 13 

To elicit SEP, a pair of stimulating electrodes was applied over both sides of posterior tibial nerve 14 

at ankle. Electrical pulse stimulation was adopted with a constant current, which is adequate to 15 

produce a consistent but adequate muscle twitch, in the range from 10-30 mA, a frequency 16 

between 5.1-5.7 Hz and a duration of 0.3 ms. The stimulation intensity was gradually increased 17 

until the largest response was recorded from scalp. Needle electrodes were used for data 18 

collection. SEP signals were recorded over Cz’ (2cm posterior to Cz of 10-20 system) and Cv (on 19 

the cervical spine over the C2 process) versus Fz (Nuwer, 1999). In the case of a relatively low 20 

amplitude when recording cortical SEP, the recording site was selected the optimal one from 21 

three cortical channels near Cz’ in order to get a robust peak. 22 

 23 

All signals were recorded with a sampling rate of 5 kHz for each recording channel by an 24 

intra-operative spinal cord monitoring system (Nicolet Viking IV, Nicolet Biomedical, Madison, 25 

Wisconsin, USA), with noise reduction achieved using 20-2000 Hz bandpass filter and automatic 26 

artifact rejection. The sweeping time of SEP recording was 100 ms. Consecutive averaging was 27 

employed, with 100 times averaging. The SEP signals processed following the above-mentioned 28 

procedures were then analyzed retrospectively using Matlab (Version 7.4, MathWorks, Natick, 29 

 1 
 2 
 3 
 4 
 5 
 6 
 7 
 8 
 9 
10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 
21 
22 
23 
24 
25 
26 
27 
28 
29 
30 
31 
32 
33 
34 
35 
36 
37 
38 
39 
40 
41 
42 
43 
44 
45 
46 
47 
48 
49 
50 
51 
52 
53 
54 
55 
56 
57 
58 
59 
60 
61 
62 
63 
64 
65 



 6 

Massachusetts, USA).  1 

 2 

To minimize the interference of surgical maneuvers to the intra-subject variability, the surgery 3 

was divided into five stages (Luk, et al., 1999). Stage 1: the period of the patient had been 4 

anaesthetized and positioned on the operation table before surgery; stage 2: exposure of spine; 5 

stage 3: instrumentation such as hooks, wires or screws was loaded; stage 4: deformity was 6 

corrected by rod rotation, compression, distraction, or tightening of sublaminar wires; stage 5: 7 

wound close.  8 

 9 

A previous study(Hu, et al., 2003) by comparison of TFA methods recommend that short time 10 

Fourier transform (STFT) is the optimal TFA algorithm for SEP signals. And this method has been 11 

well established by our team (Hu, et al., 2003, Hu, et al., 2001). The STFT spectrogram for an SEP 12 

signal s(t) is defined by the following equation: 13 

1
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    14 

where w(n) is the window function, Δt denotes the time sampling interval, and N is the block 15 

length of the window function. In this study, a 20 milliseconds Hanning window was employed 16 

according to previous study (Hu, et al., 2003, Hu, et al., 2001). 17 

 18 

For each averaged SEP signal, the amplitude and latency were measured in the time domain and 19 

parameters in time-frequency domain, peak time, peak frequency and peak power of the energy 20 

peak in the time-frequency distribution were also computed. To compare the variability of these 21 

parameters, coefficient of variation (CV) which defined as the ratio in percentage of deviation to 22 

the mean value was calculated. 23 

 24 

The current warning criteria for abnormal SEP is 10% prolongation of latency or/and 50% 25 

decrease of amplitude (Grundy, 1982). Although TFA was used in intra-operative SEP monitoring, 26 

no golden standard criteria have been established. In a previous study (Hu, et al., 2003), it was 27 

recommend that a 50% decrease in peak power, or a 10% increase in peak time could be 28 

considered as the criterion for intra-operative SEP monitoring. Besides, the statistical range of 29 
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peak frequency was calculated from the normal SEP data. The results presented that the range of 1 

37-79Hz for cortical SEP and 67-111Hz for sub-cortical SEP would be a criterion of peak frequency. 2 

In this study, we used 50% decrease in peak power, or a 10% increase in peak time as criteria for 3 

abnormal SEP. The percentage change was calculated from peak power/ peak time measures with 4 

respect to the individual baseline SEP which was recorded after surgical incision but before any 5 

spine invasion. 6 
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 8 

Results 1 

Figure 1 shows an example of TFA of SEP. In the figure, the parameters both in the time domain 2 

(amplitude and latency) and in the time-frequency domain (peak time, peak power and peak 3 

frequency) are calculated automatically after manually selecting the waveform peak and valley. 4 

The time-frequency distribution of SEP is presented as a two dimensional plot, and the intensity 5 

of the time-frequency relation is relative color. Beneath time-frequency plot, the time domain 6 

waveform of the SEP is shown.  7 

 8 

Both cortical SEP (Cz’-Fz) and subcortical SEP (Cv-Fz) were recorded for all subjects. All the 191 9 

patients, sub-cortical SEP is interpretable, however 176 out of 191 patients can record cortical 10 

SEP only (SEP waveform cannot be identified by the neurophysiologist). By the amplitude and 11 

latency measurement criteria, 2 true positive cases and 6 false positive cases were presented out 12 

of 191 cases. Table 1 compares the mean values of intra-subject coefficient of variation (CV) of 13 

the five parameters for SEP monitoring. The intra-subject variability of amplitude is significantly 14 

larger than that of peak power (p<0.01 by t test). Between latency intra-subject variability and 15 

those of peak time, however, it is not found significant difference (p>0.05 by t test). This means 16 

peak power is less variable within subject than amplitude, and peak time and latency presents 17 

equivalent intra-subject variability for intra-operative monitoring. 18 

 19 

Table 2 compares the inter-subject variability of SEP parameters in different surgical stages for 20 

monitoring. The inter-subject variability of latency, peak time and peak frequency does not 21 

present any significant differences (p>0.05 by ANOVA), whereas those of SEP amplitudes and 22 

peak power do (p<0.01 by ANOVA). Both peak power and amplitude show big inter-subject 23 

variability whereas those of the other parameters are relative small. This implies that the normal 24 

statistical ranges of latency, peak time and peak frequency are more useful than those of 25 

amplitude and peak power. Therefore, in Table 3, the central values and 3σ ranges of peak time 26 

and peak frequency of normal SEP signals are presented as well in this study.  27 

 28 

There were two patients with true positive outcomes during surgery. Patient 1 (79-year-old 29 
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 9 

female) was diagnosed as osteoporotic fracture of T12 and L4-5 bilateral recess stenosis. The 1 

operation was planned to offer the patient reduction osteotomy for the fracture T12 and then 2 

posterior decompression for the L4-5 stenosis. During surgery, SEP was monitored by 3 

conventional amplitude/latency measurement. SEP signals showed normal before ostectomy. 4 

During ostectomy, SEP was found to drop up to 60%, and disappear in bilateral recordings 5 

afterward. Subsequent wake up test was carried out and the patient was unable to move her 6 

lower limbs. Post-operation MRI showed an edema of the cord at T12. She had received 6-month 7 

physiotherapy after surgery and got gradually recovery afterward. At 6 month follow up after 8 

surgery, she was moveable and only got numbness over both feet which was residual since the 9 

surgery. This situation kept plateau after 6 months follow-up. During retrospective study, TFA was 10 

performed on the whole series of SEP signals retrospectively. Figure 2 shows the TFA diagrams of 11 

cortical SEP before and after the abnormal warning. During the whole surgery, the 12 

amplitude/peak power changes in percentage were presented in Figure 3 (a), while Figure 3 (b) 13 

showed the qualitative monitoring indication during the surgery. During the surgery, abnormal 14 

amplitude presented at 174 minutes after incision (open red arrow). Based on our practical 15 

protocol, continue SEP monitoring was performed to confirm the abnormality to avoid false 16 

positive warning was performed as soon as the abnormal SEP measured. However, SEP signals 17 

were very variable afterward so that the abnormality in amplitude was finally verified at 232 18 

minutes (solid red arrow in Figure 3b). The retrospective TFA was applied to this series of SEP 19 

signals. Abnormality of TFA was found at 149 minutes (solid black arrow in Figure 3b) and verified 20 

at 174 minutes (open red arrow in Figure 3b). This indicates that TFA of SEP is more sensitive to 21 

injury of spinal cord for intra-operative monitoring than amplitude/latency analysis. The first 22 

abnormal TFA was found at 149 minutes, which was only one monitoring point earlier than the 23 

show point of abnormal amplitude. Reviewing the period between 149 to 174 minutes, SEP 24 

monitoring was not consecutive because of MEP detection in this interval, while MEP remained 25 

normal. For this case, multi-modality monitoring (SEP+MEP) was performed. If the abnormal TFA 26 

were found in 174 minutes (the same point as abnormal amplitude), it should have been verified 27 

in the sequent test immediately, which much earlier than the verification point of abnormal 28 

amplitude (232 minutes). It suggests the use of TFA provide a more consistent monitoring 29 

outcome than latency/amplitude measurement.  30 
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 1 

Patient 2 (59-year-old female) had thoracic spinal cord compression. The operation was spinal 2 

cord decompression from T1 to T4. During decompression, SEP was found to drop and gradually 3 

disappeared. Retrospective TFA of SEP showed abnormal as the same finding in time domain 4 

measurement. Immediately after surgery, she was complete paraplegia of both legs. Fortunately, 5 

the motor function of this lady got improvement after 12 weeks post-operative physiotherapy, 6 

and presented further recovery 3 months later. The muscle power returned to 3+ on left leg and 3 7 

on the right leg, in comparing with 5 scores before surgery.  8 

 9 

For these two cases, Table 4 shows a comparison of parameters both in time and time-frequency 10 

domain before and after the abnormal warnings, and the difference was also presented in this 11 

table. Although the conventional amplitude/latency measurement could detect the SEP 12 

abnormality during both the surgeries, TFA seems more sensitive, since the peak power decrease 13 

and peak time prolongation are earlier detected and higher than those of amplitude and latency.  14 

 15 

With respect to the 6 cases with false positive outcomes by amplitude/latency measurement, 16 

Table 5 gives a comparison of parameters between time and time-frequency domain before and 17 

after the abnormal warnings. Comparing with conventional amplitude/latency measurement, the 18 

use of TFA based monitoring could exclude 2 false positive cases.   19 

 20 

By comparing the proposed TFA technique with conventional amplitude/latency measurement, 21 

the sensitivity by TFA is 100% versus 100% that by amplitude/latency measurement, whereas the 22 

specificity by TFA is 97.9% versus 96.8% that by amplitude and latency measure.                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                              23 

24 
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Discussion 1 

In clinical practice, intra-operative SEP monitoring measures the parameters in time domain only, 2 

amplitude and latency in the initial response peak (Hu, et al., 2003, Hu, et al., 2001). SEP 3 

waveforms however are usually polyphasic because of different activation and conduction 4 

velocities of the spinal cord (el-Negamy and Sedgwick, 1978). Some low frequency noises may 5 

result in apparent reduction or increase in amplitude. In addition, the noises from a variety of 6 

sources make it not easy to identify SEP peaks even with averaging signal enhancement (Noss, et 7 

al., 1996), although this may be partly overcome by the techniques, such as averaging an 8 

adequate number of trials, having several scalp recording channels available, varying the filters 9 

and stimulation rate, in order to increase the signal quality. Therefore, false outcomes would be 10 

probably caused when only temporal parameters employed.  11 

 12 

TFA enables both temporal and spectral characteristics of SEP signals. Thus, the clinical evaluation 13 

of TFA in intra-operative monitoring was investigated to improve the reliability of spinal cord 14 

monitoring in this study. Parameters were retrospectively compared for intra-operative spinal 15 

cord monitoring in the time-frequency domain with those in the time domain on patients 16 

underwent spinal surgery. By TFA, the SEP peak component was found more sensitive to injury 17 

compared with conventional amplitude-latency measurement and stable during the different 18 

stages of surgery. For clinical application purpose, TFA was suggested to be an additional 19 

monitoring method besides the traditional one in SEP monitoring.  20 

 21 

Stability Evaluation of TFA 22 

TFA which offers both temporal and spectral parameters is recommended in this study for 23 

intra-operative SEP monitoring. To compare with amplitude, peak power shows a significant 24 

intra-subject stability for the both patient groups. This is consistent with our previous study (Hu, 25 

et al., 2003) in which only 34 scoliosis patients was included. For clinical application of TFA in this 26 

study, it was found that peak power presented less intra-subject variability than amplitude. This 27 

indicates that peak power may be a better parameter for SEP monitoring than amplitude. In 28 

addition, the results show that SEP time-frequency component is stable. The ranges of peak time 29 
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 12 

and peak frequency are 29-55ms and 37-79Hz for cortical SEP, and 21-39ms and 67-111Hz for 1 

subcortical SEP. 2 

 3 

Although the inter-subject variability tends to be less concerned in monitoring than intra-subject 4 

variability (Lubicky, et al., 1989), it merits attention in the comparison study, comparing the 5 

parameter performances between the time domain and the time-frequency domain. Regarding 6 

the inter-subject variability, it was reported to be 12.9% for latency and 87% for amplitude 7 

(Lubicky, et al., 1989). This is consistent with our findings. These values tended to be high 8 

because of the wide range of patients included with regard to age, stature, and condition. About 9 

intra- subject variability, Kalkman et al. found the amplitude variability is about 25%, while in our 10 

study, it is about 20%. The main reason caused this difference is that we used needle electrodes 11 

for recording while Kalkman used surface electrodes which may cause a higher variation. Other 12 

factors may also cause this kind of variation. The intra-subject variability was reported to be a 13 

function of preoperative diagnosis, neuromuscular status, age, and procedural factors (Kalkman, 14 

et al., 1991). Besides, anesthesia and technical parameters such as digital filtering, electrode 15 

placement and stimulus rates can affect the intra-subject variability (Chen, et al., 2004, Kalkman, 16 

et al., 1991, Lubicky, et al., 1989).  17 

 18 

Reliability Evaluation of TFA 19 

When a parameter is used for intra-operative SEP monitoring, it should be not only stable during 20 

surgery, but also sensitive in the case of injury. The study which compared TFA with time domain 21 

measurement on SEP was conducted by Hu et al. (2001). Twenty rats were inserted screws to the 22 

thoracic spine, simulating the spinal cord compression. It was reported that, with 30% spinal cord 23 

compression, TFA monitoring represented a sensitivity of 100%, while that by time domain 24 

measurement was 85%. When spinal cord injury occurs, it is suggested that TFA provided an 25 

earlier and more sensitive indication of injury than time domain monitoring. These results are 26 

consistent with our finding on human beings. In our study, there were two true positive abnormal 27 

SEP warning cases. By comparing the temporal and time-frequency parameters as Table 4 shows, 28 

time-frequency parameters are more sensitive to the potential risk than those in time domain. 29 

Particularly for the case 1, peak power indicated the injury earlier than amplitude. This means 30 
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 13 

some corresponding surgical maneuvers could be performed earlier before injury becomes 1 

irreversible. Moreover, the cases with false positive warnings which result in surgical interruption 2 

and uncertainties were compared between the TFA and the conventional amplitude/latency 3 

measurement. It was found that TFA could reduce the false positive warnings in intra-operative 4 

SEP monitoring. In this study, TFA therefore presented to be superior to amplitude and latency 5 

measurement in improving the reliability of SE monitoring. 6 

TFA Parameters in SEP monitoring  7 

Using TFA, there are three parameters, peak power, peak time and peak frequency. By identifying 8 

the SEP peak in time-frequency domain, they could be calculated automatically. Peak power is 9 

the energy of SEP waveforms and in theory it is corresponding to the time domain parameter of 10 

amplitude, but more stable and sensitive than amplitude. Similarly, peak time is corresponding to 11 

latency. In this study, peak power shows a significant stability than amplitude, whereas there is 12 

not a significant difference between peak time and latency during a surgery. This indicates 13 

time-frequency could be more useful for SEP monitoring and may perform better. Peak frequency 14 

is another parameter which reflects nervous activity generated by large populations of neurons 15 

along a certain pathways, and synchronously active within a limited time period of neurons is, 16 

therefore, corresponding to a certain frequency (Geva, et al., 1997). It was reported that SEP 17 

signals consisted of definite power spectra components which are located around a stable center 18 

frequency (Hu, et al., 2001). In this study, peak frequency was found to center at 53.6Hz for 19 

cortical SEP and 81.8Hz for subcortical SEP. This information may be helpful in understand the 20 

time-frequency property of SEP signals. 21 

 22 

Amplitude and latency used in SEP monitoring are believed to be mainly associated with 23 

dysfunction of different parts of spinal cord. It was reported that pure grey-matter ischemia 24 

causes distortion of SEP waveform without any latency changes, whereas white-matter ischemia 25 

usually first causes a latency increase (Cruccu, et al., 2008). Therefore, peak power may be a 26 

better parameter reflecting distortion rather than amplitude, since amplitude is too sensitive to 27 

instantaneous big noises. Peak power is however not sensitive to such noises. Therefore, the false 28 

outcomes may be decreased by using peak power for monitoring spinal cord dysfunction such as 29 

grey-matter ischemia. Moreover, the SEP is polypeak sometimes, and each peak may be 30 
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associated with neural activity of the spinal cord. Amplitude measures only the main peak, while 1 

peak power measures the energy of all subpeaks in addition to the main peak. This may explain 2 

why peak power is more stable than amplitude during a surgery. 3 

 4 

Anesthesia and Other Concerns  5 

The anesthetic issues are not the factor of enhancing time-frequency parameters’ performances 6 

in IOM. It has been reported that most anesthetics depress evoked response amplitude and 7 

increase latency (Sloan and Heyer, 2002). In this study, isoflurane (0.5-0.8%) and 60% nitrous 8 

oxide (subject to signal quality) were used for anesthesia. Although it increases the latency and 9 

decreases the amplitude of N20 of cortical SEP, this anesthetic protocol is considered suitable for 10 

SEP monitoring. Moreover, the cortical SEP showed more variable than sub-cortical SEP, because 11 

SEP responses generated in cortical structures are easily affected by anesthetic agents (Sloan and 12 

Heyer, 2002). It should be noted that time-frequency parameters of SEP are more stable not 13 

because anesthetic agents affects temporal parameters only, on the contrary, they affects the 14 

time-frequency parameters in the same way (Otto, 2008). Thus, both temporal and spectral 15 

parameters affects by the anesthetic agents. 16 

 17 

There are 15 patients whose subcortical SEPs are not interpretable. This may be mainly caused by 18 

electromyogram (EMG) activity. It was reported that SEPs could be severely interfered in some 19 

patients because they present a shivering type of muscular activity (Perot, et al., 1983). And EMG 20 

activity could be particularly significant during light anesthesia (Liu, et al., 2005). The EMG activity, 21 

therefore, may fail the SEP more possible from cervical than that from cortical.  22 

 23 

All SEP recordings for time frequency analysis in this study were collected according to our 24 

regular protocol. Regarding to the number of trials, we routinely used 100 trials for averaging. But 25 

it actually depended on the SNR of single trial recording. In case of poor signal quality of SEP, 26 

averaging of up to 500 sweeps may be performed till the SEP waveform to be identifiable.  An 27 

expert who has worked on SEP monitoring for more than 15 years was asked to determine 28 

whether more trials were required for interpretation of monitoring. Someone may raise 29 

argument on the use of 100 trials averaging rather than 200 or 500 trials averaging. In fact, the 30 
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clinical practical protocol of SEP monitoring is to determine the averaging trial number depending 1 

on the SEP waveform measurability and reproducibility. Moreover, that the small number of 2 

averaging in our institution to produce a SEP waveform which has a similar signal quality with 3 

that using surface electrode is due to careful anaesthesia maintenance, auto-artifact rejection, 4 

and proper operation room for the monitoring. Besides, 0.3ms pulse width was used for 5 

stimulation, which differs with that used by some other institutions (they usually used 0.1-0.2ms 6 

(Chandanwale, et al., 2008)). This protocol was in use in our institution for more than 10 years, 7 

and it preformed stably.  8 

 9 

The abnormal criteria in this study are 50% deduction in peak power, or a 10% prolongation in 10 

peak time with respect to the baseline obtained at the beginning of surgery. The setting of alarm 11 

limits of these criteria was referred to previous studies, which was proposed by an animal study 12 

and verified by a clinical study (Hu, et al., 2003, Hu, et al., 2001). 13 

 14 

This retrospective study collected a series of cases from IOM records to perform comparative 15 

study between time frequency analysis method and conventional amplitude/latency method for 16 

IOM. In comparison with conventional amplitude/latency measurement, the new method based 17 

on TFA technique is much faster because of the easier automatical identification of TFA peaks. 18 

The exact computational time, however, depends on the performance of CPU processor. In a test 19 

on a computer with Intel Core-2 CPU 2.33GHz, each TFA based measurement of SEP signal took 20 

15.6 milliseconds. It is possible for TFA to be performed even during two consecutive SEP tests. 21 

Thus, the calculation of TFA takes no time in comparison with manually amplitude/latency 22 

measurements of SEP recording.  23 

 24 

Limitations 25 

Although TFA can offer more information from time and frequency domain, it cannot provide 26 

high resolution at the same time in the both domain. However, several bilinear transforms are 27 

available to further improve time and frequency resolution (Hu, et al., 2003). Another limitation 28 

in this study is that TFA processed SEP data retrospectively due to the regulations of monitoring 29 

devices which may not allow our proposed method running on the current commercial devices. 30 
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 16 

But this technique could be incorporated into the devices in practice. Finally, the small sample 1 

size of positive cases is a limitation of this study. Therefore, a prospective study with large scale 2 

clinical trials should be conducted to further evaluate the advantages and drawbacks of the 3 

proposed TFA method. 4 
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Conclusion 1 

For clinical application purpose, TFA was adopted in SEP monitoring and the SEP peak component 2 

was found more stable and reliable during surgery. The location of the SEP peak in 3 

time-frequency domain was easily identified and therefore to be helpful in SEP automatic 4 

detection and extraction. 5 

TFA of SEP could provide additional information besides the amplitude/latency measurement, 6 

which may further improve the sensitivity and reliability in monitoring the spinal cord during 7 

spinal surgery.  8 

9 

 1 
 2 
 3 
 4 
 5 
 6 
 7 
 8 
 9 
10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 
21 
22 
23 
24 
25 
26 
27 
28 
29 
30 
31 
32 
33 
34 
35 
36 
37 
38 
39 
40 
41 
42 
43 
44 
45 
46 
47 
48 
49 
50 
51 
52 
53 
54 
55 
56 
57 
58 
59 
60 
61 
62 
63 
64 
65 



 18 

References 1 

Braun JC, Hanley DF and Thakor NV. Detection of neurological injury using time-frequency analysis of 2 

the somatosensory evoked potential. Electroencephalography and Clinical 3 

Neurophysiology/Evoked Potentials Section. 1996; 100: 310-318. 4 

Chandanwale AS, Ramteke AA and Barhate S. Intra-operative somatosensory-evoked potential 5 

monitoring. J Orthop Surg (Hong Kong). 2008; 16: 277-280. 6 

Chen ZY, Wong HK and Chan YH. Variability of somatosensory evoked potential monitoring during 7 

scoliosis surgery. J Spinal Disord Tech. 2004; 17: 470-476. 8 

Cruccu G, Aminoff MJ, Curio G, Guerit JM, Kakigi R, Mauguiere F, Rossini PM, Treede RD and 9 

Garcia-Larrea L. Recommendations for the clinical use of somatosensory-evoked potentials. 10 

Clin Neurophysiol. 2008; 119: 1705-1719. 11 

Deletis V and Sala F. Intraoperative neurophysiological monitoring of the spinal cord during spinal cord 12 

and spine surgery: a review focus on the corticospinal tracts. Clin Neurophysiol. 2008; 119: 13 

248-264. 14 

Devlin VJ and Schwartz DM. Intraoperative neurophysiologic monitoring during spinal surgery. J Am 15 

Acad Orthop Surg. 2007; 15: 549-560. 16 

DiCindio S, Theroux M, Shah S, Miller F, Dabney K, Brislin RP and Schwartz D. Multimodality 17 

monitoring of transcranial electric motor and somatosensory-evoked potentials during 18 

surgical correction of spinal deformity in patients with cerebral palsy and other 19 

neuromuscular disorders. Spine (Phila Pa 1976). 2003; 28: 1851-1855; discussion 1855-1856. 20 

Eggspuehler A, Sutter MA, Grob D, Jeszenszky D and Dvorak J. Multimodal intraoperative monitoring 21 

during surgery of spinal deformities in 217 patients. Eur Spine J. 2007; 16 Suppl 2: S188-196. 22 

el-Negamy E and Sedgwick EM. Properties of a spinal somatosensory evoked potential recorded in 23 

man. J Neurol Neurosurg Psychiatry. 1978; 41: 762-768. 24 

Geva AB, Pratt H and Zeevi YY. Multichannel wavelet-type decomposition of evoked potentials: 25 

model-based recognition of generator activity. Med Biol Eng Comput. 1997; 35: 40-46. 26 

Grundy B. Monitoring of sensory evoked potentials during neurosurgical operations: methods and 27 

applications. Neurosurgery. 1982; 11: 556-575. 28 

Hongxuan Z, Venkatesha S, Minahan R, Sherman D, Oweis Y, Natarajan A and Thakor NV. Intraoperative 29 

neurological monitoring. IEEE Engineering in Medicine and Biology Magazine. 2006; 25: 30 

39-45. 31 

Hu Y, Luk KD, Lu WW and Leong JC. Application of time-frequency analysis to somatosensory evoked 32 

potential for intraoperative spinal cord monitoring. J Neurol Neurosurg Psychiatry. 2003; 74: 33 

82-87. 34 

Hu Y, Luk KD, Lu WW, Holmes A and Leong JC. Prevention of spinal cord injury with time-frequency 35 

analysis of evoked potentials: an experimental study. J Neurol Neurosurg Psychiatry. 2001; 71: 36 

732-740. 37 

Kalkman CJ, ten Brink SA, Been HD and Bovill JG. Variability of somatosensory cortical evoked 38 

potentials during spinal surgery. Effects of anesthetic technique and high-pass digital filtering. 39 

Spine. 1991; 16: 924-929. 40 

Liu N, Chazot T, Huybrechts I, Law-Koune JD, Barvais L and Fischler M. The influence of a muscle 41 

relaxant bolus on bispectral and datex-ohmeda entropy values during propofol-remifentanil 42 

induced loss of consciousness. Anesth Analg. 2005; 101: 1713-1718. 43 

 1 
 2 
 3 
 4 
 5 
 6 
 7 
 8 
 9 
10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 
21 
22 
23 
24 
25 
26 
27 
28 
29 
30 
31 
32 
33 
34 
35 
36 
37 
38 
39 
40 
41 
42 
43 
44 
45 
46 
47 
48 
49 
50 
51 
52 
53 
54 
55 
56 
57 
58 
59 
60 
61 
62 
63 
64 
65 



 19 

Lubicky JP, Spadaro JA, Yuan HA, Fredrickson BE and Henderson N. Variability of somatosensory 1 

cortical evoked potential monitoring during spinal surgery. Spine (Phila Pa 1976). 1989; 14: 2 

790-798. 3 

Luk KD, Hu Y, Wong YW and Leong JC. Variability of somatosensory-evoked potentials in different 4 

stages of scoliosis surgery. Spine. 1999; 24: 1799-1804. 5 

Nash CL, Jr., Schatzinger LA and Lorig RA. Intraoperative monitoring of spinal cord function during 6 

scoliosis spine surgery. J. Bone Joint Surg. 1974; 56: 1756. 7 

Noss RS, Boles CD and Yingling CD. Steady-state analysis of somatosensory evoked potentials. 8 

Electroencephalogr Clin Neurophysiol. 1996; 100: 453-461. 9 

Noss RS, Boles CD and Yingling CD. Steady-state analysis of somatosensory evoked potentials. 10 

Electroencephalography and Clinical Neurophysiology/Evoked Potentials Section. 1996; 100: 11 

453-461. 12 

Nuwer MR. Spinal cord monitoring. Muscle Nerve. 1999; 22: 1620-1630. 13 

Otto KA. EEG power spectrum analysis for monitoring depth of anaesthesia during experimental 14 

surgery. Lab Anim. 2008; 42: 45-61. 15 

Perot PL, Jr., Vera CL and Fountain EL. Elimination of EMG interference during recording of 16 

somatosensory evoked potentials elicited by posterior tibial nerve stimulation in patients 17 

with cervical spinal cord injury. Electroencephalogr Clin Neurophysiol. 1983; 56: 104-109. 18 

Quraishi NA, Lewis SJ, Kelleher MO, Sarjeant R, Rampersaud YR and Fehlings MG. Intraoperative 19 

multimodality monitoring in adult spinal deformity: analysis of a prospective series of one 20 

hundred two cases with independent evaluation. Spine (Phila Pa 1976). 2009; 34: 1504-1512. 21 

Rossini PM, Cracco RQ, Cracco JB and House WJ. Short latency somatosensory evoked potentials to 22 

peroneal nerve stimulation: scalp topography and the effect of different frequency filters. 23 

Electroencephalogr Clin Neurophysiol. 1981; 52: 540-552. 24 

Sloan TB and Heyer EJ. Anesthesia for intraoperative neurophysiologic monitoring of the spinal cord. J 25 

Clin Neurophysiol. 2002; 19: 430-443. 26 

Sloan TB, Janik D and Jameson L. Multimodality monitoring of the central nervous system using 27 

motor-evoked potentials. Curr Opin Anaesthesiol. 2008; 21: 560-564. 28 

Thakor NV, Guo X, Vax CA, Laguna P, Jane R, Caminal P, Rix H and Hanley DF. Orthonormal (Fourier and 29 

Walsh) models of time-varying evoked potentials in neurological injury. IEEE Trans Biomed 30 

Eng. 1993; 40: 213-221. 31 

 32 

  33 

34 

 1 
 2 
 3 
 4 
 5 
 6 
 7 
 8 
 9 
10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 
21 
22 
23 
24 
25 
26 
27 
28 
29 
30 
31 
32 
33 
34 
35 
36 
37 
38 
39 
40 
41 
42 
43 
44 
45 
46 
47 
48 
49 
50 
51 
52 
53 
54 
55 
56 
57 
58 
59 
60 
61 
62 
63 
64 
65 



 20 

Figure legends  1 

Figure 1 An example of time frequency analysis on a cortical SEP 2 

 3 

Figure 2 (a) time frequency analysis on a cortical SEP before a true positive warning (b) time 4 

frequency analysis on a cortical SEP after a true positive warning 5 

 6 

Figure 3 amplitude/peak power changes over time during the surgery for a true positive 7 

abnormal SEP (case 1). (a) amplitude/peak power changes in percentage over time (b) 8 

amplitude/peak power changes in categorical normal-abnormal. The solid arrow indicates the 9 

start of the abnormal warning based on peak power, and the open red arrow indicates the start 10 

of the abnormal warning based on amplitude measurement, and the solid red arrow indicates the 11 

confirmed abnormal amplitude measurement. 12 
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Table 1 mean values of intra-subject variability of parameters for SEP monitoring 

 amplitude latency peak power peak time peak frequency 

Cortical SEP (Cz’) 24.8% 3.7% 11.5% 6.0% 7.7% 

Subcortical SEP (Cv) 19.1% 2.1% 11.2% 3.9% 3.9% 

 

Table
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Table 2 variability of inter-subject parameters in different surgical stages for SEP monitoring 

 Stage 1 Stage 2 Stage 3 Stage 4 Stage 5 

parameters in time domain 

amplitude/μV 
Cz’ 62% 63% 60% 57% 57% 

Cv 42% 45% 45% 44% 44% 

latency/ms 
Cz’ 10% 10% 10% 10% 11% 

Cv 9% 9% 9% 9% 9% 

parameters in time-frequency domain 

peak power  
Cz’ 150% 158% 159% 158% 154% 

Cv 85% 92% 90% 87% 84% 

peak time/ms 
Cz’ 10% 10% 10% 10% 11% 

Cv 9% 9% 9% 10% 10% 

peak 

frequency/Hz 

Cz’ 11% 11% 11% 12% 12% 

Cv 6% 8% 8% 8% 8% 
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Table 3 central values and 3σ ranges of peak time and peak frequency 

 peak time /ms peak time range /ms peak frequency /Hz peak frequency range /Hz 

Cortical SEP (Cz’) 41.2 29-55 53.6 37-79 

Subcortical SEP (Cv) 30.1 21-39 81.8 67-111 
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Table 4 a comparison of parameters between time and time-frequency domain before and after abnormal warnings for the true 

positive SEP cases 

  amplitude/μV latency/ms peak power peak time/ms peak frequency/Hz 

Case 1 

before 4.27 41 12.83 45 53 

after 1.44 46 3.57 59 14 

difference -66%* +12%* -72%* +31%* S. 

Case 2 

before 1.50 42 1.59 45 41 

after 0.59 43 0.23 48 14 

difference -61%* +2.4% -86%* +6.7% S. 

*denotes significant difference according to the warning criteria, S. denotes that peak frequency changes from ‘in the normal 

range (37-79Hz)’ to ‘out of the normal range’ before and after abnormal warnings. 
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Table 5 a comparison of parameters between time and time-frequency domain before and after abnormal warnings for the false 

positive SEP cases 

  amplitude/μV latency/ms peak power peak time/ms peak frequency/Hz 

Case 3 

before 2.94 34 3.27 37 57 

after 0.43 36 2.02 39 71 

difference -85%* +5.9% -38% +5.4% N.S. 

Case 4 

before 3.74 36 5.53 40 42 

after 1.48 33 4.38 39 64 

difference -60%* -8.3% -21% -2.5% N.S. 

Case 5 

before 3.78 36 5.69 37 54 

after 1.57 33 2.05 35 59 

difference -58%* -8.3% -64%* -5.4% N.S. 

Case 6 

before 3.46 34 4.37 39 59 

after 0.77 34 1.09 37 52 

difference -78%* 0% -75%* -5.1% N.S. 

Case 7 

before 0.95 35 4.14 39 54 

after 0.44 36 1.84 40 42 

difference -54%* +2.9% -56%* -2.6% N.S. 

Case 8 

before 2.53 41 5.92 42 48 

after 0.57 43 2.23 43 44 

difference -77%* +4.9% -62%* +2.4% N.S. 

*denotes significant difference according to the warning criteria, N.S. denotes that peak frequency is in the normal range 

(37-79Hz) before and after abnormal warnings. 

 


