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Strategies to prevent SCI 

Open repair

– CSF drainage

– Preserve LSA and HA perfusion

– Spinal cord function monitoring

– BP management

– Staged repair

Endovasc. repair

– CSF drainage

– Preserve LSA and HA perfusion

– Spinal cord function monitoring

– BP management

– Staged repair
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Only  endovascular repair of TAAA:

• 11 publications

• 873 patients

• Permanent SCI: 3,6%
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Distribution of types of TAAA in 
published series
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Strategies to prevent SCI 
Introduction of:
• TEVAR staging
• LSA & HA preservation
• CSF drainage in type 1-3
• Early pelvic reperfusion
• Aggressive blood, plasma and platelet Tx
• MAP 85-90 mmHg



Staging TAAA

Both open and endo repair:

• Previous aortic repair (Historical staging)

• Multiple aortic repair (open or TEVAR)

• Segmental Artery Coil Embolization
(MIS2ACE)

Only Endo repair

• “Open branch” staging



Results EndoTAAA (n=112)

• Historical staging: 28%
– 35% abdominal aorta

– 58% 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%)

• 14% Endoleak during branch occlusion





MEPS @ Crawford extent 2 endo
TAAA repair with multivessel BEVAR
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Results EndoTAAA (n=112)

• Spinal cord ischemia: 6%

– 4/7 improved (all walking)

– 1/7 cured

– 2/7 no improvement
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SCI in endoTAAA (n=112)

• Preop. Crawford classification

Spinal Cord Ischemia

type N= complete partial

I 23 0 0

II 18 1 2

III 34 1 1

IV 27 1 1



‘Open Branch’ staging in endoTAAA

0

5

10

15

20

25

30

35

type I type II type III type IV

13%

29%

28%

14%

TRUE

UNTRUE



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
– no need for staging in 80%


