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Postoperative myelopathy by undiagnosed cervical spine stenosis
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To the Editor:

An 82-year-old woman underwent laminectomy for spi-
nal stenosis of L4-5 under a general anesthesia. Her past
history and laboratory findings were unremarkable. She
was obese and had moderate limitation of cervical range of
motion. The endotracheal intubation was easily performed
with the Pentax AWS® (Hoya Corporation, Tokyo, Japan).
She was turned into the prone position in the usual manner.
The operation lasted less than 2 h, was uneventful. Blood
pressure was stable during surgery. She felt an improve-
ment of symptoms; however, fine finger motor difficulties
and gait disturbance developed and became worse gradually
over the next 3 days. Cervical-spine MRI showed a protrud-
ing intervertebral disc of C4-5, hypertrophy of ligament
flavum, and spinal cord compression with increased signal
intensity (ISI) on a sagittal T2-weighted image (Supplemen-
tary Fig. 1). An urgent C4-5 discectomy was performed.
During the next 3 months, the patient’s neurologic function
gradually improved, although residual weakness remained.

Cervical spinal cord injury may occur after non-cervical
spine surgery in patients with pre-existing cervical spon-
dylosis [1]. It seems possible that vertebral artery ischemia
due to intraoperative hypotension or vascular compro-
mise related to head positioning, and hyperextension or
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hyperflexion during endotracheal intubation and posi-
tioning might be contributable factors producing cervical
spondylotic myelopathy (CSM) [2]. Although we tried to
prevent excessive neck motion and unstable hemodynamic
conditions in this case, postoperative spinal cord dysfunc-
tion occurred. Vascular compromise in just a mildly flexed
cervical vertebra, precipitated by her pre-existing cervical
spondylotic changes seems to be a plausible explanation of
rapid progression of myelopathy.

Preoperative MRI of the cervical spine was not checked
since initial subjective myelopathic symptoms and signs
were negative. Practically, we are occasionally confronted
with patients who have relatively mild or absent symptoms
even though showing severe spinal cord compression with
ISI on MRI. Even if preoperative MRI had shown ISI, she
would be asymptomatic, and so an intraoperative event
or posture might have had a role in producing spinal cord
injury (SCI). If new ISI appeared on MRIs postoperatively,
spinal ischemia or post-traumatic edema might have aggra-
vated the SCI.

Based on these findings, clinicians should pay atten-
tion to the possibility of pre-existing cervical spondylosis
before the procedure under general anesthesia for non-cer-
vical spine disease in geriatric patients.
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