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Background and Objectives Variable types of electrodes for intraoperative neuromonitor-
ing (IONM) during thyroid surgery have been introduced to make up for the shortcomings of
conventional endotracheal electromyogram tube. In this study, we sought to evaluate the effi-
cacy of transcutaneous adhesive skin electrodes for [IONM of recurrent laryngeal nerve (RLN)
during thyroidectomy.
Subjects and Method A total 97 nerves at risk of 80 patients were enrolled in this study.
Two disposable adhesive skin electrodes were attached at both upper margins of thyroid carti-
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Table 1. Clinicopathologic factors of patients enrolled in the study

Clinicopathologic factors

Age (mean=+SD) 47.97+£12.85(21-78)

Sex
Female 80
Male 17

24.39+3.44 (18.11-36.63)
0.99+0.91 (0.2-4.8)

Body mass index (kg/cm?)
Size of tumor (cm)
Pathology
Papillary thyroid carcinoma 87
Tla 61
Tib 14
T2
T3a 1
T3b
Follicular adenoma 10

SD: standard deviation
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Fig. 1. Attachment of transcutaneous adhesive skin electrodes (A) and acquired electromyogram signals (B).

Table 2. Amplitude of the enrolled nerves at risk at each stage of ~ Table 3. Latency of the enrolled nerves at risk at each stage of

intraoperative neuromonitoring intraoperative neuromonitoring
Mean+SD (uV) Minimum (uV)  Maximum (uV) Mean+SD (msec) Minimum (msec) Maximum (msec)
Vi 230.64+80.01 101 567 R1 2.01+0.64 1.21 4.68
R1 293.48+123.78 97 946 R2p 2.04+0.66 1.25 4.74
R2p 317.76+111.94 98 762 R2d 1.78£0.66 0.99 4.57
R2d 314.15+124.77 94 986 V1Rt 3.03+1.01 1.25 5.51
V2 256.04+87.45 107 571 V1 Lt 5.03+2.38 1.25 9.43
SD: standard deviation V2 Rt 2.97+1.02 1.25 5.39
V2 Lt 4.96+2.35 1.25 9.37

ol Ag5t 3R Mo] IR 424 IONMS $j8 7t
Zlo] ofm, Ao Z&2] Ae7} slRE M= 2ol
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SD: standard deviation, Rt: right, Lt: left
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Table 4. Amplitude (uV) of the enrolled nerves at risk according to BMI

BMI<24.26 (n=50) BMI>24.26 (n=45) p value
Vi 251.57+89.46 (122-567) 213.58+72.82 (101-404) 0.020*
R1 308.65+134.15 (134-946) 276.29+109.81 (97-530) 0.182
R2p 336.82+119.78 (149-762) 296.16+99.26 (98—-550) 0.062
R2d 334.76+135.74 (161-986) 290.78+107.81 (94-560) 0.070
V2 273.39£95.70 (107-571) 236.38+73.21 (127-392) 0.030

*indicates p<0.05. BMI: body mass index
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