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 40% TEVR involve landing in Zone 

2 

 Absolute indications(arm 

ischaemia / LIMA) 

 Relative indications (SCI and 

stroke) 

 Balance of risks (intervention vs. 

complications) 

 

 

 

 

 

 

 

 

Management of LSA – Revascularise or Not ?? 
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 Pathogenesis incompletely understood 

 Heterogenous presentation / aetiology 

 TAA > TAD 

 Longer coverage increases risk (OR 1.2 / device) 

 LSA revascularisation in extensive aortic coverage 

 

Spinal Cord Ischaemia and TEVR 
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 Single center model – validated EuREC 

 4 aortic “segments” (LSA, thoracic aorta, 

abdominal aorta, hypogastric) 

 SCI: coverage > 1 aortic segment  

 “these results further emphasize the 

need to preserve the left subclavian 

artery during TEVAR” 
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 LSA revascularisation in extensive aortic coverage 

 Adjunctive measures equally important 

 Manipulation of MAP 

 Spinal drainage 

 Medication (BP, clopidogrel) 

 

Spinal Cord Ischaemia and TEVR 
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 Stroke rate proximal landing zone 2:  

LSA covered vs covered and revascularized 

 

 Sub group analysis to define patients who derive benefit 

 

 Understand what LSA revascularization is preventing 

 

LSA Coverage – Key Questions Stroke 
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 Registry of > 1000 TEVR 

 Prospective data collection 

 Adjudicated major adverse 

events (MAE) 

 Long-term outcomes 

 Sub-group analysis 

 

 

 

 

 

 

MOTHER Registry 
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Not Covered 

(n=537) 

Covered Not 

revascularised 

(n=322) 

Covered 

revascularised 

(n=143) 

P - value 

Death (%) 31 (5.8) 22 (6.8) 10 (7) 0.769 

Stroke (%) 12 (2.2) 29 (9) 7 (4.9) 0.000 

SCI (%) 7 (5) 13 (4) 2 (1.4) 0.155 

  

Patterson et al Circ 2013; 127;24-32  

Analysis by Management of LSA 
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Effect of Management LSA – TAA and TAD 
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Covariate P-value OR Upper CI Lower CI 

Female gender 0.024 2.4 1.1 5.3 

Renal insufficiency 0.036 2.1 1.1 4 

Previous CVA 0.013 2.9 1.3 6.5 

Coverage of the LSA  

without revascularisation  
0.002 3.3 1.6 7.2 

Number of devices <0.001 1.2* 1.3 2.0 

Logistic Regression Stroke (TAA) 
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Madenci et al J Vasc Surg 2013;57:1275-82 

Scali et al J Vasc Surg 2013 

 Literature difficult to unpick 

 Synchronous / staged procedures 

 Hetrogenicity in pathology / presentation 

 LSA revascularisation + TEVR – 9-10% stroke / 7% death 

 Surgical component -  2% stroke / 1% mortality 

 

Balance of Risk LSA Revascularisation 
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Haulon et al JTCVS 2014; 148: 1709  

Cook Arch  - 38 patients 

6 technical failures 

Cerebrovascular Cx– 15.8% 

 

Branch Grafts in the Arch – High Stroke Risk ?? 
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Branch Grafts in the Arch – High Stroke Risk ?? 

Haulon et al JTCVS 2014; 148: 1709  

Cook Arch  - 38 patients 

6 technical failures 

Cerebrovascular Cx– 15.8% 

Medtronic Mona LSA - 10 patients 

0 technical failures 

Non disabling strokes 3/10 

 

Arko, Roselli, Thompson 2014 
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Revasculsrise most cases - large amount of collateral 

territory to give up 

Thoracic aneurysms (cf. dissections) 

High clinical risk (female, renal failure, CVA, extensive TAA) 

Any suggestion of inadequate R VA 

 

 

 

Management LSA - Stroke 


