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Strategies to prevent SCI
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REVIEW

Editor’s Choice — Spinal Cord Ischaemia in Endovascular Thoracic and
Thoraco-abdominal Aortic Repair: Review of Preventive Strategies

Martijn L. Dijkstra °, Tryfon Vainas °, Clark J. Zeebregts , Lotty Hooft ©, Maarten J. van der Laan *

@ Department of Surgery, Division of Vascular Surgery, University Medical Centre Groningen, University of Groningen, Groningen, The Netherlands
b Department of Vascular Surgery, Glenfield Hospital, University Hospitals of Leicester, Leicester, UK
“ Cochrane Netherlands, Julius Centre for Health Sciences and Primary Care, University Medical Centre Utrecht, Utrecht, The Netherlands

Only endovascular repair of TAAA:
* 11 publications

Bisdas T et al. (2015)
. Dias NV et al. (2015)
e 873 i
D atients Guillou M et al. (2012)
Harrison C et al. (2012)
Jayia P et al. (2015)

* Permanent SCI: 3,6% g
Kitagawa A et al. (2013)

Maurel B et al. (2015)
Rossi SH et al. (2015)

Sobel ID et al. (2015)
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Permanent paraplegia in endoTAAA
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Permanent paraplegia in endoTAAA
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Permanent paraplegia in endoTAAA
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Permanent paraplegia in endoTAAA

All studies
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Distribution of types of TAAA in
published series




; Strategies to prevent SCI
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Staging TAAA

*°  Takes longer to

-} exclude the TAAA ‘R
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( Patient @ risk?

Only Endo repair
“Open branch” staging
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Results EndoTAAA (n=112)

* Historical staging: 28%
— 359% abdominal aorta
— 589% thoracic aorta
— 7% both thoracic &abd aorta

 TEVAR staging: 9 %
— TAAA type 2 with carotid-subclavian bypass
* Open branch staging: 20%
— Using MEPs during last branch occlusion

— Reason for open branch:
- 86% MEP.{ (>50%)
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Purpose: To revie component
cere':)ros e dw- outcomes of continuous motorn‘somatosensory-evoked potential (MEP/SSEP) monitoring Dilator deployed
P uid drainage, and selective use of iliofemoral conduits in patients undergoing endovascular repair of removed
descending thoracic aneurysm (DTA) and thoraco P

. abdominal aortic aneurysms (TAAAs). Methods: The clinical data of
49 patients (mean age 7518 years; 38 men) who underwent endovascular repair of DTA and TAAAs (2011-2014) were

reviewed. All patients had cerebrospinal fluid drainage, permissive hypertension (mean arterial pressure 280 mm Hg),

and MEP/SSEP monitoring. There were 44 (90%) patients with TAAAs and 5 (10%) with DTA. Types | and Il TAAAs

were repaired in staged procedures. lliofemoral conduits were used for small iliac arteries and to minimize time of lower

extremity ischemia in patients with difficult anatomy. In patients with changes in MEP/SSEPs, a standardized protocol was
. . | o ) H Li L

1 " I AP

' concllui:c.s were used in 16 limbs/I4 patients. A stable MEP/SSEP was achieved in all patients. Thirty-one (63%) patients had
a[275% decrease in MEP/SSEP amplitude] in 50 limbs [starting on average 75+28 minutes after obtaining vascular accesy
MEP/SSEP amplitude improved with maneuvers in 12 (39%) patients and|returned to baseline with restoration of lower
extremity flow in all except | patient who developed immediate SCI| Thirty-day mortality was 4%. Three (6%) patients

—
o to prevent SCI.
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Results EndoTAAA (n=112)
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Cleveland Clinic Experience
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SCI in endoTAAA (n=112)

* Preop. Crawford classification

-- Spinal Cord Ischemia
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‘Open Branch’ staging in endoTAAA
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Conclusions

* Spinal cord ischemia is still a serious problem in
endovasc repair of TAAA.

* In endoTAAA SCI seem to decrease with current
protocols.

* Current protocol is set of adjunctive measures
— not clear which is essential /unimportant

* Staging is an effective way to reduce SCI
* Selective staging with MEP during branch test

occlusion is associated
— with low spinal cord ischemia rate in endoTAAA
— more frequent staging in Crawford type 2 and 3
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