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Effect of propofol dose changes on intraoperative somatosensory and motor evoked potentials
monitoring/CUI Hongyan, WANG Yazhou, HU Yong//Chinese Journal of Spine and Spinal Cord, 2015,
25(7): 613-617

[Abstract] Objectives: To investigate the effect of propofol dose changes on somatosensory evoked potential
(SEP) and motor evoked potential(MEP). Methods: Twenty patients with idiopathic scoliosis received surgical
treatment with propofol intravenous anaesthesia, and multimodality intraoperative neurophysiologic monitoring
was reviewed. The changes of SEP and MEP in responding to dose increase were recorded during induction
of anaesthesia, and the changes in responding to dose decrease were recorded during closure procedure.
Dose—increase delay and dose—decrease delay periods were measured accordingly. Results: The change of
propofol dose did not produce significant change in latency of SEP (36.1+2.6ms vs 36.2+2.3ms, P>0.05) and
MEP (27.0+1.5ms vs 27.1x1.6ms, P>0.05). The increase of propofol dose significantly decreased the amplitude
of SEP (1.91+0.53uwV vs 1.37+0.55nV, P<0.001) and MEP (175.7+134nV vs 12781V, P<0.001), while the
decrease of propofol dose significantly increased the amplitude of SEP (1.26+0.64pV vs 1.50£0.56nV, P<
0.005) and MEP (143+100pV vs 169133V, P<0.005). However, there was lag effect of SEP and MEP
changes in responding to dose change of propofol. The dose—increase delay period was 18.5£6.5min in SEP
and 10.5£3.6min in MEP respectively, while dose—decrease delay period was 29.6+£10.6min in SEP and 13.5%
6.3min in MEP respectively, there were statistically differences between two groups(P<0.05). Conclusions: The

dose of propofol increase may produce a faster decrease of SEP and MEP. On the contrary, the dose
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decrease will cause a increase of SEP and MEP.
anesthetic than SEP.
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Figure 1 A sample illustration of SEP(1a) and MEP(1b) following changes of anaesthetic dose(A and B is the starting

and end point of dose increase window, C and D is the starting and end point of dose decrease window)
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Figure 2 A sample for SEP amplitude changes in dose-increase delay period Figure 3 A sample for SEP amplitude

changes in dose—decrease delay period
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