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 318 patients – 14 UK centres 

 5 cases of spinal cord ischaemia 

 4/5 endograft extended to CA 

 No preop predisposing factors 
recorded 

 1 full/2 partial/2 no recovery 



 

 

 424 TEVAR 

 12 (2.8%) SCI 

 Chronic renal insufficiency: 
significantly and independently 
associated with SCI 

 SSEP monitoring for high risk 
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Limit reduction of spinal cord supply 



Optimise spinal cord perfusion pressure 



Additional options? 
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Neuromonitoring with MEPs 

Obtained from 
http://www.frca.co.uk/article.aspx?articleid=100360 



Technique 

 TIVA technique  

 

 Minimal muscle relaxants 

 

 One sensor lead in each arm for internal control of 
procedure 

 

 Two or Three sensor leads in each leg to detect MEP 
changes due to cord malperfusion 

 

 We take a 50% or more loss of amplitude in the leg 
MEPs as indicative of cord malperfusion and impending 
paraplegia 



Test occlusion of last branch 









MEP baseline 

 



Angio before last 
groin stent 

MEP after stent 
deployed 



LRA endoleak 
MEP after endoleak 
closed 



Endoleak created 
MEP after endoleak 
created 



Endoleak created 
MEP after endoleak 
created 



MEP baseline MEP final 

 



Conclusions 

Prevention of SCI 

 

Graft planning 

Optimise spinal cord blood supply 

Maintain spinal cord perfusion pressure 

Neuromonitoring to guide procedure? 

 


