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Introduction

Thoracoabdominal aortic surgery carries the risk of spinal cord
ischemia (SCI) and subsequent paraplegia. Lumbar drain (LD)
can reduce the risk of SCI by improving spinal cord perfusion
pressure; however, it carries a high risk of neuraxial hematoma
in this patient population. Balancing the benefits/risks is often
challenging. We present a case of a patient in whom a lumbar
drain was placed in the setting of SCI and alteplase
administration.

Methods

The information was obtained from reviewing the patient’s chart.
The patient is deceased 6 months after being discharged from
the hospital due to an unrelated cause, and the next of kin could
not be reached to obtain informed consent. Patient identifying
information was not included in the case report, and IRB was not
required.

Case Report

A 57-year-old male with past medical history of hypertension,
end-stage renal disease, and tobacco use underwent emergent
combined open and endovascular repair of a contained
ruptured thoracoabdominal aortic aneurysm with
cardiopulmonary bypass. In the immediate postoperative
setting, he was noted to have left lower extremity (LE)
weakness, consistent with SCI. An emergent LD was placed by
the regional anesthesia team despite a deranged coagulation
profile. With careful titration of permissive hypertension and
cerebrospinal fluid (CSF) pressure, the patient gradually
regained motor function. After four days, the LD was clamped
for 24 hours and subsequently removed with the patient
remaining neurologically intact. Four days after the LD removal,
the patient developed an acute onset of aphasia and right-sided
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The Big Idea

« Spinal cord ischemia in patients with recent fibrinolytic therapy poses
a therapeutic dilemma as the benefit of placing a lumbar drain must be
balanced against the potential risk of epidural hematoma.

* In patients who have received fibrinolytic and thrombolytic drugs,
ASRA guidelines recommend against neuraxial needle placement for
at least 48 hours with suggested documentation of normalization of
clotting studies (including fibrinogen).
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Figure. The changes of coagulation and fibrinolytic variables in alteplase- and tenecteplase-treated stroke patients from
baseline to 24-hour post-thrombolysis. APTT indicates activated partial thromboplastin time; F1+2, prothrombin fragment
1+2; FDP, fibrin(ogen) degradation products;PAl-1, plasminogen activator inhibitor-1; and PT, prothrombin time.
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weakness along with left LE weakness. The head computed
tomography was negative for hemorrhage, and intravenous
alteplase therapy was administered with resolution of acute
stroke symptoms. However, bilateral LE weakness remained
and was attributed to SCI. Considering alteplase administration
12 hours ago and ongoing hypotension, the LD placement was
delayed for 24 hours until the patient was medically optimized.
Despite delayed placement, 36 hours after symptom onset, CSF
drainage led to gradual improvement and significant recovery in
LE motor function. After a complicated hospital course, patient
was eventually medically optimized and discharged to long term
nursing facility for rehabilitation and ventilator weaning.

Discussion

The rate of permanent SCI following thoracoabdominal aortic
surgeries is about 4.5%. LD is beneficial for spinal cord
protection but carries the risk of neuraxial hematoma and
subarachnoid hemorrhage (SAH) during placement, removal,
and management. The risks can be reduced by avoiding over-
drainage of CSF and adhering to coagulation guidelines for
neuraxial procedures. Complex clinical situations, such as this
case, may require higher risk-taking, highlighting the need for
further research.
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